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Cost Proposal for RFP  3260 Managed Care Organization Services released July 1st, 2016


Non Medical Administrative Costs


As a Percentage of 
Managed Care Blended 


Capitation Rate RFP Reference Comments


i. Direct Nonmed Admin 1.4% Attachment H 5.1.1.1 Expenses that can be charged directly as a part of the overall administrative costs.


ii. Indirect Expense 5.1% Attachment H 5.1.1.2


Elements of costs necessary in the performance of administering the program that are
of such a nature that the amount applicable to the program cannot be determined
accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of
management personnel which are allocated to different programs, etc.).


Medical Administrative Costs


iii. Medical Administrative Costs 3.0% Attachment H 5.1.2.1


Either direct or indirect, related to recipient medical care management (i.e.,
development of physician protocols for disease management, utilization review
activities, case management costs, and medical information management systems).


Non-Medical Costs:


iv. Profit 0.5% Attachment H 5.2.1 The percentage of profit which the Contractor anticipates receiving after expenses.


v. Risk and Contingencies 0.5% Attachment H 5.2.2
That amount which the Contractor anticipates setting aside for potential unknown 
risks and contingencies.


vi. Premium Tax 3.5% Q2 Amendment 6
The response to Question 2 in Amendment 6 required the bidders to include the 3.5% 
premium tax in their cost proposal.


Total Excluding Premium Tax 10.5%
Total Including Premium Tax  [1] 13.6%


[1] Per the response to Question 1 in amendment 7, premuim rates reflect premium tax as follows:
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Not‐to‐Exceed Administrative Rate Bid


CY2017 costs divided by current capitated 


premium (per Milliman) that  does not 


include Premium Tax or Safety Net 


Supplemental Payments


5.1.1 Non‐medical 


administrative costs 


5.1.2 Medical 


administrative costs


Premium Tax 3.6%


Sub‐Total of 5.1.1 + 5.1.2 + 


Premium Tax
13.6%


5.2.1 Profit


5.2.2 Risk & Contingencies


Total Total of 5.1 + 5.2 13.6%


5.2 Non‐Medical 


Costs
0.0%


Note ‐ premium tax shown above is higher than 3.5% provided in the RFP materials because it is 


calculated as a percentage of the rate net of premium tax.


Attachment H components = CY2017 


"Administrative Rate" cost categories


5.1 


Administrative 


Costs


10.0%
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9.2.3.1 Tab I – Title Page 
 


“In accordance with Amendment 2, Question 237, please remove this Title Page prior to 
evaluation of the Scope of Work in order to maintain the vendor’s anonymity.” 


 


Part IA – Scope of Work 


RFP Title: MCO 


RFP: 3260 


Vendor Name: Health Plan of Nevada, Inc. 


Address: 2720 North Tenaya Way, Las Vegas, NV 89128 


Opening Date: 9/1/2016 


Opening Time: 2:00 PM 
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9.2.3.2 Tab II – Section 3 – Scope of Work 
Vendor shall not include its company name, address, trade name, trademark, service mark, or any 
distinctive symbol, logo or slogan used by the vendor in its advertising materials when responding to the 
questions in Section 3 ~ Scope of Work.  


Vendors must submit their response to the Scope of Work anonymously. A vendor shall not include in its 
response to the Scope of Work its company name, address, trade name, trademark, service mark, or any 
distinctive symbol, logo or slogan used by the vendor in its advertising materials. The State will not be 
responsible for searching for or redacting any identifying information from the response to the Scope of 
Work. 


It is important that you submit all proposals in the form requested and complete the responses as 
instructed in Section 9 ~ Proposal Submission Requirements, Format and Content of this RFP.  


Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section. 
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3. SCOPE OF WORK 


3.1 General 


3.1.1  
The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a 
managed care program to assist the DHCFP in reaching its goal to provide quality health care to the 
targeted populations enrolled into a managed care entity.  


Over the last three decades, we have accumulated experience serving similar Medicaid 
populations as the ones targeted through this RFP, including expansion, children and 
working families; as well as foster care, intellectually and developmentally disabled (I/DD), 
long-term care, aged, blind and disabled populations. Our extensive experience has provided 
us with a deep understanding of the importance of supporting our members, enhancing the 
ability of communities to improve health outcomes and partnerships with providers to improve 
access to vital services.  


COMMITTED AND LOCAL LEADERSHIP 
Our history of exceptional performance providing managed care services for more than 5 
million members, leads us to the understanding that a local team, one that lives and works in 
the same communities as their members, can best comprehend Nevada’s population, health 
disparities and issues that directly affect the state. Built on our national expertise, we establish 
committed, local leadership, who serve as passionate advocates to shape solutions that 
anticipate and meet the ongoing needs of our state partners. As evidenced by audits and 
satisfaction surveys, we consistently meet or exceed the expectations of our state partners.  


EMPOWERED MEMBERS 
Our members are core to everything we do. We have seen the evolution of Medicaid, meeting 
each challenge by developing solutions to elevate quality of care, increasing access to health 
care services and improving efficiencies and cost-effectiveness. We focus these solutions to 
empower members to improve their health and achieve their goals. Our whole-person 
approach drives us to understand needs expand far beyond physical health and behavioral 
health, and lead us to ensure we also integrate social services and encourage our members to 
adopt healthier lifestyles through targeted wellness resources. 


WHOLE-PERSON APPROACH 
Our whole-person approach does not exist in a vacuum; to fully deliver on the needs of our 
members we must engage the communities in which they live. As such, we work with our 
communities to address their unique needs, knowing that no two communities are alike and 
the needs of urban settings are distinct to those in rural or frontier areas. Our partnerships 
and investments in Nevada will improve health delivery and access to social services with a 
focus on improving outcomes, quality and continuity of care. 


TRUSTING RELATIONSHIPS WITH PROVIDERS 
To deliver on our commitment to help improve the health status of members, we also rely upon 
providers dedicated to serving the needs of Medicaid consumers. We develop and maintain 
trusting relationships with providers, as we know they are instrumental in our ability to 
improve quality and outcomes. Through our experience, we know there are specific concerns 
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which limit their ability to optimally serve their patients. As such, we have developed specific 
innovations and tools, which support our providers so they can address and increase access to 
services. We also know the most effective models are based upon a philosophy of improving 
value while maintaining fiscal stewardship for our state partners. We invest in supports to 
enable our providers to be successful in a value-based model and have aligned financial 
relationships to encourage active provider engagement. 


3.1.1.1 The DHCFP’s fundamental commitment is to contract for results. A successful result is defined as 
the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and 
objectives and satisfy the requirements of the resulting contract. The DHCFP expects potential vendors to 
prescribe specific solutions that will achieve the DHCFP’s objectives and the service levels described 
elsewhere in this RFP. This RFP describes what is required and places the responsibility for how it is 
accomplished on the vendor. Vendors should consider and identify cost saving and cost-avoidance 
methods and measures when developing their proposals. 


We share DHCFP’s commitment to contract for results through a successful partnership. We 
will deliver on that goal by providing care to DHCFP members, while focusing on continuous 
quality improvement for Nevada Medicaid, Nevada Check Up and Medicaid Expansion 
populations. We bring innovative approaches to managing and improving member outcomes 
and a significantly local approach with the backing and support of national capabilities. The 
heart of our work is in supporting members through our values that support our mission and 
the way we serve our members. 


The programs and initiatives we have in place and described below have discrete, defined, 
measurable and beneficial outcomes that support DHCFP’s objectives and our mission. These 
include, but are not limited to:  


 Access to Care: According to America’s Health Rankings, Nevada ranks in the bottom 
five states for the number of doctors per 100,000 people in nearly every specialty. We 
are committed to assisting in the resolution of the access challenges. Our company and 
affiliated entities have made significant investments in Nevada to improve access to 
health care in terms of recruiting health care professionals to Nevada and building 
infrastructure. 


 Proven Outcomes: 


 We work in collaboration with our provider network to address access issues. This 
work has resulted in additional clinics, clinicians and expanded hours to address 
our members’ needs.  


 Recognizing our members have transportation limitations, we bring health care to 
our members. In rural areas and where needed, we deploy a mobile medical clinic 
that provides primary care services such as well and sick visits, immunizations, x-
rays and mammograms. The mobile medical clinic circulates to different locations 
daily such as shelters, churches and community centers. 


 Our innovative technology provides access to primary care services through 
telehealth. Our members can complete virtual visits with a PCP through a 
computer, tablet or smartphone. Our telehealth program has a 95 percent 
satisfaction rate.  


 Looking toward the future, we provided a sizable contribution to the University of 
Nevada, Las Vegas School of Medicine. This grant provides funds to train new 
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doctors and provide quality health care in Southern Nevada through three new 
community health clinics to be staffed by third-year students under faculty 
supervision.  


 Cost Containment: Our comprehensive cost-containment programs across all benefit 
categories produce multimillion-dollar annual savings for state Medicaid programs. 


 Proven Outcomes: The following bullets outline savings we have achieved through 
our various programs and initiatives. 


– Medical Management Savings: Using nationally recognized Milliman Care 
Guidelines and a matrix of contract facilities offering various levels of care, our 
clinical staff authorizes services at the right level for each member. In Nevada, 
this extensive medical management program achieves nearly $8 million in 
annual savings by taking an intense and broad approach to ensuring hospital 
care is delivered at the appropriate level.  


– Pharmacy Management: As pharmacy trends are the leading driver of 
increasing health care costs, we continually analyze data to identify cost-
avoidance initiatives to bend the cost curve. Our national pharmacy 
affordability programs around specialty pharmacy, contract optimization and 
national purchasing power, produce more than $30 million in annual savings.  


– Behavioral Health Savings: Our varied and innovative behavioral health 
programs are producing double-digit decreases in inpatient health care 
expenses. These programs, detailed throughout this proposal, are continually 
evolving to meet the unique and diverse needs of our distinct Medicaid 
populations. 


– Contractual Savings: We are able to leverage our deep footprint in states, like 
Nevada, where we have multiple lines of business to contract with health care 
providers at favorable rates. Our established provider contracts produce an 
annual savings of $15,000,000 for our state partner. 


 Integration of Social Determinants, Medical and Behavioral Health: Our approach to 
care coordination supports care managers and community-based case managers as the 
information hub for an individual’s whole-person needs. A whole-person approach to 
member care allows the care team to address the unique socio-economic, functional, 
behavioral and clinical challenges of each member. As part of our program, our care 
coordinators/case managers collaborate with PCPs and behavioral health clinicians to 
verify the member is getting needed services. Our population health clinical model 
builds integrated health care networks, where care is increasingly more integrated 
among providers and support for providers drives improved health outcomes. 


 Proven Outcomes: Our experience with Medicaid members has led us to develop 
specialized programs to mitigate social issues so our members can focus on their 
health. A few of these programs are: 


– Our transitional housing program provides a safe home environment where 
homeless members complete their health care needs, such as intravenous 
antibiotic therapy, wound care and diabetes management. While members are 
convalescing, our case managers are also working toward permanent housing 
placement for our most needy members. Members cared for in our transitional 
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housing program have experienced a 31 percent reduction in ER use and 58 
percent reduction in hospital readmissions. 


– Our behavioral health group homes offer seriously mentally ill members the 
stability of a home with constant caregivers to assist with social and medical 
needs. The goal is to make the members self-sufficient in their medical, 
behavioral and social needs. Since inception of this program in 2015, medical 
costs for these members have reduced 61 percent. 


– Community health workers (CHWs) are culturally competent staff that engage 
in home visits to assess member needs, facilitate appointment-keeping, assist 
members in navigating the health care system, provide support and advocacy 
during medical visits and educate members on available 
transportation/community resource options. CHWs use a smartphone 
community support services application to identify community resources for 
members.  


 Quality Improvements: Our comprehensive quality management program 
systematically tracks, monitors and evaluates the quality and appropriateness of care 
and services at the member level and at the care-coordination program level. This 
allows us to improve the health of specific populations and individual outcomes, 
elevate the member experience of care (including quality, access and reliability) and 
reduce costs. 


 Proven Outcomes: Our disease management programs focus on managing 
members with chronic diseases such as asthma and diabetes, which often affect 
Medicaid members. Our 12-week programs provide education and support to help 
members manage these chronic diseases. Our HEDIS rates reflect the success of 
these programs: 


– Several of our Medicaid Plans achieved HEDIS results above the 90th 
percentile for asthma and diabetes. A few examples are provided below:  
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Figure 1. Medication Management for People with Asthma.
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 Preventive Care: The promotion of comprehensive and preventive health care services 
to our members is an integral part of our Temporary Assistance for Needy Families 
(TANF) and Children’s Health Insurance Program (CHIP). As part of our Early 
Periodic Screening, Diagnostic and Treatment (EPSDT) Program, we offer children 
from birth to age 21 the best pediatric health care possible, including comprehensive 
preventive health benefits. We do this through the promotion of well-baby, well-child, 
dental, vision, hearing, behavioral health and lead screenings, communicating to 
parents and guardians who are responsible for children under the age of 21, and 
tracking their screening and preventive activities through multiple channels.  


 Proven Outcomes: Our experience with similar populations has demonstrated 
significant increases in EPSDT compliance. For example, when we took over the 
Mississippi health plan, EPSDT compliance rates were extremely low (23 percent). 
Our intensified efforts over the next two years resulted in compliance rates that 
reached 85 percent, as shown in the following graph.  


 
Figure 3. Mississippi EPSDT Compliance Rates 2012-2014. 
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Figure 2. Comprehensive Diabetes Care – HbA1c Testing in Wisconsin
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3.1.2  
Authorization to operate as a certified vendor in the State of Nevada with the projected number of 
Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services 
and the Insurance Commissioner of the State of Nevada are conditions precedent to the contract and 
shall continue as conditions during the term of any contract. The vendor must hold a current certificate of 
authority from the Nevada State Insurance Commissioner for the applicable contract period and 
throughout the contract period, or have a written opinion from the Insurance Commissioner that such a 
certificate is not required. 


The awarded vendor must provide proof of a valid certificate of authority prior to the contract readiness 
review. 


We are authorized to operate as a certified vendor in the state of Nevada as evidenced by our 
Certificate of Authority, which is included as Attachment 4.1.12.7.  


3.1.3  
The vendor will be required to be accredited by a nationally recognized organization that provides an 
independent assessment of the quality of care provided by the vendor. Accredited organizations must 
meet quality standards related to various aspects such as consumer protection, case management, and 
quality improvement activities and facilitates comparison of vendors due to consistent data requirements. 


We are currently NCQA accredited in Nevada and have an 
organization-wide commitment to providing quality health 
care to our members. As proof of this commitment, we have 
132 NCQA accredited health plans that encompass 
Medicaid, Medicare and commercial programs. NCQA only 
accredits organizations that meet or exceed exacting 
standards for consumer protection, case management and 
quality improvement activities. We meet and maintain 
organizational excellence through a rigorous external 
review of communication, product and service offerings to 
meet and exceed NCQA standards that define best-in-class managed care.  


Post-accreditation, we use the structure of NCQA requirements as the basis for our quality 
improvement program. We continue to follow the requirements during the years between 
NCQA surveys to validate continued compliance and constant readiness for the next survey. 
Using this process, we continually monitor and implement interventions to drive continuous 
quality improvement (CQI). This includes meeting quality standards for consumer protection, 
case management and quality improvement activities that meet rigorous NCQA standards.  


WE ARE COMMITTED TO QUALITY  
Maintaining NCQA accreditation and performance standards are an important part of a solid 
foundation for quality health care in Nevada. Our quality model—which addresses individual 
member health outcomes in alignment with larger public health concerns—is 
transformational and multidimensional in its ability to meet affordability targets, yield high 
member satisfaction, meet or exceed business requirements and improve health outcomes.  


Figure 4. To demonstrate organizational 
excellence, we are committed to NCQA 
accreditation for our State partners. 
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3.1.4  
The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, 
Code of Federal Regulations, and the Medicaid Services Manual. 


We adhere to all authorities, including the Title XIX, Title XXI, state plans and amendments, 
Code of Federal Regulations and Medicaid Services Manual. 


3.1.5  
The mandatory geographic service areas included in the contracts will be urban Clark and Washoe 
Counties. “Other geographic areas, services and Medicaid populations may be included in managed care 
during the course of this contract and are to be considered as covered for this Request for Proposal. 
Describe your willingness and ability to expand coverage to other geographic regions outside of the 
current mandatory areas. Should the DHCFP expand geographic areas, services or Medicaid 
populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate 
at the time of the change.”  


We stand ready to expand coverage to geographic areas outside the current mandatory areas 
of Clark and Washoe counties. To do this, we have a multifaceted approach to confirm 
members have needed access to health care services. As part of this approach, we will leverage 
provider networks from other lines of business, including commercial and military and 
veteran provider networks; offer telehealth capabilities; paramedicine and a mobile clinic. We 
have already executed Medicaid contracts with approximately 300 providers in two of the rural 
counties. Through our local and national capabilities, we have Nevada contracted Medicaid 
networks in California, Arizona and Utah, which we will use to serve members in border 
counties.  


Should DHCFP choose to expand into rural and frontier geographic areas, we can leverage 
our experiences and best practices from New Mexico, Nebraska and Arizona. For example, 
our experience in Nebraska allows us to understand potential challenges that members face in 
receiving appropriate care for specialties where access concerns exist. To build a statewide 
network in Nebraska, we know that there are particular specialty providers that are not 
available to members in frontier and rural counties within the access requirements. To 
increase access to specialists we deploy initiatives, which include access and contracting with 
non-par specialists, collaborating with hospitals to improve specialty clinics, leveraging 
telemedicine technology, exploring mobile health services, providing accommodations for 
members, and cross-border state specialists. We will use and expand the same techniques to 
adequately provide health care to members in rural and frontier geographic areas in Nevada. 


We also look forward to the opportunity to expand coverage to additional Medicaid 
populations. Through our national markets, we have extensive experience providing services 
to LTSS, behavioral health, ABD, I/DD, foster care and members in correctional institutions, 
and stand ready to bring any/all of those capabilities to Nevada, tailored to fit DHCFP’s 
desires and the needs of Nevadans. 
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3.1.6  
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code. Both 
Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider 
network in any rural / frontier areas unless necessary to provide access to care, nor are they required to 
serve any recipients who live in rural / frontier areas unless necessary to provide appropriate access to 
care.  


We understand we are not required to establish a provider network in any rural/frontier areas 
unless necessary to provide services to care or serve recipients who live in rural/frontier areas 
unless necessary to provide appropriate access to care.  


Through our contracting processes and network initiatives for multiple lines of business, we 
have contracted with more than 9,000 providers through all lines of business. Should it be 
necessary to provide access to care for our members, we can call upon these providers to 
supplement our network. 


3.1.7  
Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in 
state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able 
to provide services to the recipient. 


We have contracted Nevada Medicaid providers in the catchment areas in California, Arizona 
and Utah. In Idaho, and when contracted providers are not available, we execute single case 
agreements to provide access to members. 


3.1.8  
At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, 
Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently 
excluded from enrollment in a Managed Care Organization. Should the DHCFP expand geographic 
areas, services or Medicaid populations, or carve services out, the DHCFP will, if necessary, adjust the 
capitation paid the MCO to an actuarial sound rate at the time of the change. 


When our state partners initiate a benefit or population change, we work with them and their 
actuaries to determine the financial impact on capitation rates before the change. We provide 
all requested data and analysis to support our state partners and their actuaries. 


3.1.9  
At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, 
the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the 
University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-governmental 
entities affiliated with the government in providing medically necessary services, including behavioral 
health services. If this option is exercised and there is any resulting expense incurred by the vendor, the 
DHCFP will adjust the capitation rate so that it remains actuarially sound. 


Should it be required or desired, we will gladly contract with other agencies or entities to 
provide medically necessary services and understand that DHCFP will adjust the capitation 
rate accordingly. We have deep experience in our partnerships with many states’ DHHS 
entities and agencies within those organizations, and with Juvenile Justice Systems, prison 
systems and universities, etc. to provide a wide array of services, with most providing full 
wraparound capabilities including complete medical and behavioral health integration. 
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3.2 Coordination with the State-Designated Health Insurance 
Exchange (HIX) 
In addition to providing Medicaid Managed Care services, the vendors are encouraged but not required to 
provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual Exchange of the State 
designated Health Insurance Exchange (HIX), which could be either a State or the federal HIX. Vendors 
who have or will have a product available on the HIX will receive a higher point value in the RFP 
evaluation. The QHPs offered pursuant to this requirement must meet the qualifications of an MCO 
Transition QHP (to distinguish these plans from other QHPs that may not meet the following standards), 
as described below.  


Since the inception of Nevada’s Silver State Exchange, we are one of four carriers who have 
offered a full complement of individual metallic products on the Exchange, including an 
MCO Transition Qualified Health Plan (QHP). We provide and plan to continue to provide at 
a minimum one Silver QHP on the Individual Exchange of the State’s Health Insurance 
Exchange. The QHPs offered meet the qualifications of an MCO Transition QHP.  


Per the Nevada Division of Insurance, only three companies will be offering plans on 
Nevada’s Health Insurance Exchange market as of the July 1, 2017, MCO contract date. We 
serve a large number of Nevada residents on the Exchange, most of whom are lower-income 
individuals who do not quite qualify for Medicaid.  


3.2.1  
The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals 
and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts 
related to recipients who move, sometimes frequently, between the programs, due to changes in eligibility 
status. An MCO Transition QHP must: 


3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and 
Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the 
associated Federal regulations; 


Our MCO Transition QHP and our other QHPs on Nevada’s Health Insurance Exchange 
meet the requirements of the ACA and associated federal regulations.  


3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


Our MCO Transition QHP and our other QHPs on Nevada’s Health Insurance Exchange 
also meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance. 


3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for 
Medicaid; 


We make good faith efforts to use a similar network for both the Silver State Exchange plans 
as we do for Medicaid. If awarded this contract, there will be no disruption to the care or to 
the patient-provider relationships for all members who access our exclusive provider network, 
which is similar for both Medicaid and Exchange members. We provide members with little to 
no disruption of care whenever they transition between Medicaid and the Silver State 
Exchange plans. The care management platform is the same for both our Medicaid plan and 
all of our QHPs, allowing for a smooth transition and providing continuity of care. We will 
conduct everything from prior authorizations to referrals through one license and one 
platform. 
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3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the 
vendor’s MCO; 


Our QHP transition plan is available to consumers in the same geographic area as served by 
our MCO. 


3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the 
vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for 
any period of time for recipients who transition between any other company’s MCO or Medicaid plan or 
the vendors QHP; and 


Our network strategy allows members to maintain consistent relationships with providers as 
they transition between Medicaid and our QHPs offered on the Silver State Exchange. Given 
this approach, we seamlessly transfer prior authorizations, enrollment, eligibility history, 
claims, and other services for patients moving to or from Medicaid and their commercial 
coverage with us—especially important for members moving to or from the Silver State 
Exchange. 


3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO. 


The formulary we use on the Silver State Exchange is similar in scope and criteria to that of 
our plan’s Medicaid formulary. For example, the alignment of clinical policy development at 
the national level between our commercial and Medicaid lines of business allows similar 
criteria to be leveraged on both the HIX and the Medicaid formularies. The alignment of 
clinical requirements assists in the coordination of medications as members transition between 
insurance products. 


3.2.2  
This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the 
Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX. 
Additionally, the vendor may designate other QHPs (at any of the metal tiers on the Individual or SHOP 
Exchanges within the State-designated HIX) as MCO Transition QHPs if such QHPs meet the 
requirements described in this section. The MCO Transition QHP designation may be displayed on the 
website of the State-designated HIX where QHPs are sold, as other quality indicators may be displayed, 
at the discretion of the State-designated HIX. 


We offer many QHPs on the state’s exchange, with participation in all metallic levels. 
Through these, we provide services for tens of thousands of members. At the request of the 
State, we have been deeply involved for the past few years in the design of the Silver State 
Exchange. Similar to Medicaid recipients selecting our plan about three to one during open 
enrollment, Silver State Exchange members also select our plan more frequently than others 
do during the Exchange’s open enrollment season. 


3.2.3  
If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide 
a statement indicating willingness to comply with this section. Please describe any differences between 
Title XIX and Title XXI MCO plan and the MCO Transition QHP. Please provide any additional criteria that 
should be included to minimize the adverse impacts of churn. 


We comply and will continue to comply with this section. Some of the additional criteria that 
should be included to minimize the adverse impacts of churn include a similar provider 
network, single claims platform, long-standing relationships with Nevada providers, face-to-
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face concierge service for members, and a seamless care transition experience between our 
MCO plan and our MCO Transition QHP on the Exchange. 


3.2.4  
The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the 
State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the 
Center for Consumer Information and Insurance Oversight (CCIIO), and/or other federal government 
entities. 


We understand that DHCFP reserves the right to modify this section to meet the requirements 
and regulations of the State or federal HIX. As we have done since the inception of the Silver 
State Exchange, we will work with the Governor, the state Legislature, CCIIO and other 
federal entities should these modifications take place.







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 19 of 776
 


3.3 Vendor Duties and Responsibilities  
The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated 
key meetings scheduled by the DHCFP. The purpose of these meetings includes, but is not limited to, 
contract compliance, the DHCFP auditing functions and responsibilities, access to care, quality, and any 
other applicable issues concerning administration and management of the contract as well as program 
and service delivery. The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings. The location of the on-
site meetings will be at either the DHCFP administrative offices in Carson City or a site in Las Vegas. It is 
the sole responsibility of the DHCFP to provide reasonable advanced notice of such meetings, including 
location, time, date, and agenda items for discussion.  


SENIOR AND KEY STAFF PARTICIPATION IN KEY MEETINGS 
Over the course of our working relationship with Medicaid Managed Care contracts, senior 
staff and key staff actively participate and provide input and presentations, as requested, in all 
meetings and conference calls scheduled by our state partners. We will engage at this level in 
all future meetings in Nevada. We agree to travel to meetings at the DHCFP’s offices in Las 
Vegas and Carson City and other meeting locations as needed.  


Our company’s key staff to participate in the Quarterly Medicaid Managed Care meetings in 
Las Vegas and Carson City will include: 


 Medicaid administrator, Nevada Market 


 Director of Medicaid operations 


 Compliance officer 


 Associate director of clinical and quality improvement for Medicaid 


 Associate director of clinical and quality improvement for medical and case 
management 


 Executive director of behavioral health 


 Director of provider services 


Additional staff to attend these meetings as warranted by the agenda items  includes: 


 Assistant vice president of enrollment 


 Assistant vice president of claims operations 


 Assistant vice president of member services 


 Director of network contracting 


 Vice president of government affairs 


 Director of finance 


 Director of pharmacy 


 Chief medical director 


 Director of clinical and medical management, prior authorization 


 Associate director of clinical quality, cultural competency 


 Manager, community outreach and marketing 


 Chief information officer 
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We will be an active partner in all meetings and conference calls as requested by DHCFP in 
the locations specified by DHCFP to fulfill the State’s objectives of the Medicaid Managed 
Care Contract.
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3.4 Medical Services 
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP 
recipients shall not be less in amount, duration, and scope than those covered services specified in the 
respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, but may 
be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, duration, or scope 
shall be preceded by a review of impact on capitation amounts. 


MCO's are able and encouraged to provide value added services in addition to Title XIX And Title XXI 
State Plans. The vendor shall describe each of the expanded benefits it proposes to offer its recipients by 
eligible population. 


The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada 
Check Up recipient. Any insurance duty shall be construed to flow to the benefit of the DHCFP and not to 
the Medicaid or Nevada Check Up enrolled recipient.  


We have direct experience serving populations in Nevada and similar to populations in the 
Nevada Medicaid and Nevada Check Up Programs, and coordinating and delivering the 
services covered by them. For more than 34 years, we have been dedicated to addressing the 
unique challenges of low-income adults with disabilities, elderly, children and families, and 
serving those members with comorbid and complex care needs.  


The benefits package provided to our members is no less in amount, duration and scope than 
those covered services specified in the State Plan for Title XIX and XXI programs and the 
Nevada Medicaid Service Manual.  


VALUE-ADDED/ADDITIONAL BENEFITS 
We commit to providing more services for our state’s most vulnerable residents than are 
required. These additional benefits lead to improved health outcomes, improved member and 
provider satisfaction, and increased member/family engagement in their health care needs. 


The following table reflects some of the value-added/additional benefits that we offer, which 
are not required in this RFP:  


Value-added/Additional Benefits We Offer to Members in Nevada 


Access to Nevada’s only Level 3 
Patient-Centered Medical Home 
(certified by the NCQA) 


Program recognizes PCPs who successfully achieve person-
centered care by working in teams to coordinate and track 
care.  


Transitional Housing Transitional housing provides supportive and personal care 
services to homeless people with post-discharge treatment 
needs. The health care team includes case managers, social 
workers, an operations manager and a house director, who 
work in collaboration with Home Health; a physician’s 
assistant; and a Well Care pharmacist to provide a safe 
environment for the health and wellness of the member as 
he/she receives continued treatment. 


Well Care Pharmacy Program The program uses clinical pharmacists to reduce hospital 
readmissions by providing prescription bedside or home 
delivery of medications. This delivery includes medication 
reconciliation, education, and follow-up home or telephonic 
visits for 30 days post-program enrollment to support 
adherence. 
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Value-added/Additional Benefits We Offer to Members in Nevada 


Care for Me Program (CFMP) The CFMP is an intensive case management program 
dedicated to members 30 days post-hospital discharge or from 
the clinic setting. Nurses provide a single point of contact to 
support a successful transition, education on condition 
management, and home and provider visits.  


Community health workers 
(CHWs) 


CHWs are culturally competent staff, who engage in home and 
telephonic visits to assess member and family needs, facilitate 
PCP assignment and appointment-keeping, assist members in 
navigating the health care system, provide support and 
advocacy during medical visits, and educate members on 
available transportation/community resource options. 


Toll-free 24-hour/seven-day 
Telephone Advice Nurse (TAN) 
Service  


TAN employs 17 Nevada-based RNs who answer health care 
questions using evidence-based clinical protocols. They share 
options other than the ER, and provide advice on acute or 
chronic conditions and triage care. The nurses also coordinate 
hospital discharges afterhours and ER discharges 24 hours a 
day, seven days a week to arrange for such services as home 
health, hospice, durable medical equipment (DME) and 
pharmacy services. 


Health Education and Wellness 
(HEW) Programs 


HEW offers education on 18 different health-related topics 
such as diabetes, pregnancy, heart disease, asthma, and 
weight management taught by health care professionals in 
classroom and individual consultation settings. Online courses 
are also available for certain health topics.  


Telehealth Virtual Access We offer telehealth, which is a high-tech update of the old-
fashioned house call. It allows members to have a virtual 
medical appointment with a provider from the comfort of their 
home or office via secure webcam, smartphone or other mobile 
device. Telehealth is available 24 hours a day, seven days a 
week. Best of all, appointments are not necessary and the wait 
is typically less than 10 minutes. 


My Healthline Cellphone 
Program 


Members receive a free phone with 350 monthly minutes and 
unlimited texting capabilities. The TAN number is programmed 
into the phone as a free call anytime. 


Access to Nevada’s only post-
Neonatal Intensive Care Unit 
(NICU) Clinic  


We collaborate with Positively Kids Post-Discharge NICU 
clinic, which supports early hospital discharge and parental 
bonding of neonatal abstinence babies. 


Well-Child Incentive Program  Members receive incentives, such as a $10 gift card, for 
completed well-child visits and immunization compliance. 


Postpartum Incentive Program A postpartum incentive is offered to OB/GYN providers when a 
member completes her postpartum visit 21 to 56 days after the 
delivery date. Moms also receive a free pack of diapers for 
attending a postpartum health education class within four to 
six weeks after delivery, and receive an additional pack of 
diapers for completing their postpartum visit within 21 to 56 
days after delivery.  


Sports and School Physicals These physicals are offered at school-based health clinics, 
pediatric and convenient care clinics, and our mobile clinic. 
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Value-added/Additional Benefits We Offer to Members in Nevada 


Food for Thought Program  This program is offered through a partnership with Sesame 
Workshop Program to help families make healthier food 
choices. 


We Have the Moves We have collaborated with the Sesame Workshop Program to 
help families with fun movement activities to encourage 
physical activity in their daily routines. 


A is for Asthma Program Through a partnership with the Sesame Workshop, this 
program helps families proactively understand and manage 
their child’s asthma. 


Lead Away  In partnership with the Sesame Workshop Program, Lead Away 
helps parents prepare their child for a lead screening blood 
test. Lead Away also offers advice on how to protect children 
from exposure to lead. 


Mobile Clinic The mobile medical center is a fully equipped doctor’s office 
with two exam rooms, and a radiology suite featuring a digital 
mammography unit, an x-ray unit, four refrigerators and a 
freezer for storing vaccines. Primary care services are 
provided in our mobile clinic, which is used exclusively in 
Nevada. 


Synagis Clinic We coordinate a Synagis Clinic for infants at risk of developing 
Respiratory Syncytial Virus (RSV) from October through April. 
Infants receive Synagis injections to prevent RSV.  


Non-emergency transportation In select situations, we offer non-emergency transportation to 
assist with members’ transportation issues that are not 
covered by the current non-emergency transportation vendor. 


Podiatry for Adults Podiatry services are provided to adult members with clinical 
conditions such as diabetes and orthopedic needs. 


Insulin pumps and continuous 
blood glucose monitors 


We cover insulin pumps and continuous blood glucose 
monitors in certain circumstances of brittle diabetics to 
improve management of the disease. 


Genetic testing We cover certain genetic tests that are needed to determine the 
most effective course of care for oncology treatment. 


Recognizing that traditional behavioral health benefits do not always meet the needs of our 
members, we also provide the following value-added benefits, services and programs through a 
matrix of contracted highly experienced providers including, but not limited to:  
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Wraparound Programs 


Home and Environmental 
Assessments 
 


The Home and Family Assessment Team is dispatched within 
24 hours of the member’s inpatient psychiatric admission to 
meet with the family and assess the family/home environment 
to determine if family intervention should be implemented for 
the child and adolescent population (but is available for the 
adult population if deemed appropriate). The team evaluator 
serves as a case manager for the member, coordinating care 
with the attending physician and attending clinical meetings to 
provide valuable information about the home’s recovery 
environment, and to formulate a plan for follow-up after 
discharge. 


Behavioral Health Member 
Portal 


A Behavioral Health Member Portal, accessed through a link 
on our member portal, is our award-winning online behavioral 
health resource and information website. Support focuses on 
improving coping capabilities and helping members and 
families make the most of their lives. 


Woman’s Recovery Program This program specifically addresses the needs of adult women 
who suffer with chemical dependency and other addictions, 
and how it affects their ability to function as a mother, wife and 
member of society. 


Intimate Partner Violence 
Support Group  


This group provides supportive counseling and education on 
abuse, including ways to protect yourself if you are currently 
in an abusive relationship. 


Parenting Skills Classes designed to equip parents with skills needed to raise 
children in a safe, nurturing environment.  


Group Therapy for Children and 
Adolescents 


Group therapy is held alongside the Parenting Skills classes 
and separated by age groups: ages 5-7, 8-9, 10-12 and 13+. 


Children of Divorced Parents Group support for children ages 7-10 to assist with coping and 
accepting the changes related to their parents’ divorce. 


Children of Deported Parents This program aids children ages 7-13 with surviving the agony 
of separation when their parents are deported to their country 
of origin. 


Anti-bullying Anti-bullying provides education and coping skills related to 
bullying to underage members. 


Angry Birds Group This group is specialized to help children ages 7-12 learn what 
triggers their anger as well as effective coping skills to help 
deal with their anger. 


Confident Young Women This program aids in the development and improvement of 
confidence and self-esteem amongst adolescent females. 


Children with Asperger 
Syndrome 


This program teaches children ages 7-13 diagnosed with this 
disorder socialization and communication skills.  


Healthy Bodies Healthy Minds Sports and outdoor play promotes physical fitness in children 
and adolescents. 
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Youth Services Program The emphasis of this approach is family focused with 
wraparound services, and intensive in-home training and 
services. The approach to treatment serves children with 
social, emotional and behavioral problems such as ADD, 
anxiety, trauma, depression and grief. Services include 
outpatient therapy, coordinated school-based therapy, home-
based case management, telephonic case management, in-
home crisis stabilization training and day-treatment services. 


Discipline through Martial Arts 
 


Martial arts teaches discipline and confidence through martial 
arts to children. 


Crisis System of Care 


The emphasis of the crisis system of care is to develop alternative paths to care for those 
individuals presenting in crisis to the ER, using 911, and encountered in the community requiring 
police or fire intervention. There are three components central to the system—the expansion of 
our crisis line, a mobile crisis team and a crisis triage center/evaluation center. 


Community Behavioral Health 
Crisis Line 


We focus on developing innovative ways to address the needs 
of members and the community by addressing individuals in 
crisis. With this goal in mind, the expansion of crisis line 
services is needed to assist the community in addressing 
behavioral health issues. The effort would include 
collaboration with county and city dispatch by accessing the 
crisis line to screen the need for police or fire response. The 
line would also serve as the method of request for a clinical 
team to respond to a situation. The line is available to 
individuals in crisis as well as those seeking resources for any 
individual in the community. The clinical staff screens the call 
for safety concerns and assists in accessing appropriate 
services. In cases where the individual is at risk, the clinician 
makes the determination to activate the mobile crisis team or 
police. In cases with no risk presented, the clinician assists in 
providing solutions-focused counseling, education, 
community resources or coordination with providers.  


Mobile Crisis Team We partner with a community provider to deliver a crisis 
response solution for the community. Unlike the traditional 
mobile response team responding to members in crisis in the 
ER, the mobile crisis team responds to members in crisis 
where the crisis is happening, in the home, the office or the 
community. 
The mobile crisis team provides transportation to individuals 
agreeing to voluntarily seek treatment, eliminating the need of 
using the ER for medical clearance for involuntary 
commitment. The results of a similar model in Tucson, 
Arizona, indicate a significant reduction in involuntary 
commitments, with only 30 percent requiring legal 
intervention.  
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Evaluation Center The Evaluation Center is in the final stages of implementation 
and will be available before the contract begins. The member 
can be transported by the mobile crisis team, EMS and law 
enforcement to the evaluation center. The member will be seen 
by a behavioral health professional to evaluate the member’s 
need and appropriate level of care (LOC). The services include 
crisis intervention, crisis stabilization, care coordination, 23-
hour observation and inpatient psychiatric care. 


Transitional Supports 


Transitional Care Program The transitional care program (TCP) provides support to 
members during the critical period following discharge from 
inpatient care. A clinician visits members admitted to an 
inpatient psychiatric hospital for behavioral health services 
prior to their hospital discharge to sign up for the program. 
The TCP provides continued care from a skilled clinical team 
for 30 days after hospital discharge and, in some cases, up to 
60 days. This team coordinates with hospital doctors, 
behavioral health providers and specialists, and may write and 
fill prescriptions as necessary. Members are provided with 24-
hours-a-day, seven-days-a-week access to board-certified 
doctors, physician’s assistants, nurse practitioners, 
paramedics and other health professionals who confirm the 
discharge plan for recovery is optimized. 


Transitional Care Coach This next phase approach to the TCP encourages the members 
to live mentally well with the support of a transitional care 
coach (TCC). Supporting the member provides the opportunity 
to gain the skills needed for self-identification of symptoms 
and needs. The 30-day post-hospital program includes support 
from a TCC who empowers the member to take a more active 
role in his/her care. The TCC could be a nurse, social worker or 
case manager, and peer or volunteer that works with the 
member during the 30-day transition to outpatient services. 
The TCC follows the member across all settings of care, 
including primary and specialist follow-up, medication 
management and use of the member’s health record to guide 
the member through the care process. The primary focus to 
this program is for the member to understand indications of 
worsening symptoms and appropriate next steps in seeking 
care. In similar programs, the results have been a $300,000 
reduction in cost for every 350 members that participated.  


Bridge on Discharge Program  The program acts as a bridge between levels of care, 
highlights the importance of ongoing treatment in the 
member’s recovery process and confirms that the member 
understands the need to attend timely aftercare. Additionally, 
the program allows facilities dedicated time and resources to 
conduct in-depth aftercare planning required for successful 
engagement in continuing treatment. 
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Group Home Program We collaborate with communities to provide group home 
placement for members with serious mental illness (SMI) and 
readmission risk. The program has established relationships 
with state licensed group homes, which provide supervised 
residential settings for adults with SMI. The program partners 
with a case manager, working to assist the member to gain the 
resources necessary to transition to self-sufficiency, by 
increasing treatment compliance and providing support to 
address comorbid issues. The services include medication 
monitoring, assistance to appointments, linkage to community 
resources, living skills, personal care and socialization. The 
group homes allow members to develop the skills to integrate 
into the community. It provides the member with a safe and 
stable environment to improve level of function and the 
support to achieve optimal recovery. 


Sober Living Group Homes We partner with community providers to deliver transitional 
alcohol and drug-free living environments for members with 
severe substance use disorders attempting to abstain from 
alcohol and drugs. The focus of the sober living environment 
is to increase the likelihood of sobriety as well as decrease the 
potential for relapse. Members are able to focus on 
improvement, recovery, employment and symptom 
management, and are provided with support to establish 
resources to move on to independent living. 


Future Offerings 


Wellness Recovery Action 
Planning (WRAP) 


We will offer the Wellness Recovery Action Planning® (WRAP) 
self-help program, which emphasizes health and wellness. 
WRAP assists individuals in managing their illness by creating 
healthy responses to feelings of distress, as well as managing 
behaviors. The individual uses a plan designed to assist in 
situations when he/she is unable to make a decision. The 
sessions, delivered by peers, address hope, personal 
responsibility, self-advocacy, education and support. 
According to Substance Abuse and Mental Health Services 
Administration (SAMHSA), the program results in engagement 
with providers and self-advocacy. The individual’s ability to 
manage his/her illness resulted in fewer symptoms and 
improved quality of life. 


Behavioral Health Home We are prepared to develop behavioral health homes to 
support the Certified Community Behavioral Health Clinics’ 
demonstration for members with behavioral health issues, to 
provide for their physical health and address their social 
determinants. Behavioral Health Homes are a valued construct 
for verifying that those who have the most serious behavioral 
health issues receive integrated medical and behavioral 
treatment. 
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Program of Assertive 
Community Treatment 


We will deploy a Program of Assertive Community Treatment 
(PACT) team. PACT teams are often described as a hospital 
without walls providing care for members with severe and 
persistent behavioral health conditions. The intensive 
community-based program uses a multidisciplinary team 
approach and provides emergency services 24 hours a day, 
seven days a week. This approach begins with a member 
evaluation and the development of an individualized 
multidisciplinary treatment plan to meet the member’s needs. 
The PACT team focuses on reducing the overreliance on 
emergency or inpatient services by the member. It also aims to 
maintain members’ activities of daily living, a safe living 
environment, and maintaining employment or meeting 
educational goals. 


Residential Housing  In partnership with community service providers, we are 
developing residential housing for members with severe 
behavioral health issues. The program will be designed to offer 
on-site support including access to behavioral health 
treatment and peer support. It will provide a supportive living 
environment to promote independent living, and incorporate a 
recovery model with access to care, support and peers, and 
vocational training. 


Peer Supported Wellness Center To reduce barriers to employment and education, we will offer 
a Peer Supported Wellness Center, which will provide 
rehabilitation and vocational services for members. The result 
is personal empowerment. The evidence-based program will 
use work as a central component of the rehabilitation process. 
The rehabilitation specialist will assist members in setting and 
meeting educational and vocational goals, as well as 
collaborate with the member on an ongoing basis to 
coordinate and communicate service needs. The member will 
be assessed to determine employment history and interests 
and choose a discreet work unit in which to work, which could 
include a cafe, thrift store or the wellness center. In this 
setting, the member will learn to develop meal preparation, 
organizational skills, budgeting, and retail and/or clerical 
skills. They may participate in and learn various aspects of 
administrative tasks.  


Peer Rehabilitation Center We will offer a Peer Rehabilitation Center which operates 
similarly to the national clubhouse concept. The peer 
rehabilitation center will serve as the community environment 
that provides for social interaction with peers. The peers will 
manage and operate the center with the support from center 
staff, developing work and people skills. Peers will gain 
experience in the operations process by making decisions that 
affect both the center and the peer community. The center 
offers the peer an opportunity to achieve his/her full potential. 
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Value-added Behavioral Health/Additional Benefits We Offer to Members in Nevada 


Peer Supported Whole Health 
and Resiliency 


In collaboration with community providers, we plan to offer 
Peer Support Whole Health and Resiliency (PSWHR) created 
by the Appalachian Consulting Group. The program is 
designed to educate individuals about behavioral health, 
chronic disease that often occurs with behavioral health 
issues and premature death of adults with behavioral health 
needs. The member attends weekly support group sessions 
that include education and goal setting. The concept of using 
peers to support one another is key to the program.  


Respite Unit We are developing a Respite Unit to address the needs of 
members that are experiencing a crisis and do not meet the 
level of care for inpatient psychiatric treatment. The Respite 
Unit will be open during spring 2017. This unit provides the 
member with a safe and stable transitional living environment 
to connect with needed services and resources. Members 
evaluated in the ER are noted to access emergency services 
for non-emergent needs such as medication noncompliance, 
substance use or homelessness. Since inpatient psychiatric 
hospitalization does not effectively address these issues, the 
Respite Unit is an effort to provide alternate solutions for these 
members. 


Telehealth/Telehealth Wellness Increasing members’ access to care has been the focus of our 
telehealth pilot. We have developed a work plan strategy to 
increase online access to behavioral health prescribers and 
clinicians beyond the pilot. We successfully implemented 
telehealth for members to access PCPs. Our current vendor 
has the unique ability to comprise a nationwide network of 
providers licensed in Nevada, further increasing members’ 
access to treatment, and addressing the shortage of health 
care providers, especially in rural/frontier areas. In addition, 
telehealth wellness will allow for access to a physician, 
clinician or specialist, including child/adolescent psychiatry 
consults for pediatric members to provide for behavioral 
health and medical treatment. This includes psychiatric 
curbside consultation for ER physicians treating members. It 
provides on-demand medical advice to members, and is 
accessible to case managers visiting members living at home, 
in shelters or on the street. 


Insurance Duty  
As required, we have not and we will not issue any insurance certificate or evidence of 
insurance to any Medicaid or Nevada Check Up members. Our Member Handbook language 
states that this is not a certificate of coverage. We acknowledge that any insurance duty will be 
construed to flow to the benefit of DHCFP and not to the Medicaid or Nevada Check Up 
enrollee. 
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3.4.1 General Information 
Each vendor must provide, either directly or through subcontractors, the managed care benefit package, 
as described in this RFP, to enrolled recipients to ensure all medically necessary services covered under 
the Title XIX and Title XXI State Plans are available and accessible to them.  


The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website at: 


http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/  


We comply with providing the managed care benefit package to all enrolled members. We 
review the Medicaid Service Manual for the State’s guidance on service limitations such as 
temporomandibular joint (TMJ) treatment and organ transplants. We confirm all medically 
necessary services covered under the Title XIX and XXI State Plans are available and 
accessible to members. We provide additional value-added benefits as described in our 
response to 3.4. 


3.4.2  
The vendor must furnish services in the same amount, duration and scope as services furnished to 
recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor: 


Through our comprehensive provider network and our robust utilization management (UM) 
programs, we confirm all medically necessary services are provided in the same amount, 
duration and scope as services furnished to members under fee-for-service (FFS) programs 
and will continue do so as outlined in this RFP. We authorize and coordinate services per 
guidance from the Medicaid Service Manual. If there is no guidance from Medicaid, we 
adhere to evidence-based criteria to evaluate all prior authorization requests. We authorize 
and coordinate out-of-area services if a local provider is not available. 


VERIFICATION OF BENEFIT PACKAGES  
We have numerous controls and processes to configure benefit plans correctly and reflect the 
same benefit package as outlined in this RFP. Our workflows provide for accurate automation 
of benefit plans and verify all medically necessary services are in the same amount, duration 
and scope as services furnished to members under FFS programs. The following is a high-
level overview of how this process works.  


 All benefit plans scheduled are entered into our system by our benefit team 


 The benefits are automated in our claims processing system 


 These activities are tracked in a workflow database and completed within an internal 
turnaround time standard to allow for multiple levels of testing by two different quality 
teams 


 Once the testing is completed, the product is fully deployed 


 Additional audits are performed monthly by a quality team against adjudicated claims 
and benefit package configuration after deployment 


3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected 
to achieve the purpose for which the services are furnished; 


At the core of our UM program for the Nevada Medicaid and CHIP Programs is an 
interdisciplinary set of documented, integrated UM, quality improvement (QI) and care 
management principles, policies and systematic processes that manage the appropriate 
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utilization of health care resources in the amount, duration and scope necessary to achieve 
desired health outcomes. The components of our UM program confirm that services are 
sufficient in amount, duration and scope to reasonably be expected to achieve the purpose for 
which the services are furnished. UM components include: 


 Evaluating the efficiency and appropriateness of services through the adoption of 
evidence-based, nationally recognized guidelines and review criteria, such as MCG 
(formerly Milliman Care Guidelines) 


 Implementing a prior authorization and medical necessity determination process that 
evaluates and confirms that a requested procedure, treatment or device meets 
established medical necessity criteria 


 Implementing policies and procedures to conduct prospective and concurrent reviews 
that ensure the appropriate utilization of resources in the amount, duration and scope 
necessary to achieve desired health outcomes 


 Monitoring overutilization, underutilization and inappropriate utilization using a 
multifaceted approach that evaluates member and provider utilization patterns so that 
we can assure the appropriate use of health care services, identify opportunities for 
improvement and develop interventions to combat aberrant trends 


 Confirming we educate our providers on 
our criteria and clinical guidelines during 
initial provider training, when UM 
protocols or criteria and guidelines change, 
and when we identify providers who need 
assistance (e.g., difficulties submitting 
requests for prior authorization) 


 Verifying the delivery of high-quality, 
clinically appropriate, efficient and cost-effective care through provider profiling, 
which identifies opportunities for reducing variation in practice patterns, provides us 
with a tool to discuss best practices and tracks practice-level improvements that 
improve member health outcomes 


3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely 
because of diagnosis, type of illness, or condition of the recipient; 


We do not arbitrarily deny or reduce the amount, duration or scope of required services solely 
because of diagnosis, type of illness or condition of the member. 


When we deny a service authorization request, we document the reasons for all UM decisions 
in a clear and understandable way for our members. The reasons for decisions clearly 
describe why the member’s condition fails to meet criteria for approval and includes 
references to the benefit provision, guideline, protocol or other criterion on which the denial 
was based. Ensuring each member has enough information about the reason for the denial 
allows the member to make an informed decision about whether to appeal the denial.  


For the purpose of making determinations on requested services and care, we use 
standardized, objective and clinically valid criteria (e.g., internally developed protocols, MCG, 
internal medical policies, National Comprehensive Cancer Network Guidelines) that are 
compatible with established principles of health care and flexible enough to allow for 


EQRO Audit 
In 2015, we achieved a perfect 
score, 100 percent, for utilization 
management in an audit conducted 
by the External Quality Review 
Organization (EQRO). 
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variations. In addition to MCG, we use the nationally recognized Mihalik Group Medical 
Necessity Manual (Mihalik) for behavioral health, which addresses all levels of care for 
behavioral health and substance-related care, and the American Society of Addiction 
Medicine (ASAM) criteria for substance use disorders (SUDs). MCG are nationally 
recognized, evidence-based clinical guidelines that are updated annually and span the 
continuum of care. Criteria are applied in a flexible manner based on currently accepted 
medical or health care practices, consideration of members with specialized needs (such as 
members with disabilities), acute conditions or a life-threatening illness, and an assessment of 
the local health care delivery system. 


Our UM program is a collaborative 
effort among our clinical 
leadership team, internal 
leadership and several key 
functions, such as clinical care 
management, quality management 
(QM), grievances and appeals, 
member services, provider services 
and health care economics. All 
teams collaborate to assure the 
appropriate utilization of resources 
in the amount, duration and scope 
necessary to achieve desired health 
outcomes for members and bring 
salient information and support to 
our care teams and the providers 
serving our members. 


In 2015, we approved 97.54 percent of all medical pre-authorization requests that were 
received for Medicaid members, demonstrating that a very low percentage of all requests are 
denied. 


3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and 
Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the 
services furnished can reasonably be expected to achieve their purpose; and 


Our comprehensive UM program encompasses the review of health care services and 
procedures to determine medical necessity, appropriateness of services and benefit coverage. 
This includes implementing appropriate limits on services for Medicaid and Nevada Check Up 
members as defined and based on criteria applied under the State plan.  


We implement UM reviews based upon the state requirements and the Medicaid manual to 
provide services to our members based upon medical necessity and to facilitate the appropriate 
use of services.  


Figure 5. Preauthorized Denial Rates for Medicaid and NV Check Up Members 
in 2015. 
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The following are the most common service limits applied to member benefits: 


 Home health services 


 Family planning services (limited to 
pregnancy age) 


 Providing services in Nevada (we 
attempt to provide services in the 
member’s state before sending 
members out of state) 


 Skilled nursing (limited to plan 
providers; limited to a specific number 
of days) 


 Medication administered in PCP 
offices is subject to medical necessity 
review 


 Some restrictions on transplants and 
immunosuppressant medications 


We cover all services members receive under the FFS program with the exception of the 
specifically listed excluded services in this RFP. We carefully review the Medicaid manual to 
verify medical benefits are administered appropriately, taking care not to approve services not 
covered by Medicaid or deny services that are covered. Covered and excluded services are 
listed in all of the member benefit documents and are referred to throughout the UM program. 
These documents are developed by reviewing language in the Medicaid manual and are used 
by member service, claims and UM personnel.  


Our UM staff review all Medicaid and Nevada Check Up benefit documents to determine if the 
service is covered. If the service is not covered, a Notice of Action (NOA) is generated and no 
further review is required. If the service is covered, and as applicable, we initiate the pre-
service authorization process to determine medical necessity for covered services. At this time 
if service limits apply, the UM staff initiates the review process.  


3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is 
responsible for covering services related to the prevention, diagnosis and treatment of health 
impairments; the ability to achieve age appropriate growth and development; and the ability to attain, 
maintain, or regain functional capacity in a manner that is no more restrictive than that used in the State 
Medicaid and CHIP programs as indicated in State statutes and regulations, the Title XIX and Title XXI 
State Plans, and other State policy and procedures, including the Medicaid Services Manual (MSM).  


The MCO can utilize different authorization requirements than what is used by the State, as long as they 
are not more restrictive.  


We define medically necessary services as a service or supply needed to improve a specific 
health condition, or which we determine preserves the member’s health. The service must be 
consistent with the diagnosis and treatment of the member’s illness or injury; must be the most 
appropriate level of service, which can be safely provided to the member; and not be solely for 
the convenience of the member, the provider(s) or the hospital.  


We apply direction from the Medicaid manual, availability of contracted providers and 
evidence-based criteria to all clinical review. We consider local limitations and extenuating 
circumstances during the clinical review process. Exceptions are made for higher level-of-care 
(LOC) or non-contracted providers if the member’s clinical condition is negatively impacted 
without it.  


In determining whether a service or supply is medically necessary, we may consider the 
likelihood of a certain service or supply producing a significant positive outcome, reports in 
peer-review literature, evidence-based reports and guidelines published by nationally 
recognized professional organizations that include supporting scientific data. We may also 
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consider professional standards of safety and effectiveness that are generally recognized in the 
United States for diagnosis, care or treatment; the opinions of independent expert physicians 
in the health specialty involved, when such opinions are based on broad professional 
consensus; or other relevant information obtained through clinical review.  


When applied to inpatient services, medically necessary further means that the member’s 
condition requires treatment in a hospital rather than in any other setting. Services and 
accommodations are not automatically considered medically necessary simply because they 
are prescribed by a physician. 


We determine medically necessary services in accordance with the State plan, using industry 
accepted standards and guidelines including:  


 Medicaid manual and definitions 


 Mihalik Group 


 Health care options protocols 


 MCG 


 New and emerging technology reviews 


Our clinical leadership engages the State and its designated external reviewers to validate our 
UM medical necessity determinations are no more restrictive than determinations used in the 
State’s FFS program.  


We are fully responsible for providing all medical, behavioral, pharmacy and dental benefits 
and services for the Medicaid and Nevada Check Up populations. All services and benefits 
included in the State of Nevada Title XIX and XXI State Plan are loaded into our UM and 
claims system, which supports the accurate processing of claims and prior authorizations for 
this population. These health care benefits address the prevention, diagnosis and treatment of 
health impairments, the ability to achieve age-appropriate growth and development, and the 
ability to attain, maintain or regain functional capacity, which are specifically targeted 
through our Well-Child/Well-Care Program. 


3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for 
the processing of requests for initial and continuing authorizations of services. 


The vendor must have in effect mechanisms to ensure consistent application of review criteria for 
authorization decisions and consult with the requesting and/or servicing provider, when necessary. 


The vendor shall monitor prior authorization requests. The DHCFP, at its sole discretion, may require 
removal of the prior authorization requirement based on reported approval percentage rates, to align prior 
authorization procedures across delivery entities, and if determined necessary for the proper 
administration of the Medicaid program.  


Any decision made by the vendor to deny a service authorization request or to authorize a service in an 
amount, duration, or scope that is less than requested, must be made by a health care professional who 
has appropriate clinical expertise in treating the recipient’s condition or disease. 


The vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program. 


Our prior authorization processes (e.g., intake, determining medical necessity) meet the 
requirements in Section 3.4.2.5. They include policies and procedures consistent with 42 CFR 
§438.210 and state laws and regulations for initial and continuing authorization of services.  


During a 2015 audit, 100 percent of 
our utilization management denial 
files were deemed appropriate by an 
external reviewer. 
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The prior authorization process begins at intake, which is when we receive prior authorization 
requests from providers or become aware of inpatient or residential treatment admissions. The 
intake process supports varied administrative internal processes, including referral into care 
coordination and disease management programs, advanced notification, and admission 
notification and prior authorization. Intake involves obtaining member demographic 
information, physician/provider identifying information, planned services, hospital/facility 
identifying information, and network status of providers and facilities. This information is 
used to build a case file related to the specific planned service and distribute individual cases 
to the appropriate internal operational unit. In certain instances (e.g., the request does not 
require clinical review), UM representatives in the intake department may administratively 
approve a service per our guidelines. 


MAKING MEDICAL NECESSITY DETERMINATIONS 
We make medical necessity decisions that are consistent with the State’s definition of 
medically necessary services and comply with all the contractually covered services, including 
the prevention, diagnosis and treatment of health impairments; the ability to achieve age-
appropriate growth and development; and the ability to attain, maintain or regain functional 
capacity. We base medical necessity decisions on the eligibility of the member; State and 
federal mandates; the member’s certificate of coverage, evidence of coverage or summary plan 
description; Health Care Operations (HCO) protocols; medical technology assessment 
information; and CMS National Coverage Decisions (NCDs) and Local Coverage Decisions 
(LCDs). 


As presented in the figure on the following page, the process to determine medical necessity 
begins at intake. Once we receive a service request (prior authorization request from providers 
or an inpatient or residential treatment admission), UM clinicians take the following steps to 
determine medical necessity: 


 Determine if the service request requires prior authorization. 


 Determine if the service request requires clinical review. If it does not require clinical 
review and it meets the requirements for administrative approval, approve the service 
request.  


 If the service request requires clinical review, the UM clinician: 


 Determines if the service or benefit are consistent with Nevada’s definition of 
medically necessary services, including: 


– The service or benefit prevents, or is reasonably expected to prevent, the onset 
of an illness, condition or disability.  


– The service or benefit reduces or ameliorates, or is reasonably expected to 
reduce or ameliorate, the physical, behavioral or developmental effects of an 
illness, condition, injury or disability.  


– The service or benefit assists the member to achieve or maintain maximum 
functional capacity in performing daily activities, taking into account both the 
functional capacity of the member and those functional capacities that are 
appropriate for members of the same age. 
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 Review the service request to determine medical necessity and verify the service 
request complies with LOC criteria and promotes alignment with clinical practice 
guidelines.  


 Request further information as necessary from the provider to make a 
determination. Cases requiring further review for determination are sent to a 
medical director with appropriate expertise treating the member’s condition.  


 If approved, notify the provider and member of the approval of the service request. 


 If not approved, the UM clinician: 


– Refers the service request to the appropriate medical director for review of any 
adverse benefit determinations. The medical director reviews service requests, 
may perform peer-to-peer counseling to make a determination and consults 
with the requesting provider, as appropriate. 


– Notifies the provider of the service denial if we deny the request for services 
following peer review. 


 
Figure 6. Prior Authorization Process and Determining Medical Necessity. Medical directors, nursing staff and other 
professional support teams work with providers to determine the medical necessity and appropriateness of care, avoid inappropriate 
use or duplication of services, and identify members who may need to be engaged in disease management or care coordination or 
may need direction to their provider. 
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Our clinical leadership team confirms that our process to determine medical necessity 
complies with the following: 


 Federal and State-mandated benefit and coverage determination criteria, including 
making medical necessity determinations consistent with 42 CFR §456. 111 and 42 
CFR §456. 211, as applicable. 


 Services are sufficient in an amount, duration and scope to reasonably be expected to 
achieve the purpose for which the services are furnished and that are no less than the 
amount, duration or scope for the same services furnished to individuals eligible under 
the Nevada Medicaid and CHIP Programs. 


 We do not arbitrarily deny or reduce the amount, duration or scope of required services 
solely because of diagnosis, type of illness or condition of the member. 


 Determinations of medical necessity are made by qualified and trained practitioners in 
accordance with State and federal regulations. 


 Individuals making medical necessity determinations have no history of disciplinary 
action or sanctions, including loss of staff privileges, or participation restrictions that 
have been taken or are pending by any hospital, governmental agency or unit, or 
regulatory body that raises a substantial question as to the clinical peer reviewer’s 
physical, behavioral, professional or moral character. 


 Individuals making medical necessity determinations attest that no adverse 
determination is made regarding any medical procedure or service outside of the scope 
of such individual’s expertise. 


 Only licensed physicians who have appropriate clinical expertise in the treatment of a 
member’s condition or disease make all decisions to deny a service authorization 
request or to authorize a service in an amount, duration or scope that is less than 
requested.  


 Individuals involved directly or indirectly in the UM process are not rewarded in any 
way for issuing denials of coverage or otherwise encouraged to reduce utilization of 
services as required by 42 CFR § 438.210(e).  


ASSURING THE CONSISTENT APPLICATION OF MEDICAL NECESSITY 


GUIDELINES 
A critical aspect of the UM process is the consistent application of the medical necessity 
guidelines. To ensure each individual reviewer maintains the same utilization review 
standards and promotes consistent decision-making, our policy requires all clinical staff to 
make medical necessity decisions based on national evidence-based guidelines. We use 
evidence-based, nationally recognized MCG criteria for physical health care services and 
internally developed behavioral health guidelines to administer behavioral health benefits that 
assist clinicians make informed decisions in many health care settings. These tools are 
intended to be used in connection with the independent professional medical judgment of a 
qualified health care provider and do not constitute the practice of medicine or medical advice. 


Clinical leadership, medical directors and UM clinicians confirm services are not arbitrarily 
or inappropriately denied or reduced by: 
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 Relying on evidence-based, nationally recognized criteria to determine medical 
necessity and appropriateness of care 


 Developing standardized coverage determination guideline (CDG) policies that 
facilitate accurate and consistent coverage decisions 


 Reviewing service requests using benefit plan documents, CDGs, medical necessity 
criteria and internal medical policy to determine medical necessity and appropriateness 
of care 


 Making sure medical directors and UM staff are qualified to determine medical 
necessity 


 Conducting consistent, evidence-based medical necessity reviews that result in fair and 
impartial utilization review activities and outcomes 


 Continuously monitoring, evaluating and seeking to improve our approaches, methods 
and UM process to validate our UM policies and procedures, management and 
oversight promote fair and consistent application of our review criteria 


 Providing staff training for clinical reviewers and conducting inter-rater reliability 
(IRR) reviews to establish the consistency of training and guideline application 


 Implementing a formal retrospective audit process to validate UM staff maintains 
compliance with established policies, processes and guidelines 


MONITORING PRIOR AUTHORIZATION REQUESTS 
We monitor prior authorization requests on an ongoing basis through multiple avenues. We 
use a dedicated auditor to review denial language prior to any letters going to our members or 
providers. The dedicated auditor confirms that the reasons for denials are consistent and 
applicable to the individual requests. We review all denials to verify that a medical director has 
reviewed the request, and the physician decision is saved in the case notes. The auditor also 
reviews the entire denial file to confirm that the denial letter text could be easily understood by 
a member, the criteria used for decision making is stated in the denial and the member 
receives some education on how a service could be approved (i.e., the contact information for 
the contracted provider is denied due to contract status). Our prior authorization management 
team also conducts audits at least every quarter to monitor the successful and accurate 
completion of the denial and approval process. As issues are identified with the overall process 
or individual reviewers, actions are taken to resolve the issue.  


DENIAL DECISIONS MADE BY APPROPRIATE HEALTH CARE PROFESSIONALS  
Under the leadership of our medical director, a designated senior physician and designated 
behavioral health practitioner supervise and oversee the UM program. These two senior 
physicians set policies and procedures, review and decide UM cases, and participate in UM 
Committee meetings. Appropriate practitioners are also involved in developing, adopting and 
reviewing criteria for the UM program.  


COORDINATING PRIOR AUTHORIZATIONS AND EDIT PATTERNS 
We coordinate prior authorizations and edit patterns with those used in the FFS program with 
the State. We have an effective working relationship with the State to identify issues that need 
follow-up or must be more consistent with the FFS program. 
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We collaborate with the State to remove any prior authorization requirements for various 
procedures based upon reported approval data or other relevant information. In collaboration 
with the State, we coordinate prior authorizations and edit patterns with those used in the FFS 
program. We have a working relationship with our State to address any issue that requires 
consistency with the FFS program. We have participated in collaborative meetings with our 
State partner and providers to coordinate prior authorization requirements between managed 
care and FFS Medicaid. These meetings resulted in alignment of certain prior authorization 
requirements between both programs, thereby improving provider satisfaction.  


3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral 
service because of an objection on moral or religious grounds, the vendor must furnish information about 
the services it does not cover to the DHCFP with its application for a Medicaid contract and whenever it 
adopts such a policy during the term of the contract.  


We are not more restrictive than Medicaid FFS. We provide all required services outlined in 
this RFP. We have no moral or religious objections to any of the listed services. 


3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract for all 
eligible recipients enrolled in the vendor's managed care program. In establishing and maintaining the 
network, the vendor must consider the following: 


We have established written agreements with many providers throughout Nevada for our 
commercial, Medicare and Medicaid lines of business, as well as maintain strict policies and 
guidelines to appropriately and effectively monitor the network. Our network includes 
approximately 6,500 Nevada providers and 22 hospitals to provide the full range of Medicaid 
Managed Care Program services for our members. Key strengths of our network include: 


 We have contracted the largest network of women’s health providers for Medicaid 
MCO members in the state.  


 We have established exclusive contracts with two key multi-specialty practices in Las 
Vegas, who both manage quality medical/urgent care clinics at various convenient 
locations throughout the Las Vegas valley. One of these partner practices consists of 
over 350 physicians (primary care and specialty), urgent care facilities, surgery centers 
and mobile clinic services. This exclusive provider will not see Medicaid patients from 
other health plans.  


 We have FQHC agreements in place with Nevada Health Centers (NVHC), for all 
locations and services it provides, and Community Health Alliance and Northern 
Nevada HOPES in Washoe County, which provide services to Reno. 


 Our 796 contracted Nevada behavioral health providers will be available to serve all 
Medicaid and Check Up Program members. 


Our contracted providers will deliver services spanning all required medical specialties, 
including primary and specialty care, hospital, ancillary medical service, dental, behavioral 
health, vision, transplant/tertiary, pharmacy, chiropractic and PT/OT/ST care. Of the 
providers contracted with us, 240 of these medical professionals are Obstetrics/Gynecology 
(OB/GYN) providers. If the member’s designated PCP is not a women’s-health specialist, the 
OB/GYN professional is included as an added source of care for the member.  
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We require all PCPs to deliver medically necessary preventive care services, provide coverage 
24 hours a day, seven days a week, make referrals to specialty care providers as appropriate 
and properly maintain current medical records for members. We consistently monitor 
compliance with these requirements through quarterly member and patient satisfaction 
surveys, monthly secret shopper surveys and ongoing review of complaint and grievance data. 
As a national best practice, and to make certain any issues are identified and addressed timely, 
we hold monthly Joint Operating Committee meetings with representatives from key 
contracted providers.  


We can meet inpatient care needs through a robust and geographically accessible acute care 
hospital network of 22 facilities contracted in Clark and Washoe counties. 


In addition to these hospitals, in outlying or rural areas, we coordinate and facilitate the 
transfer of members needing hospital services to the nearest acute hospital. This is the 
established pattern of care in these areas and is the same level of service available to the 
general population. Members may be transported via contracted ground ambulance or air, 
based upon their acuity of need. 


All network providers are required to complete our NCQA-compliant credentialing process 
before executing a contract. This rigorous credentialing process confirms that qualified health 
care professionals provide members with quality services and coordinated care. 


A. The anticipated DHCFP recipient managed care enrollment; 


We have specific monitoring mechanisms in place to assess compliance with our availability 
standards for the number of practitioners and geographic distribution of practitioners in the 
provider network. The quarterly reports we will submit to the DHCFP provide evidence that 
we monitor the following factors to continue to meet the network requirements and maintain 
accessibility for our members: 


 Anticipated enrollment  


 Network providers who currently are and are not accepting new members 


 Utilization of services 


 Numbers and types of provider (in terms of training, experience and specialization) 


 Geographic location of providers and enrolled members 


B. The numbers of network providers who currently are and are not accepting new Medicaid and Nevada 
Check Up recipients; 


We have established standards for monitoring network providers on a quarterly basis. Our 
contracted Nevada network includes 1,476 PCPs accepting patients, of which 950 will accept 
new Medicaid and Nevada Check Up patients. Further, our behavioral health network 
includes 139 contracted providers, of which 94 percent will accept new patients. 


We have established the following minimum standards for primary care, and we will review 
the provider network quarterly to validate compliance. Although the State’s current standard 
is 50 percent, as illustrated in the following table, we significantly exceed that requirement 
and DHCFP’s requirement for a ratio of at least one full-time PCP per 1,500 members per 
geographic area:  
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Provider Type Ratio Percent with Open Panels 


State’s PCP-to-member standard 1:1500 members 50 percent 


Our PCP-to-member actual ratio 1:274 members 64 percent 


C. The expected utilization of services including a description of the utilization management software or 
other process used by the plan, taking into consideration the characteristics and health care needs of 
specific Medicaid and Nevada Check Up populations; 


All of our utilization management requests (pre-service, concurrent and retro) are built into 
the Facets software system for claims review. Phone and fax requests are manually built into 
Facets, while web portal requests are programmed to automatically cross over to Facets once a 
provider completes the request. Contracted providers also have access to utilization 
management notes in Facets through the web portal. The pre-service review and notification 
letter generation is completed in Facets.  


Case management/utilization documentation is captured in web-based All Scripts care 
management EMR. It interfaces with Facets and the HIE. Hospital and select outpatient 
stakeholders have read-only access to ensure continuity of care. The case 
management/utilization review team also has access to HIE to support members when moving 
from FFS to MCO. The EMR provides each member with a risk-scoring tool used as a 
predictive model for high-risk members needing referrals to quality programs, which are 
submitted via this system. 


Clinical notes for concurrent review are documented in All Scripts Care Management. The 
final decisions for the length of stay and level of care cross over from All Scripts care 
management to Facets. Facilities have access to review approval levels before and after the 
final UM decision via the web portal. The concurrent review team uses the letter templates 
stored in Facets.  


We follow MCG, evidence-based criteria, including use of the health care operations protocols 
listed on our website, and access the Medicaid Service Manual to review guidelines and 
perform new technical reviews as needed. We also use the Mihalik Group Medical Necessity 
Manual for Behavioral Health Group, American Society of Addiction Medicine (ASAM) 
criteria for substance use disorders (SUDs). Further, if our network is unable to provide 
required covered services to a member, we make certain that he/she still has adequate and 
timely access to services through arranging authorized out-of-network provider single case 
agreements. Our network development and contracts department works closely with our case 
management team to coordinate provisions for out-of-network services. Provider services staff 
secure a member-specific letter of agreement (LOA) before the provision of services. 


D. The numbers and types of providers required to furnish the contracted Medicaid covered services; and 


As shown in the following table, our extensive and comprehensive contracted Nevada 
Medicaid provider network will meet or exceed the State’s access and availability standards.  


Contracted Network Clark County* Washoe County*


Physical Health Providers 


OB/GYN providers  181 59 


Pediatrics providers 285 55 


Family practice providers and internal medicine 947 189 
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Contracted Network Clark County* Washoe County*


Physical Health Providers 


Hospitals 11 4 


Specialists 1,834 720 


Ancillary medical services 944 235 


Ambulatory surgery centers 28 9 


Laboratory 1 1 


Radiology centers 19 6 


Skilled nursing facilities 16 2 


Urgent care centers 14 7 


Dentists 255 83 


Licensed Psychiatrists (MD) 57 44 


Licensed Psychologists (PHD, PSYD) 40 14 


Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 


Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 


Licensed Alcohol and Drug Counselors (LADC, LCADC, 
CADC, CADC-I, LADC-I) 


73 19 


Other Master Level Counselor (LCPC, CPC, CPC-I) 36 2 


Other psychiatric prescribers (APN, DO, PA-C) 68 15 


Inpatient acute hospitals 5 2 


Methadone clinics 5 2 


* Contracted provider totals as of July 2016.  


Further, all network providers are required to complete our NCQA-compliant credentialing 
process before executing a contract. This rigorous credentialing process confirms that 
qualified health care professionals provide members with quality services and coordinated 
care.  


E. The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 
695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location 
provides physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care Site 
may not be more than 25 miles from the enrolled place of residence without the written request of the 
recipient. 


We maintain access and availability standards that have been successfully audited by state 
partners on numerous occasions. We consistently verify adequate physical and geographic 
access to medically covered services for enrolled members. On a quarterly basis, we use 
GeoAccess mapping and data-driven analyses to validate compliance with the State’s access 
standards, including the State’s requirement that PCPs or primary care sites may not be more 
than 25 miles from the member’s place of residence. We use this data to validate that our 
network meets minimal distance and travel time requirements for appropriate access to care. 


We also conduct site visits that result in a structured review of the office site, including:  


 Physical accessibility 


 Physical appearance 


 Adequacy of waiting and examining 
room space 
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 Availability of appointments  Medical/treatment record-keeping 
practices


A provider advocate who is trained to perform a structured review of the site and assess the 
adequacy of treatment record keeping conducts site visits. The provider advocates use a Site 
Visit Audit form that contains specific elements that must be reviewed during all site visits. 


3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the 
extent possible and appropriate. 


Our experience with Medicaid members enables us to leverage proven procedures for 
allowing, assisting and encouraging member choice of health care providers in compliance 
with Section 3.4.2.8. A member with satisfactory provider relationships is more likely to 
participate in his/her own health care by scheduling and attending appointments, and 
following the provider’s plan of care. We encourage provider relationships by assisting 
members with selection through our member advocates, and providing case managers and 
CHWs to assist members assigned to case management or those who are difficult to reach. We 
allow PCP changes at any time for any reason.  


Within five business days of PCP auto-assignment, we contact new members, sending an 
informative welcome letter that notifies the member of his/her assigned PCP. Our welcome 
letter emphasizes the member’s right to change his/her PCP at any time by contacting our 
member services department. With any call center interaction, our member advocates provide 
concierge services that include consulting with members to understand their needs, and 
providing individualized assistance with choosing a health care provider or PCP. We also 
deliver this assistance to members who choose to visit our member services center in person, 
where walk-in services are available without the need for an appointment. 


We conduct welcome calls to new members where we learn about their needs and ensure they 
receive assignment to a PCP appropriate to their circumstances.  


PCP assignment information is available within our Member Handbook and Provider 
Directory, both mailed as part of our new member welcome kit, and available on the member 
website. 


A. Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be 
assigned at the clinic level.  


We only assign members to PCPs who are individual physicians and do not assign at a clinic 
level. The only exception, as specified in the requirement below, is if a member with a 
disability, chronic condition or complex condition requests a State-operated clinic as his/her 
PCP. 


B. Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a 
specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP. 
Any specialist can be a PCP based on medically necessary conditions. If a specialist is chosen as a PCP, 
they must be reported as a specialist. The specialist does not count as both a PCP and a specialist for 
reporting purposes. Recipients with disabilities must be given an additional 30 calendar days to select a 
PCP.  


As a managed care services provider to more than 5.7 million low income and medically 
fragile members in 23 states, we have proven processes in place to work with members, and 
families of members, who have disabilities, chronic conditions or complex conditions, to select 
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an appropriate specialist as their PCP. Our experienced member advocates leverage their 
knowledge of our network to assist members and families. We train our member advocates on 
the importance of basing PCP assignment on geographic location, understanding that 
members often do not have access to reliable transportation. We also work with our members 
during the welcome call to ensure they receive assignment to a PCP who is appropriate for 
their circumstances. For our members identified with disabilities, chronic conditions and 
complex conditions who are assigned to our case management program, the designated case 
manager works with the member to select the appropriate specialist as his/her PCP. 


If a specialist is selected as a PCP, he/she will be reported as a specialist and will not count as 
both PCP and specialist for reporting purposes.  


We allow our members who have disabilities, chronic conditions or complex conditions an 
additional 30 calendar days to select their PCP. 


C. Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to 
an appropriate network provider(s). 


We provide for continuation of care for members who are engaged in a course of treatment, 
and verify that the transition of care from the member’s provider to a network provider occurs 
professionally and without compromising the member’s health. 


D. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.  


We allow for a pregnant member’s continued use of her OB/GYN, whenever possible. A 
member who, at the time of enrollment, is in the third trimester of her pregnancy is allowed to 
stay with her current non-contracted obstetrical provider through postpartum care, if she so 
chooses. We assist members who, at the time of enrollment, are in the first or second trimester 
of pregnancy and receiving obstetrical care from a non-contracted provider, to transition to a 
contracted obstetrical provider if the transition will not have a negative impact on the 
member’s health. If a member is transitioning to our plan from another insurance company 
during her third trimester, we approve continued services with the non-contracted provider. 


E. Must provide female recipients with direct access to a women’s health specialist within the network for 
covered care necessary to provide women’s routine and preventive health care services. This is in 
addition to the recipient’s designated PCP, if that source is not a women’s health specialist. 


Our network provides direct access for our female members to a wide selection of health 
specialists that deliver women’s routine and preventive health care services and provides 
members with expansive access and considerable choices. Providing this direct access reduces 
the need for referrals and makes it easier for women to seek and obtain routine and preventive 
services, resulting in healthier members. This direct access is in addition to the member’s 
designated PCP, if the PCP is not a women’s-health specialist. We communicate direct access 
to in-network women’s-health specialists to our female members through verbal interactions 
and written materials, such as our Member Handbook and member website. 
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3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the 
vendor is unable to provide them. If the network is unable to provide necessary services covered under 
the contract to a particular recipient, the vendor must negotiate a contract and determine the rate or pay 
no more than the FFS rate. Must exhaust all out of network providers located within 25 miles of the 
recipient’s address before contracting with out of network providers located over 25 miles from recipient’s 
address. 


We meet the requirements of this section, making certain that members have adequate and 
timely out-of-network services if our network is unable to provide them with necessary, 
covered services. When locating a provider for out-of-network services, we first approach local 
providers within 25 miles of the member’s home address. If we are unable to locate the 
necessary provider within that radius, we expand our search beyond 25 miles. 


Our network development and contracts department works closely with our case management 
team to coordinate provisions for out-of-network services, only when all local, contracted 
provider options have been exhausted. Provider services staff secure a member-specific LOA 
before the provision of services. Upon finalization of the LOA, the network development and 
contracts department notifies both our prior authorization department and claims department. 
The network development and contracts department also offers the out-of-network 
facility/provider an opportunity to become a fully contracted network facility/provider for 
future services. If a non-contracted provider (either in- or out-of-state) renders emergency 
services to a member, we cover and pay for the services rendered at a rate equivalent to that 
paid by DHCFP, applying the “prudent layperson” definition of an emergency.  


In an effort to minimize out-of-network usage, we have entered into agreements with tertiary 
care facilities located outside Nevada such as the UCLA Medical Center in Los Angeles, 
California, Children’s Hospital of Los Angeles, University of Southern California Medical 
Center, California Pacific Medical Center, University Medical Center at Tucson and Loma 
Linda Medical Center. 


Our members receive seamless, coordinated out-of-network services. The case management 
department works with the medical director and member to obtain high quality, medically 
necessary service(s) expeditiously. A case manager closely follows members that require 
services from non-contracted providers and assists the member throughout the entire process.  


We also monitor the volume of services provided by out-of-network providers through our 
claims analysis process. Provider services staff analyze the claims information to determine if 
we require additional network providers to meet member needs. 


We offer coverage for family planning services through both contracted and non-contracted 
providers. No prior authorization or LOA is necessary for a member to receive these services; 
however, we retain responsibility for coordinating and documenting out-of-network family 
planning services offered to eligible members and the amounts paid for such services. Our 
claims operations policy provides instructions for claims analysts when processing claims for 
these family planning services. 


3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or 
arrange for the recipient to obtain one outside of the network, at no cost to the recipient. 


We provide second opinions for our members, at no cost, from a qualified network health care 
professional, or  make arrangements, if necessary, to obtain one from outside of the network. 
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This commitment is outlined in our Medicaid Members’ Rights and Responsibilities Policy 
#QI 223.02. We also honor a request from a family member of a vulnerable individual for a 
second opinion. We inform all members of their option to request a second opinion in our 
Member Handbook and on our website. Our care managers can also assist their assigned 
member with complex medical needs to obtain a second opinion at no additional cost.  


Providers forward a copy of all relevant records concerning the first opinion to the second 
opinion provider before the date of the appointment. The provider furnishing the second 
opinion will then forward his/her report to the member’s PCP and treating physician, if 
different. 


3.4.2.11 Must coordinate with out of network providers with respect to payment. 


We allow the coordination and payment of services received by our Medicaid members from 
out-of-network providers. We state this provision in our Provider Summary Guide, located on 
our website and accessible to any provider. We adhere to these standards, as outlined in the 
RFP’s Scope of Work. Additionally, whenever possible, we offer the opportunity for out-of-
network providers to become part of the network due to the geographical location or services 
that they render. 


3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this 
RFP. 


Our credentialing process is in compliance with or exceeds industry standards as well as state 
and federal requirements (i.e., 42 CFR 438.214) in all areas of clinical service delivery and 
operations. We conduct the credentialing and recredentialing of all providers in a consistent, 
nondiscriminatory manner that meets our criteria and standards and comply with 
requirements from accrediting bodies. Our board of directors annually reviews and approves 
the credentialing and recredentialing process. Changes to the Medicaid process contained 
within this policy, whether an update, addition or removal of language, or any reference 
indicating a process change are sent to the State for review and approval before 
implementation. 


We use credentialing to assess and validate providers’ qualifications to provide health care 
services to members and participate in our network. Our medical, dental and behavioral 
health providers must complete a rigorous initial credentialing process; recredentialing occurs 
every three years. Additionally, we conduct initial credentialing for all providers with whom 
we have had a business relationship severed for more than 30 days.  


Our credentialing process is as follows: 


 Initial Provider Application: To initiate a new credentialing application, providers are 
required to complete and submit the required credentialing application to the health 
plan for review and network consideration.  


 Provider Attestation: Applicants must complete and attest to the correctness of the 
credentialing application information submitted.  


 Primary Source Verification: We provide completed credentialing applications to a 
credentialing specialist who conducts review and primary source verification, which 
follows NCQA-required elements based upon the type of provider.  
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 Review of Credentialing Materials: Once primary source verifications are completed, 
we present the provider’s credentialing file to our credentialing committee.  


 Credentialing Committee Review: The credentialing committee considers all 
credentialing program criteria and renders a decision that we document and store in 
Cactus, our credentialing system. Providers receive a letter notifying them of the 
approval decision or denial of acceptance into the network. Denial letters inform 
providers of appeal rights, if applicable or mandated by state law. 


 Contract Award: We award providers a contract to participate in the network only after 
the credentialing committee renders a favorable decision. Once the committee approves 
the credentialing application, we communicate the decision to the provider network 
management contracting team.  


 Enacting the Contract: Network management staff verify that the newly approved 
provider has a signed contract on file. Once a signed contract on file is fully executed, 
the provider’s contract record is loaded into our core systems, allowing the provider to 
bill for covered services rendered to members and to be listed in the applicable Provider 
Directory. 


Our process for recredentialing occurs every three years and is identical to the first five steps 
of the process outlined above. In the case of recredentialing, after completion of these steps, 
we then query the National Provider Data Bank and other applicable licensing entities and 
use performance data to determine a provider’s recredentialing status. The performance data 
includes a review of member grievances and appeals, quality reviews, utilization management, 
member satisfaction surveys, site reviews and re-verification of hospital privileges and current 
licensure. Our credentialing committee takes into consideration this performance data in 
making recommendations regarding credentialing decisions. Providers are not allowed to see 
members before approval. 


3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of 
operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only 
Medicaid recipients pursuant to 42 CFR 438.206; must meet and require its providers to meet State 
standards for timely access to care and services, taking into account the urgency of the need for services; 
must make services included in the RFP available twenty-four (24) hours per day, seven (7) days per 
week, when medically necessary; must establish mechanisms to ensure compliance by providers; monitor 
providers regularly to ensure compliance; and, must take corrective action if there is a failure to comply.  


Our medical network provider contracts contain the provision that we offer services that are 
available 24 hours a day, seven days a week, and require providers to meet the State standards 
for timely access to care—taking into account the urgency of the need for services. We require 
providers to offer hours of operation that are no less than the hours of operation offered to 
our commercial members. 


Our behavioral health provider network contracts also require providers to be made available 
and accessible to subscribers promptly and in a manner, which assures continuity and quality 
of care, as indicated within the following standards:  


 Life-Threatening Emergency Services – Immediate 


 Crisis Non-Life-Threatening Emergency Services – Same day, within six hours 


 Urgent – Appointment within 48 hours 


 Routine – Appointment within 10 business days from request date 
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Our exclusive multispecialty group practice partner offers members a high acuity 24-hour 
urgent care center option in the Las Vegas valley and convenient care via walk-in primary 
care centers. Our telephone advice/nurse service also provides 24-hour guidance for members 
related to medical health concerns, and our 24-hour behavioral health line can assist in 
addressing behavioral health concerns. Further, our Medicaid members have the same access 
to health care services as our commercial population. 


We monitor providers by performing member satisfaction surveys, monitoring 
complaint/grievance data, conducting office site visits and compiling information from an 
afterhours telephone survey completed by our provider services staff. Our Provider Summary 
Guide delineates that the provider services department conducts on-site visits and ongoing 
provider monitoring to detect deficiencies and that, if detected, we take corrective action as 
necessary (refer to Section 3.7.2.8 for more information about corrective actions). 


3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The 
vendor must have written policies and procedures describing how recipients and providers can obtain 
urgent coverage and emergency services after business hours and on weekends. Policies and 
procedures must include provision of direct contact with qualified clinical staff. Urgent coverage means 
those problems which, though not life-threatening, could result in serious injury or disability unless 
medical attention is received.  


 ACCESS TO MEDICAL EMERGENCY SERVICES 
We affirm that members will continue to have continuous access to emergency coverage. Our 
provider contracts contain the requirement that providers maintain the appropriate and cost-
effective provision of health care to members 24 hours a day, seven days a week, for 
afterhours urgent or emergent care. Further, we maintain contractual provisions in our 
contractual addendums related to access to care. This information is available to members via 
the Member Handbook, which informs members how to access emergency services after 
business hours and on weekends. 


Our contracted Nevada network includes freestanding urgent care centers to assist members 
afterhours throughout the Las Vegas and Reno/Sparks areas—including our exclusive 
Medicaid provider partner, who operates a high acuity 24-hour urgent care center in Las 
Vegas.  


24-HOUR TELEPHONE ADVICE NURSE SERVICE 
Our Nevada-based Telephone Advice Nurse service provides members with a single point of 
contact and access, 24 hours a day, seven days a week, to Nevada-licensed, qualified RNs who 
can guide them to an appropriate level of care. Operating from Access Center Standard 
Operating Procedures and established policies, the telephone advice/nurse service has a 
designated team trained to work with the unique needs of the Medicaid population and who 
understand the cultural barriers and psychosocial principles of this population. By using data 
and specially trained clinical resources, the telephone advice/nurse service informs and 
motivates members to make their own appropriate health care decisions. To provide effective 
communication with members for who English is not the primary language, the telephone 
advice/nurse service uses a telephonic translation service for information exchange. This 
service was one of the first programs of its kind to receive accreditation and it has maintained 
full Health Call Center accreditation from the Utilization Review Accreditation Commission 
(URAC) since 1999. 
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Mobile Response Team 
To reduce the congestion in ERs, 
our team of clinicians evaluates 
members in the ER to determine the 
appropriate level of care for mental 
health and substance use disorders. 
These options include inpatient 
services, crisis stabilization unit, 
psychiatric partial hospitalization, 
intensive outpatient programs and 
an array of outpatient services.  


24-Hour Telehealth Services 
We offer members telehealth services 24-hours a day seven days a week. Through this 
technology, members can access a primary care provider or behavioral health therapist using 
a computer, tablet or smart phone and complete a virtual visit.  


BEHAVIORAL HEALTH EMERGENCIES 
We make certain that our members have access to behavioral health services 24 hours a day, 
seven days a week. Our behavioral health department has written policies and procedures that 
describe how our members can obtain urgent coverage and emergency mental health services 
after business hours and on weekends. Specifically, we provide members written information 
that contains contact phone numbers and describes how to access care. 


Emergency calls are triaged and a licensed clinician with experience in mental health triage 
and care coordination assists the caller. An on-call senior clinician who is able to make triage 
decisions beyond emergency care supports the clinician: 


 Authorizing inpatient care 


 Authorizing partial hospitalization 


 Authorizing the crisis team to evaluate the patient 


 Triaging member to outpatient service 


 Triaging member to an acute care facility (medical evaluation) 


The on-call clinician can thereby confirm that members are admitted to the most appropriate 
level of care and receive program services for their specific situation and diagnosis.  


We also require network psychiatrists to maintain 24-hour phone access for emergencies. 
For behavioral health services, medical professionals must provide or arrange assistance for 
members in emergencies per contract requirements. Providers must inform members about 
hours of operation and how they should reach them afterhours in case of an emergency. In 
addition, any after hour’s message or answering service should provide instructions to the 
members regarding what to do in an emergency. If providers are not available, they must 
arrange coverage for emergencies with another participating clinician.  


Mobile Response Team for Emergency Coverage 
Our mobile response team is an emergency and crisis 
management team that operates 24 hours a day, 
seven days a week. This team comprises behavioral 
health professionals and is supervised by a Ph.D. or 
M.D. The team travels to the ER or medical office to 
conduct crisis management assessments to determine 
the best level of care for the member. Specific 
protocols are developed for assessment expectations. 
These policies were created with collaboration of ER 
medical directors/attending physicians to address the 
member’s needs considering both medical and 
behavioral care. This type of crisis management has 
proven to lower inpatient admissions by determining the 
best treatment plan for the member and has been the key to early intervention and success.  
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Primary Care Provider Behavioral Health Stat Line 
PCP medical clinics often have members presenting in their offices that are in need of 
emergency behavioral health assistance. The stat line, implemented in mid-2014, allows 
immediate access to licensed behavioral health specialists during regular business hours. 
Support provided to the PCP includes but is not limited to medication consults, substance 
abuse and mental health concerns and treatment direction. In cases of high severity, 
assistance will be provided in securing emergent treatment for the member and may include 
inpatient intervention. 


NETWORK PROVIDER JOINT OPERATING COMMITTEE MEETINGS 
We host routine Joint Operating Committee meetings, which include representatives of our 
plan (both medical and behavioral health) and network providers, both primary care and 
specialists. Information is shared both ways and we brainstorm collaboration processes and 
procedures to develop best practices to serve our members. During creation of new services 
and programs, the input from the network is extremely valuable. New materials, such as 
educational brochures and new forms, are often shared before finalizing to assure essential 
information is included. Joint Operating Committees provide education to our provider 
network(s) about connecting other services to their office and patients. For example, how to 
navigate emergency or crisis services for both medical and behavioral health.  


PRIMARY CARE PROVIDER BEHAVIORAL HEALTH TOOLKIT  
To address behavioral health navigation and education to network primary care, we developed 
a PCP Toolkit. This is an educational toolkit for providers, which comprises evidence-based 
information established from a systematic approach toward obtaining comprehensive research 
on mental-health-related conditions and HEDIS measures. It is the standard approach for us 
to use the best practices implied within the toolkit with direct guidance from the medical 
director and additional expertise leadership. As in the treatment of physical health conditions, 
evidence-based care for mental health disorders involves the following components:  


 Screening and assessment 


 Diagnosis 


 Treatment planning  


 Follow-up care  


Focused on these components, this toolkit presents information on four common mental 
health conditions (major depression, bipolar disorder, substance abuse and attention-deficit 
hyperactivity disorder). Also included are references and links pertinent to the treatment of 
these conditions in primary care, as well as clinical care issues.  


Behavioral Health Automated Referrals  
Within our system of care, members can access behavioral health services without a referral 
from their PCP. However, there are times when members presenting at their PCP may need 
behavioral health assistance and a PCP feels the member could benefit from a referral. In an 
effort to encourage the integration of care, we developed an automated referral process, which 
enables the provider and their support staff to submit an electronic referral. Our behavioral 
health clinicians review the referral confirming sufficient clinical documentation has been 
provided or requesting specific details related to diagnosis and PCP’s concern. 
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3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds pursuant to MSM Chapter 100. For the purposes of this RFP, the State 
has identified the prevalent non-English language in Nevada to be Spanish. The BBA Regulations: Title 
42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors 
offer accessible and high quality services in a culturally competent manner. 


Cultural competency is the foundation for meeting our members’ specific health needs, while 
honoring each individual’s unique circumstances, values and beliefs as we deliver superior 
services across the state. Therefore, we actively participate in State and federal efforts to 
promote the delivery of services in a culturally competent manner to all members, including 
those with limited English proficiency (LEP) and diverse cultural and ethnic backgrounds. We 
currently comply with all State and federal regulations pursuant to MSM Chapter 100, Section 
103.6 as well as 42 CFR 438.206(b)(2). 


Through our strong and stable presence across the country, we have developed relationships 
with diverse agencies and community organizations that enhance our understanding of the 
distinctive cultural groups within each state population we serve, as well as the particular 
needs of those to whom we provide service. In addition to ensuring we offer a culturally 
diverse provider network, we offer all of our member material in English and Spanish, and 
ensure we have bilingual staff in our customer support, CHWs and on our outreach and 
marketing teams.  Finally, we are able to pull ICD-10 diagnosis reports to identify members 
where social determinants may be affecting their ability to seek needed medical care. These 
determinants, such as homelessness, can be a driving force in disparities for a very vulnerable 
population. 


As we have expanded our service delivery network, we have focused on facilitating culturally 
competent care for all members, but especially for those individuals with limited English 
proficiency (LEP) and diverse cultural and ethnic backgrounds. These two factors can 
adversely affect an individual’s access to care, so we work diligently to facilitate effective 
communication with our staff and network providers to improve access to care and health 
outcomes.  


CULTURALLY COMPETENT SERVICES FOR LIMITED ENGLISH PROFICIENCY 
Individuals, who do not speak English as their primary language and have a limited ability to 
read, write, speak or understand English, may have LEP. We provide language assistance, 
either through direct translation services or through bilingual staff, to facilitate the member’s 
ability to communicate effectively when he/she encounters our staff or providers, or receives a 
particular service or benefit.  


Determining the Need for Limited English Proficiency Support  
To determine the need for LEP support, we follow the guidance of MSM Chapter 100, Section 
103.6, as well as 42 CFR 438.206(b)(2), which explains that meaningful access is fact-
dependent and starts with an individualized assessment that balances four factors:  


 The number or proportion of LEP persons eligible to be served or likely to be 
encountered by the program  


 The frequency with which LEP individuals come into contact with the program 
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 The nature and importance of the program, activity or service we provide to our 
members  


 The resources that are available to our member and the provision of 
interpretation/translation services  


A Person-Centered Limited English Proficiency Model 
We follow a person-centered model, and we recognize that there is no “one size fits all” 
solution for Title VI compliance with respect to LEP persons. While we provide bilingual staff 
members, interpreter services and English-Spanish translation of electronic and printed 
materials, , some LEP individuals may feel more comfortable when a trusted family member 
or friend acts as an interpreter. When this is the case, we work with our members to confirm 
that the individual considers special circumstances that may affect whether a family member 
or friend should serve as an interpreter, such as whether the situation is an emergency, and 
whether there are concerns over competency, confidentiality, privacy or conflict of interest. In 
these instances, we reinforce the availability of an HIPAA-compliant interpreter who will 
facilitate communication with a provider or with our staff when calling for assistance. We also 
customize member materials and engagement strategies, based upon identified unique cultural 
needs and gaps in care. We promote culturally competent care by our contracted providers 
through ongoing training and education. Our community-based, community health worker 
(CHW) model leverages a peer model supporting members, their families and providers. 


Elements of an Effective Language Assistance Plan 
Based on the four-factor assessment described above, we have an implementation plan to 
address the identified needs of the LEP members we serve. Based upon the language and 
communication needs we have identified within each membership, we incorporate the 
following five steps in the design of our LEP implementation plan: 


 Identification of LEP individuals who need language assistance  


 Development of language assistance measures, such as the implementation of 
translation services and staff training on how to respond to LEP callers 


 Staff development and ongoing training to address needed improvements in LEP 
services  


 Provision of written and electronic materials and notices to LEP members, either 
through a translator or in their native language to facilitate understanding  


 Ongoing monitoring and updating of the implemented LEP plan, based upon member 
satisfaction and current needs assessment  


PERSON-CENTEREDNESS AND CULTURAL AWARENESS  
Understanding the impact culturally competent care has on improving health outcomes, we 
incorporate cultural sensitivity and awareness into the delivery of care to members in many 
ways. For example, we include clinical and non-clinical cultural competency training to staff 
to create an awareness of the unique needs of members from various cultures, resulting in the 
delivery of more personalized service. We integrate member age, gender, address, 
race/ethnicity, disability, social determinants impact, and language data with clinical data to 
identify and address any disparities in care outcomes that are associated with the 
aforementioned member demographics.  
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We have a record of developing a strong and stable presence in states where we work with the 
Medicaid community. We develop diverse community relationships with agencies and 
community organizations that enhance our understanding of the diversity and particular 
needs within the state. Examples of organizations we have collaborated with to deliver 
competent and culturally appropriate services: 


 Mexican consulates in states with 
large Hispanic populations 


 Homeless and battered women’s 
shelters 


 Head Start programs 


 School-based programs 


 Catholic Charities 


 Food banks  


Some of the Nevada organizations we will engage to deliver competent and culturally 
appropriate services include:  


In Southern Nevada 
 Nevada Homeless Alliance 


 R.E.A.C.H. at the Mexican Consulate 


 Las Vegas Rescue Mission 


 Care Coalition 


 Acelero Head Starts 


 Family Promise 


 Three Square  


In Northern Nevada 
 Northern Nevada Food Bank 


 Volunteers of America Shelters 


 Truckee Meadows Healthy 
Communities  


 CSA Head Start 


 Boys & Girls Club of Truckee 
Meadows 


 Catholic Charities of Northern 
Nevada 


Mark’s Story: Transitional Care 
Mark* was homeless in Nevada and drinking alcohol daily. He was independent and initially reported that 
being homeless was not an issue for him, as he was able to walk, ride his bike, and go to the library to 
keep cool. Mark was resistant to our help, because in his opinion, he didn’t have a problem.  


Early in 2016, Mark presented to the ER reporting that he was short of breath and becoming fatigued 
walking short distances. There he learned that he had cardiomyopathy, with an ejection fraction of only10 
percent. He also learned that he would need to be on oxygen, and the machine that produced the oxygen 
requires electricity. Mark did not qualify to go to a shelter while on oxygen, so in March 2016, we placed 
him in our transitional care program that provides shelter, three meals per day, and 24-hour supervision 
to homeless, medically fragile patients. 


While in the transitional care program, Mark was assessed for and approved to participate in our housing 
program. We also assisted him with applying for Social Security benefits where he was proactive in the 
application process. Mark also started working with one of our outpatient complex case managers who 
taught him about his medical condition and how best to manage it.  


Mark realized that it was okay to receive help. He has since maintained his sobriety, while continuing to 
improve his health by following up with his doctors. Mark says he is feeling much better, and he has not 
had any readmissions since his participation in the transitional care program. 


*Member name changed to protect confidentiality 


We continue to participate in the communities we serve and in the larger scope of national 
efforts to incorporate cultural competence into all aspects of providing high quality, accessible 
health care to our members. Addressing the health care and service needs for diverse 
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populations continues to be a key goal of our Quality Improvement Program. In fact, a 
focused cultural diversity and sensitivity training program is currently in place, and continues 
to drive us to deliver high quality, accessible and culturally competent health care and services 
for members. 


Predominant Languages 
To meet the language requirements of our membership in states where Spanish is the 
predominant non-English language, our written materials are produced in English and 
Spanish, and we are transitioning to provide a Spanish version of the member website. 
Additionally, we contract extensively with Spanish-speaking network providers in most 
specialties and services. We employ Spanish-speaking staff members in all essential areas of 
the organization, including our state-based member services department, claims, case 
management, and grievance and appeal departments. When a member calls our local member 
services department, he/she has the option of talking with a Spanish-speaking representative. 
We also accommodate many other languages using a telephone translation service through 
the 711-relay service. Our contracted language interpretation line is available for more than 
200 different languages and is accessible to all health plan departments.  


A. Cultural Competency Plan 


1. Each vendor must have a comprehensive cultural competency program, which is described in a written 
plan. The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a 
culturally competent manner. The CCP must identify the goals and objectives of the vendor’s cultural 
competency program and encompass the goals and objectives described in the DHCFP Quality 
Assessment and Performance Improvement Strategy (QAPIS). The CCP must be reviewed and updated 
annually and submitted to the DHCFP in the second quarter of each calendar year. 


We have a comprehensive Cultural Competency Plan (CCP) that addresses the health care 
needs of Nevada Medicaid Program members, as the population is described in the RFP. We 
customized the CCP to address the specific needs of this particular population, and identified 
the goals and objectives of our cultural competency program to encompass the goals and 
objectives described in the DHCFP Quality Assessment and Performance Improvement 
Strategy (QAPIS). We review and update the CCP annually, and submit the plan by the end of 
the second quarter of each calendar year.  


The CCP achieves a solid foundation of cultural respect by creating opportunities to increase 
awareness and embrace diversity for all health plan members, including individuals with 
Limited English Proficiency (LEP) and individuals from diverse racial, ethnic and cultural 
backgrounds. 


The goals of the CCP are to: 


 Assess the cultural needs of Medicaid members, providers and internal staff 


 Identify barriers related to addressing health care disparities 


 Evaluate current interventions designed to reduce health care disparities 


 Establish new interventions to address newly identified disparities 


 Establish and evaluate goals addressing identified barriers 


 Monitor and assess the progress of the overall CCP 


 Educate providers and internal staff on how to work effectively with members from 
different cultures, disabilities and with LEP  
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CULTURAL DIVERSITY AND SENSITIVITY PROGRAM PROCESSES 
An organizational task force called the Customer Centric Task Force provides oversight of our 
CCP. The task force is the central repository for contributing to the design and evaluation of 
intervention strategies. The task force includes representatives from member and provider 
services, marketing, pharmacy services, quality improvement, utilization and case 
management, Access Center, appeals and grievances, health informatics, health education 
and wellness, Medicaid operations, continuity of care, government programs and behavioral 
health.  


Task force members help identify and address potential barriers for health plan members in 
accessing health care and services. The task force reports to the Quality Improvement 
Committee. Recommendations and activities undertaken by the task force are documented in 
the annual Quality Improvement Evaluation. The task force is responsible for updating and 
approving the corporate wide Limited English Proficiency (LEP) Policy. The task force 
monitors and evaluates key activities, such as: 


 Distribution of racial and ethnic groups in Medicaid members 


 Select HEDIS measures stratified by racial and ethnic groups 


 Languages spoken by Medicaid members and providers in the Medicaid service area 


 Provider satisfaction survey results related to serving ethnic and culturally diverse 
members 


 Language line translation service reports 


 Member complaints and appeals 


 Member marketing  


 Benefit and outreach materials to evaluate the presence of culturally appropriate 
information including the potential need for additional materials based on HEDIS 
compliance rates  


HEALTH PLAN DATA COLLECTION AND ANALYSIS 
Our health plan leadership is responsible for overseeing the delivery of health care services in 
a culturally sensitive manner to our members. This includes individuals with LEP and from 
diverse cultural and ethnic backgrounds. To confirm that our CCP demonstrates a firm 
understanding of the culture and the languages spoken throughout the states we serve, we 
complete a population analysis that incorporates our knowledge of the distinctive cultural 
groups within the state, as well as the LEP and literacy levels within the covered population.  


Our health plan leadership also collects data on race, ethnicity and primary language, and 
then our analysts use it to develop and implement a coordinated CCP. Next, we compare the 
information from the state’s racial and ethnic report to our internal reporting that includes 
aggregate member eligibility files, to analyze distribution by racial and ethnic groups. We also 
use ICD-10 reporting to reinforce our data analysis so that we can identify members where 
social determinants, such as homelessness or lack of access to food, can affect our members’ 
cultural and LEP needs.  
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Identifying Diverse Populations in Nevada: Racial and Ethnic Group Distribution 
Reducing disparities in health care is not only a national concern, but is of critical importance 
at the state and local levels. Each state in the U.S. has its own diverse population, and a state’s 
population can differ from the adjoining state due to several factors, including geographic 
location, job opportunities and the demographic makeup of its residents. This rings 
particularly true in the frontier state of Nevada, which has its own unique challenges and 
particular health care needs. The report from the State of Nevada Division of Health Care 
Financing and Policy provides valuable ethnic and racial information that our health plan 
uses to monitor changes in the state population and the impact on the health plan’s 
membership. 


According to the 2015 U.S. Census Bureau Population Estimate, there were 2,890,845 
residents in Nevada.  


 Out of the total Nevada population, 70.1 percent reported being White, 8.3 percent 
reported being African American, 8.2 percent reported Some Other Race, 7.5 percent 
reported being Asian, 4.2 percent reported being two or more races, 1.1 percent 
reported being American Indian or Alaska Native, and 0.6 percent reported being 
Native Hawaiian or Pacific Islander.   


 72.8 percent of Nevada residents state being not Hispanic or Latino and 27.2 report 
being Hispanic or Latino. 


 Additionally, 19.1 percent of Nevada residents were born in other countries. Most 
foreign-born residents reported being born in the Americas, including Latin America 
(59.3 percent), followed by Asia (29.7 percent), Europe (7.9 percent), Africa (2.5 
percent), and Oceania (0.6 percent).  


 Of the total Nevada population, 10.6 percent report not being a U.S. citizen, 8.5 percent 
report becoming a U.S. citizen by naturalization 1.3 percent report being born abroad 
to American parents, 0.4 percent report being born in Puerto Rico or U.S. Island areas 
and 79.2 percent report being born in the United States.  


 Not only is there a diverse racial and ethnic distribution in Nevada, 30.7 percent of 
residents speak a language other than English in their homes and 12.3 percent speak 
English less than very well. Other than English, Spanish is the most common reported 
language spoken at home by Nevada residents at 21.4 percent. The next most 
commonly reported spoken language at home was Asian and Pacific Islander 
languages, at 6 percent.  


These statistics and our own analysis will assist us in addressing the health care needs of the 
diverse populations in Nevada. 


Experience Serving Similar Populations 
We regularly serve Medicaid recipients in similar populations with comparable demographic 
distributions. The individual demographic breakdown for a similar state Medicaid 
membership we serve shows three major identified groups:  


 Hispanic members comprise 33.35 percent 


 White, Non-Hispanic members comprise 32.38 percent  


 Black or African American members comprise 21.57 percent  
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In a second state, we see a markedly different demographic makeup. In that market, Hispanic 
members comprise 54.77 percent, White members comprise 21.91 percent, and Black or 
African American members comprise 8.45 percent. We have experience and success in 
responding to the individual needs of each particular market. Each person’s distinct needs is 
one of the most important elements in our ability to incorporate cultural awareness into the 
delivery of care to our Medicaid members. We customize and we have implemented multiple 
activities to address the health care and service needs of health plan members from diverse 
populations for many years.  


2. The vendor must identify a staff person, title or position responsible for the CCP. If there is a change in 
the staff member responsible for the CCP, the vendor must notify the DHCFP. 


The chief medical director is responsible for the CCP and she makes recommendations for 
and oversees the development and implementation of enhanced strategies for the improvement 
of cultural diversity and sensitivity among the staff and within the provider network. Our chief 
medical director works with quality improvement and other member-centric departments who 
participate in our Customer Centric Task Force, the committee responsible for the Cultural 
Competency Program, and other committees to ensure compliance to the program. Our chief 
medical director has 11 years of experience working with Nevada Medicaid members. 


3. The CCP must contain a description of Staff Recruitment and Retention: 


a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs 
of the vendor’s recipients. Cultural competence is part of job descriptions. 


Our Cultural Competency Plan for each state includes a description of staff recruitment and 
retention . As a part of our CCP, we implement strategies to recruit, retain and promote all 
levels of staff from diverse backgrounds, disabilities, races and ethnicities. The goals of our 
staff recruitment and training are to: 


 Recruit and retain skilled bilingual staff members who can communicate with health 
plan members about their benefits and related issues. 


 Recruit and retain skilled bilingual clinical staff at our exclusive provider group 
partners who can communicate with patients about health care issues. 


 Monitor the number of trained staff of verified bilingual interpreters in each health 
plan department with member-facing functions, and adjust as needed. 


 Recruit persons with disabilities and diverse backgrounds to work at our plan.  


These strategies represent the demographics of our service area. Furthermore, all staff are 
encouraged to attend ongoing training related to culturally and linguistically appropriate 
services through our corporate training department. Most customer-facing departments have 
added mandatory orientation and refresher annual training for their staff related to cultural 
competency, diversity and sensitivity. We invite nationally recognized speakers on ethnic and 
cultural sensitivity on site for staff education. 


Staff Recruitment and Retention Strategies 
Our ability to hire, recruit and retain a diverse workforce allows us to develop programs that 
are compatible with members’ cultural health beliefs, practices and language preferences.  


 We actively recruit employees who represent the ethnic and cultural groups we serve or 
employees who have extensive experience working with diverse populations, including 
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the perspectives of individuals with disabilities. We leverage their diverse knowledge to 
provide formal and informal educational and training opportunities for our staff and 
the provider community. We actively pursue potential candidates who are bilingual, 
particularly in Spanish. To support diverse recruiting and retention, we use a variety of 
sourcing channels such as professional networking groups and social media. We 
access special interest forums and actively encourage disabled candidates to apply for 
open positions.  


 Our employment postings and job descriptions include the statement, “Diversity creates 
a healthier atmosphere.” This statement sets the tone and introduces the applicant to 
our mission to meet our members’ cultural needs. The following statement is included 
in job descriptions under the Skills section: “Work with professionalism, as manifested 
through a commitment to carrying out professional responsibilities, adherence to 
ethical principles, and sensitivity to a diverse patient population.” 


 Pre-employment language testing is included as part of the selection process for health 
plan applicants who report being bilingual. If a health-plan job posting requires 
bilingual skills, applicants are tested before the selection process is complete.  


 Staffs of large provider groups are asked to participate in an interpreter certification 
program to provide interpretation services. If staff members speak other languages but 
are not tested or do not become certified, we request they use external language 
translation lines to communicate with health plan members who prefer a language 
other than English.  


 We have designated multiple staff with Spanish-speaking abilities in each of the 
following departments: sales, appeals and grievances, claims, utilization management, 
coordination of care, quality improvement, health education and wellness, and 
behavioral health. 


 We actively work to ensure that we recruit persons with disabilities as well as veterans.  


These strategies help to represent the member demographics within the service area. The 
combination of these hiring, training and promotion strategies enables us to retain and 
promote all levels of staff from diverse racial and ethnic backgrounds. Nearly 30 percent of 
our leadership staff have self-identified as Hispanic, African American or Asian, which is 
representative of the population of Nevada. 


B. Education and Training 


1. The training program consists of the methods the vendor will use to ensure that staff at all levels and 
across all disciplines receive ongoing education and training in culturally and linguistically appropriate 
service delivery to recipients of all cultures. The vendor regularly assesses the training needs of the staff 
and updates the training programs, when appropriate. Trainings are also customized to staff based on the 
nature of the contacts they have with providers and/or recipients. 


Our cultural competency training for staff raises awareness and sensitivity to individuals from 
varied cultures and beliefs. Departments with heavy customer interaction receive extensive 
training when first hired including a formal assessment of their interpretive skills. The 
program places emphasis on training and certification for interpreting medical, dental and 
behavioral health information and issues. Our approach to improving member care is local 
and community-based. We build our programs with an understanding of the cultural needs of 
local members and in terms of how we move members to better health. Ongoing staff training 
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Online Culture and Diversity 
Training Classes  


 Understanding Workplace 
Diversity 


 Diversity and You 
 Disability Awareness 
 Cultural Sensitivity 
 Communicating with a Cross-


Cultural Audience, and more 


Continued Enhancements to Our 
Training Capabilities 


We track the number of incoming calls 
from members requesting interpreter 
services. Collecting and evaluating 
this information enables us to assign 
staff, provide training and prepare 
culturally appropriate materials and 
other resources for our staff, based 
here in Nevada. 


addresses the cultural and linguistic characteristics and 
special health care needs of our member population, 
including: 


 Use of the member’s first or preferred language 


 Cultural awareness and understanding of health 
disparities among different cultural groups 


 Cultural beliefs related to health, illness, medical 
care and end-of-life issues 


 The need to treat each person with dignity and 
respect 


 How to avoid stereotypes and reach for understanding 


 Communication protocols for members with limited English proficiency (LEP) 


 Characteristics of and barriers facing individuals with special health care needs 


 Cultural sensitivity training through role-play and member advocate learning modules 


Our training program also includes regular assessments and updates as appropriate, to 
confirm that our staff maintains the necessary tools to deliver culturally and linguistically 
appropriate services to our members. Training modules are customized to match each staff 
member’s unique contact he/she has with providers or members. Daily auditing of telephone 
interactions with our members confirm the standard is maintained. Nationally, we provide 
staff training on the impact of social factors. Training includes information about housing 
and interacting with homeless individuals, and we train our staff on how to interact with 
persons with disabilities. Additional social determinant training modules are in development.  


OUR EDUCATION AND TRAINING PROGRAM GOALS 
Our education and training program emphasizes the following goals with staff contact 
providers and members: 


 To continue to recruit and retain skilled bilingual administrative staff who can 
communicate with health plan members about health plan benefits and related issues 


 To continue to recruit and retain skilled bilingual clinical staff in the local area who 
can communicate with patients about health 
care issues 


 To continue to monitor the number of trained 
interpreter staff at large medical groups and 
the number of verified bilingual interpreters in 
each health plan department 


 To continue and expand our commitment to 
persons with disabilities, and to the 
development of programs that address the 
social determinants that directly influence 
these individuals’ lives 


 To continue to educate current staff on an ongoing basis; using local data to focus that 
training on our particular membership 
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2. The education program consists of methods the vendor will use for providers and other subcontractors 
with direct recipient contact. The education program will be designed to make providers and 
subcontractors aware of the importance of providing services in a culturally competent manner. The 
vendor must also make additional efforts to train or assist providers and subcontractors in receiving 
training in how to provide culturally competent services. 


As described in our CCP, our education program includes methods we use to educate 
providers and other subcontractors, with direct member contact, about the importance of 
providing services in a culturally competent manner. We educate providers and their office 
staff about meeting members’ unique diversity and cultural differences, while providing 
quality, integrated care. A vital component of our person-centered approach is communication 
that reflects respect for people with cultural, physical, socio-economic and/or intellectual 
diversity.  


 Our provider training emphasizes the person first, rather than the individual’s cultural 
differences. We conduct cultural sensitivity in-service trainings for providers and office 
staff, as well as appropriate subcontractors, during the initial contracting phase, and as 
a component of remediation, as appropriate. 


 In 2015, we created a PowerPoint presentation for providers and their office staff, 
providing education on various sensitivities they may encounter with their patients, 
including disabilities, communication nuances with particular racial and cultural 
groups and LGBTQ issues. The presentation is available on our website and discussed 
during provider advocate orientations. 


 We continue to publicize the availability of the “Physicians Practical Guide for 
Culturally Competent Care” education module, available through a link to the Office 
of Minority Health. We list details of this free training on both the provider website and 
in the Provider Summary Guide. Nine free continuing medical education (CME) 
credits are available for both physicians and physician extenders. An annual fax blast 
to the network strongly encourages the providers to take advantage of this opportunity. 


C. Culturally Competent Services and Translation/Interpretation Services 


1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, 
including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular 
assessment of needs and/or disparities is performed, which is used to plan for and implement services 
that respond to the distinct cultural and linguistic characteristics of the vendor’s membership. Culturally 
competent care requires that the vendor regularly evaluate its network, outreach services and other 
programs to improve accessibility and quality of care for its membership. It must also describe the 
provision and coordination needed for linguistic and disability-related services.  


The method we use for ongoing evaluation of the cultural diversity of our membership 
includes maintaining an up-to-date demographic and cultural profile of our members through 
data gathered during enrollment and a regular needs assessment. Effective communication 
with the member during this process aids in the identification of needs and/or disparities, and 
this information is used to plan for, and to implement services that respond to the distinct 
cultural and linguistic characteristics of the individuals in our membership.  


ONGOING EVALUATION OF THE CULTURAL DIVERSITY OF OUR MEMBERSHIP 
Culturally competent care requires us to regularly evaluate our network, our member and 
provider outreach services, and our quality initiatives to improve accessibility and quality of 
care for our members. When we provide or coordinate care for linguistic and disability-related 
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services, we do not to generalize or use terms that label or stereotype the individual. Our 
cultural competency training extends beyond ethnicity and general demographic information 
and is always built around our person-centered focus.  


We train our staff and providers to recognize that our words, attitudes and actions have the 
capacity to affect the member’s life more than his/her disability or cultural preference. It is for 
this reason our CCP uses regular evaluations to achieve and reinforce a solid foundation of 
cultural respect by creating opportunities to increase awareness and embrace diversity for all 
health plan members. In addition, we emphasize “People First” language when speaking with 
and about our members with disabilities. We ingrain in our staff that it is not someone who is 
handicapped; it is a person with disabilities. It is not a homeless person; it is someone who is 
homeless. The disability is not the person, it is just a diagnosis and it does not define the 
person.  


MAINTAINING AN UP-TO-DATE DEMOGRAPHIC AND CULTURAL PROFILE 
To best serve those to whom we provide services, we have analyzed and developed a deep 
understanding of the demographics of the Nevada membership. Some examples of Nevada 
statistics include: 


Race Percent of 
Nevada 
Population 


Health Issues 


Hispanic/Latino 27 percent  60 percent of Hispanic males in Nevada report having no 
personal doctor 


 Hispanic workers face the highest rates of fatal work injuries 
due to harsh working conditions 


 One in five Hispanics report diabetes as their biggest health 
concern with cancer a close second 


African 
American 


8 percent  African American women in Nevada are twice as likely to give 
birth before the age of 20 


 African Americans in Nevada are twice as likely as Caucasians 
to suffer from diabetes and obesity 


Asian 
American 


7 percent Asian Americans experience better health and longevity than 
other populations; however, with each generation born in the 
United States, fewer differences in health status exist 


A key component of the background information we gather at enrollment and at assessment, 
demographic information is confirmed for accuracy. Our member advocates and clinicians 
update the information each time they interact with the member to provide care. Through this 
personal interaction with our members, our Member Services and clinical staff are able to 
confirm each member’s individual cultural needs and the level of diversity required in our 
provider network and in our member communications strategy to meet his/her unique needs.  


 We use our systems to collect this data and aggregate the demographic, gender and 
ethnic preferences among our members, as well as the language, access and literacy 
requirements to assist in developing and maintaining an up-to-date cultural 
membership profile. This state-specific information provides the basis for our cultural 
diversity and cultural compliance staff and provider training. 
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 Additionally, we receive a monthly member data feed from the state and an annual 
HEDIS measure analysis report, which are used for review and update of our cultural 
competency policies and training.  


 The monthly member data feed is uploaded into our internal, integrated IT application 
that includes member-specific enrollment and historical claims data when a member 
joins our health plan. 


 The patient health-survey forms that our outpatient (complex) case management team 
processes daily supplement information not included in the monthly data file.  


 Our Cultural Competency program staff also analyzes and reports HEDIS clinical rate 
comparisons, delineated by state-defined racial categories, to identify disparities among 
the racial and ethnic groups.  


 Hispanic/non-Hispanic members complete the same analysis so that we can track our 
largest non-English-speaking membership group.  


 We receive a monthly report, based on ICD-10 coding of persons who are homeless so 
that we can establish outreach and respond accordingly to their needs.  


HOW WE USE UP-TO-DATE CULTURAL MEMBERSHIP PROFILE INFORMATION 
Culturally and linguistically appropriate programs and services must be provided to better 
serve each of our member’s diverse needs, while reducing health disparities. Once we have 
received the updated member profile information, we format the data and enter it into reports 
and presentations for use in our program. This program’s function is to improve the 
appropriateness of clinical programs and member-facing information for the multicultural 
populations we serve. Our program also drives leadership collaboration and promotes health 
equity solutions across our entire organization, using the most current member data to 
educate staff members and providers, and to promote improved cultural compliance. 


Some of the cultural and linguistic data we collect is incorporated into our discussions about 
specific interventions and training that may need to be developed and implemented within our 
company or provider network. This information includes: 


 Annual provider and office manager surveys that include questions about their patient 
case load and their ability to manage their patients’ diversity  


 Analysis of Medicaid member primary language versus languages spoken by our 
contracted providers 


 Analysis of member complaints related to culture and/or ethnicity. A specific 
subcategory for this type of complaint was added in 2015 to address these sensitive 
issues  


 Annual organizational assessment of the health plan staff and their perceptions of the 
organization’s workforce diversity and contracted network 


 Tracking of language line usage to monitor number of calls translated and number of 
languages interpreted 


 Select HEDIS rate analysis by self-identified racial groupings, as defined by the State 


Nationally, we educate our providers about the importance of assessing and coding for social 
determinants that may be affecting members. We are sharing information on existing ICD-10 
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Our behavioral health provider 
network consists of 70 percent 
minority providers and 80 percent 
of our network providers’ 
administrative staff members 
speak Spanish. 


codes and communicating to providers that we are using that data to help provide resources 
and referrals as appropriate.  


2. A vendor, at the point of contact, must make recipients aware that translation services are available. 
The services that are offered must be provided by someone who is proficient and skilled in translating 
language(s). The availability and accessibility of translation services should not be predicated upon the 
non-availability of a friend or family member who is bilingual. Recipients may elect to use a friend or 
relative for this purpose, but they must not be encouraged to substitute a friend or relative for a translation 
service. 


We employ Spanish-speaking staff members in all essential areas of the organization, 
including our local Member Services department, claims, case management, and the grievance 
and appeal departments. We also contract with providers who represent the cultural diversity 
in our membership.  


While members may elect to use a friend or relative for 
translation assistance at either the provider’s office or 
when he/she calls the health plan, we offer translation 
services that are detailed in our print and electronic 
member education materials. When a member calls 
our local Member Services department, he/she has the 
option of talking with a Spanish-speaking 
representative. Many other languages can be 
accommodated using the telephone translation services through the 711-relay service. Our 
contracted language line service is able to translate over 200 different languages. 


3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated 
materials convey intended meaning in a culturally appropriate manner. The vendor must provide 
translations in the following manner: 


a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% 
(whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that 
language. 


b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 
5% (whichever is less) of the vendor’s recipients who also have LEP in that language. Vital materials 
must include, at a minimum, notices for denial, reduction, suspension or termination of services, and vital 
information from the member handbook. 


c. All written notices informing recipients of their right to interpretation and translation services shall be 
translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that 
speak that language and have LEP.  


Materials produced in different languages can convey the wrong connotation to the reader if 
the quality review mechanism does not ensure that materials are translated correctly, and that 
they convey the intended meaning in a culturally appropriate manner. Our CCP details our 
quality review mechanism to ensure member education materials are culturally appropriate 
and translated into the languages of our diverse members, in the following manner: 


 The contracted vendor for translation of medical, behavioral and dental program 
related materials is a certified language translator. 


 We translate all materials when we are aware that a language is spoken by 3,000 
members, or 10 percent (whichever is less) of the membership, who also have LEP in 
that language. 
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 We translate all vital materials when we are aware that a language is spoken by 1,000 
members, or 5 percent (whichever is less) of the membership, who also have LEP in 
that language. We understand that vital materials must include, at a minimum, notices 
for denial, reduction, suspension or termination of services, and vital information from 
the Member Handbook. 


 We translate all written notices that inform a member of his/her right to interpretation 
and translation services into the appropriate language, when our analysis indicates 
there are 1,000 members who speak that language and have LEP. 


MEMBER NOTIFICATION OF TRANSLATION SERVICES 
Members who access our exclusive provider group, or call for appointments, are able to use an 
in-person interpreter or exercise the option to use the language line to receive health care 
services or to speak with their provider. We notify our members about the availability of oral 
translation services in the Medicaid Member Handbook, which provides a phone number to 
call for assistance and states, “Oral interpretation services in languages other than English 
are available through our Member Services department.”  


 The handbook also informs the member of the ability to select a primary physician who 
“speaks your language and understands your culture.” A phone number is provided in 
the handbook for the hearing-impaired (TTY/TTD number) and vision-impaired 
members to use. The TTY phone number is provided in all letters and member 
documents. Large print and Braille documents are available upon members’ request. 


 The provider directories list the languages each provider speaks to enable each member 
to be aware of the translation and bilingual services that are available to him/her 
within our provider network. 


We review written education materials that are available for members in different languages, 
as well as those targeted to members in certain racial/ethnic groups. We monitor language 
preferences and address any language preference that approaches 3,000 or 10 percent 
(whichever is less) of the MCO members. 


D. Evaluation and Assessment of CCP 


1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities 
for improvement. A summary report of the evaluation must be sent to the DHCFP. The evaluation may, 
for example, focus on: comparative recipient satisfaction surveys, outcomes for certain cultural groups, 
recipient complaints, grievances, provider feedback and/or vendor employee surveys. If issues are 
identified, they must be tracked and trended, and actions must be taken to resolve the issue(s). 


We evaluate the CCP to determine its effectiveness, and incorporate analysis of recent member 
and provider survey results to identify opportunities for improvement, as part of our annual 
program evaluation for quality. We submit the annual CCP to the State as required.  


In our annual evaluation of the CCP, we focus on comparative satisfaction surveys, outcomes 
for certain cultural groups, member complaints and grievances, provider feedback and 
employee surveys. As data points are identified, they are tracked and trended, and the CCP 
offers recommended actions to improve outcomes, as well as those that must be taken to 
resolve any identified issues. The following list is a brief sample of the types of data and 
information that we gather, track and trend, and other associated activities. Evaluation of 
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active interventions is completed at least annually, to determine their success or need for 
revision, through follow-up sampling. 


 Customer Centric Task Force: Used as the central repository for contributing to the 
design and evaluation of intervention strategies, task force members also help identify 
and address potential barriers for health plan members in accessing health care and 
services. The task force reports to the Quality Improvement Committee, documenting 
their recommendations and activities in the annual Quality Improvement Program 
Evaluation. The task force is responsible for updating and approving the corporate 
wide Limited English Proficiency (LEP) Policy. 


 Analyzing the Rates of HEDIS Clinical Indicators by Race and Ethnicity: This data 
collection and analysis is to determine where there are barriers and gaps in care, and 
then provide the framework for the development and implementation of interventions 
that improve health outcomes. For example, analysis is conducted of HEDIS clinical 
rates, including an evaluation of compliance rates for the final medical record review 
samples, or the entire eligible population, as identified through administrative data.  


 The analyses in 2015 focused on the final HEDIS rates for both adult and child 
Medicaid populations, in key areas such as women’s health, child and teen health, 
management of chronic medical conditions, chronic conditions associated with 
behavioral health and psychotropic medications, as well as behavioral health 
utilization and follow-up. 


 This analysis compared the selected HEDIS rates by racial and ethnic groups to 
determine any variance in compliance using statistical significance testing.  


 Under each key area, we include a summary of the data, barriers to improvement 
and recommended interventions to specify actions that address that particular 
ethnic group. 


 For example, one such review exposed that OB/GYN providers performed 
chlamydia testing more frequently on specific racial groups. Because of that 
review, education was provided to all OB/GYNs about the importance of this 
measure, across all racial groups.  


 Grievance and Appeal Data: A key component of the CCP is to verify members receive 
health care services in an understandable and respectful manner. Complaints and 
appeals are monitored through the health plan’s appeals and grievances department to 
determine if there are trends related to cultural, ethnic and linguistic issues. This 
evaluation identifies and minimizes potential conflicts between providers and members 
and ensures there are no related barriers to care. In 2015, the appeals and grievances 
department added a complaint subcategory to track member complaints related to 
cultural and ethnic issues. 


 Data Collection Activities: Our CCP lists a number of data collection activities that 
provide the basis for the cultural competency training. This information is 
incorporated into the health plan staff and network training as components of our 
continuous quality improvement efforts.  


 Training Programs Offered for Health Plan Staff Members: A high-level review was 
performed to identify culturally competent training programs available for health plan 
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staff members. Most staff who work with members are required to take an online 
training class(there are currently 10 classes available with more scheduled).  


 Learning from the Organizational Cultural Needs Assessment: An organizational 
needs assessment of health plan representatives is conducted annually to measure 
staff’s perception of the company’s culturally appropriate recruiting and training 
efforts. We ask members of the Customer Centric Task Force to give the survey to their 
staff (over 200) and ask them to anonymously complete and submit the survey to the QI 
staff for tabulation. The results are reported at a subsequent meeting and activities to 
address the results are selected. 


 Demographic Diversity Staff Profile: We developed a demographic diversity staff 
profile and compared it to the Nevada demographic profile to validate the survey data.  


 More than 88 percent of the respondents to the cultural needs assessment agreed or 
somewhat agreed the cultural make-up of the staff reflects the cultural diversity of 
members we serve. In fact, the 2015 U.S. Census Bureau Population Estimate for 
Nevada indicated that over 70 percent of Nevadans reported as “White.” Our local 
Nevada employees reports 49 percent as White with another 44 percent indicating 
they were Hispanic, Black or African American or Asian. 


 More than 95 percent of the respondents agreed their workgroup is culturally 
diverse, and more than 96 percent of the respondents agreed the health plan 
respects its employees’ cultural diversity. 


 Languages Spoken by Members versus Languages Spoken by Staff and Providers: 
Each year, the U.S. Census Bureau publishes the American Community Survey. This 
survey gathers information on households including the language spoken at home and 
the resident’s level of confidence in speaking the English language. The survey data is 
used as a guide for us to confirm there is an adequate number of providers who can 
speak the most common languages in a particular service area.  


 CAHPS Survey: In a recent CAHPS survey, members were asked, “Is it hard to find a 
doctor who speaks your language?” and “Is it hard to find a doctor who understands 
your culture?” Positive responses of “Never” were received 90.84 and 88.93 percent of 
the time, respectively. This patient-reported data indicates that we are able to satisfy 
our members’ needs by ensuring that the network properly represents the membership 
and supports their desire to see a provider that shares their culture.  


 Evaluating Nevada Census Data: Data from the 2015 Nevada census indicate Spanish 
and Tagalog as the two most common languages in Nevada. This data will be used to 
compare against our provider network to ensure our members have access to 
practitioners that understand their language and culture.  


 In Nevada, 8.99 percent of the residents reported they “speak Spanish and speak 
English less than very well” (10 percent in Clark County and 6.9 percent in 
Washoe County). Less than 1 percent of residents claim they “speak Tagalog and 
speak English less than very well.” This assessment of the cultural and linguistic 
demographics within the Nevada population will establish the foundation for 
meeting the non-English-language capabilities when contracting with network 
providers.  


Our Cultural Competency Program receives consistently high scores from state evaluators, 
encompassing all elements of a well-developed and compliant program. 
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2. The vendor shall adhere to professional standards of medical or paramedical care and services, and 
comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance 
under the contract, including, but not limited to, non-interference with recipient/health care provider 
communications and prohibitions against factoring and accepting or paying kickbacks for services 
provided to the DHCFP recipients. 


We adhere to professional standards of medical or paramedical care and services, and comply 
with all local, state and federal statutes, rules and regulations relating to our performance 
under the contract, including, but not limited to, non-interference with member/health care 
provider communications, and prohibitions against factoring and accepting or paying 
kickbacks for services provided to the DHCFP recipients. 


3.4.3 Vendor Covered Services 
3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services 
and Coverage Limitations below. 


We comply with this requirement. We provide medically necessary services to our Nevada 
Medicaid and Nevada Check Up members through our comprehensive managed care program 
that: 


 Promotes continuity of member care and empowers members to improve their health by 
coordinating their care through a comprehensive and integrate case management 
program.  


 Includes a long-standing provider network comprising approximately 6,500 Nevada 
providers; 22 hospitals; the largest network of women’s health providers; exclusive 
contracts with two key multi-specialty practices in Las Vegas; FQHC agreements in 
place with Nevada Health Centers (NVHC), Community Health Alliance and Northern 
Nevada HOPES; and 796 contracted Nevada behavioral health providers. 


 Implements utilization management (UM) policies and procedures to review prior 
authorizations and conduct prospective review and concurrent review that confirm the 
appropriate utilization of medically necessary services in the amount, duration and 
scope necessary to achieve desired health outcomes. 


 Delivers positive outcomes in terms of cost, quality and member experience. We 
incorporate continuous accountability and quality improvement (QI) mechanisms to 
track, monitor and manage the quality and effectiveness of care. We do this through 
our integrated QI, UM and clinical case management programs that provide oversight, 
tools and provider engagement programs to continuously monitor the effectiveness of 
our continuity of care system. 


3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically 
necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and 
Attachment P ~ Essential Community Providers) which shall include, but may not be limited to, the 
following: 


A. Applied Behavior Analysis; 


B. Ambulatory Surgery Centers; 


C. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment; 


D. Case Management including care coordination for transitioning recipients to the appropriate level of 
care in a timely manner; 
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E. Certified Registered Nurse Practitioner; 


F. Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients); 


G. Community Paramedicine; 


H. Dental and Dental Related Services for emergency and palliative care that is provided in an emergent 
or urgent care setting;  


I. Disposable Medical Supplies; 


J. Durable Medical Equipment; 


K. Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


L. Emergency Transportation;  


M. End Stage Renal Disease Facilities; 


N. Family Planning Services; 


O. Hearing Aid Dispenser and Related Supplies; 


P. Home Health Agency; 


Q. Hospital Inpatient; 


R. Hospital Outpatient; 


S. Inpatient Medical Rehabilitation Center or Specialty Hospital; 


T. Intravenous Therapy (TPN); 


U. Laboratory - Pathology/Clinical; 


V. Medical Rehabilitation Center or Specialty Hospital; 


W. Mental Health Services: 


1. Inpatient Psychiatric Hospital; 


2. Mental Health Outpatient Clinic;  


3. Mental Health Rehabilitative Treatment;  


4. Psychologist; 


5. Outpatient Psychiatric;  


6. Residential Treatment Centers (RTC); 


7. Case Management; 


8. Habilitation services; and 


9. Medication Management. 


X. Methadone Treatment; 


Y. Nursing Facilities; under 45-days (see 3.2.3.11); 


Z. Nurse Anesthetist; 


AA. Certified Nurse Midwife; 


BB. Opticians/Optometrists; 


CC. Outpatient Surgery; 


DD. Personal Care Aide; 


EE. Pharmacy; 
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FF. Physician/Osteopath; 


GG. Physician’s Assistants; 


HH. Podiatrist (for EPSDT eligible recipients); 


II. Private Duty Nursing; 


JJ. Prosthetics; 


KK. Radiology and Noninvasive Diagnostic Centers; 


LL. Residential Treatment Centers; (with limitations); 


MM. Rural Health Clinics and Federally Qualified Health Centers (FQHC); 


NN. School Based Health Centers; 


OO. Special Clinics; 


PP. Swing Beds Stays, under 45 days; 


QQ. Therapy: 


1. Audiology; 


2. Occupational; 


3. Physical; 


4. Respiratory; 


5. Speech;  


6. Habilitation; and 


RR. Tobacco Cessation; 


SS. Transitional Rehabilitative Center; and 


TT. Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related 
immunosuppressant drugs. (see limitations). 


UU. Other services as defined in the Medicaid Services Manual (MSM). 


We have an adequate network of providers to deliver all medically necessary services. We have 
established written agreements with many providers throughout Nevada for our commercial, 
Medicare and Medicaid lines of business, as well as maintain strict policies and guidelines to 
appropriately and effectively monitor the network. Our network includes approximately 6,500 
Nevada providers and 22 hospitals to provide the full range of Medicaid Managed Care 
Program services for our members. Key strengths of our network include: 


 We have contracted the largest network of women’s health providers for Medicaid 
MCO members in Nevada 


 We have established exclusive contracts with two key multi-specialty practices in Las 
Vegas, who both manage quality medical/urgent care clinics at various convenient 
locations throughout the Las Vegas valley. One of these partner practices consists of 
over 350 physicians (primary care and specialty), urgent care facilities, surgery centers 
and mobile clinic services. This exclusive provider will not see Medicaid patients from 
other health plans.  


 We have FQHC agreements in place with NVHC for all locations and services it 
provides, and Community Health Alliance and Northern Nevada HOPES in Washoe 
County, which provide services to Reno. 
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 Our 796 contracted Nevada behavioral health providers will be available to serve all 
Nevada Medicaid and Check Up Program members. 


Our contracted providers deliver services spanning all required medical specialties, including 
primary and specialty care, hospital, ancillary medical service, dental, behavioral health, 
vision, transplant/tertiary, pharmacy, chiropractic and PT/OT/ST care. Of the providers 
contracted with us, 240 of these medical professionals are Obstetrics/Gynecology (OB/GYN) 
providers. If the member’s designated PCP is not a women’s-health specialist, the OB/GYN 
professional is included as an added source of care for the member.  


We require all PCPs to deliver medically necessary preventive care services, provide coverage 
24 hours a day, seven days a week, make referrals to specialty care providers, as appropriate 
and properly maintain current medical records for members. We consistently monitor 
compliance with these requirements through quarterly member and patient satisfaction 
surveys, monthly secret shopper surveys and ongoing review of complaint and grievance data. 
As a national best practice, and to make certain any issues are identified and addressed timely, 
we hold monthly Joint Operating Committee meetings with representatives from key 
contracted providers.  


We meet inpatient care needs through a robust and geographically accessible acute care 
hospital network of 22 facilities contracted in Clark and Washoe counties. 


In addition to these hospitals, in outlying or rural areas, we coordinate and facilitate the 
transfer of members needing hospital services to the nearest acute hospital. This is the 
established pattern of care in these areas and is the same level of service available to the 
general population. Members may be transported via contracted ground ambulance or air, 
based on their acuity of need. 


All network providers are required to complete our NCQA-compliant credentialing process 
before executing a contract. This rigorous credentialing process confirms that qualified health 
care professionals provide members with quality services and coordinated care. 


As shown in the following table, our extensive and comprehensive contracted Nevada 
Medicaid provider network will meet or exceed the State’s access and availability standards.  


Contracted Network Clark County* Washoe County* 


Physical Health Providers 


OB/GYN providers  181 59 


Pediatrics providers 285 55 


Family Practice Providers and Internal Medicine 947 189 


Hospitals 11 4 


Specialists 1,834 720 


Ancillary medical services 944 235 


Ambulatory surgery centers 28 9 


Laboratory 1 1 


Radiology centers 19 6 


Skilled nursing facilities 16 2 
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Collaboration with FQHCs on 
Health Care for the Homeless 
We will collaborate with contracted 
Nevada FQHCs—Northern Nevada 
HOPES, Community Health 
Alliance, and Nevada Health 
Centers—for our members who are 
homeless. Services from those 
FQHCs include street outreach, 
clinic days in shelters and access to 
additional resources to support their 
search for housing.  


Contracted Network Clark County* Washoe County* 


Urgent care centers 14 7 


Dentists 255 83 


Licensed Psychiatrists (MD) 57 44 


Licensed Psychologists (PHD, PSYD) 40 14 


Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 


Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 


Licensed Alcohol and Drug Counselors (LADC, LCADC, 
CADC, CADC-I, LADC-I) 


73 
19 


Other Master Level Counselor (LCPC, CPC, CPC-I) 36 2 


Other psychiatric prescribers (APN, DO, PA-C) 68 15 


Inpatient acute hospitals 5 2 


Methadone clinics 5 2 


* Contracted provider totals as of July 2016.  


FEDERALLY QUALIFIED HEALTH CENTERS AND RURAL HEALTH CLINICS  
We meet the requirements as stated in the Scope of 
Work and we have entered into a key contracted 
agreement with Nevada Health Centers for all of its 
locations and services. We are contracted with 
Community Health Alliance and Northern Nevada 
HOPES in Washoe County, which provide services 
to Reno. If we are not contracted with a key Nevada 
FQHC or rural health clinic (RHC), we will pay 
them at a rate equivalent to the FFS rate. 


We employ our best efforts to contract with any 
FQHC and RHC, as we try to provide a 
comprehensive network to meet the needs of our 
members. As new FQHCs and RHCs become established in the urban Clark and Washoe 
counties, we will try to secure agreements with these providers to further enhance our 
comprehensive, geographically accessible provider network. The agreements offered to these 
providers do not differ from the agreements offered to providers who offer similar services to 
our members. As required, we will provide quarterly reporting on FQHC and RHC activity to 
DHCFP. 


Because of our commitment and interest in FQHC providers, we have dedicated staff that is 
responsible for our enterprisewide relationship strategy for FQHCs. They conduct quarterly 
visits to our contracted FQHC providers in both Northern and Southern Nevada. This strategy 
includes several components, including, but not limited to: 


 A federal and state advocacy agenda to advocate for support of community health 
centers 


 Promotion of volunteerism through our company programs 
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 Grant donations to FQHCs to develop additional services in underserved areas, as well 
as facility enhancement support 


 A contracting strategy to include FQHCs in our networks 


 A relationship management strategy that provides dedicated provider advocates to 
FQHCs to support their care of our members 


 Nationally, FQHC executives meet quarterly with our company’s Medicaid executive 
leadership team to discuss growth, access, best practices and clinical strategies 


Via our encounter files, we also provide DHCFP with reports of payments and visits made to 
FQHCs or RHCs. 


ESSENTIAL COMMUNITY PROVIDERS 
We contract with all willing essential community providers in our service areas for medical, 
behavioral and dental services. For the entities that do not meet our quality standards, we 
work with the provider group and offer guidance and training, assisting them in creating a 
system of care that is appropriate. 


We have contracted with the three major FQHCs in Nevada—Nevada Health Centers 
(NVHC), Northern Nevada HOPES and Community Health Alliance—to provide primary 
care support systems for our Medicaid members.  


Contracted Essential Community Behavioral Health Providers 


FQHC Address # of Providers 


Nevada Health Centers 1799 Mount Mariah Drive, Las Vegas, NV 89106 1 provider 


Nevada Health Centers 3325 Research Way, Carson City, NV 89706 1 provider 


Nevada Health Centers 3900 Cambridge Ave #102, Las Vegas, NV 
89119 


1 provider 


Northern Nevada HOPES 580 W 5th Street, Reno, NV 89503 14 providers 


Community Health Alliance 1055 S Wells Avenue, Reno, NV 89502 4 providers 


As an example of our efforts, NVHC is now including behavioral health therapists in their 
primary care facilities. We have begun discussions with them and offered assistance during 
their expansion of services.  


In addition, NVHC may be an important link to the rural and frontier counties of Nevada 
where they have facilities. Partnerships with these facilities could be the key to reach members 
that are in need of behavioral health and substance abuse services. Many remote populations 
do not have access to internet or cellular service. A room at an NVHC located in these areas 
may allow our members to have privacy while seeking tele- or video therapy. This will not only 
benefit the individual, it also will assist NVHC and the continuum of care.  


We continually monitor and maintain diversity within our provider network to meet the ethnic 
and cultural sensitivity needs of our Medicaid population. With this review, we recruit and 
monitor our minority clinicians. Currently, our contracted behavioral health providers are 70 
percent minority, with the largest percentage being African American. 
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UNIVERSITY MEDICAL CENTER OF SOUTHERN NEVADA 
Our members have access to life-saving acute services, including trauma services that are 
available by Nevada’s only Level 1 trauma center, University Medical Center, which is an 
anchor to our contracted provider network. 


THE UNIVERSITY OF NEVADA, SCHOOL OF MEDICINE SYSTEM  
We have contracts with the University of Nevada, School of Medicine (UNSOM) to provide 
high acuity academic medical resources to our network, with its over 152 providers across a 
magnitude of both primary care and specialty type services. We are also conducting good faith 
efforts to partner with providers at Mojave Mental Health and the UNSOM system for 
behavioral health services. These groups provide outpatient behavioral health and substance 
programs that meet our quality standards. 


Provider Location Address # of Providers 


University School of Medicine 
(North) 


5190 Neil Road #215, Reno, NV 89502 14 providers 


University School of Medicine 
(South) 


6375 W Charleston Blvd #A172, Las 
Vegas, NV 89146 


1 provider 


Mojave Mental Health (North) 745 W Moana Lane #100, Reno, NV 89509 17 providers 


Mojave Mental Health (South) 6357 W Charleston Blvd, Las Vegas, NV 
89146 


14 providers 


Mojave Mental Health (South) 4000 E Charleston Blvd, Las Vegas, NV 
89146 


9 providers 


SCHOOL-BASED CLINICS 
We have contracts and we are pursuing opportunities to expand our network to confirm all the 
services needed for the membership are covered. For example, our contract with Foundation 
for Positively Kids provides our members with access to school-based clinics, which helps 
alleviate or improve gaps in care. 


AGING AND DISABILITY SERVICES DIVISION  
We will make good faith efforts to negotiate contracts with Aging and Disability Services 
Division (ADSD).  


DIVISION OF PUBLIC AND BEHAVIORAL HEALTH  
We will make good faith efforts to partner with the Division of Public and Behavioral Health 
(DPBH) providers, as we did with the “in lieu of” ruling for the Institutes for Mental Disease 
(IMDs), and create a peer program in Nevada. These groups provide outpatient behavioral 
health and substance abuse programs that meet our quality standards. These providers are 
critical care resources in rural and frontier counties of Nevada, and we have contracted with 
several of DPBH’s facilities. Partnerships with these groups will be vital to reach members 
that are in need of behavioral health or substance abuse service in rural and frontier counties. 
The following providers represent the total number of providers available in these counties. 
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Provider  Address 


Northern Nevada Adult Mental Health Services 480 Galletti Way Sparks, NV 89431 


Southern Nevada Adult Mental Health Services 6161 W Charleston 
Blvd 


Las Vegas, NV 89146 


Caliente Rural Counseling & Supportive 
Services 


100 Depot St #20 Caliente, NV 89008 


Fallon Rural Counseling & Supportive Services 151 N Main St Fallon, NV 89406 


Douglas Rural Counseling & Supportive 
Services 


1528 US Hwy 395 N Garderville, NV 89410 


Ely Rural Counseling & Supportive Services 1675 F Ave #F Ely, NV 89315 


Yerington Rural Counseling & Supportive 
Services 


215 W Bridge St #5 Yerington, NV 89048 


Pahrump Rural Counseling & Supportive 
Services 


240 S Humahuaca St Pahrump, NV 89048 


Silver Springs Rural Counseling & Supportive 
Services 


3595 Hwy 50 W 3 Silver Springs, NV 
89429 


Laughlin Behavioral Health Center 3650 S Pointe Cir 
#208 


Laughlin, NV 89029 


Mesquite Behavioral Health Center 61 N Willow St #4 Mesquite, NV 89027 


Winnemucca Rural Counseling & Supportive 
Services 


475 W. Haskell St. Winnemucca, NV 89446 


SUBSTANCE ABUSE PREVENTION AND TREATMENT AGENCY  
We currently contract with 92 outpatient providers and seven inpatient facilities, some of 
which are Type 17 Substance Abuse Prevention and Treatment Agency (SAPTA) providers in 
Southern and Northern Nevada that specialize in substance abuse and chemical dependency. 
These providers are required to complete our rigorous credentialing process prior to executing 
a contract. We credential only those providers who are clinically licensed and have achieved a 
master’s degree or higher. Non-licensed providers with a bachelor’s degree or lower are able 
to conduct group therapies and basic skills training (BST) under close guidance and 
supervision of a clinical-licensed health plan-credentialed provider, per our behavioral health 
medical director. Currently, there is no identified shortage of provider specialty in the 
geographical service areas. We pride ourselves on contracting with high-quality services while 
still meeting access and available requirements set forth by the State, NCQA and URAC. 


We conduct good faith efforts to partner with SAPTA providers. The following groups provide 
outpatient substance abuse programs that meet our quality standards. 


Provider Group Address # of Providers 


Community Counseling LV 714 E. Sahara Ave Las Vegas, NV 89104 26 providers 


Bridge Counseling 
Associates 


1640 Alta Dr. #4 Las Vegas, NV 89106 25 providers 


Bristlecone Family 
Resources 


704 Mill St Reno, NV 89502 7 providers 


Family Counseling – 
Northern Nevada 


575 E Plumb Ln Reno, NV 89502 4 providers 
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Provider Group Address # of Providers 


Quest Counseling & 
Consulting 


3500 Lakeside Ct. #101 Reno, NV 89509 6 providers 


Help of Southern NV 1640 E. Flamingo Rd. 
#100 


Las Vegas, NV 89119 2 providers 


Westcare Nevada, Inc. 5959 Duncan Dr. Las Vegas, NV 89103 29 providers 


Ridge House, Inc. 900 W. 1st ST #200 Reno, NV 89503 5 providers 


Step 2 3700 Safe Harbour Pl Reno, NV 89512 4 providers 


Adelson Clinic 3661 S. Maryland 
Pkwy. Ste. 64 


Las Vegas, NV 89169 In process 


COMMUNITY CENTERED BEHAVIORAL HEALTH CLINICS 
We partner with Community Centered Behavioral Health Clinics (CCBHC) facilities and 
support comprehensive behavioral health care offered at these locations. The Designated 
Collaborating Organizations (DCO) relationship also will be important due to their 
specializing in recovery-oriented care.  


DIVISION OF CHILD AND FAMILY SERVICES  
We will make good faith efforts to negotiate contracts with Division of Child and Family 
Services (DCFS) providers.  


COUNTY CHILD WELFARE AGENCIES 
We will make good faith efforts to negotiate contracts with County Child Welfare agencies. 


DCFS AND COUNTY CHILD WELFARE PROVIDERS 
We will make good faith efforts to negotiate contracts with DCFS and County Child Welfare 
providers. 


DISPROPORTIONATE SHARE HOSPITALS OR VARIOUS COUNTY ENTITIES 
We will make good faith efforts to negotiate contracts with Disproportionate Share Hospitals 
(DSH) or various county entities. 


3.4.4 Special Considerations 
3.4.4.1 Inpatient Hospital Services 


A. The vendor may provide services in alternative inpatient settings that are licensed by the State of 
Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These 
alternative settings must be lower cost than traditional inpatient settings. By the 15th of every month the 
vendor must report to the DHCFP the recipients who were admitted as an inpatient in an IMD for more 
than 15 days in the prior calendar month. Example: by August 15th the vendor must submit a list of 
Medicaid recipients who had an IMD inpatient stay for more than 15 days during the month of July. 


We comply with the requirement to use alternative inpatient settings when medically 
appropriate. Our approach includes the consideration of alternative care settings, such as 
partial hospitalization and intensive outpatient when appropriate, and we use Nevada-specific 
programs that alleviate inpatient capacity issues for acute behavioral health services. 
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Lower Average Length of Stay 
The average length of stay for 
Medicaid members ages 19-64 in 
the IMDs has been substantially 
lowered to 6.9 days per 1,000 
since the 2014 “In-Lieu of” Ruling. 
We estimate the savings on one 
inpatient stay is as high as 
$25,500 per member.  


We commend the steps the State has taken to open up 
alternative inpatient settings to transition members to 
readily available care. These steps include the 2014 
“in-lieu of” ruling, which amended the State Medicaid 
Plan to allow MCOs to contract with the Institutions 
for Mental Diseases (IMD) for individuals ages 19 to 
64 for alternative inpatient services at lower rates. This 
has opened up a greater number of psychiatric beds to 
improve member care and created opportunities for 
MCOs to provide member care in lower-cost, 


alternative inpatient settings. The Ruling also allows MCOs to review the care of members 
receiving inpatient services in an IMD. 


We contract with both IMD and non-IMD providers throughout Northern and Southern 
Nevada, and will contract similarly in any expansion areas. While the IMDs now represent 
alternative settings at a lower cost than traditional inpatient settings, they also bring many 
opportunities to improve continuity of care and outcomes. These acute inpatient psychiatric 
hospitals hold Joint Commission Accreditation and provide 24-hour nursing care and daily 
active treatment under the direction of a psychiatrist. The IMDs also collaborate with 
community providers to create a comprehensive array of services available to meet member 
needs upon discharge. 


By the 15th of every month, we provide a report to the DHCFP of those recipients who were 
admitted as an inpatient in an IMD for more than 15 days in the prior calendar month.  


NATIONAL EXPERIENCE  
We have a long and successful history of providing services in alternative settings when 
medically appropriate. 


Tennessee 
In Tennessee, many adults with serious 
mental illness (SMI) had historically been 
receiving long-term care (LTC) in Regional 
Mental Health Institutes (RMHIs). Our 
clinical team worked collaboratively with 
the RMHIs to identify members that could 
be served in a community if the appropriate 
setting and services were available. To 
create alternative settings, we worked with 
community providers to develop “enhanced” 
supported housing services that would allow members with significant comorbid issues to be 
served in the community. Members who were institutionalized in the RMHIs for many years 
are now able to live in the community with additional services. We have enhanced members’ 
community tenure and have decreased the cost of their services by 66 percent a day by 
developing the enhanced supported housing service with providers. Since 2007, we have 
discharged more than 150 members from sub-acute care at the RMHIs to community-based 
settings, resulting in a steady decline of the RMHI days per 1,000 members. This has allowed 


Figure 7. Our Enhanced Support Housing helped lower 
Regional Mental Health Institutes days per 1,000 in 
Tennessee.
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members to gain community tenure after years of institutionalization and receive services in a 
less restrictive, more appropriate setting. 


Washington 
In many communities, we have developed 24 hours a day, seven days a week services such as 
crisis stabilization units, recovery response centers and crisis respite. One example of this is in 
Pierce County, Washington, where our company performs as the Behavioral Health 
Organization (BHO). In Pierce County, we have improved outcomes and supported those in 
recovery by using alternative care settings; redesigning the crisis system; establishing 
collaborative agreements with law enforcement, the Aging and Disability Services 
Administration, health plans, FQHCs, CMHCs and other community service providers to 
support referrals, communications and shared care coordination responsibilities. Through 
these efforts, we helped transform the region’s crisis system into a community-based, recovery-
oriented response system integrating peer supports and a no-force approach to care. Our 
continuum of crisis services incorporate: 


 The Recovery Response Center (RRC) is staffed 24 hours a day, seven days a week. 
The RRC features a “living room” model, providing a secure and welcoming 
environment provided by 50 percent clinical and 50 percent peer support staff. Staff 
helps consumers find solutions in times of crisis, avoiding automatic hospitalization or 
involuntary detention. Overall, consumers have reported a 91 percent satisfaction rate 
with the RRC. 


 Recovery Response Line or Warm Line is a non-crisis phone service run by and for 
individuals who have been diagnosed with a behavioral health illness. This gives 
consumers someone with whom they can talk before a crisis arises. 


Prior to our company assuming management of the Pierce County BHO, the state average 
rate of inpatient days per 1,000 was 19.6. Since 2012, this inpatient rate has been 22.5 percent 
below this average—an estimated $12.8 million in cumulative savings. The monthly rate of 
involuntary admissions has declined by 32.6 percent. This reduction in involuntary admissions 
has resulted in an estimated $10.3 million savings. 


B. The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital 
destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two 
(2) days after the recipient no longer meets an acute level of care will result in the vendor reimbursing the 
acute care facility at the average skilled nursing facility (SNF) rate or the administrative day 
reimbursement rate, whichever is greater. 


Behavioral health care managers (BHCMs) (utilization review clinical staff) work with the 
inpatient psychiatric facilities utilization review department to identify the member’s socio-
economic resources at the beginning of the member’s admission. Identifying member needs at 
admission expedites the process of transitioning a member from an inpatient acute psychiatric 
level of care (LOC) to a supportive step-down environment. 


The BHCMs begin the process by coordinating available resources to include community 
support, such as peers, providers, family and caregivers, and internal resources. Additionally, 
our complex case management (CCM) staff participate in treatment planning for high-risk 
members and work with the facility discharge planners to facilitate an appropriate hospital 
discharge destination for members with comorbid conditions who do not require acute 
psychiatric inpatient care.  
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Both the BHCM and CCM staff complete the discharge transition process when the member 
has been determined to no longer meet medical necessity criteria for inpatient acute 
psychiatric care. Our behavioral health medical director in consultation with the attending 
member’s psychiatrist determines medical necessity criteria. Admission to a psychiatric 
inpatient facility must meet Nevada Medicaid Chapter 400 regulations and Mihalik for 
medical necessity for continued admission. 


We complete the coordination for discharge within two days of this determination. Inpatient 
acute care facilities are reimbursed at the average skilled nursing facility rate or the 
administrative day reimbursement rate, whichever is greater, in accordance with the 
guidelines of the DHCFP.  


We work with area acute care psychiatric contracted providers participating in our behavioral 
health network, and provide addendums to their existing contract regarding reimbursement at 
an administrative day rate, which is greater than the skilled nursing facility rate, when 
inpatient medical necessity level of care is no longer needed, and a lower level of care is 
appropriate. 


In 2015, our average length of stay (ALOS) in an acute inpatient psychiatric setting was 6.9 
days. 


3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed 
Care. 


A. The DHCFP has determined the following services are either excluded as an MCO covered benefit 
and will be covered under FFS or have current coverage limitations. The DHCFP reserves the exclusive 
right to include any of the following services as a covered benefit or modify coverage limitations at any 
time. The DHCFP will review and may adjust the capitation payment to ensure an actuarial sound rate is 
maintained and paid to the MCO at the time of the change to cover increased/decreased medical costs 
and/or expanded populations. The current exclusions and limitations are identified as follows: 


In compliance with the requirements listed in this RFP, we do not provide the excluded 
services cited in 3.4.4.2 Excluded Populations, Services and Coverage Limitations. To confirm 
compliance with these important requirements, we have programmed all of our claims and 
encounter systems to automatically exclude or limit these services from coverage. 
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1. All services provided at Indian Health Service Facilities and Tribal Clinics. 


2. All eligible Indians may access and receive covered medically necessary services at Indian Health 
Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT). Eligible Indians who are eligible as 
Nevada Title XIX or Title XXI recipients may choose to opt out of managed care. If an eligible Indian who 
is enrolled in managed care seeks covered services from IHS, the vendor must request and receive 
medical records regarding those covered services/treatments provided by IHS. If covered services are 
recommended by IHS and the recipient seeks those services through the vendor, the vendor must either 
provide the service or must document why the service is not medically necessary. The documentation 
may be reviewed by the DHCFP or other reviewers. The vendor is required to coordinate all services with 
IHS. If a Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian recipient elects to 
disenroll from the vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be reimbursed by FFS. 


3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS 
facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's 
Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule. 


We acknowledge that Native Americans are a voluntarily enrolled population that may elect to 
disenroll from managed care. For those who choose to remain enrolled in managed care, the 
overarching model for services in Native American communities must address areas that 
influence wellness, and go beyond simple medical care.  


Cultural differences magnify the challenges in obtaining appropriate health services and 
demonstrate an increased need for a model that must be uniquely adapted to fit diverse 
members’ needs. 


To provide services and systems for Native Americans that are culturally appropriate and 
culturally responsive to consumers who live on and off the reservation, we work with tribal 
communities to obtain recommendations and insight on the provision of culturally appropriate 
care and services. While we are not responsible for services provided at Indian Health Service 
facilities (IHS), we consider IHS as a PCP to authorize referred services for Native Americans 
on and off the reservation.  


We participate in Tribal consultation meetings, which include all of the tribal leaders/ 
representatives in Nevada. In these quarterly meetings, we discuss any changes or updates to 
the Medicaid program and the impact on the tribes.  


PRIOR AUTHORIZATIONS  
Routine and urgent requests for inpatient hospitalizations and higher levels of care, such as a 
scheduled procedure, out-of-home placement or additional supportive services, require prior 
authorization. An exception to this process is made for Native Americans who access care 
through IHS or Tribal Health Centers. Through our prior authorization process, we work with 
IHS to gather the necessary information to:  


 Determine medical necessity and appropriateness of care (i.e., to avoid inappropriate 
use of or duplication of services)  


 Identify members who may need intensive care management or care coordination upon 
discharge 


 Identify those who may benefit from one of our disease management programs or a 
tribal program uniquely suited to meet the member’s needs.  
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Our goal is to augment the services IHS provides to the Native American communities by 
being culturally sensitive to the concerns identified by our Native American partners. 


B. Non-Emergency Transportation (NET) 


The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The vendor and its subcontractors shall coordinate with the 
NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled recipients. The 
vendor and its subcontractors must also verify medical appointments upon request by the DHCFP or the 
NET Broker. 


We work with the State’s newly contracted NET broker to coordinate non-emergency 
transportation to medically necessary appointments on behalf of members. While we do not 
routinely provide non-emergency transportation, we help our members get to their 
appointments by arranging alternative transportation when necessary and by verifying 
medical appointments. 


For members receiving care coordination or case management, the member’s case manager 
helps arrange for non-emergency transportation. In addition, member advocates verify and 
arrange medical appointment transportation for members requested by the State. We work 
with the member or NET broker to coordinate the needed transportation to ensure members 
receive the needed services. 


For transportation issues that are not covered by the current transportation vendor, we may 
offer a value-added private transportation service. 


C. School-Based Child Health Services (SBCHS) with Limitations 


1. The DHCFP has provider contracts with several school districts to provide certain medically necessary 
covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and 
Title XXI Nevada Check Up recipients. School-Based Health Clinics are separate and distinct from 
School-Based Child Health Services. 


2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, 
school physician, special education teacher, school nurse, school counselor, parent or guardian, or social 
worker to SBCHS for an evaluation. If the child is found eligible for these services, then an Individual 
Education Plan (IEP) is developed for the child. The IEP specifies services needed for the child to meet 
his/her educational goals. A copy of the IEP will be sent to the child’s PCP within the managed health 
care plan, and maintained in the recipient’s medical record. 


3. The school districts provide, through school district employees or contract personnel, the majority of 
specified medically necessary covered services. Nevada Medicaid reimburses the school districts for 
these services in accordance with the school districts’ provider contract. The current school district 
contracts will be maintained by the State; the MCO will not contract directly with the school district.  


4. The vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation may be 
reviewed by the DHCFP or its designees. Title XIX Medicaid-eligible children are not limited to receiving 
health services through the school districts. Services may be obtained through the vendor rather than the 
school district if requested by the parent/legal guardian.  


5. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will 
ensure their delivery systems support the integration of SBCHS with Medicaid managed care services. 


In compliance with the requirements of this RFP, we do not provide School-Based Child 
Health Services (SBCHS) and do not contract directly with school districts. DHCFP directly 
pays school districts for services rendered to members. We do provide: 
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 Covered medically necessary services beyond those available through the school 
district, or document why the services are not medically necessary  


 Coordination with the school district in obtaining services for the members that are not 
covered by us or the school district  


 Delivery systems that support the integration of SBCHS with services we offer 


D. Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this 
service are not eligible for managed care. 


In compliance with the requirements of this RFP, we do not provide services through 
Intermediate Care Facilities for the Mentally Retarded (ICF/MR) because recipients requiring 
these services are not eligible for managed care. In the event that one of our members requires 
these services, our licensed social worker (LSW) collaborates with DHCFP to transition to the 
fee-for-service (FFS) program. 


E. Adult Day Health Care 


1. Recipients requiring this service are eligible for managed care. 


2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS 
pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care 
for ADHC services. The vendor must ensure that recipients who are receiving ADHC services are 
receiving all medically necessary services covered in the managed care benefit package. 


In compliance with the requirements of this RFP, we do not provide Adult Day Health Care 
(ADHC) services to members because the FFS program covers these services. We do ensure 
referral and coordination of care for ADHC services for members. In addition, our members 
requiring these services receive all medically necessary services covered in the managed care 
benefit package. 


F. Home and Community Based Waiver Services (1915(c)). 


G. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments. 


H. All PASRR and LOC are performed by the DHCFP’s fiscal agent. 


In compliance with the requirements of this RFP, we do not provide home and community-
based (HCBS) waiver services or pre-admission screening and resident review (PASRR) and 
level-of-care (LOC) assessments. We do not provide PASRR and LOC as the DHCFP’s fiscal 
agent performs these services. However, under these circumstances, we coordinate services 
with the FFS program. 


I. Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have 
been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and 
that the recipient is receiving covered medically necessary medical, mental health and mental health 
rehabilitation services. 


We confirm our ability to fully meet this requirement. We have over 20 years of experience 
coordinating care for members with seriously emotionally disturbed (SED)/serious mental 
illness (SMI) in the majority of states where we operate health plans. Our coordination of care 
includes linking members with network providers for SED/SMI evaluations to complete the 
determination process. Our continuity of care and care coordination policies require that our 
behavioral health network providers assist members with obtaining appropriate referrals for 
additional services and screening in a timely manner. The PCP must also be kept informed 
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during the course of treatment and at any time when there is a change in medication or 
diagnosis, among other requirements. Members who are assessed as having an SED/SMI 
receive case management and wraparound services to help them access and receive medically 
necessary services.  


Our network access and availability surpasses the required standards, ensuring that medically 
necessary services are available to all members. In addition, services requiring prior 
authorization and ongoing authorization are clinically reviewed by our UM staff and 
supported by our medical director to confirm that the appropriate medical, behavioral and 
behavioral health rehabilitation services are being provided to the member. 


2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a 
minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is 
fully informed of the reason why the assessment is necessary, and must obtain authorization from the 
minor recipient’s parent/guardian or from the enrolled adult or his/her personal representative to conduct 
the assessment and to release the determination to the DHCFP and/or its designee. 


Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the 
DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal representative 
designation form, is available upon request. 


We confirm our ability to meet this requirement. We use an informed consent policy that 
governs the practices of our network providers who complete SED/SMI assessments. 
Informing an individual/guardian of an assessment for SED/SMI extends beyond a written 
consent.  


As part of our subcontractor oversight, audits are performed at least on a quarterly basis. 
During these audits, we confirm whether the appropriate authorizations have been obtained. 
In Nevada, we follow the specific requirements of the DHCFP HIPAA Privacy Rule Manual 
including the definition of personal representative. 


3. The vendor and its identified subcontractors/network providers are the only entities that have the 
authority to make the SED or SMI determination for its enrolled recipients. If any entity other than the 
vendor or its identified subcontractors/network providers makes a determination on behalf of a Medicaid 
recipient who is enrolled in managed care at the time such determination is made, the determination will 
be rejected and the entity will be directed to refer the enrolled recipient to the vendor for a determination 
and services. SED or SMI determinations made by authorized entities referenced in Chapter 400 of the 
MSM will be considered valid for recipients who transition from FFS to managed care. Likewise, 
determinations made by the vendor or its identified subcontractors/network providers will be considered 
valid for recipients who transition from managed care to FFS. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding initial Medicaid 
eligibility will be considered valid for either FFS or managed care recipients. 


We comply with this requirement and the responsibility of our behavioral health vendor or 
identified subcontractor/network providers to make an SED/SMI determination on behalf of 
members enrolled in our program. Only those entities included in Chapter 400 of the MSM 
are considered valid assessors for recipients who are transitioning from managed care. 
Determinations made by the vendor or its identified subcontractors/network provider are 
considered valid for recipients who transition from FFS to managed care. 


Similarly, determinations made by the vendor or its identified subcontractors/network 
providers are considered valid for recipients who transition from managed care to FFS. If a 
non-network provider or other entity completes the determination, it is rejected and the 
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member is contacted to schedule an evaluation for the SED/SMI determination with the 
identified subcontractor/network provider. SED or SMI determinations made by appropriately 
licensed behavioral health practitioners within the 12-month period preceding initial Medicaid 
eligibility are considered valid for either FFS or managed care recipients. 


We have met similar requirements in other states where SED/SMI determinations assist states 
with planning of resources, allocation of behavioral health block grant funds and enrollment 
of members for additional benefits. 


4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP 
requirements for data collection are met. 


We comply with DHCFP’s data-collection requirements on behalf of members with a 
determination of either SED or SMI and submit the required quarterly report within 45 days 
of the end of the calendar quarter. 


5. Recipients who receive either an SED or SMI determination must be redetermined at least annually. 
For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, 
the process for these redeterminations is the same as for the initial SED or SMI determination as stated 
above. 


We confirm our ability to meet this requirement. We use a redetermination process in Nevada 
as well as in other states. To illustrate, we maintain an electronic file with annual 
redeterminations which require review 60 days prior to the redetermination due date. At this 
60-day mark, we generate and send a redetermination letter and the SED/SMI forms to the 
last assessing provider. We request that the provider notify us if the member is no longer 
under their care or the need to send the redetermination within 24 hours of assessment. 


Once returned, we review for completeness including: 


 Provider information and date of redetermination 


 Appropriate signature (signed by a member, parent, guardian or personal 
representative)  


 If applicable, verification of the individual’s authority on file (court order or 
documentation of granted authority); if it is not on file, we request a copy of the 
individual’s authority prior to proceeding  


 Completeness of form—if the form is incomplete, the provider is contacted for missing 
information 


We document this information in our care systems and enter the determination in our 
database. We fax the completed form to the Nevada Medicaid program administrator, and 
maintain a soft copy for record retention.  


If we receive no response from the provider within 30 days, we contact the provider via 
telephone to verify the member’s care. If we receive notification via provider response or 
outreach call that the member is no longer under the care of the provider, we review our 
records for a new provider authorization and/or claims data and initiate the request for the 
redetermination through the identified provider. If the record review provides no link to a new 
provider, we initiate and assist in coordinating the redetermination evaluation with an in-
network provider. 
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6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll 
from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide. 


We have reviewed the consent form for an SED/SMI evaluation, the determination 
documentation form and the disenrollment form. We will submit these forms to DHCFP or a 
designee within five working days of determination, with the exception of the disenrollment 
form, with notice pending completion and all efforts to forward it expeditiously. The 
submission of the disenrollment form includes the SED/SMI consent and determination forms 
to expedite the voluntary disenrollment process. 


In addition, we will submit a quarterly report of a members’ initial determination date by the 
45th day after the calendar quarter. The disenrollment form will be for members other than 
those who are part of the expansion population, according to Chapter 3600 of the State’s 
Medicaid Manual. Newly eligible Medicaid members (childless adults ages 19-64 and the 
expanded parent-caretaker ages 16-64) do not have an option to disenroll to FFS when they 
receive a determination of SMI. All other members who are determined to be SED or SMI will 
have the option to remain enrolled in managed care to receive the necessary health care 
services or may disenroll and return to the Medicaid FFS program; the decision is up to the 
member. Our staff and providers clearly inform members of their rights. 


J. Targeted Case Management (TCM) 


TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts. Case 
management, which differs from TCM is required from the contracted Vendors. 


Integrating medical, behavioral and social components of care, we provide case management 
to members with complex conditions to confirm they receive coordination, continuity of care 
and help accessing needed resources. The case manager identifies, monitors and evaluates the 
delivery of health services to members in both acute and non-acute settings. In compliance 
with the requirements of this RFP, we do not provide targeted case management (TCM) to our 
members.  


K. Child Welfare 


Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their guardian 
requests enrollment.  


There may be times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers is preferred as it will help 
ensure continuity of care of these recipients.  


When it is necessary for members to obtain services from non-network providers, such as 
when the member needs to see a specialist and we have no such specialist in our network, we:  


 Coordinate with out-of-network providers with respect to payment 


 Offer the opportunity to become part of our network 


 Negotiate a contract to determine the rate before services are rendered, or pay a rate 
that does not exceed the FFS rate paid by DHCFP 


We will enroll Child Welfare and Foster Care children in managed care if requested by their 
guardians. We will offer provider contracts to DCFS and County Child Welfare providers to 
ensure continuity of care for these members.  
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L. All Nursing Facility Stays Over Forty-Five (45) Days 


Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar days of a 
nursing facility admission, pursuant to the Medicaid Services Manual (MSM). The vendor is also required 
to collect any patient liability (PL) for each month a capitated payment is received. The vendor shall notify 
the DHCFP on the 46th day that the recipient is to be disenrolled. The recipient will be disenrolled from 
the MCO and the stay will be covered by FFS commencing on the 46th day of the facility stay. 


We have a robust process in place that tracks our members’ skilled nursing facility (SNF) 
admissions. We identify all Medicaid SNF transitions through day 20 via a weekly report from 
our care management system. At this time, we issue an exhaustion-of-benefit letter to the 
facility and member. FFS notification is provided to the state on the 46th day. 


M. Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 


Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a swing bed 
admission. The vendor is also required to collect any PL for each month a capitated payment is received. 
The vendor shall notify the DHCFP by the fortieth (40th) day of any swing bed stay expected to exceed 
forty-five (45) days. The recipient will be disenrolled from the MCO and the stay will be covered by FFS 
commencing on the forty-sixth (46th) day of the facility stay. 


When a member no longer meets acute care criteria for a hospital stay, LTC care hospital, or 
acute rehab, and if the member has no accepting lower LOC, he/she is discharged from the 
hospital. We issue a skilled bed-day letter to the facility, enter a code into the member’s file 
and issue the reimbursement rate at the skilled level until a transition is made. 


We notify the hospital case-management department on the first day the acute care is no 
longer required. We work with the member and his/her physician to obtain alternate 
placement. We coordinate the transition to FFS on the 46th day. 


N. Residential Treatment Center (RTC), Medicaid Recipients 


1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) 
calendar days of the admission date. Pursuant to the State of Nevada Title XIX State Plan, the vendor is 
responsible for reimbursement of all RTC charges including admission, bed day rate, and ancillary 
services until properly disenrolled from managed care. Recipients who are covered under Title XIX 
Medicaid will be disenrolled from the vendor on the first day of the next month following the RTC 
admission. Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the month 
following RTC admission. The RTC bed day rate and ancillary services will be reimbursed through FFS 
thereafter for this population. 


We refer members to residential treatment, which is a specialized treatment that occurs in a 
residential treatment center (RTC). We authorize treatment based upon medical necessity and 
follow the benefit guidelines provided within Chapter 400. Limitations are based upon benefit, 
and coverage is up to 30 days. After 30 days, the member moves over to Medicaid FFS. 
Notification to DHCFP takes place within five days of a Medicaid member’s admission into an 
RTC facility.  


RTC facilities are typically designated residential, sub-acute or intermediate care facilities, 
and may occur in care systems that provide multiple levels of care. Residential treatment is 24 
hours a day, seven days a week, and requires a minimum of one physician visit per week 
within the facility. Wilderness programs are not considered residential treatment programs. 


RTC facilities are limited in Nevada. Preferably, members stay close to home to have family 
members involved in their treatment. Unfortunately, this is not always possible and a member 
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is sent to a different area. We attempt to send the member to out-of-area facilities as close as 
possible for his/her treatment.  


NATIONAL EXPERIENCE  
We have a long history of providing services in alternative settings when medically 
appropriate. As one example, our Tennessee Medicaid program was experiencing high 
utilization of residential treatment services for children and adolescents in 2007. To divert care 
to more appropriate levels, we designed an independent evaluation process prior to admission 
to any RTC, completed by a third party that is not affiliated with the RTC. This independent 
assessment has a quick turnaround time, and is typically conducted in the child’s home. Our 
UM staff considers this assessment in addition to the information from the RTC 
recommending admission. Through this approach, we have created a sustainable 39 to 50 
percent trend reduction in RTC admissions. Rather than being admitted to an RTC, children 
and youth are often maintained in their home with appropriate supports, such as child and 
family support programs. A summary of our 2010-2015 Tennessee RTC diversion outcomes 
are shown in the following figure: 


 
Figure 8. Residential Treatment Diversion Rates 2010-2015 in our Tennessee Medicaid Program. 


2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this 
RFP. 


In compliance with the requirements of this RFP, we seamlessly transition care for members 
when the member is transitioning to FFS Medicaid through care coordination. Residential 
treatment requires authorization and the RTC notifies UM of a member’s admission. Our UM 
staff authorize care based upon medical necessity and follow the member from admission to 
transition of benefits. 


3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in 
uninterrupted managed care enrollment for this population. If this is the case, the vendor will be 
responsible only for covered medically necessary services throughout the RTC stay. 


Should the DHCFP amend the State of Nevada Title XIX State plan and require that 
recipients admitted to an RTC remain enrolled in managed care, we continue to authorize 
treatment based upon medical necessity, using the benefit guidelines identified by DHCFP and 
criteria identified in the Mihalik and MCG. 


39% 41% 42%


60% 52% 51%
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O. Residential Treatment Center (RTC), Nevada Check Up Recipients  


The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) 
calendar days of the admission date. Pursuant to the State of Nevada Title XXI State Plan, recipients who 
are covered under Nevada Check Up will remain enrolled with the vendor throughout their RTC 
admission. The vendor is responsible for reimbursement of all ancillary services [i.e., physician services, 
optometry, laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their RTC 
admission. The RTC admission and bed day rate will be covered by FFS for this population commencing 
on the first day of admission. 


We refer members to residential treatment, which is a specialized treatment that occurs in an 
RTC. We authorize treatment based upon medical necessity and follow the benefit guidelines 
provided within Chapter 400. We notify the DHCFP within five days of admission via email. 
Once notified of RTC admission, the UM staff notifies our Medicaid program manager and 
Medicaid administrative coordinator via email. They notify the DHCFP within five days of 
admission via secured email. We pay for all ancillary services provided to members at the 
RTC, and the DHCFP pays for the bed-day rate for Nevada Check Up members. These 
children remain enrolled in the managed care program throughout the RTC stay.  


RTC facilities are typically designated residential, sub-acute or intermediate care facilities, 
and may occur in care systems that provide multiple levels of care. Residential treatment is 24 
hours a day, seven days a week, and requires a minimum of one physician visit per week 
within the facility. Wilderness programs are not considered residential treatment programs. 


RTC facilities are limited in Nevada. Preferably, members stay close to home to have family 
members involved in their treatment. Unfortunately, this is not always possible and a member 
is sent to a different area. We attempt to send the member to out-of-area facilities as close as 
possible for his/her treatment.  


P. Hospice 


Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled immediately. 
Nevada Check Up recipients will not be disenrolled, however payment for Nevada Check Up hospice 
services will be carved out and FFS should be billed. 


Once admitted into hospice care, Medicaid managed care recipients are disenrolled 
immediately. Nevada Check Up recipients are not disenrolled; however, payment for Nevada 
Check Up hospice services is carved out and FFS should be billed. 


Q. Dental Services 


These include covered diagnostic, preventive or corrective services or procedures that include treatment 
of the teeth and associated structures of the oral cavity for disease, injury or impairment that may affect 
the oral or general health of the eligible Medicaid recipient up to age 21 years and eligible Nevada Check 
Up recipients up to the birth month of their 19th year; and dentures. Follow up for emergent and urgent 
dental care.  


We have 15 years of experience providing dental services to Medicaid and CHIP members. 
Covered services include diagnostic, preventive and restorative services and procedures to treat 
teeth and the oral cavity against disease, injury and impairment for eligible Medicaid members 
up to age 21 and eligible CHIP members until the month of their 19th birthday. We have a 
fully contracted and credentialed network of dentists and specialists that provide these 
services. However, we acknowledge that per Amendment #2, dental services are not included 
in this RFP. The DHCFP issues a separate RFP for Dental Benefit Administration.  
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We are responsible for covering limited emergency dental services related to emergent medical 
conditions that affect the oral cavity, facility charges and anesthesia fees, as well as adult 
dental services provided in the ER. To meet that benefit, we have an extensive provider 
network of 269 anesthesiologists and 26 ambulatory surgery centers in Southern Nevada, and 
87 anesthesiologists and 11 ambulatory surgery centers in Northern Nevada available to 
members for dental surgeries. 


R. Orthodontic Services 


Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM 
Chapter 1000. The MCO is responsible for ensuring referral and the coordination of care for orthodontic 
services, pursuant to this RFP.  


Nationwide, nearly one in four children under age 5 has cavities, according to the American 
Dental Association (ADA). One of the most common chronic conditions in childhood in the 
United States is dental caries. Cavities that go untreated can cause infection and pain that 
leads to difficulty speaking, eating and learning. Early and frequent dental care is essential to 
good health and development of children. As children and adolescents receive routine dental 
care, opportunities to identify issues early and complete appropriate orthodontic referrals 
ensures children have good dental health.  


We facilitate the referral and coordination of care for orthodontic services by providing the 
client history form to primary care dentists to ensure all recipients that are being referred to 
an orthodontist receive a copy of the completed form with their referral. The form must be 
completed by the recipient’s treating general or pediatric dentist. This form helps to establish 
that the recipient has a history of keeping appointments and complying with dental care 
treatment before requesting initial or subsequent orthodontic treatment. 


To ensure we pay for the ancillary dental services, which include but are not limited to, 
deciduous and bicuspid extractions, surgical procedures to facilitate eruption and third molar 
extractions, our dentists are educated in how to coordinate with the orthodontist to obtain the 
referral and confirm that the orthodontic treatment was approved by Hewlett Packard 
Enterprise Services (HPES). Our dental director reviews all ancillary services that are 
submitted with the HPES orthodontic authorization number to support the proposed treatment 
plan. 


3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 


Our EPSDT programs are foundational to our ability to provide children, adolescents and 
young adults with appropriate preventive, behavioral health, dental, developmental and 
specialty services. The primary goal of the EPSDT program is to prevent disease and detect 
treatable conditions early to avoid further serious health problems, and, to the maximum 
extent possible, improve the health status of Nevada’s children. Leveraging lessons learned 
from other state partners, our expanded EPSDT program works closely with providers and 
members, using outreach and incentive programs to monitor and track that screenings are 
completed at the appropriate intervals.  


Screening exams include a health history, a developmental assessment, a comprehensive 
unclothed physical examination, vision screening, hearing test, appropriate laboratory tests, 
immunizations, nutrition screen, health education (including anticipatory guidance), oral 
health assessment and other tests as needed to perform referrals for treatment. Through this 
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program, we verify that our members have a regular, ongoing source of care and receive 
recommended examinations, medically necessary treatments and provider referrals for 
appropriate follow-up.  


A. The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under 
the age of twenty-one (21) years. The screening must meet the EPSDT requirements found in the MSM 
Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 
441.50 through 441.62. The vendor must conduct all interperiodic screening on behalf of recipients, as 
defined in MSM Chapter 1500. 


We comply with Sections 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, 
and 42 CFR 441.50 through 441.62 that require EPSDT services to include outreach and 
informing, screening, tracking, diagnostic and treatment services, and all the EPSDT 
requirements found in the Nevada Medicaid Services Manual (MSM) Chapter 1500 including 
interperiodic screening.  


EPSDT PROGRAM DESIGN 
Our programs, policies and procedures address all components of an EPSDT visit as defined 
by federal regulations and Bright Futures, to include: 


 A comprehensive health and developmental history (including assessment of both 
unclothed physical and Mental Health development) 


 Appropriate immunizations (according to the schedule established by the Advisory 
Committee on Immunization Practices (ACIP) for individuals 18 years of age and 
younger and individuals 19 years of age and older; certain laboratory tests (including 
the federally required blood lead level assessment appropriate to age and risk 
screening) 


 Health education (including anticipatory guidance) 


 Measurements (including head circumference for infants and body mass index) 


 Sensory screening (vision and hearing) 


 Tuberculosis and lead risk screening 


 Oral health assessment and dental visits as required 


 Sexually Transmitted Infection/Human Immunodeficiency Virus STI/HIV screening 


Our successful EPSDT programs nationwide are evidence of our deep understanding of 
pediatric preventive health care, and the education and outreach needed to support these 
important services. We base our EPSDT programs upon the American Academy of Pediatrics’ 
(AAP) recommendations for preventive pediatric health care. We then tailor each state’s 
program to meet the needs and recommendations of the state. In Nevada, the Nevada Healthy 
Kids Program standards guide the design of our EPSDT program. We currently support CMS 
EPSDT program requirements and additional state-specific requirements in all of the 
Medicaid markets we serve. This includes full compliance with all required outreach and 
reporting activities and incorporation of EPSDT into our quality program and quality 
improvement activities.  


CONNECTING WITH NEVADA MEMBERS FOR EPSDT 
As part of our approach to EPSDT, we have a member and family feedback loop that includes 
multilingual member telephone outreach and welcome calls, strategically timed EPSDT 
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We Educate Members in the 
Importance of Pediatric Care 


In 2014, we mailed more than 1.4 
million educational letters, 
postcards and newsletters related 
to the importance of pediatric 
preventive care, state-specific or 
federal periodicity schedules, or 
more specific elements of EPSDT 
such as immunizations, lead 
screening or dental care.  


message campaigns, member surveys and family engagement to assess parent understanding 
of periodicity benefits. This includes customized member materials and engagement strategies 
based upon identified member cultural needs (e.g., Spanish) and gaps in care identified 
through our quality-reporting tool.  


Our plans to confirm the completion of health screenings 
and preventive visits in accordance with Nevada Health 
Kids Program/Bright Futures/AAP periodicity schedule 
includes:  


 Member education and outreach, such as 
newsletters, articles, brochures, community health 
fairs, clinic days and relationships with school and 
other community-based organizations 


 Provider education and outreach, such as provider 
newsletters, our Provider Summary Guide and working closely with the agencies under 
contract to DHCFP 


 Identification of members who are due for preventive care and periodic screenings 
through our quality-reporting tool, which determines compliance by the State’s age-
specific periodicity table and receipt of claims data and procedure codes billed 


 Targeted member and provider outreach, such as brochures, postcards, telephonic 
outreach, birthday cards and member incentives 


 Ongoing monitoring and evaluation strategies, including the implementation of 
interventions as indicated for continued quality improvement, measurement of various 
indicators of performance such as EPSDT compliance and HEDIS Well-Child rates 
and benchmarking tools 


MISSISSIPPI: A SNAPSHOT OF EPSDT SCREENING SUCCESS  
As part of our approach to EPSDT compliance, we use successful strategies from other states 
that have resulted in increased access and parental engagement for EPSDT services. For 
example, when we took over the Mississippi health plan, EPSDT compliance rates were 
extremely low (23 percent). 
Our intensified efforts 
during the following two 
years resulted in compliance 
rates that reached 85 
percent, as shown in the 
graph below.  


The individual components 
of our compliance with the 
Care for Kids Program are 
described in further detail in 
Section 3.4.4.3.E. 


Figure 9. Mississippi EPSDT Compliance Rates 2012-2014. 
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B. Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or 
interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the 
service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the vendor is responsible for 
reimbursement of all medically necessary services under EPSDT whether or not the service is in the 
Medicaid State Plan. The vendor is responsible for the oral examination component of the EPSDT 
physical exam and referral to a dental provider, as per the dental periodicity schedule or when medically 
necessary. The vendor is responsible for the coordination of care in order to ensure all medically 
necessary coverage is being provided under EPSDT. The services which need to be provided through the 
vendor include, but are not limited to, the following in accordance with 1905(r) of the Social Security Act 
and the MSM Chapter 1500: 


We provide medically necessary diagnostic and treatment services in an EPSDT periodic or 
interperiodic screenings of our members under the age of 21 as defined in 42 U.S.C. § 1396 
d(a) and all medically necessary services under EPSDT whether or not the services are in the 
Medicaid State Plan for Title XIX members. The age-appropriate screening components 
include a comprehensive health and developmental/behavioral health history, 
developmental/behavioral assessment, comprehensive unclothed physical exam, appropriate 
immunizations, age-appropriate laboratory procedures, health education, vision screening, 
hearing screening and dental screening as per the dental periodicity schedule.  


Our health screenings and preventive visits are in accordance with the Healthy Kids Program 
periodicity schedule, and we maintain comprehensive written policies and procedures for 
reminders, follow-up, and outreach related to the full range of EPSDT services. Our policies 
ensure that we provide the full range of EPSDT services for children, in compliance with the 
Nevada Healthy Kids periodicity schedule, and including, at a minimum: 


 Vision services, including diagnosis and treatment for defects in vision, such as 
eyeglasses 


 Dental services, including relief of pain and infections, restoration of teeth and 
maintenance of dental health, at as early an age as necessary; emergency dental 
services, such as those services necessary to control bleeding, relieve pain and 
eliminate acute infection, etc., and annual dental preventive exams 


 Hearing services, including diagnosis and treatment for defects in hearing, such as 
hearing aids 


 Developmental assessment, including structured tests and instruments administered by 
the professional after potential problems have been identified by the screening process 
and a member has been referred for follow-up 


 Diagnosis, treatment and follow-up for lead toxicity as directed by the child’s physician  


 Other necessary health care diagnostic services, treatment and other measures to 
correct or ameliorate defects, and physical and mental illnesses and conditions 
discovered by the screening services 


HELPING MEMBERS USE EPSDT EFFECTIVELY 
We help members and their parents or guardians engage EPSDT resources effectively 
through reminders for periodic visits. The EPSDT coordinator and the member services 
advocate coordinate EPSDT screening and follow-up appointments for those members who 
are experiencing access to care or other barriers when scheduling care.  
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Our EPSDT process identifies and informs members to encourage adherence to appointment 
time frames and provides timely appointment reminders, scheduling assistance and follow-up 
with the parents or guardians of members who miss scheduled EPSDT appointments or who 
miss appointments with specialists that are the result of a referral for problems identified 
through the preventive screening. For example, we:  


 Inform newly enrolled families with children eligible for EPSDT services about the 
benefits within 30 calendar days of enrollment, using new member welcome packets, 
welcome calls and our health risk assessment processes, and then providing follow-up 
assistance so members receive an initial health and screening visit within 90 calendar 
days of enrollment. 


 Inform pregnant women that EPSDT services are available to them and are 
recommended. This includes informing them of a newborn check within 24 hours of 
delivery and offering assistance in scheduling follow-up preventive health checkups. 
We also encourage the importance of the completion of postpartum checkup. 


 Offer interperiodic screening visits that occur between the complete periodic visits and 
are medically necessary to determine the existence of suspected physical or mental 
illnesses or conditions including, at a minimum, vision and hearing services. If 
warranted, assign a care manager to a member when the results of the initial health 
screen are completed. 


 Provide care management services to children when needed, especially those with 
special health care needs. For complex cases involving multiple medical interventions, 
social services or both, a multidisciplinary clinical team will review and develop the 
plan of care for Children with Special Health Care Needs (CSHCN). 


 Monitor and increase referrals to oral health professionals, including adherence to 
annual dental examinations based upon established clinical practice guidelines by the 
American Academy of Pediatric Dentistry’s periodicity schedule. 


 Collaborate with the schools, clinics and other community organizations that provide 
Healthy Kids EPSDT related services to children in Nevada. 


 Contract with continuing care, pediatric and family practice providers whose practices 
are based upon established standards of clinical care. 


 Confirm assessment and coordination of care for children receiving services from 
programs such as Nevada Early Intervention Services (NEIS), School-Based Health 
Services (SBHS) and the Division of Child and Family Services are considered 
CSHCN.  


 Support providers in ongoing maintenance of each child’s age-appropriate, 
comprehensive health and development history that includes physician and mental 
health assessments along with counseling and anticipatory guidance and risk factor 
reduction interventions. 


 Have an EPSDT referral process in place to refer children to specialists as needed. 
This includes specialty referrals for children with special needs. 


COORDINATED CARE FOR CHILDREN WITH SPECIAL HEALTH CARE NEEDS 
We provide comprehensive, coordinated services to address the varied and complex needs of 
children and youth with special health care needs using a family-centered approach to care. A 
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multitude of factors—not simply the chronicity of their condition or diagnoses—can affect the 
needs of children and youth with special health care needs (CYSHCN). This can include the 
impact of their needs on siblings and their family unit, the need for community supports and 
the provider’s ability to understand the child’s special needs and how that affects his/her 
ability to thrive—including “soft” needs such as education and social engagement with peers.  


Today we serve CYSHCN including those with complex chronic medical and behavioral 
health conditions; children with intellectual and developmental disabilities; those diagnosed 
as seriously emotionally disturbed (SED); and children and youth with medically complex 
needs. In working with this extraordinary group of children and their families, we 
acknowledge and understand that they know themselves or their child best and we strive to 
enhance their experience of care by making engagement with the health care system less 
complicated.  


We provide holistic support for the child and can provide reassurance to the family, siblings 
and caregivers that the child’s needs are understood, coordinated and addressed. It supports 
and engages the child and the family to address comprehensive care for complex needs. In 
addition, our model:  


 Respects and Honors Differences: The collaborative relationship among the 
coordinator, the member and the member’s family is marked by respect for diversity, 
cultural and linguistic traditions and care preferences 


 Encourages Partnership and Collaboration: A family-centered approach to decision 
making that best fits the needs, strengths, values and abilities of the member are made 
together by involved parties, including the child/youth at the level they choose 


 Provides Sharing of Information: Complete and unbiased information sharing among 
the coordinator, health care practitioner, member and family in ways that are 
affirming and useful 


 Acknowledges Flexible Treatment Outcomes: The desired outcomes of the care 
treatment plan are flexible and not absolute 


 Respects Care in the Context of Family and Community: Care and decision making 
reflect the member within the context of his/her family, home, school, daily activities 
and quality of life in the community 


 Promotes Person-Centered Decision Making: Our approach relies upon discovering 
the member’s gifts, skills and capacities, and listening to what is really important to the 
person 


 Empowers the Individual: Helps members increase their self-determination and 
improve their independence by enabling each member to direct services and supports in 
a personalized way 


THE CRITICAL IMPORTANCE OF EARLY CHILDHOOD INTERVENTION 
Based upon our experience supporting the delivery of early intervention (ECI) services in five 
states, we understand the importance of identifying children that may be experiencing a 
developmental delay and working with the service provider and the family to ensure the child 
receives the services he/she needs. Members and families can find the health care system 
challenging to navigate, and can struggle with connecting with the services they need because 
of many barriers. We assess a member’s strengths and limitations, their perception of 
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functioning, resources and services available to meet their needs, and their caregivers’ 
abilities; this allows us to ensure that members receive the right care at the right time and at 
the right place, on their terms. Understanding the importance of early intervention, we focus 
on: 


 Identifying children who may benefit from ECI services (e.g., children under age 3 
with diagnoses that may indicate the child has a disability or developmental delay) 
using several methods, such as enrollment data, health risk assessments, predictive 
modeling and referrals 


 Conducting outreach to community resources, providers and parents to educate them 
about the availability of ECI services and encourage referrals 


 Providing outreach and maintaining connections with those members identified at 
highest risk for dropping out of the health care system 


 Helping parents access ECI services 


 Facilitating timely referrals, authorization and implementation of necessary supportive 
care and services 


 Assisting members in understanding their health conditions and triggers, as well as 
providing critical feedback to care managers on concerns or signs of relapse or de-
compensation 


 Engaging members to improve timely use of medical and behavioral health services 
and better compliance with treatment or health promotion instructions 


 Facilitating education and information about health and wellness in appropriate 
cultural and linguistic approaches tailored to member needs 


 Establishing a strong network of resources to deliver ECI services to meet families’ 
needs and provide an adequate number of providers within a reasonable distance of the 
member’s home 


HOLISTIC EPSDT FOLLOW-UP CARE 
For those members identified for follow-up care from an EPSDT screen, whether medical, 
behavioral health, dental or socially related need, we assist members by proactively reaching 
out to the member and working directly with the network providers or community-based 
organizations, as needed, to verify that appointments are available and the member 
understands the referral process. Our maternal and child health integrated teams include an 
EPSDT coordinator, member advocate, provider advocates and staff members from other 
departments who work together to support members in scheduling and attending needed 
EPSDT screenings, and the associated follow-up appointments.  


Our EPSDT coordinator and member advocate work with the member to determine if the 
member has scheduled a follow-up appointment with the appropriate provider. If not, the 
EPSDT coordinator will work directly with the member and the associated provider to 
schedule the appointment. As members of the maternal and child health integrated teams, the 
EPSDT coordinator and member advocate have access to resources such as non-emergent 
transportation and community supports that will support the member as he/she receives care 
from other providers to address medical conditions identified in the EPSDT screen. 
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To verify that providers are meeting access standards to facilitate member compliance, 
provider advocates also work with the providers in a specific territory. The provider advocates 
regularly meet with providers to determine contractual compliance including, but not limited 
to, medical records, appointment availability, physical environment, appointment wait times, 
advance directives and service delivery documentation. Staff from other departments, as 
members of the maternal and child health integrated teams, may accompany the provider 
advocates on on-site visits to provide specific information and education to the provider. They 
also help address any issues or concerns providers may have about billing or authorizations. 
We also work with select provider groups to implement telemedicine to increase access, 
particularly in rural areas where time away from services may require missed education or 
employment, or where the necessary specialty provider may not be available. 


C. EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check 
Up recipients) are basically one and the same and are billed using the same codes with the same 
reimbursement. The vendors are not required to pay for any treatments outside of the Title XXI state plan 
for Nevada Check Up recipients. 


We confirm that coverage is provided for all EPSDT services described in this question (1 
through 9), including providing coordination of care, to demonstrate timely and appropriate 
referral and follow-up. Specific examples include the allowance for direct referral with no 
prior authorization for diagnostic exams such as vision, dental and hearing services and other 
necessary health care. 


Through our quality program, we tailor each state’s program to meet the needs, 
recommendations and requirements of the state. Our EPSDT program in Nevada supports the 
Healthy Kids periodicity schedule and the AAP recommendations for preventive pediatric 
health care. It also supports CMS EPSDT program requirements. Our periodic health 
screening assessment includes, at a minimum, all the elements outlined in Section 3.4.3.4.C. 


We include information on these services in the member handbook. It is available to all 
Nevada members in relevant languages including English and Spanish, and written at no 
higher than an eighth-grade reading level. Members also have access to our member services 
phone number, our 24-hour nurse advice line or our on-site, in-person concierge service for 
free, oral interpretation services. 


1. Screening services which include a comprehensive health and developmental history (including 
assessment of both physical and mental health development); 


The Nevada Medicaid Summary of Benefit document shows coverage of EPSDT services as 
stated below. The benefits summary indicates that these services are limited to Medicaid-
eligible individuals under age 21. These visits are offered to help members stay healthy, 
provide required shots and to catch and treat health problems early. The Well-Child and 
Adolescent Well-Care Checkup schedule screening periodicity includes: 


 Within two weeks of birth 


 At age one month 


 At age two months 


 At age four months 


 At age six months 


 At age nine months 


 At age 12 months 


 At age 18 months 


 At age 24 months 


 Once a year thereafter 
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2. A comprehensive, unclothed physical exam;  


 We perform a comprehensive unclothed physical examination in addition to: 


 Comprehensive health and developmental history (including assessment of physical 
and mental health) 


 Age-appropriate immunizations 


 Laboratory tests, including but not limited to: 


 Hematocrit and hemoglobin 


 Urinalysis 


 Tuberculosis skin test, PKU tests 


 Sickle-cell anemia test for African American children 


 Blood lead tests at 12 and 24 months 


 Health education 


 Vision services 


 Dental services 


 Hearing services 


3. Age-appropriate immunizations (according to current American Committee on Immunization Practices 
– ACIP - schedule); 


 We administer age-appropriate immunizations according to the Advisory Committee on 
Immunization Practices and Centers for Disease Control and Prevention recommendations. 


4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by 
current federal requirements);  


Yes, as confirmed in this response. 


5. Health education; 


Yes, as confirmed in this response. 


6. Vision services;  


Yes, as confirmed in this response. 


7. Dental services referrals;  


We provide the following dental benefits to members under the age of 21:  


 Diagnostic and preventive services 


 Annual comprehensive oral exam 


 X-rays 


 Cleaning and fluoride treatment every six months (twice every six months for high-risk 
members) with eruption of first tooth 


 One sealant treatment per permanent tooth 


 Space maintenance therapy 


8. Hearing services; and  


Yes, as confirmed in this response. 
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9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 
1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and 
conditions discovered by the screening services, whether or not such services are covered under the 
State Medicaid Plan.  


We provide other necessary health care as described in the following table.  


Our priority is the improved health of our members. We will expand access to EPSDT services 
using telemedicine and in some cases, non-emergent transportation. Our approach to EPSDT 
screening has proven successful in collaborating with our other Medicaid state partners. For 
example, our proposed approach to improving EPSDT screenings for our MississippiCAN 
members increased the Well-Child participation rate to 85 percent. 


EPSDT - Other Necessary Health Care Services 


Other necessary health care, diagnostic services, treatment, and other measures described in 
Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental 
illnesses and conditions discovered by the screening services, whether or not such services are 
covered under the State Medicaid Plan. 


Clinical trials Phases 3 and 4 clinical trials that meet certain criteria (only members 
under age 21 are covered) 


 This coverage excludes those services not considered medically 
necessary, are unsafe or the member carries pregnancy benefits only 


Cosmetic surgery Medically necessary cosmetic surgery includes: 


 Birth defects in newborns 


 Physical function after an injury 


 Breast reconstructive surgery begun within three years following a 
mastectomy (breast removal or partial removal) 


 Any other cosmetic surgery mandated by Nevada Medicaid 


Assessment, diagnosis, 
testing 


Assessment, diagnosis, testing, basic medical and therapeutic 
services, crisis intervention, partial inpatient and outpatient 
hospitalizations, medication management and case management 


Vision care Ocular care for members under age 21 include: 


 Refractive exam and prescription by an ophthalmologist or 
optometrist once every 12 months 


 Purchase of eyeglasses once every 12 months with an exception for 
eyeglasses with a change in the refractive status that must exceed 
plus or minus 0.5 diopter or 10 degrees in axis deviation 


 Repairs and replacement for damaged, lost or stolen eyeglasses 
through EPSDT benefit 


 Lenses and frames 


Orthotics Orthotics—appliances necessary for straightening or correction of a 
deformity including, but not limited to: 


 Braces, orthopedic shoes, elastic stockings, back support or corsets, 
splints, cervical collars or burn garments 


Organ transplants Organ transplants for any medically necessary, non-experimental organ 
transplant for members under age 21 


Personal care services Personal care aide services for assistance with ADLs and IADLs to 
include homemaker services as medically necessary for members 
without a legally responsible adult who is available and capable of 
providing care 
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EPSDT - Other Necessary Health Care Services 


Private duty nursing Private duty nursing for: 


 Members needing both a medical device to compensate for loss of a 
vital bodily function and substantial ongoing skilled nursing care to 
maintain members at home 


 Coverage when a legally responsible caregiver is unavailable or 
incapable of providing care and where the care requires the skills of 
an RN or licensed practical nurse such as ventilator care, 
tracheotomy care, TPN, peritoneal dialysis, g-tube or NG-tube 
feedings 


Podiatry Podiatry includes treatment for those under age 21 if referred through 
EPSDT 


Pharmacy Pharmacy including family planning and Synagis injections for 
members under age 2 with chronic lung disease or premature infants 


Behavioral Health 


Inpatient behavioral 
health 


Inpatient mental health services for members under 21 with an acute, 
identifiable psychiatric disorder, for which periodic or intermittent 
treatment is needed as identified in the DSM-5 


Outpatient behavioral 
health 


Outpatient mental health services for outpatient psychiatric or 
psychological counseling for individual, group and family therapy: 


 Limited to one hour or session based upon medical necessity 


 No limit on office or clinic visits provided by psychiatrist or APN in 
freestanding practice 


Behavioral health 
/crisis interventions 
and targeted CM 


Additional outpatient mental health services include: 


 Mental health therapeutic interventions, including crisis interventions 


 Partial hospitalization 


 Intensive outpatient medication management and training 


 Targeted case management services 


Inpatient SUD Inpatient alcohol or substance abuse detoxification and treatment 
services for: 


 Members under age 21 in freestanding psychiatric or substance 
abuse facilities 


 Members in a substance abuse unit of a general hospital for up to 
five hospital days for detoxification with unlimited lifetime admission, 
and up to 21 hospital days for substance abuse treatment with 
unlimited lifetime admission services until age 21 


Outpatient SUD Outpatient alcohol and substance abuse services include: 


 Office or clinic visits provided by psychiatrist, psychologist or APN 
with no limitations 


 Psychiatric or psychological evaluations once at the onset of illness 


 Individual one-hour sessions, two-hour group sessions and family 
therapy sessions  


SED/SMI rehabilitative 
services  


Rehabilitative services for members deemed SED/SMI, for basic skills 
training with limitations and for assertive community training and case 
management 
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EPSDT Member Education and 
Outreach is Our Top Priority 


In 2014, we made more than 1.8 
million calls to the parents or 
guardians of our Medicaid members 
due for EPSDT services nationwide, 
with an additional 114,000 calls 
related specifically to pediatric 
immunizations and lead screening. 


EPSDT - Other Necessary Health Care Services 


Residential treatment Residential treatment center for: 


 Medical services for Nevada Check Up members only 


 Ancillary medical services for Medicaid members only plus the bed-
day rate for the first month of admission 


D. The vendor is not required to provide any items or services determined to be unsafe or ineffective, or 
which are considered experimental. However, as long as there are peer reviewed studies showing the 
treatment to be effective in the case, this provides the basis for approval as non-experimental. 
Appropriate limits may be placed on EPSDT services based on medical necessity.  


We have established processes in place for reviewing services for which a protocol does not 
exist. All clinical reviews begin by reviewing the Medicaid manual to confirm the service as a 
covered benefit. The clinical review process continues by searching for applicable protocols. If 
no protocol exists, the reviewer performs a new tech review by sending the requested service to 
a corporate team responsible for reviewing all available research articles. If the article 
demonstrates that the service is safe and effective, we approve the service. We do not approve 
the service if the article does not demonstrate the service is safe and effective or superior to 
current therapy. The provider receives a verbal and written notice of our decision. The 
member receives a written notification. 


In addition to the corporate review process, we accept articles directly from providers seeking 
coverage of new medical therapy. The Policy Review Committee reviews the articles, chaired 
by the chief medical director, and the Corporate Medical Affairs Committee reviews it. We also 
consult board-certified specialists to review evidence for new medical therapy requests. We 
update protocols based upon the review and we inform the provider of their decision. 


E. The vendor is required to provide information and perform outreach activities to eligible enrolled 
children for EPSDT services. These efforts may be reviewed and audited by the DHCFP or its designee. 
Refer to the MSM, federal documents cited in this Section, and Information Requirements of this RFP 


Our EPSDT program targets three aspects of the health 
care system for assessment, support and education: 
members, participating providers and systems 
monitoring through which we deliver care and service. 
We capture these components in our quality 
improvement plan and reinforce them in supporting 
policies and procedures, such as: 


 Assessment: Our EPSDT approach includes 
systematic monitoring of performance on 
EPSDT services and other aspects of pediatric 
preventive health, such as lead screenings and dental examinations. Our maternal and 
child health integrated teams, including our EPSDT coordinator, will review this data 
and deploy programs and supports to address gaps. Our integrated teams include staff 
that bring diverse expertise and represent operational areas. Each team is community-
focused and data-driven, sharing accountability for the quality outcomes of specific 
portions of our membership and the providers that render their care. These teams will 
leverage a variety of tools to verify compliance with DHCFP’s EPSDT periodicity 
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schedule, particularly focusing on completion of EPSDT exams, missed appointments 
and referral appointments. 


 Support: We focus our program activities on our PCPs and continuing care providers, 
including assuring compliance with EPSDT contractual requirements, ongoing 
education and support, and sharing of performance data.  


 Education: We perform EPSDT education and outreach to our members and their 
parents or guardians with the aim to improve their understanding of the EPSDT 
benefit available to them and to assist in accessing pediatric preventive care services. 
Given the cultural and linguistic diversity of Medicaid and Check Up beneficiaries in 
Nevada, our approach includes routine evaluations of our member outreach programs 
so that we are continually adapting our methods to the unique needs of the population 
and sub-populations.  


PERFORMING EPSDT OUTREACH TO ENROLL CHILDREN IN NEVADA 
To improve compliance with the EPSDT screening, we first identify members who are due, or 
who are overdue, for services. We identify member EPSDT gaps in care, by provider, with our 
EPSDT Compliance report, based upon claims payment for visits compared to the required 
periodicity schedule. This report is available on the provider website, and it is accessible to all 
registered providers. Our integrated teams also use the report to improve our EPSDT and 
pediatric preventive health rates in alignment with our continuous quality improvement (CQI) 
goals. They use this data to meet with providers and proactively address any barriers to care 
that might affect the member’s ability to gain timely access to the EPSDT screenings and 
comply with the periodicity schedule.  


Providers may log in to our secure provider portal, to access the EPSDT report listing all of 
their members and their compliance with the EPSDT screening schedule. Our network 
providers are able to list individual members or all of the members treated in their practice.  


MEMBER COMMUNICATION THAT DRIVES EPSDT COMPLIANCE 
We use several methods and communication channels to educate members and families 
enrolled in the Nevada Medicaid and Nevada Check Up Programs about the EPSDT benefit 
for children younger than age 21 and the importance of following the periodicity and 
immunization schedule, in accordance with Nevada Medicaid Service Manual Chapter 1500.  


At a minimum, our member outreach initiatives emphasize the importance of preventive care; 
give information on the Healthy Kids periodicity schedule and the depth and breadth of 
services; help parents and guardians understand how and where to access services, including 
necessary transportation and scheduling assistance; and a statement that services are provided 
without cost.  


Consistent with our commitment to improve the health literacy of our members, written 
materials are always offered in relevant languages including English and Spanish, at an 
eighth grade or lower reading level. Members also have access to our member services phone 
number, our 24-hour nurse advice line or our on-site concierge service for free, oral 
interpretation services. 


 Welcome Kit and Member Handbook: Education begins with the new members’ 
welcome kit. The Member Handbook is a valuable resource providing information on 
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EPSDT, well-child checkups, emergency and urgent care, covered/non-covered 
services, and a summary of benefits, language and cultural help. New members also 
receive welcome calls from our member advocates within 30 days of enrollment to 
enable them to provide information and education to members on how to access 
services, and allow members to ask any questions they may have about obtaining 
services.  


The Primary Care Physician/Hospital/Mental Health Provider Directory, also included 
in the new member welcome kit, encourages regular checkups, screenings and 
immunizations, in addition to providing members and their families with a list of 
participating PCPs, hospitals and mental health/substance abuse providers.  


 Educational Mailings: We provide education through routine educational mailings 
using a set of targeted, age- and gender-appropriate member health education and 
prevention reminder mailers. In 2014, we mailed more than 1.4 million educational 
letters, postcards and newsletters related to the importance of pediatric preventive care, 
state-specific or federal periodicity schedules or more specific elements of EPSDT, 
such as immunizations, lead screening or dental care.  


 Member Website: Our website is an additional resource for members and their 
families, providing assistance in accessing services by providing benefits information 
and online provider directories. We design all member materials, including those 
posted online, to meet the unique needs and challenges of our members, including 
appropriate reading levels, multiple language offerings and culturally appropriate 
materials.  


 Member Advocates: Our knowledgeable, experienced Nevada-based member advocates 
are key participants in our member outreach and education about EPSDT screenings 
as they answer our members’ non-clinical questions efficiently and accurately. Our 
member advocates are trained on Nevada benefits and priorities for the unique 
population they serve, and our frequent reinforcement of that training keeps those 
objectives top-of-mind for every member advocate. For example, since our member 
advocates know that achieving compliance in EPSDT screenings is a primary goal, in 
each interaction with the member, they verify that the member has a PCP, and that the 
member has seen his/her PCP to receive all preventive care, including EPSDT 
screenings and immunizations. Our member advocates can schedule member 
appointments with the pediatrician or PCPs, while the parent or guardian is on the 
phone.  


 Community and Provider Partnerships: In collaboration with our Nevada community 
outreach team, including an EPSDT coordinator, we work with participating providers 
and community-based organizations to hold clinic days and health events to educate 
members about EPSDT services.  


 Telephonic Outreach: We use internal departments such as our outbound call team 
and proven external vendors to conduct outbound calling programs that include live or 
automated preventive health calls to educate new and existing members identified as 
needing recommended services.  


 Incentives: Our member incentive programs encourage members to access appropriate 
care, to reward for healthy behaviors (e.g., completion of EPSDT visits) and to appeal 
to both the member and his/her caregivers. We design incentives to be meaningful and 
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flexible—providing the member with a range of engagement levels—to encourage 
participation.  


IOWA: IMPROVED UNDERSTANDING OF PREVENTIVE HEALTH VISITS 
As an example of both our continuous quality improvement process in action and our use of 
member incentives related to EPSDT and pediatric preventive care, we conducted a quality 
improvement study in Iowa. We identified that our performance rates for adolescent 
preventive care declined from 53 percent compliance in 2012 to 51 percent compliance in 
2013. Although not statistically significant, the decline was cause for concern given the 
programs we have deployed that target this measure.  


Preventive Health Study Objectives 
After reviewing our results, our team decided we needed to better understand what motivates 
our adolescent members and their parents or guardians to access preventive care. Therefore, 
the stated objectives of our study were: 


 Understand why enrolled teen members do or do not use their coverage 


 Determine whether incentives might prompt them to access care 


 How to encourage adolescent well-care visits and immunizations  


To conduct a root cause analysis, we selected Essman/Research to conduct a phone survey 
and the vendor Periscope to analyze the qualitative findings. Our target was the parents or 
guardians of teen members, ages 13 to 18, across Iowa. Between Apr. 14 and Apr. 21, 2014, 
150 telephone surveys were completed. We balanced the participants’ demographics to include 
equal representation by male and female teens, rural and urban residents, and teens across 
the identified age group. 


Key Findings on Adolescent Preventive Health 
We identified the following key findings through analysis of the surveyed members’ responses 
to our questions as well verbatim feedback:  


 Teens go to the doctor when there is an acute reason, such as a short-term illness (27 
percent), an emergent care need (9 percent) or for management of an ongoing chronic 
condition (6 percent) 


 Incentives alone are not enough to prompt an adolescent well-care visit: 50 percent of 
respondents said an incentive would not encourage their teen to attend an 
appointment, and another 12 percent of respondents did not know if it would have an 
effect 


 Ninety percent of the parents/guardians are aware that our Iowa plan covers 
adolescent well-care visits but were unaware that the sports physicals that are 
completed for their teen do not meet the clinical practice guidelines for a full 
preventive care exam 


We also reviewed each of our interventions deployed in 2013 and their timing during the 2013 
calendar year. These interventions included a teen incentive mailing, which did not seem to be 
effective as we had sent 2,236 mailings offering the incentive and as of Dec. 31, 2013, we had 
received only 77 responses. Based upon the findings, we changed the timing of our member 
incentive mailing to May 2014 with the anticipation that it will increase response rates 
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because this is a time in which children are out of school and have more availability for 
adolescent preventive exams.  


The findings regarding utilization of primary care for acute illnesses reinforced the need to 
educate providers to conduct both a sick visit and an adolescent preventive health exam on the 
same day. To meet this need, we developed an incentive program for provider office staff to 
enhance the awareness of the member incentive program and maximize results.  


With these adjustments, our interim rates for 2015 already indicate an improvement to 53 
percent, exceeding our 2012 and 2013 rates, and we anticipate the rate to climb as our data 
collection and analysis continues.  


OUTREACH STRATEGIES THAT SUPPORT NEVADA PROVIDERS 
For providers, we strive to be a most trusted partner in facilitating quality care. Examples of 
ways we support participating providers rendering appropriate care according to EPSDT 
clinical guidelines and periodicity schedules are: 


Monthly EPSDT Performance Reporting 
To address opportunities to complete preventive health services proactively, participating PCPs 
receive monthly aggregate performance reports and a list of members under their care who 
are due or overdue for EPSDT services based upon the Bright Futures and/or state-specific 
periodicity schedules. We distribute reports to providers showing their performance regarding 
immunizations, highlighting members who may need outreach to complete needed 
immunizations or to establish a catch-up schedule per Advisory Committee on Immunization 
Practices (ACIP) guidelines. These reports also will be available to registered providers online, 
through our provider portal.  


Maternal and Child Health Integrated Teams 
Because many children receive well-child services at school, public health clinics or at 
provider locations other than their PCP office, tracking can be difficult. Our maternal and 
child health integrated teams, including provider advocates and community health workers 
(CHWs), will collaborate with these partners and share information with the integrated team 
to identify these children through gaps in care reporting.  


If a member misses three consecutive appointments, we activate additional options to 
encourage the member to seek care. One option may be to activate the use of a CHW to work 
with the family to schedule and keep recommended appointments. CHWs play an important 
role in working closely with members—to aid in locating members who would otherwise be 
unreachable, and help them to get the care they need for a number of health-related issues, 
including pediatric preventive health. 


In-the-Field Teamwork with Clinical Practice Consultants  
We employ field-based RNs who visit high-volume practitioner offices to educate providers 
and staff on pediatric preventive health, including EPSDT requirements, expectations and 
available provider tools and services. These clinical practice consultants (CPCs) discuss 
performance improvement opportunities with our providers and their staff, encouraging the 
application of the plan-do-check-act quality improvement model within their offices.  


Through regular monitoring and reporting, our CPCs are able to make providers aware of 
specific children who need immunizations, or other EPSDT services such as lead screening or 
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dental exams. Our CPCs will help the practice establish outreach methods to contact 
parents/guardians and to schedule EPSDT appointments, or, through our maternal and child 
health integrated teams, provide outreach and scheduling support through our staff. 


In addition to sharing data and supporting overall provider compliance, our CPCs also 
educate on the specific required components of an EPSDT visit and routinely review a random 
sample of medical records to confirm that each EPSDT visit includes: 


 A comprehensive physical and mental health and developmental history  


 Comprehensive unclothed physical examination  


 Appropriate immunizations according to the schedules established by ACIP 


 Laboratory tests including lead risk assessment and blood lead level screening  


 Health education, including anticipatory guidance and individual parent education  


During the process of reviewing member-specific data or medical records, we sometimes 
discover that a provider has rendered complete EPSDT services not reflected in our claim or 
encounter data. When that happens, we educate the practice regarding acceptable coding 
methodology and we enter the data into our CPC Repository, a database designed to capture 
all of the required components of care rendered, which is subsequently incorporated into our 
internal quality reporting and practitioner level reporting. 


“HEDIS in a Box” to Support Pediatric Preventive Health  
This user-friendly toolkit, designed specifically for PCPs, includes evidence-based clinical 
guidelines for pediatric preventive health services, including resource materials on the Bright 
Futures program, developmental assessment tools, any state-specific documentation or 
tracking tools, and education on correct coding of preventive care services.  


Provider Contracting to Support State Requirements 
Through the contracting process, we obligate participating providers to cooperate with our 
comprehensive quality program, a significant portion of which is our quality improvement 
efforts targeting EPSDT, immunizations and other important components of pediatric 
preventive health care.  


Strong Provider Relationships Supported by Value-Based Purchasing  
Our goal is to deliver the highest quality health care to all of our members in Nevada while 
transforming the way providers deliver and are reimbursed for health care services. To deliver 
on that commitment, we have developed a modular suite of value-based purchasing programs 
to meet providers where they are across the reimbursement risk and clinical integration 
continuum—based upon their operational sophistication and readiness to accept risk. 


We have designed this model to support practices to achieve improvement in patient health 
through closing gaps in care related to well-child/well-care visits, immunizations and 
confirming the member receives an annual dental visit with his/her dentist and the opportunity 
to receive incentives for their performance. Through plans of care, the program encourages 
PCPs to conduct preventive health screenings, improve HEDIS scores and focus on state 
quality performance metrics. We establish quality measure thresholds at the practice level 
and—based upon historical performance—practices may earn bonus payouts in addition to 
their fee-for-service reimbursement for meeting or exceeding these thresholds.  
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WebIZ Reporting  
To confirm that our members receive needed immunizations, we receive regular reports from 
immunization registries in the states where we operate. We participate in Nevada’s Statewide 
Immunization Information System (WebIZ), and the data received from immunization 
registries is included in our monthly reporting delivered to participating providers. When 
approved by our NCQA-certified HEDIS auditors, this information is included as 
supplemental data in our final, annual, HEDIS rates.  


Frequent Communication with Nevada Providers 
All of our network providers receive information on EPSDT requirements, including 
immunizations, through practitioner newsletters, the provider portal, provider handbooks and 
through their participation on quality committees or other peer review activities. Results 
shared include those from our annual EPSDT evaluation.  


DATABASED MONITORING AND EVALUATION STRATEGIES  
We use data to analyze our outreach efforts, to communicate outcomes, and to identify trends 
and areas for improvement that could benefit from additional outreach and education.  


We monitor, analyze and evaluate statistics on EPSDT screening rates to identify PCPs for 
focused education and individual members who are due or overdue for services based upon 
the appropriate periodicity schedule. Our tracking database facilitates compliance with 
EPSDT and other standardized measurements related to preventive care. This database 
includes claims and encounters data and it broadly applies measurement specifications, 
thereby providing the reporting needed to monitor and improve performance.  


We use the reports generated from our tracking database to identify opportunities for 
improvement, to track and align member and provider outreach, and to report progress toward 
our goals. Specific reporting from our tracking database allows us to track initial newborn 
checkups occurring in the hospital, ongoing pediatric preventive care visits compared to the 
Nevada Healthy Kids periodicity schedule, immunizations, lead, tuberculosis and dental 
services. We can provide timely reminders to our members’ parents/guardians and reach out 
when a needed visit is not scheduled or a member misses an appointment. Through our 
maternal and child health integrated teams, providers can notify us of missed appointments, 
and that data can be used as part of the ongoing outreach process.  


Overall, our approach to Nevada Healthy Kids EPSDT services improves health outcomes by 
increasing timely access to these critical and necessary services. The approach that we take for 
outreach, education and health promotion allows providers to develop office practices and 
clinical standards to meet the needs of their assigned patients. Standardized periodic 
screenings and reminders allow members to receive timely appointments and create a better 
workflow process for physician practices. Our approach to provider education supports PCPs 
throughout the process.  


We ensure that all covered children receive appropriate care in accordance with established 
clinical practice guidelines for pediatric preventive care based upon Nevada Medicaid and 
Nevada Check Up Program requirements. In doing so, we enable the identification and 
treatment of health problems before they become disabling and expensive to treat. It is our 
ongoing commitment to:  
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 Monitor and evaluate preventive care services in Nevada on a continual basis 


 Implement interventions as indicated for continuous quality improvement  


 Measure structure, process and outcome indicators related to EPSDT and pediatric 
preventive health, including but not limited to, Healthy Kids EPSDT and HEDIS Well-
Child rates 


 Use our nationwide EPSDT data and experience to internally benchmark our 
performance and to expand best practices for the benefit of our members in Nevada 


We monitor key performance indicators, including pediatric preventive care rates, across 
clinical areas, allowing us to track and trend over time, to monitor progress toward member-
specific goals and to identify members requiring further intervention. By routinely tracking 
our Healthy Kids program performance; we can take appropriate actions to improve access to 
care through targeted outreach, assistance, case management and care coordination activities. 
This ultimately allows us to help our members get the care they need and improve their health 
status.  


3.4.4.4 Additional Preventive Services 


We will provide members with preventive services in compliance with the DHCFP’s mission to 
emphasize preventive care, early intervention, appropriate utilization and quality care. Our 
quality framework relies on a comprehensive approach to monitoring preventive care services 
using a combination of participant HEDIS measures along with process and outcome 
measures based upon NCQA quality standards. 


As described in this section, we monitor annual well visits; immunization status, including 
influenza and pneumococcal vaccines; smoking/tobacco use status and the percentage of 
participants screened for depression. We use clinical measures to monitor specific programs. 
When possible, we select industry-standard measures (e.g., HEDIS) to allow for 
benchmarking.  


A. Tobacco Cessation Treatment  


The purpose of the Tobacco Cessation Program (TCP) is to provide guidance and support for 
those who want to quit smoking. Our mission is to help patients attain and maintain a tobacco-
free lifestyle.  


Our TCP has a quit rate of 67 percent for members who 
complete the program and remain tobacco-free 12 months 
later. Our members benefit from one-on-one consultations 
with a personal assessment and treatment plan developed for 
each participant. The program includes group education and 
support sessions, with a focus on behavioral modification as 
well as pharmacological intervention.  


PARTICIPANT INTAKE SURVEY 
The intake survey was completed by 170 participants, of 
which 62 percent were female and 38 percent were male. The 
majority of participants, 84 percent, were Caucasian. Many of 
the participants in the TCP outcome study began smoking as early as 10 years old. While 88 


Figure 10. Our Tobacco Cessation 
Program has a quit rate of  
67 percent for members completing 
the program. 
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percent have tried to quit before, only 9 percent have used a behavior modification program in 
their previous quit attempts. Most of those who have quit before were smoke free for less than 
one year. Their provider referred 79 percent of these participants to the TCP.  


MEDICATION ASSISTANCE 
Most of the participants in the TCP outcome study used medication to assist in their smoking 
cessation efforts. The majority used Chantix®, but by the 12-month evaluation, one participant 
had used the Patch and three participants had used the Gum. For those participants that 
resumed smoking, stress was the No. 1 reason for beginning to smoke again.  


TOBACCO CESSATION PROGRAM OUTCOMES 
The TCP outcome study shows that our TCP program is very successful, with a quit rate of 67 
percent, 12 months after beginning the program. The combination of behavior modification 
and medication is successful in helping individuals quit smoking. By the 12-month survey, 93 
percent of participants felt that both the medication and the behavior modification sessions 
helped significantly in their smoking cessation efforts.  


B. Screening for tobacco use at every PCP visit; and 


Our members are screened for tobacco use at each PCP visit and the response is documented 
in the member’s medical record. The health education department receives a monthly smoking 
audit report of all the members that answer “yes” to smoking or using tobacco. The manager 
of TCP, along with the scheduling supervisor, reviews the report for monthly outreach efforts. 


Of those that answer yes, the provider gives the member a TCP flyer and can refer the member 
or the member can self-refer. The member receives a text message letting him/her know about 
the program and our scheduling team can outreach to the member over the phone.  


Our scheduling team is successful in engaging members to attend the orientation. We inform 
members that it is their choice to join the program; however, they encourage the member to 
attend to meet the counselor and find out more about the program. The licensed alcohol and 
drug counselor (LADC) provides an overview of the TCP and by following the format of 
inviting members to orientation and not putting pressure on them join—we have a 90 percent 
enrollment rate into the program.  


C. For those who currently use tobacco products, provide at least two quit attempts per year of which 
each attempt includes at a minimum:  


1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco 
Dependence Treatment. These visits are in addition to any mental health coverage limits: 


Our TCP, part of our wellness-coaching program, helps members take a proactive and long-
lasting approach to health and wellness through lifestyle changes that decrease or prevent 
chronic disease and increase productivity. Wellness coaches use evidence-based practices 
based upon stages of change to achieve healthier outcomes. We engage, guide and coach 
toward a healthier lifestyle using market-leading member identification methods, broad 
stratification criteria, the expertise and insight of our population health consultants, and our 
comprehensive communication and reporting capabilities. Wellness coaching synchronizes 
with programs across our care management portfolio to improve the health of each member, 
regardless of health status—whether he/she is in good health, living with a chronic condition 
or trying to live a healthier lifestyle. 
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Our program follows clinical practice guidelines on tobacco dependence treatment. We screen 
every member for tobacco use, document his/her tobacco use status and we advise patients 
who use tobacco to quit. We follow up by offering cessation medication (unless 
contraindicated), counseling and assistance, or referrals to the state Quitline. This approach is 
known as the “5A’s”:  


 Ask about tobacco use 


 Advise to quit  


 Assess willingness to make a quit attempt 


 Assist in the quit attempt 


 And refer to cessation program 


a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the 
DPBH. 


We have a tobacco Quitline in place and collaborate with the Department of Public and 
Behavioral Health to support all State initiatives related to tobacco cessation counseling 
services. Our Quitline uses an integrated mix of medication support, phone-based cognitive 
behavioral coaching and web-based learning and support tools to support member behavior 
change.  


b. Individual tobacco cessation counseling / coaching. 


As part of the TCP, we provide members who use tobacco products with at least two quit 
attempts a year as part of a three-month treatment program. This program is led by licensed 
alcohol and drug counselors (LADCs) that provide effective intensive, individual and group 
counseling, as defined by the U.S. Public Health Services Clinical Practice Guideline on 
Tobacco Dependence Treatment. The program includes:  


 Initial orientation to learn about the program. 


 One-on-one assessment and treatment plan developed for each participant. 


 Treatment plan includes education, support and possible medication therapy. We 
provide members an acknowledgement of TCP medication side effects for their 
signature. 


 Three-month treatment program for medication, including Chantix®, Zyban®, nicotine 
replacement therapies (NRTs) of the patch, gum and lozenge, and other combination 
therapies.  


 Participants are encouraged to attend at least 10 of 12 educational sessions in the form 
of group and one-on-one sessions, but participants may attend as many sessions as 
needed. 


 Tobacco Cessation Program is also available to attend virtually via webinar. 


Our members access the program through our LADC staff members. The LADC connects 
with the member’s PCP via our internal database by creating a chart note to PCP. The LADC 
requests the PCP to prescribe and review cessation meds and provides monthly updates to 
discuss TC medication, how the member is progressing in the program and his/her smoking 
status. In addition, the LADC attends provider meetings to build awareness of the TCP, build 
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relationships and explain firsthand to the PCP how to refer the member to the health 
education department. 


Once referred, the member treatment plan includes education, support and medication therapy 
when prescribed. The three-month treatment program for medication includes long-term 
nicotine patch/nicotine replacement therapy as described in our response to 3.4.4.4-C. 
Members are given and sign an acknowledgement of TCP medication side effects. 


c. Group tobacco cessation counseling / coaching.  


The LADCs lead this program by providing effective, intensive individual and group 
counseling. 


2. FDA approved cessation medications: 


a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. 
Treatment regimen should cover a minimum of 90 days.  


We offer enough medication to assist a member with up to two 90-day quit attempts per year. 
These medications include Chantix, generic Zyban (bupropion), and the NRTs in patch, gum, 
lozenge and inhaler. 


b. Combination therapy – the use of a combination of medications, including but not limited to the 
following combinations – should be allowed: 


• Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy (gum or nasal spray). 


• Nicotine patch and inhaler. 


• Nicotine patch and bupropion SR. 


Our benefit coverage allows the member to use multiple types of tobacco cessation products. 
Members can use multiple mechanisms of action and dosage forms to create a successful quit 
attempt. 


3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment. 


Step-therapy requirements are not in place for members needing access to pharmaceutical 
products used for tobacco cessation. Members are able to access Chantix, generic Zyban 
(bupropion) and the nicotine replacement products first line. 


4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the 
type, duration or frequency of tobacco cessation treatments included in this section. 


We do not require prior authorization requirements for pharmaceutical products used in 
tobacco cessation. Members are able to use any tobacco cessation drug at FDA-approved 
dosing throughout the year.  


5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as 
necessary to ensure that recipients are given complete information about the coverage of tobacco 
cessation items and services. 


The formulary clearly states that there are no prior authorization, step-therapy or duration 
limits on Chantix, generic Zyban (bupropion) and the various NRT products. We agree to 
meet these requirements and work with DHCFP to meet all applicable contract requirements.  
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6. Vendor will partner with the DPBH to, at a minimum: 


a. Promote the full Tobacco Cessation Benefit to recipients. 


• Gain input from the DHCFP on promotional materials provided to recipients. Provide reports to DHCFP 
on promotional activities at least biannually. 


We will partner with DPBH to promote and encourage the use of the tobacco cessation benefit 
and report on promotional activities as required by the State. 


b. Partner with DPBH to triage MCO recipients who call the state run Quitline (1-800-QUIT-NOW) back to 
the Medicaid MCO run Quitline. 


We will collaborate with DPBH to triage members depending upon their needs and the 
Nevada Strategy. The Quitline number is included on marketing materials. If the member 
calls the Quitline during business hours, he/she reaches a designated TCP scheduler. If the 
member calls after business hours, he/she can leave a message and the scheduler calls the 
next business day. The scheduler explains the TCP program and invites the member to attend 
TCP orientation to enroll in the program. If the member does not want to enroll in our 
program, the scheduler will provide the 1-800-QUIT-NOW number.  


c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the 
selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least 
biannually. 


We will provide aggregate North American Quitline Consortium (NAQC) MDS data to DPBH 
at least biannually. 


d. The approved MCO Quitline vendor must be a member of NAQC. 


We will become a member of the NAQC. We understand that the mission of NAQC is to unite 
health departments, Quitline service providers, researchers and national organizations to 
enable these Quitline professionals to learn from each other and to improve Quitline services.  


3.4.5 Health Promotion and Education Programs 
3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of 
its recipients, and implement plans that are culturally appropriate to meet those identified needs and 
issues relevant to each of the target population groups of recipients served. The vendor shall use 
community-based needs assessments and other relevant information available from State and local 
governmental agencies and community groups. Health promotion and education activities shall be 
evidence-based, whenever possible, and made available in formats and presented in ways that meet the 
needs of all recipient groups. The vendors shall comply with all applicable State and federal statues, 
regulations and protocols on health wellness programs. The vendor shall submit a written description of 
all planned health promotion and education activities and targeted implementation dates to Nevada 
Division of Public and Behavioral Health, Chronic Disease Prevention and Health Promotion for approval, 
prior to implementation, including culturally and linguistically appropriate materials and materials 
developed to accommodate each of the enrolled target populations. Health promotion topics shall include, 
but are not limited to, the following:  


With 34 years’ experience serving Medicaid members in 23 states, we understand the 
importance of identifying the particular health care needs of the communities we serve and 
have processes in place to meet the identified needs of DHCFP populations. Through our 
Cultural Diversity & Sensitivity Program, we identify the health care needs of highly diverse 
populations throughout Nevada, encompassing both urban and rural geographies. This 
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approach supports our mission of providing evidence-based health promotion and education 
that is accessible to all Nevada members.  


OUR HEALTH EDUCATION RESOURCE TEAM 
Our Nevada-based Disease Management (DM) and health education team comprises 
professionals dedicated to teaching people the skills needed for lifelong health. Our staff 
consists of: 


 Registered dietitians (RDs) 


 Certified diabetes educators (CDEs) 


 Registered nurses (RNs) 


 Bachelor of Science in nursing (BSN) 


 Adult, pediatric and neonatal critical care nurse (CCRN) 


 Certified asthma educator (AE-C) 


 Licensed alcohol and drug counselors (LADCs) 


 Board-certified specialist in gerontological nutrition (CSG) 


 Certified health education specialist (CHES) 


 Certified lactation counselors (CLCs) 


 Certified personal trainers (CPTs) 


Our experienced health education staff forms the foundation of our health education and 
promotion programs for the State and enables us to identify members, engage them and 
provide them with the tools they need to help them manage their health, thereby improving 
outcomes. For example, our health promotion team designed an intervention to help members 
make healthier food choices in densely populated regions. Using the Children and 
Adolescents’ Access to Primary Care Practitioners (CAP) HEDIS measure, we determined the 
location of the largest number of Medicaid pediatric members and correlated it with the ZIP 
codes of those members with BMIs in the 85th and 95th percentiles. Our health education 
team visited grocery, convenience and dollar stores in these ZIP codes to develop a healthy 
shopping list of available items and a price comparison to educate members and their families 
about the cost value of purchasing healthier foods. Members were provided with a healthy 
shopping list, a tour of local stores and guidance for shopping on a budget. This initiative was 
the direct result of understanding the community, the health needs and health discrepancies of 
members, along with an innovative data analysis that educated and engaged members.  


IDENTIFY HEALTH PROMOTION AND EDUCATION NEEDS 
Nationwide, racial and ethnic minorities, people with disabilities, residents of rural areas and 
other vulnerable groups more often face barriers to good health. To be effective in the delivery 
of health care services in a culturally sensitive manner to health plan members, we are 
dedicated to understanding and supporting the diversity of Nevada. This includes individuals 
with limited English proficiency (LEP) and individuals from diverse cultural and ethnic 
backgrounds. We accomplish this using the following resources: 


Race, Ethnicity, Language Data Collection 
To determine the needs of our members, we collect information on race, ethnicity and primary 
language, and use it to develop and implement a coordinated Cultural Diversity & Sensitivity 
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Program comprising of our Cultural Competency Plan. For example, one of the ways we keep 
current on member language needs is through the member services center and the need for 
language translations. We can measure increases or decreases in usage, which help us to 
evaluate the services we provide. In addition, we use information from DHCFP racial and 
ethnic reports along with the health plan’s own internal reporting, which includes a review of 
member eligibility files, to analyze distribution by racial and ethnic groups.  


New Member Health Survey 
Our new members complete Health Survey Forms that enable us to learn more about the 
member, including his/her medical and behavioral health needs. In response to the Health 
Survey Form, our community health workers (CHW) contact the member to ensure he/she 
receives timely access to the appropriate care and services. The CHW reviews the member to 
ascertain if his/her needs include referral to disease management, health education and case 
management or behavioral health services. 


Disease Prevention and Health Education 
Wellness is a never-ending process involving physical, emotional, intellectual and spiritual 
health. Our goal is to prevent illness and help members manage existing health concerns. In 
this way, our efforts help members “self-direct” their efforts through the education and tools 
we provide. Our clinical staff develops educational materials with a targeted approach at or 
below an eighth-grade reading level that includes visuals to reinforce the educational 
message. In addition, we tailor healthy nutritional meal planning and grocery store shopping 
lists to meet the needs of members with different cultural tastes and preferences to support a 
broad variety of nutritional planning for members and their families. 


Health Disparities and Population Health  
Our DM and health education programs offer a holistic approach to educating our members. 
Our clinical staff designs evidence-based programs tailored to meet the needs of different 
ethnic groups with the understanding of the impact of health disparities. For example: 


 In Hawaii, we serve 28 Asian and 19 Pacific Islander subgroups that represent a rich 
array of linguistic and cultural diversity. Our service coordination team is acutely 
aware of the issues surrounding disease prevalence, such as heart disease, diabetes and 
breast cancer in Native Hawai’ians; lung cancer and obesity in those of Samoan 
heritage and colorectal cancer and depression among Korean men and woman. We 
tailor our programs based upon individual member needs and use a combination of 
technology and neighbor helping neighbor to create improved outcomes, one member 
at a time. 


 In New Mexico, we created a Native American traditional healing benefit to help 
reduce Native American health disparities by fulfilling an unmet tribal community 
need and providing a recovery and resiliency support program for our tribal members. 
Native American ceremonial or traditional healing (such as a native elder who is 
suffering from COPD using this benefit to have a blessingway ceremony) provides an 
alternative approach to health and wellness, complementing the biomedical model with 
a holistic, culturally based approach. 
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Disease Management: Asthma and Diabetes Programs 
Our DM program emphasizes prevention of exacerbations and complications using evidence-
based practice guidelines. RNs that have national accreditation as Certified Diabetic 
Educators and Certified Asthma Educators staff the DM program. 


 DM Registry: DM Registry risk stratification is used to identify members as high, 
moderate or low risk for asthma and diabetes. We identify members with these 
conditions in the DM Registry through claims, encounters, laboratory and pharmacy 
data. On a monthly basis, we run an automated algorithm through our data warehouse 
to capture relevant claims and encounters, HEDIS data, and pharmacy and laboratory 
data from the previous 12 months. We use the information to populate an electronic 
DM Registry that includes member demographics and the utilization history of 
individuals with either of these conditions. DM program staff has access to Registry 
information to determine the appropriate level of condition-specific interventions. 
Members identified in the DM Registry are risk stratified using variables such as 
HEDIS measures, claims experience, inpatient and ER utilization, comorbidities, etc. 
over the past 12 months.  


 Case Management Referral: Member referral to DM by the plan’s Utilization 
Management and Case Management staff (including discharge planners in the 
hospital) may also occur via Facets. 


 Provider Referral: All providers who contract with the plan may refer individuals to the 
DM program via telephone or fax. Providers may submit referrals using the electronic 
health record system. DM program details are distributed to providers via the provider 
guide upon contracting and annually thereafter. 


 Member Self-Referral: Health plan members may also self-refer to the DM program to 
receive condition-specific education and RN health coach communications, if 
appropriate. Members may contact the program via telephone or fax.  


We evaluate the DM program through patient satisfaction and member status in compliance 
with HEDIS measures related to diabetes and asthma. Additionally, we assess hospital and ER 
visit status following completion of the DM program. A satisfaction survey is conducted of 
members enrolled in the DM program at least annually. 


State and Local Information 
 Quality Improvement Committee Structure: Our work in the community provides us 


with information that contributes to the design and evaluation of intervention 
strategies. It helps us identify and address potential barriers for health plan members 
in accessing health care and services, which we document in the formal Quality 
Improvement Program Evaluation. This includes updating and approving the 
corporate wide LEP policy and evaluating community increases in diverse populations. 


 HEDIS: We analyze HEDIS rates for major clinical indicators by racial and ethnic 
group, and review and evaluate racial, ethnic and primary language data for Medicaid 
members to determine the accuracy of these data. 


 Grievance and Appeal Data: A key component of the Cultural Diversity & Sensitivity 
Program is to confirm members receive health care services in an understandable and 
respectful manner, which is compatible with the health plan member’s culture, beliefs, 
practices and language. We monitor complaints and appeals through the health plan’s 
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Appeals and Grievances department to determine if there are trends related to cultural 
and linguistic issues. This evaluation helps to identify and minimize potential conflicts 
between providers and members. 


National Information 
Many initiatives at the national level are in place to address the health care needs of diverse 
populations. Organizations involved in such national initiatives include, but are not limited to:  


 U.S. Department of Health and Human Services’ Office of Minority Health 


 Agency for Healthcare Research and Quality 


 America’s Health Insurance Plans (AHIP) 


 National Health Plan Collaborative (NHPC) 


 National Center for Cultural Competence at Georgetown University  


 Robert Wood Johnson Foundation 


Health care organizations and providers have adopted the National Standards on Culturally 
and Linguistically Appropriate Services (CLAS) promulgated by the Office of Minority Health 
(OMH).  


MEETING CULTURALLY APPROPRIATE MEMBER NEEDS 
Our organizational structure embraces cultural competence, by focusing on elements that 
demonstrate integration of key organizational competencies specific to cultural and 
linguistically appropriate member interactions. We meet the unique needs of the membership 
of Nevada, by ensuring culturally and linguistically competent staff, community linkages and 
contracted providers. For this to be successfully, we assess the membership at least annually,  
and develop culturally competent policies, procedures, and programs that focus on being 
responsive and respectful of the cultural and linguistic needs of the membership. In this way, 
the Cultural Diversity & Sensitivity Program is a living document that is responsive to the 
health care needs of Nevada members.  


Evidence-based Health Promotion and Education Activities 
We comply with the State’s requirement to provide a schedule of all planned health promotion 
and education activities and targeted implementation dates for approval, and to comply with 
all State and federal statutes and regulations related to health wellness programs. In addition 
to any requirements outlined by our State regulatory partners, we develop and revise 
comprehensive clinical practice guidelines each year for preventive health. Our clinical 
practice guidelines align with the U.S. Department of Health and Human Services (DHHS) 
Agency for Healthcare Research and Quality (AHRQ), and our team of national physician 
experts reviews all new and existing clinical practice guidelines at least annually. The 
preventive services include, but are not limited to colon, breast, lung and cervical cancer 
screening. 


We currently have the following health promotion and education activities in place to facilitate 
the provision of timely and appropriate health care to Nevada members: 
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Program Brief Description 


Asthma - Adult  
(Ages 16 and up) 


Through this program, members understand asthma and how to take 
control. Members learn about triggers and treatments, medications and 
self-care. 


Asthma - Child  
(Ages 1 to 15) 


The program includes recognizing the signs and symptoms of an 
asthma episode and the steps to make living with asthma manageable. 


Cancer Nutrition This program provides education on 19 different types of cancer, 
general cancer nutrition, cancer prevention and managing cancer 
symptoms, including nutrition, physical activity, risk factors and 
screenings related to cancer. Members learn strategies of coping with 
cancer and special considerations for cancer survivors. 


COPD Members will understand chronic breathing problems and how to take 
control. This program is designed to help members manage COPD and 
teach strategies and skills that may improve the quality of daily living. 
Emphasis is on nutrition, weight management, smoking cessation, 
physical activity, daily functioning and monitoring of your progress. 


Pre-diabetes/Diabetes Our pre-diabetes and diabetes education provides basic knowledge of 
preventive care; healthy food and activity choices; blood glucose 
monitoring; foot and eye care; stress management techniques and 
other effective ways to manage diabetes. 


Understanding Insulin 
and Insulin  
Self-management 


We provide education on insulin management and learning the proper 
skills for administering, storing and the timing of insulin. 


Exercise Members will improve flexibility, mobility and balance without having to 
rely on specialized equipment through this dedicated exercise class. 


Healthy Nutrition 
(Preschool to teens) 


In this program, parents and children can start down the road to good 
nutrition. We educate members on the tools they need to achieve their 
family’s health goals, including up-to-date information on health, 
nutrition and physical activity. This fun-filled class makes it easy for 
children to learn about nutrition, change poor habits and 
achieve/maintain a lean, strong and healthy body. Parent participation is 
required.  


Grocery Store Nutrition 
Tour 


Our grocery store nutrition tour assists the member to make simple 
changes in food choices at the grocery store, which can make a big 
impact in his/her overall health. In this two-part class series, members 
learn the basics in meal planning, how to read a food label, what to look 
for from each section of the store, and how to shop on a budget. 
Participants receive an introductory workbook to support their hands-
on learning in selecting nutritious foods that their family can enjoy—
turning shopping from a chore into a more enjoyable experience. We 
provide members with the tools to navigate the grocery store along with 
sample recipes for healthy meal planning.  


Medical Nutrition The medical nutrition class includes helpful information from registered 
dietitians on a variety of topics, including but not limited to, cancer 
nutrition, bariatric diet, hypoglycemia, malnutrition, celiac disease, renal 
diet, food allergies, tube feeding and other gastrointestinal conditions.  







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 116 of 776  RFP #3260
 


Program Brief Description 


Heart Health The heart health class helps members recognize and control risk 
factors, blood pressure, cholesterol and triglycerides for heart disease 
and high blood pressure. Learn and understand lab results, food labels 
and tips for dining out. The program helps members keep heart health 
in control by reducing weight, exercise, taking medications correctly, 
reducing tobacco and alcohol use and eating from a balanced food 
plan. 


Lactation Members learn proper breastfeeding techniques, milk production and 
colostrum, guidelines to reduce fullness discomfort, safe handling of 
expressed milk breast pumps, storing and transporting breast milk. 


Pregnancy This course emphasizes good nutrition habits, proper weight gain, 
personal and home safety, exercise, coping with stress, emotions, 
discomforts of pregnancy, and caring for the baby during the first year 
of life. 


Tobacco Cessation 
Program 


This program includes an evidence-based treatment plan, one-on-one 
consultation with a tobacco cessation counselor, three months in a 
personalized behavior modification program, three months of 
personalized medication (depending on assessment), and member 
follow-up as needed. 


Weight Management 
Classes and Support 
Group  
(Adult) 


The weight management class helps members find the motivation to 
lose weight and keep it off. The class focuses in on the development of 
a personal plan to make positive changes in your eating and exercise 
habits, and identifying your environmental and emotional triggers to 
achieve healthy and permanent weight loss.  


We offer a variety of health education topics to meet member needs along with Spanish 
interpretation services on-site for our classes. The most beneficial impact to teaching and 
connecting with our members is face-to-face interaction. However, for convenience and 
staying current with technology, we provide phone consultations and virtual learning (e.g., 
webinar, website) opportunities to meet the convenience needs of members.  


A. Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to 
include the following preventative cancer screenings:  


1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer; 


2. Mammography and Clinical Breast Exams for Breast Cancer; 


3. Low Dose CT Screening for Lung Cancer; and 


4. Pap Testing for Cervical Cancer. 


The vendor is encouraged to offer additional preventive or cost-effective services to enrolled recipients if 
the services do not increase the cost to the State. 


MEMBER COMMUNICATION ON PREVENTIVE CARE 
Individualized disease management and our health education programs help to close gaps in 
care for our members. Our health education staff has access to a database, which lists those 
preventive screening, tests and exams the member needs to complete. The database allows the 
RN/ registered dietician to assess and order screenings within his/her scope of practice to help 
the member better manage his/her condition. To better connect with members in ways that 
meet their needs, we also provide: 
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 Email and texting outreach for members to receive information on the importance of 
preventive screening, tests and exams, and their frequency 


 A toll-free telephone number for member services 


 A 24-hour Telephone Advice Nurse line that includes assistance for mental 
health/substance abuse and transportation  


 In-person concierge assistance to members who visit our member services center. In-
person assistance enables us to consult with the member and connect him/her to the 
most appropriate PCP and assist with scheduling an appointment. In-person visits also 
provide us with an opportunity to offer comprehensive health plan information and 
education. We routinely support members in many areas, including benefits, eligibility, 
claims, prior authorizations and pharmacy. 


EARLY INTERVENTION AND RISK REDUCTION STRATEGIES 
Lifestyle-related problems result in nearly half of all premature deaths. In an effort to educate 
our members, we created a preventive health care video outlining screenings both men and 
women should monitor on a regular basis to maintain good health and prevent disease—even 
without obvious symptoms of poor health. The video discusses how personal and/or family 
history may also require the member to monitor his/her health more frequently. The video 
reinforces the member to establish a relationship with his/her provider at least once a year to 
discuss screenings appropriate for him/her. The theme throughout the video is that early 
detection can result in better treatment and overall better health by outlining the various age-
ranges screening should be complete, while emphasizing the importance of talking with their 
provider right away if they suspect any problems with their health. The video suggest the 
following screenings: 


Early Intervention &  
Risk Reduction Screenings  


Evidence-based Guidelines 


Colonoscopy and 
Colorectal Cancer 
Screenings 


We recommend colorectal cancer screenings after the age of 50. 
We educate members about the five screening options they should 
discuss with their provider and decide which one is right for them. 
These include: 


 Yearly fecal occult blood test 


 Flexible sigmoidoscopy every five years 


 Yearly fecal occult blood test plus flexible sigmoidoscopy every 
five years 


 Double contrast barium enema every five years  


 Colonoscopy every 10 years 


Mammography and breast 
cancer screenings 


Mammograms and breast cancer screenings should be obtained 
every one to two years for all women ages 40 to 49 and every year 
thereafter.  
Members can also receive a full well-woman exam including a 
breast exam for breast cancer and a Pap testing for cervical cancer 
on our Medical Mobile Clinic. The clinic travels to community 
centers, homeless shelters and churches to reach Medicaid 
members and others who need health care services, and makes 
regular visits to key businesses whose employees are enrolled in 
our health plan. 
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Early Intervention &  
Risk Reduction Screenings  


Evidence-based Guidelines 


Low dose CT screening for 
lung cancer 


Our health education team has cancer nutrition and education 
handouts for members focusing on lung cancer. We also support 
lung cancer prevention through our tobacco cessation programs.  


Pap testing for cervical 
cancer 


Women should have Pap testing for cervical cancer every year after 
the age of 21 or three years after their first sexual intercourse. 
Members can also receive a full well-woman exam including a 
breast exam for breast cancer and a Pap testing for cervical cancer 
on our Medical Mobile Clinic. The clinic travels to community 
centers, homeless shelters and churches to reach Medicaid 
members and others who need health care services, and makes 
regular visits to key businesses whose employees are enrolled in 
our health plan. 


Additional Health Education and Promotion Programs include: 


Weight Weight should be monitored three to four times a year and watched 
for unintentional changes up or down over a short period of time. 


Blood pressure High blood pressure may not come with any symptoms. So have it 
monitored every two years. 


Cholesterol Cholesterol should be checked every five years after the age of 20. 
Abnormal cholesterol can lead to heart attack and stroke. 


Eye exam Eye examinations should occur every two years until the age of 60, 
or more if you are at increased risk due to personal or family 
history. Members over the age of 60, have an eye examination 
yearly. It is also important not to wait until you notice changes in 
your vision. 


Blood glucose How often members check their blood glucose may vary depending 
on their family history of diabetes. We encourage the member to 
talk to his/her provider about how often he/she is screened. 
However, regardless of history, watch for fatigue, increased 
urination, increased thirst, dry skin and dry mouth. 


Dental exams As a crucial part of a member’s health care team, we recommend 
that members see their dental provider twice a year. 


Vaccinations To help prevent infectious diseases and are responsible for the 
control of those that were once common. Here are a few members 
should consider: 
Tetanus: Members should receive a tetanus shot every 10 years. 
Influenza: Influenza or the flu shot aids in the prevention of the flu. 


Standard pneumococcal 
screening 


Standard Pneumococcal screening should happen at 65 years old. 
Member may need to be screened before then if he/she has a 
chronic condition or if in a high-risk category. Some people may 
also need this vaccine again in five years. 


Pelvic examination and 
chlamydia screening 


A woman should receive a pelvic exam once a year after the age of 
18. They can help detect many different health issues. Chlamydia 
screening should be done every year for sexually active females 
ages 19-25. 


Osteoporosis Osteoporosis, often called a “silent disease,” is critical for women 
65 and over to be screened every year. 


Testicular cancer Men should be screened for testicular cancer every year.  
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Early Intervention &  
Risk Reduction Screenings  


Evidence-based Guidelines 


Prostate cancer After the age of 50 men should receive yearly prostate cancer 
screenings. Signs and symptoms include frequent, weak or painful 
urination, and blood in the urine. 


CASE MANAGEMENT 
We address preventive care in our case management programs, including: 


 During the initial outpatient case management assessments for complex case 
management, RNs educate members on the importance of preventive screening, tests 
and exams and the frequency, including: 


 Colonoscopy 


 Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer  


 Mammography and Clinical Breast Exams for Breast Cancer  


 Pap Testing for Cervical Cancer 


 Throughout a woman’s pregnancy in our High-Risk OB, case management education 
is provided regarding: 


 Mammography and Clinical Breast Exams for Breast Cancer  


 Pap Testing for Cervical Cancer 


CANCER NUTRITION 
Our health education department has cancer nutrition and education handouts for members. 
The materials focus on nutrition, supplements and physical activity. The materials are 
available for other entities within the health plan, i.e., continuity of care, DM (health 
coaches), home health, outpatient case management, behavioral health, PCPs and social 
workers. 


Our registered dieticians provide one-on-one consults to support the following cancer 
diagnoses: 


 Breast  


 Colon and Rectum 


 Mouth, Pharynx and Larynx 


 Nasopharynx 


 Esophagus 


 Lung 


 Pancreas 


 Gallbladder 


 Liver 


 Ovary 


 Endometrial 


 Cervix 


 Kidney 


 Bladder 


 Skin 


 Stomach 


 Leukemia 


 Prostate 


PROVIDER COMMUNICATION  
We understand the importance of communicating with our participating providers about the 
significance of preventive screening, tests and exams and providing tools to enable 
identification of members due for services. We educate our network providers as we do our 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 120 of 776  RFP #3260
 


members about preventive screening, tests and exams. Our providers receive education and 
information through: 


Clinical Practice Consultants 
Our clinical practice consultants (CPCs), field-based RNs, work with our network providers to 
educate them on the HEDIS measures. This includes how to be compliant and identify those 
members due for preventive screening, tests and exams, and to develop plans for outreach and 
assistance with scheduling the needed appointment.  


3.4.6 Pharmacy Services 
3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans 
and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package. The vendor 
is expected to offer pharmacy benefits that mirror or exceed FFS. Pharmacies that process prescription 
drug claims for recipients must be enrolled as a Nevada Medicaid provider and licensed in good standing 
by the State Board of Pharmacy. 


Our pharmacy program provides members access to benefits as they are described in MSM 
Chapter 1200 without being more restrictive. We cover the products outlined in MSM Chapter 
1200 Section 1203.1A for coverage and exclude the product classes referenced in the same 
section. We are contracted with 416 Nevada Board of Pharmacy licensed pharmacies in 
Nevada, who are in good standing with the State Board of Pharmacy.  


3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization 
of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value 
in the RFP evaluation. The DHCFP shall approve the vendor’s formulary prior to implementation. 
Medications not covered in the vendor's formulary must be available through a non-formulary request 
process based on prescriber certification and justification of medical necessity. Prior authorization criteria 
and quantity limits must be based on best practice or evidence based practice standards. Vendors may 
propose their drug benefit design but they may not be more restrictive than FFS and may not have co-
pays. For specific therapeutic categories of drugs that have mandated coverage rules the vendor is 
expected to comply with NRS 422.4025. 


Recognizing DHCFP’s cost-containment goal listed in this RFP and the significant health 
care cost inflation factor driven by pharmaceuticals, our preference is to use a custom 
formulary that is based upon the rules and coverage described in the MSM Chapter 1200 and 
will be sent to DHCFP for approval before implementation. Our custom formulary balances 
the need to keep health care affordable while still providing members valuable medications 
that promote their overall health and well-being. Our formulary and associated clinical 
programs focus on promoting the lowest-cost alternative, which has resulted in an 89 percent 
generic utilization rate. 


Given the importance that DHCFP has placed on having a consistent formulary between the 
FFS program and the managed care programs, we can administer the FFS formulary for our 
recipients. Successful implementation of the FFS formulary will require comprehensive 
formulary files by generic product identifier (GPI) with clinical programs and edits outlined. 
Our estimates show the application of the FFS formulary to about 270,000 NV Medicaid 
recipients (CHIP, TANF, and Expansion populations estimated) will result in $22,000,000 to 
$28,000,000 in additional costs to the plan. According to the actuarial sound policies 
presented by DHCFP, we require the aforementioned remuneration to implement the FFS 
formulary.  
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Regardless of the specific formulary administered, our formulary management process 
enhances the final benefit to members and providers. As we do for other states with similar 
regulations, we scrutinize FFS benefits to ensure management tools used by the State are 
leveraged and used in our formulary. This process validates that the custom formulary is not 
more restrictive than the benefits offered by the State. Medications not covered on either 
formulary are available through non-formulary requests and approved based upon prescriber 
certification and medical necessity. Both non-formulary medications and medications with 
restrictions are available through the prior authorization process. All clinical restrictions 
leverage the following sources when created to ensure they are based upon clinically relevant 
evidence: FDA labeling, clinical compendia such as DrugDex, nationally accepted guidelines, 
input from experts or prescribing providers in the specific disease state. More financially 
based restrictions are reviewed to verify they are not clinically inappropriate. Our pharmacy 
management system program logic is designed to reflect no copayments for medications. In 
compliance with NRS 422.4025, we do not restrict formulary products in HIV, hemophilia or 
immunosuppressants.  


FORMULARY MANAGEMENT PROCESS 
Our formulary management process adds value when providers prescribe drugs off this list 
and members request formulary medication. We have developed several programs that 
successfully promote formulary compliance for our clients. 


Prescription drug list (PDL) compliance programs involve mailing reports to prescribers 
identifying their patients on non-formulary medications. In addition to receiving reports, the 
following mailing components may be included: 


 A letter to specific providers addressing the PDL change 


 A letter to members addressing the impact to the member 


 Member materials targeting the specific intervention 


 Educational materials including therapeutic and prescribing guidelines 


PHARMACY BENEFIT PROGRAMS 
We have earned the reputation as a nationally recognized, forward-thinking pharmacy and 
medical management company due to our demonstrated ability to deliver results-oriented 
prescription drug benefit programs. Our local relationships with providers and provider 
groups allow us to build these campaigns in a way to streamline the transition process for our 
members. Clinical services and utilization management, coupled with advanced technological 
capabilities, produce programs that result in lower drug costs and improve member care. We 
employ an array of analytical tools, designed to manage effective pharmacy benefit programs. 
These include utilization and formulary management programs as well as prior authorization 
services. Our custom formulary includes the following programs which we maintain locally in 
Nevada and support through a local Nevada call center staffed with licensed pharmacy 
technicians and pharmacists: 


Prior Authorization  
We consider our prior authorization strategy unique in the industry. Our development 
approach involves algorithms that thoroughly assess drugs for efficacy and safety, and 
balance these factors with various cost variables, such as drug cost, operational cost and 
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estimated averted costs. Using this process, we can identify whether a prior authorization 
guideline might yield value from both clinical and savings perspectives.  


Step Therapy 
Step therapy is an effective way to move members to less expensive medications, while still 
allowing access to the higher cost medications if needed. Most therapeutic classes have 
multiple medication options. Although their clinical effectiveness may be similar, their prices 
vary widely. Our formulary strategy and member education tools are effective in moving 
members to lower-cost alternatives. Ultimately, our members get their needed therapy at a 
lower cost and our State customers save money as well. 


Quantity Limits 
To increase adherence to therapy and promote the efficient use of health care dollars, we 
support an extensive suite of quantity limitations that optimize medication dosage to the most 
efficient daily quantity. We base the limits upon Food and Drug Administration-approved 
dosing recommendations and the availability of the total daily dose in the smallest number of 
tablets or capsules on a daily basis. 


Quantity limits support the following benefits: 


 Reduced risk of inappropriate and unsafe medication use 


 Reduction in medication cost 


 Prevention of excessive dosage amounts or extended periods of therapy without clinical 
justification 


 Promotion of clinically appropriate and safe use of medications 


 Promotion of dose optimization (encouraging members to use the most appropriate 
strength to match the dosing regimen) 


Exceptions to Utilization Management Criteria and Approval of Non-Formulary 
Medications 
Our prior authorization system requires submission of documentation that supports the 
decision to override the formulary. Exceptions are available for medications requiring prior 
authorization, step therapy, quantity limitations or non-formulary medications. Our prior 
authorization service, which includes licensed pharmacy technicians and pharmacists, reviews 
each request with regard to the clinical reason for the override and the criteria established in 
the plan design. When appropriate, we authorize an override of the existing criteria or 
formulary. 


In the event we do not receive historical claims data, we will grant proactive authorizations for 
HIV/AIDS medications, along with behavioral health prescriptions and maintenance 
medications that are important for a member’s continued good health. 


Therapeutic Interchange 
Our design directs strategies such as therapeutic equivalency changes and generic 
substitution. We can perform therapeutic equivalency changes for prescriptions submitted 
through both our mail service and retail pharmacies. For example, through the application of 
prospective electronic edits, we can convert a brand prescription to a therapeutically 
equivalent generic prescription. 
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PROMOTION OF GENERIC MEDICATIONS 
Our pharmacy benefit program is designed to provide optimal treatment, promote improved 
health outcomes and facilitate quick adaptation to new standards of care, all while helping our 
state clients effectively manage the overall cost of health care. Our formulary—with its focus 
on clinical efficacy and cost savings—is a key component of this pharmacy benefit strategy. 
Wherever clinically appropriate, generic medications serve as first-line agents, reserving more 
costly, newer or less well-established branded products as second-line. Ongoing development 
of our formulary is aimed in part at driving the use of generic medications through UM 
programs based upon the most cost-effective treatments supported by evidence-based 
guidelines.  


Generic Substitution 
To promote safe and cost-effective treatment, we recommend substituting generic drugs in 
place of more expensive branded products when they share the same active ingredient and 
have demonstrated therapeutic equivalency. Our determination of clinically appropriate 
generic alternatives is based upon the review of comparative bioequivalence, adverse effect 
profile, formulation and dosing frequency of the generic alternatives versus the brand 
product. 


We require mandatory generic substitution on the vast majority of products when a generic 
equivalent is available. Our generic substitution policies are supported through benefit-plan 
design structure and executed with claims system edits that block multisource brand products, 
thus forcing a switch to the generic. For example, the edit for the brand drug Prevacid® directs 
the pharmacist to substitute the generic lansoprazole. Overrides are only possible for approved 
exceptions in the event of medical necessity as documented by the provider. We continually 
monitor brand patent status to substitute appropriate generic alternatives for brand products 
as soon as they are available in the marketplace. 


We can encourage generic substitution through conversion campaigns that include 
distribution of letters and reports to physicians and members that explain in detail the cost and 
clinical merits of switching to a generic alternative. Our Pharmacy & Therapeutics (P&T) 
Committee reacts quickly to market changes, including the availability of new generics. 


Although costs for all prescription drugs have been steadily increasing, generics nevertheless 
represent opportunities for significant savings. The average cost of a generic prescription is 
about one-tenth the average cost of a branded prescription. Our success in leveraging savings 
through generics for Nevada is illustrated by our 2016 generic utilization rate of 89 percent.  


Exempt Products 
Products with a narrow therapeutic index as defined by our P&T Committee are exempt from 
generic substitution requirements. Current exempt agents include: 


 Tegretol® (carbamezapine) 


 Synthroid® (levothyroxine) 


 Coumadin® (warfarin sodium) 


 Lanxoin® (digoxin) 


 Dilantin® (phenytoin) 


Each drug on our formulary—whether a brand drug or its bioequivalent generic version—is 
subjected, by our P&T Committee, to rigorous clinical efficacy and safety deliberations before 
cost is even considered. 
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3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be 
readily accessible to all of the plan’s recipients. 


Our Specialty Pharmacy Program helps our members get the specialty medications they need 
in a safe, timely and convenient manner and assists providers with the coordination and 
delivery of these sensitive pharmaceuticals, enhancing compliance. We provide the high-cost 
injectable or oral medications used to meet the special needs of members who struggle with 
complex and chronic conditions such as growth disorders, multiple sclerosis, psoriasis and 
rheumatoid arthritis. Our network of specialty pharmacies uses mail delivery and all members 
will have access to our specialty pharmacy program. Nationally, our specialty pharmacy 
program produces nearly $9 million in savings annually.  


SPECIALTY PHARMACIES 
To effectively manage specialty pharmaceuticals, we regularly evaluate products for inclusion 
in our Specialty Pharmacy Program. A small number of pharmacies that meet specified 
qualifications, including the ability to properly store and dispense fragile biological agents and 
accurately monitor care of the members using these medications, can dispense specialty 
medications. 


As dictated by member need, these specialty pharmacies work with the family or home care 
agency to coordinate distribution of the medication with the administration schedule ordered 
by the prescriber. Our Specialty Pharmacy Program leverages the large number of specialty 
medications covered by the organization to negotiate discounts for these products that would 
not be available through the standard network pharmacy. 


Our administration of the Specialty Pharmacy Program is designed to accomplish several 
goals: 


 Better serve our members 


 Aid providers in the provision of pharmaceutical care 


 Assist our utilization management and pharmacy teams to coordinate the delivery of 
care 


 Promote clinically appropriate and cost-effective pharmaceutical care 


Drugs are classified as specialty pharmaceuticals based upon general industry-accepted 
characteristics, operational determinations for how given services should be delivered and 
acknowledgement by our P&T Committee. These drugs are prescribed only for very specific 
indications, have special storage and administration requirements, and require intense 
member education and monitoring. Many specialty pharmaceuticals are also only available 
through a limited distribution network of select vendors that is often determined by the 
product manufacturer. These limited-distribution agents are by default included in our 
program. 


Following are examples of drugs or drug classes that are currently included in the Specialty 
Pharmacy Program: 


 Colony stimulating factors (Neulasta®, Neupogen®) 


 Cystic fibrosis agents (Pulmozyme®) 


 Erythropoiesis stimulation proteins (Aranesp®, Epogen®, Procrit®) 
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 Growth hormone products (Nutropin®, Saizen®) 


 Rheumatoid arthritis agents (Enbrel®, Humira®, Cimzia®, Simponi®) 


 Multiple sclerosis medications (Tecfidera®, Avonex®, Copaxone®, Rebif®, Betaseron®) 


 Hepatitis C (Harvoni®, Sovaldi®, Zepatier®, Ribavirin®) 


 Other agents (Lupron®, Forteo®, Synagis®, Xolair®) 


As demonstrated by the following examples, we work with our vendors to monitor the cost-
effectiveness of the programs and implement improvements as opportunities are identified. 


 Synagis: Synagis is a drug used to prevent serious lower respiratory tract disease 
caused by respiratory syncytial virus (RSV) in pediatric members at high risk for RSV. 
Although effective, Synagis is a very costly drug. Through the specialty drug program, 
every request for Synagis is subjected to a thorough clinical review according to 
evidence-based coverage guidelines that are approved by the P&T Committee. The 
application of these guidelines reveals that some members do not have the risk factors 
to warrant the use of the drug, resulting in a denial rate of approximately 35 percent. 
This review demonstrates the value of sound clinical guidelines in the administration 
of the specialty drug program. 


 Growth Hormone Products: In the past few years, we collaborated with our vendor to 
implement one preferred product within the growth hormone drug class. Before 2011, 
select growth hormone agents were included on our formulary and given prior 
authorization status. Given the lack of clinical evidence to support the superiority of 
any of these products and taking into account that current guidelines do not 
differentiate between them, we recognized an opportunity for significant cost savings 
by selecting preferred products. Working with our vendor, we conducted a successful 
conversion program by educating providers and members through a combination of 
letters and calls. 


 Weight-based Dosing: We instituted a weight-based dosing verification process for 
Synagis and growth hormone products. Once the prescribed weight-based dosage is 
verified with the prescriber, the team calculates the most cost-efficient package to 
dispense the dose. The result is a process that dispenses a correct dose for each drug. 
Determining the optimal package size also eliminates product waste and unnecessary 
expense. 


Future Plans for the Specialty Pharmacy Program 
For the future, we continue to evaluate new medications for potential addition to our Specialty 
Pharmacy Program. As biological products and their biosimilar counterparts accelerate their 
introduction into various therapeutic spaces, we proactively evaluate newly issued products. 
Our Specialty Pharmacy Program is responsible for keeping abreast of advances in 
therapeutics and confirming the Specialty Pharmacy Program remains up-to-date. Clinical 
criteria developed by the Specialty Pharmacy Program help us recognize sound medical use 
that is supported by evidence-based literature versus experimental prescribing. Because 
specialty pharmacy medications are typically high-cost, we continually work to negotiate the 
best payment rates. Additionally, we work with members to promote adherence and identify 
potential adverse events and barriers to appropriate utilization as a means of maximizing the 
benefits of these medications while at the same time reducing unnecessary treatment costs. 
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Through the administration and management of our Specialty Pharmacy Program, we verify 
appropriate coordination and provision of our members’ care. The program benefits all 
involved parties, including our members, our providers and our clients. We can increase 
member adherence to therapy and improve clinical outcomes through individualized care 
while also promoting cost-effectiveness. One example of this is the onboarding experience that 
a “new-to-therapy” member receives when he/she starts a new self-injectable drug. This 
service connects the member to a pharmacist specifically trained on the product and disease 
state via a video web conference. This allows the pharmacist to assist with the first dose and to 
answer any questions the member may have about the treatment and potential side effects. 
Members receive their medications safely and on time, and benefit from additional services 
through both our company and a vendor. Finally, providers can benefit by eliminating the 
need to stock expensive injectable medications and a guarantee that their members are 
receiving a continuum of care. 


3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
vendor, to the vendor. The vendor will not terminate a current prescription without consulting with the 
prescriber. The vendor must then document the reasons a drug is not medically necessary if a current 
prescription is terminated. 


We have a policy for transitioning prescriptions from FFS or another vendor and we will not 
terminate a current prescription without consulting the prescriber.  


With a long-standing and extensive history working with state, county and local governments 
for the provision of pharmacy services to Medicaid populations across the country, we 
understand the necessity of providing medication continuity of care for members. We have 
successfully implemented programs and worked closely with providers, the state and internal 
constituents to make certain members maintained continuity of care. Our process includes 
successfully and proactively engaging new members throughout the enrollment and 
orientation process. We inform members of their new relationship with us; provide education 
regarding notifying us of current medication needs and processes to continue receiving those 
medications; and guide new members to appropriate resources. Our enrollment and eligibility 
processes and procedures promote transitions of care and certify the following: 


 Overrides: Our provider and pharmacy call-center materials instruct all parties to 
ensure our Medicaid member prescription needs are met. This includes the call center 
process to place an override at the point of service, approving prescriptions for 
Medicaid covered drugs especially during the transition period. Members who begin 
coverage with the plan are not denied coverage for prescription products they were 
previously taking. In the event that a member comes to us on a chronic medication that 
is non-formulary or has additional clinical criteria, we may offer a 30-day override to 
give the provider time to submit appropriate documentation. In the event that the plan 
deems a therapy not medically necessary per plan criteria or drug compendia, the 
reason will be documented in the clinical review software where all prior authorization 
and exception requests are stored.  


 Accurate Information: Member eligibility information is loaded into our systems 
accurately and on time. 


 Pharmacist Education: We educate pharmacists on how to contact us, the process for 
emergency overrides and the notification process when there is a change in 
membership to prevent member’s disruption of medication. 
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 Prescriber Education: Our pharmacy team works closely with our network team to 
confirm pharmacy is incorporated into their materials. Our provider advocates in the 
field make providers aware of the various ways to access the formulary and the 
provider call center. Prescriber training on the pharmacy benefit is also included in 
our provider materials. 


3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify 
that a specific brand of medication is medically necessary for a particular patient. The prescriber should 
document in the patient’s medical record the need for the brand-name product in place of the generic 
form. Certification must comply with the following: certification must be in the prescriber’s own 
handwriting; certification must be written directly on the prescription blank; and a phrase indicating the 
need for a specific brand is required. (An example would be “Brand Medically necessary.”)  


As a health plan, generic use is a priority to control costs while not sacrificing clinical care. 
However, we are aware that there will be circumstances when, for multiple reasons, the 
branded equivalent is required by the member. In these cases, if the provider has written the 
prescription in a way that complies with the certification requirements of MSM 1200 and we 
have received documentation of trial, failure or contraindication to two or more 
manufacturers of the generic ingredient, we will cover the branded product. 


3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors. These 
recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only. 
They can use any pharmacy for their non-controlled medications. Criteria should include recipients 
utilizing more than one pharmacy or 3 or more physicians for controlled substances, repeated ER visits 
for pain medication, cash payments for drugs or other drug seeking behaviors. Vendor must have a 
process where recipients can change lock in providers and have an override policy for instances where 
their locked in pharmacy is out of stock or the recipient is out of area and needs their controlled 
medication. 


We support an administrative lock-in program that acknowledges the potential harm to a 
member who misuses prescription medication and allows us to limit a member to one 
pharmacy. Criteria for inclusion to the lock-in program include nine or more targeted 
pharmacy claims per quarter, three or more prescribers per quarter, three or more pharmacies 
per quarter or an accumulated days’ supply for a specified time frame. In addition to the 
pharmacy claim metrics, member’s medical claims, such as ER visits, are reviewed to identify 
potential drug-seeking behavior. 


IDENTIFYING MEMBERS FOR LOCK-IN ASSIGNMENT 
We identify members who are potentially committing fraud or abuse in two primary ways: 
reported tips and data analytics. Tips about potential fraudulent member behaviors come 
through our member and provider services centers or from our employees. Member and 
provider services representatives receive training on how to identify the types of behaviors that 
warrant a lock-in assignment. We use a variety of data analytic tools to detect fraud, waste and 
abuse. Data analysis is particularly effective in identifying member card sharing (as a means 
of illegally obtaining services for multiple individuals or as an indicator of identity theft) and 
suspected member overutilization. Data analytics can identify members who, during a three-
month period:  


 Filled nine or more targeted pharmacy claims 


 Saw three or more physicians in the same specialty 


 Used three or more pharmacies 
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 Had six or more visits for pain medication 


 Have a history of drug, alcohol or substance abuse 


 Persistently refused to follow prescribed treatments or comply with our requirements 


 Engaged in abusive or threatening conduct 


 Excessively used physician, hospital, ER or prescriptions not medically indicated 


 Engaged in doctor- and pharmacy-shopping  


 Allegedly altered a prescription or shared an identification (ID) card with other 
individuals to obtain prescriptions and other services 


 Was referred by our care coordination staff 


Review Process of Identified Members for Potential Lock-In Assignment 
Our clinical pharmacy team reviews the pharmacy and medical claims history for the 
members identified to determine if they should be considered for the pharmacy restriction 
program. The list is then sorted to isolate at least the top 30 members based upon the top 
number of prescription claims, the top number of prescribers, and the top number of 
pharmacies used, respectively. The clinical pharmacy team creates a quarterly case report for 
at least the top 30 members with a recommendation for inclusion in the restriction program, 
and presents the recommendations to the pharmacy director. Within 14 days of receipt of the 
recommendations, the pharmacy director makes the final determination as to which members 
recommended for the restriction program will be selected for inclusion. 


Member Notification 
A written notification is sent to the members selected for inclusion in the restriction program 
of the intent to restrict their medication utilization to one pharmacy. The member may request 
an appeal of the decision within 30 days from the mailing of the notification letter. If the 
clinical pharmacy team does not receive a response from the member after 30 days, he/she 
assigns the member to a network pharmacy provider based upon previous use and geographic 
location.  


 Our  members may request a one-time network pharmacy change from his/her health 
plan by phone or letter based upon proximity to home or availability of the pharmacy, 
as long as it is agreeable to both the member and to the health plan.  


 The pharmacy director, or designee will review additional pharmacy change requests 
on an individual basis.  


 A five-day emergency supply of medication is available at pharmacies, other than the 
member’s assigned pharmacy, if the assigned pharmacy does not have the required 
medication in inventory.  


Follow-Up Review and State Reporting  
Once the lock-in assignment occurs, we will perform annual utilization reviews of the 
member’s paid pharmacy and health care services to determine if the member meets the 
criteria for an extended lock-in. A member’s administrative lock-in does not apply to 
emergency services. As required, when members are affirmatively identified for lock-in 
programs and when a member in administrative lock-in transfers to fee-for-service or to 
another health plan, we will notify the State immediately (or at a frequency determined by the 
State). We also will apply the lock-in program to members who transfer from the fee-for-
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service benefit and were in the fee-for-service lock-in program so long as we are notified by 
the State. 


3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity 
limits, etc., however plans may not use a standard for determining medical necessity that is more 
restrictive than is used in the Medicaid State Plan and MSM. 


We use prior authorization and quantity limits for Hepatitis C medications to verify 
appropriate and guideline-supported use. Our process for determining medical necessity is not 
more restrictive than the Medicaid State Plan and MSM. Specifically, we do not require a 
certain level of disease progression, that the therapy be prescribed by a specialist or that the 
member is abstaining from alcohol or illicit drugs as directed by the State and CMS. 


3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters 
to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from 
manufacturers. The encounters shall be submitted in a mutually agreed upon format and in a mutually 
agreed upon timeframe, but no less than quarterly. The vendor agrees to modify the pharmacy claims 
processing systems to accommodate additional data elements in compliance with current National 
Council for Prescription Drug Programs (NCPDP) transactions standards and guidelines, such that 
pharmacy encounters can be submitted by the DHCFP for rebates. 


Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP or its vendor, the 
vendor shall, if needed, correct and resubmit any disputed encounters and send a response file that 
includes: corrected and resubmitted encounters and/or an explanation of why the disputed encounters 
could not be corrected. 


In all of our markets where we provide pharmacy benefits, we submit claims and encounter 
data in accordance with our state partners’ needs and in compliance with contractual 
requirements. This process includes receiving response files to encounter submissions. We 
work with the state’s vendor to correct and resubmit any disputed encounters within 60 
calendar days of receipt. Currently, our pharmacy encounter acceptance rate is 99.9 percent. 


We use our pharmacy benefit manager’s (PBM’s) online transaction processing system to 
process all pharmacy claims submitted by members. In compliance with DHCFP 
requirements, our pharmacy claims procedures will focus on conserving scarce Medicaid 
resources, at least in part by helping DHCFP recoup rebate dollars from pharmaceutical 
manufacturers. In particular, we have programmed the PBM system to incorporate: 


 National Drug Code (NDC) codes 


 All data elements in compliance with current National Council for Prescription Drug 
Programs (NCPDP) transactions standards and guidelines 


Our pharmacy claims processing operates under NCPDP version D.0, in compliance with 
current HIPAA billing standards. We correct and resubmit disputed encounters within 60 days 
of receipt. We work with our state partners’ vendors on encounters that cannot be corrected.  


Our claims and encounter processes provide further support through well-established 
encounter reporting specific to our state partners’ pharmacy rebate requirements. For 
example, the following table illustrates the efficiency of our claims and encounter processes 
throughout the most recent 12-month period in one of our states. We have been successfully 
submitting monthly pharmacy rebate files to our state partners’ vendors since 2010. 
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Submission Period for Pharmacy Rebate Files Percent Accepted 


July 2015 100.0% 


August 2015 100.0% 


September 2015 100.0% 


October 2015 99.9% 


November 2015 100.0% 


December 2015 100.0% 


January 2016 99.8% 


February 2016 100.0% 


March 2016 99.9% 


April 2016 99.9% 


May 2016 100.0% 


June 2016 100.0% 


3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) 
codes and related information necessary for the DHCFP to process the claim for rebates. Covered 
outpatient drugs dispensed to individuals eligible for medical assistance who are enrolled with the vendor 
shall be subject to the same rebate requirements as the DHCFP is subject under Section 1927 and the 
DHCFP shall collect such rebates from manufacturers. The vendor shall report to the DHCFP, on a timely 
and periodic basis specified by the U.S. Secretary of Health and Human Services (Secretary), information 
on the total number of units of each dosage from and strength and package size by NDC of each covered 
outpatient drug dispensed to recipients for which the entity is responsible for coverage (other than 
outpatient drugs) and other data as the Secretary determines necessary. 


Regardless of how a claim for outpatient medication is processed, we require that all medical 
claims for pharmaceuticals contain the accurate 11-digit NDC and corresponding quantity 
unit information, in addition to J-code designations. These informational requirements 
facilitate the collection of data elements necessary to collect rebates from pharmaceutical 
manufacturers, in accordance with the Drug Rebate Equalization legislation.  


In compliance with ACA requirements related to pharmacy rebates, Facets requires NDC 
codes on all medical claims for outpatient pharmacy services for dates, effective Apr. 1, 2010. 
Providers are notified that all medical claims must contain the appropriate NDC code in order 
for the claim to adjudicate and pay. 


We report, on a timely and periodic basis, all covered outpatient drugs dispensed to members 
by NDC including the total units of each dosage, form, strength and package size, as well as 
other data elements determined necessary by the U.S. Secretary of Health and Human 
Services.  


We have a long-standing track record of successfully submitting monthly medical rebate files 
to our state partners as far back as 2010, in some cases. 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 131 of 776
 


3.4.7 Children with Special Health Care Needs (CSHCN) and Mental 
Health Services for Adults 
3.4.7.1 The vendor benefit package must include certain services for recipients with special health care 
needs, including CSHCN, Early Intervention, and mental health services for adults. The vendor must 
reimburse certain types of providers with whom formal contracts may not be in place and coordinate 
these services with other services in the benefit package. 


Our strategic approach incorporates system-of-care values to provide integrated delivery of 
care and interventions that are relevant to special needs populations. We stress the importance 
of assessing the behavioral, emotional, social, educational and physical needs of the member, 
including considerations for nuances that are important to the member, such as incorporating 
traditional and non-traditional services. This approach includes coordinating services with 
non-contracted providers through single case agreements to meet a member’s behavioral or 
physical health needs not met by in-network providers. 


Grounded in and guided by person-centered care principles, we embrace each member’s 
unique needs, preferences, goals, background and culture and, through the coordination of 
services and supports, enhance the member’s well-being, independence and integration in the 
community. We incorporate data, operations and services to coordinate a full range of covered 
and non-covered physical and behavioral health services. In addition, we collaborate with 
community-based services and implement other supports to meet each member’s needs 
through a seamless, holistic experience of care that improves member outcomes and enhances 
quality of life.  


CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS 
Our comprehensive, coordinated services address the varied and complex needs of children 
and youth with special health care needs (CYSHCN) using a family-centered approach to 
care. Today we serve CYSHCN, including those with complex chronic medical and behavioral 
health conditions; intellectual and developmental disabilities; and medically complex children 
and youth. Our approach enhances the child’s well-being, independence, integration in the 
community and potential for productivity. Our care team provides coordination and guidance 
to support the children/family, alleviating burdens that the family, siblings, representatives 
(caregivers) and others are under to care for the child.  


CYSHCN individuals frequently require highly integrated care across multiple treatment 
settings. A key issue for CYSHCN subpopulations is the lack of coordinated care and 
availability of cross-trained providers. The prevalence of complex medical issues among these 
children further highlights the importance of well-coordinated interdisciplinary care teams 
that address all conditions through a comprehensive approach to care and service delivery. 
Our established system of care for children and youth offers a broad range of physical and 
behavioral prevention, treatment and support programs that provide the right care, at the right 
time, in the least restrictive environment. Our team of pediatric complex case managers and 
social workers assist these members with a focus that includes: 


 Establishing a medical home that provides comprehensive, family-centered care 


 Delivering child or youth and family-centered care coordination that provides easy 
access to care, and confirms that they are full partners in the planning and delivery of 
their own care and services 
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 Confirming early and continuous screening and referrals occur for the pediatric and 
adolescent populations at all care access points 


 Recognizing CYSHCN may access services through one of multiple avenues (e.g., 
Nevada Early Intervention, Division of Child and Family Services, School-Based Child 
Health Service, other appropriate community services or through our provider 
network), and working with these agencies and organizations to identify CYSHCN. 


 Confirming individualized services meet the needs of each child and family, guided by 
a strengths-based, resilience-oriented, wraparound service planning process and an 
individualized care treatment plan developed in true partnership with the child and 
family  


 Verifying services are delivered in a coordinated and therapeutic manner so children 
and their families can move through the system of services in accordance with their 
changing needs 


 Ensuring children and youth are supported through transition into adulthood, 
including identifying appropriate supportive care and services related to housing, 
employment, education, and medical and behavioral health care 


 Confirming care management, care coordination and all aspects of the member’s care 
and services are culturally and linguistically appropriate 


We monitor and evaluate the effectiveness of our interventions and focus on developing and 
strengthening comprehensive procedures and systems that provide a localized, hands-on 
approach that is responsive to children and their network of caregivers, representatives and 
advocates. We harness support from our national resources to continue to evolve and 
strengthen care management strategies based upon emerging research and lessons learned 
from working with populations of children and families experiencing high levels of physical 
and behavioral health needs. 


Collaborating with School-Based Health Centers 
School-based health centers (SBHCs) can be a vital 
resource for accessing much-needed care, which is why 
we contract with four SBHCs in Nevada. These vital 
community-partners offer easy-access to care for 
routine preventive care and screenings (vision, hearing 
and dental), behavioral health services, early 
intervention and acute illnesses. Often SBHCs can be 
used as a resource for accessing care for CYSCHN, 
based on the proximity of the services. Each of the 
centers may have a variation of services dependent on 
available resources, and we actively work with these 
key stakeholders to determine how best to support their 
communities by identifying potential areas of 
expansion of services to mitigate risks long-term to the 
pediatric population.  


We recognize the importance of SBHC programs in 
Nevada, whose goal is to ensure each child receives a 
physical and developmental assessment and an 


Collaborating with SBHCs to 
Provide Care to Children in 
Louisiana and New Mexico 
We are contracted with the 
Louisiana Office of Public Health 
(OPH) for all of their health and 
family planning clinics and 60 of 
the 63 SBHCs to provide 
accessible health care to 
children across Louisiana. 
SBHCs are embedded within the 
public schools and provide 
medical and behavioral health 
services to school-aged children. 
We also work with the New 
Mexico Department of 
Health/Office of School and 
Adolescent Health to confirm our 
clinical initiatives are integrated 
with the services provided by 
SBHCs in New Mexico. 
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evaluation of the psychosocial needs of the family unit. We support the goals of the SBHC 
program and work collaboratively with SBHCs to: 


 Help medically fragile children reach their full potential 


 Create hope and foster inclusion 


 Promote comfort and quality of life 


 Provide care coordination 


Additional collaborative, comprehensive programs and services for children we provide 
include: 


 Early Intervention 


 Healthcare Clinic  


 Home Health Services  


 High-Risk Newborn Clinic 


 Community Partner Referral  


BEHAVIORAL HEALTH SERVICES FOR ADULTS  
Our whole-person approach is inclusive of geographic location, placement, special need, 
physical/behavioral/emotional needs, language and unique cultural considerations. Members 
with serious behavioral health conditions often have comorbid medical conditions, experience 
crises and cycle in and out of higher levels of care. We address their complex medical, 
behavioral and socio-economic challenges, such as assisting them in the creation of their 
personalized Wellness Recovery Action Plans (WRAPs) to leverage their strengths and 
preferences in their own recovery.  


Our established system of care for adults with behavioral health needs offers a broad range of 
physical and behavioral prevention, treatment and support programs that provide the right 
care, at the right time, in the least restrictive environment.  


We assign behavioral health clinician care managers to members who need them, who can 
assist them in defining their recovery goals, creating and implementing their care treatment 
plan, and defining their crisis plans, as appropriate. This approach ensures behavioral health 
services are delivered and coordinated in a manner that supports recovery and resiliency, is 
therapeutic for the member and delivered in a culturally and linguistically appropriate 
manner. Our care team focus includes: 


 Assessing each member’s care needs to create a comprehensive care treatment plan, 
inclusive of their recovery goals and natural supports (e.g., family, faith-based 
community) 


 Housing initiatives geared toward establishing a safe and stable home environment 


 Providing targeted transitional care support from inpatient psychiatric care to the 
community for successful stabilization  


 Conducting home assessments to understand the home environment and dynamics of 
the family lifestyle, which includes neighborhood, housing situation, sleeping 
arrangement, sanitation, safety, discipline style, family interaction and an assessment 
of unique needs 
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 Empowering the member to be an active partner and decision maker in his/her medical 
and behavioral health care decisions and treatment plan development 


 Supporting the member by providing tools such as the Recovery Toolkit and other 
prevention or intervention tools that encourage self-management and stabilization 


REIMBURSING PROVIDERS WITHOUT FORMAL CONTRACTS  
Our members may have health needs beyond the scope of practice of our local contracted 
providers. As part of the pursuit of holistic care for our members, we have built processes for 
securing services with non-contracted providers within the State and outside of the service 
area to confirm that the member receives specialized behavioral health and/or medical 
services. The pre-service review team reviews all available clinical information for service 
requests from non-contracted or out-of-area providers. Services are approved if a contracted 
local provider cannot meet the needs of the member.  


Care managers are often aware of out-of-area care needs prior to an authorization request 
being submitted, as they are in frequent contact with the member and the providers. The care 
managers alert the prior authorization team of these upcoming requests to expedite the 
process of approval. Additionally, our contracted providers are well versed in the out-of-area/ 
non-contracted referral process. They facilitate the referral process by sending all pertinent 
medical records and having the member complete any required pre-evaluation testing as 
quickly as possible so the member does not experience any delays in evaluation.  


Native American Population 
The Native American population has the right to seek covered services from an Indian Health 
Service (IHS) facility, or request services through their MCO. We have experience working 
with I/T/U providers to ensure appropriate access to records and information sharing occurs, 
so Native American members receive timely and appropriate care and services, based on their 
choice for accessing their care.  


To provide services and systems for Native Americans that are culturally appropriate and 
responsive to consumers who live on and off the reservation, we work with urban and tribal 
communities to obtain recommendations and insight on the provision of culturally appropriate 
care and services. This communication is facilitated by our participation in Tribal 
Consultation quarterly meetings arranged by our state partner.  


3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are 
determined through an assessment by appropriately qualified health care professionals to need a course 
of treatment or regular care monitoring. The treatment plan must be: 


The core of our case management approach for CYSHCN is the relationship between the 
child, the child’s family and their care manager. It is our goal that the care manager becomes 
the child’s and family’s trusted health partner. Care managers serving CYSHCN have 
appropriate experience relating to the member’s and family’s needs, such as an understanding 
of family-centered care principles and competency in person-centered planning.  


The care manager arranges and authorizes services by coordinating with all parties, including 
the member, the member’s family, the PCP and other providers. The care manager leads and 
actively collaborates with the member’s care team, selected based upon the needs and 
preferences of the member, and the member’s PCP to:  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 135 of 776
 


 Integrate the child’s or youth’s care 


 Remain informed of the member’s needs and condition 


 Ensure the team addresses objectives identified in the plan of care  


 Help connect the member to an extended service network to meet his/her needs (e.g., 
behavioral health services, transportation programs, home modifications).  


The care manager helps the child or youth and the family navigate the health care system and 
manage the child’s care by: 


 Identifying each child’s needs and collaboratively developing a care plan that meets the 
child’s needs, preferences and goals 


 Arranging and authorizing services by coordinating with all parties, including the 
child, the child’s family, the PCP and other providers 


 Leading and actively collaborating with the child’s support system, LSWs and the 
child’s PCP and other providers to: 


 Integrate the child’s care and services 


 Remain informed of the child’s needs and condition 


 Address the objectives identified in the child’s care plan 


 Help connect the child to an extended service network to meet his/her needs (e.g., 
behavioral health services, transportation programs, home modifications) 


 Continuously monitor the child’s progress to identify gaps in care, changes in 
health status and children that may be experiencing a care transition 


DEVELOPING THE CARE TREATMENT PLAN 
Our person-centered process for creating the child’s comprehensive care plan is collaborative 
and iterative and includes the child, the child’s family, PCP, social workers, behavioral health 
specialists, providers, community organizations providing non-covered services and other 
individuals with knowledge and understanding of the child’s strengths and service needs. The 
process includes the steps described in the following sections. 


Understanding the Child’s Needs 
Development of the child’s comprehensive care plan begins during the initial screening and 
risk stratification. In addition to the data collected during initial screening and risk 
stratification, the care manager works with the child and the child’s family to:  


 Understand each child’s and family’s needs, preferences, goals, background and 
culture 


 The covered services the child is currently receiving 


 The covered services the child is not receiving, but that the child might benefit from 


 The non-covered services that could benefit the child 


 The child’s natural strengths and supports, including helpful family members, 
community supports or special capabilities  


The care manager completes a pediatric comprehensive assessment, which provides the care 
manager with the opportunity to identify needs, confirm appropriate risk stratification, 
determine goals and begin development of a customized care plan. Once completed, our 
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comprehensive pediatric assessment helps determine, in collaboration with the child and 
family, the appropriate intensity of care coordination needed.  


The comprehensive pediatric assessment screens for:  


 Utilization 


 Representative (caregiver) support 


 Self-management; medication management; environmental concerns 


 Health equity (e.g., cultural or spiritual drivers that impact health care), educational 
needs 


 Healthy behaviors 


 Health literacy 


 Disaster planning 


 Medications 


 Use of in-home support services (e.g., nursing and personal care attendants) 


 Need or use of services, including medical, behavioral and school-based services  


 Specialized therapies, including occupational, physical or speech 


 Concerns related to social and safety needs (e.g., having enough food for family or 
risks related to housing security and awareness of available community resources) 


 EPSDT compliance 


Meeting with the Child and the Family to Begin to Develop the Care Treatment Plan 
The care manager meets with the child and the child’s family to develop a care plan that 
identifies and provides the necessary covered and non-covered services and supports to best 
address needs, preferences, goals and objectives. During the meeting, the care manager: 


 Identifies goals and answers any questions related to the development of the care 
treatment plan 


 Ensures the parent/guardian wants the child to receive in-home services  


 Confirms the accuracy gathered information  


 Gathers additional information that may inform the development of the care plan 


 Explains next steps, which may include collecting further external information and 
collaborating with the child’s PCP, other providers and individuals that have 
knowledge and understanding of the child’s strengths and service needs to develop a 
care plan 


Evaluating all Information and Developing a Care Treatment Plan 
The care manager evaluates all information collected and develops a care plan that has the 
input and approval of the child and the child’s family. It identifies and drives actions to 
remediate care gaps, and identifies an extended service network to meet the child’s needs. The 
care plan identifies and integrates all medical, behavioral, social and educational services; 
non-covered services; and community-based services that are important to the health and well-
being of the child. The care plan aligns expectations among the child and the child’s family, 
PCP and key service providers. Before finalization of the care plan, the care manager verifies 
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that the child and the family understand the services in the care plan and obtains consent to 
share the care plan with the child’s PCP and other providers, as needed.  


MONITORING THE CHILD’S PROGRESS 
The care manager monitors each member to identify changes in the member’s condition 
which may indicate a need for a change in the member’s service needs. The care manager 
monitors each member’s progress a minimum of every 60 days or if a change in the member’s 
condition occurs prior to the 60 days (e.g., significant change in health condition that impacts 
service needs, upon request from the child or the child’s family, at the recommendation of the 
child’s PCP or following a change in life circumstance). The care manager has a discussion 
and addresses the goals and outcomes telephonically or in person, depending on the member’s 
needs, and then updates the care treatment plan. 


The care manager monitors the member’s progress as follows: 


 Ongoing monitoring: The care manager evaluates that care treatment plan goals are 
on track to be achieved and that the care treatment plan continues to meet the 
member’s needs through contact with the member, family, PCP and other providers, 
and through the review of documentation and alerts in our case management IT 
system. Our case management system allows the care manager to document and report 
clinical progress and adherence to the care plan, verify the completion of service tasks, 
identify gaps in care and perform ongoing analysis of clinical data. 


 Reported change in condition: Upon a reported significant change in the member’s 
condition or life circumstances, discharge from an inpatient stay or at the member’s or 
family’s request, the care manager works with the member and the member’s family to 
reassess the member’s circumstances. During this reassessment, the care manager 
determines if needs have changed and reviews the member’s care plan to determine if 
the member’s goals, services, supports or interventions need to change.  


 Ongoing data analysis: The care manager receives a monthly analysis of physical and 
behavioral health data that identifies gaps in care, changes in health status (an early 
indicator is excessive utilization), behavioral health and medical follow-up or care 
opportunities and changes in the member’s health risk categories. This analysis 
informs the care manager that the member may require an intervention or 
reassessment. 


 Alerts and referrals: The care manager is informed when a member may require 
intervention through admit, discharge or transfer (ADT) or through referral by a 
member, family, PCP or our UM and clinical staff. 


ADULT TRANSITION PLANNING 
Through our team-based approach to care, care managers, providers and other members of 
the care team ensure youth, young adults and their families receive early (ideally, starting at 
age 14) and comprehensive transition information and the services and supports necessary to 
facilitate well-planned transitions to all aspects of adult life. This includes health care, 
education, employment, housing and independence, which generally occur following the 
member’s 21st birthday. 
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A. Developed by the recipient’s primary care provider with recipient participation, and in consultation with 
any specialists caring for the recipient; 


The care manager receives and analyzes the findings from the assessment process and risk 
stratification, and from the conversations with the member or the member’s family. The care 
manager coordinates with the member’s PCP and specialist providers to discuss the member’s 
services, medications and treatments, the member’s historical needs and other information 
that may not have been captured in the member assessments. The care manager also 
collaborates with the PCP and specialist providers to discuss the member’s care treatment plan 
and include recommended services and supports in the plan. The care manager reviews the 
PCP’s and specialist provider’s recommendations with the member and his/her family and 
gains agreement to incorporate them into the member’s care treatment plan. 


B. Approved by the vendor in a timely manner, if approval is required by the vendor; and 


Our goal is to understand the child’s and family’s needs and coordinate the delivery of 
services and supports that help the child live in the safest, least restrictive, clinically 
appropriate setting. Once the member’s care treatment plan has been created, the care 
manager authorizes, arranges and coordinates the services and supports identified in the care 
plan. For services that require prior authorization, the care manager submits those services to 
our UM intake team for a determination of medical necessity. UM clinicians comply with 
DHCFP prior authorization time frame requirements or the more stringent/restrictive 
requirements of applicable NCQA or federal requirements when conducting reviews. 


C. In accordance with any applicable State quality assurance and utilization review standards. 


Must have a mechanism in place to allow these recipients direct access to a specialist through a standing 
referral or an approved number of visits, as deemed appropriate for the recipient’s condition and identified 
needs.  


The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting Guide 
of this RFP for all SED and SMI referrals and determinations, and must reimburse providers of these 
services pursuant to the referenced Nevada Medicaid policies and procedures.  


ALLOWING MEMBERS DIRECT ACCESS TO A SPECIALIST 
We allow members with special needs, who are determined to need a course of treatment or 
regular care monitoring, to directly access a specialist for treatment. Members receive services 
from a variety of providers to address their complex physical, behavioral and social issues. For 
members in complex case management, the member’s care manager develops a coordinated 
care treatment plan that includes access to specialists that may be required to provide needed 
services. The care manager coordinates services between the member’s PCP and the specialist 
and works with the member to ensure there are no barriers to the member accessing the 
specialist services, which may include developing a standing referral to a specialty physician 
based upon the member’s condition or need. Members can access behavioral health treatment 
without prior approval from their PCP.  


For members with special health care needs or members with chronic (or complex) conditions, 
the member may initiate a request through his/her care manager for a specialist to serve as 
his/her PCP. The care manager determines, with the care team, if treatment provided by the 
specialist is appropriate to meet the member’s needs and helps the specialist determine his/her 
qualifications to serve in this role. A specialty physician who acts as a member’s PCP must 
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agree to perform all PCP duties required in our provider agreement and Provider Summary 
Guide. Such PCP duties must be within the scope of the physician’s license. 


ADHERING TO MSM CHAPTER 400 AND SECTION 5 OF THE FORMS AND 


REPORTING GUIDE 
We understand and adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting 
Guide of this RFP for all severe emotional disturbance (SED) and serious mental illness 
(SMI) referrals and determinations. We have reviewed the consent form for an SED/SMI 
evaluation, the determination documentation form and the disenrollment form. We will submit 
these forms to DHCFP or designee within five working days of determination, with the 
exception of the disenrollment form, with notice pending completion, and all efforts to forward 
it expeditiously. When this exception occurs, submission of the disenrollment form includes 
the previously submitted SED/SMI consent and determination forms to expedite the voluntary 
disenrollment process. In addition, we will submit a quarterly report of members’ initial 
determination date by the 45th day after the calendar quarter. 


Only our contracted behavioral health providers provide covered medically necessary 
evaluations and medical and behavioral health services to members referred for evaluation 
with SED/SMI, or who have been determined to need SED/SMI services. Members determined 
to need SED/SMI services receive case management and wraparound services to assist them in 
accessing and receiving medically necessary care. In addition, services requiring prior 
authorization and ongoing authorization are clinically reviewed by our UM staff, supported by 
our medical director, to confirm that the appropriate medical, behavioral and behavioral 
rehabilitation services are being provided to the member. 


In adherence with the DHCFP requirements, only our network providers have the authority to 
make an SED/SMI determination for members. Unless rendered by an FFS Medicaid provider 
on behalf of a member transitioning to managed care, we reject SED/SMI determinations for 
members from all other sources, and instead contact the member to schedule an evaluation 
with one of our network behavioral health providers. We accept valid SED/SMI 
determinations made by appropriately licensed behavioral health practitioners within the 12-
month period preceding initial Medicaid eligibility. 


Pursuant to the State of Nevada Title XIX State Plan, and in accordance with DHCFP 
requirements, we inform all members who are determined to be SED/SMI of their option to 
remain enrolled with us or to transition to the FFS Medicaid; the decision is up to the 
member. In 2015, 570 members were determined to be SED/SMI and 48 percent opted to 
remain enrolled in our health plan. 


Additionally, we maintain ongoing care for Nevada Check Up members in urban areas and 
the expanded Medicaid population (newly eligible Medicaid members including childless 
adults ages 19 to 64, and expanded parents and caretakers ages 19 to 64) who do not have an 
option to disenroll to FFS due to SED/SMI determination. 


Our benefit package for Medicaid and Nevada Check Up members includes services required 
for CYSHCN and members with SED/SMI. These health care services include, but are not 
limited to: behavioral health; occupational, speech and physical therapies; activities of daily 
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living (ADLs); and instrumental activities of daily living (IADLs). We coordinate these 
services with network and non-network providers as necessary. 


3.4.8 Transplantation of Organs and Tissue, and Related 
Immunosuppressant Drugs 
These services are covered, with limitations, when medically necessary. Coverage limitations for these 
services are defined in the Title XIX and Title XXI State Plans. The DHCFP covers Corneal, Kidney, Liver 
and Bone Marrow transplants and associated fees for adults. For children up to age 21, any medically 
necessary transplant that is not experimental will be covered. The vendor may claim transplant case 
reimbursement from the DHCFP for in-patient medical expenses above the threshold of $100,000 in a 
State Fiscal Year (July 1 – June 30). 75% of the expenses above $100,000 are reimbursed to the vendor. 


We administer the organ transplant benefit according to the limitations listed in the Nevada 
Medicaid Service Manual Chapter 600. We approve and coordinate medically necessary, non- 
experimental transplants for members up to age 21, and corneal, kidney, liver and bone 
marrow transplants for adult members. Adult members who are not approved for transplant 
per benefit limitations are referred to complex case management (CCM) for coordination of 
care with specialty providers to evaluate alternative options. 


Members referred for organ transplant are managed by experienced RNs. They work  with 
specialty offices and transplant facilities to confirm the member can progress through the pre-
transplant evaluation process efficiently. Members are empowered to complete testing through 
education on the transplant evaluation process and provided with resources to meet the 
logistical challenges in obtaining services. Our nurses call physician’s offices to advocate for 
priority appointments and fax records to transplant facilities. They also obtain regular updates 
from the transplant facility regarding the status of listing the member for the organ transplant 
and address each issue that could delay listing the member.  


In addition, our nurses track the required annual testing to maintain transplant listing. They 
notify members when the testing is due and assist with appointment scheduling. They support 
the member when he/she becomes weary of all the required pre-transplant testing by 
reminding him/her of the health status he/she will have after he/she receives the transplant. 
This encouragement is required as the pre-transplant evaluation process can be lengthy. In 
addition, due to organ shortages, a member may spend a great deal of time waiting for the 
organ even after he/she is listed for transplant. 


Adult Transplant Success Story in Nevada 
In May 2016, a 41-year-old member was diagnosed with fulminant congestive heart failure.  


He was referred to the transplant case management team to coordinate a heart transplant evaluation, but 
heart transplants are not covered for adult Medicaid members. The member was referred to the CCM 
team to coordinate care with a cardiologist who could maximize medical therapy.  


The member received an automatic implantable cardioverter defibrillator (AICD) in June 2016 and 
continues to be followed by the cardiologist. In addition, the clinical interdisciplinary team meets regularly 
to discuss medical and/or social issues that could create barriers to care and educate the member on his 
medication, diet and other activities to control his heart failure. His ejection fraction has improved to 28 
percent since receiving the AICD. He reports having more energy to take care of his 2- and 7-year-old 
children.  


We coordinate services for pediatric transplant candidates as well. 
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Pediatric Transplant Success Story in Nevada 
In 2012, a member was born prematurely at 26 weeks with patent ductus arteriosus. After a six-week stay 
in the neonatal intensive care unit (NICU), the case management team coordinated the durable medical 
equipment (DME) and follow-up visits for ophthalmology, orthopedic, pulmonology and surgery. He 
remained out of the hospital for three years. 


He was admitted to the hospital in 2015 with liver complications. The case management team 
coordinated a referral to the local pediatric oncology group. The child was diagnosed with 
hepatoblastoma. The oncologist referred the member to transplant case management to coordinate care 
for a liver transplant referral to a facility in Utah. The member required multiple prior authorizations for 
elective chemotherapy prior to the actual transplant. The transplant case manager worked closely with 
the family and the oncologist to coordinate appointments, elective admissions, prior authorizations and 
transportation. 


The member received his liver transplant in November 2015 and was discharged in December 2015. The 
family sent the case manager a picture of the member sitting with Santa Claus on Dec. 22, 2015. 


Our transplant case managers continue to coordinate services for post-transplant members 
one year after they receive the organ. We empower members to manage their own care. The 
case manager reinforces messages from the transplant team by ensuring that the member is 
educated on the importance of being monitored by the transplant team and taking the post-
transplant anti-rejection medications. Additionally, we advise the transplant team on the 
process to order specialized medications prior to the member running out of them. If an issue 
occurs with obtaining medications, the member and/or the transplant team can contact the 
case manager to quickly obtain the medications. 


3.4.9 Out-of-Network Services 
If the vendor’s provider network is unable to provide medically necessary services covered under the plan 
to a particular recipient, the vendor must adequately and timely cover these services out of network for 
the recipient for as long as the vendor is unable to provide them. The vendor benefit package includes 
covered medically necessary services for which the vendor must reimburse certain types of providers with 
whom formal contracts may not be in place. The vendor must also coordinate these services with other 
services in the vendor benefit package. The services/providers are as follows: 


We exceed the State’s requirements to best serve the needs of Nevada’s Medicaid population 
who require out-of-network, medically necessary services. When network providers cannot 
meet members’ needs, we confirm appointment access standards are maintained regardless of 
the provider’s network status. Our care managers arrange out-of-network care as a member’s 
needs dictate. We tailor care manager assistance to meet member needs, and these 
appointments are scheduled in compliance with our appointment standards. When care 
managers contact an out-of-network provider who cannot meet the standards, they continue to 
outreach until they are able to locate a provider willing to meet the specified access standards. 
Non-network providers operating under a single case agreement (SCA) are required to provide 
care in compliance with our policies, including appointment access standards. 
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Minimizing Out-of-Network 
Provider Usage  


In an effort to minimize out-of-
network utilization, we have 
developed partnerships with 
tertiary care facilities located 
throughout the west coast of the 
United States, such as the UCLA 
Medical Center in Los Angeles, 
California; Children’s Hospital of 
Los Angeles; University of 
Southern California Medical 
Center; Loma Linda University 
Medical Center in San Bernardino, 
California; and University of 
Arizona at Tucson.  


3.4.9.1 Out-of-Network Providers 


A. When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the 
recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor 
must: 


1. Coordinate the care with out-of-network providers;  


2. Offer the opportunity to the out-of-network provider to become part of the network; and 


3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the 
Medicaid FFS rate. 


SERVICES RENDERED FROM OUT-OF-NETWORK PROVIDERS 
Medical Providers 
When it is necessary for members to obtain services 
from non-network medical providers, such as when 
the member needs to see a specialist and we have no 
such specialist in our network, we:  


 Coordinate with out-of-network providers with 
respect to payment 


 Offer the opportunity to become part of our 
network 


 Negotiate a contract to determine the rate 
before services being rendered or pay a rate 
that does not exceed the FFS rate paid by 
DHCFP 


 Our policies and benefit package include certain 
Medicaid and Nevada Check Up services, which are 
reimbursed to providers with whom we may not have a formal contract. These services include 
non-network providers, family planning services, ER services, FQHCs, RHCs and out-of-state 
providers. We coordinate out-of-network services with other services included in the benefit 
package. 


Our contracted and comprehensive provider network of 6,500 Nevada Medicaid providers 
offers a wide range of services for our members. Due to this fact, the likelihood of one of our 
members requiring out-of-network services is minimal. However, should these cases occur, 
our provider services department works closely and expeditiously with our case management 
department to coordinate services to be provided by the out-of-network provider. Our provider 
services staff  works to secure a member-specific LOA before the provision of services by the 
out-of-network provider to coordinate payment. At this time, our provider services staff also 
offers the out-of-network facility or provider an opportunity to become a fully contracted 
facility or provider for future services. If emergency services are rendered to a member by a 
non-contracted provider (either in or out of state), we cover and pay for the services rendered 
at a rate equivalent to that paid by the DHCFP, applying the “prudent layperson” definition of 
an emergency.  


Case managers assist members who require services from non-contracted providers 
throughout the entire process. We monitor the volume of services performed by out-of-network 
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providers through our claims analysis process. Provider Services analyzes the claims 
information to determine if additional network providers are needed to meet member needs.  


Additionally, we provide coverage for family planning services through both contracted and 
non-contracted providers. No prior authorization or letter of agreement (LOA) is necessary for 
a member to receive these services; however, we retain responsibility for coordinating and 
documenting out-of-network family planning services provided to eligible members and the 
amounts paid for such services. The claims operations policy provides instructions for claims 
analysts when processing claims for these family planning services.  


Behavioral Health Providers 
To the highest extent possible, we provide seamless, coordinated out-of-network services, 
especially for emergencies, to our members. Our behavioral health case management 
department works with the behavioral health medical director to obtain quality, medically 
necessary service(s) expeditiously. Similar to medical providers, a case manager assists 
members who require services from non-contracted behavioral health providers throughout 
the entire process. 


Our behavioral health care managers provide appropriate prior authorization to the provider 
or facility and gives our behavioral health provider relations staff the request for services 
outside of the network service area. The provider relations staff secures a member-specific 
LOA before the provision of services whenever possible. After we finalize the agreement, the 
provider relations staff notifies our behavioral health care manager that an LOA has been 
arranged. We document the case and make system updates to confirm the received claims are 
processed and paid appropriately.  


Our provider relations staff also offers the out-of-network behavioral health facility or 
provider an opportunity to become a fully contracted network facility or provider for future 
services. 


If a non-contracted behavioral health provider (either in- or out-of-state) renders emergency 
services to a member, we will cover and pay for the services provided at the rate equivalent to 
that paid by the DHCFP Medicaid Fee Schedule. 


Although non-emergent outpatient behavioral health services are generally not a covered 
benefit for out-of-area, long-term member travel/visiting may occur—especially with children-
parent visitations. If there is an imminent need for outpatient intervention, our behavioral 
health care managers may authorize treatment to possibly prevent the member from seeking 
services in an emergent inpatient psychiatric facility. 


3.4.9.2 Emergency Services 


A. The vendor must cover and pay for emergency services both in and out of state regardless of whether 
the provider who furnished the services has a contract with the vendor. The vendor must pay the out-of-
network provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate no more than the FFS rate.  


Emergency services are allowed and paid regardless of network status and we cover all 
emergency services provided in- and out-of-area/state. There are no restrictions regarding 
contract status. A medical director reviews emergency services that do not meet the definition 
of an emergency to determine if the services meet the definition of “prudent layperson.” Only 
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a medical director can make this determination. Analysts have no authority to deny an 
emergency services claim other than for termination, coordination of benefits, duplication or 
the need for additional information. Prior authorization is never a condition/requirement of 
an emergency service.  


We cover and pay for these services rendered at a rate equivalent to that paid by FFS, applying 
the “prudent layperson” definition of an emergency. 


Housing Assistance Stabilizes Care 
We have worked with Healthcare for the Homeless FQHCs and CoCs to help locate and engage 
members who are frequently using the ER to ensure they have adequate access to health care resources 
other than the ER, and to support the CoC’s efforts to assess and house the member. The most important 
issue for members who are homeless is to help get them housed to stabilize their care. 
 
B. No prior or post-authorization can be required for emergency care provided by either network or out-of-
network providers. The vendor may not deny payment for treatment obtained when the recipient has an 
emergency medical condition and seeks emergency services, applying the “prudent layperson” definition 
of an emergency; this includes the prohibition against denying payment in those instances in which the 
absence of immediate medical attention would have resulted in placing the health of the recipient in 
serious jeopardy, serious impairment to bodily function, or serious dysfunction of any bodily part or organ. 
The vendor may not deny payment for emergency services treatment when a representative of the 
vendor instructs the recipient to seek emergency services care.  


Prior authorization is never a condition or requirement of an emergency service or network 
status of the service provider. Members can access network and non-network providers for 
emergency services. Our member services or access center departments answer and document 
member calls. If the member was instructed to access care at an ER setting by member 
services, the access center or any other of our representatives, the claim is paid based upon the 
directive given, regardless if the service meets the criteria of “prudent layperson” definition. 


C. Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover 
emergency services based on the emergency room provider, hospital, or fiscal agency not notifying the 
recipient’s PCP, Vendor, or the DHCFP of the recipient’s screening, and treatment within ten (10) 
calendar days of the presentation for emergency services. 


Emergency services are allowed and paid regardless of network status. There are no 
restrictions regarding contract status. A medical director reviews emergency services that do 
not meet the definition of an emergency to determine if the services do meet the definition of 
“prudent layperson.” Only a medical director can make this determination. Analysts have no 
authority to deny an emergency services claim other than for termination, coordination of 
benefits, duplication or the need for additional information. Prior authorization is never a 
condition/requirement of an emergency service. 


D. A recipient who has an emergency medical condition may not be held liable for payment of subsequent 
screening and treatment needed to diagnose the specific condition or stabilize the patient. The vendor is 
responsible for coverage and payment of services until the attending physician or the provider actually 
treating the recipient determines that the recipient is sufficiently stabilized for transfer or discharge and 
that determination is binding on the vendor. 


Ongoing medical services and treatment are allowed and paid as necessary. Recipients are not 
held financially responsible for services necessary to stabilize or diagnose a condition. 
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E. Non-emergent services provided in an emergency room are a covered service. Providers are expected 
to follow national coding guidelines by billing at the most appropriate level for any services provided in an 
emergency room setting. 


We follow Nevada Medicaid’s policy and allow non-emergent services in the ER setting, as 
appropriately billed at the lower level codes, without medical or clinical review. All ancillary 
services to diagnosis a problem are covered, as well as the ER physician, regardless of 
emergent or non-emergent status. 


3.4.10 Post-Stabilization Services 
3.4.10.1 The vendor is financially responsible for:  


A. Post-stabilization services obtained within or outside the network that are pre-approved by a network 
provider or organization representative;  


B. Post-stabilization services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but administered to maintain the recipient's 
stabilized condition within one (1) hour of a request to the vendor for pre-approval of further post-
stabilization care services; and 


C. Post-stabilization care services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but are administered to maintain, improve, or 
resolve the recipient's stabilized condition if vendor does not respond to a request for pre-approval within 
one (1) hour, or the vendor cannot be contacted or the vendor and the treating physician cannot reach an 
agreement concerning the recipient's care and a network provider or other organization representative is 
not available for consultation. In this situation, the vendor must give the treating physician the opportunity 
to consult with a network physician and the treating physician may continue with care of the recipient until 
a network physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-
stabilization care it has not pre-approved ends when a network physician with privileges at the treating 
hospital assumes responsibility for the recipient’s care or a network physician assumes responsibility for 
the recipient's care through transfer or the vendor and the treating physician reach an agreement 
concerning the recipient's care or the recipient is discharged. 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an 
out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the 
services had been obtained in network.  


We do not require authorization for post-stabilization services for any member who is seen in 
an ER. At admission, we review the member’s case and continue to monitor the treatment 
plan. Our network development and contracts team works closely with case managers to 
coordinate any services provided outside our network. The team works with the facility to 
secure a member-specific LOA for the treatment of the member. We also offer the out-of-
network provider or facility the opportunity to become fully contracted for future services. If a 
non-contracted provider renders emergency services to a member, once the LOA is finalized, 
the network team notifies our prior authorization and claims departments. We cover and pay 
for the services rendered at the Medicaid rate, applying the “prudent layperson” definition of 
an emergency. 


The case manager follows members who require services from non-contracted providers and 
assists throughout the entire process. We monitor the volume of services performed by out-of-
network providers through our claims analysis process. Our provider services department 
analyzes the claims information to determine if additional network providers are needed to 
meet member needs. 
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Collaboration with FQHCs on 
Health Care for the Homeless 
We will collaborate with contracted 
Nevada FQHCs—Northern Nevada 
HOPES, Community Health Alliance 
and Nevada Health Centers—for our 
members who are homeless. 
Services from those FQHCs include 
street outreach, clinic days in 
shelters and access to additional 
resources to support their search for 
housing.  


We confirm members have adequate and timely services outside the network if our network is 
unable to provide necessary services covered under the member’s contract, and ensure the 
requirements in 42 CFR 438.114(e) and 42 CFR 422.113 are met. 


3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC) 


The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural 
Health Clinic (RHC). Vendors may enter into contracts with FQHCs or RHCs provided that payments are 
at least equal to the amount paid to other providers for similar services. If the vendor does not have a 
contract with an FQHC or RHC, the vendor must pay at a rate equivalent to the FFS rate. This does not 
apply to out of network providers of emergency services. The vendor must demonstrate a good faith effort 
to negotiate a contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC 
providers in the vendor’s network. Contracting with just one provider at each FQHC or RHC does not 
constitute a good faith effort to include the FQHC or RHC in the vendor’s network. The vendor must 
report to the DHCFP payments and visits made to FQHCs and/or RHCs. The DHCFP is responsible for 
FQHC wrap payments; MCOs will be responsible for quarterly reporting on FQHC/RHC activity.  


We meet the FQHC and RHC requirements as stated 
in the Scope of Work and we have entered into a key 
contracted agreement with Nevada Health Centers 
for all of its locations and services. We are also 
contracted with Community Health Alliance and 
Northern Nevada HOPES in Washoe County, which 
provide services to Reno. If we are not contracted 
with a key Nevada FQHC or RHC, we commit to pay 
them at a rate equivalent to the FFS rate. 


We employ our best efforts to contract with any 
FQHC and RHC, as we endeavor to provide a 
comprehensive network to meet the needs of our 
members. As new FQHCs and RHCs become established in the urban Clark and Washoe 
counties, we will work diligently to secure agreements with these providers to further enhance 
our comprehensive, geographically accessible provider network. The agreements offered to 
these providers do not differ from the agreements offered to providers who offer similar 
services to our members. As required, we will provide quarterly reporting on FQHC and RHC 
activity to DHCFP. 


Because of our commitment and interest in FQHC providers, we have dedicated staff 
responsible for our enterprisewide relationship strategy for FQHCs. They conduct quarterly 
visits to our contracted FQHC providers in both Northern and Southern Nevada. This strategy 
includes several components, including, but not limited to: 


 A federal and state advocacy agenda to advocate for support of community health 
centers 


 Promotion of volunteerism through our company programs 


 Grant donations to FQHCs to develop additional services in underserved areas, as well 
as facility enhancement support 


 A contracting strategy to include FQHCs in our networks 


 A relationship management strategy that provides dedicated provider advocates to 
FQHCs to support their care of our members 
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 Nationally, FQHC executives meet quarterly with our company’s Medicaid executive 
leadership team to discuss growth, access, best practices and clinical strategies 


Via our encounter files, we also will provide the DHCFP with reports of payments and visits 
made to FQHCs or RHCs. 


3.4.11 Out-Of-State Providers 
When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the vendor 
must negotiate a contract to determine the rate prior to services being rendered. The vendor must inform 
the provider to accept vendor reimbursement as payment in full. The only exception is for TPL. The OOS 
provider must not bill, accept or retain payments from Medicaid or Nevada Check Up recipients.  


When it is necessary for members to obtain services from an out-of-state (OOS) non-network 
provider, , we coordinate with out-of-network providers with respect to payment; offer the 
opportunity to become part of our network; and negotiate a contract to determine the rate 
before services being rendered or pay a rate that does not exceed the FFS rate paid by 
DHCFP. We inform the OOS provider at the time of payment to accept the reimbursement as 
payment in full. Our LOA includes language stating the provider should only look to us for 
payment and that the member will be held harmless. 


Additionally, we comply with requirements pursuant to 1932(b)(2(D)) of the Social Security 
Act, in which a non-contracted provider of emergency services, in- or out-of-state, must accept 
as payment in full no more than it would have received if the services were provided under the 
Medicaid FFS program.  


PAYMENT FOR SERVICES 
We pay OOS providers for out-of-network and emergency services rendered when our 
representative instructs the member to seek out-of-network or emergency services. We pay the 
non-network provider for emergency services, applying the “prudent layperson” definition of 
an emergency, rendered at a rate limited to the amount that would have been paid if the 
service had been provided under the FFS Medicaid program, unless a different amount is 
mutually agreed upon between us and the party(ies) rendering service. For any other OOS, 
out-of-network services, we negotiate a rate either before the services are rendered or pay a 
rate that does not exceed the FFS rate paid by DHCFP. The providers are educated during the 
rate negotiation that the payment made to the provider will be considered payment in full, with 
exception only for third-party liability, and they should not ask the member for any 
reimbursement. 


PRIOR AUTHORIZATION WAIVED FOR EMERGENT CARE 
No prior or post-authorization is required for emergency care by contracted or OOS non-
network providers. We reimburse the hospital the cost of necessary medical tests, at a rate 
equivalent to that paid by DHCFP or at a previously agreed upon rate when, after 
examination, a member’s condition was determined to be non-emergent. We reimburse the ER 
physician for the service provided at the contracted rate. Finally, we do not limit the definition 
of an emergency medical condition on the basis of a list of diagnoses or symptoms.  


CLAIM REVIEW AND PAYMENT DETERMINATION 
For claims where a rate has not been previously negotiated, a medical director reviews the 
claims for emergency services that appear to be non-emergent, and decides  if the claim will be 
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paid as emergent or non-emergent upon review of the medical records submitted with the 
claim. In these cases, the provider’s payment remittance includes a statement reminding the 
provider that they must accept the Medicaid reimbursement as payment in full, with exception 
only for third-party liability. The provider cannot bill, accept or retain payments from 
Medicaid or Nevada Check Up members.  


3.4.12 Obstetrical/GYN Services 
3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive 
and/or curative services and may include, but are not limited to, patient education, nutritional services, 
personal care services or home health care, substance abuse services, and care coordination services, in 
addition to maternity care. Any identification of high-risk factors will require the PCP, OB provider, case 
manager or other health care professional to refer the woman who is determined to be at risk for preterm 
birth or poor pregnancy outcome to the vendor’s Case Manager. As appropriate, the vendor shall assist 
the recipient in contacting appropriate agencies for care coordination of non-covered/carved-out plan 
services or community health information. The vendor’s Case Manager will begin medical case 
management services for those risk factors identified.  


Maternal mortality, perinatal mortality and neonatal mortality are typically associated with 
events occurring during pregnancy and delivery. Even if a high-risk pregnant woman delivers 
a viable infant, the complications of prematurity and low birth weight remain of great 
concern. The problems that preterm and low birth weight infants face are primarily related to 
the immaturity of their organ systems. Both preterm and low birth weight infants usually 
require care in a specialized nursery until the organ systems have developed adequately to 
sustain life without additional support. Depending on the level of prematurity or birth weight, 
this may take weeks or months, and may ultimately result in lifelong health-related and 
psychosocial issues.  


Consideration of additional risks within the Medicaid-eligible population related to maternal 
and infant outcomes, as well as the frequency of childbirth within this population, support the 
need for a specialized program focusing on addressing maternal-child health outcomes. 
Assessing risk factors early in pregnancy and throughout gestation identifies those at highest 
risk, providing us the opportunity to deliver educational tools and make appropriate and timely 
interventions to ensure the healthiest pregnancy outcome possible. The scope of the maternity 
care program includes activities that support recommended standards of care and key 
treatment elements as described in the following evidence-based practice guidelines:  


 American College of Obstetricians and Gynecologists  


 General Prenatal Care and Counseling Issues, American Family Physician 


 CDC Recommendations for HIV Screening of Pregnant Women  


 DoD/VA Clinical Practice Guideline for the Management of Uncomplicated Pregnancy  


The basic premise of a successful maternity care program is a proactive approach to improve 
the member’s clinical outcomes and quality of life. Our program includes activities to enhance 
the provider-member relationship and the member’s compliance with her care plan, and 
actively monitor the member’s adherence to the recommended prenatal treatment plan. In 
addition, we emphasize activities and treatments that prevent prenatal and postpartum medical 
and behavioral health-related complications, using cost-effective and member-involvement 
strategies. 
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Program objectives include: 


 Identify members who are pregnant and provide education on the importance of 
initiating prenatal care within the first trimester of pregnancy or within 42 days of the 
member’s eligibility 


 Increase the percentage of pregnant members who are enrolled in the maternity care 
program  


 Identify and risk stratify members based upon medical, behavioral health and prenatal 
associated needs 


 Collaborate with obstetrical providers on member adherence to treatment plans, 
condition monitoring and management of comorbid conditions 


 Facilitate increased member awareness of pregnancy management, compliance with 
the prescribed prenatal plan of care, preventive health behaviors, and the recognition 
and reporting of signs and symptoms of pregnancy complications 


 Reduce environmental barriers to care related to transportation, translation and phone 
access to assure compliance with required appointments, laboratory and prenatal 
testing procedures 


 Increase the number of members identified who use tobacco and who are referred for 
smoking cessation intervention  


 Increase the percentage of pregnant members who receive their postpartum exam 
within 21 to 56 days of delivery 


 Increase the number of pregnant members identified with substance use disorders 
(SUDs) that are referred for appropriate supportive care 


 Decrease the rate of preterm deliveries annually 


 Decrease the rate of low birth weight and very low birth weight infants  


 Decrease the NICU admission rate and NICU length of stay annually 


 Educate on the importance of routine health exams for the member and eligible 
household including EPSDT and well-child preventive screenings 


 Deliver an integrated case/care management approach using care managers, along 
with public health case management, in a collaborative effort to increase timeliness of 
prenatal and postpartum care 


IDENTIFICATION AND RISK STRATIFICATION 
Appropriate identification and risk stratification of the member is one of the most important 
critical factors in achieving optimal clinical outcomes. It forms the foundation for successful 
care management. Beginning with initial enrollment, we employ the following systematic 
processes and tools to identify healthy and high-risk pregnant members for initial outreach 
and determination of any high-risk needs or potential complications:  


 Enrollment file analysis: We analyze the State’s enrollment file to gather data that may 
indicate a member is pregnant, such as the pregnancy flag indicator, a historically 
identified care coordination engagement, current services received, service 
authorizations, active care plans, enrollment in other specialty service offerings and 
member records with estimated dates of confinement (EDC).  
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 Claims and clinical data analysis: We use data analysis from our multidimensional, 
episode-based predictive modeling tool to identify data that may indicate a member has 
an increased risk for complex care needs, such as those with SED and SMI in adults, 
SUD, preterm labor or delivery, gestational diabetes or ER use. 


 Assessment: Our prenatal screening tool identifies data elements that may indicate a 
member’s need for care coordination, such as diagnosis and physical condition, 
physical and behavioral health needs, specialized therapy needs, durable medical 
equipment (DME) and medical supplies needs, the need for personal care and nursing 
services as well as other pregnancy-specific supports. 


 Participation in multidisciplinary team obstetrical rounds: Our obstetrical case 
management team participates in rounds with one of the largest obstetrical provider 
groups in the state to identify high-risk pregnancies and subsequently provide case 
management services.  


 Self- or provider-direct referral: Member or family may self-identify as having a need 
for care coordination as well as direct referrals from providers who have identified a 
pregnant member who may benefit from high-risk care management or care 
coordination services. 


Our maternity care management program is dedicated to the identification of Medicaid 
members with high-risk pregnancies and the completion of screening tools, care management, 
education and coordination of services to mitigate the risks and achieve full-term pregnancies. 
During the outreach and education process, we stratify pregnant members into two levels of 
risk associated with pregnancy-related needs/issues: healthy pregnancy or high-risk 
pregnancy. Because of the complications that can occur any time during a pregnancy, any 
potential risks identified during the assessment process or during claims and utilization review 
stratify members as high risk in order for us to provide intensive care management and care 
coordination support.  


 Healthy Pregnancy: Provides ongoing engagement, education and monitoring 


 High-Risk Pregnancy: Provides high-risk case management, ongoing engagement, 
education, monitoring and care coordination 


Members eligible for high-risk obstetrical/maternity management include, but are not limited 
to, those individuals with complex health care needs, such as:  


 Members who are ≤18 or ≥40 years old 


 Members with a history of complex health issues who are in the second or third 
trimester of pregnancy 


 Members with a multiple gestation pregnancy (twins, etc.)  


 Members with history of: 


 Preterm labor and/or preterm delivery 


 Diabetes 


 Hypertension 


 Behavioral health issues 


 Coagulation abnormalities 
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 In Vitro Fertilization (IVF) 


 HIV/AIDS 


 Drug use 


 Fetal anomalies 


 Members with complex medical and psychosocial issues who are referred to case 
management 


Our obstetrical case manager completes the assessment of the member and develops a care 
plan in conjunction with the member and provider to achieve a full-term pregnancy. Members 
receive care management and education throughout the pregnancy through the postpartum 
period. The care manager coordinates all medical, behavioral and social needs for the member 
in a fully integrated manner with providers and community organizations.  


ENGAGEMENT AND ASSESSMENT 
Our obstetrical care manager evaluates the member’s clinical progress against goals through 
a monthly analysis of claims and clinical data, and through discussions with the member, the 
obstetrical provider, service providers, specialist and other individuals. The care manager 
documents the results of these discussions and information identified through the claims and 
clinical data analysis in the member record, and highlights updates and changes to the 
member’s plan of care. 


A part of ongoing engagement and assessment of a member’s needs both during pregnancy 
and during the postpartum period is the continuous evaluation of the progress of the 
pregnancy and addressing needs as they arise. The goal of prenatal engagement is to 
proactively educate members and support them as they identify and address challenges and 
opportunities, and identify goals that ensure a positive birth outcome. Through our team-
based approach to care, care managers, providers and other members of the care team 
confirm pregnant members receive early and frequent prenatal care and services, including 
the supports necessary to facilitate a healthy pregnancy. 


CARE MANAGER RELATIONSHIP 
The core of our model is the relationship between the member and our care manager. 
Obstetrical care managers serving members have appropriate experience relating to the 
member’s obstetrical needs, such as an understanding of high-risk pregnancy and 
complications, and competency in prenatal treatment planning. The obstetrical care manager 
helps the member navigate the health care system and maintain a healthy pregnancy and 
postpartum outcome.  


Our care manager identifies all the member’s needs and collaboratively develops a care plan 
that meets the member’s needs, preferences and goals. The care manager arranges services by 
coordinating with all parties, including the member and all appropriate providers. The care 
manager leads and actively collaborates with the member’s care team, selected based upon the 
needs and preferences of the member, and the member’s obstetrical provider, to:  


 Integrate the care 


 Remain informed of the member’s needs and condition 


 Verify the team addresses objectives identified in the care plan  
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 Help connect the member to an extended service network to meet her needs (e.g., 
behavioral health services, substance use support, home nursing). 


Regardless of the member’s specific diagnosis or health considerations, care managers: 


 Collaborate with the obstetrical provider, specialists, behavioral health providers, and 
state and community agencies to confirm all services included in the care plan address 
the prenatal and postpartum needs of the member 


 Develop a care plan that incorporates services of the obstetrical provider, specialist, 
behavioral health professional or other provider, and document the approach  


 Monitor member care and health outcomes in collaboration with the obstetrical 
provider, specialists, behavioral health providers, and state and community agencies 


PROVIDER INVOLVEMENT 
Providers are actively involved in maternity care program processes from the level of the 
individual member to program level input through committee participation. They also are 
involved with development and revision of clinical guidelines within the scope of the prenatal 
program.  


We provide annual updates to physicians regarding clinical guidelines and program changes 
through: 


 Provider Relations Office orientations for new providers: Information describing the 
health management program is communicated to physicians during office orientations. 


 Provider website 


 Provider services manual: Located on our website, the manual provides details on the 
program referral and access, as well as other resources and tools offered to members. 


 Provider newsletters: Outlines specific information including program referral and 
access to the care management team.  


 Case management/care coordination: A member of the high-risk obstetrical 
management team may contact the PCP, OB/GYN or midwife to design interventions 
in conjunction with the PCP or sub-specialist’s plan of care. Care managers may 
contact the high-risk pregnancy provider to report concerns, barriers to care, or for 
recommendations or assistance with interventions, etc. Medical directors with high-risk 
pregnancy and related board specialties are available for peer-to-peer discussions. 
These contacts are intended to facilitate effective communication and partnerships 
between the care manager staff and high-risk pregnancy providers while coordinating 
care for optimal member outcomes. 


MATERNITY PROGRAM OVERSIGHT 
Assessment and risk stratification provide prospective outreach and education to the 
appropriate population. Intervention is designed to address member needs within the 
continuum, which may include educational materials and/or counseling, targeted case 
management, and collaboration with providers and community resources to effectively support 
improved health outcomes. 


Care management and care coordination supports increase member compliance through 
member education focused on healthy choices, the recognition and reporting of signs and 
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In 2015, we achieved 100 
percent in the continuity 
and coordination of care 
standard in the EQRO 
audit. 


symptoms of potential complications associated with pregnancy, and lifestyle and preventive 
health counseling in conjunction with increased awareness of community resources. Care 
management and care coordination activities are geared toward providing informal 
counseling focused on culturally appropriate health education, and guidance on health 
behaviors in support of a broad approach to member pregnancy and healthy birth outcomes.  


The ultimate goal is to attain the healthiest outcome possible for both mother and infant, from 
both the medical and behavioral health perspectives. Program oversight occurs through 
regularly scheduled, quality-based meetings with program updates, data review and 
identification of opportunities for improvement. Meeting attendees include representatives 
from health services, medical director(s), quality and compliance leadership.  


MEASURING EFFECTIVENESS 
We monitor performance measures to assess program effectiveness. Measurements address 
relevant processes or outcomes, produce quantitative results, are population-based, use data 
and methodology that are valid for the process or outcome measured, and they are compared 
to established benchmarks or goals.  


 High-Risk OB Case Management enrollment 


 Our comprehensive quality scorecard, which includes HEDIS Frequency of Ongoing 
Prenatal Care and Timeliness of Prenatal Care and Postpartum Care, allows us to 
systematically identify opportunities for improvement on a continuous basis 


 Our prenatal incentive program rewards mothers for completing 81 percent of their 
prenatal visits 


 Our postpartum incentive program rewards mothers and their OB/GYN for completing 
their postpartum visit 


 ER Utilization Report 


 Admissions Reports—monitoring admissions 


3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site 
reviews as needed to validate coordination and assess medical management of prenatal care and high-
risk pregnancies. 


We will participate in audits and on-site reviews of our case management processes as 
outlined and conducted by DHCFP and the EQRO. We have experience with all Medicaid 
markets participating in EQRO audits and on-site reviews and receive support from our 
corporate compliance teams to ensure all elements of the 
EQRO reviews are conducted according with each state’s 
individual contract requirements, to certify compliance. We 
currently screen Title XIX and Title XXI pregnant women for 
maternal high-risk factors.  


Our dedicated staff demonstrates the mission of DHCFP in 
this procurement to improve the health of Nevadans by 
emphasizing preventive care and appropriate utilization of services. We have a dedicated 
obstetrical case management/medical management program staff of RNs and care 
coordination assistants, supervised by an RN associate director, a nursing supervisor and a 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 154 of 776  RFP #3260
 


medical director, who focus on improving prenatal care for all pregnant members and 
intimately managing high-risk pregnancies. 


IDENTIFYING NEED FOR MEDICAL AND NON-MEDICAL SERVICES 
Our high-risk obstetrics (HROB) program is focused exclusively on our high-risk pregnant 
members. We have an arrangement with our primary perinatology group to auto refer any of 
our pregnant members they are seeing to our HROB case management team and to include 
the Maternal Risk Screening Form. This form is a comprehensive assessment that enables the 
prenatal care provider to determine risk factors of the woman or the fetus, which indicates a 
higher probability of an adverse outcome and provides the basis for further assessment and 
intervention. This assessment tool allows the HROB case management team to understand 
why perinatology is following a member and to assist with coordinating care efforts with her. 


High-Risk Obstetrics Program 
The HROB program identifies women with high-risk obstetrical conditions and assigns OB 
case managers to work with newly enrolled participants for the remainder of their 
pregnancies. Our case managers attend high-risk rounds at the member’s OB office to 
minimize the number of contacts made by phone and by mail from the HROB case 
management team. This face-to-face interaction between the case manager, the OB physician, 
and the social worker, enhances a team approach to manage high-risk or high-need 
pregnancies.  


HROB social workers assist members to improve or maintain the social, emotional, functional, 
and health status of the member, as well as to enhance the coping skills of the family. They 
provide assistance with any crisis situation necessitating immediate use of community 
resources, emotional support and/or stress management.  


When a high-risk pregnant member is admitted to the hospital with pregnancy complications, 
our on-site case managers follow the inpatient stays. Our team reviews the inpatient stay to 
assure they meet medical criteria and then assist with the discharge planning to create a safe 
transition to home. In many cases, especially for hyperemesis gravidarum, we can get the 
pregnant member home with a continuation of services with home health, as well as follow up 
with the HROB case management team. 


The inpatient and outpatient case managers collaborate during the inpatient stay. When an 
antepartum member discharges from the acute care setting, she is automatically referred to 
the HROB case management team. This referral allows the pregnant member to be given the 
contact information of the case manager prior to discharge in addition to being aware of a 
follow-up call. We increased the frequency of member communication to confirm timely 
completion of the newborn Medicaid application, pediatrician identification and follow-up 
appointments. 


3.4.12.3 Obstetrical Global Payment 


A. Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in 
payment to the obstetrician. Payment to the delivering obstetrician for normal routine pregnancy shall be 
based upon the services and number of visits provided by the obstetrician to the pregnant woman through 
the course of pregnancy. Payments are determined by Current Procedural Terminology (CPT) codes 
submitted by the provider. The vendor must provide separate payment for covered medically necessary 
services required as a result of a non-routine pregnancy.  
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OB/GYN Providers 
Via our 240 contracted OB/GYN 
providers (of which, 50 percent or 
more are MDs or DOs), we offer 
female Medicaid members of 
childbearing age with direct 
access (no referral required) to a 
women’s-health specialist within 
the network for covered women’s 
routine and preventive health care 
services. 


We pay claims for obstetrical services following the DHCFP’s payment policy. We document 
all requirements for obstetric reimbursement in our policy/procedures that all analysts are 
trained on and understand, and implement these requirements when processing claims. All 
non-routine or high-risk pregnancies are reimbursed based upon modifiers presented/billed 
on claims. This modifier drives a higher reimbursement rate as required. 


PROVIDER POSTPARTUM INCENTIVE PROGRAM 
Our provider postpartum incentive program rewards OB/GYNs with $25 when a member 
completes her postpartum visit within 21-56 days after the delivery date. The member must be 
Medicaid eligible and enrolled with us on the date of service. We make the bonus payments in 
the first quarter of each year for postpartum visits completed the prior year. 


B. A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the 
recipient has been seen seven (7) or more times. If the obstetrician has seen the recipient less than 
seven (7) times, the obstetrician may be paid according to a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes.  


If the delivering obstetrician has seen the member for seven or more prenatal visits, delivered 
the baby or provided postpartum care, the provider bills the global code and receives a 
reimbursement for the full global delivery rate. In 2015, we processed more than 6,200 global 
payments. If the delivering obstetrician has seen the member for fewer than seven prenatal 
visits, we reimburse the provider according to the Medicaid FFS visit-by-visit schedule. 


C. Network Providers 


1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible 
pregnant recipient to a network provider.  


a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.  


We maintain a standard that allows and supports 
members’ ample time, with the assistance of our 
utilization management (UM), member services and 
provider services departments, to locate another 
network provider for themselves or their family 
members. We provide for continuation of care for 
members who are engaged in a course of treatment, 
and confirm the transition of care to other network 
providers is performed professionally and without 
compromising the member’s health.  


The women’s health specialist is in addition to the 
member’s designated PCP, if that provider is not a 
women’s-health specialist. Coverage is provided for family planning services, according to 
federal regulations, through both contracted and non-contracted providers. No prior 
authorization or LOA is necessary for a member to receive these services regardless of the 
diagnosis; however, we will retain responsibility for coordinating and documenting out-of-
network family planning services provided to eligible members and the amounts paid for such 
services.  


A Medicaid member who at the time of enrollment is in the third trimester of her pregnancy 
will be allowed to stay with her current non-contracted obstetrical provider through 
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postpartum care, if she so chooses. A Medicaid member who at the time of enrollment is in the 
first or second trimester of her pregnancy and is receiving obstetrical care from a non-
contracted provider may be transitioned to a contracted obstetrical provider. Decisions are 
made on a case-by-case basis depending upon the credentialing status of the provider and the 
provider’s willingness to accept payment from us and comply with the Medicaid Managed 
Care Program. 


Our Transition of Care for Medicaid Members policy notes that we will transition care for 
members upon notification that the members are transitioning to another Medicaid contractor 
or the Medicaid FFS Program. This includes providing information on the member’s current 
health status (e.g., hospitalized, pregnant, chronic illnesses), current treatment, pending 
authorizations, scheduled surgeries or other procedures, mental health care, equipment being 
used and current case manager’s contact information. The policy clarifies that case managers, 
UM or member services personnel could assist in this transfer, and that written permission to 
share PHI will be received from the member before sharing information.  


Further, the length of time the pregnant woman is enrolled in the health plan is not a 
determining factor in payment made to the obstetrician. For normal routine pregnancy, 
payment to the delivering obstetrician is based upon the services and number of visits provided 
by the obstetrician through the course of the pregnancy, and payments are determined by the 
CPT codes submitted by the provider. 


Because we have contracts with the largest OB/GYN provider practices in Nevada, transition 
of care issues for members choosing our health plan is reduced—minimizing disruption of 
care and access issues for women covered by Medicaid. 


D. Non-network Providers 


The vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


Our claims department has policies in place, including LOA processes that  indicate we may 
reimburse non-network obstetricians at a negotiated rate less than the FFS rates established 
for pregnancy-related CPT codes. 


We generate and fax LOAs to providers for signature to make them a legal binding 
document/contract. The LOA contains the negotiated rate. Member notes are updated in our 
processing system, Facets. These notes are available to analysts as claims are processed. We 
also scan LOAs to the member folder in our workflow system, Macess, as a permanent 
document. We also advise providers to attach a copy of the LOA to relevant submitted claims. 


E. New Recipients within the Last Trimester of Pregnancy 


A pregnant woman who is enrolled with the vendor within the last trimester of pregnancy must be allowed 
to remain in the care of a non-network provider if she so chooses. The vendor must have policies and 
procedures for this allowance.  


We fulfill the State’s requirements as outlined above regarding the use of out-of-network 
providers for members in their last trimester of pregnancy. Because of our extensive OB/GYN 
provider contracting, the need for a member to visit an out-of-network provider  is a rare 
occurrence. Our extensive network provider list, disseminated via our Provider Directory, 
allows our members to receive care while remaining within our network. 
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F. Prior Authorization  


The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal 
care in accordance with community standards of practice. The DHCFP, at its discretion, may require 
removal of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. The vendor is required to provide written notification to all affected 
network providers within thirty (30) days of the end of a reported quarter regarding the elimination of the 
prior authorization requirement.  


Our UM processes for cost control such as clinical review of advanced ultrasounds, elective 
cesarean section and induction of labor, are consistent with community standards of practice. 
We consult with board-certified specialists to develop clinical review protocols. We meet 
regularly with obstetrical and gynecologic groups to elicit feedback on current prior 
authorization processes. Additionally, evidence-based guidelines are available on our website. 
Providers can also contact us to ask questions about medical criteria or how benefits are 
administered. 


We adjust prior authorization requirements based upon direction from the State. We notify 
providers via facsimile service bulletins (fax blasts), notifications on the website and 
telephonic contact through provider advocates at least 30 days prior to changes to 
authorization requirements.  


G. Certified Nurse Midwife Services  


The vendor must make certified nurse midwife services available to recipients if such services are 
available in the vendor's service area. If the vendor does not have a contract for said services, the vendor 
may pay the certified nurse midwife provider according to a negotiated rate not to exceed the FFS rates 
established for pregnancy-related CPT codes.  


Our credentialing processes include midwives under the definition of “practitioners” which 
are defined as licensed independent health care professionals who diagnose, treat or prescribe 
and provide services in the ambulatory setting. We currently have certified nurse midwives 
contracted for our Nevada provider network. 


H. Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 


1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying 
provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the 
vendor to qualify for a Maternity Kick payment for either a miscarriage or stillbirth, the recipient must be in 
the third trimester of pregnancy, which commences with the twenty-seventh (27th) week of gestation, 
when the miscarriage or stillbirth occurs. However, only one Maternity Kick payment will be processed per 
delivery episode regardless of how many babies are delivered. Maternity Kick claim adjudication will be 
initiated upon electronic receipt of birth information via the Provider Supplied Data File. The Provider 
Supplied Data File will specifically include: Provider Number, Record Type, Record Creation Date, 
Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth 
Provider Number, Birth Location, and Gestational Weeks Pregnant. Additional birth information may be 
requested to complete SOBRA financial reporting. Vendor shall provide documentation required for 
verification within 21 calendar days of request by the DHCFP. Failure to comply may result in rejection of 
the SOBRA claim in question. 


2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated 
specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care 
is included in the capitation rate paid for the mother. Costs of care for the newborn are included in the 
newborn capitation rate. 


3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the 
delivery. 
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4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP 
will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as 
defined in the Forms & Reporting Guide. 


We comply with all stated requirements. We have substantial experience successfully 
submitting Supplemental Omnibus Reconciliation Act (SOBRA) requests and financial 
reports. With this experience, we scored 100 percent in a recent audit of our Nevada SOBRA 
process. The Maternity Kick Payment, combined with the efforts of our skilled case managers, 
helps to offset most of the costs associated with the covered delivery of a child, including 
prenatal and postpartum care. We work with providers to gather all necessary information and 
only submit a request for the Maternity Kick Payment when there is a provider claim for the 
delivery. In the event the DHCFP requires additional information to verify a birth, we provide 
the required documentation within 21 calendar days of the request. 


I. Family Planning Services 


1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and 
supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive 
family planning services from any qualified provider, even if the provider is not part of the vendor’s 
provider network. The vendor may not require family planning services to be prior authorized. Family 
planning services are provided to recipients who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical examinations, birth 
control devices, supplies, and Norplant. 


We adhere to Medicaid’s requirements for granting Medicaid members of childbearing age 
the right to family planning services. We cover all services related to family planning 
including, but not limited to, physician services, education, birth control devices (pills, 
diaphragms, foams/jellies, condoms, intra-uterine devices), Depo-Provera injections, tubal 
ligation and vasectomies. We have removed all barriers to family planning. Our providers 
deliver resources and education to members on family planning. We do not require prior 
authorization for contracted or non-contracted providers to perform family planning services.  


2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one 
(21) years of age or older. Tubal ligations and vasectomies to permanently prevent conception are not 
covered for any recipient under the age of twenty-one (21) or any recipient who is adjudged mentally 
incompetent or is institutionalized.  


We cover tubal ligations and vasectomies for members 21 years and older. Our claims system 
can process claims for these services without prior authorization. Our providers are educated 
on Medicaid requirements for family planning services. We are available to answer any 
questions they may have on any authorization requirements for Medicaid. Our company, 
along with our contracted providers, strictly adheres to regulations for informed consent. We 
do not cover tubal ligations and vasectomies for members who are mentally incompetent or 
institutionalized, or are under 21 years of age. 


3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services 
rendered to its recipients at the FFS rate paid by the DHCFP. The vendor will be responsible for 
coordinating and documenting out-of-plan family planning services provided to its recipients and the 
amounts paid for such services. 


We have processes in-place so members do not experience delays in care due to operational 
processes. Provider offices are aware of resources and can refer members to us if they require 
coordination of care. Members can also call us directly if they require care coordination for 
any service, including family planning. If a member uses a non-contracted provider for family 
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planning services, claims are processed at the Nevada Medicaid FFS rate paid by DHCFP. 
The documentation of payments to out-of-network providers is stored in Facets.  


We provide and pay for services to both network and non-network providers for family 
planning services. Prior authorization is not required and services are allowed for this reason. 
Members have the choice to access these services from any appropriate provider. System 
configuration is programmed to allow these services without regard to prior authorization and 
our internal policies document this same directive.  


J. Abortions 


1. The vendor may only cover abortions in the following situations: 


a. If the pregnancy is the result of an act of rape or incest; or 


b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, 
including a life-endangering physical condition caused by or arising from the pregnancy itself, which 
would, as certified by a physician, place the woman in danger of death unless an abortion is performed. 


No other abortions, regardless of funding can be provided as a benefit under the contract. 


We place the appropriate limitations on abortion. The clinical information included in the 
request for an abortion is reviewed closely to confirm the Medicaid criteria are met. A 
thorough explanation is provided to the member and the physician if the service cannot be 
approved.  


Case Study: Therapeutic Abortion 
Our high-risk OB case manager received a referral on a pregnant Nevada member who had a severe 
congenital heart condition, and was advised of the risks associated with becoming pregnant.  


Our RN case manager was able to successfully engage this member, often with daily 
communications. She partnered with the member to coordinate curb-to-curb transport to medical 
appointments, and provided medication education and emotional support through her decision-making 
process and pregnancy decisions.  


By successfully engaging the member, the case manager was able to help the member understand the 
imminent risk to her own life and continued to follow up with the member for coordination of services and 
support. The member was also provided a behavioral health referral for ongoing emotional support and 
an OB follow-up appointment for birth control options. 
 
K. Low Birth Weight Babies 


The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-weight 
supplemental payment for vendors. This amount will be determined by the State’s actuary, and will 
remain budget neutral to the State. Money drawn from the 0 - 1 age group will be distributed in an 
actuarially sound manner to offset expenses to any vendor that receives a disproportionately large 
number of low birth weight babies. It is not expected that the money will end up evenly distributed 
between the vendors, nor is it expected that these supplemental payments will fully offset the actual 
medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting vendor and the DHCFP as meeting the criteria for 
payment, any claims will be paid within 30 days of receipt by the DHCFP. 


The distribution will be incident based throughout the year and there will be no requirement for bundling of 
claims by the vendors. Although incident based, it is not limited by birth episode criteria but rather will be 
paid out for each child delivered; i.e. twice for twins, three times for triplets, etc. The weight to be 
considered low birth weight will be determined by the State with the mutual agreement of the State’s 
actuary and both vendors, and with the understanding that the actual weight in grams may be considered 
very low birth weight, or worse, by some national standards. 
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The low birth weight funds determined by the State’s actuary are drawn from what would otherwise be 
paid in the form of capitation. Because the methodology applied must be neutral to the State, and there 
exists the possibility that, should enrollment trend exceed expectations, a deficit or surplus may occur. 
The number of low birth weight payments made during a plan year will be a function of caseload using a 
methodology determined by the DHCFP and its actuary and will adjudicate in accordance with birth date 
and time. No supplemental payments will be made for deliveries beyond the number funded. Conversely, 
should deliveries fall short of the number funded, any surplus will be paid back to the plans as in a 
manner determined by the State’s actuary, and mutually agreed upon by the vendors. 


We have an established process to collect required birth information for all eligible newborns. 
Our staff gathers the information from hospitals to include date and place of birth, gestational 
age, birth weight, gender, delivery type and delivering physician. The information is then sent 
to our state partner.  


For all newborns weighing less than 1,500 grams, we collect the newborn’s time of birth and 
delivery record. We work with our State partners to confirm that all required information is 
sent in a secure manner. We track the submission and receipt of very low birth weight 
payments. In 2015, we submitted 78 very low birth weight cases and subsequently received 
payments. 


L. Immunizations 


The vendor shall require its network providers to enroll and participate in the Vaccines for Children 
Program (VFC), which is administered by the DPBH. The Immunization Program will review and approve 
provider enrollment requests. The vendor shall require VFC enrolled providers to cooperate with the 
DPBH for purposes of performing orientation and monitoring activities regarding VFC Program 
requirements. 


Upon successful enrollment in the VFC Program, providers may request state supplied vaccine to be 
administered to recipients through eighteen (18) years of age in accordance with the most current 
Advisory Committee on Immunization Practices (ACIP) schedule and/or recommendation, and following 
VFC program requirements as defined in the VFC Provider Enrollment Agreement. 


The vendors must reimburse the VFC provider for the administration of vaccinations when immunizations 
were provided to their enrolled recipients. 


Our Provider Summary Guide stipulates that all PCPs who are contracted with us must 
participate in the VFC Program. The VFC Program, administered by the Nevada State Health 
Division, provides vaccines free-of-charge to providers, which may be administered to members 
through 18 years of age in accordance with the most current Advisory Committee on 
Immunization Practices (ACIP) schedule. This schedule can be found in the Medicaid Services 
Manual (MSM) Chapter 1500, Attachment B. 


A PCP must complete an application and orientation program through the VFC Program. 
Providers are educated that the application is available per the VFC website, and provided an 
address to mail the application to and the number to contact the state VFC coordinator for 
assistance with completing the application. We pay only the administrative code to providers for 
immunizations from the VFC Program.  


In addition, the Provider Summary Guide includes information regarding the Nevada State 
Health Division’s Immunization Registry; a statewide registry that houses immunization 
information about Nevada’s children. Providers are reminded that the goal is to verify children 
up to age 2 are fully immunized. We understand that our contracted providers are required to 
participate in the Registry, and that NRS 439.265 requires that all providers who administer 
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immunizations in Nevada to children under the age of 18 are required to report immunization 
data to the Registry. 


3.4.13 Mental Health Services 
Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to ensure 
that covered, medically necessary mental health services are provided to enrolled recipients.  


Behavioral health, inclusive of mental health and substance use treatment services, is an 
integral part of our whole-person care delivery. Our programs meet members where they are 
in their recovery to help them achieve their goals. Fundamental to our holistic delivery are 
shared policies and procedures governing our delivery such as those specific to our network, 
utilization and case management, data/claims, credentialing and quality programs. We have 
taken many affirmative steps to improve member access to medically necessary behavioral 
health services. For example, we offer concierge services, connecting members to services if 
they need assistance. Below, we briefly summarize a few of these programs and initiatives: 


PLAN LEVEL 
At our internal plan level, we have created a shared foundation that enables us to deliver plan 
benefits and related services and supports across all life domains including physical, 
behavioral, social and environmental. We do this through cross-functional integration within 
our plan that drives coordinated care through our networks, using shared data and initiatives, 
as described: 


 Cross-Functional Integration: Our high level of integration occurs across all functions 
such as clinical oversight, quality management, contracting/credentialing and provider 
relations. We use a continuous feedback loop, including both formal and informal 
scheduled weekly meetings, joint training, case management reviews and quality 
oversight to address issues specific to the care of our members.  


 Comprehensive, Integrated Networks: Through our network, we ensure that medically 
necessary covered services are delivered. We maintain oversight of network delivered 
services through our utilization and quality improvement program, which includes 
peer-to-peer review, audits and providers’ adherence to evidence-based guidelines. Our 
care coordination program establishes requirements for coordination and 
communication between treatment team members.  


 Shared Data and Initiatives: Fundamental to supporting members with comorbid 
needs, and those with primary behavioral issues, is our ability to share and use data for 
effective prevention programs and interventions. We address member needs using 
initiatives and population-based interventions that are derived from care planning with 
members, our data analysis and the insight of our community and state partners. We 
are focusing on four critical areas across all membership, using this population-based 
approach: 


 Optimizing our network experience for members 


 Managing member care transitions 


 Investing in in-home interventions 


 Expanding prevention and chronic disease management 
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Each of these four areas relies on comprehensive data, including claims and clinical data, to 
help us make better decisions in the care of members.  


MEMBER FACING 
High-touch services help our members navigate and connect with medically necessary, 
covered behavioral health services, such as: 


 Concierge Services: In Nevada, our in-person concierge services assist walk-in 
members with all of their needs, including how to access covered behavioral health 
services and any value-added benefits. 


 Complex Case Management: Given that members do not experience physical, 
behavioral, social or environmental issues separately, our complex case management 
mirrors the way individuals experience life by considering members’ behavioral health, 
medical, housing, educational, vocational, social and transportation needs. We support 
members’ development of a treatment plan and help them meet their individualized 
plan’s objectives and goals. Our complex case management team also assists members 
with developing and executing a plan for income maintenance and social networks. 


 Behavioral Health Co-location and Integration: It is estimated that more than 50 
percent of behavioral care is delivered in a primary care setting. Nationally and in 
Nevada, to use this setting more effectively, we have co-located behavioral health 
licensed specialists in primary care settings such as clinics, federally qualified health 
centers, pediatric and mobile clinics. In Nevada, over 1,100 visits with therapists have 
occurred across three primary care sites since we initially began co-locating licensed 
behavioral health therapists in primary care. Additionally, we use telehealth in our 
national programs to improve behavioral health access and integration in non-
behavioral health settings, such as school clinics, where access to behavioral health 
would not normally be available. We are working with a national vendor to implement 
telehealth in Nevada. 


 Primary Care Automated Referrals: Our behavioral health programs are direct access 
and no referral is needed. However, we have found value in an “automated” referral 
program that assists our PCPs in connecting and engaging members in behavioral 
health care. When a member presents at a PCP office and the PCP determines the 
member needs behavioral support, our automated referral gives primary care offices an 
optional mechanism to direct referrals to us, mirroring other specialty referrals in the 
integrated electronic health record. A behavioral health clinician reviews the referral 
and then distributes to the appropriate provider. The behavioral health provider group 
or office outreaches to the member to schedule an appointment. Once the first visit 
occurs, we are notified. We then enter this information into the electronic referral 
which triggers a task message to the PCP that important behavioral health care has 
been received. On average, we receive more than 300 referrals per month. 


 Medication Clinic: Poor medication adherence, which is prevalent among members 
with SMI, often leads to less than optimal health outcomes and higher acute 
utilization. We are developing an extended hour mental health medication clinic in 
Nevada, which will be available to members at contract start. The clinic’s purpose is to 
educate and support members’ medication needs beyond business hours. A prescriber 
and nurses will staff the medication clinic to address both the member’s psychotropic 
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medication and physical health needs. The clinic will administer long-acting depot 
injections of antipsychotic medications for members with schizophrenia. 


3.4.13.1 Mental Health Parity 


A. The vendor must not apply any treatment limitation to mental health or substance use disorder benefits 
in any classification that is more restrictive than the predominant treatment limitation of that type applied 
to substantially all medical/surgical benefits in the same classification furnished to recipients. Whether a 
treatment limitation is a predominant treatment limitation that applies to substantially all medical/surgical 
benefits in a classification is determined separately for each type of financial requirement or treatment 
limitation.  


We confirm that we will not apply quantitative or financial treatment limitations to mental 
health or substance use disorder benefits in any classification that are more restrictive than 
the predominant treatment limitation of that type applied to substantially all medical/surgical 
benefits in the same classification furnished to Nevada Medicaid members. We further 
confirm that we will not impose non-quantitative treatment limitations (NQTL) with respect to 
mental health or SUD benefits in any classification unless, under the terms of the plan as 
written and in operation, any processes, strategies, evidentiary standards, or other factors used 
in applying the NQTL to mental health or SUD benefits in the classification are comparable 
to, and are applied no more stringently than, the processes, strategies, evidentiary standards, 
or other factors used in applying the limitation with respect to medical/surgical benefits in the 
same classification. 


B. The vendor may not impose a nonquantitative treatment limitation for mental health or substance use 
disorder benefits in any classification unless, under the policies and procedures of the vendor as written 
and in operation, any processes, strategies, evidentiary standards, or other factors used in applying the 
nonquantitative treatment limitation to mental health or substance use disorder benefits in the 
classification are comparable to, and are applied no more stringently than, the processes, strategies, 
evidentiary standards, or other factors used in applying the limitation for medical/ surgical benefits in the 
classification. 


We determine when prior authorization and other management interventions may be required 
by evaluating the potential administrative cost of these interventions when compared to their 
potential benefit. The following strategies, processes, evidentiary standards and other factors 
are used as part of this analysis: 


 Practice variation/variability by:  


 a. Level of care  


 b. Geographic region  


 c. Diagnosis  


 d. Provider/facility  


 Significant drivers of cost trend  


 Outlier performance against established benchmarks  


 Disproportionate utilization  


 Preference/system-driven care  


 a. Preference driven  


 b. Supply/demand factors  


 Gaps in care that negatively impact cost, quality and/or utilization  
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 Outcome yield from the UM activity/administrative cost analysis 


 Nonquantitative treatment limitations include: 


1. Medical management standards limiting or excluding benefits based on medical necessity or medical 
appropriateness, or based on whether the treatment is experimental or investigative; 


Yes, services received are subject to the following:  


Experimental or investigational services are medical, surgical, diagnostic, psychiatric, 
substance use or other health care services, technologies, supplies, treatments, procedures, 
drug therapies, medications or devices that, at the time a determination regarding coverage in 
a particular case is made, are determined to be any of the following:  


 Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully 
marketed for the proposed use and not identified in the American Hospital Formulary 
Service or the United States Pharmacopoeia Dispensing Information as appropriate for 
the proposed use.  


 Subject to review and approval by any institutional review board for the proposed use. 
(FDA-approved devices under the Humanitarian Use Device exemption are not 
considered experimental or investigational.)  


 The subject of an ongoing clinical trial that meets the definition of a Phase 1, 2 or 3 
clinical trial as set forth in the FDA regulations, regardless of whether the trial is 
actually subject to FDA oversight. 


Unproven services are services, including medications, which are determined not to be 
effective for treatment of the medical condition and/or not to have a beneficial effect on health 
outcomes due to insufficient and inadequate clinical evidence from well-conducted 
randomized controlled trials or cohort studies in the prevailing published peer-reviewed 
medical literature.  


 Well-conducted randomized controlled trials: (Two or more treatments are compared to 
each other, and the patient is not allowed to choose which treatment is received.)  


 Well-conducted cohort studies: (Patients who receive study treatment are compared to 
a group of patients who receive standard therapy. The comparison group must be 
nearly identical to the study treatment group.)  


Experimental or investigational and unproven services and all services related to experimental 
or investigational and unproven services are excluded. The fact that an experimental, 
investigational, or unproven service, treatment, device or pharmacological regimen is the only 
available treatment for a particular condition will not result in benefits if the procedure is 
considered to be experimental or investigational or unproven in the treatment of that 
particular condition. 


2. Formulary design for prescription drugs; 


The process we apply for prescription-drug formulary design is the same process as that used 
for medical/surgical prescription drugs using the same committee and work group and factors 
for medical/surgical prescription drugs.  


Our Prescription Drug List (PDL) is created using all medications approved by the FDA as a 
starting point. Certain drugs may then be excluded from the PDL coverage based upon a 
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variety of clinical, pharmacoeconomic and financial factors. These factors are also used to 
determine inclusion and tier placement on the PDL. For example, the plan excludes coverage 
of prescription drugs for which a therapeutic equivalent over-the-counter drug is available.  


This process is conducted by a national Pharmacy & Therapeutics Committee, which reviews 
and evaluates all clinical and therapeutic factors. The committee meets no less than quarterly 
and assesses the medication’s place in therapy, and its relative safety and efficacy. The 
committee reviews decisions consistent with published evidence relative to these factors 
developed by a pharmacoeconomic work group. The work group extensively reviews medical 
and outcomes literature and financial models to assess the impact of cost versus potential 
offsets from the use of a prescription drug such as decreases in hospital stays, or reduction in 
lab tests or medical utilization due to side effects, etc. 


The committee and work group do not use any factors that take into account the prescription 
drug’s primary indication as a mental health or SUD prescription drug. Such drugs are 
assessed under the process above without regard to their primary indication being related to 
mental health or substance use disorder. 


3. Network tier design (such as preferred providers and participating providers); 


We contract with both preferred and participating provider networks. 


4. Standards for provider admission to participate in a network, including reimbursement rates; 


Credentialing is a requirement for participation in the various provider networks and all 
providers must be credentialed prior to contracting. Recredentialing is conducted every 36 
months to assess and validate the providers’ qualifications and to validate that providers 
continue to meet requirements to provide health care services to enrolled members. Our 
credentialing policies and process comply with the NCQA credentialing standards. Types of 
providers credentialed include the following:  


Practitioners  
 Allopathic and osteopathic physicians (MDs and DOs)  


 Physician assistants (PA-Cs);  


 Advanced practice nurses (APNs), including:  


 Nurse Psychotherapists;  


 A PA-C or APN preceptor must be a practitioner currently credentialed by the plan  


Allied Practitioners  
 Non-physician behavioral health practitioners:  


 Examples include marriage and family therapists, professional counselors, mental 
health counselors, and alcohol and drug abuse practitioners.  


Organizational Providers 
 Hospitals (including inpatient rehabilitation facilities), skilled nursing facilities/homes, 


freestanding surgical centers, home health agencies, laboratories, comprehensive 
outpatient rehabilitation facilities, outpatient physical therapy and speech pathology 
providers, providers for end-stage renal disease care, group homes and adult day care 
centers.  
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Our credentialing process includes, but is not limited to the following:  


 Completion, by the provider, of the credentialing application and submission of 
evidence of professional licensure, malpractice insurance, DEA and state pharmacy 
certificates  


 The application must include attestations regarding:  


 Reasons for any inability to perform the essential functions of the position, with or 
without accommodation  


 Lack of current illegal drug use and/or sobriety (completion of Health Status 
Form), if applicable  


 History of loss of license or disciplinary activity  


 Felony convictions  


 History of loss or limitation of privileges or disciplinary activity  


 History of any malpractice claim or report to the National Provider Database 
(NPDB) or Healthcare Integrity and Protection Data Bank (HIPDB)  


 Current malpractice insurance coverage, correctness and completeness of the 
application  


 History of loss or limitations of status to participate in the Medicare, Medicaid or 
TRICARE programs 


 Primary verification by plan of the provider’s credentials and query of appropriate 
monitoring agencies include, but is not limited to the following: 


 License: confirmation from appropriate state agency of license validity, expiration 
and information as to past, present or pending investigations or sanctions  


 DEA certificate and/or state Pharmacy license  


 Education and training: graduation from medical or professional school, 
completion of a residency, board certification (if applicable)  


 History of professional liability claims which resulted in settlements or judgments 
paid by or on behalf of the provider  


 Medicare/Medicaid Sanctions and Limitations  


 Work history  


 Hospital privileges  


 Health status (past or present chemical dependence/substance abuse) 


 Criminal/felony convictions  


 Non-care complaints and quality of care investigations  


 Site visit score (if applicable)  


 Patient satisfaction survey results  


 Utilization Management  


 Query of the National Practitioner Data Bank  


 Query of the Medicare and Medicaid Sanction Report 
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5. Methods for determining usual, customary, and reasonable charges; 


Network providers are reimbursed based upon negotiated contract rates. Several factors are 
considered in the rate-setting process including CMS benchmarks, as well as regional market 
dynamics and current business needs. Depending upon the provider type, contract rates may 
be based upon an MS-DRG, per diem, per case, per visit, per unit, fee schedule, etc.  


Out-of-network fees are established using a percentage of the CMS fee amounts for the same 
or similar service within the applicable geographic market based upon provider type, or by 
using an outside vendor network that uses contractual methodologies. 


6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective 
(also known as fail-first policies or step therapy protocols); 


Application of “fail first” or “step therapy” requirements is based upon use of nationally 
recognized clinical standards, which may be incorporated into the plan’s guidelines.  


Based upon, and consistent with, these nationally recognized clinical standards, some of the 
plan’s MH/SUD review guidelines have what may be considered to be “fail first” or “step 
therapy” protocols. Further, application of “fail first” or “step therapy” protocols must be 
distinguished from the following:  


 Redirection to an alternative level of care, when appropriate, based upon the specific 
clinical needs of the particular patient  


 Prior treatment failure criteria that support the need for a higher level of care when 
such failure is not a prerequisite for the higher level of care 


7. Exclusions based on failure to complete a course of treatment; 


The behavioral health benefit does not include exclusions based upon a failure to complete a 
course of treatment. 


8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit 
the scope or duration of benefits for services provided; and 


The member must reside in Nevada to receive benefits. 


9. Standards for providing access to out-of-network providers. 


When the services on the prior authorization list are obtained from a non-network provider, 
the member is responsible for obtaining the prior authorization. Clinical information 
necessary to perform reviews is required. The member can delegate this responsibility to the 
non-network provider. 


To confirm members have access to services available to them and the sponsor does not pay 
for non-covered services, a utilization review program is applied to the identified 
medical/surgical and MH/SUD services.  


This utilization review program has the following attributes:  


 Differentiated utilization review process based upon historical provider performance  


 Business rules identify attributes of cases with a high likelihood for medically 
unnecessary services currently or in the relatively near future  


 Identified cases are clinically reviewed  
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Lower Average Length of Stay 
The average length of stay for 
Nevada Medicaid members ages 
19-64 in the IMDs has been 
substantially lowered to 6.9 days 
per 1,000 since the 2014 “in-lieu 
of” ruling. We estimate the savings 
on one inpatient stay is as high as 
$25,500 per member.  


 In cases with apparent medically unnecessary services, peer-to-peer telephonic contact 
is initiated to ensure complete information is available  


 In cases where ongoing services have been determined to be unnecessary, an adverse 
benefit determination is made and member/provider communication, compliant with 
all state and federal regulatory requirements, is issued  


 An appeals process is available for adverse determination 


C. The following classifications of benefits are the classifications used in applying mental health parity: 
inpatient services, outpatient services, emergency care, and prescription drugs. 


We acknowledge that these classifications of benefits will be used to apply mental health 
parity. 


D. The vendor must complete analysis of its compliance with mental health parity and provide 
documentation to the DHCFP of this compliance by September 15, 2017. 


By Sept. 15, 2017, we will complete an analysis of our compliance with mental health parity 
and provide documentation to DHCFP.  


3.4.13.2 The vendor shall provide the following services: 


A. Inpatient Psychiatric Services 


We are contracted with Institutions for Mental Diseases (IMD) and non-IMD providers 
throughout Northern and Southern Nevada. Since 2014, we have contracted with the IMDs as 
alternative settings at a lower cost than traditional inpatient settings. With the collaboration 
and integration of our community providers, the IMDs now offer members access to a vast 
array of services upon discharge. 


1. To enable access to care, the vendor may provide services in alternative inpatient settings that are 
licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental 
Diseases (IMDs). These alternative settings must be lower cost than traditional inpatient settings. 


We understand and comply with the requirement to use alternative inpatient settings when 
medically appropriate. Our approach includes the consideration of alternative care settings, 
such as partial hospitalization and intensive outpatient when appropriate, as well as using 


Nevada specific programs that have been put in place 
to alleviate inpatient capacity issues for acute 
behavioral health services. 


We commend the steps the State has taken to open up 
alternative inpatient settings to transition members to 
readily available care. These steps include the 2014 
“in-lieu of” ruling, which amended the State Medicaid 
Plan to allow MCOs to contract with the IMDs for 
individuals between the ages of 19 to 64 for alternative 
inpatient services at lower rates. This has opened a 


greater number of psychiatric beds to improve member care and created opportunities for 
MCOs to provide member care in lower-cost, alternative inpatient settings. The Ruling also 
allows MCOs to review the care of members receiving inpatient services in an IMD. 


We contract with both IMDs and non-IMD providers throughout Northern and Southern 
Nevada, and will contract similarly in any expansion areas. While the IMDs now represent 
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alternative settings at a lower cost than traditional inpatient settings, they also bring many 
opportunities to improve continuity of care and outcomes. These acute inpatient psychiatric 
hospitals hold Joint Commission Accreditation and provide 24-hour nursing care and daily 
active treatment under the direction of a psychiatrist. The IMDs also collaborate with 
community providers to create a comprehensive array of services available to meet member 
needs upon discharge. 


By the 15th of every month, we provide a report to the DHCFP of those recipients who were 
admitted as an inpatient in an IMD for more than 15 days in the prior calendar month.  


NATIONAL EXPERIENCE  
Our company has a long and successful 
history of providing services in alternative 
settings when medically appropriate. 


In Tennessee, many adults with serious 
mental illness (SMI) had historically been 
receiving long-term care in Regional 
Mental Health Institutes (RMHIs). Our 
clinical team worked collaboratively with 
the RMHIs to identify members that could 
be served in a community if the appropriate 
setting and services were available. To create alternative settings, we worked with community 
providers to develop “enhanced” supported housing services that would allow members with 
significant comorbid issues to be served in the community. Members who were 
institutionalized in the RMHIs for many years are now able to live in the community with 
additional services. We have enhanced members’ community tenure and have decreased the 
cost of their services by 66 percent a day by developing the enhanced supported housing 
service with providers. Since we began the initiative in 2009, we have discharged more than 
150 members from sub-acute care at the RMHIs to community-based settings, resulting in a 
steady decline of the RHMI days per 1,000 members. This has allowed members to gain 
community tenure after years of institutionalization and receive services in a less restrictive, 
more appropriate setting.  


In many other communities, we have developed 24 hours a day, seven days a week services 
such as crisis stabilization units, recovery response centers and crisis respite. One example of 
this is in Pierce County, Washington, where our company performs as the Behavioral Health 
Organization (BHO). In Pierce County, we have improved outcomes and supported those in 
recovery by using alternative care settings; redesigning the crisis system; establishing 
collaborative agreements with law enforcement, the Aging and Disability Services 
Administration, health plans, FQHCs, CMHCs and other community service providers to 
support referrals, communications and shared care coordination responsibilities. Through 
these efforts, we helped transform the region’s crisis system into a community-based, recovery-
oriented response system integrating peer supports and a no-force approach to care. Our 
continuum of crisis services in Pierce County incorporates: 


 The Recovery Response Center (RRC): Staffed 24 hours a day, seven days a week, the 
RRC features a “living room” model, providing a secure and welcoming environment 


Figure 11. Our Enhanced Support Housing helped lower 
Regional Mental Health Institutes Days per 1,000 in 
Tennessee.
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provided by 50 percent clinical and 50 percent peer support staff. Staff helps members 
find solutions in times of crisis, avoiding automatic hospitalization or involuntary 
detention. Overall, members have reported a 91 percent satisfaction rate with the RRC. 


 Recovery Response Line: The Recovery Response Line or Warm Line is a non-crisis 
phone service run by and for individuals who have been diagnosed with a behavioral 
health illness. This gives members someone with whom they can talk before a crisis 
arises. 


Prior to our company assuming management of the Pierce County BHO, the state average 
rate of inpatient days per 1,000 was 19.6. Over the last three years (2012-2015), this inpatient 
rate has been 22.5 percent below this average—an estimated $12.8 million in cumulative 
savings. The monthly rate of involuntary admissions has declined by 32.6 percent. This 
reduction in involuntary admissions has resulted in an estimated $10.3 million savings. 


2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services 
(SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS). 


Since 2014, we have contracted with both inpatient and outpatient services offered by 
Southern Nevada Adult Mental Health Services and Northern Nevada Adult Mental Health 
Services. 


In addition, we have worked very closely with SNAMHS and NNAMHS outpatient services to 
transition over 1,300 members in the Southern and Northern regions to our network of 
providers. These transitions allowed the State’s outpatient services to increase delivery of care 
to individuals that were either underinsured or served by Medicaid FFS. 


B. Mental Health Outpatient Clinic 


The vendor shall develop and provide information to the DHCFP on their incentives encouraging 
diversions from emergency rooms and psychiatric hospital placement into outpatient clinics, when 
appropriate.  


We have developed and are managing many initiatives designed to divert unnecessary ER and 
inpatient utilization to outpatient care. In this response, we have outlined a few of these 
incentives along with Nevada-specific and national outcomes. We will be pleased to share 
additional outcomes and utilization specific to these services with DHCFP. 


Recognizing that the needs of the behavioral health population go beyond traditional services, 
these initiatives represent our alignment and coordination with community providers/mental 
health outpatient clinics to create an expanded system of care. We align our member care 
practices with Substance Abuse Mental Health Services Administration (SAMHSA) recovery 
principles, which include self-direction, individualized and person-centered, empowerment, 
holistic, non-linear recovery, strengths-based, peer support, respect, responsibility and hope. 
Resilience enables people to thrive in the face of adversity and improving resilience is an 
important aspect of care. 


INCENTIVE 1: ENGAGING AND LINKING MEMBERS TO CARE 
Our core approach to deterring members from higher utilization is identifying ways to engage 
members with outpatient behavioral health services when the care is needed. We use a “no 
wrong door” approach to care, which includes:  
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 Primary care co-location and integration: Our co-located behavioral health specialists 
in primary care and automated PCP referrals incentivize and connect members to 
outpatient behavioral health services before more intensive services are required.  


 Comprehensive provider network: When care is required, the access and availability of 
our comprehensive network of behavioral health specialists frequently exceeds 
established standards. We require providers to be available 24 hours a day, seven days 
a week for emergencies or have a backup plan.  


 Walk-in access: Our members have access to two Nevada walk-in clinics to meet their 
needs. The Crisis Triage Center is available 24 hours a day, seven days a week, to 
provide crisis stabilization for members experiencing behavioral health challenges. A 
Medication Clinic has a daily walk-in clinic for members to access without an 
appointment. The member is assessed to determine the need and urgency of 
presentation. The member receives brief interventions and a case manager coordinates 
services for the same day or same week. This includes medication management, 
therapy or a crisis stabilization program. 


 Pharmacy case management: All of these services are complemented by our pharmacy 
case management program, which offers home and community medication delivery 
including clinic delivery. 


 Innovation: We continue to introduce innovations, such as an extended-hour 
medication management clinic, which will link members with SMI to extended hour 
medication management. Rather than going to an ER for a long wait during 
afterhours, the member will have access to an RN and prescriber to holistically address 
individual needs. We are also working with a national vendor to implement telehealth, 
which will provide members with online access to behavioral health prescribers and 
clinicians. 


INCENTIVE 2: OFFERING A COMPREHENSIVE, UNIFIED SYSTEM OF CARE 
We know that the nature and intensity of services that a member accesses will vary based on 
where he/she is in his/her recovery. Our initiatives to deter ER use cover a continuum—from 
the least intensive community-based services and resources to mobile assessment in the ER. 
Many of these services are facilitated and conducted by mental health clinics and outpatient 
providers. Our overarching goal is to support the member in the least intensive setting where 
he/she can be successful.  


The levels of services are not exclusive, as those in most intensive services may also be 
supported by lower levels of care while receiving higher intensity services. We have outlined 
our service continuum along with the intended population: 
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Intensity of Services Supporting Incentives and 
Initiatives 


Member Populations 


Lowest Intensity  Open access to outpatient clinics 
 Online recovery resources 
 Wellness Recovery Action Plan 


(WRAP) or Recovery Plan 
 24-hour support through warm 


lines, health plan crisis triage and 
24 hours a day, seven days a 
week availability of outpatient 
behavioral health provider 


 Co-located behavioral health 
therapists 


These services are indicated for 
the individual who is not 
experiencing acute symptoms, 
and understands and is adherent 
with the treatment plan and/or 
medications. The individual may 
have previously attended more 
acute services, and has been 
stepped down to these lower 
intensity services.  


Moderate Intensity  Community-based case 
management 


 Peers 
 Group homes  
 Sober Living 
 Transitional case management 
 Aftercare for crisis stabilization 
 Bridge on Discharge 


These services are indicated for 
the individual who continues to 
require support for some acute 
symptomology, but can be safely 
returned to the community. The 
individual may have previously 
attended more acute services, and 
has been stepped down to these 
lower intensity services. These 
services will vary in intensity and 
duration to support the member’s 
ability to use behavioral health 
services, manage functional 
difficulties and otherwise realize 
recovery goals. 


High Intensity  Mobile crisis team in community 
 Mobile assessment in ER 
 Evaluation Center 
 Crisis Triage Center 
 Program of Assertive Community 


Team (PACT) 
 Mobile outreach safety team 
 Crisis Stabilization Program 
 Intensive case management 


These services are for individuals 
who are at immediate risk of 
harming themselves or others or 
experiencing acute symptoms. 
These members require intensive 
support before being returned to 
the community or stepped down 
to lower levels of care. These 
services are designed to reduce 
symptoms and stabilize the 
individual so that less intensive 
supports can be used.  


We will bring our national experience to bear in building an expanded crisis system in 
Nevada. In Pierce County and Salt Lake County, we established similar crisis systems that 
demonstrated remarkable savings. The system of care in Salt Lake County, in conjunction 
with the new crisis services, has led to a 24 percent decrease in the number of consumers in 
inpatient facilities, based on an analysis comparing the average daily inpatient census in three 
Salt Lake County facilities from January to April 2013 to January to April 2012. 


In addition, we have the experience of offering many of the other programs nationally, such 
as Program of Assertive Community Treatment (PACT), which we manage and support in a 
number of states (e.g., Tennessee, New York, Iowa, Wisconsin, Ohio and Washington). Our 
national PACT level of care guidelines help us maintain (or discharge) high-risk members to 
the community. 
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INCENTIVE 3: MAKING CARE ACCESSIBLE AND AFFORDABLE 
We make services available to our members 24 hours per day, seven days per week for 
emergency and crisis management in an effort to reduce non-emergency hospital visits, reduce 
inappropriate admission and readmission, and improve access to care. Our ER diversion 
programs address members’ needs both at the ER and within the community. Crisis call 
management is provided by a licensed behavioral health clinician and is available 24 hours a 
day, seven days a week. 


Our emphasis on the crisis system of care is to develop alternative paths to care for those 
presenting in crisis to ERs, using 911 and encountered in the community requiring police or 
fire intervention. There are three components central to the system of care: a behavioral 
health crisis line, a mobile crisis team and the crisis triage center/evaluation center. The crisis 
system of care uses various programs to divert members to appropriate levels of care. This 
system of care focuses on meeting the member where he/she is when a crisis arises, providing 
crisis counseling, care planning and coordination on-the-spot. The crisis system of care 
incorporates existing programs such as our crisis stabilization program and case management 
as components of our solution-focused approach. This focus provides multiple alternatives to 
address a member’s needs, including the evaluation center, which provides 23 hours of 
observation or coordination of admission to inpatient care, pharmacy case management and 
telehealth to coordinate medication needs. 


OUTCOMES 
In partnership with the Division of Health Care Financing and Policy (DHCFP) and in 
response to a substantial increase in behavioral health needs and rising costs often associated 
with member recidivism and lower treatment adherence, we to implement successful 
behavioral health programs, using cost-containment initiatives such as the “in lieu of” IMD 
ruling and creating a peer program in Nevada.  


By creating an Emergency Room Mobile Assessment Team, many members on Legal 2000 
(L2K) holds in the ER have been diverted from inpatient care. The assessment team engages 
the member in identifying needs. A treatment plan is developed with an outpatient appropriate 
level of care. We have developed a number of programs to direct members to the least 
restrictive setting and reduced the number of members entering inpatient facilities using 
supports such as outpatient mental health clinic services and crisis stabilization programs.  


Nevada Crisis Stabilization Team Outcomes 


 Adolescent CSU has reduced readmissions by 3 percent 


 Adolescent CSU has decreased ER to inpatient psych dispositions by 23 percent 


 Prior inpatient admissions per 1,000 reduced from 2.46 to 1.36—a 45 percent reduction 


 Adult CSU has decreased ER to inpatient psych dispositions by 8 percent 


As demonstrated in past years, we focus on quality improvement initiatives that keep members 
within safe environments while engaging highly qualified providers with member access and 
availability surpassing required standards. The average length of stay (LOS) in a Nevada state 
inpatient facility (Rawson Neal) was 20 days at a cost of approximately $1,500 per day. Now, 
using IMDs with an average LOS of under seven days and a cost of less than $800 per day, the 
savings potential for one member could be as high as $25,500. Cost-containment initiatives 
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remain on track to save millions every year, while significantly decreasing the number of 
mental health admissions and readmissions.  


C. Mental Health Rehabilitative Treatment Services; 


Mental Health Rehabilitation Treatment Services are a core component of our whole-care 
approach, and are designed to empower members, help them recover skills and improve their 
lives. We promote use of these evidence-based best practices with our providers nationally, and 
in Nevada, to encourage recovery-oriented, person-centered programming. In some cases, we 
work directly with providers to develop these services. 


Our evidence-based, rehabilitative services and traditional therapeutic interventions are: 


 Individual, family and group counseling plus rehabilitative services 


 Basic skills training (BST) 


 Psychosocial rehabilitation 


 Day treatment programs 


 Wellness Recovery Action Plan (WRAP)  


 Peer programs 


Basic Skills Training 
Our behavioral health staff and network clinicians provide BST and psychosocial 
rehabilitative services when the criteria established by Chapter 400 of the Medicaid Services 
Manual and medical necessity are met. These rehabilitative services are provided when needed 
to help individuals recover social skills or self-management skills they may have lost. 


Psychosocial Rehabilitation Services 
Our Psychosocial Rehabilitation program promotes recovery, full community integration, and 
improved quality of life for members who have been diagnosed with a behavioral health 
condition that seriously impairs their ability to lead meaningful lives. Interventions aim to 
help members develop skills and access resources needed to increase their capacity to succeed 
in their living, working, learning and social environments. Interventions are collaborative, 
person-directed, individualized, and based on the member’s capacity for recovery. 


Day Treatment Program 
Our Day Treatment program provides a combination of diagnostic, treatment and 
rehabilitative procedures which, through supervised and planned activities and extensive 
interactions between the provider and the member, provides the services of the clinic treatment 
program, as well as social training, task and skill training and socialization activities. The 
purpose of services is to promote recovery through improved level of functioning, skill 
building and disease management.  


Members receiving Day Treatment services typically have complex and severe mental health 
conditions and related functional impairments. These services are an alternative to residential 
treatment or inpatient or as a transition from these services. 


Wellness Recovery Action Plan  
Our WRAP self-help program emphasizes health and wellness. This SAMHSA evidence-based 
practice assists individuals in managing their recovery by creating healthy responses to 
feelings of distress as well as managing behaviors. The individual uses a plan designed to 
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assist in situations when he/she is unable to make a decision. According to SAMHSA, 
individual results include engagement with providers and self-advocacy. The individual’s 
ability to manage his/her health results in fewer symptoms and improved quality of life. A 
WRAP app also will be available on our enhanced member website. There, members can 
access and print out the WRAP to customize or share.  


Peer Supported Wellness Center 
By contract start, we will offer a Peer Supported Wellness Center that will provide 
rehabilitation and vocational services to empower members. The evidence-based program will 
be a core element of the rehabilitation process. A rehabilitation specialist will assist members 
in setting and meeting educational and vocational goals, and collaborate with the member on 
an ongoing basis to coordinate and communicate service needs. The member will be assessed 
to determine employment history and interests and choose one of three discrete work units in 
which to work—cafe, thrift store, or the business unit. The member will learn to develop meal 
preparation, organizational, budgeting, retail, and/or clerical skills. He/she may participate in 
and learn various administrative tasks. 


Peer Rehabilitation Center 
We will offer a peer rehabilitation center which operates similarly to the national clubhouse 
concept. The peer rehabilitation center will serve as a community environment that provides 
for social interaction with peers. Peers will manage and operate the center with the support of 
center staff developing the work and people skills. Peers will gain experience in the operations 
process by making decisions that impact both the center and the peer community. The center 
will offer peers an opportunity to achieve their full potential. 


Supportive Residential Housing 
We are developing residential housing with community service providers for members with 
SMI and chronic substance use disorders. The program will offer onsite rehabilitation support 
including access to behavioral health treatment and peer support. It will provide a supportive 
living environment to promote independent living, incorporate a recovery model with access to 
care, support and peers and vocational training. We expect this program to be operational by 
mid-2018 and to be a tremendous benefit to the community. 


Wraparound Programs 
Our Wraparound programs are available for members, regardless of their age and specific to 
individual circumstances. Examples of these programs include:  


 Parenting classes to equip parents with skills needed to raise children 


 Confident Young Women Group to aid in the development and improvement of 
confidence and self-esteem in adolescent females 


 Healthy Bodies Healthy Minds to promote physical fitness in children and adolescents 


 Children of Divorced Parents to support children ages 7 to 10 with coping and 
accepting the changes related to their parents’ divorce 


 Children with Asperger’s to teach socialization and communication skills to children 
ages 7 to 13 diagnosed with this disorder 


 Left Behind to aid children ages 7 to 13 with surviving the agony of separation when 
their parents are deported to their country of origin 
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 Discipline through Martial Arts that teaches discipline and confidence to children 


 Anti-bullying to provide education and coping skills to underage members 


D. Psychologist; 


Psychologists are an integral and important part of our network. Our Nevada plan contracts 
with 58 licensed psychologists who have met our rigorous standards for participation. To 
support our mission of providing the best care for Nevada Medicaid recipients, we invite our 
contracted psychologists that are experts in behavioral health to attend our internal meetings, 
such as our:  


 Large Case Management 


 Joint Operating Committee 


 Care Coalition 


 Behavioral Health Quality Assurance Committee 


We have found the input of our network psychologists to be extremely valuable. Our 
behavioral health medical director solicits  the advice and input from psychologists to create 
our Behavioral Health Treatment Philosophies, which incorporate proven best practices from 
experts.  


Our contracted psychologists perform a range of services and diagnostic evaluations, such as: 


 Intellectual and IQ testing 


 Diagnosis and personality testing and evaluation 


 Learning disability diagnosis 


 Neuropsychological testing 


 Assessment of risk and dangerousness 


 Diagnostic clarification 


 Legal evaluations 


 Custody evaluations 


 Supervision of clinicians 


 Training 


E. Outpatient Psychiatric; 


We actively support the delivery of evidence-based outpatient psychiatric services that increase 
member access, remove barriers and reduce inappropriate use of inpatient and ER services. In 
Nevada, and nationally, we have more than 15 years of experience managing outpatient 
psychiatric services across diverse populations including children, adults, pregnant mothers, 
aged/blind/disabled, individuals with intellectual or developmental disabilities, dual eligible 
individuals and foster children. We are recognized as a pioneer in the development of 
advancements that dramatically improve the clinical impact and delivery of behavioral health 
services. 


We contract with 112 Nevada licensed psychiatrists and 83 other psychiatric prescribers 
(advanced practice RNs, DOs and physician’s assistants-C). These providers represent 
approximately 25 percent of our Nevada network, and practice as independent practitioners or 
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in mental health outpatient clinics. Our behavioral health staff works closely with these 
providers to coordinate behavioral health outpatient care such as individual, group family 
therapy and medication management.  


IMPROVING ACCESS TO PSYCHIATRY AND EVIDENCE-BASED PRESCRIBING 
Our whole-person care uses consulting psychiatrists to address mild to moderate psychiatric 
needs while working to improve access and reduce wait times for members with SMI to see 
psychiatrists. To expand access to outpatient psychiatric services, we offer telepsychiatry in 
some regions; educate and collaborate with primary care on evidence-based practices and 
transition stable individuals back to their PCP for monthly medication management. 


We have created specialized programs—including 24 hours a day, seven days a week access 
programs—to address the specific issues of members in addition to offering traditional 
interventions like individual, family, group counseling and rehabilitative services such as 
basic skills training, psychosocial rehabilitation and day treatment. Additionally, we have 
established partnerships with community service providers to address members’ psychosocial 
needs at the community level.  


MEDICATION MANAGEMENT 
It is important to have a comprehensive network of outpatient psychiatric providers. These 
providers, inclusive of qualified physicians and prescribers, offer outpatient medication 
management where the sole service rendered is the initial evaluation of the member’s need for 
psychotropic medications, the provision of a prescription, and, as needed, ongoing medical 
monitoring/evaluation related to the member’s use of the psychotropic medication. Our care 
coordination policies and oversight require these providers to coordinate care with any other 
behavioral health clinician who is involved in the member’s care (i.e., a therapist who is 
providing Interactive psychotherapy). A member’s medication history—both current and past 
medications—is tracked from the point of initial assessment for as long as they are in case 
management.  


SPECIAL EVALUATION SPECIFIC TO PSYCHIATRIC SERVICES 
We focus our mental health recovery programs for the entire family rather than just the child 
or the individual. Treatment plans for the child include the parents and extended family (if 
applicable), who are required to participate in the process. The treatment plan for adults 
includes families and support systems. The traditional approach to treatment is concentrated 
on the individual, resulting in services that are extended for an unlimited period with no end 
date; therefore, the cost of services is high, and the individual’s adherence to treatment may 
not be optimal. Working with the member in an outpatient setting provides an opportunity to 
improve the assimilation of the resources and services in the member’s life and help him/her 
attain stability and a level of independent functioning.  


SPECIALIZED OUTPATIENT PSYCHIATRIC PROGRAMS 
Transitional Care Program 
We have a robust transitional care program to help members remain stable as they transition 
from the hospital to home. The transitional care program provides support to members during 
the critical period following discharge from inpatient care. Members admitted to an inpatient 
psychiatric hospital for treatment of behavioral health or substance use disorders are visited 
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by a clinician prior to their hospital discharge to sign up for the program. There is no fee for 
this service; allowing members to access continued care with no roadblocks.  


Our member determines if the follow-up visits are conducted at his/her home, within the 
community or at a clinic. The transitional care program provides continued care from a 
skilled clinical team for 30 days after hospital discharge and in some cases up to 60 days. The 
team writes and fills prescriptions as necessary. They coordinate with hospital MDs, mental 
health providers and specialists. Members are provided with 24 hours a day, seven days a week 
access to board-certified MDs, physician’s assistants, nurse practitioners, paramedics and 
other health professionals who will confirm the discharge plan for recovery is optimized.  


Transitional Care Coach  
We have identified the next phase of the transitional care 
program and will implement the program prior to the 
start of the contract. Our program encourages members 
to live mentally well. This approach supports the member 
by providing the opportunity to gain the skills needed to 
identify his/her symptoms and needs. The 30-day post-
hospital program will include support from a transitional 


care coach (TCC) who will encourage the member to take a more active role in his/her care. 
The TCC could be a nurse, social worker, case manager, peer or volunteer that would work 
with the member during the 30-day transition to outpatient services. The TCC will follow the 
member across all settings of care, including primary and specialist follow-ups, medication 
management, and use the member’s health record to help guide the member through the care 
process. The primary focus of this program is to work with the member to understand 


indications of worsening symptoms and appropriate 
next steps in seeking care. In similar programs, 
results have shown a cost reduction of $300,000 for 
every 350 members that participated.  


Group Home Program  
We have collaborated with the community to provide 
group home placement for members with SMI and 
readmission risk. The program has established 


relationships with state licensed group homes, which provide supervised residential settings 
for adults with mental illness. The program is administered through support from a case 
manager, working to assist the member to gain the resources necessary to transition to self-
sufficiency. The group home can be co-ed, or gender-specific with two beds per room 
(typically) or more if a larger room allows for it. The group homes allow members to develop 
the skills needed to integrate into the community. It provides the member with a safe and 
stable environment to improve level of function and the support to achieve optimal recovery. 
The group home setting increases treatment adherence and provides support to address 
comorbid issues. Services include medication monitoring, assistance to appointments, linkage 
to community resources, living skills, personal care and socialization. Members who 
participate in our group home program have a 61 percent reduction in health care costs.  


Transitional Care Outcomes 
From September 2015 to June 
2016, 73 percent of Nevada 
members that participated in our 
Transitional Care program did not 
have a readmission within 30 days 
post-discharge.  


Group Home Outcomes 
Members in our Nevada group 
home program are achieving a 
61 percent reduction in health 
care costs. 
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Sober Living Group Homes  
We have collaborated with community providers to provide transitional alcohol and drug-free 
living environments for members with severe substance use disorders attempting to abstain 
from alcohol and drugs. The focus of the sober living environment is to increase the likelihood 
of sobriety as well as to decrease the potential for relapse. Community housing provides 
privacy, dignity and personal choice to foster independence. Residences may be temporary or 
long-term in nature, depending on the member’s needs. Supportive services are focused on 
home and community integration, as well as engagement in productive activities and hobbies. 
Residents are able to focus on improvement, recovery, employment and symptom management. 
Members are provided with support to establish resources to move on to independent living. 
The philosophy of recovery emphasizes 12-step group attendance and peer support. The 
involvement in 12-step groups and characteristics of the social network are strong predictors 
of success.  


Telehealth and Telepsychiatry  
Nationally, we offer our members online access to providers for behavioral health services, 
and access to prescribers and clinicians, and will do so in Nevada. Telehealth services increase 
member access to treatment and address the shortage of health care providers with a strong 
provider network of prescribers and therapists licensed in Nevada. It provides members with 
accessibility from various locations and closes the gap between patient demand and provider 
supply. The ability to access care from any computer or smartphone app increases health 
outcomes by addressing the member’s needs and meeting the member where he/she is to 
improve health outcomes.  


Program of Assertive Community Treatment 
We are developing a Program of Assertive Community Treatment (PACT) team. These teams 
are often described as a hospital without walls providing care for members with severe and 
persistent mental health conditions. The intensive community-based program uses a 
multidisciplinary team approach and provides emergency service, 24 hours a day, seven days a 
week, 365 days a year. This approach begins with a member evaluation and the development 
of an individualized multidisciplinary treatment plan to meet the member’s needs. The 
treatment plan includes member’s recovery goals, strengths, problems, specific long- and 
short-term goals, and specific approaches and interventions. The multidisciplinary team 
includes a prescriber, dedicated RN, mental health professionals, case managers, 
rehabilitative and vocational specialists, and peer support. The typical staff-to-client ratio is 
1:10. The PACT team focuses on reducing member over-reliance on ER or inpatient services. 
It also aims to maintain members’ activities of daily living (ADLs), a safe living environment, 
and maintaining employment or meeting educational goals. PACT team efforts can be 
coordinated through the behavioral health crisis line to request a clinical team response to a 
situation and would include collaboration with county and city dispatch to screen the need for 
police or fire response. We will launch the PACT during the upcoming contract.  


CCBHC Demonstration and Behavioral Health Homes  
We are fully prepared to partner with DHCFP to support the Certified Community Behavioral 
Health Clinics (CCBHC) demonstration launching later this year. The required core services 
of a CCBHC are designed to provide comprehensive services for those members with the most 
serious, complex mental illnesses. Alignment and integration of these services is very similar 
to the ACA Section 2703 Health Home services with a greater emphasis on the crisis services.  
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Over the last five years, we have developed processes, tools, resources and experience to 
develop Behavioral Health Homes (BHHs) to effectively coordinate the physical, behavioral 
and social needs of members. Overlaying this work with the implementation of CCBHCs in 
communities in Nevada is an excellent strategy for assuring that those who have the most 
serious mental health issues receive integrated medical and behavioral treatment.  


The BHH will be responsible for comprehensive case management, care coordination, 
individual and family support services, health promotion, comprehensive transitional care, 
and referrals to community and social support services. While we offer most of these services 
today, we will assure that this work is in complete alignment with the CCBHC demonstration.  


ACCESS TO OUTPATIENT PSYCHIATRIC SERVICES 
Access and availability to services is an important aspect when engaging members to actively 
participate in outpatient treatment. We use the following metrics for contracted providers to 
establish timeliness and availability to services when responding to members’ requests for 
services. 


Service Definition Standard 


Routine behavioral 
health care “routine” 


Examples include: 


 Members requesting treatment who do not present 
in acute distress 


 Complaints of depression without vegetative 
symptoms including inability to sleep, weight loss, 
difficulty in concentrating or loss of interest in 
normal activities 


 Complaints of anxiety without physical symptoms 
including shortness of breath, dizziness, 
palpitations, shaking, sweating, choking, nausea, 
numbness, tingling, hot flashes, chills or chest pain 


 New members who are stable on psychotropic 
medications 


Care scheduled 
within 10 
business days 


Urgent care “at risk” 


Examples include: 


 Members requesting treatment who present with 
significant symptomatology without homicidal or 
suicidal ideation or psychotic symptoms 


 Complaints of depression with vegetative 
symptoms including inability to sleep, weight loss, 
difficulty in concentrating or loss of interest in 
normal activities 


 Complaints of anxiety with physical symptoms 
including shortness of breath, dizziness, 
palpitations, shaking, sweating, choking, nausea, 
numbness, tingling, hot flashes, chills or chest pain 


 Members who are prescribed psychotropic 
medications and have run out of medications 


Care scheduled 
within 48 hours 
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Service Definition Standard 


Crisis non-life-
threatening 
emergency services 
“expedited”  


Members presenting with high-risk symptoms should 
be scheduled within six hours. Examples include:  


 Thinking of killing or harming self with no plan or 
intent. Expresses concern over ability to control 
behavior. 


 Thinking of killing or harming others with no 
specific victim, plan or intent. Expresses concern 
over ability to control behavior. 


 Currently threatening or thinking about engaging in 
self-injurious behavior. Expresses concern over 
ability to control behavior. 


 Recent onset of increased acute psychotic 
symptoms (hallucinations, delusions or paranoid 
ideation). 


 Member, family or provider is requesting 
hospitalization. 


Care scheduled 
within six hours 


Life-threatening 
emergency services 
“stat” 


Members presenting with crisis symptoms should be 
referred to a clinician for immediate telephonic 
assessment and intervention to expedite 
hospitalization. Examples include: 


 Currently threatening to kill or harm self. 


 Currently threatening to kill or harm others—duty 
to warn. 


 Currently engaging in significant self-injurious 
behavior (suicidal gestures, self-mutilation, 
engaging in life-threatening activities without 
precautions).  


 Acute psychotic symptoms (hallucinations, 
delusions or paranoid ideation) that result in 
behaviors which are endangering the person. 


Immediately 


F. Residential Treatment Center (RTC); 


For more than 27 years we have referred and managed the care of members who are receiving 
residential treatment across the nation, including on behalf of members and families in 
Nevada. Residential Treatment Centers (RTCs) are typically designated residential, sub-acute 
or intermediate care facilities, and may occur as part of health systems that provide multiple 
levels of care. Residential treatment is 24 hours a day, seven days a week and requires a 
minimum of one physician visit per week within the facility. We authorize treatment based 
upon medical necessity and follow the benefit guidelines provided within Chapter 400. 


Residential treatment is often an effective support for individuals who are stepping down from 
an inpatient stay, or for those who need the structure of a 24-hour, seven-days-a-week 
program with physician oversight and monitoring. For many, residential treatment can be 
highly effective. We have found, particularly for children, that in some cases a residential 
placement removing them from their home environment can be disruptive. We consider 
alternatives when feasible. In Nevada, our goal is to use in-state RTCs so that members are 
close to home and family can be involved in their treatment. The limited number of RTC 
facilities in Nevada poses an issue in some cases.  
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Unless quality-of-care issues exist, we contract with all Nevada RTC providers who meet our 
high quality standards. As needed, we also approve RTC placements in surrounding states. 
When members are admitted to out-of-area facilities, we make every effort to send them to 
nearby RTC facilities in adjacent states such as California, Arizona and Utah. Our 
alternatives to RTC—Respite Unit, Sober Living Group Home and other Group Homes—help 
support the shortage of RTCs in the state. 


Wraparound Services and Programs  
Nationally, we use intensive wraparound services and programs to help keep children in their 
homes and implement an intensity of care in the home, and group therapy with family support. 
In addition to home assessments, many of these programs are outlined in our response to 
3.4.13c (Mental Health Rehabilitative Treatment Services). 


Residential Treatment Center Diversion 
We use RTC diversion across the nation. In many states, such as Tennessee, when a provider 
requests a residential placement our utilization management (UM) department will request an 
independent assessment from a provider who is not affiliated with the RTC. In many cases, we 
find that the child or adolescent does not need to be removed from the home or alternatives 
can be arranged with less restrictive alternatives to the RTC. This approach has resulted in 
diversion rates of up to 60 percent.  


Results 
As presented in the following graphic, the year-over-year trend has increased relative to RTC 
diversion, compared to 2010. Only a small number (approximately 4 to 6 percent) of children 
and adolescents who were initially diverted were later admitted into a residential setting. This 
was due to a number of reasons, including increasing symptomatology that required a more 
intensive and structured level of treatment or because of involvement with the State Child 
Welfare system, which often places children and adolescents in residential treatment as an 
alternative to having them become wards of the state.  


 
Figure 12. Year-over-Year Trend of Children and Adolescents Diverted from RTC (Tennessee Medicaid). 


Our successful approach to youth residential treatment diversion has been recognized by the 
Medicaid Health Plans of America Center for Best Practices in their 2012 Best Practices 
Compendium for Serious Mental Illness. 
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G. Case Management; 


We deliver case management via different methods to meet our members’ needs, including 
telephonic case management, face-to-face case management, and/or family contact via 
telephone or in person. To the greatest extent possible, we encourage the member to be a 
strong partner in communicating and assessing his/her needs, obtaining services, treatment 
and support, and preventing and managing crises. The focus of the partnership is self-
monitoring and management of health care conditions and maintaining quality of life. The 
intensity of case management is directly tied to the level of acuity of the member’s illness or 
needs. 


Our medical director, certified behavioral health case managers and clinical director have 
oversight of our case management program. Our case managers include licensed practical 
and RNs, master’s level social workers and other licensed behavioral health professionals. We 
require our case managers to be educated in current principles, procedures and knowledge of 
care management based upon nationally recognized standards of care management. At 
present, we have three complex case managers and plan to expand the team to six by July 1, 
2017, to meet the growing needs of our membership and to expand our successful engagement 
of members.  


Case managers receive ongoing training specific to our policies and procedures, state 
requirements, professional roles, health care requirements of specific populations and 
Utilization Review Accreditation Commission (URAC) standards. Our case managers attend 
annual professional and continuing education.  


Case management frequently begins with the member’s first contact with our behavioral 
health case manager and continues until the member’s condition can be safely, efficiently and 
effectively treated without the support of the case management program. The member receives 
goal-oriented and individualized support from a certified behavioral health case manager, 
under the supervision of our medical director. We focus on prevention as well as case 
management to promote recovery and the member’s wellness in the community. Case 
managers assist members with the connection and coordination of services and resources, 
advocate on behalf of the member and monitor outcomes.  


We also focus on improving our member’s self-sufficiency by using community opportunities 
to increase a member’s independence. Behavioral health clinicians collaborate with 
physicians, psychiatric facilities and community resources to support members. Together, the 
case manager and the member plan, coordinate, monitor, adjust and advocate services 
directed toward the achievement of personal goals for successful community living. Member 
engagement and goal setting are important to the overall CM process, as is CM support for 
self-management acquisition. 


Case management services include: 


 Assistance in securing, maintaining and monitoring new and ongoing behavioral 
health, medical and social services 


 Communication and coordination of care with the member’s support system, general 
medical health care providers, community services, school systems, social services 
(state and county), judicial assistance and other community services 
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 Assistance locating and securing necessary resources and community-based supports  


 Assistance with the development of WRAPs, crisis plans and a recovery plan, as 
applicable 


 Assistance in assessment of independent living skills and/or other service areas for 
housing, employment and transportation needs 


 Assistance with the transition of members to different levels of care (e.g., discharge 
from inpatient hospital) 


 Development of positive therapeutic alliances with all levels of providers and the 
member 


 Supporting mental health and integrated substance abuse treatment, including 
medication management, symptom management, rehabilitation, crisis stabilization and 
psychosocial education 


 Development and implementation of a care plan with the member to achieve stability 
and adaptive functioning to become independent 


If a member is identified as high-risk with severe behavioral health conditions, we refer the 
member to behavioral health complex case management (BHCCM).  


COMPLEX CASE MANAGEMENT  
We provide BHCCM for members identified as high-need and/or high-risk with severe 
behavioral health conditions who have often never accessed services before. The BHCCM 
team comprises varied disciplines of behavioral health professionals, including licensed staff, 
with the purpose of improving the quality of life for members with SED/SMI or SUDs, and 
securing access to services necessary to meet their biopsychosocial needs. The BHCCM team 
establishes and maintains, with the member, a care plan with the overall goal of the member 
achieving stability and adaptive functioning to become independent.  


Our complex case management (CCM) staff are the point of contact for the member to receive 
support in regard to his/her behavioral health, medical, habilitation, educational, vocational 
and transportation needs. The CCM team supports the member with the development of 
his/her treatment plan and monitors the progress of meeting objectives and goals of the plan. 
Additionally, the CCM team helps the member to develop and execute a plan for assuring 
income maintenance and social networks.  


As an active participant in his/her case management support plan, the member identifies a 
safe and healthy lifestyle he/she would like to acquire. The CCM team enlists the support of 
community services and providers, while addressing and developing plans with the member to 
overcome identified barriers.  


With support of the medical director, clinical director/clinical team, the CCM team 
periodically assesses members’ needs and the case-management support plan to address areas, 
which require further intervention or have been achieved. We document the findings in the 
member’s case record.  


Our case managers use an electronic case management system which captures behavioral 
health information and community support services from diverse providers, integrates multiple 
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service providers on one treatment plan, automates tasks and reminders, generates treatment 
plans, and exports information to providers.  


The CCM team also supports members when treatment is required at a higher level of care. 
Our complex case manager facilitates continuity of care, establishes a close alliance with the 
provider of service and aids the member’s successful return to the community. 


H. Habilitation Services: 


We use basic skills training (BST) for individuals with SED/SMI—targeting the symptoms 
that interfere with the person’s ability to function on a daily basis and developing the skills 
needed to function independently within the community. These services are considered either 
habilitative in teaching members skills for the first time or rehabilitative mental health (RMH) 
interventions designed to reduce cognitive and behavioral impairments and restore recipients 
to their highest level of functions by teaching or reteaching a variety of life skills. Peers assist 
in the reinforcement of the learned skills and encourage their continued use over time.  


Some of our behavioral health providers have created wraparound type educational groups by 
creating and designing programs for this specific population. The primary BST guidelines 
are: 


 Services are social or behavioral in nature rather than therapy-oriented 


 Emphasis is on here and now rather than the past 


 Services are unique to the individual to address specific issues 


 Services are rendered by a trained BST worker with a treatment plan initiated and 
directed by a licensed clinical mental health professional with a minimum credential of 
marriage and family counselor (MFT), licensed clinical social worker (LCSW) or 
licensed psychologist 


 Individuals concentrate on improving and learning one to two skills at a time. 
Therefore, support must be provided to address the deficit until the individual masters 
the current target skills 


 Stacking is not recommended—that is mixing BST and PSR at the same time 


 Providing similar services by two separate clinical entities is not recommended 


 Parent/guardian involvement and participation is required in the rehabilitative services 


I. Methadone Treatment; and 


Members requiring methadone treatment are considered high-risk; therefore, methadone 
treatment is one part of a much larger treatment approach that integrates physical and mental 
health supports. As such, we have a network in Nevada specifically to support methadone 
treatment, which consists of six large methadone facilities in the state. 


APPROACH TO METHADONE TREATMENT 
This chemical dependency treatment modality (which most commonly involves the use of 
methadone as the replacement opioid) gives members access to controlled doses of a drug to 
occupy the opiate receptors of the brain, and thus maintain a state of drug tolerance without 
euphoria, craving or withdrawal symptoms.  
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We follow the American Society for Addiction Medicine (ASAM), which provides clear and 
detailed requirements for clinics offering opioid maintenance treatment (OMT). Central to the 
member’s care is a treatment plan that is individualized and that focuses on the obstacles to 
the member’s recovery. This plan is reviewed at regular intervals with changes to the 
interventions, as necessary, to reach the treatment goals. The treating provider also needs to 
have access to medical and psychiatric consultation whenever possible. 


We have created a review process for contracted OMT providers that review the treatment 
planning process as well as the necessary support systems that are outlined by ASAM. 
Although authorization is no longer required, our behavioral health medical director will 
request and randomly review members’ treatment plans. Peer-to-peer reviews with our medical 
director and the appropriate facility clinician are required if there are concerns regarding the 
member’s treatment plan or services.  


One-on-one daily treatment and weekly therapy includes treatment planning and supervised 
dosage. Communication with the methadone treatment provider occurs within the rest of the 
treatment team. 


MEMBER REFERRAL PROCESS 
We assure members receive individual and group therapy through Medication-Assisted 
Treatment (MAT) (an evidence-based requirement) and coordinate care across the behavioral 
health continuum. Members receive case management or care coordination completed by a 
health plan representative. We review each case against ASAM criteria for Nevada. The first 
clinical priority is identifying and making appropriate referral for any urgent or emergent 
medical or psychiatric problem(s), including drug-related impairment or overdose. 


Psychosocial treatment is recommended in conjunction with any pharmacological treatment 
of opioid use disorder. At a minimum, psychosocial treatment includes:  


 Psychosocial needs assessment 


 Supportive counseling 


 Links to existing family supports 


 Referrals to community services 


Treatment planning should include collaboration with qualified behavioral health care 
providers to determine the optimal type and intensity of psychosocial treatment and for 
renegotiation of the treatment plan for circumstances in which patients do not adhere to 
recommended plans for, or referrals to, psychosocial treatment. 


J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 


We have more than 20 years of experience delivering strong recovery-oriented alcohol and 
SUD treatment programs and services. Our members have access to a continuum of substance 
use treatment services inclusive of outpatient, intensive outpatient, partial, residential and 
acute services, and in Nevada, value-added services, such as sober living arrangement. 
Nationally, we employ an addictions consumer leader that incorporates the voice and views of 
the consumer in program development and operation.  
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Sober Living Arrangement 
In Nevada, we offer a value-add 
sober living arrangement, a 
transitional, supervised living 
arrangement that provides stable 
and safe housing, an alcohol/drug-
free environment and support for 
recovery from alcohol or drug use. A 
Sober Living Arrangement may be 
used as an adjunct to ambulatory 
treatment when treatment does not 
offer the intensity and structure 
needed to support the member’s 
recovery. Sober Living 
Arrangements vary in intensity and 
duration to support the member’s 
ability to use behavioral health 
services, manage, functional 
difficulties and otherwise realize 
recovery goals. 


MEDICATION-ASSISTED TREATMENT 
Nationally, to address the explosive growth in opioid 
addiction and improve outcomes, we have a leading 
network of MAT providers. Among these providers, 
we encourage and promote the use of 
SAMHSA/Center for Substance Abuse Treatment 
(CAST) Treatment Improvement Protocol (TIP) 43. 
This TIP presents consensus panel 
recommendations and evidence-based best practices 
for treatment of opioid addiction in opioid treatment 
programs. It also examines related medical, 
psychiatric, sociological and SUDs and their 
treatment as part of a comprehensive maintenance 
treatment program. Our value-based reimbursement 
continuum establishes metrics separately for MAT 
providers. These metrics focus on quality and cost 
such as the provider’s readmit rate (case-mix 
adjusted)—30- and 90-day and the case-mix adjusted 
average visits per episode and episode cost. We 
expect this approach to promote and deliver better outcomes for members who are using MAT. 
Our comprehensive continuum of SUD treatment services core tenets and philosophies 
include:  


Individualized Treatment Plan  
We understand that SUDs affect individuals differently; therefore, our care and treatment are 
individualized to member needs. From experience, we know clinical outcomes are more likely 
to be achieved when members identify their own goals and the action steps toward achieving 
them. Ideally, care is anchored in the member’s community with a goal of helping the member 
rejoin the community, with meaningful and supportive relationships, health and purpose. The 
treatment should address co-occurring treatment for those with mental health treatment 
needs. The proposed services should be reasonably expected to restore the member’s function, 
and should be specific to the member’s presenting signs, symptoms, history and diagnosis. The 
plan should involve collaboration with the member’s goals for treatment, and have a focus on 
harm reduction, e.g., an episode of drug reuse alone does not constitute a treatment failure, or 
maintenance therapy is appropriate for some members. 


Services Occur in the Least Restrictive Environment 
The majority of members can be treated safely and effectively on an outpatient basis. Inpatient 
detoxification is necessary when a member requires 24-hours–a-day presence of skilled nurses 
to manage potential complications of withdrawal. Inpatient Residential treatment is 
appropriate for members with a comorbid psychiatric condition requiring 24-hour trained 
supervision, or members who are medically compromised. It can be necessary for members 
who are not reasonably able to control their use without 24-hour trained supervision, but there 
should be a clinically credible rationale that the member’s function is so impaired as to 
require 24-hour supervision by trained staff to reverse the impairment. Containment away 
from potential substance use alone is not a medically necessary reason for higher levels of 
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care, as containment can be achieved by other means, such as referral to a sober living 
situation. 


Services Occur in an Appropriate Setting  
The various levels of trained staff necessary for the appropriate treatment of the member 
should be readily available. Treatment should be individualized and not program-driven. 
There should not be a predetermined length of stay. The treatment modalities offered should 
meet the particular needs of the individual member, be evidence-based, and be available in a 
timely fashion.  


Services Involve Family and Other Social Supports  
Family and other member allies provide key support for the member in achieving and 
maintaining sobriety. Their involvement in treatment planning and support has been shown to 
lead to improved outcomes, as healthy relationships nurture long-term recovery. Anchoring 
the member’s treatment in his/her community increases the availability of family, other allies 
and community-based resources. 


Coordinated Services 
Continuity of care is important for effective and efficient treatment, especially when multiple 
providers are involved. Providers at the different levels of care should coordinate their services 
as the member advances in treatment. Members with comorbid medical or psychiatric 
conditions should have providers working with a common purpose and plan. 


Seamless Access to the Care Management Continuum 
The individual’s aftercare includes seamless access across the entire continuum of care 
appropriate for the severity of each individual with less focus on acute and more focus on 
aftercare in a least restrictive setting. The goal is to achieve lifelong management through 
case management, disease management and recovery coaching. 


SUBSTANCE USE DISORDER LEVELS OF CARE 
Our utilization management decisions are guided by criteria in the “American Society of 
Addiction Medicine (ASAM) Patient Placement Criteria,” the Mihalik Group’s “Medical 
Necessity Manual for Behavioral Health,” along with our guidelines. 


Substance Related Disorders Inpatient Detoxification 
Inpatient Detoxification is a hospital-based program which provides 24-hour/seven-day 
nursing care, medical monitoring and physician availability; assessment and diagnostic 
services, and active behavioral health treatment services for the purpose of completing a 
medically safe withdrawal from alcohol or drugs. Inpatient Detoxification is typically 
indicated when the “why now” factors that precipitated admission indicate our member is at 
risk of severe withdrawal symptoms or serious medical complications stemming from 
withdrawal such as seizures, and requires detoxification in a safe and stable living 
environment that provides the intensity of nursing care and monitoring offered in Inpatient 
Detoxification. The course of treatment in Inpatient Detoxification is focused on addressing 
the “why now” factors that precipitated admission (e.g., changes in the member’s signs and 
symptoms, psychosocial and environmental factors, or level of functioning) to the point that 
rehabilitation can be safely, efficiently and effectively conducted. 
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Substance Related Disorders Inpatient Residential 
Inpatient Residential is also a hospital-based program we offer which provides 24-hour/seven-
day nursing care, medical monitoring, and physician availability; assessment and diagnostic 
services, and active behavioral health treatment services for the purpose of initiating the 
process of assisting a member with gaining the knowledge and skills needed to prevent 
recurrence of a substance-related disorder. The “why now” factors that precipitated admission 
indicate that the member’s signs and symptoms, psychosocial and environmental factors, or 
level of functioning requires that rehabilitation be initiated in a safe and stable living 
environment. The course of treatment in Inpatient Residential is focused on addressing the 
“why now” factors that precipitated admission (e.g., changes in the member’s signs and 
symptoms, psychosocial and environmental factors, or level of functioning) to the point that 
rehabilitation can be safely, efficiently and effectively continued in a less intensive level of 
care. 


Substance Related Disorder Partial Hospitalization Program (PHP) 
This structured program maintains service for at least 20 hours per week during which 
assessment and diagnostic services, and active behavioral health treatment are provided to our 
members who are experiencing serious signs and symptoms that result in significant personal 
distress and/or significant psychosocial and environmental issues. While a Partial Hospital 
Program generally maintains at least 20 hours of service per week, the frequency of weekly 
visits provided to a member may lessen as the member nears discharge to promote a safe and 
timely transition between levels of care. The purpose of services is to stabilize and reduce acute 
signs and symptoms, increase functioning, and assist a member with integrating into 
community life. The course of treatment in a Partial Hospital Program is focused on 
addressing the “why now” factors that precipitated admission to the point that the member’s 
condition can be safely, efficiently and effectively treated in a less intensive level of care. A 
Partial Hospital Program can be used to treat mental health conditions or can specialize in the 
treatment of co-occurring mental health and substance-related disorders. When supported by 
the benefit plan, coverage may be available for Partial Hospital Program services that are 
coupled with overnight housing. 


Substance Related Disorder Intensive Outpatient Program 
Another structured program we offer for adults and adolescents is a Substance Use Disorder 
Intensive Outpatient Program (IOP) in which the individual receives assessment and 
diagnostic services. Active behavioral health treatment is provided to members who are 
experiencing moderate signs and symptoms that result in significant personal distress and/or 
significant psychosocial and environmental issues. While an Intensive Outpatient Program 
generally maintains nine to 19 hours of service for adults and six to 19 hours of service for 
children/adolescents per week, the frequency of weekly visits provided to a member may lessen 
as the member nears discharge to promote a safe and timely transition between levels of care.  


The purpose of services is to monitor and maintain stability, decrease moderate signs and 
symptoms, increase functioning, help members integrate into community life, and assist 
members with gaining the knowledge and skills needed to prevent recurrence of a substance-
related disorder. The course of treatment in an Intensive Outpatient Program is focused on 
addressing the “why now” factors that precipitated admission (e.g., changes in the member’s 
signs and symptoms, psychosocial and environmental factors, or level of functioning) to the 
point that the member’s condition can be safely, efficiently and effectively treated in a less 
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intensive level of care. An Intensive Outpatient Program can be used to treat substance-related 
disorders or can specialize in the treatment of co-occurring mental health and substance-
related disorders. When supported by the benefit plan, coverage may be available for Intensive 
Outpatient Program services that are coupled with overnight housing. 


Substance Related Disorder Outpatient 
In this program, our members receive services in an ambulatory setting that includes 
assessment, diagnosis and active behavioral health treatment. Outpatient treatment is focused 
on addressing the “why now” factors that precipitated care to the point that the “why now” 
factors that precipitated care no longer require treatment. The individual’s aftercare includes 
seamless access across the entire continuum of care appropriate for the severity of each 
individual with less focus on acute and more focus on aftercare in a least restrictive setting 
with a goal of lifelong management through case management, disease management and 
recovery coaching.  


Sober Living Arrangement 
Sober Living Arrangement is not a covered benefit of Nevada Medicaid, but is one of the 
value-based benefits we offer. Sober living, also known as drug-free housing, alcohol/drug 
halfway house, are transitional, supervised living arrangements that provide stable and safe 
housing, an alcohol/drug-free environment and support for recovery from alcohol or drug 
use. A Sober Living Arrangement may be used as an adjunct to ambulatory treatment when 
treatment does not offer the intensity and structure needed to support the member’s recovery. 
A Sober Living Arrangement is focused on addressing the “why now” factors that precipitated 
the need for this service to the point that the member’s condition can be safely, efficiently and 
effectively treated without the support of a Sober Living Arrangement. Sober Living 
Arrangements vary in intensity and duration to support the member’s ability to use behavioral 
health services, manage functional difficulties, and otherwise realize recovery goals.  


Peer Services and Supports, Wraparound Services and SUD Recovery Coach 
Peer services and supports provide our members with support, information and the 
opportunity to enhance recovery skills. The peer delivers these services, using training and 
lived experience and experiential knowledge to reduce the likelihood that the member will 
become isolated, disempowered or disengaged.  


Peer services and supports are focused on addressing the “why now” factors that precipitated 
access to this service to the point that the member’s condition can be safely, efficiently and 
effectively treated without the support of peer services and supports. Peer Services and 
Supports complement the member’s behavioral health treatment, and may be delivered while 
the member is in treatment or in advance of the start of treatment. Peer services and supports 
vary in intensity, frequency and duration in accordance with the member’s ability to use 
behavioral health services, manage psychosocial challenges, or otherwise make progress in 
achieving the member’s recovery goals.  


Nationally, we have widely deployed SUD recovery coaches. SUD recovery coaches are 
certified peer support specialists who are specifically charged with supporting members with 
substance use disorders, including pregnant women and members’ families, to promote 
addiction recovery. 
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3.4.14 Coordination with Other Vendors and Other Services  
3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures 
to coordinate services it may provide to the recipient with the services the recipient may receive from any 
other vendor including dental. Upon request or notification of need, the vendor is required to 
communicate with other vendors serving the recipient the results of its identification and assessment of 
any special health care needs to ensure that services are not duplicated, and to ensure continuity of care. 
The vendor’s procedures must ensure that, in the process of coordinating care, each recipient’s privacy is 
protected consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health 
Insurance Portability and Accountability Act (HIPAA)]. 


COORDINATION WITH OTHER VENDORS AND OTHER SERVICES 
We work with state and community partners to address urban, rural and frontier opportunities 
to improve health and the health and social systems to improve outcomes, quality and confirm 
continuity of care. We have comprehensive procedures to coordinate services that members 
receive from other vendors pursuant to 42 CFR 438.208(b) (2), (3), and (4). Our policies and 
procedures ensure that, in the process of coordinating care, each member’s privacy is 
protected consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 and 
HIPAA. The requirements for both substance abuse and mental health are the same in that it 
is confidential PHI and the member must specifically give permission to share that 
information with other providers. The member needs to provide consent for release of the 
information. This is a higher threshold than for physical health information release.  


We coordinate to ensure there is no duplication through the case management process. With 
member approval indicated above, throughout the case management process, the case 
manager works on the plan of care with the member, the PCP, specialist, social workers, 
behavioral health specialist and others as needed. The case manager holds interdisciplinary 
team conference calls to discuss any complex or ongoing issues that may affect the health of 
the member. The case manager acts as the dedicated resource to get the members what they 
need to stay healthy. This could include coordination of services and health care among a 
variety of care settings, providers or other community resources.  


High-Risk Obstetrics 
To address the needs of high-risk obstetrics cases, we also use high-risk OB case managers to 
coordinate a range of activities. These include prenatal calls in which clinical administrative 
assistance is provided full time with extended hours on Monday and Thursday, calling every 
member on the monthly Estimated Date of Confinement (EDC) or Estimated Date of Delivery 
(EDD) list until the member delivers to identify issues and/or referring into High-Risk 
Obstetrics (HROB) case management services. They also automatically refer off the EDC list 
every teen mother who is 18 years and younger into HROB Case Management both in Las 
Vegas and Reno, Nevada. The HROB case managers go on-site monthly to seven high-risk 
pregnancy clinics. If the clinic flags the member with a high-risk pregnancy, the HROB case 
management team automatically refers the member into outpatient case management. The 
HROB team reviews high-risk members with the high-risk OB Provider face-to-face during 
their monthly on-site clinic visit.  


We provide a crucial collaborative process that positively improves birth outcomes. Twice a 
week, our outpatient HROB RN reviews all hospital admissions and ER visits for 
OB/pregnancy related issues and he/she automatically refers to HROB case management. 
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Similarly, the prior authorization department sends all received Maternal Risk Scoring Forms 
to the HROB team for review and referral to case management. 


Every year in the United States, half a million babies are born prematurely. Preterm birth is 
when a baby is born before 37 weeks of pregnancy, or more than three weeks early. 
Researchers have identified a therapy that has the potential to prevent thousands of these early 
deliveries. 17P is a progesterone medicine for pregnant women who have already had a 
preterm birth. Progesterone is a hormone that a woman’s body makes during pregnancy. 
Extra progesterone for some women can help to prevent preterm birth. Women should get 17P 
if they have already had a preterm birth of a single baby, if they are pregnant now. 17P 
injections prior authorized for home health are referred to HROB for case management 
services. 


We have discussions with network providers to refer to high-risk OB any member with a 
history of preterm labor and/or history of receiving 17P injections. We collaborate 
telephonically with these providers daily depending upon the member’s needs. 


 Education site visit for network providers by HROB outpatient case management:  


 April 2016 – Well Health Women’s Care 


 May 2016 – Women’s Health Associates of Southern Nevada 


 June 2016 – Our exclusive providers department meeting  


– Referral process to case management  


– Reviewed MRSF policy  


– HROB case management services  


– HEW educational resources  


 On Jan. 19, 2016, pediatrics outpatient case managers went on-site to meet with 
contracted provider Children’s Specialty Center of Nevada to discuss coordination 
of care for children with blood and cancer related issues. 


Social Workers 


Our existing social work team is available to all case managers, throughout the continuum of 
care. Social worker referrals occur during the member’s inpatient stay or in any outpatient 
setting. This system is effective in confirming all health care issues are addressed in any 
setting of care. This helps prevent unnecessary delays in meeting the social or financial needs 
of a member that may affect the member’s health.  


We conduct referrals to social workers through the phone and secure email, which allows for 
a quick response. If members are transitioned to another vendor, we coordinate this transition 
(e.g., for juveniles temporarily detained by a state or county agency; seriously emotionally 
disturbed children and adults with serious mental illness; children with special health care 
needs and women with high-risk pregnancies). This coordination includes referral of eligible 
members to appropriate community resources and social service programs, including 
supportive housing. 


Referrals to Community Resources 
Our team-based assessment is used to conduct the case management interventions identified 
by collaborating with a social worker. This individual evaluates and recommends available 
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community services with the goals of improving social functioning. As the complex case 
management interventions are developed, consideration for community resources is completed 
through available private and government entities that provide services to supplement the 
client’s resources to meet his/her financial, social, functional, medical and psychological 
needs. 


3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible recipients, to 
appropriate community resources and social service programs, including supportive housing. 


Our clinical organizational structure encompasses all medical management and coordination 
functions across physical health and behavioral health services and social determinants. It 
embodies our philosophy of whole-person health and recognizes the dynamic health care 
needs and acuity levels members may experience throughout their lifespan. Our model applies 
existing local resources and a blended care of talented, experienced medical and behavioral 
health professionals who personally understand the diverse health care needs of those we 
serve and address social determinants through working with Continuum of Care (COCs), 
housing authorities and food banks. The impact of our local resources and programs 
enhances service delivery and the lives of our members in meaningful ways. Community 
organizations provide expertise on the needs of their communities, and together we can 
continue to create a powerful and collaborative network that supports members in their local 
communities, as part of a broader collective effort.  


Members at greatest risk are often those who are difficult to engage due to language and 
socioeconomic barriers or cultural beliefs, and consequently, they may not access available 
local services. Using existing resources to engage members in actively participating in their 
health and well-being is a priority we share with the State. Through our current community 
partnerships, and those we continue to build, we will be able to strengthen the community-
based offerings ensuring members have access to the right services at the right time, which 
best meet their needs and empowers them to succeed in establishing and maintaining their 
health.  


Our case managers are responsible for coordinating services with other appropriate Nevada 
Medicaid and non-Medicaid programs. This coordination includes referral of eligible 
members to appropriate community resources and social service programs, including 
supportive housing. For example, homeless members may be referred to Willing Hands, our 
quality transitional housing home, where they may complete their post-discharge healing plan 
and receive assistance for permanent housing, if desired, or return to the community healthy. 
These contacts are followed weekly by contacts from a case manager, social worker, 
physician’s assistant, home health nurse, well care pharmacist and a mental health worker if 
indicated. The goal of the program is to provide quality care, decrease ER use and 
readmissions to the hospital.  


We may also refer members to our CHW program. They support getting and staying healthy 
with treatment adherence and education on health care conditions by referrals to appropriate 
programs via telephonic and or home visits. The CHW supports the whole person, provides 
family care, including inquiries on children’s vaccinations and activity as well nutritional 
guidance.  
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Our team uses a web-based, mobile-friendly application that brings knowledge of community 
supports directly to members, in their homes and communities, through our CHWs. Case 
managers and CHWs use this application to connect the member to community health 
services. It provides a robust taxonomy of social services, empowering users to bridge the gap 
between health care and social needs, for example, by referring members/families to 
organizations in the community (such as food banks/pantries, housing, transportation, WIC, 
clothing, etc.). A simple search feature enables users to sort relevant categories by type of 
service and preferred location. 


3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for recipients with special 
needs. These recipients may include, but are not limited to: juveniles temporarily detained by a state or 
county agency; seriously emotionally disturbed children, adults with severe mental illness and individuals 
with substance abuse disorders; Children with Special Health Care Needs; homeless recipients; 
recipients with chronic conditions; and, women with high-risk pregnancies). Care coordination must 
address critical issues such as out-of-home placement, specialized mental health services and therapies, 
and needs that may typically be filled by community resources and social service programs. 


CARE COORDINATION 
We provide a collaborative, coordinated and organized process through which case managers 
assist health plan members and providers to identify and access services and resources. The 
case manager assists members to maximize outcomes and optimize health care in the most 
cost-effective manner. Care coordination is a component of complex case management in 
which formal assessments and plans of care are optional. Care coordination must address 
critical issues such as out-of-home placement, specialized mental health services and 
therapies, as well as needs that community resources and social service programs may 
typically fill. 


UNIQUE POPULATIONS WITH SPECIAL NEEDS 
In complex case management, we provide the coordination of care and services to members 
who have experienced a critical event or diagnosis that requires the extensive use of resources 
and who need help navigating the system to facilitate appropriate delivery of care and services. 
The goal of complex case management is to help members regain optimum health or improved 
functional capability, in the right setting and in a cost-effective manner. It involves 
comprehensive assessment of the member’s condition; determination of available benefits and 
resources; and development and implementation of a case management plan with 
performance goals, monitoring and follow-up. Our approach includes the following: 


PROCESS FOR COORDINATING CARE  
Juveniles Temporarily Detained By State or County Agency 
We assign a pediatric social worker to address the needs of juveniles. If the juveniles are 
detained, they are transitioned to FFS. Our pediatric social worker works with FFS to make 
this transition. This process will be mirrored in cases involving behavioral health.  


Seriously Emotionally Disturbed Children 
The emphasis of our Youth Services approach is family-focused with wraparound services, 
and intensive in-home training and services. The approach to treatment serves children with 
social, emotional and behavioral problems. Services include home-based case management, 
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telephonic case management, outpatient therapy, coordinated school-based therapy, in-home 
crisis stabilization training and day-treatment services. 


Adults With Serious Mental Illness and Individuals With Substance Use Disorders 
We provide adult case management, as part of the complex case management continuum that 
provides focused care to the adult population within the health plan. Care coordination is a 
component of adult case management in which formal assessments and care plans are 
optional. In 2016 year-to-date, 572 members received adult case management services. 


Special Needs for Adult Members  
We provide coordination of care and evaluate for special needs such as private duty nursing or 
personal care assistant (PCA). We refer to complex case management for a single point of 
contact for complex discharge needs. 


Children with Special Health Care Needs 
We provide pediatric case management as part of the complex case management continuum 
that provides focused care to the pediatric population within the health plan. Care 
coordination is a component of pediatric case management in which formal assessments and 
plans of care are created as indicated.  


CareMeridian 4kids is a contracted provider with an ideal boutique-like post-acute setting with 
a high nurse-to-patient ratio providing specialized care in a more comfortable home-like 
setting. This program provides a cost-effective, post-acute alternative for catastrophically ill or 
injured newborns and children of all ages. CareMeridian 4kids’ unique service delivery model 
brings together the aesthetics of a residential-like environment with evidence-based intense 
post-acute care, specifically targeted toward the newborn and pediatric population. They also 
provide sophisticated rehabilitation, personalized plans of care, and state-of-the-art 
technology. CareMeridian 4kids has pediatricians that round five days a week with 24-hour 
access to the current pediatric population. Nursing staff is NRP and PALS certified ventilator 
care and respiratory treatment competent. They provide up to 15 hours of inpatient therapies 
(PT, OT and SLP) per patient per week.  


Women with High-risk Pregnancies 
Maternity Management is part of the  complex case management continuum that provides 
early identification of potential obstetrical risk factors and helps expectant mothers that take 
measures to confirm a healthy delivery and a healthy baby. Care coordination is a component 
of maternity management in which formal assessments and plans of care are optional. In 2016 
year-to-date, 568 members received high-risk obstetrical case management. 


Medicaid Neonatal Intensive Care Unit 
All Medicaid neonatal intensive care unit (NICU) babies that are 1200gms or less are 
automatically referred to the social worker admission and are automatically referred to our 
social work team. The social worker then completes a questionnaire to help identify potential 
barriers contributing to a preterm delivery. The social worker continues to work with the 
parents to provide emotional support, assist in obtaining needed baby items, and help with 
applying for Supplemental Security Income (SSI), when the circumstances warrant. 


We coordinate services for Children with Special Health Care Needs (CSHCN) on a daily 
basis who are enrolled in Medicaid and Nevada Check Up. A child with special health care 
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needs may access services through one of multiple avenues (e.g., Nevada Early Intervention, 
Division of Child and Family Services, School-Based Child Health Service or through other 
appropriate community services or through our provider network). We identify CSHCN 
through these various avenues for referral into the dedicated pediatric complex case 
management program.  


The assigned pediatric case manager provides and completes ongoing outreach, monitoring 
and tracking for CSHCN. Once we identify the child with special health care needs, a primary 
point of contact, the pediatric case manager contacts the parent/guardian of this child for 
children who:  


 Access School-Based Child Health Services: The pediatric case manager uses the 
Individual Education Plan to complete the initial case management assessment. The 
case manager, however, takes a holistic approach when the child has additional health 
care needs. The case manager creates a comprehensive care plan (and facilitates the 
delivery of those services) that not only addresses the Individual Education Plan 
components—the plan includes all health care and service needs of the child.  


 Access Early Childhood Intervention Services: The pediatric case manager uses the 
Individualized Family Services Plan through Nevada Early Intervention Services and 
the Division of Child and Family Services to complete the initial assessment. Again, if 
there are identified health care needs that go beyond the capacity of Nevada Early 
Intervention Services and the Division of Child and Family Services, the pediatric case 
manager includes all needs in the plan of care for the child.  


 Are referred to us because they have special health care needs: A case management 
assessment and plan of care is created. The comprehensive plan of care specifies the 
health care and services the child needs to improve his/her health and functional 
status.  


 Require ongoing specialist care: The pediatric case manager works with the health 
plan’s chief medical director (a pediatrician by training) and specialist to make certain 
timely and appropriate referrals are made and treatment is provided for the child.  


For all children identified with special health care needs, our pediatric case managers provide 
ongoing outreach to the parents of these children to verify all of their health care needs are 
met. The pediatric case managers facilitate the provision of all health care services by working 
collaboratively with the child’s health care and support team (e.g., parent/guardian, PCP, 
specialist(s) as needed, behavioral health as needed, health plan pediatric chief medical 
director, pharmacist as needed and social worker as needed).  


The pediatric case manager also works with the social worker and chief medical director to 
verify there is effective coordination with the health plan and any involved state agencies. 
Keeping this communication and feedback loop open at all times helps maintain a consistent 
and efficient case management process. The Children with Special Health Care Needs report 
will be submitted quarterly by complex case management to the DHCFP (within 45 days of the 
close of the quarter). We added a third RN outpatient case manager in 2015 to manage the 
Nevada population.  
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Special Needs for NICU Babies  
The NICU babies are referred to the Positively Kids NICU post-discharge clinic (NPDC). We 
work in partnership with local neonatologists who serve our communities. These fragile NICU 
babies have the chance to be transitioned slowly (if needed) from the NICU to their 
pediatricians. The NPDC has successfully and safely discharged many babies earlier from the 
NICU especially in the case of babies needing to be weaned from methadone.  


Coordination of Care for Infants in NICU 
Our complex case management team has a hands-on personal philosophy with our NICU 
babies. The dedicated NICU on-site case managers review the medical records for each baby 
in the NICU a minimum of three times a week. The pediatric medical director rounds with the 
NICU team three times a week to discuss the care delivery and post-discharge plans.  


The RN case manager is available to attend hospital interdisciplinary discharge planning 
meeting for coordination of care issues. The RN is in frequent communication with the 
hospital case management staff on any issues related to the babies they are following in the 
NICU for discharge planning.  


Our on-site case manager will maintain contact with the mother either telephonically or 
arranges to meet with the mother at the baby’s bedside to assist with educational needs, 
discharge planning needs and to function as a patient advocate during the baby’s hospital 
stay. In collaboration with Positively Kids, we have developed the Post-Discharge NICU 
Clinic. This clinic delivers optimal health care with a positive start at life for babies leaving the 
NICU including coordination of services for:  


 Continued outpatient weaning of infants suffering from drug withdrawal by 
neonatologist 


 Early intervention of services: physical/occupational therapy, speech and language 


 Social services and community outreach coordination through high-risk pediatric case 
management.  


Since January 2016, we referred 30 premature babies and four Neonatal Abstinence 
Syndrome babies.  


Prior to the opening of the NPDC in Nevada, babies traditionally stayed in the NICU until 
they were completely weaned off methadone because the majority of the local pediatricians 
were not comfortable adjusting the dosing after discharge from the NICU since this is usually 
done by neonatologists. Since our NPDC is staffed by neonatologists, babies born addicted to 
methadone can successfully continue the weaning process at home, greatly decreasing the 
number of days needed to spend in the hospital. The NPDC case manager, along with the 
social worker and home health, are in communication with the parents to assist when needed 
for support and questions.  


The pediatric complex case managers follow the babies once the babies are discharged from 
the NPDC. This case management team continues to follow high-risk cases to assist with the 
continuation of home health, durable medical equipment supplies (including but not limited to 
gastrostomy tube supplies), oxygen, tracheostomy and ventilator needs. A very beneficial 
aspect of the pediatric case management team is that the inpatient and outpatient teams all fall 
under the same leadership.  
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For our babies that qualify for Supplemental Security Income (SSI), our social workers 
actively work toward assisting the family with obtaining and completing SSI applications. In 
the case where babies move from our Medicaid to FFS Medicaid, we actively communicate 
this with the State to confirm a smooth transition of care. If the baby is still in the hospital, we 
coordinate this information with the facility social worker assuring a smooth transition of care 
for the baby and family.  


Homeless Recipients 
Community-based organizations (CBOs) play a vital role in assisting with non-acute health 
issues, such as community living and employment supports and housing. We have significant 
national experience working with CBOs, such as supportive employment providers, supportive 
housing providers, homelessness service providers and organizations that help members meet 
daily needs (e.g., food insecurity, transportation) to deliver services and supports that promote 
improved health outcomes. We have developed best practices to identify and engage local 
CBOs in each of the state Medicaid programs we serve. 


We leverage national relationships, such as Project SEARCH, Continuum of Care (COC) 
agencies, Corporation for Supportive Housing (CSH) and Goodwill, to engage local 
organizations. Additionally, our Nevada leadership and community outreach teams conduct 
personalized outreach to local CBOs, such as county social service organizations, homeless 
alliances and organizations, community services agencies and food banks, to develop ongoing 
partnerships that provide needed services, supports and education to the members they serve. 


Chronic Conditions 
Adult complex case management provides focused care for the adult population within our 
health plan. A case manager with clinical expertise in adult care needs is assigned to each 
member and directs the IDT plan of care. We dedicate resources to meet the unique needs of 
adult members, such as a social worker who can provide support to members with end-stage 
renal disease (ESRD). Our social workers conduct in-home functional assessment for adult 
members to determine if they meet criteria for personal care assistance to support activities of 
daily living so they can remain safe in their home. 


In addition, BHCCM provides intensive services and supports to members with SED/SMI or 
SUDs. These members are at risk of being underserved in their effort to identify, access and 
use, medical, behavioral health or social services; or to otherwise achieve recovery and 
resiliency goals. The BHCCM works in conjunction with the treatment providers, completes 
an initial evaluation of the member’s needs and, together with the member, develops a care 
treatment plan that includes a description of the following:  


 The member’s recovery and resiliency goals  


 Strengths  


 Opportunities 


 Specific and measurable goals for each opportunity  


 Interventions that will support the member in meeting the goals  


Behavioral health complex case management is focused on addressing the factors that 
precipitate access to higher levels of care, such as changes in the member’s signs and 
symptoms, psychosocial and environmental factors and level of functioning. We engage the 
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member in BHCCM until the member’s condition can be safely, efficiently and effectively 
treated without the support of intensive case management intervention. 


ADDRESSING CRITICAL ISSUES 
Our solution addresses the following critical issues. 


Out-of-home Placement 
Collaboration with Children’s Services Agencies: Partnering with Child Protective Services 
(CPS), Juvenile Justice Services and Tribal Social Services staffs through routine co-
management and consultation have greatly improved care planning, stabilization and 
successful placement for those members in foster care. We can provide options and receive 
member-specific feedback and information to create an effective community-based plan to 
meet the needs of children and adolescents. We can maximize resources and supports to assist 
the member with attaining goals, e.g., long-term placement or emancipation and independence 
in an appropriate setting.  


Specialized Mental Health Services and Therapies 
We have over 20 years of experience coordinating care for members with SED/SMI in the 
majority of states where we operate health plans. Our coordination of care processes include 
linking members with network providers for SED/SMI evaluations to complete the 
determination process. Our continuity of care and care coordination policies require that our 
behavioral health network providers assist members with obtaining appropriate referrals for 
additional services and screening in a timely manner. The PCP must also be kept informed 
during the course of treatment and at any time when there is a change in medication or 
diagnosis, among other requirements. Members determined SED/SMI receive case 
management and wraparound services to assist members in access and receipt of medically 
necessary services. Our network of providers’ access and availability surpasses the required 
standards, confirming that medically necessary services are available to all members. In 
addition, services requiring prior authorization and ongoing authorization are clinically 
reviewed by our utilization management staff and supported by our medical director to ensure 
that the appropriate medical, mental health and mental health rehabilitation services are 
being provided to the member. We offer specialized services and treatment programs such as 
extended-hours medication management clinic, mobile response team, crisis stabilization 
program and crisis-stabilization aftercare program, specialized population specific groups, 
and the home and family assessment team. 


Care Coordination with Community Resources 
We coordinate services with other community resources, social service programs and 
supportive housing for our members. We provide members with a list of all agencies available 
to them both from inpatient case management and complex case management.  


Our social workers provide our pregnant members with a comprehensive list of community 
resources and social service programs available to women and children in need of food, 
clothing, diapers, wipes, bus passes and tokens, formula, breastfeeding resources and other 
newborn supplies.







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 200 of 776
 


3.5 Enrollment and Disenrollment Requirements and Limitations 


3.5.1  
The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The 
vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient 
data. The vendor shall accept each recipient who is enrolled in or assigned to the vendor by the DHCFP 
and/or its enrollment sections and/or for whom a capitation payment has been made or will be made by 
the DHCFP to the vendor. The first date a Medicaid or Nevada Check Up-eligible recipient will be enrolled 
is not earlier than the applicable date in the Vendor’s specified contract. 


We understand that eligibility and enrollment functions are the responsibility of the DHCFP 
and DWSS. As one of the nation’s leading Medicaid managed care plans, our state 
partnerships support ongoing, widespread experience with establishing and implementing 
enrollment procedures and maintaining applicable enrolled member data. Our Facets system 
optimizes our performance in receiving, loading and processing electronic enrollment files, in 
addition to reconciling eligibility and capitation records. We have a dedicated team for 
enrollment file processing and the reconciliation of capitation payments, and we work with the 
DHCFP to maintain accurate and timely eligibility and capitation records. 


We accept each member who is enrolled in or assigned to us by the DHCFP and/or our 
enrollment sections and/or for whom a capitation payment has been, or will be made, to us by 
the DHCFP. The first date a Nevada Medicaid or Nevada Check Up member will be enrolled 
will not be earlier than the applicable date in our specified contract. 


3.5.2  
The vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.3(d)(1).  


The Vendor acknowledges that enrollment is mandatory except in the case of voluntary enrollment 
programs that meet the conditions set forth in 42 CFR 438.50(a). Per 42 CFR 438.3(d)(3)(4) the vendor 
will not, on the basis of health status or need for health services, discriminate against recipients eligible to 
enroll. The vendor will not deny the enrollment nor discriminate against any Medicaid or Nevada Check 
Up recipients eligible to enroll on the basis of race, color or national origin and will not use any policy or 
practice that has the effect of discrimination on the basis of race, color or national origin. The vendor must 
have written policies and procedures for enrolling all eligible populations. The vendor will accept as 
enrolled all recipients appearing on monthly enrollment reports. The vendor may not encourage a 
recipient to disenroll because of health care needs or a change in health care status. Further, a recipient's 
health care utilization patterns may not serve as the basis for disenrollment from the vendor.  


We provide managed care services to more than 5.7 million low income and medically fragile 
members in 23 states, accepting individuals in order of application without restriction in 
compliance with 42 CFR 438.3(d)(1). 


We acknowledge that enrollment is mandatory except in the case of voluntary enrollment 
programs that meet the conditions set forth in 42 CFR 438.50(a). We do not, and will not, 
discriminate against individuals based upon health status or the need for health care services. 
We do not, and will not, discriminate against individuals based upon race, color or national 
origins, and we do not, and will not, use policies or practices that may initiate discrimination 
in any form or manner. Our organization follows written policies and procedures in each of 
the states we serve for enrolling all eligible populations and accepting the enrollment of all 
individuals appearing on monthly enrollment reports. We respect and recognize cultural, 
linguistic, gender, sexual orientation, socioeconomic, and spiritual- and faith-based 
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differences, and how they influence an individual’s desire and ability to engage in his/her 
health care decisions. We do not encourage members to disenroll due to health care needs or a 
change in health care status and we will never consider health care utilization patterns as a 
basis for disenrollment. Our goal for the Nevada Medicaid and Nevada Check Up Programs is 
to provide all segments of the member populations with the resources and information they 
need to understand the programs and take charge of their health. 


3.5.3  
If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, 
the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the 
disenrollment.  


The recipient may be enrolled with another vendor. 


We understand that members disenrolled as the result of a grievance we file will not be re-
enrolled with us unless the member wins an appeal of the disenrollment. Further, we 
understand the member may be enrolled with another vendor. We value our members and 
work diligently toward member retention. Within all the markets we serve, we demonstrate our 
abilities to resolve issues so that requested member disenrollment is a highly unlikely event. 


3.5.4  
The vendor is responsible for services rendered during a period of retroactive enrollment in situations 
where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  


In such cases, the vendor shall only be obligated to pay for such services that would have been 
authorized by the vendor had the individual been enrolled at the time of such services. For in-state 
providers in these circumstances, the vendor shall pay the providers for such services only in the 
amounts that would have been paid to a contracted provider in the applicable specialty. Out-of-state 
providers in these circumstances will be paid according to a negotiated rate between the vendor and the 
out-of-state provider. The timeframe to make such corrections will be limited to 180 days from the 
incorrect enrollment date. The DHCFP is responsible for payment of applicable capitation for the 
retroactive coverage.  


We understand we are responsible for services rendered during a period of retroactive 
enrollment in situations where errors have caused an individual not to be properly enrolled. 
Our capabilities enable us to routinely process manual transactions within the same day of 
receipt. Further, we understand that in such a case, we are only obligated to pay for services 
that we would have authorized had the individual been enrolled at the time of the services. In 
addition, we understand that in these circumstances we must pay: 


 In-state providers for services only in the amounts that would have been paid to a 
contracted provider in the applicable specialty 


 Out-of-state providers according to a negotiated rate between the vendor and the out-
of-state provider 


We acknowledge that the time frame to make these corrections is limited to 180 days from the 
incorrect enrollment date and the DHCFP will be responsible for payment of applicable 
capitation for the retroactive coverage. We are experienced with retroactive enrollment and we 
have demonstrated our abilities to meet these requirements within the states we serve. 
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3.5.5  
The vendor must notify a recipient that any change in status, including family size and residence, must be 
immediately reported by the recipient to their DWSS eligibility worker.  


The vendor must provide the DHCFP with notification of all births and deaths and demographic changes. 


As an experienced Medicaid managed care services provider, we understand the importance of 
member-reported status changes. Our Member Handbook, delivered within our new member 
welcome kit and available on our member website, provides notification to Nevada Medicaid 
and Nevada Check Up members that they must report any change in status, including family 
size and residence, to their DWSS eligibility worker. In addition, when our member advocates 
receive calls to report or ask questions about a change in status, they notify members to 
contact their DWSS eligibility worker. 


We notify the DHCFP of all births, deaths and demographic changes via our nightly file. 


3.5.6 New Enrollment Process 
3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program who are not joining an existing case will have the opportunity to select their vendor of 
choice at the time of application, or any time prior to the approval of their application. Absent a choice, the 
DHCFP will select a vendor for the recipients using an auto-assignment algorithm that distributes families 
between the vendors. These recipients will have ninety (90) days to change their mind and switch to 
another vendor.  


We understand that newly approved Nevada Medicaid and Nevada Check Up recipients who 
have never been eligible in either program who are not joining an existing case will have an 
opportunity to select their vendor of choice at the time of application, or during any time 
before the approval of their application. Further, we understand that if these individuals do 
not select an MCO, the DHCFP will make the selection using an auto-assignment algorithm 
and the individuals will have 90 days to switch to another MCO. 


3.5.6.2 Newborns 


With 34 years of Medicaid experience, we are practiced and proficient with newborn 
enrollment. We leverage that experience, in addition to following Nevada-specific written 
policies and procedures, to fully comply with the requirements stated in the RFP Scope of 
Work Section 3.5.6.2. 


A. The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider 
Supplied Data file located on the File Transfer Protocol (FTP) site. 


We report births electronically on a weekly basis to the DHCFP via the Provider Supplied 
Data file located on the File Transfer Protocol (FTP) site. We collect the birth information for 
members’ newborns and enter it into our Facets software system for automatic extraction. 
Each night we securely transmit this data to the DHCFP’s FTP site. 


B. Medicaid-Eligible Newborns 


The vendor is responsible for Medicaid newborns as of the date of birth, provided the mother was actively 
enrolled or retro-actively enrolled at the date of birth.  


Throughout our history as a provider of Medicaid managed care services, we have accepted 
Medicaid-eligible newborns born to enrolled members effective on the newborn’s date of birth, 
complying with all requirements related to fiscal responsibility. We accept and process 
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newborn enrollment records received in daily and monthly HIPAA-compliant files. In 
addition, we have the ability to employ a manual enrollment process for newborns to make 
certain delivery of appropriate medical services occurs in a timely manner.  


To verify eligible Medicaid newborns receive all medically necessary services, we manually 
enter birth information into our Facets system upon notification from the hospital and instruct 
the mother to make the appropriate notification to her eligibility worker of the child’s birth. 
Further, we send birth notifications to DWSS to expedite newborn eligibility, thus inhibiting 
any delays in care. 


C. Nevada Check Up/CHIP Newborns 


The Head of Household/Mother must notify the DWSS of the newborn within 14 days following the 
delivery in order to qualify to receive coverage from the date of birth. If the family into which the baby is 
born is a Nevada Check Up family currently receiving coverage from the vendor for a sibling of the 
newborn, and the newborn is qualified to receive coverage from the date of birth and is eligible for 
Nevada Check Up, the vendor shall receive a capitation payment and provide coverage for the month of 
birth. The vendor will also receive a capitation payment and provide coverage for all subsequent months 
that the child remains enrolled with the vendor. If notification is not received as required herein, the 
newborn will be enrolled as of the first day of the next administrative month from the date of notification. 


We understand the requirements stated above and accept Nevada Check Up-eligible newborns 
in compliance with these requirements. Nevada Check Up newborns are enrolled from the 
newborn’s date of birth when the mother notifies the DHCFP of the pregnancy before the 
birth or within 14 days of the delivery. When notification does not occur, the newborn is 
enrolled on the first day of the next administrative month. As reported by the State, we adjust 
the newborn’s effective date. 


We prepare for newborn coverage by communicating with expectant mothers to emphasize the 
importance of timely birth notification, which can shorten the period to receive a Medicaid ID 
number and card in the mail. We identify expectant mothers through the pregnancy indicator 
on the 834 enrollment file, lab/physician/pharmacy claims analysis, the new member welcome 
call, and via information provided by members, PCPs, OBs and our staff. The Member 
Handbook emphasizes that members should contact our member services staff, in addition to 
the DWSS, when they give birth. The Member Handbook also encourages expectant mothers 
to contact our case management team to receive healthy pregnancy educational materials, 
information on attending a free pregnancy class and other assistance. 


D. If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the coverage 
extends beyond that 30 day period the child will not be eligible for Nevada Check Up until after the 
insurance expires and the child’s eligibility is determined under Nevada Check Up eligibility rules. 


We understand and comply with the requirements above related to Nevada Check Up newborn 
enrollment. If a newborn’s mother has other health insurance coverage for the first 30 days of 
the newborn’s life, the newborn is enrolled the first day of the next administrative month. If 
the mother’s insurance coverage extends beyond 30 days, the child is not eligible for Nevada 
Check Up until after expiration of the mother’s coverage and the child’s eligibility is 
determined under Nevada Check Up eligibility rules. As reported by the State, we adjust the 
newborn’s effective date. 
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3.5.6.3 Auto-Assignment Process 


For recipients who do not select a vendor, or who are not automatically assigned to a vendor based on 
family or previous history, the DHCFP will, using an auto-assignment algorithm, assign the recipient to a 
vendor, based upon federally required enrollment criteria and the approved Medicaid State Plan. 


We understand that the DHCFP will use an auto-assignment algorithm to assign Nevada 
Medicaid and Nevada Check Up members to a managed care organization when the member 
does not make a selection during the enrollment process. We also understand the DHCFP’s 
process for auto-assignment is based upon federally required enrollment criteria and the 
approved Medicaid State Plan. We have national experience working with different auto-
assignment methodologies, and local experience to support the DHCFP in this endeavor. 


3.5.6.4 Automatic Reenrollment 


A. The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada 
Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility. Those 
returning recipients who were ineligible for two (2) months or less will be returned to their former vendor 
except in the event that their loss of eligibility caused them to miss the annual open enrollment period. 
Those returning recipients who were ineligible for more than two (2) months will be treated the same as 
those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either 
program described above. 


B. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO 
enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada 
Check Up recipients who have never been eligible in either program described above. 


We are fully prepared to meet the requirements outlined in the RFP Scope of Work Section 
3.5.6.4. We have national and local experience with automatic reenrollment and we do not 
drop member coverage for reenrollment. 


3.5.7 Disenrollment Requirements and Limitations (Refer to 
Attachment R~ Disenrollment Form) 
3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose 
to be voluntarily enrolled in managed care. 


If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from the vendor, the 
disenrollment will commence no later than the first day of the second administrative month after which all 
covered medically necessary services will be reimbursed by FFS. 


We work in partnership with the DHCFP and comply with all disenrollment requirements and 
limitations. We are experienced in providing Medicaid managed care services to states with 
eligible Indian populations, including Arizona and New Mexico. We understand that eligible 
Indians who are eligible for Nevada Medicaid or Nevada Check Up Programs may choose 
voluntary enrollment in managed care. Further, we understand that disenrollment for eligible 
Indian recipients, who elect to disenroll from an MCO; will occur no later than the first day of 
the second administrative month after which all covered medically necessary services will be 
reimbursed by FFS. 
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3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults:  


A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be CSHCN, SED or SMI. The Nevada Medicaid 
expansion population, defined as childless adults ages 19-64, and the expanded parent and caretakers 
ages 19-64, who are made eligible as part of the Patient Protection and Affordable Care Act expansion 
population, cannot opt out of managed care, where available, based on a determination of serious mental 
illness (SMI). The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED to disenroll. 
However, during the contract period, the State may, at its sole discretion, remove the option for SED/SMI 
Medicaid recipients to be voluntarily disenrolled from managed care in the future.  


B. Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain 
enrolled with the managed care organization that is responsible for ongoing patient care.  


We understand the State’s disenrollment requirements pursuant to a finding of Children with 
Special Health Care Needs (CSHCN), SED/SMI adult status, or as described in Section 4.2.8 
of this RFP and we will fully comply. 


We understand the State’s disenrollment requirements related to the Nevada Medicaid 
expansion population and the expanded parent and caretakers was made eligible as part of the 
Patient Protection and Affordable Care Act expansion population, and that this population 
cannot opt out of managed care where available based upon a determination of serious mental 
illness (SMI).  


We do not, and will not encourage any member, including individuals deemed CSHCN, 
SED/SMI, to disenroll from our health plan. We understand that during the contract period, 
the State may remove the option for SED/SMI Medicaid recipients to be voluntarily 
disenrolled from managed care in the future. 


Further, we understand and comply with disenrollment requirements stipulated above, 
pursuant to the State of Nevada Title XXI State Plan, as it relates to Nevada Check Up 
recipients remaining enrolled with the MCO that is responsible for ongoing patient care. 


3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient 


A. The DHCFP will hold an open enrollment period at least once every twelve (12) months. During open 
enrollment, recipients are free to change vendors or to remain with their current vendor. 


We have local and national experience working with open enrollment periods. We understand 
the process for open enrollment, as defined in the requirements above, and that members are 
free to change or remain with their current MCO. 


B. Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either 
program who are not joining an existing case will be allowed to change their vendor within the first ninety 
(90) days of enrollment. These recipients must submit their request in writing to the DHCFP’s fiscal agent 
to request this change.  


We understand the requirements above, and that members who were never eligible in the 
Nevada Medicaid and Nevada Check Up Programs, and who are not joining an existing case, 
will be allowed to change MCOs within the first 90 days of enrollment. 
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Our Members Stay with Us 


During the 2015 open 
enrollment period, 99.99 
percent of our members 
chose to remain with our 
health plan and a large 
number of enrollees 
voluntarily elected to switch to 
us from our competitor. 


C. Recipients who were ineligible for two (2) months or less will be returned to their former vendor except 
in the event that their loss of eligibility caused them to miss the annual open enrollment period.  


We understand the requirements above, and that members who were ineligible for two months 
or less will be returned to their former MCO except in the event that their loss of eligibility 
caused them to miss the annual open enrollment period. 


D. Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be 
treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never 
been eligible in either program described above. These recipients will be allowed a ninety (90) day right to 
change period during which they may switch vendors. These recipients must submit their request in 
writing to the DHCFP’s fiscal agent to request this change. 


E. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their 
managed care MCO enrollment for any period of time, will be treated the same as those newly approved 
Medicaid and Nevada Check Up recipients who have never been eligible in either program described 
above. 


We understand and support the DHCFP with consideration of recipients who lost Nevada 
Medicaid or Nevada Check Up Program eligibility or managed care MCO enrollment as newly 
approved program recipients and we will comply with the requirements defined above. 


F. Any recipient may request to switch vendors for good cause at any time. These recipients must contact 
their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to 
choose from the remaining enrolled vendors. If there is only one other vendor they will be automatically 
assigned to that vendor. Should the vendor refuse the disenrollment due to a lack of good cause, the 
recipient can then appeal the decision first through the vendor’s appeals process and may be escalated 
to the State Fair Hearing process. Switching vendor’s to access a particular facility or provider will 
generally not be considered good cause. 


1. Good cause for disenrollment as defined in 42CFR438.56 includes: 


a. The recipient moves out of the vendor service area. 


b. The plan does not, because of moral or religious objections, cover the service the recipient seeks. 


c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be 
performed at the same time; not all related services are available within the network; and the recipient's 
primary care provider or another provider determines that receiving the services separately would subject 
the recipient to unnecessary risk. 


d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered 
under the contract, lack of access to providers experienced in dealing with the recipient's health care 
needs or when the State imposes intermediate sanctions, as described in 42 CFR 438.702(a)(3) and if 
the State has notified the vendor it intends to terminate their contract. 


We understand and comply with the requirements above 
related to member-requested disenrollment for good cause. 
We follow internal written policies and procedures to identify 
and initiate appropriate actions for member disenrollment.  


Relationship continuity, whether with an MCO or provider, 
is an important element in confirming that members receive 
uninterrupted care. It is rare that we receive notification 
from a member of his/her intent to disenroll, but if we receive 
a request, we take immediate steps toward resolution through 
various forms of outreach with the appropriate area(s) within 


our health plan and the member. We work in collaboration with the member and seek 
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interventions to resolve the issues that are influencing his/her disenrollment request, and 
provide the member with information so he/she can make an informed decision. 


G. If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using 
the form supplied. The vendor must make a determination as expeditiously as the recipient’s health 
requires and within a timeline that may not exceed fourteen (14) calendar days following receipt of the 
request for disenrollment. The DHCFP will notify the State’s Fiscal Agent to effect the disenrollment at the 
first of the next administrative month. 


We understand and comply with the requirements above by following program-specific 
policies and procedures, making an expeditious determination based upon the member’s 
health status, no longer than 14 calendar days, and notifying the DHCFP if we determine 
there is sufficient cause to disenroll using the supplied form. We understand that the DHCFP 
will notify the State’s fiscal agent to effect any disenrollment at the first of the next 
administrative month. 


H. If the vendor denies the request for disenrollment for lack of good cause the vendor must send a 
Notice of Decision in writing to the recipient upon the date of the decision. Appeal rights must be included 
with the Notice of Decision. The vendor is required to inform the recipient of their right to first appeal 
through the vendor and if the appeal is denied to request a State Fair Hearing, how to obtain such a 
hearing, and representation rules must be explained to the recipient and provided by the vendor pursuant 
to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). The State 
ensures access to State Fair Hearing for any recipient dissatisfied with a determination that there is not 
good cause for disenrollment. 


I. The DHCFP requires that the recipient seek redress through the vendor’s grievance system before 
making a determination on the recipient's request. The grievance process, if used, must be completed in 
time to permit the disenrollment (if approved) to be effective no later than the first day of the second 
month following the month in which the recipient files the request. 


1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not 
required to make a determination. If the vendor cannot make a determination, the vendor may refer the 
request to the State. If the State determines there is not good cause for disenrollment, the recipient will be 
given access to the State Fair Hearing process. 


We understand and comply with the requirements above by sending a Notice of Decision in 
writing to the member upon the decision date. Within the written Notice of Decision, we 
include information about the member’s right to appeal that fully meets all of the 
requirements above, including the member’s right to first appeal through our grievance 
process. Our staff provides any needed assistance to the member with filing a grievance. In 
addition, we refer a request to the State if we are unable to make a determination. We 
understand that if the State determines there is not good cause for disenrollment, the recipient 
will be given access to the State fair hearing process. 


J. If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so 
that the recipient can be disenrolled within the timeframes specified, the disenrollment request is 
considered approved.  


We comply with the requirements above, understanding that the disenrollment request will be 
considered approved if we, or the State (whichever is responsible), fail to make a disenrollment 
determination so that the member can be disenrolled within the specified time frames. 
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Once members enroll 
with our health plans, 
they overwhelmingly 
choose to remain with us. 
For example, members 
remain enrolled for an 
average of over three 
years in one of the states 
we serve, despite the 
transitory nature of 
program eligibility.  


K. If the State Agency receives a request directly from the recipient, the recipient will be directed to begin 
the process by requesting disenrollment through their vendor. 


We understand and support the State in directing members to us if a disenrollment request is 
received directly from the member. 


L. Disenrollment procedures are pursuant to 42 CFR 438.56(d). 


We understand and comply with all of the State’s requirements 
and limitations for members requesting disenrollment from 
their MCO as stated in the RFP Scope of Work Section 3.5.7.3. 
We also support continuity of care for members who change 
health plans through our commitment to seamless transition of 
services with good outcomes and no disruption to the 
member’s care. 


3.5.7.4 Disenrollment at the Request of the Vendor 


A. The vendor may request disenrollment of a recipient if the 
continued enrollment of the recipient seriously impairs the vendor’s 
ability to furnish services to either the particular recipient or other 


recipients. In addition, the vendor must confirm the recipient has been referred to the vendor’s Recipient 
Services Department and has either refused to comply with the referral or refused to act in good faith to 
attempt to resolve the problem. Prior approval by the DHCFP of a vendor’s request for the recipient’s 
disenrollment is required. The DHCFP will make a determination on such a request within ten business 
(10) days. If approval is granted, the recipient will be given notice by the vendor that disenrollment will 
occur effective the next administratively possible month. 


We acknowledge our right to request member disenrollment when we have sufficient 
documentation that the member’s enrollment seriously impairs our ability to furnish services 
to either that particular member or other members.  


Nationwide, our requests to disenroll members are very low. In Nevada, we have only 
requested one member disenrollment, due to severely disruptive behavior, over the course of 
our years of experience, which was subsequently retracted. To avoid contemplating a request 
for disenrollment, we engage with our members on a personal level to resolve the issues at 
hand. Our member advocates work diligently to identify and resolve all issues. They are 
instrumental in managing obstacles, particularly by providing a single point of contact who 
“owns” the member’s issue from initial contact to resolution. This level of accountability helps 
to remove the responsibility from the member and eases their burden. Our member advocates 
have the ability to seek specialized assistance from a team of experts, including clinical and 
behavioral health staff, pharmacy and others, to provide a thorough solution to all matters, 
regardless of complexity. Member advocates document all interactions, including any 
disenrollment prevention activities, in the member’s record. 


In the rare instance of requested disenrollment, we will fully comply with the requirements in 
the RFP Scope of Work Section 3.5.7.4, working in partnership with the DHCFP and 
understanding that approval of the DHCFP is required. In any such circumstance, we agree 
to complete all necessary disenrollment paperwork and adhere to the DHCFP 
recommendations, timelines, documentation practices and protocol for handling 
disenrollments. Further, we understand that the DHCFP will make a determination on a 
request within 10 business days and if approval is granted, we will give notice to the member 
of disenrollment that will occur effective the next administratively possible month. 
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B. In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, 
the disenrollment shall be considered approved. 


We understand that if we request member disenrollment due to the reasons specified in RFP 
Scope of Work Section 3.5.7.4.A., the disenrollment is considered “approved” if the DHCFP 
fails to make a disenrollment determination within the specified time frames. 


C. A vendor may not request disenrollment of a recipient for any of the following reasons: 


1. An adverse change in the recipient’s health status; 


2. Pre-existing medical condition; 


3. The recipient’s utilization of medical services; 


4. Diminished mental capacity; 


5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued 
enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the 
particular recipient or other recipients); 
6. A recipient’s attempt to exercise his/her grievance or appeal rights; or 


7. Based on the recipient’s national origin, creed, color, sex, religion, and age.  


We are here to collaborate with our members to achieve overall health and well-being. We do 
not, and will not, request disenrollment because of a member’s clinical diagnosis; an adverse 
change in health status; pre-existing medical condition; utilization of medical services; 
diminished mental capacity; uncooperative or disruptive behavior resulting from special needs 
of the member; an attempt to exercise a member’s grievance or appeal rights; or refusal of 
medical care or diagnostic testing. Further, we do not, and will not, request disenrollment of 
any member based upon the member’s national origin, creed, color, sex, religion or age. 


We reserve the right to request disenrollment if a member’s behavior is so disruptive that 
enrollment in the plan seriously impairs our ability to furnish services to that member or our 
other members. We acknowledge that disruptive behavior caused by a physical or mental 
health condition is not grounds for disenrollment and we take all reasonable measures, 
including education and counseling, to work with a member before requesting disenrollment.  


Our goal is to provide the most appropriate care to all of our members. Disruptive behavior on 
the part of a member can be an indication of the need for additional support or services. 
Before we consider disenrollment, we work with an individual’s case manager or with his/her 
provider to try to meet his/her needs, providing services or identifying resources that we may 
not be directly responsible for, to deliver the most appropriate care. We do not, and will not, 
pursue disenrollment as a solution to a change in a client’s health status, utilization of 
medical services, or behavior as it relates to special needs. Additionally, we maintain a close 
partnership with the DHCFP and will not initiate an involuntary disenrollment of a member 
without consultation and review with the DHCFP on a case-by-case basis. We will be 
responsible for the provision of all core benefits and services to the member, until the State or 
its fiscal agent disenrolls the member. 


D. Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 
438.56(d)(2). 


We comply with the requirements of 42 CFR 438.56(d)(2) related to a disenrollment due to a 
member’s relocation outside of our service area. We work with our State partners to provide 
timely notification when we are aware that a member has moved outside the service area. 
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3.5.7.5 Enrollment, Disenrollment and Other Updates  


A. The vendor must have written policies and procedures for receiving monthly updates from the DHCFP 
of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these 
recipients. The updates will include those newly enrolled with the vendor. The vendor must incorporate 
these updates into its management information system. 


We follow Nevada-specific written policies and procedures for receiving enrollment and 
disenrollment updates and incorporating them daily into our information system in 
compliance with the requirements defined above. We accept daily and monthly member 
updates, enrollments and disenrollments and process the data to add, delete or modify 
membership records with accuracy and efficiency. Our Facets system processes enrollment 
automatically and enables manual entry for off-cycle enrollment and error correction. Facets 
supports a history of changes, adjustments and audit trails for current and retroactive data. 
We maintain these critical and timely updates to confirm a high-quality member experience 
and operational efficiency. 


B. An open enrollment period will be held annually. The open enrollment period may be changed at the 
State’s sole discretion. During the open enrollment period, a recipient may disenroll from their vendor 
without cause.  


Nationally, we have 34 years of Medicaid experience, working with our state partners during 
annual open enrollment periods and we comply with the requirements above. We understand 
that the open enrollment period may change at the State’s discretion and that members may 
disenroll from their MCO without cause during this time. 


C. Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each 
MCO enrolled recipient of the opportunity to terminate (or change) enrollment. Such notice shall be 
provided at least 60 days before each annual enrollment opportunity. 


We understand and comply with the State notice of termination rights process described in 
RFP Scope of Work Section 3.5.7.5.C.  


Our Member Handbooks and our member website include information on members’ rights to 
disenroll from our plan for causes such as moving out of the service area, poor quality of care, 
inability to get access to care, lack of appropriate providers to meet members’ health care 
needs or during any open enrollment period. Member Handbooks and the member website 
also direct individuals to the toll-free member services line if a member wishes to disenroll 
from our plan. 


3.5.7.6 Enrollment Interface 


Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means by 
which the vendor’s Enrollment Sections can: 


A. Determine the number of recipients each enrolled PCP will accept as new patients; and  


We comply with the requirements above by having an established benchmark for the Nevada 
Medicaid and Nevada Check Up Programs to determine PCP capacity and consider the 
number of patients a PCP can treat. We use this calculation as part of our Access and 
Availability monitoring and submit Access and Availability reports to the DHCFP quarterly. 
PCPs who reach maximum capacity have closed panels as indicated in our Provider Directory 
and online provider searches.  
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Open and closed panels also receive updates in our PCP auto-assignment algorithm. We use a 
set of ZIP code algorithms to determine how many new members a provider can accept. This 
process indicates when a specific PCP or practice is full, allowing us to remove that provider 
from the provider list. The process also allows us to maintain a balance among contracted 
providers and match members with providers closely aligned with their geographical areas. 


B. Transmit recipient elections regarding PCP assignment for the forthcoming month.  


We comply with the requirements above by transmitting PCP data nightly to the DHCFP 
through the Provider Supplied Data File. 


3.5.7.7 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify recipients’ PCP selection. The 
vendor must establish and implement a mechanism to inform each PCP about any newly enrolled 
recipients assigned to the PCP on at least a monthly basis. This information must be made available to 
each PCP within five (5) business days of the vendor receiving the Membership File.  


The Enrollment Sections will pass the Membership File through the system for verification of eligibility 
prior to distribution to the vendor, who will in turn be responsible for keeping individual participating 
providers informed. The vendor may elect to update its Membership File more frequently to keep PCPs 
informed of the enrollment activity.  


We comply with all PCP notification requirements stated, processing all PCP selections within 
five business days, but typically within 48 hours, which exceeds the stated requirement 
expectations. We process enrollment and assign PCPs in the following manner:  


 When we receive the enrollment files (monthly and weekly), we enter the new 
enrollment information into the Facets system. The monthly file captures all current 
enrolled, new and disenrolling members for the next month’s eligibility (i.e., file 
received June 27 for July eligibility). The daily file reports new updates (adds, terms, 
changes) that miss the cutoff date for the monthly file. 


 From there, we initially auto-assign PCPs to all members to meet the State’s 
requirement for having PCPs assigned within five business days of receiving the 
enrollment file (PCP assignment is not provided by the State on the enrollment file it 
sends to us). Auto-assignment involves our use of a ZIP code to align with the 
member’s geographical area. PCPs with higher quality scores are placed at the top of 
the auto-assignment algorithm. 


 Following this initial auto-assignment, we send a new member welcome packet to new 
members. It includes a welcome letter that provides the member with the name, contact 
information of his/her assigned PCP, and with instructions to contact members 
services if he/she wishes to change his /her PCP.  


 When member services receive a call from the member, they assist the member in 
locating, selecting and changing the PCP (making sure the PCP is appropriate for the 
member and has an open panel). Then they make the change to the member’s record. 
In addition, members are allowed to change their PCP at any time, which involves a 
call to member services (who assists and makes the system change to the member’s 
record). 


We provide a report to PCP with payment and accessible list. We work diligently to be certain 
that our network of contracted providers is equipped with the information and tools necessary 
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to deliver quality health care to our members. Our online portal is our provider information 
center for member eligibility, PCP selection, benefits, claim status, online referrals and online 
prior authorization submission.  


This online access allows providers to identify updates to their roster 24 hours a day, seven 
days a week. In one State, we have a requirement to notify PCPs of updates and provide a 
mailing to notify them of these updates as applicable. This real-time system will allow 
providers to search for information as soon as it is entered. As the information, including the 
real-time enrollment roster eligibility, is available immediately, providers can often eliminate 
time spent on the telephone with member or provider services staff and provide care to the 
member more efficiently. Our health informatics unit creates this report. 


3.5.7.8 Change in a Recipient's Status 


Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including 
changes in family size and residence, the vendor must electronically report the change(s) to the DHCFP 
via the provider supplied data file. 


As one of the nation’s leading Medicaid managed care providers, we have extensive 
experience with electronically reporting member status changes to our state partners and we 
comply with the requirements in the RFP Scope of Work Section 3.5.7.8. We enter changes to 
a member’s status within seven calendar days of receiving the status change. We transmit 
status change information to the DHCFP nightly via the provider-supplied data file. We follow 
a compliant process to extract the birth and demographic data changes from Facets. The data 
then populates the DHCFP’s prescribed provider-supplied data file layout and transmits to the 
DHCFP’s secure FTP site nightly. 


3.5.7.9 Transitioning/Transferring of Recipients 


A. Transitioning Recipients into Vendors 


The vendor will be responsible for recipients as soon as they are enrolled and the vendor is aware of the 
recipient in treatment. The vendor must have policies and procedures including, without limitation, the 
following to ensure a recipient's smooth transition from FFS to the vendor: 


1. Recipients with medical conditions such as: 


a. Pregnancy (especially if high risk); 


b. Major organ or tissue transplantation services in process; 


c. Chronic illness; 


d. Terminal illness;  


e. Intractable pain; and/or 


f. Behavioral or Mental Health Conditions. 


2. Recipients who, at the time of enrollment, are receiving: 


a. Chemotherapy and/or radiation therapy; 


b. Significant outpatient treatment or dialysis; 


c. Prescription medications or durable medical equipment (DME);  
d. Behavioral or Mental Health Services; 


e. Long Term Services and Supports 


f. Home Health or Personal Care services. 
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g. Other services not included in the State Plan but covered by Medicaid under EPSDT for children. 


3. Recipients who, at enrollment: 


a. Are scheduled for inpatient surgery(s); 


b. Are currently in the hospital; 


c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to 
honor these prior authorizations; and/or 


d. Have post-surgical follow-up visits scheduled after their enrollment. 


We have 34 years of Medicaid experience with transitioning new members into our health 
plans. Whether we are coordinating the transition of one member or a large group of members 
who are transferring to our health plan, we employ standard processes, scalable resources and 
core components to achieve a smooth transition, continuity of care and continuation of 
medically necessary services. Regardless of scale, our approach focuses on accomplishing an 
easy transition for each individual with no interruption of services in compliance with the 
requirements in the RFP Statement of Work Section 3.5.7.9. 


We have experience with large-volume member transitions and with month-to-month member 
transitions. We contact the relinquishing health plan and, as appropriate, the member’s care 
manager for our new member’s medical authorization records, care plan, claims and service 
authorizations to identify the member’s needs and to ensure current services are continued 
and transitioned without interruption. We also gather information about a member’s hospital 
discharges and related lab work and medications. We take added measures to ensure 
members’ needs are met during and after the transition period so there is no disruption in 
care. We contact new members and, when appropriate, conduct a face-to-face evaluation. 
Whenever possible, we maintain a continuous relationship between the member and his/her 
PCP, including securing a new contract with that PCP, as applicable and if possible. 


Our new members complete Health Survey forms that enable us to learn more about the 
member including medical, behavioral health, social and environmental needs in support of 
holistic, integrated health care. In response to the Health Survey form, our CHWs contact the 
member, as needed, to ensure he/she receives timely access to the appropriate care and 
services. The CHW also ascertains if the member’s needs include referral to disease 
management, case management or behavioral health services. We also learn about the needs 
of transitioning members through welcome calls, where our member advocates outreach to 
each new member enrolling in our health plan. Transition assistance is delivered through 
community health workers’ support, case management, utilization management, member 
services, pharmacy services and behavioral health coordination. Within these areas, our staff 
works with members, family members, providers, hospitals, medical facilities (e.g., 
rehabilitation facilities), the transportation vendor, DME providers and more to facilitate a 
smooth transition to our health plan and secure continuity of care. 


Examples of new members for which transition and coordination of services occurs without 
limitation include: 


 Members with medical conditions, such as: 


 Pregnancy (especially if high-risk) 


 Major organ or tissue transplantation services in process 
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 Chronic illness 


 Terminal illness 


 Intractable pain 


 Behavioral or mental health conditions 


 Members who, at the time of enrollment, are receiving: 


 Chemotherapy and/or radiation therapy 


 Significant outpatient treatment or dialysis 


 Prescription medications or durable medical equipment (DME) 


 Behavioral health or mental health services 


 Long-term services and supports, including home health or personal care services 


 Other services not included in the State Plan but covered by Medicaid under 
EPSDT for children  


 Members who, at enrollment: 


 Are scheduled for inpatient surgery/surgeries 


 Are currently in the hospital 


 Have prior authorization approval for procedures and/or therapies for dates after 
their enrollment (to honor these prior authorizations) 


 Have post-surgical follow-up visits scheduled after their enrollment 


3.5.7.10 Transferring Recipients Between Vendors 


It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of reasons. 
When notified that a recipient has been transferred to another plan or to FFS, the vendor must have 
written policies and procedures for transferring/receiving relevant patient information, medical records and 
other pertinent materials to the other plan or current FFS provider. This includes any Care Management 
Organizations (CMOs) providing services to the FFS population. 


Prior to transferring a recipient, the vendor (via their subcontractors when requested by the vendor) within 
five (5) calendar days or as medical needs dictate must send the receiving plan or provider information 
regarding the recipient’s condition. This information shall include the name of the assigned PCP, as well 
as the following information, without limitation, as to whether the recipient is: 


A. Hospitalized; 


B. Pregnant; 


C. Receiving Dialysis;  
D. Chronically ill (e.g., diabetic, hemophilic, etc.); 


E. Receiving significant outpatient treatment and/or medications, and/or pending prior authorization 
request for evaluation or treatment; 


F. On an apnea monitor; 


G. Receiving behavioral or mental health services; 


H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family 
Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the 
child to the next service delivery system. For most children, this would be the school district and services 
are provided for the child through an Individual Education Program (IEP); 


I. Involved in, or pending authorization for, major organ or tissue transplantation; 


J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 
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K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition; 


L. Referred to a Specialist(s); 


M. Receiving substance abuse treatment; 


N. Receiving prescription medications; 


O. Receiving durable medical equipment or currently using rental equipment;  


P. Currently experiencing health problems;  


Q. Receiving case management (referral must include the case manager’s name and phone number); 
and 


R. Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services 
and/or Home Health. 


When a recipient changes vendors or reverts to FFS while hospitalized, the transferring vendor shall 
notify the receiving vendor, the receiving provider, or the DHCFP Quality Improvement Organization 
(QIO) like vendor as appropriate. 


We realize that continuity of care is as important for members who leave our health plan as it 
is for our new members. We are committed to seamless transitions and follow formal written 
policies and procedures, in compliance with RFP Statement of Work Section 3.5.7.10, to 
confirm coordination, assuring a transfer of services with a good outcome and no disruption 
to the member’s care. We collaborate with the receiving FFS or MCO provider, pharmacy 
benefits manager, PCP, specialist(s), behavioral health and other providers to develop and 
implement plans of care for members who require them during the transition, and deliver all 
services contained in the plans. We coordinate care transition and manage, coordinate and 
monitor transitions of care for members regardless of the reason for the transition.  


We communicate all service pre-authorizations to confirm appropriate claims handling. If the 
member transitioning from our health plan is a high-risk member referred for case 
management, the assigned case manager works with the care team to ensure all provider 
appointments, supplies and services are communicated to the receiving health plan. In 
addition, the case manager may schedule a conference with the care team to confirm 
preparations for the transfer and verify continuity of care. 


We follow written policies and processes related to discharge planning, to ensure members 
receive placement in the appropriate level of care from the hospital. These policies confirm the 
following: 


 Members requiring placement to an alternate setting receive placement in the 
appropriate level of care from the acute care hospital. This includes a group home, 
assisted living facility or home for individual residential care. 


 The facility meets State licensure requirements. 


 Members already residing in alternate placement return to the appropriate level of 
care. 


This excludes members who require skilled nursing facility placement upon discharge and 
those who are in the ER and not admitted to the hospital. Hospital case management and 
hospital social workers provide assistance for members in the ER. 


We provide the receiving health plan with member information that minimally includes: 
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 Member name, address, telephone number and Medicaid number 


 The name of the assigned PCP 


 Plan enrollment date and disenrollment date 


 Diagnoses 


 Current home and community-based services in place (if applicable) 


 Case manager’s name and telephone number (if applicable) 


 Any pending grievances, appeals and member/provider service issues 


We also provide the following information to inform the receiving health plan if the member 
is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill  


 Receiving significant outpatient treatment and/or medications, and/or pending prior 
authorization request for evaluation or treatment 


 On an apnea monitor 


 Receiving behavioral or mental health services 


 Receiving Nevada Early Intervention Services (NEIS) in accordance with an 
individualized Family Service Plan (IFSP)  


 Involved in, or pending authorization for, major organ or tissue transplantation 


 Scheduled for surgery or post-surgical follow-up on a date subsequent to transition 


 Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition 


 Referred to specialist(s) 


 Receiving substance abuse treatment 


 Receiving prescription medications 


 Receiving durable medical equipment or currently using rental equipment 


 Currently experiencing health problems 


 Receiving case management (we provide name and telephone number) 


 Receiving Long-term services and supports, such as but not limited to, personal care 
services and/or home health 


To maintain compliance with all confidentiality requirements, we obtain the member’s 
signature on the Member Authorization to Disclose Protected Health Information (PHI) form 
before releasing any information. 
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3.5.8 Transitioning Recipients between Vendor and the State 
Designated Health Insurance Exchange (HIX) or other insurance 
product.  
A person may change eligibility status during a care episode. That person may then be eligible for 
Exchange coverage or other non-exchange coverage to include individual and employer based coverage 
or Medicare. The vendor should have a procedure in place to notify any insurance carrier or plan of 
relevant patient information.  


This must be done in compliance with the Health Insurance Portability and Accountability Act (HIPAA) 
and other privacy laws. 


We follow formal policies and procedures, in compliance with RFP Statement of Work Section 
3.5.8, for administering member transitions with the HIX and other insurance products. We 
work in partnership with the DHCFP and state partners, in addition to commercial insurance 
providers and others to successfully transition members to Exchange coverage (or other 
insurance coverage). As with all exchanges of data of this type from us, we execute transitions 
in complete compliance with HIPAA and other privacy laws.  


As members transition between Medicaid and the HIX, we provide seamless transitions 
because we use one information technology platform, Facets, for all products. Facets 
maintains enrollment, utilization and claims history on one member record as a member 
moves fluidly to and from Medicaid and commercial insurance. We are uniquely positioned as 
a provider of this single technology platform in Nevada, heightening our transition of care 
abilities. 


We deliver transition assistance through community health workers, case management, 
utilization management, member services, pharmacy services and behavioral health 
coordination. Within these areas, our staff works with members, family members, providers, 
hospitals, medical facilities (e.g., rehabilitation facilities), transportation vendors, DME 
providers and more to facilitate a smooth transition to our health plan and secure continuity 
of care.  


As mentioned above, our Medicaid members with chronic medical and behavioral health 
issues receive assignment to our case management program. Case managers are able to assess 
the member for social needs and refer him/her to a social worker, as needed, who assists the 
member with applying for SSI and/or SSD. In addition, the social worker assists members with 
the application process for Social Security benefits, disability insurance and for ESRD for 
Medicare. Members awarded SSI benefits transfer to Medicaid FFS.  


Outpatient case-management social workers routinely conduct scheduled home visits with our 
Medicaid members to perform a functional assessment that assesses a member’s activities of 
daily living including self-care mobility, locomotion and communication. The functional 
assessment tool is used by the social worker to establish a baseline for offering the member a 
personal care assistant (PCA). Follow-up home visits reassess changes in the member’s 
condition and continue the collaboration with the member in coordinating other health care 
community services.  
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Successful Member Transition to Commercial Insurance Following Loss of Medicaid Eligibility 
Sylvia, a Nevada member with quadriplegia, was initially admitted to the hospital. During her hospital 
stay, a social worker assisted Sylvia’s family with applying for disability insurance. As part of this process, 
the social worker advised Sylvia and her family that receipt of Social Security benefits might make her 
ineligible for Medicaid, depending upon the benefits allotted. The social worker also educated Sylvia 
about Medicaid waiver programs and how to seek out alternative insurance through Nevada’s Health 
Insurance Exchange program. While Sylvia went through the application process for disability insurance, 
we continued to manage her care, including an acute hospital stay, several courses of inpatient 
rehabilitation and home health, private duty nursing and personal care aide services. Sylvia eventually 
was approved for Social Security in April 2015, and was informed that she was no longer eligible for 
Medicaid based upon her income. Sylvia and her family worked with the social worker through this 
transition. When Sylvia selected a commercial insurance product on the Health Insurance Exchange 
program, we were able to provide a seamless transition of care. She has not been hospitalized since 
discharge from inpatient rehabilitation in August 2015.  


Additional details about our processes for transitioning members between our health plan and 
the State Designated HIX or other insurance plans appear in Section 3.2 of our proposal. 
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Continued Enhancements to 
Our Communication 
Capabilities 
We track the number of 
incoming calls from members 
requesting interpreter services. 
Collecting and evaluating this 
information enables us to 
assign staff, provide training 
and prepare culturally 
appropriate materials and other 
resources for our members. 


3.6 Recipient Services 


3.6.1 Information Requirements  
The vendor must have written information about its services and access to services including Recipient 
Services phone number available to recipients and potential recipients. This written information must also 
be available in the prevalent non-English languages, as determined by the State, in its particular 
geographic service area. The vendor must make free, oral interpretation services available to each 
recipient and potential recipient. This applies to all non-English languages, not just those that the State 
identifies as prevalent.  


The vendor is required to notify all recipients and potential recipients that oral interpretation is available 
for any language and written information is available in prevalent languages. The vendor must notify all 
recipients and potential recipients how to access this information.  


The vendor’s written material must use an easily understandable format and language. The vendor must 
also develop appropriate alternative methods for communicating with visually and hearing-impaired 
recipients, and accommodating physically disabled recipients in accordance with the requirements of the 
Americans with Disabilities Act of 1990. All recipients and potential recipients must be informed that this 
information is available in alternative formats and how to access those formats. The vendor will be 
responsible for effectively informing Title XIX Medicaid recipients who are eligible for EPSDT services, 
regardless of any thresholds. 


We provide fully integrated physical and behavioral 
health services to more than 5.7 million members in 23 
states across the nation and are committed to providing 
members with the information and tools they need to 
appropriately access health care and community 
resources, adopt healthier lifestyles and engage in their 
own health care. We offer a high-touch, integrated 
approach to influencing member behavior, combining 
physical and behavioral health services, and involving 
social supports when needed.  


Our approach to providing health care is always person-
centric, taking into account the member’s environment, 


background and culture. We provide our members with appropriate resources and support to 
promote communication and foster an inclusive, compassionate, accessible environment that 
includes member advocates who are fluent in Spanish and free interpretation services that are 
always available to meet member communication needs. 


The written materials we provide to our Nevada members are fully compliant with the 
requirements specified in Section 3.6.1. To ensure our written materials continue to evolve 
and the content is appropriate and useful, we conduct national focus groups and use other 
methods to obtain member feedback. Recently, we constructed an updated, reformatted 
Member Handbook template, basing the new layout upon feedback received from national 
focus groups and organizing the content according to actual member preferences. The new 
format is easier to understand and provides efficient assistance to our members to help them 
understand their benefits and how to take charge of their health.  


WRITTEN INFORMATION ABOUT SERVICES AND ACCESS TO SERVICES 
We design our written materials to help members understand their health benefits and to 
encourage them to close gaps in care through regular checkups and maintenance of current 
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health conditions. To enhance understanding of member materials for Nevada Medicaid and 
Nevada Check Up members, we provide written materials in both English and Spanish, and 
will provide materials in other prevalent languages within the State. We also accommodate 
member requests for translations. We solicit, verify and document our members’ needs for 
interpreter and translation services during welcome calls and other member interactions with 
our staff.  


New members are concerned with understanding and learning how to use their benefits, and 
their ability to make appointments with the PCP they choose. Our onboarding process 
addresses these concerns with messaging to reassure new members. In addition, we provide 
guidance through a booklet that includes helpful tips and information to help new members 
begin using their health benefits. 


We monitor our Nevada member communications for effectiveness through a cross-functional 
internal review at Quality Management meetings. We also will review feedback from the State 
and our members about our materials, making sure they resonate with individuals in the 
communities we serve. 


New Member Welcome Letter and Welcome Kit 
Improved health outcomes and reduced medical costs originate through increased member 
participation and education. Our Nevada Medicaid and Nevada Check Up member 
onboarding and educational materials help new members access services right away.  


Within five business days of enrollment, we mail a new member kit that includes an 
informational welcome letter, our Member Handbook, a case management informational 
brochure, our Health Survey form (pre-addressed and postage-paid for return), a well-child 
brochure, information about behavioral health and services, and a Provider Directory. The 
welcome letter informs new members about the contents of the welcome kit and the Health 
Survey form to be completed and returned to us. The letter also provides member services 
contact information and encourages members to get in touch with member services if they 
wish to change their PCP, in addition to encouraging members to schedule doctor and dentist 
appointments. To assist new members with accessing services right away, we also include our 
quick guide that helps new members begin using their health benefits. It includes information 
to assist members with obtaining care and understanding their health plan, in addition to 
resources to help those members get and stay healthy. 


Online Member Materials  
Our members with web access can visit our member website via computer, tablet or 
smartphone to access a broad range of information, including benefits, health topics and other 
information to improve their health. The member website provides members with a convenient 
way to search for providers, learn how to access care, review prescription drug lists, read our 
member newsletters and contact us for assistance. The online Member Handbook and Health 
Survey form are available in English and Spanish. Members create a user account that allows 
them to securely access personal information, such as claims. Our member website 
encourages all new members to review the materials in their new member kit. We are updating 
our member website to provide Spanish. In addition, all welcome kit materials are available 
online for easy access. Through a link that will be provided on our member website, Nevada 
Medicaid and Nevada Check Up members will have access to a separate behavioral health 
support website that will provide content in English and Spanish. 
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We Acknowledge the 
Medicaid Population is 
Connected  
In terms of internet access, 
computer, laptop and 
cellphone ownership, 
Medicaid consumers are very 
similar to the broader U.S. 
population. 


– 2015 Forrester Research 
Technographics Survey 


Our member website is designed to meet the unique needs 
and challenges of our members, including appropriate 
reading levels, multiple language offerings and culturally 
appropriate materials. We enhance website accessibility 
for individuals with disabilities as technology standards 
and industry requirements continue to evolve. 


Notifying Members of our Free Oral Interpretation 
Services 
Delivering a consistent member experience as part of our 
one-stop service model includes focusing on the quality of 
the interaction with our members and providing 
personalized service, including speaking to the member in his/her first language. We employ 
member advocates who are fluent in Spanish to assist our Spanish-speaking members, and 
potential members, in Nevada. Further, our free interpretation services are always available to 
provide access to more than 200 languages to meet the communication needs of members who 
call our member services department or visit in person. 


We promote the availability of interpretation services in our welcome mailing, the Member 
Handbook, on the member website and during the new member welcome call. Staff 
interactions with members, such as incoming calls received in member services, outgoing 
clinical outreach calls and community health worker (CHW) contacts, provide additional 
opportunities to educate our members about the free interpretation services. We track all 
requests for interpretation assistance. Collecting and evaluating this information enables us to 
assign staff, provide training and prepare culturally appropriate materials and other resources 
for our members.  


Providing Materials that are Easily Understood 
To ensure our communications are easy to understand, we develop materials using our 
BlueBook, a glossary created as part of an internal initiative to improve health literacy 
through simplification of our communications. Our glossary contains health care and health 
insurance terms prepared in English and Spanish that are simple to comprehend. Our 
educational messaging is understandable, accessible and actionable. Our Nevada Medicaid 
and Nevada Check Up member materials are written at no higher than an eighth-grade 
reading level where terminology permits (e.g., certain medical terms may be higher than an 
eighth-grade reading level). We also regularly review and update member materials to comply 
with any required reading-level changes in the program. We consider member feedback on 
our written materials as we prepare for revisions, while maintaining Nevada-specific program 
requirements. 


To confirm that member materials do not exceed the eighth-grade reading level, we use our 
proprietary readability tool, based upon the Flesch-Kincaid grade level formula. The tool rates 
and confirms that the materials we produce are easy to read, understand and act upon, and 
that they present information in a manner that most members can easily understand. 


Providing Materials in Alternative Formats 
We identify members who require alternative formats for our written materials during our 
initial welcome call. This personalized outreach provides us with an opportunity to learn about 
our new members and consider other ways that we can help with their needs. Return of the 
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Health Survey form from new members also informs us of the need for alternative formats. 
Members and their families learn about alternative formats through interaction with our 
member services department and CHWs, or through clinical outreach calls. We also 
communicate availability of alternative formats in the Member Handbook and on the member 
website.  


The alternative methods we use to communicate with visually and hearing-impaired members 
and accommodate physically disabled members in Nevada meet the requirements of the 
Americans with Disabilities Act of 1990 (ADA). Alternative formats include Braille, large 
print, voice recorded audio formats and verbal explanations upon request. In addition, we use 
the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate 
communication with our hearing-impaired members. The telephone contact information 
appears on all member mailings and materials.  


For our members with cognitive deficits related to either disease states (e.g., Alzheimer’s) or 
mental illness (e.g., depression, schizophrenia), our member advocates are trained to assist the 
member using empathetic listening and when necessary, engaging the assistance of a CHW 
for in-person member assistance.  


Informing Members about EPSDT 
Our Member Handbook, newsletter and member website informs members and families of the 
importance of the EPSDT program. We include a well-child educational brochure in our new 
member welcome kit. It contains a well-child and immunization periodicity schedule. All of 
these written materials describe EPSDT eligibility and provided services, and encourage 
families to access these free services to help keep their children healthy. We also send a 
reminder mailer that highlights incentives involved with the completion of a well-child visit. In 
addition, our new member welcome call and the Health Survey form help us to identify any 
gaps in care where we can work with the family by providing information, scheduling 
appointments and arranging transportation. 


We review EPSDT compliance for our members in Nevada and mail reminder postcards when 
services are needed so that families can take action or contact member services for assistance 
with scheduling an appointment. In addition, we employ field-based RNs who visit high-
volume practitioner offices to educate providers and their staff on pediatric preventive health, 
including EPSDT requirements, expectations and available provider tools and services. These 
RNs review the gaps in care reports, encouraging the providers and their staff to contact these 
members to close those gaps. 


3.6.1.1 Member Handbook 


The vendor must provide all recipients with a Member Handbook. The vendor can meet this requirement 
by sending the Member Handbook to the head of the household. The handbook must be written at no 
higher than an eighth (8th) grade reading level and must conspicuously state the following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR 
INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE 
RECIPIENT.” 


The Member Handbook is an important comprehensive resource and engagement tool for 
members and family members that includes essential health education information. Our 
customized Member Handbooks for the Nevada Medicaid and Nevada Check Up Programs 
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In April 2016, we conducted a 
focus group in Wisconsin to 
gather feedback on our 
member onboarding materials 
including our Member 
Handbook and a guide that 
assists new members with 
understanding and using their 
health benefits. All materials 
received favorable reviews and 
we discovered the five overall 
principles that drove the 
members’ preferences for our 
informational materials: clarity, 
simplicity, quantity of 
information, brand impact and 
reason to view/open materials. 


are comprehensive, yet easy to read and navigate. We 
mail the Member Handbook, as part of the welcome kit, 
within five business days of receiving the enrollment file 
in full compliance with RFP requirements, including 
those within Statement of Work Section 3.6.1.1. Our 
customized Member Handbooks for the Nevada Medicaid 
and Nevada Check Up Programs are produced using a 
template that we recently updated based upon feedback 
received from national focus groups. We organized the 
redesigned version according to actual member 
preferences, resulting in even better member engagement 
and understanding.  


Our Member Handbooks are written at a reading level no 
higher than eighth grade. Per DHCFP requirements, our 
Member Handbooks customized for the Nevada Medicaid 
and Nevada Check Up Programs include the following 


statement in bold print: “THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE 
AND SHALL NOT BE CONSTRUED OR INTERPRETED AS EVIDENCE OF 
INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.” We 
deliver the Nevada Medicaid and Nevada Check Up Member Handbooks in both English and 
Spanish, to accommodate the large percentage of native Spanish speakers currently residing 
in the State. 


A. The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed. 
The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, 
in consultation with the Medical Care Advisory Committee (MCAC). The vendor must agree to make 
modifications in handbook language if requested by the DHCFP, in order to comply with the requirements 
as described above or as required by CMS or State law. In addition the vendor must maintain 
documentation that the handbook is updated at least once per year. Prior to the contract start date, the 
initial handbook must be submitted to the DHCFP for its MCAC review. Thereafter, annual updates must 
be submitted to the DHCFP for approval before publication and/or distribution.  


We submit the Member Handbooks to the DHCFP before publishing and distributing. We 
understand that, in consultation with the Medical Care Advisory Committee (MCAC), the 
DHCFP has the sole authority to approve or disapprove the Member Handbooks. We agree to 
make all modifications as requested by the DHCFP in compliance with the RFP requirements 
or as required by CMS or State law. In addition, we provide representation at MCAC meetings 
to assist with any questions related to our member materials. 


We review and update the Member Handbooks at least annually and comply with all State and 
CMS requirements related to content. A team that includes our compliance officer, Medicaid 
operations director and Medicaid marketing staff internally reviews the Member Handbooks 
following updates. We maintain documentation that the Member Handbooks are updated at 
least annually. We will submit the initial Member Handbooks to the DHCFP for its MCAC 
review prior to the contract start date and continue submission to the DHCFP for approval of 
annual updates prior to publication and distribution. 
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B. The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of 
the recipient’s enrollment and must notify all recipients of their right to request and obtain this information 
at least once per year or upon request. The vendor will also publish the Member Handbook on the 
vendor’s Internet website upon contract implementation and will update the website, as needed, to keep 
the Member Handbook current. At a minimum, the information enumerated below must be included in the 
handbook: 


We include our Member Handbook in the new member welcome kit mailed to each new 
Nevada Medicaid and Nevada Check Up member’s household within five business days of 
enrollment. For the convenience of our members, the Member Handbooks are also available 
online via our member website. 


1. Explanation of their right to obtain available and accessible health care services covered under this 
contract; how to obtain health care services, including out-of-plan services; how to access them; the 
address and telephone number of the vendor’s office or facility; and the days the office or facility is open 
and services are available. 


Our Member Handbooks include an explanation of the member’s right to obtain available and 
accessible health care services covered under the contract, how to obtain health care services, 
including out-of-plan services. Our Member Handbooks contain comprehensive information 
about the health care services available to members, including a list of services. Information 
also includes instructions on accessing physical and behavioral health services, including out-
of-plan services.  


In all of our member communications, members are encouraged to contact member services 
for assistance. Within the Member Handbook, we provide our office address, office hours—
including days of the week that we are open, and toll-free telephone numbers for member 
services, the 24-hour Telephone Advice Nurse service, 24-hour behavioral health assistance 
line and transportation. Our Member Handbooks for the Nevada Medicaid and Nevada Check 
Up Programs include information for members about our in-person concierge services, where 
they can walk in without an appointment to receive assistance with benefits, services, 
obtaining a provider and any other issues they may have. 


2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive 
confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation 
of the recipient's PCP selection may be via an ID card and not printed directly in the member handbook. 


Our Member Handbooks contain complete information on the role of the PCP as the 
coordinator of the member’s medical needs. We deliver the Member Handbook as part of our 
new member welcome kit that also includes a welcome letter with detailed instructions on how 
to select a PCP. Once a member makes his/her PCP selection, we send a PCP assignment 
letter as confirmation of the PCP. Our Member Handbooks and the welcome letter explain 
how the member receives confirmation of his/her PCP selection. 


3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s 
service area, including their board certification status, addresses, telephone numbers, availability of 
evening or weekend hours, all languages spoken, with information on specialists and hospitals. The list 
may be supplied as a separate document from the member handbook. The provider list located on the 
vendor’s website shall be updated by the vendor monthly. 


We define our provider network for members within the Provider Directory. We deliver a hard 
copy Provider Directory to members as part of the new member welcome kit. It includes: 


 A list of current PCPs, sectioned by specialty, along with board certification status 
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 PCPs with open panels and closed panels are listed in separate sections  


 Office information including address, telephone numbers, hours of operation, 
including evening and weekend hours and other languages spoken by the PCP 


 Information on specialists and hospitals 


 Locations of other support services, including the locations for: 


 Urgent care facilities 


 Dialysis 


 Durable medical equipment 


 Home health practitioners  


 A list of network dental providers, including pediatric dentists  


For the convenience of members, the Provider Directory is available in a hard-copy format 
and electronically through our member website. We update provider information on the 
website each month, and publish hard-copy updates monthly. The member website also 
allows members to search for PCPs by specialty, ZIP code or gender. 


4. Any restrictions on the recipient’s freedom of choice among network providers. 


We do not restrict members’ freedom of choice among network providers and this is stated 
within our Member Handbooks. 


5. Procedures for changing a PCP. 


Procedures for changing a PCP are simple and fully described in our Member Handbooks 
and on the new member welcome letter, which instruct members to contact member services 
for PCP assignment assistance. Members also have the ability to request a PCP change via 
our member website. 


6. Recipient rights and protections as specified in 42 CFR 438.100. 


We are committed to protecting our members’ rights and we make every effort to make certain 
they know their rights by providing them in language that is at or below an eighth-grade 
reading level so they are easy to comprehend. Our Member Handbooks contain detailed 
information describing member rights and protections as specified in 42 CFR 438.100, in 
addition to member responsibilities. This information also appears on our member website. 


7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure 
that recipients understand the benefits to which they are entitled. 


Our Member Handbooks list all benefits to which the member is entitled by benefit type. 
Further, they list any applicable limitations or exclusions. Members who have questions 
regarding benefits are encouraged to contact our member services center via the provided toll-
free number for assistance with benefits questions.  


8. Procedures for obtaining benefits, including authorization requirements. 


Our Member Handbooks contain procedures for obtaining health care services and include 
the following: 


 When to see a PCP or dentist, including time frames for receiving an appointment 


 Guidelines for scheduling prenatal care 
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 When to see a specialist or go to the hospital 


 What to do and expect on the day of an appointment 


 Information on getting a prescription filled 


 Services that require prior authorization/instructions for obtaining authorization 


9. The extent to which, and how, recipients may obtain benefits, including family planning services, from 
out-of-network providers. 


Our Member Handbooks communicate the expectation that a member must seek care within 
the service area with network providers when possible. Our Member Handbooks also define 
out-of-area instructions for emergencies, and how members can seek medical attention at the 
nearest hospital by identifying their health plan. 


We explain to members within the Member Handbook that they are free to obtain family 
planning services without referral from their PCP or any doctor, clinic or family planning 
center, in- or out-of-network that accepts Medicaid patients. 


10. Procedures for disenrollment without cause during the 90 day period beginning on the date the 
recipient receives notice of enrollment and the annual open enrollment period. The handbook must also 
have procedures for disenrolling with cause. 


Our Member Handbooks contain information regarding enrollment and disenrollment, 
including when and how a member can change health plans and systematic instructions for 
submitting a request for disenrollment. Member Handbooks also include information about 
disenrollment without cause during the 90-day period and disenrollment with cause by 
submitting a request for disenrollment to our health plan with the reason for the request. 


11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up 
eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by 
history (assigned to the last vendor in which the recipient was enrolled); or randomly. 


Our Member Handbooks explain to members that they must be Medicaid eligible for 
enrollment in our health plan. If a member loses their Nevada Medicaid or Nevada Check Up 
eligibility, the DHCFP will notify us of the loss of coverage and the member will subsequently 
be disenrolled. 


We understand that a member who loses Medicaid coverage for a short time and has his/her 
coverage restored will be auto-assigned based upon the following criteria: 


 By family affiliation (if other family members are enrolled) 


 By history (assigned to the last plan in which the member was enrolled) 


 Randomly 


12. The extent to which, and how, after-hours and emergency coverage are provided including: what 
constitutes an emergency medical condition; emergency and post stabilization services with reference to 
the definitions in 42 CFR 438.114; the fact that prior authorization is not required for emergency services; 
the process and procedures for obtaining emergency services, including the 911-telephone system or its 
local equivalent; the locations of any emergency settings and other locations at which providers and 
hospitals furnish emergency and post stabilization services under the contract; and emergency 
transportation; the fact that, subject to regulatory limitations, the recipient has a right to use any hospital 
or other setting for emergency care and clarification of the appropriate use of emergency services; 


Our Member Handbooks contain a comprehensive description of the extent of emergency 
coverage, and how afterhours and emergency coverage are provided, including: 
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 A description of what constitutes an emergency medical condition that includes when 
members should use the ER 


 Definitions of emergency medical conditions, and emergency and post-stabilization 
services as defined in 42 CFR 438.114 


 An explanation that prior authorization is not required for emergency care 


 Detailed processes and procedures on obtaining emergency services, including use of 
the 911-telephone system or its local equivalent  


 Locations of emergency settings and other locations where providers and hospitals 
furnish emergency and post-stabilization services  


 An explanation of how to obtain emergency transportation 


 Information about the member’s right to use any hospital or other setting for 
emergency care, subject to regulatory limitation 


 An explanation of the appropriate use of emergency services 


13. Explanation of procedures for urgent medical situations and how to utilize services, including the 
recipient services telephone number; clear definitions of urgent care; and how to use non-emergency 
transportation. 


Our Member Handbooks explain situations that constitute urgent care and the procedures for 
obtaining emergency care when needed. They also include a list of common urgent care 
conditions. The Member Handbooks provide contact information for our member services 
department where members and families can speak with trained and experienced member 
advocates who can help them understand the procedures for urgent care and non-emergency 
transportation and assist with locating an appropriate provider. The Member Handbooks also 
contain contact information for our 24-hour Telephone Advice Nurse service where members 
can speak with an RN who can help them determine the best place to access care. For further 
assistance, urgent care locations appear in our Provider Directory and on our member 
website. 


14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, 
including explanation of authorization procedures. 


Our Member Handbooks contain the policy on referrals for specialty care and for other 
benefits not furnished by the member’s PCP. The member’s PCP may help to choose or 
recommend a specialist from our Provider Directory when needed. The member then will 
receive a referral form to present to the specialist. Appointments with specialists should take 
place within 30 days for routine appointments and within three days for urgent appointments. 
Emergency referrals will be scheduled on the same day or within 24 hours. If a member 
requires more than one appointment with a specialist, prior authorization is obtainable 
through the utilization management department. 
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15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans 
but are not covered under the contract, including any cost sharing, and how transportation is provided. 
For a counseling or referral service that the vendor does not cover because of moral or religious 
objections, the vendor need not provide the information on how or where to obtain the service. The 
vendor must notify the State regarding services that meet this criteria and in those instances, the State 
must provide the information on where and how to obtain the service. 


Our Member Handbooks contain information about Medicaid-provided services available 
under Title XIX and Title XXI that are not part of our benefit plan and for which the member 
does not need to see his/her PCP or dentist to receive. These benefits can include: 


 Home and community-based waiver services 


 Non-emergency medical transportation 


 ICF/ID services (intermediate care facility for individuals with intellectual disabilities) 


 School-based health services 


 Indian health services and tribal clinics 


 The cost of services received prior to becoming a member 


 The cost of care in a special facility including an institution for mentally disabled 
individuals or a residential treatment facility for substance abuse 


 Services for people who need long-term care 


 Transitional rehabilitative services 


 Orthodontic services 


We do not refuse to cover counseling, referral or other services based upon moral or religious 
objections. 


16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of 
the vendor service area. 


Our Member Handbooks include the procedures for members to access emergency and non-
emergency services when they are in and out of the service area. Also included are definitions 
of emergency medical conditions and emergency and post-stabilization services. The Member 
Handbooks inform members that when they are out of the service area and have an 
emergency, they should seek emergency attention at the nearest hospital ER. Our Member 
Handbooks further explain that prior authorization is not required for emergency care and 
that members have the right to use any hospital or other setting for emergency care. The 
Member Handbooks state that for non-emergency care, members are to use providers in our 
service area with the exception of family planning services, obtainable from any provider that 
accepts Medicaid. Our Member Handbooks encourage members to contact our member 
services department via the provided toll-free number for assistance with locating providers 
and accessing appropriate care. They inform members about our concierge services, available 
both telephonically and in-person, where they can walk in without an appointment to receive 
assistance with accessing appropriate care, obtaining a provider, scheduling an appointment 
and any other issues they may have. 


17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the 
Grievances, Appeals, and Fair Hearings section of this RFP. 


Our Member Handbooks contain comprehensive information on the grievances, appeals and 
fair hearing processes as specified in 42 CFR 438.10(g), including members’ rights to file a 
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We Want to Hear from Our 
Members 


Understanding that smartphone 
access is widespread among all 
populations, we provide 
members with the ability to 
contact us both telephonically 
and electronically through our 
member website.  


grievance, instructions for filing and what to expect after they file. We also advise members to 
contact member services via the provided toll-free number for assistance with filing a 
grievance. Our Member Handbooks also include information about our in-person concierge 
services, where members can walk in without an appointment to receive assistance with 
grievances, appeals and fair hearing processes, and any other issues they may have. 


18. Information on procedures for recommending changes in policies and services. 


We want our members to let us know how we are doing 
and what we can do better, promoting both engagement 
and empowerment for the member and constructive 
feedback that helps us enhance our services. We solicit 
feedback in multiple sections of our Nevada Medicaid and 
Nevada Check Up Member Handbooks, including an 
encouraging message to members to contact us via 
member services with any suggestions they feel would 
improve our policies, services or programs. Recognizing 
that electronic interactions may be the favored mode of 
communication for certain members, we also provide the means for members to contact us 
electronically through our member website. 


19. The vendor must provide adult recipients with written information on advance directives’ policies and 
include a description of applicable State law. This information must reflect changes in State law as soon 
as possible but no later than 90 days after the change. The vendor must ask each health care practice to 
ensure that a signed “Acknowledgment of Patient Information on Advance Directives” form is included in 
the recipient's medical record. (A sample form is available online at 
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


We understand that advance care planning is important to many individuals and we include 
information on advance directives consistent with 42 CFR §438.6(i)(1) in our Member 
Handbook. We inform members of their rights, including the right to make their own choices 
for advance care planning, and a description of applicable State laws. The Member Handbook 
includes definitions of advance directive, living will and durable power of attorney for health 
care decisions or health care power of attorney. Instructions on how to file an advance 
directive appears within the Member Handbook. Members also can access this information 
online through our member website. We are experienced with monitoring State laws and will 
update all information on advance directives within the Member Handbook as soon as 
possible and no later than 90 days following a change. 


Members and providers receive written information about advance directives, but members are 
free to choose whether to complete an advance directive and are not denied care in the 
absence of an advance directive. We encourage members with advance directives to provide 
copies to their PCP, the member’s agent (a person acting on the member’s behalf) or a family 
member. We ask all providers to make sure that a signed “Acknowledgement of Patient 
Information on Advance Directives” form is included in the member’s medical record. We 
provide additional details on advance directives further in our response to Section 3.6.1.2. 


20. To the extent available, quality and performance indicators, including recipient satisfaction. 


Our Member Handbooks and member website both provide quality and performance 
indicators that include member satisfaction. To obtain the most recent quality improvement 
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program and quality performance indicators, our 
Member Handbooks inform members that they may 
request this information by contacting member 
services.  


Our Member Handbooks, in addition to our member 
website, also include information about our quality 
improvement program, informing members that we 
monitor the results of their health care and plan ways 
to improve the results. Within the quality 
improvement information, we inform members of the 
following activities, designed to help them access 
care, get healthy and stay healthy: 


 Member satisfaction surveys on health care 
services 


 Mailing reminders for children who need a well-child doctor visit 


 Mailing reminders for children due for vaccinations 


 Educational brochure mailings to members with behavioral health and substance 
abuse needs  


 Educational mailings to members with asthma 


 Educational mailings to members with diabetes 


21. The vendor is also required to provide to the recipient upon request, information on the structure and 
operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h). 


Our Member Handbook encourages members to contact member services to request 
information regarding the structure and operation of our health plan and physician incentive 
plans. Member advocates document and forward requests to the appropriate area and we 
respond to the member by providing the requested information in writing. 


22. The member handbook must include a distinct section for eligible recipients which explains the 
EPSDT program and includes a list of all the services available to children; a statement that services are 
provided to the recipient at no costs and a telephone number which the recipient can call to receive 
assistance in scheduling an appointment. 


Our Member Handbook contains a section dedicated to the EPSDT program to emphasize the 
importance of preventive care and promote early discovery of any health problems. In addition 
to the EPSDT information provided in our Member Handbook, we include an EPSDT 
educational brochure as part of our new member welcome kit to encourage program 
understanding and participation.  


Information provided to families includes the cost-free nature of EPSDT services and the 
services available to children, such as: 


 Health history and physical exams 


 Immunizations 


 Laboratory tests 


 Health education 


Measuring the Effectiveness of 
our Communications 
In addition to focus groups and 
member feedback, we measure the 
effectiveness of our communications 
using several methods, including: 


 Tracking the number of calls to 
member services and the subject 
matter of those calls 


 Gathering results from targeted, 
actionable mailings  


We analyze data collected and 
modify our communication strategies 
based upon the results. 
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 Vision, hearing and dental services 


 Other needed health services and treatment 


EPSDT information includes a well-visit timetable to help families remember when to 
schedule, or contact us for help scheduling, regular checkups and a list of the required 
vaccinations that can protect children from illnesses. Our Member Handbook and member 
website informs families that we send reminder mailings to help them stay on track with 
EPSDT services. It also encourages families to contact member services for assistance with 
scheduling appointments.  


23. Information regarding prescription coverage. 


Detailed prescription coverage and general information appearing in our Member Handbooks 
includes: 


 A suggestion to members to ask their provider or pharmacist questions regarding the 
drug or how it should be taken 


 Steps to access the preferred drug list from the member website in addition to a 
suggestion to ask their provider if the drug is on the preferred list or if it requires prior 
approval 


 The telephone number for pharmacy services  


 A list of approved pharmacies that can dispense prescriptions 


 How to contact member services if assistance is needed to locate a pharmacy  


We also include information regarding prescription coverage on our member website that 
includes links to assist members with accessing our Preferred Drug List and a downloadable 
Member Handbook that includes the information referenced above. 


24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care 
at the time of enrollment, and their right to continue that treatment under the vendor on a transitional 
basis. 


Our Member Handbooks contain information for new members who are receiving care from a 
doctor at the time of enrollment, stressing the importance of informing us of the types of 
services they are receiving and the provider(s) delivering the services by contacting our 
member services department (telephone number provided). Our Member Handbooks also 
instruct new members to contact member services for assistance in remaining with their 
current provider or transitioning to a network provider listed in our Provider Directory. 


25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and 
the importance of doing so. 


Our Member Handbooks notify members and families of their responsibility to inform us, and 
their provider(s), if they have other insurance. The information states that their other 
insurance must be billed first and they must notify us by contacting our member services 
department to provide this information. 


26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including 
hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit. 


A section dedicated to fraud, waste and abuse appears within our Member Handbooks. The 
section includes examples of potential fraud, waste and abuse, and informs the member of 
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his/her right and responsibility to contact us if they notice potential fraud, waste and abuse 
behaviors or activities. The Member Handbooks include our Health Care Fraud Tip Line 
phone number and the mailing address of our compliance officer. We also provide fraud, 
waste and abuse information on our member website and we periodically address this topic in 
our member newsletter. 


C. The vendor must give each recipient written notice of any significant change, as defined by the State, 
in any of the enumerations noted above. The vendor shall issue updates to the Member Handbook, 30-
days before the intended effective date, as described in 42 CFR 438.10(f)(4), when there are material 
changes that will affect access to services and information about the Managed Care Program. The 
vendor will provide notification when a change directly affects the ongoing care of the recipients. The 
vendor shall also provide such notices in its semi-annual recipient newsletters and shall maintain 
documentation verifying handbook updates 


We will provide each member with written notice of any significant change as defined by the 
State, in any of the enumerations noted above. We update the online version of our Member 
Handbooks regularly and the printed versions receive updates annually or more often as 
necessary to accommodate benefits changes or material changes. When there are material 
changes that affect access to services or providers, we mail inserts to members to file with their 
Member Handbook pending receipt of the updated version. Notices also appear in our member 
newsletter and we maintain documentation that verifies all Member Handbook updates. 


When significant changes to the provider network occur, members receive notification by 
letter within 15 days of our notification of the changes. In addition, our online provider 
directory receives updates as soon as changes occur. 


D. The vendor must give written notice of termination of a contracted provider, within fifteen (15) business 
days after receipt or issuance of the termination notice. This notice shall be provided to each recipient 
who received his/her primary care from, or was seen on a regular basis by, the terminated provider. 


Our Member Handbooks contain information about what happens following termination of a 
contracted provider. We notify members within 15 business days of our notification receipt so 
the member can choose a new provider. We include our member services department 
telephone number to assist members who need help finding and selecting another provider. In 
addition, our Member Handbooks inform members about our in-person concierge services, 
where they can walk in without an appointment to receive assistance with obtaining or 
changing a provider/PCP, scheduling an appointment and any other issues they may have. 


3.6.1.2 Advance Directives Requirements 


Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, including 
advance directives, vendors must have written policies and procedures with respect to all emancipated 
adult recipients receiving medical care through the vendor. Specifically, this act requires the vendor: 


A. To provide written information to each recipient at the time of enrollment concerning: 


1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right 
to accept or refuse medical treatment and the right to formulate advance directives; 


2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a 
requirement that the network provider present a statement of any limitations in the event the provider 
cannot implement an advance directive on the basis of conscience. At a minimum, the provider’s 
statement of limitation, if any, must:  


a. Clarify any differences between institution-wide conscience objections and those that may be raised by 
individual network providers;  
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b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and 


c. Describe the range of medical conditions or procedures affected by the conscience objection. 


We comply with the requirements of Section 1902(w)(1) of the Social Security Act, the 
Patients’ Self-Determination Act for maintaining written policies and procedures on advance 
directives. In addition, we maintain written policies and procedures that reflect our respect of 
advance directives for all individuals receiving medical care by or through our health plan in 
accordance with 42 CFR Subpart I of Part 489, and apply the definition of “Advance 
Directives” as specified within 42 CFR 489.100. 


We inform members, in our Member Handbook and on our member website, that they have 
the right to make decisions about their health care, including the right to accept or refuse 
medical treatment and formulate advance directives, if they are 18 years of age and older as 
long as they are able to do so. It provides descriptions of the two major types of advance 
directives that members can have in effect should they become incapacitated: a living will and 
a durable power of attorney for health care. The Member Handbook informs members that an 
advance directive must be in writing and signed by the member. We also encourage the 
member to provide copies to his/her family and PCP.  


Our Member Handbook informs members that the decision to have an advance directive is 
their right and they may change their advance directive at any time. It informs our members 
that changes must be made in writing and must be dated. Further, the Member Handbook 
informs members that they can have an attorney write their advance directive, speak to their 
PCP for assistance or contact our member services department (phone number provided).  


We support the rights of our members to implement an advance directive and have his/her 
provider(s) follow it. In the event that a network provider cannot implement an advance 
directive based on conscience, we require that the provider present a statement of any 
limitations, meeting the requirements defined above, to the member. Minimally, the provider’s 
statement of limitation, if any, must: 


 Clarify any differences between institution wide conscience objections and those that 
may be raised by individual network providers 


 Identify the State legal authority pursuant to NRS 449.628 permitting such objections 


 Describe the range of medical conditions or procedures affected by the conscience 
objection 


In our efforts concerning advance directive policy enforcement, we inform our members to 
contact member services if his/her PCP will not follow an advance directive and to contact the 
DHCFP if he/she has a complaint about the advance directive information. 


B. Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical 
record whether the recipient has executed an advance directive;  


Our Member Handbook informs the member to discuss advance directives with his/her PCP. 
Further, it advises our members who have an advance directive to provide a copy to their PCP 
and confirm that the PCP agrees to comply with their instructions to make an advance 
directive part of their medical record. 
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C. Not to condition the provision of care or otherwise discriminate against an individual based on whether 
or not the individual has executed an advance directive; 


It is against our policy to discriminate against a member based upon the member’s choice as 
to whether or not to execute an advance directive. Language stating such appears in our 
Member Handbook to communicate this policy to our members. Although we provide written 
information about advance directives in the Member Handbook, we inform our members that 
they are free to choose whether to complete an advance directive and will not be denied care in 
the absence of one. 


D. To ensure compliance with requirements of State laws regarding advance directives, including 
informing recipients that any complaints concerning the advance directives requirements may be filed 
with the appropriate State agency which regulates vendors; and 


Our Member Handbook informs our Nevada members to contact the DHCFP if they have a 
complaint about the advance directive information and includes the appropriate contact 
information. 


E. To educate vendor staff and providers on issues concerning advance directives, at least annually. 


Sample advance directives policies, procedures and forms, as well as patient information concerning 
Nevada law, are available on the DHCFP’s website:  


http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/  


We understand that federal law requires all providers including physicians, hospitals, skilled 
nursing facilities, hospices and home health agencies to provide information to members on 
State law about advance directives, member’s rights to accept or refuse treatment and the 
provider’s policies regarding advance directives. We provide education to network providers 
about their requirements under the federal and State law annually through our Provider 
Summary Guide in addition to providing detailed information on our provider website. Our 
member advocates receive annual training on how to provide accurate information to 
members about advance directives. 


3.6.2 Recipient Services Department/Concierge Services 
The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) that 
personally assists recipients to find a service provider. This department must be adequately staffed with 
qualified individuals who shall also assist recipient, recipients’ family members, or other interested parties 
(consistent with laws on confidentiality and privacy) in obtaining information and services under the 
vendor’s plan. 


In the 23 states where we provide managed care services, we serve more than 5.7 million 
members. In Nevada, our well-trained and experienced member advocates are available to 
assist our members via in-person, telephonic and electronic support. We employ accurate 
staffing levels, innovative technology and a member-centered service philosophy to deliver 
prompt and positive experiences. We leverage our national and local experience and expertise 
to deliver exceptional member services for the Nevada Medicaid and Nevada Check Up 
Programs. Our policies and procedures meet RFP Statement of Work Section 3.6.2 
requirements, including provision of concierge service for personal assistance with locating 
appropriate service providers, obtaining appointments and additional support as discussed 
further in our response to this section. Our member advocates deliver assistance, education 
and advocacy services to our members while also addressing inquiries from potential 
members, community-based organizations and the public. We consider each individual’s 
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Providing Concierge Services 
We provide our members with concierge 
services, both telephonically and in-person, 
empowering our member advocates to: 


 Ease health care burdens on our members 
by locating and assigning the best PCP for 
each member’s circumstances, scheduling 
doctor appointments, etc. 


 Remain as a single point of contact until 
the member’s issue is resolved, thus 
focusing on trust, compassion and 
relationship-building  
  


unique needs including culture and language 
by employing bilingual member advocates and 
providing free interpretation services in more 
than 200 languages. To facilitate 
communication with hearing-impaired callers, 
we use the 711 National Telecommunications 
Relay Service (TRS) TTY line and print the 
contact information on our materials.  


We consistently maintain outstanding call 
center performance, because it is important to 
us that our callers receive prompt and accurate 
assistance. In 2015, in Nevada, our call handle 
rate was an impressive 98 percent and the 


average speed to answer was 37 seconds, demonstrating service excellence. Our years of call 
center staffing experience for Medicaid programs provides the information and knowledge we 
need to forecast, plan and schedule, allowing us to facilitate appropriate staffing levels to 
deliver excellent service to members within the Nevada Medicaid and Nevada Check Up 
Programs. We continuously monitor and review the need for staffing model adjustments and 
employ business analysts to prepare and manage our Nevada call center scheduling using 
workforce management software and tools. 


3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of 
Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s 
commercial clients, if applicable.  


3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. for recipient access. 


Our Nevada Medicaid and Nevada Check Up member services department is located in Las 
Vegas, serving individuals in need of assistance Monday through Friday from 8:00 a.m. 
through 5:00 p.m. via a toll-free hotline and walk-in service. Our staff handled over 460,000 
calls with our Medicaid and Children’s Health Insurance Program (CHIP) members in 2015. 
Our operating hours are not less than the operating hours provided to commercial customers. 
In addition to telephonic and walk-in services, our member advocates respond to emails within 
one business day for our members who prefer electronic communications. 


As one of the nation’s leading Medicaid managed care plans, our member services processes 
are continuously evolving to make sure we deliver high member satisfaction. Member 
satisfaction is important to us, leading us to plan a post-call survey that we will use to assess 
our members’ call center experiences and evaluate the performance of our Nevada member 
advocates. Survey participation is optional and occurs immediately following the end of the 
call. The automated survey captures question responses, along with any member comments. 
Member services quality staff monitors the results of the survey on an ongoing basis to identify 
trends and opportunities for improvement. In addition, if a member indicates he/she is 
dissatisfied with his/her experience, a supervisor will initiate follow-up. 


An important foundation resulting in member satisfaction is the training we provide to our 
member advocates. Initial training introduces them to our core customer care philosophy. Our 
member advocates experience rigorous training where they receive the tools, resources and 
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We Deliver Communications 
Based upon Member 
Preferences 


Smartphone access is prevalent 
for all populations and certain 
individuals prefer communicating 
electronically. We encourage 
members to choose their 
preferred means of receiving 
communications from us. We 
deliver information and 
education in a way that 
resonates with our members, 
using the best connection to 
encourage informed decisions 
and healthy choices.  


information they need to provide comprehensive assistance 
to members. Training topics include program benefits, 
systems, health and social service resources, provider 
networks, recognizing urgent and emergent calls, 
pharmacy inquiries, fraud/waste/abuse and more. Ongoing 
training includes information on the very latest in program 
updates, related changes and requirements. We deliver 
ongoing training through several methods including 
supervisor monitoring of calls followed by one-on-one 
coaching; ad hoc training sessions led by supervisors; 
team meetings; and general refresher courses on 
important topics such as ethics and confidentiality. 
Ongoing training also includes compliance instruction on 
our Code of Conduct. 


3.6.2.3 At a minimum, Recipient Services Department staff must 
be responsible for the following:  


A. Explaining the operation of the vendor; 


Members that are new to our health plan, or new to managed care, often have a number of 
questions during their transition. We provide detailed information during our welcome call to 
new members, while also making sure that our member services staff deliver comprehensive 
information and detailed explanations about our operations and/or managed care to members 
and families. Our member advocates receive training to provide an overview of the program 
that includes covered benefits and services including behavioral health, how to access services, 
the role of the PCP, network information, how to obtain assistance in other languages and 
receive materials in alternate formats, and more. 


B. Explaining covered benefits; 


During member services training, we emphasize effective communication of benefits and 
coverage because we understand that new members are often unsure of their benefits and how 
to access them. Member advocates use desktop tools and have access to appropriate systems, 
and the member’s record, to provide accurate information about covered services and services 
that require authorization. In addition we explain the PCP’s role, how to obtain a specialist 
and services that require authorization. 


C. Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner; 


Our members’ rights are important to us and we support and work with members to provide 
assistance with resolving, recording and tracking grievances and appeals in a prompt and 
timely manner. Our member advocates work to resolve any issues or grievances the member is 
experiencing and, as often as possible, remain with the member as a single point of contact 
until the member’s issue is resolved. They support members with the grievances and appeals 
process, including preparing, submitting and recording a written complaint or grievance. Our 
Member Handbook encourages members to contact our member services department for 
assistance with filing a grievance. In addition, member advocates are trained and able to 
access the appropriate system for tracking member grievances. 
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Delivering Telephonic and In-person 
Concierge Services 
Our member services center for the 
Nevada Medicaid and Nevada Check Up 
Programs provides a local presence for 
members. In addition to delivering 
telephonic concierge services, our 
member services center offers private 
consult rooms, where we deliver walk-in 
concierge services to meet the needs of 
members who are able to visit us in 
person.  


D. Responding to recipient inquiries; and 


Our member advocates provide members and families with straightforward, one-stop 
interactions, with the objective of resolving a wide range of issues and concerns in a single 
call or visit. We offer telephonic and walk-in assistance for our members in Nevada—with no 
appointment needed. Member advocates answer questions about medical and behavioral 
health benefits and claims, and assist members with provider searches, selection and 
scheduling appointments. When getting the right support means connecting the caller with 
more specialized resources, including clinical and behavioral health, the member advocate 
stays with the member to confirm a successful connection. 


E. Providing Concierge Services. 


Our member services centers serve as critical 
points of contact for over 5.7 million members in 
23 states where we provide managed care 
services. We are persistent in pursuing our goal 
to deliver positive member experiences to every 
member—experiences that are simple and 
straightforward, and where we resolve all issues 
in a single interaction. Our member advocates in 
Nevada are empowered to help members with all 
of their questions and issues, assist with provider 
searches and selection, schedule provider 
appointments and facilitate seamless 


connections with wellness, clinical and behavioral health resources. This level of 
accountability helps to remove the burden from members. In addition, it results in fewer 
transfers, fewer repeat calls, higher member engagement and higher member satisfaction.  


We are excited to offer in-person assistance because face-to-face support fosters interactive 
communication and is preferred by certain individuals. This walk-in assistance enables us to 
consult with the member and connect him/her to the most appropriate PCP and assist with 
scheduling an appointment. In-person visits also provide us with an opportunity to 
offer comprehensive health plan information and education. We support walk-in members 
with many issues, including benefits, eligibility, claims, prior authorizations and pharmacy. 
Our in-person member advocates will have the ability to connect members to our housing 
navigator, who will support member services when working with our homeless members. Our 
housing navigator will be experienced and connected to housing and homeless service 
providers. 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 238 of 776  RFP #3260
 


F. If the recipient requires assistance with accessing care, including finding a provider, the Recipient 
Services Department will transfer the recipient to the in-person Concierge Services. The in-person 
Concierge Service staff will assist the recipient to find a provider, this assistance is over and above 
providing a list of network providers or directing to the web. The Concierge will provide the following 
assistance:  


1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites. The vendor must report 
any PCP and/or Primary Care Sites changes electronically to the DHCFP. 


2. Assisting recipient to make appointments and obtain services; the vendor is required to find and 
schedule an appointment if the recipient reports they are unable to access or find a provider or make an 
appointment.  


3. Assisting recipient in obtaining out-of-area and out-of-network care. 


Our member advocates assist both call-in and walk-in members with their needs, including 
access to care. They assist members with locating providers, selecting and changing PCPs or 
primary care sites. We report all PCP/primary care site changes electronically to the DHCFP.  


Member advocates assist our members with making appointments, obtaining in-area, out-of-
area, in-network and out-of-network care and prior authorization. The member advocates also 
assist with transportation if they perceive that the member is in need of help or the member 
makes a request.  


We find that empowering our member advocates to deliver this level of service, rather than 
transferring members to specialized staff, produces more efficient call handling that leads to 
higher member satisfaction. Our member advocates remain with the call-in or walk-in 
member as a single point of contact while resolving the member’s issues, thus focusing on 
trust, compassion and relationship building. 


4. While the Recipient Services Department will not be required to operate after business hours, the 
vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four 
(24) hours per day, seven (7) days per week. The vendor must have written policies and procedures 
describing how recipients and providers can obtain urgent coverage and emergency services after 
business hours and on weekends. Policies and procedures must include provision of direct contact with 
qualified clinical staff. Urgent coverage means those problems which, though not life-threatening, could 
result in serious injury or disability unless medical attention is received.  


Members have access to our Telephone Advice Nurse service 24 hours a day, seven days a 
week to speak with an RN that provides telephonic triage and advice. In addition to 24 hours a 
day, seven days a week availability, assistance delivered through the Telephone Advice Nurse 
service include: 


 Directing members to the appropriate level of care 


 Follow-up on afterhours acute hospital discharges and transitions 


 Responding to urgent prior authorization requests afterhours 


 Verifying eligibility afterhours 


 Assisting with medication prior authorization and overrides afterhours 


Our members also have access to our 24-hour behavioral health assistance line. Information 
on accessing the Telephone Advice Nurse service and the behavioral assistance line appear in 
our Member Handbook and on our member website. 
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PCPs Influence Member 
Behavior 


Making an appointment with 
his/her PCP initiates the 
beginning of a relationship 
that is vital to influencing 
member behavior. We provide 
personal assistance through 
member advocates, case 
managers and community 
health workers (CHWs) to 
help our members select or 
change their PCP, in addition 
to scheduling appointments 
with providers. 


Our Member Handbook contains policies and procedures on emergent and urgent care and 
instructions on obtaining this care, including afterhours care 24 hours a day, seven days a 
week. The procedures clearly specify what actions the member should take in case of a life-
threatening emergency, an emergency dental situation and non-life-threatening situations that 
require urgent care at an urgent care provider. 


3.6.3 Medical Provider Requirements 
3.6.3.1 Primary Care Provider (PCP) or Primary Care Site  


The vendor shall allow each enrolled recipient the freedom to choose from among its participating PCPs 
and change PCPs as requested. The vendor must implement procedures to ensure that each recipient 
has an ongoing source of primary care appropriate to their needs.  


Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days of 
the effective date of enrollment. Recipients with disabilities, chronic conditions, or complex conditions 
must be allowed to select a specialist as their PCP. If a specialist is chosen as a PCP, they should be 
reported as a specialist. The specialist does not count as both. Recipients with disabilities must be given 
an additional 30 calendar days to select a PCP. The vendor may auto-assign a PCP or Primary Care Site 
that has traditionally served the Medicaid population to an enrolled recipient who does not make a 
selection at the time of enrollment. If the enrolled recipient desires, the vendor shall allow him or her to 
remain with his or her existing PCP if the PCP is a recipient of vendor’s primary care network. 


As a provider of managed care services to more than 5.7 million low income and medically 
fragile members in 23 states, we have successful policies and procedures in place that comply 
with the medical provider requirements specified in RFP Statement of Work Section 3.6.3. We 
apply a simple, efficient, member-friendly process to help our Nevada Medicaid and Nevada 
Check Up members establish high-quality medical homes. To help members understand our 
network, a Provider Directory is included with new member orientation materials and provider 
searches are available online via the member website. We consistently receive favorable 


evaluations nationally on customer satisfaction surveys 
when asked about PCP assignment and selection 
procedures.  


We understand that a member with a satisfactory PCP 
relationship is more likely to participate in his/her own 
health care by scheduling and attending appointments, 
and following the provider’s plan of care. We often need 
the member’s input to achieve successful PCP assignment. 
The first step to obtaining input from our Nevada members 
is communicating their ability to select a new PCP at any 
time, for any reason. We do this via our welcome letter, 
welcome call, our Member Handbook and member website 
where members are encouraged to contact our member 
services department for personal assistance with locating 


and selecting a PCP to meet their needs. The concierge 
services provided by our member advocates are available telephonically and in-person at our 
member services center. Our staff receives training to make sure that the chosen PCP is 
appropriate to the care needed and that the practice is designated as open or accepting new 
patients. Member advocates perform all of the steps necessary to complete a PCP change in 
addition to assisting members with scheduling appointments. 
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We meet the requirement of PCP assignment to each member within five business days of 
effective date of enrollment. In fact, our experience and system capabilities often enable us to 
complete PCP assignment as quickly as two business days. We apply our ZIP code algorithm, 
favoring PCPs with high quality scores, that aligns with the member’s geographical area to 
assign members to PCPs within close proximity to facilitate prompt access to care. Our auto-
assignment process assigns members to PCPs no more than 25 miles from the member’s place 
of residence in compliance with Section 3.6.3.2 (as expressed in our response to that section 
below). Our auto-assignment process also incorporates PCP assignment criteria within 
Section 3.6.3.3 (as expressed in our response to that section below). PCP auto-assignment is 
followed by our new member welcome letter that informs members about our initial PCP 
assignment, while also directing them to our member services department for personalized 
assistance with making a change. A welcome kit that includes our Member Handbook and the 
Provider Directory, where members can begin learning about our network, accompanies the 
new member welcome letter. These materials are available on our member website for 
download and the website provides members with an easy and convenient way to search for 
providers. 


We follow up with our new members through a welcome call that enables us to learn about the 
member’s needs, confirm appropriate PCP assignment or deliver assistance with selecting a 
PCP. This call allows our member advocates to speak directly with members or family 
members who can provide the information we need to help with appropriate PCP assignment.  


As we identify new members who have disabilities, chronic conditions and complex conditions, 
we assign them to our case management program and allow these members an additional 30 
calendar days to select a PCP. These members may select a specialist as their PCP and the 
assigned case manager works with the member to select the appropriate specialist to confirm 
holistic and quality care. Our CHWs meet directly with certain at-risk members and provide 
personalized assistance with locating the right health care professional that fulfills the 
member’s needs. 


3.6.3.2 Twenty-Five (25) Mile Rule 


The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a reasonable 
distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be 
more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 695C.160 
without the written request of the recipient. 


We maintain an Availability Standards for Geographic Distribution of Practitioners policy in 
compliance with RFP Statement of Work Section 3.6.3.2 and acknowledge that Medicaid 
PCPs and dentists are offered to each member within a reasonable distance, and not more 
than 25 miles from the member’s place of residence. We obtain written requests as needed 
from members in compliance with Section 3.6.3.2, accepted via mail and through involvement 
of our CHWs and case managers. If approved by DHCFP, we also are able to accommodate 
verbal requests to ease any undue burden or hardship on members.  


On a quarterly basis, we use GeoAccess mapping and data-driven analyses to verify 
compliance with the State’s access standards and report our results to the State. 
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3.6.3.3 Assignment of a PCP or Primary Care Site 


If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients with PCPs by 
one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously received services, if the 
information is available; 


B. Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per 
NAC 695C.160 (25 Mile Rule);  


C. Assigning all children within a single family to the same PCP;  


D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating 
that condition, if the vendor knows of the condition; and/or 


E. Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient. 


The vendor shall ensure that enrolled recipients receive information about where they can receive care 
during the time period between enrollment and PCP selection/assignment. The vendor shall notify the 
enrolled recipient in writing of his or her assigned PCP within five (5) business days of assignment. 


Our primary goal is to establish a comfortable, high-quality medical home for all of our 
members, central to promoting proper access and coordination of care. To engage individuals 
in managing their health and promote access to care, we initially assign a PCP to all new 
members. We work in partnership with the DHCFP through use of an automatic assignment 
process based upon the following priorities in compliance with the requirements defined in 
RFP Statement of Work Section 3.6.3.3. Priorities include: 


 Assignment of members to a provider from whom they have previously received 
services, if the information is available: We assign PCPs to members based upon 
information about previous services, if available. If information is not available, we 
obtain data through the new member welcome call or other interactions with the 
member and make the appropriate change. 


 Assignment of a PCP or Primary Care Site geographically accessible to the enrolled 
recipient per NAC 695C.160: We use a PCP auto-assignment method based upon a 
ZIP code algorithm that aligns with the member’s geographical area, with a preference 
to providers with higher HEDIS scores, per NAC 695C.160 (25 Mile Rule). We use 
ongoing GeoAccess mapping and data-driven analyses to verify continued appropriate 
PCP access to all members. 


 Assignment of all children within a single family to the same PCP: We assign children 
within a single family to the same PCP to ease travel burdens and facilitate efficiency 
for families, in addition to promoting strong member/family/PCP relationships. 


 Assignment of medically vulnerable populations, including members with special 
health care needs to a specialist who assumes the role of the PCP: If we are aware that 
our member is a Child with Special Health Care Needs (CSHCN), we assign him/her to 
a health provider that is experienced in treating the member’s condition. If initially we 
are not aware of a member’s special needs, we work with the member or family to 
quickly change the provider assignment after we have identified the member’s 
disability, chronic condition or complex condition via our welcome call, Health Survey 
form, CHWs, etc. This individual is assigned to our case management program and 
receives an additional 30 calendar days to select a PCP, including a specialist. 
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Our new member welcome 
kit, personalized welcome call 
and supportive member 
services staff will 
communicate PCP choice to 
our members, promoting 
access to a medical home 
where they can establish a 
comfortable and meaningful 
physician-patient relationship. 


Assigned case managers and CHWs assist the member or family with selecting the 
appropriate provider. 


 Assignment to a PCP upon receipt of a claim for services rendered: We use claims 
analysis to assign a PCP based upon a claim for services rendered to the member.  


Within five business days of PCP auto-assignment, we mail a welcome letter to new Nevada 
Medicaid and Nevada Check Up members, notifying them of their assigned PCP, where they 
can access services. The letter emphasizes the member’s right to change his/her PCP with ease 
by contacting our member services department (contact information is provided). Changes 
made by member services are effective immediately. We also work with our members during 
the welcome call to make sure they are assigned to a PCP who is appropriate to their 
circumstances. Our member advocates communicate members’ ability to change PCPs and 
PCP reassignment information is available within our Member Handbook, which is mailed as 
part of our welcome kit and available on our member website. 


Within these verbal interactions and written materials, the member is encouraged to make a 
PCP appointment as soon as possible after enrollment, and we assist the member in making 
the appointment. This early PCP-member connection promotes the physician-patient 
relationship that provides members with a single point of initiation for their health care and 
enhances continuity with the care they receive. 


3.6.3.4 Changing a PCP or Primary Care Site  


A. An enrolled recipient may change a PCP or PCS for any reason. The vendor shall notify enrolled 
recipients of the procedures for changing PCPs or Primary Care Sites.  


The member receives notification of his/her assigned PCP 
in our new member welcome letter. This letter also notifies 
the member of the process to change his/her PCP.  


Our Member Handbook, included in the welcome kit and 
available on the member website, includes detailed 
information on the member’s right to change his/her PCP 
at any time, for any reason and informs the member of the 
process for this change.  


These resources instruct the member to contact our member 
services center so that our member advocate can facilitate the PCP change, making sure that 
the selected PCP is appropriate to the care needed and that the practice is designated as open 
or accepting new patients. Our member advocate performs all of the steps necessary to 
complete the PCP change. Typically, the change is effective the same day the request is made, 
but no later than the first day of the next month.  


The member’s right to change his/her PCP also is explained to our members and families 
through personal interactions via member advocates, CHWs and case managers, who can 
assist with appropriate PCP selection and facilitating the change. 


For our Nevada members who prefer self-service, we provide the ability for PCP change 
through our member website. 
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B. In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and 
allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) 
business days of the termination effective date, and must provide for urgent care for enrolled recipients 
until re-assignment. 


We notify our members in writing of any PCP termination within 15 business days of the 
termination effective date, based upon when our health plan receives notice of the 
termination. We follow State-specific written policies and procedures to promote continuity of 
care when a provider terminates from our network and will deliver timely assistance to 
members in securing a transfer to an appropriately credentialed, contracted provider and 
address individual clinical needs that may arise from the transfer. Our member advocates 
work with members to choose a new provider and to obtain approval in releasing information 
to the new provider. In addition, if a member has an assigned case manager, he/she works 
collaboratively with the departing provider to develop a clinically appropriate transition plan. 
We are typically able to quickly reassign and notify members; however, we work within our 
network to provide for urgent care for our members until they are reassigned to a new and 
appropriate PCP. 


C. The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the 
following circumstances: 


1. Specialized care is required for an acute or chronic condition; 


2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-
five (25) miles. Such change will be made only with the consent of the recipient; 


3. The PCP ceases to participate in the vendor’s network;  


4. Legal action has been taken against the PCP, which excludes provider participation; or 


5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor 
network. 


Any written notification to a member related to a PCP reassignment includes contact 
information where members and their families can obtain assistance from member advocates 
and/or assigned case managers who explain the process and work with our member to select 
another PCP or primary care site within our network. We may initiate a PCP change for a 
member based upon certain circumstances as follows: 


 Specialized care is required for an acute or chronic condition: Once we identify a 
member’s need for specialized care, as either a new member or an existing member 
who has received a new diagnosis, he/she is enrolled in our case management program 
and assigned a case manager. Our case manager works closely with the member or 
member’s family to make sure the member’s care needs are met, including providing 
personalized assistance with PCP selection. 


 The enrolled recipient’s residence has changed such that distance to the PCP is greater 
than 25 miles: We only make a PCP change of this kind with our member’s consent. If 
a member relocates to a residence that is greater than 25 miles from his/her PCP, 
he/she selects a different PCP by contacting our member services department or the 
member’s case manager, if the member is enrolled in our case management program. 
Our member also has the choice to remain with his/her PCP, but this requires that 
he/she contact us in writing. However, if approved by DHCFP, we also have the ability 
to accommodate verbal requests to ease any undue burden or hardship on members. 
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Information about residence changes and PCP reassignment are communicated 
verbally to members and their families through member services and case managers 
and in writing via our Member Handbook and member website. 


 The PCP ceases to participate in the vendor’s network: We notify our members in 
writing of any case of PCP termination within 15 business days of the termination 
effective date, based upon when our health plan receives notice of the termination. 
Member advocates, or case managers if the member is enrolled in our case 
management program, work with members to choose a new provider and to obtain 
approval in releasing information to the new provider. 


Legal action has been taken against the PCP, which excludes provider participation: If the 
provider is excluded from provider participation due to legal action against the PCP, we notify 
our members in writing within 15 days of the termination effective date, based upon when we 
receive notice of the termination. Member advocates, or case managers if a member is enrolled 
in our case management program, work with affected members and family members to assist 
them with locating a new provider and addressing any questions or concerns about their 
health and existing care. 


D. The vendor shall track the number of requests to change PCPs and the reasons for such requests.  


We track the number of PCP change requests and the reasons for the requests, providing this 
information to the DHCFP as needed. 


3.6.3.5 Use of Medical Homes and Accountable Care Organizations 


Our holistic, person-centered, recovery-oriented model of care provides cost-effective quality 
care through a model that empowers members to actively participate and drive their care in 
meaningful ways. To promote and facilitate the capacity of providers to deliver person-
centered care, we engage in partnerships with our providers and communities across the 
country to support transformation to advanced primary care models of care, including patient 
centered medical homes (PCMH). We support Accountable Care Organizations (ACOs) and 
PCMHs, across the country, with clinical consultative support and a suite of analytical 
capabilities, data and reporting tools to help them identify opportunities for improvement.  


Through these partnerships, we are redesigning care delivery into person-centered care by 
means of fully integrating medical, behavioral and social support services for our members at 
the local community level. We partner with our practices (medical homes), local hospitals and 
community providers to develop and implement proactive strategies and care team processes 
managing convenient access to care, proactive visit planning and follow-up, managing by risk 
and addressing gaps in care. These Accountable Care Communities (ACCs) help the primary 
care team collaborate and connect with other clinicians serving members such as CHWs, 
quality improvement teams, hospital clinical teams and behavioral health teams to support 
integrated PCP-driven care for all of our Medicaid members with providers and hospitals 
within our network in the same community.  


A. The vendor is encouraged to use existing patient-centered medical homes/health homes, when 
available and appropriate. 


We support PCMH practices in Nevada and in states throughout the country. We engage 
primary care practices with PCMH initiatives spanning all populations. We exclusively 
contract with the largest provider group, a multisite-multispecialty organization in Las Vegas, 
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Nevada, that has been caring for Southern Nevadans and contributing to our community 
since 1972. This 350-practitioner medical group does not accept patients from other MCOs. 
The organization is a recognized Level III PCMH, having successfully demonstrated meeting 
requirements set forth by the nation’s premier credentialing authority, NCQA. They were the 
first in Nevada to achieve this prestigious recognition (effective September 2011 and 
recertified in September 2014), and were additionally awarded the superlative Level III 
recognition for all of the organization primary care sites.  


Close to 300 providers are nationally recognized PCMH providers, according to NCQA. Our 
extensive clinical and process support and value-based contracts help our network partners 
achieve improved care for populations, lower costs of care, an improved member experience 
and, if desired, recognition as a PCMH-certified practice. Three of our five ACCs are PCMH 
certified. 


We embrace that primary care is central to a high-functioning health care system and have 
evolved our care models to support practices with this transformative work. The clinical 
transformation team, along with the network contracting team, identifies practices, 
implementing PCMH and advanced primary care initiatives within their practices that are 
ready to move forward with value-based contracting models. This partnership includes distinct 
support for practices to help providers develop and continually improve their capacity for 
advanced team-based care and care management. Our model includes high-touch 
transformation consultants who live in our local community served by the practice and 
facilitate practice transformation to collaborative and accountable care. Network advocates 
assist practices with implementation of their contracts to achieve the best results possible.  


Our transformation consultants assist with each of our local practice’s development as an 
expanded medical home and support practices in implementing process improvements to assist 
the practice in becoming a certified PCMH. Using practice-specific clinical and demographic 
data, up-to-date hospital data, authorization data and claims-based data, our transformation 
consultants regularly monitor each of our practice’s performance to optimize care delivery, 
introduce best practices improvements and provide monthly formal performance updates.  


In addition, our transformation consultants complete clinical and workflow assessments of 
each of their practices to facilitate optimal population health management processes. Our 
work with care team members recognizes that our practices can be just starting out of on their 
health care transformation journey or maturing in incorporating advance practice models; as 
such, our model focuses first on confirming our practices have the necessary structures in 
place to support transformation before formulating processes and tracking outcomes 


B. Vendor should use supportive provider services and contracting to support the expansion of patient-
centered medical homes/health homes. 


We are at the forefront of national payment reform and practice transformation using 
performance-based provider services and contracting methods. When contracting with local 
providers, our goal is to provide a complete array of all provider and facility types to serve the 
needs of the entire Nevada population. Primary care is the cornerstone of an effective health 
care system, and through an intentional integration of the health system at a community level, 
we have helped providers to successfully achieve practice transformation and PCMH 
recognition, expand access to care and improve quality outcomes in their member populations. 
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Our Basic Quality Model (BQM) and Clinical Integration Payment Models support PCMH 
practices to transform the way health care is delivered and reimbursed. Our model focuses not 
only on the contracting element, but also providing in-office support within local practices, in 
Las Vegas and Reno, to identify clinical care improvement opportunities and to achieve their 
goals via our online tools, near real-time data and clinical support staff for peer-to-peer 
collaboration. This work focuses on process improvement strategies, data-sharing and robust 
analytics to track outcomes, identifying opportunities for practices to move toward an 
advanced primary care model, which drives better engagement for members. 


We evaluate and meet with our local provider groups monthly to review their performance 
throughout the course of the contract year. If appropriate, we work with the provider to adjust 
support strategies to help confirm we are on track to achieve the care improvement objectives 
targeted for that provider’s members. We regularly review each of our provider’s clinical and 
financial risk readiness as well as their performance improvement opportunities as we 
evaluate their readiness to move through the continuum of incentive programs within our 
suite to support accountable care contracting arrangements within the Nevada market. We 
have national experience providing direct provider supports by hosting local learning 
collaborative meetings to promote best practices and to facilitate sharing of experiences 
among providers. 


CERTIFIED COMMUNITY BEHAVIORAL HEALTH CLINICS 
The Certified Community Behavioral Health Clinics’ (CCBHC) $22.9 million planning grant 
was awarded to 24 states including Nevada, which received $933,067. Beginning January 
2017, Nevada will launch the two-year demonstration of CCBHC, which engages medical 
practitioners into traditional behavioral health care settings. CCBHC services promote 
coordination of care and include crisis behavioral health, outpatient behavioral health, 
outpatient primary care, person-centered treatment planning, targeted case management, 
psychiatric rehabilitative services and intensive community-based behavioral health care.  


During the demonstration, the CCBHC will use a prospective payment system (PPS) 
reimbursement rate and be required to collect 21 quality measures. The state has selected a 
subset of 11 quality measures, which will be the basis of a quality-based bonus payment. The 
model is similar to health homes and ACOs. To fully support the CCBHC demonstration, we 
will partner with the State and the four prospective CCBHCs (Vitality Unlimited, Bridge 
Counseling Associates, WestCare Nevada and New Frontier Treatment Center) to meet the 
key goals identified as part of the planning grant and demonstration. We have been supporting 
health homes in communities for five years, focusing on supporting providers through the 
implementation of these models, and bringing a proven track record of measurement and 
ongoing process improvement strategies. 


C. Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, 
when available and appropriate. 


Our National Medicaid ACO model is based on building collaborative partnerships with our 
local hospitals, community behavioral health centers, federally qualified health centers 
(FQHCs), rural health clinics (RHCs), community health centers, PCPs and specialists across 
the continuum of care. Success comes from building strong local community partnerships and 
supporting practices with structure, process and outcomes to improve population health. Our 
model evolved from the work we did with more than 2,200 PCMH practices across the country, 
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assisting practices with transforming how 
primary care is delivered by incorporating 
six core processes into their provider 
practices. This model is in place in 20 
states across the country and is designed 
with core principles and interventions that 
are targeted to meet providers where they 
are along the continuum of advanced 
primary care. Interventions are selected 
based upon the goals and needs of the 
provider’s population, the use of 
technology, as well as clinical and support 
staff in the practice.  


We are committed to being an active 
partner in Nevada to drive local, regional, 
population-specific and statewide 
innovation; and aligning with state-
specific goals to achieve quantifiable 
results having a measurable impact on member experience, population health and costs of 
care. We have five ACOs launched in Nevada, four in Las Vegas and one in Reno, that 
provide primary care services for 125,000 members. We have experience across the country 
implementing innovative and progressive programs and achieving positive results. We 
currently support close to 300 Medicaid practices across the country with ACOs and other 
models of care to achieve the Institute for Healthcare Improvement’s (IHI’s) Triple Aim—
better health outcomes, improved care experience and lower costs of care—guides our 
approach to delivering care to our members along the continuum of health care services.. 


Our focus in transforming a practice to deliver care that is member-centered and 
comprehensive is a critical start in the process because it changes the mindset of our local 
practitioners to form a relationship with our members based upon whole-person needs, and 
supporting our members and their families/caregivers in learning to manage and organize 
their own care. As our practices become accountable for meeting the majority of our 
members’ physical and behavioral health care needs, focusing on prevention and wellness, 
acute care and chronic care, our PCMH is transformed from a reactive model of care to a 
proactive Accountable Care, analyzing population data to effectively measure, monitor and 
manage care of members. 


As we are working with ACOs, RHCs, FQHCs or private practices, each of the six pillars 
within our model of care integrates into the practice based upon the goals and readiness of the 
providers and the population health needs of our members served. Below we describe the 
elements of each pillar in our model and its associated high-level interactions. We describe 
how we plan to use and implement these strategies to engage local practices not already 
affiliated in an ACO model. 


IMPROVE ACCESS TO CARE 
We use practice-scheduling data to improve same-day access, reduce no-shows and determine 
the location of a referral based upon the following: 


Figure 13.Our ACO Model contains six essential clinical 
transformation processes or pillars that drive health system 
transformation.
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 Evaluate current capacity/demand 


 Evaluate appointment distribution: monthly no-show rates, pre-scheduled and same-
day appointment rates 


 Outreach to newly assigned members to schedule initial PCP visit 


 Prioritize access for high-risk members with a PCP visit at least once every 90 days 


 Prioritize access, PCP visit within seven days for members discharged from the ER and 
inpatient hospitalization 


IMPROVE HIGH-RISK MEMBER CARE 
We identify the practice’s most fragile members and manage barriers to care, including 
determinants of health based upon the following initiatives: 


 Population Analysis for Risk Profile. Admit risk scores using our predictive model to 
identify, analyze and stratify members in actionable groups based upon clinical and 
customizable program profiles 


 Identify opportunities for intervention and alerting practice to gaps in care 


 Reducing emergency and hospitalization events for complex members 


 Select cohorts of high-risk members for focused interventions over six months 


 Increase care coordination and referral tracking for high-risk members 


 Verify PCP visits (and behavioral health visits if appropriate) at least every 90 days 


 Pre-plan every visit using our Population Registry system and complete open care 
opportunities at every visit 


 Population Registry is our secure web-based practice tool used by our local 
practices as a PCMH to access clinical information on their assigned member 
population 


 Population Registry provides the capability to deliver an integrated clinical view to 
make sure our practices have a comprehensive view of the clinical history of the 
whole-person for both medical and behavioral health issues 


REDUCE AVOIDABLE ADMISSIONS 
Leverage daily discharge notifications to manage post-discharge care transitions and reduce 
readmissions. 


 Our inpatient census and daily hospital ADTs (admission, discharge and transfer) files 
combined provide visibility to our local practices on inpatient admissions and 
discharges, and actionable and timely data. 


 Our practices use Population Registry for member outreach to identify and 
schedule PCP follow-up appointments within seven days of a member’s post-
inpatient discharge to: 
– Provide member education 
– Assist with medication reconciliations 
– Identify red flag indications of changes in a member’s condition  
– Prioritize follow-up visits within seven days of inpatient discharge on high-risk 


cohort members 
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REDUCE NON-EMERGENT ER VISITS 
Leverage daily discharge notifications to manage care transitions and reduce avoidable ER 
visits. 


 We engage local area hospital systems to provide daily ADTs 
 Daily hospital ADTs provide visibility to ER events, and actionable and timely data 
 Our practices use Population Registry to identify and schedule PCP follow-up visits of 


members seen in local ERs 
 Our practices engage and inform members of same-day appointments access for 


practice capacity 
 Our practices use our Population Registry to implement targeted initiatives to reduce 


frequent user patterns and members visiting the ER for primary care during office 
hours 


IMPROVE QUALITY AND CODING ACCURACY 
We use bi-directional data exchange to document risk prevalence, close gaps in care in 
members and optimize prescription utilization. 


 Our providers can manage member gaps in care via the Population Registry and other 
quality reports within our organization 


 Practices can focus on top drivers: 


 Identify members without current PCP visits 


 Access gaps in care by member, PCP, etc. 


IMPROVE GROWTH AND SATISFACTION 
Create competitive products, benefits and services to attract and retain members. 


 We engage members via education, outreach and ACO connection, from pre-
enrollment through point of care 


Our model of care and PCMH is actively used in Nevada and we look forward to advancing 
our model further in support of our local practices within the State to continue achieving: 


 Better care for our members 
 Better health for communities 


 Lower costs through improved health 
outcomes  
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3.7 Network 
The vendor is required to establish and manage appropriate provider networks and maintain existing 
written provider agreements with such providers in geographically accessible locations. The vendor shall 
maintain a network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that complies 
with the requirements of this section and meets access standards described in this RFP, in the DHCFP’s 
Access to Care Plan, and the Code of Federal Regulations The vendor shall ensure that its network 
providers are appropriately credentialed, have a standard unique health identifier, and well-coordinated 
with other network services and services available outside of the health plan network. The network shall 
include an adequate number of PCPs, specialists, and hospitals appropriately credentialed as health care 
professionals located in geographically and physically accessible locations to meet the access standards 
specified in this RFP. The vendor will maintain a network of appropriate providers sufficient to provide 
access to all services covered in this RFP with consideration given to the number of expected recipients 
that may enroll. The vendor when establishing and maintaining its network will consider the expected 
utilization of services and the numbers and types (their training, experience, and specialization) of 
providers given the characteristics and health care needs of the specific Medicaid population enrolled with 
the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, 
maintenance, provider profiling, peer review, dispute resolution and Medical Director Services. The MCO 
must conduct secret shopper survey's to a statistically sound sample across their network as part of the 
Access to Care Monitoring Plan to identify appointment standards and access to services for PCPs, 
Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to reported 
annually. 


The vendor must describe their approach to network management including if the network will be an open 
or closed network and if some services are currently planned to be provided through subcontractors, sub 
capitation, fee for service or alternative models such as accountable care organizations. 


Network providers will be required to use designated practice guidelines and protocols. Prior to the 
contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by the 
DHCFP. Submission shall occur after awarded contract but before the contract start date. The State shall 
accept or reject, in writing, within ten (10) business days of receipt.  


If the MCO puts a physician/physician group at substantial financial risk for services not provided by the 
physician/physician group, the MCO must ensure that the physician/physician group has adequate stop-
loss protection. 


MANAGING AND MAINTAINING PROVIDER NETWORKS  
We have established a robust Medicaid provider network of 6,500 professionals in Nevada, 
taking into consideration the unique characteristics and health care needs the Nevada 
Medicaid population. We provide members with a stable network of credentialed, contracted 
and committed providers via State-approved written agreements. As part of our network 
development nationwide, we look for providers in geographically accessible locations who are 
dedicated to delivering high-quality services. We are committed to providing this same level of 
exceptional service in Nevada and to further expand our network of Medicaid providers for 
new Medicaid populations and geographical service areas throughout the term of this 
contract. Our network is open to new providers qualified to deliver services under this plan.  


We contract with providers based upon both capitated and FFS models, and also use 
Accountable Care Organizations (ACOs) and other innovative payment models, when 
available and appropriate. As an MCO, we do not pass significant risk to providers. 


Our provider network offers a wealth of advantages to members, including: 


 Access to high-quality medical, behavioral health and dental providers 
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 Providers who are geographically located in ZIP codes heavily populated by members 
and conveniently located in proximity to public transportation corridors 


 A culturally and linguistically diverse provider network to meet the unique member 
needs 


 Innovative access enhancement strategies, such as mobile health care and telehealth  


 Providers who are well-coordinated with other network services (e.g., behavioral health 
services, assistance for the homeless) and services available outside of our network 


Our affiliated companies, anchored by exclusive contracts with two large Nevada multi-
specialty practices, form the backbone of our delivery system, with enhancements through a 
broad network of approximately 6,500 contracted primary and specialty care, hospital, 
ancillary medical service, dental, behavioral health, pharmacy, vision, chiropractic and 
PT/OT/ST providers. These network providers deliver services for covered benefits in a 
manner that complies with DHCFP’s requirements, stated access standards and all relevant 
state and federal regulations. Following is a grid showing the number of contracted Nevada 
providers: 


Contracted Network Clark County* Washoe County* 


Physical Health Providers 


OB/GYN providers  181 59 


Pediatrics providers 285 55 


Family practice providers and internal medicine 947 189 


Hospitals 11 4 


Specialists 1,834 720 


Ancillary medical services 944 235 


Ambulatory surgery centers 28 9 


Laboratory 1 1 


Radiology centers 19 6 


Skilled nursing facilities 16 2 


Urgent care centers 14 7 


Dentists 255 83 


Licensed Psychiatrists (MD) 57 44 


Licensed Psychologists (PHD, PSYD) 40 14 


Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 


Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 


Licensed Alcohol and Drug Counselors (LADC, LCADC, 
CADC, CADC-I, LADC-I) 


73 
19 


Other Master’s Level Counselor (LCPC, CPC, CPC-I) 36 2 


Other psychiatric prescribers (APN, DO, PA-C) 68 15 


Inpatient acute hospitals 5 2 


Methadone clinics 5 2 


* Contracted provider totals as of July 2016.  
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Through one of our exclusive provider partnerships, members have access to approximately 
350 providers, 21 of which are OB/GYN providers and 19 of which are pediatricians. Members 
receive a high level of integrated, comprehensive care. Additionally, the multi-specialty group 
practice operates a high acuity 24-hour urgent care facility located conveniently in the center 
of the Las Vegas Valley. Having access to a high acuity 24-hour urgent care center affords 
members with unparalleled access to quality care at any time of the day or night, as well as 
avoidance of time-consuming, costly and unnecessary visits to local ERs. In addition to urgent 
care, our provider partner has opened seven convenient care clinics in the Las Vegas Valley. 
These clinics function as walk-in primary care offices and offer another point of care for 
members. Members also have a broad choice of PCPs in addition to our exclusive provider 
partnerships.  


Further, per DHCFP decisions and guidance, we have the capacity and operational 
capabilities to expand to additional Nevada populations and geographies. For instance, we 
currently provide services for the Long-Term Services and Supports (LTSS), Aged Blind or 
Disabled (ABD) and foster care populations successfully in 22 other markets and are 
positioned to leverage this breadth of experience in Nevada should the State decide to include 
these populations in the Medicaid program.  


Credentialing Network Providers 
As described in detail in Section 3.16.2, all providers who participate in our provider network 
are required to complete our NCQA-compliant credentialing process before executing an 
agreement. This rigorous NCQA-approved credentialing process validates that only highly 
qualified health care professionals render services to our members. Additionally, each 
provider is recredentialed every three years to recertify all information is the most up-to-date 
and accurate and that the provider continues to meet our requirements, as well as 
credentialing criteria and standards. Recently, we have made significant strides in reducing 
the time frame to complete the comprehensive credentialing process from 180 to 120 days.  


Network Management Oversight 
Our provider services department is responsible for management oversight of the provider 
network, including, but not limited to, credentialing, maintenance, confirming each provider 
has a standard unique health identifier, provider profiling, peer review, dispute resolution and 
medical director services. Provider services advocates conduct comprehensive site visits with 
newly contracted providers, during which our policies and procedures (including practice 
guidelines) are reviewed and discussed. Providers also receive the latest version of the annual 
Provider Summary Guide and are instructed on how to use our website and online provider 
portal. The information available online includes policies and procedures, the Provider 
Summary Guide, our Provider Directory (updated monthly), the Preferred Drug List and our 
semiannual provider newsletters. Our provider portal allows providers to use an internet 
connection from their offices to obtain benefit and eligibility information, check claims status 
and submit prior authorization requests electronically. Thereafter, we schedule provider site 
visits periodically for continuing education, ongoing assistance and support.  


Access to Care Monitoring Plan 
We consistently verify adequate physical and geographic access to medically covered services 
for enrolled members. On a quarterly basis, our provider services and operations teams will 
perform comprehensive monitoring of our provider network to confirm compliance with the 
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State’s appointment and service access standards. We conduct this evaluation through the 
collection and analysis of performance indicators including, but not limited to: 


 GeoAccess mapping reports and data-driven analyses 


 Member complaints and appeals  


 Member and provider satisfaction surveys 


 CAHPS member satisfaction survey provider access questions  


 Medical records reviews for high-volume PCP and specialty health providers 


 On-site provider reviews  


 Provider profiling that identifies members with excessive ER use and few visits over 
time  


 Care manager feedback and reports from 24-hour nurse line indicating consistent 
access issues 


 Monthly secret shopper surveys to a statistically sound network sample (PCPs, 
specialists, behavioral health, pre- and postnatal obstetric and home health providers), 
reported annually 


For example, we require all PCPs to deliver medically necessary preventive care services; 
provide coverage 24 hours a day, seven days a week; make referrals to specialty care providers 
as appropriate; and properly maintain current medical records for members. We consistently 
monitor our compliance with these requirements. 


Practice Guidelines and Protocols 
We comply with DHCFP requirements in this area and collaborate with network providers 
and medical directors to establish guidelines and protocols, which our providers must follow to 
remain in compliance with contractual obligations. 


3.7.1  
The vendor must adopt practice guidelines and protocols which: 


We collaborate with network providers and medical directors to establish guidelines and 
protocols to which providers must adhere to remain in compliance with contractual 
obligations. As such, we will adhere to the requirements as outlined throughout RFP Section 
3.7.1. 


3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in 
the particular field; 


We have established a proven method for implementing meaningful evidence-based guidelines 
and protocols. For the purpose of making determinations on requested services and care, we 
use standardized, objective and clinically valid criteria (e.g., nationally recognized MCG 
[formerly Milliman Care Guidelines] internally developed protocols, internal medical policies, 
National Comprehensive Cancer Network Guidelines) that are compatible with established 
principles of health care and flexible enough to allow for variations. In addition to MCG, we 
use the nationally recognized Mihalik Group Medical Necessity Manual for Behavioral 
Health, which addresses all levels of care for mental health and substance related care and the 
American Society of Addiction Medicine (ASAM) criteria for substance use disorders (SUDs). 
MCG are nationally recognized, evidence-based clinical guidelines that are updated annually 
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and span the continuum of care. Criteria are applied in a flexible manner based upon 
currently accepted medical or health care practices, consideration of members with specialized 
needs (such as members with disabilities), acute conditions or a life-threatening illness, and 
an assessment of the local health care delivery system. We encourage provider participation in 
the approval of nationally recognized guidelines, online provider conferencing, customized 
workshops, educational initiatives and quality initiatives. We have extensive experience in 
developing robust collegial relationships between providers to implement and monitor the use 
of evidence-based guidelines.  


We have developed clinical guidelines for our clinicians’ use in managing common and 
important medical conditions. Our physicians have developed all clinical guidelines, allowing 
for extensive input from practicing physicians. In most cases, nationally recommended 
guidelines provided the basis for our guidelines, which were then modified to fit our local 
environment. Our medical directors regularly review the guidelines, which constitute a 
framework only. In all cases, the provider’s clinical judgment can override the guideline if the 
provider feels that strict adherence is not in the patient’s best interest. If the provider decides 
to deviate, the medical record should indicate the rationale for this variation.  


Further, PCPs receive quarterly confidential lists of members with chronic conditions who 
need tests and exams. These profiles are based upon current scientific evidence included in 
our clinical practice guidelines. Notations, for example, show whether a health plan member 
with diabetes needs a flu shot or an annual diabetes eye exam.  


Our clinical guidelines are published in our annual Provider Summary Guide and posted to 
our website. 


3.7.1.2 Consider the needs of the vendor’s recipients; 


Our provider network is extensive, comprising direct contracts with approximately 6,500 
providers spanning various medical specialties, including primary and specialty care, hospital, 
ancillary medical service, dental, behavioral health, vision, transplant/tertiary, pharmacy, 
chiropractic and PT/OT/ST providers. Our network consists of providers who are 
geographically located in ZIP codes heavily populated by members and conveniently located in 
proximity to public transportation corridors. The network also comprises providers who are 
culturally and linguistically diverse, recognizing the diversity amongst our Nevada members.  


All PCPs must deliver medically necessary preventive care services; provide coverage 24 hours 
a day, seven days a week; make referrals to specialty care providers as appropriate; and 
properly maintain current medical records for members. Through quarterly member and 
patient satisfaction surveys, monthly secret shopper surveys and ongoing review of complaint 
and grievance data, we monitor compliance with these requirements and have received 
excellent reviews and scores in this area in all previously completed independent state audits. 
Provider advocates conduct after hour’s audits annually and before office site visits to validate 
that providers are compliant in offering access to medical care afterhours. 


We have exclusive access to the providers affiliated with one of Nevada’s premier medical 
groups, with geographically accessible locations throughout the Las Vegas Valley. As 
Nevada’s Medicaid population has a high number of women and children, OB/GYN services 
will be particularly important and this exclusive group offers a choice of 21 OB/GYN 
providers in seven locations. These providers have varying cultural backgrounds and are 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 255 of 776  RFP #3260
 


fluent in several different languages, including Spanish, Tagalog, Farsi, French and Korean, 
among others. 


Additionally, we provide female members of childbearing age with direct access (no referral 
required) to a women’s-health specialist within the network for covered women’s routine and 
preventive health care services. This health care professional is in addition to the member’s 
designated PCP. We have contracted with 240 OB/GYN providers in Clark and Washoe 
counties to offer services for our members. This represents the largest network of women’s 
health providers for Medicaid MCO members in Nevada. In comparing our network to 
currently published provider directories, we have over 40 percent more contracted physician 
OB/GYNs statewide than the other Medicaid MCO vendor. This network will allow more 
choice and better access for our female Medicaid members.  


We will also provide coverage for family planning services, according to federal regulations, 
through both contracted and non-contracted providers. No prior authorization or letter of 
agreement (LOA) is necessary for a member to receive these services; however, we will retain 
responsibility for coordinating and documenting out-of-network family planning services 
provided to eligible members and the amounts paid for such services. 


3.7.1.3 Are adopted in consultation with contracting health care professionals; and 


Our practice guidelines and protocols meet the requirements as stated in Section 3.7.1.3 of the 
Scope of Work. We are committed to continuously improving the health care and services for 
Nevada’s Medicaid members. We have developed and continue to refine an internal Quality 
Improvement Program (QI Program) to verify we, as well as our providers, operate in 
accordance with all applicable state and federal regulatory and contractual requirements.  


We encourage contracted provider participation in the approval of nationally recognized 
guidelines, online provider conferencing, customized workshops, educational initiatives and 
quality initiatives. We have extensive experience in developing collegial relationships between 
providers to implement and monitor the use of evidence-based guidelines. Our provider 
advocates conduct site visits with contracted providers to obtain and discuss any feedback the 
provider may have. We also hold Joint Operating Committee meetings with our high-volume 
providers and facilities where all departments are represented. Additionally, we hold biannual 
webinar conference calls with our contracted providers as an opportunity to gather provider 
input and feedback. 


For example, in 2014 we discovered an inconsistency in the site of service for multiple 
procedures. Some preventive gastrointestinal (GI) diagnostics were provided in an outpatient 
hospital setting rather than an ambulatory surgical center (ASC). In addition, some 
chemotherapy and minor surgical procedures that could have been provided at an outpatient 
hospital or ASC were provided under inpatient status. The medical management team worked 
closely with the provider services team to carefully research the practice patterns of local 
providers and verify which providers had privileges at ASCs, as well availability of alternative 
sites of service. In addition, the medical team validated the definition of ambulatory services in 
the Medicaid Manual and reviewed medical literature and MCG with local providers to 
determine which conditions and treatments were appropriate for each level of care. The health 
plan updated our clinical review processes based upon their research. We decided to use a 
phased approach to communicating our new stricter review process for level of care to 
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providers, starting with chemotherapy and GI procedures. We educated relevant providers on 
the update by meeting with their management teams prior to implementation, discussing the 
updates during regularly scheduled provider meetings, sending out fax blasts and posting 
updated protocols online. The project’s success demonstrated a dramatic reduction in 
inappropriate levels of care for elective procedures and the fact that the denial rate did not 
dramatically increase due to the more stringent review process. Based upon this success, the 
health plan will continue adding procedures to the site of service review as we become aware 
of opportunities. 


3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


We review and update our practice guidelines and protocols regularly and, upon execution of 
this contract, will adhere to the State’s standards. The utilization guidelines and procedures 
are reviewed annually to address the appropriate clinical thresholds, identify the initial 
assessment guidelines that should be used, determine the concurrent review guidelines that 
should be applied, the times in which a referral is indicated for physician review, when a 
review is not indicated and the discharge criteria that are applicable. 


3.7.2  
The Vendor must:  


3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, 
upon request, to recipients and potential recipients, including prior authorization policies and procedures; 


Our Provider Summary Guide contains the practice guidelines and is updated and provided to 
our provider network annually via hard copy and online posting to our provider website. We 
also will direct any members and potential members requesting access to our practice 
guidelines to our website. 


When clinical guidelines are updated or changed, our provider services staff sends out the 
updated guidelines via email or fax blast notifications to all network providers. We also 
provide updated guidelines to network providers in our quarterly provider newsletter. For 
providers with limited or no internet access, our provider services team will provide a hard 
copy of the Provider Summary Guide by either sending via U.S. mail or hand delivering to the 
provider office during annual site visits. 


To promote provider use of standardized evidence-based clinical guidelines, we provide the 
following resources to our network providers: 


 Hard Copy: Provider communications and related training materials are distributed to 
specific providers who are treating members with conditions targeted by disease and 
chronic care management programs 


 Provider Websites: Online resources provide current resources and educational tools 
for provider access, which are user-friendly, accessible and readily available 


 Direct Communication: Direct, verbal communication, both telephonic and face-to-
face, is used when working with providers who are identified as not providing 
treatment within evidence-based guidelines. For example, if our data analytics team 
notes that a member is using the ER either excessively or for services that could be 
treated via an alternate manner; the member’s PCP will be contacted directly. 
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Appropriate treatments will be identified and a pathway set, following evidence-based 
clinical guidelines, for the member to follow, thus driving appropriate utilization. 


3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and 
other areas to which the guidelines apply are consistent with the guidelines; 


We confirm that decisions for utilization management (UM), member education, coverage of 
services and other areas are consistent with the required applicable practice guidelines and 
protocols. Our provider advocates continually educate network providers to ensure they 
understand how our UM department interacts with their offices to provide timely decisions. 
We encourage our contracted providers to access our provider portal to view real-time updates 
on prior authorization requests for coverage determinations. Upon denial of a pre-service 
request, providers are directed to information on the appeal process. 


We ensure that decisions are consistent with the guidelines through multiple methods, 
including the following: 


UTILIZATION MANAGEMENT 
Our Corporate Medical Affairs Committee reviews, discusses and approves UM protocols. The 
committee comprises physicians, legal counsel, pharmacists, nurses and other clinical staff 
with significant years of clinical experience. Before approval, the committee discusses the 
current scientific evidence as needed, including our clinical practice guidelines to ensure 
consistency. The committee also oversees and approves all of our clinical guidelines. Having 
the same individuals review both the UM protocols and clinical practice guidelines provides 
consistency in the discussions and decision-making. We integrate our UM program with other 
functional units through our integrated UM, QI and clinical care management governance 
structure. In addition, the following aspects of our integrated UM, QI and clinical care 
management promote integration and collaboration among other health plan functions: 


 Integrated UM Program description, QI Program description and care management 
policies and procedures  


 Oversight of UM functions through our QI Program and committee structure (e.g., QI 
Committee and UM Committee) 


 Common UM platform that shares member-specific information (e.g., service 
authorizations) with other functional areas, including UM, quality, appeals and 
grievances and member services staff 


 Use of common evidence-based guidelines and criteria  


MEMBER EDUCATION  
We develop and maintain member education materials based upon current evidence-based 
guidelines. Before finalizing all member education materials, our health, education and 
wellness and quality improvement staff evaluate the consistency of the education with our 
clinical guidelines. A dedicated medical director reviews written member education materials 
used for mailings, in-person health education classes and for use by providers.  


COVERAGE OF SERVICES 
Our Corporate Medical Affairs Committee reviews and discusses coverage of services to 
ensure consistency with health plan benefits and clinical practice guidelines. Health plan 
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benefits specialists are also present at committee meetings to ensure clinical protocols and 
services are consistent with health plan benefits.  


OTHER AREAS 
Our medical management and quality improvement staff ensure that clinical practice 
guidelines are consistent with our clinical programs. Our Health Management and Complex 
Case Management Program’s education materials, assessments and plans of care are 
consistent with our clinical practice guidelines. 


3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 


MEDICAL STANDARDS 
We have established the following standards for primary, specialist and dental care for our 
membership. Our provider contracts contain the provision that services are available 24 hours 
a day, seven days a week, and require providers to meet State standards for timely access to 
care—taking into account the urgency of the need for services.  


Practitioner Type Provider:Member Ratio Percent with Open Panels 


Primary physicians  1:1500 members 50 percent 


Specialists  1:1500 members 50 percent 


Dentists  
(Our dental network also 
includes, at a minimum, 
one pediatric dentist, 
one dental hygienist, 
one oral surgeon and 
one orthodontist for 
Clark and Washoe 
counties) 


1:1500 members 
(at most 1:2000 per geographic area) 


50 percent 


Our PCPs must adhere to the following criteria when scheduling patients:  


Service Standard 


Medically necessary PCP appointments Two calendar days 


Urgent care  Same day 


Routine care PCP appointments Within two weeks 


Specialty providers must adhere to the following guidelines when scheduling patients: 


Specialist Appointments  


Service  Standard  


Emergency appointments  Same day, within 24 hours of referral  


Urgent care  
 


Within three calendar days of referral  


Routine specialist care  Within 30 calendar days of referral 


Our policies outline the monitoring mechanisms used to assess compliance with our standards 
for access to care. We monitor providers by performing quarterly member satisfaction surveys, 
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ongoing review of complaint/grievance data, annual and ad hoc office site visits and annual 
after hour’s telephone surveys completed by provider services.  


Provider advocates also conduct secret shopper reviews of network providers to confirm all 
appointments are scheduled within the contractual time frames. Our Provider Summary Guide 
delineates that the provider services department conducts on-site visits and ongoing 
monitoring of providers to detect deficiencies, and that we will take corrective action when 
determined necessary. (Refer to Section 3.7.2.8 for more information on corrective actions.) 


BEHAVIORAL HEALTH STANDARDS 
Our behavioral health providers have very specific required standards for access and 
availability, as outlined in the following table. 


Service Definition Standard 


Routine behavioral 
health care (routine) 


Members presenting with routine symptoms;  
examples include: 


 Patients requesting treatment who do not present in 
acute distress. 


 Complaints of depression without vegetative 
symptoms including inability to sleep, weight loss, 
difficulty in concentrating or loss of interest in 
normal activities. 


 Complaints of anxiety without physical symptoms 
including shortness of breath, dizziness, 
palpitations, shaking, sweating, choking, nausea, 
numbness, tingling, hot flashes, chills or chest pain. 


 New patients that are stable on psychotropic 
medications. 


Within 10 
business days 


Urgent care (at risk) Examples include: 


 Patients requesting treatment who present with 
significant symptomatology without homicidal or 
suicidal ideation or psychotic symptoms. 


 Complaints of depression with vegetative 
symptoms including inability to sleep, weight loss, 
difficulty in concentrating or loss of interest in 
normal activities. 


 Complaints of anxiety with physical symptoms 
including shortness of breath, dizziness, 
palpitations, shaking, sweating, choking, nausea, 
numbness, tingling, hot flashes, chills or chest pain. 


 Patients maintained on psychotropic medications 
who have run out of medications. 


Within 48 hours 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 260 of 776
 


Service Definition Standard 


Crisis non-life-
threatening 
emergency services 
(expedited)  


Patients presenting with high-risk symptoms ; 
examples include: 


 Thinking of killing or harming self with no plan or 
intent. Expresses concern over ability to control 
behavior. 


 Thinking of killing or harming others with no 
specific victim, plan or intent. Expresses concern 
over ability to control behavior. 


 Currently threatening or thinking about engaging in 
self-injurious behavior. Expresses concern over 
ability to control behavior. 


 Recent onset of increased acute psychotic 
symptoms (hallucinations, delusions or paranoid 
ideation). 


 Patient, family or provider is requesting 
hospitalization.  


Within six hours 


Life-threatening 
emergency services 
(stat) 


Patients presenting with crisis symptoms should be 
referred to a clinician for telephonic assessment and 
intervention to expedite hospitalization. Examples 
include: 


 Currently threatening to kill or harm self. 


 Currently threatening to kill or harm others—duty to 
warn. 


 Currently engaging in significant self-injurious 
behavior (suicidal gestures, self-mutilation, 
engaging in life-threatening activities without 
precautions).  


 Acute psychotic symptoms (hallucinations, 
delusions or paranoid ideation) that result in 
behaviors which are endangering the person.  


Immediately 


All standards are based upon the availability of an appointment at any of the provider’s 
locations. Patient request for a particular time or site does not influence the availability 
standard.  


Specialist Consultation (Inpatient) 
 Service Standard 


ER assessment response Within four hours 


Inpatient specialty consultation Same-day response for request made by 3:00 p.m.; 
next-day response for request made after 3:00 p.m. 


Behavioral Health Policies, Mobile Response Team and Oversight  
To confirm that our members have access to mental health services 24 hours a day, seven days 
a week, our behavioral health department has written policies and procedures that describe 
how our members can obtain urgent coverage and emergency mental health services after 
business hours and on weekends. Specifically, we provide members with written information 
that contains contact phone numbers and describes how to access care. Emergency calls are 
triaged. A licensed clinician with experience in mental health triage and UM criteria assists 
the member. This on-call clinician can make triage decisions that include authorize inpatient 
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hospitalization; authorize partial hospitalization; authorize a crisis team to evaluate the 
patient; triage member to outpatient services; or triage member to an acute care facility 
(medical evaluation). The on-call clinician is thereby able to confirm that the member is 
admitted to the most appropriate level of care and receives program services for his/her 
specific situation and diagnosis. Psychiatrists within the network are also required to maintain 
24-hour phone access for emergencies.  


Our mobile response team is a 24 hours a day, seven days a week emergency and crisis 
management team made up of behavioral health professionals and is supervised by a PhD or 
M.D. These professionals travel to the ER or medical office to conduct crisis management 
assessments to determine the best level of care for the member. The development of this type of 
crisis management has proven to lower inpatient admissions and determine the best treatment 
plan for the member. The mobile response team has been the key to early intervention and 
success.  


Additionally, we provide oversight to our exclusive behavioral health provider, to validate that 
all standards are met.  


 Monthly review of all emergency response at the Joint Operating Committee, whereby 
detailed reports are required. 


Standard Penalty 


Access and Availability (per health plan 
standards—see Access/Availability Table) 


3 percent of the monthly capitated payment 
until cured 


ER Assessment Response to ER within four 
hours 


$150 per late response/complaint 


Inpatient Consultation—Same-day response for 
requests before 3 p.m. 


Cost of each medical hospital bed day in 
accordance with our contracted rate 


Monthly Reports—Within 15 days of the end of 
the month 


1 percent of the monthly capitated payment 
until cured 


Quarterly Reports—Within 15 days of the end of 
the quarter 


1 percent of the monthly capitated payment 
until cured 


 In addition to the monthly review, our behavioral health department conducts secret 
shopper audits to confirm that appointments are meeting required standards. Our staff 
listens to calls and completes the following form, whereby reports are generated and 
discussed on a monthly basis at the Joint Operating Committee meeting with the 
capitated provider. 
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  BEHAVIORAL HEALTH PROVIDER SECRET SHOPPER FORM 
 


Date of call:       Time of call:       Member Name and DOB:        
Telephone number called:                     Hold time in queue:        
Name of person answering call:       
Was the representative knowledgeable?     Yes  No  
Was there a proper greeting given when the phone was answered? Yes  No  
Did the representative identify themselves?    Yes  No  
Was the representative professional?     Yes   No  
Was the member placed on hold?      Yes  No   
How long?       
 
Secret Shopper Scenario: 
Attempting to make an appointment for Mental Health for themselves or someone other 
than themselves.  


 
When is the first available appointment and the location?       


Special Note: If the member has been outsourced to another provider, please fill out the 
below: 
Outsourced Provider Name and Phone Number:  ________________________ 
**Behavioral Health Staff Member will call the outsourced provider to check their first 
available appointment** 
First Available Appointment (Date and Time):  ________________________ 
Name of Behavioral Health Staff Monitoring Call:  ________________________ 


3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid 
recipients;  


We ensure our network of providers offers hours of operation without discrimination based 
upon the plan our member has selected for his/her health care coverage. Specifically, we 
validate that hours of operation offered to Medicaid members are no fewer than the hours of 
operation offered to commercial members or any FFS member. Additionally, our provider 
contracts include a provision prohibiting providers from differentiating or discriminating in 
the treatment of members or in the quality of services delivered to members on the basis of 
race, gender, age, religion, place of residence, health status, health care needs or source of 
payment, and to observe, protect and promote the rights of members as patients. 


We monitor compliance with this requirement by performing member satisfaction surveys, 
monitoring complaint/grievance data, conducting annual and ad hoc provider office site visits 
and using information compiled from afterhours telephone surveys completed by provider 
services. 


3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a 
week, when medically necessary; 


Our network provider contracts contain the provision that services are available 24 hours a 
day, seven days a week, and require providers to meet State standards for timely access to care. 
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We have contracted with 14 urgent care centers and two dedicated pediatric urgent care 
centers in Clark County, including our exclusive provider partner’s high acuity, 24-hour 
urgent care. In Washoe County, we provide members with access via seven contracted urgent 
care centers—providing extended daily and weekend hours in the covered service areas. 


3.7.2.6 Have mechanisms to ensure compliance by providers; 


We maintain and monitor our network to ensure members have adequate and timely access to 
all services covered under the contract for members. We also monitor network providers’ 
compliance with their adherence to guidelines. We use the following mechanisms to ensure 
compliance by our network providers: 


 Office site visits conducted by our provider advocates—conducted, at a minimum, 
annually 


 Member satisfaction surveys—ongoing, conducted quarterly  


 Afterhours telephone surveys—conducted annually  


 Complaint and grievance data—ongoing, as received 


 Secret shopper surveys—conducted monthly, as needed 


 Medical director engagement—daily, attendance at monthly Joint Operating 
Committee meetings 


3.7.2.7 Monitor providers regularly to determine compliance; 


We monitor our providers by performing quarterly member satisfaction surveys, conducting 
ongoing review of complaint/grievance data, performing regularly office-site visits (annually, 
at minimum) and compiling information from an annual afterhours telephone survey 
completed by our provider services staff. Our Provider Summary Guide delineates that the 
provider services department conducts on-site visits and ongoing monitoring of providers to 
detect deficiencies and that we take corrective action as necessary. (Refer to Section 3.7.2.8 for 
more information on corrective actions.)  


Further, our behavioral health provider network contracts require providers to be made 
available and accessible to subscribers promptly and in a manner that assures continuity and 
quality of care, as indicated within the following standards:  


 Life-Threatening Emergency Services – Immediate 


 Crisis Non-Life-Threatening Emergency Services – Same day within six hours 


 Urgent – Appointment within 48 hours 


 Routine – Appointment within 10 business days from request date 


3.7.2.8 Take corrective action if there is a failure to comply by network providers; and 


Our ongoing and thorough monitoring of provider compliance with the items referenced 
above in Sections 3.7.2.1 through 3.7.2.5 allow for early detection of deficiencies by the 
contracted providers within our network. In the event a deficiency is found within our provider 
network, the provider services department addresses the issue with the specific provider(s) and 
requires compliance with their contractual obligations through implemented corrective action 
plans. Continued failure by the provider/provider group to comply would lead to further 
disciplinary action, up to and including termination of a provider or provider group contract.  
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Promoting the Delivery of 
Culturally Competent Services 
We provide detailed information 
on cultural competency to our 
contracted providers during 
quarterly Joint Operating 
Committee meetings. This is in 
addition to both information 
supplied by our provider 
advocates during their quarterly 
site visits, as well as highlighted 
articles in our semiannual 
provider newsletter. 


Presently, our policies contain the monitoring mechanisms to assess compliance with our 
standards for access to care. We monitor provider compliance by performing member 
satisfaction surveys and monitoring complaint and grievance data, office-site visits and 
compiling information from an after hour’s telephone survey completed by provider services 
staff members. Our Provider Summary Guide indicates that the provider services department 
conducts on-site visits and ongoing monitoring of providers to detect deficiencies and that we 
take corrective action as necessary. The results of the corrective action are presented to the 
Credentialing Committee for approval. 


3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent 
manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic 
backgrounds.  


We have established a culturally and linguistically 
diverse provider network to meet the needs of the 
Nevada Medicaid population, including those with 
limited English proficiency and diverse backgrounds. 
We prohibit any act of discrimination to both members 
and providers. If we decline a provider request for 
participation, the provider is advised of our decision in 
writing, including information related to our appeal 
process for the decision.  


We actively participate in state and federal efforts to 
promote the delivery of services in a culturally 
competent manner to all members. We focus our efforts 


on facilitating culturally competent care for all members, 
but especially for those individuals with limited English proficiency and diverse cultural and 
ethnic backgrounds. We comply with all state and federal regulations pursuant to MSM 
Chapter 100, Section 103.6 as well as 42 CFR 438.206(b)(2).  


We are dedicated to making sure services we provide take into account principles of cultural 
competency. We believe cultural competency is at the heart of serving our members, meeting 
their special health needs and honoring their unique circumstances. Therefore, we have 
developed diverse community relationships with agencies and community organizations, 
which enhance our understanding of the diversity within Nevada, as well as the particular 
needs of underserved and financially disadvantaged populations. We are dedicated to 
participating in the communities we serve and in the larger scope of national efforts to 
incorporate cultural competence into all aspects of providing high quality, accessible health 
care to our members. 


CULTURAL COMPETENCY EDUCATION PROGRAM 


As described in our comprehensive Cultural Competency Plan (CCP), our education program 
includes methods we use to educate our providers and other subcontractors, with direct 
member contact, about the importance of providing services in a culturally competent manner. 
We educate our internal staff about the significance of recruiting and training providers and 
their office staff about meeting members’ unique diversity and cultural differences, while 
providing quality, integrated care. A vital component of our person-centered approach is a 
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way of communicating that reflects respect for people with cultural, physical or intellectual 
diversity.  


 We educate staff members about the available cultural diversity training and strongly 
encourage our health plan departments to have employees complete online education 
programs. Many customer-facing departments have added cultural sensitivity and 
diversity to their mandatory annual training requirements. 


 Our provider training emphasizes the person first, rather than the individual’s cultural 
differences. We conduct cultural sensitivity in-service trainings for providers and office 
staff, as well as appropriate subcontractors, during the initial contracting phase and as 
a component of remediation, as appropriate. 


 In 2015, the quality improvement department created a PowerPoint presentation for 
providers and their office staff, providing education on various sensitivities they may 
encounter with their patients, including disabilities, racial and ethnic considerations 
and LGBTQ issues. The presentation is available on the health plan’s website and 
discussed during provider advocate orientations. 


Under the direction of our chief medical director, our staff also makes efforts to train or assist 
providers, their office staff and subcontractors in receiving additional training in how to 
provide culturally competent services. This additional training may be a component of our 
ongoing quality improvement processes, remediation or a quality improvement project. 


3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State law, solely 
on the basis of that license, specialty or certification. The vendor may not discriminate against particular 
providers who serve high risk populations or specialized conditions that require costly treatment. If the 
vendor declines to include an individual or groups of providers in its network, it must give the affected 
network provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed 
to require the vendor to contract with providers beyond the number necessary to meet the needs of its 
recipients; or, preclude the vendor from using different reimbursement amounts for different specialties or 
for different practitioners in the same specialty; or, preclude the vendor from establishing measures that 
are designed to maintain quality of services and control costs and are consistent with its responsibilities to 
recipients. 


We comply with state regulation 42 CFR 438.12 (a). We have contracted with a broad network 
of providers representing all covered specialties for member care, and prohibit any act of 
discrimination to both members and providers. Our credentialing policy and processes 
confirm a non-discriminatory approach to network creation and operation. Our members’ 
needs are always our top priority in making network determinations. We understand the needs 
of our member population and contract with providers who serve high-risk populations and 
perform specialized services to treat unique conditions; these providers are contracted at rates 
consistent with other network providers. If we decline a provider request for participation, the 
provider is advised of our decision in writing, including information related to our appeal 
process for the decision. 
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3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the 
DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in 
accordance with the DHCFP’s standards for access to care at the time it enters into the contract with the 
State and any time there is a significant change in their operations that impact services. Such 
documentation must demonstrate that the vendor offers an appropriate range of preventive, primary care, 
and specialty services and maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of recipients in the service area. The 
vendor must submit such documentation at the time it enters into a contract with the State and at any time 
thereafter when there has been a significant change, as defined by the State, in the vendor’s operations 
that would affect adequate capacity and services, and as requested by the State to conduct an access to 
care analysis. A significant change includes but may not be limited to:  


A. Changes in the vendor’s services, benefits, geographic service area or payments; or 


B. Enrollment of a new population in the network. 


We provide the State with access and availability reports on a quarterly basis. In the event of a 
significant change, we notify the State and confirm our members do not experience any 
disruption in the delivery of health care services. 


Further, per DHCFP decisions and guidance, we have the capacity and operational 
capabilities to expand to additional Nevada populations and geographies. For instance, we 
have provided services for the LTSS, ABD and foster care populations successfully in 22 other 
markets and are positioned to do so in Nevada should the State decide to include these 
populations in the Medicaid program. 


3.7.3 Network Management 
3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 


The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of contact with the 
vendor. As such, the PCP or the physician at the Primary Care Site is responsible for the following: 


A. Delivery of covered medically necessary, primary care services and preventive services, including 
EPSDT screening services and Well Baby/Child Services;  


B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C. Referrals for specialty care and other covered medically necessary services in the managed care 
benefit package; 


D. Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health 
and substance abuse services, within the vendor’s network; 


E. Continuity and coordination of the enrolled recipient’s health care; and 


F. Maintenance of a current medical record for the enrolled recipient, including documentation of all 
services provided by the PCP, and specialty or referral services, or out-of-network services such as family 
planning and emergency services. 


Although PCPs must be given responsibility for the above tasks, the vendor must agree to retain 
responsibility for monitoring PCP and Primary Care Site activities to ensure they comply with the vendor’s 
and the State’s requirements. The vendor is prohibited from imposing restrictions on the above tasks.  


Our network provider contracts contain the provision that services are available 24 hours a 
day, seven days a week, and require providers to meet state standards for timely access to 
care—taking into account the urgency of the need for services. We offer freestanding urgent 
care centers, convenient care centers, telehealth capabilities and the option of the telephone 
advice/nurse service for members that require urgent (but not emergent) care.  
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Our Provider Summary Guide provides detailed instructions to network providers regarding 
the medical and dental EPSDT/Well-Baby/Well-Child Referral screening and the process that 
must be followed to comply with this requirement. Our UM department, in collaboration with 
provider services staff, assists PCPs with the coordination of authorizations/referrals for 
specialty care and other covered medically necessary services. The PCP is responsible for 
initiating the coordination of medically necessary services beyond the scope of their practice. 
The PCP monitors the progress of referred members’ care and confirms that members are 
returned to the PCP’s care as soon as medically appropriate. Members can self-refer in 
network for family planning, OB/GYN, mental health and substance abuse services.  


For new members actively undergoing treatment, our case management team uses 
information obtained from the prior carrier to coordinate care and confirm the member’s care 
is not disrupted during the transition process. Our case manager works collaboratively with 
our provider services department to secure member-specific letters of agreement (LOAs), if 
needed, in the event the member’s current provider is not a contracted network provider. With 
the execution of the member-specific LOA, our case manager arranges for care to be 
continued with the member’s current provider to provide continuity of care, and the member’s 
care will be transitioned after the member’s medical condition is stable. 


Our Provider Summary Guide and contracts indicate PCPs and specialists are responsible for 
appropriate documentation and maintenance of medical records. We retain responsibility for 
monitoring medical records to validate that providers are following the correct standards for 
record documentation, following HIPAA and record retention. 


We monitor providers by performing member satisfaction surveys, monitoring complaint and 
grievance data, office site visits and compiling information from an afterhours telephone 
survey completed by provider services. Our Provider Summary Guide delineates that the 
provider services department conducts on-site visits and ongoing monitoring of providers to 
detect deficiencies and that we take corrective action as necessary (see 3.7.2.8 above for more 
information on corrective actions). 


3.7.3.2 Laboratory Service Providers 


The vendor shall ensure that all laboratory testing sites providing services under this contract have a valid 
Clinical Laboratory Improvement Amendments (CLIA) certificate or a waiver of certificate of registration, a 
CLIA identification number, and comply with CLIA regulations as specified by 42 CFR Part 493. The 
vendor shall provide to the DHCFP, on request, copies of certificates of any laboratories with which it 
conducts business.  


Quest Diagnostics, a publicly traded company with a valid CLIA certificate, is our sole source 
laboratory provider. Quest Diagnostics has 21 patient service centers in Las Vegas and four 
locations in the Reno/Sparks area. Quest Diagnostics patient service centers are conveniently 
located throughout the covered service areas. As part of the credentialing process for 
laboratories, we maintain copies of applicable licenses and valid Clinical Laboratory 
Improvement Amendments (CLIA) certifications and, at the request of DHCFP, will provide 
copies. 
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3.7.3.3 Essential Community Providers 


An essential community provider accepts patients on a sliding scale fee, determined on the income of the 
patient; does not restrict access or services due to financial limitations of a patient; and can demonstrate 
to the DHCFP that the restriction of patient base from this provider would cause access problems for 
either Medicaid or low-income patients. 


We comply with this requirement by contracting with essential community providers. We 
understand the State’s definition of an essential community provider and we will contract with 
all willing essential community providers in our service areas for medical, behavioral and 
dental services.  


We are conducting good faith efforts to contract with all essential community providers that 
provide the behavioral health programs that meet our quality standards. For the entities that 
do not meet expected qualifications, we work with the provider group and offer guidance, 
training and assist them in creating a system of care that is appropriate. 


3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 


A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care 
services;  


B. The University Medical Center of Southern Nevada to provide inpatient and ambulatory services; 


C. The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health 
clinics, to provide health care and behavioral health care services;  


D. School-Based Clinics;  


E. Aging and Disability Services Division (ADSD); 


F. Division of Public and Behavioral Health (DPBH); 


G. Substance Abuse Prevention and Treatment Agency (SAPTA); 


H. Community Centered Behavioral Health Clinics (CCBHC);  


I. Division of Child and Family Services (DCFS); and 


J. County Child Welfare Agencies. 


K. There may be times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help ensure continuity 
of care of these recipients. 


L. Any health provider designated by the DHCFP as an essential community provider. The DHCFP will 
notify the Vendor of providers designated by the DHCFP as essential community providers.  


M. At the States option, the vendor may be required to contract with other agencies within the DHHS, the 
Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing 
medically necessary services, including behavioral health. If this option is exercised and there is any 
resulting additional expense incurred by the vendor, the DHCFP will adjust the capitation rate so that it 
remains actuarially sound. 


N. Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the 
provider as contracts with other providers in the same geographic area for similar services. Providers who 
work through one of the essential community providers must be negotiated in good faith 


We have contracts with essential community providers to confirm that we provide a 
comprehensive network to meet member needs, including providers within items A through J 
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above. The contracts offered to essential community providers do not differ from the contracts 
offered to other network providers.  


FEDERALLY QUALIFIED HEALTH CENTER OR RURAL HEALTH CENTER  
We have contracted with the three major FQHCs in Nevada—Nevada Health Centers, 
Northern Nevada HOPES and Community Health Alliance—to provide primary care support 
systems for our Medicaid members.  


Contracted Essential Community Behavioral Health Providers 


FQHC Address # of Providers 


Nevada Health Centers 1799 Mount Mariah Drive, Las Vegas, NV 89106 1 provider 


Nevada Health Centers 3325 Research Way, Carson City, NV 89706 1 provider 


Nevada Health Centers 3900 Cambridge Ave #102, Las Vegas, NV 
89119 


1 provider 


Northern Nevada HOPES 580 W 5th Street, Reno, NV 89503 14 providers 


Community Health Alliance 1055 S Wells Avenue, Reno, NV 89502 4 providers 


As an example of our efforts, Nevada Health Centers FQHC 501(c)3 (NVHC) is now 
beginning to include behavioral health therapists in their primary care facilities. We have 
begun discussions with them and offered assistance during their expansion of services.  


In addition, NVHC may be an important link to the rural and frontier counties of Nevada 
where they have facilities. Partnerships with these facilities could be the key to reach members 
there that are in need of mental health or substance abuse services. Many remote populations 
do not have access to internet or cellular service. A room at an NVHC located in these areas 
may allow our members to have privacy while seeking tele- or video therapy. This will not only 
benefit the individual, it also will assist NVHC and the continuum of care.  


We continually monitor and maintain diversity within our provider network to meet the ethnic 
and cultural sensitivity needs of our Medicaid population. With this review, we recruit and 
monitor our minority clinicians. Currently, our contracted behavioral health providers are 70 
percent minority, with the largest percentage being African American. 


UNIVERSITY MEDICAL CENTER OF SOUTHERN NEVADA 
Our organization believes in the importance of members having access to life-saving acute 
services, including trauma services, which are available by Nevada’s only Level 1 trauma 
center, University Medical Center, which is an anchor to our contracted provider network. 


THE UNIVERSITY OF NEVADA, SCHOOL OF MEDICINE SYSTEM  
We have established contracts with the University of Nevada, School of Medicine (UNSOM) to 
provide high acuity academic medical resources to our network, with it’s over 152 providers 
across a magnitude of both primary care and specialty type services. We are also conducting 
good faith efforts to partner with providers at Mojave Mental Health and the UNSOM system 
for behavioral health services. These groups provide outpatient behavioral health and 
substance programs that meet our quality standards. 
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Provider Location Address # of Providers 


University School of Medicine 
(North) 


5190 Neil Road #215, Reno, NV 89502 14 providers 


University School of Medicine 
(South) 


6375 W Charleston Blvd #A172, Las 
Vegas, NV 89146 


1 provider 


Mojave Mental Health (North) 745 W Moana Lane #100, Reno, NV 89509 17 providers 


Mojave Mental Health (South) 6357 W Charleston Blvd, Las Vegas, NV 
89146 


14 providers 


Mojave Mental Health (South) 4000 E Charleston Blvd, Las Vegas, NV 
89146 


9 providers 


SCHOOL-BASED CLINICS 
We have contracts and we are pursuing opportunities to expand our network to confirm all the 
services needed for membership are covered. For example, our contract with Foundation for 
Positively Kids provides our members with access to school-based clinics, which alleviates or 
improves upon gaps in care. 


AGING AND DISABILITY SERVICES DIVISION  
We will make good faith efforts to negotiate contracts with Aging and Disability Services 
Division (ADSD).  


DIVISION OF PUBLIC AND BEHAVIORAL HEALTH  
We will make good faith efforts to partner with the Division of Public and Behavioral Health 
(DPBH) providers to create a peer program in Nevada, as we did for the “in lieu of” ruling for 
the IMDs. These groups provide outpatient mental health and substance abuse programs that 
meet our quality standards. These providers are critical care resources in rural and frontier 
counties of Nevada, and we have contracted with several of DPBH’s facilities. Partnerships 
with these groups will be vital to reach members that are in need of behavioral health or 
substance abuse service in rural and frontier counties. The following providers represent the 
total number of providers available in these counties. 


Provider  Address 


Northern Nevada Adult Mental Health 
Services 


480 Galletti Way Sparks, NV 89431 


Southern Nevada Adult Mental Health 
Services 


6161 W Charleston 
Blvd 


Las Vegas, NV 89146 


Caliente Rural Counseling & Supportive 
Services 


100 Depot St #20 Caliente, NV 89008 


Fallon Rural Counseling & Supportive 
Services 


151 N Main St Fallon, NV 89406 


Douglas Rural Counseling & Supportive 
Services 


1528 US Hwy 395 N Garderville, NV 89410 


Ely Rural Counseling & Supportive 
Services 


1675 F Ave #F Ely, NV 89315 


Yerington Rural Counseling & Supportive 
Services 


215 W Bridge St #5 Yerington, NV 89048 
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Provider  Address 


Pahrump Rural Counseling & Supportive 
Services 


240 S Humahuaca St Pahrump, NV 89048 


Silver Springs Rural Counseling & 
Supportive Services 


3595 Hwy 50 W 3 Silver Springs, NV 89429 


Laughlin Behavioral Health Center 3650 S Pointe Cir #208 Laughlin, NV 89029 


Mesquite Behavioral Health Center 61 N Willow St #4 Mesquite, NV 89027 


Winnemucca Rural Counseling & 
Supportive Services 


475 W. Haskell St. Winnemucca, NV 89446 


SUBSTANCE ABUSE PREVENTION AND TREATMENT AGENCY (SAPTA) 
We currently contract with 92 Nevada outpatient providers and seven inpatient facilities, some 
of which are Type 17 Substance Abuse Prevention and Treatment Agency (SAPTA) providers 
in Southern and Northern Nevada that specialize in substance abuse and chemical 
dependency. These providers are required to complete our rigorous credentialing process prior 
to executing a contract. We will credential those providers who are clinically licensed and 
have achieved a master’s degree or higher. Non-licensed providers with a bachelor’s degree or 
lower are able to conduct group therapies and basic skills training (BST) under close 
guidance and supervision of a clinical licensed health plan-credentialed provider, per our 
behavioral health medical director. Currently, there is no identified shortage of provider 
specialty in the service areas. We pride ourselves on contracting with high-quality services 
while still meeting access and available requirements set forth by the State, NCQA and URAC. 


We conduct good faith efforts to partner with SAPTA providers. The following groups provide 
outpatient substance abuse programs that meet our quality standards. 


Provider Group Address # of Providers 


Community Counseling LV 714 E. Sahara Ave Las Vegas, NV 89104 26 providers 


Bridge Counseling 
Associates 


1640 Alta Dr. #4 Las Vegas, NV 89106 25 providers 


Bristlecone Family 
Resources 


704 Mill St Reno, NV 89502 7 providers 


Family Counseling – 
Northern Nevada 


575 E Plumb Ln Reno, NV 89502 4 providers 


Quest Counseling & 
Consulting 


3500 Lakeside Ct. #101 Reno, NV 89509 6 providers 


Help of Southern NV 1640 E. Flamingo Rd. #100 Las Vegas, NV 89119 2 providers 


Westcare Nevada, Inc. 5959 Duncan Dr. Las Vegas, NV 89103 29 providers 


Ridge House, Inc. 900 W. 1st ST #200 Reno, NV 89503 5 providers 


Step 2 3700 Safe Harbour Pl Reno, NV 89512 4 providers 


Adelson Clinic 3661 S. Maryland Pkwy. 
Ste. 64 


Las Vegas, NV 89169 In process 


COMMUNITY CENTERED BEHAVIORAL HEALTH CLINICS  
We make good faith efforts to partner with Community Centered Behavioral Health Clinic 
(CCBHC) facilities. We are fully supportive of services offered at these locations providing 
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comprehensive behavioral health care. These services focus on person and family-centered 
treatment planning. The Designated Collaborating Organizations (DCO) relationship also will 
be important due to their specializing in recovery-oriented care.  


DIVISION OF CHILD AND FAMILY SERVICES  
We will make good faith efforts to negotiate contracts with Division of Child and Family 
Services (DCFS) providers.  


COUNTY CHILD WELFARE AGENCIES 
We will make good faith efforts to negotiate contracts with County Child Welfare agencies. 


DCFS AND COUNTY CHILD WELFARE PROVIDERS 
We will make good faith efforts to negotiate contracts with DCFS and County Child Welfare 
providers. 


DISPROPORTIONATE SHARE HOSPITALS OR VARIOUS COUNTY ENTITIES 
We will make good faith efforts to negotiate contracts with Disproportionate Share Hospitals 
(DSH) or various County entities. 


3.7.4 Subcontractors 
3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must 
be in writing, must be prior approved by the DHCFP, and must contain all applicable items and 
requirements as set forth in the DHCFP Managed Care Contract, as amended. The vendor may not 
delegate any item or requirement in the DHCFP Managed Care Contract to any subcontractor or network 
provider without the express, written approval of the DHCFP. The vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty equal to 
$25,000 for each incident. Without limitation the vendor must make all Subcontracts available within five 
(5) business days of a request by the DHCFP. This includes but is not limited to administrative, technical 
and medical providers. 


We provide the majority of services for our members within our health plan, including quality 
management, claims processing, utilization management, medical management, member 
services, provider services, case management, enrollment, pharmacy services, health 
education, information technology and executive leadership. Our Medicaid compliance officer 
confirms that all subcontracts and delegation receive prior written approval from the DHCFP. 
It is our policy to provide all subcontracts, including but not limited to, administrative, 
technical and medical to DHCFP within five business days of a request. 


3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the vendor. Notwithstanding the use of subcontractor(s), the vendor accepts and 
acknowledges its obligation and responsibility under this contract as follows:  


A. For the provision of and/or arrangement for the services to be provided under this contract and to 
ensure the coordination of care between medical, behavioral and social needs is maintained; 


B. For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; 
and 


C. For the payment of any and all claims payment liabilities owed to providers for services rendered to 
enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the 
provider has exhausted its remedies against the subcontractor; provided further that such provider would 
not be required to continue to pursue its remedies against the subcontractor in the event the 
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subcontractor becomes insolvent, in which case the provider may seek payment of such claims from the 
Vendor. For the purposes of this section, the term “Insolvent” shall mean: 


1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt 
or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or 
similar relief under the applicable bankruptcy laws or any other similar, applicable Federal or State law or 
statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or 
trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the 
application of any creditor or other party entitled to so apply in any insolvency or bankruptcy proceeding 
or other creditor’s suit. 


D. For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor. The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their 
officials, representatives and employees harmless from any and all liabilities, losses, settlements, claims, 
demands, and expenses of any kind (including but not limited to attorneys’ fees) which are related to any 
and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this 
RFP for which a subcontractor is the primary obligor. 


E. Subcontracts which must be submitted to the DHCFP for advance written approval include any 
subcontract between the vendor, excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the selected vendor’s responsibilities 
under the DHCFP Managed Care Contract. This provision includes, but is not limited to, contracts for 
vision services, mental or behavioral health services, claims processing, recipient services, provider 
services, cost containment services such as utilization management, third party liability, surveillance and 
utilization review, and/or pharmacy services. This provision does not include, for example, purchase 
orders. In addition, the vendor must provide written information to the DHCFP prior to the awarding of any 
contract or Subcontract regarding the disclosure of the vendor’s ownership interests of five percent (5%) 
or more in any delegated entity or Subcontractor.  


We provide the overwhelming majority of services without the use of subcontractors. Should 
we subcontract to any individual, firm, corporation or any other entity engaged to perform 
part or all of our responsibilities, the subcontract will be submitted to DHCFP for advance 
written approval by our Medicaid compliance officer. Before the award of any subcontract, we 
will provide information to the DHCFP regarding ownership of 5 percent or more in any 
delegated entity or subcontractor. We acknowledge and affirm all definitions listed above. We 
also affirm that we shall indemnify, defend and hold the state of Nevada, DHCFP and their 
officials, representatives and employees harmless from any and all liabilities. 


F. As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the 
procedures set forth in Attachment D, Contract Form. 


We agree to comply with the procedures set forth in Attachment D. 


G. Subcontractor contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. 


Our subcontractor contracts do not provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. Any future 
subcontracts will not provide financial or other incentives to providers and subcontractors for 
denying, reducing or limiting medically necessary services. 


H. The use of “gag” clauses in subcontractor contracts is prohibited. 


Our subcontractor contracts do not include “gag” clauses and any future subcontracts will not 
include “gag” clauses.  
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3.7.5 Access and Availability 
The vendor shall: 


3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 


MONITORING ACCESS STANDARDS  
On a quarterly basis, our provider services and operations teams perform comprehensive 
monitoring of our provider network to ensure compliance with access standards. They conduct 
this through the collection and analysis of performance indicators including, but not limited 
to: 


 GeoAccess reports 


 Member complaints and appeals  


 Member and provider satisfaction surveys 


 CAHPS member satisfaction survey provider access questions  


 Medical records reviews for high-volume PCP and specialty health providers 


 On-site provider reviews  


 Provider profiling that identifies members with excessive ER use and few visits over 
time  


 Care manager feedback and reports from 24-hour nurse line indicating consistent 
access issues 


Access is a critical component to the success of our health care delivery system. To ensure our 
members have ready access to quality health care, our comprehensive network access plan 
enables us to meet or exceed Nevada access standards. Our Quality Improvement Committee 
(QIC), which includes our local health plan’s senior management staff, is responsible for 
monitoring all aspects of compliance with access standards. 


We actively monitor our provider network to identify issues with individual providers, as well 
as any trends. Initial reviews occur at the departmental level, with trended information 
reported to the QIC to identify performance improvement opportunities. This process includes: 


 Reviewing network performance against access standards  


 Identifying and developing recommendations to address geographic and clinical needs 
for network expansion  


 Monitoring, evaluating and implementing improvement plans for access and 
availability of network practitioners, including evaluating member satisfaction data  


 Monitoring the linguistic competencies of provider offices as compared to members 
and providing access to a language line which provides more than 200 languages 


 Evaluating data on practitioner and provider contract denials 


 Recommending topics for and reviewing provider communications  


 Analyzing HEDIS provider data  


 Analyzing, identifying opportunities and recommending interventions to address 
provider satisfaction including member trends and complaints 
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INNOVATIVE STRATEGIES TO IMPROVE MEMBER ACCESS TO CARE 
We have a long, rich history supporting inventive use of mobile care, technology and provider 
education and recruitment strategies to improve access to care and reduce health care 
disparities for members in traditionally underserved populations, such as those in rural areas. 
The following are innovative strategies we use to improve our Nevada members’ access to 
quality health care.  


Mobile Health Care 
We regularly use a mobile medical center for member care in Clark and Washoe counties. We 
designed and use this clinic to lower barriers to health care—such as transportation, child 
care, work obligations and the low number of PCPs in Nevada—that often put even routine 
checkups out of reach. Our onboard staff consists of a provider, two licensed practical nurses, 
two medical assistants and a radiology technician, supported  with state-of-the-art diagnostic 
equipment. Our portable doctor’s office offers patients a wide range of health care services, 
such as pediatric and primary care, immunizations, x-rays, mammographies, physicals and 
basic lab tests, and features two exam rooms, a laboratory for urinalysis and blood tests, a 
radiology lab, a lobby and a restroom. Our mobile clinic visits community centers, homeless 
shelters and churches to reach Medicaid members and others who need health care services, 
as well as makes regular visits to key businesses whose employees are enrolled in our health 
plan.  


Further, members in underserved areas can use our contracted FQHC’s mobile care services 
for local and convenient access to care. The NVHC mobile mammography van, the 
Mammovan, travels across Nevada and services approximately 3,000 women each year. 
NVHC’s Ronald McDonald Care Mobile travels throughout rural Nevada, providing 
restorative and preventive dental care for children. The Care Mobile is supported in part by 
the Ronald McDonald House Charities. 


Telemedicine 
Available via an online application, our Medicaid members have access to telemedicine 
technology to receive a diagnosis, individualized plan of care and most prescriptions (sent 
electronically to the member’s preferred pharmacy) from a highly qualified practitioner. The 
tool allows a member to have a virtual appointment with a provider from the comfort of 
his/her home or office via secure webcam, smartphone or other mobile device. The 
telemedicine service is available 24 hours a day, seven days a week; appointments are not 
necessary and the wait is typically less than 10 minutes (according to a recent stats report).  


Our members can use telemedicine services for non-urgent and non-emergency conditions 
such as: allergies, bladder, urinary tract infection, bronchitis, cough or cold, sore throat, 
sinusitis, ear infection or swimmer's ear, eye infection, pink eye or sty fever, chills, runny 
nose, headache, laryngitis, nausea, skin inflammation, rash, shingles, poison ivy or poison 
oak, or viral illnesses. We also provide behavioral health as part of our telemedicine solution. 
In this behavioral health component of our offering, one licensed clinical social worker 
provides one-on-one non-urgent, non-emergent routine behavioral health treatment. 


Programs and Grants to Educate Future Health Care Providers 
We have extensive experience supporting local efforts to recruit, educate and retain in-state 
providers, thereby improving access to care and healthier communities, by offering grant and 
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scholarship funding to support local initiatives, as well as leveraging national programs. For 
example, our parent company recently provided a substantial grant to a state university’s 
School of Medicine to train urgently needed new doctors. The grant, which will support 
planning for new community health clinics, is the latest example of actions we have taken to 
improve available resources at all levels of the health care industry.  


Additionally, we implement collaborative extern programs with local universities. As part of 
these programs, the medical student extern shadows our health education team to learn how 
nutrition relates to chronic conditions (e.g., diabetes, high cholesterol, high blood pressure) 
and a person’s overall well-being. Our extern program supplements current medical school 
training.  


We also actively research curriculum offerings to train direct care workers. We have a 
national relationship with Goodwill and our intent is to identify the curriculum that is most 
effective, and assist Goodwill with the resources needed to expand their services to help build 
capacity and expertise in the direct care worker workforce. 


Additional Strategies to Attract and Retain Providers in Nevada 
One of our exclusively contracted Nevada provider partners recently created a health care 
model, Team Performance, designed to bring the joy back into practicing medicine. This new 
Team Performance strategy allows our providers to spend as much time as possible caring for 
their patients—making the best possible use of their expertise while encouraging and 
nurturing collaboration. Our partner accomplishes this by reducing time-consuming 
administrative work—resulting in physicians and clinical staff who can all perform at the top 
of their licenses. 


The Team Performance model, with its focus on patient care, is vital to recruitment. Our 
exclusive provider partner searches both locally and nationally for providers who will be good 
additions to the team; using an employee referral program as just one of their sourcing 
strategies. By the end of 2015, they increased their provider count by 100. Today, they employ 
over 350 providers throughout Nevada. 


3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance 
with access standards, and take appropriate corrective action, if necessary, to comply with such access 
standards.  


We use quarterly GeoAccess mapping and data-driven analyses to ensure compliance with 
access standards, and take appropriate corrective action, if necessary, to comply with the 
required access standards outlined in the Scope of Work. 


APPROACH TO CORRECTIVE ACTION 
Our provider services team, working in collaboration with other departments, has 
organizational responsibility for gathering, evaluating and trending provider input; 
prioritizing provider-identified issues; and developing effective intervention strategies to 
address them. These multiple data points of provider information operate as a clearinghouse 
and an early warning system to identify issues as soon as possible and avoid escalation.  


When an unsatisfactory trend or issue is identified, it is assigned to the appropriate functional 
area or interdisciplinary team for prioritization and end-to-end resolution. Necessary research 
is performed, leading to development of the following:  
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 Problem summary 


 Root cause analysis 


 Impact 


 Proposed solution 


Our provider services staff completes the initial reviews, with trended information reported to 
our Quality Improvement Committee to identify performance improvement opportunities and 
to review corrective actions as determined appropriate. If monitoring indicates issues of non-
compliance with requirements, provider advocates will increase face-to-face visits to assist the 
provider in determining a quick resolution and take corrective action if there is a failure to 
comply. 


3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address 
issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.  


As one of the nation’s leading and most experienced health insurers, and as we do with all 
other state partners, we commit to ensuring Nevada’s Medicaid members receive access to the 
same quality health care programs as those who are privately insured or have Medicare. Our 
primary focus has been, and remains, offering a health care delivery and financing system 
that provides medical excellence at an affordable price for members in all the markets we 
serve.  


We take seriously our accountability for providing meaningful, well-orchestrated health care 
programs. Nevada is both growing and increasingly diversifying, which presents the State with 
unique challenges in financing and delivering health care services. We are an experienced, 
successful contractor well versed in these challenges. In all our nationwide markets, we 
collaborate with our state partners to resolve issues members have faced with access and 
availability to services and to maintain or improve access to care for the publicly insured. 


We routinely collaborate with state partners to address issues and opportunities to improve 
health care access and availability to members. Examples may include implementing our 
mobile care services to bring care to members in underserved areas (e.g., mammograms and 
preventive screenings) and telehealth services, which members can access 24 hours a day, 
seven days a week, and avoid unnecessary trips to the ER. 


We also collaborate with community stakeholders, such as the Northern Nevada and Southern 
Nevada Immunization Coalitions, to improve Nevada’s immunizations rates by bringing 
immunizations to community-sponsored events. 


3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations 
through county and state public health clinics. 


We take affirmative steps to enhance member participation in the EPSDT program. These 
steps focus on well-child visits and EPSDT exams (e.g., health history, developmental 
assessment, complete physical exam, vision screening, hearing test, urinalysis, blood test, 
recommended immunizations, nutrition screen, anticipatory guidance and other tests and 
referrals as needed) with the goal of promoting healthy development, preventing disease and 
detecting treatable conditions early on to avoid further serious health problems.  


We have established a contract with the Southern Nevada Health District, where members 
may receive health screenings, reproductive services and immunizations. In Washoe County, 
we have established a contract with the Washoe County Health District to make certain 
Northern Nevada populations have access to important health screenings, reproductive 
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services and immunizations. Both of these organizations have programs, which specialize in 
AIDS/HIV prevention, chronic disease prevention, family planning services, substance abuse 
prevention and treatment, teen pregnancy prevention programs, and injury prevention 
programs in addition to the health screenings, reproductive services and immunizations. The 
Southern Nevada Health District is also engaged in Healthy People 2020—taking a broader 
look across all populations and striving to identify health improvement in adolescent health, 
dementia and Alzheimer’s disease, and sleep health, to name a few programs. 


Our Provider Summary Guide stipulates that all contracted PCPs must participate in the 
Vaccines for Children (VFC) Program. The VFC Program, administered by the Nevada State 
Health Division, provides vaccines free-of-charge to providers. These vaccines may be 
administered to members through 18 years of age in accordance with the most current 
Advisory Committee on Immunization Practices (ACIP) schedule. Additionally, our providers 
are reminded that the goal is to fully immunize children up to age 2. Our contracted providers 
also are required to participate in the Nevada State Health Division’s Immunization Registry, 
a statewide registry that houses immunization information about Nevada’s children. Providers 
are educated on how to enroll in both programs. 


3.7.5.5 Promotion of care management and early intervention services shall be accomplished by 
completing welcome calls and/or visits to new recipients. This method ensures that an orientation with 
emphasis on access to care, choice of PCP and availability of an initial health risk screening occurs 
proactively with each recipient who becomes enrolled. If a screening risk level determines need for further 
care management a care management referral will be completed.  


We meet this requirement through formal monthly orientation sessions, information provided 
during member walk-in visits to our member services department and new member welcome 
calls. Our member services staff make outbound calls to all new members monthly to provide a 
brief orientation on our health plan. We place emphasis on selection of a PCP, making 
appointments for preventive services such as prenatal care, well-child visits and 
immunizations. All new members also receive a health assessment questionnaire in the new 
member packet to assist us with identifying members in need of care management. All new 
members have access to the online health risk assessment available through our Health 
Education and Wellness Division website.  


Through the welcome call process, our service representatives educate members on our 
program and answer member questions about their benefits, inform them about what 
programs are available and how to access them, as well as confirm the member’s PCP if one 
has been assigned, or help the member select a PCP if the member has not done so.  


Our welcome calls enhance the member’s engagement with his/her health plan and gather 
information that will help us to provide better and more personalized service by welcoming 
new members, conducting an initial health risk assessment and providing initial education 
around benefits and the health plan. When we have the opportunity to speak with our 
members, we often create improved levels of member satisfaction and more appropriate 
utilization of health care services. 
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3.7.5.6 Maintain an adequate network that ensures the following: 


A. PCP-To-Recipient Ratios 


The vendor must have at least one (1) full-time equivalent (FTE) primary care provider, considering all 
lines of business for that provider, for every one thousand five hundred (1,500) recipients per service 
area. However, if the PCP practices in conjunction with a health care professional the ratio is increased to 
one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service area. 


B. PCP Network Requirements 


Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting eligible 
recipients per service area. This ratio cannot exceed the FTE requirement. In no case may a single 
provider accept more recipients than allowed by the FTE requirement.  


C. Primary Care Provider Participation 


Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must contractually 
agree to accept eligible recipients. At least fifty percent (50%) of the aforementioned PCPs must accept 
eligible recipients at all times. If the vendor has a contract with a Federally Qualified Health Center 
(FQHC) and/or the University of Nevada Medical School, the physicians of the MCOs can be counted to 
meet the fifty percent (50%) participation and fifty percent (50%) acceptance requirement. The DHCFP or 
its designee may audit the vendor’s network monitoring tool for compliance. 


D. Physician Specialists 


The vendor must provide access to all types of physician specialists for PCP referrals, and it must employ 
or contract with specialists in sufficient numbers to ensure specialty services are available in a timely 
manner. The vendor should provide access to at least two specialists/subspecialists in their service 
areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) specialist per one 
thousand five hundred recipients per service area (1:1,500).  


These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of physician 
specialist availability by specific service area. 


If a recipient is unable to arrange specialty care from a network provider, the vendor must arrange for 
services with a provider outside the vendor’s network.  


We comply and have comprehensive provider access and availability policies and procedures 
in place, which help us ensure adequate physical and geographical access to medically 
covered services for enrolled members. On a quarterly basis, we use GeoAccess mapping and 
data-driven analyses to ensure compliance with the State’s access standards. The report 
includes member-to-provider ratios, average driving distances to the nearest primary care 
locations and open/closed panel status for PCPs. We have extensive experience providing this 
to the markets we serve.  


We can demonstrate, through quarterly access and availability reporting, the ability to exceed 
regulatory compliance requirements for the following access and availability measures, as 
contractually required by the DHCFP: 


CONTRACT REQUIREMENT: PCP-TO-MEMBER RATIO 
State Requirement: The PCP-to-member ratio is at least one full-time equivalent (FTE) PCP 
for every 1,500 members per service area. Alternatively, if the PCP practices in conjunction 
with a health care professional, the ratio is increased to one FTE PCP for every 1,800 
members per service area. 


We comply with and meet the State’s PCP-to-member ratios and, due to the strength of our 
contracted Nevada network, significantly exceed these requirements. 
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We maintain capacity standards for individual PCPs by measuring PCP panel limits using a 
determined ratio standard in compliance with State requirements. Each month, we monitor 
PCP panel size by reviewing PCP-to-member ratio reports, which show all PCPs, including 
primary care obstetricians, whether the panel status is open or closed. When a PCP’s panel 
approaches, we remove them from the auto-assignment algorithm and continue to monitor 
their status. Frequent monitoring allows us to be proactive in addressing capacity of our 
PCPs. If we experience a shortage in our network due to PCPs having full panels, our locally 
based provider services representatives identify and conduct outreach to potential providers for 
network participation. 


CONTRACT REQUIREMENT: PCP ACCEPTANCE OF ELIGIBLE MEMBERS 
State Requirement: At least 50 percent of the PCP network accepts eligible members. 


Based upon analysis of our contracted network, we meet and exceed the State’s requirement 
(as shown in the following table). We work with providers to monitor their panels and to 
confirm they have adequate capacity, access and appointment availability. If we receive 
feedback that a provider is not available, we engage in a process of engaging providers in the 
member’s geographic area. We conduct secret shopper surveys to confirm panel status. For 
providers with shortages, we call on Monday morning to validate their availability. 


CONTRACT REQUIREMENT: SPECIALIST-TO-MEMBER RATIO 
State Requirement: The all-inclusive specialist-to-member ratio is 1:1,500. 	


We comply with and meet the State’s specialist-to-member ratio and, due to the strength of our 
contracted Nevada network, significantly exceed these ratio requirements. We monitor 
specialist panel limits using the same methods we describe above for PCPs. 


Finally, if a member is unable to arrange specialty care from a network provider, we help 
arrange for services with an out-of-network provider via an LOA. 


3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, 
as follows: 


A. Emergency Services  


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) days a 
week, with unrestricted access, to enrolled recipients who present at any qualified provider, whether a 
network provider or an out-of-network provider.  


B. PCP Appointments 


1. Medically necessary, primary care provider appointments are available within two (2) calendar days;  


2. Same day, urgent care PCP appointments; and 


3. Routine care PCP appointments are available within two (2) weeks. The two (2) week standard does 
not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits 
less frequently than once every two (2) weeks. 


C. Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision services, and other 
diagnostic and treatment health care providers, the vendor shall provide: 


1. Same day, emergency appointments within twenty-four (24) hours of referral; 


2. Urgent appointments within three (3) calendar days of referral; 
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3. Routine appointments within thirty (30) calendar days of referral; and  


4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


D. Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


1. First trimester within seven (7) calendar days of the first request; 


2. Second trimester within seven (7) calendar days of the first request; 


3. Third trimester within three (3) calendar days of the first request; and 


4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or 
maternity care provider, or immediately if an emergency exists. 


We comply with the requirements as set forth in the Scope of Work for emergency services, 
PCP appointments, specialist appointments and prenatal care appointments.  


We maintain Access and Availability policies, which delineate the monitoring mechanisms 
used to assess compliance with our standards for access to care. Additionally, we continuously 
monitor appointment availability by performing member satisfaction surveys, monitoring 
complaint/grievance data and conducting office-site visits. Our PCP accessibility standards 
are as follows:  


Service  Standard  


Medically necessary PCP appointments Two calendar days  


Urgent care  Same day  


Routine care PCP appointments Within two weeks  


We meet or exceed accessibility standards including specialty referrals to physicians, 
therapists, behavioral health services, vision services, dental, prenatal and other diagnostic 
and treatment health care providers. Additionally, we allow access to a child/adolescent 
specialist(s) if requested by a member’s parent. 


Specialist Appointments  


Service  Standard 


Emergency appointments  Same day, within 24 hours of referral  


Urgent care  Within three calendar days of referral  


Routine specialist care  Within 30 calendar days of referral 
Prenatal Accessibility Standards 
 


Trimester/Risk  Accessibility Standards  


First trimester  Within seven calendar days of first request 


Second trimester  Within seven calendar days of first request 
Third trimester  Within three calendar days of first request 


High-risk pregnancies  Within three calendar days of identification of risk, or immediately 
if an emergency exists 
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3.7.5.8 Appointment Standards 


The vendor shall have established written policies and procedures: 


A. Disseminating its appointment standards to all network providers, and must assign a specific staff 
member of its organization to ensure compliance with these standards by the network.  


B. Concerning the education of its provider network regarding appointment time requirements, the vendor 
shall: 


1. Monitor the adequacy of its appointment process and compliance; and  


2. Implement a Plan of Correction (POC) when appointment standards are not met. 


Our Provider Services and Network Development policies include specific requirements 
related to network access and availability for appointment standards. The network provider 
contracts outline the required appointment standards and adherence is mandatory by all 
network providers for the following services, including but not limited to: emergency services, 
PCP services, specialists, prenatal to include high-risk and dental services. We review the 
contract and appointment standards with providers prior to them entering into an agreement 
with us. Once contracted, a dedicated provider advocate is assigned to the provider group, who 
acts as a liaison between the health plan and our providers, and conducts an on-site visit. 
During the site visit, our provider advocate again reviews the appointment standards and 
expectations with providers. Additionally, fax blasts are sent out to providers reminding them 
of the requirements. 


We use complaints and grievances, member satisfaction surveys, secret shopper calls, 
afterhours audit calls and site visits to evaluate the adherence to the appointment standards. 
Secret shopper calls, site visits and afterhours audit calls are conducted by the provider 
advocates to verify and ensure provider compliance with the required appointment standards. 
We identify performance improvement opportunities and addresses deficiencies for corrective 
action as determined appropriate. Provider services advocates conduct follow-up site visits and 
work with the providers on any compliance-related issues to assist the provider in a quick 
resolution.  


Providers whose practices do not meet the standards receive a letter or corrective action plan 
(as appropriate) outlining the standards that were not met and providing education about the 
requirements. These providers have 30 days to satisfy the requirements, and may be required 
to document their compliance plan. We resurvey the standards that were not met to verify 
compliance. Non-compliant providers are notified, and our provider relations team works with 
network providers to bring them into compliance with contract requirements. For providers 
who remain non-compliant, we may choose to reevaluate the provider’s performance, request 
further corrective action or terminate the provider’s contract. Subcontractors also can receive 
penalties for not achieving standards. 
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3.7.5.9 Office Waiting Times 


The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or specialist’s 
office is no more than one (1) hour from the scheduled appointment time, except when the provider is 
unavailable due to an emergency. Providers are allowed to be delayed in meeting scheduled appointment 
times when they “work in” urgent cases, when a serious problem is found, or when the patient has an 
unknown need that requires more services or education than was described at the time the appointment 
was scheduled. 


Our provider services and network development staff have established policies for office wait 
times. The network provider contracts outline the required office wait-time standards and 
adherence is mandatory by all network providers.  


Service  Definition  Standard  


Office wait time  Wait time in PCP’s office  Our standard is one hour from scheduled 
appointment time, except when provider is 
unavailable due to an emergency. Monitored 
by complaints received. 


Office wait time  Wait time in specialist’s office Our standard is one hour from scheduled 
appointment time, except when provider is 
unavailable due to an emergency. Monitored 
by complaints received.  


Office wait time  Wait time in OB/GYN’s office Our standard is within one hour from 
scheduled appointment time, except when 
provider is unavailable due to an emergency. 
Monitored by complaints received. 


Office wait time  Wait time in dentist’s office  Our standard is one hour from scheduled 
appointment time, except when dentist is 
unavailable due to an emergency. Monitored 
by complaints received. 


3.7.5.10 Access Exceptions 


Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to access 
standards set forth in this RFP. Such justifications shall include alternative standards that are equal to or 
better than the usual and customary community standards for accessing care. 


Because of the breadth of our contracted Nevada provider network, we meet (and possibly 
exceed) the access standards stated in the RFP and are not requesting exceptions to the 
standards. 


3.7.5.11 Provider Terminations 


A. The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of 
receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or 
was seen on a regular basis by the terminated provider. 


We have a provider termination policy that is compliant with the 15-day notice requirement. 
Our provider services department is responsible for receipt and processing of all termination 
requests. The terminating provider’s information is forwarded to our member services 
department for the applicable notification to be sent to all members impaneled to the PCP. The 
notification: 


 Explains that the member is showing as impaneled with the provider that is leaving the 
network 


 Provides the member services phone number for assistance in locating another PCP  
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Additionally, we use auto-assignment to confirm that if a member does not contact our 
member services team, he/she will be automatically assigned to a network provider. The 
member may change PCPs at any time. The automatic assignment is done to assist the 
member with covered services as determined needed.  


For a member actively undergoing treatment, our case management staff uses information 
obtained from the prior provider to coordinate care and confirms that the member’s care is not 
disrupted during the transition process. Our case managers work collaboratively with our 
provider services department to secure member-specific LOAs, if needed.  


With the execution of the member-specific LOA, the case manager: 


 Arranges for care to be continued with the member’s current provider to provide 
continuity of care 


 Transitions the member’s care after the member’s medical condition is stable 


B. If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP 
Provider Enrollment Unit within five (5) business days.  


Our policies are compliant with the DHCFP requirement that we notify the provider 
enrollment unit within five business days of the determination to deny a Medicaid provider 
credentialing or recredentialing due to concerns about provider fraud, integrity or quality. 
They also comply with the requirement that if the Credentialing Committee decredentialed, 
terminated or disenrolled a provider due to suspected criminal actions, or disciplinary actions 
related to fraud or abuse. We also notify the DHCFP provider enrollment unit within five days 
of any network provider terminations for reasons outside of the credentialing issues previously 
listed. 


C. The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and 
any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but 
not limited to:  


1. Provider/patient files. 


2. Audit reports and findings. 


3. Medical necessity reviews. 


Our policies are compliant with the applicable legal requirements regarding documentation 
that is provided to the DHCFP in regard to provider/patient files, audit findings and reports 
and any medical necessity reviews.  


D. If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, 
or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or 
HHS-OIG. 


Our policies comply with the DHCFP requirement that we notify their offices within five 
calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity or quality; or if the 
Credentialing Committee decredentialed, terminated or disenrolled a provider due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse.  
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3.7.5.12 Notification of Significant Network Changes 


A. The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected 
change that would impair its provider network. This notification shall include: 


1. Information about the nature of the change and how the change will affect the delivery of covered 
services; and 


2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely 
to result in deficient delivery of covered services. 


B. The vendor must notify the DHCFP of any change in its network that will substantially affect the ability 
of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar 
days prior to the change. 


We comply with this requirement. It is our policy to notify members and our state partner of 
changes in the provider network. We notify the DHCFP of any significant network changes, 
including any pertinent information about the nature of the change and how the change 
affects the delivery of covered services. Our provider services department forwards the 
terminating provider’s information and the number of impacted members to our compliance 
department as notice of a change. Our compliance department then reaches out to the 
DHCFP within the required time frame to advise of potential impact to members due to 
network change (e.g., changes that will substantially affect the ability of recipients to access 
services). Affected members are notified in writing of PCP and specialist terminations within 
15 days after receipt or issuance of the termination. Members are auto-assigned to another 
PCP until the member calls our member services center to change the PCP.  


For a member in active treatment, our case management staff  uses information obtained from 
the prior provider to coordinate care and confirm that the member’s care is not disrupted 
during the transition process. The case manager works collaboratively with our provider 
services department to verify that members have access to providers and covered services. 


3.7.5.13 Prohibited Practices 


The vendor shall take affirmative action so that recipients are provided access to covered medically 
necessary services without regard to race, national origin, creed, color, gender, gender identity, sexual 
preference, religion, age, and health status, physical or mental disability, except where medically 
indicated. Prohibited practices include, but are not limited to, the following: 


A. Denying or not providing an enrolled recipient a covered service or available facility; 


B. Providing an enrolled recipient a covered service which is different, or is provided in a different 
manner, or at a different time from that provided to other recipients, other public or private patients, or the 
public at large; 


C. Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the 
receipt of any covered medically necessary service, except where medically indicated; 


D. The assignment of times or places for the provision of services on the basis of race, national origin, 
creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or 
health status of the recipient to be served;  


E. The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful 
scope of practice, from advising or advocating on behalf of a recipient who is his or her patient: 


1. For the recipient's health status, medical care, or treatment options, including any alternative treatment 
that may be self-administered; 


2. For any information the recipient needs in order to decide among all relevant treatment options; 
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3. For the risks, benefits, and consequences of treatment or non-treatment; and 


4. For the recipient's right to participate in decisions regarding his or her health care, including the right to 
refuse treatment, and to express preferences about future treatment decisions. 


F. The vendor is prohibited from paying for an item or service (other than an emergency item or service, 
not including items or services furnished in an emergency room of a hospital): 


 1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or 
under this title; 


2. Furnished at the medical direction or on the prescription of a physician, during the period when such 
physician is excluded from participation and when the person furnishing such item or service knew, or 
had reason to know of the exclusion (after a reasonable time period after reasonable notice has been 
furnished to the person); 


3. Furnished by an individual or entity to whom the state has failed to suspend payments during any 
period when there is a pending investigation of a credible allegation of fraud against the individual or 
entity, unless the state determines there is good cause not to suspend such payments; 


4. With respect to any amount expended for which funds may not be used under the Assisted Suicide 
Funding Restriction Act of 1997; 


5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not 
covered under the Medicaid State Plans; or  


6. For home health care services provided by an agency or organization, unless the agency provides the 
state with a surety bond as specified in Section 1861(o)(7) of the Act. 


G. Charging a fee for a medically necessary covered service or attempting to collect a co-payment.  


If the vendor knowingly executes a subcontract with a provider with the intent of allowing, encouraging, or 
permitting the subcontractor to implement unreasonable barriers or segregate (i.e., the terms of the 
subcontract are more restrictive than the vendor’s contract with the DHCFP or incentives or disincentives 
are structured to steer enrolled recipients to certain providers) the vendor will be in default of its contract 
with the DHCFP. In addition, if the vendor becomes aware of any of its existing subcontractors’ failure to 
comply with this section and does not take immediate action, it will be in default of its contract with the 
DHCFP.  


All of our contracts contain the prohibited practice language outlined above and meet the 
requirements as stated in the Scope of Work for Section 3.7.5.13.  


As outlined in our Access and Availability policy and in all our provider contracts, covered 
services shall be provided to members without regard to race, national origin, creed, color, sex, 
sexual orientation, religion, age, disability or handicap condition (including AIDS and AIDS-
related conditions), or health status except where medically indicated. Additionally, we do not 
discriminate or promote discrimination, discourage enrollment, steer specific subsets of 
members to particular plans, or limit access to services based upon race, ethnicity, national 
origin, religion, sex, age, mental or physical disability, sexual orientation, genetic information 
or source of payment. 


Providers are encouraged to discuss any treatment options or plans of care with their patients 
including, but not limited to, those that may be self-administered. We encourage providers to 
take a holistic approach to treating members and recommend courses of treatment to create a 
healthier individual overall. We believe that our providers are advocates for the patients they 
treat and our contracts do not prohibit this course of conduct but rather encourage providers 
and patients to align in their quests for better health outcomes.  
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We encourage our providers to take the time to explain indications and contraindications for 
all recommended treatment plans. As an additional resource to patients, we have a Telephone 
Advice Nurse service 24 hours a day, seven days a week that patients can use if they still have 
questions about recommended treatments. 


The patient is centric in the model of care that our network provides for members, and when 
requested, their families are to be directly involved as much as possible in the decision-making 
process and the development of treatment plans.  


Prohibited practices by contracted providers include, but are not limited to:  


 Denial of Services: Denying or not providing a participant a covered service or 
available facility. 


 Covered Services: Providing a participant a covered service which is different or is 
provided in a different manner or at a different time from that provided to other 
participants, other public or private patients or the public at large. 


 Segregation or Separation: Subjecting a participant to segregation or separate 
treatment in any manner related to the receipt of any covered service. 


 Time and Place: The assignment of times or places for the provision of services on the 
basis of race, national origin, creed, color, sex, religion, age disability or handicap 
condition (including AIDS and AIDS-related conditions), or health status of the 
participant to be served. 


 Denying Discussion of Details: We encourage providers to discuss with their patients 
pertinent details regarding the diagnosis of the patient’s condition, the nature and 
purpose of any recommended procedure, the potential risks and benefits of any 
recommended treatment, and any reasonable alternatives to such recommended 
treatment, and any reasonable alternatives to such recommended treatment regardless 
of benefit coverage limitations. 


 Prohibited Payment: We do not contract with or pay for services rendered by providers 
who are excluded from participation under Title V, XVIII or XX or allow providers to 
order/prescribe services during a time period which they were excluded under Title V, 
XVIII or XX. We will comply with any state-issued suspension regarding paying 
providers suspected of fraud. 


 Charging for Medically Necessary Service: Through compliance with the provider 
contracts, network providers agree to collect only the applicable copayments, if any, 
from the members at the time of services. Except for the collection of copayments, 
providers shall under no circumstances attempt to collect any amount over the 
applicable copayment. 


 Subcontractor: We will not knowingly enter into an agreement with any subcontractor 
that would allow, encourage or permit a subcontractor to implement unreasonable 
barriers or restrictions. In the event we became aware of an existing subcontractor who 
was failing to comply with this section, we would immediately terminate the agreement 
with said subcontractor. 
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3.7.6 Provider Contracts 
3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


We understand the importance of bringing a fully qualified and accessible provider network to 
deliver care to Nevada’s Medicaid recipients. We have mechanisms in place to monitor 
geographic distribution of primary physicians, high-volume specialists and primary care 
dentists. We review contracted providers on a quarterly basis, using GeoAccess mapping and 
data-driven analyses to monitor compliance with the State’s access standards. 


Network compliance standards:  


Type of Provider  Nevada  


Primary physicians  95 percent of members within 30 minutes’ driving time 
from home to primary physician office, as measured by 
GeoAccess 


High-volume specialists  95 percent of members within 90 minutes’ driving time 
from home to specialist office, as measured by 
GeoAccess  


Medicaid primary physicians and 
dentists  


25 miles from member’s place of residence  


All medical providers are required to complete our NCQA-compliant credentialing process 
before executing a network contract. This rigorous credentialing process validates that 
qualified health care professionals provide members with quality services and coordinated 
care. We consistently verify adequate physical and geographical access to medically covered 
services for enrolled members.  


The number of already contracted Nevada medical and dental providers is shown in the 
following table: 


Contracted Network Clark County* Washoe County* 


Physical Health Providers 


OB/GYN providers  181 59 


Pediatrics providers 285 55 


Family practice providers and internal medicine 947 189 


Hospitals 11 4 


Specialists 1,834 720 


Ancillary medical services 944 235 


Ambulatory surgery centers 28 9 


Laboratory 1 1 


Radiology centers 19 6 


Skilled nursing facilities 16 2 


Urgent care centers 14 7 


Dentists 255 83 
* Contracted provider totals as of July 2016.  
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BEHAVIORAL HEALTH – PROVIDER CONTRACTS 
Behavioral health providers are also required to complete our rigorous credentialing process 
before executing a contract and consist of the following:  


Contracted Network Clark County* Washoe County* 


Licensed Psychiatrists (MD) 57 44 


Licensed Psychologists (PHD, PSYD) 40 14 


Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 


Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 


Licensed Alcohol and Drug Counselors (LADC, LCADC, 
CADC, CADC-I, LADC-I) 


73 
19 


Other Master’s Level Counselor (LCPC, CPC, CPC-I) 36 2 


Other psychiatric prescribers (APN, DO, PA-C) 68 15 


Inpatient acute hospitals 5 2 


Methadone clinics 5 2 


* Contracted provider totals as of July 2016.    


Our behavioral health department has also established contracts with five inpatient psychiatric 
facilities, three of which also offer substance abuse treatment, and offer partial hospitalization 
and intensive outpatient treatment. 


3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the vendor shall submit drafts of standard language for any such contract to the DHCFP 
for review. Provider contracts must meet all state and federal requirements. Vendors are expected to 
submit all necessary information to demonstrate agreements are complete. The vendor shall submit any 
of its provider contracts to the DHCFP upon request.  


Our contracts are compliant with all applicable state and federal regulations and any requests 
to submit contract information to DHCFP will be honored. We will communicate any changes 
directly to DHCFP for review and approval before implementation. 


3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will 
ensure meeting the objectives noted within this RFP. The effort must include outreach to providers who 
are not currently participating in the DHCFP’s medical assistance programs or have a signed agreement 
but do not actively accept eligible recipients. 


We ensure that timing and other events associated with provider recruitment occurs in a 
manner that meets the objectives outlined by DHCFP. Provider recruitment efforts include 
outreach to providers who are not currently participating in DHCFP’s medical assistance 
programs or those who have a signed agreement but do not actively accept eligible members. 
Through our contract and provider site visits, we ensure that each provider is aware of the 
unique features and requirements of the Medicaid program including network access, 
copayment, balance billing and reporting. We closely monitor our Medicaid provider networks 
to assess our compliance with availability standards for the number of practitioners and 
geographic distribution of network practitioners. Quarterly GeoAccess reports are reviewed to 
determine locations where recruitment outreach may be necessary, if any, to maintain 
compliance with required access and availability standards. 
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3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred 
to the DHCFP for completion of the Medicaid provider enrollment. However, vendors may enter into single 
case agreements with non-Medicaid providers as needed. Any provider located outside of the state of 
Nevada must be licensed in their home state of practice in order to enter into a single case agreement 
with a vendor.  


We adhere to these requirements and refer providers who are not yet network providers, as 
well as those who are non-Medicaid providers, to the DHCFP to complete the Medicaid 
provider enrollment. Further, we appreciate that the State permits us to enter into single case 
agreements (SCAs) with non-Medicaid providers as needed, and understand that any provider 
located outside of Nevada must be licensed in their home state of practice to enter into an SCA 
with us. 


3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this 
monitoring on its providers, and for disciplining providers who are found to be out of compliance with the 
vendor’s medical management standards. The vendor must submit these policies and procedures to the 
DHCFP within ten (10) business days of the implementation.  


We have and will maintain written policies and procedures for monitoring our providers as 
outlined in the Scope of Work Section 3.7.6.5. As required, we will submit our monitoring 
policies and procedures to DHCFP within 10 business days of the request. 


Our policies contain the monitoring mechanisms to assess compliance with the health plan’s 
standards for access to care. We monitor adequacy of appointments by performing quarterly 
member satisfaction surveys and ongoing monitoring complaint/grievance data, office-site 
visits at least annually, and annually compiling information from an afterhours telephone 
survey completed by provider services staff members. Provider advocates also conduct secret 
shopper surveys to monitor for compliance.  


Our Provider Summary Guide indicates that the provider services department conducts on-site 
visits and ongoing monitoring of providers to detect deficiencies and that we take corrective 
action as necessary (see 3.7.2.8 above for more information on corrective actions). The results 
of the corrective action are presented to the Credentialing Committee for approval. 


3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social 
Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 
438.6(h) (1). The vendor must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request. The rules and guidelines for 
physician incentive plans also apply to the vendor’s subcontractors. 


We have physician incentive plans throughout our book of business and we are exploring 
further development of physician incentive programs. Our physician incentive plans and the 
contracts that enact them are compliant with the CFR requirements outlined above for all 
programs. We acknowledge that these rules also apply to our only subcontractor.  


We have capitated relationships for Medicaid with several key provider groups, and are 
expanding upon our value-based contracting model—adding programs for PCPs with 
impaneled members that focus on HEDIS measures, efficiency, access to care and member 
satisfaction. Contracts were issued to four large provider groups in August 2016.  


As one example of a current provider incentive plan, select groups of high-volume Medicaid 
pediatric medical groups receive incentives such as jump ropes, pedometers and sports balls. 
We offer providers the chance to participate in the education program if they agree to: 
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 Continue to distribute educational materials to parents during office visits about well-
child and adolescent well care, childhood immunizations, lead screenings, healthy diets 
and nutrition 


 Offer non-financial incentives to children who complete needed tests, exams and 
immunizations  


 Meet and work with the health plan’s quality improvement staff on key performance 
measurement areas  


 Review confidential lists of children and teens who are noted to be non-compliant 


 Use non-financial incentives to improve the rates of well-child visits, adolescent well 
care, childhood immunizations and lead screenings  


The goal of our program is to allow providers to give incentives to children once the key health 
visits and exams, such as well-child visits, are completed. In addition, we send out multiple 
reminders for well-child visits, adolescent well care, lead screenings, and other exams in 
return for other incentives such as turtle backpacks.  


Educational materials on existing incentive programs are given to our network provider 
offices by our provider advocates. We also will provide these materials to the State, CMS and 
our members, upon request.  


3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing, or limiting medically necessary services to a recipient. 


We understand the structure of the provider contract and we will comply with this section. 
Contract templates are submitted to the DHCFP for approval. 


3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 


We understand the specifics regarding “gag” clauses, do not include them in provider 
contracts and adhere to the requirement. 


3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the 
request.  


We adhere to the requirement set forth in the Scope of Work Section 3.7.6.9 and supply the 
DHCFP with provider contracts within five business days of request. 


3.7.6.10 The vendor will support and participate in any future grants awarded to  Medicaid that affect 
MCOs or MCO recipients.  


We agree to support and participate in any future grants awarded to Medicaid that affect 
MCOs or MCO recipients.  


3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment. 


We are presently in compliance with all ACA requirements and confirm compliance in the 
future, as requested.  
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3.7.7 Provider Directory 
The vendor will publish its provider directory which includes all providers including FQHCs, and any 
subcontractors’ provider directory via an Internet website upon contract implementation and will update 
the website on a monthly basis for all geographic service areas. Listed providers in the MCO network 
must be active, currently providing care or accepting new patients on behalf of the MCO and the 
provider’s demographic data must be accurate. The vendor will provide the DHCFP with the most current 
provider directory upon contract award for each geographic service area. Upon request by the DHCFP, 
the vendor must confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. When queried at least 90% of listed providers will confirm participation 
in the vendor’s network.  


On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the DHCFP a 
list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, 
terminated, decredentials or been removed from the active provider enrollment in the previous month. If 
the provider has been terminated, decredentials or disenrolled, the cause and all required documentation 
of the termination will be supplied to the DHCFP upon termination within five (5) business days. 


PUBLISH PROVIDER DIRECTORY 
We satisfy this requirement as set forth by the State. We update the provider directory in PDF 
format and post the document online monthly. 


SUBMITTING LIST OF ENROLLED PROVIDERS TO DHCFP 
We maintain data on all participating providers within our provider networks. Provider 
additions, changes and terminations in the network are routed daily through our Network 
Operations team. At any point in which there is a change to provider demographic 
information, our online directory is updated weekly for the member’s convenience. If a 
member does not have access to the internet or the website, he/she may contact the member 
services department for information. Further, upon contract award, we will provide at 
DHCFP’s request the most current provider directory.  


Beginning in 2017, to satisfy requirements set forth by the State, we will be submitting 
monthly lists to the DHCFP of new and termed providers in the network. In the case of a 
termination, decredentialing or disenrollment, we will provide the State with all the 
information applicable as required by law.  


The accuracy of the provider data contained within the provider directories is consistently 
validated through a series of audits, both electronic and manual. In addition, our provider 
services advocates continually verify key provider demographic data elements through site 
visits, phone contact and correspondence. 


3.7.8 Provider and Recipient Communications 
All general communications to recipients must be written at an eighth (8th) grade level of understanding 
reflecting cultural competence and linguistic abilities. The DHCFP must approve initial mass letter 
mailings and brochures or any subsequent change in content for recipients, exclusive of medical 
educational and disease management information, prior to release. If the DHCFP does not respond within 
ten (10) business days the vendor may consider the communication approved. This provision does not 
pertain to communications on specific topics to individual recipients. 


CREATING EASILY UNDERSTOOD COMMUNICATIONS  
As we contact our members, one thing is clear—we must provide information that is easy to 
understand. If our members are unable to comprehend the terminology of our 
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communications, they cannot make appropriate health decisions and consequently cannot 
take appropriate action.  


To confirm our communications to Nevada Medicaid and Nevada Check Up members and 
families are easy to understand, we develop them using our BlueBook, a glossary created as 
part of an internal initiative to improve health literacy through simplification of our 
communications. Our BlueBook glossary includes health care and health insurance terms 
prepared in English and Spanish that are simple to comprehend.  


Our goal is to make educational messaging understandable, accessible and actionable, and 
our Nevada Medicaid and Nevada Check Up member materials are written at no higher than 
an eighth-grade reading level where terminology permits (e.g., certain medical terms may be 
higher than an eighth-grade reading level). To confirm our member materials do not exceed 
the eighth-grade reading level, we use our proprietary readability tool, based upon the Flesch-
Kincaid grade level formula. This tool rates the content and confirms that the materials we 
produce are easy to read, understand and act upon. Ultimately, we want to make certain we 
present information in a manner members will easily understand. 


Monitoring member outcomes is a core dimension of our commitment to person-centeredness 
and improving the member experience. We minimally review our Member Handbooks on an 
annual basis. We thoroughly evaluate our member communication strategies to make sure we 
achieve the desired results through a continuous feedback loop that includes focus groups, 
surveys, website feedback and member research. We consider member feedback on our written 
materials as we prepare for revisions, while maintaining State-specific program requirements. 
We will enlist input from our Member Advisory Committee—focused on driving actionable 
improvements, to influence enhancements to our communications. 


Listening to Our Members – Gathering Feedback on Our Member Onboarding Materials 
In April 2016, we conducted three focus groups in Wisconsin to gather feedback from 18 Medicaid 
enrollees through testing of our member onboarding materials. Focus groups contained both new and 
long-term Medicaid members of various ages, family status and gender, and we presented our materials 
as a blind study. We tested our quick guide that assists new members with understanding and using their 
health benefits, previous and newly revised member welcome letters and a previous and newly revised 
HEDIS brochure. All materials received favorable reviews and we discovered five overall principles that 
drove the members’ preferences for our new materials: clarity, simplicity, quantity of information, brand 
impact and reason to view/open materials.  


All 18 participants favorably reviewed our guide that assists new members with understanding and using 
their health benefits. Participant comments included the following:  


“I could get through this in an easy five minutes.” -Suzanne  


“I would use this health insurer in a heartbeat.” -Denise 


“I could understand everything in here.” -Tom 


CONFIRMING DHCFP MATERIAL APPROVAL 
We understand the DHCFP must approve member communications, including initial mass 
letter mailings and brochures or any subsequent change in content for members, exclusive of 
medical, educational and disease management information, prior to release. We work in 
partnership with the DHCFP to define and follow a communication approval process that 
meets all required timelines and confirms our receipt of DHCFP permission prior to 
distribution. We understand if the DHCFP does not respond within 10 business days, we may 
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consider the communication approved. In addition, we understand this provision does not 
pertain to communications on specific topics addressed to individual members. 


3.7.8.1 Provider Policy and Procedure Manual 


A. The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider. The vendor shall document the approval of the provider manual 
by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is 
reviewed and updated at least annually. 


B. Upon approval of the DHCFP, the vendor may publish the manual material related to more than one 
category of provider in a single volume. The vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all copies of the manual in each provider’s 
possession when changes are made by the vendor. Provider update notices sent via facsimile, mail, and 
e-mail may be utilized to update the provider manual when changes are made by the vendor. The vendor 
can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual 
updates to each provider practice where several providers within the practice are participants in the 
network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the 
DHCFP. That electronic copy must be updated with the same frequency as the hardcopy manual copies 
furnished to providers. The manual shall include, at a minimum, the following information: 


1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 


2. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  


3. Prior authorization procedures and requirements; 


4. The procedures for claims administration; 


5. Provider credentialing criteria; 


6. Provider network management; 


7. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; 
and all pertinent information necessary to submit a clean claim in a timely manner; 


9. Procedure to dispute adverse payment and contract decisions; and  


10. Policies and procedures to be implemented by the Vendor to manage quality improvement and 
recipient service utilization. 


We adhere to the requirements as stated above, pertaining to our Provider Policy and 
Procedure Manual, and meet the State’s requirements through the annual production and 
distribution of the Provider Summary Guide.  


Provider services staff work in collaboration with our medical directors for final approval and 
publication of the summary guide. All prior year approved summary guides are archived for 
historical purposes. The summary guide is an educational tool supplied at the time of initial 
contracting and annually thereafter to assist providers, their administrative staff and ancillary 
personnel in accessing the most current health plan guidelines, policies and procedures. Our 
Provider Summary Guide outlines in great detail our policies and procedures as well as 
guidelines for each specialty within the network. Our provider advocates are responsible for 
delivering a hard copy Provider Summary Guide to each participating provider annually. The 
Provider Summary Guide is updated annually and throughout the year to confirm compliance 
with the following areas: 
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 Eligibility and Benefits—Providers are given instruction on how to access members’ 
eligibility and benefits through our online portal. Telephone numbers are also listed 
for direct access to our member services department for telephonic verification  


 Prior authorization procedures and requirements, including the appeals process for 
denied, reduced or terminated services 


 The procedures for claims administration, including the appeals process for denied 
claims 


 Provider credentialing criteria 


 Provider network management 


 Claims submission requirements 


 Procedures to dispute adverse payment and contract decisions 


 Clinical guidelines and UM protocols 


Updates are communicated to the network providers via fax blast or through email 
notifications, Joint Operating Committees or site visits. All updates are included in the 
electronic version of the Provider Summary Guide and posted to our website’s Provider 
Section for easy access. The Provider Summary Guide offers a comprehensive overview of our 
health plan and includes, but is not limited to, the information in the following subsections.  


COMPLIANCE WITH CONTRACTUAL POLICIES AND HEALTH PLAN PROCEDURES 
Contractual policies and procedures are documented to ensure providers remain in 
compliance with their contractual obligations. We publish provider and member rights and 
responsibilities, as well as network information, in the Provider Summary Guide to ensure 
compliance by our network providers. The role of our provider advocate is also outlined to 
ensure providers are familiar with who to contact for education or inquiries related to our 
health plan, including contractual compliance concerns.  


MEMBER ELIGIBILITY AND ENROLLMENT DATA  
Our Provider Summary Guide outlines the different options available to the providers for 
communicating with us to determine a member’s eligibility status. Instructions are included to 
assist providers accessing our interactive voice response (IVR) system, our online portal and 
our direct telephone numbers to our member services department. Providers may use any of 
these options to confirm the member’s eligibility and benefits including any assigned medical 
and OB/GYN PCPs. The Provider Summary Guide also includes sample copies of the member 
ID cards to assist in determining member’s plan eligibility.  


AUTHORIZATION PROCEDURES AND REQUIREMENTS 
Providers receive an explanation of the UM department including which services need prior 
authorization and the time frames for receiving a determination. Our Provider Summary 
Guide clearly indicates which services do not require prior authorization. We provide detailed 
information submitting a request for prior authorization, either electronically or via the 
telephone. Telephone numbers are also included so providers may contact the prior 
authorization department directly during and after business hours. Additionally, our Provider 
Summary Guide provides access to our Utilization Management Criteria and Clinical 
Guidelines to assist in managing common and important medical conditions. We have 
developed all guidelines with input and direction from our providers, as well as national expert 
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recommendations. The guidelines are continually reviewed and updated based upon the 
release of the new clinical evidence.  


CLAIMS AND BILLING ADMINISTRATION 
Our Provider Summary Guide includes a section dedicated to claims for the providers to use 
as a tool to understand our claims policies and procedures. The claims section includes 
information on how to submit clean claims to us, timely filing requirements and what 
documentation may be needed to process a claim. This section also explains the claims appeals 
process for any adverse payment decisions. The process explains how providers can submit 
claim-related appeals and what to include in the appeal. Additional claim tools are 
incorporated into the summary guide for ease in billing; we have included a quick reference 
list for billing EPSDT codes for ease in billing and prompt payment. The provider grievance 
process is also outlined for providers choosing to submit a grievance on a non-claim-related 
issue. 


CREDENTIALING 
Our Provider Summary Guide includes a credentialing section that explains credentialing 
process including expired credentialing, recredentialing, provider rights and operational 
policies. 


NETWORK MANAGEMENT 
We supply forms and instructions to our providers to help them communicate any changes 
within their practice. Our network management staff disseminates any submitted provider 
changes to our operations team to update provider demographics and validates accurate 
publishing of all contracted providers.  


QUALITY IMPROVEMENT PROGRAM 
Our Provider Summary Guide includes a section to explain the QI Program. We provide a link 
to our provider website so that providers may stay up-to-date on any new initiatives. 


ELECTRONIC PROVIDER REFERRALS AND PRIOR AUTHORIZATIONS 
We also communicate information on our referral and prior authorization approach to help 
our providers understand any program restrictions (e.g., the need to get a referral) in these 
areas. Over the last decade, we have developed an industry-leading best practice for the 
electronic management of provider referrals and prior authorization requests within our 
provider network. For our contracted providers, we make available (at no cost to the provider) 
a secure, web-based facility that allows the provider to submit a prior authorization request to 
the health plan online and to manage their patient referrals with other providers in the 
network online.  


Online submission of prior authorization requests is required for contracted providers. This 
ensures operational efficiency and compliant turnaround times for all parties. As prior 
authorization requests are received online, they are directly registered in our core 
administrative platform (Facets) and business rules are automatically applied to route the 
request through the proper levels of clinical review and validation. Once reviewed and 
adjudicated, the response to the provider is immediately posted online, eliminating the wait 
time for a call back, fax back or a letter in the mail. 
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Providers can also use our online facility to initiate, receive and respond to a patient referral 
for specialty services. The key innovation that this referral facility provides is the solution to 
the problem of disjointed health care for our health plan members. The referral facility allows 
for two-way communication online between the referring provider and the receiving provider. 
The referring provider can electronically attach pertinent medical record data, images and 
notes to the referral request. The receiving provider can request additional information and 
can decide whether to accept or decline the referral. If accepted, the referral request is 
registered with the claim payment platform (Facets) to ensure proper benefit payments for 
services that require referrals. Once the referral service has been completed, the specialist can 
“close the loop” with the original referring provider by providing their notes and any 
additional medical data back to the referring provider.  


This innovation ensures the providers in our network are able to collaborate online to provide 
improved continuity and quality of care as information on the patient is shared between the 
providers involved in the patient’s care. This approach also confirms that we can maintain the 
integrity of our patient-centered medical home by ensuring that specialty care data is conveyed 
back to the PCP. 


Since the prior authorization transactions and the referral transactions are tracked online and 
registered in our core administrative platform, our members are also able to view the status of 
their prior authorization requests and provider referrals in real-time as the information is 
processed by our integrated platform. Both providers and the members access these online 
services through our secure, online web portal. Our largest physician practice group in our 
Las Vegas market has gone the extra step of integrating the online prior authorization 
requests and referral capabilities directly into their Electronic Medical Record, ensuring a 
seamless and streamlined administrative process for their providers and staff to manage prior 
authorization requests and patient referrals. 


3.7.8.2 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest to 
all providers, the workshops must provide sessions for each discrete class of providers whenever the 
volume of recent changes in policy or procedures in a provider area warrants such a session. All sessions 
should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering 
services in order to ensure that the recipient is Medicaid-eligible and that claims are submitted to the 
responsible entity. Individual provider site visits will suffice for the annual training requirement. 


We comply with the requirements as stated in the Scope of Work Section 3.7.8.2 pertaining to 
provider and recipient communications activities. We are committed to supporting and 
training our provider network, and understand that continuing provider education is critical to 
the delivery of high-quality health care services. 


We have a team of experienced locally based provider advocates dedicated to serving the 
Nevada network providers. We implemented a Provider Site Visit policy, which requires the 
advocates to conduct a site visit with all contracted providers at least annually and when 
requested by a provider. When new providers are added to the network, our provider advocates 
contact the provider to introduce themselves and schedule a comprehensive site visit. During 
the initial site visit with a newly contracted provider, we review and discuss our policies and 
procedures with the provider. After the initial site visit, we conduct follow-up site visits to 
update providers regarding new health plan policies and procedures, provide educational 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 298 of 776
 


materials and resolve potential issues. Providers also receive education on topics such as 
fraud, waste and abuse (FWA), new claims initiatives, billing procedures and verification of 
member eligibility. During site visits, provider advocates confirm provider rosters for accurate 
reporting and directory printing. Hard copies of the most recent Provider Summary Guide are 
given to the provider and providers are shown where to access the online Provider Summary 
Guide. We hold biannual webinar conferences and invite providers to attend. During the 
webinar, providers are given an overview of policies and procedures and they are instructed on 
how to use our online portal to verify eligibility, submit prior authorizations and view claim 
status and referrals. We also use the webinar to discuss new initiatives or programs that may 
be implemented. 


New providers are educated on our online provider portal. Through the portal, providers can 
confirm eligibility, review benefits, check claim status and submit prior authorizations. We 
highly recommend that the provider use this system to verify member’s eligibility before each 
visit to confirm continued eligibility and timely payment. Providers may request additional 
training on the online portal at any time through their provider advocate. Training can be 
conducted face-to-face or through web-based training. In the event providers do not have 
access to the online portal, they are given contact information to reach our member services 
staff directly to confirm eligibility and benefits.  


In addition to our Provider Summary Guide, we direct providers to our website for more 
information. Information available via the website includes our policies and procedures, 
quality management initiatives, the Provider Summary Guide, the current Provider Directory, 
the Preferred Drug List and the semiannual provider newsletters.  


We continually communicate with providers through a variety of methods, including: 


 Fax blast/email notifications 


 Semiannual provider newsletter publications 


 Website updates 


 Provider office site visits 


 Distribution of the annual Provider Summary Guide 


 Biannual webinar conferences 


 Joint Operating Committees with high-volume providers and facilities 


3.7.8.3 Provider Newsletter 


The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest. 


We produce a semiannual newsletter for all network providers. All newsletters and provider 
announcements, such as fax blasts, are submitted to DHCFP for review and approval before 
publishing. The newsletters contain training and educational information such as program 
updates, claims guidelines, information regarding changes in policies and procedures, quality 
management strategies, cultural competency and linguistics information, clinical practice 
guidelines, information on special initiatives and articles regarding health topics of 
importance to members. The newsletters also include notifications regarding changes in laws, 
regulations and subcontract requirements. For example, in a recent summer 2016 provider 
newsletter, we covered the following main topics: 
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 Medicaid Member Diversity 


 Leading Change through Value-Based Care 


 Paving the Way to Wellness and Self-Management 


 Improving Access and Quality of Care 


 Moving Patients from One Care Setting to Another 


 Great Advice a Phone Call Away 


 2016 Open Enrollment 


We use fax blasts to distribute urgent information that impacts the entire network. 


3.7.8.4 Recipient Newsletter 


The vendor must publish a newsletter for enrolled recipients at least twice per year. The newsletter will 
focus on topics of interest to enrolled recipients and must be written at an eighth (8th) grade level of 
understanding reflecting cultural competence and linguistic abilities.  


The vendor must provide a copy of all newsletters to the DHCFP. Additionally, these newsletters and 
announcements regarding provider workshops must be published on the vendor’s website.  


We provide program and health education via our member newsletter published twice a year 
including articles on behavioral health (e.g., ADHD, suicide prevention) and physical health 
(e.g., asthma, diabetes, women’s health). Topics covered in recent newsletters have included, 
“Stay healthy, preventive health is covered” (focused on preventive care), “When does my 
child need to see the PCP?” (EPSDT-focused) and “Get support for a healthy pregnancy” 
(pregnancy case management-focused). We write each newsletter in both English and Spanish 
at no greater than an eighth-grade reading level. We submit all newsletters to the DHCFP for 
review and approval prior to publishing. Upon approval, we distribute the newsletter to 
members and publish it on our website. 


3.7.9 Network Maintenance 
3.7.9.1 Maintenance of the network includes, but is not limited to: 


A. Initial and ongoing credentialing; 


B. Adding, deleting, and periodic contract renewal; 


C. Provider education; and 


D. Discipline/termination, etc. 


We meet the requirements as stated in the Scope of Work Section 3.7.9 pertaining to the 
network maintenance. Our provider contracts contain an initial term of one calendar year and 
then automatically renew for consecutive one-year periods providing predictability and 
stability to the network. Our provider network has increased significantly over time and over 
the past several years with more providers and specialties throughout Nevada. 


Maintaining and managing our provider network involves many tasks, including initial and 
ongoing credentialing and recredentialing; adding and deleting network providers; periodic 
contract renewal; provider education; and, in some instances, discipline or termination. We 
take the provider discipline and termination process seriously and have an explicit policy in 
place to address such issues.  
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Should the need arise to discipline or terminate a provider, we adhere to procedures that are 
compliant with state and federal regulations. Provider credentialing and recredentialing 
allows the plan to ensure through primary source verification that providers within the 
network maintain the necessary certifications such as board certifications or professional 
organization memberships, which promote continuing education within the provider’s 
specialty. Ongoing or continuing education ensures that the network providers are aware of 
advances in the medical field and are on the cutting edge of treating members. Credentialing 
also plays an important role in reviewing provider’s licenses to ensure they remain in good 
standing with the State’s licensing requirements and federal drug enforcement standards. 
Providers found to be out of compliance with credentialing risk removal from the network and 
potentially being reported to applicable state and federal agencies and databanks (such as the 
NPDB). 


Our provider advocates assist in the adding and deleting of providers by communicating with 
the provider offices directly during site visits. Provider advocates conduct roster audits at each 
site visit and will obtain necessary information to update the provider’s contract file with 
appropriate documentation of the changes. Providers can also notify us at any time and 
submit appropriate documentation to update their information. When changes occur within a 
practice such as a new tax identification number or new practice name, our provider 
advocates and contracting staff ensure that the directories and contracts are kept up-to-date 
with the latest information.  


Our provider advocates conduct ongoing education with all contracted providers. We offer 
robust training, education and communications programs to our providers on benefits, 
policies and procedures unique to our health plan’s program. Our training program uses 
traditional approaches such as site/group visits as well as innovative methods such as 
webinars. Provider training is an ongoing process and designed to incorporate changes in the 
administration of the Medicaid and Nevada Check Up Program as needed. 


Providers may request additional training at any time from their provider advocate as a 
refresher or new employee training.  


We also provide all contracted providers with access to our provider portal. Providers may 
access the portal by logging onto our website and clicking on the portal logo. The portal is a 
tool, which allows providers to view member’s eligibility and benefits, claims status as well as 
the submission of prior authorization requests. The portal also displays important updates in 
the Information Center for provider education purposes.  


Our providers are also encouraged to access our website for more information on web 
seminars, provider practice tools and the Provider Summary Guide, among other important 
information.  


We monitor our provider network with an emphasis on quality, access and affordability. 
Providers are contracted and agree to comply with the plan’s policies around quality, access 
and affordability. Our Quality Improvement Committee or the Customer Centric Task Force 
regularly review the providers within the network to ensure compliance and that our members 
receive the most appropriate care available to them every time. Providers found to not be in 
compliance with the plan’s policies are subject to disciplinary action by the committees from 
financial sanction up to termination from the network. Our policies and procedures around 
monitoring network providers are customer- experience driven, not financially driven.
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3.8 Medical Records 
Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled 
recipient in accordance with this RFP. The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and 
availability, record keeping, and record review process for all medical records. Not more than ten (10) 
calendar days after submitting a request, the State shall have access to a recipient’s medical record, 
whether electronic or paper, and has the right to obtain copies at the vendor’s expense. 


The recipient’s medical record is the property of the provider who generates the record. The vendor shall 
assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s 
medical records, upon written request, from the provider. Records shall be furnished in a timely manner 
upon receipt of such a request but not more than thirty (30) calendar days from the date of request. Each 
recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the requested medical 
records. The fee for additional copies shall not exceed the actual cost of time and materials used to 
compile copy and furnish such records. 


When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted 
provider must forward all medical records in their possession to the new provider within ten (10) business 
days from receipt of the request. 


The vendor must participate financially in the HealtHIE Nevada statewide health information exchange as 
of the effective date of the contract. At a minimum, the participation level must be based upon all recipient 
lives covered under this contract. Additionally the plan will fund the PMPM connections for its Medicaid 
and Nevada Checkup recipients. 


Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable health 
information disclosed electronically. 


Our provider contracts require standardized medical record documentation. Through the 
Provider Summary Guide, site visits and ongoing interactions between provider advocates and 
our contracted providers, we validate that providers use the most current resources to 
maintain the confidentiality, accessibility and availability of all member medical records. Our 
provider contract templates contain the provision that providers comply with the 
confidentiality requirements as defined by state and federal law. Our Provider Summary 
Guide contains the medical record confidentiality standards that apply to provider office 
facilities. The standards include the requirement that a designated person(s) is responsible to 
maintain safekeeping of medical records or appropriate system backup for electronic medical 
records. In addition, the summary guide lists the medical record review standards assessed 
during on-site visits at provider offices to confirm compliance with confidentiality standards. 


CONSISTENT MONITORING OF MEDICAL RECORDS AND DOCUMENTATION 
We conduct annual reviews of medical records from our high-volume network PCPs as a 
compliance and patient safety measure. We review the records of PCPs practicing in internal 
medicine, family practice and pediatrics. In one of our most recent audits conducted in late 
2015, we reviewed a sample of members who had two or more visits with the same physician. 
Eighty (80) medical records from 12 high-volume physician offices were evaluated. Physicians 
included in the audit were required to successfully attain a 90 percent for each critical 
question, in addition to a 100 percent for the critical question regarding documentation of 
allergies/adverse reactions. The passing threshold for each of the non-critical questions was 
80 percent. 
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MEDICAL RECORD AUDITS KEY AREAS FOR REVIEW  
Our clinical staff and behavioral health clinicians conduct medical record audits in five key 
areas for both medical and behavioral health charts:  


 Patient demographics to ensure the following: 


 Patient’s name or ID number is included on each page of the medical record 


 Date of birth, address, home telephone numbers, marital status, emergency 
contacts, guardian information, age, race and sex is listed 


 Employer’s name and work telephone, if applicable, is listed 


 Chart organization and completeness 


 All entries in the medical record include the author’s identification, which can be 
documented through handwritten signature, unique electronic identifier or initials 


 All entries are dated 


 Medical records are stored in an area which is denied to the public 


 All documents are securely attached in the record 


 Content and format of the records are uniform, including the sequence of 
information 


 All records are legible 


 Problem list includes any significant illnesses and medical conditions, including 
updates 


 Medication allergies and adverse reactions or the absence of this information are 
noted 


 Medication information is present and includes prescribed medications, dosages, 
dates of initial prescription, and refill prescriptions 


 Encounter forms or notes have a notation regarding follow-up care, calls or visits 


 For competent patients 18 years of age and older, there is documentation of 
advance directives or evidence if the member has elected not to execute one. There 
is a note that information was given, if patient had not executed any directives 


 Patient history/physical/studies 


 Past medical history is noted, which includes serious accidents, operation and 
illnesses 


 For patients 11 years of age and older, there is an appropriate notation assessing 
the use of cigarettes, alcohol or other substances. If yes, there is also evidence of 
education 


 Identifies appropriate subjective and objective information pertinent to the patient’s 
presenting complaints 


 Laboratory and other studies are ordered, as appropriate 


 Working diagnosis is consistent with findings 


 There is evidence of appropriate referrals to consultants, as indicated 


 Consultation, laboratory and imaging reports in the chart are initialed by the 
practitioner to signify review 
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 Consultation and abnormal laboratory and imaging study results have an explicit 
notation in the record of follow-up plans 


 Treatment Plan 
 Treatment plans are consistent with diagnosis 
 Unresolved problems from previous office visits are addressed in subsequent visits 
 Continuity and coordination of care are demonstrated by the presence of discharge 


summaries, operative reports, consultation reports and other ancillary care in the 
medical record 


 There is no evidence that the patient was placed at inappropriate risk by a 
diagnostic or therapeutic procedure (e.g., unnecessary procedures and 
inappropriate procedures) 


 There is documentation of patient education regarding diagnosis, treatment and 
medication, including risk factors 


 Preventive Measures 
 Childhood and adolescent immunization records are present and up-to-date 
 Adult immunization history is documented in the medical record and age-specific 


immunizations are current 
 There is evidence that preventive screenings and services are offered in accordance 


with our preventive health guidelines 


OVERALL RESULTS: MEDICAL RECORD DOCUMENTATION AUDIT 
Of the 12 critical indicators, 10 met the scoring threshold of 90 percent. Of these, five scored 
100 percent. 


 All files contained patients’ allergies.  


 Network providers achieved high levels of compliance—85 percent or more—in four 
out of the five major key areas measured. These areas included patient demographics, 
medical record/chart organization and completeness, patient history/physical/studies 
and treatment plan.  


As part of our ongoing provider education and patient safety initiatives, we communicate and 
take any needed action with all audited providers regarding their individual findings and areas 
needing improvement. Additionally, we distribute general tools and tips to help all network 
providers attain high levels of compliance in medical record documentation, including an 
updated medical record audit tool to use as an educational tool and for their own internal 
audits. Providers with poor results may be placed on a corrective action plan (CAP) or referred 
to our Quality of Care department for additional record review. 


PARTICIPATION IN THE HEALTH INFORMATION EXCHANGE  
We were one of the original founding sponsors for HealtHIE Nevada and we have been 
participating financially since 2011. Our financial participation has included all of our health 
plan members for all our lines of business. We have also established interfaces with HealtHIE 
Nevada to ensure that Medicaid and Nevada Checkup recipients are identified as being 
automatically “opted in” to the health information exchange per the State’s statutes. This 
helps ensure that the power of the HIE information can be accessed and leveraged by the 
participating health care providers serving our Medicaid recipients.
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3.9 Quality Assurance Standards 


3.9.1 Overview 
The common goal of the managed care program is a successful partnership with quality health plans to 
provide care to the DHCFP recipients, while focusing on continuous quality improvement. The current 
recipient population encompasses the FMC Medicaid eligibility category, Nevada Check Up/CHIP, and 
AO populations. Traditionally, the Medicaid population is a high-risk, high-volume user of health care 
services.  


The role of managed care is to ensure accessibility and availability to appropriate health care, provide for 
continuity of care, and provide quality care to enrolled recipients. A major focus of managed care is health 
promotion and disease prevention. The aforementioned populations benefit from targeted preventive 
health care services, the quality and availability of which are monitored and evaluated by the DHCFP in 
conjunction with the DHCFP’s EQRO contractor. The vendor is required to work collaboratively with the 
DHCFP and the EQRO in these quality monitoring and evaluation activities. The vendor will designate a 
lead person to work with the DHCFP on quality management. By virtue of the DHCFP’s contract with the 
EQRO and the federal regulations which set forth the State’s mandates for an EQRO, the vendor will be 
required to provide reporting data beyond that stipulated in this section and will participate in those 
additional EQRO activities as assigned and required by the DHCFP. 


As an organization, we have 34 years of experience nationwide in the field of health care. We 
are committed to improving the quality of care and service for Medicaid beneficiaries and the 
other health care programs we serve including TANF, SSI, CHIP, LTSS and D-SNP. We 
operate quality management and improvement programs that serve more than 5.7 million low 
income and medically fragile members in 23 states.  


Our approach to each state’s local and state public health needs is based upon our ability to 
leverage the support and resources of the larger organization, including identifying and 
expanding best practice health promotion programs to address local priorities, such as those 
identified by the Nevada Quality Assurance and Performance Improvement Strategy. We 
believe that quality strategy must begin locally, taking into account each state’s unique 
patterns of care, provider community and patient populations. Through our Quality Program, 
we address the regulatory requirements of the State and federal requirements as outlined in 42 
CFR §438, and the accreditation standards of the NCQA.  


We are dedicated to improving the health status of Nevadans by promoting improved access to 
quality health care. Our Nevada Medicaid and Nevada Check Up quality program is 
structured and staffed to enable us to systematically monitor and evaluate the quality and 
appropriateness of care and continually improve health outcomes for members in Nevada. 


OUR Quality Approach Supports Improved Health Care in Nevada 
Our quality program, under the guidance and governance of the Quality Improvement 
Committee (QIC), supports and complies with the primary goal of Nevada’s Quality Assurance 
and Performance Improvement Strategy (Strategy) to provide quality health care services to 
low-income Nevadans in the most efficient manner. We propose to support the Nevada 
Strategy by working with DHCFP to: 


 Fully incorporate the goals of the Strategy into our Nevada quality program  


 Monitor our progress and partnership through our Nevada Quality Improvement 
Committee 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 305 of 776  RFP #3260
 


 Work with DHCFP to measure our progress for each goal and continuously identify 
opportunities to improve our overall performance 


 Analyze the results of our specific educational activities, outreach programs and 
incentives to assess their effectiveness in meeting stated goals 


 Seek the feedback of our members, stakeholders and participating providers via our 
member and provider surveys, and submit that feedback to DHCFP regularly 


 Approach the Nevada Strategy goals from a multidisciplinary standpoint through our 
integrated team model 


 Through our integrated teams, our ongoing effectiveness studies and oversight by our 
QIC, provide a performance feedback loop to other interdisciplinary departments that 
are instrumental in meeting and exceeding the mission of the Nevada Strategy 


We Have an Organization-Wide Commitment to Quality of Care and Service  
We eagerly anticipate collaboration with and feedback from DHCFP regarding additional 
ways we can embed a commitment to total quality management throughout our health plan 
and together, through Nevada. 


We Have a Culture of Quality 
Our corporate commitment to quality aligns well with Nevada’s commitment and we anticipate 
supporting this goal through a variety of mechanisms, including: 


 Creation of a communication plan in cooperation with DHCFP to inform our 
members, our network providers and our community partners how quality impacts 
each person in our complex health care system 


 Ongoing dialogue between our health plan quality leaders and DHCFP leaders 
regarding our performance and how we can enhance and improve our delivery of 
high-quality health care  


We are committed to setting the standard for extraordinary performance and exceeding the 
expectations of those we serve. Essential to our strategy for continuous improvement is shared 
accountability for quality outcomes across clinical, network, operations and traditional quality 
management functional areas. The enhanced quality program that we are implementing in 
Nevada aligns with the Triple Aim of improvement of population health, experience of care 
and per capita cost by formalizing the participation, contributions and accountability of each 
functional area associated with the contract for successfully meeting our population health, 
satisfaction and affordability goals.  


Our quality model—which addresses individual member health outcomes in alignment with 
larger public health concerns including addressing the high-volume or high-risk conditions of 
the populations served—has the ability to be transformational and multidimensional in its 
ability to meet affordability targets, yield high member satisfaction, meet or exceed business 
requirements and improve health outcomes.  


Continuous Quality Improvement Drives Improvement Opportunities  
The basis for our continuous quality improvement system is monitoring key quality indicators 
to enable identification of improvement opportunities. Key indicators can measure elements of 
our health plan or health system structure, critical care delivery or operational processes, or 
member health outcomes and customer satisfaction. We routinely examine the clinical and 
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non-clinical areas where we can effect change for our members, conducting analysis and 
reporting as often as needed to gauge our performance against industry benchmarks and 
progress toward our goals. Internal and external processes monitored include: 


 Member health outcomes or process of care proxies from HEDIS, CMS Adult and 
Child Core Measures or other sources such as adverse incidents (such as deaths, 
avoidable admissions or readmissions)  


 Utilization of services, utilization, diagnostic and outcome information on outpatient 
and inpatient encounters, services and procedures; medications and devices, and 
diagnoses 


 Member and provider satisfaction with our Health Plan through data from member 
and provider satisfaction surveys, the grievance and appeals processes, and member 
disenrollment reasons and requests to change providers 


 Access, availability and affordability data such as providers’ compliance with 
appointments and networks access, open and closed panels, provider language spoken 
and data on trends such as admissions and ER utilization 


 Other key administrative processes such as call center call volume, abandonment rate, 
answer timeliness and claims processing turnaround times  


Our Goal is Operational Excellence 
To meet operational excellence our Triple Aim of improvement of population health, 
experience of care and per capita cost is addressed through our three-pronged strategy which 
includes: 


 High Touch – Building Relationships through Compassion 


 High “Tech” – Innovative and Interactions for Our Members and Our Providers  


 High Trust – Measured Performance, Actions and Integrity 


HIGH TOUCH QUALITY IMPROVEMENT 
A high-touch quality improvement example is our home health service that specializes in 
providing in-home primary care services. Our members who are due or overdue for routine 
health care services may be eligible for these in-home visits. This program has: 


 Exceeded national and local markets glide path goals  


 Captured revenue with most challenging members in critical measures across markets  


 Created residual impact by reengaging members in care  


HIGH “TECH” QUALITY IMPROVEMENT 
High “tech” quality improvement initiatives have helped us manage our populations’ health 
by maximizing technology. Through multiple member and provider complaint channels, we 
have improved our members’ health and increased our member and provider experience while 
reducing costs. The Three Critical Levers to Achieving the Triple Aim include:  


 Meaningful engagements through personalized text messages and/or emails that 
include important facts, tips and reminders for preventive care and disease 
management  


 Access to video streaming of disease and health and wellness education classes  
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 Telemedicine allows our members to have a virtual appointment with a provider from 
the comfort of their home via secure webcam, smartphone or other mobile device. 
Telemedicine is available 24 hours a day, seven days a week. Best of all, appointments 
are not necessary and the wait is typically less than 10 minutes 


HIGH TRUST QUALITY IMPROVEMENT 
High trust quality improvement through provider engagement with our localized clinical 
practice consultant (CPC) program drives quality. We employ field-based RNs who visit high-
volume practitioner offices to educate providers and staff on various performance measures 
such as pediatric preventive health, including EPSDT requirements, expectations, and 
available provider tools and services. Our CPCs discuss performance improvement 
opportunities with our providers and their staff, encouraging the application of the plan-do-
check-act quality improvement model within their offices.  


In addition to sharing data and supporting overall provider compliance, our CPCs also 
educate using our HEDIS in a Box toolkit. This user-friendly toolkit, designed specifically for 
PCPs, includes evidence-based clinical guidelines for pediatric preventive health services, 
including resource materials on the Bright Futures program, developmental assessment tools, 
any state-specific documentation or tracking tools, and education on correct coding of 
preventive care services.  


PROVIDING FOR CONTINUITY OF CARE 
We provide continuity of care for members through the provision of critical programs and 
initiatives. We effectively facilitate transitions in care across all settings of care for our health 
plans. These programs include provision or facilitation of case management across all 
settings, including inpatient, outpatient and within specific rehabilitation facilities. To confirm 
this continuity of care is provided, ongoing monitoring is conducted to identify any potential 
barriers or challenges. As outlined in detail in Section 3.10.20 Standard XIV: Continuity of 
Care System. 


HEALTH Promotion and Disease Prevention 
We promote health and help prevent disease through multiple initiatives. We have a dedicated 
health education team where on-site health education is provided to members in English and 
Spanish. Multiple written reminders are mailed to members to make sure they receive needed 
tests and exams for preventive health. 


Through the ongoing implementation of the QI Program, a comprehensive scope of quality 
improvement activities is in place. We define the scope of the QI Program by a range of 
activities, which includes health promotion and disease prevention. Our health promotion and 
disease prevention activities focus on education to members, outreach to members, education 
of providers, identification of high-risk members for health care utilization and chronic 
conditions (to reduce complex health situations and prevent the occurrence of long-term 
health problems), members with existing chronic conditions and linkage of health promotion 
activities to quality improvement activities. 


Health Education Class Descriptions 


The following table provides a listing of health education and wellness class descriptions that 
could be offered to Nevada members. 
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Program Brief Description 


Asthma - Adult  
(Ages 16 and up) 


Through this program, members understand asthma and how to take 
control. Topics include triggers and treatments, medications and self-
care. 


Asthma - Child  
(Ages 1 to 15) 


The program includes recognizing the signs and symptoms of an 
asthma episode and the steps to make living with asthma manageable. 


Cancer Nutrition This program provides education on 19 different types of cancer, 
general cancer nutrition, cancer prevention and managing cancer 
symptoms, including nutrition, physical activity, risk factors and 
screenings related to cancer. Learn strategies of coping with cancer 
and special considerations for cancer survivors. 


COPD Members gain understanding of chronic breathing problems and learn 
to take control. This program is designed to help manage COPD, and 
develop strategies and skills to improve the quality of daily living. 
Emphasis is on nutrition, weight management, smoking cessation, 
physical activity, daily functioning and monitoring progress. 


Pre-diabetes/Diabetes Our pre-diabetes and diabetes education provides basic knowledge of 
preventive care; healthy food and activity choices; blood glucose 
monitoring; foot and eye care; stress management techniques and 
other effective ways to manage diabetes. 


Understanding Insulin 
and Insulin  
Self-Management 


Education on insulin management and learning the proper skills for 
administering, storing and the timing of insulin. 


Exercise This dedicated exercise class improves flexibility, mobility and balance 
without having to rely on specialized equipment. 


Healthy Nutrition 
(Preschool to teens) 


In this program, parents and children can start down the road to good 
nutrition. We educate members on the tools they need to achieve their 
family’s health goals, including up-to-date information on health, 
nutrition and physical activity. This fun-filled class makes it easy for 
children to learn about nutrition, change poor habits and 
achieve/maintain a lean, strong and healthy body. Parent participation is 
required.  


Grocery Store Nutrition 
Tour 


Our grocery store nutrition tour assists the member to make simple 
changes in food choices at the grocery store which can make a big 
impact in his/her overall health. In this two-part class series, members 
learn the basics in meal planning, how to read a food label, what to look 
for from each section of the store and how to shop on a budget. 
Participants receive an introductory workbook to support their hands-
on learning in selecting nutritious foods that their family can enjoy—
turning shopping from a chore into a more enjoyable experience. We 
provide members with the tools to navigate the grocery store along with 
sample recipes for healthy meal planning.  


Medical Nutrition The medical nutrition class includes helpful information from registered 
dietitians on a variety of topics, including but not limited to, cancer 
nutrition, bariatric diet, hypoglycemia, malnutrition, celiac disease, renal 
diet, food allergies, tube feeding and other gastrointestinal conditions.  
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Program Brief Description 


Heart Health The heart health class helps members recognize and control risk 
factors, blood pressure, cholesterol and triglycerides for heart disease 
and high blood pressure. Learn and understand lab results, food labels 
and tips for dining out. The program helps members keep heart health 
in control by reducing weight, exercise, taking medications correctly, 
reducing tobacco and alcohol use and eating from a balanced food 
plan. 


Lactation Members learn proper breastfeeding techniques, milk production and 
colostrum, guidelines to reduce fullness discomfort, safe handling of 
expressed milk breast pumps, storing and transporting breast milk. 


Pregnancy Course emphasizes good nutrition habits, proper weight gain, personal 
and home safety, exercise, coping with stress, emotions and 
discomforts of pregnancy. The course also covers baby’s first year. 


Tobacco Cessation 
Program 


This program includes an evidence-based treatment plan, one-on-one 
consultation with a tobacco cessation counselor, three months in a 
personalized behavior modification program, three months of 
personalized medication (depending on assessment), and member 
follow-up as needed. 


Weight Management 
Classes and Support 
Group  
(Adult) 


The weight management class helps members find the motivation to 
lose weight and keep it off. Class focuses on the development of a 
personal plan to make positive changes in eating and exercise habits 
and identifying environmental and emotional triggers to achieve healthy 
and permanent weight loss.  


Through our website, members have access to online diabetes, heart health, pregnancy, 
preventive health care, smoking cessation and weight management programs. Our website 
also has an online health risk assessment that identifies health and lifestyle profiles. After 
completing the questionnaire, a personalized profile with recommendations is provided to 
improve a member’s overall health. 


EXTERNAL QUALITY REVIEW ORGANIZATION OVERSIGHT AND ASSESSMENT 
Nationwide, our health plans fully engage with the annual independent assessments 
conducted by external quality review organizations designated by our regulators. We welcome 
the feedback we receive because of these independent assessments of the quality of care 
delivered to our members and we appreciate the chance to resolve identified opportunities in 
the interest of continuously improving our programs. Our goal is always full compliance with 
all contractual requirements. We have demonstrated exceptional performance in Nevada with 
scores ranging from 97-100 percent in EQRO audits.  


We agree to provide all information required for the external quality review in the time frame 
and format requested by the EQRO designated by DHCFP. We value the EQRO process to 
enable verification that we maintain fiscally sound contracts, policies and procedures that 
adequately address quality issues and requirements, to provide technical validation of our 
performance improvement projects, and to review our adoption, dissemination and adherence 
to clinical practice guidelines.  


We incorporate any findings from the review into our current QI Work Plan and the annual 
Evaluation, which further informs the development of the quality program and subsequent 
year’s Work Plan. This approach provides the structure to not only address any findings 
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immediately as documented in our current Work Plan but also to reflect the findings and 
monitor for sustained improvement and compliance with EQRO recommendations in 
upcoming years.  


We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to 
develop studies, surveys and other analytic activities to improve the quality of care and services 
provided to our members specifically, and Nevadans overall. We immediately respond to and 
implement any recommendations made by the EQRO within the time frame established by 
DHCFP and/or the EQRO.  


3.9.2 Quality Measurements 
3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality 
Strategy are to be reported for a calendar year, using the most current version of National Committee for 
Quality Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to 
the contract periods, but may overlap them. The DHCFP and/or the EQRO may conduct on-site review as 
needed to validate medical measures reported. The vendor must use audited data, and is responsible for 
ensuring all updates to the measure are reflected in the final, reported rates. The DHCFP reserves the 
right to require the vendor to conduct special focus studies and report on additional quality measures 
when requested. 


HEDIS REPORTING EXPERIENCE 
We have extensive national experience tracking, reporting and improving HEDIS measures. 
In total, for 2014 (for care rendered in 2013), we completed 15 Medicaid health plan HEDIS 
submissions, 86 commercial submissions and 158 Medicare submissions. The external, 
NCQA-certified HEDIS auditor deemed all submissions reportable by validating our 
administrative and medical record data collection methods. We report to DHCFP and/or the 
EQRO all HEDIS measures identified in Nevada’s Strategy on an annual basis, using the 
most current version of NCQA HEDIS specifications. 


HEDIS serves as our standard set of indicators to continuously measure plan performance 
based upon NCQA-accepted standards. We use these results to identify current gaps in care or 
service and integrate performance results into our performance improvement projects. HEDIS 
measures allow us to track and benchmark performance across the following areas: 


 Preventive (e.g., lead screening, immunizations, cervical cancer screening, breast 
cancer screening, chlamydia screening and well-child visits) 


 Chronic care (e.g., diabetes, cholesterol management and treatment of asthma) 


 Behavioral health (e.g., follow-up after hospitalization for mental illness, 
antidepressant medication management) 


 Access to and availability of care 


We generate HEDIS data using NCQA-certified HEDIS software, which provides us with 
monthly reports and ad hoc reports to support continuous QI, and our annual, certified final 
HEDIS results—audited by an NCQA-certified HEDIS compliance auditor. Monthly analysis 
of our HEDIS performance provides us with the opportunity to participate in clinical studies, 
implement changes, and to regularly assess the quality and appropriateness of care provided 
to Nevada members. 
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STANDARDS FOR HEDIS DATA MEASUREMENT 
HEDIS data serves as a benchmark for continuously measuring plan performance. We use 
the results to identify gaps in care or opportunities for service improvements that are 
integrated into our quality improvement projects. As such, we maintain comprehensive 
policies and procedures relating to data collection and reporting of HEDIS performance 
measures. This helps to verify that all data used for HEDIS reporting and all reports using 
HEDIS data are accurate and complete. Our HEDIS policy stipulates the following: 


 NCQA-certified Reporting: Our HEDIS software used for preparation of HEDIS 
reports is NCQA certified.  


 Timely Extraction: Data extraction from all appropriate data feeds are received timely 
from medical claims and encounters, member enrollment, provider files, pharmacy, 
behavioral health and applicable internal/external databases. 


 NCQA-certified Sampling: We follow measure-sampling rules to identify an accurate 
denominator population for each hybrid sample and are certified in the NCQA 
Software Certification testing process. This process validates the samples created for 
specific measures based upon NCQA-defined sample sizes and oversample rates.  


 Use of Hybrid Methodology: Measures selected and identified as a hybrid measure are 
calculated using hybrid methodology. Before hybrid data are collected, comprehensive 
training is provided. Training includes a detailed overview of each clinical measure 
along with the objectives of the medical record review and sample chart reviews. All 
clinical reviewers must score 100 percent on sample chart reviews to perform HEDIS 
medical record reviews. Inter-rater reliability is monitored to verify accuracy of clinical 
data abstraction throughout the HEDIS data collection process.  


 Audit Standards: All data within the HEDIS data repositories pass the audit standards 
of the official NCQA HEDIS Audit Guidelines for the most current year, which govern 
the audit practices of NCQA auditors. 


 Validation: Timelines and audit steps are followed in working with the EQRO annually 
as they perform a HEDIS Report Validation of selected HEDIS measures to verify 
compliance with HEDIS methodology either on-site or electronically.  


 Focus Studies: Any special focus studies and/or reports on additional quality measures 
are provided to DHCFP and/or the EQRO. 


We collect all HEDIS measures required by DHCFP and we review and evaluate them 
internally to determine if improvements to key indicators are needed. In addition, selected 
measures in the Use of Services HEDIS domain are evaluated to determine potential areas for 
potential underutilization and overutilization. 


COMPLIANCE WITH THE EXTERNAL REVIEW PROCESS 
We provide all information required for the external quality review in the time frame and 
format requested by the EQRO designated by the DHCFP. We incorporate any findings from 
the review into our current Work Plan and the annual Evaluation, which further informs the 
development of the Quality Improvement (QI) program and subsequent year’s Work Plan. 
This approach provides the structure to not only address any findings immediately as 
documented in our current Work Plan but also to reflect the findings and monitor for 
sustained improvement and compliance with EQRO recommendations in upcoming years.  
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We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to 
develop studies, surveys and other analytic activities to improve the quality of care and services 
provided to our members specifically, and Nevadans overall. Our collaboration continues to 
encompass partnership with the DHCFP and the EQRO to annually measure identified 
performance measures to assure quality and accessibility of health care in the appropriate 
setting to our members. This includes validation of our performance improvement projects 
(PIPs) and corresponding measures. We immediately respond to and implement any 
recommendations made by the EQRO within the time frame established by the EQRO, the 
Agency or its designee.  


3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State 
Quality Strategy.  


We have a process in place to provide reporting on all performance measures in compliance 
with DHCFP requirements and have 34 years of national experience in collecting, analyzing 
and reporting HEDIS measures for the Medicaid populations. 


We have an unyielding commitment to improving the performance measures that indicate 
quality of care. We share this commitment with all employees throughout our organization—
at the corporate level and in our individual health plans. Our QI Program provides an 
integrated, coordinated and quality improvement system to demonstrate compliance with 
contractual, state and federal requirements. We employ a knowledgeable, interdisciplinary QI 
team and proven structures and processes.  


We carry out our commitment to continuous quality improvement by monitoring performance 
measures and tracking them over time. With a fixed objective of achieving year-over-year 
improvements, and achieving national and regional targets as quickly as possible, we compare 
our performance measures to state minimum performance standards, goals and benchmarks.  


3.9.2.3 Beginning in the third year of this contract period, on July 1 of each year, the vendor may be 
eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures 
(calculated from the preceding calendar year's data) for which significant improvement, based on the 
DHCFP methodology, identified in Attachment U ~ Pay for Performance (P4P), has been demonstrated.  


Pay for Performance (P4P) for incentivizing health plans will continuously improve critical 
aspects of health care delivery and member services. We will participate in the DHCFP P4P, 
which in Year 1 withholds 1.25 percent of the net premium and delivery payments from the 
capitation payments to meeting benchmark standards (delineated in Attachment U of the 
proposal) in six HEDIS measures: 


 Children and Adolescents Access to PCPs: 12 to 24 months 


 Children and Adolescents Access to PCPs: 25 months to six years 


 Children and Adolescents Access to PCPs: 12 to 19 years 


 Childhood Immunizations – Combo10 


 Comprehensive Diabetes Care – HbA1c Testing  


 Frequency of Ongoing Prenatal Care (81 to 100 percent of visits) 


We comprehensively report on all HEDIS measures for specific populations and in the time 
required. Our policies and systems described elsewhere in this proposal detail how we meet the 
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required contractual standards, while our experience, continuous quality improvement 
methods and PIPs help us to reach the incentive targets as outlined in the proposal. 


3.9.2.4 Pregnancy 


A. Standard 


1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided 
with quality prenatal care. Quality prenatal care provides for increased access to prenatal services, and 
ensures necessary monitoring of high-risk pregnancies to obtain healthy birth outcomes. 


Our extensive and comprehensive contracted Nevada Medicaid provider network meets or 
exceeds the State’s access and availability standards; we have 181 OB/GYNs in Clark County 
and 59 OB/GYNS in Washoe County.  


ACCESS TO CARE MONITORING PLAN 
Our policy for accessibility standards for access to care meets Nevada’s requirements for 
members’ emergent needs and, upon execution of the contract, we continue to comply with the 
requirements as set forth in the Scope of Work including prenatal care appointments. Our 
prenatal accessibility standards include: 


Trimester/Risk  Standard  


First trimester  Within seven calendar days of first request 


Second trimester  Within seven calendar days of first request 


Third trimester  Within three calendar days of first request 


High-risk pregnancies  
Within three calendar days of identification of risk, or immediately if an 
emergency exists 


Office wait time  
Within one hour from scheduled appointment time, except when 
provider is unavailable due to an emergency; we monitor this standard 
through complaints received 


We have a proven process in place to verify adequate physical and geographic access to 
medically covered services for enrolled members. Our provider services and operations teams 
perform comprehensive monitoring of our provider network to confirm compliance with the 
State’s appointment and service access standards. We conduct this evaluation through the 
collection and analysis of performance indicators including: 


 GeoAccess mapping reports and data-driven analyses 


 Member complaints and appeals  


 Member and provider satisfaction surveys 


 CAHPS member satisfaction survey provider access questions  


 Medical records reviews for high-volume PCP and specialty health providers 


 On-site provider reviews  


 Provider profiling that identifies members with excessive ER use and few visits over 
time  


 Care manager feedback and reports from 24-hour nurse line indicating consistent 
access issues 
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 Monthly secret shopper surveys to a statistically sound network sample (PCPs, 
specialists, behavioral health, pre- and postnatal obstetric and home health providers), 
reported annually 


Our ongoing and thorough monitoring of provider compliance with the items referenced 
above allow for early detection of deficiencies by the contracted providers within our network. 
If a deficiency is found within our provider network, the provider services department 
addresses the issue with the specific provider and requires compliance with their contractual 
obligations through implemented corrective action plans (CAPs). Continued failure by the 
provider/provider group to comply would lead to further disciplinary action, up to and 
including termination of a provider or provider group contract.  


To preserve the integrity of service delivery, our policies contain monitoring mechanisms to 
assess compliance with our standards for access to care. We monitor provider compliance by 
performing member satisfaction surveys and monitoring complaint and grievance data, office-
site visits and compiling information from an after hour’s telephone survey completed by 
provider services staff members. Our Provider Summary Guide indicates that the provider 
services department conducts on-site visits and ongoing monitoring of providers to detect 
deficiencies and that we take corrective action as necessary. The results of the corrective 
action are presented to the Credentialing Committee for approval.  


Pregnancy Case Management Program 
To support healthy birth outcomes, our Pregnancy Case Management Program coordinates 
member prenatal services and monitors high-risk pregnancy. Once members are identified as 
being pregnant, our outreach staff contacts these members to identify high-risk needs and to 
make certain that all of their health care and services are coordinated. In addition, we inform 
them of available incentive programs—prenatal and postpartum—and send them our prenatal 
and postpartum packets with education and resources for mother and baby. Our outreach staff 
continues to contact and monitor members who are not identified as high-risk throughout 
their entire pregnancy. Once a member is identified as high-risk, a high-risk OB case 
manager is assigned to work with the member to support optimal birth outcomes. 


High-Risk Obstetrical Management 
We provide early identification of potential obstetrical risk factors and help expectant mothers 
take measures to confirm a healthy delivery and a healthy baby. Care coordination is a 
component of both maternity management and high-risk obstetrical management in which 
formal assessments and plans of care are optional. Our High-Risk Obstetrical Management 
Program is dedicated to the identification of members with high-risk pregnancies and the 
completion of screening tools, case management, education and coordination of services to 
mitigate the risks and achieve full-term pregnancies. Our program is staffed by seasoned RNs, 
social workers and care coordination assistants managed by a dedicated associate director of 
clinical services for obstetrics and pediatrics.  


Members eligible for high-risk obstetrical and maternity management include, but are not 
limited to, those individuals with complex health care needs, such as:  


 Members between the ages of 18 and 40 


 Members with a history of complex health issues who are in the second or third 
trimester of pregnancy 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 315 of 776  RFP #3260
 


 Members with a multiple gestation pregnancy (twins, etc.)  


 Members with history of: 


 Preterm labor and/or preterm delivery 


 Diabetes 


 High blood pressure 


 Mental Health issues 


 Coagulation abnormalities 


 In Vitro Fertilization (IVF) 


 HIV/AIDS virus 


 Drug use 


 Fetal Anomalies 


 Members with complex medical and psychosocial issues who are referred to case 
management 


In addition to our prenatal outreach and high-risk case management, we offer various 
incentives to support quality prenatal care. Our incentive programs are designed and 
monitored to encourage members to access appropriate care. Incentives are designed to be 
both appealing to the member and to reward healthy behaviors, such as completion of prenatal 
and postpartum visits. Overall, our member incentives are designed to be both flexible and 
effective.  


For example, in Rhode Island, our HEDIS measures for prenatal care for Medicaid members 
included the following increases, which are above the HEDIS 90th national percentile: 


 Timeliness of prenatal care to 94.25 percent  


 Frequency of prenatal care greater than 80 percent to 79.31 percent  


 Postpartum care to 73.28 percent  


2. The vendor’s prior authorization policies and procedures must be consistent with the provision of 
prenatal care in accordance with community standards of practice and the MSM. 


We currently have a process in place that is compliant with all DHCFP contract standards 
related to the provision of prenatal care in accordance with community standards of practice 
and the Medicaid Services Manual (MSM). 


Our prior authorization policies and procedures are consistent with the provision of prenatal 
care in accordance with the community standards of practice and the MSM. For example, our 
current policies and procedures are consistent with the MSM as an obstetrical ultrasound of a 
pregnant woman is considered a covered benefit when it is determined to be medically 
necessary; however, an ultrasound to find out the gender of the baby is not a covered benefit. 
We already have policies and procedures in place to address this and all other prenatal care 
issues as identified in the MSM. 
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We Track Compliance to 
Support Member Compliance 
with EPSDT Screening 


Our tracking database monitors 
compliance with preventive and 
chronic care standards, including 
EPSDT screenings, at the member 
and provider practice level. The 
tracking database uses member 
demographic data to identify 
members that have not received 
required screenings, allowing our 
case management and quality 
management teams to conduct 
targeted outreach to members and 
providers for health care services. 


3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


A. Standard 


1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to 
the national average for EPSDT screenings. Well Child Care promotes healthy development and disease 
prevention in addition to possible early discovery of disease and appropriate treatment.  


The EPSDT programs are foundational to our ability to provide children, adolescents and 
young adults with appropriate preventive, behavioral health, dental, developmental and 
specialty services. The primary goal of the EPSDT program is to prevent disease and detect 
treatable conditions early to avoid further serious health problems, and, to the maximum 
extent possible, improve the health status of Nevada’s children. Leveraging lessons learned 
from our other state partners, our expanded EPSDT program works closely with providers and 
members, using outreach and incentive programs to make sure that screenings are completed 
at the appropriate intervals.  


Screening exams include a health history, a developmental assessment, a comprehensive 
unclothed physical examination, vision screening, hearing test, appropriate laboratory tests, 
immunizations, nutrition screen, health education (including anticipatory guidance), oral 
health assessment and other tests as needed to perform referrals for treatment. Through this 
program, we verify that our members have a regular, ongoing source of care and receive 
recommended examinations, medically necessary treatments and provider referrals for 
appropriate follow-up. Our primary goal is to prevent disease and detect treatable conditions 
early to avoid further serious health problems, and, to the maximum extent possible, improve 
the health status of Nevada’s children.  


ENGAGING Nevada Members in EPSDT  
Our EPSDT program targets three aspects of the health care system for assessment, support 
and education: members, participating providers and systems monitoring through which we 
deliver care and service. We capture these components in 
our quality improvement plan and outline supporting 
policies and procedures, such as: 


 Assessment: Our EPSDT approach includes 
systematic monitoring of performance on EPSDT 
services and other aspects of pediatric preventive 
health, such as lead screenings and dental 
examinations. Our maternal and child health 
integrated teams, including our EPSDT 
coordinator, review this data and deploy programs 
and supports to address gaps. Our integrated 
teams include staff that bring diverse expertise 
and represent functions within our local health 
plan. Each team is community-focused and data-
driven, sharing accountability for the quality 
outcomes of specific portions of our membership 
and the providers that render their care. These 
teams leverage a variety of tools to verify compliance with DHCFP’s EPSDT 
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periodicity schedule, particularly focusing on completion of EPSDT exams, missed 
appointments and referral appointments. 


 Support: We focus our program activities on our PCPs and continuing care providers, 
including assuring compliance with EPSDT contractual requirements, ongoing 
education and support, and sharing of performance data.  


 Education: We perform EPSDT education and outreach to our members and their 
parents or guardians with the aim to improve their understanding of the EPSDT 
benefit available to them and to assist in accessing pediatric preventive care services. 
Given the cultural and linguistic diversity of Medicaid and Check Up beneficiaries in 
Nevada, our plan includes routine evaluations of our member outreach programs so 
that we are continually adapting our methods to the unique needs of the population 
and sub-populations.  


MEMBER COMMUNICATION THAT DRIVES EPSDT COMPLIANCE 
We use several methods and communication channels to educate members and families 
enrolled in the Nevada Medicaid and Nevada Check Up Programs about the EPSDT benefit 
for children younger than age 21 and the importance of following the periodicity and 
immunization schedule, in accordance with Nevada Medicaid Service Manual Chapter 1500.  


At a minimum, our member outreach initiatives emphasize the importance of preventive care; 
give information on the Healthy Kids periodicity schedule and the depth and breadth of 
services; help parents and guardians understand how and where to access services, including 
necessary transportation and scheduling assistance; and a statement that services are provided 
without cost.  


Consistent with our commitment to improve the health literacy of our members, written 
materials are always offered in relevant languages including English and Spanish, at an 
eighth-grade or lower reading level. Members also have access to our member services phone 
number, our 24-hour nurse advice line or our on-site concierge service for free, oral 
interpretation services. 


 Welcome Kit and Member Handbook: Education begins with the new members’ 
welcome kit. The Member Handbook is a valuable resource providing information on 
EPSDT, well-child checkups, emergency and urgent care, covered/non-covered 
services, and a summary of benefits, language and cultural help. New members also 
receive welcome calls from our member advocates within 30 days of enrollment to 
enable them to provide information and education to members on how to access 
services, and allow members to ask any questions they may have about obtaining 
services. The Primary Care Physician/Hospital/Mental Health Provider Directory, also 
included in the new member welcome kit, encourages regular checkups, screenings 
and immunizations, in addition to providing members and their families with a list of 
participating PCPs, hospitals and mental health/substance abuse providers.  


 Educational Mailings: We provide education through routine educational mailings 
using a set of targeted, age- and gender-appropriate member health education and 
prevention reminder mailers. In 2014, we mailed more than 1.4 million educational 
letters, postcards and newsletters related to the importance of pediatric preventive care, 
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state-specific or federal periodicity schedules, or more specific elements of EPSDT, 
such as immunizations, lead screenings or dental care.  


 Member Website: Our website is an additional resource for members and their 
families, providing assistance in accessing services by providing benefits information 
and online provider directories. We design all member materials, including those 
posted online, to meet the unique needs and challenges of our members, including 
appropriate reading levels, multiple language offerings and culturally appropriate 
materials. We continue to enhance website accessibility for disabled individuals as 
technology standards and industry requirements continue to evolve. For example, a 
recent website update included enhancements for accessing all site elements via 
keyboard, increasing color and text contrast, improving semantic markup, increasing 
form accessibility and making keyboard navigation more usable. 


 Member Advocates: Our knowledgeable, experienced member advocates are key 
participants in our member outreach and education about EPSDT screenings as they 
answer our members’ non-clinical questions efficiently and accurately. Our member 
advocates are trained on Nevada benefits and priorities for the unique population they 
serve, and our frequent reinforcement of that training keeps those objectives top of 
mind for every member advocate. For example, since our member advocates know that 
achieving compliance in EPSDT screenings is a primary goal. In each interaction with 
the member, they verify that the member has a PCP, and that the member has seen 
his/her PCP to receive all preventive care, including EPSDT screenings and 
immunizations. Our member advocates can schedule member appointments with the 
pediatrician or PCPs, while the parent or guardian is on the phone.  


 Community and Provider Partnerships: In collaboration with our Nevada community 
outreach team, including an EPSDT coordinator, we work with participating providers 
and community-based organizations to hold clinic days and health events to educate 
members about EPSDT services. An example of our local community partnerships in a 
similar market, with agencies that provide EPSDT services is in Mississippi.  


 Telephonic Outreach: We use internal departments such as our outbound call team 
and proven external vendors to conduct outbound calling programs that include live or 
automated preventive health calls to educate new and existing members identified as 
needing recommended services.  


 Incentives: We design our member incentive programs to encourage members to access 
appropriate care, to reward for healthy behaviors (e.g., completion of EPSDT visits) 
and to appeal to both the member and his/her caregivers. We design incentives to be 
meaningful and flexible—providing the member with a range of engagement levels—to 
encourage participation. For example, we offer $10 Citibank gift cards for completion 
of a well-child visit.  


OUTREACH STRATEGIES THAT SUPPORT NEVADA PROVIDERS 
For providers, we strive to be a most trusted partner in facilitating quality care. Examples of 
ways we support participating providers rendering appropriate care according to EPSDT 
clinical guidelines and periodicity schedules are: 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 319 of 776  RFP #3260
 


Monthly EPSDT Performance Reporting 
To address opportunities to complete preventive health services proactively, participating PCPs 
receive monthly aggregate performance reports and a list of members under their care who 
are due or overdue for EPSDT services based upon the Bright Futures and/or state-specific 
periodicity schedules. We distribute reports to providers showing their performance regarding 
immunizations, highlighting members who may need outreach to complete needed 
immunizations or to establish a catch-up schedule per Advisory Committee on Immunization 
Practices (ACIP) guidelines. These reports also will be available to registered providers online, 
through our provider portal.  


Maternal and Child Health Integrated Teams 
Because many children receive well-child services at school, public health clinics or at 
provider locations other than their PCP office, tracking can be difficult. Our maternal and 
child health integrated teams, including provider advocates and community health workers 
(CHWs), will collaborate with these partners and share information with the integrated team 
to identify these children through gaps in care reporting.  


If a member misses three consecutive appointments, we will activate additional options to 
encourage the member to seek care. One option may be to activate the use of a CHW to work 
with the family to schedule and keep recommended appointments. CHWs play an important 
role in working closely with members—to aid in locating members who would otherwise be 
unreachable, and help them to get the care they need for a number of health-related issues, 
including pediatric preventive health. 


In-the-Field Teamwork with Clinical Practice Consultants  
We employ field-based RNs who visit high-volume practitioner offices to educate providers 
and staff on pediatric preventive health, including EPSDT requirements, expectations and 
available provider tools and services. These clinical practice consultants (CPCs) discuss 
performance improvement opportunities with our providers and their staff, encouraging the 
application of the plan-do-check-act quality improvement model within their offices.  


Through regular monitoring and reporting, our CPCs are able to make providers aware of 
specific children who need immunizations, or other EPSDT services such as lead screening or 
dental exams. Our CPCs will help the practice establish outreach methods to contact 
parents/guardians and to schedule EPSDT appointments, or, through our maternal and child 
health integrated teams, provide outreach and scheduling support through our staff. 


In addition to sharing data and supporting overall provider compliance, our CPCs also 
educate on the specific, required components of an EPSDT visit and routinely review a 
random sample of medical records to confirm that each EPSDT visit includes: 


 A comprehensive physical and mental health and developmental history  


 Comprehensive unclothed physical examination  


 Appropriate immunizations according to the schedules established by ACIP 


 Laboratory tests including lead risk assessment and blood lead level screening  


 Health education, including anticipatory guidance and individual parent education  


During the process of reviewing member-specific data or medical records, we sometimes 
discover that a provider has rendered complete EPSDT services not reflected in our claim or 
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encounter data. When that happens, we educate the practice regarding acceptable coding 
methodology and we enter the data into our CPC Repository, a database designed to capture 
all of the required components of care rendered, which is subsequently incorporated into our 
internal quality reporting and practitioner level reporting. 


“HEDIS in a Box” to Support Pediatric Preventive Health  
This user-friendly toolkit, designed specifically for PCPs, includes evidence-based clinical 
guidelines for pediatric preventive health services, including resource materials on the Bright 
Futures program, developmental assessment tools, any state-specific documentation or 
tracking tools, and education on correct coding of preventive care services.  


Provider Contracting to Support State Requirements 
Through the contracting process, we obligate participating providers to cooperate with our 
comprehensive quality program, a significant portion of which is our quality improvement 
efforts targeting EPSDT, immunizations and other important components of pediatric 
preventive health care.  


Strong Provider Relationships Supported by Value-based Purchasing  
Our goal is to deliver the highest quality health care to all of our members in the State while 
transforming the way providers deliver and are reimbursed for health care services. To deliver 
on that commitment, we have developed a modular suite of value-based purchasing programs 
to meet providers where they are across the reimbursement risk and clinical integration 
continuum—based upon their operational sophistication and readiness to accept risk. 


We designed this model to support practices to achieve improvement in patient health through 
closing gaps in care related to well-child/well-care visits, immunizations and confirming the 
member receives an annual dental visit with his/her dentist and the opportunity to receive 
incentives for his/her performance. Through plans of care, the program encourages PCPs to 
conduct preventive health screenings, improve HEDIS scores and focus on state quality 
performance metrics. We establish quality measure thresholds at the practice level and—based 
upon historical performance—practices may earn bonus payouts in addition to their fee-for-
service reimbursement for meeting or exceeding these thresholds.  


WebIZ Reporting  
To confirm our members receive needed immunizations, we receive regular reports from 
immunization registries in the states where we operate. We participate in Nevada’s Statewide 
Immunization Information System (WebIZ), and the data received from immunization 
registries is included in our monthly reporting delivered to participating providers. When 
approved by our NCQA-certified HEDIS auditors, this information is included as 
supplemental data in our final, annual, HEDIS rates.  


Frequent Communication with Nevada Providers 
All of our network providers receive information on EPSDT requirements, including 
immunizations, through practitioner newsletters, the provider portal, provider handbooks and 
through their participation on quality committees or other peer review activities. Results 
shared include those from our annual EPSDT evaluation.  
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OUR APPROACH TO EPSDT 
Our successful EPSDT programs nationwide are evidence of our deep understanding of 
pediatric preventive health care, and the education and outreach needed to support these 
important services. We base our EPSDT programs upon the American Academy of Pediatrics’ 
(AAP) recommendations for preventive pediatric health care. We then tailor each state’s 
program to meet the needs and recommendations of the state. Subsequently, we implement our 
EPSDT program in Nevada based upon the Nevada Healthy Kids program standards. We 
currently support CMS EPSDT program requirements and additional state-specific 
requirements in all of the Medicaid markets we serve. This includes full compliance with all 
required outreach and reporting activities and incorporation of EPSDT into our quality 
program and quality improvement activities.  


MISSISSIPPI: A Snapshot of EPSDT Screening Success  
As part of our approach to EPSDT compliance, we use strategies that have demonstrated 
success in other states that have resulted in increased access and parental engagement for 
EPSDT services. For example, when we took over the Mississippi health plan, EPSDT 
compliance rates were extremely low (23 percent). Our intensified efforts during the following 
two years resulted in compliance rates that reached 85 percent, as shown in the graph below.  


 


The individual components of our plan to comply with the Care for Kids Program are 
described in further detail in Section 3.4.4.3. E. 
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Figure 14. Mississippi EPSDT Compliance Rates 2012-2014.
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2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not 
be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of recipients. Vendor internal quality 
assurance of the EPSDT program shall include monitoring and evaluation of the referrals that are the 
result of an EPSDT screening.  


We have experience collaborating with states on EQRO reviews and look forward to 
participating in any desk or on-site reviews as needed to evaluate the current process in place 
and facilitate EPSDT implementation. This review could include an evaluation of policies and 
procedures, service delivery, data tracking and analysis, language in PCP contracts and the 
process of member notification. We have enhanced our national activities and confirm that the 
monitoring and evaluation of the referrals by providers are being done expeditiously. If the 
participation rates are less than the national baseline average, we are committed to submitting 
a plan of correction (POC) to the DHCFP indicating the enhancements that we make to all 
current activities focused on member outreach, provider education or case management, to 
make needed improvements. 


COMPLIANCE WITH MEDICAID STATE CONTRACTS 
Nationwide, our health plans fully engage with the annual independent assessments 
conducted by external quality review organizations designated by our regulators. We welcome 
the feedback we receive because of these independent assessments of the quality of care 
delivered to our members, and we appreciate the chance to resolve identified opportunities in 
the interest of continuously improving our programs. Our goal is always full compliance with 
all contractual requirements. In Nevada, we have a history of achieving excellence in EQRO 
audits, with scores ranging from 97 to 100 percent on previous audits.  


We provide all information required for the external quality review in the time frame and 
format requested by the EQRO designated by DHCFP. This enables verification that we 
maintain fiscally sound contracts, policies and procedures that adequately address quality 
issues and requirements, to provide technical validation of our performance improvement 
projects and to review our adoption, dissemination and adherence to clinical practice 
guidelines.  


We incorporate any findings from the review into our current Quality Improvement Work 
Plan and the annual Evaluation, which further informs the development of the quality 
program and subsequent year’s Work Plan. This approach provides the structure to not only 
address any findings immediately as documented in our current Work Plan but also to reflect 
the findings and monitor for sustained improvement and compliance with EQRO 
recommendations in upcoming years.  


We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to 
develop studies, surveys and other analytic activities to improve the quality of care and services 
provided to our members specifically and the State in particular. We immediately respond to 
and implement any recommendations made by the EQRO within the time frame established by 
the EQRO, DHCFP or its designee.  


Compliance with State Standards 
Consistent with our corporate value of Integrity, we are dedicated to exceeding the highest 
standards in our industry and strive to meet and exceed the explicit expectations of DHCFP 
and the members who rely on us for their health care services. On an ongoing basis, we 
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continue to strengthen our governance and evolve our data-driven, responsive culture to 
support Nevada. Our general approach to ethics and integrity and our specific commitment to 
contract compliance are based upon the foundation of maintaining the highest standards of 
accountability for each employee, starting with the executive leadership team.  


Internal Quality Assurance for EPSDT 
When preparing for EQRO or regulator assessment of our program, we follow a well-defined, 
end-to-end process that provides meaningful, measurable information and timelines to address 
corrective actions if identified. Our compliance officer has responsibility for the EQRO 
process and she has developed a team that includes the associate director of quality 
management, who assures interface and support of the EQRO’s review of our QI Program.  


The team comprises subject matter experts from local and national functional areas who are 
knowledgeable and experienced in providing insight into our programs and operations. These 
individuals can demonstrate compliance with regulatory requirements, demonstrate systems, 
review data and answer questions related to their areas, which could include member services, 
provider network, enrollment or member benefits, policy/procedure for EPSDT, service 
delivery, data tracking and analysis, language in PCP contracts and the process for 
notification of recipients. 


Supplementing our understanding of the State’s EQRO oversight approach, our local quality 
team is supported by subject matter experts from our national Quality Management and 
Performance Regulatory Adherence Center of Excellence. This team has assisted all of our 
health plans’ thorough preparation for EQRO oversight during 20 audits in 2015.  


TENNESSEE SNAPSHOT: EPSDT IS 100 PERCENT COMPLIANT 
In Tennessee, as part of the TENNderCare program, we had a unique opportunity to have our 
processes for coordination of follow-up care audited by the state’s External Quality Review 
Organization. Every year, Qsource evaluates our full EPSDT program, including our policies 
and procedures, outreach documentation, and the medical records of our participating 
providers for their adherence to the clinical guidelines for pediatric preventive care.  


We are proud of our record of compliance in these stringent audits, scoring 100 percent on all 
standards and overall for both 2013 and 2014.  


MCC 2012 AQS 2013 AQS 2014 AQS 


TENNderCare-East 95.9 percent 100 percent 100 percent 


TENNderCare-Middle 97.1 percent 100 percent 100 percent 


TENNderCare-West 97.1 percent 100 percent 100 percent 


MONITORING AND EVALUATION STRATEGIES  
We use data to analyze our outreach efforts, to communicate outcomes, and to identify trends 
and areas for improvement that could benefit from additional outreach and education. We 
monitor, analyze and evaluate statistics on EPSDT screening rates to identify PCPs for 
focused education and individual members who are due or overdue for services based upon 
the appropriate periodicity schedule. Our tracking database facilitates compliance with 
EPSDT and other standardized measurements related to preventive care. This database 
includes claims and encounters data, and broadly applies measurement specifications, thereby 
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providing the reporting needed to monitor and improve performance. We use the reports 
generated from our tracking database to identify opportunities for improvement, to track and 
align member and provider outreach, and to report progress toward our goals.  


Specific reporting from our tracking database allows us to track initial newborn checkups 
occurring in the hospital, ongoing pediatric preventive care visits compared to the Nevada 
Healthy Kids periodicity schedule, immunizations, lead, tuberculosis and dental services. We 
can provide timely reminders to our members’ parents/guardians and reach out when a 
needed visit is not scheduled or a member misses an appointment. Through our maternal and 
child health integrated teams, providers can notify us of missed appointments, and we use this 
data as part of the ongoing outreach process.  


Overall, our approach to Nevada Healthy Kids EPSDT services improves health outcomes by 
increasing timely access to these critical and necessary services. The approach that we take for 
outreach, education and health promotion allows providers to develop office practices and 
clinical standards to meet the needs of their assigned patients. Standardized periodic screens 
and reminders allow members to receive timely appointments and create a better workflow 
process for physician practices. Our approach to provider education allows PCPs to receive 
support throughout the process.  


Our goal is to provide all covered children with appropriate care in accordance with 
established clinical practice guidelines for pediatric preventive care, and Nevada Medicaid and 
Nevada Check Up Program requirements. In doing so, we enable the identification and 
treatment of health problems before they become disabling and expensive to treat. It is our 
ongoing commitment to:  


 Monitor and evaluate preventive care services in Nevada on a continual basis 


 Implement interventions as indicated for continuous quality improvement  


 Measure structure, process and outcome indicators related to EPSDT and pediatric 
preventive health, including but not limited to, Healthy Kids EPSDT and HEDIS well-
child rates 


 Use our nationwide EPSDT data and experience to internally benchmark our 
performance and to expand best practices for the benefit of our members in Nevada 


We monitor key performance indicators, including pediatric preventive care rates, across 
clinical areas, allowing us to track and trend over time, to monitor progress toward member-
specific goals and to identify members requiring further intervention. By routinely tracking 
our Healthy Kids Program performance, we can take appropriate actions to improve access to 
care through targeted outreach, assistance, case management and care coordination activities. 
This ultimately allows us to help our members get the care they need to improve their health 
status. 


IOWA: IMPROVED UNDERSTANDING OF PREVENTIVE HEALTH VISITS 
As an example of both our continuous quality improvement process in action and our use of 
member incentives related to EPSDT and pediatric preventive care, we conducted a quality 
improvement study in Iowa. We identified that our performance rates for adolescent 
preventive care declined from 53 percent compliance in 2012 to 51 percent compliance in 
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2013. Although not statistically significant, the decline was cause for concern given the 
programs we have deployed that target this measure.  


Preventive Health Study Objectives 
After reviewing our results, our team decided we needed to better understand what motivates 
our adolescent members and their parents or guardians to access preventive care. Therefore, 
the stated objectives of our study were: 


 Understand why enrolled teen members do or do not use their coverage 


 Determine whether incentives might prompt them to access care 


 How to encourage adolescent well-care visits and immunizations  


To conduct a root cause analysis, we selected Essman/Research to conduct a phone survey 
and the vendor Periscope to analyze the qualitative findings. Our target was the parents or 
guardians of teen members, ages 13 to 18, across Iowa. Between Apr. 14 and Apr. 21, 2014, 
150 telephone surveys were completed. We balanced the participants’ demographics to include 
equal representation by male and female teens, rural and urban residents, and teens across 
the identified age group. 


Key Findings on Adolescent Preventive Health 
We identified the following key findings through analysis of the surveyed members’ responses 
to our questions as well verbatim feedback:  


 Teens go to the doctor when there is an acute reason, such as a short-term illness (27 
percent), an emergent care need (9 percent) or for management of an ongoing chronic 
condition (6 percent) 


 Incentives alone are not enough to prompt an adolescent well-care visit: 50 percent of 
respondents said an incentive would not encourage their teen to attend an 
appointment, and another 12 percent of respondents did not know if it would have an 
effect 


 Ninety percent of the parents/guardians are aware that our Iowa plan covers 
adolescent well-care visits but were unaware that the sports physicals that are 
completed for their teen do not meet the clinical practice guidelines for a full 
preventive care exam 


We also reviewed each of our interventions deployed in 2013 and their timing during the 2013 
calendar year. These interventions included a teen incentive mailing, which did not seem to be 
effective as we had sent 2,236 mailings offering the incentive and as of Dec. 31, 2013, we had 
received only 77 responses. Based upon the findings, we implemented a change in the timing 
of our member incentive mailing to May 2014 with the anticipation that it will increase 
response rates because this is a time in which children are out of school and have more 
availability for adolescent preventive exams.  


The findings regarding utilization of primary care for acute illnesses reinforced the need to 
educate providers on their ability to conduct both a sick visit and an adolescent preventive 
health exam on the same day. To meet this need, we developed an incentive program for 
provider office staff to enhance the awareness of the member incentive program and maximize 
results.  
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With these adjustments, our interim rates for 2015 already indicate an improvement to 53 
percent, exceeding our 2012 and 2013 rates, and we anticipate the rate to climb as our data 
collection and analysis continues.  


B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each 
quarter of the federal fiscal year (FFY), October 1st through September 30th. The vendor is required to 
submit the final CMS 416 Report to the DHCFP no later than March 1st after the FFY reporting period 
concludes. The vendor must send a quarterly report in order to track the progress the Vendor is making 
throughout the year. The vendor is required to complete all line items of the CMS 416 Report and submit 
separate reports for the NCU, FMC, and CHIP Medicaid expansion.  


We support the DHCFP in meeting its obligation to demonstrate to the federal government 
that EPSDT services are being provided as required. We make available all requested records, 
including medical and peer review records, for inspection by State or federal personnel or 
their representatives. We record health screenings and examination-related activities and 
report those findings in the State-approved format at the State-required frequency. We 
leverage our experience in meeting federal and state requirements in our other states to our 
Healthy Kids EPSDT Program in Nevada. 


We submit a separate, individual report for NCU, FMC and CHIP Medicaid expansion 
members to DHCFP for each quarter of the federal fiscal year Oct. 1 through Sept. 30, no 
later than Mar. 1 after the federal fiscal reporting year reporting period concludes. 


1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than 
the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by 
the DHCFP or its contracted EQRO, the DHCFP may require the vendor to submit a Plan of Correction 
(POC) to the DHCFP.  


We work diligently to confirm that our members are educated on the critical importance of 
EPSDT screenings and that they receive EPSDT services. Our goal is to exceed the 
participation rate of the Quality Improvement System for Managed Care improvement 
measures, as determined by DHCFP or its contracted EQRO. Our EPSDT coordinator 
monitors claims and encounter data to identify members who are non-compliant with 
complete periodic screenings continuously.  


Our commitment to quality improvement drives our focus on EPSDT monitoring and 
evaluation. We use a variety of mechanisms to continuously measure, evaluate and improve 
the services provided to members, which are founded upon continuous quality improvement 
(CQI) principles. These principles, which focus on the plan-do-check-act (PDCA) cycle, are a 
means to meet or exceed the minimum performance standards. Data elements help us measure 
success or determine next steps. 


Our monitoring and evaluation strategies for the Healthy Kids Program include the following 
activities:  


 Implementation of interventions as indicated for continued quality improvement  


 Measurement of various indicators regarding our performance on pediatric preventive 
health, including, but not limited to, Healthy Kids Program EPSDT compliance and 
HEDIS well-child rates 


 Leveraging our nationwide EPSDT data and experience to internally benchmark our 
performance and to expand best practices for the benefit of our members in Nevada 
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 Keeping an age-appropriate, comprehensive health and development history that 
includes physician and mental health assessments along with counseling and 
anticipatory guidance and risk factor reduction interventions 


We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services and 
agree to cooperate with all state and federal monitoring of our performance. 


If we should receive a Plan of Correction (POC), we follow a reliable, repeatable approach for 
analyzing and validating DHCFP action plans that provide timely implementation to comply 
with requirements as outlined in detail in Section 3.9.3.1. We have established common audit 
protocols for the notification, preparation, management and follow-up of regulatory audit 
activities enterprisewide. These audit protocols leverage the practices of our regulatory 
partners, implement a consistent approach and facilitate applicable contacts in the delivery of 
audit requests.  


We use a variety of tools to track, monitor and implement plans of correction. To provide 
effective communication with the State during implementation, our compliance officer acts as 
the primary point of contact with DHCFP to manage all communications. Our associate 
director of quality collaborates with our compliance officer and other subject matter experts to 
assure interface and support of DHCFP. 


STEP-BY-STEP IMPLEMENTATION AND MONITORING PROCESS 
Our national Compliance Program based upon the expertise of the government programs 
audit management team established our implementation and monitoring approach to DHCFP 
POCs. Our approach leverages proven processes and organization wide best practices, 
resulting in a systematic approach to notification, tracking, reporting and overall outcomes of 
regulatory audit activity, described below:  


 Receipt of POC: Upon receipt of the audit findings and the POC request, our 
compliance officer establishes a POC Work Group and assigns ownership for POC 
responsibilities, time frames, expectations, and deliverables and resolution to those 
individuals responsible for functional areas affected by the POC. These POC finding 
owners become part of the work group. Our compliance officer also is responsible for 
providing an overview of the POC to the POC Work Group and the POC SWAT team 
(descriptions below) for consideration and review of the details.  


 POC Response: POC finding owners (functional business owners) work to provide a 
complete response to the findings listed, by functional area.  


 Formal POC Response to the State: We share this information with our State partner 
to confirm commitments made in the complete remediation of the cited 
findings/deficiencies. The formal response is shared with the audit management team 
and POC Work Group.  


 Implementation Action Planning: We begin addressing POC findings immediately 
after receiving the POC. Finding owners begin reviewing the potential POCs and 
formulate remediation plans. Implementation occurs once the solution for the 
remediation is determined.  
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 The Compliance and Audit Management Teams: They organize and facilitate meetings 
along with all business owners responsible for the POC items. Functional business 
owners write a narrative remediation plan along with any supporting supplemental 
documentation and submit to the DHCFP within 30 calendar days from the date of 
notification by DHCFP.  


 POC Monitoring: The POC finding owner continuously validates and monitors POC 
issues proactively to assure resolution of the POC. We address validation and 
monitoring in the POC Work Group meetings.  


 Closing the POC: We officially close the POC once the State auditor determines that 
we have satisfied requirements during the next audit. For example, 2012 findings 
remain “open” until the 2013 audit. At that time, we review again to determine if the 
POC remains open or closed. 


Upon close of the POC, we continue to monitor operational improvements to maintain quality 
and avoid future instances of POCs. Internally we use our PDCA process to improve outcomes 
for children’s preventive health screenings: 


Improvement 
Focus 


Selected Indicators Planned QI Initiatives Examples of our 
Successes 


Children’s 
preventive 
health 
screenings  


Primary:  


 CMS 416 EPSDT 
Rates 


 
Secondary:  


 Well-Child Visits in 
the First 15 Months 
of Life 


 Well-Child Visits 
for Ages 3 to 6 


 Adolescent Well 
Care 


 Child and 
Adolescent 
Immunizations 


 Lead Screening 
Developmental 
Screenings in the 
First 3 Years of Life 


 Appropriate 
Testing for 
Children with 
Pharyngitis 


 Weight 
Assessment and 
Counseling for 
Children/ 
Adolescents 


 Appropriate 
Treatment for 
Children with URI 


 Maternal and child health 
integrator teams 


 Member incentives, education, 
reminders, online resource 
center  


 Provider pay for performance, 
data sharing, QI support and 
clinical practice guidelines: 
American Academy of 
Pediatrics 2014 
Recommendations for 
Pediatric Preventive Health 
Care  


 Health fairs and clinic days 


 Live telephonic outreach to 
parents/guardians 


 Community health worker and 
health promotion outreach 


 Partnerships with 
organizations such as local 
Chapter of the American 
Academy of Pediatrics, 
schools and school health 
clinics, Big Brothers/Big 
Sisters, the Boys & Girls Club 


 National Infant Immunization 
Week 


 Lead case management 


 100 percent of our 
Medicaid and CHIP 
Plans improved 
from 2012-2014 in 
Hepatitis 
Immunizations for 
Children 


 All of our Plans in 
the SE United 
States—FL, MS, LA 
and TN—improved 
from 2012-2014 in 
Adolescent 
Immunizations 
Combination 1 


 Our Florida 
Medicaid Reform 
Plan improved by 
27 percentage 
points between 
2013 and 2014 in 
the rate of children 
aged 15 months 
who received six or 
more pediatric 
preventive care 
visits 
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3.9.2.6 Immunizations 


A. Standard 


The vendor shall ensure Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule). 


We understand the criticality of adherence to child and adolescent vaccination practices, 
especially for those populations who are at risk for under-vaccination and vaccine-preventable 
diseases. We offer an effective plan and operational procedures for EPSDT services and 
immunization outreach to members and providers. 


We identify members in need of immunizations by compiling data from state immunization 
registries and integrating with our data (e.g., claims). We use the Nevada’s Statewide 
Immunization Information System (WebIZ) database to supplement our data. We access 
WebIZ data and load it into our data warehouse to enable reporting of interim and final 
HEDIS immunization rates through our NCQA-certified software, and to the population tool 
used by our teams to identify care opportunities, our tracking database. We also update the 
WebIZ database when we provide immunization services to our members. This exchange of 
data allows for sharing of up-to-date rates and gaps in care with our network providers. 


RELEVANT EXPERIENCE COORDINATING WITH OTHER STATE PROGRAMS  
We administer quality programs, including childhood and adolescent immunizations, in more 
than 20 states nationwide. We based each program upon nationally accepted clinical practice 
guidelines issued by the Advisory Committee on Immunization Practices (ACIP) and then 
tailored to meet the unique needs of each state’s members and providers. Key components of 
this program include member education on the importance of immunizations, provider 
support to comply with the guidelines and systems to interact with state-based registries and 
the public health system. A few examples of our success coordinating with other state 
programs to improve immunization rates include: 


Tennessee 
Our Tennessee Medicaid health plan improved our rates of Hepatitis A immunizations for 
children by 49 percentage points from 2012 to 2014. We accomplished this through programs 
we developed in collaboration with our regulator and the Tennessee Department of Health 
and the other managed care organizations in the state. A fundamental component of our 
successful strategy is using multiple touch points with the parent/guardians of our members to 
reinforce the importance of pediatric preventive care and immunizations such as the Hepatitis 
A vaccine. Initiatives include: 


 Partnership with our community outreach team to coordinate large-scale events 
designed to close gaps in care related to both well-child screenings and immunizations. 


 Our monthly Be Wise mail campaign that educates members on the importance of 
preventive health screenings and immunizations based upon the ACIP immunization 
schedule. 


 Enrollment Anniversary mailers, sent monthly to members on the anniversary of their 
enrollment with our plan that include education for members regarding preventive 
health screenings and immunizations. 


 Mailed reminders, sent quarterly, to the parents/guardians of members who are 
overdue for immunizations. 
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 TENNderCare Welcome Calls, conducted monthly, to all new members who stress the 
importance of preventive health screenings and immunizations.  


Mississippi 
During our ongoing monitoring of immunization rates for children enrolled in our Mississippi 
plan, we identified the need to conduct a quality improvement initiative because our rates were 
not meeting our established performance goal. To identify the barriers to achieving our 
performance goal, our Mississippi quality team performed a root cause analysis, working with 
the Mississippi State Department of Health to review data in the immunization registry and 
our own systems. Through this analysis, we discovered that:  


 Our network providers were not coding for immunizations on their claims because they 
did not charge for vaccines provided by the Vaccines for Children Program. 


 The parents/guardians of our members who take their children to their PCP to seek 
acute care where administration of immunizations but may be contraindicated, and 
may not make a return trip for the follow-up immunizations.  


Consequently, we made some changes to our data collection processes and implemented a 
member incentive program. First, we initiated hybrid data collection for our immunization 
reporting, incorporating year-round review of documentation by our clinical practice 
consultant team and medical record data collection to formulate our final, reported rates. This 
allows us to have a more accurate view of the care rendered. We also developed an incentive 
for members, provided in conjunction with educational brochures to remind of the importance 
of immunizations and EPSDT exams for children ages 0 to 12 months. These mailings were 
followed by live calls to members’ parents/guardians, conducted by our EPSDT coordinator 
and quality department outreach staff.  


As a result of these efforts, we improved childhood immunization combination 2 rates by 68 
percentage points from 2012 to 2014. The combination 2 rate indicates the percentage of 
children 2 years of age who had four diphtheria, tetanus and acellular pertussis (DTaP); three 
polio (IPV); one measles, mumps and rubella (MMR); three haemophilus influenza type B 
(HiB); three hepatitis B (HepB); and one chicken pox (VZV) by their second birthday.  


Nationwide, we collaborate extensively with state programs and health departments to focus 
our collective efforts on childhood and adolescent immunizations. We offer support for grant 
applications to promote pediatric preventive health, co-sponsor or facilitate community 
immunization events, and promote utilization of immunization registries to provide for timely 
and accurate immunization data for each state.  


APPROACH TO TRACKING AND COORDINATING MEMBER VACCINATIONS  
We understand the most effective way to confirm members are continuing to receive 
immunizations is, in partnership with our state customers, to support our network providers in 
tracking and documenting this important benefit. As part of our quality program and quality 
improvement process, we use a multipronged process to verify that members receive required 
immunizations. Our approach includes: 


 Provider education and outreach about immunization requirements 


 Collaborating with providers to engage members who are due for required 
immunizations 
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 Empowering providers to engage members that are due for an immunization by 
identifying and tracking these members and communicating this information to the 
provider 


 Educating the parents and guardians of our members about the importance of 
immunizations 


 Providing immunizations through our robust provider network 


 Providing provider incentives to deliver this service 


Educating Providers about Immunization Requirements  
Through a broad array of provider education programs that range from on-site provider 
outreach visits to practice manager meetings, we educate our contracted providers on member 
immunization requirements and reinforce the importance of the Nevada Healthy Kids 
immunization benefit. Network providers are contractually bound to provide EPSDT and 
immunization services for all assigned members in accordance with Advisory Committee on 
Immunization Practices (ACIP) guidelines. As communicated during the contracting process 
and in our Provider Summary Guide, providers are required to administer vaccines as 
appropriate to all members.  


Communicating Through the Provider Portal  
Our web-based provider portal supports Nevada Medicaid providers through many innovative 
features and tools integrated with our critical systems. The provider portal contains bulletins 
and current updates to the ACIP guidelines for immunizations and a link to the state’s 
immunization tracking system, WebIZ. 


Engaging Providers through Clinical Practice Consultants 
Under the direction of our associate quality director, our clinical practice consultants (CPCs) 
conduct outreach to providers to deliver education about immunization requirements. Our 
CPCs are clinical professionals with a minimum of five years of direct patient care experience 
and a minimum of two years of health care quality improvement experience. For Nevada, they 
are RNs with active, unrestricted Nevada nursing licenses. Our CPCs are trained extensively 
in quality measurement, such as HEDIS and EPSDT, and medical record documentation and 
medical coding. Their primary function is to share data, including immunization rates, with 
our participating providers and their practices encouraging them to adapt their processes to 
increase the number of our members who receive needed health care services.  


All of our participating practices receive their EPSDT and HEDIS gap in care reports 
monthly through our web-based provider portal. Additionally, on a monthly basis, each CPC 
reviews performance data for his/her assigned practices, comparing performance to 
established goals and benchmarks. Within these reports, immunization rates are derived from 
our NCQA-certified HEDIS software, which incorporates claims and encounters data and 
WebIZ data that are loaded through a routine feed processed through our data warehouse.  


Based upon this monthly review, each CPC plans his/her outreach strategy. Generally, our 
CPCs conduct in-person visits to practices that see a large number of our members on a 
monthly basis and moderately sized practices at least quarterly to assure the practice is 
reviewing their data through our portals, bring additional data to review, and provide in-
services or conduct in-office quality improvement initiatives. However, in responding to the 
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findings of their monthly performance data review, our CPCs plan provider visits as needed to 
confirm they are addressing the most critical opportunities to support improved performance.  


During a visit, our CPC reviews immunization measures with the physicians and office staff, 
discussing barriers to care with a special emphasis on the critical timing of immunizations. 
Working with the practice, we collectively identify specific children who are due or overdue for 
immunizations according to ACIP guidelines. CPCs supplement this discussion with provision 
of materials from our CPC toolkit, which promotes discussion with providers about 
immunization opportunities when members seek acute care, ACIP program guidelines and 
recommendations for catch-up plans. For example, we provide the ACIP tools during these 
discussions and help the office secure educational materials for distribution to our members.  


Collaborating with Providers to Engage Members  
During these ongoing discussions regarding opportunities to improve immunization rates, our 
CPCs offer a variety of tools and programs to our participating providers to support them in 
member outreach to bring members in to receive needed services, such as vaccinations.  


 Missing Service Notification: When checking member eligibility through the provider 
portal, the practice staff receives an alert that identifies any gaps in care for that 
member, including needed pediatric preventive health and immunizations.  


 Clinic Days: We collaborate with providers to open appointment blocks to our members 
in need of pediatric preventive care, including immunizations. On these special days, 
we contact parents/guardians of members who are due for immunizations or 
screenings and invite them to their provider’s office to receive the needed service. 
During these clinic days, we provide administrative support to the practice’s staff and 
fun activities for the parents/guardians and their children, including incentives and 
giveaways. 


Member Immunization Education and Outreach  
All parents or guardians of children and adolescents who are due immunizations receive 
routine reminders to schedule and attend those visits on a timely basis. To promote access to 
preventive services for our members, we employ the following outreach methods:  


 Immunization Mailers and Reminder Cards: We send the parents of children an 
immunization brochure to remind them of the importance of these services. 
Nationwide, in 2014, we mailed more than 1.4 million educational letters, postcards 
and newsletters related to the importance of pediatric preventive care, and more than 
122,000 materials specific to immunizations.  


 Outreach Calls: We conduct monthly telephone calls to encourage the receipt of timely 
immunizations and well-child visits, using our automated call campaigns or live 
callers. Both methods provide visit-scheduling support for the parents/guardians if 
requested. In 2014, we made more than 1.8 million calls to the parents or guardians of 
our Medicaid members due for EPSDT services and an additional 114,000 calls related 
specifically to pediatric immunizations and lead screening. 


 Member Website: Our website is an additional resource for members and their 
families, providing assistance in accessing services by providing benefits information 
and online provider directories. All of our member materials, including those posted 
online are designed to meet the unique needs and challenges of our members, 
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including appropriate reading levels, multiple language offerings and culturally 
appropriate materials.  


 Member Advocates: Our knowledgeable, experienced member advocates are also key 
participants in our member outreach and education about immunizations as they 
answer our members’ non-clinical questions efficiently and accurately. Our member 
advocates are trained on Nevada benefits and priorities for the unique population they 
serve, and our frequent reinforcement of that training keeps those objectives top-of-
mind for every member advocate. For example, since our member advocates know that 
achieving compliance in immunizations is a primary goal, in each interaction with the 
member, member advocates verify that the member has a PCP, and that the member 
has seen his/her PCP to receive all preventive care, including immunizations. Our 
member advocates can schedule member appointments with the pediatrician or PCPs, 
while the parent or guardian is on the phone.  


 Incentives: We design and track member incentive programs to encourage members to 
access appropriate care. Incentives are designed to be both appealing to the member or 
his/her caregivers and to reward healthy behaviors, such as completion of EPSDT 
visits. Overall, our member incentives are designed to be both flexible and effective.  


 Case Manager Education: High-risk pediatric case managers discuss immunizations 
during phone calls with parents of children with complex health issues.  


Providing Immunizations through our Robust Provider Network  
One of our strengths is our strong, high-quality PCP network. Our PCPs play a critical role in 
encouraging members to seek immunization services, in making referrals and in appropriately 
documenting the health screenings and services they provide. For our Nevada members, we 
build a stable, operational, statewide network to serve the needs of members through timely 
member access to care and fulfillment of all contractual requirements related to EPSDT and 
immunizations.  


Provider Incentives 
Our goal is to deliver the highest quality health care to all of our members in the State while 
transforming the way providers deliver and are reimbursed for health care services. To deliver 
on that commitment, we have developed a modular suite of value-based purchasing programs 
to meet providers where they are across the reimbursement risk and clinical integration 
continuum—based upon their operational sophistication and readiness to accept risk. 


We have designed this model to support practices to achieve improvement in patient health 
through closing gaps in care related to well-child/well-care visits, immunizations and 
confirming the member receives an annual dental visit with his/her dentist and the opportunity 
to receive incentives for his/her performance. Through plans of care, the program encourages 
PCPs to conduct preventive health screenings, improve HEDIS scores and focus on state 
quality performance metrics. We establish quality measure thresholds at the practice level 
and—based upon historical performance—practices may earn bonus payouts in addition to 
their fee-for-service reimbursement for meeting or exceeding these thresholds.  
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3.9.2.7 Mental Health 


A. Standard 


The vendor shall take affirmative steps to ensure that covered medically necessary mental health, 
substance abuse and mental health rehabilitative services are provided to enrolled recipients as required 
in this RFP. Mental health is an integral part of holistic health care.  


Because of our national experience operating integrated and coordinated models, we are well 
positioned to offer solutions and best practices in Nevada that effectively coordinate, integrate 
and manage physical health and behavioral health. We use an integrated approach to our 
quality structure and oversight, incorporating physical and behavioral health programs 
holistically to address care and service rendered across the health care continuum.  


Recognizing that the needs of the behavioral health population go beyond traditional services, 
our coordination with community providers has expanded to create a system of care that 
addresses access to care and gaps in treatment. Central to the system of care is the integration 
between medical, behavioral and social, addressing the member needs and barriers. Each 
program is designed to complement the other with services intertwining and providers working 
collaboratively to achieve the member’s optimal health. 


Members in Nevada receive services to address mental health and substance use disorders 
services from more than 300 behavioral health providers, which include more than 50 
prescribers and more than 15 psychologists. Nationwide, we have experience conducting 
several different monitoring activities to verify care is received.  


MEDICAL RECORD REVIEWS 
In Nevada, we conduct regular medical record reviews to measure our participating providers’ 
adherence to our large array of national clinical practice guidelines and service standards 
outlined in this RFP, including medical and behavioral health. The medical record 
documentation standards are distributed to practitioners through our Provider Summary 
Guide and they are posted on our websites. Our clinical reviewers, trained in the use of 
medical record-documentation data collection tools, review charts and compile the results for 
the quarterly assessments. Feedback from the medical record review, audit results and 
identified areas for improvement are disseminated to providers. Overall results and 
opportunities for improvement are reported to the Quality Improvement Committee (QIC). 


THERAPISTS IN PRIMARY CARE 
Current research supports the long-held belief that the best way to serve our members is by 
taking a holistic approach to their health care. Collaborative care between medical and 
behavioral health providers can promote overall adherence with care in both areas and 
provide an increase in positive treatment outcomes. We initiated placing a therapist in the 
PCP’s office to assist with establishing behavioral health care immediately and assist with the 
lowering the prevalent no-show rate among our Medicaid populations. 


PRIMARY CARE AUTOMATED REFERRALS 
Within our system of care, members can access behavioral health services without a referral 
from their PCP. However, there are times when members presenting at their PCP may need 
behavioral health assistance and a PCP feels the member could benefit from a referral. In an 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 335 of 776  RFP #3260
 


effort to encourage this integration of care, we developed an automated referral process 
allowing PCPs and their support staff to submit electronic behavioral health referrals.  


We review the referral and notify the appropriate behavioral health provider, who then calls 
the member to discuss the referral and schedule an initial appointment. We receive 
notification of the scheduled appointment and completion of the first appointment. 
Appointment information is then entered into the electronic record, triggering a task message 
to the PCP that important behavioral health information they referred has been provided, 
closing the loop and reinforcing this vital care integration 


ACCESS AND AVAILABILITY OF BEHAVIORAL HEALTH PRACTITIONERS 
We have experience monitoring access to high-volume behavioral health providers against 
standards established based upon a state’s geographic regions. Behavioral health providers 
are considered specialists and the standard geographic access is one provider within 90 miles 
of a member’s residence. Using GeoAccess software, reports are generated on the access of 
behavioral health providers to members in urban, suburban and outlying rural areas. 


These reports are reviewed by the QIC to identify opportunities for improvement and possible 
interventions. The result of this process is a set of recommendations for member-focused, 
provider-focused and system-focused actions that can be implemented through an information 
PDCA cycle or on a larger scale as a formal performance improvement project (PIP). 


Our proactive approach to make sure that members receive behavioral health services has 
produced increases for our Kansas and Wisconsin Medicaid members in critical areas—that 
were all above the HEDIS 90th national percentile—include:  


Follow-up after hospitalization of mental illness within seven days: 


 Kansas increased to 67.73 percent 


 Wisconsin increased to 74.28 percent 


Follow-up after hospitalization of mental illness within 30 days: 


 Kansas increased to 81.42 percent 


 Wisconsin increased to 85.27 percent 
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3.9.3 Plan of Correction (POC) Procedure 
3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and 
case management activities, which will assist the vendor to improve the quality rates/scores. A POC must 
include, but may not be limited to, the following:  


A. Specific problem(s) which require corrective action; 


B. The type(s) of corrective action to be taken for improvement;  


C. The goals of the corrective action;  


D. The time-table for action;  


E. The identified changes in processes, structure, internal/external education;  


F. The type of follow-up monitoring, evaluation and improvement; and 


G. The vendor staff person(s) responsible for implementing and monitoring the POC. 
H. The POC should also identify improvements and enhancements of existing outreach, and case 
management activities, if applicable. 


We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services, and 
agree to cooperate with all state and federal monitoring of our performance including plans of 
correction (POC) that include items 3.9.3.1. A through H. 


We follow a reliable, repeatable approach for analyzing and validating DHCFP action plans 
that provides timely implementation to comply with requirements. Critical to our approach is 
the engagement of our regulatory audit team that brings efficiencies learned in navigating 
regulatory audits within other health plans in our organization. We have established common 
audit protocols for the notification, preparation, management and follow-up of regulatory 
audit activities enterprise wide. These audit protocols leverage the practices of our regulatory 
partners, implement a consistent approach and facilitate applicable contacts in the delivery of 
audit requests.  


We use a variety of tools to track, monitor and implement POC. To provide effective 
communication with the State during implementation, our compliance officer acts as the 
primary point of contact with DHCFP to manage all communications. Our associate director 
of quality collaborates with our compliance officer and other subject matter experts to assure 
interface and support of DHCFP. 


SYSTEMATIC IMPLEMENTATION AND MONITORING PROCESS 
Our national compliance program leadership established our approach to implementation and 
monitoring of DHCFP Plans of Correction (POC) based upon the expertise of the government 
programs audit management team. Our approach leverages proven processes and 
organization wide best practices, resulting in a systematic approach to notification, tracking, 
reporting and overall outcomes of regulatory audit activity, described below:  


 Receipt of POC: Upon receipt of the audit findings and the POC request, our 
compliance officer establishes a POC Work Group and assigns ownership for POC 
responsibilities, time frames, expectations and deliverables, and resolution to those 
individuals responsible for functional areas affected by the POC. These POC finding 
owners become part of the work group. Our compliance officer also is responsible for 
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providing an overview of the POC to the POC Work Group and the POC SWAT team 
(descriptions below) for consideration and review of the details.  


 POC Response: POC finding owners (functional business owners) work to provide a 
complete response to the findings listed, by functional area. Key POC Work Group 
roles and responsibilities include: 


 Compliance officer: Consolidates the formal POC response to the State regulatory 
agency, in conjunction with the functional owner/subject matter experts. If we 
determine that additional support is necessary, they add additional resources to the 
POC Work Group. 


 POC Finding Owners: POC finding owners have accountability for the ownership 
and resolution of the issues identified.  


 POC Work Group: (local) The POC Work Group acts as an escalation point, as 
necessary. The POC Work Group comprises subject matter experts from 
compliance, leadership and various functional business areas. The POC Work 
Group meets weekly to discuss regulatory and internal POC issues received or 
implemented, including identification of issues, engagement of functional leads, 
promotion/awareness of issues, and assurance of appropriate classification and 
category description for reporting purposes.  


 POC SWAT Team: (national) The POC SWAT team is a collection of local staff 
from compliance, leadership and various functional areas that meet weekly to 
discuss and review regulatory and internal POC issues received or implemented. In 
concert with the POC Work Group, it serves as an escalation point as needed. 
Discussion in this forum includes identification of issues, engagement of functional 
leads, promotion/awareness of issues and assurance of appropriate classification 
and category description for reporting purposes.  


 Formal POC Response to the State: We share this information with our State partner 
to confirm commitments made in the complete remediation of the cited 
findings/deficiencies. We share the formal response with the audit management team 
and POC Work Group.  


PLAN OF CORRECTION IMPLEMENTATION ACTION PLANNING  
We begin addressing POC findings immediately after receiving the POC. Finding owners 
begin reviewing the potential POCs and formulate remediation plans. Implementation occurs 
once the solution for the remediation is determined. The compliance and audit management 
teams organize and facilitate all meetings along with all business owners responsible for the 
POC items. Functional business owners write a narrative remediation plan, along with any 
supporting supplemental documentation, and submit to the DHCFP within 30 calendar days 
from the date of notification by DHCFP. The remediation plan includes, at a minimum: 


 Specific problem(s) which require corrective action 


 Type(s) of corrective action to be taken for improvement 


 Goals of the corrective action 


 Timetable for action 


 Identified changes in processes, structure, internal and external education 


 Type of follow-up monitoring, evaluation and improvement 
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 Staff person(s) responsible for implementing and monitoring the POC 


 The identified improvements and enhancements of existing outreach, and case 
management activities, if applicable. Some examples of improvements or 
enhancements used in other states include: 


 Member incentives, education, reminders, online resource center 


 Provider pay for performance, data sharing, QI support and clinical practice 
guidelines such as American Academy of Pediatrics 2014 Recommendations for 
Pediatric Preventive Health Care  


 Health fairs and clinic days 


 Live telephonic outreach to parents/guardians 


 Community health worker and health promotion outreach 


 Partnerships with organizations such as the Nevada Chapter of the American 
Academy of Pediatrics, schools and school health clinics, Big Brothers/Big Sisters, 
the Boys & Girls Club 


 National Infant Immunization Week 


 Provider recruitment, patient-centered medical home (PCMH), and accountable 
care community (ACC) support 


 Dental home provider pay for performance, data sharing and QI support  


 Pregnancy incentive program, member education, Text4baby 


 Community Baby Showers 


 Home Care OB services  


 Preterm Labor Program 


 Gestational High Blood Pressure Program 


 Preeclampsia Program 


Plan of Correction Monitoring 
Our POC finding owner continuously validates and monitors POC issues proactively to assure 
resolution of the POC. The validation and monitoring is addressed in the POC Work Group 
meetings.  


Closing the Plan of Correction 
We officially close the POC once the State auditor determines we have satisfied requirements 
during the next audit. For example, 2012 findings remain “open” until the 2013 audit. At that 
review time, they again determine if the POC remains open or closed. Upon close of the POC, 
we continue to monitor operational improvements to maintain quality and avoid future 
instances of POCs. 
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3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of 
notification by the DHCFP to submit a POC, as specified. The vendor’s POC will be evaluated by the 
DHCFP to determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If 
the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the vendor, unless otherwise 
specified, within thirty (30) calendar days of receipt of the DHCFP’s second directive. If the vendor’s 
second plan is unsatisfactory, the DHCFP may declare a material breach. Within ninety (90) calendar 
days after the vendor has submitted an acceptable POC or one has been imposed, the DHCFP will 
initiate a follow-up review, which may include an on-site review.  


We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services, and 
agree to cooperate with all state and federal monitoring of our performance. 


We begin addressing POC findings immediately after receiving the POC. Finding owners who 
have accountability for the ownership and resolution of the issues identified begin reviewing 
the potential POCs and formulate remediation plans. Functional business owners write a 
narrative remediation plan along with any supporting supplemental documentation. Our 
compliance officer submits our POC that includes, at a minimum, those areas outlined in 
Section 3.9.3.1 A-H to the DHCFP within 30 calendar days from the date of notification by 
DHCFP.  


If the submitted POC is found to be unsatisfactory, our finding owners make the necessary 
revisions and our compliance officer resubmits the POC within 30 days or as otherwise 
specified. We work diligently to comply with any requests for follow-up review including an 
on-site review. We maintain a collaborative working relationship with the DHCFP, making 
any needed improvements on a timely and appropriate basis. 


3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability of 
providers to adequately attend to those health care needs, the DHCFP shall take an administrative 
sanction against the vendor. Such a sanction will disallow further enrollment and may also include 
adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will continue 
until vendor compliance with the provision of benefits/services is achieved. Liquidated damages, as 
outlined in the General Terms of the contract, may also be assessed if other measures fail to produce 
adequate compliance results from the vendor.  


Consistent with our value of integrity, we are dedicated to exceeding the highest standards in 
our industry and strive to meet and exceed the explicit expectations of DHCFP and the 
members who rely on us for their health care services, and provide all covered medically 
necessary benefits and services.  


We have direct experience serving populations similar to populations in the Nevada Medicaid 
and Nevada Check Up Programs, and coordinating and delivering the services covered by 
them. For 34 years, we have been dedicated to addressing the unique challenges of low-
income adults with disabilities, elders, children and families, and serving those members with 
comorbid and complex care needs.  


The benefits package provided to our members is no less in amount, duration and scope than 
those covered services specified in the State Plan for Title XIX and XXI programs and the 
Nevada Medicaid Service Manual.  
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VERIFICATION OF BENEFIT PACKAGES  
We have numerous controls and processes to validate benefit plans are configured correctly 
and reflect the same benefit package as outlined in this RFP. Our workflows provide for 
accurate automation of benefit plans and verify all medically necessary services are in the 
same amount, duration and scope as services furnished to members under FFS programs. The 
following is a high-level overview of how this process works: 


 Our Medicaid account management team forwards all benefit plan schedules and 
information to our health care systems analysis (HCSA) benefit team  


 The HCSA benefit team completes the product automation configuration in Facets, 
our claims processing system 


 The benefit configuration process is tracked in a workflow database to validate the 
work is completed prior to the effective date of the benefit change and is tested prior to 
deployment in production  


 Prior to deployment in HCSA, a senior analyst or HCSA benefits supervisor performs 
an audit of the product configuration 


 After the first level audit is completed, the product is delivered to Internal Claims 
Quality Control (ICQC) for Quality Assurance (QA) test 


 Once the QA review is complete, the product is released into Facets and is used in 
claims processing  


 Additional audits are performed monthly by ICQC against adjudicated claims and 
benefit package configuration 
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3.10 Standards for Internal Quality Assurance Programs 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each 
managed care organization (vendor) to have an ongoing quality assessment and performance 
improvement program for the services it furnishes its recipients. Internal Quality Assurance Programs 
(IQAPs) consist of systematic activities, undertaken by the vendor, to monitor and evaluate the care 
delivered to enrolled recipients according to predetermined, objective standards, and effect improvements 
as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain 
the ability to collect and report data on race, ethnicity, sex, primary language, and disability status for 
applicant's and recipient's parents or legal guardians if applicants or recipients are minors or legally 
incapacitated individuals.  


An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the DHCFP 
will monitor and analyze grievances and appeals, provider disputes and will periodically conduct patient 
and provider satisfaction surveys.  


The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and 
IQAP.  


We are one of the nation’s leading Medicaid managed care plans with 34 years of experience 
coordinating care for Medicaid and other publicly funded programs for more than 5.7 million 
members in 23 states including the District of Columbia. We continue to refine our quality 
management and performance improvement program to drive continuous improvement in the 
areas of clinical outcomes, operations and member and provider satisfaction. Our quality 
management structure and standards provide us with a solid foundation to operate in 
accordance with all applicable state, federal regulatory, contractual and NCQA accreditation 
standards. 


We manage our IQAP tools and standards to achieve positive health outcomes for members 
using the following approach to quality standards: 


 An enterprisewide commitment to quality management 


 Quality standards based upon NCQA accreditation for health plans 


 Independent quality assessment and performance monitoring through external quality 
review organization (EQRO) reviews 


 Continuous quality improvement (CQI) and program documentation 


 Quality Improvement (QI) Program assessment of member and provider satisfaction  


 Compliance with additional State and federal requirements  


We have provided additional detail regarding these requirements in this response. 


AN ENTERPRISEWIDE COMMITMENT TO QUALITY MANAGEMENT 
We achieve program standards for our internal quality assurance programs through a 
sustained commitment that achieving quality is not just a quality management responsibility—
it is an enterprisewide initiative. Our integrated quality management and improvement 
strategy provides the structure for us to operate with quality in the forefront, and in 
accordance with all applicable state and federal regulatory and contractual requirements. 
Essential to our strategy for continuous QI is shared accountability for quality outcomes 
across clinical, network, operations and traditional quality management functional areas. The 
quality model that we have implemented in Nevada aligns with  the Institute for Healthcare 
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Improvement’s (IHI’s) Triple Aim—better health outcomes, improved care experience and 
lower costs of care—by formalizing the participation, contributions and accountability of each 
functional area associated with the contract for successfully meeting our population health, 
satisfaction and affordability goals. 


NCQA ACCREDITATION AND QUALITY STANDARDS  
As an organization, we are committed to market leadership in quality and regulatory 
compliance, and we have made this commitment to the members we serve in our Medicaid, 
Medicare and commercial plans. We have never had our accreditation status suspended or 
revoked.  


We are an NCQA-accredited Medicaid health plan in Nevada. As part of maintaining and 
growing our accreditation status, we are committed to rigorous internal QI standards. These 
rigorous quality performance standards are an important part of maintaining and developing 
a solid foundation for quality health care in Nevada. Our quality model—which addresses 
individual member health outcomes in alignment with larger public and social health 
concerns—is transformational and multidimensional in its ability to meet affordability targets, 
yield high member satisfaction, meet or exceed business requirements and improve health 
outcomes. We are steadfast in our commitment to provide high-quality health care programs 
that set the standard for extraordinary performance for Nevada members while exceeding the 
expectations of those we serve.  


INDEPENDENT QUALITY ASSESSMENT AND PERFORMANCE MONITORING 
We have an ongoing quality assessment and performance program in place to monitor services 
for Nevada members. Our internal quality assurance program—referred to as our QI 
Program—consists of systematic activities to monitor the health care and services delivered to 
members using predetermined and objective standards such as number/types of grievances, 
number of providers and member satisfaction. We identify opportunities for improvement, 
quality barriers for each standard and we design initiatives to address specific areas of focus. 
The annual QI Program evaluation is a formal opportunity to review and assess effective 
improvement with input from DHCFP. Our QI Program has been audited many times by the 
DHCFP’s EQRO. Our results demonstrate our commitment to quality ranging from 97 to 100 
percent.  


CONTINUOUS QUALITY IMPROVEMENT AND PROGRAM DOCUMENTATION 
We formally document our quality program annually through a trilogy of documents that help 
us establish goals and objectives and drive to continuous QI throughout Nevada. These 
documents include the Quality Program Description, the QI Work Plan and the Quality 
Program Evaluation. Annually, we conduct a comprehensive evaluation of the effectiveness of 
our Quality Program, and the Quality Program Evaluation from the prior year informs the 
development of the Quality Program Description and QI Work Plan for the upcoming year. 
The health plan board of directors approves all three documents and submits them to 
applicable regulators as required.  


Quality Program Description 
The Quality Program Description provides details regarding the goals, objectives, structure, 
oversight, leadership participation, resources, methodologies used (Plan-Do-Study-Act, Six 
Sigma, Rapid Cycle) and key components of the Quality Program. Goals and objectives are set 
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based upon the findings of the previous year’s evaluation and through direction from the 
board and our executive team to align with the strategic plan. Both the board and the Quality 
Improvement Committee (QIC) approve the Quality Program Description annually and direct 
its revision as appropriate to the changing needs or strategy. Both the board and QIC also 
confirm that the Quality Program Description includes monitoring and evaluation of both 
care and service and subsequently all critical components for a comprehensive quality 
management program. The Quality Program Description also describes the subcommittees of 
the QIC, including their scope, membership and frequency of meetings.  


Quality Improvement Work Plan 
The QI Work Plan is a living document, updated annually or as needed. The QI Work Plan 
directs the routine activities under the Quality Program and is the basis for our committee 
activities. Through updates and subsequent review and approval by the QIC, we verify that the 
QI Work Plan encompasses all aspects of clinical care, service and operations, and member 
and provider satisfaction; designates responsible leaders and staff for each identified 
improvement activity; and includes a time frame for completion and reporting of each activity 
to the appropriate committee. We assign critical quality indicators, including process and 
outcomes measures, performance goals and benchmarks to each activity. Each item in the QI 
Work Plan aligns to a key component of the Quality Program as outlined in the Quality 
Program Description. We not only focus on those measures identified by our state partners, 
our QI Work Plan also addresses a broad range of program activities of importance to the 
health of the populations we serve, to include Early and Periodic Screening, Diagnostic and 
Treatment (EPSDT) services, preventive health and screening, chronic disease states, 
medication management, behavioral health and member/provider satisfaction. 


Quality Program Evaluation 
The Quality Program Evaluation is the annual assessment of the effectiveness of our Quality 
Program. The quality management team reviews in detail the effectiveness of each activity on 
the QI Work Plan for the prior year, as they align with the critical components in the Quality 
Program Description and evaluates our performance on our critical quality indicators against 
the established, approved performance goals and benchmarks. Incorporating qualitative and 
quantitative data, clinical service and satisfaction data, and committee actions, the Evaluation 
assesses whether we have met our goals and objectives as set forth in the Quality Program 
Description. The QI Work Plan for the next year includes the barriers, opportunities and 
interventions identified in the Evaluation, providing the mechanism by which the established, 
documented Quality Program drives ongoing quality improvement for the QI Program 
Evaluation. This Evaluation includes: 


 Monitoring and reviewing all QI Program activities performed 


 Reviewing successes and program effectiveness 


 Addressing barriers and challenges 


 Identifying potential opportunities for improvement 


 Responding to additional actions based upon the program review 


 Demonstrating key successes in QI 
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QI PROGRAM ASSESSMENT OF MEMBER SATISFACTION  
To assess our QI Program from our members’ perspective, we conduct ongoing activities to 
monitor member satisfaction. On an annual basis, we collaborate with an external survey 
vendor certified by the NCQA to conduct the Consumer Assessment of Healthcare Providers 
and Systems (CAHPS) member satisfaction survey. We review the results of this survey with 
the QIC for identification of additional actions to improve members’ experience and eliminate 
barriers that may affect their experience.  


We go beyond just collecting CAHPS survey data once a year; we distribute nearly 40,000 
patient satisfaction surveys each month. Our dedicated internal survey team measures member 
satisfaction with not only their medical or dental provider, but also with health plan programs 
such as outpatient case management, disease management and the telephone advice nurse 
program, to name a few. Our internal team allows for quick creation of new surveys or editing 
for adjustment to new criteria. Tabulated results are presented at various quality committees 
and task forces as appropriate. Interventions to address results less than 90 percent are a 
common activity. 


Other Sources of Feedback 
In addition to survey results, on an ongoing basis we monitor complaints and grievances 
received from our members and providers. We have well-defined policies and processes for 
responding to issues and tracking and trending the types of issues we receive and their 
outcomes. At each health plan nationwide, we track and trend complaints and grievances data 
from members and providers on a monthly, quarterly and annual basis as an additional 
mechanism to assess and improve customer satisfaction with our health plan. We identify, 
document, and immediately respond to our members’ problems and issues including, but not 
limited to, service gaps and complaints or grievances regarding the quality of care rendered by 
providers, workers or community-based case management staff. Then, member complaints 
and grievances are monitored using the following NCQA-assigned categories: 


 Provider Attitude or Service 


 Access to Care 


 Benefits 


 Billing/Financial 


 Quality of Practitioner Office Site 


 Quality of Care 


On a quarterly basis, the QIC reviews complaints and grievances inventories to enable 
monitoring for trends and analysis of opportunities for improvement. In addition, the trended 
data are further analyzed in the annual program evaluation, which drives QI 
recommendations made to various operational areas based upon the year-over-year data.  


PROMOTING CULTURALLY COMPETENT SERVICES 
We have a strong and fundamental commitment to cultural competence in accordance with 42 
U.S.C. §300kk. Cultural competency is embedded into our core values and is essential to 
fulfilling our overall mission to improve the health status of our members. Our experience 
includes providing managed care services to more than 5.7 million low income and medically 
fragile members in more than 23 states as one of the nation’s leading Medicaid managed care 
plans. The growth of our Medicaid business in the past 34 years is a testament to our ability to 
provide high-quality health care services to our members with sensitivity, understanding and 
respect for each member’s culture and belief system.  
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Through our enterprisewide commitment to cultural competency, we provide a cross-cultural 
solution to improved health care outcomes. We achieve this through: 


 Analytics: We integrate member age, gender, address, race/ethnicity, language and 
disability status data upon enrollment with clinical data to identify any disparities in 
care that are associated with the member’s demographics. 


 Cultural Competency Planning: We create a written document to monitor, review and 
evaluate the results of our cultural competency initiatives in each of our Medicaid 
health plans. We support it through an overarching approach to QI and direct lines of 
reporting to our QIC. 


 Clinical and Non-clinical Training and Education: We provide clinical and non-
clinical cultural competency training to staff to create an awareness of the unique 
needs of members inclusive of different cultures, ages, abilities and sensitivities, 
resulting in the delivery of more personalized, person-centered service.  


 National CLAS Standards: National CLAS Standards are intended to advance health 
equity, improve quality and help eliminate health care disparities by establishing a 
blueprint for health and health care organizations to follow. Through our Health 
Equity Services Program, we have complied with National CLAS Standards since 2013. 


 Workforce Diversity: As an organization, our workforce is representative of the 
members we serve. This includes having Nevada-based staff that understands the 
nuances of the member communities we serve. 


 Culturally Customized Member Materials: We provide linguistically appropriate, 
culturally sensitive communication materials for members and their families, and 
engagement strategies based upon identified unique cultural needs and gaps in care. 


As we work with State members, we bring the knowledge and expertise we have gained in 
designing successful person-centered programs in other states and adapt our approach at 
every point to incorporate member beliefs in a way that supports improved member health 
outcomes. Please refer to our response to Section 3.4.2.15 (Cultural Competency) for 
additional detail on our commitment to culturally competent services. 


EXTERNAL QUALITY REVIEW ORGANIZATION OVERSIGHT AND ASSESSMENT 
Nationwide, our health plans fully engage with the annual independent assessments 
conducted by our state partners and external quality review organizations (EQROs) designated 
by our regulators. We welcome the feedback we receive because of these independent 
assessments of the quality of care delivered to our members and we appreciate the chance to 
resolve identified opportunities in the interest of continuously improving our programs. Our 
goal is always full compliance with all contractual requirements. 


We continue to provide all information required for the external quality review in the time 
frame and format requested by DHCFP or the EQRO designated by DHCFP. This enables 
verification that we maintain fiscally sound contracts, policies and procedures that adequately 
address quality issues and requirements, to provide technical validation of our performance 
improvement projects (PIPs), and to review our adoption, dissemination and adherence to 
clinical practice guidelines.  
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We incorporate any findings from the review, including DHCFP’s analysis of our grievances 
and appeals, provider disputes and their independent patient and provider satisfaction surveys 
into our current QI Work Plan and the annual QI Evaluation, which further informs the 
development of the Quality Program and subsequent year’s QI Work Plan. This approach 
provides the structure to not only address any findings immediately as documented in our 
current QI Work Plan but also to reflect the findings and monitor for sustained improvement 
and compliance with DHCFP and EQRO recommendations in upcoming years.  


We eagerly anticipate the opportunity to collaborate with DHCFP and the EQRO and other 
stakeholders to develop studies, surveys and other analytic activities to improve the quality of 
care and services provided to our members specifically, and Nevadans overall. We immediately 
respond to and implement any recommendations made by DHCFP and the EQRO within the 
time frame established by DHCFP, the EQRO or its designee. Through numerous external 
audits conducted by the DHCFP’s EQRO, we have demonstrated excellence, achieving scores 
between 97 and 100 percent.  


3.10.1  
The vendor must conduct performance improvement projects that are designed to achieve, through 
ongoing measurements and intervention, significant improvement, sustained over time that focus on 
clinical and non-clinical areas that are expected to have a favorable effect on health outcomes and 
recipient satisfaction and that involve the following: 


We currently conduct PIPs in compliance with Section 3.10.1 that focus on both clinical and 
non-clinical areas and work closely with our state and community partners to improve health 
outcomes and impacted health and social systems, to provide high-quality care for Nevadans. 


IDENTIFYING OPPORTUNITIES FOR PERFORMANCE IMPROVEMENT PROJECTS 
Our comprehensive quality scorecard, which includes key process and outcome indicators, 
allows us to identify opportunities for improvement on a continuous basis. For all quality 
initiatives, we objectively and systematically monitor and evaluate opportunities that may 
result in PIPs or other formal or informal QI activities. These activities are aimed at 
improving the quality, timeliness and appropriateness of our care and service delivery. Our 
clinical and non-clinical PIPs: 


 Establish baselines, measure interventions and timelines for follow-up reevaluations 


 Have objective, clearly defined metrics based upon current clinical knowledge or 
health services research 


 Focus on intervention outcomes (e.g., changes in health status, functional status and 
member satisfaction) or valid proxies of those outcomes 


 Identify clinical improvement opportunities based upon the needs of the population, 
collaborative opportunities with our state partners, or feedback from our network 


 Have structured processes and scientific methodology set by the accrediting entity, 
regulatory agency or designated EQRO 


 Are assigned by regulatory or accreditation agencies or internally initiated based upon 
an identified opportunity 
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 Are developed, maintained and approved through feedback and recommendations from 
our QIC or other QI subcommittee, state agency recommendations or based upon 
stakeholder feedback  


 Focus on the entire Nevada population or a targeted population or subgroup  


We gather monitoring data through our scorecards and QI Work Plan, derived from multiple 
sources, including our NCQA-certified HEDIS software, our claims data warehouses, and 
clinical management software. Our quality management team is able to directly query these 
databases or receive consultation and assistance from our data analysis and reporting unit or 
business intelligence experts. Measures generated from these sources are maintained in our 
scorecards, which are reviewed by our QI committees (QICs), and are subsequently 
maintained as key records. When we identify an opportunity for improvement, we determine 
the appropriate methodology, whether it is a formal PIP or an informal PDCA (plan-do-
check-act) cycle, and the relevant data are collected and analyzed.  


3.10.1.1 Measurement of performance using objective quality indicators; 


3.10.1.2 Implementation of system interventions to achieve improvement in quality; 


3.10.1.3 Evaluation of the effectiveness of the interventions; and 


3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


We follow an eight-step methodology for identifying and designing a PIP. Our process 
incorporates elements 3.10.1.1 through 3.10.1.4 as part of our QI process. The following list 
describes the tasks performed in each step: 


IDENTIFYING AND DESIGNING PERFORMANCE IMPROVEMENT PROJECTS 
 Data Collection: Data are collected and analyzed that measure member health 


outcomes and satisfaction with our services. We review HEDIS data, utilization data, 
care management and disease management data, member satisfaction surveys, CAHPS 
data and member grievance data. Quality of care issues, member access, attitude and 
service, billing and financial issues, and quality of practitioner office sites categorize 
member grievance data. Topics are selected by the State or, based upon the prevalence 
of the issue within the membership, the importance/risk of the issue to the membership, 
and reported rates versus established benchmarks.  


 Review and Approval: Projects are presented to the applicable quality committee for 
input and approval. The project is presented to the Division for approval. 


 Setting Benchmarks: We establish quantifiable indicators, which clearly and 
accurately measure the activity being evaluated. Indicators measure changes in health 
or functional status or member satisfaction. Baseline benchmarks and goals are set 
along with information on how the benchmarks and goals were derived. In addition, 
process and/or outcome measures are established and evaluated as applicable to verify 
that interventions are being implemented and progressing as planned.  


 Development: After conducting an initial analysis, the QIC develops and implements 
an intervention(s) that has a high chance of success. Interventions are selected that are 
known to be effective and suitable to the population selected. The timing and course of 
interventions must also be determined in addition to: 


 The date the intervention begins 
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 The number and percent of the population who actually received the intervention 


 Whether the intervention was conducted as expected or if issues arose which 
interfered with the implementation 


 Analysis: A quantitative analysis is conducted to determine if: 


 There has been a rate change in the original measurement selected 


 If goals/benchmarks have been met 


 If change is evident, is it statistically significant or linked to the timing of the 
intervention 


Based upon the quantitative and qualitative analysis, we perform additional analysis to 
determine if interventions should continue or if changes need to be instituted. If QI actions 
were successful, the new processes are standardized and monitored. If the actions were 
unsuccessful, the QIC determines and implements changes that need to be made to the current 
interventions.  


 Re-measurement: We conduct re-measurement to determine if improvements are 
sustained or if new interventions have resulted in improvement. When sustained 
improvements have been demonstrated, projects may be discontinued. A three-year 
cycle is common but projects may extend longer depending upon the topic, design and 
results. In Nevada, improvement projects have been retired due to sustained 
improvements in the areas such as childhood immunizations, non-emergent use of the 
ER and diabetes management.  


 Monitoring: Interventions that resulted in sustained improvement are standardized and 
monitored. Final project reports and recommendations for termination are presented 
before the applicable health plan quality committee for approval prior to project 
discontinuance. If it is a State-mandated project, DHCFP determines when it can be 
discontinued. 


 Reporting: PIPs are reported on the NCQA Quality Improvement Activity (QIA) form. 
The QIA reports are updated and presented before the QIC and DHCFP for review and 
comment at least an annual basis. 


IOWA: IMPROVED UNDERSTANDING OF PREVENTIVE HEALTH VISITS 
As an example of both our continuous quality improvement process in action and our use of 
member incentives related to EPSDT and pediatric preventive care, we conducted a quality 
improvement study in Iowa. We identified that our performance rates for adolescent 
preventive care declined from 53 percent compliance in 2012 to 51 percent compliance in 
2013. Although not statistically significant, the decline was cause for concern given the 
programs we have deployed that target this measure.  


Study Objectives 
After reviewing our results, our team decided we needed to better understand what motivates 
our adolescent members and their parents or guardians to access preventive care. Therefore, 
the stated objectives of our study were: 


 Understand why enrolled teen members do or do not use their coverage 


 Determine whether incentives might prompt them to access care 
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 How to encourage adolescent well-care visits and immunizations  


To conduct a root cause analysis, we selected Essman/Research to conduct a phone survey 
and the vendor Periscope to analyze the qualitative findings. Our target was the parents or 
guardians of teen members, ages 13 to 18, across Iowa. From Apr. 14 through Apr. 21, 2014, 
150 telephone surveys were completed. We balanced the participants’ demographics to include 
equal representation by male and female teens, rural and urban residents, and teens across 
the identified age group. 


Key Findings 
We identified the following key findings through analysis of the surveyed members’ responses 
to our questions as well as verbatim feedback:  


 Teens go to the doctor when there is an acute reason, such as a short-term illness (27 
percent), an emergent care need (9 percent) or for management of an ongoing chronic 
condition (6 percent) 


 Incentives alone are not enough to prompt an adolescent well-care visit: 50 percent of 
respondents said an incentive would not encourage their teen to attend an 
appointment, and another 12 percent of respondents did not know if it would have an 
effect 


 Ninety percent of the parents/guardians are aware that our Iowa plan covers 
adolescent well-care visits but were unaware that the sports physicals that are 
completed for their teen do not meet the clinical practice guidelines for a full 
preventive care exam 


We also reviewed each of our interventions deployed in 2013 and their timing during the 2013 
calendar year. These interventions included a teen incentive mailing, which did not seem to be 
effective as we had sent 2,236 mailings offering the incentive and as of Dec. 31, 2013, we had 
received only 77 responses. Based upon the findings, we implemented a change in the timing 
of our member incentive mailing to May 2014 with the anticipation that it would increase 
response rates because this is a time in which children are out of school and have more 
availability for adolescent preventive exams.  


The findings regarding utilization of primary care for acute illnesses reinforced the need to 
educate providers on their ability to conduct both a sick visit and an adolescent preventive 
health exam on the same day. To meet this need, we developed an incentive program for 
provider office staff to enhance the awareness of the member incentive program and maximize 
results.  


With these adjustments, our interim rates for 2015 already indicate an improvement to 53 
percent, exceeding our 2012 and 2013 rates, and we anticipate the rates to climb as our data 
collection and analysis continues.  
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3.10.2  
The vendor must report the status and results of each project to the DHCFP as requested, including 
those that incorporate the requirements of 42 CFR 438.330 (a)(2). Each performance improvement 
project must be completed in a reasonable time period so as to generally allow information on the 
success of performance improvement projects to be available to the DHCFP for its annual review of the 
vendor’s quality assessment and improvement program. 


We currently comply and have a process in place to report the status and results of each PIP to 
DHCFP in a timely manner and in compliance with 42 CFR 438.330 (a)(2). Our QI 
Program’s scope focuses on an extensive array of health care and service issues, and we have 
achieved high levels of compliance in all EQRO and PIP annual audits.  


We will fully comply with all time frames and annual PIPs reporting requirements, including 
the status and results of each project requested by DHCFP and those included in 42 CFR 
438.330 (a)(2).  


We eagerly anticipate the opportunity to receive DHCFP feedback from the review of our 
quality assessment and improvement program, and collaborate with the DHCFP and other 
stakeholders to develop studies, surveys and other analytic activities to improve the quality of 
care and services provided to our members specifically, and Nevadans overall.  


3.10.3  
The Vendor must:  


3.10.3.1 Submit performance improvement measurement data annually using standard measures 
required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 
438.330(a)(2); and 


We agree to submit the results of performance-improvement measurement data in the annual 
QI Program document to the DHCFP for evaluation. In addition to the overall evaluation of 
the internal QI Program, we agree to participate in all PIPs identified by the DHCFP and 
achieve, through ongoing measurements and intervention, significant improvement, sustained 
over time, in clinical care and non-clinical-care areas. 


3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the 
vendor’s performance.  


Our QI Program provides an integrated, coordinated and continuous quality improvement 
(CQI) system to comply with contract, state and federal requirements. To maintain compliance 
with local, state and federal regulatory requirements and accreditation standards, our QI 
Program relies on the following process: 


 Monitoring compliance with regulatory requirements for QI and risk management 
opportunities and response as required 


 Reporting systems that provide appropriate information for meeting the requirements 
of DHCFP, external regulatory review and accrediting bodies including performance 
improvement measurement data annually using the standard measure required by 
DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 
438.330(a)(2) 


 Developing action plans to improve performance consistent with state expectations 
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 Using the results of our contractual performance in evaluating the QI Program, 
comparing our metrics to Nevada performance standards, goals and benchmarks, to 
identify opportunities for continuous improvement  


 Submitting data on required performance measures as requested by the DHCFP, to 
assist DHCFP to measure our performance 


We track all submissions to DHCFP in our QI Work Plan, which our QIC oversees. Our 
associate director of quality acts as the primary point of contact with DHCFP to manage all 
quality-related communications. 


3.10.4  
The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA 
Standards and Guidelines. 


We regularly monitor health plan compliance with NCQA requirements in addition to 
identifying performance measures and levels that are nationally accepted. We regularly 
participate in the annual external independent reviews of the quality outcomes covered by the 
health plan and timeliness and access to services.  


We submit performance improvement measurement data annually using standard measures as 
required by the DHCFP and meet the requirements of 42 CFR 438.204 and 438.240(a)(2). We 
submit our annual standardized HEDIS data and CAHPS survey results using standard 
measures, annual QI Program evaluation (that includes performance improvement 
measurement data for multiple areas, but is not limited to, access and availability and clinical 
program participation and utilization), quarterly complaints and appeals data, utilization data 
and any other requested reports as identified by the DHCFP.  


We understand the needs of Nevada members and have the resources to develop a 
comprehensive cultural diversity and sensitivity program. We use the state’s eligibility files, 
which include race, ethnicity and primary language data facilitating a comprehensive 
population health focus. We monitor trends in race, ethnicity and primary language for 
potential gaps that we can address and interventions that can be developed to improve the 
health care and services provided to unique and diverse populations. 


We comply with the requirements stated under RFP Sections 3.10.3.1 and 3.10.3.2, and 
implement a comprehensive internal QI Program that includes measurement and submission 
to the DHCFP of performance-improvement measurement data annually using standard 
measures, and any other data requested by the DHCFP. 


We collaborate and partner with the DHCFP to conduct performance measurement and 
improvement activities according to the most current sources of the internal QI Program 
guidelines, the most current NCQA Standards and Guidelines for Health Plans (as 
applicable), HEDIS Technical Specifications and CAHPS surveys. 


We submit data to the DHCFP as requested to enable the DHCFP to measure the health 
plan’s performance. These data include the HEDIS rates, CAHPS survey results, complaints 
and grievance data and any other utilization data that DHCFP requests to evaluate our 
performance. 
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3.10.5  
The vendor is required to maintain a health information system that collects, analyzes, integrates, and 
reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. 
The systems must provide information on areas including, but not limited to, utilization, grievances and 
appeals, and disenrollment for other than the loss of program eligibility. The basic elements of a health 
information system with which a vendor must comply include the following: 


Our health information systems and propriety interfaces are compliant with the State’s 
requirements and sufficient to collect, analyze, integrate and report data to achieve the 
objectives of our QI Program. We use Facets to provide, monitor and trend information 
including, but not limited to, utilization, grievances and appeals, and disenrollment.  


Our Facets platform, which includes several custom-built, integrated application modules 
unique to us, provides the integrated database that edits and collects data on members and 
providers along with the claims and encounters that document the services furnished to 
members. We meet the requirements of this RFP and 42 CFR 438.242 through the consistent 
and ongoing use of this comprehensive system. 


UTILIZATION MANAGEMENT 
Our medical management and quality management teams use Facets to collect, analyze and 
report health care utilization data. 


Collecting and Reporting Data on Utilization for Medical Management 
Our analytical staff runs reports daily to check the current utilization for our members. Our 
on-site inpatient case management team actively reviews this data to determine the ongoing 
value of our on-site services and the health care provided to our members. Our team is at the 
hospitals daily, working with our hospitalist and network physicians for the OB and pediatric 
members to confirm that patients are moving along the continuum of care toward the goal of a 
home discharge. We have robust team of clinicians who comprise teams dedicated to adult 
medicine, pediatrics, neonatal intensive care and obstetrics.  


Collecting and Reporting Data on Utilization for Quality Improvement 
Our QI team analyzes demographic data each year to monitor and trend the use of services by 
members. Our health informatics staff uses Facets to report all utilization for these members in 
the outpatient, inpatient, ER and urgent care settings for that year. Our analysts evaluate this 
data by major diagnostic category, age and gender. Our QIC reviews this comprehensive report 
to determine any trends among the top diagnostic groups that may need additional program 
support. For example, if a new diagnosis such as heart disease becomes a top-five submitted 
claim, we may take action and verify that members with this condition have the resources they 
need to manage their health. 


GRIEVANCES AND APPEALS 
Customer Response and Resolution (CR&R) uses our Complaint Tracking and Resolution 
System (CTRS) database for appeal and grievance reporting. CTRS is linked to the Facets 
database, which automatically populates numerous fields in the database and provides 
member and provider characteristics. We use the data captured in CTRS for a multitude of 
reports for tracking and trending purposes. 
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For example, trending of appeals and grievances is reported annually to the QIC and 
quarterly to the board of directors. These reports are critical in monitoring the reasons for 
appeals and identifying root causes for appeals.  


DISENROLLMENT 
We use Facets to track and trend disenrollment data on an ongoing basis. We process 
disenrollment of members through daily and monthly electronic file downloads that we receive 
from the DHCFP based upon loss of eligibility if the member has been approved for 
disenrollment during his/her first 90 days of enrollment. If outside of the enrollment lock-in 
period, disenrollment is completed with evidence of good cause. Our enrollment staff conducts 
audits to make certain that the disenrollment information is accurate prior to finalizing the 
disenrollment process.  


Highly Experienced Analysis and Reporting Team 
We rely on a team of highly skilled analysts and developers to deliver detailed analytics, metrics 
and reporting for all lines of business within the Nevada market. With the support of the 
Nevada Market Reporting team (Healthcare Informatics), we work closely with DHCFP and all 
other State and federal agencies to meet all reporting requirements and requested time frames. 
Our team uses Facets to collect, analyze and report all necessary data to achieve the objectives 
of our QI Program. 


Healthcare Informatics 
Our healthcare informatics team comprises highly skilled data warehouse developers and 
architects who have years of experience in creating and maintaining robust and scalable data 
marts. This team is also responsible for delivering on time, high-quality data extracts, 
including HEDIS, Star Ratings, Milliman (Medicaid), Medicare Encounters, Temporary 
Assistance for Needy Families (TANF), Nevada Check Up and Child Health Assurance 
Program (CHAP). 


Healthcare Informatics Business Analytics 
Our business analytics team is responsible for designing and creating clinical and medical 
management reports using various business intelligence tools. As subject matter experts in 
real-time inpatient utilization, quality assurance reporting, preventive measures and electronic 
medical record management, the business analytics team has extensive experience assembling 
data from multiple source systems and is charged with providing ad hoc analysis for our 
organization. 


Healthcare Informatics Strategic Analytics 
The goal of our strategic analytics team is to develop a more efficient health care delivery 
system by providing relational data sets, high-level strategic analyses and predictive modeling. 
Through the use of internally developed cutting-edge data evaluative techniques, the team can 
determine answers regarding member demographics and utilization patterns. 


Regulatory Compliance and Reporting (Data Management) 
This healthcare informatics team works in conjunction with the Nevada Market Medicaid 
Healthcare Operations Group to maintain ongoing changes in regulatory requirements. The 
Medicaid Healthcare Operations Group works with state and federal entities to certify 
compliance with all regulatory and contractual requirements. 
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3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on 
services furnished to the recipients through an encounter data system or other methods as may be 
specified by the DHCFP; 


At the center of our management information system (MIS) architecture is our TriZetto 
Facets claims platform with interfaces that optimizes our ability to collect, analyze, integrate, 
maintain and report data on member and provider characteristics to effectively manage health 
benefit programs for DHCFP and deliver quality, cost-effective health care to program 
members. 


We capture all the data on member and provider characteristics using the Facets platform. We 
integrate member age, gender, address, race/ethnicity and language data upon enrollment 
with clinical data which includes services furnished through our encounter data system or 
other methods identified by DHCFP to identify any disparities in care that are associated with 
the member’s demographics. We use reported information to create a health disparities 
strategic action plan that includes the use of our Health Plan Manager Report to segment 
members by their location and demographics for planned initiatives and community outreach. 


3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and 


We have fully HIPAA-compliant editing software in place to validate the integrity of the claims 
and encounter data we receive from submitting providers. We have staff dedicated to 
monitoring the volume and quality of encounter data received from contracted providers to 
verify the completeness and accuracy of this data. We confirm that data received from 
providers is accurate and complete by verifying the accuracy and timeliness of reported data, 
screening the data for completeness, logic and consistency, and collecting service information 
in standardized formats to the extent feasible and appropriate. Claims and utilization 
management (UM) data are subject to extensive system edits included in the Facets platform. 


We establish and maintain policies and procedures to process claims and encounters that are 
submitted for payment from any source for services provided to members. The following is a 
detailed description of our operational procedures for receiving and processing HIPAA-
compliant claims and encounters: 


 Providers submit claims and encounters directly to clearinghouses, which then 
transmit the claims and encounters to us in an HIPAA-compliant format. Files are 
sent to the payer ID and are received at the SFTP site and uploaded into the claims 
processing system while being tracked and audited by the Electronic Data Interchange 
(EDI) Tracking Database. 


 We send and receive EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. EDI files are 
processed using the market-leading Sybase Systems validation software to verify 
transaction compliance with ANSI x12 (5010) formats and syntax. All data received 
through the FTP site are also logged into the EDI tracking database to log file receipts 
and the resulting file processing. The EDI tracking database compiles file statistics on 
all files received and processed. 


 Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, 
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ensuring the integrity of the data being received and validates every file and every 
transaction. 


 EDI files create an E-doc image of the data transmitted, which we verify against the 
uploaded data during adjudication and the quality-assurance audit process. 


MONITORING COMPLIANCE 
We monitor our compliance with internal, regulatory and contractual claims processing 
requirements through internal claims quality control department audits and random audits. 


3.10.5.3 Must collect service information received from providers in standardized formats. 


Our Facets Platform, which includes several custom-built, integrated application modules, 
provides the integrated database that edits and collects data on members and providers along 
with the claims and encounters that document the services furnished to members. Facets 
includes built-in logic for automatically processing and pricing CMS 1500 and UB-04 claims 
according to claim type, stores other carrier information and provides coordination of benefits 
(COB) processing. Other aspects to our comprehensive process include: 


 Highly trained and experienced claims management and operations staff who 
manually adjudicate claims, as needed, and monitor our claims process to verify 
accurate and timely claims adjudication. 


 “No wrong door” approach to provider claims submission makes it as easy as possible 
for providers to transact with our organization and maintain HIPAA compliance. 


 Reporting, auditing and QI processes continuously monitor the claims adjudication 
and payment process to promote accurate and timely claims processing. 


 Several claims submission options with no costs associated, e.g., for claims submitted 
by capitated providers.  


3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested 
to the DHCFP and upon request to CMS as required. 


We meet the data collection requirements as specified by DHCFP and CMS and confirm the 
data received from providers is complete and accurate in accordance with 42 CFR 
438.242(b)(1) and (2). 


We have extensive experience submitting fully HIPAA-compliant encounter data to DHCFP’s 
vendor, customer groups and to CMS. On a national basis, we have successfully passed the 
HIPAA compliance editors and a myriad of claim edits from the receiving entity. 


3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of 
encounter data to the DHCFP. 


Our director of information systems is the designated lead to collaborate with the DHCFP 
related to review and submission of encounter data. 
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3.10.6 Standard I: Written IQAP Description  
The vendor must have a written description of its IQAP. This written description must meet the following 
criteria: 


We have a written description of our IQAP that meets DHCFP requirements. Our QI Program 
Description is rooted in principles of CQI that foster data-driven decision-making and focus 
on continually leveraging opportunities for improvement.  


3.10.6.1 Goals and Objectives 


The goals of our QI Program are to measure, monitor and analyze the outcomes of care and 
service, and to apply interventions that continuously improve the level of health care and 
services provided to our members. Comprising efforts designed to drive program and cost 
efficiencies across our health plan operations, the QI Program serves as the roadmap for 
achieving measurable and sustainable improvements in access to and quality of the health 
care and services that are provided to members. 


GOALS AND OBJECTIVES 
Ensuring a Strong Quality Improvement Structure and Processes  


 Maintain a health plan QI structure and processes that support continuous QI 
including measurement, analysis, intervention and re-measurement 


 Maintain the QI structure and processes that support the retrospective monitoring and 
problem-solving associated with the quality of care delivered to members, including 
investigation, peer review and implementation of corrective action, as needed 


 Comply with federal, state and accreditation entity quality-related regulations 


Monitoring and Evaluating Quality of Health Care and Services 
 Monitor and evaluate, on a consistent basis, clinical and service quality indicators that 


focus on medical, behavioral and dental health care, and that reflect important aspects 
of health care and services using benchmarks and performance goals 


 Measure and monitor availability and accessibility to care and service 


 Measure member and provider satisfaction and identify and address sources of 
dissatisfaction 


 Use demographic data or targeted analysis to develop focused studies or specialized 
studies to address identified problem areas that focus on medical, behavioral health 
and dental care 


 Conduct QI activities in areas that are relevant and important to the health plan’s 
population, such as ongoing monitoring of performance which includes identification 
and evaluation of barriers to health care and services that affect the effectiveness of the 
health plan interventions 


 Incorporate a focus on reducing disparities in health care and services to improve 
clinical outcomes for individuals of various racial and ethnic groups, ages, genders 
and health status 


 Implement innovative quality PIPs that leverage resources of community partners to 
promote healthy living styles and extend access to care in members’ neighborhoods 


 Continue an approach to QI linking both physical and behavioral health through 
member-centered care 
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 Continue ongoing monitoring of improvements in preventive health, management of 
chronic conditions, pregnancy and behavioral health utilization through the data 
collection, analysis and evaluation of HEDIS measurement 


Monitoring and Evaluating Network Providers 
 Maintain an ongoing up-to-date credentialing and recredentialing process that 


complies with federal and state regulations 


 Establish clinical practice guidelines for preventive medical and dental health, and 
acute and chronic medical and behavioral health conditions relevant to the health plan 
member population 


 Measure compliance of individual practitioners with medical record documentation 
standards on an ongoing basis 


 Confirm that providers receive communications about our QI Program, UM Program, 
credentialing and recredentialing, confidentiality, disease management and complex 
case management programs, clinical practice guidelines, notification about plan health 
promotion programs, member and provider satisfaction survey results, results of the 
health plan’s quality reviews, notification of corrective action plans and distribution of 
updated member materials 


Evaluating the Utilization Management Program and Processes 
 Streamline utilization management to detect underutilization and overutilization of 


services coupled with interventions to address detected issues; for example, initiatives 
to divert inappropriate ER use or to increase the availability of dental services and 
prenatal care 


Maintaining and Evaluating Health Plan Program and Services to Help Members with 
Specialized Needs 


 Maintain effective disease management strategies aimed for members with asthma 
(adult and pediatric) and diabetes 


 Maintain effective complex case management strategies aimed for members with 
health issues such as cancer and other long-term health conditions, high-risk 
pregnancy and children with complex health issues 


 Maintain coordination of the Disease Management and Complex Case Management 
Programs to make certain that members needing transplants or that have complex 
behavioral health issues receive appropriate referrals for specialized care and services 


3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which 
are developed annually and include a timetable for implementation and accomplishment.  


We maintain an updated QI Work Plan to manage due dates, responsible staff members, 
timelines for implementation and accomplishments of the specific objectives of the internal QI 
Program. Overall responsibility for the QI Work Plan lies with the director of QI who reports 
through the chief medical officer (CMO) hierarchy. Each year, quality measures including 
HEDIS, CAHPS and access/availability, among others, are evaluated and quantifiable goals 
are set with staff accountability noted. The QIC reviews and approves the QI Work Plan 
annually and upon each update as does the board of directors. The QI Work Plan highlights 
specific QI activities including:  
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 Clinical and non-clinical areas: HEDIS and CAHPS goals, provider satisfaction, wait 
and abandonment times, etc. 


 Annual QI activities, such as the preparation of the annual QI Program Evaluation, 
QI description and QI Work Plan, analysis of appeal and grievance data, and 
monitoring of medical and behavioral health care coordination of care 


3.10.6.3 Scope 


A. The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the 
quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, 
and continuity of care. 


Through the ongoing implementation of the QI Program, a comprehensive scope of QI 
activities is in place. A range of activities that address the quality of clinical care and non-
clinical aspects of service defines the scope of the IQAP/QI Program. The scope of the internal 
QI Program focuses on clinical care and non-clinical aspects of service, including but not 
limited to, availability, accessibility, coordination and continuity of care. For example, the QI 
Program scope includes health promotion, quality of care monitoring and quality of service 
monitoring. The specific quality indicators, as stated later in this section, focus on the entire 
continuum of health care provided to members through all of the quality of care and quality of 
service monitoring activities that are completed.  


The scope of the program is also defined by the range of quality indicators that we have 
selected to monitor and analyze, based upon our own analysis with local regulator input. Key 
QI Program activities include, but are not limited to the following: 


HEALTH PROMOTION ACTIVITIES 
Health promotion activities include, at a minimum: 


 Education to members 


 Outreach to members 


 Education of providers 


 Identification of high-risk members for health care utilization and chronic conditions, 
to reduce complex health situations and prevent the occurrence of long-term health 
problems, or members with existing chronic conditions 


 Linkage of health promotion activities to QI activities 


QUALITY OF CARE MONITORING 
Quality of care monitoring includes, at a minimum: 


 Monitoring of the appropriate accessibility and availability of services and health care 


 Monitoring of the continuity and coordination of care across different health care 
settings 


 Review of areas reflective of high-volume, high-risk services that were identified 
during the annual monitoring of demographic and epidemiological needs of the 
members 


 Monitoring of services provided by contracted health care delivery systems including 
inpatient facilities (acute and sub-acute), ambulatory facilities and services (dental, 
home health and hospice), and mental health and substance abuse facilities 
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 Monitoring of services provided by individual providers that include practitioners in 
the areas of primary care, specialty care, obstetrical and gynecological care, mental 
health and substance abuse and dental care 


 Review of services reflecting acute and chronic care 


 Review of practitioner documentation through medical records 


 Visits to practitioner offices 


 Review, update and dissemination of clinical practice guidelines 


 Monitoring of complaints and appeals 


 Monitoring of potential underutilization and overutilization of health care services and 
health care 


 Monitoring member and provider satisfaction and measuring the performance of 
providers 


QUALITY OF SERVICE 
Quality of service monitoring includes, at a minimum: 


 Monitoring that disease management is available to members identified with chronic 
conditions to help coordinate health care and services and to facilitate access to 
necessary resources 


 Facilitating the availability and accessibility of services and providers through 
monitoring of numbers of primary care, dental, high-volume and high-impact 
specialists and behavioral health providers; numbers of providers with open panels; 
geographic distribution of medical, dental and behavioral health providers; and 
through member and provider satisfaction rates of access and availability of services 
and providers 


 Monitoring of complaints, concerns and appeals 


 Substantiating the appropriateness of member services provided through evaluation of 
telephone access and member and provider satisfaction with customer service 


 Confirming the timeliness and appropriateness of claims processing 


 Verifying the appropriateness of utilization management process, as needed, through 
the evaluation of inter-rater reliability of decisions made by health plan staff, 
timeliness of decision making, telephone access and member and provider satisfaction 


 Monitoring that complex case management for adults, children and teens, and 
pregnant women is available to members with complex health conditions 


B. The IQAP methodology must provide for review of the entire range of care provided by the vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., 
inpatient, ambulatory, including care provided in private practice offices and home care); and types of 
services (e.g., preventive, primary, specialty care, and ancillary) are included in the scope of the review. 
The review of the entire range of care is expected to be carried out over multiple review periods and not 
on a concurrent basis.  


The IQAP/QI Program methodology, as described in the Quality Program Description, is used 
to describe the process for monitoring quality of health care and non-clinical care throughout 
the entire range of services we provide. In the QI Program evaluation, all demographic 
groups, including children with special health care needs (CSHCN) and care settings (e.g., 
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inpatient, ambulatory, including care provided by private providers and home care) and types 
of services are included in the review of the program. We continue this review for the entire 
range of care through multiple review periods via trending of quantifiable measures and 
discussion of project methodologies and outcomes. 


EXAMPLES OF KEY ACTIVITIES 
 Comprehensive Review: Annually, we conduct a comprehensive review of claims and 


encounters data for our members across all care settings. This review of outpatient, 
inpatient, ER and urgent care data for different age groups and by gender helps 
determine the top diagnoses to determine additional areas for potential intervention. 
Staffing may be adjusted to address increased needs. 


 Population Analysis: Quarterly, we conduct a population analysis of members with key 
chronic conditions, including asthma (child and adult) and diabetes to identify the 
numbers of outpatient visits per member with these conditions. We also track the 
numbers of referrals and attendance at Health Education classes, the rates for 
common quality indicators (HEDIS) that are based upon condition-specific areas and 
the numbers of members who receive various disease management and complex case 
services.  


 Quality of Service Monitoring: We monitor quality of service through the review of 
member and provider satisfaction reports with customer service and data related to 
ease of access and call response times in our member and provider services center. 
Member-facing service data are reviewed monthly. 


 Quality of Care (QOC) Monitoring: QOC monitoring is analyzed using member 
feedback from surveys, complaints and appeals, and provider office visits that identify 
potential issues. We pursue QOC investigations for any type of provider in any setting 
of care to verify members receive appropriate clinical care and services. QOC 
monitoring is continuous due to the extreme importance of timely response. On a 
monthly basis, we perform formal reporting of aggregate QOC data that is shared with 
appropriate quality committees. 


3.10.6.4 Specific Activities  


The written description must specify quality of care studies and other activities to be undertaken over a 
prescribed period of time, and methodologies and organizational arrangements to be used to accomplish 
them. Individuals responsible for the studies and other activities must be clearly identified and qualified to 
develop the studies and analyze outcomes.  


We maintain a written QI Work Plan that is updated throughout the year to manage the due 
dates, timeline for implementation and accomplishment of the specific objectives of the 
internal QI Program. The work plan highlights specific QI activities focused on clinical and 
non-clinical areas: 


 Annual quality of care studies and activities such as preparation of the QI Program 
Trilogy: Evaluation, Description and QI Work Plan as defined by both state-specific 
requirements and NCQA 


 All data collection and analysis that is due during the year 
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 Development activities that are new to the internal QI Program are completed during 
the year, providing performance goals, responsible party, start date, status and 
completion date 


 Key indicators to be reported are also tracked during the year, reviewing performance 
goals, frequency of reporting, responsible party and responsible committee 


 The individuals responsible for the studies and other activities are specified within the 
QI Work Plan by both name and title 


 Additionally, our QI Program description outlines the QI Program structure. This 
program description clearly outlines: 


 The defined reporting structure, which includes the governing body, the QIC, Peer 
Review Committee and various QI subcommittees 


 Clearly defined roles and responsibilities of the designated senior executive and 
other clinical staff 


 Roles and responsibilities of QI leadership that includes: 


– The medical director, quality-management team lead, with oversight of all 
quality activities, is housed within the quality management team offices. She is 
highly involved in both internal QI projects and community activities including 
board of director positions with community coalitions and statewide groups 
having an emphasis on women and children issues 


– The director of QI, who has extensive experience with data analytics and 
database management 


– Three associate directors, who have a combined experience of more than 30 
years of quality-specific expertise with graduate degrees and nationally 
recognized quality credentials  


– Four managers, who provide oversight of the annual HEDIS data collection, 
analysis and reporting, management of a member experience/survey team and 
management of the Disease Management Program  


 Health informatics department, including staff who provide technical, data and 
statistical support, study design and methodology support and maintenance of 
needed data warehouses 


3.10.6.5 Continuous Activity 


The written description must provide for continuous performance of the activities, including tracking of 
issues over time.  


We implement the PDCA cycle method to conduct and evaluate our QI activities. We use the 
PDCA cycle to measure and evaluate the continuous performance of our QI activities over 
time. We use this cycle to: 


 PLAN or design baseline or initial QI interventions 


 DO or conduct the specific QI interventions 


 CHECK or confirm the results of the QI intervention 


 ACT or expand on successful QI interventions 
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We actively use our QI Work Plan as the key written description that complements the PDCA 
process. The QI Work Plan is the foundation document we use to monitor continuous 
performance of QI activities and to track issues over time. 


Our QI staff structure the work plan as a comprehensive listing of ongoing and planned QI 
activities. We identify the topic for each QI activity, associated performance goals and 
responsible party (e.g., the director, clinical quality, under the direction of the QIC). Our QI 
staff members also highlight the start date and completion date for each project and project 
status (e.g., planning, data collection, data analysis, barrier analysis, designing actions and 
implementing actions). 


We provide significant detail in the QI Work Plan. Our QI staff, the QIC and task force 
members review the status of each initiative. We review the QI Work Plan during the year at 
committee, task force and internal quality-management team meetings. We use our QI Work 
Plan as the reference document to understand the progress of each initiative and to track 
issues over time. 


3.10.6.6 Provider Review 


A. Review by physicians and other health professionals of the process followed in the provision of health 
services must be conducted; and 


We require an ongoing review by local, licensed physicians and other health professionals of 
the process followed in providing health services. For example, multiple physicians, including 
the chief medical director, medical directors, pharmacists and nurses participate on the 
Corporate Medical Affairs Committee (CMAC). The CMAC reviews and approves all clinical 
practice guidelines and UM decision-making protocols. Physicians are part of all meeting 
committee structures as they are a vital part of our program designs and progress. Physicians 
and other licensed staff also oversee or have input into all of the health plan’s processes and 
programs including the UM department, the inpatient and outpatient case management 
functions, disease management, appeals and grievances, quality of care and 
credentialing/recredentialing, among others. 


B. The vendor must provide feedback to health professionals and vendor staff regarding performance and 
patient health care outcomes. 


The CMAC and other quality-focused committees and subcommittees provide feedback, review 
and evaluation of performance and patient health care outcomes to health professionals and 
health plan clinical staff as related to the care and services provided to members. 


One example of an ongoing feedback process is that of primary C-section monitoring. Some 
years ago we initiated a program to monitor primary C-section rates of contracted physicians 
who delivered at least 30 babies over a six-month period. Each physician receives a letter with 
peer comparisons, using both local and national means as baseline data points. The results of 
this monitoring and communication have been notable, showing physicians have some control 
over their delivery decisions. 


The plan also shares reports with providers indicating their gaps in patient care. The measures 
used are nationally recognized measures (HEDIS). As our quality management team tracks 
HEDIS rates monthly, we are able to provide frequent updates for our network. Physicians are 
able to print both an aggregate report of their empaneled members and individual reports for 
patients scheduled that day. The aggregate reports show potential weaknesses in practice 
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patterns while the individual reports show age-appropriate gaps in care such as a patient 
missing a needed mammogram, colonoscopy or immunizations.  


3.10.6.7 Focus on Health Outcomes 


The IQAP methodology must address health outcomes to the extent consistent with existing technology.  


The IQAP/QI Program methodology addresses health outcomes consistent with existing 
technology. The methodology used to conduct QI is based upon the development and 
implementation of interventions to address barriers, re-measurement of data to assess 
effectiveness of interventions, development and implementation of new interventions, as 
appropriate and follow-up re-measurement of data to assess effectiveness or sustained impact. 


Through this methodology, health outcomes and clinical improvements are monitored and 
reviewed using the existing comprehensive data warehouses at the health plan. The data 
warehouses allow access to claims and encounters and demographic information, including 
race and ethnicity, to create a rich source of data to conduct studies undertaken to measure 
health outcomes. 


3.10.7 Standard II: Systematic Process of Quality Assessment and 
Improvement  
The IQAP must objectively and systematically monitor and evaluate the quality and appropriateness of 
care and service provided to recipients through quality of care studies and related activities, and pursues 
opportunities for improvement on an ongoing basis. The IQAP must have written guidelines for its 
Performance Improvement Projects (PIPs) and related activities. These guidelines include: 


We have demonstrated abilities to meet quality assessment and improvement requirements in 
other Medicaid, Medicare and commercial markets we serve through our IQAP. We have 
proven processes in place to objectively and systematically monitor and evaluate the quality 
and appropriateness of care and service provided to recipients through quality of care studies 
and related activities.  


Improved health outcomes for our members are the goal of our quality assessment and 
improvement program. Through continuous monitoring of our members using key quality 
indicators, coupled with the development and refinement of clinical and health service 
programs, we can address new opportunities to better 
support quality and appropriateness of care for Nevada 
members and providers. Based upon Nevada’s QAPIS (the 
Strategy), we have created a quality framework that 
embodies DHCFP’s vision and objectives and provides a 
sound basis for assessing the quality and appropriateness 
of care delivered to our members.  


INTERNAL QUALITY MONITORING 
To drive clinical and operational performance 
improvement, our quality management team incorporates 
ongoing monitoring of critical quality indicators, formal 
PIPs, application of rapid cycle improvement and PDCA 
methodology, NCQA health-plan accreditation standards 
and compliance with federal and state regulations. Our 


We Have an Enterprisewide 
Commitment to Quality 
 Quality is the degree of 


excellence we demonstrate 
in our services, products 
and member care. 


 A commitment to quality 
puts the customer in the 
center of our business and 
exceeds customer 
expectations, every single 
day. 


 Regardless of where an 
employee works, quality is 
part of everyone’s job 
description. 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 364 of 776  RFP #3260
 


leaders set short- and long-term performance goals and our quality management team assists 
them in benchmarking our performance against state and national rates. Our quality 
management team measures those successes through analysis of industry-standard measures 
of health plan quality including, but not limited to, HEDIS measures, CAHPS surveys, CMS 
Adult and Child Core Measure Sets, EPSDT screening ratios, access and availability data, and 
through the feedback we receive as part of compliance audits and accreditation surveys.  


PROCESS FOR SELECTING AREAS OF FOCUS 
Our process for selecting areas of focus for improvement initiatives incorporates traditional 
continuous QI methods, federal performance improvement project guidelines, and application 
of clinical and business acumen based upon our extensive experience in Medicaid programs, 
consistent with 42 CFR 438.240. Our QI Projects policy provides guidance for selection, 
planning, implementation, evaluation and reporting of quality projects, including focused 
studies.  


Overall, our internal QI activities and studies provide: 


 Established baselines, measure interventions and timelines for follow-up reevaluations 


 Objective, clearly defined indicators based upon current clinical knowledge or health 
services research 


 Intervention outcomes (e.g., changes in health status, functional status and member 
satisfaction) or valid proxies of those outcomes 


 Identifiable clinical improvement opportunities based upon the needs of the 
population, collaborative opportunities with our state partners, or feedback from our 
participating physicians 


 Feedback on the findings and initiatives from our member and provider satisfaction 
surveys 


 Structured processes and scientific methodology set by the accrediting entity, 
regulatory agency or designated EQRO 


3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored. 


We systematically monitor key quality indicators for clinical and non-clinical health services 
delivery areas and provide measurement across an array of areas, including:  


 Operational and clinical functions such as utilization of clinical or non-clinical 
services 


 Member and provider satisfaction as measured by data from surveys, grievance and 
appeals processes, disenrollment and requests to change providers 


 Health disparities, patterns of care, member demographics and epidemiology related to 
health risks, disability or functional status including children with special health care 
needs (CSHCN), geographic location 


 Access, availability or affordability based upon data related to appointments and 
provider networks (e.g., access, open and closed panels, and provider language spoken) 
and data on trends such as admissions and ER use 
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 Member health outcomes or process of care proxies, such as HEDIS, CMS Adult and 
Child Core Measures, and adverse incidents (such as deaths, avoidable admissions or 
readmissions)  


In all cases, we rely on published best practices, evidence-based medicine resources, clinical 
practice guidelines and literature providing national, regional or local public health context. 


3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms 
of age groups, disease categories and special risk status, including CSHCN. 


When we have identified member-focused action steps for improvement, our data analytics 
and reporting teams use our databases to pull information on the members targeted for 
intervention, specifically information on population characteristics such as ethnicity, culture, 
language, age, disease category, special risk status (including CSHCN) or history of 
adherence to recommended care. Between our clinical stratification systems and our health 
promotion hierarchy modeling, we are able to match our interventions with sub-sets of our 
membership to yield the greatest impact because of the intervention.  


3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of 
concern selected by the DHCFP. These are selected from among those identified by the CMS and the 
DHCFP and are identified through the DHCFP Quality Assessment and Performance Improvement 
Strategy. 


SETTING GOALS AND BENCHMARKS 
We capture each critical indicator on our IQAP/QI Work Plan, and accumulate data 
representing these various areas into scorecards for review by our QIC and leadership teams. 
Short- and long-term goals for each indicator are selected in alignment with our state 
regulator’s expectations (i.e., our approach prioritizes goals defined by DHCFP’s Strategy) 
and the findings of epidemiological reports that illustrated areas where the State’s prevalence 
rates or health outcomes are outliers. We select benchmarks to provide context and 
understanding of our performance, sourced from our other health plans or from national 
sources.  


The QIC and its subcommittees reviews our key indicator scorecards, compares performance 
to benchmarks and performance goals, and evaluates the potential to improve performance as 
it relates to the State’s and our internal short- and long-term goals. If one of our key 
indicators does not meet the established goal, or, based upon benchmarking, we feel our 
performance can improve, we select that indicator for QI focus. 


DEFINING THE STUDY TOPIC, QUESTION AND INDICATORS  
Our QIC oversight includes critical examination of the data to determine how we can achieve 
improvement, and to support this work our quality management team facilitates focused 
studies to help further understand and define improvement opportunities. Using our data-
driven process, we may select topics for studies based upon: 


 Reflects salient characteristics of our members such as demographics, prevalence of 
disease, or the potential consequences of disease 


 Focuses on patterns of overutilization or underutilization that present a clear threat to 
health or functional status 


 Responds to input from our members or providers 
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 Has the potential to significantly affect our members’ health, functional status or 
satisfaction  


 Addresses high-volume or high-risk conditions of the population served 


Once the topic is determined, we create a study question. This important but often minimized 
step is critical to clarifying the emphasis of the study, ensuring consensus on its focus and 
designing verifiable measures using statistically valid methods. To accomplish this, we look to 
the expertise of our national quality management team, comprising Certified Professionals in 
Healthcare Quality, Six Sigma Black Belts, epidemiologists and public health professionals 
with training in study design, research methodology and statistics.  


This team then selects study indicators that best measure the topic and, when possible, we rely 
on industry standard measures because they enable the application of standard technical 
specifications, resulting in measurements we can further benchmark as needed. Such 
measures could include indicators from HEDIS, the CMS Adult and Child Core Measure Sets, 
or established measures found in Agency for Healthcare Research and Quality (AHRQ) or 
National Quality Forum (NQF) databases.  


With the assistance of our internal statisticians, we can then select a sample with enough 
power to generate results that are generalizable to the larger population. Sampling techniques 
may include probability or non-probability sampling depending upon the nature of the study. 
We thoroughly document all of the measurement and sampling parameters outlined to enable 
external audit and validation, and then our business intelligence team can generate the 
necessary working files. 


With the approval of the chief medical director, we confirm the study topic, question and 
resulting indicators and initiate the study. The following is an example of this process in our 
Florida health plan. 


FLORIDA SNAPSHOT: RETINAL EYE EXAMS FOR DIABETIC MEMBERS 
In Florida, we chose the rate of members with diabetes who receive an annual diabetic retinal 
eye exam as the area of focus. This is also an objective of the State’s Strategy, to increase use 
of evidence-based practice for members with chronic conditions. In Florida, this study focused 
on identifying the percentage of members with diabetes who did not receive annual eye exams, 
barriers to receiving annual eye exams, and interventions to increase the percentage of 
members with diabetes receiving annual eye exams. Community assessment and a literature 
review led to this focus.  


 Approximately 8.7 percent of Florida’s total population has diabetes (Centers for 
Disease Control and Prevention: National Diabetes Surveillance System) and the 
percentage is 5.4 within our Florida health plan.  


 Between 40 percent and 45 percent of Americans diagnosed with diabetes have some 
stage of diabetic retinopathy for which the best results occur when sight is still normal. 
However, it is common to have no symptoms until it is too late to treat the disease.  


 For this reason, individuals with diabetes should have their eyes examined regularly by 
an eye care professional (American Diabetes Association) to reduce the risk of 
blindness by 95 percent through timely treatment and appropriate follow-up care 
(National Eye Institute). 
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 When compared to national NCQA benchmarks, we discovered our historical rates 
were near the HEDIS 25th percentile as measured in 2014 (for care rendered in 2013).  


Upon consensus from our Florida Quality Management Oversight Committee, we designed 
the following study question:  


 Does the implementation of targeted interventions increase the percentage of members 
who receive an annual retinal eye examination? 


This study is currently underway, monitored by our Florida quality management team, with 
the ultimate goal of helping us understand how to assist our Florida members with diabetes in 
receiving important care based upon evidence-based medicine. 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


A. Validation of Performance Improvement Projects required by the State to comply with requirements set 
forth in 42 CFR 438.330(b); and 


B. Projects that were under way during the preceding twelve (12) calendar months. 


Nationwide, our health plans fully engage with the annual independent assessments 
conducted by our state partners and external quality review organizations designated by our 
regulators. We welcome the feedback we receive because of these independent assessments of 
the quality of care delivered to our members and we appreciate the chance to resolve identified 
opportunities in the interest of continuously improving our programs. Our goal is always full 
compliance with all contractual requirements. 


We continue to provide all information required for the external quality review in the time 
frame and format requested by DHCFP or the EQRO designated by DHCFP. Our goal is to 
enable verification to maintain fiscally sound contracts, policies and procedures that 
adequately address quality issues and requirements, provide technical validation of our 
performance improvement projects (PIPs), and alignment with our adoption, dissemination 
and adherence to clinical practice guidelines.  


We incorporate any findings from the review, including DHCFP’s analysis of our grievances 
and appeals, provider disputes and their independent patient and provider satisfaction surveys 
into our current QI Work Plan and the annual QI Evaluation, which further informs the 
development of the QI Program and subsequent year’s QI Work Plan. This approach provides 
the structure to not only address any findings immediately as documented in our current QI 
Work Plan but also to reflect the findings and monitor for sustained improvement and 
compliance with DHCFP and EQRO recommendations in upcoming years.  


We eagerly anticipate the opportunity to collaborate with DHCFP and the EQRO and other 
stakeholders to develop studies, surveys and other analytic activities to improve the quality of 
care and services provided to our members specifically, and Nevadans overall. We immediately 
respond to and implement any recommendations made by DHCFP and the EQRO within the 
time frame established by DHCFP, the EQRO or its designee.  
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3.10.7.5 Quality of care studies are an integral and critical component of the health care quality 
improvement system. The vendor will be required annually to conduct and report on a minimum of two 
clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects focusing on prevention and care of 
acute and chronic conditions, high-volume services, high-risk services, and continuity and coordination of 
care; non-clinical PIPs include projects focusing on availability, accessibility, and cultural competency of 
services, interpersonal aspects of care, and appeals, grievances, and other complaints. 


We agree to conduct and report on a minimum of two clinical PIPs and three non-clinical 
PIPs as directed by DHCFP. We routinely examine the clinical and non-clinical areas where 
we can most effect change for our members, conducting analysis and reporting as often as 
needed to gauge our performance against industry benchmarks and progress toward our 
goals. Internal and external processes monitored include: 


 Member health outcomes or process of care proxies from HEDIS, CMS Adult and 
Child Core Measures or other sources such as adverse incidents (such as deaths, 
avoidable admissions or readmissions)  


 Utilization of services, utilization, diagnostic, and outcome information on outpatient 
and inpatient encounters, services and procedures; medications and devices, and 
diagnoses 


 Member and provider satisfaction with our health plan through data from member and 
provider satisfaction surveys, the grievance and appeals processes, and member 
disenrollment reasons and requests to change providers 


 Access, availability and affordability data such as providers’ compliance with 
appointments and networks access, open and closed panels, and provider language 
spoken and data on trends such as admissions and ER use 


 Other key administrative processes such as call center call volume, abandonment rate, 
answer timeliness and claims processing turnaround times  


EXAMPLES OF PIPS FOR OTHER STATE PARTNERS 
The following are descriptions of recent data-driven initiatives that yielded significant 
improvements for members in our other state programs. These learnings from our other state 
partners yield improved understanding of member needs and help us to continually refine our 
approach to driving quality improvement for Nevada members.  


Texas: Reducing Inappropriate Emergency Room Utilization 
In Texas in 2013, we implemented a PIP to reduce inappropriate ER use among CHIP 
members. The goal of this PIP was a 5 percent decrease in ER utilization because of our 
interventions. The PIP monitors ER utilization for trends and variances and determines if the 
designed interventions to reduce ER utilization are effective. Interventions included 
identifying high utilizers, providing member education (e.g., using a nurse line as an 
alternative to the ER), providing appropriate referral to high-risk case management and 
conducting member outreach through an ER diversion program (e.g., health coach outreach 
within 24 hours of visiting an ER).  


We collaborated with one hospital in the Harris service delivery area (SDA) and one hospital 
in the Jefferson SDA to send ER visit information to us every 48 hours. Health coaches 
contacted members who visited the ER to assess needs, provide support and referrals, educate 
about appropriate use of the ER, and refer members with more than one ER visit in six 
months or significant needs to high-risk case management. In the Harris SDA, the year-over-
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year data analysis revealed that there was a decrease in all quarters with the exception of the 
third quarter, where there was a slight increase in utilization per 1,000 members. In the 
Jefferson SDA, the year-over-year data analysis revealed that there was a decrease in all 
quarters. Overall, these interventions resulted in a decrease in ER utilization of 13 percent, 
exceeding the goal of 5 percent. 


Mississippi: Increasing Adult Preventive Care  
In Mississippi, we identified that 70 percent of our Medicaid members ages 20 to 44 had 
received a preventive or ambulatory care visit in 2012. Beginning in 2013, we deployed a 
multi-layered strategy to engage and encourage adult members to visit their PCP. This strategy 
is based upon evidence-based outreach practices that have proven to be effective, including 
targeted postcard mailers, reminder calls and direct person-to-person outreach calls and 
education. Because of our outreach, we were able to improve the rate of adults accessing 
preventive and ambulatory care by 16 percentage points to 86.3 percent. 


Tennessee: Follow-Up Care for Children Prescribed Medication for ADHD 
In Tennessee in 2012, we implemented a PIP to improve follow-up care for children 
prescribed medication for attention deficit hyperactivity disorder (ADHD) in the Tennessee 
Middle region. Analysis of our ADHD 2013 HEDIS data showed members in Middle 
Tennessee completed the initiation phase follow-up (one follow-up visit with a prescriber 
within 30 days of initial prescription claim) 33.9 percent of the time.  


They completed the continuation and maintenance phase follow-up (medication for at least 
210 days and at least two follow-up visits with a practitioner within 270 days after the 
initiation phase ended) 43.3 percent of the time. These percentages were considerably lower 
(approximately 10 percentage points for initiation phase and approximately six percentage 
points for continuation and maintenance phase) than the other two regions in the state.  


To improve these rates, we developed and implemented interventions, such as sending targeted 
ADHD fax blasts to behavioral health prescribers, including ADHD articles in newsletters and 
providing access to ADHD materials on the website, which educated members and families, 
pediatricians and behavioral health providers about ADHD. These educational interventions 
focus on the importance of follow-up appointments to verify that ADHD medications continue 
to meet the child’s needs, the availability of ADHD screening tools and information on how to 
refer a child to behavioral health services when appropriate.  


We provided this education through newsletters and through our liveandworkwell.com 
member portal. Liveandworkwell.com is a member and family resource site that provides 
confidential access to behavioral health professional care, self-help programs, interactive tools 
and educational resources to help with life’s changes and opportunities. 


This performance improvement initiative resulted in significant improvement in follow-up 
care for these members. The Tennessee Middle region experienced an increase in follow-up 
care from 33.9 percent to 53.8 percent during the initiation phase and from 43.3 percent to 
63.9 percent during the continuation and maintenance phase. 


Iowa: Survey Results 
In 2014, we conducted the Child CAHPS survey for our hawk-i membership and the survey 
for children with chronic conditions. We are proud of our results. The following measures are 
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in the 90th percentile nationally based upon NCQA accreditation benchmarks, meaning we 
performed better than 90 percent of the plans that reported their data nationwide. 


 Rating of Personal doctor 


 Rating of Specialist Seen Most Often 


 Rating of All Health Care 


 Getting Care Quickly 


 Getting Needed Care 


 How Well Doctors Communicate 


We improved in a number of areas because of several initiatives undertaken in 2013 and 2014. 
These initiatives include: 


 Transition to a digital handbook for ease of access by members 


 Initiation of our member post-call satisfaction survey  


 Mailing of handwritten notes from our member advocates after a member calls  


 Revision of our welcome calls, incorporating member feedback  


 Improvement of our IVR calls to members, making the process more user-friendly 


3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care. 
The PIPs are designed to target and improve the quality of care or services received by managed care 
enrolled recipients. The vendor will utilize, as a resource, the Centers for Medicare & Medicaid Services 
(CMS) guidelines as outlined in the most recent version of the CMS publication EQR Protocol 7 
Implementation of Performance Improvement Projects. 


We agree to use the current version of the Conducting Performance Improvement Projects, a 
Protocol for Use in Conducting Medicaid External Quality Review Activities, Final Protocol as 
a resource for implementation of the PIPs and have done so in the more than 25 Medicaid 
quality management and improvement programs we operate. This document allows us to 
confirm the projects are designed effectively to improve processes and, therefore, outcomes. 


The following are examples of the PIPs completed under CMS publication EQR Protocol 7 
Implementation of Performance Improvement Projects:  


Selected Indicators QI Initiatives Examples of our Successes 


Improvement Focus:  
Children’s Preventive Health Screenings  


Primary:  


 CMS 416 EPSDT Rates 
 
Secondary:  


 Well-Child Visits in the 
First 15 Months of Life 


 Well-Child Visits for 
Ages 3 to 6 


 Adolescent Well Care 


 Child and Adolescent 
Immunizations 


 Lead Screening 
Developmental 
Screenings in the First 
3 Years of Life 


 Appropriate Testing 


 Maternal and child health integrator 
teams 


 Member incentives, education, 
reminders, online resource center 
for families and member services 
center technology 


 Provider pay for performance, data 
sharing, QI support and clinical 
practice guidelines: American 
Academy of Pediatrics 2014 
Recommendations for Pediatric 
Preventive Health Care  


 Health fairs and clinic days 


 Live telephonic outreach to 
parents/guardians 


 Community health worker and health 


 100 percent of our 
Medicaid and CHIP Plans 
improved from 2012-2014 
in Hepatitis 
Immunizations for 
Children 


 All of our Plans in the 
Southeast United 
States—Florida, 
Mississippi, Louisiana, 
and Tennessee—
improved from 2012-2014 
in Adolescent 
Immunizations 
Combination 1 


 Our Florida Medicaid 
Reform Plan improved by 
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Selected Indicators QI Initiatives Examples of our Successes 


for Children with 
Pharyngitis 


 Weight Assessment 
and Counseling for 
Children/Adolescents 


 Appropriate Treatment 
for Children with URI 


promotion outreach 


 Partnerships with organizations 
such as the local Chapter of the 
American Academy of Pediatrics, 
schools and school health clinics, 
Big Brothers/Big Sisters, the Boys & 
Girls Club 


 National Infant Immunization Week 


 Lead case management 


27 percentage points 
between 2013 and 2014 in 
the rate of children aged 
15 months who received 
six or more pediatric 
preventive care visits 


Improvement Focus:  
Access to Preventive Ambulatory Health Services 


Primary:  


 Child Access to a PCP 


 Adult Access to 
Preventive/Ambulatory 
Care  


 
Secondary: 


 GeoAccess Analyses 


 Appointment and 
Afterhours Availability  


 CAHPS Results 


 Member Complaints  


 Members Who Have 
Not Seen their PCP in 
a Year 


 Preventive health and wellness 
integrator teams 


 Member education and member call 
center technology 


 Provider pay for performance, data 
sharing, QI support and clinical 
practice guidelines: AHRQ Guide to 
Clinical Preventive Services 2012: 
Recommendations of the U.S. 
Preventive Services Task Force  


 Provider recruitment, patient-
centered medical home (PCMH), and 
accountable care community (ACC) 
support 


 Provider profiling for 
underutilization 


 Automated telephone outreach and 
scheduling support  


 Provider cobranded outreach to 
members 


 Partnerships with medical 
associations such as the 
Association for Primary Care and the 
National Primary Care Association at 
Morehouse School of Medicine 


 Between 2012 and 2014, 
all of our Medicaid and 
CHIP Plans in the SE 
United States saw an 
increase in the rates of 
adults of all ages with 
access to care 


 In 2014, our Louisiana 
Medicaid Plan celebrated 
a 15 percentage point 
improvement from 2013 
in the rate of children 
between the ages of 25 
months and six years 
with access to a PCP 


Improvement Focus: 
Prevention and Screening for Cervical and Breast Cancer 


Primary:  


 Mammogram Rates  


 Cervical Cancer 
Screening Rates 


 Chlamydia Screening 


 HPV Vaccines for 
Female Adolescents 


 Preventive health integrator teams 


 Member incentives, education, 
reminders, online resource center for 
families and member services center 
technology 


 Provider pay for performance, data 
sharing, QI support and clinical 
practice guidelines: American 
College of Obstetricians and 
Gynecologists Practice Bulletin #131 
Screening for Cervical Cancer and 
the AHRQ Guide to Clinical 


 100 percent of our 
Medicaid Plans 
nationwide improved 
their mammogram rates 
between 2012 and 2014 


 Our Delaware Medicaid 
and CHIP Plans’ 2014 
rates for chlamydia 
screening are in the 90th 
percentile  







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 372 of 776  RFP #3260
 


Selected Indicators QI Initiatives Examples of our Successes 


Preventive Services 2012: 
Recommendations of the US 
Preventive Services Task Force 


 Automated telephone outreach and 
scheduling support  


 Live telephonic outreach  


 Health promotion outreach 


 Collaborate with partners such as 
The Center for Black Women’s 
Wellness, faith-based organizations, 
peer education services, the 
Obstetrical and Gynecological 
Society, and the Breast and Cervical 
Cancer Program 


Improvement Focus:  
Access to Oral Health Services 


Primary:  


 Annual Dental Visit 
 
Secondary: 


 Dental Provider 
Access and 
Availability 
Monitoring 


 Preventive health integrator teams 


 Member incentives, education and 
reminders  


 Dental home provider pay for 
performance, data sharing and QI 
support  


 Automated telephone outreach and 
scheduling support  


 Live telephonic outreach  


 Health promotion outreach 


 Dental Clinic Days 


 Partnership with the Dental 
Association and the Department of 
Health Public Health’s Oral Health 
Team 


 Several of our plans are 
at the 90th percentile for 
dental visits nationwide, 
meaning that our rates 
are better than 90 percent 
of the health plans 
reporting their data. This 
is due in a large part to 
concerted QI efforts and 
strong partnerships with 
dental providers and 
community organizations 


 Our Mississippi CHIP 
Plan dental rates are in 
the 90th percentile for: 


 All ages, and sub-
measures for ages 4 to 6, 
ages 11-14, and ages 15-
18 


 Our New York Medicaid 
Plan is in the 90th 
percentile nationally for 
annual dental visits for 
ages 19-21 


 Our Arizona Medicaid 
Plan is in the 90th 
percentile nationally for 
ages 2 to 3  


Improvement Focus: 
Birth Outcomes 


Process measures: 


 Prenatal and 
Postpartum Care  


 Frequency of Prenatal 


 Maternal and child health integrator 
teams 


 Baby Blocks member incentive 
program, member education, 


 Since the program’s 
initial launch in 2011, 
Baby Blocks has enrolled 
more than 25,000 
members. Monthly 
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Selected Indicators QI Initiatives Examples of our Successes 


Care 


 Elective Deliveries 


 Cesarean Delivery 
Rates 


 Healthy First Steps 
and Baby Blocks 
Engagement Rates 


 
Outcomes measures: 


 Rate of Infants with 
Low Birth Weight 


 Infant Mortality 


Text4baby 


 OB Health Home support, provider 
pay for performance, education, data 
sharing, reporting, QI support and 
clinical practice guidelines: American 
Academy of Pediatrics and American 
College of Obstetricians and 
Gynecologists Guidelines for 
Perinatal Care, 7th edition  


 Community Baby Showers 


 Healthy First Steps Program 


 NICU case management  


 Alere Home Care OB services  


 Preterm Labor Program 


 Gestational Hypertension Program 


 Preeclampsia Program 


 Support Programs for Women with 
Diabetes during Pregnancy 


 Collaborate with partners such as 
The March of Dimes, the Obstetrical 
and Gynecological Society, and the 
Healthcare Foundation’s Taking Care 
of You program 


program participant 
response rates have been 
exceeding 40 percent and 
member engagement 
rates are more than 60 
percent after the baby’s 
birth 


 Our Wisconsin Medicaid 
Plan celebrated a 19 
percentage point 
improvement in rates of 
postpartum visits 
between 2012 and 2014, 
moving into the 75th 
percentile nationally 


Improvement Focus: 
Respiratory Conditions and Asthma Care 


Primary:  


 Use of Appropriate 
Medications for 
People with Asthma 


 Medication 
Management for 
People with Asthma 


 Adult Asthma 
Admission Rate 


 Annual Percentage of 
Asthma Patients with 
One or More Asthma-
Related ER Visits 


 Pharmacotherapy 
Management of COPD 
Exacerbation 


 COPD Admission 
Rate  


Secondary: 


 Use of Spirometry 
Testing in the 
Assessment  
and Diagnosis of 
COPD 


 Respiratory conditions integrator 
teams  


 Provider education through 
pharmacy and quality management 
teams, including sharing data and 
clinical practice guidelines: National 
Heart, Lung and Blood Institute 2007 
National Asthma Education and 
Prevention Program Expert Panel 
Report 3 Guidelines for the Diagnosis 
and Management of Asthma and the 
Global Initiative for Chronic 
Obstructive Lung Disease (GOLD) 
Global Strategy for Diagnosis, 
Management and Prevention of 
COPD 2014  


 Member incentives, education, 
reminders, online resource center for 
families and member services center 
technology 


 Case and disease management 


 Certified asthma educators 


 Assistance for Asthmatics: members 
who are diagnosed with severe 
asthma and are under active asthma 


 Our Delaware, Texas and 
Mississippi health plans 
all score in the 90th 
percentile nationally for 
Use of Appropriate 
Mediacom’s for People of 
all ages with Asthma  


 Our Rhode Island, New 
York, New Jersey and 
Michigan Health Plans all 
score in the 90th 
percentile nationally for 
the Use of Spirometry 
Testing in the 
Assessment  
and Diagnosis of COPD 
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Selected Indicators QI Initiatives Examples of our Successes 


 case management can receive a 
hypoallergenic mattress cover and a 
pillow case 


 Collaborate with community-based 
organizations and the Asthma 
Advisory Coalition 


Improvement Focus: Diabetes Care and Outcomes 


Process measures: 


 HbA1c Testing 


 Eye Exams 


 LDL-C Screening 


 Medical Attention for 
Nephropathy 


 
Outcomes measures: 


 HbA1c Control 


 LDL-C Control 


 Blood Pressure 
Control 


 Diabetes Short-Term 
Complications 
Admission Rate 


 Diabetes integrator teams  


 Provider pay for performance, data 
sharing, QI support and clinical 
practice guidelines  


 Provider PCMH and ACC support 


 Provider education through 
pharmacy and quality management 
teams, including sharing data and 
clinical practice guidelines: American 
Diabetes Association Standards of 
Medical Care in Diabetes 2014 


 Member education related to self-
care, medication adherence, healthy 
behaviors and nutrition 


 Case and disease management 


 Collaborate with community-based 
organizations such as the Hispanic 
Health Coalition and the American 
Diabetes Association  


 84 percent of our health 
plans nationwide showed 
improvement between 
2012 and 2014 in the 
diabetes HbA1c good 
control (<7) measure and 
all of our plans in the 
Southeast—Mississippi, 
Florida, Tennessee and 
Louisiana—showed 
improvement in that time 
frame 


 In Tennessee, our 
Coupon for Care program 
was published in the 
2012 Medicaid Health 
Plans of America Best 
Practice compendium. 
During the pilot of this 
member incentive 
program, conducted in 
Dyer County, Tennessee, 
we were able to improve 
diabetic retinal eye exam 
rates for our Medicaid 
members by 20 percent 
in a two-week period  


3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness 
of the interventions; and institute planning and initiation of activities for increasing or sustaining 
improvement. 


We use powerful analytic systems to design, collect, document and implement data to evaluate 
the effectiveness of the programs that serve our members. Our experience and knowledge of 
the program enables us to leverage the existing system configurations, including exchanges 
and interfaces already in place and provide efficiencies, expend fewer resources, and avoid 
interruptions to the continuum of care for our members.  


USE OF DATA IN THE DESIGN OF QUALITY PROGRAMS 
When we identify a situation in which we are not meeting our performance goals, we use data 
to design our QI initiatives. With consultative support from our local quality management 
team, this process takes place anywhere in the health plan, from our integrated teams who 
receive scorecards and consultative support from our national quality management team 
interpret the data specific to their areas of focus, to our QIC, which is charged with 
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monitoring of all critical aspects of care and service delivery. We use data primarily through 
two mechanisms: benchmarking and root cause analysis. 


 To understand our performance in the context of the health care systems in-state, 
region or nationwide, we obtain data that allows us to determine if our performance is 
indicative of an opportunity unique to our health plan or our performance reflects a 
larger scale pattern. For example, when benchmarking against other health plans’ 
results, we may discover that all health plans in a state declined in performance, 
indicating external causal factors. Conversely, if our performance is well below other 
similar health plans, we look internally for causes for that performance and we seek 
best practices to enable improvement in our metrics. Benchmarking data helps us 
understand the context of our performance and focus our QI efforts.  


 Once we have a general focus, we convene a team of internal staff from our health 
services, member services and provider relations teams and conduct an in-depth root 
cause analysis, with the objective of understanding the barriers and opportunities to 
improve performance. Data incorporated into a root cause analysis can be qualitative 
or quantitative, and might include:  


 Feedback from member or provider surveys 


 Utilization management (UM) data such as authorizations 


 Claims and encounters data 


 Member and provider satisfaction survey data 


 Complaints, grievances and appeals data 


 Access and availability results 


 Published literature 


 Staff feedback, often from our clinical practice consultants and case managers 


 Once we have this data, we establish causal factors, documenting using traditional QI 
tools such as an Ishikawa “fishbone” analysis, to identify the areas where we can best 
implement actions to remove barriers to achieving our performance goals. The result 
of this process is a set of recommendations for member-focused, provider-focused and 
system-focused actions that can be implemented through an information plan-do-
check-act cycle or on a larger scale as a formal PIP. Because these action steps were 
identified based upon data analysis, we are able to make the best use of our resources 
to implement the strategy. 


USE OF DATA DURING QUALITY IMPROVEMENT PROGRAM IMPLEMENTATION  
When we have identified member-focused action steps for improvement, our data analytics 
and reporting teams use our databases to pull information on the members targeted for 
intervention, specifically information on population characteristics such as ethnicity, culture, 
language or history of adherence to recommended care. Between our clinical stratification 
systems and our health promotion hierarchy modeling, we are able to match our interventions 
with sub-sets of our membership to yield the greatest impact because of the intervention.  


Our health promotion stratification identifies new members, members who are consistently 
compliant with recommended care, members who have not sought recommended services at 
all during their enrollment, and members who are variably compliant with recommended care. 
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We also view our member-facing engagement programs as occurring at a variety of levels: low 
touch initiatives may be something like an annual phone call to members to remind them to 
obtain a mammogram, while medium touch initiatives may require additional actions, such as 
a member incentive to obtain a diabetic retinal eye exam. High touch initiatives are direct, 
often in-person, interventions such as in-home visits for postpartum care.  


With this model in place, our next step is to use our health promotion hierarchy data to pair 
interventions with anticipated member behavior, such as implementing a low touch initiative 
for members who consistently seek appropriate care or high touch initiatives for members who 
have a chronic condition but do not routinely seek primary care for management. Once we 
identify the sub-population and select proven interventions, we address specific root causes 
taking into consideration the timing and messaging of the intervention during deployment.  


We use data, applied through our health promotion model, to monitor our QI implementation 
data through our quality operational scorecard. This scorecard records member and provider 
“touches” by initiative at the health plan, regional and national levels. This allows us to assess 
the status of deployment, move quickly to deployment, and view the scope and scale of our QI 
initiatives. As an example, as of Apr. 17, 2015, our health plans in the Southeast region—
Tennessee, Florida, Mississippi and Louisiana—have completed more than 1 million member 
outreaches to help members access needed health care. In this way, data are used both to 
implement the right interventions, at the right time, for the right members, and to monitor our 
success in deploying our programs. 


USE OF DATA IN PROGRAM EFFECTIVENESS EVALUATION 
After an appropriate amount of time, based upon factors such as claims lag and seasonality 
patterns, we measure the effectiveness of our individual initiatives and overall QI Program.  


Our member engagement center of excellence is a national team comprising experts in large-
scale health promotion programs and conducting statistical assessments of program 
effectiveness, including Six Sigma black belt analyses. At least annually, this team uses 
statistical software such as SAS and MiniTab to evaluate the correlation between an 
intervention and an improvement in the indicator being measured. If statistically significant 
improvement is attained because of an intervention, this information is published in a catalog 
nationwide to allow for dissemination of best practices.  


NEW JERSEY SNAPSHOT: HBA1C IMPROVEMENT THROUGH OUTREACH 
As an example, our New Jersey Medicaid plan’s health promotion team conducted live 
outreach calls to members with diabetes who were due or overdue for recommended HbA1c 
testing. Since the calls began, we have realized a month-over-month improvement and this 
educational outreach has contributed a 9.62 percentage point improvement in the rate of 
members receiving HbA1c testing. As part of a broader QI strategy for comprehensive diabetes 
care, the New Jersey Medicaid Plan’s scores increased by almost 20 percentage points between 
2012 and 2013. Subsequently, they have used this data to make the determination to continue 
the live outreach, and this proven program is available to other our Medicaid health plans to 
duplicate for their own members with diabetes. Using this correlation data, we can make 
decisions to continue successful initiatives, or revise or discontinue initiatives that are not 
having the desired impact. This important process fuels databased decision making and 
resource allocation. 
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3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


We perform an annual Evaluation of the Quality Program and QI Work Plan, which 
subsequently provides recommendations for the upcoming year. The written Evaluation 
includes: 


 A description of completed and ongoing quality activities that address the quality and 
safety of clinical care and the quality of service 


 Trending of measures to assess performance in the quality and safety of clinical care 
and the quality of services 


 An analysis of the results of QI initiatives to improve the quality of clinical care and 
the quality of services to members, including barrier analysis 


 An evaluation of the overall effectiveness of the QI Program, including progress 
toward influencing safe clinical practices throughout the network  


The Quality Program Evaluation is submitted to the QIC and our board of directors and 
becomes the basis for the development of the upcoming year’s QI Work Plan. 


3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also 
monitor and evaluate other important aspects of care and service. 


The QI Work Plan is a living document, updated no less than quarterly. The QI Work Plan 
directs the routine activities under the quality management team and is the basis for our 
committee activities. Through quarterly updates and subsequent review and approval by the 
QMC, we verify that the QI Work Plan encompasses all aspects of clinical care, service and 
operations, and member and provider satisfaction; designates responsible leaders and staff for 
each identified improvement activity; and includes a time frame for completion and reporting 
of each activity to the appropriate committee. We assign critical quality indicators, including 
process and outcomes measures, performance goals and benchmarks to each activity. Each 
item in the QI Work Plan aligns to a key component of quality as outlined in the Quality 
Program Description. Our QI Work Plan addresses a broad range of program activities of 
importance to the health of the populations we serve such as EPSDT services, preventive 
health and screening, chronic disease states, medication management, behavioral health and 
member/provider satisfaction. Our QI Work Plan monitors and evaluates important aspects of 
care and services DHCFP directs including, but not limited to, performance measures and 
PIPs. 


3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality 
penalty fee until the measure increases above original measure or matches previous measure prior to 
decline. 


We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services and 
agree to cooperate with all state and federal monitoring of our performance. 


Overall, we monitor a large number of preventive, acute and chronic care process and 
outcomes indicators, HEDIS and non-HEDIS alike, for the overall population and for sub-
populations within the membership. If we (or DHCFP) identify an area that is not performing 
as expected in comparison to external and internal benchmarks and performance goals, we 
perform a barrier analysis to identify ways to improve performance. We use the resulting root 
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cause data to design clinical improvement programs and conduct targeted QI initiatives that 
can range from informal PDCA cycles and rapid cycle improvement projects through our 
integrator teams, to more formal focus studies, PIPs or Six Sigma black belt projects. We 
establish these data-driven programs and interventions to improve performance across 
identified critical areas, and once implemented, we monitor outcomes and progress toward 
established clinical performance measures. 


3.10.8 Use of Quality Indicators 
Quality indicators are measurable variables relating to a specified clinical or health services delivery area, 
which are reviewed over a period of time to monitor the process or outcomes of care delivered in that 
area.  


We currently implement a comprehensive internal QI Program to collect quality indicators 
and report on the rates based upon these indicators. All of our clinical quality indicators are 
evidence based from nationally accepted medical specialty organizations, CMS, NCQA or state 
requirements and reviewed by our QIC. Although most mandatory reporting is on an annual 
basis, the plan has a culture of continuous readiness and part of that process is monthly 
monitoring of most quality indicators. Quantifiable indicators are reported and discussed at 
regularly scheduled quality-focused meetings. Meeting minutes reflect active discussion and 
brainstorming on how to increase rates.  


3.10.8.1 The vendor is required to: 


A. Identify and use quality indicators that are objective, measurable, and based on current knowledge and 
clinical experience;  


We use quality indicators that are objective, measurable, and based upon nationally 
recognized measures supplemented with local knowledge and clinical experience. Key 
indicators used by us to collect and report on are the suite of HEDIS indicators that are 
collected and reported to the state each year and CAHPS survey results that are standardized 
and independently audited. All internal quality indicators are consistently measured year-over-
year, when possible, to make effective comparisons and maximum impact. 


B. Monitor and evaluate quality of care through studies which include, but are not limited to, the quality 
indicators also specified by the CMS, with respect to the priority areas selected by the DHCFP; 


We monitor and evaluate quality of care through studies and PIPs that include: 


 Quality indicators specified by CMS with respect to the priority areas selected by the 
state 


 Monitoring and evaluating of the quality of care through other internally identified 
priority areas in addition to the state-required areas 


 Continued monitoring of underutilization and overutilization 


In addition to mandatory projects and reporting, we initiate internal PIPs to address 
discovered gaps that if corrected would positively affect our members. One of those indicators 
is primary C-section rates. Since 2012, we have evaluated primary C-section rates of our high-
volume OB providers using local and national benchmarking and standard deviations. 
Providers who continued to report high primary C-section rates were subjected to medical 
chart review by our quality of care department and appropriate medical directors to determine 
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why their rates were outliers. Because of that analysis, appropriate interventions were 
established. 


C. Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective 
and sufficient to detect the need for program change; and 


We regularly monitor the methods we use for data collection and analysis to make certain that 
any changes needed for intervention strategies and programs can be made quickly and 
efficiently. We review interim HEDIS data on a monthly basis; for example, to identify any 
potential gaps that need to be addressed before the end of the year. Internal studies and reviews 
are subjected to a rigorous data analysis by our internal health care informatics area. 
Methodologies are highly scrutinized by QI department staff to confirm that there was a 
mutual understanding of the data pull and desired output. External auditing vendors are used 
when required or when needed. 


D. Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and 
abuse is suspected, a referral must be made to the vendor’s PIU and the DHCFP SUR Unit for 
appropriate action. 


We have developed systems that identify areas for improvement in health care service 
utilization and track overutilization, underutilization and inappropriate utilization patterns. 
We have implemented a multifaceted approach, comprising an oversight structure, policies, 
processes, data analysis tools and provider outreach programs, which allows us to evaluate 
member and provider utilization patterns so that we can improve our health plan operations. 
Core components of our approach include: 


 Monitoring overutilization, underutilization and inappropriate utilization through 
clinical oversight and integration with quality management. We provide oversight of 
our program through our clinical leadership team and monitor utilization through 
integration with our QI department and QI Committee (QIC) structure. 


 Identifying overutilization, underutilization and inappropriate utilization through (UM 
tools and data analysis to identify individuals that may benefit from care coordination, 
evaluate the effectiveness of care coordination interventions, monitor utilization 
patterns, identify opportunities for improvement and develop interventions to combat 
aberrant trends.  


 Evaluating the efficiency and appropriateness of: 


 Service delivery through the adoption of evidence-based, nationally recognized 
guidelines and review criteria 


 Our process to determine if a requested procedure, treatment or device meets 
established medical necessity criteria 


 Ongoing monitoring of utilization metrics that indicate the appropriate use of 
services 


 Identifying and resolving critical quality of care issues and aberrant practice patterns 
by tracking, trending and profiling provider-level data using a variety of methods and 
data sources through our Quality of Care (QOC) Program. Our Peer Review 
Committee (PRC) monitors these issues and can take a variety of actions to resolve 
them. 
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 Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members.  


 Notifying our Program Integrity Unit and the DHCFP SUR Unit if fraud and abuse is 
suspected, to determine appropriate action. 


Our clinical leadership team continuously monitors our UM Program through our QI 
department and QIC structure, which includes our UM Committee. The UM Committee, a 
subcommittee of the larger QIC, collects, monitors, analyzes and evaluates trend and report 
utilization data to evaluate the ongoing effectiveness of clinical care management 
interventions, monitor utilization patterns, identify opportunities for improvement and develop 
interventions to combat aberrant trends that include measurable outcomes so we can 
determine the intervention’s effectiveness. The continuous monitoring of our UM Program 
includes: 


 Collecting quality measures, prior authorizations and claims data and producing 
reports that provide clinical, QI and UM analyses. This reporting allows us to monitor 
and evaluate our program related to medical and behavioral health management and 
care management, including identifying overutilization and underutilization of health 
care services.  


 Clinical leadership team review of UM reporting to verify we provide appropriate, cost-
effective care and services to our members that meet their individual needs.  


 Quarterly QIC and UM Committee review and analysis of UM reporting that allows us 
to detect and correct utilization variances against internal targets and national 
standards. During these meetings, the committees evaluate and make decisions on UM 
Program effectiveness and the effectiveness and continuation of programs and 
interventions. 


 Analyzing utilization reporting to make decisions about the effectiveness and 
continuation of clinical programs and interventions to combat utilization variances. 
Reports include a description of the utilization variance, the intervention, responsible 
party, evaluation and recommendations or modifications. 


 Our department managers and directors regularly review and analyze reporting, 
dashboards and scorecards to verify we provide appropriate care and services to our 
members in a cost-effective and cost-efficient manner that meets their individual needs.  


 Executive management team review of daily and weekly UM reporting, dashboards and 
scorecards to evaluate our performance against performance goals.  


Our QI department serves as a critical interface between members, their representatives, 
practitioners, providers, the State and other regulators and various health plan departments to 
identify opportunities for operational improvement and to implement appropriate 
interventions. UM analysis of quality measures, utilization data, clinical data and claims data 
helps QI and UM leadership understand trends necessitating further evaluation and identify 
opportunities for improvement.  
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3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  


We currently comply with the State’s requirements for 3.10.8.2 (A through H) and use and 
endorse the use of clinical practice and preventive health guidelines to assist practitioners in 
improving health care and reducing unnecessary variations in health care. We use these 
standards or guidelines to treat acute, chronic medical and behavioral health conditions and 
the prevention and early detection of illness and disease. 


USE OF NATIONALLY RECOGNIZED HEALTH SERVICE DELIVERY GUIDELINES 
Our QI Program studies and activities are grounded in health service delivery standards and 
practice guidelines. Guidelines are embedded into HEDIS clinical measures and the HEDIS 
measures are the basis for our gap in care reports. Gap reports are shared with providers as 
direct feedback as to the efficiency and efficacy of their clinical practice. For example:  


 HbA1c screening is selected by HEDIS as an important measure for diabetes control 
and is endorsed by the American Diabetes Association.  


 The American Diabetes Association guideline is adopted by our plan and the link is 
posted on our website for network providers’ easy access.  


 Providers’ gaps in care reports indicate the aggregate compliance rate of HbA1c 
testing between their empaneled member and individual patients’ compliance. 


A. The IQAP studies and other activities monitor quality of care against clinical care or health service 
delivery standards or practice guidelines specified in the Quality Strategy.  


A primary objective of our Quality Program is to provide effective monitoring and evaluation 
of patient care and services provided by contracted practitioners/providers as compared to the 
requirements of evidence-based medicine. Our four-step process accomplishes this through: 


 Review and adoption of national guidelines, confirming applicability to local 
populations based upon feedback from contracted practitioners through our Corporate 
Medical Affairs Committee (CMAC). Our chief medical director chairs the CMAC. 


 Dissemination of clinical and preventive guidelines to all contracted practitioners and 
providers annually and whenever we adopt new guidelines or guidelines are updated. 


 Monitoring adherence through ongoing measurement of clinical indicators, such as 
HEDIS, quality of care issue analysis and focus study findings. 


 Review by our QIC of the results of ongoing monitoring to assess performance and 
development of improvement programs to address both member and practitioner 
barriers.  


In addition to any requirements outlined by our State regulatory partners, we have designed 
our process for the use and monitoring of clinical practice guidelines to be conducted in 
compliance with NCQA requirements.  


 We align our clinical practice guidelines with the U.S. Department of Health and 
Human Services (DHHS), Agency for Healthcare Research and Quality (AHRQ), and 
other nationally recognized specialty organizations such as the American Diabetes 
Association. Our team of national physician experts reviews all new and existing 
clinical practice guidelines at least annually.  
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 Our local CMAC reviews and adopts the recommended guidelines to assure the 
applicability of the guidelines to local medical practice and the populations served.  


 We have developed a Preventive Services Coverage Determination Guideline (CDG 
that is based upon guidance from the:  


 Guide to Clinical Preventive Services of the U.S. Preventive Services Task Force 
(USPSTF) 


 Advisory Committee on Immunization Practices (ACIP) of the Centers for Disease 
Control and Prevention 


 Bright Futures Periodicity Schedule of the American Academy of Pediatrics  


 Health Resources and Services Administration  


 Each clinical guideline is reviewed and updated at least annually or as updates are 
indicated. All changes are communicated to our participating providers.  


B. The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by 
vendor providers;  


Clinical practice standards or guidelines are based upon sound clinical evidence, such as 
clinical literature, or expert consensus. The clinical practice standards or guidelines are based 
upon the recommendations from national organizations, such as the:  


 National Guidelines Clearinghouse 


 American Academy of Family Practitioners 


 American Psychological Association 


 American College of Obstetrics and Gynecology 


 American Cancer Society 


 American Psychological Association (APA) 


 American Academy of Child and Adolescent Psychiatry (AACAP) 


 American Academy of Pediatrics (AAP) 


 Professional medical associations 


 Voluntary health organizations  


 Peer reviewed medical journals 


 Others, as appropriate 


When appropriate, we use relevant board-certified specialists in the local area to review and 
approve the standards or guidelines to promote consistency with local practice. These physician 
authors help to review all new related guidelines and those existing guidelines up for review. 


C. The standards/guidelines must focus on the process and outcomes of health care delivery, as well as 
access to care;  


The standards or guidelines we use focus on the process and outcomes of health care delivery 
and access to care and address the full spectrum of populations enrolled in our health plan. 
The clinical practice standards or guidelines are used as the basis for our health plan’s 
Disease Management Program.  
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D. The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;  


Guidelines are tracked and continuously monitored to verify that they are up-to-date with the 
most current medical research. A master list, sorted by date, is monitored by the UM 
compliance team to remain compliant to stringent NCQA clinical guideline update standards. 
Each clinical guideline is reviewed and updated at least annually. All changes are 
communicated to our participating providers. Once the guideline has completed its initial 
review, the CMAC reviews a second time for final approval. The membership of the CMAC 
includes board-certified practitioners representing a variety of specialties, including both 
medical and behavioral health 


E. The standards/guidelines must be included in provider manuals developed for use by the vendor’s 
providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all 
affected providers as they are adopted and to all recipients and potential recipients upon request;  


The current standards or guidelines from our health plan are included in the Provider 
Summary Guide. The Provider Summary Guide lists each available guideline with a link to the 
website where the full guidance is displayed. A phone number is also provided for 
practitioners who wish to have a hard copy sent to them. Additionally, as each guideline is 
reviewed or updated, providers are notified in advance of the update via fax blast and again 
offered the opportunity to call for a hard copy. Members and potential members are able to 
view the guidelines on the website or may request a hard copy from our customer service 
department. 


F. The standard/guidelines must address preventive health services;  


Among our clinical guidelines is a detailed preventive services guideline. This guideline is 
based upon guidance from the: 


  United States Preventive Services Task Force (USPSTF) 


 Patient Protection and Affordable Care Act (PPACA) 


 Advisory Committee on Immunization Practices (ACIP) 


 U.S. Department of Health and Human Services (HHS) 


 Health Resources and Services Administration (HRSA)  


The guideline includes a special section related to women’s services. We list each test or 
service with coding assistance for our contracted network to comply with preventive test 
guidelines. At a minimum, all “A” and “B” USPSTF rated tests are covered; however, the 
plan has made some determinations to cover additional services as approved by the CMAC. 


G. The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; 
and  


Our clinical guidelines are applied to all populations managed by our plan. If CMS or the 
state has specific guidance or coverage positions that guidance is added to our document, 
either in the form of a National Coverage Determination (NCD), a Local Coverage 
Determination (LCD) or state language. 
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H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s 
providers, whether the providers are organized in groups, as individuals, or in combinations thereof.  


Through the annual evaluation process, we evaluate the quality of care provided by our health 
plan’s network providers using the clinical practice guideline recommendations. For example, 
most of the HEDIS quality indicators are based upon the current practice guidelines and we are 
able to review HEDIS rates by individual provider to see if improvements were made. We use 
specific provider profiles to evaluate the performance of PCPs on the management of chronic 
conditions. The clinical practice guidelines form the basis for this evaluation. 


3.10.8.3 Analysis of Clinical Care and Related Services  


A. Qualified clinicians monitor and evaluate quality through the review of individual cases where there are 
questions about care, and through studies analyzing patterns of clinical care and related service. For 
issues identified in the IQAPs targeted clinical areas, the analysis must include the identified quality 
indicators and uses clinical care standards or practice guidelines.  


Through our methodology, we identify areas for review and singular concerns regarding 
quality of care. A board-certified physician skilled in clinical case review reviews each 
individual quality of care issue brought up for investigation. Each review is based upon 
generally accepted practice guidelines and principles, based upon national recognized sources 
that have been adopted by the Corporate Medical Affairs Committee (CMAC). We code each 
item by category and each category is used in tracking to identify provider-specific and 
systemwide trends that may need corrective action. After the investigation, we assign a severity 
level to the case and a corrective action is instituted if a provider reaches an established 
threshold for accumulated points. 


B. Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The 
Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to 
recipients with special health care needs. 


Quality-of-care investigations are tracked to identify trends or patterns of issues that may be 
provider-specific or systemwide. The designated Peer Review Committee (PRC), which 
includes a multidisciplinary team of physicians, reviews the trends or identified patterns. We 
also invite guest physician reviewers when needed. Based upon the identified patterns, we may 
take action to correct individual problems and patterns of problems in the system. We monitor 
the effectiveness of the corrective action plans to verify the issues have been corrected. This 
process for investigating quality of care issues also includes the assessment of quality and 
appropriateness of care furnished to any member, including CSHCN). 


C. Clinical and related service areas requiring improvement are identified. 


From the quality-of-care investigation process and the QI process previously identified, we 
identify clinical and related service areas requiring improvement. We create action plans to 
address the improvement area, including the performance of a detailed barrier analysis, 
review of literature and best practices and recommended actions from the QIC or task forces. 
We allow access to the DHCFP of any of the health plan’s clinical analyses, when available 
and appropriate. 


D. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The 
vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.  


Finally, we work collaboratively with the DHCFP to determine member race and ethnicity. We 
understand that the state may issue routine reports that identify the member race and 
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ethnicity, and we are fully prepared to use that data to determine disparities among various 
clinical areas in addition to designing interventions to then reduce or eliminate those 
identified disparities. 


E. The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.  


We agree to allow DHCFP access to clinical studies upon request.  


3.10.8.4 Implementation of Corrective Actions  


The IQAP must include written procedures for taking corrective action, as determined under the IQAP, 
whenever inappropriate or substandard services are furnished, or services that should have been 
furnished were not. 


We maintain the quality assurance structure and processes that support the retrospective 
monitoring and problem-solving associated with the quality of care delivered to plan members, 
including investigation, peer review and implementation of corrective action, as needed, up to 
and including termination of their contract with the health plan. A full staff of quality 
professionals including RNs with physician-oversight review cases for medical 
appropriateness using nationally recognized clinical guidelines and the expertise of board-
certified physician specialists. All processes and procedures are memorialized in formal 
policies approved by the PRC and other appropriate plan representatives. 


3.10.8.5 These written corrective action procedures must include: 


A. Specification of the types of problems requiring corrective action; 


We take action to correct both provider specific and systemwide patterns of quality of care 
issues in the delivery system. We have a process in place that defines both the types of issues 
requiring corrective action and the suggested corrective actions. Providers who exceed a 
specified threshold within a six-month review period are referred to a PRC for further 
improvement action. Some examples of a plan of correction may include verbal or written 
counseling, a site visit, focused medical review, mandatory CME, etc. Each individual 
corrective action includes the responsible party and a timetable for completion, the schedule of 
which is depending upon the severity. If a trend of non-compliance, a corrective action may 
include termination. 


B. Specification of the person(s) or body responsible for making the final determinations regarding quality 
problems; 


The final decision concerning appropriate corrective actions for medical quality of care is 
determined by: 


  The PRC for providers who have reached predetermined threshold levels or for whom 
trends or patterns have been identified. 


 The quality of care medical director assigns severity for those cases assigned a severity 
level of two or three, as defined in the Severity Leveling Table. The medical director 
has the discretion to forward any case, regardless of severity level or trend, to the PRC. 


 All cases assigned a severity level three, as defined in the Severity Leveling Table must 
be reviewed by the PRC. 


 The final decision concerning appropriate corrective actions for specialty care such as 
dental or behavioral health related quality of care is made by the dental or behavioral 
health director (as applicable) or our PRC, as appropriate. 
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CORRECTIVE ACTION MONITORING 
On a monthly basis, our quality of care department reviews the Corrective Actions Activity 
Report to verify and confirm implementation and completion of medical corrective actions 
within the established time frames. Dental corrective actions are monitored on a quarterly 
basis by the provider services department to verify implementation and completion of actions 
within the established time frames. 


Monitoring and Assessment of Reviewers 
Nurse, Physician, Peer Review Committee 


 On a quarterly basis, our physician and nurse reviewers conduct audits on a random 
sample of cases that have been evaluated. These audits are conducted according to 
departmental procedure to verify that decisions related to the review of quality of care 
issues are made in compliance with community standards of care and company policy 
as defined by the quality of care department’s procedure for monitoring of Quality of 
Care reviewers. This process is known as Inter-rater Reliability or IRR testing. 


 The PRC is monitored at both the individual and committee level. The provider profiles 
and quality of care department database are monitored to determine the individual 
provider’s practice patterns and his/her suitability to serve as a peer reviewer.  


 The committee as a whole is monitored through the examination of the effectiveness of 
individual corrective action plans. Well-designed corrective action plans are evidenced 
by a reduction or cessation of inappropriate practice habits. 


C. Specific actions to be taken; provision of feedback to appropriate health professionals, providers and 
staff; 


ADVERSE PROFESSIONAL REVIEW ACTION 
In cases where the PRC has determined it is necessary to take adverse professional review 
action against a practitioner, we afford the affected practitioner the termination review 
process described in the Practitioner Appeal Process policy. (For purposes of such termination 
review process, an “adverse professional review action” is an action or recommendation that 
is based upon the competence or professional conduct of the affected practitioner and that has 
the effect of suspending, limiting or terminating the affected practitioner’s participation in our 
network.) 


Coordination with Credentialing 
To promote coordination with our credentialing process, a report is forwarded to the 
Credentialing Committee chair for review and determination if the Credentialing Committee 
considers a provider, whenever the identified provider has been: 


 Limited in his/her privileges 


 Placed on a preceptor program 


 Reported to Board of Medical Examiners 


 Reported to Board of Osteopathic Medicine 


 Reported to Board of Dental Examiners 


 Has reached a threshold for accumulated points related to the severity levels of quality 
of care issues 
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Coordination with Risk Management 
For cases identified as potential risk management issues, the quality of care department 
advises our legal department of the issue and forwards the internal or external complaint, the 
written nurse review of the record and, if applicable, physician and peer review outcomes. 


Feedback to Providers 
Providers receive feedback on quality of care activities, including results of quality reviews. 
Feedback may occur as written counseling, notification of corrective action plans, notification 
of systemwide policy and procedure changes, or provider profiling reports. 


D. The schedule and accountability for implementing corrective actions; 


Our PRC and the medical director with quality oversight or dental director are accountable 
for implementing the schedule for the corrective actions of individual providers. Our medical 
director validates that the provider implements a corrective action plan (CAP) according to the 
Committee’s recommendations and completes the needed actions on time. The schedule for 
completion of the corrective action plan is dependent upon the action assigned and the severity 
of the offense. We present the results of the corrective action plan to the PRC for additional 
review and action, which may include escalation of the CAP or termination of the physician’s 
participation in the network. 


E. The approach to modifying the corrective action if improvements do not occur; and 


Upon completion of corrective action, our quality of care department (provider services 
department for dental corrective actions) continues to monitor quality of care complaints filed 
against the identified provider. We may also conduct a focused audit to determine the 
effectiveness of corrective action. This information is forwarded to the medical director with 
oversight of quality or dental director for his/her determination of decline or cessation of the 
related issue. 


In cases where the established corrective action does not appear to have been effective, the 
medical director or dental director presents the issue(s) to our PRC for recommendations for 
further action. Such action may include, but not be limited to, those identified in the Quality of 
Care Severity Level Table such as counseling, focused review or 
restriction/suspension/termination. 


For systemwide policy and procedure changes, our quality of care department assesses the 
effectiveness of system modifications through monitoring of quality of care complaints.  


F. Procedures for terminating the affiliation with the physician, or other health professional or provider.  


We have written procedures for terminating an affiliation with a physician, other health 
professional or provider. Once we make a determination to terminate a physician with cause, 
we send a letter to the affected physician. The letter to the physician, health professional or 
provider specifies the reason for the action, the right of the physician to appeal the decision 
and the process and timing to request a hearing. If the physician, health professional or 
provider requests an appeal, the physician must notify us within 15 days of the receipt of the 
letter. We notify the affected physician, health professional or provider’s patients within 30 
days of the termination date. 


We use the following process for provider appeals. 
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 Once we receive a written notice of the request for appeal from the affected physician, 
health professional or provider, we send an acknowledgement letter. 


 This letter notified the affected network provider of the location, date and time of the 
hearing within 60 days. 


 We then send the appeal hearing date, time and location within 14 days of the hearing 
date by regular and certified mail. 


 We select which legal counsel presides over the hearing. 


 The hearing panel consists of three individuals we select; the majority of the hearing 
panel are peers of the affected provider and at least one must not have been involved in 
the issue at hand of this provider. 


Within 30 days of the hearing, the hearing panel shall inform the physician, other health 
professional or provider of their recommendation. If the physician’s agreement was 
terminated with cause for quality of care issues, we give written notice of that action to 
appropriate licensing or disciplinary bodies or other appropriate authorities. 


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


A. As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure 
required changes have been made. In addition, changes in practice patterns must be monitored.  


B. The vendor must assure timely follow-up on identified issues to ensure actions for improvement have 
been effective. 


We implement and submit a Plan of Correction (POC) to provide feedback and realign 
providers to generally accepted medical practice. Depending on the POC issued, multiple 
avenues of monitoring and evaluation occur. It may be as simple as confirming attendance at 
a CME activity, or could involve weeks of activity such as when there is a focused medical file 
review. Once the initial activity is complete, our PRC and supporting quality of care staff 
continue to monitor for a length of time, again, depending on offense and severity. Last, there 
is a final verification of practice patterns to confirm actions for improvement have been 
effective and permanent. 


If improvement is not in evidence, additional interventions are considered by the PRC up to 
and including termination from the network. 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


A. The vendor must conduct regular and periodic examination of the scope and content of the IQAP to 
ensure that it covers all types of services in all settings.  


We conduct an Annual Evaluation of the content and scope of our internal QI Program to 
include all of the services listed in Section 3.10.6. The program evaluation documents and 
tracks the completion of QI studies, trending of clinical and service indicators and other 
performance data, demonstrated improvements and any areas in need of improvement. We 
perform a formal evaluation of the overall effectiveness of the internal QI Program annually 
that includes a review of all types of services, in all settings, inclusive of all members. The 
board of directors reviews the Evaluation and upon approval, it is submitted to the DHCFP for 
review. 
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B. At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the 
DHCFP which addresses: quality assurance studies and other activities completed; trending of clinical 
and service indicators and other performance data; demonstrated improvements in quality; areas of 
deficiency and recommendations for corrective action; and an evaluation of the overall effectiveness of 
the IQAP.  


As part of our QI Program trilogy, an Annual Evaluation is written. This evaluation is a 
comprehensive document used as evidence of the QI Program structure and success across all 
health plan departments. Although the Evaluation is a summary of the previous year’s 
activities, the associated QI Program Work Plan is a living document, evaluated and updated 
throughout the year to adjust to ongoing analysis and intervention design.  


As required by DHCFP, our annual QI Evaluation includes quality assurance studies and 
other completed activities; trending of clinical and service indicators and other performance 
data; demonstrated improvements in quality; areas of deficiency and recommendations for 
corrective action; and an evaluation of the overall effectiveness of the IQAP. These State 
requirements are manifested in the collection, review and written analysis of performance 
indicated by the following data elements: 


 A thorough population analysis based upon validated claims and encounter data  


 Detailed HEDIS rates, with trending over at least three years, including racial and 
ethnic analysis for the Medicaid population 


 Barriers, interventions and goals for each of the selected HEDIS measures 


 Activity reports from the complex case and disease management areas including 
member satisfaction rates 


 Reports on the timeliness and responsiveness of the 24-hours-a-day, seven-days-a-week 
Access Center and telephone advice nurse line 


 Overutilization and underutilization analysis 


 Safety activities such as medical record review, domestic violence audits and smoking 
cessation activities 


 Prior authorization and continuity of care turnaround times and other vital metrics 


 Behavioral health performance indicators such as their “Stat Line,” rapid response to 
local ERs and chart advisories to the members’ PCPs 


 CAHPS survey results with detailed analysis 


 Member appeals and grievance data including rates per 1,000 for ease of trending 


 Cultural and linguistic information used to analyze the needs of our members’ 
diversity 


 Member services department statistics including hold times, abandonment rates and 
first call resolution 


 Detailed appointment and access availability data 


C. The report should include evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


We provide an executive summary at the beginning of the QI Evaluation, summarizing the 
effectiveness, continuity, consistency and acceptability of the internal QI Program for the 
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board of directors. We highlight significant improvements to the care delivered to our 
members, especially if there are deficiencies needing additional interventions.  


Quality improvement leadership evaluates any areas of deficiency and presents them to the 
QIC or appropriate subcommittee (e.g., Service Quality Improvement Subcommittee). The 
appropriate committee approves recommendations for corrective action plans, either internal 
or external, and follow-up is scheduled to ensure CAP compliance is completed in subsequent 
meetings.  


3.10.9 Standard III: Accountability to the Governing Body  
The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with 
quality improvement issues is not direct, a designated committee of the senior management of the vendor 
that is responsible for the vendor IQAP review. Responsibilities of the Governing Body for monitoring, 
evaluating and making improvements to care include: 


3.10.9.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and the annual IQAP. 


The ultimate accountability for the QI Program rests with our board of directors. Following is 
our organizational governance and committee structure responsible for developing, 
implementing and overseeing our QI Program. 


BOARD OF DIRECTORS 
The board of directors is our governing body and is responsible for formulating the vision and 
strategic goals, promoting effective and efficient executive management performance and 
promoting quality of the health care and services provided to members. The board’s functions 
as they relate to the QI Program include: 


 Review, evaluate and approve our QI Program description, annual Evaluation and QI 
Work Plan 


 Review and evaluate periodic reports from the QI Program delineating actions taken 
and improvements made 


 Review and evaluate summary key indicator reports, study updates, results of member 
surveys and HEDIS reports to include an analysis of significant trends, variations and 
action plans 


 Direct the operational QI Program and take action as appropriate based upon the 
review of reports and updates 


Our board of directors meets at least quarterly and has ultimate responsibility for the QI 
Program and related processes and activities. 


Each quarter, our board of directors reviews and approves internal QI status reports. Minutes 
from board meetings document the approval of the three annual QI reports and quarterly 
status updates. Documentation is maintained in the office of the CEO, who is a member of the 
board of directors. 
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3.10.9.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the vendor to provide oversight of 
the IQAP and is accountable to the Governing Body, or has formally decided to provide such oversight as 
a committee of the whole. 


Our board of directors delegates responsibility to the QIC for ensuring the QI processes 
outlined in the QI Program are implemented and monitored. 


In this section, we provide a summary of the membership and respective functions of key local 
committees within our QI Program. 


QUALITY IMPROVEMENT COMMITTEE 
Our QIC is the decision-making body that is ultimately responsible for the implementation, 
coordination and integration of all our QI activities. This committee analyzes, monitors and 
evaluates the results of QI activities, recommends actions for improving performance, and 
makes policy decisions. The QIC meets at least quarterly and is chaired by the chief medical 
director or designee medical director. A majority of the membership (e.g., 50 percent plus one) 
constitutes a quorum. The presiding chair’s attendance is included in the quorum and he/she 
has full voting rights. The QIC reports to the board of directors at least quarterly. 


Quality Improvement Committee Membership 
The QIC membership includes:  


 Chief nursing officer  


 Medical director, primary care of our exclusive provider network 


 Specialties director of our exclusive provider network 


 Executive director, quality assurance and quality improvement, our exclusive provider 
network 


 Associate director, healthcare informatics 


 Executive director behavioral health 


 Director, network development & contracts and provider services 


 President, Medicaid operations  


 Director, health education and wellness 


 Director, pharmacy services 


 Director, member services 


 Director, appeals and grievances 


 Director, quality improvement 


 Director, utilization management compliance 


 Director, pre-service review/access center  


 Medical directors and practitioners from participating provider groups 


Responsibilities of the Quality Improvement Committee 
The QIC responsibilities are to: 


 Report directly to the board of directors 


 Establish QI goals 
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 Implement and oversee our quality programs 


 Direct and guide our quality programs 


 Review and analyze our population profiles for the Medicaid population 


 Review and analyze satisfaction, complaints and appeals data 


 Identify important aspects of health care and service 


 Monitor health care and service quality indicators in an ongoing manner 


 Monitor and promote access and availability of health care services for members 


 Monitor for potential underutilization and overutilization of health care and services 


 Monitor the completion of QI studies and activities, including disease management 
programs, in an ongoing manner 


 Analyze the results of our QI activities and the impact of disease and case management 
programs 


 Approve the implementation of new QI studies 


 Approve QI policies and procedures and make decisions related to implementation of 
the policies 


 Provide a supportive environment to help practitioners and providers improve the 
safety of clinical practices 


 Oversee delegated QI activities, if any 


 Confirm cultural competency 


 Verify appropriate oversight by designated QI subcommittees for any delegated 
functions 


3.10.9.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing actions taken, progress 
in meeting quality assurance objectives, and improvements made.  


Each quarter, the board of directors receives written reports from the internal QI Program. 
The director of quality improvement attends the board of directors meetings and presents 
updates to ongoing projects and results of completed projects. In addition, a description of new 
projects including resources needed to complete the project, anticipated results and resources 
needed, if any. When new projects are approved, feedback from the board is considered and 
amended to the project if appropriate.  


3.10.9.4 Annual IQAP Review 


Each year, our board of directors and our QIC formally reviews the annual IQAP/QI Work 
Plan. We submit the QI Work Plan to the DHCFP in the second calendar quarter of each 
year. 


The annual QI Work Plan provides a schedule of QI objectives, scope and planned projects or 
activities for the year as identified in the annual Quality Program Evaluation and the Quality 
Program Description, including approaches to patient safety. The QI Work Plan outlines the 
time frame within which each activity is to be achieved and includes scheduled monitoring of 
previously identified issues and tracking of issues, over time. The QI Work Plan also contains 
schedules for reporting QI activities to the board of directors, evaluation of the Quality 
Program, evaluation and updating of the Quality Program Description and establishment of a 
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new QI Work Plan for the upcoming year. If any QI activities have been delegated to other 
entities, the QI Work Plan contains a schedule for the evaluation of these activities. 
Components of the QI Work Plan include written measurable objectives that identify the 
action items, time frames and responsible parties. 


3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a 
written report on the IQAP. This annual quality program evaluation report shall be submitted to the 
DHCFP in the second calendar quarter and at minimum must include: 


A. Studies undertaken;  


B. Results; 


C. Subsequent actions and aggregate data on utilization and quality of services rendered; and  


D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


Each year, our board of directors and our QIC formally review the annual QI Program 
Evaluation (Evaluation), a written report summarizing the activities of the health plan over 
the past calendar year, including studies conducted with results of any subsequent actions and 
aggregate date on utilization and quality of services. The annual Evaluation is an assessment 
of the QI Work Plan activities to determine the continuity, effectiveness and current 
acceptability for continued use. The Evaluation report is submitted to the DHCFP in the 
second calendar quarter of each year. 


The annual Evaluation includes an analysis of the studies undertaken and completed and the 
associated results. The Evaluation includes a review of all interventions taken, any barrier 
analysis conducted and the improvements made in comparison to national and local 
benchmarks. . 


3.10.9.6 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements made, the Governing 
Body must take action when appropriate, and direct that the operational IQAP be modified on an ongoing 
basis to accommodate review findings and issues of concern with the vendor. This activity is documented 
in the minutes of the meetings of the Governing Board in sufficient detail to demonstrate that it has 
directed and followed up on necessary actions pertaining to quality assurance.  


The board of directors and QIC minutes are recorded at each meeting and reflect key 
discussion topics, discussion, recommendations, decisions, scheduled actions, responsible 
party, due date and status. All action items are addressed and the status is reported back to the 
board of directors and QIC during subsequent meetings. Direction and feedback are 
considered and adopted from both groups, particularly when presented with project updates or 
new projects and additional information is needed. Ineffective pilot or limited projects are 
altered or discontinued at the direction of the board of directors or QIC when indicated. 
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3.10.10 Standard IV: Active QA Committee 
The IQAP must delineates an identifiable structure responsible for performing quality assurance functions 
within the vendor.  


This committee or other structure must have: 


3.10.10.1 Regular Meetings 


The structure/committee must meets on a regular basis with a specified frequency, no less than quarterly 
to oversee IQAP activities. This frequency must be sufficient to demonstrate that the structure/committee 
is following up on all findings and required actions.  


QUALITY IMPROVEMENT COMMITTEE 
Our QIC is the decision-making body that is primarily responsible for the implementation, 
coordination and integration of all our QI activities. This committee analyzes, monitors and 
evaluates the results of QI activities, recommends actions for improving performance, and 
makes policy decisions. The chief medical director or designee medical director chairs the 
QIC. A majority of the membership (e.g., 50 percent plus one) constitutes a quorum. The 
presiding chair’s attendance is included in the quorum and he/she has full voting rights. The 
QIC reports to the board of directors at least quarterly. 


At least quarterly, the QIC meets to oversee the internal QI Program activities. The occurrence 
of committee meetings increases in frequency as needed to conduct follow-up and review of 
findings and actions. Under the QIC, there are multiple other task forces and subcommittees 
in place to address key QI concerns. These task forces and subcommittees include: 


 Customer Centric Task Force 


 Utilization Management Committee 


 Women’s Health Task Force 


 Child and Adolescent Health Task Force 


 Medicaid QI Subcommittee 


3.10.10.2 Established Parameters for Operating 


The role, structure and function of the structure/committee must be specified.  


The role, structure and functions of the QIC and related task forces and subcommittees are 
specified. They include: 


 A clearly defined reporting structure, which includes the governing body, the QIC, 
PRC and various QI subcommittees and task forces (updated as necessary) 


 Clearly defined roles and responsibilities of the designated senior executive, senior 
medical director (CMO), dental director and behavioral health medical director 


 Active participation of plan providers 


 Dedicated resources 


 Documentation of committee actions and QI activities, including meetings, monitoring 
and analysis of quality indicators and QI study results, and communications with 
providers and members about program policies 


 The implementation of QI and quality of care programs and associated methodologies 
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3.10.10.3 Documentation 


There must be records documenting the structure and committee’s activities, findings, recommendations 
and actions.  


Documentation of quality activities is essential to the improvement process. Committee 
minutes, whether from the larger QIC or the subcommittees, are carefully crafted to include 
important discussion points, next steps, due date and accountable person. Each subcommittee 
reports to our QIC at least twice a year and projects are referred to the larger body, if needed.  


Once a year, the annual Evaluation is crafted to include the previous year’s activities in detail 
including quality of care and quality of service monitoring and clinical outcomes. The QI 
Program description describes the structure of the plan quality functions and is carefully 
reviewed, updated and approved by the QIC and the board of directors annually.  


Meeting minutes and previous versions of annual documents are carefully stored for easy 
access and are available to the State upon request. 


3.10.10.4 Accountability 


IQAP subcommittees must be accountable to the Governing Body and must report to it (or its designee) 
on a scheduled basis on activities, findings, recommendations and actions.  


Internal QI Program subcommittees are accountable to the Governing Board via semiannual 
reports to the larger QIC. QIC activities are reported to the board each quarter along with QI 
activities, findings, recommendations and actions. 


3.10.10.5 Membership 


There must be active participation in the IQAP committee from vendor providers, who are representative 
of the composition of the vendor’s providers.  


Active participation by providers who represent the network of providers is integral and vital to 
our health plan’s Internal QI Program. Plan medical directors invite network providers based 
upon committee focus, provider interest and specialty. For example, a neonatologist 
participated in our women’s task force to discuss neonatal abstinence syndrome and his 
participation was for a limited time due to the scope of the issue. The larger QIC has regular 
representation from a broad sample of providers including specialists in internal medicine and 
OB/GYN.  


3.10.11 Standard V: IQAP Supervision  
There must be a designated senior executive who is responsible for IQAP implementation. The vendor’s 
Medical Director has involvement in quality assurance activities.  


The medical director with quality oversight is the designated senior executive responsible for 
and has significant involvement in our internal QI Program implementation. This physician 
executive is housed within the QI department and reports directly to the chief medical director.  


3.10.12 Standard VI: Adequate Resources  
The IQAP must have sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities.  


Our internal QI Program has sufficient material resources and staff with requisite education, 
experience or training to carry out specified activities. Our plan has QI dedicated staff that 
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includes a medical director with oversight of quality activities, a director, associate directors 
with specific oversight of segments of quality (e.g., compliance, HEDIS, education) and a 
sophisticated staff of RNs, dieticians and graduate-level analysts.  


3.10.13 Standard VII: Provider Participation in IQAP 
3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP 
through provider newsletters and updates to the provider manual.  


True QI begins locally and collaboration across health plans, providers, community-based 
organizations and other key stakeholders is critical to achieving the momentum necessary to 
yield sustained improvement in population health. To keep our participating providers well 
informed about our QI Program and our quality activities, we communicate with them 
through multiple avenues: 


 We post on our provider portal our annual Provider Summary Guide including a 
dedicated QI Program summary to all participating physicians and other providers. We 
also publish the Provider Summary Guide on the provider section of our website so that 
providers have easy access to this information at all times. 


 We have a focused Quality Program section on the website for all providers, which 
includes the current and historical QI Work Plans and Evaluation summaries. We also 
have placed a Provider Toolkit on the website to give all providers quality information 
about key clinical measures and member satisfaction. Our provider services advocates 
take the Provider Toolkit with them on-site to provider offices to reinforce the 
importance of quality improvement. 


 We employ clinical practice consultant (CPC) program, who are field-based RNs. They 
visit high-volume practitioner offices to educate providers and staff on pediatric 
preventive health, including EPSDT requirements, expectations and available provider 
tools, services and other quality information. Our CPCs discuss performance 
improvement opportunities with our providers and their staff, encouraging the 
application of the plan-do-check-act QI model within their offices.  


 We also publish multiple articles about QI in provider newsletters. The articles have 
focused on key topics such as lead screening, well-child visits, reducing disparities in 
care, member satisfaction and childhood immunization, among others. 


 We ask and receive input and feedback from our network providers during all QIC and 
task force meetings. We also provide the QI contact telephone number for feedback in 
all provider newsletters, on the website and information from us such as the quarterly 
provider profile. 


3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician 
and non-physician providers, a requirement securing cooperation with the IQAP.  


Our contract specifically includes language that states that hospitals, physicians and other 
providers shall cooperate with administrative, claims, quality management and managed care 
programs as may be published in policy statements, newsletters and other communications. 
We also state that our providers should deliver quality customer service and cooperate in UM, 
clinical quality assessments, administrative services, access to health care services, and 
information systems. We also include in its contracts that our providers cooperate with 
credentialing and recredentialing. 
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3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the 
medical records of its recipients.  


Our contract includes language for hospitals, physicians, providers and vendors to provide 
them with access to the medical records of our members. We require that hospitals, physicians 
and other providers, and other vendors provide medical records in relation to a quality-of-care 
related complaint within a defined period, usually 72 hours. 


We also require that hospitals, physicians and other providers, and other vendors provide us 
access to their medical records for other IQAP activities such as HEDIS data collection. 


3.10.14 Standard VIII: Delegation of IQAP Activities  
3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated 
to other entities. If the vendor delegates any quality assurance activities to subcontractors or providers, it 
must: 


A. Have a written description of the delegated activities, the delegate’s accountability for these activities, 
and the frequency of reporting to the vendor;  


B. Have written procedures for monitoring and evaluating the implementation of the delegated functions, 
and for verifying the actual quality of care being provided; and 


C. Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated 
activities, including approval of quality improvement plans and regular specified reports.  


We currently do not delegate any IQAP activities; however, we do have a process in place if we 
should ever delegate for IQAP activities in compliance with Section 3.10.14 (A.-C.). We have a 
written procedure for monitoring and evaluating the implementation of the delegated 
functions, verifying the actual quality of care and providing evidence that there is continuous 
and ongoing evaluation of delegated activities through specified and routine reports. We 
remain accountable for our internal QI Program functions even if certain functions are 
delegated to other entities. In the case that activities are delegated, we have a policy and 
procedure in place to make certain there is a written description of delegated activities and the 
crosswalk of accountability for the health plan and the delegate.  


3.10.15 Standard IX: Credentialing and Recredentialing  
The IQAP must contain provisions to determine whether physicians and other health care professionals, 
who are licensed by the State of Nevada and who are under contract to the vendor, are qualified to 
perform their services. These provisions are: 


We have detailed written credentialing and recredentialing policies and procedures that are 
compliant with NCQA standards as well as applicable state and federal regulations. All 
participating providers undergo a careful review of their qualifications including, but not 
limited to, license status, education, training, work history, board certification status, hospital 
privileges, malpractice history, health status and state or federal sanctions. Providers must 
successfully complete the credentialing review process and be approved by our Credentialing 
Committee prior to being offered network participation or to continue participation in our 
provider network. This rigorous credentialing process ensures that qualified health care 
professionals provide members with quality services and coordinated care. 
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3.10.15.1 Written Policies and Procedures 


The vendor will have written policies and procedures that include a uniform documented process for 
credentialing, which include the vendor’s initial credentialing of practitioners, as well as its subsequent 
recredentialing, recertifying and/or reappointment of practitioners. The vendor will comply with NAC 
679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers. 


The DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The vendor agrees to allow the DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation.  


We have a uniform documented process of written policies and procedures, which outline the 
credentialing process as well as the subsequent recredentialing process in detail. The 
credentialing and recredentialing policy is extensive and compliant with Nevada 
Administrative Code 679B.0405, which requires use of Form NDOI–901 when credentialing 
providers. We will maintain this policy, thereby complying with the standards set forth in this 
section. DHCFP reserves the right to request and inspect the credentialing process and 
supporting documentation. We will allow DHCFP and/or its contracted EQRO to inspect our 
credentialing process and supporting documentation. The following table details the process 
and high-level policies pertaining to credentialing. 


Master Policy: Credentialing and Recredentialing  


Master Policy #: CR 300.00.02 


Supplemental 
Policies 


CR 300.01 Credentialing Reporting Structure and Responsibilities 


CR 300.02 Credentialing Committee Membership and Meeting Schedule 


CR 300.03 Credentialing Committee Chair 


CR 300.04 Definition of Providers 


CR 300.05 Criteria and Thresholds for Credentialing File Review 


CR 300.06 Chair and Credentialing Committee File Review 


CR 300.07 Credentialing Disapprovals 


CR 300.08 Specialist/Generalist Designation 


CR 300.09 Practitioner Rights During the Credentialing Process 


CR 300.10 Confidentiality of Credentialing Information 


CR 300.11 Ongoing Monitoring of Sanctions and Complaints 


CR 300.12 Delegation of Credentialing Activities 


CR 300.13 Documents Required at Time of Initial Credentialing and 
Recredentialing 


CR 300.14 Credentialing Verification Source Types and Documentation 
Methods 


CR 300.15 Verification Time Limits 


CR 300.16 Applications 


Supplemental 
Policies 


CR 300.17 License Verification 


CR 300.18 DEA and State Pharmacy Verification 


CR 300.19 Board Certification Verification 


CR 300.20 Education Verification for MDs and DOs  


CR 300.21 Education Verification for DDSs and DMDs 
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Master Policy: Credentialing and Recredentialing  


CR 300.22 Education Verification for DPMs 


CR 300.23 Education Verification for DCs 


CR 300.24 Education Verification for OMDs 


CR 300.25 Education Verification for Extenders (PA-Cs and APNs) 


CR 300.26 Education Verification for Behavioral Healthcare Practitioners 
(Non MDs and DOs) 


CR 300.27 Work History 


CR 300.28 Claims History Verification 


CR 300.29 NPDB (National Practitioner Databank) and HIPDB (Healthcare 
Integrity and Protection Data Bank) Verification 


CR 300.30 Medicare/Medicaid/FEHBP (Federal Employees Benefits 
Program) Sanction Verification 


CR 300.31 Performance Monitoring 


CR 300.32 Site Visits 


CR 300.33 Clinical Medical Record Review 


CR 300.34 Credentialing for Organizational Providers 


CR 300.35 Credentialing for Group Homes, Adult Day Care Centers and 
Provider Agencies 


CR 300.36 Credentialing for BHO Medicaid Section 14 Facilities 


3.10.15.2 Oversight by Governing Body 


The Governing Body, or the group or individual to which the Governing Body has formally delegated the 
credentialing function, will review and approve the credentialing policies and procedures.  


GOVERNING BODY OVERSIGHT 
Our board of directors delegates all operational aspects of the credentialing and 
recredentialing of providers to our Credentialing Committee. Our Credentialing Committee 
reviews and approves all changes to the credentialing and recredentialing policy as needed 
throughout the year to ensure continued compliance with processes, policies and requirements 
mandated by state, federal and accrediting agencies. Policy changes are reviewed and adopted 
during the monthly credentialing committee meetings. Additionally, the director of provider 
relations presents a key indicator report to the board each quarter, which outlines the volume 
and processing time frames of credentialing and recredentialing files processed for the 
previous quarter. 


3.10.15.3 Credentialing Entity 


The vendor will designate a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


CREDENTIALING ENTITY: THE CREDENTIALING COMMITTEE  
Our credentialing and recredentialing processes fall under the purview of our Credentialing 
Committee. The Credentialing Committee is a multidisciplinary committee with representation 
from various types of providers, including PCPs and specialists. The Credentialing Committee 
is responsible for development, review, approval and implementation of all credentialing 
policies and procedures. The Credentialing Committee also conducts the review of individual 
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credentialing files and has the full authority to make credentialing and recredentialing 
decisions regarding the approval or disapproval of providers. 


3.10.15.4 Scope 


The vendor will identify those practitioners who fall under its scope of authority and action. This must 
include, at a minimum, all physicians and other licensed independent practitioners included in the 
vendor’s provider network.  


Our Credentialing Committee has defined standards outlined in our policies and procedures 
identifying the specific providers that require credentialing/recredentialing review. These 
defined standards are compliant with the NCQA credentialing guidelines. Our policies 
delineate practitioners as licensed independent health care professionals who diagnose, treat, 
prescribe and provide medical and behavioral/mental health services to our members. 


We credential both individual practitioners and organizational providers including, but not 
limited to the following: 


 Doctors: 


 Allopathic and osteopathic physicians (MDs, DOs), including psychiatrists and 
physicians who are certified in addiction medicine 


 Chiropractors (DCs) 


 Dentists and Doctors of Medical Dentistry (DDSs and DMDs) providing care under 
the medical plan or under the Medicaid dental program 


 Podiatrists (DPMs) 


 Doctors of Traditional Oriental Medicine (OMDs) 


 Extenders: 


 Physician’s assistants (PA-Cs) 


 Advanced practice nurses (APNs), including 


– Certified Nurse Midwives (CNMs) 


– Clinical Nurse Specialists (CNS) 


– Nurse psychotherapists 


– Certified Registered Nurse Anesthetists (CRNAs) 


 Allied practitioners 


 Optometrists (ODs) 


 Physical therapists (PTs) 


 Occupational therapists (OTs) 


 Speech language pathologists (SLPs), speech therapists (ST) 


 Audiologists 


 Clinical pharmacists (PharmDs) 


 Board Certified Behavior Analysts (BCBA) 


 Board Certified Assistant Behavior Analysts (BCaBA) 


 Certified Autism Behavior Interventionist (CABI) 


 Non-physician behavioral health practitioners 
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 Doctoral and/or master’s level psychologists who are state certified or state licensed 


 Master’s level clinical social workers who are state certified or state licensed 


 Master’s level clinical nurse specialists or psychiatric nurse practitioners who are 
nationally or state certified and/or state licensed, as applicable 


 Other master’s prepared behavioral health care specialists who are licensed, 
certified or registered by the state to practice independently 


– Examples include marriage and family therapists; professional counselors; 
mental health counselors; alcoholism and drug abuse practitioners. 


 Non-physician behavioral health practitioners, who may or may not be master’s 
prepared 


 Examples include marriage and family therapists, professional counselors, mental 
health counselors, alcoholism and drug abuse practitioners, and clinical social 
workers 


 Organizational providers 


 Hospitals (including inpatient rehabilitation facilities) 


 Skilled nursing facilities 


 Nursing homes 


 Freestanding surgical centers 


 Home health agencies 


 Laboratories 


 Comprehensive outpatient rehabilitation facilities 


 Outpatient physical therapy and speech pathology providers 


 Providers for end-stage renal disease care 


 Group homes, adult day care centers and provider agencies (suppliers of 
homemakers, personal care assistants [PCAs], in-home respite providers, and in-
home companions, excluding nursing pools) 


 Facilities providing mental health or substance abuse services in an inpatient, 
residential or ambulatory setting;  


– Examples include psychiatric hospitals and clinics; addiction disorder facilities; 
and residential treatment centers for psychiatric and addiction disorders. 


3.10.15.5 Process 


The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


A. The practitioner holds a current valid license to practice in Nevada or a current valid license to practice 
in the state where the practitioner practices. 


B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of 
their license to prescribe drugs. 


C. Graduation from medical school and completion of a residency, or other post-graduate training, as 
applicable. 


D. Work history. 


E. Professional liability claims history. 
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F. The practitioner holds current, adequate malpractice insurance according to the vendor’s policy. 


G. Any revocation or suspension of a State license or DEA number.  


H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Medical Association or any other applicable licensing or 
credentialing entity. 


K. The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical 
Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state 
providers, and any other applicable licensing entities for all other practitioners in the plan. 


L. The application process includes a statement by the applicant regarding: 


1. Any physical or mental health problems that may affect current ability to provide health care; 


2. Any history of chemical dependency/ substance abuse; 


3. History of loss of license and/or felony convictions; 


4. History of loss or limitation of privileges or disciplinary activity; and 


5. An attestation to correctness/ completeness of the application.  


This information should be used to evaluate the practitioner’s current ability to practice. 


M. There is an initial visit to each potential primary care practitioner’s office, including documentation of a 
structured review of the site and medical record keeping practices to ensure conformance with the 
vendor’s standards. If the vendor’s credentialing process complies with the current NCQA standards, it is 
not required to conduct initial site visits. 


N. The vendor’s provider credentialing must comply with 42 CFR §1002.3.  


O. If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor 
concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP 
Provider Enrollment Unit within fifteen (15) calendar days. 


CREDENTIALING REQUIREMENTS AND PROCESS 
We have established policies that outline the requirements for credentialing and 
recredentialing of network providers in accordance with standards defined by the accrediting 
entities, state and federal regulatory agencies and our organization. Our credentialing staff in 
Nevada will obtain and review all primary source verification elements for initial 
credentialing. These defined standards are also compliant with the NCQA credentialing 
guidelines and our credentialing department received a 100 percent score on the most recent 
NCQA survey. The Credentialing Committee is responsible for the review of individual 
credentialing files and has the full authority to make credentialing decisions regarding the 
approval/disapproval of our providers. The review at the time of credentialing includes the 
following: 


Category Verification 


Professional Licensure or 
Certification 


State licensing agency using verbal, written, or internet data. 
Review of reports released by the primary source. 


Drug Enforcement 
Administration and Controlled 
Dangerous Substance 
Certificates 


Obtain a current copy of the DEA or CDS certificate or 
confirmation with the National Technical Information Service 
(NTIS). 
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Category Verification 


National Practitioner Data Bank 
(NPDB)  


This source provides information on reported unacceptable 
performance and unprofessional conduct, previous or current 
Medicaid or Medicare sanctions, other federal exclusions or 
debarments and restrictions, or suspensions or limitations on 
scope of practice against licensure or certification. 


Education, Training, Board 
Certification 


Verify board certification or the highest level of training (e.g., 
American Board of Medical Specialties, American Nurses 
Credentialing Center). 
For health care practitioners who are not board-certified, verify 
completion of the highest level of education. 


Malpractice Coverage 
Verify through insurance certificate/fact sheet or applicant’s 
attestation. 


Malpractice History Query of the National Practitioner Data Bank (NPDB). 


Work History 
Five years of relevant work history through the practitioner’s 
application or curriculum vitae. 


Medicare/Medicaid Sanctions 


List of Excluded Individuals and Entities (LEIE) maintained by: 
Office of Inspector General (OIG), Excluded Parties List System 
(EPLS), the applicable state Medicaid Agency and the National 
Practitioner Data Bank (NPDB). 


Hospital Privileges 


Practitioner must have full admitting privileges without material 
restrictions, conditions or other disciplinary actions, at a 
participating (network) hospital, or arrangements with a 
participating practitioner to admit and provide hospital 
coverage to covered persons at a participating (network) 
hospital. The applicant’s attestation is sufficient verification of 
this requirement. 


Our credentialing process is peer-reviewed and designed to assess specific information and 
documentation pertinent to the credentialing decision to contract with any licensed 
independent practitioners and organizational provider/facility. Providers who meet the 
qualifications will be credentialed without regard to race, ethnic/national identity, gender, age, 
sexual orientation or the types of procedures (for example, abortions) or patients (for example, 
Medicaid) in which they specialize and act within the scope of the applicable license or 
certification under Nevada law, solely on the basis of the license or certification.  


The provider must complete the credentialing application in its entirety to include the health 
form, which enables the provider to attest to: physical and mental health problems, chemical 
dependency and substance abuse, history of loss of license or felony convictions, loss of 
limitation of privileges or disciplinary actions, and attestation of completeness/accuracy of 
credentialing application.  


Additionally, we conduct site visits that result in a structured review of the office site, 
including physical accessibility, physical appearance, adequacy of waiting and examining 
room space, availability of appointments and medical/treatment recordkeeping practices. Our 
trained representative performs a structured review of the site and assesses the adequacy of 
treatment recordkeeping conducts the site visits. The reviewer works closely with the director 
of credentialing and the Credentialing Committee chair to make recommendations to the 
Credentialing Committee. Results of the site visit are considered at the time of the 
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Credentialing Committee’s review and then are communicated to the practitioner’s office in a 
follow-up letter. We are fully compliant with the NCQA – Practitioner office site quality 
requirements. 


Our policies are compliant with the DHCFP requirement that we notify our offices within 15 
calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity or quality. Similarly, we must 
notify within 15 calendar days if the Credentialing Committee decredentialed, terminated or 
disenrolled a provider due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse.  


We are compliant with 42 CFR §1002.3 and will maintain this process. 


3.10.15.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or 
recertification) will be described in the vendor’s policies and procedures, including:  


A. Evidence that the procedure is implemented at least every sixty (60) months;  


B. The vendor conducts periodic review of information from the National Practitioner Data Bank and all 
other applicable licensing entities, along with performance data, on all practitioners, to decide whether to 
renew the participating practitioner agreement. At a minimum, the recredentialing, recertification or 
reappointment process is organized to verify current standing in required areas. 


C. The recredentialing, recertification or reappointment process also includes review of data from: 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of hospital privileges and current licensure, if applicable. 


D. The vendor’s provider recredentialing must comply with 42 CFR §1003.3 


E. If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 
15 calendar days. If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse the DHCFP will notify HHS-OIG. 


We have established policies that outline the requirements for credentialing and 
recredentialing of network providers in accordance with standards defined by the accrediting 
entities, state and federal regulatory agencies, and ourselves. Recredentialing is conducted 
every three years for all providers in the network.  


The credentialing committee is responsible for the review of individual credentialing files and 
has the full authority to make recredentialing decisions regarding the approval/disapproval of 
our providers. The review at the time of recredentialing includes any of the issues specified 
above under initial credentialing in addition to the following: 


 Quality of care issues 


 Risk management issues 


 UM issues 


 Non-care complaints 
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 Satisfaction survey results 


 Site visit or medical record review results 


 Other issues as identified by the Credentialing Committee 


 Number of member complaints 


 Reverification of hospital privileges  


If our Credentialing Committee makes an adverse professional review action during a 
recredentialing review, we follow the processes/procedures detailed in the Practitioner 
Disciplinary Appeal policy. The Disciplinary Appeal process is supplied to providers in the 
Provider Summary Guide and at the time of a Fair Hearing. 


Our policies are compliant with the DHCFP requirement that we notify their offices within 15 
calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity or quality. We also comply with 
the requirement that will notify them if the credentialing committee decredentialed, terminated 
or disenrolled a provider due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse. We are compliant with 42 CFR §1003.3 and will maintain this process. 


3.10.15.7 Delegation of Credentialing Activities  


If the vendor delegates credentialing and recredentialing, recertification, or reappointment activities, there 
must be a written description of the delegated activities, and the delegate’s accountability for these 
activities. There must also be evidence that the delegate accomplished the credentialing activities. The 
vendor must monitor the effectiveness of the delegate’s credentialing and reappointment or recertification 
process.  


Our policies and procedures related to delegation certify that the delegated credentialing 
activities are conducted in a manner that complies with our standards, NCQA standards and 
any other related state or federal requirements. Our policies include written descriptions 
regarding: 


 Performing pre-delegation assessment activities (reviewing prospective delegate 
materials, reviewing on-site review of prospective delegates’ credentialing operations)  


 Determining the delegation by the Credentialing Committee 


 Executing a delegation agreement, which includes our responsibilities of and those of 
the delegated entity, scope of delegated activities, type and frequency of reporting 


 Our monitoring and performing oversight activities 


 Performing Corrective Action Process and Procedures (as appropriate) 


We do not delegate credentialing and recredentialing processes. 


3.10.15.8 Retention of Credentialing Authority 


The vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges.  


We have extensive experience in credentialing and recredentialing services. Our credentialing 
policies outline the processes and procedures for the suspension, reduction or termination of 
practitioners and/or facilities. The established policy has written criteria by which the 
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credentialing committee may disapprove a provider. Further, the policies clarify the avenues 
of appeal that are afforded to the affected provider(s). 


3.10.15.9 Reporting Requirement 


The vendor must ensure there is a mechanism for, and evidence of implementation of, the reporting of 
serious quality deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities.  


Our policies are compliant with the DHCFP requirement that we notify the provider’s office 
within 15 calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity or quality. Similarly, if the 
Credentialing Committee decredentials, terminates or disenrolls a provider due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse, we would follow the same 
DHCFP-approved process. 


3.10.15.10 Provider Dispute Process 


The vendor must have a provider appeal process for instances wherein the vendor chooses to deny, 
reduce, suspend or terminate a practitioner’s privileges with the vendor. 


We currently maintain policies and procedures that establish the process and requirements for 
provider disputes and appeal rights pertaining to denying, suspending or terminating a 
provider’s credentialing privileges by the Credentialing Committee. The policy specifically 
includes written processes regarding the following: 


 Notice to the provider of adverse professional review action 


 Pre-hearing process 


 Hearing panel 


 Presiding officer 


 Conduct of hearing, burden of proof and failure to appear at hearing  


 Post hearing process 


If the hearing panel upholds an adverse decision, our policies also include processes 
regarding the timely notification to the Credentialing Committee, the Network Development 
and Contract department, the appropriate licensure board, the National Practitioner 
Databank, the DHCFP and other appropriate state or federal entities. 


3.10.16 Standard X: Recipient Rights and Responsibilities  
The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges their 
rights and responsibilities.  


3.10.16.1 Written Policy on Recipient Rights 


The vendor must have a written policy that recognizes the following rights of recipients: 


A. To be treated with respect, and recognition of their dignity and need for privacy; 


B. To be provided with information about the vendor, its services, the practitioners providing care, and 
recipients’ rights and responsibilities; 


C. To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a 
chronic condition, within the limits of the plan network, including the right to refuse care from specific 
practitioners; 
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D. To participate in decision-making regarding their health care, including the right to refuse treatment;  
 
E. To pursue resolution of grievances and appeals about the vendor or care provided; 


F. To formulate advance directives; 


G. To have access to his/her medical records in accordance with applicable federal and state laws and to 
request that they be amended or corrected as specified in 45 CFR Part 164;  


H. To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of 
coercion, discipline, convenience, or retaliation; and 


I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the recipient’s condition and ability to understand. 


Our members’ rights and responsibilities policy includes at a minimum those enumerated in 
3.10.16.1., A through I above. In addition to the member rights listed above, our plan includes 
additional rights, promulgated by NCQA including the right to make recommendations 
regarding the plan’s members’ rights and responsibilities policies and plan defined rights 
including the right to obtain a second opinion at no cost and the right to receive oral 
interpretation free of charge.  


Upon enrollment, each member receives a Member Handbook that contains detailed 
information about being an active partner in their health care by understanding their rights 
and responsibilities. Further, to help foster engagement among members, we present the same 
information on the member website and distribute a semiannual newsletter to our members 
that includes information reviewing member rights and responsibilities.  


We continue to earn impressive audit scores on members’ rights and responsibilities standards 
during annual state audits and NCQA surveys. 


3.10.16.2 Written Policy on Recipient Responsibilities 


The vendor must have a written policy that addresses recipients’ responsibility for cooperating with those 
providing health care services. This written policy must address recipients’ responsibility for: 


A. Providing, to the extent possible, information needed by professional staff in caring for the recipient; 
and 


B. Following instructions and guidelines given by those providing health care services.  


The vendor should also include additional recipient responsibilities in their recipient communications 
(such as, the recipient is responsible for being on time for scheduled appointments and canceling 
appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, etc.). 


Our member rights and responsibilities include the responsibilities of the member:  


 To provide, to the extent possible, information that the plan and its providers need to 
provide the best care possible  


 To be on time for appointments and provide timely notification when canceling any 
appointment you cannot keep 


 To participate in developing and following up on the health care plan and treatment 
goals that you, your physician and the plan have mutually agreed upon 


 To follow instructions and guidelines given by those providing health care services  


 To report wrongdoing and fraud to appropriate resources or legal authorities 
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Additionally, our plan has added responsibilities to encourage the member to fully participate 
in his/her plan and to benefit the community: 


 To show respect for other patients, health care providers and plan representatives 


 To know your medications. Keep a list and bring it with you to your appointment with 
your provider 


 To avoid knowingly spreading disease 


3.10.16.3 Communication of Recipient Policies to Providers 


A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all participating 
providers upon initial credentialing and when significant changes are made.  


As part of our ongoing network management activities, we maintain a Provider Summary 
Guide, which contains important information for our contracted network providers. This tool 
is used to communicate and share policies and process such as provisions pertaining to 
members’ rights and responsibilities.  


Our Provider Summary guide is available to all providers under the “I’m a Provider” section 
of our website. We update the summary guide annually and throughout the year to confirm 
the most current and up-to-date information is available to our provider network.  


When providers join our network, they receive an introductory letter, instructions on where to 
access the Provider Summary Guide and an executed contract.  


3.10.16.4 Communication of Policies to Recipients 


Upon enrollment, recipients are provided a written statement that includes information on their rights and 
responsibilities. 


We focus on communicating clearly. Upon enrollment, each member receives a copy of our 
Member Handbook, which contains a written statement that includes information on 
members’ rights and responsibilities.  


3.10.16.5 Recipient Grievance and Appeals Procedures  


The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and providing 
recipient appeals. This system must include: 


Our grievances, appeals and State Fair Hearing processes are included in our internal quality 
assurance program (IQAP) through which our trending results are reported and analyzed. We 
monitor grievances and appeals reports twice daily to attain compliance with DHCFP 
requirements and report results monthly to the Medicaid Compliance Committee, annually to 
IQAP and quarterly to our board of directors. Through these reported results, we identify 
causes for trends for which we can generate action plans or initiate task forces to implement 
solutions to improve trending in a specific category. 


Our broad grievances and appeals procedures include steps for documenting and tracking 
disputes to resolution within the established time requirements. 


A. Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. 
Vendors must establish and monitor standards for timeliness; 


We understand that the grievance and appeals process must be performed in a timely manner. 
Our grievances and appeals processing procedures, policies and processes comply with RFP 
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Section 3.10.16.5 and 42 CFR 438.402. The following tables provide a brief summary of the 
grievances, appeals and expedited appeals timelines. For grievances, we exceed DHCFP 
requirements. 


Contract Provision Time Frame 


Members file a grievance orally or in writing Within 90 calendar days of issue 


We acknowledge receipt of the grievances Within three calendar days 


Final decision on non-expedited grievance Within 30 calendar days 


Resolving a request for expedited grievance 
review 


Within 24 hours (We receive a grievance from a 
member or his/her representative and send it to 
a clinician to validate if an expedited status is 
warranted) 


Communicating the decision on the expedited 
grievance review 


Within 24 hours written and verbal 
communication is completed  


 


Contract Provision Time Frame 


Member appeal filing timeline Within 90 calendar days from date of our Notice 
of Action  


Verbal appeals timeline Within 90 calendar days from our Notice of 
Action (Standard appeal must be followed in 
writing)  


Acknowledgement of receipt of appeal  Within three calendar days (unless an 
expedited resolution is requested) 


Resolution of appeals Within 30 calendar days following receipt of 
appeal (time frame can be extended up to 14 
days with DHCFP approval. For any extension 
not requested by the member, we provide the 
member written notice of the reason for the 
delay)  


Notice of appeal resolution Within 30 calendar days of resolution 


Communication of expedited review decision Within 72 hours 


Expedited review and resolution Within 72 hours of receipt 


B. Documentation of the substance of grievances, appeals, and actions taken; 


Grievances and appeals are electronically documented using a service form within Macess, 
our grievances and appeals documentation system. Highly skilled and experienced 
coordinators document each grievance or appeal, including the substance of the grievance or 
appeal, the research related to the issue, and the steps taken for review and determination. The 
grievance and appeal information is then forwarded electronically with pertinent information 
attached for appropriate review and resolution. When a decision is rendered, the Macess 
service form is returned to the coordinator along with the resolution. If an appeal decision is 
unfavorable, the notice of action informs the member of his/her right to a State Fair Hearing 
and his/her right to continue benefits, and specifies the time frame required to submit his/her 
request. 
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ONLINE DOCUMENTATION SYSTEM 
We have an online grievance and appeals documentation and resolution system in Macess, 
which allows our coordinators to more effectively assist a member or provider during the 
grievance and appeal process. Compliant with HIPAA regulations, coordinators can readily 
determine the status or resolution of an appeal. Examples of significant advantages of online 
documentation are: 


 Related medical records are attached to the Macess service form for review by a 
physician for the appropriate appeal determination 


 Information submitted by a member or his/her representative is scanned and becomes 
part of the file for consideration and determination  


 There are no hard-copy files; files are electronically transferred for a full and fair 
review of the information as soon as the clinical appeal team completes their review 


C. Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair 
Hearing process for appeals;  


Our extensive experience in the resolution of grievances and providing access to the State Fair 
Hearing process in the states we serve demonstrates our compliance with RFP Section 
3.10.16.5. We send a written Notice of Disposition within 30 calendar days for grievance 
resolution. We also make every effort to contact the member and provide prompt verbal notice 
of our decision related to an expedited grievance. The Notice of Disposition includes, at a 
minimum, the following:  


 The actions we took to investigate and resolve the grievance 


 The final outcome of the investigation of the grievance 


 The reason for the action 


 The member’s right to file an appeal with us and the procedures for exercising appeal 
rights 


 When the appeal is unfavorable, we send a written Notice of Appeal Resolution that 
provides the right to State Fair Hearing 


APPEAL RESOLUTION 
We make reasonable efforts to provide verbal notice to a member regarding an expedited 
appeal resolution. Standard appeal resolution is provided to the member within 30 days of 
receipt of the appeal. We communicate the resolution of the appeal in compliance with RFP 
Section 3.10.16.5. Our Notice of Appeal Resolution complies with RFP Section 3.10.16.5 and 
42 CFR 438.408(e). It contains the results of the appeal resolution process, including the legal 
citations or authorities supporting the determination, along with the date it was completed. We 
send the Notice of Appeal Resolution for expedited appeals via overnight mail if we cannot 
reach the member/provider telephonically within 72 hours of receiving the appeal request. 


For appeals not resolved for the member, the Notice of Appeal Resolution includes the 
following information: 


 The result of the resolution and the date the review was completed 


 Reference to the benefit provision upon which the decision was based and how it 
applies, in easy, understandable language 
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 Titles and qualifications of the individuals participating in the appeal review 


 The member’s right to request a State Fair Hearing, including the requirement that the 
member must file a written request for a State Fair Hearing within 90 calendar days 
from the date of the Notice of Appeal Resolution. The request must be made within 10 
calendar days after the Date of Action to continue services 


 How to request a state fair hearing  


 The member’s right to receive continued benefits pending a hearing and how to 
request continued benefits  


 Information explaining continuation of benefits, including that the member may be 
held liable for the cost of benefits if the hearing division upholds our decision 


 Notification that the member can obtain a copy of the actual benefit provision on 
request, free of charge 


 Notification that the member is entitled to have access to and receive copies of 
documents included in the appeal review on request, free of charge 


 An explanation on how to file a complaint/grievance if dissatisfied with the appeal 
outcome 


STATE FAIR HEARING PROCESS 
We have extensive experience in the State Fair Hearing process. Once a member has 
exhausted our appeals process and filed a State Fair Hearing request with the State, we 
implement our experience and expertise to comply with the State’s State Fair Hearing 
requirements, such as responding to requests for documentation.  


Upon receipt of the member’s request for a State Fair Hearing, the appeals manager is 
responsible for coordinating the investigation of the State Fair Hearing request, preparing the 
State Fair Hearing packet for the State and attending the State Fair Hearing. If the member 
submits the request to us, the appeals manager forwards the request to the State. The appeals 
manager, medical director and/or pharmacist, and other experts involved in the appeal review, 
attend the State Fair Hearing. The triage staff enters the case information into the Complaint 
Tracking and Resolution System (CTRS), for appeals and grievances. The appeals manager 
reviews the case and information obtained or submitted by the recipient. 


Upon receipt of the State’s notification of the member’s request for a State Fair Hearing:  


 The state schedules a State Fair Pre-Hearing meeting with the recipient and us to try to 
resolve the issue. If we can resolve the issue, the State documents the reversal decision 
and notifies the recipient of the outcome. 


 If we cannot resolve the issue, we proceed to a State Fair Hearing, including 
coordinating with the appropriate departments (e.g., claims or clinical) for review and 
confirmation of our decision.  


 If we reverse our decision because of our review, we submit the reversal decision to the 
State and notify the member of our reversal decision. 


 If we do not reverse our decision because of our review, we prepare the State Fair 
Hearing packet, which includes a cover memorandum, summary of evidence and 
supporting documentation, and submit the State Fair Hearing packet within the time 
frame identified in the request from the State. 
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 Our appeals manager, medical director and/or pharmacist, and other experts involved 
in the appeal review, attend the State Fair Hearing. Additional internal attendees may 
attend the hearing, as needed.  


 Upon making a determination, the State notifies the member and us of the outcome of 
the determination. 


 If the State overturns our decision, we notify the affected internal departments to make 
sure the member receives the services and that we pay provider claims for services 
properly and timely.  


 Following the State Fair Hearing, we update the case in our system with the date and 
final disposition of the State Fair Hearing and close the case file. 


D. Aggregation and analysis of grievance and appeal data and use of the data for quality improvement; 


TRACKING GRIEVANCES AND APPEALS 
Our grievances and appeals area uses the CTRS database for grievance and appeal reporting. 
This allows us to capture information when a grievance or appeal is received and follow its 
receipt through resolution. Facets is linked to the CTRS database, automatically populating 
numerous fields in CTRS, including member and provider characteristics. We use the data 
captured in CTRS for reporting, tracking and trending purposes. 


Our grievances, appeals and fair hearing processes are unrivaled, compliant with DHCFP’s 
requirements and member-friendly. When appeals do occur, members and providers are 
comforted knowing that they can contact someone who is physically located in the State and 
who understands our health care system. In 2015 nationally, the average appeals rate per 
1,000 members was 5.22 and decreased to 4.89 appeals per 1,000 members in the first half of 
2016. Our low appeals rate is further evidence that members receive the services requested. 
Our grievance rate per 1,000 members was even lower. In 2015, the national rate per 1,000 
members was 0.88, indicating high member and provider satisfaction. 


In 2015, our national resolution rate for appeals was 99.53 percent and our grievance 
resolution rate was 100 percent within 30 days. We attribute our high-resolution rate to the 
reporting and monitoring in place twice a day to ensure compliance is not jeopardized.  


Trending of appeals is reported annually to the QIC and quarterly to the board of directors. 
We attribute our success in resolution of grievances and appeals to the communication with 
providers and recipients, and including them in the grievance and appeal review. This 
outreach and communication makes sure relevant information is obtained and part of the 
review. 


E. Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada 
Medicaid and Nevada Check Up recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


We comply with DHCFP due process and fair hearing policies and procedures and with 42 
CFR 438 Subpart F Grievance and Appeals. 
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3.10.16.6 Recipient Suggestions 


An opportunity must be provided for recipients to offer suggestions for changes in policies and 
procedures.  


Members are encouraged to offer their suggestions for changes in policies and procedures, 
including their rights and responsibilities policy, through multiple sources. For example, 
members are encouraged in the Member Handbook, the member website and the quarterly 
newsletter to offer their ideas to member services at the number provided. Further, members 
are asked to offer recommendations and comments on the health plan’s quality program 
through the QI contact located on the member website and included in the member 
newsletters. 


To maximize the prospect of receiving input and feedback from members, we implement 
additional strategies including targeted surveys, focus groups, and in-person events designed 
to monitor, collect and act upon valuable member satisfaction information.  


To confirm that member materials do not exceed the eighth-grade reading level, we use a 
proprietary readability tool, based upon the Flesch-Kincaid grade level formula. The tool rates 
and confirms that the materials we produce are easy to read, understand and act upon, and 
that they present information in a manner that most members can easily understand. 


3.10.16.7 Steps to Assure Accessibility of Services  


The vendor must take steps to promote accessibility of services offered to recipients. These steps 
include: 


A. The points of access to primary care, specialty care and hospital services are identified for recipients;  


B. At a minimum, recipients are given information about: 


1. How to obtain services during regular hours of operations; 


2. How to obtain emergency and after-hour care;  


3. How to obtain emergency out-of-service area care;  


4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting 
medical patients and/or are responsible for their care; and 


5. How to access concierge services and if needed case management assistance from the vendor when 
needed to gain access to care. 


Understanding that improved health outcomes and reduced medical costs are closely linked to 
increased member participation and education, we deliver prompt member engagement and 
learning opportunities to help Nevada Medicaid and Nevada Check Up members understand 
how to access the services they need. Our written materials and personal interactions with 
members comply with the requirements in RFP Statement of Work Section 3.10.16.7 and 
promote accessibility of the services offered in the State. The following table summarizes our 
methods of delivering the important steps to assure accessibility of services:  
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Assuring Accessibility of Services for Members 


Information provided Methods we use to provide the information 


Identification of points of 
access to primary care, 
specialty care and hospital 
services 


 Provider Directory delivered with the new member welcome 
kit 


 Quick start guide reference booklet provided with the new 
member welcome kit and a downloadable version available on 
the member website 


 Member website 
 Welcome call 
 Personalized assistance through member services—including 


telephonic and walk-in concierge services, care managers and 
community health workers 


How to obtain services during 
regular hours of operation 


 Member Handbook—hard copy provided with the new member 
welcome kit and a downloadable version available on the 
member website  


 Quick start guide reference booklet provided with the new 
member welcome kit and a downloadable version available on 
the member website 


 Provider Directory delivered with the new member welcome 
kit and a downloadable version available on the member 
website 


 Member website 
 Welcome call 
 Personalized assistance through member services, care 


managers and community health workers 


How to obtain emergency and 
afterhours care 


 Member Handbook—hard copy provided with the new member 
welcome kit and a downloadable version available on the 
member website  


 Provider Directory delivered with the new member welcome 
kit and a downloadable version available on the member 
website 


 Member ID card 
 Member website 
 Welcome call 
 Personalized assistance through member services, care 


managers and community health workers 


How to obtain emergency out-
of-service care 


 Member Handbook—hard copy provided with the new member 
welcome kit and downloadable version available on the 
member website  


 Provider Directory delivered with the new member welcome 
kit and a downloadable version available on the member 
website 


 Member website 
 Welcome call 
 Personalized assistance through member services, care 


managers and community health workers 
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Assuring Accessibility of Services for Members 


Information provided Methods we use to provide the information 


How to obtain names, 
qualifications and titles of the 
professionals who provide and 
are accepting medical patients 
and/or responsible for their 
care 


 Provider Directory delivered with the new member welcome 
kit and a downloadable version available on the member 
website 


 Member website 
 Personalized assistance through member services, care 


managers and community health workers 


How to access concierge 
services and if needed, case 
management assistance when 
needed to gain access to care 


 Welcome letter  
 Member ID card 
 Welcome call 
 Member Handbook—hard copy provided with the new member 


welcome kit and a downloadable version available on the 
member website  


 Quick start guide reference booklet provided with the new 
member welcome kit and a downloadable version available on 
the member website 


 Case management informational brochure provided with the 
new member welcome kit 


 Member website 


We describe the methods we will use to provide information, promote accessibility of services 
and engage members in their own health care in the sections below.  


NEW MEMBER WELCOME KIT 
The welcome kit we deliver to Nevada Medicaid and Nevada Check Up members includes the 
following informational communications: 


 Welcome letter 


 Member Handbook  


 Quick start reference guide  


 Case management informational brochure 


 Health Survey form (pre-addressed and 
postage-paid for return)  


 Well-child brochure  


 Behavioral health information and services available  


 Provider Directory  


The welcome letter informs new members about the contents of the welcome kit and the 
Health Survey form to be completed and returned. The letter also provides member services’ 
contact information and encourages members to get in touch with member services if they 
wish to change their PCP and schedule an appointment. All of our materials meet real time, 
cultural, linguistic and reading grade-level needs and are forwarded to DHCFP for approval 
prior to distribution. Below, we provide additional details about our Member Handbook and 
Provider Directory. 


Information contained in our Member Handbook includes, but is not limited to:  
 Accessing services during regular hours and afterhours 


  We Deliver Easy First Steps 
We include a quick start guide with 
our new member welcome kit 
specifically designed to help new 
members understand their benefits 
and begin accessing services right 
away. It also includes resources that 
help members get and stay healthy. 
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 Obtaining emergent and urgent care 


 Using the ER appropriately 


 Accessing emergency out-of-service area care 


 Understanding the PCP’s role 


 Contacting member services, the 24-hour Telephone Advice Nurse service 


 Obtaining behavioral health assistance, understanding and receiving case 
management services 


 Understanding benefits/covered services/authorizations 


 Accessing and using the member website 


 Obtaining language and cultural help 


 Accessing medical transportation 


 Understanding behavioral health and pharmacy benefits, EPSDT, prenatal care, and 
fraud, waste and abuse  


Our Nevada Medicaid and Nevada Check Up Member Handbooks provide members with 
information about concierge services that will be available through our member services 
department both telephonically and in-person.  


Our Provider Directory informs members about our network and includes the provider’s title, 
type/specialty, languages spoken, location and business hours. The Provider Directory also 
indicates whether the provider is accepting new patients.  


MEMBER ID CARDS  
We plan to mail member ID cards to our Nevada Medicaid and Nevada Check Up members to 
help with accessing services and easily retrieving basic information. ID cards will include the 
member’s name and Medicaid ID number, effective date, our name and address, member 
instructions for emergencies, the member website, telephone numbers for member services, 
24-hour Telephone Advice Nurse Service, mental health/substance abuse assistance and 
transportation. ID cards also will include the provider website, pharmacy number and mailing 
address for claims.  


WELCOME CALLS 
We make a personal welcome call to our new Nevada members. The importance of the 
welcome call cannot be overstated because this interaction enables us to learn about the 
member and his/her needs, while also delivering important information. Members new to our 
health plan, or new to managed care, often have a number of questions during their 
transition, including questions about benefits or changing their PCP. Member advocates 
provide validated health plan information, answer any immediate questions and address all 
concerns our new members have during the welcome call. Elements communicated in our 
welcome call include the following: 


 Provide member services contact information for telephone, email and in-person 


 Provide an overview of the program and covered benefits and services, including 
behavioral health and pharmacy  
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 Discuss how to access services, including services needed during regular hours of care, 
emergency and afterhours care, and out-of-service care  


 Verify demographic information  


 Educate the member on the Member Handbook, Provider Directory and the member 
website 


 Confirm the member’s PCP assignment and assist with making an appointment if 
needed 


 Discuss the Health Survey form to identify case management needs 


 Discuss the member’s active treatment plan and receipt of any covered, medically 
necessary and authorized services 


 Discuss the importance of EPSDT screenings with members or family members and 
assist those who need to complete EPSDT screenings that are due or overdue 


 Ascertain receipt of the welcome kit and resend if not received 


We conduct the welcome call to our Nevada members in their choice of primary language, 
through a bilingual member advocate or using free interpretive services that provide access to 
over 200 languages.  


ONLINE RESOURCES 
Our member website provides general and up-to-date 
information about the Nevada Medicaid and Nevada Check Up 
Programs and is accessible via smartphone, tablet and 
computer. We obtain appropriate approval from the DHCFP 
for materials that are included on the website. To maintain the 
accuracy of the information on the member website, we review 
and update member materials as needed to comply with 
program changes or feedback we receive from members. Our 
marketing team continually reviews and updates the website to 
maintain consistency and accuracy of information, and to 
verify compliance with Nevada Medicaid and Nevada Check 
Up program requirements.  


Our written materials encourage members with smartphones 
and/or internet access to try out our member website where 
they will be able to access the most up-to-date information on participating providers and 
available benefits and services.  


Our member website is compliant with applicable privacy and security requirements, including 
HIPAA. Member registration is required to access the secure member website to view personal 
information (e.g., claims). The site is compliant with Section 508 of the Americans with 
Disabilities Act, meeting standards for people with visual impairments and disabilities.  


The member website includes the most recent version of the Member Handbook in English 
and Spanish, telephone contact information to include member services, 24-hour Telephone 
Advice Nurse Service and behavioral health assistance toll-free numbers. A searchable list of 
network providers is available to include mapping and driving directions. Additional 


Connecting by 
Smartphone is Health 
Smart 
 According to a recent 


Pew Research Center 
study, 56 percent of 
American adults now 
own a smartphone 


 According to a recent 
Forrester Research 
Study, ownership of 
smartphones among 
the Medicaid population 
is even higher at 59 
percent 
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information available to the member includes open or closed panel, type/specialty, title, 
languages spoken, handicap accessibility and board certifications. 


Through a link provided on our member website, Nevada Medicaid and Nevada Check Up 
members will be able to access our award-winning behavioral health support website that 
includes content in English and Spanish. This behavioral health support website will connect 
members and families to a wide variety of topics including recovery, well-being support and 
health management. The site has received Utilization Review Accreditation Commission’s 
(URAC’s) website accreditation, NCQA and URAC Health Utilization Management 
accreditation. Educational materials and tools to promote early awareness, detection and 
prevention of behavioral disorders are accessible through this site.  


STAFF INTERACTION WITH MEMBERS 
Our well-trained, knowledgeable and compassionate staff interacts with our Nevada Medicaid 
and Nevada Check Up members to promote accessibility and understanding of services.  


We place member services contact information for Nevada Medicaid and Nevada Check Up 
members in the welcome letter, within other welcome kit materials (e.g., our quick start guide, 
Member Handbook) and on the member website. Contact information also will appear on the 
member ID card. Concierge services accessible through our member services department via 
telephone, and in person at our Las Vegas facility, include assistance with provider selection, 
scheduling appointments, benefits, eligibility, claims, prior authorizations and pharmacy. 


Based upon member needs, our community health workers (CHWs) meet in-person to provide 
assistance and engage members in positive health actions. By delivering education and taking 
action to remove barriers to health care, CHWs help members access appropriate services and 
obtain needed support. 


Our case managers work directly with their assigned members and help them adhere to their 
plan of care and obtain the appropriate services. Case managers collaborate with members, 
encouraging them along the way and ultimately working toward improving their overall 
health and well-being. 


3.10.16.8 Information Requirements  


A. Recipient information (for example, subscriber brochures, announcements, and handbooks) must be 
written at an eighth (8th) grade level that is readable and easily understood. 


We understand the importance of providing members with easily understood materials so they 
can use the information to take appropriate action and improve their health status. We request 
member feedback and conduct focus groups to guide us in making improvements to our 
materials. All of the materials we use for the Nevada Medicaid and Check Up Programs are 
pre-approved by the DHCFP.  


To make sure our member materials are easy to understand, we develop them using a glossary 
created as part of an internal initiative to improve health literacy through simplification of our 
communications. Our glossary includes health care and health insurance terms prepared in 
English and Spanish that are simple to comprehend. Our goal is to make educational 
messaging understandable, accessible and actionable.  
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Nevada Medicaid and Nevada Check Up member materials are written at no higher than an 
eighth-grade reading level where terminology permits (e.g., certain medical terms may be 
higher than an eighth-grade reading level). To confirm that member materials do not exceed 
the eighth-grade reading level, we use our proprietary readability tool, based upon the Flesch-
Kincaid grade level formula. This tool rates the content and confirms that the materials we 
produce are easy to read, understand and act upon, and that they present information in a 
manner that most members can easily comprehend. 


We regularly review and update our member materials to comply with any required reading-
level changes in the programs. We consider member feedback on our written materials when 
we make revisions, while also maintaining Nevada-specific program requirements. 


B. Written information must be available in the prevalent languages of the population groups served.  


We design written materials to help all of our members understand their health benefits and to 
encourage them to close gaps in care through regular checkups and maintenance of current 
health conditions. To facilitate understanding of member materials for Nevada Medicaid and 
Nevada Check Up members, we provide written materials in both English and Spanish, and 
can accommodate any member request for translation. As needed, we will provide materials in 
other prevalent languages within the State.  


We solicit, verify and document our members’ needs for interpreter and translation services 
during welcome calls and other member interactions with our staff. Collecting and evaluating 
this information enables us to prepare culturally appropriate materials and other resources for 
our members. 


3.10.16.9 Confidentiality of Patient Information  


The vendor must act to ensure that the confidentiality of specified patient information and records is 
protected. The vendor must: 


A. Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of 
medical records; 


B. Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or 
inadvertent disclosure of confidential information to persons outside of the vendor;  


C. Hold confidential all information obtained by its personnel about recipients related to their examination, 
care and treatment and shall not divulge it without the recipient’s authorization, unless: 


1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, 
or to coordinate insurance or other matters pertaining to payment; or 


3. It is necessary in compelling circumstances to protect the health or safety of an individual.  


D. Must report any release of information in response to a court order to the recipient in a timely manner; 
and 


E. May disclose recipient records whether or not authorized by the recipient, to qualified personnel, 
defined as persons or agency representatives who are subject to standards of confidentiality that are 
comparable to those of the State agency.  


We comply with all requirements in Section 3.10.16.9 (A through E) and have a process in 
place to assure patient record confidentiality. We have written policies and procedures in place 
to comply with the HIPAA Privacy Rule, provisions of the Health Information Technology for 
Economic and Clinical Health (HITECH) Act and Nevada law.  
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We require our affiliates and business partners, including our providers, to protect the privacy 
and confidentiality of member information as required by HIPAA and Nevada law. Providers 
as Covered Entities under HIPAA are required to apply appropriate administrative, technical 
and physical safeguards to protect the privacy and security of members’ medical information 
and protect against unauthorized acquisition, access, use or disclosure of PHI. 


Our business associate Addendum included in each provider and subcontractor service 
contract mandates adherence to our security and privacy requirements. Our requirements for 
contracted providers include designating a person or persons responsible to maintain 
safekeeping of medical records and appropriate system backup for electronic medical records. 
In addition, the Provider Summary Guide lists the medical record review standards assessed 
during on-site visits at provider offices to attain compliance with confidentiality standards. 


We have specific policies and procedures on Identification and Authentication, Minimum 
Necessary and Disclosures to Third Parties, which prohibit disclosure of PHI without an 
authorization, or as otherwise permitted under HIPAA. Disclosures of PHI required by law, to 
coordinate treatment, payment and health care operations and to protect the health or safety 
of an individual are all permissible disclosures under HIPAA. 


It is our policy to notify a member of any release of the member’s information in response to a 
court order. The member will be notified within 30 days of release of the information 


Our HIPAA privacy policies detail the circumstances under which we may disclose member 
information without the member’s authorization. Permissible disclosures under HIPAA are 
outlined in our Disclosures to Third Parties policy, which includes reporting certain 
information to agencies when required. For example, we may use or disclose PHI to the 
Secretary of HHS when required under the Privacy Rule to investigate or determine our 
compliance with the Privacy rule or we may use or disclose restricted PHI for any public 
purpose disclosure under 45 CFR § 164.512 of the Privacy Rule. 


3.10.16.10 Treatment of Minors 


The vendor must have written policies regarding the treatment of minors.  


Our Identification and Authentication policy contains guidelines regarding disclosure of PHI 
to a parent or other individual acting as the personal representative of a minor member. We 
also have department-specific procedures for handling of minors’ PHI. Generally, after 
verification of an individual’s identity (as parent or personal representative of a minor), our 
Member Services department releases eligibility and claim information and answer questions 
pertaining to the minor child’s coverage. Member services scan applicable documentation 
(i.e., court papers on guardianship, custody, etc.) into a minor member’s record for reference 
as to who is his/her personal representative. A parent may make changes to the minor's 
account only if he or she is on the insurance policy (PCP change, order ID cards, change 
address).  


In accordance with Nevada law, we do not release any information related to a minor's mental 
health, substance abuse, reproductive health or sexually transmitted diseases to a parent or 
personal representative without the minor’s authorization. In addition, we do not release a 
minor’s PHI without his/her authorization to a parent or personal representative if the minor 
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is emancipated under Nevada Revised Statutes (N.R.S.) 129.080, or meets one or more of the 
following conditions under N.R.S. 129.030:  


 Is or was married 


 Is pregnant or has a child 


 Has been living on his/her own for at least four (4) months (must provide proof, such 
as a documented address change)  


Any records containing PHI pertaining to situations where the minor can consent to and 
receive treatment on his/her own are not released to the parent or personal representative 
without the minor’s authorization. 


3.10.16.11 Assessment of Recipient Satisfaction  


The vendor must conduct periodic surveys of recipient satisfaction annually with its services: 


A. The survey(s) must include content on perceived problems in the quality, availability and accessibility 
of care. 


B. The survey(s) assess at least a sample of: 


1. All recipients; 


2. Recipient requests to change practitioners and/or facilities; and 


3. Disenrollment by recipients. 


C. As a result of the survey(s), the vendor must: 


1. Identify and investigate sources of dissatisfaction; 


2. Outline action steps to follow up on the findings; and 


3. Inform practitioners and providers of assessment results. 


D. The vendor must re-evaluate the effects of the above activities. 


As a key component to providing high quality health care to the Medicaid populations, we are 
keenly aware of how important it is to gain our members’ trust and improve their health status 
by providing health care services that meet their needs and expectations. To understand the 
issues our members face and how we can best help them, we conduct periodic surveys that 
focus on perceived problems in the quality, availability and accessibility of care. Designed to 
measure and monitor member satisfaction with the health plan’s services, our surveys comply 
with all of the State’s requirements as described above, including sampling requirements. 
Results are used to: 


 Identify and investigate causes for dissatisfaction 


 Create action plans implemented to address identified issues 


 Communicate with providers regarding areas for improvement 


We use subsequent survey results to verify the effects of actions taken to determine if further 
action is needed. 


ASSESSMENT OF MEMBER SATISFACTION 
Annually, we conduct the nationally recognized, CAHPS survey and submit results to the State. 
The CAHPS survey is a standardized survey tool administered to a random sampling of 
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members and used by health plans nationwide. Because an external auditor audits the CAHPS 
survey, we choose to use this validated survey to collect member feedback. 


Composite questions included in the CAHPS surveys address issues related to perceived 
availability, accessibility and quality of services. For example, the questions can include the 
following: 


Member Satisfaction Survey Content
 
Availability 


 How long the member waited in the office to see the provider 


 Availability of routine and crisis care 


 Ability to see a specialist 


 Receiving care, tests and treatment through the health plan 


 
Accessibility 


 How long it took the member to get an appointment 


 Ease of making the appointment 


 Convenience of location and parking 


 
 
Quality 


 Condition and cleanliness of the facility or office 


 Communication skills of the provider 


 Communication skills and courtesy of the provider’s staff 


 Overall quality of care and services during visit 


 Adequate receipt and follow-up on tests results 


 Would member recommend this provider 


In addition to the CAHPS survey, we go beyond the minimum requirements by conducting 
additional surveys designed to evaluate member satisfaction. Over 30,000 surveys for over 20 
different departments and programs are mailed each month to collect data on our members. 
Methodology is built in to confirm that sampling is random, that members are not over 
sampled, and that we receive a valid representation of our members. Results are aggregated 
into quarterly reports that are presented and discussed at the appropriate QIC subcommittee 
meetings. We measure and monitor: 


 Patient satisfaction after members receive health care from a network provider 


 Satisfaction of members who are enrolled in health plan programs such as complex 
case management, disease management, OB case management 


 Satisfaction of members who have placed calls to the 24-hour telephone nurse line 


REEVALUATING SURVEY RESULTS 
In addition to monitoring by the QI Committee (QIC), we re-examine the year over year 
progress and trends achieved in member satisfaction at least annually but more frequently if 
needed. Formal presentations are made to the QIC with the oversight of member satisfaction. 
All QI related committees provide oversight to initiate action on the data received because of 
satisfaction surveys and committee members work with individual departments to improve 
their results if below the goal of 90 percent. 
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3.10.17 Standard XI: Standards for Availability and Accessibility  
The vendor must establish standards for access (e.g., to routine, urgent and emergency care; telephone 
appointments; advice; and recipient service lines) and complies with this RFP. Performance on these 
dimensions of access is assessed against the standards. 


We have established standards for access for routine, urgent, and emergency care, which 
comply with the requirements outlined in Section 3.10.17 of the Scope of Work. These include 
standards for:  


PRIMARY CARE 
 Two (calendar) weeks for a member to get in for a primary care appointment (e.g., level 


of care that encompasses routine care for individuals with common health problems 
and chronic illnesses) 


 Same day appointment for a member to get in for an urgent care issue (e.g., acute but 
not life- or limb-threatening, symptoms present sufficiently bothersome or recent onset) 


 Two calendar days for a member to get in for medically necessary primary care 
appointments  


PRENATAL ACCESSIBILITY 
 Within seven calendar days in the first and second trimester 


 Within three days in the third trimester 


 Within three calendar days for high-risk pregnancies 


SPECIALIST CARE 
 Within 30 calendar days for routine specialist care for non-urgent symptoms 


 Same day emergency appointments within 24 hours of referral 


 Urgent appointments within three calendar days of referral 


MONITORING ACCESS STANDARDS 
We monitor access standards through the analysis of annual member satisfaction survey 
results, grievance and appeal trends, and afterhours telephone audits performed by our 
provider services staff. Additional site visits to provider offices may also be performed to show 
compliance with standards. Our provider advocate team also monitors access to care through 
secret shopper surveys. 


TELEPHONE ADVICE/NURSE SERVICE 
Responsibility for the telephone calls and web-based requests received from our members to 
our 24-hour telephone advice/nurse service lies with the management and staff of our Access 
Center. Staff within the 24-hour Access Center also helps coordinate health care and services 
during all hours of the day. The following summarizes the activities conducted from January 
through December 2015, including the monitoring of telephone performance, web-based 
request functionality and evaluation of member satisfaction.  


Interventions and Other Activities: Telephone Performance 
The telephone advice/nurse service is set up for all products with a shared telephone number; 
therefore, the telephone statistics are not differentiated between our lines of business.  
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2015 Nevada Telephone Advice/Nurse Service Performance (Day and Night 
Combined) 


Month # Received Percent 
Handled 


Average Wait 
Time 


January 2015 6,077 98% 33 seconds 


February 2015 5,094 98% 35 seconds 


March 2015 5,585 98% 32 seconds 


April 2015 5,588 98% 33 seconds 


May 2015 5,375 98% 28 seconds 


June 2015 5,000 98% 34 seconds 


July 2015 4,835 98% 30 seconds 


August 2015 4,651 98% 28 seconds 


September 2015 4,805 99% 29 seconds 


October 2015 4,707 97% 38 seconds 


November 2015  4,644 98% 34 seconds 


December 2015 4,665 97% 42 seconds 


Telephone Performance Standards: 


96 percent call handled rate 


40 seconds average speed to answer 


Each quarter, our quality improvement department administers a telephone advice/nurse 
member satisfaction survey. The Customer Centric Task Force set a goal of reaching 90 
percent in overall satisfaction rates and for each survey question. Rates below 90 percent 
require barrier analysis and interventions. The Customer Centric Task Force and QIC review 
and analyze the overall rates and open-ended comments to identify opportunities for 
improvement.  


Our methodology is to send surveys to members who used the telephone advice/nurse service 
during a particular time frame. The sample sizes and response rates are displayed in the 
following table.  


Measuring Member Satisfaction: Telephone Advice/Nurse Service 
Survey Response Rates 


Calendar Year 2015 


Mailed Returned Response Rate 


5,085 544 11% 


 


Question # % Satisfied 


Answering your telephone call promptly 544 96% 


Being responsible to your health care needs in a timely manner 544 95% 


Helping you understand and manage your needs 543 93% 


Providing recommendations you could follow 543 92% 


Overall satisfaction with the telephone advice/nurse service 543 94% 
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Summary of Results 
All survey responses meet or exceed the 90 percent satisfaction rate goals.  


 
Figure 15. Member testimonials related to our telephone advice/nurse service. 


This service is available by phone 24 hours a day, seven days a week. As shown in the 
following report, statistics are reported on an ongoing basis to review numbers of calls and 
call abandonment rates to monitor call productivity.  
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Figure 16. Telephone advice/nurse service report showing how we monitor call productivity. 


MEMBER SERVICES TELEPHONE LINE 
Our Nevada-based member call center’s consistent performance metrics contribute to member 
satisfaction. Our most recent (Q2 2016 average) member call center metrics include: 


 Call Abandonment or Disconnect Rate Percentage: 1.3 percent 


 Average Speed of Answer: 16 seconds 


 Handle Rate Percentage: 98.7 percent 


These standards are monitored on a monthly basis and annually to ensure appropriate service 
levels are maintained. 


3.10.18 Standard XII: Medical Record Standards  
3.10.18.1 Accessibility and Availability of Medical Records  


A. The vendor must include provisions in all provider contracts for HIPAA compliance with regard to 
access to medical records for purposes of quality reviews conducted by the Secretary of the United 
States, Department of Health and Human Services (the Secretary), DHCFP, or agents thereof.  


Our network provider contracts include provisions for HIPAA compliance with regard to 
access to medical records for quality review. Our network contracts and the Provider 
Summary Guide require all contracted network providers to: 


 Treat medical records as strictly confidential 


 Grant access to medical records only through written authorization by the member or 
when release is required by law 


 Provide applicable state and federal government agencies and us with reasonable 
access to records relating to the health care services provided members, including 
quality reviews conducted by the Secretary of the U.S. Department of Health and 
Human Services 
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B. Records are available to health care practitioners at each encounter. 


In full compliance with the requirements of this RFP, we require all contracted network 
providers to maintain current, detailed and organized medical records using a medical 
recordkeeping system. The system can be either hard copy or electronic and allows for the 
collection, processing, maintenance, storage, retrieval and distribution of patient records. Our 
requirement that medical records be available to health care practitioners at each encounter is 
founded in our belief that these records should facilitate communication, coordination and 
continuity of care, and promote efficiency and effectiveness of treatment.  


We conduct periodic medical record reviews to ensure conformity with good professional 
medical practice and appropriate health management. Our provider advocates confirm all 
providers are educated on the importance of delivering consult notes back to the referring 
provider in an effort to keep clear lines of communication regarding the member’s treatment 
plan. 


3.10.18.2 Record Keeping 


Medical records may be on paper or electronic. The vendor must take steps to promote maintenance of 
medical records in a legible, current, detailed, organized and comprehensive manner that permits 
effective patient care and quality review. Medical records must be maintained as follows: 


A. Medical Record Standards – The vendor sets standards for medical records. The records reflect all 
aspects of patient care, including ancillary services. These standards shall, at a minimum, include 
requirements for: 


1. Patient Identification Information – Each page on electronic file in the record contains the patient’s 
name or patient ID number;  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary 
language, disability status, address, employer, home and work telephone numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently noted on the record. Absence of 
allergies (no known allergies – NKA) is noted in an easily recognizable location;  


4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily 
identified including serious accidents, operations, and illnesses. For children, past medical history relates 
to prenatal care and birth;  


5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization 
record or a notation that immunizations are up to date with documentation of specific vaccines 
administered and those received previously (by history); 


6. Diagnostic information;  


7. Medication information; 


8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance 
concerns are identified in the medical record; 


9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse 
is present for patients twelve (12) years and over and seen three (3) or more times; 


10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record. 
Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other 
documentation signifying review. Consultation and significantly abnormal lab and imaging study results 
have an explicit notation in the record of follow-up plans;  


11. Emergency care; 


12. Hospitals and Mental Hospitals;  
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a. Identification of the recipient; 


b. Physician name; 


c. Date of admission;  


d. Initial and subsequent stay review dates;  


e. Reasons and plan for continued stay if applicable; 


f. Date of operating room reservation if applicable; 


g. Justification for emergency admission if applicable; and  


h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:  


1. All hospital admissions that occur while the patient is enrolled with the vendor; and  


2. Prior admissions as necessary. 


13. Advance Directive – For medical records of adults age 18 and over, the medical record documents 
whether or not the individual has executed an advance directive and documents the receipt of information 
about advance directives by the recipient and confirms acknowledgment of the option to execute an 
advance directive. An advance directive is a written instruction such as a living will or durable power of 
attorney for health care relating to the provision of health care when the individual is incapacitated; and 


14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate 
evidence of: 


a. History and Physical Examination – Comprehensive subjective and objective information obtained for 
the presenting complaints; 


b. Plan of treatment; 


c. Diagnostic tests;  


d. Therapies and other prescribed regimens; 


e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call 
or visit. A specific time to return is noted in weeks, months, or as needed. Unresolved problems from 
previous visits are addressed in subsequent visits; 


f. Referrals and results thereof; and 


g. All other aspects of patient care, including ancillary services.  


15. Entry Date – All entries must have date and time noted;  


16. Provider Identification – All entries are identified as to author; 


17. Legibility – The record is legible to someone other than the writer. A second reviewer should evaluate 
any record judged illegible by one physician reviewer.  


We have an existing policy and procedure, which states that practitioners must maintain 
medical records in a current, detailed and organized manner. Practitioners must have a 
medical record-keeping system, in a hard copy or electronic format that allows for the 
collection, processing, maintenance, storage, retrieval and distribution of patient records.  


The medical records should facilitate communication, coordination and continuity of care, 
and promote efficiency and effectiveness of treatment. These standards reflect all aspects of 
patient care, including ancillary services. Part of our safety activities include regular auditing 
of our members’ medical records to ensure compliance with the minimum standards set by our 
plan, the state and federal laws as they related to medical records and privacy. 
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The following medical record standards included in the policy are consistent with the State’s 
requirements:  


 Patient ID Information: Each page of the medical record contains the member’s name 
or ID number. 


 Personal/Demographic Data: Personal biographical data to include date of birth and 
age, race, sex, ethnicity, language preference if other than English, any disability 
including limited English proficiency (LEP), address, home telephone number, marital 
status and emergency contact information. 


 Guardian information to be documented, if applicable (Medicaid also requires age, 
race and sex) 


 Employer’s name and work telephone number, if applicable 


 Allergies: Medication allergies and adverse reactions, or absence thereof, are 
consistently and prominently noted in the medical record. Placement of allergy 
information must be consistent across all records. 


 Past Medical History: For patients 18 and older, past medical history is easily 
identified and includes serious accidents, operations and illnesses. For children and 
adolescents under 18 years, past medical history relates to prenatal care, birth history, 
operations and childhood illnesses. 


 Childhood or Adolescent Immunizations: An immunization record is up-to-date, 
including specific vaccines administered and an appropriate history is presented in the 
medical record. 


 Adult Immunizations: An appropriate immunization history is documented in the 
medical record and age-specific immunizations are current. 


 Diagnostic information: Treatment plans are consistent with diagnoses. 


 Medication information: Medication information is present, including prescribed 
medications, dosages, dates of initial prescriptions and refill prescriptions. 


 Identification of Current Problems: Significant illnesses and health conditions are 
indicated on the problem list, including current updates. 


 Smoking, Alcohol or Substance Abuse: For patients 12 and older there is appropriate 
notation assessing the use of cigarettes, alcohol or other substances; if affirmative, 
there is also evidence of education. 


 Consultations, Referrals and Specialist Reports:  


 Reports presented electronically, or by some other method, also require 
representation of review by the ordering practitioner 


 Consultation, laboratory and imaging reports filed in the chart are initialed by the 
practitioner to signify review  


 Consultation and abnormal laboratory and imaging study results have an explicit 
notation in the record of follow-up plans 


 Emergency Care and Hospitals/Mental Hospitals: Documentation evidencing 
continuity and coordination of care is present for all aspects of care including ancillary 
services, consultations, diagnostic tests, therapeutic services or institutional services 
(e.g., emergency care documentation, hospital discharge summary, ambulatory surgery 
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centers, home health, etc.) including practitioner’s follow-up plan as appropriate. If 
emergency access is related to behavioral health or substance abuse, record should 
indicate coordination between behavioral health and PCP. Hospital records must 
include at least the following: 


 Multiple unique patient identifiers to include date of birth 


 Managing physician name(s) 


 Date of admission, including how they were admitted (through the ER, planned 
admission, etc.) 


 Initial and subsequent stay review dates 


 Reasons for and continued stay, if applicable including case management details 
and communications between hospital staff and plan staff 


 Dates of operating room reservation, if applicable 


 Thorough support for emergency admission, if applicable 


 Complete discharge summary to include step-down details (skilled nursing, home 
health, etc.) 


 Advance Directive: For competent patients 18 years and older, there is documentation 
of advance directives or evidence the member has elected not to execute; if not 
executed, there is evidence that information was offered. 


 Patient Visit Data:  


 Encounter forms or notes have a notation regarding follow-up care, calls or visits 


 Unresolved problems from previous office visits are addressed in subsequent visits 


 The history and physical examination identifies appropriate subjective and 
objective information pertinent to a patient’s presenting complaints 


 There is evidence preventive screening and services are offered in accordance with 
our preventive health guidelines 


 There is evidence of appropriate referral to consultants, as indicated 


 Laboratory and other studies are ordered, as appropriate 


 Working diagnoses are consistent with findings 


 Documentation of patient education regarding diagnoses, treatment and 
medications, including risk factors 


 There is no evidence the patient is placed at inappropriate risk by a diagnostic or 
therapeutic procedure (e.g., unnecessary procedures, inappropriate procedures) 


 The specific time of return is noted in weeks, months or as needed 


 Entry Date: All entries are dated. 


 Provider Identification: All entries in the medical record contain author identification, 
which may be a legible handwritten signature, unique electronic identifier or initials. 


 Legibility: The record is legible to someone other than the writer; if the medical record 
is illegible, the medical director reviews a copy of the record for determination. A 
second physician reviewer will be engaged to further judge records, as necessary. 


 Additional Standards:  


 All documents are securely attached in the medical records 
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 Content and format of medical records are uniform, including sequence of 
information 


Appropriate documentation of patient visit data is required according to the medical record 
documentation standards described in Section 3.10.18 Standard XII: Medical Record 
Standards. 


3.10.18.3 Record Review Process 


A. The vendor must have a system (record review process) to assess the content of medical records for 
legibility, organization, completion and conformance to its standards; and 


B. The record assessment system must address documentation of the items listed in Medical Records 
requirements above. 


We conduct clinical medical record reviews to assess the conformity with good professional 
medical practice and appropriate health management. As part of our record review process, a 
clinical professional conducts the medical record reviews in regards to legibility, organization, 
completion, conformance and documentation of the items listed in the Medical Records 
requirements above. This reviewer works closely with our vice president of health care quality 
and education to make recommendations to the Credentialing Committee and to oversee 
corrective action plans of individual practitioners.  


 Annual medical record reviews are conducted on a sample of high volume practitioners 
and on those practitioners whose files were previously identified as potentially 
problematic 


 A practitioner is placed on corrective action if the medical record score is less than 80 
percent 


 The practitioner is then required to submit a corrective action plan and the clinical 
staff conducts a follow-up audit within a specified time frame to assess compliance 


 Aggregated trended results of medical record reviews are completed to identify trends 
and demonstrate improvements and areas for potential action  


3.10.19 Standard XIII: Utilization Review  
3.10.19.1 Written Program Description 


The vendor must have a written utilization review management program description, which includes, at a 
minimum, policies and procedures to evaluate medical necessity, criteria used, information sources and 
the process used to review and approve the provision of medical services.  


UTILIZATION REVIEW PROGRAM DESCRIPTION  
We have extensive experience serving Medicaid programs 
across the country and perform utilization management 
(UM) functions in the 23 state Medicaid programs we serve. 
We perform UM of integrated physical and behavioral health 
services in 21 of those programs. We have developed a 
detailed UM Program description that defines the scope, 
structure, processes and resources we use to manage the UM Program. Our UM Program uses 
our experience developing, and continually evolving, a health care service delivery system that 
provides diversified solutions to state programs that care for the economically disadvantaged, 
the medically underserved and individuals with complex needs.  


In Nevada, we consistently 
achieve 100 percent scores 
on the UM standard of our 
EQRO audits  
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We base our UM approach for the Nevada Medicaid and CHIP Programs on our significant 
experience and commitment to continuous innovations fostering appropriate engagement and 
utilization of health care services. At the core of our UM Program is an interdisciplinary set of 
documented, integrated UM, quality improvement (QI) and care management principles, 
policies and systematic processes that manage the appropriate utilization of health care 
resources in the amount, duration and scope necessary to achieve desired health outcomes. 
Core components and functions of our UM Program include: 


 Implementing UM policies and procedures to review service authorizations and 
conduct prospective review and concurrent review that confirm the appropriate 
utilization of resources in the amount, duration and scope necessary to achieve desired 
health outcomes 


 Implementing discharge planning processes and tools that provide care coordination 
and support to members experiencing an inpatient admission, including determining 
ongoing care coordination needs 


 Facilitating program management and long-term quality through clinical oversight 
and integration with quality improvement through our clinical leadership team and an 
integrated UM, QI and clinical care management governance structure and program 
descriptions, policies, procedures and common clinical and UM tools 


 Monitoring overutilization, underutilization and inappropriate utilization using a 
multifaceted approach that evaluates member and provider utilization patterns so that 
we can confirm the appropriate use of health care services, identify opportunities for 
improvement and develop interventions to combat aberrant trends  


 Evaluating the efficiency and appropriateness of service delivery through the adoption 
of evidence-based, nationally recognized guidelines and review criteria, and our 
process to determine if a requested procedure, treatment or device meets established 
medical necessity criteria 


 Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members 


 Implementing a proactive approach to UM that provides our care team, providers and 
members with tools and timely, actionable access to information so they can engage 
members and provide timely services and supports that meet their needs 


 Supporting data-driven population-health management practices that identify members 
that can benefit from care coordination and allow us to engage these members with an 
intensity and focus of care coordination that is commensurate with their needs 


 Serving as a gateway to care coordination activities by identifying members with unmet 
health care needs, members with chronic conditions, members with inappropriate 
utilization of services or members experiencing an episode of treatment 


 Continuously evaluating member risk through service utilization triggers, claims 
analysis and predictive modeling to identify members at highest-risk for requiring 
intensive levels of care later and engaging these members in complex case 
management 
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Utilization Management Program Governance 
Our UM Program is a collaborative effort among our clinical leadership team, health plan 
leadership and several key functions, such as clinical care management, QI, grievances and 
appeals, member services, provider services and health care economics. Teams collaborate to 
confirm the appropriate utilization of physical and behavioral health resources in the amount, 
duration and scope necessary to achieve desired health outcomes for members and bring 
salient information and support to our care teams and the providers serving our members. 


We have designed our integrated UM, QI and clinical care management governance structure, 
led by the chief medical director and comprising the RN director of medical and clinical 
operations, director of quality improvement and director of pre-service review, to manage a 
UM Program that meets DHCFP requirements. Our chief medical director provides strategy 
and leadership direction for our clinical activities and oversight of our functions that are 
integral to delivering timely, appropriate and high-quality health care services to our 
members, including our clinical, UM and QI Programs.  


Our chief medical director reviews and approves quality management team policies and 
procedures, and directs the annual review and revision of key quality documents, including 
the UM and QI Program descriptions, evaluations and work plans. Our chief medical 
director’s oversight of UM, QI and clinical activities occurs through the: 


 Formal QI Program structure as chair or co-chair of committees that oversee clinical 
quality, including our QIC, UM Committee and Corporate Medical Affairs Committee 
(CMAC). 


 Oversight of the senior level staff responsible for implementing our clinical, QI and 
UM Programs, including the director of medical and clinical operations, the director of 
quality improvement, the director of pre-service review and medical directors through 
ongoing collaboration via formal and informal reporting relationships.  


Our director of medical and clinical operations manages the daily operations of our UM 
Program, including: 


 Confirming adoption and consistent application of appropriate inpatient and outpatient 
medical necessity criteria 


 Verifying that appropriate concurrent review and discharge planning of inpatient stays 
is conducted 


 Developing, implementing and monitoring the provision of care coordination and case 
management functions 


 Monitoring, analyzing and implementing appropriate interventions based upon 
utilization data, including identifying and correcting overutilization or underutilization 
of services 


 Monitoring prior authorization functions and making sure decisions are made in a 
consistent manner based upon clinical criteria and meeting timeliness standards 


Utilization Management Committee Oversight 
We monitor our UM Program through our QIC structure. Under the auspices of our QIC, 
chaired by our chief medical director, our UM Committee provides oversight of our UM 
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Program. Specifically, our UM Committee carries out the following functions and 
responsibilities: 


 Overseeing and approving regular (at least annually) updates to UM Program 
descriptions, work plans, program evaluations, responsibilities and policies and 
procedures that conform to industry and NCQA accreditation standards 


 Collecting, monitoring, analyzing, evaluating and reporting utilization data 


 Tracking and trending data to identify opportunities for improvement and develop 
interventions that include measurable outcomes so we can determine the intervention’s 
effectiveness 


 Monitoring provider service authorization requests for health care services provided to 
members through provider quality and utilization profiling 


 Monitoring the medical appropriateness and necessity of health care services provided 
to members 


 Monitoring consistent application of medical necessity criteria and clinical practice 
guidelines 


 Evaluating the consistency of UM decision making through review of inter-rater 
reliability reports and identifying overutilization and underutilization issues related to 
UM decision making  


 Monitoring quality reports across all clinical areas; reviewing performance metrics, 
trends and outcomes related to care management; establishing data driven 
interventions to improve performance in identified areas; monitoring progress on 
clinical performance improvement programs; and conducting targeted quality and 
performance improvement studies 


 Monitoring and correcting utilization variances, including overutilization and 
underutilization of services 


 Conducting and monitoring medical record review of member medical records to verify 
providers’ documentation is thorough and supports the safe delivery of care to our 
members. 


UTILIZATION MANAGEMENT INTEGRATION  
We integrate our UM Program with other functional units through our integrated UM, QI and 
clinical care management governance structure. In addition, the following aspects of our 
integrated UM, QI and clinical care management promote integration and collaboration 
among other health plan functions: 


 Integrated UM Program description, QI Program description and care management 
policies and procedures  


 Oversight of UM functions through our QI Program and committee structure (e.g., 
QIC and UM Committee) 


 Common UM platform that shares member information (e.g., service authorizations) 
with other functional areas, including claims, quality, appeals and grievances and 
member services staff 


 Use of common evidence-based guidelines and criteria  
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Coordination with Quality Improvement 
Under the leadership of our chief medical director, our QI Program is a formal, documented, 
all-inclusive program that comprises: 


 Quality improvement measures and studies 


 Clinical practice guidelines 


 Health promotion activities 


 Service measures and monitoring 


 Ongoing monitoring of key indicators (e.g., overutilization and underutilization) 


 Continuity of care, performance analysis and auditing (e.g., HEDIS) 


 Care coordination 


 Member and physician education 


 Risk management 


 Compliance with external regulatory and accreditation agencies 


Our UM Program is closely aligned with our QI Program through the integrated UM/QI 
Committee structure and program description. UM activities support our QI Program by 
providing objective and systematic monitoring and evaluation of the necessity, 
appropriateness, efficiency, timeliness and cost-effectiveness of care and services provided to 
members. Inputs from our UM Program provide critical evidence about health care patterns 
and practices and translate into effective policies and procedures for assuring high quality 
health care. For example, using UM data analysis, our QI and provider services teams work 
with providers to help them identify and close gaps in care and encourage them to refer 
members to needed services through our provider-profiling program. 


Coordination with our Clinical Team 
We integrate UM activities with care coordination in a synchronized approach to meet the 
physical, behavioral and social needs of our members. We embed UM activities into clinical 
processes that are part of effective prior authorization, inpatient management, discharge 
planning, care coordination and pharmacy management. UM activities serve as a gateway to 
clinical activities by identifying members with unmet health care needs, experiencing a change 
in condition, experiencing a care transition or are at high-risk of future utilization.  


In each instance, medical directors, UM clinicians and other professional support teams work 
closely with our care teams and providers to determine the medical necessity and 
appropriateness of care, avoid inappropriate use or duplication of services and make sure 
members receive the appropriate services and supports to close care gaps. This includes 
engaging members in an appropriate intensity of care coordination, if warranted and 
managing care transitions, such as determining if the member requires ongoing care 
coordination on discharge. 


POLICIES AND PROCEDURES TO EVALUATE MEDICAL NECESSITY 
The scope of the UM Program encompasses the review of medical services and procedures to 
determine medical necessity, appropriateness of services and benefit coverage. Pre-service 
determinations involve requests for services that must be approved, in whole or part, in 
advance of the member obtaining medical care or services. The purpose of the prior 
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authorization process is to make sure every member receives quality care. This is done to 
promote wellness through utilization of appropriate resources, in the most appropriate setting 
and in the most cost-effective manner. This is achieved through the evaluation and 
determination of the appropriateness of the member’s and practitioner’s use of medical 
resources before services being rendered.  


Prior authorization reviewers assess and screen requests for health care services from 
providers. Screening determines if the request is compatible with the diagnosis, is a covered 
benefit in the member’s plan and provided by a qualified participating provider in an 
appropriate setting. The prior authorization process allows members to have access to cost-
effective primary or specialized care deemed necessary for medical conditions. 


Criteria Used to Evaluate Medical Necessity 
To make determinations on requested services and care, we use standardized, objective and 
clinically valid criteria (e.g., MCG [formerly Milliman Care Guidelines]), internally developed 
protocols, internal medical policies, National Comprehensive Cancer Network Guidelines) 
that are compatible with established principles of health care and flexible enough to allow for 
variations. In addition to MCG, we use the nationally recognized Mihalik Group Medical 
Necessity Manual (Mihalik) for behavioral health, which addresses all levels of care for 
mental health and substance related care and the American Society of Addiction Medicine 
(ASAM) criteria for substance use disorders (SUDs). MCG are nationally recognized, 
evidence-based clinical guidelines that are updated annually and span the continuum of care.  


Criteria are applied in a flexible manner based upon currently accepted medical or health care 
practices, consideration of members with specialized needs (such as members with 
disabilities), acute conditions or a life-threatening illness, and an assessment of the local 
health care delivery system. Our coverage and clinical review processes are no more restrictive 
than Nevada Medicaid’s processes.  


We provide criteria for specific UM activities in the following table: 


UM Activity Criteria Used 


 Pre-service (prior authorization) of 
inpatient and outpatient services  


 Concurrent review (continuity of care) 


 Post-service (retrospective) review 


 MCG 19th Edition 2015 and 20th Edition 2016  


 Health Care Operations (HCO) Protocols  


 National Comprehensive Cancer Network 
Guidelines  


 CMS Guidelines  


 CMS Approved Drug Compendium  


 Our organization’s Medical Policies  


 Hayes Inc.  


 American Society of Addiction Medicine (ASAM) 
criteria for substance use disorders 


 Mihalik Group Medical Necessity Manual for 
Behavioral Health 
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UM Activity Criteria Used 


Care/case management  MCG 19th Edition 2015 and 20th Edition 2016  


 HCO Protocols  


 Mihalik Group Medical Necessity Manual for 
Behavioral Health 


  ASAM criteria for SUD 


Triage and initial assessment 
24-hour medical nurse advice line 
24-hour behavioral health line 


 N Centaurus 


 MCG 19th Edition 2015 and 20th Edition 2016  


 Mihalik Group Medical Necessity Manual for 
Behavioral Health  


 ASAM criteria for SUD 


Information Used to Evaluate Medical Necessity 
We use relevant clinical information to make medical necessity determinations, which may 
include, but is not limited to, the following:  


 Office and hospital records 


 History of the presenting problem 


 Clinical exam 


 Diagnostic testing results 


 Treatment plans and progress notes 


 Patient psychosocial history 


 Records of consultations with treating practitioner 


 Evaluations by other health care practitioners and providers 


 Photographs 


 Conversation with treating provider or a member of the treatment team 


Use of Specialist Consultants to Evaluate Medical Necessity 
We use consultants from appropriate specialty areas in making medical necessity 
determinations. Consultants representing the specialties of cardiology, gastroenterology, 
hematology, infectious disease, psychiatry, nephrology, neurology, orthopedics, pediatrics, 
urology and other specialists are used in the UM decision making process. Specialist 
consultants review individual cases, participate on peer review panels, and develop and 
evaluate UM criteria. Consultants are either board certified by one of the American Boards of 
Medical Specialties, American Board of Psychiatry and Neurology or other specialty 
certification bodies as appropriate to the practitioner’s discipline. If a local consultant cannot 
be identified in the same or similar specialty for case or criteria review, a referral is made to 
an independent review organization. 


PROCESS TO REVIEW AND APPROVE THE PROVISION OF MEDICAL SERVICES 
Prior authorization reviewers assess and screen requests for health care services from 
providers and members. Screening determines if the request is compatible with the diagnosis, 
is a covered benefit in the member’s plan and provided by a qualified participating provider in 
an appropriate setting. The prior authorization process allows members to have access to cost-
effective primary or specialized care deemed necessary for medical conditions. 
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In general, prior authorization is required for the following services: 


 Non-emergent/urgent elective admissions to inpatient facilities for non-capitated 
providers 


 Requests to see out of network providers (HMO) 


 Skilled nursing facility and rehabilitation (days 1 through 45 for Medicaid) 


 Cosmetic procedures (true cosmetic procedures are excluded) 


 Orthognathic surgery, including temporomandibular mandibular joint (TMJ) 
surgeries (most orthognathic surgeries are excluded and TMJ surgeries have coverage 
limitations) 


 Bariatric surgery (benefit limitations) 


 Transplants 


 Out-of-plan or out-of-area providers/facilities/services 


 Custom durable medical equipment (DME) and DME purchases (unless under 
capitation) 


 Prosthetic/orthotic devices (no authorization is required for splints) 


 Infertility services (excluded benefit for Medicaid) 


 Sleep disorder studies and surgeries 


 Complex radiology (e.g., magnetic resonance imaging, single photon emission 
computed tomography scans, positive emission tomography scans, nuclear medicine) 


 Selected injectables  


 Perinatal requests 


 Level II ultrasounds 


 Medical procedures exceeding $200 (for Medicaid & SHL) and procedures performed 
outside of the PCP’s office for other products 


 Outpatient surgeries (for product lines unless Southwest Surgical Centers are the 
facilities used) 


 Total obstetrical care for Medicaid products, SHL and Point of Service tiers II and III 


 Occupational, physical and speech therapies (unless provided for under capitation)  


 Home health  


 Behavioral health outpatient services 


 Intensive outpatient, partial hospitalization 


 Behavioral health residential treatment (under 21) 


Prior authorization is NOT required for medical or behavioral health emergency care. 
However, notification of such services is expected within 24 hours. 


Prior Authorization Process and Making Medical Necessity Decisions 
Our prior authorization processes (e.g., intake, determining medical necessity) meet the 
requirements in RFP Section 3.10.19.3. They include policies and procedures consistent with 
42 CFR §438.210 and state laws and regulations for initial and continuing authorization of 
services.  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 439 of 776
 


Approval Levels 
Various members of the prior authorization staff authorize requests for services and health 
care, and enter data of related information as outlined: 


Request Level Case Type Staff 


Level I Cases requiring notification and/or data entry only, 
and limited others as noted.*  


 UM representatives 


Level II Authorization of cases using criteria and guidelines 
(e.g., elective inpatient cases, home health care, 
certain DME, non-contracted and out-of plan 
services, benefit questions, extension of benefits) 
etc.  


 Licensed staff 


 UM clinicians (RNs) 


Level III Cases requiring specialized review and all denials.   Physician reviewers 


 Physician advisors 


 Pharmacists 


*If location and provider standards are met, UM representatives may approve the following 
types of requests:  


 Scopes (bronchial, colon, esophagogastroduodenoscopy (EGD) (with/without biopsy)  


 Biopsies  


 Office visits 


 Initial request for behavioral health psychotherapy  


 Initial request for behavioral health group therapy  


 Initial request for behavioral health intensive outpatient programs  


 Ultrasound or CT guided biopsies 


 Treatments for fractures closed and open reductions 


 PT, OT and chiropractic requests  


 Site and anesthesia for dental caries 


Physician Review is required for:  


 Potential adverse determination decisions 


 New medical technology 


 Procedures that are considered experimental and/or investigational or have not been 
proven effective in long-term outcomes  


 Cosmetic procedures (e.g., skin tags, keloids, augmentation/reductions, scar revision, 
tattoo removals, revision of cleft lip/palates) 


 Internal protocols that specifically state medical director review is needed 


 Certain pharmaceuticals  


 Organ transplants 


Services mandated by law (state/federal) are approved and/or managed as required by said 
laws and include:  


 Direct access to women’s health specialists 
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 Post-mastectomy reconstructive surgery 


 Newborn hearing loss screening 


 Specified well-child activities and immunizations (no prior authorization is required) 


 Influenza vaccinations for children and adults (no prior authorization is required).  


 Pneumococcal polyvalent vaccine, children and adult, (no prior authorization is 
required) 


Prior authorization staff has the authority to approve situations that meet criteria and to refer 
potential adverse determination decisions to the physician reviewer for evaluation. After-hours 
inbound calls are automatically redirected to our internal access center. Our access center 
provides 24 hours a day, seven days a week telephonic nursing advice to members and directs them 
to the appropriate level of care. In addition, the access center follows up on after-hours acute 
hospital discharges and transitions, responds to urgent prior authorization requests after 
hours, verifies eligibility after hours, and assists with medication prior authorization and 
overrides afterhours. 


Intake  
The prior authorization process begins at intake, the point at which we receive prior 
authorization requests from providers or become aware of inpatient or residential treatment 
admissions. The intake process supports varied internal administrative processes, including 
referral into care coordination and disease management programs, advance notification and 
admission notification and prior authorization. Intake involves obtaining member 
demographic information, physician/provider identifying information, planned services, 
hospital/facility identifying information and network status of providers and facilities. This 
information is used to build a case file related to the planned service and distribute individual 
cases to the appropriate internal operational unit. In certain instances (e.g., the request does 
not require clinical review), UM representatives in the intake department may administratively 
approve a service per our guidelines. 


Submitting Requests for Prior Authorization of Services 
The UM representatives in our intake department accept requests for prior authorization and 
task these requests to our prior authorization team that is staffed to adequately meet timeliness 
requirements for both standard and expedited service authorization requests. Providers can 
submit prior authorization requests for new or continuing medical and behavioral health 
services 24 hours a day, seven days a week via several methods, including telephone, fax or 
through our secure, web-based provider portal. 


To reduce the provider’s administrative burden, improve operational efficiency and confirm 
compliance with turnaround times, network providers can, at no charge, submit a prior 
authorization request for services through our secure, web-based provider portal and manage 
their patient referrals to other providers in our provider network. Online prior authorization 
requests are registered in our Facets administrative platform, which applies business rules to 
automatically route the request through the proper levels of UM review and validation. Once 
reviewed and adjudicated, the system posts the approval or denial immediately in the online 
system eliminating the wait time for a call back, fax back or a letter in the mail. 


Providers can also initiate, receive and respond to a patient referral for specialty services. The 
system improves the quality and continuity of care provided to our members by supporting 
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two-way, online communication between the referring provider and the receiving 
provider. The referring provider can electronically attach pertinent medical record data, 
images and notes to the referral request. The receiving provider can request additional 
information and can decide whether to accept or decline the referral. If accepted, the referral 
request is registered with Facets to provide proper benefit payments for services that require 
referrals. Once the referral service has been completed, the specialist can “close the loop” with 
the original referring provider by providing their notes and any additional medical data back 
to the referring provider.  


In addition, because the prior authorization and referral transactions are tracked online and 
registered in Facets, our members can view the status of their prior authorization requests and 
provider referrals in real time through our secure, web-based portal. 


Ensuring Providers Understand the Prior Authorization Process 
We provide education to providers on our UM Program, criteria and guidelines during initial 
provider training. Additionally, we conduct education initiatives whenever UM protocols or 
criteria/guidelines change. To prevent resubmissions and accompanying communications, we 
provide guidelines so providers know what is needed for successful determination on the first 
submission. We provide information about our UM Program, including the prior 
authorization process, to providers in our Provider Summary Guide, on the provider portal 
(which is available 24 hours a day, seven days week), and in provider newsletters, when 
appropriate. Additionally, there is a “tour” demo area available in the provider area of the 
website to assist the providers in learning the submission process. If we identify providers who 
need assistance or have difficulties submitting requests for prior authorization, our provider 
advocates conduct one-on-one training sessions with the provider, making sure the individual 
receives the education and support needed to follow the prior authorization process.  


Making Medical Necessity Determinations 
We make medical necessity decisions consistent with the State’s definition of medically 
necessary services and comply with contractually covered services, including the prevention, 
diagnosis and treatment of health impairments; the ability to achieve age-appropriate growth 
and development; and the ability to attain, maintain or regain functional capacity. We base 
medical necessity decisions on the eligibility of the member; state and federal mandates; the 
Medicaid Services Manual or summary plan description; Health Care Operations (HCO) 
protocols; and medical technology assessment information. 


As presented in the figure on the following page, the process to determine medical necessity 
begins at intake. Once we receive a service request (prior authorization request from providers 
or an inpatient or residential treatment admission), UM clinicians take the following steps to 
determine medical necessity: 


 Determine if the service request requires prior authorization. 


 Determine if the service request requires clinical review. If it does not require clinical 
review and it meets the requirements for administrative approval, approve the service 
request.  


 If the service request requires clinical review, the UM clinician: 


 Determines if the service or benefit are consistent with the State’s definition of 
medically necessary services, including: 
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– The service or benefit prevents, or is reasonably expected to prevent, the onset 
of an illness, condition or disability.  


– The service or benefit reduces or ameliorates, or is reasonably expected to 
reduce or ameliorate, the physical, behavioral or developmental effects of an 
illness, condition, injury or disability.  


– The service or benefit assists the member to achieve or maintain maximum 
functional capacity in performing daily activities, taking into account both the 
functional capacity of the member and those functional capacities that are 
appropriate for members of the same age. 


 Review the service request to determine medical necessity and verify the service 
request complies with level of care criteria and promotes alignment with clinical 
practice guidelines.  


 Request further information as necessary from the provider to make a 
determination. Cases requiring further review for determination are sent to a 
medical director with appropriate expertise treating the member’s condition.  


 If approved, notify the provider of the approval of the service request. 


 If not approved, the UM clinician: 


– Refers the service request to the appropriate medical director for review of any 
adverse benefit determinations. The medical director reviews service requests, 
may perform a peer-to-peer review to make a determination and consults with 
the requesting provider, as appropriate. 
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Figure 17. Prior Authorization Process and Determining Medical Necessity. Medical directors, nursing staff and other 
professional support teams work closely with providers to determine the medical necessity and appropriateness of care, avoid 
inappropriate use or duplication of services, and identify members who may need to be engaged in disease management or care 
coordination or may need direction to their provider. 


– Notifies the provider of the service denial if we deny the request for services 
following peer review. 


Our clinical leadership team confirms that our process to determine medical necessity 
complies with the following: 


 Federal and State-mandated benefit and coverage determination criteria, including 
making medical necessity determinations consistent with 42 CFR §456. 111 and 42 
CFR. §456. 211, as applicable 


 Services sufficient in an amount, duration and scope to reasonably be expected to 
achieve the purpose for which the services are furnished and that are no less than the 
amount, duration or scope for the same services furnished to individuals eligible under 
FFS Medicaid and CHIP Programs 


 We do not arbitrarily deny or reduce the amount, duration or scope of required services 
solely because of diagnosis, type of illness or condition of the member 


 Determinations of medical necessity are made by qualified and trained practitioners in 
compliance with state and federal regulations  
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 Individuals making medical necessity determinations have no history of disciplinary 
action or sanctions; including loss of staff privileges or participation restrictions that 
have been taken or are pending by any hospital, governmental agency or unit, or 
regulatory body that raise a substantial question about the clinical peer reviewer’s 
physical, mental, professional or moral character 


 Individuals making medical necessity determinations attest that no adverse 
determinations are made regarding any medical procedure or service outside of the 
scope of such individual’s expertise 


 Only licensed physicians who have appropriate clinical expertise in the treatment of a 
member’s condition or disease make decisions to deny a service authorization request 
or to authorize a service in an amount, duration or scope that is less than requested 


 Individuals involved directly or indirectly in the UM process are not rewarded in any 
way for issuing denials of coverage or otherwise encouraged to reduce utilization of 
services as required by 42 C.F.R. § 438.210(e) 


3.10.19.2 Scope 


The program has mechanisms to detect under-utilization as well as over-utilization.  


We developed and we use systems that identify areas for improvement in health care service 
utilization and track overutilization, underutilization and inappropriate utilization patterns. 
We implemented a multifaceted approach, comprising an oversight structure, policies, 
processes, data analysis tools and provider outreach programs, which allows us to evaluate 
member and provider utilization patterns so that we can improve our internal operations. Core 
components of our approach, discussed in the following sections, include: 


 Monitor overutilization, underutilization and inappropriate utilization through clinical 
oversight and integration with QI. We provide oversight of our program through our 
clinical leadership team and monitor utilization through integration with our quality 
management team and QIC structure. 


 Identify overutilization, underutilization and inappropriate utilization through UM 
tools and data analysis to identify individuals that may benefit from care coordination, 
evaluate the effectiveness of care coordination interventions, monitor utilization 
patterns, identify opportunities for improvement and develop interventions to combat 
aberrant trends.  


 Evaluate the efficiency and appropriateness of service delivery through the adoption of 
evidence-based, nationally recognized guidelines and review criteria; our process 
determines if a requested procedure, treatment or device meets established medical 
necessity criteria; and ongoing monitoring of utilization metrics that indicate the 
appropriate use of services. 


 Identify and resolve critical quality of care issues and aberrant practice patterns by 
tracking, trending and profiling provider-level data using a variety of methods and data 
sources through our Quality of Care (QOC) Program; our Peer Review Committee 
monitors these issues and can take a variety of actions to resolve them. 


 Ensure a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
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a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members.  


MONITORING OVERUTILIZATION AND UNDERUTILIZATION  
Our clinical leadership team continuously monitors our UM Program through our quality 
management team and QIC structure, which includes our QIC and UM Committee. The UM 
Committee, a subcommittee of the larger QIC collects, monitors, analyzes, evaluates, trends 
and reports utilization data to evaluate the ongoing effectiveness of clinical care management 
interventions, monitors utilization patterns, identifies opportunities for improvement and 
develops interventions to combat aberrant trends that 
include measurable outcomes so we can determine the 
intervention’s effectiveness. The continuous monitoring 
of our UM Program includes: 


 Collecting quality measures, prior authorizations 
and claims data, and producing reports that 
provide clinical, QI and UM analyses. This 
reporting allows us to monitor and evaluate our 
program related to medical and behavioral health 
management and care management, including 
identifying overutilization and underutilization of 
health care services.  


 Clinical leadership team review of UM reporting 
to verify we provide appropriate, cost-effective 
care and services to our members that meet their 
individual needs.  


 Quarterly QIC and UM Committee review and 
analysis of UM reporting that allows us to detect and correct utilization variances 
against our targets and national standards. During these meetings, the committees 
evaluate and make decisions on UM Program effectiveness and the effectiveness and 
continuation of programs and interventions. 


 Analysis of utilization reporting to make decisions about the effectiveness and 
continuation of clinical programs and interventions to combat utilization variances. 
Reports include a description of the utilization variance, the intervention, responsible 
party, evaluation and recommendations or modifications. 


 Department managers and directors regularly review and analyze reporting, 
dashboards and scorecards to verify we provide appropriate care and services to our 
members in a cost-effective and cost-efficient manner that meets their individual needs.  


 Executive management team reviews daily and weekly UM reporting, dashboards and 
scorecards to evaluate our performance against stated goals.  


Our quality management team serves as a critical interface between members, their 
representatives, practitioners, facilities, the State and other regulators and various internal 
departments to identify opportunities for operational improvement and to implement 
appropriate interventions. UM analysis of quality measures, utilization data, clinical data and 


Our UM Committee routinely 
reviews data for services that 
are historically overutilized or 
underutilized (e.g., ER 
utilization or flu vaccinations). 
The UM Committee acts on 
patterns of overutilization and 
underutilization by creating or 
revising clinical policies, 
procedures and processes; 
educating participating 
providers; and implementing 
member outreach programs. In 
this way, we monitor aggregate 
data at the provider or 
population level to identify 
opportunities for improvement 
in the quality of care rendered 
to our members. 
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claims data helps QI and UM leadership understand trends necessitating further evaluation 
and identify opportunities for improvement.  


For example, our quality management team establishes thresholds to detect incidences of 
potential overutilization and underutilization based upon HEDIS national benchmarks. We 
have selected HEDIS measures and thresholds because the indicators are standardized and 
audited independently each year, although periodic monitoring occurs throughout the year 
based upon the measure.  


To determine if our performance meets national standards, we compare our HEDIS rates for 
relevant indicators to the 10th and 90th national percentiles to determine if the rates were 
within those percentiles. For example, we might use the inpatient average length of stay 
(ALOS) indicator to detect overutilization of inpatient services and the well-child visits in the 
first 15 months of life, and six or more visits indicator to detect underutilization of well-child 
visits. 


Investigating and Correcting Utilization Variances 
If performance on a metric does not meet the established goal, we analyze opportunities for 
improvement, and develop and monitor corrective action plans (CAPs) to improve 
performance and meet or exceed the stated goal. When we detect underutilization and 
overutilization or inappropriate utilization, we recruit functional experts to analyze the data 
and determine if the variation can be explained and is expected based upon current 
circumstances.  


If the variation cannot be explained or is unexpected, we conduct a root cause analysis to 
identify the factors driving the variation. Once we identify the factors driving the variation, we 
develop a member- or provider-specific plan to correct the variance and monitor ongoing 
performance. If our analysis identifies a systemic problem, we develop CAPs, such as 
education for care managers to use during member interactions. If the issue is broad enough, 
we incorporate the change into our member or provider manuals and newsletters.  


IDENTIFYING OVERUTILIZATION AND UNDERUTILIZATION THROUGH 


UTILIZATION MANAGEMENT TOOLS AND DATA ANALYSIS 
Our health care economics team develops the UM tools and utilization reporting and analysis 
that help our clinical leadership team and our QIC and UM Committee: 


 Identify overutilization, underutilization and inappropriate utilization 


 Understand the clinical and utilization events affecting a member’s health risk, which 
allows us to identify individuals that may benefit from care coordination 


 Evaluate the ongoing effectiveness of clinical care management interventions 


 Identify opportunities for improvement in the way we deliver services to members 


 Identify care opportunities 


 Evaluate the efficiency and appropriateness of service delivery 


As we discuss in the following sections, we integrate and assess medical data, behavioral and 
pharmacy claims, and lab test results. We use our multidimensional, episode-based predictive 
modeling tool, and our Data Mart. These tools allow us to develop and produce reports, 
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dashboards and scorecards and conduct clinical, quality and UM/care management analyses 
to monitor and evaluate medical and behavioral health utilization and care management.  


Predictive Modeling  
Our predictive modeling tool analyzes integrated medical, behavioral and pharmacy claims, 
and lab test results to deliver a prospective health risk assessment for every member in a given 
population and identifies the clinical and utilization events affecting a member’s health risk. It 
guides clinical model population and member-level clinical priorities and provides actionable 
member data that we share with our care team and providers. Our predictive modeling tool 
identifies specific diagnoses and risk categories, and synthesizes multiple comorbidities, 
including behavioral health issues and demographic information, to provide a more accurate 
risk analysis. It considers the impacts to member risk based upon comorbid conditions and 
promotes an all-inclusive approach to member care.  


Using the tool’s accurate prediction methodology, we can proactively identify and stratify 
individuals into prioritized clinical groups, profile members for effective disease management 
interventions, identify members who may benefit from care coordination and identify 
immediate intervention opportunities for individual outreach. Key components of the 
predictive modeling analysis include: 


 Identifying members with atypical utilization patterns, such as a member with bipolar 
disorder with no regular behavioral health visit as indicated by claims or ER use 
without associated primary care follow-up 


 Identifying members who have a history of ER use, repeat hospital admissions, high 
utilization of medical outpatient services, potential quality-of-care issues or an 
indication of multiple providers of services that appear to lack coordination 


 Providing clinical (medical and behavioral) insights into why an individual is at risk; 
predictions of future expenditures and the probability of one or more hospitalizations 


 Identifying members with behavioral health conditions, including members with co-
occurring, mood and psychotic disorders 


 Identifying gaps in evidence-based care, which can be used to design and implement 
effective case management and provider engagement strategies 


 Identifying members with a full spectrum of diagnoses (e.g., diabetes, depression) and 
acute and chronic conditions that contribute to a member’s level of future risk 


 Identifying cohorts of members with multiple chronic diseases and behavioral health 
issues to support enhanced care coordination by targeting the highest-risk members 
and gaps in care 


 Identifying members with complex needs, behavioral health issues or comorbid 
conditions that contribute to a member’s level of future risk 


 Understanding the risk of future expenditures, the risk of future hospitalizations and 
existing gaps in care, which we can use to design and implement effective case 
management and provider engagement strategies 
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 Assigning an overall “future risk score” for each member representing the degree to 
which care coordination has the opportunity to have an impact on the member’s health 
status and clinical outcomes 


Identifying Overutilization, Underutilization and Inappropriate Utilization using Data Mart 
Data Mart integrates quality measures, claims data and data from our UM, clinical 
management and claims systems. Data Mart provides access to comparative cost data, cost 
trends, utilization data (from a lagging claims perspective and a leading authorization 
perspective). Data Mart also accepts claims and other UM data from State files or other 
external entities (e.g., providers and subcontractors) to be 
included for analysis. Data Mart produces reports, 
dashboards and scorecards and conducts clinical, quality 
and UM/care management analyses that allow us to 
monitor and evaluate medical and behavioral health 
utilization and care management. This includes identifying 
members that may benefit from care coordination and 
gaining a complete understanding of their medical, 
behavioral and social needs to engage them in a level of 
care coordination that is appropriate to the intensity of 
their needs.  


Other Tools to Identify Overutilization, Underutilization 
and Inappropriate Utilization 
In addition to Data Mart and our predictive modeling tool, 
we monitor overutilization and underutilization of health 
care services using several tools that allow us to identify 
gaps in care (underutilization) and conduct targeted 
outreach to providers and members to remediate those 
care gaps, such as: 


 HEDIS in a Box toolkit includes NCQA HEDIS 
measures focused on care delivery. RN clinical practice consultants (CPCs) use the 
toolkit to help providers understand evidence-based quality performance guidelines for 
preventive and condition-specific care.  


 Provider profiles contain preventive care, access to care and UM measures. We 
benchmark all of our providers, looking for providers that fall outside the expected 
range for service delivery. We share provider profiles with practitioners to educate 
them about ways to improve services delivered to their patients. Our QI team reviews 
provider profiles and works with them to address issues, such as a significant number 
of members that have not received required preventive services.  


MONITORING FOR POTENTIAL UNDERUTILIZATION OR OVERUTILIZATION 
Following are examples where we have identified aberrant utilization and the measures we 
have taken to resolve the issues that led to the overutilization or underutilization of services for 
the covered services and populations.  


We identify the overutilization of 
ER Services using predictive 
modeling and Data Mart data 
analysis. This analysis includes 
identifying: 


 Members with atypical 
utilization patterns, such as 
ER use without associated 
primary care follow-up or 
high utilization of ER services 


 Members with high year-to-
year health care spend and 
unnecessary or inappropriate 
use of the ER 


 Hospitals with the propensity 
to admit members from their 
ER to observation or 
inpatient level of care 
compared to peer hospitals in 
the state, the region and 
nationally 
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Identifying Underutilization of Adult Preventive Care  
Routine preventive care for adults allows for the detection of illness at an early stage when 
treatment is likely to work best. In another state Medicaid program, we identified 70 percent of 
our Medicaid members ages 20 to 44 who had received a preventive or ambulatory care visit in 
2012. Beginning in 2013, we deployed a multi-layered strategy to engage and encourage adult 
members to visit their PCP. This strategy is based upon evidence-based outreach practices 
proven to be effective, including targeted postcard mailers, reminder calls, and direct person-
to-person outreach calls and education. Because of our outreach, we improved the rate of 
adults accessing preventive and ambulatory care by 16 percentage points to 86.3 percent. 


Identifying Underutilization of Outpatient Mental Health Services  
We regularly monitor utilization of outpatient behavioral health services to identify 
overutilization or underutilization of these services. In September 2013, our data analysis 
indicated low utilization for a specific population. Upon further analysis, we identified a high 
volume of pended and denied claims, and determined the primary reason was a lack of prior 
authorization. To improve access to services, we removed the prior authorization requirement 
for routine outpatient behavioral health services.  


Utilization of outpatient behavioral health services continued to be low. Additional analysis 
revealed continued high claims denial rates due to out-of-network provider claims and 
providers billing for non-covered services. We conducted provider education regarding 
covered benefits and recruited non-contracted providers into our network. We also sent 
materials to members receiving psychotropic medications to make them aware of their 
behavioral health benefits. Because of our efforts, penetration of outpatient behavioral health 
services increased 33 percent from 20.3 members per 1,000 in 2013 to 27.0 members per 1,000 
in May 2015. Outpatient behavioral health visits per 1,000 increased 154 percent from 67.2 in 
2013 to 170.4 in May 2015. 


Identifying Overutilization of C-Sections 
In 2013, we identified that certain contracted OB/GYN providers’ primary C-section rates 
were higher than our mean (21.83 percent), the national mean (26 percent) and/or the 
Healthy People 2020 goal of 23.9 percent. Although our mean was below that of the national 
benchmarks, we felt it important to provide feedback to those providers who were clear 
outliers. Ongoing analysis was initiated to compare each provider who delivered at least 30 
babies to their peers and to communicate our findings to them, which included a ranking 
against their peers, phone calls from our medical directors and limited chart review to those 
who showed consistently high rates.  


The initial 2013 analysis resulted in 46 percent of the qualifying physicians receiving positive 
feedback letters, communicating to them that we were evaluating their rate and their ranking. 
Our most recent analysis indicates there are now 58 percent of physicians receiving positive 
letters (physicians within one standard deviation of the local mean received no letter). This 
improvement of 12 percentage points was statistically significant. 


REDUCING INAPPROPRIATE EMERGENCY ROOM UTILIZATION 
Upon completion of a focused performance improvement project, we were committed to 
reducing inappropriate ER utilization for non-emergency conditions. In collaboration with 
other stakeholders, a non-emergency diagnosis list was developed. Members who accessed the 
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ER with one of the listed diagnosis codes, who were not subsequently admitted into the 
hospital, were contacted via phone and/or mail and told about other access points that were 
both more convenient and more accessible. As a result of this and additional interventions, we 
reduced avoidable ER usage from 42.9 percent in 2013 to 27.9 percent in 2014 for the 
Medicaid population. The reduction in inappropriate utilization was statistically significant.  


3.10.19.3 Pre-Authorization and Concurrent Review Requirements 


PRIOR AUTHORIZATION  
Our prior authorization process involves requests for services that must be approved, in whole 
or in part, in advance of the member obtaining medical 
care or services. The purpose of the prior authorization 
process is to make sure that every member receives 
quality care and has access to cost-effective primary or 
specialized care that is deemed necessary for medical 
conditions. This is done to promote wellness through 
utilization of appropriate resources, in the most 
appropriate setting and in the most cost-effective 
manner. This is achieved through the evaluation and determination of the appropriateness of 
the member’s and practitioner’s use of medical resources before services being rendered.  


Our prior authorization processes (e.g., intake, determining medical necessity) meet the 
requirements in RFP Section 3.10.19.3. They include policies and procedures consistent with 
42 CFR §438.210 and state laws and regulations for initial and continuing authorization of 
services. We have described our prior authorization process in our response to RFP Section 
3.10.19.1.  


CONCURRENT REVIEW 
For non-emergent admissions, UM clinicians determine if the admission requires prior 
authorization. If the clinicians determine the admission requires prior authorization, they 
process the admission through our prior authorization process for review and approval or 
denial. Once the member has been admitted, including urgent/emergent admissions, UM 
clinicians begin concurrent review and discharge planning. Concurrent review is any review 
for an extension of a previously approved ongoing course of treatment over a period of time or 
number of treatments.  


We route cases for clinical intervention based upon the diagnosis or procedure and on the 
ability to affect outcomes and decrease variation in care. We use an internally developed 
priority review list, based upon specific diagnostic categories, to identify cases for inpatient 
case management and concurrent review. Inpatient cases are routed to clinicians based upon 
our priority review list, which currently includes: 


 Unplanned admissions 


 Readmissions within 30 days 


 Non-priority cases that have reached the length-of-stay (LOS) threshold 


 Sub-set of planned surgeries with known complex discharge planning needs or historic 
practice variation: 


 Total hip replacement  


We earned a 100 percent score on a 
2014-2015 state compliance review 
for “Coverage and Authorization of 
Services” audit conducted by the 
state of Nevada’s external quality 
review organization.  
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 Open reduction, internal fixation (ORIF) for hip or femur 


 Total knee replacement  


 Large and small bowel procedures  


Inpatient management is not limited to patients undergoing these surgical procedures, and our 
priority review list is likely to change periodically depending upon utilization trends and other 
factors. For specified diagnosis, and cases where the length of inpatient stay falls within the 
targeted evidence-based goals, the case may not be initially referred to a nurse for review. In 
these instances, the admission and discharge dates are confirmed. If needed, the case is 
referred to a nurse when the LOS exceeds the targeted or expected LOS. 


We establish Continuity of Care (CoC) and Out of Area (OOA) departments to provide initial 
and ongoing assessments of members receiving care in the inpatient setting to justify the level 
of care the member is receiving based upon medical necessity. CoC and OOA staff provide UM 
reviews (telephonic or on-site) for members hospitalized in acute care facilities, rehabilitation 
facilities, and/or subacute facilities. Hospitalized members are assessed for discharge planning 
needs. Discharge planning services are coordinated to confirm continuity in the transition of 
care.  


For vendors with pre-authorization or concurrent review programs: 


A. Pre-authorization and concurrent review decisions must be supervised by qualified medical 
professionals; 


Our chief medical director is responsible for setting medical policies and procedures, 
reviewing and deciding medical UM cases, and participating in UM Committee meetings. To 
perform these functions, the chief medical director chairs the Corporate Medical Affairs 
Committee (CMAC), the committee that finalizes decisions on medical policies, protocols and 
clinical guidelines. Our chief medical director also co-chairs the UM Committee and reviews 
and approves all UM Program documents, policies and procedures, and processes, such as the 
approval of annual inter-rater reliability results (IRR) and the review of member and provider 
satisfaction survey results. Our chief medical director also co-chairs the QIC, the committee 
that reviews and discusses quality improvement, case management and disease-management 
program activities.  


Our behavioral health medical director supervises the medical directors and clinicians who 
make behavioral health preauthorization and concurrent review decisions. The behavioral 
health medical director is responsible for setting behavioral health policies and procedures, 
reviewing and deciding behavioral health UM cases, and participating in UM Committee 
meetings.  


To perform these functions, the behavioral health medical director chairs the Behavioral 
Health QI/UM Committee, the committee that reviews and approves behavioral UM and QI 
Program documentation, policies and procedures, protocols and clinical guidelines. This 
committee also reviews the ongoing UM Program activity results, including evaluating 
member and provider satisfaction and IRR results for behavioral health providers. The 
Behavioral Health QI/UM Committee is a subcommittee of the larger QIC. 


Under the oversight of two senior physicians, qualified medical and behavioral health 
professionals supervise pre-service and concurrent review decisions. Our chief medical 
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director supervises the five medical directors who make medical preauthorization and 
concurrent review decisions. We make certain our medical directors are qualified to conduct 
medical necessity reviews by verifying they maintain a current non-restricted license to 
practice medicine in Nevada. We also confirm they have adequate education, training and 
clinical experience in a medical or clinical practice setting to use medical appropriateness 
criteria and other applicable review standards or medical policy; and have the ability and 
credentials (for example, board certification) to review cases in which a clinical decision 
cannot be made by the first-level reviewer. 


B. Efforts must be made to obtain all necessary information, including pertinent clinical information, and 
consult with the treating physician, as necessary; 


OBTAINING INFORMATION TO MAKE MEDICAL NECESSITY DETERMINATIONS 
We have written procedures to address the failure or inability of a provider or member to 
provide all of the necessary information for review. If the provider or member did not submit 
the necessary clinical information for review, our intake staff makes, at a minimum, one 
phone and one fax attempt to contact the provider or member and obtain the clinical 
information. If we receive the clinical information, we conduct a prior authorization review. If 
we cannot obtain the clinical information, we may task the case to a medical director for 
review or deny the service request. Required clinical information may include, but is not 
limited to, the following:  


 Office and hospital 
records  


 Diagnostic testing 
results 


 History of the 
presenting problem  


 Information 
regarding the local 
delivery system 


 Information 
regarding benefits for 
service or procedures 


 Patient psychosocial 
history 


 Photographs  


 Records of 
consultations with 
treating practitioner  


 Operative and 
pathological reports  


 Evaluations by other 
health care 
practitioners and 
providers 


 Rehabilitation 
evaluations  


 Clinical exam 


 Criteria related to the 
request  


 Treatment plans and 
progress notes 


 Patient characteristics 
and information 


Additionally, as part of the process to determine medical necessity, we may request related 
medical record information from the treating provider or providers for making clinical 
coverage determinations. Staff members determining medical necessity must confirm adequate 
clinical information is available to conduct the review. We document attempts to obtain the 
information in the case file and refer the case to the medical director for review and peer-to-
peer consultation.  


We request only the minimum information necessary to make a determination, such as office 
or facility medical records; consultations, rehabilitation evaluation, clinical exams; diagnosis; 
history of the presenting problems; description of treatment or services being requested for 
certification; related diagnostic results; history of related treatment and services; and 
photographs.  
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CONSULTING WITH THE TREATING PHYSICIAN  
Our informal reconsideration process further helps lessen the number of service authorization 
denials, facilitates resolution of requests and reduces the number of overall formal appeals. 
Our goal is to resolve issues as expeditiously as possible before they result in an appeal or 
delay a member’s care. If we receive insufficient clinical or other information for a covered 
service to be authorized or the available information does not meet the medical necessity 
criteria for the covered service to be authorized during our normal prior authorization review 
process, our UM staff makes two attempts to obtain this information from the ordering 
physician.  


If the ordering physician does not supply the necessary information resulting in an adverse 
determination, our UM staff offers a peer-to-peer discussion with a medical director within 
one day of the request to facilitate resolution of any member requests to reconsider the denial 
or limited authorization of requested services before an appeal is initiated.  


Medical directors who conduct peer clinical reviews are qualified health professionals, with a 
current license to practice medicine, or current license in the same category as the 
treating/ordering provider. Only peer clinical reviewers render adverse determinations for 
clinical review outcomes. In the case of clinical adverse determination, the peer clinical 
reviewer or his/her alternate are available within one business day to discuss determinations 
with requesting providers.  


An appropriate practitioner (defined as a representative that makes UM denial decisions) is 
made available to discuss non-behavioral health and behavioral health denial cases with the 
treating or attending physician, as needed. Depending upon the type of case, the appropriate 
practitioner may be a physician, pharmacist, behavioral health practitioner, chiropractor or 
other practitioner, as appropriate.  


A behavioral health medical director is made available for treating or attending physicians to 
discuss behavioral health denials. The behavioral health medical director may contact the 
treating physician who requests services to request additional information or to discuss 
potential alternatives to health care. This opportunity allows the treating or attending 
physician to have the opportunity to provide more information to support the case, as 
appropriate.  


If, after all new information is reviewed, the covered service still does not meet medical 
necessity criteria, our medical management staff requests all available and necessary 
information relevant to the pre-appeal, by contacting the member or the provider acting on 
behalf of the member. 


C. The reasons for decisions must be clearly documented and available to the recipient; 


When we determine that a service authorization request meets medical necessity standards, 
our UM team documents the approved prior authorization in our UM system. We provide 
written notification of the approval to the provider through our secure provider portal. In 
2015, we approved 97.54 percent of prior authorization requests for our Nevada members.  


When we deny a service authorization request, we make every effort to document the reasons 
for UM decisions in a clear and understandable way for the member. The reasons for 
decisions clearly describe why the member’s condition fails to meet criteria for approval and 
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includes references to the benefit provision, guideline, protocol or other criterion on which the 
denial was based. Making sure each member has enough information about the reason for the 
denial allows the member to make an informed decision about whether to appeal the denial. 
Our process is consistent with the rigorous NCQA UM standards for health plans. 


We send a Notice of Action (NOA) letter to the member and the requesting provider within the 
required timelines and format with a clear explanation and basis for the adverse 
determination. Each NOA complies with 42 CFR 438.404 and is written at a fifth-grade reading 
level. We send the NOA within required time frames, including 42 CFR 438.404(c). The NOA 
includes, at a minimum, the following:  


 The action taken or intended to be taken 


 The reason for the action 


 The member’s right to file an appeal and the procedures for exercising appeal rights 


 The circumstances when expedited resolution is available and how to request it 


 The procedure to request a State Fair Hearing following exhaustion of the appeal 
process 


 The member’s right to have benefits continue pending the resolution of the appeal, the 
procedures for continued benefits and the member’s potential financial obligation 


Members receive letters that show the reasons why a coverage determination was not 
approved: 


 A broad denial language library is updated as frequently as needed. This denial library 
makes clear those consistent and ongoing reasons that are most often used for 
coverage decisions.  


 A dedicated nurse auditor also reviews denial letters before distribution of final 
communications to confirm accuracy. 


Examples of denial reasons commonly used include: 


 Reversal of surgically performed sterilization is excluded from coverage. Per the state 
Medicaid manual, Section 603.3 Family Planning Services, family planning services 
and supplies are for the primary purpose to prevent or space pregnancies. 


 The Member Handbook (transportation section) states that non-emergent 
transportation is not a covered benefit. Information submitted by a member’s provider 
shows that a member’s condition was non-emergent. 


In all communications to members about a medical necessity, we clearly document the reasons 
for decisions. The member also can receive a copy of the benefit provision or protocol that was 
used to make the decision. For example, in all denial letters, the following paragraph is 
included to notify the member that he/she can receive a copy of the information used to make 
the medical necessity decision and the instructions for filing an appeal: 


 “What If I Don’t Agree With This Decision? You have the right to request a copy of 
the criteria/policy used by us to make our decision to deny authorization for the service 
requested. There is not a charge for this copy. You have the right to appeal. To exercise 
it, file your appeal in writing within 90 days after the date of this notice. We can give 
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you more time if you have a good reason for missing the deadline. Please refer to 
Important Information about Your Appeal Rights included with this letter or your 
Medicaid Handbook.” 


D. The vendor’s prior authorization policies and procedures must be consistent with provision of covered 
medically necessary medical, behavioral, and social care in accordance with community standards of 
practice; 


Our prior authorization policies and procedures are consistent with the provision of covered 
medically necessary medical, dental and behavioral care according to community standards of 
practice. We follow a UM decision-making hierarchy when making UM decisions based upon 
clinical criteria. This hierarchy outlines the criteria consistent with evidence-based medicine, 
community standards of practice and state Medicaid benefits. We also follow Health Care 
Operations Protocols, which are revised every year based upon the most scientific evidence. 
The following table presents our hierarchy for medical decision-making. 


Utilization Management Medical Decision-Making Hierarchy Step by Step Process  


STEP 1: Review Evidence of Coverage and Benefit Plan Summary Documents 


Determine if a service or procedure is a covered benefit is the first step in making UM decisions: 


 The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to 
determine benefit coverage. Covered, limited and excluded services and procedures are defined 
in these documents. 


 Once it has been determined that the service or procedure is a covered benefit, medical 
necessity review begins. 


 This benefit determination includes any covered benefits or services required by the State 
Medicaid Agency. 


STEP 2: Review of Internally Developed Healthcare Operations Protocols 


Review of Healthcare Operations protocols are completed to determine medical necessity: 


 The Healthcare Operations Protocols, used for medical and dental care UM decisions, are used 
following a comprehensive protocol development process. 


 Intensive research of current scientific evidence, writing of the proposed protocol, review of the 
proposed protocol by the designated medical director, and then evaluation and approval by the 
Corporate Medical Affairs Committee of the proposed protocol is completed before the protocol 
can be used for UM decisions. 


 If there is a Healthcare Operations Protocol available, the medical necessity decision is made. 
STEP 3: Review of Milliman Care Guidelines (MCG) 


 Review of MCG is completed when there is no internally developed Healthcare Operations 
Protocol available for the medical situation in question. 
 If there is an MCG available for use, the medical necessity decision is made. 
STEP 4: Review of New Medical Technology Requests 


 Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or MCG available to make the UM decision. 


 A new medical technology request is submitted to a dedicated Medical Technology Information 
Service. This national team is staffed by clinicians and other medical professionals who review 
and summarize current scientific evidence and other data sources for use in this decision 
making. 


 The completed new medical technology request, including summary of the current scientific 
evidence, is then submitted for review and evaluation by the medical director and the CMAC. 
The evidence is presented to and then evaluated by the Committee and a formal decision is 
made whether the technology is medically necessary.  
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The following table presents our hierarchy for behavioral health decision-making. 


Behavioral Health Utilization Management Decision-Making Hierarchy Step by Step Process  


STEP 1: Review Evidence of Coverage and Benefit Plan Summary Documents 


Determining if a service or procedure is a covered benefit is the first step in making UM decisions: 


 The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to 
determine benefit coverage. Covered, limited and excluded services and procedures are defined 
in these documents.  


 Once it has been determined that the service or procedure is a covered benefit, medical 
necessity review begins. 


 This benefit determination includes any covered benefits or services required by the State 
Medicaid Agency. 


STEP 2: Review of Utilization Guidelines Based upon Levels of Care 


Review of specific utilization guidelines are made to determine medical necessity: 


 The utilization guidelines and procedures are reviewed annually to address the appropriate 
clinical thresholds, identify the initial assessment guidelines that should be used, determine the 
concurrent review guidelines that should be applied, the times in which a referral is indicated for 
physician review, when a review is not indicated and the discharge criteria that are applicable.  


 The UM resource documents used to make UM decisions include, but are not limited to:  


 Substance Abuse Guidelines from American Society of Addiction Medicine (ASAM) 


 Mental Health Guidelines from American Psychiatric Association (APA) 


 Children and Adolescent Guidelines based upon American Academy of Child and Adolescent 
Psychiatry (AACAP) 


 Adult level-of-care guidelines, based upon the American Association of Community 
Psychiatry (AACP) 


 DSM-5 


 Mihalik Medical Necessity Manual for Behavioral Health 


 MCG 


STEP 3: Review of New Medical Technology Requests 


 Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or MCG available to make the UM decision. 


 A new medical technology request is submitted to a dedicated Medical Technology Information 
Service. This national team is staffed by clinicians and other medical professionals who review 
and summarize current scientific evidence and other data sources for use in this decision 
making. 


 The chief medical officer and the Corporate Medical Affairs Committee (CMAC) submit the 
completed new medical technology request, including summary of the current scientific 
evidence, for review and evaluation. The evidence is presented to and then evaluated by the 
Committee, and a formal decision is made whether the technology is medically necessary.  


This entire review process for each protocol includes an evaluation of existing relevant 
literature and current scientific evidence. The extra step of bringing internally and externally 
developed protocols to the CMAC also allows the local physicians, practitioners, pharmacists, 
dental providers and others who participate on that committee to determine if the protocols are 
consistent with community standards of practice.  
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State Fair Hearings 
Over the length of our 
contract, the State Fair 
Hearing Officer 
overturned only one 
case. 


E. There must be well-publicized and readily available mechanisms for recipient appeals and grievances 
as well as provider disputes. Providers may pursue an appeal on the recipient’s behalf with the recipient’s 
written authorization. The Notice of Action must include a description of how to file an appeal; 


MEMBER GRIEVANCES AND APPEALS  
We strive to avoid grievances and appeals by delivering high 
quality, responsive and culturally competent services and 


communications to our 
members.  


We know it is important for 
members to have a process to express dissatisfaction and for us to 
receive information toward continuous improvement. We have 
significant experience processing a member grievance, appeals 
and State Fair Hearing program that assures the appropriate and 
timely processing and resolution of member grievances or appeals 


when a member does not agree with a decision we have made.  


Nationally, we have processed and resolved member grievances and appeals since 1998, and 
we currently process and resolve member grievances and appeals in the 23 state Medicaid 
programs we serve.  


The following outlines the performance for appeals and grievances for 2015 and through the 
second quarter in 2016. 


Process Summary Q1 and Q2 2016 2015 


Resolved grievances 17,035 56,677 


Resolved appeals 98,594 326,598 


Met timeliness requirements:   


 Sending the member 
acknowledgement letter on 
receipt of the member 
grievance 


98.99 percent 96.73 percent 
 


 Resolved member 
grievances 


99.79 percent 97.21 percent 


 Average turnaround time to 
grievance resolution 


15.8 days 18.3 days 


 Sending the member 
acknowledgement letter on 
receipt of the member 
appeal 


98.15 percent 96.47 percent 


 Resolved member appeals 99.41 percent 98.03 percent 


 Average turnaround time to 
appeal resolution 


18.6 days 17.9 days 


Provider’s Appeal Rights 
We do not prohibit or otherwise restrict a health care professional acting within the lawful 
scope of practice, from advising or advocating on behalf of a member in compliance with 42 
CFR 438.102. Any member, his/her authorized representative or a provider acting on behalf of 
the member, with written permission from the member, may file an appeal with us. Providers 


Low Appeals in 2015 
In 2015, less than 1 percent 
of denials were appealed in 
Nevada. 
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who represent members do so free of any retribution. We do not take punitive action against a 
provider who requests or supports an expedited appeal on behalf of a member.  


MEMBER AND PROVIDER COMMUNICATION 
Upon enrollment, members receive oral and written information regarding our grievance and 
appeal system, including pertinent policies and procedures, and details on filing grievances, 
appeals and state fair hearings. This includes the right to file grievances, appeals and claim 
disputes, the requirements and time frames for filing them, the toll-free number to file oral 
grievances and appeals, and the time frames for filing. In addition, we send our members an 
annual reminder about grievance and appeal system processes and their right to use these 
processes.  


We provide this information in our member’s welcome packet, in our Member Handbook and 
our secure member website. For detailed instructions for filing a grievance or appeal, the 
member may call our toll-free number for access to member services. In compliance with RFP 
Section 3.13.1.3, we communicate the information regarding member grievance, appeal and 
State Fair Hearing procedures and time frames to our members at enrollment.  


We communicate this information to providers in our Provider Summary Guide at the time 
they enter into a contract with us and annually through our biannual newsletter, and on our 
website. 


We give this information to subcontractors at the time they enter into a contract with us. 


NOTICE OF ACTION 
When we deny a service authorization request, we send a Notice of Action letter to the member 
and the requesting provider within the required timelines and format and with a clear 
explanation and basis for the adverse determination as required in RFP Section 3.13.4.3. 
Each Notice of Action complies with 42 CFR 438.404 and is written at an eighth-grade reading 
level. The Notice of Action includes, at a minimum, the following:  


 The action taken or intended to be taken 


 The reason for the action 


 The member’s right to file an appeal with us and the procedures for exercising appeal 
rights 


 The circumstances when expedited resolution is available and how to request it 


 The rights and procedure to request a State Fair Hearing following exhaustion of the 
appeal process 


 The member’s right to have benefits continue pending the resolution of the appeal, the 
procedures for continued benefits and the member’s potential financial obligation 


 The member’s right to represent himself/herself, use legal counsel, or request someone 
else represent him/her 


 A reference to the benefit provision, guideline, protocol or other similar criterion on 
which the appeal decision was based 


 Notification that the member can obtain a copy, free of charge, of the actual benefit 
provision, guideline, protocol or other similar criterion on which the appeal decision 
was based, upon request 
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 Notification that the member is entitled to receive, free of charge, reasonable access to 
and copies of all documents, upon request 


 A list of titles and qualifications, including specialties, of the individuals participating 
in the appeal review 


F. Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled recipient; 


We understand the grievance and appeals process must be performed in a timely manner. Our 
grievances and appeals processing procedures, policies and processes comply with RFP 
Section 3.10.16.5 and 42 CFR 438.402. The following tables provide a brief summary of the 
grievances, appeals and expedited appeals timelines. In the case of grievances, we exceed 
DHCFP requirements. 


Contract Provision Time Frame 


Members file a grievance orally or in writing Within 90 calendar days of issue 


We acknowledge receipt of the grievance Within three calendar days 


Final decision on non-expedited grievance Within 30 calendar days 


Resolving a request for expedited grievance 
review 


Within 24 hours, we receive a grievance from a 
member or his/her representative and send it to 
a clinician to validate if an expedited status is 
warranted. 


Communicating the decision on the expedited 
grievance review 


Within 24 hours, written and verbal 
communication is completed.  


 


Contract Provision Time Frame 


Member appeal filing timeline Within 90 calendar days from date of our Notice 
of Action  


Verbal appeal timeline Within 90 calendar days from our Notice of 
Action. (Standard appeal must be followed in 
writing).  


Acknowledgement of receipt of appeal in 
writing 


Within three calendar days (unless an 
expedited resolution is requested) 


Resolution of appeals Within 30 calendar days following receipt of 
appeal (Time frame can be extended up to 14 
days with DHCFP approval. For any extension 
not requested by the member, we provide the 
member written notice of the reason for the 
delay)  


Notice of appeal resolution Within 30 calendar days of resolution 


Communication of expedited review decision Within 72 hours 


Expedited review and resolution Within 72 hours of receipt 


We process expedited appeals, received in writing or orally, when taking the time for a 
standard resolution could jeopardize the member’s health or life or when a provider makes the 
request. The procedures for expedited appeals follow the same requirements as standard 
appeals, except as specifically detailed by the State. We process expedited appeals within 72 
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hours from receipt. We inform the member or provider of the limited time available to present 
evidence and allegations of fact or law, in person and in writing.  


Upon receipt of expedited appeals, we make three attempts within 24 hours to notify members 
of their right to present evidence, including how to present it, and the time frame in which it is 
accepted. In addition, we send the member a written acknowledgement explaining his/her 
rights and educating the member on how and where to provide corroborating information. 
Evidence can be submitted in person, in writing or by fax. 


Our medical director or other health care professional with the appropriate clinical expertise 
reviews the expedited appeal to ensure it meets the criteria for expedited review. If it does not 
meet the criteria, we contact the member and provide prompt verbal notice of our decision, 
followed by a written notice of denial of expedited resolution within two days. The written 
notice explains that we transferred the appeal to our standard appeal process and informs the 
member of his/her right to file a grievance in response to our decision. Providers requesting 
an appeal or grievance for a member are not penalized. 


If our medical director or other health care professional with the appropriate clinical expertise 
determines the expedited review request does meet the criteria for expedited review: 


 The expedited appeal is assigned to appropriate grievance and appeal coordinator for 
investigation and resolution. 


 The grievance and appeal coordinator adjudicates the expedited appeal following our 
expedited appeals resolution processes and procedures, verifying that we resolve the 
appeal and communicate our determination within 72 hours. 


 We provide verbal notice of our decision within 72 hours and issue a written notice of 
decision. The notice contains the results of the resolution process, including the legal 
citations or authorities supporting the determination along with the date it was 
completed. 


Although we are afforded the right to request an extension in the best interest of the member, 
we have not exercised the privilege in the past, as it would impede a timely resolution to the 
member’s concerns. We have processes in place for outreach as needed to make sure the 
information required for an appropriate decision is received without the need for an 
extension. 


Our grievances, appeals and fair hearing processes are unrivaled, compliant with DHCFP’s 
requirements and member-friendly. When appeals do occur, members and providers are 
comforted knowing that they can contact someone who is physically located in the State and 
who understands our health care system. Nationally in 2015, the average appeals rate per 
1,000 members was 5.22 and decreased to 4.89 appeals per 1,000 members in the first half of 
2016. Our low appeals rate is further evidence that members receive the services requested. 
Our grievance rate per 1,000 members was even lower. In 2015, the rate per 1,000 members 
was 0.88, indicating high member and provider satisfaction. 


In 2015, our Nevada resolution rate for appeals was 99.53 percent and our grievance 
resolution rate was 100 percent within 30 days. We attribute our high-resolution rates to the 
reporting and monitoring in place twice a day to ensure compliance is not jeopardized.  
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G. There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, 
provider satisfaction or other measures; 


We conduct annual member satisfaction surveys and provider satisfaction surveys to evaluate 
the impact of our UM Program. We field and analyze the results of the annual Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) survey.  


Only two CAHPS survey questions are related to the UM process to assess member 
satisfaction with overall process:  


 How often did you get an appointment to see a specialist as soon as you needed? 


 How often was it easy to get the care, tests and treatment you needed?  


In addition, we review the trends in member grievances and appeals to determine if there are 
any issues related to the provision of health care that may be affecting the services members 
receive. An annual provider satisfaction survey is also fielded and analyzed each year to see 
how satisfied providers are with our UM process. The plan is working very hard to positively 
affect the members’ perception of the health care and services they receive.  


Following are the results of CAHPS survey improvement as compared to four years earlier for 
a southwestern Medicaid population: 


Rated 
Service 


CAHPS Question: In the last 6 months, 
how often did you get an appointment to 
see a specialist as soon as you needed? 


(Usually and Always responses) 


CAHPS Question: In the last 6 months, 
how often was it easy to get the care, 


tests or treatment you needed? 
(Usually and Always responses) 


2011 2015 2011 2015 


Medicaid 
rate 


 Baseline 
percentage 


+ 6.24% 
 Baseline 


percentage 
+ 11.36% 


Members of our Customer Centric Task Force and UM Committee review and discuss member 
satisfaction survey results. When issues are identified, a multi-pronged plan is developed: 


 Brainstorming occurs where the committee or task force assigned reviews the results 
and possible causes 


 Barriers analysis is performed on identified issues  


 Interventions are designed which may include member communications, internal 
process analysis and streamlining, provider visits or others 


 Interventions are approved by the supervising committee 


 Updates are presented at subsequent meetings for additional revisions or confirmation 
that the designed intervention has had a positive impact on the member or issue 


At least annually, the QIC reviews provider and office-manager satisfaction results. Because 
of this review, prior authorization and referral processes have been streamlined, as has the 
online provider website.  
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H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to 
individuals or entities that conduct utilization management activities is not structured so as to provide 
incentives for the individual or entity to deny, limit, or discontinue medically necessary services to any 
recipient; and 


We have been and continue to be compliant with 42 CFR 438.6(h) and 42 CFR 423.208 to 
make sure compensation to individuals or entities that conduct UM activities is not structured 
to provide incentives for the individual or entity to deny, limit or discontinue medically 
necessary services to any member. 


We distribute a statement on an annual basis to members and to practitioners, providers and 
employees that make UM decisions affirming:  


 Utilization Management decision making is based only on appropriateness of care and 
service and existence of coverage 


 We do not reward practitioners or other individuals for issuing denials of coverage or 
services 


 Financial incentives for UM decision makers do not encourage decisions resulting in 
underutilization 


 We do not use incentives to encourage barriers to care and services  


The affirmative statement is found in the following areas:  


 Included in member materials (e.g., Member Handbook)  


 Posted on our website  


 Distributed annually through email to UM staff including: 


 Medical directors that make medical, behavioral health or dental care decisions 


 Licensed UM clinical directors, managers, supervisors; licensed clinical reviewers 
and non-clinical reviewers  


 Delegated entities that make UM decisions on our behalf 


 Included within the Provider Summary Guide for our network providers 


 Published as an annual member newsletter article  


I. If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the 
delegate meets these standards.  


We do not delegate responsibility for all UM functions. However, in certain states, we have 
partially delegated responsibility for UM of certain services, such as behavioral health. Before 
we agree to delegate any UM functions to a delegated entity, we clearly define the delegate’s 
scope of responsibility (e.g., the delegated entity does not have the authority to issue service 
denials) and conduct an on-site audit of the delegate’s UM policies, programs, procedures and 
oversight mechanisms. Through this pre-delegation audit, we determine that the delegate has 
implemented a UM Program that complies to plan UM standards as well as those authorized 
by the State, federal authorities and NCQA. 


In addition to the pre-delegation audit, we provide continuous oversight of the delegate’s UM 
Program through mechanisms such as periodic, routine, on-site chart audits or monthly 
audits of pertinent UM tasks. We conduct a full annual audit that reviews the entire scope of 
the delegate’s UM Program, including reviewing its UM policies, programs, procedures and 
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oversight mechanisms. Appropriate clinical leadership within our operations (e.g., the 
behavioral health medical director for delegation related to behavioral health services), a UM 
compliance RN consultant and our clinical staff review the delegate’s compliance with defined 
standards using a formal audit tool that focuses on the following aspects of the delegate’s UM 
Program:  


 Utilization Management structure  


 Clinical criteria and process for UM decisions  


 Communication services  


 Appropriate professionals  


 Timeliness of UM decisions  


 Clinical information  


 Behavioral health care appointment processes  


 Complaint and appeal management process for handling member abuse and neglect  


 Sub-delegate approval and oversight  


 Confidentiality 


The audit includes a review of a random sample of medical records to verify that the delegate 
is implementing their responsibilities according to the contractual and regulatory 
requirements. For example, we use a skilled RN consultant to conduct a file review of pre-
service non-urgent files, post-service files and concurrent urgent files using the rigorous 
NCQA UM surveyor tool. To assess compliance with expected standards, the RN consultant 
reviews UM Program elements, such as timeliness, evidence that a qualified physician has 
reviewed cases, and the use of appropriate clinical information. 


We review the results of audits at the quarterly UM Committee and at internal behavioral 
health meetings and Joint Operating Committees with the delegate. Corrective action plans 
are required any time the delegate does not meet the Plan’s standards as defined in the 
delegation agreement. 
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3.10.20 Standard XIV: Continuity of Care System  
The vendor has put a basic system in place, which promotes continuity of care and case management. 
The vendor must take a comprehensive and collaborative approach to coordinate care for the eligible 
population and conditions as specified by DHCFP through an effective case management program, 
partnerships with primary care physicians and specialists, other service providers and recipient 
participation, recipient/family outreach and education, and the ability to holistically address recipient’s 
health care needs. Care coordination must include not only the specific diagnosis, but also the 
complexities of multiple co-morbid conditions, including behavioral health, and related issues such as the 
lack of social or family support.  


The MCO vendor will have a geographically based care manager for in person assistance. Upon request 
of the Director of DHHS and/or the Administrator of DHCFP, care managers must be available to conduct 
home visits of recipients within forty-eight (48) hours of being identified as high risk for serious health, 
safety and welfare issues. 


The vendor will train staff, receive available technical assistance, and adhere to the system of care values 
and principles and will use evidenced based practices for individualized services. See Attachment V ~ for 
System of Care Principles. 


To achieve the goals of the Institute for Healthcare Improvement’s (IHI’s) Triple Aim—better 
health outcomes, improved care experience and lower costs of care—we have implemented a 
comprehensive, systematic continuity of care system across all the state Medicaid programs we 
serve. Our system is built on a person-centered, holistic, recovery-oriented culture that drives 
the development of our case management programs, processes, procedures and approach to 
working with our members and providers.  


We consider each member as a whole person, recognizing that many complex factors 
influence the extent to which individuals are motivated or have the capacity to make health 
decisions and manage their health. It empowers members to participate and drive their care in 
meaningful ways. The system facilitates the delivery of integrated services that support each 
member’s physical, behavioral, social and environmental needs. 


A robust member-centered approach to promoting continuity of care via a comprehensive case 
management program is key to achieving the State’s expressed goals, which include providing 
quality, efficient health care services, promoting equal access to health care at an affordable 
cost and restraining the growth of health care costs. We promote the continuity of member 
care by aligning our comprehensive case management programs with the Triple Aim and the 
State’s goals through the following core elements of our continuity-of-care system and 
approach to case management:  


 Implementing a comprehensive case management program: We coordinate care 
through a case management program that: 


 Fosters a trusted relationship between the member and his/her care manager and 
PCP 


 Strives to resolve social barriers to care 


 Promotes and encourages the participation of the member as a full partner in all 
aspects of care planning 


 Identifies each member’s needs, goals and preferences for care delivery 


 Coordinates the delivery of services 


 Provides in-person care manager visits, when needed 
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We engage members in 
their health care through 
our online member portal, 
which is available 24 hours 
a day, seven days a week. 
Through the portal, 
members can access their 
lab results, medical notes 
and diagnostic results. 
They can verify covered 
benefits and prescription 
drug coverage, inquire 
about the status of a claim, 
and monitor the status of 
prior authorizations and 
provider referrals. 


 Continuously monitors health status to confirm the member is achieving his/her 
goals and experiencing improved health outcomes 


 Understanding primary care is central to delivering coordinated, integrated member 
care: Connecting our members with a PCP, patient-centered medical home (PCMH), 
accountable care organization (ACO) or accountable care community (ACC) practice 
is vital to continuity of care. With every touch point, we confirm the member has an 
identified PCP and is seeing that physician regularly to verify the delivery of both 
preventive care and chronic condition management. We encourage PCPs to deliver 
coordinated, integrated care that meets each member’s needs, based upon the 
established treatment plan. 


 Empowering and engaging members: We empower 
members to be efficient users of the health care 
system by promoting cost-effective, culturally 
competent, quality care and access to a web-based 
program for health needs and diagnostic results. Our 
comprehensive approach to care management and 
care coordination includes focusing efforts to 
increase member engagement and understanding of 
his/her role by empowering the member to make 
informed health care decisions to reduce and/or 
prevent further acquired conditions through targeted 
educational interventions. 


 Coordinating care using an integrated, field-based, 
team approach: Core to our approach is sustained 
direct engagement with members through a care 
management team, led by a care manager, which may include a RN, a licensed 
behavioral health clinician, a licensed social worker (LSW) and a community health 
worker (CHW). Our team interacts with members in the most appropriate setting to 
meet their needs. This arrangement provides flexible care coordination from the team 
member best suited to deliver targeted interventions to meet the member’s needs.  


 Supporting effective identification of populations with different risk profiles to develop 
targeted care interventions: We have defined levels of case management that align with 
the intensity of care coordination required to address the various types of health issues, 
risks and supports required.. We place a high priority on identifying members with 
emerging risk factors and members with high risk. We engage a predictive modeling 
tool to look for health behaviors and health care utilization among those members that 
are “impactable.”  


 Implementing a population-health management approach: Our approach stratifies the 
health risk and helps us understand the characteristics, needs and clinical, social and 
financial circumstances of the entire group of members we serve. Our process 
incorporates: 


 Integrated initial and comprehensive assessments for care treatment plan 
development and comprehensive screening of medical, behavioral and social issues 


 Analysis of internal and external data 
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 Predictive modeling algorithms to identify member subpopulations and each 
member’s level of current and potential health risk across the health care 
continuum.  


Given that social determinants affect 40 percent of health outcomes, we are also 
evaluating and piloting the inclusion of social determinants of health in our algorithm-
based stratification process.  


 Implementing a flexible approach to case management that is responsive to timely 
needs for different levels of intervention and care coordination: This approach 
includes implementing processes and tools to verify each member is experiencing 
improved health outcomes and for indications that the member’s health status has 
changed, such as verbal intent, a hospitalization or 
loss of caregiver support. When our case 
management team is alerted to these conditions, we 
engage the care manager and case management 
staff located in the community, hospitals and clinics 
to assess the member’s needs, including an in-
hospital or home visit, to coordinate the delivery of 
care and manage care transitions. 


 Implementing a hierarchy-of-needs approach to 
case management that recognizes that social 
determinants are a significant driver of an 
individual’s health: Individuals with high utilization 
and high costs often face numerous challenges. Our 
experience shows even the best interventions may be 
ineffective at helping individuals with complex 
health issues unless we first address their basic and 
social needs. Using assessment results and through 
care planning, we connect members to community 
resources that remove barriers to care so that the 
member’s health care needs become the focus.  


 Enabling coordination, integration and sharing of 
information among the care team: We support this 
element of continuity of care through our secure, web-based care management 
platform/electronic medical record (EMR). Our system shares the member’s care 
treatment plan and continuously updates clinical data into the member’s health record 
to provide the care manager and the member’s interdisciplinary care team (ICT) with 
real-time, actionable information. Our case management team has access to and uses 
the State’s health information exchange (HIE), which provides our care teams with 
member information from the fee-for-service (FFS) system when a member transfers 
from FFS to our health plan. 


 Verifying that we are delivering positive outcomes in terms of cost, quality and member 
experience: We incorporate continuous accountability and quality improvement (QI) 
mechanisms to track, monitor and manage the quality and effectiveness of care 
delivered to our members along with member outcomes. We do this through our 
integrated QI, utilization management (UM) and continuity-of-care programs that 


We have implemented a 
“Patient Care Agreement” 
care contract, which is a 
formal agreement between 
the care manager and the 
member. It commits the 
member to work toward 
reaching his/her goals and 
remain compliant with 
treatment plans developed 
with his/her medical 
providers and the care 
manager. The contract also 
commits the care manager to 
working with the member to 
reach his/her goals. 


We designed the contract to 
motivate members who have 
traditionally not adhered to 
their treatment plans to 
become engaged in taking 
ownership of their health 
care. 
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provide oversight, tools and provider engagement programs to continuously monitor 
the effectiveness of our case management programs.  


The community of care system and case management programs that we describe in the 
sections that follow reflect the efforts of our dedicated national and Nevada-based 
clinical and care management teams who continue to evaluate and implement 
innovative programs unique to the needs of low-income, high-risk populations. This is 
reflected in the design of our person-centered, integrated, holistic, recovery-oriented 
care model, through which we coordinate and deliver services to members engaged in 
our case management program. 


COORDINATING MEMBER CARE THROUGH EFFECTIVE CASE MANAGEMENT  
We have developed a comprehensive case management 
program that provides high-touch coordination of care and 
services for adult and pediatric members who have 
experienced a critical event; are noted to be overutilizing or 
underutilizing services; or who have a diagnosis or complex 
condition that requires support to ensure recovery, 
resiliency and positive health outcomes. Our program 
fosters coordination and continuity of care for members 
with complex conditions and needs and helps them access 
supportive care and services for stabilization.  


Our case management programs are an important part of our systematic approach to 
delivering integrated services for our adult and pediatric members and women experiencing a 
high-risk pregnancy. Our case management programs are evidence-based and built on our 
extensive experience serving special needs and complex, high-risk populations. Programs 
address the distinct needs and circumstances of our members with diverse health conditions 
and mitigating circumstances. Our case management programs optimize the health and well-
being of members with chronic illness, members who are at high risk of experiencing adverse 
medical outcomes, high-risk members with complex chronic or comorbid conditions and 
members with high utilization of inpatient or ER services. Case-
management program goals are to:  


 Provide services and support based upon evidence-based 
criteria to verify the effectiveness of services and improve 
quality of care, quality of life and positive health outcomes 
for members 


 Connect members to a PCP and establish a trusting relationship between the member 
and the primary care team for ongoing assessment and treatment to address identified 
medical, behavioral health and psychosocial needs, leading to optimal health outcomes 


 Provide fully integrated coordination of physical health, behavioral health and social 
components of care 


 Empower the individual to understand and become successful in managing his/her 
chronic disease or condition and care transitions  


 Facilitate collaboration between our members, their health care teams and community 
partners  


The primary goal of our 
case management program 
is to help members regain 
optimal health and 
improved functional 
capability, at the right time, 
in the right setting, and in a 
cost-effective manner. 


Our case 
management 
program is NCQA 
accredited. 
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 Improve physical activity tolerance and reduce or eliminate health risk factors, such as 
excess weight, obesity and smoking  


 Reduce unnecessary hospital admissions and ER visits  


 Prevent disease progression/other illnesses related to poorly managed disease processes 


 Support an improved system of care that engages member, family, community and 
providers in a holistic approach for successful outcomes 


 Educate on effective management of conditions and comorbidities, including 
depression 


 Evaluate the delivery of medical and behavioral health services to members in both 
acute and non-acute settings 


PARTNERSHIPS WITH PRIMARY CARE PHYSICIANS AND SPECIALISTS  
Many Nevadans experience significant barriers to accessing care due to the severe physician 
shortage in the State, which affects their overall health and their ability to achieve their health 
and wellness goals. We work with provider practices to improve access to care for our 
members through initiatives, such as extended office hours, expansion of primary and 
specialty services using telehealth technologies, and providing home visits by advanced 
practice nurses (APNs) or physician’s assistants (PAs) for high-risk and homebound 
members. We also work with up-and-coming state medical school programs to improve access 
to care through initiatives, such as funding that trains new doctors, and establishing new 
community health clinics to be staffed by third-year students under faculty supervision. 


We promote and facilitate the capacity of providers to deliver person-centered care. We 
partner with our providers and communities across the country to support transformation to 
advanced primary care models of care, including PCMHs. Across the country and in Nevada, 
we support ACOs and PCMHs with clinical consultative support, a suite of analytical 
capabilities and data and reporting tools to help them identify opportunities for improvement.  


Through these partnerships, we are redesigning care delivery into person-centered care by 
means of fully integrating medical, behavioral and social support services for our members at 
the local level. We partner with our practices (medical homes), local hospitals and community 
providers to develop and implement more proactive strategies and care team processes, 
managing convenient access to care, proactive visit planning and follow-up, managing by risk 
and addressing gaps in care. These ACCs help the primary care team collaborate and connect 
with other clinicians serving members such as CHWs, QI teams, hospital clinical teams and 
behavioral health teams. The teams support integrated PCP-driven care for all of our 
Medicaid members with providers and hospitals within our network in the same community.  


These partnerships include distinct support for practices to help providers develop and 
continually improve their capacity for advanced team-based care and care management. Our 
model includes high-touch collaborative transformation consultants who live in our local 
community, served by the practice, and facilitate practice transformation to collaborative and 
accountable care. Our transformation consultants assist with each of our local practice’s 
development as an expanded medical home, and support the practice in implementing process 
improvements to assist the practice in becoming a certified PCMH. Using practice-specific 
clinical and demographic data, up-to-date hospital data, authorization data and claims-based 
data, transformation consultants regularly monitor each of our practice’s performance to 
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optimize care delivery, introduce best practice improvements and provide formal performance 
updates.  


RECIPIENT/FAMILY OUTREACH, PARTICIPATION AND EDUCATION 
We have developed many collaborative relationships with organizations that serve Medicaid 
members. These collaborative relationships further extend our reach in local communities 
where health disparities exist and can be improved. Targeted outreach initiatives assist 
members to achieve the following:  


 Improve health outcomes and quality of life  


 Support healthy lifestyles through targeted condition education and preventive health 
initiatives  


 Manage chronic health conditions and other targeted health conditions  


 Provide opportunities for member access to health education programs through 
community partnerships  


We participate in community events and health fairs to have personal contact with our 
members, potential members and their loved ones, thus supporting new and continued 
educational opportunities. We work with community organizations, such as community 
centers, senior programs, family and children programs, social service referrals, culturally 
diverse programs and schools. We attend interagency meetings in many of the communities we 
serve, comprising representatives from community-based organizations, faith-based 
organizations, city and county public health or service providers, behavioral health providers 
and others, as a way to share information and resources. Some examples of our outreach 
initiatives that we have implemented across our state Medicaid program include: 


 Attending local Homeless Alliance provider meetings to understand the services 
available from the alliance and to create relationships to help their mission to reduce 
and end homelessness 


 Hosting or partnering with local organizations to attend educational events, such as 
grocery store tours, and support health fairs and healthy baby events that provide 
health and wellness information to our members	


 Partnering with local immunization coalitions, including holding leadership positions 
and membership in the coalitions, which allow us to work together in our joint mission 
to improve immunization rates across our population 


 Partnering with local school districts to provide information on Medicaid benefits, 
programs and transportation; these partnerships include participation in events that 
promote health and wellness for the families of the children that attend schools in the 
school district 


 Funding community organizations and outreach campaigns that engage our members, 
provide health and wellness information, educate members about their Medicaid 
benefits and provide needed services in the community 


In addition to member engagement through community partnerships, we provide online 
education about the chronic conditions, health and wellness information, healthy lifestyle tips 
and information about covered benefits. We also give members tools that help them take 
ownership of managing their conditions. We provide these resources through our member 
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website, behavioral health member portal and specialized support sites, such as 
liveandworkwell.com.  


ABILITY TO HOLISTICALLY ADDRESS THE RECIPIENT’S HEALTH CARE NEEDS 
Our person-centered, holistic, recovery-oriented culture affirms that we take a whole-person 
view of health status that prioritizes an understanding of how interconnected the physical, 
behavioral and social elements of a person are to maintain health. It focuses on the needs of 
the whole person rather than just on the illness or unhealthy part of the body. The elements of 
our approach that make sure we holistically address each member’s needs include: 


 Using integrated assessments to gain a holistic view to identify the member’s physical, 
behavioral, environmental and social issues and needs (e.g., housing, education, 
employment, food security, personal safety and health literacy), including condition-
specific behavioral health screenings and more in-depth assessments by behavioral 
health clinicians, and identify barriers that could affect the member’s ability to access 
care 


 Performing sophisticated data analytics and predictive modeling of integrated physical, 
behavioral and pharmacy data that identifies members with comorbid or co-occurring 
conditions and ensures that behavioral risks are not masked or eclipsed by more costly 
physical health comorbidities 


 Implementing a UM Program that includes integrated policies, systems and processes 
(e.g., determining medical necessity) that assure a holistic evaluation of the 
appropriateness of medical and behavioral health care resources delivered to the 
member 


 Implementing a comprehensive service delivery system (e.g., providers, hospitals, 
clinics, community-based organizations) that provides an array of medical, behavioral 
and social services and supports to holistically address each member’s needs 


ADDRESSING THE COMPLEXITIES OF 


MULTIPLE COMORBID CONDITIONS 
It is critical that we identify members with emerging 
high-risk factors, complex or co-occurring conditions 
or high or inappropriate utilization, and target them 
with specific programs that complement our intensive 
care coordination and integrated chronic condition 
management programs. A growing body of evidence 
supports the use of such an approach to proactively 
understand the types and levels-of-care (LOC) 
coordination and case management “touches” that 
are required to alter repeated use of avoidable and 
high cost-utilization of services. Evolving research 
and experience have helped us to refine our 
understanding of levels and types of health behaviors 
and health care utilization that are “impactable” so 
that we can most effectively align care coordination 
models, provider network capacity and information 


Identifying Available Community 
Resources 


We provide care managers and CHWs 
a smartphone application that 
connects the member to relevant and 
available community resources that 
deliver food, housing, employment, 
energy, support groups, childcare, 
clothing and other services.  


Resources include a map, contact 
information, eligibility requirements, 
service hours, required items and 
other applicable information to 
facilitate a successful referral. 


Users can target cultural, linguistic 
and educational support for prevalent 
demographics, including rural areas 
where Medicaid populations struggle 
with numerous social barriers and 
health outcomes.  
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system supports based upon this population analysis. 


Through our systematic process, robust information systems and data analytics capacities, we 
begin to stratify and identify members for care coordination and case management 
engagement commensurate with their needs. We identify members who are at risk for clinical 
decline and individuals who are expected to continue to have high-cost medical, behavioral 
health and pharmacy utilization without intervention.  


ADDRESSING RELATED ISSUES 
Because social determinants are a significant driver of an individual’s health, we incorporate 
these elements into care planning, which includes identifying each member’s needs, barriers 
to accessing care and the community services and organizations that are available to the 
member. We add these community services and organizations as participants in the member’s 
care team and incorporate the services they provide into the member’s care plan.  


The socioeconomic information that we may obtain through the assessment process may 
include, education level, employment status, family history, living situation/housing, 
representative (caregiver) support, food security (e.g., having enough food for family), risks 
related to housing security, community and personal safety, awareness of available community 
resources, issues obtaining transportation and health literacy.  


Once the care manager gains a holistic view of the member’s needs and understands the social 
barriers to accessing care, the care manager helps the member overcome the barriers by: 


 Engaging CHWs from local neighborhoods to engage the services, supports and 
community resources that help the individual to overcome his/her barriers to accessing 
care 


 Empowering our care team staff with smartphone applications to connect members to 
relevant and available local social and community resources that deliver food, housing, 
employment, energy, support groups, child care, 
clothing and other services to individuals at risk for 
poor outcomes or inappropriate health care us. 


Engaging Community-based Organizations to Address 
Social Determinants 
Community-based organizations (CBOs) play a vital role 
in assisting with non-acute health issues, such as 
community living and employment supports and housing. 
We have significant national experience working with 
CBOs, such as supportive employment providers, 
supportive housing providers, homelessness service 
providers and organizations that help members meet daily 
needs (e.g., food insecurity, transportation) to deliver 
services and supports that promote improved health outcomes. We have developed best 
practices to identify and engage local CBOs in each of the state Medicaid programs we serve.  


We leverage national relationships, such as Project SEARCH, Continuum of Care (COC) 
agencies, Corporation for Supportive Housing (CSH) and Goodwill, to engage local 
organizations. Additionally, our Nevada leadership and community outreach teams conduct 


We are actively researching 
curriculum offerings to train 
direct care workers. We have 
a national relationship with 
Goodwill, and our intent is to 
identify the most effective 
curriculum and assist Goodwill 
with the resources needed to 
expand their services to help 
build capacity and expertise in 
the direct care worker 
workforce. 
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personalized outreach to local CBOs, such as county social service organizations, homeless 
alliances and organizations, community services agencies and food banks, to develop ongoing 
partnerships that provide needed services, supports and education to the members they serve.  


Through ongoing critical touch points, such as training, we continue to build relationships 
with CBOs and determine the extent of future partnerships, including formal contracting 
arrangements. 


Initiatives to Address Social Determinants in Nevada 
In the following sections, we describe two innovations we have implemented in other states to 
address the social determinants that affect the care of Nevadans, such as housing and 
employment.  


Housing  
Our own data and national statistics demonstrate that lack 
of housing is a predictor for high health care utilization. 
For example, our 2016 analysis showed 600 homeless 
members in Nevada are driving more than $11 million in 
health care costs. Our experience working with Clark 
County Social Service to access grant funds through 
Healthy Living to place Nevadans in permanent, supportive 
housing gives us firsthand knowledge of the critical need 
for housing faced by Nevadans.  


In addition to employing a housing navigator in Nevada, 
we pursue a contractual relationship with the COC 
agencies in Reno and Las Vegas and the Balance of State 
agency. These contracts allow the agencies to share data 
from their Homeless Services Management Information 
Systems (HMIS) that we can compare to member eligibility 
to further identify members who are homeless and using social services. Once identified, we 
work with the COC to help us locate and connect to the member.  


We have established contracts in Texas and are in negotiations in Nebraska and Rhode 
Island. We have worked with HUD to establish contracts that meet the COC needs while 
maintaining HIPAA requirements. We work with the COCs to create specialized programs for 
persons who are homeless and are frequent users of health care and social services to help 
stabilize these members and help them begin to get care in the appropriate setting rather than 
in ERs. 


In addition, we leverage our national partnership with CSH 
in Nevada. We have had a national contract with CSH for 
the past three years. CSH in Nevada assists us with 
convening property owners and developers to explore 
existing and new opportunities for housing and housing 
support, along with creating a housing master list, and 
identifying funding sources for vouchers. We continue to 
explore opportunities to support the building of capacity for 
affordable housing through investment in the Low Income 


As we provide in other states, 
we will employ a housing 
navigator in Nevada who has 
extensive local housing 
experience and contacts. The 
housing navigator supports 
our local health plan staff as 
they work with members who 
are homeless or precariously 
housed. In addition, the 
housing navigator establishes 
ongoing external contacts 
with housing authorities, 
public housing, local 
landlords and homeless 
services agencies, including 
COC agencies.  


As we do in many states, we 
work closely with the three 
Healthcare for the Homeless 
FQHCs located in Las Vegas 
and Reno. We are exploring 
ways to collaborate with their 
street outreach and work in 
the local shelters.  
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Housing Tax Credit program. As we have done in Texas, New York and Wisconsin, we help 
fund new projects or renovations of housing that guarantee affordable rates for low-income 
families and individuals. We also participate in state-based Permanent Supportive Housing 
Institutes. 


Employment  
We know that employment leads to improved behavioral health along with decreased reliance 
on social services. We have a national partnership with Project SEARCH, an employer-led 
high school transition program. There are three existing Project SEARCH sites currently in 
Las Vegas. We extend the email-mentoring program that we developed in coordination with 
Project SEARCH teachers and job coaches to these sites. The email-mentoring program 
matches our staff with interns for one year.  


Teachers establish weekly learning goals for the interns, they email the mentors and mentors 
respond, copying the teacher so that he/she can create a learning moment for the intern. The 
project increases computer skills (a frequently needed job skill) and focuses on connecting 
participants with a mentor who shares some insights on the hiring process, such as preparing 
for an interview. We serve as a Project SEARCH host site in Texas and we are preparing to 
implement a new program in Arizona in 2017. 


GEOGRAPHICALLY BASED CARE MANAGER FOR IN-PERSON ASSISTANCE 
Our integrated, field-based, team approach to case management and care coordination 
provides the right mix of skills and expertise to deliver targeted services and supports to meet 
each member’s unique needs. We incorporate a local approach that geographically disperses 
care managers across the state and locates care managers in the communities where they live 
and serve our members. This enhances the care manager’s ability to understand the needs of 
his/her members and his/her ability to help 
members navigate community resources and 
services due to his/her working knowledge of the 
community and its resources.  


As we have in other programs, we have placed 
field-based care managers in strategic areas of 
Nevada, such as hospitals and clinics, to support 
discharge planning, care transitions or to 
provide case management to address specific 
member needs, such as high-risk OB care 
managers to manage the care of members 
experiencing high-risk pregnancies.  


We supplement the efforts of our care managers 
with CHWs, who also live and work in the 
communities they serve. CHWs play a valuable 
role in our case management program by using 
their knowledge of the community and its 
resources to locate and engage members, develop 


Community health workers: 


 Make home visits to assess member 
needs 


 Encourage continuity of care with 
PCPs 


 Facilitate appointment-keeping 
 Educate members on how to navigate 


through the health care system and 
access the Telephone Advice Nurse 
(TAN) 


 Provide support and advocacy during 
medical visits 


 Work with children and their parents 
to reduce preventable ER visits 


 Provide information on available 
community resources 


 Educate members on available 
transportation options 
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a more personal peer-based connection, connect members to their PCP and coordinate 
appointments, remove barriers to care, and link members to services and community supports 
that optimize outcomes in the member’s care plan.  


Conducting Home Visits of Recipients Identified as High-Risk for Serious Health, Safety 
and Welfare Issues 
Through our field-based care teams, we are prepared to conduct home visits within 48 hours 
of any request from the director of DHHS or the administrator of DHCFP. We have 
substantial experience conducting home visits and attending physician appointments with 
high-risk members, when indicated. Community-based care managers and CHWs understand 
the culture of specific areas and are adept at interacting appropriately with diverse members. 
These team members evaluate and work with the member to resolve serious health, safety and 
welfare issues, by engaging appropriate stakeholders as necessary.  


Making a Home Visit to Address a Member's Physical, Emotional and Psychosocial Needs  
In 2015, our Nevada member with chronic inflammatory demyelinating polyneuropathy (CIDP) was 
engaged in case management with a social worker for personal care assistant (PCA) services and 
assistance completing an application for disability insurance. After an extensive phone conversation, the 
social worker determined there were medical needs and enlisted the help of an outpatient RN care 
manager. The team performed a home visit to identify the member’s physical, emotional and 
psychosocial needs. The joint home visit allowed for a comprehensive assessment of the member’s and 
her caregiver’s needs.  


Shortly after the home visit, the member was admitted to the hospital, and transitioned to inpatient care. 
The team was able to coordinate her medical needs with our inpatient care manager. While hospitalized, 
and in accordance with the member’s stated care goals, education on palliative and hospice care was 
administered. Upon discharge, she returned home under hospice care.  


The story of this home visit presents collaboration among the social worker, outpatient RN care manager, 
inpatient care manager, the member’s support person and the member. Through this collaboration, a 
trusting relationship was established between all involved parties and the member was able to have her 
care goals carried out with a seamless and dignified journey through the health care system.  


TRAINING STAFF AND RECEIVING AVAILABLE TECHNICAL ASSISTANCE 
Staff influencing member care must have the requisite knowledge and skills to meet the 
diverse and unique needs of our members across a spectrum of services and supports, 
including type of specialty services and level of intensity. We train new and existing staff using 
a tiered approach that includes classroom instruction, web-based tutorials, role-playing, 
shadowing senior staff and on-the-job training. We have numerous on-the-job tools to assist 
care managers and other staff while they are in the field, such as standardized checklists and 
screening and assessment tools.  


Training is required for new staff and at least annually 
thereafter. We require Nevada employees to complete 
contract-specific training that provides: 


 A comprehensive overview of the program and 
requirements 


 Contractual and regulatory requirements 
including fraud, waste and abuse (FWA) 


 Non-discrimination 


 Population health including behavioral health and medical cross-training 


We employ a dedicated RN 
training coordinator in 
Nevada to develop and 
deliver initial and ongoing 
education and training of 
new and established clinical 
employees in our continuity 
of care department. 
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 Consent decrees, adverse actions, complaints and appeals 


 Covered benefits 


 Fines and penalties 


Employees are educated and trained on HIPAA validation and contract-specific reporting 
requirements for privacy breaches. As we have in many states, we developed our curriculum 
specifically for Nevada to give our staff the opportunity to truly understand the demographics 
of the state and relate to the specific member populations to promote cultural competency. 


Our comprehensive training curriculum includes a well-defined set of topics to facilitate 
understanding of each program requirement and clinical protocols. They provide our staff 
with a holistic understanding and insight into the cultural and care needs of the populations 
we serve. Our RN training coordinator facilitates our training programs for both current and 
new staff, using classroom, web-based, role-playing and person-centered teaching approaches. 
We have also developed numerous tools to help member advocates while they are on the job. 
For example, we created a “Crisis Call Job Aid” as a 
reference guide for staff to quickly refer to during a crisis. 


Our comprehensive training program facilitates 
understanding of the Nevada Medicaid and Nevada Check Up 
Programs requirements and provides a holistic understanding 
of the unique needs of the members enrolled in these 
programs. The clinical leadership team has collaborated with 
the RN training coordinator to develop a comprehensive 
training curriculum for all care managers and care 
management staff. Training is a fluid process that requires 
continual review and revision for the most current, up-to-date 
content, and ensures all care managers and staff receive 
thorough and ongoing training.  


The following is an overview of our robust, multifaceted care-
coordination training program that we tailor to the position 
and needs of our members in the Nevada Medicaid and 
Nevada Check Up Programs.  


Program-Related Training Administrative-Related Training 


Three-week series of training modules followed by three to five weeks in the field with senior staff 
to align with member and caregiver market needs. Includes access to a clinical reference library of 
information for additional or refresher information. 


Orientation/Initial Core Training for Care Coordination Staff 


 Introduction to our company, managed care 
and the Nevada Medicaid and Nevada Check 
Up Programs, including populations served, 
member benefits, covered and non-covered 
services, and coordination between systems  


 Carved-out services, and collaboration with 
home and community-based service (HCBS) 
care managers 


 State, federal and contractual requirements 


 Introduction to our local health plan 
departments including member services; 
Telephone Advice Nurse Service; provider 
relations; utilization, care, medical and quality 
management; and information technology 


 Member Handbook, Provider Directory, web-
based member and provider portals 


We understand DHCFP may 
offer technical assistance as 
part of training for a key 
component of the Nevada 
Medicaid and Nevada Check 
Up Programs, such as 
particular populations, 
covered benefits or program 
changes. Under the 
oversight of our director of 
Nevada medical and clinical 
operations, our RN training 
coordinator, working in 
conjunction with health plan 
leadership and subject 
matter experts, may 
incorporate this training into 
our training curriculum, as 
appropriate. 
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Program-Related Training Administrative-Related Training 


Three-week series of training modules followed by three to five weeks in the field with senior staff 
to align with member and caregiver market needs. Includes access to a clinical reference library of 
information for additional or refresher information. 


 Continuity of care including member’s ability 
to stay with existing in-network and out-of-
network providers 


 Collaborating with State agencies 


 Integrated model: care coordination, disease 
management, health home, patient-centered 
medical home 


 Provider types including specialty, availability 
and accessibility 


 Member demographics and at-risk conditions 
(e.g., neglect, physical or sexual abuse, 
parental substance abuse or behavioral 
health, and separation or loss associated with 
out-of-home care) 


 Symptoms and treatment of medical and 
behavioral health conditions in the foster care 
population 


 Medication management and member 
medication adherence 


 Transition support training to help youth 
transition from foster care to independence, 
including developing a transition plan, 
helping the member build a support network, 
and working with public and private 
community agencies to enhance available 
services and supports  


 Person-centered planning, such as identifying 
the individual’s specific nonmedical goals 


 Holistically assessing and engaging the 
member in maintaining or improving his/her 
lifestyle 


 System-of-care principles 


 Pharmacy services including formulary, 
preferred drug list (PDL), and 72-hour supply 
requirements 


 Care coordination processes including 
referral and reciprocal sharing of information  


 Integrated screening and assessment tools 


 UM guidelines, clinical practice guidelines 
and evidence-based practices 


 Compliance including FWA 


 Confidentiality and HIPAA 


 Reciprocal sharing of information 


 Referral processes 


 Authorization requests 


 Access to and documentation in our care 
management platform 


 Website availability for member/caregiver, 
transitioning youth and provider information 


 Complaint and appeal processes including 
the role of the ombudsman team 


 Provider reporting and incentive programs 


 Provider claims, complaints and appeals 


 Quality assurance and performance 
improvement 


 Advisory groups and committees 


 Available local and statewide resources 


 Vital timelines in the evaluation and delivery 
of services to members  


 Cultural, linguistic, gender, sexual orientation 
or gender identity, socioeconomic, spiritual 
and disability diversity, and sensitivity 
including state agency expectations 


Ongoing, Ad Hoc and Annual Training  


 Program, policy and procedural changes such as changes related to care coordination, our care 
management platform clinical practice guidelines and medication utilization review program	
 State, federal and contractual requirements 
 Member benefits/covered services changes 


 Performance improvement initiatives 


 Significant provider network changes 


 Provider profiling and reporting 


 Website changes 


 Community resources updates 


 Compliance including FWA 


 Cultural, linguistic, gender, sexual orientation or gender identity, socioeconomic, spiritual and 
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Program-Related Training Administrative-Related Training 


Three-week series of training modules followed by three to five weeks in the field with senior staff 
to align with member and caregiver market needs. Includes access to a clinical reference library of 
information for additional or refresher information. 


disability diversity, and sensitivity including state agency expectations  


Clinical Reference Library 


 Web-based job aids, presentations and quick reference guides	
 Bulletins and newsletters regarding key processes or theories in care coordination 
 In-person and webinar-driven training for program changes or process improvements  


 Care coordination weekly training through supervision, team meetings and clinical rounds 


 In-person monthly staff trainings and monthly bulletins communicated via email for all staff  


 Reminders of key processes or theories in care coordination  


 Latest research on best practices for supporting children in foster care and adoption support 


Upon completion of initial training, care manager supervisors perform ride-alongs and 
conduct monthly one-on-one meetings with care managers to ensure compliance with case 
management processes. Each week, our clinical staff participates in a “Time to Connect” 
meeting with our director of medical and clinical operations to share updates and answer 
questions.  


As we have in other states, we have implemented a mentor program that uses experienced 
LSWs and RN care managers to serve as mentors to new licensed social workers and RN care 
managers to precept them in conducting home visits and performing functional assessments. 
Care manager supervisors also complete quarterly case reviews and care managers complete 
annual inter-rater reliability (IRR) testing to confirm adherence to coordination requirements. 


ADHERING TO SYSTEM OF CARE VALUES AND PRINCIPLES 
Our continuity-of-care system is built on the foundation of System of Care core values and 
provides System of Care-informed, cost-effective, quality care that coordinates integrated 
physical, behavioral and social services to provide members with access to optimal care—the 
right care, from the right providers, in the right place, at the right time. Similar to Stroul’s 
Guiding Principles for System of Care found in Attachment V, we help maintain each member 
in the safest, least restrictive setting of his/her choice, and reduce the likelihood the member 
inappropriately uses health care services by engaging him/her in person-centered care 
coordination activities. Some examples of the ways our system adheres to system-of-care 
values include: 


 Implementing evidence-based assessment tools and a person-centered care planning 
process that identifies each member’s unique potential, strengths and needs, and 
respects the member’s role as the primary decision maker in the planning process. We 
empower each member to actively participate and make decisions and choices about 
his/her care and services in meaningful ways with the support of his/her care manager 
and his/her chosen interdisciplinary care team (ICT). 
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 Collaborating with the member and his/her family to understand his/her goals, 
including the member’s ability to live in the safest, least restrictive setting of his/her 
choice. This includes assessing his/her ability to perform activities of daily living 
(ADLs) and functions (e.g., toileting), reviewing his/her housing situation, and 
understanding caregiver and service needs. We 
work with the member and his/her family and 
support system to develop a care treatment plan 
that identifies the services and supports, 
including community-based services, the 
member needs to support that choice. We 
coordinate the delivery of those services and 
monitor the member’s progress to verify he/she 
is experiencing improved health outcomes, and 
for indications that the member’s health status 
has changed, such as verbal intent, a 
hospitalization or loss of caregiver support. 


 Developing an array of medical, behavioral and 
social services and supports to holistically 
address each member’s needs, delivered through 
a comprehensive service delivery system 
comprising PCPs, PCMHs, ACOs, national and local community-based partners, 
hospitals, community-based clinics, school-based health clinics, state medical schools, 
employment providers, supportive housing providers, homelessness service providers, 
county social service organizations, homeless alliances and food banks. 


 Implementing evidence-based, nationally recognized health care policies, clinical 
guidelines and review criteria to support the delivery of appropriate care in the most 
appropriate setting at the appropriate time. Our guidelines standardize care 
management decisions regarding the most appropriate and available level of care 
(LOC) needed to treat a member’s presenting problems, while providing the flexibility 
to address individual needs. 


 Delivering quality outcomes by incorporating: 


 Continuous accountability and quality improvement mechanisms that track, 
monitor and manage the achievement of system of care goals 


 Commitment to the system of care philosophy 


 Quality, effectiveness and outcomes at the system level, practice level and member 
level 


We do this through our integrated QI, UM and continuity-of-care programs that 
provide oversight, tools and provider engagement programs to continuously monitor 
the effectiveness of our case management programs.  


 Delivering services and supports within the least restrictive, most normative 
environments that are clinically appropriate. Our behavioral health crisis system of 
care provides alternative paths to care for those individuals presenting in crisis to ERs, 
through 911 or who are encountered in the community and require police or fire 
intervention. Our crisis system of care integrates various programs to meet the member 


Care managers apply evidence-
based criteria using MCG to 
develop best practices for 
member care and improve the 
quality of care delivered to 
members, including educating 
members so they can make 
decisions about appropriate health 
care interventions to address their 
specific circumstances. MCG 
provides our care managers with 
educational tools and a summary 
of the relevant medical literature 
to help care managers guide 
member care. 
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where he/she is when the crisis presents itself. It provides services 24 hours a day, 
seven days a week, such as crisis counseling, crisis stabilization programs and 
behavioral-health inpatient case management to reduce non-emergency hospital visits, 
inappropriate behavioral health and substance abuse admissions, and readmissions, 
and improve the member’s access to the least restrictive, clinically appropriate care.  


USING EVIDENCE-BASED PRACTICES FOR INDIVIDUALIZED SERVICES 
Our case management program is supported by evidence-based, nationally recognized health 
care policies, clinical guidelines and review criteria, which influence care decisions to support 
delivery of appropriate care in the most appropriate setting at the appropriate time. Our 
guidelines standardize care management decisions regarding the most appropriate and 
available LOC needed to treat a member’s presenting problems, while providing the flexibility 
to address individual needs.  


We use evidence-based, nationally recognized MCG criteria for adult and pediatric homecare, 
acute care and rehabilitative care services that span the continuum of care. MCG allows for a 
consistent, evidence-based medicine approach for clinical reviews and member education 
tools. We use nationally recognized Mihalik Group Medical Necessity Manual for Behavioral 
Health (Mihalik), which addresses all LOC for behavioral health and substance related care. 
We use the American Society of Addiction Medicine (ASAM) criteria for substance use 
disorders (SUDs). The guidelines provide objective and evidence-based admission and 
continuing stay criteria for behavioral health, SUD and community support services.  


We follow nationally recognized components for chronic disease interventions, including 
population identification/stratification processes, collaborative practice models, member self-
management education processes, evidence-based practice guidelines, process and outcome 
measurements, and internal QI processes. These are the guiding principles that we have 
established as the strategic approach for addressing individualized service needs for members. 
We assess the characteristics of the population and ensure the initiatives and programs we 
have established are holistic in nature and empower members to be active participants in their 
health care. Considerations include: 


 Interventions that can promote effectiveness of care 


 Interventions that can yield evidence-based results 


 Potential for improved quality of life 


 Initiatives that cross multiple disease categories 


 Ability to enhance or influence provider effectiveness 


We have evolved our approach for member engagement and success by using evidence-based 
practice models as the foundation for follow-up after hospitalization, based upon the Coleman 
model—focusing on the post-hospital engagement with PCP follow-up, medication 
reconciliation and member awareness of red flags.  


Our member education/newsletters use evidence-based guidelines to develop educational 
content on topics such as diabetes, asthma and tobacco cessation that is scientifically sound, 
linguistically and culturally appropriate, and meets the literacy requirements.  
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As clinical practice and preventive health guidelines are systematically developed, evidence-
based statements help providers make decisions about appropriate health care for specific 
clinical circumstances leading to individualized care and services for the member.  


We adopt clinical practice and preventive health guidelines from recognized sources as 
defined by the NCQA and Utilization Review Accreditation Commission (URAQ). We 
encourage providers to use relevant evidence-based practice approaches by disseminating 
materials through a variety of sources, as we discuss in our response to RFP Section 
3.10.20.I.2.  


We have developed specific evidence-based disease management interventions and proprietary 
strategies to maximize success for members with chronic conditions. Our clinical experts 
incorporate current clinical practice guidelines and recommendations from professional 
organizations (e.g., American Diabetes Association, National Heart, Lung and Blood 
Institute; Disease Management Association of America, the American College of Obstetricians 
and Gynecologists and the Agency for Healthcare Research and Quality) into our disease 
management education program. 


3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the 
care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive 
services. The Vendor’s case management program must include, at a minimum, the following: 


We provide case management services to members that meet certain criteria, discussed 
throughout this section, including those members with specific diagnoses identified by 
DHCFP in RFP Section 3.10.20.2.H (e.g., congestive heart failure) and those who require 
high-cost (over $50,000) or extensive services. Our program supports effective identification of 
populations with different risk profiles so we can develop specific case management 
interventions. We have implemented a population-health management approach, discussed in 
our response to RFP Section 3.10.20.1.A that stratifies the health risk and helps us understand 
the characteristics, needs, clinical, social and financial circumstances of the entire group of 
members we serve. Our approach incorporates integrated initial and comprehensive 
assessments, analysis of internal and external data, and proprietary algorithms, discussed in 
our response to RFP Section 3.10.20.2.A, that can predict which members are expected to be 
persistently high-cost with extensive services year-over-year without care management 
intervention. These members are included in case management outreach. 


As we discuss throughout our responses to RFP Sections 3.10.20.1 and 3.10.20.2, our case 
management program comprises policies, procedures and criteria developed based upon 
evidence-based guidelines that: 


 Identify members for engagement in case management 


 Holistically assess their needs, goals and preferences for care delivery 


 Develop a comprehensive, integrated care treatment plan 


 Implement, authorize and coordinate the services and supports in the member’s care 
treatment plan 


 Integrate with the services of others involved in the member’s care 


 Monitor the member’s progress 


 Adjust the care treatment plan to meet the member’s ongoing needs, as needed 
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A. Identification of recipients who potentially meet the criteria for case management; through health risk 
assessment and tailoring care management programs to the recipients need, respecting the role of the 
recipient to be a decision maker in the care planning process.  


HEALTH RISK ASSESSMENT  
During outbound welcome calls, member advocates engage new members and encourage them 
to complete and return the health risk assessment included in their new member welcome 
packet. To help determine if the member meets the criteria for case management, the health 
risk assessment asks members about hospitalizations; ER utilization; diagnosis, including 
pregnancy; vaccinations; well-child visits; and dental care.  


Once the member has returned the completed assessment to us, a CHW reaches out to the 
member to discuss the submitted information. During this discussion, the CHW is looking for 
indications (e.g., multiple or chronic conditions) that the member should be referred to one of 
our programs, such as disease management, health education and wellness, behavioral health 
or case management.  


If the CHW’s engagement with the member and review of the health risk assessment indicates 
a positive screen for case management, the CHW refers the member to our case management 
team. An RN care manager contacts the member to determine if the member meets the criteria 
for case management and, if so, the care manager facilitates the admission process, including 
conducting a comprehensive assessment of the member’s needs and begins care planning.  


CRITERIA FOR ENGAGEMENT IN CASE MANAGEMENT 
We have defined levels of case management that align with the intensity of care coordination 
required to address the various types of health issues, risks and supports required (based upon 
current and evolving evidence about approaches to complex case management for specific 
populations).  


Our blended identification and stratification process includes medical claims data; behavioral 
health claims data; pharmacy cost data and specialty cost and claims data. We are also 
evaluating and piloting the inclusion of social determinants of health in our algorithm-based 
stratification process. In review of the literature, social determinants affect 40 percent of 
health outcomes and include environmental, health and health care, social and community 
connections, education and economic stability. We define members with emerging risk and 
members with high risk as follows: 


 High risk: In addition to using DHCFP’s criteria, including members with specific 
diagnoses identified by DHCFP in RFP Section 3.10.20.2.H and those who require 
high-cost (over $50,000) or extensive services, we identify members with the highest 
total cost of care and other specific claims drill-downs that are predictive of high 
utilization from year-to-year. We generate a risk score for each member and stratify the 
member according to cost. We then segment the scores into high-risk (top 2 percent) 
and emerging-risk categories. Our stratification process analyzes gender, age, other 
demographic variables, future inpatient risk, prior year total cost of care spending, 
acute inpatient admissions, ER visits and total chronic conditions, and individuals with 
any combination of 178 chronic conditions.  


 Emerging risk: Emerging risk members have impactable opportunities that are likely to 
be in the top 15 percent of health care costs in the next 12 months. These members 
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experience a greater likelihood of future risk for inpatient admission, along with a 
probability of remaining in the top 15 percent of cost the next year.  


Based upon these criteria, in addition to the threshold’s established by the State in RFP 
Section 3.10.20.1 (those who require high-cost or extensive services) and the specific 
conditions identified in RFP Section 3.10.20.2.H (e.g., AIDS), members that may be eligible 
for engagement in case management include those individuals with complex health care 
needs, such as: 


 Members with high-cost and frequent utilization patterns (e.g., members who have 
been hospitalized and/or used the ER frequently and/or are using multiple and 
potentially high-cost medications) 


 Members diagnosed with neurological diseases (e.g., multiple sclerosis) and spinal cord 
injuries 


 Members diagnosed with new or recurrent cancer 


 Members with complex endocrine disorders, such as adrenal disorders 


 Members with multiple diagnoses who are seeing multiple specialists and require 
coordination of care 


 Members with advanced or complex liver disorders (e.g., hepatitis with complications) 


 Members with advanced gastrointestinal disorders (e.g., Crohn’s disease with 
complications) 


 Members who have experienced severe trauma (e.g., burns, motor vehicle accidents) 


 Members with chronic illnesses who may or may not also be managed by our disease 
management program, including members with AIDS 


 High-risk children and adolescents (e.g., extremely premature infant, congenital 
anomalies, cancer, complex neurological disorders, cardiac disorders, complex 
diabetes, severe asthma or complex gastrological or urological conditions) 


 High-risk pregnant women (e.g., multiple birth gestation, maternal endocrine 
disorders, maternal cardiac disease, congenital anomalies, at risk of premature 
delivery, mental health issues, maternal drug use or other high-risk diagnoses) 


 Members with complex medical and psychosocial issues who are referred to the case 
management program 


TAILORING CASE MANAGEMENT PROGRAMS TO THE RECIPIENT’S NEED 
As described in the following sections, we have developed case management programs that 
correspond to the individual’s needs and provide a matching intensity (e.g., care coordination, 
complex case management) and focus (e.g., high-risk OB case management, pediatric case 
management, behavioral health complex case management [BHCCM]) of support. We also 
provide case management programs that manage member care during care setting transitions, 
such as inpatient case management and transitions case management. However, regardless of 
the case management program in which the member is engaged, our care planning approach 
empowers each member to actively participate and make decisions and choices about his/her 
care and services in meaningful ways. The member’s particular goals, needs and preferences 
are documented in the member’s individualized care treatment plan, and they are reflected in 
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the case management activities, services and supports tailored to what is important to the 
member. 


Care Coordination  
Our care coordination program addresses the needs of members with emerging risk factors 
(e.g., chronic illness, high risk of experiencing adverse health outcomes, complex chronic or 
comorbid conditions or high utilization of inpatient or ER services). We promote member 
engagement with a team-based integrated primary care practice. We implement programs that 
optimize the health and well-being of the member, in addition to the supports provided to all 
members, discussed previously.  


Complex Case Management 
Complex case management is the highest LOC coordination that we provide for our most 
medically complex members. The goal of complex case management is to help members regain 
optimum health or improved functional capability, in the right setting and in a cost-effective 
manner.  


For members with high-risk factors (e.g., members with congestive heart failure or asthma, or 
members with who are expected to continue to have high-cost utilization without intervention), 
we promote member engagement with a primary care practice, such as an advanced provider 
practice with an integrated behavioral health team, to coordinate their complex health care 
needs. We conduct the activities we provide to members engaged in care coordination (e.g., 
identify and remove barriers to accessing care) and provide the supports provided to all 
members, as discussed previously.  


Through our collaborative, iterative complex case management process, presented in the 
following graphic, the care manager: 


 Assesses the member’s condition 


 Identifies each member’s needs, goals and preferences for care delivery 


 Collaborates with the member to develop a care treatment plan 


 Coordinates the delivery of services and supports to meet those needs 


 Identifies and helps resolve social barriers to care 


 Monitors the member’s progress toward achieving his/her goals 


 Monitors for changes in health status, gaps in care and non-adherence to the care 
treatment plan 


 Monitors “trigger events,” such as inpatient admissions and manages transitions of 
care 


 Confirms that the member is experiencing improved health outcomes 
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Figure 18. Core Complex Case Management Process. The care manager implements this process to create each member’s 
comprehensive care treatment plan, implement needed services and supports and monitor the member’s progress, ensuring we 
deliver the right care, from the right providers, at the right time. CHWs support the efforts of the care manager by engaging 
members where they live to close gaps in care, connect members with their PCP and help members overcome barriers to accessing 
care.  


Customized Approaches to Complex Case Management 
Core to our complex case management approach is sustained direct engagement with 
members through a care management team, led by an RN care manager, which may include a 
licensed-behavioral health clinician, an LSW and a CHW. This arrangement provides flexible 
care coordination from the team member best suited to deliver targeted interventions to meet 
the member’s needs. Our complex case management department provides customized complex 
case management programs to meet the diverse needs of our members with complex needs.  


We offer four programs, each built on our core complex case management process and 
operating under the general principles of our corporate values, but with a distinctive focus to 
support and manage their unique member populations. They include adult, pediatric, high-
risk obstetrics and BHCCM. It is important to recognize that each program requires a well-
trained RN case management staff that has in-depth knowledge and experience of the needs of 
the members in each program to effectively manage their unique needs.  
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When a member is referred to complex case management, the routine management of the 
primary care process has been exhausted, thus requiring a much more specific clinical focus. 
Comparatively, most medical management of any member is well achieved by the PCP, but as 
the complexity and uniqueness of an illness or injury 
increases, high-touch engagement is required. This 
includes the engagement of a range of specialists and 
subject matter experts, in collaboration with the PCP, 
who know how to refine or pinpoint the issues that 
prevent positive outcomes for the member. This is the 
arena of complex care, in the world of case 
management. 


Adult Complex Case Management 
Adult complex case management provides focused 
care for the adult population within our health plan. 
A care manager with clinical expertise in adult care 
needs is assigned to each member. The care manager 
directs the ICT and collaborates to develop the care 
treatment plan. We dedicate resources to meet the unique needs of adult members, such as a 
social worker who can provides support to members with end-stage renal disease (ESRD). We 
also employ our social workers who conduct an in-home functional assessment for adult 
members. The assessment helps to determine if the member meets criteria for personal care 
assistance to support ADLs so the member can remain safe in his/her home. The care 
manager provides telephonic and face-to-face engagement, as needed, to perform activities, 
such as: 


 Comprehensive assessment of the member’s needs using an adult comprehensive 
assessment that has been designed for individuals over 18 years of age 


 Update medical and clinical history 


 Coordinate the delivery of services specific to adults, such as colonoscopies and 
mammograms 


 Perform medication reconciliations  


 Assess the need for supportive equipment for the member to remain in his/her home 


 Identify and engage formal and informal caregiver resources 


 Assess behavioral health status/cognitive functioning 


 Assess financial issues and social history 


 Engage community-based resources to support the needs of adult members  


Pediatric Complex Case Management  
Pediatric complex case management provides focused care to the pediatric population. A child 
with special health care needs (CSHCN) may access services through multiple avenues. A care 
manager with broad experience in pediatric care needs is assigned to each member/family to 
help them navigate those avenues and obtain care and services. The care manager regularly 
communicates with the family, stays abreast of changing family needs and signs of caregiver 
burnout, and ensures all available resources are used to meet the needs of the child and the 
family. The care manager addresses the clinical as well as psychosocial needs of the child and 


CHWs play a valuable role in our 
approach by providing face-to-
face engagement, establishing 
relationships, maintaining 
connections, and linking members 
to services and supports that 
remove barriers to care. The care 
manager involves CHWs and peer 
supports to engage and support 
members, as needed, to foster the 
relationship of the member with a 
primary care practice and 
encourage the participation of the 
member as a full partner in all 
aspects of care planning. 
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family. The care manager provides and completes ongoing outreach, monitoring and tracking 
for CSHCN. The care manager provides telephonic or in-person engagement to perform 
activities, such as: 


 Advocate on behalf of the child in full partnership with the parents or guardians of the 
child  


 Comprehensive assessment of the child’s needs using the pediatric comprehensive 
assessment tool that has been designed for individuals under the age of 18 


 Collaborate with the member, family, PCP and providers to develop a comprehensive 
care treatment plan for each child that includes achievable goals and meets the child’s 
needs 


 Educate the member and family about the child’s medical condition and how the RN 
can help them manage the condition, including discussing the PCP’s recommended 
treatment options 


 Coordinate the delivery of services specific to children, such as well-child visits or 
immunizations 


 Incorporate externally developed care plans, such as an Individualized Family Services 
Plan (IFSP) implemented by Early Childhood Intervention Services through NEIS and 
the Division of Child and Family Services (DCFS), into the assessment and care 
planning process  


 Provide ongoing case management activities, including monitoring the child for 
continued improvement and stability and authorizing required services, such as private 
duty nursing  


Managing the Care of a Pediatric Member with Complex Needs 
Our Nevada member, who is now 9 years old, was originally managed by our NICU case management 
team when he was born at 33.5 weeks gestation and diagnosed with respiratory distress syndrome and 
drug withdrawal. Our NICU case management team successfully managed his conditions and he was 
discharged home with his grandmother who became his legal guardian. Due to his complex needs, he 
received pediatric complex case management. At 11 months of age, he was diagnosed with Blount’s 
Disease. Our team collaborated with his PCP and specialist providers to coordinate his treatment, which 
included leg braces and subsequent surgeries on his lower extremities.  


As this little boy moved from infancy to adolescence, he was diagnosed with asthma, sleep apnea, pre-
diabetes, attention deficit hyperactivity disorder, mild mental retardation and autism spectrum disorder 
(ASD). Our pediatric complex case management team continues to collaborate with his grandmother, 
PCP and specialist providers to manage his complex needs. The team has engaged our health educators 
to teach management of asthma and pre-diabetes and appropriate nutrition. Our pediatric team recently 
referred the child to our applied behavior analysis (ABA) therapy program to address his autism. Our 
team continues to coordinate this child’s care to meet his complex needs and monitor his progress. 


Prenatal Outreach and High-Risk Obstetrician Case Management Program 
Our prenatal outreach and high-risk OB (HROB) case management program promotes 
healthy birth outcomes for pregnant members. We take affirmative steps to identify pregnant 
members early in their pregnancy and assess and risk stratify those members, enabling 
prospective outreach and education and engagement in our high-risk OB case management 
program, as needed. We proactively identify pregnant members through state enrollment files; 
lab, physician and pharmacy claims analysis; the new member welcome call, member 
completion of the Health Survey form; provider referrals; OB/GYN provider completion of the 
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Maternity Risk Assessment at a first pregnancy visit; member self-referral; or referral by a 
health plan employee. 


Once enrolled in the program, we provide written educational materials and incentive 
programs, and engage members through outreach staff and OB-experienced care managers 
specifically assigned to coordinate the health care and services of members who are pregnant. 


Dedicated outreach staff. We have a dedicated team of outreach staff and OB-experienced 
care managers specifically assigned to facilitate the health care and services for pregnant 
members. Our staff engages pregnant members to identify high-risk needs and to make certain 
that all of their health care and services are coordinated. In addition, we educate members 
about our available incentive programs. For members that are not experiencing a high-risk 
pregnancy, our outreach staff continues to contact and monitor them throughout their 
pregnancy. We provide follow-up with safe sleep education and continue to bring awareness to 
the importance of completing their postpartum visits. We also promote our health, education 
and wellness programs related to pregnancy/lactation. 


Educational materials. We send all pregnant women our prenatal packet, written in English 
and Spanish, which includes informational booklets, brochures and flyers (e.g., on topics such 
as care seat safety, nursing, pregnancy warning signs, pregnancy case management, member 
services contact info, rewards and incentive flyers and more). Once the member has delivered, 
we send a postpartum packet, written in English and Spanish, which includes informational 
brochures, flyers and letters (e.g., information on notifying Division of Welfare and 
Supportive Services, postpartum care, birth control options and more).  


Incentive program. We offer an all-encompassing incentive program for our pregnant 
members that engages them and encourages completion of their prenatal visits. Incentives 
include: 


 A free Graco Pack ‘n Play® when they complete 81 percent or more of their required 
prenatal visits 


 A free pack of diapers when they complete their postpartum visit within 21 to 56 days 
after their delivery 


 A $25 postpartum incentive to OB/GYN providers when a member completes her 
postpartum visit 21 to 56 days after the delivery date 


High-Risk OB (HROB)case management. For members who are experiencing a high-risk 
pregnancy, HROB case management provides a collaborative set of interventions and 
activities, including assessment, education, communication, planning, facilitation, care 
coordination, evaluation and advocacy for services that addresses their health care and 
preventive service needs. It improves the quality and cost-effectiveness of maternity care, 
improves birth outcomes and provides continuity of care for all concerned.  


In addition to the programs discussed previously, we assign the member to an OB-experienced 
high-risk care manager who lives in the member’s geographical area to collaborate with the 
member, the member’s OB/GYN provider, service providers and community-based 
organizations. The HROB care manager: 
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 Collaboratively develops a care treatment plan 
tailored to meet the member’s unique needs, with 
interventions targeted to improve maternal and 
infant outcomes, such as providing prenatal care, 
addressing risk factors and treatment, educating 
the member on mom and baby care, providing 
nutritional counseling and addressing postpartum 
needs. The care manager evaluates the member for 
history of preterm labor and coordinates with the 
OB/GYN provider to initiate the 17P Makena 
protocol.  


 Screens the member for any history of substance 
use and/or depression. The HROB care manager 
continues to screen the member throughout the 
pregnancy and postpartum. For members identified 
with substance use or behavioral health issues, the 
HROB care manager coordinates with a behavioral 
health clinician to ensure the member has access to 
needed behavioral health assessments and services.  


 Coordinates referrals for additional services, such 
as social worker intervention, specialty providers or 
community partners.  


 Works with the member to ensure she attends scheduled prenatal visits and returns for 
postpartum checkups. This includes helping the member schedule an appointment with 
her provider, educating the member about the importance of attending these 
appointments, coordinating with an LSW to help the member overcome barriers to 
receiving services, and attending visits and monitoring the member to ensure she has 
gone to the appointments. 


 Provides telephonic outreach at a frequency based upon the member’s needs. These 
calls educate and reinforce member behaviors for pregnancy management, preventive 
health behaviors, recognition and reporting of potential complications, and provider 
visit compliance, and help obtain prescription refills or make medical appointments. 


If needed, we perform a postpartum assessment of the member’s transition needs after 
pregnancy, including identifying health risks, postpartum depression and ongoing care or case 
management engagement needs. If we determine the member continues to need care 
coordination, we engage the member in an appropriate intensity-of-care coordination to 
manage her care. 


Behavioral Health Complex Case Management  
Behavioral-health complex case management (BHCCM) provides intensive services and 
supports to members with serious mental illness (SMI), serious emotional disturbance (SED) 
or substance use disorders (SUDs). These members are at risk of being underserved in their 
effort to identify access and use medical, behavioral health or social services; or to otherwise 
achieve recovery and resiliency goals. The BHCCM works in conjunction with the treating 


The care manager works 
with the member to ensure 
she complies with scheduled 
prenatal visits and returns for 
postpartum checkups, 
including: 


 Helping the member 
schedule an appointment 
with her provider, 
including prenatal visits 
and postpartum checkups  


 Educating the member 
about the importance of 
attending these visits 


 Coordinating with a CHW 
to help the member 
overcome barriers to 
receiving services and 
attending visits 


 Monitoring the member to 
ensure she goes to the 
appointments 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 489 of 776
 


providers, completes an initial evaluation of the member’s needs and, together with the 
member, develops a care treatment plan that includes a description of the following:  


 The member’s recovery and resiliency goals  


 Strengths  


 Opportunities 


 Specific and measurable goals for each opportunity  


 Interventions that support the member in meeting the goals  


The BHCCM focuses on addressing the factors that precipitate access to higher levels of care, 
such as changes in the member’s signs and symptoms, psychosocial and environmental factors 
and level of functioning. We engage the member in BHCCM until the member’s condition is 
safely, efficiently and effectively treated without the support of intensive case management 
intervention. 


Managing Care Transitions through Proactive Case Management 
Our inpatient case management program, a core clinical 
competency, provides a proactive and well-coordinated 
plan for transitioning a member from an acute inpatient 
facility to the most appropriate LOC focusing on quality, 
safety and member satisfaction. Through this program, 
proactive discharge planning begins the first day of a 
member’s admission and provides an integrated approach 
to managing care for the member during his/her inpatient 
admission.  


Our transitional case management programs identify 
members that are at-risk for readmission and provide 
case management services and support for 30 days after 
the inpatient facility discharge. Transitional case 
management leads to better health outcomes, improves the care experience and lowers the 
costs of care by keeping the member out of an inpatient setting. 


INPATIENT CASE MANAGEMENT 
We continuously monitor our members for changes in health status, such as an inpatient 
admission. When we become aware of an inpatient admission, our inpatient care manager 
implements our discharge planning process on the first day of the member’s admission. Our 
process helps prevent unnecessary admissions or readmissions by anticipating post-discharge 
issues through a comprehensive assessment of the member’s needs and deploying 
comprehensive services and supports to meet those needs.  


A successful discharge plan also supports disease management and education on the healing 
process. The inpatient care manager works collaboratively with the member, family and the 
ICT during the member’s inpatient stay to help him/her transition to the safest, least restrictive 
setting of his/her choice at discharge. The inpatient care manager engages the member’s 
outpatient care manager (if the member was already engaged in case management) to promote 
continuity of care. The inpatient care manager:  


The Coleman Model of Care 
Transition Interventions® is the 
basis of our inpatient case 
management and transitional 
case management programs. It 
focuses on four conceptual 
areas, including medication self-
management; use of a dynamic 
person-centered health record; 
PCP/specialist follow-up; and an 
understanding of “red flag” 
indicators and appropriate next 
steps. 
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 Assesses the member within 24 hours of admission to understand the member’s needs 
and wishes and identifies all health care stakeholders that should be engaged in the 
discharge planning process 


 Performs rounds Monday through Friday with the 
medical director and ICT to confirm member is at the 
correct LOC and to identify any variances 


 Collaboratively develops a discharge plan that aligns 
services and supports to prevent readmission  


 Confirms the member understands the discharge plan by 
discussing the plan with the member, family and caregivers 


 Engages partnering pharmacies such as Well Care to provide medication education 
and reconciliation 


 Assesses the member’s risk of readmission using his/her Risk score and refers the 
member for engagement in transitional case management or other appropriate quality 
programs such as disease management or health education and wellness 


Upon the member’s discharge from the inpatient setting, the inpatient care manager: 


 Documents and implements the discharge plan, including verifying the delivery of 
services and supports 


 Notifies the member’s outpatient care manager or transitional care manager, as 
appropriate, and collaborates with the care manager to manage the member’s care 
transition 


 Notifies and schedules a follow-up appointment with the member’s PCP and shares the 
discharge plan with providers and the ICT 


 Inpatient case management for infants in NICU 


Neonatal care accounts for a significant portion of health care costs due to rising preterm 
births and multiple birth rates. We have an inpatient case-management program specifically 
designed to meet the needs of infants in the NICU, led by a medical director board certified in 
pediatrics. We provide case management through a dedicated team, comprising specialized, 
NICU-experienced RN care managers and LSWs with backgrounds in neonatology, pediatrics 
and obstetrics that are well equipped to facilitate and coordinate care for fragile infants. 


The NICU inpatient care manager helps families understand the treatment their babies receive 
while they are in the hospital and helps them prepare to care for their infants at home. The 
inpatient care manager works closely with the family, physicians and hospital staff to 
coordinate the infant’s care during his/her stay in the hospital and collaboratively develops the 
discharge planning to prepare for the child’s transition home. This may include arranging for 
a home health nurse; durable medical equipment (DME), such as ventilators, oxygen, apnea 
monitors; and other equipment and services needed to care for the infant at home and prevent 
a readmission to the hospital.  


After discharge from the NICU, depending on the needs of the infant, we may engage him/her 
in our pediatric complex case management program to meet ongoing needs, as discussed 
previously. 


We have an on-site 
concurrent review 
program in 16 
hospitals in Southern 
and Northern 
Nevada. 
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Transitional Case Management for Members with Non-Behavioral Conditions 
We have implemented a transitional case management program for any member discharging 
from an inpatient admission that we identify as at-risk 
for readmission, such as members with complex 
discharge needs (e.g., new diabetic or COPD) or 
members with conditions that can be positively 
impacted by hands-on education and management. 
Our program provides high-touch case management 
services and care coordination with an RN care 
manager with exceptional clinical expertise and 
education skills for 30 days post-discharge.  


The care manager serves as a single point of contact 
for members to make sure they receive all necessary 
follow-up care and services. The care manager works 
in collaboration with members, providers and key 
stakeholders to support the member’s success at home by: 


 Collaborating with the inpatient care manager during the member’s inpatient stay to 
help develop the discharge plan 


 Confirming the member understands the discharge plan 


 Helping the member understand his/her condition, including indications that his/her 
condition is worsening and what to do 


 Providing the member with the self-management skills to support his/her transition 
between care settings 


 Encouraging the member and his/her caregiver to assert a more active role during care 
transitions 


 Confirming the discharge plan continues to meet the member’s needs, including 
performing a post-hospital assessment to identify any changes to his/her priorities, 
needs, goals, preferences for care delivery, care gaps and barriers to accessing care 


 Continuously monitoring the member’s adherence to the discharge plan instructions, 
remediating gaps in care and barriers to accessing care 


 Verifying the member has scheduled a post-discharge follow-up appointment with 
his/her PCP or specialist, and empowering the member to be an active participant in 
these interactions 


 Facilitating referrals and transitions to other health care programs or services 


 Encouraging the member to maintain a personal health record to track progress 
managing his/her condition and facilitate communication with providers 


 Assessing the member’s need for ongoing case management and referring the member 
to our case management program after 30 days for evaluation 


Transitional Care Program for Members with Behavioral Conditions  
The transitional care program helps members stay well as they transition from inpatient 
psychiatric care to home. The program provides support to members during the critical 30-day 
period following discharge from inpatient psychiatric care by providing continued access to 
care with no roadblocks. A clinician visits the member admitted to an inpatient psychiatric 


Our transitional case management 
program:  


 Anticipates post-discharge needs 
to prevent readmission 


 Provides a single point of contact 
for complex members after 
discharge 


 Increases engagement with 
PCPs and members  


 Encourages self-management of 
care  


 Makes home visits, as needed 
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hospital for treatment of behavioral health or substance use disorders before his/her hospital 
discharge to explain the program and give the member an opportunity to sign up for it. The 
member determines if the follow-up visits are conducted in the home, community or clinic.  


The transitional care program provides continued care from a skilled clinical team for 30 days 
(up to 60 days in some cases) after hospital discharge. The team writes and fills prescriptions 
as necessary. They coordinate with hospital doctors, behavioral health providers and 
specialists. The program provides members with 24 hours a day, seven days a week access to 
board-certified doctors, physician’s assistants, nurse practitioners, paramedics and other 
health professionals who ensure the discharge plan for recovery is optimized.  


RESPECTING THE ROLE OF THE RECIPIENT AS A DECISION MAKER  
Our care planning approach empowers members to actively participate and make decisions 
and choices about their care and services in meaningful ways with the support of their care 
manager and their ICT. The member is at the center of the ICT and is the primary decision 
maker in the planning process. ICT participants, chosen by the member, work together to meet 
the member’s interdependent medical, behavioral and social needs and provide a safety net 
when decisions include significant risk. 


Our care planning approach focuses on the expressed needs and choices of the member as the 
primary decision maker in the process and balances what is “important to” and “important 
for” the member to live as independently as possible. This guides the planning and 
implementation of the member’s care treatment plan, which includes the member’s goals and 
the interventions needed for the member to achieve his/her goals. Using our care planning 
process, the care manager engages and collaborates with the member and the member’s ICT 
to develop the member’s care treatment plan and coordinate the delivery of the services and 
supports identified in it.  


B. Assessment of the health condition for recipients with a positive screen. 


As we discussed in our response to 3.10.20.1.A, if the CHW’s engagement with the member 
and review of the assessment questionnaire indicates a positive screen for case management, 
the CHW refers the member to our case management team. An RN care manager contacts the 
member to confirm that the member meets the criteria for case management. If the member 
agrees to participate in case management, we notify the member’s PCP. The care manager 
facilitates the admission process; including conducting a comprehensive assessment of the 
member’s needs and begins care planning. If the member does not agree to case management, 
or does not meet criteria, the care manager evaluates the member for engagement in another 
program that better suits his/her needs, such as disease management. 


The care manager begins the care plan process by conducting a comprehensive assessment of 
the member’s needs via telephone. If needed, the care manager conducts a face-to-face 
comprehensive assessment (e.g., in cases where there may be a health or safety concern). The 
care manager conducts the comprehensive assessment within the time frames presented in 
RFP Section 3.10.20.2.B.  


We have developed comprehensive assessment tools that enable the care manager to identify 
each member’s medical, behavioral, social and functional needs. Using the findings from the 
assessment process and through evaluation of other available data, the care manager is able to 
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collaboratively develop the care treatment plan with the member and the ICT. The findings 
from the assessment process may also prompt referrals into other programs, such as disease 
management, HROB case management or behavioral health.  


We use two core comprehensive assessments to identify member needs: a pediatric 
comprehensive assessment or an adult comprehensive assessment, as follows:  


 Pediatric Comprehensive Assessment. This assessment is designed for individuals 
under the age of 18. It screens for trauma (e.g., Has the child experienced trauma due 
to the events leading to the substantiated abuse or neglect, his/her biological family 
environment, his/her exposure to substance abuse in his/her home, or violence to 
others they witnessed?) leveraging the Child Stress Disorders Checklist – Screening 
Form, utilization, caregiver support, self-management, medication management, 
environmental concerns, health equity (e.g., drivers from cultural or spiritual drivers 
that are impacting health care), educational needs, healthy behaviors, health literacy 
and disaster planning. 


 Adult Comprehensive Assessment. This assessment is designed for individuals over 18 
years of age. The assessment paints a holistic view (e.g., psychological, environmental, 
emotional, social, spiritual, genetic predisposition and lifestyle choices) of the 
member’s overall health state. It helps determine the need for additional condition-
specific screenings, as well as health outcomes and goals for the member, and to 
ultimately provide the inputs into the member’s health care service plan.  


The assessment identifies key high-risk conditions, family history, family supports, 
current and past medical history, personal behaviors, social history and environmental 
risk factors. The assessment triggers additional, condition-specific or behavioral 
assessments based upon our evidence-based clinical guidelines and the member’s 
individual condition (e.g., diabetes, asthma). The PHQ9, GAD7 and AUDIT-C also are 
included in the assessment to ensure current screening of prevalent behavioral health 
conditions. 


In some cases, in place of these core comprehensive assessments, we may use a comprehensive 
assessment tool designed for specific member needs, such as members who are pregnant or 
members with intellectual/developmental disabilities (I/DD). Within each of our 
comprehensive assessments, we may use additional specific modules to address member needs 
identified through enrollment data analysis or triggered during the application of the initial 
health risk assessment. For example, we may apply the PHQ9, GAD7 or AUDIT-C and Single 
Item Drug Question if behavioral health needs are identified. Additionally, based upon the 
findings from the comprehensive assessment, the care manager may conduct condition-
specific assessments for chronic conditions (e.g., asthma, coronary artery disease, COPD, 
diabetes and heart failure) based upon evidence-based guidelines.  


The comprehensive assessment evaluates the member’s general health status, including:  


 Health condition needs, and vision and hearing impairments 


 Health specific to identified health conditions and likely comorbidities 


 Clinical history, including disease onset 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 494 of 776  RFP #3260
 


 Key events, such as acute phases, inpatient stays, treatment history, and current and 
past medications 


 Member’s functional status related to ADLs, such as eating, bathing and mobility 


 Substance use disorders 


 Behavioral health status and cognitive functioning, including psychosocial factors, 
such as depression screening 


 Cognitive functions, such as the ability to communicate and understand instructions 
and process information about the illness 


 Life planning activities, such as wills, living wills and advance directives 


 Cultural and linguistic needs, preferences or limitations 


 Caregiver resources, such as family involvement and decision-making  


C. Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management 
program; and 


We have implemented systematic case management processes and protocols that confirm that 
we interface with our providers so that, in all cases, PCPs are notified of risk assessment 
findings, case management enrollment and care manager assignments. Once a member has 
been enrolled in case management, we send the PCP a copy of the care plan and collaborate 
with the PCP via his/her EMR and telephonically to coordinate the delivery of services and 
support to meet the member’s needs. During these engagements, the care manager answers 
questions and explains any steps of the case management process to the PCP, such as 
authorizing services. Once the care treatment plan has been developed, and following any 
revisions, the care manager sends a copy of the plan to the member’s PCP. 


D. Development and implementation of a care treatment plan, incorporating person centered planning 
and system of care principles for recipients in case management based on the assessment which 
includes: 


Our process to engage the member in the development of his/her care treatment plan begins 
when the member is enrolled with us. Through the initial screening process, the care manager 
begins to gain a comprehensive understanding of the member’s perspective, the scope of 
his/her health concerns and the family or other supports that are currently key to the 
member’s health management. Additionally, from administrative data review and the 
screening and assessment process, the care manager gains an initial view of the range of 
providers, agencies and other community supports that provide crucial recipient supports and 
should be part of care planning.  


As we describe in our response to Section 3.10.20.E, our care planning process follows 
systems-of-care principles “to engage with the recipient and others to consider his/her 
comprehensive care coordination and care management needs, preferences and options.” Our 
care planning process focuses on the expressed needs and choices of the member. During care 
planning, the care manager uses motivational interviewing techniques to promote self-
determination, encourages the member to actively participate in the decision-making process 
and works to build a respectful, collaborative partnership with the member.  


The process takes the individual’s economic, psychosocial, cultural, health literacy and 
environmental circumstances into account and balances what is “important to” and 
“important for” the member to achieve his/her goals. This guides the planning and 
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implementation of the person-centered care treatment plan. Using our care plan development 
process, the care manager engages and collaborates with the member and the member’s ICT 
to develop the care treatment and coordinate the delivery of the services and supports 
identified in it. 


1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP 
participation in both development and implementation phases of the care treatment plan in the least 
restrictive environment; 


The heart of a person-centered approach is to engage the member and the member’s 
family/preferred support system in the care planning and coordination process, starting with 
the initial comprehensive assessment process. At each touch point, the care manager works 
with the member and the member’s family/preferred support system (with the member’s 
consent) to build a respectful, collaborative partnership. The care manager explains that the 
care planning and coordination process. It is not a one-time meeting, but the beginning of a 
relationship that occurs over time so the care manager can get to know the member and 
collaboratively develop a care treatment plan that meets the member’s needs, goals and 
preferences for care delivery, continuing to meet the member’s needs over time.  


The care manager engages the ICT (which includes the PCP), including verifying that the 
approved ICT participants have access to the member’s electronic health record (EHR), 
enabling them to view the member’s clinical information and providing them with the 
capability to add, change or update issues, interventions and status, which promotes 
collaboration and provides timely, thorough communication for the team. During development 
of the care treatment plan, the care manager schedules an ICT meeting (or engages ICT 
participants one-on-one, if needed) to share significant findings from our engagement with 
the member (e.g., findings from the comprehensive assessment). The care manager discusses 
the member’s needs, goals and preferences for care delivery and collaborates with the ICT to 
discuss the interventions and services the team recommends for inclusion in the care 
treatment plan. 


As part of ongoing coordination processes, the care manager engages with the member and 
ICT participants to discuss the member’s care. The care manager works with the ICT to 
establish mutually acceptable times for meetings and conducts meetings telephonically, using 
technologies, such as webinars or face-to-face, as may be needed to discuss the member’s 
needs. The care manager engages the ICT at various intervals, including: 


 Initial care treatment plan development  


 Reassessment that requires changes to the care treatment plan 


 Revisions to the care treatment plan 


 Reassessments and care treatment plan updates due to a “triggering” event, such as a 
hospitalization 


 Through ongoing meetings requested by the member or his/her family at a time of day, 
day of week and format to meet their needs 


 Through the care manager’s ongoing monitoring of the member, the care manager 
engages the ICT when:  


 The member achieves his/her goals in the care treatment plan 


 The member’s health status improves, such as managing chronic conditions 
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 The member experiences changes in living circumstances (e.g., loss of a caregiver) 


 The care manager recognizes signs of emerging issues  


 The member experiences changes in condition (e.g., results of an HbA1c test that 
indicates poorly controlled blood sugar levels) 


 The member experiences a triggering event, such as an ER visit or a hospitalization 


 The member experiences changes in care setting or is at risk for experiencing a 
care setting change  


 The member has a change in condition 


 The member or legal guardian requests an ICT meeting 


We help maintain each member in the safest, least restrictive setting of his/her choice and 
reduce the likelihood the member inappropriately uses health care services by engaging 
him/her in person-centered care coordination activities. This begins by developing a care 
treatment plan that identifies and provides the services and supports the member needs to live 
in the safest, least restrictive setting of his/her choice. Coordinating the delivery of services, 
and providing ongoing monitoring of the member for improved health outcomes: 


 Helps assure the appropriate use of health care services 


 Improves the management of chronic conditions 


 Increases access to preventive care services 


 Reduces the likelihood that a member unnecessarily uses more expensive types of 
services, such as hospitalizations and ER visits, which supports his/her choice  


2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer 
Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, 
such as the Women, Infant, Children (WIC) program; teen pregnancy programs; parenting programs; and 
Child Welfare programs. 


We have significant experience coordinating services for our members with State and county 
agencies. Some examples include: 


 We work with Division of Welfare and Supportive Services (DWSS) to transition 
members from managed care to FFS, such as NICU cases approved by the federal 
government for SSI. We also have an established relationship with DWSS to 
coordinate birth notifications that positively affect the child’s eligibility status and 
ability to receive services.  


 We refer women to Nurse Family Partnership, a nationally recognized teen pregnancy 
and parenting program. LSWs work with moms to apply for and receive WIC benefits 
and other resources.  


 We provide the State and Governor’s offices with key contact names, emails and 
numbers for real-time communication to address any member or provider concerns.  


 Our care managers work with the DCFS care managers to transition voluntarily 
enrolled children to and from FFS Medicaid and managed care to seamlessly 
coordinate care and services.  


 We have worked closely with DPBH to transition 1,300 individuals in the Southern and 
Northern regions to our providers. The transition allows an increased delivery of care 
to individuals either underinsured or served by Medicaid FFS.  
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 We work closely with the 108 contracted SAPTA providers offering and conducting 15 
on-site trainings as the providers transitioned from the SAPTA funding model to MCO 
requirements. We created a quarterly dashboard report to help SAPTA providers 
identify internal challenges in prior authorization, credentialing and service delivery 
requirements. 


3.10.20.2 The following components should be incorporated into the vendor case management program:  


A. Identification  


The vendor must have mechanisms in place to screen and identify recipients potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. diagnosis, 
cost threshold, access issues and/or service utilization) and may also include telephone interviews; mail 
surveys; provider/self-referrals; or home visits. 


Appropriate identification and risk stratification of each member is a critical success factor in 
targeting interventions and programs to achieve optimal clinical outcomes. We have 
implemented a population-health management approach that stratifies the health risk and 
helps us understand the characteristics, needs and 
clinical, social and financial circumstances of the 
entire group of members we serve. Our process 
incorporates integrated health risk assessments and 
comprehensive assessments, analysis of internal and 
external data, and predictive modeling algorithms to 
identify member subpopulations and each member’s 
level of current and potential health risk across the 
health care continuum. The process informs the 
member’s enrollment in a case management program 
as appropriate to the intensity of his/her needs. 


We identify members that may be eligible for case 
management through a combination of: 


 Health risk assessment questionnaire, CHW 
outreach and the new member welcome call, as 
we discussed previously 


 Referrals from physicians, clinical staff, State and local government agencies and 
member self-referrals 


 Administrative Data Review, as we discuss in the following sections 


IDENTIFYING AND SCREENING MEMBERS USING ADMINISTRATIVE DATA  
We evaluate ongoing risk through service utilization triggers and sophisticated claims 
analysis. Through careful risk profiling, we have an early warning system to identify members 
who are at risk for requiring higher LOC later. We use the analyses provided by our predictive 
modeling and UM data analytics tools to help identify members that are eligible for 
engagement in case management and provide critical insights into the member’s needs that 
supports the collaborative development of the member’s care treatment plan.  


Identifying Members at Risk through Predictive Modeling  
We perform a predictive modeling analysis of integrated medical, behavioral and pharmacy 
claims, and lab test results to deliver a prospective health risk assessment for every member in 


Monitoring Hospital Discharges to 
Identify Potential Members for 
Case Management 


Our health informatics team develops 
a daily real-time hospital admit census 
report. Hospitals also fax or email 
admits to our UM intake team, which 
informs our case management team 
that an admission has occurred. Our 
case management team reviews every 
discharge and determines if the 
member requires ongoing case 
management. Our HROB team 
reviews admits and discharges to 
determine if the member requires 
ongoing case management. 
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a given population, and identify the clinical and utilization events affecting a member’s health 
risk. The analysis guides clinical model population and member-level clinical priorities and 
provides actionable member data that we share with our care team and providers. Predictive 
modeling identifies specific diagnoses and risk categories, and synthesizes multiple 
comorbidities, including behavioral health issues and demographic information, to provide a 
more accurate risk analysis. It considers the impacts to member risk based upon comorbid 
conditions, and promotes a holistic approach to member care.  


Our predictive modeling analysis can proactively identify and stratify individuals into 
prioritized clinical groups, profile members for effective disease management interventions, 
identify members who may benefit from care coordination and identify immediate intervention 
opportunities for individual outreach. Some examples of our predictive modeling analysis 
include: 


 Identifying members with atypical utilization 
patterns, such as a member with bipolar disorder 
with no regular behavioral health visit as indicated 
by claims or ER use without associated primary care 
follow-up 


 Identifying members who have a history of ER use, 
repeat hospital admissions, high utilization of 
services, potential quality-of-care issues or an 
indication of multiple providers of services that 
appear to lack coordination 


 Providing clinical insights into why an individual is 
at risk, predictions of future expenditures, and the 
probability of one or more hospitalizations 


 Identifying members with behavioral health 
conditions, including members with co-occurring, 
mood and psychotic disorders 


 Identifying gaps in evidence-based care, which can be used to design and implement 
care coordination and provider engagement strategies 


 Identifying members with a full spectrum of diagnoses (e.g., diabetes, depression) and 
acute and chronic conditions that contribute to a member’s level of future risk 


A unique feature of our predictive modeling analysis is our ability to identify specific 
diagnoses and risk categories, and synthesize multiple comorbidities, including behavioral 
health issues and demographic information, to provide a more accurate risk analysis. Our 
predictive modeling tool considers the impacts to member risk based upon comorbid and co-
occurring health conditions. It predicts behavioral health risks and expected costs separately, 
ensuring that behavioral health risks are not masked or eclipsed by more costly physical 
health comorbidities during population risk analysis, which promotes a holistic care approach.  


The tool looks for service utilization patterns and characteristics that allow us to identify 
members with behavioral health conditions, including members with co-occurring, mood and 
SUDs. We can customize predictive modeling reports for specific cohorts (e.g., under 18 years) 
and certain diagnoses, including members with co-occurring, mood and psychotic disorders.  


Identifying Members with 
Chronic Conditions 


Through monthly predictive 
modeling, we identify members 
with chronic conditions and 
gaps in care. For example, for 
members with diabetes, we 
identify a recent first fill of 
insulin or a hospitalization or 
ER visit in the last 90 days for 
preventable diabetes 
complications. For members 
with asthma, we identify 
members with ER visits for 
preventable asthma 
complications and non-
compliance with rescue inhaler 
prescriptions.  
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Identifying Member Risk through UM Data Analytics 
Our UM Program uses our data warehouse to gather, store and report clinical and claims 
data, quality measures, prior authorizations and data from providers or subcontractors. Our 
Data Mart uses data from our Facets system or other external entities to be included for 
analysis. The Data Mart provides access to comparative cost data, cost trends, utilization data 
(from a lagging claims perspective and a leading authorization perspective) and profiling and 
predictive modeling capabilities. Using Data Mart, we produce systematic reports and conduct 
clinical, quality and UM/care management analyses to identify members that may benefit from 
a more intensive LOC coordination. 


Conducting the Identification and Risk Stratification  
On an ongoing basis, we perform a predictive modeling analysis of integrated medical, 
behavioral and pharmacy claims, and lab test results to deliver a prospective health risk 
analysis for every member. This helps us to identify gaps in care, changes in health status, 
follow-up or care opportunities, and changes in the member’s health risk categories, which 
may necessitate a change in the assessment time frame.  


Engaging Potentially Eligible Members in Case Management 
Using the identification methods discussed in this section, we assess each member who may 
meet the criteria for case management and engage the member in case management, if 
warranted, as discussed previously. We also determine if the member should be engaged in 
any specialized case management programs. For example, for a pregnant member 
experiencing a high-risk pregnancy, we engage the member in maternity management 
education and assign the member to an OB-experienced RN care manager in our HROB case 
management program.  


B. Screen 


1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the 
following timeframes from the date of enrollment in the MCO: 


a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of 
a positive identification and to determine the need for case management services within ninety (90) 
calendar days of enrollment. Screening assessment for pregnant women, children with specialty health 
care needs, adults with special health care needs must be conducted within thirty (30) days; and  


We comply with the screening assessment timeliness requirements using the following 
process: We mail to all new members a health risk assessment in the new member packet, 
within five days of receiving the enrollment file, to help us identify members who may meet the 
criteria for case management. Once the member has returned the completed assessment to us, 
a CHW reaches out to the member to discuss the information on the completed assessment 
questionnaire, including looking for indications that the member should be referred to case 
management.  


If the CHW’s engagement with the member and review of the assessment questionnaire 
indicates a positive screen for case management, the CHW immediately refers the member to 
our case management team. An RN care manager contacts the member to determine if the 
member meets the criteria for case management and, if so, the care manager facilitates the 
admission process, including conducting a comprehensive assessment of the member’s needs 
and begins care planning.  
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In addition to the assessment and CHW engagement of the member, our member advocates 
make outbound calls to all new members each month to provide a brief orientation on our 
health plan. During the call, member advocates encourage the member to complete and return 
the health risk assessment. 


b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO 
shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health 
Needs Assessment can be accomplished with in the first one hundred and twenty (120) days. 


Our CHWs, care managers and member advocates document all interactions or attempts to 
interact with our members in our case management system. Once the member has returned 
the completed health risk assessment to us, the CHW makes at least three attempts to engage 
the member to discuss the questionnaire and determine if the member should be referred to 
case management. If the CHW refers the member to our case management team for 
evaluation, our RN care manager makes at least three attempts to engage the member to 
confirm that the member meets the criteria for engagement. Our member advocates also make 
at least three attempts to contact new members to conduct the new member welcome call.  


A significant barrier to reaching Medicaid members is incorrect demographic information. 
Our experience indicates that 30 percent to 50 percent of the demographic information 
transmitted on the enrollment files is inaccurate. We are able to find correct demographics by 
outreaching to physician offices and other providers, who often have the most current 
information, and through member notifications into our member services department. We also 
offer members free cellular telephones through TracFone and store these numbers in our 
Facets system. Our CHWs are often deployed into the field to attempt to locate members. We 
are exploring the use of Lexis-Nexis software to identify updated member demographic 
information.  


c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to 
identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case 
management services.  


If we identify the need to conduct a face-to-face assessment with the member through the 
outreach methods discussed previously (e.g., new member welcome call, completed health risk 
assessment), a CHW or care manager conducts a face-to-face assessment, as may be indicated 
by the member’s need (e.g., there are member safety concerns).  


d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon 
request. 


We submit our Health Survey form (our health risk assessment), comprehensive assessment 
tools and data to DHCFP, upon request. 
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C. Comprehensive Assessment 


For those identified through the Health Needs Assessment Screening to potentially need case 
management services, a comprehensive assessment must be completed to evaluate the recipient’s 
physical health, behavioral health, co-morbid conditions, and psycho-social, environmental, and 
community support needs. The assessment must be completed by a physician, physician assistant, RN, 
LPN, licensed social worker, or a graduate of a two or four-year allied health program. If the assessment 
is completed by another medical professional, there should be oversight and monitoring by either a 
registered nurse or physician. 


Furthermore, the vendor must provide information to the recipient and their PCP that they have been 
identified as meeting the criteria for case management, including their enrollment into case management 
services. 


As we discussed in our response to RFP Section 3.10.20.1.B, once our care manager has 
confirmed a member meets the criteria for case management, and the member agrees to 
participate in case management, we notify the member’s PCP and assign the care manager, 
who confirmed that the member meets the criteria for case management, to manage the 
member’s care. Our care manager begins the care planning process by conducting a 
comprehensive assessment of the member’s needs via telephone. If needed, our care manager 
conducts a face-to-face comprehensive assessment (e.g., in cases where there may be a health 
or safety concern). The care manager conducts the comprehensive assessment within the time 
frames required in RFP Section 3.10.20.2.B.  


PROVIDING INFORMATION ABOUT ENROLLMENT IN CASE MANAGEMENT 
Once a member has been enrolled in case management, we send the member a follow-up 
packet of educational materials that informs him/her of his/her enrollment and communicates 
information about the case management program. This includes the name of the member’s 
assigned care manager, how to reach him/her and aspects of the case management process, 
such as how the care manager monitors the member’s care and continuously updates the 
member’s care treatment plan, and the minimum number and types of contacts the member 
receives each year.  


This information is also communicated to the member by the member’s care manager at each 
member touch point so that the member understands the current step and the next step of the 
case management process (e.g., developing the care treatment plan after completion of the 
comprehensive assessment. The care manager confirms that the member and the member’s 
support system understand the process and answers any questions they may have.  


We send the PCP the member’s care plan and communicate via the PCP’s EMR and/or 
telephonically. The care manager also contacts the PCP to collaborate and coordinate the 
delivery of services and supports to meet the member’s needs. During these engagements, the 
care manager answers questions and explains any steps of the case management process to 
the PCP, such as authorizing services. 
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D. Prioritize Care Needs of the Recipient  


1. The vendor must develop methods to synthesize assessment information to prioritize care needs and 
develop person centered treatment plans. Once the recipients care needs have been identified, the 
vendor must, at a minimum:  


Before the meeting with the member to collaboratively develop the member’s care treatment 
plan, the care manager analyzes any member data collected during the administrative data 
analysis and predictive modeling, reviews information from the new member welcome call and 
initial health risk assessment, and reviews the HIE. This analysis helps guide the care 
manager’s interaction with the member when working with him/her to develop the member’s 
care treatment plan. Once the care manager has completed an analysis of the information 
collected about the member, the care manager engages the member to collaboratively identify 
and prioritize his/her needs, goals and preferences for care delivery by: 


 Conducting a comprehensive health assessment 


 Sharing findings from the initial data analysis, new member welcome call and initial 
health risk assessment 


 Confirm the accuracy of the information gathered and gain agreement on the 
information 


 Gather additional information that may inform the development of the member’s care 
treatment plan, such as the member’s strengths, preferences and goals; identification 
of other individuals or organizations the care manager should work with that have 
knowledge and understanding of the member’s strengths and service needs; and 
existing care plans or provider relationships 


After our care manager has conducted the meeting with the member, he/she coordinates with 
any person or organization identified during the meeting with the member that has knowledge 
of the member’s strengths, needs and services. The care manager engages the ICT to discuss 
any significant findings from member assessments, the meeting with the member and 
discussions with any person or organization with knowledge of the member’s needs.  


The care manager also discusses with the ICT the member’s service needs, goals and 
preferences for care to make sure he/she has a comprehensive understanding of the member’s 
services, medications and treatments, the member’s historical needs and other information 
that may not have been captured in the member assessments. Our care manager collaborates 
with the members of our ICT to discuss the interventions and services that should be included 
in the member’s care plan in concert with the member. 


a. Develop a person centered care treatment plan (as described below);  


As we discuss in our response to RFP Section 3.10.20.2.E, using our care treatment plan 
development process, our care manager engages and collaborates with our member and the 
member’s ICT to develop the care treatment plan and coordinate the delivery of the services 
and supports identified in it. Once the care manager completes the comprehensive assessment, 
the care manager collaborates with the member to develop a care treatment plan that meets 
the member’s expressed goals, needs and preferences for care delivery. The care manager uses 
a standardized template to create the care treatment plan to assure all care managers develop 
care treatment plans with the required care treatment plan elements, as described in the next 
section.  
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Each care treatment plan includes:  


 Specific prioritized goals 


 A set schedule for follow-up communication and activities (e.g., facilitation of referrals 
to resources and follow-up telephone calls to members) 


 Evaluation and management of the goals and the time frame for reevaluation 


 Resources to be used, including the appropriate level of care 


 Planning for continuity of care, including transition of care and transfers 


 Collaborative approaches to be used, including family participation  


The care manager documents the schedule for follow-up communication. The care manager 
identifies and documents barriers to accessing care (e.g., lack of understanding, motivation, 
financial need or transportation issues) that may prevent individuals from meeting their case 
management goals. The care manager identifies services and supports to overcome these 
barriers. The care manager collaborates with the member to create a self-management plan 
that identifies specific self-management goals that the care manager can use to monitor the 
member’s progress. 


b. Implement recipient - level interventions;  


The care manager collaborates with the member to develop a care treatment plan that reflects 
the member’s needs, goals and preferences for care delivery. The treatment plan allows the 
care manager to track and report a member’s progress toward achieving his/her goals; 
confirm he/she is receiving services to meet his/her physical, behavioral health and social 
needs; and is receiving other needed services, such as preventive health screenings. This 
process ensures there are member-level interventions that are specific and personal to that 
member. The care manager documents the services and supports in the member’s care 
treatment plan and authorizes, arranges and coordinates the services and supports identified 
in the plan. The care manager also documents any follow-up activities and referrals that 
impact the specific needs of the member. For example, member-level interventions may 
include supporting a member in connecting with Women, Infants and Children (WIC), 
facilitating appointments with specialists as needed, and identifying transportation resources 
to get to regular PCP appointments. 


c. Continuously monitor the progress of the patient; 


Members remain in care management so we can continuously monitor process and impact of 
our care management interventions. We understand case management is not a linear process. 
Helping our members meet their needs and goals may involve starts, stops and regressions 
along the way. Each care manager uses initial and interval assessments, ICT input, data 
analysis, predictive modeling and critical thinking to support each member’s journey.  


A member engaged in case management might remain in that intensity of care coordination 
until health outcomes have been achieved. At that point, we make a determination as to 
whether the member should transition to less intensive care coordination. For example, a 
member who is engaged in case management due to an unmanaged condition, but who is now 
successfully managing the condition, might transition to care coordination (a lower intensity 
of engagement). 
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Our case management programs:  


 Engage members 


 Identify their needs, goals, preferences and strengths 


 Coordinate goal-oriented, culturally relevant services and supports 


 Promote a sustained, continuous relationships between the member and his/her PCP 


 Identify and remove barriers to accessing care 


 Monitor the member to ensure services and supports continue to meet the member’s 
needs 


 Focus on preventive care and self-management 


 Provide programs and supports to improve health literacy and life skills 


 Manage member care transitions 


 Provide an appropriate intensity and focus (e.g., high-risk pregnancy management) of 
case management depending on each member’s needs 


Each care manager is ultimately responsible for managing our members’ care and using 
his/her clinical acumen and judgment to verify his/her members are achieving their goals; 
they are receiving services to meet their physical, behavioral health and social needs; and they 
are experiencing improved health outcomes as a result of our care coordination efforts. The 
care manager regularly monitors each member to identify changes in the member’s condition 
that may indicate a need for a change in the member’s service needs. The care manager 
monitors each member’s progress through valuable discussions with the member 
(telephonically and in-person as indicated by his/her need), PCP, service providers and other 
individuals with knowledge of the member’s care. 


The care manager monitors the member’s progress as follows: 


 Ongoing monitoring: Our care manager evaluates care treatment plan goals are on 
track to be achieved and that the care treatment plan continues to meet the member’s 
needs through contact with the member, family, PCP and other providers, and through 
the review of documentation and alerts in our case management IT system. Our case 
management system allows the care manager to document and report clinical progress 
and adherence to the care plan, verify the completion of service tasks, identify gaps in 
care and perform ongoing analysis of clinical data. 


 Reported change in condition: Upon a reported significant change in a member’s 
condition or life circumstances, discharge from an inpatient stay, or at the member or 
member’s family’s request, our care manager works with the member and the 
member’s family to reassess the member’s circumstances. During this reassessment, 
the care manager determines if needs have changed, and reviews the member’s care 
plan to determine if the member’s goals, services, supports or interventions need to 
change.  


 Ongoing data analysis: The care manager receives a monthly analysis of physical and 
behavioral health data that identifies gaps in care, changes in health status (an early 
indicator is excessive utilization), behavioral health and medical follow-up, or care 
opportunities and changes in the member’s health risk categories. This analysis 
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informs the care manager that the member may require an intervention or 
reassessment. 


 Alerts and referrals: The care manager is informed that a member may require 
intervention through admit, discharge or transfer (ADT) or through referral by the 
member, family, PCP or our UM and clinical staff. 


d. Identify gaps between care recommended and actual care provided;  


Through coordination with our QI and UM Programs, we analyze claims and clinical data 
and employ predictive modeling to identify members with potential gaps in care. Additionally, 
our care manager continuously assesses, reassesses and monitors the progress made by our 
members to meet the member’s goals in his/her care management plan. Through this ongoing 
monitoring, the care manager identifies existing and potential gaps in the care recommended 
and the actual care provided. The care manager then works with the member, the PCP, other 
health care professionals, family members and CHWs, as needed, to identify and address the 
issues that are causing these gaps.  


Care Manager Attendance at Physician Appointments Leads to Improved Outcomes 
A member requested engagement in case management. He was having difficulties and felt at times 
during his appointments with his specialist and PCP that he was not being heard and understood by the 
physicians. The member requested the care manager’s presence at his physician appointments. The 
impact of our care manager’s attendance built a trusting relationship with our member, allowed for a clear 
assessment of the member’s issues and the care manager could address and clarify any 
misunderstanding at the time of the physician visit. The attendance of the care manager also helped the 
physicians clarify the medical terminology with the member, and provided the member with a better 
understanding what was being asked, requested or recommended by the physician. This encounter 
facilitated a plan of action for the member that helped him refrain from using the ER or urgent care 
unnecessarily. The member felt he had a better understanding of the physician’s treatment plan and 
recommendations. Care managers attending physician appointments with members has led to better 
treatment compliance and improved outcomes for our members.  
 


e. Propose and implement interventions to address the gaps; and 


Through coordination with our QI and UM Programs, we analyze claims and clinical data 
and employ predictive modeling to identify members with potential gaps in care and providers 
with opportunities for improvement, such as a significant portion of their members with care 
gaps. Our community-based care teams, provider advocates, RN clinical practice consultants 
(CPCs) and member outreach teams use the results of these analyses to collaborate with 
primary care practices to close care gaps by engaging members in ways that account for 
differences in member circumstances and the types of assistance required to improve health 
outcomes. 


Our exclusive PCHM practice has a care opportunity report built into its EMR member 
assessment page. This system auto-populates the HEDIS and preventive measures that need to 
be completed, such as an HbA1C screen or a mammogram. This logic is also shared with our 
ACOs and network providers through reports available on our secure provider portal.  


f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.  


Our care manager monitors the member through telephonic and face-to-face touch points, to 
verify he/she is experiencing improved health outcomes, and for indications that our 
member’s health status has changed, such as verbal intent, a hospitalization or loss of 
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caregiver support. When the care manager sees these indications, he/she collaboratively 
reassesses the member’s needs and updates his/her care treatment plan, as needed.  


The care manager also evaluates the member’s progress against the goals in the care 
treatment plan and re-evaluates the member’s needs. For example, if there is sufficient 
progress made by the member and there is no other identified case management needs, the 
member may be discharged from case management. If additional case management needs are 
identified, the member remains in case management. The case management process remains 
unique to each member to make sure the appropriate health care and services are in place. 


E. Person Centered Care Treatment Plan 


1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into 
case management and development of a person centered care treatment plan within ninety (90) calendar 
days of membership. The recipient, designated formal and informal supports, and the recipient's PCP 
must be actively involved in the development of the care treatment plan. Ongoing communication 
regarding the status of the care treatment plan may be accomplished between the vendor and the PCP’s 
designee (i.e. qualified health professional). Revisions to the clinical portion of the care treatment plan 
should be completed in consultation with the PCP.  


DEVELOPING A PERSON-CENTERED CARE TREATMENT PLAN 
Using our care treatment plan development process, the care manager engages and 
collaborates with the member and the member’s ICT to develop the care treatment plan and 
coordinate the delivery of the services and supports identified. Our care planning process 
focuses on the expressed needs and choices of the member. It takes the individual’s economic, 
psychosocial, cultural, health literacy and environmental circumstances into account and 
balances what is “important to” and “important for” the individual to live as independently as 
possible. This guides the planning and implementation of the person-centered care treatment 
plan.  


Engaging the Member in Care Planning 
Once our member is enrolled in case management, with the member’s consent, we assign an 
RN care manager to manage the member’s care. Our RN case manager conducts the 
comprehensive assessment via telephone. The care manager uses the comprehensive 
assessment to confirm the member’s need for case management and to evaluate the member’s 
physical, behavioral and comorbid conditions, and social, environmental and community 
support needs. 


Once we have confirmed our member’s engagement in case management, based upon the 
findings from the comprehensive assessment, the care manager assigned to manage the 
member’s care schedules a telephonic or face-to-face meeting (as indicated by the member’s 
needs) to begin to collaboratively develop the member’s care treatment plan. During the 
meeting, the care manager uses motivational interviewing techniques to promote self-
determination, and encourages the member and family to actively participate in the decision-
making process and works to build a respectful, collaborative partnership with the member. 
Our care manager: 


 Shares findings from any initial data analysis, welcome call, Health Survey form and 
comprehensive assessment and confirms the accuracy of the information gathered  
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 Gathers additional information that may inform the development of the member’s care 
treatment plan 


 Confirms understanding of the member’s health, behavioral, personal safety and 
environmental risks  


 Verifies that the member understands and is in agreement with his/her stated goals 


 Understands providers and community resources delivering services to the member 


 Identifies and works with individuals or organizations that have knowledge and 
understanding of the member’s strengths and service needs  


 Provides education on specific benefits and service options available to the member  


 Explains the features and benefits of an ICT, identifies who the member wishes to 
invite to participate on his/her ICT and discusses working with the ICT (e.g., 
requesting a meeting)  


 Explains next steps, which include gathering additional information and collaborating 
with the ICT, the member’s PCP, other providers and individuals that have knowledge 
and understanding of the member’s strengths and service needs to develop the 
member’s care treatment plan 


 Explains the frequency and manner for contacting the individual (a minimum of 
monthly contact and quarterly face-to-face visits) on an ongoing basis 


 Explains how to access information, including how to reach his/her care manager 


Developing the Care Treatment Plan  
Our care manager develops a care treatment plan that allows him/her to track and report a 
member’s progress toward achieving his/her goals, make sure he/she is receiving services to 
meet his/her physical, behavioral and social needs, and adheres to preventive health 
screenings. The care manager develops a care treatment plan that integrates the member’s 
needs, goals and preferences for care delivery, and tracks the services and supports needed to 
help our member achieve his/her goals.  


Reviewing the Care Treatment Plan, Making Adjustments and Gaining Agreement  
Before the care treatment plan is finalized, our care manager verifies our member 
understands the services in the plan and agrees that the plan reflects his/her needs, goals and 
preferences for care delivery. The care manager obtains consent to share the member’s care 
treatment plan with the ICT and case management team. We provide a copy of the care 
treatment plan to each member in the language and format requested at least annually and 
following any significant update. The care manager sends a copy of the plan to the member’s 
PCP to provide notification of the member’s participation. 


ACTIVELY INVOLVING OTHERS IN DEVELOPING THE CARE TREATMENT PLAN 
The heart of a person-centered approach is to engage the member and the member’s 
family/preferred support system in the care planning and coordination process, starting with 
the initial case-management assessment process. At each touch point, our care manager works 
with our member and the member’s family/preferred support system (with the member’s 
consent) to build a respectful, collaborative partnership. The care manager explains that the 
care planning process is not a one-time meeting, but the beginning of a relationship that 
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occurs over time so the care manager can get to know the member and collaboratively develop 
a care treatment plan that meets his/her needs, goals and preferences for care delivery.  


Actively Engaging the PCP to Develop the Care Treatment Plan 
Our care manager engages the ICT (which includes the PCP) including verifying that the 
approved ICT participants have access to the member’s EHR, enabling them to view our 
member’s clinical information, and providing them with the capability to add, change or 
update issues, interventions and status, which promotes collaboration and provides timely, 
thorough communication for the team. The care manager schedules an ICT meeting (or 
engages ICT participants one-on-one, if needed) to share significant findings from our 
engagement with the member to this point. Our care manager discusses our member’s needs, 
goals and preferences for care delivery, and collaborates with the ICT to discuss the 
interventions and services the team recommends for inclusion in the care treatment plan. 


ONGOING COMMUNICATION REGARDING THE CARE TREATMENT PLAN 
Our care manager continuously monitors our member’s progress to verify he/she is 
experiencing improved health outcomes and for indications that our member’s health status, 
needs or living situation have changed, which may require a reassessment of the member’s 
needs and a revision to his/her care treatment plan. The care manager does this through 
valuable discussions with the member, and the ICT and using our case management 
information technology solution that continuously integrates physical and behavioral health 
data (e.g., claims), and predictive modeling analysis to help the care manager monitor the 
member’s care.  


Indications that the member’s health status may be changing may include a hospitalization, 
loss of caregiver support, gaps in care or signs that a member is not adhering to his/her care 
treatment plan (e.g., a member with asthma not filling a prescription for a rescue inhaler). 
When the care manager sees indications that a member may be at risk for experiencing a care 
setting transition, he/she engages the member and his/her ICT to collaboratively reassess 
his/her needs and update his/her care treatment plan, as needed. 


REVISING THE CARE TREATMENT PLAN IN CONSULTATION WITH THE PCP 
Any time the care treatment plan is revised, our care manager discusses the proposed changes 
with the PCP (or designated health professional). The care manager contacts the PCP to 
facilitate key services and to provide updates on any significant changes in the member’s 
health status. In certain situations, the care manager conducts an ICT conference call or 
meeting to discuss the care treatment plan for an individual who has multiple complex health 
issues. During this discussion, our care manager, medical director, the PCP, behavioral health 
professionals and others review the current care treatment plan to determine how to proceed 
forward. This type of communication allows all health care professionals involved have the 
opportunity to discuss potential solutions.  


Our care manager includes our member and family/preferred support system as the critical 
people required to be engaged in any discussions of changes to the care treatment plan, 
including initial and subsequent meetings to review and update the plan. No changes are 
made to a member’s care treatment plan without the member understanding the proposed 
changes and obtaining the member’s agreement on changes to the care treatment plan. 
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2. The vendor must arrange or provide for professional care management services that are performed 
collaboratively by the recipient, designated formal and informal supports, and a team of 
professionals(which may include physicians, physician assistants, nurses, specialists, pediatricians, 
pharmacists, behavior health specialists, targeted case managers, and/or social workers) appropriate for 
the recipient’s condition and health care needs. 


Our person-centered care planning and care coordination approach empowers members to 
actively participate and make decisions/choices about their care and services in meaningful 
ways with the support of a person-centered care treatment plan and their chosen ICT. Our 
member is at the center of the ICT. To pursue person-centered care planning and care 
coordination, and determine the most strength-based, comprehensive identification of a 
member’s health-related goals, needs, options and preferences, the ICT must reflect a balance 
of interests, expertise and relationships that are important to the member. ICT participants, 
chosen by the member, work together to meet the member’s interdependent medical, 
behavioral and social needs and provide a safety net when decisions include significant risk. 


Led by the care manager, ICT participants:  


Provide valuable insights into the development of the member’s care treatment plan 


 Deliver or help to deliver needed services and supports 


 Alert the care manager to changes in the member’s health status or needs 


 Provide a support system to help maintain the member in the safest, least restrictive 
setting of his/her choice.  


The ICT provides opportunities to gather feedback and recommendations for person-centered 
care and services. It provides a forum for participants to communicate, as appropriate, 
throughout the care planning process, such as when assisting with appointments, addressing 
questions about a member’s care, monitoring a member’s progress and sharing evidence-
based clinical practice guidelines, as appropriate. This helps to coordinate the services 
delivered to the member and reduce duplication and fragmentation. 


3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and 
health condition, any co-morbidity, and the recipient’s psychological and community support needs. At a 
minimum, the vendor’s case manager must attempt to coordinate care with the recipient’s case manager 
from other health systems, including behavioral health. The person centered care treatment plan must 
also include specific provisions for periodic reviews of the recipient’s condition and appropriate updates to 
the plan.  


DEVELOPING A TREATMENT PLAN 
Based upon the findings from the welcome call, the health risk assessment, comprehensive 
assessment and ongoing data analysis, our care manager identifies and documents our 
member’s primary medical and behavioral health diagnoses, health conditions, any 
comorbidity and the member’s psychological and community support needs. This information 
is documented and revised as needed during ongoing discussions with the member. Our care 
manager reviews all current and ongoing health care, social and behavioral health needs to 
make certain all issues are addressed in the member’s care treatment plan.  
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COORDINATING CARE WITH CASE MANAGERS FROM OTHER HEALTH SYSTEMS 
We are aware of the critical need to collaborate with case managers from other health systems 
that are managing and delivering services to our members, such as behavioral health case 
managers. Our care managers coordinate health care and services with all types of providers 
and specialists, including behavioral health. The care manager collaborates with other case 
managers to understand the member’s needs, obtain care plans, and to coordinate the services 
provided by the case manager with the member’s physical, behavioral and social services. To 
incorporate other case managers and the services managed by them into the member’s care 
treatment plan, the care manager: 


 Identifies that a member is receiving services managed by a case manager from 
another health system 


 Adds the case manager to the member’s ICT with the member’s consent 


 Collaborates with the case manager to identify services included in the care plans 
developed by the case manager to address the member’s health consideration managed 
by the case manager from another health system 


 Documents the care plan developed by the case manager from another health system in 
the member’s care treatment plan developed in collaboration between the member and 
his/her care manager 


 Develops the member’s care treatment plan that incorporates services managed by the 
case manager and included in the case manager’s care plan 


 Collaborates with the ICT, including the other case manager, to coordinate the delivery 
of services in the member’s care treatment plan and the other case manager’s care 
plan 


 Monitors member health outcomes in collaboration with the ICT and other case 
manager 


For example, our care managers have the ability to coordinate behavioral services for an 
individual at any time. This is especially critical when an individual has an urgent or ongoing 
behavioral health issue that affects his/her physical health. Our care managers can discuss 
the member’s behavioral health needs with a behavioral health clinician and have access to 
the internal behavioral health consult line that is answered within four rings. The consult line 
is crucial in managing members presenting in crisis and allows for the member in crisis to 
speak directly to the behavioral health clinician to provide immediate assistance.  


Our care manager’s contact with the behavioral health clinician results in assistance in 
coordinating the appropriate LOC with contracted providers and a plan of care to initiate 
services. All updates to the care treatment plan are made to provide documentation of the 
services provided by all health care professionals involved in the case management process. 
Social workers create their own care plans (that can be reviewed by the care manager involved 
in the case) to document the issues they are working on with the member. Our care managers 
also document any referrals to behavioral health and others.  
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CARE TREATMENT PLAN 
Our member is at the center of any changes made to the care treatment plan. We update the 
member’s care treatment plan at least annually and when any change in the member’s health 
status or condition occurs, based upon the care manager’s ongoing monitoring of the 
member’s health status. The care manager schedules an ICT meeting to discuss the member’s 
service needs, goals and preferences for care, and the member’s services, medications and 
treatments and other relevant information. The care manager collaborates with the ICT to 
discuss the interventions and services that may be included in the member’s care plan in 
concert with the member. The care manager communicates changes to the care treatment plan 
to the ICT in the communication preference of their choice, and documents the care treatment 
plan in case management IT system, where it is accessed and updated by any authorized 
member of the ICT through our web portal. With each member interaction, a task is sent via 
the EMR to the care manager with a reminder to update the care treatment plan.  


Before finalization of the initial care treatment plan or subsequent care treatment plan 
updates, our care manager verifies our member understands the services (or changes to the 
services) in the care treatment plan and obtains consent to share the care treatment plan with 
the ICT. We provide a written copy of the care treatment plan to each member at least 
annually and following any significant update. 


4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for 
recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


We understand the need to make sure covered services are not 
disrupted or compromised in any way that would put the 
member’s health in jeopardy. We consistently and seamlessly 
coordinate each member’s care transition when he/she 
transitions to our service. We coordinate health care services 
upon notification by a member, a provider or DHCFP that a 
newly enrolled member is currently receiving health care 
services from another Medicaid vendor, a State-designated 
HIX plan or any other existing care treatment plans.  


Our goal is to contact members early and often to establish 
relationships and assuage any concerns about the Nevada Medicaid and Nevada Check Up 
Programs or an MCO change. A member, provider or DHCFP, who notifies us of the need to 
coordinate and transfer health care services, is initially assisted by member services. Members 
who meet the criteria are referred to case management and a care manager is assigned to 
manage the member’s care. The care manager coordinates the transfer and coordination of 
medical and dental services with other health plan departments, such as UM for prior 
authorization of medical services, and pharmacy services for coordination of the prescription 
and non-prescription drug benefit.  


Our care manager: 


 Contacts the relinquishing MCO or previous service delivery system, when applicable, 
to obtain current service authorizations and other medical/behavioral/LTSS records, 
such as the current care treatment plan 


Because all of our 
insurance products are 
managed on one platform, 
we can seamlessly 
transition members 
between our Medicaid, 
commercial and Silver 
State Health Insurance 
Exchange plans without 
interruption of services. 
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 Enters current service authorizations into our system so services continue without 
disruption 


 Completes a comprehensive assessment and confirms current services are authorized 
and delivered until a new care treatment plan is established 


 Has the new care manager contact the previous care manager, when possible 


 Reassures members that services continue via the welcome call and ongoing outreach 


We attempt to identify members, who at the time of enrollment are under medical or dental 
care, by using the health risk assessment mailed to all new members during enrollment. 
Members are asked to complete the assessment and return it to us via U.S. mail at no cost to 
the member. Our member services department helps the member obtain his/her medical 
records. The member is instructed to call the medical or dental provider’s office and request a 
copy of the medical or dental records. A member services representative may also place the 
call if the member is having difficulty obtaining a copy of his/her records. 


We focus on managing the transition and coordination of services for the following members: 


 Members with a behavioral condition, such as serious mental illness (SMI) or serious 
emotional disturbance (SED) 


 Members with special health care needs 


 Members with a medical condition such as: 


 High-risk pregnancy  


 Major organ or tissue transplantation services in progress 


 Chronic illness 


 Terminal illness 


 Intractable pain 


 Members who, at the time of enrollment, are receiving; 


 Chemotherapy or radiation 


 Significant outpatient treatment or dialysis 


 Prescription medications or DME  


 Other significant medical or dental services not included in the Nevada Medicaid 
and Nevada Check Up Programs, but covered by Medicaid under EPSDT for 
children 


 Members who, at enrollment: 


 Are scheduled for inpatient or medical or dental surgeries 


 Are currently in the hospital for medical or dental issues 


 Have prior authorization for medical or dental procedures or therapies for dates 
after enrollment 


 Have post-surgical medical or dental follow-up care scheduled 


A member, who at the time of enrollment is in the third trimester of her pregnancy, is allowed 
to stay with her current non-contracted obstetrical provider through postpartum care if she 
chooses. A member who at the time of enrollment is in the first or second trimester of her 
pregnancy, and is receiving obstetrical care from a non-contracted provider, may be 
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transitioned to a contracted obstetrical provider. We make decisions on a case-by-case basis 
depending on the credentialing status of the provider, and the provider’s willingness to accept 
payment from our health plan and comply with the Nevada Medicaid and Nevada Check Up 
Programs. 


Upon notification of enrollment of a hospitalized member, a hospital care manager is assigned 
to the case and completes a chart review of the current treatment plan, introduces him/herself 
to our member and completes an assessment of future needs. This information is forwarded to 
our medical director for review and approval. Decisions to transfer care to plan providers are 
made by the medical director on a case-by-case basis. Before discharge, our hospital care 
manager contacts the member to verify an appointment with the PCP has been made.  


We obtain our member’s signature on the Member Authorization to Disclose Protected Health 
Information (PHI) form before releasing information. Our care managers work with members 
who transition into our health plan from other plans including other Medicaid health plans, 
as well as previous commercial health plans. When members come to us with providers that 
are not contracted, care managers work with provider relations on a letter of agreement that 
allows for timely and appropriate continuity of care. If the member is agreeable, the care 
managers assist the member in transitioning to our contracted provider.  


F. Designation of PCP 


For recipients with case management needs, the designated PCP is the physician who will manage and 
coordinate the overall care for the recipient. In addition, the vendor will facilitate the coordination of the 
recipient’s care and ensure communication between the recipient, PCP, and other service providers and 
case managers. 


PCP MANAGES AND COORDINATES THE OVERALL CARE FOR THE RECIPIENT 
We collaborate with primary care practices and broader, comprehensive treatment teams to 
deliver coordinated, integrated care that meets each member’s needs, and continually 
monitors each member to ensure our member is achieving his/her goals and experiencing 
improved health outcomes. Care managers and clinical administrative coordinators help 
members obtain a PCP if they are not already assigned to one. Care managers promote 
member engagement with a team-based integrated primary care practice, which provides a 
readily accessible local source of health care treatment and guidance and confirms that a 
direct face-to-face relationship is developed with each member, and for ongoing assessment 
and treatment to address identified medical and behavioral health needs and barriers to 
optimal health outcomes.  


FACILITATING THE COORDINATION OF THE RECIPIENT’S CARE AND ENSURING 


COMMUNICATION 
Each care manager manages our member’s care using his/her clinical acumen and judgment, 
and collaborates with the member and his/her ICT to verify his/her members are achieving 
their goals, that they are receiving services to meet their physical, behavioral and social needs, 
and that they are experiencing improved health outcomes. The care manager updates the 
member’s health record in our case management information technology solution. Through 
our web portal, members, authorized PCPs, service providers and care managers can 
continually monitor the member’s progress and update the member’s health record as needed. 
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Our  care manager always puts our member at the center of the ICT. During the assessment 
and care planning process, the care manager works with the member to identify preferences 
for how, when, where and how often to conduct ICT meetings and how best to communicate 
with ICT participants, such as the member or the member’s family/caregiver. The care 
manager also engages with ICT participants to understand how to communicate with them, 
and their ability to participate in ICT meetings, including accommodating member requests 
related to the location of ICT meetings. When scheduling an ICT meeting, the care manager 
engages all required ICT participants to understand their preferences for attending the 
meeting and set up the ICT meeting to accommodate the needs of the member and the 
required ICT participants.  


Our care manager engages the ICT at various intervals, including: 


 Initial care treatment plan development 


 Reassessment that requires changes to the care treatment plan 


 Revisions to the care treatment plan 


 Reassessments and care treatment plan updates due to a triggering event 


 Through ongoing meetings requested by the member or his/her family at a time of day, 
day of week and format to meet their needs 


 Through the care manager’s ongoing monitoring of the member, the care manager 
engages the ICT when:  


 The member achieves his/her goals in the care treatment plan 


 The member’s health status improves, such as managing chronic conditions 


 The member experiences changes in living circumstances (e.g., loss of a caregiver) 


 The care manager recognizes signs of emerging issues  


 The member experiences changes in condition (e.g., results of an HbA1c test that 
indicate poorly controlled blood sugar levels) 


 The member experiences a triggering event, such as an ER visit or a hospitalization 


 The member experiences changes in care setting or is at risk for experiencing a 
care setting (e.g., member in NF indicates he/she wants to return to the community)  


Some examples of the ways in which care managers facilitate coordination of our member’s 
care and ensure communication include: 


 The care manager engages and solicits input from the ICT through one-on-one 
discussions, by establishing regularly scheduled ICT meetings at the member’s request, 
and by requesting ad hoc ICT meetings, as needed, such as when a member shows 
signs of emerging issues. The care manager conducts meetings telephonically, using 
technologies, such as webinars, or face-to-face, as may be needed to discuss the 
member’s needs. The care manager communicates with ICT participants using their 
preferred method of communication, such as a phone call or through our web portal.  


 During development of the member’s care treatment plan, the care manager ensures 
communication through interaction with members of the ICT to discuss any significant 
findings from member assessments and member discussions; the member’s service 
needs, goals and preferences for care; the member’s current services, medications and 
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treatments; and the member’s historical needs. The care manager collaborates with the 
provider and the ICT to discuss the interventions and services that should be included 
in the member’s care plan. 


 Before hospital discharge, the care manager engages the PCP and the ICT to discuss 
changes to the member’s care treatment plan that is implemented at discharge. At the 
time of hospital discharge, the care manager communicates the discharge to the ICT 
and helps the member schedule his/her follow-up appointments, and obtain any 
required prior authorizations needed for medications or specialty appointments.  


G. Case Management Program Staffing 


The vendor must identify the staff that will be involved in the operations of the case management 
program, including but not limited to: case manager supervisors, case managers, and administrative 
support staff. The vendor must identify the role/functions of each case management staff recipient as well 
as the required educational requirements, clinical licensure standards, certification and relevant 
experience with case management standards and/or activities. Furthermore, the vendor must provide 
case manager staff/recipient ratios based on the recipient risk stratification and different levels of care 
being provided to recipients. Behavioral health case management must be available 24 hours a day, 7 
days a week. 


CASE MANAGEMENT PROGRAM OVERSIGHT 
Case management activities deliver timely, appropriate, high-quality, integrated physical and 
behavioral health care to our members. Our chief medical officer (CMO) provides strategy 
and leadership direction for program development and implementation, and provides oversight 
of health plan functions that are integral to delivering services and supports to members, 
including our QI and UM Programs. Our CMO provides expert review and decisions to 
resolve clinical issues, participates in medical necessity reviews and renders opinions. 
Responsibilities include: 


 Approve medical adverse benefit determinations  


 Recommend clinical policies, procedures and programs 


 Oversee clinical appeals process/decision making 


 Facilitate complex case reviews and case conferences 


 Maintain credentialed status with our parent company 


 Initiate peer-to-peer consultations from providers, if indicated 


 Chair or co-chair committees that oversee clinical quality, including our QI 
Committee, UM Committee and Corporate Medical Affairs Committee (CMAC) 


 Identify patterns of overutilization and underutilization of medical and behavioral 
services and plans to mitigate 


Our CMO and director of medical and clinical operations are accountable for overseeing the 
quality-of-care coordination services furnished by our clinical staff and making sure qualified 
medical personnel provide care. They implement and oversee our clinical, QI and UM 
Programs. Our director of medical and clinical operations is accountable for the clinical 
activities related to the implementation and oversight of the MOC, including appropriate 
member assignment, care coordination, UM, prior authorization and clinical staff 
competency. Responsibilities include: 
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 Organize, direct, monitor, analyze, interpret, plan and implement the principles and 
functions of care coordination activities, including data collection, data analysis and 
QI, ongoing training and care coordination staff education 


 Promote a positive public image, facilitate the establishment of effective and efficient 
internal and external customer interfaces, and develop staff through the 
implementation of logically developed goals, objectives and strategic plans 


 Achieve and maintain profitability as impacted by service delivery expenses and trends 


 Set direction and planning to develop, implement and monitor action plans to modify 
care delivery patterns and assure appropriate service delivery expense management 


 Reduce service delivery expenses that correlate while improving overall outcomes and 
clinical program performance  


 Develop strategic initiatives as ongoing improvement 


 Create analysis documents to guide strategic planning 


ROLES, RESPONSIBILITIES AND REQUIREMENTS OF CASE MANAGEMENT STAFF 
Our case management program staff is a comprehensive team involved in the daily operations 
of the case management program. All of our clinical care managers hold a Nevada 
professional license in the areas of nursing, or social service. Our clinical care managers all 
hold associate, bachelor or master’s level college degrees. Currently, 45 percent of our staff 
are certified care managers. Our goal is for 100 percent to be certified in the next few years. 
The staff includes, but is not limited to, director, associate director, medical directors, RN 
managers, RN supervisor, care managers, LSW and clinical administrative coordinators. 


Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Program Leadership 


Chief Medical 
Director 


Accountable for ensuring that 
the insurance plan initiatives 
focus on clinical excellence, 
quality ratings improvement, 
appropriate inpatient and 
outpatient utilization, health 
care affordability, health 
systems transformation, 
mandated provisions and 
compliance, growth and 
focused improvements are 
implemented and successfully 
managed to achieve goals 


1 Licensed physician: Board Certified 
in an ABMS or AOBMS specialty 
5+ years’ clinical practice 
experience; strong knowledge of 
managed care industry and the 
Medicaid line of business 
2-3 years’ quality management 
experience 
Familiarity with current medical 
issues and practices 
Strong leader ship skills, as 
demonstrated by continuously 
improved results, team building and 
effectiveness in a highly matrixed 
organization 
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Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Director of 
Medical 
Management 


Clinical operations leading 
development, deployment and 
performance and collaboration 
with internal and external 
partners 


1 Bachelor of 
Science in 
Nursing; 
master’s degree 
in 
Business/Health 
care related field 
(preferred) 


8+ years’ 
experience in 
managed care 
leadership 
(minimum) 


Medical Director Oversight of medical and 
clinical processes with a 
focus on implementing plans 
of care that meet accepted 
guidelines/protocols (MCG)  


4 M.D. Board 
Certified in a 
postgraduate 
clinical specialty; 
licensed to 
practice without 
restrictions by 
the state 


10+ years 
(minimum) 


Associate 
Director Case 
Management 


Direction and leadership of 
inpatient UM/case 
management, NICU and new 
programs that support health 
care initiatives and regulatory 
guidelines 
 


1 Bachelor of 
Science in 
Nursing; CCM; 
master’s degree 
(preferred);  


10 years 
(minimum) 


Manager, Case 
Management 


Management and oversight for 
hospitalized members; ensure 
safe care transitions that meet 
and support member’s 
expectations 


3 Bachelor of 
Science Degree 
in Nursing 
(preferred); State 
RN license 


3+ years 
(minimum); CCM 
within one year 
of employment 


Supervisor, 
Outpatient Case 
Management  


Supervision of case managers 
in the development and 
operations of the Outpatient 
Case Management Program 


1 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
(preferred) 


3+ years 
(minimum) 


Obstetrics/Pediatrics/NICU/Adult (Outpatient Case Management) 


Outpatient Case 
Manager (OB) 


Management of services for 
members with complex 
service; works directly with 
the member, provider(s), 
facilities and other entities to 
ensure appropriate care is 
provided  


4 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
(preferred) and 
knowledge of 
high-risk 
pregnancy 
disease state 
management 


1+ years in case 
management 
(minimum); 3+ 
years in a 
hospital setting 
and direct 
member care 
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Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Outpatient Case 
Manager (PEDS) 


Management of services for 
members with complex 
service; works directly with 
the member, provider(s), 
facilities and other entities to 
ensure appropriate care is 
provided 


3 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
(preferred) and 
knowledge of 
high-risk 
pregnancy 
disease state 
management 


1+ years in case 
management 
(minimum); 3+ 
years in a 
hospital setting 
and direct 
member care 


Outpatient Case 
Manager (NICU) 
 


Management of services for 
members hospitalized in the 
neonatal intensive care unit, 
care coordination, improved 
transitions of care and 
discharge planning 


3 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
(preferred) and 
knowledge of 
pediatric disease 
state 
management 


1+ years in case 
management 
(minimum); 3+ 
years in a 
hospital setting 
and direct 
member care  


Outpatient Case 
Manager (Adult) 


Management of services for 
members with complex 
service; works directly with 
the member, provider(s), 
facilities and other entities to 
ensure appropriate care is 
provided 


5 RN with license 
in the state; CCM 
within 2 years of 
employment; 
bachelor’s 
degree 
(preferred) 


2+ years 
(minimum) of 
varied clinical 
experience in a 
hospital setting 
with an emphasis 
on case 
management 


Sr. Case Manager  Management of services and 
directs care coordination for 
high-risk members and post-
acute care discharges; works 
in collaboration with 
members, providers and key 
stakeholders in coordinating 
health services and referrals 


5 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
(preferred) and 
knowledge of 
adult disease 
state 
management 


1+ years in case 
management 
(minimum); 3+ 
years in a 
hospital setting 
and direct 
member care 


Clinical 
Administrative 
Coordinator 
(CAC) 


Supports the Outpatient Case 
Management clinical team 
with coordinating services in 
the outpatient setting; 
provides administrative 
support for referral 
management and non-clinical 
activities 


5 RN with license 
in the state; 
bachelor’s 
degree 
(preferred); CCM 
completed within 
1 year of 
employment)  


5 years’ 
(minimum) 
clinical 
experience in a 
hospital setting 
with an emphasis 
on case 
management 
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Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Inpatient Case Management 


Case Manager 
(Inpatient) 


Case Management includes 
UM of hospitalized member, 
care coordination, improved 
transitions of care and 
discharge planning  


33 RN with license 
in the state; CCM 
within 2 years of 
employment; 
bachelor’s 
degree 
(preferred) 


2+ years 
(minimum) of 
varied clinical 
experience in a 
hospital setting 
with an emphasis 
on case 
management 


Clinical 
Administrative 
Coordinator 
(CAC) 


Supports the Outpatient Case 
Management clinical team 
with coordinating services in 
the outpatient setting; 
provides administrative 
support for referral 
management and non-clinical 
activities 


9 High School 
Diploma or 
equivalent; 
Current Medical 
Assistant or 
Certified Nursing 
Assistant 
certification 
(strongly 
preferred) 


2+ years clinical 
experience as a 
Medical 
Assistant, 
Certified Nursing 
Assistant in a 
facility or a 
front/back office 
of a physician 
practice 
(preferred) 


Social Worker 


Social Worker Coordination of social 
services for members; 
collaborates with health care 
delivery stakeholders and 
members in managing safe 
discharges within the 
community; develops care 
plans that optimize the 
psychosocial and financial 
factors impacting transitions 
of care 


6 bachelor’s 
degree in Social 
Work required. 
Master’s degree 
in Social Work 
(preferred) State 
Social Work 
license required.  


2+ years of 
related social 
work experience 
in an acute 
setting, clinic, 
home health or 
case 
management 
setting 


Behavioral Health 


Medical Director 
Responsible for managing the 
complex case management 
and UM for clinical aspect  


1 


Psychiatrist, 
(M.D. or Ph.D.), 
Board- certified 
and Licensed in 
the state of 
Nevada  


10 years 
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Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Clinical Director 
Direction and leadership of 
behavioral health inpatient UM 
and case management 


1 


Master’s degree 
in business or 
health care 
management 
preferred  
Licensed Clinical 
Social Worker 
(LCSW), Marriage 
and Family 
Therapist (MFT), 
Registered Nurse 
(RN), Licensed 
Clinical 
Professional 
Counselor 
(LCPC) 


5 years’ 
experience in 
behavioral health 
and management 


Medicaid 
Program 
Manager 


Responsible for development 
and management of Medicaid 
programs 


1 


Licensed Clinical 
Social Worker 
(LCSW), Marriage 
and Family 
Therapist (MFT), 
Registered Nurse 
(RN), Licensed 
Clinical 
Professional 
Counselor 
(LCPC) 


5 years’ 
experience in 
behavioral health 
and management 


Senior Care 
Advocate 


Responsible for the utilization 
and case management of 
members for both inpatient 
and outpatient 


10 


Licensed Clinical 
Social Worker 
(LCSW), Marriage 
and Family 
Therapist (MFT), 
Registered Nurse 
(RN), Licensed 
Clinical 
Professional 
Counselor 
(LCPC) 


3 years’ 
experience in 
behavioral health 
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Comprehensive Case Management Program Staffing 


Staff Responsibilities # Requirements Experience 


Case Manager 
Responsible for the case 
management of members 
outpatient 


6 


Licensed Clinical 
Social Worker 
(LCSW), Marriage 
and Family 
Therapist (MFT), 
Registered Nurse 
(RN), Licensed 
Clinical 
Professional 
Counselor 
(LCPC), master’s 
degree in Social 
Work, Licensed 
Practical Nurse 
(LPN) 


2 years’ 
experience in 
behavioral health 


Clinical 
Administrative 
Coordinator 


Responsible for answering 
calls, UM, linking members 
with resources, building 
outpatient cases for clinical 
staff  


1 
Associate degree 
preferred 


1 year 


Case Manager Staff/Member Ratios Based upon Member Risk Stratification 
Confirming case managers, social workers and other staff facilitates needed care and services 
for Medicaid members is critical to operating an effective case management program. The 
ratios presented in the following table are used by the health plan to manage these resources 
effectively: 


Case Management Staff Staff/Member Ratio 


RN case managers in complex case management (adults, OB, pediatric) 56:1 


Inpatient RN case managers 23:1 


Sr. RN case managers (inpatient/post-acute) 54:1 


Behavioral health complex case managers  30:1 


Behavioral health case managers 50:1 


BEHAVIORAL HEALTH STAFFING 24 HOURS A DAY, SEVEN DAYS A WEEK 
To confirm that our members in case management have access to behavioral health services 
24 hours a day, seven days a week, our behavioral health line is available to address urgent 
and emergency behavioral health concerns after business hours and on weekends. The 
coverage allows our care manager to be accessed 24 hours a day, seven days a week. In 
addition, clinical staff support our care managers, including our on-call psychiatrist. This 
enables the care managers to have access to all programs and levels of care, with the ability to 
obtain authorization for services to address the member’s need. 
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H. Case Management Conditions 


1. The vendor must, at a minimum, provide case management to recipients with the following clinical and 
behavioral health conditions:  


Through our case management program, care managers collaborate with the member and the 
member’s ICT to manage the member’s care, regardless of his/her condition or the complexity 
of his/her needs. However, these conditions require customized approaches to helping 
members manage them. Care managers are responsible for identifying, incorporating into the 
member’s care treatment plan and coordinating the delivery of condition-specific 
interventions. Because of their participation in condition-specific education coordinated by 
their care manager, members are able to effectively manage their condition and comorbidities, 
including depression, cognitive deficits, physical limitations, healthy behaviors and 
psychosocial issues, which lead to improved quality of care, quality of life and health 
outcomes, and reduce unnecessary utilization, such as hospital admissions and ER visits. 


As discussed previously, through monthly analysis of administrative data and predictive 
modeling, we identify members with chronic conditions and gaps in care so that we can 
engage them in case management and provide education or enrollment in specialized 
programs to help them manage their conditions. For example, for members with diabetes, we 
can identify a recent first fill of insulin or a hospitalization or ER visit in the last 90 days for 
preventable diabetes complications. For members with asthma, we can identify members with 
ER visits for preventable asthma complications and non-compliance with rescue inhaler 
prescriptions.  


We implement interventions for lifestyle modification and promoting healthy behaviors to 
address associated issues for which evidence-based guidelines indicate an effect on managing 
chronic illness (e.g., smoking, lack of exercise, abuse of drugs or alcohol and poor nutrition). 
We provide health education to increase member knowledge and awareness of the disease, 
potential risks and complications, and methods of risk reduction and prevention of 
complications to promote healthy behaviors. We provide health education to all members 
using a variety of touch points, including condition-specific mailings, face-to-face classes, 
phone consultations, virtual learning and e-visits. Through these programs, we: 


 Empower members, in collaboration with their physicians, other health care 
professionals and community-based organizations, to effectively manage their 
conditions and associated risk factors and comorbidities  


 Provide members the knowledge and the tools they need to make self-care decisions, 
manage their chronic conditions and live a healthy lifestyle 


 Help members understand and actively participate in the management of their chronic 
condition and comorbidities, including adhering to provider treatment plans, managing 
medications and self-monitoring their progress 


 Improve physical activity tolerance and reduce or eliminate health risk factors, such as 
excess weight, obesity and smoking 


Once the care manager has engaged the member in condition-specific interventions, he/she 
assesses the member and monitors his/her progress toward managing the condition against 
goals for: 


 Medication and treatment adherence 
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 Condition monitoring, including self-management; nutrition and weight management; 
physical exercise and lifestyle changes 


 Medical and behavioral health comorbidities 


 Psychosocial issues 


 Caregiver knowledge of the member’s condition (with member consent) 


 Member communication with practitioners about his/her health conditions and 
treatment 


 Referrals to internal and external resources, as appropriate 


a. Congestive Heart Failure (CHF); 


Our congestive heart failure (CHF) disease management (DM) program seeks to reduce 
unnecessary hospitalizations and health care costs and works to improve the health of those 
individuals who have heart failure. The program provides information, interventions, nurse 
coaches and other resources to help participants: 


 Manage the CHF condition through daily monitoring of key findings, including weight 
and symptom changes or symptom-specific management  


 Adhere to physician treatment plans and drug therapy regimens  


 Manage risk factors and comorbidities, including hypertension, asthma, diabetes, 
coronary artery disease, chronic obstructive pulmonary disease (COPD) and 
depression  


 Understand the CHF condition and how to receive the most clinically appropriate, 
cost-effective and timely diagnostics and procedures  


b. Coronary Arterial Disease (CAD); 


Our coronary artery DM program is designed to help reduce unnecessary hospitalizations and 
health care costs and to improve quality of life. Through sophisticated stratification, we target 
members for inventions based upon acuity level and potential for impact. The program 
provides information and resources to assist in reducing or eliminating risk factors, 
maintaining a healthy lifestyle, effectively managing their condition and receiving the most 
clinically appropriate, cost-effective and timely diagnostic testing and procedures. 


c. Hypertension (excluding Mild Hypertension); 


Members with hypertension are referred to complex case management for education and 
monitoring of their disease process. Members are educated on signs and symptoms of high 
blood pressure, medication adherence, and management. We provide blood pressure cuffs for 
members who need frequent monitoring of blood pressure. Our RN care managers also refer 
members to our health education department for more in-depth education on managing the 
disease.  


d. Diabetes; 


We offer a variety of resources to members with diabetes that help them understand and 
successfully manage their condition. These resources include providing: 


 Access to an RN certified diabetes educator who helps the member control his/her 
diabetes through telephonic outreach. The RN and member create a personalized plan 
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to help the member achieve his/her health goals and manage his/her diabetes, with the 
RN providing ongoing support and motivation. Additionally, the RN helps the member 
better understand his/her medication and disease, as well as answer any health 
questions that the member might have.  


 A three-week diabetes class meets once per week for two hours each session. The class 
provides members with basic knowledge of preventive care for diabetes and provides 
education on healthy food, physical activity, blood glucose monitoring, foot and eye 
care, stress management techniques and other effective ways to help manage diabetes. 


 An American Diabetes Association (ADA)-certified diabetes self-management 
education program that includes a one-on-one assessment with a certified diabetes 
educator, a three-week class on diabetes, and follow-up consults, as needed, within a 
six-month period for ADA outcome tracking. 


 A “pre-diabetes” class that teaches the member the basics of preventive care through 
an understanding what pre-diabetes is, making healthy food and activity choices, 
reducing risks for future complications and setting smart goals. 


e. Chronic Obstructive Pulmonary Disease (COPD); 


COPD is a lung disease in which the tubes that carry air in and out of the lungs are partly 
obstructed. Our program provides education and self-management skills, and can explain 
treatment options that may be available to an individual, based upon the recommendation of 
his/her health care provider to: 


 Relieve symptoms with no or minimal side effects  


 Slow the progress of the disease  


 Improve exercise tolerance (the ability to stay active)  


 Prevent and treat complications and sudden onset of problems  


 Improve overall health 


f. Asthma; 


We have a comprehensive asthma program that focuses on adult and pediatric members with 
asthma. The goal of the program is to educate and encourage members to change their 
behavior so that they can self-manage their disease and improve overall health and well-being. 
We offer the following asthma education opportunities: 


 We offer two 12-week asthma classes—one tailored to the needs of adults and one 
tailored to needs of the parent and child—that educate members on how triggers can 
make breathing difficult, recognizing the signs and symptoms of an episode, asthma 
medications and self-care. An RN who is a certified asthma specialist and a wellness 
coach teach the classes. 


 Members may be able to participate in our asthma peak flow program, which provides 
participants with a peak flow meter. Additionally, the member is called once per week 
for a total of 12 weeks to obtain peak flow readings and provide education about 
asthma, asthma medications and his/her customized asthma action plan.  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 525 of 776
 


g. Severe Mental Illness (SMI); 


We engage members with SMI through our BHCCM program, which provides intensive 
services and supports to members who are at risk of being underserved in their effort to 
identify, access and use medical, behavioral or social services, or to otherwise achieve recovery 
and resiliency goals. BHCCM focuses on addressing the factors that precipitated access to this 
service, such as changes in the member’s signs and symptoms, psychosocial and 
environmental factors, and level of functioning.  


A team comprising a board-certified psychiatrist, a clinical director, behavioral health 
clinicians and other case managers supports the program. The team helps the member 
navigate the system of care, such as accessing transportation services, employment services, 
childcare or other community resources. The team collaborates to meet member needs, 
including medical, behavioral health and substance abuse care, and coordinates resources to 
meet the member’s basic needs, such as, housing, nutrition and eligible financial benefits.  


We engage the member in BHCCM until the member’s condition is safely, efficiently and 
effectively treated without the support of intensive case management intervention. These 
services vary in intensity, frequency and duration to support the member’s ability to use 
behavioral health and medical services, manage functional difficulties, or otherwise realize 
recovery and resiliency goals.  


The team works with the member in all settings, including the community, outpatient and 
inpatient. With the member’s permission, the team advocates for the member by sharing 
feedback about the member’s experience with the treatment provider, as well as agencies or 
other programs with which the member is involved, as a single point of contact for all parties 
involved in a member’s well-being and care. 


When appropriate, we assign members to a peer support specialist who works with them on 
their recovery goals and tracks their progress using the Maryland Assessment of Recovery 
Scale (MARS-12) assessment. Members also can complete their own Wellness Recovery 
Action Plans (WRAPs), crisis plans and Durable Power of Attorney for Health Care 
Decisions, which can be used by the members, their care teams and support systems to support 
their wellness. Members can engage in on-demand cognitive behavioral therapy and 
mindfulness exercises, and access additional resources through our secure member portal.  


The care manager determines where the member is on the continuum of readiness for change 
using the array of information gathered to develop a care treatment plan that: 


 Appropriately engages peer support/recovery peer specialists who have “lived 
experience” recovering from behavioral health challenges. Peers help create a safe and 
effective environment for members as they transition across LOC, participate in the 
member’s care planning process and help members to develop a WRAP and psychiatric 
advance directives 


 Offers family support by referring to National Alliance on Mental Illness (NAMI) and 
other support groups, such as the Family-to-Family Education Program 


 Ensures a crisis plan is developed and appended to the care treatment plan. The care 
manager provides a copy of the crisis plan to the member and the member’s family 
with the member’s permission 
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 Addresses stigma through education on the origins, research and treatment of 
behavioral health and substance use disorders (SUDs) 


h. High-Risk or High-Cost Substance Abuse Disorders; 


We engage members with high-risk or high-cost SUDs through our behavioral health high-
risk case management program. Members with high utilization of SUD services, non-
adherence and high needs are provided with case management services. This program is 
designed for members identified as having high utilization of services, poor life management 
skills and behavioral health needs. Our high-risk case management team assists with 
treatment adherence, care coordination, locating community resources and navigating the 
system of care.  


In addition, we identify high-risk individuals for engagement with SUD peer-recovery support 
specialists who can assist members and their support systems in a variety of ways, such as 
linking them to local support groups, assisting in completing WRAP plan, and educating them 
on available online resources. Online resources include self-paced cognitive behavioral 
therapy for addictions and a Recovery Toolkit for individuals with SUDs. All members have 
direct access to these online supports and can be linked with SUD support groups through 
interactions with our staff or directly through our secure member portal. 


Our care manager determines where our member is on the continuum of readiness for change 
using the array of information gathered. The care manager develops a care treatment plan 
that:  


 Appropriately engages peer support/recovery peer specialists who have “lived 
experience” recovering from SUD challenges. Peers help create a safe and effective 
environment for members as they transition across levels of care, participate in the 
member’s care planning process and help members to develop a recovery plan 


 Offers family support by referring to Al-Anon, and other support groups, such as the 
Family-to-Family Education Program 


 Ensures a crisis plan is developed and appended to the care treatment plan. The care 
manager provides a copy of the crisis plan to the member and the member’s family 
with the member’s permission 


 Addresses stigma through education on the origins, research and treatment of SUDs 


i. Severe Cognitive and/or Developmental Limitation;  


MEMBERS WITH COGNITIVE LIMITATION 
For members with a cognitive limitation, our care manager works with the member and 
family/caregiver to identify the best ways to engage our member and to identify specific needs 
related to his/her impairment. The care manager develops a care treatment plan by engaging 
the member and his/her family/caregiver in a way that works best for him/her, such as simple 
communication strategies or using assistive technology.  


Our care manager communicates actively with other members of the ICT to ensure our 
member receives the services he/she needs, such as outlining a detailed schedule for the 
member to follow and identifying successful communication strategies. ICT participants may 
include individuals with specialized expertise, such as a neurologist or a behavioral health 
provider, or community organizations, such as the Alzheimer’s Association. 
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Our care manager collaboratively develops a care treatment plan that provides supports that 
help our member to achieve his/her stated goals and maintain the highest functional level and 
independence in the community. The care treatment plan may include activities and services to 
maintain the member in the least restrictive setting; promote safety; provide caregiver supports 
and resources; provide respite services; and manage comorbid conditions. The care manager 
also engages the member in advanced care planning. 


Our care manager works with community organizations, such as the Nevada Alzheimer’s 
Association Chapters in Las Vegas and Reno, to provide additional education, tools and 
resources to support the member’s disease progression and ongoing care. Because caregivers 
are imperative to keeping individuals in the community, our care managers work to support 
the caregivers through community supports, such as respite.  


MEMBERS WITH DEVELOPMENTAL LIMITATION 
For members with developmental limitation, our care manager confirms members receive the 
full range of services necessary to optimize their health status and quality of life and that those 
services are delivered in a caring, respectful, efficient and cost-effective manner. The care 
manager works with our member, his/her natural supports, an LSW, external care managers 
and other ICT participants to make sure that assessments and person-centered plans are 
completed and services are seamlessly coordinated. In addition to the member and his/her 
family, ICT participants may include providers, targeted care managers and a school IEP 
representative. 


Our care manager collaborates to develop a care treatment plan that helps the member 
achieve personal outcomes, (e.g., relationship, inclusion, employment) and physical and 
behavioral well-being. The care manager confirms that all service plans developed by external 
care managers are documented and the services in the service plan are included in the care 
treatment plan. The care manager coordinates the member’s medical and behavioral services.  


j. Recipients in Supportive Housing;  


We employ a housing navigator in Nevada who has extensive local housing experience and 
contacts. Our housing navigator supports our local health plan staff as they work with 
members who are homeless or precariously housed. In addition, the housing navigator 
establishes ongoing external contacts with community-based organizations, housing 
authorities, public housing, local property owners and homeless services agencies, including 
COC agencies.  


We also work with community-based organizations to provide housing supports to members. 
Our program is built on our experience working with counties that offer precariously housed 
members, housing support through the Healthy Living grant. This includes transitional care 
facilities operating residential homes that provide supportive and personal care services to 
disabled individuals, and individuals who function independently in most areas of activity, but 
still need assistance and monitoring to enable them to remain in a home-like environment. 
Additionally, we work with organizations that provide permanent supportive housing for 
chronically homeless/medically fragile members, including families. Services also include 
helping members overcome medical, behavioral and substance use issues to help members 
toward self-sufficiency.  
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k. HIV; and 


For member’s diagnosed with HIV or AIDs, we assign a dedicated care manager and social 
worker with experience working with members with HIV or AIDS, to serve as our member’s 
care team. The team works together and it collaborates with the member to remove barriers 
and helps the member receive the medical services and prescribed medications needed to treat 
his/her condition. The team also works in conjunction with community agencies that 
specialize in meeting the needs of members with HIV or AIDs. 


For example, the team helps the member obtain the documentation required to receive services 
provided by the Ryan White Foundation, which offers financial, psychological and emotional 
support to those affected by HIV and AIDS, and St. Theresa’s, a community resource for 
physical and spiritual support to those members diagnosed with HIV/AIDS. 


Should a member’s ability to participate in managing his/her own ADLs decline, the care team 
works with the member to arrange appropriate services and supports. For example, the social 
worker may connect the member with personal care providers to assist with activities of daily 
living. The care team is always in partnership with the member to make changes to care, as 
needed, and to determine further services that may be required.  


l. Recipients with Complex Conditions. 


However, vendor must focus on all recipient’s whose health conditions warrant case management 
services and should not limit these services only to recipients with these conditions (e.g., cystic fibrosis, 
cerebral palsy, sickle cell anemia, etc.). 


As we have discussed throughout this section, our case management programs are an 
important part of our systematic approach to delivering integrated services for our members. 
These programs are evidence-based and build on our extensive experience serving special 
needs and complex high-risk populations. Programs address the distinct needs and 
circumstances of our members with diverse health conditions and mitigating circumstances. 
Our case management programs optimize the health and well-being of members with chronic 
illness, members who are at high risk of experiencing adverse medical outcomes, high-risk 
members with complex chronic or comorbid conditions, and members with high utilization of 
inpatient or ER services.  


I. Case Management Strategies 


1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
recipient’s person centered treatment plan and coordinating the case management needs. Should a 
vendor employ a disease management methodology (e.g., grouper, predictive modeling, proprietary 
screening algorithms) to identify and/or stratify recipients in need of various levels of health coaching and 
care intervention, the methods must be validated by scientific research and/or nationally accepted and 
recognized in the health care industry.  


USING BEST-PRACTICE AND EVIDENCE-BASED CLINICAL GUIDELINES  
Our case management program is supported by evidence-based, nationally recognized health 
care policies, clinical guidelines and review criteria, which influence care decisions to support 
delivery of appropriate care in the most appropriate setting at the appropriate time. Our 
guidelines standardize care management decisions regarding the most appropriate and 
available LOC needed to treat a member’s presenting problems, while providing the flexibility 
to address individual needs. Our case management and clinical criteria are accredited by the 
NCQA. 
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We use evidence-based, nationally recognized MCG criteria for physical health care services 
that span the continuum of care. We use the nationally recognized Mihalik, which addresses 
all LOC for behavioral health and substance-related care, and ASAM criteria for SUD. The 
guidelines provide objective and evidence-based admission and continuing stay criteria for 
mental health, SUD and community support services.  


The care manager collaborates with the member and 
the ICT to develop the member’s care treatment plan. 
The care manager applies the guidelines and criteria 
in a flexible manner based upon currently accepted 
medical or health care practices, consideration of 
members with specialized needs (such as members 
with disabilities), acute conditions or a life-
threatening illness, and an assessment of the local 
health care delivery system.  


We have developed clinical guidelines for the 
clinician’s use in managing common and important 
medical conditions. Our physicians have developed all 
clinical guidelines, allowing for extensive input from 
practicing physicians. In most cases, nationally 
recommended guidelines provided the basis for our 
guidelines, which were then modified to fit our local 
environment. Our medical directors regularly review 
the guidelines, which constitute a framework only. In 
all cases, the provider’s clinical judgment can override 
the guideline if the provider feels that strict adherence is not in the member’s best interest. If 
the provider decides to deviate, the medical record should indicate the rationale for this 
variation.  


We have evolved our approach for member engagement and success by using evidence-based 
models as the foundation for follow-up after hospitalization, based upon the Coleman model, 
focusing the post-hospital engagement to ensure PCP follow-up, medication reconciliation 
and member awareness of red flags.  


Our member education/newsletters use evidence-based guidelines to develop educational 
content on topics such as diabetes, asthma and tobacco cessation that is scientifically sound, 
as well as linguistically and culturally appropriate, and meets the literacy requirements.  


As clinical practice and preventive health guidelines are systematically developed, evidence-
based statements help providers make decisions about appropriate health care for specific 
clinical circumstances leading to individualized care and services for the member.  


We adopt clinical practice and preventive health guidelines from recognized sources as 
defined by NCQA and URAQ. We encourage providers to use relevant evidence-based 
approaches by disseminating materials through a variety of sources, as we discuss in our 
response to the following section.  


   Nationally Recognized Criteria 
We use evidence-based, 
nationally recognized criteria 
including: 


 MCG criteria for physical health 
care services that span the 
continuum of care 


 Mihalik Group Medical 
Necessity Manual for Behavioral 
Health, which addresses all 
levels of care for mental health 
and substance-related care 


 American Society of Addiction 
Medicine (ASAM) criteria for 
substance use disorders (SUDs) 
provide objective and evidence-
based admission and continuing 
stay criteria for mental health, 
SUD and community support 
services  
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EMPLOYING A DISEASE MANAGEMENT METHODOLOGY  
We follow nationally recognized components for chronic disease interventions, including 
population identification/stratification processes, collaborative practice models, member self-
management education processes, evidence-based guidelines, process and outcome 
measurements, and internal QI processes. These are the guiding principles that we have 
established as the strategic approach for addressing individualized service needs for members. 
We assess the characteristics of the population and ensure the initiatives and programs we 
have established are holistic in nature and empower members to be active participants in their 
health care. Considerations include: 


 Interventions that can promote effectiveness of care 


 Interventions that can yield evidence-based results 


 Potential for improved quality of life 


 Initiatives that cross multiple disease categories 


 Ability to enhance or influence provider effectiveness 


Each month, we run an automated algorithm to capture relevant claims and encounters, 
HEDIS data, pharmacy and laboratory data from the previous 12 months. This information is 
used to populate an electronic disease management registry, which includes member 
demographics and the utilization history of individuals with either diabetes of asthma. Disease 
management program staff has access to the information contained in the registry to 
determine the appropriate level of condition-specific interventions. We stratify members 
identified in the registry using variables such as HEDIS measures, claims experience, 
inpatient and ER utilization, and comorbidities over the past 12 months.  


We have developed specific evidence-based disease management interventions and proprietary 
strategies to maximize success for members with chronic conditions. Our clinical experts 
incorporate current clinical practice guidelines and recommendations from professional 
organizations (e.g., American Diabetes Association, National Heart, Lung and Blood 
Institute; Disease Management Association of America, the American College of Obstetricians 
and Gynecologists and the Agency for Healthcare Research and Quality) into our disease 
management education program. 


2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-
based clinical guidelines or best practice approaches to assist in providing a high level of quality care to 
vendor recipients.  


DISTRIBUTING THE GUIDELINES TO PROVIDERS 
Provider advocates and RN CPCs provide education to providers on our criteria and clinical 
guidelines during initial provider training, when UM protocols or criteria and guidelines 
change and when we identify providers who need assistance (e.g., difficulties submitting 
requests for prior authorization). We also provide information about our UM Program to 
providers in our Provider Summary Guide, on our provider website (available 24 hours a day, 
seven days a week), and in our provider newsletter. 


HELPING PROVIDERS PROVIDE A HIGH LEVEL OF QUALITY CARE  
We continually communicate with and support providers through a variety of methods. Our 
provider services staff manages and provides monthly fax blast notifications; our semiannual 
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provider newsletter publications; website updates; quarterly provider office site visits; and 
distribution of the annual Provider Summary Guide, and holds biannual provider meetings, 
workshops and internet-based conferences. As we discuss later in this section, our RN CPCs 
visit our network providers at least each quarter to deliver their customized HEDIS care gap 
reports and provide HEDIS performance improvement education to both support providers 
and facilitate better health care for our members.  


Each year, we produce a State-specific Provider Summary Guide, reviewed and approved by 
our CMO that includes: 


 Our policies and procedures to ensure provider compliance 


 Eligibility verification procedures 


 Prior authorization procedures and requirements 


 Claims submission requirements and procedures 


 Provider credentialing requirements 


 Covered benefits 


 Provider dispute procedures 


 Quality improvement policies 


 Clinical guidelines 


 UM policies 


Our provider services representative conducts a comprehensive site visit with newly contracted 
providers, during which the representative reviews and discusses our policies and procedures. 
During the initial site visit, providers also receive instructions regarding our secure, web-
based provider portal. The portal allows providers to use an internet connection from their 
offices to obtain benefit and eligibility information, check claim status and submit prior 
authorization requests electronically. Thereafter, provider site visits are scheduled periodically 
for continuing education, ongoing assistance and support. 


TOOLS TO DELIVER A HIGH LEVEL OF QUALITY CARE TO OUR MEMBERS 
We use a variety of tools to identify care opportunities and conduct targeted outreach to get 
members the care they need. Through our person-centered, integrated model of care, care 
managers and providers use these tools, along with comprehensive member assessments, to 
identify high-risk members and member care gaps and develop or modify the member’s care 
plan to assure members receive needed health care services. These tools include: 


 Secure provider portal: Through our secure provider portal, providers can view their 
practice’s HEDIS quality measures. It gives them actionable information to identify 
members who may be candidates for specific treatments or screenings, consistent with 
national quality guidelines. We track month-to-month care and quality information for 
49 quality health measures and provide reconciliation features to submit data 
corrections by health measure to reflect the provider’s clinical record of member care 
history. 


 HEDIS in a Box toolkit and CPC outreach: Our HEDIS in a Box toolkit includes 
NCQA HEDIS measures focused on care delivery. CPCs use the toolkit to help 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 532 of 776  RFP #3260
 


providers understand evidence-based quality performance guidelines for preventive 
and condition-specific care.  


 Provider profiles: Provider profiles contain preventive care, access to care and UM 
measures. We benchmark providers across all of our health plans, looking for 
providers that fall outside the expected range for service delivery. We share provider 
profiles with providers to educate them about ways to improve services delivered to 
their members. Our Nevada PAC reviews provider profiles and works with providers to 
address issues, such as a significant number of members that have not received 
required preventive services.  


 Behavioral health tools: We support PCPs or providers addressing behavioral health 
issues in other non-behavioral settings with behavioral health tools, such as our 
Behavioral Health Toolkit for the Health Care Professional. The toolkit provides the 
non-behavioral-health provider with helpful links to important information about 
common behavioral health conditions and treatment, such as depression screening. 
The toolkit also assists providers in linking members to treatment, such as our toll-free 
number, and includes clinical practice guidelines for prevalent behavioral health and 
childhood disorders such as attention deficit hyperactivity disorder (ADHD). It 
explains and promotes the use of evidence-based behavioral health screening tools 
such as the PHQ-9. 


REVIEWING QUALITY OUTCOMES AND EDUCATING PROVIDERS  
Our Clinical Practice Consultant (CPC) program helps network providers deliver quality care 
to our members. RN CPCs conduct regular meetings with providers to analyze and review 
quality outcomes and educate providers on clinical guidelines and HEDIS requirements. They 
use a variety of tools and materials, such as our HEDIS in a Box educational toolkit, to 
illustrate evidence-based quality performance guidelines for preventive and condition-specific 
care. CPCs: 


 Discuss members with gaps in care with providers and help identify interventions with 
these members 


 Provide direction and guidance on clinical QI and management programs including 
accreditation 


 Conduct chart review for coding validation to ensure 
documentation encompasses members’ conditions and 
compliance with applicable quality, HEDIS, NCQA 
and State initiatives 


 Review medical records to evaluate compliance with 
State medical record standards and help practice staff 
identify opportunities to improve their documentation 
and coding of clinical care rendered 


 Educate provider and office staff on various topics, 
such as billing and encounter submission, HEDIS 
specifications and State regulatory requirements 
related to quality 


 Conduct year-round reviews of provider medical 


Member Outreach to 
Close Gaps in Care 


After CPCs conduct outreach 
to the provider and identify 
their members’ gaps in care, 
we work with the provider to 
develop outreach programs 
targeted to address the needs 
of members in their practice. 
They deploy outreach 
programs in an effort to bring 
members into the provider’s 
practice to receive needed 
services. 
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records to identify HEDIS-compliant services delivered to members who have not been 
captured by an analysis of claims data 


 Document the presence of information that conforms to accepted standards of medical 
practice, which includes evidence of continuity and coordination of care 


PROVIDER PROFILING 
Provider profiling identifies opportunities for reducing variation in practice patterns, improves 
health outcomes for members and provides us with a tool to discuss best practices with 
providers. We partner with providers to implement initiatives that improve the quality of care 
and service provided to members, and we use various tools to track practice-level 
improvements and celebrate successes. In Nevada, we incorporate a variety of techniques to 
motivate and improve provider performance and improve 
member adherence with well-care visits: 


 Using RN CPCs to visit providers and share best 
practices and clinical tools that help providers identify 
areas for improvement 


 Conducting provider outreach with plan leadership 
and our provider network, member outreach and QM 
departments to educate providers and review 
utilization patterns 


 Implementing, in collaboration with PCPs, high-touch 
member outreach and intervention programs to 
encourage members to visit their PCP for needed 
screenings 


 Providing service reminder notifications to members via mail and phone to remind 
them about their gaps in care and services (e.g., reflected in HEDIS outcome 
measures) 


We conduct provider profiling to identify PCPs operating outside of peer norms and identify 
utilization, prescribing patterns or quality-of-care issues. We use provider profiling to give 
providers data and information that gives them insight into their practice patterns and 
opportunities for improvement. We work with providers to take advantage of these 
opportunities through partnerships to reach our members and to bring them in to see their 
PCP for care, and we establish systems for tracking when members are due for services. The 
goal is to improve member health outcomes by ensuring all needed preventive and chronic 
care services are rendered per established clinical practice guidelines.  


3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The 
vendor will organize interventions specifically designed to reduce or eliminate disparities in health care. 


We believe that cultural competency provides the foundation for our ability to meet our 
members’ special health needs, while honoring each individual’s unique circumstances, as we 
deliver superior services across the state. Therefore, we actively participate in State and 
federal efforts to promote the delivery of services in a culturally competent manner to all 
members. We have developed relationships with diverse agencies and community 
organizations that enhance our understanding of the distinctive cultural groups within the 


Provider profiling allows us 
to identify those quality 
providers to be retained 
and recruited. Annual PCP 
utilization and quality 
profiles summarize 
utilization and quality 
indicators, such as access 
to care, medical record 
documentation, preventive 
services, immunizations 
and screenings for 
diabetes. 
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State, as well as the particular needs of underserved and financially disadvantaged 
populations.  


As we develop and expand service delivery networks across the state Medicaid programs we 
serve, we focus our efforts on facilitating culturally competent care for all members, but 
especially for those individuals with limited English proficiency and diverse cultural and 
ethnic backgrounds. Further, we comply with all State and federal regulations pursuant to 
MSM Chapter 100, Section 103.6 as well as 42 CFR 438.206(b)(2). In compliance with 42 
U.S.C. §300kk, we collect and provide data on race, ethnicity, sex, primary language, and 
disability status for applicant’s and recipient’s parents or legal guardians if applicants or 
recipients are minors or legally incapacitated individuals.  


Culturally and linguistically appropriate programs and services must be provided to better 
serve members’ diverse needs and reduce health disparities. One of the key starting points is 
collecting and understanding the race, ethnicity and language of our members. Progress made 
to date includes: 


 Identification of current State, Federal, NCQA, AHIP requirements for race, ethnicity, 
language (REL) collection and standards, plus completion of gap analysis for NCQA  


 Completion of a member self‐reported and inferred REL baseline report 


 Development of REL user interface, including race, ethnicity and language collection 
values and all associated verbiage 


 Integrate race and language collection as part of the standard health assessment 


Facilitating the provision of timely and appropriate health care and services for members 
continues to be a critical priority for us. Each year it remains essential to understand the needs 
of different populations who are enrolled with us. Since these needs may change over time, the 
demographic profile of the population remains a vital tool in implementing key quality 
improvement activities. For that reason, we use a broad range of member and provider survey 
and feedback tools to maintain our understanding of community needs in the context of 
national health care initiatives. For example:  


 Customer-Centric Task Force: We have in place an established task force that serves 
as the central repository for contributing to the design and evaluation of intervention 
strategies. Task force members also help identify and address potential barriers for 
members in accessing health care and services.  


 HEDIS: We analyze specific HEDIS clinical measures by racial and ethnic group, and 
review and evaluate racial, ethnic and primary language data for Medicaid members to 
determine the accuracy of these data. 


 Grievance and Appeal Data: To confirm members receive health care services in an 
understandable and respectful manner, complaints and appeals are monitored through 
our appeals and grievances department to determine if there are trends related to 
cultural and linguistic issues.  


 Provider satisfaction survey results 


 Tracking languages spoken by members versus languages spoken by providers by 
comparing provider credentialing data against member demographic data. 
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 Review of the organizational cultural and linguistic needs assessment results 


 CAHPS survey results 


INTERVENTIONS TO REDUCE OR ELIMINATE DISPARITIES IN HEALTH CARE 
Nationwide, racial and ethnic minorities, people with disabilities, residents of rural areas and 
other vulnerable groups more often face barriers to good health. To be effective in the delivery 
of health care services in a culturally sensitive manner to our members, we use information 
from DHCFP racial and ethnic reports and our own reporting to analyze member distribution 
by racial and ethnic groups. Our clinical, operations, provider engagement and health 
education and wellness teams then modify current systems or design evidence-based programs 
tailored to meet the needs of different ethnic groups to understand and overcome the impact of 
health disparities. Some examples of our work include: 


 Modifying our grievances and appeals system to collect cultural, ethnic and linguistic 
data: A key component of our cultural competency program is members receiving 
health care services in an understandable and respectful manner. We monitor 
complaints and appeals through our appeals and grievances department to determine if 
there are trends related to cultural, ethnic and linguistic issues. This evaluation helps 
identify and minimize potential conflicts between providers and members and ensure 
there are no related barriers to care. In 2015, the appeals and grievances department 
added a complaint subcategory to track member complaints related to cultural and 
ethnic issues. 


 Implementing provider and office staff education: In 2015, we created a PowerPoint 
presentation for providers and their office staff, providing education on various 
sensitivities they may encounter with members, including members with disabilities, 
communication nuances with particular racial and cultural groups and LGBTQ issues. 
The presentation is available on the plan website and discussed during provider 
advocate orientations. 


 Implementing programs to overcome health disparities: Childhood obesity is a growing 
issue in the United States. It is highest among children from low-income families. In 
Nevada, it is 13.3 percent among children in families with an income-to-poverty ratio 
of less than or equal to 50 percent. Given the increasing opportunity for improving 
child nutrition and reducing obesity rates, we developed a program to identify densely 
populated regions of Southern Nevada where there is a need for child nutrition 
programs. Using the Children and Adolescents’ Access to Primary Care Practitioners 
(CAP) HEDIS measure, we determined the location of the largest number of Medicaid 
pediatric members and correlated it with the ZIP codes of those members with BMIs in 
the 85th and 95th percentiles.  


We designed an intervention to help members make healthier food choices in densely 
populated regions. We deployed health educators to visit various grocery stores, 
convenience stores and dollar stores in the targeted ZIP codes to determine the 
healthiest options available while shopping on a budget. We then developed a healthy 
grocery-shopping list to use in health education classes, including child nutrition and 
grocery shopping tours in the area. 
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J. Information Technology System for Case Management: 


The vendor’s information technology system for its case management program must maximize the 
opportunity for communication between the vendor, PCP, the patient, other service providers and case 
managers. The vendor must have an integrated database that allows vendor staff that may be contacted 
by a recipient in case management to have immediate access to and review of the most recent 
information within the vendor’s information systems relevant to the case. The integrated database may 
include the following: administrative data, call center communications, service authorizations, person 
centered care treatment plans, patient assessments and case management notes. For example, vendor 
recipient services staff must have access to a recipient’s case management notes and recent inpatient or 
emergency department utilization if contacted by that recipient. The information technology system must 
also have the capability to share relevant information (i.e. utilization reports, person centered care 
treatment plans, etc.) with the recipient, the PCP, and other service providers and case managers. 


The vendor must submit a monthly report on the number of recipients receiving case management, their 
ages, geographic location and reason for case management.  


MAXIMIZING THE OPPORTUNITY FOR COMMUNICATION  
We use Facets version 5.3, the industry’s leading managed care software, for administering 
managed Medicaid programs and supporting our case management programs. Using our 
integrated Facets Platform maximizes the opportunity for communication between us, the 
PCP, the member, other service providers and care managers. We have used this system since 
1999 and have implemented many unique enhancements and extensions that improved the 
functionality and performance of this managed care platform. In recent years, we have 
continued to extend the capabilities of our Facets Platform to integrate member assessments, 
case management notes and person-centered care treatment plans with the basic 
administrative data, claims, encounters, service authorizations and call center 
communications with our members. 


ACCESS TO THE RECIPIENT’S MOST RECENT, RELEVANT CASE INFORMATION  
Our Facets Platform, which includes several custom-built, integrated application modules 
unique to us, provides the integrated database where all information on members is 
maintained and accessible to all authorized staff, including recipient case-management data 
and all utilization data. Our Facets Platform includes all required database information, such 
as: 


 Administrative and demographic data 


 Claim and encounter data 


 ER access data 


 Inpatient admission and discharge 
data 


 Prior authorization and provider 
referral data 


 Communication history (e.g., 
correspondence and explanations of 
benefits) 


 Health risk assessments 


 Case management assessments  


 Case management progress notes  


 Case management treatment care 
plans 


 Member services call center contact 
data  


 Health, education and wellness 
activities 


 Grievances and appeals 


This member-related information is available to our service staff that interacts with members 
and with the providers serving our members. Beyond the internal access to the member data 
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within our Facets Platform, we have been a leader in the industry relative to providing secure, 
HIPAA-compliant external access to member data via our web-based service portal.  


3.10.21 Standard XV: IQAP Documentation  
3.10.21.1 Scope 


The vendor must document that it is monitoring the quality of care across all services and all treatment 
modalities, according to its written IQAP. (This review of the entire range of care is expected to be carried 
out over multiple review periods and not on a concurrent basis.)  


Our coordinated oversight of subcontractors includes pre-defined standards, monitoring, and 
reporting and is outlined in our Quality Program Description, QI Work Plan and QI 
Evaluation. We maintain complete accountability for all subcontracted services. Our teams 
conduct regular audits and monitor key performance metrics against service level agreements. 
Findings of this oversight process are reported to our quality and compliance committees and 
executive leadership. If there are performance issues, these committees recommend next steps 
of the subcontractor to remedy operational issues and maintain compliance with the contract. 
Actions may include implementation of an informal improvement action plan or a formal 
corrective action plan, increased frequency of audits, and if necessary, revocation of the 
delegation agreement.  


INCREASED COMPLIANCE WITH THE USE OF CLINICAL PRACTICE GUIDELINES 


Education of PCPs, regarding guidelines for treatment of children diagnosed with attention 
deficit hyperactivity disorder (ADHD) is an example of our monitoring of adherence to 
clinical guidelines and intervention to improve compliance. Drug therapy is an important part 
of ADHD treatment. However, ongoing patient contact with the prescribing provider is 
essential for successful outcomes. This is particularly true for members new to ADHD 
therapy.  


In May 2014, we renewed our adoption of the American Academy of Child and Adolescent 
Psychiatry’s Practice Parameter for the Assessment and Treatment of Children and 
Adolescents with Attention Deficit Hyperactivity Disorder, which states that children 
diagnosed with ADHD, and prescribed medications, should have a follow-up visit with the 
prescribing provider within 30 days of their first prescription being filled. In our Florida 
Medicaid plan, we discovered that adherence to this guideline was low as of January 2013, 
with only 37.3 percent of members receiving this follow-up visit, even though this was 
performance in the 75th percentile nationally.  


To improve provider adherence to the clinical guidelines, our pharmacy team began outbound 
calls to prescribing providers and the parents of children who have recently begun ADHD 
therapy.  


 During these calls, we verified that a follow-up appointment has been scheduled, and if 
not, we encouraged the prescribing provider’s office to contact the member to schedule 
the visit, consistent with national guidelines, for the appropriate monitoring and 
follow-up for our members when prescribed ADHD medications.  


 The result of this intervention in our Florida Medicaid program yielded a significant 
improvement, moving our interim rate a year late in July 2014 to 50.3 percent, and 
moving us to the 90th percentile nationally. 
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3.10.21.2 Maintenance and Availability of Documentation 


The vendor must maintain and make available to the DHCFP, and upon request to the Federal Secretary 
of Health and Human Services or any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as requested concerning its quality 
assurance activities and corrective actions.  


Nationwide, our health plans fully engage with our state partners, Federal Secretary of Health 
and Human Services or any federal or state regulatory entities. We maintain and make 
available all studies, reports, protocols, standards, worksheets, minutes or other 
documentation as requested and establish proactive and efficient ways for the state to receive 
and access requested information such as electronically with look-up functions. Our goal is 
always full compliance with all contractual requirements. 


3.10.21.2 Maintenance and Availability of Documentation 


The vendor must maintain and make available to the DHCFP, and upon request to the Federal Secretary 
of Health and Human Services or any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as requested concerning its quality 
assurance activities and corrective actions.  


Nationwide, our health plans fully engage with our state partners, Federal Secretary of Health 
and Human Services or any federal or state regulatory entities. We maintain and make 
available all studies, reports, protocols, standards, worksheets, minutes or other 
documentation as requested and establish proactive and efficient ways for the state to receive 
and access requested information such as electronically with look-up functions. Our goal is 
always full compliance with all contractual requirements. 


3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity 
with Other Management Activity  
3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as 
a result of QA activity, are documented and reported within the vendor’s organization and through the 
established QA channels.  


Annually, we formally document our quality assurance program through a trilogy of 
documents that help us establish goals and objectives to drive continuous quality improvement 
(CQI). These documents include the Quality Program Description, the QI Work Plan and the 
Quality Program Evaluation. Annually, we conduct a comprehensive evaluation of the 
effectiveness of our Quality Program, and the Evaluation from the prior year informs the 
development of the Quality Program Description and QI Work Plan for the upcoming year. 
The health plan board of directors and QIC approves all three documents as documented in 
the meeting minutes and submits them to applicable regulators as required.  


The QIC is the decision-making body that is accountable for the implementation, coordination 
and integration of all QI and management activities specific to quality improvement in 
Nevada. Our QIC includes medical and behavioral health clinical staff, operational leaders 
and network providers. The QIC analyzes and evaluates the result of quality management and 
improvement activities, recommend policy decisions, confirm that providers are involved in the 
quality program, institute needed action and verify that appropriate follow-up occurs.  


We use an integrated approach to our quality structure and oversight, incorporating physical 
and behavioral health programs holistically to address care and service rendered across the 
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health care continuum and make sure that all areas of organization receive the findings, 
conclusions, recommendations, actions taken and results of our quality activities. 


A. Quality assurance information is used in credentialing, recredentialing, and/or annual performance 
evaluations.  


In our 23 Medicaid health plans nationwide, we conduct ongoing monitoring of providers, 
which includes collection and review of sanctions; limitations on licensure; member 
complaints; and quality issues. If an issue or violation of our credentialing requirements is 
uncovered during this time, appropriate action is taken in accordance with our provider 
participation agreements, the credentialing plan, and regulatory and accreditation 
requirements. 


Our national Quality of Care (QOC) department records all quality of care issues from 
member complaints and other referral sources in a database for tracking and trending. The 
QOC notifies our Credentialing Committee of all moderate or serious quality concerns 
identifying credentialed providers. Our QOC also performs ongoing monitoring for any 
potential provider trends every six months and evaluates to determine if any additional actions 
are warranted.  


While provider utilization is continuously tracked and promptly acted upon if an issue arises, 
our health services team also provides our Credentialing Committee with provider utilization 
data at the time of recredentialing. These committees review the reported list of providers and 
their data to identify providers with utilization issues and factor their performance into our 
network recredentialing decision and processes. 


B. Quality assurance activities are coordinated with other performance monitoring activities, including 
utilization management, risk management and resolution and monitoring of recipient grievances and 
appeals.  


Nationwide, we coordinate quality assurance activities with UM, risk management, our 
members’ grievances and appeals through our staffing models, committees and our robust and 
systematic performance monitoring that links these dimensions and the routine sets of reports 
and dashboards, which are part of the suite of performance monitoring tools. 


Our health services director and the quality director are peer leaders, reporting to the CMO, 
with distinct departments and staff. Staff members perform distinct functions but interact 
routinely to coordinate quality and health services programs and initiatives. We have 
structured our staffing model to prevent a conflict of interest between UM, risk management 
and our members’ grievance and appeals goals and QI goals. QI activities are chosen to align 
with the Institute for Healthcare Improvement’s (IHI’s) Triple Aim—better health outcomes, 
improved care experience and lower costs of care—which includes improvement of population 
health, experience of care, and per capita cost.  


As with all functions within the health plan, our QIC monitors UM, risk management and our 
members’ grievance and appeals processes and outcomes for continuous quality improvement, 
with the intent of promoting overall quality in the delivery of services to our members. 
Ultimately, the UM Program, annual Evaluation and QI Work Plan are reviewed by the board 
of directors, independently from the Quality Program key documents. 
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C. There is a linkage between quality assurance and the other management functions of the vendor such 
as: 


Quality assurance (QA) is a large part of all other management functions and our dedicated 
on-site quality staff helps to facilitate this coordination. Network changes or updates, benefits 
redesign, medical management systems, feedback to practitioners, patient education and 
recipient services are all supplemented by QA activities including feedback about the quality of 
services delivered by our contracted practitioners. 


1. Network changes; 


As provider network changes are made, we analyze the impact of these changes on the 
provider network. Access and availability reports are also routinely reviewed to verify that the 
standards for geographic access for PCPs and high-volume specialists, open panels, and 
appointment access, among others, are maintained during any changes and transitions. In 
addition, as new providers are needed in certain specialties or geographic areas, Provider 
Services outreaches to new providers to create letters of agreement or new contracts to bring 
those providers into our network. 


Changes in network or access and availability are discussed routinely during the QIC or 
related task force meetings to evaluate the impact of any changes on the membership. Any 
actions and potential barriers in health care are reviewed to confirm limited effect. 


2. Benefits redesign; 


As benefits are redesigned, we complete an evaluation to determine how the benefit redesign 
impacts members and providers. Senior management at the health plan review available 
utilization and other related information to make consistent and educated decisions on the best 
way to redesign benefits. As appropriate, benefits redesigns are discussed throughout the QIC 
structure or our Corporate Medical Affairs Committee. Any discussions focus on how benefit 
redesigns may affect members or providers through any changes to related UM processes or 
any impact that could be seen on services and member satisfaction. 


3. Medical management systems (e.g., pre-certification); 


The medical management systems and processes we have in place are critical to the operations 
of the health plan. Minimizing the disruptions for members and providers is vital to 
maintaining a cohesive and collaborative relationship at all points of care. The ongoing 
operation of the medical management systems and processes that impact pre-certification, 
concurrent review and any other UM processes are evaluated on a regular basis. Reports that 
focus on pre-service volumes and determination findings, telephone access, grievance and 
appeal trends, amongst others, are reviewed to verify the system is working appropriately. 


Our UM Committee is responsible for reviewing ongoing reports to determine utilization 
trends and the impact on pre-service determinations, amongst others. In addition, the QIC and 
related task forces evaluate reports related to grievances and appeals to review trends. If 
trends for appeals are noted, consideration is given to that decision making protocol to see if it 
needs to be updated or staff need retraining on their interpretation. All medical management 
protocols are reviewed by the Corporate Medical Affairs Committee (that includes quality 
leadership) to verify that the protocols are evaluated and approved before final adoption. 
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Our UM Committee reviews reports such as the prior authorization turnaround times to 
determine if there are potential opportunities for improvement or challenges to address. 


4. Practice feedback to practitioners; 


Our quality CPCs conduct regular meetings with providers to analyze and review quality 
outcomes and educate providers on clinical guidelines and HEDIS requirements. They use a 
variety of tools and materials, such as our HEDIS in a Box educational toolkit, to illustrate 
evidence-based quality performance guidelines for preventive and condition-specific care such 
as: 


 Discuss members with gaps in care with providers and help identify interventions with 
these members 


 Provide direction and guidance on clinical QI and management programs including 
accreditation 


 Conduct chart review for coding validation to confirm documentation encompasses 
members’ conditions and compliance with applicable quality, HEDIS, NCQA and state 
initiatives 


 Review medical records to evaluate compliance with state medical record standards 
and help practice staff identify opportunities to improve their documentation and 
coding of clinical care rendered 


 Educate provider and office staff on various topics, such as billing and encounter 
submission, HEDIS specifications and state regulatory requirements related to quality 


 Conduct year-round reviews of provider medical records to identify HEDIS-compliant 
services delivered to members not captured by an analysis of claims data 


 Document the presence of information that conforms to accepted standards of medical 
practice, which includes evidence of continuity and coordination of care 


5. Patient education; and 


6. Recipient services. 


We use several methods and communication channels to educate members and families about 
the preventive care linked to our HEDIS measures and our quality activities including, but not 
limited to: 


 Welcome Kit and Member Handbook: The Member Handbook is a valuable resource 
providing information on EPSDT, well-child checkups, emergency and urgent care, 
covered/non-covered services, and a summary of benefits, language and cultural help 
and information about our quality activities. New members also receive welcome calls 
within 30 days of enrollment to enable our staff to personally provide information and 
education to members on how to access services, and allow members to ask any 
questions they may have about obtaining services. The Primary Care 
Physician/Hospital/Mental Health Provider Directory, also included in the new 
member welcome kit, encourages regular checkups, screenings and immunizations, in 
addition to providing members and their families with a list of participating PCPs, 
hospitals and mental health/substance abuse providers.  


 Educational Mailings: We provide education through routine educational mailings 
using a set of targeted, age and gender-appropriate member health education and 
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prevention reminder mailers. In 2014, we mailed over 1.4 million educational letters, 
postcards and newsletters related to the importance of pediatric preventive care, state-
specific or federal periodicity schedules, or more specific elements of EPSDT, such as 
immunizations, lead screening or dental care.  


 Member Website: Our website is an additional resource for members and their 
families, providing assistance in accessing services by providing benefits information, 
online provider directories, our Member Handbook and information on quality 
assurance. All of our member materials, including those posted online are designed to 
meet the unique needs and challenges of our members, including appropriate reading 
levels, multiple language offerings and culturally appropriate materials.  


 Member Advocates: Our knowledgeable, experienced member advocates are also key 
participants in our member outreach and education about EPSDT screenings as they 
answer our members’ non-clinical questions efficiently and accurately. Our member 
advocates are trained on Nevada benefits and priorities for the unique population they 
serve, and our frequent reinforcement of that training keeps those objectives top of 
mind for every member advocate. For example, since our member advocates know that 
achieving compliance in EPSDT screenings is a primary goal, in each interaction with 
the member, member advocates verify that the member has a PCP, and that the 
member has seen his/her PCP to receive all preventive care, including EPSDT 
screenings, and immunizations. Our member advocates can schedule member 
appointments with the pediatrician or PCPs, while the parent or guardian is on the 
phone.  


 Community and Provider Partnerships: We work in collaboration with a community 
outreach team, including an EPSDT coordinator, to work with participating providers 
and community-based organizations, to hold clinic days and health events to educate 
members about preventive services and quality activities. An example of our local 
community partnerships in a similar market, with agencies that provide EPSDT 
services is in Mississippi. Our proposed approach to improving EPSDT screens for our 
MississippiCAN members increased the Well-Child participation rate to 85 percent. 


 Telephonic Outreach: We use internal departments such as our outbound call team 
and proven external vendors to conduct outbound calling programs that include live or 
automated preventive health calls to educate new and existing members identified as 
needing recommended services. In 2014, we made over 1.8 million calls to the parents 
or guardians of our Medicaid members due for EPSDT services and an additional 
114,000 calls related specifically to pediatric immunizations and lead screening. 


 liveandworkwell.com: Our award-winning online behavioral health resource and 
information website, liveandworkwell.com, can be accessed through a link on our 
member portal. Support focuses on improving coping capabilities and helping members 
and families make the most of their lives. 
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3.10.23 Standard XVII: Data Collection 
The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Quality Assurance Standards. The 
vendor will submit information to DHCFP in accordance with the contract, performance measures and 
reports. Data for measures of quality, utilization, recipient satisfaction and access will be reported for the 
contract population. 


3.10.23.1 Specific areas of study required will be stated in the contract.  


3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be 
accurate and complete. 


We provide our state partners with complete and accurate reporting related to uniform 
utilization, cost, quality assurance and recipient satisfaction/complaint data; in addition to 
quality of care internal monitoring, evaluation and action planning activities including the 
provision of all required reporting in the format, frequency and timing specified. Our 
reporting and analytics staff is responsible for the state agency’s reporting deliverables and 
facilitate any data validation activities requested by the state agency.  


REPORTING AND DATA ANALYTICS 
Our integrated reporting and data analytics solution integrates medical, behavioral, 
pharmacy, financial, demographic and socioeconomic data, which we use to produce reports 
and analysis to meet all requirements around predictive analytics; provider information 
support; fraud, waste and abuse; and UM and improved health outcomes.  


We have developed robust information systems and data analytics capacity, enabling us to 
identify predictively member health risks and utilization profiles, and support quality profiling 
and the rapid identification of gaps in care. Our clinical leadership and quality management 
infrastructure enable us to understand and support evidence-based standards for population-
based care management as we work alongside our providers. We use data-driven, evidence-
based care tools that identify members most likely to benefit from interventions and apply 
programs tailored to meet their needs, improving care delivery to the total population. After 
implementing interventions, continuous monitoring provides feedback on the impact of each 
intervention. Our efforts to use the results of performance measures, member satisfaction 
surveys and a broad range of clinical and non-clinical data are fundamental to our overall QI 
goals and performance. 


This data is collected in such a way as to conduct population health analyses that accurately 
identify any population type with which we work. These analyses confirm that we allocate 
resources efficiently (e.g., member care, health administration, funding) to program areas that 
would most benefit. We monitor the effectiveness of our programs, detecting population 
trending and changes, which allows us to refocus our efforts to meet any new and subsequent 
conditions. Our analytic tools support health risk analysis, predictive modeling and care 
planning activities attuned specifically to diverse populations with complex health care needs. 
Using these tools, we extract information from clinical and administrative data sources to 
identify activities and based upon this data, we use data analytics to: 


 Package members’ clinical episodes of care, prior use and prescription drugs for easier 
use in care management 
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 Estimate both future expenditures and calculate the probability of one or more 
hospitalizations 


 Create risk markers that can be predictive and provide clinical insights into why a 
member has risks 


 Identify gaps in care based upon nationally recognized, evidence-based clinical 
guidelines 


 Support care and disease management interventions and decision-making, based upon 
evidence-based guidelines 


3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal 
and obstetrical care are required by due date.  


We monitor and track multiple focus areas including grievances and appeals, childhood 
immunizations and prenatal and obstetrical care on an annual basis, and submit and report 
multiple reports to our state partners that focus on grievances and appeals, childhood 
immunizations and prenatal and obstetrical care. This monitoring and tracking is completed 
at least annually by our health plans. 


In fact, the focus areas listed above are vital initiatives that we also track internally. For 
example, each month we track grievance and appeal information and formally present it to 
our board of directors on a quarterly basis to show quarter-to-quarter trends and to identify 
trends that may have changed. We also present grievance and appeal information to the QIC 
and related task forces at least annually for review and evaluation. 


We continue our multiple efforts to track and trend immunization registry data. To confirm 
that our members receive needed immunizations, we receive regular reports from 
immunization registries in the states where we operate. We confirm participation in the 
Nevada’s WebIZ, and the data received from immunization registries, such as WebIZ, is 
included in our monthly reporting delivered to participating providers. When approved by our 
NCQA-certified HEDIS auditors, this information is included as supplemental data in our 
final, annual, HEDIS rates. 


In addition, the QI team reviews the HEDIS rates for prenatal and obstetrical care at least 
monthly. We share these rates with various committees including a dedicated Women’s Health 
Task Force that reviews the findings to determine any potential barriers and additional 
interventions that could improve the rates. A separate complex case-management focus area is 
also assigned to prenatal and obstetrical care. These case managers are solely devoted to 
improving the services for prenatal and obstetrical care for members. These case managers 
are reviewing individual cases for these areas on an ongoing basis to identify members who 
would benefit from ongoing case management. 


3.10.24 Standard XVIII: Dispute Resolution 
The vendor must adequately staff a provider services unit to handle provider questions and disputes. 


We maintain a provider services unit to handle provider questions and disputes. The provider 
services unit includes employees dedicated to contract management, development of the 
provider directory, provider advocates, provider credentialing and network contract 
management. While the appeals and grievances department handles provider disputes for us, 
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the provider services department is available to monitor and help facilitate resolution to 
provider disputes when necessary. 


3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within 
ninety (90) calendar days of the date of receipt with appropriate follow up to provider.  


We provide a high level of customer service to our providers, including solving problems in a 
timely manner to minimize disruption for our providers. We comply with provider dispute 
resolution time frames. We will meet the resolution time frame as required in this RFP. We 
exceed the State’s requirement to resolve written grievances within 90 days. We will manage 
written grievances to 30 calendar days. In 2015, we resolved 100 percent of Nevada written 
grievances within 30 days. Written grievances were resolved and responded to within an 
average of 25 days.  


3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider 
dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution. 


Our appeals and grievances department received and processes grievances and appeals. It 
tracks all grievances and appeals to resolution, including the nature of the dispute, the date 
received and the final resolution. We submit quarterly reports and provide monthly reports as 
requested that document the grievance and appeals activity, including member and provider 
inquiries and disputes. 
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3.11 State Quality Assessment and Performance Improvement 
Strategy 


3.11.1  
The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and 
Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 
438.310. The State’s Strategy has two basic purposes: 


3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 


3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality of care 
provided to, and received by, Medicaid recipients in the state.  


In compliance with Section 3.11.1, we agree to collaborate with the State to support the 
Strategy and perform in alignment with all federal and state statutory and regulatory quality 
requirements. As an organization, we are committed to continuous quality improvement. Our 
commitment to members acknowledges that every member of our organization has “quality” 
as part of his/her job description and that every employee has a role in performance 
improvement. We strive to go beyond compliance by putting the member at the center of our 
work and by creating innovative solutions that exceed the expectations of the State and their 
members.  


OUR EXPERIENCE SUPPORTS INNOVATION 
We can make this promise because of our 34 years of experience in the field of health care. 
We are committed to improving the quality of care and service for Medicaid beneficiaries and 
the other health care programs we serve. We support quality management and improvement 
programs for 23 state Medicaid programs that serve TANF, SSI, CHIP, LTSS and D-SNP 
members.  


Our approach to each state’s local and state public health needs is based upon our ability to 
leverage the support and resources of the larger organization, including identifying and 
expanding health promotion programs and “best practices” to address local priorities, such as 
those identified by the Nevada Strategy. Our belief is that quality strategy must begin locally, 
taking into account each state’s unique patterns of care, provider community and patient 
populations. Through our quality management program, we address the regulatory 
requirements of the State and federal requirements as outlined in 42 CFR §438, and strive to 
achieve the highest standards of NCQA accreditation.  


THE NEVADA STRATEGY 
The Nevada quality management program is structured and staffed with experienced clinical 
and non-clinical professionals who live and work within the State. As Nevadans ourselves, we 
are dedicated to improving the health status of Nevadans by promoting improved access to 
quality health care. The Nevada Medicaid and Nevada Check Up quality management 
program is structured and staffed to enable us to systematically monitor and evaluate the 
quality and appropriateness of care and continually improve health outcomes for members in 
Nevada.  
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MEASURING OUR ABILITY TO EXCEED PERFORMANCE EXPECTATIONS 
We use a comprehensive array of monitoring approaches and mechanisms as components of 
our quality management program infrastructure to identify and prioritize areas for 
improvement, set quantifiable goals and metrics, and communicate clear expectations. We 
accomplish this through the formal structure of our Quality Improvement Committee (QIC). 
The QIC is an integrated and cross-functional committee that provides Strategy oversight—
incorporating physical and behavioral health program review to holistically address member 
care and service rendered in Nevada. Our QIC structure delineates clear accountability and 
inclusive participation by leaders from all functional areas that are empowered to act to 
address opportunities to improve care and service.  


Our monitoring and evaluation strategies are driven by a constant focus on quality 
improvement, rendering it a “day-to-day” priority that becomes critical to every operational 
area (e.g., member services, provider 
services, enrollment, etc.). We use a 
variety of mechanisms to 
continuously measure, evaluate and 
improve the services provided to 
members and integrate a continuous 
quality improvement (CQI) view to 
drive quality improvement. Our CQI 
approach, which focuses on the 
“plan-do-check-act” (PDCA) cycle is 
a means to meet or exceed the 
minimum performance standards. 
Analysis of data elements helps us 
measure success or determine next 
steps.  


Our monitoring and evaluation strategies for our quality management program include the 
following activities:  


 Implementation of interventions as indicated for continued quality improvement  


 Measurement of various indicators regarding our performance on preventive health, 
including, but not limited to, HEDIS measures for children, adults and CAHPS 
responses 


 Leveraging our nationwide data and experience to internally benchmark our 
performance and to expand best practices for the benefit of Nevada members  


We agree to submit all state required documentation and fully engage with the annual 
independent assessment conducted by the external quality review organization as designated 
by our regulators. We welcome the feedback we receive because of these submissions and 
independent assessments on the quality of care delivered to our members and we appreciate 
the chance to resolve identified opportunities in the interest of continuously improving our 
programs. Our goal is always full compliance with all contractual requirements while working 
innovatively to exceed the expectations of DHCFP. 


Figure 19.  Approach to continuous quality improvement (CQI)
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3.11.2  
The purpose of this quality strategy is to: 


3.11.2.1 CFR 438.340 – State Responsibilities 


A. Have a written strategy for assessing and improving the quality of managed care services offered by all 
managed care organizations (vendors);  


We have a written strategy for assessing and improving the quality of services we provide. On 
an annual basis, we formally document our quality management and improvement processes 
through a trilogy of documents: the Quality Management Program Evaluation for the prior 
year, which in turn informs the development of the Quality Management Program Description 
and the QI Work Plan for the upcoming year, which we review and submit to DHCFP.  


A WRITTEN STRATEGY FOR QUALITY MANAGEMENT AND IMPROVEMENT 
The trilogy documents serve as the cornerstone for our quality management program, 
including methods, timelines and individuals responsible for completing each task. The QIC 
and board of directors approve all three documents. They are then submitted to DHCFP for 
review and are available for review by the DHCFP designated external quality review 
organization (EQRO) as requested.  


Quality Management Program Description 
The Quality Program Description provides details regarding the goals, objectives, structure, 
oversight, leadership participation, resources, methodologies used (Plan-Do-Study-Act, Six 
Sigma, Rapid Cycle) and key components of the quality management program. Goals and 
objectives are set based upon the findings of the previous year’s evaluation and through 
direction from the board and our executive team to confirm alignment with the strategic plan. 
Both the board and the QIC approve the Quality Management Program Description annually 
and direct its revision as appropriate to the changing needs or strategy. Both the board and 
QIC also confirm that the Quality Program Description includes monitoring and evaluation of 
both care and service and subsequently all critical components for a comprehensive quality 
management program. The Quality Program Description also describes the subcommittees of 
the QIC, including their scope, membership and frequency of meetings.  


Quality Improvement Work Plan 
The QI Work Plan is a living document, updated annually or as needed. The Work Plan 
directs the routine activities under the quality management program and is the basis for our 
committee activities. Through updates and subsequent review and approval by the QIC, we 
verify that the Work Plan encompasses all aspects of clinical care, service and operations, and 
member and provider satisfaction; designates responsible leaders and staff for each identified 
improvement activity; and includes a time frame for completion and reporting of each activity 
to the appropriate committee.  


We assign critical quality indicators, including process and outcomes measures, performance 
goals and benchmarks to each activity. Each item in the Work Plan aligns to a key component 
of the quality management program as outlined in the Quality Program Description. We not 
only focus on those measures identified by our state partners, our Work Plan also addresses a 
broad range of program activities of importance to the health of the populations we serve, to 
include EPSDT services, preventive health and screening, chronic disease states, medication 
management, behavioral health and member/provider satisfaction.  
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Quality Program Evaluation 
The Quality Program Evaluation is the annual assessment of the effectiveness of our quality 
management program. The quality management team reviews in detail the effectiveness of 
each activity on the Work Plan for the prior year, as they align with the critical components in 
the Quality Management Program Description and evaluates our performance on our critical 
quality indicators against the established, approved performance goals and benchmarks.  


Incorporating qualitative and quantitative data; clinical service and satisfaction data; and 
committee actions, the Evaluation assesses whether we have met our goals and objectives as 
set forth in the Quality Program Description. The QI Work Plan for the next year includes the 
barriers, opportunities and interventions identified in the Evaluation, providing the 
mechanism by which the established, documented quality management program drives 
ongoing quality improvement for QI Program Evaluation This evaluation includes: 


 Monitoring and reviewing all QI Program activities performed 


 Reviewing successes and program effectiveness 


 Addressing barriers and challenges 


 Identifying potential opportunities for improvement 


 Responding to additional actions based upon the program review 


 Demonstrating key successes in QI 


B. Obtain the input of recipients and other stakeholders in the development of the strategy and make the 
strategy available for public comment before adopting it to final; 


We agree to participate in and assist with collecting input from Nevada recipients and other 
stakeholders in the development of the Strategy. As we partner with states, our ultimate 
accountability is to demonstrate that we are an effective steward of state and federal Medicaid 
dollars. The effective use of these health care resources helps to change health behaviors and 
improve the health of the individuals who make up the populations we serve. We welcome the 
opportunity to collaborate with members, providers, other State agencies and other MCOs to 
support the state agency in achieving their managed care quality improvement goals. We also 
collect and share member feedback with DHCFP as described in the following paragraphs. 


CONSUMER ASSESSMENT OF HEALTHCARE PROVIDERS AND SYSTEMS  
To assess our QI Program from our members’ perspective, we conduct ongoing activities to 
monitor member satisfaction. On an annual basis, we collaborate with an external survey 
vendor certified by the NCQA to conduct the Consumer Assessment of Healthcare Providers 
and Systems (CAHPS) member satisfaction survey. We review the results of this survey with 
the QIC for identification of additional actions to improve the member experience and 
eliminate barriers that may affect their experience.  


In addition, we administer internal patient satisfaction surveys to identify any issues that 
members may have if they visit network providers. The results of the satisfaction surveys are 
also part of the quality improvement process and we distribute them to the provider services 
team to review the results and take action with network providers such as re-education.  
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QUALITY IMPROVEMENT PROGRAM ASSESSMENT OF MEMBER SATISFACTION  
We go beyond just collecting CAHPS survey data once a year; we distribute nearly 40,000 
patient satisfaction surveys each month. Our dedicated internal survey team measures member 
satisfaction with not only their medical or dental provider, but also with health plan programs 
such as outpatient case management, disease management and the telephone advice nurse 
program, to name a few. Our internal team allows for quick creation of new surveys or editing 
for adjustment to new criteria. We tabulate the results present that at various quality 
committees and task forces as appropriate. Interventions to address results less than 90 
percent are a common activity. 


OTHER SOURCES OF STAKEHOLDER FEEDBACK 
In addition to survey results, on an ongoing basis, we monitor complaints and grievances 
received from our members and providers. We have well-defined policies and processes for 
responding to issues and tracking and trending the types of issues we receive and their 
outcomes. For each of the health plans we serve, we track and trend complaints and 
grievances data from members and providers on a monthly, quarterly and annual basis as an 
additional mechanism to assess and improve customer satisfaction with our health plan.  


We identify, document, and immediately respond to our members’ problems and issues 
including, but not limited to service gaps and complaints or grievances regarding the quality 
of care rendered by providers, workers or community-based case management staff. Then, 
member complaints and grievances are monitored using the following NCQA assigned 
categories: 


 Provider Attitude or Service 


 Access to Care 


 Benefits 


 Billing/Financial 


 Quality of Practitioner Office Site 


 Quality of Care


On a quarterly basis, the QIC reviews complaints and grievances inventories to enable 
monitoring for trends and analysis of opportunities for improvement. In addition, the trended 
data are further analyzed in the annual program evaluation, which drives quality 
improvement recommendations made to various operational areas based upon the year-over-
year data.  


C. Ensure that the vendors comply with standards established by the DHCFP;  


We have an ongoing quality assessment and performance program in place to monitor our 
execution of the services we provide to DHCFP. Our internal quality assurance program—
referred to as the quality improvement (QI) program—consists of systematic activities to 
monitor the health care and services delivered to members using predetermined and objective 
standards such as number/types of grievances, number of providers and member satisfaction. 
We identify opportunities for improvement, quality barriers for each standard and we design 
initiatives to address specific areas of focus. Our annual QI Program evaluation is another 
opportunity to review and assess effective improvement with input from DHCFP.  
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COMPLIANCE WITH DHCFP STANDARDS 
To make sure we comply with DHCFP standards, we provide access to all information 
required for the external quality review. We provide all materials in the time frame and format 
requested, for the designated EQRO. This provides verification that we: 


 Maintain fiscally sound contracts 


 Have policies and procedures that adequately address quality issues and requirements 


 Provide technical validation of our performance improvement projects 


 Provide technical validation of our HEDIS data collection and measures 


 Review our adoption, dissemination and adherence to standards and clinical practice 
guidelines 


 Comply with various quality assessment/improvement standards such as: 


 Internal Quality Assurance Program (IQAP)  


 Credentialing and Recredentialing  


 Member Rights and Responsibilities  


 Member Information  


 Availability and Accessibility of Services  


 Continuity and Coordination of Care  


 Grievance and Appeals 


 Subcontracts and Delegation  


 Cultural Competency Program  


 Coverage and Authorization of Services  


 Provider Dispute Resolution  


 Confidentiality and Recordkeeping  


 Provider Information  


 Enrollment and Disenrollment  


We provide access to documentation, medical records, premises and staff as deemed necessary 
by the state agency or its evaluators. We immediately respond to and implement any 
recommendations made by the EQR within the time frame established by the EQRO, state 
agency or its designee. 


D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed;  


Our quality improvement program strategy relies upon consistent, evidence-based practices 
that positively affect the health care status of Nevada members. Our goal is to be responsive to 
the overarching health care needs of members (e.g., physical, behavioral, social) and our 
approach to quality management is designed to be flexible, innovative and ever-changing, 
based upon member and provider feedback, community assessment and performance 
measures related to gaps in care.  
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QUALITY STRATEGY AS A BASELINE TO IMPROVE PERFORMANCE  
Our Quality Management Program and the trilogy of quality management documents (e.g., 
Program, Work Plan, Evaluation) for Nevada members represents a baseline to improve 
service and health care delivery. As such, documents are frequently updated and reviewed no 
less than annually to reflect: 


 Changes in member health care needs (e.g., increases in health disparities) 


 Changes in member language needs (e.g., increases in requests for translation 
services) 


 Population shifts within the State or any other significant barriers or opportunities that 
we can act upon to improve and support improved member health.  


As part of this overarching approach, we collect and incorporate critical operational and 
clinical data to evaluate the effectiveness of our approach. 


EVALUATING THE EFFECTIVENESS OF OUR APPROACH TO THE STRATEGY 
To drive clinical and operational performance improvement, our quality management team 
incorporates ongoing monitoring of critical quality indicators, formal performance 
improvement projects, ongoing application of rapid cycle improvement and plan-do-check-act 
methodology, and compliance with federal and state regulations and NCQA health plan 
accreditation standards.  


Senior health-plan leaders set short- and long-term performance goals and our quality 
management team assists them in benchmarking our performance against state and national 
rates. Our QIC measures our successes through analysis of industry-standard measures of 
health plan quality including, but not limited to, HEDIS measures, CAHPS surveys, CMS 
Adult and Child Core Measure Sets, EPSDT screening ratios, access and availability data, and 
through the feedback we receive as part of compliance audits and accreditation surveys. 


Our HEDIS data are generated by NCQA-certified HEDIS software provides us with monthly 
reports and ad hoc reports to support CQI, and our annual, certified final HEDIS results. An 
NCQA-certified HEDIS compliance auditor audits our final HEDIS results. Monthly analysis 
of our HEDIS performance allows us to implement and participate in clinical studies and to 
periodically and regularly assess the quality and appropriateness of care provided to our 
Nevada members. 


Our QIC, as a formal committee, comprises senior leaders empowered to make policy 
decisions and to leverage resources in support of quality improvement, conduct oversight to 
verify adherence to regulatory and NCQA standards and to monitor key quality indicators, 
and supervising the ongoing continuous quality improvement process. Quality adherence 
activities include approving the Quality Program Description and Quality Program 
Evaluation, reporting biannually to the board of directors and monitoring of EQRO and 
NCQA review progress and findings. From a quality improvement perspective, based upon the 
QI Work Plan, the QIC monitors the key quality indicators for outcomes, satisfaction and 
operations and further evaluates the impact and effectiveness of continuous quality 
improvement projects, including PIPs.  
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E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the implementation and effectiveness of the 
strategy; and 


We agree to submit one copy of the initial strategy (e.g., Quality Management Program 
Description) and a copy of the revised strategy when significant changes are made. This 
includes two regular reports on the implementation and effectiveness of the quality strategy 
(e.g., Quality Program Evaluation).  


The quality-management program documents, which include the Quality Program 
Description, the QI Work Plan and the Quality Program Evaluation, establish the basis for 
CQI in improving member health outcomes and continuously evaluating program 
effectiveness. The evaluation of the effectiveness of our quality management program, and the 
Quality Program Evaluation from the prior year informs the development of the Quality 
Program Description and QI Work Plan for the upcoming year.  


The QIC, the decision-making body that is ultimately responsible for the implementation, 
coordination and integration of quality management activities, policies and procedures, 
periodically analyzes and evaluates the impact, effectiveness and the degree to which they 
support our goals of CQI every quarter through the QIC meeting.  


F. The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management 
and direction. The vendor is also required to participate in quality initiatives that align with the goals and 
objectives identified in the DHCFP’s Performance Measures, as defined in the DHCFP budget. The 
Strategy is in two parts: an overriding conceptual program and an annual Work Plan.  


We work with DHCFP to align the Quality Program Description with the State’s Strategy and 
to create exceptional opportunities for integrated, coordinated and continuous quality 
improvement (CQI) in compliance with state and federal requirements. We employ a 
knowledgeable, multidisciplinary quality management team and proven processes that emulate 
national benchmarks, standards and best practices. We compare these performance metrics to 
the State’s minimum performance standards, goals and benchmarks and to national and 
regional data, with the objective of achieving sustained improvement year after year and 
meeting benchmarks as quickly as possible.  


The formal, documented, quality management program that we design in collaboration with 
the DHCFP addresses the particular focus areas identified by DHCFP and the Strategy. It 
stresses health outcomes and provides for the collection, analysis and reporting of data that 
support outcome measurement and other indices of quality health care.  


As part of CQI, we incorporate all DHCFP standards and any EQR findings into our current 
QI Work Plan and the annual evaluation, which further informs the development of the 
quality management program and subsequent year’s Quality Work Plan. This approach 
provides the structure to not only address any findings immediately as documented in our 
current Work Plan but also to reflect the findings and monitor for sustained improvement and 
compliance with EQR recommendations in upcoming years.  
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3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies 


Quality of care activities will be monitored through information obtained in a quarterly MCO Care 
Coordination Report. These activities may include monitoring and technical assistance through site visits 
to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the MCO Care Coordination report 
and may conduct a more in-depth review and/or request additional information.  


Quality of care activities are monitored through information obtained in a quarterly MCO 
Care Coordination Report. These activities may include monitoring and technical assistance 
through site visits to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the 
MCO Care Coordination report and may conduct a more in-depth review and/or request 
additional information. 


A. The Strategy incorporates procedures that: 


1. Assess the quality and appropriateness of care and services furnished to all of the DHCFP medical 
assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled 
recipients who have special health care needs; 


We assess the quality and appropriateness of care and services furnished to members through 
the strength and scope of our quality management program. Through the quality management 
program, we objectively and systematically monitor and evaluate the quality and 
appropriateness of care and services rendered by providers using encounter data, process 
measures and other administrative activities that lead to favorable member outcomes. Our 
quality management program promotes quality of care and service across our health plan 
clinical programs and operations, and results in improved patient outcomes using the 
following approach: 


 Data-Driven Continuous Quality Improvement: At the core of our quality management 
program is the use and analysis of data to monitor and improve the quality of care 
delivered over a wide range of clinical and health service-delivery areas, including 
subcontractors, health services, operations, network management, credentialing, 
compliance, member services, appeals and grievances and claims. For our members, 
we place emphasis on the clinical areas related to management of chronic diseases, 
mental health and substance use disorders, members with special needs and access to 
services for members. By routinely analyzing key indicators that measure the processes 
and outcomes of care rendered to our members, we are able to identify where we 
should focus improvement efforts. 


 A High-Quality Member Experience: We design the quality management program to 
improve the member’s experience of care including measurement of consumer 
satisfaction with the services he/she receives through formal (e.g., CAHPS) and 
informal (e.g., member surveys, appeals and grievances, community feedback) 
initiatives. To improve the health of populations and to reduce the per capita costs of 
health care, we objectively monitor, systematically evaluate and effectively improve the 
quality and safety of clinical care and quality of services provided to our members.  


 An Integrated, Coordinated Person-centered Approach: Our quality management 
program provides an integrated, coordinated and continuous approach to improving 
the quality of health care and support services across the continuum of care. By 
improving quality, we strive to affect the health outcomes of our members in a positive 
way. The quality management program is the foundation of our consumer promise to 
members, simplifying, personalizing and leading the way to better care for them and 
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their families. We cast a wide net in helping Nevada members navigate the health care 
system, focusing on members with health concerns and encouraging healthy members 
through numerous positive preventive health programs and messages.  


 Driving Program and Cost Efficiencies: Comprising efforts designed to drive program 
and cost efficiencies across our health plan operations, our quality management 
program serves as the roadmap for achieving measurable and sustainable 
improvements by delivering the right care, at the right time, in the right setting. This 
includes monitoring and evaluating high-volume and high-risk services and the care of 
acute and chronic conditions. Throughout the quality management process, we seek 
input from members, providers, state partners and key community stakeholders to help 
us develop programs designed to address the specific needs of members in Nevada. We 
leverage our assets, capabilities and employees to provide our members, providers and 
state agency with cost-effective, high-value and high-quality services. 


SUPPORT FOR MEMBERS WITH SPECIAL HEALTH CARE NEEDS  
For individuals with special health care needs, we have developed a strategic approach that 
incorporates system of care values to provide integrated delivery of care and interventions that 
are relevant to all populations including special needs populations. Our approach stresses the 
importance of assessing the behavioral, emotional, social, educational and physical needs of 
the member, including considerations for nuances that are important to the member, such as 
incorporating traditional and nontraditional services. Care coordination should be member-
driven and holistic in nature, using the assessment process and incorporation of care team 
activities to enhance the capabilities of the member and his/her support system. 


Grounded in and guided by person-centered care principles, we embrace each member’s 
unique and holistic needs, preferences, goals, background and culture and, through the 
coordination of services and supports, enhance the member’s well-being, independence and 
integration in the community. We incorporate data, operations and services to coordinate a 
full range of covered and non-covered physical and behavioral health services, community-
based services and other supports to meet each member’s needs through a seamless, holistic 
experience of care that improves member outcomes and enhances quality of life. This shifts 
the focus from “illness” to overall health, prevention, recovery, independence and choice. 
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2. Require the vendor to develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, translation 
services, and the development of appropriate health education materials. The vendor is responsible for 
promoting the delivery of services in a culturally competent manner, solely determined by the DHCFP, to 
all recipients including those with limited English proficiency (LEP) and diverse cultural and ethnic 
background. The vendor will develop methods to collect report and identify the race, ethnicity and primary 
language spoken of each enrolled recipient. The vendor will track primary language information in the 
health plans’ customer services systems. The DHCFP will provide race and ethnicity and primary 
language spoken data for the Medicaid population to the vendor(s) through a monthly interface. The 
vendors may alert the DHCFP, as part of the demographic update interface with DWSS NOMADS 
system, of any known discrepancies in the race and ethnicity or primary language data they receive from 
the DHCFP. This data will be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement project. Such a project will incorporate 
data from the State enrollment file according to the race and ethnicity categories as defined by CMS. The 
data will be used to generate stratified reports as recommended by CMS and HIPAA for race and 
ethnicity categories to identify disparities. The vendor’s will organize interventions specifically designed to 
reduce or eliminate disparities in health care; 


We understand the value the importance of having a cultural competency plan in place. We 
incorporate cultural awareness into the delivery of care to members in many ways, using 
personal high-touch care and appropriate technological supports, understanding the impact 
culturally competent care has on improving health outcomes. We integrate member age, 
gender, address, race/ethnicity and language data with clinical data to identify and address 
any disparities in care that are associated with the aforementioned member demographics. We 
provide clinical and non-clinical cultural competency training to staff to create an awareness 
of the unique needs of members from various cultures, resulting in the delivery of more 
personalized service.  


We believe that cultural competency provides the foundation for our ability to meet our 
members’ specific health needs, while honoring each individual’s unique circumstances, 
values and beliefs. Therefore, we actively participate in State and federal efforts to promote the 
delivery of services in a culturally competent manner to all members, including those with 
limited English proficiency (LEP) and diverse cultural and ethnic backgrounds. We currently 
comply with all State and federal regulations pursuant to MSM Chapter 100, Section 103.6 
and 42 CFR 438.206(b) (2). 


CULTURAL COMPETENCY Plan 
Our Cultural Competency Plan (CCP) is one of the most important elements in our ability to 
incorporate cultural awareness into the delivery of care to our Nevada members. We have 
prepared an extensive CCP to comply with the State’s requirements related to promoting the 
delivery of culturally competent services to its members. We maintain a comprehensive, 
written cultural competency plan customized for the State, maintained by the local health plan 
leadership and is available for State review.  


Our CCP includes recommendations and methods to encourage culturally competent contact 
between recipients and providers, staff recruitment, staff training, translation services, and the 
development of appropriate health education materials. The CCP facilitates the provision of 
timely and appropriate health care and services for plan members that continues to be a 
critical priority for our diverse population. Our plan also includes methods for collecting data 
that identify race, ethnicity and primary language. We evaluate these data metrics to 
determine if a health disparity is present. Using common HEDIS measures, we compare the 
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state defined racial groups using statistical significance testing and focused interventions are 
designed when necessary. We track and document primary language in our Facets system so 
that our internal member communications remain sensitive to members’ preferences. The 
plan is able to receive a monthly data file and evaluate the accuracy of the data, reconciling 
discrepancies with the state as needed.  


Every year, our CCP and associated monitoring and evaluations remains essential to 
understanding the needs of different populations who are enrolled in the health plan. Since 
these needs may change over time, we update the CCP throughout the year with results of 
member and provider feedback (e.g., CAHPS, satisfaction surveys), quality improvement 
initiatives (e.g., PIPs) and other population profile information that provides a timely 
foundation for culturally competent care of our members. 


ENCOURAGING CULTURAL COMPETENCY FOR MEMBERS 
Member Communication and Translation Resources 
To provide the best service for our members with whom we may have communication 
challenges, we determine the need for changes or additions to verbal and written member tools 
by collecting data on race, ethnicity and preferred written and spoken languages and conduct 
analyses of this data to perform a cultural and linguistic assessment. We track the number of 
incoming calls to the member services center requesting the use of an interpreter via our 
interpretation services, and the number of requests for materials written in languages other 
than English or in alternative formats, to meet the needs of members.  


Helping our Non-English-Speaking Members  
Delivering a consistent member experience as part of our “one-stop” service model includes 
focusing on the quality of the interaction with our members and providing personalized 
service, including speaking to the member in his/her first language. Accessible and 
appropriate linguistic services are the foundation of culturally proficient health care and upon 
enrollment into our health plans, the member’s need for linguistic and translation services is 
determined and noted in the member’s record. Our interpretation services are always available 
to provide our members with access to more than 200 languages to meet their communication 
needs. 


Helping Our Hearing-Impaired Members 
We use the 711 TTY line to facilitate communication with hearing-impaired members, and 
print the telephone contact information on all member mailings and marketing materials. 
Member advocates are trained on handling calls from TTY operators who are assisting our 
hearing-impaired members. When the office is closed, the TTY operator can leave a message 
on the system requesting a call back. Those messages are returned by the next business day 
using TTY via 711. 


Assistance for Members with Cognitive Impairment 
For our members with cognitive deficits related to either disease states (e.g., Alzheimer’s) or 
mental illness (e.g., depression, schizophrenia), our member advocates are trained to assist the 
member using empathetic listening and if necessary, engage the assistance of a care 
coordinator, as necessary, for in-person member assistance. 
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ENCOURAGING PROVIDER CULTURAL COMPETENCY 
Provider Training  
Provider training covers a number of subjects that address DHCFP requirements and which 
we know from experience are necessary to include in a training program for providers serving 
our Medicaid members. In addition to billing requirements, our training includes such topics 
as cultural competency and how to obtain culturally relevant materials, how to use interpreter 
services for non-English-speaking members, and how to obtain materials in alternate formats. 
Integration of physical and behavioral health care is also addressed, and coordination for 
other services such as dental. 


In addition, we support culturally competent care in the following ways: 


 Recruiting a Diverse Provider Network: At least quarterly, we analyze our provider 
network to make sure that it meets the linguistic and cultural needs of our members. 
We offer assistance in locating interpreters for providers encountering language 
barriers when providing services to a member. Providers in need of interpretation 
services contact our provider services team for assistance in locating an interpreter. 


 Training and Raising Awareness with Providers: One of the ways we build and 
maintain a high-performing network of providers is through our initial and ongoing 
training. The health care system is undergoing a tremendous amount of change and 
we adapt training programs to meet the demands of this change. We consult, educate 
and collaborate with providers to create a training program that meets their personal 
and professional lives based upon their current knowledge level. We require every new 
provider to complete a company orientation within 30 days of the contract effective 
date.  


 Provider Communication: Our provider relations team sends periodic mailings, 
newsletters, secure emails and fax blasts about program changes and passes along 
communications from the State. We schedule real-time instructor-led webinars 
monthly, and self-directed online training is available at any time. In addition, provider 
relations staff meets with providers one-on-one as needed to offer training refreshers 
or additional training. New provider training topics related to cultural competency 
include provider awareness of cultural competency, requirements for language 
interpretation/translation and accommodating the special needs of members.  


STAFF RECRUITMENT 
Our commitment to cultural competency expands beyond contracting with network providers, 
and includes our hiring practices and our approach to contract administration. Our cultural 
competency plan for Nevada acts as our blueprint for incorporating cultural awareness into 
the delivery of care to all members and provides a framework for advancing and valuing 
diversity within the organization. We recruit and train a diverse staff and leadership that is 
representative of the demographic characteristics of Nevada members. 


Our employees are dedicated to making a difference in people’s lives. Our sourcing teams are 
committed to diversity and inclusion. Our commitment to diversity empowers our employees to 
contribute their best work, collaborating to be the pre-eminent health and well-being company 
and community partner of choice. By leveraging the depth of a diverse workforce, we can 
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better meet the needs of the increasingly multicultural clients, communities, individuals and 
shareholders we serve.  


Diversity and Inclusion Recruitment Efforts 
From the high-performing people we hire, to the health care services we provide, we advocate 
the possibilities of unique thinking. We are committed to creating an inclusive environment 
fueled by innovative ideas. Our employees have diverse cultural backgrounds, beliefs, 
perspectives and lifestyles. However, they all have one thing in common—their ability to excel. 
Some examples of our recruiting efforts include:  


 Attending flagship conferences and career fairs including The National Black MBA 
Association, National Society of Hispanic MBAs, LGBT Reaching Out MBA, The 
Forum on Workplace Inclusion and National Sales Network conferences. Additionally, 
we have strong partnerships with local chapters of many of these national 
organizations 


 Sponsoring interns from INROADS, an international, nonprofit organization that 
places talented college students of color in internships with companies across the 
nation 


 Hosting an annual Campus Talent Summit, a summer mentorship program for diverse 
students 


 Supporting our Diverse Scholars Program, which awarded nearly $2 million in 
scholarships to 175 diverse students pursuing health careers 


 Leveraging online resources to seek out the best talent such as posting and sourcing 
top candidates from diversity-specific job boards 


 Partnering with AARP to support the sourcing of more than 50 candidates 


 Partnering with agencies, education and government programs that support and serve 
candidates with disabilities such as Welfare to Work and Lifeworks 


STAFF TRAINING 
Cultural sensitivity training for our staff includes topics such as types of disabilities and myths 
and misconceptions of people with disabilities; stresses the importance of using people-first 
language to emphasize abilities not disabilities; and provides general etiquette tips in 
interacting with people with disabilities to promote understanding, respect, dignity and positive 
outlooks. 


MEMBER COMMUNICATION AND WRITTEN MATERIALS 
As we communicate with members, one thing is clear—we must provide information that is 
easy to understand. To respond to our members’ need for clarity, we have developed the Just 
Plain Clear® Communications Program. The program is focused on improving written and 
verbal communications so they are understandable, accessible and actionable. All new 
member materials must pass the Just Plain Clear scorecard before being released to the 
marketplace.  


To help members easily understand the benefits and services available to them, all member 
materials are clearly and legibly written using a font size of 12-point (minimum). Other 
methods we use for facilitating communication with members include:  
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 Assistance for Non-English-Speaking Members: For those members who speak a 
language other than English, Spanish, Haitian or other language prevalent in 
Delaware, we offer free interpretation services for more than 200 languages.  


 Alternative Printed Formats and Services: Language translation services are available 
for those members who are blind or deaf, hard-of-hearing or speech-impaired. To 
accommodate members with different communication needs, we offer interpretive 
services and can provide information in Braille, large print and voice-recorded CD 
formats. If a member has any questions, he/she can call the member services number 
(listed in the Member Handbook under “Important Phone Numbers”) for assistance. 


 Assistance for Members with Cognitive Impairment: For those members with cognitive 
deficits related to either disease states (e.g., Alzheimer’s) or mental illness (e.g., 
depression, schizophrenia), our member advocates are trained to assist the member 
using empathetic listening and if necessary, engage the assistance of a care 
coordinator (for in-person member assistance).  


COLLABORATING WITH DHCFP 
We work closely with DHCFP to accept and implement monthly REL data and agree to alert 
DHCFP of any discrepancy related to REL as part of the demographic update interface with 
DWSS NOMADS system. Collection of enrollment file data and understanding the cultural 
and health disparities in the community are part of a critical pathway to designing PIPs or 
quality improvement projects to organize interventions with the potential to address and 
remedy health disparities. 


IDENTIFYING AND CORRECTING HEALTH DISPARITIES  
Our comprehensive statewide network of providers has both the processes and the procedures 
in place to reduce health disparities among individuals that are minorities as a result of their 
unique language or culture. Our staff has the ability to identify disparities among members 
using several key member data resources including HEDIS, Health Plan Manager Reporting 
and MapPoint, as described below. 


 HEDIS: HEDIS consists of 80 measures across five domains of care and provides the 
technical specifications for data collection, and general guidelines for calculating and 
sampling. We have a designated HEDIS project manager that works closely with the 
quality team to customize HEDIS reports to include State-specific goals, custom 
measures and reporting. HEDIS pulls in data from a variety of other internal 
databases including those that store member data specific to race, ethnicity and 
language preference. Using this data in a HEDIS report allows us to compare 
compliance across race or ethnic groups to assess disparities.  


 Health Plan Manager (HPM) Report: The HPM report is a tool used by the Mississippi 
QI team to analyze member data. This program uses claims data to provide 
information on member compliance based upon race and age, and even allows for a 
drilldown based upon compliance of select locations. This tool is beneficial when 
determining which programs to implement or identify if there is a need for intervention 
in specified locations throughout Mississippi. For the CHIP population, the team is 
currently analyzing this data to assist with improving rates for adolescent well-care 
rates based upon race and geography. 
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 MapPoint: MapPoint is a system that converts large amounts of location-based 
information into maps. The QI team, working with an analyst from our health care 
economics team, developed a method that combines location data and member data 
(extracted from the Health Plan Manager Report) into a MapPoint graphic. The QI 
team uses these maps to compare clinic locations throughout the state with locations 
for Well-Child Clinics. This approach allows us to reach the largest non-compliant 
population and offer screening services at the most convenient location for the member 
(typically during times when children are out of school). The QI team encourages 
compliance using member incentives (e.g., prepaid gift cards, age-appropriate toys or 
other valuable items) and reserved time blocks for CHIP members to ease convenience. 


The national quality management and performance team that supports the local quality team 
has staff designated to assist with this HEDIS, HPM and MapPoint data analysis. If a 
particular member disparity exists (e.g., language, culture, disability), the team develops 
specific interventions to address barriers that may contribute to non-compliance (e.g., 
interpretation services, same-sex providers, adaptive supports). Our multidisciplinary 
approach includes close collaboration with network strategy director to identify and analyze if 
access in particular geographic areas may contribute to non-compliance. 


EXPERIENCE SUPPORTING CULTURALLY DIVERSE MEMBERS 
We develop and continually improve culturally relevant and linguistically appropriate services 
as part of our integrated service delivery model. This requires foresight and a willingness to 
tackle complex service-delivery problems, while respecting the integrity of the cultures and 
populations of those we serve. It also requires a clear sense of the operational resources 
needed to manage a health care program that serves unique populations. For example: 


 In Michigan, we identified a disparity of four percentage points between African-
American and Caucasian members in obtaining breast cancer screenings in 2011. We 
developed an intervention that deployed mobile mammogram van screenings in 
targeted ZIP codes; community outreach to influence member health decisions; 
appointment and transportation assistance; and culturally appropriate member 
reminder letters. As a result, the breast cancer screening rate for African-American 
members improved by 11.30 percentage points by 2014.  


 In New Mexico, we created a Native American traditional healing benefit (THB) to 
help reduce Native American health disparities by fulfilling an unmet tribal community 
need and providing a recovery and resiliency support program for our tribal members. 
Native American ceremonial or traditional healing (such as a native elder who is 
suffering from COPD using this benefit to have a blessingway ceremony) provides an 
alternative approach to health and wellness, complementing the biomedical model with 
a holistic, culturally based approach. 


 In urban Detroit, we used the Small Area Analysis (SAA), a mapping system designed 
to identify community needs, care variation in delivery of services, quality of care, 
overutilization and underutilization of services, areas for improved management of 
chronic and acute diseases/conditions and reduction of health care outcome 
disparities. We found a strong correlation between underuse of appropriate asthma 
medication and high illiteracy rates in parts of the city of Detroit, where as many as 44 
percent of adults are functionally illiterate. “Use of Appropriate Medications for 
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People with Asthma” was 70 percent in Detroit, compared to the statewide rate of 78 
percent. As a result, we designed an intervention for members aged 5 to 64 years, based 
upon identified literacy barriers, and made the decision to transition from reliance on 
printed member educational material to one-on-one care management from an RN. 
Using SAA to evaluate the impact of the intervention, we found asthma medication 
adherence increased 9 percentage points. 


 In Hawaii, we are proud to serve 28 Asian and 19 Pacific Islander subgroups that 
represent a rich array of linguistic and cultural diversity. We have created a service 
coordination team that is acutely aware of the issues surrounding disease prevalence, 
such as heart disease, diabetes and breast cancer in Native Hawaiians; lung cancer 
and obesity in those of Samoan heritage, and colorectal cancer and depression among 
Korean men and women. We tailor our programs based upon individual member needs 
and use a combination of technology and neighbor helping neighbor to create 
improved outcomes, one member at a time. 


Through our strong and stable presence across the country, we have developed relationships 
with diverse agencies and community organizations that enhance our understanding of the 
distinctive cultural groups within each state population we serve. In addition, we are able to 
pull ICD-10 reports to identify members where social determinants may be impacting their 
ability to seek needed medical care. These determinants, such as homelessness, can be a 
driving force in disparities for a very vulnerable population. 


As we have expanded our service delivery network, we have focused on facilitating culturally 
competent care for all members, but especially for those individuals with LEP and diverse 
cultural and ethnic backgrounds. These two factors can adversely affect an individual’s access 
to care, so we facilitate effective communication with our staff and network providers to 
improve access to care and health outcomes. For example, our behavioral health provider 
network consists of 70 percent minority providers, and 80 percent of the providers and 
administrative staff speak Spanish.  


3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a 
description of how the DHCFP will complete this monitoring in line with the Strategy; 


We monitor and evaluate our internal performance using the program data from a variety of 
established sources to inform our QI Work Plan. This includes current performance goals and 
prospective goals, exclusive to Nevada, continously monitored and updated no less than 
quarterly, to reflect new priorities and needs. The process includes the creation of critical 
quality indicators to measure the structure, process and outcomes of care and service 
rendered. Monitoring of this data is outlined in our Work Plan, which dictates frequency and 
responsible party, and performance goals and benchmarks to support analysis of our 
performance. Our QI Work Plan, expanded to reflect the population, addresses the following: 


 Quality improvement program scope 


 Specific annual objectives and progress toward goals 


 Quality of clinical care and associated measures, to include wellness, prevention, 
chronic conditions, the needs of specialty populations, behavioral health  


 Quality of service and associated measures, including services rendered in the home or 
community 
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 Safety of clinical care and associated measures 


 Member and provider satisfaction 


 Outlines time frames, responsible leaders and staff, and identification of previously 
identified issues for each activity 


4. Arrange for external quality reviews including a description of the annual independent external quality 
review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. 
This section should include but is not limited to a broad description of calculating HEDIS measures or 
designing performance improvement projects; 


We provide all information required for the external quality review in the time frame and 
format requested by the EQRO designated by the DHCFP. We incorporate any findings from 
the review into our current Work Plan and the annual Evaluation, which further informs the 
development of the quality management program and subsequent year’s Work Plan and any 
DHCFP approved PIPs. This approach provides the structure to not only address any findings 
immediately as documented in our current Work Plan, but also to reflect the finding and 
monitor for sustained improvement and compliance with EQRO recommendations in 
upcoming years.  


We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to 
develop studies, surveys and other analytic activities to improve the quality of care and services 
provided to our members specifically and Nevadans overall. Our collaboration continues to 
encompass partnership with the DHCFP and the EQRO to annually measure identified 
performance measures to assure quality and accessibility of health care in the appropriate 
setting to our members. This includes validation of our PIPs and corresponding measures. We 
immediately respond to and implement any recommendations made by the EQRO within the 
time frame established by the EQRO, the Agency or its designee.  


IOWA EXTERNAL INDEPENDENT QUALITY REVIEW 
During an Iowa on-site review the EQRO’s review addressed our hawk-i performance from 
Oct. 1, 2012, through Sept. 30, 2014, which showed our compliance ratings have increased 
year-over-year, culminating in a finding of 100 percent compliance.  


Our demonstrated ability to improve our compliance rating is evidence of our commitment to 
the EQRO process.  


 


96%


99%
100%


2012 2013 2014


Figure 20. hawk-i Proficient Compliance Rating.
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We welcome the feedback we receive because of the independent assessment of the quality of 
care delivered to our members and appreciate the chance to resolve identified opportunities in 
the interest of continuously improving our programs.  


5. That designates the performance measures and levels developed by CMS in consultation with States 
and other relevant stakeholders; 


We have extensive national experience tracking, reporting and improving HEDIS measures. 
In total, for 2014 (for care rendered in 2013), we completed 15 Medicaid health plan HEDIS 
submissions, 86 commercial submissions and 158 Medicare submissions. Our external, 
NCQA-certified HEDIS auditor deemed all submissions reportable, validating our 
administrative and medical record data collection methods,. We report to DHCFP and/or the 
EQRO all HEDIS measures identified in Nevada’s Quality Strategy on an annual basis, using 
the most current version of NCQA HEDIS specifications.  


HEDIS serves as our standard set of indicators to continuously measure plan performance. 
Results are used to identify current gaps in care or service and are integrated into our QI 
projects. HEDIS measures allow us to track and benchmark performance across the following 
areas: 


 Preventive (e.g., lead screening, immunizations, cervical cancer screening, breast 
cancer screening, chlamydia screening and well-child visits) 


 Chronic care (e.g., diabetes, cholesterol management and treatment of asthma) 


 Behavioral health (e.g., follow-up after hospitalization for mental illness, 
antidepressant medication management) 


 Access to and availability of care 


HEDIS REPORTING ACCURACY PROCEDURES 
HEDIS serves as our standard set of indicators to continuously measure plan performance. 
Results are used to identify current gaps in care or service and are integrated into our QI 
projects. As such, we maintain comprehensive policies and procedures relating to data 
collection, calculation and reporting of HEDIS performance measures. This helps to verify 
that all data used for HEDIS reporting and all reports using HEDIS data are accurate and 
complete. Our HEDIS policy stipulates the following: 


 Our HEDIS software used for preparation of HEDIS reports is NCQA certified.  


 Data extraction from all appropriate data feeds are received timely from medical claims 
and encounters, member enrollment, provider files, pharmacy, behavioral health and 
applicable internal/external databases. 


 Measure sampling rules are followed as required to identify an accurate denominator 
population for each hybrid sample. The sampling process is certified in the NCQA 
Software Certification testing process. This process validates the samples created for 
specific measures based upon NCQA-defined sample sizes and oversample rates.  


 Measures that have been selected and identified as a hybrid measure are calculated via 
the hybrid methodology. Before hybrid data are collected, comprehensive training is 
provided. Training includes a detailed overview of each clinical measure along with the 
objectives of the medical record review and sample chart reviews. All clinical reviewers 
must score 100 percent on sample chart reviews to perform HEDIS medical record 
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reviews. Inter-rater reliability is monitored to verify accuracy of clinical data 
abstraction throughout the HEDIS data collection process.  


 All data within the HEDIS data repositories pass the audit standards of the official 
NCQA HEDIS Audit Guidelines for the most current year, which govern the audit 
practices of NCQA auditors. 


 We adhere to both timelines and audit steps in working with the EQRO annually as 
they perform a HEDIS Report Validation of selected HEDIS measures to verify 
compliance with HEDIS methodology either on-site or electronically.  


 We provide any special focus studies and/or reports on additional quality measures to 
DHCFP and the EQRO. 


We would collect all HEDIS measures required by DHCFP, which would also be reviewed and 
evaluated by the health plan internally to determine if improvements are demonstrated for 
these key indicators. In addition, we evaluate selected measures in the Use of Services HEDIS 
domain to determine potential areas for potential underutilization and overutilization. 


6. Designates an information system that supports the initial and ongoing operation and review of the 
DHCFP’s quality strategy;  


We use powerful analytic systems to design, collect, document and implement data to evaluate 
the effectiveness of the programs that serves our members. Our experience and knowledge of 
the program enables us to leverage the existing system configurations, including exchanges 
and interfaces already in place and provide efficiencies, expend fewer resources, and avoid 
interruptions to the continuum of care for our members.  


USE OF DATA IN THE DESIGN OF QUALITY IMPROVEMENT PROGRAMS 


When we identify a situation in which we are not meeting our performance goals, we use data 
to design our quality improvement initiatives. With consultative support from our local quality 
improvement team, this process takes place anywhere in the health plan. This includes from 
our integrated teams who receive scorecards and consultative support from our national 
quality management team to interpret the data specific to their areas of focus, to our Quality 
Improvement Committee (QIC), which is charged with monitoring of all critical aspects of 
care and service delivery. We primarily use data through two mechanisms: benchmarking and 
root cause analysis. 


 To understand our performance in the context of the health care systems in-state, 
regionally or nationally, we obtain data that allows us to determine if our performance 
is indicative of an opportunity unique to our health plan or our performance reflects a 
larger scale pattern. For example, when benchmarking against other health plans’ 
results, we may discover that all health plans in a state declined in performance, 
indicating external causal factors. Conversely, if our performance is well below other 
similar health plans, we look internally for causes of that performance and we seek 
best practices to enable improvement in our metrics. Benchmarking data helps us 
understand the context of our performance and focus our quality improvement efforts.  


 Once we have a general focus, we convene a team of internal staff from quality 
management, medical management, customer service and provider relations and 
conduct an in-depth root cause analysis, with the objective of understanding the 
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barriers and opportunities to improve performance. Data incorporated into a root 
cause analysis can be qualitative or quantitative, and might include:  


 Feedback from member or provider surveys 


 Utilization management data such as authorizations 


 Claims and encounters data 


 Member and provider satisfaction survey data 


 Complaints grievances and appeals data 


 Access and availability results 


 Published literature 


 Staff feedback, often from our clinical practice consultants and case managers 


 Once we have this data, we establish causal factors, using traditional QI tools such as 
an Ishikawa “fishbone” analysis, to identify the areas where we can best implement 
actions to remove barriers to achieving our performance goals. The result of this 
process is a set of recommendations for member-focused, provider-focused and system-
focused actions that we can implement through an information plan-do-study-act cycle 
or on a larger scale as a formal Performance Improvement Project. Because these 
action steps were identified based upon data analysis, we are able to make the best use 
of our resources to implement the strategy. 


USE OF DATA DURING QI PROGRAM IMPLEMENTATION  
When we identify member-focused action steps for improvement, our health informatics teams 
use our databases to pull information on the members targeted for intervention, specifically 
information on population characteristics such as ethnicity, culture, language or history of 
adherence to recommended care. Between our clinical stratification systems and our health 
promotion hierarchy modeling, we are able to match our interventions with sub-sets of our 
membership to yield the greatest impact because of the intervention.  


Our health promotion stratification identifies new members, members who are consistently 
compliant with recommended care, members who have not sought recommended services at 
all during their enrollment, and members who are variably compliant with recommended care. 
We also view our member-facing engagement programs as occurring at a variety of levels: low 
touch initiatives may be something like an annual IVR call to a member to remind them to 
obtain a mammogram, while medium touch initiatives may require additional actions, such as 
a member incentive to obtain a diabetic retinal eye exam. High-touch initiatives are direct, 
often in-person, interventions such as in-home visits for postpartum care.  


With this model in place, our next step is to use our health promotion hierarchy data to pair 
interventions with anticipated member behavior, such as implementing a low touch initiative 
for members who consistently seek appropriate care or high touch initiatives for members who 
have a chronic condition but do not routinely seek primary care for management. Once we 
identify the sub-population and select proven interventions, we address specific root causes 
taking into consideration the timing and messaging of the intervention during deployment.  


In addition to using data, applied through our health promotion model, our quality directors 
and health plan leadership monitor quality-improvement implementation data through our 
quality operational scorecard. This scorecard records member and provider “touches” by 
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initiative at the health plan, regional and national levels. This allows us to assess the status, 
move quickly to deployment and view the scope and scale of our quality improvement 
initiatives. As an example, as of April 17, 2015, our health plans in the Southeast region—
Tennessee, Florida, Mississippi and Louisiana—have completed over 1 million member 
outreaches to help members access needed health care. In this way, we use data to implement 
the right interventions, at the right time, for the right members, and to monitor our success in 
deploying our programs. 


USE OF DATA IN PROGRAM EFFECTIVENESS EVALUATION 


After an appropriate amount of time, based upon factors such as claims lag and seasonality 
patterns, we measure the effectiveness of our individual initiatives and overall quality 
improvement program.  


Our Member Engagement Center of Excellence is a national team comprising experts in 
large-scale health promotion programs and conducting statistical assessments of program 
effectiveness, including Six Sigma black belt analyses. At least annually, we use statistical 
software (e.g., SAS and MiniTab) to evaluate the indicator being measured and the correlation 
between intervention and improvement. When we achieve statistically significant improvement 
as a result of an intervention, this information is published in a catalog nationwide to allow 
for dissemination of best practices.  


NEW JERSEY SNAPSHOT: MEDICAID OUTREACH 
As an example, our New Jersey Medicaid plan’s health promotion team conducted live 
outreach calls to members with diabetes who were due or overdue for recommended HbA1c 
testing. Since the calls began, we have achieved a month-over-month improvement and this 
educational outreach has contributed a 9.62 percentage point improvement in the rate of 
members receiving HbA1c testing.  


As part of a broader quality improvement strategy for comprehensive diabetes care, the New 
Jersey Medicaid Plan’s scores increased by almost 20 percentage points between 2012 and 
2013. Subsequently, they have used this data to make the determination to continue the live 
outreach, and this proven program is available to other our Medicaid health plans to duplicate 
for their own members with diabetes. Using this correlation data, we can make decisions to 
continue successful initiatives, or revise or discontinue initiatives that are not having the 
desired impact. This important process fuels databased decision making and resource 
allocation. 


7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality 
strategy. These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s 
description specifies its methodology for using sanctions as a vehicle for addressing identified quality of 
care problems; and 


We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services and 
agree to cooperate with all state and federal monitoring of our performance. 


Regarding the quality penalty fee outlined in this RFP, overall, we monitor a large number of 
preventive, acute and chronic care process and outcomes indicators, HEDIS and non-HEDIS 
alike, for the overall population and for sub-populations within the membership. If DHCFP or 
we identify an area that is not performing as expected in comparison to external and internal 
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benchmarks and performance goals, we perform a barrier analysis to identify ways to improve 
performance.  


We use the resulting root cause data to design clinical improvement programs and conduct 
targeted quality improvement initiatives that can range from informal PDSC cycles and rapid 
cycle improvement projects through our integrator teams, to more formal focus studies, 
Performance Improvement Projects, or Six Sigma black belt projects. We establish these data-
driven programs and interventions to improve performance across identified critical areas, 
and once implemented, we monitor outcomes and progress toward established clinical 
performance measures. 


Related to sanctions for non-compliance with the provision of covered medically necessary 
benefits and services, the benefits package provided to our members is no less in amount, 
duration and scope than those covered services specified in the State Plan for Title XIX and 
XXI programs and the Nevada Medicaid Service Manual.  


VERIFICATION OF BENEFIT PACKAGES  
We have numerous controls and processes to validate benefit plans are configured correctly 
and reflect the same benefit package as outlined in this RFP. Our workflows provide for 
accurate automation of benefit plans and verify all medically necessary services are in the 
same amount, duration and scope as services furnished to members under FFS programs.  


8. Identifies standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 


As an organization, we are committed to market leadership in quality and regulatory 
compliance and we have made this commitment to the members we serve in our Medicaid, 
Medicare and commercial plans. We adhere to 42 CFR Part 438 standards set by CMS and 
those set by NCQA. NCQA standards are typically more stringent than 42 CFR Part 438. 
However, should there be a conflict in standards or requirements, we will apply whichever 
guidelines are more stringent.  


NCQA ACCREDITATION AND QUALITY STANDARDS  
We are an NCQA-accredited Medicaid health plan in Nevada and as part of that accreditation, 
we are committed to rigorous internal quality improvement standards. These rigorous quality 
performance standards are an important part of maintaining and developing a solid 
foundation for quality health care in Nevada. Our quality model—which addresses individual 
member health outcomes in alignment with larger public and social health concerns—is 
transformational and multidimensional in its ability to meet affordability targets, yield high 
member satisfaction, meet or exceed business requirements and improve health outcomes. As 
a trusted steward of state and federal Medicaid dollars, we are steadfast in our commitment to 
provide high-quality health care programs that set the standard for extraordinary performance 
while exceeding the expectations of those we serve.  


NCQA conducts an annual reevaluation of the accreditation status of all accredited health 
plans in the nation based upon the current year’s HEDIS and CAHPS results. Our national 
quality improvement program also ensures continuous compliance with NCQA accreditation 
standards. Our goal is to achieve and sustain successful accreditation for all our plans 
nationwide. 
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3.12 Fiscal Requirements 


3.12.1 Vendor Fiscal Standards 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified vendors. 
The vendor must comply with all DOI standards in addition to the managed care program standards 
described in this section.  


We comply with all DOI fiscal standards in addition to the managed care program standards 
described in Section 3.12. 


3.12.2 Performance Security Deposit  
The vendor must provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to the DHCFP in order to guarantee payment 
of the vendor’s obligations under this contract. The performance security deposit may be utilized by the 
DHCFP to remedy any breach of contract or sanctions imposed on the vendor.  


3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following 
award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule. This amount 
must be reviewed at the end of the first quarter of the contract period and may need to be increased or 
decreased to equal the actual required security deposit amount.  


The amount of the performance security deposit shall be equal to one hundred and ten percent (110%) of 
the highest month’s total capitation amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. This must be deposited with the State Treasurer within fifteen (15) calendar days 
after the end of the first quarter of the contract. The total capitation amount is the sum of all capitation 
payments for all recipients for the month.  


We will provide a performance security deposit in the form of a bond furnished by a surety 
company that is authorized to do business in the State of Nevada to the DHCFP that will 
guarantee payment of the vendor’s obligations under the contract.  


We will meet the requirements of Section 3.12.2, including the initial deposit of $15,000,000 
within 10 days of the award of the contract. We also will review the deposit at the end of the 
first quarter of the contract period to ascertain whether the deposit needs to be increased or 
decreased. 


The security deposit shall be equal to 110 percent of the highest month’s total capitation 
amount in the first quarter or $15 million, whichever is greater. It will be deposited with the 
State Treasurer within 15 calendar days after the end of the first quarter of the contract. 


3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) 
of the preceding year’s highest month’s total capitation payment or fifteen million dollars ($15 million), 
whichever is greater. 


After the initial year of the contract, we will increase our security deposit amount to reflect an 
amount equal to 110 percent of the preceding year’s highest month’s total capitation or $15 
million, whichever is greater. 
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3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must 
utilize a company that meets the following listed requirements: 


A. A.M. Best A-VII rated insurance company; 


B. Certified by the Department of Treasury, Financial Management Services for Nevada; and 


C. Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


When submitting performance security to the State of Nevada in the form of a surety bond, we 
will use a company that meets the following listed requirements:  


 A.M. Best A-VII rated insurance company 


 Certified by the Department of Treasury, Financial Management Services for Nevada  


 Licensed by the Nevada Department of Business and Industry, Division of Insurance 


3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of 
time to be determined by the DHCFP in order to cover all outstanding liabilities. 


We agree to maintain the performance security deposit after the contract term for the length of 
time to be determined by DHCFP to cover all outstanding liabilities. 


3.12.3 Vendor Liability 
The requirements set forth below shall be included in all subcontracts.  


3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following: 


A. The vendor’s debts, in the event of the vendor’s insolvency; 


Our subcontractor contracts include language to ensure that our members are not held liable 
for our debts, in the event of our insolvency.  


B. For services provided to the recipient in the event of the organization failing to receive payment from 
the State for such services; 


We ensure that our members are not held liable for any services provided to members in the 
event we fail to receive payment from the state. We also ensure that members continue to 
receive services without disruption. 


C. For services provided to a recipient in the event a health care provider with a contractual, referral, or 
other arrangement with the vendor fails to receive payment from the state or the organization for such 
services; or 


We ensure that our members are not held liable for services provided to members in the event 
a health care provider fails to receive payment from the state or the organization. For 
example, on a monthly basis, we are owed capitation for some members due to newborn 
enrollment and other enrollment discrepancies. We honor our financial responsibilities and 
continue to pay claims for these members despite the delay in capitation payment from State 
agencies. 
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D. Payments to a provider who furnishes covered services under a contractual, referral, or other 
arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor 
had directly provided the services. 


We ensure our members are not held liable for payments to a provider who furnishes covered 
services under an agreement with us through language in our provider agreements. We also 
communicate this provision to members via the Member Handbook.  


3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for 
Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


We ensure our members are not held liable for continuation of services to members during 
insolvency pursuant to State Medicaid Manual 2086.6.B. Members will continue to receive 
services should we become insolvent. 


3.12.4 Payment of Claims 
3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, 
authorized covered services provided to enrolled recipients on dates of service when they were eligible 
for coverage unless the services are excluded under the DHCFP managed care contract or the Nevada 
Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with state and federal 
statutes and regulations. Not meeting all federal requirements, including those for timely claims payment, 
may be considered a breach. 


We meet state and federal requirements for processing claims for eligible members for eligible 
services in a timely manner. We have robust IT systems that will allow claim processors to 
evaluate member and benefit eligibility in a timely manner. 


3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has 
been billed and processed prior to paying the claim.  


We are a committed partner to confirming that Medicaid is the payer of last resort and has 
strong electronic screening for third party liability (TPL). We have established comprehensive 
TPL procedures in place to comply with this requirement. We have sophisticated IT systems 
that allow us to stop payment of a claim prospectively based upon known TPL. Once claims 
with TPL are identified and verified directly with the other payer, we coordinate activities to 
ensure costs for services are either avoided or recovered from the liable party. 


3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) 
sufficient to support the provider payment and data reporting requirements specified in the contract. In 
addition, the vendor shall have the capability to electronically accept and adjudicate claims. 


Information technology is a key factor in our ability to effectively manage health benefit 
programs for DHCFP and deliver quality, cost-effective health care to its members. Our 
integrated platform is able to process electronic enrollment and premium processing, provider 
network management, electronic claims processing, automated utilization management, 
person-centered case management, sophisticated electronic encounter reporting, auditing and 
management processes. 


We have been using our platform since 1999, with frequent implementations of custom 
enhancements and extensions that have improved the functionality and performance of this 
cutting-edge managed care platform. Our platform integrates member demographics, 
eligibility, benefits, case management, prior authorization, provider demographics and 
automated contractual rates for accurate claims processing. As a claims management tool, it 
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provides a high degree of automation and data capture. During the various stages of the 
adjudication process, it provides accurate and highly automated adjudication of claim 
submissions through interaction with membership eligibility, product benefit parameters, 
provider pricing agreements, medical management requirements and the clinical editing 
system comprising CMS-developed edits under the National Correct Coding Initiative (NCCI). 


3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered 
services. The vendor must allow all in-state network providers to submit claims for reimbursement up to 
one hundred eighty (180) days from the last date of service and out of state providers three hundred sixty 
five (365) days from the last date of service unless a shorter time period is negotiated. The vendor’s 
claims payment system must use standard claim forms.  


CLAIMS FILING TIME FRAMES 
We accept claims from both network and non-network providers for covered services in 
accordance with the current contractual time frames: 


 Network providers will be able to submit claims for up to 180 days 


 Non-network providers will be able to submit up to 365 days from the last date of 
service 


To confirm compliance, we programmed our industry-leading and award-winning claims 
processing platform, with edits that allow provider submission according to DHCFP-mandated 
timelines. 


3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and 
(d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must 
pay ninety five percent (95%) of all clean claims from practitioners, who are in individual or group practice 
or who practice in shared health facilities, within thirty (30) calendar days of the date of receipt. The 
vendor must pay ninety nine percent (99%) of all clean claims from practitioners, who are in individual or 
group practice or who practice in shared health facilities, within ninety (90) calendar days of the date of 
receipt. 


The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the claim 
and the date of payment is the date of the check or other form of payment.  


We fully comply with 42 CFR 447.45d (2) and (d) (3) and the specifications of 447.45(d) (5) 
and (d) (6).  


We further agree for valuable consideration that NRS §695C.185 and NRS§695C.128 will 
apply to the terms of any contract we may enter into because of this RFP. We work 
collaboratively with our provider network on many issues, including establishing and 
documenting in our network contracts an alternative payment schedule. 


We have consistent practices if date of receipt is the date the vendor receives the claim as 
indicated by the date stamp on the claim and the date of payment is the date of the check or 
other form of payment. We have passed audits to confirm that we use these dates consistently. 


3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


We maintain policies and procedures to receive and process claims and encounters that are 
submitted for payment from any source for services provided to members.  
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RECEIPT OF CLAIMS 
We accept claims electronically and on DHCFP-mandated paper claim forms from both 
network and non-network providers.  


 Paper claims are received through the mail.  


 Providers submit claims and encounters directly to clearinghouses, which then 
transmit the claims and encounters to us in an HIPAA-compliant format. Files are 
received via a secure file transfer protocol (SFTP) directory. Submitting via EDI is the 
preferred method for claims submission, as it allows for much faster entry of claims 
into our system for providers and less risk of claims getting lost in the mail. 


All claims and attachments—whether on paper or electronic—are processed by our leading-
edge claims platform, with the same system edits being applied concurrently to both paper and 
electronic claims. 


The following is a detailed description of our operational procedures for receiving and 
processing HIPAA-compliant EDI claims and encounters: 


 Providers submit claims and encounters directly to clearinghouses, which then 
transmit the claims and encounters to us in an HIPAA-compliant format. Files are 
sent to the payer ID and are received at the SFTP site and uploaded into the claims 
processing system while being tracked and audited by the Electronic Data Interchange 
(EDI) Tracking Database. 


 We send and receive EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. EDI files are 
processed using the market-leading Sybase Systems validation software to verify 
transaction compliance with ANSI x12 (5010) formats and syntax. All data received 
through the FTP site are also logged into the EDI tracking database to log file receipts 
and the resulting file processing. The EDI tracking database compiles file statistics on 
all files received and processed. 


 Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, 
ensuring the integrity of the data being received and validates every file and every 
transaction. 


 EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


 We have similar procedures for documenting receipt and tracking of paper claims. 


PROCESSING OF CLAIMS 
For claim processing, we focus on benefit and provider configuration, processor training and 
auditing. 


BENEFIT AND PROVIDER CONFIGURATION   
We have system configuration resources that are focused on automating provider contracts, 
covered benefits, and eligibility within our integrated claim-processing platform. Our goal is to 
realize a high rate of automatic adjudication using technology. We are working to continually 
streamline and improve automation. 
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PROCESSOR TRAINING  
Our claim processors go through new hire training as well as refresher training. We follow 
established policies and procedures that are regularly updated and kept in a central repository. 
Our integrated technology platform allows for a single source of truth for member eligibility, 
benefit eligibility and contractual information.  


Auditing 
We monitor our compliance with internal, regulatory and contractual claims processing 
requirements for both system processed and claim processor processed transactions through: 


 Internal Claims Quality Control Department Audits 


 Random Audits 


Internal Claims Quality Control Department Audits 
We ensure compliance with our claims processing policies and procedures through rigorous 
daily reporting and monitoring as well as periodic audits conducted by our Claims Quality 
Control department. Formal pre-payment audit program reviews and verifies any claims 
exceeding the processing analyst’s security payment threshold prior to payment. Results are 
tabulated, trended and summarized monthly. 


The extensiveness of our audit program enhances our ability to identify and correct errors 
before payment is issued. Other audits also facilitate identification and correction of 
incorrectly paid claims that were not identified in the prepayment audits. 


Random Audits 
We conduct several random audits on all claims types (with a payable amount less than the 
analyst’s dollar security limit, usually less than $1,000) for financial and procedural accuracy. 
Any errors discovered are returned to the claims analysts for correction, with follow-up 
analysis of error trending. This information is used for in-service training sessions and 
individual coaching. 


The following table breaks out each of the above-referenced audits and their resulting reports. 


Report Name Purpose of Report 


Prepayment Audits  All claims over the individual analyst’s’ payment limit (usually 
$1,000). 


Random Audit Claims adjudicated with a payable amount not less than $1,000. The 
report is run the first of each week for the claims adjudicated the 
previous week. Eight claims per analyst per week are randomly 
selected by the system. 


Reconsideration Audits Claims that are true reconsiderations (i.e., claims paid as an 
adjustment to a previous claim that must be audited prior to check 
write).  


Duplicate Claims Audit: 
Status 01 


Possible duplicate claims adjudicated the previous business day (in 
01 status) that will be disbursed on the next check write. Claims are 
reviewed to verify duplication. 


Duplicate Claims Audit: 
Status 02 


Possible duplicate claims in 02 status. Claims are reviewed to verify 
duplication. 
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3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied. In 
addition, this system must include edits to not allow for unbundling and the ability to pay certain State or 
local government providers the federal share only. 


The claims processing system is the first line of defense for Medicaid program integrity. We 
stop payment of claims that are inappropriate by relying upon our industry-leading claims 
platform, which automatically identifies all claims and/or claim lines that may potentially be a 
duplicate or may have been bundled for appropriate payment. We immediately deny those that 
can be definitively identified as duplicate and pend those that require further research. Our 
integrated claims platform immediately applies appropriate clinical edits to avoid overpayment 
of unbundled claims. 


Our processing platform and associated policies allow us to do the following: 


 The detection and denial of incidental, unbundled and redundant services through a 
robust clinical editing system, with clinical editing software based upon CMS NCCI 
criteria 


 Duplicate claim detection, age and gender editing, eligibility verification and matching 
to required prior authorizations and referrals through a processing system built with a 
multitude of editing capabilities 


 Detection of fraudulent billings through a dedicated Fraud Unit 


 Identification of payment errors and correction prepayment through a rigorous 
prepayment audit program, further allowing management the opportunity for re-
educating staff members based upon identified discrepancies 


The following table lists several of the most common reasons for claims denials: 


Facet System Edit Result 


Eligibility Active: Allow 
Termed: Deny 


Definite Duplicate Denied as duplicate 


Possible Duplicate Pended for analyst determination 


Clinical Editing Incidental, unbundled, redundant 


Non-Covered Benefit Denied as not covered 


Gender Correct for CPT code billed 


Age CPT code compatible 


Referral Required and exists 


Prior Authorization Required and exists 


Interim Claim Other related facility claims on file 
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3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall 
apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the 
vendor to pay interest to a provider of health care services on a claim that is not paid within the time 
provided in the contract or agreement at a rate of interest equal to the prime rate at the largest bank in 
Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case 
may be, immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved until the 
date on which the claim is paid. 


Our claims processing platform is automated to pay interest on all original claims that are 
paid in excess of timelines as defined in NRS§695C.128. This interest is calculated and paid at 
the time of each checkwrite. Interest rates are updated as directed each January 1 and July 1 
as new interest rates are released by the Commissioner of Financial Institutions. 


3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment 
schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not 
pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty for each day 
the vendor is out of compliance.  


We work collaboratively with our provider network on many issues, including establishing and 
documenting in our network contracts an alternative payment schedule. We comply with the 
requirement 42 CFR 447.45d. 


3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately 
upon initial submission. 


Via prepayment and post-payment random audits, we monitor accuracy. Accuracy rates are 
consistently over 99 percent for the last five years exceeding the 95 percent benchmark and 
across all of our state contracts. 


3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by 
providers and subcontractors. 


We believe that combating fraud, waste and abuse is something in which all employees 
participate. We train everyone from claims analysts to call center representatives to watch for 
abnormal situations and refer such cases to our Program Integrity Unit (PIU). The PIU 
performs fraud and abuse investigations with a particular focus on allegations of health care 
fraud. We have staff that is specially trained to verify the provisioning of reimbursed services 
through our Claims department’s well-established fraud, waste and abuse processes, 
including: 


 Specially trained staff are assigned to analyze utilization reports and conduct random 
and target audits on high-volume providers and on providers for whom a member 
complaint was received regarding rendered and/or billed services. 


 We have implemented customized reporting to scrutinize claim submission and 
utilization patterns for inconsistencies or deviations from any established patterns, 
including billing, utilization and demographics. 


In alignment with the requirements of this RFP, we will implement a Verification of Services 
process to validate that reimbursed services were provided to the enrolled recipient. 
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3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to 
the software system to be used to support the claims processing function as described in the vendor’s 
proposal and incorporated by reference in the contract. 


Our commitment to communication with all of our long-standing state partners is a top 
priority and that communication includes notification of any changes affecting our claims 
processing system. 


3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, 
or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s). 


In compliance with the requirements of this RFP, we conduct a medical review of claims 
whenever the appropriateness of service, procedure or payment is in question. Coding issues 
are addressed by our internal clinical review staff, which reviews claims to determine accurate 
coding levels for processing. The clinical review staff comprises seven clinical claims review 
RNs, one manager of clinical claims review RN, and two administrative support staff 
members. 


Our clinical claims review process focuses on four main areas: 


 Claims Coding System: Our industry-leading claims processing platform, uses a coding 
system based upon CMS’s NCCI to identify and reject claims containing inappropriate 
codes. This automatic process not only prevents inappropriate payment, it also enables 
providers to correct administrative coding errors and resubmit claims without 
substantial delay in processing and payment. 


 Emergency Room Services: Our RN clinical claims reviewers manually examine all 
ER claims and route for payment any services that meet the definition of “emergency.” 
Claims submitted for ER services that do not satisfy medical appropriateness 
requirements are routed to a physician for further examination and determination. 


 Level of Care Coding: RN clinical claims reviewers examine claims for appropriate 
level of care (LOC) coding and, when necessary, reduce the LOC to the appropriate 
level prior to payment. 


 Non-Covered Services: Claims for services that require prior authorization are 
reviewed for medical necessity. Our RN clinical claims reviewers will route for 
payment all such claims that meet the threshold for medical necessity. Claims for 
services that do not appear to be medically necessary are referred to a physician for 
further review and possible denial. 


3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – 
Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient 
hospitals for care related to the treatment of the consequences of PPCs and Other Provider Preventable 
Conditions (OPPC) that meet the following criteria: 


A. Is identified in the Medicaid State plan; 


B. Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to 
be reasonable preventable through the application of procedures supported by evidence-based 
guidelines; 


C. Has a negative consequence for the recipient;  


The claims and utilization management teams collaborate to ensure all services-related 
provider preventable conditions (PPCs) are reviewed and denied per Medicaid requirements. If 
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claims have already been paid for such services, these payments are retrieved. The claims and 
utilization management data is saved in the same claims adjudication system.  


All services related to PPCs will be classified as denials in the claims adjudication system. 
Each case has notes outlining why the service is denied. Since a PPC is considered a type of 
denial, a medical director would make the decision as to whether a condition should be 
classified as such based upon evidence-based guidelines. The medical director would evaluate 
the recipient’s condition to determine if the member experiences negative consequence related 
to the provider’s lack of adherence to standards of care. The intake, clinical review, and 
claims denials for PPCs can be audited retrospectively.  


All service requests are reviewed according to evidence-based criteria. We thoroughly review 
all available clinical information and request additional information from all stakeholders as 
needed to ensure accurate decision-making. If the health plan determines the request is the 
result of a PPC, we collaborate with provider services and claims to ensure these services are 
not covered by us. We process the claim as it was authorized. If utilization management 
denies, we deny the claim payment. 


D. Is auditable; 


E. Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;  


F. Surgical or other invasive procedure performed on the wrong body part; and 


G. Surgical or other invasive procedure performed on the wrong patient. 


Our process is auditable via bed day coding in Facets by the ICM that pends the claim to stop 
payment. Quarterly reports are run from our adjudication system for review of recovery 
resources. 


We address the requirements in items D.E.F.G. with our Hospital Acquired Conditions in 
Inpatient Acute Care Hospitals policy. The purpose of this policy is to describe our process for 
review, non-payment and appeals for patient hospital-acquired conditions (HACs) experiences 
by a member who was hospitalized at a diagnosis-related group (DRG) or per-diem facility. 


Inpatient acute care hospitals (ACHs) do not receive payment for conditions related to HACs. 
We follow the CMS guidance and do not pay for HACs listed in the Department of Health and 
Human Services’ Inpatient Prospective Payment System Fiscal Year 2013 Final Rule or HACs 
added subsequently by the Department of Health and Human Services. 


Per this policy, the following situations apply: 


 Inpatient days attributed to HACs are not be reimbursed per the fee schedule for per 
diem hospitals. 


 Services related to HACs will not be reimbursed for DRG hospitals. 


 Our chief medical director, or her designee, acting on his/her behalf makes the final 
concurrent review determination of HACs. 


 The ACH can appeal the decision to deny reimbursement for a HAC. 
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3.12.5 Financial Solvency  
The vendor must demonstrate that it has adequate financial reserves and administrative ability to carry 
out its contractual obligations. The vendor must maintain financial records and provide the DHCFP with 
various financial statements and documentation upon request and as outlined in the contract and 
Attachment T ~ Forms and Reporting Guide, including any revisions or additions to the document. 


3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as 
submitted to the Division of Insurance. 


We can submit a copy of our annual Independent Audit Report to DHCFP. Our last annual 
Independent Audit Report included our financial statements as of and for the years ended 
Dec. 31, 2015, and 2014. 


3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We can demonstrate that we have adequate financial reserves and have the administrative 
ability to carry out any contractual obligations. We currently maintain financial records and 
can provide DHCFP with various financial statements upon request and as outlined in the 
contract and any applicable statements in Attachment T ~ Forms and Reporting Guide. We 
can submit our quarterly and annual financial reports to DHCFP.  


3.12.6 Third-Party Liability (TPL)  
3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement 
Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 6035 of the Deficit 
Reduction Act of 2005. TPL activities included in this contract are the Coordination of Benefits (COB) cost 
avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its 
providers are required to take all reasonable measures to identify legally liable third parties and treat 
verified TPL as a resource of the Medicaid and CHIP recipient.  


The most effective approach to TPL is cost avoidance, under which claims covered by other 
available resources are proactively prevented from processing. If cost cannot be avoided pre-
processing, we have robust processes in place to track recovery dollars. The following outlines 
our approach to determining TPL. 


 Identification: We identify evidence of overlapping coverage through a variety of 
information resources, including: 


 TPL resources identified and communicated to us by DHCFP 


 DHCFP’s EVS eligibility system 


 Internal Data Mining 


 Our internal units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Personal injury inquiry responses 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


 Investigation: In addition to the data sources listed above, we contact our members to 
gather TPL information. We contact those members for more information about their 
cases. If we are unable to reach a member, we continue to follow. In addition, we 
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perform data matching with two national commercial databases—a property casualty 
anti-fraud insurance service organization and a national litigation database vendor—
to acquire other insurance information if the member or his/her family does not 
respond. Once TPL is identified and verified directly with the other payer, we 
coordinate activities to ensure costs for services are either avoided or recovered from 
the liable party. We vigorously pursue reimbursement. In compliance with federal and 
state regulations, claims for prenatal services are paid prior to confirming third-party 
liability. Recovery efforts are implemented once other party payment is confirmed. 


 Pre-payment: Our sophisticated IT infrastructure uses proprietary software to expedite 
identification of members with other forms of insurance and isolate any claims that 
must be submitted to other payers. When we identify a member who has health 
coverage through an alternative primary payer, we document the information and 
apply a coordination of benefits flag in the claims system. This flag allows us to apply 
COB determinations at the time of claims processing. Once a member has been 
identified as having other coverage as a primary payer, the member’s claims history is 
audited and any overpayments identified are referred for post-payment recovery.  


Recovery dollars are tracked and reported to DHCFP monthly. All members with 
alternative primary coverage are identified in our claims system and updated every 12 
months. To assist the State with TPL determination and potential recovery of Medicaid 
funds from claims paid on behalf of Medicaid and Nevada Check Up and Expansion 
members, we will provide DHCFP this electronic membership file on a quarterly basis 
for transmission to the State’s third-party liability vendor. 


 Post-payment recoveries: If we cannot establish TPL timely, the claim is adjudicated 
and post-payment recovery is pursued, as appropriate.  


 Notification: We inform the State via confidential electronic transmission of any 
discrepancies, further enabling the State to investigate the third-party coverage status 
of a Medicaid or Nevada Check Up member. Once TPL is identified and verified 
directly with the other payer, we coordinate activities to ensure costs for services are 
either avoided or recovered from the liable party. 


3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with 
Federal regulations. The DHCFP contracted managed care organization, as the Division’s vendor, shall 
act as the State’s authorized agent for the limited purpose of TPL for cost avoiding claims, collection, 
within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability 
(TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. The managed care organization’s 
capitated payments include an offset in the rates for these collections. The contracted managed care 
organization shall vigorously pursue billing prior resources as these amounts are considered part of their 
risk based capitation payment. The managed care organization is required to secure signed 
acknowledgements from enrolled Medicaid recipients or their authorized representative confirming any 
prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.) and share that 
information with the DHCFP. Third-party liability (TPL) is a self-reporting element. MCO’s are responsible 
for developing and distributing communication forms to enrolled Medicaid recipients. 


Our policies and procedures verify Medicaid is always the payer of last resort through 
investigation of claims for potential other insurance and third party payers. We have dedicated 
staff to handle TPL, COB, Subrogation, FWA, and other cost-avoidance programs. Claims 
with suspected TPL are forwarded to staff, that contact members to solicit information on 
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additional insurance coverage and details for any claims with accident-related diagnoses. We 
partner with our contracted providers to ensure we are gathering TPL data from the provider.  


We comply with reporting requirements to share information with DHCFP.  


We understand the State’s requirements regarding subrogation and third party liability (TPL), 
and have in place a specialized team and formalized policies, procedures and systems 
dedicated to these activities. We comply with the Fair Debt Collection Practices Act, 15 USC § 
1692, of all third party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 
433.154. This concerted effort, which includes requiring full participation from our 
subcontractors, is designed to verify that the State is the payer of last resort for all covered 
services. Our subrogation and TPL staff makes every reasonable effort to determine the legal 
liability of third parties to pay for services rendered to our CHIP members, and we assume 
responsibility for all TPL requirements as required by federal and state laws. We proactively 
seek out primary payers through regular and consistent communication through TPL.  


Using TPL, we identify potentially liable parties through a variety of procedures, including 
claims system codes and edits, files of third-party coverage, provider claims and initial new 
member assessment by a care manager. Once a member has been flagged as having 
alternative coverage, subsequent claims edit to a coordination of benefit (COB) review, with 
the claim not paying until we receive the other carrier’s Explanation of Benefits (EOB) or 
notification from the State or another source that the other payer is not responsible for the 
service. 


3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service 
covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical 
service claim with medical service coverage, pharmacy service claim with pharmacy coverage). Allow for 
TPL overrides when the other insurance is exhausted or the service is not covered by the other liable 
party, making Medicaid the payer of last resort for the claim. 


Our sophisticated information technology infrastructure uses proprietary software to expedite 
identification of members with other forms of insurance and isolate any claims that must be 
submitted to other payers prior to payment.  


We identify evidence of overlapping coverage through a variety of information resources, 
including: 


 TPL resources identified and communicated to us by DHCFP 


 DHCFP’s EVS eligibility system 


 Our internal units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Personal injury inquiry responses 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


Once TPL is identified and verified directly with the other payer, we coordinate activities to 
make certain costs for services are either avoided or recovered from the liable party. If we 
cannot establish TPL timely, the claim is adjudicated and post-payment recovery is pursued, as 
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appropriate. Our policies and procedures makes sure Medicaid is always the payer of last 
resort through thorough investigation of claims for potential third-party payers. Claims with 
suspected TPL are automatically forwarded to staff dedicated to TPL who contact members to 
solicit information on additional insurance coverage and details for any claims with accident-
related diagnoses. 


3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources. Vendor is 
required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim 
payments or recovering payments made from liable third parties. All information on the third party, 
including collections and collection attempts, are to be reported to the DHCFP (including circumstances 
under which the third party refuses to pay) on the Third Party Monthly Report located in the Forms and 
Reporting Guide. TPL collections should also be reported to the DHCFP through encounter data and 
other required reports. 


We act as the State’s authorized agent for the limited purpose of TPL collection. We pursue 
vigorously billing prior resources. We comply with all DHCFP requirements regarding: 


 All TPL and subrogation reporting requirements cited in Attachment T Forms and 
Reporting Guide 


 Meeting or exceeding baseline target collections as determined by DHCFP and its 
actuaries, with baseline target amounts built into future rates 


 Remediating a potential failure to meet or exceed baseline TPL and subrogation 
collection targets 


3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for using third-party resources identified and communicated to the managed care 
organization by the DHCFP. 


We comply with these requirements and identify evidence of overlapping coverage through a 
variety of information resources including, but not limited to: 


 TPL resources identified and communicated to us by DHCFP 


 DHCFP’s EVS eligibility system 


 Our internal units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Personal injury inquiry responses 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


 Any vendor of DHCFP 


3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate 
development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL 
payment; after 365 days, vendor forfeits the right to recovery to the State unless vendor can provide 
evidence that the recovery effort is active and/or in dispute. The vendor will be responsible to pay for the 
cost incurred to complete the recovery of the TPL payment to the DHCFP. 


We use an auto-recoupment process for overpayments through our core claim adjudication 
system. When an overpayment to a provider has been identified post-claims payment, we send 
the provider a letter requesting 60 days. At the end of that time, if we have not received a 
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payment, the affected claim is down adjusted and/or the overpayment is referred for outside 
collection. We continue to pursue recoveries. 


In accordance with our established procedures, post-payments from third parties are recorded 
as offsets to claims payments. We report to DHCFP monthly any monies recovered from third 
party or primary payers via an encounter file and a COB subrogation report. 


3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with 
State and Federal rules and regulations, currently established as seventy-two (72) months. 


We comply with this requirement as our data is maintained for a minimum of seventy-two (72) 
months. Coordination of Benefits is maintained in our claims adjudication system and 
subrogation reports are saved in an online format. 


3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health 
Care Needs (CSHCN); and State Victims of Crime. 


INDIAN HEALTH SERVICES  
We do not cover services provided by Indian Health Service (IHS) Facilities and Tribal 
Clinics. DHCFP directly pays IHS facilities for services rendered. On behalf of our Native 
American members who choose to seek care for covered services at Tribal Clinics, we agree to: 


 Provide coordination of services with IHS 


 Request medical records of treatment provided through IHS 


 Provide covered services recommended by IHS, or indicate in writing to DHCFP why 
the recommended service is not medically necessary  


In addition, we consider IHS and Tribal Clinics as network PCPs for the purposes of referring 
members to specialists and obtaining prior authorization. 


CHILDREN WITH SPECIAL HEALTH CARE NEEDS 
Pediatric care managers offer comprehensive care coordination for infants, children and 
youth up to age 18 years who have or are at risk for chronic physical, developmental, 
behavioral or emotional conditions, and require health and related services of a type or 
amount beyond what is generally needed. Care managers understand the complexity of a 
medically fragile child and his/her health care needs. Pediatric care managers use a 
collaborative process of assessment, planning, facilitation, care coordination, evaluation, and 
provide options and services to meet an individual’s and family’s health needs through 
communication and available community resources to promote the child’s quality of life and 
health outcomes.  


STATE VICTIMS OF CRIME 
We acknowledge that claims for state victims of crime are not subject to TPL and claims are 
adjudicated accordingly.  


We respond effectively and empathetically to the immediate and long-term impact of violent 
crime on victims and their families. We work to provide assistance by referring crime victims 
to the appropriate community services. Social workers become effective allies assisting crime 
victims in their transition from victim to survivor. To illustrate how we address the needs of 
victims of crime, we have provided the following case study.  







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 584 of 776  RFP #3260
 


Case Study 
Ann, a Lead Social Worker (LSW), received a referral for Shelia who discharged from acute setting after 
being a victim of crime and suffering several stab wounds during a home robbery. Upon discharge, Ann 
partnered with our member and identified that personal care services would allow Shelia to stay in her 
home, which was Shelia’s preference. Outpatient psychiatric services and psychology services were also 
established, which helped avoid an acute psychiatric admission. Ann assisted member in contacting 
Social Security, supporting Shelia in maintaining Medicaid benefits, and maintaining benefits from the 
Division of Welfare and Social Services (Supplemental Nutrition Assistance Program and Medicaid). 
Shelia’s request for physical therapy, pain management, and regular PCP visits were coordinated prior to 
member’s discharge from the hospital under our Medicaid plan. Shelia has not been readmitted to the 
hospital since she was discharged. Shelia has made a special connection with Ann, our social worker, 
and has called her when she was frightened. Ann stays on the phone with Shelia to assist her in 
identifying family members or friends she can call to be with her, and identify activities she can do to feel 
safe. To this point and with our support, Shelia has been safe.  
 
3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and 
other State and Federal rules and regulations are met by the TPL business function. 


Within the department dedicated to TPL, locally based specialists focus on areas of payment 
integrity initiatives, including analysis and investigation of FWA, TPL, coordination of 
benefits (COB), subrogation and recoveries. We confirm that our TPL business function 
complies with applicable rules of the MSM, CMS State Medicaid Manual and other State and 
federal rules and regulations. 


3.12.7 Subrogation 
3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an 
insurance policy is entitled to all the rights and remedies belonging to the insured against a third party 
with respect to any loss covered by the policy. 


We evaluate claims to determine if they are connected to an illness or injury sustained by one 
of our members for which a third party may be responsible.  


 Approach: We believe the most effective approach to TPL, including Subrogation, is 
cost avoidance, under which claims covered by other available resources are 
proactively prevented from processing. Once TPL is identified and verified directly with 
the payer, we coordinate activities to ensure costs for services are either avoided or 
recovered from the liable party. If we cannot establish TPL timely by us, the claim is 
adjudicated and post-payment recovery is pursued, as appropriate, once TPL is 
validated. 


 Subrogation-focused Staff: We have a unit specifically dedicated to Subrogation, in 
which the employees are well-trained and versed in Subrogation rights available to us 
as the carrier. The staff is embedded in the claim process. 


 Identification of Potential Subrogation Cases: Our sophisticated IT infrastructure uses 
proprietary software to expedite identification of members with other forms of 
insurance and isolate any claims that must be submitted to other payers. 


 Investigation: When a claim is suspected of having third party liability, it is forwarded 
immediately to our dedicated TPL/Subrogation department. Our dedicated unit uses all 
available resources to identify overlapping coverage and/or confirm third party 
liabilities. Our main resource used is our members directly. We contact our members 
directly to obtain information on additional insurance coverage and/or provide us with 
details for any accident-related injuries or diagnoses. We obtain information from 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 585 of 776
 


other internal units (e.g., prior authorization and member services). We carefully 
review the information on claims and medical records for indications of a third party 
being liable. 


 Follow Up: Our Subrogation Unit prepares the applicable paperwork and liens, then 
handles the necessary monitoring. We work hand-in-hand with our members, their 
attorneys, third-party payers, and Med Pay carriers to ensure collection of all potential 
recovery dollars available. 


3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize 
the EVS eligibility system and TPL data provided to the MCO by the DHCFP to assist in accomplishing 
this objective.  


Subrogation staff handle casualty claims. We use all available resources to identify potential 
casualty claims, including: 


 Medicaid EVS eligibility 


 TPL reports provided by state Medicaid programs 


 Review of the information on claims and medical records from providers for 
indications of casualty injuries 


 Information received from our membership directly via personal injury inquiry 
responses and telephone calls 


 Information received by other internal processing units (e.g., prior authorization, 
member services, claims processing) 


We apply our current processes and any additional data resources, which become available to 
us to file and recover costs through subrogation on behalf of both Medicaid and CHIP 
recipients to ensure Medicaid is the payer of last resort. 


3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will then be 
expected to meet or exceed baseline target collections as determined by the DHCFP and its actuaries. 
The baseline target amount will be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, the DHCFP will conduct a review to determine if 
there is a legitimate reason. If there is no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the managed care organization’s costs 
before the data is used to set future rates. The DHCFP will prospectively adjust capitation rates to 
account for expected TPL collections. 


We have tracking reports of all TPL/subrogation cases, which are maintained and updated on 
a regular basis. We have ability to extract data from our reports for any of our insured groups, 
which can be provided to DHCFP for monitoring and evaluation of our performance as it 
relates to TPL/subrogation. We strive to meet or exceed target metrics. We understand that in 
the case of DHCFP, that our TPL/subrogation collections will be monitored and used by the 
state in rate-setting processes. 
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3.12.8 Reserving 
As part of its accounting and budgeting function, the vendor will be required to establish an actuarially 
sound process for estimating and tracking incurred but not reported (IBNRs) claims. The vendor must 
provide documentation of the IBNRs review and certification by an actuary. The vendor must reserve 
funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving 
methodology, the vendor must conduct annual reviews to assess the actuarial validity of its reserving 
methodology, and make adjustments as necessary. 


To be in full compliance with the requirement of Section 3.12.8 of this RFP, we have 
established an actuarially sound process for estimating and tracking incurred but not reported 
claims (IBNRs) as part of our accounting and budgeting operational procedures. We provide 
DHCFP documentation of actuarial review and certification of IBNRs. We also reserve funds 
by major categories of service (e.g., hospital inpatient, hospital outpatient, physician and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs) and conduct annual 
reviews to assess the actuarial validity of our reserving methodology, making any adjustments 
necessary.  


The IBNR/RBUC reserves are estimated monthly based upon our actuarial reserving models, 
with appropriate adjustments for any particular aspects in the current month’s data (e.g., 
variations in claims payment and reporting patterns, emerging claims cost trends and 
catastrophic claims) and any potential liabilities arising from claims disputes with providers. 
The reserves are also actuarially reviewed at the national business unit level before being 
finalized each month. We will conduct annual reviews to assess the actuarial validity of our 
reserving methodology.  
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3.12.9 Prohibition on Payments to Institutions or Entities Located 
Outside of the United States. 
3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act 
(the Act), the vendor shall not provide any payments for items or services provided under the Medicaid 
State Plan or under a waiver to any financial institution or entity located outside of the United States 
(U.S.). 


3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or 
entities such as provider bank accounts or business agents located outside of the U. S. are prohibited by 
this provision. Further, this Section prohibits payments to telemedicine providers located outside of the 
U.S. Additionally; payments to pharmacies located outside of the U.S. are not permitted. 


3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to 
any financial institution or entity located outside of the U.S. may be recovered by the State from the 
vendor. 


3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act 
defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, the 
Northern Mariana Islands, and American Samoa, when used under Title XIX. 


3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers 
to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks 
that support the administration of the Medicaid State Plan that may require payments to financial 
institutions or entities located outside of the U.S. are not prohibited under this statute. For example, 
payments for outsourcing information processing related to Plan administration or outsourcing call centers 
related to enrollment or claims adjudication are not prohibited under this statute. 


We meet the requirements of Section 6505 of the ACA in all states where we operate. We do 
not provide payments for items or services provided under the State Plan or under a waiver to 
any financial institution or entity located outside of the United States. 
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State Fair Hearings 
Over the length of our 
contract, the State Fair 
Hearing officer overturned 
only one case. 


3.13 Grievances, Appeals and Fair Hearings 


3.13.1  
The vendor shall establish a system for recipients and providers, which includes a grievance process, an 
appeal process, and access to the State Fair Hearing system.  


We strive to avoid grievances and appeals by delivering high-quality, responsive and culturally 
competent services and communications to our members. We have significant experience 
implementing member grievances, appeals and State Fair 
Hearing programs that verify the appropriate and timely 
processing and resolution of member grievances or appeals 
when a member does not agree with a decision we made.  


We also know it is important for our members to have a process 
to express dissatisfaction and for us to receive information 
toward continuous improvement. While we know it is stressful for members to feel the need to 


file a grievance or appeal, we have designed our process to be 
easily accessed, responsive and effective. We watch each 
detail of the process including appeal overturn rate; 
compliance rate; and the acknowledgement letter rate to 
maintain high standards, reduce rework of appeals and 
improve customer service. 


Nationally, we have processed and resolved member 
grievances and appeals since 1998, and we currently process and resolve member grievances 
and appeals in the 23 state Medicaid programs we serve.  


The following outlines the performance for grievances and appeals for 2015 and through the 
second quarter in 2016. 


Process Summary Q1 and Q2 2016 2015 


Resolved grievances 17,035 56,677 


Resolved appeals 98,594 326,598 


Met timeliness requirements:   


 Sending the member 
acknowledgement letter 
upon receipt of the member 
grievance 


98.99 percent  96.73 percent  


 Resolved member 
grievances 


99.79 percent  97.21 percent  


 Average turnaround time to 
grievance resolution 


15.8 days 18.3 days 


 Sending the member 
acknowledgement letter 
upon receipt of the member 
appeal 


98.15 percent 96.47 percent  


 Resolved member appeals 99.41 percent  98.03 percent  


 Average turnaround time to 
appeal resolution 


18.6 days 17.9 days 


Low Appeals in 2015 
In 2015, less than  
1 percent of denials were 
appealed. 
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In each of the state Medicaid programs we serve, we have developed systems, processes and an 
organizational structure (e.g., collaboration between grievances and appeals, compliance and 
quality management through quality committees) that allow us to track our handling and 
resolution of member and provider grievances and appeals. This allows us to confirm our 
compliance with contract requirements and continue to provide high-quality services to our 
members and providers. We bring to Nevada these established systems, processes and 
organizational structure to evaluate grievances and appeals data and act on issues that we 
identify. 


3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed below. Possible issues for grievances include, but are not limited to, access to care, quality of 
services, interpersonal relationships between vendor staff and recipients or providers, and failure to 
respect a recipient’s rights. 


We understand the State’s definition of a grievance as described in 3.13.1.1 and the 
description of our grievance system complies with this definition. 


3.13.1.2 An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type or level of service; 


B. The reduction, suspension or termination of a previously authorized service; 


C. The denial, in whole or in part, of payment for a service; 


D. The failure to provide services in a timely manner; or 


E. The failure of a vendor to process grievances, appeals or expedited appeals within required 
timeframes including resolution and notification.  


We understand the State’s list of actions resulting in an appeal as described in 3.13.1.2 and we 
comply with this list of actions. 


We understand that the appeals process must be performed in a timely manner. Our appeals 
procedures, policies and processes comply with RFP Section 3.13 and 42 CFR 438.402. The 
following table provides a brief summary of the appeals and expedited appeals timeline. 


Contract Provision Time Frame 


Member appeal filing timeline Not less than 20 calendar days or within 90 
calendar days from date of our Notice of Action 


Verbal appeals timeline Within 90 calendar days from our Notice of 
Action. (Standard appeal must be followed in 
writing).  


Acknowledgement of receipt of appeal in 
writing 


Within three calendar days (unless an 
expedited resolution is requested) 


Resolution of appeals Within 30 calendar days following receipt of 
appeal (time frame can be extended up to 14 
days with DHCFP approval. For any extension 
not requested by the member, we provide the 
member written notice of the reason for the 
delay)  


Notice of appeal resolution Within 30 calendar days of resolution 


Communication of expedited review decision Within 72 hours 


Expedited review and resolution Within 72 hours of receipt 
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3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. 
The vendor must inform providers and subcontractors at the time they enter into a contract.  


A. This information must include:  


1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing; 


2. The availability of assistance with filing;  


3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although 
the recipient may be liable for the cost of any continued benefits if the action is upheld;  


4. The toll free number to file oral grievances and appeals; and  


5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a 
service. 


We respond to member and provider concerns to resolve issues at the earliest opportunity. At 
every contact, we are responsive and offer assistance to our members, providers and 
subcontractors in any way we can to reduce the stress involved in the grievance and appeal 
process. We inform members about our easy-to-use grievance, appeal and State Fair Hearing 
policies and procedures, which comply with the due process requirements, set forth by state 
and federal requirements. We communicate with members, providers and subcontractors in a 
culturally appropriate manner:  


 Members: To promote true member engagement in his/her own care, the member must 
know how to advocate for himself/herself, including having the ability to ask for a 
review of important decisions affecting his/her care and care plan. We use educational 
materials that are culturally sensitive to the member’s race, ethnicity and primary 
language.  


 Providers: It is crucial for providers to put member care at the top of the priority list, 
and part of being a member advocate includes understanding the grievance and appeal 
processes. Providers may merely advise members of processes available to them or may 
also serve as their official representative. We educate providers to recognize the 
culturally diverse needs of the population and acknowledge the value of the diverse 
cultural and linguistic differences in the organization and the populations they serve. 


 Subcontractors: We use subcontractor partners and specialists to carry out certain 
important contract duties and, therefore, they must know the contract requirements, 
policies and procedures to serve our members. This includes being well versed in 
member rights and can help give them accurate and helpful information. We confirm 
our contractors are knowledgeable through effective communication as described in 
this response. 


We communicate our grievance process, appeal process, expedited review process and the 
State Fair Hearing process to members and providers in a variety of ways and at various touch 
points, including the following: 


 Upon enrollment, members receive oral and written information regarding our 
grievance and appeal system, including details on filing grievances, appeals and State 
Fair Hearings (e.g., the right to file grievances, appeals and claim disputes, the 
requirements and time frames for filing them, the toll-free number to file oral 
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grievances and appeals and the time frames for filing). We include the information 
required by RFP Section 3.13.1.3 and 42 CFR 438.10(g)(1). In accordance with RFP 
Section 3.13.1.3, we obtain the State’s approval to distribute this information before 
distributing it to members, providers and subcontractors.  


 We send our members an annual reminder about grievance and appeal system 
processes and their right to use these processes.  


 We inform members and providers of significant changes to grievance and appeal-
related processes before the effective date. 


 We provide this information in the member’s welcome packet, in our Member 
Handbook and our secure member website. Detailed instructions for filing a grievance 
or appeal include our toll-free number for accessing member services. In accordance 
with RFP Section 3.13.1.3, we communicate the information regarding member 
grievance, appeal and State Fair Hearing procedures and time frames to our members 
at enrollment. We communicate this information to providers and subcontractors at the 
time they enter a contract with us and during ongoing training sessions. 


 We give this information to network providers in our Provider Summary Guide, at the 
time of initial contracting, annually through our biannual newsletter, and on our 
secure website. 


 We give this information to subcontractors at the time they enter a contract with us. 


 We send a variety of letters including acknowledgement letters, requests for 
information, determination and other letters provided to members throughout the 
grievance and appeal and State Fair Hearing processes that repeat the procedures and 
time frames, such as: 


 For appeals not resolved for the member, we communicate information in the 
Notice of Appeal Resolution, such as the member’s right to request a State Fair 
Hearing and how to request a State Fair Hearing, including continuation of 
benefits. 


 We communicate the disposition of a grievance by sending a written Notice of 
Disposition, which provides the information about the investigation and resolution 
of the grievance. 


 We offer assistance with filing a grievance, appeal and completing the State Fair 
Hearing Form. 


We encourage members who have questions or concerns to call our member services 
department if they need assistance completing forms or other procedural steps. Member 
advocates can serve members in their choice of primary language through our interpretive 
services, which provide translators for more than 200 languages, as needed. A member who is 
hard of hearing can use our toll-free telecommunications relay service, and members with 
impaired vision can request that a representative read the materials aloud. 


Member advocates can assist the member with the grievances and appeals process, including 
preparing and submitting a written complaint or grievance. In addition, we provide an in-
person concierge service that assists members with submitting a grievance or appeal in person. 
The member may come to the office and receive one-on-one assistance with completing forms 
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and documenting oral grievances or appeals, and a translator is available if the member’s first 
language isn’t English to help the member understand his/her rights. 


Additionally, case managers, community health workers (CHWs) and our quality team help 
members write and file grievances and appeals and continue monitoring the member’s issue 
through to resolution. This commitment creates an environment where members view us as a 
resource and affords us the opportunity to resolve member issues with as little dissatisfaction 
as possible. 


We consider the member, representative or estate representative of a deceased member as 
parties to the appeal throughout the appeals process.  


PROVIDER’S APPEAL RIGHTS 
We do not prohibit or otherwise restrict a health care professional acting within the lawful 
scope of practice, from advising or advocating on behalf of a member in accordance with 42 
CFR 438.102. Any member, his/her authorized representative or a provider acting on behalf of 
the member, with written permission from the member, may file an appeal with us. Providers 
who represent members do so free of any retribution. We do not take punitive action against a 
provider who requests or supports an expedited appeal on behalf of a member.  


3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in 
addition to Attachment W ~ Appeals and Grievances. The report should be broken out by hearing issue; 
date requested and dates resolved, program and outcome for tracking, trending and corrective action. 


We have extensive experience in resolution of grievances and appeals. Our grievances and 
appeals staff uses our Complaint Tracking and Resolution System (CTRS) reporting and 
tracking system to track grievances and appeals and confirm prompt resolution, including 
adherence to contract requirements. Our senior business analyst extracts data from CTRS to 
produce monthly and quarterly reports of grievances and appeals that document grievance 
and appeal activities listed on the templates located in the Forms and Reporting Guide in 
addition to Attachment W ~ Appeals and Grievances. 


Our CTRS provides standard management reports to track our resolution time frames and 
provides ad hoc query functionality. CTRS provides us significant flexibility to add or remove 
data fields, as specified by the State and to provide reporting capabilities based upon multiple 
data elements, filters or sorting options. The following table provides key grievances and 
appeals data elements that are maintained by CTRS and used for tracking, trending and 
reporting.  


Key Grievances and Appeals Tracking System Grievances and Appeals Data 


Member Grievances Member Appeals 


 Date grievance was received in the 
company 


 Individual filing the grievance 


 Member identification information 


 Individual recording the grievance 


 Nature of the grievance 


 Disposition of the grievance 


 Date appeal received in the company 


 Effective date of the action 


 Date the member or representative requested 
the appeal 


 Identification of the individual filing 


 Member identification information 


 Date the appeal was followed up in writing 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 593 of 776  RFP #3260
 


Key Grievances and Appeals Tracking System Grievances and Appeals Data 


Member Grievances Member Appeals 


 Priority status (expedited status) 


 Staff assigned for disposition 


 Date of resolution and the member 
notification of the disposition 


 Date the Notice of Disposition was sent 


 Nature of the appeal 


 Disposition of the appeal 


 Priority status (expedited status) 


 Staff assigned for disposition 


 Date of resolution and member notification of 
disposition 


Our CTRS reporting capabilities include: 


 Adding or removing data elements for reporting to the State 


 Tracking grievances and appeals by type, status or other elements, as requested 


 Identifying resolution of cases with open, closed or outstanding grievances or appeals 


 Tracking staffing resolution time frames for grievances and appeals 


 Providing input on the Medicaid fair hearing process 


 Customizing reporting and inquiry capabilities on multiple data elements 


 Identifying and trending reoccurring issues that result in grievances and appeals 


3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal 
procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in 
writing. 


Should a recipient choose to appeal in writing, the recipient shall be instructed to file via mail or fax to the 
designated P.O. Box or fax number for medical appeals. 


Our member services department consists of highly trained, well-informed representatives who 
are knowledgeable in grievances and appeals to assist with calls from members to address 
various issues—the majority of which are resolved during the initial call. In addition, our 
grievance and appeal coordinators have excellent communication skills; strong written and 
verbal skills; sound deductive reasoning skills; and extensive knowledge of federal and state 
laws, regulations and policies. They use these skills to provide prompt resolution of the 
member’s grievance or appeal, including investigating pertinent facts related to resolving the 
grievance or appeal. The grievance and appeal coordinator researches and adjudicates the 
grievance, unless the grievance or appeal involves a denial based upon lack of medical 
necessity or otherwise involves clinical issues.  


The grievance and appeal coordinator may enlist the help of other internal departments (e.g., 
clinical) if subject matter expertise is needed. If the matter requires review by another internal 
department, the grievance and appeal coordinator requests that a designated subject matter 
expert in the department address specific issues necessary to resolve the appeal. The grievance 
and appeal coordinator, or nurse, may contact the member or the member’s treating provider 
to obtain additional information necessary to resolve the grievance. 


For clinical appeals, the appeal coordinator assembles relevant background information from 
our prior authorization and claims systems, obtains relevant clinical information as 
determined by the nurse and/or medical director, and forwards the matter to the clinical 
appeal team for review and determination. Only medical directors or other health care 
professionals with the appropriate clinical expertise, and those not involved in previous levels 
of review or decision making, review appeals. 
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The member services department provides the grievance and appeal contact information, 
which includes the designated mailing address and/or fax number for electronic submission of 
the written appeal or grievance. 


3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process 
grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the 
names of appointed staff recipients and their phone numbers. Staff shall be knowledgeable about the 
applicable state and federal law, vendor's rules and regulations, and all court orders governing appeal 
procedures, as they become effective. 


We have highly skilled staff that are knowledgeable about the applicable state and federal law, 
vendor’s rules and regulations, and court orders governing appeal procedures, as they become 
effective. 


Our grievance and appeal coordinators’ primary responsibilities are to review receipts, oral 
and written, and to identify grievance and appeal requests. This process is referred to as triage 
and occurs multiple times throughout the day to verify grievances and appeals are recorded 
and captured the same day they are received. The triage function is an important step in 
grievances and appeals. The staff is highly trained to identify criteria that would warrant 
review for expedited determination, even when not requested. We use a two-step quality 
process to verify that grievances and appeals are recorded, reported accurately and reflected in 
our quarterly report to DHCFP. We comply with the request to provide the names and contact 
information of appointed staff. 


3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with 
federal and state regulations as well as contractual compliance. 


We welcome an audit and review by the State as we are confident in our existing processes and 
look forward to demonstrating our strong commitment to the State’s evaluators. Quarterly 
audits are conducted across the various lines of business we serve to ensure compliance with 
requirements. This verifies deficiencies are discovered and corrected. 


3.13.2 Recipient Grievances and Appeals 
The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 
CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 
431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 
438.210(c), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 
695G 230 that regard grievances and appeals. 


3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the 
DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at 
any time thereafter when the vendor’s recipient grievances and appeals policies and procedures have 
been revised or updated (not including grammatical or readability revisions or updates). The vendor may 
not implement any policies and procedures concerning its recipient grievance and appeal system without 
first obtaining the written approval of the DHCFP. 


We understand the federal law and NRS regulations listed in 3.13.2. We submit grievance and 
appeal policies for prior approval to the State when submitting vendor policies and procedures 
and anytime there are changes to them. Any changes to the policy are not implemented 
without first receiving written approval from the State. 
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3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an 
appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or 
exceed ninety (90) calendar days from the date on the entity’s notice of action. 


We allow a minimum of 20 days to request an appeal and do not accept a request after 90 days 
of the Notice of Action regardless of the appellant or complainant. Our grievances and 
appeals staff uses CTRS to track the grievances and appeals and confirm prompt resolution, 
including adherence to contract requirements. Once we receive a grievance or appeal, we 
record the data in CTRS with the date of receipt of the grievance or appeal. The original 
notice of denial is captured to make sure the appeal is within the 90-day time frame. CTRS 
calculates the due date of the appeal to confirm processing within 30 days from the date of 
receipt. The grievance and appeal coordinator generates a report that identifies the aging of 
the grievance or appeal. The grievance and appeal coordinator, and management monitor the 
reports twice daily to ensure compliance. 


The following table provides a brief summary of the standard and expedited appeals timeline. 
For expedited appeals, we exceed DHCFP requirements. 


Contract Provision Time Frame 


Member appeal filing timeline Not less than 20 calendar days or within 90 
calendar days from date of our Notice of Action 


Verbal appeal timeline Within 90 calendar days from our Notice of 
Action (Standard appeal must be followed in 
writing)  


Acknowledgement of receipt of appeal in 
writing 


Within three calendar days (unless an 
expedited resolution is requested) 


Resolution of appeals Within 30 calendar days following receipt of 
appeal (time frame can be extended up to 14 
days with DHCFP approval. For any extension 
not requested by the member, we provide the 
member written notice of the reason for the 
delay)  


Notice of appeal resolution Within 30 calendar days of resolution 


Communication of expedited review decision Within 72 hours 


Expedited review and resolution Within 72 hours of receipt 


3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the 
following conditions are met: 


A. The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor 
mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.  
B. The appeal involves the termination, suspension, or reduction of a previously authorized course of 
treatment. 


C. The services were ordered by an authorized provider. 


D. The authorization period has not expired. 


E. The recipient requests continuation of benefits. 


3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and 
the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 
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B. The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days 
from the date the Vendor mails an adverse appeal decision; 


C. A State Fair Hearing decision adverse to the recipient is made, or 


D. The service authorization expires or authorization limits are met. 


We understand the importance of continuing benefits while pending an appeal and have a 
process in place for maintaining benefits during this time. Upon receipt of the completed 
Continuation of Benefits form, we update the prior authorization system to allow for services 
to continue while the member is undergoing the appeal process. Verifying that members 
receive their covered benefits and quality health care is of primary importance to us, and we 
honor and meet the State’s requirements. 


Members, or providers with the member’s written permission, can ask that an appealed service 
continue while we are making a decision. The member, or the member’s representative, must 
make the request within 10 days from the date we mail the notice of the adverse action or 
within 10 days after the intended effective date of action, whichever is later. The appeal must 
be for the termination, suspension or reduction of a service ordered by an authorized provider, 
which we have already authorized, before the original authorization has expired. 


If we continue or reinstate the benefits, we continue to provide them in accordance with RFP 
Section 3.13.2.3 and 3.13.2.4. If the final resolution of the appeal is adverse to the member, 
he/she may have to pay for these services. Once the hearing officer provides the adverse 
determination from the State Fair Hearing division, we stop services and notify the member. 
In addition, we notify the member in advance that costs may be recovered and arrange for the 
member to pay back any amounts in accordance with RFP Section 3.13.2.3 and 3.13.2.4. 


In accordance with 42 CFR 438.424, if we or the State’s fair hearing officer reverses a 
decision to deny, limit or delay services that were not furnished while the appeal was pending, 
we authorize or provide the disputed services promptly and pay for the services in accordance 
with RFP Section 3.13.2.3 and 3.13.2.4. 


3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a 
grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be 
referred to the vendor for resolution. In the event a provider files an appeal on the recipient’s behalf, the 
provider must first obtain the recipient’s written permission with the exception of an expedited appeal.  


We accept any grievance or appeal forwarded from the member, member’s representative, 
provider or the State. If the provider does not have written permission from our member, we 
mail our member a letter informing the member of the requirement for written permission and 
include a consent form, with a self-addressed envelope. With the implementation of this 
process, we experience a better response rate for the member’s written permission. The 
exception to this process is when a provider submits a request for an expedited appeal. 


3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to 
provide access to and information about the State Fair Hearing process in the event a recipient’s appeal 
is not resolved in favor of the recipient. Grievances are not eligible for referral to the State Fair Hearing 
process. 


Once a member has exhausted the appeals process and filed a State Fair Hearing request with 
the State, we implement our process to comply with DHCFP’s State Fair Hearing 
requirements, such as responding to requests for documentation. 
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Upon receipt of a member’s request for a State Fair Hearing, we demonstrate our expertise in 
this area. For example, the State forwards the member’s State Fair Hearing request to the 
appeals manager who is responsible for coordinating the investigation of the State Fair 
Hearing request, preparing the State Fair Hearing packet for the State and attending the State 
Fair Hearing. If our member submits the request to us, the appeals manager forwards the 
request to the State. The appeals manager, medical director and/or pharmacist, and other 
experts involved in the appeal review attend the State Fair Hearing. Over the course of our 
contract, we have only had 11 State Fair Hearings, of which the hearing officer upheld our 
original decision in 10 of the 11 cases. 


GRIEVANCES 
We understand State Fair Hearings are not available for grievances. 


3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either 
orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be 
followed by a written, signed appeal. The vendor may not require a written signed appeal following an oral 
request for an expedited appeal. If a grievance or appeal is filed orally, the vendor is required to 
document the contact for tracking purposes and to establish the earliest date of receipt. There is no 
requirement to track routine telephone inquiries. 


ACKNOWLEDGING RECEIPT OF THE GRIEVANCE  
If a member files a grievance or appeal orally, acknowledgement of receipt is understood. 
Except for expedited appeals, the verbal appeal must be followed in writing. We acknowledge 
receipt of grievances and appeals within three calendar days, unless the member or provider 
requests an expedited resolution. If the time frame is extended, for any extension not requested 
by the member, we provide our member written notice of the reason for the delay. 


In addition, we provide a concierge service that assists members with submitting a grievance 
or appeal in person. The member may come to the office and receive one-on-one assistance 
with completing forms and documenting oral grievances or appeals, and a translator is 
available if the member’s first language isn’t English to help the member understand his/her 
rights. 


We enter written (date-stamped upon receipt to establish the earliest date of receipt) verbal 
grievances and appeals into our grievances and appeals tracking system on the date of receipt 
and create a case file. Using our grievances and appeals tracking system, we log and track 
member name and identification number, date grievance or appeal was received, grievance or 
appeal acknowledgement, grievance or appeal description, staff assigned for disposition, 
disposition, disposition date and member notification date. We capture additional information, 
such as date of resolution, description of resolution, and whether the grievance or appeal was 
determined valid. We do not track routine telephone inquiries, as outlined in 3.13.2.8. 


3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. 


When a member advocate receives telephonic communication, representatives determine if the 
call is a routine inquiry, or if it is to express dissatisfaction or request an appeal. Member 
advocates are highly trained to differentiate between a grievance or telephone inquiry and an 
appeal request. Typically telephone inquiries are calls that are answered/resolved during the 
conversation. For a denied service, our member is provided his/her appeal rights.  
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3.13.3 Authorization and Notice Timeliness Requirements 
3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) calendar 
days following receipt of the request for service, with a possible extension of up to fourteen (14) additional 
calendar days if the recipient or provider requests the extension; or, the vendor justifies (to the DHCFP 
upon request) a need for additional information and how the extension is in the recipient’s interests. The 
vendor must provide written notice of the reason for the extension and inform the recipient of their right to 
file a grievance. 


We comply with the State’s established 
authorization and notice timeliness requirements 
as described above. Requests are processed as 
expeditiously as the member’s health status 
requires, but not later than 14 calendar days 
following the request. While this can be extended 
14 days if the member or the provider requests an 
extension, or if we justify to DHCFP the need for 
additional information, and that the extension is in our member’s interests, we rarely request 
an extension. 


The following table illustrates our average turnaround times for standard and expedited 
authorization requests in 2015 and 2016, which are significantly better than the required time 
frames for standard and expedited reviews of 14 and three days, respectively: 


Type of Authorization 
Request 


Volume 
2015 


Average Turnaround 
Times 


 
Required  


Time Frame 


Expedited approval 7,582 4.08 hours Three days 


Routine Approval 123,284 2.20 days 14 days 


Expedited Denials 195 10.8 hours Three days 


Routine Denials 2,552 5.27 days 14 days 


 


Type of Authorization 
Request 


Volume 
2016-Jan. 1 – May 31 
Average Turnaround 


Times 


 
Required  


Time Frame 


Expedited approval 2,832 Four hours Three days 


Routine Approval 39,512 2.31 days 14 days 


Expedited Denials 111 11 hours Three days 


Routine Denials 1,253 5.44 days 14 days 


  2015 EQRO Audit 
During the 2015 Nevada EQRO 
audit, we achieved a perfect score 
of 100 percent for reviews of Notice 
of Action files. 
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3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function, the vendor must make an expedited authorization decision and provide a Notice of 
Action as expeditiously as the recipient’s health condition warrants and no later than seventy two (72) 
hours after receipt of the request for service. The vendor may extend the (72) hours’ time period by up to 
fourteen (14) calendar days if the recipient requests an extension or if the vendor justifies (to the DHCFP 
upon request) a need for additional information and how the extension is in the recipient’s best interest. 
The vendor must provide written notice of the reason for the extension and inform the recipient of their 
right to file a grievance. 


When it is determined by us or a provider that the standard time frame can jeopardize our 
member’s life or health or ability to attain, maintain or regain maximum function, the 
authorization decision is expedited and a Notice of Action provided as quickly as our 
member’s health condition warrants and no later than 72 hours after receipt of the request. 
We may extend the 72 hours by up to 14 calendar days if a member requests an extension or if 
we justify to the State, upon request, a need for additional information and how the extension 
is in the member’s interest. 


Authorization decisions are communicated to the provider (facility or individual) and member 
within the required time frames. 


3.13.4 Notice of Action 
3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action 
or makes an adverse determination affecting the recipient. If a provider has made a request on a 
recipient’s behalf and the vendor makes an adverse determination, the provider must be notified but this 
notification need not be in writing. 


3.13.4.2 The notice must meet all of the following requirements: 


A. Be available in the State-established prevalent non-English languages; 


B. Be available in alternative formats for persons with special needs (visually impaired recipients, or 
recipients with limited reading proficiency); and 


C. Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) 
and (d).  


When an adverse determination occurs, we send a Notice of Action letter to the member and 
the provider within the required timelines, language and format in accordance with RFP 
Sections 3.13.4.1 and 3.13.4.2. It includes a clear explanation and basis for the adverse 
determination as required in Sections 3.13.4.1 and 3.13.4.2. Each Notice of Action complies 
with 42 CFR 438.404 and is written at an eighth-grade reading level, using Flesch-Kincaid. 


Providing our members with Notice of Action letter either at the initial denial or at the appeal 
level is an important piece of communication. The Notice of Action letter informs the member 
of the reasons for the denial. The denial may be based upon information not known at the 
time, and provides the member opportunity to submit comments or additional information to 
be considered that may change the denial. 


We communicate with members, providers and subcontractors in a culturally appropriate 
manner. We use educational materials that are culturally sensitive to the member’s race, 
ethnicity and primary language. 


We encourage members who have questions or concerns to call our member services 
department if they need assistance completing forms or other procedural steps. Member 
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Notice of Action 
Letter Review 


We review 100 percent 
of our Notice of Action 
letters for accuracy 
before sending them to 
members. 


advocates can serve members in their choice of primary language through our interpretive 
services, which provides translation for more than 200 languages. A member who is hearing 
impaired can use our toll-free telecommunications relay service. Members who are visually 
impaired or with limited reading proficiency can request that a representative read the 
materials aloud.  


Member advocates can assist the member with the grievance and appeal process, including 
preparing and submitting a written grievance. Additionally, case managers, CHW and our 
quality team help members write and file grievances and appeals, and monitor the member’s 
issue through to resolution. This commitment creates an environment where members view us 
as a resource and affords us the opportunity to resolve member issues with as little 
dissatisfaction as possible. 


We consider our member, representative or estate representative of a deceased member as 
parties to the appeal throughout the appeals process.  


3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must 
explain: 


A. The action the vendor or its subcontractor has taken or intends to take; 


B. The reasons for the action; 


C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 


D. The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s 
internal appeal procedures; 


E. The procedures for exercising the recipient’s rights to appeal; 


F. The circumstances under which expedited resolution is available and how to request it; 


G. The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the 
following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective 
date or the proposed action pending the resolution of the appeal, how to request that benefits be 
continued, and the circumstances under which the recipient may be required to pay the costs of these 
services; 


H. That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman; 


I. The specific regulations that support, or the change in federal or State law that requires the action; and 


J. The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in 
cases of action based on change in law, the circumstances under which a hearing will be granted. 


We know it is important for members to have a process to 
express dissatisfaction and for us to receive information toward 
continuous improvement. While we know it is stressful for 
members to feel the need to file a grievance or appeal, we have 
designed our process to be easy to access, responsive and 
effective. We watch each detail of the process including appeals 
overturn rate; compliance rate; and the acknowledgement letter 
rate to maintain high standards, reduce rework of appeals and 
improve customer service. 


When we deny a service authorization request, we send a Notice of Action letter to our 
member and the requesting provider within the required timelines and format and with a clear 
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explanation and basis for the adverse determination as required in RFP Section 3.13.4.3. In 
2015, only 2.46 percent of our prior authorization requests were denied. Each Notice of Action 
complies with 42 CFR 438.404 and is written at an eighth-grade reading level. The Notice of 
Action includes, at a minimum, the following:  


 The action taken or intended to be taken 


 The reason for the action 


 The member’s right to file an appeal with us and the procedures for exercising appeal 
rights 


 The circumstances when expedited resolution is available and how to request it 


 The rights and procedure to request a State Fair Hearing following exhaustion of the 
appeal process 


 The member’s right to have benefits continue pending the resolution of the appeal, the 
procedures for continued benefits and the member’s potential financial obligation 


 The member’s right to represent himself/herself, use legal counsel or request someone 
else represent him/her 


 A reference to the benefit provision, guideline, protocol or other similar criterion on 
which the appeal decision was based 


 Notification that the member can obtain a copy, free of charge, of the actual benefit 
provision, guideline, protocol or other similar criterion on which the appeal decision 
was based, upon request 


 Notification that the member is entitled to receive, free of charge, reasonable access to 
and copies of documents, upon request 


 A list of title and qualifications, including specialties, of the individuals participating in 
the appeal review 


 An explanation on how to file a complaint or grievance if dissatisfied with the appeal 
outcome 


GRIEVANCE AND APPEALS POLICIES 
Our member grievance and appeal program complies with 42 CFR, Part 438, Subpart F, 
applicable federal and state laws, regulations and policies and the requirements in RFP 
Section 3.13.4.3. It comprises a grievance process, an appeal process, expedited review process 
and access to the State’s State Fair Hearing system. Our compliance team’s Global Policies 
and Procedures address and confirm compliance with each Code of Federal Regulations 
(CFR) or Request for Proposal (RFP) requirement related to grievances and appeals 
processing. Our grievances and appeals policies comply with the following requirements: 


 We do not prohibit or otherwise restrict a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a member in 
accordance with 42 CFR 438.102. Any member, his/her authorized representative or a 
provider acting on behalf of the member, with written permission from the member, 
may file an appeal with us. Providers who represent members do so free of any 
retribution. 


 We do not take punitive action against a provider who requests or supports an 
expedited appeal on behalf of a member.  
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 We consider the member, representative or estate representative of a deceased member 
as parties to the appeal throughout the appeals process. 


 In accordance with 42 CFR 438.406, we provide each member or member’s 
representative an opportunity to examine the grievance or appeal file, including 
medical records and other documents we consider during the resolution process. 


 We provide each member or member’s representative a reasonable opportunity to 
present evidence and allegations of fact or law in person and in writing. We inform the 
member or the member’s representative of the limited time available in cases involving 
expedited resolution. We date stamp and incorporate into the case file any information 
received during the resolution process. 


 Only medical directors or other health care professionals with the appropriate clinical 
expertise in treating the member’s condition or disease not involved in previous levels 
of review or decision-making review appeals. 


For appeals not resolved for the member, we communicate information in the Notice of 
Appeal Resolution, such as the member’s right to request a State Fair Hearing and how to 
request a State Fair Hearing, including continuation of benefits. 


3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the 
action is a termination, suspension, or reduction of previously authorized covered services. This 
timeframe may be shortened to five (5) days if probable recipient fraud has been verified.  


Members, or providers with the member’s written permission, can ask that an appealed service 
continue while we are making a decision. Our member, or the member’s representative, must 
make the request within 10 days from the date we mail the notice of the adverse action or 
within 10 days after the intended effective date of action, whichever is later. The appeal must 
be for the termination, suspension or reduction of a service we have already authorized, 
ordered by an authorized provider, before the original authorization has expired. 


3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:  


A. In the death of the recipient;  


B. A signed written recipient statement requesting termination or giving information requiring termination 
or reduction of services (where the recipient understands that this must be the result of supplying that 
information); 


C. The recipient’s admission to an institution where he is ineligible for Medicaid services; 


D. The recipient’s address is unknown and mail directed to him has no forwarding address; 


E. The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or 
commonwealth; 


F. The recipient’s physician prescribes the change in level of medical care; 


G. An adverse determination made with regard to the preadmission screening requirements for nursing 
facility admissions; or 


H. When being transferred from a nursing facility for the following reasons: 


1. The safety or health of individuals in a facility would be endangered;  


2. The residents health improves sufficiently to allow a more immediate transfer or discharge;  


3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or 
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4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse 
action for nursing facility transfers). 


3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of 
payment.  


3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization 
decisions are not reached within the timeframes for either standard or expedited service authorizations. 
Untimely service authorizations constitute a denial and are thus adverse actions. 


We acknowledge and understand that a notice must be provided by the date of action for the 
circumstances described in 3.13.4.5 through 3.13.4.7. 


Written confirmation of a final decision to deny, reduce, suspend or terminate services is 
mailed to the member within the 14-day time frame required for standard or expedited 
requests. We modify our standard processes to make sure members are properly notified of 
health plan decisions. Our clinical team is experienced with a variety of clinical issues. They 
are aware of:  


 Grave changes in medical conditions that would result in death 


 Requests to terminate services 


 Admission to facilities ineligible for Medicaid services 


 Acceptance to another State’s Medicaid program 


 A change in level of care as prescribed by the treating physician 


 A denied preadmission screening requirement for nursing facility admissions 


 Transfers out of skilled nursing facilities and the reason for the transfer  


Once the clinical team is aware of the extenuating circumstance, they complete the 
notification required by the State within the required time frame.  


We acknowledge and comply with the State’s requirements to give notice at least 10 days 
before that date of action when the action is a termination, suspension or reduction of 
previously authorized covered services. Further, we understand that the time frame may be 
shortened to five days if probable member fraud has been verified. 


3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process 
and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution 
notice. 


We make reasonable efforts to provide verbal notice to a member regarding an appeal 
resolution. We communicate the resolution of the appeal in compliance with RFP Section 
3.13.4.8. Our Notice of Appeal Resolution complies with RFP Section 3.13.4.8 and 42 CFR 
438.408(e). It contains the results of the appeal resolution process, including the legal 
citations or authorities supporting the determination, along with the date it was completed. We 
send the Notice of Appeal Resolution for standard appeals within 30 days of receipt and 
provide oral resolution for expedited appeals within 72 hours. For expedited appeals, after 
oral notification, a written Notice of Appeals Resolution is mailed. We respond to expedited 
appeals verbally, and confirm in writing as expeditiously as the medical condition requires, 
but no later than 72 hours after the appeal request is received. If we cannot reach the member 
telephonically within 72 hours with the decision, we mail the written notice by overnight mail. 
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3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include: 


A. The right to request a State Fair Hearing, and how to do so; 


B. The right to request to receive benefits while the hearing is pending, and how to make the request; and 


C. That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the 
MCO's action.  


Upon completion of this process, we issue the Notice of Appeal Resolution in easily 
understandable language, containing the results of the resolution process, including the legal 
citations or authorities supporting the determination, along with the completion date. For 
appeals not resolved for the member, our member is notified of: 


 The right to request a State Fair Hearing within 90 days after the date of the Notice of 
Appeal Resolution and how to make the request 


 The right to receive continued benefits pending the hearing and how to request 
continued benefits; the request must be submitted within 10 calendar days from the 
Notice of Action or the intended effective date of the proposed action, whichever is 
greater 


 Information explaining the member may be held liable for the cost of benefits if the 
State Fair Hearing decision upholds our decision 


 An opportunity to present evidence related to the appeal and inform the member of the 
limited time available 


 The right to examine the appeal case file, including medical records and any other 
documents 


 Notification that the member can obtain a copy of the actual benefit provision, 
guideline, protocol or other similar criterion on which the appeal decision was based, 
upon request 


 Notification that the member is entitled to receive reasonable access to and copies of 
documents, upon request, free of charge 


 A list of title and qualifications, including specialties, of the individuals participating in 
the appeal review 


 An explanation on how to file a complaint/grievance if dissatisfied with the appeal 
outcome 


3.13.5 Handling of Grievances and Appeals  
The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as 
expeditiously as the recipient’s health condition requires within the State’s established time frames 
specified as follows: 


3.13.5.1 Standard disposition of grievances: The vendor is allowed no more than ninety (90) calendar 
days from the date of receipt of the grievance. 


In Nevada, our average turnaround time to grievance resolution was 26.27 days in 2015 and 
23.83 days in the Q1 and Q2 2016, exceeding the State’s requirements of 90 days. 


3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days 
from the date of receipt of the appeal. 


In Nevada, our average turnaround time to appeal resolution was 18.11 days in 2015 and 
16.65 days in Q1 and Q2 2016, exceeding the State’s requirements of 30 days. 
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3.13.5.3 Expedited resolution of appeals: The vendor must resolve each expedited appeal and provide 
notice, as expeditiously as the recipient’s health condition requires, not to exceed three (3) business days 
after the vendor receives the expedited appeal request. The vendor is required to establish and maintain 
an expedited review process for appeals when the vendor determines or the provider indicates that taking 
the time for a standard resolution could seriously jeopardize the recipient’s life or health or ability to attain, 
maintain, or regain maximum function. The vendor must ensure that punitive action is not taken against a 
provider who requests an expedited resolution or supports an appeal. If the vendor denies a request for 
an expedited resolution of an appeal, it must transfer the appeal to the standard timeframe of no longer 
than thirty (30) calendar days from the day the vendor receives the appeal (with a possible fourteen (14) 
calendar day extension) for resolution of appeal and give the recipient prompt oral notice of the denial 
and follow up within two (2) calendar days with a written notice. 


A. The vendor must inform the recipient of the limited time available to present evidence and allegations 
of fact or law, in person or in writing, in the case of the expedited resolution. 


B. These time frames may be extended up to fourteen (14) calendar days if the recipient requests such 
an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for 
additional information and how the extension is in the recipient’s interests. If the State grants the vendor’s 
request for an extension, the vendor must give the recipient written notice of the reason for the delay. 


We process expedited appeals, received in writing or orally, when taking the time for a 
standard resolution could jeopardize our member’s health or life or when the request is made 
by a provider. The procedures for expedited appeals follow the same requirements as standard 
appeals, except as specifically detailed by the State. We process expedited appeals within 72 
hours from receipt. We inform the member or provider of the limited time available to present 
evidence and allegations of fact or law, in person and in writing.  


Upon receipt of expedited appeals, we make three attempts within 24 hours to notify members 
of their right to present evidence, including how to present it, and the time frame in which it is 
accepted. In addition, we send our member a written acknowledgement explaining his/her 
rights and educating the member how and where to provide corroborating information. 
Evidence can be submitted in person, in writing or by fax. 


If our medical director or other health care professional with the appropriate clinical expertise 
determines the expedited appeal does not meet the criteria for expedited review, we make every 
effort to contact the member and provide prompt verbal notice of our decision. We follow the 
verbal notice with a written notice of denial of expedited resolution within two days that 
explains we transfer the appeal to our standard appeal process and informs the member of 
his/her right to file a grievance in response to our decision. 


If our medical director or other health care professional with the appropriate clinical expertise 
determines the expedited review request does meet the criteria for expedited review: 


 The expedited appeal is assigned to the appropriate grievance and appeal coordinator 
for investigation and resolution 


 The grievance and appeal coordinator investigates the expedited appeal following our 
expedited appeals resolution processes and procedures, making sure we resolve the 
appeal and communicate our determination within 72 hours 


 We provide verbal notice of our decision within 72 hours and issue a written Notice of 
Appeal Resolution which contains the result of the resolution process, including the 
legal citations or authorities supporting the determination, along with the date it was 
completed 
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3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:  


A. The vendor must provide recipients any reasonable assistance in completing forms and taking other 
procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-
emergency transportation services to attend and be available to present evidence at the appeal hearing. 
This also includes, but is not limited to, providing interpreter services and toll-free numbers that have 
adequate teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and interpreter capability; 


B. Acknowledge receipt of each grievance and appeal; 


C. Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals 
were not involved in any previous level of review or decision-making; and 


D. Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if 
the grievance or appeal involves any of the following: 


1. An appeal of a denial that is based on medical necessity; 


2. A grievance regarding the denial of an expedited resolution of an appeal; or 


3. A grievance or appeal that involves clinical issues. 


As presented in the following figure, our national structured member grievances and appeals 
process gives members recourse to have their issues resolved in a professional, consistent and 
timely manner. We resolve member complaints, grievances and appeals as quickly as a 
member’s condition requires, not exceeding contractual and legal limits. We resolve member 
grievances and appeals in accordance with RFP Section 3.13.5.4. 
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Figure 21. Our structured member grievances and appeals process gives members recourse to have their issues resolved in a 
professional, consistent and timely manner and verifies we resolve member complaints, grievances and appeals as quickly as a 
member’s condition requires, not exceeding contractual and legal limits. 
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Our member services department has highly trained representatives to assist members with 
completing forms and taking other procedural steps. This includes, but is not limited to, 
providing interpreter services and toll-free numbers that have adequate TTY/TTD and 
interpreter capability. We comply with the requirement to arrange for non-emergency 
transportation services for members or a member’s representative to attend and be available to 
present evidence at the appeal hearing. 


The grievances and appeals department acknowledges standard grievances and appeals in 
writing within three calendar days from the date of receipt in the company. 


A health care professional with the appropriate clinical expertise in treating our member’s 
condition or disease not involved in previous levels of review or decision making, and 
knowledgeable about the member’s situation, reviews appeals. 


At least one Nevada-licensed practitioner in the same or a similar specialty that typically 
manages the medical condition, procedure or treatment reviews appeals involving denial of 
clinical services.  


The authority to determine resolutions for appeals is a peer reviewer with a current active 
license who is board-certified and in a similar specialty as typically manages the medical 
condition, procedure or treatment issues related to medical necessity. 


In addition to written notification, we provide our member with verbal notification of his/her 
right to file an expedited grievance in response to our decision to deny expedited appeal 
processing. 


3.13.5.5 The process for appeals also requires: 


A. That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest 
possible filing date for the appeal) and must be confirmed in writing unless the recipient requests 
expedited resolution; 


B. That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or 
law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time 
available for this in the case of expedited resolution; 


C. That the recipient and his/her representative is provided the opportunity, before and during the appeals 
process, to examine the recipient’s case file, including medical records, and any other document and 
records considered during the appeals process; and 


D. The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal 
representative of a deceased recipient’s estate. 


Our experience in other states ensures our member grievance and appeal program complies 
with 42 CFR, Part 438, Subpart F, applicable federal and state laws, regulations and policies 
and the requirements in RFP Section 3.13.5.5. We comply with the requirement that an oral 
inquiry seeking to appeal is treated as an appeal. An oral inquiry is recorded in our grievance 
and appeal database as the earliest date filing for an appeal and must be confirmed in writing 
by our member or member’s representative. Nationally, we have extensive experience in a 
grievance process, an appeal process, expedited review process and access to the State’s State 
Fair Hearing system. Our compliance team’s Global Policies and Procedures address and 
confirm compliance with each Code of Federal Regulations (CFR) or Request for Proposal 
(RFP) requirement related to grievance and appeal processing. Our grievance and appeal 
policies comply with the following requirements: 
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 We do not prohibit or otherwise restrict a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a member in 
accordance with 42 CFR 438.102. Any member, his/her authorized representative or a 
provider acting on behalf of the member, with written permission from the member, 
may file an appeal. Providers who represent members do so free of any retribution. 


 We do not take punitive action against a provider who requests or supports an 
expedited appeal on behalf of a member.  


 We consider the member, representative or estate representative of a deceased member 
as parties to the appeal throughout the appeals process. 


 In accordance with 42 CFR 438.406, we provide each member or member’s 
representative an opportunity to examine the grievance or appeal file, including 
medical records and other documents considered by us during the resolution process. 


 We provide each member or member’s representative a reasonable opportunity to 
present evidence and allegations of fact or law in person and in writing. We inform the 
member or the member’s representative of the limited time available in cases involving 
expedited resolution. We date stamp and incorporate into the case file any information 
received during the resolution process. 


 Only medical directors or other health care professionals with the appropriate clinical 
expertise in treating the member’s condition or disease not involved in previous levels 
of review or decision-making review grievances or appeals. 


We understand that filing a grievance based upon an experience of dissatisfaction and going 
through an appeals process is stressful for our member and his/her family during a time when 
the member is already stressed from dealing with an overwhelming medical issue or crisis. We 
implement a fair and open grievance and appeal process to reduce anxiety for our members. 


To foster this openness, we encourage our members to work with our member advocates, their 
providers, case managers or any other representative that help them through the grievance 
and appeal process and resolve outstanding issues. Our policies and procedures make certain 
our members, and those that represent them, are treated respectfully and have access to the 
information necessary. 


3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the recipient, the notice must also include:  


A. The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;  


B. The right to request to receive benefits while the hearing is pending and how to make this request; and 


C. That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer 
upholds the vendor’s action. 


Upon completion of this process, the Notice of Appeal Resolution is issued, containing the 
results of the resolution process, including the legal citations or authorities supporting the 
determination along with the completion date. For appeals not resolved for our member, the 
member is notified of: 


 The date of the decision 
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 A list of title and qualifications, including specialties, of the individuals participating in 
the appeal review 


 The action taken 


 Reasons for the action 


 Notification of the criterion used to make the decision 


 Specific reasons for the appeal decision in easily understood language 


 The right to request a State Fair Hearing within 90 days after the date of the Notice of 
Appeal Resolution and how to make the request  


 The right to receive continued benefits pending the hearing and how to request 
continued benefits. To request continued benefits, the request must be submitted within 
10 calendar days from the Notice of Action or the intended effective date of the 
proposed action, whichever is greater 


 Information explaining the member may be held liable for the cost of benefits if the 
State Fair Hearing decision upholds our decision 


 The opportunity to present evidence related to the appeal and inform him/her of the 
limited time available 


 Notification that the member can obtain a copy of the actual benefit provision, 
guideline, protocol or other similar criterion on which the appeal decision was based, 
upon request, free of charge 


 Notification that the member is entitled to receive reasonable access to and copies of 
documents, upon request, free of charge 


 An explanation on how to file a complaint/grievance if dissatisfied with the appeal 
outcome 


Written notification of the appeal outcome ensures compliance with the DHCFP approved 
form titled “Request a Fair Hearing.” 


Our appeals and grievance department notifies the member, in writing, of the disposition of 
the grievance within 30 days from the receipt of the grievance. The notification includes:  


 Who the grievance was received from and what the issue was regarding 


 The steps that we took to resolve and/or investigate the issue 


 Contact names, if applicable 


 Outcome/resolution of the investigation 


 Benefit information 


 Any additional steps, if appropriate 


During a grievance or appeal review, there are times during the process when it is identified 
the care of our member would benefit from a case manager to oversee and coordinate his/her 
care. In cases such as this, case management is notified of a request for case manager 
assignment. Additionally, when it is identified a member does not understand his/her benefits, 
or there is not an assignment to a PCP, we refer the matter to our member advocates for 
outreach and assistance to the member. 
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3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.  


We respond to expedited appeals verbally, and confirm in writing as expeditiously as the 
medical condition requires, but no later than 72 hours after the appeal request is received in 
company. If we cannot reach our member telephonically with the decision, we mail the written 
notice by overnight mail. 


3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will 
review as part of the Division’s quality strategy. 


Through our reporting and tracking system, CTRS, our staff maintains, records and stores 
grievance and appeal activity, including policy-mandated time frames for member contact and 
resolution. CTRS security protocols allow staff and managers at various levels and 
departments to have read, write or update permissions to individual CTRS data elements and 
modules. CTRS allows staff to identify open/outstanding grievances and appeals requiring 
resolution. 


We view each individual, grievance and appeal as an opportunity to improve the care and 
services we provide to the members who file them. Additionally, member grievances and 
appeals represent a means of understanding trends that allow us to make continual 
improvements to the way we provide care and services, thereby reducing the number of 
grievances and appeals filed. CTRS provides us significant flexibility to provide reporting 
based upon multiple data elements, filters and sorting options. CTRS allows us to track 
grievances by type or status; identify resolution of cases with open, closed or outstanding 
grievances or appeals; track staffing resolution time frames for grievances and appeals; and 
develop customized reporting and inquiry capabilities on multiple data elements.  


We track and report data related to grievances and appeals in compliance with NCQA, 
reporting for accreditation purposes in quality of care; access; attitude and service; billing and 
financial issues; and quality of practitioner office site. This allows us to identify opportunities 
for improvement and to implement appropriate interventions. 


We provide customized reporting to other internal and external departments. These reports 
identify trends and focus on interventions that need to occur to improve the member’s 
experience. Numerous reports are provided to various departments to assist with the 
credentialing process, quality-of-care investigations and identify access issues. These reports 
are also used to make sure NCQA requirements are met, demonstrating grievances and 
appeals are accounted for by us. 


The data is extracted from CTRS and used to provide various required reports to the State and 
various regulatory entities monthly, quarterly and annually. 


3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality 
Improvement committee meetings to the review of recipient complaints and appeals that have been 
received.  


We review member grievance and appeals information as part of our quality improvement  
program. Data collection is critical to managing ongoing performance and flagged to identify 
and resolve issues. 
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We have relationships in place with designated accountable owners, clearly organized 
processes and a structure that involves areas of the organization including quality 
management, UM and compliance while providing senior-level accountability. We view 
grievances and appeals as an opportunity to understand trends that allow us to make 
continual improvements to the way we provide care and services. Therefore, in addition to 
confirming the appropriate and timely processing and resolution of member grievances or 
appeals, our grievance and appeal governance team collaborates with other internal 
departments, such as compliance and quality of care to monitor the reasons that members are 
filing a grievance or appeal and our handling and resolution of grievances and appeals.  


Our quality management department, which is the central area for receiving potential quality-
of-care issues and coordinating quality improvement activities, serves as a critical interface 
between members, their representatives, practitioners, facilities, the State, other regulators and 
internal departments that perform grievances and appeals activities, such as the member 
advocate. The quality management department conducts quality investigations and analyses 
related to grievances and appeals, identifying trends necessitating further evaluation and 
education.  


Our quality management department discusses these investigations and analyses through our 
Peer Review Committee structure. The committee is responsible for oversight of both quality-
of-care complaints submitted by members or providers and quality-of-care concerns submitted 
by internal staff. The quality management department works closely with the credentialing 
and recredentialing staff and committee as well. 


Using CTRS, our quality management department collaborates with our grievances and 
appeals team, compliance department, UM and member services team to collect, review, 
analyze and trend grievances and appeals data to: 


 Confirm our compliance with contract requirements for processing grievances and 
appeals 


 Assess member satisfaction and identify opportunities for improving the member 
experience 


 Identify issues with other aspects of our operations (e.g., claims processing) that may 
be causing an unnecessary increase in the number of grievances filed by members 


 Identify opportunities for improvement in our operations 


 Identify and resolve potential quality-of-care issues with network providers 


Each quarter, the Peer Review Committee reviews the analyses of grievances and appeals data 
to:  


 Establish goals and performance thresholds and compare results to previous 
measurement  


 Conduct root cause analysis and barrier assessments to provide insight into issues that 
may have contributed to the causes and performance gaps in achieving established 
goals 


 Develop and implement corrective action plans (CAPS), taking into consideration 
member dissatisfaction and any disruption to the access of appropriate health services  
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 Incorporate the data analyses in decision-making activities to refine our operational 
process and to enhance the quality of our service delivery  


 Use national subject matter experts to review the analyses, identify contributing factors 
and drive policy and procedure changes and interventions to address systemic issues, 
barriers or other opportunities to improve processes, outcomes and member 
satisfaction  


 Conduct a post-implementation review of CTRS once an operational change is put in 
place to confirm it lowers the number of grievances and appeals filed 


3.13.6 State Fair Hearing Process 
3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s 
representative or the representative of a deceased recipient’s estate has the right to request a State Fair 
Hearing from the DHCFP when they have exhausted the vendor’s appeal system without receiving a 
wholly favorable resolution decision. The request for a State Fair Hearing must be submitted in writing 
within ninety (90) calendar days from the date of the vendor’s notice of resolution.  


A State Fair Hearing is available to our members or their 
representative when they have exhausted our appeal process 
without receiving a favorable resolution decision. We notify 
the member at the time of an unfavorable notification of 
his/her right to a State Fair Hearing and how to exercise that 
right within the 90-day time frame required. In addition, we 
include a Requesting a Fair Hearing form that includes a 
Frequently Asked Questions section. 


3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained and provided in writing to the recipient by the 
vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


For appeals not resolved for the member, the Notice of Appeal Resolution includes the 
following information: 


 His/her right to receive continued benefits pending a hearing and how to request 
continued benefits  


 The member’s right to request a State Fair Hearing, including the requirement that the 
member must file a written request for a State Fair Hearing within 90 calendar days 
from the date of the Notice of Appeal Resolution 


 How to request a State Fair Hearing  


 Information explaining continuation of benefits, including that the member may be 
held liable for the cost of benefits if the hearing decision upholds our decision 


3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each 
circumstance in which a recipient for whom the vendor has made an adverse determination requests a 
State Fair Hearing. The vendor is bound by the decision of the Fair Hearing Officer. (Please refer to the 
Chapter 3100 of the MSM for timeframes for standard and expedited State Fair Hearings.) 


Upon receipt of a member’s request for a State Fair Hearing, our appeals manager is 
responsible for coordinating the investigation of the State Fair Hearing request, preparing the 
State Fair Hearing packet for the State and attending the State Fair Hearing. Our appeals 
manager includes the pharmacist and/or medical director and other experts involved in the 


State Fair Hearings 
Over the length of our contract, 
we have had only 11 State Fair 
Hearing requests and a State 
Fair Hearing officer overturned 
only one case. 
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appeal as part of the State Fair Hearing. If the member submits the request to us, the appeals 
manager forwards the request to the State.  


We acknowledge we are bound by the decision of the Fair Hearing Officer in State Fair 
Hearing proceedings. 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process 
and the State Fair Hearing are Pending 
3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


A. The appeal is submitted to the vendor on or before the later of the following: within ten (10) days of the 
vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously authorized course of 
treatment; 


C. The services were ordered by an authorized provider; 


D. The original periods covered by the original authorization have not expired; and 


E. The recipient requests an extension of benefits. 


3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 


A. The recipient withdraws the appeal; 


B. Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal 
against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair 
Hearing with continuation of benefits until a State Fair Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 


D. The time period of service limits of a previously authorized service has been met. 


We understand the importance of continuing benefits while pending an appeal, and have a 
process in place for maintaining benefits during this time. Upon receipt of the completed 
Continuation of Benefits form, we notify case management and update the prior authorization 
system to ensure members receive their covered benefits while the member is undergoing the 
State Fair Hearing process. Quality health care is of primary importance to us, and we honor 
and meet the State’s requirements. 


Members, or providers with the member’s written permission, can ask that an appealed service 
continue while we are making a decision. Our member, or the member’s representative, must 
make the request within 10 days from the date we mail the notice of the adverse action or 
within 10 days after the intended effective date of action, whichever is later. The appeal must 
be for the termination, suspension or reduction of a service we have already authorized, 
ordered by an authorized provider, before the original authorization has expired. 


If we continue or reinstate the benefits, we provide them in accordance with RFP Section 
3.13.7.1 and 3.13.7.2. If the final resolution of the appeal is adverse to the member, the State 
Fair Hearing officer notifies the member of the adverse outcome and when benefits will cease. 
If the member is required to pay for the services received, we notify the member in advance 
that costs may be recovered and arrange for the member to pay back any amounts in 
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accordance with RFP Section 3.13.7.1 and 3.13.7.2. We notify the UM department to update 
the prior authorization case to stop benefits. 


In accordance with 42 CFR 438.424, if we or the State’s State Fair Hearing officer reverses a 
decision to deny, limit or delay services that were not furnished while the appeal was pending, 
we authorize or provide the disputed services promptly and pay for the services in accordance 
with RFP Section 3.13.7.1 and 3.13.7.2. 


3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of 
the services furnished to the recipient while the appeal was pending, to the extent that they were 
furnished solely because of the requirements of this section and in accordance with policy set forth in 42 
CFR 431.230(b). 


We acknowledge that if the final resolution is adverse to our member, based upon the State 
Fair Hearing officer’s determination, we may recover the cost of services rendered while the 
appeal is pending, to the extent that they were rendered solely due to the requirements of this 
section and in accordance with 42 CFR 431.230(b). 


3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were 
not furnished while the appeal was pending, the vendor must authorize or provide the disputed services 
promptly and as expeditiously as the recipient’s health condition requires. If the vendor or State Fair 
Hearing Officer reverses a decision to deny authorization of services, and the recipient received the 
disputed services while the appeal was pending, the vendor must pay for those services. 


If our member did not previously request continuation of care, we approve the disputed 
services as directed. 


Additionally, we agree that services must be provided promptly if the State Fair Hearing 
officer reverses an action for which services were not rendered during the appeal process. 


3.13.8 Provider Grievances and Appeals  
The vendor must establish a process to resolve any provider grievances and appeals that are separate 
from, and not a party to, grievances and appeals submitted by providers on behalf of recipients. Written 
grievance and appeals procedures must be included, for review and approval, at the time the vendor 
policies and procedures are submitted to the DHCFP and at any time thereafter when the vendor’s 
provider grievance and appeals policies and procedures have been revised or updated. The vendor may 
not implement any policies and procedures concerning its provider grievance and appeal system without 
first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the scope of the 
vendor’s grievance and appeals process for providers. 


One of the functions of our grievances and appeals organization is to process appeals 
submitted by participating and non-participating providers serving our Medicaid members. 
Appeals submitted by providers may be processed in accordance with applicable state and 
federal regulatory requirements and in the instance of participating providers, their contract 
with us. 


We maintain a full and fair review process for resolving provider disputes and responding to 
provider requests to review a decision the provider contests. In conducting the review, we 
review the member’s governing Medicaid plan documents. In the instance of a provider appeal 
involving a participating provider, the grievance and appeal coordinator may contact the 
provider services department to obtain information regarding the applicable provider contract 
with us. 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 616 of 776
 


Our grievance and appeal coordinator must apply the terms of the governing plan documents 
and if applicable, provider contract, unless a specific regulatory requirement applies, or the 
case requires a clinician’s review of clinical criteria to determine applicability of coverage. 


The appeal coordinator is responsible for communicating the appeal decision to the provider 
in writing after the completion of the review, in accordance with applicable regulatory 
requirements. 


We obtain written approval of our provider grievance and appeal policies and procedures from 
the State before implementing them. 


3.13.8.1 General Requirements 


The vendor must accept written or oral grievances and appeals that are submitted directly by the provider 
as well as those that are submitted from other sources, including the DHCFP. An oral appeal must be 
followed by a written, signed appeal; however, the oral appeal must count as the initial date of appeal. 
The vendor must keep a written or electronic record of each provider grievance and appeal to include a 
description of the issue, the date filed, the dates and nature of actions taken, and the final resolution. The 
vendor must issue a final decision, in writing, no later than: 


A. Ninety (90) calendar days after a grievance is filed; and 


B. Thirty (30) calendar days after an appeal is filed. 


We accept written and verbal appeals from providers and other sources. If we receive a verbal 
request, the date of the request is used to establish the earliest possible date and the provider is 
required to submit the request in writing. Verbal requests are recorded in CTRS and Macess. 
The provider is issued a final decision within 30 days for grievances or appeals. 


We comply with DHCFP requirements regarding acceptance of written or oral grievances and 
appeals, including those submitted directly by a provider or other source, such as DHCFP. 
Oral appeals must be followed by a written appeal, but the date the oral appeal is received is 
acknowledged as the initial date of appeal.  


We maintain written and electronic records in our documentation storage system that include 
a description of the issue, the date filed, the dates and nature of actions taken, and the final 
resolution. Grievances and appeals are entered into the reporting database and reports are 
monitored at least twice daily for compliance with DHCFP requirements. The grievance and 
appeal coordinators document information regarding the issue, actions taken and resolution. 
Additionally, documents referenced in the grievance and appeal system are electronically 
retained in the documentation storage system for review by DHCFP for auditing purposes.  


CTRS encompasses data elements of grievances and appeals. This includes information 
starting with the receipt of the grievance or appeal through its resolution. We issue grievance 
decisions within 30 days, exceeding the 90-day requirement. Appeals are resolved no more 
than 30 days after the appeal is filed. 
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3.13.9 Expedited State Fair Hearing 
3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition 
requires, but no later than 3 working days from the State’s receipt of a hearing request for a denial of 
service that: 


A. Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited 
appeal timeframes, or  


B. Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 


We comply with the Expedited State Fair Hearing process and expedited appeal time frames. 


3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as 
expeditiously as the recipient’s health condition requires, but no later than 3 working days from the State’s 
receipt of a hearing request for a denial of service that meets the criteria for an expedited resolution. 


The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, termination 
or other contract disputes between the vendor and its providers and/or subcontractors. Likewise, 
grievances are not eligible for State Fair Hearings.  


We provide the applicable State Fair Hearing packet for review by the State Fair Hearing 
officer to confirm a decision is made no later than the required three working days from the 
date the hearing request was received. 


Upon notification of an Expedited State Fair Hearing, we comply with the requests and limits 
from DHCFP listed in 3.13.9.2. 


3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any 
decision resulting from the Fair Hearing process.  


We are bound by the decision of the Fair Hearing officer in State Fair Hearing proceedings 
and immediately provide the service if the decision is reversed.
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3.14 Management Information System (MIS) 


3.14.1  
The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report vendor’s compliance with the contract requirements. 


Our information technology (IT) team maintains a platform that provides processing solutions 
that include, but are not limited to: 


 Eligibility, enrollment and disenrollment management and data exchange 


 Provider network management, credentialing, enrollment and confirmation file 
exchange 


 Member and provider information access through secure online portals 


 Report generation and transmission to facilitate standard and ad hoc reporting 


 Care coordination and case management for physical health and behavioral health 
with social components for whole-person care 


 Claims processing, edits and adjustments  


 Claims adjudication, payment and coordination of benefits (COB) for claims with third 
party liability (TPL) 


 Financial management and accounting 


At the center of our management information system (MIS) architecture is our TriZetto 
Facets claims platform with interfaces that optimize our ability to collect, analyze, integrate, 
maintain and report data on member and provider characteristics to effectively manage health 
benefit programs for DHCFP and deliver quality, cost-effective health care to program 
members. Our MIS interfaces with the state’s MMIS, successfully transmitting and receiving 
electronic files.  


Our Facets platform combines industry-leading commercially available software with custom 
enhancements developed by a dedicated team of IT professionals. We currently use Facets for 
19 of our 23 state Medicaid clients. Additionally, we use Facets to support the administration 
of health benefit programs for millions of members across multiple lines of business including 
Medicare Advantage and group and individual commercial health insurance products. 


3.14.2  
The vendor shall have an MIS capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentiality requirements pursuant to HIPAA.  


The vendor shall provide the DHCFP with aggregate performance and outcome data, as well as its 
policies for transmission of data from network providers as outlined in this RFP (See Attachment T Forms 
and Reporting Guide). The vendor shall have internal procedures to ensure that data reported to the 
DHCFP are valid and to test validity and consistency on a regular basis. 


Our MIS is currently capable of documenting administrative and clinical procedures while 
upholding the HIPAA privacy and confidentiality requirements, including regulations and 
updates regarding administrative simplification, privacy and security. 


Our Facets platform has proven to be a reliable and efficient workhorse for our health plans, 
our state partners, CMS and our commercial customers. With a five-year record of more than 
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99.9 percent online availability, Facets will continue to provide us with a stable, 
technologically advanced engine in our ongoing quest for excellence and innovation. To 
maintain support and compliance, we just completed the upgrade of Facets to the most recent, 
leading-edge version available: version 5.3, Release 2, in July 2016.  


Our technology solution includes upgrading our current care management application with 
an in-house, customized and integrated application. Using this new tool, we will enhance 
members’ care coordination through this HIPAA-compliant, comprehensive application. This 
integrated platform will include a member’s acute care, preventive care, chronic disease 
management, medical, behavioral health, social, and long-term care services and be readily 
available to all authorized caregivers, members and the operational service personnel 
supporting the members. It will integrate evidence-based medicine gaps in care and hospital 
admission, discharge and transfer (ADT) messaging. Additionally, this dynamic, person-
centered electronic record will house the care treatment plan and will provide the care team 
and members with online access to view, update and communicate about each member’s care 
information 24 hours a day, seven days a week. 


With each system enhancement, our goal is to deploy a solution that integrates disparate 
technologies and data sources to present end users, including PCPs and consulting specialists 
with timely, relevant and actionable information about the member and his/her interactions 
with the health care delivery system. 


The following diagram presents the major components of our MIS interconnectivity and data 
transport with DHCFP under the new contract. 


 
Figure 22. Technology Platform. Our systems are fully interoperable and fluidly exchange information, allowing us to adapt to 
support current and future requirements.  
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COMMITMENT TO CONTINUOUS PLATFORM ENHANCEMENTS 
We are dedicated to continuous improvement by investing in information systems—people, 
process and technology. We continue to make significant investments in our MIS platform as 
demonstrated by our annual Facets upgrades and the evolution of our care management 
capabilities. Other investments include our support for the HealtHIE Nevada Health 
Information Exchange and our integration with the HIE to provide eligibility and benefit 
information to enable the receipt of electronic notices of ADT data from participating 
hospitals. 


In addition to upgrading Facets to version 5.3 and implementing a replacement care-
management application, we are making significant investments in our underlining platform 
to keep us on the leading edge of technology and capabilities. Here is a summary of other 
infrastructure upgrades scheduled to be in place prior to the July 1, 2017, go-live date: 


 MedMeasures: Our NCQA-certified application creates/provides HEDIS quality 
reports and provider profiles; provides the foundation for medical quality improvement 
programs like provider profiling and gaps in care analysis; and performs detailed 
analysis with access to member detail and information on specific members qualified 
for each measure 


 EDI: Implementing an industry-leading EDI solution from the vendor Edifecs, which 
will enhance and modernize our existing solution 


 Clinical Editing: Will be implementing a more robust Clinical Editing software 
solution within our Facets claims processing system 


We will continue to use and adapt our platform to meet the needs of Nevada Medicaid and 
Check Up members and comply with DHCFP requirements. 


MAINTAINING HIPAA PRIVACY AND SECURITY REQUIREMENTS 
Our information systems are compliant with the privacy, security and administrative 
simplification requirements associated with the broad HIPAA of 1996, as amended or 
modified. We comply with HIPAA Electronic Data Interchange (EDI) requirements, including 
the HIPAA-compliant formats. Our systems are compliant with HIPAA transaction and code 
set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, NCPDP 
Post Adjudication History (PAH), 276/277 and 278 file formats for electronic transactions. 
Additionally, we comply with the current x12 5010 EDI standards. 


We are committed to safeguarding the confidentiality of Nevada members’ personally 
identifiable information (PII) and protected health information (PHI) through compliance 
with HIPAA regulations, the Health Information Technology for Economic and Clinical 
Health (HITECH) Act, and Nevada privacy laws and regulations. We carefully monitor both 
federal and Nevada legislation and regulations, and take appropriate action when necessary to 
reinforce ongoing compliance. In addition, we review our HIPAA privacy and security 
compliance status on an annual basis as part of our annual risk assessment and Sarbanes-
Oxley audit reviews and attestations. 


PROVIDING AGGREGATED PERFORMANCE AND OUTCOME DATA 
We have demonstrated our ability to provide aggregate performance and outcome data to 23 
state Medicaid agencies across the country. The design of our encounter data reporting system 
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assures the provisioning of aggregated, unduplicated service counts across service categories, 
provider types and treatment facilities. Our standardized reporting methodology supports CMS 
reporting categories for collecting service event data and costs associated with each category 
of service. 


We provide the following data sets on a quarterly basis: 


 Inpatient: Counts for admissions, patient days, discharges and discharge days 
segmented by inpatient, normal newborn and neonate newborn inpatient and product 
group (TANF, Check Up and CHAP) 


 Emergency Room: ER visits segmented by product group 


 Professional: PCP visits, EPSDT screening visits, specialty (referral) visits, and total 
physical visits segmented by product group 


 Pharmacy Utilization: Aggregation of prescriptions by brand retail, generic retail, 
brand mail order and generic mail order, all segmented by product group  


In further compliance with DHCFP reporting requirements as outlined in Attachment T ~ 
Forms and Reporting Guide, we also will provide all reports according to required time 
frames, as outlined in detail in our response to the requirements listed in Section 3.17. 


3.14.3 Eligibility Data 
3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient 
that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., 
recipients who are re-enrolled and assigned new numbers. 


Facets includes management of enrollment and member ID numbers, to link member records 
that may have been established under separate programs or separate member identification 
numbers. To minimize the occurrence of duplicate member records, our process does not rely 
solely on the unique identification numbers when electronically processing enrollment 
additions, terminations or changes. We evaluate several key attributes about an individual 
using a tiered matching logic to determine if the member exists under a different program 
identification number.  


Additionally, Facets programmatically reconciles member enrollment-file discrepancies by 
looking at critical data elements, such as name, date of birth and Social Security number 
(SSN) to identify potential duplicates, which are resolved after confirmation from DHCFP. 


Our integrated Facets platform also enables us to maintain the linkage for our members as 
they transition from Medicaid into the Silver qualified health plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX). This capability provides 
a superior level of continuity for managing members that transition to and from the Medicaid 
program and the HIX. 


We make every effort to reconnect re-enrolled members with their previous PCP to promote 
continuity of care. Members who transition between the Medicaid program and the HIX also 
will receive this service. 
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3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


We update our Facets platform eligibility data whenever members change names, phone 
numbers and/or addresses, and notify DHCFP of these changes. We monitor for changes 
through direct member interaction by our Member Services department and through 
daily/monthly (X12) 834 transaction files provided by DHCFP. 


Facets provides automatic error alerting that triggers error correction processes and 
procedures for manual correction by our eligibility team. Upon receipt of the monthly 
enrollment file from DHCFP, our eligibility team compares and reconciles the roster of 
members to verify that there are no discrepancies. We take the following steps to guarantee 
data integrity: 


 Each month, Facets systemically compares the membership files received from 
DHCFP against our Facets membership records and identifies changes in name, 
gender, group number, phone number, address, birth date, effective date and SSN 


 DHCFP membership record updates are then electronically loaded using a generated 
batch input file into Facets 


 An exception report is produced identifying member information not meeting 
electronic update criteria 


 Our enrollment team manually reviews exception reports daily, verifies member 
eligibility as needed with the State’s enrollment system and makes corrections, as 
needed 


We make updates to our integrated eligibility database online in real time and we 
communicate updates to DHCFP daily through the Provider Supplied Data File transmission. 


3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.  


We provide DHCFP with daily electronic notification of inaccurate member addresses 
through the required Provider Supplied Data File.  


3.14.4 Encounter and Claims Records  
We have a strong history of providing timely, accurate and complete data across the 23 state 
Medicaid markets we serve and understand that continuing to do so has never been more 
important, especially given CMS’ final rule to modernize Medicaid managed care regulations. 
We are committed to meeting all standards of the new regulations, including new 
requirements related to encounter data submissions. 


We understand the final rule includes changes that implement provisions of the Affordable 
Care Act and strengthen encounter data submissions from managed care plans to states and 
from states to CMS. We will submit complete, timely and accurate encounter data submissions 
to the State in the level of detail and format required by CMS. This enables DHCFP to submit 
encounter data to CMS that meets the criteria for accuracy, completeness and timeliness. 
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3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The vendor 
shall use a standardized methodology capable of supporting CMS reporting categories for collecting 
service event data and costs associated with each category of service.  


In compliance with the requirements of this RFP, our encounter data reporting system assures 
the provisioning of aggregated, unduplicated service counts across service categories, provider 
types and treatment facilities. Our standardized reporting methodology supports CMS 
reporting categories for collecting service event data and costs associated with each category 
of service. 


We provide the following robust and repeatable processes to assure aggregated, unduplicated 
service counts: 


 Source Data Validation: Tailored unique constraints on key values are assigned to 
each extract process to confirm removal of duplicate data prior to execution 


 Exception Reporting: Custom reports identify instances of multiple submissions by 
providers or members 


 Quality Reporting: Custom reports identify possible errors in source data prior to 
submission 


 Granularity: Data is initially queried/gathered at the lowest possible level of the service 
event and then rolled up to the service category, provider type or treatment facility, 
assuring that data is aggregated correctly 


 Submission History: Data generated for submission is compared to prior submissions 
to eliminate duplicates between each execution and assure consistent delivery 


 Submission Data Analysis: Experienced data analysts review submission data weekly, 
monthly and quarterly to confirm quality of data. Business rules and validation 
processes can be easily modified if changes are identified 


Additionally, we provide data sets for the following service categories on a quarterly basis to 
DHCFP: 


 Inpatient: Counts for admissions, patient days, discharges and discharge days 
segmented by inpatient, normal newborn and neonate newborn inpatient and  product 
group (TANF, Check Up and CHAP) 


 Emergency Room: ER visits segmented by product group 


 Professional: PCP visits, EPSDT screening visits, specialty (referral) visits, and total 
physical visits segmented by product group 


 Pharmacy Utilization: Aggregation of prescriptions by brand retail, generic retail, 
brand mail order and generic mail order, all segmented by product group 


3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 
and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the 
actuary must balance with the data submitted to the DHCFP. The data shall be submitted in accordance 
with the requirements set forth in the contract. The data shall include all services reimbursed by Medicaid.  


Our Facets platform, which includes several custom-built, integrated application modules, 
provides the integrated database that edits and collects data on members and providers along 
with the claims and encounters that document the services furnished to members. Facets 
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includes built-in logic for automatically processing and pricing CMS 1500 and UB-04 claims 
according to claim type. We have demonstrated our ability to submit encounter data in the 
formats required by DHCFP. In 2016, 98.34 percent of our medical and 99.9 percent of our 
pharmacy encounters are accepted by the DHCFP’s vendor. By using a common platform and 
database of claims and encounters, our quality assurance procedures safeguard that the data 
submitted to the actuary balances with the data submitted to the DHCFP and that the data 
includes all services reimbursed by Medicaid. By using our dedicated IT team, we have the 
capability to submit the data in accordance with the requirements set forth in the contract. 


We use a robust regulatory monitoring process to maintain compliance with state and federal 
law. Our system fully complies with the HIPAA-compliant standards for information 
exchange, including the 5010 version. We submit HIPAA-compliant encounter data to the 
DHCFP’s MMIS using the following HIPAA formats: 


 HIPAA X12 837I – Institutional Claim/Encounter Transaction 


 HIPAA X12 837P – Professional Claim/Encounter Transaction 


 HIPAA X12 837D – Dental Claim/Encounter Transaction 


 National Council for Prescription Drug Programs (NCPDP) Pharmacy Claims 


 Proprietary flat-file and XML based formats where required 


Other aspects to our comprehensive process include: 


 Highly trained and experienced claims management and operations staff who 
manually adjudicate claims, as needed, and monitor our claims process to verify 
accurate and timely claims adjudication 


 “No wrong door” approach to provider claims submission makes it as easy as possible 
for providers to transact with our organization and maintain HIPAA compliance 


 Reporting, auditing and quality improvement processes continuously monitor the 
claims adjudication and payment process to promote accurate and timely claims 
processing 


 Several claims submission options with no costs associated, e.g., for claims submitted 
by capitated providers 


3.14.5 Data Requirements and Certification 
3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards 
and federal regulations.  


We comply with HIPAA electronic data interchange requirements, including the HIPAA-
compliant format version. Our systems comply with HIPAA privacy and transaction and code 
set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, NCPDP 
Post Adjudication History (PAH), 276/277 and 278 file formats for electronic transactions. 
Additionally, we comply with the x12 5010 EDI standards. 


Following is a detailed description of our operational procedures for receiving and processing 
HIPAA-compliant claims and encounters: 


 Providers submit claims and encounters directly to clearinghouses, which then 
transmit the claims and encounters to us in an HIPAA-compliant format. Files are 
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sent to the payer ID and are received at the SFTP site and uploaded into the claims 
processing system while being tracked and audited by the EDI tracking database. 


 We send and receive EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, 
we use Pretty Good Privacy (PGP) encryption on the files, which provides for the 
security and privacy of the files, both during transmission and at rest. We process EDI 
files using a market-leading validation software to verify transaction compliance with 
ANSI x12 (5010) formats and syntax. All data received through the FTP site are logged 
into the EDI tracking database to log file receipts and the resulting file processing. The 
EDI tracking database compiles file statistics on all files received and processed. 


 Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, 
ensuring the integrity of the data being received and validates every file and every 
transaction. 


 EDI files create an E-doc image of the data transmitted, which we verify against the 
uploaded data during adjudication and the quality-assurance audit process. 


We monitor our compliance with internal, regulatory and contractual claims processing 
requirements through: 


 Internal claims quality control department audits 


 Random audits 


ELECTRONIC CUSTOMER GATEWAY 
We rely on our Electronic Customer Gateway (ECG) for data/file exchanges. Our ECG service 
for business-to-business information exchanges provides a secured and security-compliant 
electronic transport mechanism for internal entities and external business customers to 
exchange data files, such as 834 (enrollment/eligibility) and 837 (encounters) on demand or 
via scheduled integration with job automation and control services, including transmission 
validation. The ECG provides: 


 Secured transport and non-repudiation of file transfers between us and external parties 


 Secured file exchange between internal servers using client-base file transfer 
application 


 Activity/audit reporting and information technology security compliance 


ECG uses secure File Transfer Protocol (SFTP), Hypertext Transfer Protocol secure 
(HTTPS) and plain File Transfer Protocol (FTP) with encrypted files transport methods. We 
coordinate with external partners to confirm valid and complete data exchanges. Access is 
further limited using firewalls and physical separation of processing systems to mitigate 
unauthorized access. 


3.14.5.2 All encounter data must reflect all adjustments and voids. 


Our encounter data reflects all adjustments and voids, as required by DHCFP. Given the 
importance and complexity with processing accurate encounter claims across several entities, 
we have an established library of policies and procedures to support encounter data reporting. 
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We are providing DHCFP accurate, timely and complete encounter data submissions. The 
data are used for evaluating performance and quality and determining premium payments in 
the future. We believe accurate encounter data begins with accurate claims. All new claims 
are subject to a series of reviews to confirm we have all the data we need to not only process 
the claim, but produce accurate encounters. 


Facets serves as the main data source for encounter data extracts. It performs automated edits 
and HIPAA validations on all claims to confirm the accuracy and completeness of encounter 
data (e.g., presence of provider IDs, national provider identifier [NPI], taxonomy and member 
Medicaid IDs). 


Our encounter data collection and submission process confirms all data provided to DHCFP 
is first tested for accuracy, completeness, logic and consistency. We submit encounter data in 
the HIPAA standard approved by DHCFP. 


3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the 
encounter data within timeframes specified by the DHCFP.  


All improper payments must be adjusted or voided from the encounter data within the time 
frame specified by DHCFP. Our encounter team verifies that encounter files contain settled 
claims, adjustments, denials or voids, including but not limited to, adjustments necessitated by 
payment errors, processed during that payment cycle as well as encounters processed during 
that payment cycle from providers with whom we have a capitated arrangement. 


We will make an adjustment to encounter claims when we discover the data are incorrect, no 
longer valid or some element of the claim not identified as part of the original claim needs to 
be changed except as noted otherwise. We will make these adjustments within the time frames 
specified by the DHCFP. 


3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, 
and other information submitted to the State for purposes of developing vendor payment. Data must 
comply with the applicable certification requirements for data and documents specified by DHCFP 
pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, based on best 
knowledge, information, and belief that the data are accurate, complete and truthful as required by the 
State for participation in the Medicaid program and constrained in contracts, proposals and related 
documents. 


The encounter management team works with internal information technology partners to 
schedule file submissions to meet State-specific timeliness requirements. As required, we will 
include a certification that attests to the truthfulness, accuracy and completeness of all 
enrollment, encounter, payment and other submitted data. 
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3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments 
must be certified by one of the following: 


A. The vendor’s Chief Executive Officer; 


B. The vendor’s Chief Financial Officer; and 


C. An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief 
Executive Officer or the Chief Financial Officer. 


As required, data submitted to the State for the purposes of determining vendor payments will 
be certified by our chief executive officer, chief financial officer or an individual with 
delegated authority. 


3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for 
payment by the government. The vendor must agree that he/she has read and understands the data 
certification requirement and agree to comply with all applicable laws and regulations 


We will comply with the requirement of data certification as a condition for payment by the 
government. We will require the person responsible for data certification to read and 
understand the data certification requirements and agree to comply with all applicable laws 
and regulations. 


3.14.6 EPSDT Tracking System 
The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible child 
by name and Medicaid identification number. The system shall allow the vendor to report annually on the 
CMS reporting form. This system shall be enhanced, if needed, to meet any other reporting requirements 
instituted by CMS or the DHCFP. 


We will use MedMeasures to track Early and Periodic Screening, Diagnostic and Treatment 
(EPSDT) activities for each enrolled Medicaid-eligible child by name and Medicaid 
identification number. The system enables us to report activities annually on the CMS 
reporting form, as required. This system can also be enhanced to meet any other reporting 
requirements instituted by CMS or the DHCFP.  


MedMeasures is an NCQA-certified HEDIS software package used to monitor HEDIS 
compliance at the member and provider level. Using MedMeasures’ enhanced measure 
analysis function, we will identify incomplete, age-appropriate HEDIS services. Our quality 
team will use this member-specific information to identify the need for outreach activities to 
address gaps in care opportunities. 
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3.15 Operational Requirements 


3.15.1 Medical Director's Office 
The vendor must designate a Medical Director to be responsible for the oversight of development, 
implementation and review of the vendor's Internal Quality Assurance Program, including implementation 
of and adherence to any Plan of Correction. The Medical Director need not serve full time or be a salaried 
employee of the vendor, but the vendor must be prepared to demonstrate it is capable of meeting all 
requirements using a part-time or contracted non-employee director. The vendor may also use assistant 
or associate Medical Directors to help perform the functions of this office. The Medical Director and the 
vendor's Utilization Management and Internal Quality Assurance Plan Committee are accountable to the 
vendor's governing body. The Medical Director must be licensed to practice medicine in the State of 
Nevada and be board-certified or board-eligible in his or her field of specialty.  


Our chief medical director oversees the development, implementation and review of quality 
improvement and quality of care (i.e., Internal Quality Assurance Plan), including 
implementation of and adherence to any Plan of Correction and is a full-time employee of our 
organization. 


Our medical director for quality, together with all other medical directors and the Utilization 
Management (UM) and Quality Improvement (QI) Committees (QIC), are accountable to our 
governing body. All of our medical directors are board-certified and hold unrestricted licenses 
to practice medicine in Nevada.  


Our medical director for quality reports to our chief medical director. Under our chief medical 
director are several medical directors representing various specialties such as genetics, 
preventive medicine, pediatrics, cardiology, internal medicine, psychiatry and dentistry. Five 
of these professionals are full-time health plan medical directors who report directly to our 
chief medical director. Additional physicians perform health plan functions on a part- time 
basis in addition to having direct care responsibilities. The quality activities are accountable to 
and directly reported to our board of directors each quarter.  


3.15.2  
The responsibilities of the Medical Director include the following:  


3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan 
committee; 


The chief medical director chairs the Corporate Medical Affairs Committee (CMAC), the 
committee that finalizes decisions on medical policies, protocols and clinical guidelines. She 
also co-chairs the UM Committee with the medical director overseeing quality; this committee 
reviews and approves all UM Program documents, policies and procedures and processes, 
such as the approval of annual inter-rater reliability (IRR) and the review of member and 
provider satisfaction survey results. She also co-chairs the QI Committee (QIC), the committee 
that reviews and discusses all QI activities, case management and disease-management 
program activities. 


3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that vendor recipients 
receive; 


Our chief medical director directs our UM activities. Under our chief medical director, our 
medical director with quality oversight will direct our Internal Quality Assurance Plan (IQAP) 
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and ensuring compliance with UM activities. In addition, she serves as liaison with the 
corporate shared services department that monitors and investigates quality of care complaints 
and concerns of our health plan members. 


The chief medical director has accountability for verifying that initiatives focusing on clinical 
excellence, quality ratings improvement, appropriate inpatient and outpatient utilization, 
affordability, mandated provisions and compliance, growth and focused improvement are 
implemented and successfully managed to achieve goals. 


She supervises the medical directors who make medical preauthorization and concurrent 
review decisions. Our medical director sets medical policies and procedures, reviews and 
decides medical UM cases and participates in UM Committee meetings. Our chief medical 
director or her designee signs all medical program documents and policies.  


Our director of medical and clinical operations leads daily UM rounds with our Medical 
Management staff to discuss the status of health plan members who are in hospital to facilitate 
effective case management, discharge planning and care transitions. They also conduct UM 
rounds with physician hospitalists who provide health care to our health plan members in all 
contracted hospitals to make certain that timely and appropriate care is being delivered.  


3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice 
guidelines and protocols; 


Our chief medical director, as chair of the CMAC, oversees the development and revision of 
our clinical care standards and practice guidelines and protocols. The CMAC comprises 
physicians, nurses, legal counsel and representatives from multiple health plan departments. 
The clinical experts of this committee, as overseen by the chief medical director, review, revise 
and approve all clinical care standards and practice guidelines and protocols. 


We use the standardized, objective, nationally recognized criteria of MCG (formerly Milliman 
Care Guidelines) and internal health care operations protocols that are compatible with 
established principles of health care and flexible enough to allow for patient accommodation. 
In our behavioral health UM department, we manage mental health and substance use issues 
using the following resource documents:  


 Mihalik Guidelines 


 Substance Abuse Guidelines from American Society of Addiction Medicine 


 Mental Health Guidelines from American Psychiatric Association 


 Children and Adolescent Guidelines based upon American Academy of Child and 
Adolescent Psychiatry 


 Adult level of care guidelines, based upon the American Association of Community 
Psychiatry and DSM-5 


In addition to the UM guidelines stated above, we adapt the guidelines to accommodate an 
assessment of the local delivery system and our members’ specialized needs, including 
members with disabilities, acute conditions or life-threatening illness 


We use clinically valid guidelines and procedures to determine the medical necessity of service 
authorization requests for our members. Our chief medical director oversees the monthly 
changes to clinical care standards that are made based upon current scientific evidence.  
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3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


In accordance with our corporate governance structure, our medical director with quality 
oversight currently serves as liaison with the quality of care department, the functional area 
that reviews and investigates quality of care problems. This medical director is a direct report 
to the chief medical director. A seasoned RN director provides day-to-day oversight and 
manages implementation of the process to monitor and review potential quality of care 
problems.  


The medical director with quality oversight currently serves on the regional committee that 
oversees the development, implementation and adherence to plans of correction as a co-chair 
of the Peer Review Committee. The Peer Review Committee responsibilities are to: 


 Implement and oversee quality of care activities in our quality programs 


 Review, approve and track corrective action plans 


 Report activities and corrective action plans to the Credentialing Committee, as 
appropriate 


 Include copies of all corrective action plans in the individual provider file for 
recredentialing reference 


 Identify system issues and refer to appropriate quality improvement subcommittees 


 Provide summary reports of quality of care activities to our board of directors 


 Conduct peer review of quality of care or risk management cases 


 Determine subjects for focused review 


 Determine quality of care indicators for use in quality reviews 


3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services. All services 
prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a 
physician, physician assistant, or advanced nurse practitioner with the reason for the denial being 
documented and logged; 


Our chief medical director oversees the referral process for specialty and out-of-network 
services. Our medical directors review every denial and document and log the reasons for the 
denials in our Facets system.  


For out-of-network and out-of-area cases, a case manager and physician review the case to 
see if the member needs to go out of network and/or out of area. Individual cases are reviewed 
to determine the most effective setting of care and location for the health plan member to 
provide high quality and efficient health care. Complex case managers, under the direction of 
our director of medical and clinical operations, also help facilitate referrals to specialists and 
out-of-network providers as needed to assure a high level of coordinated and quality health 
care and services. A physician helps the case manager with any complex cases to make certain 
timely and appropriate health care is provided. 


3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 


The directors responsible for provider relations, credentialing and network services oversee 
day-to-day recruitment and credentialing activities. They understand our community needs 
and conduct outreach to specific providers when gaps in any specialty are identified. 
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Our directors work closely with the medical director with oversight of quality who is also the 
co-chair of the Credentialing Committee. The medical director actively participates on the 
Credentialing Committee and works with the health plan’s provider services department and 
the chief medical director on all issues related to provider recruitment and credentialing.  


3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and orientation; 


Our chief medical director serves as a liaison between the plan and our providers. She works 
collaboratively with our provider services department to conduct provider educational 
activities to promote awareness of the health plan services and to discuss important health 
care topics and issues such as medical management guidelines. Our provider services 
department has the day-to-day oversight for provider education, in-service trainings and 
orientation for new providers. Our chief medical director and supporting medical directors 
work closely with our provider services department to address key issues and educational 
opportunities such as immunization rates or domestic violence. 


Additionally, our chief medical director engages in ongoing scheduled meetings and events 
with network providers. Specific examples include, but are not limited to: 


 Quality Improvement Committee, subcommittee and task force meetings with network 
PCPs, OB/GYN providers and pediatricians  


 Medical management meetings with network hospitalists 


 Joint Operating Committee meetings with key network facilities and provider groups 


 Individual meetings with medical groups or physicians as needed to discuss clinical 
issues such as primary C-section rates 


 Continuing education and/or related educational events with network providers to help 
improve awareness of key health topics such as health literacy 


 Conduct peer-to-peer case reviews related to quality of care 


3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances 
and problems; 


Our chief medical director serves as the health plan’s consultant to medical staff with regard 
to referrals, denials, grievances and problems. The chief medical director and our medical 
directors work on-site with multiple health plan departments, staff and network providers as 
needed to ensure that health plan members receive timely and appropriate referrals to health 
care providers.  


When issues arise concerning the referral process, the chief medical director or one of our 
medical directors helps assure referrals are efficiently made for the health plan member’s 
care. The chief medical director or her designee leads daily UM rounds with our medical 
management staff to discuss the status of health plan members who are hospitalized to 
facilitate effective case management, discharge planning and care transitions. 


The chief medical director and her team of medical directors are available to review clinical 
information on prior authorization decisions – both approvals and denials –and grievances 
and appeals to make certain decisions are made according to the approved process. Licensed 
medical directors review and determine all denial cases. We give practitioners the opportunity 
to discuss all denial decisions with the physician reviewer. 
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3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 


The chief medical director and medical director reporting to the chief medical director are the 
designated medical directors for the quality program and currently ensure member Individual 
Family Service Plans are followed.  


Our complex case management team receives a list that includes the names of health plan 
members with copies of the Individual Family Service Plans (IFSPs). The high-risk pediatric 
case manager reviews and sends the IFSP to our pediatric medical director for review and 
signature. The high-risk pediatric case manager completes an assessment of the child’s needs 
in cooperation with the parent/guardian and child’s PCP to determine whether there are 
additional case management needs. The high-risk pediatric case manager calls the 
parent/guardian of the child as additional questions or concerns arise related to the IFSP.  


Our pediatric medical director also oversees the process related to Individualized Education 
Programs (IEPs). The IEPs are completed and followed solely through the county school 
districts. The pediatric medical director and the high-risk pediatric case management team will 
advocate for the child with special health care needs to make certain these children receive the 
support they need. Our high-risk pediatric case managers educate the parents/guardians of the 
child about his/her health condition, including ADHD, diabetes, asthma and others. Our 
pediatric medical director is actively involved in the local communities, coordinating services 
between the children’s medical home and the schools they attend.  


3.15.2.10 Ensures coordination of out-of-network services. 


Our chief medical director oversees the coordination of out-of-network services. For example, 
the designated medical director in collaboration with the assigned case manager reviews cases 
related to transplants, complex pediatric needs, oncology and neurology, among others. This 
health care team reviews the case with the PCP or other attending physician to determine the 
most effective and efficient care setting, while meeting the needs of the individual member.  


3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP 
regarding utilization review and quality assurance issues. 


Our chief medical director oversees specially trained patient liaisons who work with DHCFP 
regarding utilization review and quality assurance issues for out-of-network services. The 
assigned case manager and medical director as needed communicate and work with DHCFP 
to verify out-of-network services are provided for the member. 
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3.15.3 Vendor Operating Structure and Staffing 
The vendor must assure the DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The vendor shall provide such assurances as follows: 


3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs. The organizational chart must depict each functional unit of 
the organization, numbers and types of staff for each function identified, lines of authority governing the 
interaction of staff, and relationships with major subcontractors. The organizational chart must also 
identify key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the Contract. The names of key personnel must be shown on the organizational chart. The 
State must approve all awarded vendor key staff. The State reserves the right to require the removal of 
any member of the awarded vendor's staff from the project. 


We provide DHCFP with an updated organizational chart every six months or whenever a 
significant change in the organization occurs. We have a highly experienced management 
staff with many years of service with our organization and hundreds of years of collective 
managed care industry experience. This broad, diverse management team possesses the 
knowledge, education and expertise necessary to direct program operations and they have 
been instrumental in making us the highly successful organization we are today. Our 
president of Medicaid has 18 years of Medicaid experience leading a health plan; as such, we 
are the most highly qualified company for the Nevada plan.  


3.15.3.2 The vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the 
following areas: 


A. Executive management;  


B. Operations Manager; 


C. Accounting and budgeting; 


D. Medical Director's office; 


E. Medical Management, including quality assurance/utilization review; 


F. Recipient services; 


G. Provider services; 


H. Grievances, appeals, and fair hearings; 


I. Claims processing;  


J. Management Information Systems (MIS); and 


K. Program Integrity. 


We have the organizational, management and administrative systems capable of fulfilling all 
contract requirements currently in place. We value our long-standing relationships with state 
Medicaid Managed Care programs and we will continue our partnerships to improve the 
health status of even more members. The average tenure for our 148 managers is 12.7 years of 
service, and the average tenure for our 56 leadership staff members is 13 years of service. 


We have a large presence in the communities in which we serve. A local team is vital to 
understanding Nevada’s population, their health disparities and the issues that directly affect 
them. Our qualified staff includes:  


Executive management: 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 634 of 776
 


 President, chief executive officer, Medicaid: Our president of Medicaid has 18 years of 
experience in a strategic leadership role, driving affordability and operational 
initiatives, contract negotiations, and member and community engagement and 
education initiatives. 


 Senior vice president, operations: Our senior vice president, operations has 21 years of 
health care leadership experience and is responsible for most of our operational areas 
including member/recipient services, claims, broker/employer services, enrollment, 
billing, collections, commissions, complaints, appeals, grievances, coordination of 
benefits and recoveries.  


 Chief financial officer: Our CFO has experience in and is responsible for finance, 
actuarial, underwriting and health informatics. She also has been appointed to the 
reinsurance and risk adjustment advisory subcommittee of Silver State Health 
Insurance Exchange Board. 


 Senior vice president, chief information officer, Information Systems: Our chief 
information officer has more than 30 years of experience in managed care, insurance 
and information technology as an operations executive, management consultant and 
chief information officer. 


 Senior vice president, provider services: Our senior vice president of provider services 
has more than 20 years of health care experience in Nevada with specific emphasis on 
provider contracting, negotiation, access and availability reporting and cost analysis. 


 Chief medical director: Our chief medical director provides leadership and direction to 
all medical directors, medical management, case management and utilization 
management clinical directors related to the delivery of quality health care and medical 
practice, including but not limited to inpatient bed days, sub-acute care and 
coordination with other clinical subsidiaries. In addition, our chief medical director 
oversees Quality Improvement and Utilization Management Compliance Programs to 
verify all federal and state-regulation accreditation standards are met. 


 Operations manager: Our operations manager has five years of experience developing 
and managing compliance for a health plan, creating and recommending best 
practices and remediating potential risk areas. She also drives operational efficiency 
initiatives with the health plan and has operational oversight, implementing all 
contractual obligations from an operational standpoint.  


 Accounting and budgeting: Our accounting and budgeting leader has 18 years of 
experience as finance director in various roles including government programs, 
finance and internal audit.  


Medical management, including quality assurance and utilization review:  


 Quality improvement: Our quality improvement leader is a medical director with 19 
years of experience in quality who currently oversees corporate wide quality 
improvement, performance, disease management and compliance initiatives. 


 Medical clinical operations: Our director of medical clinical operations, inpatient and 
outpatient management, brings 30 years of experience as an RN and 10 years of 
experience with our company providing care and services for the maternal/child 
population, including education for patients, nurses and physicians in areas related to 
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lactation, child birth education and fertility. She is actively responsible for medical and 
case management of all adult, pediatric and obstetrical services.  


 Prior authorization: Our prior authorization leader has two years of experience 
directing the prior authorization department and verifies that programs of prior 
authorizations meet regulatory compliance for CMS and NCQA. 


 Behavioral health: Our director of behavioral health is responsible for the operation 
and utilization management of behavioral/mental health services for our members. She 
has more than 16 years of experience in health care overseeing areas such as 
behavioral health provider network, quality assurance, contract development and 
execution, credentialing, rate negotiation, claims operations, member services, delivery 
of services and management of contracts.  


 Behavioral health medical director: Our behavioral health medical director is a board-
certified psychiatrist with multiple years of experience and knowledge in behavioral 
health. He supervises the medical directors and consultants who make behavioral 
health preauthorization and concurrent review decisions. He also sets behavioral 
health policies and procedures, reviews and decides behavioral health UM cases and 
participates in UM Committee meetings. 


 Member services director: Our member services director has more than 18 years of 
comprehensive call-center management experience covering a number of functions 
including inbound and outbound calls, customer service and sales. He oversees 
managed support functions including correspondence, email support, chat service and 
vendor management. 


 Provider services director: Our provider services director has approximately 12 years of 
experience with provider services and he possesses a solid understanding of network 
requirements as they relate to Medicaid and has extensive hands-on experience in all 
aspects of network development, contracting and credentialing.  


 Grievances, appeals and fair hearings: Our grievances, appeals and fair hearings 
director has 27 total years of managed care experience with 18 years in management. 
For the last 14 years, she has been accountable for directing the grievances and 
appeals processes for compliance with state and federal requirements. 


 Claims processing: Our claims processing director has more than 30 years of 
experience with claims processing and compliance with state and federal requirements 
and currently directs all facets of claims operations. 


3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, 
key personnel may be responsible for more than one area. The vendor shall ensure that all staff has 
appropriate training, education, and experience to fulfill the requirements of their positions, including the 
Nevada Medicaid/CHIP Operations Manager. The vendor shall inform DHCFP in writing within seven (7) 
calendar days of any changes in the following key positions:  


A. Administrator; 


B. Chief Financial Officer; 


C. Medical Director; 


D. Recipient Services Manager; 


E. Provider Services Manager; 
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F. Grievance and Appeals Coordinator; 


G. Claims Administrator; and 


H. Nevada Operations Manager. 


Our key staff members are primarily responsible for one area and are locally based in Nevada. 
All key staff members have the appropriate training, education and experience to fulfill the 
requirements of their positions, as demonstrated by their resumes provided in Attachment G. 
We will inform DHCFP of any key staff changes within seven calendar days.  


Our proven training process assures staff members possess the appropriate credentials, 
education, experience and orientation to fulfill the requirements of their position, including 
state and federal requirements specific to job function.  


All replacement staff and other new hires will have appropriate training, education, 
experience and orientation to fulfill the requirements of their positions and provide the highest 
level of service to our members and the Nevada program. A dedicated on-site trainer facilitates 
our training programs for both current and new staff, using classroom, web-based, role-
playing and adult learning approaches. Nevada contract training sessions occur annually for 
existing staff and also are provided throughout the year for new hires. We also have many 
tools to help member services staff while they are on the job. 


RECRUITING AND HIRING 
We place a high priority on identifying the best talent from a diverse pool of candidates 
throughout Nevada to build a team integral to the delivery system that is dedicated to making a 
difference in people’s lives. We have committed to recruit field-based staff that possess the 
knowledge and depth to reflect member demographics in Nevada.  


When recruiting staff, including subcontractor staff, we focus our activities on individuals 
with the necessary credentials. We only hire candidates who meet the qualifications outlined 
for the job. Once hired, these new employees undergo a structured orientation to their job. 
From the high-performing people we hire, to the health care services we provide, we advocate 
the possibilities of unique thinking. We are committed to creating an inclusive environment 
fueled by innovative ideas. Our employees have diverse cultural backgrounds, beliefs, 
perspectives and lifestyles; however, they have one thing in common—their ability to excel. 


ORIENTATION, TRAINING AND EDUCATION 
Training is required upon hire and at least annually thereafter. All Nevada employees who 
touch the Nevada Medicaid and Nevada Check Up Program are required to complete contract-
specific training that provides a comprehensive overview of the program and requirements, 
contractual and regulatory requirements including FWA; nondiscrimination; population 
health; consent decrees, adverse actions and complaints and appeals; covered benefits; and 
fines and penalties. Employees are educated and trained on HIPAA validation and contract-
specific reporting requirements for privacy breaches. Each state has a unique culture in 
addition to comprehensive member services training. Our curriculum is developed specifically 
for each state and gives our staff the opportunity to truly understand the demographics of the 
state and relate to the specific member populations they serve. 


We have extensive experience delivering high quality, effective training for integrated health 
care programs. We conduct ongoing training for our entire staff, in all departments, to verify 
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appropriate functioning in all areas. We develop and deliver curriculums specific to their 
areas of responsibility.  


Our training plan includes methods that assure our staff remains aware of programmatic 
changes. Training can take many forms including mandatory compliance training, classroom 
training, on-the-job training, mentoring, newsletters, online, communication handouts and 
other formats as needed to meet the training goals. We use our online training platforms to 
schedule, deliver and track training.  


Staff who affect member care either directly or indirectly must have the knowledge and skills 
to meet the diverse and unique needs of our members across a spectrum of services and 
supports, including type of specialty services and level of intensity. We train new and existing 
staff using a tiered approach that includes classroom instruction, web-based tutorials, role-
playing, shadowing senior staff and on-the-job training. We also develop numerous on-the-job 
tools to assist care coordinators and other staff while they are in the field, such as 
standardized checklists and screening and assessment tools. We have experience conducting 
training across many other markets, and we tailor our standard training approach to the 
account for the specifics of each market. 


Our companywide learning management system focuses on professional development, cultural 
competency, company policies, state and federal regulations and compliance for all employees. 
This web-based tool allows employees to register for training, both classroom and web-based, 
take web-based training on their own time and track required and completed training. All 
mandatory trainings include competency scoring indicating pass/fail. Supervisors can track 
registration and course completion using automated tools and reports.  


All employees receive training through the learning management system portal on skill-
building, policies and procedures and career development. Each employee has an individual 
development plan that identifies and tracks all of the educational and training courses the 
employee is required to complete. Starting with the New Employee Orientation sessions, all 
training and education courses are maintained in the system. Electronic reminders are sent to 
the employee and the employee’s supervisor to identify when the employee is due for a 
retraining session. The employee simply signs on to the learning management system, and the 
training is conducted online. Supervisors monitor employee compliance with completion of the 
retraining sessions. As with all training, if an employee is non-compliant or exhibits 
performance below our standards, interventions will be taken. 


Training Materials 
We acknowledge and comply with the requirement to incorporate the Nevada Medicaid and 
Nevada Check Up Program Policies and Procedures Manual into all of our training programs 
for staff responsible for providing services. Our compliance officer oversees the distribution of 
the Nevada Medicaid and Nevada Check Up Program Policies and Procedures Manual for all 
employees and oversees the development and regularly modifies staff training. Our state-
specific training for member advocates includes topics such as member populations, state and 
regional geography, state Medicaid system and member demographics and cultures.  


Ongoing, Ad Hoc and Annual Training – Cultural Sensitivity 
We build our programs with an understanding of the cultural needs of members and how we 
can move our members to better health. Ongoing training related to cultural competency 
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sensitizes staff to the cultural and linguistic characteristics and special health care needs of 
the member populations we serve. Trainings focus on a wide range of awareness building, 
including:  


 Use of the member’s primary language  


 Cultural awareness and understanding of health disparities among different cultural 
groups  


 Cultural beliefs related to health, illness, medical care and end-of-life issues  


 The need to treat each person with dignity and respect  


 How to avoid stereotypes and reach for understanding 


 Communication protocols for members with limited English proficiency 


 Characteristics of and barriers facing individuals with special health care needs 


 Cultural sensitivity training through role-play and member advocates learning modules 


Code of Conduct 
Upon hire, we maintain new employee orientation requirements to verify compliance 
obligation awareness and provide tools for all employees to understand and follow the Code of 
Conduct and business practice expectations. In addition to general new employee orientation 
training, we provide mandatory annual employee compliance training including, but not 
limited to, the Code of Conduct; Privacy and Security; Whistle Blowers; Information Security; 
Organizational Conflicts of Interest; Anti-Bribery; Pharma Interactions; Harassment 
Prevention; and FWA. The frequency of training is determined by role and function area 
within each department because of the unique training needs of each department. 


In addition to our compliance training curriculum, specialized compliance training on issues 
posing compliance risks for an employee’s job function may be provided in areas of business 
functions or operations. Supervisors are responsible for assuring that each direct report 
employee completes the applicable compliance training and agrees to abide by our code of 
business conduct.  


The training curriculum includes a well-defined set of topics to facilitate understanding of 
each program requirement and of covered services, as well as to provide our staff with a 
holistic understanding and insight into the cultural and care needs of the populations we 
serve. Dedicated trainers facilitate our training programs for both current and new staff, using 
classroom, web-based, role-playing and person-centered teaching approaches. 


Policies and Procedures Compliance, False Claims Act and HIPAA 
Training on policies and procedures, compliance, False Claims Act and HIPAA are required 
upon hire and at least annually thereafter. Employees are educated and trained on HIPAA 
validation, False Claims Act and Nevada Medicaid and Nevada Check Up-specific reporting 
requirements for privacy breaches. 


In addition to our compliance training curriculum, specialized compliance training on issues 
posing compliance risks for an employee’s job function are provided in areas of business 
functions or operations. Supervisors are responsible for assuring that each direct-report 
employee completes the applicable compliance training and acknowledges receipt of our 
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Principles of Integrity and Compliance statement. We have provided information on 
specialized compliance training on each functional area in the next subsection.  


Overview of Our Training Approach 
The following is an overview of our robust, multifaceted training program tailored to the 
position and needs of our Nevada Medicaid and Nevada Check Up members.  


Program-Related Training Administrative-Related Training 


Three-week series of training modules followed by three to five weeks in the field with senior staff 
to align with member and caregiver market needs. Includes access to a clinical reference library of 
information for additional or refresher information. 


Orientation/Initial Core Training for Care Coordination Staff 


 Introduction to managed care and the 
Nevada Medicaid and Nevada Check Up 
program including populations served, 
member benefits, covered and noncovered 
services, and coordination between systems 
(foster care, adoption support, education, 
juvenile justice) 


 Carved-out services, and collaboration with 
home and community-based service care 
managers 


 Continuity of care including member’s ability 
to stay with existing in-network and out-of-
network providers 


 Collaborating with State agencies 


 Integrated model: care coordination, disease 
management, health home, patient-centered 
medical home 


 Provider types including specialty, 
availability and accessibility 


 Member demographics and at-risk 
conditions (e.g., neglect, physical or sexual 
abuse, parental substance abuse or mental 
illness and separation or loss associated 
with out-of-home care) 


 Symptoms and treatment of medical and 
behavioral health conditions in the foster 
care population 


 Medication management and member 
medication adherence 


 Transition support training to help youth 
transition from foster care to independence, 
including developing a transition plan, 
helping the member build a support network, 
and working with public and private 
community agencies to enhance available 
services and supports  


 Person-centered planning, such as 
identifying the individual’s specific 
nonmedical goals 


 Recovery and resiliency training 


 State, federal and contractual requirements 


 Introduction to our local health plan 
departments including member services; 
telephone advice nurse line (TAN); provider 
relations; utilization, care, medical and 
quality management; and information 
technology 


 Member Handbook, Provider Directory, web-
based member and provider portals 


 Pharmacy services including formulary, 
preferred drug list (PDL), and 72-hour supply 
requirements 


 Care coordination processes including 
referral and reciprocal sharing of 
information  


 Integrated screening and assessment tools 


 Utilization management (UM) guidelines, 
clinical practice guidelines and evidence-
based practices 


 Compliance including fraud, waste and 
abuse 


 Confidentiality and HIPAA 


 Reciprocal sharing of information 


 Referral processes 


 Authorization requests 


 Access to and documentation in our care 
management platform 


 Website availability for member/caregiver, 
transitioning youth and provider information 


 Complaint and appeal processes including 
the role of the ombudsman team 


 Provider reporting and incentive programs 


 Provider claims, complaints and appeals 


 Quality assurance and performance 
improvement 


 Advisory groups and committees 
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Program-Related Training Administrative-Related Training 


Three-week series of training modules followed by three to five weeks in the field with senior staff 
to align with member and caregiver market needs. Includes access to a clinical reference library of 
information for additional or refresher information. 


 Holistically assessing and engaging the 
member in maintaining or improving his/her 
lifestyle 


 Available local and statewide resources 


 Vital timelines in the evaluation and delivery 
of services to members  


 Cultural, linguistic, gender, sexual 
orientation or gender identity, 
socioeconomic, spiritual and disability 
diversity and sensitivity including DHCFP 
expectations 


Ongoing, Ad Hoc and Annual Training  


 Program, policy and procedural changes such as changes related to care coordination, our 
care management platform clinical practice guidelines and medication utilization review 
program 


 State, federal and contractual requirements 


 Member benefits/covered services changes 


 Performance improvement initiatives 


 Significant provider network changes 


 Provider profiling and reporting 


 Website changes 


 Community resources updates 


 Compliance including fraud, waste and abuse 


 Cultural, linguistic, gender, sexual orientation or gender identity, socioeconomic, spiritual and 
disability diversity and sensitivity including DHCFP expectations  


Clinical Reference Library 


 Web-based job aids, presentations and quick reference guides 


 Bulletins and newsletters regarding key processes or theories in care coordination 


 In-person and webinar-driven training for program changes or process improvements  


 Care coordination receives weekly training through supervision, team meeting and clinical 
rounds 


 In-person monthly staff trainings and monthly bulletins communicated via email for all staff  


 Reminders of key processes or theories in care coordination  


 Latest research on best practices for supporting children in foster care and adoption support 


Program Updates 
Our training plan uses a variety of ways to make certain all staff is aware of programmatic 
changes. As job roles and functions vary by department, we use different training 
methodologies to fit the job requirement and validate employees receive new program updates. 
We conduct ongoing training for our entire staff, in all departments, so staff is aware of all 
programmatic changes, as well as outline differences with the Nevada Medicaid and Nevada 
Check Up program and processes. We continually develop, refine and deliver curriculum 
specific to each Nevada functional area of responsibility.  


Clinical/Care Manager Staff Training 
Our comprehensive training curriculum includes a well-defined set of topics to facilitate 
understanding of each program requirement and clinical protocols and to provide our staff 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 641 of 776  RFP #3260
 


with a holistic understanding and insight into the cultural and care needs of the populations 
we serve. Designated trainers facilitate our training programs for both current and new staff, 
using classroom, web-based, role-playing and person-centered teaching approaches. We have 
also developed numerous tools to help member services staff while they are on the job. For 
example, we created a “Crisis Call Job Aid” as a reference guide for staff to quickly refer to 
during a crisis. 


Utilization Management – Initial Training 
New UM staff members complete a three-week series of training modules and then spend at 
least three to five weeks in our clinical immersion program, discussed later in this section, to 
experience real-life UM scenarios. They also have access to a clinical reference library of 
information for refresher training. Training topics include: 


 Introduction to our company 


 New employee orientation  


 Compliance with HIPAA requirements


 FWA 


 Cultural competency 


 Quality audits 


 Harassment prevention 


 Legal and compliance 


Ongoing Training 
We maintain a multifaceted UM training program that makes certain UM staff has the 
appropriate knowledge and skills to serve the diverse populations that constitute our members. 
Dedicated trainers provide training to current and new staff, using classroom, web-based, 
role-playing and person-centered teaching approaches. We develop numerous tools to help 
UM staff while they are on the job, such as creating standardized job aid checklists to assist 
UM staff in following key processes.  


Training is major component of our plan to serve the Nevada Medicaid and Nevada Check Up 
program initiative. This includes an initial and ongoing training curriculum targeted to 
facilitate understanding of Nevada Medicaid and Nevada Check Up program requirements, 
our deployment of Nevada Medicaid and Nevada Check Up program services and, most 
importantly, to provide a holistic understanding of the unique care needs of the diverse 
populations that constitute our membership.  


Our clinical reference library includes job aids, presentations, quick reference guides, 
bulletins and newsletters pertaining to UM job functions. UM staff receives regular refresher 
training through weekly team meetings, monthly staff trainings and monthly bulletins. 
Monthly bulletins, communicated via email and during team meetings, provide reminders of 
key processes or theories in UM, such as the application of medical necessity criteria. We host 
in-person or webinar-driven training when there are changes to the program, such as 
implementation of new contractual/State UM requirements.  


Managers provide ongoing staff mentoring using job aids contained in the clinical reference 
library. Annual training includes information related to job-specific updates, 
process/workflow changes, internal review criteria updates and the maintenance of job-
specific performance standards. We communicate internal review criteria updates to all 
clinical staff members through various means, including classroom training, intranet updates, 
webcasts and online learning modules to continuously strengthen reviewer knowledge. 
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Additional Training 
Utilization management staff and staff members receive additional training specific to the 
Nevada Medicaid and Nevada Check Up program and their roles as described later in this 
section. In addition, we are prepared to provide a written training plan for our UM staff that 
includes dates and subject matter, as well as training materials, upon request by DHCFP. 


Clinical Training 
During clinical training, we educate UM staff performing UM functions on the following key 
UM concepts:  


 Introduction to UM 


 Summary of the quality management program  


 Summary of the clinical management program  


 Covered services and delivering services in a managed care setting 


 Medical necessity concepts, including: 


 Medical necessity criteria 


 Application of medical necessity guidelines 


 Consideration of individual member circumstances when making clinical 
coverage/utilization review decisions 


 Variation in the application of medical necessity criteria 


 Identification of potential avoidable or inappropriate service utilization  


 Identification of potential risk as a result of inconsistency in the application of 
guidelines 


 MCG product modules including Inpatient and Surgical Care Guidelines, Ambulatory 
Care Guidelines and Recovery Facility Guidelines 


 State-specific UM policies and contractual requirements 


 Using our care management platform to manage UM processes 


 Condition-specific programs  


 Referral process and specific contacts  


 Introduction to the community outreach and ICT 


 Recovery and resilience training  


 Clinical review criteria and individual member circumstances when making clinical 
coverage/utilization review decisions 


 GPS and mapping search engines for the purposes of authorizing services 


 Recommending providers and transporting members to the most geographically 
appropriate location 


 UM processes, including: 


 The service authorization process (e.g., creating and working with authorizations) 


 The concurrent review process  


 The discharge planning process  


 Updating, approving and denying service 


 Medical director review  
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 Rounds  


 Time management 


Fraud, Waste and Abuse Staff Training 
New investigators undergo an extensive multi-week orientation course. The course covers a 
wide range of topics including, but not limited to: 


 Fundamentals of insurance and 
managed care 


 Subjects of investigations  


 Indications of fraud and abuse 
(schemes and indicators) 


 Regulatory and client obligations 


 Business resources 


 Investigative tools 


 Development of action plan 


 Documentation 


 Gathering information (data access) 


 Data analysis 


 Working with law enforcement 


 Legal remedies 


 Negotiations 


Our FWA staff stays up-to-date on programmatic changes through a mandatory annual FWA 
course on our learning management system. In addition, we require our investigators to 
maintain nine hours of FWA training annually. Our FWA operations training unit provides 
much of the follow-up training and coordinates external training opportunities, including: 


 The National Health Care Anti-Fraud Association (NHCAA) Institute for Learning 
(fraud-specific training in schemes, analysis techniques, tools) 


 Technical training via nationally recognized vendors  


 Clinically based training in high-risk specialty areas (e.g., durable medical equipment, 
cosmetic surgery, dermatology) 


Marketing Team Training 
Our marketing team is aware of and updated on all areas of compliance and program changes 
through the required trainings in our learning management system. It is common for modules 
to have knowledge checks that confirm employee comprehension of the material covered. We 
communicate ongoing programmatic changes to our marketing staff myriad ways, including:  


 Weekly/biweekly staff meetings 


 Senior leader meetings 


 Quarterly all-employee town hall 
meetings  


 Annual contract training 


 Employee newsflashes (formal email 
communications)  


 Employee trainings, in person or 
webinar 


 SharePoint data management site  


Provider Services Staff Training 
Initial training includes a six-week provider services training session covering benefits, 
eligibility, claims and two weeks of on-the-job training for handling live calls. We use a variety 
of training methods such as facilitated lectures, role-playing/simulation, question-and-answer 
sessions and computer-based training. Before placement in the provider services center, 
trainees must demonstrate their ability to respond to provider inquiries during their training 
period. Provider services staff receive annual refresher training and ad hoc training. Our 
curriculum includes: 
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 Comprehensive information about Medicaid 


 Training on the provider systems 


 Telephone etiquette and call quality 


 Compliance requirements (e.g., HIPAA, confidentiality and PHI) 


 Corporate integrity and compliance courses (e.g., FWA) 


 Fee schedules, contracts and CPT, ICD-10 and other billing codes 


Member Advocates 
New member advocates receive two phases of customer care training during the beginning of 
their employment. Member advocates training progressively moves the individual from 
learning the basics of the Nevada Medicaid and Nevada Check Up program to simulated 
interactions with members and testing, to ultimately interacting directly with members under 
direct supervision. Each topic is addressed through a variety of training vehicles, including 
reading, lecture, role-playing/simulations, observation and question-and-answer 
opportunities, with intermittent reviews to confirm information is retained. Member advocates 
must pass written evaluations and meet specific metrics before they move to the second 
training phase and are allowed to take calls on the phone.  


Once on the phone, supervisors monitor member advocates calls to help them achieve a pre-
determined quality level of service and they identify areas of retraining. Specialized training is 
warranted for member advocates who are not meeting the metrics. Our member advocates 
receive training during new employee orientation, annually and on an ad hoc basis on 
handling urgent needs or situations. Member advocates are trained to recognize symptoms of 
a medical crisis such as slurred speech, altered consciousness and shallow breathing. We 
review and discuss urgent situation calls during training scenarios and role-playing how to 
respond so our staff feels competent to answer calls of this nature.  


Member advocates attend monthly team and department meetings to review new program 
developments and areas that have been identified through audits for group retraining. In 
addition, all member advocates receive annual retraining on mandatory topics such as 
cultural sensitivity, privacy, integrity and compliance. 


The following table outlines our approach to training member advocates. 


Member Advocates Training Topics and Schedule 


Week 1  Focus on PHI, corporate facts, member processes, health care system overview, 
health care reform, our corporate values and our MyCoach training system 


 Member confidentiality, security/facilities presentation 


Week 2  The role of the member advocates as the first point of contact  


 Welcome to the Member Advocate Program experience 
 Introduction to our systems (information technology, telephone and contact 


tracking system) 


 Introduction to the Nevada Medicaid and Nevada Check Up Program structure, 
including service coordination and management 


 Eligibility, Medicaid (and Medicare for dual eligibles) overview, call 
documentation, listening skills, handling calls with compassion 


 Anatomy of the call from call opening to call closing 
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Member Advocates Training Topics and Schedule 


 When you hear from the member 


 Products overview 


 State demographics 


Week 3  Introduction to cultural competency and adult sensitivity 
 Introduction to quoting member benefits and using the Benefit Summary in CSP 


Facets 
 Transactional versus interactional conversation 
 Relationships 
 Early intervention 
 Coordination of benefits 
 Quoting benefits 
 HEDIS 101, Gaps in Care 
 Prevention and wellness 
 Community services referral process 
 Behavioral health training 
 Crisis call training 
 Provider lookup/PCP change 
 Introduction to member materials/ID cards 
 Trigger words and phrases that may indicate the need for clinical assistance from 


TAN or provider 


 Practice taking calls with mentor 


Week 4  Nevada Medicaid and Nevada Check Up program benefits 


 Notifications 
 Using our care management system 


 Creating commitments 


 State-specific special programs 


 Using our PBM and handling pharmacy inquiries 


 Quoting vision and dental benefits 


 Handling repeat callers 


 Recognizing issues that need to be escalated or transferred to another area and 
handling misdirected calls 


 Navigating websites including our public website and secure member portal  


 Additional contact reasons 


 Opt-out process for outbound outreach 


 Health Risk Assessments 


 New member onboarding benefit education 


Week 5  Using Virtual Contact Center (VCC) desktop 


 Positive responses 
 Innovation and our company 


 Initial on-the-job-training to include taking live member calls 


 FWA 


 “Simplify, Personalize, Care” 


 Performance overview 


 Our company’s experience survey overview 


 Member complaints and appeals 
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Member Advocates Training Topics and Schedule 


 Introduction to claims 


 Claims research 


Week 6  On-the-job training continues 


 State-specific practices 
 Additional State-specific practices (as needed) or teach-backs 


 Final exam review 


 Final exam 


Week 7  On-the-job-training continues 


 Use of available tools, including online manuals, workflow diagrams, reference 
materials, search engines and job aids 


Week 8  On-the-job training continues  


 Using interpretative services  
 Leadership Orientation: Your Role in Supporting the Member Experience 


Week 9  On-the-job training continues  


 Ongoing performance improvement efforts 


Week 10  On-the-job training continues  


 Dealing with Difficult People presentation 
 Introduction to the member advocates rewards program 


Week 11  On-the-job training continues  


 Intensive review of previous weeks’ training  
 Customer experience calibration 


Grievances and Appeals Staff Training 
Every member of our Nevada Medicaid and Nevada Check Up Program-based grievances and 
appeals staff undergoes intensive member grievances and appeals, and Nevada Medicaid and 
Nevada Check Up Program-specific training. In new hire training and annually thereafter, we 
educate grievances and appeals staff on: 


 The importance of the grievances and appeals procedures 


 The rights of the member and providers 


 A summary of our quality management program 


 Critical thinking 


 Compliance with HIPAA 


 The concepts of member grievance, appeals and the state fair hearing process 


 Using our grievances and appeals tracking system to manage member grievances and 
appeals from receipt through to resolution 
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3.15.4 Subcontractors 
The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health care 
professionals.  


The vendor shall comply with the following: 


3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or 
activity delegated under the subcontract; 


All subcontracts include the requirements of 42 CFR 438.6 that are appropriate to the services 
delegated under the subcontract. 


3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The vendor must 
evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


We oversee our network subcontract and are accountable for any responsibilities we delegate 
to any subcontracted provider. We maintain an extensive oversight program for our 
subcontracts, which we will use for this contract. For over a decade at the national level, we 
have garnered a substantial amount of information on working with subcontractors and 
integrating their services into our programs—and we have learned how to do this successfully. 
With each experience, we become more educated on what works and what does not. We have 
taken this knowledge and sought to improve our subcontractor processes continually to 
strengthen our programs and to offer seamless, well-integrated services for our members and 
providers. 


Oversight begins before we select a subcontractor. We select only subcontractors who support 
us in improving the effectiveness and efficiency of the delivery of services and have a strong 
reputation for administrative excellence. In accordance with HIPAA, we enter into business 
associate agreements with all subcontracted partners to verify compliance with privacy and 
security regulations.  


Upon selection of a vendor, a method for reporting and measuring performance, based upon 
state contractual requirements (including RFP responses) and internal standards is agreed 
upon with the vendor. In addition, if the vendor handles member data or has direct 
connectivity to our systems, we conduct a thorough data security assessment to ensure full 
integration of these vendors with our own internal systems and processes. 


Our national procurement team looks at a minimum of three bids for external vendors, 
whenever possible. Where appropriate, we include businesses that have been certified by the 
State Medicaid agency. The selection process also includes a due diligence review of the 
candidate’s past performance and experience, financial strength, innovation, ability to 
perform the activities to be delegated, and the ability to meet our security standards. When 
selecting new subcontractors, our vendor management team evaluates each vendor in three 
categories: quality, accessibility and cost. Following our evaluation process, we select a 
subcontractor and establish an agreement to govern the operating relationship. This 
agreement includes delivery of administrative services at a standard to make sure all contract 
requirements are met. 
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3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- 
approved by DHCFP. Prior to the award of any subcontract or execution of an agreement with a 
delegated entity, the vendor must provide written information to the DHCFP disclosing the vendor’s 
ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if applicable. All 
subcontracts shall be submitted to DHCFP for approval prior to their effective date. Failure to obtain 
advance written approval of a subcontract from DHCFP will result in the application of a penalty of 
$25,000 for each incident; 


We agree to have our subcontract and delegation agreements prior approved by DHCFP and 
audited every three years. We provide the majority of services through our plan, including 
quality management, claims processing, member and provider services, case management, 
enrollment, clinical staff and executive leadership, all based in Nevada and performed by local 
teams. 


3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


We will submit names of any material subcontractors by the services start date and whenever a 
change occurs to obtain DHCFP for review and approval. 


3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all 
agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention. The vendor has the 
responsibility to assure that subcontractors are adequately insured to current insurance industry 
standards; 


We agree to maintain our delegated agreements and subcontracts in writing and comply with 
the DHCFP’s requests for copies of agreements and subcontracts by providing copies of the 
requested agreements within five days of receiving such request. Our subcontractor 
agreements contain provisions relevant to the subcontracted service or activity including 
HIPAA requirements, insurance requirements and record retention. We also require that our 
subcontractors are adequately insured to the current insurance industry standards. 


3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to relieve the 
vendor of its legal responsibility under the Contract; 


As the contracted entity, we accept full responsibility for meeting all requirements of the 
contract regardless of any subcontract agreements. 


3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions 
if the subcontractor’s performance is inadequate or substandard; 


We have a written agreement with our subcontractor specifying our delegation of activities 
and report responsibilities to them. The written agreement includes provisions for revoking 
delegation or imposing sanctions should the subcontractor’s performance be inadequate or 
substandard.  
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3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, consistent with 
industry standards and/or State laws and regulations. If the vendor identifies deficiencies or areas for 
improvement, the vendor and the subcontractor must take corrective action; 


We are responsible for oversight of all network subcontracts and accountable for any 
responsibilities we delegate to any subcontracted provider. We monitor our subcontractor’s 
performance on an ongoing basis and subject them to a formal review schedule. We have 
provisions for corrective action plans in our contract with our subcontractor. 


3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s 
intention to terminate any such subcontract; and 


We agree to notify the DHCFP, in writing, immediately of our intention to terminate a 
material subcontractor, as evidenced by our internal policy, Termination of Subcontract.  


3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and 
complete information about the ownership of any subcontractor with whom the vendor has had business 
transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-
month) period ending on the date of request as required by 42 CFR 455.105. Failure to timely comply 
with the request will result in withholding of payment by the State to the vendor. Payment for services will 
cease on the day following the date the information is due and begin again on the day after the date on 
which the information is received. 


We will provide full and complete information about the ownership of any subcontractor with 
whom we have business transactions totaling more than $25,000 during a 12-month period. 
This information will be provided within 35 calendar days of the date of request. These details 
are included in our internal policy.  


3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers. DHCFP agrees 
to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a 
"trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form. 


We agree to allow DHCFP to review our provider contracts. 


3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the vendor will be financially 
responsible to refund the amount of the federal disallowance and the corresponding state share to 
DHCFP. If such disallowance is treated as a default or breach, or otherwise subject the vendor to 
sanctions under Section13 of Attachment D ~ Contract Form, any such liquidated damages are not 
exclusive and are in addition to any other remedies available under this contract. All existing 
subcontracts, requiring amendments to meet the requirements of this contract, shall be amended. All 
future subcontracts must meet the requirements of this contract and any amendments thereto. 


In the event that our subcontractors do not meet federal requirements that results in a federal 
disallowance of federal fund, we agree to be financially responsible and refund the amount of 
the federal disallowance and the corresponding state share to the DHCFP. Our network 
provider contracts and subcontracts meet current federal requirements and are amended as 
necessary. 
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3.15.5 Policies and Procedures 
3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear 
understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the 
providers (network and non-network). 


Our comprehensive written policies and procedures provide a clear understanding of our 
program and operations to our staff, DHCFP, other DHCFP vendors and providers. 


3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the vendor functions. The vendor’s policies 
and procedures must be kept in a clear and up-to-date manual. The Policy and Procedure Manual will be 
used as a training tool, and subsequently as a reference when performing contract related activities. The 
Policy and Procedure Manual must be reviewed at least annually for accuracy and updated as needed.  


Our written policies and procedures are developed in accordance with the DHCFP managed 
care contract, amendments, attachments and Medicaid Services Manual, for each of our 
functions. We make policies and procedures accessible to all staff according to their job 
function and department. These documents are used as a training tool and for reference when 
performing contract related activities. In accordance with our company’s “policy on policies,” 
our policies and procedures have a common format and receive review and signoff by senior 
management or the appropriate governing committee. In addition, policies and procedures 
undergo a review process at least annually or more often as necessary. 


3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation 
included as part of the Vendor Policy and Procedure Manual. DHCFP reserves the right to review and 
reject any policies or procedures believed to be in violation of federal or state law. 


We will provide DHCFP with three hard copies and an electronic copy of our policies and 
procedures, including any exhibits, attachments or other documentation at the start of this 
contract. 


We manage the development, maintenance and availability of policies and procedures for each 
functional area in compliance with the Code of Federal Regulation. However, DHCFP 
reserves the right to review and reject any policies or procedures believed to be in violation of 
federal or state laws. 


3.15.6 Implementation 
3.15.6.1 Vendor Plan 


The vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP 
has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations 
set forth in the Contract for the first contract year. 


We will provide our detailed work plan and timeline for performing the obligations set forth in 
the contract within one month of receiving notice from DHCFP of our selection for Contract 
negotiations. This work plan and timeline will specifically outline our plans to implement all 
requirements. 
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SUBMISSION OF IMPLEMENTATION PLAN TO DHCFP 
Our significant experience, knowledge and capacity enabled us to minimize issues and 
challenges during implementation while maximizing the long-term viability, success and value 
of this important program for the members and providers we serve. As part of our governance 
process, we formalized our ability to continually improve and evolve based upon lessons 
learned and best practices. This includes eliminating duplicative work through a dedicated 
and flexible project team, leveraging the diverse skillsets of team members and delivering an 
implementation experience for our state partner that is seamless to members and consistently 
outstanding. 


Implementation Overview 
Nationally, we provide services to more than 5.7 million low income and medically fragile 
members in 23 states. We have significant experience implementing managed care programs 
comparable in size and complexity to Nevada’s Medicaid and Check Up Programs with special 
understanding of the needs and concerns of TANF, CHIP and Medicaid Expansion 
populations. Based on our experience implementing similar programs, our implementation 
plan will provide continuity of care and services for existing members as well as seamless 
transition for new members.  


We are confident our experienced Medicaid and CHIP managed care program meets the 
requirements of this RFP. We are eager to partner with the state to expand to new geographic 
areas, and will adjust our implementation plan to include the additional network, staffing and 
outreach requirements to accommodate a geographic expansion. Should the State incorporate 
additional programs and/or population into Medicaid managed care, we will partner with the 
State to create program-specific updates, add specific provider types to the network (e.g., LTSS 
providers) and adjust benefits and clinical processes to serve the new populations 
appropriately. We have experience working with states in expanding by geography, population 
or program. For example, on a national level, we have expanded services to Medicaid 
Expansion members in 16 states and to LTSS populations in 13 states. An LTSS and/or ABD 
population expansion requires an additional focus on completing care plans and confirming 
key services are in place during the transition period to account for a more sensitive continuity 
of care and continuation of services needed. 


Our implementation approach is proven, reliable and replicable. It enables continuity of care 
and services for existing members as well as seamless transition for new members by 
understanding and anticipating issues that may affect them and providing timely resolution of 
those issues. 


Scalability of Existing Infrastructure 
We continuously invest in information systems—people, process and technology—to improve 
the quality and cost of care for our state partners. Our technology investments adapt to 
changing and improving business practices, policies, state regulatory and business 
requirements. 


Under the leadership of our local information management/systems director, we configure our 
systems to accommodate Medicaid managed care business requirements. We enable a 
seamless transition by leveraging existing system configurations, data exchanges and 
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interfaces, and our current infrastructure is completely scalable and able to support 
significant membership changes, growth and program expansion. 


Our enterprisewide information technology resources can handle membership growth 
including backup servers to handle information increases and system redundancy. Server 
platforms are scalable and allow for the dynamic reallocation of system resources to different 
applications as necessary to support demand fluctuations. This scalability enables us to add 
additional members, provider networks, reporting and care management as may be required 
by DHCFP in the future. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have 
been made to either, and describing the vendor’s current state of readiness to perform all Contract 
obligations. Until the service start date, the vendor shall provide biweekly written updates to the work plan 
and timeline, and thereafter as often as DHCFP determines necessary.  


We will provide DHCFP with biweekly written updates to the initial work plan and timeline as 
described above and until the service start date; and thereafter as often as DHCFP deems 
necessary. 


PROPOSED WORK PLAN AND TIMELINE 


Our comprehensive work plan outlines each step of the readiness preparation process and 
guides every implementation we perform. For Nevada, it identifies the detailed steps, 
accountabilities and time frames to achieve a timely implementation beginning with pre-
implementation activities and progressing through to enrollment and the July 1, 2017, start 
date. Our work plan includes a timeline with specific dates, events and dependencies that allow 
us to track progress through to completion of each task. The work plan is a dynamic tool, and 
the implementation management team uses it to monitor all aspects of the project and identify 
potential risks in upcoming phases. 


Our Nevada-based health plan leadership team, led by our plan president, will work closely 
with DHCFP to establish or update project management and reporting standards, 
communication protocols, key points of contact, and standing meetings, as well as ratify or 
adjust the transition schedule as necessary. Once these mutual expectations and 
understandings are confirmed, we will finalize our implementation work plan, subject to 
DHCFP review and approval. Among other things, the final implementation work plan will 
document the content and format of all contract deliverables, project management procedures 
(including steps or processes that require DHCFP involvement), transition reporting 
requirements and deadlines. 


Our work plan clearly demonstrates the start and end dates of all tasks and subtasks based 
upon anticipated feedback and necessary interfaces with DHCFP. This plan will be internally 
managed and updated weekly. For the purposes of this proposal submission, we will provide to 
DHCFP a written update report to our work plan on a biweekly basis. The more detailed 
weekly plan is available upon request by the State. 


Current State of Readiness and Work Plan Adjustments 
Our work plan schedules and activities are updated to reflect any new program requirements, 
best practices and our lessons learned from previous projects to assist us in handling potential 
and actual problems. Focusing on geographical and population expansion, we have developed 
the work plan in collaboration with all cross-functional areas of our business. 
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Interdependencies are identified with all predecessors clearly marked. We provide an overview 
report in advance of the work plan so the critical paths, stage gates, approval and signoff 
procedures are clear. Most importantly, we communicate findings, issues, risks, decisions and 
resolutions timely and frequently to confirm we are executing on contract requirements and 
our work plan. 


Based upon the program requirements, service start date, and DHCFP-proposed readiness 
review activities, we have prepared the following sample high-level implementation work plan.  


Task Name Start Finish Functional Area 


Medicaid Implementation Thu 
09/22/16 


Sat 
07/01/17 


Implementation 
Lead 


Milestone Readiness Fri 
04/01/16 


Tue 
07/01/17 


Multiple 


Project Preparation Fri 
07/01/16 


Thu 
09/22/16 


Implementation 
Lead 


Open Enrollment Thu 
06/01/17 


Sat 
07/01/17 


Implementation 
Lead 


Contract Requirements Thu 
09/22/16 


Sat 
07/01/17 


Implementation 
Lead 


Human Capital Thu 
09/22/16 


Tue 
07/01/17 


Human Capital 


Readiness Review Thu 
09/22/16 


Sat 
07/01/17 


Implementation 
Lead 


Outreach, Communication/Marketing Thu 
06/01/17 


Tue 
08/01/17 


Plan 


Functional Readiness Thu 
09/22/16 


Sat 
07/01/17 


Multiple 


Benefit Configuration Thu 
09/22/16 


Sat 
07/01/17 


Configuration 


Compliance Thu 
09/22/16 


Sat 
07/01/17 


Compliance 


Technology/IT Thu 
09/22/16 


Sat 
07/01/17 


IT 


Reporting Thu 
09/22/16 


Sat 
07/01/17 


Reporting 


Clinical Thu 
09/22/16 


Sat 
07/01/17 


Clinical 


Member Materials Thu 
09/22/16 


Sat 
07/01/17 


Member Materials 


Member Call Center Thu 
09/22/16 


Sat 
07/01/17 


Member Call 


Outbound Welcome Call  Thu 
09/22/16 


Sat 
07/01/17 


Member Outreach 


Member Portal (Secure) Thu 
09/22/16 


Sat 
07/01/17 


Member Portal 
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Task Name Start Finish Functional Area 


Enrollment  Thu 
09/22/16 


Sat 
07/01/17 


Enrollment 


Claims  Thu 
09/22/16 


Sat 
07/01/17 


Claims 


Provider Remittance Advice  Thu 
09/22/16 


Sat 
07/01/17 


PRA 


EOB  Thu 
09/22/16 


Sat 
07/01/17 


EOB  


Payment Integrity Thu 
09/22/16 


Sat 
07/01/17 


Payment Integrity  


Appeals & Grievances Thu 
09/22/16 


Sat 
07/01/17 


Appeals & 
Grievances 


Network Thu 
09/22/16 


Sat 
07/01/17 


Network 


Provider Adjustment Thu 
09/22/16 


Sat 
07/01/17 


Provider 
Adjustment 


Provider Portal (Secure & Non Secure) Thu 
09/22/16 


Sat 
07/01/17 


Provider Portal 


Vendor Management  Thu 
09/22/16 


Sat 
07/01/17 


Vendor 
Management 


Encounters Thu 
09/22/16 


Sat 
07/01/17 


Encounters 


Go-Live Execution (Effective Date: July 1, 2017) Thu 
06/01/17 


Thu 
08/03/17 


Multiple 


Post Implementation Milestone Monitoring  
(go-live to 60 days post go-live) 


Sat 
07/01/17 


Sat 
09/02/17 


Implementation 
Lead 


Project Closure Milestone 
(go-live to 60 days post go-live) 


Sat 
09/02/17 


Sat 
09/02/17 


Implementation 
Lead 


Tracking Readiness and Managing Implementation Progress 
We have an established structure in place for completion and DHCFP signoff on all 
deliverables and major activities including all aspects of implementation project preparation. 
Our Nevada-based team will directly manage and oversee the implementation process. The 
senior implementation manager reports to the Nevada-based implementation program director 
regarding all implementation deliverables.  


We include action items identified in meetings or reviews on our Work Plan Action Log. We 
assign identified action items to a functional owner (e.g., enrollment, claims) per the 
accountability matrix. The functional owner is then responsible for completing the action, 
leading cross-functional completion of the item and escalating any further development 
decisions, in compliance with State requirements. The senior project manager will report 
regularly on the status of the item and communicates directly with the functional owner until 
the action item is resolved. The following table is an example of our Work Plan Action Log 
that supports timely and correct completion of implementation tasks. 
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Work Plan Action Log 


Action Items Owner Status Due Date Updates/Comments 


Sequential description 
of the item 


Functional 
Owner Open/Closed 


Date 
assigned 
for closure 


Current status details, 
documenting the progress 
with the action item 


1. Enrollment Name Open 60 days 
prior to go-
live 


In progress, expected to 
be completed on time 


2. Systems Testing Name Open 90 days 
prior to go- 
live 


Ongoing 


Critical Elements of a Successful Implementation 
The strength of our approach to complex and successful implementations is based upon our:  


 Comprehensive service model 


 Project management expertise 


 Experienced implementation leadership 


 Results-oriented project governance 


Comprehensive Service Model 
Our service model and approach to delivery of services provides Nevada with a rich resource 
of Nevada-based partners with the necessary skills, local experience and competency to meet 
program needs—now and in the future. Our primary focus is on members and arranging for 
their continuity of care. Our implementation plan provides for no disruption of care or 
services for our members.  


We have a continuous improvement process to evaluate implementation performance while 
maintaining close communication with State stakeholders. We rely on a comprehensive suite 
of project management tools (e.g., stage gate reviews that assess project status and quality) 
that verifies each functional team (e.g., member services, provider services, clinical, 
technology, operations) simultaneously achieves the milestones assigned to it, yet stays 
connected on those active interdependencies across multiple functions. Our disciplined 
implementation approach comprises several key components, including: 


 Implementation governance structure for effective management of implementation 
tasks and communication with the DHCFP 


 Internal and external dependency management that allows us to quickly adjust and 
modify our approach to requirement changes that can occur at the DHCFP, State or 
CMS levels 


 Internal readiness reviews in advance of the DHCFP readiness reviews that prepare us 
to meet DHCFP readiness review requirements 


Program Management Expertise 
We apply Project Management Body of Knowledge (PMBOK)-driven project management 
principles and techniques to all project implementations within our stage gate framework. 
Techniques include project governance, project plan management and action item, risk and 
issue management. The stage gate reviews monitor dependent requirements, confirm status 
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details, and identify potential risks and issues. We use a SharePoint project portal to maintain 
all project artifacts, detailed requirements and business communications, and provide access 
to all project resources. The following graphic illustrates the timeline of our project 
management stage gates to achieve results in successful implementation and program 
expansion. (BGE=Budgetary Guidance Estimate):  


 


The stage gate framework consists of: 


 Stage Gate 1 – Requirements Assignment: The project startup phase begins at the RFP 
submission. At this first stage gate, we complete a detailed walk-through of contractual 
requirements, RFP commitments and communication with all operational teams that 
will support RFP requirements. For existing states, the focus is identifying 
requirements that are new or changed from the existing agreements and any 
innovations include in the RFP response. 


 Stage Gate 2 – Network Readiness: We review network status at several stage gates, but 
we use this focused full network review to confirm requirement delivery, identify 
contractual status of all providers and finalize go-live communication strategies. 


 Stage Gate 3 – Requirement Readiness: Stage gate three is a detailed review of 
requirement progress—used to adjust any go-live contingency plans—risk mitigation, 
or proactive discussion of member transition planning. 


 Stage Gate 4 – Pre Go-Live Readiness: At 60 days before go-live, the implementation 
team assesses operational readiness across all functions. We review detailed go-live 
monitoring plans, with contingency planning to accommodate potential risk. 


 Stage Gate 5 –˗ Go-Live Readiness: At 30 days before go-live, the local plan 
implementation team, jointly with the national functional leads, will assess any 
changes in operational readiness across all functional areas and any use of manual 
workarounds. 


The stage gate process allows us to create an overview of the end-to-end onboarding 
experience of our members and providers. It also helps us to understand and anticipate 
possible disruption points that may occur (e.g., new requirements, providers or contract 
changes) and mitigate any disruption. We then create specific contingency and 
communication plans to address these issues proactively. Because of transitioning more than 1 
million members nationally in the past three years, we have a broad scope of experience from 
which to draw upon, and we continually incorporate lessons learned, adjust our project 
management techniques and develop best practices for future implementations. 


Figure 23. Using PMBOK stage gate techniques, we achieve readiness with every project no matter project size or 
implementation time frame. 
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Program Infrastructure 
Our focus during each phase of the implementation process is to validate delivery of all 
contract requirements and RFP commitments. For the Nevada Medicaid and Nevada Check 
Up Programs, this will include our willingness to go beyond the current geographic service 
area of Clark and Washoe Counties should DHCFP expand into new geographic service areas 
and preparations for serving new populations that DHCFP may choose to include and the 
Medicaid Expansion population within and outside of Clark and Washoe Counties. Our 
Facets technology platform and surrounding applications is configured, regularly tested, and 
supports Medicaid and CHIP programs. Our approach will focuses on five key program 
management elements during program implementation or expansion: 


 Critical Path and Timelines: Document early our critical path milestones and the 
timeline required for defining, developing and testing the technology before go-live 


 File Formats and Companion Guides: Work together to develop agreed-upon file 
formats and companion guides that clearly define the integration requirements 


 Detail Design and Development: Develop detailed design documents with input from 
all key stakeholders to confirm the development outcome meets the integration needs 


 Test Files and Testing: Develop test files and test scenarios, considering all possible 
inputs and outcomes; conduct full end-to-end testing 


 Go-Live Coordination: Team dedicated to coordinating the successful launch of the 
integration with key stakeholders on call for critical issue resolution 


Our successful implementation experience results from our locally managed Medicaid health 
plans that are led by the plan’s leadership team and supported on a national level as they may 
need for specific changes. For example, our claims platform is configured and validated with 
Nevada-specific requirements. Our comprehensive platform supports a seamless transition for 
new providers and members. We have a proven record of responding to expanding staffing 
needs, such as when additional Medicaid or LTSS populations join our plan due to competing 
MCOs leaving the market. Our established implementation team—dedicated to Medicaid—has 
44 collective years of Medicaid Managed Care Program experience. 


Experienced Implementation Leadership 
The implementation leadership team for Nevada Medicaid and Check Up members is 
committed to a seamless program implementation. They will work closely with the DHCFP on 
all aspects of plan implementation, communicating with the DHCFP often and in a timely, 
effective manner. This will include working closely with the DHCFP to update and submit the 
project work plan biweekly until Contract execution (or beyond, as DHCFP may require) to 
include the DHCFP’s input. 


Our implementation team is based out of and resides in Nevada, leading and taking 
accountability for the entire Nevada implementation effort. Our Nevada team will draw 
additional support and staff resources from the national team to leverage the diverse skillsets 
related to the management of deliverables and to create a consistent implementation 
experience focused on quality. 
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Functional Title Implementation Role and Responsibility 


Health plan program 
owner 


Our Nevada plan president is: 


 DHCFP’s point of contact for implementation 


 Accountable for delivery of all RFP/Contract commitment and ongoing 
health plan operations 


 Responsible for the overall implementation and its success 


Nevada 
implementation 
program director 


Our Nevada-based implementation program director is responsible for 
providing project management oversight throughout every stage of the 
project’s implementation. 


Nevada senior project 
manager 


Our senior project manager serves as the senior implementation 
manager for the Nevada implementation. 


Nevada it director Our Nevada based IT director manages the IT portfolio of projects for our 
Nevada Medicaid plan and manages all critical data interfaces with State 
customers to verify compliance with required contractual service level 
agreements. 


Nevada it project 
manager 


Our IT project manager, based in Nevada, is accountable for the day-to-
day project management tasks for system related changes as a result of 
the new contract and RFP commitments. 


Results-oriented Project Governance 
Our approach to project governance, the framework upon which critical implementation 
decisions are made, is foundational to our ability to deliver program value. Project governance 
encompasses the following elements in support of a fully executed implementation plan that 
delivers the anticipated operational and member-facing benefit: 


 Risk and Issues Management 


 Contingency and Mitigation Planning 


 Transition Management 


 Implementation Work Plan 


 Tracking and Managing Implementation Progress 


Our project governance model documents and provides clarity on critical decisions, escalation 
and assignment of accountability to decision makers. The result is an implementation plan 
executed in a way that delivers the anticipated benefits. 


Risk and Issue Management Tool 
Our Nevada implementation team uses a single issue, risk and decision tool for business and 
technology items. We assign items to the front-line business owner, including resolution due 
dates, and escalate issues as appropriate, to the applicable team for resolution. We conduct 
reviews throughout the project to identify potential risks and issues and use the IRAAD tool—
Issues, Risks, Analysis, Action and Decision—to monitor outliers. 


Through our project team approach, we assess and manage project risks based upon our 
experience and understanding of the State’s program. We have project management staff that 
quickly assess problem situations and coordinate the development, execution and monitoring 
of work plans to mitigate risks. Due to the depth and experience of our Medicaid managed 
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care program, we expect to provide the DHCFP with a zero-risk implementation, if awarded 
the contract.   


Contingency and Mitigation Planning 
When we log a risk or issue in the IRAAD as part of the weekly program review, the team 
determines if a contingency or mitigation plan is required. Issues that are not resolved by the 
assigned date will require a contingency solution. In addition, we use the stage gate process to 
identify potential operational impacts and developing appropriate contingency plans. 


Transition Management 
Continuity of care is key as members move into the managed care program. Therefore, our 
focus prior to go-live and the initial weeks following launch is on making sure members have 
the information and data needed to access care. During transition, we monitor the volume of 
member additions to the plan to confirm all members receive needed services. During launch, 
this is completed via the post-implementation call, with core health plan, call center, clinical 
and services team members meeting daily to review any issues or gaps that need attendance. 


Our Work Plan 
We update our work plan schedules and activities with each new project to reflect new 
program requirements, best practices and our lessons learned from previous projects to assist 
us in handling potential and actual problems. We have developed the work plan in 
collaboration with all cross-functional areas of our business. We identify interdependencies 
with all predecessors clearly marked and provide an overview report in advance of the work 
plan so the critical paths, stage gates, approval and signoff procedures are clear. Most 
importantly, we communicate findings, issues, risks, decisions and resolutions timely and 
frequently to make certain we are executing contract requirements and our work plan. 


We update the work plan through regularly scheduled weekly meetings to verify the entire 
implementation team can adjust or compensate as needed for timely remediation. 


Tracking and Managing Implementation Progress 
Our approach to project management relies upon a single organizational structure that 
combines a local Nevada-based, implementation model with national resources and support. It 
encompasses an innovative technical approach, a robust network strategy for integrated 
medical and behavioral health care services and a comprehensive approach to staffing and 
staff training. Using this model, we are able to create a more consistent and proactive process 
that leverages the resources of our entire implementation team. Our implementation strategy 
will operate under three primary principles: 


 Deliver exceptional care to Nevada Medicaid and Nevada Check Up members and 
support their choice and ability to live in the least restrictive, integrated setting 


 Confirm members have no disruption of service 


 Implement health care delivery improvements and innovation to improve population 
health and deliver cost savings for the State 


C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days 
prior to the service start date, all deliverables to allow for timely DHCFP identified modifications. 


We agree to submit all deliverables to the DHCFP within a minimum of 10 business days of 
the service start date, unless otherwise required by the DHCFP. 
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Submission of Deliverables to DHCFP 
We use the framework of our governance and project management approach to confirm our 
active monitoring and tracking of implementation progress and the quality of our deliverables 
to meet contract requirements. To engage in effective communication with the DHCFP during 
implementation, our Nevada plan president and senior project manager will be the primary 
points of contact with DHCFP stakeholders and manage all communications with designated 
DHCFP administrators. 


 Internal Communication: Our compliance officer will disseminate information to the 
appropriate functional team owners (e.g., clinical, technology and operations). They 
are responsible for follow-up on outstanding items and deliverables for on time delivery 
to the DHCFP. They coordinate a formal Q&A submission process for our plan to ask 
questions about the implementation. This formal process confirms that we track and 
respond to all questions. Answers to these questions become part of our 
implementation requirements. 


 External Communication: Throughout the implementation, we collaborate with the 
DHCFP to conduct private and public implementation meetings with designated 
DHCFP administrators. We recommend public meetings that include other health 
plans and serve to identify issues that affect all health plans, such as identifying 
processes that require standardization. We conduct private meetings with the DHCFP 
that include standing and new agenda items. Standing items might include issues that 
affect network, staffing or information technology (IT) system development. If needed, 
the plan president and the implementation lead will bring additional subject matter 
experts to public and private meetings to discuss specific issues. 


Our project team, led by our implementation program director, will support a timely and 
effective July 1, 2017, Contract start date. Our governance and project management structure 
identifies and minimizes risks and enhances our ability to execute unique contract 
responsibilities. In collaboration with the Nevada plan president, our Nevada implementation 
program director also will: 


 Lead Day-to-Day Program Delivery: Lead the day-to-day implementation tasks and 
provide accountability for delivery of all program commitments. Our Nevada plan 
president will leverage our experienced regional leadership team to consult on any 
issues, risks or decisions that may arise during the implementation phase. 


 Provide Weekly Status Reports: Lead and manage weekly status meetings as early as 
possible in the transition process, and work to establish project management and 
reporting standards, communication protocols and key points of contact. 


 Align Expectations: Confirm mutual expectations and understandings with DHCFP 
and finalize the implementation work plan. The final project plan will document the 
content and format of all contract deliverables, project management procedures 
(including steps or processes that require DHCFP input or feedback), transition 
reporting requirements and deadlines. 


 Report to Senior Leaders: Regularly report status of implementation to regional 
leadership team and our national Medicaid operations leadership. 
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 Employ Proven Methodology: Use the tools and processes that are the hallmarks of our 
national implementation model, which have been successfully deployed in 21 Medicaid 
implementation projects since 2014. 


D. Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall 
implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements 
with a sufficient number of providers to ensure satisfactory coverage of initial enrollments. The DHCFP 
reserves the right to require an access report at any time after the service start date when barriers to 
access or network inadequacies are identified or are questionable. 


We agree to prepare and deliver an access report to the DHCFP at any time that such report is 
requested by the DHCFP. We have established and proven procedures for obtaining executed 
subcontracts and Medicaid provider agreements and we will provide network updates to the 
DHCFP upon request, including no later than 60 calendar days prior to the July 1, 2017, 
service start date, and as may be otherwise required per the contract or DHCFP. 


We have a proven track record of providing access and availability, covered services and 
managed care programs for members that achieve financial and clinical outcomes. We are 
committed to improving care for Nevadans, and our established infrastructure is a wholly 
tested platform available to expand DHCFP services to new membership. 


Provider Network and Executed Provider Agreements 
Our Medicaid provider network in Nevada is supported by executed provider agreements and 
is sufficient in size and capacity to serve Nevada Medicaid and Nevada Check Up members in 
Clark and Washoe Counties. For the geographic expansion area beyond Clark and Washoe 
Counties, we will apply our successful methods for network expansion and our established 
processes for executing provider agreements with newly contracting providers in the 
expansion counties. We already have approximately 300 provider contracts executed for two 
rural counties adjacent to Clark and Washoe Counties. In the event of expansion of Medicaid 
populations to be served, we will refine and expand our provider network in consideration of 
the utilization patterns, expected enrollment distribution and health care needs of the new 
population(s) to be served. 


E. Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office 
space, post office boxes, telephones and equipment, are in place and operative as of the service start 
date. 


We have appropriate workplace requirements and will be fully operational to support 
continuity of care activities and readiness reviews with DHCFP including, but not limited to, 
functioning office space, post office boxes, telephones, information systems and equipment. 


OPERATIONALIZING WORKPLACE REQUIREMENTS 
Our project management team approach is based upon our experience implementing 
programs of a similar scope and size across the country. We have a record of responding to 
expanding staffing needs. 


We have implemented Medicaid managed care programs in 23 states and we have experience 
validating that our administrative and operational structure can accommodate membership 
growth in a timely and efficient manner as described: 
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Administrative 
 Infrastructure Scalability: Our current infrastructure is completely scalable and able 


to support significant membership changes and growth. We achieve system 
consistency, stability and performance through a combination of load balancing 
software, advanced hardware and virtualization capabilities for our systems. 


 Workforce Planning: We use a standardized Workforce Management Projection Model 
(WMPM) that accommodates membership changes and can project the number of full-
time equivalent (FTE) personnel required by functional area, to support membership 
growth. For example, metrics and planning models have been created for member and 
provider call center, claims, and appeals and disputes, to calculate workforce 
projections. This model allows us to plan for the hiring, training and location of each 
required FTE, confirming we have the resources we need, when and where we need 
them. 


Operational – Information Technology Flexibility and Scalability 
We have sufficient, scalable, enterprisewide information technology resources to handle 
membership growth including backup servers to handle information increases and system 
redundancy. Server platforms are scalable and allow for the dynamic reallocation of system 
resources to different applications as necessary to support demand fluctuations. This 
scalability enables us to add additional members, provider networks, reporting and care 
management transactions for our members quickly and often, without adversely affecting the 
platform or requiring downtime. 


F. Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively 
with the DHCFP to meet these requirements. 


We offer DHCFP and our members continuity of care and no interruption of care or services. 
Our company has experience and a proven record of working successfully with State Medicaid 
agencies to confirm members have a seamless experience transitioning into or out of our 
Medicaid program. We have a transition of care policy that provides for transition of care into 
our health plan. 


Our provider network consists of 6,500 Nevada Medicaid approved and enrolled medical and 
behavioral health professionals that includes large multispecialty medical groups, two of 
which are exclusive to our Plan. These groups provide patients with comprehensive, 
affordable medical care that will mitigate transition to new providers for the Medicaid 
beneficiaries these medical groups serve.  


Our continuity of care process is a core competency. We deploy long-established, successful 
processes and apply scalable resources for a consistently smooth transition. Continuity of care 
is delivered at all service levels in all care settings and continuation of medically necessary 
services in compliance with all timelines, exceptions and grandfathering prescribed by our 
state partners. Our transition process focuses first on those individuals with special health 
care needs such as someone in ongoing treatment (e.g., chemotherapy), pregnant members, 
persons with behavioral health diagnoses, dual diagnosis and individuals with other complex 
or comorbid medical conditions. 


To enhance the transition experience for members in the midst of active treatment, we have 
dedicated case management staff for medical, behavioral health and social services who work 
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We participate in Nevada’s Health 
Insurance Exchange (HIX) including 
a Medicaid transition plan. 


with members and members’ caregivers (including family members) in all settings to facilitate 
care and authorizations to ease the transition into the health plan. 


NO INTERRUPTION TO THE PROVISION OF COVERED SERVICES 
Our approach to seamless member transitions is based upon our experience; working with 
Medicaid populations; accurately configured benefits and claims management systems and in 
applying lessons learned from successfully transitioning members in our other Medicaid 
markets. New members will experience a smooth and seamless transfer to our program 
through our proactive member outreach programs; a comprehensive provider network; and 
our high-touch approach to educating members and providers about new program benefits. 
Members will have questions and concerns about transitions. Our local member services and 
concierge staff, using member materials designed specifically for the Nevada Medicaid and 
Nevada Check Up Program members, will assist members, answer questions and address any 
concerns. Managing member expectations, eliminating gaps in care and delivering service 
with compassion is at the heart of our person-centered service model. 


We further enable a seamless transition by leveraging existing system configurations, data 
exchanges and interfaces, and our current infrastructure is completely scalable and able to 
support significant membership changes, growth and program expansion. This includes any 
impact to continuity of care, existing infrastructure, and Nevada operations and staffing as 
described next. 


Continuity of Care for Transitioning Members 
Our comprehensive continuity of care policy reinforces our position that our members’ 
medical, behavioral health and social needs come first. Transitions of care are critical periods 
for our members, and our program supports continuity of care for primary care, specialty 
care, inpatient, outpatient, prescription drug, behavioral health and social support services in 
the member’s community. We prepare new member materials that are concise, clear and 
inclusive, and we follow this initial communication with a welcome call from an experienced 
member advocate. This “warm transition” is a part of our effort to provide members with 
information, service and direction on their road to improved health. 


One way we support transitioning members is to 
provide them with a PCP that meets their needs. We 
accomplish this within five days of receiving the 
enrollment file from the State through our PCP 
assignment process. We reinforce the member-to-
PCP relationship through monthly distribution of 


enrollment rosters to PCPs and intensive provider communication and education prior to the 
start date and ongoing to support our providers in the care of our Nevada Medicaid and 
Nevada Check Up program members. We monitor our provider network, manage prior 
authorizations and collaborate with non-network providers to support successful transition of 
care and to eliminate interruptions in scheduled and ongoing treatments and services. 


Our health services team identifies new members with the most immediate needs and members 
with existing prior authorizations through a combination of: 


 Analysis of data from our state partner 
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 Analysis of available data from other entities such as the member’s prior health plan 
private insurance or the fee-for-service (FFS) system 


 New member welcome/orientation call and application of our health risk survey where 
appropriate. 


When receiving a member with special health care needs or a member who is receiving active 
treatment during the transition, the health services team coordinates with the relinquishing 
Medicaid plan, care management organization or staff managing the FFS program. The goal 
is make sure our member’s services continue uninterrupted, providing the new member with 
detailed plan and service information, emergency numbers and instructions on how to obtain 
services. 


For our members with significant medical conditions, we take steps to make sure these 
members do not experience a disruption or delay in accessing care and services in the new 
plan by assigning them to an outpatient case manager for continued care coordination. 


Members transitioning to us from a prior Medicaid health plan or care management 
organization will have specific needs separate from new members, which we will address 
during the transition, such as: 


 PCP Assignment: Our network of PCPs meets or exceeds DHCFP’s access and 
availability requirements in Washoe and Clark Counties. To the extent possible, we 
assist members in selecting a PCP during the member welcome call. We assign 
enrolled members to an in-network provider within five days of receiving the 
enrollment file from the State and if a member wishes to change his/her PCP, our 
member services staff will assist members with selecting a new PCP. 


 Pharmacy/Prescription Transition: We offer a comprehensive pharmacy network to 
serve Nevada Medicaid and Nevada Check Up members. Pharmacy is a service we find 
members access immediately, and we take extra steps to foster member access by:  


 Communicating to the pharmacy network before “go-live” 


 Providing additional support at the member services call center for members 
needing prescriptions 


 Authorizing continuity of care refills for 30 days 


 Prior Authorizations: To alleviate gaps in care, historical prior authorizations are 
reviewed (when available) and entered into our system. 


 Continued Services: During a change of provider, certain services or procedures may 
require special attention to avoid confusion. For example, we proactively communicate 
with service providers that may require a prior authorization to review go-live 
processes. In addition, our member services staff assists members to confirm services 
or eligibility and assist with facilitating the authorization process if not already in the 
queue. 


 Complex Case Continuity of Care: We may provide out-of-network approval or 
grandfather prior authorizations issued by the prior plan for up to 90 days (or longer) 
based upon member needs. We will transition and provide care continuity for pregnant 
women at high-risk, children with co-occurring special health care needs, members 
who are currently hospitalized and other medically frail individuals who have complex 
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care needs. For example, we identify and engage high-risk members and/or individuals 
with chronic and/or complex illnesses to deliver continuity of care (e.g., continued 
chemotherapy with out-of-network oncologist). In these situations, members are 
assigned to an outpatient case manager, who is a licensed social worker or community 
health worker, to support their care coordination and navigation needs. 


 Care Management: We review available claims history information to prioritize high-
risk members for immediate assessment or for persons who may require direct care 
management outreach. 


OUR “NO WRONG DOOR” APPROACH TO CONTINUITY OF CARE 
Our medical director’s directive is always to take care of the member first and then manage 
the logistics. No matter the transition circumstance or reason, we put member needs first and 
collaborate with all persons, providers and organizations throughout the care transition 
process. We train our staff, network providers and stakeholders within the community on our 
“no wrong door” approach to delivering services that focuses on safety and quality. This 
includes quarterly meetings with hospitalists and stakeholders.  


As part of implementation readiness, we train network providers, including PCPs, specialists, 
health homes, hospitals, pharmacies and other providers on our continuity of care and care 
transition processes. We post our continuity of care and transition policies and procedures in 
the provider summary guide and on our website. All network providers are contractually 
obligated to participate in the transition process and cooperate with our integrated care teams, 
other providers, the state agency, other health plans and community-based stakeholders, as 
needed, so that members receive continuous quality of care throughout the transition phase. 


G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific 
Time) on the first day of the open enrollment period for recipient access and remains in operation for the 
duration of the contract, unless otherwise directed or agreed to by the DHCFP. A single telephone 
number may be utilized as long as there is a menu option to channel different caller categories, e.g. 
recipients, providers, etc.  


OPERATIONAL TOLL-FREE NUMBER FOR MEMBERS AND PROVIDERS 
We use a single toll-free number for both members and providers from 8:00 to 5:00 p.m. 
Pacific Time. Our toll-free number uses interactive voice response (IVR) to verify eligibility 
and benefits and menu options to channel different caller categories. Our telephone system 
will be operational prior to the first day of open enrollment. 


H. Establish and implement enrollment procedures and maintain applicable enrolled recipient data. 


ENROLLMENT PROCEDURES 
We currently process enrollment and eligibility files for programs in 23 States, using our 
enrollment and claims platform, Facets, to optimize performance in receiving and processing 
files. Our Facets platform receives HIPAA-compliant 834 enrollment files, and successfully 
processes and loads the data into our Facets system. 


We have a dedicated team for eligibility file processing and reconciliation. This team not only 
monitors and processes the electronic files; they also review the file information for members 
with possible continuity of care needs, such as prior enrollment or Health Insurance 
Exchange. 
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We have extensive experience receiving and reconciling our enrollment files according to 
DHCFP specific procedures. We maintain written policies and procedures for receiving 
monthly enrollment updates from DHCFP and incorporating those updates into our 
management information system, as required. 


I. Establish its Provider Network and maintain existing Provider Agreements with such Providers. 


ESTABLISHMENT AND MAINTENANCE OF THE PROVIDER NETWORK 
We meet or exceed the requirements as stated in Sections 3.7 and 3.16 of the Scope of Work. 
Throughout the course of the contract, we will continue to meet the requirements of the State 
to best serve our members’ physical, behavioral and social service support needs. We will 
continually update our provider network as needed to maintain an exceptional level of service. 
We have demonstrated our abilities to go beyond traditional health care settings through the 
implementation of telehealth and other innovative network expansion programs, such as 
mobile clinics. We are prepared to further develop our provider network to meet the needs of 
other Medicaid populations such as the aged, blind and disabled, LTSS and dually eligible 
Medicaid members. 


Maintenance of Provider Agreements 
We maintain direct provider agreements in accordance with the provisions set forth in Scope 
of Work Sections 3.7 and 3.16. We also will offer telehealth and mobile medical care to our 
members.  


3.15.6.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and will, 
subject to the availability of the DHCFP resources, provide technical assistance as appropriate. The 
purpose of the readiness reviews is to assess the vendor’s readiness and ability to provide services to 
enrolled recipients. The areas that may be reviewed include, but are not limited to: financial operations; 
administration and organization; recipient services; provider network; quality improvement; and, 
management information systems, including claims processing and reporting systems. The vendor shall 
provide necessary documentation specified by the DHCFP and cooperate with the DHCFP or its 
designees in conducting the review. The DHCFP shall determine when the vendor may begin marketing 
and providing program services. Provision of services as set forth in the contract is also subject to review 
and prior approval of CMS. 


We agree to undergo any readiness reviews that the DHCFP or CMS conducts in association 
with this contract. Our plan president will oversee all readiness review activities. 


READINESS REVIEW 
We will verify that our operations have been activated and can execute the transactions 
necessary to meet member expectations and DHCFP requirements for this contract. We will 
achieve readiness by: 


 Assigning a team dedicated to manage readiness reviews 


 Identifying subject matter experts 


 Compiling required DHCFP documentation by due dates 


 Developing materials and presentations for members, providers and other stakeholders 
that reflect the DHCFP requirements 


 Responding quickly to DHCFP needs 
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We consistently receive high state 
quality review organization audit 
scores between 97 and 100 percent. 


 Meeting all deadlines 


Internal Readiness Review Meetings 
Based upon DHCFP requirements, our dedicated implementation and expansion team 
develops a summary version of the overall project plan that provides a detailed and complete 
overview of all implementation and go-live activities. We regularly conduct internal readiness-
review status meetings to compare our readiness to date alongside the implementation plan 
effective date. This validates that we are adhering to the readiness review schedule and are 
prepared to review all processes and upcoming milestone dates and activities with our state 
partner. Key items that we review during these internal status meetings include, but are not 
limited to: 


 Enrollment processes 


 Claims management processes 


 Web access and portal setup 


 Clinical programs and transition planning 


 Quality Improvement 


 Management information system development and testing 


 Report preparation and delivery processes 


 Provider network readiness 


 Customer service call center processes (for providers and members) 


 Administrative organization, including staffing levels 


 Finance operations 


 Business Continuity 


State Readiness Review Meetings 
We are prepared and agree to participate in various types of readiness reviews with the 
DHCFP, such as: 


 Paper readiness review where the DHCFP asks questions or requests information or 
documentation (e.g., policies and procedures, staffing plans, training curriculum and 
cultural competency plans) 


 On-site testing readiness review where the DHCFP visits our facilities to assess our 
operations (e.g., data center or mail room) or to conduct an audit or an interview of 
our personnel (e.g., member services center representative) 


After the readiness review(s), our dedicated 
readiness review team will continue to integrate 
feedback from the DHCFP and incorporate any 
additions, deletions or changes into our 
implementation plan, including updating operational 
processes and procedures to execute the contract. 


CMS Review and Approval 
Our operations relating to the provision of services under this contract are subject to review 
and approval by CMS and we will comply with any requests received from CMS. 
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3.15.7 Presentation of Findings 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal public presentations 
of statistical or analytical material that includes information about enrolled recipients. This material must 
protect specific individual recipient privacy and confidentiality to the extent required by both federal and 
state law and regulation. 


We agree to obtain DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled 
recipients.  


We have multiple written internal policies specifically addressing compliance with marketing 
requirements. Our marketing and compliance teams have developed a system of checks and 
balances to comply with marketing policies and procedures governing submission and 
approval of marketing materials and compliance to marketing policies and procedures. 
Annually, our marketing and outreach staff receive compliance training related to DHCFP’s 
marketing guidelines and federal regulations regarding Medicaid marketing. Additionally, 
staff are required to attest to their understanding and attendance. 


3.15.8 Vendor Marketing Materials 
3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period. 
The vendor must request and obtain permission from the DHCFP to distribute materials during an open 
enrollment period as well as in other locations or to implement an advertising campaign. Marketing 
materials must be submitted to the DHCFP for review and approval a minimum of sixty (60) days prior to 
the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. The MCAC Schedule is 
subject to change. Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding 
the requirement that the MCAC must review all vendor marketing materials, the DHCFP has the sole 
authority to approve or disapprove materials (including updates to existing materials), distribution and 
advertising campaigns. The vendor, or any provider, organization, or agency that contracts with the 
vendor, is not permitted to market directly to potential recipients. vendors are also prohibited from 
providing materials that contain false or misleading information, and from initiating cold calls to potential 
recipients. 


We fully comply with the requirements in Section 3.15.8 under the direction and leadership of 
our manager of community outreach and marketing events who oversees our Nevada 
Medicaid and CHIP marketing materials to confirm efficacy and maintain compliance with 
State and federal marketing guidelines. We request permission from the DHCFP to distribute 
materials during an open enrollment period, in other locations or to implement any 
advertising campaign. 


We follow Nevada-specific processes and procedures for DHCFP marketing material review, 
and DHCFP and Medical Care Advisory Committee (MCAC) approval that meet the specified 
timelines and confirm receipt of DHCFP’s permission prior to material distribution. The 
MCAC schedule may change and we refer to the DHCFP website for revisions. We collaborate 
with the State and its partners, and compile and provide the MCAC with marketing materials 
for approval. We provide representation at MCAC meetings for any questions related to our 
materials. 


We do not market directly to potential members, nor do our network providers or any 
contracted organization or agency. We follow multiple written internal policies that 
specifically address compliance with marketing requirements and prohibited practices, 
including non-compliant “cold-calls.” We also follow written internal policies to confirm that 
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all information provided in marketing materials is accurate and not misleading. Staff in 
multiple areas, including marketing and compliance, review all materials. 


3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of the DHCFP. This includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review vendor marketing materials 
pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole authority to 
approve the vendor’s marketing materials. If DHCFP approval is granted, the vendor must distribute the 
materials to its entire service area to ensure that, before enrolling, the potential recipient receives the 
accurate oral and written information that he/she needs to make an informed decision regarding whether 
to enroll with the vendor. The vendor may not seek use of approved marketing materials to influence 
enrollment in conjunction with the sale or offering of any private insurance. The vendor may not, directly 
or indirectly, engage in door-to-door, telephone, or other cold-call marketing activities. 


We distribute only DHCFP-approved marketing materials and obtain DHCFP approval on 
any updated, previously approved materials. The DHCFP has the sole authority to approve 
our marketing materials.  


We disseminate DHCFP-approved materials to our entire service area to raise awareness of 
the Medicaid and CHIP programs and to extend the reach of health care services to 
individuals living in all areas of the State. Marketing materials receive customization to 
provide equitable and meaningful engagement across the State with regard to demographics 
and language. We produce these materials at or below an eighth-grade reading level, 
according to the Flesch-Kincaid tool, to make sure individuals can easily understand the 
content.  


We distribute approved materials in English and Spanish, and we will create materials in 
other languages that become prevalent in Nevada as needed. We do not use marketing 
materials that include influencers, such as private insurance offerings. We follow multiple 
written internal policies to confirm full compliance, directly and indirectly, with marketing 
requirements and prohibited practices, including non-compliant door-to-door or telephone 
“cold-calls.” 


3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or 
potential recipients or the DHCFP. Statements that will be considered inaccurate, false, or misleading 
include but are not limited to any assertion or statement that:  


A The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or 


B. The vendor is endorsed by CMS, the federal or state government, or similar entity. 


We confirm that our marketing materials are accurate, clearly stated and compliant with 
DHCFP requirements through management review of the materials, comparison to our 
contractual requirements and submission to the DHCFP for approval prior to use. We have 
policies and procedures in place to confirm accuracy of materials in content and translation, 
in language and alternate formats, and that our materials do not defraud, mislead or confuse 
potential enrollees. All public communications are subject to corporate communication 
policies and procedures, to include auditing of the material and content. Subject matter 
experts conduct formal interdepartmental reviews of marketing materials prior to 
dissemination and provide ongoing monitoring to confirm accurate representation. 
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3.16 Program Integrity 


3.16.1 General Requirements and Authorities 
3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit 
(PIU) designed to identify, review, recover and report improper payments, including fraud, waste and 
abuse (FWA) activities, on an ongoing basis. 


We use the full breadth and depth of our Program Integrity program to identify, review, 
recover and report improper payments, including fraud, waste and abuse (FWA) activities.  


Our comprehensive program enables us to serve the Nevada Medicaid and Check Up 
populations in Clark and Washoe Counties and easily expand our focus to other geographic 
areas, as necessary. 


We know that with the national shift toward managed care service delivery systems of 
integrated care, health plans are on the front line of the fight against Medicaid fraud, waste 
and abuse. We also recognize this shift has led to an increased level of oversight and scrutiny 
by federal officials of state and MCO efforts in fraud, waste, abuse and erroneous payments 
prevention. We look forward to partnering with the Nevada Medicaid Program Integrity Unit 
in meeting and exceeding all contract requirements. 


3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to 
Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance 
from subcontractors and providers for the same. Medicaid payments to managed care health plans are 
government funds, funded by federal and state money. These payments made by State Medicaid to 
managed care entities, including but not limited to, managed care plans, pre-paid plans, subcontractors to 
managed care plans, and any sub-subcontractors, and providers of medical services, supplies or drugs, 
for the benefit of Medicaid recipients may be recovered if obtained by fraud. Any act of health care fraud 
involving such government funds will be subject to prosecution by the State Attorney General's Office 
under the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant citations for 
Program Integrity compliance include, but are not limited to, the citations below. 


A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


B. 42 C.F.R.§ 438, Subpart H; 


C. 42 C.F.R. § 455 Subpart A, B and E;  
D. 42 C.F.R. § 1000 through 1008; 


E. 42 C.F.R. § 456.3, 456.4. 456.23; 


F. 42 C.F.R. § 457.950(a)(2); 


G. Section 6032 of the Federal Deficit Reduction Act of 2005; 


H. Nevada Revised Statutes, Chapter 422; 


I. Nevada DHCFP Medicaid Services Manual; and 


J. Nevada DHCFP Medicaid Billing Guides. 


We are familiar with and comply with all federal and state regulations related to Program 
Integrity, as well as all Nevada Medicaid requirements. Our comprehensive Compliance and 
Ethics Program is the vehicle through which we develop, implement, maintain, comply with 
and monitor compliance. Our Fraud, Waste and Abuse (FWA) Program is an integral part of 
the overall Compliance and Ethics program and includes a Fraud, Waste and Abuse 
Compliance Plan that guards against FWA.  
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Our program takes into account that managed care anti-FWA efforts must encompass our 
entire entity (employees, executives and owners). Under the guidance of our False Claims 
Policy, everyone within our organization is required to comply with the federal False Claims 
Act, state false claims acts as well as similar state and local laws and agency policy. Our policy 
outlines key information about the federal False Claims Act, state false claims acts and similar 
state and local laws and agency policy pertaining to civil and criminal penalties for false 
claims and statements, whistleblower protections and the role of these laws in preventing and 
detecting fraud, waste and abuse in federal and state health care programs. 


Our program integrity and FWA program relies on core elements of an effective compliance 
program such as written policies, procedures and standards of conduct that articulate our 
commitment to and processes for compliance, as well as initial and ongoing education for 
compliance officers, employees, executives, owners, subcontractors and providers. We enable 
effective communication between the compliance officer and employees by using technology, 
ongoing in-person training and day-to-day interactions. We enforce standards through well-
publicized disciplinary guidelines, internal monitoring and auditing to detect offenses, and 
prompt response to detected offenses, including the development of corrective action initiatives 
as required.  


Compliance begins with our employees, as they are trained on our Principles of Ethics and 
Integrity and the obligation to contact our Compliance and Ethics hotline, compliance officer 
or their supervisor immediately upon suspicion of any incidence of FWA they encounter.  


Our FWA plan focuses on the entire process beginning by verifying that excluded providers 
are not allowed in the network, continual oversight with education and, when necessary, 
removal from the network to assure our members are receiving the highest quality care and 
that we are good stewards of public dollars. 


ASSISTING PROVIDERS IN UNDERSTANDING ENHANCED FEDERAL 


REGULATIONS 
Regulation shapes all aspects of America’s health care industry, from the flow of dollars to the 
communication between physicians and patients. It is the engine that translates public policy 
into action. We help providers and subcontractors adapt to the ever-changing regulatory 
environment, including the forthcoming managed care regulations, the Affordable Care Act 
and the Deficit Reduction Act. To help providers and subcontractors understand and comply 
with enhanced federal regulations, our provider services center and other local and national 
employees provide education, training and timely communication of information essential to 
helping providers understand new requirements. Provider services advocates and other staff 
are personally available to answer provider questions. Additionally, providers receive 
information through a variety of communication methods such as periodic mailings, articles 
in our semiannual newsletter, secure emails, blast faxes, and updates to the Provider 
Summary Guide and provider portal. 


 Medicaid Managed Care Regulations: The new rule updating the Medicaid Managed 
Care regulations represents a potential major change to program integrity 
requirements for providers, state agencies, members and MCOs. We continue to 
prepare for these changes and will communicate with stakeholders as needed on issues 
including sub-contractual relationships and delegation, provider screening and 
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enrollment, program integrity, compliance program content and procedures, 
overpayments and payment suspension. 


 The Affordable Care Act (ACA): The ACA added significant program integrity 
requirements in a number of areas including provider enrollment, ownership 
disclosure, implementation of Recovery Audit Contractors, and the requirement to 
report and return overpayments within specified time frames. Since the implementation 
of the ACA, we have worked across the scope of our businesses in all states to provide 
needed information to our partners, including providers and state agencies, on these 
issues and any changes that affected our mutual operations. 


 The Deficit Reduction Act of 2005 (DRA): Our contracted providers and their staff are 
subject to the DRA, which contains many provisions reforming Medicare and 
Medicaid. Most notably, the DRA funded and created the Medicaid Integrity Group 
that in turn hired Medicaid integrity contractors to perform data and review audits. 
While these contractors are now called unified program integrity contractors, the audit 
activities will continue and are beginning to shift focus to managed care audits for 
which we stand ready to cooperate and even collaborate on audit activities. 


3.16.2 Provider Credentialing  
3.16.2.1 The vendor is required to provide: 


A. The vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the vendor, including PCP and Primary Care 
Specialists, specialists and other health care professionals are licensed by the State of Nevada and 
qualified to perform the services. The vendor may not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the Social Security Act. 


We maintain a comprehensive credentialing and recredentialing policy, which confirms all 
health plan providers are credentialed and recredentialed in a consistent, non-discriminatory 
manner. Verification of a valid NV license for all PCPs, specialists and other provider types, 
as well as review of federal sanctions and exclusions are included as part of our NCQA-
compliant credentialing process. We do not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the Social Security 
Act. Our provider credentialing process earned a 100 percent score in the 2015 EQRO audit.   


B. The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network 
providers meet the criteria. Changes to the credentialing process will need to be provided in writing to the 
DHCFP’s Provider Enrollment unit thirty (30) calendar days prior to the change. If the change is 
unanticipated, the vendor will notify the DHCFP’s Provider Enrollment unit within five (5) calendar days of 
the change.  


We are committed to providing credentialing criteria for review and approval by DHCFP’s 
Provider Enrollment unit within the time frames specified in this requirement.  


C. Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the 
vendor and furnished to the DHCFP and/or MFCU upon request, at no cost. 


We provide credentials for network providers, subcontractors or subcontractors’ providers to 
DHCFP and MFU upon request. Our credentialing process follows the following steps: 
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 Initial Provider Application: To initiate a new credentialing application, providers are 
required to complete and submit the required credentialing application to the health 
plan for review and network consideration.  


 Provider Attestation: Applicants must complete and attest to the correctness of the 
credentialing application information submitted.  


 Primary Source Verification: Completed credentialing applications are provided to a 
credentialing specialist who conducts review and primary source verification, which 
follows NCQA-required elements based upon the type of provider.  


 Review of Credentialing Materials: Once primary source verifications are completed, 
the provider’s credentialing file is presented to our Credentialing Committee.  


 Credentialing Committee Review: The Credentialing Committee considers all 
credentialing program criteria and renders a decision, which is then documented and 
stored in our credentialing system, Cactus. Providers receive a letter notifying them of 
the approval decision or denial of acceptance into the network. Denial letters inform 
providers of appeal rights, if applicable or mandated by state law. 


 Contract Award: Providers are awarded a contract to participate in the network only 
after the Credentialing Committee renders a favorable decision. Once the committee 
approves the credentialing application, the decision is communicated to the provider 
network management contracting team.  


 Enacting the Contract: Network management staff verify the newly approved provider 
has a signed contract on file. Once a signed contract on file is fully executed, the 
provider’s contract record is loaded into our core systems, allowing the provider to bill 
for covered services rendered to members and to be listed in the applicable Provider 
Directory. 


Credentialing is a requirement for participation in the various provider networks and all 
providers must be credentialed prior to contracting. Specifically, all providers who participate 
in our provider network are required to complete our NCQA-compliant credentialing process 
prior to executing an agreement. This rigorous credentialing process verifies that only highly 
qualified health care professionals render services to our members.  


Additionally, each provider is recredentialed every three years to ensure all information is 
current and accurate, and that providers continue to meet credentialing criteria and 
standards. Recredentialing is conducted every 36 months to assess and validate the providers’ 
qualifications and to ensure providers continue to meet requirements to provide health care 
services to enrolled members. 


Our credentialing policies and process are in compliance with the NCQA credentialing 
standards. Types of providers we credentialed include, but are not limited to, the following:  


 Allopathic and osteopathic physicians (MDs and DOs) 


 Chiropractors (DCs) 


 Dentists and Doctors of Medical Dentistry (DDSs and DMDs)  


 Podiatrists (DPMs) 


 Doctors of Traditional Oriental Medicine (OMDs) 


 Physician’s assistants (PA-Cs) 
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 Advanced practice nurses (APNs), including: 


 Certified Nurse Midwives (CNMs) 


 Clinical Nurse Specialists (CNS) 


 Nurse Psychotherapists 


 Certified Registered Nurse Anesthetists (CRNAs) 


 A PA-C or APN preceptor must be a practitioner currently credentialed by HP 


 Non-physician behavioral health practitioners: 


 Doctoral and/or master’s level psychologists who are state certified or state licensed 


 Master’s level clinical social workers who are state certified or state licensed 


 Master’s level clinical nurse specialists or psychiatric nurse practitioners who are 
nationally or state certified and/or state licensed, as applicable 


 Other master’s prepared behavioral health care specialists who are licensed, 
certified or registered by the state to practice independently 


 Optometrists (ODs), Physical Therapists (PTs), Occupational Therapists (OTs), Speech 
Pathologists (SPs), Audiologists, Clinical Pharmacists (PharmDs), Board Certified 
Behavior Analysts (BCBA), Board Certified Assistant Behavior Analysts (BCaBA) 


 Non-physician behavioral health practitioners: 


 Examples include: marriage and family therapists; professional counselors; mental 
health counselors; alcoholism and drug abuse practitioners  


 Hospitals (including inpatient rehabilitation facilities), skilled nursing facilities, 
nursing homes, freestanding surgical centers, home health agencies, laboratories, 
comprehensive outpatient rehabilitation facilities, outpatient physical therapy and 
speech pathology providers, providers for end-stage renal disease care and group 
homes and adult day care centers.  


Our credentialing process includes, but is not limited to, the following: 


 Completion, by the provider, of the credentialing application and submission of 
evidence of professional licensure, malpractice insurance, DEA and state pharmacy 
certificates. The application must include attestations regarding: 


 Reasons for any inability to perform the essential functions of the position, with or 
without accommodation 


 Lack of current illegal drug use and/or sobriety (completion of Health Status 
Form), if applicable 


 History of loss of license or disciplinary activity 


 Felony convictions 


 History of loss or limitation of privileges or disciplinary activity 


 History of any malpractice claim or report to the National Provider Database 
(NPDB) or Healthcare Integrity and Protection Data Bank (HIPDB) 


 Current malpractice insurance coverage 


 Correctness and completeness of the application 
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  Credentialing Facts 
 NCQA accredited 
 Protocols follow NCQA, CMS 


and State of Nevada Medicaid 
credentialing guidelines 


 Successful completion required 
for network participation  


 State of Nevada Standard 
Credentialing Application 
required for all providers 


 Recredentialing conducted every 
three years (36 months) 


 Ongoing monitoring conducted 
between credentialing cycles to 
review sanctions, complaints, 
grievances, quality/UM issue, 
licensure limitations and 
member satisfaction 


 History of loss or limitations of status to participate in the Medicare, Medicaid or 
TRICARE programs  


Primary source verification elements include, but are not 
limited to, the following:  


 Confirmation from appropriate state agency of 
license validity, expiration and information as to 
past, present or pending investigations or 
sanctions 


 DEA certificate and/or state pharmacy license 


 Education and training—Graduation from 
medical or professional school, completion of a 
residency, board certification (if applicable) 


 History of professional liability claims which 
resulted in settlements or judgments paid by or 
on behalf of the provider 


 Medicare/Medicaid sanctions and limitations 


 Work history 


 Hospital privileges 


 Health status (past or present chemical dependence/substance abuse) 


 Criminal/felony convictions 


 Non-care complaints and quality of care investigations 


 Site visit score (if applicable) 


 Patient satisfaction survey results 


 Utilization management 


 Query of the National Practitioner Data Bank 


 Query of the Medicare and Medicaid Sanction 


This rigorous credentialing process ensures that qualified health care professionals provide 
our members with quality services and coordinated care.  


3.16.3 Provider Enrollment 
3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


We fully anticipate PPACA to continue to drive changes across the U.S. health care system 
and our program delivery platforms. We are fully committed and we will continue to use 
internal and external resources to develop innovative approaches to improving health care and 
comply with regulatory mandates. Our systems are integrated and scalable to accommodate 
current and future state and CMS mandates such as those resulting from the PPACA, 
meaningful use standards, 5010 standards, ICD-10 code sets, and provider enrollment and re-
enrollment standards. We comply with the State’s standards regarding provider enrollment 
and re-enrollment, which requires providers by way of the PPACA legislation to recertify with 
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the Medicaid program every three years or face disenrollment from the Medicaid and 
managed Medicaid programs. 


3.16.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid provider that has been 
enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the 
vendor may enroll a provider prior to the provider enrolling as a Medicaid provider, the provider is not 
permitted to provide services to the Medicaid MCO recipients until the provider is enrolled with Nevada 
Medicaid’s fiscal agent. The provider is not required to see FFS clients.  


We comply and do not contract with providers who are not already enrolled as a Medicaid 
provider.  


3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to 
maintain a license in good standing in the state where services are provided.  


We comply and conduct monthly sanction and debarment checks, as well as monitor licensing 
board updates, to confirm professionals are in good standing with state licenses. 


3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as 
needed. These single case agreements must be reported to the DHCFP.  


We are committed to ensuring members receive high-quality services and sometimes this 
means accessing an out-of-network or out-of-state provider. We adhere to these requirements 
and refer providers who are not yet network providers, as well as those who are non-Medicaid 
providers, to the DHCFP to complete the Medicaid provider enrollment. Further, we 
appreciate that the State permits us to enter into single case agreements (SCAs) with non-
Medicaid providers as needed, and understand that any provider located outside of Nevada 
must be licensed in his/her home state of practice to enter into an SCA with us. We are 
committed to providing useful reports to DHCFP regarding SCAs in the format and frequency 
required. 


3.16.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed from 
the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes 
for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the 
vendor including, but not limited to: provider/patient files; audit reports and findings; and medical 
necessity reviews. 


We will comply and follow DHCFP notification policies when we disenroll, decredential, 
terminate or remove a provider from the provider network. We will provide the cause and 
documentation, as allowed by law, to the DHCFP within the required notification time frames 
set forth by DHCFP. 


3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have 
disenrolled, deactivated, terminated, de-credentialed or been removed from the active provider 
enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all required 
documentation of the termination will be supplied to the DHCFP within five (5) business days of the 
decision to terminate. 


We will provide a list of providers who have been enrolled, disenrolled, deactivated, 
terminated, decredentialed or have been removed from active provider enrollment to the 
DHCFP by the 10th calendar day of the each month. If a provider has been terminated, 
decredentialed or disenrolled, we will provide the cause and documentation, as allowed by law, 
to the DHCFP within five business days.  
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3.16.4 Provider Contracts 
3.16.4.1The Vendor must execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


It is important to bring a fully qualified and accessible provider network to deliver care to 
Nevada’s Medicaid recipients. We have mechanisms in place to monitor geographic 
distribution of primary physicians, high-volume specialists and primary care dentists. We 
review contracted providers on a quarterly basis, using GeoAccess mapping and data-driven 
analyses to monitor compliance with the State’s access standards. 


Network compliance standards:  


Type of Provider  Nevada  


Primary Physicians  95 percent of members within 30 minutes’ driving time 
from home to primary physician office, as measured by 
GeoAccess  


High-Volume Specialists  95 percent of members within 90 minutes’ driving time 
from home to specialist office, as measured by 
GeoAccess 


Medicaid Primary Physicians and 
Dentists  


25 miles from member’s place of residence  


All medical providers are required to complete our NCQA-compliant credentialing process 
before executing a network contract. This rigorous credentialing process validates that 
qualified health care professionals provide members with quality services and coordinated 
care. We consistently verify adequate physical and geographical access to medically covered 
services for enrolled members.  


The significant number of already contracted Nevada medical and dental providers is shown 
in the following table: 


Nevada Contracted Network Clark County* Washoe County* 


OB/GYN providers  181 59 


Pediatrics providers 285 55 


Family Practice Providers and Internal Medicine 947 189 


Hospitals 11 4 


Specialists 1,834 720 


Ancillary medical services 944 235 


Ambulatory surgery centers 28 9 


Laboratory 1 1 


Radiology centers 19 6 


Skilled nursing facilities 16 2 


Urgent care centers 14 7 


Dentists 255 83 


* Contracted provider totals as of July 2016.  
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BEHAVIORAL HEALTH – PROVIDER CONTRACTS 
Behavioral health providers are also required to complete our rigorous credentialing process 
before executing a contract and consist of the following:  


Nevada Contracted Network Clark County* Washoe County* 


Licensed Psychiatrists (MD) 57 44 


Licensed Psychologists (PHD, PSYD) 40 14 


Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 


Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 


Licensed Alcohol and Drug Counselors (LADC, LCADC, 
CADC, CADC-I, LADC-I) 


73 
19 


Other Master’s Level Counselor (LCPC, CPC, CPC-I) 36 2 


Other psychiatric prescribers (APN, DO, PA-C) 68 15 


Inpatient acute hospitals 5 2 


Methadone clinics 5 2 


* Contracted provider totals as of July 2016.  


Our behavioral health department has also established contracts with five inpatient psychiatric 
facilities, three of which also offer substance abuse treatment, and offer partial hospitalization 
and intensive outpatient treatment. 


3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the Vendor shall submit drafts of standard language for any such contract to the DHCFP 
for review. Provider contracts must meet all state and federal requirements. The Vendor shall submit any 
of its provider contracts to the DHCFP within 5 business days upon request.  


Our contracting department works closely with our compliance and legal teams to confirm 
that contracts are compliant with all applicable state and federal regulations. Contracts are 
reviewed, at a minimum, annually by our contract compliance and legal teams. Templates are 
available for review and approval by DHCFP and any substantial changes are communicated 
in writing to the DHCFP before implementation. Should DHCFP desire to review any of our 
contracts, they are available well within five business days of such a request by DHCFP. 


3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to providers 
who are not currently participating in the DHCFP's medical assistance programs or have a signed 
agreement but do not actively accept eligible recipients.  


We have robust processes in place to provide recruitment of providers to meet the needs of our 
members.  


PROVIDER RECRUITMENT 
Our outreach to providers is an ongoing initiative throughout the year. We are actively 
expanding our provider network to ensure adequate coverage for all members close to home 
both within the defined service area of this RFP and throughout Nevada. These efforts include 
monitoring internal and external data sources, which identify new opportunities for 
contracting with newly established providers. We are also strong supporters of academic 
institutions within Nevada, with the goal of developing and retaining high-quality providers 
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within our local markets. All provider recruitment efforts occur in a manner that will meet the 
objectives outlined by DHCFP, with the goal of improving access to care. Provider advocates 
provide customized on-site training to all new network providers through site visits, which 
ensure that each provider is aware of the unique features and requirements of the Medicaid 
program. This includes, but not limited to, network access and the contractual requirements of 
timely access for members, unique care management programs, additional benefits available 
to members, quality-reporting initiatives, and the person to contact when they have various 
questions or concerns.  


PROVIDER NETWORK MONITORING  
Our provider network is the foundation to members receiving quality care from top-notch 
providers in a timely manner. We take our provider network seriously and ensure that we have 
providers who are open to see new members, are fully credentialed and adequately trained in 
the specialties they practice with ongoing credentialing and recredentialing requirements 
recognized by national accrediting organizations such as NCQA.  


Our provider advocates are responsible for preforming site visits with both new and 
established offices on a regular basis ensuring that they are aware of any changes with the 
Medicaid program, new quality programs, and care programs and resources available to 
members. Our robust provider analytics allow us to review and benchmark provider 
performance against their peers locally as well as nationally to ensure that providers are 
servicing members effectively. Our goal with the provider network is to exceed our members’ 
expectations when they need to receive care. If services cannot be performed locally, we have 
excellent relationships with neighboring states and providers to ensure that members’ needs 
are met. 


OVERSIGHT OF ENROLLED, BUT NOT ACTIVE PROVIDERS 
Quarterly GeoAccess reports are reviewed to determine locations where recruitment outreach 
may be necessary, if any, to maintain compliance with required access and availability 
standards. These reports provide insight not only into geographic coverage but also ensure 
that enough specialists are available within a geographic location to cover the needs of the 
population. 


3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the vendor’s medical management 
standards. The vendor must submit these policies and procedures to the DHCFP within 5 business days 
upon change of policies and procedures or upon request.  


We currently have and will maintain written policies and procedures for monitoring our 
providers to ensure they are in compliance in adhering to the medical management standards. 
As required, we will submit our monitoring policies and procedures to DHCFP within five 
business days of a policy or procedure change or upon request. 


Continual monitoring of the provider network’s compliance with our medical management 
standards is of the utmost importance to ensure the members are receiving quality medical 
services. Our policies contain the monitoring mechanisms to assess compliance with these 
standards. As indicated in our Provider Summary Guide, our provider services department 
conducts on-site visits and ongoing monitoring of providers to detect deficiencies in 
compliance with our medical management standards. The provider network is also monitored 
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by incoming complaints. The quality team reviews complaints regarding the quality of care a 
member received. 


Appropriate research and investigation is completed for each complaint where a concern 
regarding quality and medical management policy compliance is discovered. If a deficiency is 
found, the provider services department addresses the issue with the specific provider(s) and 
requires compliance with their contractual obligations through implemented corrective action 
plans. Continued failure by the provider/provider group to comply would lead to further 
disciplinary action, up to and including termination of a provider or provider group contract.  


In instances where an imminent danger may be present, the chief medical director/medical 
director or designee, after consultation with legal counsel, may suspend or terminate the 
practitioner’s participation in the network, effective immediately upon the date of notice to the 
practitioner. The results of the corrective action are also presented to the Credentialing 
Committee for approval. 


3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. 


We comply and understand the specifics regarding the structure of the provider contract. All 
contracts will be submitted to the DHCFP for approval. We are committed to ensuring 
members have access to quality and accessible services and, as with contracts across the 
country, we do not incentivize providers to underserve or avoid medically necessary services. 


3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


We understand the specifics regarding “gag” clauses, do not include them in provider 
contracts and adhere to the requirement. 


3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) 
business days upon request. 


We have a history of exceeding this measure. We adhere to the requirement set forth in the 
Scope of Work Section 3.16.4.7 and supply the DHCFP or MFCU with provider contracts 
within five business days of request. 


3.16.5 Provider Directory 
The vendor must publish its provider directory and any subcontractors’ provider directory via an Internet 
website upon contract implementation and will update the website on a frequency no less than monthly 
for all geographic service areas. The vendor must provide the DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by the DHCFP, the vendor 
must confirm the network adequacy and accessibility of its provider network and any subcontractor’s 
provider network.  


We satisfy this requirement as set forth by the State. We update our provider directory in PDF 
format and post the document online monthly. Provider directories are important as they 
provide a crucial link in the member provider relationship. Through multiple channels, we 
confirm that provider demographic information is available and accessible in hard copy, 
online and TTY. 


We maintain data on all participating providers within our provider networks. Provider 
additions, changes and terminations in the network are routed daily through our Network 
Operations team. At any point in which there is a change to provider demographic 
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information, our online directory is updated weekly for our members’ convenience. If a 
member does not have access to the internet or the website, he or she may contact the member 
services department for information. Further, upon contract award, we will provide at 
DHCFP’s request the most current provider directory.  


The accuracy of the provider data contained within the provider directories is consistently 
validated through a series of audits, both electronic and manual. In addition, the provider 
services advocates continually verify key provider demographic data elements through sites 
visits, phone contact and correspondence. 


3.16.6 Provider Communications 
3.16.6.1 Provider Policy and Procedure Manual 


A. The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider 
which must be approved by the DHCFP. The vendor shall document the approval of the provider manual 
by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is 
reviewed and updated at least annually. The vendor will provide policy and procedure updates to the 
DHCFP within five (5) business days of the contract implementation, any significant changes in the 
manual or upon request.  


B. The vendor may publish the manual material related to more than one category of provider in a single 
volume upon approval of the DHCFP. The vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all copies of the manual in each provider’s 
possession within five (5) business days when changes are made by the vendor. Provider update notices 
sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are 
made by the vendor. The vendor can meet this requirement by furnishing one (1) copy of the manual and 
one (1) copy of the manual updates to each provider practice where several providers within the practice 
are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual 
shall be provided to the DHCFP. That electronic copy must be updated with the same frequency as the 
hardcopy manual copies furnished to providers. The manual shall include, at a minimum: 


1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 


2. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  


a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility 
through the current electronic verification system.  
3. Prior authorization procedures and requirements including the appeals process for denied, reduced or 
terminated services; 


4. The procedures for claims administration including the appeals process for denied claims; 


5. Provider credentialing criteria; 


6. Provider network management; 


7. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; 
and all pertinent information necessary to submit a clean claim in a timely manner; 


9. Procedure to dispute adverse payment and contract decisions; and 


10. Policies and procedures to be implemented by the vendor to manage quality improvement and 
recipient service utilization. 


Providers added to our network are given  a Provider Summary Guide at their initial provider 
orientation. The Provider Summary Guide is sent to the state yearly for approval prior to 
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releasing to the network. Upon approval from the state, all network providers are notified via 
fax blast that the new Provider Summary Guide is available on the website. Providers may also 
request a hard copy of the Provider Summary Guide. We will comply with the requirement to 
provide one hard copy of the Provider Summary Guide as well as an electronic copy. When 
updates are added to the Provider Summary Guide, a notification is sent to the network via fax 
blast and posted to the online website. 


The Provider Summary Guide includes the following, but is not limited to:  


 Training tools and instruction for the provider to access our online portal which 
includes real-time member eligibility information 


 Instruction on how to submit for prior authorization submission and real-time prior 
authorization status 


 Detailed information regarding claim submission  


 Real-time claims payment status instructions 


 Claims appeal process and time frames 


 Credentialing process and procedures 


 Network management and contracting process 


 Benefit information and covered services/programs  


 Information on how to submit clean claims via paper or electronic method for payment  


 Claims billing information, as well as any necessary documents that may be needed to 
process a claim for payment  


 Action, Notice of Action and Appeals 


We comply with these requirements. Please refer to our previous response to Section 3.7.8.1, 
as guided by the State’s Amendment 2, Question 40. 


3.16.6.2 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest to 
all providers, the workshops must provide sessions for each discrete class of providers whenever the 
volume of recent changes in policy or procedures in a provider area warrants such a session. All sessions 
should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering 
services in order to ensure that the recipient is Medicaid eligible and that claims are submitted to the 
responsible entity. Individual provider site visits will suffice for the annual training requirement. 


We comply and we have provided our response to these requirements in Section 3.7.8.2. Please 
refer to our previous response, as guided by the State’s Amendment 2, Question 41. 


3.16.6.3 Provider Newsletter 


The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest  


We comply and we have provided our response to these requirements in Section 3.7.8.3. Please 
refer to our previous response, as guided by the State’s Amendment 2, Question 42. 
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3.16.6.4 Network Maintenance  


A. Maintenance of the network includes, but is not limited to: 


1. Initial and ongoing credentialing; 


2. Adding, deleting, and periodic contract renewal; 


3. Provider education; and 


4. Discipline/termination, etc. 


We comply and we have provided our response to these requirements in Section 3.7.9.1. Please 
refer to our previous response, as guided by the State’s Amendment 2, Question 43.  


3.16.6.5 The vendor must have written policies and procedures for monitoring its network providers, and 
for disciplining those who are found to be out of compliance with the vendor’s medical management 
standards. 


We currently have and we will maintain written policies and procedures for monitoring our 
providers to ensure they are in compliance in adhering to the medical management standards.  


Continual monitoring of the provider network’s compliance with these standards is of the 
utmost importance to ensure the members are receiving quality medical services. Our policies 
contain monitoring mechanisms to assess compliance with these standards. As indicated in 
our Provider Summary Guide, our provider services department conducts on-site visits and 
ongoing monitoring of providers to detect any deficiencies in the medical management 
standards. The provider network is also monitored by incoming complaints. The quality team 
reviews complaints regarding the quality of care a member received.  


We complete appropriate research and investigation for each complaint where we discover a 
concern regarding quality and medical management policy compliance. If a deficiency is 
found, the provider services department addresses the issue with the specific provider(s) and 
requires compliance with their contractual obligations through implemented corrective action 
plans. Continued failure by the provider/provider group to comply would lead to further 
disciplinary action, up to and including termination of a provider or provider group contract.  


In instances where an imminent danger may be present, the chief medical director/medical 
director or designee, after consultation with legal counsel, may suspend or terminate the 
practitioner’s participation in the network, effective immediately upon the date of notice to the 
practitioner. The results of the corrective action are also presented to the Credentialing 
Committee for approval. 
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3.16.6.6 The vendor must take appropriate action related to dual FFS and managed care network 
providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, 
removal from the provider panel to DHCFP in a time and manner as determined by the DHCFP as 
follows:  


A. Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken 
against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately 
inform the DHCFP’s Provider Enrollment Unit;  


B. The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's 
excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the 
OIG or by the DHCFP; and 


C. If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network provider, the 
vendor shall review the provider’s performance related to this RFP and take any action or impose any 
sanction, including disenrollment from the vendor’s provider network. 


We comply with these requirements in the follow manner. 


INFORM DCCFP’S PROVIDER ENROLLMENT UNIT 
We understand the importance of information sharing and welcome the opportunity to discuss 
which specific public channels of information are expected in this requirement. We comply 
with this requirement in that we monitor public forums such as news media and industry 
communications, and act upon this information relating to suspected Fraud, Waste and Abuse 
by taking appropriate disciplinary action.  


CHECK OIG WEBSITE AND DHCFP’S EXCLUDED PROVIDER LIST  
We access the Office of the Inspector General (OIG) website on a monthly basis to confirm 
whether any network providers are under sanction. If a network provider is found on the OIG 
report, the provider is recorded and forwarded to our Credentialing Committee and network 
management team for review and appropriate action. If a Medicaid provider is found to be 
active in our network and on the OIG sanction report or on any public source for disciplinary 
actions, we notify our Medicaid compliance department and will subsequently report this 
information to the DHCFP. 


SANCTION NOTIFICATION 
If notified by the state of an action or imposed sanction against a network provider, we would 
review and monitor the provider’s performance and take appropriate action or impose any 
sanction, up to and including termination from the provider network. 


3.16.7 Affiliations with Debarred or Suspended Persons 
3.16.7.1 Monitoring for Prohibited Affiliations 


A. The vendor may not employ or contract with providers excluded from participation in federal healthcare 
programs.  


We adhere to requirements prohibiting the hiring, continuing to employ, contracting with, or 
making payment to persons or entities, including those with ownership or controlling interest 
that have been excluded, debarred or suspended from participation or procurement with 
federal or State health care programs, as required. We also adhere to Nevada contract 
requirements specific to state sanction screening results. 
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We proactively check:  


 Health and Human Services Office of Inspector General (HHS OIG) 


 List of Excluded Individuals/Entities (LEIE) 


 The System of Award Management (SAM) 


 Other applicable sites as may be determined by DHCFP 


We conduct a search of these websites monthly to capture exclusions and reinstatements that 
have occurred since the previous search. All exclusion information discovered will be reported 
to DHCFP as required. We understand that any individual or entity that employs or contracts 
with an excluded provider or individual cannot claim reimbursement from Medicaid for any 
items or services furnished, authorized or prescribed by the excluded provider or individual. 
This prohibition applies even when the Medicaid payment itself is made to another provider 
who is not excluded. Additionally, we acknowledge that civil monetary penalties may be 
imposed against providers who employ or enter into contracts with excluded individuals or 
entities to provide items or services to Medicaid members. 


B. The vendor may not be controlled by a sanctioned individual. 


As a company with federal and state contracts, we do not permit anyone who sanctioned by the 
federal government or barred from federal contracts to perform work on any business related 
to our federal or state contracts or have a controlling interest in our company. Additionally, 
we also adhere to state contract requirements specific to state sanction-screening results.  


Using exclusion information published by HHS-OIG and state-based agencies, a variety of 
monitoring strategies are employed to identify providers, vendors and our employees who are 
excluded from participation in federal and state health care programs. 


C. The vendor may not have a contractual relationship that provides for the administration and 
management or provision of medical services, or the establishment of policies, or the provision of 
operational support for the administration, management or provision of medical services, either directly 
and indirectly, with an individual convicted of certain crimes as described in section 1128(b)(8)(B) of the 
Act.  


We carefully review the qualifications of all participating providers, including education, 
training, board-certification status, license status, hospital privileges and malpractice sanction 
history. If there are sanctions or issues with licensure, the provider file is submitted to the 
Credentialing Committee for further review. We only award contracts to providers after we 
verify that they meet the applicable credentialing and licensure requirements. Furthermore, 
we do not employ or contract with providers that have been excluded from participating in 
federal health care programs under Section 1128 or Section 1128A of the Social Security Act. 


Our provider sanctions team performs various tasks around monitoring and collecting 
sanctioned provider data on a monthly basis. 
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D. The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, 
utilization review, medical social work, or administrative services, with one of the following: 


1. Any individual or entity excluded from participation in federal healthcare programs; 


2. Any entity that would provide those services through an individual or entity. 


According to federal regulation (e.g., 42 CFR § 1001.1901), when the HHS-OIG or a 
responsible state agency has excluded an individual or entity, federal health care programs are 
prohibited from providing payment to those individuals or entities. In such instances, we have 
established mechanisms to make sure those individuals and entities do not receive payment for 
any services or items furnished, ordered or prescribed and are not hired or contracted by one 
of our entities. 


To supplement our proactive efforts to identify debarred or sanctioned providers, our claims 
department maintains a detailed process to prevent paying any claims that may be submitted 
by debarred providers. Upon notification that a provider has been debarred, we immediately 
apply a pay hold flag in our claims processing system, triggering a denial of any claims 
received from the provider for service rendered after debarment. Under no circumstances will 
we issue payments to disbarred providers for services rendered within the period they are 
debarred. 


PROVIDER AUDITS 
A detailed provider audit can detect FWA or other improper billing practices. Selective audits 
may be performed of specific providers to look for potential fraud, waste and abuse, or 
providers may be selected for audit using various sampling criteria (e.g., random, statistical) 
as part of a provider monitoring program. Provider audits may be performed as a component 
of retrospective fraud/abuse investigations. 


E. The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the 
vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that 
is debarred, suspended or excluded from participation in federal healthcare programs.  


We are well versed on the federal prohibitions related to affiliations with debarred individuals 
as set forth in 42 CFR §455 and 42 CFR §438.610 and our prohibition from using funds 
received under this contract for goods and services furnished, ordered or prescribed by 
excluded individuals, directors, officers and partners included. We maintain a robust set of 
documented policies and procedures for internal fraud controls, including our Employee 
Handbook, which includes provisions pursuant to 42 CFR 438.610. 


F. The vendor is prohibited from knowingly having a person with ownership of more than 5% of the 
vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


We have not knowingly had a relationship with any individual who has ownership of more 
than 5 percent of the health plan’s equity or who is debarred, suspended or otherwise excluded 
from participating in federal health care programs. Furthermore, as part of our routine 
employee hiring and development of contractor relationships, we actively seek to learn of such 
and are aware of any persons or affiliates of individuals who fit this description. 


To prevent this from occurring, we conduct background checks, including criminal history 
checks on all applicants for employment before hiring them. We use these background checks 
to verify that the candidates have not been convicted of, pleaded guilty to, or pleaded nolo 
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contendere to any felony or any Medicaid or health-care-related offense. We also verify that 
providers and employees do not appear on the Office of Inspector General (OIG) List of 
Excluded Individuals/Entities or the General Services Administration Excluded Parties List of 
Debarred Contractors to confirm that they have not been debarred or suspended by any 
federal or state governmental body. In addition, we have disclosure requirements for 
providers, as part of an enhancement to our credentialing process. These disclosure 
requirements will include data required by 42 CFR Part 455 and will address the debarment 
history for our contracted provider network. 


G. The vendor is prohibited from knowingly having an employment, consulting, or other agreement with 
an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a 
person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs. 


We comply with all federal and state requirements to assure that our providers, any persons 
with an ownership or control interest or managing employee of a provider, our employees and 
contractors do not appear as debarred or excluded on the following lists: 


 The OIG List of Excluded Individuals/Entities 


 The General Services Administration Excluded Parties List of Debarred Contractors 


 The Social Security Administration’s Death Master File 


 The National Plan and Provider Enumeration System (NPPES) 


 The Medicare Exclusion Database 


 Other databases as required by the U.S. Department of Health and Human Services 


Our process for credentialing includes provider disclosure requirements, as required by 42 
CFR Part 455. We will suspend payment for goods and services furnished, ordered or 
prescribed by excluded individuals from Medicare, Medicaid and CHIP participation in 
accordance with statutes and regulations. In addition, as notified by the state agency and in 
compliance with 42 CFR §455.416, we deny or terminate the enrollment of any provider who 
is terminated under the Medicaid program or CHIP of any other state. Providers terminated or 
denied under §455.416, as required by the state agency, will be given appeal rights afforded to 
them under State law and regulations. We will notify the DHCFP if an enrolled provider and 
any person with an ownership or control interest or who is an agent or managing employee of 
the provider has been excluded from participation or of other adverse actions. 


We confirm our monitoring of excluded individuals and entities includes, but is not limited to:  


 Health care professionals and services within contracting/provider credentialing 


 Upon hire of employees, vendors, contractors and subcontractors 


 Ongoing monthly review of providers, employees, vendors, contractors and 
subcontractors 


We notify DHCFP if we receive notice that action is being taken against us or any person 
defined above or under the provisions of Section 1128(a) or (b) of the Social Security Act (42 
U.S.C. §1320a-7) or any contractor which may result in exclusion, debarment or suspension 
from the Medicaid or CHIP program. 
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H. If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is 
disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of 
noncompliance. The State may continue the existing agreement with the vendor unless the Secretary 
directs otherwise. The DHCFP may not renew or extend the existing agreement with the vendor unless 
the Secretary provides to the DHCFP and to Congress a written statement describing compelling reasons 
that exist for renewing or extending the agreement.  


We understand the DHCFP will notify the Secretary of non-compliance if it learns we have a 
prohibited relationship with a person or entity disbarred, suspended or excluded from 
participation. We will use the methods and protocols described above to minimize the risk of a 
prohibited relationship. 


3.16.8 Compliance Plan  
3.16.8.1 Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. 


In accordance with 42 CFR 438.608(a), our compliance program includes administrative and 
management arrangements or procedures, including a mandatory Fraud, Waste and Abuse 
Compliance Plan designed to prevent, reduce, detect, correct and report known or suspected 
FWA.  


Our comprehensive Compliance and Ethics Program serves as a roadmap for the prevention, 
detection, reporting and corrective action of suspected cases of fraud and abuse in the 
administration and delivery of services. Our plan validates that, at a minimum, we will meet 
the requirements in Section 3.16 of the Scope of Work and is based upon the seven elements of 
an effective Compliance and Ethics Program as specified by 42 CFR 438.608. 


Our Compliance and Ethics Program leverages national processes and expertise to support 
activities that occur locally in business operations to uphold and enforce ethical and compliant 
practices. National resources used by the Compliance and Ethics Program include executives 
from the ethics, government relations, compliance education and privacy offices. The 
combined experience and oversight of these departments makes certain we achieve business 
objectives in compliance with applicable laws, regulations, standards of conduct and our 
company policies. 


We are committed to providing members with access to high-quality medical care while 
complying with state, federal and local laws, regulations and other requirements of the 
DHCFP. As one of the country’s leading health and wellness companies, our reputation ranks 
high among our most important assets. Members, employees, regulators, health care 
professionals and investors expect honesty and integrity in their dealings with us. 


3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the 
organization’s commitment to comply with all applicable Federal and State program integrity standards. 


Our Compliance and Ethics Program is the vehicle through which we develop, implement, 
maintain and monitor compliance. Through written policies and procedures, the Compliance 
and Ethics Program enables us to operate with the highest ethical standards expected by the 
State and to build integrity in its work, furthering a culture of compliance. The following 
response contains detailed information on specific policies, procedures and standards included 
in our program. 
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3.16.8.3 General Requirements 


A. The vendor must have a comprehensive compliance plan which encompasses the elements necessary 
to monitor and enforce compliance with all applicable laws, policies, and contract requirements.  


B. The compliance plan must be reviewed and approved annually by the DHCFP. 


C. The compliance plan must include the following elements, and any others as directed by the DHCFP: 


1. Written policies and procedures for the functions in this section; 


2. Standards for effective communication between the Compliance Officer, Program Integrity staff, 
management, vendor staff, and the DHCFP; 


3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, 
management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and 
improper payments; 


4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit; 


5. Specific objectives and goals for Program Integrity operations in the coming year; and 


6. The process that the vendor will use to enforce program integrity standards through well publicized 
disciplinary guidelines. 


7. The process that the vendor will use to complete internal program integrity monitoring and auditing.  


8. How the vendor will promptly respond to detected program integrity offenses and develop corrective 
action initiatives. 


9. A report on the success of the objectives and goals from the previous year. 


Our national Compliance and Ethics Program provides overarching support for the local 
Compliance and Ethics Program to confirm the seven elements of an effective Compliance 
and Ethics Program, as specified by 42 CFR 438.608, are upheld and the needs of the State 
are met. This tiered Compliance and Ethics Program serves as a blueprint for ethical and 
compliant practices for our company’s officers, employees, providers and subcontractors.  


Detection, prevention and correction in a Compliance and Ethics Program is important and 
we meet the regulatory and contractual expectations, including measures to combat fraud, 
waste and abuse.  


SEVEN CORE ELEMENTS OF AN EFFECTIVE COMPLIANCE AND ETHICS 


PROGRAM 
These seven elements are essential to the implementation of a comprehensive, effective 
Compliance and Ethics Program in Nevada. 


1. Establish written standards, codes of conduct, policies, procedures and controls 
specific to Nevada that promote our commitment to compliance, address specific areas 
of potential fraud and confirm compliance with state laws, including Nevada Revised 
Statutes, Sections 357, 422.401-570 and 193.130, contract requirements and federal 
regulations. 


2. Exercise effective compliance and ethics oversight through program governance by a 
compliance officer and Compliance Committee charged with operating and monitoring 
the Compliance and Ethics Program and who report to the chief executive officer and 
through the board of directors. 
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3. Develop and implement ongoing, effective education and training programs for all 
affected employees. 


4. Establish effective lines of communication and reporting mechanisms to receive 
complaints from Nevada constituents to safeguard the anonymity of complainants to 
protect them from retaliation and establish clear processes and structure for addressing 
compliance concerns quickly and effectively. 


5. Facilitate consistent enforcement and discipline of employees who have violated 
internal compliance policies, applicable statutes, regulations or state contract 
requirements. 


6. Monitor and audit the effectiveness of Compliance and Ethics Programs in Nevada. 


7. Respond appropriately to incidents and take steps to prevent future incidents. 


ELEMENT 1: ESTABLISH WRITTEN STANDARDS, CODES OF CONDUCT, 
POLICIES, PROCEDURES AND CONTROLS 
Our Compliance and Ethics Program requires employees and contractors to abide by the law 
and adhere to the company’s contractual obligations. The Nevada program will include the 
following compliance policies and program materials:  


 Code of Conduct—Our Principles of Ethics and Integrity (Code of Conduct)  


 Government Programs Compliance Program  


 Government Programs Fraud, Waste and Abuse Program 


 False Claims Act Policy  


 Employee Handbook  


 Nevada-specific Supplemental Compliance and Ethics Program documentation to 
address contract-specific requirements  


Code of Conduct 
Our Code of Conduct and related policies promote compliance with legal and regulatory 
requirements, foster ethical conduct by employees and contractors, and provide guidance for 
employees and contractors on their conduct. We communicate the Code of Conduct to new 
employees and reinforce it through ongoing employee training programs that include either 
attestation or assessment activities to achieve review and understanding. The Code of Conduct 
also includes provisions for reporting suspicions of non-compliant, unethical or fraudulent 
activity. 


Government Programs Compliance Program 
The Government Programs Compliance Program provides a national framework for local 
compliance programs and includes established policies and procedures pertaining to 
compliance, auditing, privacy and security, and progressive discipline.  


Fraud, Waste and Abuse Program 
The Government Programs Fraud, Waste and Abuse Program includes established policies, 
procedures and standards of conduct pertaining to the detection and investigation of potential 
fraud, waste and abuse to verify both federal and state dollars are protected. The Fraud, Waste 
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and Abuse Program includes robust payment prevention, recovery and reporting elements, 
which will be in effect in Nevada. 


False Claims Act Policy 
This policy addresses the Federal False Claims Act and provides information related to the 
Act’s provisions, administrative remedies for false claims, and whistleblower protections. The 
policy also will cover Nevada’s laws that include civil and criminal penalties for false claims, 
along with whistleblower protections. 


On an annual basis, or more often as needed, we review and update our state-specific 
compliance and ethics policies and procedures to provide the local framework for guiding the 
Nevada Compliance and Ethics program. Some of the local policies include Medicaid Fraud 
Reporting, Potential Fraud Notifications, and Claims Investigation for Possible 
Misrepresentation Review Process. Up-to-date policies are available to all employees. 


ELEMENT 2: EXERCISE EFFECTIVE COMPLIANCE AND ETHICS OVERSIGHT 


THROUGH EFFECTIVE PROGRAM GOVERNANCE 
Our compliance officer, along with the Compliance Committee, oversees the Compliance and 
Ethics Program and the Fraud, Waste and Abuse Program in Nevada. Our oversight and 
governance framework focuses on the structures and processes necessary to drive improved 
compliance outcomes. Results of the Compliance and Ethics Program and Fraud, Waste and 
Abuse Program activities in each health plan are periodically reported to the Government 
Programs Corporate Responsibility and Compliance Oversight Committee and the Medicaid 
Compliance Oversight Committee. The Compliance and Ethics Program and the Fraud, Waste 
and Abuse Program are approved annually through this governance structure.  


The following participants are responsible for implementing and overseeing the Compliance 
and Ethics Program for our company: 


 National compliance officer 


 Medicaid administrator 


 Board of directors 


 Compliance Committee 


 Nevada Medicaid compliance officer 


Our Nevada Medicaid compliance officer manages the execution and coordination of a 
Nevada-specific Compliance and Ethics Program while also leveraging the national 
Compliance and Ethics Program. The compliance officer directly accesses regional and 
national senior management, including the national compliance officer and local legal 
counsel to confirm compliance with Nevada contract requirements and state and federal laws 
and regulations and: 


 Functions as the local, compliance and ethics leader accountable to our Medicaid 
administrator and the national compliance officer, providing oversight and monitoring 
of the Compliance and Ethics Program 


 Reports compliance activity to our Compliance Committee, the health plan Compliance 
Oversight Committee and reports issues to the company’s board of directors  


 Identifies and manages compliance risk through collaboration with business partners 
and reports compliance risk and progress made toward remediating risk to the 
Compliance Committee 
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 Investigates and responds to Code of Conduct or other policy violations 


 Verifies policies and procedures are created and maintained to address company 
requirements and that they align with company policies 


 Coordinates regulatory audit activity in concert with Audit Management and the 
appropriate functional areas 


 Facilitates response and monitors any regulatory corrective action plans (CAPs). 
Reviews processes and functional areas to make sure the Compliance and Ethics 
Program complies with state contract requirements regarding fraud, waste and abuse 
prevention, detection, deterrence and reporting  


 Makes certain the Compliance and Ethics Program complies with state and federal 
fraud and abuse laws and regulations 


 Periodically reviews and revises the compliance and fraud, waste and abuse policies to 
meet changing regulations or trends 


 Verifies employees, providers, subcontractors and members receive training and 
education by overseeing a comprehensive ongoing training program that addresses 
fraud, waste and abuse prevention, detection and reporting; and encourages reporting 
of suspicions of non-compliance, unethical behavior and fraud, waste and abuse 
without fear of retaliation 


 Develops and implements a well-defined reporting process, promoted among all 
employees, to report suspicions of non-compliance, unethical behavior and fraud, 
waste and abuse without fear of retaliation 


 Maintains and monitors systems and tools to detect and help investigate fraud, waste 
and abuse 


 Independently investigates and acts on compliance matters 


 Refers potential member and provider fraud, waste and abuse cases to the program 
integrity unit 


 Regularly attends and participates in the state partner work group meetings 


 Provides oversight of the services provided by subcontractors 


National Chief Compliance Officer 
Our national chief compliance officer is the overall leader for national Compliance Program 
activities and oversees our Compliance and Ethics Program, including FWA, in collaboration 
with our compliance officer. 


Health Plan Medicaid Administrator 
Our health plan Medicaid administrator understands that the business owns compliance, and 
along with our compliance officer, makes sure the Compliance and Ethics Program is upheld, 
all contractual, state and federal requirements and regulations are met, and that 
organizational risks are remediated. The compliance officer is accountable to our Medicaid 
administrator and she will report and escalates information directly to that individual.  


Compliance Committee 
Our Compliance Committee acts as a Nevada-based oversight and governance body and is 
accountable to our board of directors. The Compliance Committee meets at least quarterly, or 
more often if needed, and includes the following members: 
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 Health plan compliance officer 


 Director of medical management 


 Director of pharmacy 


 Director of appeals and grievances 


 Director of claims 


 Director of provider services 


 Medicaid administrator 


 Director of quality management 


 Director of operations 


 Director of member services 


 Director of marketing 


 Network director  


 Director of behavioral health 


Our Compliance Committee assists our compliance officer with oversight and monitoring of 
the Nevada operations, assessment of compliance risk areas, and review of policies and 
procedures. The committee also addresses DHCFP changes and evaluates their impact to 
business processes, taking action when necessary. Ultimately, the Compliance Committee 
facilitates the implementation of and adherence to the Compliance and Ethics Program, and 
reviews and assesses its overall effectiveness. 


Health Plan Board of Directors 
Our compliance officer and the Compliance Committee are accountable to the board of 
directors. The compliance officer reports compliance information to the health plan Medicaid 
administrator. Additionally, the national board of directors receives reports on key compliance 
information. 


ELEMENT 3: DEVELOP AND IMPLEMENT ONGOING, EFFECTIVE EDUCATION AND 


TRAINING PROGRAMS 
We provide training and education on the Compliance and Ethics Program for both 
individuals and entities. The training and education curriculum emphasizes awareness of the 
Compliance and Ethics Program, and focuses on the obligation to report suspicions of 
unethical or illegal behavior, understanding of the fraud, waste and abuse operations, 
including general Medicaid fraud and privacy and security requirements and expectations.  


We provide training and education through various communication channels, including:  


 Annual training courses  


 Specialty training courses  


 In-person training sessions  


 On-the-job training 


 Written materials  


 Professional association and industry 
training  


Training During Onboarding of New Employees 
Training is required during onboarding for all new employees. New employees must complete 
and attest to this training within 30 calendar days of hire. Supervisors are responsible for 
making sure that each employee reporting to them completes the applicable training. Required 
training content includes, but is not limited to: 


 Compliance, Ethics and Integrity Program overviews (Code of Ethics) 


 Fraud, waste and abuse education, including: 


  Examples of potential fraud, waste and abuse issues and schemes 


 Resources available for reporting suspected instances of fraud, waste and abuse 
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 Pertinent laws and regulations review, including federal False Claims Act and 
Whistleblower Protection 


 HIPAA privacy and security 


 Records management 


 Conflicts of interest 


 Pharmacy interactions 


 Harassment prevention awareness 


 Code of Conduct 


 Compliance and Ethics HelpLine 


Ongoing Training after New Hire 
We provide ongoing training and education based upon specific requirements as well as the 
employee’s job function and responsibilities.  


Additional Training Program Information 
Our training program also provides for: 


 Evidence of completed, effective education for the compliance officer, our employees, 
providers and members about the compliance plan, FWA, erroneous payments and 
how to report any allegations regarding any of them.  


 Effective lines of communication between our compliance officer, and our employees, 
providers, our state partners and its designee(s). 


 Established written policies for all employees (including management), and any 
subcontractor or agent of the entity that include detailed information about the False 
Claims Act and the other provisions named in Section 1902(a)(68)(A) of the Social 
Security Act. We maintain detailed information about our policies and procedures for 
detecting and preventing FWA. In addition, our employee handbook contains a specific 
discussion of the laws described in the written policies and the whistleblower rights and 
protections of and for employees. 


 Education regarding our toll-free provider compliance hotline number and an 
accompanying explanatory statement distributed to our members and providers 
through our Member Handbook and Provider Summary Guide.  


 Creation and dissemination of written materials for educating employees, managers, 
providers and subcontractors about health care fraud laws, including our policies and 
procedures for preventing and detecting FWA and the rights of employees to act as 
whistleblowers.  


Tracking of Training 
We manage mandatory training through our web-based learning management system, which 
automatically tracks required training for all employees. The learning management system 
documents completion of training programs and human resources maintains the records. The 
system also generates automated reminders to employees who are due to complete annual 
training and managers whose employees have not completed the required training. 
Compliance and Ethics Program staff monitors ongoing completion rates through review of 
compliance training completion reports on a quarterly basis, at minimum, and facilitates 
follow-up activities with employees and managers as needed. Targeted compliance or job 
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function training may be managed through the learning management system or by the 
individual business units conducting the training.  


ELEMENT 4: ESTABLISH EFFECTIVE LINES OF COMMUNICATION AND 


REPORTING MECHANISMS 
Effective Lines of Communication 
Our Compliance and Ethics Program requires the development of a communication and 
awareness strategy across business functions to confirm compliance resources, initiatives and 
other projects are being communicated to employees, managers and directors, Compliance 
Committee members and all other appropriate parties.  


This strategy makes certain Compliance and Ethics Program expectations, including 
employees’ responsibilities to report potential non-compliance or unethical behavior, and 
ongoing compliance efforts are communicated to employees through a variety of mechanisms, 
including the training programs described previously, electronic mail, internal newsletters, 
posters and face-to-face meetings.  


Our compliance officer will be the primary resource available to all our Nevada employees for 
compliance-related information for the Nevada Medicaid program. The compliance staff also 
participate in new employee training, encouraging employees to contact them with compliance 
concerns. Additional compliance information will be disseminated in highly trafficked areas 
via posters and flyers placed in break rooms or close to office printers. Local managers also 
discuss legal requirements, company policies and contractual and regulatory obligations with 
their employees and evidence their commitment by their own conduct. 


Reporting Mechanisms 
All employees are required to report known or suspected non-compliance or unethical 
behavior. Failure to report suspected violations, misconduct or non-compliance is grounds for 
employee disciplinary action. We expressly prohibit retaliation for good faith reports. 
Employees and others can report suspected misconduct to the compliance officer, a supervisor, 
the legal department, the internal audit department, corporate security or anonymously 
through the Compliance & Ethics Help Center, a website that provides for anonymous and 
confidential reporting. To the extent possible, we take reasonable precautions to maintain the 
confidentiality of those who report integrity or compliance concerns. 


Senior leaders monitor issues reported through these mechanisms and continually evaluate 
the effectiveness of the various communication channels available for fraud, waste and abuse 
reporting and engage with business partners to adapt to changing business needs. Throughout 
all levels of our organization, we respond to questions and refer tips of suspected fraud, waste 
and abuse to analysts and the appropriate investigative functions for review and assessment. 
We investigate all reports of alleged non-compliance or unethical behavior and implement 
corrective actions as appropriate, based upon the results of investigations.  


For escalated issues received from Nevada regulators, the compliance officer serves as the 
primary contact. Our staff  receive, manage and respond to escalated regulatory issues and 
concerns. Those who are accountable for regulatory relationship management work closely 
with the business areas to assess identified issues and enforce corrective action as necessary.  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 696 of 776
 


ELEMENT 5: CONFIRM CONSISTENT ENFORCEMENT AND DISCIPLINE OF 


VIOLATIONS 
All employees must comply with laws, regulations, Compliance and Ethics Program policies 
and other applicable requirements. Unethical or illegal acts cannot be justified by saying they 
were for the good of the company or were directed by a higher authority within the company. 
No employee is authorized to commit, or to direct another employee to commit, an unethical or 
illegal act. Furthermore, employees cannot use a contractor, agent, consultant, broker, 
distributor or other third party to perform any act not allowed by law, the Code of Conduct, the 
Compliance and Ethics Program, or Compliance and Ethics Program policies or any 
applicable state or federal regulatory requirements or contractual obligation.  


Our goal is to promote proper conduct and avoid the need for discipline. However, we take 
seriously all violations of state or federal law, the Code of Conduct, the Compliance and 
Ethics Program or our policies and contractual obligations. We enforce disciplinary 
guidelines fairly and consistently throughout the organization, and managers are encouraged 
to work with human capital to implement disciplinary measures. When we determine that 
disciplinary action is necessary, such action may include verbal, written and final warnings, 
suspension or termination. Employees who commit criminal or illegal acts may face 
immediate termination and possible legal action. Finally, we reserve the right to terminate an 
employee at any time for any reason with or without prior disciplinary counseling or notice to 
the employee. 


Enforcement and disciplinary guidelines are publicized via the Code of Conduct, the 
Compliance and Ethics Program, the Fraud, Waste and Abuse Program, our employee 
handbook, policies and procedures and through communication methods such as our intranet 
sites. 


ELEMENT 6: MONITOR AND AUDIT COMPLIANCE AND ETHICS PROGRAMS FOR 


EFFECTIVENESS 
A key focus of the Compliance and Ethics Program is to measure our own effectiveness. The 
monitoring activities performed by compliance, business functional areas, or other 
organizational areas, serve to identify, prevent and correct regulatory risk for the 
organization. Monitoring activities also provide verification that the Compliance and Ethics 
Program is effective and drive routine feedback on organizational performance and 
compliance with our policies, applicable laws and regulations.  


Our compliance infrastructure incorporates monitoring activities that support the Compliance 
and Ethics Program at the business operations level. Activities include, but are not limited to, 
internal audits and reviews, internal operational/functional area reporting of key compliance 
metrics through the Compliance Committee and implementation of appropriate corrective 
action where necessary. We track, trend and report the results of these activities. 


Quarterly Compliance Scorecard 
In Nevada, we use a standardized internal scorecard on a quarterly basis to monitor 
compliance of program requirements. The scorecard includes both subjective and objective 
measures on all aspects of the program containing, but not limited to, program oversight, 
training and education, privacy and security, policies and procedures, performance 
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monitoring of operational metrics, FWA activities, including referrals to DHCFP, and 
regulatory enforcement activity, including CAPs. 


Internal Monitoring and Auditing 
Throughout our organization, we continually evaluate and measure the success of the 
Compliance and Ethics Program using an internal audit function. In Nevada, we conduct 
audits of functional areas and areas of interest on a risk basis, focusing on the highest risks. 
The results from these audits will be included in quarterly compliance report and will be 
presented to the Compliance Committee, and key compliance matters are reported to our 
national Medicaid Compliance Oversight Committee. 


These internal audits detect non-compliance and misconduct, and the results are used to 
identify risk areas and opportunities for improvement. Elements of the program include: 


 Collection, reporting and comparison of audit and monitoring results and findings 


 Analysis of results to identify risk areas 


 Focused reviews, where applicable 


 Submission of reports as required and requested by DHCFP 


 Implementation of CAPs to address identified risk items 


Business units develop CAPs to cure identified deficiencies, remediate non-compliance 
matters, and uphold compliance with all contractual requirements and state and federal 
regulations. Additionally, we employ self-monitoring activities to assess programs and 
processes, evaluate process data and suggest internal process and systemic improvements. Our 
compliance officer initiates self-monitoring and auditing of compliance with laws, policies and 
regulatory obligations. 


Risk Assessment Processes 
As part of the Compliance and Ethics Program, the compliance officer conducts a Compliance 
Risk Assessment at least annually to identify compliance risks so they may be evaluated and 
prioritized.  


The Compliance Risk Assessment is documented and risks are ranked to determine which risk 
areas have the greatest impact. A mitigation plan is established in collaboration with the 
accountable business leads and it is reviewed at least quarterly at the Compliance Committee 
meeting to assess progress made toward remediation. Risk Assessments are also completed 
annually at the regional and national levels. National remediation plans are divided by 
functional area, and the compliance and ethics regional compliance officers as well as the 
national chief compliance officer will collaborate to determine solutions for items identified in 
these remediation plans. 


Possible risk areas include: 


 CAPs required by regulators 


 Internal and external auditing and 
monitoring 


 Implementation of new regulations 


 State-specific issues 


 Ethics and Integrity reports 


 Audit recommendations 
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Items identified on the Risk Assessment provide the basis for internal auditing and monitoring 
strategies. 


ELEMENT 7: RESPOND PROMPTLY TO DETECTED OFFENSES AND DEVELOP 


CORRECTIVE ACTION INITIATIVES TO PREVENT FUTURE INCIDENTS  
Pursuant to the Compliance and Ethics Program, in conjunction with the appropriate 
business areas, we promptly respond to all credible reported concerns and instances of 
identified non-compliance and suspected misconduct. If appropriate, we make timely and 
reasonable inquiries, and compliance, legal or special investigations personnel conduct 
preliminary investigations. 


When appropriate, we take corrective and disciplinary actions in response to the associated 
findings to promptly reduce the potential for recurrence and support ongoing compliance with 
applicable regulatory requirements. If required, we submit timely reports to state regulatory 
agencies. By design, corrective actions correct the underlying issues contributing to program 
non-compliance or violations and help prevent future program non-compliance. 


3.16.9 Deficit Reduction Act  
3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a 
condition of receiving Medicaid payment, do the following: 


A. Establish and make readily available written policies for all employees of the vendor, including 
management, and of any subcontractor or provider, that provide detailed information about the False 
Claims Act established under sections 3729 through 3733 of Title 31, United States Code, administrative 
remedies for false claims and statements established under chapter 38 of title 31, United States Code, 
any State laws pertaining to civil or criminal penalties for false claims and statements, and whistleblower 
protections under such laws, with respect to the role of such laws in preventing and detecting fraud, 
waste, and abuse in Federal health care programs (as defined in section 1128B(f) of the Social Security 
Act of 1932); 


We have established policies and procedures pertaining to compliance, internal auditing, 
privacy and security, fraud, waste and abuse and progressive discipline. There are also policies 
related to the Federal False Claims Act, which provide information related to the act’s 
provisions, administrative remedies for false claims and Nevada laws relating to civil or 
criminal penalties for false claim and whistleblower protections. Policies and updated 
information are available to all employees and subcontractors through our internal website. 


The purpose of our policy is to outline: 


 Key information about the False Claims Act 


 State false claims act(s) and similar state and local laws, and agency policy pertaining 
to civil or criminal penalties for false claims statements 


 Whistleblower protections provided by such laws  


 The role of these laws in preventing and detecting FWA in federal or state health care 
programs 


B. Include as part of such written policies, detailed provisions regarding the vendor's policies and 
procedures for detecting and preventing fraud, waste, and abuse; and 


We are committed to the highest standards of ethical behavior, including the submission of 
accurate claims to all payers. Federal and state law and agency policy prohibit knowingly 
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submitting claims for payment to the government or its agents that are false or fraudulent or 
based upon material misrepresentations. Our written policies include provisions regarding our 
policies and procedures for preventing FWA as detailed below: 


 The company and its employees shall not knowingly present, or cause to be presented, 
a false or fraudulent claim, for payment or approval, to any federal, state or local 
government agency, or to any managed care organization or other entity that acts as a 
government subcontractor for administering health care benefits.  


 The company and its employees shall not knowingly:  


 Falsify, conceal or cover up a material fact 


 Make any false, fictitious or fraudulent statement or representation material to an 
obligation to pay or transmit money or property 


 Make or use any materials known to contain false, fictitious or fraudulent 
information to get a false or fraudulent claim paid or approved by any federal, state 
or local government agency, or any managed care organization or other entity that 
acts as a government subcontractor for administering health care benefits  


 The company and its employees shall not knowingly conceal or improperly avoid or 
decrease an obligation to pay or transmit money or property to the federal, state or 
local government agency, or to any managed care organization or other entity that acts 
as a government subcontractor for administering health care benefits.  


 The company and its employees shall make reasonable inquiries into and investigate 
any suspected overpayments made by the federal government, a federal agency, or any 
managed care organization or other entity that acts as a federal government 
subcontractor for administering health care benefits. The investigation will be 
conducted with deliberate speed.  


 If an overpayment is suspected, the company and its employees should immediately 
report the suspected overpayment to a compliance officer assigned to their business 
unit and consult with an attorney assigned to their business unit.  


 If a federally funded overpayment is identified, the company and its employees 
shall consult with an attorney assigned to their business unit to determine how to 
proceed with respect to the overpayment in accordance with federal law or an 
established governmental repayment process.  


 If a state-funded overpayment is identified, the company and its employees shall 
consult with an attorney assigned to their business unit to determine whether any 
repayment obligations exist. 


 The following activities are examples of activities that may be considered violations of 
the federal False Claims Act or similar state or local laws:  


 “Double billing” – billing a payer multiple times for a single item or one-time 
service 


 “Unbundling” – submitting a bill for a panel of tests that includes individual billing 
codes to increase remuneration, rather than billing one all-inclusive code 


 Falsely certifying that a contract meets established requirements or guidelines 


 Conspiring with others to get a false claim paid 


 Claims resulting from an anti-kickback violation 
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 Knowingly keeping and not reporting funds improperly paid under Medicaid, 
Medicare, TRICARE, other state-based health care programs or other government 
health programs—otherwise known as a reverse false claim 


 Knowingly submitting claims for services ordered or provided by an excluded 
provider 


 Submitting reports or claims to government agencies that are known to be false, 
erroneous or that are submitted with reckless disregard for the accuracy of the 
information 


 Knowingly charging for services not rendered or charging for more complex and 
costly procedures than those actually provided (“upcoding”) 


 Billing for brand-name drugs when generic drugs are actually provided 


 Submitting false or forged enrollment applications for a government-funded 
program 


 Submitting claims for services that were actually rendered but were not medically 
necessary 


 The company and its employees shall not knowingly conceal or fail to disclose 
knowledge of an event affecting a right to any benefit or payment.  


 Employees should report any suspected violations of the federal False Claims Act, 
applicable state false claims act(s), any similar state or local laws or agency policy, 
or company policies and procedures. Reports of potential improper activities can be 
made to a manager, compliance officer, or corporate security. Anonymous reports 
of suspected misconduct may be made by calling the our toll-free Compliance & 
Ethics HelpCenter, or online at the Compliance & Ethics HelpCenter website, 
available 24 hours a day, seven days a week.  


 An employee’s failure to comply with our policies could lead to disciplinary action, up 
to and including termination of employment and legal action.  


 We do not retaliate against employees, agents or contractors, who, in good faith, 
investigate, file, or participate in a whistleblower action. 


We require our contractors and agents, and their employees, who perform services for our 
government program health plans (i.e., Medicaid, CHIP, Medicare) or other government 
business, comply with this policy and all federal and state laws or agency policy that prohibit 
the submission of false or fraudulent claims in connection with federal health care programs. 
We also require that our contractors and agents distribute this information to their employees 
to educate them on the federal and state statutes. 


C. Include in any employee handbook for the vendor, a specific discussion of the laws described above, 
the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for 
detecting and preventing fraud, waste, and abuse. 


Our Employee Handbook contains a specific discussion of the laws described in the written 
policies and the whistleblower rights and protections of and for employees. The Employee 
Handbook is designed to serve as a quick reference for many issues relating to employment 
with our company.  


To remain current, the Employee Handbook provides links to our Enterprise Governance Risk 
and Compliance (eGRC) Policy Center. The eGRC provides the best way to manage the full 
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lifecycle of our policies and procedures. It is designed to safeguard our process from the initial 
policy or procedure draft through the reviews, approvals, publication and subsequent revision 
processes necessary to have an effective policy and procedure program. 


The Code of Conduct—Our Principles of Ethics and Integrity—is part of our Employee 
Handbook. The Code of Conduct is a standard of conduct guide to acceptable and appropriate 
business conduct by our employees and contractors. All employees must complete mandatory 
Code of Conduct training upon hire. 


Additional enterprise compliance and FWA-related policies support the execution of a 
compliance program, these policies include:  


 False Claims Act Compliance Policy 


 Non-Retaliation Policy 


 Anti-Kickback Policy 


 Antitrust Policy 


 Avoiding Conflicts of Interest (and Outside Directorships) 


 Gifts and Entertainment (Business Courtesies) 


 Delegation of Binding Authority 


 Anti-Corruption Policy 


 Federal Government Contracting 


 Honoraria Paid to Employees 


 Insider Trading 


 False Claims Act Compliance Policy 


 Interactions with Pharmaceutical, Medical Device or Biotech Manufacturers, 
Wholesalers or Distributors 


 Reporting Misconduct Policy 


 Various privacy and security policies 


These policies are accessible by all employees via eGRC, and employee familiarity with policy 
content is maintained through required annual FWA training.  


Corporate compliance manages our overall program. Each segment and corporate department 
has established designated leaders to manage their policies and procedures as part of the 
overall program. 


3.16.10 Under-utilization of Services 
3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to 
assure that all Medicaid-covered services are being provided, as required. If any under-utilized services 
are identified, the vendor must immediately investigate and, if indicated, correct the problem(s) which 
resulted in such under-utilization of services. The vendor’s monitoring efforts must, at a minimum, include 
the following activities: 


We monitor the utilization patterns of our members and providers to confirm that we are 
providing health care services to our members in the amount, duration and scope necessary to 
achieve desired member health outcomes. Monitoring utilization through various means, such 
as HEDIS measures, confirms members receive needed services, helps identify at-risk 
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populations and notifies the clinical team of health status changes that may cause gaps in 
care.  


When a member is underutilizing services or has gaps in care, the identification provides us 
the opportunity to engage the member and create specific interventions to close gaps in care, 
thereby reducing or preventing future inappropriate utilization or overutilization of services. 
For example, we would consider a member with bipolar disorder who has no regular visits 
with a behavioral provider to have a gap in care. We would engage this member to connect 
him/her with a provider to deliver needed care and potentially engage this member in our case 
management program.  


We have developed a comprehensive utilization management (UM) program, discussed in 
detail in our response to RFP Section 3.10.19, that comprises an interdisciplinary set of 
documented, integrated UM, quality improvement (QI) and care management principles, 
policies and systematic processes that manage the appropriate utilization of health care 
resources. Through our UM Program, we have implemented a multifaceted approach, 
comprising an oversight structure, policies, processes, data analysis tools and provider 
outreach programs, which allows us to evaluate member and provider utilization patterns, 
including underutilization, so that we can improve our health plan operations. Core 
components of our approach, discussed in the following sections, include: 


 Monitoring underutilization through clinical oversight and integration with QI. We 
provide oversight of our program through our clinical leadership team and monitor 
utilization through integration with our quality management team and QI Committee 
(QIC) structure. 


 Identifying underutilization through UM tools and data analysis to identify individuals 
that may benefit from care coordination, evaluate the effectiveness of care 
coordination interventions, monitor utilization patterns, identify opportunities for 
improvement and develop interventions to combat aberrant trends.  


 Evaluating the efficiency and appropriateness of service delivery through: 


 The adoption of evidence-based, nationally recognized guidelines and review 
criteria 


 Our process to determine if a requested procedure, treatment or device meets 
established medical necessity criteria 


 Ongoing monitoring of utilization metrics that indicate the appropriate use of 
services 


 Identifying and resolving critical quality-of-care issues and aberrant practice patterns 
by tracking, trending and profiling provider-level data. We use a variety of methods 
and data sources through our quality of care (QOC) program. Our Peer Review 
Committee monitors these issues and can take a variety of actions to resolve them. 


 Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members.  
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MONITORING UNDERUTILIZATION THROUGH CLINICAL OVERSIGHT  
Our clinical leadership team continuously monitors our UM Program through our quality 
management team and QIC structure, which includes our QIC and UM Committee. The UM 
Committee, a subcommittee of the larger QIC collects, monitors, analyzes, evaluates, trends 
and reports utilization data to evaluate the ongoing effectiveness of clinical care management 
interventions, monitor utilization patterns, identify opportunities for improvement and develop 
interventions to combat aberrant trends that include 
measurable outcomes so we can determine the 
intervention’s effectiveness. The continuous monitoring 
of our UM Program includes: 


 Collecting quality measures, prior authorizations 
and claims data and producing reporting that 
provides clinical, QI and UM analyses. This 
reporting allows us to monitor and evaluate our 
program related to medical and behavioral health 
management and care management, including 
identifying underutilization of health care 
services.  


 Clinical leadership review of UM reporting to 
verify we provide appropriate, cost-effective care 
and services to our members that meet their 
individual needs.  


 Quarterly QIC and UM Committee review and analysis of UM reporting that allows us 
to detect and correct utilization variances against our targets and national standards. 
During these meetings, the committees evaluate and make decisions on UM Program 
effectiveness and the effectiveness and continuation of programs and interventions. 


 Analyzing utilization reporting to make decisions about the effectiveness and 
continuation of clinical programs and interventions to combat utilization variances. 
Reports include a description of the utilization variance, the intervention, responsible 
party, evaluation and recommendations or modifications. 


 Our department managers and directors regularly review and analyze reporting, 
dashboards and scorecards to verify we provide appropriate care and services to our 
members in a cost-effective and cost-efficient manner that meets their individual needs.  


 Executive management team review of daily and weekly UM reporting, dashboards and 
scorecards to evaluate our performance against goals.  


Our quality management team serves as a critical interface between members, their 
representatives, practitioners, providers, the State and other regulators and various internal 
departments to identify opportunities for operational improvement and to implement 
appropriate interventions. UM analysis of quality measures, utilization data, clinical data and 
claims data helps QI and UM leadership understand trends necessitating further evaluation 
and identify opportunities for improvement.  


For example, our quality management team establishes thresholds to detect incidences of 
potential underutilization based upon HEDIS national benchmarks. For each measure used to 


Our UM Committee routinely 
reviews data for services that 
are historically underutilized 
(e.g., flu vaccinations, 
preventive care). The UM 
Committee acts on patterns of 
underutilization by creating or 
revising clinical policies, 
procedures and processes; 
educating participating 
providers; and implementing 
member outreach programs. In 
this way, we monitor aggregate 
data at the provider or 
population level to identify 
opportunities for improvement in 
the quality of care rendered to 
our members. 
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evaluate potential underutilization, we use the HEDIS 10th and 90th national percentiles to 
determine areas for further action. We have selected HEDIS measures and thresholds because 
the indicators are standardized and audited independently each year, although periodic 
monitoring occurs throughout the year based upon the measure. To determine if our 
performance meets national standards, we compare local HEDIS rates for relevant indicators 
to the 10th and 90th national percentiles to determine if the rates were within those 
percentiles. For example, we might use the well-child visits in the first 15 months of life, six or 
more visits indicator to detect underutilization of well-child visits. 


Investigating and Correcting Underutilization 
If performance on a metric does not meet the established goal, we analyze opportunities for 
improvement, and develop and monitor corrective action plans (CAPs) to improve 
performance and meet or exceed the stated goal. When we detect underutilization and 
overutilization or inappropriate utilization, we recruit functional experts to analyze the data 
and determine if the variation can be explained and is expected based upon current 
circumstances.  


If the variation cannot be explained or is unexpected, we conduct a root cause analysis to 
identify the factors driving the variation. Once we identify the factors driving the variation, we 
develop a member- or provider-specific plan to correct the variance and monitor ongoing 
performance. If our analysis identifies a systemic problem, we develop CAPs, such as 
education for care managers to use during member interactions. If the issue is broad enough, 
we incorporate the change into our member or provider manuals and newsletters.  


IDENTIFYING UNDERUTILIZATION THROUGH UTILIZATION MANAGEMENT 


TOOLS AND DATA ANALYSIS 
Our health care economics team develops the UM tools and utilization reporting and analysis 
that help our clinical leadership team and our QIC and UM Committee: 


 Identify underutilization 


 Understand the clinical and utilization events affecting a member’s health risk, which 
allows us to identify individuals who may benefit from care coordination 


 Evaluate the ongoing effectiveness of clinical care management interventions 


 Identify opportunities for improvement in the way we deliver services to members 


 Identify care opportunities 


 Evaluate the efficiency and appropriateness of service delivery 


As we discuss in the following sections, we integrate and assess medical data, behavioral and 
pharmacy claims, and lab test results using our multidimensional, episode-based predictive 
modeling tool, and our Data Mart. These tools allow us to develop and produce reports, 
dashboards and scorecards and conduct clinical, quality and UM/care management analyses 
that allow us to monitor and evaluate medical and behavioral health utilization and care 
management.  


Identifying Underutilization using Predictive Modeling  
Our predictive modeling tool analyzes integrated medical, behavioral and pharmacy claims, 
medical cost, disease classification, demographics (age/gender) and prior inpatient admissions 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 705 of 776  RFP #3260
 


to provide actionable member data we share with our care team and providers. Using our 
tool’s accurate prediction methodology, we can proactively identify and stratify individuals 
into prioritized clinical groups, profile members for effective disease management 
interventions, identify members who may benefit from care coordination and identify 
immediate intervention opportunities for individual outreach. For example, the tool identifies 
members with gaps in evidence-based care, which can be used to design and implement 
effective case management and provider engagement strategies. 


Identifying Underutilization using the Data Mart 
The Data Mart integrates quality measures; claims data; and data from our UM, clinical 
management and claims systems. The Data Mart provides access to comparative cost data, cost 
trends, and utilization data (from a lagging claims perspective and a leading authorization 
perspective). The Data Mart also accepts claims and other UM data from State files or other 
external entities (e.g., providers and subcontractors) to be included for analysis.  


The Data Mart produces reports, dashboards and scorecards and conducts clinical, quality 
and UM/care management analyses, allowing us to monitor and evaluate medical and 
behavioral health utilization and care management. This includes identifying members who 
may benefit from care coordination and gaining a complete understanding of their medical, 
behavioral and social needs to engage them in a level-of-care coordination appropriate to the 
intensity of their needs.  


Other Tools to Identify Underutilization 
In addition to the Data Mart and our predictive modeling tool, we monitor underutilization of 
health care services using several tools that allow us to identify gaps in care (underutilization) 
and conduct targeted outreach to providers and members to remediate those care gaps, using: 


 RN Clinical Practice Consultant (CPC) Program where RN CPCs use practice-level 
and member-level detail reports to delineate members in need of services as well as the 
practice-level performance against clinical practice guidelines. These reports are used 
when visiting providers to help them understand evidence-based quality performance 
guidelines for preventive and condition-specific care.  


 HEDIS in a Box Toolkit includes NCQA HEDIS measures focused on care delivery. 
RN CPCs use the toolkit to help providers understand evidence-based quality 
performance guidelines for preventive and condition-specific care.  


 MedMeasures, our NCQA-certified HEDIS software system, provides interim and 
annual HEDIS rates to enable profiling against HEDIS standards and monitor HEDIS 
compliance at the member level. Our quality team uses this member-specific 
information to identify the need for outreach activities to address gaps in care 
opportunities. When partnering with providers, our CPCs use MedMeasures reports to 
identify members with gaps in care.  


 Provider Profiles contain preventive care, access to care and UM measures. We 
benchmark providers that fall outside the expected range for service delivery. We share 
provider profiles with providers to educate them about ways to improve services 
delivered to their members. Our Nevada QI team reviews provider profiles and works 
with providers to address issues, such as a significant number of their empaneled 
members that have not received required preventive services.  
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EXAMPLES OF UNDERUTILIZATION ANALYSIS 
Following are two examples where we have identified underutilization and the measures we 
have taken to resolve the issues that led to the underutilization of services for the covered 
services and populations similar to the Nevada Medicaid and Nevada Check Up.  


Identifying Underutilization of Outpatient Behavioral Health Services  
We regularly monitor utilization of outpatient behavioral health services to identify 
overutilization or underutilization of these services. In September 2013, our data analysis 
indicated low utilization. Upon further analysis, we identified a high volume of pended and 
denied claims, and determined the primary reason was a lack of prior authorization. To 
improve access to services, we removed the prior authorization requirement for routine 
outpatient behavioral health services on Mar. 1, 2014.  


Utilization of outpatient behavioral health services continued to be low. Additional analysis 
revealed continued high claims denial rates due to out-of-network provider claims and 
providers billing for non-covered services. We conducted provider education regarding 
covered benefits and recruited non-contracted providers into our network. We also sent 
materials to members receiving psychotropic medications to make them aware of their 
behavioral health benefits. Because of our efforts, penetration of outpatient behavioral health 
services increased 33 percent from 20.3 members per 1,000 in 2013 to 27.0 members per 1,000 
in May 2015. Outpatient behavioral health visits per 1,000 increased 154 percent from 67.2 in 
2013 to 170.4 in May 2015. 


Identifying Underutilization of Adult Preventive Care 
Routine preventive care for adults allows for the detection of illness at an early stage when 
treatment is likely to work best. In another state Medicaid program, we identified 70 percent of 
our Medicaid members ages 20 to 44 who had received a preventive or ambulatory care visit in 
2012. Beginning in 2013, we deployed a multi-layered strategy to engage and encourage adult 
members to visit their PCP. This strategy was based upon evidence-based outreach practices 
proven to be effective, including targeted postcard mailers, reminder calls, and direct person-
to-person outreach calls and education. Because of our outreach, we were able to improve the 
rate of adults accessing preventive and ambulatory care by 16 percentage points to 86.3 
percent.  


A. An annual review of their prior authorization procedures to determine that they do not unreasonably 
limit a recipient’s access to Medicaid-covered services; 


Our Nevada UM Program is based upon our parent company’s national UM Program, which 
we implement across the state Medicaid programs we serve nationwide. Our national UM 
Committee develops, implements and evaluates our national UM Program. At least quarterly, 
the committee develops, reviews, updates and approves UM criteria, guidelines and new 
medical policies specifically for emerging technology or new treatments, and updates 
preventive service guidelines, medical policies, clinical practice guidelines and the list of 
services that require prior authorization for use across our UM Programs nationwide. In 
2015, we approved 97.54 percent of prior authorization requests submitted for Nevada 
Medicaid members.  


After considering State-specific mandates and guidelines, the national UM Committee reviews 
all services requiring prior authorization using eligibility criteria, federal/state requirements, 
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In 2014 a provider submitted 
multiple requests for a glucometer 
not covered by Medicaid; therefore, 
the glucometers were not approved. 
Once the clinical team noticed that 
trend of denials from the same 
provider, the team worked with the 
provider advocate to educate the 
provider on the glucometer that was 
covered by Medicaid. Due to the 
provider education, members can 
receive their diabetic equipment 
more quickly because the provider is 
submitting a request for the correct 
equipment the first time, rather than 
being educated through denial 
notifications. 


MCG criteria, and internally developed criteria for behavioral health services. Once the 
national committee approves the list of services that require prior authorization, our Nevada 
UM Committee reviews it for acceptance and adoption for members in the Nevada Medicaid 
and Nevada Check Up Programs.  


On an annual basis, our national UM Committee and Nevada UM Committee review all 
medical necessity and medical appropriateness guidelines to make sure they are responsive to 
local health plan needs. We may review criteria more frequently if a new version of the criteria 
is published before the annual review date. In addition, our Nevada UM team meets regularly 
to review prior authorization codes for potential changes to the list of services that require 
prior authorization. 


B. An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior 
authorization request to determine that the process does not unreasonably limit a recipient’s access to 
Medicaid-covered services; and 


We review our appeals processes annually to confirm that we administer our grievances and 
appeals program according to State specifications. In 2015 only 1 percent of denials resulted 
in an appeal for our Nevada Medicaid members. Using the tools discussed previously, our UM 
team collaborates with our quality management team, compliance department (which provides 
oversight of our grievances and appeals program) and clinical leadership to collect, review, 
analyze and trend grievances and appeals data to: 


 Confirm our compliance with contract requirements for processing prior 
authorizations 


 Assess member satisfaction and identify 
opportunities for improving the member 
experience 


 Identify issues with other aspects of our 
operations that may be causing an 
unnecessary increase in the number of denials 


 Identify opportunities for improvement in our 
operations 


 Identify and resolve potential quality-of-care 
issues with network providers 


For example, in Delaware, our prior authorization 
denials for services provided by “blind” providers 
(e.g., anesthesiologists) were being appealed and 
overturned at a higher rate. We conducted an 
analysis to understand why. We determined that our 
claims system was denying claims submitted by these 
providers because the prior authorization for the services had been denied. These providers 
are out-of-network, but their services do not require prior authorization when they are related 
to another service (e.g., surgery) and the provider performing that service is in-network. As a 
result, we created a daily report and developed a macro to override the prior authorization 
denials if a claim has not hit the check run, and a monthly report to identify claims that 
already hit the check run so those claims could be adjusted. 
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C. Ongoing monitoring of vendor service denials and utilization in order to identify services which may be 
underutilized. 


Using the tools and oversight structure discussed throughout this section, we analyze claims, 
clinical data and other data (e.g., preventive services identified in the initial health 
assessment); use various assessments; and employ predictive modeling to identify providers 
with opportunities for improvement; members with potential gaps in care; and at-risk 
populations (e.g., pregnant members who have not received an STD screening). We analyze 
grievances and appeals data to identify issues with other aspects of our operations that may be 
causing an unnecessary increase in the number of denials. We also monitor access to and 
adherence with preventive care services. We use several tools that allow us to identify gaps in 
care and conduct targeted outreach to providers and members to remediate those care gaps. 
This includes  our HEDIS in a Box toolkit, which has NCQA HEDIS measures that help 
providers understand evidence-based quality performance guidelines for preventive and 
condition-specific care. 


The clinical team has processes for escalating potential gaps in care based upon pre-service 
denial trends. The front-line staff notifies their supervisor of frequently denied services from 
the same provider. The pre-service managers collaborate with QI and provider services to 
identify opportunities to educate the provider or remove gaps in care.  


3.16.11 Embezzlement and Theft  
Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by 
employees, providers, and subcontractors. Any evidence of criminal activity must be reported to the 
appropriate authority and the DHCFP SUR unit within five (5) business days. 


We monitor for and respond to potential incidents involving embezzlement and theft in full 
accordance with the FWA provisions of our Principles of Ethics and Integrity. Strategies 
crucial to monitoring for embezzlement and theft are outlined below. 


MANDATED EMPLOYEE REPORTING 
All employees must report the following suspected incidents: 


 Misconduct by any officer, employee, provider, subcontractor or vendor 


 Violations of policies and procedures 


 Violations of federal or state laws 


Employees may file reports through their supervisor, the legal department, the internal audit 
department or corporate security. Employees also can file an anonymous report online at the 
Compliance and Ethics HelpCenter secure website or by calling the HelpCenter’s toll-free 
hotline. 


Posters containing Compliance and Ethics HelpCenter contact information are dispersed 
throughout employee common areas. Postcards with a punch-out wallet card containing the 
Compliance and Ethics HelpCenter phone number are distributed to all employees at new-hire 
orientation. 


Procedural Safeguards:  
We monitor for and detect potential embezzlement and theft through a variety of procedural 
measures, including: 
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 Check Register Audits: We prevent inappropriate payments by routinely auditing check 
registers before mailing each check run. 


 Claims Dollar Thresholds: We apply security thresholds in our claims processing 
system restricting the dollar amounts employees can release on individual claim 
payments. The ICQC unit audits claims in excess of an analyst’s security threshold 
before release. 


 We have restrictions established regarding employee access, and our Information 
Systems (IS) department runs reports to verify accesses are business appropriate. In 
addition, our Information Systems (IS) department restricts employee access to 
business-appropriate activities through the following: 


 Employees with access rights are thoroughly trained on computer security 
awareness and acceptable computer practices. 


 Employees are granted access to information in applications on a “need to know” 
basis in accordance with their job functions. 


 Annual entitlement reviews are conducted to ensure that unnecessary access 
privileges are discontinued. 


 All non-employees, contractors, consultants, temporary workers and outsourcing 
organizations are assigned temporary accounts configured to require renewal at 
least every 30 days. 


 Special Investigative Unit (SIU): SIU personnel work closely with the compliance 
officer to establish and maintain ongoing compliance. 


Provider Monitoring:  
We monitor provider activities on an ongoing basis to prevent and detect embezzlement or theft 
several ways, including: 


 Clinical editor software, based upon CMS NCCI edits, provides detection and denial of 
incidental, unbundled and redundant services. These edit findings are reportable; we 
can identify aberrant claims patterns and outliers in billings to use as the basis for 
further investigations by our SIU.  


 Our IS and claims operations departments have created reports that identify aberrant 
billing patterns, utilization trends, demographic patterns, gender-inappropriate services 
and other deviations from what we consider normal patterns. In addition, we can 
customize reports created by our healthcare informatics department.  


 RNs and other clinically trained staff perform clinical reviews post-service. The staff 
reviews claims to determine accurate coding levels for processing, medical necessity of 
treatment, potential carve-outs, as well as other types of issues. If we identify any areas 
of concern/trends, those issues are referred to our SIU for further review and 
investigation.  


 Claims processing staff follow policies that outline potential billing issues. Once 
identified, suspect claims are referred to our SIU for further review and investigation.  


 We can share electronic data mining and aberrancies across our multiple lines of 
business. As new-suspected schemes and practices are identified, we can expand our 
monitoring and reporting efforts.  
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 If trends are identified, our SIU works in conjunction with our provider services 
department to educate the providers.  


Our SIU works closely with our compliance officers and legal department. Any validated 
identifications of FWA together with Embezzlements or Theft are immediately reported to the 
appropriate regulatory agencies. Some of the regulatory agencies we routinely work with are 
various state departments of insurance, attorney general offices, various state licensing 
boards, CMS and state Medicaid agencies. We will easily be able to comply with reporting to 
DHCFP SUR unit within the five-business-day requirement.  


3.16.12 Verification of Services 
3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients. 


We are committed to protecting the integrity of Medicaid dollars by deploying our 
comprehensive FWA efforts in a person-centric way, resulting in a positive member 
experience. Our focus on the prevention, detection, investigation and reporting of suspected 
cases of FWA includes a process of verifying that services billed by providers were rendered to 
members. Our robust process includes monitoring and enforcing claims payment accuracy at 
all levels because often our members can provide great insight into situations that we cannot 
discover using claims data alone.  


Following a practice currently used in some of our other markets, we will mail Verification of 
Services (VOS) notices to a random, sample group of Nevada Medicaid members on a monthly 
basis to verify services were actually provided to our members. 


3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters 
for such verification. 


Using Verification of Services (VOS) letters, we request the member to contact our member 
services center if he/she has any questions about a procedure or care received based upon the 
claims detail in the service verification notice. 


Our service verification process will include additional analysis and verification by cross-
functional teams—member services, member outreach, care management and compliance—to 
validate services were provided to our members. If a member disagrees with a service 
identified on the service verification notice, our member advocate will review the claims data 
with the member. In some cases, the member will recall the claim; in other cases, he/she will 
not. For those members who do not recall the service, our member outreach specialist will 
conduct additional follow-up.  


For members who state no services were received; the information is reported to our 
compliance and fraud and abuse departments for additional investigation. A dedicated fraud, 
waste and abuse investigations team will then employ a variety of methods to determine if the 
service or item was actually provided. These cases will be tracked through our FWA 
monitoring report. We also will refer these cases and results to DHCFP. 


3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section - 
3.16.12.5 (per Amendment 2). 


Our service verification process will consist of VOS letters. 
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3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 


We will select, at a minimum, a sampling of 500 claims per month. The statistically valid 
random sample of paid claims shall include all provider specialties and claim types 
proportionally represented in the sample pool. 


3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other 
recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, 
family planning, sexually transmitted diseases, and behavioral health services. 


Using a custom-built query, we will exclude service codes associated with women’s health 
care, family planning, sexually transmitted diseases, and behavioral health services from data 
used to generate the VOS letters. This will safeguard against violations of confidentiality 
because VOS letters for those services will not be generated or mailed. 


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or 
Improper Payments 
3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, 
recipients and providers to report allegations of fraud, waste, abuse, or improper payments.  


According to the Federal Bureau of Investigation (FBI), health care fraud costs the country 
tens of billions of dollars a year. Some health care fraud schemes not only affect the cost of 
insurance, but unnecessary services potentially expose patients to physical harm. The theft of 
patient information, including insurance policy identification numbers, allows unscrupulous 
providers entry to bill claims under their insurance. Cracking down on health care fraud is a 
priority and we offer a dedicated hotline number for the public, members and providers to 
report allegations of FWA or improper payments. 


 Public: We welcome the public’s input on potential FWA. By doing a simple online 
search, someone can locate our dedicated fraud hotline number. For concerned 
citizens who file a report, they may do so anonymously and we will make every effort to 
maintain the person’s confidentiality. However, we may not be able to guarantee 
anonymity if law enforcement is involved.  


 Members: Our Member Handbook and member website provide information about 
fraud, waste and abuse prevention, detection and reporting, and encourages reporting 
suspicions of non-compliance, unethical behavior or fraud, waste and abuse. Our 
Member Handbook provides members with fraud and abuse hotline numbers, and our 
member services center. The Member Handbook also provides common examples of 
fraud and abuse and reminds members to never give their member ID card to anyone 
else to use.  


Members can report FWA tips to our FWA tip line. This phone number is listed on our 
Medicaid website, and in the Member Handbook. Members can also call our member 
services center to report any suspected fraud, waste and abuse. 


 Providers: Our provider orientation includes FWA education, laws and regulations. 
Each newly contracted provider is given a Provider Summary Guide, which includes 
information about the responsibility of the provider to report all suspected FWA, risks 
for not reporting suspected activity and mechanisms for reporting suspected cases 
through appropriate state agencies or us.  
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Our Provider Summary Guide is considered an extension of the provider’s contract, 
and available to each of our contracted providers on our provider website. Providers 
can report Fraud, Waste and Abuse tips to our FWA tip line. This phone number is 
listed on our Medicaid website and in the Provider Summary Guide. Providers can also 
call our provider services center to report any suspected FWA. 


Our Program Integrity Unit investigates every tip. Additionally, our Program Integrity Unit 
will take further action as necessary, including notifying the DHCFP, stopping payments to a 
provider and working with applicable law enforcement agencies. 


3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the 
vendor’s front page of their Nevada Medicaid website.  


The FWA tip line will be clearly visible on the front page of our Nevada Medicaid website.  


3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and 
reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and 
abuse complainant.  


We are focused on combating health care FWA for all lines of business and as such offer a 
dedicated fraud hotline. However, realizing that stakeholders may prefer another method of 
reporting potential FWA, our telephone line is augmented by a webpage-based form that can 
be used by a complainant to communicate concerns with our PIU. The PIU will use this 
information for specifically collecting and reporting information received by the complainant.  


The link to this online form will be located on our Nevada Medicaid website, listed in the 
Member Handbook and in the Provider Summary Guide. 


3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 


A. Be accessible and simple to use by the public, recipients and providers; 


B. Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid 
website; and 


C. Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, 
waste or abuse. 


The link on our webpage for receiving program integrity complaints will be accessible and 
simple to use by the public, recipients and providers. Accessible from the front page of our 
website, it will be a stand-alone highlighted button and will clearly state the button is for use 
in reporting Medicaid FWA. 


3.16.14 Vendor’s Program Integrity Unit 
3.16.14.1 Unit Composition 


A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities 
include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup 
payments, including fraud, waste, and abuse (FWA) activities.  


Our dedicated Program Integrity Unit (PIU) uses an array of program integrity activities to 
address the following:  


 Fraud: includes intentional misrepresentation or deception with the knowledge that 
such misrepresentation could result in an unauthorized benefit, as well as any act that 
constitutes fraud under state or federal law. 
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 Waste: is the overutilization of services, or other practices that, directly or indirectly, 
result in unnecessary costs to the Medicaid program. 


 Abuse: includes member and provider practices that result in unnecessary costs to the 
Medicaid program, improper payment for services that fail to meet professionally 
recognized standards of care, or services that are medically unnecessary. 


Within our PIU department, locally based specialists focus on areas of payment integrity 
initiatives, including analysis and investigation of FWA, third party liability (TPL), 
coordination of benefits (COB), subrogation and recoveries. 


PROGRAM INTEGRITY OVERVIEW 
We are committed to leveraging the full extent of our capabilities to make sure the State is the 
payer of last resort by undertaking the following activities: 


 Special Investigative Unit (SIU): The SIU is a function within our PIU. Fraud and 
abuse investigations are performed by the SIU, with a particular focus on allegations 
of health care fraud. The SIU comprises highly qualified investigators with significant 
experience in dealing with health care and prescription drug fraud and abuse, as well 
as knowledge of industry business practices, systems and infrastructure.  


We keep abreast of the latest available research regarding new and emerging FWA 
schemes and practices, as well as new methodologies and technologies available for 
combating FWA by collaborating with SIU throughout the rest of our company. These 
investigators are also familiar with federal and state law enforcement and litigation 
practices. SIU investigators are responsible for conducting fact-based investigative 
activities and operations (a more detailed description of which can be found in the 
SIU’s internal policies, procedures and investigative process documentation), and 
presenting evidence in support of civil and criminal prosecutions. 


 Cost avoidance: With extensive edits engineered to verify payments are not remitted on 
provider claims for non-covered services, our claims processing system is our primary 
cost-avoidance mechanism.  


 Third-party liability: We identify potentially liable parties through a variety of 
procedures, including claims system codes and edits, files of third-party coverage, 
provider claims and initial new member assessment by a case manager. Once a 
member has been flagged as having alternate coverage, subsequent claims edit to a 
COB review, with the claim not paying until we receive the other carrier’s explanation 
of benefits (EOB) or notification from DHCFP or another source that the other payer 
is not responsible for the service. 


 Coordination of benefits: We contribute to copayments, coinsurance and applicable 
deductibles remaining after Medicare or commercial payment on behalf of members 
with Medicare or commercial coverage, up to the Medicaid allowable.  


 Post-payment recoveries: We recoup erroneous claims payments according to 
contractually compliant protocols. Recouped claims encounters are voided in full 
unless the recoupment is an adjusted claim value, in which case we submit a 
replacement encounter. 
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 Fraud, waste and abuse: As part of our overall program integrity functions, the 
payment integrity team performs certain FWA components. Our payment integrity 
team keeps abreast of the latest research available regarding new and emerging FWA 
schemes, practices, new methodologies, and technologies available for combating 
FWA. 


 Subrogation: Our subrogation services team works to recover medical benefit payments 
for treatment of accident-related injuries. The subrogation services team conducts 
data-mining activities on a regularly defined schedule to identify members who have 
accident-related diagnosis codes in their medical claims data files. Once identified, we 
contact those members for more information about their cases. If we are unable to 
reach a member, we continue follow-up. 


 Compliance program: The Compliance Program facilitates operational accountability 
and provides standards of conduct for complying with the FWA requirements of our 
Medicaid program(s) through a focus on the structures, processes and outcomes that 
translate our program’s values into actions. 


 Legal department: Our legal department works closely with the DHCFP, internal 
business partners, vendors and contractors to develop and implement the FWA 
Program. The legal department provides consultation on contemplated formal FWA 
enforcement actions, reporting of suspected FWA to law enforcement officials, 
compliance with regulatory requirements, and any other legal issues that arise in our 
FWA Program. The legal department also keeps abreast of relevant changes in the law 
and developments in the health care FWA arena. 


 Employees: Every employee is responsible for conducting business in an honest and 
ethical way, fostering a climate of ethical behavior that does not tolerate FWA. 
Employees shall not engage in any activities that impede the investigation of suspected 
FWA and are required to report suspicions or observations of FWA or non-compliant 
activity. Employees reporting suspicions of FWA or non-compliant activity may remain 
anonymous and are protected from retaliation for reports made in good faith. 
Employees regularly receive training and education regarding these standards and 
responsibilities, including required reporting methods. 


The resulting findings from these activities are reported to the applicable federal and state 
agencies, as appropriate and quickly resolved. 


Our FWA Program applies to members and various types of health care providers, including:  


 Hospitals and other inpatient/outpatient treatment facilities (e.g., rehabilitation, 
chemical dependency)  


 Nursing homes, assisted living, adult day care and hospice facilities  


 Physicians, osteopaths, chiropractors and dentists  


 Other health care professionals (e.g., nurses, nurse practitioners, physical and 
occupational therapists, psychologists, counselors, physician’s assistants, nurse 
providers, licensed practical nurses, personal care attendants, nutritionists)  


 Medical laboratories and diagnostic centers  


 Pharmacists  


 Ambulance, medical transport and special transportation companies  
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 Interpretive service providers  


 Durable medical equipment suppliers  


 Medical billing companies 


B. The PIU must include a compliance officer and a compliance committee accountable to senior 
management. The compliance officer shall be available to communicate with the DHCFP Program 
Integrity and SUR staff by telephone, email, text message, or other communication methods during State 
business hours. 


Our director of claims manages the Nevada PIU, and she is a member of the Compliance 
Committee. The Compliance Committee is chaired by the compliance officer who works 
closely with the PIU on a day-to-day basis. The compliance officer is accountable to the health 
plan Medicaid administrator. In addition to overseeing and monitoring the enforcement of the 
FWA compliance program, the compliance officer facilitates compliance with the contract, as 
well as state and federal rules and regulations. The compliance officer has authority to report 
issues directly to the Medicaid administrator, who is also a member of the Compliance 
Committee, or if necessary, to our local board of directors. 


ROLES AND RESPONSIBILITIES OF THE COMPLIANCE OFFICER 
Our compliance officer will establish a relationship with the DHCFP and state enforcement 
officials and understand the nuances of the Medicaid and Nevada Check Up Programs and 
the State’s expectations on combating FWA. The compliance officer and the Medicaid 
administrator are fully committed to protecting the integrity of the Nevada Medicaid and 
Nevada Check Up Programs by fostering a collaborative, cooperative partnership with 
DHCFP and federal regulatory agencies. 


The compliance officer is available to communicate with the DHCFP Program Integrity staff 
by telephone, email or other communication methods during State business hours. 
Additionally, the compliance officer serves as the primary point of contact for our health plan 
on issues related to fraud, abuse and waste prevention, and: 


 Reports compliance activity to the Compliance Committee, and, as necessary, facilitates 
reporting issues to the local board of directors 


 Identifies and manages compliance risk through collaboration with business partners 
and reports compliance risk and progress made toward remediating risk to the 
Compliance Committee 


 Investigates and responds to Code of Conduct or other policy violations 


 Confirms policies and procedures are created and maintained to address our local 
health plan requirements and align with corporate policies 


 Coordinates regulatory audit activity 


 Facilitates response and monitoring of any regulatory corrective action plans (CAPs) 


 Reviews processes and functional areas to confirm the Compliance and Ethics 
Program complies with DHCFP contract requirements regarding FWA prevention, 
detection, deterrence and reporting 


 Confirms our Compliance and Ethics Program complies with DHCFP and federal 
fraud and abuse laws and regulations 
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 Periodically reviews and revises the compliance and FWA policies to meet changing 
regulations or trends 


 Develops and implements a well-defined reporting process, promoted among all 
employees, to report suspicions of non-compliance, unethical behavior or FWA 
without fear of retaliation 


 Confirms there are systems and processes in place to monitor and detect and help 
investigate FWA 


 Independently investigates and acts on compliance matters 


 Monitors the reporting of potential member and provider FWA cases to DHCFP or the 
appropriate law enforcement agency by the program integrity unit 


 Regularly attends and participates in the Nevada Program Integrity meetings 


 Oversees services provided by any relevant subcontractors 


C. The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery 
and reporting of improper payments, including FWA activities, as specified in the vendor contract.  


Our PIU consists of resources that meet or exceed the DHCFP’s requirements. The PIU is 
responsible for triaging, investigating and resolving instances of health care fraud or abusive 
conduct by the medical profession, members or the public. Using information from tips and 
complaints from plan members, the medical community and law enforcement, employees 
conduct confidential investigations and document relevant findings and report any illegal 
activities in accordance with all laws and regulations. PIU staff may conduct on-site provider 
claim or clinical audits (using appropriate personnel) to gather and analyze all necessary 
information and documents related to the investigation. They identify, communicate and 
recover losses as deemed appropriate. Where applicable, testimony regarding the investigation 
may be required. 


D. The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to 
provide information and updates on cases. 


Our PIU consists of qualified resources that will either in person or via telephone on a 
monthly basis with the DHCFP to provide information and updates on cases. In fact, the PIU 
and local leadership are actively involved in efforts with other entities that investigate and 
prosecute provider and member fraud, waste and abuse: We actively participate in quarterly 
meetings with regulators and other MCO(s) and will participate in the new monthly meetings. 


E. Qualified staff shall have experience in health care claims review, data analysis, professional medical 
coding or law enforcement. 


We hire qualified staff with experience in health care claims review, data analysis, 
professional medical coding or law enforcement. For example,  


 Our Special Investigation Unit (SIU) comprises highly qualified investigators with 
significant experience in dealing with health care and prescription drug fraud and 
abuse, as well as knowledge of industry business practices, systems and infrastructure. 
These investigators are also familiar with federal and state law enforcement and 
litigation practices. SIU investigators are responsible for conducting fact-based 
investigative activities and operations (a more detailed description of which can be 
found in the SIU’s internal policies, procedures and investigative process 
documentation), and presenting evidence in support of civil and criminal prosecutions. 
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 We conduct a medical review of claims whenever the appropriateness of service, 
procedure or payment is in question. Coding issues are addressed by our internal 
clinical review staff, which reviews claims to determine accurate coding levels for 
processing. The clinical review staff comprises seven clinical claims review RNs, one 
manager of clinical claims review RN, and two administrative support staff members. 


 ER Services: Our RN clinical claims reviewers manually examine all ER claims 
and route for payment any services that meet the definition of “emergency.” Claims 
submitted for ER services that do not satisfy medical appropriateness requirements 
are routed to a physician for further examination and determination. 


 Level of Care Coding: RN clinical claims reviewers examine claims for appropriate 
level of care (LOC) coding and, when necessary, reduce the LOC to the appropriate 
level prior to payment. 


 Non-Covered Services: Claims for services that require prior authorization are 
reviewed for medical necessity. Our RN clinical claims reviewers will route for 
payment all such claims that meet the threshold for medical necessity. Claims for 
services that do not appear to be medically necessary are referred to a physician for 
further review and possible denial. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 
Medicaid recipients. 


Our PIU staff are located in Nevada, and staffing will be at a minimum of one investigator per 
50,000 recipients assigned to our health plan. 


G. The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the 
DHCFP for periodic meetings and trainings with SUR Unit staff. 


Our PIU staff receives ongoing training and will participate in periodic meetings and 
trainings with SUR Unit staff. Here are some examples of PIU staff training:  


 CMS Outreach and Education/MEDIC teleconferences 


 Periodic Teleconference trainings organized by NHCAA (National Health Care Anti-
Fraud Association). Listing of those recently participated in: 


 Coding Clinic – June 21, 2016 


 SCIO Webinar: Tiny Babies-Huge Costs: The NICU Impact on Overpayments and 
Fraud – June 14, 2016 


 2016 May Audio Conference: Vestibular Diagnostic Testing Schemes – May 12, 
2016  


 Investigative Pitfalls: Common Provider Defenses & Investigative Counters – Apr.  
20, 2016 


 Behavioral Health Schemes – Mar. 22, 2015  


 Laboratory Testing Issues – Mar. 23, 2016 


 FICO Webinar: Exposing Medical Identity Fraud & Abuse with Link Analysis – 
Jan. 28, 2016 


 2016 January Audio Conference – Jan. 14, 2016 


 SCIO Webinar: Advanced Pharmacy Analytics: Enhancing FWA Compliance & 
Cost Containment – Oct. 7, 2015 
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 2015 September Audio Conference: Understanding the Affordable Care Act: Basics 
for Fraud Investigations – Sept. 10, 2015  


 Periodic Training Webinars sponsored by CMS for Program Integrity 


 OPM Health Insurance Division Teleconferences 


 Online Employee Handbook with Compliance and Ethics Program and Trainings (via 
our learning management system) including: 


 Annual Code of Conduct Attestation 


 Annual Fraud, Waste and Abuse Training 


 Annual Safe and Secure with Me – Privacy and Security Training 


 Policy Center Training – based upon job responsibilities 


3.16.15 Fraud Identification and Referral 
3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud 
to the SUR Unit of the DHCFP. 


We have policies and procedures to identify and refer credible allegations of fraud in 
compliance with ACA requirements. Our policies and procedures for detecting FWA and 
ensuring payment integrity include, but are not limited to: 


 A comprehensive compliance plan 


 Pharmacy lock-in program 


 Claim edits 


 Pre- and post-payment review of claims 


 Desk audits on post-processing review of claims 


 Provider profiling and credentialing reports 


 Surveillance and utilization management protocols 


 Provider and member materials 


 Confidential reporting provisions  


 Investigation and follow-up provisions 


We report all instances of suspected provider and member claims fraud, waste or abuse to the 
SUR Unit of the DHCFP. 


3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must 
perform a preliminary investigation to determine whether a credible allegation of fraud exists. 


When we receive a tip or allegation related to potential fraud, our PIU performs a preliminary 
investigation to determine if a credible allegation of fraud exists. The preliminary 
investigation may include: 


 Reviewing claim histories 


 Contacting providers  


 Obtaining and reviewing medical and billing records 


 Interviewing providers or members or other witnesses 


 Checking providers’ qualifications, licensure status and disciplinary activity, civil 
litigation and criminal histories and financial records 
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3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a 
fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days. 


When we determine that a provider or member should be reported, the PIU will submit a fraud 
referral to the SUR Unit of the DHCFP within two business days. 


3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other 
information specified by the DHCFP: 


A. Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI); 


B. Nevada Medicaid provider type; 


C. Recipient’s name and Medicaid number; 


D. Date and source of the original complaint or tip; 


E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


2. Dates of fraudulent conduct; and 


3. Approximate value of fraudulently obtained payments. 


F. Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any 
actions they have taken;  


G. The findings from the vendor’s preliminary investigation and proposed actions; 


H. After submitting the fraud referral, the vendor will take no further action on the specific allegation until 
the SUR Unit responds; 


I. If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its 
own investigation to comply with the reporting requirements contained in this contract; and  


J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to 
what further actions, if any, they may take which will not impair the investigation by the MFCU or other law 
enforcement agency. The vendor must provide the MFCU access to conduct private interviews of MCO 
personnel, subcontractors and their personnel, witnesses and recipients. MCO personnel, subcontractors 
and their personnel must cooperate fully in making MCO personnel, subcontractors and their personnel 
available in person for interviews, consultation, grand jury proceedings, pre-trial conference, and 
hearings, at their own expense. 


The fraud referral will include, but will not be limited to, any evidence we have on the 
provider’s billing practices (unusual billing patterns, services not rendered as billed, and same 
services billed differently or separately). The report also will include the following 
information: 


 Name and ID number of the relevant 
party 


 Type of Nevada Medicaid provider 


 Recipient’s name and Medicaid 
number 


 Date and source of the complaint 


 Nature of the complaint, including 
specific laws or Medicaid policies 
violated 


 Dates of fraudulent activity 


 Approximate dollars involved 


 Legal and administrative disposition 
of the case 


We understand that after submitting the fraud referral, we will not take any further action 
until we receive a response from the SUR. If the SUR notifies us that the fraud referral is 
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declined, our PIU will proceed with an investigation to comply with the reporting 
requirements specified by DHCFP. 


3.16.16 Payment Suspensions  
The vendor must establish policies and procedures to implement payment suspensions as directed by 
DHCFP, including those related to Credible Allegations of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails to 
do so, the DHCFP may impose penalties. 


As set forth in 42 C.F.R. § 455.23, we will suspend provider payments as directed by DHCFP 
due to credible allegations of fraud (CAF) investigations. We have the capability to deploy 
system flags that immediately suspend all payments to a provider upon notification by the 
state. We understand that if we fail to suspend payments to an entity or individual as 
instructed by DHCFP, the Division may impose penalties. 


3.16.17 Compliance Reviews 
The vendor’s PIU must specifically address the identification, review, recovery, prevention, and reporting 
of improper payments, including fraud, waste, and abuse. 


PAYMENT INTEGRITY, FRAUD, WASTE AND ABUSE POLICIES, PROCEDURES 


AND STANDARDS OF CONDUCT  
We are committed to the foundational aspects of detecting and preventing FWA. We have 
established standards of conduct, policies and procedures, and training, related to 
identification, review, recovery, prevention, reporting and improper payments. 


Our Payment Integrity Unit uses the following sources to uncover potential improper 
payments:  


 Identification: Sources of provider fraud/suspicious claims referrals, via tips and data 
analytics: A variety of data-analytic tools is employed to facilitate prospective and 
retrospective detection of FWA. Awareness of real or potential fraud, waste and abuse 
is also realized through fraud hotline tips, employee referrals, claims data analysis, 
industry sources, provider management activities and media sources. 


 Review: Validation and investigation of referrals from tips and data analytics: All 
referrals/tips and data mining analytic results are researched and tracked in a 
database. A recommendation is then provided based upon findings. Many result in 
prospective or retrospective investigations or a report to state agencies.  


 Responses to requests for information and regulatory reporting of suspected provider 
fraud/abuse: Our PIU is a dedicated team that handles reporting of suspected fraud 
and responds to requests for information or requests for investigative assistance from 
law enforcement agencies. 


 Responses to requests for information: Pursuant to their health care oversight 
responsibilities, and because of our reporting actions or active investigations by outside 
entities, state and federal regulators may compel responses to requests for information. 


 Recovery: Multiple levels and types of electronic data analysis are applied to claims 
already paid to prevent future payments induced by FWA and to identify retrospective 
audit, investigation and recovery opportunities. Post-payment data analytics includes 
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payment error analysis whereby paid claims are analyzed to identify various types of 
billing errors and irregularities. 


 Prevention: We perform prospective FWA activities in compliance with contractual 
and regulatory requirements for reimbursement accuracy and understand that internal 
controls are critical for detecting FWA. If the DHCFP SUR notifies us that a provider 
is suspected of FWA or if a provider shows up on a federal or state provider exclusion 
and sanctions list, we will set system flags to prevent payments to the provider. Our PIU 
will monitor the situation to determine how long the flags should remain in place and 
whether they should be modified or removed. 


 Reporting: Reports of suspected fraud or abuse must be filed with the appropriate 
regulator(s) and other governmental entities, including law enforcement. 


3.16.18 Identification 
3.16.18.1The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, 
but are not limited to: 


A. Fraud hotline or website; 


B. Referrals from the DHCFP; 


C. Referrals from the vendor's own organization including utilizations of data systems to identify issues 
such as provider profiling or data analysis; or 


D. Verification of Service letters/EOB’s complaints.  


We will work cases directly referred to us via the fraud hotline, our website or a referral from 
the DHCFP by investigating and performing data analytics to determine credibility of the 
allegation. Data collected from our own systems will be used to identify potential aberrant 
practices. In addition, we will implement a verification of services process upon award of this 
contract. Following an established best practice currently used in some of our other markets, 
we will mail VOS letters to a random, sample group of Nevada Medicaid members on a 
monthly basis to verify services were actually provided to our members. We will have processes 
in place to work referrals of potential fraud from this verification process. 


3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP 
must be copied on the referral. 


We will refer all tips, complaints and referrals, which allege recipient misconduct, to the 
DWSS and copy the DHCFP on the referral. 


3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly 
regardless of the outcome. 


Using our sophisticated technology platform, our PIU will track all tips, complaints and 
referrals and report them to the DHCFP monthly, regardless of outcome.  
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3.16.19 Review 
3.16.19.1The PIU will conduct a review of any identified issues by collecting and analyzing available 
relevant information, including, but not limited to: 


A. Encounter data; 


B. Provider credentialing and enrollment records; 


C. Provider self-audits; 


D. Provider treatment records; 


E. Prior authorization records; 


F. Recipient verification of service letters/EOB’s; 


G. Nevada Medicaid Services Manual (MSM); and 


H. Nevada Medicaid Billing Guidelines. 


We conduct reviews using algorithms and queries to electronically collect and analyze 
available relevant information including, but not limited to, encounter data, provider 
credentialing and enrollment records, provider self-audits, provider treatment records, prior 
authorization records, recipient verification of service letters. We also will consult the Nevada 
Medicaid Service Manual (MSM) and Nevada Medicaid Billing Guidelines. 


When issues are identified from data sources like these, we have a process in place to perform 
electronic data analysis or mining of claims data, which is generally regarded as the most 
effective method of prospectively detecting suspected FWA. We accomplish this by using 
algorithms and queries to electronically mine claims data and various other databases to 
detect suspected FWA. This process includes the following analyses: 


 Pre-Payment Data Analytics: We mine claims before payment to identify various types 
of billing errors and irregularities. The results of this mining can assist in the 
identification of suspected FWA for follow-up prospective audit and retrospective 
investigation. 


 Post-Payment Data Analytics: We apply multiple levels and types of electronic data 
analysis to claims that have already been paid to prevent future payments induced by 
FWA and to identify retrospective audit, investigation and recovery opportunities. 


 Payment Error Analysis: We analyze paid claims to identify various types of billing 
errors and irregularities. This analysis contributes to the identification of suspected 
instances of FWA for further analysis. 


 Industry Trends (Sharing Awareness): We review industry trends and information 
from multiple industry and professional association sources and assess the potential 
impact on benefit programs. We may use this information to inform future FWA 
activities. 


 Data Mining Queries/Aberrant Billing Patterns: We share electronic data mining 
queries and aberrant billing patterns throughout our company and across our multiple 
lines of business. We know that we can uncover suspected schemes and practices 
across many platforms and lines of business that might affect the Medicaid business. 
We use the knowledge that we gather from other platforms to identify suspected FWA. 
This includes general queries and criteria applicable to all health plan claims (e.g., 
gender inappropriate services) as well as queries and criteria tailored to common 
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Medicaid FWA schemes. We use these criteria to perform electronic analytics of claims 
data and to analyze provider claim trends. We routinely identify, propose, test and 
implement new criteria as new schemes and methods to detect suspected FWA. 


3.16.19.2 The PIU will determine which, if any, encounters were improper payments. 


The PIU uses multiple techniques to determine improper payments. Investigative activities 
can include: 


 Perform additional electronic data mining of claim histories and trends 


 Contact providers and obtain and review medical and billing records 


 Interview providers or members or other witnesses 


 Check providers’ qualifications, licensure status and disciplinary activity, civil 
litigation and criminal histories, and financial records 


 Review quality of care complaints against providers 


When we detect suspected provider FWA, our PIU investigates so we can ascertain the 
appropriateness of stopping payment of some or all of the provider’s claims. 


3.16.20 Recovery and Education 
3.16.20.1The PIU will notify the provider of the identified overpayment. The notification will include: 


A. The amount of the overpayment; 


B. A detailed listing of the encounters affected; 


C. Education and citations supporting the findings; 


D. Options for repayment; 


E. Any internal appeal rights afforded by the vendor; and 


F. The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with 
the vendor are exhausted. 


We notify the provider of the identified overpayment through written communication in the 
form of a letter. Our provider services advocates work with providers to educate them on 
correct coding, billing procedures and billing issue resolution. Advocates also answer 
inquiries related to the letter. Providers and their office staff have direct access to an advocate 
who serves as a direct point of contact, which facilitates consistency. Advocates address any 
areas of concern and follow up for resolution, or to initiate disciplinary actions, as 
appropriate. Additionally, provider advocates may assist the provider in walking them through 
the appeals/Fair Hearing Process. 


3.16.20.2The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse 
investigation or audit. 


We acknowledge our PIU will collect and retain the overpayments resulting from a fraud and 
abuse investigation or audit. 


If we identify an overpayment to a provider post-payment, the provider receives notice for 
refunding the overpayment or appealing the overpayment notice. If the provider does not 
appeal or refund the overpayment within the designated time frame, the affected claim is 
adjusted, and the overpayment is offset from a future remittance to the provider. We reach out 
and request a check from providers who do not submit claims sufficient to offset the 
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overpayment. During this process, we place outreach calls to the provider until we receive a 
check for the overpayment. 


3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the 
identification of the overpayments, regardless of whether the vendor is able to recover the overpayment 
from the provider. 


Regardless of whether we recover the overpayment from the provider, our encounters team 
will adjust or void affected encounters within 60 calendar days following the identification of 
the overpayment. 


3.16.21 Monetary Recoveries by State or Federal Entities 
3.16.21.1If any government entity including the Attorney General’s Office, either from restitutions, 
recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, 
or through a civil settlement or judgment, or any other form of civil action, receives a monetary recovery 
from any entity, the entirety of such monetary recovery belongs exclusively to the State of Nevada and 
the vendor has no claim to any portion of this recovery. 


We will comply with the requirements pertaining to monetary recoveries by state or federal 
entities. We understand we have no claim to any portion of money recovered from any 
government entity and that the monetary recovery belongs exclusively to the State of Nevada. 


3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to 
subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by 
any government entity, including, but not limited to, all claims the vendor or subcontractors has or may 
have against any entity that directly or indirectly receives funds under this Contract including, but not 
limited to, any health care provider, manufacturer, wholesale or retail supplier, sales representative, 
laboratory, or other provider in the design, manufacture, marketing, pricing, or quality of drugs, 
pharmaceuticals, medical supplies, medical devices, durable medical equipment, or other health care 
related products or services. 


We are fully subrogated and require our subcontractors to agree to subrogate to the State of 
Nevada for all criminal, civil and administrative action recoveries undertaken by any 
government entity, including, but not limited to, all claims the vendor or subcontractors have 
or may have against any entity that directly or indirectly receives funds under this Contract. 
This includes, but not limited to, any health care provider, manufacturer, wholesale or retail 
supplier, sales representative, laboratory or other provider in the design, manufacture, 
marketing, pricing or quality of drugs, pharmaceuticals, medical supplies, medical devices, 
durable medical equipment, or other health-care-related products or services. 


3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to 
consider in the rate-setting process. 


We understand the actuary will receive a report identifying any funds recovered or retained by 
a government entity and the actuary will use this information in the rate-setting process. 


3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or 
voided, as appropriate. 


We adjust or void encounters for any specific payments that are identified as improper. 
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3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the collection 
against a third party. 


We understand that for the purposes of this section only, “subrogation” means the right of 
any State of Nevada government entity or local law enforcement to stand in our place for the 
purposes of collecting against a third party. 


3.16.22 Reporting Requirements 
3.16.22.1All information provided to the DHCFP must be submitted according to the format in the forms 
and reporting guide. 


We will comply with all reporting requirements and time frames as required in Attachment T ~ 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both 
parties. 


3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This 
includes, but is not limited to: 


A. Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, 
abuse or billing errors; 


B. Every CAF;  


C. Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any 
provider enrolled with Nevada Medicaid; and 


D. Every provider that is de-credentialed or denied credentialing for whatever reason.  


We will comply with the requirements of this section including reporting certain information 
to the DHCFP on a per occurrence basis such as overpayments, credible allegations of fraud, 
employee relationships with any provider enrolled with Nevada Medicaid and every provider 
that is decredentialed or denied credentialing for any reason. 


3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, 
but is not limited to: 


A. All active reviews and their status; and 


B. All completed reviews with a detailed reason, and the amount of each overpayment recovered from the 
vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination 
was that there was no overpayment. 


We will comply with the requirements of this section including reporting certain information 
to the DHCFP on a monthly basis such as all active reviews and all completed reviews. 


3.16.22.4Upon request, vendor must provide encounter data to the MFCU at no cost. 


We will provide encounter data to the MFCU upon request and at no cost. 


3.16.23 Provider Compliance Reviews by the DHCFP 
3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance 
with Nevada Medicaid policies. 


We understand the DHCFP may conduct reviews of encounter data and providers in our 
network to confirm compliance with Nevada Medicaid policies. Our compliance officer will 
serve as the point of contact for such reviews. 
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3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the 
vendor as being under review, may be recovered and retained by the DHCFP. 


We understand that any improper payments discovered by the DHCFP, which we have not 
reported as being under review, may be recovered and retained by the DHCFP. 


3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result 
of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the 
DHCFP. 


We agree to send the DHCFP any money withheld from payment to a provider as a result of 
an overpayment discovered by the DHCFP. 


3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter 
data within sixty (60) days after notification from DHCFP. 


Our encounters team will adjust or void affected encounters within 60 days following the 
notification from DHCFP of an improper payment. 


3.16.24 Provider Preventable Conditions (PPC) 
The vendor must identify and report and require all providers and subcontractors to identify and report to 
the SUR Unit in DHCFP, provider preventable conditions that are associated with claims for Medicaid 
payment of with courses of treatment furnished to Medicaid patients for which Medicaid payment would 
otherwise be available. 


Understanding the strategic philosophy and goals established as part of the Affordable Care 
Act (ACA), we support incentivizing quality-based performance initiatives by enforcing non-
payment to providers associated with provider preventable conditions (PPCs). This confirms 
members receive safe, effective care, and that states see a cost-savings associated with non-
payment for PPC-related errors.  


We follow an established policy regarding PPCs that describes our process for review, non-
payment and appeals for PPCs experienced by a member who was hospitalized at a diagnosis-
related group (DRG) or per diem facility. We report all provider preventable conditions to the 
SUR Unit in DHCFP with the associated claims for payment related to the PPC. This policy 
does not replace the quality-management review process. Inpatient acute care hospitals 
(ACHs) do not receive payment for conditions related to PPCs. We follow the CMS’ guidance 
and do pay for PPCs listed in the Department of Health and Human Services’ (DHHS’) 
Inpatient Prospective Payment System Fiscal Year 2013 Final Rule, or PPCs added 
subsequently by the DHHS. 


Per this policy, the following situations apply: 


 Inpatient days attributed to PPCs are not reimbursed per the fee schedule for per diem 
hospitals 


 Services related to PPCs are not reimbursed for DRG hospitals 


 The final concurrent review determination of PPCs is made by our chief medical 
director or designee acting on his/her behalf 


 The ACH can appeal the decision to deny reimbursement for a PPC 


 The PPC is to be reported to the DHCFP’s SUR Unit 
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3.16.25 Vendor Disclosures: Information on Ownership and Control  


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 


Vendors must disclose information to the DHCFP on ownership and control; information related to 
business transactions; and information on persons convicted of a crime. If the vendor does not disclose 
required information under 42CFR 455.104, any federal funds withheld or recouped from or any penalties 
assessed upon the DHCFP will be withheld and recouped from or assessed upon the vendor. 


3.16.25.1 Disclosures are due at any of the following times: 


A. Upon the vendor submitting the proposal in accordance with the State's procurement process. 


B. Upon the vendor executing the contract with the State. 


C. Upon renewal or extension of the vendor’s contract. 


D. Within five (5) calendar days after any change in ownership of the vendor. 


3.16.25.2 Disclosures on Ownership and Control by Vendor. 


A. The following disclosures must be provided by the vendor (42 CFR 455.104(b), 1903(m)(2)(A)(viii), 
1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the vendor that:  


a. Has direct, indirect, or combined direct/indirect ownership interest of five percent (5%) or more of the 
vendor’s equity. 


b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other obligation secured by the 
vendor if that interest equals at least five percent (5%) of the value of the vendor’s assets. 


c. Is an officer or director of a vendor organized as a corporation.  


d. Is a partner in a vendor organized as a partnership. 


2. The name and address of any person (individual or business entity) with an ownership or control 
interest in the vendor. The address for business entities must include as applicable primary business 
address, every business location, and P.O. Box address.  


3. Date of birth and Social Security Number (in the case of an individual). 


4. Other tax identification number (in the case of a business entity) with an ownership or control interest in 
the vendor or in any subcontractor in which the vendor has a 5 percent (5%) or more interest. 


5. If your firm is not a Qualified Health Maintenance Organization, provide the disclosures described at 42 
U.S.C. 1396b(m)(4)(A).” 


3.16.25.3 Whether the person (individual or business entity) with an ownership or control interest in the 
vendor is related to another person with ownership or control interest in the vendor as a spouse, parent, 
child, or sibling; or whether the person (individual or business entity) with an ownership or control interest 
in any subcontractor in which the vendor has a 5 percent (5%) or more interest is related to another 
person with ownership or control interest in the vendor as a spouse, parent, child, or sibling. 


3.16.25.4 The name of any other Medicaid provider or fiscal agent in which the person or corporation has 
an ownership or control interest. 
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3.16.25.5 The name, address, date of birth, and Social Security Number of any managing employee of 
the vendor. 


3.16.25.6 Vendor requirements for collecting and validating information related to ownership and 
business transactions from providers or subcontractors. 


A. The vendor must enter into an agreement with each provider under which the provider agrees to 
furnish upon request, information related to ownership and business transactions.  


B. The vendor must require the provider or subcontractors to submit full and complete information about: 


1. The ownership of any subcontractor with whom the provider has had business transactions totaling 
more than $25,000 during the 12-month period ending on the date of the request; and  
2. Any significant business transactions between the provider and any wholly owned supplier, or between 
the provider and any subcontractor, during the 5-year period ending on the date of the request.  


3.16.25.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time upon written 
request by the vendor, the provider must disclose to the vendor the identity of any person who:  


A. Has ownership or control interest in the provider, or is an agent or managing employee of the 
provider/subcontractors; and  


B. Has been convicted of a criminal offense related to that person's involvement in any program under 
Medicare, Medicaid, or the Title XX services program since the inception of those programs.  


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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3.16.26 Denial or Termination of Provider Participation.  
3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who 
has an ownership or control interest in the provider, or who is an agent or managing employee of the 
provider, has been convicted of a criminal offense related to that person's involvement in any program 
established under Medicare, Medicaid or the Title XX Services Program.  


We understand we may refuse to enter into or renew an agreement with a provider if the 
provider discloses ownership/controlling interest and criminal offenses related to involvement 
in Medicare/Medicaid or Title XX Programs. 


3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that 
the provider did not fully and accurately make any disclosure required.  


We understand we may refuse to enter into or may terminate an agreement with a provider if 
the provider did not fully disclose ownership/controlling interest or criminal offenses related 
to involvement in Medicare/Medicaid or Title XX Programs. 


3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes 
on the provider's application for participation in the program.  


Our provider credentialing team will promptly notify the DHCFP Provider Enrollment Unit of 
any action we take resulting from inaccuracies on the provider’s application. 


 







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 732 of 776
 


3.17 Reporting 
The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ Forms 
and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. Failure to meet 
all reporting requirements and timeframes as required by this RFP and all attachments thereto may be 
considered to be in default or breach of the contract. 


We understand DHCFP expects an MCO such as ours to effectively and efficiently produce 
regularly scheduled, on-demand and ad hoc reports that track plan performance. For 23 
Medicaid programs, we produce reports on topics such as encounter reporting, summary 
utilization, dispute resolution, quality assurance, recipient satisfaction, financial reporting, 
sales and transaction. Using our robust reporting systems and tools, our team of skilled 
analysts develops Nevada Medicaid and Nevada Check Up reports reflecting both data 
analysis and trending. 


We comply with all reporting requirements identified throughout the RFP and in Attachment 
T ~ Nevada Forms and Reporting Guide. We have extensive experience producing the reports 
required in this RFP and a proven track record of timely submissions.  


We will submit the following required reports via secure electronic file transfer within the 
specified time frames and in a DHCFP-provided template or a format approved by DHCFP: 


MONTHLY DELIVERABLES 
Financial Reporting 


Report Name Time Frame 


Request for retro-capitation payment 60 days after month end 


Third Party Liability 30 days after month end 


Enrollee and Provider Grievance and Appeals Reporting 


Report Name Time Frame 


MCO/Subcontractor Grievance Reporting 
Form 


10 business days following month-end 


Notice of Action (NOA) Reporting Form 10 business days following month-end 


MCO Appeals Reporting Form 10 business days following month-end 


Subcontractor’s Appeals Reporting Form 10 business days following month-end 


MCO Provider Dispute Reporting Form 10 business days following month-end 


Subcontractor’s Provider Dispute Reporting 
Form 


10 business days following month-end 


Program Integrity Reporting 


Report Name Time Frame 


MCO Program Integrity Monthly Report 10 business days following month-end 
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Quality Assurance Reporting 


Report Name Time Frame 


Dental Report, Provider First business day of month with a three-month 
lag time to allow sufficient time for claims to be 
processed 


Dental Report, Patient First business day of month with a three-month 
lag time to allow sufficient time for claims to be 
processed 


Dental Report, Service Count and Cost First business day of month with a three-month 
lag time to allow sufficient time for claims to be 
processed 


Dental Report, Enrollment First business day of month with a three-month 
lag time to allow sufficient time for claims to be 
processed 


Network Providers 15 days after month-end 


QUARTERLY DELIVERABLES 
Enrollee and Provider Grievance and Appeals Reporting 


Report Name Time Frame 


MCO/Subcontractor Grievance Reporting 
Form 


10 business days following quarter-end 


Notice of Action (NOA) Reporting Form 10 business days following quarter-end 


MCO Appeals Reporting Form 10 business days following quarter-end 


Subcontractor’s Appeals Reporting Form 10 business days following quarter-end 


MCO Provider Dispute Reporting Form 10 business days following quarter-end 


Subcontractor’s Provider Dispute Reporting 
Form 


10 business days following quarter-end 


Program Integrity Reporting 


Report Name Time Frame 


MCO Program Integrity Quarterly Report 10 business days following quarter-end 


Quality Assurance Reporting 


Report Name Time Frame 


Maternal and Birth Data Report (Medicaid) 45 days after quarter-end 


Maternal and Birth Data Report (Check Up) 45 days after quarter-end 


Hospital Adequacy Report 45 days after quarter-end 


Network Adequacy Report 45 days after quarter-end 


Dental Network Adequacy Report 45 days after quarter-end 


Out of State Services Report 45 days after quarter-end 


Death Report (Medicaid) 45 days after quarter-end 


Death Report (Check Up) 45 days after quarter-end 


Insure Kids Now Dental Provider Network First business day of the month after quarter-end 
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Voluntary Population Reporting 


Report Name Time Frame 


SED/SMI Log 45 days after quarter-end 


CSHCN Log 45 days after quarter-end 


Network and Hospital Adequacy Reporting 


Report Name Time Frame 


Network Adequacy Reporting Form 45 days after quarter-end 


Hospital Adequacy Reporting Form 45 days after quarter-end 


Out-of-State Services Reporting Form 45 days after quarter-end 


FIRST, SECOND AND THIRD QUARTER DELIVERABLES 
Financial Reporting 


Report Name Time Frame 


Certification Statement 45 days after quarter-end 


Statement of Revenue & Expense 45 days after quarter-end 


Enrollment 45 days after quarter-end 


Utilization Data 45 days after quarter-end 


Medical Claims Payable 45 days after quarter-end 


Large Claims Tracking 45 days after quarter-end 


Claims Report 45 days after quarter-end 


FOURTH QUARTER DELIVERABLES 
Financial Reporting 


Report Name Time Frame 


Certification Statement 90 days after quarter-end 


Statement of Revenue & Expense 90 days after quarter-end 


Enrollment 90 days after quarter-end 


Utilization Data 90 days after quarter-end 


Medical Claims Payable 90 days after quarter-end 


Large Claims Tracking 90 days after quarter-end 


Claims Report 90 days after quarter-end 


Quality Assurance Reporting 


Report Name Time Frame 


CMS 416 Report 45 days after FF quarter-end 


ANNUAL DELIVERABLES 
Financial Reporting 


Report Name Time Frame 


Certification Statement 90 days after year-end 


Listing of Contractor Officers and Directors 90 days after year-end 


Balance Sheet Report 90 days after year-end 







State of Nevada Purchasing Division Part IA – (Phase I) Scope of Work


Page 735 of 776  RFP #3260
 


Financial Reporting 


Report Name Time Frame 


Related Party Transactions 90 days after year-end 


Annual Footnote Disclosure 120 days after year-end 


Schedule H (from NAIC-Section III only) 120 days after year-end 


Quality Assurance Reporting 


Report Name Time Frame 


CMS 416 Report 60 days after FFY end 


INDEPENDENT AUDIT DELIVERABLES 
Financial Reporting 


Report Name Time Frame 


Independent Audit Report 120 days after year-end 


Accountant’s Report on Compliance 120 days after year-end 


Annual Audit/Contactor YTD Financial 
Reconciliation Report 


120 days after year-end 


OTHER DELIVERABLES 
Program Integrity Reporting 


Report Name Time Frame 


MCO Program Integrity 10 business days after opening the investigation 
or two business days after opening the 
investigation if marked as Provider Credible 
Allegation of Fraud (CAF) on Referral Form 


MCO Program Integrity Recipient Referral 
Form 


10 business days after opening the investigation 
or two business days after opening the 
investigation if marked as Credible Allegation of 
Fraud (CAF) on Referral Form 


Case Management Stop Loss Review Form Internal Reporting Form 


Member High-Cost Report Instructions for completing the form attached to 
the report form 


Maternity Risk Screen Form Per MSM Chapter 600 


 


Voluntary Population Reporting 


Report Name Time Frame 


SED/SMI Consent Form Within five working days after the SMI or SED 
determination 


SED/SMI Determination Form Within five working days after the SMI or SED 
determination 


Managed Care Disenrollment Form As soon as practicable after its completion 


COMPOSITION OF THE HEALTHCARE INFORMATICS TEAM 
Our healthcare informatics team comprises three sub-teams:  
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 Healthcare Economics Team: This team provides relational data sets, high-level 
strategic analyses and predictive modeling. Using internally developed cutting-edge 
data evaluative techniques, the team proactively identifies long-term Medicaid program 
financial viability and beneficial member access opportunities. 


 Business Analytics Team: This team is responsible for designing and creating clinical 
and medical management reports using various business intelligence tools, assembling 
data from multiple source systems, and providing ad hoc analysis for our health plan. 


 Data Management: This team is responsible for delivering on time, high-quality data 
extracts, reports and analysis, including HEDIS, Medicaid Encounters, and utilization 
information for Nevada Medicaid, Nevada Check Up and Expansion populations. 


REPORTING SYSTEMS 
Our data warehouse and analytics toolset contains claims information (e.g., inpatient, 
outpatient, physician and specialist, pharmacy, dental, vision and lab), member data, provider 
data, authorizations, external subcontractor data and predictive modeling information and 
captures the following: 


 Geographic location 


 Line of business 


 Service Category 


 Product Data 


 Member and provider demographics 


 Diagnosis and level of care 


 Disease management categorizations 


 Service authorizations by day 


 Behavioral health claims data 


 Provider contracts 


 Revenue capitation data by rate cell 


 Claims/encounters for each service 
category 


 Encounter submission data 


 Actuarial reserving completion factors 


 Risk stratification scores by member 


 Financial details from claims for 
General Ledger 


This multidimensional data warehouse collects information from the various operational 
systems on a daily, biweekly and monthly basis, depending upon the data source.  


Our robust reporting tools provide crucial data analytic capabilities that assist in the 
production of targeted reports and, in turn, effective member intervention. Using this 
information, our reporting teams perform sophisticated, data-intensive analysis, such as 
medical cost trending to pinpoint issues with member care, without an impact on our 
transaction databases. 


Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or 
documents received from the vendor may be open to public disclosure and copying. The State will have 
the duty to disclose, unless a particular record is made confidential by law or a common law balancing of 
interests. This includes compensation arrangements, profit levels, consumer satisfaction levels, audits 
and findings, pertinent litigation, and outcomes/HEDIS data. 


We understand we must clearly label information or documents as “confidential” or “trade 
secret” pursuant to NRS 239.010 to prevent public disclosure or copying.  
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Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the 
vendor agrees to indemnify and defend the State for honoring such a designation. The failure to label any 
document that is released by the State shall constitute a complete waiver of any and all claims for 
damages caused by any release of the records. If a public records request for a labeled document is 
received by the State, the State will notify the vendor of the request and delay access to the material until 
seven (7) business days after notification to the vendor. Within that time delay, it will be the duty of vendor 
to act in protection of its labeled record. Failure to act shall constitute a complete waiver. 


Under NRS 239.010, it is clear that Nevada’s Public Records Act applies to all public books 
and public records of a government entity, the contents of which are not otherwise declared by 
law to be confidential. We understand the records must be open at all times during office 
hours to inspection by any person, and may be fully copied. A person may request a copy of a 
public record in any medium in which the public record is readily available. We understand 
our duty to clearly label individual documents as a “trade secret” or “confidential” as long as 
we agree to indemnify and defend the State for honoring our request. We understand the State 
will notify us if the State receives a public record request for the labeled document. If that 
happens, we will act in protection of our labeled record within seven business days or forfeit 
our rights. 


3.17.1 Encounter Reporting 
3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including DHCFP’s 
media and file format requirements, liquidated damages and submittal timeframes. The vendor must 
assist DHCFP in its validation of encounter data. Compliance with reporting requirements is described in 
this RFP.  


We acknowledge and accept all of DHCFP’s encounter reporting requirements as cited in this 
RFP, including any revisions or additions regarding encounter data and including DHCFP’s 
media and file format requirements, liquidated damages and submittal time frames. We have 
worked with the State and its fiscal agent to successfully develop interfaces supporting the 
Nevada Medicaid and Nevada Check Up Programs. 


We also are committed to meeting DHCFP’s requirements around the following: 


 Supporting and assisting DHCFP with validation of encounter data 


 Submitting encounter data for Nevada Check Up members in the same manner as we 
submit encounter data for the Medicaid program, but with identification of Nevada 
Check Up members provided separately from the Medicaid program 


 Excluding encounter data for amounts expended for providers excluded by the 
Medicare, Medicaid or Nevada Check Up Programs, except for emergency services 


Our MIS solution is fully compliant with the privacy, security, transaction and code set 
requirements associated with HIPAA, as amended or modified. We successfully submit 
encounter data in the HIPAA-compliant formats to DHCFP’s vendor as evidenced by 
acceptance rates of 98.34 percent and 99.9 percent for medical and pharmacy claims 
respectively in 2016. 
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3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program. Nevada Check Up recipients must be separately identified from 
Medicaid recipients, but the information can be combined for submission. 


We submit information for both the Nevada Medicaid and Nevada Check Up Programs using 
the same methodologies, with data from each program easily identifiable within the data set. 


We maintain systems that receive, transmit process and store data in a manner compliant with 
HIPAA standards for electronic exchange, privacy and security requirements (45 CFR 162 
and 164), as well as Nevada state laws. Nationally, our system complies with the HIPAA-
compliant standards for information exchange, including the 5010 version. In Nevada, we 
submit HIPAA-compliant encounter data to the DHCFP’s MMIS using the following HIPAA 
formats: 


 ASC X12N 837I Institutional Claim/Encounter Transaction 


 ASC X12N 837P Professional Claim/Encounter Transaction 


 ASC X12 N 837 D Dental Claim/Encounter Transaction 


 National Council for Prescription Drug Programs (NCPDP) Pharmacy Claims 


 Proprietary flat-file and XML-based formats where required 


All system edits that apply to paper claims also apply concurrently to electronic claims. 


3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 
438.808. 


We agree not to submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except as allowed for emergency services under 42 CFR 
431.55(h) and 42 CFR 438.808. 


Using Facets, we disallow payments to excluded providers. In addition, we submit reports 
quarterly to capitated providers, who help complete our reconciliation by confirming their 
encounter volume submission. 


3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted 
within ninety (90) calendar days of receipt of encounter.  


We submit all required information in a monthly extract encompassing data from the prior 
month, ensuring proper and accurate reporting of encounter data to DHCFP within the 
required 90-day time frame. 


3.17.2 Summary Utilization Reporting 
The vendor shall produce reports using HEDIS and must submit these reports in addition to other reports 
required by this contract in a timely manner. 


We provide DHCFP with uniform utilization, cost, QI and member satisfaction or complaint 
data on a regular basis. We comply with RFP Section 3.9, Quality Assurance Standards. 


We agree to submit all HEDIS, CAHPS and other reports required by this contract to the 
DHCFP in the required time frames. Before the end of the second quarter of each year, we 
also will submit to the DHCFP our annual quality improvement program (IQAP) evaluation. 
In this evaluation document, we will provide thorough analysis, discussion of barriers, and 
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current and future interventions related to quality, utilization, member satisfaction and access. 
We look forward to working with the DHCFP on these specific areas of study. 


3.17.3 Dispute Resolution Reporting 
3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider 
disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its 
subcontractors.  


We agree to provide the DHCFP with reports documenting the number and types of provider 
disputes, recipient grievances, appeals and fair hearing requests we receive or those received 
by our subcontractors.  


Our grievances, appeals and State Fair Hearing processes are included in our IQAP through 
which we report and analyze trending results. We monitor grievances and appeals reports 
twice daily to attain compliance with DHCFP requirements and report results monthly to the 
Medicaid Compliance Committee, annually to IQAP and quarterly to our board of directors. 
Through these reported results, we identify causes for trends for which we can generate action 
plans or initiate task forces to implement solutions to improve trending in a specific category. 


3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals requests, and 
provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, appeals 
and provider disputes. The reports must identify the recipient grievance or appeal issue or provider 
dispute received; and verify the resolution timeframe for recipient grievances and appeals and provider 
disputes. 


As part of our robust reporting package and in compliance with the Nevada Medicaid and 
Nevada Check Up contract, we provide dispute resolution reporting to DHCFP that includes 
the following:  


 The total number of recipient grievances, the total number of notices provided to 
recipients, the total number of recipient and appeals requests, and provider disputes 
filed, including reporting of all subcontractor’s recipient grievances, notices, appeals 
and provider disputes 


 Identification of the recipient grievance or appeal issue or provider dispute received 
and verification of the resolution time frame 


We will submit these reports to DHCFP on a monthly basis. Our comprehensive grievances 
and appeals procedures include steps for documenting and tracking all disputes to resolution 
within the established time requirements. 


Using a service form within Macess, our grievances and appeals documentation system, we 
electronically document all grievances and appeals. Highly skilled and experienced 
coordinators document each grievance or appeal, including the substance of the grievance or 
appeal, the research related to the issue, and the steps taken for review and determination. We 
then electronically forward the grievance and appeal with all pertinent information attached 
for appropriate review and resolution. When a decision is rendered, the Macess service form is 
returned to the coordinator along with the resolution. If an appeal decision is unfavorable, the 
notice of action informs the member of his/her right to a State Fair Hearing and specifies the 
time frame required to submit his/her request. 
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3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained for each 
occurrence for review by the DHCFP. 


The capacities of our tracking and reporting database, Complaint Tracking and Resolution 
System (CTRS), include standard management reports to track our resolution time frames and 
ad hoc query functionality. CTRS affords us significant flexibility to add or remove data fields, 
as specified by DHCFP, and to provide reporting capabilities based upon multiple data 
elements, filters and sorting options. 


Our CTRS reporting capabilities: 


 Allow data elements to be easily added for reporting to DHCFP 


 Track grievances and appeals by type, status or other elements, as requested 


 Identify grievance or appeal cases which are open, closed or outstanding 


 Track staffing resolution processing times for grievances and appeals 


 Allow customized reporting and inquiry capabilities on multiple data elements 


 Identify provider disputes to include the concern and resolution 


We maintain CTRS data, as specified by DHCFP, to document the life cycle of a member’s 
grievance or appeal. 


3.17.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines 
established jointly by the vendors, the DHCFP, and the External Quality Review Organization (EQRO), as 
well as those identified in this RFP. In addition, the vendor must provide outcome-based clinical reports 
and Management Reports as may be requested by the DHCFP. Should the vendor fail to provide such 
reports in a timely manner, the DHCFP will require the vendor to submit a POC to address contractual 
requirements regarding timely reporting submissions. 


regarding timely reporting submissions. 


To drive clinical and operational performance improvement, our quality management team 
incorporates ongoing monitoring of critical quality indicators, formal performance 
improvement projects, ongoing application of rapid cycle improvement and plan-do-check-act 
(PDCA) methodology, and compliance with federal and state regulations, and NCQA health-
plan accreditation standards. Health plan senior leaders set short- and long-term performance 
goals and our quality management team assists them in benchmarking our performance 
against Nevada state and national rates. The Quality Improvement Committee (QIC) measures 
our successes through analysis of industry-standard measures of health plan quality. In 
addition, we measure performance through HEDIS results, CAHPS surveys, CMS Adult and 
Child Core Measure Sets, EPSDT screening ratios, access and availability data and through 
the feedback we receive as part of compliance audits and accreditation surveys.  


Performance improvement projects are conducted according to the guidelines established 
jointly by DHCFP, the EQRO and health plan standards and those guidelines outlined in this 
RFP. We supply all reports requested by DHCFP including, but not limited to, outcome-based 
clinical reports and management reports and those outlined in Attachment T. We are 
dedicated to exceeding the highest standards in our industry and strive to meet and exceed the 
explicit expectations of DHCFP and the members who rely on us for their health care services. 
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On an ongoing basis, we continue to strengthen our governance and evolve our data-driven, 
responsive culture to support the State. If we should have to complete a Plan of Correction 
(POC), our approach leverages proven processes and organization wide best practices, 
resulting in a systematic approach to notification, tracking, reporting and overall outcomes of 
regulatory audit activity. 


PERFORMANCE IMPROVEMENT PROJECTS  
We have 34 years of experience in conducting Performance Improvement Projects (PIPs) in 
key clinical and non-clinical focus areas in collaboration with our state partners. We currently 
conduct PIPs within health plans that focus on both clinical and non-clinical areas, and work 
closely with our state and community partners to improve health outcomes and impacted 
health and social systems, to provide high-quality care for Nevadans.  


Identifying Opportunities for Performance Improvement Projects 
Our comprehensive quality scorecard, which includes key process and outcome indicators, 
allows us to systematically identify opportunities for improvement on a continuous basis. For 
all quality initiatives, we objectively and systematically monitor and evaluate opportunities that 
may result in PIPs or other formal or informal QI activities. These activities are aimed at 
improving the quality, timeliness and/or appropriateness of our care and service delivery. Our 
clinical and non-clinical PIPs: 


 Are designed to establish baselines, measure interventions and timelines for follow-up 
reevaluations 


 Have objective, clearly defined metrics based upon current clinical knowledge or 
health services research 


 Include intervention outcomes (e.g., changes in health status, functional status and 
member satisfaction) or valid proxies of those outcomes 


 Have identifiable clinical improvement opportunities based upon the needs of the 
population, collaborative opportunities with our state partners, or feedback from our 
network 


 Have structured processes and scientific methodology set by the accrediting entity, 
regulatory agency or designated EQRO 


 May be assigned by regulatory or accreditation agencies or internally initiated based 
upon an identified opportunity 


 May be developed, maintained and approved through feedback and recommendations 
from our QIC or other QI subcommittee, state agency recommendations or based upon 
stakeholder feedback  


 Can be designed for the entire Nevada population or a targeted population or subgroup 


These activities are aimed at improving the quality, timeliness, and/or appropriateness of our 
care and service delivery. The data that are monitored through our scorecards and Quality 
Work Plan is derived from multiple sources, including our NCQA-certified HEDIS software, 
our claims data warehouses, and clinical management software. Our quality team is able to 
directly query these databases or receive consultation and assistance from our data analysis 
and reporting unit or business intelligence experts.  
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Measures generated from these sources are maintained in our scorecards, which are reviewed 
by our committees, and are subsequently maintained as key records. Should an opportunity for 
improvement be identified, the appropriate methodology is determined, whether it is a formal 
PIP or an informal PDCA cycle, and the relevant data are collected and analyzed.  


Identifying and Designing Performance Improvement Projects 
We follow an eight-step methodology for identifying and designing a PIP. The following list 
describes the tasks performed in each of these steps: 


 Data Collection: Data are collected and analyzed that measure member health 
outcomes and satisfaction with health plan services. We review HEDIS data, utilization 
data, care management and disease management data, member satisfaction surveys, 
CAHPS data and member grievance data. Member grievance data are categorized by 
quality of care issues, member access, attitude and service, billing and financial issues, 
and quality of practitioner office sites. Topics are selected by the State or, based upon 
the prevalence of the issue within the membership, the importance/risk of the issue to 
the membership, and reported rates versus established benchmarks.  


 Review and Approval: Projects are presented to the applicable quality committee for 
input and approval. The project is presented to the Division for approval. 


 Setting Benchmarks: We establish quantifiable indicators which clearly and accurately 
measure the activity being evaluated. Indicators measure changes in health or 
functional status or member satisfaction. Baseline benchmarks and goals are set, along 
with information on how the benchmarks and goals were derived. In addition, process 
and/or outcome measures are established and evaluated, as applicable, to verify that 
interventions are being implemented and progressing as planned.  


 Development: After conducting an initial analysis, the QIC develops and implements 
an intervention(s) that has a high chance of success. Interventions are selected that are 
known to be effective and suitable to the population selected. The timing and course of 
interventions must also be determined in addition to: 


 The date the intervention begins 


 The number and percent of the population who actually received the intervention 


 Whether the intervention was conducted as expected or if issues arose which 
interfered with the implementation 


 Analysis: A quantitative analysis is conducted to determine if: 


 There has been a rate change in the original measurement selected 


 If goals/benchmarks have been met 


 If change is evident, is it statistically significant or linked to the timing of the 
intervention 


Based upon the quantitative and qualitative analysis, we perform additional analysis to 
determine if interventions should continue or if changes need to be instituted. If QI actions 
were successful, the new processes are standardized and monitored. If the actions were 
unsuccessful, the QIC determines and implements changes that need to be made to the current 
interventions.  
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 Re-measurement: We conduct re-measurement to determine if improvements are 
sustained or if new interventions have resulted in improvement. When sustained 
improvements have been demonstrated, projects may be discontinued. A three-year 
cycle is common but projects may extend longer depending upon the topic, design and 
results.  


 Monitoring: Interventions that resulted in sustained improvement are standardized and 
monitored. Final project reports and recommendations for termination are presented 
before the applicable health plan quality committee for approval prior to project 
discontinuance. If it is a State-mandated project, DHCFP determines when it can be 
discontinued. 


 Reporting: PIPs are reported on the NCQA Quality Improvement Activity (QIA) form. 
The QIA reports are updated and presented before the QIC and DHCFP for review and 
comment at least annually. 


IOWA SNAPSHOT: SUCCESSFUL ADOLESCENT PREVENTIVE HEALTH VISITS  
As an example of both our continuous quality improvement process in action and our use of 
member incentives related to EPSDT and pediatric preventive care, we conducted an internal 
performance improvement plan in Iowa. We identified that our performance on the HEDIS 
Adolescent Well Care declined from 53 percent compliance in 2012 to 51 percent compliance 
in 2013. Although not statistically significant, the decline was cause for concern given the 
programs we have deployed that target this measure. Subsequently, we implemented a quality 
study to assist us in understanding and addressing these findings.  


After reviewing our results, our team decided we needed to better understand what motivates 
our hawk-i adolescent members and their parents/guardians to access care. Therefore, the 
stated objectives of our study were: 


 Understand why enrolled teen members do or do not use their coverage 


 Determine whether incentives might prompt them to access care 


 Identify ways to encourage adolescent well-care visits and immunizations  


To conduct a root cause analysis, we selected Essman/Research, based in Des Moines, Iowa, 
to conduct a phone survey, and the vendor Periscope to analyze the qualitative findings. Our 
target was the parents/guardians of hawk-i teen members, ages 13 to 18, across Iowa. 
Participants were selected from a database of members currently enrolled in the hawk-i plan, 
and only one participant per household was chosen. We offered a $25 incentive for the 
members that completed the survey. 


Between Apr. 14 and Apr. 21, 2014, 150 telephone surveys were completed. The following key 
findings were identified through analysis of the surveyed members’ responses to our questions 
as well verbatim feedback on overall plan performance:  


 Teens go to the doctor when there is an acute reason, such as an illness 


 Twenty-seven percent reported that their last visit was because of short-term illness 


 Nine percent reported that their last visit was due to emergent care needs 


 Six percent reported that their last visit was for management of an ongoing 
condition 
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 Incentives alone are not enough to prompt an adolescent well-care visit: 72 
respondents (50 percent) said an incentive would not encourage their teen to attend an 
appointment, and another 17 respondents (12 percent) did not know if it would have an 
effect. 


 Parents/guardians are aware that hawk-i covers adolescent well-care visits (90 
percent), but were unaware that the sports physicals that are completed for their teen 
do not meet the clinical practice guidelines for a full preventive care exam. 


For the study, we also reviewed each of our interventions deployed in 2013 and their timing 
during the 2013 calendar year. These interventions included a teen incentive mailing, which 
did not seem to be effective, as we had sent 2,236 mailings offering the incentive, and as of 
Dec. 31, 2013, we had received only 77 responses.  


Based upon our findings, we implemented a change to our member incentive program and 
implemented a new provider-office staff incentive program. We changed the timing of the 
incentive mailing to May 2014 with the expectation of increased response rates as this is a time 
when children are out of school; they have more availability for adolescent preventive exams. 
This also coincides with school sports physicals, which are usually scheduled in June and July 
in preparation for the next school year.  


The findings regarding utilization of primary care for acute illnesses reinforced the need to 
educate providers on their ability to conduct and bill both a sick visit and a pediatric preventive 
health exam on the same day. The quality management director provided education through 
mailings and town halls. We are pleased that our interim rates for 2015 (care rendered in 
2014) already indicate an improvement to 53 percent, already exceeding our 2012 and 2013 
rates. 


CONTINUOUS QUALITY IMPROVEMENT AND PROGRAM DOCUMENTATION 
Annually, we formally document our quality program through a trilogy of documents that 
help us establish goals and objectives and drives CQI throughout Nevada. These documents 
include the Quality Program Description, the Quality Improvement Work Plan and the 
Quality Program Evaluation. Annually, we conduct a comprehensive evaluation of the 
effectiveness of our Quality Program, and the Quality Program Evaluation from the prior year 
informs the development of the Quality Program Description and QI Work Plan for the 
upcoming year. The health plan board of directors approves all three documents and submits 
them to applicable regulators as required.  


To assess our QI Program from our members’ perspective, we conduct ongoing activities to 
monitor member satisfaction. On an annual basis, we collaborate with an external survey 
vendor certified by the NCQA to conduct the CAHPS member satisfaction survey. We review 
the results of this survey with the QIC for identification of additional actions to improve the 
member experience and eliminate barriers that may affect their experience.  


In addition, we administer internal patient satisfaction surveys to identify any issues that 
members may have if they visit network providers. The results of the satisfaction surveys are 
also brought through the quality improvement structure and are distributed to Provider 
Services to review the results and take action with network providers. 
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OTHER SOURCES OF FEEDBACK 
In addition to survey results, on an ongoing basis, we monitor complaints and grievances 
received from our members and providers. We have well-defined policies and processes for 
responding to issues and tracking and trending the types of issues we receive and their 
outcomes. At each health plan nationwide, we currently track and trend complaints and 
grievances data from members and providers on a monthly, quarterly, and annual basis as an 
additional mechanism to assess and improve customer satisfaction with our health plan. We 
identify, document, and immediately respond to our members’ problems and issues including 
service gaps and complaints or grievances regarding the quality of care rendered by providers, 
workers or community-based case management staff. Then, member complaints and 
grievances are monitored using the following NCQA assigned categories: 


 Provider attitude or service 


 Access to care 


 Benefits 


 Billing/financial 


 Quality of practitioner office site 


 Quality of care 


On a quarterly basis, the QIC reviews complaints and grievances inventories to enable 
monitoring for trends and analysis of opportunities for improvement. In addition, the trended 
data are further analyzed in the annual program evaluation, which drives quality 
improvement recommendations made to various operational areas based upon the year-over-
year data.  


HEDIS REPORTING 
We have extensive national and local experience tracking, reporting and improving HEDIS 
measures. In total, for 2014 (for care rendered in 2013), we completed 15 Medicaid health 
plan HEDIS submissions, 86 commercial submissions and 158 Medicare submissions. Our 
external, NCQA-certified HEDIS auditor deemed all submissions reportable by validating our 
administrative and medical record data collection methods. We report to DHCFP and the 
EQRO all HEDIS measures identified in Nevada’s Quality Strategy on an annual basis, using 
the most current version of NCQA HEDIS specifications.  


HEDIS serves as our standard set of indicators to continuously measure plan performance. 
Results are used to identify current gaps in care or service and are integrated into our Quality 
Improvement projects. HEDIS measures allow us to track and benchmark performance across 
the following areas: 


 Preventive (e.g., lead screening, immunizations, cervical cancer screening, breast 
cancer screening, chlamydia screening and well-child visits) 


 Chronic care (e.g., diabetes, cholesterol management and treatment of asthma) 


 Behavioral health (e.g., follow-up after hospitalization for mental illness, 
antidepressant medication management) 


 Access to and availability of care 


Our HEDIS data are generated by NCQA-certified HEDIS software, which provides us with 
monthly reports and ad hoc reports to support continuous QI and our annual, certified final 
HEDIS results. An NCQA-certified HEDIS compliance auditor audits our final HEDIS 
results. Monthly analysis of our HEDIS performance allows us to implement and participate 
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in clinical studies and to periodically and regularly assess the quality and appropriateness of 
care provided to our Nevada members. 


HEDIS ACCURACY PROCEDURES 
HEDIS serves as our standard set of indicators to continuously measure plan performance. 
Results are used to identify current gaps in care or service and are integrated into our Quality 
Improvement projects. As such, we maintain comprehensive policies and procedures relating 
to data collection, calculation and reporting of HEDIS performance measures. This helps to 
verify that all data used for HEDIS reporting and all reports using HEDIS data are accurate 
and complete. Our HEDIS policy stipulates the following: 


 Our HEDIS software used for preparation of HEDIS reports is NCQA certified.  


 Data extraction from all appropriate data feeds are received timely from medical claims 
and encounters, member enrollment, provider files, pharmacy, behavioral health and 
applicable internal/external databases. 


 Measure sampling rules are followed as required to identify an accurate denominator 
population for each hybrid sample. The sampling process is certified in the NCQA 
Software Certification testing process. This process validates the samples created for 
specific measures based upon NCQA-defined sample sizes and oversample rates.  


 Measures that have been selected and identified as a hybrid measure are calculated via 
the hybrid methodology. Before hybrid data are collected, comprehensive training is 
provided. Training includes a detailed overview of each clinical measure along with the 
objectives of the medical record review and sample chart reviews. All clinical reviewers 
must score 100 percent on sample chart reviews to perform HEDIS medical record 
reviews. Inter-rater reliability (IRR) is monitored to verify accuracy of clinical data 
abstraction throughout the HEDIS data collection process.  


 All data within the HEDIS data repositories pass the audit standards of the official 
NCQA HEDIS Audit Guidelines for the most current year, which govern the audit 
practices of NCQA auditors. 


 Timelines and audit steps are followed in working with the EQRO annually as they 
perform a HEDIS Report Validation of selected HEDIS measures to verify compliance 
with HEDIS methodology either on-site or electronically.  


 Any special focus studies or reports on additional quality measures are provided to 
DHCFP and/or the EQRO. 


We collect all HEDIS measures required by DHCFP, which are also reviewed and evaluated 
by the health plan internally to determine if improvements are demonstrated for these key 
indicators. In addition, selected measures in the Use of Services HEDIS domain are evaluated 
to determine potential areas for potential underutilization and overutilization. 


EXTERNAL REVIEW PROCESS  
As has been our experience, we provide all information required for the external quality 
review in the time frame and format requested by the EQRO designated by the DHCFP. We 
incorporate any findings from the review into our current Work Plan and the annual 
Evaluation, which further informs the development of the Quality Program and subsequent 
year’s Work Plan. This approach provides the structure to not only address any findings 
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immediately as documented in our current Work Plan but also to reflect the finding and 
monitor for sustained improvement and compliance with EQRO recommendations in 
upcoming years.  


We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to 
develop studies, surveys and other analytic activities to improve the quality of care and services 
provided to our members specifically, and Nevadans overall. Our collaboration continues to 
encompass partnership with the DHCFP and the EQRO to annually measure identified 
performance measures to assure quality and accessibility of health care in the appropriate 
setting to our members. This includes validation of our corresponding measures. We 
immediately respond to and implement any recommendations made by the EQRO within the 
time frame established by the EQRO, the Agency or its designee.  


CMS 416 
We support Nevada in meeting its obligation to assure the federal government that EPSDT 
services are being provided as required. We make available all requested records, including 
medical and peer review records, for inspection by State or federal personnel or their 
representatives. We record health screenings and examination-related activities and report 
those findings in the State-approved format at the State-required frequency. We leverage our 
experience in meeting federal and state requirements in our other states to our Healthy Kids 
EPSDT program in Nevada. 


PLAN OF CORRECTION 
We are dedicated to the highest standards of integrity and strive to meet and exceed the explicit 
expectations of DHCFP and the members who rely on us for their health care services and 
agree to cooperate with all state and federal monitoring of our performance. 


If we should receive a Plan of Correction (POC), we follow a reliable, repeatable approach for 
analyzing and validating DHCFP action plans that provide timely implementation to comply 
with requirements as outlined in detail in Section 3.9.3.1. We have established common audit 
protocols for the notification, preparation, management and follow-up of regulatory audit 
activities enterprisewide. These audit protocols leverage the practices of our regulatory 
partners, implement a consistent approach and facilitate applicable contacts in the delivery of 
audit requests.  


We use a variety of tools to track, monitor and implement plans of correction. To provide 
effective communication with the State during implementation, our compliance officer acts as 
the primary point of contact with DHCFP to manage all communications. Our associate 
director of quality collaborates with our compliance officer and other subject matter experts to 
assure interface and support of DHCFP. 


Systematic Implementation and Monitoring Process 
Our implementation and monitoring approach to DHCFP Plans of Correction (POC) is 
established by our national Compliance Program and is based upon the expertise of the 
government programs audit management team. Our approach leverages proven processes and 
organization wide best practices, resulting in a systematic approach to notification, tracking, 
reporting and overall outcomes of regulatory audit activity, described below:  
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 Receipt of Plan of Correction: Upon receipt of the audit findings and the POC request, 
our compliance officer establishes a POC Work Group and assigns ownership for POC 
responsibilities, time frames, expectations, and deliverables and resolution to those 
individuals responsible for functional areas affected by the POC. These POC finding 
owners become part of the work group. Our compliance officer also is responsible for 
providing an overview of the POC to the POC Work Group and the POC SWAT team 
(descriptions below) for consideration and review of the details.  


 POC Response: POC finding owners (functional business owners) work to provide a 
complete response to the findings listed, by functional area.  


 Formal POC Response to the State: We share this information with our State partner 
to confirm commitments made in the complete remediation of the cited 
findings/deficiencies. We share the formal response with the audit management team 
and POC Work Group.  


 Implementation Action Planning: We begin addressing POC findings immediately 
after receiving the Plan of Correction. Finding owners begin reviewing the potential 
POCs and formulate remediation plans. Implementation occurs once the solution for 
the remediation is determined. The compliance and audit management teams organize 
and facilitate meetings along with attendance by all business owners responsible for 
the POC items. Functional business owners write a narrative remediation plan along 
with any supporting supplemental documentation and submit to the DHCFP within 30 
calendar days from the date of notification by DHCFP.  


 POC Monitoring: The POC finding owner continuously validates and monitors POC 
issues proactively to assure resolution of the POC. We address the validation and 
monitoring in the POC Work Group meetings.  


 Closing the POC: We officially close the POC once the State auditor determines that 
we have satisfied requirements during the next audit. For example, 2012 findings 
remain “open” until the 2013 audit. At that time, they are reviewed again to determine 
if the POC remains open or closed. 


Upon close of the POC, we continue to monitor operational improvements to maintain quality 
and avoid future instances of POCs. 


3.17.5 Recipient Satisfaction Reporting 
Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with Chronic 
Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each contract year, unless 
the requirement is waived by the DHCFP due to an EQRO performed survey. This may be done in 
conjunction with the vendor’s own satisfaction survey. The DHCFP requires data stratified to indicate the 
satisfaction level of parents or guardians of Nevada Check Up participants. Vendors are required to report 
results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
the Child Questionnaires on access to specialist care and coordination of care from other health 
providers. The DHCFP may request a specific sample, and/or survey tool. Survey results must be 
disclosed to the State, and, upon State’s or recipient’s request, disclosed to recipients. 


We conduct annual CAHPS surveys and submit the results to DHCFP within the required 
time frame. All required surveys are completed to include adult members and 
parents/guardians of children in the Nevada Medicaid Program, Children with Chronic 
Conditions and parents/guardians of the Nevada Check Up members via the approved CAHPS 
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vendor. Reports are stratified for Nevada Check Up members according to the state and 
vendor requirements and reported results from the CAHPS surveys include supplemental 
items related to access to specialists and coordination of care. Upon request, we provide 
samples and survey tools and disclose survey results to the State and to members. 


CAHPS survey results are disclosed to the state initially through the data submission tool 
received from the NCQA. This document shows the response rate and high-level responses to 
specific CAHPS questions. Detailed survey results, analysis and trends are included in our 
Quality Program Evaluation, which we submit to DHCFP during the second quarter of each 
year. 


Our health plan’s QIC reviews CAHPS survey results for the Medicaid and Nevada Check Up 
populations each year. They discuss the results and identify improvement opportunities. 


Monitoring of survey results includes identification of additional actions that can be taken to 
improve member perceptions and barriers that may affect these perceptions. Custom 
interventions are designed if indicated. In addition, we internally administer patient 
satisfaction surveys to identify any member issues with network providers and plan department 
programs such as disease management or our telephone advice nurse line. The results of the 
satisfaction surveys are brought through the QI structure and distributed to our provider 
services department or department management to facilitate discussion of results and take any 
needed action with network providers or staff. 


Our surveys comply with all of the State’s requirements as described above and are used to 
formulate action plans that are then used to improve specific areas as needed. We submit 
performance improvement measurement data annually using standard measures as required 
by DHCFP. This wealth of performance improvement measurement data helps us assess the 
quality and appropriateness of care and services furnished to all our members. 


3.17.6 Financial Reporting 
The vendor must meet the financial reporting requirements set forth in the Forms and Reporting Guide, 
including any revisions or additions to the document.  


We are in compliance with all of the reporting requirements under the potential contract with 
DHCFP, and we are fully prepared to meet all of the requirements listed in the Forms and 
Reporting Guide, including any revisions or additions to the document. 


3.17.7 Sales and Transaction Reporting 
The vendor must report transactions between the vendor and parties in interest that are provided to the 
State or other agencies available to recipients upon reasonable request. 


In a potential contract with the DHCFP, we will report transactions between our company and 
parties in interest that are provided to the State or other agencies available to recipients upon 
reasonable request. 
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3.17.8 Other Reporting 
The vendor shall be required to comply with additional reporting requirements upon the request of the 
DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies any area of 
concern with regard to a particular aspect of the vendor’s performance under this contract. Such reporting 
would provide the DHCFP with the information necessary to better assess the vendor’s performance. 


Collaboration is fundamental to our work and it is part of the foundation for our proposed 
approach for assisting DHCFP with the development of additional reports about the Nevada 
Medicaid and Nevada Check Up Programs. 


Our reporting teams—healthcare economics, business analytics and data management—use a 
suite of sophisticated reporting systems and tools that assures our ability to collect, analyze, 
validate, report on and store data in a quick and efficient manner. The cornerstone of our 
reporting suite is our custom data warehouse, which includes data we manage internally and 
data managed externally by our subcontractors, thereby providing us with the ability to report 
on all aspects of our operation. 


Our comprehensive reporting systems enables us to report on the Nevada Medicaid and 
Nevada Check Up populations in Clark and Washoe Counties and we can easily expand our 
focus to other geographic areas, as necessary. 


When DHCFP requests an ad hoc report, our local compliance officer is responsible for 
working with DHCFP to define the ad hoc reporting expectations, including the required data, 
file specifications, delivery method and the due date. The compliance officer then routes the 
request to our healthcare informatics team. Based upon the information gathered, the 
healthcare informatics team creates the required ad hoc report using our robust analytical 
tools. If necessary, the compliance officer coordinates a meeting with DHCFP representatives 
and our healthcare informatics team to confirm requirements. 


Due to the extensive experience of our reporting team and the vast number of corporate 
reporting resources available to us, we have the capabilities and experience to provide a full 
spectrum of reports—from basic to complex, one-time to recurring—for any given time frame 
based upon the complexity of report specifications. 


The following tables provide examples of on-demand and ad hoc reports we provided to one of 
our state Medicaid partners: 


EXAMPLE OF ON-DEMAND REPORTS FOR THE COMMONWEALTH OF 


PENNSYLVANIA 
 Service Date Quarterly Stats 
 Top Diagnosis 
 Year-over-Year Trend by LOB or 


Product 
 Provider/Membership Rosters 
 Pended Claims 
 Claim Detail Report 
 Claims by Reason Code, LOB and 


Date of Service 
 Subscriber Top Five Denial Reasons 


 Member Turnover Reports 
 Multiple Claims Detail Reports 
 Multiple Claims Summary Reports by 


Provider, Member, CPT Code, Tax ID 
 Member Claim Detail Report 
 Members by Age, Gender and County 
 Pharmacy History Profile 
 Top 50 Prescriber by Drug 
 Multiple Rx Claim Detail Reports 
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Example of 2015 Ad Hoc Reports for the Commonwealth of Pennsylvania 
Report and Description Date Received Date(s) Delivered 


PCO to MCO transition data request in 
May 


4/3/15 4/17/15, 5/4/15 and 8/5/15 


Hepatitis C Survey 5/2/15 5/11/15 


PCO to MCO in July, each included 
generating data on all open 
authorizations and PCP assignments for 
members to be transferred 


7/1/15 7/17/15 


Ad hoc Request: High Level Estimate 
System Changes Related to Copays 


7/21/15 7/22/15 


FQHC and RHC Survey 7/7/15 7/21/15 


We develop new reports to the State’s specifications and test them prior to implementation 
with DHCFP. 


We look forward to providing accurate and timely support to the State on any new initiatives 
or changes to established reporting deliverables from DHCFP, including those that may be 
imposed as a result of identifying any area of concern with regard to a particular aspect of our 
performance under this contract. 
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3.18 Information Systems and Technical Requirements 


3.18.1 Data Requirements 
The vendor will be required to provide compatible data in a DHCFP prescribed format for the following 
functions: 


3.18.1.1 Enrollment; 


3.18.1.2 Eligibility; 


3.18.1.3 Provider Network Data; 


3.18.1.4 PCP Assignment; 


3.18.1.5 Claims Payment; and 


3.18.1.6 Encounter Data. 


We have a management information platform that includes such key functions as member 
enrollment; benefits and eligibility verification; provider network; PCP assignment; claims 
payment; encounter data collection, and reporting including EPSDT and HEDIS. Dedicated 
IT resources that leverage our national innovations in hardware and software solutions 
support our investment in a sophisticated infrastructure. 


Our approach to management information systems fully aligns with the RFP statement of 
work requirements of: Section 3.14 – Management Information Systems, Section 3.18 
Information Systems and Technical Requirements, and the Nevada MMIS HIPAA 
Transaction Companion Guides. 


OVERVIEW OF MANAGEMENT INFORMATION SYSTEMS 
Using the TriZetto Facets enrollment and claims platform, we manage and support the 
Medicaid and Nevada Check Up members assigned to our health plan. We currently use 
Facets for 19 of our 23 state Medicaid clients and we have significant experience working in 
partnership with state clients to refine our managed care information system to meet new 
requirements and enhance the support of services delivered to our members. In July 2016, we 
upgraded our Facets platform to version 5.3, Release 2. 


Our integrated Facets platform architecture accommodates scalable expansion, which allows 
us to quickly introduce routine upgrades, while giving us the latitude to plan for significant 
increases in computing needs without risk or material operational impact. This enables us to 
support Nevada Medicaid and Check Up members in Clark and Washoe Counties and easily 
expand to other geographic areas as needed. 


Facets includes interfaces that optimize the transport of information to other key subsystems. 
These subsystems are fully interoperable and fluidly exchange information, allowing us to 
adapt to support current and future requirements. They include the following: 


Enrollment Subsystem 
Using Facets, we process electronic data transmissions daily and monthly from DHCFP for 
Nevada Medicaid and Nevada Check Up members, including the additions, deletions and 
modifications to the program’s enrollment. The enrollment processing function establishes 
begin and end dates for members under their current program eligibility category maintaining 
the integrity of information feeding benefits and finance subsystems, among others. Members 
are assigned unique member numbers, which we use on all member-specific materials and for 
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all member-related processing. We cross-reference these numbers to other member-unique 
numbers such as Social Security Number and Nevada assigned numbers. We take member 
enrollment files from DHCFP and identify the important data elements to do business. We use 
DHCFP’s member categorization to identify available benefits. 


Eligibility Subsystem 
Within Facets, the Subscriber/Family module captures eligibility information along with other 
data such as demographics, ethnicity, language preference, disability and special 
circumstances (such as pregnancy), and PCP assignment information. Facets can track 
eligibility and segment the information by program, providing member-tailored benefits 
administration, reporting and customer service and claims payment. 


The following table presents the Facets Subscriber/Family module functions that support 
enrollment and eligibility. 


Facets Subscriber/Family Module Features 


Function How it Supports Enrollment and Eligibility 


Demographic 
Information 


Facets stores basic demographic information allowing us to update and 
refine program materials, provider networks and community resources. 


Eligibility Facets stores eligibility information allowing us to determine benefits 
eligibility and opportunities for coordination of benefits (COB).  


Data Exchange Facets accepts enrollment files in various transactions/formats, 
including 834 file transactions/formats and ASC X12 formats. 


File Processing Facets processes millions of member transactions per month, 
processes enrollment automatically and enables manual entry for off-
cycle enrollment and error correction. Facets also maintains a history of 
changes and adjustments and audit trails for current and retroactive 
data. 


PCP Assignment Facets assigns members to the appropriate PCP based upon multiple 
criteria and sophisticated algorithms that take into account prior PCP 
assignment history for the member and the member’s family as well as 
gender, age, language and location characteristics of the member. Once 
actively enrolled, the member is added to the appropriate PCP roster. If 
a member changes his/her PCP, the change is made in Facets. 


Discrepancy 
Reconciliation 


Facets provides automatic error alerting that triggers error correction 
processes and procedures. 


Provider Network Data 
We use a multistep process to efficiently load and verify provider contract data according to 
DHCFP business rules. This process starts with the receipt of an executed contract, and 
includes verification of demographic information such as the National Provider Identifier 
(NPI) and the Medicaid identification number. Additionally, the verification process confirms 
the provider application and credentialing documentation is complete, including site survey 
results, when applicable. Provider information is loaded into our Provider Services Network 
Development and Contracting database (NDC), which feeds into Facets enabling provider 
selection and claims payment. 


The NDC is our single repository of provider information, including provider fee schedules 
and contracts. NDC houses information on all providers having contractual relationships with 
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us or our affiliates. NDC data are the source of truth for populating our provider directories 
and update daily into Facets. We audit all new contract data to make sure provider contracts 
are set to pay according to the benefit design, eligibility and reimbursement policies. All 
member claims, authorization and clinical service management processing (where a provider 
reference is required) is linked back to the unique provider record. Provider relationships with 
members (e.g., health home and PCP) that are pertinent to claims processing are noted within 
our Facets claims and provider payment subsystem. 


PCP Assignment 
We understand newly approved Medicaid and Nevada Check Up recipients who have never 
been eligible in either program, that are not joining an existing case, will have the opportunity 
to select their vendor of choice at the time of application, or any time prior to the approval of 
their application. Absent a choice, the DHCFP will select a vendor using an auto-assignment 
algorithm that distributes families between the vendors. Then, these recipients will have 90 
days to change their mind and switch to another vendor. 


Since the enrollment files received from the DHCFP do not contain the member’s PCP 
selections, we use an auto-assignment process that favors providers with higher quality scores. 
To promote continuity of care for members assigned to us who have a history with Nevada 
Medicaid or Nevada Check Up, we use our PCP automatic assignment process:  


 We determine if the member was previously enrolled with us and assign the PCP or 
specialist as PCP of record, if appropriate.  


 We assign all children within a single family to the same PCP. 


 If there was no previous enrollment, we search for family members who were 
previously enrolled, and we assign the PCP, if appropriate. 


 If there is no individual or family prior enrollment with us, we assign a PCP based 
upon geographic proximity (25-mile rule), provider quality scores, age, gender, 
language, PCP accepting auto-assignment and provider rules (e.g., accepting age limits 
and Medicaid). 


 We assign a Child with Special Health Care Needs (CSHCN) to a practitioner 
experienced in treating that condition. 


Figure 24. PCP Auto-Assignment Process. We will use our PCP automatic assignment process to promote continuity of care for 
members assigned to us who have a history with Nevada Medicaid or Nevada Check Up. 
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Claims Payment 
As evidenced by our experience of processing and paying claims in 23 states (using Facets in 
19 states), we consistently meet or exceed federal and state prompt payment requirements 
while also maintaining the highest levels of accuracy. Nationwide in 2015, we processed more 
than 15 million claims using our Facets claims processing system. 


Using Facets, we capture the claim-received date and assign a unique claim number for all 
incoming claims. Many data edits are applied to incoming claims to validate the data are 
compliant, complete, accurate and appropriate under the terms of the contract. Our platform 
supports provider contract configuration and claim pricing. Claims with invalid data points 
are rejected or denied as appropriate, and those with valid data are adjudicated (even denied 
claims). 


Our leading-edge technical systems and highly trained claims processing staff are critical to 
our ability to meet or exceed increasingly stringent standards for payment promptness and 
accuracy. These systems and staff are also a reflection of the expertise we have gained from 34 
years of Medicaid experience in successfully processing claims and paying providers. 


Encounter Data 
The Data Exchange Repository (DXR) houses our inbound 837I/D/P claims data, which 
serves as the main data source for encounter data extracts. We combine our inbound DXR 
data and adjudication claims data from Facets to create data in HIPAA transaction formats 
and code sets through our custom extracts. 


Facets uniquely identifies claims submitted by the service provider based upon the submitted 
NPI and edits claims to make certain all data necessary to identify the pay-to-provider and 
process the claim to payment are present. Facets details a real-time history of actions taken on 
each claim. 


We test DXR to verify it is configured appropriately to meet the requirements set forth by 
DHCFP. This includes validating that certain data elements are required on the encounters, 
the encounters are validated against national code sets and that encounters comply with 
required reimbursement methodologies. 


Our encounters team verifies claim data are received from our subcontractors as contracted. 
Using DXR, the encounters team employs monthly validation edits and lag reports to monitor 
encounter data collection from subcontracted providers. If we identify any issues, we will work 
with the subcontractor to diagnose issues and resolve them. 


3.18.2 Interfaces 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish schedules 
for each interface. The DHCFP’s Medicaid Management Information System (MMIS) will interface with the 
vendor’s system in the following areas, although not necessarily limited to these areas:  


3.18.2.1Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom 
the health plan pays.)  


3.18.2.2 Health Plan - Weekly Stop Loss File 


3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 


3.18.2.4 Health Plan - Network Data File 
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3.18.2.5 Health Plan - Client Update File 


3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


3.18.2.7 MMIS - Encounter Data informational Errors File 


3.18.2.8 MMIS - SOBRA Error File 


3.18.2.9 MMIS - Stop Loss Error File 


3.18.2.10 MMIS - Stop Loss Rejection File 


3.18.2.11 MMIS - Health Plan Error File 


3.18.2.12 MMIS - Third Party Liability Update File 


3.18.2.13 MMIS - Client Demographic Data 


3.18.2.14 MMIS - Newborn Data 


3.18.2.15 MMIS - Daily Health Plan Recipient File 


3.18.2.16 MMIS - Health Plan Recipient File 


3.18.2.17 MMIS - Network Data Exception File 


3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


3.18.2.19 MMIS - Client PCP changes 


3.18.2.20 MMIS - Client Enrollment Updates 


3.18.2.21 MMIS - Health Plan Notification 


3.18.2.22 Health Division Immunization Registry 


3.18.2.23 Vital Statistics Birth Records 


All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements of 
the National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA-compliant technical specifications. 


The vendor shall be responsible at their own expense for any new and/or modified interfaces that may be 
required by CMS, including but not limited to, HIPAA regulations. 


Vendors may access additional information regarding the MMIS system and associated interfaces by 
requesting review of the redacted version of the First Health Services Contract and attachments. 


We interoperate as specified with DHCFP systems and conform to appropriate standards and 
specifications set by DHCFP and by the industry. As a matter of best practice, we automate all 
key interfaces to reduce cycle times, minimize manual work, reduce error rates and minimize 
any duplication of effort. We work with the DHCFP staff and the DHCFP’s fiscal agent to 
establish schedules for various interfaces including, but not limited to the following: 


Interface Support Capabilities 


3.18.2.1 Health Plan Encounter Data (encounter data reflects all services provided to clients 
for whom the health plan pays) 


3.18.2.2 Health Plan Weekly Stop Loss File 


3.18.2.3 Health Plan Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) 
File 


3.18.2.4 Health Plan Network Data File 


3.18.2.5 Health Plan Client Update File 
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Interface Support Capabilities 


3.18.2.6 MMIS Encounter Data Error File (HIPAA X12 837 and NCPDP) 


3.18.2.7 MMIS Encounter Data informational Errors File 


3.18.2.8 MMIS SOBRA Error File 


3.18.2.9 MMIS Stop Loss Error File 


3.18.2.10 MMIS Stop Loss Rejection File 


3.18.2.11 MMIS Health Plan Error File 


3.18.2.12 MMIS Third Party Liability Update File 


3.18.2.13 MMIS Client Demographic Data 


3.18.2.14 MMIS Newborn Data 


3.18.2.15 MMIS Daily Health Plan Recipient File 


3.18.2.16 MMIS Health Plan Recipient File 


3.18.2.17 MMIS Network Data Exception File 


3.18.2.18 MMIS Network Primary Care Provider (PCP) Updates 


3.18.2.19 MMIS Client PCP changes 


3.18.2.20 MMIS Client Enrollment Updates 


3.18.2.21 MMIS Health Plan Notification 


3.18.2.22  Health Division Immunization Registry 


3.18.2.23  Vital Statistics Birth Records 


We have reviewed the EDI Companion Guides containing the HIPAA-compliant technical 
specifications. Our information systems and the interfaces we build will be fully compliant 
with the requirements associated with HIPAA, P.L. 104-191, as amended or modified. We 
comply with HIPAA Electronic Data Interchange (EDI) requirements, including the HIPAA-
compliant format version. Our systems are fully compliant with HIPAA privacy, security, 
transaction and code set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 
270/271U, NCPDP Post Adjudication History (PAH), 275 claim attachments, 276/277 and 278 
file formats for electronic transactions. Additionally, we comply with x12 5010 EDI standards. 
As needed, we support proprietary flat-file and XML-based file formats. 


We understand we are responsible for incurring the expense for any new and/or modified 
interfaces that may be required by CMS include, but not limited to, HIPAA regulations. 


3.18.3 Encounter Data Report Files 
The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s encounter 
data processing agent on a monthly basis. The DHCFP will provide the required data fields and data 
transfer instructions. In developing the encounter data interface, the vendor will be provided with 
companion guide and details of any applicable edits and descriptions of the edits. The vendor will have 
adequate access to fiscal agent staff to assist in the development of the interface. 


ENCOUNTERS OVERVIEW 
We recognize that accurate, timely and complete encounter data submissions are evidence that 
we are fulfilling our responsibilities to DHCFP. Under the belief that accurate encounter data 
begins with accurate claims, all new claims are subject to a series of reviews to confirm, we 
have all of the data needed to process the claim and produce accurate encounters. We 
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developed a custom application and database to store all inbound 837 data to confirm accurate 
encounter reporting. 


Using DXR, we process encounters and initiate submission, track responses, and provide error 
correction and resubmission of Medicaid encounters. We have extensive experience 
submitting and receiving all encounters in standard HIPAA transaction formats as required 
by DHCFP including, but not limited to, 837P (professional claims) and 837I (institutional 
claims) file formats for electronic transactions.  


We will enhance our custom-built interfaces for 837I/D/P by initiating a project to install 
advanced EDI software from Edifecs. The Edifecs software will allow us to further customize 
encounter edits to precisely mirror the DHCFP companion guide, improve acceptance 
reporting, and allow for more timely error correction and resubmission. 


We submit pharmacy encounters via the NCPDP file format through our National Encounter 
Management Information System (NEMIS). We use NEMIS throughout the end-to-end 
pharmacy encounters process from submission and tracking to error corrections and 
resubmission. The NEMIS infrastructure is equipped with a centralized repository to store and 
submit pharmacy encounter-submission data in various formats to DHCFP or DHCFP’s 
fiscal agent, as required. Although Medicaid encounter submission, tracking and 
reconciliation are the primary functions of the system, NEMIS supports most X12 formats 
(NCPDP), Medicare Risk Adjustment Processing System format and proprietary layouts. It is 
also flexible enough to accommodate any future changes as required by DHCFP. 


Both systems comply with CMS and HIPAA standards for electronic submission, security and 
privacy. While we are very familiar with HIPAA transaction and code set regulations, we 
acknowledge the importance of using the DHCFP companion guides to achieve a successful 
encounter program. In 2016, 98.34 percent of our medical and 99.9 percent of our pharmacy 
encounters were accepted by the DHCFP’s vendor.  


CLAIMS AND ENCOUNTER WORK FLOW 
The DXR accommodates multiple data sources including electronic and paper, medical and 
dental claims. The Facets system adjudicates claims. Adjudication results are loaded to the 
DXR database. DXR provides a single repository from which we submit encounters to 
DHCFP.  


The DXR also provides us with reports necessary to track encounter submittal success rates, 
investigate and correct submittal errors, and make business decisions regarding the processes 
involved.  


NEMIS provides a single repository from which we submit pharmacy encounters to DHCFP. 
Claims data is loaded on a biweekly basis into NEMIS for encounters submission to the 
State’s fiscal agent and to our custom data warehouse for operational reporting. To confirm 
timeliness of data collections, our media tracker access database schedules and tracks vendor 
transmissions. 


ENCOUNTER SUBMISSION PROCESS 
Our encounter data collection and submission process confirms all data provided to the State 
are first tested for accuracy, completeness, logic and consistency. We submit encounter data in 
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the HIPAA-standard approved by DHCFP, using files generated by custom developed 
interfaces. We comply with CMS and HIPAA standards for electronic submission, security 
and privacy. 


3.18.3.1 Encounters must: 


A. Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP 
will not entertain any requests for other compliance checkers to be used for the convenience of 
proposers. 


While we are very familiar with HIPAA transaction and code set regulations, we acknowledge 
the importance of using the DHCFP Encounter Companion guide to achieve a successful 
encounter submission. We are experienced at developing complex submission and response 
reporting to validate compliance and we commit to successfully pass through the HIPAA 
compliance editors used by the State’s fiscal agent. 


Prior to the July 1, 2017, go-live, we will initiate a project to install Edifecs EDI software to 
customize internal compliance edits and reporting of 837I/D/P encounter data according to 
the DHCFP companion guides. 


B. Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully 
passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) 
or as required by federal regulation, whichever is more stringent, passing all thereafter. In the event the 
vendor fails to demonstrate affirmative, good faith efforts to achieve these requirements, progressive 
sanctions, including monetary penalties, may be applied until data submissions meet the required 
standards. The vendor will not be held liable for encounters that do not successfully pass all encounter 
edits if the vendor is not solely responsible for the failure. 


We are making enhancements to our systems and processes as evidenced by the planned 
implementation of Edifecs. We intend to successfully pass encounter edits with a minimum of 
95 percent of the data successfully passing all encounter edits within six months of 
submission, and with 97 percent or more, depending on required federal regulations, passing 
all thereafter.  


Nationally, we have demonstrated success in achieving a high acceptance rate. For example, 
our Pharmacy encounter submissions successfully passed encounter edits with a 99.9 percent 
acceptance rate for each submission month in 2015 and YTD 2016.  


Successfully passing encounter edits is achieved by understanding State expectations, 
deploying appropriate front-end claim edit processes, and communicating with the provider 
community. We work with the State and their vendor by sharing our questions and findings 
relative to encounter edits. 


If we fail to demonstrate affirmative, good faith efforts to achieve these requirements, 
progressive sanctions, including monetary penalties, may be applied until data submissions 
meet the required standards. Furthermore, we will not be held liable for encounters that do 
not successfully pass all encounter edits if we are not solely responsible for the failure. 


C. Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter 
data may create a false claim under the FCA and other laws. The undersigned hereby certifies the 
completeness, accuracy and truthfulness of the encounter data. 


The State uses the encounter data to make tactical and strategic decisions related to the 
Nevada Medicaid and Nevada Check Up Programs and to the contract. Additionally, 
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encounter data must be complete and accurate to establish capitation rates and to confirm we 
are meeting actuarial and federal standards and that inaccurate or incomplete encounter data 
may create a false claim under the False Claims Act and other laws. 


Our encounter data collection and submission process confirms all data provided to the State 
are first tested for accuracy, completeness, logic and consistency.  


Frequency of Verification 
After every weekly encounter submission cycle, our encounters team uses reports, audits and 
reviews to track, trend and monitor feedback mechanisms, including:  


 Monitoring response transactions, at least monthly, to determine the encounter data 
files were read and accepted by the State and tracking the total submitted, received, 
accepted and rejected percentages for every encounter file.  


 Creating and monitoring transaction reports, at least monthly, that assess compliance 
with submission requirements and using this data to develop corrective action plans for 
providers or vendors who do not meet encounter submission requirements. 


 Creating and reviewing reports that monitor and trend encounter cycles, including 
claim counts by form type (e.g., institutional, professional and dental), invoice type, 
new day, replacements and voids.  


 Monitoring uniform billing requirements to confirm continued compliance with 
contractual and regulatory changes. 


 Monitoring provider submission statistics, low submitting providers are met with, and if 
needed, chart reviews are performed by the risk adjustment team to verify encounter 
completeness and accuracy (proper coding). 


 Grouping summarized encounter data (based upon paid claims) by financial reporting 
category of service, including number of claims, utilization, amount billed and amount 
paid. We compare the dollars loaded and submitted from DXR to our financial reports 
each month to verify completeness and accuracy within our encounter program. This 
information is then compared to and reconciled against our quarterly financial reports 
to verify revenue reported to the State syncs with encounter data reported. 


Reports 
The encounters team uses a variety of reports to verify providers and subcontractor(s) submit 
timely, accurate, complete and required encounter data elements for transmission to DHCFP. 


 Submission Stats Report: This is generated after responses are received for 
submissions and show the number of claims submitted and accepted, which enables us 
to track 100 percent of our unresolved encounter submissions. We also track the reject 
errors for the submissions, enabling us to see trends in rejects and to act swiftly to 
correct the issue.  


 Aging Report: The age of existing encounters are monitored carefully. Encounters 
approaching their time limit are identified and prioritized to verify their submission is 
within DHCFP’s time requirements. 


 New Day Trending: Current cycle new day counts are benchmarked against those of 
previous cycles, and inconsistencies are identified and researched to confirm data 
completeness. 
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Our chief financial officer is responsible for oversight of the submission of accurate and 
timely encounter data that meets all state and federal requirements, and he/she will certify the 
completeness, accuracy and truthfulness of the encounter data. 


D. Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and 
reasonable, agreed to timeframe to comply, the vendor will have an additional 30 days to correct 
whereupon the DHCFP may, at its discretion, impose sanctions in the form of liquidated damages. The 
liquidated damages would be two percent (2%) of one (1) month’s capitation, or ten thousand dollars 
($10,000), whichever is greater until the Contractor is in compliance, as well as any fines or sanctions 
imposed upon the DHCFP by regulatory agencies as a result if the vendor’s non-compliance. 


We understand that failure to demonstrate affirmative, good faith effort to correct deficiencies 
within a reasonable, agreed to time frame after receiving a plan of correction may result in 
sanctions in the form of liquidated damages. Additionally, we understand the liquidated 
damages would be 2 percent of one month’s capitation, or $10,000, whichever is greater, until 
we are in compliance. Furthermore, we understand we will be responsible for any fines or 
sanctions imposed upon the DHCFP by regulatory agencies resulting from our non-
compliance. 


3.18.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These include, but 
are not limited to:  


3.18.4.1 Premium payments (X12F 820); 


3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization); 


3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 


3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 


3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 


3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 


In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, 
proposers will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant 
technical specifications for each transaction. 


We maintain systems that receive, transmit, process and store data in a manner compliant with 
HIPAA standards for electronic exchange, privacy and security requirements (45 CFR 162 
and 164), as well as Nevada state laws. We have a robust regulatory monitoring process to 
maintain compliance with state and federal laws. Our system fully complies with the HIPAA-
compliant standards for information exchange, including the 5010 version. Batch transaction 
types include, but are not limited to, the following: 


 Premium payments for insurance products (X12F 820) 


 Enrollment and disenrollment into our health plan (X12N 834) 


 Eligibility/benefit inquiry/response (X12N 270-inquiry and 271-response and approval 
of authorization) 
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 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization) 


 Claims encounter data (X12N 837 and NCPDP) 


 Claims status inquiry and response (X12N 276-inquiry and 277-response) 


 Payment and remittance advice transaction (X12N 835-remittance advice) 


 Proprietary flat-file and XML-based formats where required 


ACCESS MANAGEMENT AND INFORMATION ACCESSIBILITY 
We comply with HIPAA EDI requirements, including the HIPAA-compliant format version. 
To manage access restrictions and comply with HIPAA privacy requirements, all applications 
use role-based protocols to limit access to screens, functions, data and actions by group and 
users assigned to the group. Our IT team uses data filters to assign parameter-driven 
privileges to confirm that only select member populations are viewable by the user. In 
accordance with Sarbanes-Oxley (SOX) requirements, our Information Risk Management 
(IRM) team audits role-based security on an annual basis to certify that users have only the 
access required for their jobs. 


Our security services and access control team uses the Security Access Request (SAR) 
provisioning tool to manage appropriate access to our Nevada systems and platforms and 
conducts an annual entitlement review. SAR requires two levels of approval for access to 
Facets, thereby gating and recording appropriate system access and enabling efficient 
auditing and entitlement reviews. 


Data Release Governance  
Our Data Release Governance program makes certain that personally identifiable information 
(PII) and protected health information (PHI) exchanged outside of our company follows 
HIPAA policies and industry-standard security procedures. The Data Release Governance 
includes the following process to register and approve the release of protected information 
(e.g., individual member data such as explanation of benefits or credit card statements) sent to 
an external entity (e.g., customer, member, provider or vendor). 


 
Figure 25. Data Release Request/Approval Process. We have a comprehensive process in place to protect PII and PHI 
exchanged outside our company. 


We work with DHCFP to successfully transmit data. We use the External Customer Gateway 
(ECG) to exchange all eligibility, enrollment, disenrollment and other data. ECG provides a 
secure electronic transport mechanism for internal entities and external business customers to 
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exchange on-demand or scheduled data files using job automation and control services, 
including transmission validation. Among other formats, ECG uses Secure File Transfer 
Protocol (SFTP), Hypertext Transfer Protocol Secure (HTTPS) and, for encrypted files, 
simple File Transfer Protocol (FTP) transport methods. Access is further limited with 
firewalls and physical separation of processing systems to prevent unauthorized access. 


3.18.5 NPI/API Transaction Requirements  
3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an 
eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal agent. 
The vendor must electronically transmit and receive fully HIPAA compliant transactions. This applies to all 
HIPAA regulations currently effective and those in draft form. Throughout the duration of the initial 
contract and any extensions, the State will not bear any of the cost for any enhancements or 
modifications to the vendor information system(s) or the systems of any of the vendor subcontractors or 
vendors, to make it compliant with any HIPAA regulations. This includes those HIPAA requirements 
currently in effect or future regulations as they become effective.  


In compliance with the requirements of this RFP, we have two Atypical Provider Identifiers 
(APIs)—one each for Northern Nevada and Southern Nevada as assigned by the State’s fiscal 
agent. 


We electronically transmit and receive transactions in full compliance with all HIPAA 
regulations. We will continue our compliance with HIPAA regulations in draft form, those 
currently in effect, and any future regulations as they become effective. We further commit to 
bearing the responsibility for any costs for any information-system enhancements or 
modifications necessary to maintain compliance resulting from changes in HIPAA 
regulations. We will submit all encounters electronically in a fully HIPAA-compliant format, 
including the NPI on all providers. 


3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, 
including billing, servicing, and OPR (ordering, prescribing, and referring). 


We are prepared to submit all encounters electronically in a fully HIPAA-compliant format as 
“shadow claims,” including the NPI on all providers, including billing, servicing and OPR 
(ordering, prescribing and referring) providers. 


3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the 
DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who 
are not required by CMS, but are eligible to receive an NPI. If an eligible provider submits their claims on 
paper, they must still use an NPI, and the shadow claim of that paper encounter must be submitted from 
the vendor to the State’s fiscal agent electronically and it must include the provider's NPI. This applies for 
any providers who have obtained a taxonomy code in addition to their NPI. The taxonomy code must be 
provided to the State’s fiscal agent, and that taxonomy code must be used appropriately on all encounters 
submitted to the State’s fiscal agent on behalf of the DHCFP. The same NPI and taxonomy codes must 
be used for any third party insurance, including but not limited to private insurance and Medicare, for 
which the vendor rebills. 


Without exception, all of our contracted network providers who provide services to members 
are registered with DHCFP as a Medicaid provider. We understand that this requirement 
includes any providers who are either required to have an NPI or who are eligible to receive 
an NPI, even though they may not be required to do so by CMS. 
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We require eligible providers who submit their claims on paper to use an NPI. That data is 
electronically captured and submitted to the State’s fiscal agent. We further commit to 
providing the State’s fiscal agent any taxonomy codes that providers have obtained in addition 
to their NPI, and to using that taxonomy code appropriately on all encounters we submit on 
behalf of DHCFP. The same NPI and taxonomy codes also will be used for any third-party 
insurance, including but not limited to private insurance and Medicare, for which we will 
rebill. 


3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor 
and transmitted to the State’s fiscal agent following the guidelines outlined above. These must be fully 
detailed encounters following HIPAA requirements and using HIPAA compliant transactions, including but 
not limited to the use of NPI and taxonomy. Encounter data must include the individual NPI to identify the 
rendering provider or prescribing provider. 


Without exception, we capture and transmit to the State’s fiscal agent all encounters from sub-
capitated providers in accordance with the guidelines outlined above. These encounter 
submissions are fully detailed encounters following HIPAA requirements and use HIPAA-
compliant transactions including, but not limited to, the use of NPI and taxonomy. 


We submit all encounters electronically in a fully HIPAA-compliant format as “shadow 
claims,” including the NPI on all providers, including billing, servicing and OPR (ordering, 
prescribing and referring) providers. 


3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state devised 
numbering system will be used. The State calls this an Atypical Provider Identifier (API). This API is 
issued by the State’s fiscal agent on behalf of the State. The vendors must be capable of accepting and 
transmitting this API. All encounters from atypical providers must be captured by the vendors and 
submitted to the State’s fiscal agent using the API. The vendors must ensure that every atypical provider 
contracted with them has obtained this API from the State’s fiscal agent before any payment can be made 
by the vendor to that provider. 


We acknowledge and accept the requirement to accept and transmit whenever necessary a 
State-devised Atypical Provider Identifier (API) as issued on behalf of the State by its fiscal 
agent. We are prepared to capture all encounters from atypical providers and submit them to 
the State’s fiscal agent using the API in a fully HIPAA-compliant format. 


We further acknowledge and accept the requirement that we not make payments to any 
atypical contracted network provider until they have obtained an API from the State’s fiscal 
agent. 


3.18.6  
Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data 
Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided 
for contractor’s compliance.  


We comply with current International Classification of Diseases (ICD) and EDI requirements 
as defined by CMS regulation and policy. 


As of Oct. 1, 2015, we, along with the rest of the U.S. health care industry, transitioned to and 
are compliant with the ICD-10. Our Business and IT program teams continue to monitor the 
flow of ICD-10 claims. 
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In addition to compliance of a federal mandate, ICD-10 codes provide greater detail and 
increased specificity. We are using ICD-10 to promote: 


 Improved payment accuracy 


 Fewer rejected claims 


 Improved disease management 


 Significant decrease in rework/administrative expenses 


 Comprehensive reporting of quality data 


 Data tracking of disease: U.S./international 


 More effective care management and wellness programs 


Globally, there will be improved disease management and coordination of disease monitoring 
and reporting. ICD-10 supports value-based purchasing and Medicare’s anti-fraud and abuse 
activities with accurate service definition and specific diagnosis and treatment information.  


ICD-10 allows us to better serve our partners and their customers through greater 
understanding of illness, morbidity and therefore development of prevention and quality 
improvement programs. 
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3.19 DHCFP Responsibilities 
DHCFP will be responsible for the following: 


3.19.1 External Quality Review 
DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization 
(EQRO) to conduct independent, external reviews of the quality of services, outcomes, timeliness of, and 
access to the services provided by the vendor covered under the RFP. These reviews will be conducted 
at least annually.  


3.19.2 Due Process 
3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check 
Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs 
and for providing a State Fair Hearing to all recipients who request such a hearing for all actions taken on 
medical assistance program benefits. 


3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings 
and provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a copy 
to the vendor. 


3.19.3 DHCFP On-Site Audits 
The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of these 
audits is to confirm contract compliance and to more effectively manage DHCFP contract monitoring and 
oversight responsibilities of the vendor. These audits will be scheduled in advance and will focus on 
contract sections prior identified by the DHCFP. The vendor will be informed of the scheduling, focus of 
the audit and the expectations regarding vendor’s participation no less than thirty (30) days in advance of 
the on-site visit. The vendor will have all prior requested data and information available at the time the 
audit begins. 


3.19.4 Actuarial Services 
The DHCFP will provide or contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in compliance 
with state and federal law. Rate reviews will be conducted at least annually. 


3.19.5 Encounter Data Processing 
The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review 
encounter data submitted by contracted vendors. It is DHCFP’s sole responsibility to determine the format 
in which the vendor must submit the encounter data.. In addition, the vendor encounter data, when 
requested, must be submitted to the DHCFP’s actuary. 


3.19.6 Website Access 
The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be 
accessed. 


3.19.7 Operation Oversight 
The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and 
disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; violations 
of the conditions for receiving federal financial participation; and all other provisions of the contract. 


We will work with the DHCFP regarding the responsibilities included in 3.19. 
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3.20 Cost Containment and/or Cost Avoidance Initiatives 
The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives 
that positively impact health outcomes and result in cost savings to the State. Cost containment and 
avoidance initiatives must be provided to the DHCFP for review and approval prior to implementation.  


The vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss of 
public funds to fraud, abuse, and/or waste. 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 


  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 769 of 776
 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 


  







Part IA – (Phase I) Scope of Work State of Nevada Purchasing Division


RFP #3260  Page 773 of 776
 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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3.21 Liquidated Damages and Sanctions 
The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all 
attachments, including the Forms and Reporting Guide. The vendor must file accurate, timely and 
complete reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages or 
intermediate sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, 
the vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory 
agencies as a result of the vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the MCO 
fails to provide required reports, or disclose ultimate ownership or control information and related party 
transactions as required by DHCFP policy.  


See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


We will comply with all terms and conditions stipulated in the RFP and all attachments. 
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3. SCOPE OF WORK 


3.1. GENERAL 


3.1.1. The DHCFP intends to contract with highly qualified and experienced vendors, which will 
administer a managed care program to assist the DHCFP in reaching its goal to provide quality 
health care to the targeted populations enrolled into a managed care entity.  


3.1.1.1. The DHCFP’s fundamental commitment is to contract for results. A successful result is 
defined as the generation of discrete, defined, measurable, and beneficial outcomes that 
support its mission and objectives and satisfy the requirements of the resulting contract. The 
DHCFP expects potential vendors to prescribe specific solutions that will achieve the 
DHCFP’s objectives and the service levels described elsewhere in this RFP. This RFP 
describes what is required and places the responsibility for how it is accomplished on the 
vendor. Vendors should consider and identify cost saving and cost-avoidance methods and 
measures when developing their proposals. 


We understand the provisions of Section 3.1 in its entirety. As a highly qualified and 
experienced vendor in administering Medicaid Managed Care programs we fully support 
DHCFP’s commitment to achieving results.  


OUR SPECIFIC SOLUTIONS TO ACHIEVE DHCFP’S OBJECTIVES 
Our experience has shown us that the best way to restrain the growth of health care 
costs is to address the full range of member needs early and with broad levels of 
support so they can achieve their optimal health outcomes. Throughout this proposal, 
we offer a number of specific cost savings or cost avoidance solutions that seek to 
improve the health of Nevadans. These solutions fall into a few major categories 
including, but not limited to, the following: 


 Enhancing Access: We have developed a strategy that enhances the Medicaid 
provider network to ensure members have access to both primary care and specialty 
services regardless of where they live.  


 Connecting Members to High Quality Medical Homes: A key part of access is making 
sure every member has access to a medical home. We incent providers to be high 
quality medical homes based on their ability to provide strong preventive, early 
intervention and evidence-based chronic care and connect members to those homes. 


 Providing Field-Based and Local Case Management and Tailored Clinical Solutions: 
We offer a person-centered, culturally competent, data-driven care model that 
meets members where they are including hiring staff from within the communities 
where our members live and serving them in the way most appropriate for their 
individual needs.  


 Integrating Services: We offer a uniquely integrated approach with physical and 
behavioral health services and social services under a single umbrella using the same 
single instance information system so all-member facing staff members have a 
holistic view of each member and their individual needs and history.  


 Addressing Social Determinants of Health: We offer DHCFP a proven approach to 
addressing social determinants of health through our award-winning program that 
puts social services resources front and center in serving our members.  


 Contracting with Flexibility and a Focus on Quality: We do not believe in a one-size-
fits-all approach to performance-based contracting so we offer an array of options 
for providers and meet them where they are to encourage and incent the highest 
quality of care for our members. 
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 Offering High Touch Provider Support: Our provider support functions are 
multilayered and uniquely local. We have provider support professionals specifically 
trained to help with such things as solving claims issues in real-time and supporting 
quality initiatives to improve health outcomes at the practice level.  


 Offering Value-Added Benefits and Services: We know that people succeed when they 
have access to a full array of benefits and services aimed at improving health 
outcomes. This often means supplementing core Medicaid benefits with such things 
as peer supports for individuals facing behavioral health challenges or over-the-
counter medications for people who cannot afford basic care, as just two examples.  


 Providing State-of-the-Art Technology Solutions: We operate through a fully 
integrated, single instance information technology platform that allows us to offer 
integrated, automated and person-centered solutions in member and provider 
engagement, administration of our utilization and case management systems, data-
driven approaches to quality assurance and performance improvement and 
operational processes such claims and encounter processing.  


TAKING RESPONSIBILITY FOR REQUIREMENTS PRESCRIBED HEREIN 
We understand this RFP was built to describe requirements and place the responsibility 
to fulfill those in the hands of the vendor. We proudly accept that responsibility and 
understand that a successful result of our work in each of these areas is defined as the 
generation of discrete, defined, measurable and beneficial outcomes.  


We have a history of producing such outcomes throughout our work with Medicaid 
programs including, but not limited to, the examples noted in the following table.  


FUNCTION HIGHLIGHT 


Case 
Management 


A 2016 study on the effectiveness of field-based case management 
program showed a 9 percent to 17 percent reduction in avoidable 
hospital admissions, a 3 percent to 5 percent reduction in emergency 
department visits and a 3 percent increase in pharmacy adherence 
and compliance. 


Credentialing 
In 2016 to date, the average time it takes to get a provider 
credentialed is under 27 days. 


Utilization 
Management 


Over the course of 2014 and 2015, we conducted more than 1,200,000 
prior authorization reviews. On average, these reviews were 
completed in three days. 
Over the course of 2014 and 2015, we conducted more 46,000 
expedited reviews, completing them, on average, in a day and a half. 


Call Center In 2015, our average speed of answer across Medicaid plans was 30 
seconds and the abandonment rate was 3 percent. 


Claims 
Payment 


In 2016 to date, we have processed an average of 2.9 million claims 
per month with 99.5 percent turnaround time of all Medicaid claims 
within 30 days. 


Grievances 
and Appeals 


In 2015, we completed pre-service appeals in an average of 22.5 
calendar days and expedited appeals in an average of two calendar 
days. 


Member 
Education 


Our member satisfaction rate with our case/disease management 
program in 2015 was 98.8 percent, with 97.5 percent of members 
saying they would recommend the program to family and friends. 
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CONSIDERING COST-SAVINGS AND COST AVOIDANCE MEASURES 
Throughout the development of our proposal, we considered solutions aimed at 
identifying cost savings and cost avoidance measures with an intense focus on high 
quality care that improves health outcomes for Nevada Medicaid and Check Up 
recipients. In this proposal, we have outlined a variety of unique initiatives, value-
added benefits and services, tailored clinical solutions, provider incentive approaches, 
fraud, waste and abuse processes, technologies and case management and utilization 
management techniques that are all aimed at making sure members get the right care at 
the right time in the right setting.  


Just some of the targets of our proposals throughout this response to save and avoid 
costs while ensuring high quality care include, but are not limited to, the following 
areas: 


 ER diversion initiatives including such things as a 24-hour nurse line, behavioral 
health crisis response and a focus on after-hours and urgent care accessibility  


 Integrated discharge supports to prevent avoidable hospital readmissions 
 Value-based purchasing contracting that incents quality preventive and early 


intervention services 
 Robust fraud, waste and abuse detection, prevention and recovery efforts 
 Utilization management approach focused on over and under-utilization of services 


to make sure people get the right care at the right time 
 Value-added services such as hypoallergenic bedding for children with asthma and 


behavioral health peer support to help people avoid costly hospital admissions and 
ER services 


 Broad member and provider engagement solutions that help encourage appropriate 
use of health care resources 


3.1.2. Authorization to operate as a certified vendor in the State of Nevada with the projected number of 
Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human 
Services and the Insurance Commissioner of the State of Nevada are conditions precedent to the 
contract and shall continue as conditions during the term of any contract. The vendor must hold a 
current certificate of authority from the Nevada State Insurance Commissioner for the applicable 
contract period and throughout the contract period, or have a written opinion from the Insurance 
Commissioner that such a certificate is not required. The awarded vendor must provide proof of a 
valid certificate of authority prior to the contract readiness review. 


We understand and comply with the provisions of Section 3.1.2. We will provide proof of 
a valid certificate from the Nevada State Insurance Commissioner for the applicable 
contract period and throughout the contract period for the contract readiness review. 


3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides 
an independent assessment of the quality of care provided by the vendor. Accredited organizations 
must meet quality standards related to various aspects such as consumer protection, case 
management, and quality improvement activities and facilitates comparison of vendors due to 
consistent data requirements. 


We understand and will comply with the provisions of Section 3.1.3. As an experienced 
Medicaid managed care vendor, we have achieved various levels of accreditation from 
the National Committee for Quality Assurance (NCQA) across our affiliate plans. NCQA 
provides an independent assessment of our quality of care, as well as our continuous 
quality improvement programming. Our quality standards apply to all aspects of 
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managed care services, including, but not limited to consumer protection, case 
management and quality improvement activities.  


Our national NCQA accreditation team comprises eight highly-trained 
experienced staff including our senior QI manager, a senior project manager, 
a project manager, a clinical quality specialist, two senior QI analysts, and 
two senior QI auditors. This team is responsible for maintaining corporate 
certifications for those operational functions that are centralized and used 


throughout the company (i.e., credentialing) thus creating efficiency and allowing us to 
deploy local resources effectively. 


In addition to maintaining the corporate certifications, our national NCQA accreditation 
team works collaboratively with individual state leaders, including our locally-based 
Medical Director, to help the plan attain and maintain accreditation. We recognize that 
each state is unique with its own membership, culture and practices, and we do not 
believe a “one size fits all” approach is best for serving members and providers 
consistent with NCQA standards. The group support described herein allows us to blend 
the local market knowledge and experience with expertise in accreditation standards 
and best practices. Among other things, the NCQA accreditation team provides general 
training and support, assists health plans in gathering and preparing documentation for 
their submission and processes the actual submission on behalf of the health plan. 


 Training and Support: The NCQA accreditation team provides guidance and shares 
best practices on quality measures, helps to ensure health plans meet or exceed 
accreditation standards, and audits files from internal departments such as 
utilization management, case management, appeals and others to identify areas of 
opportunity to improve accreditation performance. Our NCQA accreditation team 
regularly conducts standards training providing detailed instruction about 
standards, standard intent, elements, factors, scoring criteria, exemptions, 
evidence, and more to each of our local Quality Improvement teams. The team also 
partners with external NCQA consultants to hold mock NCQA audits and summits, in 
which we review health plan documentation and discuss ways to meet and exceed 
accreditation standards.  


 Helping Health Plans Gather and Prepare Documentation: Each member of the NCQA 
accreditation team is assigned a set of accreditation standards for which they are 
the “standards champion.” As standards champions, team members are experts on 
the elements and factors. Applying this knowledge and expertise, they gather 
information from the local markets as well as shared services. The NCQA 
accreditation team supports our local health plans by assembling all gathered 
evidence and highlighting and text-boxing evidence in compliance with NCQA 
requirements. This team collaborates with the health plans assisting with all aspects 
of the accreditation process and participating in regular meetings to ensure the 
accreditation process remains on track.  


 Processing the Submission on Behalf of the Health Plan: When the submission is 
ready, the NCQA accreditation submits the documentation and evidence via the ISS 
submission tool. 


We maintain an NCQA accreditation tool to document our compliance against NCQA 
standards as well as to monitor progress in closing gaps if any are identified. Our local 
teams meet regularly and with our national accreditation team to discuss progress 
towards accreditation. Elements of our accreditation plan are documented in our annual 
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Quality Improvement Work Plan and QI evaluation and reported through relevant 
committees including Utilization Management Medical Advisory Committee (UMAC) and 
Quality Improvement Committee (QIC).  


3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and 
amendments, Code of Federal Regulations, and the Medicaid Services Manual. 


We understand and will comply with the provisions of Section 3.1.4. We will adhere to 
all authorities including the Title XIX, Title XXI state plans and amendments, Code of 
Federal Regulations, and the Medicaid Services Manual. 


3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe 
Counties. “Other geographic areas, services and Medicaid populations may be included in managed 
care during the course of this contract and are to be considered as covered for this Request for 
Proposal. Describe your willingness and ability to expand coverage to other geographic regions 
outside of the current mandatory areas. Should the DHCFP expand geographic areas, services or 
Medicaid populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to an 
actuarial sound rate at the time of the change.”  


We understand and will comply with the provisions of Section 3.1.5. 


OUR WILLINGNESS TO EXPAND COVERAGE 
We understand the current geographic area for this contract is urban Clark and Washoe 
counties. We are fully prepared to serve those areas and are willing to expand coverage 
to any additional geographic regions or additional populations should DHCFP elect to 
add areas or populations during the course of this contract. We recognize that DHCFP 
will, if necessary, adjust the capitation paid to an actuarial sound rate at the time any 
additional geographies or populations are added to this contract.  


OUR ABILITY TO EXPAND COVERAGE  


GEOGRAPHIC EXPANSION: MEETING NEEDS IN DIVERSE REGIONS 
We offer DHCFP an extensive array of resources, experience and full scalability to 
expand coverage to other geographic regions outside of the current membership 
including rural and frontier communities. We offer similar services in some of the 
country’s most urban and most rural and remote settings today. Based on that 
experience, we offer DHCFP a unique set of capabilities to drive access and accessibility 
to cover services in those more remote geographies, including, but not limited to, the 
use of the following: 


 Telemedicine, including telemonitoring technologies 
 Enhanced transportation benefits 
 Optional mail-order pharmacy 
 Direct connections to local, community-based social safety net resources 
 Close partnerships with federally qualified health centers, rural health clinics and 


school-based health centers 
 Mobile healthcare options 
 Web-based and telephonic recipient service and clinical solutions 
 Support for mid-level providers 


We pride ourselves on being uniquely local meeting our members and providers where 
they are and have an industry-leading approach to “work from home” capabilities so our 
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staff members can live and work in the same communities as our members and 
providers.  


We also spend significant time in new geographies prior to a planned expansion, meeting 
with recipients, providers and community stakeholders so we fully understand the needs 
of unique communities so we can design programs and services that meet those needs.  


POPULATION EXPANSION: UNDERSTANDING AND MEETING UNIQUE NEEDS BASED ON 
MEMBERSHIP TYPE 
In addition to our willingness and ability to expand coverage geographically, we are 
both willing and able to accept and provide covered services to additional populations 
including the Aged, Blind and Disabled (ABD), those with Supplemental Security Income 
(SSI) and recipients receiving various waiver services (i.e. long-term supports and 
services and home and community-based waiver supports). We have served complex and 
chronic populations for decades and have designed our clinical, quality and operational 
infrastructure to meet those most complex needs.  


We have, on multiple occasions, added similar complex populations in areas where we 
were already serving CHIP, TANF and Medicaid recipients in a way that ensures no 
disruption for existing populations while effectively transitioning fee-for-service 
populations (and their providers) to a Medicaid managed care environment. We would 
leverage that experience to work closely with DHCFP, recipients and their advocates, 
providers and community stakeholders to effectively transition any new populations 
ensuring a safe transition of care.  


Operational, Technical and Financial Capabilities to Support Expansion 
Our processes and platforms are designed to support growth, and the ability 
to scale is a key aspect of our operational practices. From a management 
information systems perspective, our enterprise architecture department 
performs a quarterly scalability assessment across all infrastructure and 
application domains to support 2x scalability capacity with 90 days’ notice 


across the entire company.  


Operationally, all of our functions from call center and appeals and grievances to 
enrollment, eligibility and claims, are readily scalable allowing us to take on new 
populations and geographies with relative ease and in partnership with state regulators, 
providers and various community stakeholders.  


Additionally, we are well positioned financially to support growth in real-time.  


Clinical Capabilities to Support Expansion 
From a clinical perspective, we have extensive experience serving children and adults 
with various levels of need in a fully integrated fashion where physical, behavioral and 


social needs are addressed through a single integrated team of professionals 
working on a single-instance platform. Because of this, our care model is 
designed to be versatile with the ability to tailor and add on programs 
specifically aimed at various population health needs.  


As noted above, we place clinical staff in the communities where our 
members live to support in-person case management. We staff with various specialties 
so case managers and our medical teams have diverse expertise to meet unique needs 
and cross train to ensure we are able to meet a broad range of needs. For instance, if 
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Effective and Expedient:  
Building a Network Timely 


 
 Our full on-boarding turnaround time 


from getting a contract in house, 
completing credentialing, configuring 
and finalizing the contract with a new 


provider is running on average  
46 days in 2016 (to date).  


waiver recipients with traumatic brain injury (TBI) are included, we provide specific TBI 
training and staff with specific knowledge of serving the unique needs of these members 
and their caregivers. We design our value-added benefits based on specific population 
needs with a special emphasis on caregivers and formal and informal supports for 
members with more complex needs. Our whole-person, goals-driven, culturally 
competent and team-based approached to case management was designed to support 
complex members, with an additional emphasis on integrating social services and 
natural supports. 


Additionally, we have a well-tested and proven process for ensuring seamless continuity 
of care during the transition of new populations. This includes, but is not limited to, 
honoring prior authorizations for a set period of time, respecting existing provider 
relationships, carrying over care plans and partnering with existing case coordination 
entities to support the most effective approach for members. 


Ensuring Access: Network Capabilities to Support Expansion 
Our network development strategies are 
transferable to new geographies and populations 
seamlessly. Upon notification that a new 
geography is being included, we deploy people 
into those areas to analyze the potential network 
landscape, understand the gaps and challenges of 
the network, target providers for contracting, 
and work to contract and credential quickly.  


In one recent expansion, for instance, we had 
letters of intent or contracts in place with 
providers meeting more than 90 percent of the 
required GeoAccess standards for the new 
geographies more than nine months prior to going live. 


When it comes to new populations, our contracts automatically include provisions for 
additional populations, so we would have a ready, acute network to serve new 
populations. For new populations that bring their own set of new providers, such as 
long-term care recipients, we designate network contracting and support specialists 
with unique expertise in that provider type, and work closely to not only help them 
understand the contracting and credentialing process, but also to train them on 
managed care which many may have little experience with. 


Project Management and Leadership Engagement: A Focused and Proven Approach to 
Implementing New Geographies and/or Populations 
All of our capabilities for expansion are fully supported by a proven approach to project 
management and governance that ensures accountability, integrity in our commitments 
and transparency with our state partners in every step of our processes. Our “new 
implementations” approach is well-defined, and our professional project managers 
leverage best-practices that reflect extensive industry experience and lessons learned 
across numerous implementations. The project management works hand-in-hand with 
local leaders, government partners, organizational subject matter experts and 
technology teams, as well as subcontractors and other vendors to ensure a compliant, 
operationally-sound implementation that seamlessly transitions new members and 
providers into our health plan regardless of how big or small that implementation is. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


7







Section 3 
Scope of Work 


 
 
 


The individuals staffed on the project are highly experienced and more specifically have 
been responsible for implementing new programs including the introduction and/or 
expansion of new populations and new geographies.  


Project Governance Responsibilities: Best practices are incorporated to ensure we meet 
the needs of the new populations or regions, including the use of cross-functional project 
work streams and underlying project teams to manage end-to-end implementation 
activities. The standard project streams include: 


 Benefits Package 
 Network Development 
 Enrollment/Billing/Product 
 Member and Provider Communications 
 Clinical Services 
 Pharmacy 
 Facilities 
 Finance 
 Human Resources 
 Regulatory Compliance 
 Information Technology 
 UAT 
 Readiness Delivery  


These project streams can be tailored as needed based on the type of implementation 
we are being asked to do. We appoint Governance Team members to the work streams 
who are responsible for all implementation deliverables  


Our Ability to Implement New Geographies or Populations: Our approach to bringing on 
new regions or new populations leverages experiences from across our company with 
local knowledge and our field-tested project management and implementation 
infrastructure to achieve a few critical goals along with detailed strategies to reach 
those goals. 


GOAL KEY STRATEGIES 


Minimization of disruption for 
members 


 Well-defined continuity of care protocols that 
put the member first 


 Robust communication through many modes 
including in-person, telephonic, mail, web, 
mobile and social media 


 Rapid Response infrastructure with dedicated 
teams to answer questions and address 
concerns in real time 


 Over-hiring clinical staff as needed to meet 
increased transition need 


 Connecting closely with community partners 
and social service resources 


Successful transition for providers  Hands-on or “white glove” training to help 
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GOAL KEY STRATEGIES 
and other stakeholders  new providers transition 


 Dedicated forums, webinars and orientation 
materials 


 Defined rapid response process with dedicated 
network resources to answer questions and 
address concerns in real time 


Mitigation of challenges for our 
state partners  


 Implementing a “command center” process 
with executive and operational leadership 
readily available to address issues in real time 


 Pre-identification of risks and challenges 
based on experience and state agency 
concerns 


 Transparent and robust communications 


 


3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code. Both 
Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a 
provider network in any rural / frontier areas unless necessary to provide access to care, nor are 
they required to serve any recipients who live in rural / frontier areas unless necessary to provide 
appropriate access to care.  


We understand and will comply with the provisions of Section 3.1.6. We will establish a 
provider network and serve members who live in rural or frontier areas when necessary 
to ensure appropriate access to care under an award of Contract. 


3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as 
in state. Out of state treatment for a recipient is required when there is not a provider in Nevada 
who is able to provide services to the recipient. 


We understand and will comply with the provisions of Section 3.1.7.  


Medicaid catchment areas in California, Arizona, Idaho and Utah will be treated the 
same as in-state. We understand that out-of-state treatment for a recipient is required 
when there is no provider in Nevada to provide services to the recipient. We also have 
the ability to offer single case agreements for out-of-area providers where there is no 
access in-state for services required by the recipient. 


3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid 
Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups 
currently excluded from enrollment in a Managed Care Organization. Should the DHCFP expand 
geographic areas, services or Medicaid populations, or carve services out, the DHCFP will, if 
necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change 


We understand the provisions of Section 3.1.8, and we are fully prepared to work with 
DHCFP on any adjustments to the capitation paid to us to an actuarial sound rate should 
DHCFP expand geographic areas, services or Medicaid populations, or, alternatively, 
should DHCFP carve services out.  


3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such 
as the University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-
governmental entities affiliated with the government in providing medically necessary services, 
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including behavioral health services. If this option is exercised and there is any resulting expense 
incurred by the vendor, the DHCFP will adjust the capitation rate so that it remains actuarially 
sound. 


We understand and will comply with the provisions of Section 3.1.9.  


At the State’s sole option, we may be required to contract with other agencies within 
the DHHS, the Juvenile Justice System, or various Washoe and Clark County entities or 
affiliates such as the University Of Nevada School Of Medicine Mojave Mental Health 
Clinics or other non-governmental entities affiliated with the government in providing 
medically necessary services, including behavioral health services. Further, if this 
option is exercised and there is any resulting expense incurred by us, the DHCFP will 
adjust the capitation rate so that it remains actuarially sound. 
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3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE 
(HIX) 


In addition to providing Medicaid Managed Care services, the vendors are encouraged but not required to 
provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual Exchange of the State 
designated Health Insurance Exchange (HIX), which could be either a State or the federal HIX. Vendors 
who have or will have a product available on the HIX will receive a higher point value in the RFP 
evaluation.  The QHPs offered pursuant to this requirement must meet the qualifications of an MCO 
Transition QHP (to distinguish these plans from other QHPs that may not meet the following standards), 
as described below.  


3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of 
individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the 
negative impacts related to recipients who move, sometimes frequently, between the programs, due 
to changes in eligibility status.  An MCO Transition QHP must: 


3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health 
Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care 
Act or ACA) and the associated Federal regulations; 


3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible 
for Medicaid; 


3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the 
vendor’s MCO; 


3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO 
and the vendor’s QHP. The vendor is not required to consider out-of-network providers as 
in-network providers for any period of time for recipients who transition between any other 
company’s MCO or Medicaid plan or the vendors QHP; and 


3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO. 


PROVIDING A STATE HEALTH INSURANCE EXCHANGE PLAN 
We will provide, at a minimum, one Silver qualified health plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX). We understand and 
will comply with the provisions of  Section 3.2. And we understand the QHPs offered 
pursuant to this requirement must meet the qualifications of an MCO Transition QHP in 
accordance with the provisions of Section 3.2.1. 


ENSUING CONTINUITY OF CARE 
With a single focus on government business, we pursued and created the exchange/ 
marketplace line of business to provide a single thread of activities from enrollment, 
and continuity of care for a member as they pass from Medicaid to QHP eligibility.  This 
allows any member of our team to view the member’s status and history to provide the 
most current and needed member engagement and service plan. We develop our QHP 
products in accordance with all state and federal guidelines with a special focus on 
streamlining the transition between the QHP and our Medicaid plan so we fully 
understand that the transition QHP must meet the following standards: 


 Meet the requirements of the Affordable Care Act (ACA) and all associated federal 
regulations 


 Meet state licensing requirements  
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 Make a good faith effort to use a similar provider network as our Medicaid network, 
assuming such providers accept the plan’s terms and conditions, including 
appropriate reimbursement level   


 Be available in the same geographic regions as our Medicaid plan – namely urban 
Clark and Washoe counties 


 Have transition of care plans that coordinate care, including coordination of prior 
authorizations, as members move between plans to mitigate confusion 


 Use a formulary that is similar to whichever formulary we use for our Medicaid 
members. 


Our Ability and Experience to Operate a Qualified Health Plan 
We began supporting QHP products in 2015 and have developed a comprehensive 
operational platform to support our QHP members including shopping, enrollment, 
benefit use, medical management and member communication and engagement. The 
operational platform is fully functional and has the ability to support multiple QHP 
products through different metal levels for individuals and families.  


By participating in existing state-based exchanges, we understand and have 
demonstrated the ability to meet the federal requirements of the ACA and the requests 
of individual states including additional services, eligibility categories and the state 
specific administration of failure to pay premium processes.  


3.2.1 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the 
Individual or Small Business Health Option Program (SHOP) Exchanges within the State-
designated HIX.  Additionally, the vendor may designate other QHPs (at any of the metal tiers on 
the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if 
such QHPs meet the requirements described in this section.  The MCO Transition QHP designation 
may be displayed on the website of the State-designated HIX where QHPs are sold, as other quality 
indicators may be displayed, at the discretion of the State-designated HIX. 


We understand and will comply with the provisions of Section 3.2.1. We understand that 
we may offer other QHPs at any tier. In our Exchange environment, we also have the 
unique opportunity to support an ACA waiver product for a specific population – the 
Basic Health Plan. This is a product option offered to individuals by combining both the 
federal and additional state funds and requirements. The product possesses its own 
eligibility and premium calculations, but must follow the ACA benefit requirements. To 
ensure continuity of care, we leverage our existing Medicaid network to build the BHP 
provider network. In addition we align benefits/ reward programs to match our Medicaid 
product when possible. The experience demonstrates our continued effort to coordinate 
transition of care and the flexibility we can provide to state requirements. 


3.2.2 If the vendor is indicating they will be providing a product on the State-designated HIX, they must 
provide a statement indicating willingness to comply with this section.  Please describe any 
differences between Title XIX and Title XXI MCO plan and the MCO Transition QHP.  Please 
provide any additional criteria that should be included to minimize the adverse impacts of churn. 


We understand and will comply with the provisions of Section 3.2.2. 


DIFFERENCES BETWEEN OUR MEDICAID PLANS AND OUR TRANSITION QHP 
The primary benefits of both the Medicaid program and the QHP are the same, such as 
inpatient hospital, outpatient care, emergency care and pharmacy. In our Medicaid bid, 
we have added value-added services that many times span the gaps members may have 
in their daily living like transportation, over-the-counter medications, digital devices 
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for care management and access. Depending on the cost structure of our QHP transition 
plan, many times we can include some or all of the same benefits. When that is not 
possible, we use our community assistance program to link previous Medicaid members 
to community resources to close those gaps. By having our own community assistance 
program, we can quickly refer a member to work to ensure no gap in benefits or 
services.  


MINIMIZING ADVERSE IMPACTS OF CHURN 
We operate under a single customer platform, so regardless of how the member first 
interacted with us – through Medicaid or through the exchange – the member record 
remains within the same system for ease of transition between plans, thus mitigating 
the adverse impact of churn. Additionally, our concierge services and community 
assistance programs, along with our case managers and coordinators, work with 
members to help make sure they are able to recertify for Medicaid or do their exchange 
sign-up in a timely manner so there is no interruption in needed services and benefit and 
services. 


3.2.3 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of 
the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, 
the Center for Consumer Information and Insurance Oversight (CCIIO), and/or other federal 
government entities. 


We understand Section 3.2.3 and that the DHCFP reserves the right to modify this 
section to meet requirements and regulation of the State and/or federal HIX.  
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3.3 VENDOR DUTIES AND RESPONSIBILITIES 


The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated 
key meetings scheduled by the DHCFP.  The purpose of these meetings includes, but is not limited to, 
contract compliance, the DHCFP auditing functions and responsibilities, access to care, quality, and any 
other applicable issues concerning administration and management of the contract as well as program and 
service delivery.  The frequency of such meetings may include, at a minimum, monthly teleconferences 
and/or videoconferences in addition to quarterly on-site meetings.  The location of the on-site meetings 
will be at either the DHCFP administrative offices in Carson City or a site in Las Vegas.  It is the sole 
responsibility of the DHCFP to provide reasonable advanced notice of such meetings, including location, 
time, date, and agenda items for discussion.   


We understand and will comply with the provisions of Section 3.3. Our Administrator 
and Nevada Operations Manager and other key staff as identified by us, will participate 
in all designated key meetings scheduled by the DHCFP.  We understand that these 
meetings will include contract compliance, the DHCFP auditing functions and 
responsibilities, access to care, quality, and any other applicable issues concerning 
administration and management of the contract, etc., as well as program and service 
delivery.  Meeting frequency may include monthly teleconferences and/or 
videoconferences in addition to quarterly on-site meetings.   


We understand that the location of the on-site meetings will be at either the DHCFP 
administrative offices in Carson City or at a site in Las Vegas, and that the DHCFP will 
provide reasonable notice of these meetings including location, time, date and agenda 
items. 
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3.4 MEDICAL SERVICES 


Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP 
recipients shall not be less in amount, duration, and scope than those covered services specified in the 
respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, but 
may be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, duration, or 
scope shall be preceded by a review of impact on capitation amounts. 


MCO's are able and encouraged to provide value added services in addition to Title XIX And Title XXI 
State Plans. The vendor shall describe each of the expanded benefits it proposes to offer its recipients by 
eligible population. 


The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada 
Check Up recipient. Any insurance duty shall be construed to flow to the benefit of the DHCFP and not to 
the Medicaid or Nevada Check Up enrolled recipient.  


MEDICAL SERVICES 
We understand and will comply with the provisions of Section 3.4.  


AMOUNT, DURATION AND SCOPE 
We will ensure our benefit package will not be less in amount, duration and scope than 
those covered services specified in the respective State Plans for Title XIX and XXI 
programs and the Nevada Medicaid Service Manual. Using our technology to assist us in 
identifying appropriate benefit packages for each member eligibility group, we are 
confident that members will receive the benefits to which they are entitled. We 
acknowledge our responsibility to provide at a minimum all benefits and services 
deemed medically necessary services covered under this RFP and in the amount, 
duration and scope mandated. 


VALUE ADDED SERVICES 
We will provide a holistic and person-centered approach to member care by offering a 
variety of innovative value added services. These services are designed to improve the 
health and wellness of members by increasing their access to comprehensive health 
services in a cost-effective manner. Offering value added services and expanded 
benefits will seek to address member needs and contribute to improvement in quality 
outcomes by removing barriers to care and enhancing quality of life. 


The value added services that we will offer in Nevada have been developed through 
significant collaborative efforts with stakeholders, community-based organizations in 
Nevada and our research and understanding of the Medicaid population in Clark and 
Washoe counties and barriers they face in accessing care. 


Below is a list of the expanded benefits we propose to offer members. These expanded 
benefits will be available to all populations unless noted.  
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  VALUE ADDED SERVICES 


Annual Sports Physicals 
(children ages 6-18) 


Behavioral Health Crisis 
Line 


Boys and Girls Club 
Membership (children 
ages 6-18) 


Cell Phones (teens in 
crisis) 


Cognitive Behavioral 
Therapy 


Concierge Services 


Diaper Rewards Education Days Focused Homeless 
Initiatives 


Hypoallergenic Bedding 
(qualified members with 
Asthma) 


Mobile Application Mobile Health Care 
Services 


Nurse Advice Line OTC (head of household) Peer Support 


Prenatal Case 
Management (pregnant 
women) 


Social Services Supports 
Program 


Supplemental 
Transportation 


Telehealth Wellness Rewards 
Program 


 


INSURANCE CERTIFICATE OR EVIDENCE OF INSURANCE 
We will not issue any insurance certificate or evidence of insurance to any Medicaid or 
Nevada Check Up member. We understand that any insurance duty shall be construed to 
flow to the benefit of the DHCFP and not the enrolled member. 


3.4.1 General Information 


Each vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary services 
covered under the Title XIX and Title XXI State Plans are available and accessible to them.  


The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website 
at: 


http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/  


GENERAL INFORMATION 
We understand and will comply with the provisions of Section 3.4.1. 


We have carefully reviewed the managed care benefit package, as described in the RFP, 
and will be responsible for providing all medically necessary services to all enrolled 
members. Our integrated care model is designed to ensure that all members receive the 
services and supports needed to reach their optimal health status. 


3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to 
recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the 
vendor: 


SERVICES FURNISHED TO MEMBERS 
We understand and will comply with the provisions of Section 3.4.2.  
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Services furnished to our members will be in the same amount, duration and scope as 
services furnished to members under fee-for-service Medicaid as set forth in 42 CFR 
440.230. We have experience with these requirements through our Medicaid programs in 
other states. 


3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be 
expected to achieve the purpose for which the services are furnished; 


3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service 
solely because of diagnosis, type of illness, or condition of the recipient; 


3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title 
XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization 
control, provided the services furnished can reasonably be expected to achieve their 
purpose; and 


3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the 
vendor is responsible for covering services related to the prevention, diagnosis and 
treatment of health impairments; the ability to achieve age appropriate growth and 
development; and the ability to attain, maintain, or regain functional capacity in a manner 
that is no more restrictive than that used in the State Medicaid and CHIP programs as 
indicated in State statutes and regulations, the Title XIX and Title XXI State Plans, and 
other State policy and procedures, including the Medicaid Services Manual (MSM).  


The MCO can utilize different authorization requirements than what is used by the State, as 
long as they are not more restrictive.  


AMOUNT, DURATION, SCOPE, LIMITS AND MEDICAL NECESSITY  
We understand and will comply with the provisions of Section 3.4.2.1 through 3.4.2.4. 


In making medical necessity determinations, we will apply written, evidence-based 
guidelines and review criteria to ensure services are sufficient in amount, duration and 
scope to reasonably be expected to achieve the purpose for which the services are 
furnished. Guidelines and criteria are vitally important decision support tools, which 
ensure medical necessity decisions are based on sound clinical evidence. They also 
enable fair, impartial and consistent decision making.  


All guidelines and review criteria will be applied in a manner that is customized for the 
complexities of the DHCFP population including considerations for individual factors 
such as age, comorbidities, complications, progress, psychosocial situation, home 
environment, social supports, the local delivery system and the availability of services. 
We will not arbitrarily deny or reduce the amount, duration or scope of a required 
service solely because of diagnosis, type of illness or condition or the member.  


By evaluating requests against the Medicaid Service Manual, Title XIX and Title XXI 
State plans and nationally accepted, evidence-based guidelines, we will assist providers 
in determining the most appropriate treatment and services for members, avoid 
unnecessary duplication of services, and appropriately manage utilization to mitigate 
both under-utilization and over-utilization of services. These actions should result in 
optimal health outcomes for members in a quality, cost-effective and efficient manner.  


Based upon generally accepted medical practices in light of conditions at the time of 
treatment, we define medically necessary as those services that are: 


 Appropriate and consistent with the diagnosis of the treating provider and the 
omission of which could adversely affect the eligible member’s medical condition 
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 Compatible with the standards of acceptable medical practice in the community 


 Provided in a safe, appropriate and cost-effective setting given the nature of the 
diagnosis and the severity of the symptoms 


 Not provided solely for the convenience of the member or the convenience of the 
provider 


 Not primarily custodial care unless custodial care is a covered service or benefit 
under the member’s evidence of coverage 


There must be no other effective and more conservative or substantially less costly 
treatment, service and setting available. 


For Medicaid children under 21 years of age, we will provide medically necessary 
services to correct or ameliorate physical and behavioral health disorders, a defect or a 
condition identified during an Early Periodic Screening, Diagnostic and Treatment 
(EPSDT) screening or preventive visit regardless of whether these services are included 
in the State Plan, but are otherwise allowed pursuant to 1905(a) of the Social Security 
Act. 


Our medical necessity reviews will be conducted by healthcare professionals who have 
the appropriate clinical expertise in treating the member’s condition or disease, using 
nationally-recognized, evidenced-based criteria, industry leading technology, well-
documented policies and procedures and strong clinical oversight.  


3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and 
procedures for the processing of requests for initial and continuing authorizations of 
services. 


The vendor must have in effect mechanisms to ensure consistent application of review 
criteria for authorization decisions and consult with the requesting and/or servicing 
provider, when necessary. 


The vendor shall monitor prior authorization requests. The DHCFP, at its sole discretion, 
may require removal of the prior authorization requirement based on reported approval 
percentage rates, to align prior authorization procedures across delivery entities, and if 
determined necessary for the proper administration of the Medicaid program.  


Any decision made by the vendor to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a 
health care professional who has appropriate clinical expertise in treating the recipient’s 
condition or disease. 


The vendor shall coordinate prior authorizations and edit patterns with those used in the 
fee-for-service program. 


AUTHORIZATION POLICIES AND PROCEDURES 
We understand and will comply with the provisions of Section 3.4.2.5. 


We view prior authorization as an important utilization management tool that ensures 
members receive the most appropriate services to meet their unique needs, in the least 
restrictive settings of their choice. Our philosophy is to structure our prior 
authorization program to actively engage providers with us so that our members receive 
the best care possible.  


We will include prospective review of select services to be rendered to ensure they are 
appropriate, consistent with standards of care and are being provided in the most 
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appropriate setting. While prior authorization is an important tool serving many needs, 
we never require prior authorization for emergency medical, post-stabilization services 
or crisis stabilization services. 


We and our subcontractors will have in place and follow written policies and procedures 
for processing requests for initial and continuing authorizations of services. Members, 
providers, subcontractors and our associates will be educated on the authorization 
process and underlying policies and procedures. 


We will have processes to ensure consistent application of review criteria for 
authorization decisions and consultation with the requesting provider, appropriate 
review completion, including timeliness, case notes, evaluation criteria, and 
notifications. We will perform ongoing audits of clinical documentation and review 
decisions of all utilization management staff throughout the year to ensure accurate and 
consistent application of clinical criteria. As training and education are ongoing 
processes, we will provide our clinical reviewers with scheduled case studies to review 
and complete throughout the year. These case reviews reinforce our commitment to 
inter-rater reliability to proactively track and monitor decision making that is both 
consistent and evidence-based. 


We will monitor prior authorization requests and understand that DHCFP may require 
the removal of the prior authorization requirement based on reported approval 
percentages. Our committees routinely review prior authorization rules to ensure 
alignment to standards of care, to enable the delivery of care by providers, to support 
the member’s navigation through the health care delivery system and to prevent the risk 
of over-utilization of services.  


Medical necessity determinations will be made by designated review staff. If the 
reviewer cannot approve the services requested based on the information received and 
the applicable guidelines and review criteria, the request will be routed to a medical 
director for a secondary review. This ensures that decisions to deny a service 
authorization request or to authorize a service in an amount, duration, or scope that is 
less than requested, will be made by a practitioner with the necessary credentials and 
experience, and who has appropriate clinical expertise in treating the member’s 
condition or disease. 


Our medical management platform allows for the configuration of authorization rules 
and edit patterns, at an individual benefit level if needed, to support the consistent 
application of criteria and policies. Through the implementation of the appropriate 
configurations, we will be able to coordinate prior authorizations and edit patterns with 
those used in the fee-for-service programs.  


3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or 
referral service because of an objection on moral or religious grounds, the vendor must 
furnish information about the services it does not cover to the DHCFP with its application 
for a Medicaid contract and whenever it adopts such a policy during the term of the 
contract.  


MORAL OR RELIGIOUS GROUNDS 
We understand and will comply with the provisions of Section 3.4.2.6. 


We do not object to the delivery of any service based on moral or religious grounds.  


3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written 
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agreements and is sufficient to provide adequate access to all services covered under the 
contract for all eligible recipients enrolled in the vendor's managed care program. In 
establishing and maintaining the network, the vendor must consider the following: 


A. The anticipated DHCFP recipient managed care enrollment; 


B. The numbers of network providers who currently are and are not accepting new 
Medicaid and Nevada Check Up recipients; 


C. The expected utilization of services including a description of the utilization 
management software or other process used by the plan, taking into consideration the 
characteristics and heath care needs of specific Medicaid and Nevada Check Up 
populations; 


D. The numbers and types of providers required to furnish the contracted Medicaid 
covered services; and 


E. The geographic location of providers and enrolled recipients, considering distance 
(pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 
by recipients, and whether the location provides physical access for recipients with 
disabilities. Primary Care Provider (PCP) or Primary Care Site may not be more than 
25 miles from the enrolled place of residence without the written request of the 
recipient. 


PROVIDER NETWORK 
We understand and will comply with the provisions of Section 3.4.2.7.  


We will provide available, accessible and adequate numbers of high-performing 
providers for the provision of all required services under this RFP that is supported by 
written agreements and is sufficient to provide adequate access to all services covered 
under the contract. 


In establishing and maintaining our provider networks, we consider: 


 Anticipated enrollment based on enrollment projections and our DHCFP enrollment 
file 


 Numbers of providers who currently are and are not accepting new patients based on 
our provider database, including the network files of any delegated vendors 


 Expected utilization of services based on our medical management platform and the 
characteristics and health care needs of members 


 Numbers and types of providers required to furnish services based on our provider 
database, including the network files of any delegated vendors, and DHCFP access 
and availability standards 


 Geographic location of providers and members as determined by member 
demographics and provider practice locations, including the network files of any 
delegated vendors  


We will monitor geographical access between members and our provider network on a 
monthly, quarterly and ad hoc basis using nationally recognized software. Ongoing 
monitoring and trending of providers’ member panel capacity will also be analyzed. 
PCPs or primary care sites will not be more than 25 miles from the member’s place of 
residence without the written request of the member.  


Examples of reports produced for monitoring network adequacy include: 
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 Adequacy Reports: Displays network adequacy by region, county and provider 
specialty type including detailed listing by specialty combination showing total 
number of members to total number of providers. These reports will be run quarterly 
or on an ad-hoc basis. 


 Exception History Log (EHL): Records network gaps, current patterns of care and a 
narrative justification with steps to remedy for each network deficiency identified. 
Provider network deficiencies are uploaded into the EHL tool, where the network 
management team writes a narrative describing the plan to fill each deficiency 
based upon the network management research. 


 Compliance and Expansion Maps: Real-time statistical analysis software (SAS) maps 
that allow network management users to access provider gaps and drill-down to 
investigate identified county level deficiencies and the provider network that 
services just that county. 


 Access Compliance Snapshot: A drillable dashboard report of the provider network 
specialties by county. The report is run on a monthly basis using the current provider 
network and membership. Each report is validated and then analyzed for network 
trends, then distributed to the network management teams for action.  


 Zip Code Analysis for Members Without Access: An analysis of members without 
access to specific specialties at the zip code level.  


We also use reports from these systems to analyze member access to providers by 
mapping provider locations against member locations to determine the time and 
distance to the closest provider and to calculate the number of members per provider to 
determine capacity. In addition to general geographical access review, we examine the 
number of PCPs with open member panels by geographic location.  


To ensure specialist access, we regularly perform analysis of high volume specialists 
accepting new and existing members to determine if we meet the required distance and 
drive time access standards. High volume specialists include those specialties identified 
annually through claims utilization data. The specialty types will be chosen based on 
the highest claim count within an annual reporting period.  


In addition to ongoing, we conduct ongoing monitoring activities to ensure network 
adequacy. Network monitoring tools include HEDIS results, provider efficiency reports, 
operational dashboard reports, member grievance and appeal data, provider complaint 
and appeal data, appointment availability, out of network usage reports, and member 
and provider satisfaction surveys.  


3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, 
to the extent possible and appropriate. 


A.  Recipients will have an individual physician assigned as their PCP; recipients are not 
allowed to be assigned at the clinic level.  


B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed 
to select a specialist as their PCP. These recipients shall be allowed to select a State-
operated clinic as their PCP. Any specialist can be a PCP based on medically necessary 
conditions. If a specialist is chosen as a PCP, they must be reported as a specialist. The 
specialist does not count as both a PCP and a specialist for reporting purposes. 
Recipients with disabilities must be given an additional 30 calendar days to select a 
PCP.  


C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can 
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be transferred to an appropriate network provider(s). 


D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all 
possible.  


E.  Must provide female recipients with direct access to a women’s health specialist within 
the network for covered care necessary to provide women’s routine and preventive 
health care services. This is in addition to the recipient’s designated PCP, if that source 
is not a women’s health specialist. 


MEMBER CHOICE 
We understand and will comply with the provisions of Section 3.4.2.8. 


We recognize member choice is an important component of healthcare and will enable 
each member to choose his or her healthcare professional, including the PCP, to the 
extent possible and appropriate. Our emphasis on building and supporting successful 
relationships between members and their PCP is unparalleled. Our selection and change 
processes will reflect our person-centered philosophy and our understanding of the 
critical and fundamental nature of the member/provider relationship in the managed 
care setting. Our PCP assignment process provides for members to have an individual 
physician assigned as their PCP.  


Members with disabilities, chronic conditions or complex conditions will have the option 
to select a specialist or a State-operated clinic as their PCP, in accordance with DHCFP 
guidelines. Members with disabilities will also be provided an additional 30 calendar 
days to select a PCP.  


Our transition of care policies support the continued use of the member’s providers until 
they can be transferred to an appropriate network provider. To enable a seamless 
transition, we cover the cost of continuation of medically necessary services, without 
any form of prior approval and without regard to whether such services are being 
provided by in network or out of network providers for 90 days or up until transition to 
an in network provider is safely completed. Our transitions of care policies also support 
a pregnant member’s continued use of her OB/GYN.  


Female members will have direct access to a women's health specialist within the 
network for covered services necessary to provide women's routine and preventive 
health care services. This is in addition to a member’s designated PCP, if that PCP is not 
a women’s health specialist.  


3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as 
the vendor is unable to provide them. If the network is unable to provide necessary services 
covered under the contract to a particular recipient, the vendor must negotiate a contract 
and determine the rate or pay no more than the FFS rate. Must exhaust all out of network 
providers located within 25 miles of the recipient’s address before contracting with out of 
network providers located over 25 miles from recipient’s address. 


3.4.2.10 Must provide for a second opinion from a qualified health care professional within the 
network, or arrange for the recipient to obtain one outside of the network, at no cost to the 
recipient. 


3.4.2.11 Must coordinate with out of network providers with respect to payment. 


OUT OF NETWORK AND SECOND OPINIONS 
We understand and will comply with the provisions of Section 3.4.2.9 through 3.4.2.11. 
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We will cover out of network services for members when an in network provider is not 
available or the service needed is not available. We will establish relationships with 
non-participating providers and offer single case agreements on a case-by-case basis to 
address gaps or barriers to care to ensure access standards are met. A single case 
agreement will allow a member’s health care needs to be met within geographic access 
and appointment availability standards when access to a particular type of provider 
may not be available through our contracted network. Our policies and procedures will 
include a process to exhaust all out of network providers located within 25 miles of the 
member’s address prior to contracting with an out of network provider located over 25 
miles from the member’s address.  


Consistent with DHCFP requirements, it is our policy to provide members the right to a 
second surgical and/or medical opinion in any instance when the member disagrees with 
his or her physician’s opinion of the reasonableness or necessity of surgical procedures 
or when the member is subject to a serious injury or illness. The second surgical and/or 
medical opinion, if requested, will be provided by a physician chosen by the member 
who may select from a qualified health care professional within the network or we will 
arrange for the member to obtain one outside the network, at no cost to the member.  


We coordinate payment with out of network providers through our single case 
agreements. In establishing a single case agreement, our network management 
department will negotiate payment to the provider in a financially responsible manner 
that is consistent with DHCFP guidelines to ensure delivery of care to the member. As 
part of the negotiation process, out of network providers agree to a payment 
arrangement that ensures that the cost to the member is no greater than it would be if 
the covered service was furnished by a provider contracted within our network. This 
agreement makes it clear that out of network providers cannot balance bill a member.  


3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in 
this RFP. 


CREDENTIALING 
We understand and will comply with the provisions of Section 3.4.2.12. 


We currently operate credentialing programs in multiple states and will perform 
credentialing and recredentialing in strict accordance with federal, state and current 
NCQA Standards and Guidelines for the Accreditation of MCOs requirements. We will 
demonstrate our providers are credentialed as required by 42 CFR 438.214 and this RFP. 


We have established policies and procedures around all aspects of our credentialing and 
recredentialing program and will submit them, as requested, to DHCFP for review and 
approval. Our local Nevada medical director will be responsible for oversight of care 
delivery and all quality improvement activities, including oversight of credentialing.  


We understand that DHCFP reserves the right to request and inspect the credentialing 
process and supporting documentation and will allow DHCFP and its contracted EQRO to 
inspect our credentialing process and supporting documentation.  


3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the 
hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the 
provider services only Medicaid recipients pursuant to 42 CFR 438.206; must meet and 
require its providers to meet State standards for timely access to care and services, taking 
into account the urgency of the need for services; must make services included in the RFP 
available twenty-four (24) hours per day, seven (7) days per week, when medically 
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necessary; must establish mechanisms to ensure compliance by providers; monitor 
providers regularly to ensure compliance; and, must take corrective action if there is a 
failure to comply.  


HOURS OF OPERATION 
We understand and will comply with the provisions of Section 3.4.2.13. 


Hours of operation and appointment standards for members are of primary concern to 
us. We will ensure our network providers met hours of operation and timely access to 
care and service standards through provisions in our provider contract as well as 
education and monitoring. 


All providers will be educated on hours of operation requirements and DHCFP standards 
for timely access to care and services as part of their initial training. Providers will be 
reminded of this requirement through multiple pathways including provider workshops, 
newsletters, direct engagement by field-based associates, the provider website and the 
secure provider portal.  


We will ensure compliance with provider contract requirements through monitoring. We 
monitor provider adherence to hours of operation and access to care and services 
standards through a variety of tools and mechanisms, including our advisory committee, 
quarterly provider office surveys, member surveys, complaints and grievances, member 
outcome data and care gaps, feedback from member services associates, case managers, 
state partners, advocates and legislators.  


We will establish and implement a Nevada-specific policy, subject to DHCFP review and 
approval, to ensure our network providers comply with all hours of operation 
requirements and DHCFP standards for timely access to care and services.  


We will take corrective action to remediate providers not adhering to hours of operation 
or DHCFP standards for timely access to care and services. By letter, we will notify 
providers who fail compliance testing and include information about the DHCFP 
standards and suggested remediation strategies. Through outreach and education, we 
will also work with network providers to amend their procedures to adhere to the 
standards. When necessary, the provider will be contacted by a provider services 
representative.  


We will re-audit all non-compliant providers the following quarter to determine if our 
education efforts are successful in changing their behavior and in influencing them to 
meet the performance standards. Any provider that fails the re-audit will be notified by 
letter, and our medical director will make a recommendation for peer-review and 
sanctions to our credentialing committee. Provider sanctions may include the revocation 
of credentials and contract termination. 


3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. 
The vendor must have written policies and procedures describing how recipients and 
providers can obtain urgent coverage and emergency services after business hours and on 
weekends. Policies and procedures must include provision of direct contact with qualified 
clinical staff. Urgent coverage means those problems which, though not life-threatening, 
could result in serious injury or disability unless medical attention is received.  


EMERGENCY COVERAGE 
We understand and will comply with the provisions of Section 3.4.2.14. 
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Emergency services will be available 24 hours a day, seven days per week for our 
members, without the need for prior authorization. Our policies and procedures will 
include provisions for how members and providers can obtain urgent coverage and 
emergency services after business hours and on weekends, including provisions for direct 
contact with qualified clinical staff. 


Our member handbook and member website will include specific member instructions for 
how to access after-hours and emergency services and about the appropriate use of the 
emergency room, in accordance with our established policies and procedures. 


Members will have access to our 24-hour nurse line at any time through our dedicated 
toll-free member services line. Our 24-hour nurse line clinicians use a nationally 
recognized triage decision-making tool to assist the member in deciding whether to see 
their doctor, go to an urgent care center or seek immediate emergency services. Nurses 
who answer the nurse line will assist the member in making an appointment with their 
PCP when appropriate as well as locating the closest urgent care center or emergency 
room. Our nurse line will play a pivotal role in our program by directing members to the 
most appropriate site for care and, in return, lowering the cost of care. Nurse line staff 
includes Spanish-speaking nurses and interpreter services are available for other 
languages. 


Our secure provider portal allows providers to process authorizations 24/7. 
Authorizations are never required for emergency care. After hour calls into utilization 
management are warm transferred directly to nurses on call who address urgent or 
emergent needs. Should consultation be required with the medical director, the 
associate will outreach directly to the medical director by telephone to discuss the 
situation live. Providers will be educated on after-hours, urgent and emergent 
procedures as part of their initial orientation and ongoing through the Provider Policy 
and Procedure Manual, newsletters, workshops and the website. 


3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services 
in a culturally competent manner to all recipients, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100. For 
the purposes of this RFP, the State has identified the prevalent non-English language in 
Nevada to be Spanish. The BBA Regulations: Title 42 of the Code of Federal Regulations 
(42 C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors offer accessible and high 
quality services in a culturally competent manner. 


A. Cultural Competency Plan 


1. Each vendor must have a comprehensive cultural competency program, which is 
described in a written plan. The Cultural Competency Plan (CCP) must describe 
how care and services will be delivered in a culturally competent manner. The 
CCP must identify the goals and objectives of the vendor’s cultural competency 
program and encompass the goals and objectives described in the DHCFP Quality 
Assessment and Performance Improvement Strategy (QAPIS). The CCP must be 
reviewed and updated annually and submitted to the DHCFP in the second quarter 
of each calendar year. 


2. The vendor must identify a staff person, title or position responsible for the CCP. 
If there is a change in the staff member responsible for the CCP, the vendor must 
notify the DHCFP. 


3. The CCP must contain a description of Staff Recruitment and Retention: 


a. The vendor must demonstrate how it plans to recruit and retain staff who can 
meet the cultural needs of the vendor’s recipients. Cultural competence is part 
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of job descriptions. 


B. Education and Training 


1. The training program consists of the methods the vendor will use to ensure that 
staff at all levels and across all disciplines receive ongoing education and training 
in culturally and linguistically appropriate service delivery to recipients of all 
cultures. The vendor regularly assesses the training needs of the staff and updates 
the training programs, when appropriate. Trainings are also customized to staff 
based on the nature of the contacts they have with providers and/or recipients. 


2. The education program consists of methods the vendor will use for providers and 
other subcontractors with direct recipient contact. The education program will be 
designed to make providers and subcontractors aware of the importance of 
providing services in a culturally competent manner. The vendor must also make 
additional efforts to train or assist providers and subcontractors in receiving 
training in how to provide culturally competent services. 


C. Culturally Competent Services and Translation/Interpretation Services 


1. The vendor describes the method for the ongoing evaluation of the cultural 
diversity of its membership, including maintaining an up-to-date demographic and 
cultural profile of the vendor’s recipients. A regular assessment of needs and/or 
disparities is performed, which is used to plan for and implement services that 
respond to the distinct cultural and linguistic characteristics of the vendor’s 
membership. Culturally competent care requires that the vendor regularly evaluate 
its network, outreach services and other programs to improve accessibility and 
quality of care for its membership. It must also describe the provision and 
coordination needed for linguistic and disability-related services.  


2. A vendor, at the point of contact, must make recipients aware that translation 
services are available. The services that are offered must be provided by someone 
who is proficient and skilled in translating language(s). The availability and 
accessibility of translation services should not be predicated upon the non-
availability of a friend or family member who is bilingual. Recipients may elect to 
use a friend or relative for this purpose, but they must not be encouraged to 
substitute a friend or relative for a translation service. 


3. The vendor must demonstrate that they use a quality review mechanism to ensure 
that translated materials convey intended meaning in a culturally appropriate 
manner. The vendor must provide translations in the following manner: 


a. All materials shall be translated when the vendor is aware that a language is 
spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who 
also have Limited English Proficiency (LEP) in that language. 


b. All vital materials shall be translated when the vendor is aware that a language 
is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who 
also have LEP in that language. Vital materials must include, at a minimum, 
notices for denial, reduction, suspension or termination of services, and vital 
information from the member handbook. 


c. All written notices informing recipients of their right to interpretation and 
translation services shall be translated into the appropriate language when the 
vendor’s caseload consists of 1,000 recipients that speak that language and 
have LEP.  


D. Evaluation and Assessment of CCP 


1. The vendor must evaluate the CCP annually to determine its effectiveness and 
identify opportunities for improvement. A summary report of the evaluation must 
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be sent to the DHCFP. The evaluation may, for example, focus on: comparative 
recipient satisfaction surveys, outcomes for certain cultural groups, recipient 
complaints, grievances, provider feedback and/or vendor employee surveys. If 
issues are identified, they must be tracked and trended, and actions must be taken 
to resolve the issue(s). 


2. The vendor shall adhere to professional standards of medical or paramedical care 
and services, and comply with all local, state and federal statutes, rules and 
regulations relating to the vendor's performance under the contract, including, but 
not limited to, non-interference with recipient/health care provider 
communications and prohibitions against factoring and accepting or paying 
kickbacks for services provided to the DHCFP recipients.  


CULTURAL COMPETENCY 
We understand and will comply with the provisions of Section 3.4.2.15. 


We embrace the fundamental importance of cultural competency in reducing health 
disparities and improving access to high-quality health care. We applaud DHCFP’s 
efforts to promote the delivery of services in manner that is respectful of culture, 
language and heritage and our proven experience with a broad array of diverse 
populations will add significant value. 


CULTURAL COMPETENCY PLAN 
Our cultural competency program will be described in a written Cultural Competency 
Plan (CCP). The plan will describe how care and services will be delivered in a culturally 
competent manner. Included in the CCP are the program’s goals and objectives which 
will encompass the goals and objectives described in the DHCFP Quality Assessment and 
Performance Improvement Strategy. We will review and update the CCP annually and 
submit it to DHCFP in the second quarter of each calendar year. 


We will identify a staff person, title or position responsible for the CCP and notify 
DHCFP if there is a change in the staff member.  


Our CCP will contain a staff recruitment and retention description that demonstrates 
how we plan to recruit and retain staff who can meet the cultural needs of our members. 
Cultural competence will be included in our job descriptions. 


EDUCATION AND TRAINING 
We will maintain a training program to ensure that staff at all levels and across all 
disciplines receive ongoing education and training on delivering culturally and 
linguistically appropriate services to members of all cultures. This training program will 
be regularly assessed and updated. Trainings will also be customized for our staff based 
on the nature of their contact with members and providers. All staff will receive annual 
cultural competency training.  


We will also develop and maintain an education program designed to make providers 
and subcontractors aware of the importance of providing services in a culturally 
competent manner. We will include cultural competency training as part of the provider 
onboarding and subcontractor process and through ongoing training offered on our 
secure provider portal.  
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CULTURALLY COMPETENT SERVICES AND TRANSLATION/INTERPRETATION SERVICES 
We will evaluate the cultural diversity of our membership on an ongoing basis, including 
maintaining an up-to-date demographic and cultural profile of our members. We will use 
this information to ensure resources are available to respond to the distinct cultural and 
linguistic characteristics of our membership. In addition we will regularly evaluate our 
network, outreach services and other programs to improve accessibility and quality of 
care for our members. This will include the provision and coordination needed for 
linguistic and disability-related services. 


We will notify members and potential members that oral interpretation services and 
translated written information is available at no expense through the member 
handbook, member website, outreach activities, welcome call and during any other 
contact when a need is identified. 


We will recruit a diverse array of providers to meet the cultural and linguistic needs of 
our members. In addition, we will provide onsite sign language and oral interpretation 
service in provider offices at no charge to the provider or the member.  


We will use a quality review mechanism to ensure that translated materials convey 
intended meaning in a culturally appropriate manner and will translate material in 
compliance with the requirements in Section 3.4.2.15.C.3.a-c. We will also provide tag 
lines on all written materials in prevalent languages instructing the member to call 
member services for materials in other languages and provide information on all multi-
page written member materials on the process to obtain real-time oral interpretation in 
any language and translated written material in other languages. 


EVALUATION AND ASSESSMENT OF THE CULTURAL COMPETENCY PLAN 
Our CCP will be evaluated annually to determine effectiveness and identify 
opportunities for improvement. A summary report of the evaluation will be sent to 
DHCFP. Any issues identified will be tracked and trended and actions taken to resolve 
the issue.  


We will adhere to professional standards of medical or paramedical care and services, 
and comply with all local, state and federal statutes, rules and regulations regarding 
our performance under the contract. 


3.4.3 Vendor Covered Services 


3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they 
would receive in the current State Medicaid Plan, except for excluded services, Excluded 
Populations, Services and Coverage Limitations below. 


We understand and will comply with the provisions of Section 3.4.3.1. 


Through our network of providers throughout Washoe and Clark counties, we will 
provide covered services sufficient in the amount, duration and scope to reasonably 
achieve their purpose in accordance with accepted standards of practice in the medical 
community and that are no less in amount, duration or scope than the member would 
have received in the current State Medicaid Plan.  


3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered 
medically necessary services, provider types and locations (Refer to Attachments M ~ 
Provider Types and Attachment P ~ Essential Community Providers) which shall include, 
but may not be limited to, the following: 
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A. Applied Behavior Analysis; 


B. Ambulatory Surgery Centers; 


C. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment; 


D. Case Management including care coordination for transitioning recipients to the 
appropriate level of care in a timely manner; 


E. Certified Registered Nurse Practitioner; 


F. Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients); 


G. Community Paramedicine; 


H. Dental and Dental Related Services for emergency and palliative care that is provided 
in an emergent or urgent care setting;  


I. Disposable Medical Supplies; 


J. Durable Medical Equipment; 


K. Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


L. Emergency Transportation;  


M. End Stage Renal Disease Facilities; 


N. Family Planning Services; 


O. Hearing Aid Dispenser and Related Supplies; 


P. Home Health Agency; 


Q. Hospital Inpatient; 


R. Hospital Outpatient; 


S. Inpatient Medical Rehabilitation Center or Specialty Hospital; 


T. Intravenous Therapy (TPN); 


U. Laboratory - Pathology/Clinical; 


V. Medical Rehabilitation Center or Specialty Hospital; 


W. Mental Health Services: 


1. Inpatient Psychiatric Hospital; 


2. Mental Health Outpatient Clinic;  


3. Mental Health Rehabilitative Treatment;  


4. Psychologist; 


5. Outpatient Psychiatric;  


6. Residential Treatment Centers (RTC); 


7. Case Management; 


8. Habilitation services; and 


9. Medication Management. 


X. Methadone Treatment; 


Y. Nursing Facilities; under 45-days (see 3.2.3.11); 


Z. Nurse Anesthetist; 
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AA. Certified Nurse Midwife; 


BB. Opticians/Optometrists; 


CC. Outpatient Surgery; 


DD. Personal Care Aide; 


EE. Pharmacy; 


FF. Physician/Osteopath; 


GG. Physician Assistants; 


HH. Podiatrist (for EPSDT eligible recipients); 


II. Private Duty Nursing; 


JJ. Prosthetics; 


KK. Radiology and Noninvasive Diagnostic Centers; 


LL. Residential Treatment Centers; (with limitations); 


MM. Rural Health Clinics and Federally Qualified Health Centers (FQHC); 


NN. School Based Health Centers; 


OO. Special Clinics; 


PP. Swing Beds Stays, under 45 days;  


QQ. Therapy: 


1. Audiology; 


2. Occupational; 


3. Physical; 


4. Respiratory; 


5. Speech;  


6. Habilitation; and 


RR. Tobacco Cessation; 


SS. Transitional Rehabilitative Center; and 


TT. Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and 
related immunosuppressant drugs. (see limitations). 


UU. Other services as defined in the Medicaid Services Manual (MSM). 


We understand and will comply with the provisions of Section 3.4.3.2. 


Our person-centered approach will provide members with a comprehensive suite of 
services in primary care, behavioral health and specialty care designed to serve the 
unique needs of Medicaid and Nevada Check Up members across the continuum of care. 
When delivering the comprehensive benefits package, we strive to ensure that all care 
provided is:  


 Necessary to meet the health needs of the member 


 Rendered in the most cost-efficient manner and type of setting appropriate for the 
delivery of the covered service 


 Consistent in type, frequency and duration of treatment with scientifically-based 
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guidelines of national medical, research, health care coverage organizations or 
governmental agencies 


 Consistent with the diagnosis of the member’s condition 


 Required for reasons other than convenience of the client or his/her physician 


 No more intrusive or restrictive than necessary to provide a proper balance of 
safety, effectiveness and efficiency 


 Of demonstrated value 


 No more intensive level of service than can be safely provided 


We will provide our contracted network providers and partners with information about 
the covered services in the health plan through several channels. Information about the 
benefits we offer is available on our provider portal and in the provider manual. 
Additionally, we employ a team of quality practice advisers who educate providers 
about covered benefits and support them in monitoring care gaps, compliance and 
follow-up with members.  


Members are informed about covered benefits through Member Services, our member 
portal, member handbook, the community assistance phone line, case managers, our 
network of providers and specialists, and our website. This information will include 
information about prevention and wellness services, treatment options and management 
of their chronic conditions so they can make an informed decision about their care. 


3.4.4 Special Considerations 


3.4.4.1 Inpatient Hospital Services 


A. The vendor may provide services in alternative inpatient settings that are licensed by 
the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for 
Mental Diseases (IMDs). These alternative settings must be lower cost than traditional 
inpatient settings. By the 15th of every month the vendor must report to the DHCFP 
the recipients who were admitted as an inpatient in an IMD for more than 15 days in 
the prior calendar month. Example: by August 15th the vendor must submit a list of 
Medicaid recipients who had an IMD inpatient stay for more than 15 days during the 
month of July. 


B. The vendor must coordinate with discharge planners for transitioning to the appropriate 
post-hospital destination. Failure to transfer the recipient to the appropriate care setting 
in a timely manner, within two (2) days after the recipient no longer meets an acute 
level of care will result in the vendor reimbursing the acute care facility at the average 
skilled nursing facility (SNF) rate or the administrative day reimbursement rate, 
whichever is greater. 


We understand and will comply with the provisions of Section 3.4.4.1. 


INPATIENT HOSPITAL SERVICES  


ALTERNATE INPATIENT SETTINGS 
We will provide services in alternative state-licensed inpatient settings in place of the 
services in an inpatient hospital when these alternative settings are lower cost than the 
traditional inpatient setting. By the 15th of each month, we will report to the DHCFP a 
list of members who, in the prior calendar month, were admitted to an IMD for longer 
than 15 days. 
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DISCHARGE PLANNING 
We have a documented, well-established, integrated discharge planning process, 
designed for early and ongoing identification of medical, behavioral and psychosocial 
issues that require post-discharge care management to support appropriate utilization 
and to assure continuity of care in the appropriate setting. While our concurrent review 
professionals are evaluating the admission and monitoring a member’s inpatient stay, 
we will also facilitate discharge planning through our dedicated discharge planning team 
in collaboration with the IMD or alternative care setting’s discharge nurses and work 
with the utilization managers to coordinate care after a stay in an acute care facility. 
The member’s transition from the inpatient setting to the appropriate post-
hospitalization destination will be done within two days after the member no longer 
requires an acute level of care in an effort to avoid unnecessary cost. Our dishcarge 
planners work with the interdisciplinary team, the member, their families and 
caregivers to get them into the right setting after 
discharge. 


Since many of these members will be considered high 
risk, case managers will provide in-person outreach 
for members who need additional monitoring. Case 
management needs will be individualized based on the 
member’s specific needs.  


The services and tools provided through our comprehensive discharge planning team are 
many: 


 Link to primary care provider and specific specialists  


 Delivery and access to durable medical equipment and supplies 


 Transfer the member to an appropriate step-down facility (i.e., skilled nursing 
facility)  


 Home health care  


 LACE (Assessment of Length of stay, Acuity, Comorbidity, and Emergency room use) 
discharge planning 


 READMIT Tool for behavioral health risk 


 Medication management  


 Physical, occupational or speech therapy  


 Social and community-based services  


 Outpatient behavioral health services, intensive outpatient and partial 
hospitalization  


We embrace a fully-integrated proactive approach to discharge planning that empowers 
members and caregivers to take charge of their own wellness and recovery. Our 
discharge planning processes begin as soon as a member is admitted into an inpatient 
facility. Once a transition takes place, we will focus on providing the full continuum of 
supports needed to reduce unnecessary readmissions to the hospital or trips to the 
emergency room.  


3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in 
Managed Care. 


Investing in a dedicated discharge 
planning team increased the rate 
of 7-day follow-up appointments 


by 25%. 
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A. The DHCFP has determined the following services are either excluded as an MCO 
covered benefit and will be covered under FFS or have current coverage limitations. 
The DHCFP reserves the exclusive right to include any of the following services as a 
covered benefit or modify coverage limitations at any time. The DHCFP will review 
and may adjust the capitation payment to ensure an actuarial sound rate is maintained 
and paid to the MCO at the time of the change to cover increased/decreased medical 
costs and/or expanded populations. The current exclusions and limitations are 
identified as follows: 


1. All services provided at Indian Health Service Facilities and Tribal Clinics. 


2. All eligible Indians may access and receive covered medically necessary services 
at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT). 
Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may 
choose to opt out of managed care. If an eligible Indian who is enrolled in 
managed care seeks covered services from IHS, the vendor must request and 
receive medical records regarding those covered services/treatments provided by 
IHS. If covered services are recommended by IHS and the recipient seeks those 
services through the vendor, the vendor must either provide the service or must 
document why the service is not medically necessary. The documentation may be 
reviewed by the DHCFP or other reviewers. The vendor is required to coordinate 
all services with IHS. If a Nevada Medicaid (Title XIX) or Nevada Check Up 
(Title XXI) eligible Indian recipient elects to disenroll from the vendor, the 
disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be 
reimbursed by FFS. 


3. The vendor is not responsible for payment of any service received by an enrolled 
recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will 
submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the 
DHCFP through the FFS fee schedule. 


We understand and will comply with the provisions of Section 3.4.4.2.  


EXCLUDED POPULATIONS, SERVICES AND COVERAGE LIMITATIONS 


SERVICES PROVIDED BY INDIAN HEALTH SERVICES FACILITIES AND TRIBAL CLINICS 
We understand that services provided at Indian Health Service Facilities and Tribal 
Clinics are not included in the covered services at this time and that eligible individuals 
may access and receive covered medically necessary services at Indian Health Services 
(IHS) facilities and Tribal Clinics. We have written policies and procedures regarding 
enrollment and disenrollment, transition into and out of the plan to reduce disruption to 
the individual, and a case management model that provides a seamless and integrated 
approach to communication and care coordination with tribal clinics. We will establish a 
process to coordinate all services with IHS, including how case managers collaborate 
appropriately with IHS providers. Our case managers will work with members to 
coordinate care with IHS, if the member chooses, with the goal to ensure that eligible 
Native Americans receive the access to quality care to which they are entitled.  


Native Americans eligible for Medicaid or the Nevada Check Up program may choose to 
opt out of managed care. However, if an enrolled person requests treatment from an IHS 
facility, we will request his or her medical records for review. If the IHS recommends 
covered services and the individual seeks those services through our health plan, we will 
either provide the service or document why the service is not medically necessary. 
Services through IHS facilities will be paid directly through the FFS fee schedule. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


33







Section 3 
Scope of Work 


 
 
 


If an eligible Native American wishes to disenroll from our plan, we will disenroll the 
member no later than the first day of the second administrative month after which all 
medically necessary services will be reimbursed by FFS. 


Our documentation may be reviewed by DHCFP or other reviewers upon request. 


B. Non-Emergency Transportation (NET) 


The DHCFP contracts with a NET Broker who authorizes and arranges for all covered 
medically necessary non-emergency transportation. The vendor and its subcontractors 
shall coordinate with the NET Broker, if necessary, to ensure NET services are secured 
on behalf of enrolled recipients. The vendor and its subcontractors must also verify 
medical appointments upon request by the DHCFP or the NET Broker. 


C. We will educate our members about the NET benefit and how to access these services 
through various strategies, including the member welcome packet, member website, 
ongoing case management communication and through our member services 
representatives. School-Based Child Health Services (SBCHS) with Limitations 


NON-EMERGENCY TRANSPORTATION 
Our case managers and other locally-based associates will work in collaboration and 
partnership with the interdisciplinary care team (the member’s provider, specialist, 
community-based supports) to identify and address barriers to members accessing 
services. We will help members arrange for transportation and work with the Non-
Emergency Transportation vendor as needed to make sure the member gets to his or her 
appointment. If a verification of medical appointment is needed, the case manager will 
call the provider to verify. Case managers, in their day-to-day interaction with members 
will inform members who need transportation of this benefit. In addition, information 
will be available through Member Services, the community assistance telephone line, the 
member portal, member handbook and our website. 


1. The DHCFP has provider contracts with several school districts to provide certain 
medically necessary covered services through School Based Child Health Services 
(SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up 
recipients. School-Based Health Clinics are separate and distinct from School-
Based Child Health Services. 


2. Eligible Medicaid recipients who are three (3) years of age and older can be 
referred by their PCP, school physician, special education teacher, school nurse, 
school counselor, parent or guardian, or social worker to SBCHS for an evaluation. 
If the child is found eligible for these services, then an Individual Education Plan 
(IEP) is developed for the child. The IEP specifies services needed for the child to 
meet his/her educational goals. A copy of the IEP will be sent to the child’s PCP 
within the managed health care plan, and maintained in the recipient’s medical 
record. 


3. The school districts provide, through school district employees or contract 
personnel, the majority of specified medically necessary covered services. Nevada 
Medicaid reimburses the school districts for these services in accordance with the 
school districts’ provider contract. The current school district contracts will be 
maintained by the State; the MCO will not contract directly with the school 
district.  


4. The vendors will provide covered medically necessary services beyond those 
available through the school districts, or document why the services are not 
medically necessary. The documentation may be reviewed by the DHCFP or its 
designees. Title XIX Medicaid-eligible children are not limited to receiving health 
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services through the school districts. Services may be obtained through the vendor 
rather than the school district if requested by the parent/legal guardian.  


5. The vendor must reimburse school based health services provided by a Federally 
Qualified Health Center (FQHC) or a Rural Health Clinic (RHC). These services 
must not have restrictions of prior authorization or PCP referral requirements. The 
vendor case manager shall coordinate with the school district in obtaining any 
services which are not covered by the plan or the school district. (deleted as per 
Nevada RFP Addendum 2) 


6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. 
The vendor will ensure their delivery systems support the integration of SBCHS 
with Medicaid managed care services. 


SCHOOL-BASED CHILD HEALTH SERVICES  
We understand and will comply with these provisions. 


We will work with the promotion of state standards for School-Based Child Health 
Services (SBCHS) and integration into our Medicaid managed care services. We will fully 
support the SBCHS in Nevada in collaboration with local and community-based 
organizations to positively impact the lives of Nevada children and promote health and 
wellness among the school-aged populations. 


Our case managers will coordinate service delivery for children covered under the 
Federal Individuals with Disabilities Education Act (IDEA) through an individual 
education plan (IEP) with the school or local education authority. This includes obtaining 
a copy of the IEP, with the parent or guardian’s consent, which details all of the services 
the child requires.  


During the development of the person-centered care treatment plan, the case manager 
will verify that we incorporated all medically necessary services that augment SBCHS 
included in the IEP into the personalized care treatment plan to promote the highest 
functional abilities. Case managers will also confirm the scope of the IEP to identify and 
address any potential gaps in care, such as extended school absences resulting from 
inpatient stays, school breaks or after school hours. They will work to help members 
find providers to address gaps, arrange transportation and maintain frequent 
communication to ensure that members continue to make progress toward goals. 


Our case managers will coordinate with school districts in obtaining any services not 
covered by the school district. This can be in the form of community-based supports to 
enhance covered benefits. We will continue to provide covered medically necessary 
services beyond those available through school districts. Or, if not medically necessary, 
we will document why the services are not medically necessary.  


Our role will be to facilitate and become a care partner to add to the multitude of 
existing supports the State of Nevada provides for children, including SBCHS. We work 
closely with SBCHS and entities that are familiar to and trusted by Nevada families.  


D. Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) 
Recipients requiring this service are not eligible for managed care. 


We understand that individuals with intellectual disabilities (ICF/IID) recipients will not 
be eligible for managed care. 


E. Adult Day Health Care 


1. Recipients requiring this service are eligible for managed care. 
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2. Adult Day Health Care (ADHC) services for eligible managed care recipients are 
covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for 
ensuring referral and coordination of care for ADHC services. The vendor must 
ensure that recipients who are receiving ADHC services are receiving all 
medically necessary services covered in the managed care benefit package. 


3. Home and Community Based Waiver Services (1915(c)). 


4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care 
(LOC) Assessments. 


5. All PASRR and LOC are performed by the DHCFP’s fiscal agent. 


We understand and will comply with these provisions. 


ADULT DAY HEALTH CARE 
We understand that services for members requiring adult day health care are covered 
under FFS and that we are responsible for coordinating care for members needing adult 
day health care services. As with any member, we will ensure that members requiring 
adult day health care receive all medically necessary services to which they are entitled 
in a timely manner. 


F. Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


1. The vendor must ensure that recipients, who are referred for evaluation for 
SED/SMI, or who have been determined SED/SMI, are obtaining the medically 
necessary evaluations by a network PCP, and that the recipient is receiving 
covered medically necessary medical, mental health and mental health 
rehabilitation services. 


2. The vendor or its identified subcontractors/network providers must ensure that the 
parent/guardian of a minor recipient who is referred for SED assessment, or an 
adult who is referred for SMI assessment, is fully informed of the reason why the 
assessment is necessary, and must obtain authorization from the minor recipient’s 
parent/guardian or from the enrolled adult or his/her personal representative to 
conduct the assessment and to release the determination to the DHCFP and/or its 
designee. 


Note: Policy regarding who the DHCFP recognizes as a “personal representative” 
is defined in the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a 
sample personal representative designation form, is available upon request. 


3. The vendor and its identified subcontractors/network providers are the only 
entities that have the authority to make the SED or SMI determination for its 
enrolled recipients. If any entity other than the vendor or its identified 
subcontractors/network providers makes a determination on behalf of a Medicaid 
recipient who is enrolled in managed care at the time such determination is made, 
the determination will be rejected and the entity will be directed to refer the 
enrolled recipient to the vendor for a determination and services. SED or SMI 
determinations made by authorized entities referenced in Chapter 400 of the MSM 
will be considered valid for recipients who transition from FFS to managed care. 
Likewise, determinations made by the vendor or its identified 
subcontractors/network providers will be considered valid for recipients who 
transition from managed care to FFS. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period 
preceding initial Medicaid eligibility will be considered valid for either FFS or 
managed care recipients. 


4. If an enrolled recipient is determined to be either SED or SMI, the vendor must 
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ensure that DHCFP requirements for data collection are met. 


5. Recipients who receive either an SED or SMI determination must be redetermined 
at least annually. For recipients who have the option to and have voluntarily 
elected to remain enrolled in managed care, the process for these redeterminations 
is the same as for the initial SED or SMI determination as stated above. 


6. Forms to obtain consent for an SED/SMI evaluation, to document the 
determination, and to disenroll from Medicaid managed care are located in Section 
5 of the Forms and Reporting Guide. 


SERIOUSLY EMOTIONALLY DISTURBED (SED)/SEVERELY MENTALLY ILL (SMI) 
We will work with our clinical staff to ensure that members who are referred for 
evaluation for SED/SMI or who have been diagnosed as SED/SMI obtain medically 
necessary evaluations by a network primary care provider and that the member is 
receiving the covered medical, behavioral health and rehabilitation services to which 
they are entitled.  


We will work in collaboration with a minor member’s parent or guardian to ensure that 
the reasons for the assessment are understood, and we will obtain the necessary 
authorization from the member’s parent or guardian or from the adult member or 
his/her personal representative.  


We will educate our providers to apply the state’s process to determine whether 
individuals are SED or SMI in accordance with MSM mandated definitions, policies, 
processes and forms. 


The plan’s clinical employees will refer members with potential diagnoses of SED or SMI 
to qualified network providers to obtain the consent of members, parents and guardians 
using the Nevada DHCFP Consent Form and to conduct a diagnostic evaluation. For 
members who have a positive diagnosis, the provider will document the determination 
on the SED/SMI Determination Form and then return the form to us.  


We will provide medically necessary mental health and mental health rehabilitation 
services and work with providers to coordinate annual redeterminations for members 
who remain enrolled in our plan. 


We will ensure that DHCFP requirements for data collection are met for members 
determined to be SED or SMI or who disenroll from Medicaid managed care.  


SED/SMI members who remain the plan are referred to our case management specialty 
program. Our behavioral health case management program for members with SMI or SED 
will address schizophrenia, bipolar or major depression diagnoses, including members 
with existing co-morbid conditions. This program will engage community-based 
providers (including interested FQHCs) and will act in collaboration with our in-person 
case management program and ongoing supportive services with the goal of assisting the 
member to remain in the community among family and supportive caregivers. The case 
managers encourage use of the community-based support services, medication 
adherence and member engagement in recovery. The frequency and type (in-person or 
telephonic) of case management is based on each individual’s needs. 


G. Targeted Case Management (TCM) 


TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care 
contracts. Case management, which differs from TCM is required from the contracted 
Vendors. 
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TARGETED CASE MANAGEMENT 
We will provide case management to eligible members under the contract. We 
understand that Targeted Case Management is carved out of the managed care 
contracts. 


H. Child Welfare 


Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if 
their guardian requests enrollment.  


There may be times when DCFS and County Child Welfare Providers have provided 
services to a FFS recipient who then moves into managed care. Contracting with these 
providers is preferred as it will help ensure continuity of care of these recipients.  


CHILD WELFARE 
We are committed to providing coverage to children in foster care and in child welfare. 
We are prepared to collaborate with other agencies within DHHS, the juvenile justice 
system or various Clark and Washoe county entities in providing medically necessary 
services, including behavioral health services, to members in Child Welfare. 


I. All Nursing Facility Stays Over Forty-Five (45) Days 


Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) 
calendar days of a nursing facility admission, pursuant to the Medicaid Services 
Manual (MSM). The vendor is also required to collect any patient liability (PL) for 
each month a capitated payment is received. The vendor shall notify the DHCFP on the 
46th day that the recipient is to be disenrolled. The recipient will be disenrolled from 
the MCO and the stay will be covered by FFS commencing on the 46th day of the 
facility stay. 


We understand and will comply with these provisions. 


J. Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 


Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar 
days of a swing bed admission. The vendor is also required to collect any PL for each 
month a capitated payment is received. The vendor shall notify the DHCFP by the 
fortieth (40th) day of any swing bed stay expected to exceed forty-five (45) days. The 
recipient will be disenrolled from the MCO and the stay will be covered by FFS 
commencing on the forty-sixth (46th) day of the facility stay. 


We understand and will comply with these provisions. 


K. Residential Treatment Center (RTC), Medicaid Recipients 


1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC 
admission within five (5) calendar days of the admission date. Pursuant to the 
State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement 
of all RTC charges including admission, bed day rate, and ancillary services until 
properly disenrolled from managed care. Recipients who are covered under Title 
XIX Medicaid will be disenrolled from the vendor on the first day of the next 
month following the RTC admission. Recipients who enter an RTC after cutoff 
will be retro-disenrolled to the first day of the month following RTC admission. 
The RTC bed day rate and ancillary services will be reimbursed through FFS 
thereafter for this population. 


2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in 
accordance with this RFP. 
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3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, 
which may result in uninterrupted managed care enrollment for this population. If 
this is the case, the vendor will be responsible only for covered medically 
necessary services throughout the RTC stay. 


We understand and will comply with these provisions. 


L. Residential Treatment Center (RTC), Nevada Check Up Recipients  


The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission 
within five (5) calendar days of the admission date. Pursuant to the State of Nevada 
Title XXI State Plan, recipients who are covered under Nevada Check Up will remain 
enrolled with the vendor throughout their RTC admission. The vendor is responsible 
for reimbursement of all ancillary services [i.e., physician services, optometry, 
laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their 
RTC admission. The RTC admission and bed day rate will be covered by FFS for this 
population commencing on the first day of admission. 


We understand and will comply with these provisions. 


M. Hospice 


Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled 
immediately. Nevada Check Up recipients will not be disenrolled, however payment 
for Nevada Check Up hospice services will be carved out and FFS should be billed. 


We understand and will comply with these provisions. 


N. Dental Services 


These include covered diagnostic, preventive or corrective services or procedures that 
include treatment of the teeth and associated structures of the oral cavity for disease, 
injury or impairment that may affect the oral or general health of the eligible Medicaid 
recipient up to age 21 years and eligible Nevada Check Up recipients up to the birth 
month of their 19th year; and dentures. Follow up for emergent and urgent dental care.  


We understand and will comply with these provisions. 


O. Orthodontic Services 


Orthodontic services for eligible managed care recipients are covered under FFS 
pursuant to MSM Chapter 1000. The MCO is responsible for ensuring referral and the 
coordination of care for orthodontic services, pursuant to this RFP.  


We understand and will comply with these provisions. 


3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 


A. The MCO vendor as applicable will be required to conduct EPSDT screenings of its 
recipients under the age of twenty-one (21) years. The screening must meet the EPSDT 
requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), 
and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.62. The vendor 
must conduct all interperiodic screening on behalf of recipients, as defined in MSM 
Chapter 1500. 


B. Medically necessary screening, diagnostic and treatment services identified in an 
EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid 
children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For 
Title XIX children, the vendor is responsible for reimbursement of all medically 
necessary services under EPSDT whether or not the service is in the Medicaid State 
Plan. The vendor is responsible for the oral examination component of the EPSDT 
physical exam and referral to a dental provider, as per the dental periodicity schedule 
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or when medically necessary. The vendor is responsible for the coordination of care in 
order to ensure all medically necessary coverage is being provided under EPSDT. The 
services which need to be provided through the vendor include, but are not limited to, 
the following in accordance with 1905(r) of the Social Security Act and the MSM 
Chapter 1500: 


C. EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens 
(for Nevada Check Up recipients) are basically one and the same and are billed using 
the same codes with the same reimbursement. The vendors are not required to pay for 
any treatments outside of the Title XXI state plan for Nevada Check Up recipients. 


1. Screening services which include a comprehensive health and developmental 
history (including assessment of both physical and mental health development);  


2. A comprehensive, unclothed physical exam;  


3. Age-appropriate immunizations (according to current American Committee on 
Immunization Practices – ACIP - schedule);  


4. Laboratory tests (including blood lead level assessment appropriate to age and risk 
as directed by current federal requirements);  


5. Health education; 


6. Vision services;  


7. Dental services referrals;  


8. Hearing services; and  


9. Other necessary health care, diagnostic services, treatment, and other measures 
described in Section 1905(a) of the Social Security Act to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the 
screening services, whether or not such services are covered under the State 
Medicaid Plan.  


D. The vendor is not required to provide any items or services determined to be unsafe or 
ineffective, or which are considered experimental. However, as long as there are peer 
reviewed studies showing the treatment to be effective in the case, this provides the 
basis for approval as non-experimental. Appropriate limits may be placed on EPSDT 
services based on medical necessity.  


E. The vendor is required to provide information and perform outreach activities to 
eligible enrolled children for EPSDT services. These efforts may be reviewed and 
audited by the DHCFP or its designee. Refer to the MSM, federal documents cited in 
this Section, and Information Requirements of this RFP. 


We understand and will comply with the provisions of Section 3.4.4.3. 


EPSDT: A POWERFUL TOOL FOR IMPROVING HEALTH OUTCOMES 
We have substantial experience serving children receiving Medicaid and have a deep 
understanding of the crucial role Early and Periodic Screening, Diagnostic and 
Treatment (EPSDT) services play in the short and long-term health outcomes of our 
members. Our parent organization focuses exclusively on serving members healthcare 
needs through government program across the country and have decades of experience 
leveraging the power of EPSDT to identify members early who may be facing complex 
physical or mental conditions so they can receive medically necessary treatment, as well 
as access to our robust care management interventions. The primary goal of our EPSDT 
processes are to connect children and their families with care and treatment so chronic 
or complex physical or mental health issues are identified, prevented and managed and 
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treated sooner so children have the best opportunity to grow into healthy, productive 
adults. We bring this experience and the significant investments we have made in our 
EPSDT program to Nevada and will continue to add new technologies, look for new ways 
to provide education and outreach, provide meaningful incentives and operational 
processes to support children.  


We perform both general and targeted outreach and education to inform members and 
their parents/guardians as to the importance of completing well-child visits and using 
the services available under the Early and Periodic Screening, Diagnostic, and 
Treatment Services (EPSDT) Program. We facilitate the completion of these visits 
through a multitude of outreach that includes notification and reminder letters, fliers 
and telephonic outreach.  


Our quality practice advisers provide education to our providers about EPSDT services 
and provide ongoing training and support to address topics such as gaps in care 
reporting that enable them to actively monitor compliance and follow-up with members. 
As a health plan, we track our membership’s completion of these important services and 
identify strategies, such as provider and member incentives, for closing these gaps in 
care both through outreach at the plan level and through our provider network. Case 
managers play an important role in helping members fill care gaps by coordinating 
transportation, helping the member make appointments and alleviating barriers to 
compliance. 


Our EPSDT program and its formal policy and procedures comply with all statutes, 
regulations, administrative rules and Medicaid contract requirements governing child 
health screenings in the federal periodicity schedule, including lead testing and dental 
exams. Our program reinforces the principles of the EPSDT health benefit: 


 Early assessment and identification of problems 


 Periodic assessment of children’s health at defined, age-appropriate intervals 


We provide eligible members with coverage for evidence-informed preventive care and 
screenings: 


 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development) 


 A comprehensive, unclothed physical exam 


 Age-appropriate immunizations (according to current American Committee on 
Immunization Practices – ACIP - schedule) 


 Laboratory tests (including blood lead level assessment appropriate to age and risk 
as directed by current federal requirements)  


 Health education 


 Vision services 


 Dental services referrals 


 Hearing services 


 Other necessary health care, diagnostic services, treatment, and other measures 
described in Section 1905(a) of the Social Security Act to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the screening 
services, whether or not such services are covered under the State Medicaid Plan  
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OUTREACH AND COMMUNICATION FOR MEMBERS  
Outreach and education for members about the importance of and access to EPSDT 
services is the core component of our EPSDT policies and procedures. Paired with 
technologies to monitor and analyze availability and compliance, outreach to identify 
and remediate barriers and rewards for meeting key EPSDT milestones, our outreach 
and education efforts are continuous and comprehensive with a focus on meeting our 
members and providers where they are. 


Our operational procedures for EPSDT outreach are detailed in the following sections of 
this response but generally include support for both members and providers. 


 New member education that includes culturally competent, language accessible and 
member-friendly materials and contacts 


 Event-triggered direct outreach, such as outbound contacts based on age milestones 
or identification of member care gaps identified through our robust data systems 


 Broad community-based outreach and social safety net support through our award-
winning proprietary social services referral and community health investment 
programs 


 Event-triggered direct outreach to providers when care gaps are identified through 
our data and reporting systems 


Member Education 
We have an established process for providing members and the parents/guardians with 
education, reminders and follow-ups to facilitate the completion of appropriate well-
child visits.  


Each member receives a welcome packet within 5 business days of enrollment in the 
plan. The welcome packet includes a copy of the member handbook and an informational 
welcome insert. Both the handbook and the welcome insert notify new members and 
parents/guardians of the: 


 Periodicity schedule for well-child visits 


 Availability of transportation for appointments 


 The member’s ability to contact us to obtain assistance with scheduling an 
appointment and the contact information needed to do so 


Information about the importance of well-child visits, the periodicity schedule, and how 
to obtain an appointment may also be included on the website, member newsletters, and 
other outreach materials and events. 


We also provide members with targeted written notifications that inform them of a due 
or overdue well-child visit. We also provide our primary care providers notifications 
about overdue visits for their patients. 


Member Reminders 
We send members and parents/guardians a member reminder letter notifying them when 
a well-child visit is due. We have three versions of this letter; each version is targeted 
to a specific age range 0-30 months, 3-12 years of age and 13-21 years of age.  


While the periodicity schedule and appropriate services included on the letter vary 
according to age, all letters include reminders for:  
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 Where to find the member’s primary care provider contact information to schedule 
an appointment 


 How to obtain assistance with transportation 


 How to reach our nurse advice line and member services for assistance 


Our tracking process identifies members that have failed to access appropriate well-
child visits. When a well-child visit is 120 calendar days overdue, we send a written 
reminder letter to the member or parent/guardian. This letter provides the following 
information:  


 A reminder that a well-child visit may be overdue  


 Services are provided at no cost 


 Transportation is available to appointments 


 How to obtain assistance with scheduling an appointment with the member’s primary 
care provider 


3.4.4.4 Additional Preventive Services 


A. Tobacco Cessation Treatment  


B. Screening for tobacco use at every PCP visit; and 


C. For those who currently use tobacco products, provide at least two quit attempts per 
year of which each attempt includes at a minimum:  


1. Effective counseling as defined by U.S. Public Health Services Clinical Practice 
Guideline on Tobacco Dependence Treatment. These visits are in addition to any 
mental health coverage limits: 


a. Intensive tobacco cessation counseling services through a telephone quit-line 
vendor approved by the DPBH. 


b. Individual tobacco cessation counseling / coaching. 


c. Group tobacco cessation counseling / coaching.  


2. FDA approved cessation medications: 


a. All FDA approved tobacco cessation medications, both prescription and over-
the counter medications. Treatment regimen should cover a minimum of 90 
days.  


b. Combination therapy – the use of a combination of medications, including but 
not limited to the following combinations – should be allowed: 


• Long-term (>14 weeks) nicotine patch and other nicotine replacement 
therapy (gum or nasal spray). 


• Nicotine patch and inhaler. 
• Nicotine patch and bupropion SR. 


3. Vendor must not place “stepped-therapy” requirements on tobacco cessation 
treatment. 


4. Vendor must not place prior authorization requirements on tobacco cessation 
treatment or limit the type, duration or frequency of tobacco cessation treatments 
included in this section. 


5. Vendor should amend policies, evidences of coverage, formularies and/or drug 
brochures as necessary to ensure that recipients are given complete information 
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about the coverage of tobacco cessation items and services. 


6. Vendor will partner with the DPBH to, at a minimum: 


a. Promote the full Tobacco Cessation Benefit to recipients. 


• Gain input from the DHCFP on promotional materials provided to 
recipients. Provide reports to DHCFP on promotional activities at least 
biannually. 


b. Partner with DPBH to triage MCO recipients who call the state run quitline 
(1-800-QUIT-NOW) back to the Medicaid MCO run quitline. 


c. Provide aggregate North American Quitline Consortium (NAQC) Minimal 
Data Set (MDS) data, via the selected telephone quit-line approved vendor, to 
the DPBH, per data sharing agreement, at least biannually. 


d. The approved MCO quitline vendor must be a member of NAQC.  


We understand and will comply with the provisions of Section 3.4.4.4. 


Although the State of Nevada has made progress in reducing the numbers of tobacco 
users, there is still work to be done. Statewide, 17 percent of adults reported being 
smokers and 11.4 percent of high school students reported using tobacco products in 
2015. Nevada’s quitline received 16,755 calls and 1,333 tobacco users received 
telephone counseling, cessation medications or both. (Nevada Tobacco Data, CDC)  


We understand the importance of a combination of strategies when helping individuals 
to cease their dependence on tobacco products.  


The approved MCO quitline vendor shall be a member of North American Quitline 
Consortium NAQC.  


We will educate providers to screen for tobacco use at every primary care visit. For 
those members who use tobacco, we will provide a complete cessation program to 
include both counselling or coaching and FDA-approved cessation medications, including 
combination therapies, and over-the-counter and prescription options. Members shall be 
provided at least two quit attempts per year that meet the requirements of the Nevada 
Medicaid and Nevada Check Up programs.  


We will partner with DPBH to, at a minimum:  


 Promote the full tobacco cessation benefit to members 


 Triage plan members who call the state-run quitline (1-800-QUIT-NOW) back to the 
Medicaid MCO-run quitline 


 Provide aggregate (NAQC) Minimal Data Set (MDS) data, via the selected telephone 
quit-line approved vendor, to the DPBH, per data sharing agreement, at least 
biannually and provide reports to DHCFP on our promotional activities annually 


We will not place “stepped-therapy” requirements or prior authorization requirements 
on tobacco cessation treatments or limit the type, duration or frequency of tobacco 
cessation treatments. 


Members will be informed of the tobacco cessation treatment options and the suite of 
benefits in several ways:  


 Member handbook 


 Member website 
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 Member portal 


 Case managers 


 Disease managers 


 Community services line 


The plan’s tobacco cessation program complements the State of Nevada’s efforts to 
fight tobacco use to improve health outcomes. Our health coaches assist members in 
setting realistic goals and identifying effective strategies to quit and help members 
understand their benefits and how to use them. Our personal action guide helps 
members stop smoking and includes topics such as triggers for smoking, planning to quit, 
finding support, getting through withdrawal, staying tobacco-free and setting SMART 
goals. Our guide to quitting contains similar information and is easily distributed at 
health fairs and other community outreach events. Other fliers are available on specific 
topics including coping with smoking withdrawal and health effects of smoking. 


3.4.5 Health Promotion and Education Programs 


3.4.5.1 The vendor shall identify relevant community issues and health promotion and education 
needs of its recipients, and implement plans that are culturally appropriate to meet those 
identified needs and issues relevant to each of the target population groups of recipients 
served. The vendor shall use community-based needs assessments and other relevant 
information available from State and local governmental agencies and community groups. 
Health promotion and education activities shall be evidence-based, whenever possible, and 
made available in formats and presented in ways that meet the needs of all recipient groups. 
The vendors shall comply with all applicable State and federal statues, regulations and 
protocols on health wellness programs. The vendor shall submit a written description of all 
planned health promotion and education activities and targeted implementation dates to 
Nevada Division of Public and Behavioral Health, Chronic Disease Prevention and Health 
Promotion for approval, prior to implementation, including culturally and linguistically 
appropriate materials and materials developed to accommodate each of the enrolled target 
populations. Health promotion topics shall include, but are not limited to, the following:  


A. Early intervention and risk reduction strategies to avoid complications of disability and 
chronic illness to include the following preventative cancer screenings:  


1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for 
Colorectal Cancer; 


2. Mammography and Clinical Breast Exams for Breast Cancer; 


3. Low Dose CT Screening for Lung Cancer; and 


4. Pap Testing for Cervical Cancer. 


The vendor is encouraged to offer additional preventive or cost-effective services to 
enrolled recipients if the services do not increase the cost to the State. 


We understand and will comply with the provisions of Section 3.4.5. 


We have met with numerous stakeholders, providers and state agencies to identify the 
needs and goals of the communities of Washoe and Clark counties. We conduct public 
health surveillance as a foundation and then overlay our data to create a complete 
picture of the healthcare landscape. Sources of surveillance data include: census, 
environmental, economic, social and clinical/healthcare. Then, using a five-step process, 
we review the analysis with a cross-functional team to collaboratively design outreach 
efforts in critical areas that will benefit members, their families and the community-at-
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large. In addition to using public health data sources, we meet with civic and community 
leaders, community based organizations and social service enterprises to from them 
directly about the issues facing our communities. This is the core of our community 
integration approach. We created a process to identify a) public health conditions, b) 
existing community-based programs and resources, and c) opportunities to collaborate 
to improve the health of the community while leveraging programs that remove social 
barriers to accessing health care for our members. In Nevada, we identified the 
following topics, among other health topics, for further investment:  


 Housing and shelter (including issues with consistent housing/homelessness) 


 Pregnancy supports for teens 


 Suicide prevention and crisis intervention for teens 


 Tobacco cessation 


 Substance abuse 


In response to these health areas, we have developed a comprehensive program to 
promote wellness and health education around the requirements of this proposal. We 
will communicate our program and provide a description of any proposed educational 
outreach programs to Nevada Division of Public and Behavioral Health, Chronic Disease 
Prevention and Health Promotion for approval. 


Our program includes a communication and outreach program; a member incentives 
program that incentivizes preventive care, wellness checks, screenings and 
immunizations; value-added benefits designed to enhance member satisfaction and 
access to care; and specialized programs that target specific member populations. 


AN INTEGRATED, MULTI-STRATEGY APPROACH TO HEALTH PROMOTION 
Our extensive experience with Medicaid populations has shown us that individuals need 
multiple avenues of support and empowerment to take advantage of opportunities to 
appropriately access health care resources and adopt healthier lifestyles. These 
strategies must respond to the diverse needs of the community while being respectful to 
individual choice. To help members take additional steps toward wellness, we will 
implement approaches that are culturally sensitive to the people we serve in Nevada, 
and specific to the needs of the communities of Washoe and Clark counties.  


We bring our multipronged approach to Nevada, empowering our members to access 
health care resources appropriately and adopt healthier lifestyles. We broadly define 
health education as any opportunity where we are able to provide information to 
members to help them make an informed decision regarding their health care and 
influence behavior, for example, when a member services associate speaks with a newly 
enrolled member about benefits, a case manager working with a member to develop a 
care plan, a health and community services advocate talking to a member at a health 
fair, or a member advocacy associate holding class in a welcome room. See the table 
below for a sample of our member touchpoints. 
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HEALTH EDUCATION AND OUTREACH METHODS 
Welcome Rooms Outreach centers and member walk-in service hubs with daytime 


and evening classes to educate members 


Welcome Calls and Health 
Needs Assessment 
Screenings 


Educates members on our health plan, benefits, and provides 
assistance in appointment setting and referrals to social services 
Conducts health risk screening to quickly identify health issues and 
connect members with appropriate resources 


Member Services Contact 
Center 
  


Care gap alerts trigger associates to set appointments to close 
gaps in care while the member is on the phone 
24-hour nurse line educates and triages the member to appropriate 
services 
Facilitate access to health education programs and health care 
resources 


Centralized Telephonic 
Outreach Program 


Outreach to members to explain care caps and initiate a three-way 
call with the member’s provider to help set-up appointment to 
close the care gap 


Member Engagement Unit Outreach to members with recent emergency department visits, 
members new to care management and discharge follow-up 


Community Assistance 
Telephone Line 


Connects members with social services to mitigate the impact of 
social determinants on health  


Community Assistance 
Advocates 


Regional health education and outreach activities in the 
communities where our members live and work 


Case Managers Outreach to high risk members in person or telephonically based on 
acuity. During assessment and care plan development members are 
educated about their conditions, how to access information about 
services, and the appropriate use of the emergency department 


Disease Managers/Chronic 
Disease Coaches 


Provide members a broad range of educational materials and tools 
to help them in self-management and prevent triggers that could 
place them in higher acuity levels of need. These include such 
items as mailings on managing diabetes or controlling 
environmental factors that exacerbate asthma symptoms. 


Member Website, Mobile 
Application and Social 
Media 


Provides access to a wealth of educational material, and benefit 
information to empower the member 


EDUCATIONAL MATERIALS 
A key feature of our approach is helping members to increase their overall knowledge 
about healthy life choices and specific knowledge about managing their personal health. 
We have a wealth of educational materials that guide members and encourage 
empowerment and self-management to improve outcomes and decrease healthcare 
costs.  


We provide written educational materials to members who participate in our case or 
disease management programs. The case or disease management nurse selects and sends 
materials based on member education needs identified during initial assessment or 
follow up call. The materials are condition specific and each piece is focused on a single 
topic for a particular condition. Some topics include Diabetes - Sick Day Management; 
Diabetes - Checking Your Feet; For Parents: Diabetes Care; Asthma – Using an Inhaler 
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with a Spacer; and COPD – Pursed-Lip Breathing. Materials include tools and resources to 
empower the member to work collaboratively with the healthcare provider and to 
monitor and self-manage his or her condition.  


In addition, we provide condition-specific guides to members who we are unable to 
contact to complete an initial assessment. Members who are identified as low risk also 
receive fast guides. These guides provide a high level overview of the member’s 
condition and are available for the following conditions: Obesity, Diabetes, Smoking, 
CHF, Depression, Asthma, COPD, CAD and High Cholesterol. 


All materials are culturally appropriate and accessible to all members through various 
formats. 


MEMBER INCENTIVE PROGRAM 
Our member incentive program rewards members who complete specific preventive 
health, wellness and engagement milestones with a reloadable debit card. The member 
incentive debit card is credited with dollars upon completion of specific activities and 
services, including: 


MEMBER INCENTIVES 


Population Segment Focus Area Activity 
Criteria 


Incentive 
Type Incentive Value 


New Enrollees Health Risk 
Assessment 


Complete a 
Health Risk 
Assessment 
form with the 
health plan 
upon 
enrollment 
Within 90 
days of 
enrollment 


Visa 
Debit 
Card or 
Gift Card  


$10  


Adult Health (NEW) 
Annual Adult 
Health 
Screening 


Complete 
annual adult 
screening 
(Wellness 
Visit - 
members > 
21yrs old) 


Visa 
Debit 
Card or 
Gift Card  


$10 


Children’s Health  


0-15 Months 


Well child 
visit per 
periodicity 
schedule (6 
visits) 


Visa 
Debit 
Card or 
Gift Card  


$10 per visit for a 
total of $60 


3-6 years 
Annual Child 
health check-
up visit  


Visa 
Debit 
Card or 
Gift Card  


$25  


7- 21 years 
Annual 
Adolescent 
check-up 


Visa 
Debit 
Card or 


$30  
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MEMBER INCENTIVES 


Population Segment Focus Area Activity 
Criteria 


Incentive 
Type Incentive Value 


visit Gift Card  


Healthy Pregnancy  


Prenatal 
Care Visits 


Attend 6 or 
more prenatal 
visits before 
the birth of 
the baby 


Visa 
Debit 
Card or 
Gift Card  


$25  


Postpartum 
Care Visit 


Attend1 
postpartum 
visit 21-56 
days after the 
birth of the 
baby 


Visa 
Debit 
Card or 
Gift Card  


$25  


Completion 
of Both  


Completion 
of prenatal + 
Postpartum 
visits = total 
incentive 


Visa 
Debit 
Card or 
Gift Card  


Members who 
complete both 
receive $50 
incentive plus 
their choice of a 
stroller, portable 
playpen, or six (6) 
packs of diapers.  


Diabetes  Diabetes 


Complete eye 
exam 
(members 
with diabetes 
ages 18-75) 


Visa 
Debit 
Card or 
Gift Card  


$20  


Complete 
HgbA1C lab 
test 
(members 
with diabetes 
ages 18-75) 


Visa 
Debit 
Card or 
Gift Card  


$20  


Well Women  


Cervical 
Cancer 
Screening  


Complete an 
office visit for 
cervical 
cancer 
screening 
(pap smear) 
(ages 21-64) 


Visa 
Debit 
Card or 
Gift Card  


$25  


Screening 
Mammogram 


Completion 
of screening 
mammogram- 
(ages 40-65) 


Visa 
Debit 
Card or 
Gift Card  


$25  


Smoking Cessation 


Medically 
approved 
stop 
smoking 
program 


Attend and 
complete a 
stop smoking 
program  


Visa 
Debit 
Card or 
Gift Card  


$20  
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MEMBER INCENTIVES 


Population Segment Focus Area Activity 
Criteria 


Incentive 
Type Incentive Value 


Substance Abuse 


Medically 
approved 
alcohol or 
substance 
abuse 
recovery 
program 


Attend and 
complete an 
alcohol or 
substance 
use program  


Visa 
Debit 
Card or 
Gift Card  


$20  


VALUE-ADDED SERVICES 
We provide a holistic and person-centered approach to health promotion through a 
variety of innovative valued-added services that are designed to improve the health and 
wellness of members by increasing their access to comprehensive health services in a 
cost-effective manner. These services and benefits address member needs and 
contribute to improvement in quality outcomes by removing barriers to care and 
enhancing quality of life. 


Our specific strategies to influence member behavior include a focus on reducing non-
emergency use of the emergency department, improving birth-outcomes and prevention-
focused physical and behavioral health services. 


REDUCING NON-EMERGENCY USE OF THE EMERGENCY DEPARTMENT THROUGH INCREASED 
ACCESS 
The issue of inappropriate emergency department use is complex, requiring a multi-level 
approach. Our strategy includes services to reduce barriers to care including, as a 
sample, those in the following table. 


 


HELPING MEMBERS WITH APPROPRIATE USE OF EMERGENCY DEPARTMENTS 
Emergency Department 
Diversion 


Our case management team contacts members who 
inappropriately use emergency department services to 
determine the underlying issues and connect them to the 
most appropriate, cost-effective services and resources 


Supplemental 
Transportation 


Reimburses friends and family who provide supplemental 
transportation to doctor appointments for members 


24-Hour Nurse Advice Line Offers access to a dedicated toll-free 24-hour nurse line to 
assist members in deciding whether to see their doctors, go 
to an urgent care center, or seek immediate emergency care 


24-Hour Behavioral Crisis 
Line 


Provides members with access to a 24-hour behavioral 
health crisis line. Should a member contact the 24/7 
behavioral health crisis Line, the call will be answered by a 
specially trained clinician, within established time frames 
for call handling 
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HELPING MEMBERS WITH APPROPRIATE USE OF EMERGENCY DEPARTMENTS 
Mobile App Provides members with easy access to the member ID card, 


find-a-provider tool, quick care (urgent care and hospital 
services locator), contact us, and wellness services which 
includes care gaps 


Telehealth Supports direct provider to member care using telehealth 
technologies, tools, and resources 


Cell Phones  Provides teens in crisis with a free cell phone that includes 
unlimited text messaging and programmed numbers for the 
members’ doctor, case manager and social worker 


Mobile Health Care 
Services 


Offers members access to care within the communities that 
they live. Provides mobile health care, including routine 
health screenings and comprehensive primary care 


IMPROVING BIRTH OUTCOMES  
We support and educate pregnant members on the importance of prenatal and 
postpartum care through a variety of strategies aimed at engaging expectant mothers 
early in their pregnancy and providing guidance, information and support. 


Maternity Education 
Prenatal and postpartum education programs provide prenatal, postnatal and newborn 
care education to pregnant members and encourage certain behaviors in order to 
improve preventive care participation of our members and birth outcomes. Members are 
provided with educational information, including helpful tips to assist them in having a 
healthy pregnancy.  


All newly identified pregnant members are referred to our prenatal case management 
program. A representative contacts the member telephonically, conducts an OB health 
risk assessment, educates and stratifies the risk level. Once the pregnant member 
consents to participate in the prenatal program, we mail a welcome packet including 
book and current Centers for Disease Control and Prevention (CDC) Immunization chart. 
The book educates pregnant members on well‐child check‐ups including newborn 
screening in the hospital. 


Our prenatal and postpartum care flier is distributed at health fairs and at other 
community outreach events and is mailed as well. It educates pregnant members on the 
importance of prenatal and postpartum care, helps members understand what happens 
during a prenatal visit and offers tips for taking care of themselves.  


We also offer a maternity education and reward program to educate pregnant members 
and encourage healthy behaviors to improve preventive care participation. The Mommy 
and Baby Matters booklet educates mothers on a healthy pregnancy, emphasizes 
newborn preventive care and reviews the importance of well‐child visits, immunizations, 
vision and hearing screenings and dental visits. The booklet contains pediatric 
preventive health guidelines, which align with the guidelines established by the 
American Academy of Pediatrics through its “Bright Futures” program. Through the 
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program, we offer incentives and gifts to expectant mothers, including strollers, play 
yards and educational materials, for completing preventive care visits.  


Prenatal and Postpartum Educational Sessions: Our community outreach team schedules 
in-person educational sessions for pregnant or newly‐delivered mothers. During these 
sessions, the importance of well‐child visits and preventive care is emphasized. We 
collaborate with community partners and providers to host baby showers where our 
members live and work. The showers are designed to empower and provide mothers with 
critical health care information for themselves and their babies. Our case managers 
attend the events and answer questions and connect mothers to additional social 
services resources through our database such as appropriate housing, nutrition, medical 
care and counseling. Our baby showers are open to all expecting mothers.  


Postpartum telephonic outreach and appointment scheduling: We personally contact 
members who have recently delivered a baby to remind them of the importance of 
scheduling a postpartum appointment and the importance of well‐child visits for their 
babies, including immunizations and lead screening. The program also facilitates 
appointment scheduling via a three‐way phone call with the member and the baby’s PCP 
as needed, to help promote wellness. Members are encouraged to enroll in a text-based 
mobile support program for moms who can get critical prenatal information on their 
smartphones and mobile devices. Additional programs are designed to support pregnant 
members. 


HELPING MEMBERS TOWARD HEALTHIER PREGNANCIES 
Community Baby Showers Free community baby showers for new and expectant mothers that 


focus on providing mothers with critical health information for 
themselves and their babies, and successful parenting techniques. 
A gift basket and opportunity to participate in a raffle is also 
provided. 


Stroller/Portable Playpen 
Program 


Rewards members who complete prenatal and postnatal care with 
a stroller or playpen 


Diaper Rewards Members who complete their postpartum appointment and 
recommended immunizations (shots), can receive up to six packs of 
diapers 


Prenatal care program Identifies members with potential risk factors (behavioral, social 
and medical) that may adversely affect their pregnancy outcome. 
The Prenatal Case Management Program will encourage pregnant 
women to practice good prenatal care through face-to-face contact 
with case managers. 


PREVENTION-FOCUSED PHYSICAL AND BEHAVIORAL HEALTH SERVICES 
Coexisting behavioral health needs, chronic medical illness, and social challenges occur 
among our higher-risk cohorts today. In addition to our integrated case management 
support, we offer prevention focused services to coordinate and integrate physical and 
behavioral services as shown in the table below.  


 


SUPPORTING COMORBID PHYSICAL AND BEHAVIORAL HEALTH NEEDS 
 Peer support Provides substantial support, information, education, guidance 


and coaching for enrollees particularly when it comes to 
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SUPPORTING COMORBID PHYSICAL AND BEHAVIORAL HEALTH NEEDS 
medication. Peers and peer supports will also help enrollees 
develop and lead their own service plans, including wellness 
recovery action plans 


Web-based behavioral 
therapy program 


Provides free, confidential online cognitive behavioral therapy 
through the COBALT Therapeutics Program. COBALT will offer a 
portfolio of behavioral health self-management tools for a variety 
of conditions. 


INFLUENCING MEMBER BEHAVIOR TO ADOPT HEALTHIER LIFESTYLES 


IMPROVING OVERALL HEALTH AND WELLNESS 
We have developed a set of value-added services to reach all members in Washoe and 
Clark counties to educate and empower them to adopt healthier lifestyles. These value-
added prevention focused services seek to address a variety of chronic conditions 
including diabetes, asthma, cardiovascular related conditions, obesity and other 
diseases and include those shown the table below. 
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VALUE-ADDED BENEFITS AND SERVICES 
Wellness Rewards  Rewards members who complete specific preventive health, 


wellness and engagement milestones, such as PCP visits, well child 
visits, and cervical screenings, with a reloadable debit card 


Over the Counter (OTC) 
Benefit 


A head-of-household monthly OTC allowance to promote self-
directed prevention and maintenance. Members may use our OTC 
catalog to select items such as toothbrushes, first aid items and 
vitamins that are then delivered to their homes. These items are 
not typically covered by Medicaid. 


Tobacco Cessation 
Program 


Supplements Nevada’s smoking cessation services by providing 
educational materials and help with obtaining counseling 


Annual Sports Physicals Children ages 6-18 receive one free sports physical per year, 
provided by a PCP 


IMPROVING HEALTH OUTCOMES THROUGH COMMUNITY ENGAGEMENT 
Being in disadvantaged and vulnerable circumstances impacts the availability and 
accessibility of healthcare and influences lifestyle choices that impact health outcomes. 
Some of our many community engagement activities are detailed in the table below.  


 


HELPING TO MANAGE SOCIAL DETERMINANTS OF HEALTH 
Welcome Rooms/Concierge 
Services 


Provides support for medical and non-medical needs including 
application assistance, transportation assistance, community 
support needs 


Health Fairs Health and community advocates attend and participate in health-
focused events to share information, resources and education 
concerning a variety of health topics such as diabetes 
management, back-to-school health, the importance of physical 
activity and general overall health and well-being 


Education Days On-site events to promote and educate members on health plan 
resources and health information. Conducted in key locations and 
agencies in Washoe and Clark counties to conveniently provide 
members with health education, information and benefit 
assistance on site. 


Social Services Activities  Community-based health and wellness events leveraging 
existing programs 


 Advocates focusing on identifying creative and innovative ways 
to sustain the social safety network 


 Telephone assistance line to connect members to social 
services 


Focused Homeless 
Initiative 


Collaborating with local community based organizations to create 
additional services such as behavioral health assessments, 
parenting support, group therapy, nutritional education and 
medical access for homeless members 
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HELPING TO MANAGE SOCIAL DETERMINANTS OF HEALTH 
Hypoallergenic Bedding Qualified members receive hypoallergenic bedding to avoid asthma 


triggers 


Social Services Model 
We understand the correlation between environmental factors and health outcomes and 
created the social services referral tool address it. Applying research-based quality 
improvement methods we focus on population health metrics that will improve the 
overall health for Nevadans by identifying needs through an analysis of key population 
metrics, by county and age, such as:  


 Percentage of Nevadans who smoke, have diabetes, are overweight or obese, have 
limited access to healthy food, face severe housing problems or are homeless 


 Number of deaths by suicide, mentally unhealthy days, and low birth weights 


 Population ethnicity  


 Meeting with advocates to create a state-specific inventory of community programs 
and services 


 Working within the community to identify opportunities to develop new programs or 
expand services 


 Creating self-sustaining programs through the use of grants and business associate 
agreements targeted at the specific needs of our members 


As part of our social services referral program, we have developed numerous strategies 
that encourage our members to adopt healthier lifestyles.  


EARLY INTERVENTION PROGRAMS 
We will educate and promote among members the benefit of early interventions and 
screenings for conditions as a way to detect chronic or serious conditions as early as 
possible. These will include colonoscopy, fecal occult blood test and fecal 
immunochemical tests for colorectal cancer, mammography and clinical breast exams 
for breast cancer, low dose CT screenings for lung cancer, and pap testing for cervical 
cancer.  


3.4.6 Pharmacy Services 


3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State 
Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit 
package. The vendor is expected to offer pharmacy benefits that mirror or exceed FFS. 
Pharmacies that process prescription drug claims for recipients must be enrolled as a 
Nevada Medicaid provider and licensed in good standing by the State Board of Pharmacy. 


3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though 
utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will 
receive a higher point value in the RFP evaluation. The DHCFP shall approve the vendor’s 
formulary prior to implementation. Medications not covered in the vendor's formulary must 
be available through a non-formulary request process based on prescriber certification and 
justification of medical necessity. Prior authorization criteria and quantity limits must be 
based on best practice or evidence based practice standards. Vendors may propose their 
drug benefit design but they may not be more restrictive than FFS and may not have co-
pays. For specific therapeutic categories of drugs that have mandated coverage rules the 
vendor is expected to comply with NRS 422.4025. 
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3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy 
must be readily accessible to all of the plan’s recipients. 


3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or 
another vendor, to the vendor. The vendor will not terminate a current prescription without 
consulting with the prescriber. The vendor must then document the reasons a drug is not 
medically necessary if a current prescription is terminated. 


3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to 
certify that a specific brand of medication is medically necessary for a particular patient. 
The prescriber should document in the patient’s medical record the need for the brand-name 
product in place of the generic form. Certification must comply with the following: 
certification must be in the prescriber’s own handwriting; certification must be written 
directly on the prescription blank; and a phrase indicating the need for a specific brand is 
required. (An example would be “Brand Medically necessary.”)  


3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors. 
These recipients are locked-in to a specific pharmacy and/or a specific physician for 
controlled substances only. They can use any pharmacy for their non-controlled 
medications. Criteria should include recipients utilizing more than one pharmacy or 3 or 
more physicians for controlled substances, repeated ER visits for pain medication, cash 
payments for drugs or other drug seeking behaviors. Vendor must have a process where 
recipients can change lock in providers and have an override policy for instances where 
their locked in pharmacy is out of stock or the recipient is out of area and needs their 
controlled medication. 


3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, 
quantity limits, etc., however plans may not use a standard for determining medical 
necessity that is more restrictive than is used in the Medicaid State Plan and MSM. 


3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug 
encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for 
rebates from manufacturers. The encounters shall be submitted in a mutually agreed upon 
format and in a mutually agreed upon timeframe, but no less than quarterly. The vendor 
agrees to modify the pharmacy claims processing systems to accommodate additional data 
elements in compliance with current National Council for Prescription Drug Programs 
(NCPDP) transactions standards and guidelines, such that pharmacy encounters can be 
submitted by the DHCFP for rebates. 


Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP 
or its vendor, the vendor shall, if needed, correct and resubmit any disputed encounters and 
send a response file that includes: corrected and resubmitted encounters and/or an 
explanation of why the disputed encounters could not be corrected. 


3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code 
(NDC) codes and related information necessary for the DHCFP to process the claim for 
rebates. Covered outpatient drugs dispensed to individuals eligible for medical assistance 
who are enrolled with the vendor shall be subject to the same rebate requirements as the 
DHCFP is subject under Section 1927 and the DHCFP shall collect such rebates from 
manufacturers. The vendor shall report to the DHCFP, on a timely and periodic basis 
specified by the U.S. Secretary of Health and Human Services (Secretary), information on 
the total number of units of each dosage from and strength and package size by NDC of 
each covered outpatient drug dispensed to recipients for which the entity is responsible for 
coverage (other than outpatient drugs) and other data as the Secretary determines necessary. 


 


We understand and will comply with the provisions of Section 3.4.6 through 3.6.4.9. 
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WELL-EXPERIENCED MANAGING PHARMACY BENEFITS 
We understand and acknowledge the pharmacy benefits for Nevada members are based 
on the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. We 
will comply with the requirement to offer pharmacy benefits mirroring or exceeding 
those in FFS and are experienced in managing the requirement that pharmacies must be 
enrolled as a Medicaid provider and in good standing with the State Board of Pharmacy 
in order to participate in our pharmacy provider network. 


Our innovative approach to pharmacy operation is a hybrid model, with several critical 
pharmacy functions performed in-house by our personnel coupled with the activities of 
our pharmacy benefit manager (PBM). Our in house pharmacy resources are responsible 
for assessing members’ health and medication status to understand the complete picture 
of their conditions. We perform the formulary development and management functions, 
prior authorization determinations, appeals, Pharmacy and Therapeutics (P&T) 
Committee, drug utilization reviews, and member/provider communication development.  


Our PBM processes the pharmacy claims point-of-sale, contracts the pharmacy network, 
performs phone, desk, and on-site audits, and coordinates the successful transition of 
care with respect to pharmacy benefits, for our members. 


FORMULARY DEVELOPMENT AND PRIOR AUTHORIZATION 
Although most states now rely on their health plans to develop and maintain their own 
Medicaid formularies integrated with their approach to managing the Medicaid benefit, 
we understand that the DHCFP prefers that health plans adhere to the fee-for-service 
(FFS) formulary. We have experience with both models, and our experience shows that 
the best way to achieve the kinds of cost savings and health outcomes improvements 
DHCFP is seeking is to allow health plans to develop and maintain their own evidence-
based formularies. Nevertheless, we will use the state’s FFS formulary as long as all 
health plans are required to use it and the initial capitation rates are adjusted in an 
actuarially sound manner to reflect the cost to the health plans of using the state’s 
formulary at the start of the contract.  


We have experience where we have seen higher generic dispensing rates, lower multi-
source brand dispensing rates and lower net cost through the use of our own formulary 
rather than the state’s FFS formulary. For example, there are a number of instances 
where drug manufacturers offer large rebates to states if the state adds a specific drug 
to its formulary; however, often the cost of the brand drug minus the rebate is still more 
expensive than offering a generic or less expensive similar brand.  


Our actuaries estimate the increased costs associated with all health plans adopting the 
State’s FFS formulary to be around $60 million dollars. This cost increase will 
necessarily be reflected in the capitation rates that the State is responsible for, thereby 
increasing total program costs to the State of Nevada. 


If the DHCFP determines that it is in the State of Nevada’s best interest to pursue the 
use of a standard formulary, our experience indicates that efficiencies and cost savings 
are only truly achieved when all health plans are required to use the same formulary. 
But again, we would stress that the greatest cost-savings and better integration with 
clinical programs are achieved by each health plan adopting its own formulary that is 
approved individually by the DHCFP. 


In our health plan, our formulary includes an adequate range of drugs in each 
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therapeutic class to ensure that members are treated effectively. In addition, we 
partner with our PBM to bring industry-leading approaches to formulary development, 
combining their experience with ours to create additional value through pharmacy 
management. Formulary changes shall be contingent upon the approval of the P&T 
Committee, who reviews all therapeutic classes annually and on an ad hoc basis when 
new medical information is available (e.g. new drug products, dosage forms, warnings or 
indications, guideline updates, etc.). After each P&T Committee Meeting, an updated 
formulary is posted to our website for providers and members to review; printed copies 
are also mailed to them upon request.  


We understand that should we end up developing our own formulary, the DHCFP must 
review and approve our formulary prior to implementation. In addition, we acknowledge 
and will comply with the provision to have a process by which non-formulary 
medications are made accessible to health plan members. This process is driven by our 
large staff of pharmacists constantly monitoring clinical and utilization information as 
it becomes available to make evidence-based decisions regarding non formulary 
medications. All non-covered or non-formulary drugs follow the same process as outlined 
for preferred drugs that require prior authorization. The review process is completed 
using criteria approved by P&T Committee and processed in the same timely fashion as 
preferred drugs. 


Prior authorization (PA) protocols are developed by our clinical experts and approved 
by the Pharmacy & Therapeutics Committee. PA protocols are created in accordance 
with FDA approved labeling and medically accepted national guidelines. These protocols 
are used to verify clinical appropriateness, ensure drug safety, prevent fraud and 
diversion, detect members using duplicate or unnecessary therapy, and allow coverage 
for medications not listed on the PDL. All PA protocols are reviewed at least annually 
and on an ad hoc basis when new medical information is available (i.e. new drug 
products, new indications, updates to guidelines, etc.).  


We acknowledge and will comply with the requirement to model our drug benefit design 
in a manner that is no more restrictive than the FFS benefit currently in use. We also 
will comply with mandated coverage regulations consistent with NRS 422.4025. 


SPECIALTY PHARMACY BENEFITS AND ACCESSABILITY 
We will utilize our preferred specialty pharmacy according to the provisions outlined in 
Section 3.4.6.3. Our preferred specialty pharmacy is a URAC accredited specialty 
pharmacy that has pharmacists available 24 hours a day, seven days a week to answer 
any medication-related questions. The specialty pharmacy is readily accessible to all 
plan members and works closely with doctors to empower and educate members with 
complex and chronic conditions such as cancer, hepatitis, multiple sclerosis and 
rheumatoid arthritis, and provides members with information about medication side 
effects, refills and supplies, medication administration training, and general medication 
education to achieve the best clinical outcomes. 


Figure 1: Prior Authorization Request 
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TRANSITIONING MEMBER PRESCRIPTIONS 
Our policy for transitioning a member’s prescriptions from FFS or another vendor to our 
plan is seamless and efficient. Our PBM processes pharmacy claims at the point-of-sale 
and coordinates the successful transition of care for our members who meet the 
continuity of care requirements. In addition, we have an established process to address 
the needs of members who are joining our plan which ensures a smooth transition for 
members by automatically identifying current eligibility information loaded in the PBM 
claims processing system.  


The transition policy addresses those situations in which members may or may not be 
aware of the medications that are covered, are unsure what is covered, or are 
unfamiliar with the exception process. The transition policy meets the immediate needs 
of our valued members and allows them sufficient time to work with their prescribing 
physicians to switch to a therapeutically equivalent covered medication or complete the 
formulary exception process. This process automatically triggers communications to 
both providers and members detailing next steps as necessary. 


The reasons a drug may not be medically necessary would be documented when current 
prescriptions are terminated once a coverage determination is sent for assessment from 
a provider or member. Our policy allows certain high risk classes of medication to 
continue to adjudicate regardless of coverage status to ensure members remain stable 
on select products. 


MEDICALLY NECESSARY BRAND MEDICATION 
We understand and acknowledge that the MSM 1200 stipulates the conditions with which 
a prescriber must comply to certify that a specific brand of medication is medically 
necessary for a particular member. The prescriber should document in the member’s 
medical record the need for the brand-name product in place of the generic form. 
Certification must comply with the following: certification must be in the prescriber’s 
own handwriting; certification must be written directly on the prescription blank; and a 
phrase indicating the need for a specific brand is required. (An example would be 
“Brand medically necessary.”) We will comply with this provision detailing the 
provider’s process for requesting brand necessary medications for recipients. 


ESTABLISHED PHARMACY LOCK-IN PROGRAM 
In all of our markets, we systematically monitor all claims processed to identify 
members exhibiting the potential for drug seeking behaviors. We manage a robust 
Pharmacy Lock-In program for those members whose medication utilization patterns are 
excessive and inappropriate. We routinely review member medication usage patterns to 
identify at risk members and will implement this program for the Nevada market as 
well. The Pharmacy Lock-In Program will comply with the provisions of Section 3.4.6.6 
by limiting controlled substance access to one filling pharmacy and/or one prescribing 
physician. In our other markets, our lock-in program improves quality and safety of 
care, provides continuity of medical care, minimizes duplicate therapy or excessive drug 
quantities, and reduces unnecessary or inappropriate physician, pharmacy, and/or 
emergency room services.  


Members assigned to the program can have their assigned pharmacy or physician 
changed based on good cause criteria, including relocation, drug availability, or when 
the member is out of the area and is in need of a controlled substance prescription. We 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


59







Section 3 
Scope of Work 


 
 
 


also have an override policy for instances where a member’s locked-in pharmacy is out 
of stock of the member’s medication. The pharmacy attempting to adjudicate the 
prescription must contact the pharmacy help desk on the member’s behalf to get a 
temporary override to adjudicate a script or to assist the member with being reassigned 
to a new pharmacy. Lastly, and in compliance with this provision, a member’s controlled 
substances are locked into one provider and one pharmacy, while their other non-
controlled medications are accessible from any participating pharmacy. 


HEPATITIS C THERAPY 
For Hepatitis C medications, we utilize prior authorization criteria which include drug 
utilization reviews for Hepatitis C medications that are aligned with the protocols for 
Medicaid states in which we currently provide pharmacy services. We understand and 
will comply with the provision stating that we are not to use a standard for determining 
medical necessity that is more restrictive than is used in the Medicaid State Plan and 
MSM. 


ENCOUNTERS SUBMISSION TO DHCFP TO ENSURE DRUG MANUFACTURERS 
REBATES 
We acknowledge and will comply with the provisions of Section 3.4.6.8 governing the 
submission of all pharmacy encounters including outpatient administered drug 
encounters to the DHCFP or its designated vendor. We understand that the DHCFP will 
submit these encounters for rebates from drug manufacturers. In many of the states in 
which we provide managed care services, this same requirement applies, and we have 
experience complying with the proper encounter submissions and reporting that this 
requires. We agree to modify the pharmacy claims processing system to accommodate 
additional data elements in compliance with current National Council for Prescription 
Drug Programs transactions standards and guidelines such that pharmacy encounters can 
be submitted by the DHCFP for rebates.  


Within sixty (60) calendar days of receipt of any disputed encounter file, we will, if 
needed, correct and resubmit any disputed encounters and send a response file that 
includes corrected and resubmitted encounters and/or an explanation of why the 
disputed encounters could not be corrected. 


ENSURING DHCFP RECEIVES APPROPRIATE REBATES 
We acknowledge and will comply with the provisions of Section 3.4.6.9 governing the 
appropriate use of NDC codes and appropriate information to ensure the DHCFP receives 
information necessary to process claims for drug rebates.  


We work with multiple States to exchange our utilization data for physician-
administered drugs. Our medical claims processing system requires the use of 
appropriate NDC and units to facilitate accurate payment relative to administration and 
billing. We routinely and systematically use inbound edits on claims to verify the 11-
digit NDC and use of NDC and HCPCS units submitted by providers. These edits can be 
performed at a line level (as a denial if codes are missing, expired or invalid) or at a 
claim level (as a rejection of the entire claim if there are any missing, expired or invalid 
NDC codes when required on the claim). We use a drug data bank and/or CMS NDC 
databases for the NDC validation check. If the NDC or units on any claim are disputed by 
the rebate vendor, the claim is returned to us where our pharmacy team works with the 
provider to resolve and resubmit the corrected claim. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


60







Section 3 
Scope of Work 


 
 
 


We understand and acknowledge that covered outpatient drugs dispensed to individuals 
eligible for medical assistance who are enrolled with our plan shall be subject to the 
same rebate requirements to which the DHCFP is subject under Section 1927. We 
acknowledge that the DHCFP will collect such rebates. We will comply with the provision 
to report to the DHCFP on a timely and periodic basis as specified by the U.S. Secretary 
of Health and Human Services, information on the total number of units of each dosage 
form and strength and package size by NDC of each covered outpatient drug dispensed 
to members for which we are responsible for coverage (other than outpatient drugs) and 
other data as the Secretary deems necessary. 


3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults 


3.4.7.1 The vendor benefit package must include certain services for recipients with special health 
care needs, including CSHCN, Early Intervention, and mental health services for adults. 
The vendor must reimburse certain types of providers with whom formal contracts may not 
be in place and coordinate these services with other services in the benefit package. 


3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who 
are determined through an assessment by appropriately qualified health care professionals 
to need a course of treatment or regular care monitoring. The treatment plan must be: 


A. Developed by the recipient’s primary care provider with recipient participation, and in 
consultation with any specialists caring for the recipient; 


B. Approved by the vendor in a timely manner, if approval is required by the vendor; and 


C. In accordance with any applicable State quality assurance and utilization review 
standards. 


Must have a mechanism in place to allow these recipients direct access to a specialist 
through a standing referral or an approved number of visits, as deemed appropriate for 
the recipient’s condition and identified needs.  


The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and 
Reporting Guide of this RFP for all SED and SMI referrals and determinations, and 
must reimburse providers of these services pursuant to the referenced Nevada Medicaid 
policies and procedures.  


We understand and will comply with the provisions of Section 3.4.7. 


Our comprehensive benefits package will include services for members with special 
healthcare needs, including Children with Special Health Care Needs (CSHCN), Early 
Intervention, and mental health services for adults. Our fully integrated care 
coordination is designed to ensure that members with special needs receive all medically 
necessary care in a timely manner. In cases where a member requires services from a 
provider with whom a formal contract may not be in place, we will partner with out-of-
network providers to secure member access to the appropriate level of medically 
necessary care. Typically, we arrange care with out-of-network providers by executing 
single case agreements that authorize care for a specific member. 


The member’s treatment plan, developed by the member’s primary care provider in 
collaboration with the member’s specialists, will be honored by the interdisciplinary 
care team, which will also provide case management, if appropriate.  


We have established processes and procedures in place to allow CSHCN and adults with 
special health care needs direct access to specialists. We would do this through a 
standing referral to a specialist for up to six months at a time. We encourage the 
specialist to keep the primary care provider informed of the member’s progress and 
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needs through either progress notes and/or consultation reports, in-person and 
telephonic updates to follow-up on member progress.  


We will adhere to Chapter 400, and Section 5 of the Forms and Reporting Guide of this 
RFP for all SED and SMI referrals and determinations. We will reimburse providers of 
services for members with special health care needs consistent with the referenced 
Nevada Medicaid policies and procedures. 


3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs 


These services are covered, with limitations, when medically necessary. Coverage limitations for 
these services are defined in the Title XIX and Title XXI State Plans. The DHCFP covers Corneal, 
Kidney, Liver and Bone Marrow transplants and associated fees for adults. For children up to age 
21, any medically necessary transplant that is not experimental will be covered. The vendor may 
claim transplant case reimbursement from the DHCFP for in-patient medical expenses above the 
threshold of $100,000 in a State Fiscal Year (July 1 – June 30). 75% of the expenses above 
$100,000 are reimbursed to the vendor. 


We understand and will comply with the provisions of Section 3.4.8.  


When medically necessary, these services are covered with limitations as defined in the 
Title XIX and Title XXI State Plans. Covered services for transplants and associated fees 
include:  


 Adult members: Corneal, Kidney, Liver and Bone Marrow transplants and associated 
fees 


 Members 21 years and younger: any medically necessary transplant that is not 
experimental will be covered 


We understand that we may claim transplant case reimbursement from the DHCFP for 
inpatient medical expenses above the threshold of $100,000 in a State Fiscal Year and 
that 75 percent of the expenses above $100,000 will be reimbursed to us. 


3.4.9 Out-of-Network Services 


If the vendor’s provider network is unable to provide medically necessary services covered under 
the plan to a particular recipient, the vendor must adequately and timely cover these services out of 
network for the recipient for as long as the vendor is unable to provide them. The vendor benefit 
package includes covered medically necessary services for which the vendor must reimburse 
certain types of providers with whom formal contracts may not be in place. The vendor must also 
coordinate these services with other services in the vendor benefit package. The services/providers 
are as follows: 


3.4.9.1 Out-of-Network Providers 


A. When it is necessary for enrolled recipients to obtain services from out-of-network 
providers (i.e. the recipient needs to see a specialist for which the vendor has no such 
specialist in its network), the vendor must: 


1. Coordinate the care with out-of-network providers;  


2. Offer the opportunity to the out-of-network provider to become part of the 
network; and 


3. Negotiate a contract to determine the rate prior to services being rendered or pay 
no more than the Medicaid FFS rate. 


We understand and will comply with the provisions of 3.4.9.1. 


OUT OF NETWORK SERVICES AND PROVIDERS 
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We will develop relationships with and maintain a database of out-of-network providers 
to allow us to work with them on a case-by-case basis to secure member access to the 
appropriate level of medically necessary care. Typically, we provide care for our 
members by executing single-case out-of-network agreements which authorize care for a 
specific member’s healthcare service. In limited instances we will seek to establish a 
permanent out-of-network letter of agreement with high-impact providers who do not 
wish to contract. We will always seek to contract with any high-quality provider that is 
out-of-network and used by our members. 


No prior authorization will be required for emergency services. Covered emergency and 
post-stabilization services performed by out-of-network providers will be reimbursed at 
100 percent of the Medicaid rate in effect on the date of service.  


For non-emergency services, our process includes: 


 Verifying the service is not available in network 


 Verifying the provider has no sanctions and is not on the HHS Office of Inspector 
General Cumulative Sanctions Report  


 Initiating a prior authorization in our core processing system 


 Establishing a single case agreement with the out-of-network provider 


 Assisting with member transportation issues  


3.4.9.2 Emergency Services 


A. The vendor must cover and pay for emergency services both in and out of state 
regardless of whether the provider who furnished the services has a contract with the 
vendor. The vendor must pay the out-of-network provider for emergency services, 
applying the “prudent layperson” definition of an emergency, rendered at a rate no 
more than the FFS rate.  


B. No prior or post-authorization can be required for emergency care provided by either 
network or out-of-network providers. The vendor may not deny payment for treatment 
obtained when the recipient has an emergency medical condition and seeks emergency 
services, applying the “prudent layperson” definition of an emergency; this includes 
the prohibition against denying payment in those instances in which the absence of 
immediate medical attention would have resulted in placing the health of the recipient 
in serious jeopardy, serious impairment to bodily function, or serious dysfunction of 
any bodily part or organ. The vendor may not deny payment for emergency services 
treatment when a representative of the vendor instructs the recipient to seek emergency 
services care.  


C. Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency 
medical condition as defined in this section on the basis of lists of diagnoses or 
symptoms, nor refuse to cover emergency services based on the emergency room 
provider, hospital, or fiscal agency not notifying the recipient’s PCP, Vendor, or the 
DHCFP of the recipient’s screening, and treatment within ten (10) calendar days of the 
presentation for emergency services. 


D. A recipient who has an emergency medical condition may not be held liable for 
payment of subsequent screening and treatment needed to diagnose the specific 
condition or stabilize the patient. The vendor is responsible for coverage and payment 
of services until the attending physician or the provider actually treating the recipient 
determines that the recipient is sufficiently stabilized for transfer or discharge and that 
determination is binding on the vendor. 
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E. Non-emergent services provided in an emergency room are a covered service. 
Providers are expected to follow national coding guidelines by billing at the most 
appropriate level for any services provided in an emergency room setting. 


We understand and will comply with the provisions of Section 3.4.9.2.  


EMERGENCY SERVICES 
24-Hour Nurse Advice Line 
Since data shows us that members sometime access the emergency department for 
routine care, we will offer a 24-hour nurse line. Members will be able to access our nurse 
line at any time through our dedicated toll-free member services line. Our 24-hour nurse 
line team uses a nationally recognized triage decision-making tool to assist the member 
in deciding whether to see their doctor, go to an urgent care center, or seek immediate 
emergency care. Nurses who answer the nurse line will assist the member in making an 
appointment with their PCP when appropriate as well as locating the closest urgent care 
center. Our nurse line will play a pivotal role in our program by directing members to 
the most appropriate site for care and, in return, lowering the cost of care. Nurse line 
staff includes Spanish-speaking nurses, and interpreter services are available for other 
languages. 


Providers Who Offer Extended Office Hours 
Our network development strategy will include recruiting provider offices who offer 
extended office hours, including evenings and weekends. We will go beyond contracting 
with providers who offer extended hours and work diligently to make it easy for 
members to locate these providers. Our member services associates will easily assist 
members but we will empower members and promote self-management by offering self-
service as well. Our provider directories will feature provider office hours and we will 
implement an easy-to-use index dedicated to finding providers who offer extended 
hours. 


Additional Services  
 24 hour behavioral crisis line 


 Outbound calls on recent emergency room visits 


 Provider directory with urgent care look-up 


 Find-A-Provider mobile application with advanced quick care service location; and  


 Clinics in pharmacies and retailers to educate members on appropriate use of the 
emergency room  


3.4.10 Post-Stabilization Services 


3.4.10.1 The vendor is financially responsible for:  


A. Post-stabilization services obtained within or outside the network that are pre-approved 
by a network provider or organization representative;  


B. Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but administered 
to maintain the recipient's stabilized condition within one (1) hour of a request to the 
vendor for pre-approval of further post-stabilization care services; and 


C. Post-stabilization care services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but are 
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administered to maintain, improve, or resolve the recipient's stabilized condition if 
vendor does not respond to a request for pre-approval within one (1) hour, or the 
vendor cannot be contacted or the vendor and the treating physician cannot reach an 
agreement concerning the recipient's care and a network provider or other organization 
representative is not available for consultation. In this situation, the vendor must give 
the treating physician the opportunity to consult with a network physician and the 
treating physician may continue with care of the recipient until a network physician is 
reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial 
responsibility for post-stabilization care it has not pre-approved ends when a network 
physician with privileges at the treating hospital assumes responsibility for the 
recipient’s care or a network physician assumes responsibility for the recipient's care 
through transfer or the vendor and the treating physician reach an agreement 
concerning the recipient's care or the recipient is discharged. 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services 
provided by an out-of-network provider to a recipient may be no greater than the 
amount the vendor would charge if the services had been obtained in network.  


3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC) 


The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) 
or a Rural Health Clinic (RHC). Vendors may enter into contracts with FQHCs or RHCs 
provided that payments are at least equal to the amount paid to other providers for similar 
services. If the vendor does not have a contract with an FQHC or RHC, the vendor must 
pay at a rate equivalent to the FFS rate. This does not apply to out of network providers of 
emergency services. The vendor must demonstrate a good faith effort to negotiate a contract 
with FQHCs and RHCs and include all licensed and qualified FQHC and RHC providers in 
the vendor’s network. Contracting with just one provider at each FQHC or RHC does not 
constitute a good faith effort to include the FQHC or RHC in the vendor’s network. The 
vendor must report to the DHCFP payments and visits made to FQHCs and/or RHCs. The 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity.  


We understand and will comply with the provisions of Section 3.4.10.  


POST-STABILIZATION SERVICES 
We recognize and understand that we will be financially responsible for: 


 Post-stabilization services obtained within or outside the network that are pre-
approved by a network provider or organization representative;  


 Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but 
administered to maintain the recipient's stabilized condition within one (1) hour of a 
request to the vendor for pre-approval of further post-stabilization care services; 
and 


 Post-stabilization care services obtained within or outside the network that are not 
pre-approved by a network provider or other organization representative, but are 
administered to maintain, improve, or resolve the recipient's stabilized condition. In 
this situation, we will give the treating physician the opportunity to consult with a 
network physician and the treating physician may continue with care of the recipient 
until a network physician is reached or one of the criteria in 42 CFR 438.114(e) and 
42 CFR 422.113 is met. 
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We will not require a prior authorization for post-stabilization services for any member 
arriving through the emergency room. We will immediately review a member’s case upon 
admission to monitor the member’s treatment plan. Our policies and procedures related 
to post-stabilization services promote convenient access to services and comply with all 
Nevada and federal requirements.  


FEDERALLY QUALIFIED HEALTH CENTER (FQHC) AND RURAL HEALTH CLINICS (RHC) 
As a part of building a robust provider network, we will reach out to all FQHCs and 
RHCs, and make a good faith effort to gain their participation in our network. We will 
work diligently to secure agreements with these providers to further enhance our 
network in an effort to make it more comprehensive and geographically accessible. 
Because of our commitment and interest in FQHC and RHC providers, we have dedicated 
staff that will be responsible for our relationship strategy with these providers.   


3.4.11 Out-of-State Providers 


When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the 
vendor must negotiate a contract to determine the rate prior to services being rendered. The vendor 
must inform the provider to accept vendor reimbursement as payment in full. The only exception is 
for TPL. The OOS provider must not bill, accept or retain payments from Medicaid or Nevada 
Check Up recipients.  


We understand and will comply with the provisions of Section 3.4.11.  


When it is necessary to obtain services from an OOS provider, we will negotiate a 
contract to determine the rate prior to the rendering of services. We currently have 
processes in place with our network contracting department to ensure compliance with 
the DHCFP’s requirements. The provider will be informed that they must accept our 
reimbursement as payment in full. We understand that the only exception is for Third 
Party Liability. The OOS provider will not bill, accept or retain payments from Medicaid 
or Nevada Check Up members. 


3.4.12 Obstetrical/GYN Services 


3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant 
women enrolled in the Vendor’s program for maternal high risk factors. These services are 
defined as preventive and/or curative services and may include, but are not limited to, 
patient education, nutritional services, personal care services or home health care, substance 
abuse services, and care coordination services, in addition to maternity care. Any 
identification of high-risk factors will require the PCP, OB provider, case manager or other 
health care professional to refer the woman who is determined to be at risk for preterm birth 
or poor pregnancy outcome to the vendor’s Case Manager. As appropriate, the vendor shall 
assist the recipient in contacting appropriate agencies for care coordination of non-
covered/carved-out plan services or community health information. The vendor’s Case 
Manager will begin medical case management services for those risk factors identified.  


We understand and will comply with the provisions of Section 3.4.12.1. 


OBSTETRICAL/GYN SERVICES 
We will screen all enrolled Title XIX and XXI pregnant members for high risk factors to 
engage high risk obstetrical care management services as early as possible. The 
identification channels to identify pregnant women include:  


 Welcome calls which include the health risk assessment 


 DHCFP eligibility files 
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 State notification of pregnancy files 


 Hospital census reports  


 Claims file data 


 Laboratory reports 


 Provider referrals 


 Self-referrals  


Also included in the welcome packet which is mailed to the member is the health risk 
assessment (HRA). The HRA includes questions which include Are you pregnant? When are 
you due? Additionally, these HRA questions are part of outbound calls to female 
members. 


We take an active role in educating our members about the availability of family 
planning services including but not limited to education and counseling, physical exams, 
pregnancy testing and contraceptives. Upon enrollment, we provide members with 
information about the availability of family planning services through our member 
handbook. The handbook advises that family planning services are available at no cost 
and without a referral. Additional information about family planning services is 
available through our member website. The member website includes helpful 
information on a wide variety of family planning-related topics including contraception 
and pregnancy tests. For those members who are pregnant, we provide a variety of 
tools and educational resources to promote family planning services. Our Mommy & 
Babies Matter book, provided to all pregnant members, offers valuable information 
about family planning services. Those members enrolled in perinatal case management 
receive additional education about family planning services and support in accessing 
these services after the birth of the baby. 


We are focused on person-centered services that provide tools and information needed 
for effective family planning allow the members to reach personal health goals. We 
strive to offer an extensive network of contracted family planning clinics, and we allow 
members freedom of choice for family planning services or supplies. In accordance with 
our policies and State requirements, we cover family planning services and supplies 
provided by any Medicaid provider.  


We encourage our members to receive family planning services through our network of 
providers to ensure coordination of the member’s total care. Family planning clinics are 
an important component of our network development plan, and we will extend contracts 
to all identified Nevada family planning clinics. We have learned first-hand, through our 
meetings with local providers and advocates the challenges members face in rural and 
frontier areas. 


We ensure that our members have the freedom to receive family planning services and 
related supplies from appropriate Medicaid providers outside our provider network 
without restrictions by: 


 Removing all referral requirements from family planning services and related 
supplies 


 Configuring our core processing system to pay the Medicaid provider at no less than 
the Medicaid rate in effect on the date of service 


 Educating members on freedom of choice through all avenues of member 
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communication including the member handbook, member newsletter, member service 
and care management touch points 


 Educating providers on freedom of choice through our provider contracts, provider 
handbook and all other avenues of provider communication  


OBSTETRICAL CASE MANAGEMENT 
A member’s PCP, OB provider, or other health care professional will be required to refer 
the member who is determined to be at risk for preterm birth or poor pregnancy 
outcome to the our case manager.  


We will provide obstetrical case managers to provide assistance to members with 
high-risk pregnancies by providing support through the pregnancy and providing 
education which results in healthier mothers and newborns.  


For example, to diminish the stress of having a baby in the Natal Intensive Care Unit 
(NICU), we have the processes in place to facilitate a safe transition home for the baby. 
Our case managers offer specialized support for the family when the baby is admitted to 
the NICU. In addition, our OB case managers can arrange visits for high-risk members. 
We will also assist members in contacting the appropriate agencies for the coordination 
of care with non-covered or carved out vendor services. 


The table below includes examples of the types of programs that we currently provide in 
other states. 


IMPROVING BIRTH OUTCOMES AND HEALTH OF NEWBORNS 


Program Name Program Description 


Breast Pump Provides electric breast pumps for mothers with newborns. Prior 
authorization is required. 


Cell Phone FREE cell phone to members with high-risk pregnancies engaged in a 
case management program and who do not have a telephone. Cell 
phone would include unlimited text messaging and programmed 
numbers for the member’s doctor, case manager and social worker.  


Childbirth and 
Breastfeeding Classes 


Eligible members attend childbirth and breastfeeding education 
classes at no cost to the member. 


Maternity Program This program provides the availability of an OB nurse 24 hours a day, 
seven days a week to provide support, 17P home administration, 
weekly assessments, education and high-risk pregnancy monitoring. 


Maternity Support 
Hose and Belts 


All pregnant members are eligible to receive maternity support hose 
and belts. 


Meals Homebound pregnant members receive meal vouchers for Meals on 
Wheels. 


 


3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site 
reviews as needed to validate coordination and assess medical management of prenatal care 
and high-risk pregnancies. 


We understand and will comply with the provisions of Section 3.4.13.1. We understand 
that the DHCFP and/or the External Quality Review Organization (EQRO) will conduct 
on-site reviews as needed to validate coordination and assess medical management of 
prenatal care and high-risk pregnancies. 
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3.4.12.3 Obstetrical Global Payment  


A. Length of time that the pregnant woman is enrolled with the vendor is not a 
determining factor in payment to the obstetrician. Payment to the delivering 
obstetrician for normal routine pregnancy shall be based upon the services and number 
of visits provided by the obstetrician to the pregnant woman through the course of 
pregnancy. Payments are determined by Current Procedural Terminology (CPT) codes 
submitted by the provider. The vendor must provide separate payment for covered 
medically necessary services required as a result of a non-routine pregnancy.  


B. A global payment will be paid to the delivering obstetrician, regardless of network 
affiliation, when the recipient has been seen seven (7) or more times. If the obstetrician 
has seen the recipient less than seven (7) times, the obstetrician may be paid according 
to a negotiated rate of less than the FFS rates established for pregnancy-related CPT 
codes.  


C. Network Providers 


1. For all cases, the vendor must have policies and procedures in place for 
transitioning the eligible pregnant recipient to a network provider.  


a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, 
if at all possible.  


D. Non-network Providers 


The vendor may reimburse a non-network provider at a negotiated rate of less than the 
FFS rates established for pregnancy-related CPT codes. 


E. New Recipients within the Last Trimester of Pregnancy 


A pregnant woman who is enrolled with the vendor within the last trimester of 
pregnancy must be allowed to remain in the care of a non-network provider if she so 
chooses. The vendor must have policies and procedures for this allowance.  


F. Prior Authorization  


The vendor’s prior authorization policies and procedures must be consistent with the 
provision of prenatal care in accordance with community standards of practice. The 
DHCFP, at its discretion, may require removal of the prior authorization requirement 
for various procedures based on reported approval data and any other relevant 
information. The vendor is required to provide written notification to all affected 
network providers within thirty (30) days of the end of a reported quarter regarding the 
elimination of the prior authorization requirement.  


G. Certified Nurse Midwife Services  


The vendor must make certified nurse midwife services available to recipients if such 
services are available in the vendor's service area. If the vendor does not have a 
contract for said services, the vendor may pay the certified nurse midwife provider 
according to a negotiated rate not to exceed the FFS rates established for pregnancy-
related CPT codes.  


H. Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 


1. When a recipient gives birth to a live infant of any gestational age, and there is an 
accompanying provider claim for the delivery, the vendor will receive the full 
Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick 
payment for either a miscarriage or stillbirth, the recipient must be in the third 
trimester of pregnancy, which commences with the twenty-seventh (27th) week of 
gestation, when the miscarriage or stillbirth occurs. However, only one Maternity 
Kick payment will be processed per delivery episode regardless of how many 
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babies are delivered. Maternity Kick claim adjudication will be initiated upon 
electronic receipt of birth information via the Provider Supplied Data File. The 
Provider Supplied Data File will specifically include: Provider Number, Record 
Type, Record Creation Date, Recipient Billing ID Number, Recipient Name, 
Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth Provider Number, 
Birth Location, and Gestational Weeks Pregnant. Additional birth information may 
be requested to complete SOBRA financial reporting. Vendor shall provide 
documentation required for verification within 21 calendar days of request by the 
DHCFP. Failure to comply may result in rejection of the SOBRA claim in 
question. 


2. The Maternity Kick Payment is intended to offset most of the costs to the vendors 
for costs associated specifically with the covered delivery of a child, including 
prenatal and postpartum care. Ante partum care is included in the capitation rate 
paid for the mother. Costs of care for the newborn are included in the newborn 
capitation rate. 


3. The DHCFP will not pay a SOBRA payment when there is no accompanying 
provider claim for the delivery. 


4. Maternity Kick Payment requests must be submitted within 270 days from date of 
delivery. The DHCFP will process and pay requests for payment within 30 days of 
receipt of the verifiable SOBRA request as defined in the Forms & Reporting 
Guide. 


I. Family Planning Services 


1. The vendor is prohibited from restricting the recipient’s free choice of family 
planning services and supplies providers. Federal regulations grant the right to any 
recipient of childbearing age to receive family planning services from any 
qualified provider, even if the provider is not part of the vendor’s provider 
network. The vendor may not require family planning services to be prior 
authorized. Family planning services are provided to recipients who want to 
control family size or prevent unwanted pregnancies. Family planning services 
may include education, counseling, physical examinations, birth control devices, 
supplies, and Norplant. 


2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for 
recipients twenty-one (21) years of age or older. Tubal ligations and vasectomies 
to permanently prevent conception are not covered for any recipient under the age 
of twenty-one (21) or any recipient who is adjudged mentally incompetent or is 
institutionalized.  


3. The vendor must, at a minimum, pay qualified out-of-network providers for family 
planning services rendered to its recipients at the FFS rate paid by the DHCFP. 
The vendor will be responsible for coordinating and documenting out-of-plan 
family planning services provided to its recipients and the amounts paid for such 
services. 


J. Abortions 


1. The vendor may only cover abortions in the following situations: 


a. If the pregnancy is the result of an act of rape or incest; or 


b. In the case where a woman suffers from a physical disorder, physical injury, 
or physical illness, including a life-endangering physical condition caused by 
or arising from the pregnancy itself, which would, as certified by a physician, 
place the woman in danger of death unless an abortion is performed. 


No other abortions, regardless of funding can be provided as a benefit under 
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the contract. 


K. Low Birth Weight Babies 


The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a 
low birth-weight supplemental payment for vendors. This amount will be determined 
by the State’s actuary, and will remain budget neutral to the State. Money drawn from 
the 0 - 1 age group will be distributed in an actuarially sound manner to offset expenses 
to any vendor that receives a disproportionately large number of low birth weight 
babies. It is not expected that the money will end up evenly distributed between the 
vendors, nor is it expected that these supplemental payments will fully offset the actual 
medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting vendor and the DHCFP as 
meeting the criteria for payment, any claims will be paid within 30 days of receipt by 
the DHCFP. The distribution will be incident based throughout the year and there will 
be no requirement for bundling of claims by the vendors. Although incident based, it is 
not limited by birth episode criteria but rather will be paid out for each child delivered; 
i.e. twice for twins, three times for triplets, etc. The weight to be considered low birth 
weight will be determined by the State with the mutual agreement of the State’s 
actuary and both vendors, and with the understanding that the actual weight in grams 
may be considered very low birth weight, or worse, by some national standards. 


The low birth weight funds determined by the State’s actuary are drawn from what 
would otherwise be paid in the form of capitation. Because the methodology applied 
must be neutral to the State, and there exists the possibility that, should enrollment 
trend exceed expectations, a deficit or surplus may occur. The number of low birth 
weight payments made during a plan year will be a function of caseload using a 
methodology determined by the DHCFP and its actuary and will adjudicate in 
accordance with birth date and time. No supplemental payments will be made for 
deliveries beyond the number funded. Conversely, should deliveries fall short of the 
number funded, any surplus will be paid back to the plans as in a manner determined 
by the State’s actuary, and mutually agreed upon by the vendors. 


L. Immunizations 


The vendor shall require its network providers to enroll and participate in the Vaccines 
for Children Program (VFC), which is administered by the DPBH. The Immunization 
Program will review and approve provider enrollment requests. The vendor shall 
require VFC enrolled providers to cooperate with the DPBH for purposes of 
performing orientation and monitoring activities regarding VFC Program requirements. 


Upon successful enrollment in the VFC Program, providers may request state supplied 
vaccine to be administered to recipients through eighteen (18) years of age in 
accordance with the most current Advisory Committee on Immunization Practices 
(ACIP) schedule and/or recommendation, and following VFC program requirements as 
defined in the VFC Provider Enrollment Agreement. 


The vendors must reimburse the VFC provider for the administration of vaccinations 
when immunizations were provided to their enrolled recipients. 


We understand and will comply with the provisions of Section 3.4.13.2 (A-L). 


OBSTETRICAL GLOBAL PAYMENTS 
We will meet the state’s requirements and pay the obstetrical global charges to 
providers as required by 3.4.12.3 (A-L). We have processes in place which have policies 
established for obstetrical global payment. These address the length of time that a 
pregnant woman is enrolled in the health plan, which is not a determining factor in 
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payment made to the obstetrician.  


Payment to the delivering obstetrician for a normal routine pregnancy would be based 
on the services and number of visits provided by the obstetrician though the term of the 
pregnancy. Payments are determined by the CPT codes submitted by the provider who 
performed seven or more prenatal visits, delivered the baby and provided postpartum 
care. At that time, the provider would bill global OB codes and be reimbursed the full 
global delivery rate. For fewer than seven prenatal visits, we would reimburse the 
provider according to the Medicaid Fee-for-Service (FFS) visit-by-visit schedule. Network 
obstetricians will be reimbursed at the full FFS rates for obstetrical services.  


NETWORK PROVIDERS 
We have policies and procedures in place for transitioning eligible pregnant members 
new to our plan to a network provider. We will allow the member to continue with her 
OB/GYN, if at all possible. 


NON-NETWORK PROVIDERS 
Non-network obstetricians may be reimbursed at a negotiated rate less than the FFS 
rates established for pregnancy-related CPT codes. New members who are within their 
last trimester will be allowed to remain in the care of an out-of-network provider if they 
choose. 


NEW RECIPIENTS WITHIN THE LAST TRIMESTER OF PREGNANCY 
New members who are within their last trimester will be allowed to remain in the care 
of an out-of-network provider, if they choose. We currently have the policies and 
procedures in place to support this requirement. 


PRIOR AUTHORIZATION 
Our policies and procedures are consistent with the provision of prenatal care in 
accordance with the community standards of practice. We understand that the DHCFP 
may, at its discretion, require removal of the prior authorization (PA) requirement for 
various procedures based on reported approval data. 


We will notify, in writing, all affected providers of the elimination of the PA 
requirement within 30 days of the end of a reported quarter. 


CERTIFIED NURSE MIDWIFE SERVICES 
We will make certified nurse midwife services available to members if these services are 
available in our service area. If we do not have a contract for these services, we may 
pay the certified nurse midwife provider according to a negotiated rate not to exceed 
the FFS rates established for pregnancy-related CPT codes.  


MATERNITY KICK PAYMENT (SIXTH OMNIBUS BUDGET RECONCILIATION ACT AKA SOBRA) 
We understand that upon the member giving birth to a live infant of any gestational 
age, and if there is an accompanying provider claim for the delivery, we will receive the 
full Maternity Kick payment. We also understand that in order to qualify for a Maternity 
Kick payment for a miscarriage or stillbirth, the member must be in the third trimester 
of pregnancy, which commences with the 27th week of gestation, when the miscarriage 
or stillbirth occurs. We understand that only one Maternity Kick payment will be 
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processed per delivery episode regardless of how many babies are delivered.  


The Maternity Kick claim adjudication will be initiated upon electronic receipt of birth 
information via our provider supplied data file. The data file will specifically include:  


 Provider Number  Birth Location   Recipient Name 


 Record Type  Recipient SSN  Delivery Date 


 Record Creation Date  Birth Indicator  Gender 


 Birth Provider Number  Recipient Billing ID 
Number 


 Gestational Weeks 
Pregnant 


We understand that additional birth information may be requested to complete SOBRA 
financial reporting. We will provide documentation required for verification within 21 
calendar days of request by the DHCFP. We understand that failure to comply may result 
in rejection of the SOBRA claim in question. 


Offsetting Most Costs 
We understand that the Maternity Kick payment is intended to offset most of the costs 
associated specifically with the covered delivery of a child, including prenatal and 
postpartum care. Ante partum care is included in the capitation rate paid for the 
mother and costs of care for the newborn are included in the newborn capitation rate. 


The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim 
for the delivery. 


Submitting Maternity Kick Payment Requests 
Maternity Kick payment requests will be submitted within 270 days from date of 
delivery. We understand that the DHCFP will process and pay requests for payment 
within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & 
Reporting Guide. 


FAMILY PLANNING SERVICES 
We are prohibited from restricting the member’s free choice of family planning services 
and supplies providers. We understand that federal regulations grant the right to any 
recipient of childbearing age to receive family planning services from any qualified 
provider, even if the provider is not part of our provider network. We will not require 
family planning services to be prior authorized. Family planning services are provided 
to members who want to control family size or prevent unwanted pregnancies. Family 
planning services will include education, counseling, physical examinations, birth control 
devices, supplies and Norplant. 


We understand pursuant to MSM Chapter 600, tubal ligations and vasectomies are 
included for members 21 years of age or older. Tubal ligations and vasectomies to 
permanently prevent conception are not covered for any member under the age of 21 or 
who is adjudged mentally incompetent or is institutionalized.  


We will, at a minimum, pay qualified out-of-network providers for family planning 
services rendered to our members at the FFS rate paid by the DHCFP. We will be 
responsible for coordinating and documenting out-of-plan family planning services 
provided to our members and the amounts paid for such services. 
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ABORTIONS 
We will only cover abortions in the following situations: 


a. If the pregnancy is the result of an act of rape or incest; or 


b. In the case where a woman suffers from a physical disorder, physical injury, or 
physical illness, including a life-endangering physical condition caused by or arising 
from the pregnancy itself, which would, as certified by a physician, place the woman 
in danger of death unless an abortion is performed. 


No other abortions, regardless of funding can be provided as a benefit under the 
contract. 


LOW BIRTH WEIGHT BABIES 
We understand that the capitation payment for the 0-1 age group will be adjusted to 
allow funding for a low birth-weight supplemental payment for vendors. This amount 
will be determined by the State’s actuary, and will remain budget neutral to the State. 
Money drawn from the 0-1 age group will be distributed in an actuarially sound manner 
to offset expenses to any plan that receives a disproportionately large number of low 
birth weight babies. It is not expected that these funds will end up evenly distributed 
between the plans, nor is it expected that these supplemental payments will fully offset 
the actual medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting plan and the DHCFP as meeting the 
criteria for payment, any claims will be paid within 30 days of receipt by the DHCFP. 
The distribution will be incident based throughout the year and there will be no 
requirement for bundling of claims by the plans. Although incident based, it is not 
limited by birth episode criteria but rather will be paid out for each child delivered; i.e. 
twice for twins, three times for triplets, etc. The weight to be considered low birth 
weight will be determined by the State with the mutual agreement of the State’s actuary 
and the plans, and with the understanding that the actual weight in grams may be 
considered very low birth weight, or worse, by some national standards. 


The low birth weight funds determined by the State’s actuary are drawn from what 
would otherwise be paid in the form of capitation. Because the methodology applied 
must be neutral to the State, and there exists the possibility that, should enrollment 
trend exceed expectations, a deficit or surplus may occur. The number of low birth 
weight payments made during a plan year will be a function of caseload using a 
methodology determined by the DHCFP and its actuary and will adjudicate in accordance 
with birth date and time. No supplemental payments will be made for deliveries beyond 
the number funded. Conversely, should deliveries fall short of the number funded, any 
surplus will be paid back to the plans as in a manner determined by the State’s actuary, 
and mutually agreed upon by the plans. 


IMMUNIZATIONS 
We will require our network providers to enroll and participate in the Vaccines for 
Children Program (VFC), which is administered by the DPBH. We understand that the 
Immunization Program will review and approve provider enrollment requests. We will 
require VFC-enrolled providers to cooperate with the DPBH for the purposes of 
performing orientation and monitoring activities regarding VFC Program requirements. 


We understand that upon successful enrollment in the VFC Program, providers may 
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request state supplied vaccines to be administered to recipients through 18 years of age 
in accordance with the most current Advisory Committee on Immunization Practices 
(ACIP) schedule and/or recommendation, and following VFC program requirements as 
defined in the VFC Provider Enrollment Agreement. 


We will reimburse the VFC provider for the administration of vaccinations when 
immunizations were provided to their enrolled recipients. 


 


3.4.13 Mental Health Services 


Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled recipients.  


3.4.13.1 Mental Health Parity 


A. The vendor must not apply any treatment limitation to mental health or substance use 
disorder benefits in any classification that is more restrictive than the predominant 
treatment limitation of that type applied to substantially all medical/surgical benefits in 
the same classification furnished to recipients. Whether a treatment limitation is a 
predominant treatment limitation that applies to substantially all medical/surgical 
benefits in a classification is determined separately for each type of financial 
requirement or treatment limitation.  


B. The vendor may not impose a nonquantitative treatment limitation for mental health or 
substance use disorder benefits in any classification unless, under the policies and 
procedures of the vendor as written and in operation, any processes, strategies, 
evidentiary standards, or other factors used in applying the nonquantitative treatment 
limitation to mental health or substance use disorder benefits in the classification are 
comparable to, and are applied no more stringently than, the processes, strategies, 
evidentiary standards, or other factors used in applying the limitation for medical/ 
surgical benefits in the classification. Nonquantitative treatment limitations include: 


1. Medical management standards limiting or excluding benefits based on medical 
necessity or medical appropriateness, or based on whether the treatment is 
experimental or investigative; 


2. Formulary design for prescription drugs; 


3. Network tier design (such as preferred providers and participating providers); 


4. Standards for provider admission to participate in a network, including 
reimbursement rates; 


5. Methods for determining usual, customary, and reasonable charges; 


6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost 
therapy is not effective (also known as fail-first policies or step therapy protocols); 


7. Exclusions based on failure to complete a course of treatment; 


8. Restrictions based on geographic location, facility type, provider specialty, and 
other criteria that limit the scope or duration of benefits for services provided; and 


9. Standards for providing access to out-of-network providers. 


C. The following classifications of benefits are the classifications used in applying mental 
health parity: inpatient services, outpatient services, emergency care, and prescription 
drugs. 


D. The vendor must complete analysis of its compliance with mental health parity and 
provide documentation to the DHCFP of this compliance by September 15, 2017. 
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3.4.13.2 The vendor shall provide the following services: 


A. Inpatient Psychiatric Services 


1. To enable access to care, the vendor may provide services in alternative inpatient 
settings that are licensed by the State of Nevada, in lieu of services in an inpatient 
hospital such as Institutions for Mental Diseases (IMDs). These alternative settings 
must be lower cost than traditional inpatient settings. 


2. The vendor is required to negotiate in good faith with Southern Nevada Adult 
Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health 
Services (NNAMHS). 


B. Mental Health Outpatient Clinic 


The vendor shall develop and provide information to the DHCFP on their incentives 
encouraging diversions from emergency rooms and psychiatric hospital placement into 
outpatient clinics, when appropriate.  


C. Mental Health Rehabilitative Treatment Services; 


D. Psychologist; 


E. Outpatient Psychiatric; 


F. Residential Treatment Center (RTC); 


G. Case Management; 


H. Habilitation Services: 


I. Methadone Treatment; and 


J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 


 


We understand and will comply with each of the provisions in Section 3.14.13 including 
each of the provisions related to parity in Section 3.14.13.1 and each of the elements of 
covered mental health and substance use treatment services outlined in 3.14.13.2. 


OFFERING A HOLISTIC APPROACH TO MENTAL HEALTH SERVICES 
We address members’ behavioral health, physical health and psychosocial 
needs in a single integrated fashion to help them find a lifetime of recovery 
and achieve optimal outcomes for their health and wellness. Our focus is on 
helping members achieve their personal recovery and resiliency goals so they 
can live and thrive in their homes and communities. Our behavioral health 
services and programs are designed to mitigate the use of unnecessary 


emergency room and inpatient hospital services with an intense focus on outpatient, 
intensive outpatient, community-based habilitation, peer support, crisis and 
alternative-to-hospital services.  


ENSURING MEMBERS HAVE ACCESS TO MENTAL HEALTH SERVICES 
We consistently take affirmative steps to make sure members have access to covered, 
medically necessary mental health services as defined in 3.14.13, and go beyond the 
basic requirements.  


To do this, we build behavioral health into our standard screenings and comprehensive 
assessments for all members. Behavioral health conditions are fully integrated into our 
algorithms for identifying member needs and stratifying members for case management. 
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Our case management protocols allow us to quickly assign the right specialty to 
individual needs. Our behavioral health medical directors and clinicians work side-by-
side with our physical health professionals which allows for seamless referrals between 
and among them as well as effective case rounding for members with more complex and 
co-morbid conditions. We have dedicated approaches to discharge planning for 
behavioral health that are based on evidence-based guidelines to predict the risk of 
readmission and help us target members for interventions. In one program, we saw a 26 
percent increase in 7-day follow-up after hospitalization (FUH) through a targeted 
investment in discharge coordination.  


We include the full range of behavioral health providers in our network and provide 
service representatives who have expertise in working with our providers. We support 
co-location to ensure access for members, and monitor closely any gaps in access based 
on several potential factors including, but not limited to, over and under-utilization 
data, member grievances, provider complaints, staff concerns and state partner input. 
We also leverage new technologies like telehealth and web-based therapy programs to 
help us reach members when there is a shortage of mental health providers in their 
area. Additionally, we support and facilitate consultation between PCPs and behavioral 
health specialists as needed to empower PCPs to better manage behavioral health 
conditions as appropriate.  


MENTAL HEALTH PARITY 
We do not impose benefit limits for mental health or substance use disorder services. 
We do not impose a nonquantitative treatment limitation for mental health or substance 
use disorder benefits in accordance with Section B of 3.4.13.1. Additionally, we do not 
require prior authorization for routine outpatient mental health and substance use 
disorder services for participating providers or for emergency medical and post-
stabilization services or for crisis stabilization services. We understand that the 
following classifications of benefits are the classifications used in applying mental 
health parity: inpatient services, outpatient services, emergency care and prescription 
drugs. 


ENSURING COMPLIANCE WITH THE MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT 
We fully support the goals of the Mental Health Parity and Addiction Equity Act 
(MHPAEA), which generally prevents certain health plans that provide mental health or 
substance use disorder benefits from imposing less favorable benefit limitations on 
those benefits than on medical/surgical benefits. To date, we have executed our current 
business to support all aspects of the MHPAEA and will continue to analyze and monitor 
compliance with parity, understanding that we will be required to provide 
documentation of our compliance to DHCFP by September 15, 2017. 


We have been reviewing all of our current behavioral health benefits, prior 
authorization programs and other utilization management policies to identify any 
changes that will need to be made to ensure continued compliance. We have begun to 
implement changes to reflect the MHPAEA provision. Given our already integrated 
approach, our analysis has shown that we are already in an excellent position with 
respect to parity requirements and, in some cases, are ahead of the curve.  


PROVIDING MENTAL HEALTH SERVICES 
We will provide the full range of covered mental health services as part of the core 
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Program Success 
 


In one state, our efforts produced a 
15% decline in emergency room 
visits based on claims processed 


over a 10 month period.  


benefit package in line with Nevada Medicaid and Check Up requirements. These are the 
same services we routinely cover including: 


 Inpatient Psychiatric Services 


 Mental Health Outpatient Clinic 


 Mental Health Rehabilitative Treatment Services 


 Psychologist 


 Outpatient Psychiatric 


 Residential Treatment Center (RTC) 


 Case Management 


 Habilitation Services 


 Methadone Treatment 


 Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 


Additionally we will cover behavioral health medications as approved by the state.  


Services in Lieu of Inpatient Setting 
We understand that we may provide service in alternative inpatient settings that are 
licensed by the State of Nevada, in lieu of services in an inpatient hospital such as 
Institutions for Mental Diseases (IMDs). We understand these alternative settings must 
be lower cost than traditional inpatient settings. 


We will work with DHCFP to get approval for any alternative to inpatient services, such 
as crisis stabilization or 23-hour observation as appropriate and based on analysis of 
utilization data and quality outcome metrics.  


Working with Local Mental Health Centers 
We have a strong history of working with Community Mental Health Centers and will 
negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and 
Northern Nevada Adult Mental Health Services (NNAMHS). 


Emergency Room and Psychiatric Hospital Diversion Programs: Getting Members the 
Right Services at the Right Time 
Our clinical informatics team routinely produces and 
analyzes emergency room and inpatient hospital data 
down to the member, PCP and diagnosis level. This allows 
us to design specific program to address the real drivers 
behind unnecessary ER and inpatient use. For example, in 
one state, we know that our major behavioral health 
emergency room diagnosis for age 0 to 12 is oppositional 
defiance, age 13 to 18 major depressive disorder and age 
18 and above anxiety order. That data is further broken down by provider, and it allows 
us to target programs and support like provider incentives and education to those 
conditions. We will also work to obtain emergency room logs from high volume facilities 
for use by our case management team which helps us more quickly spot higher utilizers 
and quickly place them in case management for immediate intervention.  


Utilization data for ER as well as inpatient admissions and readmissions is reported to 
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the Utilization Management Advisory Committee (UMAC), which includes a participating 
psychiatrist, where they discuss trends and recommendations for broad action that 
could include such things as developing a new benefit or service and enhanced 
connections with community partners to address social determinants of health. We also 
use this data to inform and support specific quality improvement initiatives that 
address emergency room over-utilization rates. 


Some of the strategies we use to encourage diversions from emergency rooms and 
psychiatric hospital placement into outpatient clinics include, but are not limited to: 


 Field-based case management: this allows us to combat inappropriate ER use in real 
time as well as support members discharging from inpatient stays to avoid 
readmission and members in crisis before they go to the ER. 


 Structured incentives for providers: based on 7-day FUH rates or ER utilization 
rates, we have the ability to structure provider incentives that address specific 
behavioral health metrics to help drive more effective interventions at the primary 
care or mental health provider level. 


 Condition Specific Services: We have piloted programs in collaboration with 
providers to offer condition specific services and education for children with acute 
behavioral health needs. Under one program, licensed clinicians are available 24/7 
to the member and the family to help with hospital and emergency room diversion. 


 Nurse Line: Our 24-hour nurse line team uses a nationally recognized triage decision-
making tool to assist the member in deciding whether to see their doctor, contact the 
crisis line or seek immediate emergency care. Our nurse line plays a pivotal role in 
reducing emergency room utilization for behavioral health conditions by directing 
members to the most appropriate site for care and, in return, lowering the cost of 
care. 


 Behavioral Health Crisis Line: We provide members with access to a 24-hour 
behavioral health crisis line. Should a member contact the 24/7 behavioral health 
crisis line, the call is answered by a specially trained non-clinician within established 
time frames for call handling. If the call is a true crisis call, a behavioral health 
clinician immediately joins the call to assess, support and manage the situation for 
the most timely and effective outcome for the member in need. Crisis calls are 
triaged and the appropriate intervention arranged based on the member’s needs. 


 Health Information Exchange (HIE): The HIE infrastructure allows for near real-time 
notification of emergency room use. We would like to work with HealthHIE Nevada to 
strengthen our ability to receive admit discharge transfer (ADT) notifications. 


 Enhanced Member Identification and Stratification: We are enhancing our algorithms 
to include several new data sources align with existing information from health risk 
assessments and our new evidence-based behavioral health specific discharge risk 
assessment tools to continuously improve identification of members for risk 
stratification and interventions targeted at reaching those most vulnerable for 
poorer outcomes including unnecessary ER and inpatient utilization. Additionally, we 
will be adding new data sources such as zip code socioeconomic data as well as a 
compliance index based on a member’s adherence to clinical treatment. 


 Alternative Therapy Tools: We offer a web-based self-management tool for 
depression, anxiety, substance use disorders and insomnia. 
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 Embedding staff in high-volume facilities: We have developed strategies around 
dedicated or embedding specific behavioral health case managers into certain 
facilities to help navigate the challenges to discharge planning and case management 
to help reduce hospital readmissions. 


 Addressing Chronic Homelessness: We recognize that residents who are homeless or 
who have housing challenges represent one population who rely heavily on the 
emergency room as the main site of care, particularly behavioral health care. To 
support our homeless members’ access to behavioral health, physical health services 
and housing, we have untaken multiple initiatives in collaboration with our social 
services partners that include targeted referral and coordination programs between 
us, homeless shelters and providers; support for street medicine programs; and 
hosting “housing-first” activities to help individual members as well as communities 
organize around housing issues. We have been meeting with and working closely with 
several homeless social service resources in Nevada to build a specific Nevada 
strategy to support these initiatives. 


3.4.14 Coordination with Other Vendors and Other Services 


3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement 
procedures to coordinate services it may provide to the recipient with the services the 
recipient may receive from any other vendor including dental. Upon request or notification 
of need, the vendor is required to communicate with other vendors serving the recipient the 
results of its identification and assessment of any special health care needs to ensure that 
services are not duplicated, and to ensure continuity of care. The vendor’s procedures must 
ensure that, in the process of coordinating care, each recipient’s privacy is protected 
consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health 
Insurance Portability and Accountability Act (HIPAA)]. 


We understand and will comply with the provisions defined in Section 3.4.14.1.  


COORDINATING SERVICES WITH OTHER VENDORS SERVING RECIPIENTS 
We have a long history of serving members with complex, co-morbid and chronic needs, 
many of whom interact with a number of different service providers and coordination 
entities. For all of our members, but particularly those with special health care needs, 
we focus our coordination processes on ensuring continuity of care with a strong 
emphasis on not duplicating efforts. For instance, if a member is already receiving care 
management services through a different fee-for-service program or other vendor, we 
would work to ensure a single integrated person-centered care treatment plan rather 
than having multiple plans and multiple interdisciplinary care teams.  


We have a number of tools that help us coordinate closely with various vendors or fee-
for-service programs with whom our members may be engaging. Some of these include:  


 Interdisciplinary care teams: Depending on the role of the other vendor or service 
provider, the needs and history of the member and priority of conditions, we will 
either engage in a team developed by the other entity or engage the other entity in 
the member’s care team. 


 Rounds: Our medical directors and clinical staff routinely conduct case rounds with 
outside parties to help address a variety of member needs. 


 Dedicated clinical liaisons: We often designate special expertise within our clinical 
teams to liaison with other entities. For instance, we could have someone 
specifically designated to provide juvenile justice case coordination. 
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 Internal and external training on special health care needs: We make sure our staff, 
our providers and our community partners understand the roles of different vendors 
and agencies serving our members so we can work more seamlessly together. 


 HIPAA-compliant health data and care plan exchange: We have established methods 
to exchange HIPAA-compliant health data and care plans with other vendors and 
entities, including the use of standard forms. We work with what works best for 
individual entities we are coordinating with, so fax or electronic exchange (as long 
as it meets confidentiality and security requirements) are common methods of 
exchange.  


 Formal referral processes: We develop written policies and procedures for handling 
referrals to other vendors as well as from other vendors.  


 Medical management platform: Our fully integrated single instance system supports 
a medical management platform that allows for automated management tools and a 
360-degree view of our members so all member-facing staff can have insight into 
member needs and other vendors or agencies involved with a member’s care. 


 Warm phone transfer: Our phone system supports a warm transfer to any outside 
entity to facilitate high quality customer service. We routinely warm transfer 
members to enrollment brokers, state offices, behavioral health crisis lines, provider 
offices, other MCOs, external fraud and abuse hotlines, and other case management 
programs.  


COORDINATING WITH A DENTAL VENDOR 
To facilitate the coordination of dental benefits with our members, and a dental 
benefits manager, we can designate a case coordinator to serve as a liaison with the 
vendor. We locate this function within the scope of our case management program 
because we know it will promote integration and coordination of all the pieces of the 
member’s overall health. The designated liaison will serve to continually educate 
colleagues on how to make referrals to the dental benefits manager and ensure the lines 
of communication and referral processes between our two entities remain productive. 
We would support a multi-payer effort to streamline the referral process and would be 
eager to work with DHCFP to help develop the forms and necessary business agreements 
to make reciprocal referral effective and efficient. 


One of the critical tools we use in many states to help the children we serve maintain 
good oral health care is the EPSDT periodicity schedule and care gap identification. In a 
carved-out model, we would use data provided by our state partners to help populate 
this effort. We view our relationship with the state and the dental service provider as a 
symbiotic one wherein we are all utilizing the information available to ensure the 
member receives all necessary services. 


3.4.14.2 The vendor case managers will be responsible for coordinating services with other 
appropriate Nevada Medicaid and non-Medicaid programs. This coordination includes 
referral of eligible recipients, to appropriate community resources and social service 
programs, including supportive housing. 


We understand and will comply with the provisions defined in Section 3.4.14.2. Our case 
managers will coordinate services with other appropriate Nevada Medicaid and non-
Medicaid programs. Our care model is designed to be flexible to meet the unique needs 
of individual members and includes referral of eligible recipients to appropriate 
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community resources and social service programs, including supportive housing. 


REFERRAL TO COMMUNITY RESOURCES THROUGH CASE MANAGEMENT 
We have a unique approach to connecting members to social service 
resources that includes fully integrating those activities into both our case 
management and recipient services operations. Case managers, as part of 
standard practice, assess social service and environmental needs to connect 
members to those services. This helps us address various social 
determinants of health including such things as food insecurity, lack of 


transportation, caregiver burn-out behavioral health risks and homelessness.  


We identify housing as a critical support tool for our membership and work with both 
formal supportive housing programs to address this critical need among many of our 
members. Particularly in Nevada, we have developed a number of housing initiatives 
working with community resources. Additionally, we often designate housing specialists 
within our care coordination and community outreach teams to help navigate the 
multiple challenges that often come from homelessness or housing insecurity for our 
members. These staff members have expertise in housing challenges and supportive 
housing programs and cross train other staff to help ensure smooth referral and 
coordination with these programs.  


3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for 
recipients with special needs. These recipients may include, but are not limited to: juveniles 
temporarily detained by a state or county agency; seriously emotionally disturbed children, 
adults with severe mental illness and individuals with substance abuse disorders; Children 
with Special Health Care Needs; homeless recipients; recipients with chronic conditions; 
and, women with high-risk pregnancies). Care coordination must address critical issues 
such as out-of-home placement, specialized mental health services and therapies, and needs 
that may typically be filled by community resources and social service programs. 


We understand and will comply with the provisions of Section 3.4.14.3. Specific case 
managers are assigned to recipients with special needs as described in Section 3.14.4.3 
to ensure continuity of care. Our case managers review all issues and care gaps present 
with the member’s care including critical issues such as out-of-home placement, 
specialized mental health services and therapies, as well as needs that may typically be 
filled by community resources and social service programs. They are experienced with 
all aspects of care and are well versed in the resources available to recipients with 
special needs.  
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3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS 


3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. 
The vendor shall establish and implement enrollment procedures and maintain applicable enrolled 
recipient data.  The vendor shall accept each recipient who is enrolled in or assigned to the vendor 
by the DHCFP and/or its enrollment sections and/or for whom a capitation payment has been made 
or will be made by the DHCFP to the vendor.  The first date a Medicaid or Nevada Check Up-
eligible recipient will be enrolled is not earlier than the applicable date in the Vendor’s specified 
contract. 


We understand and will comply with the provisions of Section 3.5.1. We have procedures 
in place for enrollment and maintaining applicable enrolled member data. Millions of 
Medicaid recipients have been successfully enrolled with us.  We maintain the recipient 
data and provide it to the various agencies as required.  We will accept each member 
who is enrolled in or assigned to us by the DHCFP and/or for whom a capitation payment 
has been made or will be made by the DHCFP.  The applicable date will be no earlier 
than the applicable date in our contract. 


Our Enrollment Eligibility System (EES) allows us to receive, process and update 
enrollment data daily. This data is received from DHCFP through 834 files delivered on 
the frequency specified by DHCFP. Our system tracks and reconciles each individual 
transaction from receipt through membership update. Our member eligibility processes 
recognize DHCFP as the source of truth for member eligibility and demographic data. 
The system also ensures that members will not be active until the start date of their 
coverage. 


Each transaction received in the 834 files is compared to our Core Processing System 
member tables. We then update our member tables to align with the information from 
DHCFP. This information is generated and executed, ensuring that our member 
information accurately reflects active membership. 


3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.3(d)(1) .  The Vendor acknowledges 
that enrollment is mandatory except in the case of voluntary enrollment programs that meet the 
conditions set forth in 42 CFR 438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the 
basis of health status or need for health services, discriminate against recipients eligible to enroll. 
The vendor will not deny the enrollment nor discriminate against any Medicaid or Nevada Check 
Up recipients eligible to enroll on the basis of race, color or national origin and will not use any 
policy or practice that has the effect of discrimination on the basis of race, color or national origin. 
The vendor must have written policies and procedures for enrolling all eligible populations. The 
vendor will accept as enrolled all recipients appearing on monthly enrollment reports.  The vendor 
may not encourage a recipient to disenroll because of health care needs or a change in health care 
status. Further, a recipient's health care utilization patterns may not serve as the basis for 
disenrollment from the vendor.   


We understand and will comply with the provisions of Section 3.5.2. We acknowledge 
that: 


 Enrollment is mandatory except in the case of voluntary enrollment programs that 
meet the conditions set forth in 42 CFR 438.50(a)  


 Per 42 CFR 438.3(d)(3)(4), we will not, on the basis of health status or need for 
health services, discriminate against recipients eligible to enroll  


 We will not deny the enrollment nor discriminate against any Medicaid or Nevada 
Check Up recipients eligible to enroll on the basis of race, color or national origin 
and will not use any policy or practice that has the effect of discrimination on the 
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basis of race, color or national origin 
 We must have written policies and procedures for enrolling all eligible populations 
 We will accept as enrolled all recipients appearing on monthly enrollment reports 
 We may not encourage a recipient to disenroll because of health care needs or a 


change in health care status 
 A recipient's health care utilization patterns may not serve as the basis for 


disenrollment from our plan 
As a plan solely focused on serving people in government-sponsored health care 
programs for more than 20 years, we have tailored our approach to support 
relationships between our members and their primary care providers (PCP) with the 
unique challenges of our membership in mind. Our strategy places a premium on member 
choice and helps our members make that choice in the most streamlined and efficient 
way possible. Our strategy also recognizes that successful member-PCP relationships 
require engagement from both sides, so we use similar tools of customer service and 
data exchange to support both members and providers in connecting. 
We employ several different strategies to ensure that our members are matched with 
PCPs who are culturally appropriate and can meet their healthcare needs, again, with a 
focus on member choice. We give members multiple ways to make a proactive choice of 
PCP including, but not limited to: 
 Validating the member’s PCP during the initial welcome call and explaining how they 


can change their PCP. 
 Calling a recipient services representative to select a PCP 
 Seeking assistance from a member representative in person or at one of our Welcome 


Rooms  
 Selecting a PCP through our website, which includes a provider search function that 


is built using natural language (i.e. a member can search for “heart” rather than 
“cardiologist”) for ease of member use and to meet health literacy needs of our 
membership 


3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the 
vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of 
the disenrollment.  The recipient may be enrolled with another vendor. 


We understand and will comply with the provisions of Section 3.5.3.  


If the recipient was previously disenrolled from our plan as the result of a grievance 
filed by us, they will not be re-enrolled with us unless they win an appeal of the 
disenrollment.  We understand that the recipient may be enrolled with another vendor. 


Our members are our reason for being, and we work hard to develop a trusting 
relationship with them. Historically, we have found that if we proactively and 
expeditiously address member concerns, members rarely choose to change to another 
MCO. Should a member request disenrollment, we have policies and procedures in place 
to ensure a smooth transition. However, we also work to mitigate member-initiated 
disenrollment by proactively identifying members who may have concerns and working 
quickly to resolve member issues. 


3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in 
situations where eligibility errors have caused an individual to not be properly and timely enrolled 
with the vendor.  In such cases, the vendor shall only be obligated to pay for such services that 
would have been authorized by the vendor had the individual been enrolled at the time of such 
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services.  For in-state providers in these circumstances, the vendor shall pay the providers for such 
services only in the amounts that would have been paid to a contracted provider in the applicable 
specialty.  Out-of-state providers in these circumstances will be paid according to a negotiated rate 
between the vendor and the out-of-state provider.  The timeframe to make such corrections will be 
limited to 180 days from the incorrect enrollment date.  The DHCFP is responsible for payment of 
applicable capitation for the retroactive coverage.  


We understand and will comply with the provisions of Section 3.5.4.  


We will be responsible for services rendered during a period of retroactive enrollment in 
situations where eligibility errors have caused an individual to not be properly and 
timely enrolled with us.  In such cases, we will only be obligated to pay for such services 
that would have been authorized by us had the individual been enrolled at the time of 
such services.  For in-state providers in these circumstances, we will pay the providers 
for such services only in the amounts that would have been paid to a contracted 
provider in the applicable specialty.  Out-of-state providers under these circumstances 
will be paid according to a negotiated rate between us and the out-of-state provider.  
We further understand that the timeframe to make such corrections will be limited to 
180 days from the incorrect enrollment date and that the DHCFP is responsible for 
payment of applicable capitation for the retroactive coverage.  


We have a dedicated enrollment reconciliation team that works in partnership with the 
Revenue Reconciliation team, who are tasked with identifying and correcting enrollment 
discrepancies. Every time we get an 834 file from the DHCFP, we will run a comparison 
between our internal system and the 834 eligibility records. This is done based on rate 
codes. All of the member records which do not fall within the correct rate code are then 
flagged as a discrepancy. These discrepancies are divided into 4 types: 


 Not on remit 
 Not on our system 
 Rate under payment 
 Rate over payment 


An analyst will do a full review and Root Cause Analysis to identify where the 
discrepancy resides. In some instances, we have to make system changes; in others, we 
will inform the DHCFP that there is an error in one of their records.  


3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, 
must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must 
provide the DHCFP with notification of all births and deaths and demographic changes. 


We understand and will comply with the provisions of Section 3.5.5.  


Our member handbook clearly instructs our Medicaid members to contact their 
caseworker if they move or their family sizes changes. It will instruct our Nevada Check 
Up members to contact Nevada Check Up to report such changes. 


Our recipient services representatives are trained to respond to members who indicate a 
change in status, family size, or residence. Further training instructs them on how to 
respond to inquiries regarding enrollment and disenrollment.  


We have a comprehensive training and testing regimen which all recipient services 
representatives must successfully complete prior to servicing our Medicaid members. 
Initial training consists of four-weeks of instructor-led, classroom-based training. The 
training curriculum includes: 
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 A comprehensive overview of the Medicaid program including goals, covered benefits 
(including enhanced benefits), eligibility, member materials, member rights 


 Changes in status, address, family size, enrollment/disenrollment 
 Health plan operations including care management, utilization management 


procedures, providers (both traditional and non-traditional), grievance and appeals 
handling, and disenrollment procedures 


 Cultural competency and sensitivity training  
 Processes for speaking with caregivers and guardians while complying with privacy 


laws 
 Systems and processes including how to assess caller needs, determine urgency (and 


handle the calls accordingly), the processes for call routing (including routing to care 
managers), call escalation, use of translation and interpreter services, and use of 
tools to assist hearing or speech impaired members 


3.5.6 New Enrollment Process 


NEW ENROLLMENT PROCESS 
We recognize that timely and accurate processing of enrollment and eligibility 
information is a critical, foundational success factor in supporting any Medicaid and 
state-based program. To ensure our ability to meet these requirements, we have 
developed and continually invest in our robust, scalable and accurate enrollment and 
membership management platform that is explicitly designed to support the unique 
operational needs of Medicaid enrollment. We will administer member enrollment and 
disenrollment in strict compliance with the requirements of this RFP. 


3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been 
eligible in either program who are not joining an existing case will have the opportunity to 
select their vendor of choice at the time of application, or any time prior to the approval of 
their application.  Absent a choice, the DHCFP will select a vendor for the recipients using 
an auto-assignment algorithm that distributes families between the vendors.  These 
recipients will have ninety (90) days to change their mind and switch to another vendor.  


VENDOR CHOICE 
We understand and will comply with the provisions of Section 3.5.6.1. 


We recognize recipient choice in selecting a vendor and the DHCFP auto-assignment 
algorithm.  We will support our members should they choose to change vendors within 
ninety days of their assignment to us. 


3.5.6.2 Newborns 


A. The vendor is required to report births electronically on a weekly basis to the DHCFP 
via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site. 


B. Medicaid-Eligible Newborns 


The vendor is responsible for Medicaid newborns as of the date of birth, provided the 
mother was actively enrolled or retro-actively enrolled at the date of birth.  


C. Nevada Check Up/CHIP Newborns 


The Head of Household/Mother must notify the DWSS of the newborn within 14 days 
following the delivery in order to qualify to receive coverage from the date of birth. If 
the family into which the baby is born is a Nevada Check Up family currently 
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receiving coverage from the vendor for a sibling of the newborn, and the newborn is 
qualified to receive coverage from the date of birth and is eligible for Nevada Check 
Up, the vendor shall receive a capitation payment and provide coverage for the month 
of birth.  The vendor will also receive a capitation payment and provide coverage for 
all subsequent months that the child remains enrolled with the vendor.  If notification is 
not received as required herein, the newborn will be enrolled as of the first day of the 
next administrative month from the date of notification. 


D. If the mother has other health insurance coverage that provides for 30 days of coverage 
for the newborn, the newborn will be enrolled as of the first day of the next 
administrative month.  If the coverage extends beyond that 30 day period the child will 
not be eligible for Nevada Check Up until after the insurance expires and the child’s 
eligibility is determined under Nevada Check Up eligibility rules. 


NEWBORNS 
We understand and will comply with the provisions of Section 3.5.6.2. 


Based on our experience serving moms and babies in other states, we have developed 
various strategies to identify births and report them to the state. This process begins 
with the identification of expectant mothers – both to make sure they get the care they 
need and to make sure we can identify the child for coverage once born. We identify 
members who are pregnant through a number of methods, including state eligibility 834 
files, referrals from state or community agencies, member or caregiver referrals, 
provider referrals, behavioral health provider referrals, nurse line and crisis line 
referrals. We contact our members who are pregnant at least 60 days prior to their 
scheduled delivery date. In addition to the more routine methods of identifying and 
caring for expectant moms, we will leverage our advocacy programs to identify and 
coordinate care for expectant moms and their babies in the DHCFP program.  


A key step to identifying newborns is to partner with providers effectively. For 
example, we partner with hospitals to receive information at the time of birth. Our 
hospital contracts will include provisions that the hospital should notify us when one of 
our members gives birth. Additionally, we have a robust process to partner with 
facilities on discharge planning. 


All enrollment and eligibility changes we become aware of are made and recorded 
through a single application module for membership information. All changes to this 
information are audited for the change in value, time of change, and user or process 
making the change, including the entry of newborn members, their eligibility 
information, and their birth dates. This provides us with the ability to identify the 
members required to be reported. Our dedicated regulatory reporting team and their 
platform are experienced at creating reports and data extracts in partner-defined 
formats. This team has the demonstrated experience and the systems knowledge to 
meet this requirement through our Medicaid programs in other states, including the 
generation of very similar extracts. Work completed by this team is quality assurance 
validated by an independent team. Our team automates these processes, including 
delivery through the assigned FTP site, using monitored scheduling solutions that will 
ensure timely execution and submission in accordance with the outlined requirements.  


We acknowledge and accept the financial accountability and eligibility rules outlined in 
sections 3.5.6.2.B through 3.5.6.2.D. 
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3.5.6.3 Auto-Assignment Process 


For recipients who do not select a vendor, or who are not automatically assigned to a 
vendor based on family or previous history, the DHCFP will, using an auto-assignment 
algorithm, assign the recipient to a vendor, based upon federally required enrollment 
criteria and the approved Medicaid State Plan. 


AUTO-ASSIGNMENT PROCESS 
We understand and will comply with the provisions of Section 3.5.6.3. We have 
experience with this process through our Medicaid programs in other states. 


3.5.6.4 Automatic Reenrollment 


A. The MCO assignment of returning recipients, those who have been eligible for 
Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending 
on their length of ineligibility.  Those returning recipients who were ineligible for two 
(2) months or less will be returned to their former vendor except in the event that their 
loss of eligibility caused them to miss the annual open enrollment period. Those 
returning recipients who were ineligible for more than two (2) months will be treated 
the same as those newly approved Medicaid and Nevada Check Up recipients who 
have never been eligible in either program described above. 


B. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have 
lost their MCO enrollment for any period of time, will be treated the same as those 
newly approved Medicaid and Nevada Check Up recipients who have never been 
eligible in either program described above.  


Automatic Reenrollment 
We understand and will comply with the provisions of Section 3.5.6.4. We have 
experience with this process through our Medicaid programs in other states.  


3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form) 


DISENROLLMENT REQUIREMENTS AND LIMITATIONS 
Our members are our reason for being and we work hard to develop a trusting 
relationship with them. Historically, we have found that if we proactively and 
expeditiously address member concerns, members rarely choose to change to another 
health plan. Should a member request disenrollment, we have policies and procedures to 
ensure a smooth transition. We mitigate member-initiated disenrollment by proactively 
identifying members who may have concerns and working quickly to resolve their issues. 


3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may 
choose to be voluntarily enrolled in managed care. 


If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from 
the vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be 
reimbursed by FFS. 


ELIGIBLE INDIAN RECIPIENTS 
We understand and will comply with the provisions of Section 3.5.7.1. We have 
experience with this requirement through our Medicaid programs in other states. 


3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health 
Care Needs (CSHCN) and Mental Health Services for Adults:   
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A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the 
option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  
The Nevada Medicaid expansion population, defined as childless adults ages 19-64, 
and the expanded parent and caretakers ages 19-64, who are made eligible as part of 
the Patient Protection and Affordable Care Act expansion population, cannot opt out of 
managed care, where available, based on a determination of serious mental illness 
(SMI). The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED 
to disenroll. However, during the contract period, the State may, at its sole discretion, 
remove the option for SED/SMI Medicaid recipients to be voluntarily disenrolled from 
managed care in the future.  


B. Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients 
must remain enrolled with the managed care organization that is responsible for 
ongoing patient care.  


CSHCN, SED, SMI OR NEVADA CHECK UP RECIPIENTS 
We understand and will comply with the provisions of Section 3.5.7.2. We have 
experience with similar requirements through our Medicaid program in other states. 


3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient 


A. The DHCFP will hold an open enrollment period at least once every twelve (12) 
months.  During open enrollment, recipients are free to change vendors or to remain 
with their current vendor. 


B. Newly approved Medicaid and Nevada Check Up recipients who have never been 
eligible in either program who are not joining an existing case will be allowed to 
change their vendor within the first ninety (90) days of enrollment.  These recipients 
must submit their request in writing to the DHCFP’s fiscal agent to request this change.  


C. Recipients who were ineligible for two (2) months or less will be returned to their 
former vendor except in the event that their loss of eligibility caused them to miss the 
annual open enrollment period.  


D. Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two 
months will be treated the same as those newly approved Medicaid and Nevada Check 
Up recipients who have never been eligible in either program described above. These 
recipients will be allowed a ninety (90) day right to change period during which they 
may switch vendors.  These recipients must submit their request in writing to the 
DHCFP’s fiscal agent to request this change.  


E. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have 
lost their managed care MCO enrollment for any period of time, will be treated the 
same as those newly approved Medicaid and Nevada Check Up recipients who have 
never been eligible in either program described above. 


F. Any recipient may request to switch vendors for good cause at any time.  These 
recipients must contact their current vendor orally or in writing for permission to 
disenroll, and if approved, they will be allowed to choose from the remaining enrolled 
vendors. If there is only one other vendor they will be automatically assigned to that 
vendor.  Should the vendor refuse the disenrollment due to a lack of good cause, the 
recipient can then appeal the decision first through the vendor’s appeals process and 
may be escalated to the State Fair Hearing process.  Switching vendor’s to access a 
particular facility or provider will generally not be considered good cause. 


1. Good cause for disenrollment as defined in 42CFR438.56 includes: 


a. The recipient moves out of the vendor service area. 


b. The plan does not, because of moral or religious objections, cover the service 
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the recipient seeks. 


c. The recipient needs related services (for example a cesarean section and a 
tubal ligation) to be performed at the same time; not all related services are 
available within the network; and the recipient's primary care provider or 
another provider determines that receiving the services separately would 
subject the recipient to unnecessary risk. 


d. Other reasons, including but not limited to, poor quality of care, lack of access 
to services covered under the contract, lack of access to providers experienced 
in dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3) and if the State 
has notified the vendor it intends to terminate their contract. 


G. If the vendor determines that there is sufficient cause to disenroll, they will notify the 
DHCFP by using the form supplied.  The vendor must make a determination as 
expeditiously as the recipient’s health requires and within a timeline that may not 
exceed fourteen (14) calendar days following receipt of the request for disenrollment. 
The DHCFP will notify the State’s Fiscal Agent to effect the disenrollment at the first 
of the next administrative month. 


H. If the vendor denies the request for disenrollment for lack of good cause the vendor 
must send a Notice of Decision in writing to the recipient upon the date of the decision.  
Appeal rights must be included with the Notice of Decision.  The vendor is required to 
inform the recipient of their right to first appeal through the vendor and if the appeal is 
denied to request a State Fair Hearing, how to obtain such a hearing, and representation 
rules must be explained to the recipient and provided by the vendor pursuant to 42 CFR 
431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). The State 
ensures access to State Fair Hearing for any recipient dissatisfied with a determination 
that there is not good cause for disenrollment. 


I. The DHCFP requires that the recipient seek redress through the vendor’s grievance 
system before making a determination on the recipient's request. The grievance 
process, if used, must be completed in time to permit the disenrollment (if approved) to 
be effective no later than the first day of the second month following the month in 
which the recipient files the request. 


1. If, as a result of the grievance process, the vendor approves the disenrollment, the 
State agency is not required to make a determination.  If the vendor cannot make a 
determination, the vendor may refer the request to the State. If the State determines 
there is not good cause for disenrollment, the recipient will be given access to the 
State Fair Hearing process. 


J. If the vendor or State agency (whichever is responsible) fails to make a disenrollment 
determination so that the recipient can be disenrolled within the timeframes specified, 
the disenrollment request is considered approved.  


K. If the State Agency receives a request directly from the recipient, the recipient will be 
directed to begin the process by requesting disenrollment through their vendor. 


L. Disenrollment procedures are pursuant to 42 CFR 438.56(d). 


DISENROLLMENT OR CHANGE AT THE REQUEST OF RECIPIENT 
We understand and will comply with the provisions of Section 3.5.7.3. We have 
experience with these requirements through our Medicaid programs in other states.  We 
are knowledgeable of the disenrollment procedures mandated under 42 CFR 438.56(d). 
Our policies and procedures ensure a member's right to disenroll. Such rights and 
representation rules are explained and provided to the member as required under 
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3.5.7.3.F through Sections 3.5.7.3.L of this RFP.   


We strive to provide every member with excellent service, support and access to care. 
If, however, a member experiences an issue and desires to disenroll, we also recognize 
that this process can be troubling and disruptive to the member. Our real-time speech 
analytics system automatically flags a supervisor or member of our escalation team to 
join a member services call when specific key words are said, allowing for proactive 
intervention. 


We work closely with members to resolve concerns that may result in a request for 
disenrollment and take each opportunity of contact with a member experiencing 
difficulties to engage and resolve issues using the most appropriate intervention 
available whether it is providing treatment, education, coordination of services, or case 
management. As with all member interactions, we document the intervention and any 
outcomes and follow-up as required in our system of record. We also engage with the 
member’s PCP to collaborate on potential solutions and interventions.  


For example, a member recently filed a complaint with the state requesting 
disenrollment because she could not locate a rheumatologist. The member was asked to 
contact us for resolution prior to disenrollment. After receiving the member’s grievance, 
we took action. We were able to find a rheumatologist in the member’s area. We then 
called the member’s PCP to confirm the referral, contacted the rheumatologist and 
helped the member schedule an appointment. The member was satisfied and remains 
enrolled with us. 


We strive to resolve member concerns in real-time; in an effort to minimize the members 
discomfort we also have an escalation team that will further assist the member with the 
goal of resolving the problem and therefore defusing the need for a grievance and 
possible request for disenrollment. If that is not possible the concern will be moved into 
our grievance system immediately, a grievance case file will be opened and the 
grievance will be processed in accordance with our policies and procedures and the 
provisions of Section 3.5.7.3. 


3.5.7.4 Disenrollment at the Request of the Vendor 


A. The vendor may request disenrollment of a recipient if the continued enrollment of the 
recipient seriously impairs the vendor’s ability to furnish services to either the 
particular recipient or other recipients. In addition, the vendor must confirm the 
recipient has been referred to the vendor’s Recipient Services Department and has 
either refused to comply with the referral or refused to act in good faith to attempt to 
resolve the problem.  Prior approval by the DHCFP of a vendor’s request for the 
recipient’s disenrollment is required. The DHCFP will make a determination on such a 
request within ten business (10) days.  If approval is granted, the recipient will be given 
notice by the vendor that disenrollment will occur effective the next administratively 
possible month. 


B. In the event the DHCFP fails to make a disenrollment determination within the 
timeframes specified, the disenrollment shall be considered approved. 


C. A vendor may not request disenrollment of a recipient for any of the following reasons: 


1. An adverse change in the recipient’s health status; 


2. Pre-existing medical condition; 


3. The recipient’s utilization of medical services; 


4. Diminished mental capacity; 
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5. Uncooperative or disruptive behavior resulting from his/her special needs (except 
when continued enrollment of such a recipient seriously impairs the vendor’s 
ability to furnish services to either the particular recipient or other recipients); 


6. A recipient’s attempt to exercise his/her grievance or appeal rights; or 


7. Based on the recipient’s national origin, creed, color, sex, religion, and age.  


D. Disenrollment due to the recipient relocating outside of the vendor’s service area, 
pursuant to 42 CFR 438.56(d)(2). 


DISENROLLMENT AT THE REQUEST OF THE VENDOR 
We understand and will comply with the provisions of Section 3.5.7.4. 


We understand there are limited conditions for which we may request disenrollment of a 
member. We take all measures to prevent this from happening through our existing 
policies and procedures. Should such a situation arise, we will proceed in a manner that 
is fully compliant with Section 3.5.7.4 and document such actions to confirm the member 
has been referred to our member services department. 


3.5.7.5 Enrollment, Disenrollment and Other Updates  


A. The vendor must have written policies and procedures for receiving monthly updates 
from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other 
updates pertaining to these recipients. The updates will include those newly enrolled 
with the vendor.  The vendor must incorporate these updates into its management 
information system. 


B. An open enrollment period will be held annually. The open enrollment period may be 
changed at the State’s sole discretion.  During the open enrollment period, a recipient 
may disenroll from their vendor without cause.  


C. Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for 
notice to each MCO enrolled recipient of the opportunity to terminate (or change) 
enrollment. Such notice shall be provided at least 60 days before each annual 
enrollment opportunity. 


ENROLLMENT, DISENROLLMENT AND OTHER UPDATES 
We understand and will comply with the provisions of Section 3.5.7.5. 


Our Enrollment Eligibility System (EES) allows us to receive, process and update 
enrollment data daily. The system will use information transmitted by DHCFP through 
834 files delivered on the frequency specified by DHCFP, including monthly roster and 
termination files. Our EES tracks and reconciles each individual transaction from receipt 
through membership update. Our member eligibility processes recognize DHCFP as the 
source of truth for member eligibility and demographic data. As a result, each 
transaction received on the 834 files is compared to our Core Processing System member 
tables. We then update our member tables to align with the information from DHCFP. 
This information is generated and executed, ensuring that our member information 
accurately reflects active membership. Our member data is also reconciled on a monthly 
basis with capitation payment reports to ensure that payments (by rate cell) tie to our 
membership records. 


Our policies and procedures support the member’s right to disenroll from our plan 
without cause during open enrollment. We understand that the DHCFP will, through its 
fiscal agent, provide notice to each MCO enrolled recipient of their opportunity to 
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terminate or change enrollment.  


3.5.7.6 Enrollment Interface 


Upon initiation of the transition phase for a new vendor, the vendor must furnish the 
technical means by which the vendor’s Enrollment Sections can: 


A. Determine the number of recipients each enrolled PCP will accept as new patients; and  


B. Transmit recipient elections regarding PCP assignment for the forthcoming month. 


 ENROLLMENT INTERFACE 
We understand and will comply with the provisions of Section 3.5.7.6.  


Our provider contract management application captures provider acceptance 
information including patient panel size limits defined by federal guidance, state 
guidance, and/or provider contract limitations. All provider assignment transactions 
enrollment and eligibility changes are made and recorded through a single application 
module for the membership information. Any change in provider assignment executes a 
validation of the total number of currently assigned members to the panel to size 
limitation. All changes to this information are audited for the change in value, time of 
change, and user or process making the change.  


All provider assignment information is date-sensitive, allowing us to determine prior, 
current, and forthcoming PCP assignment selections at an individual member level.  This 
provides us with the ability to identify the data required to be reported. Our dedicated 
regulatory reporting team and their platform are experienced at creating reports and 
data extracts in partner-defined formats. This team has the demonstrated experience 
and the systems knowledge to meet this requirement through our Medicaid programs in 
other states, including the generation of very similar extracts. Work completed by this 
team is quality assurance validated by an independent team. Our team automates these 
processes using monitored scheduling solutions that will ensure timely execution and 
submission in accordance with the outlined requirements.  


3.5.7.7 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify recipients’ PCP 
selection. The vendor must establish and implement a mechanism to inform each PCP about 
any newly enrolled recipients assigned to the PCP on at least a monthly basis.  This 
information must be made available to each PCP within five (5) business days of the vendor 
receiving the Membership File.  The Enrollment Sections will pass the Membership File 
through the system for verification of eligibility prior to distribution to the vendor, who will 
in turn be responsible for keeping individual participating providers informed.  The vendor 
may elect to update its Membership File more frequently to keep PCPs informed of the 
enrollment activity.  


PROVIDER ENROLLMENT ROSTER NOTIFICATION 
We understand and will comply with the provisions of Section 3.5.7.7. 


We currently notify providers of member PCP selection in other states through member 
rosters and will implement a similar process for the DHCFP program.  PCPs may also call 
member services, check our interactive voice response system, or check our secure 
provider portal for real-time verification of PCP assignment 24/7. Our current processes 
meet PCP notification provisions and the timeliness standards specified by the RFP.  
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3.5.7.8 Change in a Recipient's Status 


Within seven (7) calendar days of becoming aware of any changes in a recipient's status, 
including changes in family size and residence, the vendor must electronically report the 
change(s) to the DHCFP via the provider supplied data file. 


CHANGE IN A RECIPIENT’S STATUS 
We understand and will comply with the provisions of Section 3.5.7.8.  


We will report changes to DHCFP within seven calendar days of becoming aware of any 
changes in a member’s status, including changes in family size and residence. All 
enrollment and eligibility changes we become aware of are made and recorded through a 
single application module for membership information. All changes to this 
information are audited for the change in value, time of change, and user or process 
making the change. This provides us with the ability to identify the changes required to 
be reported. Our dedicated regulatory reporting team and their platform are 
experienced at creating reports and data extracts in partner-defined formats. This 
team has the demonstrated experience and the systems knowledge to meet this 
requirement through our Medicaid programs in other states, including the generation of 
very similar extracts. Work completed by this team is quality assurance validated by an 
independent team. Our team automates these processes using monitored scheduling 
solutions that will ensure timely execution and submission in accordance with the 
outlined requirements.  


3.5.7.9 Transitioning/Transferring of Recipients 


A. Transitioning Recipients into Vendors 


The vendor will be responsible for recipients as soon as they are enrolled and the 
vendor is aware of the recipient in treatment.  The vendor must have policies and 
procedures including, without limitation, the following to ensure a recipient's smooth 
transition from FFS to the vendor: 


1. Recipients with medical conditions such as: 


a. Pregnancy (especially if high risk); 


b. Major organ or tissue transplantation services in process; 


c. Chronic illness; 


d. Terminal illness;  


e. Intractable pain; and/or 


f. Behavioral or Mental Health Conditions. 


2. Recipients who, at the time of enrollment, are receiving: 


a. Chemotherapy and/or radiation therapy; 


b. Significant outpatient treatment or dialysis; 


c. Prescription medications or durable medical equipment (DME);  


d. Behavioral or Mental Health Services; 


e. Long Term Services and Supports  


f. Home Health or Personal Care services. 


g. Other services not included in the State Plan but covered by Medicaid under 
EPSDT for children. 
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3. Recipients who, at enrollment: 


a. Are scheduled for inpatient surgery(s); 


b. Are currently in the hospital; 


c. Have prior authorization approval for procedures and/or therapies for dates 
after their enrollment, to honor these prior authorizations; and/or 


d. Have post-surgical follow-up visits scheduled after their enrollment. 


TRANSITIONING/TRANSFERRING OF RECIPIENTS FROM FEE-FOR-SERVICE 
We understand and will comply with the provisions of Section 3.5.7.9. 


Our health plan is a leader in helping members transition from the Fee-for-Service (FFS) 
Medicaid system or other Vendors, particularly for individuals with complex conditions. 
We view transition of care as a continuous process where we aim to improve health care 
quality, mitigate complications, eliminate unnecessary costs, and improve member 
satisfaction through identification, engagement, assessment, and care coordination. Our 
documented, well-established, proven process for facilitating the seamless transition 
during initial enrollment that we will use in Nevada is based on NCQA standards for 
Continuity and Coordination of Medical Care. We will develop a specific DHCFP member 
transition policy, which will be based on similar policies in use in other states including 
ones that have been externally validated by NCQA. 


Our transition of care activities support a variety of diagnoses including pregnancy and 
behavioral health-related conditions and specifically assist members under current 
therapies, with scheduled procedures or admissions or those with more challenging 
needs, including their non-clinical needs. Our policies and procedures to ensure 
continuity of care for members through case management include: 


 Identifying members in need of transition support 
 Reaching and engaging those members to streamline the transition process 
 Assessing and coordinating for specific member needs 
Ensuring Transition and Transfer of Members 
Our highly trained case managers coordinate with the member’s prior health plan, as 
applicable, and work diligently to maintain existing care plans which include 
continuation of prescheduled services, including those with out of network providers. 
The case management staff determines any transition of care needs, such as a member 
who is pregnant, has a chronic illness or is receiving home health services. The case and 
utilization management staff attempt to notify these providers and assist with the 
authorization process if needed so that there is no interruption in services that the 
member may be receiving. Additionally, case management engages the member’s 
existing PCP, whether it’s a contracted provider or not, to ensure they are aware of and 
are involved in any changes to the member’s care plan.  


Our transition of care policies provides for continuation of and payment for 
prescheduled health services. We know that recipients in transition from FFS have 
existing prior authorizations. To enable a seamless transition, we cover the cost of 
continuation of medically necessary services, without any form of prior approval and 
without regard to whether such services are being provided by in-network or out of 
network providers for 90 days or up until transition to an in-network provider is safely 
completed. 
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3.5.7.10 Transferring Recipients Between Vendors 


It may be necessary to transfer a recipient from one vendor to another or to FFS for a 
variety of reasons.  When notified that a recipient has been transferred to another plan or to 
FFS, the vendor must have written policies and procedures for transferring/receiving 
relevant patient information, medical records and other pertinent materials to the other plan 
or current FFS provider.  This includes any Care Management Organizations (CMOs) 
providing services to the FFS population. 


Prior to transferring a recipient, the vendor (via their subcontractors when requested by the 
vendor) within five (5) calendar days or as medical needs dictate must send the receiving 
plan or provider information regarding the recipient’s condition.  This information shall 
include the name of the assigned PCP, as well as the following information, without 
limitation, as to whether the recipient is: 


A. Hospitalized; 


B. Pregnant; 


C. Receiving Dialysis; 


D. Chronically ill (e.g., diabetic, hemophilic, etc.); 


E. Receiving significant outpatient treatment and/or medications, and/or pending prior 
authorization request for evaluation or treatment; 


F. On an apnea monitor; 


G. Receiving behavioral or mental health services; 


H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an 
Individualized Family Service Plan (IFSP), which provides a case manager who assists 
in developing a plan to transition the child to the next service delivery system. For 
most children, this would be the school district and services are provided for the child 
through an Individual Education Program (IEP); 


I. Involved in, or pending authorization for, major organ or tissue transplantation; 


J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 


K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition; 


L. Referred to a Specialist(s); 


M. Receiving substance abuse treatment ; 


N. Receiving prescription medications; 


O. Receiving durable medical equipment or currently using rental equipment;  


P. Currently experiencing health problems;  


Q. Receiving case management (referral must include the case manager’s name and phone 
number); and 


R. Receiving Long Term Services and Supports, such as but not limited to, Personal Care 
Services and/or Home Health. 


When a recipient changes vendors or reverts to FFS while hospitalized, the transferring 
vendor shall notify the receiving vendor, the receiving provider, or the DHCFP Quality 
Improvement Organization (QIO) like vendor as appropriate. 


We understand and will comply with the provisions of Section 3.5.7.10. 
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TRANSITIONING RECIPIENTS BETWEEN VENDORS 
Our transition of care policies and procedures demonstrate our commitment and intent 
to ensure the member’s comprehensive needs are met through the transition of 
recipients between vendors or to FFS. We include as part of our transition plan the 
transfer and receipt of relevant patient information, medical records and other 
pertinent materials to the other plan or FFS provider. 


For members transitioning away from our health plan, complete member records are 
provided to the new plan or FFS provider. Those member records include the member’s 
care plan, any relevant additional information regarding the member’s physical and 
behavioral health needs as well as any community supports to which they have been 
referred in order to assure that the plan or FFS provider is equally equipped to provide 
continuity of care for that member. For members engaged in active case management, 
transmission of information is followed with engagement by a case manager as needed 
to facilitate continuity of the care plan and any special needs. 


For members coming into our health plan from another health plan or FFS provider, we 
will incorporate information provided to us by the departing health plan or the state, 
conduct our own assessment and stratify the member informed by the member 
experience with the previous plan and current situation. We will welcome the new 
member with all of our new member welcome processes including the initial welcome 
call, mailed welcome packet and health risk screening. We will also work to ensure 
seamless transition of the member’s PCP and take every step possible to maintain that 
existing relationship unless the member chooses a different PCP. 


Timeliness is of the utmost importance in transition of care. Our policies and procedures 
will include provisions that comply with the timeliness requirements of Section 3.5.7.10 
including the transfer of information to the receiving plan or provider and a verification 
of receipt in order to ensure the member’s continuity of care. 


3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange 
(HIX) or other insurance product.  


A person may change eligibility status during a care episode.  That person may then be eligible for 
Exchange coverage or other non-exchange coverage to include individual and employer based 
coverage or Medicare.  The vendor should have a procedure in place to notify any insurance carrier 
or plan of relevant patient information.  


This must be done in compliance with the Health Insurance Portability and Accountability Act 
(HIPAA) and other privacy laws. 


We understand and will comply with the provisions of Section 3.5.8. 


TRANSITIONING RECIPIENTS TO STATE-DESIGNATED HEALTH INSURANCE EXCHANGE 
Our DHCFP member transition policy and procedures will include a process to notify any 
insurance carrier or plan of relevant patient information. This process will be in 
compliance with HIPAA and other privacy laws.  


 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


97







Section 3 
Scope of Work 


 
 
 


3.6 RECIPIENT SERVICES 


3.6.1 Information Requirements 


The vendor must have written information about its services and access to services including 
Recipient Services phone number available to recipients and potential recipients.  This written 
information must also be available in the prevalent non-English languages, as determined by the 
State, in its particular geographic service area.  The vendor must make free, oral interpretation 
services available to each recipient and potential recipient.  This applies to all non-English 
languages, not just those that the State identifies as prevalent.  


The vendor is required to notify all recipients and potential recipients that oral interpretation is 
available for any language and written information is available in prevalent languages.  The vendor 
must notify all recipients and potential recipients how to access this information.  


The vendor’s written material must use an easily understandable format and language.  The vendor 
must also develop appropriate alternative methods for communicating with visually and hearing-
impaired recipients, and accommodating physically disabled recipients in accordance with the 
requirements of the Americans with Disabilities Act of 1990.  All recipients and potential recipients 
must be informed that this information is available in alternative formats and how to access those 
formats. The vendor will be responsible for effectively informing Title XIX Medicaid recipients 
who are eligible for EPSDT services, regardless of any thresholds. 


We understand and will comply with the provisions of Section 3.6.1.  


In this rapidly changing era of health information, we recognize that sharing meaningful 
health information with our members is absolutely critical and essential to ensuring 
success in driving quality outcomes. We are committed to communicating with our 
members to make sure they have the most updated information available. Written 
information is provided about our services and access to services. The Recipient 
(Member) Services phone number is available through several means: Web portal, 
enrollment materials, member handbook, mobile app, and social media.  


Our information is published (on the Web Portal) and available for print in both English 
and Spanish, and other languages as determined by the State. Oral interpretation 
services are made available also to each member and potential member through a 
translation service we have contracted with for many years with great success. In the 
event that we do receive a call from a multilingual member, a three-way call is 
established between the member, Member Services Representative, and an interpreter 
at our translation service. During 2015, the translation service fielded 311 calls.  


For members with hearing issues who use a Telecommunications Device for the Deaf, our 
Member Handbook provides a special phone number for them to call. For visually 
impaired recipients, our customer service representatives will read any information to 
them over the phone as needed, or we can provide documents printed in large font, or in 
Braille as per the member’s needs. 


Our written materials are written at an 8th grade reading level and we use the Flesch-
Kincaid Index to validate that the materials can be understood by a member who reads 
at the 8th grade level. 


We will inform Title XIX Medicaid members who are determined to be eligible for EPSDT 
services, regardless of any thresholds, via letter in the mail.  


3.6.1.1 Member Handbook 


The vendor must provide all recipients with a Member Handbook. The vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook 
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must be written at no higher than an eighth (8th) grade reading level and must 
conspicuously state the following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT 
BE CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE 
BETWEEN THE VENDOR AND THE RECIPIENT.” 


A. The vendor must submit the Member Handbook to the DHCFP before it is published 
and/or distributed.  The DHCFP will review the handbook and has the sole authority to 
approve or disapprove the handbook, in consultation with the Medical Care Advisory 
Committee (MCAC).  The vendor must agree to make modifications in handbook 
language if requested by the DHCFP, in order to comply with the requirements as 
described above or as required by CMS or State law.  In addition the vendor must 
maintain documentation that the handbook is updated at least once per year.  Prior to 
the contract start date, the initial handbook must be submitted to the DHCFP for its 
MCAC review.  Thereafter, annual updates must be submitted to the DHCFP for 
approval before publication and/or distribution.   


B. The vendor must mail the handbook to all recipients within five (5) business days of 
receiving notice of the recipient’s enrollment and must notify all recipients of their 
right to request and obtain this information at least once per year or upon request.  The 
vendor will also publish the Member Handbook on the vendor’s Internet website upon 
contract implementation and will update the website, as needed, to keep the Member 
Handbook current.  At a minimum, the information enumerated below must be 
included in the handbook: 


1. Explanation of their right to obtain available and accessible health care services 
covered under this contract; how to obtain health care services, including out-of-
plan services; how to access them; the address and telephone number of the 
vendor’s office or facility; and the days the office or facility is open and services 
are available. 


2. The role of the primary care provider (PCP) and a description of how the enrolled 
recipient will receive confirmation of their selection of a PCP, if a PCP was 
designated at the time of enrollment. Confirmation of the recipient's PCP selection 
may be via an ID card and not printed directly in the member handbook. 


3. A list of current network PCPs who are and who are not accepting new patients in 
the recipient’s service area, including their board certification status, addresses, 
telephone numbers, availability of evening or weekend hours, all languages 
spoken, with information on specialists and hospitals. The list may be supplied as 
a separate document from the member handbook. The provider list located on the 
vendor’s website shall be updated by the vendor monthly. 


4. Any restrictions on the recipient’s freedom of choice among network providers. 


5. Procedures for changing a PCP. 


6. Recipient rights and protections as specified in 42 CFR 438.100. 


7. The amount, duration and scope of benefits available under the contract in 
sufficient detail to ensure that recipients understand the benefits to which they are 
entitled. 


8. Procedures for obtaining benefits, including authorization requirements. 


9. The extent to which, and how, recipients may obtain benefits, including family 
planning services, from out-of-network providers. 


10. Procedures for disenrollment without cause during the 90 day period beginning on 
the date the recipient receives notice of enrollment and the annual open enrollment 
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period. The handbook must also have procedures for disenrolling with cause. 


11. A recipient who has been disenrolled solely because he or she loses Medicaid or 
Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation 
(if other family members are enrolled); by history (assigned to the last vendor in 
which the recipient was enrolled); or randomly. 


12. The extent to which, and how, after-hours and emergency coverage are provided 
including: what constitutes an emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 CFR 438.114; the fact 
that prior authorization is not required for emergency services; the process and 
procedures for obtaining emergency services, including the 911-telephone system 
or its local equivalent; the locations of any emergency settings and other locations 
at which providers and hospitals furnish emergency and post stabilization services 
under the contract; and emergency transportation; the fact that, subject to 
regulatory limitations, the recipient has a right to use any hospital or other setting 
for emergency care and clarification of the appropriate use of emergency services; 


13. Explanation of procedures for urgent medical situations and how to utilize 
services, including the recipient services telephone number; clear definitions of 
urgent care; and how to use non-emergency transportation. 


14. Policy on referrals for specialty care and for other benefits not furnished by the 
recipient’s PCP, including explanation of authorization procedures. 


15. How and where to access any benefits that are available under the Title XIX and 
Title XXI State Plans but are not covered under the contract, including any cost 
sharing, and how transportation is provided.  For a counseling or referral service 
that the vendor does not cover because of moral or religious objections, the vendor 
need not provide the information on how or where to obtain the service.  The 
vendor must notify the State regarding services that meet this criteria and in those 
instances, the State must provide the information on where and how to obtain the 
service. 


16. Procedures for accessing emergency and non-emergency services when the 
recipient is in and out of the vendor service area. 


17. Information on grievance and fair hearing procedures, as specified in 42 CFR 
438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP. 


18. Information on procedures for recommending changes in policies and services. 


19. The vendor must provide adult recipients with written information on advance 
directives’ policies and include a description of applicable State law.  This 
information must reflect changes in State law as soon as possible but no later than 
90 days after the change.  The vendor must ask each health care practice to ensure 
that a signed “Acknowledgment of Patient Information on Advance Directives” 
form is included in the recipient's medical record. 


(A sample form is available online 
at http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


20. To the extent available, quality and performance indicators, including recipient 
satisfaction. 


21. The vendor is also required to provide to the recipient upon request, information 
on the structure and operation of the vendor and information about physician 
incentive plans as set forth in 42 CFR 438.6(h). 


22. The member handbook must include a distinct section for eligible recipients which 
explains the EPSDT program and includes a list of all the services available to 
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children; a statement that services are provided to the recipient at no costs and a 
telephone number which the recipient can call to receive assistance in scheduling 
an appointment. 


23. Information regarding prescription coverage. 


24. Notification of the recipient’s responsibility to report any on-going care 
corresponding to a plan of care at the time of enrollment, and their right to 
continue that treatment under the vendor on a transitional basis. 


25. Notification of the recipient’s responsibility to report any third-party payment 
service to the vendor and the importance of doing so. 


26. Explanation of fraud and abuse and how to report suspected cases of fraud and 
abuse, including hotlines, e-mail addresses and the address and telephone number 
of the vendor’s fraud and abuse unit. 


C. The vendor must give each recipient written notice of any significant change, as 
defined by the State, in any of the enumerations noted above.  The vendor shall issue 
updates to the Member Handbook, 30-days before the intended effective date, as 
described in 42 CFR 438.10(f)(4), when there are material changes that will affect 
access to services and information about the Managed Care Program. The vendor will 
provide notification when a change directly affects the ongoing care of the recipients.  
The vendor shall also provide such notices in its semi-annual recipient newsletters and 
shall maintain documentation verifying handbook updates 


D. The vendor must give written notice of termination of a contracted provider, within 
fifteen (15) business days after receipt or issuance of the termination notice.  This 
notice shall be provided to each recipient who received his/her primary care from, or 
was seen on a regular basis by, the terminated provider. 


We understand and comply with the provisions of Section 3.6.1.1.  


We will submit the Member Handbook to the DHCFP for approval before it is published 
and/or distributed.  We agree to make modifications in handbook language if requested 
by the DHCFP.  In addition, we will maintain documentation that the handbook is 
updated at least once per year.   


We will mail the handbook to all recipients within five business days of receiving notice 
of the recipient’s enrollment and will notify all recipients of their right to request and 
obtain this information at least once per year or upon request.  We will also publish the 
Member Handbook on our Internet website upon contract implementation and will 
update the website, as needed, to keep the Member Handbook current.   


The items in 1-26 above will be included in the Member Handbook. 


When material changes in the Member Handbook occur, we will notify the members 30 
days before the intended effective date. Member newsletters will also contain notices 
about the imminent change. Internally, we maintain documentation, through our internal 
ticket tracking system, relative to changes and updates to the handbook. In our 
Medicaid markets, we must update the handbook annually per state mandate. Ad hoc 
requests for changes are handled similarly but they undergo an evaluation process prior 
to the change. The intake ticket is tracked and monitored by the Materials intake team. 


When a contracted provider is terminated, we will inform members affected within 15 
business days of the termination notice. The internal network management team 
submits an intake request to the Member Ad hoc Materials Team to initiate this process. 
The termination notice is implemented through a U.S. Postal Service delivered letter. 
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3.6.1.2 Advance Directives Requirements 


Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination 
Act, including advance directives, vendors must have written policies and procedures with 
respect to all emancipated adult recipients receiving medical care through the vendor.  
Specifically, this act requires the vendor: 


A. To provide written information to each recipient at the time of enrollment concerning: 


1. The recipient’s rights, under State law, to make decisions concerning medical care, 
including the right to accept or refuse medical treatment and the right to formulate 
advance directives; 


2. The vendor’s policies with regard to a recipient’s right to execute an advance 
directive, including a requirement that the network provider present a statement of 
any limitations in the event the provider cannot implement an advance directive on 
the basis of conscience.  At a minimum, the provider’s statement of limitation, if 
any, must:   


a. Clarify any differences between institution-wide conscience objections and 
those that may be raised by individual network providers;  


b. Identify the State legal authority pursuant to NRS 449.628 permitting such 
objections; and 


c. Describe the range of medical conditions or procedures affected by the 
conscience objection. 


B. Vendor will educate the recipient to inform his/her provider to document in the 
recipient’s medical record whether the recipient has executed an advance directive; 


C. Not to condition the provision of care or otherwise discriminate against an individual 
based on whether or not the individual has executed an advance directive; 


D. To ensure compliance with requirements of State laws regarding advance directives, 
including informing recipients that any complaints concerning the advance directives 
requirements may be filed with the appropriate State agency which regulates vendors; 
and 


E. To educate vendor staff and providers on issues concerning advance directives, at least 
annually. 


Sample advance directives policies, procedures and forms, as well as patient 
information concerning Nevada law, are available on the DHCFP’s website:   


http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


We understand and will comply with the provisions of Section 3.6.1.2. 


Written policies and procedures regarding advance directives are in place and our 
associates are thoroughly trained on them and retraining will take place annually.  


Recipients receive written information regarding advance directives upon enrollment 
through the Member Handbook. Included in the handbook is information regarding the 
member’s rights concerning medical care and the right to execute an advance directive. 
An explanation of the law is included in the handbook as well as a phone number for 
assistance from our customer service representatives. 


The State of Nevada uses the Five Wishes document. We are well versed on this advance 
directive and will provide accurate and thorough information to our members about its 
use. 
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We understand the laws of the State of Nevada regarding advance directives and will 
ensure that our policies and procedures: 


 empower members to exercise their right to execute an advance directive; 
 educate members to inform his/her provider to document in the member’s medical 


record whether member has executed an advance directive; 
 educate and train staff and providers on issues concerning advance directives, at 


least annually. 


3.6.2 Recipient Services Department/Concierge Services 


The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) 
that personally assists recipients to find a service provider. This department must be adequately 
staffed with qualified individuals who shall also assist recipient, recipients’ family members, or 
other interested parties (consistent with laws on confidentiality and privacy) in obtaining 
information and services under the vendor’s plan. 


We understand and will comply with the provisions of Section 3.6.2 and maintain a 
Member Services Department, including a Concierge Service, which assists members with 
finding a service provider. This department will be adequately staffed with qualified 
individuals who shall also assist members, their family members, or other interesting 
parties in obtaining information and services under our plan. Staffing levels are 
continually monitored to ensure complete coverage so that members experience no 
delays in receiving assistance. Based on historical data from prior implementations, we 
look for similarities in population, etc. to determine the number of staff required. For 
new implementations such as in Nevada, we will overstaff as needed during go-live to 
accommodate an influx of questions and requests from our new membership. 


3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is 
provided to the vendor’s commercial clients, if applicable.   


We understand and will comply with the provisions of Section 3.6.2.1. Our Member 
Services Department will be operated during the business hours of Monday through 
Friday, 8:00 a.m. through 5:00 p.m. 


3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional 
business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. for recipient access. 


We understand and will comply with the provisions of Section 3.6.2.2. Our toll-free 
hotline number will be in operation during the business hours of Monday through Friday, 
8:00 a.m. through 5:00 p.m.  


3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:  


A. Explaining the operation of the vendor; 


B. Explaining covered benefits; 


C. Resolving, recording and tracking recipient grievances and appeals in a prompt and 
timely manner; 


D. Responding to recipient inquiries; and 


E. Providing Concierge Services. 


F. If the recipient requires assistance with accessing care, including finding a provider, the 
Recipient Services Department will transfer the recipient to the in-person Concierge 
Services.  The in-person Concierge Service staff will assist the recipient to find a 
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provider, this assistance is over and above providing a list of network providers or 
directing to the web.  The Concierge will provide the following assistance:  


1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The 
vendor must report any PCP and/or Primary Care Sites changes electronically to 
the DHCFP. 


2. Assisting recipient to make appointments and obtain services; the vendor is 
required to find and schedule an appointment if the recipient reports they are 
unable to access or find a provider or make an appointment.  


3. Assisting recipient in obtaining out-of-area and out-of-network care. 


4. While the Recipient Services Department will not be required to operate after 
business hours, the vendor must comply with the requirement to provide urgent 
care and emergency coverage twenty-four (24) hours per day, seven (7) days per 
week.  The vendor must have written policies and procedures describing how 
recipients and providers can obtain urgent coverage and emergency services after 
business hours and on weekends.   Policies and procedures must include provision 
of direct contact with qualified clinical staff.  Urgent coverage means those 
problems which, though not life-threatening, could result in serious injury or 
disability unless medical attention is received.  


We understand and will comply with the provisions of Section 3.6.2.3. Our Member 
Services Department staff will provide comprehensive assistance as described above in 
items A-F. Our Concierge Service staff will assist with activities regarding accessing care 
including PCP selection or change, making appointments, and obtaining out-of-area and 
out-of-network care. We acknowledge that we will meet the provisions of item 4 above 
regarding urgent care and emergency coverage twenty-four (24) hours per day, seven (7) 
days per week. 


Our policies and procedures will include provision of direct contact with qualified 
clinical staff. We develop state-specific training curriculums based on our knowledge of 
state population, demographics, cultural nuances, and plan benefits. Required training 
modules cover a wide variety of topics and include over 140 hours of mandatory 
onboarding training time with a minimum expected passing score of 85%. 


We will have written policies and procedures describing how recipients and providers 
can obtain urgent coverage and emergency services after business hours and on 
weekends. We understand the definition of urgent coverage as defined in this RFP. 


3.6.3 Medical Provider Requirements 


3.6.3.1 Primary Care Provider (PCP) or Primary Care Site  


The vendor shall allow each enrolled recipient the freedom to choose from among its 
participating PCPs and change PCPs as requested. The vendor must implement procedures 
to ensure that each recipient has an ongoing source of primary care appropriate to their 
needs. 


Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) 
business days of the effective date of enrollment.  Recipients with disabilities, chronic 
conditions, or complex conditions must be allowed to select a specialist as their PCP.  If a 
specialist is chosen as a PCP, they should be reported as a specialist.  The specialist does 
not count as both. Recipients with disabilities must be given an additional 30 calendar days 
to select a PCP.  The vendor may auto-assign a PCP or Primary Care Site that has 
traditionally served the Medicaid population to an enrolled recipient who does not make a 
selection at the time of enrollment.  If the enrolled recipient desires, the vendor shall allow 
him or her to remain with his or her existing PCP if the PCP is a recipient of vendor’s 
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primary care network. 


3.6.3.2 Twenty-Five (25) Mile Rule 


The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a 
reasonable distance from the enrolled recipient’s place of residence, but in any event, the 
PCP or PCS may not be more than twenty-five (25) miles from the enrolled recipient’s 
place of residence per NAC 695C.160 without the written request of the recipient. 


3.6.3.3 Assignment of a PCP or Primary Care Site 


If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients 
with PCPs by one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously received 
services, if the information is available; 


B. Designating a PCP or Primary Care Site who is geographically accessible to the 
enrolled recipient per NAC 695C.160 (25 Mile Rule);  


C. Assigning all children within a single family to the same PCP;  


D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner 
experienced in treating that condition, if the vendor knows of the condition; and/or 


E. Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP 
to the recipient. 


The vendor shall ensure that enrolled recipients receive information about where they can 
receive care during the time period between enrollment and PCP selection/assignment.  The 
vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five 
(5) business days of assignment. 


3.6.3.4 Changing a PCP or Primary Care Site   


A. An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall 
notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.   


B. In cases where a PCP has been terminated, the vendor must notify enrolled recipients 
in writing and allow recipients to select another primary care provider, or make a re-
assignment within fifteen (15) business days of the termination effective date, and must 
provide for urgent care for enrolled recipients until re-assignment. 


C. The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient 
under the following circumstances: 


1. Specialized care is required for an acute or chronic condition; 


2. The enrolled recipient’s residence has changed such that distance to the PCP is 
greater than twenty-five (25) miles.  Such change will be made only with the 
consent of the recipient; 


3. The PCP ceases to participate in the vendor’s network;  


4. Legal action has been taken against the PCP, which excludes provider 
participation; or 


5. The recipient will be given the right to select another PCP or Primary Care Site 
within the vendor network. 


D. The vendor shall track the number of requests to change PCPs and the reasons for such 
requests.  


3.6.3.5 Use of Medical Homes and Accountable Care Organizations 


A. The vendor is encouraged to use existing patient-centered medical homes/health 
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homes, when available and appropriate. 


B. Vendor should use supportive provider services and contracting to support the 
expansion of patient-centered medical homes/health homes. 


C. Vendor is encouraged to use Accountable Care Organizations (ACOs) and other 
innovative models, when available and appropriate. 


We understand and will comply with the provisions of Section 3.6.3.  


FREEDOM OF CHOICE AND TWENTY-FIVE MILE RULE 
We will offer our members freedom of choice in selecting a PCP.  We will work with 
members to ensure that their PCPs or PCSs have offices no more than 25 miles from 
where they live unless we have a member’s written request to assign a PCP or PCS 
further away.   


PCP ASSIGNMENT 
Our emphasis on building and supporting successful relationships between members and 
their PCP is unparalleled. Our selection and change processes reflect our patient-
centered philosophy and our understanding of the critical and fundamental nature of the 
member/provider relationship in the managed care setting.  


We will employ several different strategies to ensure that our members are matched 
with PCPs who are culturally appropriate and can meet their healthcare needs, again, 
with a focus on member choice. We will give members multiple ways to make a proactive 
choice of PCP including, but not limited to: 


 Validating the member’s PCP during the initial welcome call and explaining how 
they can change their PCP. 


 Calling a member services representative to select a PCP 


 Seeking assistance from a member services representative in person or at one of 
our Welcome Rooms placed across the state 


 Selecting a PCP through our website, which includes a provider search function that 
is built using natural language (i.e. a member can search for “heart” rather than 
“cardiologist”) for ease of member use and to meet health literacy needs of our 
membership  


 Selecting a PCP using our mobile phone application 


For those members who do not select a PCP, we will auto assign the member to a 
provider based on a pre-defined PCP assignment algorithm.  


MEDICAL HOMES AND ACCOUNTABLE CARE ORGANIZATIONS (ACOS) 
Additionally, we will use existing patient-centered medical homes (PCMH)/health homes 
when available and appropriate and will deploy our primary strategies to facilitate and 
promote the capacity of providers to meet PCMH strategies, depending on the provider 
size, individual needs and requests.   
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3.7 NETWORK 


The vendor is required to establish and manage appropriate provider networks and maintain existing 
written provider agreements with such providers in geographically accessible locations. The vendor shall 
maintain a network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that complies 
with the requirements of this section and meets access standards described in this RFP,  in the DHCFP’s 
Access to Care Plan, and the Code of Federal Regulations  The vendor shall ensure that its network 
providers are appropriately credentialed, have a standard unique health identifier, and well-coordinated 
with other network services and services available outside of the health plan network.  The network shall 
include an adequate number of PCPs, specialists, and hospitals appropriately credentialed as health care 
professionals located in geographically and physically accessible locations to meet the access standards 
specified in this RFP.  The vendor will maintain a network of appropriate providers sufficient to provide 
access to all services covered in this RFP with consideration given to the number of expected recipients 
that may enroll. The vendor when establishing and maintaining its network will consider the expected 
utilization of services and the numbers and types (their training, experience, and specialization) of 
providers given the characteristics and health care needs of the specific Medicaid population enrolled with 
the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, 
maintenance, provider profiling, peer review, dispute resolution and Medical Director Services.  The 
MCO must conduct secret shopper survey's to a statistically sound sample across their network as part of 
the Access to Care Monitoring Plan to identify appointment standards and access to services for PCPs, 
Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to reported 
annually. 


The vendor must describe their approach to network management including if the network will be an open 
or closed network and if some services are currently planned to be provided through subcontractors, sub 
capitation, fee for service or alternative models such as accountable care organizations. 


Network providers will be required to use designated practice guidelines and protocols.  Prior to the 
contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by the 
DHCFP.  Submission shall occur after awarded contract but before the contract start date. The State shall 
accept or reject, in writing, within ten (10) business days of receipt.   


If the MCO puts a physician/physician group at substantial financial risk for services not provided by the 
physician/physician group, the MCO must ensure that the physician/physician group has adequate stop-
loss protection. 


We understand and will comply with the provisions of Section 3.7. 


NETWORK MANAGEMENT APPROACH 
We employ a five-phase approach to network development and management, moving 
from early analysis of the market and membership needs to targeted recruitment, 
contracting, training and retention activities.  


Our extensive experience in the development and management of diverse and 
comprehensive Medicaid provider networks, built through our network development 
approach and policies, will ensure that covered services are available to the members 
from a comprehensive open network of credentialed providers as detailed throughout 
this provision.  Vision services are currently planned to be provided through a 
subcontractor. Our provider network contracts will include both fee for service and 
alternative value based compensation models.   


We will ensure that our network providers are appropriately credentialed, and are 
required to use designated practice guidelines and protocols.  All providers will have a 
standard unique health identifier and will be well-coordinated with other network 
services and services available through subcontractors.  Our network will include an 
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adequate number of PCPs, specialists, and hospitals appropriately credentialed as 
health care professionals located in geographically and physically accessible locations 
to meet the access standards specified in this RFP. 


If we put a physician/physician group at substantial financial risk for services not 
provided by the physician/physician group, we will ensure that the physician/physician 
group has adequate stop-loss protection. 


3.7.1 The vendor must adopt practice guidelines and protocols which: 


3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals 
in the particular field; 


3.7.1.2 Consider the needs of the vendor’s recipients; 


3.7.1.3 Are adopted in consultation with contracting health care professionals; and 


3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


We understand and will comply with the provisions of Section 3.7.1.1 through 3.7.1.4. 


We have adopted practice guidelines and protocols which meet the DHCFP’s 
requirements. We are founded on the principles of person-centered care and always 
consider the needs of our recipients. 


Our practice guidelines and protocols are based on valid and reliable clinical evidence 
and are reviewed and updated at least annually to reflect current practice standards to 
ensure quality care is delivered to our members. In addition, they are adopted in 
consultation with contracting health care professionals. The clinical practice guidelines 
are reviewed and updated periodically by our Medical Policy Committee (MPC) to reflect 
current practice standards. 


3.7.2 The Vendor must:  


3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date 
and, upon request, to recipients and potential recipients, including prior authorization 
policies and procedures; 


3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, 
and other areas to which the guidelines apply are consistent with the guidelines; 


3.7.2.3 Meet and require its providers to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services; 


3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves 
only Medicaid recipients;   


3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) 
days a week, when medically necessary; 


3.7.2.6 Mechanisms to ensure compliance by providers; 


3.7.2.7 Monitor providers regularly to determine compliance; 


3.7.2.8 Take corrective action if there is a failure to comply by network providers; and 


3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally 
competent manner to all recipients, including those with limited English proficiency and 
diverse cultural and ethnic backgrounds.   


3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification 
of any provider who is acting within the scope of his/her license or certification under 
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applicable State law, solely on the basis of that license, specialty or certification. The 
vendor may not discriminate against particular providers who serve high risk populations or 
specialized conditions that require costly treatment. If the vendor declines to include an 
individual or groups of providers in its network, it must give the affected network 
provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be 
construed to require the vendor to contract with providers beyond the number necessary to 
meet the needs of its recipients; or, preclude the vendor from using different reimbursement 
amounts for different specialties or for different practitioners in the same specialty; or, 
preclude the vendor from establishing measures that are designed to maintain quality of 
services and control costs and are consistent with its responsibilities to recipients. 


3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by 
the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its 
service area in accordance with the DHCFP’s standards for access to care at the time it 
enters into the contract with the State and any time there is a significant change in their 
operations that impact services. Such documentation must demonstrate that the vendor 
offers an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of recipients in the service area.  
The vendor must submit such documentation at the time it enters into a contract with the 
State and at any time thereafter when there has been a significant change, as defined by the 
State, in the vendor’s operations that would affect adequate capacity and services, and as 
requested by the State to conduct an access to care analysis.  A significant change includes 
but may not be limited to:  


A. Changes in the vendor’s services, benefits, geographic service area or payments; or 


B. Enrollment of a new population in the network. 


We understand and will comply with the provisions of Section 3.7.2.1 through 3.7.2.11.  


DISSEMINATING PRACTICE GUIDELINES 
Given their importance, we maintain a formal process for determining the need for 
practice guidelines, notifying providers of the guidelines, and monitoring 
implementation. Our framework includes a systematic needs assessment, development 
and adoption, implementation and dissemination, and monitoring. 


Implementation of new guidelines must include the use of multiple strategies of 
education and outreach, and providers will be given technical assistance and resources 
to successfully implement the guidelines. The tactics we will use include distributing 
guidelines through our provider portal and reinforcing with affected providers through 
authorization decisions and patient-centered care plans. Other tactics include 
integration of guidelines into our clinical systems and processes, staff training, provider 
orientations where we review available guidelines and online resources, changing 
utilization management protocols (i.e., prior authorization, limits on service, step 
therapy), changes in reimbursement, provider incentives, and concurrent feedback 
through clinical staff and Medical Directors.  


We have significant experience monitoring provider practice patterns to ensure 
providers adhere to practice guideline recommendations. Annually, our Quality 
Improvement department will conduct medical record audits on a random sample of 
charts from primary care providers to assess provider adherence with practice 
guidelines. Additionally, we will assess provider adherence with guidelines through 
annual administrative data and medical record reviews for HEDIS. Results of these 
audits, along with the resulting corrective action plans will be reported through the 
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Quality Assurance and Performance Improvement Committee and UMC.  


ENSURING PROVIDERS MEET STANDARDS FOR ACCESS TO CARE 
In addition to GeoAccess reports, we will conduct ongoing monitoring activities to ensure 
network adequacy. Network monitoring tools include HEDIS results, provider efficiency 
reports, operational dashboard reports, member grievance and appeal data, provider 
complaint and appeal data, appointment availability, out-of-network usage reports, and 
member and provider satisfaction surveys.  


We will meet and require our providers to meet State standards for timely access to 
care and services, taking into account the urgency of the need for services; ensure that 
our providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves 
only Medicaid recipients and make services included in the contract available twenty-
four (24) hours per day, seven (7) days a week, when medically necessary. 


3.7.3 Network Management 


3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 


The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of 
contact with the vendor.  As such, the PCP or the physician at the Primary Care Site is 
responsible for the following: 


A. Delivery of covered medically necessary, primary care services and preventive 
services, including EPSDT screening services and Well Baby/Child Services; 


B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C. Referrals for specialty care and other covered medically necessary services in the 
managed care benefit package; 


D. Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, 
mental health and substance abuse services, within the vendor’s network; 


E. Continuity and coordination of the enrolled recipient’s health care; and 


F. Maintenance of a current medical record for the enrolled recipient, including 
documentation of all services provided by the PCP, and specialty or referral services, 
or out-of-network services such as family planning and emergency services. 


Although PCPs must be given responsibility for the above tasks, the vendor must agree 
to retain responsibility for monitoring PCP and Primary Care Site activities to ensure 
they comply with the vendor’s and the State’s requirements.  The vendor is prohibited 
from imposing restrictions on the above tasks.   


3.7.3.2 Laboratory Service Providers 


The vendor shall ensure that all laboratory testing sites providing services under this 
contract have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate or 
a waiver of certificate of registration, a CLIA identification number, and comply with CLIA 
regulations as specified by 42 CFR Part 493.  The vendor shall provide to the DHCFP, on 
request, copies of certificates of any laboratories with which it conducts business.  


3.7.3.3 Essential Community Providers 


An essential community provider accepts patients on a sliding scale fee, determined on the 
income of the patient; does not restrict access or services due to financial limitations of a 
patient; and can demonstrate to the DHCFP that the restriction of patient base from this 
provider would cause access problems for either Medicaid or low-income patients. 
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3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential 
community providers who are located in the plan’s geographic service area(s): 


A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide 
health care services;  


B. The University Medical Center of Southern Nevada to provide inpatient and 
ambulatory services; 


C. The University of Nevada School of Medicine (UNSOM) System, including Mojave 
Mental Health clinics, to provide health care and behavioral health care services;  


D. School-Based Clinics;  


E. Aging and Disability Services Division (ADSD); 


F. Division of Public and Behavioral Health (DPBH); 


G. Substance Abuse Prevention and Treatment Agency (SAPTA); 


H. Community Centered Behavioral Health Clinics (CCBHC);  


I. Division of Child and Family Services (DCFS); and 


J. County Child Welfare Agencies. 


K. There may be times when DCFS and County Child Welfare Providers have provided 
services to a FFS recipient who then moves into managed care. Contracting with these 
providers will help ensure continuity of care of these recipients. 


L. Any health provider designated by the DHCFP as an essential community provider.  
The DHCFP will notify the Vendor of providers designated by the DHCFP as essential 
community providers.  


M. At the States option, the vendor may be required to contract with other agencies within 
the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or 
various County entities in providing medically necessary services, including behavioral 
health.  If this option is exercised and there is any resulting additional expense incurred 
by the vendor, the DHCFP will adjust the capitation rate so that it remains actuarially 
sound. 


N. Negotiating in good faith requires, at a minimum, offering contracts that are at least as 
beneficial to the provider as contracts with other providers in the same geographic area 
for similar services. Providers who work through one of the essential community 
providers must be negotiated in good faith.  


We understand and will comply with the provisions of Section 3.7.3.1 through 3.7.3.4.   


PRIMARY CARE RESPONSIBILITIES 
We will implement our proven comprehensive network management program in Nevada 
which will ensure that covered services are available to the members from a 
comprehensive network of providers which will include primary care providers, 
laboratory service providers and essential community providers. 


We understand and agree that the PCP or a physician serves as the recipient’s initial 
point of contact with our plan. Our network management activities ensure that 
providers comply with DHCFP as well as our internal standards. We will use our provider 
engagement model which is designed to help both the providers and ourselves achieve 
the shared goal of improved health outcomes for the members by including the following 
key components: 
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  An account management structure to resolve provider’s claims issues consistently 
and efficiently in real-time 


 Personnel and tools to help improve quality scores, effective utilization and 
operational efficiency 


 Trained associates who focus on managing relationships, timely performance and 
issue resolution 


PCPs will deliver covered medically necessary, primary care services and preventive 
services, including EPSDT screen services and Well Baby/Child Services.  They will 
provide twenty-four (24) hour, seven (7) days per coverage. PCPs will refer recipients to 
specialty care and other covered medically necessary services as defined in our plan. 


Recipients will be allowed to self-refer for family planning, obstetrical, gynecological, 
mental health and substance abuse services within our provider network. 


PCPs are responsible for continuity and coordination of the enrolled recipient’s health 
care and maintenance of a current medical record for the enrolled recipient, including 
documentation of all services provided by the PCP, and specialty or referral services, or 
out-of-network services such as family planning and emergency services. 


We agree to retain responsibility for monitoring PCP and Primary Care Site activities to 
ensure they comply with our requirements and the requirements of the State.  We 
understand that we are prohibited from imposing restrictions on the above tasks as 
defined in Section 3.7.3.1. 


LABORATORY SERVICE PROVIDERS 
We understand that we will ensure that all laboratory testing sites providing services 
under this contract have a valid Clinical Laboratory Improvement Amendments (CLIA) 
certificate or a waiver of certificate of registration, a CLIA identification number, and 
comply with CLIA regulations as specified by 42 CFR Part 493. We will provide to the 
DHCFP, on request, copies of certificates of any laboratories with which we conduct 
business. 


ESSENTIAL COMMUNITY PROVIDERS 
We understand the definition of an essential community provider as one who accepts 
patients on a sliding scale fee, determined on the income of the patient; does not 
restrict access or services due to financial limitations of a patient; and can demonstrate 
to the DHCFP that the restriction of patient base from this provider would cause access 
problems for either Medicaid or low-income patients. 


COMMUNITY PROVIDERS LOCATED IN THE PLAN’S GEOGRAPHIC SERVICE AREA(S) 
We understand and will comply with the provisions of Section 3.7.3.4. Items A through J 
above are understood and we look forward to working with these agencies to provide 
services to our recipients. 


We will make efforts to contract with DCFS and County Child Welfare Providers as 
stated in Item K. 


When the DHCFP notifies us of an essential community provider, we will make contact 
with them to work closely with them on behalf of our recipients as stated in Item L. 
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As stated in Item M, at the State’s option, we may be required to contract with other 
agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals 
(DSH), or various County entities in providing medically necessary services, including 
behavioral health.  We understand that if this option is exercised and there is any 
resulting additional expense incurred by us, the DHCFP will adjust the capitation rate so 
that it remains actuarially sound. 


We understand and will comply with negotiating in good faith and, at a minimum, will 
offer contracts that are at least as beneficial to the provider as contracts with other 
providers in the same geographic area for similar services. Providers who work through 
one of the essential community providers must be negotiated in good faith. 


3.7.4 Subcontractors 


3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation 
agreements, must be in writing, must be prior approved by the DHCFP, and must contain 
all applicable items and requirements as set forth in the DHCFP Managed Care Contract, as 
amended.  The vendor may not delegate any item or requirement in the DHCFP Managed 
Care Contract to any subcontractor or network provider without the express, written 
approval of the DHCFP.  The vendor’s failure to obtain advance written approval of a 
Subcontract from the DHCFP will result in the application of a penalty equal to $25,000 for 
each incident. .  Without limitation the vendor must make all Subcontracts available within 
five (5) business days of a request by the DHCFP.  This includes but is not limited to 
administrative, technical and medical providers. 


3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for 
the performance of services to be provided to enrolled recipients on whose behalf the 
DHCFP makes Capitation payments to the vendor. Notwithstanding the use of 
subcontractor(s), the vendor accepts and acknowledges its obligation and responsibility 
under this contract as follows:  


A. For the provision of and/or arrangement for the services to be provided under this 
contract and to ensure the coordination of care between medical, behavioral and social 
needs is maintained; 


B. For the evaluation of the prospective subcontractor’s ability to perform the activities to 
be delegated; and 


C. For the payment of any and all claims payment liabilities owed to providers for 
services rendered to enrolled recipients under this RFP, for which a subcontractor is the 
primary obligor provided that the provider has exhausted its remedies against the 
subcontractor; provided further that such provider would not be required to continue to 
pursue its remedies against the subcontractor in the event the subcontractor becomes 
insolvent, in which case the provider may seek payment of such claims from the 
Vendor.  For the purposes of this section, the term “Insolvent” shall mean: 


1. The adjudication by a court of competent jurisdiction or administrative tribunal of 
a party as a bankrupt or otherwise approving a petition seeking reorganization, 
readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a 
receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or 
any substantial part of its property upon the application of any creditor or other 
party entitled to so apply in any insolvency or bankruptcy proceeding or other 
creditor’s suit. 


D. For the oversight and accountability for any functions and responsibilities delegated to 
any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, 
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the DHCFP and their officials, representatives and employees harmless from any and 
all liabilities, losses, settlements, claims, demands, and expenses of any kind (including 
but not limited to attorneys’ fees) which are related to any and all claims payment 
liabilities owed to providers for services rendered to enrolled recipients under this RFP 
for which a subcontractor is the primary obligor. 


E. Subcontracts which must be submitted to the DHCFP for advance written approval 
include any subcontract between the vendor, excluding network provider contracts, and 
any individual, firm, corporation or any other entity engaged to perform part or all of 
the selected vendor’s responsibilities under the DHCFP Managed Care Contract.  This 
provision includes, but is not limited to, contracts for vision services, mental or 
behavioral health services, claims processing, recipient services, provider services, cost 
containment services such as utilization management, third party liability, surveillance 
and utilization review, and/or pharmacy services. This provision does not include, for 
example, purchase orders. In addition, the vendor must provide written information to 
the DHCFP prior to the awarding of any contract or Subcontract regarding the 
disclosure of the vendor’s ownership interests of five percent (5%) or more in any 
delegated entity or Subcontractor.  


F. As part of its provider contracting and subcontracting, the Vendor agrees that it shall 
comply with the procedures set forth in Attachment D, Contract Form. 


G. Subcontractor contracts may not be structured to provide financial or other incentives 
to providers and subcontractors for denying, reducing or limiting medically necessary 
services. 


H. The use of “gag” clauses in subcontractor contracts is prohibited. 


PRE-APPROVAL OF SUBCONTRACTOR CONTRACTS BY DHCFP 
We understand and will comply with the requirements of Section 3.7.4.1.   


All subcontracts, excluding network provider contracts but including delegation 
agreements, will be pre-approved by DHCFP and will be in writing.  We will not delegate 
any item or requirement in the DHCFP Managed Care Contract to any subcontractor or 
network provider without the express, written approval of DHCFP.  We understand we 
will be fined $25,000 for failure to meet this requirement.  We will make available 
within five (5) business days any subcontracts requested by DHCFP including those 
pertaining to administrative, technical and medical providers. 


OUR RESPONSIBILITIES AND OBLIGATIONS RELATING TO THE USE OF SUBCONTRACTORS 
We understand and will comply with the requirements of Section 3.7.4.2 as it relates to 
services being performed by subcontractors acting on our behalf.   


We accept and acknowledge our responsibility and obligation under this contract for the 
provision of the services including those ensuring care coordination.  We acknowledge 
our obligation to evaluate the prospective subcontractor’s ability to perform delegated 
activities.   


Our pre-delegation audit process confirms the subcontractor has the structural 
elements, i.e. policies, procedures, staff, licensure, etc., in place to comply with all of 
the contractual requirements for the functions assigned to them. Additionally the 
vendors have to comply with the expectations of the company on an ongoing basis, for 
example, the Recipient Services vendors go through an extensive annual onsite audit and 
are required to produce monthly score cards to ensure no gaps or deficiencies have 
occurred. 
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We understand and acknowledge our ultimate responsibility for payment of any and all 
claims payment liabilities owed to providers for services rendered to enrolled members 
under this RFP including if the subcontractor fails to pay providers for services rendered 
due to subcontractor insolvency as defined in Section 3.7.4.2. C1-2.  


Additionally, we acknowledge we are responsible for the oversight and accountability 
for any functions and responsibilities delegated to any subcontractor.  We will 
indemnify, defend and hold the State of Nevada, the DHCFP and their officials, 
representatives and employees harmless from any and all liabilities, losses, 
settlements, claims, demands, and expenses of any kind (including attorneys’ fees) 
which are related to any and all claims payment liabilities owed to providers for 
services rendered to members under this RFP. 


We will comply with the requirement to submit subcontracts to the DHCFP for advance 
written approval exluding network provider contracts.  We acknowledge that this 
provision includes contracts for vision services, mental or behavioral health services, 
claims processing, recipient services, provider services, cost containment services such 
as utilization management, third party liability, surveillance and utilization review, 
and/or pharmacy services.  We understand that this provision does not include purchase 
orders.  Lastly, we agree to provide written information to the DHCFP prior to the 
awarding of any contract or Subcontract in which we as the vendor have an ownership 
interest of 5% or greater.  


We acknowledge and will comply with the procedures set forth in Attachment D, 
Contract Form of the RFP. 


We understand and will comply with the provision regarding subcontractor contracts.  
We will not structure contracts such that we provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary 
services. 


We understand and will comply with the provision restricting the use of “gag” clauses in 
subcontractor contracts. 


3.7.5 Access and Availability 


The vendor shall: 


3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 


We understand and will comply with the provisions of Section 3.7.5.1.  


We will monitor geographical access between members and our provider network on a 
monthly, quarterly and ad hoc basis using Optum GeoAccess® GeoNetworks® software. 
Ongoing monitoring and trending of providers’ member panel capacity will also be 
analyzed.  


3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if necessary, to 
comply with such access standards.  


We understand and will comply with the provisions of Section 3.7.5.2. 


Quarterly reports that will be produced for monitoring network adequacy include: 


 GeoAccess Reports: Displays network adequacy by region, county and provider 
specialty type including detailed listing by specialty combination showing total 
number of members to total number of providers. These reports will be run quarterly 
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or on an ad-hoc basis. 
 Exception History Log (EHL): Records network gaps, current patterns of care and a 


narrative justification with steps to remedy for each network deficiency identified in 
GeoAccess. Provider network deficiencies are uploaded from GeoAccess into the EHL 
tool, where the Network Management team writes a narrative describing the plan to 
fill each deficiency based upon the network management research. 


 Compliance and Expansion Maps: Real-time statistical analysis software (SAS) maps 
that allow network management users to access provider gaps and drill-down to 
investigate identified county level deficiencies and the provider network that 
services just that county. 


 Access Compliance Snapshot: A drillable GeoAccess dashboard report of the provider 
network specialties by county. The report is run on a monthly basis using the current 
provider network and membership. Each report is validated and then analyzed for 
network trends, then distributed to the network management teams for action.  


 Zip Code Analysis for Members without Access: An analysis of members without 
access to specific specialties at the zip code level.  


We will also use reports from these systems to analyze member access to providers by 
mapping provider locations against member locations to determine the time and 
distance to the closest provider and to calculate the number of members per provider to 
determine capacity. 


In addition to GeoAccess reports, we will conduct ongoing monitoring activities to ensure 
network adequacy. Network monitoring tools include HEDIS results, provider efficiency 
reports, operational dashboard reports, member grievance and appeal data, provider 
complaint and appeal data, appointment availability, out-of-network usage reports, and 
member and provider satisfaction surveys.  


We will ensure adequate physical and geographic access to covered services for enrolled 
recipients and on a quarterly basis, use geo-access mapping and data-driven analyses to 
ensure compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with such access standards. 


3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for Medicaid 
and CHIP recipients.  


We understand and will comply with the provisions of Section 3.7.5.3. 


We will partner actively with the DHCFP, community providers and stakeholders to 
identify and address issues and opportunities to improve health care access and 
availability for Medicaid and CHIP recipients. 


3.7.5.4 The vendor will assure access to health screenings, reproductive services and 
immunizations through county and state public health clinics. 


We understand and will comply with the provisions of Section 3.7.5.4. 


We will assure access to health screenings, reproductive services and immunizations 
through county and state public health clinics.  


3.7.5.5 Promotion of care management and early intervention services shall be accomplished by 
completing welcome calls and/or visits to new recipients.  This method ensures that an 
orientation with emphasis on access to care, choice of PCP and availability of an initial 
health risk screening occurs proactively with each recipient who becomes enrolled. If a 
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screening risk level determines need for further care management a care management 
referral will be completed.  


We understand and will comply with the provisions of Section 3.7.5.5. 


Promotion of care management and early intervention services will be accomplished by 
completing welcome calls and/or visits to new recipients. We understand that this 
method ensures that an orientation with emphasis on access to care, choice of PCP and 
availability of an initial health risk screening should occur proactively with each 
recipient who becomes enrolled. If a screening risk level determines need for further 
care management, a care management referral will be completed. 


3.7.5.6 Maintain an adequate network that ensures the following: 


A. PCP-To-Recipient Ratios 


The vendor must have at least one (1) full-time equivalent (FTE) primary care 
provider, considering all lines of business for that provider, for every one thousand five 
hundred (1,500) recipients per service area.  However, if the PCP practices in 
conjunction with a health care professional the ratio is increased to one (1) FTE PCP 
for every one thousand eight hundred (1,800) recipients per service area. 


B. PCP Network Requirements 


Demonstrate that the capacity of the PCP network meets the FTE requirements for 
accepting eligible recipients per service area.  This ratio cannot exceed the FTE 
requirement.  In no case may a single provider accept more recipients than allowed by 
the FTE requirement.   


C. Primary Care Provider Participation 


Per geographic service area, at least fifty percent (50%) of all of the Network PCPs 
must contractually agree to accept eligible recipients.  At least fifty percent (50%) of 
the aforementioned PCPs must accept eligible recipients at all times.  If the vendor has 
a contract with a Federally Qualified Health Center (FQHC) and/or the University of 
Nevada Medical School, the physicians of the MCOs can be counted to meet the fifty 
percent (50%) participation and fifty percent (50%) acceptance requirement.  The 
DHCFP or its designee may audit the vendor’s network monitoring tool for 
compliance. 


D. Physician Specialists 


The vendor must provide access to all types of physician specialists for PCP referrals, 
and it must employ or contract with specialists in sufficient numbers to ensure specialty 
services are available in a timely manner. The vendor should provide access to at least 
two specialists/subspecialists in their service areas. The minimum ratio for specialists 
(i.e., those who are not PCPs) is one (1) specialist per one thousand five hundred 
recipients per service area (1:1,500).  


These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis 
of physician specialist availability by specific service area. 


If a recipient is unable to arrange specialty care from a network provider, the vendor 
must arrange for services with a provider outside the vendor’s network.  


We understand and will comply with the provisions of Section 3.7.5.6, Items A through D. 


PCP Ratios, Network Requirements and Participation 
Based on our experience working with Medicaid Providers, we have built a fully 
integrated approach to assessing and maintaining network standards. While we will run 
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Geo-Access reports monthly to make sure we consistently have an adequate number of 
providers within established time and distance requirements of members, we also know 
that there are other factors that could impact access for Members.  


This approach takes into account available data from a variety of sources, input from 
Service Coordination staff members, Member feedback, and regular audits of 
availability. Some tools we will use to assess network standards include: provider data 
accuracy, appointment accessibility surveys, member grievance and provider 
complaints, case managers, recipient services, member and provider satisfaction 
surveys, provider advisory committees, closed panel reports and out-of-network paid 
claims.  


We will have at least one (1) full-time equivalent (FTE) primary care provider, 
considering all lines of business for that provider, for every one thousand five hundred 
(1,500) recipients per service area.  We understand that if the PCP practices in 
conjunction with a health care professional, the ratio is increased to one (1) FTE PCP for 
every one thousand eight hundred (1,800) recipients per service area. 


Per geographic service area, we will ensure that at least fifty percent (50%) of all of the 
Network PCPs contractually agree to accept eligible recipients.  At least fifty percent 
(50%) of the aforementioned PCPs will accept eligible recipients at all times.  If we have 
a contract with in place with a Federally Qualified Health Center (FQHC) and/or the 
University of Nevada Medical School, we understand that the physicians of the MCOs can 
be counted on to meet the fifty percent (50%) participation and fifty percent (50%) 
acceptance requirement. We also understand that the DHCFP or its designee may audit 
our network monitoring tool for compliance. 


Specialists 
We will provide access to all types of physician specialists for PCP referrals, and employ 
or contract with specialists in sufficient numbers to ensure specialty services are 
available in a timely manner. We will regularly perform analysis of high volume 
specialists accepting new and existing members to determine if we will meet the 
required distance and drive time access standards as method to ensure access to these 
specialists.  High volume specialists will include those identified annually through claims 
utilization data.  The specialty types will be chosen based on the highest claim count 
within an annual reporting period.  


Our specialist analysis affords the opportunity to develop targeted recruitment 
opportunities to ensure necessary provider specialties are accessible to the members we 
will serve. A large provider group or high volume specialist type or facility leaving our 
network may also trigger an ad hoc GeoAccess analysis. This analysis looks at the 
remaining providers of the same specialty type(s) to ensure that no access gaps have 
been created. 


We will provide access to at least two specialists/subspecialists in their service areas. 
We understand that the minimum ratio for specialists (i.e., those who are not PCPs) is 
one (1) specialist per one thousand five hundred recipients per service area (1:1,500).  


These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of 
physician specialist availability by specific service area. 


If a recipient is unable to arrange specialty care from a network provider, we will 
arrange for services with a provider outside our network. 
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3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 


A. Emergency Services   


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, 
seven (7) days a week, with unrestricted access, to enrolled recipients who present at 
any qualified provider, whether a network provider or an out-of-network provider.   


B. PCP Appointments 


1. Medically necessary, primary care provider appointments are available within two 
(2) calendar days;  


2. Same day, urgent care PCP appointments ; and 


3. Routine care PCP appointments are available within two (2) weeks.  The two (2) 
week standard does not apply to regularly scheduled visits to monitor a chronic 
medical condition if the schedule calls for visits less frequently than once every 
two (2) weeks. 


C. Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision 
services, and other diagnostic and treatment health care providers, the vendor shall 
provide: 


1. Same day, emergency appointments within twenty-four (24) hours of referral; 


2. Urgent appointments within three (3) calendar days of referral; 


3. Routine appointments within thirty (30) calendar days of referral; and  


4. Vendor must allow access to a child/adolescent specialist(s) if requested by the 
parent(s). 


D. Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as 
follows: 


1. First trimester within seven (7) calendar days of the first request; 


2. Second trimester within seven (7) calendar days of the first request; 


3. Third trimester within three (3) calendar days of the first request; and 


4. High-risk pregnancies within three (3) calendar days of identification of high risk 
by the vendor or maternity care provider, or immediately if an emergency exists. 


We understand and will comply with the provisions of Section 3.7.5.7, Items A through D. 


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, 
seven (7) days a week, with unrestricted access, to enrolled recipients who present at 
any qualified provider, whether a network provider or an out-of-network provider.   


We will provide PCP Appointments as follows: 


 Medically necessary, primary care provider appointments are available within two 
(2) calendar days;  


 Same day, urgent care PCP appointments ; and 
 Routine care PCP appointments are available within two (2) weeks.  The two (2) 


week standard does not apply to regularly scheduled visits to monitor a chronic 
medical condition if the schedule calls for visits less frequently than once every two 
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(2) weeks. 


For specialty referrals to physicians, therapists, behavioral health services, vision 
services, and other diagnostic and treatment health care providers, we shall provide as 
follows: 


 Same day, emergency appointments within twenty-four (24) hours of referral; 
 Urgent appointments within three (3) calendar days of referral; 
 Routine appointments within thirty (30) calendar days of referral; and  
 We must allow access to a child/adolescent specialist(s) if requested by the 


parent(s). 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as 
follows: 


 First trimester within seven (7) calendar days of the first request; 
 Second trimester within seven (7) calendar days of the first request; 
 Third trimester within three (3) calendar days of the first request; and 
 High-risk pregnancies within three (3) calendar days of identification of high risk by 


the vendor or maternity care provider, or immediately if an emergency exists. 


3.7.5.8 Appointment Standards 


The vendor shall have established written policies and procedures: 


A. Disseminating its appointment standards to all network providers, and must assign a 
specific staff member of its organization to ensure compliance with these standards by 
the network.   


B. Concerning the education of its provider network regarding appointment time 
requirements, the vendor shall: 


1. Monitor the adequacy of its appointment process and compliance; and  


2. Implement a Plan of Correction (POC) when appointment standards are not met. 


We understand and will comply with the provisions of Section 3.7.5.8, Items A and B. 


We have established written policies and procedures regarding appointment standards 
and office wait times and the provider representatives will disseminate these standards 
to all network providers to ensure compliance. We will conduct quarterly telephone 
surveys to assess appointment availability, appointment wait time, and after-hours 
coverage. We will re-audit any providers who fall short of standards and will follow up 
with a Plan of Correction (POC) when appointment standards are not met. 


3.7.5.9 Office Waiting Times 


The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, 
except when the provider is unavailable due to an emergency.  Providers are allowed to be 
delayed in meeting scheduled appointment times when they “work in” urgent cases, when a 
serious problem is found, or when the patient has an unknown need that requires more 
services or education than was described at the time the appointment was scheduled. 


We understand and will comply with the provisions of Section 3.7.5.9. 


We have written guidelines in place that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, 
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except when the provider is unavailable due to an emergency.  Providers are allowed to 
be delayed in meeting scheduled appointment times when they “work in” urgent cases, 
when a serious problem is found, or when the patient has an unknown need that requires 
more services or education than was described at the time the appointment was 
scheduled. 


3.7.5.10 Access Exceptions 


Document and submit to the DHCFP, in writing within 15 days, justification for exceptions 
to access standards set forth in this RFP. Such justifications shall include alternative 
standards that are equal to or better than the usual and customary community standards for 
accessing care. 


We understand and will comply with the provisions of Section 3.7.5.10. 


We will document and submit to the DHCFP, in writing within 15 days, justification for 
exceptions to access standards set forth in this RFP. Such justifications shall include 
alternative standards that are equal to or better than the usual and customary 
community standards for accessing care. 


3.7.5.11 Provider Terminations 


A. The vendor must give written notice of termination of a contracted provider, within 
fifteen (15) days of receipt or issuance of the termination notice, to each recipient who 
received his/her primary care from, or was seen on a regular basis by the terminated 
provider. 


B. If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform 
the DHCFP Provider Enrollment Unit within five (5) business days.  


C. The vendor at a minimum must provide the DHCFP the basis, reasons or causes for 
such action and any and all documentation, data, or records obtained, reviewed, or 
relied on by the vendor including but not limited to:  


1. Provider/patient files. 


2. Audit reports and findings. 


3. Medical necessity reviews. 


D. If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is 
responsible for notifying the MFCU or HHS-OIG. 


We understand and will comply with the provisions of Section 3.7.5.11, subparagraphs  
A through D. 


Whether the provider is small or large, the loss of a provider can have deep effects on 
members. We know they will face uncertainty, and the key to helping them is open pro-
active communication to create awareness and plan for the transition in partnership 
with members.  The transition planning and process must focus on minimizing the 
disruption to members’ lives to the greatest extent possible.  


Our continuity of care protocols and processes and our general approach to Medicaid 
managed care in individual states have consistent elements aimed at minimizing 
disruption of members’ care. However, each situation is unique and we retain enough 
local flexibility and control to tailor our response as needed in partnership with the 
state health agency and other key stakeholders. 


Our membership supports and automated systems will help affected members make a 
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smooth transition. 


We understand that we must give written notice of termination of a contracted 
provider, within fifteen (15) days of receipt or issuance of the termination notice, to 
each recipient who received his/her primary care from, or was seen on a regular basis by 
the terminated provider. Letters will be automatically generated to members, 
consistent with state requirements, based on provider type and services being received. 
Our standard process follows: 


1. Change in PCP letter: This letter notifies the provider’s assigned members of their 
PCP’s disenrollment and their reassignment to a new PCP. Members will be given the 
option to change from the newly assigned PCP by calling Member Services. 


2. Specialist letter: This letter is sent to all members for which we have received 2 or 
more claim encounters from the terminating specialist within the last 6 months, or 
who have an open authorization with an expiration date after the termination date 
with that specialist.  Additionally, the letter may provide alternative specialist 
options if applicable.    


3. Authorization letter: When any provider terminates, this letter is sent to members 
with open authorizations as part of the plan for transition of care 


We will educate our community and member outreach teams to prepare them for 
member discussions and questions about changes to the provider network. Local 
representatives to assist in transition of care will include provider relations 
representatives, Community Outreach, Case Managers and community physicians. 
Additionally our member services helpline will be available to assist members with any 
questions they may have, including the selection of a new PCP. 


When there is a change in the provider network, we ensure all communication pathways 
are educated and engaged to facilitate responsiveness to members regarding this 
change.  If we decredential, terminate, or disenroll a provider, we will inform the DHCFP 
Provider Enrollment Unit within five (5) business days.  


We will provide to the DHCFP, at a minimum, the basis, reasons or causes for such 
action and any and all documentation, data, or records obtained, reviewed, or relied on 
by the vendor including but not limited to provider/patient files, audit reports and 
findings, and medical necessity reviews. 


If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is 
responsible for notifying the MFCU or HHS-OIG. 


3.7.5.12 Notification of Significant Network Changes 


A. The vendor will notify the DHCFP’s designated staff, within one (1) business day, of 
any unexpected change that would impair its provider network.  This notification shall 
include: 


1. Information about the nature of the change and how the change will affect the 
delivery of covered services; and 


2. The vendor’s plans for maintaining the quality of recipient care if the provider 
network change is likely to result in deficient delivery of covered services. 


B. The vendor must notify the DHCFP of any change in its network that will substantially 
affect the ability of recipients to access services as soon as the change is known, or not 
later than fifteen (15) calendar days prior to the change. 
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We understand and will comply with the provisions of Section 3.7.5.12, Items A and B. 


As stated in the question above, significant network changes will be communicated to 
the DHCFP as quickly as possible. We will notify the DHCFP’s designated staff, within 
one (1) business day, of any unexpected change that would impair our provider network. 
This notification will include information about the nature of the change and how the 
change will affect the delivery of services.  In addition, notification will include our plan 
for maintaining the quality of recipient care if the provider network change is likely to 
result in deficient delivery of covered services. 


As required above, we will notify the DHCFP of any change in our network that will 
substantially affect the ability of recipients to access services as soon as the change is 
known, or not later than fifteen (15) calendar days prior to the change. 


3.7.5.13 Prohibited Practices 


The vendor shall take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, gender, 
gender identity, sexual preference, religion, age, and health status, physical or mental 
disability, except where medically indicated.  Prohibited practices include, but are not 
limited to, the following: 


A. Denying or not providing an enrolled recipient a covered service or available facility; 


B. Providing an enrolled recipient a covered service which is different, or is provided in a 
different manner, or at a different time from that provided to other recipients, other 
public or private patients, or the public at large; 


C. Subjecting an enrolled recipient to segregation or separate treatment in any manner 
related to the receipt of any covered medically necessary service, except where 
medically indicated; 


D. The assignment of times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, gender identity, sexual preference, religion, age, 
physical or mental disability, or health status of the recipient to be served;  


E. The vendor may not prohibit, or otherwise restrict, a health care professional acting 
within the lawful scope of practice, from advising or advocating on behalf of a 
recipient who is his or her patient: 


1. For the recipient's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered; 


2. For any information the recipient needs in order to decide among all relevant 
treatment options; 


3. For the risks, benefits, and consequences of treatment or non-treatment; and 


4. For the recipient's right to participate in decisions regarding his or her health care, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


F. The vendor is prohibited from paying for an item or service (other than an emergency 
item or service, not including items or services furnished in an emergency room of a 
hospital): 


1. Furnished by any individual or entity that is excluded from participation under title 
V, XVIII, or XX or under this title; 


2. Furnished at the medical direction or on the prescription of a physician, during the 
period when such physician is excluded from participation  and when the person 
furnishing such item or service knew, or had reason to know of the exclusion (after 
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a reasonable time period after reasonable notice has been furnished to the person); 


3. Furnished by an individual or entity to whom the state has failed to suspend 
payments during any period when there is a pending investigation of a credible 
allegation of fraud against the individual or entity, unless the state determines there 
is good cause not to suspend such payments; 


4. With respect to any amount expended for which funds may not be used under the 
Assisted Suicide Funding Restriction Act of 1997; 


5. With respect to any amount expended for roads, bridges, stadiums, or any other 
item or service not covered under the Medicaid State Plans; or  


6. For home health care services provided by an agency or organization, unless the 
agency provides the state with a surety bond as specified in Section 1861(o)(7) of 
the Act. 


G. Charging a fee for a medically necessary covered service or attempting to collect a co-
payment.  


If the vendor knowingly executes a subcontract with a provider with the intent of 
allowing, encouraging, or permitting the subcontractor to implement unreasonable 
barriers or segregate (i.e., the terms of the subcontract are more restrictive than the 
vendor’s contract with the DHCFP or incentives or disincentives are structured to steer 
enrolled recipients to certain providers) the vendor will be in default of its contract with 
the DHCFP.  In addition, if the vendor becomes aware of any of its existing 
subcontractors’ failure to comply with this section and does not take immediate action, 
it will be in default of its contract with the DHCFP.  


We understand and will comply with the provisions of Section 3.7.5.13, Items A through 
G. 


We will take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, 
gender, gender identity, sexual preference, religion, age, and health status, physical or 
mental disability, except where medically indicated.  We understand the prohibited 
practices as defined in Items A through G and these are summarized below: 


We will not deny or not provide an enrolled recipient a covered service or available 
facility. 


We will provide an enrolled recipient a covered service which is different, or is provided 
in a different manner, or at a different time from that provided to other recipients, 
other public or private patients, or the public at large. 


We will not subject an enrolled recipient to segregation or separate treatment in any 
manner related to the receipt of any covered medically necessary service, except where 
medically indicated. 


We will not assign times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, gender identity, sexual preference, religion, age, 
physical or mental disability, or health status of the recipient to be served.  


We will not prohibit, or otherwise restrict, a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a recipient who is his 
or her patient: 


 For the recipient's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered; 
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 For any information the recipient needs in order to decide among all relevant 
treatment options; 


 For the risks, benefits, and consequences of treatment or non-treatment; and 
 For the recipient's right to participate in decisions regarding his or her health care, 


including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


We understand that we are prohibited from paying for an item or service (other than an 
emergency item or service, not including items or services furnished in an emergency 
room of a hospital): 


 Furnished by any individual or entity that is excluded from participation under title 
V, XVIII, or XX or under this title; 


 Furnished at the medical direction or on the prescription of a physician, during the 
period when such physician is excluded from participation  and when the person 
furnishing such item or service knew, or had reason to know of the exclusion (after a 
reasonable time period after reasonable notice has been furnished to the person); 


 Furnished by an individual or entity to whom the state has failed to suspend 
payments during any period when there is a pending investigation of a credible 
allegation of fraud against the individual or entity, unless the state determines there 
is good cause not to suspend such payments; 


 With respect to any amount expended for which funds may not be used under the 
Assisted Suicide Funding Restriction Act of 1997; 


 With respect to any amount expended for roads, bridges, stadiums, or any other 
item or service not covered under the Medicaid State Plans; or  


 For home health care services provided by an agency or organization, unless the 
agency provides the state with a surety bond as specified in Section 1861(o)(7) of the 
Act. 


We understand that we cannot charge a fee for a medically necessary covered service or 
attempt to collect a co-payment.  


We understand that if we knowingly execute a subcontract with a provider with the 
intent of allowing, encouraging, or permitting the subcontractor to implement 
unreasonable barriers or segregate (i.e., the terms of the subcontract are more 
restrictive than the vendor’s contract with the DHCFP or incentives or disincentives are 
structured to steer enrolled recipients to certain providers), we will be in default of the 
contract with the DHCFP. In addition, if we become aware of any of its existing 
subcontractors’ failure to comply with this section and do not take immediate action, 
we will be in default of the contract with the DHCFP.  


3.7.6 Provider Contracts 


3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise 
qualified providers to provide enrolled recipients with all medically necessary covered 
services. 


3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior 
to execution.  In addition, prior to distributing or executing any substantive changes or 
amendments to the base contract, the vendor shall submit drafts of standard language for 
any such contract to the DHCFP for review.  Provider contracts must meet all state and 
federal requirements.  Vendors are expected to submit all necessary information to 
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demonstrate agreements are complete. The vendor shall submit any of its provider contracts 
to the DHCFP upon request.  


3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner 
that will ensure meeting the objectives noted within this RFP.  The effort must include 
outreach to providers who are not currently participating in the DHCFP’s medical 
assistance programs or have a signed agreement but do not actively accept eligible 
recipients. 


3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to the DHCFP for completion of the Medicaid provider enrollment.  However, 
vendors may enter into single case agreements with non-Medicaid providers as needed.  
Any provider located outside of the state of Nevada must be licensed in their home state of 
practice in order to enter into a single case agreement with a vendor.  


3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete 
this monitoring on its providers, and for disciplining providers who are found to be out of 
compliance with the vendor’s medical management standards.  The vendor must submit 
these policies and procedures to the DHCFP within ten (10) business days of the 
implementation.  


3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social 
Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, 
pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information regarding its 
physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada Check Up 
recipient, upon request.  The rules and guidelines for physician incentive plans also apply to 
the vendor’s subcontractors.  


3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing, or limiting medically necessary 
services to a recipient. 


3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 


3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days 
of the request.  


3.7.6.10 The vendor will support and participate in any future grants awarded to  Medicaid that 
affect MCOs or MCO recipients  


3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment. 


We understand and comply with the provisions of Section 3.7.6.   


PROVIDER CONTRACTS 
We will ensure that our network includes sufficient numbers of appropriately 
credentialed, licensed, or otherwise qualified providers to furnish members with all 
medically necessary covered services.  We will provide, for the DHCFP’s review, a copy 
of our base provider contract prior to execution.  Our provider contracts will not be 
structured to provide financial or other incentives to providers and subcontractors for 
denying, reducing, or limiting medically necessary services to a member.   


PROVIDER OUTREACH APPROACH AND RECRUITMENT STRATEGY 
Our recruitment strategy focuses on the development of a broad-based, integrated 
network that is well positioned to deliver the full array of covered benefits and services 
to members including those with special health care needs. Our recruitment resources 
and tools will be located in the Nevada marketplace. We will deploy a team of local 
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resources to support face-to-face encounters with institutions, physicians and other 
providers. These resources will be supplemented by our national network development 
team which includes specialists in institutional, group practice, and ancillary 
contracting and legal experts in contract development.   


Our Nevada network recruitment center will be staffed by a team of contract specialists 
who actively collect executed contracts; process mailings, answer inbound calls, make 
outbound follow up calls, and assist providers with all aspects of contracting and 
credentialing.  


SINGLE CASE AGREEMENTS 
As needed, we will develop relationships with out-of-network providers to allow us to 
work with them on a case-by-case basis to secure member access to the appropriate 
level of medically necessary care. Typically, we arrange care with out-of-network 
providers by executing single case agreements that authorize care for a specific 
member. 


MONITORING PROVIDER COMPLIANCE 
As part of our global commitment to quality and service improvement, we will use data 
from both provider complaints and inquiries to identify opportunities to improve our 
performance in functional areas such as grievance, medical management, administrative 
services, provider network development and handbook clarity. This will allow us to 
address not only issues affecting individual provider satisfaction, but to also identify 
and address potential trends in the delivery system as a whole.  Our policies and 
procedures for monitoring our providers and for disciplining providers who are found to 
be out of compliance with our medical management standards will be provided to DHCFP 
within ten (10) days of the implementation.   


PROVIDER INCENTIVE PLANS 
Our physician incentive plans comply with section 1876 of the Social Security Act and 
the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 
438.6(h) (1).  We will provide information regarding our physician incentive plans to the 
State, CMS, and any Medicaid and Nevada Check Up recipient, upon request.  Our 
provider contracts will not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing, or limiting medically necessary 
services to a recipient. 


3.7.7 Provider Directory 


The vendor will publish its provider directory which includes all providers including FQHCs, and 
any subcontractors’ provider directory via an Internet website upon contract implementation and 
will update the website on a monthly basis for all geographic service areas.  Listed providers in the 
MCO network must be active, currently providing care or accepting new patients on behalf of the 
MCO and the provider’s demographic data must be accurate. The vendor will provide the DHCFP 
with the most current provider directory upon contract award for each geographic service area.  
Upon request by the DHCFP, the vendor must confirm the network adequacy and accessibility of 
its provider network and any subcontractor’s provider network. When queried at least 90% of listed 
providers will confirm participation in the vendor’s network.  


On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the 
DHCFP a list of all providers who have been enrolled and a list of all providers who have 
disenrolled, deactivated, terminated, decredentials or been removed from the active provider 
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enrollment in the previous month. If the provider has been terminated, decredentials or disenrolled, 
the cause and all required documentation of the termination will be supplied to the DHCFP upon 
termination within five (5) business days. 


We understand and comply with the provisions of Section 3.7.7.   


We will publish our provider directory and any subcontractor’s provider directory via an 
internet website upon contract implementation and will update the website on a 
frequency no less than monthly for all geographic service areas.   


PROVIDER DIRECTORY 
Our Find-a-Provider, online searchable provider directory tool will make it easy for 
members to search for providers and then alter, refine, and update their search results 
through intuitive refinement tools. Our tags and naming conventions are set up to meet 
members’ health literacy needs when searching, so they can use common language such 
as “heart” to search for cardiologists, as an example. This tool will also quickly allow 
members to refine their search based on the provider’s gender, languages, accessibility 
considerations, provider and specialty types and distance from a user-chosen location, 
whether work, home, or their current location. Provider information will be updated 
daily. Individuals will not need to login for access. 


Another key feature is the comparison tool. Using the same intuitive search capability, 
up to three providers can be selected and compared to each other. This feature will help 
members further evaluate provider options. The initial search response will provide 
information that will include telephone numbers, service site addresses and contact 
information. Additionally, distance and navigation information will be readily accessible 
from this first search result list. 


More detailed information will be available with a simple click on the provider’s name. 
In addition to providing the summary information, details on credentialing status and 
other key items will also be available. We will also include further explanations on the 
meaning, reference, or importance of concepts such as board certification which may 
not be initially well understood by many members.  The online provider directory tool 
will be refreshed daily with current information on network providers. 


In addition to our web based tools, our hard copy provider directory will be available, 
when requested, for members, potential members, and the enrollment broker. The hard 
copy directory for members will be updated a minimum of monthly and will include  
PCPs, specialty physicians, urgent care clinics, federally qualified health clinics 
(FQHCs), rural health clinics (RHCs), laboratories, radiology providers, behavioral 
health providers, hospitals, ancillary providers, allied providers and pharmacies 
participating in the plan. Information will include telephone numbers, service site 
addresses, board certification status and languages spoken. PCPs, specialists, and other 
providers not accepting new patients will be identified. 


3.7.8 Provider and Recipient Communications 


All general communications to recipients must be written at an eighth (8th) grade level of 
understanding reflecting cultural competence and linguistic abilities.  The DHCFP must approve 
initial mass letter mailings and brochures or any subsequent change in content for recipients, 
exclusive of medical educational and disease management information, prior to release. If the 
DHCFP does not respond within ten (10) business days the vendor may consider the 
communication approved.  This provision does not pertain to communications on specific topics to 
individual recipients. 
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We understand and will comply with the provisions of Section 3.7.8. All of our 
communications to recipients will be written to an eighth grade level of understanding.  
We use the Flesch-Kincaid Index to validate that the materials can be understood by a 
member who reads at that grade level.  Any communications materials, including mass 
letter mailings and brochures or any subsequent change in content for recipients, 
exclusive of medical educational and disease management information, will be 
submitted to DHCFP for prior approval prior to distribution. 


3.7.8.1 Provider Policy and Procedure Manual 


A. The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and 
Procedure Manual for each distinct class of provider.  The vendor shall document the 
approval of the provider manual by the vendor’s Medical Director, and shall maintain 
documentation verifying that the provider manual is reviewed and updated at least 
annually. 


B. Upon approval of the DHCFP, the vendor may publish the manual material related to 
more than one category of provider in a single volume.  The vendor must furnish one 
(1) copy of the manual to each provider upon recruitment into the network, and must 
update all copies of the manual in each provider’s possession when changes are made 
by the vendor.  Provider update notices sent via facsimile, mail, and e-mail may be 
utilized to update the provider manual when changes are made by the vendor.  The 
vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) 
copy of the manual updates to each provider practice where several providers within 
the practice are participants in the network. One (1) hard copy and one (1) electronic 
copy of the Provider Manual shall be provided to the DHCFP.  That electronic copy 
must be updated with the same frequency as the hardcopy manual copies furnished to 
providers.  The manual shall include, at a minimum, the following information: 


1. The policies and procedures to be implemented by the vendor to ensure provider 
contract compliance; 


2. The procedures governing verification of recipient eligibility and the process for 
receiving and disseminating recipient enrollment data to participating providers;  


3. Prior authorization procedures and requirements; 


4. The procedures for claims administration; 


5. Provider credentialing criteria; 


6. Provider network management; 


7. The benefits and limitations available to enrolled recipients under the program, 
including any restrictions on recipients’ freedom of choice imposed by the 
program and any/all payment obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; 
units; payment rates; and all pertinent information necessary to submit a clean 
claim in a timely manner; 


9. Procedure to dispute adverse payment and contract decisions; and  


10. Policies and procedures to be implemented by the Vendor to manage quality 
improvement and recipient service utilization. 


We understand and will comply with the provisions of Section 3.7.8.1 and its 
subparagraphs.   
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PROVIDER POLICY AND PROCEDURE MANUAL 
Our Provider Policy and Procedure Manual is reviewed and approved by our Medical 
Director at least annually and more frequently if required. Upon approval of the DHCFP, 
we will publish the manual material in a single volume.  We will provide one electronic 
copy of the manual to each provider upon contracting with our network. When updated, 
we provide notice via a notification postcard, with a link to our website which contains 
the updated manual. We meet this requirement by furnishing a copy of the manual and a 
copy of the manual updates to each provider practice where several providers within 
the practice are participants in the network. All documentation is maintained as 
specified in the RFP. 


We understand that one hard copy and one electronic copy of the Provider Manual must 
also be provided to the DHCFP.   


Providers are able to quickly determine whether a member is covered by the plan and 
identify their primary care provider using either our website or the toll-free provider 
customer services line.  


Our Provider Manual includes a wealth of key information for providers including the 
following information:  


Our education process begins during the initial recruitment phase, where we discuss 
requirements and resources with providers. Upon joining our network, we deliver a 
comprehensive initial provider orientation to newly contracted providers and their 
personnel within 30 days of becoming an active network provider. This training includes 
use of our provider portal, focusing on tools to support quality and performance, as well 
as education on recipient enrollment and eligibility verification.  


In addition to initial provider orientation, we conduct regularly scheduled ongoing 
education sessions with contracted providers at scheduled intervals and ad hoc 
education sessions as needed or requested. 


Partnering With Our Providers: An Overview of Our Provider Services 
We have consistently maintained our focus on building effective partnerships with our 
providers because we know they are the key to improving member health and enhancing 
member quality of life. Our provider engagement model is designed to assist both 
providers and us in achieving our shared goal of improved health outcomes. The program 
includes the following: 


 An account management structure to resolve providers’ claims issues consistently 
and efficiently 


 Personnel and tools to improve quality scores, effective utilization and operational 


 Policies and procedures  Eligibility verification 
 Prior authorization lookup tool  Credentialing criteria 
 Claims process  Appeals process 
 Provider network management  Benefits and limitations for enrollees 
 Billing instructions  Freedom of choice 
 Clinical practice guidelines  Procedure codes 
 Clean claims submission guidelines  Various forms and documents 
 Provider newsletters  Searchable provider directory 
 Dispute procedures  Clinical coverage guidelines 
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efficiency 
 Trained associates who focus on managing relationships, timely performance and 


issue resolution 


We recognize that exceptional service for healthcare providers can only be achieved 
with true collaboration and strategic placement of field staff from various disciplines. 
Our integrated provider engagement model includes eight departments who collaborate 
to support providers in an integrated fashion. To maintain account ownership and 
accountability, our provider services representatives are the primary point of contact. 


Field-based associates supporting our provider partnerships include: 
Provider services representatives: These representatives specialize by provider type 
and are our primary provider-facing staff. They are focused overall on partnering with 
and supporting providers, in conjunction with our medical director, on issues such as 
quality, cost and appropriate utilization. They educate providers on relevant tools, 
including electronic health records and our provider portal. We will have sufficient 
provider services representatives to cover Clark and Washoe Counties. 


Quality Practice Advisors (QPAs): These field quality staff members are deployed to 
work with practices to improve HEDIS quality measures focusing on well-child care, 
preventive care and addressing care gaps to ensure optimal management of chronic 
conditions. 


Operations Account Representatives: Operations accounts representatives are 
specialists assigned to high volume practices to provide education on billing practices 
and reimbursement policies, and resolve issues related to claims, reimbursement, 
authorizations and referrals. These account representatives are able to adjust claims in 
real-time and onsite at the provider’s office if needed. Our field-based support will also 
include our Nevada-based medical director, behavioral health manager, pharmacy 
director, quality management coordinator, EPSDT coordinator and medical management 
coordinator who will be available face-to-face, via telephone and email.  


3.7.8.2 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic service 
area to accommodate each provider site.  In addition to presenting education and training 
materials of interest to all providers, the workshops must provide sessions for each discrete 
class of providers whenever the volume of recent changes in policy or procedures in a 
provider area warrants such a session.  All sessions should reinforce the need for providers 
to verify recipient eligibility and enrollment prior to rendering services in order to ensure 
that the recipient is Medicaid-eligible and that claims are submitted to the responsible 
entity.  Individual provider site visits will suffice for the annual training requirement. 


We understand and will comply with the provisions of Section 3.7.8.2. We will, at least 
annually, conduct provider workshops in the geographic service area to accommodate 
each provider site.  In addition to presenting education and training materials of 
interest to all providers, these workshops will provide sessions for each discrete class of 
providers when the volume of recent changes in policy or procedures in a provider area 
warrants them.   


All workshop sessions will reinforce the need for providers to verify recipient eligibility 
and enrollment prior to rendering services in order to ensure that the recipient is 
Medicaid-eligible and that claims are submitted to the responsible entity.  Individual 
provider site visits will suffice for the annual training requirement. 
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3.7.8.3 Provider Newsletter 


The vendor must publish a semi-annual newsletter for network providers.  Topics may 
include practice guidelines, policy updates, quality management strategies, and other topics 
of provider interest. 


We understand and will comply with the provisions of Section 3.7.8.3. We provide a 
semi-annual newsletter which includes, but is not limited to, practice guidelines, policy 
updates, quality management strategies. 


3.7.8.4 Recipient Newsletter 


The vendor must publish a newsletter for enrolled recipients at least twice per year.  The 
newsletter will focus on topics of interest to enrolled recipients and must be written at an 
eighth (8th) grade level of understanding reflecting cultural competence and linguistic 
abilities.   


The vendor must provide a copy of all newsletters to the DHCFP.  Additionally, these 
newsletters and announcements regarding provider workshops must be published on the 
vendor’s website.  


We understand and will comply with the provisions of Section 3.7.8.4. We currently 
publish semi-annual member newsletters.  These focus on myriad topics and are written 
at an eighth grade reading level per the DHCFP’s requirements. Member newsletter 
topics can include: 


 Changes in Member Rights  Handbook Updates 


 Roles and Responsibilities  Announcement 


 NCQA Updates  Back to School Exams 


 Cancer Awareness Month Screenings  Weight Management 


Our member newsletters are market-based and we always create our member 
publications with cultural competence and linguistic abilities of the local market in 
mind. Our member newsletter reflects the state where the members are enrolled. 


All member newsletters will be copied to the DHCFP.  These newsletters and 
announcements regarding provider workshops will be published on our website. 


3.7.9 Provider and Recipient Communications 


3.7.9.1 Maintenance of the network includes, but is not limited to: 


A. Initial and ongoing credentialing; 


B. Adding, deleting, and periodic contract renewal; 


C. Provider education; and 


D. Discipline/termination, etc. 


We understand and will comply with the provisions of Section 3.7.9.1 (A-D). 


We employ a five-phase approach to network development and management, moving 
from early analysis of the market and membership needs to targeted recruitment, 
contracting, training and retention activities, as detailed in our network development 
plan.  This plan includes initial and ongoing credentialing; adding, deleting and periodic 
contract renewal; provider education and in some instances provider discipline and/or 
terminations. 
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CREDENTIALING 
We have established policies and procedures around all aspects of our in-house 
integrated credentialing program and perform timely credentialing and re-credentialing 
of our providers in strict accordance with federal, state and NCQA Standards and 
Guidelines for the Accreditation of MCOs; these same standards and practices are 
implemented for our Nevada providers to ensure an expedient credentialing process. 


Credentialing and re-credentialing is performed for every independent practitioner and 
organizational provider in our network. Initial credentialing is conducted prior to the 
effective date of the provider’s contract, and re-credentialing is conducted at least 
every three years. All applicants undergo a comprehensive review and verification of 
their education, experience, licensing and other requirements in accordance with NCQA 
guidelines. The application and all corresponding documentation are collected by our 
provider services and network management department and submitted into our 
workflow/tracking system to credentialing. Once the application is submitted, a 
credentialing associate reviews it for completeness. We process credentialing 
applications for all provider types within 60 calendar days of receipt of a completed a 
credentialing application.  


We maintain evidence of current credentials in each network provider’s file. We have 
established processes that automate the provider maintenance processes, including 
continuing education requirements. We currently have the technology to conduct 
primary source verification automatically for provider medical licenses and DEA 
licenses.  


CONTRACTING 
We deploy a team of local resources to support face-to-face encounters with 
institutions, physicians and other providers. These resources are supplemented by our 
national network development team which includes specialists in institutional, group 
practice, and ancillary contracting and legal experts in contract development. Our 
Nevada network recruitment center includes a team of contract specialists who actively 
collect executed contracts; process mailings, answer inbound calls, make outbound 
follow up calls, and assist providers with all aspects of contracting and credentialing. 
Beyond implementation, onsite visits are conducted by our provider services 
representatives to discuss ongoing training topics in addition to assisting with any 
contracting topics such as adding, deleting and contract renewals.  


PROVIDER EDUCATION 
Our experience in other states demonstrates that effective, two-way provider 
communication improves service delivery for our members and increases provider 
satisfaction. We will build on our experience training providers on Medicaid managed 
care programs throughout the country to develop Nevada-specific programs to train, 
onboard and grow our network. Our activities will include: 


 Extensive training curriculum for providers 


 A variety of modalities and locations, accessible real time at the time and frequency 
needed 


 Specialized training sessions by provider type such as behavioral health providers 


 All training material placed on our provider website for convenient 24/7 access 
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Providers will receive ongoing training and education throughout the duration of this 
contract through the following activities: 


 Onsite visit training conducted by provider services representatives and regional 
practice advisors 


 Industry leading Operations Accounts Representatives assigned to high volume 
providers to adjust claims in real-time and on-site if needed 


 Online training available on the provider website, website articles and self-study 
programs 


 Webcasts that allow the opportunity to interact and ask questions 


 Periodic amendments to the provider manual 


 Provider newsletter 


Examples of ongoing training topics include process for prior authorizations and 
appeals, enrollment and credentialing processes, and claims submission and payment 
processes. 


PROVIDER DISCIPLINE AND/OR TERMINATION 
We take the provider discipline and termination process very seriously and have policies 
in place to address such issues.  Should the need arise to discipline and/or terminate a 
provider, we adhere to procedures that are compliant with state and federal 
regulations.   
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3.8 MEDICAL RECORDS 


Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled 
recipient in accordance with this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and 
availability, record keeping, and record review process for all medical records. Not more than ten (10) 
calendar days after submitting a request, the State shall have access to a recipient’s medical record, 
whether electronic or paper, and has the right to obtain copies at the vendor’s expense. 


The recipient’s medical record is the property of the provider who generates the record. The vendor shall 
assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s 
medical records, upon written request, from the provider. Records shall be furnished in a timely manner 
upon receipt of such a request but not more than thirty (30) calendar days from the date of request.  Each 
recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the requested medical 
records.  The fee for additional copies shall not exceed the actual cost of time and materials used to 
compile copy and furnish such records. 


When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted 
provider must forward all medical records in their possession to the new provider within ten (10) business 
days from receipt of the request. 


The vendor must participate financially in the HealtHIE Nevada statewide health information exchange as 
of the effective date of the contract. At a minimum, the participation level must be based upon all recipient 
lives covered under this contract. Additionally the plan will fund the PMPM connections for its Medicaid 
and Nevada Checkup recipients. 


Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable health 
information disclosed electronically. 


We understand and will comply with the provisions of Section 3.8. We conduct medical 
record review annually on a random sample of providers contracted with the plan. The 
review criteria is based on general medical record documentation standards and 
adherence to preventive care and practice guidelines. Corrective action plans (CAPs) are 
issued for providers whose overall score is below the 80 percent compliance threshold 
with all elements of review; response is due back to us within 15 business days of 
receipt.  


 Our providers will be required to maintain complete medical records for each 
enrolled member in accordance with this RFP. These records will be available for 
review by duly authorized CMS and State representatives. 


 We have written policies and procedures in place to maintain the confidentiality, 
accessibility and availability, record keeping, and record review processes for all 
medical records. We understand we are required to provide the State access to a 
recipient’s medical record not more than ten calendar days after we have received a 
request, whether electronic or hardcopy, and the State has the right to obtain copies 
at our expense. 


 When a recipient changes primary care providers and/or health plans, our contracted 
provider will be required to forward all medical records in the provider’s possession 
to the new provider within ten business days from receipt of the request. 


 We will participate financially in the HealtHIE Nevada statewide health information 
exchange as of the effective date of the contract. We understand that at a minimum, 
the participation level will be based upon all recipient lives covered under this 
contract. Additionally the plan will fund the PMPM connections for its Medicaid and 
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Nevada Checkup recipients. 
 Medicaid and Nevada Checkup recipients may not opt out of having their individually 


identifiable health information disclosed electronically. 
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3.9 QUALITY ASSURANCE STANDARDS 


3.9.1 Overview 


The common goal of the managed care program is a successful partnership with quality health 
plans to provide care to the DHCFP recipients, while focusing on continuous quality improvement.  
The current recipient population encompasses the FMC Medicaid eligibility category, Nevada 
Check Up/CHIP, and AO populations. Traditionally, the Medicaid population is a high-risk, high-
volume user of health care services.   


The role of managed care is to ensure accessibility and availability to appropriate health care, 
provide for continuity of care, and provide quality care to enrolled recipients.  A major focus of 
managed care is health promotion and disease prevention. The aforementioned populations benefit 
from targeted preventive health care services, the quality and availability of which are monitored 
and evaluated by the DHCFP in conjunction with the DHCFP’s EQRO contractor.  The vendor is 
required to work collaboratively with the DHCFP and the EQRO in these quality monitoring and 
evaluation activities. The vendor will designate a lead person to work with the DHCFP on quality 
management. By virtue of the DHCFP’s contract with the EQRO and the federal regulations which 
set forth the State’s mandates for an EQRO, the vendor will be required to provide reporting data 
beyond that stipulated in this section and will participate in those additional EQRO activities as 
assigned and required by the DHCFP. 


3.9.2 Quality Measurements 


3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s 
Quality Strategy are to be reported for a calendar year, using the most current version of 
National Committee for Quality Assurance (NCQA) HEDIS specifications. HEDIS 
measures may not necessarily correspond to the contract periods, but may overlap them. 
The DHCFP and/or the EQRO may conduct on-site review as needed to validate medical 
measures reported. The vendor must use audited data, and is responsible for ensuring all 
updates to the measure are reflected in the final, reported rates. The DHCFP reserves the 
right to require the vendor to conduct special focus studies and report on additional quality 
measures when requested. 


3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the 
State Quality Strategy.  


3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each year, the vendor may 
be eligible for a bonus pool payment for each of the quality strategy identified, audited 
HEDIS measures  (calculated from the preceding calendar year's data) for which significant 
improvement, based on the DHCFP methodology, identified in Attachment U ~ Pay for 
Performance (P4P),  has been demonstrated.   


3.9.2.4 Pregnancy 


A. Standard 


1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid 
recipients are provided with quality prenatal care.  Quality prenatal care provides 
for increased access to prenatal services, and ensures necessary monitoring of 
high-risk pregnancies to obtain healthy birth outcomes. 


2. The vendor’s prior authorization policies and procedures must be consistent with 
the provision of prenatal care in accordance with community standards of practice 
and the MSM. 


3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


A. Standard 
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1. The vendor shall take affirmative steps to achieve at least a participation rate 
greater than or equal to the national average for EPSDT screenings.  Well Child 
Care promotes healthy development and disease prevention in addition to possible 
early discovery of disease and appropriate treatment.  


2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, 
to include, but not be limited to: policy/procedure for EPSDT, service delivery, 
data tracking and analysis, language in primary care provider contracts, and the 
process for notification of recipients.  Vendor internal quality assurance of the 
EPSDT program shall include monitoring and evaluation of the referrals that are 
the result of an EPSDT screening.  


B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the 
DHCFP for each quarter of the federal fiscal year (FFY), October 1st through 
September 30th.  The vendor is required to submit the final CMS 416 Report to the 
DHCFP no later than March 1st after the FFY reporting period concludes.  The vendor 
must send a quarterly report in order to track the progress the Vendor is making 
throughout the year.  The vendor is required to complete all line items of the CMS 416 
Report and submit separate reports for the NCU, FMC, and CHIP Medicaid expansion.  


C. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation 
rate not less than the Quality Improvement System for Managed Care (QISMIC) 
improvement measure, as determined by the DHCFP or its contracted EQRO, the 
DHCFP may require the vendor to submit a Plan of Correction (POC) to the DHCFP.   


3.9.2.6 Immunizations 


A. Standard 


The vendor shall ensure Age appropriate immunizations (according to current 
Advisory Committee on Immunization Practices (ACIP) schedule). 


3.9.2.7 Mental Health 


A. Standard 


The vendor shall take affirmative steps to ensure that covered medically necessary 
mental health, substance abuse and mental health rehabilitative services are provided to 
enrolled recipients as required in this RFP.  Mental health is an integral part of holistic 
health care.   


3.9.3 Plan of Correction (POC) Procedure 


3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, 
education and case management activities, which will assist the vendor to improve the 
quality rates/scores. A POC must include, but may not be limited to, the following:  


A. Specific problem(s) which require corrective action; 


B. The type(s) of corrective action to be taken for improvement;  


C. The goals of the corrective action;  


D. The time-table for action;  


E. The identified changes in processes, structure, internal/external education;  


F. The type of follow-up monitoring, evaluation and improvement; and 


G. The vendor staff person(s) responsible for implementing and monitoring the POC. 


H. The POC should also identify improvements and enhancements of existing outreach, 
and case management activities, if applicable. 


3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from 
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date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will 
be evaluated by the DHCFP to determine whether it satisfactorily addresses the actions 
needed to correct the deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will 
indicate the section(s) requiring revision and/or necessary additions and request a 
satisfactory plan be submitted by the vendor, unless otherwise specified, within thirty (30) 
calendar days of receipt of the DHCFP’s second directive.  If the vendor’s second plan is 
unsatisfactory, the DHCFP may declare a material breach.  Within ninety (90) calendar 
days after the vendor has submitted an acceptable POC or one has been imposed, the 
DHCFP will initiate a follow-up review, which may include an on-site review.    


3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits 
and services becomes an impediment to ensuring the health care needs of recipients and/or 
the ability of providers to adequately attend to those health care needs, the DHCFP shall 
take an administrative sanction against the vendor.  Such a sanction will disallow further 
enrollment and may also include adjusting auto-assignment formulas used for recipient 
enrollment purposes. Such sanctions will continue until vendor compliance with the 
provision of benefits/services is achieved. Liquidated damages, as outlined in the General 
Terms of the contract, may also be assessed if other measures fail to produce adequate 
compliance results from the vendor.   


We understand and will comply with the provisions of Section 3.9. 


QUALITY ASSURANCE STANDARDS 
Our organization has many years of experience facilitating care for high-
risk, high-volume users of healthcare services including populations like the 
Family Medical Coverage (FMC) Medicaid eligibility category, Nevada Check 
Up/CHIP and aged out (AO) populations. Our experience has allowed us to 
develop extensive knowledge and specialization in serving vulnerable 


populations. We attribute our success to the way in which we apply this knowledge and 
specialization to all that we do to ensure accessibility and availability to appropriate 
healthcare, provide for continuity of care, and provide quality care to enrolled 
recipients, including our network designs, models of care and health improvement 
programs. The following are just some examples of our success.  


 Our maternal child health program helps members have 
healthy pregnancies. Based on the most recent HEDIS 
results, 90 percent of our Medicaid organizations are at or 
above the 75th percentile for timeliness of postpartum 
care. 


 Our pediatric preventive health program connects our 
youngest members with the care and service they need. 
For example, our Medicaid organizations in three states 
are above 85% for aggregate EPSDT screening ratios, well 
above CMS’ goal. 


 Our comprehensive emergency room program encourages members to develop their 
medical home and addresses individual needs. In one state, for instance, the program 
has reduced inappropriate emergency room visits 14.9 percent. 


 Our evidenced-based COPD program is changing how COPD is managed and 
controlled. In one state, for example, members admitted to the hospital or who 
visited an emergency room due to a COPD exacerbation had a 31.86 percent increase 
in the dispensing of a systemic corticosteroid within 14 days and a 35.77 percent 
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increase in the dispensing of a bronchodilator within 30 days. 


 Increased member compliance with 7-day follow up after hospitalization for mental 
illness by 26 percent through implementation of dedication behavioral health 
discharge coordinators.  


We will apply our experience and success and work collaboratively with the DHCFP and 
the external quality review organization (EQRO) in the monitoring and evaluation of our 
targeted preventive healthcare service activities in Nevada. As part of this 
collaboration, we will designate a lead person to work with the DHCFP on quality 
management, provide reporting data beyond that stipulated in this section, and 
participate in those additional EQRO activities as assigned and required by the DHCFP. 


QUALITY MEASUREMENTS 
Performance measurement is an integral 
component of our overall strategy for achieving 
quality performance and improving outcomes. We 
manage over 1,100 HEDIS and HEDIS-like-measures 
across many states for millions of members 
including populations like those covered under this 
contract.  


Our approach to HEDIS begins with 
supporting our providers and 
encouraging adherence to standards of practice for preventive health and 
chronic care management and continues through capturing of evidence of 
quality care and adherence to recommendations through claims and medical 


record data. Our state-based quality assurance teams are responsible for HEDIS. The 
teams, which are under the direction of our local medical directors, are comprised of a 
quality director, quality improvement manager, quality improvement project manager, 
quality improvement analyst, quality practice advisors, quality coordinators and 
others. Our local teams are then supported by our extensive national quality team.  


STATE-BASED QUALITY TEAMS MANAGE HEDIS FUNCTIONS 
Annually, our state-based quality teams conduct HEDIS medical record review during the 
first and second quarter. Our activity begins with completion of our annual, national 
HEDIS training conference, described below. From there, our teams begin managing the 
HEDIS data collection process. Our local teams provide in-depth training to our clinical 
and administrative staff, both permanent and temporary, providing a comprehensive 
review of measures including eligibility and exclusion criteria, numerator compliance 
and more. Upon completion of training, they administer a test, including medical record 
abstraction cases. Trainees must achieve a passing score of 95 percent or better on the 
comprehension test in order to begin medical record review and chart abstraction.  


Once training is complete, our local quality teams provide day-to-day oversight of the 
staff. In addition, our teams perform 100 percent over-reads on compliant records to 
ensure accuracy and completeness. Once all of the chart abstraction and data entry is 
complete, our local team performs the final quality assurance review of the Interactive 
Data Submission System (IDSS) files and state templates. Once approved, they are 
submitted to NCQA per the process defined below and submitted to the respective state 
agencies as required. 


Experience Managing Quality 
Measurements 


 
We currently manage over 1,100 HEDIS 


and like-measures across numerous 
states for millions of members. 
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NATIONAL QUALITY TEAMS PROVIDE EXTENSIVE SUPPORT FOR HEDIS 
Our national quality program for HEDIS begins each year in January with our national 
HEDIS training conference. Sponsored by our national quality improvement team, this 
program brings together all local quality improvement leaders from around the country 
and those supporting HEDIS data collection including our national HEDIS staff. Our week-
long program features in-depth training on the following:  


 HEDIS measure training 
 Medical record abstraction 
 Inter-rater reliability testing 
 Train-the-trainer curriculum for temporary 


staff training 
 Provider engagement to obtain medical 


record evidence 
 Interdisciplinary project management 


support 
 Provider data scrubbing (i.e., identifying 


locations of medical records, stratifying providers by location for efficient medical 
record review) 


 HEDIS software 


Following HEDIS “Boot Camp”, we transition from training and preparing for HEDIS 
medical record review into data collection and certification. Our national quality 
analytics (QA) department uses NCQA-certified quality reporting software that 
calculates measures using administrative and chart review data sources and populates 
NCQA’s IDSS templates. As data submission files are populated, QA audits the files to 
ensure information from the software correctly uploaded into the system and required 
measures are populated correctly. For state-specific measures, QA populates state 
reporting templates and a validation audit is performed.  


QA sends all IDSS files and state templates to the respective quality department at each 
of our state health plan affiliates for review prior to submission. If member-level data 
are required, QA works with our IT department to ensure these are uploaded timely. The 
quality department for each of our state health plan affiliates is responsible for HEDIS 
data submission to its respective state Medicaid agency with support from QA. We 
perform a final compliance audit to ensure all required deliverables are generated for 
each entity that receives our HEDIS data submissions. 


The above methods and best practices will be applied to support Nevada’s quality 
strategy. Annually, we will report on all contractually required performance measures, 
including HEDIS. For the HEDIS measures, we will use the most current version of 
National Committee for Quality Assurance (NCQA) HEDIS specifications. We will use 
audited data and ensure all updates to the measure are reflected in the final, reported 
rates. We will cooperate fully with any requests for on-site reviews needed to validate 
medical measures reported. We acknowledge that DHCFP reserves the right to require us 
to conduct special focused studies and report on additional quality measures and will 
comply when requested. Lastly, we acknowledge that beginning in the third year of this 
contract period, on July 1 of each year, we may be eligible for a bonus pool payment for 
each of the quality strategy identified, audited HEDIS measures (calculated from the 
preceding calendar year's data) for which significant improvement, based on the DHCFP 


2016 National HEDIS Training 
Conference 


 
Our 2016 national HEDIS training 


conference included nearly 80 
associates from our case management 


organizations across the country. 
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methodology, identified in Attachment U ~ Pay for Performance (P4P), has been 
demonstrated.   


MEASURES 
A major focus of our organization is health promotion and disease prevention. The 
following sections describe how we facilitate quality care for specific segments of our 
members including those who are pregnant, children and adolescents, and those with 
behavioral health conditions. 


Ensuring Members are Provided Quality Prenatal Care 
Quality prenatal care provides for increased 
access to prenatal services, and ensures 
necessary monitoring of high-risk 
pregnancies to obtain healthy birth 
outcomes. As evidenced by our maternal 
child health program overview below, we 
take affirmative steps to ensure eligible 
pregnant members are provided with quality 
prenatal care.  This includes ensuring that 
our pre-authorization procedures are 
consistent with the provision of prenatal 
care in accordance with community 
standards of practice and the Medicaid Services Manual (MSM).  


ENSURING PREGNANT MEMBERS ARE PROVIDED QUALITY PRENATAL CARE 


Maternal Child Health Program 


Actions to 
Ensure 
Members 
Receive 
Services 


 Adopt evidence-based pregnancy clinical practice guidelines 
 Maintain supportive medical policies (i.e., pre-authorization) 
 Offer OB enhanced payment allowing OB providers to earn an additional 


$1,200 per delivery if our member has six or more prenatal visits before 
delivery and completes a postpartum visit within six weeks of delivery and 
the provider provides evidence of predelivery pertussis vaccination and 
submits the SBIRT screening tool by end of the second trimester 


 Provide member incentives, including diapers, baby strollers and play 
yards, when members attend at least one prenatal visit during the first 
trimester (or upon enrollment) and when they attend one postpartum visit 
21to 56 days after the birth of the baby  


 Conduct pregnancy-specific risk assessment to determine member’s level of 
needed support 


 Enroll high-risk members in case management with a registered nurse 
specially trained in high-risk pregnancies to support them 


 Conduct mid-pregnancy and postpartum status checks to assess changes in 
members’ status and level of need  


 Provide timely, targeted reminders about care 
 Assist members in identifying and procuring resources such as housing and 


food supports to help stabilize a member’s socio-economic barriers so that 
she is able to place focus on her health and the health of her baby 


 Promote the 24/7 nurse line and behavioral health crisis line 
 Offer Text4Baby – a free mobile information service, which is an 


Our Maternal Child Health Program Delivers 
 


Our maternal child health program delivers 
positive results in timeliness of prenatal care. 


Among those studied, the rate of timely 
prenatal care was 81.6% for maternal child 


health program recipients compared to 66.1% 
for non-recipients. 
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ENSURING PREGNANT MEMBERS ARE PROVIDED QUALITY PRENATAL CARE 


Maternal Child Health Program 
educational program of the National Healthy Mothers, Healthy Babies 
Coalition 


 Distribute educational materials including the Mommy and Baby Matters 
Taking Care of Yourself and Your Baby book  


 Host free community baby showers to provide prenatal education and 
connect expectant mothers to community organizations and resources 


 Publish information about pregnancy self-care in member newsletters and 
website 


 
Ensuring Children and Adolescents Receive Comprehensive Well Child Periodic and 
Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment 
(EPSDT) Services 
Well child care promotes healthy 
development and disease 
prevention in addition to 
possible early discovery of 
disease and appropriate 
treatment. As evidenced by our 
childhood preventive health 
program described below, we 
take affirmative steps to 
achieve at least a participation 
rate greater than or equal to the 
national average for EPSDT 
screenings.   


ENSURING CHILDREN RECEIVE WELL CHILD PERIODIC AND INTERPERIODIC HEALTH ASSESSMENTS/EPSDT SERVICES 


Childhood Preventive Health Program 


Actions to 
Ensure 
Members 
Receive 
Services 


 Maintain pediatric preventive health guidelines for providers 
 Provide Healthy Behaviors (member incentive) reward dollars for members  
 Birth to 15 months who complete well-child visits per well-child checkup 


schedule (6 visits) 
 2 to 11 years of age who complete their annual well-child checkup 
 12 to 21 years of age who complete annual adolescent well-care 


checkup 
 Pay providers bonus payments for members compliant with 
 Well-child visits in the first 15 months of life  
 Well-child visits 3-6 years old 
 Adolescent well-care visits 
 Childhood immunizations  
 Immunizations for adolescents  


 Deploy quality practice advisors to targeted providers to address care 
gaps, opportunities, and barriers 


 Embed staff in targeted provider offices to conduct outreach calls to 
educate members and schedule appointments on behalf of the provider 


Helping Children Grow Into Healthy, Productive Adults 
 


Our childhood preventive health program delivers positive 
results. For example, in three states, we are above 85% for 


aggregate EPSDT screening ratios, well above CMS’ goal. Our 
affiliate in one state is at or above the 80% goal for screening 


ratios for 7 of 8 age bands while two other affiliates are 
above the 80% goal for 4 of 8.   
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ENSURING CHILDREN RECEIVE WELL CHILD PERIODIC AND INTERPERIODIC HEALTH ASSESSMENTS/EPSDT SERVICES 


Childhood Preventive Health Program 
 Provide members with timely reminders when services are due through 


mobile application alerts, periodicity letters, telephonic reminder calls, 
and inbound calls to member services 


 Monitor and evaluate referrals that result from EPDST screening 
 Address gaps in care through field-based and telephonic case management 
 Provide PCP-specific utilization reports that include information about 


performance relative to peers and member-level information related to 
care gaps associated with well-child care 


 Deliver member education through member handbooks, quarterly 
newsletters, direct mail, mobile and web-based literature and games 


 Improve “reach rate” on members we were previously unable to contact 
through enhanced contact information 


 Audit provider performance through annual medical record review audits; 
coach and correct, as necessary 


Our childhood preventive health program was designed and implemented for Medicaid 
and CHIP members. We have increased adherence to recommended services through a 
powerful and effective combination of education, reminders, incentives, and more. We 
believe this program will deliver meaningful, lasting improvements for Nevadans, as 
well.  


In order to demonstrate our progress with EPSDT services throughout the year, we will 
submit the CMS 416 EPSDT Participation Report to DHCFP for each quarter of the federal 
fiscal year (FFY), October 1st through September 30th as well as a final CMS 416 Report 
no later than March 1st after the FFY reporting period concludes. We will submit 
separate reports for the NCU, FMC, and CHIP Medicaid expansion populations ensuring 
that all lines and items are complete and accurate.  


We acknowledge that DHCFP and the EQRO may conduct desk and on-site reviews as 
needed. We will cooperate fully providing accessing to needed information including, 
but not be limited to,  


 EPSDT policies and procedures 
 Service delivery 
 Data tracking and analysis 
 Language in primary care provider contracts 
 Process for notification of recipients 


Ensuring Children and Adolescents Receive Needed Immunizations 
Our previously described childhood preventive health program focuses on childhood and 
adolescent immunizations as well as EPSDT screenings and services. The immunization 
component of our program is based on the current Advisory Committee on Immunization 
Practices (ACIP) schedule. As with EPSDT, our program has delivered positive results 
with member adherence to recommended immunizations. For example, one of our 
affiliates has had year-over-year improvement in adolescent immunizations since 2014, 
as measured by the HEDIS adolescent immunization combination measure. Based on the 
most current HEDIS rates, we are now well above the 75th percentile for this measure in 
this affiliate. We have similar success with childhood immunizations, where we are 
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above the 75th percentile for HEDIS childhood combination 2, 3, 4, 5 and 7 measures. 


Ensuring Behavioral Health Services are Provided  
Given our experience serving vulnerable members, many of whom are diagnosed with 
behavioral health conditions, we understand that behavioral health is inextricably 
linked to overall health and well-being. We designed our care model, information 
systems, enhanced benefits and programs in recognition of the need for truly holistic 
healthcare.  As evidenced by the table below, we take affirmative steps to ensure that 
covered medically necessary mental health, substance abuse and mental health 
rehabilitative services are provided to enrolled recipients as required. 


ENSURING BEHAVIORAL HEALTH SERVICES ARE PROVIDED 


Actions to 
Ensure 
Members 
Receive 
Services 


 Maintain behavioral health-specific clinical guidelines including, but not 
limited to, schizophrenia, substance use disorders, severe mental illness 
with medical co-morbidities 


 Provide in-house, telephonic and field-based behavioral health case 
management 


 Maintain medication therapy management program for attention deficit 
hyperactivity disorder medication in children 


 Offer specialized case management for especially vulnerable populations 
such as members who are homeless or in foster care 


 Provide specialized staff training regarding behavioral and physical health 
co-occurring conditions 


 Augment our concurrent review team with behavioral health discharge 
coordinators to help facilitate follow up after hospitalization for mental 
illness 


 Offer online behavioral education therapy program for depression and 
mood disorders, anxiety, panic and phobias, sleep difficulty and insomnia, 
and substance use  


 Offer provider incentives for quality behavioral care 
 Deploy quality practice advisors to targeted providers to address care 


gaps, opportunities, and barriers 
 Provide members with timely reminders when services are due through 


mobile application alerts, periodicity letters, telephonic reminder calls, 
and inbound calls to member services 


 Address gaps in care through field-based and telephonic case management 
 Provide PCP-specific utilization reports that include information about 


performance relative to peers and member-level information related to 
care gaps associated with behavioral health conditions 


 Deliver member education through member handbooks, quarterly 
newsletters, direct mail, mobile and web-based literature  


 Audit behavioral health provider performance through annual medical 
record review audits; coach and correct, as necessary 


PLAN OF CORRECTION PROCEDURES 
When our data analysis reveals opportunities for improvement, we implement corrective 
actions. Our written corrective action plans identify improvement and enhancements for 
existing outreach, education and case management activities needed to improve 
performance. Our correction action plans include: 
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 Types of problems requiring corrective action 
 Person(s) or body responsible for making the final determinations regarding quality 


problems 
 Actions to be taken including the provision of feedback to appropriate health 


professionals, providers and staff 
 Goals of the action 
 Schedule and accountability for implementing corrective actions 
 Approach to modifying the corrective action if improvements do not occur 


As actions are taken to improve care and the delivery of services, we monitor and 
evaluate the plan to ensure required changes have been made and are effective in 
delivery desired improvements. We perform timely follow-up on identified issues to 
ensure actions for improvement have been effective. If improvement is not achieved, 
further corrective action is taken, which may include provider termination, where 
necessary. 


We acknowledge the requirement to submit corrective action plans to DHCFP within 30 
days of receipt of request and that the corrective action plan will be evaluated by 
DHCFP. If the corrective action plan is satisfactory, we will submit to a follow up review 
within 90 days to check progress. If DHCFP determines the corrective action plan is 
unsatisfactory, we will provide a revised plan correcting the issues or deficiencies 
noted. In the event that revised plan is unsatisfactory, DHCFP may declare a material 
breach. Furthermore, we acknowledge non-compliance with the provision of covered 
medically necessary benefits and services may result in administrative sanction and 
liquidated damages. 
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3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each 
managed care organization (vendor) to have an ongoing quality assessment and performance improvement 
program for the services it furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist 
of systematic activities, undertaken by the vendor, to monitor and evaluate the care delivered to enrolled 
recipients according to predetermined, objective standards, and effect improvements as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain 
the ability to collect and report data on race, ethnicity, sex, primary language, and disability status for 
applicant's and recipient's parents or legal guardians if applicants or recipients are minors or legally 
incapacitated individuals.  


An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the DHCFP 
will monitor and analyze grievances and appeals, provider disputes and will periodically conduct patient 
and provider satisfaction surveys.  


The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and 
IQAP. 


We understand and will comply with the provisions of Section 3.10. 


STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAM 
We have many years of experience maintaining quality assurance programs. Our formal 
program consists of systematic activities to monitor and evaluate the care delivered to 
our members according to predetermined, objective standards. Our comprehensive data 
collection and monitoring activities include data related to race, ethnicity, gender, 
primary language, and disability status for members who are minors or legally 
incapacitated, where available. 


As part of our standards for our internal quality assurance program, we 
prepare formal, written evaluations of our quality assurance program 
annually. Our annual evaluation describes the level of success we achieved in 
realizing established clinical and service performance goals through 
quantitative and qualitative analysis. Our evaluations include prior 


measurement period trending and performance against goals or targets, as appropriate. 
Our annual evaluations describe the overall effectiveness of our quality assurance and 
include: 


 Ongoing and completed quality assurance activities and projects 
 Trending of clinical care and service performance measures as well as the desired 


outcomes and progress toward achieving goals 
 Analysis of our accomplishments in the quality of clinical care and service 
 Identification of opportunities for improvement with recommendations for 


interventions 
We acknowledge and will comply with the required annual review to be conducted by the 
State or its designee. Additionally, we will support external review and monitoring by 
providing required documentation and reports necessary, including information about 
grievances and appeals, provider disputes, and provider and member satisfaction.  
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3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through 
ongoing measurements and intervention, significant improvement, sustained over time that focus on 
clinical and non-clinical areas that are expected to have a favorable effect on health outcomes and 
recipient satisfaction and that involve the following:Measurement of performance using objective 


quality indicators; 


3.10.1.2 Implementation of system interventions to achieve improvement in quality; 


3.10.1.3 Evaluation of the effectiveness of the interventions; and 


3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


We understand and will comply with the provisions of Section 3.10.1. 


EXPERIENCE DELIVERING SUSTAINED IMPROVEMENTS IN HEALTH OUTCOMES 
AND MEMBER SATISFACTION THROUGH PERFORMANCE IMPROVEMENT 
PROJECTS 


Our organization possesses broad and rich experience conducting 
performance improvement projects (PIPs) that achieve significant 
improvement across clinical and non-clinical areas. For instance, in 2015, we 
had 66 active PIPs, of which 57 were clinical in nature and nine were non-
clinical. The following are just some examples of these PIPs. 


AREAS OF FOCUS 


Performance Improvement Projects 


Attention Deficit Hyperactivity Disorder Improving BMI in Members with Obesity 


Adolescent Well-Care Visits Improving Pediatric Oral Health 


After Hospitalization Outreach Program  Inappropriate Emergency Room Use 


All Cause Readmission Pain Management for Members with Diabetes 


Antipsychotic Medication Use in Children & 
Adolescents 


Management of Physical Health Risks in SMI 
Population 


Continuity and Coordination between Medical 
and Behavioral Healthcare 


Obesity 


Chronic Obstructive Pulmonary Disease Pneumonia Readmission Prevention Project 


Dental Services for Children Postpartum Care 


Diabetes Care Prenatal Care 


Documentation of Body Mass Index (BMI) Pre-Term Births 


Early and Periodic Screening, Diagnostic and 
Treatment 


Smoking Cessation 


Fall Prevention Using a Palliative Care Approach for the 
Management of Pain  


Follow-up after Hospitalization for Mental 
Illness 


Well-Child Visits 


Childhood Immunizations Member Experience 


 Call Answer Timeliness 


Our PIP guidelines conform to 42 CFR 438.358(b) and the CMS guidelines as outlined in 
the most recent publication EQR Protocol 7 Implementation of Performance Improvement 
Projects and include: 
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 Specifications of clinical or health services delivery areas to be monitored including 
objective quality indicators 


 A system to achieve improvement in quality 
 Methods to evaluate effectiveness of the interventions 
 A system to institute planning and initiation of activities for increasing or sustaining 


improvement 


Our methodology for designing, executing, and evaluating our PIPs is described below. 


OUR PERFORMANCE IMPROVEMENT PROJECT METHODOLOGY 
In 2014, we piloted a new performance improvement project (PIP) methodology based on 
the Model for Improvement developed by the Associates in Process Improvement. This 
methodology uses rapid‐cycle improvements that require a collaborative approach with 
cross‐functional interdepartmental teams that also include network providers and 
external community experts. This change in approach has been well received and 
effective. As a result, we have adopted the Model for Improvement as our change 
process throughout the organization. Our PIP methodology features four phases 
summarized below and described in the sections that follow: 


 Identify  
 Design 
 Implement and Test 
 Evaluate and Plan for Increased or Sustained Improvement 
Identify Phase: Identifying Focus Areas and Quality Indicators 
During the Identify phase, we establish the foundation for our PIP. During this phase, we: 


 Identify the clinical or health services area to be improved 
 Define the objectives of our PIP 
 Select the objective quality indicators to be measured, sources include HEDIS®, 


HEDIS-like measures, member satisfaction, utilization data 
 Establish baseline results 


During the identify phase, we also compile and analyze information about areas to be 
improved, including contributing factors, barriers and more. We draw from clinical 
research, national, state, local, and historical case management organization data, and 
discussions with key stakeholders including providers, members, advocacy groups and 
internal staff. Based on this research and geographic heat mapping, if applicable, we 
identify the members most likely to benefit from an evidence-based or best practice 
intervention and the likelihood of improvement taking into consideration age, 
geography, risk groups and others. We identify the types of care or services that can 
potentially be improved, the provider types involved, and the targets for intervention 
efforts. Based on the collective data and inputs gathered, we establish specific, 
measurable, attainable, relevant and time-bound goals. The following is an example of 
the output of the Identify phase, from one of our clinical PIPs. 
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EXAMPLE OF A CLINICAL PERFORMANCE IMPROVEMENT PROJECT 


Identify Phase 


Area to be 
improved Management of Chronic Obstructive Pulmonary Disease (COPD) 


PIP 
Objectives 


To increase appropriate testing for COPD and pharmacotherapy management 
of COPD exacerbations, and to decrease hospital readmission rates for 
Medicaid members with COPD 


Quality 
Indicators 


 Percent of members 40 years of age or older who are dispensed a systemic 
corticosteroid within 14 days of an acute inpatient discharge or an ER 
encounter for CODP exacerbation during the review period 


 Percent of members 40 years of age or older who are dispensed a 
bronchodilator within 30 days of an acute inpatient discharge or an ER 
encounter for CODP exacerbation during the review period 


 Percent of members 40 years of age or older who had spirometry testing as 
part of their assessment and screening of COPD 


 7- and 30-day readmission rates for members diagnosed with COPD 


Baseline 
Analysis 


Preliminary analysis revealed 
 37.13% of members, age 40 and older, were dispensed a systemic 


corticosteroid within 14 days, following acute inpatient discharge or an ER 
encounter for COPD exacerbation 


 47.05% of members, age 40 and older, were dispensed a bronchodilator 
within 30 days following acute inpatient discharge or an ER encounter for 
COPD exacerbation 


 124 contracted facilities had at least one inpatient admission for COPD 
 28 contracted facilities had a readmission rate of higher than 11% in 


combination with at least ten inpatient admissions for COPD 


PIP Goals  Increase Use of Spirometry Testing in the Assessment and Diagnosis of 
COPD to 50th percentile over a three year time period (HEDIS measure) 


 Increase Pharmacotherapy Management of COPD Exacerbation (PCE) to 
50th percentile over a three year time period (HEDIS measure) 


 Decrease readmission rates by 50% for members having an acute 
hospitalization due to COPD exacerbation 


Design Phase: Developing System Interventions 
During the Design phase, we build on the established foundation and design or select 
system interventions that will positively impact the PIP objectives and goals. To do so, 
we map the current process to determine where opportunities for failure exist. Failure 
mode recognition includes identifying any steps in the process where there are no known 
procedures, existing processes that are not functioning as well as they could, or steps 
that do not add value. Using this systematic approach, we identify the areas most likely 
to benefit from interventions while impacting goal. We also consider those factors that 
are contributing the greatest the problems. Interventions are then designed to target 
these factors. Our team also designs the data collection methodology that will enable us 
to measure performance against goals, test interventions, and evaluate outcomes. The 
data collection methodology in a rapid cycle PIP must be simple, focused and provide 
enough data to indicate when improvement is occurring. We ensure that the data 
collected are valid and reliable by developing a data collection tool that identifies the 
data elements to be collected and their source; assigning a responsible team member for 
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collecting each data element; and determining how each data element will be collected 
and the frequency of collection. Prior to implementation, all PIPs are reviewed to ensure 
they meet all relevant CMS requirements and are approved by state partners, if 
required. The following is an example of the output of the Design phase, from the COPD 
PIP introduced above. 


PERFORMANCE IMPROVEMENT PROJECT 


Design Phase 


Area to be 
improved Management of Chronic Obstructive Pulmonary Disease (COPD) 


System 
Interventions 


 Identify members hospitalized with COPD; refer to case management 
 Provide focused case management assessment and support to members 


diagnosed with COPD 
 Provide members diagnosed with COPD with educational information 


about detection, diagnosis, and therapeutic treatment 
 Give providers with members diagnosed with COPD information about 


their members and the clinical practice guidelines for COPD 
 Send actionable data to contracted facilities identified as having 


readmission rates of 11% or greater within 30 days of discharge 
 Send medication gap reports to PCPs of members identified as not being 


prescribed appropriate corticosteroids or bronchodilators within the 
appropriate timeframes following treatment for COPD exacerbations 


 Send care gap reports to providers of members identified as not having a 
claim for spirometry testing 


 Update clinical practice guidelines for COPD to address discharge planning 
and care coordination at transitions as well as smoking cessation 


 Send targeted reminder notices to members with a new diagnosis of COPD 
identified as not having a claim for spirometry testing 


Implement and Test Phase 
Following Design, we Implement and Test our interventions. Interventions may be 
broadly executed or conducted on a small scale to test the effectiveness and impact. If 
multiple interventions are implemented, we evaluate each so we can determine which 
interventions were truly effective in achieving the desired outcomes. Using a variety of 
project management and data analysis tools, we plot and monitor progress on outcomes, 
process, and balance measures, which helps determine if there are unintended 
consequences, over a designated period of time as we initiate each intervention. 


Success Story: Designing Interventions to Improve Member Experience with Care 
Targeted, well-designed interventions can significantly improve health outcomes and 
member satisfaction. One of our affiliates conducted a non-clinical PIP to improve 
members’ experiences with getting needed care, getting care quickly, and interactions 
with the health plan. The interventions, which included periodic new member outreach 
calls, improvements to our PCP change process, provider education and coaching, 
modified member service processes and member education, resulted in improvement in 
key CAHPS quality indicators. Specifically, “getting needed care” improved eight percent 
while “getting care quickly” improved six percent. The overall rating of the health plan 
jumped from less than 40 percent to nearly 60 percent for the same time period. 
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Evaluation Phase: Measuring the Effectiveness of Interventions and Planning for and 
Initiating Activities to Increase or Sustain Improvement 
Under our PIP methodology we conduct interim as well as perform a final Evaluation of 
our projects. Our interim evaluations allow us to measure the effectiveness of our 
interventions. During these interim evaluations, we evaluate whether the improvement 
can be sustained over time or if further system interventions are needed. At the 
conclusion of our projects, we complete a final evaluation. Here, we identify and 
summarize key findings, determine if there was meaningful improvement, identify and 
compare successful and unsuccessful interventions, and document the lessons learned 
and outcomes of the PIP. If implemented on a small scale, we also determine whether 
further testing is needed or if the pilot should be scaled up. The following is an example 
of the output of the Evaluation phase, from the COPD PIP introduced above. 


PERFORMANCE IMPROVEMENT PROJECT 


Evaluation Phase 


Area to be 
improved Management of Chronic Obstructive Pulmonary Disease (COPD) 


Evaluations Interim analysis revealed: 
 65.07% of members, age 40 and older, were dispensed a systemic 


corticosteroid within 14 days following acute inpatient discharge or an ER 
encounter for COPD exacerbation, representing a 27.94% increase from the 
2013 baseline rate  


 79.61% of members, age 40 and older, were dispensed a bronchodilator 
within 30 days following acute inpatient discharge or an ER encounter for 
COPD exacerbation, representing a 32.56% increase over the baseline rate 


 The baseline rate for Use of Spirometry Testing in the Assessment of COPD 
was 23.27%  


 5.13% of members were readmitted to an acute inpatient hospital with a 
primary diagnosis of COPD within 7 days and 20.95% were readmitted 
within 30 days, representing an unfavorable increase over baseline 
utilization 


 5,178 interventional letters were mailed to members  
 4,839 interventional letters were mailed to PCPs 


 
Final report to be submitted September 1, 2016.  


 
Success Story: Increasing Improvement by Transitioning from a PIP to a Best 
Practice 
One of our affiliates conducted a falls risk prevention PIP for a vulnerable population of 
members who were functionally compromised. The goal of the PIP was to reduce the 
incidence of falls by ten percent in the first year. As a result of the system interventions 
implemented, which included routine assessments, education, medication reviews, home 
assessments and modifications, coordination of assistive devices, and more, we 
successfully reduced the incidence of falls by 17 percent. As part of our evaluation and 
plan for sustained and increased improvement, we implemented the falls risk prevention 
as a core component of our care model. 
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All of our knowledge and experience regarding performance improvement projects will 
flow into our Nevada-specific PIPs, which will be overseen by our local medical director 
and quality staff with input from our local committees. We will apply our knowledge of 
Nevadans and the current healthcare delivery system, to select meaningful clinical and 
non-clinical focus areas. Our local quality team will direct and oversee the selection of 
objective quality indicators, the design of system interventions, interim and final PIP 
evaluations and the ongoing planning to sustain improvement in order to have a 
favorable effect on health outcomes and recipient satisfaction in Nevada. 


3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, including 
those that incorporate the requirements of 42 CFR 438.330 (a)(2). Each performance improvement 
project must be completed in a reasonable time period so as to generally allow information on the 
success of performance improvement projects to be available to the DHCFP for its annual review of 
the vendor’s quality assessment and improvement program. 


We understand and will comply with the provisions of Section 3.10.2.  


REPORTING THE STATUS AND RESULTS OF PERFORMANCE IMPROVEMENT 
PROJECTS 
Throughout our affiliate managed care organizations, we routinely report 
the status and results of our various performance improvement projects to 
our state partners, which in 2015 included 57 clinical and nine non-clinical 
performance improvement projects (PIPs).  


As required, we will provide reports to DHCFP as requested. Our performance 
improvement projects will be completed in a reasonable time period to allow 
information on the success of the project to be available to the DHCFP for its annual 
review of our quality assessment and improvement program. 


3.10.3 The Vendor must:  


3.10.3.1 Submit performance improvement measurement data annually using standard measures 
required by the DHCFP, including those that incorporate the requirements of 42 CFR 
438.340 and 438.330(a)(2); and 


3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure 
the vendor’s performance. 


We understand and will comply with the provisions of Section 3.10.3.  


SUBMISSION OF PERFORMANCE IMPROVEMENT MEASUREMENT DATA 
We are experienced in providing our state partners with performance improvement 
measurement data using measures stipulated in contracts. 


We acknowledge the Nevada Division of Health Care Financing and Policy’s (DHCFP) 
requirements for annual submission of performance improvement measurement data 
using standard measures, including those that incorporate the requirements of 42 CFR 
438.340 and 438.330(a)(2). We will submit to DHCFP data-specified by DHCFP which 
enables DHCFP to measure our performance. 


3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA 
Standards and Guidelines. 


We understand and will comply with the provisions of Section 3.10.4. 
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EXPERIENCE AND RESOURCES TO ACHIEVE AND MAINTAIN ACCREDITATION 
With more than 20 active NCQA accreditations throughout the country, we 
adhere to the most current standards and guidelines. 


Our local medical directors lead our managed care organizations’ clinical and 
quality programs and are accountable for all policies, protocols, utilization 
management activities, and quality assurance activities, including oversight 


of our accreditation activities. Our medical directors work in collaboration with our 
local case management organization staff as well as our national accreditation and 
quality teams to ensure compliance with standards and accreditation requirements.  


Our affiliate managed care organizations maintain a state-specific NCQA accreditation 
tool to document compliance against NCQA standards as well as monitor progress in 
closing gaps, if any are identified. Local teams meet regularly and with our national 
accreditation team to discuss progress towards accreditation and elements of the 
accreditation plans are documented in our annual quality improvement work plans and 
evaluations and reported through relevant committees utilization management and 
quality committees.  


NATIONAL NCQA ACCREDITATION TEAM 
Our national NCQA accreditation team is responsible for maintaining corporate 
certifications for those operational functions that are centralized and used throughout 
the company (e.g., credentialing) thus creating efficiency and allowing us to deploy local 
resources effectively. In addition to maintaining the corporate certifications, our 
national NCQA accreditation team works collaboratively with our local managed care 
organizations to help the managed care organizations attain and maintain 
accreditation.  


Recognizing that each state is unique with its membership, culture, and 
practices, we do not believe a “one size fits all” approach is best for serving 
members and providers consistent with NCQA standards. Instead, we blend 
local market knowledge and experience with expertise in accreditation 
standards and best practices in order to achieve and maintain accreditation. 


Among other things, the NCQA accreditation team provides general training and support, 
assists managed care organizations in gathering and preparing documentation for NCQA 
submission, and processes the actual submission on behalf of the managed care 
organizations. 


 Training and support: The team provides guidance and shares best practices on 
quality measures, helps to ensure managed care organizations meet or exceed 
accreditation standards, and audits files from internal departments such as 
utilization management, case management, appeals and others to identify areas of 
opportunity to improve accreditation performance. The team regularly conducts 
standards training providing detailed instruction about standards, standard intent, 
elements, factors, scoring criteria, exemptions, evidence, and more to each of our 
local quality assurance teams. The team also partners with external NCQA 
consultants to hold mock NCQA audits and summits, in which we review managed 
care organization’s documentation and discuss ways to meet and exceed 
accreditation standards.  


 Assisting managed care organizations in gathering and preparing documentation: 
Each member of the NCQA accreditation team is assigned a set of accreditation 
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standards for which he or she is the “standards champion”. As a standards 
champion, the team members are experts on the elements and factors. Applying this 
knowledge and expertise, they gather information from the local markets as well as 
shared services. The NCQA accreditation team supports our local managed care 
organizations by assembling all gathered evidence and highlighting and text-boxing 
evidence in compliance with NCQA requirements. This team collaborates with the 
case management organizations, assisting with all aspects of the accreditation 
process and participating in regular meetings to ensure the accreditation process 
remains on track.  


 Processing submissions on behalf of our managed care organizations: When the 
submission is ready, the NCQA accreditation team submits the documentation and 
evidence via the IDSS submission tool. 


 Assisting managed care STET in preparing for file review: Our national accreditation 
team supports our local managed care organizations’ accreditation efforts by 
gathering, preparing, and presenting the sample files to the surveyors for review and 
scoring. 


NATIONAL QUALITY ASSURANCE TEAM 
In addition to our national accreditation team, our national quality team supports HEDIS 
and CAHPS efforts in support of accreditation requirements. Like their accreditation 
counterparts, the national quality team provides general training and support, assists 
our managed care organizations in gathering and preparing administrative and medical 
record data, and processes the actual submission on behalf of the managed care 
organization. 


 Training and support: The team provides guidance and shares best practices on 
HEDIS and CAHPS quality measures and helps to ensure case management 
organizations meet or exceed benchmarks. Annually, the team hosts our national 
HEDIS “Boot Camp” where staff responsible for HEDIS data collection participate in a 
week-long, HEDIS-specific training program. 


 Helping managed care organizations gather and prepare administrative and medical 
record data: Our national team uses NCQA-certified quality reporting software that 
calculates measures using administrative and chart review data sources and 
populates NCQA’s IDSS templates. As data submission files are populated, files are 
audited to ensure information from the software correctly uploaded into the system 
and required measures are populated correctly. For state-specific measures, state 
reporting templates are populated and validation audits performed. The team routes 
all IDSS files and state templates to the quality department at each managed care 
organization for review prior to submission. The local quality department is 
responsible for HEDIS data submission to their respective state Medicaid agencies 
with support from the national team. We perform a final compliance audit to ensure 
all required deliverables are generated for each entity that receives our HEDIS data 
submissions.  


3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, 
and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing 
IQAP. The systems must provide information on areas including, but not limited to, utilization, 
grievances and appeals, and disenrollment for other than the loss of program eligibility. The basic 
elements of a health information system with which a vendor must comply include the following: 


3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


155







Section 3 
Scope of Work 


 
 
 


services furnished to the recipients through an encounter data system or other methods as 
may be specified by the DHCFP; 


We understand and will comply with the provisions of Sections 3.10.5.1 


Our single-instance, integrated platform, and in particular the integration of our 
Enterprise Information Management (EIM) Solution ensure that we are able to capture all 
available data sources including utilization information, grievance and appeal data, all 
enrollment data (including disenrollment information for any reason) as well as data 
from all incoming and internal transaction systems. Our member management and 
provider management applications are capable of collecting the information about 
members and providers and can be expanded to include any additional information that 
DHCFP may request. This includes data on the services furnished to recipients in a 
manner that supports encounter submissions as outlined in our response to 3.17.1. 


3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and 


We understand and will comply with the provisions of Sections 3.10.5.2 


In support of the requirements in 3.10.5.2 – 3.10.5.3 we comply with the transaction 
standards rule 45 CFR Part 162 [CMS-0009-F] published on January 16, 2009. This rule 
mandates the use of the Accredited Standards Committee X12 (X12) version 5010 for 
health care, supporting the X12 version 5010 for health care transaction standards in 
the following table: 


3.10.5.3 Must collect service information received from providers in standardized formats. 


We understand and will comply with the provisions of Sections 3.10.5.3.  


We will collect service information received from providers in standardized formats as 
mentioned in the table of 3.10.5.2. We capture and validate National Provider Identifier 
(NPI) information about providers against the National Plan and Provider Enumeration 
System (NPPES), a database of registered providers who have an NPI. This information is 
downloaded from the CMS website on a monthly basis. All providers to whom payments 
are made, and are not considered Atypical providers, are required to have an NPI to be 
credentialed or established as a provider. We capture the NPI as part of the data about 


HEALTH CARE TRANSACTION STANDARDS  


Claims and Encounters  
837P – Professional  
837I – Institutional  
837D – Dental 
NCPDP D.0 Pharmacy Claims 


Claims Status  
276 – Claims Status Inquiry 
277 – Claims Status Response 
277U – Unsolicited Claims Status 


Remittance Advice 
835 Remittance 


Premium 
820 – Premium Payment 


Eligibility Inquiry and Response 
270 – Eligibility Inquiry 
271 – Eligibility Response 


Transaction 
997 – Functional Acknowledgement 
999 – Implementation Acknowledgement 


Enrollment 
834 Benefit Enrollment and Maintenance 


Authorization Requests 
278 Authorization Request 
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providers in our system of record. Other identifiers outlined in 45 CFR 160, 162, and 164 
are not yet finalized or implemented, including the National Health Plan Identifier. We 
continue to monitor the status of CMS documentation and guidance, and we have 
reviewed the impact and changes required to implement the current draft requirements. 


3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as 
requested to the DHCFP and upon request to CMS as required. 


We understand and will comply with the provisions of Sections 3.10.5.4.  


Our corporate emphasis and culture of compliance is demonstrated by the manner in 
which or system designs, software development lifecycle, and regulatory report 
submission processes focus on ensuring quality, accuracy, and completeness of 
reporting. 


Our Enterprise Information Management Solution provides the Information Technology 
(IT) infrastructure to support our integrated system of care and gives us a central 
repository of all our data. This centralized platform will provide an one-stop shop to 
help maintain compliance with DHCFP’s reporting requirements. Because of this, the 
Data Management Solution is able to provide our staff access to any and all relevant 
member information including assessments, physical and behavioral services, pharmacy, 
lab/imaging test results, case management activities, integrated care plans and service 
plans. We have a successful record of complying with the reporting requirements of 
governmental agencies in several states and the District of Columbia. These reports are 
developed in accordance with contract requirements and state and federal reporting 
guidelines and are automated to ensure accuracy and timely delivery.  


We use a formal compliance tracking tool to monitor reporting requirements and track 
completion. This tool sends automated messages to alert report preparers prior to 
report due dates and records submission for reporting of timeliness metrics. 


In addition to our dedicated Encounters Processing team, to support the requirement 
outlined in 3.10.5.4 our Information Technology (IT) department includes a dedicated 
Regulatory Reporting team that addresses ad hoc requests and recurring regulatory 
report submissions for DHCPF or CMS as required. These 15 individuals make sure any 
regularly scheduled or ad hoc reports as requested are developed accurately and on 
time. This Reporting Team incorporates both formal and ad hoc reporting needs into the 
requirements-gathering process of the Software Development Life Cycle (SDLC).  


3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of 
encounter data to the DHCFP. 


We understand and will comply with the provisions of Sections 3.10.5.5. 


We will have an individual assigned to Nevada for purposes of collaboration on the 
review and submission of encounter data to DHCFP. 


3.10.6 Standard I: Written IQAP Description  


The vendor must have a written description of its IQAP. This written description must meet the 
following criteria: 


3.10.6.1 Goals and Objectives 


3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, 
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which are developed annually and include a timetable for implementation and 
accomplishment.  


3.10.6.3 Scope 


A. The scope of the IQAP must be comprehensive, addressing both the quality of clinical 
care and the quality of non-clinical aspects of service. Scope must also include 
availability, accessibility, coordination, and continuity of care. 


B. The IQAP methodology must provide for review of the entire range of care provided 
by the vendor, including services provided to CSHCN, by assuring that all 
demographic groups, care settings (e.g., inpatient, ambulatory, including care provided 
in private practice offices and home care); and types of services (e.g., preventive, 
primary, specialty care, and ancillary) are included in the scope of the review. The 
review of the entire range of care is expected to be carried out over multiple review 
periods and not on a concurrent basis.  


3.10.6.4 Specific Activities 


The written description must specify quality of care studies and other activities to be 
undertaken over a prescribed period of time, and methodologies and organizational 
arrangements to be used to accomplish them. Individuals responsible for the studies and 
other activities must be clearly identified and qualified to develop the studies and analyze 
outcomes.  


3.10.6.5 Continuous Activity 


The written description must provide for continuous performance of the activities, including 
tracking of issues over time.  


3.10.6.6 Provider Review 


A. Review by physicians and other health professionals of the process followed in the 
provision of health services must be conducted; and 


B. The vendor must provide feedback to health professionals and vendor staff regarding 
performance and patient health care outcomes. 


3.10.6.7 Focus on Health Outcomes 


The IQAP methodology must address health outcomes to the extent consistent with existing 
technology.  


We understand and comply with the provisions of Section 3.10.6. 


WRITTEN INTERNAL QUALITY ASSURANCE PROGRAM DESCRIPTION 
We operate a comprehensive internal quality assurance program (IQAP) that 
assesses, monitors, evaluates and improves the quality of care and service 
provided to our members. Our IQAP includes processes that provide for the 
evaluation of access to care, continuity of care, healthcare outcomes, and 
services provided or which are arranged. Our IQAP structure and processes 


are planned, systematic and clearly defined. Our quality activities demonstrate the 
linkage of our quality assurance projects to findings from multiple quality evaluations, 
including annual internal and external evaluations, opportunities for improvement 
identified from the annual HEDIS indicators and member and provider surveys, internal 
surveillance and monitoring, as well as any findings identified through accreditation 
activities. Our IQAP and the supporting written documentation, including our quality 
assurance program description, work plan, and program evaluation, comply with 42 CFR 
438, Subpart D as well as CMS’ QISMC and NCQA’s accreditation standards. 
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GOALS AND OBJECTIVES 
Our documented quality program description contains a detailed set of quality 
assurance objectives, which are developed annually and include the following: 


 Continuously monitor and analyze key clinical, safety, and service indicators 
 Manage disease and case management programs 
 Conduct member and provider outreach and health education activities for members 
 Ensure members have access to culturally and linguistically appropriate services 
 Develop and implement programs for members with special needs 
 Conduct performance improvement projects and select clinical and service studies in 


collaboration with the external stakeholders 
 Conduct oversight of delegated services and activities 
 Assess member and provider satisfaction through surveys 
 Coordinate activities across functional areas to improve care, safety, and service 
 Conduct oversight of risk management 
 Evaluate the effectiveness of the quality improvement program 


Our quality assurance work plans, which accompany the program descriptions, are also 
updated annually and include quality assurance activities, responsible parties, the 
timetable for implementation or completion, and quarterly activity summary and 
accomplishments. As specified in our quality assurance program description, our state-
specific quality directors are responsible for the development and maintenance of the 
work plans. 


SCOPE OF OUR INTERNAL QUALITY ASSURANCE PROGRAM 
Our internal quality program is comprehensive, addressing both the quality 
of clinical care and the quality of non-clinical aspects of service for physical 
and behavioral care. As documented in our formal program description, our 
internal quality assurance program applies to all member demographic 
groups, the range of care provided, care settings (e.g., inpatient, 


ambulatory, including care provided in private practice offices and home care), and 
types of services afforded to our membership (e.g., preventive, primary, specialty care, 
and ancillary). Our program scope includes the following key focus areas: 


 Member and program outcomes  Disease and case management 


 Confidentiality  Cultural competency 


 Network adequacy  Credentialing 


 Preventive health  Quality of care and service 


 Service utilization  Appeals and grievances 


 Coordination and continuity of care  Member and provider satisfaction 


 Components of operational service  Reporting requirements 


QUALITY ASSURANCE PROGRAM ACTIVITIES 
Our state-specific quality assurance program descriptions and work plans specify 
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quality of care studies and other activities to be performed over a defined period of 
time along with methodologies and arrangements necessary to accomplish them. 
Additionally, these guiding documents clearly stipulate which qualified individuals are 
responsible for the studies and other activities including study analysis. 


CONTINUOUS QUALITY ASSURANCE ACTIVITY 
Our quality assurance program descriptions and work plans define the program structure 
and activities for a period of one calendar year, with tracking over time. At least 
annually, we facilitate a formal evaluation of the effectiveness of our quality programs, 
including our utilization management, case management, and disease management 
programs, analyzing outcomes realized from work plan activities and data trends. Our 
annual evaluations address the overall effectiveness of our programs, including 
performance results and member healthcare outcomes, and includes without limitation, 
the following: 


 Summary description of the programs 
 Major accomplishments, including an assessment of progress made in influencing safe 


clinical practices 
 Measures trended over time including, without limitation: 
 HEDIS data 
 CAHPS data 
 Organization specific data 


 Analysis and evaluation of outcomes including an assessment of the extent to which 
activities were completed and goals met 


 Identification and analysis of issues or barriers to achieving goals and limitations of 
the data or measure 


 Recommended interventions and actions to demonstrate improvements for the 
upcoming year 


 Evaluation of the adequacy of resources, training, scope, and content of the 
programs 


 Provider and member participation our programs 
 Quantifiable improvements in care and service 
 Results of external quality reviews 


PROVIDER REVIEW 
Our annual evaluations are developed with participation and support from all applicable 
parties and are presented to various utilization management and quality improvement 
committees, which include participation from contracted providers, as well as our 
states’ Board of Directors for final approval and recommendations.  


FOCUS ON HEALTH OUTCOMES 
As documented throughout our quality assurance program descriptions, our quality 
program is focused three critical elements. First, our program is focused on addressing 
member health outcomes as measured through improvements in health status, 
compliance with recommended screenings and services, utilization patterns, and more. 
Second, our program focuses on member and provider experiences with care and service 
as measured through surveys and direct feedback. Lastly, our program is focused on 
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measuring process and program operations to ensure we are both efficient and effective 
in our interventions. 


3.10.7 Standard II: Systematic Process of Quality Assessment and Improvement  


The IQAP must objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care studies and 
related activities, and pursues opportunities for improvement on an ongoing basis. The IQAP must 
have written guidelines for its Performance Improvement Projects (PIPs) and related activities. 
These guidelines include: 


3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored. 


3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in 
terms of age groups, disease categories and special risk status, including CSHCN. 


3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority 
areas of concern selected by the DHCFP. These are selected from among those identified 
by the CMS and the DHCFP and are identified through the DHCFP Quality Assessment 
and Performance Improvement Strategy. 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


A. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.330(b); and 


B. Projects that were under way during the preceding twelve (12) calendar months. 


3.10.7.5 Quality of care studies are an integral and critical component of the health care quality 
improvement system. The vendor will be required annually to conduct and report on a 
minimum of two clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects 
focusing on prevention and care of acute and chronic conditions, high-volume services, 
high-risk services, and continuity and coordination of care; non-clinical PIPs include 
projects focusing on availability, accessibility, and cultural competency of services, 
interpersonal aspects of care, and appeals, grievances, and other complaints. 


3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of 
care. The PIPs are designed to target and improve the quality of care or services received by 
managed care enrolled recipients. The vendor will utilize, as a resource, the Centers for 
Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of 
the CMS publication EQR Protocol 7 Implementation of Performance Improvement 
Projects. 


3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate 
effectiveness of the interventions; and institute planning and initiation of activities for 
increasing or sustaining improvement. 


3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also 
monitor and evaluate other important aspects of care and service. 


3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a 
quality penalty fee until the measure increases above original measure or matches previous 
measure prior to decline. 


We understand and will comply with the provisions of Section 3.10.7. 


  


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


161







Section 3 
Scope of Work 


 
 
 


SYSTEMATIC PROCESS OF QUALITY ASSESSMENT AND IMPROVEMENT 
Our internal quality assurance programs (IQAPs) objectively and systematically monitor 
and evaluate the quality and appropriateness of care and services provided to our 
members through formal studies and related activities. In 2015, our case management 
organizations collectively managed 57 clinical and nine non-clinical performance 
improvement plans (PIPs) in accordance with the guidelines described below. Our PIP 
guidelines conform to 42 CFR 438.358(b) and the CMS guidelines as outlined in the most 
recent publication EQR Protocol 7 Implementation of Performance Improvement Projects 
and include: 


 Specifications of clinical or health services delivery areas to be monitored 
 Considerations for the population we serve including age groups, disease categories, 


special risk categories, and more 
 A system to achieve improvement in quality, evaluate effectiveness of the 


interventions, and institute planning and initiation of activities for increasing or 
sustaining improvement 


 Methods to evaluate the impact and effectiveness of our quality assurance and 
improvement program  


We acknowledge the requirement to monitor and evaluate, at a minimum, care and 
services in certain priority areas of concern selected by the Nevada Division of Health 
Care Financing and Policy (DHCFP). We further acknowledge the requirement to conduct 
and report on a minimum of two clinical PIPs and three non-clinical PIPs annually. Lastly, 
we understand and acknowledge that a statistically significant decline in one PIP, 
HEDIS® or non-HEDIS, will result in a quality penalty fee until the measure increases 
above original measure or matches previous measure prior to decline. 


GUIDELINES FOR OUR PERFORMANCE IMPROVEMENT PLANS AND RELATED ACTIVITIES 
In 2014, we piloted a new performance improvement project (PIP) methodology based on 
the Model for Improvement developed by the Associates in Process Improvement. This 
methodology uses rapid‐cycle improvements that require a collaborative approach with 
cross‐functional interdepartmental teams that also include network providers and 
external community experts. This change in approach has been well received and 
effective. As a result, we have begun adopting the Model for Improvement as our change 
process throughout the organization. Our PIP process features four phases: identify, 
design, implement and test, and evaluate.  


Identify Phase 
During the Identify phase, we identify the clinical or health services area to be improved 
and the barriers to improvement. We analyze current data trends and relevant research 
to support the quality improvement topic selection utilizing national, state, local, and 
historical case management organization data and industry knowledge. Data sources, 
such as HEDIS and HEDIS-like measures, member satisfaction survey data, claims and 
encounter data, grievance and appeal data, pharmacy data, etc., are compiled and 
analyzed to identify opportunities for improvement. Based on research and geographic 
heat-mapping, if applicable, we seek to identify the members most likely to benefit 
from an evidence-based or best practice intervention and the likelihood of improvement 
based on research taking into special consideration age, geographic, risk groups, and 
others. We identify the types of care or services that can potentially be improved, the 
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provider types involved, and the locations for intervention efforts. Where appropriate, 
we consult with senior executives, interdisciplinary clinical staff, analytic and 
evaluation staff, and external partners such as providers, professional organizations, 
members and community based organizations depending on the scope and goals of the 
initiative. Based on the collective of data and inputs gathered, we establish specific, 
measurable, attainable, relevant and time-bound goals.  


Design Phase 
During the Design phase, we design or select interventions that will directly affect our 
ability to achieve the defined goals. To do so, we map the current process to determine 
where opportunities for failure exist. Failure mode recognition includes identifying any 
steps in the process where there are no known procedures, existing processes that are 
not functioning as well as they could, or steps that do not add value. Using this 
systematic approach, we identify the areas most likely to benefit from interventions 
while impacting goal. We also analyze those factors that are contributing the greatest 
the problems. Interventions are then designed to target these factors. Our team also 
designs the data collection methodology that will enable us to measure performance 
against goals, test interventions, and evaluate outcomes. The data collection 
methodology in a rapid cycle PIP must be simple, focused and provide enough data to 
know when improvement is occurring. We ensure that the data collected are valid and 
reliable by developing a data collection tool that identifies the data elements to be 
collected and their source, responsible team member for collecting each data element, 
how each data element will be collected and the frequency of collection. We establish 
baseline data by analyzing historical plan information or looking at external baseline 
data. Prior to implementation, all PIPs are reviewed to ensure they meet all relevant 
CMS requirements and are approved by state partners, as required. 


Implement and Test Phase 
Following Design, we Implement our interventions. Interventions may be broadly 
executed or conducted on a small scale to test the effectiveness and impact. If multiple 
interventions are implemented, we evaluate each so we can determine which 
interventions were truly effective in achieving desired outcomes. Using a variety of 
project management and data analysis tools, we plot and monitor progress on outcomes, 
process, and balance measures, which help determine if there are unintended 
consequences, over a designated period of time as we initiate each intervention. 


Evaluate Phase 
At the conclusion of the PIP, is the Evaluate phase, when we identify and summarize key 
findings, determine if there was meaningful improvement, identify and compare 
successful and unsuccessful interventions, lessons learned and the outcomes of the PIP. 
We evaluate whether the improvement can be sustained over time or if further work is 
needed. If implemented on a small scale, we also determine whether further testing is 
needed or if the pilot should be scaled up.  


APPLYING PERFORMANCE IMPROVEMENT PLANS TO IMPROVE ATTENTION 
DEFICIT HYPERACTIVITY DISORDER MEDICATION FOLLOW-UP FOR CHILDREN  
As an example of our experience and success, one of our affiliate case management 
organizations conducted a PIP to improve follow‐up care for members, ages 6 to 12, with 
newly prescribed attention deficit hyperactivity disorder medications. The goal of the 
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PIP was to increase treatment in order to achieve benchmarks of 52.8 percent for the 
initiation phase and 63.1 percent for the continuation phase by December 31, 2014. 
Multiple interventions were implemented including telephonic outreach to affected 
members, in-person visits with high-volume, low-performing primary care and 
behavioral health providers, and distribution of lists of non-compliant members, to 
name a few. As a result of our efforts, we successfully improved compliance with follow-
up care by 8.95 percent and 9.23 percent, respectively, for initiation and continuation 
phases. 


3.10.8 Use of Quality Indicators  


Quality indicators are measurable variables relating to a specified clinical or health services 
delivery area, which are reviewed over a period of time to monitor the process or outcomes of care 
delivered in that area.  


3.10.8.1 The vendor is required to: 


A. Identify and use quality indicators that are objective, measurable, and based on current 
knowledge and clinical experience;  


B. Monitor and evaluate quality of care through studies which include, but are not limited 
to, the quality indicators also specified by the CMS , with respect to the priority areas 
selected by the DHCFP; 


C. Ensure methods and frequency of data collection; ensure data accuracy; and ensure 
data is effective and sufficient to detect the need for program change; and 


D. Have mechanisms to detect under and over utilization and to follow up appropriately. 
If fraud and abuse is suspected, a referral must be made to the vendor’s PIU and the 
DHCFP SUR Unit for appropriate action. 


3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  


A. The IQAP studies and other activities monitor quality of care against clinical care or 
health service delivery standards or practice guidelines specified in the Quality 
Strategy.  


B. The standards/guidelines are based on reasonable scientific evidence and developed or 
reviewed by vendor providers;  


C. The standards/guidelines must focus on the process and outcomes of health care 
delivery, as well as access to care;  


D. The vendor must ensure a mechanism is in place for continuously updating the 
standards/guidelines;  


E. The standards/guidelines must be included in provider manuals developed for use by 
the vendor’s providers, or otherwise disseminated, including but not limited to, on the 
provider website, in writing to all affected providers as they are adopted and to all 
recipients and potential recipients upon request;  


F. The standard/guidelines must address preventive health services;  


G. The standards/guidelines must be developed for the full spectrum of populations 
enrolled in the plan; and  


H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided 
by the vendor’s providers, whether the providers are organized in groups, as 
individuals, or in combinations thereof.  


3.10.8.3 Analysis of Clinical Care and Related Services  


A. Qualified clinicians monitor and evaluate quality through the review of individual 
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cases where there are questions about care, and through studies analyzing patterns of 
clinical care and related service. For issues identified in the IQAPs targeted clinical 
areas, the analysis must include the identified quality indicators and uses clinical care 
standards or practice guidelines.  


B. Multi-disciplinary teams are required, when appropriate, to analyze and address 
systems issues. The Vendor must have mechanisms in effect to assess quality and 
appropriateness of care furnished to recipients with special health care needs. 


C. Clinical and related service areas requiring improvement are identified. 


D. The vendor will work collaboratively with the DHCFP to determine recipient race and 
ethnicity. The vendor will organize interventions specifically designed to reduce or 
eliminate disparities in health care.  


E. The vendor shall allow the DHCFP access to clinical studies, when available and 
appropriate.  


3.10.8.4 Implementation of Corrective Actions  


The IQAP must include written procedures for taking corrective action, as determined 
under the IQAP, whenever inappropriate or substandard services are furnished, or services 
that should have been furnished were not.  


3.10.8.5 These written corrective action procedures must include: 


A. Specification of the types of problems requiring corrective action; 


B. Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


C. Specific actions to be taken; provision of feedback to appropriate health professionals, 
providers and staff; 


D. The schedule and accountability for implementing corrective actions;  


E. The approach to modifying the corrective action if improvements do not occur; and 


F. Procedures for terminating the affiliation with the physician, or other health 
professional or provider.  


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


A. As actions are taken to improve care, the vendor must monitor and evaluate the POC to 
assure required changes have been made. In addition, changes in practice patterns must 
be monitored.  


B. The vendor must assure timely follow-up on identified issues to ensure actions for 
improvement have been effective. 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


A. The vendor must conduct regular and periodic examination of the scope and content of 
the IQAP to ensure that it covers all types of services in all settings.  


B. At the end of each calendar year, a written report on the IQAP must be prepared and 
submitted to the DHCFP which addresses: quality assurance studies and other activities 
completed; trending of clinical and service indicators and other performance data; 
demonstrated improvements in quality; areas of deficiency and recommendations for 
corrective action; and an evaluation of the overall effectiveness of the IQAP.  


C. The report should include evidence that quality assurance activities have contributed to 
significant improvements in the care delivered to recipients. 


We understand and will comply with the provisions of Section 3.10.8. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


165







Section 3 
Scope of Work 


 
 
 


USE OF QUALITY INDICATORS 
Quality indicators are an essential element of our internal quality assurance 
program (IQAP) and related studies. Quality indicators allow us to 
objectively and systematically monitor and evaluate the quality of care and 
service rendered to our members for specific clinical and health services 
delivery areas, including those specified by CMS and of priority to our state 


partners.  


Our case management 
organizations, along with 
our subcontractors, collect, 
track and report hundreds 
of quality indicators across 
a number of categories 
ranging from effectiveness 
and quality of service to 
service delivery to 
consumer voice and more, 
see Figure 2. Our current 
set or quality indicators 
includes nationally-
recognized measures such 
as HEDIS®, CAHPS, Core 
Measure Sets, CMS’ Star 
measures, and more. It also 
features internally-
developed measures and 
those required by our 
various state contracts. 


Our comprehensive set of 
quality indicators is based 
on current clinical and 
public health knowledge and 
experience and are relevant 
to the diverse populations 
we serve. They include a 
complementary set of structural, process, and outcomes measures.  


We use a variety of data collection methods including administrative data (i.e., claims), 
data extracted from clinical chart reviews, and member self-report. Data collection 
methods, frequency, and analysis vary by indicator and all are valid, reliable, effective, 
and sufficient to detect changes and the need for program adjustments. Additionally, 
our monitoring and evaluation protocols including sophisticated methods to detect under 
and over-utilization of services and to follow up accordingly including referring to our 
special investigations unit (SIU) when fraud, waste, or abuse are suspected. 


EVIDENCE-BASED PREVENTIVE HEALTH AND CLINICAL PRACTICE GUIDELINES TO MONITOR 
THE QUALITY OF CARE PROVIDED TO OUR MEMBERS  
Our IQAP studies and other quality of care monitoring activities are built around 


Figure 2: Types of Quality Indicators Monitored 
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evidence and consensus-based standards and guidelines. Our extensive library of 
practice guidelines are developed in accordance with 42 CFR 438.236(b)-(d) and 
includes: 


 Eleven behavioral health guidelines for conditions ranging from attention deficit 
hyperactivity disorder to bipolar disorder to depression 


 Twenty-eight physical health guidelines for conditions ranging from asthma to sickle 
cell disease 


 Over 200 clinical coverage guidelines for medical necessity of procedures and 
technologies 


 Pharmacy guidelines and decision support tools 
Developing Evidence-Based Guidelines 


Our Medical Policy Committee (MPC) develops internal guidelines and 
decision tools based on best available medical evidence and consensus. For 
our behavioral health guidelines this includes American Academic of 
Pediatrics, American Academy of Child and Adolescent Psychiatry, American 
Psychiatric Association, American Academy of Child and Adolescent 
Psychiatry. For our physical health guidelines this includes specialty 


associations, colleges, and societies such as American Academy of Family Physicians, 
American Congress of Obstetricians and Gynecologists, National Heart, Lung, and Blood 
Institute, American Society of Clinical Oncology, American College of Cardiology, 
American Heart Association, National Kidney Foundation, American College of Chest 
Physicians, American Heart Association, American College of Physicians, American 
Thoracic Society, American Diabetes Association, and more. We also consider HEDIS and 
EPSDT specifications and requirements. 


Once guidelines are drafted, they are extensively reviewed internally by our specialized 
staff and then through MPC. Once approved internally, the guidelines are submitted to 
our utilization management committee for review by our contracted providers. Our 
committee providers offer feedback into the design of our practice guidelines as well as 
the guidelines’ implementation and dissemination. The use of this multidisciplinary 
process allows for a wide range of local medical knowledge, including local community-
based experience related to caring for patients with similar characteristics as our 
members. It is our experience that this process lays the foundation for continual 
improvement, understanding, and acceptance of our practice guidelines.  


Ensuring Evidence-Based Guidelines Reflect the Needs of Our Membership and Address 
Health Care Delivery, Including Prevention, and Access to Care 
We use a systematic process to ensure our guidelines meet the needs of our members 
and providers. We use variety of data and inputs in determining need including: 


 Utilization and clinical data: Our clinical teams use utilization data such as 
authorizations, denials and readmissions and clinical data including the use of 
services and outcomes to identify the need for new or modified guidelines 


 New treatments and technology: Our clinical teams and committees monitor clinical 
developments such as new technologies, new drugs, new drug indications and new 
treatment modalities to identify the need for guidelines, or modifications to existing 
guidelines  


 Direct feedback: We also consider feedback and requests from our contracted 
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providers, State partners, and our staff in identifying a need for guidelines 


As evidenced by the comprehensive set of 39 preventive and clinical guidelines listed 
below, our guidelines represent the full spectrum of populations enrolled in our case 
management organizations, including those with special health care needs (e.g., 
members diagnosed with severe mental illness and co-occurring physical health 
conditions) and focus on the process and outcomes of healthcare delivery as well as 
access to care. 


CLINICAL PRACTICE GUIDELINES 


Behavioral Health 


Schizophrenia Attention Deficit Hyperactivity Disorder 


Bipolar Disorder Substance Use Disorders in High-Risk Pregnancy 


Substance Use Disorders  Depressive Disorders in Children, Adolescents  


Suicidal Behaviors Behavioral Health and Sexual Offenders 


Major Depressive Disorders in Adults  Persons with Serious Mental Illness & Medical Co-
Morbidities 


Psychotropic Use in Children 
Screening Brief Intervention and 
Referral to Treatment 


 


 


CLINICAL PRACTICE GUIDELINES 


Physical Health 


Adult Preventive Health  Hypertension  


Alzheimer's Disease & Other Dementias Imaging for Low Back Pain  


Management of Asthma in Children & 
Adults 


Lead Exposure in Children Prevention, Detection, & 
Management 


Cancer  Obesity in Adults  


Cholesterol Management  Obesity in Children & Adolescents  


Chronic Kidney Disease  Prevention, Diagnosis, & Treatment of Osteoporosis  


Congestive Heart Failure  Pediatric Preventive Health  


COPD  Pediatric & Adult Pharyngitis 


Coronary Artery Disease  Post-Partum Guidelines  


Diabetes in Adults  Preconception & Inter-pregnancy  


Diabetes in Children  Pregnancy  


Fall Risk Assessment in Older Adults Rheumatoid Arthritis  


HIV Antiretroviral Treatment in Adults  Sickle Cell Disease  


HIV Screening  Smoking Cessation  


Preventive health services are an essential component of our guidelines. Our pediatric 
and adult preventive health guidelines focus extensively on primary and secondary 
preventive health services. Our pediatric preventive health guidelines are based on 
Bright Futures and the American Academy of Pediatrics’ recommendations for 
preventive pediatric healthcare as well as the Centers for Disease Control and 
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Prevention. These pediatric preventive health guidelines provide age-specific 
recommendations for screenings, assessments, exams, procedures (including 
immunizations), and anticipatory guidance from birth through age 21. Our adult 
preventive health guidelines provide age-specific recommendation for screenings, 
exams, testing, immunizations, and education for those 18 years of age and older. 


In addition to our preventive health-specific guidelines, our clinical practice guidelines 
also address the importance of prevention across all three categories. For example, our 
diabetes clinical practice guidelines, address routine screenings and behavioral 
modifications necessary to promote health and well-being and to prevent diabetes-
related complications.  


Continuous Review of Evidence-Based Guidelines Ensures Continued Alignment with 
Standards of Care and Best Practices 
We review our preventive health and clinical practices guidelines regularly, in 
accordance with the specific guideline policies and review schedules or as frequently as 
necessary given changes from professional societies and oversight bodies. Such reviews 
ensure that our guidelines remain current with clinical literature and best practices in 
clinical care. Our review process consists of an evaluation of: 


 Existing criteria  New medical technologies  


 Changes in covered services, standards of care  Recommendations or changes  


The results of our reviews are, once again, presented to MPC for consideration and 
action - accept, modify, or reject the proposed changes. Our utilization management 
committee then reviews, analyzes, and approves updates to our practice guidelines.  


Dissemination of Clinical Care Standards and Practice Guidelines 
We publish our clinical practice guidelines on our website for easy access by providers. 
Our provider policy and procedure manuals, provider newsletters, care plans, care gap 
reports, quality practice advisors (QPAs), local medical directors, local provider 
relations representatives, and others reinforce access to and use of our clinical practice 
guidelines. In addition to disseminating practice guidelines to affected providers, we 
also make them available to members and potential members upon request. 


Using Preventive Health and Clinical Practice Guidelines to Evaluate the 
Quality of Care Provided to Our Members 
We routinely monitor the care delivered to our members to ensure alignment 
with practice guideline recommendations. For example on a monthly basis we 
produce and disseminate PCP-specific care gap reports. Our care gap reports, 


which use claims and eligibility data, identify members’ gaps in care including missing 
services, screenings and medications for a specified provider or practice. For instance, 
our care gap reports identify: 


 Members due for well child and well adult check-ups based on age-specific 
recommendations  


 Members needing Immunizations based on age-specific recommendations 
 Members diagnosed with diabetes needing Hemoglobin A1c, nephropathy, and 


retinopathy screening  
 Members due for cervical cancer or breast cancer screening 
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 Members diagnosed with asthma needing proper medication 


Using enhanced business intelligence and analytics software to further elevate our care 
gap monitoring and reporting, we generate a variety of on demand, interactive, 
multilayered reports including: 


 Segmentation Reports: These reports allow us to compare provider performance and 
gain insight into an individual group and provider performance. 


 Gaps by County: These 
reports, represented in 
Figure 3, allow us to 
identify where non-
compliant members are 
located as well as which 
providers have the most 
non-compliant members in 
a specific county or zip 
code. Filters allow us to 
further analyze data by 
product line and measure 
(single or multiples) as 
well as counties, zip 
codes, and providers. 


 Non-Compliant Member to 
PCP Ratio by County & 
Zip: These reports allow 
us to identify areas where 
we may not have enough providers to handle the volume of non-compliant members, 
geographic pockets of providers with the greatest concentration of members, and 
geographic distance to assist with scheduling, staffing, and accounting for travel 
time. 


Our routine monitoring of provider practice patterns also includes pharmacy reporting. 
For example, our medication care gap report identifies members diagnosed with any one 
of six designated chronic conditions that are best managed with combination therapy. 
Once members are identified, we send their providers fax alerts indicating the member’s 
condition along with clinical considerations and guideline summary of recommendations 
for provider determination. Our medication care gap program targets members 
diagnosed with: 


 Diabetes: Recommend a statin for members on anti-diabetic medication  
 Heart Failure: Recommend aldosterone antagonist therapy for members with 


potentially severe heart failure  
 Ischemic Heart Disease: Recommend cholesterol-lowering agent for members with 


select chronic conditions  
 Osteoporosis: Recommend preventive osteoporosis therapy for men and women 


receiving long-term corticosteroids  
 Respiratory Conditions: Recommend members receive appropriate combinations of 


corticosteroid and short- and long-acting beta agonist therapies  
  


Figure 3: Sample Gaps by County Heat Map Report 
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 Rheumatoid Arthritis: Recommend folic acid supplements for members on 
methotrexate 


In addition to our routine monitoring, on an annual basis our quality improvement 
departments conduct medical record audits on a sample of charts from primary care and 
behavioral health providers to assess provider adherence with practice guideline 
recommendations. We also measure provider adherence with guidelines through annual 
administrative data and medical record reviews for HEDIS and EPSDT. Results of these 
reviews, along with the resulting corrective action plans are reported through our 
utilization management and quality improvement committees.  


ANALYSIS OF CLINICAL CARE AND RELATED SERVICES 
Under the leadership of our local medical directors, our state-based quality assurance 
staff and others analyze clinical care and related services. Included in the analysis and 
review is our: 


 Quality Analytics department, which is responsible for analysis related 
to all aspects of quality from a pure quality improvement perspective 
including retrospective analysis and trend analysis. This skilled group of 
individuals is comprised of a team that has decades of health care 
analytics reporting experience providing data retrieval, management, 
and mining, report writing and graphics (e.g. run charts and heat maps), 
and statistical analysis.  


 Medical Economics department, which is responsible for analysis related to all 
aspects of quality from a financial perspective including predictive modeling, 
retrospective analysis, under- and overutilization and trend analysis. This team uses 
data within our data management solution to analyze utilization rates such as 
number of days, admissions, visits, and length of stay; unit cost, including cost per 
visit and per day; per member per month costs by cost categories (e.g., inpatient, 
outpatient); and claims payments against state Medicaid and Medicare rates.  


 Operational Reporting team, which includes experienced developers who are adept 
at operationalizing key regulatory, quality, and performance reporting such as call 
center statistics, complaints, appeals, member retention, completion of health risk 
screenings, and pharmacy benefit manager performance. The primary focus of this 
group is to develop reports that are systematically generated on a routine (e.g., 
hourly, daily, weekly, monthly, quarterly, annually, or other) basis and are used 
either for regulatory purposes or for real-time monitoring of program performance.  


Our teams use the defined quality indicators to continually evaluate the effectiveness of 
our programs and identify gaps in care and opportunities for improvement. The team 
also works collaboratively to design solutions to drive improvement in those clinical and 
health services delivery areas.  


We acknowledge and will comply with the State’s requirement to work collaboratively to 
determine member race and ethnicity so that the data may be incorporated into data 
analysis and studies to reduce or eliminated disparities in health care. Additionally, we 
will allow the State access to clinical studies, when available and appropriate. 


IMPLEMENTING CORRECTIVE ACTIONS TO IMPROVE CARE AND THE DELIVERY OF SERVICES 
When our data analysis reveals opportunities for improvement, we implement corrective 
actions. Our written corrective action plans specify: 
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 The types of problems requiring corrective action 
 The person(s) or body responsible for making the final determinations regarding 


quality problems 
 The actions to be taken including the provision of feedback to appropriate health 


professionals, providers and staff 
 The schedule and accountability for implementing corrective actions 
 The approach to modifying the corrective action if improvements do not occur 


As actions are taken to improve care and the delivery of services, we monitor and 
evaluate the plan to ensure required changes have been made and are effective in 
delivering desired improvements. We perform timely follow-up on identified issues to 
ensure actions for improvement have been effective. If improvement is not achieved, 
further corrective action is taken, which may include provider termination, where 
necessary. 


EVALUATING THE CONTINUITY AND EFFECTIVENESS OF OUR QUALITY ASSURANCE PLAN 
Throughout the year, we routinely and periodically evaluate our quality assurance 
program through review and updates to our quality work plan. This evaluation includes 
an assessment of the status of various activities and projects as well as review of key 
quality indicators.  


At the end of each calendar year, our local quality directors facilitate a full evaluation 
of our quality assurance program, documenting information about quality assurance 
studies and other activities completed, trending of clinical and service indicators, 
results of where activities have contributed to improvements in care delivered to our 
members or opportunities for improvement, recommendations for further action, and an 
assessment of our programs’ continuity and effectiveness. Upon completion, these 
evaluations are submitted to our various oversight committees and Boards of Directors 
for review and approval. Following internal approval, the evaluations are submitted to 
our state partners for their review.  


Annually, we update our quality assurance program description and work plan. At this 
time, we examine the scope and content of our quality assurance plan to ensure that it 
covers all types of services in all settings. Adjustments are made accordingly. 


3.10.9 Standard III: Accountability to the Governing Body  


The Governing Body of the vendor is the Board of Directors or, where the Board’s participation 
with quality improvement issues is not direct, a designated committee of the senior management of 
the vendor that is responsible for the vendor IQAP review. Responsibilities of the Governing Body 
for monitoring, evaluating and making improvements to care include: 


3.10.9.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and the 
annual IQAP. 


3.10.9.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the vendor to 
provide oversight of the IQAP and is accountable to the Governing Body, or has formally 
decided to provide such oversight as a committee of the whole. 


3.10.9.3 IQAP Progress Reports 
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The Governing Body routinely receives written reports from the IQAP describing actions 
taken, progress in meeting quality assurance objectives, and improvements made.  


3.10.9.4 Annual IQAP Review 


3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than 
annually, a written report on the IQAP. This annual quality program evaluation report shall 
be submitted to the DHCFP in the second calendar quarter and at minimum must include: 


A. Studies undertaken;  


B. Results; 


C. Subsequent actions and aggregate data on utilization and quality of services rendered; 
and  


D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


3.10.9.6 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements made, 
the Governing Body must take action when appropriate, and direct that the operational 
IQAP be modified on an ongoing basis to accommodate review findings and issues of 
concern with the vendor. This activity is documented in the minutes of the meetings of the 
Governing Board in sufficient detail to demonstrate that it has directed and followed up on 
necessary actions pertaining to quality assurance.  


We understand and will comply with the provisions of Section 3.10.9.  


ACCOUNTABILITY TO THE GOVERNING BODY 
As documented in our state-specific quality assurance program descriptions, 
our plan-specific boards of directors have overall accountability and 
responsibility for the quality of care and services rendered to our members. 
Our boards support and have final authority for oversight and direction of 
our quality programs. Our boards provide strategic direction to the quality 


program including the objective and systematic monitoring of the quality, 
appropriateness, accessibility, and availability of healthcare and services provided to 
our members. Our boards meet a minimum of quarterly to, among other things, review 
and assess our quality programs. 


BOARD OVERSIGHT OF OUR INTERNAL QUALITY ASSURANCE PROGRAMS 
Annually our boards review and approve our overall quality program and our quality 
work plan. Board meeting minutes are maintained. 


DESIGNATING QUALITY ASSURANCE COMMITTEES AS OVERSIGHT ENTITIES 
Our boards formally delegate responsibility for quality activities including monitoring 
and evaluating outcomes, overall effectiveness of the quality programs, and initiating 
corrective action plans, when appropriate, to our quality improvement committees 
(QICs). As a result of this formal delegation, our QICs are accountable to the boards for 
the oversight of our quality program. 


REVIEWING ROUTINE PROGRESS REPORTS ON OUR QUALITY ASSURANCE PROGRAMS 
Our boards routinely receive written reports regarding our quality assurance programs 
including actions taken, progress in meeting quality assurance goals and objectives, and 
improvements achieved.  
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BOARDS ANNUAL REVIEW AND ASSESSMENT OF OUR QUALITY ASSURANCE PROGRAMS 
In addition to reviewing routine reports on the progress of our quality assurance 
programs, annually our boards formally review a written evaluation of our quality 
assurance programs. Our annual evaluations include specific information about studies 
undertaken, results, subsequent actions, data on utilization and quality of services 
rendered, and an assessment of our programs’ continuity, effectiveness, and 
acceptability. Following review by our boards, our annual evaluation reports are 
submitted to our various state partners for their review in accordance with state-
specific requirements. 


BOARD RESPONSIBILITY FOR PROGRAM MODIFICATIONS 
Given our boards’ accountability for the overall quality of care and services rendered to 
our members, they are responsible for:  


 Ensuring that our quality programs are incorporated into our operations at all levels 
and have the resources necessary to achieve the highest quality outcomes for our 
members 


 Reviewing and providing feedback on the activities of the quality program 


Given the above, upon receipt of written reports delineating actions taken and 
improvements made, our boards take action when appropriate, and direct that the 
operational quality program be modified on an ongoing basis to accommodate review 
findings and issues of concern.  


3.10.10 Standard IV: Active QA Committee  


The IQAP must delineates an identifiable structure responsible for performing quality assurance 
functions within the vendor.  


This committee or other structure must have: 


3.10.10.1 Regular Meetings 


The structure/committee must meets on a regular basis with a specified frequency, no less 
than quarterly to oversee IQAP activities. This frequency must be sufficient to demonstrate 
that the structure/committee is following up on all findings and required actions.  


3.10.10.2 Established Parameters for Operating 


The role, structure and function of the structure/committee must be specified.  


3.10.10.3 Documentation 


There must be records documenting the structure and committee’s activities, findings, 
recommendations and actions.  


3.10.10.4 Accountability 


IQAP subcommittees must be accountable to the Governing Body and must report to it (or 
its designee) on a scheduled basis on activities, findings, recommendations and actions.  


3.10.10.5 Membership 


There must be active participation in the IQAP committee from vendor providers, who are 
representative of the composition of the vendor’s providers.  


We understand and will comply with the provisions of Section 3.10.10.  


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


174







Section 3 
Scope of Work 


 
 
 


PROVEN EXPERIENCE MAINTAINING ACTIVE QUALITY ASSURANCE 
COMMITTEES 


Our internal quality assurance program committee structure is designed for 
maximum engagement and effectiveness. Our comprehensive committee 
structure ensures participation of multiple voices into the quality process as 
well as provides structured and robust oversight of our quality assurance 
activities and the quality of our program as a whole. Our committee 


structure and approach includes regular meetings, well-defined operating parameters, 
documentation of committee activities, clear accountability and appropriate committee 
membership composition. 


Our plan-specific boards of directors delegate responsibility for quality activities 
including monitoring and evaluating outcomes, overall effectiveness of the quality 
program, and initiating corrective action plans when appropriate to our quality 
improvement committees (QICs).  


REGULAR COMMITTEE MEETINGS AND WELL-DEFINED OPERATING PARAMETERS 
The specific roles, structures, and functions of our committees are formally 
documented in our state-specific quality assurance program descriptions. 
Our operating parameters are generally represented in the quality assurance 
committee organization chart, Figure 4. 


 Quality Improvement Committees: Our QICs, which meet no less 
frequently than quarterly, are the centralized bodies responsible for integrating 
quality initiatives throughout the organization and overseeing the quality program, 
reporting directly to the Board. Our QICs are chaired by our local medical directors 
and are comprised of each states’ executive leadership team who help ensure that 
the quality program complies with NCQA and state standards.  


 Utilization Management Medical Advisory Committees: Our UMACs are responsible for 
promoting the delivery of quality physical and behavioral clinical services for our 
members and assuring efficient and appropriate utilization of healthcare services. 
Our UMACs, chaired by our local medical directors, are responsible for the day-to-
day operation and organization of the UM functions including standards or practice, 
practice guidelines, prior authorization rules, review criteria (including the 
consistent application of), healthcare trends and cost of care. Our UMACs meet no 
less frequently than quarterly. 


 Compliance Oversight Committees: Our Compliance Oversight Committees monitor, 
evaluate and implement changes to drive improvements in records management and 
fraud, waste and abuse detection and prevention. 


 Credentialing and Peer Review Committees: Our Credentialing and Peer Review 
Committees are chaired by our local medical directors. The committees are 
responsible credentialing and recredentialing activity as well as peer review of 
provider quality of care/service and conduct issues. Our Credentialing and Peer 
Review Committees meet monthly. 


 Service Improvement Committee: Our SICs identify opportunities for improvement in 
customer service continuously reviewing data on call metrics such as average speed 
of answer, abandonment rates and first call resolutions for both member and 
provider calls. In addition to the customer service call metrics, SICs also review data 
relevant to member and provider complaints and appeals to ensure that individual 
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member and provider issues are addressed, resolutions are appropriate and timely, 
the process is compliant with regulatory standards and issues are referred for 
system response through the quality process. Our SICs meet quarterly. 


 Pharmacy and Therapeutics Committee: Our P&T Committees promote the 
appropriate use of high quality and cost-effective pharmaceuticals for members and 
ensure compliance with appropriate standards and state and federal regulations, 
including coverage for all therapeutic classes of drugs covered by individual state 
contracts. Our P&T Committees meet no less frequently than quarterly. 


 Health Care Quality and Access (HCQA) Committee: Our HCQA assists the board by 
reviewing and providing general oversight of our health care quality and access 
strategy.  


 
Figure 4: Internal Quality Assurance Program Committee Structure 


As defined in our policies and procedures, meeting minutes are maintained for our QICs 
and their respective sub-committees and include the committees’ activities, findings, 
recommendations, actions, and follow-up. 


CLEAR COMMITTEE ACCOUNTABILITY 
Given that our boards grant authority to approve specific managed care organization 
quality assurance activities, including monitoring and evaluating outcomes to our QICs, 
subcommittees report the findings of their monitoring and evaluation activities along 
with recommendations to our QICs on a scheduled basis. In addition to subcommittee 
reports, our QICs oversees monitoring and evaluation of organizational structure as well 
as data collection, analysis and reporting, broadly. 


QUALITY ASSURANCE COMMITTEE MEMBERSHIP 
Our quality assurance committee membership composition is state-specific and designed 
to meet specific state needs and contractual requirements. Our QIC membership 
generally includes our local state president and executive leadership representing 
provider relations, network management, quality improvement, utilization 
management, behavioral health, regulatory affairs, finance and community relations 
functions. Our UMAC membership generally includes representatives from our quality 
improvement, utilization management, provider relations, network management and 
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behavioral health functions. Additionally, our UMACs include contracted providers who 
represent our local markets and our membership served within. Membership is designed 
around specific geographic and population needs and may include primary care 
providers (i.e., internists, pediatricians), specialists (e.g., OB/GYNS, psychiatrists), and 
ancillary providers, where appropriate (e.g., vision, dental). 


3.10.11 Standard V: IQAP Supervision  


There must be a designated senior executive who is responsible for IQAP implementation. The 
vendor’s Medical Director has involvement in quality assurance activities.  


We understand and will comply with the provisions of Section 3.10.11.  


EXECUTIVE SUPERVISION OF OUR QUALITY ASSURANCE AND IMPROVEMENT 
PROGRAMS 
As described in our response to Section 3.10.9, our plan boards of directors delegate 
oversight of our quality assurance programs to our quality improvement committees 
(QICs). By virtue of this delegation, our managed care organization presidents are 
designated as the senior executives responsible for implementation of the internal 
quality assurance program for their respective states. Our local medical directors are 
directly involved with quality assurance activities with support from managed care 
organization staff. 


3.10.12 Standard VI: Adequate Resources  


The IQAP must have sufficient material resources and staff with the necessary education, 
experience, or training to effectively carry out its specified activities.  


We understand and will comply with the provisions of Section 3.10.12.  


ADEQUACY OF QUALITY ASSURANCE PROGRAM RESOURCES 
The long-standing success of our quality assurance program is attributed to 
the investments we have made in systems, processes, and personnel. It is 
through the application of these elements, that we are able to consistently 
carry out specified activities and achieve our program goals.  


ACHIEVING QUALITY ASSURANCE PROGRAM GOALS AND OBJECTIVES THROUGH 
MATERIAL RESOURCES 
We use a variety of resources to carry out the activities associated with our quality 
assurance and improvement program including:  


 Program governance which includes active participation of our network providers 
 Core systems for enrollment, eligibility, and claims which provide for capture of key 


member and provider data including gender and languages 
 A fully-integrated, robust medical management platform for physical and behavioral 


health services 
 Essential supports systems (i.e., learning management systems, credentialing 


system, appeals and grievance database) 
 Data warehouse 
 Evidence-based preventive health and clinical practice guidelines 
 Nationally-recognized medical necessity review criteria 
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 Reporting tools 
 Member and provider programs 
 Web and mobile capabilities 


ACHIEVING THE GOALS AND OBJECTIVES OF OUR QUALITY ASSURANCE PROGRAM THROUGH 
THE DEPLOYMENT OF HIGHLY-QUALIFIED, PASSIONATE STAFF  
Today, we employ more than 6,900 associates nationally, most of whom directly or 
indirectly impact our quality assurance program. Among these associates is a team of 
dedicated quality assurance staff. These resources demonstrate we have the experience 
and expertise necessary to develop effective staffing models, hire qualified and 
experienced staff, and provide the necessary training to ensure successful management 
of our quality assurance programs and related activities. 


Robust Quality Assurance Staffing Models Support Individual Local Market Needs 
Our staffing model features built-in flexibility which allows us to achieve our quality 
assurance program goals while meeting individual contractual requirements and local 
market needs. Our quality assurance program staffing model features local, state-based 
staff with complementary national resources. Our quality assurance team structure and 
staffing is modeled based on critical inputs including: 


 Analysis of state-specific contract requirements 
 Size and composition of the membership and provider network 
 Geographic distribution of members and providers 
 Best practices from our affiliate managed care organizations  


Our managed care organizations maintain dedicated quality assurance departments that 
are separate and distinct, yet highly-integrated throughout all areas of the 
organization. Roles are state-specific but generally include the following: 


KEY QUALITY IMPROVEMENT LEADERSHIP AND STAFF 


Role Description 


Medical Director Oversees all aspects of the quality assurance program including data 
analysis, program design, and evaluation. Provides clinical oversight of 
preventive health and clinical practice guidelines in collaboration with 
local practicing providers and national medical policy committee. 
Oversees adherence to guidelines by clinical staff and network providers. 
Chairs designated quality committee and subcommittees. 


Behavioral 
Health Clinical 
Director 


Practicing licensed psychiatrist or psychologist who reports to the 
medical director, where applicable. Maintains responsibility for quality 
program from a behavioral health perspective. Oversees implementation 
of the behavioral health aspects of the program. 


Quality Director Provides leadership and direction to the quality department to ensure 
quality objectives are met and population health improvement goals are 
achieved. Responsible for quality strategies and interventions, including 
the collection of relevant and meaningful indicators for monitoring and 
evaluating the quality and appropriateness of care and service across 
the continuum. Accountable for quality program descriptions, work 
plans, and annual evaluations. Oversees quality staff including quality 
practice advisors. 


Quality Coordinates the review of quality of care issues with the medical 
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KEY QUALITY IMPROVEMENT LEADERSHIP AND STAFF 


Role Description 
Improvement 
Nurse Specialist 


director and generating applicable reports. Reviews data from medical 
record audits for guideline compliance. Completes analyses to support 
performance measures for NCQA accreditation.  


Quality 
Improvement 
Project Manager 


Serves as local subject matter experts for standardized quality 
performance measures, such as HEDIS®, and project management of the 
medical record reviews. Performs HEDIS-related tasks, such as 
monitoring HEDIS through performance improvement projects (PIPs). 


Quality 
Improvement 
Analyst 


Conducts ambulatory medical record review to assess the quality of care 
delivered and documented. Evaluates and analyzes data for EPSDT 
reporting. Develops PIPs, including those required by state agencies.  


Quality 
Improvement 
Coordinator 


Organizes activities within the quality assurance department including 
coordination of committee meetings. 


Quality Practice 
Advisor 


Assists targeted provider offices with improving their practice-level 
performance with preventive care and chronic case management. Using 
targeted HEDIS measures, our QPAs consult with providers and their 
office staff in person as well as telephonically. 


These dedicated personnel collaborate with associates in each clinical and 
administrative department, such as provider relations, utilization management, case 
management, disease management, member services and more to achieve our quality 
assurance program’s goals. 


For Nevada specifically, we propose to hire nine dedicated quality assurance staff 
including a quality director, quality project manager, quality specialist, quality analyst, 
quality coordinator, and four quality practice advisors.  


Systematic Recruitment Processes Result in Hiring of Experienced Staff 
Our recruitment process is highly selective and ensures that experienced, well-trained 
personnel are hired to support implementation and ongoing administration of our 
quality assurance programs. Our role-specific job descriptions clearly specify minimum 
requirements for education, work experience, licenses and certifications. Our candidate 
screening and hiring process allows us to find talented personnel who meet or exceed 
the established minimum job requirements. 


Comprehensive Staff Training Ensures Employees Are Prepared to Achieve our Goals 
and Objectives While Serving Members and Providers 


Our training program prepares our existing and newly hired associates to 
serve our members and providers while achieving our goals and objectives. 
Our best-in-class training collateral and programs are agile and 
comprehensive and consist of the following components:  


 


 New Hire Orientation: New hire orientation is a day-long, in-person training session 
led by our human resource team. Orientation covers our vision, goals, strategic 
priorities and history. Training includes information about our managed care 
organizations, our member-centered approach to care and service, and the 
importance of member experience. Orientation is conducted for cohorts of new 
associates with the same start date. We aim to hire clinical staff, such as case 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


179







Section 3 
Scope of Work 


 
 
 


managers, in groups so they attend orientation together. This approach allows us to 
gain efficiencies in grouping associates in role-specific training.  


 New Hire Mandatory Basic Training: All employees are given a learning roadmap, 
which outlines training and learning tasks that need to be completed during the first 
90 days of employment, including deadlines for each milestone. The training and 
learning tasks are primarily accomplished by either reading specific policies or other 
documents (these may also be reviewed at an instructor-led workshop) or taking 
computer-based training that is hosted in our learning management system (LMS). 
The computer-based trainings associates must complete include:  
 Goals and Setting Goals  
 Enterprise New Hire (a suite of training modules)  


• Overview of Case Management  
• Company Overview  
• Member Experience  
• Provider Experience  
• Quality Measures 
• Systems Overview 
• Fraud, Waste and Abuse  
• HIPAA  
• Cultural Competency  


 New Hire Trainings for Specific Roles: We conduct specialized instructor-led training 
for associates based on their respective role (e.g., quality improvement, case 
management). Each role has a unique, targeted training program and curriculum that 
defines the learning objectives, training modules and timeframes for completion. 


 Ongoing Training for Associates: Our training plan provides for and ensures ongoing 
training throughout an employee’s tenure with us. This formal process of continual 
learning reinforces information and messages that maintain associates’ vigilance in 
areas of compliance, and reminds them of the context in which they are performing 
their individual functions. This approach helps improve compliance, performance and 
morale. Ongoing training is provided via a variety of formats including instructor-led 
training, team meeting-based training and self-directed computer-based training. 
Various types of training are offered at different intervals, such as:  
 Annual: Associates must complete certain training annually such as cultural 


competency, fraud, waste and abuse, and HIPAA, in addition to role-specific or 
department trainings. We also host annual InterQual training to support 
associates in preparation for annual InterQual reviewer reliability testing.  


 Quarterly: We deliver computer-based and instructor-led classroom training 
quarterly based on business need for upskill, refresher or new processes.  


 On Demand: Associates have access to over 1,000 training modules within our LMS 
for self-directed learning.  


 Tracking Completion of Training: We use two methods for tracking completion of 
training and the method varies depending on the training medium.  
 Our LMS hosts computer-based training and allows management to make and 


manage training assignments. Mandatory trainings are automatically assigned 
and the LMS captures and reports on completion status and trainees’ scores from 
the post-training evaluation. Even if an employee takes a course that is not 
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mandatorily assigned, our LMS will register that the employee has taken the 
course and retain the completion date and evaluation scores.  


 For instructor-led classroom training, attendance is documented by a daily sign-in 
sheet.  


As noted in our Corrective Action and Performance Improvement Policy, failure to 
complete assigned training is considered a performance issue and is subject to 
corrective action up to and including termination.  


 Measurement of Comprehension: We use course evaluations to assess our training 
program’s effectiveness. The post-training evaluation method varies depending on 
the training methodology but is designed using Donald Kirkpatrick’s Training 
Evaluation Model focusing on the first two levels of evaluation. 
 Level 1 evaluation measures how trainees react to training, fundamentally 


assessing how well they like the learning process. Measuring reaction helps us 
improve the training for future trainees.  


 Level 2 evaluation measures knowledge acquisition. Assessing knowledge 
acquisition requires administration of test questions to check trainee knowledge 
on topics covered in the training program. We require a minimum score of 85 
percent to consider the associate successfully trained. If the trainee fails to 
achieve the required score, he or she is required to retake the course and test. 
Repetitive failure by an associate is referred to the associate’s supervisor for 
review. 


3.10.13 Standard VII: Provider Participation in IQAP  


3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP 
through provider newsletters and updates to the provider manual.  


3.10.13.2 The vendor must include in its provider contracts and employment agreements, for 
physician and non-physician providers, a requirement securing cooperation with the IQAP.  


3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the 
medical records of its recipients.  


We understand and will comply with the provisions of Section 3.10.13.  


IMPROVING THE HEALTH OF MEMBERS THROUGH EFFECTIVE PROVIDER 
ENGAGEMENT 


Provider participation in quality activities facilitates integration of service 
delivery and benefit management. Given the benefits associated with 
provider engagement, we require provider cooperation and participation in 
our internal quality assurance programs (IQAPs) and have made significant 
investments to keep providers informed of program activities. Our 


engagement efforts include a variety of communications and resources, which are 
described in the sections that follow. 


INFORMING PROVIDERS OF OUR INTERNAL QUALITY ASSURANCE PROGRAM 
Our methods for communicating with providers about our IQAP include:  


 Semi-Annual Provider Newsletter: Our state-specific, semi-annual provider 
newsletters keep contracted providers informed about our quality assurance 
programs, including our annual program goals, our quality indicators to be measured 
and monitored, and our performance improvement projects.  
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 Provider Policy and Procedure Manual: Our state-specific Provider Policy and 
Procedure Manuals feature a section dedicated to our quality assurance programs. 
The manual provides information about medical records, provider participation in 
the quality assurance program, member satisfaction, patient safety, clinical practice 
guidelines, HEDIS®, web resources, and more. Our manuals inform providers about 
our quality assurance program and evaluation process and provides instructions for 
how to obtain written copies of our quality assurance program description and 
annual evaluation. We update our Provider Policy and Procedure Manuals annually 
and make them available in hard copy, digital and web-based formats.  


 Provider Portal: The secure environment of our provider website, which requires 
login and password credentials, gives our providers an opportunity to access easy-to-
use tools to obtain quality-related information, clinical practice guidelines, and 
perform day-to-day tasks. Our portal-based toolset includes member-level 
information about specific screenings, immunizations and overdue services. It also 
includes our interactive HEDIS online portal training module to facilitate provider 
education. 


 Quality Practice Advisors: Our locally-based quality practice advisors (QPAs) are 
dedicated staff that deliver education and consultation to providers and practice 
sites on our quality assurance program including preventive and chronic health 
management quality indicators including immunizations and well care checks. QPAs 
assist provider offices with barrier analysis and in developing strategies to improve 
compliance within the practice. 


 Provider Care Gap Reports: Provider care gap reports are used to identify member 
gaps in care. Our QPAs and provider relations representatives use the care gap 
reports to provide outreach and education to provider offices in an effort to ensure 
members are receiving the preventive services they need. In use since 2007, our 
provider care gaps reports are used to identify and close individual member care 
gaps. 


 Quality Assurance Committees: We encourage our providers to engage in our quality 
program through participation in committees. Today we ensure that we have 
representation from highly-engaged primary and specialty providers on our various 
committees. Diverse provider participation is integral to the process and serves as 
representation of their respective specialties, membership and geographic regions.  


SECURING PROVIDER COOPERATION WITH OUR QUALITY ASSURANCE PROGRAM AND 
ENSURING ACCESS TO MEDICAL RECORDS 
All contracted providers are responsible for adhering to their participation agreement, 
or contract, as well as their state-specific provider manual, which supplements the 
agreement. As standard practice, our provider manuals advise: “Network providers are 
contractually required to cooperate with quality improvement activities. Providers are 
invited to volunteer for participation in the QI Program. Avenues for participation 
include committee representation, quality/ performance improvement projects, Early 
and Periodic Screening, Diagnosis and Treatment (EPSDT) assessments and 
feedback/input via satisfaction surveys, grievances and calls to Customer Service.” In 
addition, our provider manuals states that access to records should be granted to us or 
our representatives without a fee to the extent permitted by state and federal law. 
Providers should have procedures in place to permit the timely access and submission of 
medical records to us upon request. We follow state and federal law regarding the 
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retention of records remaining under the care, custody and control of the physician or 
healthcare provider. Information from the medical records review may be used in the re-
credentialing process as well as quality activities.” 


Our expectations for cooperation with our quality assurance program and ensuring 
access to medical records are reinforced through our provider portal, which establishes 
providers’ “Mandatory participation in quality improvement projects and medical 
record review activities such as HEDIS.” 


3.10.14 Standard VIII: Delegation of IQAP Activities  


3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are 
delegated to other entities. If the vendor delegates any quality assurance activities to 
subcontractors or providers, it must: 


A. Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the vendor;  


B. Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


C. Maintain evidence of continuous monitoring and evaluation, completed at least 
quarterly of delegated activities, including approval of quality improvement plans and 
regular specified reports.  


We understand and will comply with the provisions of Section 3.10.14.  


DELEGATION OF QUALITY ASSURANCE ACTIVITIES 
Throughout our affiliate managed care organizations, we retain full accountability and 
responsibility for all internal quality assurance program functions. As documented in our 
delegation oversight policy, we do not delegate quality activities to other entities. 


3.10.15 Standard IX: Credentialing and Recredentialing  


The IQAP must contain provisions to determine whether physicians and other health care 
professionals, who are licensed by the State of Nevada and who are under contract to the vendor, 
are qualified to perform their services. These provisions are: 


CREDENTIALING AND RECREDENTIALING 
We understand and will comply with the provisions of Section 3.10.15.  


We currently operate credentialing programs in multiple states and will perform 
credentialing and recredentialing in strict accordance with federal, state and current 
NCQA Standards and Guidelines for the Accreditation of MCOs requirements as well as 
Section 3.10.15.  


3.10.15.1 Written Policies and Procedures 


The vendor will have written policies and procedures that include a uniform documented 
process for credentialing, which include the vendor’s initial credentialing of practitioners, 
as well as its subsequent recredentialing, recertifying and/or reappointment of practitioners. 
The vendor will comply with NAC 679B.0405 which requires the use of Form NDOI-901 
for use in credentialing providers. 


The DHCFP reserves the right to request and inspect the credentialing process and 
supporting documentation. The vendor agrees to allow the DHCFP and/or its contracted 
EQRO to inspect its credentialing process and supporting documentation.  
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WRITTEN POLICIES AND PROCEDURES 
We understand and will comply with the provisions of Section 3.10.15.1. 


We have established policies and procedures around all aspects of our credentialing and 
recredentialing program and will submit them, as requested, to DHCFP for review and 
approval. Our local Nevada medical director will be responsible for oversight of care 
delivery and all quality improvement activities, including oversight of credentialing. 


3.10.15.2 Oversight by Governing Body 


The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, will review and approve the credentialing policies and 
procedures.  


3.10.15.3 Credentialing Entity 


The vendor will designate a credentialing committee, or other peer review body, which 
makes recommendations regarding credentialing decisions. 


GOVERNING BODY AND CREDENTIALING COMMITTEE 
We understand and will comply with the provisions of Section 3.10.15.2 and 3.10.15.3. 


Our quality committee will delegate the credentialing function to our credentialing 
committee. The credentialing committee will be chaired by our local Nevada medical 
director and comprise participating peer providers from the state of Nevada. 
Credentialing committee recommendations will be received and reviewed by the quality 
committee.  


3.10.15.4 Scope 


The vendor will identify those practitioners who fall under its scope of authority and action. 
This must include, at a minimum, all physicians and other licensed independent 
practitioners included in the vendor’s provider network.  


SCOPE 
We understand and will comply with the provisions of Section 3.10.15.4. 


We will identify those practitioners who fall under our scope of authority and action. 
This will include, at a minimum, all physicians and other licensed independent 
practitioners included in our provider network. 


Credentialing and recredentialing will be performed for every independent practitioner 
and organizational provider in our network. Hospital ancillary providers will not be 
required to be independently credentialed if those providers serve our members only 
through the hospital. Initial credentialing will be conducted prior to the effective date 
of the provider’s contract, and recredentialing will be conducted at least every three 
years.  


3.10.15.5 Process 


The initial credentialing process obtains and reviews primary source verification of the 
following information, at a minimum: 


A. The practitioner holds a current valid license to practice in Nevada or a current valid 
license to practice in the state where the practitioner practices. 


B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners 
authorized by the scope of their license to prescribe drugs. 
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C. Graduation from medical school and completion of a residency, or other post-graduate 
training, as applicable. 


D. Work history. 


E. Professional liability claims history. 


F. The practitioner holds current, adequate malpractice insurance according to the 
vendor’s policy. 


G. Any revocation or suspension of a State license or DEA number. 


H. Any curtailment or suspension of medical staff privileges (other than for incomplete 
medical records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Medical Association or any other applicable 
licensing or credentialing entity. 


K. The vendor obtains information from the National Practitioner Data Bank, the Nevada 
Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent 
licensing boards for out- of-state providers, and any other applicable licensing entities 
for all other practitioners in the plan. 


L. The application process includes a statement by the applicant regarding 


1. Any physical or mental health problems that may affect current ability to provide 
health care 


2. Any history of chemical dependency/ substance abuse; 


3. History of loss of license and/or felony convictions; 


4. History of loss or limitation of privileges or disciplinary activity; and 


5. An attestation to correctness/ completeness of the application.  


This information should be used to evaluate the practitioner’s current ability to 
practice. 


M. There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices 
to ensure conformance with the vendor’s standards. If the vendor’s credentialing 
process complies with the current NCQA standards, it is not required to conduct initial 
site visits. 


N. The vendor’s provider credentialing must comply with 42 CFR §1002.3.  


O. If the vendor has denied credentialing or enrollment to a provider where the denial is 
due to vendor concerns about provider fraud, integrity, or quality the vendor is required 
to report this to the DHCFP Provider Enrollment Unit within fifteen (15) calendar 
days. 


Credentialing Process 
We understand and will comply with the provisions of Section 3.10.15.5. 


All applicants will undergo a comprehensive review and primary source verification of 
their education, experience, licensing and other requirements in accordance with NCQA 
guidelines. The credentialing process will begin with the provider’s completion and 
submission of either an electronic or paper application form. The application and all 
corresponding documentation will be collected by our provider services and network 
management department and submitted into our workflow/tracking system to 
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credentialing. Once the application is determined to be complete, a credentialing 
associate will review it for completeness. 


3.10.15.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, 
reappointment, or recertification) will be described in the vendor’s policies and procedures, 
including:  


A. Evidence that the procedure is implemented at least every sixty (60) months;  


B. The vendor conducts periodic review of information from the National Practitioner 
Data Bank and all other applicable licensing entities, along with performance data, on 
all practitioners, to decide whether to renew the participating practitioner agreement. 
At a minimum, the recredentialing, recertification or reappointment process is 
organized to verify current standing in required areas. 


C. The recredentialing, recertification or reappointment process also includes review of 
data from: 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of hospital privileges and current licensure, if applicable. 


D. The vendor’s provider recredentialing must comply with 42 CFR §1003.3 


E. If the vendor decredentials, terminates or disenrolls a provider the vendor must inform 
the State within 15 calendar days. If the decredentialing, termination or disenrollment 
of a provider is due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse the DHCFP will notify HHS-OIG. 


RECREDENTIALING 
We understand and will comply with the provisions of Section 3.10.15.6. 


We will recredential providers every three years. Complaints or grievances related to 
quality of care, access or other issues will be investigated promptly through our quality 
improvement process. Findings will be included in the provider’s credentialing file along 
with information on corrective actions ordered and verification of implementation.  


The recredentialing process will include a review of data from member grievances and 
appeals, quality reviews, utilization management and member satisfaction surveys. 


We will inform DHCFP within 15 calendar days if we decredential, terminate or disenroll 
a provider. We understand that if the decredentialing, termination or disenrollment is 
due to suspected criminal actions, or disciplinary actions related to fraud or abuse 
DHCFP will notify HHS-OIG. 


During the intervening years, providers will be monitored on a routine basis. This 
monitoring includes review of Medicare/Medicaid Sanction Exclusion and Reinstatement 
reports, the List of Excluded Individuals and Entities, Medicare Opt-Out listings, System 
for Award Management Exclusions, professional licensing actions and internal provider 
performance monitoring through the collection and review of grievance and adverse 
event information.  


We will maintain evidence of current credentials in each network provider’s file. We will 
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use processes that automate the provider maintenance processes. We currently have the 
technology to conduct primary source verification automatically for provider medical 
licenses and Drug Enforcement Administration licenses.  


3.10.15.7 Delegation of Credentialing Activities  


If the vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there must be a written description of the delegated activities, and the delegate’s 
accountability for these activities. There must also be evidence that the delegate 
accomplished the credentialing activities. The vendor must monitor the effectiveness of the 
delegate’s credentialing and reappointment or recertification process.  


Delegated Credentialing 
We understand and will comply with the provisions of Section 3.10.15.7. 


We will comply with the requirements of establishing a written agreement for the 
delegation of credentialing. We will approve entities that have a demonstrated ability 
to perform high-quality and accurate credentialing of providers through a pre-
delegation audit. The pre-delegation audit will be used to verify that the entity meets 
or exceeds our policies and procedures, and has the structure in place to perform 
credentialing and recredentialing functions. Within sox months of Go-Live, we will 
perform a targeted review of the entity’s credentialing files to validate adherence to 
policies and procedures. The delegated entity will then be placed in an annual audit 
cycle in accordance with NCQA standards. In addition, we will perform quarterly 
monitoring through a credentialing scorecard which captures key metrics around the 
credentialing and recredentialing process. The results of those audits and monitoring 
activities will be reported to our delegation oversight committee for review and 
approval and quarterly to our credentialing committee for review. 


3.10.15.8 Retention of Credentialing Authority 


The vendor retains the right to approve new practitioners and sites, and to terminate or 
suspend individual practitioners. The vendor has policies and procedures for the 
suspension, reduction or termination of practitioner privileges.  


RETENTION OF CREDENTIALING AUTHORITY 
We understand and will comply with the provisions of Section 3.10.15.8.  


We will maintain a written description of our retention of credentialing authority along 
with policies and procedures for the suspension, reduction or termination of provider 
privileges.  


Providers who meet our established “clean credentialing file” criteria will be 
individually approved by our medical director and then presented in a list format at 
each meeting of the credentialing committee as opposed to being reviewed by the 
committee individually. If a file does not meet our established criteria for clean files, 
(e.g., the provider has malpractice claims, quality of care issues or past licensure 
sanctions) the details of the applicant’s file will be presented to the credentialing 
committee for review and recommendation. The credentialing committee will hold 
regularly scheduled meetings every month to review applications. The credentialing 
committee will also convene ad-hoc meetings as necessary to accommodate large 
network expansions such as a new market.  
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3.10.15.9 Reporting Requirement 


The vendor must ensure there is a mechanism for, and evidence of implementation of, the 
reporting of serious quality deficiencies resulting in suspension or termination of a 
practitioner, to the appropriate authorities.  


REPORTING REQUIREMENT 
We understand and will comply with the provisions of Section 3.10.15.9. 


Our written reporting requirements will include a mechanism for the reporting of serious 
quality deficiencies resulting in suspension or termination of a practitioner to the 
appropriate authorities. We have experience implementing this reporting in other states 
and will implement a similar mechanism for this program.  


3.10.15.10 Provider Dispute Process 


The vendor must have a provider appeal process for instances wherein the vendor chooses 
to deny, reduce, suspend or terminate a practitioner’s privileges with the vendor. 


PROVIDER DISPUTE 
We understand and will comply with the provisions of Section 3.10.15.10. 


We will have a provider appeal process in place for instances when we deny, reduce, 
suspend or terminate a provider’s privileges with us. Providers will be notified of the 
decision of the credentialing committee in writing and, if credentialing or 
recredentialing is denied, will be advised of their right to appeal.  


3.10.16 Standard X: Recipient Rights and Responsibilities  


The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges 
their rights and responsibilities.  


MEMBER RIGHTS AND RESPONSIBILITIES 
We understand and will comply with the provisions of Section 3.10.16.  


We recognize members have rights and responsibilities established under state and 
federal law, and that it is our responsibility to respect and protect these rights and 
acknowledge their responsibilities when interacting with members. We also believe 
health care outcomes can be enhanced when members, providers and our associates 
work as a team in a culture of mutual respect and clear expectations.  


3.10.16.1 Written Policy on Recipient Rights 


The vendor must have a written policy that recognizes the following rights of recipients: 


A. To be treated with respect, and recognition of their dignity and need for privacy; 


B. To be provided with information about the vendor, its services, the practitioners 
providing care, and recipients’ rights and responsibilities; 


C. To be able to choose primary care practitioners, including specialists as their PCP if the 
recipient has a chronic condition, within the limits of the plan network, including the 
right to refuse care from specific practitioners; 


D. To participate in decision-making regarding their health care, including the right to 
refuse treatment; 


E. To pursue resolution of grievances and appeals about the vendor or care provided; 
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F. To formulate advance directives; 


G. To have access to his/her medical records in accordance with applicable federal and 
state laws and to request that they be amended or corrected as specified in 45 CFR Part 
164;  


H. To guarantee the recipient’s right to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation; and 


I. To receive information on available treatment options and alternatives, presented in a 
manner appropriate to the recipient’s condition and ability to understand. 


3.10.16.2 Written Policy on Recipient Responsibilities 


The vendor must have a written policy that addresses recipients’ responsibility for 
cooperating with those providing health care services. This written policy must address 
recipients’ responsibility for 


A. Providing, to the extent possible, information needed by professional staff in caring for 
the recipient; and 


B. Following instructions and guidelines given by those providing health care services.  


The vendor should also include additional recipient responsibilities in their recipient 
communications (such as, the recipient is responsible for being on time for scheduled 
appointments and canceling appointments in a timely manner, the recipient is 
responsible for reporting fraud and/or abuse, etc.). 


WRITTEN POLICY ON MEMBER RIGHTS AND RESPONSIBILITIES 
We understand and will comply with the provisions of Section 3.10.16.1 and 3.10.16.2.  


We will establish a Nevada-specific policy on member rights and responsibilities that 
meets all Section 3.10.16 requirements and ensures compliance with federal and State 
laws and regulations that pertain to the rights of members. This policy will be 
communicated to members, providers and our associates through multiple channels such 
as the member handbook and Provider Policy and Procedure Manual. We will also ensure 
that our staff and network providers take those rights and responsibilities into account 
when furnishing services to members to protect the member’s rights and ensure 
adherence to responsibilities.  


We will partner with our NCQA quality team in the development of our policies and 
procedures to ensure member rights and responsibilities are appropriately stated and 
communicated. We will also train our staff to identify potential member rights 
violations and report those to our compliance officer. In addition, we recognize 
members have certain responsibilities when working with providers. Member services 
will take advantage of every opportunity to communicate and reinforce member 
responsibilities to both members and providers to ensure adherence to responsibilities.  


We will reinforce member rights and responsibilities during member and provider 
orientation sessions and other communication opportunities. Members and providers will 
also be able to contact our member services and provider services departments with any 
questions they have regarding member rights and responsibilities. Members and 
providers may also gain access to the most current member rights and responsibilities 
policy by requesting a copy from a customer service agent or through our member or 
provider website. 


Our Nevada compliance officer will monitor member rights and responsibility violations, 
and any trends noted will be taken to the quality committee for determination of next 
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steps, where necessary. 


3.10.16.3 Communication of Recipient Policies to Providers 


A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers upon initial credentialing and when significant changes are made.  


COMMUNICATION OF POLICIES TO PROVIDERS 
We understand and will comply with the provisions of Section 3.10.16.3.  


A copy of our member rights and responsibilities policies will be provided to all 
participating providers upon initial credentialing and when significant changes occur. 
We will also train our provider network about member rights and responsibilities 
through regularly scheduled reviews of the Provider Policy and Procedure Manual, which 
includes a complete listing of member rights and responsibilities (identical to those in 
the member handbook). Providers are expected to honor members’ rights, as well as to 
expect member compliance with member responsibilities.  


3.10.16.4 Communication of Policies to Recipients 


Upon enrollment, recipients are provided a written statement that includes information on 
their rights and responsibilities. 


COMMUNICATION OF POLICIES TO MEMBERS 
We understand and will comply with the provisions of Section 3.10.16.4.  


We are dedicated to educating members about their rights and responsibilities. Members 
will be advised of their rights and responsibilities through the member handbook that is 
part of the new member welcome packet. Members will be encouraged to freely exercise 
their protected rights, and we will respect and in no way discriminate against a member 
that chooses to exercise his or her rights. Our associates, including member services and 
case managers, will also have frequent opportunities to review these rights with 
members, both verbally and in writing. We will also distribute documents explaining 
member rights and responsibilities on an annual basis.  


3.10.16.5 Recipient Grievance and Appeals Procedures  


The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances 
and providing recipient appeals. This system must include: 


A. Procedures for registering and responding to grievances and appeals within thirty (30) 
calendar days. Vendors must establish and monitor standards for timeliness; 


B. Documentation of the substance of grievances, appeals, and actions taken; 


C. Procedures ensuring a resolution of the grievance and providing the recipient access to 
the State Fair Hearing process for appeals;  


D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


E. Compliance with DHCFP due process and fair hearing policies and procedures specific 
to Nevada Medicaid and Nevada Check Up recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


GRIEVANCE AND APPEALS PROCEDURES 
We understand and will comply with the provisions of Section 3.10.16.5.  
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As a service-oriented organization, we communicate with members about their rights, 
including their right to express dissatisfaction (grievance) or their right to request an 
appeal when services are denied, reduced, suspended or terminated.  


Our grievance and appeals systems will be linked to our Internal Quality Assurance 
Program ( IQAP) for addressing members’ grievances and providing appeals. These 
systems will include: 


 Procedures for registering and responding to grievances and appeals within 30 
calendar days 


 Documentation of the substance of grievances, appeals and actions taken 
 Procedures ensuring a resolution of the grievance and providing the member access 


to the State Fair Hearing process for appeals 
 Aggregation and analysis of grievance and appeal data and the use of the data for 


quality improvement 
 Compliance with DHCFP due process and fair hearing policies and procedures specific 


to Nevada Medicaid and Nevada Check Up recipients 
 Compliance with 42 CFR 438 Subpart F Grievance and Appeals 


Through our disciplined approach of tracking and trending grievance issues, we have 
made significant improvements in our members’ experiences. For example, we identified 
an issue of providers balance billing our members. In response, we implemented a 
member services team to personally assist members with balance billing problems and 
conducted provider education, resulting in a significant reduction in balance billing-
related grievances over the three month measurement period.  


3.10.16.6 Recipient Suggestions 


An opportunity must be provided for recipients to offer suggestions for changes in policies 
and procedures.  


MEMBER SUGGESTIONS 
We understand and will comply with the provisions of Section 3.10.16.6.  


Members will be offered the opportunity to provide suggestions for changes in policies 
and procedures verbally or in writing. Our policies and procedures will include 
provisions to ensure the member’s submissions are recorded accurately and reviewed 
seriously by the appropriate staff. 


3.10.16.7 Steps to Assure Accessibility of Services  


The vendor must take steps to promote accessibility of services offered to recipients. These 
steps include: 


A. The points of access to primary care, specialty care and hospital services are identified 
for recipients;  


B. At a minimum, recipients are given information about: 


1. How to obtain services during regular hours of operations; 


2. How to obtain emergency and after-hour care;  


3. How to obtain emergency out-of-service area care;  


4. How to obtain the names, qualifications and titles of the professionals who provide 
and are accepting medical patients and/or are responsible for their care; and 
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5. How to access concierge services and if needed case management assistance from 
the vendor when needed to gain access to care. 


ASSURING ACCESSIBILITY OF SERVICES 
We understand and will comply with the provisions of Section 3.10.16.7.  


We will promote accessibility of services offered to members by providing the point of 
access to primary care, specialty care and hospital services. At a minimum, members 
will be provided information about: 


 How to obtain services during regular hours of operation 
 How to obtain emergency and after-hours care 
 How to obtain emergency out-of-service area care 
 How to obtain the names, qualifications and titles of the professions who provide 


and are accepting medical patients and/or are responsible for the member’s care 
 How to access concierge services and, if needed, case management assistance 


This information will be offered through multiple avenues including our member 
welcome packet, member handbook, provider directory, member services calls, outreach 
activities, member welcome calls and the member website. 


Our goal is to maintain a provider network that makes services available to our 
Medicaid members in excess of required access and availability standards where 
possible. Our provider networking team will monitor the network on a continuous basis 
to identify any gaps in access and availability and will seek to recruit additional 
providers as may be necessary. Where there are gaps, we will seek to enter single case 
agreements to ensure our members have access to all medically necessary services. 


3.10.16.8 Information Requirements  


A. Recipient information (for example, subscriber brochures, announcements, and 
handbooks) must be written at an eighth (8th) grade level that is readable and easily 
understood. 


B. Written information must be available in the prevalent languages of the population 
groups served.  


INFORMATION REQUIREMENTS 
We understand and will comply with the provisions of Section 3.10.16.8.  


Member information will be prepared in a style and reading level that accommodates 
the reading skills of our members. Writing will be no higher than a 8th grade level, as 
determined by the Flesch-Kincaid Readability Test. Appropriate documentation will be 
maintained and available should DHCFP ask us to submit evidence of compliance. 


Written materials will be provided in the prevalent languages of the population groups 
served including, but not limited to, English and Spanish. We will also make all required 
written materials available to our members in alternative formats and in a manner that 
takes into consideration the member’s special needs, including the needs of the visually 
or hearing impaired, blind, deaf, aged or those with limited reading proficiency.  


We will notify our members that health and benefits information are available in 
alternative formats, and provide instructions for accessing them in these alternative 
formats through the member handbook, member website, outreach activities and during 
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welcome calls when a need is identified. Alternative formats will include but are not 
limited to 508 compliance, Braille, large font letters, CD and verbal explanations of 
written materials. 


3.10.16.9 Confidentiality of Patient Information  


The vendor must act to ensure that the confidentiality of specified patient information and 
records is protected. The vendor must: 


A. Establish in writing, and enforce, policies and procedures on confidentiality, including 
confidentiality of medical records; 


B. Ensure patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of 
the vendor;  


C. Hold confidential all information obtained by its personnel about recipients related to 
their examination, care and treatment and shall not divulge it without the recipient’s 
authorization, unless: 


1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other 
health care entities, or to coordinate insurance or other matters pertaining to 
payment; or 


3. It is necessary in compelling circumstances to protect the health or safety of an 
D. Must report any release of information in response to a court order to the recipient in a 


timely manner; and 


E. May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency.  


CONFIDENTIALITY OF INFORMATION 
We understand and will comply with the provisions of Section 3.10.16.9.  


We are fully compliant with the requirements of the 1996 Health Insurance Portability 
and Accountability Act (HIPAA) Title II Act-Administrative Simplification Standards 
including the applicable portions of 45 CFR 160, 162, and 164.  


Our chief compliance officer oversees the implementation of and compliance with all 
current and future privacy standards. We actively promote the confidentiality of 
patient information through multiple ongoing activities including: 


 Maintaining policies and procedures describing the types of information to be 
safeguarded and the proper release of protected health information (PHI). These 
policies, including HIPAA Privacy, HIPAA Transactions and Information Security 
Policies, define and document our commitment to understanding and enforcing these 
standards. 


 Creating and requiring the completion of annual training on security, privacy, fraud 
waste and abuse, and HIPAA compliance by all associates and subcontractors is a 
condition of continued employment. All new hires are also required to complete this 
training within their first 30 days of hire. The administration and completion of this 
training is independently executed by our corporate training department. 


 Associates also attend mandatory general compliance training designed to instill our 
core values and ethics. We maintain corporate policies that address system access 
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management and information accessibility at the corporate level. In addition to the 
above programs, our Information Security Council meets regularly with key leaders 
to communicate and govern the information security risks throughout the 
organization. 


 Ensuring patient care offices/sites have implemented mechanisms to safeguard 
against the unauthorized or inadvertent disclosure of confidential information 
through provider services office visits and provider training. 


3.10.16.10 Treatment of Minors 


The vendor must have written policies regarding the treatment of minors.  


TREATMENT OF MINORS 
We understand and will comply with the provisions of Section 3.10.16.10.  


Our written policies and procedures address the treatment of minors as relates to 
member rights and responsibilities. 


3.10.16.11 Assessment of Recipient Satisfaction  


The vendor must conduct periodic surveys of recipient satisfaction annually with its 
services: 


A. The survey(s) must include content on perceived problems in the quality, availability 
and accessibility of care. 


B. The survey(s) assess at least a sample of: 


1. All recipients; 


2. Recipient requests to change practitioners and/or facilities; and 


3. Disenrollment by recipients. 


C. As a result of the survey(s), the vendor must: 


1. Identify and investigate sources of dissatisfaction; 


2. Outline action steps to follow up on the findings; and 


3. Inform practitioners and providers of assessment results. 


D. The vendor must re-evaluate the effects of the above activities. 


ASSESSMENT OF SATISFACTION 
We understand and will comply with the provisions of Section 3.10.16.11.  


We will conduct annual surveys of member satisfaction with our services. These surveys 
will: 


 Include content on perceived problems in the quality, availability and accessibility of 
care 


 Assess at least a sample of all members; member requests to change practitioners 
and/or facilities; and disenrollment by members 


We will use the results of the survey to identify and investigate sources of 
dissatisfaction and outline action steps to follow up on findings We will also share 
assessment results with practitioners and providers. We will reevaluate the effects of 
the above activities. 
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We use an NCQA-certified Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) vendor to conduct our adult and child CAHPS surveys. The results of member 
satisfaction surveys have proved to be an invaluable tool for us to evaluate the access 
and quality of care and services provided to our members and identify opportunities for 
improvement. 


Our vendor compiles the results, analyzes the data and provides us with a comparison of 
our performance against national and state benchmark standards. This data will be used 
to evaluate plan performance and identify key drivers and barriers to improvement. We 
will develop interventions to improve our members’ experience of care and re-evaluate 
those interventions.  


In addition, we have established an ongoing company-wide CAHPS work group to 
identify, collaborate and execute best-practice initiatives to improve members’ health 
care and health plan experiences. 


3.10.17 Standard XI: Standards for Availability and Accessibility  


The vendor must establish standards for access (e.g., to routine, urgent and emergency care; 
telephone appointments; advice; and recipient service lines) and complies with this RFP. 
Performance on these dimensions of access is assessed against the standards. 


We understand and will comply with the provisions of Section 3.10.17. 


We currently have established standards relating to access which are in compliance with 
this RFP. These include, but are not limited to:  


 Routine, urgent and emergency care 
 Telephone appointments 
 Advice 
 Recipient services line standards 


To ensure our network meets all access requirements and the needs of our recipients, we 
approach building and maintaining our network with a basic strategy to determine and 
measure access and adequacy and address any identified gaps. Steps include: 


 Confirm precise network requirements based on DHCFP and CMS standards to meet 
time, distance and appointment availability standards by provider type 


 Continuously run GeoAccess reports to ensure access standards are met 
 Partner with provider associations and advocates to access lists providers who could 


become Medicaid providers  
 Target providers critical to meeting those standards and providing a comprehensive 


scope of services 


Based on our experience working with Medicaid providers, we have developed a fully 
integrated approach to assessing and maintaining network standards. While we run 
GeoAccess reports monthly to make sure we consistently have an adequate number of 
providers within established time and distance requirements of members, we also know 
that there are other factors that could impact access for members. This approach takes 
into account available data from a variety of sources including:  


 Appointment accessibility surveys  
 Member grievances and provider complaints  
 Service coordinators and member services  
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 Member and provider satisfaction surveys  
 Closed panel reports 
 Out-of-network paid claims 


We understand that our performance on these dimensions of access is assessed against 
the standards. 


3.10.18 Standard XII: Medical Record Standards  


MEDICAL RECORDS 
Recognizing the importance of accurate and accessible member medical records, we will 
implement medical record policies, procedures and contractual requirements which are 
compliant with DHCFP requirements. We will communicate medical record standards to 
providers as part of our initial and ongoing provider training and include information in 
regards to standards in the provider policy and procedure manual. Our policies will also 
be found on our provider website. 


3.10.18.1 Accessibility and Availability of Medical Records 


A. The vendor must include provisions in all provider contracts for HIPAA compliance 
with regard to access to medical records for purposes of quality reviews conducted by 
the Secretary of the United States, Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof.  


B. Records are available to health care practitioners at each encounter. 


ACCESS AND AVAILABILITY OF MEDICAL RECORDS 
We understand and will comply with the provisions of Section 3.10.18.1.  


All provider contracts will include provisions for HIPAA compliance with regard to access 
to medical records in accordance with 3.10.18.1. Records are available to health care 
practitioners at each encounter.  


3.10.18.2 Record Keeping 


Medical records may be on paper or electronic. The vendor must take steps to promote 
maintenance of medical records in a legible, current, detailed, organized and comprehensive 
manner that permits effective patient care and quality review. Medical records must be 
maintained as follows: 


A. Medical Record Standards – The vendor sets standards for medical records. The 
records reflect all aspects of patient care, including ancillary services. These standards 
shall, at a minimum, include requirements for: 


1. Patient Identification Information – Each page on electronic file in the record 
contains the patient’s name or patient ID number;  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
ethnicity, primary language, disability status, address, employer, home and work 
telephone numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently noted on 
the record. Absence of allergies (no known allergies – NKA) is noted in an easily 
recognizable location;  


4. Past Medical History [for patients seen three (3) or more times] – Past medical 
history is easily identified including serious accidents, operations, and illnesses. 
For children, past medical history relates to prenatal care and birth;  
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5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a 
completed immunization record or a notation that immunizations are up to date 
with documentation of specific vaccines administered and those received 
previously (by history); 


6. Diagnostic information; 


7. Medication information; 


8. Identification of Current Problems – Significant illnesses, medical conditions and 
health maintenance concerns are identified in the medical record; 


9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol 
and substance abuse is present for patients twelve (12) years and over and seen 
three (3) or more times; 


10. Consultations, Referrals, and Specialist Reports – Notes from any consultations 
are in the record. Consultation, lab, and x-ray reports filed in the chart have the 
ordering physician’s initials or other documentation signifying review. 
Consultation and significantly abnormal lab and imaging study results have an 
explicit notation in the record of follow-up plans; 


11. Emergency care; 


12. Hospitals and Mental Hospitals;  


a. Identification of the recipient; 


b. Physician name; 


c. Date of admission;  


d. Initial and subsequent stay review dates;  


e. Reasons and plan for continued stay if applicable; 


f. Date of operating room reservation if applicable; 


g. Justification for emergency admission if applicable; and  


h. Hospital Discharge Summaries – Discharge summaries are included as part of 
the medical record for:  


• All hospital admissions that occur while the patient is enrolled with the 
vendor; and  


• Prior admissions as necessary. 


13. Advance Directive – For medical records of adults age 18 and over, the medical 
record documents whether or not the individual has executed an advance directive 
and documents the receipt of information about advance directives by the recipient 
and confirms acknowledgment of the option to execute an advance directive. An 
advance directive is a written instruction such as a living will or durable power of 
attorney for health care relating to the provision of health care when the individual 
is incapacitated; and 


14. Patient Visit Data – Documentation of individual encounters must provide at a 
minimum adequate evidence of: 


a. History and Physical Examination – Comprehensive subjective and objective 
information obtained for the presenting complaints; 


b. Plan of treatment; 


c. Diagnostic tests; 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


197







Section 3 
Scope of Work 


 
 
 


d. Therapies and other prescribed regimens; 


e. Follow-up – Encounter forms or notes have a notation, when indicated, 
concerning follow-up care, call or visit. A specific time to return is noted in 
weeks, months, or as needed. Unresolved problems from previous visits are 
addressed in subsequent visits; 


f. Referrals and results thereof; and 


g. All other aspects of patient care, including ancillary services.  


15. Entry Date – All entries must have date and time noted;  


16. Provider Identification – All entries are identified as to author 


17. Legibility – The record is legible to someone other than the writer. A second 
reviewer should evaluate any record judged illegible by one physician reviewer.  


RECORD KEEPING 
We understand and will comply with the provisions of 3.10.18.2. 


Our medical record review policy will include the minimum medical record standards 
required by DHCFP. Through provider education and medical record review, we will 
promote the maintenance of medical records in a legible, current, detailed, organized 
and comprehensive manner that permits effective patient care and quality review. 


We will require network providers to maintain an organized, confidential and fully 
HIPAA-compliant system for documenting and storing members’ medical information. 
This includes, but is not limited to, documentation of all services provided to the 
member by the PCP, any specialty or referral services, diagnostic reports, physical and 
behavioral health screens. Record keeping and medical record standards will be 
communicated through our provider contracts, our provider policy and procedure 
manual and our website.  


 


3.10.18.3 Record Review Process 


A. The vendor must have a system (record review process) to assess the content of 
medical records for legibility, organization, completion and conformance to its 
standards; and 


B. The record assessment system must address documentation of the items listed in 
Medical Records requirements above. 


MEDICAL RECORD REVIEW PROCESS 
We understand and will comply with the provisions of Section 3.10.18.3. 


Our record review process will:  


 Assess the content of medical records for legibility, organization, completion and 
conformance to our standards 


 Address documentation of items listed in Section 3.10.18.2. 


To assess provider compliance with record keeping requirements, we will conduct an 
annual review of contracted provider office medical records using an audit tool 
developed as part of our record review process. The review will identify areas of 
medical record documentation and management that may be improved, deliver feedback 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


198







Section 3 
Scope of Work 


 
 
 


to the provider, and identify areas of practice that require provider peer review. A 
statistically-significant random sample of providers will be selected each year. 


A review of a provider’s medical records may also be conducted at any time at the 
request of the medical director or our utilization management committee. Our medical 
record review may include review for compliance with medical record standards, patient 
safety issues, clinical or preventive guideline compliance, over- and under- utilization of 
services, confidentiality practices and inclusion of member input into treatment plan 
decisions. If the review score does not meet our standards, we may require the provider 
to develop and implement a corrective action plan, which must be presented to and 
approved by our health plan. 


3.10.19 Standard XIII: Utilization Review  


3.10.19.1 Written Program Description 


The vendor must have a written utilization review management program description, which 
includes, at a minimum, policies and procedures to evaluate medical necessity, criteria 
used, information sources and the process used to review and approve the provision of 
medical services.  


3.10.19.2 Scope 


The program has mechanisms to detect under-utilization as well as over-utilization.  


3.10.19.3 Pre-Authorization and Concurrent Review Requirements 


For vendors with pre-authorization or concurrent review programs: 


A. Pre-authorization and concurrent review decisions must be supervised by qualified 
medical professionals; 


B. Efforts must be made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating physician, as necessary; 


C. The reasons for decisions must be clearly documented and available to the recipient; 


D. The vendor’s prior authorization policies and procedures must be consistent with 
provision of covered medically necessary medical, behavioral, and social care in 
accordance with community standards of practice; 


E. There must be well-publicized and readily available mechanisms for recipient appeals 
and grievances as well as provider disputes. Providers may pursue an appeal on the 
recipient’s behalf with the recipient’s written authorization. The Notice of Action must 
include a description of how to file an appeal; 


F. Appeal and grievance decisions are made in a timely manner as warranted by the health 
of the enrolled recipient; 


G. There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities 
is not structured so as to provide incentives for the individual or entity to deny, limit, or 
discontinue medically necessary services to any recipient; and 


I. If the vendor delegates responsibility for utilization management, it has mechanisms to 
ensure that the delegate meets these standards.  


We understand and will comply with the provisions of Section 3.10.19.1 through 
3.10.19.3. 
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UTILIZATION REVIEW 
Our fully-integrated, person-centered utilization management program 
assesses needs on a case-by-case basis to ensure every member has the 
opportunity to receive the most effective and appropriate services in the 
least restrictive setting of his or her choice. Our utilization management 
program features: 


 An organizational structure with clear lines of accountability for policies and 
individual determinations 


 Processes for determining medical necessity through highly-experienced, well-trained 
personnel with medical expertise and experience necessary to support our members 


 Defined processes and evidence-based data sources to identify services subject to 
pre-authorization 


 Proven processes to develop and maintain review criteria for both physical and 
behavioral health services  


 Aligned accountability and processes to facilitate the development and review of 
person-centered care and service plans  


 Flexible policies and process that provide for the authorization of services from out-
of-network providers as well as expedited reviews of requests for services when 
needed 


 Comprehensive oversight and evaluation to ensure consistency of reviews 
 Effective systems to allow for the easy recognition of initial and continued 


authorizations 
 Defined processes for accurate, consistent assessment of medical necessity 


FORMAL, WRITTEN UTILIZATION MANAGEMENT PROGRAM DESCRIPTIONS GUIDE UTILIZATION 
REVIEW ACTIVITIES AND STAFF  
Our written utilization management program descriptions are created upon program 
implementation and define our utilization management program structure, 
accountabilities, scope, responsibilities and resources. Our utilization management 
program descriptions are reviewed and approved by our state-specific utilization 
management committees and the respective governing quality improvement committee. 
Our program descriptions are reviewed and approved annually thereafter.  


A COMPREHENSIVE UTILIZATION MANAGEMENT PROGRAM THAT ROUTINELY MONITORS FOR 
OVER- AND UNDER UTILIZATION 


Using our rigorous retrospective review process, we systematically and 
objectively examine trends, issues, and problems in utilization across 
physical health, behavioral health, and pharmacy services with the goal of 
improving health outcomes, increasing access to comprehensive health 
services, enhancing quality of care and reducing the rate of costly and 


avoidable care. The following represent key activities designed to identify and address 
potential over- and under-utilization of medical services. 


 Examining Utilization Management and Cost of Care Trends: Each month, our medical 
economics team produces and analyzes a variety of utilization reports that use 
authorization, claim and encounter data to systematically identify and address 
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emerging trends or changes in utilization patterns. The reports include, but are not 
limited to, admits per thousand by type (medical/surgical, deliveries, NICU, 
psychiatric), days per thousand by type, C-section rates, NICU average lengths of 
stay, catastrophic rates, readmission rates, and emergency room usage by provider, 
member, hospital and diagnosis. Our state medical directors, or their designees, 
contact outlier providers to address the specific issues identified and review clinical 
guidelines. The utilization data is reported to the utilization management 
committees where they discuss trends and potential interventions. 


 Examining Pharmacy Utilization and Quality of Care Trends: Our retrospective drug 
utilization reviews (rDURs) are executed with routine examination of claims data and 
other records, through computerized drug claims processing and information 
retrieval systems to assess the clinical quality of prescribing and dispensing of our 
formulary medications. Our rDURs identify patterns of fraud, abuse, gross overuse or 
inappropriate or medically unnecessary care among physicians, pharmacists, and 
members associated with specific drugs or groups of drugs.  


 Pharmacy Network Improvement and Pharmacy Toolbox Reports Detect 
Inappropriate Use of Services: Our proprietary pharmacy network improvement 
program reports identify potential over and under-utilization opportunities so that 
we can reinforce clinical guidelines and cost-effective therapeutic options. Similarly, 
on a monthly basis our pharmacy team uses these reports to monitor and measure 
prescribing patterns and usage for a variety of pharmacy-related measures. The 
reports display utilization, drug evaluation review, and physician data by state. 


 Examining Trends with Adherence to Guidelines: We regularly evaluate utilization of 
recommended preventive services, chronic disease management services and acute 
care. We systematically mine membership data to identify trends in adherence to 
recommendations. Provider performance reporting and provider profiling is also 
reported via the provider portal. 


 Focused Medical Record Review Audits: Annually our quality improvement 
departments conduct medical record reviews on a sample of charts from primary 
care and behavioral health providers. These audits assesses provider compliance 
with recommended preventive and clinical guidelines. We also assess and trend 
provider compliance with guidelines through annual administrative data and medical 
record reviews for HEDIS. Areas of under- and over-utilization with related quality 
issues are referred to our medical directors for the peer review process.  


PRE-AUTHORIZATION AND CONCURRENT REVIEW REQUIREMENTS ENSURE MEMBERS RECEIVE 
THE RIGHT CARE, AT THE RIGHT TIME, IN THE RIGHT SETTING 
As outlined in our utilization management program descriptions and corresponding 
policies and procedures, our program includes a variety of essential elements which are 
detailed below. As an NCQA-accredited organization, these processes and procedures 
have been externally reviewed and validated. 


Accountability for and Supervision of Pre-Authorization and Concurrent Review 
Decisions 


Our state-licensed, locally-based medical directors have ultimate 
accountability for utilization management policies and procedures as well as 
individual pre-authorization and concurrent review decisions. Individual 
medical necessity decisions are made by our licensed clinical staff, including 
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registered nurses and clinical social workers, who are supervised by our local medical 
directors and assigned based on our members’ hierarchy of needs. In accordance with 
our written policies, we do not deny requests for services for lack of medical necessity 
unless a practitioner with the necessary credentials and experience, and who has the 
appropriate clinical expertise in treating the member’s condition determines a complete 
request was submitted and the service or item is not medically necessary based on the 
review of the information provided and consultation with the requesting provider.  


Keeping the ‘Care’ in Managed Care: Approach to Obtaining Clinical Information and 
Consulting with Treating Physicians 
As a managed care organization, we believe it is in our members’ best interest to 
exhaust all efforts to obtain needed clinical information for pre-authorization and 
concurrent reviews, especially prior to issuing a denial. Grounded in this belief, our 
staff are expected, and trained accordingly, to research extensively to obtain needed 
information. When clinical information is lacking related to a request for service, our 
staff works with the member and the provider to obtain the needed information or 
documentation. Because our medical management platform houses a significant amount 
of medical information on our members including information offered by the member, 
their caregivers, providers, and other providers and agencies that have evaluated and 
cared for the member, we can often locate needed information from existing 
documentation. If we are unsuccessful locating needed information internally, our staff 
will request an extension if doing so will not adversely affect the member’s health. If an 
extension is not in the member’s best interest, the request will be processed with all 
available information and routed to the medical director for timely review. 


Upon review of pre-authorization or concurrent review requests, if our staff is unable to 
approve the services requested based on the information received and applicable 
criteria, they route the request, systematically, to the medical director for secondary 
review. In those instances where information and criteria are present but unclear in 
relation to the individual member circumstance, the reviewing medical director may 
contact the requester to discuss the case or may consult with a board-certified physician 
from an appropriate specialty area before making a determination of medical necessity.  


Providing Transparency in Utilization Review  
All requests for authorization are documented in our medical management platform 
along with the decision, whether the request is approved or denied, the rationale for the 
decision including references to specific review criteria, and the associated pre-
authorization number which is unique to that member and his/her service request. In 
addition, documentation includes a pre-authorization reference number, the date range 
for when the services are to be performed or provided and the maximum number of units 
or treatments. Beyond internal documentation, our notice of action letters, which are 
mailed to members and providers, clearly document the disposition of the review as well 
as the reasons for decisions including references to criteria used in the review. 


Clinical Oversight Ensures Pre-Authorization Policies and Procedures are Consistent 
with Community Standards of Practice 
Our pre-authorization program begins with the design of our pre-authorization policies, 
under the direction of our local, state-based medical directors. Upon program 
implementation and at least annually thereafter, our Medical Policy (MPC) and 
Pharmacy & Therapeutics (P&T) Committees, in collaboration with our local contracted 
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providers and utilization management committees, complete a comprehensive 
evaluation of individual services, specific levels of care, individual medical items, and 
therapeutic categories of drugs to determine which will require pre-authorization. The 
committees also consider if pre-authorization is limited to specific populations (i.e., 
hypo-allergenic bedding allowance for those with a diagnosis of asthma). We review and 
consult with a variety of data sources through this process including: 


 State and Federal requirements  Requirements for emerging technologies 


 Benefit structure  CPT code-level utilization and claim data 


 Market fee schedules  Approval and denial data 


 Quality performance measures  Provider feedback 


The resulting policies to require or waive authorization are documented and 
communicated internally as well as to our members and providers. 


In addition to maintaining review policies that are aligned with community standards of 
practice, we also apply a variety of nationally-recognized and proprietary utilization 
management review criteria in making medical necessity decisions. These criteria are 
applied to pre-service requests as well as concurrent, retrospective, and appeal reviews 
and include McKesson’s InterQual Review Manager, proprietary clinical coverage 
guidelines unique to the populations we serve, specific guidelines for advanced 
radiology services, cardiology, radiation therapy management, pain management, sleep 
management, PT/OT/Speech therapy, and molecular and genetic laboratory tests, and 
Haye’s Health Technology Assessment criteria when evaluating specific healthcare 
technology requests (i.e., new or experimental).  


Well-Publicized and Readily Available Information about Pre-Authorization, Appeals and 
Grievance Information 
As a service-oriented organization, we communicate with members about their rights, 
including their right to express dissatisfaction or their right to request an appeal when 
services are denied, reduced, suspended or terminated. We believe grievances provide 
invaluable feedback about our members’ experiences with us and the healthcare 
delivery system at large, so we strive to create an environment where our members 
trust that we take their concerns seriously and will address problems when they are 
encountered. We view appeals are not just a basic right of enrollment but an integral 
part of our overall quality-oriented utilization management program. We transparently 
communicate pre-authorization, appeals and grievance information to members and 
providers through a variety of print, digital media, telephone, in-person and written 
channels. Below are some of the channels we use to communicate with members about 
pre-authorization, appeals and grievances. 


 Member Handbook: Our member handbook provides comprehensive information about 
covered services. It features easy-to-read descriptions of pre-authorization 
requirements as well as information about filing appeals and grievances. 


 Member Portal: Our portal provides members with access to critical information 24-
hours a day, seven days a week, including valuable information about covered 
services, which require authorization, timeframes for review, who can request 
authorization, and important phone numbers and methods for filing appeals and 
grievances. 


 Member Services: We encourage members to call for questions related to their 
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healthcare coverage, including appeals and grievances. Our trained associates 
provide detailed information and can instruct members on where to locate the 
information in their materials and how to file a formal appeal or grievance. 


 Case Managers: Our case managers provide individual member education about pre-
authorization, grievances and appeals to ensure understanding about of the process 
and expectations for those enrolled in case management. 


 Notice of Action Letters: Our notice of action letters provide members with details 
about their rights to file a grievance or appeal decisions that have been rendered. 
The letters include specific instructions about how to do so. 


 As we do with our members, we give our providers access to a variety of easy-to-use 
reference materials, tools and communications as it pertains to pre-authorization 
rules as well as appeals and grievances. These include:  


 Provider Policy and Procedure Manual: Our Provider Policy and Procedure Manual 
features information about pre-authorization including instructions for how to 
obtain authorization for services as well as instructions for how to file grievances 
and appeals. 


 Provider Quick Reference Guide (QRG): The QRG features detailed information about 
covered procedures and services, if authorization is required, how to request 
authorization, and any special processing instructions, including how to file appeals.  


 Provider Services and Utilization Management Staff: Our associates are well-trained 
in assisting providers in understanding what services require authorization, how to 
obtain approval, and how to file an appeal. 


 Notice of Action Letters: Our notice of action letters, which comply with the 
requirements of 42 CFR 438.404, include the reason for the adverse action or denial 
and information pertinent to the action including provider appeal rights. 


Ensuring Timely Appeals and Grievance Decisions 
Timely pre-authorization and concurrent reviews are critical for member safety and a 
positive member, caregiver, and provider experience. Our processes are designed to 1) 
promote a person-centered approach to medical necessity reviews, 2) support members 
and providers through the review process and 3) facilitate timely decision-making and 
notifications in a manner that does not impede care delivery for medically necessary 
services. Our policies, procedures, systems, staff training, and monitoring protocols 
ensure that requests for appeals and grievances are processed in a timely manner. For 
those situations when standard resolution timeframes could seriously jeopardize our 
member’s life, health, or ability to attain, maintain, or regain maximum function, we 
offer expedited review.  


Members and providers may request an expedited appeal, which is evaluated for 
exigency by a clinical reviewer and medical director. Our staff, specially trained to 
evaluate standard requests, may also determine a member’s clinical circumstances 
necessitate expedited review. If the request to expedite is approved, the reviewer 
proceeds with the review in an expedited fashion providing notice verbally and in 
writing within the required timeframes. If the request to expedite is denied, we provide 
prompt verbal notice and mail written notice within required timeframes advising that 
the review is being processed under the standard timeframe. In all cases, our policies 
prohibit punitive action from being taken against anyone who requests or supports a 
request for an expedited appeal. 
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Using Routine Evaluation to Continuously Improve our Utilization Management Program  
As a quality-driven organization, we strive to continuously improve the quality and 
effectiveness of the care and services we provide. Our continuous improvement 
activities are informed through quantitative and qualitative program data. At least 
annually, we formally and objectively evaluate the effectiveness of our utilization 
management program. Our evaluation methods include a comprehensive set of 
complementary process, outcomes and satisfaction measures. Examples of process 
measures include timeliness of authorization reviews, approval rates, the rate of 
overturned appeals, while examples of outcomes measures include readmission rates, 
neonatal intensive care admissions, the rate of low and very low birth weights, and 
more. Member and provider experience with care is another critical element of our 
annual evaluation process. To assess member and provider experience we evaluate 
CAHPS survey data for members, provider satisfaction survey data, and case 
management survey results. Our process, outcomes, and experience results are trended 
over time, evaluated for changes and analyzed for opportunities for improvement. 


Formal Policies Ensure Review Decisions Are Fair and Objective 
Our pre-authorization and concurrent review policies and procedures comply with all 
accreditation standards as well as all state and federal requirements including but not 
limited to 42 CFR 438.6(h) and 42 CFR 423.208. Our policies stipulate that compensation 
to individuals or entities that conduct utilization management activities will not be 
structured so as to provide incentives for the individual or entity to deny, limit or 
discontinue medically necessary services to any member. 


Rigorous Vendor Oversight Ensures Delegated Providers Meet Utilization Review 
Standards Prior to Delegation and Beyond 


We view subcontracting as a long-term business strategy where we 
selectively choose highly-qualified subcontractors to complement and 
enhance the services we provide to our members and providers. Our 
approach to determining what activities are sub-contracted is strategic, 
tailored to individual state needs and designed to enhance our operations 


while protecting members and providers. Our ability to create a seamless experience in 
the delivery of benefits and services through our subcontractors is rooted in our 
delegation oversight program which is specifically designed to ensure subcontractors 
meet the rigorous standards we require and that are required by our customers.  


Our industry-leading delegation oversight policies and procedures are operationalized 
through our delegation oversight team, which is fully dedicated to subcontractor 
oversight across our network of delegates. Our delegation oversight team consists of 
subject matter experts who have experience in each of the functional areas they 
represent and oversee. Half of the associates are clinical professionals including 
registered nurses and licensed practical nurses. On an ongoing basis, these associates 
collaborate with functional business owners regarding oversight requirements as well as 
pre-delegation audits, annual audits, monitoring and completion of corrective action 
plans, as necessary.  


In order to ensure quality services are provided to members and providers, it is our 
policy to thoroughly evaluate and certify work performed by subcontractors. Our formal 
evaluation occurs prior to initiating delegation with a prospective subcontractor and 
continues at least annually thereafter. Our monitoring of subcontractor performance 
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and compliance is a formal, ongoing process that occurs throughout the year. Our 
monitoring and oversight activities include: 


 Evaluating prospective subcontractors’ abilities to perform activities  
 Ensuring subcontractors are financially stable  
 Executing written contracts with subcontractors specifying the activities and 


reporting responsibilities delegated to the subcontractors and providing for the 
revocation of delegation or other sanctions if subcontractors’ performance is 
inadequate 


 Monitoring subcontractor performance on an ongoing basis and subject it to formal 
review according to a periodic schedule consistent with industry standards 


 Identifying deficiencies or areas for improvement and taking corrective action 


Prior to delegating utilization management functions, we perform due diligence to 
prospectively evaluate the subcontractor’s ability to perform the activities to be 
delegated. Our audits are based on NCQA and state and federal requirements. Our 
subcontractors are invited to log into our secure compliance system using a unique 
password. There, they complete a comprehensive self-assessment and upload required 
supporting documentation including, but not limited to, policies, procedures and sample 
reports. Once completed, the subcontractor submits the pre-assessment questionnaire 
and related documents to us through the system where it is routed, through embedded 
business rules, to a delegation auditor.  


Upon receipt of the questionnaire and the supporting documentation, we complete a 
desk review which is then followed by an onsite review of the subcontractor’s facilities 
to verify capabilities to serve our members and providers. Here, we thoroughly review 
the subcontractor’s staffing plans, interview the staff, and validate the entity’s 
reporting capabilities. Upon completion of the desk and onsite audits, we determine if 
delegation is to be approved. If issues have been identified through the pre-delegation 
audit, they are documented and sent to the subcontractor, who is required to remediate 
all delegation issues within 20 days or otherwise forego delegation of services. If no 
issues are identified, or they are remediated timely, the auditor submits the delegate 
for approval to delegation oversight management. Delegation oversight management 
reviews and approves delegation, if warranted, and reports the delegation to the 
delegation oversight committee, quality improvement committees and others. The 
auditor also schedules a subsequent audit six months after the effective date of 
delegation of services. During this follow up audit we complete file reviews, where 
applicable, to evaluate the subcontractor’s performance against our standards and 
regulatory requirements. 


Our oversight continues with a collaborative performance management system. Our 
delegation oversight team monitors and thoroughly evaluates the provision of core 
services provided by subcontractors and provides reasonable assurance that the 
delegated functions are in compliance with federal and state regulations, contractual 
obligations, accreditation standards and our policies and procedures. Our ongoing 
monitoring includes: 


 Monitoring and trending transactional data: We routinely monitor and trend relevant 
transactional data analyzing results of monitoring and auditing activities and 
soliciting appropriate corrective action plans when deficiencies are identified. Our 
suite of reporting tools allow transparency into monitoring and auditing activities 
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performed, status of audits and monitoring plans, metrics on outstanding corrective 
action plans, and trending of subcontractor performance through scorecards. This 
layered approach to oversight allows us to ensure subcontractors are performing in 
accordance with contract provisions.  


 Annual audits: At least annually, we subject subcontractors to formal audits to 
ensure continued compliance with contract provisions. Our delegation scheduling 
report is an automatic report produced daily. It identifies those subcontractors due 
for an annual oversight audit based on their last audit date. The report is routed to 
the appropriate audit coordinator’s queue where he or she then sends the audit 
notification and tools to the subcontractor and schedules the audit. Once again our 
subcontractors are invited to complete a self-assessment. Once completed, the 
questionnaire and supporting documentation are routed to the delegation auditor for 
review. The delegation auditor then reviews the results of the questionnaire and 
performs a “virtual” onsite review of systems and processes using webinar 
capabilities. We reserve the right to complete a full onsite audit for the annual 
review if warranted based on the subcontractor’s performance. 


 Review of utilization determinations: Subcontractors are required to submit all 
utilization determinations to us so we can systematically monitor that the utilization 
of services is at the appropriate level. Subcontractors’ utilization determinations 
are imported into our medical management platform. From here, the data is 
integrated into our standard set of clinical reporting where we monitor 
subcontractor performance. Subcontractor utilization data is measured against the 
subcontractor’s historical data, expected performance and benchmarks to identify 
potential issues or areas of non-compliance.  


 Monitoring of appeal trends: We carefully monitor our internal appeals data to 
identify any negative trends with adverse determinations that would suggest 
problems with utilization of healthcare services being authorized by delegated 
providers. As issues are identified, we initiate focused audits to validate the 
appropriate application of medical necessity criteria and adherence to policies and 
procedures.  


 Review of care gaps: We leverage data produced by our quality analytics team to 
identify trends in care caps suggesting under-utilization of services. Utilization 
management and care gap data are reviewed and analyzed regularly and discussed 
at quarterly business reviews. Information is also presented to our utilization 
management commitments for feedback and to drive actions to improve utilization 
and, ultimately, health outcomes. 


3.10.20 Standard XIV: Continuity of Care System  


The vendor has put a basic system in place, which promotes continuity of care and case 
management. The vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, other service 
providers and recipient participation, recipient/family outreach and education, and the ability to 
holistically address recipient’s health care needs. Care coordination must include not only the 
specific diagnosis, but also the complexities of multiple co-morbid conditions, including 
behavioral health, and related issues such as the lack of social or family support.  


The MCO vendor will have a geographically based care manager for in person assistance. Upon 
request of the Director of DHHS and/or the Administrator of DHCFP, care managers must be 
available to conduct home visits of recipients within forty eight (48) hours of being identified as 
high risk for serious health, safety and welfare issues. 
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The vendor will train staff, receive available technical assistance, and adhere to the system of care 
values and principles and will use evidenced based practices for individualized services. See 
Attachment V ~ for System of Care Principles. 


We understand and will comply with the provisions of 3.10.20.  


OUR CASE MANAGEMENT PHILOSOPHY: PERSON-CENTERED, HOLISTIC AND 
INTEGRATED 
The case management program we will implement in Nevada is a fully integrated, 
culturally competent program, person-centered, and holistically focused to provide 
continuity of care to our members. Our flexible and adaptable care model supports 
members no matter where they are in their health journey by offering a range of 
flexible features:  


 Person-centered case management model designed to address members physical and 
behavioral health, as well as social, functional and environmental needs 


 A continuity of care model integrating prevention, wellness, disease management 
and specialized programs across the continuum of care 


 Field-based case management program to bring in-person care into members’ homes, 
communities and care settings to help improve members’ health outcomes, especially 
among the highest risk members with highly impactable conditions  


 Robust, multidimensional, clinically-sound data mining and risk stratification model 
for identifying members in need of case management and clinical gaps in care 


 Evidence-based medical and behavioral clinical guidelines and criteria  
 Collocated medical and behavioral health resources and staffing to ensure medically 


necessary services are provided even when services must be authorized through out-
of-network providers 


 Differentiated yet complementary roles of the case management, disease 
management, prior authorization, concurrent review and retrospective review staff 


 A deep bench of clinical expertise from our Nevada-based medical director and 
ongoing support from nearly 40 medical directors from across our parent company 
representing a range of specialties including high risk obstetrics, pediatric 
subspecialties, palliative care, substance use disorder care and surgery, among 
others 


 Regional-based staff, drawn from the communities we serve, which allows us to form 
effective, personal relationships with providers and members in those communities  


 Multiple office locations to serve members in the communities where they live and 
work 


 Structure and processes for health plan staff to communicate with providers to 
facilitate care 


 Culturally sensitive, easy to understand materials and resources accessible to all 
members regardless of ability or primary language 


 Single, integrated case management system that combines member’s physical and 
behavioral health records and is accessible across the enterprise by all member-
facing staff 


 Access to social services and supports for members who experience barriers to 
meeting their health and wellness goals to include food, shelter, employment, 
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childcare or transportation 


IN-PERSON CASE MANAGEMENT 
We will implement our field-based approach in Washoe and Clark counties. Day-to-day 
case management support (assessing, planning, implementing, coordinating, monitoring 
and evaluating a member’s health care options and services) is provided by registered 
nurses, licensed clinical social workers, behavioral health professionals. Case managers 
will be available to conduct home visits, or in any setting convenient to the member and 
will conduct a home visit within 48 hours for members identified as high risk of a serious 
health, safety or welfare issue.  


The case managers use a combination of in-person and telephonic outreach during 
ongoing follow-up with the member. The case management team provides a mix of case 
management disciplines to ensure that members receive comprehensive quality services.  


CARE COORDINATION 
Care coordination involves members of the interdisciplinary team, which may include 
the case manager, providers and specialists, behavioral health providers, registered 
clinical social workers, discharge planners and community-based supports.  


There are several ways in which care coordination occurs. Often this is through daily 
informal interaction between case managers and providers, but is also through case 
rounds and care conferences.  


Our case managers collaborate with one another on a regular basis to discuss concerns 
or conditions members may be experiencing on an informal basis. We also conduct 
rounds, led by Nevada-based chief medical director. The rounds consider how best to 
meet the needs of individual members for whom the clinical staff feels the need for a 
clinical consultation. Grand rounds focus on members identified as high-risk, those with 
frequent emergency room visits, high acute care utilization, identified barriers to care 
including socioeconomic issues, complex or comorbid medical conditions, or any 
diagnosis, condition or situation that could potentially incur excessive cost or result in 
deterioration or harm to the member. 


Daily collaboration occurs in discharge planning, catastrophic rounds for those with 
stays likely to exceed 10 days, and Behavioral Health Rounds. Discharge Planning 
Rounds review current inpatient cases with impending discharge for coordination of care 
and discharge planning needs with a special focus on readmission cases, long-term stay 
cases with potential discharge within two weeks and superutilizer members who are 
currently inpatient. Person-centered care treatment plan conferences collaborate on the 
creation of new plans and discussion of newly completed Health Needs Assessment 
Screenings.  


Case managers meet with members, family members and caregivers to understand the 
unique situation of members to coordinate appropriate care and assist the member in 
overcoming any barriers that prevent them from meeting the goals specified in the 
person-centered care treatment plan. They help arrange transportation, community-
based services that address food insecurities, housing, employment, childcare and more. 


CLINICAL STAFF TRAINING 
We have a mature training program in place that is well-positioned to meet established 
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and evolving learning needs required by the DHCFP contract. Our corporate training 
program defines and establishes training parameters including: the methodology for 
training delivery, required attendees, tracking of course completion, evaluation of 
content, knowledge assessments and facilitation expectations. We have developed and 
refined our training program to ensure it is well-positioned to prepare our existing and 
newly hired staff to understand the unique nuances of Nevada and the Washoe and Clark 
counties. In addition, our curricula are targeted to ensure that staff has the requisite 
knowledge and skills to understand and navigate our managed care operations, 
information systems and tools. Our comprehensive, validated training program ensures 
that staff members are regularly trained on content specific to their individual roles as 
well as material necessary to understand requirements established by the contract.  


Our continuing success depends upon ensuring staff are well-positioned to execute their 
individual roles via the delivery of consistent, best-in-class training collateral and 
programs that are both agile and comprehensive. Our training program, therefore, 
consists of the following key components:  


 Ensuring staff and departments are aware of programmatic changes in a timely way  
 Maintenance and ongoing assessment of our staff training plan  
 New employee training (delivered to all newly on-boarded staff within one week of 


hire)  
 Ongoing training for existing staff  
 Tracking of training completion  
 Measurement of comprehension via validated knowledge assessments  


3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor 
the care of recipients with specific diagnosis and/or who require high-cost (over 
$50,000.00) or extensive services. The Vendor’s case management program must include, 
at a minimum, the following: 


A. Identification of recipients who potentially meet the criteria for case management; 
through health risk assessment and tailoring care management programs to the 
recipients need, respecting the role of the recipient to be a decision maker in the care 
planning process.  


B. Assessment of the health condition for recipients with a positive screen. 


C. Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case 
management program; and 


D. Development and implementation of a care treatment plan, incorporating person 
centered planning and system of care principles for recipients in case management 
based on the assessment which includes: 


1. The recipient, families, caregivers, formal and informal supports, other service 
providers, and PCP participation in both development and implementation phases 
of the care treatment plan in the least restrictive environment; 


2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s 
Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as 
well as other public assistance programs, such as the Women, Infant, Children 
(WIC) program; teen pregnancy programs; parenting programs; and Child Welfare 
programs. 


We understand and will comply with the provisions of 3.10.20.1. We will provide case 
management services to members who require extensive services with costs in excess of 
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$50,000 regardless of diagnoses. Specifics of our case management program are 
discussed below. 


SCREENING MEMBERS FOR CASE MANAGEMENT USING THE HEALTH NEEDS 
ASSESSMENT SCREENING 
Within 90 calendar days of enrollment, members are offered a Health Needs Assessment 
Screening upon enrollment, which asks members about their overall health and wellbeing 
and how they feel about their current level of heath. Those who are identified as 
pregnant or adults and children with special health needs are given the Health Needs 
Screening within 30 days of enrollment. Specific questions will be asked to identify 
triggers that result in immediate referral to case management, such as high risk 
pregnancy. Multiple channels of outreach will be used to conduct the screening including 
paper submission, in-person interview, telephonic interview, or our website.  


IDENTIFICATION OF CURRENT MEMBERS FOR CASE MANAGEMENT 
We employ a number of strategies to identify members whose conditions are complex or 
who require intensive case management due to cost or diagnosis. This process 
incorporates a variety of strategies and include use of our proprietary algorithm which 
uses various inputs to determine a member’s risk and determines if they are a candidate 
for case management. The evaluation uses claims data, pharmacy records and 
incorporates utilization and cost. We are in the process of implementing a new 
foundational algorithm which predicts the probability of one or more avoidable 
inpatient visit or emergency room visits and the probability of high avoidable resource 
utilization potentially caused by upward disease trajectory. In addition, we will use a 
medication refill compliance index as another probability indicator. 


Another factor is a member’s transitional risk between health facilities or from hospital 
to home, which is determined by discharge risk tools for primary and behavioral health, 
using data on length of stay, acuity, comorbidity and emergency room usage to score 
members and provide an analytical output with member’s prioritized for case 
management. 


This score, in addition to non-claims-based identification methods are used to place 
members in one of three levels of case management. 


 High: Members with the highest risk and most complex conditions and needs. These 
members require the highest level of case management intensity. Case management 
of these members is in-person with case managers meeting members in their homes 
and communities, physician’s offices, and other appropriate settings as needed. The 
case manager contacts the member frequently to assist with the transition of care, 
health appointments, and referrals to various health or social service providers. 
Frequency of case management is often weekly or more frequent but is based on 
individual members’ needs and desires. 


 Medium or Moderate: These members are moderately complex. The member needs a 
moderate level of interventions; therefore, the case management outreach is 
primarily telephonic, but the option of in-person care is available for member’s 
experiencing changes to their health conditions that might increase risk. The case 
manager assesses the member’s health and develops a care plan aimed at improving 
his or her risk level. The case manager assists with referrals, transportation and 
community-based services and reviews and revises the care plan as the member’s 
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health status or goals change or are completed. 
 Low: These are our members with the least complexity and lowest risk and often end 


up in case management as the result of a single impactable condition. These 
members are stable and with a few strategic goals and interventions noted on their 
care plans. The member requires only periodic support and monitoring; therefore, 
case management outreach is telephonic and includes use of mailers and printed 
materials. Members in this group may also be referred to disease management for 
monitoring.  


COMPREHENSIVE ASSESSMENT FOR MEMBERS WITH A POSITIVE SCREEN 
Case managers connect with high and medium risk members to complete a 
comprehensive assessment of the member’s medical, behavioral, socioeconomic, 
psychological, environmental and functional needs within 30 days of referral. The 
assessment is critical for the case manager to collect and analyze information related to 
the current or proposed person-centered care treatment plan to help us determine the 
best care for the member’s individual needs. 


The goal of this stage is to optimize health and well-being for each enrolled member by 


 Assessing the member’s total functional capacity, health status and behavioral 
health over time through the comprehensive clinical assessment 


 Supporting informed health care consumerism and the member’s ability to self-
manage 


 Identifying urgent and short-term needs to accelerate access to needed services and 
care 


 Providing individualized health education to assist the member in setting and 
meeting health and personal goals 


 Evaluating the member’s environment and natural support network 
 Including family members in plan of care and goal setting 
 Identifying social barriers and linking members to corresponding social safety net 


services 
 Identifying the member’s support structure and engagement with providers 
 Understanding the member’s engagement in his or her own health and readiness for 


change, health literacy and motivational triggers 
 Assessing member placement and ability to live in the least restrictive setting of 


their choice 
 Assessing palliative care needs and end of life care planning, as needed 


The needs assessment and screening tools are able to identify trigger points at which 
members are referred immediately for behavioral health or to one of our specialty case 
management programs. If members are identified as experiencing a serious mental 
health crisis, our case managers will immediately implement our crisis call protocol to 
ensure member safety and further crisis assessment. 


PRIMARY CARE PHYSICIAN NOTIFICATION 


When a member is identified for the case management program, they are assigned to a 
case manager that matches their needs who begins the process of welcoming the member 
to the program. The member is contacted by the case manager in-person or 
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telephonically, depending on the member’s location and member’s individual 
circumstance. For example, if the member is inpatient, the case manager would meet 
them in the care setting. The case manager would explain the case management 
program and the reasons why the member was identified. The case manager would then 
proceed with a comprehensive assessment. If the member is inpatient, the case manager 
would work closely with the discharge planning team to ensure seamless care as the 
member transitions from the acute setting to home or to another care facility. The case 
manager also contacts the primary care physician or relevant provider to inform them 
that their patient has been referred to case management and the reasons for the 
referral. The case manager will also describe the features and benefits of the program 
to the provider and collaborate on the next steps for their patient. 


PERSON-CENTERED CARE TREATMENT PLAN DEVELOPMENT 


Our case managers will work in collaboration with the member, the member’s primary 
care provider, relevant specialists, caregivers, family and guardian in the development 
and implementation of a personalized care treatment plan in the least restrictive 
setting. The care treatment plan emphasizes member participation and member choice, 
backed by clinical practice guidelines and realistic, personal goals. 


COORDINATION WITH STATE AND COUNTY AGENCIES 


We have been meeting with stakeholders and partnering with community agencies as we 
build a team in Washoe and Clark counties. Our coordination will include ADSD, DCFS, 
Governor’s Office of Consumer Health Assistance (GovCHA), DPBH, DWSS and SAPTA, 
WIC, teen pregnancy, parenting and child welfare programs. We have experience and 
expertise in collaborating with state agencies and community organizations.  


3.10.20.2 The following components should be incorporated into the vendor case management 
program:  


A. Identification  


The vendor must have mechanisms in place to screen and identify recipients potentially 
eligible for case management services. These mechanisms must include an 
administrative data review (e.g. diagnosis, cost threshold, access issues and/or service 
utilization) and may also include telephone interviews; mail surveys; provider/self-
referrals; or home visits.  


B. Screen 


1. The vendor shall conduct a Health Needs Assessment Screening for all new 
recipients with the following timeframes from the date of enrollment in the MCO: 


a. Must arrange for or conduct an initial screening assessment of new recipients, 
to confirm the results of a positive identification and to determine the need for 
case management services within ninety (90) calendar days of enrollment. 
Screening assessment for pregnant women, children with specialty health care 
needs, adults with special health care needs must be conducted within thirty 
(30) days; and  


b. The MCO shall document at least three (3) attempts to conduct the screen. If 
unsuccessful the MCO shall document the barrier(s) to completion and how 
the barriers shall be overcome so that the Health Needs Assessment can be 
accomplished with in the first one hundred and twenty (120) days. 


c. Face-to-face assessments shall be conducted, as necessary. The goals of the 
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assessment are to identify the recipient’s existing and/or potential health care 
needs and assess the recipient’s need of case management services.  


d. The MCO will submit their Health Needs Assessment Screening form/s and 
data to the DHCFP upon request. 


C. Comprehensive Assessment 


For those identified through the Health Needs Assessment Screening to potentially 
need case management services, a comprehensive assessment must be completed to 
evaluate the recipient’s physical health, behavioral health, co-morbid conditions, and 
psycho-social, environmental, and community support needs. The assessment must be 
completed by a physician, physician assistant, RN, LPN, licensed social worker, or a 
graduate of a two or four-year allied health program. If the assessment is completed by 
another medical professional, there should be oversight and monitoring by either a 
registered nurse or physician. 


Furthermore, the vendor must provide information to the recipient and their PCP that 
they have been identified as meeting the criteria for case management, including their 
enrollment into case management services. 


D. Prioritize Care Needs of the Recipient  


1. The vendor must develop methods to synthesize assessment information to 
prioritize care needs and develop person centered treatment plans. Once the 
recipients care needs have been identified, the vendor must, at a minimum:  


a. Develop a person centered care treatment plan (as described below);  


b. Implement recipient - level interventions;  


c. Continuously monitor the progress of the patient; 


d. Identify gaps between care recommended and actual care provided;  


e. Propose and implement interventions to address the gaps; and 


f. Re-evaluate the recipient’s care needs and adjust the level of case 
management services accordingly.  


E. Person Centered Care Treatment Plan 


1. Based on the assessment, the vendor must assure and coordinate the placement of 
the recipient into case management and development of a person centered care 
treatment plan within ninety (90) calendar days of membership. The recipient, 
designated formal and informal supports, and the recipient's PCP must be actively 
involved in the development of the care treatment plan. Ongoing communication 
regarding the status of the care treatment plan may be accomplished between the 
vendor and the PCP’s designee (i.e. qualified health professional). Revisions to the 
clinical portion of the care treatment plan should be completed in consultation with 
the PCP.  


2. The vendor must arrange or provide for professional care management services 
that are performed collaboratively by the recipient, designated formal and informal 
supports, and a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health 
specialists, targeted case managers, and/or social workers) appropriate for the 
recipient’s condition and health care needs. 


3. The person centered care treatment plan should reflect the recipient’s primary 
medical diagnosis and health condition, any co-morbidity, and the recipient’s 
psychological and community support needs. At a minimum, the vendor’s case 
manager must attempt to coordinate care with the recipient’s case manager from 
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other health systems, including behavioral health. The person centered care 
treatment plan must also include specific provisions for periodic reviews of the 
recipient’s condition and appropriate updates to the plan.  


4. The vendor must honor ongoing person centered care treatment plans, as medically 
necessary, for recipients transferred into the vendor’s plan from another Medicaid 
vendor, a State-designated HIX plan or any other existing care treatment plans. 


F. Designation of PCP 


For recipients with case management needs, the designated PCP is the physician who 
will manage and coordinate the overall care for the recipient. In addition, the vendor 
will facilitate the coordination of the recipient’s care and ensure communication 
between the recipient, PCP, and other service providers and case managers. 


G. Case Management Program Staffing 


The vendor must identify the staff that will be involved in the operations of the case 
management program, including but not limited to: case manager supervisors, case 
managers, and administrative support staff. The vendor must identify the role/functions 
of each case management staff recipient as well as the required educational 
requirements, clinical licensure standards, certification and relevant experience with 
case management standards and/or activities. Furthermore, the vendor must provide 
case manager staff/recipient ratios based on the recipient risk stratification and 
different levels of care being provided to recipients. Behavioral health case 
management must be available 24 hours a day, 7 days a week.  


H. Case Management Conditions 


1. The vendor must, at a minimum, provide case management to recipients with the 
following clinical and behavioral health conditions:  


a. Congestive Heart Failure (CHF); 


b. Coronary Arterial Disease (CAD); 


c. Hypertension (excluding Mild Hypertension); 


d. Diabetes; 


e. Chronic Obstructive Pulmonary Disease (COPD); 


f. Asthma; 


g. Severe Mental Illness (SMI); 


h. High-Risk or High-Cost Substance Abuse Disorders; 


i. Severe Cognitive and/or Developmental Limitation;  


j. Recipients in Supportive Housing;  


k. HIV; and 


l. Recipients with Complex Conditions. 


However, vendor must focus on all recipient’s whose health conditions 
warrant case management services and should not limit these services only to 
recipients with these conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell 
anemia, etc.). 


I. Case Management Strategies 


1. The vendor must follow best-practice and/or evidence-based clinical guidelines 
when devising a recipient’s person centered treatment plan and coordinating the 
case management needs. Should a vendor employ a disease management 
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methodology (e.g., grouper, predictive modeling, proprietary screening 
algorithms) to identify and/or stratify recipients in need of various levels of health 
coaching and care intervention, the methods must be validated by scientific 
research and/or nationally accepted and recognized in the health care industry.  


2. The vendor must develop and implement mechanisms to educate and equip 
physicians with evidence-based clinical guidelines or best practice approaches to 
assist in providing a high level of quality care to vendor recipients.  


3. The vendor will work collaboratively with the DHCFP to determine recipient race 
and ethnicity. The vendor will organize interventions specifically designed to 
reduce or eliminate disparities in health care. 


J. Information Technology System for Case Management: 


The vendor’s information technology system for its case management program must 
maximize the opportunity for communication between the vendor, PCP, the patient, 
other service providers and case managers. The vendor must have an integrated 
database that allows vendor staff that may be contacted by a recipient in case 
management to have immediate access to and review of the most recent information 
within the vendor’s information systems relevant to the case. The integrated database 
may include the following: administrative data, call center communications, service 
authorizations, person centered care treatment plans, patient assessments and case 
management notes. For example, vendor recipient services staff must have access to a 
recipient’s case management notes and recent inpatient or emergency department 
utilization if contacted by that recipient. The information technology system must also 
have the capability to share relevant information (i.e. utilization reports, person 
centered care treatment plans, etc.) with the recipient, the PCP, and other service 
providers and case managers. 


The vendor must submit a monthly report on the number of recipients receiving case 
management, their ages, geographic location and reason for case management.  


We understand and will comply with the provisions of 3.10.20.2. 


IDENTIFYING MEMBERS IN NEED OF CASE MANAGEMENT 


Please see our description of our stratification methods in the question above, which 
describes how the member’s diagnosis as well as cost, access issues, and service 
utilization, member assessments and interviews, in-person visits, and provider and 
member referrals are used to determine if the member would benefit from case 
management. 


HEALTH NEEDS ASSESSMENT SCREENING 
We will conduct a Health Needs Assessment Screening upon member enrollment in the 
plan. Within 90 days, we will make a determination as to whether the member is a 
candidate for case management and notify them of their participation. Special 
consideration is given to pregnant women and children and adults with special care 
needs. These members will be screened and identified within 30 days of enrollment. 


Outreach for newly enrolled members begins within seven days. Members are offered 
several ways to complete the screening including paper submission, in-person interview, 
telephonic interview, or our website. 


A series of three attempts are completed for outreach and include telephonic/in-person 
contact. We follow up with providers, pharmacies or other services that the member 
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may be using to assist us in contacting the member. In addition, we send an “unable to 
reach you” letter to the member requesting a return call. This is sent to the address of 
record. 


We make at least three attempts to conduct the Health Needs Assessment Screening and 
will document the barriers when we encounter them. We have a multipronged approach 
to contacting members and will rely on these strategies to overcome these barriers to 
ensure that members are contacted and assessed within 120 days. 


When required, the plan will perform in-person assessments at a setting of the member’s 
choice for his or her convenience to ensure access to care, to identify members in need, 
and to begin to meet those needs as early in the progression of the need as possible. 


We will provide the Screening forms to the DHCFP upon request. 


COMPREHENSIVE ASSESSMENT 
Case managers reach out to members in the medium to high risk levels to gather 
information in a comprehensive assessment designed to further refine the intensity of 
care required to meet the needs of the member. Case managers are licensed RNs or 
LPNs, licensed social worker, or have a nursing degree. If the assessment is completed by 
another medical professional, there should be oversight and monitoring by either a 
registered nurse or physician. 


The comprehensive assessment includes the following:  


 Identification of member barriers to case management (psychosocial, family/home, 
transportation/mobility) 


 Assessment of the member's current health risk including validated screening tools 
for depression and substance use disorder: 
 PHQ-9 
 CAGE assessment 


 Review of the member’s current health status including adherence to care plan, self-
monitoring, medical testing and health behaviors such as nutrition, tobacco and 
exercise 


 Review of member’s health including evaluation of medical and behavioral 
comorbidities and other health conditions (i.e. cognitive deficits, functional status 
including physical limitations, etc.) 


 Medication history 
 Past medical history 
 Identification of cultural and linguistic preferences or limitations (providing 


assistance as needed) 
 Lab history and clinical indicators related to the member’s conditions 
 Providing materials and information to caregiver, with member consent 
 Gathering information to create a care plan with member specific, disease focused 


goals, interventions, follow-up and outcomes 
 Information about additional external community resources, as appropriate 
 Medical home status and access issues 
 Symptom assessment related to the condition 
 Functional status including physical limitations 
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 Health care utilization 
 Special needs, considerations, and exceptions 
 Readiness for change 


When a member is enrolled in case management services, the member and his or her 
primary care provider will be informed of the enrollment and the criteria for the 
recommendation for case management. 


PRIORITIZING THE CARE NEEDS OF THE MEMBER 
The information gathered from the Health Needs Assessment Screening and the 
Comprehensive Assessment and through care conferences and care plan rounds with the 
members interdisciplinary care team, the case manager will develop a personalized care 
treatment plan to include member-level interventions, a plan for monitoring and 
reassessing the member after an agreed upon duration, an identification of gaps in care 
and recommendations for remedying gaps, and a comparison of recommended 
interventions and the actual care provided.  


PERSON CENTERED CARE TREATMENT PLAN 
Using the information in the comprehensive assessment, the case manager will support 
the member in developing a person-centered care treatment plan according to his or her 
needs and in collaboration with the member’s care team within 90 days of membership. 
The interdisciplinary care team will include the member’s primary care provider, 
specialists, behavioral health providers and other caregivers. We will honor any ongoing 
care treatment plan for members transferred from another Medicaid plan, state-
designated HIX plan or other existing care treatment plan. 


Using our integrated clinical management platform, case managers access evidence-
informed tools to populate standardized goals based on the member’s condition. These 
tools guide the process as case managers support the member in customizing goals that 
speak to the individual needs of the member as part of our person-centered planning 
process. Case managers also examine historical data and care gaps to inform the care 
plan and ensure members are getting the preventive and follow-up care called for in the 
Clinical Practice Guidelines to manage their primary medical conditions as well as any 
comorbidity to include behavioral health conditions. 


The person-centered care treatment plan is designed to be culturally appropriate and 
consistent with the abilities and desires of the member or caregiver and address the 
primary medical diagnosis, comorbidities, and behavioral health conditions as well as 
identifying any barriers to care. The care treatment plan includes the following, but is 
not limited to:  


 Timeframe for reevaluation and periodic reviews: A care treatment plan is never 
static and requires case managers to monitor and evaluate progress toward health 
and wellness and update the plan as necessary 


 Resources to be utilized, including the appropriate level of care 
 Care gaps and strategies and interventions for remedying these gaps 
 Planning for continuity of care, including transition of care and transfers 
 Collaborative approaches to be used, including family and caregiver participation 
 A self-management plan that includes daily strategies as well as emergency or crisis 
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planning  
 Development of a schedule for follow-up and communication with members and the 


primary care provider/specialists 
 Identification of functional or psychosocial needs and community-based services to 


support the member in meeting those needs 


MONITORING CARE 
We will coordinate care with other health systems, as required, to ensure seamless 
transition to prevent any impact to the health or wellness of the member.  


Case managers provide consistent and regular monitoring of members’ condition through 
in-person and telephonic contact. Case managers review care treatment plans as 
frequently as needed based on the member’s clinical conditions, but not less than 
monthly. The case manager reviews the care treatment plan with the member to 
determine the status of all existing activities/interventions and to ensure actions are 
completed by the established time frames. Discussions and follow-ups, including 
activities and progress towards goals, are documented in the member’s health record 
within the clinical information management platform. A care treatment plan is not 
static and as a member’s needs, goals, and condition changes, so does the plan.  


Additional monitoring may also be done through clinical rounds and care conferences 
that include the member’s interdisciplinary care team in which they collaborate around 
a member’s care. When a member is admitted to the hospital or other care facility, case 
managers work closely with the plan’s discharge planners and discharge planners within 
the care setting to ensure transition home or to other care settings is seamless and with 
minimal disruption to the member’s care. Case managers follow up with members who 
are discharged to assess if additional case management is required. 


Through frequent in-person and telephonic contact, case managers communicate with 
primary care providers and physical and behavior specialists as well as community-
based service providers, to monitor and assess a member’s changing needs. When a 
change is required, case managers work with the member, the primary care provider and 
relevant team members to make changes to the care treatment plan.  


When a case manager assesses the member is stable and has achieved all goals 
documented in their care plan, the member “graduates” from case management and is 
discharged from the program. The case manager will continue to follow-up with the 
member periodically. If the member’s condition worsens, he or she can be reenrolled in 
case management. When members graduate or stabilize and are no longer in the case 
management program, they may be referred to disease management program where 
they will be provided periodic educational materials designed to help members continue 
self-managing their care. 


DESIGNATION OF PCP AND COMMUNICATION AMONG CARE PARTNERS 
We understand members have a choice of primary care providers as the physician who 
will manage and coordinate the overall care of the member. As a care partner, we will 
facilitate the coordination of the member’s care and ensure communication among all 
parties of the care team. 


Through frequent in-person contact and telephonic contacts, our case managers build 
and maintain relationships with providers and the members they treat. As a participant 
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of the member’s interdisciplinary team, case managers work with the primary care 
provider when revisions or changes to the clinical portion of the care treatment plan are 
needed.  


CASE MANAGEMENT STAFF: HIGHLY QUALIFIED, HIGHLY ENGAGED 


CASE MANAGEMENT STAFF   


Role Description Education and Clinical Licensure 
Standards 


Number 
on Staff 


Director, Field 
Service 
Coordination 


Ensures the case management 
process of assessing, planning, 
implementation, coordination, 
monitoring, and evaluating 
services and outcomes is pursued 
to maximize the health of the 
member. Oversees the 
socioeconomic needs and services 
of selected member populations 
across the continuum of 
illness. Takes part in extensive 
community outreach to garner 
relationships with key 
stakeholder groups and 
organizations. 


Bachelor’s Degree in Nursing, 
Health Administration or 
directly related field and 10 
years’ experience in current 
case management and 5 years’ 
experience in managed care 
 


1 


Supervisor, 
Field Service 
Coordination 


Supervises staff, ensures 
appropriate workload distribution 
and oversees day to day workflow 
processes. Ensures team is 
compliant with all model of care 
regulatory requirements, and 
produces optimal 
clinical, socioeconomic and 
resource outcomes. Ensures the 
case management process of 
assessing, planning, 
implementation, coordination, 
monitoring, and evaluating 
services and outcomes is pursued 
to maximize the health of the 
Member. Oversees the 
socioeconomic needs and services 
of selected member populations 
across the continuum of illness. 
Carries an assigned case workload 
and assumes a leadership role 
within the interdisciplinary team. 
Works directly with the member 
in the field, i.e., inpatient 
bedside, member’s home, 
provider’s office, hospitals, etc. 
to assess, plan, implement, 
coordinate, monitor and evaluate 
services and outcomes to 


Licensed Registered Nurse, a 
Bachelor’s Degree in Nursing 
(RN) or Master’s in Social Work 
(Licensed Clinical Social 
Worker) and at least 4 years’ 
experience case 
management/behavior health 
case management or clinical 
acute care experience; and at 
least 3 years’ experience in 
managed care and at least 1 
year of experience managing 
others 


2 
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CASE MANAGEMENT STAFF   


Role Description Education and Clinical Licensure 
Standards 


Number 
on Staff 


maximize the health of the 
member.  


Field Care 
Coordinator 


Works with care coordination 
team members to assess, plan, 
implement, coordinate, monitor, 
and evaluate services and 
outcomes to maximize the health 
of the member. Coordinates 
monitors and ensures that 
appropriate and timely primary, 
acute and long-term care services 
are provided to members across 
the continuum of care. Promotes 
effective healthcare utilization, 
monitors health care resources 
and assumes a leadership role 
within the interdisciplinary care 
team to achieve optimal clinical 
and resource outcomes for 
member. Coordinates the care 
and services of selected member 
populations across the continuum 
of illness. Promotes effective 
utilization and monitors health 
care resources. Assumes a 
leadership role within the 
interdisciplinary team to achieve 
optimal clinical and resource 
outcomes. Works directly with the 
member in Nevada communities, 
i.e., inpatient bedside, member’s 
home, provider’s office, 
hospitals, etc. while collaborating 
with management to assess, plan, 
implement, coordinate, monitor 
and evaluate services and 
outcomes to maximize the health 
of the member.  


Bachelor’s Degree in Nursing or 
Health Services and at least 2 
years’ experience in clinical 
acute care and at least 1 year 
of experience in current case 
management 


4 
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CASE MANAGEMENT STAFF   


Role Description Education and Clinical Licensure 
Standards 


Number 
on Staff 


Behavioral 
Case Manager 


Provides behavioral health case 
management services through 
prospective, concurrent and 
retrospective evaluation and 
review of treatment. Determines 
medical necessity, level of care 
required and quality of care 
provided. Coordinates and 
manages behavioral health 
services rendered by network and 
non-network providers to health 
plan members using InterQual 
criteria, clinical skills and 
expertise, persuasive 
communication and access to care 
standards to promote cost-
effective quality outcomes. 
Oversees and coordinates all 
facets of case management 
including initial contacts, 
necessary triage, pre-
certification, administrative and 
clinical concurrent review, 
discharge and aftercare 
planning/referrals and linkage of 
patients to appropriate mental 
health providers and outside 
agencies for follow-up care. 
 
Behavioral health case managers 
will be available 24 hours a day, 
7 days a week.  


Bachelor’s Degree in Nursing (if 
RN) 
Master’s Degree in clinical 
social work, psychology, 
counseling, rehabilitation etc. 
if LCSW 
Licensed Registered Nurse (RN) 
Licensed Clinical Social Worker 
(LCSW) 
Licensed Clinical Marriage and 
Family Therapist (LCMFT) 
Licensed Clnicial Mental Health 
Counselor (LCMHC) 
 
At least 2 years’ experience in 
clinical/hospital setting, at 
least 1 year of experience in 
clinical behavioral health 
experience providing direct 
patient care services and 
experience in providing case 
management or utilization 
management services in a 
managed behavioral health 
organization, community 
mental health center, health 
plan or hospital and 
Knowledgeable of and comply 
with state and federal 
statutes, rules and policies 
that affect the members 


4 


Field Case 
Manager - RN 


Coordinates the care and services 
of selected member populations 
across the continuum of illness. 
Promotes effective utilization and 
monitors health care resources. 
Assumes a leadership role within 
the interdisciplinary team to 
achieve optimal clinical and 
resource outcomes. Works with 
the Supervisor / Manager of Case 
Management to assess, plan, 
implement, coordinate, monitor 
and evaluate services and 
outcomes to maximize the health 
of the Member.  
  


Associate’s Degree in Nursing 
or Bachelor’s Degree in Nursing 
or related field and at least 2 
years’ experience in a clinical 
acute care position(s), 
preferably in home health, 
physician’s office or public 
health. Must be a Licensed 
Registered Nurse (RN) and 
Certified Case Manager (CCM) 
 


8 


Case Manager Coordinates the care and services Bachelor’s Degree in Nursing or 7 
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CASE MANAGEMENT STAFF   


Role Description Education and Clinical Licensure 
Standards 


Number 
on Staff 


of selected member populations 
across the continuum of illness. 
Promotes effective utilization and 
monitors health care resources. 
Assumes a leadership role within 
the interdisciplinary team to 
achieve optimal clinical and 
resource outcomes. Works with 
the Supervisor of Case 
Management to assess, plan, 
implement, coordinate, monitor 
and evaluate services and 
outcomes to maximize the health 
of the member.  


related field and at least 2 
years’ experience in a clinical 
acute care position(s), 
preferably in home health, 
physician’s office or public 
health and 1 year of 
experience in current case 
management experience.  
Registered Nurse (RN)  
Certified Case Manager 
 


Care 
Coordinator 


Provides administration and 
department support for clinical 
case management, case and 
disease management and field 
service coordination staff. 
Coordinates services and 
performs administrative 
functions. Assists in completing 
activities related to various cross 
functional projects in support of 
departmental goals.  
 


High school diploma or 
equivalent 


3 


Supervisor, 
Disease 
Management 


Monitors all DM programs. 
Supervises staff, ensure 
appropriate workload distribution 
and oversees day to day workflow 
processes. Ensures the disease 
management team produces 
optimal clinical and resource 
outcomes. Assists the DM nurses in 
the assessment, planning, 
implementation, coordination, 
monitoring and evaluation of care 
plans, services and outcomes to 
maximize the health of members.  
 


High school diploma or 
equivalent 
At least 5 years’ experience in 
a clinical acute care position in 
varied health care settings 
with an expertise in 
cardiovascular disease, 
diabetes, asthma, pediatrics, 
and at least 3 years’ of 
experience in disease 
management and at least 3 
years’ experience in case 
management 
Registered Nurse (RN) 


1 
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CASE MANAGEMENT STAFF RATIOS 


CASE MANAGEMENT STAFF RATIOS 
Risk 


Status Description Staffing Role Active Caseload 


Low Risk Healthy to At Risk Members: Health status 
is generally healthy yet may experience an 
active illness or health event. Guidance, 
education and support offered to achieve 
recovery and successful self-management 
of the new or recent one-time event. 
Example: Member with managed asthma 


Disease Manager 1 staff to 100 
managed 
members 


Moderate 
Risk 


At Risk: Health conditions create health 
risks and lead to change in condition with 
resulting care coordination & support 
needs. Clinical staff offer secondary 
education, guidance and support. 
Example: Hospitalized Asthma member 
with Pneumonia 


Telephonic CM 1 staff to 60 - 
70 managed 
members 


High Risk Serious Chronic or Complex: High risk 
conditions present daily which may require 
Case manager to offer care coordination, 
education and guidance to self-manage and 
improve health outcomes. Clinical staff will 
offer tertiary education guidance and 
health care coordination support. 
Example: Asthmatic member also diagnosed 
with Chronic Obstructive Pulmonary 
Disease 


Field-Based (In-
person) CM 


1 staff to 30 
managed 
members 


All Levels Support staff will serve as first point of 
contact, assist members with finding a 
provider, transportation, screen for 
assignment to case management programs 
and triage for meals, assist with 
complimentary supplies needs including 
blood pressure cuffs, scale, and 
hypoallergenic bedding. 


Case Coordinator 1 staff to 30 
managed 
members 


Working with DHCFP, we will finalize case management ratios for Nevada Medicaid and 
Check Up recipients based on specialized case management needs.  


HIGHLY IMPACTABLE CONDITIONS FOR CASE MANAGEMENT  
Our Case Management programs include, but are not limited to, these conditions: 


 Congestive Heart Failure (CHF) 
 Coronary Arterial Disease (CAD) 
 Hypertension (excluding Mild Hypertension) 
 Diabetes 
 Chronic Obstructive Pulmonary Disease (COPD) 
 Asthma 
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 Severe Mental Illness (SMI) 
 High-Risk or High-Cost Substance Abuse Disorders 
 Severe Cognitive and/or Developmental Limitation 
 Members in Supportive Housing 
 HIV 
 Members with complex conditions 


Regardless of diagnosis, however, we will employ case management to members whose 
health conditions warrant case management services. Special case management 
programs targeted for specific populations include a programs for hard-to-reach 
pregnant members, high risk obstetrics, foster care, transplant care, members with 
severe mental illness and severe emotional disturbance, children with high lead levels, 
NICU, crisis intervention and suicide prevention.  


CASE MANAGEMENT STRATEGIES 
We employ the use of evidence-based, nationally recognized guidelines to assist in 
decisions regarding care, medical necessity and best practices. Our stratification 
algorithm is recognized as a valid tool within the healthcare industry. We also employ 
these guidelines in developing the care plan and in how we approach case management 
to improve health outcomes. 


Our guidelines and written criteria include these nationally recognized standards and 
guidelines: 


 InterQual® Clinical Guidelines 
 CareCore® National Guidelines 
 LOCUS/CALOCUS 
 Disease Management protocols/Krames 
 HEDIS care standards 
 Hayes Health Technology 
 Clinical Practice Guidelines 


We use these criteria in a manner customized for the complexities of the population 
including considerations for age, comorbidities, complications, progress, psychosocial 
situation, home environment, the local delivery system, the availability of services and 
covered benefits. Our case management programs are tailored to the managed condition 
and are each built consistently on evidence-based clinical guidelines and patient-
centered principles. 


PROVIDER EDUCATION ABOUT BEST PRACTICES 
We educate our network providers about best practices and clinical guidelines. Using our 
quality practice advisers we outreach to member to explain the benefits included in the 
plan as well as our Nevada-specific value-added benefits.  


The role of the quality practice adviser is to provide education and consultation to 
providers and their staff on National Committee for Quality Assurance (NCQA) HEDIS® 
measures, EPSDT, clinical practice guidelines, and care gaps. They share care gap 
reports and assist in the development of outreach strategies; serves as the market 
clinical subject matter expert for HEDIS® measures, appropriate medical record 
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documentation and appropriate coding. They support the development and 
implementation of quality improvement interventions and audits in relation to plan 
providers and assists in resolving deficiencies impacting plan compliance to meeting 
State and Federal standards. In Nevada, the quality practice advisers will meet with 
high volume providers frequently. 


Care Gaps 
Care gaps are a prime opportunity for case managers, clinical staff and field service 
coordinators to educate providers. These team members, through their regular, ongoing, 
personal interaction with our members, their caregivers and providers, are well-
positioned to identify and address gaps in care real-time to improve member adherence 
to recommended care and services and influence behavior with intervention strategies. 
As an added measure of support, our QI team continuously collects, analyzes and 
summarizes preventive care and chronic case management data by member and provider 
including in the form of heat maps and panel-based reports. This information is supplied 
to our case managers so they can discuss the importance of recommended screenings and 
services and in coordinating care to ensure they obtain the recommended services. 


REDUCING OR ELIMINATING DISPARITIES IN HEALTH CARE  
We will work with the DHCFP to accurately identify a member’s race or ethnicity and 
will implement strategies to address disparities in health care.  


We are committed to providing culturally competent services and supports to people of 
all cultures, races, ethnic backgrounds, religions, sexual orientation and people with 
disabilities. Our policies, procedures and programs reflect the unique needs and 
differences of our diverse member population including those who are poor, homeless, 
aging, those who have disabilities, and those from various cultural and ethnic 
backgrounds.  


We make certain that the member outreach and education within the case and disease 
management programs are accessible and sensitive to the diverse membership we serve. 
Our objective is to provide appropriate services to all plan members. Clinical and non-
clinical personnel, as well as our providers, are subject to our cultural competency 
measures, which include these methods: 


 Identify opportunities to remove linguistic/cultural barriers to availability and 
accessibility to care 


 Increase activities that will increase the plan’s cultural competence 


Specific activities include the following:  


 Cultural competence training for all associates upon hire and annually thereafter 
which educates about the need for understanding of and respect for cultural 
differences when interacting with members  


 Promoting development of a staff of qualified, diverse and culturally competent 
employees 


 Providing staff with access to a language line to provide translation services when 
needed or requested 


 Offering video relay for member’s who are hard of hearing or deaf. Two staff 
members, who are deaf, communicate through American Sign Language and man the 
Video Relay. When not used by our deaf or hard of hearing members, the Video Relay 
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enables our deaf call center staff to assist other callers with their social service 
needs.  


 Collecting and analyzing applicable feedback from members about programs, quality 
initiatives, member materials, and other education and outreach tools. 
Opportunities for improvement are identified based on these results. 


Our commitment to a more comprehensive and effective approach to addressing health 
disparities among our members is also reflected in our care plans, which reflect the 
personal beliefs and culture of the individual. The case managers are taught to embrace 
the cultural beliefs, preferences, expectations and norms that influence how our 
members access health care services and engage with their service and care providers.  


INFORMATION TECHNOLOGY SYSTEM FOR CASE MANAGEMENT: OUR 
INDUSTRY-LEADING, FULLY INTEGRATED, SINGLE-INSTANCE CLINICAL 
MANAGEMENT PLATFORM  
Our case management programs for physical and behavioral health are all maintained on 
an industry-leading, fully integrated, single-instance medical management platform that 
allows case managers, providers, other service providers, and all member-facing staff to 
view all aspects relating to the care of the member. This enables informed clinical 
decisions based on a full picture of a member’s clinical data and the ability to share 
members’ medical history among relevant providers. The comprehensive 360-degree 
member view supports case management, utilization management and a member’s 
personal health record across the continuum of care to include physical, behavioral, 
psychosocial, functional and social services. Available for immediate access and review 
are records on any follow-ups and discussions among members of the interdisciplinary 
care team, administrative and claims data, call center communications, service 
authorizations, person centered care treatment plans and case management notes, 
assessments and screening information, social services referrals and follow-ups 
regarding the use of these services.  


Our clinical management platform was designed as an integrated system from its 
inception so that administrative data, call center communications, service 
authorizations, person-centered care plans, patient assessments, case management 
notes, existing care gaps by priority, emergency room usage, community-based referrals 
and follow-up activities can be accessed in one place by the PCP, patient, other 
providers and case managers. 


Our system supports timely records submission. We will submit a monthly report on the 
number of our members receiving case management, their ages, geographic location and 
the reason for case management. 


3.10.21 Standard XV: IQAP Documentation  


3.10.21.1 Scope 


The vendor must document that it is monitoring the quality of care across all services and 
all treatment modalities, according to its written IQAP. (This review of the entire range of 
care is expected to be carried out over multiple review periods and not on a concurrent 
basis.)  


We understand and will comply with the provisions of Section 3.10.21.1. Our review 
over the entire enterprise is conducted over multiple review periods and not on a 
concurrent basis. A description of our quality program and its goals is described below. 
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MONITORING THE QUALITY OF CARE 
We have a strong legacy of documenting, implementing and maintaining quality 
assessment and improvement programs across the enterprise, and we will implement 
these programs to serve the Medicaid and Nevada Check Up program. We will apply a 
comprehensive, systematic, data-driven approach to our quality assessment and 
improvement programs. These activities are often aligned to address the following 
goals: 


 Enhancing primary care for physical and behavioral health services 
 Improving chronic case management to reduce the burden of disease 
 Transforming our provider networks and aligning our members with top performing 


providers 
 Empowering members to take an active role in their health and well-being 
 Improving health plan operations to provide a better experience of care for our 


members and those who care for them 


We operate a fully integrated medical model where quality improvement, service 
coordination and case management are complementary and highly-coordinated with the 
following quality-driven goals: 


 Comply with the state agency's quality assessment and improvement programs 
including subsequent, specified changes  


 Promote the delivery of services in a culturally competent manner to all members 
 Be held accountable for the ongoing monitoring, evaluation, and actions to improve 


the health of members and the care delivery systems for those members 
 Be held accountable for the quality of care delivered by our contracted providers 
 Maintain a written quality assessment and improvement program that conforms to 


QISMC standards and guidelines prescribed by DHCFP 
 Maintain a written quality assessment and improvement program that includes an 


internal system of monitoring and evaluation, designated staff with appropriate 
expertise to oversee the program, written policies that are periodically analyzed 
and evaluated for impact and effectiveness, reporting of results, conclusions, 
recommendations, and changes to our governing body at least quarterly, and reports 
and feedback  


3.10.21.2 Maintenance and Availability of Documentation 


The vendor must maintain and make available to the DHCFP, and upon request to the 
Federal Secretary of Health and Human Services or any federal or state regulatory entities, 
studies, reports, protocols, standards, worksheets, minutes, or such other documentation as 
requested concerning its quality assurance activities and corrective actions.  


MAINTENANCE AND AVAILABILITY OF DOCUMENTATION 
We understand and will comply with the provisions of Section 3.10.21.2. 


We will maintain and make available to the DHCFP, and upon request to the Federal 
Secretary of Health and Human Services or any federal or state regulatory entities, 
studies, reports, protocols, standards, worksheets, minutes, or such other 
documentation as requested concerning its quality assurance activities and corrective 
actions.  
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3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management 
Activity  


3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken 
as a result of QA activity, are documented and reported within the vendor’s organization 
and through the established QA channels.  


A. Quality assurance information is used in credentialing, recredentialing, and/or annual 
performance evaluations.  


B. Quality assurance activities are coordinated with other performance monitoring 
activities, including utilization management, risk management and resolution and 
monitoring of recipient grievances and appeals.  


C. There is a linkage between quality assurance and the other management functions of 
the vendor such as: 


1. Network changes; 


2. Benefits redesign; 


3. Medical management systems (e.g., pre-certification); 


4. Practice feedback to practitioners; 


5. Patient education; and 


6. Recipient services. 


We understand and will comply with the provisions of Section 3.10.22. 


COORDINATION OF QUALITY ASSURANCE ACTIVITY WITH OTHER 
MANAGEMENT ACTIVITY 
Our quality assurance activities, including those that address the quality of clinical care 
and the quality of non-clinical aspects of service, are executed under our internal 
quality assurance program (IQAP). Our IQAP scope is broad and includes the following 
components: 


 Member and program outcomes  Disease and case management 


 Confidentiality  Cultural competency 


 Network adequacy  Credentialing 


 Preventive health  Quality of care and service 


 Service utilization  Appeals and grievances 


 Coordination and continuity of care  Member and provider satisfaction 


 Components of operational service 
 (e.g., fraud, waste and abuse) 


 Reporting requirements 


Because quality assurance activities are part of our overarching IQAP, the findings, 
conclusions, recommendations, actions taken and results of the actions taken, are 
documented and reported within our established channels. As represented in Figure 5, 
these reporting channels include our quality subcommittees, quality improvement 
committees and, ultimately, our plan-specific Boards of Directors. 
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Figure 5: Quality Assurance Committee Structure 


Our routine documentation and reporting occurs through our quality assurance work 
plans. Our work plans, created each year by our local quality directors or their 
designees, document our planned quality improvement activities, responsible parties 
and the timetables for implementation or completion. On a quarterly basis, our quality 
staff update the work plans with a summary of activities and accomplishments. This 
information is then shared with the appropriate subcommittees as well as our quality 
improvement committees. 


On an annual basis, our quality directors facilitate the completion of our program 
evaluations. Our quality assurance annual evaluations allow us to formally and 
objectively assess the effectiveness of our quality assurance programs and activities 
while documenting performance results and member healthcare outcomes. Our annual 
evaluations include: 


 Summary descriptions of our programs 
 Major accomplishments, including an assessment of progress made in influencing safe 


clinical practices 
 Measures trended over time (e.g., HEDIS data, CAHPS data, organization-specific 


data) 
 Analysis and evaluation of outcomes including an assessment of the extent to which 


activities were completed and goals met 
 Identification and analysis of issues or barriers to achieving goals and limitations of 


the data or measures 
 Recommended interventions and actions to deliver further improvements  
 Evaluation of the adequacy of resources, training, scope, and content of the 


programs 
 Provider and member participation in our programs 
 Quantifiable improvements in care and service 
 Results of external quality reviews 


As with our quarterly work plan updates, our annual evaluations are presented to the 
various subcommittees, the state-specific quality improvement committee, and the 
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plan’s Board of Directors. 


Our efforts to coordinate quality assurance activities with other management activities, 
extends well beyond quarterly updates and annual evaluations. Our quality assurance 
activities are incorporated into a wide range of management functions and activities 
including:  


 Provider credentialing and recredentialing  Network management 


 Utilization management  Benefit design 


 Risk management and resolution  Medical management processes 


 Grievance and appeals  Practitioner feedback 


 Member education  Member service 


Our methods for linking quality assurance activities with other critical management 
functions has been effective in improving how we facilitate care and improve health 
outcomes. We believe these activities will deliver meaningful, lasting improvements in 
health outcomes for Nevadans thus delivering value to the State. 


INCORPORATING QUALITY ASSURANCE INFORMATION INTO CREDENTIALING ACTIVITIES 
We perform credentialing and recredentialing of our contracted providers in strict 
accordance with NCQA requirements as well as federal and state guidelines. We 
recredential providers every three years. Provider-specific information, such as 
provider-related grievances, potential quality of care concerns and adverse events, is 
collected through our quality assurance activities. Relevant information, including 
substantiated quality of care issues and all adverse events along with information on 
corrective actions ordered and verification of implementation, is incorporated into the 
provider’s credentialing file. This information is then factored into the recredentialing 
process and ultimate decision to recredential the provider. 


COORDINATING QUALITY ASSURANCE INFORMATION WITH OTHER PERFORMANCE MONITORING 
ACTIVITIES 
We use a variety of data sources in the development, monitoring and evaluation of our 
quality improvement program. As applicable, these sources include, but are not limited 
to, claims and encounter data, enrollment data, provider data, authorization data, 
grievance and appeals data, member and provider satisfaction data, pharmacy data, 
member and provider services data, and more. Details of how we coordinate quality 
assurance information into utilization management, risk management, and grievance 
and appeals activities is described below. 


Coordinating Quality Assurance and Utilization Management 
Our philosophy for monitoring the delivery of services is to ensure needed services are 
provided and that services provided are truly needed. Our quality assurance program is 
coordinated with utilization management activities to assess and influence 
appropriateness, adequacy, and sufficiency of services and member care in real-time: 
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QUALITY ASSURANCE AND UTILIZATION MANAGEMENT  


Methods of Coordination 


Method Description 


Authorization 
of outpatient 
services  
 


Our physical and behavioral health prior authorization staff monitor the 
delivery of select services (those for which prior authorization is required) 
evaluating each request based on the member’s individual needs, the type 
of service requested, the place of service requested, and evidence-based 
medical necessity and review criteria. 


Authorization 
of inpatient 
services and 
concurrent 
stay review  


Our medical and behavioral health concurrent review staff carefully 
monitor the delivery of services provided to members who are 
hospitalized. This occurs both upon notification of the admission and 
through the member’s stay in the facility.  


Monitoring of 
care gaps for 
HEDIS and 
EPSDT 
 


On a monthly basis our quality improvement team monitors use of services 
across a variety of preventive and chronic case management measures to 
identify potential under-utilization of services. Data is shared with 
providers, our quality practice advisors, member services staff, case 
management, and others to address care gaps with members and providers. 
Further monitoring occurs at least annually through detailed analysis of 
claims and medical record review data. 


Case 
management 
 


Our case management staff routinely monitor use of services for members 
enrolled in case management. Concurrent monitoring occurs through the 
development and management of individualized, person-centered care 
plans, where the case manager assesses the status of services during each 
encounter with the member. Additionally, the case manager assists with 
the prospective monitoring of services when prior authorization is 
required.  


In addition to the above activities, our medical economics department routinely 
produces and analyzes utilization reports that use authorization, claim and encounter 
data to allow us to systematically identify and address emerging trends or changes in 
utilization. The reports include, but are not limited to, admits per thousand by type 
(medical/surgical, deliveries, NICU, psychiatric), days per thousand by type, C-section 
rate, NICU average length of stay, catastrophic rate, readmission rate, and emergency 
room usage by provider, member, hospital and diagnosis. We compare our results to 
established goals, benchmarks and targets, which reflect the expected utilization of 
services regarding the characteristics and healthcare needs of the member population. 
We also apply statistical models to identify patterns of inappropriate emergency room 
use, office visit up-coding and improper billing patterns. These reports help us to 
identify providers who are outliers in their individual performance, which our medical 
directors use to then engage with these providers. During meetings with the provider, 
we discuss the specific issues identified, review clinical guidelines or criteria, where 
applicable, and discuss actions needed to improve performance. These reports are also 
presented to our utilization management and quality improvement committees for 
recommendations for action and improvement. 


Our medical economics department also facilitates state-specific medical cost review 
meetings where multi-disciplinary teams review state-specific trends related to medical 
cost and utilization, emergency room utilization, audit recovery, contracting, and 
utilization management. The analysis includes critical insights and observations from 
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our affiliate case management organizations, which often allows us to proactively 
identify potential trends. Once the data is analyzed, the teams identify areas for 
improvement along with interventions. Status of follow ups and trends are monitored at 
subsequent meetings to ensure timely completion and effectiveness in driving change. 
This monthly process is also replicated once a year during a comprehensive 
retrospective review of the full year. This disciplined approach allows us to prepare for 
emerging or predicted trends and planned activities. 


Coordinating Quality Assurance and Risk Management 
Our IQAPs include a risk management and member safety component. Our approach to 
risk management and member safety includes a review of physical and behavioral 
healthcare, including medications, as well as administrative issues, such as provider and 
member interactions. Information is derived from practitioner-to-practitioner 
communications, office site visit review results, medical record audit findings, 
adherence to preventive and clinical practice guideline recommendations, potential 
quality of care (PQOC) tracking and trending, case and disease management program 
participation, pharmaceutical management practices, member communications, and 
provider actions to improve member safety. All member demographic groups, care 
settings, and types of services are included in these activities. 


Provider and member information and data are analyzed in the course of investigating 
instances where the quality of member healthcare or safety has been potentially 
compromised. Data analyzed includes information about the specific PQOC event, over- 
and under-utilization comparisons, and continuity and coordination of care statistics. 


Patient safety incidents are codified to enable efficient tracking and trending of data 
over time. In addition, summary statistics are prepared detailing the final disposition of 
the case by level of severity. Incidents are dispositioned as “substantiated” or 
“unsubstantiated” and “adverse” or “non-adverse” finding, depending on whether there 
is evidence of a deviation from the standard of care across a variety of categories. 


Member safety activities are monitored through our IQAP work plan and reported to our 
state-specific quality improvement committees quarterly. Trends are reviewed for 
consideration of further member and provider education in the attempt to reduce the 
occurrence of future quality of care issues and support the IQAP program and risk 
management functions. 


Coordinating Quality Assurance and Grievances and Appeals 
We use data resulting from our grievance system to identify opportunities to improve 
individual associate or provider performance as well as overall performance of 
functional areas (e.g., member services, utilization management). We also use this data 
to monitor the effectiveness of interventions in addressing identified opportunities 
within our operation.  


Using our internal grievance and appeals database we track member and provider issues 
from receipt to resolution. We also use our database to routinely generate member 
grievance and appeal reports, which help us to identify deficiencies or patterns in 
specific program areas or among certain providers. We use this information as a 
management tool to help guide design, monitoring, and improvement activities for our 
programs. With these reports, our utilization management and quality improvement 
committees are able to monitor the trends in volume and types of grievances and 
appeals, volume by grievance and appeal levels, the volume of appeals overturned, and 
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the results for overturned appeals. We also generate routine reports to identify 
opportunities for improvement in service delivery, thus enhancing member care. 
Examples of our grievance and appeals reports are shown in the following table. 


GRIEVANCE AND APPEALS REPORTS 


Monitoring and Tracking of Grievances and Appeals 


Report Description Frequency 


Appeal Trends Used to monitor appeal trends. Daily, weekly 


Service 
Improvement 
Report 


Used to monitor and track grievance and appeal volumes, 
timelines, and types of grievances and appeals received 
and processed. This report is presented to our service 
improvement committee for review and analysis.  


Quarterly 


Trend Report Used to monitor and track member appeal and grievance 
data reviewing across a rolling five-quarter period to 
identify trends and opportunities for improvement and 
recommend interventions. The data that is examined 
include average number of grievances per 1,000 members, 
types and causes of grievances, timeliness of resolution 
and provider outliers in terms of number of grievances filed 
against a provider. This report is presented to the quality 
improvement committee and is shared with other 
committees, such as our utilization management 
committee, so they can review the types of services 
appealed, subject of the grievances, outcomes, identified 
opportunities for improvements, recommendations and 
implementation of improvement activities throughout the 
year.  


Quarterly 


Ad-hoc Using our grievance and appeals database, we produce 
routine and special management reports that identify 
potential areas for service or quality improvement, such as 
provider outliers or records of state fair hearing cases. 


As needed 


As part of our subcontractor oversight process, all grievance data related to our 
delegated subcontractors is incorporated into our grievance system for reporting. 
Although distinguished within the report as such, the subcontractors’ data is included in 
the reports presented through our utilization management and quality improvement 
committees. 


LINKING QUALITY ASSURANCE INFORMATION WITH OTHER MANAGEMENT FUNCTIONS 
Our quality assurance program policy establishes that we objectively and systematically 
monitor and evaluate the quality, effectiveness and adequacy of care and services 
rendered to our members, thereby promoting quality of care and quality health 
outcomes. We use data and information to identify trends and opportunities for 
improvement across a variety of functions including network management, benefit 
design, medical management policies and procedures, provider feedback and coaching, 
member education, and member recipient services. The following are examples of how 
we successfully link quality assurance with other management functions. 
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LINKING QUALITY ASSURANCE AND MANAGEMENT FUNCTIONS 


Function Example of Quality Linkage 


Network 
Management 


 Recruiting of patient-centered medical home (PCMH) recognized 
providers 


 PCP auto-assignment logic linked to provider’s quality 
performance (e.g., assigning members to highest performing 
quality providers) 


 Practice transformation support to encourage providers to attain 
PCMH recognition 


Benefit Design  Design of member incentive program to encourage desired 
behavior and outcomes (e.g., offering reward dollars for 
completion of well child visits, diapers, baby strollers or play 
yards for prenatal care, free sports physicals for members of 
certain age) 


 Enhanced benefits that support health management (e.g., 
allowance for hypoallergenic bedding) 


 Expanded benefits (e.g., coverage of non-emergent 
transportation) 


Medical 
Management 


 Modifying pre-authorization requirements to encourage desired 
behavior and clinical outcomes 


 Implementing specialized case management for members with 
special healthcare needs 


 Adjusting drug evaluation review (DER) criteria 
 Case management identification and stratification tools (e.g., 


claim and health risk assessment predictive algorithm to identify 
members most at need) 


 Case manager training to support desired behaviors (e.g., 
motivational interviewing, clinical dyads) 


 Incorporating preventive health and clinical practice guidelines 
into care plans 


Provider Feedback 
and Coaching 


 Provider relations representatives delivering care gap reports  
 Medical director coaching regarding adherence to clinical practice 


guidelines 
 Pharmacist coaching regarding medication gaps 
 Quality practice advisor coaching regarding HEDIS measures and 


documentation 


Member Education  Targeted, condition-specific educational booklets and brochures 
 Newsletter articles 
 Web-based, gamified education programs 
 Social media engagement through Facebook and Twitter 


Member Services  Proactively addressing gaps in preventive care during inbound 
member calls (i.e., addressing missing childhood immunizations 
when calling to request plan information) 


 Pushing reminder alerts when services are due (e.g., sending alert 
through mobile application reminding of need for screening) 
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3.10.23 Standard XVII: Data Collection  


The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and 
recipient satisfaction/complaint data on a regular basis, in accordance with Quality Assurance 
Standards. The vendor will submit information to DHCFP in accordance with the contract, 
performance measures and reports. Data for measures of quality, utilization, recipient satisfaction 
and access will be reported for the contract population. 


3.10.23.1 Specific areas of study required will be stated in the contract.  


3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be 
accurate and complete. 


3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and 
prenatal and obstetrical care are required by due date.  


We understand and will comply with the provisions of Section 3.10.23.  


DATA COLLECTION AND REPORTING 
We will submit information to the Nevada Division of Health Care Financing and Policy 
(DHCFP) in accordance with the contract, performance measures and reports. Data for 
measures of quality, utilization and member satisfaction will be reported for the 
contract population. Data and studies required by the contract will be submitted 
accurately and completely by the due date. This includes monitoring and tracking of 
grievance and appeal information, childhood immunizations and prenatal and 
obstetrical care. 


ACCOUNTABILITY FOR UTILIZATION, COST, QUALITY ASSURANCE, AND SATISFACTION DATA-
RELATED REPORTS  
Our state-based directors of regulatory affairs are accountable for ensuring their 
respective functional areas adhere to contractual requirements, including requirements 
for reporting specifications, frequency and timing. The directors maintain state-specific 
policies and procedures that govern the development and submission of reports and 
information to state and federal agencies. These policies and procedures document our 
expectations of our associates relative to reporting as well as our compliance 
department’s role in oversight and monitoring of report submissions. 


ENSURING COMPLIANCE WITH REPORTING REQUIREMENTS  
Throughout our affiliate managed care organizations we use an online, 
searchable database, which uses five modules to support a variety of 
regulatory and compliance functions including tracking and monitoring of 
reports. The five modules include: 


 Deliverables   Secret Shopper  Investigation 


 Correspondence   Predictive Analysis   


The deliverables module serves as our central repository and system of record for our 
Medicaid regulatory reporting. All submissions, certifications, data and records, 
disclosure statements and relevant working papers are archived within the our 
deliverables module. 
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OUR SYSTEMATIC PROCESS TO DELIVER TIMELY REPORTS  
Our directors of regulatory affairs, or designated case management organization staff, 
record reporting events in the Deliverables module in accordance with contract 
requirements. Reporting documentation includes frequency, report title, report 
specifications, submission agency, submission method, contract references, responsible 
department, report preparer, report submitter, executive approver, and starting and 
end dates. The data captured for frequency and due dates engages system logic which 
drives the reporting occurrences and schedules for recurring reports.  


Many reports are produced systematically, providing business controls and reporting 
integrity. The development of these reports begins with engagement with our 
information technology (IT) staff. Working together we formally document the reports’ 
functional and business requirements, which inform our IT developers how to code the 
reports. Reports are built in our development environment and then reviewed and 
validated for accuracy and completeness. Once approved, they are moved into 
production. Once in production, our functional stakeholders are required to sign an 
internal certification form (ICF) as an added quality validation measure. In completing 
the ICF, associates are attesting to the accuracy and completeness of the report prior to 
submission to the state agency. The reports are then submitted to the state. Final 
communications are appended to the record in the deliverables database and the 
reporting event is closed. 


These processes and controls maintain the integrity and accuracy of required reporting, 
yet they are flexible enough to allow changes as necessary. As report formats are 
reviewed and updated by the state agency, we update the reporting information in the 
deliverables module as well as any functional or business requirements, if necessary. We 
then implement requested reporting changes within the required timeframes. 


3.10.24 Standard XVIII: Dispute Resolution 


The vendor must adequately staff a provider services unit to handle provider questions and 
disputes. 


DISPUTE RESOLUTION 
We understand and will comply with the provisions of Section 3.10.24.  


We will operate an integrated provider services unit to respond to the needs of our 
DHCFP providers. This provider services unit will be adequately staffed to handle 
provider questions and disputes whether received over the phone, electronically or in 
writing. If our provider services team is unable to resolve the provider’s issue, they will 
offer their assistance with helping the provider file a dispute.  


Our provider services unit will be staffed by highly trained agents with broad-based 
experience handling provider questions. These associates will undergo an additional 
four week training program with focus on claims, eligibility, authorizations and other 
provider contact types specific to the DHCFP program. 


Drawing on extensive experience and technologies, our driving goal will be rapid, first-
call resolution of all provider requests. Our provider services unit will be operated 
based on established and documented policies and procedures including staffing, 
training, hours of operation, access and response standards, warm transfers, call 
escalation, data entry, reporting, performance and call quality monitoring.  
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Our provider services associates will also have access to our provider claims support 
team to facilitate real-time adjustments for simple low dollar claims issues and a 
provider escalation team where time-sensitive calls can be transferred for real-time 
resolution. In addition our real-time speech analytics system will automatically flag a 
supervisor to join a provider services call when specific key words are said, allowing for 
proactive intervention.  


Key to first call resolution will be our call management system that is built around 
telephony systems, web capabilities (including chat, email, mobile and social media) and 
self-service solutions. This system will efficiently guide our associates through on-line 
scripting, workflows, and actions based on the callers’ individual needs. Provider 
service associates will have access to view electronic documentation from previous calls 
to assist with call resolution. Associates will have the ability to respond to provider 
questions and complaints and document them through closure.  


3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts 
within ninety (90) calendar days of the date of receipt with appropriate follow up to 
provider.  


TIMELY RESOLUTION OF PROVIDER CONTACTS 
We understand and will comply with the provisions of Section 3.10.24.1. 


In accordance with requirements, we will resolve 90 percent of written, telephone or 
personal contacts within 90 calendar days of the date of receipt through appropriate 
follow up with providers. 


Our goal is to resolve all provider questions and disputes accurately and timely to 
maintain our strong relationship with our providers. In administering the DHCFP 
program, we will strive for the real-time resolution of all provider contacts.  


When a provider services associate is not able to resolve a contact at the time of the 
call, they will refer the contact to designated departments with enhanced system 
capabilities that can follow up with the provider and take ownership of the contact. 
These include a provider claims support team that handles high-level claims questions 
and a provider escalation team that handles time-sensitive contacts. If the contact 
cannot be fulfilled real-time, we will route the inquiry internally with all associated and 
available data to the responsible department for review, resolution and follow up within 
the designated timeframe.  


3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each 
provider dispute to include the nature of it, the date filed, dates and nature of actions taken, 
and final resolution. 


RECORDS AND LOGS 
We understand and will comply with the provisions of Section 3.10.24.2. 


We will maintain a strict and formal process, supported by robust tools and technology 
to ensure that every provider question and dispute is appropriately captured, logged, 
documented, tracked, resolved and reported on from beginning to end. In addition to 
resolving individual provider issues, we will trend and analyze provider questions and 
dispute data to identify potential systemic issues so that we can take action and 
address future sources of dissatisfaction. 
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3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 


3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 
CFR 438.310. The State’s Strategy has two basic purposes 


3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on 
quality, and 


3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the 
quality of care provided to, and received by, Medicaid recipients in the state. 


We understand the provisions of Section 3.11 in its entirety and have extensive 
experience working with state quality assessment and performance improvement (QAPI) 
strategies. We closely align our quality programming and performance improvement 
projects (PIPs) with state priorities as outlined in state quality strategy documentation. 
We work with our state partners to implement multiple methods for continuous quality 
improvement including, but not limited to, the following activities or initiatives: 


 Provider incentive payments 
 Member incentives 
 Data-driven PIPs 
 Member and provider education activities 
 Practice transformation activities 
 Provider profiling and hands-on quality improvement support 
 Care gap analysis 
 Direct member outreach 
 Integrated programming for case management and disease management, and more 


For instance, in one state in which we operate, the state has flagged pediatric dental 
visits as a critical statewide quality improvement initiative within its quality strategy, 
and we have launched a number of initiatives including incentive payments, dental 
health homes, enhanced access initiatives, broad-based educational programming and 
more to help meet the state’s quality strategy goals.  


USING OUR QUALITY INFRASTRUCTURE TO CONNECT WITH NEVADA’S 
QUALITY STRATEGY 


Our formal quality program consists of systematic activities to monitor and 
evaluate the care delivered to our members according to predetermined, 
objective standards based on the state QAPI strategy. As part of our 
standards for our internal quality assurance program, we prepare formal, 
written evaluations of our quality assurance program annually aligned with 
state goals and shared with our state partners. Our annual evaluation 


describes the level of success we achieved in realizing established clinical and service 
performance goals through quantitative and qualitative analysis. Our evaluations 
include prior measurement period trending and performance against goals or targets, as 
appropriate. Our annual evaluations describe the overall effectiveness of our quality 
assurance and include: 


 Ongoing and completed quality assurance activities and projects 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


239







Section 3 
Scope of Work 


 
 
 


 Trending of clinical care and service performance measures as well as the desired 
outcomes and progress toward achieving goals 


 Analysis of our accomplishments in the quality of clinical care and service 
 Identification of opportunities for improvement with recommendations for 


interventions 


We also will participate in the annual EQRO review or any other reviews to be 
conducted by the state or its designee. We support external review and monitoring by 
providing required documentation and reports necessary, including information about 
grievances and appeals, provider disputes, and provider and member satisfaction.  


3.11.2 The purpose of this quality strategy is to: 


3.11.2.1 CFR 438.340 – State Responsibilities 


A. Have a written strategy for assessing and improving the quality of managed care 
services offered by all managed care organizations (vendors);  


B. Obtain the input of recipients and other stakeholders in the development of the strategy 
and make the strategy available for public comment before adopting it to final; 


C. Ensure that the vendors comply with standards established by the DHCFP;  


D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy periodically, as needed;  


E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the 
implementation and effectiveness of the strategy; and 


F. The DHCFP will approve the Strategy and maintain ultimate authority for overseeing 
its management and direction. The vendor is also required to participate in quality 
initiatives that align with the goals and objectives identified in the DHCFP’s 
Performance Measures, as defined in the DHCFP budget. The Strategy is in two parts: 
an overriding conceptual program and an annual Work Plan.  


3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies 


Quality of care activities will be monitored through information obtained in a quarterly 
MCO Care Coordination Report. These activities may include monitoring and technical 
assistance through site visits to the vendor, Chart audits, phone calls, etc. The DHCFP may 
validate the MCO Care Coordination report and may conduct a more in-depth review 
and/or request additional information.  


A. The Strategy incorporates procedures that 


1. Assess the quality and appropriateness of care and services furnished to all of the 
DHCFP medical assistance program recipients enrolled in managed care under the 
vendor contract, as well as to enrolled recipients who have special health care 
needs; 


2. Require the vendor to develop a cultural competency plan that will include 
methods to encourage culturally-competent contact between recipients and 
providers, staff recruitment, staff training, translation services, and the 
development of appropriate health education materials. The vendor is responsible 
for promoting the delivery of services in a culturally competent manner, solely 
determined by the DHCFP, to all recipients including those with limited English 
proficiency (LEP) and diverse cultural and ethnic background. The vendor will 
develop methods to collect report and identify the race, ethnicity and primary 
language spoken of each enrolled recipient. The vendor will track primary 
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language information in the health plans’ customer services systems. The DHCFP 
will provide race and ethnicity and primary language spoken data for the Medicaid 
population to the vendor(s) through a monthly interface. The vendors may alert the 
DHCFP, as part of the demographic update interface with DWSS NOMADS 
system, of any known discrepancies in the race and ethnicity or primary language 
data they receive from the DHCFP. This data will be utilized to gather baseline 
data and will lead to the development of a Performance Improvement Projects 
(PIP) or quality improvement project. Such a project will incorporate data from the 
State enrollment file according to the race and ethnicity categories as defined by 
CMS. The data will be used to generate stratified reports as recommended by CMS 
and HIPAA for race and ethnicity categories to identify disparities. The vendor’s 
will organize interventions specifically designed to reduce or eliminate disparities 
in health care; 


3. Monitor and evaluate the contracted vendors’ compliance with the standards. It 
will include a description of how the DHCFP will complete this monitoring in line 
with the Strategy; 


4. Arrange for external quality reviews including a description of the annual 
independent external quality review of the timeliness, outcomes, and accessibility 
of the services covered under each vendor contract. This section should include but 
is not limited to a broad description of calculating HEDIS measures or designing 
performance improvement projects; 


5. That designates the performance measures and levels developed by CMS in 
consultation with States and other relevant stakeholders; 


6. Designates an information system that supports the initial and ongoing operation 
and review of the DHCFP’s quality strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in support 
of its quality strategy. These sanctions meet the requirements specified in 42 CFR 
438 Subpart I. The DHCFP’s description specifies its methodology for using 
sanctions as a vehicle for addressing identified quality of care problems; and 


8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to 
care, structure and operations, and quality measurement and improvement. 


We understand the provisions of Section 3.11.2 in its entirety including the state’s 
responsibilities for the Quality Assessment and Performance Improvement Strategy as 
outlined in CFR 438.340 including our role as the MCO in participating in quality 
initiatives that align with the state’s Strategy.  


EXPERIENCE SUPPORTING STATES’ QUALITY STRATEGIES 
We offer DHCFP extensive experience in implementing quality programs aligned to 
state-specific quality strategies and designed to meet or exceed states’ quality goals 
including 


 Establishing a comprehensive quality improvement system that is consistent with the 
Triple Aim  


 Maintaining a coordinated and comprehensive system to proactively drive quality 
throughout the healthcare delivery system  


 Identifying creative initiatives to continuously monitor, assess, and improve access 
to care, clinical quality of care, and health outcomes 


 Identifying opportunities for improvement in the health status of enrolled 
populations and improving health and wellness through preventive care services, 
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chronic disease and special needs management, and health promotion 
 Identifying opportunities to improve quality of care and quality of service, and 


implementing improvement strategies to ensure members have access to high quality 
and culturally-appropriate care  


 Improving member satisfaction with care and services  


We acknowledge the requirement to comply with DHCFP’s quality standards, including 
the requirement to participate in quality initiatives that align with the goals and 
objectives identified in the DHCFP’s Performance Measures, to periodically evaluate the 
effectiveness of our strategy and to submit to DHCFP a copy of our initial quality 
strategy as well as a revised copy whenever significant changes are made. 


ELEMENTS OF OUR QUALITY STRATEGIES 
Our quality strategies are designed to improve the health and well-being of those we 
serve by ensuring access high quality, comprehensive healthcare services. We 
continuously monitor services and activities to ensure we achieve program goals and 
objectives. Our monitoring activities include analysis of data, chart audits, member and 
provider feedback, external reviews and more. 


ASSESSING THE QUALITY AND APPROPRIATENESS OF CARE AND SERVICES FURNISHED TO 
MEMBERS 


We use an effective combination of state-specific manuals, evidence-based 
preventive health and clinical practice guidelines, nationally-recognized 
review criteria, proprietary clinical coverage guidelines, provider feedback 
and more to define high-quality and appropriate care for our members. Once 
we have established standards of care, we then routinely assess the quality 
and appropriateness of the care and services furnished by monitoring 


utilization patterns, clinical outcomes, and experience of care through a variety of 
methods. Our methods of evaluation include utilization reports, HEDIS®, CAHPS member 
satisfaction surveys, provider surveys, appeals data, social service referral data, 
quality reports and heat maps, committee feedback, external reviews, provider-specific 
reviews, and PCP and behavioral health provider medical record audits. Details of our 
measuring and monitoring activities are included in our response to Sections 3.9 and 
3.10. 


ENSURING CULTURALLY COMPETENT CARE 
We applaud Nevada’s efforts to promote the delivery of care and services in a manner 
that is respectful of culture, language and heritage. This is especially important given 
Nevada’s diversity, where nearly 50 percent of the population is Hispanic, Asian, 
African American or Native American. We currently administer similar case management 
programs in some of the most culturally diverse states of the country. Our proven 
experience with a broad array of diverse populations, including those served under this 
contract, will add significant value to DHCFP’s efforts.  


We will draw on our broad experience as we build our plan to deliver Nevada’s services 
in a culturally-competent manner. Our comprehensive cultural competency plan will 
guide our approach to facilitating culturally-relevant care for all members including 
those with limited English proficiency (LEP) and diverse cultural and ethnic backgrounds. 
As part of our program implementation, we will prepare and submit our initial cultural 
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competency plan which will describe our methods to encourage culturally-competent 


 Contact between members and providers  Translation services 


 Staff recruitment  Health education materials 


 Staff training  


At least annually, thereafter, we will review and revise our cultural competency plan to 
ensure we continue to meet Nevada’s evolving needs as the local population continues to 
grow and change. 


Collecting, Reporting, and Identifying Race, Ethnicity, and Primary Languages Spoken 
Our information systems, including those used by our member services staff, 
allow for the collection, reporting, and identification of race, ethnicity, and 
primary languages spoken for enrolled members. This data is critical to our 
overall quality assurance program as we use this data in our analysis for 
performance improvement projects and quality improvement projects. We 
also apply the data within our monitoring activities to assess for and 


correct health disparities among these groups. 


Success Story: A Culturally-Relevant Breast Cancer Screening Program Improves 
Access to, and Use of, Screening Mammograms 
One of our affiliate case management organizations identified disparities with breast 
cancer screening rates among a specific cultural group. Local feedback revealed cultural 
sensitivities and discomfort which made it difficult for many women to seek 
recommended screening mammograms. Member feedback was incorporated into the 
resulting program. Operated in partnership with a local, respected provider, the program 
was designed to increase breast cancer screening rates by educating local women about 
the importance of breast cancer screening, alleviating their fears, and assisting in 
appointment scheduling. The provider designated one day each month for members 
where members could receive culturally-appropriate education on breast cancer 
screening as well as personalized instruction on how to perform breast self-exams. While 
there, members could have their mammogram in a relaxed atmosphere. As a result of the 
efforts, the HEDIS rate for breast cancer screening increased, showing significant 
improvement from 49.16 percent to 56.43 percent in 2013 and 2014, respectively. 


In addition to collecting information on race, ethnicity, and languages, our systems are 
configured to identify members with special healthcare needs. For instance, we are able 
to identify members in foster care, those with specific diagnoses such as severe mental 
illness, members who are pregnant, those who are homeless, and more. We apply the 
information about special healthcare needs to quickly and efficiently enroll members in 
specialized case management programs where we can effectively ensure quality and 
appropriate care. 


By leveraging the data exchange and capture processes we developed with other states, 
we are prepared to receive DHCFP-provided race, ethnicity, and language data and 
incorporate the data into member demographic records.  
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MONITORING AND EVALUATING COMPLIANCE WITH STANDARDS 
We routinely monitor our compliance with standards. Our state-based 
quality teams, for instance, routinely monitor and evaluate individual 
performance improvement projects, conducting interim as well as final 
evaluations. Our interim evaluations allow us to measure the effectiveness of 
our interventions. During these interim evaluations, we evaluate whether the 
improvement can be sustained over time or if further system interventions 


are needed. At the conclusion of our projects, we complete a final evaluation. Here, we 
identify and summarize key findings, determine if there was meaningful improvement, 
identify and compare successful and unsuccessful interventions, and document the 
lessons learned and outcomes of the PIP. If implemented on a small scale, we also 
determine whether further testing is needed or if the pilot should be scaled up.  


In addition to monitoring individual PIPs, our quality teams conduct formal evaluations 
of our quality work plans, which includes HEDIS and performance improvement projects, 
on a quarterly basis. During quarterly evaluations, we assess completion of activities 
against established timelines, interim results, and accomplishments. Annually, our 
quality teams perform a full evaluation of our comprehensive quality assurance 
program. 


ARRANGING FOR EXTERNAL QUALITY REVIEWS 
Beyond our internal monitoring and evaluation of the quality and timeliness of, and 
access to, services provided under our contracts, we support external quality reviews. 
We have made significant investments in infrastructure, processes, and systems to 
support such reviews.  


System for Effectively Controlling, Tracking, and Monitoring External Reviews 
Our state-based directors of regulatory affairs are accountable for external reviews 
coordinating onsite visits, interviews, documentation review, data analysis and program 
evaluation. 


We use an online, searchable database and its five modules to support a variety of 
regulatory and compliance functions including tracking and monitoring of requests for 
external reviews. The five modules include: 


 Correspondence   Predictive Analysis 


 Deliverables  Secret Shop 


 Investigations  


The correspondence module manages our collection of audit information for both 
compliance and external reviews ensuring timely notifications to stakeholders while 
maintaining a central repository for all audit information and regulatory requests. 


Process for Ensuring Quality, Accuracy and Completeness of External Reviews 
Upon receipt of a request for information or notification of an audit, Regulatory Affairs 
accesses our correspondence database through our company intranet site. Regulatory 
Affairs creates a new event documenting details about the request including key dates, 
type of request, and a brief description of the request. The request is assigned a unique, 
system-generated identification number for ease of tracking and reporting. Regulatory 
Affairs then engages the appropriate functional owners to provide the requested 
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information and prepare for the audit. Once the requested information is available, it is 
provided to Regulatory Affairs for submission to the state and designated agency or to 
coordinate the onsite visit. 


Upon completion of the review or audit, Regulatory Affairs, or designated staff, updates 
the record to reflect the date the final report is received noting the outcome and follow 
up activities associated with the review and appending the physical report. The request 
or audit is then closed in the correspondence database. 


DESIGNATING PERFORMANCE MEASURES 
As described in detail in Sections 3.9 and 3.10 of the Scope of work, we designate 
performance measures and levels in consultation with our State partners, contractual 
requirements, state Medicaid manuals, NCQA standards, HEDIS specifications and 
results, our quality committees, and more.  


DESIGNING INFORMATION SYSTEMS THAT SUPPORT THE QUALITY STRATEGY 
We have a robust, integrated information system that supports the initial 
and ongoing operation and review of the DHCFP’s quality strategy. Our 
information system, which is described in detail in Section 3.18, includes our 
medical management platform, enrollment eligibility system, credentialing 
system, claims payment system, and more.  


RESPONDING TO SANCTIONS 
We understand DHCFP maintains ultimate authority and responsibility for the 
maintenance and annual evaluation of the quality strategy. We acknowledge that DHCFP 
may use intermediate sanctions if our performance or noncompliance with the provision 
of covered, medically necessary benefits and services becomes an impediment to 
meeting the healthcare needs of members or the ability of providers to adequately 
attend to those healthcare needs. We are prepared to respond immediately to any 
sanctions that DHCFP may issue. 


IDENTIFYING STANDARDS FOR ACCESS TO CARE, STRUCTURE AND OPERATIONS, AND 
QUALITY MEASUREMENT AND IMPROVEMENT 
We have reviewed the standards set forth in the Scope of Work and Request for Proposal 
for access to care, structure and operations, and quality measurement and 
improvement. We are prepared to meet all of the standards. Our processes are more 
fully described in Section 3.9 and 3.10 of the Scope for Work. 
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3.12 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 


3.12.1 Vendor Fiscal Standards 


The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
vendors. The vendor must comply with all DOI standards in addition to the managed care program 
standards described in this section.   


We understand and will comply with the provisions of Section 3.12.1.  We serve 
Medicaid managed care programs in multiple states and are familiar with financial 
stability requirements and related reporting requirements. 


3.12.2 Performance Security Deposit  


The vendor must provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to the DHCFP in order to guarantee 
payment of the vendor’s obligations under this contract.  The performance security deposit may be 
utilized by the DHCFP to remedy any breach of contract or sanctions imposed on the vendor.  


3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following 
award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  
This amount must be reviewed at the end of the first quarter of the contract period and may 
need to be increased or decreased to equal the actual required security deposit amount.  


The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of the highest month’s total capitation amount in the first quarter or fifteen 
million dollars ($15 million), whichever is greater. This must be deposited with the State 
Treasurer within fifteen (15) calendar days after the end of the first quarter of the contract. 
The total capitation amount is the sum of all capitation payments for all recipients for the 
month.  


3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten 
percent (110%) of the preceding year’s highest month’s total capitation payment or fifteen 
million dollars ($15 million), whichever is greater. 


3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond 
must utilize a company that meets the following listed requirements: 


A. A.M. Best A-VII rated insurance company 


B. Certified by the Department of Treasury, Financial Management Services for Nevada; 
and 


C. Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a 
length of time to be determined by the DHCFP in order to cover all outstanding liabilities. 


We understand and will comply with the provisions of Section 3.12.2.   


We will provide an initial performance security deposit or surety bond in the amount of 
$15 million within 10 business days following award of the contract.  We understand 
that this initial amount will be reviewed at the end of the first quarter of the contract 
period and may need to be increased to equal the actual required security deposit 
amount. We acknowledge that the amount of the performance security deposit following 
the review shall be 110 percent of the highest month’s total capitation amount in the 
first quarter or $15 million, whichever is greater.  If we are required to add to the 
performance security deposit, we will do so within 15 calendar days after the end of the 
first quarter of the contract.  
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We understand further that after the initial year of the contract the deposit will again 
be reviewed. The performance security deposit amount at that time must reflect an 
amount equal to 110 percent of the preceding year’s highest month’s total capitation 
payment or $15 million, whichever is greater, and we will be required to increase the 
deposit if necessary to equal such amount. 


We acknowledge that if we provide performance security to the State of Nevada in the 
form of a surety bond we must use a company that meets the following requirements: 


 A.M. Best A-VII rated insurance company 
 Certified by the Department of Treasury, Financial Management Services for Nevada 


and 
 Licensed by the Nevada Department of Business and Industry, Division of Insurance 


We understand that we must maintain the performance security deposit after the 
contract term for a length of time to be determined by the DHCFP in order to cover all 
outstanding liabilities. 


3.12.3 Vendor Liability 


The requirements set forth below shall be included in all subcontracts.  


3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following: 


A. The vendor’s debts, in the event of the vendor’s insolvency; 


B. For services provided to the recipient in the event of the organization failing to receive 
payment from the State for such services; 


C. For services provided to a recipient in the event a health care provider with a 
contractual, referral, or other arrangement with the vendor fails to receive payment 
from the state or the organization for such services; or 


D. Payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with the vendor in excess of the amount that would be owed by the 
recipient if the vendor had directly provided the services. 


3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center 
for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


We understand and will comply with the provisions of Section 3.12.3.   


We have incorporated these provisions into our provider contract templates, including 
the templates we will use for our Nevada Medicaid providers.  


We take balance billing seriously and further reinforce our policy against balance billing 
of members in a number of ways: 


 Provider Explanation of Payments: Each explanation of payment to a provider 
informs the provider of his or her obligation to dispute or appeal a claim denial and 
not to balance bill the member. 


 Grievances and Appeals Process:  Our grievance process is on the front lines of 
ensuring members are not balance billed.  We address each grievance individually, 
but we also monitor our incoming grievances for patterns relating to balance billing 
or other issues. 


 Provider Handbook:  Our provider handbook includes information about the 
prohibition against balance billing. 
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Balance billing is of particular concern with response to out-of-network providers.  
Recognizing this, we established an outbound call unit to work directly with provider 
offices when a member calls regarding a balance billing issue. After member services 
receives the report of balance billing, we initiate a call to the provider’s office to 
educate the provider’s staff on the prohibition against balance billing and work with 
them to identify the root cause and underlying issues. 


3.12.4 Payment of Claims 


3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if 
necessary, authorized covered services provided to enrolled recipients on dates of service 
when they were eligible for coverage unless the services are excluded under the DHCFP 
managed care contract or the Nevada Medicaid State Plan. The vendor will adjudicate and 
pay all claims in accordance with state and federal statutes and regulations. Not meeting all 
federal requirements, including those for timely claims payment, may be considered a 
breach. 


We understand and will comply with the provisions of Section 3.12.4.1. 


We have demonstrated capabilities to meet DHCFP’s requirement to process claims 
consistently, accurately and timely. Our claims and encounter processing application 
maintains complete processing statuses and timeline information for each unique 
submission from time of receipt through encounter submission to the State ensuring on 
time reporting to process and mail claims payments. We will adjudicate and pay all 
claims in accordance with state and federal statutes and regulations. 


3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party 
liability has been billed and processed prior to paying the claim. 


We understand and will comply with the provisions of Section 3.12.4.2. 


We currently perform cost avoidance and third party liability (TPL) identification 
activities under well-defined policies and procedures that conform to all federal and 
state requirements. Our coordination of benefits policies and procedures ensure that we 
are the payer of last resort in situations where members have other commercial, 
Medicare or liability insurance coverage that may be responsible for claim payment.  We 
also have established policies and procedures for processing claims where third party 
liability coverage exists to ensure that claim payment does not exceed allowed amount 
less the other carrier payment amount.  Upon contract award, we will ensure that third 
party liability has been billed and processed prior to paying the claim. 


3.12.4.3 The vendor must have a claims processing system and Management Information System 
(MIS) sufficient to support the provider payment and data reporting requirements specified 
in the contract. In addition, the vendor shall have the capability to electronically accept and 
adjudicate claims. 


We understand and will comply with the provisions of Section 3.12.4.3. 


Our Claims and Encounter processing applications (summarized in response to Section 
3.14.1) have the demonstrated capabilities to meet the requirements outlined by 
DHCFP. These capabilities include identified requirements such as compliance with 
DHCFP companion guides for encounter submissions, reconciliation of submissions to the 
cash disbursements journals, timeliness and accuracy of fee-for-service (FFS) claims 
processing, and procedural guidance for interest, adjustments, payment and remittance 
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processing. We actively encourage the use of electronic transactions whenever possible, 
supporting all industry standard transactions and formats. We have established a 
dedicated team of individuals to assist providers with the implementation of electronic 
transactions. We will accept paper claims, utilizing a vendor to convert them using 
optical character recognition (OCR) into standard 837 transactions. While FFS claims 
typically arrive from clearinghouses in batches, upon receipt, each individual claim 
becomes its own transaction. 


3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for 
covered services.  The vendor must allow all in-state network providers to submit claims 
for reimbursement up to one hundred eighty (180) days from the last date of service and out 
of state providers three hundred sixty five (365) days from the last date of service unless a 
shorter time period is negotiated. The vendor’s claims payment system must use standard 
claim forms.   


We understand and will comply with the provisions of Section 3.12.4.4. 


We will allow out-of-network providers to submit claims up to 365 days from the date of 
service. The in-network provider filing limit is established in our provider agreements as 
180 days from the date of service. 


3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) 
and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. 
The vendor must pay ninety five percent (95%) of all clean claims from practitioners, who 
are in individual or group practice or who practice in shared health facilities, within thirty 
(30) calendar days of the date of receipt. The vendor must pay ninety nine percent (99%) of 
all clean claims from practitioners, who are in individual or group practice or who practice 
in shared health facilities, within ninety (90) calendar days of the date of receipt. 


The date of receipt is the date the vendor receives the claim as indicated by the date stamp 
on the claim and the date of payment is the date of the check or other form of payment.   


We understand and will comply with the provisions of Section 3.12.4.5. 


We will measure and use existing performance guarantees in accordance with 42 CFR 
447.45d(2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and 
NRS 695C.185; 95 percent of all clean claims will be paid within 30 calendar days of 
receipt, and 99 percent of all clean claims will be paid within 90 calendar days of 
receipt. The prevailing state interest penalty will be applied to all clean claims not 
processed within this timeframe. Our staffing model takes into consideration all metrics 
so that all state requirements are satisfied. 


3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


We understand and will comply with the provisions of Section 3.12.4.6. 


3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In 
addition, this system must include edits to not allow for unbundling and the ability to pay 
certain State or local government providers the federal share only. 


We understand and will comply with the provisions of Section 3.12.4.7. 


Our systems include adjudication and clinical edits where claims are reviewed and 
edited throughout the claims workflow to ensure compliance with coding/billing, 
acceptable clinical practices and reimbursement. The stages of the editing along with 
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the corresponding vendor sources are listed below:  


Pre-adjudication process (Claims Edit System)  
Adjudication process (Optum)  
Post adjudication, prior to accounts payable cycle (iHealth)  


These applications compare the claim components (e.g. service codes, place of service) 
to industry standard coding criteria that incorporate guidelines established by CMS such 
as, the National Correct Coding Initiative (NCCI), the National Physician Fee Schedule 
Database, the AMA and Specialty Society correct coding guidelines and State specific 
regulations. Results of the claims review are received from the vendor applications and 
batch files and submitted to the core processing system where the adjudication process 
is completed.   


3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 
shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 
requires the vendor to pay interest to a provider of health care services on a claim that is not 
paid within the time provided in the contract or agreement at a rate of interest equal to the 
prime rate at the largest bank in Nevada, as ascertained by the Commissioner of Financial 
Institutions, on January 1 or July 1, as the case may be, immediately preceding the date on 
which the payment was due, plus  six percent (6%). The interest must be calculated from 
thirty (30) days after the date on which the claim is approved until the date on which the 
claim is paid. 


We understand and will comply with the provisions of Section 3.12.4.8. 


The prevailing state rate of interest equal to the prime rate at the largest bank in 
Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or 
July 1, as the case may be, immediately preceding the date on which the payment was 
due, plus six percent will be applied to all clean claims not processed within this 
timeframe. Our staffing model takes into consideration all metrics so that all state 
requirements are satisfied. 


We utilize a variety of historical data (e.g. claims volumes based on membership types) 
from our existing lines of business to forecast appropriate staffing.  We have an 
accurate staffing model that accounts for variances, auto-adjudication rates and 
inclusive of anticipated claims disputes. 


3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment 
schedule but such a schedule must be stipulated in the provider’s network contract. If the 
vendor does not pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a 
financial penalty for each day the vendor is out of compliance.  <Need SME> 


We understand and will comply with the provisions of Section 3.12.4.9. 


3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid 
accurately upon initial submission. 


We understand and will comply with the provisions of Section 3.12.4.10. 


As discussed in 3.12.4.5 we will accurately pay claims with 95 percent of claims paid 
accurately upon initial submission. 


3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors.  
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We understand and will comply with the provisions of Section 3.12.4.11. 


We have developed a broad range of tools including a verification of services (VOS) 
process we use to validate that services billed and paid for were actually provided. 
Through this verification process we will send a notice to a random sampling of members 
each month that would contain billed claim information specific to the member. This 
process encompasses sending a notice that will include a cover letter that explains the 
document, required actions for the member, and a summary of the services to be 
verified. The notice also informs the member that he/she should contact our Special 
Investigations Unit (SIU) hotline if he or she has any questions.   


3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any 
changes to the software system to be used to support the claims processing function as 
described in the vendor’s proposal and incorporated by reference in the contract. 


We understand and will comply with the provisions of Section 3.12.4.12. 


Our release management process is designed to ensure stability in the production 
environment while enabling timely delivery of needed functionality into production. We 
acknowledge our responsibility to notify DHCPF prior to the installation or 
implementation software upgrades or replacements. Our current practice is to publish 
the release schedule for a calendar year in advance of the start of the year. Our 2016 
release schedule was published and made available to State partners in December 2015. 
Our release schedule establishes timelines for deployments and enhancements, and 
changes involving outages are planned for non-production hours. The Information 
Management and Systems Director will publish this schedule and coordinate any 
variances from this schedule with the DHCFP. 


3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, 
procedure, or payment is in question. Medical reviews must be conducted by a licensed 
medical clinician(s).  


We understand and will comply with the provisions of Section 3.12.4.13. 


We will conduct a review and/or audit of claims relative to the appropriateness of the 
services rendered, the procedures billed for, or the overall payment methodology to 
effectuate the correct billing and payment on the claim as needed.  We will review as 
needed or on a periodic basis, documentation including, but not limited to, the medical 
record, uniform billing (UB) and/or itemized bill, to complete an audit of the provider 
submitted coding, treatment, clinical outcome and diagnosis relative to a submitted 
claim. When retrospective reviews are initiated by providers, we review post-service 
requests for authorization of inpatient admissions or outpatient services. The review 
includes making coverage determinations for the appropriate level of services, applying 
the same approved medical criteria used for the pre-service decisions and taking into 
account the member’s needs at the time of service. We also identify quality issues, 
utilization issues and the rationale behind failure to follow our prior authorization/pre-
certification guidelines.  


3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) 
– Payment Policy. The vendor shall deny or recover payments to healthcare professionals 
and inpatient hospitals for care related to the treatment of the consequences of PPCs and 
Other Provider Preventable Conditions (OPPC) that meet the following criteria: 


A. Is identified in the Medicaid State plan; 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


251







Section 3 
Scope of Work 


 
 
 


B. Has been found by the DHCFP, based upon a review of medical literature by qualified 
professionals, to be reasonable preventable through the application of procedures 
supported by evidence-based guidelines; 


C. Has a negative consequence for the recipient; 


D. Is auditable; 


E. Includes, at minimum, wrong surgical or other invasive procedure performed on a 
patient;  


F. Surgical or other invasive procedure performed on the wrong body part; and 


G. Surgical or other invasive procedure performed on the wrong patient. 


We understand and will comply with the provisions of Section 3.12.4.14. 


We will deny or recover payments to health care professionals and inpatient hospitals 
for care related to the treatment of the consequences of PPCs and Other Provider 
Preventable Conditions (OPPCs) which meets the requirements outlined in the question. 
The first step in ensuring payment for provider preventable conditions is to identify 
those conditions which fall into the “never event” categories. We identify codes via the 
Core Processing System that match the conditions for which there will be no payment 
made to providers. The codes are set to “auto-deny” by system adjudication and 
configuration set up in the claims system. Our providers, provider representatives, 
finance staff, UM nurses, quality staff, and providers are trained on the meaning and 
identification of the conditions for which payment will be denied.  


CMS requires a “present on admission form” to document the presence of anything that 
could become confused with a provider preventable conditions. For example, if a 
member comes into the hospital with a urinary tract infection (UTI), the “present on 
admission” form would be used to capture that diagnosis at the time of admission so 
that upon discharge the hospital would not be held responsible for the UTI. We will 
ensure that providers understand the “present on admission form” requirement and 
complete that form for each of our members that is admitted.  


The most effective way to prevent errors that lead to the conditions identified above is 
to have a robust training and quality improvement program. Using the tools available to 
us, we will seek to ensure a safe experience to avoid these preventable conditions from 
occurring. However, we also will ensure that no payment will be made when these 
unfortunate events occur. 


3.12.5 Financial Solvency  


The vendor must demonstrate that it has adequate financial reserves and administrative ability to 
carry out its contractual obligations.  The vendor must maintain financial records and provide the 
DHCFP with various financial statements and documentation upon request and as outlined in the 
contract and Attachment T ~ Forms and Reporting Guide, including any revisions or additions 
to the document. 


3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as 
submitted to the Division of Insurance. 


3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We understand and will comply with the provisions of Section 3.12.5.  We serve 
Medicaid managed care programs in multiple states and are familiar with financial 
solvency requirements and related reporting requirements.  We have standard processes 
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in place to ensure that our financial reports are completed timely and accurately and 
submitted to the appropriate agencies. 


3.12.6 Third-Party Liability (TPL) 


3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or 
program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the 
Employee Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits 
plans and Section 6035 of the Deficit Reduction Act of 2005. TPL activities included in this 
contract are the Coordination of Benefits (COB) cost avoidance of Medicaid claims. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers are required to 
take all reasonable measures to identify legally liable third parties and treat verified TPL as 
a resource of the Medicaid and CHIP recipient.  


We understand and will comply with the provisions and definitions in Section 3.12.6.1.  


3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with 
Federal regulations.  The DHCFP contracted managed care organization, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of TPL for cost 
avoiding claims, collection, within the limitation of the Fair Debt Collection Practices Act, 
15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 
42 CFR 433.154.  The managed care organization’s capitated payments include an offset in 
the rates for these collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of their risk based 
capitation payment. The managed care organization is required to secure signed 
acknowledgements from enrolled Medicaid recipients or their authorized representative 
confirming any prior resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.) and share that information with the DHCFP. Third-party liability (TPL) is a self-
reporting element. MCO’s are responsible for developing and distributing communication 
forms to enrolled Medicaid recipients. 


We understand and will comply with the provisions of Section 3.12.6.2. 


All other available Third Party Liability (TPL) resources are obligated to pay claims 
before we and Medicaid will pay. We will make every reasonable effort to determine 
third parties to pay for services rendered. Our claims broker service will develop and 
maintain a process to identify and capture information regarding other insurance 
sources (TPL) for members. We will perform cost avoidance and third party liability 
collection activities under well-defined policies and procedures that conform to federal 
and state requirements as stated above.  


3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a 
service covered by other insurance based on recipient's type of TPL coverage and type of 
service (e.g., medical service claim with medical service coverage, pharmacy service claim 
with  pharmacy coverage).  Allow for TPL overrides when the other insurance is exhausted 
or the service is not covered by the other liable party, making Medicaid the payer of last 
resort for the claim. 


We understand and will comply with the provisions of Section 3.12.6.3. 


3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  
Vendor is required to obtain TPL information independently of the DHCFP for the purpose 
of avoiding claim payments or recovering payments made from liable third parties. All 
information on the third party, including collections and collection attempts, are to be 
reported to the DHCFP (including circumstances under which the third party refuses to pay) 
on the Third Party Monthly Report located in the Forms and Reporting Guide. TPL 
collections should also be reported to the DHCFP through encounter data and other 
required reports. 
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We understand and will comply with the provisions of Section 3.12.6.4. 


As stated above, we engage in a rigorous TPL Identification process to ensure proper 
claim payment. We maintain our other insurance information in a coordination of 
benefits (COB) history database. 


The COB history tables are maintained by our IT department. The COB history tables are 
only editable by specific users at our organization who have a business need to update 
COB information. Once a COB record is entered into the COB history tables, it cannot be 
deleted, only updated. If we receive information that a recipient’s COB information has 
changed, the COB will be re-validated by a COB Team member and the appropriate 
updates will be made in the Claims/Eligibility System.    


Keeping up-to-date COB information ensures that recipients’ claims are processed 
correctly, through the cost avoidance process, and can also be used for the purposes of 
overpayment recovery directly from the provider or liable third party.  


We understand and will comply with the reporting requirements for Third Party Liability 
collections and collection attempts. 


3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources 
that it identifies but also for using third-party resources identified and communicated to the 
managed care organization by the DHCFP. 


We understand and will comply with the provisions of Section 3.12.6.5. We will pursue 
third-party resources we have identified, and will use any third-party resources 
identified and communicated to us by the DHCFP. 


3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated 
rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date 
to recover TPL payment; after 365 days, vendor forfeits the right to recovery to the State 
unless vendor can provide evidence that the recovery effort is active and/or in dispute. The 
vendor will be responsible to pay for the cost incurred to complete the recovery of the TPL 
payment to the DHCFP. 


We understand and will comply with the provisions of Section 3.12.6.6. 


We use two methods for recouping erroneous overpaid claims: Direct Provider Recovery 
and Carrier Billing. We will indicate intent to recover on health-related insurance by 
providing to the Department an electronic file of those cases it will pursue in a format 
agreed to by the State. We are responsible to notify the Department through the 
prescribed electronic file process of all outcomes for those cases identified for pursuit. 


We understand that we have 365 days from claim paid date to recover TPL payment; 
after 365 days, we forfeit the right to recovery to the State unless we can provide 
evidence that the recovery effort is active and/or in dispute. We will be responsible to 
pay for the cost incurred to complete the recovery of the TPL payment to the DHCFP. 


3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance 
with State and Federal rules and regulations, currently established as seventy-two (72) 
months. 


We understand and will comply with the provisions of Section 3.12.6.7 and will maintain 
the minimum historical TPL eligibility data online in accordance with State and Federal 
rules and regulations, currently established as seventy-two (72) months. 


3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special 
Health Care Needs (CSHCN); and State Victims of Crime. 
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We understand and will comply with the provisions of Section 3.12.6.8. 


3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual 
and other State and Federal rules and regulations are met by the TPL business function. 


We understand and will comply with the provisions of Section 3.12.6.9. 


We perform cost avoidance and third party liability identification activities under well-
defined policies and procedures that conform to all Federal and State requirements.   


We will ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual and other State and Federal rules and regulations are met by the TPL business 
function in our organization.  We work directly with our state partners, our Regulatory 
Affairs team and our Public Policy Team to identify state or Federal changes that may 
impact our TPL processes.   


3.12.7 Subrogation 


3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under 
an insurance policy is entitled to all the rights and remedies belonging to the insured against 
a third party with respect to any loss covered by the policy. 


We understand and will comply with the provisions of Section 3.12.7.1. 


3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care 
organization shall utilize the EVS eligibility system and TPL data provided to the MCO by 
the DHCFP to assist in accomplishing this objective.  


We understand and will comply with the provisions of Section 3.12.7.2. 


We will work directly with DHCFP to ensure DHCFP and the managed care 
organization (MCO) liens can be resolved fairly. 


3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and 
subrogation collection reports to validate collection activities and results. The managed care 
organization will then be expected to meet or exceed baseline target collections as 
determined by the DHCFP and its actuaries.  The baseline target amount will be built into 
future rates. If the managed care organization does not meet or exceed baseline TPL and 
subrogation collections, the DHCFP will conduct a review to determine if there is a 
legitimate reason.  If there is no legitimate reason as determined by the Division, the 
difference between baseline and actual collections will be deducted from the managed care 
organization’s costs before the data is used to set future rates.  The DHCFP will 
prospectively adjust capitation rates to account for expected TPL collections. 


We understand and will comply with the provisions of Section 3.12.7.3. 


 


3.12.8 Reserving 


As part of its accounting and budgeting function, the vendor will be required to establish an 
actuarially sound process for estimating and tracking incurred but not reported (IBNRs) claims.  
The vendor must provide documentation of the IBNRs review and certification by an actuary. The 
vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital 
outpatient, physician, and pharmacy) to cover both IBNRs and reported but unpaid claims 
(RBUCs). As part of its reserving methodology, the vendor must conduct annual reviews to assess 
the actuarial validity of its reserving methodology, and make adjustments as necessary. 
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We understand and will comply with the provisions of Section 3.12.8.  


We have an actuarially sound process for estimating and tracking incurred but not 
reported (IBNR) costs. We reserve funds by major categories of service to cover both 
incurred but not reported, and reported but unpaid claims. As part of our reserving 
methodology we conduct quarterly reviews to assess our reserving methodology and 
make adjustments as necessary. 


3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States. 


3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security 
Act (the Act), the vendor shall not provide any payments for items or services provided 
under the Medicaid State Plan or under a waiver to any financial institution or entity located 
outside of the United States (U.S.). 


We understand and will comply with the provisions of Section 3.12.9.1. 


3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial 
institutions or entities such as provider bank accounts or business agents located outside of 
the U.  S. are prohibited by this provision. Further, this Section prohibits payments to 
telemedicine providers located outside of the U.S. Additionally; payments to pharmacies 
located outside of the U.S. are not permitted. 


We understand and will comply with the provisions of Section 3.12.9.2. 


3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a 
waiver to any financial institution or entity located outside of the U.S. may be recovered by 
the State from the vendor 


We understand and will comply with the provisions of Section 3.12.9.3. 


3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 
1101(a)(1) of the Act defines the term “State” to include the District of Columbia, Puerto 
Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa, when 
used under Title XIX. 


We understand and will comply with the provisions of Section 3.12.9.4. 


3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” 
refers to medical assistance for which the State claims Federal funding under section 
1903(a) of the Act. Tasks that support the administration of the Medicaid State Plan that 
may require payments to financial institutions or entities located outside of the U.S. are not 
prohibited under this statute. For example, payments for outsourcing information 
processing related to Plan administration or outsourcing call centers related to enrollment or 
claims adjudication are not prohibited under this statute.  


We understand and will comply with the provisions of Section 3.12.9.5. 
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3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS 


3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance 
process, an appeal process, and access to the State Fair Hearing system.  


3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the 
actions listed below. Possible issues for grievances include, but are not limited to, access to 
care, quality of services, interpersonal relationships between vendor staff and recipients or 
providers, and failure to respect a recipient’s rights. 


We understand the definition of “grievance” in Section 3.13.1.1 and that it may include, 
but not be limited to, access to care, quality of services, interpersonal relationships 
between vendor staff and recipients or providers, and failure to respect a recipient’s 
rights. 


As a service-oriented organization, we communicate with members about their rights, 
including their right to express dissatisfaction or their right to request an appeal when 
services are denied, reduced, suspended or terminated. Grievances provide invaluable 
feedback about our members’ experiences with us and the health care delivery system 
at large, so we strive to create an environment where our members trust that we take 
their concerns seriously and will address problems when they are encountered. Appeals 
are not just a basic right of enrollment but an integral part of our overall quality-
oriented medical management program. Given the importance of grievances and 
appeals, our company policy prohibits delegation of these functions to subcontractors; 
instead, all are managed in-house. 


We have in place a fully functional Grievance, Appeal and Fair Hearing system for 
members and providers, and that such system meets or will meet the RFP's contractual 
requirements at the time of award and execution. Our grievance and appeals system 
complies with Federal and State regulatory requirements and includes processes to 
receive, process, and report on member grievances and appeals. Our internal review 
process, which provides one level of appeal, allows members and providers to present 
new or additional information about the member’s health so we may evaluate previously 
denied, reduced, or suspended services. As required, our grievance and appeals system 
includes access to the State’s fair hearing system allowing members and providers at 
any time to appeal our organization’s decision to uphold the denial. 


Upon receipt of a grievance, the grievance coordinator researches the member’s 
complaint. If the grievance requires input by another department, including clinical 
professionals for grievances involving clinical issues, the coordinator works with the 
department(s) to gather facts. If the grievance is from a member enrolled in care 
management, the coordinator contacts the care manager to inform him/her of the 
grievance and engage the care manager in the review which is especially critical when 
the issue pertains to care the member is receiving. Upon completion of the research, the 
coordinator updates the database summarizing the issue, key dates associated with the 
matter (i.e., receipt date, date acknowledged), and the final disposition. The 
coordinator also prepares the grievance disposition letter explaining the research 
process, our findings, and the actions we have taken or will take. The grievance 
disposition letter is sent as expeditiously as the member’s health condition requires but 
no more than 90 calendar days from the date the grievance was received.  


For appeals, we do not give deference to the original adverse determination. Upon 
receipt, the reviewer begins investigating the request, including all aspects of clinical 
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care involved, taking into account all comments, documents, records, or any other 
information submitted by the member or his/her representative without regard to 
whether such information was supplied or considered in the initial review.  


Once the review is complete, the reviewer documents findings and makes a 
determination. If the request is approved, the reviewer enters the authorization in our 
medical management platform and sends written notification to the member and 
provider (or triggers reprocessing of the claim if services have been rendered). If the 
recommendation is to uphold the denial, the reviewer forwards the request and 
supporting documentation to a Medical Director for final determination. While our 
internal review process does not require review by our Appeals Committee (only review 
by a physician with appropriate clinical expertise who was not involved in previous 
levels of review or decision-making), our Medical Directors may engage our Appeals 
Committee as an additional level of multi-specialty physician review to objectively 
evaluate the determination and the best interests of the member. 


Upon completion of the review, the reviewer updates the database with a dated 
summary of the issue or request, key dates associated with the request (i.e., receipt 
date, date closed), and final disposition. The coordinator also prepares and sends 
written notice of the appeal decision, which includes the results and date of the appeal 
outcome, information about the criteria used for the evaluation, the rationale for the 
decision, and information about the appeal rights available to the member through the 
State’s fair hearing system including how to request a State fair hearing. The notice also 
informs the member of his/her right to continue receiving benefits pending further 
review, how to request continuation of benefits and information that the member may 
be liable for the cost of any continued benefit received if the action is upheld in a 
hearing. For pre-service appeals, we issue notices as quickly as the member’s health 
condition requires but no more than 30 days from the date the request was received.  


3.13.1.2 An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type or level of 
service; 


B. The reduction, suspension or termination of a previously authorized service; 


C. The denial, in whole or in part, of payment for a service; 


D. The failure to provide services in a timely manner; or 


E. The failure of a vendor to process grievances, appeals or expedited appeals within 
required timeframes including resolution and notification.  


We understand the definition of “appeal” in Section 3.13.1.2 and that the review of the 
five actions stated in A-E are the basis for appeals filed. 


3.13.1.3 The vendor must provide information about these systems to recipients at the time of 
enrollment. The vendor must inform providers and subcontractors at the time they enter into 
a contract.  


A. This information must include:  


1. The recipient’s right to file grievances and appeals; the requirements and 
timeframes for filing; 


2. The availability of assistance with filing;  


3. The recipient’s right to request continuation of benefits during an appeal or State 
Fair Hearing although the recipient may be liable for the cost of any continued 
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benefits if the action is upheld;  


4. The toll free number to file oral grievances and appeals; and  


5. Any DHCFP determined provider’s appeal rights to challenge the failure of the 
organization to cover a service. 


We understand and will comply with the provisions of Section 3.13.1.3. Recipients will 
receive information about the systems in place for filing grievances and appeals. 


Upon entering into a contract with the State, much information is provided to members, 
providers and subcontractors about our grievance and appeals system including the 
items 1-5 listed above. Specifically, a notice of action is sent to the member whenever a 
prior authorization request is denied. Information about the entire process is outlined in 
member materials. In addition, if a member calls in to customer service about a denied 
claim or authorization, our customer service representatives are trained on the appeals 
process and can answer any questions the caller may have.  


For providers and subcontractors, the Quick Reference Guide, provider manual, and 
website list information regarding the member and provider appeals processes. The 
explanation of payment that is distributed when a claim is filed also contains the 
provider’s appeal rights. If the provider calls in about a denied claim or authorization, 
our customer service representatives are trained on the appeals process and can answer 
any questions the caller may have. New providers are provided this information during 
the onboarding process.  


3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in the Forms and Reporting 
Guide in addition to Attachment W ~ Appeals and Grievances. The report should be broken 
out by hearing issue; date requested and dates resolved, program and outcome for tracking, 
trending and corrective action. 


We understand and will comply with the reporting requirements defined in Section 
3.13.1.4. 


Our grievance and appeals system complies with Federal and State regulatory 
requirements and includes processes to receive, process, and report on member 
grievances and appeals. Monthly and quarterly reports will be submitted to the DHCFP. 
We will follow the templates located in the Forms and Reporting Guide and Attachment 
W – Appeals and Grievances. The criteria listed for the report will be included. 


3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal 
procedures and shall direct all grievance and appeals, whether verbal or the recipient 
chooses to file in writing. Should a recipient choose to appeal in writing, the recipient shall 
be instructed to file via mail or fax to the designated P.O. Box or fax number for medical 
appeals. 


We understand and will comply with the provisions of Section 3.13.1.5.  


A member grievances and appeals coordinator will be assigned to work with Nevada 
members. This contact person is knowledgeable of the grievance and appeal procedures 
and shall direct all grievances and appeals, whether verbal or written. If the member 
files in writing, instructions for doing so will be provided to the member in a timely 
manner. The member can file via mail or fax to the designated P.O. Box or fax number 
for medical appeals readily available to Nevada members. 
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3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to 
process grievance and appeals in accordance with the requirements. The vendor shall notify 
the DHCFP of the names of appointed staff recipients and their phone numbers. Staff shall 
be knowledgeable about the applicable state and federal law, vendor's rules and regulations, 
and all court orders governing appeal procedures, as they become effective. 


We understand and will comply with the provisions of Section 3.13.1.6.  


Our staff (clerical and professional) will be sufficient to process grievance and appeals 
in accordance to the requirements. Staffing levels are continually monitored to ensure 
complete coverage so that members experience no delays in receiving assistance. Based 
on historical data from prior implementations, we look for similarities in population, 
etc. to determine the number of staff required. We will review prior implementations to 
estimate the number of grievances as compared to the membership population. We also 
can estimate the staffing requirements based on number of grievances and the work 
time needed per grievance. 


We will notify the DHCFP of the names of appointed staff members and their phone 
numbers. They will be knowledgeable about the applicable state and federal law, our 
rules and regulations, and all court orders governing appeal procedures due to our 
extensive training curriculum provided to all staff members. Mandatory training for 
grievance personnel in a Medicaid plan is approximately 100 hours. There is a required 
passing score of 85% at the conclusion of training. 


3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance 
with federal and state regulations as well as contractual compliance. 


We understand and will comply with the appeals audit process as stated in Section 
3.13.1.7. 


We have a staff of quality auditors who audit cases processed by appeals associates. 
They perform pre-resolution reviews for trainees and post-resolution for all other 
appeal associates to ensure a comprehensive, quality resolution is provided in easily 
understandable language and according to established regulatory and contractual 
guidelines. Post-resolution, approximately 5-10 cases per associate per month are 
audited and scored. Results are shared with the associate and their supervisor. In 
addition, the overall quality scores of the department are aggregated, tracked and 
trended for improvement opportunities. Each month, we review scoring “defects” to 
assess training needs of the department or individuals or other improvement 
opportunities.  


We also perform calibration analysis on the quality auditors to ensure there is no more 
than three percent variance in scoring by auditor. 


We review the appeals process annually to ascertain compliance with federal and state 
regulations as well as contractual compliance. 


3.13.2 Recipient Grievances and Appeals 


The authority for the following provisions concerning Recipient Grievances and Appeals is found 
in 42 CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations 
include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and 
(d) and (g) (1), 438.210(c), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


We understand and will comply with the provisions of Section 3.13.2.  
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3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the 
DHCFP for review and approval at the time the Vendor’s Policies and Procedures are 
submitted, and at any time thereafter when the vendor’s recipient grievances and appeals 
policies and procedures have been revised or updated (not including grammatical or 
readability revisions or updates). The vendor may not implement any policies and 
procedures concerning its recipient grievance and appeal system without first obtaining the 
written approval of the DHCFP. 


We understand and will comply with the provisions of Section 3.13.2.1.  


Our grievance and appeal system is in writing and will be submitted to the DHCFP for 
review and approval at the time our Policies and Procedures are submitted, and at any 
time thereafter when our member grievances and appeals policies and procedures are 
revised or updated. We understand that we may not implement any policies and 
procedures concerning our member grievance and appeal system without first obtaining 
the written approval of the DHCFP. 


3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an 
appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) 
calendar days or exceed ninety (90) calendar days from the date on the entity’s notice of 
action. 


We understand and will comply with the provisions of Section 3.13.2.2. 


3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the 
following conditions are met: 


A. The appeal is filed on or before the later of the following: a) within ten (10) calendar 
days of the vendor mailing the Notice of Action; or b) the intended effective date of the 
vendor’s proposed action.  


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment. 


C. The services were ordered by an authorized provider. 


D. The authorization period has not expired. 


E. The recipient requests continuation of benefits. 


We understand and will comply with the provisions of Section 3.13.2.3.  


Internal policies and procedures define when our organization continues recipient 
benefits while an appeal is in process. Each associate who handles these items has job 
aids to assist with this process. When a pre-service appeal is cataloged into our 
inventory tracking system for appeals, the coordinator will review the case and 
determine whether the conditions are met to continue the recipient’s benefits. A 
recipient can request continuation of benefits through many means including by letter to 
us, through his or her provider, by e-mail message, or by calling the recipient services 
call center. 


3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, 
and the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 


B. The recipient does not request a State Fair Hearing with continuation of benefits within 
ten (10) days from the date the Vendor mails an adverse appeal decision; 


C. A State Fair Hearing decision adverse to the recipient is made, or 
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D. The service authorization expires authorization or limits are met. 


We understand and will comply with the provisions of Section 3.13.2.4.  


3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) 
may file a grievance or submit an appeal directly with the DHCFP. However, such 
grievances and appeals will be referred to the vendor for resolution. In the event a provider 
files an appeal on the recipient’s behalf, the provider must first obtain the recipient’s 
written permission with the exception of an expedited appeal. 


We understand and will comply with the provisions of Section 3.13.2.5.  


3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if 
not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The 
vendor is required to provide access to and information about the State Fair Hearing process 
in the event a recipient’s appeal is not resolved in favor of the recipient. Grievances are not 
eligible for referral to the State Fair Hearing process. 


We understand and will comply with the provisions of Section 3.13.2.6.  


3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance 
either orally or in writing. Unless the recipient has requested an expedited resolution, an 
oral appeal may be followed by a written, signed appeal. The vendor may not require a 
written signed appeal following an oral request for an expedited appeal. If a grievance or 
appeal is filed orally, the vendor is required to document the contact for tracking purposes 
and to establish the earliest date of receipt. There is no requirement to track routine 
telephone inquiries. 


We understand and will comply with the provisions of Section 3.13.2.7.  


3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. 


We understand and will comply with the provisions of Section 3.13.2.8.  


3.13.3 Authorization and Notice Timeliness Requirements 


3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the 
recipient’s health requires and within the State’s established timelines that may not exceed 
fourteen (14) calendar days following receipt of the request for service, with a possible 
extension of up to fourteen (14) additional calendar days if the recipient or provider 
requests the extension; or, the vendor justifies (to the DHCFP upon request) a need for 
additional information and how the extension is in the recipient’s interests. The vendor 
must provide written notice of the reason for the extension and inform the recipient of their 
right to file a grievance. 


We understand and will comply with the provisions of Section 3.13.3.1. 


3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, 
maintain, or regain maximum function, the vendor must make an expedited authorization 
decision and provide a Notice of Action as expeditiously as the recipient’s health condition 
warrants and no later than seventy two (72) hours after receipt of the request for service. 
The vendor may extend the (72) hours’ time period by up to fourteen (14) calendar days if 
the recipient requests an extension or if the vendor justifies (to the DHCFP upon request) a 
need for additional information and how the extension is in the recipient’s best interest. The 
vendor must provide written notice of the reason for the extension and inform the recipient 
of their right to file a grievance. 


We understand and will comply with the provisions of Section 3.13.3.2.  
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3.13.4 Notice of Action 


3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes 
action or makes an adverse determination affecting the recipient. If a provider has made a 
request on a recipient’s behalf and the vendor makes an adverse determination, the provider 
must be notified but this notification need not be in writing. 


We understand and will comply with the provisions of Section 3.13.4.1.  


We will provide a written Notice of Action to the member when we take action or make 
an adverse determination affecting the member. If a provider has made a request on a 
member’s behalf and we make an adverse determination, the provider will be notified 
but this notification need not be in writing. 


3.13.4.2 The notice must meet all of the following requirements: 


A. Be available in the State-established prevalent non-English languages; 


B. Be available in alternative formats for persons with special needs (visually impaired 
recipients, or recipients with limited reading proficiency); and 


C. Use easily understood language and format requirements of 42 CFR 438.404(c); 42 
CFR 438.10(c) and (d).  


We understand and will comply with the provisions of Section 3.13.4.2.  


Our Notice of Action will contain the items as defined in A-C above. Because we identify 
members that may have a linguistic barrier, we make the notice available in the State-
established prevalent non-English language. It is also provided in the alternate 
communication methods as necessary for persons with special needs (visually impaired 
members or members with limited reading proficiency). 


3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must 
explain: 


A. The action the vendor or its subcontractor has taken or intends to take; 


B. The reasons for the action; 


C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees with 
decision; 


D. The recipient’s right to request a State Fair Hearing after the recipient has exhausted 
the vendor’s internal appeal procedures; 


E. The procedures for exercising the recipient’s rights to appeal; 


F. The circumstances under which expedited resolution is available and how to request it; 


G. The recipient’s rights to have benefits continue if the appeal is filed on or before the 
latter of the following: within ten (10) calendar days of the vendor mailing the Notice 
of Action or the intended effective date or the proposed action pending the resolution 
of the appeal, how to request that benefits be continued, and the circumstances under 
which the recipient may be required to pay the costs of these services; 


H. That the recipient may represent himself or use legal counsel, a relative, a friend, or 
other spokesman; 


I. The specific regulations that support, or the change in federal or State law that requires 
the action; and 


J. The recipient’s right to request an evidentiary hearing if one is available or a state 
agency hearing, or in cases of action based on change in law, the circumstances under 
which a hearing will be granted. 
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We understand and will comply with the provisions of Section 3.13.4.3.  


Ensuring members receive proper notice of action is a key component of our Grievance 
System. Our notice of action letters, as well as the process, will comply with state and 
regulations as defined in items A-J above. The contents of the notice will include the 
action we are going to take, the reasons for the action, the member’s right to an appeal, 
their right to request a State Fair Hearing, the procedures for exercising the right to 
appeal, the circumstances under which expedited resolution is available and how to 
request it. Written acknowledgement letters are mailed no later than 10 business days 
after receipt of the grievance or appeal. The notice will also inform the member that 
during the appeals process, members have a right to have their benefits continue. In 
addition, members are informed that they may represent themselves or use legal 
counsel, a relative, a friend or other spokesman to discuss the notice of action. The 
specific regulations that support the action, or the change in federal or State law that 
requires the action are included in the notice of action and the member’s right to 
request an evidentiary hearing if one is available or a state agency hearing, or in cases 
of action based on change in law, the circumstances under which a hearing will be 
granted. 


3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when 
the action is a termination, suspension, or reduction of previously authorized covered 
services. This timeframe may be shortened to five (5) days if probable recipient fraud has 
been verified.  


We understand and will comply with the provisions of Section 3.13.4.4.  


3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:  


A. In the death of the recipient;  


B. A signed written recipient statement requesting termination or giving information 
requiring termination or reduction of services (where the recipient understands that this 
must be the result of supplying that information); 


C. The recipient’s admission to an institution where he is ineligible for Medicaid services; 


D. The recipient’s address is unknown and mail directed to him has no forwarding 
address; 


E. The recipient has been accepted for Medicaid services by another local jurisdiction, 
state, territory, or commonwealth; 


F. The recipient’s physician prescribes the change in level of medical care; 


G. An adverse determination made with regard to the preadmission screening 
requirements for nursing facility admissions; or 


H. When being transferred from a nursing facility for the following reasons: 


1. The safety or health of individuals in a facility would be endangered;  


2. The residents health improves sufficiently to allow a more immediate transfer or 
discharge;  


3. An immediate transfer or discharge is required by the resident’s urgent medical 
needs; or 


4. The resident has not resided in a nursing facility for thirty (30) calendar days 
(applies only to adverse action for nursing facility transfers). 


We understand and will comply with the provisions of Section 3.13.4.5.  
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Each of the eight situations posed above is handled in a different manner. 


In the case of the death of the recipient, we will send a ticket to our enrollment 
department to request verification from the State. 


The enrollment department would also handle any recipient request for termination. 


In the case of an admission to an institution where a recipient is ineligible for Medicaid 
services, we will deny the request for the facility and then notify the provider. 


Our recipient services department becomes involved and tries to find a resolution when 
the recipient’s address is unknown and mail directed to him/her has no forwarding 
address. 


If the recipient has been accepted for Medicaid services by another local jurisdiction, 
state, territory, or commonwealth, a ticket is initiated in our enrollment department to 
request verification. 


If we are aware of the recipient’s physician prescribing a change in the level of care, we 
will act accordingly and look at the change’s impact. If it impacts an anticipated denial, 
we will send the notice of action. If it doesn’t, then nothing needs to be done. 


An adverse determination made with regard to the preadmission screening requirements 
for nursing facility admission will be communicated via fax or phone call at the time of 
denial. 


When being transferred from a nursing facility for any of the four reasons defined above 
under item H, we will communicate to the provider and recipient in the most expeditious 
method available. Any denial or adverse determination that we as a company make, the 
provider is notified that same day either by a fax or phone call in which appeal rights 
are provided. In addition, the provider also receives a letter. 


3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of 
payment.  


We understand and will comply with the provisions of Section 3.13.4.6.  


3.13.4.7 The vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. Untimely service authorizations constitute a denial and are 
thus adverse actions. 


We understand and will comply with the provisions of Section 3.13.4.7. Dates and 
timeframes will be included in the notice of action. We understand that untimely service 
authorizations constitute a denial and are thus adverse actions. 


3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the 
process and the date it was completed. In addition, reasonable efforts shall be made to 
provide oral resolution notice. 


We understand and will comply with the provisions of Section 3.13.4.8.  


3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include: 


A. The right to request a State Fair Hearing, and how to do so; 


B. The right to request to receive benefits while the hearing is pending, and how to make 
the request; and 


C. That the recipient may be held liable for the cost of those benefits if the hearing 
decision upholds the MCO's action.  
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We understand and will comply with the provisions of Section 3.13.4.9.  


When appeals are not resolved wholly in favor of the member, our notices will include 
the items A-C defined above. 


3.13.5 Handling of Grievances and Appeals  


The vendor is required to dispose of each grievance and resolve each appeal and to provide notice 
as expeditiously as the recipient’s health condition requires within the State’s established 
timeframes specified as follows: 


3.13.5.1 Standard disposition of grievances: The vendor is allowed no more than ninety (90) 
calendar days from the date of receipt of the grievance. 


We understand and will comply with the provisions of Section 3.13.5.1 that states we 
will be allowed no more than ninety (90) calendar days from the date of receipt of the 
grievance to dispose of the grievance. 


3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar 
days from the date of receipt of the appeal. 


We understand and will comply with the provisions of Section 3.13.5.2 that states we 
will be allowed no more than thirty (30) calendar days from the date of receipt of the 
appeal to resolve the appeal. 


3.13.5.3 Expedited resolution of appeals: The vendor must resolve each expedited appeal and 
provide notice, as expeditiously as the recipient’s health condition requires, not to exceed 
three (3) business days after the vendor receives the expedited appeal request. The vendor is 
required to establish and maintain an expedited review process for appeals when the vendor 
determines or the provider indicates that taking the time for a standard resolution could 
seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function. The vendor must ensure that punitive action is not taken against a 
provider who requests an expedited resolution or supports an appeal. If the vendor denies a 
request for an expedited resolution of an appeal, it must transfer the appeal to the standard 
timeframe of no longer than thirty (30) calendar days from the day the vendor receives the 
appeal (with a possible fourteen (14) calendar day extension) for resolution of appeal and 
give the recipient prompt oral notice of the denial and follow up within two (2) calendar 
days with a written notice. 


A. The vendor must inform the recipient of the limited time available to present evidence 
and allegations of fact or law, in person or in writing, in the case of the expedited 
resolution. 


B. These timeframes may be extended up to fourteen (14) calendar days if the recipient 
requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP 
that there is a need for additional information and how the extension is in the 
recipient’s interests. If the State grants the vendor’s request for an extension, the 
vendor must give the recipient written notice of the reason for the delay. 


We understand and will comply with the provisions of Section 3.13.5.3 that states we 
will be allowed no more than three business days from the date of receipt of the 
expedited appeal request to resolve the appeal and as expeditiously as the member’s 
health condition requires. 


The expedited appeals process is similar to the standard appeals process in place at our 
company. For expedited verbal appeals, a written signed appeal does not need to be 
sent by the member or their representative. An expedited review process for appeals 
has been established to handle appeal situations in which it has been determined by us 
or the member’s provider that taking the time for standard resolution could seriously 
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jeopardize the member’s life or health or ability to attain, maintain or regain maximum 
function. Punitive action will not be taken against the provider who requests an 
expedited resolution or supports a member’s appeal. 


If a member’s request for expedited resolution is denied, the appeal is transferred to 
the timeframe for standard resolution and the member will receive verbal notice within 
two calendar days of the decision. Our Complaint, Grievance, and Appeal Coordinator 
facilitates the verbal communication of the denial of the expedited appeal and sends 
the written notice. 


Our appeals process provides that verbal inquiries requesting expedited resolution by a 
member or the provider are treated as appeals (to establish the earliest possible filing 
date for the appeal). For expedited resolution of an appeal and notice to affected 
parties, we resolve the appeal within three business days from the receipt of the 
appeal. We provide verbal notification on the resolution of expedited appeals. The 
member is informed of the limited time available in the case of expedited resolution. 
We may extend the timeframe for the expedited resolution of the appeal by up to 14 
calendar days if the member requests the extension or we demonstrate that there is 
need for additional information and that the delay is in the member’s interest. If an 
extension is necessary, the member is informed of their right to file a grievance if he or 
she disagrees with the decision. 


3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:  


A. The vendor must provide recipients any reasonable assistance in completing forms and 
taking other procedural steps, including assisting the recipient and/or the recipient’s 
representative to arrange for non-emergency transportation services to attend and be 
available to present evidence at the appeal hearing. This also includes, but is not 
limited to, providing interpreter services and toll-free numbers that have adequate 
teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and interpreter 
capability; 


B. Acknowledge receipt of each grievance and appeal; 


C. Ensure that the individuals, or their subordinates, who make decisions on grievances 
and appeals were not involved in any previous level of review or decision-making; and 


D. Ensure that the individuals who make decisions on grievances and appeals are health 
care professionals who have the appropriate clinical expertise in treating the recipient’s 
condition or disease if the grievance or appeal involves any of the following: 


1. An appeal of a denial that is based on medical necessity; 


2. A grievance regarding the denial of an expedited resolution of an appeal; or 


3. A grievance or appeal that involves clinical issues. 


We understand and will comply with the provisions of Section 3.13.5.4.  


We make every effort to assist members in filing appeals if a member’s condition does 
not permit the member to file on their own. The Complaint, Grievance, and Appeal 
Coordinator or a designee is available to assist members, including those with special 
health care needs, to complete forms and take other procedural steps. We will provide 
members any reasonable assistance in completing forms and taking other procedural 
steps, including assisting the member and/or the member’s representative to arrange 
for non-emergency transportation services to attend and present evidence at the appeal 
hearing. This assistance also includes, but is not limited to, providing interpreter 
services and a toll-free number that has adequate TTY/TTD and interpreter capability. 
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We also partner with Legal Aid to assist members who need help filing an appeal. We 
will refer members to Legal Aid if they are having issues with filing, and we permit Legal 
Aid to act on behalf of members seeking to file an appeal.  


It is our policy that individuals who make decisions on appeals were not involved in any 
previous level of review or decision-making. Individuals who make decisions on an 
appeal of a denial that is based on lack of medical necessity or an appeal that involves 
clinical issues are health care professionals who have the appropriate clinical expertise, 
as determined by the State Agency, in treating the member’s condition or disease. 


3.13.5.5 The process for appeals also requires: 


A. That oral inquiries seeking to appeal an action are treated as appeals (in order to 
establish the earliest possible filing date for the appeal) and must be confirmed in 
writing unless the recipient requests expedited resolution; 


B. That the recipient is provided a reasonable opportunity to present evidence, and 
allegations of fact or law, in person as well as in writing, and that the recipient is 
informed by the Vendor of the limited time available for this in the case of expedited 
resolution; 


C. That the recipient and his/her representative is provided the opportunity, before and 
during the appeals process, to examine the recipient’s case file, including medical 
records, and any other document and records considered during the appeals process; 
and 


D. The vendor to include, as parties to the appeal, the recipient and his/her representative 
or the legal representative of a deceased recipient’s estate. 


We understand and will comply with the provisions of Section 3.13.5.5. 


Oral inquiries will be treated as written inquiries and they will be confirmed in writing 
unless the member requests an expedited resolution. The member will be able to present 
evidence in person as well as in writing. The member will have access to their member 
file before and during the appeals process, including medical records, and any other 
document and records considered during the appeals process. We will include, as parties 
to the appeal, the member and his/her representative or legal representative of the 
deceased member’s estate. 


3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in 
written format. The written notice must include the results of the resolution process and the 
date it was completed. For appeals that are not wholly resolved in favor of the recipient, the 
notice must also include:  


A. The right of the recipient to request a State Fair Hearing from the DHCFP and how to 
do so;  


B. The right to request to receive benefits while the hearing is pending and how to make 
this request; and 


C. That the recipient may be held liable for the cost of those benefits if the State Fair 
Hearing’s Officer upholds the vendor’s action. 


We understand and will comply with the provisions of Section 3.13.5.6. 


We recognize and support the importance of the State Fair Hearing process including all 
of its requirements, educating members about their rights to a State Fair Hearing and 
the process itself, and facilitating members’ compliance with the decisions reached as a 
result of any State Fair Hearings. We will provide a written notice of the State Fair 
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Hearing decision and the date it was completed.  


For appeals that are not wholly resolved in favor of the member, the notice will include 
the items as defined in A-C above. 


3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort 
to provide an oral notice of the disposition in addition to the required written notice.  


We understand and will comply with the provisions of Section 3.13.5.7. We will make a 
good faith effort to provide an oral notice of the disposition of an expedited appeal 
resolution request in addition to the required written notice. 


3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP 
will review as part of the Division’s quality strategy. 


We understand and will comply with the provisions of Section 3.13.5.8. We maintain 
records as required for grievances and appeals in accordance with all State laws under 
DHCFP. 


3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality 
Improvement committee meetings to the review of recipient complaints and appeals that 
have been received.  


We understand and will comply with the provisions of Section 3.13.5.9. We will devote a 
portion of regularly scheduled Quality Management/Quality Improvement committee 
meetings to the review of recipient complaints and appeals that have been received. 


Our multi-disciplinary Grievance Governance team meets weekly and is singularly 
focused on delivering an improved member experience. They do so by driving 
operational improvements through the routine analysis of grievance data. 


Our organization has specialized and separate teams who handle grievances and 
appeals. Our grievance team, operating within Member and Provider Communications, is 
comprised of 74 highly-qualified associates. Hiring skilled associates is a high priority so 
we seek individuals with at least one year of experience in customer service and give 
strong preference to those with health care and grievance job experience. We also have 
a highly-qualified appeals team aligned within our clinical services organization, which 
includes care management, pharmacy, utilization management, and behavioral health. 
Our appeals teams include 167 associates (4 pharmacists, 17 supervisors, 34 pharmacy 
technicians, and 111 appeals associates including appeals coordinators and reviewers, 
and intake specialists). For clinical reviews, only health care practitioners who have 
appropriate training and experience in the field of medicine are involved in the case 
reviews. 


3.13.6 State Fair Hearing Process 


3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s 
representative or the representative of a deceased recipient’s estate has the right to request a 
State Fair Hearing from the DHCFP when they have exhausted the vendor’s appeal system 
without receiving a wholly favorable resolution decision. The request for a State Fair 
Hearing must be submitted in writing within ninety (90) calendar days from the date of the 
vendor’s notice of resolution.  


We understand and will comply with the provisions of Section 3.13.6.1 concerning the 
State Fair Hearing process. 


3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to 
obtain such a hearing, and representation rules must be explained and provided in writing to 
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the recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 
438.414; and 42 CFR 438.10(g)(1). 


We understand and will comply with the provisions of Section 3.13.6.2 concerning 
informing the recipient about their right to a State Fair Hearing. 


3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in 
each circumstance in which a recipient for whom the vendor has made an adverse 
determination requests a State Fair Hearing. The vendor is bound by the decision of the Fair 
Hearing Officer. (Please refer to the Chapter 3100 of the MSM for timeframes for standard 
and expedited State Fair Hearings.) 


We understand and will comply with the provisions of Section 3.13.6.3 concerning our 
participation in the State Fair Hearing process. 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are 
Pending 


3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals 
process is pending and while the State Fair Hearing is pending if all of the following 
conditions exist: 


A. The appeal is submitted to the vendor on or before the later of the following: within ten 
(10) days of the vendor mailing the Notice of Action; or, the intended effective date of 
the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


C. The services were ordered by an authorized provider; 


D. The original periods covered by the original authorization have not expired; and 


E. The recipient requests an extension of benefits. 


We understand and will comply with the provisions of Section 3.13.7.1. We understand 
the conditions as defined above for the State Fair Hearing, items A-E, including the 
continuation of the recipient’s benefits with the appeals process is pending. 


3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 


A. The recipient withdraws the appeal; 


B. Ten (10) days pass after the vendor mails the notice of action, providing the resolution 
of the appeal against the recipient, unless the recipient, within the 10-day timeframe 
has requested a State Fair Hearing with continuation of benefits until a State Fair 
Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 


D. The time period of service limits of a previously authorized service has been met. 


We understand and will comply with the provisions of Section 3.13.7.2. We understand 
the conditions as defined above in items A-D for a pending appeal. 


3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the 
cost of the services furnished to the recipient while the appeal was pending, to the extent 
that they were furnished solely because of the requirements of this section and in 
accordance with policy set forth in 42 CFR 431.230(b). 


We understand and will comply with the provisions of Section 3.13.7.3.  


3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that 
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were not furnished while the appeal was pending, the vendor must authorize or provide the 
disputed services promptly and as expeditiously as the recipient’s health condition requires. 
If the vendor or State Fair Hearing Officer reverses a decision to deny authorization of 
services, and the recipient received the disputed services while the appeal was pending, the 
vendor must pay for those services. 


We understand and will comply with the provisions of Section 3.13.7.4. 


3.13.8 Provider Grievances and Appeals  


The vendor must establish a process to resolve any provider grievances and appeals that are 
separate from, and not a party to, grievances and appeals submitted by providers on behalf of 
recipients. Written grievance and appeals procedures must be included, for review and approval, at 
the time the vendor policies and procedures are submitted to the DHCFP and at any time thereafter 
when the vendor’s provider grievance and appeals policies and procedures have been revised or 
updated. The vendor may not implement any policies and procedures concerning its provider 
grievance and appeal system without first obtaining the written approval of the DHCFP. 


We understand and will comply with the provisions of Section 3.13.8.  


We have a separate process established for resolving provider grievances and appeals 
that is separate from, and not a party to, grievances and appeals submitted by 
providers on behalf of recipients. When we submit our policies and procedures to the 
DHCFP, written grievance and appeals procedures will be included as requested. We will 
not implement any policies and procedures concerning our provider grievance and 
appeal system without first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the scope of 
the vendor’s grievance and appeals process for providers. 


3.13.8.1 General Requirements 


The vendor must accept written or oral grievances and appeals that are submitted directly 
by the provider as well as those that are submitted from other sources, including the 
DHCFP. An oral appeal must be followed by a written, signed appeal; however, the oral 
appeal must count as the initial date of appeal. The vendor must keep a written or electronic 
record of each provider grievance and appeal to include a description of the issue, the date 
filed, the dates and nature of actions taken, and the final resolution. The vendor must issue a 
final decision, in writing, no later than: 


A. Ninety (90) calendar days after a grievance is filed; and 


B. Thirty (30) calendar days after an appeal is filed. 


We understand and will comply with the provisions of Section 3.13.8.1. We will accept 
written or oral grievances and appeals that are submitted directly by the provider. The 
oral appeal date counts as the initial date of appeal. We will maintain a written or 
electronic record of provider grievances and appeals. We will adhere to the timeframes 
defined in Section 3.13.8.1, items A and B. 


3.13.8.2 State Fair Hearings 


Pursuant to NRS 422.306, when a provider has exhausted the vendor’s internal appeals 
process, the provider has the right to submit a written request to the DHCFP for a State Fair 
Hearing. It is the vendor’s responsibility to notify the provider of this right at the time the 
provider enters into a contract with the vendor and when the outcome of an appeal is not 
wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 
CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing decision will be made within 
ninety (90) calendar days from the date the recipient for direct access to a State Fair 
Hearing. Disputes eligible for the State Fair Hearing process include: 
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A. Denial or limited authorization of a requested service; 


B. Reduction, suspension or termination of a previously authorized service; 


C. Denial, in whole or in part, of payment for a service; 


D. Demand for recoupment; or 


E. Failure of the vendor to meet specified timeframes (e.g., authorization, claims 
processing, appeal resolution). 


F. The denial for disenrollment for good cause. 


REMOVED IN ITS ENTIRETY PER AMENDMENT #2 RECEIVED 7/21/16. 


3.13.9 Expedited State Fair Hearing 


3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the 
appeal was first heard through the Vendors appeal process is as expeditiously as the 
recipient’s health condition requires, but no later than 3 working days from the State’s 
receipt of a hearing request for a denial of service that: 


A. Meets the criteria for an expedited appeal process but was not resolved within the 
vendor’s expedited appeal timeframes, or  


B. Was resolved wholly or partially adversely using the vendor’s expedited appeal 
timeframes. 


We understand and will comply with the provisions of Section 3.13.9.1 for an expedited 
State Fair Hearing when the appeal was first heard through our appeal process. The 
State’s timeframe is as expeditiously as the recipient’s health condition requires, but no 
later than three working days from the State’s receipt of a hearing request for a denial 
of service that meets the provisions of items A-B above.  


3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the 
appeal was made directly to the State’s Fair Hearing process without accessing the vendor 
appeal Process is as expeditiously as the recipient’s health condition requires, but no later 
than 3 working days from the State’s receipt of a hearing request for a denial of service that 
meets the criteria for an expedited resolution. 


The DHCFP will not accept requests for State Fair Hearings that address provider 
enrollment, termination or other contract disputes between the vendor and its providers 
and/or subcontractors. Likewise, grievances are not eligible for State Fair Hearings. 


We understand and will comply with the provisions of Section 3.13.9.2 for an expedited 
State Fair Hearing when the appeal was made directly to the State’s Fair Hearing board. 
The State’s timeframe is as expeditiously as the recipient’s health condition requires, 
but no later than three working days from the State’s receipt of a hearing request for a 
denial of service that meets the criteria for an expedited resolution. Excluded from this 
process are requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between us and our providers and/or 
subcontractors. We understand that grievances are not eligible for State Fair Hearings. 


3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any 
decision resulting from the Fair Hearing process.  


We understand and will comply with the provisions of Section 3.13.9.3. We are bound by 
the decision of the Fair Hearing Officer and will comply with any decision resulting from 
the Fair Hearing process. 
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3.14 MANAGEMENT INFORMATION SYSTEM (MIS) 


3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report vendor’s compliance with the contract 
requirements. 


We understand and will comply with the provisions of Section 3.14.1. 


DEPLOYING OUR INTEGRATED, ADAPTABLE AND MEMBER-CENTERED MIS 
FOR NEVADA 
Our fully integrated, single-instance platform is used today to maintain, provide, 
document and retain information, and report data for all of our operations.  


This platform is designed to meet all functional needs across the organization, interface 
with government partner platforms, scale rapidly, ensure the privacy and security of 
our members, and enable robust reporting solutions to collect, analyze, integrate and 
manage data as an asset. The platform ensures all basic functions including those in this 
section 3.12 (such as maintaining, providing, documenting, and retaining sufficient 
information to substantiate and report our compliance with the contract requirements) 
and is able to be configured to tailor operations to a specific program such as DHCFP 
Medicaid and Check Up. The platform suite has the following key characteristics which 
are consistent with DHCFP’s objectives of providing quality healthcare services to low-
income recipients in the most efficient manner, promoting equal access to healthcare at 
an affordable cost to the taxpayers and restraining the growth of healthcare costs: 


 Built on a stable, secure and standard technical architecture designed to meet 
specific current and future needs of DHCFP 


 Tailored specifically to the unique needs of Medicaid government- sponsored health 
care (including Medicaid and Children’s Health Insurance programs such as Check Up) 


 Built on a base platform that efficiently completes routine functions such as member 
maintenance, claims and encounter (“shadow claim”) processing and financial 
management 


 Incorporates an Enterprise Information Management (EIM) strategy that offers a 
member 360 view, supports advanced analytical capabilities, and enables 
compliance with regulatory reporting requirements (including those outlined in 
Attachment T and those required to demonstrate compliance with the contract 
requirements) 


The key components of our IMIS are as follows: 


 Digital Solutions – We leverage technology to facilitate our interactions with 
members, providers and government partners to provide multiple methods of 
effective and efficient communications and facilitate cost effective healthcare 
transactions. The key components of the digital solution include our website, 
member web portal, member mobile application, provider web portal, government 
partner web portal and Interactive Voice Recognition (IVR). 


 Operational and Transactional Systems – Our core suite of technology solutions is 
designed to efficiently and accurately maintain key data sets and process 
transactions. Primary modules include: 
 Provider Management application includes our support processes for managing 
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relationships with a broad network of providers and community agencies. 
 Case Management application - provides our service coordinators with the 


guidance, insights and data to effectively manage member outcomes 
 Claims & Encounters application –this is an effective, efficient claims and 


encounter application operating in a real-time environment. 
 Enrollment and Eligibility application - meets the obligations for processing 


enrollment transactions. 
 Issue Management - a purpose-built solution to support the complaint, incident 


management, grievance and fair hearings functions. 


3.14.2 Enterprise Information Management Solution (EIMS) - provides the data infrastructure to support 
our integrated system of care and gives us a central repository of all our data. The EIMS will 
capture, aggregate and validate all incoming, all internally generated, and all outbound data into a 
common repository and leverages master data management (MDM) functionality to support 
member and provider data. This repository is the basis of the platform that publishes data for 
consumption by applications and end users and is an integrated component of our end-to-end 
solution. The vendor shall have an MIS capable of documenting administrative and clinical 
procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The 
vendor shall provide the DHCFP with aggregate performance and outcome data, as well as its 
policies for transmission of data from network providers as outlined in this RFP (See Attachment 
T Forms and Reporting Guide). The vendor shall have internal procedures to ensure that data 
reported to the DHCFP are valid and to test validity and consistency on a regular basis.  


We understand and will comply with the provisions of Section 3.14.2. 


ADMINISTRATIVE AND CLINICAL PROCEDURES 
Our technology solutions have been designed to support our corporate mission and 
philosophy of an integrated, whole-person, member-centered program offering improved 
health outcomes and better care at a lower cost. Our single-platform, fully Integrated 
Management Information System (IMIS) is used today to maintain, provide, document and 
retain information, and report data for our entire operating book of business. As a 
result, our IMIS, including the Enterprise Information Management Solution, captures and 
documents administrative and clinical procedures as required by DHCFP.  


HIPAA COMPLIANCE MANAGEMENT 


Our Information Security Policy requires all information systems to operate within the 
legal, contractual and regulatory requirements that affect us including but not limited 
to HIPAA, HITECH, Sarbanes Oxley, Payment Card Industry Data Security Standard (PCI-
DSS), and the various state security and privacy requirements. 


As a result, our MIS is capable of documenting administrative and clinical procedures 
while maintaining the privacy and confidentiality requirements pursuant to HIPAA. 


Our Chief Compliance Officer oversees the implementation of and compliance with all 
current and future HIPAA standards. We actively promote compliance with the 
requirements of this section through multiple ongoing activities including maintaining 
policies and procedures describing the types of information to be safeguarded and the 
proper release of protected health information (PHI), creating and requiring the 
completion of annual training on Security, Privacy, Fraud Waste and Abuse, and HIPAA 
compliance by all associates and subcontractors is a condition of continued employment, 
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and mandatory general compliance training for all associates.  


To provide additional oversight for this vital function, we have established an 
information security and privacy officer whose major responsibilities include the 
development, oversight and governance of privacy and security policies and practices 
across the organization. Their responsibility also includes investigation and taking 
corrective actions for reported and detected non-compliance and ongoing compliance 
risk assessments including annual penetration testing.  


For data transfers and report submissions we use secure FTP sites for the transfer of 
files (PHI data in transmission) with any submitting or receiving entity. We support 
privacy and encryption using SSH certificates or username/password, SSL, and, as an 
alternative, PGP encryption. Our portals, also used to exchange information, utilize 
HTTPS along with required login and password verification for members and providers 
prior to display and access to PHI.  


We use role-based security to manage access to information based on the individual 
user’s profile. These hierarchical roles limit a user’s access and inquiry privileges for 
PHI-related functions and activities. Area management determines authority levels for 
each role. All access to our infrastructure through external connectivity requires two-
factor authentication. In addition we have implemented security controls including 
storage-level encryption for portable data storage, network access control, intrusion 
detection, advanced persistent threat protection, web proxies and other solutions used 
to protect PHI data at rest. 


REPORTING 
We will provide the DHCFP with aggregate performance and outcome data, as well as 
our policies for transmission of data from network providers as outlined in this RFP upon 
contract award. Our Enterprise Information Management Solution is able to capture, 
aggregate and validate all incoming, all internally generated (including from our 
transactional systems, our network and subcontracted providers), and all outbound data 
into a common repository. This repository is an integrated component of our end-to-end 
solution and is the comprehensive, centralized repository of data available for 
regulatory and compliance reporting. This centralized platform provides a one-stop 
shop to help maintain compliance with DHCFP’s reporting requirements for aggregate 
performance and outcome data as outlined in Attachment T - Forms and Reporting 
Guide. 


INTERNAL REPORT VERIFICATION PROCEDURE 
We have documented internal policies and procedures for certification and attestation 
of each report submission to help ensure that the data reported to DHCFP is valid and to 
test validity and consistency on a regular basis. Our policy outlines that audits may be 
conducted by corporate compliance or internal audit and that findings will be reported 
to groups from the Corporate Compliance Committee through and including the Audit 
and Finance Committee of the Board of Directors. We use a vendor-supported 
application to track and manage the internal review, certification and validation of 
regulatory reports.  
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3.14.3 Eligibility Data 


3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled 
recipient that are associated with different Medicaid and/or Nevada Check Up identification 
numbers; e.g., recipients who are re-enrolled and assigned new numbers. 


3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.   


We understand and will comply with the provisions of Sections 3.14.3.1 through 
3.14.3.3. 


OUR APPLICATION FOR LINKING RECORDS OF RECIPIENTS WITH MULTIPLE 
IDENTIFICATIONS  
An advantage of our Enrollment and Eligibility System (EES) application is that it assigns 
the same internal identifiers to the known individuals who are re-enrolled (in the same 
or a separate benefit plan and product). Whenever possible, a member will be 
reinstated with the same PCP (unless the member has selected a different PCP). In 
addition, as part of our EIMS, we have implemented MDM for member data. This allows 
us to link and recognize as the same person, members with duplicate records or active 
coverages in multiple programs (such as Medicare and Medicaid). All delegated vendors, 
such as our PBM, are required to use our supplied identifiers (and the associated benefit 
plan codes) as well. This approach eliminates the potential for mapping and translation 
issues across vendor platforms.  


Our EES application supports multiple edits and validation on the incoming 834 data 
during the processing stages. In addition, we reconcile the 820 payment files and its 
membership records on a monthly basis. As a result of these processes, we have been 
able to identify duplicate records and report this information to other State agencies. 


Updating Eligibility Database - Enrollment and Eligibility System (EES)  
EES maintains all relevant data and retains information associated with the 
administration of our Medicaid managed care contracts. It will receive, process and 
update member data immediately upon the receipt of a daily or monthly 834 file from 
DHCFP. Our EES processes will recognize DHCFP as the source of truth for member 
eligibility history (with begin and end dates) and demographic data, such as name and 
date of birth, including storing and tracking all data by the DHCFP Medicaid ID. The EES 
application tracks and reconciles each individual 834 transaction from receipt through 
member update. Each individual 834 transaction is compared to our Core Processing 
System (CPS) member tables and any variances between the two sources (including 
additions, changes, and terminations) result in the direct update of the CPS align our 
member tables with the information provided on the 834. 


The EES application supports the maintenance of multiple addresses and phone 
numbers, including tracking the original information provided by DHCFP. Members can 
provide updates to this type of information (as well as PCP selections) either on line or 
via validated telephone calls with our member services representatives.  


MONITORING AND RESOLVING DISCREPANCIES - NOTIFYING DHCFP 
Using the data in the EES system we can easily identify and report member address and 
phone number changes as required. We will include in our implementation plan the 
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development of the notification process for address, phone number, and demographic 
changes such as name in the format and frequency defined by DHCFP.   


3.14.4 Encounter and Claims Records  


3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. 
The vendor shall use a standardized methodology capable of supporting CMS reporting 
categories for collecting service event data and costs associated with each category of 
service.  


We understand and will comply with the provisions of Section 3.14.4.1. 


Our data reporting system assures aggregated, unduplicated service counts provided 
across service categories, provider types, and treatment facilities. We have a mature, 
in-house encounters system in place to process claims and encounter data from all 
channels including standard CMS methodologies, but not limited to, member 
demographics, provider NPI and taxonomy, category of service, diagnosis and other data 
element necessary to adjudicate a claim.   


3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-
1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data 
submitted to the actuary must balance with the data submitted to the DHCFP. The data shall 
be submitted in accordance with the requirements set forth in the contract. The data shall 
include all services reimbursed by Medicaid.  


We understand and will comply with the provisions of Section 3.14.4.2.  


We have a track record of several years of continuously improving performance relative 
to the timeliness, accuracy and completion of encounter receipt and submission. Our 
Encounter’s Operations team is highly experienced with associates dedicated to specific 
functional areas include operations, reporting, vendor/provider management, financial 
reconciliation and an operational support area focused on technical support and project 
management activities.  Our robust encounter processing system currently processes 
greater than four million encounters in a given month. We have the capability to accept 
data in both electronic and paper CMS-1500 and UB-04 forms. Our automated processes 
convert the paper to electronic format. We are currently supporting multiple X12 
submission transactions including the encounter specific 837I, 837P, 837D, NCPDP D.0, 
NCPDP 2.2 as well as X12 response transactions including 999, 835, 277U, 277CA, and 
proprietary files for each. 


Our encounters compliance plan includes the following: 


 Within the encounter business area, controls have been put in place to review and 
document monthly submissions through an internal control form (ICF) process. Each 
form documents submission details as well as open issues and volumes which is 
reviewed and signed off at the management and director levels.  This internal 
process enables the official attestation as required by the State. 


 The encounter business area also has implemented a review process to ensure all 
policy and procedure documentation is reviewed and updated on an annual basis to 
ensure accuracy. 
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3.14.5 Data Requirements and Certification 


3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI 
standards and federal regulations.  


We understand and will comply with the provisions of Section 3.14.5.1. 


Our EDI Gateway is designed to serve as the standard means for transacting data with 
all external constituents, including providers, government agencies and subcontractors. 
The communications components of the EDI Gateway ensure that data is exchanged 
through secure and encrypted means and ensures automation of exchanges and constant 
monitoring for any failures. The EDI Gateway is capable of processing all data formats, 
with the strong preference for industry standard transactions. Where applicable, data 
validation and completeness edits are applied and all submitters are notified of the 
status of data exchanges, whether accepted or rejected. 


3.14.5.2 All encounter data must reflect all adjustments and voids 


We understand and will comply with the provisions of Section 3.14.5.2. 


Our Core Processing System (CPS) is designed to apply benefits, clinical edits, provider 
contract and pricing, data validations and service code verifications (including SNP and 
NCCI edits), and authorization rules to claims in a real-time processing environment.  
The real-time nature of our applications ensure that all adjustment and voids that occur 
within our CPS are automatically loaded to our Encounter Processing System where we 
have void and replace logic to timely and accurately handle and submit as required by 
the state. 


3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the 
encounter data within timeframes specified by the DHCFP.  


We understand and will comply with the provisions of Section 3.14.5.3. 


All improper payments are handled through our CPS. The resulting adjustments and 
voids are loaded to our Encounter Processing System and handled through void and 
replace logic.  The associated encounters are then verified and submitted to the State. 


3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment 
data, and other information submitted to the State for purposes of developing vendor 
payment. Data must comply with the applicable certification requirements for data and 
documents specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 
457.950(a)(2),  A certification, which attests, based on best knowledge, information, and 
belief that the data are accurate, complete and truthful as required by the State for 
participation in the Medicaid program and constrained in contracts, proposals and related 
documents. 


We understand and will comply with the provisions of Section 3.14.5.4. 


We have built comprehensive end to end reporting to provide immediate visibility to 
system, data and provider issues allowing the appropriate department to remediate 
timely and guarantee successful submission to the Medicaid agency.  This includes an 
attestation processes consisting of data reconciliation prior to the submission of all 
encounter files.  Our CEO, CFO, or designate will sign off on each data submission to 
ensure the accuracy of the data. Sub-certifications are completed by the encounters 
operations team as well. 
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3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments 
must be certified by one of the following: 


A. The vendor’s Chief Executive Officer; 


B. The vendor’s Chief Financial Officer; and 


C. An individual who has delegated authority to sign for, and who reports directly to the 
vendor’s Chief Executive Officer or the Chief Financial Officer. 


We understand and will comply with the provisions of Sections 3.14.5.5. 


Our CEO, CFO, or designate will sign off on each data submission to ensure the 
accuracy of the data.  Sub-certifications are completed by the encounters operations 
team as well. 


3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for 
payment by the government. The vendor must agree that he/she has read and understands 
the data certification requirement and agree to comply with all applicable laws and 
regulations 


We understand and will comply with the provisions of Sections 3.14.5.6. 


We have an attestation process which includes data reconciliation prior to the 
submission of all encounter files. 


3.14.6 EPSDT Tracking System 


The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible 
child by name and Medicaid identification number. The system shall allow the vendor to report 
annually on the CMS reporting form.  This system shall be enhanced, if needed, to meet any other 
reporting requirements instituted by CMS or the DHCFP. 


We understand and will comply with the requirements outlined in 3.14.6, including 
enhancing our systems, if required, to meet any other reporting requirements instituted 
by CMS or the DHCFP.  


We currently track and monitor EPSDT services as part of our standard operational 
processes at an individual member (by name and Medicaid ID) level. These functions 
include pre-emptive and follow up reminder notifications for EPSDT services and can 
also include publishing of unfilled EPSDT services as Care Gaps on the member portal, 
member Mobile App, provider portal (for PCPs), as well as create alerts for member 
services agents for incoming call. Beyond the ability to capture and track EPSDT 
activities, our solutions are geared toward ensuring receipt of the EPSDT services. 
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3.15 OPERATIONAL REQUIREMENTS 


3.15.1 Medical Director's Office 


The vendor must designate a Medical Director to be responsible for the oversight of development, 
implementation and review of the vendor's Internal Quality Assurance Program, including 
implementation of and adherence to any Plan of Correction. The Medical Director need not serve 
full time or be a salaried employee of the vendor, but the vendor must be prepared to demonstrate it 
is capable of meeting all requirements using a part-time or contracted non-employee director. The 
vendor may also use assistant or associate Medical Directors to help perform the functions of this 
office. The Medical Director and the vendor's Utilization Management and Internal Quality 
Assurance Plan Committee are accountable to the vendor's governing body. The Medical Director 
must be licensed to practice medicine in the State of Nevada and be board-certified or board-
eligible in his or her field of specialty.  


We understand and will comply with the requirements of Section 3.15.1. 


We consider the role of Medical Director to be among the most critical to the functioning 
of our local plans. Consistent with our health plans in other markets, we will designate a 
Nevada-based Medical Director who will be responsible for the clinical direction of 
medical services along with the oversight of the development, implementation and 
review of our Internal Quality Assurance program, including implementation and 
adherence to any Plan of Correction. The Medical Director will be responsible for the 
overall clinical direction of medical services, quality improvement functions and service 
coordination for the local health plan. This includes providing medical management 
leadership and overseeing all major clinical and quality program components. The 
Medical Director will be primarily dedicated to the quality management and utilization 
management major program areas, however the role will also provide guidance and 
support to each of the other major program areas. The Medical Director will also 
oversee medical and care coordination efforts that are required for effective utilization 
and quality management of the health plan and its network. As key associates, our 
medical directors collaborate with senior plan leadership to ensure medical compliance 
with all customer, regulatory and accreditation requirements for clinical services. They 
also serve as senior leadership in the plan’s organizational structure. 


Medical directors provide current medical expertise and direction for clinical policies, 
procedures and programs. They assure that all internal and vendor medical review 
activities conform to company protocols, customer requirements and professional 
standards. They provide the clinical expertise needed to resolve complex, controversial 
and unique administrative circumstances. Medical directors manage all aspects of the 
credentialing program including the Credentialing Committee and Peer Review activities 
at the state level. In addition, they support the provider relations teams and establish 
and maintain relationships with key providers. 


Our Medical Director will be a full time employee of our Nevada plan, will be licensed to 
practice medicine in the State of Nevada and be board certified or eligible in his or her 
specialty. Based on our experience, we are confident that healthcare is local and 
reflects the culture of a state. We find that having a locally-based Medical Director who 
has lived and practiced in the geography we will be operating in is a critical link in our 
efforts to deliver culturally competent services. Further responsibilities of the Medical 
Director are described in Section 3.15.2.  
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3.15.2 The responsibilities of the Medical Director include the following: 


3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan 
committee; 


We understand and will comply with the provisions of Section 3.15.2.1. 


The Medical Director role is among the most critical to the oversight of our plan, and 
consistent with other markets, our Medical Director will be a locally based, full time 
employee, board certified or eligible and have the necessary skills and knowledge 
needed to properly execute his responsibilities as described in Section 3.15.2.  


The Medical Director will oversee the clinical direction of medical services and serves as 
co-chairman of our Utilization Management and Quality Assurance Plan Committee. The 
Medical Director is board certified in his specialty, and will be actively involved in all 
major clinical, utilization management and quality management decisions.  


Our medical directors support and oversee the development, implementation, review 
and evaluation of all clinical aspects of the Quality Assessment and Performance 
Improvement (QAPI) Program, including adherence to any plan of correction. Medical 
directors serve as the clinical leader, guiding activities and consultatively engaging 
providers in the QAPI Program, provides clinical oversight of accreditation efforts and 
compliance with state and federal regulations. Additionally, the Medical Director chairs 
the Utilization Management Advisory Committee (UMAC), Quality Improvement 
Committee (QIC), and the Credentialing Committee. The committees are accountable to 
the plan’s Board of Directors who are the governing body of the plan and is responsible 
for the general oversight and strategic direction of the QAPI Program. Our Nevada 
Medical Director will be responsible for: 


 Developing, implementing, and interpreting medical policies and procedures 
including, but not limited to: service authorizations, claims review, discharge 
planning, credentialing, referral management, and medical review of grievances and 
appeals 


 Administrating the medical management activities 
 Participating via telephone or in person at every Quality meeting with the State 


Agency  
 Leading the UMAC, QAPI, and Credentialing Committees 
 Overseeing the implementation of the clinical aspects of the QAPI Program 
 Continuously acting to improve the overall effectiveness of the QAPI Program 
 Overseeing appropriateness and effectiveness of clinical care provided by the Plan 
 Providing final approval or denial of specific healthcare services to Plan members 
 Overseeing the development of medical policies relative to necessity, access, and 


availability of service 
 Actively participating in clinical quality improvement committees and review 


findings 


The plan’s Board of Directors (the Board) is the governing body of the plan and 
responsible for the general oversight and strategic direction of the QAPI Program: 


The Board will delegate the following responsibilities: 


 Overall oversight of the day-to-day operations of the QAPI Program to the Quality 
Improvement Director, with support from the Chief Medical Director of Quality and 
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the Medical Director 
 Authority to approve specific plan QAPI activities (i.e. monitoring and evaluating 


outcomes, overall effectiveness of the QAPI Program, and initiating corrective action 
plans when appropriate) to the QIC 


 Implementation of the plan’s utilization management program to the UMAC, a sub-
committee of the QIC 


Our medical directors also establish and are accountable for health plan utilization, OS 
applications and quality outcomes. In this role, they provide clinical expertise to 
effectively and efficiently resolve complex, controversial or unique administrative 
circumstances related to UM. Medical directors also initiate dialogue with providers, as 
necessary, to resolve differences in opinion concerning UM. The Medical Director will 
review and makes determinations regarding provider appeals. 


3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance 
Plan (IQAP) and utilization management activities and monitoring the quality of care that 
vendor recipients receive; 


We understand and will comply with the provisions of Section 3.15.2.2. 


Our medical directors oversee the development and implementation of our Internal 
Quality Assurance Plan (IQAP) and utilization management activities. In addition, they 
monitor the quality of care that subcontractors or delegated vendors deliver. Finally, 
medical directors have ultimate responsibility for all vendors and/or subcontractors 
that provide services related to quality improvement and UM activities including 
medical records reviews.  


3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice 
guidelines and protocols; 


We understand and will comply with the provisions of Section 3.15.2.3.  


Our Nevada-based Medical Director will oversee the development and revision of our 
clinical care standards and practice guidelines and protocols. We rely on nationally 
recognized standards of clinical practice to inform our clinical services delivery. Our 
Nevada Medical Director will work with our medical directors at the corporate level to 
adopt and implement evidence-based standards of care. Our Medical Director also will 
serve as a liaison with local providers as necessary to educate them and advocate for 
these same standards of practice. 


3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


We understand and will comply with the provisions of Section3.15.2.4. 


Our medical directors review all potential quality of care problems and oversee the 
development of, implementation of and adherence to plans of correction. In his or her 
role as the medical expert, our medical directors have ultimate accountability for 
remediation and corrective action as it relates to quality of medical service delivery. As 
a critical part of the plan’s leadership, our medical directors have the organizational 
authority and responsibility to see that corrective action plans are followed and any 
outstanding quality issues are resolved. 


3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services. All 
services prescribed by a PCP or requested by a recipient which are denied by the vendor 
must be reviewed by a physician, physician assistant, or advanced nurse practitioner with 
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the reason for the denial being documented and logged; 


We understand and will comply with the provisions of Section 3.15.2.5. 


Our medical directors oversee our referral process for specialty and out-of-network 
services. In addition, we acknowledge and will comply with the following requirement: 
all services prescribed by a PCP or requested by a recipient which are denied by the 
vendor must be reviewed by a physician, physician assistant or advanced nurse 
practitioner with the reason for the denial being documented and logged. Our medical 
directors ensure that all clinical staff members adhere to policies, processes and 
procedures regarding referrals to specialists, out of network providers and services. 


3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 


We understand and will comply with the provisions of Section 3.15.2.6. 


Our medical directors oversee our provider recruitment and credentialing activities. Our 
Nevada-based MD will serve as the chief external facing clinician building relationships, 
providing educational resources and partnering with our local providers to ensure that 
administrative burdens such as credentialing are eased. In addition, as clinical peers, 
they can engage with local providers to explain the benefits of partnering with our plan 
to serve members. The Medical Director will also be adept at providing clarification 
regarding performance goals and metrics. He directs providers to other benefits of 
contracting with our plan to serve our members. 


3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and 
orientation; 


We understand and will comply with the provisions of Section 3.15.2.7. 


As referenced in Section 3.15.26., our medical directors serve as liaisons to providers, 
including communicating regularly with them. They direct and oversee external 
communications with providers, including managing provider education. In our 
experience, the peer-to-peer engagement of our medical directors with local providers is 
essential. Providers inherently trust other providers with such critical elements as their 
continuing education and in-service training and orientation. In our other geographies, 
our medical directors attend provider forums as we initiate engagement in a 
geographical area. This early engagement begins building trust so that by the time our 
plan is operational, our medical director has built credibility with local providers and is 
ready to engage with them as part of a clinical cohort. 


3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 


We understand and will comply with the provisions of Section 3.15.2.8. 


Our medical directors serve as our consultant to other medical staff with regard to 
referrals, denials, grievances and problems. In our plans, medical directors are the final 
authority for any and all controversial or problematic issue regarding referrals, denials, 
grievances and appeals. They have final decision-making authority to manage these 
issues and to work with local providers to achieve consensus.  


3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 


We understand and will comply with the provisions of Section 3.15.2.9. 
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Our medical directors, through his or her oversight of clinical staff, ensure recipient 
Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are 
followed. Their duties are to ensure quality services are rendered to members, and 
when those standards are not met, to enact corrective action plans to remedy the 
situation.  


3.15.2.10 Ensures coordination of out-of-network services. 


We understand and will comply with the provisions of Section 3.15.2.10. 


For our members, ensuring coordination for of out-of-network services is a vital and 
critical part of their health care. Our Medical Director will be tasked with this 
responsibility as he is the external facing clinical head of our plan.  


3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with 
DHCFP regarding utilization review and quality assurance issues. 


We understand and will comply with the provisions of Section 3.15.2.11.  


3.15.3 Vendor Operating Structure and Staffing 


The vendor must assure the DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The vendor shall provide such assurances as follows: 


3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever 
a significant change in the organization occurs. The organizational chart must depict each 
functional unit of the organization, numbers and types of staff for each function identified, 
lines of authority governing the interaction of staff, and relationships with major 
subcontractors. The organizational chart must also identify key personnel and senior-level 
management staff and clearly delineate lines of authority over all functions of the Contract. 
The names of key personnel must be shown on the organizational chart. The State must 
approve all awarded vendor key staff. The State reserves the right to require the removal of 
any member of the awarded vendor's staff from the project. 


We are experienced in adequately staffing qualified and experienced personnel in our 
health plans, and we understand and will comply with the provisions of Section 3.15.3. 
We will provide assurances to the DHCFP as follows: 


ORGANIZATIONAL CHART 
We understand and will comply with the provisions of Section 3.15.3.1. 


We will provide the DHCFP with an updated organizational chart every six months or 
whenever a significant change in the organization occurs. The organizational chart as 
shown below will depict each functional unit of the organization, numbers and types of 
staff for each function identified, lines of authority governing the interaction of staff, 
and relationships with major subcontractors. The organizational chart will also identify 
key personnel and senior-level management staff and clearly delineate lines of authority 
over all functions of the Contract. Due to the blinded scoring of this section, names of 
personnel have been redacted. We understand and acknowledge that the State must 
approve all awarded vendor key staff. We acknowledge that the State reserves the right 
to require the removal of any staff from the project. 
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3.15.3.2 The vendor must have in place the organizational, management and administrative systems 


capable of fulfilling all contract requirements. At a minimum, the vendor must have 
qualified staff in the following areas: 


A. Executive management;  


B. Operations Manager; 


C. Accounting and budgeting; 


D. Medical Director's office; 


E. Medical Management, including quality assurance/utilization review; 


F. Recipient services; 


G. Provider services; 


H. Grievances, appeals, and fair hearings; 


I. Claims processing;  


J. Management Information Systems (MIS); and 


K. Program Integrity. 


We understand and will comply with the provisions of Section 3.15.3.2. 
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PROPER STAFFING ENSURES CONTRACT COMPLIANCE 
We will have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. We staff our health plans locally, and we 
are capable of establishing an organizational structure and model to efficiently manage 
members assigned to us. We will have qualified staff in the following areas: executive 
management, operations manager, accounting and budgeting, medical director’s office, 
medical management, recipient services, provider services, grievances, appeals and fair 
hearings, claims processing, management information systems and program integrity. 


Executive Management -The Administrator is the presiding authority for the entire 
health plan. He or she is responsible for the overall operations and administration of the 
health plan, including strategic direction, administration of all existing programs and 
development of new programs to ensure goals and objectives are met or exceeded. The 
Administrator will work closely with our executive leadership team to lead and direct 
overall operations including: provider contracting and relations, sales and marketing, 
medical management, regulatory compliance, government relations and finance, as well 
as interfacing with corporate office operations. The administrator must have at least 
five (5) years of experience in a senior management role with profit and loss 
accountability for a managed care organization. 


Operations Manager - The Nevada Operations Manager is responsible for executing 
strategies to meet or exceed annual goals and objectives in the areas of Customer 
Service, Enrollment, Retention, Claims, site operations and staff oversight for our 
Nevada plan. This role provides support to the Administrator with project and initiative 
leadership, as well as organizational development. In addition he or she facilitates 
problem identification, solution development, and initiative implementation on behalf 
of the Administrator and leadership team. This position is also responsible for directing 
the claims department's processing activities in support of established production and 
quality standards. To ensure the highest level of proficiency in this role, ten or more 
years of experience in managing profit and loss accountability in a health care 
environment with a particular emphasis on government programs and managed care is 
required.  


Accounting and Budgeting - Overseen by the Chief Financial Officer who plans, provides 
resources and directs activities for all of our plan’s financial-related activities and 
analysis. This position and supporting personnel also provide analytics for strategic and 
operating decisions and leads all audit activities, accounting systems, financial 
reporting, and budgeting. The CFO is required to have at least seven years of 
management experience in healthcare financial management.  


Medical Director - The Medical Director oversees the clinical direction of medical 
services and quality improvement functions for our Nevada Medicaid plan. The Medical 
Director will provide medical management leadership and manage all major clinical and 
quality program components of the contract. This role oversees medical coordination 
required for effective utilization and quality management of the provider network and 
functions as medical leadership for effective care integration of pharmacy operations, 
utilization/case/disease management activities, quality improvement activities, and 
provider relations functions. The Medical Director must be a Nevada-licensed, board 
eligible or board certified physician who has had at least five (5) years of experience in 
direct patient care along with substantial experience and expertise in the development 
of medical policies, procedures and programs as well as demonstrated success 
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implementing utilization and quality improvement strategies /techniques and experience 
with physician behavior modification. The Medical Directors must also have the 
experience and qualifications to perform clinical oversight for the services provided by 
the health plan to include but not limited to: education, training and professional 
experience in medical or clinical practice. Lastly, past participation in a managed care 
UM committee is also a necessary qualification for this position.  
Medical Management - Our team of medical management professionals and associates 
are highly trained specialists in their field and are overseen by our Medical Director. 
Our Director of Field Health Services manages staff working in utilization management, 
prior authorization, concurrent review and case management. The Director works with 
the Medical Director, contracting, and provider relations departments coordinating, 
monitoring and evaluating services and outcomes (both clinical and financial) to 
maximize members’ healthcare and services to our provider partners. Qualifications for 
this role include a healthcare background with ten or more years of experience in 
current case or utilization management experience. Likewise, case managers are also 
qualified healthcare workers who have a minimum of two years of experience in an 
acute care setting. 
Recipient Services -The Recipient Services Manager will provide strategic direction, 
policy, operational planning and execution across all customer service operations, 
complaints and recipient communications. The Recipient Services Manager ensures 
consistency and oversight for recipient channel communications, including maintaining 
positive relations between our health plan and its key constituents to achieve business 
objectives. The Recipient Services Manager is responsible for the overall recipient 
experience. To ensure excellent service for our plan’s recipients, this vital role’s 
qualifications include ten years of experience with progressively responsible 
management accountability including strong experience in the areas of customer service 
and call center management at the leadership level, and a deep understanding of the 
interrelationships between the call center, health services and claims and their impact 
on the success of the health plan as a whole. 
Provider Services - The Provider Services Manager directs a team in managing physician 
contracting, network development, provider relations, provider services and provider 
operations. This role includes developing, executing and maintaining a provider network 
strategy. The Provider Services Manager will work in concert with medical management 
and plan leadership to develop strategies to meet market growth and medical cost 
targets and leads the initiatives to provide service and education to network providers. 
For this position at least five years of experience working directly in hospital and/or 
network contracting positions is required. 
Grievances, Appeals, and Fair Hearings -The Grievance and Appeals Coordinator will 
plan and direct activities to ensure the appropriate execution and processing of all 
grievance and appeals according to the Nevada Medicaid contract. The Coordinator will 
serve as the departmental representative and works collaboratively to develop and 
monitor appropriate indicators of business success. An additional role of this position is 
to improve work flows for achieving compliance requirements and establishes processes 
to monitor adherence. Minimum qualifications include both a bachelor’s degree and five 
or more years of experience in appeals and grievance, compliance, regulatory, claims, 
and/or provider services in a healthcare organization. Three years of management 
experience is required in managed care or revenue cycle. 
Claims Processing -The Claims Administrator will be responsible for leading the claims 
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processing activities for our health plan to ensure established production, accuracy, and 
quality standards are met or exceeded. The Administrator directs and oversees the 
claims processing activities of our plan with the objective of meeting production, 
accuracy, timeliness and quality standards. Ten years of managed care experience in 
claims processing is a requirement for this essential position. 


Management Information Systems (MIS) - Our Director of Information Technology ensures 
the highest degree of health plan and state partner satisfaction by providing high-
quality, high-availability information technology and services. This role leads a team in 
the development of strategies, implementation, administration, troubleshooting, repair, 
monitoring and reporting of our health plan’s IT applications and systems. The Director 
will operate with a focus on continuous improvement, partnership, and results. The 
Director will provide technical leadership for the design, deployment and operation of IT 
programs and services and apply experience and skills to advise and shape the 
information technology direction of health plan processes and procedures. Additionally, 
this includes maintaining an ongoing partnership with the business to apply in-depth 
knowledge of the business operations, strategies, priorities and information 
requirements to meet business demands and ensures appropriate technical standards 
and procedures are defined. The Director will manage the development of centers of 
excellence around key technologies. Qualifications for this role include a bachelor’s 
degree in information technology with a corresponding ten years of experience in the 
field with at least five years of experience serving in a management capacity. 


Program Integrity – Our Director of Program Integrity performs a critical role which is 
responsible for the implementation of policies, procedures, and practices designed to 
ensure compliance with federal and state regulations. The Director is responsible for the 
implementation and maintenance of the Compliance Program within the health plan and 
serves as the primary resource for identifying, tracking, mitigating and reporting on 
operational compliance risks. This position leads the investigations pertaining to health 
care fraud and/or abuse within the health plan. As the leader of this function, the 
Director guides a team to ensure proper documentation of investigations, including 
preliminary and final case reports along with providing input for the program integrity 
team to analyze data to detect potentially fraudulent activity. The qualifications for 
this role is multi-faceted and include a bachelor’s degree in a related field and a 
minimum of seven years’ experience with an in-depth knowledge of government 
programs in the managed care industry. 


3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the vendor’s Nevada 
administrative offices, key personnel may be responsible for more than one area. The 
vendor shall ensure that all staff has appropriate training, education, and experience to 
fulfill the requirements of their positions, including the Nevada Medicaid/CHIP Operations 
Manager. The vendor shall inform DHCFP in writing within seven (7) calendar days of any 
changes in the following key positions: 


A. Administrator; 


B. Chief Financial Officer; 


C. Medical Director; 


D. Recipient Services Manager; 


E. Provider Services Manager; 


F. Grievance and Appeals Coordinator; 
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G. Claims Administrator; and 


H. Nevada Operations Manager. 


We understand and will comply with the provisions of Section 3.15.3.3.  


KEY PERSONNEL REQUIREMENTS 
We consider it a best practice to staff our plan locally and will ensure that the 
Operations Manager is based in one of our Nevada administrative offices. Additionally, 
as noted in our organizational chart above, we will have a broad range of executive 
leadership, key personnel and staff dedicated full-time to their specific roles and also 
housed in Nevada. We will comply with the requirement to inform DHCFP in writing 
within seven calendar days of any changes in the following positions: Administrator, 
Chief Financial Officer, Medical Director, Recipient Services Manager, Provider Services 
Manager, Grievance and Appeals Coordinator, Claims Administrator and Nevada 
Operations Manager. 


ENSURING STAFF HAS TRAINING, EDUCATION AND EXPERIENCE TO FULFILL THE 
REQUIREMENTS OF THEIR POSITIONS 
We are committed to hiring and retaining a highly productive, member-oriented, 
engaged workforce. Our systemic recruitment process is highly selective and ensures 
that experienced, well-trained personnel will be provided to support implementation 
and ongoing administration of the Nevada Medicaid and Check Up managed care 
program. 


Our job descriptions reflect the critical requirements of education and experience to 
perform the duties related to each position for the health plan. Already identified staff 
members and leadership staff have a broad range of experience working with all aspects 
of Medicaid managed care programs.  


Training Our Associations: A Program Designed to be Flexible 
An agile training curriculum capable of responding to evolving learning needs via rapidly 
redefined content is a critical component of our training program. Our content provides 
both baseline training and training targeted to address new programs, programmatic 
and business process changes.  


Staff training is delivered through a blended learning strategy that incorporates 
instructor-led classroom training, computer-based training modules, and virtual learning 
via webinar. In addition to Nevada-specific modules, training content is comprised of 
enterprise curriculum on a wide range of topics such as HIPAA, member advance 
directives and key tools and systems. All training curricula incorporate a two-pronged 
learning assessment methodology. 


Once the training request is validated, the training manager initiates a training material 
modification that adheres to the ADDIE Training Model (Analysis, Design, Develop, 
Implement and Evaluate). 


 Analysis: During Analysis, the training manager identifies and validates impacted 
staff, departments and artifacts, and the changes that need to be communicated and 
made, as well as the requisite timeframe. 


 Design: During Design, the training manager designs curriculum and determines the 
best method for conveying that curriculum to the designated audience(s). Methods 
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for communicating programmatic changes to staff include: 
 Instructor Led Training 
 Virtual Instructor Led Webinars 
 Web Based Training 
 Information Distribution via existing forums (e.g. staff meetings, town halls) 
 Dedicated written communications (e.g. email, intranet updates) 
 Development: During Development, the training manager develops new or makes 


changes to training materials and develops ancillary communications. During this 
phase, the business training manager also develops the methods by which the 
training will be monitored and evaluated. 


 Implementation: During Implementation, the training manager completes the tasks 
necessary to deploy the training to the designated audiences via the appropriate 
methodology, including: instructor led training, deployment of new or updated 
computer based trainings, updates to web content or distribution of memoranda or 
other written artifacts. Implementation includes monitoring for compliance targeted 
at certifying that all designated staff and departments have participated in training, 
and all affected baseline artifacts are updated and incorporated into the training 
asset repositories for use during onboarding of new staff. 


 Evaluation: During Evaluation, the training manager completes evaluation of the 
training plan for the designated change. A recent example of a request submitted to 
the Training Intake Request system dealt with changes to necessary staff knowledge 
and competencies related to behavioral health conditions and substance use in high‐
risk pregnancies. As a result of the ADDIE process, the business training manager 
facilitated the development of a newly required web based training module. The 
project required development of the training module itself as well as updates to 
policies and monitoring systems to ensure the staff mandated to complete the 
training module are assigned the training, and that their managers monitor 
completion. 


All of our associates and subcontractors who will bear any responsibility in the 
execution of commitments made in this RFP response will be required to complete a 
detailed training program specific to the population in Nevada.  


3.15.4 Subcontractors 


The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health 
care professionals.  


The vendor shall comply with the following: 


3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the 
service or activity delegated under the subcontract; 


We understand and will comply with the provisions of Section 3.15.4.1 directing that all 
subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the 
service or activity delegated under the subcontract. 


3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for 
any responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The 
vendor must evaluate the prospective subcontractor’s ability to perform the activities to be 
delegated; 


We understand and will comply with the provisions of Section 3.15.4.2 assigning 
responsibility for oversight of all network subcontracts to us. We will comply with 
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evaluating the prospective subcontractor’s ability to perform the activities being 
delegated. In the geographies in which we currently operate, we monitor, provide 
oversight and are accountable for subcontractor’s performance. Our delegation 
oversight team monitors the performance of subcontractors, provides oversight, 
develops corrective action plans and sanctions subcontractors as necessary. 


3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but 
not limited to, utilization review, quality assurance, recipient services, and claims 
processing, shall be prior- approved by DHCFP. Prior to the award of any subcontract or 
execution of an agreement with a delegated entity, the vendor must provide written 
information to the DHCFP disclosing the vendor’s ownership interest of five percent (5%) 
or more in the subcontractor or delegated entity, if applicable. All subcontracts shall be 
submitted to DHCFP for approval prior to their effective date. Failure to obtain advance 
written approval of a subcontract from DHCFP will result in the application of a penalty of 
$25,000 for each incident; 


We understand and will comply with the provisions of Section 3.15.4.3. 


We will submit all subcontracts for administrative services provided pursuant to this 
RFP, including, but not limited to, utilization review, quality assurance, recipient 
services, and claims processing to DHCFP for prior approval. We will provide written 
information to the DHCFP for any subcontract for which we have an ownership interest 
of 5% or more in the subcontractor or delegated entity. We will submit all subcontracts 
to DHCFP for approval prior to their effective date. We understand and acknowledge 
that failure to obtain advance written approval of a subcontract from DHCFP will result 
in the application of a penalty of $25,000 per incident. 


3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the vendor has hired to perform any of 
the requirements of the Contract and the names of their principals; 


We understand and will comply with the provisions of Section 3.15.4.4. 


We will submit to the DHCFP prior to the service start date and whenever a change 
occurs, the names of any material subcontractors we have hired to perform any of the 
requirements of the Contract, along with the names of their principals. 


3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies 
of all agreements and subcontracts to DHCFP within five (5) days of receiving such 
request. All such agreements and subcontracts shall contain relevant provisions of the 
contract appropriate to the subcontracted service or activity, specifically including but not 
limited to the provisions related to confidentiality, HIPAA requirements, insurance 
requirements and record retention. The vendor has the responsibility to assure that 
subcontractors are adequately insured to current insurance industry standards; 


We understand and will comply with the provisions of Section 3.15.4.5. 


We will maintain all agreements and subcontracts relating to the contract in writing. We 
will provide copies of all agreements and subcontracts to DHFP within five days of 
receiving a request. All of our agreements and subcontracts will contain relevant 
provisions of the contract appropriate to the subcontracted service or activity, 
specifically including but not limited to the provisions related to confidentiality, HIPAA 
requirements, insurance requirements and record retention. Furthermore, our current 
delegation oversight process includes a review of confidentiality, HIPAA, and record 
retention practices of our subcontractors. We also acknowledge that we have the 
responsibility to assure that subcontractors are adequately insured to current insurance 
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industry standards. 


3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of 
any subcontracts for the performance of any Contract responsibility. No subcontract will 
operate to relieve the vendor of its legal responsibility under the Contract; 


We understand and will comply with the provisions of Section 3.15.4.6 stating that we 
have full responsibility for meeting all of the requirements of the Contract regardless of 
any subcontracts for the performance of any Contract responsibility. We understand and 
acknowledge that no subcontract will operate to relieve us of our legal responsibility 
under the Contract. 


3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or 
imposing sanctions if the subcontractor’s performance is inadequate or substandard; 


We understand and will comply with the provision of Section 3.15.4.7 stating that we 
must have a written agreement with the subcontractor that specifies the activities and 
report responsibilities delegated to the subcontractor and provides for revoking 
delegation or imposing sanctions if the subcontractor’s performance is inadequate or 
substandard. Performance monitoring and sanctions for non-performance are already 
built into our contracts with our subcontractors and part of our delegation oversight 
program. We see the performance of our subcontractors as a direct reflection on our 
performance as a health plan, and as such, we closely monitor their performance, 
impose corrective action plans and sanctions, as necessary. 


3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If the vendor identifies 
deficiencies or areas for improvement, the vendor and the subcontractor must take 
corrective action; 


We understand and will comply with provisions of Section 3.15.4.8 stating that we must 
monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to the schedule to be established by the State. 
If we identify deficiencies or areas for improvement, we will issue formal corrective 
action and perform follow-up activities to assure appropriate remediation has taken 
place. 


3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
vendor’s intention to terminate any such subcontract; and 


We understand and will comply with the provisions of Section 3.15.4.9 to notify DHCFP 
in writing immediately upon notifying any material subcontractor of our intention to 
terminate their contract. 


3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full 
and complete information about the ownership of any subcontractor with whom the vendor 
has had business transactions totaling more than twenty-five thousand dollars ($25,000.00) 
during the twelve-month (12-month) period ending on the date of request as required by 42 
CFR 455.105. Failure to timely comply with the request will result in withholding of 
payment by the State to the vendor. Payment for services will cease on the day following 
the date the information is due and begin again on the day after the date on which the 
information is received. 


We understand and will comply with the provisions of Section 3.15.4.10.  


Within 35 calendar days of the date of request, we will provide full and complete 
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information about the ownership of any subcontractor with whom we have had business 
transactions totaling more than twenty-five thousand dollars ($25,000) during the 12 
month period ending on the date of the request as required by 42 CFR 455.105. We 
acknowledge that failure to comply with the request will result in withholding of 
payment by the State. We acknowledge that payment for services will ease on the day 
following the date the information is due and begin again on the day after the date on 
which the information is received. 


3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers. DHCFP 
agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label 
individual documents as a "trade secret" or "confidential"” as per Section 25 of 
Attachment D, Contract Form. 


We understand and acknowledge the provisions of Section 3.15.4.11 under which DHCFP 
has the right to review contracts between us and providers. We acknowledge that DHCFP 
agrees to protect the terms of our contracts with Providers if we clearly label individual 
documents as “trade secret” or “confidential” as per Section 25 of Attachment D, 
Contract Form. 


3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the vendor will be 
financially responsible to refund the amount of the federal disallowance and the 
corresponding state share to DHCFP. If such disallowance is treated as a default or breach, 
or otherwise subject the vendor to sanctions under Section 13 of Attachment D ~ Contract 
Form, any such liquidated damages are not exclusive and are in addition to any other 
remedies available under this contract. All existing subcontracts, requiring amendments to 
meet the requirements of this contract, shall be amended. All future subcontracts must meet 
the requirements of this contract and any amendments thereto. 


We understand and acknowledge the provisions of Section 3.15.4.12 stating that if any 
network provider or subcontractor is determined not to meet federal requirements 
resulting in a federal disallowance of federal funds, we are financially responsible to 
refund the amount of the federal disallowance along with the corresponding state share 
to DHCFP. We also acknowledge that if a disallowance is treated as a default or a 
breach or otherwise subjects us to sanctions under Section 13 of Attachment D-Contract 
Form, any liquidated damages are not exclusive and are in addition to any other 
remedies available under our contract. We further acknowledge that all existing 
subcontracts requiring amendments to meet the requirements of this contract shall be 
amended and we understand that all future subcontracts must meet the requirements of 
this contract and any amendments thereto. 


3.15.5 Policies and Procedures 


3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear 
understanding of the program and its operations to vendor staff, DHCFP, other DHCFP 
vendors and the providers (network and non-network). 


We understand and will comply with the provisions of Section 3.15.5.1. 


We will provide written policies and procedures which will be developed to provide a 
clear understanding of the program and its operations to our staff, the DHCFP, and 
other DHCFP vendors and providers, which may be network or non-network participants.  


3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the vendor functions. The 
vendor’s policies and procedures must be kept in a clear and up-to-date manual. The Policy 
and Procedure Manual will be used as a training tool, and subsequently as a reference when 
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performing contract related activities. The Policy and Procedure Manual must be reviewed 
at least annually for accuracy and updated as needed.  


We understand and will comply with the provisions of Section 3.15.5.2. We will provide 
written policies and procedures which will be developed to provide a clear 
understanding of the program and its operations to our staff, the DHCFP, and other 
DHCFP vendors and providers, which may be network or non-network participants. The 
Policy and Procedure Manual will be developed in accordance with the DHCFP managed 
care contract, including amendments, attachments, exhibits and MSMs, for each of the 
vendor functions. This manual will be used as a training tool to educate associates 
about program operations, and a reference guide when performing contract functions. 
The Policy and Procedure Manual will be reviewed at least annually for accuracy. 
Updates will occur as needed. 


These policies will incorporate and be tailored to address the specific requirements of 
the Nevada contract and regulations. Generally, during policy creation we provide 
state-specific policy language on topics that include claims submission and payment, 
enrollment and disenrollment processes, utilization management, quality management, 
case management, network adequacy, appeals and grievances, encounters, customer 
service, member obligations and rights. All applicable functions are required to follow 
the policies.  


This manual will be available electronically to all of our associates, and will be used to 
guide them in delivering services within functional areas in accordance with DHCFP 
requirements. Updates to the manual will also reflect new operational procedures or 
other tools which support operational efficiency and the best outcomes for Medicaid and 
Nevada Check Up members, the DHCFP, and our network providers. Policies and 
procedures are organized by functional area to allow for ease of use, accountability and 
transparency.  


These policies would become part of the Nevada policy manual. This manual would be 
available to all associates and the compliance team would be responsible for 
coordinating with the policy business owners to ensure that the policies are reviewed 
and revised accordingly. A thorough, multi-level approval process of all policies and 
procedures is used internally at implementation to ensure accuracy.  


3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other 
documentation included as part of the Vendor Policy and Procedure Manual. DHCFP 
reserves the right to review and reject any policies or procedures believed to be in violation 
of federal or state law. 


We understand and will comply with the provisions of Section 3.15.5.3.  


Three hardcopies and an electronic copy will be provided to the DHCFP, including any 
exhibits, attachments or other documentation included as a part of the manual. We 
understand that DHCFP reserves the right to review and reject any policies or 
procedures believed to be in violation of state or federal law. 


3.15.6 Implementation 


3.15.6.1 Vendor Plan 


The vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after 
notification that DHCFP has selected it for Contract negotiations, a detailed work plan 
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and timeline for performing the obligations set forth in the Contract for the first 
contract year.  


B. Provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the vendor’s current state of 
readiness to perform all Contract obligations. Until the service start date, the vendor 
shall provide biweekly written updates to the work plan and timeline, and thereafter as 
often as DHCFP determines necessary. 


C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) 
business days prior to the service start date, all deliverables to allow for timely DHCFP 
identified modifications. 


D. Beginning no later than sixty (60) calendar days prior to the service start date, the 
vendor shall implement procedures necessary to obtain executed subcontracts and 
Medicaid provider agreements with a sufficient number of providers to ensure 
satisfactory coverage of initial enrollments. The DHCFP reserves the right to require an 
access report at any time after the service start date when barriers to access or network 
inadequacies are identified or are questionable. 


E. Ensure that all workplace requirements the DHCFP deems necessary, including but not 
limited to office space, post office boxes, telephones and equipment, are in place and 
operative as of the service start date. 


F. Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with the DHCFP to meet these requirements. 


G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 
a.m. (Pacific Time) on the first day of the open enrollment period for recipient access 
and remains in operation for the duration of the contract, unless otherwise directed or 
agreed to by the DHCFP. A single telephone number may be utilized as long as there is 
a menu option to channel different caller categories, e.g. recipients, providers, etc.  


H. Establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. 


I. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers. 


We understand and will comply with the provisions of Section 3.15.6.1. 


 We will submit to DHFCP for approval a detailed implementation plan and timeline 
for meeting all obligations set forth in the first year of the Contract. We are 
committed to providing DHFCP with updates to the plan and timeline, making 
adjustments as needed, working closely with DHFCP to communicate and ensure 
readiness to perform all contract obligations.  


 We will supply all deliverables to DHFCP no less than 10 days prior to the start date, 
unless otherwise agreed to by DHFCP. 


 We will ensure that all workplace requirements are in place as of the service start 
date, including a fully staffed and equipped office space that meets all DHFCP 
requirements and approval. We have already secured two office facilities, located in 
Las Vegas and Reno. We will also ensure that a toll-free telephone number will be 
available at our office as of 8:00 a.m. on the first day of open enrollment for 
members. These items are included in our implementation plan, which is already in 
development.  


 We agree to establish and implement enrollment procedures and maintain applicable 
enrolled member data. 
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 We are a leader in helping members transition from other MCOs and the fee-for-
service (FFS) Medicaid system, particularly for individuals with complex conditions. 
We view transition of care as a continuous process where we aim to improve health 
care quality, mitigate complications, eliminate unnecessary costs, and improve 
member satisfaction through identification, engagement, assessment, and care 
coordination. 


 Our well-established, proven process for facilitating the seamless transition during 
initial enrollment that we will use in Nevada is based on NCQA standards for 
continuity and coordination of medical care. We will develop a specific Nevada 
Medicaid Member Transition Policy, which will be based on similar policies in use in 
other states including some that have been externally validated by NCQA. Our 
transition of care activities support a variety of diagnoses including pregnancy and 
behavioral health-related conditions and specifically assist members with more 
challenging needs, including their non-clinical needs. 


 Our broad experience in partnering with providers, in conjunction with our locally-
based network development approach and policies, will ensure that covered services 
are available to Nevada Medicaid and Nevada Check Up members from a 
comprehensive network of providers on Day 1.  


 We employ a five-phase approach to network development and management, moving 
from early analysis of the market and membership needs to targeted recruitment, 
contracting, training and retention activities as described in our network 
development and contracting continuum. Provider recruitment resources and tools 
will be located in Nevada. We will deploy a team of local resources to support in-
person encounters with providers.  


 These resources are supplemented by our national network development team, which 
includes specialists in institutional, group practice, and ancillary contracting and 
legal experts in contract development. Our network recruitment center will be 
staffed by a team of contract specialists who actively collect executed contracts, 
process mailings, answer inbound calls, make outbound follow-up calls, and assist 
providers with all aspects of contracting and credentialing.  


We have met with hundreds of Nevada providers, advocates, members, and stakeholders 
to prepare an implementation plan for setting up operations and building a network 
capable of supporting the member population in the Nevada Medicaid and Nevada Check 
Up programs. Through this process, we have engaged staff members from every 
functional area of our enterprise and closely studied the requirements of the RFP to 
leverage our experience serving similar populations across several states while also 
building a program uniquely developed to meet specific needs of the state.  


In building this proposal and our Nevada Medicaid programs, we have deployed an 
industry-leading practice that engages business implementers at every phase of 
development. Our applicable staff members and business leaders individually certify 
every process, protocol and proposed solution included in this proposal prior to 
submission. This process, which is run through our compliance program, reaches to 
executive levels, where executive leadership ultimately signs off on every commitment 
made. This helps ensure a seamless transition from proposal to implementation.  


3.15.6.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors 
and will, subject to the availability of the DHCFP resources, provide technical assistance as 
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appropriate. The purpose of the readiness reviews is to assess the vendor’s readiness and 
ability to provide services to enrolled recipients. The areas that may be reviewed include, 
but are not limited to: financial operations; administration and organization; recipient 
services; provider network; quality improvement; and, management information systems, 
including claims processing and reporting systems. The vendor shall provide necessary 
documentation specified by the DHCFP and cooperate with the DHCFP or its designees in 
conducting the review. The DHCFP shall determine when the vendor may begin marketing 
and providing program services. Provision of services as set forth in the contract is also 
subject to review and prior approval of CMS. 


We understand and will comply with the provisions of Section 3.15.6.2. 


We are committed to demonstrating readiness to provide quality, efficient services for 
Nevada Medicaid and Nevada Check Up members. 


Project Governance: We bring a proven process of project management and project 
governance to setting up our Nevada operations. Our project governance process is built 
around every functional area and has been proven as ideal to prepare for readiness 
review as each area of review is outlined in a project management implementation plan 
with owners, checkpoints and deadlines attached. Business owners are assigned to each 
task on the plan, and project managers track and monitor the progress of each item and 
report out to our leadership. 


Documentation and Policy Adaptation: Because of our experience setting up operations 
for Medicaid managed care programs of all kinds, we have established documentation 
that is easily adjusted to specific program for every functional area. This helps 
expedite preparation for readiness review and state document approval, for which we 
have an established approval tracking process.  


Mock Auditing: As part of our process for prepping for readiness review, we implement 
an internal review and mock audit of all materials and processes.  


National Leader Engagement: We have executive leaders from across the company with 
decades of experience implementing Medicaid programs available to support locally-
hired staff with every aspect of readiness review. They will join local leadership in 
meeting with reviewers and are able to quickly have programs and processes adjusted 
as needed to make sure we are meeting the highest level of readiness.  


3.15.7 Presentation of Findings 


The vendor must obtain the DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled recipients. 
This material must protect specific individual recipient privacy and confidentiality to the extent 
required by both federal and state law and regulation. 


We understand and will comply with the provisions of Section 3.15.7. We will obtain the 
DHCFP’s prior approval before publishing or making formal public presentations of 
statistical or analytical material which includes information about enrolled recipients. 
This material will be protected for specific individual recipient privacy and 
confidentiality to the extent required by both federal and state law and regulations. 


3.15.8 Vendor Marketing Materials 


3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment 
period. The vendor must request and obtain permission from the DHCFP to distribute 
materials during an open enrollment period as well as in other locations or to implement an 
advertising campaign. Marketing materials must be submitted to the DHCFP for review and 
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approval a minimum of sixty (60) days prior to the scheduled Medical Care Advisory 
Committee (MCAC) meeting for approval. The MCAC Schedule is subject to change. 
Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding the 
requirement that the MCAC must review all vendor marketing materials, the DHCFP has 
the sole authority to approve or disapprove materials (including updates to existing 
materials), distribution and advertising campaigns. The vendor, or any provider, 
organization, or agency that contracts with the vendor, is not permitted to market directly to 
potential recipients. vendors are also prohibited from providing materials that contain false 
or misleading information, and from initiating cold calls to potential recipients. 


We understand and will comply with the provisions of Section 3.15.8.1. As marketing 
materials are developed and distributed, we will request and obtain permission and 
approval from the DHCFP prior to the distribution of materials during an open 
enrollment period, prior to distributing in other locations, or prior to implementing an 
advertising campaign. Marketing materials will be submitted to the DHCFP for review 
and approval a minimum of 60 days before the scheduled Medical Care Advisory 
Committee (MCAC) meeting. Because the MCAC schedule is subject to change, we will 
refer to the DHCFP website for revisions. We understand the requirement that MCAC 
must review all our marketing materials and that it has the sole authority to approve or 
disapprove materials (including updates to existing materials), distribution, and 
advertising campaigns.  


We further understand that neither we, any provider, organization nor agency that 
contracts with us, is permitted to market directly to potential recipients. We 
understand that we are also prohibited from providing materials that contain false or 
misleading information, and from initiating cold calls to potential recipients. 


3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed 
care program without the prior written approval of the DHCFP. This includes any updates 
to previously approved materials. Although federal regulations require the MCAC to review 
vendor marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 
1997, the DHCFP has the sole authority to approve the vendor’s marketing materials. If 
DHCFP approval is granted, the vendor must distribute the materials to its entire service 
area to ensure that, before enrolling, the potential recipient receives the accurate oral and 
written information that he/she needs to make an informed decision regarding whether to 
enroll with the vendor. The vendor may not seek use of approved marketing materials to 
influence enrollment in conjunction with the sale or offering of any private insurance. The 
vendor may not, directly or indirectly, engage in door-to-door, telephone, or other cold-call 
marketing activities. 


We understand and will comply with the provisions of Section 3.15.8.2. We understand 
that we may not distribute marketing materials related to the managed care program, 
in any manner, without the prior written approval of the DHCFP. This includes any 
updates to previously approved materials. As federal regulations require the MCAC to 
review our marketing materials pursuant to Section 4707(a) of the Balanced Budget Act 
of 1997, the DHCFP has the sole authority to approve our marketing materials. If DHCFP 
approval is granted, we will distribute the materials to our entire service area to ensure 
that the potential recipient receives the accurate oral and written information that 
he/she needs to make an informed decision regarding whether to enroll with us, before 
enrolling. We will not seek use of approved marketing materials to influence enrollment 
in conjunction with the sale or offering of any private insurance. We will not, directly or 
indirectly, engage in door-to-door, telephone, or other cold-call marketing activities. 


3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that 
marketing, including plans and materials, is accurate and does not mislead, confuse, or 
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defraud recipients or potential recipients or the DHCFP. Statements that will be considered 
inaccurate, false, or misleading include but are not limited to any assertion or statement 
that:  


A. The recipient must enroll with the vendor in order to obtain benefits or in order not to 
lose benefits; or 


B. The vendor is endorsed by CMS, the federal or state government, or similar entity. 


We understand and will comply with the provisions of Section 3.15.8.3. As marketing 
materials are developed, they undergo review to ensure compliance, accuracy, cultural 
sensitivity, and adherence with all state program requirements. Our member materials 
are written on eighth-grade required reading level, which is verified by the Flesch-
Kincaid Grade Level Index, to ensure that they comply with the State’s requirements for 
language level, readability and clarity, and all federal Title XXI regulations. Because 
many recipients have difficulty understanding health care information, we provide easy-
to-understand medical terms and phrases with plain language to increase the readability 
and comprehension of the marketing material. We follow the same process whether the 
material is newly created or has been updated from an existing document. 


Many State and federal regulations exist to protect consumers against unfair and 
aggressive marketing of healthcare services to potential Medicaid recipients. We adhere 
to these regulations and have strict compliance processes in place to ensure we do not 
engage in prohibited marketing activities. 


We understand that statements that will be considered inaccurate, false, or misleading 
include but are not limited to any assertion or statement that:  


 A recipient must enroll with us in order to obtain benefits or in order not to lose 
benefits 


 We are endorsed by CMS, the federal or State government, or similar entity 


In addition to final approval by the DHCFP, all marketing materials must be reviewed 
and certified internally to ensure that no prohibited marketing activities. 
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3.16 PROGRAM INTEGRITY 


3.16.1 General Requirements and Authorities 


3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity 
Unit (PIU) designed to identify, review, recover and report improper payments, including 
fraud, waste and abuse (FWA) activities, on an ongoing basis. 


We understand and will comply with the provisions of Section 3.16.1.1. We have internal 
controls in place for program integrity. 


Our plan will develop and maintain a process to identify, review, recover and report 
improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing 
basis in Nevada.  


DETECTING AND PREVENTING FWA 
The Program Integrity Unit (PIU) for our company uses a multi-faceted approach to 
combat suspected or potential FWA. This includes a combination of mining data to spot 
inconsistencies, application of various levels of pre and post-claim edits, leveraging of 
clinical expertise to identify and confirm unusual trends, follow-up on internal and 
external referrals, use of a broad set of investigative tools and skills, and the 
deployment of an education and awareness training program to maximize referrals.  


The first and most critical step to preventing FWA is provider and member education, 
where both providers and members are exposed to the basics of what constitutes 
fraudulent, wasteful or abusive activities as well as how to report and reporting 
protections. FWA is a topic in our handbooks, on our website, in various training 
materials and periodically in newsletters and other outreach methods.  


The table below outlines our technologies and strategies in place to prevent and detect 
FWA. 


TECHNOLOGIES AND STRATEGIES FOR FWA PREVENTION AND DETECTION 


Fraud and Abuse 
Hotline 


The Compliance Department actively promotes timely reporting of suspected 
incidents of FWA by maintaining lines of communication to enable associates, 
providers, members, business associates and downstream entities to report 
FWA anonymously and confidentially to the Compliance Department via the 
referral mailbox or by calling the PIU hotline. Our website and manuals also 
contain information for members, providers and the general public on how to 
report suspected or known FWA. 


Healthcare Fraud 
Prevention 
Partnership 
(HFPP) 


As a member of the Healthcare Fraud Prevention Partnership (HFPP), our 
company is a part of partnership of private and government payers and anti-
fraud associations dedicated to improving our ability to detect, predict, and 
prevent healthcare fraud. This unique public-private partnership was 
established in 2012 by the Centers for Medicare & Medicaid Services and the 
Department of Justice, assisted by private sector third-party payers and anti-
fraud associations. We anticipate our participation helps broaden our view into 
multiple fraudulent schemes that extract unearned payments from the 
healthcare system. 


Data Mining The PIU uses data mining technologies to proactively identify potential FWA: 
The PIU employs a senior data analyst to conduct targeted claims queries, 
leveraging the Statistical Analysis System® data network to identify members 
and providers with suspicious activity or unusual patterns of behavior that 
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TECHNOLOGIES AND STRATEGIES FOR FWA PREVENTION AND DETECTION 
might indicate FWA.  
 We use an FWA analytics library to produce ad hoc reports for the 


identification and investigation of FWA. These reports include but are not 
limited to visit trend analysis, provider up-code checker, and hospital stay 
with no professional services, bell curve analysis and abnormal provider 
utilization.  


 The PIU uses COGNOS® business intelligence software to produce a Physician 
Trend Report by specialty. This report enables the PIU to identify aberrant 
spikes or trends. When this analysis identifies a provider with suspicious 
activity, it generates a more detailed set of reports, allowing investigators 
to view the entire billing and claims history for that provider. 


 The PIU recently implemented the General Dynamics STARS Solutions as a 
new FWA analytical tool that provides predictive models and 
algorithms that identify aberrant patterns and outliers. These 
outliers are prioritized and forwarded to investigators with the 
outcome of increased identification of FWA. 


Claims System 
Edits 


Claims system edits are designed to detect and prevent potential FWA. These 
edits include, but are not limited to reviews for:  
 Member eligibility  
 Medically unlikely services based on gender or age 
 Non-covered services  
 Invalid procedure codes 
 Duplication of services  
 Unbundling of services 
 Frequency of services 
 Diagnosis matches 


Medical 
Management 
Activities 


Medical management activities (e.g., prior authorization, concurrent review, 
discharge planning, retrospective review and provider profiling) include: 1) 
verifying member eligibility; 2) reviewing the medical necessity of the service; 
3) determining the appropriateness of the service being authorized; 4) verifying 
that the service is covered; and 5) referring members to appropriate providers.  
When the prior authorization process identifies potential FWA, the prior 
authorization is denied, a notice of action is sent to the member and provider, 
and a report is sent to the PIU. Our PIU reviews, trends, and reports findings to 
regulators as necessary. In addition, medical management reports allow the PIU 
department to have multiple points of data to review and verify unusual 
patterns that may indicate potential fraud and abuse. Any unusual incident is 
documented and reported as outlined by our policies and procedures. 


Provider Services 
and Quality 
Improvement 
Personnel 


Provider Services and Quality Improvement personnel are trained to be aware 
of indicators of possible FWA so that issues can be identified during routine 
office visits or medical record reviews. These associates report suspected FWA 
activities through the PIU for review and further action.  


Provider 
Credentialing 


Provider credentialing prevents contracting with providers previously found 
guilty of FWA. We validate the credentials of network providers as part of 
initial contacting and we re-credential in accordance with NCQA criteria, and 
state and federal regulations. As part of this process, we collect and evaluate 
information about providers on a monthly basis from a variety of sources (e.g., 
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TECHNOLOGIES AND STRATEGIES FOR FWA PREVENTION AND DETECTION 
National Practitioners Data Bank, OIG list of Excluded Individuals or Entities, 
and applicable state professional licensure boards). 


Statistically 
Valid Random 
Samples (SVRS) 
and Audits 


Our PIU conducts audits on statistically valid random samples (SRVS) on a 
routine basis. These procedures identify and detect inappropriate claims and 
potential FWA billing.  


SIRIS As a member of the National Health Care Anti-Fraud Association® (NHCAA), we 
have access to SIRIS, the NHCAA information-sharing website that includes 
regular postings of information about potential provider FWA activities by more 
than 100 insurance companies nationwide. PIU investigators use SIRIS as part of 
the due diligence they perform in their investigations. 


We will perform cost avoidance and third party liability collection activities under well-
defined policies and procedures that conform to federal and state requirements. The 
coordination of benefits, or cost avoidance process, begins with updating member 
records to include information on other insurance. This is used during claims payment as 
we send monthly claims and eligibility data feeds to our vendors to evaluate and 
determine if any members have other coverage through a commercial source. Once the 
analysis is completed, the vendor sends a return file containing other insurance 
information for use in updating our member eligibility files. We send the TPL files (new 
or updated) to the State.  


Our Audit and Recovery department creates monthly reports that contain claim 
avoidance information for any member where a primary payer is responsible. We report 
COB savings or cost avoidance for claims in two categories: 1) claim is denied payment 
for primary insurance carrier explanation of payment or 2) claim is paid as secondary 
by us as primary insurance carrier explanation of payment was attached by provider. 


POST-PAYMENT RECOVERY 
We will use two methods for recouping erroneous overpaid claims in Nevada: direct 
provider recovery and carrier billing. 


Direct Provider Recovery 
If Nevada allows for direct provider recovery, then identified overpaid medical claim(s) 
that have a date of service within the last 10 months will be marked for internal 
recovery efforts. Internal recovery efforts begin with a letter to the provider advising 
them that a primary insurer was responsible for the claim payment and that a refund or 
recoupment (where contractually allowed) is necessary to satisfy the overpayment. The 
letter provides the necessary other insurance information required for the provider to 
re-bill the claim to the primary insurer.  


Carrier Billing 
We use an outside vendor to submit bills to health insurance carriers when commercial, 
Medicare Advantage or TRICARE coverage is primary to our coverage. This method is 
used if an identified overpaid claim falls into one of these categories: 


 The enrollee’s state does not allow for direct provider recovery 
 Claim was paid due to cost avoidance exception rule 
 The date of service on the claim is greater than 10 months from overpayment 
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identification date 
 The paid amount on the claim is lower than the internal recovery effort threshold 


The recovery vendor receives monthly HIPAA-compliant claim data feeds to evaluate for 
overpayment recovery. Recoveries from primary carriers are refunded to us on a 
monthly basis and posted to the member’s claim history.  


Identified overpayments are tracked in a recovery database for reporting and 
collection. Overpayments recoveries are applied to the member’s claim history in our 
Claims Processing System and will flow through to encounter data.  


MAINTAINING TPL DATA AND REPORTING TPL DATA TO THE STATE 
We maintain a robust database of TPL information directly within the Claims Processing 
System. Valid TPL coverages are updated on the members’ eligibility records in the 
Claims Processing System, making them accessible for claims processing and viewable by 
Case Management and Customer Service staff. Providers and members can contact the 
Member Service department to provide new TPL information or to request an update to 
existing TPL information. 


We will generate TPL avoidance and collections reports in the format and timeframe 
designated by DHCFP. 


3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations 
related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also 
require compliance from subcontractors and providers for the same. Medicaid payments to 
managed care health plans are government funds, funded by federal and state money. These 
payments made by State Medicaid to managed care entities, including but not limited to, 
managed care plans, pre-paid plans, subcontractors to managed care plans, and any sub-
subcontractors, and providers of medical services, supplies or drugs, for the benefit of 
Medicaid recipients may be recovered if obtained by fraud. Any act of health care fraud 
involving such government funds will be subject to prosecution by the State Attorney 
General's Office under the State False Claims Act ("FCA''), as well as any other applicable 
laws. Relevant citations for Program Integrity compliance include, but are not limited to, 
the citations below. 


A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


B. 42 C.F.R.§ 438, Subpart H; 


C. 42 C.F.R. § 455 Subpart A, B and E; 


D. 42 C.F.R. § 1000 through 1008; 


E. 42 C.F.R. § 456.3, 456.4. 456.23; 


F. 42 C.F.R. § 457.950(a)(2); 


G. Section 6032 of the Federal Deficit Reduction Act of 2005; 


H. Nevada Revised Statutes, Chapter 422; 


I. Nevada DHCFP Medicaid Services Manual; and 


J. Nevada DHCFP Medicaid Billing Guides. 


We understand and will comply with the provisions of Section 3.16.1.2. 


We currently operate Medicaid managed care plans in other states and all federal and 
state regulations related to Program Integrity, including items A-J, are familiar to us. 
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3.16.2 Provider Credentialing  


3.16.2.1 The vendor is required to provide: 


A. The vendor must have written credentialing and re-credentialing policies and 
procedures for determining and assuring that all providers under contract to the vendor, 
including PCP and Primary Care Specialists, specialists and other health care 
professionals are licensed by the State of Nevada and qualified to perform the services. 
The vendor may not employ or contract with providers excluded from participation in 
the federal health care programs under Section 1128 of the Social Security Act. 


B. The vendor shall provide credentialing criteria for review and approval by DHCFP’s 
Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and 
ensure that all network providers meet the criteria. Changes to the credentialing process 
will need to be provided in writing to the DHCFP’s Provider Enrollment unit thirty 
(30) calendar days prior to the change. If the change is unanticipated, the vendor will 
notify the DHCFP’s Provider Enrollment unit within five (5) calendar days of the 
change.  


C. Credentials for network providers, subcontractors, or subcontractor’s providers shall be 
provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no 
cost. 


We understand and will comply with the provisions of Section 3.16.2.1. 


We have established policies and procedures for all aspects of our credentialing 
program. Our Nevada medical director will be responsible for oversight of care delivery 
and all quality improvement activities, including oversight of credentialing.  


Our credentialing program includes: 


 Comprehensive training plan to educate staff as to credentialing and re-
credentialing requirements 


 Provisions for monitoring and auditing compliance with standards 


 Provisions for prompt response and corrective action when non-compliance is 
detected 


 Description of the types of providers credentialed 


 Methods to verify credentialing assertions, including any evidence of prior sanctions 


 Prohibitions against employment or contracting with excluded providers 


 Provisions to ensure enrollment in Medicaid and validate Medicaid identification 
number 


 Provisions to obtain information on ownership and control 


 Provisions to identify persons convicted of crimes 


 Provisions to incorporate quality and utilization measures in the recredentialing 
process 


 Credentialing and re-credentialing is performed for every independent practitioner 
and organizational provider in our network. Hospital ancillary providers are not 
required to be independently credentialed if those providers serve our members only 
through the hospital. Initial credentialing is conducted prior to the effective date of 
the provider’s contract, and re-credentialing is conducted at least every three years.  


We will provide credentialing criteria for review and approval by DHCFP’s Provider 
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Enrollment unit not less than 90 calendar days prior to the start of the contract and 
ensure that all network providers meet the criteria. Changes to the credentialing 
process will be provided in writing to the DHCFP’s Provider Enrollment unit not less than 
30 calendar days prior to the change. If the change is unanticipated, we will notify the 
DHCFP’s Provider Enrollment unit within five calendar days of the change. 


3.16.3 Provider Enrollment 


3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


3.16.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid provider that has 
been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for 
enrollment. Although the vendor may enroll a provider prior to the provider enrolling as a 
Medicaid provider, the provider is not permitted to provide services to the Medicaid MCO 
recipients until the provider is enrolled with Nevada Medicaid’s fiscal agent. The provider 
is not required to see FFS clients.  


3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required 
to maintain a license in good standing in the state where services are provided.  


3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as 
needed. These single case agreements must be reported to the DHCFP.  


3.16.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed 
from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, 
reasons or causes for such action and any and all documentation, data, or records obtained, 
reviewed, or relied on by the vendor including, but not limited to: provider/patient files; 
audit reports and findings; and medical necessity reviews. 


3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all 
providers who have disenrolled, deactivated, terminated, de-credentialed or been removed 
from the active provider enrollment. If the provider has been terminated, de-credentialed or 
disenrolled, the cause and all required documentation of the termination will be supplied to 
the DHCFP within five (5) business days of the decision to terminate.  


We understand and will comply with the provisions of Section 3.16.3.1 through 3.16.3.6.  


We will comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.  


Through our credentialing process, we will ensure that all providers both within the 
state of Nevada and outside the state of Nevada maintain a license in good standing in 
the state where services are provided.  


As needed, we will develop relationships with out-of-network providers to allow us to 
work with them on a case-by-case basis to secure member access to the appropriate 
level of medically necessary care. Typically, we arrange care with out-of-network 
providers by executing single case agreements that authorize care for a specific 
member; as required, these agreements will be reported to the DHCFP.  


On a monthly basis, we will submit to the DHCFP a list of all providers who have been 
enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-
credentialed or been removed from the active provider enrollment. If the provider has 
been terminated, de-credentialed or disenrolled, the cause and all required 
documentation of the termination will be supplied to the DHCFP within five business 
days of the decision to terminate.  
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3.16.4 Provider Contracts 


3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise 
qualified providers to provide enrolled recipients with all medically necessary covered 
services. 


3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior 
to execution. In addition, prior to distributing or executing any substantive changes or 
amendments to the base contract, the Vendor shall submit drafts of standard language for 
any such contract to the DHCFP for review. Provider contracts must meet all state and 
federal requirements. The Vendor shall submit any of its provider contracts to the DHCFP 
within 5 business days upon request.  


3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner 
that will ensure meeting the objectives noted within this RFP. The effort must include 
outreach to providers who are not currently participating in the DHCFP's medical assistance 
programs or have a signed agreement but do not actively accept eligible recipients.  


3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and 
for disciplining providers who are found to be out of compliance with the vendor’s medical 
management standards. The vendor must submit these policies and procedures to the 
DHCFP within 5 business days upon change of policies and procedures or upon request.  


3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary 
services. 


3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) 
business days upon request. 


We understand and will comply with the provisions of Section 3.16.4.1 through 3.16.4.7.  


PROVIDER CONTRACTS 
We will ensure that our network includes a sufficient number of appropriately 
credentialed, licensed, or otherwise qualified providers to furnish members with all 
medically necessary covered services. We will provide a copy of our base provider 
contract, which meets all state and federal requirements, for DHCFP review.  


PROVIDER OUTREACH APPROACH AND RECRUITMENT STRATEGY  
Our recruitment strategy focuses on the development of a broad-based, integrated 
network that is well positioned to deliver the full array of covered benefits and services 
to recipients including those with special health care needs. We will contact providers 
who are not currently participating in the DHCFP's medical assistance programs and to 
those providers that have a signed agreement but do not actively accept eligible 
recipients.  


MONITORING PROVIDER COMPLIANCE 
We will use data from both provider complaints and inquiries to identify opportunities 
to improve our performance in functional areas such as grievance, medical management, 
administrative services, provider network development and handbook clarity. This will 
allow us to address not only issues affecting individual provider satisfaction, but to also 
identify and address potential trends in the delivery system as a whole. Our network 
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development plan details our policies and procedures for monitoring providers and for 
the disciplinary action taken for providers who are found to be out of compliance with 
our medical management standards.  


3.16.5 Provider Directory 


The vendor must publish its provider directory and any subcontractors’ provider directory via an 
Internet website upon contract implementation and will update the website on a frequency no less 
than monthly for all geographic service areas. The vendor must provide the DHCFP with the most 
current provider directory upon contract award for each geographic service area. Upon request by 
the DHCFP, the vendor must confirm the network adequacy and accessibility of its provider 
network and any subcontractor’s provider network.  


We understand and will comply with the provisions of Section 3.16.5.  


We will publish our provider directory and any subcontractor’s provider directory via an 
internet website upon contract implementation and will update the website not less 
than monthly for all geographic service areas.  


3.16.6 Provider Communications 


3.16.6.1 General Communications 


All general communications to providers including mass letter mailings, fax-blasts, 
brochures, batch e-mails and communications specifically mentioned in this contract must 
be submitted to the DHCFP for approval prior to release. If the DHCFP does not respond 
within ten (10) business days the vendor may consider the communication approved. This 
provision does not pertain to communications on specific topics to individual providers and 
recipients.  


Amendment 2 deleted Section 3.16.6.1 in its entirety. 


3.16.6.2 Provider Policy and Procedure Manual 


A. The vendor must prepare a Provider Policy and Procedure Manual for each distinct 
class of provider which must be approved by the DHCFP. The vendor shall document 
the approval of the provider manual by the vendor’s Medical Director, and shall 
maintain documentation verifying that the provider manual is reviewed and updated at 
least annually. The vendor will provide policy and procedure updates to the DHCFP 
within five (5) business days of the contract implementation, any significant changes in 
the manual or upon request.  


B. The vendor may publish the manual material related to more than one category of 
provider in a single volume upon approval of the DHCFP. The vendor must furnish one 
(1) copy of the manual to each provider upon recruitment into the network, and must 
update all copies of the manual in each provider’s possession within five (5) business 
days when changes are made by the vendor. Provider update notices sent via facsimile, 
mail, and e-mail may be utilized to update the provider manual when changes are made 
by the vendor. The vendor can meet this requirement by furnishing one (1) copy of the 
manual and one (1) copy of the manual updates to each provider practice where several 
providers within the practice are participants in the network. One (1) hard copy and one 
(1) electronic copy of the Provider Manual shall be provided to the DHCFP. That 
electronic copy must be updated with the same frequency as the hardcopy manual 
copies furnished to providers. The manual shall include, at a minimum: 


1. The policies and procedures to be implemented by the vendor to ensure provider 
contract compliance; 


2. The procedures governing verification of recipient eligibility and the process for 
receiving and disseminating recipient enrollment data to participating providers;  
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a. At the time of service, the vendor or its subcontractors shall verify every 
enrolled recipient’s eligibility through the current electronic verification 
system. 


3. Prior authorization procedures and requirements including the appeals process for 
denied, reduced or terminated services; 


4. The procedures for claims administration including the appeals process for denied 
claims; 


5. Provider credentialing criteria; 


6. Provider network management; 


7. The benefits and limitations available to enrolled recipients under the program, 
including any restrictions on recipients’ freedom of choice imposed by the 
program and any/all payment obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; 
units; payment rates; and all pertinent information necessary to submit a clean 
claim in a timely manner; 


9. Procedure to dispute adverse payment and contract decisions; and 


10. Policies and procedures to be implemented by the vendor to manage quality 
improvement and recipient service utilization. 


PROVIDER POLICY AND PROCEDURE MANUAL 
We understand and will comply with the provisions of Section 3.16.6.2. 


We will develop a Provider Policy and Procedure Manual for each distinct class of 
provider and will submit the manuals to DHCFP for approval. Our Provider Policy and 
Procedure Manual will be specific to the DHCFP program and be fully compliant with all 
of the provisions of Section 3.16.6.2, including medical director approval, annual 
updates and DHCFP notification.  


The manual will be available as a searchable and downloadable electronic document on 
our provider website and in printed format and will be provided to each network 
provider upon recruitment into the network. In administering our program we will take 
all necessary steps to afford our providers all rights outlined in the manual.  


Our Provider Policy and Procedure Manual will include all minimum requirements 
outlined in 3.16.6.2.B and will be updated in accordance with DHCFP requirements. As 
policies and procedures change, updates will be issued in the form of provider bulletins 
and copies will be updated and incorporated into subsequent versions of the manual. 
Providers will be alerted to provider bulletins containing changes in the manual by 
notification postcard. Electronic copies will be updated with the same frequency as the 
hardcopy manual copies furnished to providers. 


3.16.6.3 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic service 
area to accommodate each provider site. In addition to presenting education and training 
materials of interest to all providers, the workshops must provide sessions for each discrete 
class of providers whenever the volume of recent changes in policy or procedures in a 
provider area warrants such a session. All sessions should reinforce the need for providers 
to verify recipient eligibility and enrollment prior to rendering services in order to ensure 
that the recipient is Medicaid eligible and that claims are submitted to the responsible 
entity. Individual provider site visits will suffice for the annual training requirement. 
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PROVIDER WORKSHOPS 
We understand and will comply with the provisions of Section 3.16.6.3. 


Following best practices developed in our other Medicaid markets, we will hold provider 
workshops to foster relationships with local staff, create the opportunity for providers 
to ask questions and have open, honest dialogue on their experience with us. We 
anticipate holding these workshops at least annually in local venues in Clark and Washoe 
counties with all supporting documents and follow-up questions and answers made 
available on our provider website. These workshops will be open to all providers. We 
will provide sessions for each discrete class of providers whenever the volume of recent 
changes in policy or procedures in a provider area warrants such a session. Our provider 
workshops will include training on eligibility verification and claim submission. In 
addition, we will meet with individual providers on a regular basis to conduct training 
and obtain their input. 


We will offer providers a broad array of supports and training in addition to regular 
workshops and forums including locally-based teams to meet providers in their offices to 
address the range of provider needs including training on clinical guidelines and best 
practices, data sharing, eligibility, service array, referral practices, prior authorization 
guidelines, proper claims submission and more. 


3.16.6.4 Provider Newsletter 


The vendor must publish a semi-annual newsletter for network providers. Topics may 
include practice guidelines, policy updates, quality management strategies, and other topics 
of provider interest  


PROVIDER NEWSLETTER 
We understand and will comply with the provisions of Section 3.16.6.4. 


Our provider newsletter, published at least semi-annually, will include a wealth of 
general and Nevada-specific information such as practice guidelines, policy updates, 
quality management strategies and other topics of provider interest.  


Recent newsletter topics from our other Medicaid plans includes:  


 ICD-10 and formulary updates 
 Billing guidance for evaluation and management visits 
 CAHPS, assessing health care quality from a member’s perspective 
 Tips for improving patient adherence 
 Education on the value of electronic medical records  


Newsletters will be posted to the provider website and a notification postcard will be is 
mailed to each provider announcing the issue.  


3.16.6.5 Network Maintenance 


A. Maintenance of the network includes, but is not limited to: 


1. Initial and ongoing credentialing; 


2. Adding, deleting, and periodic contract renewal; 


3. Provider education; and 


4. Discipline/termination, etc. 
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NETWORK MAINTENANCE 
We understand and will comply with the provisions of Section 3.16.6.5. 


Our network will be maintained in accordance with the provisions of Section 3.16.6.5 
including initial and ongoing credentialing, contracting, provider education, discipline 
and termination.  


Credentialing and Contracting 
We will maintain a formal policy and procedure to document the process for the 
development, use and revision of all provider contract templates so that they comply 
with government program requirements, applicable laws and our standards regarding 
payment and other business provisions, and to establish uniform procedures by which all 
provider agreements are approved and executed. 


When new providers are added to our network, we will undergo a comprehensive process 
to audit the contract and accompanying credentialing application for completeness and 
accuracy. Once the audit and the credentialing process is completed, our provider 
operations team will enter a contract effective date, print provider welcome letters and 
return the letter and one original contract to the provider services manager at the 
appropriate field office. The other original 
contract will be retained by us. Upon receipt 
in the field office, the local manager will 
forward the contract and letter to the 
designated provider services representative 
and provider orientation will occur within 30 
days.  


Education and Discipline 
We recognize the value of a well-informed network of providers, and provider education 
and communication will be a priority of our senior executive and local management 
team. As we implement Nevada Medicaid and Nevada CheckUp, we will bring to bear all 
necessary resources up front to ensure Nevada providers are ready to partner with us 
and participate in our network. Our experience in other states demonstrates that 
effective, two-way provider communication improves service delivery for our members 
and increases provider satisfaction. Our education pathways will include provider 
workshops, newsletters, direct engagement by field-based associates, the provider 
website and the secure provider portal.  


We will offer an industry-leading approach to serving and working with providers with a 
layered, yet integrated, hands-on set of resources. These will include: 


 Provider Services Representatives: These designated and dedicated people live and 
work in the same communities as our providers and are trained to help providers 
navigate every element of Medicaid managed care as needed. 


 Operations Account Representatives: These individuals are specifically trained on 
claims issues and can provide real-time resolutions to claims issues. They are trained 
and empowered to solve claims issues in provider offices in real time.  


 Quality Practice Advisors: These highly trained staff members work directly with 
provider offices with a sole focus on improving health outcomes. They review quality 
scores against the provider’s peers and against the provider’s previous scores and 
help providers address issues that hinder their ability to improve health outcomes. 


Improving Access 
Our credentialing turn-around time year to 


date in 2016 is 26.5 days. 
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Our Nevada medical director will lead provider education, often working one-on-one 
with providers, particularly in challenging areas requiring additional education and 
possible discipline. Providers found to be non-compliant with our policies will be 
educated and corrective actions developed, as appropriate. Ongoing noncompliance may 
result in discipline or termination activities. 


3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, 
and for disciplining those who are found to be out of compliance with the vendor’s medical 
management standards. 


MONITORING OUR NETWORK 
We understand and will comply with the provisions of Section 3.16.6.6. 


In accordance with our policies and procedures, we will use a variety of tools to monitor 
provider compliance with health plan and DHCFP requirements. We will initiate 
education and corrective action when non-compliance is identified. Our policies will 
include provisions for disciplining those who are found to be out of compliance with our 
medical management standards, under the oversight of our Nevada-based medical 
director. 


3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network 
providers, and provide all documentation related to any disciplinary action, sanction, de-
credentialing, removal from the provider panel to DHCFP in a time and manner as 
determined by the DHCFP as follows:  


A. Upon the vendor’s awareness through public sources of any disciplinary action, or any 
sanction taken against a network provider, or any suspected provider fraud or abuse, 
the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;  


B. The vendor is required to check the Office of the Inspector General (OIG) website and 
DHCFP's excluded Provider list at least monthly to confirm its network providers have 
not been sanctioned by the OIG or by the DHCFP; and 


C. If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid 
agency or certification/licensing entity has taken an action or imposed a sanction 
against a network provider, the vendor shall review the provider’s performance related 
to this RFP and take any action or impose any sanction, including disenrollment from 
the vendor’s provider network. 


COORDINATION WITH DHCFP 
We understand and will comply with the provisions of Section 3.16.6.7. 


We will coordinate with DHCFP for dual FFS and managed care network providers by 
providing all documentation related to disciplinary action, sanction, de-credentialing or 
removal from the provider panel to DHCFP as specified in Section 3.16.6.7.  


We will check the Office of the Inspector General (OIG) website and DHCFP’s excluded 
provider list at least monthly to confirm network providers have not been sanctioned by 
the OIG or by DHCFP. 


Monitoring activities will include review of Medicare/Medicaid Sanction Exclusion and 
Reinstatement reports, the List of Excluded Individuals and Entities, Medicare Opt-Out 
listings, System for Award Management Exclusions, professional licensing actions and 
internal provider performance monitoring through the collection and review of grievance 
and adverse event information.  
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When we become aware of actions or sanctions by other entities against a network 
provider, we will review the provider’s performance related to this RFP and take the 
appropriate action up to and including revocation of credentials and contract 
termination.  


3.16.7 Affiliations with Debarred or Suspended Persons 


3.16.7.1 Monitoring for Prohibited Affiliations 


A. The vendor may not employ or contract with providers excluded from participation in 
federal healthcare programs.  


B. The vendor may not be controlled by a sanctioned individual. 


C. The vendor may not have a contractual relationship that provides for the administration 
and management or provision of medical services, or the establishment of policies, or 
the provision of operational support for the administration, management or provision of 
medical services, either directly and indirectly, with an individual convicted of certain 
crimes as described in section 1128(b)(8)(B) of the Act.  


D. The vendor may not employ or contract, directly or indirectly, for the furnishing of 
health care, utilization review, medical social work, or administrative services, with 
one of the following: 


1. Any individual or entity excluded from participation in federal healthcare 
programs; 


2. Any entity that would provide those services through an individual or entity. 


E. The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 
438.610, the vendor will not knowingly have a director, officer or partner who is or is 
affiliated with a person/entity that is debarred, suspended or excluded from 
participation in federal healthcare programs.  


F. The vendor is prohibited from knowingly having a person with ownership of more than 
5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, 
suspended, or excluded from participation in federal healthcare programs. 


G. The vendor is prohibited from knowingly having an employment, consulting, or other 
agreement with an individual or entity for the provision of vendor contract items or 
services who is (or is affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 


H. If the DHCFP learns that the vendor has a prohibited relationship with a person or 
entity who is disbarred, suspended, or excluded from participation, the DHCFP will 
notify the Secretary of noncompliance. The State may continue the existing agreement 
with the vendor unless the Secretary directs otherwise. The DHCFP may not renew or 
extend the existing agreement with the vendor unless the Secretary provides to the 
DHCFP and to Congress a written statement describing compelling reasons that exist 
for renewing or extending the agreement.  


We understand and will comply with the provisions of Section 3.16.7.1 and 
subparagraphs (A-H). We will not: 


A. Employ or contract with providers excluded from participation in federal health 
programs.  


B. Be controlled by a sanctioned individual. 


C. Have a contractual relationship that provides for the administration and 
management or provision of medical services, or the establishment of policies, or 
the provision of operational support for the administration, management or 
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provision of medical services, either directly and indirectly, with an individual 
convicted of certain crimes as described in section 1128(b)(8)(B) of the Act.  


D. Employ or contract, directly or indirectly, for the furnishing of health care, 
utilization review, medical social work, or administrative services, with one of 
the following: 


1. Any individual or entity excluded from participation in federal healthcare 
programs 


2. Any entity that would provide those services through an individual or 
entity 


E. Pursuant to 42 CFR 438.610, knowingly have a director, officer or partner who is 
or is affiliated with a person/entity that is debarred, suspended or excluded from 
participation in federal healthcare programs. We will have policies and 
procedures in place to ensure this.  


F. Knowingly have a person with ownership of more than 5% of our equity who is (or 
is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


G. Knowingly have an employment, consulting, or other agreement with an 
individual or entity for the provision of our contract items or services who is (or 
is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


H. Have a prohibited relationship with a person or entity who is disbarred, 
suspended, or excluded from participation. We understand that the DHCFP will 
notify the Secretary of noncompliance. The State may continue the existing 
agreement with us unless the Secretary directs otherwise. The DHCFP may not 
renew or extend the existing agreement with us unless the Secretary provides to 
the DHCFP and to Congress a written statement describing compelling reasons 
that exist for renewing or extending the agreement. 


3.16.8 Compliance Plan 


3.16.8.1 Vendors must have a program that includes administrative and management arrangements 
or procedures, including a mandatory compliance plan to guard against fraud and abuse. 


ENSURING COMPLIANCE WITH FEDERAL AND STATE LAWS AND 
REGULATIONS THROUGH VENDOR’S COMPLIANCE PROGRAM  
We understand and will comply with the provisions of Section 3.16.8.1. 


Our operations are designed to ensure compliance with all relevant laws and 
regulations, demonstrating our commitment to prevent, identify and correct instances 
of fraud, waste and abuse among providers, subcontractors and members. 


Our Special Investigations Unit (SIU) is highly effective at recovering dollars that would 
otherwise be lost to instances of fraud, waste or abuse. Between January 2015 and June 
2016, our SIU opened 6,475 cases for review and recovered $7,981,681.98 across all 
markets. Between January 2015 and May 2016, the SIU was also responsible for cost 
avoidance of $4,199,020.35 for medical cases and $13,032,871.59 for pharmacy cases.  


Our Compliance Program is intended to promote ethical conduct in all aspects of our 
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operations and to ensure compliance by us and our associates, subcontractors and 
providers with applicable federal and State laws, regulatory requirements and 
standards through:  


 Written corporate policies and procedures, developed to provide guidance and 
internal controls on matters affecting legal and regulatory compliance issues  


 Compliance training programs, conducted to ensure that policies, procedures and 
related compliance concerns are clearly understood and followed by all of our 
officers, associates and directors  


 Open lines of communication for associates, members and others to easily and 
confidentially/anonymously ask questions or report suspected violations of company 
policies or of legal and regulatory requirements without fear of retaliation  


 Internal attestation process to ensure information provided to government agencies 
through RFP responses (including this one) and reports is accurate, timely and 
complete  


 Prompt investigation of reported concerns and the implementation of effective 
corrective action when required  


 Periodic audits and routine monitoring of business operations to measure and assess 
our compliance with internal controls and with applicable federal and state laws, 
regulations and guidance  


 Clear and specific disciplinary policies that address violations and promote 
accountability  


Our Compliance Program applies to our corporate parent and all of its subsidiaries and 
covers all of our operations, including our Medicaid and state-based programs. When 
required, we notify and obtain federal or state regulatory agency approval for changes 
to the compliance plan.  


CODE OF CONDUCT AND BUSINESS ETHICS   
Our Code of Conduct and Business Ethics (the Code) is the foundation of our Compliance 
Program. It describes our commitment to operate in accordance with the laws and 
regulations governing our business and accepted standards of business integrity.  


Everyone in our organization must adhere to the Code at all times. Officers, associates 
and directors are required to acknowledge that they have reviewed the Code and will 
carry out their responsibilities lawfully and according to our policies.  


Under the Code, our associates have an obligation to report suspected compliance 
violations. Associates are required to play an active role in preventing and eliminating 
fraud, waste and abuse and other program violations, and must speak up when they 
become aware of a possible compliance violation. The Code contains a strong non-
retaliation policy on behalf of associates to encourage them to come forward if they 
become aware of possible compliance violations.  


The Code of Conduct and Business Ethics is reviewed and approved annually by the 
Board of Directors. The Code is available to associates through our intranet and to the 
public on our website.  


ORGANIZATION AND OVERSIGHT   
Our administrative structure emphasizes the importance we place on compliance. Our 
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Board of Directors has had a standing committee dedicated to compliance, the 
Regulatory Compliance Committee (RCC), since 2008. Our Chief Compliance Officer (CCO) 
is an executive-level officer who reports directly to our Chief Executive Officer (CEO) 
and the RCC. Our corporate Compliance Committee operates under a charter approved 
by the RCC, is comprised of our Chief Compliance Officer, and is chaired by members of 
senior management. We have also established the position of Compliance 
Liaison/Directors of Market Compliance who serve as the contact for the Chief 
Compliance Officer for compliance and ethics activities in principal market locations, 
functions as the local contacts for the Corporate Compliance Department’s corporate 
units, and serve as market resources for identifying, tracking, mitigating and reporting 
on operational compliance risks. 


Our Compliance Department is staffed by 153 associates dedicated to ensuring our 
operations are conducted with the highest level of integrity and in compliance with all 
laws and regulations.  


3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that 
articulate the organization’s commitment to comply with all applicable Federal and 
State program integrity standards. 


We understand and will comply with the provisions of Section 3.15.8.2. 


Our Compliance Program is carried out through a comprehensive system of internal 
policies and procedures that address day-to-day compliance risks and help reduce the 
prospect of fraudulent, wasteful and abusive activity by identifying and responding to 
specific risk areas.  


All corporate departments and local plans are responsible for developing written 
policies and procedures that address areas of compliance risk in their business units 
and/or markets. These policies and procedures must be reviewed by the Corporate 
Policy and Procedure team and provided to all affected associates. Because risk areas 
evolve and change over time, our policy is to review our policies and procedures not less 
than annually and to revise them periodically as necessary to keep them up to date with 
laws and practices.  


3.16.8.3 General Requirements 


A. The vendor must have a comprehensive compliance plan which encompasses the 
elements necessary to monitor and enforce compliance with all applicable laws, 
policies, and contract requirements.  


B. The compliance plan must be reviewed and approved annually by the DHCFP. 


C. The compliance plan must include the following elements, and any others as directed 
by the DHCFP: 


1. Written policies and procedures for the functions in this section; 


2. Standards for effective communication between the Compliance Officer, Program 
Integrity staff, management, vendor staff, and the DHCFP; 


3. Mandatory on-going training and education of the Compliance officer, Program 
Integrity staff, management and staff, and subcontractors on the prevention and 
detection of fraud, waste, abuse, and improper payments; 


4. Delineation of the staff and division of responsibilities within the vendor’s 
Program Integrity Unit; 


5. Specific objectives and goals for Program Integrity operations in the coming year; 
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and 


6. The process that the vendor will use to enforce program integrity standards 
through well publicized disciplinary guidelines. 


7. The process that the vendor will use to complete internal program integrity 
monitoring and auditing. 


8. How the vendor will promptly respond to detected program integrity offenses and 
develop corrective action initiatives. 


9. A report on the success of the objectives and goals from the previous year. 


We understand and will comply with the provisions of Section 3.16.8.3. 


We recognize that our comprehensive compliance plan must encompass the elements 
necessary to monitor and enforce compliance with all applicable laws, policies, and 
contract requirements, and that the plan must be reviewed and approved annually by 
the DHCFP. The plan will include all elements outlined in this subsection.  


3.16.9 Deficit Reduction Act  


3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor 
must, as a condition of receiving Medicaid payment, do the following: 


A. Establish and make readily available written policies for all employees of the vendor, 
including management, and of any subcontractor or provider, that provide detailed 
information about the False Claims Act established under sections 3729 through 3733 
of Title 31, United States Code, administrative remedies for false claims and 
statements established under chapter 38 of title 31, United States Code, any State laws 
pertaining to civil or criminal penalties for false claims and statements, and 
whistleblower protections under such laws, with respect to the role of such laws in 
preventing and detecting fraud, waste, and abuse in Federal health care programs (as 
defined in section 1128B(f) of the Social Security Act of 1932); 


B. Include as part of such written policies, detailed provisions regarding the vendor's 
policies and procedures for detecting and preventing fraud, waste, and abuse; and 


C. Include in any employee handbook for the vendor, a specific discussion of the laws 
described above, the rights of employees to be protected as whistleblowers, and the 
vendor's policies and procedures for detecting and preventing fraud, waste, and abuse. 


We understand and will comply with the provisions of Section 3.16.9.1.  


POLICIES FOR ASSOCIATES AND SUBCONTRACTORS  
Our Program Integrity Unit (PIU) is responsible for the detection, prevention, 
investigation, reporting, correction and deterrence of fraud, waste and abuse by 
members, subcontractors and providers. 


The PIU reports to the Chief Compliance Officer and is charged with implementing our 
Fraud, Waste and Abuse Plan. 


Suspicions of fraud, waste or abuse can be reported to the PIU anonymously through a 
designated PIU Hotline or electronic communication. 


Our industry-leading delegation oversight policies and procedures are operationalized 
through our Delegation Oversight team, which is fully dedicated to oversight of our 
network of 249 delegates covering 2.4 million Medicaid members nationally. This team, 
a unit of our Corporate Compliance department under the leadership of our Chief 
Compliance Officer, along with the functional business owners accountable for the 
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contracts, is responsible for the overall onboarding of delegates as well as the ongoing 
oversight and monitoring of performance and compliance.  


Our Delegation Oversight team consists of subject matter experts who have experience 
in each of the functional areas they represent and oversee. Half of the associates are 
clinical professionals including registered nurses and licensed practical nurses. On an 
ongoing basis, these associates collaborate with functional business owners, including 
Encounters, Claims, Claims Audit, Utilization Management, and others regarding 
oversight requirements as well as pre-delegation audits, annual audits, monitoring, and 
completion of corrective action plans, as necessary. All Delegation Oversight staff 
members leverage the same systems and governance structure to support their day-to-
day activities. 


If the potential FWA involves a provider, the inquiry may initially focus on pulling claims 
data and reviewing it to identify potential FWA. The provider’s records will be 
requested and obtained for analysis. Our provider agreements will contain language 
requiring providers to comply with record requests. The review may include engaging 
medical experts and clinicians to assess medical necessity and review of claims to 
identify up-coding. These investigative efforts are supplemented by interviews, public 
records reviews and similar investigative efforts to get as complete and accurate 
understanding of the issue as possible. Once a determination has been made that a 
provider has engaged in FWA, remedial actions will be identified, which may include 
payment suspension, recovery of an overpayment, termination of the provider and 
referral to law enforcement for prosecution. 


Throughout the process, the appropriate State agencies in Nevada will be engaged as 
appropriate and required in our agreements with the DHCFP. We will provide formal 
reporting of all tips every two weeks, immediate reporting of allegations being 
investigated and formal monthly reporting in the format prescribed by DHCFP. 


WRITTEN POLICIES FOR PREVENTING AND DETECTING FWA 
Detailed provisions regarding our policies and procedures for detecting and preventing 
FWA exist for our company in written form and are readily available to all associates, 
providers and subcontractors.  


WHISTLEBLOWERS AND POLICIES AND PROCEDURES FOR DETECTING AND PREVENTING FWA 
FWA is a topic in our handbooks, on our website, in various training materials and 
periodically in newsletters and other outreach methods. 


On page 7 of our Associate Handbook, the following section addresses detection, 
prevention and reporting of FWA: 


Reporting Compliance Issues and Non-Retaliation  
The False Claims Act makes it unlawful for any person or entity to submit a false or 
fraudulent claim for payment to the federal government. Specifically, the False Claims 
Act prohibits anyone from:  


1. Knowingly presenting (or causing to be presented) to the federal government a 
false or fraudulent claim for payment  


2. Knowingly using (or causing to be used) a false record or statement to get a claim 
paid by the federal government  
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3. Conspiring with others to get a false or fraudulent claim paid by the federal 
government 


4. Knowingly using (or causing to be used) a false record or statement to conceal, 
avoid, or decrease an obligation to pay money or transmit property to the 
federal government  


Our Associate Handbook outlines the policies and procedures in place for 
whistleblowers. 


3.16.10 Under-utilization of Services 


3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in 
order to assure that all Medicaid-covered services are being provided, as required. If any 
under-utilized services are identified, the vendor must immediately investigate and, if 
indicated, correct the problem(s) which resulted in such under-utilization of services. The 
vendor’s monitoring efforts must, at a minimum, include the following activities:  


A. An annual review of their prior authorization procedures to determine that they do not 
unreasonably limit a recipient’s access to Medicaid-covered services; 


B. An annual review of the procedures providers are to follow in appealing the vendor’s 
denial of a prior authorization request to determine that the process does not 
unreasonably limit a recipient’s access to Medicaid-covered services; and 


C. Ongoing monitoring of vendor service denials and utilization in order to identify 
services which may be underutilized. 


We understand and will comply with the provisions of Section 3.16.10.  


UNDER-UTILIZATION OF SERVICES 
As part of our internal quality assurance program (IQAP) and utilization 
management (UM) functions, we systematically monitor for under-utilization 
of services to ensure our members receive the covered services they need. 
Our long-standing processes to identify potential under-utilization of 
services, undertake corrective action, and follow-up have resulted in 


improved use of services, as illustrated in the examples below. 


 Monitoring of the use of postpartum visits revealed under-utilization of timely follow 
up visits. By implementing complementary member and provider directed activities, 
we improved the use of services. Now, based on the most recent HEDIS results, 90 
percent of our managed care organizations are at or above the 75th percentile for 
timeliness of postpartum care.  


 Monitoring of medications for members 
diagnosed with chronic obstructive pulmonary 
disease (COPD) revealed under-utilization of 
systemic corticosteroids and bronchodilators 
following an exacerbation. Given the clinical 
evidence showing the benefits of these 
medications, we conducted targeted member 
and provider outreach to improve the use of 
the medications. As a result of our efforts, 
members admitted to the hospital or who 
required an ER visit due to a COPD 
exacerbation had a 31.86 percent increase in 
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the dispensing of a systemic corticosteroid within 14 days and a 35.77 percent 
increase in the dispensing of a bronchodilator within 30 days. 


 Monitoring of the use of EPSDT screenings revealed under-utilization among select 
age bands in certain geographies. As a result of our corrective actions, three of our 
managed care organizations are now above 85 percent for aggregate EPSDT 
screening ratios, well above CMS’ goal of 80 percent. 


Our success monitoring and addressing issues of under-utilization, as represented in the 
examples above, is attributed to our methods of oversight, monitoring, and 
intervention. The following sections briefly describe how we periodically evaluate our 
pre-authorization and appeals procedures to ensure they do not unreasonably restrict 
members’ access to covered services and how we monitor utilization on an ongoing basis 
and routinely review service denials to identify services that may be under-utilized. 


PERIODIC EVALUATION OF PRE-AUTHORIZATION AND APPEALS 
PROCEDURES  
At least annually, our clinical leadership reviews our pre-authorization and provider 
appeal procedures to ensure they do not unreasonably restrict members’ access to 
services and medications. The clinical leadership team presents its findings and 
recommendations to the respective medical policy, utilization management, and 
pharmacy and therapeutics committees for review and approval.  


APPLYING UTILIZATION AND SERVICE DENIAL DATA TO DRIVE APPROPRIATE 
USE OF SERVICES  
Under the leadership of our local medical directors, our teams monitor utilization on an 
ongoing basis and routinely review service denials to ensure our members are receiving 
appropriate, adequate, and sufficient services.  


ONGOING MONITORING OF UTILIZATION 
As described in more detail below, our monitoring activities include:  


 Identifying services to monitor for potential under-utilization 
 Establishing thresholds for expected utilization 
 Monitoring of performance, including performance of our subcontractors delegated 


for UM 
 Investigating and intervening, when necessary 
Identifying Services to Monitor 
Our state medical directors and their inter-disciplinary teams identify which services to 
monitor for potential under-utilization taking into consideration what is relevant for the 
population we serve (i.e., maternal child health services, behavioral health services, 
medications), what is required contractually or for accreditation, and what we see as 
potential emerging trends based on the experiences of our affiliate managed care 
organizations or clinical literature.  


The services we monitor for utilization generally fall into one of three categories: 


 Services that provide significant preventive benefits in terms of burden of disease 
and cost of care (i.e., childhood immunizations) 


 Services that provide significant benefit by addressing health issues early, 
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preventing or reducing adverse outcomes and the associated impacts (i.e., prenatal 
care, lead screening) 


 Services and medications related to acute or chronic conditions (e.g., timely follow 
up after a hospitalization for mental illness) which require close monitoring to 
ensure access and optimize health outcomes 


Establishing Utilization Management Targets and Designing Protocols  
Once our clinical teams have identified the services to monitor, we establish targets or 
thresholds. Establishing pre-set targets or thresholds allows us to quickly recognize 
when performance is below expectations so we can initiate investigation and action. 
Below are some of the inputs we take into consideration when establishing targets and 
thresholds:  


 the expected use of services given the characteristics and healthcare needs of our 
member populations  


 contractual requirements 
 NCQA percentile rankings 
 historical performance 
 evidence-based guidelines or standards of clinical practice 


As we are establishing targets we also design our monitoring protocols. It is at this step 
that we determine how we will measure performance (e.g., claims and encounter data, 
authorization data, chart review, case management), the timing and frequency of 
monitoring activity, which stakeholders must be involved, and what actions we may take 
to address issues if they are identified. At this time, the monitoring plans are 
incorporated into our quality assurance and utilization management work plans. 


Routine Monitoring  
Once services are identified and appropriate targets and protocols are 
in place, we begin our routine monitoring. Examples of our utilization 
monitoring reports are described below. 


EXAMPLES OF REPORTS USED TO MONITOR USE OF SERVICES 


Physical, Behavioral, and Pharmacy Services 


Report Description 


Care Gap Report Our care gap reports, which are produced and disseminated monthly, 
are one of our primary methods for monitoring and addressing 
potential under-utilization of services. Using claims and eligibility 
data, care gap reports are generated at the PCP-level and identify 
under-utilization of recommended services, screenings, and 
medications including  
 Well child and well adult check-ups  
 Immunizations 
 Hemoglobin A1c, nephropathy, and retinopathy screening for 


members diagnosed with diabetes  
 Cervical cancer screening 
 Breast cancer screening 
 Proper control of asthma through medication adherence  


Heat Map Reports Using enhanced business intelligence and analytics software to further 
elevate our care gap monitoring and reporting, we generate a variety 
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EXAMPLES OF REPORTS USED TO MONITOR USE OF SERVICES 


Physical, Behavioral, and Pharmacy Services 


Report Description 
of on demand, interactive, multi-layered reports including: 
 Segmentation reports: These reports allow us to compare provider 


performance and gain insight into an individual group and provider 
performance 


 Gaps by county: These reports allow us to identify where non-
compliant members are located as well as which providers have the 
most non-compliant members in a specific county or zip code. 
Filters allow us to further analyze data by product line and 
measure (single or multiples) as well as counties, zip codes, and 
providers. 


 Non-Compliant Member to PCP Ratio by County & Zip: These reports 
allow us to identify areas where we may not have enough providers 
to handle the volume of non-compliant members, geographic 
pockets of providers with the greatest concentration of members, 
and geographic distance to assist with scheduling, staffing, and 
accounting for travel time 


Pharmacy Gaps in 
Care Report 


Report identifies members diagnosed with any one of six designated 
chronic conditions that are best managed with combination therapy. 
We use member claims data to identify gaps in the members’ therapy 
for the specific conditions with a goal of alerting prescribers of gaps in 
therapy and providing recommendations for the selected conditions. 
Once members are identified, we send their providers fax alerts 
indicating the member’s condition along with clinical considerations 
and guideline summary of recommendations for provider 
determination. Examples include 
 Diabetes: Recommend a statin for members on anti-diabetic 


medication  
 Heart Failure: Recommend aldosterone antagonist therapy for 


members with potentially severe heart failure  
 Ischemic Heart Disease: Recommend cholesterol-lowering agent for 


members with select chronic conditions  
 Osteoporosis: Recommend preventive osteoporosis therapy for men 


and women receiving long-term corticosteroids  
 Respiratory: Recommend members receive appropriate 


combinations of corticosteroid and short- and long-acting beta 
agonist therapies  


 Rheumatoid Arthritis: Recommend folic acid supplements for 
members on methotrexate 


Behavioral Health 
Top 100 Members 
Report 


This report identifies the top 100 currently-active members with 
highest paid behavioral health-related claims by state and plan. This 
report drills down into levels of care, medical expenses, diagnoses, and 
risk stratification. This report is generated on a monthly basis and is 
reviewed by behavioral health leadership for opportunities to 
intervene, including with referrals to case management for member 
outreach and engagement.  


Behavioral Health This is the primary report for identifying providers and members with 
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EXAMPLES OF REPORTS USED TO MONITOR USE OF SERVICES 


Physical, Behavioral, and Pharmacy Services 


Report Description 
by Provider 
Report 


outlier utilization patterns. This report, generated monthly, identifies 
behavioral health costs by provider type. Costs for institutional and 
professional services are included and outliers are identified. Those 
providers identified as an outlier may be referred to our behavioral 
health retrospective review department for a targeted medical record 
audit. 


Physical and 
Behavioral Health 
Leading 
Indicators 


This monthly report uses authorization data to track, trend, and 
monitor inpatient metrics by type of service (e.g., obstetrics, 
observation, MedSurg, NICU). Metrics tracked include: admissions/1000 
members, inpatient days/1000 members, average length of stay, and 
readmission rates. Also used for behavioral health tracking and 
trending. Based on this authorization data, monthly trends and year-
over-year comparisons can be established. 


PCP Comparative 
Dashboard 


This dashboard report can be generated or any PCP provider to 
evaluate a provider’s inpatient, outpatient, and ER utilization, along 
with the individual provider’s readmission rates, average length of 
stay, and cost per service. This data is used to analyze a provider’s 
members’ utilization trends as compared to other providers within 
their practice and region. This dashboard report aids the quality 
improvement process by allowing for identification of outlier providers 
or groups with regard to things such as readmission rates and ER usage. 
When an outlier provider is identified, the clinical staff, including but 
not limited to, the quality practice advisors, the medical directors, or 
others, intervene offering the provider additional detail on members 
contributing to the outlying trends or practice patterns that contribute 
to adverse outcomes (such as failure to accommodate hospital follow-
up appointments in a timely manner, leading to higher readmissions, or 
inability to accommodate urgent care visits, leading to higher ER 
rates). 


Monitoring Utilization Among Utilization Management Subcontractors 
Subcontractors are required to submit all utilization determinations to us so we can 
systematically monitor that the utilization of services is at the appropriate level. 
Subcontractors’ utilization determinations are imported into our medical management 
platform. From here, the data is integrated into our standard set of clinical reporting 
where we monitor subcontractor performance. Subcontractor utilization data is 
measured against the subcontractor’s historical data, expected performance and 
benchmarks to identify potential issues or areas of non-compliance.  


REVIEW OF SERVICE DENIALS 
Our staff monitors denials on a daily basis to ensure they are issued by appropriate 
staff, processed timely, in accordance with review criteria and not arbitrary. Through 
this review process they monitor for patterns by service type, facility, provider, and 
associate. On a monthly basis, we generate a management report from our medical 
management platform, which allows us to track denials by service category. Our clinical 
leadership team carefully reviews this report to identify trends and root causes for 
denials. For example, if we see a significant number of denials related to a particular 
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service, we will investigate to determine whether the service is being requested to 
address a particular network gap rather than a service(s) that may be needed by the 
member. The results of monitoring and tracking of denials are then reported to our 
service improvement committees on a quarterly basis.  


In addition to monitoring the denials we issue, we carefully monitor our subcontractors 
who perform utilization management on our behalf. We carefully monitor our internal 
appeals data (we do not delegate appeals to our subcontracted UM providers) to 
identify any negative trends with denials that would suggest problems with utilization 
of healthcare services being authorized by delegated providers. As issues are identified, 
we initiate focused audits to validate the appropriate application of medical necessity 
criteria and adherence to policies and procedures. 


INVESTIGATING AND CORRECTING UNDER-UTILIZATION 
When we identify services that may be under-utilized, we quickly analyze the issue to 
determine the magnitude, scope, root causes and contributing factors. Our analysis 
allows us to determine if the under-utilization is limited to a specific member, provider, 
provider practice or geographic area or if it is more widespread and systemic. Our 
analysis also allows us to correctly diagnose the issue so we can take appropriate and 
effective action to quickly correct the problem. 


The actions we implement to correct under-utilization vary depending on the 
underlying issues. In developing corrective actions, we believe it is important 
to leverage positive supports and reinforcement as much as possible. 
Positive supports include targeted reminders, incentives and rewards, 
enhanced coverage or payment policies and more. By providing positive 


supports, we correct issues of under-utilization while creating a better experience with 
care for both our members and providers. For example, if the use of adolescent well 
care visits is below our target or goal, we implement positive actions such as member 
and provider incentives for visits, detailed provider reports, reminder calls to members 
and more. Below are some additional examples of corrective actions we use to optimize 
use of services. 


POSSIBLE CONTRIBUTORS TO UNDER-UTILIZATION WITH CORRESPONDING CORRECTIVE ACTION 


Contributor to Under-Utilization Examples of Corrective Actions 


Provider did not appropriately document 
the service or did not submit claim or 
encounter 


 Offer details regarding issues with 
documentation, provide in-person coaching 
regarding correct documentation, 
reevaluate for improvement 


 Offer financial incentive for timely data 
capture (i.e., pay-for-quality bonuses, OB 
enhanced payment for maternal child health 
activities) 


Provider did not know services were 
needed or missing 


 Provide detailed, actionable reporting to 
help providers identify members with gaps 
in care  


Provider lacks resources to follow up with 
members in a timely manner 


 Embed dedicated resources to assist 
provider offices in outreaching to members 
to schedule appointments 


Member does not perceive value of  Offer member rewards and incentives such 
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POSSIBLE CONTRIBUTORS TO UNDER-UTILIZATION WITH CORRESPONDING CORRECTIVE ACTION 


Contributor to Under-Utilization Examples of Corrective Actions 
services (or risk if neglected) as diapers, play yards, or debit cards for 


completing services 


Member does not know services are 
needed or missing 


 Provide reminder alerts through digital, 
telephonic, and mailed channels 


Member lacks basic resources and skills 
needed to address gaps in care 


 Enroll member in case management and 
align with professional who can assist in 
identifying need and facilitating care 


Inadequate access to services  Expand access through innovative strategies 
such as telehealth, onsite clinics, mobile 
health initiatives, or community health 
investment funding 


While we prefer to use positive supports and reinforcements to address issues of under-
utilization, at times, direct, constructive intervention is required. When we identify 
continued provider-specific performance issues we engage with the provider, 
subcontractor, group, or facility. We provide actionable data and clear expectations 
regarding the remediation of whatever issues may be contributing to the use of services. 
Habitual issues may result in formal corrective action, medical director coaching, or 
even provider termination. 


3.16.11 Embezzlement and Theft  


Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft 
by employees, providers, and subcontractors. Any evidence of criminal activity must be reported 
to the appropriate authority and the DHCFP SUR unit within five (5) business days. 


We understand and will comply with the provisions of Section 3.16.11. 


We have many processes in place to monitor providers and subcontractors to guard 
against embezzlement and theft. All providers are monitored through our claims 
adjudication process and periodic audits. In addition, subcontractors are monitored 
through billing processes as well. We also have strong Fraud, Waste and Abuse programs 
in place to monitor providers and recipients.  


We have sophisticated and stringent compliance and security programs in place to 
monitor employees’ usage company property, systems, time-reporting, expense 
reimbursement and many more areas. All employees must undergo compliance training 
at least annually, which covers employee theft. 


Any evidence of criminal activity will be reported to the appropriate authorities and the 
DHCFP SUR unit within five business days.  


3.16.12 Verification of Services 


3.16.12.1 The vendor must verify that services billed by providers were actually provided to 
recipients. 


We understand and will comply with the provisions of Section 3.16.12.1. 


We take significant effort to ensure that services billed by providers were actually 
provided to recipients. Notices go out to recipients to review the services billed. They 
are directed to call the fraud hotline if the services were not received or if they do not 
recognize the provider/services, etc. 
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3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) 
letters for such verification. 


We understand and will comply with the provisions of Section 3.16.12.2. Our company 
uses both EOBs and VOS letters for verification of services. 


Through our verification process, we send a notice to a random sampling of recipients of 
our current plans. The notice contains billed claim information specific to the recipient. 
Sampling will be done on three categories of payments for both professional claims as 
well as three categories of institutional claims.  


The sample size will be no less than two percent of claims per month. There are two 
categories of claims: professional and institutional. 


3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in 
section 3.14.13.5. 


We understand and will comply with the provisions of Section 3.16.12.3. 


3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 


We understand and will comply with the provisions of Section 3.16.12.4.  


3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to 
other recipients of the household, would be a violation of confidentiality requirements for 
women’s healthcare, family planning, sexually transmitted diseases, and behavioral health 
services. 


We understand and will comply with the provisions of Section 3.16.12.5. Our members’ 
privacy is of upmost importance to us and we will suppress information that, if revealed 
to other members of the household, would be a violation of confidentiality requirements 
for women’s healthcare, family planning, sexually transmitted diseases, and behavioral 
health services. 


We will use or disclose protected health information (PHI) as permitted by HIPAA and in 
accordance with the HIPAA Privacy Rule set forth by the Department of Health and 
Human Services (HHS). We will also comply with the minimum necessary rule when a 
disclosure of PHI is necessary. To comply with the requirements for verification of 
services, specific procedure codes for women’s healthcare, family planning, sexually 
transmitted diseases, and behavioral health services, are excluded from the algorithm 
and sampling logic for both EOBs and VOS letters to ensure compliance with the 
confidentiality requirements.  


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, 
recipients and providers to report allegations of fraud, waste, abuse, or improper payments.  


We understand and will comply with the provisions of 3.16.13.1. The hotline telephone 
number is in place for the public, recipients and providers to report allegations of fraud, 
waste, abuse, or improper payments. This number is available 24 hours a day, 7 days a 
week, 365 days per year and anyone can report FWA or improper payment anonymously. 


3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the 
vendor’s front page of their Nevada Medicaid website. 


We understand and will comply with the provisions of 3.16.13.2. The hotline number will 
be displayed on our website, on the home page.  


3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and 
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reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, 
waste and abuse complainant. 


We understand and will comply with the provisions of 3.16.13.3. The website has a 
separate page for reporting fraud, waste, and abuse complaints. 


3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 


A. Be accessible and simple to use by the public, recipients and providers; 


B. Have a stand-alone highlighted button or link on the vendor's front page of their 
Nevada Medicaid website; and 


C. Be identified with language which states clearly the button or link is for use in 
reporting Medicaid fraud, waste or abuse. 


We understand and will comply with the provisions of 3.16.13.4. The web page for 
reporting fraud, waste, and abuse will be designed so that it is accessible and simple to 
use by the public, recipients and providers. The web page will have a stand-alone 
highlighted button on link on the home page and be identified with language which 
states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse. 


3.16.14 Vendor’s Program Integrity Unit 


3.16.14.1 Unit Composition 


A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose 
responsibilities include the identification, review, recovery, and reporting of improper 
Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (FWA) 
activities.  


B. The PIU must include a compliance officer and a compliance committee accountable to 
senior management. The compliance officer shall be available to communicate with the 
DHCFP Program Integrity and SUR staff by telephone, email, text message, or other 
communication methods during State business hours. 


C. The PIU shall have adequate resources and qualified staffing available to conduct 
reviews, recovery and reporting of improper payments, including FWA activities, as 
specified in the vendor contract.  


D. The PIU will have adequate resources to meet either in person or via telephone on a 
monthly basis to provide information and updates on cases. 


E. Qualified staff shall have experience in health care claims review, data analysis, 
professional medical coding or law enforcement. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one 
per 50,000 Medicaid recipients. 


G. The PIU staff must receive on-going training in conducting compliance reviews, and 
must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff. 


We understand and will comply with the provisions of Section 3.16.14.1. 


OUR PROGRAM INTEGRITY UNIT (PIU) 
We will leverage the array of existing FWA plans we have from various states and lines 
of business as well as corporate expertise in fighting FWA to build a specific Nevada 
Program Integrity Unit (PIU). An Erroneous Payments Compliance Plan to meet all the 
requirements of the DCHFP will be developed. In addition to complying with all of the 
state standards, we routinely incorporate the 2008 “CMS Performance Standards for 
Referrals of Suspected Fraud from a Single State Agency to a Medicaid Fraud Control 
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Unit” into our Program Integrity plans. 


The plan, which will be finalized and presented to DHCFP within the time frames 
required, also will detail the manner in which incidents of FWA are detected including 
specific steps taken to combat fraud, waste and abuse and timelines for identifying, 
acting upon and reporting FWA as outlined above. All changes to the plan will be 
submitted to DHCFP for approval in the time frame required prior to implementation.  


COMPLIANCE PERSONNEL 
Our company’s PIU reports to the Vice President, Corporate Compliance Investigations, 
who in turn reports to the Chief Compliance Officer (CCO). The CCO is available to 
communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text 
message, or other communication methods during State business hours. The PIU 
maintains written policies and procedures, and adheres to standards of conduct that 
articulate our commitment to comply with all applicable federal and individual state 
standards. The PIU maintains training and education materials specific to FWA, in 
support of the overall Company Compliance Program, and assists in providing training to 
employees, business partners, and downstream entities. The PIU promotes the 
immediate reporting of suspected incidents of FWA by maintaining lines of 
communication to enable associates, members, providers, business associates and 
downstream entities to report FWA.  


RESOURCES DEDICATED TO THE PIU 
Our PIU shall have adequate resources and qualified staffing available to conduct 
reviews, recovery and reporting of improper payments, including FWA activities, as 
specified in the vendor contract.  


Our PIU will have adequate resources to meet either in person as required or by other 
means on a monthly basis to provide information and updates on cases. 


STAFFING OF THE PIU 
We weave education about Fraud, Waste and Abuse (FWA) into our initial and ongoing 
communications with associates, providers and members because we know that the best 
line of defense to prevent erroneous payments is to ensure associates, providers and 
members know how to avoid irregular behaviors, as well as to empower them to detect 
and report suspicious activity. 


Qualified PIU staff will have experience in healthcare claims review, data analysis, 
professional medical coding or law enforcement. 


We will comply with the required full-time equivalents (FTEs) dedicated to the PIU as at 
least one per 50,000 Medicaid recipients 


Associates Undergo Extensive Training 
This process begins with our employees, who serve on the front lines working with 
providers and members every day. Every employee of our organization undergoes 
extensive compliance training (including specific FWA training) within 30 days of being 
hired and annually thereafter so they can respond to potential cases of FWA and can 
pass important information on to providers and members through both formal and 
informal means. Associates in reimbursement-related functions also receive 
supplemental FWA specific training, which must be completed within 30 days of hire and 
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annually. 


Our Program Integrity Unit (PIU) helps develop and maintain all FWA training. 


Training for our associates includes looking for red flags on these topics: 


 Pharmacy prescriptions 
 Provider Related Abuse 
 Long Term Care claims 
 LTSS records 


Additional red flags identified through various sources, including the Medicare Parts C 
and D FWA training developed by the Centers for Medicare & Medicaid Services are also 
incorporated into our FWA training. Additional topics covered include: 


 State and federal laws and regulations related to FWA 


 An associate’s affirmative duty to report suspected FWA 


 Federal and state laws and the Company’s policy prohibiting retaliation against an 
associate who in good faith reports a compliance or FWA-related concern 


 The means of reporting suspected or actual FWA 


 Empowering members to avoid and fight fraud, waste and abuse 


Our associates undergo on-going training on these issues and are very experienced at 
conducting compliance reviews, and will travel to the DHCFP for periodic meetings and 
trainings with SUR Unit staff. 


3.16.15 Fraud Identification and Referral 


3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of 
fraud to the SUR Unit of the DHCFP. 


We understand and will comply with the provisions of Section 3.16.15.1. 


Our policies and procedures for identifying and referring credible allegations of fraud to 
the SUR Unit of the DHCFP have been in place for many years and are very effective.  


Our on-site Program Integrity Officer will report directly to our local Administrator and 
have on-site investigate staff as well as the full support of our Special Investigations 
Unit (SIU). Additionally, we integrate our program integrity activities across all 
functional areas, so our program Integrity staff members are supported by clinical, 
pharmacy and medical staff members, associates conducting quality management 
activities, member and provider services representatives, claims and coding 
professionals, auditors and those involved in compliance and regulatory affairs.  


Our SIU reports to the Vice President, Corporate Compliance Investigations, who in turn 
reports to the Chief Compliance Officer (CCO). The SIU maintains written policies and 
procedures, and adheres to standards of conduct that articulate our commitment to 
comply with all applicable federal and individual state standards. The SIU maintains 
training and education materials specific to FWA, in support of the overall Company 
Compliance Program, and assists in providing training to associates, business partners, 
and downstream entities. The SIU promotes the immediate reporting of suspected 
incidents of FWA by maintaining lines of communication to enable associates, members, 
providers, business associates and downstream entities to report FWA.  
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The SIU employs a team of knowledgeable professionals dedicated to detecting, 
investigating, preventing and remedying FWA. The SIU team includes investigators who 
collaborate with medical coding auditors and a clinical nurse in order to resolve 
allegations of FWA on the part of providers or members. The SIU’s senior data analyst 
proactively identifies possible cases of FWA utilizing statistical analysis and data 
mining software. The SIU also employs business analysts and information case 
administrators, all of whom assist with case referrals, the case management system, the 
SIU anti-fraud hotline, respond to requests from government partners, and support the 
SIU’s regulatory reporting responsibilities.  


3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must 
perform a preliminary investigation to determine whether a credible allegation of fraud 
exists. 


We understand and will comply with the provisions of Section 3.16.15.2. 


Once a potential case of FWA is detected either through a referral or the array of 
analytical tools we use, our SIU will pursue investigative actions that may include data 
analysis, public record reviews, provider onsite audits, interviews and clinical reviews. 
All suspected cases of FWA will be reported to the SUR Unit of the DHCFP as part of our 
written FWA and erroneous payments compliance plan.  


If the potential FWA concerns a member, the inquiry may initially focus on pulling claims 
data and reviewing it to identify potential FWA, such as inappropriate utilization or 
card sharing. Following this preliminary analysis, additional investigative steps will be 
taken which may include obtaining provider records that will be reviewed to identify 
additional indications of FWA, consulting with experts regarding medical necessity, and 
interviewing the subjects of the investigation. 


3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a 
fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) 
business days. 


We understand and will comply with the provisions of Section 3.16.15.3. 


The SIU timely reports suspected FWA and will do so as soon as possible and within two 
(2) business days.  


3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any 
other information specified by the DHCFP: 


A. Provider’s name, Medicaid provider number or provider’s National Provider Identifier 
(NPI); 


B. Nevada Medicaid provider type; 


C. Recipient’s name and Medicaid number; 


D. Date and source of the original complaint or tip; 


E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


2. Dates of fraudulent conduct; and 


3. Approximate value of fraudulently obtained payments. 


F. Any other agencies or entities (e.g., medical board, law enforcement) notified by 
vendor, and any actions they have taken;  
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G. The findings from the vendor’s preliminary investigation and proposed actions; 


H. After submitting the fraud referral, the vendor will take no further action on the 
specific allegation until the SUR Unit responds; 


I. If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must 
proceed with its own investigation to comply with the reporting requirements contained 
in this contract; and  


J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will 
be instructed as to what further actions, if any, they may take which will not impair the 
investigation by the MFCU or other law enforcement agency. The vendor must provide 
the MFCU access to conduct private interviews of MCO personnel, subcontractors and 
their personnel, witnesses and recipients. MCO personnel, subcontractors and their 
personnel must cooperate fully in making MCO personnel, subcontractors and their 
personnel available in person for interviews, consultation, grand jury proceedings, pre-
trial conference, and hearings, at their own expense. 


We understand and will comply with the provisions of Section 3.16.15.4. 


Information to be provided will include all items in A-J as defined above. After 
submission of the fraud referral, we will take no further action on the specific allegation 
until the SUR Unit responds. After the SUR Unit notifies us of the decision on the fraud 
referral, we will act accordingly as defined in items I and J above. We will implement 
our own investigation if the fraud referral is declined.  


Upon notification that the State has declined the fraud referral, the SIU will proceed 
with an investigation. The investigative actions may include, depending on the 
allegation/issue at hand and the preliminary actions already taken, the following: 


 Data analysis to identify outlier billing patterns 
 Public record reviews – state licensure, state disciplinary actions, corporation 


records, etc. 
 Partnership systems search – National Healthcare Anti-fraud Association SIRIS, 


Healthcare Fraud Prevention Partnership 
 Pull a valid random sample based on the allegation (i.e., top code billed, claims with 


excessive codes, etc.) 
 Internal systems review - credentialing file, provider contract, prior authorizations, 


etc. 
 Conduct member interviews 
 Provider onsite audit 
 Request and review medical records by coder, nurse, and/or medical director  


Once an investigation is completed, the resolution of the case may result in the 
allegation being unfounded. When closing a case, the investigator will document the 
findings and summarize the reasoning for the determination. Likewise, once a 
determination has been made that a provider has engaged in FWA, remedial actions will 
be pursed. The actions may include provider education, notification and recovery of an 
overpayment, recommendation for provider termination, and/or referral for the 
Medicaid Fraud Control Unit (MFCU). The recommended actions and actual remedial 
actions pursued are documented in our case tracking system to ensure the information 
be incorporated into the regulatory reports.  
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3.16.16 Payment Suspensions 


The vendor must establish policies and procedures to implement payment suspensions as directed 
by DHCFP, including those related to Credible Allegations of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor 
fails to do so, the DHCFP may impose penalties. 


We understand and will comply with the provisions of Section 3.16.16. We will suspend 
payments as directed by DHCFP and understand that failure to suspend payments may 
result in penalties from the DHCFP. 


3.16.17 Compliance Reviews 


The vendor’s PIU must specifically address the identification, review, recovery, prevention, and 
reporting of improper payments, including fraud, waste, and abuse. 


We understand and will comply with the provisions of Section 3.16.17. Our PIU will 
address the identification, review, recovery, prevention, and reporting of improper 
payments, including fraud, waste, and abuse. 


With many years of experience solely focused on serving people receiving government-
funded health benefits, we have developed a robust set of advanced processes to 
protect taxpayer dollars. The process begins with establishing a strong administrative 
structure at the local level focused on program integrity efforts and supplemented by 
the strength of our teams across our affiliates and corporate partners dedicated to 
detecting, investigating and reporting on Fraud, Waste and Abuse (FWA) as well as 
preventing and recouping any erroneous payments. 


We weave education about Fraud, Waste and Abuse (FWA) into our initial and ongoing 
communications with associates, providers and members because we know that the best 
line of defense to prevent erroneous payments is to ensure associates, providers and 
members know how to avoid irregular behaviors, as well as to empower them to detect 
and report suspicious activity. 


Reactive Inquiries 
Where an inquiry is triggered by a referral (i.e., a reactive inquiry), the initial 
investigative actions include obtaining a sample of the relevant records for the target 
party. Depending on the issue at hand, the investigator may pull provider diagnosis 
codes, medical records, prescriptions, payment records, and provider contracts, among 
other items. 


Investigative Actions 
The PIU will pursue reactive and proactive investigations to either corroborate the 
allegations or determine them unfounded. The actions may include but are not limited to 
data analysis, public record reviews, provider onsite audits, interviews and clinical 
reviews. 


To further illustrate, if the potential FWA concerns a member, the inquiry may initially 
focus on pulling claims data for the target party and reviewing it to identify potential 
FWA, such as overutilization or card sharing. Following this preliminary analysis, 
additional investigative steps will be taken to include obtaining provider records which 
will be reviewed to identify additional indications of FWA, consulting with experts, 
regarding medical necessity, and interviewing the subjects of the investigation.  
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As detailed below, the PIU timely reports suspected FWA. Once a determination has been 
made that the target party has engaged in FWA, appropriate remedial action will be 
pursued, which depends upon the misconduct at issue. For example, if the FWA concerns 
a member’s drug abuse or doctor shopping/pharmacy shopping, among other things, the 
member may be placed in a state approved “lock program,” pursuant to which the 
member’s access to narcotics will be more closely regulated by the Plan to help the 
member in addressing their narcotics dependency. 


As an additional example, if the potential FWA involves a medical provider, the inquiry 
may initially focus on pulling claims data for the target party and reviewing it to 
identify potential FWA. Thereafter, the provider’s records will be requested and 
obtained for analysis. Depending upon the issue at hand, this review may include 
engaging medical experts and clinicians to assess medical necessity and a review of 
claims to identify up-coding. These investigative efforts are supplemented by 
interviews, public records reviews and similar investigative efforts to get as full of an 
understanding of the issue as possible. Once a determination has been made that a 
provider has engaged in FWA, remedial actions will be identified, which depending on 
the matter, may include recovery of an overpayment, termination of the provider and 
referral to law enforcement for prosecution.  


Proactive PIU Inquiries 
In addition to investigating referrals, the PIU uses a variety of proactive investigative 
measures to identify and pursue potential FWA. For example, through law enforcement 
reports or other publicly reported information, the PIU may determine to review the 
conduct of members, providers or other third parties to identify FWA schemes detected 
in other companies. Moreover, the PIU employs a senior analyst who conducts targeted 
claims queries which identify members and providers with suspicious activity or unusual 
patterns of behavior that might indicate fraud or abuse. To this end, the analyst 
leverages the SAS data network to conduct specific data queries. More specifically, the 
FWA analytics library can be used to produce ad hoc reports for the identification and 
investigation of FWA. These reports include, for example, visit trend analysis, provider 
up-code checker, and hospital stay with no professional services, bell curve analysis and 
abnormal provider utilization. Also, specific to FWA detection, the PIU utilizes COGNOS 
reporting. An example of COGNOS is the Physician Trend Report by specialty, which 
enables the PIU to identify spikes, or trends that appear to be aberrant. Results of such 
queries include: up-coding, unbundling, misuse of modifiers, unusual CPT codes, double 
billing, and unreasonable service time billed in a day based on excessive service counts. 
If this analysis identifies a provider with suspicious activity, a more detailed set of 
reports is generated, allowing investigators to view the entire billing and claims history 
for that provider. Through such efforts, the PIU can identify suspicious activity, which 
may lead to an expanded investigation, with multiple lines of inquiry. 


Our partnerships with both state and federal agencies also yield information to enhance 
our FWA prevention and detection capability. Additionally, as a member of the National 
Health Care Anti-Fraud Association (NHCAA), the PIU has access to the information 
sharing website hosted by NHCAA, which includes input from over 100 insurance 
companies, and the regular posting of current activities nationwide, ranging from 
indictments to provider convictions. The PIU also participates in other NHCAA 
information-sharing activities. All of these above described activities enable the PIU to 
proactively target and remedy FWA.  
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3.16.18 Identification 


3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may 
include, but are not limited to: 


A. Fraud hotline or website; 


B. Referrals from the DHCFP; 


C. Referrals from the vendor's own organization including utilizations of data systems to 
identify issues such as provider profiling or data analysis; or 


D. Verification of Service letters/EOB’s complaints. 


We understand and will comply with the provisions of Section 3.16.18.1. Our PIU will 
review all tips, complaints and referrals in a timely manner from all sources, including 
our fraud hotline or website, referrals from the DHCFP, internal referrals, and EOB/VOS 
letter complaints. Once a potential case of fraud is detected either through a referral or 
the array of analytical tools we use, our PIU will pursue investigative actions that may 
include data analysis, public record reviews, provider onsite audits, interviews and 
clinical reviews. All suspected cases of fraud will be reported to the state agency as 
part of our written fraud, waste and abuse (FWA) and erroneous payments compliance 
plan.  


If the potential FWA concerns a recipient, the inquiry may initially focus on pulling 
claims data and reviewing it to identify potential FWA, such as inappropriate utilization 
or card sharing. Following this preliminary analysis, additional investigative steps will 
be taken which may include obtaining provider records that will be reviewed to identify 
additional indications of FWA, consulting with experts regarding medical necessity, and 
interviewing the subjects of the investigation. 


The PIU timely reports suspected FWA. Once a determination has been made that FWA 
has occurred, appropriate remedial action will be pursued. For example, if the FWA 
concerns a recipient’s drug abuse or doctor/pharmacy shopping, the recipient may be 
placed in an approved “lock-in program,” which monitors the recipient’s access to 
medications to help the recipient in addressing his or her drug dependency. 


If the potential FWA involves a provider, the inquiry may initially focus on pulling claims 
data and reviewing it to identify potential FWA. The provider’s records will be 
requested and obtained for analysis. Our provider agreements will contain language 
requiring providers to comply with record requests. The review may include engaging 
medical experts and clinicians to assess medical necessity and review of claims to 
identify up-coding. These investigative efforts are supplemented by interviews, public 
records reviews and similar investigative efforts to get as complete and accurate 
understanding of the issue as possible. Once a determination has been made that a 
provider has engaged in FWA, remedial actions will be identified, which may include 
payment suspension, recovery of an overpayment, termination of the provider and 
referral to law enforcement for prosecution. 


3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. 
The DHCFP must be copied on the referral. 


We understand and will comply with the provisions of Section 3.16.18.2. We will refer 
all tips, complaints and referrals which allege recipient misconduct to the DWSS 
Investigations and Review Unit and copy the DHCFP. 
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3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly 
regardless of the outcome. 


We understand and will comply with the provisions of Section 3.16.18.3.We will track all 
tips, complaints and referrals and report them monthly to the DHCFP, regardless of 
outcome. Throughout the process, DHCFP will be engaged as appropriate and required in 
our agreements with DCHFP. This includes formal reporting of all tips every month, 
immediate reporting of allegations being investigated and formal monthly reporting in 
the format prescribed by DHCFP. 


3.16.19 Review 


3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing 
available relevant information, including, but not limited to: 


A. Encounter data; 


B. Provider credentialing and enrollment records; 


C. Provider self-audits; 


D. Provider treatment records; 


E. Prior authorization records; 


F. Recipient verification of service letters/EOB’s; 


G. Nevada Medicaid Services Manual (MSM); and 


H. Nevada Medicaid Billing Guidelines. 


We understand and will comply with the provisions of Section 3.16.19.1.  


Our PIU will conduct a review of any identified issues by collecting and analyzing 
available relevant information, including, but not limited to items A-H above. 


We have deep operational experience in collecting and analyzing encounter data. We 
actively engage with each state agency to collaborate on upcoming technical changes. 


Provider interaction, including credentialing, enrollment records, self-audits, and 
treatment records are all reviewed on a regular basis. 


The PIU uses a multi-faceted approach to combat suspected or potential FWA. This 
includes a combination of mining data to spot inconsistencies, application of various 
levels of pre and post-claim edits, leveraging of clinical expertise to identify and 
confirm unusual trends, follow-up on internal and external referrals, use of a broad set 
of investigative tools and skills, and the deployment of education and awareness 
training program to maximize referrals. 


The PIU uses COGNOS® business intelligence software to produce a Physician Trend 
Report by specialty. This report enables the PIU to identify aberrant spikes or trends. 
When this analysis identifies a provider with suspicious activity, it generates a more 
detailed set of reports, allowing investigators to view the entire billing and claims 
history for that provider. 


Within one business day of initiating an investigation, we report to the state agency on 
the suspected cases of provider or member fraud and abuse. In addition, we provide 
reports to the state agency on the outcomes of its investigations. On a quarterly basis, 
the health plan reports to the state agency all instances of suspected provider fraud, 
abuse or waste, or recipient abuse of services covered under the contract. 
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3.16.19.2 The PIU will determine which, if any, encounters were improper payments. 


We understand and will comply with the provisions of Section 3.16.19.2.  


Our PIU will determine which, if any, encounters were improper payments. 


3.16.20 Recovery and Education 


3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will 
include: 


A. The amount of the overpayment; 


B. A detailed listing of the encounters affected; 


C. Education and citations supporting the findings; 


D. Options for repayment; 


E. Any internal appeal rights afforded by the vendor; and 


F. The provider's right to an Administrative Fair Hearing through the DHCFP after 
internal appeals with the vendor are exhausted. 


We understand and will comply with the provisions of Section 3.16.20.1. 


Our PIU will notify providers of the identified overpayments and include items A-F above 
in our notification. We will cooperate fully with any state or federal agencies known to 
be involved in the investigation or prosecution of any case of provider or member fraud. 
Subject to more specific state requirements set forth, for those cases that are not 
otherwise being handled by government authorities, the SIU may resolve cases as 
follows: unfounded, correction and education, claims resolution or litigation. 


3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse 
investigation or audit. 


We understand and will comply with the provisions of Section 3.16.20.2. 


Our PIU will collect and retain the overpayments resulting from a vendor fraud and 
abuse investigation or audit. 


3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following 
the identification of the overpayments, regardless of whether the vendor is able to recover 
the overpayment from the provider. 


We understand and will comply with the provisions of Section 3.16.20.3. All affected 
encounters will be adjusted or voided within sixty (60) calendar days following the 
identification of the overpayments, regardless of whether we are able to recover the 
overpayment from the provider. 


3.16.21 Monetary Recoveries by State or Federal Entities 


3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, 
recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution 
or guilty plea, or through a civil settlement or judgment, or any other form of civil action, 
receives a monetary recovery from any entity, the entirety of such monetary recovery 
belongs exclusively to the State of Nevada and the vendor has no claim to any portion of 
this recovery. 


We understand and will comply with the provisions of Section 3.16.21.1 and will make 
no claim to any portion of monetary recovery from any entity as defined above. 


3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to 
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subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries 
undertaken by any government entity, including, but not limited to, all claims the vendor or 
subcontractors has or may have against any entity that directly or indirectly receives funds 
under this Contract including, but not limited to, any health care provider, manufacturer, 
wholesale or retail supplier, sales representative, laboratory, or other provider in the design, 
manufacture, marketing, pricing, or quality of drugs, pharmaceuticals, medical supplies, 
medical devices, durable medical equipment, or other health care related products or 
services. 


We understand and will comply with the provisions of Section 3.16.21.2 and will require 
any subcontractors to agree to subrogate to the State of Nevada all criminal, civil and 
administrative action recoveries undertaken by any government entity, including, but 
not limited to, all claims we or our subcontractors may have as defined above. 


3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to 
consider in the rate-setting process. 


We understand and will comply with the provisions of Section 3.16.21.3 which states we 
will report any funds recovered and retained by a government entity to the actuary to 
consider in the rate-setting process. 


3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or 
voided, as appropriate. 


We understand and will comply with the provisions of Section 3.16.21.4. 


3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the 
collection against a third party. 


We understand the definition of “subrogation” for this Section 3.16.21.5 only as written 
above. 


3.16.22 Reporting Requirements 


3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the 
forms and reporting guide. 


We understand and will comply with the provisions of Section 3.16.22.1. The format in 
the forms and reporting guide will be used for reporting. 


3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This 
includes, but is not limited to: 


A. Every allegation, complaint, or referral pertaining to overpayments whether caused by 
fraud, waste, abuse or billing errors; 


B. Every CAF; 


C. Every employee of the vendor who is employed by, has ownership interest in, or 
contracts with, any provider enrolled with Nevada Medicaid; and 


D. Every provider that is de-credentialed or denied credentialing for whatever reason.  


We understand and will comply with the provisions of Section 3.16.22.2.  


Items A-D above will be included in the reports submitted on a per occurrence basis. 


3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This 
includes, but is not limited to: 


A. All active reviews and their status; and 
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B. All completed reviews with a detailed reason, and the amount of each overpayment 
recovered from the vendor’s fraud and abuse investigation or audits. Each review must 
be reported even if the determination was that there was no overpayment. 


We understand and will comply with the provisions of Section 3.16.22.3.  


All active reviews and their status will be included in the reports submitted to the 
DHCFP on a monthly basis. In addition, all completed reviews with a detailed reason, 
and the amount of each overpayment recovered from the vendor’s fraud and abuse 
investigation or audit will be reported to the DHCFP on a monthly basis, even if the 
determination was that there was no overpayment. 


3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


We understand and will comply with the provisions of Section 3.16.22.4.  


3.16.23 Provider Compliance Reviews by the DHCFP 


3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure 
compliance with Nevada Medicaid policies. 


We understand and will comply with the provisions of Section 3.16.23.1. We understand 
that the DHCFP may conduct reviews of encounter data and MCO providers to ensure 
compliance with Nevada Medicaid policies.  


3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the 
vendor as being under review, may be recovered and retained by the DHCFP. 


We understand and will comply with the provisions of Section 3.16.23.2. Any improper 
payments discovered by the DHCFP, which have not been reported by us as being under 
review, may be recovered and retained by the DHCFP. We understand that the DHCFP 
may recoup on certain improper payments usually if the case was generated by State or 
law enforcement. For those cases we generate we will need to request approval to 
pursue overpayment and will be able to retain but the State has discretion. 


3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a 
result of an overpayment discovered by the DHCFP. Any money withheld for this reason 
must be sent to the DHCFP. 


We understand and will comply with the provisions of Section 3.16.23.3. The DHCFP may 
instruct us to withhold payment to a provider in our network as a result of an 
overpayment discovered by the DHCFP. Any money withheld for this reason will be sent 
to the DHCFP. 


3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the 
encounter data within sixty (60) days after notification from DHCFP. 


We understand and will comply with the provisions of Section 3.16.23.4. All improper 
payments identified by the DHCFP, will be adjusted or voided from the encounter data 
within sixty (60) days after notification from DHCFP. 


3.16.24 Provider Preventable Conditions (PPC) 


The vendor must identify and report and require all providers and subcontractors to identify and 
report to the SUR Unit in DHCFP, provider preventable conditions that are associated with claims 
for Medicaid payment of with courses of treatment furnished to Medicaid patients for which 
Medicaid payment would otherwise be available. 


We understand and will comply with the provisions of Section 3.16.24. We have rigorous 
policies and processes in place, and require our providers and subcontractors, to 
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identify and report on all provider preventable conditions that are associated with 
claims for Medicaid payment. We have programs in place which prohibit payment for 
PPCs. Our providers and subcontractors must report all PPC incidents to us and our UM 
staff monitors patient admissions and claims data to identify potential PPC claims. All 
PPC issues are thoroughly investigated to determine validity. If the claim falls under 
PPC, payment would be restricted accordingly. 


3.16.25 Vendor Disclosures: Information on Ownership and Control 


Vendors must disclose information to the DHCFP on ownership and control; information related 
to business transactions; and information on persons convicted of a crime. If the vendor does not 
disclose required information under 42CFR 455.104, any federal funds withheld or recouped from 
or any penalties assessed upon the DHCFP will be withheld and recouped from or assessed upon 
the vendor. 


3.16.25.1 Disclosures are due at any of the following times: 


A. Upon the vendor submitting the proposal in accordance with the State's procurement 
process. 


B. Upon the vendor executing the contract with the State. 


C. Upon renewal or extension of the vendor’s contract. 


D. Within five (5) calendar days after any change in ownership of the vendor. 


3.16.25.2 Disclosures on Ownership and Control by Vendor. 


A. The following disclosures must be provided by the vendor (42 CFR 455.104(b), 
1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the vendor 
that:  


a. Has direct, indirect, or combined direct/indirect ownership interest of five 
percent (5%) or more of the vendor’s equity. 


b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other 
obligation secured by the vendor if that interest equals at least five percent 
(5%) of the value of the vendor’s assets. 


c. Is an officer or director of a vendor organized as a corporation.  


d. Is a partner in a vendor organized as a partnership. 


2. The name and address of any person (individual or business entity) with an 
ownership or control interest in the vendor. The address for business entities must 
include as applicable primary business address, every business location, and P.O. 
Box address. 


3. Date of birth and Social Security Number (in the case of an individual). 


4. Other tax identification number (in the case of a business entity) with an 
ownership or control interest in the vendor or in any subcontractor in which the 
vendor has a 5 percent (5%) or more interest. 


5. If your firm is not a Qualified Health Maintenance Organization, provide the 
disclosures described at 42 U.S.C. 1396b(m)(4)(A).” 


3.16.25.3 Whether the person (individual or business entity) with an ownership or control interest in 
the vendor is related to another person with ownership or control interest in the vendor as a 
spouse, parent, child, or sibling; or whether the person (individual or business entity) with 
an ownership or control interest in any subcontractor in which the vendor has a 5 percent 
(5%) or more interest is related to another person with ownership or control interest in the 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


338







Section 3 
Scope of Work 


 
 
 


vendor as a spouse, parent, child, or sibling. 


3.16.25.4 The name of any other Medicaid provider or fiscal agent in which the person or corporation 
has an ownership or control interest. 


3.16.25.5 The name, address, date of birth, and Social Security Number of any managing employee of 
the vendor. 


3.16.25.6 Vendor requirements for collecting and validating information related to ownership and 
business transactions from providers or subcontractors. 


A. The vendor must enter into an agreement with each provider under which the provider 
agrees to furnish upon request, information related to ownership and business 
transactions.  


B. The vendor must require the provider or subcontractors to submit full and complete 
information about: 


1. The ownership of any subcontractor with whom the provider has had business 
transactions totaling more than $25,000 during the 12-month period ending on the 
date of the request; and  


2. Any significant business transactions between the provider and any wholly owned 
supplier, or between the provider and any subcontractor, during the 5-year period 
ending on the date of the request.  


3.16.25.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time upon written 
request by the vendor, the provider must disclose to the vendor the identity of any person 
who:  


A. Has ownership or control interest in the provider, or is an agent or managing employee 
of the provider/subcontractors; and  


B. Has been convicted of a criminal offense related to that person's involvement in any 
program under Medicare, Medicaid, or the Title XX services program since the 
inception of those programs.  


We understand and will comply with the provisions of Section 3.16.25.1 through 
3.16.25.8. 


DISCLOSURES BY VENDOR 
We currently operate Medicaid managed care plans in multiple states and have policies 
and procedures in place to complete and submit the disclosures required by 42 CFR 
455.104(b). In accordance with Section 3.16.25.1.A. and Amendment 6 to the RFP, we 
have included this information in Part 1C of our proposal and will provide updated 
disclosures as required. 


DISCLOSURES BY SUBCONTRACTORS 
We have included in our subcontract “flow-down” template for our Nevada Medicaid 
subcontractors a requirement that the subcontractor furnish to us, upon request, 
information related to ownership and business transactions. We intend to collect 
information regarding the ownership of our Nevada Medicaid subcontractors, and any 
criminal convictions, at the time of subcontracting. 
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DISCLOSURES BY PROVIDERS 
Similar to our subcontractors, we have included in our Nevada network provider 
template a requirement that the provider furnish to us, upon request, information 
related to ownership and business transactions. We intend to collect information 
regarding the ownership of our Nevada network providers, and any criminal convictions, 
during the initial contracting process.  


3.16.26 Denial or Termination of Provider Participation.  


3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person 
who has an ownership or control interest in the provider, or who is an agent or managing 
employee of the provider, has been convicted of a criminal offense related to that person's 
involvement in any program established under Medicare, Medicaid or the Title XX 
Services Program.  


We understand and will comply with the provisions of Section 3.16.26.1. We understand 
that we may refuse to enter in or renew an agreement with a provider if any person who 
has an ownership or control interest in the provider, or who is an agent or managing 
employee of the provider, has been convicted of a criminal offense related to that 
person's involvement in any program established under Medicare, Medicaid or the 
Title XX Services Program.  


3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines 
that the provider did not fully and accurately make any disclosure required.  


We understand and will comply with the provisions of Section 3.16.26.2. We may refuse 
to enter into or may terminate a provider agreement if it determines that the provider 
did not fully and accurately make any disclosure required.  


3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it 
takes on the provider's application for participation in the program.  


We understand and will comply with the provisions of Section 3.16.26.3. We will notify 
the DHCFP Enrollment Unit of any action we take on the provider's application for 
participation in the program. 
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3.17 REPORTING  


The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ Forms 
and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. Failure to meet 
all reporting requirements and timeframes as required by this RFP and all attachments thereto may be 
considered to be in default or breach of the contract. 


Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or 
documents received from the vendor may be open to public disclosure and copying. The State will have 
the duty to disclose, unless a particular record is made confidential by law or a common law balancing of 
interests. This includes compensation arrangements, profit levels, consumer satisfaction levels, audits and 
findings, pertinent litigation, and outcomes/HEDIS data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the 
vendor agrees to indemnify and defend the State for honoring such a designation. The failure to label any 
document that is released by the State shall constitute a complete waiver of any and all claims for damages 
caused by any release of the records. If a public records request for a labeled document is received by the 
State, the State will notify the vendor of the request and delay access to the material until seven (7) 
business days after notification to the vendor. Within that time delay, it will be the duty of vendor to act in 
protection of its labeled record. Failure to act shall constitute a complete waiver. 


We understand and will comply with the provisions of Sections 3.17. 


We have a long history of ensuring accuracy and completeness of all reports with our 
government partners. We will build on our successful record of complying with reporting 
requirements and timeframes as we fulfill the requirements of Attachment T ~ Forms 
and Reporting Guide.  


We will provide DHCFP with encounter 
reporting, encounter utilization reporting, 
dispute resolution reporting, quality assurance, 
recipient satisfaction, financial, sales and 
transaction and other reporting including 
uniform utilization, complaint, grievance, and 
appeal, fraud, waste, and abuse detection, and 
behavioral health data on a regular basis. On a 
periodic basis, we make available clinical 
outcome data in areas of concern to applicable 
state agencies including behavioral health data. Our skilled data analyst and report 
developers have 20 years of combined experience in generating reports. The Self-service 
Reporting team and the Regulatory team ensure that we submit reports to the State in 
the prescribed format. 


Our Enterprise Information Management (EIM) solution provides a central repository of 
all our data which facilitates data integrity and self-service analytics. The EIM 
catalogues and collects all available data in a scalable and high performing repository 
which is built using industry best technology to support all regulatory and ad hoc 
reporting requirements. This approach ensures that data generated from internal 
application sources, and data exported through outbound submissions is captured and 
made readily available. Information governance as core component of EIM ensures that 
data within the repository is appropriately managed. Our reporting is guided by the 
following factors: 


Our Reporting Capabilities 


 Industry leading process to ensure  
 accuracy and compliance 


 Flexibility to provide reports on demand 
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 The EIM receives data from all applications and data exchanges with external 
entities. Once the data is collected and catalogued we monitor the compliance with 
data standards and applies a set of validation, cleansing and aggregation activities 
leveraging Information governance framework to make this data available in a series 
of data marts.  


 Data marts are populated with clean, accurate, and useful information in a manner 
that is optimized for the intended use and can generally be classified as subject 
areas, Reporting or Analytics Data Mart.  


 While most reporting, recurring and ad hoc, is completed against data marts, the 
raw data from source systems is also available in EIM central repository to use as 
needed for predictive modeling and ad hoc reporting. 


Our EIM leverages innovative solutions and technologies for storage and processing, high 
performing data exchange and integration tools, data visualization tools for reporting 
and analytics in conjunction with predictive modelling capabilities to process, analyze 
and report on very large amounts of data rapidly. 


Our Information Technology (IT) department includes a dedicated Regulatory Reporting 
team that addresses our ad hoc requests and recurring regulatory report submissions. 
This team has the commitment to deliver regularly scheduled or ad hoc reports as 
requested accurately and on time. The EIM is also directly integrated to support 
application functions such as the quality management reports, Part C&D reports, risk 
adjustment process submissions, FWA reports, providing service coordinators with 
member 360 views, and as the source of stratification and provider profiling outcomes. 
The EIM also supports ongoing initiatives to onboard clinical data in industry format 
from providers for effective population health management and reduce gaps in care. 
The EIM supports quality applications that leverage all available data sources to 
improve Participant health and coordination of care. The quality applications use 
operational and clinical data sources to meet such routine requirements as calculating 
HEDIS scores or other quality data sets. Data from HEDIS and other profiling analytics 
(such as immunization and dental services) are directly incorporated into the 
identification and communication of care gaps to members, providers, service 
coordinators and customer service agents to emphasize addressing quality services, not 
simply reporting on them. These systems are scalable and able to be modified to track 
new sets of data based on individual programs and state needs. Our provider profiling 
capability serves as a means of reinforcing the need for quality across our provider 
community. 


3.17.1 Encounter Reporting 


3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, 
including DHCFP’s media and file format requirements, liquidated damages and submittal 
timeframes. The vendor must assist DHCFP in its validation of encounter data. Compliance 
with reporting requirements is described in this RFP.  


We understand and will comply with the provisions of Section 3.17.1.1. 


We are committed to partnership with DHCFP as we will work through the policy and 
operational procedures. This extends to encounter data collection and validation, and 
reporting. In our past experience, weekly meetings will be important in the beginning in 
order to share policy, data submission requirements, file submission and reporting 
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schedules, and data rejections.  


We will review all Nevada specific companion guides, memoranda, and other materials 
regarding submission requirements. We will apply a set of standard edits to our inbound 
claims and encounter data. In addition, we will apply any specific list of edits from 
DHCFP, implement Nevada specific data requirements, and align claims and inbound 
encounter data edits with Nevada-specific edits. We assume there will be some level of 
encounter data testing and will work to create test data, submit test files, and resolve 
issues during the UAT period. This will also include developing duplicate, void and 
replace, and other logic in order to be compliant with our submissions. We will also work 
closely with our Nevada provider relations department to ensure all changes are 
communicated to our provider and subcontractor network. 


3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the 
same manner as the Medicaid program. Nevada Check Up recipients must be separately 
identified from Medicaid recipients, but the information can be combined for submission. 


We understand and will comply with the provisions of 3.17.1.2. 


Our Encounters team will serve DHCFP our Nevada provider network, and Nevada 
Medicaid and Check Up recipients. Nevada Check Up recipients will be separately 
identified from Medicaid recipients within our encounter submission process. Our 
experienced encounter data operations team will be responsible for setting up the 
submission and reconciliation processes. These individuals will be dedicated to the 
project through go-live. Upon contract award, we will also begin to source for Encounter 
Data Analysts who support the submission and reconciliation process. These individuals 
will be responsible ensuring encounter data is complete, accurate and timely. They will 
also work closely with counterparts within DHCFP to answer questions and perform 
testing during the pre-go live phase. 


3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) 
and 42 CFR 438.808. 


We understand and will comply with the provisions of 3.17.1.3. 


Following regulatory guidelines and procedures, our friendly, knowledgeable, and 
professional people drive and execute change to ensure timely, accurate, and complete 
encounter data. We are committed to create a shared understanding of data quality 
standards and reporting on our service level commitments. 


3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted 
within ninety (90) calendar days of receipt of encounter.  


We understand and will comply with the provisions of Section 3.17.1.4. 


We will complete all submission requirements in time for go-live. We ensure that the 
medical and pharmacy data submitted is an accurate and true reflection of all services 
and payments made. Our submission process will ensure data is submitted within 90 
days of receipt.  


3.17.2 Encounter Summary Utilization Reporting 


The vendor shall produce reports using HEDIS and must submit these reports in addition to other 
reports required by this contract in a timely manner. 


We understand and will comply with the provisions of Sections 3.17.2. 
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We produce reports using HEDIS standards and will submit these reports in addition to 
other reports required by this contract in a timely manner to DHCFP. Consistent with the 
reporting requirements described 3.17 Nevada RFP, we will report Healthcare 
Effectiveness Data and Information Set (HEDIS®) measures, Consumer Assessment of 
Healthcare Providers and Systems (CAHPS®) measures, and any other measures as 
determined by DHCFP. To the extent possible, we will report results publicly on our 
website immediately after being accepted by the Quality Improvement Committee (QIC) 
and approved by DHCFP. 


3.17.3 Dispute Resolution Reporting 


3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the 
vendor and its subcontractors.  


We understand and will comply with the provisions of Sections 3.17.3.1 


We will provide the DHCFP with reports documenting the number and types of provider 
disputes, recipient grievances, appeals and fair hearing requests received by our vendor 
us and our subcontractors. 


3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, 
the total number of notices provided to recipients, the total number of recipient and appeals 
requests, and provider disputes filed, including reporting of all subcontractor’s recipient 
grievances, notices, appeals and provider disputes. The reports must identify the recipient 
grievance or appeal issue or provider dispute received; and verify the resolution timeframe 
for recipient grievances and appeals and provider disputes. 


We understand and will comply with the provisions of Sections 3.17.3.2 


Our provider disputes, recipient grievances, appeals and fair hearing request reports 
will include: the total number of notices provided to recipients, the total number of 
recipient and appeals requests, and provider disputes filed, including reporting of all 
subcontractor’s recipient grievances, notices, appeals and provider disputes. This will 
also identify the recipient grievance or appeal issue or provider dispute received and 
verify the resolution timeframe for recipient grievances and appeals and provider 
disputes. 


3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, 
and provider dispute information, including, but not limited to, specific outcomes, shall be 
retained for each occurrence for review by the DHCFP. 


We understand and will comply with the provisions of Sections 3.17.3.3. 


3.17.4 Quality Assurance Reporting 


Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines 
established jointly by the vendors, the DHCFP, and the External Quality Review Organization 
(EQRO), as well as those identified in this RFP. In addition, the vendor must provide outcome-
based clinical reports and Management Reports as may be requested by the DHCFP. Should the 
vendor fail to provide such reports in a timely manner, the DHCFP will require the vendor to 
submit a POC to address contractual requirements regarding timely reporting submissions. 


We understand and will comply with the provisions of Sections 3.17.4. 


Annually, we will conduct population and demographic studies in Nevada to identify high 
utilization diagnostic categories, high risk conditions and opportunities to improve 
coordination of medical care across settings or transitions of care, collaboration 
between medical care and behavioral healthcare, or areas of healthcare potential 
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disparities within the population.  


We will report results of measuring and assessing outcomes and quality and will 
incorporate these performance indicators into its Performance Improvement Projects 
(PIP)s. Results of the PIPs will be presented to the Quality Improvement (QI) team, with 
the analysis and recommendation of further action to be taken presented to the 
Utilization Management Advisory Committee (UMAC) and the QIC. Root cause, barrier 
analysis and recommendations for changes and/or modifications of methodology will be 
solicited at these meetings. The workgroup will also be responsible for assessing 
whether activities are being completed in a timely basis or if a revision in interventional 
methodologies is required.  


The action plans for interventions will be developed by the QI team and presented to 
the UMC and the QIC for discussion and feedback. The general topic of discussion 
includes: 


 Development of interventional methodologies 
 Tracking and trending results over time  
 Root cause and barrier analysis  
 Results will be presented to all quality committees, and interventions will be re-


evaluated and opportunities for continued improvement will be identified 
 Results will be sent to appropriate regulating bodies as required 


PIPs are our key tools for achieving the goals outlined in our quality strategy. We 
conduct PIPs to assess and improve the quality of a targeted area of clinical or non-
clinical care or services provided to members. PIP reports provide the framework for 
monitoring, measuring, and improving the delivery of healthcare for members in day-to-
day operations. Once interventions, improvement strategies, and ongoing initiatives 
have been implemented in response to a PIP, they become part of the daily quality 
improvement process. 


This study will be presented to the QI team to analyze and determine relevant and 
meaningful opportunities within the population. The recommendations of the QI team 
will be presented to the UMC and/or QIC for approval and oversight.  


3.17.5 Recipient Satisfaction Reporting 


Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with 
Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each 
contract year, unless the requirement is waived by the DHCFP due to an EQRO performed survey. 
This may be done in conjunction with the vendor’s own satisfaction survey. The DHCFP requires 
data stratified to indicate the satisfaction level of parents or guardians of Nevada Check Up 
participants. Vendors are required to report results from the CAHPS Child Medicaid Survey, the 
CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on access to 
specialist care and coordination of care from other health providers. The DHCFP may request a 
specific sample, and/or survey tool. Survey results must be disclosed to the State, and, upon State’s 
or recipient’s request, disclosed to recipients. 


We understand and will comply with the provisions of Sections 3.17.5. 


We use an NCQA-certified Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) vendor that identifies a statistically valid random sample of our Medicaid and 
CHIP membership and annually conducts adult and child CAHPS surveys, including 
supplemental items for children with chronic conditions. Samples of members 18 years 
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of age and older and caregivers/family members of children and youth are included in all 
member surveys. We use the data to evaluate how the plan is performing, identify key 
drivers and barriers to improvement, and develop interventions to improve the 
members’ experience of care with us and their providers. Annually, we will submit adult 
and child CAHPS survey results and action plans derived from these results to DHCFP and 
separate the data and results by Medicaid and CHIP populations. In addition, we created 
a company-wide CAHPS work group to identify, collaborate and execute best-practice 
initiative to improve members’ health care and health plan experiences. 


3.17.6 Financial Reporting 


The vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  


We understand and will comply with the provisions of Sections 3.17.6. 


We will meet the financial reporting requirements as set forth in the Forms and 
Reporting Guide, including any revisions or additions to the document. 


3.17.7 Sales and Transaction Reporting 


The vendor must report transactions between the vendor and parties in interest that are provided to 
the State or other agencies available to recipients upon reasonable request. 


We understand and will comply with the provisions of Sections 3.17.7. 


3.17.8 Other Reporting 


The vendor shall be required to comply with additional reporting requirements upon the request of 
the DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies 
any area of concern with regard to a particular aspect of the vendor’s performance under this 
contract. Such reporting would provide the DHCFP with the information necessary to better assess 
the vendor’s performance. 


We understand and will comply with the provisions of Sections 3.17.8. 
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3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 


3.18.1 Data Requirements 


The vendor will be required to provide compatible data in a DHCFP prescribed format for the 
following functions: 


3.18.1.1 Enrollment; 


3.18.1.2 Eligibility; 


3.18.1.3 Provider Network Data; 


3.18.1.4 PCP Assignment; 


3.18.1.5 Claims Payment; and 


3.18.1.6 Encounter Data. 


We understand and will comply with the provisions of Sections 3.18.1. 


Our experience working with government partners combined with the capabilities of our 
Enterprise Information Management Solution (as described in response to Section 3.14.1) 
provide us with significant capabilities in supporting the data requests outlined by 
DHCFP. 


3.18.2 Interfaces 


The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface. The DHCFP’s Medicaid Management Information System (MMIS) 
will interface with the vendor’s system in the following areas, although not necessarily limited to 
these areas:  


3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for 
whom the health plan pays.)  


3.18.2.2 Health Plan - Weekly Stop Loss File 


3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 


3.18.2.4 Health Plan - Network Data File 


3.18.2.5 Health Plan - Client Update File 


3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


3.18.2.7 MMIS - Encounter Data informational Errors File 


3.18.2.8 MMIS - SOBRA Error File 


3.18.2.9 MMIS - Stop Loss Error File 


3.18.2.10 MMIS - Stop Loss Rejection File 


3.18.2.11 MMIS - Health Plan Error File 


3.18.2.12 MMIS - Third Party Liability Update File 


3.18.2.13 MMIS - Client Demographic Data 


3.18.2.14 MMIS - Newborn Data 


3.18.2.15 MMIS - Daily Health Plan Recipient File 


3.18.2.16 MMIS - Health Plan Recipient File 


3.18.2.17 MMIS - Network Data Exception File 
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3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


3.18.2.19 MMIS - Client PCP changes 


3.18.2.20 MMIS - Client Enrollment Updates 


3.18.2.21 MMIS - Health Plan Notification 


3.18.2.22 Health Division Immunization Registry 


3.18.2.23 Vital Statistics Birth Records 


All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements 
of the National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides 
at the following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides 
contain HIPAA-compliant technical specifications. 


The vendor shall be responsible at their own expense for any new and/or modified interfaces that may 
be required by CMS, including but not limited to, HIPAA regulations. 


Vendors may access additional information regarding the MMIS system and associated interfaces by 
requesting review of the redacted version of the First Health Services Contract and attachments. 


We understand and will comply with the provisions of Sections 3.18.2. 


Our experience working with government partners combined with the capabilities of our 
Enterprise Information Management Solution (as described in response to Section 3.14.1) 
provide us with significant capabilities in supporting the interface requests outlined by 
DHCFP. 


Further, as outlined in response to Section 3.18.4 below, we currently support all HIPAA 
compliant transactions and formats. 


We acknowledge that any financial costs for the development and implementation of 
these interfaces will be our obligation under the contract.  


3.18.3 Encounter Data Report Files 


The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s 
encounter data processing agent on a monthly basis. The DHCFP will provide the required data 
fields and data transfer instructions. In developing the encounter data interface, the vendor will be 
provided with companion guide and details of any applicable edits and descriptions of the edits. 
The vendor will have adequate access to fiscal agent staff to assist in the development of the 
interface. 


3.18.3.1 Encounters must: 


A. Successfully pass through the HIPAA compliance editors used by the State’s fiscal 
agent. The DHCFP will not entertain any requests for other compliance checkers to be 
used for the convenience of proposers. 


B. Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the 
data successfully passing all encounter edits within the first six (6) months of 
submission, with ninety seven percent (97%) or as required by federal regulation, 
whichever is more stringent, passing all thereafter. In the event the vendor fails to 
demonstrate affirmative, good faith efforts to achieve these requirements, progressive 
sanctions, including monetary penalties, may be applied until data submissions meet 
the required standards. The vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the vendor is not solely responsible for the 
failure. 
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C. Be complete and accurate to establish capitation rates. Providing inaccurate or 
incomplete encounter data may create a false claim under the FCA and other laws. The 
undersigned hereby certifies the completeness, accuracy and truthfulness of the 
encounter data. 


D. Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of 
correction and reasonable, agreed to timeframe to comply, the vendor will have an 
additional 30 days to correct whereupon the DHCFP may, at its discretion, impose 
sanctions in the form of liquidated damages. The liquidated damages would be two 
percent (2%) of one (1) month’s capitation, or ten thousand dollars ($10,000), 
whichever is greater until the Contractor is in compliance, as well as any fines or 
sanctions imposed upon the DHCFP by regulatory agencies as a result if the vendor’s 
non-compliance. 


We understand and will comply with the provisions of Sections 3.18.3. Among other 
things, we will submit encounter files at least monthly with accuracy of greater than 95 
percent within six months. We are focused on reporting, analytics, and remediation. Our 
comprehensive end-to-end reporting provides immediate visibility into system, data and 
provider issues allowing the appropriate department to remediate timely and guarantee 
successful submission to the DHCFP. 


3.18.4 HIPAA Transaction Requirements 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These 
include, but are not limited to: 


3.18.4.1 Premium payments (X12F 820); 


3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization); 


3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 


3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 


3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 


3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 


In addition to complying with the requirements of the National EDI Transaction Set Implementation 
Guide, proposers will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant 
technical specifications for each transaction. 


We understand and will comply with the provisions of Sections 3.18.4. 


We are already operating under the transaction standards rule 45 CFR Part 162 [CMS-
0009-F] published on January 16, 2009. This rule mandates the use of the Accredited 
Standards Committee X12 (X12) version 5010 for healthcare, supporting the X12 version 
5010 for healthcare transaction standards in the following table: 


HEALTHCARE TRANSACTION STANDARDS  


 Claims and Encounters  


 837P – Professional    
 837I – Institutional  
 837D – Dental 
 NCPDP D.0 Pharmacy Claims 


 Claims Status  


 276 – Claims Status Inquiry 
 277 – Claims Status Response 
 277U – Unsolicited Claims Status 
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HEALTHCARE TRANSACTION STANDARDS  


 Remittance Advice 


 835 Remittance  


 Premium 


 820 – Premium Payment 


 Eligibility Inquiry and Response 


 270 – Eligibility Inquiry 
 271 – Eligibility Response 


 Transaction 


 997 – Functional Acknowledgement 
 999 – Implementation Acknowledgement 


 Enrollment 


 834 Benefit Enrollment and Maintenance 


 Authorization Requests 
 278 Authorization Request  


We use the Edifecs XEngine application to apply the appropriate 5010 Workgroup for 
Electronic Data Interchange (WEDI) Strategic National Implementation Process (SNIP) 
edits, inclusive of Level 1 through Level 7 edits, to all inbound and outbound 
transactions using the formats in the HealthCare transactions standards table (above). 


Although we have the capability to support the 278 authorization approval transaction, 
no trading partners to date have requested it. Our implementation project will include 
implementing this capability with Nevada.  


We acknowledge and accept the Nevada’s requirement to exchange data with the State 
utilizing the EDI Companion Guides at the web site location 
of: https://www.medicaid.nv.gov/providers/edi.aspx.  


3.18.5 NPI/API Transaction Requirements  


3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including 
any taxonomy code(s), with their proposal, unless it is determined that they are neither a 
covered nor an eligible entity, in which case Atypical Provider Identifier (API) will be 
assigned by the State’s fiscal agent. The vendor must electronically transmit and receive 
fully HIPAA compliant transactions. This applies to all HIPAA regulations currently 
effective and those in draft form. Throughout the duration of the initial contract and any 
extensions, the State will not bear any of the cost for any enhancements or modifications to 
the vendor information system(s) or the systems of any of the vendor subcontractors or 
vendors, to make it compliant with any HIPAA regulations. This includes those HIPAA 
requirements currently in effect or future regulations as they become effective.  


3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' 
This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI 
on all providers, including billing, servicing, and OPR (ordering, prescribing, and 
referring). 


3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the 
DHCFP as a Medicaid provider. This includes any providers who are required to have NPI 
and those who are not required by CMS, but are eligible to receive an NPI. If an eligible 
provider submits their claims on paper, they must still use an NPI, and the shadow claim of 
that paper encounter must be submitted from the vendor to the State’s fiscal agent 
electronically and it must include the provider's NPI. This applies for any providers who 
have obtained a taxonomy code in addition to their NPI. The taxonomy code must be 
provided to the State’s fiscal agent, and that taxonomy code must be used appropriately on 
all encounters submitted to the State’s fiscal agent on behalf of the DHCFP. The same NPI 
and taxonomy codes must be used for any third party insurance, including but not limited to 
private insurance and Medicare, for which the vendor rebills. 


3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the 
Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above. 
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These must be fully detailed encounters following HIPAA requirements and using HIPAA 
compliant transactions, including but not limited to the use of NPI and taxonomy. 
Encounter data must include the individual NPI to identify the rendering provider or 
prescribing provider. 


3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state 
devised numbering system will be used. The State calls this an Atypical Provider Identifier 
(API). This API is issued by the State’s fiscal agent on behalf of the State. The vendors 
must be capable of accepting and transmitting this API. All encounters from atypical 
providers must be captured by the vendors and submitted to the State’s fiscal agent using 
the API. The vendors must ensure that every atypical provider contracted with them has 
obtained this API from the State’s fiscal agent before any payment can be made by the 
vendor to that provider. 


We understand and will comply with the provisions of Sections 3.18.5. 


With respect to 3.18.5.1 and the requirement to support HIPAA compliant transactions, 
including the requirement to use NPIs, as outlined in response to 3.18.4 we currently 
operate under the transaction standards rule 45 CFR Part 162 [CMS-0009-F] published 
on January 16, 2009 and acknowledge that updates required to remain current and in 
compliance will remain our financial obligation. 


With respect to 3.18.5.2 our single instance, integrated platform as outlined in response 
to 3.14.1 is capable of submitting HIPAA compliant transactions and any modifications 
required to support the companion guide outlined in the document located 
at https://www.medicaid.nv.gov/providers/edi.aspx will be accommodated in our 
implementation plan. We will submit all encounters electronically as fully HIPAA 
compliant 'shadow claims’. 


3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic 
Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will 
be provided for contractor’s compliance.  


We understand and will comply with the provisions of Sections 3.18.6. 


We proactively addressed the guidance and legislation regarding the implementation of 
ICD10 compliance. The primary activities associated with support of ICD10 compliance 
were completed during 2014, more than a year in advance of the CMS implementation 
timeline. The completion of these activities more than a year in advance of the 
implementation date was supported through the implementation of easily modified 
date-driven logic to ensure enforcement of the appropriate code sets. We realized that 
successful implementation of initiatives such as ICD10 not only requires MCOs to ensure 
that their internal applications are updated to accommodate the new guidance, but also 
includes the obligation to assist provider organizations in their implementation. In 
support of this obligation, beyond providing early information and updates on changes 
to companion guides and other transaction changes, we established a dedicated ICD10 
test account accessible to provider organizations in validating the transaction results of 
their changes. 
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3.19 DHCFP RESPONSIBILITIES 


DHCFP will be responsible for the following: 


3.19.1 External Quality Review 


DHCFP will contract, to the extent required by federal law, with an External Quality Review 
Organization (EQRO) to conduct independent, external reviews of the quality of services, 
outcomes, timeliness of, and access to the services provided by the vendor covered under the RFP.  
These reviews will be conducted at least annually.  


We understand and will comply with the provisions of Section 3.19.1. We will cooperate 
and collaborate with the EQRO in performing reviews regarding all aspects of services 
provided along with guidance and recommendations provided by the EQRO as a result of 
reviews. 


3.19.2 Due Process  


3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada 
Check Up. The DHCFP is responsible for the appeals process for disenrollment from 
managed care programs and for providing a State Fair Hearing to all recipients who request 
such a hearing for all actions taken on medical assistance program benefits. 


We understand and will comply with the provisions of Section 3.19.2. The DWSS is 
responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up 
and the DHCFP is responsible for the appeals process for disenrollment from managed 
care programs. This also includes providing a State Fair Hearing to all recipients who 
request such a hearing for all actions taken on medical assistance program benefits. 


3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair 
hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, 
DHCFP will forward a copy to the vendor. 


We understand and will comply with the provisions of Section 3.19.2.2. 


3.19.3 DHCFP On-Site Audits 


The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of 
these audits is to confirm contract compliance and to more effectively manage DHCFP contract 
monitoring and oversight responsibilities of the vendor.  These audits will be scheduled in advance 
and will focus on contract sections prior identified by the DHCFP. The vendor will be informed of 
the scheduling, focus of the audit and the expectations regarding vendor’s participation no less than 
thirty (30) days in advance of the on-site visit. The vendor will have all prior requested data and 
information available at the time the audit begins. 


We understand and will comply with the provisions of Section 3.19.3. We understand 
that the DHCFP may schedule on-site audits at our primary place of business, and that 
these audits serve to confirm contract compliance and to more effectively manage 
DHCFP contract monitoring and our oversight responsibilities.  We understand that these 
audits will be scheduled in advance and will focus on contract sections prior identified 
by the DHCFP. We will be informed of the scheduling, focus of the audit and the 
expectations regarding vendor’s participation no less than thirty (30) days in advance 
of the on-site visit. We will have all prior requested data and information available at 
the time the audit begins. 


3.19.4 Actuarial Services 


The DHCFP will provide or contract to the extent required by federal and state law with an 
actuarial contractor to establish rates using a methodology that is certified as actuarially sound and 
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in compliance with state and federal law.  Rate reviews will be conducted at least annually. 


We understand and will comply with the provisions of Section 3.19.4. The DHCFP will 
provide or contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound 
and in compliance with state and federal law.  Rate reviews will be conducted at least 
annually. 


3.19.5 Encounter Data Processing 


The DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted vendors.  It is DHCFP’s sole responsibility to 
determine the format in which the vendor must submit the encounter data.. In addition, the vendor 
encounter data, when requested, must be submitted to the DHCFP’s actuary. 


We understand and will comply with the provisions of Section 3.19.5. The DHCFP will 
contract with an encounter data processing agent to accept, edit, process, and review 
encounter data submitted by contracted vendors.  We understand that it is DHCFP’s sole 
responsibility to determine the format in which the encounter data must be submitted. 
The encounter data, when requested, must be submitted to the DHCFP’s actuary. 


3.19.6 Website Access 


The DHCFP will maintain an Internet link on its official website at which the vendor’s website can 
be accessed. 


We understand and will comply with the provisions of Section 3.19.6. We understand 
that the DHCFP will maintain an Internet link on its official website where our website 
may be accessed. 


3.19.7 Operation Oversight 


The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment 
and disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; 
violations of the conditions for receiving federal financial participation; and all other provisions of 
the contract. 


We understand and will comply with the provisions of Section 3.19.7. The DHCFP has 
procedures for monitoring our operations related to recipient enrollment and 
disenrollment; processing grievance and appeals; violations subject to intermediate 
sanctions; violations of the conditions for receiving federal financial participation; and 
all other provisions of the contract. 
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3.20 Cost Containment and/or Cost Avoidance Initiatives 


The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives 
that positively impact health outcomes and result in cost savings to the State.  Cost containment and 
avoidance initiatives must be provided to the DHCFP for review and approval prior to implementation.  


The vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss of public 
funds to fraud, abuse, and/or waste. 


Collect data on recipient and provider characteristics as specified by the DHCFP, and on services 
furnished to the recipients through an encounter data system or other methods as may be specified by the 
DHCFP;  


We understand and will comply with the provisions of Sections 3.20. 


We have policies and procedures in place that ensures cost containment and avoidance 
initiatives that positively impact health outcomes and result in cost savings to the 
State. 


We currently perform cost avoidance under well-defined policies and procedures that 
conform to all federal and state requirements. Our coordination of benefits (COB) 
process, also known as cost avoidance ensures that we are the payer of last resort in 
situations where members have other commercial, Medicare or liability insurance 
coverage that may be responsible for claim payment.  We also have established policies 
and procedures for processing claims where third party liability coverage exists to 
ensure that claim payment does not exceed allowed amount less the other carrier 
payment amount.  


Our effective claims processing system minimizes payment errors and, through the 
effective use of system edits and audits, prevents loss of public funds to fraud, abuse, 
and/or waste. We track cost avoidance dollars via our claim system by isolating claims 
with EOB attachments, other payer paid amounts as well as COB denial reason codes.   
We apply all subrogation and TPL overpayment recoveries directly to the original claims 
in the system so that it flows through to the state via our Encounter data.  Our Payment 
Integrity unit has dedicated resources for pre-payment edit review and implementation 
that would handle system edits (i.e. waste or abuse) specific to the DHCFP requirements.  


As we have discussed in Section 3.14.4, we will collect data on recipient and provider 
characteristics as specified by the DHCFP, and on services furnished to the recipients 
through an encounter data system or other methods as may be specified by the DHCFP. 
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3.21 LIQUIDATED DAMAGES AND SANCTIONS 


The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all 
attachments, including the Forms and Reporting Guide.  The vendor must file accurate, timely and 
complete reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages or 
intermediate sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, the 
vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies as 
a result of the vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the MCO 
fails to provide required reports, or disclose ultimate ownership or control information and related party 
transactions as required by DHCFP policy.  


See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


We understand and will comply with the provisions of Section 3.21. We have read and 
fully understand the program requirements, measurements of non-compliance and 
corresponding sanctions for being found out of compliance for each requirement as 
outlined in Attachment S. We understand the requirements for filing accurate, timely 
and complete reports to DHCFP and that DHCFP may exercise its right to assess 
liquidated damages or intermediate sanctions if we fail to comply with DHCFP 
requirements.  


ENSURING ACCURATE, TIMELY AND COMPLETE REPORTS 
We have invested heavily in an Enterprise Information Management System (EIMS) to 
ensure accurate, timely and complete reporting to our government partners. The EIMS 
catalogues and collects any and all available data in a scalable and high performing 
central repository known as a data lake which is built using industry leading technology 
to support subsequent processing and reporting needs.  


This approach ensures that data generated from internal application sources, and data 
exported through outbound submissions is captured and made available. Once the data 
is collected and catalogued, we monitor compliance with data standards and apply a set 
of validation, cleansing and aggregation activities leveraging data governance 
framework to make this data available in a series of data marts. Data marts are 
populated with clean, accurate, and useful information in a manner that is optimized for 
the intended use and can generally be classified as subject areas, Reporting or Analytics 
Data Mart. While most reporting, recurring and ad hoc, is completed against data marts, 
the raw data from source systems is also available in EIM central repository to use as 
needed for predictive modeling and ad hoc reporting. 


Our Information Technology (IT) department includes a dedicated Regulatory Reporting 
team that addresses ad hoc requests and recurring regulatory report submissions. This 
team makes sure any regularly scheduled or ad hoc reports as requested are developed 
accurately and on time. This Regulatory Reporting team works closely with local 
regulatory affairs staff members and incorporates both formal and ad hoc reporting 
needs into the requirements-gathering process of the software development life cycle. 


State of Nevada Purchasing Division 
Managed Care Organization  
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		Part IA Title Page

		Section 3.1 General COMBINED

		Section 3.2 Coord w State Desig HIX COMBINED

		We understand and will comply with the provisions of Section 3.2.2.



		Section 3.3 Vendor Duties and Responsibilities COMBINED

		Section 3.4 Medical Services QC Edits3

		We fully support the goals of the Mental Health Parity and Addiction Equity Act (MHPAEA), which generally prevents certain health plans that provide mental health or substance use disorder benefits from imposing less favorable benefit limitations on t...

		We have been reviewing all of our current behavioral health benefits, prior authorization programs and other utilization management policies to identify any changes that will need to be made to ensure continued compliance. We have begun to implement c...



		Section 3.5 Enrollment and Enrollment Reqs QC Edits2

		Section 3.6 Recipient Services COMBINED

		Section 3.7 Network QC Edits2

		Section 3.8 Medical Records COMBINED

		Section 3.9 Quality Assurance Standards_QCEdits

		 Types of problems requiring corrective action

		 Person(s) or body responsible for making the final determinations regarding quality problems

		 Actions to be taken including the provision of feedback to appropriate health professionals, providers and staff

		 Goals of the action

		 Schedule and accountability for implementing corrective actions

		 Approach to modifying the corrective action if improvements do not occur



		Section 3.10  Standards for Internal Q A Programs QC Edit3

		3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS

		3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected t...

		 The types of problems requiring corrective action

		 The person(s) or body responsible for making the final determinations regarding quality problems

		 The actions to be taken including the provision of feedback to appropriate health professionals, providers and staff

		 The schedule and accountability for implementing corrective actions

		 The approach to modifying the corrective action if improvements do not occur

		 Ensuring that our quality programs are incorporated into our operations at all levels and have the resources necessary to achieve the highest quality outcomes for our members

		 Reviewing and providing feedback on the activities of the quality program



		Section 3.11 State QAPI Strategy QC Edit2

		3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY



		Section 3.12 Fiscal Requirements QC Edit

		3.12 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY



		Section 3.13 Grievances Appeals And Fair Hearings COMBINED QC Edits

		3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS



		Section 3.14 Management Information System QC Edit

		3.14 MANAGEMENT INFORMATION SYSTEM (MIS)

		3.14.2 42TEnterprise Information Management Solution (EIMS) - provides the data infrastructure to support our integrated system of care and gives us a central repository of all our data. The EIMS will capture, aggregate and validate all incoming, all ...

		3.14.4 Encounter and Claims Records

		3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of su...

		3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted t...



		Section 3.15 Operational Requirements QC Edit2

		3.15 OPERATIONAL REQUIREMENTS



		Section 3.16 Program Integrity QC Edit

		We recognize that our comprehensive compliance plan must encompass the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements, and that the plan must be reviewed and approved annually by the ...



		Section 3.17 Reporting QC Edit

		3.17 REPORTING

		Annually, we will conduct population and demographic studies in Nevada to identify high utilization diagnostic categories, high risk conditions and opportunities to improve coordination of medical care across settings or transitions of care, collabora...

		We will report results of measuring and assessing outcomes and quality and will incorporate these performance indicators into its Performance Improvement Projects (PIP)s. Results of the PIPs will be presented to the Quality Improvement (QI) team, with...

		The action plans for interventions will be developed by the QI team and presented to the UMC and the QIC for discussion and feedback. The general topic of discussion includes:

		PIPs are our key tools for achieving the goals outlined in our quality strategy. We conduct PIPs to assess and improve the quality of a targeted area of clinical or non-clinical care or services provided to members. PIP reports provide the framework f...

		This study will be presented to the QI team to analyze and determine relevant and meaningful opportunities within the population. The recommendations of the QI team will be presented to the UMC and/or QIC for approval and oversight.



		Section 3.18 Info Systems and Tech Requirements COMBINED

		Section 3.19 DHCFP Responsibilities COMBINED

		3.19 DHCFP RESPONSIBILITIES

		3.19.1 External Quality Review



		Section 3.20 Cost Containment QC Edit

		Section 3.21 Liquidated Damages Sanctions COMBINED

		3.21 LIQUIDATED DAMAGES AND SANCTIONS
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9.3.3.3 Tab III – Vendor Information Sheet 
The vendor information sheet completed with an original signature by an individual authorized to bind the 
organization must be included in this tab. 


The signed Vendor Information Sheet follows this page. 
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9.3.3.4 Tab IV – State Documents 
A. Signature Page from all Amendments 
Signature page from all amendments with an original signature by an individual authorized to bind the 
organization. 


Signed copies of all amendment signature pages follow this page. 


 































margins requested in Section 5.2 should be on an expected income basis. It is unclear what is 
meant by "expected income" in this context. Is it net profits after taxes on a GAAP basis, total 
revenue, or something else? It likely that bidders will construe different definitions of expected 
income and hence provide information to the State that would not permit an apples to apples 
evaluation by the State. We would respectfully request the State consider removing this 
requirement from the bid. 


To clarify, both administrative costs and profit and contingency are applied as a 
percentage of premium. The values should be stated as a percentage of 
capitated premium prior to the application of premium tax. 


THE STATE WOULD LIKE TO PROVIDE ADDITIONAL CLARIFICATION TO 
AMENDMENT 6, QUESTION 33: 


Regarding Amendment 2 questions 117 and 129, and Attachment Q, Please confirm that the 
10.5% administrative load in addition to the 3.5% taxes/fees discussed in Q&A are the same 
across all rate cells (i.e., Medicaid, CHIP, and the Kick payments). If that is not the case, 
please provide further detail as to how these loads vary. 


Yes 


We apply different administrative loads to the SOBRA and VLBW 
payments according to the table below: 


Dental 10.50% 


* 10.5% of total premium prior to the application of premium tax, including VLBWand 
SOBRA. The net result of the reduced SOBRANLBW load is a load of 11.1% on non
SOBRANLBW costs. 


ALL ELSE REMAINS THE SAME FOR RFP 3260. 


Vendor must sign and return this amendment with proposal submitted. 


Vendor Name: 


Authorized Signature: 


Title: 


Amendment 7 


Seni Vice President, Operations Date: August 29, 2016 
----------------~~-------------


This document must be submitted in the "State 
Documents" section/tab of vendors ' technical proposal. 
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B. Attachment A – Confidentiality and Certification of Indemnification 
Attachment A – Confidentiality and Certification of Indemnification with an original signature by an 
individual authorized to bind the organization. 


The signed Attachment A – Confidentiality and Certification of Indemnification follows this 
page. 
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C. Attachment C – Vendor Certifications 
Attachment C – Vendor Certifications with an original signature by an individual authorized to bind the 
organization. 


The signed Attachment C – Vendor Certifications follows this page. 
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D. Attachment J - Certification Regarding Lobbying 
Attachment J - Certification Regarding Lobbying with an original signature by an individual authorized to 
bind the organization. 


The signed Attachment J – Certification Regarding Lobbying follows this page. 
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E. Copies of any Vendor Licensing Agreements and/or Hardware and 
Software Maintenance Agreements 
Copies of any vendor licensing agreements and/or hardware and software maintenance agreements. 


The following attachments follow this page: 


 Attachment 4.1.8.A - Cyber Certificate of Insurance 
 Attachment 4.1.8.B - Crime Certificate of Insurance 
 Attachment 4.1.8.C - Third Party Crime Certificate of Insurance 
 Attachment 4.1.8.D - Auto Umb WC Pro Certificate of Insurance 
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The ACORD name and logo are registered marks of ACORD


CERTIFICATE HOLDER


© 1988-2014 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2014/01)


AUTHORIZED REPRESENTATIVE


CANCELLATION


DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE


LOCJECT
PRO-POLICY


GEN'L AGGREGATE LIMIT APPLIES PER:


OCCURCLAIMS-MADE


COMMERCIAL GENERAL LIABILITY


PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $


MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


PRODUCTS - COMP/OP AGG $


$RETENTIONDED


CLAIMS-MADE


OCCUR


$


AGGREGATE $


EACH OCCURRENCE $UMBRELLA LIAB


EXCESS LIAB


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)


INSR
LTR TYPE OF INSURANCE POLICY NUMBER


POLICY EFF
(MM/DD/YYYY)


POLICY EXP
(MM/DD/YYYY) LIMITS


PER
STATUTE


OTH-
ER


E.L. EACH ACCIDENT


E.L. DISEASE - EA EMPLOYEE


E.L. DISEASE - POLICY LIMIT


$


$


$


ANY PROPRIETOR/PARTNER/EXECUTIVE


If yes, describe under
DESCRIPTION OF OPERATIONS below


(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?


WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N


AUTOMOBILE LIABILITY


ANY AUTO
ALL OWNED SCHEDULED


HIRED AUTOS
NON-OWNED


AUTOS AUTOS


AUTOS


COMBINED SINGLE LIMIT


BODILY INJURY (Per person)


BODILY INJURY (Per accident)
PROPERTY DAMAGE $


$


$


$


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


INSD
ADDL


WVD
SUBR


N / A


$


$


(Ea accident)


(Per accident)


OTHER:


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).


COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:


INSURED


PHONE
(A/C, No, Ext):


PRODUCER


ADDRESS:
E-MAIL


FAX
(A/C, No):


CONTACT
NAME:


NAIC #


INSURER A :


INSURER B :


INSURER C :


INSURER D :


INSURER E :


INSURER F :


INSURER(S) AFFORDING COVERAGE


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.


Manashi Mukherjee


CHI-006039442-07


AGGREGATE


of Marsh USA Inc.


               Attn: Healthcare.AccountsCSS@marsh.com Fax: 212-948-1307


11


05/01/2016CYBER LIABILITYA


07/19/2016


$10,000,000


$10,000,000


RE: REQUEST FOR PROPOSAL 3260 FOR MEDICAID MANAGED CARE ORGANIZATION SERVICES; CONTRACT EFFECTIVE DATES: 7/1/2017-6/30/2021


               ATTN: TAMMY RITTER
               1100 EAST WILLIAM STREET, SUITE 101


               DIVISION OF HEALTH CARE FINANCING AND


               CARSON CITY, NV  89701


401115--Cyber-16-18


EACH CLAIM


24147


05/01/2018


               333 South 7th Street, Suite 1400
               Marsh USA Inc.


               Minneapolis, MN  55402-2400


               2720 TENAYA WAY
               HEALTH PLAN OF NEVADA, INC.


               LAS VEGAS, NV  89128


MWZZ307229


               POLICY


Old Republic Insurance Company


Attachment 4.1.8.A - Cyber Certificate of Insurance 1







The ACORD name and logo are registered marks of ACORD


CERTIFICATE HOLDER


© 1988-2014 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2014/01)


AUTHORIZED REPRESENTATIVE


CANCELLATION


DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE


LOCJECT
PRO-POLICY


GEN'L AGGREGATE LIMIT APPLIES PER:


OCCURCLAIMS-MADE


COMMERCIAL GENERAL LIABILITY


PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $


MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


PRODUCTS - COMP/OP AGG $


$RETENTIONDED


CLAIMS-MADE


OCCUR


$


AGGREGATE $


EACH OCCURRENCE $UMBRELLA LIAB


EXCESS LIAB


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)


INSR
LTR TYPE OF INSURANCE POLICY NUMBER


POLICY EFF
(MM/DD/YYYY)


POLICY EXP
(MM/DD/YYYY) LIMITS


PER
STATUTE


OTH-
ER


E.L. EACH ACCIDENT


E.L. DISEASE - EA EMPLOYEE


E.L. DISEASE - POLICY LIMIT


$


$


$


ANY PROPRIETOR/PARTNER/EXECUTIVE


If yes, describe under
DESCRIPTION OF OPERATIONS below


(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?


WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N


AUTOMOBILE LIABILITY


ANY AUTO
ALL OWNED SCHEDULED


HIRED AUTOS
NON-OWNED


AUTOS AUTOS


AUTOS


COMBINED SINGLE LIMIT


BODILY INJURY (Per person)


BODILY INJURY (Per accident)
PROPERTY DAMAGE $


$


$


$


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


INSD
ADDL


WVD
SUBR


N / A


$


$


(Ea accident)


(Per accident)


OTHER:


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).


COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:


INSURED


PHONE
(A/C, No, Ext):


PRODUCER


ADDRESS:
E-MAIL


FAX
(A/C, No):


CONTACT
NAME:


NAIC #


INSURER A :


INSURER B :


INSURER C :


INSURER D :


INSURER E :


INSURER F :


INSURER(S) AFFORDING COVERAGE


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.


Manashi Mukherjee


CHI-005709126-12


05/01/2017 OCCURRENCESAA 425-98-68-01-00


of Marsh USA Inc.


               Attn: Healthcare.AccountsCSS@marsh.com Fax: 212-948-1307


6


07/19/2016


$5,000,000


RE: REQUEST FOR PROPOSAL 3260 FOR MEDICAID MANAGED CARE ORGANIZATION SERVICES; CONTRACT EFFECTIVE DATES: 7/1/2017-6/30/2021. COVERAGE 
INCLUDES COMPUTER CRIME/FRAUD


               ATTN: TAMMY RITTER
               1100 EAST WILLIAM STREET, SUITE 101


               DIVISION OF HEALTH CARE FINANCING AND


               CARSON CITY, NV  89701


A 05/01/2016


401115-CORP-CRIME-16-17


LIMIT PER


CRIME


16691


               99 HIGH STREET
               MARSH USA INC.


               BOSTON, MA  02110


               C/O UNITEDHEALTH GROUP
               HEALTH PLAN OF NEVADA, INC.


               MINNETONKA, MN  55343
               9900 BREN ROAD EAST


               POLICY


Great American Insurance Co.


Attachment 4.1.8.B - Crime Certificate of Insurance 1







The ACORD name and logo are registered marks of ACORD


CERTIFICATE HOLDER


© 1988-2014 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2014/01)


AUTHORIZED REPRESENTATIVE


CANCELLATION


DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE


LOCJECT
PRO-POLICY


GEN'L AGGREGATE LIMIT APPLIES PER:


OCCURCLAIMS-MADE


COMMERCIAL GENERAL LIABILITY


PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $


MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


PRODUCTS - COMP/OP AGG $


$RETENTIONDED


CLAIMS-MADE


OCCUR


$


AGGREGATE $


EACH OCCURRENCE $UMBRELLA LIAB


EXCESS LIAB


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)


INSR
LTR TYPE OF INSURANCE POLICY NUMBER


POLICY EFF
(MM/DD/YYYY)


POLICY EXP
(MM/DD/YYYY) LIMITS


PER
STATUTE


OTH-
ER


E.L. EACH ACCIDENT


E.L. DISEASE - EA EMPLOYEE


E.L. DISEASE - POLICY LIMIT


$


$


$


ANY PROPRIETOR/PARTNER/EXECUTIVE


If yes, describe under
DESCRIPTION OF OPERATIONS below


(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?


WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N


AUTOMOBILE LIABILITY


ANY AUTO
ALL OWNED SCHEDULED


HIRED AUTOS
NON-OWNED


AUTOS AUTOS


AUTOS


COMBINED SINGLE LIMIT


BODILY INJURY (Per person)


BODILY INJURY (Per accident)
PROPERTY DAMAGE $


$


$


$


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


INSD
ADDL


WVD
SUBR


N / A


$


$


(Ea accident)


(Per accident)


OTHER:


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).


COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:


INSURED


PHONE
(A/C, No, Ext):


PRODUCER


ADDRESS:
E-MAIL


FAX
(A/C, No):


CONTACT
NAME:


NAIC #


INSURER A :


INSURER B :


INSURER C :


INSURER D :


INSURER E :


INSURER F :


INSURER(S) AFFORDING COVERAGE


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.


Manashi Mukherjee


CHI-006630066-02


05/01/2017 LIMIT PER OCCURRENCESAA 425-98-09-01-00


of Marsh USA Inc.


               Attn: Healthcare.AccountsCSS@marsh.com Fax: 212-948-1307


4


07/19/2016


$1,000,000


REQUEST FOR PROPOSAL 3260 FOR MEDICAID MANAGED CARE ORGANIZATION SERVICES; CONTRACT EFFECTIVE DATES: 7/1/2017-6/30/2021
STATE OF NEVADA IS INCLUDED AS LOSS PAYEE WHERE REQUIRED BY WRITTEN CONTRACT.


               ATTN: TAMMY RITTER
               1100 EAST WILLIAM STREET, SUITE 101


               DIVISION OF HEALTH CARE FINANCING


               CARSON CITY, NV  89701


A 05/01/2016


401115-3RD P-CRIME-16-17


CRIME (3rd Party)


16691


               99 HIGH STREET
               MARSH USA INC.


               BOSTON, MA  02110


               9900 BREN ROAD EAST
               HEALTH PLAN OF NEVADA, INC.


               MINNETONKA, MN  55343


               AND POLICY


Great American Insurance Co.


Attachment 4.1.8.C - Third Party Crime Certificate of Insurance 1







The ACORD name and logo are registered marks of ACORD


CERTIFICATE HOLDER


© 1988-2014 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2014/01)


AUTHORIZED REPRESENTATIVE


CANCELLATION


DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE


LOCJECT
PRO-POLICY


GEN'L AGGREGATE LIMIT APPLIES PER:


OCCURCLAIMS-MADE


COMMERCIAL GENERAL LIABILITY


PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $


MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


PRODUCTS - COMP/OP AGG $


$RETENTIONDED


CLAIMS-MADE


OCCUR


$


AGGREGATE $


EACH OCCURRENCE $UMBRELLA LIAB


EXCESS LIAB


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)


INSR
LTR TYPE OF INSURANCE POLICY NUMBER


POLICY EFF
(MM/DD/YYYY)


POLICY EXP
(MM/DD/YYYY) LIMITS


PER
STATUTE


OTH-
ER


E.L. EACH ACCIDENT


E.L. DISEASE - EA EMPLOYEE


E.L. DISEASE - POLICY LIMIT


$


$


$


ANY PROPRIETOR/PARTNER/EXECUTIVE


If yes, describe under
DESCRIPTION OF OPERATIONS below


(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?


WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N


AUTOMOBILE LIABILITY


ANY AUTO
ALL OWNED SCHEDULED


HIRED AUTOS
NON-OWNED


AUTOS AUTOS


AUTOS


COMBINED SINGLE LIMIT


BODILY INJURY (Per person)


BODILY INJURY (Per accident)
PROPERTY DAMAGE $


$


$


$


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


INSD
ADDL


WVD
SUBR


N / A


$


$


(Ea accident)


(Per accident)


OTHER:


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).


COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:


INSURED


PHONE
(A/C, No, Ext):


PRODUCER


ADDRESS:
E-MAIL


FAX
(A/C, No):


CONTACT
NAME:


NAIC #


INSURER A :


INSURER B :


INSURER C :


INSURER D :


INSURER E :


INSURER F :


INSURER(S) AFFORDING COVERAGE


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.


1,000,000


05/01/2017


Manashi Mukherjee


HWXJUB472M477916 (XWC OH)


CHI-006039200-14


1,000,000


25,000,000


HRJUB472M476716 (MA & WI)


X


37885


25,000,000


Annual Aggregate


of Marsh USA Inc.


               Attn: Healthcare.AccountsCSS@marsh.com Fax: 212-948-1307


N


05/01/2016


X


05/01/2016


2,000,000


05/01/2016


13


05/01/2016


A


05/01/2018


B


Managed Care Professional Liab


C


3,000,000


MWZY307227
1,000,000


25674
XL Speciality Insurance Company


1,000,000


X


A


X


BLANKET BASIS WHERE REQUIRED BY WRITTEN CONTRACT WITH THE NAMED INSURED, EXECUTED PRIOR TO LOSS. COVERAGE A - EXCESS FOLLOW FORM 


07/19/2016


$5,000,000


$5,000,000


05/01/2016


RE:REQUEST FOR PROPOSAL 3260 FOR MEDICAID MANAGED CARE ORGANIZATION SERVICES; CONTRACT EFFECTIVE DATES: 7/1/2017-6/30/2021
THE STATE OF NEVADA SHALL BE NAMED AS AN ADDITIONAL INSURED ON THE GENERAL LIABILITY POLICY WITH RESPECT TO LIABILITY ARISING OUT OF THE 


LIABILITY POLICY IS PRIMARY AND NON-CONTRIBUTORY.


X


05/01/2016


               ATTN: TAMMY RITTER
               1100 EAST WILLIAM STREET, SUITE 101


               DIVISION OF HEALTH CARE FINANCING AND


               CARSON CITY, NV  89701


ACTIVITIES PERFORMED BY, OR ON BEHALF OF THE CONTRACTOR.  THE WORKERS COMPENSATION POLICY INCLUDES WAIVER OF SUBROGATION ON A 


LIABILITY INSURANCE SECTION, UNDER THE UMBRELLA LIABILITY POLICY AND APPLIES TO THE GENERAL LIABILITY POLICY SHOWN ABOVE. GENERAL 


C


Travelers Property Casualty Company of America


401115-ALL-ALL-16-17


Each Claim


2,500


05/01/2017


2,000,000
05/01/2018


Retro Date: 1/1/77


C


MWTB307230


24147


1,000,000


1,000,000


05/01/2018


HC2JUB472M475516 (AOS)


05/01/2017US00075258LI16A


               333 South 7th Street, Suite 1400
               Marsh USA Inc.


X


               Minneapolis, MN  55402-2400


               2720 TENAYA WAY
               HEALTH PLAN OF NEVADA, INC.


               LAS VEGAS, NV  89128


X


MWZZ307228


               POLICY


05/01/2016


05/01/2017


A


Old Republic Insurance Company


Attachment 4.1.8.D - Auto Umb WC Pro Certificate of Insurance 1
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F. Copies of Applicable Certifications and/or Licenses 
Copies of applicable certifications and/or licenses. 


Attachment 4.1.12.7 - Certificate of Authority follows this page. 
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Atnended 


Certificate 
of 


Authority 
STATE OF NEVADA 


DEPARTMENT OF BUSINESS & INDUSTRY 
DIVISION OF INSURANCE 


Carson City, Nevada 


Nevada ID #: 1001 (Prior# I 2055) 


TF-IE HEALTH PLAN OF NEVADA, INC 


Incorporated in the State of NEVADA 


Home office at LAS VEGAS, NEVADA 


having du!J qualified, is herelry licensed to transact 


**HEALTH MAINTENANCE ORGANIZATION (695C) ** 
(Service Area by Counties and Zip Codes: Carson City - all zip codes, 


Clark- all zip codes, Douglas -all zip codes, Elko- all zip codes, 
Esmeralda - all zip codes, Lyon - all zip codes, Mineral - all zip codes, 
Nye- all zip codes, Washoe- all zip codes) 


insurance business within the State of Nevada until terminated at the request of the insurer or suspended or 


revoked fry the Commissioner of Insurance. 


Original Dated at Car.ron Ciry, Nevada thi.r I ih 


day of April 


Amended at Carson City, Nevada this --Dav of J 't\t.-C4o.c{ ;!.. 3 , 2014. 
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9.3.3.5 Tab V – Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP 
A. Attachment B with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


B. If the exception and/or assumption require a change in the terms or wording of any section of the RFP, 
the contract, or any incorporated documents, vendors must provide the specific language that is being 
proposed on Attachment B. 


C. Only technical exceptions and/or assumptions should be identified on Attachment B.  


D. The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline. If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 


The signed Attachment B follows this page. 
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9.3.3.6 Tab VI – Section 4 – Company Background and References 
Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section. This section must also include the requested information in Section 
4.2, Subcontractor Information, if applicable. 


4.1 Vendor Information 
4.1.1  
Vendors must provide a company profile in the table format below.  


Question Response 
Company name: Health Plan of Nevada, Inc. (HPN) 
Ownership (sole proprietor, partnership, etc.): Corporation 
State of incorporation: Nevada 
Date of incorporation: May 24, 1984 
# of years in business: 32 
List of top officers: Donald Giancursio, CEO 


Susan Vogel, CFO 
Glen Stevens, Secretary 
Michelle Huntley, Assistant Secretary 
Kyle Clingo, SVP of Operations 
Laurence Howard, Chair 
Robert Schaich, CIO  


Location of company headquarters: Health Plan of Nevada 
2720 North Tenaya Way 
Las Vegas, NV 89128 


Location(s) of the company offices: 2716 and 2720 North Tenaya Way 
Las Vegas, NV 89128 


Location(s) of the office that will provide the 
services described in this RFP: 


Health Plan of Nevada 
2720 North Tenaya Way 
Las Vegas, NV 89128 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: HPN employs 1034 local employees. 


Number of employees nationally with the expertise 
to support the requirements in this RFP: 


While HPN is a self-contained health plan 
providing all Medicaid services to our members 
in Nevada, we are a subsidiary of 
UnitedHealthcare, which provides Medicaid 
services to 23 other states. We are able to 
leverage the expertise of our Medicaid 
resources from our national team of 4,800 
employees and shared services of more than 
10,000 employees.  


Location(s) from which employees will be assigned 
for this project: 


2720 and 2716 North Tenaya Way 
Las Vegas, NV 89128 
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4.1.2  
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a 
contract can be executed between the State of Nevada and the awarded vendor, unless specifically 
exempted by NRS 80.015. 


Health Plan of Nevada meets the requirements of NRS 80.010 as a Nevada corporation since 
1984. We are domiciled in Nevada. 


4.1.3  
The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by 
the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the Nevada 
Business License can be located at http://nvsos.gov. 


Question Response 
Nevada Business License Number: NV19841007076 
Legal Entity Name: Health Plan of Nevada, Inc. 
National Provider Identifier (NPI) Not applicable 


Atypical Provider Identifier (API) 9005036635 and 9005039928 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X  No  


If “No”, provide explanation. 


Not applicable. 


4.1.4  
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Health Plan of Nevada has provided Medicaid services in Nevada since 1997 with the proper 
licensure. We have a current Certificate of Authority authorizing us to do business in the state 
of Nevada as a health maintenance organization (HMO), which meets the licensing 
requirements of this RFP. 


4.1.5  
Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes X No  



http://nvsos.gov/
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If “Yes”, complete the following table for each State agency for whom the work was performed. Table can 
be duplicated for each contract being identified. 


Question Response 
Name of State agency: Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy 
State agency contact name: Tammy Ritter 
Dates when services were performed: 1997-Present 
Type of duties performed: Medicaid and Nevada Check Up Services 
Total dollar value of the contract: $2,627,429,276 


4.1.6  
Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of 
its agencies, departments, or divisions? 


Yes X No  


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


We do not currently employ any persons who are current employees of an agency of the state 
of Nevada. We have four employees who have been employees of an agency of the state of 
Nevada within the past two years. These employees are: 


 Shawna DeRousse worked for the state of Nevada, Silver State Health Insurance 
Exchange from February 2012 through January 2015. In this capacity, Ms. DeRousse 
was responsible for the creation and program management of Nevada Health Link. 
She was also responsible for compliance with applicable state and federal laws, 
working with Nevada’s Department of Health and Human Services. Ms. DeRousse has 
been employed by HPN since February 2015 as a senior project manager for the 
commercial insurance business and the Medicaid compliance officer since July 2016. 
Approval to hire Ms. DeRousse in this capacity was received from DHCFP July 8, 
2016.  


 Elizabeth Gallion worked for the Southern Nevada Adult Mental Health Hospital from 
July 2014 to April 2016 as a mental health advocate. Ms. Gallion has been employed by 
HPN since May 2016 as a care advocate, assisting members with referrals. 


 Cynthia Shaffer worked for the state of Nevada, Department of Business & Industry, 
and Division of Insurance from August 2015 to January 2016. Ms. Shaffer then began 
working for HPN as a project coordinator in our behavioral health department 
assisting with hospital discharges. 


 Teresa Shepard worked at the state of Nevada at Rawson Neal Psychiatric Hospital 
from February 2016-April 2016. Ms. Shepard started work at HPN as an RN in our 
disease management program April 18, 2016. 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 15 of 248  RFP #3260 
 


4.1.7  
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation 
in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the 
State of Nevada or any other governmental entity. Any pending claim or litigation occurring within the past 
six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract 
is awarded as a result of this RFP must also be disclosed. 


The following civil litigation matter has been resolved and did not or will not adversely affect 
HPN’s ability to perform or fulfill its obligations if a contract is awarded because of this RFP 
3260. 


Health Plan of Nevada settled an endoscopy matter where it was a named defendant in a civil 
proceeding, which included a Nevada Medicaid member. There was no admission of liability 
in the settlement with an amount that was not material to HPN’s operations and financial 
position. 


Does any of the above apply to your company? 


Yes X No  


If “Yes”, please provide the following information. Table can be duplicated for each issue being identified. 


Question Response 
Date of alleged contract failure or breach: Not Applicable 
Parties involved: L.W. v. HPN 
Description of the contract failure, contract 
breach, or litigation, including the products 
or services involved: 


Pre-litigation; matter settled 


Amount in controversy: Confidential Settlement Agreement 
Resolution or current status of the dispute: Closed 
If the matter has resulted in a court case: Court Case Number 


State Trial Court Resolved 
Status of the litigation: Closed 


4.1.8  
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 3260. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP. Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific. If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Health Plan of Nevada will comply with the insurance schedule provided in Attachment E, 
and require likewise of its subcontractors, if any. Under Section A.4. of Attachment E, HPN 
will be legally liable, rather than contractually liable for violation of privacy policy, civil suits 
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and sublimit for regulatory defense/indemnity for payment of fines and penalties. Lastly, HPN 
reads and interprets sublimit is part of, not in addition to, the stated limit that would otherwise 
apply to the determined type of loss. We have attached our Certificates of Insurance as 
Attachment 4.1.8.A Cyber– Certificate of Insurance, Attachment 4.1.8.B Crime – Certificate of 
Insurance, Attachment 4.1.8.C Third Party Crime Certificate of Insurance and Attachment 
4.1.8.D Auto Umbrella Workers Compensation Professional Liability Certificate of Insurance. 
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First Choice for Nevada 
Medicaid Members  
During the 2015 open enrollment 
season, 99.99 percent of our 
members remained enrolled and 
more than 6,200 members 
voluntarily chose to switch to 
HPN. When given the option to 
change, members choose us 3:1 
over our competitor. 


4.1.9 Company Background and History 
Company background/history and why vendor is qualified to provide the services described in this RFP. 
Limit response to no more than five (5) pages. 


For nearly two decades, HPN has delivered a quality, 
dynamic, solution-oriented and innovative Medicaid 
managed care program for in our partnership with 
DHCFP. Our extensive experience in Nevada is 
unparalleled and provides us with a deep 
understanding of the needs of our Medicaid and 
Nevada Check Up members, which is the reason we are 
the first choice of Medicaid members. As Medicaid has 
evolved over the years, we met each challenge by 
developing solutions to increase access to health care 
services, elevate quality of care, and improve 


efficiencies and cost-effectiveness. 


We are Nevada’s largest and most experienced federally qualified, NCQA-accredited HMO 
demonstrating operational excellence substantiated by seven EQRO audit results between 97-
100 percent over a 15-year period. Our local health plan leaders have more than 9,790 years 
of service in Nevada. We know how vital a local team is to understanding Nevada’s 
population, health disparities and issues that directly affect our state. We believe quality health 
care is best delivered and serviced locally, which has been our company’s focus for nearly 30 
years. We are 4,300 Nevadans caring for Nevadans. Awarding this contract to HPN means 
262,000 Medicaid and Nevada Check Up members will receive uninterrupted care and 
services.  


VENDOR QUALIFICATIONS 
All of our operations are based in Nevada, including a local member services department, with 
walk-in concierge services. Our dedicated, bilingual member services staff handle more than 
466,000 calls annually with a 98 percent handle rate. Our extremely low grievance and 
appeals rate of 0.11/1,000 and 6.74/1,000 signals high member satisfaction and is a testament 
to our solid utilization management decisions. In 19 years of experience,  we have only had 11 
State Fair Hearings, of which the hearing officer agreed with our original decision in 10 of 
those 11 cases.  


Our operational excellence is supported by an industry leading IT platform. We operate on the 
most recent version of Facets and have19 years of proven expertise interfacing with DHCFP’s 
MMIS to process Medicaid files including electronic enrollment and premium files. Facets 
also supports our claims processing system, which successfully processes more than a million 
Medicaid claims each year surpassing the timely payment requirements with nearly 97 percent 
paid in 30 days and 99.98 percent paid in 60 days. Facets operates a sophisticated encounter 
system which boasts a 98.34 percent acceptance rate surpassing the 97 percent contractual 
requirement. 


Our qualifications to provide the services listed in this RFP are demonstrated by our 
commitment to DHCFP, our members and providers through: 


 Building Access and Affordable Health Care Services in Nevada 
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Unparalleled Medicaid Provider 
Network 
We offer 262,000 members access to 
the largest and most tenured Medicaid 
network of approximately 6,500 
Nevada Medicaid providers. Without 
sacrificing access, we save the State 
more than $15 million annually from 
our  competitive provider contracts. 


 Helping Members Live Healthier Lives through innovative quality programs 
 Investing in Nevada Communities where we live and work 


Building Access to Transform Health Care Services  
To deliver on our commitment to help members live 
healthier lives we have a stable and established 
network of 6,500 culturally diverse Nevada Medicaid 
providers serving members for more than 19 years, 
three times longer than any other company. Our 
network is established and maintained through 
trusting relationships with our Medicaid provider 
network. Because of our large footprint in Nevada, 
we contract for services at competitive rates that 
saved the State Medicaid Program more than $15 
million in 2015 alone. Through these partnerships, 
we are able to not only provide unparalleled access for 
our members, we continually look to build infrastructure within the State and create new 
opportunities to add providers.  


We are uniquely positioned to build health care access in Nevada. When the ACA and 
Medicaid Expansion added hundreds of thousands of Nevadans to the health care delivery 
system, HPN and our affiliate SMA, which is exclusively contracted for our Medicaid 
members, quickly responded to build health care access. SMA has 350 medical providers at 30 
locations including two surgery centers, seven convenient care clinics, and six urgent care 
locations, including the only 24-hour urgent care in Las Vegas. We are the only Medicaid 
MCO to increase health care access by building infrastructure and recruiting health care 
professionals to our state. The following bullets outline a few of our solutions to access issues: 


 Through SMA, we opened five new medical facilities in densely concentrated Medicaid 
areas of Las Vegas, recruited nearly 100 additional primary care and specialist 
physicians and extenders, and extended primary care hours and days of operation at 
SMA clinics to accommodate more Medicaid members. 


 To provide a solution to the transportation challenges faced by our Nevada members, 
we invested in Medicine on the Move, a fully equipped, 45-foot mobile medical center. 
Medicine on the Move features two exam rooms, X-ray and mammography equipment 
where members can receive primary care services. HPN is collaborating with schools 
and community organizations to bring health care to our members where they live.  


 In 2015, HPN increased health care access for our Medicaid members through 
telehealth. Our NowClinic® online services offer members virtual appointments 24 
hours a day, seven days a week with a medical or behavioral health provider from the 
comfort of their own home. This method of receiving care is important for members 
with transportation challenges. Members experience a live interaction with a health 
care provider through a computer, tablet or smartphone with a 95 percent satisfaction 
rating.  


 Through Home Care Plus, our homebound members can receive primary care services 
in their homes from an advanced practitioner of nursing (APN). 
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We know the most effective models are based upon a philosophy of improving value while 
maintaining fiscal stewardship for our state partners. To this end, we invest in supports to 
enable our providers to be successful in a value-based model and have aligned financial 
relationships to encourage active provider engagement. 


Helping Members Live Healthier Lives 
‘Helping members live healthier lives’ is not just our mission statement, our members are at 
the core of everything we do. Our holistic models and supports serve our members’ needs and 
focus on empowering them to improve their health and achieve their goals. Our members are 
best served through a holistic approach that expands beyond physical health and behavioral 
health to integrate social services and encourage our members to adopt healthier lifestyles 
through targeted wellness resources. Below we highlight the innovative and integrated 
services we provide for Nevada Medicaid and Nevada Check Up members. 


 Transitional Housing: HPN partners with Willing Hands to offer transitional housing 
for our homeless members to complete their medical needs upon hospital discharge. At 
Willing Hands, members receive health care services to promote the healing process, 
reduce ER utilization and hospital readmissions, and assist members toward 
permanent housing. Since April 2015, more than 100 HPN members cared for at 
Willing Hands have experienced a 31 percent decrease in ER use and 58 percent 
decrease in hospital readmissions. 


 Care for Me: We provide intensive case management program to members 30-days post 
hospital discharge to ensure members receive all necessary follow up care with their 
physicians, medications and durable medical equipment. Members receiving this 
service experience 40 percent decline in ER use, 69 percent decline in readmissions, 
and 43 percent decline in nursing facility admissions.  


 Patient-Centered Medical Home (PCMH): Exclusively contracted with HPN for our 
members, SMA is an NCQA-recognized Level III PCMH (the highest level) in adult 
medicine, pediatrics, endocrinology and cardiology. Benefits and objectives of the 
medical home for 103,000 HPN Medicaid patients include enhanced access and 
continuity of care, identifying and managing patient populations, providing self-care 
support and community resources, tracking and coordinating care, and measuring and 
improving performance. By using the health information exchange (HIE) the PCMH 
promotes less duplicative testing, reduced ER visits, reduced admissions and 
readmissions, and improved care of high-risk members.  


 Emergency Room Notification Process: In response to overutilization of ER services, 
we developed an ER notification system with various hospitals in the State. HPN 
contacts members using the ER and provides medical appointment assistance and 
education on available urgent care and primary care services. Between 2011 and 2014, 
non-emergent use of the ER decreased 36 percent for Nevada Check Up members and 
33 percent for Medicaid members.  


 Tobacco Cessation Programs (TCP): Our comprehensive TCP program provides 
individualized assessments and quit plans, behavioral modification group sessions and 
pharmacology to help members successfully quit smoking. Our TCP program achieves 
an impressive 67 percent quit rate. 
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Demonstrated Success for our CSU 
Since the inception of the program in 
2016, for children and adolescents, the 
six-month average reflects a: 
 45% reduction in admissions/1000 
 82% decrease in ER to inpatient 


disposition 
 30% reduction in ER admissions 
For adults, since the inception of the 
program, the six-month average 
reflects a: 
 16% reduction in ER to inpatient 


disposition 


Behavioral Health Programs 
We were at the forefront of helping the state resolve the behavioral health crisis in Nevada 
caused by a severe lack of infrastructure within our state. We assisted key members of the 
Governor’s Behavioral Health and Wellness Counsel and we have developed creative 
solutions that stretch beyond traditional behavioral health services. The following list 
highlights our behavioral health programs. 


 Mobile Response Team: HPN clinicians evaluate members in the ER to determine the 
appropriate level of care for behavioral health disorders. These options include 
inpatient services, a crisis stabilization unit, psychiatric partial hospitalization, 
intensive outpatient programs and an array of outpatient services. In 2015, we 
evaluated 3,540 members. From 2015 to the first part of 2016, the inpatient referral 
status has lowered 5 percent for the age group 20 and under, and 10 percent for the 
age group 21 to 64. 


 Behavioral Health Group Homes: Recognizing the relationship between the 
readmission rate, treatment noncompliance and homelessness among the Medicaid 
Expansion seriously mentally ill population, we fund group home placement. Members 
live in a safe and stable environment to improve level of function and achieve optimal 
recovery, while increasing treatment compliance and self-sufficiency. Members in this 
program are realizing a 61 percent decrease in health care costs. 


 Our Behavioral Health Outpatient Program: Has decreased inpatient behavioral 
health costs for our Medicaid and Nevada Check Up children through innovative and 
effective outpatient therapeutic programs and cost-effective exclusive provider 
agreements. Comparing 2010/2011 to 2015/2016 admissions have decreased 43 
percent, bed days decreased 60 percent, average length of stay has decreased 28 
percent and claims costs have decreased 71 percent. 


 Behavioral Health Transition of Care Program: Recognizing the relationship between 
post-hospitalization follow up and readmission rates, we developed a program to 
ensure members stayed well as they transition from the hospital to home. The skilled 
clinical team follows the member for a minimum of 30 days providing prescriptions, 
coordinating with hospital doctors, mental health providers and specialists. Seventy-
three percent of the members who received 
this service have avoided hospital 
readmissions.  


 Crisis Stabilization Unit (CSU): The CSU is 
designed for members that are in need of a 
higher level of care than traditional 
outpatient services, placing an emphasis on 
stabilizing and increasing psychiatric 
treatment compliance. The CSU is available 
to members seen in the ER, walk-in and 
members discharged from psychiatric 
hospitals. Follow up care includes outpatient 
treatment, aftercare program with 
transitional support and case management.  
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Supporting Community Growth 
Our local staff live and work in the same communities as our members giving us unique 
insight to the geographic challenges and environments facing our members. Through this 
insight combined with our whole-person approach, which includes our members’ 
environments and communities, we are able to focus on the issues and challenges our 
members face in a way outsiders cannot. 


With that in mind, we commit to enhancing the communities where our members live to 
support their needs. The strong foundation of partnerships with local agencies and initiatives 
we introduce into Nevada communities improves outcomes for our members while reducing 
costs. A few of our local programs are: 


 Grant to UNLV School of Medicine: To address the physician shortage in Nevada, 
UnitedHealthcare donated $3 million to fund community health clinics where medical 
students will receive primary care training.  


 FQHC Support: Recognizing the importance of FQHCs in our communities, we 
sponsored an exam room at the new Northern Nevada HOPES clinic with a $5,000 
donation as well as a $2,500 donation to Community Health Alliance’s fundraiser. 


 Twin Lakes Mentoring Program: HPN has partnered with Twin Lakes Elementary 
School, an at-risk school in Las Vegas for 25years in an interactive mentorship 
program. Our employees mentor children to raise their social, emotional and academic 
well-being. 


 Grant to Community Services Agency (CSA) Reno: Based upon our experience and 
research, ER encounters are high among homeless adults. To help combat this issue 
and help individuals, youth and families transition into stable housing or improve the 
safety of their homes, we provided $35,000 in funding to be distributed among 10 
families currently living in shelters who are transitioning to a CSA Reno-supported 
apartment and to improve housing conditions for individuals living in mobile homes. 


 Immunize Nevada: HPN works closely with Immunize Nevada to improve the number 
of children vaccinated in our state. We make financial and work force commitments to 
educate our communities about the importance of vaccines.  


We are part of the fabric of Nevada communities, contributing time, talent and money to 
Nevada charities. Our Nevada management team has 23 leaders serving on the boards of 30 
Nevada charities. In the last two years, we donated more than $365,000 through our business 
and corporate giving and in 2016 year-to-date more than $197,000 through our employee 
giving campaign to nearly 80 Nevada charities. HPN offers DHCFP the security and certainty 
of a fully functioning, time-tested program that meets or exceeds literally every operational, 
capacity, quality and IT requirement in this RFP. In short, we believe we are truly DHCFP’s 
best option for this important work- and exceedingly, the best choice to ensure seamless 
continuity for our 262,000 Medicaid and Nevada Check Up members who rely on us for their 
health care.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


Yes, HPN is a qualified health maintenance organization as defined by 42 U.S.C 300e-9.  
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4.1.10  
Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 


Health Plan of Nevada has provided the services described in this RFP since the inception of 
Medicaid Managed Care in Nevada. Specifically, we have provided TANF services since 1997, 
CHIP services since 1998 and to the Medicaid Expansion population since 2014. Please refer 
our response to Section 4.1.11.13 for a description of our programs. 


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  


Health Plan of Nevada offers traditional health care coverage and point-of-service plans to 
government programs, including Medicaid, Medicare and commercially insured employer 
groups and individuals. Together with our parent company, UnitedHealth Group and affiliate 
companies, we currently provide services to approximately 1 million Nevadans, including 
262,000 Medicaid members, 58,000 Medicare members, 103,000 Military and Veterans, and 
547,000 fully insured commercial members in the Nevada market.  


We have fully executed contracts with approximately 6,500 Medicaid medical/surgical 
providers, specialists, dentists, behavioral health and ancillary providers, and 
hospitals/facilities. We have successfully provided medical, dental, vision, behavioral health 
and pharmacy services for our Medicaid members as outlined in the RFP for the past 19 years 
as demonstrated by our exemplary audit results. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.  


Health Plan of Nevada was founded June 4, 1984, and is a wholly owned subsidiary of Sierra 
Health Services, Inc. In 2008, UnitedHealth Group, a publicly traded company on the New 
York Stock Exchange and one of the 30 companies comprising the Dow Jones industrial 
average, acquired Sierra Health Services. The merger of these two industry leaders combined 
the local presence and expertise of HPN with the national breadth of UnitedHealth Group. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada? This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


Health Plan of Nevada is domiciled in and is a resident of the state of Nevada. Our local 
operations include claims processing; member and provider services; clinical services; 
pharmacy services; finance; enrollment; grievance and appeals; information technology; 
quality improvement and executive leadership. HPN employs more than 1,000 Nevada 
residents. Together with our parent company, UnitedHealth Group, and affiliate companies 
such as Medicare and commercial markets in Nevada, we employ more than 4,400 Nevada 
residents. 


Health care is best provided and managed locally. HPN Medicaid and Nevada Check Up 
members have their claims processed in Nevada, by Nevadans. Member calls are answered in 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 23 of 248  RFP #3260 
 


Nevada. Case managers for our Medicaid members are all in Nevada—they do not 
telephonically case manage from another state. Our inpatient case managers and hospitalists 
are physically located in Nevada hospitals, so they can serve Medicaid and Nevada Check Up 
patients face-to-face. We do not outsource our operations overseas or out of state. 


4.1.11.4 The location of disaster recovery back-up site. 


We have a comprehensive disaster recovery plan that is tested, reviewed and updated annually 
as part of the disaster recovery and business continuity planning for the entire enterprise. 
Depending upon the nature and severity of the disaster, our production systems can be 
recovered locally in one of two geographically separate Southern Nevada data centers or in 
one of three corporate data centers in Elk River, Chaska or Minnetonka, Minnesota. Our data 
centers meet ANSI/TIA 942-Data Center Tier 1-3 standards.  


 
As part of the Nevada Division of Insurance Triennial exam, the examiners review the 
appropriateness of the disaster recovery plan. There have been no material findings cited by 
the examiners regarding the location or completeness of the disaster recovery plan. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Our point of contact for this contract is: 


Kelly Simonson 
2720 North Tenaya Way 
Las Vegas, NV 89128 
702-242-7497 


Figure 1.Network Diagram. UnitedHealthcare has a geographically distributed network of 
data centers that meet ANSI/TIA 942-Data Center Tier 1-3 standards. 







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 24 of 248 
 


4.1.11.6 The size of organization in assets, revenue, and people. 


As of December 2015, HPN’s total assets were $516,023,007 and revenue for the 12 months 
ended December 31, 2015 was $2,354,477,689, based on statutory filings. UnitedHealth 
Group’s total assets at December 31, 2015, were $111.383 billion and revenue for the 12 
months ended December 31, 2015 was $157.107 billion.  


Health Plan of Nevada is domiciled in and is a resident of the state of Nevada. HPN employs 
more than 1,000 Nevada residents. Together with our parent company, UnitedHealth Group, 
and affiliate companies such as Medicare and commercial markets in Nevada, we employ 
more than 4,400 Nevada residents. 


4.1.11.7 The organizational chart of your senior management area by function including key personnel. 


Our dedicated health plan directly aligns with the needs of the Nevada Medicaid and Nevada 
Check Up populations as shown in the following organization chart of our senior 
management. In addition, we have successfully served LTSS, ABD and foster children 
populations in other markets. Should the State decide to expand its managed Medicaid 
coverage to these populations, our health plan will apply staffing structures in other markets 
to serve these populations.  


Our health plan is dedicated to the important mission of applying our capabilities and 
expertise to support the needs of the DHCFP and our members. This standalone business unit 
has a team dedicated to meeting the Nevada Medicaid and Nevada Check Up Program goals 
through the creation of a seamless continuum of care, which yields consistent quality of care 
while demonstrating best health care value. 
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Figure 2. UnitedHealthcare leadership team, including key personnel and functional teams supporting Nevada. 


4.1.11.8 The areas of specialization. 


Health Plan of Nevada offers health care insurance and arranges for the provision of quality 
health care at affordable costs specifically for Nevadans. We specialize in a wide variety of 
public and private health insurance markets, including Medicaid and Nevada Check Up plans, 
traditional health plan and point-of-service insurance plans for large and small employer 
groups, individual health plans and point-of-service plans, including 16 plans on Nevada’s 
Health Insurance Exchange and Medicare Advantage insurance plans. 


Through our Nevada Medicaid and Nevada Check Up programs, we provide services to 
262,000 TANF, CHIP and Medicaid Expansion members, who will enjoy uninterrupted care 
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and services if HPN is awarded this contract. Over the past 19 years, we have specialized in 
understanding the challenges faced by these populations and developing programs to address 
those challenges. Our programs have evolved as the needs and complexities of our Medicaid 
populations have grown. This journey has advanced our areas of specialization from 
preventive programs for pregnant women and children aimed to achieve healthy births and 
childhood wellness, to managing complex medical and behavioral needs for members with 
chronic diseases, catastrophic illnesses, and severe behavioral health needs of the complex 
Expansion members.   


Our emerging area of specialization includes programs to manage social determinants of 
health, such as insufficient or absence of housing, transportation, employment and banking 
that greatly affect health outcomes. Our areas of specialization have evolved and they will 
continue to develop as we endeavor to provide the best Medicaid program our most vulnerable 
citizens deserve.  


TANF AND CHIP 
The need for prenatal and preventive care is one of utmost importance in the TANF and CHIP 
populations. To promote this care, we offer:  


 EPSDT programs, which ensure children, adolescents and young adults receive 
appropriate services  


 Disease management and health education programs, which provide health literacy to 
empower members about their health status  


 School-based health centers, which provides physical and developmental assessment 
for children  


 A 24-hour a day, seven days a week access center and Telephone Advice Nurse for 
members to coordinate services and provide advice.  


These tools and resources empower members to take charge of their health; with better 
understanding of their conditions and health status, they are better able to manage their 
health outcomes. 


Medicaid Expansion Members 
Our experience with Medicaid Expansion members allows us to create new solutions to help 
them manage their lives in healthier ways. We understand the medically fragile nature of this 
population and their unique needs related to care, including the case management needed to 
monitor and manage multiple chronic medical and behavioral health conditions. Members in 
this population greatly benefit from our approach of integrating medical, behavioral and 
social care. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


Health Plan of Nevada’s three main product lines are Medicaid, Medicare and commercial 
business. Annual revenues for each product line for the two most recent years are as follows:  
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Excellence in Leadership 
Kelly Simonson, our Nevada 
administrator, received the 
UnitedHealthcare CEO 
Relationship Award in 2015. 


Dedicated to Increasing 
Provider Access 
We recently donated $3 million to 
UNLV School of Medicine to 
increase the number of 
physicians in Nevada. 


Product Line 2014 2015 
Medicaid $485,961,655 $778,118,183 
Medicare $628,107,016 $651,123,986 
Commercial $829,384,128 $925,235,520 


4.1.11.10 The corporate philosophy and mission statement. 


“Helping members live healthier lives” is not only our corporate philosophy and mission 
statement, but a value that we live by and instill in our staff through our corporate culture.  


UnitedHealthcare and the employees of HPN share five values that best describe how we 
aspire to conduct our business and ourselves: integrity, compassion, relationships, innovation 
and performance. Together, these values describe the kind of behavior expected of us by the 


people we serve that each of us must work toward every day. 
Our five culture values are ingrained in our daily work and 
interactions with both internal and external customers. 


We recruit and hire staff who demonstrate the cultural 
values of UnitedHealthcare: individuals who exhibit 
integrity and compassion, strive to be innovative, value 
relationships and excel in their performance. During the 


interview process, hiring managers use a standard form that includes questions directed 
toward the candidates’ treatment of situations and conditions; all related to these five culture 
values. Formal and informal meetings frequently include the five culture values and some 
departments have developed annual culture awards that seek to recognize individual staff who 
most clearly live each of the values. Visual cues such as posters and desk signage are scattered 
around the campus to remind staff of our “recipe” for delivering outstanding service to our 
members and our fellow employees. 


Our staff design and implement programs described in this proposal to help our members live 
healthier lives. We evaluate the effectiveness of these programs and their impact on members’ 
health through quality, satisfaction and utilization metrics. Our 2016 Consumer Assessment of 
Healthcare Providers and Systems results indicated a high level of member satisfaction. The 
following table demonstrates the percent of members who rated HPN 8, 9 or 10 out of 10. 


 Rating of the Health Plan Rating of Health Care 
Medicaid Child  88.21 87.76 
Nevada Check Up  90.88 87.85 


4.1.11.11 A description of any plans for future growth and development of your organization. 


 Health Plan of Nevada continually explores growth opportunities to meet the health care 
insurance needs of Nevadans. We are committed to 
DHCFP’s efforts to potentially expand Medicaid 
managed care to additional geographical service areas 
and populations. We have developed strategies 
regarding provider network expansion; long-term 
services and supports; dual special needs plans (D-
SNP); coverage for the aged, blind and disabled 
populations; as well as geographic expansion options 
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beyond Clark and Washoe counties. Our growth plans accommodate the fact that when 
Medicaid recipients are given the opportunity to choose a plan during open enrollment, they 
choose our plan on a three to one basis. Not only do we offer the most popular Medicaid plan, 
but our Exchange products have also proven to be the most popular in Nevada during open 
enrollment season.  


As the third largest private nongaming employer in Nevada, we have both a historical and a 
future commitment to the residents of our State. We have provided coverage and services for 
growing numbers of Nevadans over 30 years. Our growth plans are not limited to expanding 
coverage to new populations. Our growth plans include our long-standing track record of 
improving access to providers. As part of our growth plans, we contract with existing providers 
and actively recruit providers from out of state to practice here. We have also built and 
expanded the number of physician clinics within the State. We are unaware of any other MCO 
who has been actively hiring, recruiting, educating and training physicians to come to practice 
in our State. By our actions, we have repeatedly demonstrated our long-term commitment to 
growth of our business and to the growth of the health care community by improving access.  


Our growth plans are not limited to just the most vulnerable of our fellow residents who 
qualify for DHCFP’s coverage; our plans continue to involve expanding coverage and access 
for low-income residents who qualify for subsidies on the Exchange. Our growth plans involve 
individual coverage, small business coverage, large employer coverage, Medicare, retirees and 
active military and veterans. Our coordinated plans allow members to move between Medicaid, 
Exchanges, employer coverage, retiree coverage and Medicare with similar provider networks 
and continuity of care. In other words, we plan on growing and improving access to quality 
care for all the populations who reside in our State.  


Furthermore, we are considering a D-SNP in 2018 to coordinate services for Medicare-
Medicaid members. This endeavor will require a filing with CMS in 2017 and a Medicare 
Improvement for Patients and Provider Act (MIPPA) agreement with DHCFP.  


We currently have Medicaid contracts with 23 states, making us one of the largest and most 
experienced MCOs in the country. We will continue to bring our national experience and 
knowledge of best practices nationwide to improve the care for our members in Nevada. We 
provide care and service locally with a national Medicaid organization supporting us. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


In 2014 because of the Affordable Care Act (ACA) and Medicaid Expansion, HPN 
implemented market expansions in both our commercial and Medicaid lines of business. We 
successfully added approximately 10,000 commercial members through Nevada’s Health 
Insurance Exchange and 111,000 Medicaid members, a 94 percent increase in our Medicaid 
population. Our project management and Medicaid operations teams led the expansion plan 
and accessed UnitedHealthcare national experts as needed. Our plans were so successful that 
growth continued in 2015 with the addition of nearly 24,000 commercial and 24,000 Medicaid 
members. To accommodate the growth in membership, we focused on hiring additional staff, 
in all operational areas including call center, enrollment, claims processing, grievance and 
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appeals, and provider services as well as care managers, to meet the needs of the population, 
and we developed a strategy to increase provider access.  


When expanding a plan, with a new population or new geographical area, we use the same 
planning and project management techniques as a new bid implementation. A team of Nevada 
functional leaders led by a Nevada-based project manager creates a project plan with tasks 
specific to the market expansion or business line addition. This includes a thorough review of 
existing staffing plans, contract requirements, policy and procedures, and system 
configuration, member communication, and clinical programs. The team uses the project plan 
to drive implementation of the change by DHCFP’s desired date. Changes to support an 
expansion are resourced at the local level, with the team leveraging national resources and 
tools to meet the required timeframe. For expansions and business line addition, we partner 
with DHCFP to identify requirements and make appropriate updates. 


As one of the nation’s largest Medicaid health plans providing services to nearly 5.7 million 
members in 23 states, UnitedHealthcare continually brings DHCFP the benefit of knowledge, 
experience and evolving best practices from our clinical, operational and cost-containment 
efforts from other states. Our expertise and best practices come from our experience providing 
Medicaid services for more than 34 years. UnitedHealthcare Community & State, the 
Medicaid division of UnitedHealth Group, has implemented contracts on time in 21 states 
since 2014. 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Health Plan of Nevada has provided the TANF services since 1997, CHIP services since 1998 
and services to the Medicaid Expansion population since 2014 in Nevada. We have also 
provided the medical and behavioral health managed care services described in this RFP to 
more than 58,000 Medicare members in Nevada since 1985. 


PUBLIC SECTOR EXPERIENCE THROUGH NEVADA MEDICAID AND CHECK UP 
The vast majority of the services described in this RFP, both clinical and administrative, have 
been in our contracts with DHCFP over the last 19 years. We are the sole consistent Medicaid 
managed care contractor for the DHCFP since the program’s inception in 1997. Five other 
local and national health care insurance companies have entered the Nevada market and four 
have left during the past 19 years. Our business acumen, proven stability and strong 
partnership with the DHCFP has allowed us to stay consistent with our delivery of services. 
Today, we proudly serve 262,000 Medicaid and Nevada Check Up members, earned through 
nearly two decades of demonstrated performance. If HPN is again selected as a Medicaid 
MCO our members will enjoy continuity of care and services.  


Proven Results 
Health Plan of Nevada has provided the services described in this RFP for 19 years with 
exceptional quality results. Since 2000, we have been audited seven times by DHCFP’s EQRO 
and have received scores ranging from 97 to 100 percent, as shown in the following table. We 
have also received numerous performance audits every year from DHCFP’s various contractors 
with substantially successful results. 
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Fully Implemented Services 
 Fully operational information 


technology platform that 
successfully interfaces with 
DHCFP’s MMIS to accept and 
transmit files as specified in this 
RFP  


 A Medicaid transition plan on the 
Health Insurance Exchange that 
allows members to seamlessly 
move to and from Medicaid and 
commercial coverage without 
service interruption 


 Extensive, on-site medical 
management services confirming 
members are at the right level of 
care 


EQRO Audit Results 
Year 2000 2002 2004 2006 2009 2011 2015 
Audit Score 98.75% 98% 100% 97% 99% 98.7% 98.6% 


We are a fully operational, NCQA-accredited MCO with all of the following RFP-required 
services fully implemented for our Nevada Medicaid program in the geographic areas of urban 
Clark and Washoe counties and can readily expand to additional geographies and Medicaid 
populations: 


 A fully contracted network of approximately 6,500 providers in urban Clark and 
Washoe counties that continues to grow to meet members needs 


 The only MCO that has recruited providers to Nevada, improving access to care 
 Proven, innovative approaches to cost containment  
 Integrated behavioral-medical-social services model of care 
 Innovative programs designed to meet the needs of Expansion members  
 All covered benefits loaded into our Facets system for claims and authorization requests 


to process correctly and all staff trained on covered services 
 Health education programs including a comprehensive Tobacco Cessation Program 


offered in Nevada with a stellar 67 percent 
quit-rate 


 An established EPSDT Outreach program with 
proven results 


 Case management services for high-risk 
members and persistent super-utilizers  


 Care coordination services for members 
transitioning to and from HPN 


 A quality improvement program with 
demonstrated HEDIS improvements  


 A comprehensive cultural competency program 
 Established accountable care communities 


with large five medical practices  
 An extensive, experienced, cost-effective dental 


program 
 A drug formulary that is fully compliant with 


Medicaid benefits 
 All member and provider materials written at an eighth-grade reading level in English 


and Spanish 
 Established NCQA accredited PCMH with Southwest Medical Associates 
 A claims system that exceeds timely payment requirements and fulfills cost-containment 


and avoidance initiatives 
 Grievance and appeals processes that exceed the RFP requirements 
 Local member services and provider services departments with walk-in services 


available 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 31 of 248  RFP #3260 
 


Our Nevada Health Insurance 
Exchange (HIX) status as of July 
2016: 
 42,409 member on the exchange 
 16 insurance products on the 


exchange 
 Participation in all metal levels: 


o Catastrophic (1 plan) 
o Bronze (4 plans) 
o Silver (5 plans ) 
o Gold (5 plans) 
o Platinum (1 plan) 


PRIVATE SECTOR EXPERIENCE 
Health Plan of Nevada has provided the services outlined in this RFP to our commercially 
insured members in Nevada since 1984. Sophisticated, large public and private purchasers and 
employer groups recognize the value of our traditional managed care and point-of-service 
products. We offer fully insured commercial insurance/managed care products to more than 
357,000 Nevadans, including the following large clients: 


 Wynn Resorts 
 State of Nevada Public Employee 


Benefits Program 
 Stations Casinos 
 Federal Employees Health Benefits 


 Clark County Risk Management 
 MGM Resorts, Inc. 
 Clark County School District 
 City of Las Vegas 


In addition, we offer a full complement of individual metallic products on Nevada’s Health 
Insurance Exchange, including a Medicaid 
Transition Plan. We currently operate 16 insurance 
products on the exchange, with participation in all 
metallic levels. Through these, we provide services for 
more than 42,000 members. We have been a partner 
with the State since the inception of the Silver State 
Health Insurance Exchange, heavily involved in the 
design of and worked with regulators in the 
development of the Silver State Exchange.  


Because we are the only company in Nevada to 
provide commercial plans in the individual and group 
markets along with Medicaid, we differentiate 
ourselves from the competition through our daily 
experience in seamlessly transferring enrollment, 


eligibility, claims, prior authorizations and other 
services for patients moving to or from Medicaid and our commercial coverage. This 
experience is especially important for members moving to or from the Nevada Health Insurance 
Exchange (HIX). The care management platform is the same for both our Medicaid plan and 
our Qualified Health Plan, allowing for a smooth transition and providing continuity of care. 
Everything from prior authorizations to referrals is conducted through one license and one 
platform. 


Member Story of Transition 
Sylvia, our Medicaid member became a quadriplegic due to a gunshot wound. After qualifying for 
disability income, she became ineligible for Medicaid. Sylvia selected an HPN commercial product on 
Nevada’s HIX. The transition from HPN’s Medicaid plan to our HIX commercial product was seamless. 
Sylvia continued to receive care from her physicians and her treatment plan, authorizations and 
medications were all transferred to her commercial plan, since we use one platform for all lines of 
business.  


NATIONAL EXPERIENCE 
Health Plan of Nevada brings to our members the added resources of our parent company, 
UnitedHealth Group. As one of the nation’s largest Medicaid health plan providing services to 
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nearly 5.7 million members in 23 states, UnitedHealthcare continually brings the benefit of 
knowledge, experience and evolving best practices to members from our clinical, operational 
and cost-containment efforts from other states. 


UnitedHealthcare lives our mission to help people live healthier lives. Our employees are 
dedicated to living UnitedHealthcare’s core values of integrity, compassion, relationships, 
innovation and performance. We have provided Medicaid services for public sector recipients 
for more than 34 years. We manage health care benefits for beneficiaries of Medicaid, CHIP 
and various programs for the uninsured. The primary categories of eligibility and our 
participation are: 


 Temporary Assistance to Needy Families (TANF): Provided in 21 markets to serve 
primarily young women and children, programs for families and children focus on 
high-prevalence and debilitating chronic illnesses such as high blood pressure and 
cardiovascular disease, asthma, sickle cell disease, diabetes, HIV/AIDS and high-risk 
pregnancies. 


 Children’s Health Insurance Programs (CHIP): Provided in 21 markets for children 
not covered by commercial insurance and not eligible for Medicaid. 


 Aged, Blind and Disabled (ABD): Provided in 19 markets; Medical Assistance 
programs for individuals who are age 65 years or older, blind or disabled.  


 Special Needs Plans (SNP): Provided in 20 markets for those members with multiple 
chronic conditions who are eligible for both Medicare and Medicaid. This includes our 
participation in the Medicare Medicaid Plan Demonstration program in certain states 
and our participation in the Fully Integrated Dual Eligible (FIDE) SNP programs in 
New Jersey, Arizona and Massachusetts’ Senior Care Options program. 


 Long-Term Services and Supports (LTSS): Provided in 13 markets, Medicaid programs 
for the LTSS population including nursing home, home and community-based services 
(HCBS) and other LTSS programs. 


 Childless Adults & Programs for the Uninsured: Provided in 14 markets for both 
Family Health Plus and Medicaid Expansion; these programs are developed by states 
with state or federal funds for adults and families. 


As part of UnitedHealth Group, we have access to the expertise and resources of one of the 
nation’s leaders in health care services. This allows us to seamlessly support additional growth 
and respond to the Nevada Medicaid and Nevada Check Up member needs for innovative 
solutions to support new initiatives through the following segments:  


 UnitedHealthcare Community & State: Includes Medicaid, TANF, CHIP, ABD, 
Medicare Dual SNP and LTC 


 UnitedHealthcare Medicare & Retirement: Includes Medicare and retirement plans 
 UnitedHealthcare Employer & Individual: Includes commercial group and individual 


plans 
 UnitedHealthcare Military & Veterans: Includes more than 2.7 million Department of 


Defense and active duty or retired military serve members and their families 
 OptumHealth: Includes OptumHealth Care Solutions, OptumHealth Behavioral 


Solutions, NurseLine and other specialty services  
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We have the longest-standing, 
stable Medicaid network in 
Nevada, built and maintained 
via collaborative and trusted 
provider partnerships. Our fully 
contracted provider network 
has been operational since 
1997, longer than any other 
Medicaid plan. 


 OptumInsight: Provides consulting, health information systems and data management 
services, including Lewin Group and Impact Pro™ 


 OptumRx: UnitedHealth Group’s pharmacy benefits manager 


Through these distinct businesses, we have access to an array of technologies, innovations and 
intellectual capital to enhance the Nevada health care system by, creating a more efficient and 
effective health care delivery system, controlling costs by improving the health of the people 
we serve and reducing health disparities across all populations. 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


Our 19 years’ of experience working with Nevada members has provided us with a deep 
understanding of the needs of the population and we are committed to applying our 
experience to helping the State achieve its objectives of improving access to needed medical 
services, improving quality of care and improving efficiencies and cost-effectiveness. Our 
programs provide support and care to the whole person by integrating medical, behavioral and 
social services through our innovative clinical care model. In light of these goals, we believe 
that the greatest opportunity to improve health outcomes in Nevada involves improving access 
and care coordination for all of our members, building and maintaining trusting partnerships 
with providers, and implementing proven health care affordability strategies.  


A. Managing a network of Medicaid Providers; 


ESTABLISHED NEVADA PROVIDER NETWORK AND MANAGEMENT EXPERIENCE  
Health Plan of Nevada (HPN) has extensive experience 
managing a comprehensive, credentialed, geographically 
accessible and culturally diverse network of approximately 
6,500 Nevada Medicaid providers and 22 hospitals located 
throughout Clark and Washoe counties. While other 
vendors may promise to develop the best network for 
DHCFP, our established Medicaid provider network has 
successfully operated for nearly 20 years—longer than 
any other network. Additionally, HPN’s only 
subcontractor, Human Behavior Institute (HBI), has more 
than 20 years of experience providing behavioral health services to Nevada’s Medicaid 
members and specialized programs to improve outcomes. 


Our network is extensive and comprised of direct contracts with multiple providers spanning 
various health care services, including primary care and specialty providers, hospitals, 
ancillary medical services, dental, behavioral health, pharmacy, vision, chiropractic and 
physical therapy (PT)/occupational therapy (OT)/speech therapy (ST) providers. We have an 
excellent record recruiting and retaining local providers; our overall provider turnover rate 
has continually been less than 1 percent. This means that if HPN is re-awarded this bid, our 
more than 262,000 current Medicaid and CHIP members will continue to be served by a 
proven MCO who has already successfully contracted with medical, dental, behavioral health, 
hospitals and other health care providers. In short, there will be no transition of care issues 
for Nevada’s most vulnerable populations. 
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A key strength of our network are the exclusive contracts we hold with the two largest multi-
specialty practices in Las Vegas: Southwest Medical Associates (SMA), which is further 
discussed later in this section, and HealthCare Partners Nevada, who manages quality 
medical/urgent care clinics at various convenient locations throughout the Las Vegas valley. 
The following table highlights how our network is fully prepared to continue providing the 
best care to serve the needs of our members.  


Contracted Network Clark County* Washoe County* 
Physical Health Providers 
OB/GYN providers  181 59 
Pediatrics providers 285 55 
Family practice providers and internal medicine 947 189 
Hospitals 11 4 
Specialists 1,834 720 
Ancillary medical services 944 235 
Ambulatory surgery centers 28 9 
Laboratory 1 1 
Radiology centers 19 6 
Skilled nursing facilities 16 2 
Urgent care centers 14 7 
Dentists 255 83 
Licensed Psychiatrists (MD) 57 44 
Licensed Psychologists (PHD, PSYD) 40 14 
Licensed Marriage and Family Therapists (LMFT, MFT-I) 141 55 
Licensed Clinical Social Workers (LCSW, CSW-I, LSW-I) 180 42 
Licensed Alcohol and Drug Counselors, including 
SAPTA Providers (LADC, LCADC, CADC, CADC-I, 
LADC-I) 


73 19 


Other Master Level Counselor (LCPC, CPC, CPC-I) 36 2 
Other psychiatric prescribers (APN, DO, PA-C) 68 15 
Inpatient acute hospitals 5 2 
Methadone clinics 5 2 
* Contracted provider totals as of July 2016. 


Of the 240 OB/GYN providers listed in the table above, 182 of these providers are physicians 
(i.e., medical doctors or doctors of Osteopathic medicine). We have the largest network of 
women’s health providers for Medicaid members in Nevada. In comparing our network to 
currently published provider directories, we have over 40 percent more OB/GYNs providers 
statewide than the other Medicaid vendor. This coverage means our female members have 
more choice and better access.  


We also recognize and value our longstanding, statewide partnerships with essential 
community providers (e.g., FQHCs, RHCs, the University Medical Center of Southern 
Nevada, the University of Nevada, School of Medicine System, school-based clinics, Substance 
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Focus on FQHC Outreach and 
Relationships 
In January 2016, we donated $5,000 
to sponsor a pediatric room in the 
new Northern Nevada HOPES clinic. 
In August 2016, HPN  donated 
Sesame Street tables and books for 
children reading corners at several 
network FQHC locations throughout 
Nevada. We also supported 
Community Health Alliance’s annual 
fundraiser, their Wine & Ribs event 
in August 2016, with a $2,500 
donation.  


Abuse Prevention and Treatment Agency (SAPTA), 
Division of Public and Behavioral Health (DPBH) 
and others). For over 19 years, we have contracted 
with the FQHCs in Nevada to serve our members, 
both of which are contracted at a rate equal to the 
amounts paid to similar providers. Presently, more 
than 18,000 of our members have an FQHC as their 
PCP. We have a longstanding agreement in place with 
Nevada Health Centers (NVHC) for all of its locations 
and all services it provides; we are also contracted 
with Community Health Alliance and Northern 
Nevada HOPES in Washoe County. As one of 
Nevada’s largest FQHCs, NVHC operates 18 health 
centers, mobile health care services, one dental center 
and seven Women, Infant and Children clinics throughout the state. These health centers 
provide our members with essential primary care services, including prenatal and newborn 
care, immunizations and family medicine. 


Our 796 contracted Nevada behavioral health providers are highly valued and used by the 
Nevada Medicaid and Nevada Check Up Programs’ expansion population, who became our 
members in 2014. 


Behavioral Health  
Health Plan of Nevada continues to partner with the Division of Public and Behavioral 
Health (DPBH) providers. These groups provide outpatient behavioral health and substance 
programs that meet our quality standards. 
 
In addition, these providers are an important link of HPN’s venture into the rural and frontier 
counties of Nevada where some of these facilities are located and already contracted. 
Partnerships with these groups are vital to us in reaching members that are in need of 
behavioral health or substance abuse service in rural and frontier counties. 


Provider Name Address City, State, ZIP 
Northern Nevada Adult Mental Health 
Services 


480 Galletti Way Sparks, NV 89431 


Southern Nevada Adult Mental Health 
Services 


6161 W Charleston 
Blvd 


Las Vegas, NV 89146 


Caliente Rural Counseling & Supportive 
Services 


100 Depot St #20 Caliente, NV 89008 


Fallon Rural Counseling & Supportive 
Services 


151 N Main St Fallon, NV 89406 


Douglas Rural Counseling & Supportive 
Services 


1528 Us Hwy 395 N Garderville, NV 89410 


Ely Rural Counseling & Supportive Services 1675 F Ave #F Ely, NV 89315 
Yerington Rural Counseling & Supportive 
Services 


215 W Bridge St #5 Yerington, NV 89048 


Pahrump Rural Counseling & Supportive 240 S Humahuaca St Pahrump, NV 89048 
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Provider Name Address City, State, ZIP 
Services 
Silver Springs Rural Counseling & Supportive 
Services 


3595 Hwy 50 W 3 Silver Springs, NV 
89429 


Laughlin Behavioral Health Center 3650 S Pointe Cir #208 Laughlin, NV 89029 
Mesquite Behavioral Health Center 61 N Willow St #4 Mesquite, NV 89027 
Winnemucca Rural Counseling & Supportive 
Services 


475 W. Haskell St. Winnemucca, NV 89446 


We also partner with Substance Abuse Prevention and Treatment Agency (SAPTA) providers. 
These groups provide outpatient substance programs that meet our quality standards. 


Provider Name Address City, State, ZIP Number of Providers 
Community Counseling LV 714 E. Sahara Ave Las Vegas, NV 


89104 
26  


Bridge Counseling 
Associates 


1640 Alta Dr. #4 Las Vegas, NV 
89106 


25  


Bristlecone Family Resources 704 Mill St Reno, NV 
89502 


7  


Family Counseling – Northern 
Nevada 


575 E Plumb Ln Reno, NV 
89502 


4  


Quest Counseling & 
Consulting 


3500 Lakeside Ct #101 Reno, NV 
89509 


6  


Help of Southern NV 1640 E. Flamingo Rd. 
#100 


Las Vegas, NV 
89119 


 


Westcare Nevada, Inc. 5959 Duncan Dr. Las Vegas, NV 
89103 


 


Ridge House, Inc. 900 W. 1st ST #200 Reno, NV 
89503 


5  


Step 2 3700 Safe Harbour Pl Reno, NV 
89512 


4  


Adelson Clinic 3661 S. Maryland Pkwy. 
Ste. 64 


Las Vegas, NV 
89169 


In process 


To assist the SAPTA Type 17 Providers transition from Medicaid FFS to MCO requirements, 
HPN has conducted on-site training several times since January 2014. Recently, a quarterly 
Dashboard Report was created to further assist and to identify where specific SAPTA 
providers may be struggling, such as with prior authorization, credentialed providers and 
service delivery requirements.  


Contracted SAPTA Type 17 - Member Utilization 
 2014 2015 2016 Q1 
Unique Members 286 840 394 
Visits 2128 6687 2057 
Visits/1000 11.28 28.73 1.98 
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Health Plan of Nevada partners with providers at Mojave Mental Health and the University of 
Nevada School of Medicine (UNSOM) system. These groups provide outpatient behavioral 
health and substance programs that meet our quality standards. 


Provider Name Address City, State, ZIP Number of Providers 
University School of Medicine 
(North) 


5190 Neil Rd #215 Reno, NV 
89502 


14 


University School of Medicine 
(South) 


6375 W Charleston 
Blvd #A172 


Las Vegas, NV 
89146 


1 


Mojave Mental Health (North) 745 W Moana Ln 
#100 


Reno, NV 
89509 


17 


Mojave Mental Health (South) 6357 W Charleston 
Blvd 


Las Vegas, NV 
89146 


14 


Mojave Mental Health (South) 4000 E Charleston 
Blvd 


Las Vegas, NV 
89146 


9 


Further, per DHCFP decisions and guidance, we have the capacity and operational 
capabilities to expand to additional Nevada populations and geographies. Because of our past 
successful expansion experience within the state (e.g., into Washoe County in 2003/2004 and 
the 2014 expansion) and considerable network development experience, combined with the 
ample, dedicated resources and operational infrastructure of both our local market and 
national teams, we are confident that we can expand into new services areas and serve new 
populations. For instance, we currently provide services for the LTSS, ABD and foster care 
populations successfully in 22 other markets and are positioned to leverage this breadth of 
experience in Nevada should the State decide to include these populations in the Medicaid 
program. We have a proven track record contracting with providers throughout Nevada for 
our commercial product offerings, and can leverage those provider relationships to expand 
our managed Medicaid service area. In some instances, we have already successfully 
expanded services into other counties. For example, in Carson and Nye Counties we have over 
300 providers already contracted to accept Medicaid with our plan. 


Exclusive Partnership with Southwest Medical Associates  
Southwest Medical Associates (SMA) partners exclusively with HPN for medical services 
provided to our members. Over 103,000 (or, 81 percent) of our Medicaid and Nevada Check 
Up members receive primary care services through SMA. SMA was founded in 1972 and is a 
wholly owned affiliate of UnitedHealth Group. Headquartered in Las Vegas, SMA is one of 
Nevada’s largest and highly respected multispecialty medical groups—providing patients with 
comprehensive, affordable medical care.  


In 2014, SMA worked collaboratively with HPN to meet the needs of the Nevada Medicaid and 
Nevada Check Up Programs’ expansion population by opening five new clinics and extending 
office hours to evenings and Saturdays. SMA currently has over 350 providers in 30 locations 
throughout the Las Vegas valley; six urgent care centers, including a high acuity 24-hour 
urgent care center in Las Vegas, seven convenient care clinics; two ambulatory surgery 
centers, an infusion center and a close observation unit. SMA’s advance practice nurses also 
provide home and primary care to our homebound members. 
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Obstetrical/gynecological (OB/GYN) services are particularly important to Medicaid members, 
and SMA offers a choice of 21 exclusive OB/GYN providers in seven different locations. These 
providers have diverse cultural backgrounds and are fluent in Spanish, Tagalog, Vietnamese, 
Indian/Hindi, Korean and other languages.  


Southwest Medical Associates is an NCQA-certified Level III Patient Centered Medical Home 
(PCMH) for all primary care sites and was the first medical group in Nevada to achieve this 
prestigious recognition (effective September 2011 and recertified in September 2014). To 
receive PCMH recognition, SMA successfully demonstrates compliance with each of the six 
PCMH standards, symbolizing their commitment to deliver a higher standard of care to our 
members that facilitates a partnership between the patient and their health care provider. The 
medical home offers coordination of health care services through information technology 
platforms, such as electronic medical records and trained staff to enhance quality of care 
while reducing medical costs. The six PCMH standards are: 


 Standard 1: Enhance Access and Continuity 
 Standard 2: Identify and Manage patient populations 
 Standard 3: Plan and Manage Care 
 Standard 4: Provide Self-Care Support and Community Resources 
 Standard 5: Track and Coordinate Care 
 Standard 6: Measure and Improve Performance  


As a further demonstration of SMA’s commitment to a higher standard of patient care, two of 
their specialties (cardiology and endocrinology) were recently certified/recognized by the 
NCQA as Patient Centered Specialty Practices (PCSPs) that demonstrates excellence in 
patient-centered care with a strong emphasis on care coordination. SMA was again the first of 
any specialty in Nevada to be awarded this distinguished recognition and is part of an elite 
group of less than 100 recognized specialties practices nationwide. To be recognized as a 
PCSP, SMA successfully demonstrates compliance with each of the following six PCSP 
standards. 


 PCSP 1: Working with Primary Care and Other Referring Clinicians 
 PCSP 2: Provide Access and Communication  
 PCSP 3: Identify and Coordinate Patient Populations 
 PCSP 4: Plan and Manage Care 
 PCSP 5: Track and Coordinate Care 
 PCSP 6: Measure and Improve Performance 


DEDICATED PROVIDER NETWORK MANAGEMENT STAFF  
Our provider services department is responsible for managing our provider network. With 
more than 20 years of provider contracting and management experience in Nevada, our senior 
vice president of provider contracting and services supervises an experienced staff of over 40 
professionals who negotiate and execute contracts, evaluate the adequacy of the network 
through GeoAccess reports, train and educate providers and produce monthly provider 
directories. HPN’s dedicated provider advocates and contracting staff are based in the 
communities they serve in both southern and northern Nevada. 
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Our provider contracting and services staff take proper precautions to validate that provider 
contracts are compliant with all applicable state and federal regulations and that contracted 
providers obtain a Nevada Medicaid provider number before contracts are executed. HPN’s 
current provider contracts have been reviewed and approved by DHCFP. Additionally, all 
network providers are required to complete our NCQA-compliant credentialing process before 
executing a contract. This rigorous credentialing process confirms that qualified health care 
professionals provide members with quality services and coordinated care. 


To assist the network in the delivery of comprehensive, quality health care services, we assign 
a provider services representative for each provider to serve as a liaison.  


Provider Support and Communications 
Health Plan of Nevada continually communicates 
with and supports providers through a variety of 
methods. Our provider services staff manage and 
provide fax blast notifications; our semiannual 
provider newsletter publications; website updates; 
quarterly provider office site visits; and distribution 
of the annual Provider Summary Guide, as well as 
hold bi-annual provider 
meetings/workshops/internet-based conferences and 
participate in DHCFP’s annual provider workshops 
in Reno and Las Vegas. Our HEDIS RNs and 
clinical practice consultants (CPCs) visit our network 
providers at least quarterly to deliver their customized 
HEDIS care gap reports and provide HEDIS 
performance improvement education to both support 
providers and facilitate better health care for our 
members. Our CPC program is a new best practice 
for HPN related to assisting our network providers.  


Each year, we produce a Southern Nevada Provider 
Summary Guide and a Northern Nevada Provider Summary Guide. The medical director and 
dental director review and approve these guides, respectively, which include: 


 Our policies and procedures  
 Eligibility verification procedures 
 Prior authorization procedures and 


requirements 
 Claims submission requirements and 


procedures 


 Provider credentialing requirements 
 Covered benefits 
 Provider dispute procedures 
 Quality improvement policies 
 Clinical guidelines 
 UM policies 


Our provider services representatives conduct a comprehensive site visit with newly contracted 
providers, during which the representative reviews and discusses our policies and procedures. 
During the initial site visit, providers also receive instructions regarding our online provider 
information center. @YourService® allows providers to use an internet connection from their 
offices to obtain benefit and eligibility information, check claim status and submit prior 


Figure 3. Our semiannual Nevada provider 
newsletter, MedNotes. 
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authorization requests electronically. Thereafter, provider site visits are scheduled periodically 
for continuing education, ongoing assistance and support. 


 
Figure 4. Our online provider information center, @YourService. 


Finally, to provide easy access to information about our extensive health care network, we 
maintain data on all participating practitioners in access files for both hard copy and online 
Provider Directory production at myhpnmedicaid.com. Provider additions, changes and 
terminations in the network are routed daily through our network database and updated in the 
directory file on a monthly basis. Anytime we add a provider to the HPN network, our online 
directory is automatically updated. 


NETWORK ACCESS ANALYSIS, MONITORING, REPORTING AND AUDITING 
We consistently verify adequate physical and geographic access to medically covered services 
for enrolled members. Quarterly, our provider services and operations teams perform 
comprehensive monitoring of our provider network to confirm compliance with the State’s 
access standards. They conduct this through the collection and analysis of performance 
indicators including, but not limited to: 


 GeoAccess mapping reports and data-driven analyses 
 Member complaints and appeals  
 Member and provider satisfaction surveys 
 CAHPS member satisfaction survey provider access questions  
 Medical records reviews for high-volume PCP and specialty health providers 
 On-site provider reviews  
 Provider profiling that identifies members with excessive ER use and few visits over 


time  
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 Care manager feedback and reports from 24-hour nurse line indicating consistent 
access issues 


 Monthly secret shopper surveys to a statistically sound network sample (PCPs, 
specialists, behavior health, pre - and post - natal obstetric and home health providers), 
reported annually 


For example, we require all PCPs to deliver medically necessary preventive care services; 
provide coverage 24 hours a day, seven days a week; make referrals to specialty care providers 
as appropriate; and properly maintain current medical records for members. We consistently 
monitor our compliance with these requirements. 


Health Plan of Nevada’s comprehensive provider access and availability policies and 
procedures have been audited by the DHCFP’S External Quality Review Organization 
(EQRO) on several occasions with outstanding results. The following table highlights recent 
auditing scores from the EQRO regarding our exemplary provider access and availability.  


Audit Scores from the DHCFP’s EQRO Audit of the Provider 
Access and Availability Standard 


2000 100 percent 


2002 100 percent 


2004 98 percent 


2006 97 percent 


2009 99 percent 


2011 100 percent 


2015 98 percent 


We also report network provider access and availability quarterly to our Quality Improvement 
Committee. One hundred percent of our membership located on the outskirts of urban 
counties, rural and frontier areas has access to a network provider within 25 miles of their 
home. For example, the average distance to one of our Medicaid behavioral health providers 
is: 


 Las Vegas: 1 mile 


 North Las Vegas: 1.1 miles 


 Reno: 1.1 miles 


 Henderson: 0.7 miles 


 Sparks: 2 miles 


 Sun Valley: 3 miles 


 Boulder City: 0.3 miles 


 Verdi: 7.7 miles 


 Blue Diamond: 6.5 miles 


 The Lakes: 0.6 miles 


If our membership expands to the rural and frontier areas of Nevada, we will expand our 
efforts to contract with providers in the area or create provisions that allow face-to-face, 
mobile, prescription delivery or tele-video mental health and substance abuse services. We 
pride ourselves on overcoming new challenges with creative, innovative strategies and 
approaches to meet member needs.  
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Innovative Strategies to Improve Member Access to Care 
The following are recent innovative strategies we have implemented to improve our Nevada 
members’ access to quality health care—particularly our members in rural and underserved 
areas. 


Mobile Health Care 
In collaboration with SMA, we 
launched Medicine on the Move in 
May 2016. A portable doctor’s office, 
the mobile medical center is designed 
to lower barriers to health care– such 
as transportation, childcare, work 
obligations and the low number of 
PCPs in Nevada– that often put even 
routine checkups out of reach. The 
onboard staff comprises a provider, 
two licensed practical nurses, two 
medical assistants and a radiology technician. It is furnished with diagnostic equipment, and 


is designed to have a similar look and feel to traditional SMA 
clinics. Patients entering the mobile facility are able to sit in a 
comfortable spa-like lobby before going to one of two private 
exam rooms. Medicine on the Move offers patients a wide 
range of health care services, such as pediatric and primary 
care, immunizations, X-rays, mammographies, physicals and 
basic lab tests, and features two exam rooms, a laboratory for 
urinalysis and blood tests, a radiology lab, a lobby and a 
restroom.  


The 45-foot-long clinic travels to community centers, 
homeless shelters and churches to reach Medicaid members 
and others who need health care services, as well as makes 
regular visits to key businesses whose employees are enrolled 
in our health plan.  


Beyond our Medicine on the Move mobile service, members in 
underserved areas can use our contracted FQHC’s mobile 
care services for local and convenient access to care. The 
NVHC mobile mammography van, the Mammovan, travels 
across Nevada and serves approximately 3,000 women each 
year. NVHC’s Ronald McDonald Care Mobile travels 
throughout rural Nevada, providing restorative and preventive 
dental care for children. Ronald McDonald House Charities 
partially supports Care Mobile. 


   


Figure 5. Our "Medicine on the Move" mobile medical center, which is a 
convenient option for Nevadans who want easier access to primary and 
preventive care closer to where they live and work. Many of our members 
struggle to get to a health care provider, so we bring the health care provider to 
them as reliable transportation, childcare or the many other daily life challenges 
should not be a barrier to quality health care.


Figure 6. Medicine on the Move’s 
interior, designed to feel like a 
traditional clinic. 
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NowClinic and Telemedicine 
Our Medicaid members can use SMA’s NowClinic application to receive 
a diagnosis, individualized care plan and most prescriptions (sent 
electronically to the member’s preferred pharmacy) from a qualified 
practitioner. The tool allows a member to have a virtual appointment 
with a provider from the comfort of his/her home or office via secure 
webcam, smartphone or other mobile device, to which studies have 
shown most Medicaid members have access. NowClinic is available 24 
hours a day, seven days a week; appointments are not necessary and the 
wait is typically less than 10 minutes (according to a recent stats report). 
NowClinic is an important point of care option for members with 
transportation challenges. Members can either remain in NowClinic’s 
digital waiting room until their appointment, or schedule a text message 
that will alert them when the provider is ready. 


Our members can use NowClinic for non-urgent and non-emergency conditions such as: 
allergies, bladder or urinary tract infection, bronchitis, cough or cold, sore throat, sinusitis, 
ear infection or swimmer's ear, eye infection, pink eye or sty fever, chills, runny nose, 
headache, laryngitis, nausea, skin inflammation, rash, shingles, poison ivy or poison oak, or 
viral illnesses. We also provide behavioral health as part of our NowClinic solution where one 
licensed clinical social worker provides one-to-one non-urgent, non-emergent routine 
behavioral health treatment. 


Programs and Grants to Educate Future Health Care Providers 
Our parent company, UnitedHealth Group, provided a $3 million grant to the University of 
Nevada, Las Vegas (UNLV) School of Medicine to train urgently needed new doctors and 
provide quality health care in southern Nevada. The grant, which will support three new 
community health clinics, is the latest example of actions we have taken to improve available 
resources at all levels of the health care industry. The clinics will be staffed by third-year 
students working under supervision of faculty physicians and other health professionals, 
expanding access to basic medical specialties for Nevada residents in areas with large 
Medicaid populations and underserved groups. The UNLV School of Medicine is on track to 
welcome its inaugural class in fall 2017. 


Additionally, through our partnership with UNLV School of Medicine, an extern (medical 
student) spends six months with our health education team. The extern shadows the health 
education team to learn how nutrition relates to chronic conditions (e.g., diabetes, high 
cholesterol, high blood pressure) and a person’s overall well-being. In fact, the extern co-
facilitates the weight management class with our Registered Dietician. Our extern program 
supplements current medical school training.  


We are also researching curriculum offerings to train direct care workers. We have a national 
relationship with Goodwill and our intent is to identify the most effective curriculum and 
assist Goodwill with the resources needed to expand their services to help build capacity and 
expertise in the direct care workforce. 


Strategies to Attract and Retain Providers 
Southwest Medical Associates recently created a health care model, Team Performance, 
designed to bring the joy back into practicing medicine. This new Team Performance strategy 


Figure 7. SMA's 
NowClinic, a high-tech 
update of the old-
fashioned house call. 
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allows our providers to spend as much time as possible caring for their patients—making the 
best possible use of their expertise while encouraging and nurturing collaboration. We 
accomplish this by reducing time-consuming administrative work—resulting in physicians 
and clinical staff who can all perform at the top of their licenses. 


The Team Performance model, with its focus on patient care, is vital to recruitment. SMA 
searches both locally and nationally for providers who will be good additions to the team; 
using an employee referral program as just one of their sourcing strategies. By the end of 
2015, SMA increased their provider count by 100. Today, they employ over 350 providers 
throughout Nevada. 


PROVIDER INCENTIVES AND VALUE-BASED PURCHASING PROGRAMS 
As we describe in full detail in Section 4.1.12.2, we have been and continue to leverage our 
vast national provider incentive program and value-based purchasing (VBP) experience to 
build on and advance the successful incentive programs currently in use for our Nevada 
providers—programs that focus on HEDIS measures, efficiency, access to care and member 
satisfaction.  


We have developed programs across all lines of UnitedHealthcare business that are currently 
in place not only in Nevada but also in 22 Medicaid markets across the country. Our objective 
is to support and incent our providers as we partner with them to identify and achieve better 
health outcomes for members in the Nevada Medicaid and CHIP programs.  


We achieve this objective by developing and implementing VBP models that integrate 
evidence-based models of care and provider reimbursement models, and tailor those models to 
both align with Nevada’s key quality goals as well as target the specific care improvement 
opportunities for the members that the provider’s currently serve. For each provider that 
engages in VBP programs, we will work to meet that provider where they are in terms of both 
financial risk readiness and clinical integration and provide them with the tools, training and 
support needed to achieve success in these programs. HPN has recently issued VBP 
agreements to four physician practices.  


B. Managed care programs for Medicaid recipients; 


Since the inception of Medicaid Managed Care in 
1997, HPN has provided extensive and integrated 
managed care programs for Nevada Medicaid and 
Nevada Check Up members. Our managed care 
programs have evolved over nearly two decades to 
meet the health care needs of increasingly complex 
populations, in trusted partnership with DHCFP, 
community organizations and our robust provider 
network. We are the longest-termed, sustaining 
partner to work with the DHCFP, serving more than 
262,000 Medicaid and CHIP members in Nevada.  


Our local plan benefits from the breadth and depth of our national organization, 
UnitedHealthcare, which has been a committed partner in Medicaid programs across the 
country for more than 34 years with a track record of successfully serving diverse, statewide 


We have managed the care of 
Nevada Medicaid members for 19 
years. We are the longest-termed, 
sustaining partner to work with the 
State, serving more than 262,000 
Medicaid and Nevada Check Up 
members in Nevada. In total, 
through our parent organization, we 
serve more than one million 
Nevadans.  
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populations and policy priorities. We address the unique challenges of low-income adults with 
disabilities, elders, children and families, and serve those members with comorbid and 
complex care needs. Nationally, we serve more than 5.7 million members in 23 state Medicaid 
programs, making us one of the country’s largest Medicaid organizations.  


Our Nevada managed care program focuses on continuous quality improvement for Nevada 
populations through close partnership with DHCFP and key stakeholders across the state. 
These partnerships help us to design, develop, implement, monitor and evaluate innovative 
solutions and programs that identify and improve areas of concern and achieve the goals of 
the Nevada Medicaid and Nevada Check Up Programs. 


Below we describe the following nine components of our managed care programs: 


 Promote continuity of member care: We empower members to improve their health by 
coordinating their care through a comprehensive case management program that 
facilitates the delivery of integrated services that support each member’s physical, 
behavioral, social and environmental needs. 


 Deliver comprehensive behavioral health care: We integrate the delivery of primary 
and behavioral health care, implement a crisis system of care that help members 
develop recovery and resiliency skills and deliver behavioral health services in rural 
and frontier settings.  


 Identify and address the social determinants of health: We integrate social concerns 
into our continuity of care systems and develop partnerships with community-based 
organizations to meet the nonmedical needs of Nevadans. 


 Promote disease management and health education and wellness programs: We 
empower members to actively manage health concerns. 


 Provide maternity education and high-risk OB case management: This program 
addresses the health care and preventive service needs of members experiencing a 
high-risk pregnancy. Our program improves the quality and cost-effectiveness of 
maternity care, improves birth outcomes and provides continuity of care for the mother 
and the child. 


 Partner with community-based organizations: Our 
partnerships provide family outreach, encourage 
member participation in our programs, and provide 
education about benefits, programs and resources 
available to members to help them live healthier lives. 


 Provide prescription drug benefits: Our pharmacy 
program provides access to specialty prescriptions, 
prevents the misuse of prescription medication, 
provides local support to network providers and 
pharmacies and implements a generic medication 
program that supports clinical efficiency and provides 
cost savings. 


 Build advanced primary care capacity: We fully 
integrate medical, behavioral and social support 
services for our members at the local community level 


 
We engage members in 
their health care through 
our @YourService online 
member portal, which is 
available 24 hours per day, 
seven days per week. 
Through @YourService, 
members can access their 
lab results, medical notes 
and diagnostic results. 
They can verify covered 
benefits and prescription 
drug coverage, inquire 
about the status of a claim 
and monitor the status of 
prior authorizations and 
provider referrals. 
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through partnerships with practices, local hospitals and community providers to 
coordinate member care and deliver integrated services. 


 Provide Telephone Advice Nurse service: We support members with a single point of 
contact and access, 24 hours a day, seven days a week to licensed, qualified RNs who 
guide members to an appropriate level of care. 


PROMOTING CONTINUITY OF MEMBER CARE  
Implementing Comprehensive Case Management Programs 
We coordinate care through case management programs that:  


 Foster a trusted relationship between the member and his/her care manager and 
primary care practice 


 Strive to resolve social barriers to care 
 Promote and encourage the participation of the member as a full partner in all aspects 


of care planning 
 Identify each member’s needs, goals and preferences for care delivery 
 Coordinate the delivery of services 
 Provide in-person care manager visits, when needed, to support the member’s needs 
 Continuously monitor the member’s health status to confirm the member is achieving 


his/her goals and experiencing improved health outcomes 


 Delivering Coordinated, Integrated Member Care 
Connecting our members with a PCP, PCMH, ACO or 
accountable care community (ACC) practice is vital to 
continuity of care. With every touch point, we confirm the 
member has an identified PCP and is seeing that physician 
regularly to verify the delivery of both preventive care and 
chronic condition management. We encourage PCPs to 
deliver coordinated, integrated care that meets each member’s 
needs and continually monitors each member to confirm the 
member is achieving his/her goals and experiencing improved 
health outcomes, based upon the established treatment plan. 


Empowering and Engaging Members  
We empower members to be efficient users of the health care 
system by promoting cost-effective, culturally competent, 
quality care, and access to a web-based program for health 
needs and diagnostic results. Our comprehensive approach to 
care management and care coordination includes focusing 
efforts to increase member engagement and understanding of 
his/her role by empowering the member to make informed 
health care decisions to reduce and/or prevent further 
acquired conditions through targeted educational 
interventions. 


We have implemented a 
“Patient Care Agreement” 
care contract, which is a 
formal agreement between 
the case manager and the 
member. It commits the 
member to work toward 
reaching his/her goals and 
remain compliant with 
treatment plans developed 
with his/her medical 
providers and case 
manager. The contract also 
commits the case manager 
to working with the member 
to reach his/her goals. 
We designed the contract 
to motivate members who 
have traditionally not 
adhered to their treatment 
plans to become engaged 
in taking ownership of their 
health care. 
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Coordinating Care using an Integrated, Field-based, Team-based Approach  
Core to our approach is sustained direct engagement with members through a care 
management team, led by a care manager, which may include an RN, a licensed-BH clinician, 
a licensed social worker and a community health worker (CHW). This arrangement provides 
flexible care coordination from the team member best suited to deliver targeted interventions 
to meet the member’s needs.  


Supporting Effective Identification of Populations with Different Risk Profiles  
We have defined levels of case management that align with the intensity of care coordination 
required to address the various types of health issues, risks and supports required (based upon 
current and evolving evidence about approaches to complex case management for specific 
populations).We place a high priority on identifying members with emerging risk factors and 
members with high risk. We engage a predictive modeling tool to look for health behaviors 
and health care utilization among those members that are “impactable.”  


Implementing a Population-health Management Approach  
Our approach stratifies the health risk and helps us understand the characteristics, needs and 
clinical, social and financial circumstances of the entire group of members we serve. Our 
process incorporates integrated initial and comprehensive assessments, for care treatment 
plan development and comprehensive screening of medical, behavioral and social issue;, 
analysis of internal and external data; and predictive modeling algorithms to identify member 
subpopulations and each member’s level of current and potential health risk across the health 
care continuum. Given that social determinants affect 40 percent of health outcomes, we are 
also evaluating and piloting the inclusion of social determinants of health in our algorithm-
based stratification process.  


Implementing a Hierarchy-of-needs Approach to Case Management 
Individuals with high utilization and high costs often face numerous challenges. Our 
experience shows even the best interventions may be ineffective at helping individuals with 
complex health issues unless we first address their basic and social needs. Using assessment 
results and through care planning, we connect members to community resources that remove 
barriers to care so that the member’s health care needs become the focus.  


Enabling Coordination, Integration and Sharing of Information among the Care Team 
We support this element of continuity of care through our secure, web-based care 
management platform/electronic medical record. Our system shares the member’s care 
treatment plan and continuously updates clinical data into the member’s health record to 
provide the care manager and the member’s interdisciplinary care team (ICT) with real-time, 
actionable information. Our system also integrates data with the State’s health information 
exchange, which provides our care teams with member information from the fee-for-service 
(FFS) system when a member transfer from FFS to our health plan. 


Verifying that we are Delivering Positive Outcomes  
We incorporate continuous accountability and quality improvement mechanisms to track, 
monitor and manage the quality and effectiveness of care delivered to our members and 
member outcomes. We do this through our integrated quality improvement (QI), utilization 
management (UM) and continuity of care programs that provide oversight, tools and provider 
engagement programs to continuously monitor the effectiveness of our case management 
programs. Some aspects of this monitoring and engagement include: 
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 Monitoring for indications that the member’s health status has changed, such as a 
hospitalization, so that we can provide timely interventions that meet the member’s 
needs 


 Expanding access to care by developing contractual relationship with network clinics 
and FQHCs to provide services and supports to our members 


 Assessing our performance against national benchmarks, such as HEDIS 
 Identifying overutilization, underutilization and inappropriate utilization so that we 


can confirm the appropriate use of health care services, identify opportunities for 
improvement and develop interventions to combat aberrant utilization trends  


 Tracking critical metrics that indicate the success of our case management approach, 
such as a reduction in acute inpatient admissions, a reduction in ER visits and 
improvement in PCP visits within seven days post discharge 


 Ensuring a high quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which provides us with a mechanism to 
discuss best practices, track practice-level improvements and partner to implement 
initiatives that improve the quality of care and service provided to members. 


We describe our approach to coordinating care through our case management program in our 
response to Section 4.1.12.1.D. 


DELIVERING COMPREHENSIVE BEHAVIORAL HEALTH CARE 
The behavioral health needs of Nevadans continue to grow. In partnership with DHCFP and 
in response to a substantial increase in behavioral health needs and high utilization of costly 
services, we implement successful behavioral health programs and cost containment 
initiatives. As in past years, we are able to accomplish this with quality improvement initiatives 
that keep members in safe environments while engaging with qualified providers.  


We are proactive in seeking a provider network that takes part in our treatment philosophies, 
which align with DHCFP’s goals. HPN contracts with behavioral health providers that meet 
the NCQA credentialing standards, which ensures our quality care and continues to surpass 
the behavioral health care required access and availability standards. Cost containment 
initiatives also remain on track saving millions every year, while significantly decreasing the 
number of behavioral health admissions and readmissions.  


We continue to improve the delivery of behavioral health care to its members. We have 
deployed, and continue to develop, comprehensive, modern approaches to address the growing 
need for behavioral interventions that assist members and provide them with holistic care, 
allowing them to determine their own care and engage in taking charge of their own treatment 
and recovery. 


Providing the Integrated Delivery of Primary and Behavioral Health Care 
Serious behavioral health issues and the negative impacts of depression, anxiety and 
substance use disorders (SUDs) are prevalent among our members and the population at 
large. More than half of behavioral health issues are treated in primary care or other non-
behavioral health settings and many individuals with the most complex conditions suffer from 
both medical and behavioral health conditions.  
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Delivering person-centered, holistic care means that all primary care and care coordination 
approaches must be holistic and “integrated.” Physical and behavioral risks, such as SUDs 
and medication mismanagement need to be addressed as part of screening, assessment and 
interventions addressing each member’s relevant physical and behavioral health priorities.  


 
Figure 8. Substance Use Disorders Education. Our substance use disorders booklet provides information about topics, such as 
how much is too much, warning signs, questions to ask about behaviors or activities that may indicate an addiction, prescription 
drugs, stimulants, sedatives and tranquilizers and opioid pain relievers. It also explains that help is available, including how to obtain 
additional information about substance use disorders and how to make an appointment to address concerns.  


As we discuss in the following sections, we have several programs and initiatives that integrate 
delivery of medical and behavioral care, such as delivering behavioral health care in a 
primary care setting or promoting collaboration between the PCP and the behavioral provider 
by providing the mechanisms for them to securely share information about the members they 
are treating.  
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Behavioral Health Tools for PCPs  
We support PCPs or providers addressing behavioral health issues in other non-behavioral 
settings with behavioral health tools, such as our Behavioral Health Toolkit for the Health 
Care Professional. The Toolkit provides the non-behavioral health provider with helpful links 
to important information about common behavioral health conditions and treatment, such as 
depression screening. The Toolkit also assists providers in linking members to treatment, such 
as our toll-free number, and includes clinical practice guidelines for prevalent behavioral 
health and childhood disorders such as attention deficit hyperactivity disorder (ADHD). It 
explains and promotes the use of evidence-based behavioral health screening tools such as the 
PHQ-9. 


 
Figure 9. Treating Mental Health Disorders in Primary Care. We support PCPs or providers addressing behavioral health issues 
in non-behavioral settings by providing behavioral health tools that contain important information about common behavioral health 
conditions and treatment, provide resources to providers and help providers link members to treatment. 


Medical Psychiatric Inpatient Facility  
Our focus in integrating care goes beyond ambulatory services; we recognize the complex 
treatment needs that require concurrent medical and behavioral health care. In spring 2017, 
the Medical Psychiatric Unit will open to provide concurrent and coordinated medical and 
psychiatric treatment in an efficient and effective system rather than providing sequential 
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care. The unit will develop a plan of care that combines treatment, rehabilitation, health 
promotion, and social service interventions to optimize the patients’ health, function and 
ability to live with the greatest degree of independence.  


Automated Behavioral Health Referral Process  
Within our system of care, members can access behavioral health services without a referral 
from their PCP. However, there are times when members presenting at their PCP may need 
behavioral health assistance and a PCP feels the member could benefit from a referral. In an 
effort to encourage the integration of care, we have developed an automated referral process, 
which enables the provider and their support staff to submit an electronic referral. Behavioral 
health clinicians review the referral confirming sufficient clinical documentation has been 
provided or requesting specific details related to diagnosis 
and PCP’s concern.  


These referrals are distributed to the appropriate 
behavioral health network provider. The provider receiving 
the referral contacts the member telephonically to discuss 
the referral and schedule an initial appointment. The 
provider notifies us when an appointment is scheduled. Once the member has completed their 
first visit, the provider notifies us and provides information (e.g., psychotherapy notes) in 
compliance with HIPAA requirements, such as obtaining consent to provide this information 
and excluding the sharing of information, such as medications. This information is entered 
into the electronic referral for the PCP to review, closing the referral loop. The system triggers 
a task message to the PCP that imports the behavioral health information provided.  


These efforts link members to appropriate care. Members do not always follow through and 
this additional level of outreach aids us in engaging members. The outcomes are tracked with 
data along with data related to appointments and utilization. This information is reviewed for 
trends, in usage by site and provider, appropriateness of calls, speed of assistance and 
confirmation of scheduled follow-up appointments with capitated and network providers.  


Embedded Behavioral Health Therapists in Primary Care Settings 
Current research supports our long-held belief that the best 
way to serve our members is by taking a holistic approach 
to their health care. Collaborative care between medical 
and behavioral health providers promote overall adherence 
with care in both areas and provide an increase in positive 
treatment outcomes. Member satisfaction rates notably 
improve when care is coordinated and available within the 
primary care setting. Being sensitive to the needs of the 
clinical staff and our members, a pilot project was instituted to address this important need. 
Since the inception of the program in 2013, 1,148 members have been seen by a behavioral 
health therapist during their PCP visit. 


This project engages members and helps them access behavioral health services while in the 
primary care office. The project initially used a contracted licensed marriage and family 
therapist. The success of the pilot has led to the expansion at additional sites and employment 
of three full-time master’s level professionals to work within primary care settings with the 
hiring process of the behavioral intake counselors (BIC) that began Aug. 1, 2016. The new 


Therapists in Primary Care 
Since the 2013 inception of 
this program, 1,148 members 
have been seen by a 
behavioral health therapist 
during their PCP visit. 


In 2016, we have received 
more than 2,400 referrals 
from PCPs through our 
automated behavioral health 
referral system. 
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model incorporates triage and assessment, and a referral model, using our larger network of 
providers for ongoing care.  


Behavioral Health Stat Lines 
Primary care medical clinics often have members presenting in their offices that are in need of 
immediate behavioral health assistance. The stat line, implemented in mid-2014 provides the 
PCP with immediate access to licensed behavioral health specialists during regular business 
hours. Support provided to the PCP includes medication consults, substance use and mental 
health concerns, and treatment direction. In cases of high severity, the specialist provides 
assistance in securing emergent treatment for the member and may include inpatient 
intervention. 


2015 Behavioral Health Stat Line Calls 
 1st Qtr. 2nd Qtr. 3rd Qtr. 4th Qtr. Annual 
Number of Calls 50 33 60 61 204 
% Appropriate Calls 98% 96% 85% 92% 93% 
2014 Behavioral Health Stat Line Calls 
 1st Qtr. 2nd Qtr. 3rd Qtr. 4th Qtr. Annual 
Number of Calls 43 53 52 45 193 
% Appropriate Calls 88% 90% 87% 93% 90% 


Chart Advisories 
We coordinate services between the member’s medical and behavioral health providers to 
promote member safety and improve the continuity of care provided to our members. A lack of 
communication between the member’s behavioral health care provider and his/her PCP, leads 
to disjointed member care. For example, the PCP may be unaware that the member has seen a 
behavioral health provider and that the member was prescribed a psychotropic medication 
during the behavioral health visit. One of the reasons for this is that the member must provide 
consent to the behavioral health provider to share his/her information with the member’s 
PCP. 


We promote continuity of member care and coordination between medical and behavioral 
health providers. One way we do this is by providing a consent form and a medical and chart 
advisory form to behavioral health prescribers for presentation to a member each time he/she 
visits the provider. This member consent allows the behavioral health prescriber to share the 
member’s diagnosis and medication information with the PCP, which can be viewed under the 
“psychiatric” tab of the electronic health record. 


Health Plan of Nevada has a specific Standard Operating Procedure regarding the process for 
medical and chart advisories. If a member refuses to sign a release of information, the 
information is not shared with the PCP. We encourage the prescriber to forward the form to 
us indicating the member’s refusal. We have identified the Medical and Chart Advisories as 
one of our Quality Improvement Projects. There have been substantial improvements since 
2012 and we continue to identify the barriers and challenges. The most significant has been 
the member consenting to the release of information. Continued efforts are made to improve 
member participation. 
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 Number of Medical and Chart Advisories Completed 
Year 1st Qtr. 2nd Qtr. 3rd Qtr. 4th Qtr. YTD Total 
2012 389 410 658 411 1,868 
2013 545 528 421 336 1,830 
2014 443 385 383 402 1,613 
2015 479 486 697 373 2,035 
2016 479 1037 88 0 1,604 


Crisis System of Care  
The emphasis of our crisis system of care is to develop alternative paths to care for those 
individuals presenting in crisis to the ERs, using 911 or those who are in the community and 
require police or fire intervention. Our crisis system of care integrates various programs to 
meet the member where he/she is when the crisis presents itself. Our system of care provides 
services 24 hours per day, seven days per week, such as crisis counseling, care planning and 
coordination, in an effort to reduce non-emergency hospital visits, reduce inappropriate 
mental health and substance abuse admissions and readmissions, and improve the member’s 
access to care. The system of care integrates existing HPN programs, such as our crisis 
stabilization program and case management programs, to provide multiple alternatives to 
address the member’s needs. As we discuss throughout the following sections, the components 
of our program that are central to implementing our crisis system of care, include:  


 Community behavioral health crisis 
line expansion 


 Community mobile crisis team 
 Emergency room behavioral health 


assessments  
 Evaluation center  
 Crisis triage center 


 Crisis stabilization program  
 Crisis stabilization aftercare program  
 Behavioral health respite unit 
 Walk-in medication clinic  
 Extended hours medication 


management clinic  


Community Behavioral Health Crisis Line Expansion 
The expansion of our behavioral health crisis line will help the community address behavioral 
health issues. The effort includes collaboration with county and city dispatch to access the 
crisis line to screen the need for police or fire response. The line also serves as the method of 
request for a clinical team to respond to a situation. The crisis line is available to individuals 
in crisis, as well as those seeking resources for any individual in the community. The clinical 
staff operating the crisis line screens the call for safety concerns and assists in accessing 
appropriate services. In cases where the individual is at risk, the clinician makes the 
determination of activating the mobile crisis team or police. In cases with no risk presented, 
the clinician can assist in providing solution focused counseling, education, community 
resources and coordination with providers.  


Community Mobile Crisis Team 
In a partnership with WestCare, a community provider in southern and northern Nevada, we 
will deliver a crisis response solution for the community. Unlike the traditional mobile 
response team, which responds to members in crisis at the ER, the mobile crisis team responds 
to members who are in crisis where the crisis is happening: in the home, the office or the 
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community. The mobile crisis team provides transportation to individuals who agree to 
voluntarily seek treatment, decreasing need for involuntary commitments and ER utilization 
for medical clearance. The results of a similar model in Tucson, Arizona, indicated a 
significant reduction in involuntary commitments with only 30 percent requiring legal 
intervention. 


Emergency Room Behavioral Health Assessments 
Our emergency and crisis management team operates 24 hours a day, seven days a week and 
serves as hospital ER responders for mental health and substance use crisis. Our Mobile 
Response Team (MRT) comprises behavioral health professionals whose training emphasizes 
a systems approach to member care and provides a focus on the member’s psychosocial 
issues. The team is supervised by a PHD or M.D. and travels to the ER or medical office to 
conduct crisis management assessment to determine the best level of care for the member. The 
MRT also provides capacity evaluations and medication consults by a prescribing provider. 
The use of this type of crisis management approach has proven to lower inpatient admissions 
and determine the best treatment plan for the member. It has been the key to early intervention 
and successful outcomes. 


Having one MRT service in the community ER is advantageous to both members and 
community providers. The MRT clinician is able to establish a relationship and build trust 
with the member and the ER. It also provides the opportunity to be knowledgeable about the 
member’s baseline and ensures the communication of this information to the ER physician, as 
well as possible recurring presentation, treatment history, diagnosis and medications. 


The MRT psychiatrist is available for telephonic consultations regarding cases in which the 
ER physician has questions about treatment options while the member is in the ER stabilizing 
medically, or for advice regarding discharge recommendations. The MRT and ERs collaborate 
to support the member during the assessment process. In addition, the MRT and ER identify 
and address barriers to care. This coordination of care improves adherence with available 
resources to the member while supporting continuity of care by connecting members with 
established providers. 


The following tables present the success of this program in diverting members from an 
inpatient setting to receiving treatment in an outpatient setting that is appropriate to their 
needs. 


2015 Mobile Assessments-Inpatient Disposition 
Medicaid Age Group ER Assessments Admissions Diverted to Outpatient 


Age 21 to 65 2,649 975 63 percent 
Age 20 & Under 613 247 60 percent 


 


2016 Mobile Assessments-Inpatient Disposition (January through May) 
Medicaid Age Group ER Assessments Admissions Diverted to Outpatient 


Age 21 to 65 2,364 640 73 percent 
Age 20 & Under 255 88 65 percent 
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Evaluation Center 
We are in the final stage of implementing an Evaluation Center, which will be fully active 
before the summer of 2017, when this contract begins. The mobile crisis team, emergency 
medical services (EMS) and law enforcement can transport a member to the Evaluation 
Center. A behavioral health profession will see the member to evaluate the member’s need and 
appropriate level of care. The services include crisis intervention, crisis stabilization, care 
coordination, 23-hour observation and inpatient psychiatric care. 


Crisis Triage Center  
We have also partnered with WestCare to administer services to members at its Crisis Triage 
Center (CTC). The CTC is available on a walk-in basis and is available to EMS and law 
enforcement, as an alternative to the ER. In the future, the CTC will be used as an alternate 
destination to complement the planned community paramedic program. The CTC provides 
crisis stabilization for mental health and substance use issues. The center focuses on the 
member’s needs and a proper course of action.  


Services range from detoxification to crisis stabilization, providing short-term, immediate care 
and professional assessment with collaboration from first responders, social service programs 
and government agencies. The CTC provides members in crisis, but not requiring ER services, 
with RNs, psychiatrists and a medical director to provide proper stabilization. The member is 
connected to further medical services and resources as needed. 


In addition, we are partnering with WestCare to use its Mobile Outreach Safety Team. This 
partnership works to address members that have presented in crisis to the ER on multiple 
occasions and who have poor adherence to outpatient services. The team receives referrals on 
members that have had frequent ER visits. The team consists of licensed clinical staff, who 
reach out to the member in the community. The team assesses the member’s needs and 
provides counseling and care coordination to assist in decreasing the utilization of the ER and 
emergency services. The member transitions to outpatient services to continue to address the 
ongoing needs. 


Crisis Stabilization Program 
Our Crisis Stabilization Program began in the summer 
2015 for members who do not meet the acuity of inpatient 
psychiatric care, but require a more intensive level of care 
than traditional outpatient services. The emphasis of the 
crisis stabilization program is focused on stabilizing the 
member and increasing their psychiatric treatment 
compliance.  


The program supports ER diversion efforts by providing a 
solution-focused alternative to those individuals accessing 
services through the state’s ERs that cannot be effectively addressed by inpatient psychiatric 
hospitalization. There is a significant population of members evaluated in the ER who are 
there for reasons such as medication noncompliance, substance use or homelessness. The 
crisis stabilization program provides long-term solutions and offers an alternative resource for 
these members. The program is focused on engaging Nevada’s hospital ERs to promote the 
use of the crisis stabilization program to increase treatment, compliance and stabilization. In 
turn, the effort reduces the utilization of the ER as a mental health crisis center. 


Crisis Stabilization Program 
results: 
 Adolescent ER to inpatient 


psychiatric care 
dispositions decreased by 
23 percent 


 Adolescent readmission 
decreased by 3 percent 


 Adult ER to inpatient 
psychiatric care 
dispositions decreased by 
8 percent 
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Members gain access to the program through provider treatment recommendations, family or 
caregiver request and self-referral. This allows for the ER, inpatient psychiatric facilities, 
community providers and support system to access a structured level of care for those 
members in need of additional support. This best practice program is available seven days a 
week with morning and afternoon sessions. The member receives five hours of care from a 
multidisciplinary team including prescribers, therapists, social workers, SUD counselors and 
case managers. It is an extension of the mobile response team evaluating individuals in the 
ERs. The following table demonstrates the increased usage of crisis stabilization services 
indicating its value to the community. 


HPN Crisis Stabilization Services Rendered 
Access 2014 Access 2015 Access 2016 Q1 
31 members 426 members 302 members 


Crisis Stabilization Aftercare Program  
We developed an aftercare program for members completing the crisis stabilization program 
enabling our members to participate in a 12-week program, which includes skill building, case 
management, individual therapy and group therapy. By providing continuity of care after 
crisis, we have reduced inappropriate ER use and unnecessary inpatient admissions.  


Success Story Aftercare Program 
“I’ve always struggled and was originally diagnosed with Asperger’s, but my doctor has now diagnosed 
me with bipolar and mood disorder.” 
Our 42-year-old Nevada member reports she started using illicit drugs around 17 and continued for many 
years. After years of struggling, she feels her current doctor has her on the right medications. She comes 
early to the office for the Aftercare Program appointments and can be found tidying the grounds. She 
reports she is thankful for participating in the Aftercare Program and is identified as being a positive peer 
for others. 


Behavioral Health Respite Unit 
We are developing a Respite Unit to address the needs of members that are experiencing a 
crisis that does not meet the level of care for inpatient psychiatric treatment. The Respite Unit 
will be open during the spring of 2017. This unit will provide the member with a safe and 
stable transitional living environment to connect with needed services and resources. Members 
evaluated in the ER often access emergency services for non-emergent needs; such as 
medication noncompliance, substance use or homelessness. Since inpatient psychiatric 
hospitalization does not effectively address these needs, the Respite Unit is an effort to provide 
alternate solutions for these members.  


Walk-in Medication Clinic  
We currently offer a daily walk-in medication clinic available for members to access without 
an appointment. A case manager assesses the member to determine urgent needs and provides 
the member with brief interventions. The case manager assists in coordinating services for the 
same day or week. This includes medication management, outpatient care or crisis 
stabilization program. 


Extended Hours Medication Management Clinic  
Recently, HPN collaborated with Nevada Behavioral Health Systems to develop an emergency 
mental health Medication Clinic to provide medication to members. The Clinic is a creative 
approach to address poor medication adherence and reduce inappropriate ER use. Poor 
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medication adherence, which is common among patients with serious mental illness (SMI), 
leads to poor health outcomes and increased health care costs. Many barriers to adherence 
exist, including patient and family attitudes, treatment-related issues, health-system factors, 
cultural influences and stigma toward mental illness. 


The Medication Clinic will be operational by July 1, 2017, and will be staffed by a prescriber 
and nurses to address the medication and physical needs of our member. The Clinic will have 
open access appointment availability and extended hours for treatment. The first site will be 
centrally located in the Las Vegas valley. The Medication Clinic will address the following 
member needs: 


 Assist members with ordering or obtaining medications 
 Assist members with filling weekly medication planners 
 Administering injections 
 Providing education regarding psychotropic medications 
 Wellness checks 


One of the services provided by the Medication Clinic will be the administration of long-acting 
medications for members with certain conditions. For example, long-acting depot injections of 
antipsychotic medications are an important way to monitor treatment adherence in patients 
suffering from schizophrenia.  
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Figure 10. Promoting Medication Adherence. We help members understand the importance of taking their medications, 
encourage them to talk to their doctor if they are having trouble taking their medications, tips to know about taking their medications 
and how to get help if they have questions or need to make an appointment with their doctor. 


Promoting Recovery and Resiliency  
We are the first MCO in the country to infuse person-centered resiliency and recovery 
principles into our level of care guidelines as a part of our holistic case management process. 
We also incorporate recovery and resiliency principles into member care planning and 
monitor members through our case management processes. We leverage our resources to 
promote recovery and resiliency for members exposed to trauma by providing them with 
services and supports, delivered through a system of care approach, as discussed in the 
following sections. 


Recovery and Resiliency Manager 
In the beginning of 2017, we will employ a recovery and resiliency manager (RRM) to lead 
our member programs. The RRM will:  


 Work directly with consumers and families, upon request, supporting consumer 
initiatives 


 Engage in quality initiatives 


 Collaborate with care managers, providers and community agencies to support 
consumer access to needed services 
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 Design and implement a comprehensive program with and for consumers and families  
 Implement specific health plan projects  
 Create and maintain communication with consumers and families 


Wellness Recovery Action Planning 
Our Wellness Recovery Action Planning (WRAP) self-help program emphasizes health and 
wellness. WRAP assists individuals in managing their illness by creating healthy responses to 
feeling of distress, as well as managing behaviors. The individual uses a plan designed to 
assist in situations when they are unable to make a decision. The sessions are delivered by 
peers and address hope, personal responsibility, self-advocacy, education and support. 
According to Substance Abuse and Mental Health Services Administration (SAMHSA), the 
result for the individual was engagement with providers and self-advocacy. The individual’s 
ability to manage their illness resulted in fewer symptoms and improved quality of life.  


Certified Peer Training  
Currently, Nevada does not have a certified peer-training program. HPN is working with our 
community partner to develop a 40-hour peer certification-training program. Once 
certification is accomplished, we will use peers we employ on staff or from contracted 
organizations and pair them with members. There will be different types of peers:  peers that 
have direct engagement with adults diagnosed with mental illnesses; family-oriented peers to 
work with members and their families; and whole health peer coaches for members with co-
morbid medical and behavioral health conditions. Our experience in Washington and support 
from our national peer-training program, such as in Utah, position us as a leader in 
promoting the value of peers in supporting members. 


Peer-to-Peer Support 
We are developing a consumer/provider operated, licensed community mental health agency 
that provides age-span peer support in accordance with SAMHSA. Peer Support Recovery will 
offer peer support services that provides the member with peer mentoring or coaching and the 
opportunity to share common life experiences. The peer support setting provides the member 
with one-on-one relationships, social inclusion and the opportunity to make new friends and 
build healthy social networks. It provides opportunity for success through recovery group 
facilitation, support groups and educational activities. Peer-to-peer support encourages, 
motivates and supports a peer in recovery through shared recovery experience and connecting 
peers with professional and nonprofessional services and resources. 


Peer Supported Wellness Center 
To reduce barriers to employment and education, we will offer a Peer Supported Wellness 
Center, which provides rehabilitation and vocational services for our members that results in 
personal empowerment. This evidence-based program uses work as a central component of the 
rehabilitation process. Our rehabilitation specialist assists members in setting and meeting 
educational and vocational goals, as well as collaborates with the member on an ongoing basis 
to coordinate and communicate service needs. Our member is assessed to determine 
employment history and interests and to choose a discreet unit in which to work, which could 
include a cafe, thrift store or wellness center. In this setting, the member learns to develop 
meal preparation, organizational, budgeting, retail and/or clerical skills. They may also 
participate in and learn various aspects of administrative tasks. 
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Peer Rehabilitation Center 
We will offer a Peer Rehabilitation Center, which operates similarly to the national clubhouse 
concept. The peer rehabilitation center serves as the community environment, which provides 
social interaction with peers. The peers manage and operate the center with support from 
center staff allowing them to develop work and people skills, and gain experience in making 
decisions that affect both the center and the peer community.  


Peer Supported Whole Health and Resiliency 
In collaboration with community providers, we offer Peer Support Whole Health and 
Resiliency (PSWHR) created by the Appalachian Consulting Group. The program is designed 
to educate individuals about behavioral health and chronic disease that often occurs with 
behavioral health issues, including premature death of adults with behavioral health needs. 
Our members attend weekly support group sessions including education and goal setting. The 
concept of using peer support is key to this program. 


Live and Work Well 
Through our @YourService secure member portal, we 
provide members with access to a variety of resources, 
including behavioral health information. Through a link on 
the member portal, our members can access our award-
winning behavioral health website, liveandworkwell.com, 
which provides information on a variety of topics, including 
recovery, well-being support and health management. 
liveandworkwell.com has received Utilization Review 
Accreditation Commission’s (URAC’s) website 
accreditation, NCQA and URAC Health Utilization 
Management accreditation.  


We make members aware of the site through our Member Handbook and interactions with 
peer support specialists, case managers and providers. liveandworkwell.com includes 
educational materials and tools to promote early awareness, detection and prevention of 
behavioral health disorders. Its online health and wellness library features more than 12,500 
articles and 300 videos relating to behavioral health, lifestyle and well-being issues from 
reliable resources (e.g., Mayo Foundation for Medical Education and Research).  


liveandworkwell.com provides members with advocacy information. The “Tools & Programs” 
link in the Quick Links box offers access to health assessments, tobacco cessation program, 
personal empowerment self-help programs, mental health screeners, mood tracker, 
mindfulness, health calculators and more. Selecting the “Resources” link in the Quick Links 
box displays a wide array of directories to help members find local resources including 
support groups. Each database is searchable by member-directed parameters to locate specific 
information.  


The site also features holistic health and wellness information. The “Be Well” area addresses 
healthy living and aging, recovery and resiliency, addictions, mental health and chronic 
medical conditions. Clinical topics featured include depression, stress, autism, post-traumatic 
stress disorder (PTSD), grief and alcoholism. Health risk screening tools are included for 
depression, anxiety, medical comorbidities, diabetes, heart disease, brain trauma and PTSD. 


Award Winning Website 
liveandworkwell.com received 
the Interactive Media Award’s 
Outstanding Achievement 
Award (health care category) 
for design, content, feature 
functionality, usability, 
standards compliance and 
cross-browser compatibility. 
The site also received the 
eHealthcare Leadership 
Award. 
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We also developed a companion website for Spanish-speaking members. The site provides 
resources similar to those at liveandworkwell.com, but is not simply a Spanish translation of 
liveandworkwell.com. It also provides culturally relevant material for our Hispanic/Latino 
members. For example, the site contains extensive content and uses a community and family-
focused approach to overcoming stigmas associated with seeking behavioral health care. Both 
websites offer resources for educational materials and advocacy information, and promote 
holistic health and wellness as illustrated below. 


Rural and Frontier Network Behavioral Health Expansion  
As our membership expands to the rural and frontier areas of Nevada, we are working to 
develop new solutions or expand current solutions that provide members with face-to-face 
access to mental health and substance use services and prescription delivery. We are 
identifying primary care practices in rural areas that are interested in expanding their 
capacity to deliver behavioral health and specialty services using technology. We will contract 
with those providers and deliver the operational, clinical and technical support they will need 
to integrate the delivery of services through telehealth technologies.  


Improving Access to Care through Telehealth/Telepsychiatry and Our SMA NowClinic 
Telehealth increases member access to treatment, helps to address the shortage of health care 
providers, especially in rural/frontier areas, and helps to overcome barriers to accessing care 
(e.g., transportation concerns or homebound members) for members throughout the state. 
Building on our strong provider network of prescribers and therapists licensed throughout 
Nevada, we will use telehealth to improve access to behavioral health care for all of our 
members. American Well (branded for HPN as the NowClinic) has already piloted the 
introduction of behavioral health licensed clinical social worker visits using telehealth, which 
is increasing member access to behavioral health care. Building on that success, we are 
developing a strategy to provide online access to behavioral health prescribers and clinicians 
expanding our partnership with American Well.  


Improving Member Wellness through Improved Access to Services through Telehealth  
We continue to increase the scope of our telehealth solution to improve member wellness. This 
includes improving access to behavioral health and medical treatment services, including 
child/adolescent psychiatry consults for pediatric members. We use our telehealth solution to 
improve access to physicians, clinicians or specialists that provide these services. Additionally, 
we use tele-technology to provide psychiatric curbside consultation for ER physicians treating 
members. Our telehealth solution also provides on demand medical advice to members and is 
accessible to case managers visiting members living at home, in shelters or on the streets. 


IDENTIFYING AND ADDRESSING THE SOCIAL DETERMINANTS OF HEALTH  
Our continuity of care system focuses on the whole person by integrating the delivery of 
medical and behavioral services and recognizing that social determinants are a significant 
driver of an individual’s health. Individuals with high utilization and high costs often face 
numerous challenges and our experience shows even the best interventions may be ineffective 
at helping individuals with complex health issues unless we first address their basic and social 
needs. We recognize these needs influence individual/family interactions with the health care 
delivery system and these factors become barriers to accessing care.  
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Because social determinants are a significant driver of an individual’s health we incorporate 
these elements into care planning, which includes identifying each member’s needs, barriers 
to accessing care and the community services and organizations that are available to the 
member. We add these community services and organizations as participants in the member’s 
care team and incorporate the services they provide into the member’s care plan.  


The socioeconomic information that we may obtain through the assessment process includes 
education level, employment status, family history, 
living situation/housing, representative (caregiver) 
support, food security (e.g., having enough food for 
family), risks related to housing security, community 
and personal safety, awareness of available 
community resources, issues obtaining transportation 
and health literacy.  


Once the care manager gains a holistic view of the 
member’s needs and understands the social barriers 
to accessing care, the care manager helps the 
member overcome the barriers by: 


 Engaging CHWs from local neighborhoods to 
enlist the services, supports and community 
resources that help the individual to overcome 
his/her barriers to accessing care 


 Empowering our care team staff with 
smartphone applications to connect members 
to relevant and available local social and 
community resources that deliver food, 
housing, employment, energy, support groups, 
childcare, clothing and other services to individuals at risk for poor outcomes or 
inappropriate utilization 


Partnering with Community-Based Organizations to Address Social Determinants 
Community-based organizations (CBOs) play a vital role in assisting with non-acute health 
issues, such as community living and employment supports and housing. We have significant 
national experience working with CBOs, such as supportive employment providers, supportive 
housing providers, homelessness service providers and organizations that help members meet 
daily needs (e.g., food insecurity, transportation) to deliver 
services and supports that promote improved health 
outcomes.  


We leverage national relationships, such as Project 
SEARCH, Continuum of Care (COC) agencies, Corporation 
for Supportive Housing (CSH) and Goodwill, to engage local 
organizations. Additionally, our Nevada leadership and 
community outreach teams have conducted personalized 
outreach to local CBOs, such as county social service 
organizations, homeless alliances and organizations, community services agencies and food 


We work closely with the 
three Healthcare for the 
Homeless FQHCs located in 
Las Vegas and Reno. We 
are exploring ways to 
collaborate with their street 
outreach and work in the 
local shelters.  


 
Identifying Available Community 
Resources 
We provide care managers and 
CHWs a smartphone application 
that connects the member to 
relevant and available community 
resources that deliver food, 
housing, employment, energy, 
support groups, childcare, clothing 
and other services.  
Resources include a map, contact 
information, eligibility requirements, 
service hours, required items and 
other applicable information to 
facilitate a successful referral. 
Users can target cultural, linguistic 
and educational support for 
prevalent demographics, including 
rural areas where Medicaid 
populations struggle with numerous 
social barriers and health 
outcomes.  







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 63 of 248  RFP #3260 
 


banks, to develop ongoing partnerships that provide needed services, supports and education 
to the members they serve. We have developed best practices, and continue to develop 
partnerships with a variety of both national and local or state community-based organizations, 
including: 


 County Social Service organizations 
 HELP of Southern Nevada 
 Local Homeless Alliances and 


organizations  
 Family Resource Center 
 Goodwill 
 Local Community Services Agencies 


 Project SEARCH 
 Catholic Charities 
 Continuum of Care (COC) agencies  
 Corporation for Supportive Housing 
 Women’s Resource Center 
 Local Food Banks 


University of Nevada, Las Vegas/Nevada State College Pre-Medicine Internship 
As part of the UNLV/NSC Health Improves Together Student Initiative, students intern with 
disease management (DM)/ health, education and wellness (HEW) clinicians for six months. 
This program gives our community's pre-health students an opportunity to become more 
aware of the very complex social determinants of health care operating in our community and 
what we need to do to improve the access to quality health care 
for our most vulnerable residents. The goal is to have a 
profound effect on their perspectives as they go through 
professional training in the future.  


Interns develop data and enhance outcomes with DM/HEW 
clinicians for our tobacco cessation program, asthma program 
and diabetes weight management support group.  


HELP of Southern Nevada Program 
The HELP of Southern Nevada Program provides permanent 
supportive housing for the chronically homeless/medically 
fragile which includes families. The services assist 
participants to overcome medical and behavioral health issues 
as they move toward self-sufficiency. We provide grants to 
assist this program in being successful and give our members hope and a positive experience. 
Services include: 


 


 Navigation 
 Bridge housing 
 Stabilizing supportive services 
 Life skills/health behavior education 
 Substance use treatment 


 Tenant-based housing 
 Medical: preventive and primary care 
 Home health 
 Social and emotional well-being 
 Behavioral health services 


We are actively 
researching curriculum 
offerings to train direct care 
workers. We have a 
national relationship with 
Goodwill and our intent is 
to identify the curriculum 
that is most effective and 
assist Goodwill with the 
resources needed to 
expand their services to 
help build capacity and 
expertise in the direct care 
worker workforce. 
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Figure 11. Supporting HELP’s Efforts to Provide Supportive Housing. May 28, 2015, HPN/UnitedHealthcare presents $20,000 
grant check to support HELP of Southern Nevada’s efforts to help Nevada families transition to permanent housing. Pictured: Abby 
Quinn, Chief Community Relations Officer for HELP of Southern Nevada, Kyle Clingo, Senior VP, HPN/UnitedHealthcare, Terry 
D’Antonio, President and Chief Executive Officer for HELP of Southern Nevada, Shelly Torres, Chief Financial Officer for HELP of 
Southern Nevada. 


Initiatives to Address Social Determinants in Nevada 
In the following sections, we describe three innovations we have implemented in other states 
that we will implement to address the social determinants that affect the care of Nevadans, 
such as housing and employment.  


Housing  
Our own data and national statistics demonstrate that lack 
of housing is a predictor for high health care utilization. In 
addition to employing a housing navigator in Nevada, we 
will pursue a contractual relationship with COC agencies in 
Reno and Las Vegas and the Balance of State agency. These 
contracts will allow the agencies to share data from their 
Homeless Services Management Information Systems 
(HMIS) that we can compare to member eligibility to further 
identify members who are homeless and using social 
services. Once identified, we will work with the COC 
agencies to help us locate and connect to the member. We 
have established contracts in Texas and are in negotiations 
in Nebraska and Rhode Island. We have worked with HUD to establish contracts that meet the 
COC needs while maintaining HIPPA requirements. HPN will work with the COC agencies to 


We have partnered with the 
Corporation for Supportive 
Housing and Dignity Health to 
operate a Supportive Housing 
Institute from June-October 
2016. The partnership will 
result in specific proposal for 
and funding to develop 
additional supportive housing 
units in Las Vegas. 
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create specialized programs for persons who are homeless and are frequent users of health 
care and social services to stabilize these members and help them obtain care in the 
appropriate setting rather than in ERs. 


In addition, we are leveraging our national partnership with the Corporation for Supportive 
Housing (CSH) in Nevada. We have had a national contract 
with CSH for the past three years. CSH in Nevada is 
assisting us with convening property owners and developers 
to explore existing and new opportunities for housing and 
housing support, along with creating a housing master list, 
and identifying funding sources for vouchers. Working with 
CSH, we expect to specifically have a list of supportive 
housing projects identified and potentially even funded by 
November 2017, beginning to address the chronic shortfall 
of affordable, supportive housing in Nevada.  


We will continue to explore opportunities to support the 
building of affordable housing through investment in the 
Low Income Housing Tax Credit program. As we have done 
in Texas, New York and Wisconsin, we help fund new 
projects or renovations of housing that will guarantee 
affordable rates for low-income families and individuals. We 
also participate in state-based Permanent Supportive Housing Institutes. 


Employment  
Employment leads to improved mental health along with decreased reliance on social services. 
We have a national partnership with Project SEARCH, an employer-led high school transition 
program. There are three existing Project SEARCH sites currently in Las Vegas. We will 
extend the email-mentoring program that we developed in coordination with Project SEARCH 
teachers and job coaches to these sites. The email-mentoring program matches our staff with 
interns for one year. Teachers establish weekly learning goals for the interns, they exchange 
emails with mentors, copying the teacher so that he/she can create a learning moment for the 
intern. The project increases computer skills (a frequently needed job skill) and focuses on 
connecting participants with a mentor who will share some insights on the hiring process, 
such as interview preparation. We serve as a Project SEARCH host site in Texas and we are 
preparing to implement a new program in Arizona in 2017. 


Coordinating Transportation through myRide 
Our experience nationally and in Nevada clearly indicates lack of reliable transportation as a 
key social determinant of health that interferes with a member’s ability to access care and 
determines the course a member takes when care is needed. To address transportation barriers 
in Clark and Washoe counties, we will launch myRide, a program dedicated to coordinating 
transportation needs for members. To operate myRide, we are creating the myRide mobility 
manager position to address transportation needs at a local level. This individual will be 
responsive to members’ needs, facilitating a smoother and faster response when addressing 
transportation issues. The mobility manager is critical to member outreach and assistance in 
gaining access to needed transportation services. The mobility manager will: 


As we have in other states, 
we will employ a housing 
navigator in Nevada who will 
have extensive local housing 
experience and contacts. The 
housing navigator will support 
our local health plan staff as 
they work with members who 
are homeless or precariously 
housed. In addition, the 
housing navigator will 
establish ongoing external 
contacts with housing 
authorities, public housing, 
local landlords and homeless 
services agencies, including 
COC agencies.  
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 Assess the member’s trip needs, develop an individualized trip plan and coordinate 
rides that contribute to the member’s well-being  


 Develop a plain language travel training program that will teach riders about the 
NEMT benefit and provide information about transportation alternatives to reach 
desired destinations 


 Coordinate with the state-approved non-emergent transportation vendor MTM to 
request and schedule rides for eligible members 


 Coordinate services with public transit agencies and human service agencies 
 Develop community partnerships and leverage existing transportation options to 


address the lack of transportation 
 Provide personalized transportation education and trip planning services 


PROMOTING DISEASE MANAGEMENT AND HEALTH EDUCATION AND WELLNESS  
Wellness is a continual process involving physical, emotional, intellectual and spiritual health; 
thus, we emphasize focusing on the whole person. Given that education is an integral part of 
preventive health and chronic condition management, we provide programs dedicated to 
improving the lifelong wellness for our members. Our goal is to prevent illness and to help 
members manage existing health concerns through knowledge and provision of tools they 
need to make self-care decisions and improve their quality of life. Recognizing the varied 
needs of our members, we offer health education programs in 
person, telephonically and through web-based methods. We 
believe education is best provided locally and personally and 
offer classes in multiple locations in Northern and Southern 
Nevada.  


Through our DM/HEW programs, we implement interventions 
for lifestyle modification and promoting healthy behaviors to 
address associated issues for which evidence-based guidelines indicate an effect on managing 
chronic illness (e.g., smoking, lack of exercise and poor nutrition). We provide health 
education to increase member knowledge and awareness of the disease, potential risks and 
complications, and methods of risk reduction and prevention of complications to promote 
healthy behaviors. Through these programs, we: 


 Empower members, in collaboration with their physicians, other health care 
professionals and community-based organizations, to effectively manage their 
conditions and associated risk factors and comorbidities 


 Provide members the knowledge and the tools they need to make self-care decisions, 
manage their chronic conditions and live a healthy lifestyle 


 Help members understand and actively participate in the management of their chronic 
condition and comorbidities, including adhering to provider treatment plans, managing 
medications and self-monitoring their progress 


 Improve physical activity tolerance and reduce or eliminate health risk factors, such as 
excess weight, obesity and smoking 


From October 2014 
through September 2015, 
we received 2,008 
referrals to our asthma 
and diabetes DM 
programs. 
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Figure 12. Educating Members about HEW Classes. We make sure our members know about the services available to them to 
help them manage their health care and live healthier lives. This brochure, available in English and Spanish, educates members 
about the HEW education classes and one-on-one consultations that are available and gives them information about how to attend 
a class or schedule a consultation. 


Implementing Evidence-based Health Promotion and Education Activities 
We follow nationally recognized components for chronic disease interventions, including 
population identification/stratification processes; collaborative practice models; patient self-
management education processes; evidence-based practice guidelines, process and outcome 
measurements; and internal QI processes. These are the guiding principles that we have 
established as the strategic approach for addressing individualized service needs for members. 
We assess the characteristics of the population and ensure the initiatives and programs we 
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have established are holistic in nature and they will empower members to be active 
participants in their health care. Considerations include: 


 Interventions that can promote effectiveness of care 
 Interventions that can yield evidence-based results 
 Potential for improved quality of life 
 Initiatives that cross multiple disease 


categories 
 Ability to enhance or influence provider 


effectiveness 


We developed specific evidence-based disease 
management interventions and proprietary strategies 
to maximize success for members with chronic 
conditions. Our clinical experts incorporate current 
clinical practice guidelines and recommendations 
from professional organizations (e.g., American 
Diabetes Association, National Heart, Lung and 
Blood Institute; Disease Management Association of 
America, the American College of Obstetricians and 
Gynecologists and the Agency for Healthcare 
Research and Quality) into our disease management 
education program. 


How DM/HEW Engages and Supports our Members 
We provide services into all types of population health 
and care coordination. We use every touch point as a 
potential educational moment and to coordinate care 
with other health care professionals. We developed a 
variety of methods to identify members that may 
benefit from engagement in a disease 
management/health education and wellness program. 
As we discuss in the following section, we rely on 
Health Survey Forms of new members; analysis of 
claims, encounters, laboratory and pharmacy data; 
monitoring of standard quality measures, such as 
HEDIS; and internal and external referrals.  


Identifying New Members through Health Survey Forms  
We identify new members for engagement in a DM/HEW program through the Health Survey 
Form. The Health Survey Form enables us to learn more about the member, including his/her 
medical and behavioral health needs. When a member submits a completed Health Survey 
Form to us, our CHWs contact the member to make sure they receive timely access to the 
appropriate care and services. The CHW reviews the member to ascertain if their needs 
include referral to DM/HEW and case management or behavioral health services.  


Our experienced DM/HEW staff 
forms the foundation of our health 
education and promotion programs 
for the State and enables us to 
identify members, engage them and 
provide them with the tools they 
need to help them manage their 
health thereby improving outcomes.  
Our staff is comprised of 
professionals dedicated to teaching 
people the skills needed for lifelong 
health and includes: 
 Registered Dietitians (RD) 
 Certified Diabetes Educators 


(CDE) 
 Registered Nurses (RN) 
 Bachelor of Science in Nursing 


(BSN) 
 Adult, Pediatric and Neonatal 


critical care nurse (CCRN) 
 Certified Asthma educator (AE-C) 
 Licensed Alcohol and Drug 


Counselors (LADC) 
 Board Certified Specialist in 


Gerontological Nutrition (CSG) 
 Certified Health Education 


Specialist (CHES) 
 Certified Lactation Counselors 


(CLC) 
 Certified Personal Trainers (CPT) 
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Identifying Members with Asthma or Diabetes through the Disease Management Registry 
We use our DM Registry to identify members with asthma and diabetes as high, moderate or 
low risk. We identify members with these conditions through analysis of claims, encounters, 
laboratory and pharmacy data. Each month, we run an automated algorithm through our data 
warehouse to capture relevant claims and encounters, HEDIS data, pharmacy and laboratory 
data from the previous 12 months. We use the information to populate our electronic DM 
Registry that includes member demographics and the utilization history of individuals with 
either of these conditions. DM/HEW staff has access to Registry information to determine the 
appropriate level of condition-specific interventions. Members identified in the DM Registry 
are risk-stratified using variables, such as HEDIS measures, claims experience, inpatient and 
ER utilization or co-morbidities, over the past 12 months.  


Monitoring Required Preventive Screenings, Tests and Exams  
The DM and HEW programs help to close gaps in care for 
our members during one-on-one consult. Our health 
education staff has access to a database system called CORE, 
which lists those preventive screening, tests and exams the 
member needs to complete. This system allows the RN or 
Registered Dietitian (RD) to assess and order screenings 
within their scope of practice to help the member better 
manage their condition.  


Educating Providers about our Programs 
We understand the significance of communicating with our participating providers about the 
importance of DM/HEW services. We educate providers about our engage their members in 
DM/HEW programs through the Provider Guide, provider advocates, our HEDIS RN team, 
fax blasts and on-site presentations. 


Internal and External Referrals 
The DM/HEW team collaborates with other HPN departments, including our Behavioral 
Healthcare Options (BHO) department, Continuity of Care department (CHWs, complex case 
management, Telephone Advice Nurse service) and other programs, such as our Care For Me 
Program, to deliver coordinated education and support to our members. Referral sources 
include: 


 New Medicaid members who report having diabetes or asthma on the Health Survey 
Form are referred to DM for asthma, diabetes or cancer. 


 The HEW department works closely and meets regularly with our CHWs to identify 
Medicaid member-specific needs, community issues and opportunities for health 
education. 


 Utilization management (UM)/case management referrals r to DM by our UM and 
case management staff (including inpatient case managers in the hospital). 


 All providers may refer individuals to the DM program via telephone or fax. Providers 
may submit referrals using the electronic health record system.  


 Health plan members may self-refer to the DM/HEW program to receive condition-
specific education and RN health coach communications, if appropriate. Members may 
contact the program via telephone or fax.  


In 2015, our annual 
mailing communicated 
the benefits of our DM 
program to approximately 
28,000 Nevada members 
with diabetes and 9,500 
members with asthma. 
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 We analyze HEDIS rates for major clinical indicators by racial and ethnic group, and 
review and evaluate racial, ethnic and primary language data for Medicaid members to 
determine health care disparities and develop interventions based on the data. 


 To help align our BHO with DM/HEW we have internal protocols in place to refer 
members to BHO if a member threatens to hurt himself /herself. 


 Well Care pharmacists can make a referral to us before the member leaves the 
hospital. When we receive the referral, we: 
• Make an initial call to the member on the same day referral was received from 


pharmacist 
• If we do not reach the member on the first attempt, our scheduler makes follow-up 


calls every two days for three attempts.  
• When we reach the member, we offer an appointment within one to three days to 


follow up with the RN for either an asthma or diabetes telephone consult  


We prioritize referrals for DM/HEW engagement as follows: 


 Urgent: Member receives initial call on the same day referral was received. Follow-up 
calls are made every two days for three attempts. We offer an appointment within one 
to three days. 


 ASAP: Member receives initial call within one to two business days of receiving 
referral. Follow up calls are made every two days for three attempts. We offer an 
appointment within three to five days. 


 Routine: Scheduler calls from DMP lists daily as workload permits. We make follow-
up calls every seven days for three attempts. 


To better connect with members in ways that meet their needs, we: 


 Conduct email and texting outreach for members to receive information on the 
importance of preventive screening, tests and exams and their frequency. 


 Provide a toll-free telephone number for our member services department, which the 
representatives can use to refer members directly to our DM/HEW programs. 


 Provide a 24-hour Telephone Advice Nurse service that includes assistance for mental 
health/substance abuse and transportation.  


 Conduct ongoing evaluation of the DM program to improve the programs we deliver to 
members. We do this through review of member status in compliance with HEDIS 
measures related to diabetes and asthma, by assessing hospital and ER visit status 
following completion of the DM program and by conducting a satisfaction survey of 
members enrolled in the DM program at least annually. 


Collaborating with Southwest Medical Associates to Deliver Education to Members 
We receive referrals to our DM/HEW programs from our SMA providers through our 
Automated Referral System (ARS). The SMA providers and our DM/HEW team use the 
member’s electronic medical record (EMR) to document member care plans, goals, and 
activities in condition management and DM/HEW program enrollment. This enhances the 
level of care the member receives from the SMA provider and our DM/HEW team. Our 
DM/HEW educators communicate directly with the member’s SMA provider by creating a 
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chart note in the EMR. The SMA provider can electronically review the chart noting, which 
outlines member participation, progress and program completion. This helps the SMA 
provider and our DM/HEW teams maintain continuity of the member’s care. 


Maintaining coordination of care with the member’s SMA provider helps to improve member 
engagement with his/her provider and the member’s management of his/her condition in 
collaboration with the SMA provider. Our DM/HEW educators emphasize with members the 
importance of maintaining a close relationship with their provider for preventive visits, 
completing laboratory tests and scheduling follow-up exams. Our goal is to help the member 
understand the value of building relationships with his/her health care team so the member 
can appropriately use health care services and experience improved quality of life. 


Disease Management and Health, Education and Wellness Programs  
Our goal is to prevent illness and help members manage existing health concerns. In this way, 
our efforts help members “self-direct” their efforts through the education and tools we 
provide. Our DM/HEW programs offer a holistic approach to educating our members. Our 
clinical staff designs evidence-based programs tailored to meet the needs of different ethnic 
groups with the understanding of the impact of health disparities.  


For example, due to high volume of Spanish speaking members, we provide in-person Spanish 
interpretation services during our classes and our clinical staff has access to the language line 
when conducting telephonic or face-to-face consults. We also develop educational materials 
with a targeted approach at or below an eighth-grade reading level that include visuals to 
reinforce the educational message. We incorporate chronic condition education regarding 
evidence-based preventive care by customizing programs to deliver condition-specific 
interventions.  


As presented in the following table, we currently implement 12 health promotion and 
education programs to facilitate the provision of timely and appropriate health care to Nevada 
members. In the most recent 12 months, 2,640 of our Medicaid members participated in our 
various health education programs.  


Program Brief Description 
Asthma - Adult (ages 
16 and up) 


This program helps members understand asthma and how to take 
control. Topics taught include triggers and treatments, medications and 
self-care. 


Asthma - Child (ages 
1 to 15) 


The program focuses on recognizing the signs and symptoms of an 
asthma episode and the steps to make living with asthma manageable. 


Cancer Nutrition Education is provided on 19 different types of cancer, general cancer 
nutrition, cancer prevention and managing cancer symptoms, including 
nutrition, physical activity, risk factors and screenings related to cancer. 
Members learn strategies of coping with cancer and special 
considerations for cancer survivors. 


Pre -Diabetes This class teaches the basics of preventive care through understanding 
what pre-diabetes is, empowering the member to make healthy food and 
activity choices, reducing risks for future complications, and setting 
smart goals. 


Exercise Through this dedicated exercise class members can improve flexibility, 
mobility and balance without having to rely on specialized equipment. 
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Program Brief Description 
Understanding Insulin 
and Insulin Self-
Management 


This class provides education on insulin management and learning the 
proper skills for administering, storing and the timing of insulin. 


Grocery Shopping 
Tours 


The goal of this program is to educate a member that making simple 
changes in food choices at the grocery store can make a big impact on 
overall health. In this two-part class series, members learn the basics in 
meal planning, reading a food label, what to look for from each section of 
the store and how to shop from a budget. Selecting foods can become a 
more enjoyable experience instead of a chore. Members are given the 
tools to navigate the grocery store and example recipes to plan healthy 
meals successfully. Participants receive a workbook upon starting the 
program. Upon completion of the class, participants also will receive a 
free bag of groceries.  


Heart Health The program help members maintain heart health by understanding risk 
factors such as blood pressure, cholesterol and triglycerides, reducing 
weight, exercise, taking medications correctly, reducing tobacco and 
alcohol use and eating from a balanced food plan. 


Lactation Members learn proper breast-feeding techniques, milk production and 
colostrum, guidelines to reduce fullness discomfort, safe handling of 
expressed milk breast pumps, storing and transporting breast milk. 


Pregnancy This course emphasizes good nutrition habits, proper weight gain, 
personal and home safety, exercise, coping with stress, emotions and 
discomforts of pregnancy. The course also covers baby’s health care 
needs during first year of life. 


Tobacco Cessation 
Program 


This program includes an evidence-based treatment plan, one-on-one 
consultation with a tobacco cessation counselor, three months in a 
personalized behavior modification program, three months of 
personalized medication (depending on assessment), and member 
follow-up as needed. 


Weight Management - 
Adult 


During this course members develop a personal plan to make positive 
changes in eating and exercise habits to achieve healthy and permanent 
weight loss. 


Asthma Program 
Our comprehensive asthma program focuses on adult and 
pediatric members with asthma. The goal of the program is to 
educate and encourage members to change their behavior so 
that they can self-manage their disease and improve overall 
health and well-being. Our DM asthma program allows 
members to speak telephonically with an RN certified asthma 
educator (AE-C). This RN works closely with the member to 
develop an asthma action plan for any child to adult member 
ages 5-65. This program provides members with special tools 
and techniques to help them better understand asthma, asthma 
triggers and medication. If appropriate, the member will be 
invited to participate in our Peak Flow Meter Program, with weekly phone calls from our RN 
lasting approximately 12 weeks, to help the member better control his/her asthma.  


Our Asthma Peak Flow 
Program provides 
participants with a peak 
flow meter. The member 
is called once per week 
for a total of 12 weeks to 
obtain peak flow readings 
and provide education 
about asthma, asthma 
medications and their 
customized asthma action 
plan. 
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Our DM/HEW teams teach asthma classes: one geared toward adults with asthma and the 
other to provide both the parent and child with information on how best to manage his/her 
asthma. Our certified asthma educator participates in teaching the class along with a health 
educator. Topics include triggers and treatments, asthma medications, peak-flow meter 
distribution and education and self-care. 


We also provide educational opportunities to asthma members in other ways. We held a World 
Asthma Day event at our Corporate Campus in May 2016 that included a physician 
presentation on how to control asthma and using best techniques for asthma devices. We also 
mail educational materials to members annually, which provide information on various 
asthma topics, such as items to address before children with 
asthma go back to school or attend college. Additionally, our 
certified asthma educator attends many community events 
throughout the year to provide education to community 
members on asthma triggers, how to self-manage their disease, 
and to promote the DM/HEW asthma programs.  


Through our community partnership with Nevada American 
Lung Association, our certified asthma educator presented “10 Easy Steps to Understanding 
Asthma” at the Nevada American Lung Association Conference in March 2016. In July 2016, 


our certified asthma educator presented to children between 
the ages of 7-12 at the Airway Avengers camp at the Springs 
Preserve, sponsored by the Nevada American Lung 
Association. Our certified asthma educator educated the 
children about asthma medications and showed them how to 
use an aerochamber and a peak flow meter. All the children 
received aerochambers and peak flow meters free of charge. 
In addition, our registered dietitian attended and spoke with 
the children about healthy eating. 


We employ an RN 
certified asthma educator 
(AE-C) to deliver asthma 
education and work with 
members to develop 
asthma action plans. 


We partnered with the 
Nevada American Lung 
Association to provide 
education about asthma 
and presented to children 
at the Association’s 
Airway Avengers camp at 
the Springs Reserve. 
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Figure 13. Child and Adult Asthma Classes. We provide regularly scheduled asthma classes that teach members how to take 
medications and use devices, such as inhalers. We also provide members with a $10 gift card after attending their first class. 
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Diabetes Program 
Our members with diabetes have access to the DM 
Diabetes Fresh Start program. DM emphasizes 
prevention of exacerbations and complications using 
evidence-based practice guidelines. RNs who have 
national accreditation as certified diabetic educators 
(CDE) staff the DM program. In this program, the 
member works with an RN who telephonically helps the 
member control his/her diabetes. The RN and member create a personalized plan to help the 
member achieve his/her health goals and manage his/her diabetes, with the RN providing 
ongoing support and motivation by phone. Additionally, the RN will help the member better 
understand his/her medication and disease and answer any health questions that the member 
might have. Members with diabetes also have access to classes offered by HEW on how to 
control diabetes and eating healthy. Our registered dietitian helps the member meal plan to 
improve; blood sugar, blood pressure and cholesterol numbers. Discuss eating variety of 
different foods and watching portion sizes. 


 
Figure 14. Diabetes Education. We offer diabetes classes and one-on-one consultations to teach members about their condition, 
including how to control diabetes and eat healthy. 


Our American Diabetes 
Association-certified diabetes 
education program helps 
members self-manage their 
diabetes process. 
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We encourage members with diabetes to attend HEW classes providing them with information 
on diet, exercise, blood glucose monitoring, etc. The member works with case management 
provided by the DM team. We assess each member individually either placing the member in a 
three-week class, 12-week telephonic or six-month program. 


We educate our members with diabetes on how to self-manage their disease process. Together, 
the DM/HEW clinical teams are able to engage and follow the member for six months. The 
American Diabetes Association (ADA) certifies our six-month diabetes program. The ADA is 
the largest and most widely known organization in the field of diabetes and is one of the 
National Accrediting Organizations of Diabetes Self-Management Training (DSMT) 
programs by CMS.  


Our ADA-certified program design includes:  


 An initial consultation with a RD and a certified 
diabetes educator (CDE) to assess prior health history 
and to determine an individual program focus for 
successful diabetes self-management. The member 
meets with the RD for in-depth one-hour clinical 
assessment of his/her diabetes and enrolls the member 
in our six-month ADA program. 


 The member attends a three-week diabetes class taught 
by a RD. 


 An RN attends the last session of the three-week diabetes class to provide an overview 
of and enroll the member in our 12-week DM telephonic diabetes program. 


 The RD and RN continue to monitor the member, including engaging the member’s 
PCP, as needed, to help the member manage his/her diabetes.  


 At the end of the program, the RD follows up with the member for a final assessment 
of the member’s ability to successfully manage his/her diabetes.  


Helping a Member Manage His Diabetes 
Jacob* is a 22-year-old member in Nevada with Type 1 diabetes with a very high A1c level of 14.2. Jacob 
hadn’t been taking insulin or checking his blood glucose levels and was using antiquated insulin doses. 
An endocrinologist had not seen him since he was 16 years old. 
Our CDE built a rapport with Jacob and enrolled him in our Diabetes Fresh Start program. He is 
participating fully in the program, and has re-engaged with his PCP and endocrinologist. He feels that his 
endocrinologist is his partner in managing his health. 
Today, Jacob is consistently checking his glucose level several times a day and is injecting insulin as 
prescribed. At his last endocrinology appointment, the doctor estimated his A1c is now 10, a significant 
improvement. Jacob is motivated to manage his diabetes. He is engaged in conversations with our CDE 
and asks high-level questions. He reports feeling much better!  
* Name changed to protect privacy. 


To combat the growing 
diabetes epidemic, we 
offer a “pre-diabetes” 
class that teaches the 
member the basics of 
preventive care through 
an understanding of what 
pre-diabetes is, making 
healthy food and activity 
choices, reducing risks for 
future complications and 
setting smart goals. 
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Figure 15. ADA-recognized Diabetes Program. Our program provides an initial consultation to assess health history and 
determine individual program focus, three class sessions and follow-up appointments for up to six months. 
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ZIP Code Project to Address Childhood Obesity 
Childhood obesity is a growing issue in the United States. According to the Centers for 
Disease Control and Prevention, approximately 17 percent of children and adolescents aged 2-
19 years are obese. Obesity is highest among children from low-income families. In Nevada, it 
is 13.3 percent among children in families with an income-to-
poverty ratio of less than or equal to 50 percent. Out of 13,963 
of our pediatric members (across all of our lines of business in 
Nevada) with BMI values greater than the 85th percentile, 
7,229 are Medicaid (52 percent). 


Given the increasing opportunity for improving child nutrition 
and reducing obesity rates, we have identified densely populated 
regions of Southern Nevada where there is a need for child nutrition programs. Using the 
Children and Adolescents’ Access to Primary Care Practitioners (CAP) HEDIS measure we 
determined the location of the largest number of Medicaid pediatric members and correlated it 
with the ZIP codes of those members with BMIs in the 85th and 95th percentiles. 


ZIP Codes of Those Members With BMIs in the 85th and 95th Percentiles 
Rank Zip 


Codes 
>85th 


Percentile 
>95th 


Percentile 
BMI Access Measure 


(CAP) 
1 89110 397 635 1,032 3,745 
2 89031 320 388 708 1,908 
3 89108 294 389 683 3,111 
4 89115 253 412 665 3,888 
5 89032 200 318 518 1,727 
6 89030 189 318 507 3,919 
7 89121 211 289 500 2,119 


Our experienced HEW staff designed the ZIP Code Project to help members make healthier 
food choices in densely populated regions.. Health educators visited various grocery stores, 
convenience stores and dollar stores in the targeted ZIP codes to determine the healthiest 
options available while shopping on a budget. A healthy grocery-shopping list was developed 
to use in health education classes, including child nutrition and grocery shopping tours in the 
area.  


Members were provided with a healthy shopping list, a tour of local stores and guidance for 
shopping on a budget. This initiative was the direct result of understanding the community, 
the health needs and health discrepancies of members, along with an innovative data analysis 
that educated and engaged members. In addition to our previous educational shopping 
classes, we hosted a Spanish family grocery shopping tour class in the targeted ZIP codes with 
our CHWs in August 2016. Text blasts marketing the class were sent to members within 20 
miles of the grocery store. We also worked with the Boys and Girls Club to offer child 
nutrition classes in the targeted ZIP codes in August 2016. 


Promoting Preventive Care for Children through our Citibank Gift Card Program 
In an effort to promote preventive care for our pediatric Medicaid members, we launched a 
Gift Card program. Members are mailed information about our Citibank gift card, which 


Through our community 
partnership with Positively 
Kids we invite Medicaid 
families to attend HEW 
child nutrition classes.  
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rewards members with a $10 gift card upon completion of a well-child visit or immunization 
update. From July 2015, when the first round of mailers was sent to members, through March 
2016, 12,672 members had completed the required well-child visit or immunization update and 
received a gift card. We are seeing consistent increases in HEDIS rates for well-child visits in 
each age group ranging from 4.7 to 33 percent for HEDIS 2016.  


 
Figure 16: Promoting preventive care. We promote preventive care for pediatric Medicaid members by sending a mailer, 
explaining how a member can receive a gift care by completing a well-child visit or updating immunizations. 


Postpartum Pregnancy/Lactation Program 
We empower expecting mothers to be to take responsibility for managing their care and 
encourage them to learn about staying healthy and safe by participating in special programs 
that emphasize good nutrition habits, proper weight gain, personal and home safety, as well as 
exercise during pregnancy. We help the member cope with stress, emotions, and some of the 
discomforts of being pregnant. Our RD explains why breast-feeding is an excellent choice for 
a baby’s health and how to get started and be successful. This 
program is great for both experienced and first-time moms. 
We also invite support persons to the class. 


We provide certified lactation counselors (CLC) who meet 
with the member and her baby post-birth in one-on-one 
lactation sessions. During the personal session, the CLC 
works with the mom to understand how to position the baby 
and latching-on, mastering the first week—milk production, 
colostrum, guidelines to reduce fullness discomfort; how to 
know if there is enough milk, safe handling of expressed milk 
such as methods of expressing milk, breast pumps, and 
guidelines for storing and transporting breast milk. This 
program also covers returning to work or school and current 
recommendations for feeding.  


To ensure the member follows-up with a lactation and postpartum visit our healthcare 
informatics department sends a weekly report to the HEW scheduling team. The report is also 
sent to both the obstetrical case management team and the senior Medicaid project 


Our Cribs for Kids 
initiative engages women 
during pregnancy. If they 
complete their prenatal 
visits moms receive a 
portable crib shipped 
directly to them. We also 
follow up with safe sleep 
education. Between May 
2015 and May 2016, 
Pack-n-Plays were 
deployed to 88.74 percent 
of the HEDIS-eligible 
population enrolled in the 
Cribs for Kids program. 
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coordinator as well. The HEW scheduler does phone outreach and will warm transfer the 
member to their OB/GYN, PCP and/or SMA scheduling department for the postpartum visit. 
The scheduler offers lactation consultation time. If the HEW scheduling team cannot reach 
the member by telephone, after three unsuccessful attempts are made, a letter is sent to 
member. From July 2015 through June 2016, 65 members received lactation education. 


 
Figure 17. Providing Breast-Feeding Support. We provide certified lactation counselors to provide one-on-one sessions to moms 
who need help breast-feeding. We educate members about this program and provide them with the information they need to 
schedule a one-on-one consultation. 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 81 of 248  RFP #3260 
 


Safe Sleep Video 
To promote safe sleeping positions for infants we provide a link to a safe sleep video on our 
website, babybounty.org/safe-sleep-information. Baby’s Bounty is a founding member of the 
national Coalition against Unsafe Sleep Environments (CAUSE) in partnership with the 
private, nonprofit, consumer and government sectors working on the issue of infant safe sleep. 
In addition, the health educators show the video to members during the Healthy Expectations 
pregnancy class. 


Medical Nutrition 


Our RDs provide medical nutrition consultations on a wide range of medical nutrition topics, 
including but not limited to, cancer nutrition, bariatric diet, hypoglycemia, malnutrition, 
celiac disease, renal diet, food allergies, tube feeding and other gastrointestinal conditions. 
From July 2015 through June 2016, 65 members received medical nutrition counseling. 


In coordination with our physician specialists, we educate members in preparation for 
bariatric surgery to achieve a successful outcome. Bariatric diet dictates the way members deal 
with food after bariatric surgery. The RD covers not only the types of foods member should 
eat, but also when and how to eat them. Goals are discussed, including recovery from surgery, 
healthy weight loss, adequate liquid, protein and nutrients. The bariatric diet takes the 
member step-by-step from the time immediately following surgery to a life-long maintenance 
plan. The timing and specifics of each step will vary according to which surgery the member 
has and the doctor recommends. From July 2015 through June 2016, 482 members received 
bariatric education. 


Providing Bariatric Medical Nutrition Education 
Jennifer* is a member who weighed 290 pounds and was 5 feet tall, which means her BMI was 56.8. She 
is diabetic, using insulin and was taking 70-80 units of Novolin three times daily with meals. Referred by 
her provider, we engaged Jennifer in our bariatric medical nutrition program and within three visits over 
two months, she lost 21 pounds and her BMI was down to 52.6. Additionally, her blood sugar improved 
allowing her to reduce her Novolin by 25 percent. Jennifer continues to make great progress, increasing 
water intake, changing her meal habits and is preparing to start water aerobics. 
* Name changed to protect privacy. 


Our HEW department offers cancer nutrition and education handouts for members. The 
materials focus on nutrition, supplements and physical activity. In addition, our RDs provide 
one-on-one consults to offer cancer nutrition and education for the following cancer 
diagnoses: 


 Breast  
 Colon and Rectum 
 Mouth, Pharynx and Larynx 
 Nasopharynx 
 Esophagus 
 Lung 
 Pancreas 
 Gallbladder 
 Liver 


 Ovary 
 Endometrial 
 Cervix 
 Kidney 
 Bladder 
 Skin 
 Stomach 
 Leukemia 
 Prostate 
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Figure 18. Child Nutrition Education. This program helps parents and children learn to make healthier choices and stay active 
throughout life. The program is geared to children ages 7-11 years old and includes six weekly one-hour class sessions. 
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Weight Management Education 
In addition to medical nutrition, with the obesity epidemic in Nevada, we created weight 
management courses that are demonstrating success. We help members find the motivation to 
lose weight and maintain the loss.  


 Through our three-week weight management class, members develop a personal plan 
to make positive changes in eating and exercise habits to achieve healthy and 
permanent weight loss. We help members identify environmental and emotional 
triggers to take control of habits and improve self-esteem. Our class meets once a week 
for three weeks, two hours each session. From July 2015 through June 2016, 262 
members received weight management education. 


 Our Weight Matters Support Group meets weekly for 26 weeks. Members may join or 
leave the group at any time. Group sessions are offered at set times and locations each 
week. This focuses on a combination of nutrition and fitness, while incorporating a 
positive learning environment. You can learn behavior modification and life skills to 
promote a high quality of life. From July 2015 through June 2016, 89 members 
received weight management education through the support group. 


Tobacco Cessation Program 
We have the most successful Tobacco Cessation Program in Nevada, with a quit rate of 67 
percent for members who completed the program and remained tobacco-free 12 months later.  


We screen members for tobacco use at each SMA PCP visit and the response is documented in 
the member’s medical record. Our HEW department receives a monthly smoking audit report 
of all the members that answer ‘yes’ to smoking or using tobacco. Of those that answer yes, 
the provider gives the member a Tobacco Cessation Program flyer and can place a referral to 
us in our Automated Referral System (ARS) or the member can 
call us to self-refer. The member receives a text message letting 
him/her know about the program and our scheduling team can 
outreach to the member over the phone.  


Our scheduling team is successful in getting our members to 
attend the initial orientation by letting the member know it is 
their choice to join the program. They encourage the member to 
attend the orientation to meet the counselor and hear about the program. The Licensed Drug 
and Alcohol Counselor (LADC) provides an overview of the Tobacco Cessation program. We 
have found that by inviting members to attend the orientation and not put pressure on them to 
participate in the program, we have a high enrollment rate in the program. Ninety percent of 
members that attend the orientation enroll in the program.  


We provide our members with at least two quit attempts a year as part of our three-month 
Tobacco Cessation Program. The program is led by LADCs that provide effective intensive, 
individual and group counseling, as defined by the U.S. Public Health Services Clinical 
Practice Guideline on Tobacco Dependence Treatment.  


The program includes:  


 Initial orientation to learn about the program 
 One-on-one assessment and treatment plan developed for each participant 


In the 12-month period 
ending June 30, 2016, 
2,140 members attended 
a HEW class and 1,218 
members attended a one-
on-one consult. 
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 Treatment plan includes education, support and possible medication therapy. Members 
are given and sign an acknowledgement of TCP medication side effects 


 Three-month treatment program for medication, including Chantix®, Zyban®, nicotine 
replacement therapies (NRT) of the patch, gum and lozenge and inhaler 


 Participants are encouraged to attend at least 10 of 12 educational sessions in the form 
of group and one-on-one sessions, but participants may attend as many sessions as 
needed 


We also give members the opportunity to participate in the Tobacco Cessation Program via 
webinar. From July 2015 through June 2016, 183 participated in our Tobacco Cessation 
Program. 
A Member’s Experience Quitting Smoking 
Letter from our Nevada member: 
I was diagnosed with Type II Diabetes almost 10 years ago. My doctors advised me to exercise and 
above all quit smoking. Me quit smoking? Ha, not me! I woke up at 4:30 a.m., my usual time for work, had 
some coffee and my usual 4-5 cigarettes, but something was wrong. I had no feeling in my right hand and 
up my arm. I thought I had slept on it wrong, but after an hour or so my feeling hadn’t returned. My son 
drove me to the hospital and after a series of tests the doctor told me I had suffered a stroke. I stayed in 
the hospital three days. Doctor’s orders kept me home for another two months along with therapy. 
During that time I went to my podiatrist and he said the ulcer I had on my big toe wasn’t getting better and 
that I would have to have it amputated! The circulation in my foot was getting worse and my doctor told 
me again to quit smoking or lose my feet and leg. I had three more surgeries within the next five months. I 
lost all my toes on my left foot. The last surgery took half my foot! 
Now I was forced to quit smoking. I needed real help and a good support group. I met with HEW to be a 
member of a tobacco cessation group. I was very skeptical of the Tobacco Cessation Program. After all, I 
smoked for 45 years. I went to my first meeting. The LADC was welcoming everyone as they walked in. I 
had a warm feeling. Everyone was eager to hear the day’s lesson. I listened to what everyone had to say, 
even us newbies. The support in my group is more than I ever expected. 
That week I was given Chantix to start my three month program. Would it work? Do I have the strength 
and will power to quit? It was one of the biggest struggles I had to make. Between the support I got from 
the group and the motivation I received from the LADC, I am very proud to wear my “Smoke Free” 
bracelet and say “I’ve been a nonsmoker for seven months.” I have good circulation in my feet and the 
doctor told me everything looks good. 


Stress Management 
We recognize stress has an impact on health. Therefore, we created the stress management 
course where members learn to improve their state of well-being. In this series of three classes, 
the members learn to identify the physiology of stress and how chronic stress can negatively 
affect the body if not managed properly. Topics discussed during our sessions include: 


 Stress reduction and changing 
thinking patterns 


 Nutrition and physical activity 


 Anger/fear management 
 Importance of sleep  
 Relaxation techniques 
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Figure 19. Stress Management. This series of three classes helps members learn to identify the physiology of stress and 
understand how chronic stress can negatively affect the body if not managed properly. We offer this program in partnership with 
SMA. 
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 HIGH-RISK OB CASE MANAGEMENT PROGRAM 
As we discuss in detail in our response to Section 4.1.12.1.D, we 
have a maternity management and high-risk obstetrician (OB) 
case management program that promotes healthy birth outcomes 
for all pregnant members. We take affirmative steps to identify 
pregnant members early in their pregnancy and assess and risk 
stratify those members, enabling prospective outreach and 
education and engagement in our high-risk OB case 
management program, as needed. Our program comprises four 
distinct, but coordinated components that address each pregnant woman’s health, wellness 
and education needs throughout her pregnancy. They include: 


 Educational materials: The more informed the pregnant woman is the more likely 
there will be healthy outcomes. Our education topics include normal pregnancy, 
recognition and reporting of signs and symptoms of potential complications, lifestyle 
and preventive health counseling, and increased awareness of community resources. 
We send all pregnant women our prenatal packet, written in English and Spanish, 
which includes educational materials on variety of topics, such as car set safety, 
lactation, pregnancy warning signs and postpartum care. 


 Outreach: We have a dedicated team of local outreach staff and OB-experienced case 
managers, living in Las Vegas and Reno, who are specifically assigned to facilitate the 
health care and services for pregnant members. Our staff identifies pregnant members 
who are high risk to make certain that all of their health care needs are met.  Our 
outreach staff continue to contact and monitor these members throughout their 
pregnancy. We provide follow-up with safe sleep education and continue to bring 
awareness to the importance of completing their post-partum visits. We also promote 
our HEW programs related to pregnancy/lactation. 


 Encouraging preventive health engagement: We offer a suite of interactive health and 
wellness text messaging programs that encourage preventive health engagement, such 
as reminding pregnant members to attend the recommended prenatal and postpartum 
visits for themselves and their baby. We provide two texting programs to engage 
pregnant members:  
• Text4baby is a free service for pregnant women and new parents that delivers tips 


and support via text messages throughout pregnancy and the baby’s first year. 
Topics include exercise, fitness and nutrition; labor and delivery; car seat safety; 
and breast-feeding. Women who sign up for the program receive texts two to three 
times a week. Messages are customized to specific milestones, such as a woman’s 
due date or the baby’s date of birth.  


• Text4kids focuses on the importance of attending well-child visits, immunizations 
and screenings and provides friendly reminders when these visits are due.  


  


We provide a $25 
postpartum incentive to 
OB/GYN providers 
when a member 
completes their 
postpartum visit 21-56 
days after the delivery 
date. 
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 Cribs for Kids incentive program: We offer an all-
encompassing incentive program for all of our pregnant 
members, engaging pregnant women and providing 
incentives to encourage them to complete their prenatal 
visits. In this program, we provide safe sleep education 
and continue to bring awareness to the importance of 
completing post-partum visits. Our comprehensive 
incentive program includes a free Graco Pack ‘n Play® 
and a free pack of diapers when our member completes a 
certain percentage of her prenatal and postpartum visits. 


 High-Risk OB (HROB) case management: For our 
members experiencing a high-risk pregnancy, HROB case management provides a 
collaborative set of interventions and activities, including assessment, education, 
communication, planning, facilitation, care coordination, evaluation, and advocacy for 
services that addresses their health care needs. This program improves the quality and 
cost-effectiveness of maternity care, improves birth outcomes and provides continuity 
of care for all concerned. In addition to the programs discussed previously, we assign 
our high-risk members to an OB-experienced high-risk case manager to collaborate 
with the member, the member’s OB/GYN provider and service providers and 
community-based organizations to manage her care and help ensure the delivery of a 
healthy baby.  


Through our Cribs for 
Kids program, we 
enrolled nearly 1,000 
members during 2015-
2016, deployed 400 
Graco Pack ‘n Play 
cribs and improved our 
HEDIS rates for 
frequency of prenatal 
care to support quality 
prenatal services. 
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Figure 20. Educating New Moms about Caring for Their Baby. We provide new moms with information about caring for their 
baby, including connecting with their PCP, the importance of attending well-child visits and providing a schedule of well-child visits, 
immunizations and other screenings that they should schedule and attend. We provide this education in English and Spanish. 
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PARTNERING WITH COMMUNITY-BASED ORGANIZATIONS  
Recognizing that member outreach, participation and education is vital to successful member 
education, we have developed many collaborative relationships with organizations that serve 
our Nevada Medicaid members. Our partnerships with these organizations address and 
minimize social issues that affect the health of our members. These local organizations 
identify where health disparities exist and can be improved. Our targeted outreach initiatives 
assist members to achieve the following:  


 Improve health outcomes and quality of life  
 Support healthy lifestyles through targeted condition education and preventive health 


initiatives  
 Manage chronic health conditions and other targeted health conditions  
 Provide opportunities for member access to health education programs through 


community partnerships  


We contact our members and their loved ones through community events and health fairs, 
thus supporting new and continued educational opportunities. We work with community 
organizations, such as community centers, senior programs, family and children programs, 
social service referrals, culturally diverse programs and schools. We attend interagency 
meetings in many of the communities we serve, comprising representatives from community-
based organizations, faith-based organizations, city and county public health or service 
providers, behavioral health providers and others, as a way to share information and 
resources. Some examples of our outreach initiatives that we have implemented across Nevada 
include: 


 Attending local Homeless Alliance provider meetings to understand the services 
available from the alliance and to create relationships to help their mission to reduce 
and end homelessness.  


 Hosting or partnering with local organizations to attend educational events, such as 
grocery store tours, support health fairs and healthy baby events that provide health 
and wellness information to our members. 


 Partnering with local immunization coalitions, including holding leadership positions 
and membership in the coalitions, which allow us to work together in our joint mission 
to improve immunization rates across our population. 


 Partnering with local school districts to provide information on Medicaid benefits, 
programs and transportation. These partnerships include participation in events that 
promote health and wellness for the families of the children that attend schools in the 
school district. 


 Funding community organizations and outreach campaigns that engage our members, 
provide health and wellness information, educate them about their Medicaid benefits 
and provide needed services in the community. 


Below we present examples of the community-based relationships we have developed and the 
collaborative initiatives that have resulted from those relationships that serve Nevadans across 
the State.  
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Community Partners in Clark County 
FACES 
FACES is a resource group for parents in the Clark County School District. Its belief is that 
parents and family provide the primary educational environment for children and students 
thrive when their families are engaged in helping them learn. We partner with FACES parent 
resource advocates to provide information on Medicaid benefits, programs and transportation, 
and promote health and wellness at several events for the families of the Clark County School 
District. 


Research Education Access to Community Health   
Research Education Access to Community Health(REACH) Ventanilla de Salud is an 
organization dedicated to improving access to culturally competent, preventive health services 
and increasing health insurance coverage among Hispanics living in the United States. We 
collaborate with REACH by hosting health fairs and events to provide health care and 
education. In 2015, we hosted a “Family Fun” Health Fair to bring awareness of the Nevada 
Medicaid and Nevada Check Up Programs available to support them. During the event, we 
donated school supplies and played monster basketball and held Zumba sessions to encourage 
activity and REACH provided health care services and dental information. Based upon the 
success of that event, we partnered with REACH in 2016 to host a “Women’s Day” event to 
engage women in their health care. Through this event, we:  


 Provided mammograms, dental screenings and haircuts 
 Donated back packs and school supplies for their back-to-school event  
 Set up a resource table to provide education on Medicaid 
 Served as a resource for REACH staff and the promatora program (REACH recruits 


volunteers to be a street team) as they outreach to the community to provide resources 


Family Promise 
Family Promise is a community response to homelessness, consisting of community members, 
houses of faith and local service agencies. It believes that no child should have to sleep in a 
car or under a bridge and every family deserves a chance to be whole and have a roof over its 
head. We sponsored their annual “Cardboard City” event in 2015. Cardboard City is a 
homeless simulation in which the community participates by sleeping in cardboard boxes 
overnight. Outreach representatives educate them on Medicaid resources and new programs, 
such as the mobile clinic.  


Acelero Learning (Head Start) in Clark County 
Acelero Learning believes that all children can achieve and succeed, and they empower 
families to advocate for their children and themselves. To support its efforts, HPN provides a 
regular mobile clinic offering pediatric services at three Acelero locations. 


Care Coalition  
Care Coalition educates and supports the identification and promotion of healthy behaviors to 
reduce substance abuse in the community. HPN collaborated with the Care Coalition to 
sponsor its Remote Access Medical event in October 2015. Through the event, our sponsorship 
contributed toward the provision of dental, medical, vision and testing services to 905 
participants at no cost to the community. The Care Coalition valued total services from the 
event at more than $277,000.  







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 91 of 248  RFP #3260 
 


Families for Effective Autism Treatment of Southern Nevada  
Families for Effective Autism Treatment (FEAT) is a community program providing 
information on treatment resources for families with children diagnosed with autism, autism 
spectrum disorder (ASD) and related disorders. We partnered with FEAT staff and 
participated at FEAT’s 2015 “Pump it Up family” event, providing information on Medicaid 
resources and programs. 


Future for Independent Tomorrow  
Future for Independent Tomorrow (FIT) helps the previously incarcerated population with re-
entry into society by providing training, job resources and life skills. We participated in their 
“Back-to-School Fair” in August 2015 and provided them with Medicaid resources for their 
clients. We also send FIT our mobile clinic calendar so it can connect the members it supports 
to the health care we deliver through our mobile clinic. 


Las Vegas Metro Police Department 
We partnered with the Las Vegas Metro Police department to attend back-to-school events in 
2015 and 2016 and National Night Out. We also supported and attended “The Giving Project” 
twice. The Project brings organizations together with resources in high-need areas to 
consolidate efforts and prevent waste and duplication of services. 


Nevada Disability & Law Center  
The Nevada Disability & Law Center (NDALC) is a private, statewide, nonprofit 501(c)(3) 
organization that serves as Nevada’s federally mandated protection and advocacy system for 
human, legal and service rights for individuals with disabilities. We provided resources about 
Medicaid benefits, programs and transportation to an outreach team at NDALC. We 
participated in its back-to-school health fair where we donated backpacks with school supplies 
and brought our mobile clinic on-site to offer adult services and mammography for parents 
and caregivers. 


Nevada Homeless Alliance 
The Nevada Homeless Alliance (NHA) creates impactful partnerships and promotes 
collaboration among private, public and nonprofit sectors through advocacy, events and 
education to help our homeless Nevadans. In the past five years, NHA-hosted events have 
helped more than 15,000 homeless individuals access resources and services. 


Each month, NHA convenes and facilitates service-provider meetings, brings awareness to 
homeless issues in the community and connects homeless individuals and families to 
resources through events and referrals. The NHA follows the Southern Nevada Regional 
Planning Coalition Committee on Homelessness’ 10 Point Plan to end homelessness in the 
community. Our outreach representatives participate in monthly provider meetings to offer 
resources and collaborate with community organizations. 


We participated in NHA’s “Project Homeless Connect” in 2010-2015 in Las Vegas and 2016 
in Reno. The event offers services to the homeless, including medical, dental, vision, testing, 
food, clothes and behavioral health services. We provided social workers and member services 
staff and information on Medicare, Medicaid and behavioral health, allowing us to offer 
services to our members based upon need. NHA also hosts Family Connect, an annual event 
focusing on the entire family. In 2016, we were a $1,500 sponsor of Family Connect and we 
provided our mobile clinic at the event to provide services to the community. 
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Caridad 
Caridad partners with Clark County agencies to serve the homeless population, providing 
customer-based street outreach. We partner with Caridad to provide resources for this 
population. This includes making a presentation at Caridad on Medicaid information, benefits 
and programs, and supplying our monthly mobile clinic calendar so it can connect the 
members it supports to the health care we deliver through our mobile clinic. 


Las Vegas Rescue Mission 
Las Vegas Rescue Mission has been serving those in need by providing hope and life change 
since 1970. Its programs include providing or arranging shelter, food, recovery programs, 
behavioral health, job resources and spiritual guidance. Starting in May 2016, we collaborated 
to set up our mobile clinic monthly at the Mission. Mission staff is invested in promoting the 
services and advertises the clinic by passing out flyers, using in-house case managers and 
running a slide show in the dining hall about the services. The clinic has consistently been the 
busiest location for adult services. 


Straight from the Streets 
Straight from the Streets serves the homeless population of teenagers in Clark County. We 
work closely with them providing Medicaid information and supply our monthly mobile clinic 
calendar so it can connect the members it supports to the health care we deliver through our 
mobile clinic. 


Community Partners in Washoe County 
The Little Flower Church Back-to-School Health Fair in Reno 
The Little Flower Church was the host location for a back-to-school health fair in Reno in 
2016. The church is located in the center of our highest Medicaid ZIP code in Washoe 
County. We participated in the fair, providing back packs with school supplies to all school-
aged children and donating 10 bags of groceries to their food bank. Through our mobile 
clinic, providers gave 43 immunizations and completed 21 well visits. In addition, the Lion’s 
Club provided 50 eye exams and gave 25 gift certificates for others who needed vision services. 


Boys & Girls Club of Truckee Meadows 
In June 2015, we set up our mobile clinic at the Boys & Girls Club to provide services, 
including completing nine adult well checks and four mammograms. Every month in Reno, 
our outreach team sets up a Medicaid resource table offering information on benefits, 
transportation and programs and educates members about how to enroll in Medicaid. In 
December 2015, we donated $5,000 to the Boys & Girls Club to support its work in the 
community. 


Catholic Charities of Northern Nevada 
Catholic Charities of Northern Nevada helps people of all cultures and beliefs rise up out of 
poverty and overcome the barriers to self-sufficiency through a broad range of services, 
including helping people with food resources, affordable housing, clothing and other basic 
needs. In July 2015, our mobile clinic at Catholic Charities provided pediatric services for 
members, including providing 11 well visits. 


Community Services Agency Head Start/Workforce 
We partner with the Community Services Agency (CSA) parent resource group by providing 
information on Medicaid, benefits, transportation and additional programs. We participated in 
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CSA’s health fair in June 2015 and donated backpacks with school supplies to the children.  
Additionally, in August 2016 we provided a grant to CSA supporting Here2Home, helping 10 
families transition from shelters to permanent housing and an additional grant to improve 
conditions for numerous families’ homes in Reno, revitalizing homes for safety and economy 
to allow our fellow Nevadans to stay in their homes. 


Food Bank of Northern Nevada  
The Food Bank provides emergency food services to families through a network of more than 
140 partner agencies. The food bank serves more than 103,000 people each month, half of 
whom are children and seniors. In 2015, we sponsored lunch at the Food Bank’s annual 
conference. Each month we go to Food Bank locations throughout Reno to conduct outreach 
for the community, including providing Medicaid information and education about 
community resources and UnitedHealthcare programs.  


The Food Bank also plays a leading role in collaborating with other committed northern 
Nevada community members and organizations to address the root causes of hunger. The 
Food Bank is a key partner in the Truckee Meadows Healthy Communities (TMHC) 
Coalition, which is tasked with helping people access care, overcome food insecurities and 
obtain resources in the 89502 ZIP code, which is the highest Medicaid ZIP code in Reno. We 
participate in quarterly events with TMHC and donated $5,000 to the TMHC Coalition to 
support its work in the community. 


Volunteers of America Shelters 
Volunteers of America (VOA) provide services to the Reno area's homeless. This area in Reno 
is a corridor for the homeless due to the number of services available in the shelters, such as 
food, overnight beds, clinic and daytime storage space. We provided Medicaid information to 
the men’s, women’s and family shelters. We donated dinner to the family shelter and hosted 
an activity night. In June 2015, we set up our mobile clinic at the VOA shelter to offer adult 
medicine and mammography services to residents and homeless in the area. We completed 15 
adult well checks and eight mammograms at the shelter. 


PARTNERS IN CLARK AND WASHOE COUNTIES  
Children’s Advocacy Alliance 
Children’s Advocacy Alliance is working closely with the public and private sector to create a 
stronger community by improving the lives of children in Nevada. While the Children’s 
Advocacy Center doesn’t provide direct services to the community, they do advocate and lobby 
for children’s issues. They have attended our events to promote advocacy and educate on how 
they serve the community. 


Family Ties 
Our outreach team met with Family Ties staff in its Reno and Las Vegas offices, furnishing 
them with transportation resources and information about benefits for Medicaid recipients for 
the families with disabilities they serve. In August 2016, we partnered with Family Ties in Las 
Vegas and the Nevada Disability & Law Center in their back-to-school health fair. We 
donated backpacks with school supplies and set up our mobile clinic to provide adult services 
and mammograms to the caregivers who often neglect services themselves in lieu of the full-
time demands of a child with disabilities. 
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Marketon Hispanic Grocery Stores 
We hosted grocery store tours in Reno and Las Vegas for our Medicaid members. We provided 
a health coach in Reno and a registered dietitian in Las Vegas to lead our members through 
the store, teaching them how to read labels, shop on a budget and make healthy choices for 
their family. We sent them home with a small bag of groceries and information about other 
health education and wellness classes and personal coaching sessions. 


 
Figure 21. Grocery Store Shopping Tour. Grocery store tours help members the make better choices at the grocery store. The 
tours help members read food labels, understand what to look for in each section of the store, how to shop from a budget and make 
simple changes in food choices that can make a big impact on overall health. In Reno, Health Educator, Lola Stubbs provides 
instruction to our members. 
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PROVIDING PRESCRIPTION DRUG BENEFITS 
We have earned the reputation as a nationally recognized, forward-thinking pharmacy and 
medical management company due to our demonstrated ability to deliver results-oriented 
prescription-drug benefit programs. Our local relationships with providers and provider 
groups allow us to build these campaigns in a way to streamline the transition process for our 
members. Clinical services and utilization management, coupled with advanced technological 
capabilities, produce programs that result in lower drug costs and improve member care. The 
following key components of our approach to provide prescription drug benefits in Nevada 
include:  


 Our specialty pharmacy program 
 Preventing the misuse of prescription medication through our pharmacy lock-in 


program 
 Providing support to network providers and pharmacies through a local Nevada 


pharmacy call center  
 Implementing a generic medication program to support clinical efficiency and provide 


cost savings 


Helping Members Obtain Specialty Medications  
Our specialty pharmacy program started in Nevada in August 2015. The program helps our 
members get the specialty medications they need in a safe, timely and convenient manner, and 
assists providers with the coordination and delivery of these sensitive pharmaceuticals, 
enhancing compliance. We provide the high-cost injectable or oral medications used to meet 
the special needs of members who struggle with complex and chronic conditions such as 
growth disorders, multiple sclerosis, psoriasis and rheumatoid arthritis. 


Specialty Pharmacies 
To manage specialty pharmaceuticals, we regularly evaluate products for inclusion in our 
Specialty Program. A small number of pharmacies that meet specified qualifications, 
including the ability to properly store and dispense fragile biological agents and accurately 
monitor care of the members using these medications, can dispense specialty medications. 


As dictated by member need, these specialty pharmacies work with the family or home care 
agency to coordinate distribution of the medication with the administration schedule ordered 
by the prescriber. Our specialty pharmacy program leverages the large number of specialty 
medications covered by the organization to negotiate discounts for these products that would 
not be available through the standard network pharmacy. 


Our administration of the specialty program is designed to accomplish several goals: 


 Better serve our members 
 Aid providers in the provision of pharmaceutical care 
 Assist our UM and pharmacy teams to coordinate the delivery of care 
 Promote clinically appropriate and cost-effective pharmaceutical care 


Drugs are classified as specialty pharmaceuticals based on:  


 General industry-accepted characteristics 
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 Operational determinations for how services should be delivered  
 Acknowledgement by our Pharmacy and Therapeutics (P&T) Committee.  


These drugs are prescribed only for very specific indications, have special storage and 
administration requirements, and require intense member education and monitoring. Many 
specialty pharmaceuticals are only available through a limited distribution network of select 
vendors that is often determined by the product manufacturer. These limited-distribution 
agents are by default included in our program. 


Following are examples of drugs or drug classes that are currently included in the specialty 
program: 


 Colony stimulating factors (Neulasta, Neupogen) 
 Cystic fibrosis agents (Pulmozyme) 
 Erythropoiesis stimulation proteins (Aranesp, Epogen, Procrit) 
 Growth hormone products (Nutropin, Saizen) 
 Rheumatoid arthritis agents (Enbrel, Humira, Cimzia, Simponi) 
 Multiple sclerosis medications (Tecfidera, Avonex, Copaxone, Rebif, Betaseron) 
 Hepatitis C (Harvoni, Sovaldi, Zepatier, Ribavirin) 
 Other agents (Lupron, Forteo, Synagis, Xolair) 


Overall savings due to the implementation of the specialty program is estimated at $9 million 
nationally with future initiatives projected to save an additional $5 million annually. This is 
mostly due to the better rates available from our specialty pharmacy partners. As demonstrated 
by the following examples, we work closely with our vendors to monitor the cost-effectiveness 
of the programs and implement improvements as opportunities are identified.  


 Synagis: Synagis is a drug used to prevent serious lower respiratory tract disease 
caused by respiratory syncytial virus (RSV) in pediatric members at high risk for RSV. 
Although effective, Synagis is a very costly drug. Through the specialty drug program, 
every request for Synagis is subjected to a thorough clinical review according to 
evidence-based coverage guidelines that are approved by the P&T Committee. The 
application of these guidelines reveals that some members do not have the risk factors 
to warrant the use of the drug, resulting in a denial rate of approximately 35 percent. 
This review demonstrates the value of sound clinical guidelines in the administration 
of the specialty drug program. 


 Growth Hormone Products: In the past few years, we collaborated with our vendor to 
implement one preferred product within the growth hormone drug class. Before 2011, 
select growth hormone agents were included on our formulary and given prior 
authorization status. Given the lack of clinical evidence to support the superiority of 
any of these products, and taking into account that current guidelines do not 
differentiate between them, we recognized an opportunity for significant cost savings 
by selecting preferred products. Working with our vendor, we conducted a successful 
conversion program by educating providers and members through a combination of 
letters and calls. 
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 Weight-based Dosing: We instituted a weight-based dosing verification process for 
Synagis and growth hormone products. Once the prescribed weight-based dosage is 
verified with the prescriber, the team calculates the most cost-efficient package to 
dispense the dose. The result is a process that dispenses a correct dose for each drug. 
Determining the optimal package size also eliminates product waste and unnecessary 
expense. 


An additional highlight of our specialty program is the local presence in Las Vegas of our 
main specialty provider, BriovaRx. BriovaRx’s recent opening in Las Vegas allows HPN 
members to have their specialty medications shipped quicker and, in some cases, delivered via 
courier the same day. BriovaRx also offers video member engagement sessions called 
BriovaLive where pharmacists discuss and demonstrate the administration of injectable 
medications via a secure audio and video link. BriovaRx is another example of our 
organization’s commitment to Nevada, providing employment to fellow Nevadans. 


Plans for the Specialty Program 
For the future, we continue to evaluate new medications for potential addition to our specialty 
program. As biological products and their biosimilar counterparts accelerate their 
introduction into various therapeutic spaces, we proactively evaluate newly issued products. 
Our specialty program is responsible for keeping abreast of advances in therapeutics and 
confirming the specialty program remains up-to-date.  


Clinical criteria developed by the specialty program help us recognize sound medical use that 
is supported by evidence-based literature versus experimental prescribing. Because specialty 
pharmacy medications are typically high-cost, we continually work to negotiate the best 
payment rates. Additionally, we work with members to promote adherence and identify 
potential adverse events and barriers to appropriate utilization as a means of maximizing the 
benefits of these medications, while at the same time reducing unnecessary treatment costs. 


Through the administration and management of our specialty program, we verify appropriate 
coordination and provision of our members’ care. The program benefits all involved parties, 
including our members, our providers and our clients. We can increase member adherence to 
therapy and improve clinical outcomes through individualized care while also promoting cost-
effectiveness. One example of this is the onboarding experience that a “new-to-therapy” 
member receives when they start a new self-injectable drug. This service connects the member 
to a pharmacist specifically trained on the product and disease state via a video web 
conference. This allows the pharmacist to assist with the first dose and to answer any 
questions the member may have about the treatment and potential side effects.  


Members receive their medications safely and on time and benefit from additional services 
through both our company and a vendor. Finally, providers can benefit by eliminating the 
need to stock expensive injectable medications, and a guarantee that their members are 
receiving a continuum of care. 


Pharmacy Lock-In Program 
We support an administrative lock-in program that acknowledges the potential harm to a 
member who misuses prescription medication and allows us to limit a member to one 
pharmacy. Criteria for inclusion to the lock-in program include nine or more targeted 
pharmacy claims per quarter, three or more prescribers per quarter, three or more pharmacies 
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per quarter and/or an accumulated day’s supply for a specified time frame. In addition to the 
pharmacy claim metrics, member’s medical claims, such as ER visits, are reviewed to identify 
potential drug-seeking behavior. 


Identifying Members for Lock-In Assignment 
We identify members who are potentially committing fraud or abuse through reported tips and 
data analytics. Tips about potential fraudulent member behaviors come through our member 
and provider services centers or from our employees. Member and provider services 
representatives receive training on how to identify the types of behaviors that warrant a lock-in 
assignment.  


We use a variety of data analytic tools to detect fraud, waste and abuse. Data analysis is 
particularly effective in identifying member card sharing (as a means of illegally obtaining 
services for multiple individuals or as an indicator of identity theft) and suspected member 
overutilization. Data analytics can identify members who, during a three-month period:  


 Filled nine or more targeted pharmacy claims 
 Saw three or more physicians in the same specialty 
 Used three or more pharmacies 
 Had six or more visits for pain medication 
 Have a history of drug, alcohol or substance abuse 
 Persistently refused to follow prescribed treatments or comply with our requirements 
 Engaged in abusive or threatening conduct 
 Excessively used physician, hospital, ER or prescriptions not medically indicated 
 Engaged in doctor- and pharmacy-shopping  
 Allegedly altered a prescription or shared an identification (ID) card with other 


individuals to obtain prescriptions and other services 
 Was referred by our care coordination staff 


Review Process of Identified Members for Potential Lock-In Assignment 
The clinical pharmacy team reviews the pharmacy and medical claims history for the members 
identified to determine if they should be considered for the pharmacy restriction program. The 
list is then sorted to isolate at least the top 30 members based on the top number of 
prescription claims, the top number of prescribers and the top number of pharmacies used, 
respectively. The clinical pharmacy team creates a quarterly case report for at least the top 30 
members with a recommendation for inclusion in the restriction program, and presents the 
recommendations to the pharmacy director. Within 14 days of receipt of the recommendations, 
the pharmacy director makes the final determination as to which members recommended for 
the restriction program will be selected for inclusion. 


Member Notification 
A written notification is sent to the members selected for inclusion in the restriction program 
of the intent to restrict their medication utilization to one pharmacy. The member may request 
an appeal of the decision within 30 days from the mailing of the notification letter. If the 
clinical pharmacy team does not receive a response from the member after 30 days, he/she 
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assigns the member to a network pharmacy provider based on previous use and geographic 
location.  


 The member may request a one-time network pharmacy change from their health plan 
by phone or letter based on proximity to home or availability of the pharmacy, as long 
as it is agreeable to both the member and to the health plan 


 Additional pharmacy change requests are reviewed by the pharmacy director, or 
designee, on an individual basis 


 A five-day emergency supply of medication is available at pharmacies, other than the 
member’s assigned pharmacy, if the assigned pharmacy does not have the required 
medication in inventory 


Follow-Up Review and State Reporting  
Once the lock-in assignment occurs, we perform annual utilization reviews of the member’s 
paid pharmacy and health care services to determine if the member meets the criteria for an 
extended lock-in. A member’s administrative lock-in does not apply to emergency services. As 
required, when members are affirmatively identified for lock-in programs and when a member 
in administrative lock-in transfers to fee-for-service (FFS) or to another health plan, we will 
notify the State immediately (or at a frequency determined by the State). We also apply the 
lock-in program to members who transfer from the FFS benefit and were in the FFS lock-in 
program so long as we are notified by the State. 


Providing Local Pharmacy Support Services to Meet the Needs of Nevadans 
For 19 years, we have operated a local call center for providers and pharmacies staffed by 
licensed Nevada pharmacy technicians and pharmacists. The local call center model supports 
contracted network providers and pharmacies through a team who understands the member’s 
unique benefits and allows providers to talk to a consistent team of clinical pharmacists for 
their prior authorization needs, rather than a national call center staffed with pharmacists 
who are servicing national contracts and multiple lines of business.  


Our local model promotes internal coordination with other internal health plan functions, 
such as case management, utilization management and continuity of care, to provide an 
efficient hand-off of a member’s prescription needs. Our local presence also enhances our 
ability to support SMA, where 103,000 of our members receive care, with enhanced prior 
authorization and benefit inquiry through their electronic medication record. This service 
streamlines the request process from the provider and allows the member to access their 
medications in a more expedited manner.  


Promoting Generic Medications to Provide Clinical Efficacy and Cost Savings 
As we discuss in detail in our response to Section 4.1.12.1.D, our pharmacy benefit program is 
designed to provide optimal treatment, promote improved health outcomes and facilitate quick 
adaptation to new standards of care, all while helping DHCFP effectively manage the overall 
cost of health care. Our formulary, with its focus on clinical efficacy and cost savings, is a key 
component of this pharmacy benefit strategy. Wherever clinically appropriate, generic 
medications serve as first-line agents, reserving more costly, newer or less well-established 
branded products as second-line.  


Ongoing development of our formulary is aimed in part at driving the use of generic 
medications through UM programs based upon the most cost-effective treatments supported by 
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evidence-based guidelines. Our generic drug utilization rate of 89 percent is considered best in 
class. An internal analysis of our custom formulary compared to the Nevada Medicaid FFS 
formulary reveals approximately $24 million savings, primarily driven by our generic drug 
utilization rate.  


BUILDING ADVANCED PRIMARY CARE CAPACITY  
Our continuity of care system provides cost-effective, quality care through a case management 
approach that empowers members to actively participate and drive their care in meaningful 
ways. To promote and facilitate person-centered care, we engage in partnerships and 
collaborative relationships with our providers and communities to support transformation to 
advanced models of care, including patient-centered medical homes (PCMHs). Across the 
country and in Nevada, we promote Accountable Care Organizations (ACOs) and PCMHs 
with clinical consultative support and a suite of analytical capabilities, data and reporting 
tools to help them identify opportunities for improvement. We have five ACOs implemented in 
Nevada with large primary care practices serving more than 125,000 of our Medicaid 
members.  


Through these partnerships, we are redesigning care delivery into person-centered care by 
means of fully integrating medical, behavioral and social support services for our members at 
the local community level. We partner and engage with our practices (medical homes), local 
hospitals and community providers to develop and implement more proactive strategies and 
care team processes managing convenient access to care, proactive visit planning and follow 
up, managing by risk and addressing gaps in care. These Accountable Care Communities 
(ACCs) help the primary care team collaborate and connect with other clinicians serving their 
patients such as CHWs, quality improvement (QI) teams, hospital clinical teams and 
behavioral health teams, to support integrated PCP driven care for our Medicaid members 
with providers and hospitals within our community.  


Patient-Centered Medical Homes 
We are supporting PCMH practices in Nevada and in states 
throughout the country by engaging primary care practices 
with PCMH initiatives spanning all populations. Primary 
care is central to a high-functioning health care system and 
has evolved our care models to support practices with this 
transformative work. The clinical transformation and 
network contracting teams identify practices, implementing 
PCMH and advanced primary care initiatives within their 
practices that are ready to move forward with value-based 
contracting models. This partnership includes distinct 
support for practices to help providers develop and 
continually improve their capacity for advanced team-based 
care and care management.  


Our model includes high-touch collaborative transformation 
consultants who live in our local communities served by the 
practice and facilitate practice transformation to 
collaborative and accountable care. Network advocates assist 
practices with implementation of their contracts to achieve 


We are exclusively 
contracted with Southwest 
Medical Associates (SMA), 
one of the largest multisite-
multispecialty provider 
groups in Nevada.  
SMA is a recognized Level III 
PCMH, having successfully 
met requirements set forth 
by the nation’s premiere 
credentialing authority, 
NCQA.  
SMA was the first in Nevada 
to achieve this prestigious 
Level III PCMH recognition 
(effective September, 2011 
and recertified in September 
2014) and was additionally 
awarded the superlative level 
3 recognition for all of the 
organization’s primary care 
sites.  
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the best results possible.  


Our transformation consultants assist with each of our local practice’s development as an 
expanded medical home and support the practice in implementing process improvements to 
become a certified PCMH. Using practice-specific clinical and demographic data, up-to-date 
hospital, authorization and claims-based data, our transformation consultants regularly 
monitor each practice’s performance to optimize care delivery, introduce best practices 
improvements and provide formal performance updates. In addition, our transformation 
consultants complete clinical and workflow assessments of each of their practices to facilitate 
optimal population health management processes. Our work with care team members 
recognizes that our practices can be just starting their health care transformation journey or 
mature in incorporating advance practice models; as such, our model focuses first on 
confirming our practices have the necessary structures in place to support transformation 
before formulating processes and tracking outcomes. 


Exclusively contracted with HPN for our members, Southwest Medical Associates (SMA) is 
one of the largest multisite-multispecialty provider groups in Nevada. SMA has been caring 
for Southern Nevadans and contributing to our community, since 1972 and currently services 
more than 103,000 of our members. SMA is a recognized Level III PCMH, having 
successfully met requirements set forth by the nation’s premiere credentialing authority, 
NCQA. SMA was the first PCMH in Nevada to achieve this prestigious recognition in 
September 2011 and then recertified in September 2014 in adult and pediatric medicine, and 
endocrinology and cardiology.  


Southwest Medical Associates provides culturally and linguistically appropriate care, provides 
enhanced access and continuity of care, identifies and manages member populations, provides 
self-care support and community resources, tracks and coordinates care and measures and 
improves performance. By using the health information exchange (HIE)  SMA also promotes 
time and money-saving features, including less duplicative testing, improved access to care, 
reduced ER visits, reduced inappropriate admissions and readmissions, and improved care of 
high-risk members. In particular, the HIE gives providers valuable information on medical 
services provided and needed and decreases duplicative testing. 


Accountable Care Organizations 
We will continue to be an active partner with the State to drive local, regional, population-
specific and statewide innovation, aligning with state-specific goals to achieve quantifiable 
results having a measureable impact on member experience, population health and costs of 
care. We have implemented innovative and progressive programs and achieved positive results 
in Nevada and across the country. We currently operate five ACOs in Nevada, through which 
125,000 of our members receive primary care.  


Our ACO model is based upon building collaborative partnerships with our local hospitals, 
community behavioral health centers, FQHCs, RHCs, community health centers, PCPs and 
specialists across the continuum of care. Success comes from building strong local community 
partnerships and supporting practices with structure, process and outcomes to improve 
population health.  


Our model evolved from our work with more than 2,200 PCMH practices across the country, 
assisting practices with transforming primary care delivery by incorporating six core processes 
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into their provider practices. This model is in place in 20 states and is designed with core 
principles and interventions that are targeted to meet providers where they are along the 
continuum of advanced primary care. Interventions are selected based on the goals and needs 
of the provider’s population, use of technology as well as clinical and support staff in the 
practice.  


Our focus in transforming a practice to deliver care that is member-centered and 
comprehensive is a critical start in the process because it changes the mindset of our local 
practitioners to form a relationship with our members based upon whole-person needs, and 
supporting our members and their families/caregivers to manage and organize their own care. 
As our practices become accountable for meeting the majority of our member’s physical and 
behavioral health care needs, focusing on prevention and wellness, acute care and chronic 
care, the PCMH is transformed from a reactive model of patient care to a proactive ACO, 
analyzing population data to effectively measure, monitor and manage care of patients. 


Accountable Care Communities 
Accountable care communities (ACCs) are medical homes that integrate care delivered by all 
providers, services and supports into a community of care to a targeted patient population. We 
are contracting with five qualified ACC practices in Nevada—one in Reno and four in Las 
Vegas—to provide care coordination of an array of physical and behavioral health services 
and supports beyond what is required of a PCP managing members with less complex health 
care needs. Three of our five ACCs are PCMH-certified today. While keeping the PCP in the 
central leadership role in every member’s care team, ACC practices establish additional 
collaborative team members and tools necessary to function as a robust PCMH that actively 
integrates team-based care planning and coordination of services involving hospitals, 
specialists and behavioral health as well as community-based organizations and services. The 
ACC influences population health by lessening the burden of disease, thus reducing health 
costs, and improving lives. In our West Region, 71 percent of our ACCs are demonstrating 
lower medical costs. 


Certified Community Behavioral Health Clinics 
The Certified Community Behavioral Health Clinics (CCBHC) $22.9 million planning grant 
was awarded to 24 states including Nevada, who received $933,067. Beginning January 2017, 
Nevada will launch the two-year demonstration of CCBHC, which engages medical 
practitioners into traditional behavioral health care settings. CCBHC services will promote 
coordination of care and include crisis behavioral health services, outpatient behavioral 
health services, outpatient primary care, person-centered treatment planning, targeted case 
management, psychiatric rehabilitative services and intensive community base behavioral 
health care.  


During the demonstration, the CCBHC will use a prospective payment system (PPS) 
reimbursement rate and will be required to collect 21 quality measures. The state has selected 
a subset of 11 quality measures, which will be the basis of a quality-based bonus payment. The 
model is similar to health homes and ACOs. To fully support the CCBHC demonstration, we 
will partner with the State and the four prospective CCBHCs (Vitality Unlimited, Bridge 
Counseling Associates, WestCare Nevada and New Frontier Treatment Center) to meet the 
key goals identified as part of the planning grant and demonstration. We have been supporting 
health homes in communities for five years and focus on supporting providers through the 
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Our Nevada Check Up HEDIS 
2015 rate for Appropriate Use 
of Asthma Medication for the 5-
11 year old age group scored 
in the 90th percentile nationally.  
 


implementation of these models, and bringing a proven track record of measurement and 
ongoing process improvement strategies.  


PROVIDING TELEPHONE ADVICE NURSE SERVICE 
Our Telephone Advice Nurse (TAN) service provides members with a single point of contact 
and access, 24 hours a day, seven days a week to licensed, qualified RNs who guide members 
to an appropriate level of care. Operating from Access Center standard operating procedures 
and established policies, TAN has a designated team trained to work with the unique needs of 
the Medicaid population that understands the cultural barriers and psychosocial principles of 
this population. By using data and specially trained clinical resources, TAN informs and 
motivates members to make their own appropriate health care decisions. Our 24-hour 
behavioral health line can also assist in addressing behavioral health concerns. To provide 
effective communication with members for who English 
is not the primary language, TAN uses a telephonic 
translation service for information exchange. TAN was 
one of the first programs of its kind to receive 
accreditation and it has maintained full Health Call 
Center accreditation from the Utilization Review 
Accreditation Commission (URAC) since 1999. 


Services delivered through TAN include directing 
members to the appropriate level of care, following up 
on after-hours acute hospital discharges and 
transitions, responding to urgent prior authorization 
requests after hours, verifying eligibility after hours, 
scheduling appointments with the PCP, and assisting 
with medication prior authorization and overrides after 
hours. Information on accessing TAN appears in our 
Member Handbook and on the member website. In 
2015 our TAN line received approximately 60,000 calls, 
achieved a 96 percent call handle rate, with an average speed to answer of only 40 seconds, 
and earned a 94 percent member satisfaction score. 


C. Managing and improving health outcomes for program recipients; 


As we discussed in our response to Section 4.1.12.1.B, we bring innovative approaches to 
managing and improving member outcomes delivered through a local approach with the 
support of national capabilities. In the following sections, we discuss the programs and 
initiatives that provide quality efficient health care services, promote equal access to health 
care at an affordable cost and restrain the growth of health care costs.  


DISEASE MANAGEMENT/HEALTH EDUCATION AND WELLNESS PROGRAM 
Through our Nevada Disease Management/Health 
Education and Wellness (DM/HEW) programs, we 
implement interventions for lifestyle modification and 
promoting healthy behaviors to address associated issues 
for which evidence-based guidelines indicate an effect on 
managing chronic illness (e.g., smoking, lack of exercise, 


Through the SafeLink 
Wireless Phone Program, 
members can apply to receive 
a free phone and 350 monthly 
minutes, which include 
unlimited text messages. 
Preprogrammed into these 
phones is our 24-hour 
Telephone Advice Nurse 
service. Calls made into the 
24-hour Telephone Advice 
Nurse service do not count 
towards the 350 minutes. 
From time to time, members 
receive important text 
messages from us with health 
tips and reminders, such as 
attending prenatal visits. 
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abuse of drugs or alcohol, and poor nutrition). We provide health education to increase 
member knowledge and awareness of the disease, potential risks and complications, and 
methods of risk reduction and prevention of complications to promote healthy behaviors.  


We have implemented two successful disease management programs focused on managing 
members with asthma and diabetes, chronic conditions that afflict our Medicaid Expansion 
members. Our education, engagement and support of these members help them manage their 
conditions, and our HEDIS rates related to the management of asthma and diabetes reflect the 
success of these programs.  


Medicaid Medication Management for People with Asthma  
We have implemented a comprehensive asthma program that focuses on adult and pediatric 
members with asthma. The goal of the program is to educate and encourage members to 
change their behavior so that they can self-manage their disease and improve overall health 
and well-being. We have the following comprehensive suite of asthma education 
opportunities: 


 Asthma Classes: We offer two 12-week asthma classes—one tailored to the needs of 
adults and one tailored to needs of the parent and child—that educate members on 
how triggers can make breathing difficult, recognizing the signs and symptoms of an 
episode, asthma medications and self-care. An RN who is a certified asthma specialist 
and a wellness coach teaches the classes. From October 2014 through September 2015, 
we received 531 referrals to our adult program and 314 referrals to our pediatric 
program, signaling the high volume of members needing asthma management 
education. 


 Asthma Peak Flow Program: Members engaged in our asthma program are referred to 
our asthma peak flow program, which provides participants with a peak flow meter. 
The member is called once per week for 12 weeks to obtain peak flow readings and 
provide education about asthma, asthma medications and their customized asthma 
action plan. We also engage the member’s PCP throughout the member’s involvement 
in the program. In 2015, 69 asthma program participants were engaged in this 
program. The peak flow program resulted in a 78 percent decrease in inpatient 
admissions and a 74 percent decrease in ER visits for those members that completed 
the program in 2015. 


The percentage of our Nevada members that remained on an asthma controller medication for 
at least 50 percent of their treatment period increased 15 percent from 40.88 percent in 2015 to 
46.96 in 2016 as measured by HEDIS, indicating the success of our programs. 
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Sarah, our member with Type 1 
diabetes, was frequently 
readmitted to the hospital with 
uncontrolled blood sugars. 
Sarah’s medical condition was 
complicated by her lack of 
housing. Once medically stable, 
we transferred Sarah to Willing 
Hands for transitional housing. 
There, Sarah learned how to 
control her diabetes through 
nursing education and support 
from our diabetes disease 
management RN. Our social 
worker secured permanent 
housing for Sarah through 
Healthy Living. Sarah was 
reunited with her young daughter 
in their new home just days 
before Christmas 2015.  
 


 
Figure 22. Medicaid Medication Management in Nevada for People with Asthma. 


Medicaid Comprehensive Diabetes Care 
We offer a broad variety of resources to members with diabetes that help them understand and 
successfully manage their condition. These resources include providing: 


 RN certified diabetes educator outreach: We 
provide members with access to an RN certified 
diabetes educator who helps the member control 
his/her diabetes through telephonic outreach. 
The RN and member create a personalized plan 
to help the member achieve his/her health goals 
and manage his/her diabetes, with the RN 
providing ongoing support and motivation. 
Additionally, the RN helps the member better 
understand his/her medication and disease, as 
well as answer any health questions that the 
member might have. From July 2015 through 
June 2016, the diabetes educator reached 519 
members. 


 Diabetes Fresh Start Program: This 12-week 
disease management program features 
individualized education and support provided 
by an RN certified diabetes educator. The RN 
works with members weekly by phone to set 
goals to manage their diabetes. From October 2014 
through September 2015, we received 1,189 referrals to our diabetes programs. 


 Diabetes classes: Our three-week diabetes class meets once per week for two hours 
each session. The class provides members with basic knowledge of preventive care for 
diabetes and provides education on healthy food, physical activity, blood glucose 
monitoring, foot and eye care, stress management techniques and other effective ways 
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to help manage diabetes. From July 2015 through June 2016, 255 members 
participated in our diabetes education programs. 


 Diabetes self-management education program: We offer a premier American Diabetes 
Association (ADA)-certified diabetes self-management education program that 
includes a one-on-one assessment with a certified diabetes educator, a three-week class 
on diabetes, and follow-up consults, as needed, within a six-month period for ADA 
outcome tracking. For active ADA members, 62 percent of participants reduced their 
A1c by 1 percent or more and 79 percent of participants experienced a loss in weight. 


 Pre-diabetes education: To combat the growing diabetes epidemic, we provide a “pre-
diabetes” class that teaches the member the basics of preventive care through an 
understanding of what pre-diabetes is, making healthy food and activity choices, 
reducing risks for future complications and setting smart goals. From July 2015 
through June 2016, 32 members received pre-diabetes education. 


We have experienced significant improvements in all of the following HEDIS measures from 
2012 to 2016 related to comprehensive diabetes care as shown in the following graph. 


 
Figure 23. Medicaid Comprehensive Diabetes Care. 


Tobacco Cessation Program 
We have the most successful tobacco cessation program (TCP) in Nevada, with a quit rate of 
67 percent for members completing the program and remaining tobacco-free 12 months later. 
From July 2015 through June 2016, 150 members participated in our TCP. 


We provide our members with at least two quit attempts a year as part of our three-month 
TCP. Licensed Drug and Alcohol Counselors (LDACs) that provide effective and intensive 
individual and group counseling, as defined by the U.S. Public Health Services Clinical 
Practice Guideline on Tobacco Dependence Treatment lead the program. The program 
includes: 
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Our 2015 HEDIS rate for 
Annual Dental Visits ranked in 
the 90th percentile for Nevada 
Check Up and above the 50th 
for Medicaid.  


 Initial orientation to learn about the program 
 One-on-one assessment and treatment plan developed for each participant 
 Treatment plan that includes education, support and possible medication therapy; 


members are given and sign an acknowledgement of TCP medication side effects. 
 Three-month treatment program for medication, including Chantix, Zyban, nicotine 


replacement therapies (NRT) of the patch, gum and lozenge and inhaler 
 Participants are encouraged to attend at least 10 of the 12 educational sessions in the 


form of group and one-on-one sessions, but participants may attend as many sessions 
as needed 


DENTAL SERVICES 
We have 15 years of experience providing dental services to Medicaid and CHIP members in 
Nevada. A highly experienced dental director and manager who collectively have more than 


80 years of dental experience run our dental program. 
Together, they manage our contracted dental network 
and benefit structure to confirm all medically necessary 
dental services are administered in accordance with 
Medicaid requirements and clinical standards of practice. 
We provided more than 770,000 dental services in 2015 
for our members. These services include diagnostic, 


preventive, and restorative services and procedures to treat teeth and the oral cavity against 
disease, injury and impairment for members. We encourage members to follow up with their 
dentist following the rendering of urgent and emergent dental care.  


We have an established network of 337 credentialed dentists and dental specialists in the 
geographical services areas. The performance of our robust and growing network translates 
into: 


 Excellent Access to Care: Our 2015 national HEDIS rate for Annual Dental Visit is 
above the 90th percentile for our CHIP members 


 High Member Satisfaction: The results of our 2015 Medicaid Dental Provider 
Satisfaction Survey indicate that 92 percent of members would recommend their dentist 
to family or friends 
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EPSDT Participation Ratio 
Our EPSDT participation 
ratio for Nevada Check Up 
for Federal Fiscal Year 2015 
was an impressive 95 
percent. 


 
Figure 24. Annual Dental Visit - Combined Rate. 


PREVENTIVE CARE 
The promotion of comprehensive and preventive health care services to our members is an 
integral part of our Nevada Medicaid and Check Up programs. As part of the EPSDT 
program, we work closely with Nevada members and their families to offer children from birth 
to age 21 premier pediatric health care, including comprehensive preventive health benefits.  


Since 1997, we have served Nevada Medicaid and Medicaid 
Check Up members, demonstrating our understanding of the 
importance of providing all young people with a solid start to a 
healthy lifestyle. We accomplish this through the promotion of 
well-baby, well-child, dental, vision, hearing, behavioral 
health and lead screenings; communicating to parents and 
guardians who are responsible for children under age 21; and 
tracking their screening and preventive activities through 
multiple channels. 


Over the last four federal fiscal years, 2012-2015, we engaged our members to complete 
373,289 EPSDT screenings. Through our outreach and educational efforts, our participation 
ratio increases each year. 


Federal Fiscal Year Nevada Medicaid Participation Rate 
2012 67.5 percent 
2013 68 percent 
2014 70 percent 
2015 73 percent 
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Immunizations 
Along with EPSDT reminders, we provide immunization reminders to members. Parents 
receive immunization schedules and immunization letters to remind them of the importance of 
timely immunizations, resulting in improvements in the following HEDIS measures: 


 Female adolescents who received the human papillomavirus vaccine increased from 
25.55 percent to 29.68 percent 


 Immunizations for adolescents-combo increased from 76.64 percent to 79.81 percent 


 
Figure 25. Medicaid Adolescent Immunizations. 


In addition, there were improvements in all HEDIS 
scores for all immunization combos between 2012 and 
2016 for Medicaid Childhood Immunizations and 
Nevada Check Up Childhood Immunizations. Our 
efforts are positively affecting Nevada’s ranking for 
childhood immunization rates. According to the 2016 
America’s Health Rankings report, the immunization 
rate of Nevada children ages 19-35 months increased 
12 percent. 


 
Figure 26. Medicaid Childhood Immunization Status. 
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Our Nevada Check Up HEDIS 
Childhood Immunization rates for 
Combinations 4, 5 and 7 rank in the 
90th percentile nationally and six of 
nine HEDIS Childhood Immunization 
rates for our Medicaid members 
ranked above the 50th percentile. 
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Figure 27. Nevada Check Up Childhood Immunization Status. 


Our HEDIS scores for preventive services reflect our efforts to educate members on the 
importance of health care. Despite a PCP shortage in Nevada and increased demands on the 
health care delivery system, our scores continue to increase. We have innovative outreach and 
incentive programs that motivate our members and their caregivers to seek primary care 
services and invest in infrastructure to increase the capacity of primary care services in 
Nevada, which are resulting in increased HEDIS rates across our preventive measures. 
Outreach and incentive programs to encourage primary care include: 


 The Teddy Bear Program: SMA, our exclusive provider group, offers the program 
started in 2015. With six urgent care locations across the Las Vegas Valley, the Teddy 
Bear Ticket program provides a unique opportunity to change the way Medicaid and 
Nevada Check Up members seek primary care 
services through urgent care setting and connecting 
children with a PCP. This program transitions 
children from the urgent care waiting room to a 
pediatrician within the same clinic location to 
establish the PCP relationship. To date, more than 
1,000 children have successfully connected with a 
PCP with a high satisfaction rate.  


 Well-Child Incentive Program: Members receive 
incentives, such as a $10 gift card, for completed well 
child visits and immunization compliance. In 2014 
and 2015, more than 35,000 members received gift 
cards for complying with the well-child visit. 


 Sports and School Physicals: These physicals are 
offered at school-based health clinics, pediatrics and 
convenient care clinics, and our mobile clinic. 
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Figure 28.The Teddy Bear Program 
connects children in an urgent care setting 
with a PCP within the same clinic location, 
establishing the PCP relationship. 
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 Pediatric well-care notifications: Beginning at birth, we send continual educational 
notifications, via mail and text messages to parents and caregivers regarding 
recommendations from the American Academy of Pediatrics for well-child visits and 
immunizations.  


 Medicine on the Move: Our 45-foot mobile 
clinic provides primary care services to 
members in their neighborhoods. Since its 
launch, Medicine on the Move has provided 
more than 500 primary care visits to our 
members at health fairs and community 
organizations. 


 Back-to-School Health Fair: In partnership 
with SMA, we host an annual Back-to-School 
fair where our members receive well-child 
visits, immunizations, vision and dental 
screenings, health education and a variety of 
fun health-related activities. Approximately 
1,000 individuals attended this event and we 
provided more than 330 preventive health care 
services. 


We have experienced improvements in all of the following HEDIS measures from 2012 to 
2016 related to Medicaid Children’s and Adolescents' Access to PCPs:  


 Members aged 12-24 months experienced an increase in access to PCPs from 92.7 
percent to 94.8 percent 


 Members aged 25 months to six years experienced an increase in access to PCPs from 
82.4 percent to 84.29 percent 


 Members aged 7-11 years experienced an increase in access to PCPs from 84.1 percent 
to 87.36 percent 


 Members aged 12-19 years experienced an increase in access to PCPs from 82.2 
percent to 85.21 percent 


 
Figure 30. Medicaid Children's and Adolescents' Access to PCPs. 
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Figure 29. Our "Medicine on the Move" mobile 
medical center, which is a convenient option for 
Nevadans who want easier access to primary and 
preventive care closer to where they live and work. 
Many of our members struggle to get to a health 
care provider, so we bring the health care provider 
to them as reliable transportation, childcare or the 
many other daily life challenges should not be a 
barrier to quality health care. 
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In 2015 our HEDIS rates for 
children’s access to primary 
care in both the 25 month-six 
year and 7-11 year age groups 
ranked above the 75th 
percentile nationally.  
 


Medicaid Well-Child and Well-Care Visits 
We have experienced improvements in all of the following HEDIS measures from 2013 to 
2016 related to the percentage of Medicaid children and adolescents attending well child and 
well-care visits: 


 Well-child visits first 15 months (six or more visits) increased from 51.34 percent to 
53.77 percent 


 Well-child visits in the third, fourth, fifth and sixth years of life increased 12 percent 
from 57.42 percent to 64.48 percent 


 Adolescent Well-Care Visits increased a significant 33 percent from 33.09 percent to 
44.04 percent 


 
Figure 31. Medicaid Well Child and Well Care Visits 


Nevada Check Up Well-Child and Well-Care Visits 
We have experienced improvements in all of the following HEDIS measures from 2013 to 
2016 related to the percentage of Nevada Check Up children and adolescents attending well-
child and well-care visits: 


 Well-child visits first 15 months (six or more 
visits) increased from 65 percent to 68 percent 


 Well-child visits in the third, fourth, fifth and sixth 
years of life increased from 69.34 percent to 70.13 
percent 


 Adolescent well-care visits increased from 49.64 
percent to 52.83 percent 
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Figure 32. Nevada Check Up Well Child and Well Care Visits. 


TRANSITIONAL CARE PROGRAM FOR FOLLOW-UP AFTER HOSPITALIZATION 
Our transitional care program (TCP) helps 
members stay well as they transition from inpatient 
psychiatric care to home. The program provides 
support to members during the critical 30-day 
period following discharge from inpatient 
psychiatric care by providing continued access to 
care with no roadblocks. A clinician visits the member admitted to an inpatient psychiatric 
hospital for treatment of behavioral health or substance use disorders before his/her hospital 
discharge to explain the program and give the member an opportunity to participate. The 
member determines if the follow-up visits are conduct in the home, community or clinic.  
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Our HEDIS 2015 rates for follow-up 
after hospitalization for mental 
illness within seven days ranked in 
the 90th percentile nationally. 







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 114 of 248 
 


 
Figure 33. Your Follow-Up Appointment. We encourage members to attend their follow-up appointment by explaining the 
importance of the attending the appointment and how we can help them make the arrangements.  


The program provides continued care from a skilled clinical team for 30 days (up to 60 days in 
some cases) after hospital discharge. The team writes and fills prescriptions as necessary. 
They coordinate with hospital doctors, behavioral health providers and specialists. The 
program provides members with 24 hour a day, seven days per week access to board-certified 
doctors, physician assistants, nurse practitioners, paramedics and other health professionals 
who optimize the discharge plan for recovery. The program has demonstrated significant 
improvement in the number of members, who have appropriately follow-up with their 
providers after hospitalization for mental illness. 


We have experienced improvements in all of the following HEDIS measures from 2015 to 
2016 related to the percentage of members receiving appropriate follow-up with their providers 
after hospitalization: 


 Members receiving follow-up within seven days of hospitalization increased 16.5 
percent from 48.49 percent to 56.51percent 


 Members receiving follow-up within 30 days of hospitalization increased from 66.39 to 
69.41 percent 
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“Thank you! I love the van 
service and appreciate Dr. 
Vladimir!” C. Hinderliter, Las 
Vegas Rescue Clinic  


 
Figure 34. Medicaid Follow-up after Hospitalization for Mental Illness. 


IMPROVING ACCESS TO CARE 
We have the strongest network in Nevada for Medicaid and continue to pursue additional 
opportunities to expand access to care. Our experience makes us acutely aware of the health 
care provider shortage Nevada faces. We are committed to our partnerships with the State and 
our providers to help Nevada increase access to ensure all Nevadans have the care they 
deserve. Our company and affiliated entities have made significant investments in our state to 
improve access to health care in terms of recruiting health care professionals to Nevada and 
building infrastructure. Proven outcomes include: 


 In Southern Nevada, where 85 percent of our Medicaid population resides, our 
exclusive provider group, SMA, opened five new medical clinics in Medicaid 
geographical locations. These locations offer same day, walk-in appointments; a 
preference of Medicaid members. SMA also hired nearly 100 medical providers and 
extended medical appointments times to evenings 
and weekends to accommodate more members.  


 Recognizing our members have transportation 
limitations, we decided to bring health care to our 
members. We launched Medicine on the Move, a 
45-foot mobile medical clinic that provides full primary care services, such as well and 
sick visits, immunizations, x-rays and mammograms. The mobile medical clinic 
circulates to different locations daily such as shelters, churches and community centers 
in Reno and Las Vegas. In just three months, we have fulfilled nearly 500 medical 
appointments on Medicine on the Move. 
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 We launched innovative technology that provides access to primary care services 
through telehealth. Our members can complete virtual visits with a PCP through a 
computer, tablet or smartphone. Our telehealth program has a 95 percent satisfaction 
rate. Approximately 1,100 Medicaid members have enrolled in telehealth services.  


 
Figure 35. Our mobile clinic provides primary care services to members in a modern, 
safe and welcoming environment right in their neighborhood.  
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 Looking toward the future, we provided a grant of $3 million to the University of 
Nevada, Las Vegas School of Medicine. This grant provides funds to train new doctors 
and provide quality health care in Southern Nevada. It provides support planning for 
three new community health clinics to be staffed by third-year students under faculty 
supervision.  


 


COST CONTAINMENT 
Our comprehensive cost-containment programs across all benefit categories produce 
multimillion-dollar annual savings for the Nevada Medicaid program. Some of savings we 
have achieved through our various programs and initiatives include: 


 Medical Management Savings: Using nationally recognized MCG (formerly Milliman 
Care Guidelines) and a matrix of contract facilities offering various levels of care, our 
clinical staff authorizes services at the right level for each member, providing financial 
responsibility to the State Medicaid program. We were the first MCO to have an on-site 
concurrent review program in 16 hospitals in Southern and Northern Nevada. This 
extensive medical management program achieves nearly $8 million in annual savings 
by taking an intense and broad approach to ensuring hospital care is delivered at the 
appropriate level.  


 Pharmacy Management: As pharmacy trends are the leading driver of increasing 
health care costs, our company continually analyzes data to identify cost avoidance 
initiatives to bend the cost curve. Our pharmacy affordability programs around 
specialty pharmacy, contract optimization and national purchasing power, produce 


Figure 36.From the right: Don Giancursio, UnitedHealthcare Nevada market CEO; Jack Larson, Optum; Dean 
Barbara Atkinson, UNLV SOM; UNLV President Len Jessup; and U.S. Representative Joe Heck  
Mr. Giancursio and Mr. Larsen are presenting the $3 million check to Dr. Atkinson of the UNLV School of Medicine to 
fund community clinics where third year medical students will train.  







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 118 of 248 
 


more than $2 million in annual savings for the Nevada Medicaid program. Moreover, 
an internal analysis comparing our custom formulary to the Medicaid FFS formulary 
reveals a savings of approximately $24 million due to our best-in-class generic drug 
utilization rate of 89 percent. 


 Behavioral Health Savings: Our expansive and innovative behavioral health programs 
are producing double-digit decreases in inpatient health care expenses. These 
programs, detailed throughout our response to Section 4.1.12.1.B, are continually 
evolving to meet the unique and diverse needs of our distinct Medicaid populations. 


 Contractual Savings: Due to our large footprint in Nevada, we are able to leverage this 
position to contract with health care providers at favorable rates. Our established 
provider contracts produced an annual savings of $15 million in 2015 compared to the 
Nevada Medicaid Fee Schedule for DHCFP. 


INTEGRATION OF SOCIAL DETERMINANTS, MEDICAL AND BEHAVIORAL HEALTH 
Our continuity of care system focuses on the whole person by integrating the delivery of 
medical and behavioral services and recognizing that social determinants are a significant 
driver of an individual’s health. Individuals with high utilization and high costs often face 
numerous challenges, and our experience shows even the best interventions may be ineffective 
at helping individuals with complex health issues unless we first address their basic and social 
needs. We recognize the ways these needs influence individual/family interactions with the 
health care delivery system and how these factors can become barriers to accessing care.  


Because social determinants are a significant driver of an individual’s health, we incorporate 
these elements into care planning which includes identifying each member’s needs, their 
barriers to accessing care, and the community services and organizations that are available to 
the member. Community-based organizations (CBOs) play a vital role in assisting with non-
acute health issues, such as community living and employment supports and housing. We 
have significant national experience working with CBOs, such as supportive employment 
providers, supportive housing providers, homelessness service providers and organizations 
that help members meet daily needs (e.g., food insecurity, transportation) to deliver services 
and supports that promote improved health outcomes. 


We have developed several specialized programs in Nevada to mitigate social issues so our 
members can focus on their health, including: 


 Our transitional housing program, Willing Hands, provides a safe home environment 
where more than 100 homeless members in the last year completed their health care 
needs, such as intravenous antibiotic therapy, wound care and diabetes management. 
While members are convalescing, our case managers are also working toward 
permanent housing placement for our most needy members. We successfully 
transitioned approximately 30 percent of the homeless members from Willing Hands to 
permanent housing. Members cared for in our transitional housing program have 
experienced a 31 percent reduction in ER use and 58 percent reduction in hospital 
readmissions. 


 Our behavioral health group homes offer seriously mentally ill (SMI) members the 
stability of a home with constant caregivers to assist with social and medical needs. The 
goal is to make the members self-sufficient in their medical, behavioral and social 
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needs. Since inception of this program in 2015, medical costs for these members have 
been reduced 61 percent. 


 Our sober living homes provide a safe, alcohol and drug-free home environment for 
members with severe substance abuse disorders, attempting to abstain from drugs and 
alcohol. The sober living environment increases the likeliness that a member will be 
successful achieving sobriety, move toward self-sufficiency and decrease health care 
costs. This program is realizing a 41 percent reduction in health care costs.  


 Community health workers (CHWs) are part of our integrated, field-based, care 
management team, led by a case manager. Our CHW program launched in December 
2015, and in six months nearly 1,000 members were assessed by our CHWs. CHWs live 
in the communities they serve and play a valuable role in our approach to providing 
sustained direct engagement with members. In the first six months of this program, our 
CHWs engaged in 456 home visits to assess member needs, facilitate appointment-
keeping, help members navigate the health care system, provide support and advocacy 
during medical visits, and educate members on available transportation and 
community resource options.  
The CHWs also engage and support members to foster the relationship of the member 
with a primary care practice and encourage the participation of the member as a full 
partner in all aspects of care planning. Early results of the CHW program for members 
managed in December 2015 indicate a significant and inversely related proportional 
shift in medical costs during the post 30-day care period compared to the pre 30-day 
care period between the control group and the CHW group.  


 
Figure 37. Average Medical Cost Trend. 


 Our web-based, mobile-friendly application connects users to relevant community 
resources. It provides a robust taxonomy of social services, empowering users to bridge 
the gap between health care and social needs; for example, by referring 
members/families to organizations in the community (such as food banks/pantries, 
housing, transportation, WIC, clothing, etc.). A simple search feature enables users to 
sort relevant categories by type of service and preferred location. Every resource 
includes a map, contact information, eligibility requirements, service hours, required 
items and other applicable information to facilitate a successful referral. We 
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strengthen the resources used by providers and care managers by sharing the tool 
externally with FQHCs and key community-based organizations listed in the app’s 
database. Users can target cultural, linguistic and educational support for prevalent 
demographics, including rural areas where Medicaid populations struggle with 
numerous social barriers and health outcomes. Most care managers and community 
health workers in the field use smartphones to access the app’s database; however, they 
can also access with any internet-capable device, including tablets and laptop/desktop 
computers. 
Users can target cultural, linguistic and educational support for Nevada’s prevalent 
ethnicities, including our Hispanic citizens. The database includes more than 4,552 
Nevada community-based social services, including WIC and food banks/pantries. In 
May and June 2016, the top four searched services in Nevada using the app were 
housing, food, health education and family support. Recently, a Nevada CHW used the 
tool to help a Sparks, Nevada member locate a free source for employment assistance, 
rental assistance and a nearby food pantry. 


CASE MANAGEMENT PROGRAMS 
As we will discuss in our response to Section 4.1.12.1.1.D, we developed a comprehensive case 
management program that provides high-touch coordination of care and services for adult 
and pediatric members who have experienced a critical event, are over or underutilizing 
services, or have a diagnosis or complex condition that requires support to ensure recovery, 
resiliency and positive health outcomes. Our program fosters coordination and continuity of 
care for members with complex conditions and needs, and helps them access supportive care 
and services for stabilization.  


We use system-of-care values and principles as the foundational structure of our approach to 
promoting person-centered collaboration among the care team, member, family, providers and 
community-based organizations to meet the member’s needs and values, while leveraging the 
member’s strengths and abilities. The primary goal of our case management program is to 
help members regain optimal health and improved functional capability, at the right time, in 
the right setting and in a cost-effective manner.  


We have developed case management programs that correspond to the individual’s needs and 
provide a matching intensity (e.g., care coordination, complex case management) and focus 
(e.g., high-risk OB case management [HROB], behavioral-health complex case management 
(BHCCM]) of support. We also provide case management programs that manage member care 
during care setting transitions, such as inpatient case management and transitions case 
management. Some of these programs and specific outcomes related to their implementation 
include: 


 Emergency Room Utilization Reductions: We have engaged in focused activities to 
reduce non-emergent utilization of hospital ERs. Through our predictive modeling and 
data analytics capabilities, case management efforts, member outreach and education 
activities, and ACCs, non-emergent use of the ER decreased 36 percent for Nevada 
Check Up members and 34 percent for Medicaid members. 


 Care for Me Program (CFMP): The CFMP is an intensive transitional case 
management program that provides high-touch case management services for any 
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member discharging from an inpatient admission identified as at-risk for readmission 
through our predictive risk-stratification tool. An RN case manager with exceptional 
clinical expertise provides intense case management services for 30 days post-
discharge. The case manager serves as a single point of contact for members to 
confirm they receive all necessary follow-up care and services. The CFMP managed 
the care of 948 Medicaid members in 2015 and 567 Medicaid members in the first 
quarter of 2016. In 2015 ER visits declined by 39 percent; readmissions by 68 percent 
and skilled nursing facility (SNF) utilization by 49 percent. In Q1 2016, ER visits 
declined by 38 percent, readmissions by 70 percent and SNF utilization by 39 percent. 


 Positively Kids NICU Post-Discharge Clinic (NPDC): We offer our youngest and most 
fragile members a specialized managed care program to give them a path to a healthy 
childhood. Our premature babies are referred to the Positively Kids NICU Post-
Discharge Clinic (NPDC). We work in partnership with a local neonatologist who 
serves our communities. These fragile babies have the chance to be transitioned slowly 
from the NICU to their pediatricians. The program has been especially successful 
treating babies exposed to drugs in utero who require detoxification using methadone. 
With the NPDC, these children can be discharged from the hospital and safely weaned 
in the home environment, shortening their hospital stay. Since the program’s inception 
Jan. 1, 2016, the NPDC program has successfully and safely discharged 30 premature 
infants and four neonatal abstinence syndrome infants an average of three days earlier 
from the NICU. 


 Transplant Management: Members referred for organ transplant are managed by 
experienced RNs who work closely with specialty offices and transplant facilities to 
ensure the member can progress through the pre-transplant evaluation process 
efficiently. Members are empowered to complete testing through education on the 
transplant evaluation process, and provided with resources to meet the logistical 
challenges in obtaining services. The RNs support and encourage the member when 
they become weary of all the required pre-transplant testing by reminding them of the 
health status they will have after they receive the transplant. This encouragement is 
required as the pre-transplant evaluation process can be lengthy. Since 2012, 271 
members have been referred to our transplant management 
program with 22 members (eight children and 14 adults) 
receiving an organ transplant at various centers for 
excellence. 


 Prenatal Outreach Program: We have dedicated a team of 
outreach staff specifically assigned to engage pregnant 
members to identify high-risk needs and to make certain that 
all of their health care and services are coordinated. In 
addition, we educate members about our available incentive 
programs. For members that are not experiencing a high-
risk pregnancy, our outreach staff continues to contact and 
monitor them throughout their pregnancy. We provide 
follow-up with safe sleep education and continue to bring 
awareness to the importance of completing their post-partum 
visits. We also promote our HEW programs related to 


Figure 38. Each pregnant 
member receives an OB 
education packet . 
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pregnancy/lactation. Since February of this year, our outreach team has made 1,981 
prenatal educational outreach calls to members.  


 High-Risk Obstetrician (HROB) Case Management Program: HROB case 
management improves the quality and cost-effectiveness of maternity care, improves 
birth outcomes and provides continuity of care for women experiencing high-risk 
pregnancies. Our program is a collaborative set of interventions and activities, 
including assessment, education, communication, planning, facilitation, care 
coordination, evaluation, and advocacy for services that address the health care and 
preventive service needs of high-risk pregnant women and optimize a positive outcome 
for all concerned. In 2015, we engaged 880 members in HROB case management and 
782 members in 2016 year-to-date.  
Included with our prenatal outreach and HROB case management, we offer various 
incentives to support quality prenatal care. Our incentive programs are designed and 
monitored to encourage members to access appropriate care. Incentives are designed to 
be both appealing to the member and to reward healthy behaviors, such as completion 
of prenatal and postpartum visits. Overall, our member incentives are designed to be 
both flexible and effective. Our 2017 HEDIS measures for prenatal and postpartum 
care for Medicaid members are demonstrating notable improvements compared to the 
prior year, including:  


• Frequency of prenatal care less than 21 percent is reflecting a 4.35 percentage 
point improvement  


• Timeliness of prenatal care is reflecting a 2.47 percentage point improvement 
• Postpartum care is reflecting an 8.24 percentage point improvement  


 Well Care Pharmacy Program: In 2013, we 
implemented our Well Care Pharmacy 
Program to address one of the factors 
contributing to high readmission rates of 
recently discharged members—members 
not adhering to their prescribed medication 
regimen post-discharge. We partnered with 
Well Care Pharmacy to increase member 
medication compliance through delivery of 
prescriptions to members at their bedside 
before discharge. The Well Care 
pharmacist provides medication education 
and reconciliation and works with the hospitalist to resolve concerns. We notify the 
member’s PCP within 72 hours of any residual medication discrepancies. This quality 
program also supports the member’s care transition by following the member for 30 
days after discharge to reinforce medication member understanding and compliance 
with medications.  


BEHAVIORAL HEALTH PROGRAMS  
Our BHCCM provides intensive services and supports to our members with serious mental 
illness (SMI), severe emotional disturbed (SED) or substance use disorders (SUDs). These 
members are at risk of being underserved in their effort to identify, access and use medical, 


 


From October 2013 through 
February 2016, we engaged 3,278 
Medicaid members in the Well Care 
Pharmacy Program. These 
members received 7,411 Well Care 
Pharmacy follow-ups and 
medication reconciliations with a 
Well Care pharmacist. This 
engagement resulted in an 88 
percent decrease in readmissions. 
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behavioral health or social services; or to otherwise achieve recovery and resiliency goals. Our 
BHCCM staff works in conjunction with the treatment providers, completes an initial 
evaluation of the member’s needs and, together with the member, develops a care treatment 
plan that includes a description of the following:  


 The member’s recovery and resiliency goals  
 Strengths  
 Opportunities 
 Specific and measurable goals for each opportunity  
 Interventions that will support the member in meeting the goals  


Our BHCCM is focused on addressing the factors that precipitate access to higher levels of 
care, such as changes in the member’s signs and symptoms, psychosocial and environmental 
factors and level of functioning. We engage the member in BHCCM until the member’s 
condition can be safely, efficiently and effectively treated without the support of intensive case 
management intervention. 


Behavioral health programs we offer include: 


 Bridge Visits Upon Discharge Program: The program acts as a bridge between levels 
of care, highlights the importance of ongoing treatment in the member’s recovery 
process and verifies that the member understands the need to attend timely aftercare. 
Additionally, the program allows facilities dedicated time and resources to conduct in-
depth aftercare planning required for successful engagement in continuing treatment. 
The collaboration with the facilities has resulted in 68 percent of HPN Medicaid 
members receiving a bridge visit after inpatient psychiatric care. 


 Behavioral Health Transitional Care Program: In our Behavioral Health TCP 
prescribers visit high-risk members in their home environment, including shelters and 
streets to address treatment and medication needs for 30 days after hospital discharge 
to prevent hospital readmissions. Seventy-three percent of the members in this program 
have avoided hospital readmission.  


 Group Home Program: We have partnered 
with communities to provide group home 
placement for members with SMI and 
readmission risk. The program has 
established relationships with state licensed 
group homes, which provide supervised 
residential settings for adults with SMI. The 
program partners with a case manager, 
working to assist the member to gain the 
resources necessary to transition to self-
sufficiency, by increasing treatment 
compliance and providing support to address 
comorbid issues. The services include medication monitoring, assistance to 
appointments, linkage to community resources, living skills, personal care and 
socialization. The group homes allow members to develop the skills necessary to 


 
Success Story 
One of HPN’s top utilizers 
significantly decreased his inpatient 
admissions. Wayne, a 44-year-old, 
had 16 inpatient psychiatric 
admissions in10 months. Since 
participating in HPN’s support and 
group home program, Wayne has 
had zero admissions. In fact, he is 
now living with family, and is 
employed and stable. 
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integrate into the community. It provides the member with a safe and stable 
environment to improve level of function and the support to achieve optimal recovery. 
The Group Home Program is realizing a 61 percent decrease in health care cost. The 
following table shows a comparison of health care costs for 12 individual members 
four months before group home placement and the four months while in group home 
placement.  


Group Home Savings Demonstration 
4 Months Prior 4 Months After Difference Savings 
$42,270.23 $9,577.56 $32,692.67 77.34% 
$25,480.18 $5,866.68 $19,613.50 76.98% 
$42,418.73 $31,437.25 $10,981.48 25.89% 
$22,992.32 $6,495.13 $16,497.19 71.75% 
$35,645.87 $10,602.31 $25,043.56 70.26% 
$37,460.90 $631.17 $36,829.73 98.32% 
$31,151.87 $170.35 $30,981.52 99.45% 
$75,674.56 $33,623.76 $42,050.80 55.57% 
$26,538.31 $20,706.28 $5,832.03 21.98% 
$62,258.80 $13,865.06 $48,393.74 77.73% 
$29,948.49 $22,897.45 $7,051.04 23.54% 
$65,876.86 $62,149.01 $3,727.85 5.66% 


 Sober Living Group Homes: We have partnered with community providers to deliver 
transitional alcohol and drug-free living environments for members with severe 
substance use disorders attempting to abstain from alcohol and drugs. The focus of the 
sober living environment is to increase the likelihood of sobriety as well as decrease the 
potential for relapse. Members are able to focus on improvement, recovery, 
employment and symptom management, and are provided with support to establish 
resources to move on to independent living. Sober Living Group Homes are achieving 
a 41 percent decrease in health care costs.  


 Residential Housing: In partnership with community service providers, we are 
developing residential housing for members with severe behavioral health issues. The 
program will be designed to offer on-site support including access to behavioral health 
treatment and peer support. It will provide a supportive living environment to promote 
independent living, and will incorporate a recovery model with access to care and 
support, peers and vocational training. 


Crisis Call Management 
We provide phone coverage 24 hours a day, seven days a week to 
ensure that our members can always reach us in times of crisis. We 
provide members with written information containing contact phone 
numbers and a description of how to access care. A licensed 
clinician with experience in mental health triage and UM criteria 
triages emergency calls and assists members in managing the crisis 
and accessing the most appropriate level of care. The license clinician is supported by 
management either on-site or on-call, to assist in triage decisions and can authorize all levels 


Our behavioral 
health intake staff 
handled 56,436 
incoming calls in 
2015 and 34,718 
calls in the first two 
quarters of 2016. 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 125 of 248  RFP #3260 
 


of care, dispatch the crisis evaluation team, or refer the member to an acute care facility for a 
medical evaluations. This assures that the member is admitted to the most appropriate level of 
care.  


Institution for Mental Disease Cost Containment 
Since the State Medicaid Plan was amended to allow MCOs to contract with freestanding 
psychiatric hospitals for inpatient services, the overcrowding of Nevada’s ERs has improved. 
Members in crisis due to mental illness, situational challenges and intoxication have been 
historically boarded in ERs, causing overcrowding and impairing the ER’s primary obligation 
of managing acute, life threatening illnesses and injuries. Further, ER environments are 
poorly suited for members in an emotional crisis. 


We contract with Institutions for Mental Diseases (IMD) and non-IMD providers throughout 
Northern and Southern Nevada. These contracted facilities are acute inpatient psychiatric 
hospitals with Joint Commission Accreditation that provide 24-hour nursing care and daily 
active treatment under the direction of a psychiatrist. The need for acute inpatient treatment 
occurs when a member requires stabilization of a mental health crisis in a structured 
therapeutic close observation environment that is only available in an inpatient setting. We 
have contracted with the IMDs as alternative settings at a lower cost than traditional inpatient 
settings. Through collaboration with our network providers, the IMDs have access to a vast 
array of services to meet the needs of the member at discharge.  


Although we historically provided ER assessments to Medicaid members of all ages, members 
in the Medicaid age group 21 to 64 that needed inpatient services were sent to Southern 
Nevada Adult Mental Health Services (SNAMHS) (e.g., Rawson-Neal Psychiatric Hospital) 
and Northern Nevada Adult Mental Health Services (NNAMHS). These members had an 
average length of stay (ALOS) of 20 days. Since the 2014 “In Lieu Of” ruling, we willingly 
and quickly took responsibility for members needing inpatient services residing in the 
Medicaid age group 21 to 64. The ruling allowed us to arrange, monitor and case manage 
these members receiving inpatient services in an IMD.  


As presented in the following table, the ALOS significantly decreased. Before May 2014, the 
average cost for a member in a state facility was approximately $1,500 per day with an ALOS 
of 20 days costing approximately $30,000 to provide member care. Our contracted rate per day 
with IMD facilities is approximately $750. Combined with an ALOS of 6.21 days, the cost is 
substantially lower at $4,657. This is a cost savings of $25,343 for each member using an IMD 
“in lieu of” a non-IMD.  


2016 January-June Medicaid Inpatient IMD Utilization Metrics  (Age Group 21 to 64) 
 Facility A Facility B Facility C Facility D Facility E Other 
Admits 223 228 11 545 548 851 
Bed days 1,231 1,547 24 3,533 3,331 3,400 
ALOS (days) 5.52 6.79 2 6.48 6.08 4 


IMD Ruling and Using ASAM Criteria for Substance Use Disorder  
Before June 1, 2015, the inpatient detoxification benefit for ages 21 to 64 was five days 
detoxification and five days inpatient rehabilitation in a non-IMD only. After that date, these 
inpatient SUD services for members 21 to 64 years of age could be provided in an IMD 
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facility. Now, both outpatient and inpatient services are more readily available to these 
members. We provide and coordinate care interventions for SUD treatment, which are guided 
by the criteria established by the American Society of Addiction Medicine (ASAM) and 
Chapter 400 of the Nevada Medicaid Services Manual. SUD levels of care include inpatient 
detoxification and inpatient rehabilitative services for all ages in a freestanding psychiatric 
and/or substance abuse hospital, SUD partial hospitalization, SUD intensive outpatient and 
outpatient care.  


We understand that substance use affects individuals differently; therefore, our care and 
treatment are individualized to member needs and preferences. From experience, we know 
clinical outcomes are more likely to be achieved when members identify their own goals and 
the action steps toward achieving them. The individual’s aftercare includes seamless access 
across the entire continuum of care appropriate for the severity of each individual with less 
focus on acute and more focus on aftercare in a least restrictive setting with a goal of lifelong 
management through case management, disease management and recovery coaching. While 
the volume of admissions for SUD treatment has increased by nearly 200 percent from 2015-
2016, using the appropriate levels of care has decreased the number of bed days per 1,000 
members by nearly 40 percent in 2016. 


Medicaid Substance Use Disorder Statistics 
 2014 2015 Q1/Q2 2016 


Admits 13 696 1,048 
Bed Days 75 2,969 4,036 


ALOS 5.77 4.27 3.85 
Admits/1000 0.07 2.99 2.02 


Bed Days/1000 0.40 12.76 7.78 


D. Administering Medicaid utilization and case management programs; 


ADMINISTERING MEDICAID UTILIZATION MANAGEMENT PROGRAMS 
We have extensive experience serving Medicaid programs across the country and perform 
utilization management (UM) functions in the 23 state Medicaid programs we serve. We 
perform UM of integrated physical and behavioral health services in 21 of those programs. In 
Nevada, we have been performing UM functions 
for the Nevada Medicaid and Check Up 
Program for 19 years. We have an established, 
detailed, Nevada-specific UM Program 
description that defines the scope, structure, 
processes and resources we use to manage the 
UM Program. We have achieved excellence in 
performing UM functions in Nevada as 
demonstrated by the following: 


 Since 2000 and as recently as 2015, we 
have achieved perfect scores of 100 
percent on all seven audits of our 
utilization management program 


98% 


2% 


Approved


Denied


Figure 39. High Approval Rate for Medical 
Preauthorization. In 2015, we approved 97.54 percent of all 
medical preauthorization requests that were received for 
Medicaid members demonstrating that a very low percentage 
of all requests are denied. 
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conducted by DHCFP’s External Quality Review Organization (EQRO). 
 During the 2015 audit, 100 percent of our UM denial files were deemed appropriate by 


the EQRO reviewer.  
 In 2015, we approved 97.54 percent of all medical  preauthorization requests that were 


received for Medicaid members demonstrating that a very low percentage of all 
requests are denied. 


We also comply with the State’s established authorization and notice timeliness requirements. 
We process requests as expeditiously as the member’s health status requires, but not later than 
14 calendar days following the request. In 2015, we expediently processed more than 133,000 
prior authorization requests for our Nevada Medicaid and Check Up members. 


The following table illustrates our average turnaround times for standard and expedited 
authorization requests in 2015 and 2016, which are significantly better than the State-required 
time frames for standard and expedited reviews of 14 and three days, respectively: 


Type of Authorization 
Request 


Volume 2015 Average 
Turnaround Times 


Required Time 
Frame 


Expedited Approval 7,582 4.08 hours Three days 
Routine Approval 123,284 2.20 days 14 days 
Expedited Denials 195 10.8 hours Three days 
Routine Denials 2,552 5.27 days 14 days 
 


Type of Authorization 
Request 


Volume 2016 (Jan. 1 – May 31) 
Average Turnaround Times 


Required Time 
Frame 


Expedited approval 2,832 Four hours  Three days 
Routine Approval 39,512 2.31 days 14 days 
Expedited Denials 111 11 hours Three days 
Routine Denials 1,253 5.44 days 14 days 


We have based our UM approach for the Nevada Medicaid Program and CHIP upon our 
significant experience and commitment to continuous innovations fostering appropriate 
engagement and utilization of health care services. At the core of our UM Program is an 
interdisciplinary set of documented, integrated UM, quality improvement (QI) and care 
management principles, policies and systematic processes 
that manage the appropriate utilization of health care 
resources in the amount, duration and scope necessary to 
achieve desired health outcomes. Core components and 
functions of our Nevada UM Program include: 


 Implementing UM policies and procedures to review 
service authorizations and conduct prospective review 
and concurrent review that confirm the appropriate utilization of resources in the 
amount, duration and scope necessary to achieve desired health outcomes 


   2015 EQRO Audit 
During the 2015 EQRO 
audit, we achieved a perfect 
score of 100 percent for 
reviews of Notice of Action 
files. 
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 Implementing discharge planning processes and tools that provide care coordination 
and support to members experiencing an inpatient admission, including determining 
ongoing care coordination needs  


 Facilitating program management and long-term quality through clinical oversight 
and integration with quality improvement through our clinical leadership team and an 
integrated UM, QI and clinical care management governance structure and program 
descriptions, policies, procedures and common clinical and UM tools 


 Monitoring overutilization, underutilization and inappropriate utilization using a 
multifaceted approach that evaluates member and provider utilization patterns so that 
we can confirm the appropriate use of health care services, identify opportunities for 
improvement and develop interventions to combat aberrant trends  


 Evaluating the efficiency and appropriateness of service delivery through the adoption 
of evidence-based, nationally recognized guidelines and review criteria and our process 
to determine if a requested procedure, treatment or device meets established medical 
necessity criteria 


 Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members  


 Implementing a proactive approach to UM that provides our care team, providers and 
members with tools and timely, actionable access to information so they can engage 
members and provide timely services and supports that meet their needs  


 Supporting data-driven population health management practices that identify members 
that can benefit from care coordination and allow us to engage these members with an 
intensity and focus of care coordination that is commensurate with their needs 


 Serving as a gateway to care coordination activities by identifying members with unmet 
health care needs, members with chronic 
conditions, members with inappropriate 
utilization of services or members experiencing 
an episode of treatment 


 Continuously evaluating member risk through 
service utilization triggers, claims analysis and 
predictive modeling to identify members at 
highest risk for requiring intensive levels of care 
later and engaging these members in complex 
case management 


Governance Structure 
A key component of our Nevada UM Program is the 
design of our governance structure, which integrates 
our UM, quality improvement (QI) and clinical case 
management programs. Our Nevada UM Program is a 
collaborative effort among our clinical leadership team, 
health plan leadership and several key functions, such 


   Nationally Recognized Criteria 
We use evidence-based, 
nationally recognized criteria 
including: 
 MCG criteria for physical health 


care services that span the 
continuum of care 


 Mihalik Group Medical 
Necessity Manual for Behavioral 
Health, which addresses all 
levels of care for mental health 
and substance related care 


 American Society of Addiction 
Medicine (ASAM) criteria for 
substance use disorders 
(SUDs) guidelines provide 
objective and evidence-based 
admission, continuing stay and 
discharge criteria for substance 
related care  
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as clinical care management, QI, grievances and appeals, member services, provider services 
and health care economics. All teams collaborate to confirm the appropriate utilization of 
physical and behavioral health resources in the amount, duration and scope necessary to 
achieve desired health outcomes for members and bring salient information and support to 
our care teams and the providers serving our members. 


Our integrated UM, QI and clinical care management governance structure is led by our chief 
medical director, Laurine Tibaldi, M.D., and includes the RN director of medical and clinical 
operations, June Young, our director of quality improvement, Kim Johnson, and director of 
pre-service review, Shelean Sweet, who manage a UM Program that meets all DHCFP 
requirements. Our chief medical director provides strategy and leadership direction for our 
clinical activities and oversight of our functions that are integral to delivering timely, 
appropriate and high-quality health care services to our members, including our clinical, UM 
and QI Programs.  


Our chief medical director reviews and approves all QI department policies and procedures, 
and directs the annual review and revision of key quality documents, including the UM and 
QI Program descriptions, evaluations and work plans. Our chief medical director’s oversight 
of UM, QI and clinical activities occurs through the: 


 Formal QI Program structure as chair or co-chair of committees that oversee clinical 
quality, including our QI Committee (QIC), UM Committee and Corporate Medical 
Affairs Committee (CMAC). 


 Oversight of the senior level staff responsible for implementing our clinical, QI and 
UM Programs, including the director of medical and clinical operations, the director of 
quality improvement, the director of pre-service review and medical directors through 
ongoing collaboration via formal and informal reporting relationships.  


Our director of medical and clinical operations manages the daily operations of our UM 
Program, including: 


 Confirming adoption and consistent application of appropriate inpatient and outpatient 
medical necessity criteria 


 Verifying that appropriate concurrent review and discharge planning of inpatient stays 
is conducted 


 Developing, implementing and monitoring the provision of care coordination and case 
management functions 


 Monitoring, analyzing and implementing appropriate interventions based upon 
utilization data, including identifying and correcting overutilization or underutilization 
of services 


 Monitoring prior authorization functions and making sure decisions are made in a 
consistent manner based upon clinical criteria and meeting timeliness standards 


Utilization Management Committee Oversight 
We monitor our UM Program through our QI Committee structure. Under the auspices of our 
QI Committee, chaired by our chief medical director, our UM Committee provides oversight of 
our UM Program. Specifically, our UM Committee carries out the following functions and 
responsibilities: 
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 Overseeing and approving regular (at least annually) updates to UM Program 
description, work plan, program evaluation, responsibilities and policies and 
procedures that conform to industry and NCQA accreditation standards 


 Collecting, monitoring, analyzing, evaluating and reporting utilization data 
 Tracking and trending data to identify opportunities for improvement and develop 


interventions that include measurable outcomes so we can determine the intervention’s 
effectiveness 


 Monitoring provider service authorization requests for health care services provided to 
members through provider quality and utilization profiling 


 Monitoring the medical appropriateness and necessity of health care services provided 
to members 


 Monitoring consistent application of medical necessity criteria and clinical practice 
guidelines 


 Evaluating the consistency of UM decision making through review of inter-rater 
reliability reports and identifying overutilization and underutilization issues related to 
UM decision making  


 Monitoring quality reports across all clinical areas; reviewing performance metrics, 
trends and outcomes related to care management; establishing data-driven 
interventions to improve performance in identified areas; monitoring progress on 
clinical performance improvement programs; and conducting targeted quality and 
performance improvement studies 


 Monitoring and correcting utilization variances, including overutilization and 
underutilization of services 


 Conducting and monitoring medical record review of member medical records to verify 
providers’ documentation is thorough and supports the safe delivery of care to our 
members 


UM Integration with Quality Improvement and Case 
Management 
Our Nevada UM Program is closely aligned with our 
QI Program through the integrated UM/QI Committee 
structure and program description. UM activities 
support our QI Program by providing objective and 
systematic monitoring and evaluation of the necessity, 
appropriateness, efficiency, timeliness and cost-
effectiveness of care and services provided to 
members. Inputs from our UM Program provide 
critical evidence about health care patterns and 
practices, and translate into effective policies and 
procedures for assuring high-quality health care. UM 
activities serve as a gateway to QI activities by 
identifying members for engagement in QI Programs, 
such as disease management and health, education 
and wellness education. For example, using UM data 
analysis, our QI and provider services teams work with 


We have implemented a strong, 
evidence-based clinical decision-
making process, using effective 
criteria and including appropriate 
oversight, which confirms that we 
make the right decision the first 
time. 
 In 2015 only 1 percent of our 


denials resulted in an appeal, a 
strong indication of the validity 
of our clinical decision making 


 Since 1997, we have only had 
11 scheduled State Fair 
Hearings in Nevada. The 
hearing officer agreed with our 
original decision in 10 of the 11 
cases, further demonstrating the 
strength of our clinical decision-
making processes 
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providers to help them identify and close gaps in care and encourage them to refer members to 
needed services through our provider-profiling program.  


We integrate UM activities with case management activities in a synchronized approach to 
meet the physical, behavioral and social needs of our members. We embed UM activities into 
clinical processes, including inpatient case management, outpatient case management, 
discharge planning, transition case management and pharmacy management.  


UM activities serve as a gateway to case management activities by identifying members with 
unmet health care needs, members experiencing a change in condition, members experiencing 
a care transition or members who are at high risk of future inappropriate or unnecessary 
utilization of health care services. UM medical directors, UM clinicians and other UM 
professional support teams work closely with our case management teams to determine the 
medical necessity and appropriateness of care, avoid inappropriate use or duplication of 
services and assure members receive the appropriate services and supports to close care gaps.  


Policies and Procedures to Evaluate Medical Necessity 
The scope of our Nevada UM Program encompasses the review of medical services and 
procedures to determine medical necessity, appropriateness of services and benefit coverage. 
Pre-service determinations involve requests for 
services that must be approved, in whole or part, in 
advance of the member obtaining medical care or 
services. The purpose of the prior authorization 
process is to make sure every member receives 
quality care. Prior authorization promotes wellness 
through utilization of appropriate resources, in the 
most appropriate setting and in the most cost-
effective manner. This is achieved through the 
evaluation and determination of the 
appropriateness of the member’s and practitioner’s 
use of medical resources before services being 
rendered.  


Prior authorization reviewers assess and screen 
requests for health care services from providers. 
Screening determines if the request is compatible 
with the diagnosis, is a covered benefit in the 
member’s plan and provided by a qualified 
participating provider in an appropriate setting. 
The prior authorization process allows members to 
have access to cost-effective primary or specialized 
care deemed necessary for medical conditions. 


Decisions Supervised by Qualified Medical 
Professionals 
Our chief medical director sets medical policies and 
procedures, reviews and decides medical UM cases 
and participates in UM Committee meetings. To 
perform these functions, the chief medical director 


We conducted clinical staff inter-rater 
reliability (IRR) assessments in 2015. 
IRR evaluation is a component of the 
standardized, comprehensive case 
manager competency assessment and 
development program. Annually, we 
test clinical staff on core clinical 
competencies, such as the accuracy 
and timely completion of the 
comprehensive assessment. Clinical 
staff must achieve a 93 percent IRR 
score or greater. The results of our 
2015 assessment included: 
 All medical directors achieved a 100 


percent score 
 All inpatient case managers 


exceeded the 93 percent standard 
 All Care for Me case managers 


exceeded the 93 percent standard 
 All Telephone Advice Nurse RNs 


exceeded the 93 percent standard  
 All out-of-area case managers 


exceeded the 93 percent standard  
 All complex case management case 


managers exceeded the 93 percent 
standard 


 All high-risk OB case managers 
exceeded the 93 percent standard 


 All NICU case managers exceeded 
the 93 percent standard 


 All pediatric case managers 
exceeded the 93 percent standard 
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chairs the CMAC, the committee that finalizes decisions on medical policies, protocols and 
clinical guidelines. Our chief medical director also co-chairs the UM Committee and reviews 
and approves all UM Program documents, policies and procedures, and processes, such as the 
approval of annual inter-rater reliability results (IRR) and the review of member and provider 
satisfaction survey results. Our chief medical director also co-chairs the QIC, the committee 
that reviews and discusses quality improvement activities, case management and disease-
management program activities.  


Our behavioral health medical director supervises the medical directors and clinicians who 
make behavioral health preauthorization and concurrent review decisions. The behavioral 
health medical director sets behavioral health policies and procedures, reviews and decides 
behavioral health UM cases and participates in UM Committee meetings. To perform these 
functions, the behavioral health medical director chairs the behavioral health QI/UM 
Committee, the committee that reviews and approves behavioral UM and QI Program 
documentation, policies and procedures, protocols and clinical guidelines. The behavioral 
health QI/UM Committee is a subcommittee of the larger QIC. This committee also reviews 
the ongoing UM Program activity results, including evaluating member and provider 
satisfaction and IRR results for behavioral health providers.  


Under the oversight of these two senior physicians, qualified medical and behavioral health 
professionals supervise pre-service and concurrent review decisions. Our chief medical 
director supervises the five medical directors who make medical preauthorization and 
concurrent review decisions. We make certain our medical directors are qualified to conduct 
medical necessity reviews by verifying they maintain a current non-restricted license to 
practice medicine in Nevada. We also confirm they have adequate education, training and 
clinical experience in a medical or clinical practice setting to use medical appropriateness 
criteria and other applicable review standards or medical policy; and have the ability and 
credentials (for example, board certification) to review cases in which a clinical decision 
cannot be made by the first-level reviewer. All of our medical directors maintain board 
certifications in the areas of internal medicine, pediatrics, psychiatry and cardiovascular 
diseases.  


Criteria Used to Evaluate Medical Necessity 
To make determinations on requested services and care, we use standardized, objective and 
clinically valid criteria (e.g., nationally recognized MCG, internally developed protocols, 
internal medical policies, National Comprehensive Cancer Network Guidelines) that are 
compatible with established principles of health care and flexible enough to allow for 
variations. In addition to MCG, we use the nationally recognized Mihalik Group Medical 
Necessity Manual (Mihalik) for behavioral health, which addresses all levels of care for 
mental health and substance related care and the American Society of Addiction Medicine 
(ASAM) criteria for substance use disorders (SUDs). MCG are nationally recognized, 
evidence-based clinical guidelines that are updated annually and span the continuum of care. 
Criteria are applied in a flexible manner based upon currently accepted medical or health care 
practices, consideration of members with specialized needs (such as members with 
disabilities), acute conditions or a life-threatening illness, and an assessment of the local 
health care delivery system.  


We provide criteria for specific UM activities in the following table: 
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UM Activity Criteria Used 
 Pre-Service (Prior Authorization) of 


inpatient and outpatient services  
 Concurrent Review (Continuity of Care) 
 Post-Service (Retrospective) Review 


 MCG 19th Edition 2015 and 20th Edition 2016  
 Health Care Operations (HCO) Protocols  
 National Comprehensive Cancer Network 


Guidelines  
 CMS Guidelines  
 CMS Approved Drug Compendium  
 Our organization’s Medical Policies  
 Hayes Inc.  
 American Society of Addiction Medicine (ASAM) 


criteria for substance use disorders 
 Mihalik Group Medical Necessity Manual for 


Behavioral Health 
Care/Case Management  MCG 19th Edition 2015 and 20th Edition 2016  


 HCO Protocols  
 Mihalik Group Medical Necessity Manual for 


Behavioral Health 
  ASAM criteria for SUD 


Triage and Initial Assessment 
24-hour medical nurse advice line 
24-hour behavioral health line 


 N Centaurus 
 MCG 19th Edition 2015 and 20th Edition 2016  
 Mihalik Group Medical Necessity Manual for 


Behavioral Health  
 ASAM criteria for SUD 


Information Used to Evaluate Medical Necessity 
We use relevant clinical information to make medical necessity determinations, which may 
include, but is not limited to, the following:  


 Office and hospital records 
 History of the presenting problem 
 Clinical exam 
 Diagnostic testing results 
 Treatment plans and progress notes 
 Patient psychosocial history 
 Records of consultations with treating 


practitioner 
 Evaluations by other health care practitioners and providers 
 Photographs 
 Conversation with treating provider or a member of the treatment team 


Use of Specialist Consultants to Evaluate Medical Necessity 
We also use consultants from appropriate specialty areas in making medical necessity 
determinations. Consultants representing the specialties of cardiology, gastroenterology, 
hematology, infectious disease, psychiatry, nephrology, neurology, orthopedics, pediatrics, 
urology and other specialists are used in the UM decision-making process. Specialist 
consultants review individual cases, participate on peer review panels, and develop and 


We earned a 100 percent score on 
the Coverage and Authorization of 
Services standard during the 2015 
State compliance audit conducted 
by the DHCFP’s external quality 
review organization.  
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evaluate UM criteria. Consultants are either board certified by one of the American Boards of 
Medical Specialties, American Board of Psychiatry and Neurology or other specialty 
certification bodies as appropriate to the practitioner’s discipline. If a local consultant cannot 
be identified in the same or similar specialty for case or criteria review, a referral is made to 
an independent review organization. 


Process Used to Review and Approve the Provision of Medical Services 
Prior authorization reviewers assess and screen requests for health care services from 
providers and members. Screening determines if the request is compatible with the diagnosis, 
is a covered benefit in the member’s plan and provided by a qualified participating provider in 
an appropriate setting. The prior authorization process allows members to have access to cost-
effective primary or specialized care deemed necessary for medical conditions. 


In general, prior authorization is required for the following services: 


 Non-emergent/urgent elective admissions to inpatient facilities for non-capitated 
providers 


 Requests to see out of network providers  
 Skilled nursing facility and rehabilitation  
 Cosmetic procedures (true cosmetic procedures are excluded) 
 Orthognathic surgery, including temporomandibular joint (TMJ) surgeries 
 Bariatric surgery  
 Transplants 
 Out-of-plan or out-of-area providers/facilities/services 
 Custom durable medical equipment (DME) and DME purchases 
 Prosthetic/orthotic devices  
 Sleep disorder studies and surgeries 
 Complex radiology (e.g., magnetic resonance imaging, single photon emission 


computed tomography scans, positive emission tomography scans, nuclear medicine) 
 Selected injectables  
 Perinatal requests 
 Level II ultrasounds 
 Medical procedures exceeding $200 and procedures performed outside of the PCP’s 


office for other products 
 Outpatient surgeries  
 Total obstetrical care  
 Occupational, physical and speech therapies  
 Home health  
 Behavioral health outpatient services 
 Intensive outpatient, partial hospitalization 
 Behavioral health residential treatment (under age 21) 
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Prior authorization is NOT required for medical or behavioral health emergency care. 
However, notification of such services is expected within 24 hours. 


Prior Authorization Process and Making Medical Necessity Decisions 
Our prior authorization processes (e.g., intake, determining medical necessity) meet the 
requirements in Section 3.10.19.3. They include policies and procedures consistent with 42 
CFR §438.210 and state laws and regulations for initial and continuing authorization of 
services.  


Approval Levels 
Authorization of requests for services and health care and data entry of related information 
are conducted by various members of the prior authorization staff as outlined: 


Request Level Case Type Staff 
Level I Cases requiring notification and/or data entry only, 


and limited others as noted*  
 UM representatives 


Level II Authorization of cases using criteria and guidelines 
(e.g., elective inpatient cases, home health care, 
certain DME, non-contracted and out-of plan 
services, benefit questions, extension of benefits) 
etc.  


 Licensed staff 
 UM clinicians (RNs) 


Level III Cases requiring specialized review and all denials  Physician reviewers 
 Physician advisors 
 Pharmacists 


*If location and provider standards are met, UM representatives may approve the following 
types of requests:  


 Scopes (bronchial, colon, esophagogastroduodenoscopy (EGD) (with/without biopsy)  
 Biopsies  
 Office visits 
 Initial request for behavioral health psychotherapy  
 Initial request for behavioral health group therapy  
 Initial request for behavioral health intensive outpatient programs  
 Ultrasound or CT guided biopsies 
 Treatments for fractures closed and open reductions 
 Physical therapy, occupational therapy and chiropractic requests  
 Site and anesthesia for dental caries 


Physician Review is required for:  


 Potential adverse determination decisions 
 New medical technology 
 Procedures that are considered experimental and/or investigational or have not been 


proven effective in long-term outcomes  
 Cosmetic procedures (e.g., skin tags, keloids, augmentation/reductions, scar revision, 


tattoo removals, revision of cleft lip/palates) 
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 Internal protocols that specifically state medical director review is needed 
 Certain pharmaceuticals  
 Organ transplants 


Services mandated by law (state/federal) are approved and/or managed as required by said 
laws and include:  


 Direct access to women’s health specialists 
 Post-mastectomy reconstructive surgery 
 Newborn hearing loss screening 
 Specified well-child activities and immunizations (no prior authorization is required) 
 Influenza vaccinations for children and adults (no prior authorization is required)  
 Pneumococcal polyvalent vaccine, children and adult, (no prior authorization is 


required) 


Prior authorization staff has the authority to approve situations that meet criteria and to refer 
potential adverse determination decisions to the physician reviewer for evaluation. After 
hours’ inbound calls are automatically redirected to our internal access center. Our access center 
provides 24-hours-a-day, seven-days-a-week telephonic nursing advice to members and directs 
them to the appropriate level of care. In addition, the access center follows after hours’ acute 
hospital discharges and transitions, responds to urgent prior authorization requests 
afterhours, verifies eligibility afterhours, and assists with medication prior authorization and 
overrides afterhours. 


Intake  
The prior authorization process begins at intake, the point at which we receive prior 
authorization requests from providers or become aware of inpatient or residential treatment 
admissions. The intake process supports varied internal administrative processes, including 
referral into care coordination and disease management programs, advanced notification and 
admission notification and prior authorization.  


Intake involves obtaining member demographic information, physician/provider identifying 
information, planned services, hospital/facility identifying information and network status of 
providers and facilities. This information is used to build a case file related to the planned 
service and distribute individual cases to the appropriate internal operational unit. In certain 
instances (e.g., the request does not require clinical review), UM representatives in the intake 
department may administratively approve a service per our guidelines. 


Submitting requests for prior authorization of services. The UM representatives in our intake 
department accept requests for prior authorization and task these requests to our prior 
authorization team that is staffed to adequately meet timeliness requirements for both 
standard and expedited service authorization requests. Providers can submit prior 
authorization requests for new or continuing medical and behavioral health services 24 hours 
a day, seven days a week via several methods, including telephone, fax or through our secure, 
web-based provider portal. 


To reduce the provider’s administrative burden, improve operational efficiency and confirm 
compliance with turnaround times, network providers can, at no charge, submit a prior 
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authorization request for services through our secure, web-based provider portal and manage 
their patient referrals to other providers in our provider network. Online prior authorization 
requests are registered in our Facets administrative platform, which applies business rules to 
automatically route the request through the proper levels of UM review and validation. Once 
reviewed and adjudicated, the system posts the approval or denial immediately in the online 
system, eliminating the wait time for a call back, fax back or a letter in the mail. 


Providers can also initiate, receive and respond to a patient referral for specialty services. The 
system improves the quality and continuity of care provided to our members by supporting 
two-way, online communication between the referring provider and the receiving 
provider. The referring provider can electronically attach pertinent medical record data, 
images and notes to the referral request. The receiving provider can request additional 
information and can decide whether to accept or decline the referral. If accepted, the referral 
request is registered with Facets to provide proper benefit payments for services that require 
referrals. Once the referral service has been completed, the specialist can “close the loop” with 
the original referring provider by providing their notes and any additional medical data back 
to the referring provider.  


Because the prior authorization and referral transactions are tracked online and registered in 
Facets, members are able to view the status of their prior authorization requests and provider 
referrals in real time through our secure, @YourService portal. Our largest physician practice 
group in our Las Vegas market, SMA, has gone the extra step of integrating the online prior 
authorization requests and referral capabilities directly into their Electronic Medical Record, 
ensuring a seamless and streamlined administrative process for their providers and staff to 
manage prior authorization requests and patient referrals. 


Ensuring providers understand the prior authorization process. We provide education to 
providers on our UM Program, criteria and guidelines during initial provider training. 
Additionally, we conduct education initiatives whenever UM protocols or criteria/guidelines 
change. To prevent resubmissions and accompanying communications, we provide guidelines 
so providers know what is needed for successful determination on the first submission.  


We provide information about our UM Program, including the prior authorization process, to 
providers in our Provider Summary Guide, on the provider portal (which is available 24 hours 
a day, seven days week), and in provider newsletters, when appropriate. Additionally, there is a 
“tour” demo area available in the provider area of the website to assist the providers in 
learning the submission process. If we identify providers who need assistance or have 
difficulties submitting requests for prior authorization, our provider advocates conduct one-
on-one training sessions with the provider, making sure the individual receives the education 
and support needed to follow the prior authorization process.  


For example, before 2014, SAPTA providers received funding from NV DPBH-SAPTA based 
upon encounter data. The transition to Medicaid provider type 17 and subsequent covered 
SUD services created a demand for these providers to meet the requirements of Medicaid fee 
for service and the managed care organizations. The process of submitting request for 
authorizations and claims was foreign to the organizations. Recognizing the struggle of these 
provider groups, we conducted on-site trainings and have conducted 15 on-site trainings to the 
various contracted providers. Recently, we created a quarterly dashboard report to further 
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assist these providers and identify where specific SAPTA providers may be struggling, such as 
prior authorization, credentialing and service delivery requirements.  


Contracted SAPTA Type 17 - Member Utilization 
 2014 2015 2016 Q1 
Unique Members 286 840 394 
Visits 2,128 6,687 2,057 
Visits/1,000 11.28 28.73 1.98 


Making Medical Necessity Determinations 
We make medical necessity decisions that are consistent with the State’s definition of 
medically necessary services and comply with contractually covered services, including the 
prevention, diagnosis and treatment of health impairments; the ability to achieve age-
appropriate growth and development; and the ability to attain, maintain or regain functional 
capacity. We base medical necessity decisions on the eligibility of the member; state and 
federal mandates; the Nevada Medicaid Services Manual or summary plan description; 
Health Care Operations (HCO) protocols; and medical technology assessment information. 


As presented in the figure on the following page, the process to determine medical necessity 
begins at intake. Once we receive a service request (prior authorization request from providers 
or an inpatient or residential treatment admission), UM clinicians take the following steps to 
determine medical necessity: 


 Determine if the service request requires prior authorization. 
 Determine if the service request requires clinical review. If it does not require clinical 


review and it meets the requirements for administrative approval, approve the service 
request.  


 If the service request requires clinical review, the UM clinician: 
• Determines if the service or benefit are consistent with the State’s definition of 


medically necessary services, including: 
– The service or benefit prevents, or is reasonably expected to prevent, the onset 


of an illness, condition or disability.  
– The service or benefit reduces or ameliorates, or is reasonably expected to 


reduce or ameliorate, the physical, behavioral or developmental effects of an 
illness, condition, injury or disability.  


– The service or benefit assists the member to achieve or maintain maximum 
functional capacity in performing daily activities, taking into account both the 
functional capacity of the member and those functional capacities that are 
appropriate for members of the same age. 


• Review the service request to determine medical necessity and verify the service 
request complies with level of care criteria and promotes alignment with clinical 
practice guidelines.  


• Request further information as necessary from the provider to make a 
determination. Cases requiring further review for determination are sent to a 
medical director with appropriate expertise treating the member’s condition.  
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• If approved, notify the provider of the approval of the service request. 
• If not approved, the UM clinician: 


– Refers the service request to the appropriate medical director for review of any 
adverse benefit determinations. The medical director reviews service requests, 
may perform a peer-to- peer review to make a determination and consults with 
the requesting provider, as appropriate. 


– Notifies the provider of the service denial if we deny the request for services 
following peer review. 


 
Figure 40. Prior Authorization Process and Determining Medical Necessity. Medical directors, nursing staff and other 
professional support teams work closely with providers to determine the medical necessity and appropriateness of care, avoid 
inappropriate use or duplication of services, and identify members who may need to be engaged in disease management or care 
coordination or may need direction to their provider. 


Our clinical leadership team confirms that our process to determine medical necessity 
complies with the following: 


 Federal and State-mandated benefit and coverage determination criteria, including 
making medical necessity determinations consistent with 42 CFR §456. 111 and 42 
CFR. §456. 211, as applicable 
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 Services sufficient in an amount, duration and scope to reasonably be expected to 
achieve the purpose for which the services are furnished and that are no less than the 
amount, duration or scope for the same services furnished to individuals eligible under 
FFS Medicaid and CHIP Programs 


 We do not arbitrarily deny or reduce the amount, duration or scope of required services 
solely because of diagnosis, type of illness or condition of the member 


 Determinations of medical necessity are made by qualified and trained practitioners in 
compliance with state and federal regulations 


 Individuals making medical necessity determinations have no history of disciplinary 
action or sanctions; including loss of staff privileges or participation restrictions that 
have been taken or are pending by any hospital, governmental agency or unit, or 
regulatory body that raise a substantial question about the clinical peer reviewer’s 
physical, mental, professional or moral character 


 Individuals making medical necessity determinations attest that no adverse 
determination are made regarding any medical procedure or service outside of the 
scope of such individual’s expertise 


 Only licensed physicians who have appropriate clinical expertise in the treatment of a 
member’s condition or disease make decisions to deny a service authorization request 
or to authorize a service in an amount, duration or scope that is less than requested  


 Individuals involved directly or indirectly in the UM process are not rewarded in any 
way for issuing denials of coverage or otherwise encouraged to reduce utilization of 
services as required by 42 C.F.R. § 438.210(e) 


Monitoring Overutilization and Underutilization of Health Care Services in Nevada 
We monitor the utilization patterns of our members and providers to confirm that we are 
providing health care services to our members in the amount, duration and scope necessary to 
achieve desired member health outcomes. Monitoring utilization through various means, such 
as HEDIS measures, confirms members receive needed services, identifies at-risk populations 
and notifies the clinical team of health status changes that may cause gaps in care.  


We have developed systems in Nevada that identify areas for improvement in health care 
service utilization and they track overutilization, underutilization and inappropriate utilization 
patterns. We have implemented a multifaceted approach, comprising an oversight structure, 
policies, processes, data analysis tools and provider outreach programs, which allows us to 
evaluate member and provider utilization patterns so that we can improve our health plan 
operations. Core components of our approach, discussed in the following sections, include: 


 Monitoring overutilization, underutilization and inappropriate utilization through 
clinical oversight and integration with QI. We provide oversight of our program 
through our clinical leadership team and monitor utilization through integration with 
our QI department and QI Committee structure. 


 Identifying overutilization, underutilization and inappropriate utilization through UM 
tools and data analysis to identify individuals that may benefit from care coordination, 
evaluate the effectiveness of care coordination interventions, monitor utilization 
patterns, identify opportunities for improvement and develop interventions to combat 
aberrant trends.  







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 141 of 248  RFP #3260 
 


 Evaluating the efficiency and appropriateness of service delivery through the adoption 
of evidence-based, nationally recognized guidelines and review criteria; our process to 
determine if a requested procedure, treatment or device meets established medical 
necessity criteria; and ongoing monitoring of utilization metrics that indicate the 
appropriate use of services. 


 Identifying and resolving critical quality of care issues and aberrant practice patterns 
by tracking, trending and profiling provider-level data using a variety of methods and 
data sources through our Quality of Care (QOC) Program. Our Peer Review 
Committee monitors these issues and can take a variety of actions to resolve them. 


 Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for reducing 
variation in practice patterns, improves member health outcomes and provides us with 
a tool to discuss best practices, track practice-level improvements and partner to 
implement initiatives that improve the quality of care and service provided to members. 


Collaborating with Quality Improvement to Address Overutilization and Underutilization  
Our Nevada clinical leadership team continuously monitors our UM Program through our QI 
department and QIC structure, which includes our QIC and UM Committee. The UM 
Committee, a subcommittee of the larger QIC collects, monitors, analyzes, evaluates, trends 
and reports utilization data to evaluate the ongoing effectiveness of clinical care management 
interventions, monitor utilization patterns, identify opportunities for improvement and develop 
interventions to combat aberrant trends that include measurable outcomes so we can 
determine the intervention’s effectiveness. The continuous monitoring of our UM Program 
includes: 


 Collecting quality measures, prior authorizations and claims data and producing 
reporting that provides clinical, QI and UM analyses. This reporting allows us to 
monitor and evaluate our program related to 
medical and behavioral health management and 
care management, including identifying 
underutilization of health care services.  


 Clinical leadership team review of UM reporting to 
verify we provide appropriate, cost-effective care 
and services to our members that meet their 
individual needs.  


 Quarterly QIC and UM Committee review and 
analysis of UM reporting that allows us to detect 
and correct utilization variances against our 
targets and national standards. During these 
meetings, the committees evaluate and make 
decisions on UM Program effectiveness and the 
effectiveness and continuation of programs and 
interventions. 


 Analyzing utilization reporting to make decisions 


Our UM Committee routinely 
reviews data for services that 
are historically underutilized 
(e.g., flu vaccinations, 
preventive care). The UM 
Committee acts on patterns of 
underutilization by creating or 
revising clinical policies, 
procedures and processes; 
educating participating 
providers; and implementing 
member outreach programs. In 
this way, we monitor aggregate 
data at the provider or 
population level to identify 
opportunities for improvement in 
the quality of care rendered to 
our members. 
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about the effectiveness and continuation of clinical programs and interventions to 
combat utilization variances. Reports include a description of the utilization variance, 
the intervention, responsible party, evaluation and recommendations or modifications. 


 Our department managers and directors regularly review and analyze reporting, 
dashboards and scorecards to verify we provide appropriate care and services to our 
members in a cost-effective and cost-efficient manner that meets their individual needs.  


 Executive management team review of daily and weekly UM reporting, dashboards and 
scorecards to evaluate our performance against goals.  


Our QI department serves as a critical interface between members, their representatives, 
practitioners, providers, the State and other regulators and various health plan departments to 
identify opportunities for operational improvement and to implement appropriate 
interventions. UM analysis of quality measures, utilization data, clinical data and claims data 
helps QI and UM leadership understand trends necessitating further evaluation and identify 
opportunities for improvement.  


For example, our QI department establishes thresholds to detect incidences of potential 
underutilization based upon HEDIS national benchmarks. For each measure used to evaluate 
potential underutilization, we use the HEDIS 10th and 90th national percentiles to determine 
areas for further action. We have selected HEDIS measures and thresholds because the 
indicators are standardized and audited independently each year, although periodic 
monitoring occurs throughout the year based upon the measure.  


To determine if our performance meets national standards, we compare local HEDIS rates for 
relevant indicators to the 10th and 90th national percentiles to determine if the rates were 
within those percentiles. For example, we might use the well-child visits in the first 15 months 
of life, six or more visits indicator to detect underutilization of well-child visits. 


In 2015, we reviewed four HEDIS indicators (outlined below) for the Medicaid and Nevada 
Check Up populations to identify potential overutilization and underutilization. The indicators 
focused on both behavioral health and medical issues in the outpatient and inpatient settings 
of care.  


 Inpatient average length of stay (ALOS) 
 Well-child visits in the first 15 months of life, six or more visits 
 Ambulatory care: Outpatient visit rate per 1,000 member months 
 Mental health: Percentage of members receiving any services 


We compared the HEDIS rates for Medicaid and Nevada Check Up populations against the 
10th and 90th national percentiles to determine if the rates were within those percentiles. We 
detected underutilization in three of the four indicators for Medicaid and the mental health 
measure in the Nevada Check Up population. In each case, the rates were only slightly below 
the 10th percentile. We continue to engage members and providers through gaps in care 
reports, and outreach, education and incentive programs to increase utilization of these 
services.  
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Investigating and Correcting Underutilization 
If performance on a metric does not meet the established goal, we analyze opportunities for 
improvement, and develop and monitor corrective action plans (CAPs) to improve 
performance and meet or exceed the stated goal. When we detect underutilization and 
overutilization or inappropriate utilization, we recruit functional experts to analyze the data 
and determine if the variation can be explained and is expected based upon current 
circumstances.  


If the variation cannot be explained or is unexpected, we conduct a root cause analysis to 
identify the factors driving the variation. Once we identify the factors driving the variation, we 
develop a member- or provider-specific plan to correct the variance and monitor ongoing 
performance. If our analysis identifies a systemic problem, we develop CAPs, such as 
education for care managers to use during member interactions. If the issue is broad enough, 
we incorporate the change into our member or provider manuals and newsletters.  


Identifying Overutilization and Underutilization through Utilization Management Tools 
Our health care economics team develops the UM tools and utilization reporting and analysis 
that help our clinical leadership team and our QIC and UM Committee: 


 Identify overutilization, underutilization and inappropriate utilization 
 Understand the clinical and utilization events affecting a member’s health risk, which 


allows us to identify individuals that may benefit from care coordination 
 Evaluate the ongoing effectiveness of clinical care management interventions 
 Identify opportunities for improvement in the way we deliver services to members 
 Identify care opportunities 
 Evaluate the efficiency and appropriateness of service delivery 


As we discuss in the following sections, we integrate and assess medical data, behavioral and 
pharmacy claims and lab test results using our multidimensional, episode-based predictive 
modeling tool, and our Data Mart. These tools allow us to develop and produce reports, 
dashboards and scorecards and conduct clinical, quality and UM/care management analyses 
that allow us to monitor and evaluate medical and behavioral health utilization and care 
management.  


Identifying Overutilization and Underutilization using Predictive Modeling  
Our predictive modeling tool analyzes integrated medical, behavioral and pharmacy claims, 
medical cost, disease classification, demographics (age/gender), and prior inpatient 
admissions to provide actionable member data we share with our care team and providers. 
Using our tool’s accurate prediction methodology, we can proactively identify and stratify 
individuals into prioritized clinical groups, profile members for effective disease management 
interventions, identify members who may benefit from care coordination and identify 
immediate intervention opportunities for individual outreach. For example, the tool identifies 
members with gaps in evidence-based care, which can be used to design and implement 
effective case management and provider engagement strategies. 


Identifying Over and Underutilization Using the Utilization Management Data Warehouse 
Our UM Program uses our data warehouse to gather, store and report clinical and claims 
data, quality measures, prior authorizations and data from providers or subcontractors. Our 
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Data Mart uses data from our Facets system or other external entities to be included for 
analysis. Our Data Mart integrates quality measures; claims data; and data from our UM, 
clinical management and claims systems. It provides access to comparative cost data, cost 
trends, and utilization data (from a lagging claims perspective and a leading authorization 
perspective).  


Our Data Mart also accepts claims and other UM data from State files or other external 
entities (e.g., providers and subcontractors) to be included for analysis. It produces reports, 
dashboards and scorecards and conducts clinical, quality and UM/care management analyses, 
allowing us to monitor and evaluate medical and behavioral health utilization and care 
management. This includes identifying members who may benefit from care coordination and 
gaining a complete understanding of their medical, behavioral and social needs to engage 
them in a level-of-care coordination appropriate to the intensity of their needs.  


Other Tools to Identify Underutilization 
In addition to our Data Mart and our predictive modeling tool, we monitor underutilization of 
health care services using several tools that allow us to identify gaps in care (underutilization) 
and conduct targeted outreach to providers and members to remediate those care gaps, using: 


 RN Clinical Practice Consultant (CPC) Program use practice-level and member-level 
detailed reports to delineate members in need of services as well as the practice-level 
performance against clinical practice guidelines. These reports are used when visiting 
providers to help them understand evidence-based quality performance guidelines for 
preventive and condition-specific care.  


 HEDIS in a Box Toolkit includes NCQA HEDIS measures focused on care delivery. 
RN CPCs use the toolkit to help providers understand evidence-based quality 
performance guidelines for preventive and condition-specific care.  


 MedMeasures, our NCQA-certified HEDIS software system, provides interim and 
annual HEDIS rates to enable profiling against HEDIS standards and monitor HEDIS 
compliance at the member level. Our quality team uses this member-specific 
information to identify the need for outreach activities to address gaps in care 
opportunities. When partnering with providers, our CPCs use MedMeasures reports to 
identify members with gaps in care.  


 Provider Profiles contain preventive care, access to care and UM measures. We 
benchmark providers that fall outside the expected range for service delivery. We share 
provider profiles with providers to educate them about ways to improve services 
delivered to their members. Our Nevada QI team reviews provider profiles and works 
with providers to address issues, such as a significant number of their empaneled 
members that have not received required preventive services.  


Example of Monitoring for Potential Underutilization or Overutilization 
Following are examples where we have identified aberrant utilization and the measures we 
have taken to resolve the issues that led to the overutilization or underutilization of services for 
the covered services and populations.  


Monitoring Potential Overutilization of C-Sections 
In 2013, we identified that some of the contracted OB/GYN providers’ primary C-section rates 
were higher than our mean (21.83 percent), the national mean (26 percent) or the Healthy 
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People 2020 goal of 23.9 percent. Although our mean 
was below that of the national benchmarks, we felt it 
important to provide feedback to those providers who 
were clear outliers. Ongoing analysis was initiated to 
compare each provider who delivered at least 30 
babies to their peers and to communicate our findings 
to them, which included a ranking against their peers, 
phone calls from our medical directors and limited 
chart review to those who showed consistently high 
rates.  


The initial 2013 analysis resulted in 46 percent of the 
qualifying physicians receiving positive feedback letters, communicating to them that we were 
evaluating their rate and their ranking. Our most recent analysis indicates there are now 58 
percent of physicians receiving positive letters (physicians within one standard deviation of the 
local mean received no letter). This improvement of 12 percentage points is statistically 
significant. 


Monitoring Service Denials and Utilization to Identify Services that May be Underutilized 
We analyze grievances and appeals data to identify issues with other aspects of our operations 
that may be causing an unnecessary increase in the number of denials. Our clinical team has 
processes for escalating potential gaps in care based upon pre-service denial trends. The front-
line staff notifies their supervisor of frequently denied services from the same provider. The 
pre-service managers collaborate with QI and provider services to identify opportunities to 
educate the provider or remove gaps in care. 


For example, in 2014 a provider submitted multiple requests for a glucometer not covered by 
Medicaid; therefore, the glucometers were not approved. Once the clinical team noticed that 
trend of denials from the same provider, the team worked with the provider advocate to 
educate the provider on the glucometer that was covered by Medicaid. Due to the provider 
education, members can receive their diabetic equipment more quickly because the provider is 
submitting a request for the correct equipment the first time, rather than being educated 
through denial notifications. 


Identifying and Reducing Inappropriate ER Utilization  
Upon completion of a focused performance improvement project, we were committed to 
reducing inappropriate ER utilization for non-
emergency conditions. In collaboration with other 
stakeholders, a non-emergency diagnosis list was 
developed. Members who accessed the ER with one 
of the listed diagnosis codes, who were not 
subsequently admitted into the hospital, were 
contacted via phone and/or mail and told about 
other access points that were both more convenient 
and more accessible. As a result of this and 
additional interventions, we reduced avoidable ER 
usage from 41.7 percent in 2013 to 24.9 percent in 
2014 for the Nevada Check Up population and 


In 2015, our top three OB physicians 
received newsletter recognition for 
their achievement in quality scores 
related to C-section rates. In 
addition, a plaque and certificate 
were hand-delivered to each of the 
physicians. One of our OBs offered 
that the reason his C-section rate is 
low is because he takes his time and 
“labors” with the patient. He also 
shared that he appreciated our 
recognition of quality providers.  


Our health informatics team 
develops a daily real-time hospital 
admit census report. Hospitals also 
fax or email admits to our UM intake 
team, which informs our case 
management team that an 
admission has occurred. Our case 
management team reviews every 
discharge and determines if the 
member requires ongoing case 
management. Our high-risk OB 
team reviews admits and discharges 
to determine if the member requires 
ongoing case management. 
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from 42.9 percent in 2013 to 27.9 percent in 2014 for the Medicaid population. Both 
reductions were statistically significant.  


Identifying Underutilization of Adult Preventive Care  
Routine preventive care for adults allows for the detection of illness at an early stage when 
treatment is likely to work best. In another of our state Medicaid programs, we identified 70 
percent of our Medicaid members ages 20 to 44 who had received a preventive or ambulatory 
care visit in 2012. Beginning in 2013, we deployed a multi-layered strategy to engage and 
encourage adult members to visit their PCP. This strategy is based upon evidence-based 
outreach practices proven to be effective, including targeted postcard mailers, reminder calls, 
and direct person-to-person outreach calls and education. Because of our outreach, we 
improved the rate of adults accessing preventive and ambulatory care by 16 percentage points 
to 86.3 percent. 


Identifying Underutilization of Outpatient Mental Health Services  
We regularly monitor utilization of outpatient behavioral health services to identify 
overutilization or underutilization of these services. In another of our state Medicaid 
programs, in September 2013, our data analysis indicated low utilization for a specific 
population. Upon further analysis, we identified a high volume of pended and denied claims 
and determined the primary reason was a lack of prior authorization. To improve access to 
services, we removed the prior authorization requirement for routine outpatient behavioral 
health services.  


Utilization of outpatient behavioral health services continued to be low. Additional analysis 
revealed continued high claims denial rates due to out-of-network provider claims and 
providers billing for non-covered services. We conducted provider education regarding 
covered benefits and recruited non-contracted providers into our network. We also sent 
materials to members receiving psychotropic medications to make them aware of their 
behavioral health benefits. Because of our efforts, penetration of outpatient behavioral health 
services increased 33 percent from 20.3 members per 1,000 in 2013 to 27.0 members per 1,000 
in May 2015. Outpatient behavioral health visits per 1,000 increased 154 percent from 67.2 in 
2013 to 170.4 in May 2015. 


Collaborating with the State to Coordinate Prior Authorizations and Edit Patterns 
We coordinate prior authorizations and edit patterns with those used in the fee-for-service 
(FFS) program with the DHCFP. We have an effective working relationship with the State to 
identify issues that require consistency with the FFS program. We also partner with the State 
to remove any prior authorization requirements for various procedures based upon reported 
approval data or other relevant information. We have participated in collaborative meetings 
with DHCFP and providers to coordinate prior authorization requirements between managed 
care and FFS Medicaid. These meetings resulted in alignment of certain prior authorization 
requirements between both programs, which improved provider satisfaction.  
Managing the Utilization of Prescription Drug Benefits through our Pharmacy Programs 
We have earned the reputation as a nationally recognized, forward-thinking pharmacy and 
medical management company due to our demonstrated ability to deliver results-oriented 
prescription-drug benefit programs. Our local relationships with providers and provider 
groups allow us to build these campaigns in a way to streamline the transition process for our 
members. Clinical services and utilization management, coupled with advanced technological 
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capabilities, produce programs that result in lower drug costs and improve member care. Key 
components of our approach to manage the utilization of prescription drug benefits in Nevada 
include providing support to network providers and pharmacies through a local Nevada 
pharmacy call center and implementing a generic medication program to support clinical 
efficiency and provide cost savings. 


Providing Local Pharmacy Support Services to Meet the Needs of Nevadans 
For 19 years, we have operated a local call center for providers and pharmacies staffed by 
licensed Nevada pharmacy technicians and pharmacists. The local call center model confirms 
our support of contracted network providers and pharmacies through a team who understands 
the member’s unique benefits and allows providers to talk to a consistent team of clinical 
pharmacists for their prior authorization needs, rather than a national call center staffed with 
pharmacists who are servicing national contracts and multiple lines of business.  


Our local model promotes internal coordination with other internal health plan functions, 
such as case management, utilization management and continuity of care, to provide an 
efficient hand-off of a member’s prescription needs. Our local presence also enhances our 
ability to support Southwest Medical Associates (SMA), where 103,000 of our members receive 
care, with enhanced prior authorization and benefit inquiry through their electronic 
medication record. This service streamlines the request process from the provider and allows 
the member to access his/her medications in a more expedited manner.  


Promoting Generic Medications to Provide Clinical Efficacy and Cost Savings 
Our pharmacy benefit program is designed to provide optimal treatment, promote improved 
health outcomes and facilitate quick adaptation to new standards of care, all while helping 
DHCFP effectively manage the overall cost of health care. Our formulary, with its focus on 
clinical efficacy and cost savings, is a key component of this pharmacy benefit strategy. 
Wherever clinically appropriate, generic medications serve as first-line agents, reserving more 
costly, newer or less well-established branded products as second-line. Ongoing development 
of our formulary is aimed in part at driving the use of generic medications through UM 
Programs based upon the most cost-effective treatments supported by evidence-based 
guidelines.  


Generic Substitution 
To promote safe and cost-effective treatment, we recommend 
substituting generic drugs in place of more expensive branded 
products when they share the same active ingredient and have 
demonstrated therapeutic equivalency. Our P&T Committee is 
designed to react quickly to market changes, including the 
availability of new generics.  


Our determination of clinically appropriate generic 
alternatives is based upon the review of comparative 
bioequivalence, adverse effect profile, formulation and dosing 
frequency of the generic alternatives versus the brand product. We encourage generic 
substitution through conversion campaigns that include distribution of letters and reports to 
physicians and members that explain in detail the cost and clinical merits of switching to a 
generic alternative. 


Our generic drug utilization 
rate of 89 percent is 
considered best in class. 
An internal analysis of our 
custom formulary 
compared to the Nevada 
Medicaid FFS formulary 
reveals approximately $24 
million in savings, primarily 
driven by our generic drug 
utilization rate. 
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We encourage mandatory generic substitution on the vast majority of products when a generic 
equivalent is available. Our generic substitution policies are supported through benefit-plan 
design structure and executed with claims system edits that block multisource brand products, 
thus forcing a switch to the generic. For example, the edit for the brand drug Prevacid directs 
the pharmacist to substitute the generic lansoprazole. Overrides are only possible for approved 
exceptions in the event of medical necessity as documented by the provider. We continually 
monitor brand patent status to substitute appropriate generic alternatives for brand products 
as soon as they are available in the marketplace. 


Although costs for all prescription drugs have been steadily increasing, generics nevertheless 
represent opportunities for significant savings. The average cost of a generic prescription is 
only about one-tenth the average cost of a branded prescription. Our success in leveraging 
savings through generics is illustrated by a generic utilization rate for Nevada Medicaid and 
Nevada Check Up members of 89.1 percent, which surpasses a 2016 national generic 
utilization rate of 86.5 percent. 


Products Exempt from Generic Substitution 
Products with a narrow therapeutic index as defined by our P&T Committee are exempt from 
generic substitution requirements. Current exempt agents include: 


 Tegretol (carbamezapine) 
 Synthroid (levothyroxine) 
 Coumadin (warfarin sodium) 


 Lanxoin (digoxin) 
 Dilantin (phenytoin) 


Each drug on our formulary—whether a brand drug or its bioequivalent generic version—is 
subjected, by our P&T Committee, to rigorous clinical efficacy and safety deliberations before 
cost is even considered. 


ADMINISTERING MEDICAID CASE MANAGEMENT PROGRAMS 
We have developed a comprehensive NCQA-accredited case management program in Nevada 
that provides high-touch coordination of care and services for adult and pediatric members 
who have experienced a critical event, are noted to be overutilizing or underutilizing services 
or who have a diagnosis or complex condition that requires support to ensure recovery, 
resiliency and positive health outcomes. Our program fosters coordination and continuity of 
care for members with complex conditions and needs and helps them access supportive care 
and services for stabilization.  


We use system-of-care values and principles are the foundational structure of our approach to 
promoting person-centered collaboration among the care team, member, family, providers and 
community-based organizations to meet the member’s needs and values, while leveraging the 
member’s strengths and abilities. Our 19 years of experience managing the Nevada Medicaid 
and Check Up populations has provided local expertise, 
which guides the continual evolution of our case 
management programs.  


Our case management programs are an important part of our 
systematic approach to delivering integrated services for our 
adult and pediatric members and women experiencing a 
high-risk pregnancy. They are evidence-based and built upon 


The primary goal of our 
case management program 
is to help members regain 
optimal health and 
improved functional 
capability, at the right time, 
in the right setting, and in a 
cost-effective manner. 
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our extensive experience serving special needs and complex, high-risk populations. Programs 
address the distinct needs and circumstances of our members with diverse health conditions 
and mitigating circumstances. Our case management programs optimize the health and well-
being of members with chronic illness, members who are at high risk of experiencing adverse 
medical outcomes, high-risk members with complex chronic or comorbid conditions and 
members with high utilization of inpatient or ER services. 


Over the course of nearly two decades of experience serving the needs of Nevada Medicaid 
and Nevada Check Up members, we have continuously looked for ways to improve the quality 
and efficiency of health care service delivery, restrain the growth of health care costs and 
improve the health of our members. In collaboration with our UM and QI Programs, we have 
developed data-driven processes and programs to make sure that we deliver the right care, to 
the right member, from the right provider, in the right care setting, at the right time.  


In the following sections, we will present the most significant case management programs and 
enhancements to our case management approach that we have implemented in Nevada. We 
also will present an overview of the adult, pediatric and high-risk OB case management 
programs that we have implemented to meet the needs of our Nevada Medicaid and Check Up 
members. 


Implementing a Population-Health Management Approach  
We have implemented a population-health management approach that stratifies the health 
risk and helps us understand the characteristics, needs and clinical, social and financial 
circumstances of the entire group of members we serve. Our process incorporates integrated 
health risk assessments and comprehensive assessments, analysis of internal and external 
data, and predictive modeling algorithms to identify member subpopulations and each 
member’s level of current and potential health risk across the health care continuum. The 
process informs the member’s enrollment in a case management program as appropriate to 
the intensity of his/her needs.  


Our blended identification and stratification process includes medical claims data; behavioral 
health claims data; pharmacy cost data and specialty cost and claims data. We are also 
evaluating and piloting the inclusion of social determinants of health in our algorithm-based 
stratification process. In review of the literature, social determinants affect 40 percent of 
health outcomes and include environment, health and health care, social and community 
connections, education and economic stability. 


Identifying Members at Risk through Predictive Modeling  
We perform a predictive modeling analysis of integrated 
medical, behavioral and pharmacy claims and lab test 
results to deliver a prospective health risk assessment 
for every member in a given population and identify the 
clinical and utilization events affecting a member’s 
health risk. The analysis guides clinical model 
population and member-level clinical priorities and 
provides actionable member data that we share with our 
care team and providers.  


Through monthly predictive 
modeling, we identify members 
with chronic conditions and gaps 
in care. For example, for 
members with diabetes, we 
identify a recent first fill of insulin 
or a hospitalization or ER visit in 
the last 90 days for preventable 
diabetes complications. For 
members with asthma, we 
identify members with ER visits 
for preventable asthma 
complications and non-
compliance with rescue inhaler 
prescriptions.  
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Predictive modeling identifies specific diagnoses and risk categories, and synthesizes multiple 
comorbidities, including BH issues and demographic information, to provide a more accurate 
risk analysis. It considers the impacts to member risk based upon comorbid conditions and 
promotes a holistic approach to member care.  


Our predictive modeling analysis can proactively identify and stratify individuals into 
prioritized clinical groups, profile members for effective disease management interventions, 
identify members who may benefit from care coordination and identify immediate intervention 
opportunities for individual outreach.  


A unique feature of our predictive modeling analysis is our ability to identify specific 
diagnoses and risk categories, and synthesize multiple comorbidities, including behavioral 
health issues and demographic information, to provide a more accurate risk analysis. Our 
predictive modeling tool considers the impacts to member risk based upon comorbid and co-
occurring health conditions. It predicts behavioral health risks and expected costs separately, 
ensuring that behavioral health risks are not masked or eclipsed by more costly physical 
health comorbidities during population risk analysis, which promotes a holistic care approach.  


The tool looks for service utilization patterns and characteristics that allow us to identify 
members with behavioral health conditions, including members with co-occurring, mood and 
substance use disorders (SUDs). We can customize predictive modeling reports for specific 
cohorts (e.g., under 18 years) and certain diagnoses, including members with co-occurring, 
mood and psychotic disorders.  


Identifying Member Risk through Utilization Management Data Analytics 
Our UM Program uses our data warehouse to gather, store and report clinical and claims 
data, quality measures, prior authorizations and data from providers or subcontractors. Our 
Data Mart uses data from our Facets system or other external entities to be included for 
analysis. The Data Mart provides access to comparative cost data, cost trends, utilization data 
(from a lagging claims perspective and a leading authorization perspective) and profiling and 
predictive modeling capabilities. Using our Data Mart, we produce systematic reports and 
conduct clinical, quality and UM/care management analyses to identify members that may 
benefit from a more intensive level of care coordination. 


Supporting Effective Identification of Member Populations with Different Risk Profiles  
We have defined levels of case management that align with the intensity of care coordination 
required to address the various types of health issues, risks and supports required. This is 
based upon current and evolving evidence about approaches to complex case management for 
specific populations. We place a high priority on identifying members with emerging risk 
factors and members with high risk, and look for health behaviors and health care utilization 
among those members that are “impactable.” In addition to using DHCFP’s criteria defined 
in RFP Section 3.10.20, we engaged these members in case management. We define members 
with emerging risk and members with high risk as follows: 


 High risk: We identify members with the highest total cost of care and other specific 
claims drill-downs that are predictive of high utilization from year-to-year. We 
generate a risk score for each member and stratify the member according to cost. We 
then segment the scores into high-risk (top 2 percent) and emerging-risk categories. 
Our stratification process analyzes gender; age; other demographic variables; future 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 151 of 248  RFP #3260 
 


inpatient risk; prior year total cost of care spending, acute inpatient admissions, ER 
visits and total chronic conditions; and individuals with any combination of 178 
chronic conditions.  


 Emerging risk: These members have “impactable” opportunities that are likely to be in 
the top 15 percent of health care costs, in the next 12 months. These members 
experience a greater likelihood of future risk for inpatient admission, along with 
probability of remaining in the top 15 percent of cost the next year.  


Using the identification methods discussed in this section, we assess each member who may 
meet the criteria for case management and engage the member in case management, if 
warranted, as discussed previously. We also will determine if the member should be engaged 
in any specialized case management programs. For example, for a pregnant member 
experiencing a high-risk pregnancy, we engage the member in maternity management 
education and assign the member to an OB-experienced RN case manager in our high-risk 
OB case management program.  


Implementing a Hierarchy-of-Needs Approach that Recognizes Social Determinants  
Our case management program focuses on the whole person 
by integrating the delivery of medical and behavioral 
services and recognizing that social determinants are a 
significant driver of an individual’s health. Individuals with 
high utilization and high costs often face numerous 
challenges and our experience shows even the best 
interventions may be ineffective at helping individuals with 
complex health issues unless we first address their basic and 
social needs.  


We recognize the ways these needs influence 
individual/family interactions with the health care delivery 
system and how these factors can become barriers to 
accessing care. Because social determinants are a significant 
driver of an individual’s health we incorporate these 
elements into care planning, which includes identifying each 
member’s needs and barriers to accessing care and 
connecting members to community resources that remove barriers to care so that the 
member’s health care needs become the focus. 


Community Health Workers Provide Sustained, Direct Engagement with Members  
We added community health workers (CHWs) to our integrated, field-based, care management 
teams to provide local support to and engagement of our members. CHWs live in the 
communities they serve and play a valuable role in our approach to providing sustained direct 
engagement with members. CHWs engage in home visits to assess member needs, facilitate 
appointment-keeping, help members navigate the health care system, provide support and 
advocacy during medical visits, and educate members on available transportation and 
community resource options. CHWs also engage and support members to foster the 
relationship of the member with a primary care practice and encourage the participation of 
the member as a full partner in all aspects of care planning. 


We partnered with Willing 
Hands to implement a 
transitional housing program 
that provides a safe home 
environment for homeless 
members. In the last year, 
more than 100 homeless 
members have completed 
their health care needs, such 
as intravenous antibiotic 
therapy, wound care and 
diabetes management. While 
members are convalescing, 
our case managers are also 
working toward permanent 
housing placement for our 
most needy members. 
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Well Care Pharmacy Program Increases Adherence to Prescribed Medication Regimen 
Our Well Care Pharmacy Program addresses one of the factors contributing to high 
readmission rates of recently discharged members—members not adhering to their prescribed 
medication regimen post-discharge. We partnered with Well Care Pharmacy to increase 
member medication compliance through delivery of prescriptions to members at their bedside 
before discharge. The Well Care pharmacist provides medication education and reconciliation 
and works with the hospitalist to resolve concerns. We notify the member’s PCP within 72 
hours of any residual medication discrepancies. This quality program also supports the 
member’s care transition by following the member for 30 days after discharge to reinforce 
medication member understanding and compliance with medications.  


Managing Care Setting Transitions through our Care for Me Program  
Our Care for Me Program (CFMP) is an intensive transitional case management program 
that identifies members that are at-risk for readmission, such as members with complex 
discharge needs (e.g., new diabetic or COPD) or members with conditions that can be 
positively impacted by hands-on education and management. Our program provides high-
touch case management services and care coordination with an RN case manager with 
exceptional clinical expertise and education skills for 30 days post-discharge. The case 
manager serves as a single point of contact for members to verify they receive all necessary 
follow-up care and services. The case manager works in collaboration with members, 
providers and key stakeholders to support the member’s success at home. 


Positively Kids NICU Post-Discharge Clinic  
We offer our youngest and most fragile members a specialized managed care program to give 
them a path to a healthy childhood. Our premature babies are referred to the Positively Kids 
NICU Post-Discharge Clinic (NPDC). We work in partnership with a local neonatologist who 
serves our communities. These fragile babies have the chance 
to be transitioned slowly from the NICU to their 
pediatricians. The program has been especially successful 
treating babies exposed to drugs in utero who require 
detoxification using methadone. With the NPDC, these 
children can be discharged from the hospital and safely 
weaned in the home environment, shortening their hospital 
stay. Since January 2016, we referred 30 premature babies 
and four neonatal abstinence syndrome babies.  
This NPDC delivers optimal health care with a positive start 
at life for babies leaving the NICU, including coordination of 
services for continued outpatient weaning of infants 
suffering from drug withdrawal by neonatologist; early 
intervention of services, including physical/occupational 
therapy, speech and language; and social services and 
community outreach coordination through pediatric complex 
case management. Once babies are discharged from the NPDC, they are followed by pediatric 
complex case manager RNs. This case management team continues to follow high-risk cases 
to assist with the continuation of home health, durable medical equipment supplies, oxygen, 
tracheostomy and ventilator needs.  


We also contract with 
Positively Kids to provide 
primary care services in five 
school-based health centers 
on school campuses. 
Children ages 3 to 18 can 
access the school-based 
health centers during the 
school day. Services 
provided include:  
 Mental health services  
 Well checks 
 Sick visits 
 Immunizations  
 Sports physicals.  







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 153 of 248  RFP #3260 
 


Before the opening of the NPDC, babies traditionally stayed in the NICU until they were 
completely weaned off methadone. This is because the majority of the local pediatricians were 
not comfortable adjusting the dosing after discharge from the NICU since this is usually done 
by neonatologists. Since the NPDC is staffed by neonatologists, babies born addicted to 
methadone can successfully continue the weaning process at home, greatly decreasing the 
number of days needed to spend in the hospital. The NPDC case manager, along with the 
social worker and home health, are in communication with the parents to assist when needed 
for support and questions.  


For babies that qualify for Supplemental Security Income (SSI), our social workers actively 
work toward assisting the family with obtaining and completing SSI applications. In the case 
where babies move from our Medicaid to FFS Medicaid, we actively communicate this with 
the State to assure a smooth transition of care. If the baby is still in the hospital, we coordinate 
this information with the facility social worker assuring a smooth transition of care for the 
baby and family.  


Dedicated Transplant Management Resources 
Our transplant management program provides experienced RNs who work closely with 
specialty offices and transplant facilities to help members referred for organ transplant 
progress through the pre-transplant evaluation process efficiently. The RNs empower 
members to complete testing through education on the transplant evaluation process. They 
also coordinate resources to help members meet the logistical challenges in obtaining services. 
The RNs support and encourage members when they become weary of all the required pre-
transplant testing by reminding them of the health status they will have after they receive the 
transplant. This encouragement is required as the pre-transplant evaluation process can be 
lengthy. 


Providing Care for Catastrophically Ill or Injured Newborns and Children  
We have partnered with CareMeridian to provide a cost-effective, post-acute alternative for 
catastrophically ill or injured newborns and children of all ages. We discharge NICU Level II 
babies to CareMeridian to enhance the quality of care provided and to decrease acute hospital 
NICU length of stay. CareMeridian 4kids’ unique service delivery model provides care in a 
home-like, post-acute setting. The facility has substantial staff to include a high nurse-to-
patient ratio (nursing staff is NRP and PALS-certified ventilator care and respiratory 
treatment competent) and pediatricians that round five days a week. CareMeridian 4kids 
provides sophisticated rehabilitation (PT, OT and SLP) and personalized plans of care and 
uses state-of-the-art technology to help children of all ages with congenital conditions, brain 
and spinal cord injuries and medically complex illnesses.  


Autism Benefit – Applied Behavioral Analysis 
We work extensively with Nevada Medicaid to create operations to support the child through 
his/her journey with Applied Behavioral Analysis (ABA). The benefit was implemented Jan. 1, 
2016. Our provider services department has worked diligently with multiple providers to build 
a robust and compassionate network of approximately 75 providers to support these services. 
Through this network of providers, we are able to cover adaptive behavioral treatment, 
adaptive family behavioral training and ABA services through IEP for members under the age 
of 21 years.  
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Once our pediatric complex case management department identifies a member with autism 
spectrum disorder (ASD), an RN case manager contacts the 
child’s family/caregiver and becomes the family/caregiver’s 
single-point-of contact to coordinate the child’s care. The 
case manager discusses with the family/caregiver the 
systematic process to obtain treatment for ASD, which 
begins with a referral from the pediatrician.  


Once the case manager receives this referral from the 
pediatrician, the case manager schedules a 
neuropsychological assessment. Upon completion of the 
assessment, the case manager reviews the summary of its findings, based upon the Behavior 
Analyst Certification Board (BACB), Inc. (2014) for a complete evaluation of baseline 
behaviors. The case manager works with the family/caregiver to secure all needed 
consultations for the development of a treatment plan until the ABA therapy program assumes 
total care.  


Once it has been determined that ABA therapy is the appropriate course of treatment for the 
child, the case manager submits a prior authorization. Upon approval and once a licensed 
provider is verified, we authorize six months of treatment rather than a number of hours for 
each prior authorization request. This unique way of authorizing treatment reduces the 
chance of interrupted services due to minor changes in the plan of care, thus providing 
optimal individualized treatment plans, which are implemented in a variety of settings with the 
member and his/her family/caregiver.  


Serving Children with Social, Emotional and Behavioral Problems through Our Youth 
Services Program 
Our Youth Services Program is family focused and designed to serve children with social, 
emotional and behavioral problems such as ADHD, anxiety, trauma, depression and grief. 
The program provides wraparound services and intensive in-home training and services, 
including outpatient therapy, coordinated school-based therapy, home-based case 
management, telephonic case management, in-home crisis stabilization training and day-
treatment service. 


Providing Emergency Services through Our Program of Assertive Community Treatment  
Our Program of Assertive Community Treatment (PACT) teams are often described as a 
hospital without walls. This intensive community-based program uses a multidisciplinary team 
approach to provide emergency services for members with severe and persistent behavioral 
health conditions 24 hours a day, seven days a week. This program begins with a member 
evaluation and the development of an individualized, multidisciplinary treatment plan to meet 
the member’s needs. The PACT team focuses on reducing the over reliance on emergency or 
inpatient services by the member. It also aims to maintain members’ activities of daily living, 
keep or obtain a safe living environment, and maintain employment or meet educational goals. 


Transitioning Members between Care Settings with a Transitional Care Coach 
We support members transitioning between care settings by encouraging them to live mentally 
well and helping them understand indications of worsening symptoms and appropriate next 
steps in seeking care with the support of a transitional care coach (TCC). The 30-day post-
hospital program provides a TCC who will help the member gain the skills needed for self-


We employ a dedicated RN 
training coordinator in 
Nevada to develop and 
deliver initial and ongoing 
education and training of 
new and established clinical 
employees in our continuity 
of care department. 
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identification of symptoms and needs, and empower the member to take a more active role in 
his/her care and recovery. The TCC, who can be a nurse, social worker or case manager, will 
follow the member across all settings of care, including primary and specialist follow up and 
medication management. The TCC also will encourage the member to use health records to 
guide the member through the care process. In similar programs, the results have been a 
reduction in cost of $300,000 for every 350 members that participated in the program.  


Promoting Mental Health Medication Adherence through Pharmacy Case Management  
We have developed a pharmacy case-management program to address mental health 
medication adherence. Unlike other pharmacy programs that follow the member while in the 
hospital, this program follows the member from the ER and/or inpatient hospitalization to 
outpatient treatment. The pharmacy is an integral part of the treatment team, advising 
treatment providers of medication history and medication reconciliation. The program 
includes ER, home and community delivery, including clinic delivery of prescriptions and 
non-self-injectables and plans for possible co-location within a future clinic. 


Home and Environmental Assessments 
We dispatch our Home and Family Assessment Team within 24 hours of a member’s inpatient 
psychiatric admission to meet with the family and assess the family/home environment to 
determine if family/caregiver/support intervention should be implemented for the child and 
adolescent population (also available for the adult population, if deemed appropriate). The 
team evaluator serves as a case manager for the member, coordinating care with the attending 
physician and attending clinical meetings to provide valuable information about the home’s 
recovery environment, to formulate a plan for follow-up after discharge. 


Case Management Programs  
We provide services and supports to all members, regardless of their level of risk, that address 
their needs across the continuum of care. We promote member engagement with a team-based 
integrated primary care practice to coordinate and deliver services and supports that meet 
their needs. Through our Nevada Disease Management/Health Education and Wellness 
(DM/HEW) programs, we implement interventions for lifestyle modification and promoting 
healthy behaviors to address associated issues for which evidence-based guidelines indicate an 
effect on managing chronic illness (e.g., smoking, lack of exercise and poor nutrition). We 
provide health education to increase member knowledge and awareness of the disease, 
potential risks and complications, and methods of risk reduction and prevention of 
complications to promote healthy behaviors.  


We also support members 24 hours per day, seven days per week through programs, such as 
our Telephone Advice Nurse (TAN) service, web-based resources (e.g., @YourService, 
liveandworkwell.com) and mobile apps that help members access appropriate services (e.g., 
finding an urgent care facility instead of using the ER) and actively engage them in managing 
their care.  


For members that meet the criteria for case management, we have developed case 
management programs that correspond to their needs and provide a matching intensity (e.g., 
care coordination, complex case management) and focus (e.g., high-risk OB case 
management, pediatric case management, behavioral-health complex case management) of 
support. We also provide case management programs that manage member care during care 
setting transitions, such as inpatient case management and transitions case management.  
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Regardless of the case management program in which the member is engaged, our care 
planning approach empowers each member to actively participate and make decisions and 
choices about his/her care and services in meaningful ways. The member’s particular goals, 
needs and preferences are documented in the member’s individualized care treatment plan 
and reflected in the case management activities, services and supports tailored to what is 
important to the member.  


In the following sections, we describe the tailored case management programs we have 
developed to meet the needs of our members in Nevada. 


Care Coordination  
Our care coordination program addresses the needs of members with emerging risk factors 
(e.g., chronic illness, high risk of experiencing adverse health outcomes, complex chronic or 
comorbid conditions or high utilization of inpatient or ER services). We promote member 
engagement with a team-based integrated primary care practice. We implement programs that 
optimize the health and well-being of the member, in addition to the supports provided to all 
members, discussed previously. The care manager provides telephonic engagement to:  


 Identify the member’s physical, behavioral, social and environmental needs 
 Help the member develop the skills and knowledge about the health care system to 


make sure he/she can manage his/her conditions and experience improved health 
outcomes  


 Identify and remove barriers to accessing care (e.g., transportation issues, member not 
knowing his/her PCP, access to PCP issues, member perception about cost) 


 Confirm the member is assigned to a primary care practice and promote sustained, 
continuous relationships between the member and his/her PCP or BH provider 


 Monitor the member’s progress, re-evaluate his/her needs, as needed, and remain 
engaged with the member until he/she achieves his/her goals 


 Educate member on general preventive and disease-specific care needs (e.g., cervical 
cancer or HbA1c screening) and tobacco cessation services 


Complex Case Management  
Complex case management is the highest level of care coordination that we provide for our 
most medically complex members. The goal of complex case management is to help members 
regain optimum health or improved functional capability, in the right setting and in a cost-
effective manner. For members with high-risk factors (e.g., 
members with congestive heart failure or asthma or members 
who are expected to continue to have high-cost utilization 
without intervention), we promote member engagement with 
a primary care practice, such as an advanced provider 
practice with an integrated behavioral health team, to 
coordinate their complex health care needs.  


In addition to the case management activities we discuss later 
in this section, the case manager conducts the same types of 


We have built each of our 
complex case management 
programs (adult/pediatric 
complex case management 
and high-risk OB case 
management) on our core 
complex case management 
process.  







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 157 of 248  RFP #3260 
 


care coordination activities that we perform for members engaged in care coordination (e.g., 
identify and remove barriers to accessing care). We also provide the supports provided to all 
members (e.g., Telephone Advice Nurse, liveandworkwell.com), as discussed previously.  


Through our collaborative, iterative complex case management process, presented below, the 
case manager:  


 Assesses the member’s condition 
 Identifies each member’s needs, goals and preferences for care delivery 
 Collaborates with the member to develop a care treatment plan 
 Coordinates the delivery of services and supports to meet those needs 
 Identifies and helps resolve social barriers to care 
 Monitors the member’s progress toward achieving his/her goals 
 Monitors for changes in health status, gaps in care and non-adherence to the care 


treatment plan 
 Monitors triggering events, such as inpatient admissions and manages transitions of 


care 
 Confirms that the member is experiencing improved health outcomes 







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 158 of 248 
 


 
Figure 41. Core Complex Case Management Process. The case manager implements this process to create each member’s 
comprehensive care treatment plan, implement needed services and supports and monitor the member’s progress, ensuring we 
deliver the right care, from the right providers, at the right time. CHWs support the efforts of the case manager by engaging 
members where they live to close gaps in care, connect members with their PCP and help members overcome barriers to accessing 
care.  


Adult Complex Case Management 
Adult complex case management provides focused care for the adult population within our 
health plan. A case manager with clinical expertise in adult care needs is assigned to each 
member. The case manager directs the ICT and collaborates to develop the care treatment 
plan. We dedicate resources to meet the unique needs of adult members, such as a social 
worker who can provides support to members with end-stage renal disease (ESRD). Our social 
workers conduct in-home functional assessment for adult members to determine if they meet 
criteria for personal care assistance to support activities of daily living so they can remain safe 
in their home. The case manager provides telephonic and face-to-face engagement, as needed, 
to perform activities, such as: 
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 Comprehensive assessment of the member’s needs 
 Update medical and clinical history 
 Coordinate the delivery of services specific to adults, such as colonoscopies and 


mammograms 
 Perform medication reconciliations  
 Assess the need for supportive equipment for the member to remain in his/her home 
 Identify and engage formal and informal caregiver resources 
 Assess mental health status/cognitive functioning 
 Assess financial issues and social history 
 Engage community-based resources to support the needs of adult members 


Coordinating Care for a Homeless Member with Heart Failure 
Lee is 54 and was diagnosed with congestive heart failure. As his disease progressed, he developed the 
inability to continue working and eventually lost his job. Lee applied for disability, however the process 
was long, and unfortunately, he depleted his resources and became homeless. His medical condition 
deteriorated and Lee was hospitalized eight times. With each admission Lee was treated, stabilized and 
discharged to the streets. He decompensated repeatedly due to exposure to the elements and because 
the home health staff could not provide care outdoors.  
After becoming our member, Lee was provided additional supports and discharged to our transitional 
housing facility, specifically designed for homeless members. He was assigned to Allison, a social worker, 
who helped Lee obtain a government-issued cellphone. She also helped him complete disability 
paperwork. Allison worked with Clark County Social Services to secure permanent housing under a HUD 
grant. Lee’s health improved and with housing secured, Lee is now prepared to manage his chronic 
illness at home. Lee has had no inpatient admissions since his discharge from the hospital and placement 
in transitional housing in April 2015. 


Pediatric Complex Case Management  
Pediatric complex case management provides focused care to the pediatric population. A child 
with special health care needs may access services through multiple avenues. A case manager 
with broad experience in pediatric care needs is assigned to each member/family to help them 
navigate those avenues and obtain care and services. The case manager regularly 
communicates with the family, stays abreast of changing family needs and signs of caregiver 
burnout, and confirms all available resources are used to meet the needs of the child and the 
family. The case manager addresses the clinical as well as psychosocial needs of the child and 
family. The case manager provides and completes ongoing outreach, monitoring and tracking 
for children with special health care needs. The case manager provides telephonic or in 
person engagement to perform activities, such as: 


 Advocate on behalf of the child in full partnership with the parents or guardians of the 
child  


 Comprehensive assessment of the child’s needs using the pediatric comprehensive 
assessment tool that has been designed for individuals under the age of 18 


 Collaborate with the member, family, PCP and providers to develop a comprehensive 
care treatment plan for each child that includes achievable goals and meets the child’s 
needs 


 Educate the member and family about the child’s medical condition and how the RN 
can help them manage the condition, including discussing the PCP’s recommended 
treatment options 
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 Coordinate the delivery of services specific to children, such as well-child visits or 
immunizations 


 Incorporate externally developed care plans, such as Individualized Family Services 
Plan (IFSP) implemented by Early Childhood Intervention Services through NEIS and 
the Division of Child and Family Services (DCFS), into the assessment and care 
planning process  


 Provide ongoing case management activities, including monitoring the child for 
continued improvement and stability and authorizing required services, such as private 
duty nursing  


Maternity Education and High-Risk OB Case Management Program 
Our maternity management and high-risk OB (HROB) case 
management program promotes healthy birth outcomes for all 
pregnant members. We take affirmative steps to identify 
pregnant members early in their pregnancy and assess and risk 
stratify those members, enabling prospective outreach and 
education and engagement in our HROB case management 
program, as needed. We proactively identify pregnant members 
through:  


 State enrollment files 
 Lab, physician and pharmacy claims analysis 
 The new member welcome call and member completion 


of the health survey form 
 Provider referrals 
 OB/GYN provider completion of the Maternity Risk Assessment at a first pregnancy 


visit 
 Member self-referral or referral by an HPN employee 


Once enrolled in the program, we provide all pregnant women 
with education that increases member compliance with 
behaviors that lead to healthy outcomes for the mother and 
baby. Our philosophy is that the more informed the pregnant 
woman is, the more likely there will be healthy outcomes, so 
education topics include normal pregnancy, recognition and 
reporting of signs and symptoms of potential complications, 
lifestyle and preventive health counseling, and increased awareness of community resources. 
We provide written educational materials, provide incentive programs and engage members 
through outreach staff and OB-experienced case managers specifically assigned to coordinate 
the health care and services of members who are pregnant. 


Dedicated outreach staff. We have dedicated a team of local outreach staff and OB-
experienced case managers, living in Las Vegas and Reno, who are specifically assigned to 
facilitate the health care and services for pregnant members. Our staff engages pregnant 
members to identify high-risk needs and to make certain that all of their health care and 
services are coordinated. In addition, we educate members about our available incentive 
programs. For members that are not experiencing a high-risk pregnancy, our outreach staff 


We provide a $25 
postpartum incentive to 
OB/GYN providers 
when a member 
completes her 
postpartum visit 21 to 
56 days after the 
delivery date. 


Our social workers 
provide our pregnant 
members with a 
comprehensive list of 
community resources 
and social service 
programs available to 
women and children in 
need of food, clothing, 
diapers, wipes, bus 
passes and tokens, 
formula, breastfeeding 
resources, and other 
newborn supplies. 
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continues to contact and monitor them throughout their pregnancy. We provide follow-up with 
safe sleep education and continue to bring awareness to the importance of completing their 
postpartum visits. We also promote our HEW programs related to pregnancy/lactation. 


Educational materials. We send all pregnant women our prenatal packet, written in English 
and Spanish, which includes:  


 Informational Booklet with topics such as:  
• Pregnancy Warning Signs 
• Nursing Your Baby 
• Health and Pregnancy 
• Eating for Two 
• Feeling Your Baby Move 
• Specialty Resources 


• Expecting a Baby 
• Car Seat Safety 


 Prenatal Care brochure 
 Member services contact information for assistance to identify an OB/GYN and make 


an appointment and/or set up transportation 
 Pregnancy Case Management brochure 
 Healthy Baby flyer 
 Look Out for Lead postcard 
 Text4baby brochure 
 Lactation booklet 
 Pregnancy Class flyer 
 Cribs for Kids Incentive Program flyer 
 Diaper Rewards flyer 


 


     
Figure 42. Pregnancy Materials in English and Spanish. We provide educational materials in English and Spanish to meet the 
diverse needs of our members. 


Text4baby is a free service for pregnant 
women and new parents that delivers tips 
and support via text messages throughout 
pregnancy and the baby’s first year. Topics 
include exercise, fitness and nutrition; labor 
and delivery; car seat safety; and 
breastfeeding. Women who sign up for the 
program receive texts two to three times a 
week. Messages are customized to specific 
milestones, such as a woman’s due date or 
the baby’s date of birth.  
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Once the member has delivered, we send a postpartum packet, written in English and Spanish, 
which includes: 


 Welcome letter with information about notifying Division of Welfare and Supportive 
Services on the birth of their baby and when to go in for their postpartum visit 


 Postpartum Care brochure 
 Birth control options 
 Healthy Baby flyer with EPSDT and immunization periodicity chart 
 Baby Supplies Resources flyer 
 Lactation flyer 
 Safe Sleep flyer 
 Diaper Rewards flyer 


 
Figure 43. Educating Members About Community-based Resources. We educate pregnant members about the community-
based organizations available to them that provide the services and supports they need. We also make sure they know how to 
contact these organizations to obtain support throughout their pregnancy and after their child has been born. 
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Cribs for Kids incentive program. We offer an all-encompassing incentive program for all of 
our pregnant members. We engage pregnant women 
and provide incentives to encourage them to 
complete their prenatal visits. We provide safe sleep 
education and continue to bring awareness to the 
importance of completing their postpartum visits. 
We also educate members about our HEW 
programs that provide education and classes related 
to pregnancy/lactation. Our comprehensive incentive program includes: 


 A free Graco Pack ‘n Play when they complete 81 percent or more of their required 
prenatal visits 


 A free pack of diapers when they complete their postpartum visit within 21 to 56 days 
after their delivery 


 
Figure 44. Educating Members About Our Programs. We educate members about the programs we have developed to meet 
their needs. Our program brochures, available in English and Spanish, explain what the program does, why it is important, who is 
eligible to participate and how to sign up.  


Our Cribs for Kids program enrolled 
nearly 1,000 members during 2015-
2016, deployed 400 Graco Pack ‘n 
Play cribs and improved our HEDIS 
rates for frequency of prenatal care 
to support quality prenatal services. 
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Encouraging preventive health engagement. We offer a suite of interactive health and 
wellness text messaging programs that encourage preventive health engagement, such as 
reminding pregnant members to attend the recommended prenatal and postpartum visits for 
themselves and their baby. We provide two texting programs to engage pregnant members:  


 Text4baby is a free service for pregnant women and new parents that delivers tips and 
support via text messages throughout pregnancy and the baby’s first year. Topics 
include exercise, fitness and nutrition; labor and delivery; car seat safety; and 
breastfeeding. Women who sign up for the program 
receive texts two to three times a week. Messages are 
customized to specific milestones, such as a woman’s due 
date or the baby’s date of birth.  


 Text4kids focuses on the importance of attending well-
child visits, immunizations and screenings and provides 
friendly reminders when these visits are due. 


High-risk OB (HROB) case management. When a pregnant 
woman reaches the optimum level of prenatal health, everyone benefits, the mother and her 
baby, her support system and the health care delivery system. For members who are 
experiencing a high-risk pregnancy, HROB case management provides a collaborative set of 
interventions and activities, including assessment, education, communication, planning, 
facilitation, care coordination, evaluation, and advocacy for services that addresses their 
health care and preventive service needs. It improves the 
quality and cost-effectiveness of maternity care, improves 
birth outcomes and provides continuity of care for all 
concerned.  


In addition to the programs discussed previously, we assign 
the member to an OB-experienced RN case manager who 
lives in the member’s geographic area to collaborate with 
the member, the member’s OB/GYN provider and service 
providers and community-based organizations to manage 
her care and help ensure the delivery of a healthy baby. The 
HROB case manager: 


 Collaboratively develops a care treatment plan 
tailored to meet the member’s unique needs with 
interventions targeted to improve maternal and 
infant outcomes, such as providing prenatal care, 
addressing risk factors and treatment, educating the 
member on mom and baby care, providing 
nutritional counseling and addressing postpartum 
needs. The case manager evaluates the member for 
history of preterm labor and coordinates with the 
OB/GYN provider to initiate the 17P Makena 
protocol.  


 Screens the member for any history of substance use or depression. The HROB case 
manager continues to monitor the member throughout the pregnancy and then 


Our OB-experienced RN case 
managers work with our 
members to ensure they 
comply with scheduled 
prenatal visits and return for 
postpartum checkups, 
including: 
 Helping the member 


schedule an appointment 
with her provider, 
including prenatal visits 
and postpartum checkups  


 Educating the member 
about the importance of 
attending these visits 


 Coordinating with a 
community health worker 
to help the member 
overcome barriers to 
receiving services and 
attending visits 


 Monitoring the member to 
ensure she goes to the 
appointments 


Text4kids focuses on 
the importance of 
attending well-child 
visits, immunizations 
and screenings and 
provides friendly 
reminders when these 
visits are due.  
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postpartum. For members identified with substance abuse or mental health issues, the 
HROB case manager coordinates with a behavioral health clinician to ensure the 
member has access to needed behavioral health assessments and services.  


 Coordinates referrals for additional services, such as social worker intervention, 
specialty providers or community partners.  


 Works with the member to ensure she attends scheduled prenatal visits and return for 
postpartum checkups, including:  
• Helping the member schedule an appointment with her provider 
• Educating the member about the importance of attending these appointments 
• Coordinating with a licensed social worker to help the member overcome barriers 


to receiving services  
• Attending visits and monitoring the member to ensure she has gone to the 


appointments 
 Provides telephonic outreach at a frequency based upon the member’s needs. These 


calls educate and reinforce member behaviors for pregnancy management, preventive 
health behaviors, recognition and reporting of potential complications, provider visit 
compliance, help obtaining prescription refills or making medical appointments. 


If needed, we perform a postpartum assessment of the member’s transition needs after 
pregnancy, including identifying health risks, postpartum depression and ongoing care or case 
management engagement needs. If we determine the member continues to need care 
coordination, we engage the member in an appropriate intensity of care coordination to 
manage her care. 


Postpartum depression screening. We have a collaborative Postpartum Depression (PPD) 
Screening Program comprising a behavioral health clinician, the PCP, the OB/GYN and the 
pediatrician. The program promotes member safety by providing early identification of PPD 
symptoms and implementing timely interventions. Using the Edinburgh Post Natal Depression 
Screening Tool (EPDS), the mother is evaluated by the provider at the first post-delivery visits 
with her OB/GYN PCP or pediatrician or through telephonic contact with our case 
management team. 


The PPD screening tools identify the member’s potential risk and severity of PPD. If risk is 
present, the provider submits an automated referral and a behavioral health clinician 
responds within 24 hours by reaching out telephonically to the member to provide education 
and support. The clinician also helps the member follow up with a network behavioral health 
provider, including helping to secure the appointment. In cases of high severity, immediate 
contact may be made with the behavioral health clinician through the STAT line. Members in 
acute crisis are provided assistance in securing emergent treatment and may include inpatient 
intervention. 


If a member is not reachable, a letter regarding the PPD referral is generated and sent to the 
member via certified mail. If a member declines services, we provide education to the member 
regarding PPD via brochures provided in both English and Spanish.  
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Figure 45. Postpartum Depression (PPD) Screening Program. Our PPD program promotes member safety by providing early 
identification of PPD symptoms and implementing timely interventions. PPD screening tools identify the member’s potential risk and 
severity of PPD. If risk is present, a behavioral health clinician responds within 24 hours by reaching out telephonically to the 
member to provide education and support. In cases of high severity, immediate contact may be made with the behavioral health 
clinician through the STAT line. 


Behavioral Health Complex Case Management  
Our behavioral health complex case management (BHCCM) program provides intensive 
services and supports to members with serious mental illness (SMI), serious emotional 
disturbance (SED) or substance use disorders (SUDs). These members are at risk of being 
underserved in their effort to identify, access and use, medical, behavioral health or social 
services; or to otherwise achieve recovery and resiliency goals. The BHCCM works in 
conjunction with the treatment providers, completes an initial evaluation of the member’s 
needs and, together with the member, develops a care treatment plan that includes a 
description of the following:  


 The member’s recovery and resiliency goals  
 Strengths  
 Opportunities 
 Specific and measurable goals for each opportunity  
 Interventions that will support the member in meeting the goals  


Behavioral health complex case management is focused on addressing the factors that 
precipitate access to higher levels of care, such as changes in the member’s signs and 
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symptoms, psychosocial and environmental factors and level of functioning. We engage the 
member in BHCCM until the member’s condition can be safely, efficiently and effectively 
treated without the support of intensive case management intervention. 


Managing Care Transitions through Proactive Case Management and, Discharge Planning  
Our Inpatient Case Management Program, a core clinical competency, provides a proactive 
and well-coordinated plan for transitioning a member from an acute inpatient facility to the 
most appropriate level of care focusing on quality, safety and member satisfaction. Through 
this program, proactive discharge planning begins the first day of a member’s admission and 
provides an integrated approach to managing care for the member during his/her inpatient 
admission. Our transitional case management programs identify members that are at-risk for 
readmission and provide case management services and support for 30 days after the inpatient 
facility discharge. Transitional case management leads to better health outcomes, improves 
the care experience and lowers the costs of care by keeping the member out of an inpatient 
setting. 


Inpatient Case Management 
We have built our robust and comprehensive inpatient case management program on nearly 
three decades of experience performing concurrent review in 
Nevada hospitals. Our chief medical director leads a team of 
highly experienced medical directors, RN case managers, 
licensed social workers and ancillary staff who manage the care 
of our hospitalized members daily through on-site case 
management. Key components of our approach:  


 Our inpatient case management team comprises 70 
clinicians, including RN case managers and licensed 
social workers; five medical directors board-certified in 
internal medicine, pediatrics and cardiovascular 
diseases; and 14 clinical administrative coordinators. 
This team is integral to the management of member care. 
Its primary focus is confirming that the member has the 
care he/she needs, while understanding their role in 
providing fiscal responsibility to the Medicaid program.  


 The inpatient case-management team performs on-site concurrent review and inpatient 
case management within the hospitals of Nevada. Our program is not just a telephonic 
inpatient case-management process. Our inpatient case managers and medical 
directors visit members at the bedside to evaluate the member’s condition and perform 
discharge planning.  


 Our chief medical director, who reviews every inpatient case with the medical directors, 
case managers, hospitalists and licensed social workers every business day, leads our 
medical-management team.  


 The interdisciplinary care team (ICT) discusses each member to confirm the member is 
receiving care at the most appropriate level with the appropriate specialist involvement. 
Through a matrix of contracted facilities, we move members to the most appropriate 
setting as indicated by the member’s clinical condition.  


We have an established 
and comprehensive on-
site concurrent review 
and inpatient case-
management program in 
16 hospitals in Southern 
and Northern Nevada.  
Our program is not just a 
telephonic process. Our 
inpatient case managers 
and medical directors visit 
members at the bed side 
to evaluate the member’s 
condition and perform 
discharge planning. 
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 During rounds, we identify unnecessary hospital days resulting from delays in services 
and work with our hospitalists and facilities to learn 
from the aberrant bed days and code them appropriately 
for lower level reimbursement or denials. We also 
identify members who no longer meet the acute level of 
care, but remain hospitalized for social reasons. We 
appropriately code these days at the administrative rate 
in accordance with the Nevada Medicaid Fee Schedule.  


 Our team uses a variety of reporting tools to medically manage members in an 
inpatient setting including: 
• Inpatient daily census that provides a risk score for each member based upon the 


clinical condition, which drives the care and discharge planning for each member.  
• Daily bed day reports that manage metrics, including bed days, admissions, 


observations and length of stay 
• Quarterly Hospitalists Reports for contracted hospitalist groups that help them be 


fiscally responsible for inpatient services. The reports include a wealth of 
information, such as admissions, readmission and observation rates, average 
length of stay, one-day hospital stays and ER admissions, comparing year-over-year 


Discharge Planning 
We continuously monitor our members for changes in health status, such as an inpatient 
admission. When we become aware of an inpatient admission, our inpatient case manager 
implements our discharge planning process on the first day of the member’s admission. Our 
process helps prevent unnecessary admissions or readmissions by anticipating post-discharge 
issues through a comprehensive assessment of the member’s needs and deploying 
comprehensive services and supports to meet those needs. A successful discharge plan also 
supports disease management and education on the healing process.  


The inpatient case manager works collaboratively with the member, family and the ICT 
during the member’s inpatient stay to help him/her transition to the safest, least restrictive 
setting of his/her choice upon discharge. The inpatient case manager engages the member’s 
outpatient case manager (if the member was already engaged in case management) to promote 
continuity of care. The inpatient case manager:  


 Assesses the member within 24 hours of admission to understand the member’s needs 
and wishes and identify all health care stakeholders that should be engaged in the 
discharge planning process  


 Collaboratively develops a discharge plan that aligns services and supports to prevent 
readmission  


 Confirms the member and caregivers understand the discharge plan by asking them to 
explain it in their own words 


 Engages partnering pharmacies, such as Well Care, to provide medication education 
and reconciliation 


 Educates the member about medications, condition self-management and warning 
signs  


In 2015, appropriately 
coding unnecessary 
hospital days resulted in 
nearly $6 million in 
savings. 
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 Assesses the member’s risk of readmission via the risk stratification tool and refers the 
member for engagement in transitional case management or the appropriate quality 
program, if the member is not already engaged in case management, after the 
member’s discharge 


Upon the member’s discharge from the inpatient setting, the inpatient case manager: 


 Documents and implements the discharge plan, including verifying the delivery of 
services and supports 


 Notifies the member’s outpatient case manager or transitional case manager, as 
appropriate, and collaborates with the case manager to manage the member’s care 
transition 


 Notifies the member’s PCP and ICT, as needed, of the member’s discharge and shares 
the discharge plan across providers and settings, including documenting the plan in 
the member’s electronic medical record, our case management information system or 
providing a copy of the discharge summary via fax 


 Makes follow-up PCP and specialist appointments for the member 


Inpatient Case Management for Infants in NICU 
Neonatal care accounts for a significant portion of health care costs due to rising preterm 
births and multiple birth rates. We have an Inpatient Case Management Program specifically 
designed to meet the needs of infants in the NICU, led by a medical director board-certified in 
pediatrics. We provide case management through a dedicated team, comprising specialized, 
NICU-experienced RN case managers and licensed social workers (LSWs) with a background 
in neonatology, pediatrics and obstetrics, which is well equipped to facilitate and coordinate 
care for fragile infants. 


The NICU inpatient case manager helps families understand the treatment their babies will 
receive while they are in the hospital and help them prepare to care for their infants at home. 
The inpatient case manager works closely with the family, physicians and hospital staff to 
coordinate the infant’s care during his/her stay in the hospital and collaboratively develops the 
discharge planning to prepare for the child’s transition home. This may include arranging for 
a home health nurse; durable medical equipment, such as ventilators, oxygen, apnea 
monitors; and other equipment and services needed to care for the infant at home and prevent 
a readmission to the hospital. Our LSWs provide support to parents of our premature infants 
connecting them to community resources, such as Nevada Early Intervention Services, Baby’s 
Bounty, WIC, Family Resource Centers, and assisting parents to apply for Supplemental 
Security Income from the federal government.  


After discharge from the NICU, depending upon the needs of the infant, we may engage 
him/her in our pediatric complex case management program to meet ongoing needs, as 
discussed previously. 


Care for Me Transitional Case Management for Members with Non-Behavioral Conditions 
We have implemented our Care for Me transitional case management program for any 
member discharging from an inpatient admission that we identify as at-risk for readmission, 
such as members with complex discharge needs (e.g., new diabetic or COPD) or members with 
conditions that can be positively impacted by hands-on education and management. Our 
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program provides high-touch case management services and care coordination with an RN 
case manager with exceptional clinical expertise and education skills for 30 days post-
discharge. The case manager serves as a single point of contact for members to make sure 
they receive all necessary follow-up care and services. The case manager works in 
collaboration with members, providers and key stakeholders to support the member’s success 
at home by: 


 Collaborating with the inpatient case manager during the member’s inpatient stay to 
help develop the discharge plan 


 Confirming the member understands the discharge plan 
 Helping the member understand his/her condition, including indications that his/her 


condition is worsening and what to do 
 Providing the member with the self-management skills to support his/her transition 


between care settings 
 Encouraging the member and his/her caregiver 


to assert a more active role during care 
transitions 


 Confirming the discharge plan continues to 
meet the member’s needs, including performing 
a post-hospital assessment to identify any 
changes to his/her priorities, needs, goals, 
preferences for care delivery, care gaps and 
barriers to accessing care.  


 Continuously monitoring the member’s 
adherence to discharge plan instructions, 
remediating gaps in care and barriers to 
accessing care. 


 Verifying the member has scheduled a post-discharge follow-up appointment with 
his/her PCP or specialist, and empowering the member to be an active participant in 
these interactions. 


 Facilitating referrals and transitions to other health care programs or services. 
 Encourages the member to maintain a personal health record to track progress 


managing his/her condition and facilitate communication with providers. 
 Assessing the member’s need for ongoing case management and referring the member 


to our case management program after 30 days for evaluation. 


Transitional Care Program for Members with Behavioral Conditions  
The transitional care program helps members stay well as they transition from inpatient 
psychiatric care to home. The program provides support to members during the critical 30-day 
period following discharge from inpatient psychiatric care by providing continued access to 
care with no roadblocks. A clinician visits the member admitted to an inpatient psychiatric 
hospital for treatment of behavioral health or substance use disorders before his/her hospital 
discharge to explain the program and give the member an opportunity to sign up for it. The 
member determines if the follow-up visits are conduct in the home, community or clinic.  


 
Our Care for Me Program:  
 Anticipates post-discharge needs 


to prevent readmission 
 Provides a single point of contact 


for complex patients after 
discharge 


 Increases engagement with 
PCPs and members  


 Encourages self-management of 
care  


 Makes home visits, as needed 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 171 of 248  RFP #3260 
 


The transitional care program provides continued care from a skilled clinical team for 30 days 
(up to 60 days in some cases) after hospital discharge. The team writes and fills prescriptions 
as necessary. They coordinate with hospital doctors, mental health providers and specialists. 
The program provides members with 24-hours-a-day, seven-days-a-week access to board-
certified doctors, physician’s assistants, nurse practitioners, paramedics and other health 
professionals who will ensure the discharge plan for recovery is optimized.  


E. Medicaid claims processing and adjudication; 


As one of the nation’s leading Medicaid managed care plans, we have built an advanced 
infrastructure for processing and paying claims that are submitted by providers of health care 
services to our members throughout the nation. Our leading-edge technical systems and 
highly trained claims processing staff are critical to our ability to meet or exceed increasingly 
stringent standards for payment promptness and accuracy. Our extensive experience 
combined with our state-of-the-art technology and efficient claims-paying solutions gives us 
the capabilities to process and pay provider claims as set forth in the State’s requirements and 
in compliance with all state and federal regulations. At its core, our solution offers Medicaid 
claims processing and adjudication experience, claims processing, auditing, cost avoidance 
and program integrity. 


MEDICAID CLAIMS PROCESSING AND ADJUDICATION EXPERIENCE 
Since HPN’s partnership with the State began in 1997, we have successfully processed 
millions of claims for Medicaid and Nevada Check Up members. In the current contract 
period, from 2013 to year-to-date 2016, we processed 3,467,897 claims.  


In this section, we will outline our claim processing features including adjudication features, 
audit approach, and cost-avoidance approach. 


CLAIM PROCESSING 
We capitalize on the experienced leadership of our claims department management and staff 
as well as our cutting-edge technology to exceed the current State and federal timely payment 
requirements of 90 percent of all claims processed within 30 calendar days and 99 percent 
processed within 60 calendar days. This requirement will move to 95 percent in 30 days and 99 
percent in 90 days. We will proactively increase FTEs to meet this requirement when it is in 
place for 2017. We already exceed this requirement for 2016. 


The following table illustrates our strong performance in timely claims payment against the 
new standard. We will be proactive in increasing FTEs to meet the standards when it is in 
place for 2017. 


Current Timeliness Requirements 
The following table illustrates our strong performance in timely claims payment. 


Year Claims Processed in 30 Days Claims Processed in 60 Days 
2013 99.34%* 99.99%* 
2014 93.83%* 99.98%* 
2015 91.75%* 99.97%* 


2016** 96.58% 99.98% 
*Performance far surpasses both state and federal regulation percent requirement. 
**2016 results are complete through the first and second quarters. 
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How We Meet Timeliness Requirements 
We currently accept claims from both network and non-network providers for covered services 
in accordance with the following time frames: 


 Network providers may submit claims for reimbursement up to 180 days from the last 
date of service 


 Non-network providers may submit claims for reimbursement up to 365 days from the 
last date of service (unless a shorter time period is negotiated) 


 Providers of emergency transportation may submit claims for reimbursement up to 180 
days from the last date of service 


To confirm compliance, we have programmed Facets, our industry-leading claims processing 
platform described below, with edits that allow provider submission according to DHCFP-
mandated timelines. 


Abilities of Our Information Systems 
Information technology is a key factor in our ability to effectively manage health benefit 
programs for DHCFP and deliver quality, cost-effective health care to its members. As 
evidenced by State audits, we consistently meet and exceed the requirements of the current 
DHCFP contract. With 15 years of demonstrated competence in electronic enrollment and 
premium processing, provider network management, electronic claims processing, automated 
utilization management, person-centered case management, sophisticated electronic 
encounter reporting, auditing, and management processes via our core administrative 
platform, we are clearly capable of supporting all of the IT-related requirements cited in 
DHCFP’s RFP. 


We use the most current release of the Facets core administration platform (version 5.30.002), 
the acknowledged industry leader in managed care software, for administering our managed 
Medicaid programs. We have been using Facets since 1999, with frequent implementations of 
custom enhancements and extensions that have improved the functionality and performance 
of this cutting-edge managed care platform. Facets integrates member demographics, 
eligibility, benefits, case management, prior authorization, provider demographics and 
automated contractual rates for accurate claims processing.  


As a claims management tool, Facets provides a high degree of automation and data capture. 
During the various stages of the adjudication process, Facets provides accurate and highly 
automated adjudication of claim submissions through interaction with membership eligibility, 
product benefit parameters, provider pricing agreements, medical management requirements 
and the clinical editing system comprising CMS-developed edits under the National Correct 
Coding Initiative (NCCI). 


Over the past 16 years, the Facets platform has proven to be a reliable and efficient workhorse 
for HPN, DHCFP, CMS and our other customers and members throughout Nevada. With a 
five-year track record of more than 99.95 percent online availability, Facets will continue to 
provide us with a stable, technologically advanced engine in our ongoing quest for excellence 
and innovation. The following diagram summarizes the integrated Facets platform:  
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Electronic and Paper Claim Processing Functions 
We accept claims electronically and on DHCFP-mandated paper claim forms from both 
network and non-network providers. Paper claims are received through the mail. Providers 
submit claims and encounters directly to clearinghouses, which then transmit the claims and 
encounters to us in an HIPAA-compliant format. Files are received via a secure file transfer 
protocol (SFTP) directory. Submitting via EDI is the preferred method for claims submission, 
as it allows for much faster entry of claims into our system for providers and less risk of 
claims getting lost in the mail. However, once they are received and undergo initial 
processing, all claims and attachments—whether on paper or electronic—are processed by 
our Facets claims platform, with the same system edits being applied concurrently to both 
paper and electronic claims. 


AUDITING 
We believe that the most successful audit program is when we focus on pre-payment audits 
and the program results in education for the processor. We monitor our compliance with 
internal, regulatory and contractual claims processing requirements for both system-processed 
and claim processor processed transactions through: 


 Internal Claims Quality Control Department Audits 
 Random Audits 


Figure 46. Technology Platform. Our platform supports all of the functionality we deliver to DHCFP in providing health care 
services to Medicaid and Nevada Check Up members. 
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Quality Audits 
Health Plan of Nevada confirms compliance with our claims processing policies and 
procedures through rigorous daily reporting and monitoring as well as periodic audits 
conducted by our Internal Claims Quality Control (ICQC) department. ICQC’s formal pre-
payment audit program reviews and verifies any claims exceeding the processing analyst’s 
security payment threshold prior to payment. Results are tabulated, trended and summarized 
monthly. 


The extensiveness of our ICQC audit program enhances our ability to identify and correct 
errors before payment is issued. Other audits also facilitate identification and correction of 
incorrectly paid claims that were not identified in the prepayment audits. 


Random Audits 
We conduct several random audits on all claims types (with a payable amount less than the 
analyst’s dollar security limit, usually less than $1,000) for financial and procedural accuracy. 
Any errors discovered are returned to the claims analysts for correction, with follow-up 
analysis of error trending. This information is used for in-service training sessions and 
individual coaching. 


Via prepayment and post payment random audits, we monitor accuracy. Accuracy rates are 
consistently over 99 percent for the last five years exceeding the 95 percent benchmark and 
across all of our state contracts:  


Year Financial Accuracy Procedural Accuracy 
2013 99.26% 98.60% 
2014 99.47% 98.84% 
2015 99.51% 98.73% 


2016 through May 99.58% 98.85% 


COST AVOIDANCE 
We approach cost avoidance through edits that we integrate into Facets, clinical reviews and 
program integrity functions such as TPL, Subrogation, FWA detection, etc. 


Duplicate Edits, Clinical Edits 
With extensive edits engineered to verify payments are not remitted on provider claims for 
non-covered services, our claims processing system is our primary cost-avoidance mechanism. 
We manage denial of duplicate claims through our industry-leading claims platform, Facets, 
which automatically identifies all claims that may potentially be a duplicate, immediately 
denying those that can be definitively identified as duplicate and pending those that require 
further research. 


The following table, which lists the number of duplicate claims we have detected and denied 
over the past four years, illustrates the efficiency of those edits: 


Year Volume of Denied 
Duplicate Claims 


2013 39,035 
2014 54,819 
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2015 Cost Avoidance through 
Clinical Edits* 
$8,770,153 
*Figure based upon annualized third 
and fourth quarter 2015 Medicaid 
specifics 


Success of our Medical Record 
Reviews 
The MAD RNs routinely review 
hospital claims for overcharges. It is 
not unusual for a nurse to find 
several thousand dollars in charges 
for services, which are already 
covered in billing from various 
hospital departments. In one case, 
charges totaling over $104,000 were 
found and denied as redundant 
charges from the hospital. 


Year Volume of Denied 
Duplicate Claims 


2015 62,425 
2016 43,184 


Our long-standing history of timely and accurate claims processing in Nevada is due to our 
experienced claims management staff, our robust claims and IT infrastructure, our rigorous 
audit processes, our detailed reporting and our adherence to regulatory and contractual 
requirements. Our claims director has more than 30 years of claims processing experience 
with HPN in Nevada. 


Our industry-leading claims processing platform, 
uses an integrated clinical editing system based 
upon CMS’s NCCI to identify and reject claims 
containing inappropriate codes. This automatic 
process not only prevents inappropriate payment, it 
also enables providers to correct administrative 
coding errors and resubmit claims without 
substantial delay in processing and payment. 


Clinical Review 
In compliance with the requirements of this RFP, 
we conduct a medical review of claims whenever the 
appropriateness of service, procedure or payment is 
in question. Coding issues are addressed by our 
internal clinical review staff, which reviews claims 
to determine accurate coding levels for processing. 
The clinical review staff comprises seven clinical 
claims review RNs, one manager of clinical claims 
review RN, and two administrative support staff 
members. 


Our clinical claims review process focuses on four 
main areas: 


 Claims Coding System: Our clinical review staff performs regular reviews to ensure 
proper coding of services on claims. We substantiate codes against medical records to 
ensure claim accuracy. 


 Emergency Room Services: Our RN clinical claims reviewers manually examine all 
ER claims and route for payment any services that meet the definition of “emergency.” 
Claims submitted for ER services that do not satisfy medical appropriateness 
requirements are routed to a physician for further examination and determination. 


 Level of Care Coding: RN clinical claims reviewers examine claims for appropriate 
level of care (LOC) coding and, when necessary, reduce the LOC to the appropriate 
level prior to payment. 


 Non-Covered Services: Claims for services that require prior authorization are 
reviewed for medical necessity. Our RN clinical claims reviewers will route for 
payment all such claims that meet the threshold for medical necessity. Claims for 
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services that do not appear to be medically necessary are referred to a physician for 
further review and possible denial. 


Program Integrity  
Program Integrity is something in which all of our employees participate. We train everyone 
from claims analysts to call center representatives to watch for abnormal situations and refer 
such cases to our Program Integrity Unit (PIU). The PIU performs fraud and abuse 
investigations with a particular focus on allegations of health care fraud. 


Training is required of all employees and contractors and includes, but is not limited to, 
general Compliance and Ethics Program and Fraud, Waste and Abuse (FWA) Program 
expectations, a review of pertinent laws and regulations, examples of potential FWA issues 
and schemes, and a review of the resources available for reporting suspected instances of 
potential FWA. This training is mandatory upon hire and annually thereafter. We also provide 
specialized training on compliance and FWA risks based upon health-plan-specific 
requirements as well as the employee’s job function and responsibilities. 


The following table illustrates the effectiveness of our efforts to detect and prevent all manner 
of fraud, waste and abuse:  


 Cases 
Received 


Cases 
Closed 


Offsets Savings Recoveries Cost 
Avoidance 


Total 


2012 309 300 0 $238,488.81 $28,573.24 $985,100.88 $1,252,162.93 
2013 271 173 0 $304,087.20 $911.40 $840,211.48 $1,145,210.08 
2014 262 107 0 $286,891.36 $8,552.63 $257,782.00 $553,225.99 
2015 89 47 0 $167,961.13 $14,686.99 $649,490.10 $832,338.22 
2016 
YTD 


10 43 0 $149,237.22 $399.40 $136,330.00 $285,966.62 


**Note: Includes all lines of business. 


Also, please note: Starting Q4 of 2013 (through current), the SIU reporting figures only 
include credible allegations of FWA. Previously all types of cases being reviewed by the SIU 
were included in the reporting figures (i.e., isolated instanced of provider billing errors 
identified and corrected through actions of SIU staff). 


Our dedicated PIU uses an array of program integrity activities to address the following:  


 Fraud: includes intentional misrepresentation or deception with the knowledge that 
such misrepresentation could result in an unauthorized benefit, as well as any act that 
constitutes fraud under state or federal law. 


 Waste: is the overutilization of services, or other practices that, directly or indirectly, 
result in unnecessary costs to the Medicaid program. 


 Abuse: includes member and provider practices that result in unnecessary costs to the 
Medicaid program, improper payment for services that fail to meet professionally 
recognized standards of care, or services that are medically unnecessary. 
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Within our PIU department, locally based specialists focus on areas of payment integrity 
initiatives, including analysis and investigation of FWA, third party liability (TPL), 
coordination of benefits (COB), subrogation and recoveries. 


Program Integrity Overview 
We are committed to leveraging the full extent of our capabilities to make sure the State is the 
payer of last resort by undertaking the following activities: 


 Special Investigative Unit (SIU): The SIU is a function within our PIU. Fraud and 
abuse investigations are performed by the SIU, with a particular focus on allegations 
of health care fraud. The SIU comprises highly qualified investigators with significant 
experience in dealing with health care and prescription drug fraud and abuse, as well 
as knowledge of industry business practices, systems and infrastructure.  
We keep abreast of the latest available research regarding new and emerging FWA 
schemes and practices, as well as new methodologies and technologies available for 
combating FWA by collaborating with SIU throughout the rest of our company. These 
investigators are also familiar with federal and state law enforcement and litigation 
practices. SIU investigators are responsible for conducting fact-based investigative 
activities and operations (a more detailed description of which can be found in the 
SIU’s internal policies, procedures and investigative process documentation), and 
presenting evidence in support of civil and criminal prosecutions. 


 Third party liability: We identify potentially liable parties through a variety of 
procedures, including claims system codes and edits, files of third-party coverage, 
provider claims and initial new member assessment by a case manager. Once a 
member has been flagged as having alternative coverage, subsequent claims edit to a 
coordination of benefits (COB) review, with the claim not paying until we receive the 
other carrier’s explanation of benefits (EOB) or notification from DHCFP or another 
source that the other payer is not responsible for the service. 


 Coordination of benefits: We contribute to copayments, coinsurance and applicable 
deductibles remaining after Medicare or commercial payment on behalf of members 
with Medicare or commercial coverage, up to the Medicaid allowable.  


 Post-payment recoveries: We recoup erroneous claims payments according to 
contractually compliant protocols. Recouped claims encounters are voided in full 
unless the recoupment is an adjusted claim value, in which case we submit a 
replacement encounter. 


 Fraud, waste and abuse: As part of our overall program integrity functions, the 
payment integrity team performs certain FWA components. Our payment integrity 
team keeps abreast of the latest research available regarding new and emerging FWA 
schemes, practices, new methodologies, and technologies available for combating 
FWA. 


 Subrogation: Our subrogation services team works to recover medical benefit payments 
for treatment of accident-related injuries. The subrogation services team conducts 
data-mining activities on a regularly defined schedule to identify members who have 
accident-related diagnosis codes in their medical claims data files. Once identified, we 
contact those members for more information about their cases. If we are unable to 
reach a member, we continue follow-up. 
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The resulting findings from these activities are reported to the applicable federal and state 
agencies, as appropriate and quickly resolved. 


Scope of Fraud, Waste and Abuse Reviews 
Our FWA Program applies to members and various types of health care providers, including:  


 Hospitals and other inpatient/outpatient treatment facilities (e.g., rehabilitation, 
chemical dependency)  


 Nursing homes, assisted living, adult day care and hospice facilities  
 Physicians, osteopaths, chiropractors and dentists  
 Other health care professionals (e.g., nurses, nurse practitioners, physical and 


occupational therapists, psychologists, counselors, physician’s assistants, nurse 
providers, licensed practical nurses, personal care attendants, nutritionists)  


 Medical laboratories and diagnostic centers  
 Pharmacists  
 Ambulance, medical transport and special transportation companies  
 Interpretive service providers  
 Durable medical equipment suppliers  
 Medical billing companies 


Data Review Process 
When issues are identified from these data sources, we have a process in place to perform 
electronic data analysis or mining of claims data, which is generally regarded as the most 
effective method of prospectively detecting suspected FWA. We accomplish this by using 
algorithms and queries to electronically mine claims data and various other databases to 
detect suspected FWA. This process includes the following analyses: 


 Pre-Payment Data Analytics: We mine claims before payment to identify various types 
of billing errors and irregularities. The results of this mining can assist in the 
identification of suspected FWA for follow-up prospective audit and retrospective 
investigation. 


 Post-Payment Data Analytics: We apply multiple levels and types of electronic data 
analysis to claims that have already been paid to prevent future payments induced by 
FWA and to identify retrospective audit, investigation and recovery opportunities. 


 Payment Error Analysis: We analyze paid claims to identify various types of billing 
errors and irregularities. This analysis contributes to the identification of suspected 
instances of FWA for further analysis. 


 Industry Trends (Sharing Awareness): We review industry trends and information 
from multiple industry and professional association sources and assess the potential 
impact on benefit programs. We may use this information to inform future FWA 
activities. 


 Data Mining Queries/Aberrant Billing Patterns: We share electronic data mining 
queries and aberrant billing patterns throughout our company and across our multiple 
lines of business. We know that we can uncover suspected schemes and practices 
across many platforms and lines of business that might affect the Medicaid business. 
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We use the knowledge that we gather from other platforms to identify suspected FWA. 
This includes general queries and criteria applicable to all health plan claims (e.g., 
gender inappropriate services) as well as queries and criteria tailored to common 
Medicaid FWA schemes. We use these criteria to perform electronic analytics of claims 
data and to analyze provider claim trends. We routinely identify, propose, test and 
implement new criteria as new schemes and methods to detect suspected FWA. 


Investigative Actions 
The PIU will use multiple techniques to determine improper payments. Investigative activities 
can include: 


 Perform additional electronic data mining of claim histories and trends 
 Contact providers and obtain and review medical and billing records 
 Interview providers and/or members or other witnesses 
 Check providers’ qualifications, licensure status and disciplinary activity, civil 


litigation and criminal histories and financial records 
 Review quality of care complaints against providers 


Recovery Processes 
Our PIU conducts follow-up investigations to we detect suspected provider FWA, so we can 
ascertain the appropriateness of stopping payment of some or all of the provider’s claims. 


We notify the provider of the identified overpayment through written communication in the 
form of a letter. Our provider services advocates work with providers to educate them on 
correct coding, billing procedures and billing issue resolution. Advocates also answer 
inquiries related to the letter. Providers and their office staff have direct access to an advocate 
who serves as a direct point of contact, which facilitates consistency. Advocates address any 
areas of concern and follow up for resolution and/or to initiate disciplinary actions as 
appropriate. Additionally, provider advocates may assist the provider in walking them through 
the appeals/Fair Hearing Process. 


We acknowledge our PIU will collect and retain the overpayments resulting from a fraud and 
abuse investigation or audit. 


If we identify an overpayment to a provider post-payment, the provider receives notice for 
refunding the overpayment or appealing the overpayment notice. If the provider does not 
appeal or refund the overpayment within the designated time frame, the affected claim is 
adjusted, and the overpayment is offset from a future remittance to the provider. We reach out 
and request a check from providers who do not submit claims sufficient to offset the 
overpayment. During this process, we place outreach calls to the provider until we receive a 
check for the overpayment. 


We will comply with all reporting requirements and time frames as required in Attachment T ~ 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both 
parties. We will comply with the requirements of this section including reporting certain 
information to DHCFP on a per occurrence basis such as overpayments, credible allegations 
of fraud, employee relationships with any provider enrolled with Nevada Medicaid and every 
provider that is decredentialed or denied credentialing for any reason. 
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Credentialing and Recredentialing 
This rigorous credentialing process ensures that qualified health care professionals provide 
members with quality services and coordinated care. The following credentialing file audit 
scores awarded by DHCFP evidence this:  


Credentialing File Audit Year: Initial Credentialing Score: Recredentialing Score: 
2015 100% 100% 


Ongoing Training and Development: 
Our PIU staff receives ongoing training and will participate in periodic meetings and 
trainings with SUR Unit staff. Here are some examples of PIU staff training:  


 Quarterly conference calls with DHCFP Program Integrity Units & other MCOs 
 CMS Outreach and Education/MEDIC teleconferences 
 Periodic Teleconference trainings organized by NHCAA (National Health Care Anti-


Fraud Association). Listing of those recently participated in: 
• Coding Clinic – June 21, 2016 
• SCIO Webinar: Tiny Babies-Huge Costs: The NICU Impact on Overpayments and 


Fraud – June 14, 2016 
• 2016 May Audio Conference: Vestibular Diagnostic Testing Schemes – May 12, 


2016  
• Investigative Pitfalls: Common Provider Defenses & Investigative Counters – Apr. 


20, 2016 
• Behavioral Health Schemes – Mar. 22, 2015  
• Laboratory Testing Issues – Mar. 23, 2016 
• FICO Webinar: Exposing Medical Identity Fraud & Abuse with Link Analysis – 


Jan. 28, 2016 
• 2016 January Audio Conference – Jan. 14, 2016 
• SCIO Webinar: Advanced Pharmacy Analytics: Enhancing FWA Compliance & 


Cost Containment – Oct. 7, 2015 
• 2015 September Audio Conference: Understanding the Affordable Care Act: Basics 


for Fraud Investigations – Sept. 10, 2015  
 Periodic Training Webinars sponsored by CMS for Program Integrity 
 OPM Health Insurance Division teleconferences 
 Online Employee Handbook with Compliance and Ethics Program and Trainings (via 


LearnSource) including: 
• Annual Code of Conduct Attestation 
• Annual Fraud, Waste and Abuse Training 
• Annual Safe and Secure with Me – Privacy and Security Training 
• Policy Center Training – based upon job responsibilities 


F. Project management; and 


At HPN, we offer DHCFP a proven, fully implemented Medicaid and Nevada Check Up 
Program. Our unique position as Nevada’s largest insurer with the most experienced Medicaid 
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Plan and contracted provider network means there is zero implementation risk for DHCFP if 
HPN is chosen to continue serving our more than 262,000 Medicaid and Nevada Check Up 
members.  


We have extensive experience with project management. Through our 19-year relationship 
with DHCFP, we have successfully implemented a number of programs and expansions. In 
recent years a few of the larger, more complex projects included: 


 2015 Implementation of ICD-10, which required extensive information system 
platform configuration changes, EDI updates and provider education 


 2014 Addition of Medicaid Expansion program, which added 111,000 members to our 
plan over 12 months, a 94 percent increase in membership, requiring the addition of 
extensive staffing, provider network expansion and the development of specialized 
clinical and case management programs 


 2013 Implementation of federally qualified health insurance plans on the Silver State 
Insurance Exchange, including the Medicaid Transition Plan 


 2013 Implementation and the Affordable Care Act PCP Enhanced Payments, which 
required extensive system configuration for correct claims payment and reporting 
development for financial reconciliation purposes 


 2013 Inclusion of the SAPTA program within managed care requiring intensive 
provider contracting, credentialing and continuous education for SAPTA providers 


 2012 Development of 837-format for professional and institutional encounters and 
NCPDP for pharmacy encounters. We exceed the contractual requirement for 
acceptance rates with 98.34 percent and 99.9 percent of medical and pharmacy 
encounters accepted by DHCFP’s fiscal intermediary 


We apply Project Management Body of Knowledge (PMBOK) driven project management 
principles and techniques to all project implementations within our stage gate framework. 
Techniques include project governance, project plan management and action item, risk and 
issue management. The stage gate reviews monitor dependent requirements, confirm status 
details, and identify potential risks and issues.  


We use a SharePoint project portal to maintain all project artifacts, detailed requirements and 
business communications, and provide access to all project resources. The following graphic 
illustrates the timeline of our project management stage gates to achieve results in successful 
implementation and program expansion. (BGE=Budgetary Guidance Estimate):  


 
The stage gate framework consists of: 


Figure 47. The timeline of our project management stage gates achieve results in successful implementation and program 
expansion. 







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 182 of 248 
 


 Stage Gate 1 – Requirements Assignment: At this first stage gate, we complete a 
detailed walk-through of the requirements, commitments and communication with all 
operational teams that will support the project.  


 Stage Gate 2 – Network Readiness: In the event the project involves network 
development, we review network status at several stage gates, but we use this focused 
full network review to confirm requirement delivery, identify contractual status of all 
providers and finalize go-live communication strategies. 


 Stage Gate 3 – Requirement Readiness: Stage gate three is a detailed review of 
requirement progress—used to adjust any go-live contingency plans—risk mitigation, 
or proactive discussion of member transition planning, if necessary. 


 Stage Gate 4 – Pre Go-Live Readiness: At 60 days before go-live, the implementation 
team assesses operational readiness across all functions. We review detailed go-live 
monitoring plans, with contingency planning to accommodate potential risk. 


 Stage Gate 5 – Go-Live Readiness: At 30 days before go-live, the local plan 
implementation team jointly with the national functional leads assesses any changes in 
operational readiness across all functional areas and any use of manual workarounds. 


The stage gate process allows us to create an overview of the end-to-end onboarding 
experience of our members and providers. It also helps us to understand and anticipate 
possible disruption points that may occur (e.g., new requirements, providers or contract 
changes) and mitigate any disruption. We then create specific contingency and 
communication plans to address these issues proactively. Because of transitioning more than 1 
million members nationally in the past three years, we have a broad scope of experience from 
which to draw upon, and we continually incorporate lessons learned, adjust our project 
management techniques and develop best practices for future implementations. 


RESULTS-ORIENTED PROJECT GOVERNANCE 
Our approach to project governance, the framework upon which critical implementation 
decisions are made, is foundational to our ability to deliver program value. Project governance 
encompasses the following elements in support of a fully executed implementation plan that 
delivers the anticipated operational and member-facing benefit: 


 Risk and issues management 
 Contingency and mitigation planning 
 Transition management 


 Implementation work plan 
 Tracking and managing 


implementation progress 


Our project governance model documents and provides clarity on critical decisions, escalation 
and assignment of accountability to decision makers. The result is an implementation plan 
executed in a way that delivers the anticipated benefits. 


Risk and Issue Management Tool 
Our Nevada project team uses a single issue, risk and decision tool for business and 
technology items. We assign items to the front-line business owner, including resolution due 
dates, and escalate issues as appropriate, to the applicable team for resolution. We conduct 
reviews throughout the project to identify potential risks and issues and use the IRAAD tool—
Issues, Risks, Analysis, Action and Decision—to monitor outliers. 
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Through our project team approach, we assess and manage project risks based upon our 
experience and understanding of the State’s program. We have project management staff that 
quickly assess problem situations and coordinate the development, execution and monitoring 
of work plans to mitigate risks. 


Contingency and Mitigation Planning 
When we log a risk or issue in the IRAAD as part of the weekly program review, the team 
determines if a contingency or mitigation plan is required. Issues that are not resolved by the 
assigned date require a contingency solution. In addition, we use the stage gate process to 
identify potential operational impacts and develop appropriate contingency plans. 


Our Work Plan 
We update our work plan schedules and activities with each new project to reflect new 
program requirements, best practices and our lessons learned from previous projects to assist 
us in handling potential and actual problems. We have developed the work plan in 
collaboration with all cross-functional areas of our business. We identify interdependencies 
with all predecessors clearly marked and provide an overview report in advance of the work 
plan so the critical paths, stage gates, approval and signoff procedures are clear. Most 
importantly, we communicate findings, issues, risks, decisions and resolutions timely and 
frequently to make certain we are executing on contract requirements and our work plan. 


We update the work plan through regularly scheduled weekly meetings to verify the entire 
project team can adjust or compensate as needed for timely remediation. 


Tracking and Managing Project Progress 
Our approach to project management relies upon a single organizational structure that 
combines a local Nevada-based, implementation model with national resources and support. 
Using this model, we are able to create a more consistent and proactive process that leverages 
the resources of our entire team. 


G. Qualifications of key personnel. 


Our local health plan staff has more than 9,790 years serving all Nevadans and elevating the 
health care platform in our state. The average tenure for our 148 managers is 12.7 years of 
service, and the average tenure for our 56 leadership staff members is 13 years of service. This 
broad, diverse management team possesses the knowledge, education and expertise necessary 
to direct program operations and they have been instrumental in making HPN the successful 
organization that it is today. With administrator Kelly Simonson, who has 18 years of Medicaid 
experience leading our Medicaid and Nevada Check Up Program, we are the most highly 
qualified company for the DHCFP. The following table shows that all key management 
personnel have long periods of service with HPN. 
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Key Personnel Title Qualifications of Key Staff Years of 
Related 


Experience in 
Nevada 


Kelly 
Simonson, RN, 
BSN, MHS 


Medicaid 
Administrator, Chief 
Executive Officer, 
Community & State 


18 years with HPN 
B.S., Nursing 
M.S., Health Services 
Administration 
Executive oversight of the Medicaid 
contract, rate negotiation, cost 
containment, strategy, DHCFP 
liaison 


18 


Donald 
Giancursio 


Chief Executive 
Officer, Nevada Health 
Plan Market 


20 years with HPN  
B.A., Business Administration. 
Executive management and 
strategic leadership for Medicaid, 
Medicare and commercial lines of 
business 
 


24 


Kyle Clingo Senior Vice President 
of Operations 


14 years with HPN  
B.S., Business Management and 
Finance 
M.A., Healthcare Administration 
Management of all operational areas 
including claims, eligibility and 
enrollment, pharmacy services, 
member services 


15 


Robert Schaich Chief Information 
Officer 


17 years with HPN 
B.A. Philosophy 
M.A. Philosophy 
MBA 
All information system 
requirements, HIPAA transaction 
requirements, encounters 


17 


Scott Cassano Senior Vice President, 
Network Contracting 
and Provider Services 


25 years with HPN 
B.S., Business Administration 
Strategic development and 
maintenance of the 
Medicaid provider network 


25 


Susan Vogel Chief Financial Officer 3.5 years with HPN 
B.S. Accountancy 
Finance, reporting, actuarial 
services 


3.5 


Laurine Tibaldi, 
M.D., FHM 


Chief Medical Director 4 years with HPN  
B.S.M.D., Natural Science  
D.M. 
All medical services, UM, medical 
director 


11 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 185 of 248  RFP #3260 
 


Key Personnel Title Qualifications of Key Staff Years of 
Related 


Experience in 
Nevada 


Lisa Jolly, JD Nevada Operations 
Manager 


6 years with HPN 
B.A., Criminology, Law & Society 
J.D. 
Implementation, readiness review 
and operational oversight for the 
Medicaid contract 


14 


Shawna 
DeRousse, BS 


Compliance Officer 1 year with HPN 
B.S., Strategic Management and 
Human Resources Management 
Compliance and program integrity 


1 


Angela 
Bredenkamp 


Associate Director of 
Clinical Quality 


7.5 years with HPN 
Master of Social Work 
B.A., Social Work 
B.A., Sociology and Anthropology 


12 


Garyn Ramos President of 
Behavioral Healthcare 
Options 


26 years with HPN 
Behavioral Health 


26 


Michelle Agnew Executive Director of 
Behavioral Healthcare 
Options 


6 years with HPN 
MBA, MHCM 
Master of Health Care Management 
Behavioral health, SED/SMI 


16 


Erin Russell, 
Ph.D. 


Vice President of State 
Government Affairs 


4.5 years with HPN 
Dual B.A., Journalism and Political 
Science 
M.A., Political Management 
Ph.D., Public Affairs 
State government and legislature 
liaison  


13 


Mike Schramm Director of Finance, 
Community & State 


18 years with HPN 
B.S., Business and Accounting,  
Certified Public Accountant (CPA) 
Finance, payments, rates 


18 


Our personnel are consistently recognized both internally and externally for their commitment 
to our members. Below is a list of recent awards received by our key leaders: 


Kelly Simonson: 


 2015 – UnitedHealthcare CEO Relationship Award 


Dr. Rutu Ezhuthachan:  


 2014 Centers for Disease Control and Prevention Immunization Champion Award 
 2015 Inspired Excellence in health care – Las Vegas HEALS 
 2016 Vegas INC health care Headliner – Physician Category 
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Bob Schaich, Chief Information Officer: 


 Lifetime Achievement Award – Vegas Inc. Top Tech Exec Awards 
4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


We recognize that true health care reform is multifaceted, and that strong, trusting 
payer/provider/community relationships are foundational for success. One of our objectives as 
a leading Nevada MCO is to collaborate with providers based upon mutually beneficial terms 
and conditions that align our goals and improve the lives 
of those we jointly serve. While some Nevada providers are 
immediately ready for participation at the most advanced 
level of our value-based payment (VBP) program 
spectrum—such as programs focusing on total population 
management and shared savings/shared risk—many are 
not. A one-size-fits-all approach is ineffective.  


Our modular suite of value-based incentive models 
enables us to customize our approach with providers 
across the risk continuum. We support providers as they 
prepare to advance to more accountability for cost, quality 
and experience outcomes and progressively advance them 
across the clinical integration and risk continuum. 


BUILDING COLLABORATIVE PROVIDER 


RELATIONSHIPS  
In Nevada, we have long-standing VBP partnerships with providers such as SMA, Urology 
Specialists, Quest Lab, High-Risk Pregnancy Center, Glyman & Swanson and Sunset Clinic—
representing not only PCPs but also various medical provider specialties, laboratory services, 
oral surgeons, surgery centers and urgent care centers.  


We have also established relationships in Nevada with key provider associations, safety net 
providers and community-based partners that help us identify additional potential VBP 
partners, including PCPs and OBs, FQHCs and other key Medicaid provider partners in both 
Las Vegas and Reno. Our interactions with these organizations foster strong communication 
and the opportunity to be thought partners and facilitate our ability to better understand the 
natural networks that exist for these populations.  


Transformational Provider Incentive Models 
Having innovative VBP contracting strategies is not enough to motivate a provider to switch 
from traditional fee-for-service models to integrated systems of care. To effect change, 
network providers need to embrace and actively participate in the transformation models. Our 
Nevada service history has allowed us to entrench ourselves in the community, gain a deep 
understanding of member health needs in each community and meet face‐to‐face with 
providers to build confidence, open communication and develop collaborative relationships.  


Throughout the operational phase of our VBP contracts, we continuously review each 
participating provider’s progress in achieving the goals set out in the joint work plan. This 


 
Our Approach to Value-
Based Programs Supports 
Providers across the 
Continuum of Care 
 Nationally, our VBP models 


represent $45 billion in 
spend for our commercial, 
Medicare and Medicaid 
lines of business 


 In Nevada, VBP models 
represent over $113M of 
our current Medicaid spend, 
and over $465M of our total 
spend for all commercial, 
Medicare and Medicaid 
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consistent monitoring, reporting and collaboration are necessary to obtain the quality results 
that both DHCFP and we want to see from our network. 


We support our providers—wherever they are in the VBP program continuum—using a three-
pronged approach to share data and review opportunities for closing gaps in care and 
improving quality results. This approach includes:  


 A team of dedicated provider advocates 
 Clinical practice consultants (CPCs) working with providers 
 Our population health registry and provider database tool that support on-demand 


reporting 


Provider Advocate Support 
Our dedicated team of provider advocates lives in Nevada and supports providers in a member-
centered and community-inclusive way. Provider advocates deliver education and outreach to 
their assigned providers, and assist them with reporting, scheduling expedited appointments, 
claim issues, member complaints, contract compliance issues, and training and education. 
This local presence supports a single point of contact for all providers and a real opportunity 
for collaboration and innovative programming for members.  


Clinical Practice Consultant Support 
We employ field-based RNs who visit high-volume practitioner offices to educate providers 
and staff on preventive health expectations and available provider tools and services. Our 
CPCs discuss performance improvement opportunities with our providers and their staff, 
encouraging the application of the plan-do-check-act quality improvement model within their 
offices.  


Our CPCs share data in various formats with practices, and discuss member-level detail 
reflecting compliance through our HEDIS software. CPC provider outreach and monitoring is 
a vital part of building successful provider relationships and working with providers across all 
stages of the risk continuum and support them as they become more accountable for cost, 
quality and experience outcomes.  


Provider Health Registry/Data Analytic Support 
Our data analytics and health care economics team currently supports provider VBP 
initiatives in Nevada through monthly aggregate and provider/member level reporting based 
upon quality and affordability criteria (e.g., total cost of care, readmissions, EPSDT 
compliance and other HEDIS measures). These analyses validate that providers submit 
accurate claims data, know their assigned panel and that members see their assigned PCPs. 


On-demand reporting on VBP HEDIS measures and comprehensive EPSDT services is 
available through our provider portal. In addition, we use a customized HEDIS tool to report 
gaps in care that is available through the provider portal when providers review eligibility.  


The following pages describe our approach to and experience with VBP programs to meet the 
needs of providers throughout the continuum of care.  
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NATIONAL AND LOCAL PERFORMANCE INCENTIVE EXPERIENCE 
Value Based Payment Program Overall Approach 


We have a modular suite of value-based incentive models that we can leverage with providers 
based upon their risk readiness and other criteria. We recognize that a “one-size-fits-all” 
approach will not be effective, and thus we have not prioritized one single model. We modify 
our provider support process if interventions to help attain VBP or quality targets are not 
successful, implementing proven alternative solutions to address specific provider problems. 
For example, we may support practice outreach and growth with additional outreach 
resources (e.g., clinic days, health fairs and additional provider/member education) or provide 
service interventions for practices facing staffing or communication barriers.  


Our modular suite of value-based programs enables us to customize our approach with 
providers across all stages of the risk continuum and support them as they become more 
accountable for cost, quality and experience outcomes. The following graphic shows the 
upward momentum of our VBP programs. Our overarching plan is to reward provider 
performance beyond traditional FFS (lower left) to an accountability and risk incentive model 
(upper right) where patient care is integrated and holistically provided within an Accountable 
Care Community (ACC).  


 
Figure 48. VBP suite of payment models meet providers where they are in the continuum of care. 


Nationally, our VBP models represent $45 billion in spend for our commercial, Medicare and 
Medicaid lines of business. In Nevada, VBP models represent over $113 million of our current 
Medicaid spend, and over $465 million of our total spend for all commercial, Medicare and 
Medicaid lines of business. We developed these incentive programs to advance and integrate 
evidence-based models of care with VBP contracts, customized for markets and populations. 
Our goal for Nevada is to bring these programs—along with our VBP expertise—in 
collaborating with providers to establish metrics and align incentives, in conjunction with 
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DHCFP’s priorities. In August 2016, HPN issued new VBP agreements to four provider 
groups with gain share opportunities for demonstrated improvements in quality, access and 
satisfaction, while reducing medical costs for assigned members.  


Performance-Based Programs  
Encompassing primary care incentives and performance-based programs for physicians, 
facilities and other service providers (e.g., laboratory and dialysis services), our performance-
based programs reward providers for achieving specific metrics, such as readmissions and 
selected HEDIS quality measures. These programs span more than 55,000 physicians and 
1,000 hospitals across all UnitedHealthcare lines of business. Providers can earn an 
additional incentive for meeting key quality indicators and targets (e.g., reduced fall rates, 
high-risk pressure ulcer management and reduction in unplanned readmissions). 


Basic Quality Model  
This model introduces providers to shared responsibility for improved quality. The Basic 
Quality Model (BQM) focuses on closing gaps in care and improving quality outcomes that 
are critical to the population and appropriate for each provider’s patient mix. Participating 
primary care practices receive FFS reimbursement plus the opportunity to earn incentives for 
improved performance on their specific quality measures. Providers have up to 10 targeted 
preventive care measures to determine quality-improvement incentive payouts. As 
participation in BQM matures, we prepare progress reports and review provider performance, 
membership and clinical integration readiness to determine an incentive model best suited to 
upward advancement on our VBP continuum.  


We have a history of working with providers in these types of incentive arrangements, 
including programs focused on tying quality incentives to closing gaps in care, providing 
bonus payments to postpartum providers upon claim submission, incenting providers who 
have high immunization rates completed on a timely basis and in alignment with the 
recommended schedule, and other pay for performance measures.  


We will continue to review opportunities to deploy additional programs with PCPs and OB 
providers throughout both the Clark County and Washoe County communities. The programs 
will  align with State goals related to targeted quality measure improvements, and NCQA 
compliance guidelines that would incentivize providers to achieve quality measure 
improvement and closure in gaps in care.  


National Experience with Accountable Care Organizations  
At the most advanced end of the value-based spectrum are our programs focusing on 
population health, encompassing shared savings/shared risk models like ACOs and PCMHs, 
and capitation and capitation-plus-performance-based contracts. The following table 
highlights the latest counts of national ACOs and members served by state. For ACO 
programs and Accountable Care Communities (ACCs), we collaborate to develop a joint work 
plan targeting specific quality metrics and efficiency goals. Our strong analytical capabilities, 
data and reporting tools help our partner ACOs and ACCs identify areas of improvement. We 
also provide clinical support to assist ACOs and ACCs in developing and/or augmenting 
clinical programs.  
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State ACOs/ACCs Members 


Nevada 


1. Southwest Medical Associates (SMA) 103,307 
2. Nevada Health Centers 8,575 
3. Guadalupe Medical Center 3,452 
4. Sunset Clinic 1,321 
5. Community Health Alliance (CHA) 8060 


Total 124,721 
Arizona 26 184,213 
Delaware 4 6,541 
Florida 12 33,608 
Hawaii 14 13,081 
Kansas 16 22,086 
Louisiana 121 155,281 
Maryland 1 4,451 
Michigan 2 3,198 
Mississippi 9 37,683 
Nebraska 1 782 
New Jersey 4 34,478 
New Mexico 12 25,362 
New York 1 4,126 
Ohio 8 22,305 
Pennsylvania 3 20,122 
Rhode Island 2 19,355 
Tennessee 29 121,462 
Texas 8 15,155 
Washington 15 94,772 
Total 293 942,776 


Capitation Model  
The Capitation Model is designed to support a comprehensive, population health approach by 
giving providers a monthly cash payment along with timely clinical data to support proactive 
patient engagement and to optimally manage high-risk patients. Capitation payments are 
made each month based upon the number of enrollees assigned to a practice, and the practice 
in turn uses those funds to provide or arrange for the best possible care for each of their 
patients.  


We have a long history of successfully partnering with providers in capitated models for our 
Medicaid population, including capitated relationships with the following provider 
organizations that represent not only PCPs but also various medical provider specialties, 
laboratory services, oral surgeons, surgery centers and urgent care centers..  
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In addition to these relationships, we intend to further expand our capitated provider 
relationships with provider organizations that represent PCPs and orthopedics, neurology, 
physical health and general surgery. 


Accountable Care Shared Savings  Model  
The Accountable Care Shared Savings Model targets mainly larger primary care practices and 
FQHCs that are committed to collaborating toward the goal of clinical integration and 
comprehensive population management. Foundational to this model is advancing proactive 
care teams to support practice transformation by improving access, efficiency and quality of 
care for patients. We intend to work with providers in this model, which provides incentives for 
both upside/downside shared savings and shared deficit provisions based upon performance 
against total cost of care, and creates alignment between both the provider’s objectives and the 
State’s goals through targeting specific quality metrics, new patient access measures, and 
patient satisfaction survey results. 


IDENTIFYING SPECIFIC NEVADA PERFORMANCE MEASURES  
Meaningful measures are incentives that close gaps in care. In Nevada, we have quality 
improvement incentive programs tied to the following HEDIS measure, which provide the 
most meaningful measure of improved service delivery: 


 Frequency of Prenatal Care 
 Postpartum Care 
 Adolescent Well-Care 
 Childhood Immunization Status – Combo 10 
 Children and Adolescents’ Access to PCP (7-11) 
 Well-Child Visits in the First 15 Months of Life, 6+ Visits 
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 


CRIBS FOR KIDS 
We engage pregnant women and provide incentives to encourage them to complete their 
prenatal visits. We provide safe sleep education and bring awareness to the importance of 
completing their postpartum visits. Because of our periodic contact with pregnant members 
through this program, we provide our Health, Education and Wellness (HEW) programs to 
interested members related to pregnancy/lactation.  


 A free Graco Pack ‘n Play 
when they complete 81 
percent or more of their 
required prenatal visits 


 A free pack of diapers when 
they complete their 
postpartum visit within 21 
to 56 days after their 
delivery 
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Figure 49. Medicaid Frequency of Ongoing Care. 
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 A $25 postpartum incentive to OB/GYN providers when a member completes her 
postpartum visit 21 to 56 days after the delivery date 


 Text4baby and Text4kids—we provide text message reminders and health education  


WELL-CHILD INCENTIVE PROGRAM   
Members receive incentives, such as a $10 gift card, for completed well-child visits for the first 
15 months, or children’s and adolescent’s access to PCPs. This incentive program includes 
immunization completion.  
We identify members that are due (or overdue) for EPSDT/Well-Child/Well-Care services and 
immunizations and communicate the importance of compliance with their child’s preventive 
screening tests. We also communicate with members about our gift card incentive program for 
completing EPSDT/well-child visits and immunizations. 


 Through the well-child visit reminder and incentive program, the well-child visit rate 
for members in first 15 months of life increased by over two percentage points for 
Medicaid for six or more visits in 2015. 


 
 Through the well-child visit reminder and incentive program, the well-child visit rate 


for members in the third, fourth, fifth and sixth years of life increased by over three 
percentage points for Medicaid in 2015. 


 Through the adolescent well-care reminder and incentive program, the adolescent 
well-care visit rate increased by more than six percentage points for Medicaid in 2015. 


 Our childhood immunization—combination 2 rate, increased over four percentage 
points for Medicaid and Nevada Check Up in 2015. During 2015, our Nevada Check 
Up rate was at the National 95th percentile  


 Our childhood immunization—combination 3 rate, increased by more than four 
percentage points for Medicaid and over seven percentage points for Nevada Check Up 
in 2015. During 2015 our Nevada Check Up rate was at the National 95th percentile 


0
10
20
30
40
50
60
70


Well Child Visits First 15
Months (Six or More Visits)


Well Child Visits in the Third,
Fourth, Fifth and Sixth Years


of Life


Adolescent Well-Care Visits


HEDIS 2015 HEDIS 2016


Figure 50. Medicaid Well Child and Well Care Visits. 
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4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


INVESTMENT FOR IMPROVEMENT OF SERVICES 
Health Plan of Nevada is a local, homegrown health plan with strong ties to our communities 
in Nevada. Giving back and investing money in population health not only benefits our 
members, but has a ripple effect of improving communities themselves. Below are some of our 
investments to improve services for our members. 


UnitedHealthcare myConnections™  
Communities across the country demonstrate high health care spending and poor quality 
health outcomes particularly for their most vulnerable community members. Social and 
economic factors drive about 40 percent of health care outcomes, according to a recent 
analysis by the University of Wisconsin. Fragmentation in the social services infrastructure 
within communities and variability in its quality and capabilities across the country contribute 
to the degree of the problem.  


Addressing health care’s cost proves more difficult when unaddressed community and social 
needs exacerbate existing health problems, impede access to care and place pressure on the 
health care system. An opportunity exists for an integrated health and social services 
approach that organizes community resources more efficiently to address gaps in care 
associated with higher health care spending and poor outcomes.  


The UnitedHealthcare myConnections™ initiative provides members with benefits and 
services that address social and economic factors that contribute to poor health, increased 
health care utilization and higher health care spending. Those factors include housing, 
transportation and financial literacy. The initiative’s primary goals include reduced costs and 
positive health outcomes generated from its strategic investment in community services and 
social programs.  


The myConnections initiatives include: 


  myData Connection™: Identifying where there is a lack of access to quality affordable 
housing and safe, reliable transport. This process known as “hotspotting” will allow us 
to better hone in resources to specific geographic area. In addition, myData 
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Figure 51. Medicaid Childhood Immunization Status. 
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Connection is tracking members to ensure they are receiving the resources necessary to 
avoid costly medical services.  


  myHousing Connect™: We are investing in a team who understand the community 
because they live and work in the communities they serve. Moreover, through 
community partnerships, we are supporting and developing safe, clean and stable 
housing opportunities to connect those in need. We are paying attention to the 
houseless and listening to our most vulnerable community members and then 
connecting them with community supports and coordinating services to gain and 
maintain stability. 


 myRide: Provides select members with transportation options to get to their health care 
appointments, their job interviews, and other necessary non-medical support services 
that help to create personal and family stability. 


MyConnections will also work with partners to address internal, state and federal policies that 
can impact homeless and low income communities—especially those arenas that impact 
health and health care. We foresee that health care providers, health systems and all the 
entities involved with providing health care will become involved with healthy communities, 
housing, and moving the needle for health in a way that changes how health care entities 
currently see their role.  


Health care entities (hospital systems, health insurers, first responders, PCPs—all the way to 
the ER triage nurse) will start asking questions about an individual’s housing and community 
to attempt to uncover underlying needs that impact health and health outcomes. We are 
supporting this work and using the outputs to make critical decisions. As such, we value 
health care entities involvement in community development and public policy especially 
around identifying needs for quality and safety of housing, community resources, assets, 
recreation and transportation. 


Healthy outcomes are a product of a safe and stable housing environment and coordinated 
social benefits. By helping navigate a complex system and connecting people to the right 
resources, we seek to achieve sustainable health outcomes. For instance, by helping an 
asthmatic with a broken air conditioner get it repaired/replaced, we are getting the root cause 
resolved; and in turn, avoiding the ER every time the humidity is over 30 percent or the 
temperature reaches 100 degrees. 


Our team, using the myData Connection platform, gain access to proprietary data and 
algorithms to identify, segment and engage members in need. The community health outreach 
worker will serve as a kind of case manager, a housing navigator, who is responsible for 
tracking the services accessed and discovering firsthand  if the member was able to get what 
he/she needed. If the member has more needs—then the navigator will continue to find 
resources until the member’s needs have been fulfilled.  


Using a shared documentation platform, HPN makes sure that the clinical team is aware and 
involved. We also use internal claims data to help monitor the member’s needs and support in 
accordance. In all, we have the ability to wrap services around the person and then scale up or 
down as needed. We recognize this seems like a lot of resources—but we want members to 
have their needs met and succeed. We want them to be well and healthy. 
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A critical step to success is building a robust network. The key components to the network 
include first, a member referral pipeline to identify people in need of specific help. This 
network involves ERs, shelters, skilled nursing facilities, pharmacies and other community 
“hotspots” where people in need may be found. Second, the network includes a supportive 
housing infrastructure consisting of master leasing agreements and sensible development 
investments to increase the stock of affordable housing particularly for the most vulnerable 
members. Our myHousing Connect team will build a number of different kinds of partners: 


 Partners who are currently providing housing or emergency shelter to HPN members 
that are ready for semi-supportive housing and have some income to be able to qualify 
for permanent housing units that are available 


 Non-profit and for-profit housing providers who can work with us to house HPN 
members as we identify resources to support permanent housing for those individuals 


 Partners that are a first stop for vulnerable community members who could refer HPN 
members to us—regardless of whether or not they have income so we can connect them 
to services that will help stabilize them and prepare them for permanent housing 


 We are always looking for partners that can enter into agreements to provide 
supportive services for our members 


Transportation plays a critical role in enabling members residing in Clark county to access 
social services, medical care and community resources.  Members will often require non-
emergency medical transportation (NEMT) to and from services beyond what the state agency 
covers. 


According to the 2015 Gap Analysis Report from HomeBase, lack of transportation is the 
major barrier keeping homeless individuals in Nevada from getting from one agency to 
another as well as getting to employment. Transportation was also identified as a barrier for 
homeless to get identification (which often they lack and therefore are unable to access 
services). 


To address these transportation barriers in Nevada, we are creating myRide’s mobility 
manager position to address transportation needs at a local level. This individual will be 
responsive to members’ needs, facilitating a smoother and faster response when addressing 
transportation issues. The mobility manager is critical to member outreach and assistance in 
gaining access to needed transportation services. The mobility manager will: 


 Assess the member’s trip needs, develop an individualized trip plan and coordinate 
rides that contribute to the member’s well-being  


 Develop a plain language travel training program that will teach riders about the 
NEMT benefit and provide information about transportation alternatives to reach 
desired destinations 


 Coordinate with the state-approved non-emergent transportation vendor MTM to 
request and schedule rides for eligible members 


 Coordinate services with public transit agencies and human service agencies 
 Develop community partnerships and leverage existing transportation options to 


address the lack of transportation 
 Provide personalized transportation education and trip planning services 
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Mobile Clinic 
To provide a solution to the transportation 
challenges faced by our members, we invested in 
Medicine on the Move, a fully equipped, 45-foot 
mobile medical center built to bring health care 
closer to our members. The mobile clinic 
features two exam rooms, x-ray, and 
mammography equipment where members can 
receive primary care appointments to include 
immunizations and sports physicals for 
adolescents. HPN is partnering with schools 
and community organizations to bring health 
care to our members where they live.  


New Medical Clinics 
In Southern Nevada, where 85 percent of the population resides, SMA opened five new 
medical clinics in Medicaid geographical locations. These locations offer same-day, walk-in 
appointments—a preference of Medicaid members. This exclusive group also hired nearly 100 
medical providers and extended medical appointments times to evenings and weekends to 
accommodate more members.  


Telehealth 
We launched innovative technology, which provides access to primary care services through 
Telehealth 24 hours a day, seven days a week. Our members can complete virtual visits with a 
PCP through a computer, tablet or smartphone. Our Telehealth Program has a 95 percent 
satisfaction rate. Approximately 1,100 Medicaid members have enrolled in Telehealth services. 


Call Center Phone System Upgrade 
We recently completed the investment of $1.3 million to upgrade all of our call center phone 
systems to digital call center technology. This investment affects our member concierge 
services, provider services, behavioral health care services, medical management access 
center, health education and wellness scheduling, Telephone Advice Nurse service and our 
information technology help desk services. This new technology improves the flexibility and 
portability of call agent workstations that supports better staffing options, both in-house and 
telecommuting, as well as business continuity resilience in the event of a disruption to our 
facilities. Among other features, the new system allows for immediate feedback on the quality 
and accuracy of the service the member receives during the call. With that feedback, we can 
continually enhance the service we provide to members and providers.  


Content Management System 
We recently invested in a new content management system to support our member websites. 
This investment has enabled the plan to display website content in a more intuitive and simple 
manner. Members can now sign into the online member center from the home page, take 
advantage of a quick “I need help with” menu and review plan benefits and services in an 
easy-to-use format. The new websites have a responsive design giving users a clean, high-end 
experience from their mobile devices. Additional functionality and enhancements are planned 
and will go into production in future phases. 


Figure 52. Our “Medicine on the Move” mobile medical 
center, a convenient option for Nevadans who want easier 
access to primary and preventive care closer to where they 
live and work.  
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Charitable Donations 
United Health Foundation $3 Million Grant to UNLV School of Medicine 
According to the United Health Foundation’s America’s Health Rankings, Nevada ranks in 
the bottom-five states for the number of doctors per 100,000 people in nearly every specialty. 
Our investment to fixing the physician shortage is part of our commitment to improving health 
outcomes in Nevada. This grant provides funding to train new doctors and provide quality 
health care in Southern Nevada. It provides support planning for three new community health 
clinics to be staffed by third-year students under faculty supervision.  


Grant to Community Service Agency Reno 
Based upon our experience and research, we know that rates of ER encounters are high 
among homeless adults. To help combat this issue and help individuals, youth and families 
transition into stable housing or improve the safety of their homes, we provided $35,000 in 
grant funding that will be distributed as follows: 


 $10,000 distributed equally among 10 families or individuals currently living in 
shelters who are transitioning to a CSA Reno-supported apartment 
• Here2Home is a demonstration project based upon the evidence-based outcomes of 


“Housing First” service models considered nationally as one of the most effective 
approaches to ending chronic homelessness 


• UnitedHealthcare’s support will be used to purchase home goods like mattresses, 
linens, cooking utensils, etc. 


• CSA Reno and Renown Health have also committed funding to provide rent 
support for up to six months 


• CSA will provide employment training, access to appropriate health care, and 
transportation to ensure self-sufficiency past the support period 


 $25,000 to improve housing conditions for 10 or more individuals living in mobile 
homes 
• Home Revitalization for Independent Living improves the safety and energy 


efficiency of homes to ensure that individuals can remain in them, independently, 
as long as possible 


• Funding will be used to fix homes where the ceiling is caving in and make 
additional repairs (e.g., electrical needs, wheelchair ramps, plumbing repair) that 
are not covered by federal weatherization grants 


• CSA will identify case managers to help individuals determine eligibility for other 
community services to live a healthy life (e.g., food, health care, transportation)  


Donations to Nevada Organizations 
In 2014, UnitedHealthcare nationally enrolled 1 million members across the country. In 
recognition of the social needs of these members, UnitedHealthcare donated $1 million to 
community organizations nationwide. In Nevada, we recognized the following community 
organizations: 


 HELP of Southern Nevada: We provided HELP with a $20,000 grant to support the 
organization’s efforts to help Nevada families in transition. As a result, they were able 
to place 30 members into homes.  
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Successful Outcomes for 17P  
Because of our 17P treatment 
protocol, there was a 38 percent 
improvement in the number of full-
term births, 37 to 40 weeks, in the 
women who received the 17P 
protocol. 


 Catholic Charities: We invested 
$30,000 to Catholic Charities to 
provide members with housing, 
shelter, food and clothing.  


Health care costs have trended up 
exponentially—especially in the last 
decade. That trend is not sustainable. We 
all pay a steep price, in dollars, stability of 
health care systems, and well-being of 
community members. We need to manage 
health care costs and that means being 
part of solving socio-economic issues that help improve health outcomes—like housing and 
transportation. We consider it an important part of our business mission to help our members 
be well—and those social determinants of health that are not related to delivery of health care 
are more than 60 percent of that wellness. We value our data-driven approach to helping our 
members achieve wellness—and we do not limit ourselves to what has traditionally been 
known as health care or medicine. 


Our objective is to support our members in gaining good health and wellness so they can move 
forward toward stability and self-sufficiency. 


TREATMENT PROTOCOLS 
Our Women’s Health and Neonatal Task Force, as part of our quality department, reviews 
current health trends and recommendations made by providers to improve processes and 
evaluation metrics. A few of these reviews and recommendations led to treatment protocols 
aimed at: reducing the prevalence of preterm birth; reducing the use of aspirin by pregnant 
members; and better processes for pregnant domestic violence victims. The task force tracks 
these programs and processes for successful results and affordability and presents them to the 
quality department during quarterly meetings. 


17P Treatment Protocol 
To reduce the prevalence of preterm birth in Nevada, 
our medical director, Dr. Ezhuthachan collaborated 
with a perinatologist, Dr. Brian Iriye, to develop a 
protocol on the administration of 17P. We 
collaborated with larger OB provider groups to 
implement the protocols. We have quality and cost 
affordability task forces in place to review the 
program on an ongoing basis for preterm birth 


outcomes and cost-effectiveness. Because of this initiative, patients who received treatment 
delivered later in their pregnancy compared to untreated patients.  


Aspirin Protocol for Pregnant Mothers 
In collaboration with a high-risk OB physician, we developed treatment protocols regarding 
the use of aspirin by pregnant members. We disseminate education to large obstetric provider 
groups to decrease maternal risk of pre-eclampsia during pregnancy.  


Figure 53. Our CEO for the Nevada Health Plan Market, Donald 
Giancursio, presented a check for $30,000 to Deacon Thomas 
Roberts at Catholic Charities. 







 


Section 4: 
Company Background and References 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 199 of 248  RFP #3260 
 


Domestic Violence Protocol 
Nevada ranks very high for domestic violence perpetrators. We found compassionate and 
effective intervention can lead to better pregnancy and childhood outcomes. In collaboration 
with Safe Nest and an SMA OB/GYN office, we are developing and piloting a domestic 
violence protocol to identify and assist members on their journey to safety for themselves and 
their children. 


Clinical Practice Consultants 
In accordance with our policies, our CPCs use claims data to educate providers on rendering 
services in accordance with evidence-based clinical practice guidelines. CPCs work directly 
with providers to close preventive and chronic gaps in care. When collaborating with 
providers, CPCs identify members within a provider practice as part of our overall QAPI 
strategy. 


DEVELOPMENT OF BEST PRACTICES 
Promotion of Breastfeeding through Provider Education 
We promote breastfeeding through formal provider education for pediatricians, OB/GYNs and 
providers who have documented low  rates of breastfeeding in their mother-child pairs. The 
goal of this best practice is to increase incidence of breastfeeding due to the numerous short- 
and long-term health benefits for our community. In addition, our certified lactation 
counselors (CLCs) are available for moms who need help with breastfeeding. During the 
personal session, the counselor can assist the mom and baby with the following areas: 


 Positioning and latching on 
 Techniques to relieve soreness/pain 
 Milk production 
 Reducing fullness discomfort 
 Determining if you have enough milk 
 Safe handling of expressed milk, such as methods of expressing milk and breast pumps 
 Guidelines for storing 


C-Sections 
In 2013, HPN identified obstetrical providers with primary C-section rates higher than our 
mean (21.83 percent), the national mean (26 percent) and/or the Healthy People 2020 goal 
(23.9 percent). Although our mean was below that of the national benchmarks, we felt it 
important to provide feedback to those providers who were clear outliers. Ongoing analysis 
was initiated to compare each provider, who delivered at least 30 babies, to their peers and to 
communicate our findings, which included a ranking against their peers, phone calls from 
HPN medical directors and limited chart review to those who showed consistently high rates.  


The initial 2013 analysis resulted in 46 percent of the qualifying physician receiving positive 
feedback letters, communicating to them that we were evaluating their rate and their ranking. 
Our most recent analysis indicates 58 percent of physicians are now receiving positive letters. 
This best practice resulted in a statistically significant improvement of 12 percentage points. 
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Breast Cancer Genetic Testing 
With a focus on preventive health care, HPN covered genetic testing for breast cancer long 
before Nevada Medicaid offered this benefit. When the time came for DHCFP to cover 
BRACA gene testing, HPN’s Breast Cancer Genetic Testing protocol and the expertise of our 
medical director with a specialty in genetics were used to develop Nevada Medicaid’s breast 
cancer genetic testing policy. As a result, Nevada Medicaid members are benefiting from 
crucial identification of genetic predisposition to breast cancer and subsequent treatment that 
is ultimately saving lives.  
Member’s Breast Cancer Success Story 
A request for BRACA gene testing was received for a Medicaid member in her 30s with a strong family 
history of breast cancer. Although this was not a covered benefit at the time, HPN paid for the genetic 
testing. The test result was positive and the member subsequently had preventive bilateral mastectomy 
and hysterectomy surgeries, saving this member’s life. 


Sports Physicals 
We recognize the challenges of getting adolescents into the pediatrician’s office for well-child 
preventive care services. In 2013, to address this issue, HPN began covering sports physicals 
as an added-value benefit. We notified parents/caregivers and physicians of this additional 
service and remind them annually, during the summer and fall season in advance of school 
sports. Since the onset of this best practice, our HEDIS rate for adolescent well visits has 
increased.  


  
Figure 54. Since covering sports physicals, our HEDIS rate for Nevada Medicaid adolescent well visits has increased. 


Tobacco Cessation Program 
In recognition of the high rate of tobacco use in Nevada, we developed a comprehensive 
Tobacco Cessation Program (TCP) that provides individualized assessments and quit plans, 
behavioral modification group sessions and pharmacology to help members quit smoking. The 
TCP is one of our most popular health education programs and achieves an impressive 67 
percent quit rate. 
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Certified Diabetes Program 
A certified diabetes educator (CDE) teaches our Diabetes Self-
Management Education Program, which is certified by the 
American Diabetes Association (ADA). The ADA has recognized 
our comprehensive program for quality self-management 
education and support to improve our members’ health and 
quality of life by mitigating the effects of diabetes. This best 
practice is achieving results in the fight against the diabetes 
epidemic.  


Transitional Care Program 
In September 2015, acknowledging the relationship between poor post hospitalization follow 
up, the rapid decompensating of members post-discharge and readmission rates, we developed 
a program to verify members stayed well as they transition from the hospital to home. The 
initial visit takes place while they are inpatient for treatment of behavioral health or SUDs and 
allows the member to determine if the follow-up visits will be conducted in the home, 
community or clinic.  


The skilled clinical team follows the member for a minimum of 30 days. The team will write 
and fill prescriptions, coordinate with hospital doctors, mental health providers and 
specialists. Members are provided with 24 hours a day, seven days a week access to board-
certified doctors, physician’s assistants, nurse practitioners, paramedics and other health 
professionals who will confirm the discharge plan for recovery is optimized. Seventy-three 
percent of the members who received this service have avoided hospital readmissions. 


Crisis Stabilization Program 
Health Plan of Nevada recognized the use of the ER as a crisis center by the population and 
responded by developing the crisis stabilization program for those members that do not meet 
the acuity of inpatient psychiatric care. The program supports the ER diversion efforts by 
providing a solution-focused alternative to those individuals accessing services through the 
state’s ERs that cannot be effectively addressed by inpatient psychiatric hospitalization. The 
program provides a more intensive level of care than traditional outpatient services and is 
focused on stabilization and increased psychiatric treatment compliance.  


The crisis stabilization program provides long-term solutions and offers an alternative 
resource for these members. The program is available seven days a week with morning and 
afternoon sessions provided by multidisciplinary team including, prescribers, therapist, social 
worker, substance use disorder counselors and case managers.  


Since the inception of the program in 2016, for children and adolescents, the six-month 
average reflects a: 


 45 percent reduction in admissions/1,000 
 82 percent decrease in ER to inpatient disposition 
 30 percent reduction in ER admissions 


For adults, since the inception of the program, the six-month average reflects a 16 percent 
reduction in ER to inpatient disposition 


 
Reduced Blood 
Glucose Levels 
HPN provides A1C 
testing to its ADA 
members. Over the 
past year, 62 percent 
of members reduced 
their blood glucose 
levels by 1 percent or 
more. 
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High-Risk Case Management  
Addressing the needs of members with mental health and substance abuse high-risk factors, 
the high-risk case management program is designed for members identified as having high 
utilization of services, poor life management skills, high needs and non-compliance. The team 
provides care coordination to assist with treatment adherence, community resources and 
navigating the processes to gain appropriate benefits to support the member’s recovery.  


Electronic Referrals 
Over the last decade, we have established an industry-leading best practice for the electronic 
management of provider referrals and prior authorization requests within our provider 
network. We offer our contracted providers a secure, web-based facility that allows the 
provider to submit an online prior authorization request to the health plan and to manage 
their patient referrals with other network providers online.  


This referral facility resolves disjointed health care for our health plan members. The referral 
facility allows for two-way communication online between the referring provider and the 
receiving provider. The referring provider can electronically attach pertinent medical record 
data, images and notes to the referral request. The receiving provider can request additional 
information and can decide whether to accept or decline the referral. If accepted, the referral 
request is registered with the claim payment platform (Facets) to confirm proper benefit 
payments for services that require referrals. Once the referral service has been completed, the 
specialist can “close the loop” with the original referring provider by providing their notes and 
any additional medical data back to the referring provider.  


This innovation confirms the providers in our network are able to collaborate online to 
provide improved continuity and quality of care as information on the patient is shared 
between the providers involved in the patient’s care. This approach also confirms that we can 
maintain the integrity of our patient-centered medical home by confirming that specialty care 
data are conveyed back to the PCP. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


Our successful partnership with DHCFP grew out of a shared commitment to meet the health 
care needs of Medicaid and Nevada Check Up members. We have more than two decades of 
experience working with the State and we were instrumental in assisting the passage of the 
Nevada Medicaid managed care legislation. We have contracted with DHCFP since 1997 as a 
Medicaid contractor and since 1998 as a Nevada Check Up contractor, and have successfully 
provided the services described in this RFP for more than 19 years. Our administrator, Kelly 
Simonson, has held this position for 18 years, interacting with State government employees on 
a daily basis. HPN has successfully provided similar managed care services to Nevada 
Medicare beneficiaries since 1985 and to Nevada commercial members in the private and 
public sector since 1984. 


For more than 20 years, we have worked with the Public Employee Benefit Program (PEBP) 
to provide innovative, practical and financially responsible ways to make higher quality health 
care more accessible and affordable for more state employees. Our strength has provided local 
managed health care, claims processing and the centralization of all group, member and 
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customer service functions under one internal division located in Las Vegas. Since January 
1992, we have provided HMO medical plan coverage for PEBP employees: 


 Focusing on making it easier for people to get the care they need 
 Personalizing and simplifying their health care experience 
 Strengthening the bonds between patients and physicians 
 Modernizing technology to improve consistency and connectivity among all the 


participants in health care  
 Finding new ways to improve quality 


We are dedicated to making Nevada’s health care system work better not just with the Medicaid 
population, but also with the individuals and employers who purchase their health care in the 
commercial market, with individuals who received their health care through a Medicare 
Advantage program and with the active duty and retired members of the uniformed services 
and their families. 


PARTICIPATION IN LEGISLATIVE AND REGULATORY PROCESSES 
Our employees (through both UnitedHealth Group and previously through Sierra Health 
Services) have a long history of participating in the Nevada legislative and regulatory process. 
We participated in the legislative and regulatory process before being awarded the Medicaid 
MCO contract in 1997. We have worked collaboratively with the Nevada Medicaid 
Administrator during previous legislative sessions. Our participation in the legislative and 
regulatory process includes the following: 


 Full-time state government affairs personnel in Carson City for Nevada Legislative 
Sessions since 1991. 


 Government affairs lobbying group on retainer that assists our state government affairs 
efforts in Carson City during the legislative session and during the interim periods. 


 Senior Nevada leadership, along with our regulatory and government affairs personnel, 
have been appointed to various State and Legislative committee, councils, taskforces 
and working groups, associated with discussing a variety of health care topics of 
importance to Nevadans. This includes, but is not limited to, the health information 
technology, health insurance exchange, health insurance expansion options, network 
adequacy, fitness and wellness, credentialing and prompt payment of claims.  


 The only Medicaid vendor who has a board membership on the Nevada Life & Health 
Guarantee Association, which confirms continuation of services to Nevada residents if 
their insurer becomes insolvent.   


 Worked closely with the Medicaid department during legislative sessions to advocate on 
legislation that could impact Medicaid, including Medicaid funding and expansion. 


 HPN has been a committed partner of the Silver State Health Insurance Exchange, 
offering plans since the Exchange’s implementation. 


 HPN has been actively engaged in legislation that resulted in innovative telemedicine 
solutions that enable quality, cost-effective health care to be provided at a time and 
place convenient to the Medicaid member.  
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KEY ACHIEVEMENTS IN NEVADA 
The following is a brief summary of our key achievements in working with the State on 
Medicaid Managed Care: 


 First Medicaid and Nevada Check Up partner: HPN was one of the first health plans to 
contract with the State, providing program members with access to mainstream medical 
providers who previously would only accept commercial members. Currently, HPN’s 
262,000 Medicaid and Nevada Check Up members have complete access to 
approximately 6,500 contracted providers. 


 Dental benefit added: In 2002 and 2006, at the State’s request, HPN incorporated a 
dental benefit for Clark and Washoe Counties, respectively, to replace the Medicaid 
dental FFS program. Access to dental care for members was extremely limited under 
FFS. Our Medicaid members have access to 255 dentists and specialists in Clark 
County and 82 dentists and specialists in Washoe County. 


 Resolving MMIS and contractor challenges: In 2003 and 2004, HPN worked closely 
with the DHCFP on the implementation of the State’s new Medicaid Management 
Information System (MMIS). Numerous implementation challenges arose in the areas 
of eligibility, enrollment and payment processing. In response, HPN assembled a team 
of information technology experts and operational managers to assist in resolving these 
implementation issues. The HPN staff engaged in conference calls three times a week 
for nearly six months with DHCFP and First Health Services Corporation (DHCFP’s 
MMIS contractor).  
HPN’s involvement proved pivotal in identifying and resolving many of the challenges. 
Despite the inability of the MMIS and First Health to make payments to HPN and 
accurately provide enrollment and eligibility information for almost a year, HPN 
confirmed that members received medical and dental care without interruption and 
fulfilled payments to providers.  


 Expansion into Washoe County: On Feb. 1, 2004, HPN expanded into Washoe County. 
We made this commitment despite the reluctance of the provider community in Washoe 
County to participate in managed care. HPN’s network development and provider 
services department worked diligently to establish a provider network, which today 
boasts 1,312 contracted providers. HPN now serves 60 percent of our members in 
Washoe County. 


 Transition to HIPAA-compliant enrollment and payment files: HPN has worked 
collaboratively with DHCFP and its new MMIS contractor, Hewlett Packard (HP), to 
transmit and receive the HIPAA-compliant enrollment and payment files. Although HP 
had some enrollment and payment file struggles in the transition, HPN worked 
collaboratively with them to minimize disruption to our members, confirming they 
received health care services despite the enrollment and payment file issues. 


 Provide Encounter files: HPN worked with DHCFP and its contractor to provide 
professional and inpatient encounter files monthly in order for DHCFP to determine 
Meaningful Use Funding distribution to Nevada providers. HPN also implemented the 
HIPAA compliance encounter files in partnership with DHCFP and HP in a 
compressed timeline to meet the needs of DHCFP’s new data warehouse.  
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 Enhanced PCP payments: HPN worked collaboratively with DHCFP and the provider 
community to implement the ACA-sponsored PCP enhanced payments from 2013-
2015. HPN proactively made the payments to providers and then submitted to DHCFP 
for reimbursement rather than making our providers wait for payment.  


 Transitioned SAPTA Services: At the request of DHCFP, HPN assumed responsibility 
for this substance abuse program, which was grant funded before the ACA. HPN 
worked diligently with the SAPTA provider community to educate them in the 
transition from grant funding to Medicaid managed care prior authorization, 
credentialing and claim submission/payment requirements.  


 Implemented Inpatient psychiatric services benefit: HPN collaborated with DHCFP, 
community stakeholders and private psychiatric facilities to implement the inpatient 
psychiatric benefit for members 22 to 64 years of age. 


 Medicaid Expansion: HPN successfully added approximately 110,000 members in 
2014 and nearly 24,000 in 2015 related to Medicaid Expansion, bringing health care 
services to the previously uninsured. 


 Implementing Safety Net Provider Payments: We worked with DHCFP and specified 
county and state providers to implement safety net provider payments, which allowed 
the State to maximize federal funding, which benefited our state.  


 Applied the Autism Benefit: HPN implemented the applied behavioral analysis benefit 
effective January 2016 providing children with autism access to nearly 75 specialized 
providers in Nevada. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


We include resumes for our key personnel in Attachment G – Proposed Staff Resumes. The 
following paragraphs specify the responsibilities for each of our key personnel as they relate to 
the Nevada RFP requirements.  


Kelly Simonson, Medicaid Administrator – CEO, Community & State. With 
18 years of experience strategically developing and directing the Medicaid 
Managed Care Program in Nevada, Ms. Simonson’s experience and 
knowledge closely aligns with the requirements of managing this contract. 
She brings focus and detail to driving health care affordability and 
operational efficiency initiatives. Ms. Simonson successfully negotiates 
contracts with DHCFP on behalf of the health plan and is responsible for 
developing and overseeing strategic plans for the business related to 
growth, performance and evolution. Ms. Simonson is the primary external 
contact and liaison for DHCFP and DHHS. She oversees numerous 


community engagement and educational programs that provide compassionate and caring 
support for Nevada’s members. 
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Don Giancursio, CEO – Nevada Health Plan Market. Don Giancursio is 
the CEO of UnitedHealthcare’s Nevada, Utah, and Idaho operations. He 
has held that position since 2009. Mr. Giancursio previously served as 
the company’s senior vice president of sales and marketing, which 
included HPN, Nevada’s largest health maintenance organization 
(HMO). He served in the same capacity for Sierra Health Services, Inc. 
from 2006 until the company merged with UnitedHealth Group in 2008. 
Mr. Giancursio has spent more than 30 years in the health insurance 
industry and has led sales organizations representing a diverse group of 
client solutions. He is currently an executive committee member of the 


Las Vegas Global Economic Alliance (LVGEA), and a Director with the Council for a Better 
Nevada (CBN). He maintains a membership in the Las Vegas Chapter of Legatus 
International and is also a founding member of the American Cancer Society of Las Vegas 
Chapter of “CEOs Against Cancer.” Mr. Giancursio’s involvement in these activities 
highlights his commitment to Nevada and the member community. 


Kyle Clingo, Senior Vice President of Operations. Mr. Clingo has over 21 
years of health care leadership experience and is responsible for insurance 
operational areas, including member services, claims, appeals and 
grievances, broker/employer services, enrollment, billing, collections, 
commissions, complaints, pharmacy and coordination of benefits. He 
strives to deliver affordable and effective health care to the market by 
integrating efficient processes with compassionate delivery. In addition, 
Mr. Clingo was appointed to the State of Nevada Life and Health 
Insurance Guarantee Association. His extensive industry experience and 
commitment lends itself to the success of supporting our Community & 
State membership. 


Robert Schaich, Chief Information Officer. Mr. Schaich brings more than 
30 years of experience in managed care, insurance and information 
technology as an operations executive, management consultant and CIO. 
He is responsible for fostering innovative technological initiatives that 
support member engagement, employee infrastructure and organizational 
foundation. In addition, he oversees information system security including 
confirming privacy and data integrity. 


Scott Cassano, Senior Vice President, Network Contracting and Provider 
Relations. Mr. Cassano has more than 20 years of health care experience 
in Nevada. Mr. Cassano’s current role as senior vice president, network 
contracting and provider relations, places specific emphasis on provider 
contracting, negotiation, access and availability reporting and cost 
analysis. Mr. Cassano’s focus is to enable accessible and affordable health 
care for our community by negotiating provider, facility and ancillary 
agreements, and assuring the highest level of credentials. Scott’s longtime 
community relationships and his extensive expertise aid in the effectiveness 
of building effective, affordable and accessible health care options. 
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Susan Vogel, Chief Financial Officer. Susan Vogel is the vice president of 
finance and chief financial officer for UnitedHealthcare of Nevada, Utah 
and Idaho with responsibilities over the finance, actuary, health care 
informatics and underwriting functions. She serves as an officer for HPN—
the state’s largest HMO—and Sierra Health and Life Insurance Company, 
Inc. with combined membership of 788,000 and also serves as treasurer on 
the Goodwill of Southern Nevada board of directors. 


 


Dr. Laurine Tibaldi, Chief Medical Director. With more than 24 years of 
experience, Dr. Tibaldi currently provides leadership and direction to all 
medical directors, medical management, case management and utilization 
management clinical directors related to the delivery of quality health care 
and medical practice. Her key focus areas include, but are not limited to, 
inpatient bed days, sub-acute care and coordination with other clinical 
subsidiaries. In addition, Dr. Tibaldi oversees Quality Improvement and 
Utilization Management Compliance Programs to verify all federal and state 


regulation and accreditation standards are met. 


Lisa Jolly, Nevada Operations Manager. Ms. Jolly is a licensed attorney 
with six years of experience directing the Medicaid and Nevada Check Up 
Managed Care Program in Nevada. Ms. Jolly works daily with DHCFP and 
internal health plan departments on all contract, compliance and 
operational aspects of the program. She served as the Medicaid compliance 
officer for five years, assuring regulatory and contractual compliance with 
state and federal regulations as well as program integrity oversight. Ms. 
Jolly’s experience and background positively affect the contractual 
obligations and our community needs. 


Shawna DeRousse, Compliance Officer. Ms. DeRousse has held positions 
with financial and operations responsibilities in health care and other 
industries and brings more than 18 years of results-oriented experience. She 
is responsible for program integrity, contractual compliance and external 
audits. She excels in identifying and analyzing problems, developing and 
implementing innovative solutions and building and maintaining productive 
working relationships. She is committed to the highest levels of professional 
and personal excellence, which serves well having regulatory compliance 
and contract development and negotiations responsibilities. 


Angela Bredenkamp, Associate Director of Clinical Quality. As the associate 
director of clinical quality, Ms. Bredenkamp’s responsibilities include 
driving HEDIS and CAHPS improvement by aligning goals, strategies, 
tactics and driving deployment and conducting relentless day-to-day 
operational monitoring. With more than six years of clinical quality 
responsibilities, she strives for improved member experience and health 
outcomes by building solid relationships with providers, operational leaders 
and the medical team to create total alignment in all quality clinical 


initiatives.  
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Garyn E. Ramos, President Behavioral Healthcare Options. In his current 
role for Behavioral Healthcare Options, Mr. Ramos is responsible for all 
areas of the organization, both operationally and fiscally. Mr. Ramos has 
extensive training, experience and responsibility for claims administration, 
customer service, network development, provider relations, quality 
assurance and all areas of UM. Mr. Ramos has more than 22 years of 
experience as a leader, manager and administrator within the managed 
health care field. He is focused and driven on providing the members 


compassionate and responsible behavioral health care.  


Michelle Agnew, Director of Behavioral Healthcare Options. Ms. Agnew is 
responsible for the operation and utilization management of 
behavioral/mental health services for our members in Nevada. She 
oversees the behavioral health provider network, including quality 
assurance, contract development and execution, credentialing, rate 
negotiation, claims operations, member services, delivery of services and 
management of contracts. Ms. Agnew also manages NCQA and URAC 
requirement compliance for Behavioral Healthcare Options. She maintains 
close relationships with inpatient facilities, provides operational oversight 
of capitated providers and continually creates policies and procedures. 


Erin Russell, Vice President of State Government Affairs. Ms. Russell’s 
professional experience includes responsibility for creating strategic public 
policy engagement and business advancement initiatives as they relate to 
state and local regulations. She serves as advocate and liaison for business, 
industry and community as it relates to health care policy and reform, and 
closely monitors legislative and regulatory activity as it affects the health 
plan. She is also responsible for drafting legislation and amendments and 
testifying to legislative committees, as applicable. Her success fostering 
political and regulatory relationships serves to bridge gaps in government 
affairs, the health care industry and the community. 


Michael Schramm, Director of Finance, Community & State. As our 
accounting and budgeting leader, Mr. Schramm brings 18 years of 
experience as finance director in various roles including government 
programs, finance and internal audit. Understanding the focus on 
affordable health care options, he has a deep understanding of government 
regulations and community needs, and works toward innovative and 
financially effective initiatives. Mr. Schramm is responsible for working 
with the DHCFP and its actuaries on all financial matters to include 
capitation rates, financials reconciliations and reporting.  
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4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A. Information Systems 


B. Utilization/Case Management 


C. Claims Payment 


D. Quality Improvement and Reporting (e.g. HEDIS, CMS 416) 


E. Health Education 


F. Data Coding 


G. Contract Negotiation Specialists/Network Recruiters 


H. Encounter Data 


I. Other staff as needed for project  


Health Plan of Nevada (HPN) has “Nevada” as part of our name for a reason. We are fully 
committed to Nevada, all of the personnel listed in the following tables are located in Nevada, 
and we were founded in Nevada. In addition, operations remain in Nevada, and, together with 
our parent company, UnitedHealth Group and affiliate companies, we employ 4,400 residents 
in Northern Nevada and Southern Nevada, and our Nevada employees donate more than 
4,000 hours annually to charities within our communities. In fact, we have donated to more 
than 400 Nevada charities over the last four years alone. 


A. Information Systems 


Personnel Responsibilities 
Chief Information Officer 
Robert Schaich, BA, MA, MBA (Project Supervisor) Management information system, 


information systems and technical 
requirements, HIPAA transaction 
requirements 


Information systems, applications development, technical support 
Michael Ehlman, Andrew Topper, Eric Sheer, Louis 
Bruno, Kenji Kita, Jeremy Brummet, Dana Dingee, 
Christopher Duke; Jetmir Hysi; Jerome Jarosz; 
Robert Langhorne; Moises Oliveira; Clayton Paul; 
Jill Pedrola; Darrin Robinson; Kenneth Schmit; 
Richard Shaffer; Amare Achuko; Christopher 
Aguirre; Robert Alba; Chris Anderson; Mark 
Barnes; Pradip Barot; Muhammad Bhuiyan; Brian 
Bower; Aaron Burke; Junier Cantero Hernandez; 
Shilpa Chandravanshi; Piyada Cheilchanthong; 
Navyatha Chekuri; John Chuhran; Richard 
Connor; Cash Conway; Kristian Cookes; Nicoleta 
Cornea; Jessica Davidson; Jose Ramon Renan Del 
Carmen; Stephanie English; Remedios Esguerra; 
Louis Fischer; James Garcia; Kimberly Gee; Brian 
Godwin; Andrew Green; Jeremy Harrison; Michael 
Hayes; Gregory Hershey; Peggy Jones; Robert 
Jones; Denise Kittell; Brian Kulesza; Jian Lei; 
Gerald Ludlow; Benard Lutale; Rakesh Malepati; 
Neil Mauskapf; Darrell Mc Clure; Jennifer Meyer; 


Provide a full complement of information 
systems and technical support to include 
application and web development, data 
management and analysis, systems 
management and end user technical 
support, security and integrity control 
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Personnel Responsibilities 
Lisa Miller; Luke Minogue; Edward Munoz; Kirby 
Noland; Morris O’Connor; Ulysses Panganiban; 
Ronniel Perez; Nagendran Ramachandran; 
Timothy Richards; Cole Rickerson; Marc 
Robichaud; Nestor Robles Bermudez; Vincent 
Salomone; Ryan Schlosser; Scott Schofield; 
Marcia Schroeder; Aztlan Sedillo; Indu Sharma; 
Sabin Shrestha; Brenda Smith; Patricia Smith; 
Michael Spencer; Timothy Spencer; Robert 
Straczek; Paul Tausendfreund; Naveen Kumar 
Thindlu Srinivas; Ernest Thorpe; Robert 
Townsend; Hanumath Ravi Raj Velagaleti; Greg 
Wallace; Gary Weibert; John Weikel; Dynasty 
Wong; Zoe Wright; Michael Zelazny; Rusty 
Zimmerman 


B. Utilization/Case Management 


Personnel Responsibilities 
Laurine Tibaldi, M.D.  Medical director’s office, oversees clinical, 


quality and utilization and case 
management programs 


Medical directors 
Huy Ly, Raul Mendez, Lambert Wu, M.D.s  Directs clinical services for members, prior 


authorization, concurrent and retrospective 
utilization review 


Director medical and clinical operations 
R. June Young 
(Project Supervisor) 
Olivia Aguas; Lara Aiken; Catherine Alex; Ramona 
Alicea; Charlene Allnutt; Lucille Ambriz; Lou Ann 
Kristel Amogawin; Teresa Aniban; Maria Gynette 
Arches; Yesenia Arellano; Cheryl Armstrong; 
Christina Austin; Beatrice Borders; Neil Boyce; 
Annie Bracken; Mary Breschini; Tracey Brewer; 
Bryanna Brocking; Jill Buckley; Kristine Burrell; 
Diane Butte; Stephanie Ann Camacho; Belinda 
Canlas; Allison Capristo; Eleanor Carrier; 
Geraldine Cotton; Charlotte Crain; Fatihimia 
Crockett; Rhonda Dabney; Larwine Dahlke; Amelia 
Datu; Dorthia Daudier; Stephanie Deguzman; 
Silvia Dela Cruz; David Delasho; Katrina Diaz; 
Alexis Dipuzo; Gloria Dixon; Robin Dunckel; 
Ritchie Duplechien; Robbie Elliott; Melissa Ellis; 
Dorothy Engler; Barbara Falco; Amy Farmer; Nina 
Fasce; Elizabeth Feddern; Barbara Felix; Elizabeth 
Ferrara; Nicole Figles; Mari Figueroa; Michael 
Figueroa; Audrey Fluellen; Barbara Flyr; Karen 
Ford; Linda Fox; Blesila Francisco; Nichole Fritel; 
Talya Fritz; Marilyn Froese; Kimberly Gagne; 
Coralynn Gant; Nicole Gardner; Walter Gawryluk; 
Breana Givens; Ty-Yivri Glover; Andrea Gonzales; 
Ashley Graham; Gwendolyn Grant; Kenya 


Responsible for inpatient and outpatient 
clinical services and case management for 
all geographical service areas and all 
member types; inpatient and outpatient 
pediatric and obstetrical case management 
services and adult case management; 
supervision of nonclinical aspects of UM 
services; Management of all adult 
outpatient case management service 
activities to include complex, out-of-
network and transplant cases; Provides 
prior authorization 
Oversees RN staff in the investigation of 
quality of care complaint, confirms that RN 
staff are adequately trained and informed of 
applicable federal and state laws and 
regulations, analyzes department data to 
identify trends to report to QM manager and 
medical director, assists in coordination of 
peer review meetings 
Coordinates all inpatient and outpatient 
medical services for hospitalized, complex 
and high-risk cases to mitigate health 
issues; Plans and coordinates hospital 
discharges and medical/social service 
needs after discharge; Provides social 
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Personnel Responsibilities 
Gregory; Gustavo Guerrero; Eleanor Guieb; Susan 
Gurian; Maria Cristina Gutierrez; Mattie Haley; 
Kelly Hall; Denise Hanna; Doreen Harper; 
Stephanie Harris; Rhonda Hawkins; Nancy 
Hernandez; Janet Hitchcock; April Hobson; Helene 
Holwerda; Melissa Houghton; Patricia Irving; 
Megumi Ishii; Patricia Janos; Sharon Johnson; 
Patricia Johnston; Daniela Joseph; Margaret 
Keteian; Jane Kimball; Sunday Labauve; Diane 
Lamba; Veronica Lamphier; Carole Lemery; 
Adriana Leon; Katie Letcher; Novelyn Lind; 
Laurielyn Loa; Kristine Lotta; Lorisa Loy; Helen 
Lyden; Mary Anne Malilay; Shari Malloy; Agnes 
Mangahas; Debra Martin; Luz Martinez Salinas; 
Carlos Martinez; Lora Marusco; Lydia Mastroianni; 
Carla Matthews; Elizabeth Maya; Coleen 
Mcmahon; Cynthia Melius; Eduardo Menchaca; 
Gregg Miller; Lakisha Montgomery; Esther 
Moraza; Ruth Morgan; April Morris; Detra Morton; 
Yuseth Navia; Maureen Nolen; Marcelina Ola; Joan 
Marie Operario; Linda Padach; Sheila Pagunsan; 
Veronica Patag; Anjali Patel; Scott Pederson; Lee 
Ann Peluso; Venus Perez; Laura Perkins-Otec; 
Ronald Pickett; John Pinkard; Victoria Pinto; Dina 
Poist-Proto; Carol Pollack; Laquel Pressley; Patti 
Prodromides; Fabian Quevedo; Devan Ramirez; 
Teddy Leon Ramos; Paulette Raven; Karol 
Reardon; Barbara Rederford; Rosario Reyes; Leila 
Romero; Rachel Rosensteel; Abigail Ross; 
Kathryn Rosstedt; Roselyn Rudolph; Veronica 
Ruiz; Inna Sanchez; June Santos; Penni Santucci-
Jackson; Giannina Serpa; Melissa Serra; Bette 
Serrano; Carolyn Shannon-Joyner; Brigitte 
Sheffield; Letizia Simoni; Sylvie Slick; Jeanette 
Smith; Brenda Snyder; Joan Sotelo; Yvonne 
Stave; Esther Steele; Patricia Summers; Yvonne 
Swansen; Ashley Swarowski; Shelean Sweet; 
Sandra Thoman-Rice; Abeille Thomson; Mary Ann 
Tison; Maria Torres; Karen Veilleux; Abigail Vieira-
Ribeiro; Lucia Voss; Chaliesa Warren; Danielle 
White; Yvonne White; Nicole Wibrew; Tamala 
Wilber; Ryan Wilgus; Cynthia Williams; Lesley 
Winkelmann-Knudson; Jennifer Wooley; Karen 
Wright; Kathy Zirkel 


service case management 
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C. Claims Payment 


Personnel Responsibilities 
Director of claims operations 
Leslie Hare (Supervisor) Directs the day-to-day operations for claims 


support, data entry and processing 
services, directs and monitors the 
performance and quality standards across 
the support, Vertex, and processing units of 
claims operations services, implements 
new initiatives and programs impacting all 
teams within claims operations services, 
taking the lead for claims and implements 
new initiatives and workflows that reduce 
pended claims, while complying with 
regulatory guidelines for claims turnaround 
Oversees the reconsiderations process 
within Claims Operations Services 
confirming timeliness and quality across all 
impacted teams, oversees and manages 
priority project resolution, performs all job 
functions with a high degree of discretion 
and confidentiality in compliance with 
federal, state and departmental 
confidentiality guidelines 


Claims processing teams 
Grace Abad; Akaterine Abernathy; Delia Acosta; 
Isabelita Adina; Farah Alas; Lashaya Alexander; 
Tamera Alexander; Julie Anderson; Theresa 
Anderson; Allan Arciaga; Sandra Arnal; Stacy 
Aune; Christopher Back; Keisha Baker; 
Michelanne Banks; Dulce Barrios; Angela 
Bausley; Kellie Beckerson; Margaret Beckman; 
Linda Beckner; Ahris Berumen; Terry Bilbrey; 
Akiko Blacksmith; Robert Bowers; Jessica 
Brooks; Rochelle Brown; Matthew Buckley; Noemi 
Buelna; Donna Burgess; Elizabeth Butler; Karole 
Callahan; Ortaga Campbell; Judith Carter; Amaris 
Castro; Christopher Castro; Lizette Castro; 
Therese Chomuk; Sylvia Christopher; Deborah 
Chvatal; Tanya Clark; Theresa Clay; Venova 
Collins; Angela Conoly; Georgia Cormier; Mirna 
Corrales; Sheryl Corwin; Kelly Crittenden; Laura 
Cutrell; Stacy Dambrosio; Cherry Davis; Rosemary 
Davis; Sophia Davis; Gabrielle Del Pino; Natalie 
Desrochers; Ma Lourdes Diasnes; Adriana 
Doctolero; Ashley Dodge; Tracey Donahue; Myriah 
Doolin; Jeanne Dubose; Daisy Dumo; Debra Ebat; 
Vanessa Eddy; Lyntoria Elder; Clenia Emerson; 
Rebecca Farmelo; Katie Faught; Melissa Favella; 
Evelyn Feliciano; Ruth Feliciano; Beverly Fielder; 
Katherine Fletcher; Julie Flood; Constance Ford; 
Carmen Fowler; Cheryl Frias; Suzanne Galloway; 
Cathrine Gamboa; Lissette Gaona; Theresa 
Gardner; Teresa Geary; Chemise German; Tammy 


Processes claims, manages quality 
assurance process and verifies quality 
control of claims, claims recovery and 
resolution, maintains departmental policies 
and compliance document, initiatives 
remedial activities, where applicable 
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Personnel Responsibilities 
Glaser; Sherrie Glass; Coya Gonzales; Kelly 
Gravely; Candace Gray; Leah Gregorio; Dana 
Grey; Kristina Griffin; Melissa Guan; Yvette 
Gutierrez; Kristoffer Habagat; Maria Teresa 
Habagat; Teresa Haga; Denise Hamilton; Florence 
Hansbrough; Laura Hathaway; Julie Hawley; Kerry 
Hennessy; Julieanne Hernandez; Adriana 
Hernandez-Winne; Calvin Hibler; Melinda 
Hobgood; Frances Hoffman; Kimberley Houk; 
Shelley Hrabley; Michelle Hunt; Heather Hylton; 
Severino Jaleco; Debbie James; Bernadette 
Javan; Jeni Jolley; Mark Jolley; Ryan Jones; 
Sherry Jones; Niani Jones-Hobbs; Susan 
Jorgenson; Rima Jouni; Elizabeth Justice; 
Teresita King; Teresa Kington; Delia Klocke; Karie 
Kosovac; Amy Krug; Cynthia Lang; Cindi Lauby; 
Barbara Lavigne; Bobbe Leaf; David Leclercq; 
Jennifer Leclercq; Deborah Limbert; Ana Lopez; 
Leticia Lozano-Hinojosa; Dianna Mac Lean; Alma 
Macias; James Maclean Jr; Kathleen Magliochetti; 
Charmonte Malbon; Shannon Matthews; Latoya 
Maurer; Sharon Mcallister; Danielle Mccall; 
Maureen Mccall; Elizabeth Mcclatchey; Yvonne 
Mcintyre-Neely; Erlinda Medina; Erik Miller; 
Victoria Milo; Sherri Morgan; Tammy Morimoto; 
Edith Moss; Marylou Muha; Debra Mullen; Judy 
Murata; Toni Ann Nakamoto; Sheryl Nalls; Divene 
Nelson; Paulette Newkirk; Ellyssa Norkin; Maria 
Novero; Corinna Nunez; Maria Ornelas; Kristine 
Padelski; Lynda Parke; Sirel Pena; Liza Grace 
Perez; Jill Pierrard; Sharon Pilar; Rhonda Pitts-
Higgins; Fatima Plummer; Felicia Poindexter; 
Jason Quero; Andrea Rabinowitz; Johnalyn 
Ramos; Shawna Reed; Marisol Rivero; Marianne 
Robinet; Jeffrey Roche; Claudia Rodriguez; Cathy 
Rohde; Candace Rolling; Maria Ross; Phyllis Rost; 
Peggy Rothgeb; Christina Ruiz; Patrick Salas; 
Kelly Sanders; Shawna Sandoval; Riena Sayago; 
Shauna Schulthies; Sandra Sexton; Shawn 
Shanks; Chanae Sidney; Heather Smith; Rochelle 
Solomon; Bobbi Jo Somianka; Corrine Spaeth; 
Angela Spencer; Erica Stanton; Elaina Stephens; 
Julie Stevens; Karen Stevens; Demian Stoltz; Mary 
Swager; Michele Taylor; Roshonda Thornton; 
Gergana Torneva; Mateo Torres Aguilera; Rachel 
Torres; Thuy Tran; Gary Truman; Rosalind Turner; 
Imelda Urrea; Margaret Vandever; Carolyn 
Ventura; Jane Verduzco; Esther Warnke; Richard 
Welter; Misty Welter; Yolanda Whalum; Koe Wilkes 
Thompson; Linda Wilson; Tammy Wilson; 
Jacqueline Wines-Williams; Brenda Winson; 
Stephanie Wood; Brenda Zavala Lopez; Kathleen 
Zebio 
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D. Quality Improvement and Reporting (e.g. HEDIS, CMS 416) 


Personnel Responsibilities 
Medical director, clinical quality 
Rutu Ezhuthachan, MD Provides reporting and analysis of member 


and provider care quality as well as for 
service quality levels and for the 
development of plans and programs to 
support continuous quality improvement 
using HEDIS and other tools, provides 
oversight of delegated entities providing 
services for plan products, provides 
leadership to and is accountable for the 
performance and direction through multiple 
layers of management and professional 
staff 
 
Works in cooperation with national quality 
departments as well as local staff and 
leadership, provides leadership to and is 
accountable for the performance of 
managers and professional staff, works in 
cooperation with the medical director and 
Executive Leadership team to confirms 
adequate reporting covering all levels of 
clinical and service quality are tracked, 
trended and reported 
 
Identifies key process improvement 
projects to champion to improve outcomes, 
services or processes 


Quality Improvement 
Anne Apgar; Dena Battles; Dawn Berry; Ashley 
Bio; Mayra Caro; Amy Chavez; Barbara 
Christiansen; Shanae Cole; Amy Corcoran; 
Wilhelmina Cruz; Violeta David; Sharon Dowdell; 
Rhoda Lynn Fajardo; Myra Frantti; Michelle Gray; 
Karen Hanson; Krystal Hicks; Kimberly Johnson; 
Megan Keepman; Barbara Keister; Kimberly 
Kowitz; Shantell Leonard; Cheri Levine; Citlalli 
Loya Perez; John Mcanally; Tandy Mcgee; Amy 
Mcteir; Richelle Natale; Leslie Odulio; Barbara 
Radke; Janine Sala; Thelma Seitz; Serena 
Siegfried; Neydis Vanegas; Amber Washington; 
Sherri Washington; Jennifer Zuckerman 


Oversees annual HEDIS data collection 
process for commercial, Medicaid and 
Medicare lines of business, analyzes final 
rates achieved during HEDIS data collection 
to develop work plan and activities 
throughout the year to improve rates, works 
with the director of clinical quality to help 
manage related parts of the NCQA 
accreditation process, confirms compliance 
with policies, procedures, state and federal 
regulations, manages staff on areas related 
to HEDIS. Researches, summarizes and 
implements all state and federal regulations 
as they pertain to clinical quality. Manages 
disease and complex case management 
services. Coordinates, supervises and is 
accountable for the daily activities of the 
RN team in the review of the care delivered 
by providers of health care within the HPN 
delivery system. Confirms the department 
operational systems meet state and federal 
production guidelines. Conducts tracking 
and trending; reports and audits for the 
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Personnel Responsibilities 
department; Maintains accountability and 
promotes growth and communication 
within the Quality Improvement team 
especially for the medical assistants who 
work for the affiliated medical group and 
health plan. Manages quality improvement 
initiatives and projects that focus on 
improving the health care and services for 
Medicare members, Confirms that 
multilevel strategies are in place for 
members and providers. 


E. Health Education 


Personnel Responsibilities 
Associate director 
Wendy Ronovech (supervisor) Directs all health education activities 
Supervisor 
Natalie Genovese (supervisor) Supervises health education activities and 


staff 
Health educators 
Kristen Bachhuber; Patricia Cooper; Elizabeth 
Corona; Denise Dominguez Kranz; Rebecca Eve; 
Angie Forbes; Shavone Freeman; Darshell Hearn; 
Carl Kosarick; Matt Mckinney; Deborah Nunes; 
Lacy Puttuck; Suzanne Rogers; Teresa Shepard; 
Jennifer Speer; Lola Stubbs; Tracy Truran; Julie 
Usdavin; Katherine Van Der Meer; Jennifer Wilken; 
Jacqueline Wilson 


Provides health education to members via 
live workshops, community events and 
one-on-one sessions for the purpose of 
providing increased awareness on living 
healthier lives and adopting better health 
management habits 


F. Data Coding 


Personnel Responsibilities 
Assistant vice president of operations 
Darren Mehling (Supervisor) Oversees and monitors the development 


and production activities within the 
Healthcare Informatics department. 
Prioritizes and distributes workload 
amongst team members accordingly. 
Designs and develops complex Data Mart 
processes and applications. 
Reviews architectural design for new 
processes and applications. 
Supervises and conducts quarterly 
coaching to team members. 
Maintains ongoing self-study program to 
enhance knowledge of SQL, PL/SQL, Oracle 
TOAD, Oracle Warehouse Builder, HTLM 
dB, MS Access and Business Objects. 
Documents development activities by 
following the development and IS change 
management guidelines. 
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Personnel Responsibilities 
Data management and health informatics team 
John Attea; James Brodersen; Halley Chan; Xi 
Chen; Li Ying Chu; Joseph Cole; John Davis; 
Joshua Evans; Jeff Golden; Willard Gonzaga; 
Adrian Gonzalez; Kevin Hare; Jennifer Jackson; 
Neelendra Korrapati; James Maliniemi; Ryan 
Myers; Jason Owen; Adam Patonai; Helen 
Prusakov; Ellen Sinclair; Scott Wicker; Tracy 
Yeung 


Oversees the Data Management team 
activities and supervise team members to 
confirm projects and activities are 
completed timely and accurately while 
following the Activity Life Cycle (ALC). 
Assists in data modeling, desktop 
application design and development, data 
analysis, data mining, Data Mart processes, 
and business intelligence while following 
the development life cycle. Plays an 
important role in the Architectural team and 
Healthcare Informatics Activity Review 
Committee (ARC). Leads major technical 
projects within the department. Completes 
projects and development activities timely 
and accurately while following the Activity 
Life Cycle (ALC). Major duties include 
identifying potential and actual trend 
opportunities in the data, designing and 
developing creative solutions to health care 
and financial questions, developing original 
reports based upon interpreted findings, 
working with end users to understand and 
implement new data reporting requirements 
and working alone or with a team, including 
external team members. Completes health 
care analysis and reports timely and 
accurately while following the Activity Life 
Cycle (ALC). Assists in interpretation and 
documentation of information and data to 
support several business units within the 
Managed Care Division. Responsible for 
supporting complex production reports. 
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G. Contract Negotiation Specialists/Network Recruiters 


Personnel Responsibilities 
Senior vice president 
Scott Cassano Organizes, coordinates and administers the 


network development, contracts and 
provider services program. 
Responsible for financial modeling 
analysis, contract development/negotiation 
and implementation, provider education 
and assistance to the health care providers 
relating to the policies and procedures. 
Plans, organizes, administers, coordinates 
and directs the credentialing, 
recredentialing and contracting processes 
of all health care providers. Confirms health 
care provider contracts remain compliant 
with all federal and state regulations, 
including but not limited to rules and 
regulations set forth by CMS and the NCQA. 
Provides direct supervision of management 
and supervisory staff responsible for major 
administrative divisions, programs and 
functions.  


Provider services, contracting and credentialing team 
Jean Advincula; Salena Mae Alcantara; Herbert 
Alquisada; Kelly Block; Mark Buckley; Brenda 
Camacho; Billie Candler; Scott Cassano; Eric 
Chapin; Josefino Cruz; Delia Daily; Jessica Davis; 
Frances Dela Cruz; Carol Eisenhart; Theresa 
Farina; Deanna Ford; Sarah Fox; Christina Galan; 
Kristie Garcia; Rocio Gaska; Christine Hall; 
Shannon Herrick; Tamilia Hicks; Cathy Hoff; 
Kimberly Horvath; Aaron Jackson; Jacy Jefferson; 
Kimberly Legg-Turner; Nicole Losoya; Joseph 
Ludlow; Pamela Maige; Stephanie Maldonado; 
Dina Pirrone; Tammy Potter; Kimberly Sarafin; 
Tricia Schares; Linda Smith; Melissa Tau'A; Betel 
Tesfaye; Teresa Thompson; Michelle Walker; 
Brenda Ward; Colice Warren; Aaron Winder; 
Colleen Wood; Lynn York 


Plans, directs, and manages the provider 
services functions for the network 
development and contracts/provider 
service departments for all lines of 
business. Provider network and provider 
services, out-of-network services, medical 
records; implementation and management 
of a comprehensive and cost effective 
contracted provider deliver system for the 
various product lines, coordinates 
GeoAccess reports, provider directories 
and appointment standards; negotiations of 
cost-effective contracts/amendments for all 
product lines. Facilitates timely and 
effective coordination and communication 
with all internal departments regarding 
provider contract or network changes. 
Establishes and maintains strong business 
relationships with members of the provider 
community. Coordinates provider 
education and assistance to the dental care 
providers; Assists with the continuity of the 
credentialing and contracting process, 
development of plans, predetermination, 
member concerns and quality assurance. 
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H. Encounter Data 


Personnel Responsibilities 
Senior vice president 
Scott Cassano  Organizes, coordinates and administers the 


network development, contracts and 
provider services program. 
Responsible for financial modeling 
analysis, contract development/negotiation 
and implementation, provider education 
and assistance to the health care providers 
relating to the policies and procedures. 
Plans, organizes, administers, coordinates 
and directs the credentialing, 
recredentialing and contracting processes 
of all health care providers. Confirms health 
care provider contracts remain compliant 
with all federal and state regulations, 
including but not limited to rules and 
regulations set forth by CMS and the NCQA. 
Provides direct supervision of management 
and supervisory staff responsible for major 
administrative divisions, programs and 
functions.  


Encounter data team 
Christine Hall Jean Advincula; Salena Mae 
Alcantara; Herbert Alquisada; Kelly Block; Mark 
Buckley; Brenda Camacho; Billie Candler; Eric 
Chapin; Josefino Cruz; Delia Daily; Jessica Davis; 
Frances Dela Cruz; Carol Eisenhart; Theresa 
Farina; Deanna Ford; Sarah Fox; Christina Galan; 
Kristie Garcia; Rocio Gaska; Christine Hall; 
Shannon Herrick; Tamilia Hicks; Cathy Hoff; 
Kimberly Horvath; Aaron Jackson; Jacy Jefferson; 
Kimberly Legg-Turner; Nicole Losoya; Joseph 
Ludlow; Pamela Maige; Stephanie Maldonado; 
Dina Pirrone; Tammy Potter; Kimberly Sarafin; 
Tricia Schares; Linda Smith; Melissa Tau'A; Betel 
Tesfaye; Teresa Thompson; Michelle Walker; 
Brenda Ward; Colice Warren; Aaron Winder; 
Colleen Wood; Lynn York 


Plans, directs, and manages the provider 
services functions for the network 
development and contracts/provider 
service departments for all lines of 
business. Provider network and provider 
services, out-of-network services, medical 
records; implementation and management 
of a comprehensive and cost effective 
contracted provider deliver system for the 
various product lines, coordinates 
GeoAccess reports, provider directories 
and appointment standards; negotiations of 
cost-effective contracts/amendments for all 
product lines. Facilitates timely and 
effective coordination and communication 
with all internal departments regarding 
provider contract or network changes. 
Establishes and maintains strong business 
relationships with members of the provider 
community. Coordinates provider 
education and assistance to the dental care 
providers; Assists with the continuity of the 
credentialing and contracting process, 
development of plans, predetermination, 
member concerns and quality assurance. 
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Personnel Responsibilities 
Assistant vice president of operations 
Darren Mehling (Supervisor) Oversees and monitors the development 


and production activities within the 
Healthcare Informatics department. 
Prioritizes and distributes workload 
amongst team members accordingly. 
Designs and develops complex data-mart 
processes and applications. 
Reviews architectural design for new 
processes and applications. 
Supervises and conducts quarterly 
coaching to team members. 
Maintains ongoing self-study program to 
enhance knowledge of SQL, PL/SQL, Oracle 
TOAD, Oracle Warehouse Builder, HTLM 
dB, MS Access and Business Objects. 
Documents development activities by 
following the development and IS change 
management guidelines. 
Oversees reconciliation between claims 
paid and encounters. 


Data encounter team - operations 
John Attea; James Brodersen; Halley Chan; Xi 
Chen; Li Ying Chu; Joseph Cole; John Davis; 
Joshua Evans; Jeff Golden; Willard Gonzaga; 
Adrian Gonzalez; Kevin Hare; Jennifer Jackson; 
Neelendra Korrapati; James Maliniemi; Ryan 
Myers; Jason Owen; Adam Patonai; Helen 
Prusakov; Ellen Sinclair; Scott Wicker; Tracy 
Yeung 


Assists in data modeling, desktop 
application design and development, data 
analysis, data mining, data-mart processes, 
and business intelligence while following 
the development life cycle. Plays an 
important role in the Architectural team and 
Healthcare Informatics Activity Review 
Committee (ARC). Performs business 
analysis for data coding and heath care 
data. 


I. Other staff as needed for project  


Medicaid Operations 
Personnel Title Responsibilities 


Kelly Simonson Medicaid 
administrator; CEO 
Nevada Community 
& State  


Overall compliance with all RFP 
requirements, implementation, pre-readiness 
review, cost; affordability initiatives 


Lisa Jolly Operations director Operations responsibilities, implementation 
and coordination of compliance initiatives 


Shawna DeRousse Associate director, 
compliance 


Contract compliance and initiating remedial 
actions 


Angela Bredenkamp Associate director, 
clinical quality 


Assures high standards of quality 
compliance and remedial actions 


Kristina Jones Senior Project 
Manager 


Responsible for all the oversight and 
completion of all projects for the Medicaid 
program 


Kim Gahagan Marketing and 
Outreach Manager 


Manages member outreach and marketing 
strategy, activities and programs 


Monce Espinoza Senior outreach 
specialist 


Conducts member outreach activities 
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Medical Directors 
Personnel Title Responsibilities 


Laurine Tibaldi, M.D. Chief medical 
director 


Provides leadership and direction to all 
medical directors, continuity of care and 
case management/UM clinical directors as it 
relates to the delivery of quality health care 
and medical practice, including but not 
limited to inpatient bed days, subacute care 
and coordination with other clinical 
subsidiaries. Oversees quality improvement 
and UM compliance to confirm all federal 
and State regulation accreditation standards 
are met.  


Carl Allen, M.D.  Medical director Oversees development of clinical practice 
standards and clinical policies and 
procedures. 
Confirms that clinical operations initiatives 
focus on clinical excellence and 
performance improvement. Oversees quality 
improvement and UM compliance to confirm 
all federal and State regulation accreditation 
standards are met. 
Performs UM review of medical necessity 
cases for pre-service, concurrent and post-
service review. 


Rutu Ezhuthachan, M.D. Medical director, vice 
president of health 
care quality and 
education 


Oversees development of clinical practice 
standards and clinical policies and 
procedures. 
Confirms that clinical operations initiatives 
focus on clinical excellence and 
performance improvement. Oversees quality 
improvement and UM compliance to confirm 
all federal and state regulation and 
accreditation standards are met.  
Performs UM review of medical necessity 
cases for pre-service, concurrent and post-
service review. 


Raul Mendez, M.D., 
Huy Ly, M.D., Lambert Wu, 
M.D. 


Medical director Oversees development of clinical practice 
standards and clinical policies and 
procedures. 
Confirms that clinical operations initiatives 
focus on clinical excellence and 
performance improvement. Oversees quality 
improvement and UM compliance to confirm 
all federal and state regulation and 
accreditation standards are met. 
Performs UM review of medical necessity 
cases for pre-service, concurrent and post-
service review.  
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Member Services Personnel Responsibilities 
Director 
David Stuczynski (Supervisor) Directs the efficient, ongoing operations of 


the Member Services Call Center by 
organizing effective work teams and 
establishing and monitoring performance 
metrics. Benchmarks performance and 
service levels against service indicators 
within and outside the industry. 
Develops policies and procedures to enable 
the call center to operate within all state, 
federal and other accrediting agency 
guidelines. 
Confirms the preparation, presentation and 
dissemination of all call center statistical 
reporting and analysis to internal customers, 
external agencies and the board of directors. 
Champions process improvements, 
develops and implements strategic 
initiatives for the call center to confirm 
continued quality improvement including 
accuracy, timely responsiveness and 
member satisfaction. 
Develops strong working partnerships with 
other groups in Sierra that contribute to 
operational success (business and financial 
results, service performance and member 
satisfaction) within the Call Center, such as 
Human Resources, Government Affairs, 
Enrollment and Group Services. 
Develops and manages the operating and 
capital budgets for all Call Center units. 


Member Services team (including bi-lingual call taking staff members) 
Shamika Abdelkader; Eric Achatz; Kevin 
Acheampong; Briana Alailima; Fermalene Alquino; 
Sergio Altamirano; Amber Ashley; Eliza Atkinson; 
Maria Barboza; Cristina Belarmino; Melany 
Benjamin; Shan'T'Lique Bethea; Alexzandria 
Blanche; Brittany Boggs; Pamela Boklage; 
Drusilla Boone; Tikia Bourke; Virginia Bowerman; 
Laticia Bowman; Latasha Boyd; Steven Boyd; 
Elaine Branch; Quainti Brown; Anna Bueno; Maria-
Elena Bunker; Veronica Bushell; Maria Cabrera; 
Markesha Calloway; Francisca Carreon; 
Shandralina Carriera; Roman Carter; Adriana 
Cesena; Carol Cheely; Ludmila Cobilas; Markitta 
Cofield; Belinda Coleman; Zachery Collier; Scott 
Coney; Michelle Contreras; Marlen Cruz; Rebecca 
Cruz; Lolita Cuison; Nekila Darnell; Anthony 
Davis; Joanna Davis; Joi Davis; Dino De Jesus; 
Bryan Delgado; Maria Demarti; Valerie Diamond; 
Melissa Dickerson; Amy Edwards; Araceli 
Eisenhauer; Pamela Elliott Black; Tracy Estes; 
Randy Fagaragan; Tanya Filo; Briana Finley; A'Jha 
Fleming; Alma Fobbs; Marisol Franco; Magdalena 


Inbound and outbound ACD call center 
environment. Consistently promotes and 
maintains high-level quality customer 
service to members, providers, brokers, etc. 
Proactively identifies solutions, workflow or 
processes for improved departmental 
performance. Answers incoming calls 
regarding benefits, claims, eligibility and 
other inquiries as it relates to health 
insurance and acts as Member Advocate.  
Exercises judgment, thoroughly reviews and 
investigates claim problems and routes 
appropriately for resolution. 
Interacts with other company operational 
areas for resolution of customer issues. 
Compose member letters within guidelines 
of plan and State regulations. 
Processes claim and claim reconsideration 
requests within department standards. 
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Member Services Personnel Responsibilities 
Gamez; Jazmin Garcia Juarez; Bertha Garcia; 
Mahogany Gaston; Robinette Geary; Mirjan 
Gomez; Sheri Gomez-Holmes; Yari Gonzalez; 
Sarah Goodballet; Dayra Gracia; Elmer Griffin; 
Kimberly Halperin; Antoinette Harris; Leslie 
Harris; Jasmin Hassen; Laura Helvitz; Arlena 
Heriford; Kazia Hightower; Ebony Hill; Brooke 
Hoebee; Sarah Hood-Adkinson; Gregory Hudgens; 
Carmenie Hughes; Demario Jackson; Janice 
Jackson; Marquella Jackson; Louise Jarboe; 
Evelyn Jederberg; Ana Jimenez; Marie Judie; 
Linda Kawabata; Oneida Lewis Baker; Anthony 
Lombardo; Sophia Lu; Carltoneisha Lyons; 
Eveline Magana; La Chaunda Marquez; Julie 
Marsh; Timesha Mccullah; Donnesha Mckinney; 
Cassie Mcshan; Patricia Mejia Ruiz; Gladys 
Mercado; Brandi Miller; Sabrena Mims; Crystal 
Miner; Patricia Mogg; Vincent Murphy; Melissa 
Najarro; Stephanie Nash; Maelika Osley; Vonise 
Palmer; Peter Parsons; Karmen Phelan-Brown; 
Shaandiin Philpot; Kimberly Piper; Christine 
Poniatowski; Ginger Propp; Rodolfo Quintanilla; 
Lateea Randle; Michael Ray; Wendy Ray; Leslie 
Redmond; Maiya Richmond; Patricia Rios-Lares; 
Exurepha Rodgers; Barbara Rodriguez; Janice 
Rohwer; Krissann Ross; Francisco Ruano; Linda 
Rutherford; Natalie Sanchez; Diamond Sarmiento; 
Anna Scheel; Lena Schell; Lonjay Shahid; William 
Shevchuk; Christine Slim; Hope Smith; Shannon 
Smith; Jamiyah Sparks; Gloria Springfield; Mark 
Stern; Kieta Swinson; Lakeisha Taylor; Tiffany 
Taylor; Jeramia Thomas; Tameika Thomas; Beth 
Tripp; Latasha Turner; Vanessa Valor; Terri Van 
Dusen; Norma Villarreal; Shannise Walker; Brian 
Washington; Cassandra White; Kimberly Williams; 
Sylvia Williams; Kimwona Wilmore; Weston 
Wright; Erica Young; Gricelda Zaldana 
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Enrollment Personnel Responsibilities 
Assistant vice president – group services 
Lori Yadav (supervisor) Enrollment and disenrollment; Directs team 


members and/or resources, while promoting 
positive team morale, improving team 
member performance, administering 
corporate and department policies and 
procedures, confirming corporate 
compliance.  
Periodically conduct supplemental audits on 
enrollment, eligibility, and reconciliations. 
Oversees preparation of weekly productivity 
reports. 
Assist in providing education and training 
within the team/department. Leads and 
assists with special projects. 


Group enrollment and eligibility team 
Ferchie Joyce Abad Santos; Clementine Allen-
Bell; Chakiqua Allen-Sears; Elizabeth Alvarado; 
Farrah Alvarez; Kavanna Arnold; Adrian Avelar; 
Tammy Ayat; Brianna Bailey; Anthony Banks; Erin 
Barker; Stuart Bronsdon; Michelle Brown; 
Deborah Burrows; Chanelle Campbell; Rhonda 
Campbell; Yvonne Carella; Robyn Carnaby; 
Melissa Carter; Marilyn Clay; Frances Cockrill; 
Dominique Cole; Jennifer Coleman; Amber 
Crawford; Jeanine Debourg; Karyn Dorion; Jane 
Fagaragan; Christina Fernandez; Cheryl Flinn; 
Laurie Fry; Shantel Gallegos; Nicole Garcia; 
Jasmine Gibson; Alisa Glock; Mary Goodlett; Tara 
Grant; Celeste Green; Tammy Griffin; Austin 
Grimes; Benjamin Henson; Dianne Higgins; Roy 
Hillpot; Brittany Jones; Joy Jordan; Michelle 
Joseph; Dusan Jovanovic; Lisa Justman; Heidi 
Kanellis; Susan Kelly; Linda Kerr; Sharisse Kerr; 
Sandra Klever; Mary Koker; Yana Kravchenko; 
Andrew Kreger; Ioanna Kromwell; Mary Kryah; 
Eric Kurth; Lucia Lakteen; Julie Lam; Terri 
Lambert; Aron Lanza; Bethany Laswell; Keya Lee; 
Suzanne Lelin; Austin Lewis; Leon Lewis; Lauren 
Lindsay; Kimberly Lundvall; Amber Martinez; Kim 
Masias; Jennie Mathew; Cathleen Mcbroom; Alvis 
Mcgee; Maricar Mendoza; Laura Merren; Vanessa 
Ogilvie; Jeffrey Oszakiewski; Amanda Pakvis; Kari 
Pectol; Shonda Pellegrini; Stefanie Peralta-Laroya; 
Maya Perey; Okhee Peters; William Ramer; 
Montrace Richards; Manika Riley-James; Marla 
Russell; Karen Sagisi; Kristine Schreiber; Elijah 
Shammas; Kathleen Sheer; Daniel Smedley; 
Sandra Soller; Barbara Stallone; Jeremy Strong; 
Joseph Suica; Michael Swift; Jeremy Taylor; 
Joshua Taylor; Rebecca Taylor; Dora Tellez; 
Nancy Thomas; Autumn Thornton; Jennifer 
Thurman; Sue Tischler; James Toledo; Cecilia 
Vargas; Hellena Walker; Michele Walkowski; Teri 


Supervises daily operations and coordinates 
the work activities and schedules to confirm 
compliance with company, State and Federal 
regulations. Confirms that department, 
company and regulatory policies and 
procedures are followed in a consistent and 
timely manner. Performs routing and varied 
daily enrollment transaction. Pro-active 
problem resolution for enrollment issues.  
Interaction with other company operational 
areas for resolution of enrollment issues. 
Compose member letters within guidelines 
of plan and state regulations. 
Processes enrollments within department 
standards; Conducts reviews and 
summarizes audit results. Performs weekly 
audits of select, new and existing staff for 
individual review. Designs, coordinates and 
implements training courses. Participates in 
system conversion training. Generates 
complex ad hoc reports using SQL queries 
and reporting tools to satisfy client requests. 
Studies and analyzes existing operations 
procedures. Technical consultant to IS 
clients, business systems analysts and 
other operational areas. Provides expertise 
in resolution of very complex SQL queries, 
understanding of the data structure of the 
corporate reporting database, and data 
extracts and/or reporting tools to assist 
other departments. 
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Enrollment Personnel Responsibilities 
Wheelock; Anita White; Liliana Woods; Norma 
Wyatt; Glenn Zieve; Karen Zodieru 
 
Pharmacy Services Personnel Responsibilities 
Pharmacy director 
Ryan Bitton (supervisor) Implements and oversees all pharmacy related 


programs and initiatives, including medication 
reconciliation 


Clinical pharmacy team 
Lori Austin; Britteny Barnes; Karen 
Broughton; Julie Eubanks; Shanti Gangadean; 
Emily Loaiza; Kacey Mays; Chanyis Mcintyre; 
Cindy Miranda; Heather Ramsey; Tonia Reigle; 
Cecelia Sandoval; Jennifer Squires; Jimmy 
Tran; Terrell Walker; Jennifer Wirick 


Provides departmental guidance on the policies 
and procedures of the Pharmacy Services 
department to confirm safe, cost-effective 
prescribing of drug therapy in accordance with 
applicable Prescription Benefit Riders Works in 
collaboration with management, staff, providers 
in coordinating new and continuing education, 
training and retraining in new procedures and 
technology; develops and maintains audits and 
reports for scheduled and ad hoc audits and 
reports; assists in identifying training 
deficiencies and participates in improvement 
processes; assists in developing, initiating, 
monitoring and reporting results of new or 
ongoing departmental initiatives and quality 
assurance/quality improvement or other 
projects. Oversees and implements pharmacy 
programs that support the Medical Management 
department in achieving business and financial 
goals. Collaborates with all stakeholders in 
Identifying innovative opportunities to support 
safe transitions of care for our members. 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.  


Please refer to Attachment 4.1.12.7 - Certificate of Authority.  


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


Bilingual Staff Job Title/Area Assigned Languages Spoken 
Farah J. Alas Employer install 


specialist/Group Services 
English/Spanish 


Robert I. Alba IT/applications development English/Spanish 
Sergio Altamirano Member Services English/Spanish 
Marilyn Alvarez Senior care advocate/ 


Behavioral Health 
English/Spanish 


Nicola Beach Appeals & Grievances English/French/Spanish 
Lupita Borboa Sales & Account 


Management 
English/Spanish 


Shilpa Chandravanshi IT/Applications Development English/Hindi 
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Bilingual Staff Job Title/Area Assigned Languages Spoken 
Angela Coello Clinical administrative 


coordinator/ Behavioral 
Health 


English/Spanish 


Maria Christina Cordova Senior clinical administrative 
coordinator 


English/Spanish 


Wilhelmina Matic Cruz Clinical quality 
analyst/Quality Improvement 


English/Tagalog (Philippines) 


Lolita L. Cuison Member Services English/Tagalog 
(Philippines)/Korean 


Ameila A. Datu Senior case manager, RN English/Tagalog 
(Philippines)/Spanish 


Jose Ramon Renan Del 
Carmen 


IT/systems analyst English/Tagalog (Philippines) 


Dana M. Dingee IT/Applications Development English/Spanish 
Judy Dunning Senior care advocate/ 


Behavioral Health 
English/Spanish 


Remedios Esguerera IT/Applications Development English/Tagalog 
(Philippines)/Spanish 


Gertrude A. Fajardo Finance English/Tagalog (Philippines) 
Marie Joyce Fortune-Pope Appeals & Grievances English/Kiswahili/French/Portugue


se 
Samantha Ann Fox Associate director of 


underwriting 
English/Spanish 


Kimberly L. Gee IT/database consultant English/Chinese (Mandarin) 
Erlinda F. Gorostiza Finance English/Tagalog 


(Philippines)/Spanish 
Ana P. Grijalva Field account manager English/Spanish 
Edith Guivara Clinical administrative 


coordinator/Behavioral 
Health 


English/Spanish 


Maggie Guivara-Fayad Senior care advocate/ 
Behavioral Health 


English/Spanish 


Jetmir Hysi IT/Applications Development English/Italian/French 
Kenji Kita IT/Database Management English/Japanese 
Lorna G. Kumabe Finance English/German/Tagalog 


(Philippines)/French/Spanish 
Linda (Yi-Ling) Kuo-Rice Senior care advocate/ 


Behavioral Health 
English/Chinese 


Gerald B. Ludlow Senior IT systems analyst English/Spanish 
Nancy C. Macias Sales & Account 


Management 
English/Spanish 


Braden R. McLellan Sales & Account 
Management 


English/French 


Raul D. Mendez Medical director/Medical 
Management 


English/Tagalog (Philippines) 
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Bilingual Staff Job Title/Area Assigned Languages Spoken 
Jennifer Meyer IT/Web Development English/Spanish 
Tess Oakley Behavioral Health Reporting 


and Analysis 
English/French 


Moises Oliveira, Jr.  IT/Operating Systems English/Japanese/Portuguese/Span
ish 


Ulysses Beltran 
Panganiban 


IT/Technical Support English/Tagalog (Philippines) 


Ronniel Barrozo Perez IT/Technical Support English/Tagalog (Philippines) 
Helen Prusakov IT/Data Analytics English/Russian/Spanish 
Monica A. Ramirez Sales Operations Analyst English/Spanish 
David A. Reed Business Development 


Analysis 
English/Spanish 


Timothy D. Richards Senior IT operating system 
consultant 


English/Spanish 


Karla Rodriguez Clinical administrative 
coordinator/ Behavioral 
Health 


English/Spanish 


Maria San Jose Clinical administrative 
coordinator/ Behavioral 
Health 


English/Tagalog 


Sonia Serrano Senior claims 
analyst/Behavioral Health 


English/Spanish 


Indu Sharma IT/Applications Development English/Hindi 
Eric A. Sheer IT/Applications Development English/Spanish 
Robert W. Straczek IT/systems analyst English/Polish 
Lola P. Stubbs Health Education and 


Wellness 
English/Spanish 


Wen-Wen Grace Su Finance English/Chinese (Mandarin) 
Jospeh Suica IT/systems analyst English/Japanese 
Rebeca Sultan Senior care advocate/ 


Behavioral Health 
English/Spanish 


Sonia M. Torres Member Services English/Spanish 
Robert Frank Townsend IT/Technical Support English/Spanish 
Vanessa M. Valor Member Services English/Italian/French/Spanish 
Katherine K. Van Der Meer Member Services English/Spanish 
Helen Vande Hei Actuarial Services English/Arabic/French 
Melissa A. Williams  Marketing/associate graphic 


designer 
English/Spanish 


Sierra Williams-Boyd EAP account coordinator/ 
Behavioral Health 


English/Spanish 


Tracy W. Yeung IT/Data Analytics English/Chinese (Cantonese and 
Mandarin) 
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4.1.12.9 List any organizations to which the organization belongs. 


We have a large presence in the communities in which we serve and currently employ more 
than 1,000 Nevada residents. A local team is vital to understanding Nevada’s population, their 
health disparities and the issues that directly affect them. HPN and our parent organization, 
UnitedHealth Group take great pride in our corporate citizenship. We support Nevada 
communities through significant human and financial support and resources to address 
important health care, quality of life and educational issues of Nevadans. 


INVOLVEMENT WITH COMMUNITY ORGANIZATIONS 
UnitedHealthcare has a long and rich history of providing Nevada’s most vulnerable 
communities with the tools and resources they need to live healthier lives. Our extensive 
involvement in underserved communities allows us to interact with our members, gain a better 
understanding of the challenges our members face and develop an awareness and insight into 
the lives, struggles and unique needs of Nevada’s most vulnerable populations. Being in-touch 
with our members allows us to develop programs that are effective in enhancing the lives and 
well-being of our members. We invest time, talent and money into our community 
organizations. Our Nevada management team has 23 leaders serving on the boards of 30 
Nevada charities. 


Charitable Organization HPN Board Member 
Acelero Head Start  Dr. Rutu Ezhuthachan, Medical Director/HPN 
ALS of Nevada Mark Libman, Director, Business Development 
American Heart Association Dr. George Scleparis, Chief of 


Cardiology/Optum 
American Red Cross Michael Coleman, Regional VP, Optum Health 
Baby’s Bounty Dr. Rutu Ezhuthachan, Medical Director/HPN 
Better Business Bureau Joy Alexander, Director, Marketing 
CCSD School-Community Partnership Program  Trevor Hayes, UnitedHealthcare Corporate 


Communications 
Council for a Better Nevada  Donald Giancursio, CEO, UnitedHealthcare 
Clark County Association of Health 
Underwriters 


Carolyn Murray, Account Manager, Small 
Business Unit 


Clark County Credit Union Audit Committee Michael Schramm, Director, Finance 
Early Childhood Comprehensive Systems 
Workgroup (Chair only) 


Dr. Rutu Ezhuthachan, Medical Director/HPN 


Easter Seals Southern Nevada  Geri Martin, VP, Business Development  
Goodwill of Southern Nevada  Susan Vogel, CFO, UnitedHealthcare 
HealtHIE  Robert Schaich, SVP, Information Systems & 


CIO 
HealthInsight  Robert Schaich, SVP, Information Systems & 


CIO 
HELP of Southern Nevada  Kyle Clingo, VP, Operations 
Journey Education  Scott Cassano, VP, Provider Relations 
Las Vegas Area Council/Boy Scouts Darren Mehling, AVP, Operations 
Las Vegas Global Economic Alliance Markets Donald Giancursio, CEO, UnitedHealthcare 
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Charitable Organization HPN Board Member 
Leukemia & Lymphoma Society Informatics Donni Sims-Weaver, Supervisor, Clinical 
Leukemia & Lymphoma Society Dr. Tania Miedico, SMA Provider 
Nevada Life & Health Insurance Guarantee 
Association 


Kyle Clingo, Senior VP, Operations 


Ronald McDonald House Dr. Linda Johnson, MDOptum 
Straight from the Streets Michelle Campbell, Associate Compliance 


Analyst and Glen Stevens, Legal, Senior 
Attorney 


Southern Nevada Immunization & Health 
Coalition 


Dr. Rutu Ezhuthachan, Medical Director/HPN 


Spread the Word Nevada (Advisory Board) Erin Russell, VP, State Government Affairs 
The Adoption Exchange  Dr. Laurine Tibaldi, Chief Medical Director, HPN 
The Public Education Foundation  Dr. Rutu Ezhuthachan, Medical Director/HPN 
The Rape Crisis Center Rhonda Check, Director, Small Business Sales 


and Account Manager 
UNLV Advisory Board for College of Nursing Dana Zuckerman, VP Clinical Operations/Optum 


Giving Back to Nevada Communities 
In addition to sitting on the boards of our community organizations, our staff and employees 
donate their time and money. In the last two years, we donated more than $365,000 through 
our business and corporate giving and in 2016 year-to-date more than $197,000 through our 
employee giving campaign to nearly 80 Nevada charities.  


A few of our financial contributions include: 


 HELP of Southern Nevada: We provided HELP with a $20,000 grant to support the 
organization’s efforts to help Nevada families in transition. As a result, they were able 
to place 30 members into homes.  


 Catholic Charities: We invested $30,000 to Catholic Charities to provide members with 
housing, shelter, food and clothing.  


 Northern Nevada FQHCs: We donated $7,500 to Northern Nevada HOPES and 
Community Health Alliance to sponsor an exam room and participate in a fundraising 
event. 


 UNLV School of Medicine: Our parent organization, UnitedHealthcare provided a 
$3,000,000 grant to fund community clinics where medical students will receive 
primary care training.  


In addition to financial contributions, below are just a few of the ways in which we interact 
with community-based organizations. 


Las Vegas Eye Docs 
Las Vegas Eye Docs believes strongly in giving back to the community and caring for the eyes 
of all those in need. We invite Las Vegas Eye Docs to events, mobile clinic locations and 
presentations to partner with us to provide vision screenings at no cost to the community and 
regardless of insurance status. Las Vegas Eye Docs can also arrange for members to receive 
low-cost glasses, if required.  
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IronKids 
Annually, we sponsor 200 children to participate 
in the Iron Kids one-mile fun-run event to 
encourage children to be active. Our company 
mascot, Dr. Heath E Hound leads the children 
in fun warm-up exercises and activities. 
Children can walk, run or ride their bikes for the 
event. Every child receives a metal for 
participating in the event.  


UnitedHealthcare Children’s Foundation Books 
We provide worthy community organization with 
children’s books to promote reading. The 32-
page book, geared toward children ages 3-8, delivers a fun story and engaging images that 


enable readers to imagine how they might 
become a hero like the characters. The 
heartwarming story also teaches subtle lessons 
about the power of friendship, resiliency and 
imagination. 


Nevada Baby Bash  
We sponsored the Baby Bash event during 
National Infant Immunization Week. During 
the event, we provided 100 children and 26 
adults with 242 vaccines. We also donated 50 
reusable forehead thermometers and the event 
also provided families in need with over 2,000 
diapers, 450 infant outfits, 30 car seats, over 500 


educational toys, five strollers, 20 first-aid kits and hundreds of other care items.  


Immunize Nevada 
Immunize Nevada is a diverse coalition of individual, business and organization partners 
committed to improving and protecting the health of children, teens, adults and seniors in 
Nevada. What began in 1995 in northern Nevada as a group of citizens concerned about 
Nevada’s immunization rates being the lowest in the country is now a statewide 501(c)3 
nonprofit working together to promote health and prevent disease. 


Immunize Nevada is a key partner of HPN. We donate $1,000 to their flu campaign and 
$1,000 to their back-to-school campaign annually  to help them take immunizations into the 
community.  


The organizations in the following table are ones to which we have either donated money or 
have organized volunteer activities. 


Philanthropic Contributions 
Adam’s Place ALS of Nevada  Alzheimer's Association - 


Desert Southwest Chapter 
American Cancer Society American Heart Association American Lung Association 


Figure 55. Senator Michael Roberson provides a metal to 
young child for participating in the 1-mile Fun Run event in 
Henderson, NV, October 2015. 


 


         
        


      


Figure 56. Hillary Schieve, mayor of Reno and Garyn 
Ramos, our president of BHO at a UnitedHealthcare 
Children’s Foundation book event in Reno. 
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Philanthropic Contributions 
Anti-Defamation League Baby's Bounty Better Business Bureau of 


Southern Nevada 
Bishop Gorman High School Board of Regents Boys & Girls Clubs of Truckee 


Meadows 
Boys & Girls Clubs of 
Southern Nevada 


Candlelighters Childhood 
Cancer Foundation of Nevada 


Catholic Charities of Southern 
Nevada 


Chefs for Kids, Inc. Clark County Nevada (SBI) Create a Change Now 
Crohn's & Colitis Foundation 
Las Vegas 


Cultural Diversity Foundation DJs for PJs 


Desert Research Institute 
Foundation 


Down Syndrome of Southern 
Nevada 


Easter Seals Nevada 


Family Promise of Las Vegas Family to Family Connection Fitness Challenge Foundation 
dba Ride 2 Recovery 


Friends of Las Vegas 
Metropolitan Police 
Foundation 


Girls Scout of Southern 
Nevada 


Goodie Two Shoes Foundation 


Goodwill of Southern Nevada Habitat for Humanity HELP of Southern Nevada 
Huntridge Teen Clinic Immunize Nevada Junior Achievement 
Komen Southern Nevada Race 
for the Cure 


Las Vegas Area Council, Boy 
Scouts of America 


Las Vegas HEALS 
 


Las Vegas Metro Chamber of 
Commerce 


Las Vegas Rescue Mission Las Vegas Urban League 


Latin Chamber of Commerce 
Nevada, Inc. 


Leukemia & Lymphoma 
Society 


Make-A-Wish Southern Nevada 


March of Dimes - Nevada 
Chapter 


National Multiple Sclerosis 
Society 


National Silver Haired 
Congress 


Nevada Blind Children's 
Foundation 


Nevada Partnership for 
Inclusive Education (NVPIE) 


Nevada Public Radio 


Public Education Foundation Saint Therese Center HIV 
Outreach 


School-Community 
Partnership Program 


Senoras of Excellence Senores 
of Distinction 


Shriners Hospitals for Children 
Open 


Solutions Recovery 
Foundation 


Southern Nevada Public 
Television 


Special Olympics Nevada Spread the Word Nevada 


St. Rose Dominican Health 
Foundation 


Straight from the Streets The Adoption Exchange, Inc. 


The Salvation Army The Shade Tree The Rape Crisis Center 
Three Square Trauma Intervention Program 


of Southern Nevada, Inc. 
Twin Lakes Elementary School 


United Blood Services United Way of Southern 
Nevada 


UnitedHealthcare Children's 
Foundation 


University of Utah Alumni 
Association 


Veterans of Foreign Wars, Post 
10047 


Walker Furniture 


YMCA of Southern Nevada   
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Figure 57. UnitedHealthcare volunteers at Three Square. 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 


Provider Category % Participation 


Financial Participation 
Only 


Financial Participation 
and Provide Data into the 


HIE 


Physician 1.21 percent 19.02 percent 
Acute Care Hospital 4.55 percent 68.18 percent 
Other Inpatient Facility (e.g. Rehabilitation, Long-
Term Acute Care, Skilled Nursing Facility, etc.) 


0 percent 17.86 percent 


Laboratory 0 percent 100 percent 
Radiology 1 percent 44.44 percent 
All Other 0 percent 7.34 percent 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange? Please describe. 


We are supporting DHCFP in its efforts to further provider participation in the use of health 
information exchanges in Nevada including ADT, immunizations and quality data exchanges. 


 During the credentialing process, we identify providers not using health information 
technology (HIT) (including electronic health records [EHR], e-portal and e-
prescribing technology)and provide HIT education and refer providers to the 
appropriate tools and resources. 
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 Our providers are encouraged by way of their contracts to participate in electronic data 
interfaces including, but not limited to HealtHIE Nevada, electronic eligibility, and 
electronic claims interface. Going forward, our value-based contracts will include clear 
financial incentives for providers to participate with and use HealtHIE Nevada. 


As a founding member of HealtHIE Nevada, we have encouraged all providers in the Nevada 
health care community since 2011 to participate in the health information exchange and we 
are proud of the extensive hospital participation levels that HealtHIE Nevada has been able to 
achieve, thanks in large part to the encouragement we provided to our network providers.  


We are also proud that the largest participating physician group in HealtHIE Nevada (SMA) 
is an exclusive participant in our provider network. In addition, we subsidize physicians that 
are part of the Optum Independent Practice Association (IPA) to participate in HealtHIE 
Nevada due to their participation in our provider network. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


As a health care payer and care manager, our participation in HealtHIE Nevada is multi-
faceted: 


 As a health care payer, we provide a roster of member eligibility and insurance 
coverage data to HealtHIE Nevada to assist participating providers in identifying the 
correct payment responsibility for their patients, streamlining the operational expenses 
of managing payment accountability. 


 Based upon the provision of our eligibility data, HealtHIE Nevada is also able to 
provide us with a daily feed of the admission, discharge and transfer (ADT) notices 
from participating hospitals for their patients who are our covered members. This data 
enables timely notification of hospital admissions for our Medicaid members so our 
inpatient concurrent review nurses can immediately engage in coordinating the 
patient’s care and discharge planning. This enables us to manage all our assigned 
Medicaid members from the moment they are admitted and verify the care they receive 
is appropriate and efficient. 


 As a contractor for the Nevada Managed Medicaid Program, we provide HealtHIE 
Nevada with the automatic consent information for the Medicaid members under our 
care, per the Nevada State law mandate that Medicaid recipients cannot opt-out of 
having their health care information shared on the health information exchange. This 
safeguards that the health information on our Medicaid assigned members will be 
available to all providers participating in the HIE. This access in turn helps eliminate 
unnecessary or duplicative diagnostic testing and better informs care providers of the 
whole-person needs for our assigned Medicaid members. 


As a manager and coordinator of care for our members across the spectrum of physical, 
behavioral and social services, our care management and case management nurses all have 
access to HealtHIE Nevada and its communitywide virtual health record. With this access, our 
care and case management nurses are aware of all the issues and services affecting the 
member they are supporting. This helps us avoid requesting duplicative tests and procedures, 
saving plan costs while providing the most appropriate care for the physical, behavioral and 
social needs of the member. 
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4.2 Subcontractor Information 
4.2.1  
Does this proposal include the use of subcontractors? 


Yes X No  


If “Yes”, vendor must: 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each proposed 
subcontractor will perform services. 


Human Behavior Institute (HBI) is the only subcontractor that HPN is engaging to provide 
services under the contract. HBI is a full-service behavioral health organization 
headquartered in Las Vegas. HBI provides UM functions for mental health and substance 
abuse services. All other services will be provided by HPN and its affiliates. 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


A. Describe the relevant contract arrangements; 


Human Behavior Institute has a full risk-capitated provider arrangement to provide mental 
health and substances abuse services directly through their clinic or arrange for services to be 
provided through a health plan contracted provider. HBI is delegated to provide UM services 
for services provided outside their clinic. The delegation agreement is for approval of services 
only; denials are issued through our behavioral health department. 


B. Describe how the work of any subcontractor(s) will be supervised, channels of communication will be 
maintained and compliance with contract terms assured; and 


Health Plan of Nevada oversees all network subcontracts and is accountable for any 
responsibilities we delegate to subcontracted providers and will continue to do so with the new 
contract.  


OVERSIGHT OF HUMAN BEHAVIOR INSTITUTE 
Our behavioral health department has maintains an extensive oversight program for HBI. We 
confirm all elements of the contract and delegation agreement are met. This includes, but is 
not limited to, day-to-day communication, audits, monthly review of reports, and statistical 
interdisciplinary meeting and committee attendance. 


Currently, we evaluate HBI through the following mechanisms and evaluations: 


Audit and Evaluations 
 Quarterly file audit review 
• Focus is on file content, information and treatment plans 
 Monthly Secret Shopper audit 


• Focus is on customer service and meeting accessibility standards 
 Annual Delegation Agreement audit completed by our behavioral health medical 


director 
• Focus to review all aspects of delegation agreement to include utilization and case 


management 
 Monthly sanction and debarment checks 
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To confirm professionals are in good standings with licenses: 


 Annual Capitated Provider Site Review 
• Very extensive on-site review with all operations and clinical aspects of HBI. All 


policies, procedures and services are reviewed by the HPN Behavioral Health team, 
to include: 
– Administrative 
– Appointments 
– Available Services 
– Billing/Claims/Reports 
– Clinical Staff 
– Confidentiality 
– Crisis Services 
– Customer Service 


– Desk Audit 
– Discharge Review 
– File Audit 
– Medical Records Review 
– Personnel Files 
– Quality Assurance 
– Safety 


 Annual Inter Rater Reliability (IRR) Audits 
 Annual review of HBI’s Business Continuity/Disaster Recovery Plan 
 Annual review (attestation) of all HBI staff receiving specific training 


• Code of Conduct Training 
• Fraud, Waste and Abuse Training 
• Confidentiality Training, including HIPAA  


REPORTS AND STATISTICAL REPORT REVIEW 
 Behavioral health discharges, including mental health and chemical dependency 


inpatient discharges and average length of stay 
 Timeliness of UM decision making 
 Effectiveness of delivery of follow-up after mental health and chemical dependency 


hospitalization care 
 Behavioral health inpatient readmission rates 
 Behavioral health, including mental health and chemical dependency bed days per 


thousand  
 Monthly and Quarterly Key Quality Indicator Reporting 
 Rapid Response Timeliness 
 Number of UM cases handled by type (pre-service, urgent concurrent or post-service) 


and by service (inpatient or outpatient) 
 Outpatient mental health and chemical dependency utilization including visits per 


thousand and average visits per member per episode and penetration percentages  
 Annual review of HBI’s Quality Improvement Program Description and UM Program 


Description 
 Review and approval of the entity’s Standard Operating Procedures related to 


behavioral health members  
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MEETINGS AND COMMITTEES 
 Monthly Joint Operating Committee meetings 
 Bimonthly Fiscal Protection Meeting – Claims and Encounter reviews to confirm 


accurate reconciliation of capitation payments 
 Bimonthly Capitation Reconciliation meetings to review 
 Large Case Management Committee 


C. Describe your previous experience with subcontractor(s). 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 


  







 


Section 4: 
Company Background and References 


 


Part IB - Technical Proposal State of Nevada Purchasing Division 


RFP #3260  Page 237 of 248 
 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 


 


 


 


 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A. Selecting and qualifying appropriate subcontractors for the project/contract; 


Our oversight begins before a subcontractor is selected. We select only subcontractors who 
support us in improving the effectiveness and efficiency of the delivery of health services and 
have a strong reputation for customer service and administrative excellence. We use a 
comprehensive process for selection of vendors, including reference and background checks. 
In accordance with HIPAA, we enter into business associate agreements with all 
subcontracted partners to confirm compliance with privacy and security regulations.  


Upon selection of a vendor, we establish a standardized vendor management process, which 
includes methods for reporting and measuring performance as agreed upon with the vendor. 
In addition, if the vendor will handle member data or have direct connectivity to our systems, 
we complete a thorough data security assessment and confirm full integration of these vendors 
with our own internal systems and processes.  


Our selection process also includes a due-diligence review of the candidate’s past performance 
and experience, financial strength, innovation and the ability to meet our security standards. 
When selecting new subcontractors, our operations team evaluates each vendor in three 
categories—quality, accessibility and cost. Following our evaluation process, we select a 
subcontractor and establish an agreement to govern the operating relationship.  


This agreement includes confirming receipt of all required data including encounter data, 
confirming utilization of health care services are at an appropriate level, confirming delivery 
of administrative and health care services at an acceptable or higher level of care that meets 
all standards and confirms adherence to required grievance policies and procedures. 


B. Ensuring subcontractor compliance with the overall performance objectives for the project; 


We conduct self-monitoring of compliance with laws, policies and contractual obligations. 
Self-monitoring activities allow our compliance staff to assess programs and processes, 
evaluate process data and suggest internal process and systemic improvements. Our 
monitoring process is conducted by compliance staff, aided by on-site counsel and national 
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compliance functional areas, initiates audits and other reviews for subcontractor awareness of 
and adherence with laws, policies and regulatory obligations.  


We have created an internal audit tool, based upon the more than 250 standards included in 
the State Operational and Financial Review (OFR) process. Our internal audit process 
monitors about 250 standards each year. The results from these monitoring programs are 
included in our quarterly integrity and compliance reports and presented at the Compliance 
Committee. These audits and other reviews detect non-compliance and inadequacies, allowing 
for additional evaluation and critique, which, in turn, leads to self-correction and process 
improvement. 


C. Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 


We build partnerships with our subcontractors to maximize health care benefits through 
collaboration and development of innovative, transparent and cost-effective programs. Our 
subcontractors work with us to evaluate health care delivery and outcomes; confirm standards 
are met to promote uniformity and cost-effective service; understand the importance of 
program oversight and monitoring to identify and eliminate fraud, waste and abuse; and 
confirm service excellence in accordance with contractual requirements.  


Should HPN choose another subcontractor, members of our executive team will work together 
to oversee the contractual requirements outlined in subcontractor agreements, such as 
policies, procedures, deliverables, organization and performance metrics. Together, this group 
will confirm all contractual and regulatory requirements meet or exceed expectations.  


We will develop thorough operating agreements and enforces those agreements, up to and 
including subcontract terminations. In accordance with the operating agreement, delegated 
Executive team members monitor and manage subcontractor performance through the 
mechanisms described later in this section. These mechanisms facilitate subcontractor 
oversight and allow us to evaluate performance, especially with respect to contractual 
requirements. 


OPERATING AGREEMENTS 
We rely on the operating agreement, which incorporates a description of required functions 
and service levels, the process by which HPN assesses performance, the recourse if service 
standards or expectations are not met (including revocation of delegation or imposing other 
sanctions if the subcontractor’s performance is inadequate) and the authority of our 
Executive team to drive change. This agreement is put in place with the consent of HPN, the 
subcontractor and DHCFP. 


CHIEF EXECUTIVE OFFICER AUTHORITY 
In certain cases, our operating agreements include sign-off authority to approve or deny 
proposed changes in a subcontractor’s policies. If a partner wishes to change a policy, 
technology or other key elements of services for our members, this must include explicit 
approval from HPN and an agreement that we understand the impacts for our members. 


STATISTICS AND REPORTS 
We require all subcontractors to submit monthly or quarterly reports and statistics to HPN to 
illustrate their effectiveness. Key indicators used to monitor our subcontractors include 
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provider service levels, call center statistics, claims timeliness and claims accuracy statistics. 
Subcontractors may also discuss at the health plan Compliance Oversight Committee as 
needed to review for any issues that are identified. The committee can provide feedback and 
recommendations and escalate issues as needed to senior leadership.  


AUDITING 
In addition to ongoing oversight and reporting, we also perform periodic reviews of our 
subcontractors to verify the vendors are meeting the requirements of their agreement with 
HPN. We report audit results in our compliance or operations committee meetings, which 
include our leadership team. 


FRAUD 
Through internal reviews, we review the operations of our subcontractors and identify areas 
for improvement. The compliance officer collaborates with internal business segment leads to 
conduct contractual monitoring and assess reporting criteria. Based upon findings and 
evaluation, these work teams recommend practice modifications and implement process 
improvements. Our Compliance Committee reviews contractual compliance reporting results 
along with recommended plans of action to correct deficiencies as discovered. If an issue is 
identified, we will provide details on performance issues that appear to be non-compliant with 
our operating agreements with our respective subcontractors or each State’s contract.  


Results 
The structure and rigorous processes instituted and described above have improved 
subcontractor performance and member and provider services. HPN uses these overall 
monitoring approaches and mechanisms to identify and prioritize areas for improvement; set 
quantifiable goals and metrics; and drive improved performance through setting clear 
expectations, communicating, collaborating and monitoring indicators diligently. By creating 
a systemic approach to continuously evaluate and improve our operations with our 
subcontractors, we have a process that promotes ongoing identification and remediation of 
operational challenges. 


D. Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the 
State. Proposal should include a plan by which, at the State’s request, the State will be notified of such 
payments. 


Health Plan of Nevada pays HBI through our capitation process. We use our Facets system to 
produce the capitation check paid to them. Upon request from the State, we can produce a 
canceled check as proof of payment and notify the State of such payments. 


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information 


Please refer to Attachment 4.2.1.4.A - Vendor Information for HBI. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


Our subcontractor, HBI, per the instructions in Section 4.3, has requested the identified 
business references to send the business reference form directly to the State. 
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4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


Before the commencement of any work, HPN confirms all insurance required of the 
subcontractor is provided by making it a provision in our contracts with all subcontractors. 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 4.2, 
Subcontractor Information. The vendor must receive agency approval prior to subcontractor 
commencing work 


We will notify the using agency of the intended use of any subcontractors not identified in our 
original proposal and will provide the information originally requested in the RFP in Section 
4.2, Subcontractor Information. 
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4.3 Business References 
4.3.1  
Vendors should provide a minimum of three (3) business references from similar projects performed for 
private, state and/or large local government clients within the last three (3) years. 


Health Plan of Nevada has provided four business references from similar projects performed 
for private and public clients within the last three years. 


4.3.2  
Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.  


Reference #: 1 
Company Name: Health Plan of Nevada, Inc. 
Identify role company will have for this RFP project 
(Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Wynn Resorts 
Primary Contact Information 
Name: Kathy Olson 
Street Address: 3720 Howard Hughes Pkwy #170 
City, State, Zip: Las Vegas, NV 89169 
Phone, including area code: 702-733-4756 
Facsimile, including area code: 702-737-5913 
Email address: Kathy.olson@wynnresorts.com 
Alternate Contact Information 
Name: Lori Bock 
Street Address: 3131 Las Vegas Blvd. South 
City, State, Zip: Las Vegas, NV 89109 
Phone, including area code: 702-770-4755 
Facsimile, including area code: 702-737-5913 
Email address: Loreen.bock@wynnlasvegas.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Contract renewal negotiations for HPN and SHL 
medical, and UnitedHealthcare dental plans 
effective 1/01/16 


Original Project/Contract Start Date: January 1, 2012 
Original Project/Contract End Date: Continuous with annual renewals on January 1 
Original Project/Contract Value: $29,000,000 
Final Project/Contract Date: 1/01/16 
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Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/cost proposal, and if not, why 
not? 


N/A – fully insured renewal analysis and rate 
negotiations for new contract period 


 


Reference #: 2 
Company Name: Health Plan of Nevada, Inc. 
Identify role company will have for this RFP project 
(Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Clark County Association of School Administrators and Professional-


Technical Employees (CCASAPE) 
Primary Contact Information 
Name: Steve Augspurger 
Street Address: 4055 Spencer Street, Suite 230 
City, State, Zip: Las Vegas, NV 89119 
Phone, including area code: 702-796-9602 
Facsimile, including area code: 702-447-6886 
Email address: stephen.augspurger@ccasa.net  
Alternate Contact Information 
Name: Nick Venturini 
Street Address: 4055 Spencer Street, Suite 230 
City, State, Zip: Las Vegas, NV 89119 
Phone, including area code: 702-796-9602 
Facsimile, including area code: 702-447-6886 
Email address: nick.venturini@ccasa.net 
Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Contract renewal negotiations and 
implementation of new HMO/PPO benefit plan 
changes effective 07/01/16.  


Original Project/Contract Start Date: Original contract date 09/01/2001.  
Original Project/Contract End Date: Continuous with annual renewals on July 1.  
Original Project/Contract Value: $16,000,000 
Final Project/Contract Date: 07/01/2016 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/cost proposal, and if not, why 
not? 


N/A – Fully Insured renewal analysis and rate 
negotiations for new contract period.  
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Reference #: 3 
Company Name: Health Plan of Nevada, Inc. 
Identify role company will have for this RFP project 
(Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Las Vegas Police Protective Association Civilian Employees (LVPPACE) 
Primary Contact Information 
Name: Melissa Johanning 
Street Address: 9330 Lake Mead Blvd., Suite 100 
City, State, Zip: Las Vegas, NV 89134 
Phone, including area code: 702-382-9121 
Facsimile, including area code: 702-382-3603 
Email address: Melissa@ppace.org 
Alternate Contact Information 
Name: Michael Edmiston 
Street Address: 9330 Lake Mead Blvd., Suite 100 
City, State, Zip: Las Vegas, NV 89134 
Phone, including area code: 702-382-9121 
Facsimile, including area code: 702-382-3603 
Email address: michael@ppace.org 
Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Contract renewal negotiations and HMO and POS 
plan changes effective 7/1/16. 


Original Project/Contract Start Date: Original contract date 7/1/98. 
Original Project/Contract End Date: Continuous with annual renewal on July 1. 
Original Project/Contract Value: $12,833,240.00 
Final Project/Contract Date: 07/01/2016 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/cost proposal, and if not, why 
not? 


N/A – Fully insured renewal analysis and rate 
negotiations for new contract period. 


 


Reference #: 4 
Company Name: Health Plan of Nevada, Inc. 
Identify role company will have for this RFP project 
(Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Stations Casino 
Primary Contact Information 
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Name: Paula Tilley  
Street Address: 1505 S. Pavilion Center Dr. 
City, State, Zip: Las Vegas, NV 89135 
Phone, including area code: 702-495-3528 
Facsimile, including area code: 702-304-0524 
Email address: paula.tilley@stationcasinos.com  
Alternate Contact Information 
Name: Stephanie Riga 
Street Address: 1505 S. Pavilion Center Dr. 
City, State, Zip: Las Vegas, NV 89135 
Phone, including area code: 702-495-3464 
Facsimile, including area code: 702-304-0524 
Email address: Stephanie.Riga@StationCasinos.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Contract Renewal Negotiation. Provide strategy 
and goals to assist client with 2016 Health Plans, 
provide information for custom designs, and 
promote new services such as Mobile Medical 
Center to help manage cost. 


Original Project/Contract Start Date: 08/2015 
Original Project/Contract End Date: 12/31/2015 
Original Project/Contract Value: Approximately $12,000,000 
Final Project/Contract Date: 01/01/2016 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/cost proposal, and if not, why 
not? 


N/A  


 


4.3.3  
Vendors must also submit Attachment F, Reference Questionnaire to the business references that are 
identified in Section 4.3.2 


We have requested that the identified business references in Section 4.3.2 send Attachment F, 
Reference Questionnaire directly to the Purchasing Division.  


4.3.4  
The company identified as the business references must submit the Reference Questionnaire directly to 
the purchasing division. 


We have requested that the identified business references in Section 4.3.2 send Attachment F, 
Reference Questionnaire directly to the Purchasing Division.  
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4.3.5  
It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on 
or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process. 
Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the 
evaluation process.  


We received written confirmation from the Purchasing Division on August 18, 2016, that they 
received the completed reference questionnaires.  


4.3.6  
The State reserves the right to contact and verify any and all references listed regarding the quality and 
degree of satisfaction for such performance. 


We understand that the State reserves the right to contact and verify any and all references 
listed in Section 4.3.2. 
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4.4 Vendor Staff Resumes 
A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Resumes for proposed key personnel are in Attachment G, Proposed Staff Resumes. 
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9.3.3.7 Tab VII – Attachment G – Proposed Staff Resume 
A. Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this 
section.  


B. This section should also include any subcontractor proposed staff resumes, if applicable. 


All key staff and subcontractor résumés are included as attachments following this page: 


 Attachment 4.4 Key Personnel Résumés   
 Attachment 4.2.1.4.B HBI Résumés 
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Attachment 4.4-1 
Resume 


Kelly Simonson  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kelly Simonson Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Medicaid Administrator- CEO, Community & State  


# of Years in Classification: 18 # of Years with Firm: 25   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Eighteen years of experience strategically developing and directing the Medicaid Managed Care Program in 
Nevada. Negotiates contracts with DHCFP on behalf of the health plan. Works daily with DHCFP and internal 
health plan departments on all contract and operational aspects of the program. Drives health care 
affordability and operational efficiency initiatives for the Medicaid managed care program within the health 
plan. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
05/2016 to Present 
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
President, Medicaid Community & State Plan 


 Direct strategic plan for the Medicaid business to meet all stake-holder goals and expectations 
 Negotiate Medicaid Managed Care Contract with the Division of Health Care Financing and Policy 


(DHCFP) 
 Executive liaison between HPN and DHCFP 
 Drive affordability initiatives to meet State goals of fiscal soundness for Nevada Medicaid 
 Interact with state and community leaders on all Medicaid-related matters 
 Provide direction to meet financial and membership goals 
 Direct all HPN departments in business needs related to Medicaid 


06/2005 to 05/2016 
HPN 
Las Vegas, Nevada 
Vice President, Medicaid Operations and Health Education & Wellness 
Assistant Vice President, Medicaid Operations & HEW 


 Negotiate Medicaid Managed Care Contract with the Division of Health Care Financing and Policy 
(DHCFP) 


 Provide direction to all HPN operational departments to implement contractual requirements 
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 Provide oversight of all HPN Operational departments involved in the Medicaid line of business to 
ensure compliance with contractual requirements 


 Direct efforts to meet membership goals 
 Direct efforts to meet financial goals 
 Serve as liaison between HPN and DHCFP 
 Supervise and direct Medicaid and HEW employees to attain strategic planning goals 
 Oversee operations for HEW clinic and worksite programs 
 Facilitate program development for clinic and worksite programs 
 Develop outcome measurements tools to monitor effectiveness of programs 


051998 to 062005 
HPN 
Las Vegas, Nevada 
Director, Medicaid Operations 


 Negotiate Medicaid Managed Care Contract with the Division of Health Care Financing and Policy 
(DHCFP) 


 Provide direction to all HPN operational departments to implement contractual requirements 
 Provide oversight of all HPN Operational departments involved in the Medicaid line of business to 


ensure compliance with contractual requirements 
 Direct efforts to meet financial and membership goals 
 Liaison between HPN and DHCFP 


051995 to 051998 
Family Healthcare Services 
Las Vegas, Nevada 
Clinical Manager 


 Responsible for the development, implementation, coordination, and supervision of all aspects of home 
healthcare 


 Responsible for the appropriate utilization of home care services 
 Developed and implemented policies and procedures for the company 
 Interviewed, hired, and terminated employees 
 Guided and evaluated supervisory personnel in the performance of their job functions 
 Actively participated in performance improvement activities to ensure compliance with state and federal 


regulations, professional and company standards 
 Instrumental in preparing the company for the Joint Commission of Accreditation of Healthcare 


Organization Survey 
 Accountable for the organization development and implementation of the company's Ambulatory 


Treatment Center 
EDUCATION 


Information required should include: institution name, city, state, degree and/or Achievement and date 
completed/received. 


 University of St. Francis, Joliette, Illinois, Master of Science – Health Services Administration, 2001 
 Pennsylvania State University, University Park, Pennsylvania, Bachelor of Science – Nursing, 1988 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Shaun Schoener 
Director of Operations 
Sound Physicians 
10001 S. Eastern Avenue 
Henderson, NV 89052 
Telephone: 702-954-4603 
Fax: not available 
sschoener@soundphysicians.com 


David M. Marlon 
President 
Solutions Recovery Inc. 
9811 W. Charleston Blvd, Suite 2626 
Las Vegas, NV 89117 
Telephone: 702-228-8520 
Fax: 702-448-7205 
dmarlon@solutionsvegas.com 


Marc Briggs 
Regional Vice President 
UnitedHealthcare 
2525 Lake Park Blvd. 
West Valley City, Utah 84120 
Telephone: 801-982-4519 
Fax: 801-982-3282 
marc.briggs@uhc.com 



mailto:sschoener@soundphysicians.com

mailto:dmarlon@solutionsvegas.com

mailto:marc.briggs@uhc.com
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Resume 


Donald J. Giancursio
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √  Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Donald J. Giancursio Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Chief Executive Officer, Nevada Market  


# of Years in Classification: 7 # of Years with Firm: 20   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Mr. Giancursio has more than 30 years of experience in the health care industry, which includes serving as the 
Nevada Market Operations CEO for the last seven years. As CEO, Mr. Giancursio is accountable for the 
profitable and efficient operation and growth of the business by directing key leadership to attain corporate 
goals, drive innovative and differentiating initiatives to better serve our membership, and create affordable 
health care options.  


Mr. Giancursio is currently an executive committee member of the Las Vegas Global Economic Alliance 
(LVGEA) and a director with the Council for a Better Nevada (CBN). He maintains membership in the Las 
Vegas Chapter of Legatus International and is a founding member of the American Cancer Society of Las 
Vegas Chapter of “CEO’s Against Cancer.” Mr. Giancursio’s involvement in these activities highlights his 
commitment to Nevada and to our member community. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
04/2008 to Present 
Health Plan of Nevada 
Las Vegas, Nevada 
President, Health Plan of Nevada, Inc. 


President of Nevada’s largest health maintenance organization, providing a full spectrum of consumer- 
oriented health benefit plans and services to individuals, public sector employers and businesses.  


08/2006 – 04/2008 
Sierra Health Services, Inc. 
Las Vegas, Nevada 
Sr. Vice President, Sales and Marketing 


Responsible for the management of the Managed Healthcare Division marketing, sales, account management 
activities and administration and responsible for northern Nevada sales. 
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01/1997 – 08/2006 
Health Plan of Nevada, Inc. 
Las Vegas, Nevada 
Vice President, Sales and Marketing 


Responsible for the management of the Managed Healthcare Division marketing, sales, account management 
activities and administration and responsible for northern Nevada sales. 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
California State University, Fullerton, California, Bachelor of Arts, Business Administration (Dean’s List), 
1982 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Cynthia Kiser Murphey  
President & COO 
New York-New York Hote l  and Casino  
3790 Las Vegas Blvd So.  
Las Vegas NV 89109 
(702) 740-6600 
cmurphey@nyforme.com 
 
Glenn Christensen  
Managing Director 
Velstand Investments LLC 
1450 Horizon Ridge Pkwy B304  
Henderson NV 89012 
(702) 897-1165 
velstand@cox.net 
 
Frank Collins  
Retired General Counsel, Sierra Health Services 
21433 E Hwy M 
Stockton MO 65785 
(702) 353-2899  
frankcollins54@hotmail.com 
 
Stephen Augspurger 
Executive Director 
Clark County Assoc. of School Administrators 
& Professional Technical Employees 
4055 Spencer Street, Suite 230 
Las Vegas, Nevada 89119 
(702) 796-9602 
stephen.augspurger@ccasa.net  



mailto:cmurphey@nyforme.com

mailto:velstand@cox.net

mailto:frankcollins54@hotmail.com

mailto:stephen.augspurger@ccasa.net
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Dan Tarwater 
H/R Director 
City of Las Vegas 
495 South Main Street 
Las Vegas NV  89101 
(702) 229-6344 
dtarwater@LasVegasNevada.gov 
 
Dr. David Steinberg 
President 
Steinberg Diagnostic Medical Imaging Centers 
2767 N. Tenaya Way 
Las Vegas NV  89128 
(702) 240-1232 
dsteinberg@sdmi-lv.com 
 



mailto:dtarwater@LasVegasNevada.gov

mailto:dsteinberg@sdmi-lv.com
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Resume 


Kyle Clingo  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √  Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kyle Clingo Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Senior Vice President, Operations  


# of Years in Classification: 4 # of Years with Firm: 14   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Experienced and responsible for insurance operational areas, including Member Services, Claims, 
Broker/Employer Services, Enrollment, Billing, Collections, Commissions, Complaints, Appeals, Grievances, 
Pharmacy, Coordination of Benefits, Compliance, Prior Authorization, Case Management and Provider 
Contracting. Appointment to the State of Nevada Life and Health Insurance Guarantee Association. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
2002 to Present 
Health Plan of Nevada 
Las Vegas, Nevada 
Senior Vice President, Operations 


Responsible for Member Services, Claims, Broker/Employer Services, Enrollment, Billing, Collections, 
Commissions, Complaints, Appeals, Grievances, Pharmacy, Coordination of Benefits and Recoveries. 


2002 
Solari Hospice Care 
Las Vegas, Nevada 
Executive Director 


Oversaw day-to-day functions of all facets of business. Managed  all  aspects of this start-up from concept to a 
functioning hospice, including all planning, licensures, certifications, hiring, clinical management, community 
relations, marketing and provider contracting. 


2001 
Tower Health Nevada 
Las Vegas, Nevada 
Executive Director 


Managed all aspects of the physician-owned HMO including claims processing, customer service, 
underwriting, appeals, enrollment, sales, product development, data management, pharmacy benefit 
management, and provider contracting. Established and managed all aspects of area health plan operations. 
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1995–2001 
Western Health Insurance Company 
Rapid City, South Dakota 
Executive Director 


Oversaw day-to-day functions of all aspects of MCO. Managed all functions of the managed care organization 
including provider contracting, claims processing, customer service, billing, appeals, enrollment, sales, 
marketing, information systems, actuarial, fee schedule development, pharmacy benefit management, prior 
authorization and nurse case management. 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
Bachelor of Science (Cum Laude), Business Management and Finance, Marriott School of Management, 
Brigham Young University. Provo, Utah, 1993 


Master of Healthcare Administration, Washington University School of Medicine, St. Louis, Missouri, 1995 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Terri D’Antonio 
CEO 
HELP of Southern Nevada 
Phone: (702) 369-5301 
Fax: (702) 369-4089 
td'antonio@HELPSONV.ORG 


Louis Roggensack 
Executive Director 
Nevada Life and Health Insurance Guarantee Association 
Phone: (775) 329-6171 
Fax: (775) 323-4997 
nlhiga@sbcglobal.net 


Jeffrey Warnick 
CFO 
Fabulous Freddy’s 
Phone: (702) 933-5374 
Fax (702) 933-5379 
jeff@fabfred.com 


 



mailto:nlhiga@sbcglobal.net

mailto:jeff@fabfred.com
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Resume


Bob Schaich 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Bob Schaich Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Chief Information Officer  


# of Years in Classification: 16 # of Years with Firm: 16   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


More than 30 years of experience in managed care, insurance, and information technology as an operations 
executive, management consultant and CIO.  


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
11/1999 to Present 
Health Plan of Nevada 
Las Vegas, Nevada 
Senior Vice President & CIO 


Responsible for all information systems and services for HPN. 


06/1997 to 11/1999 
PricewaterhouseCoopers 
Hartford, CT 
National Director, Health Insurance and Managed Care Consulting 


Responsible for nationwide business development and delivery of consulting services to the insurance and 
managed care industry. 


01/1994 to 03/1997 
UnitedHealthcare 
Hartford, CT 
Vice President, Claims Cost Management and Operations Strategy 


Responsible for integrating and managing claim cost containment, fraud and abuse, recovery services, and 
electronic commerce programs and staff from three legacy companies. 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
 Kent State University, Kent, Ohio, BA, Philosophy, 1976 
 University of North Carolina, Chapel Hill, North Carolina, MA, Philosophy, 1978 
 Hartford University, West Hartford, Connecticut, MBA, 1982 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Deborah Huber 
Executive Director 
HealthInsight Nevada 
Phone: 702-933-7305 
Fax: 702-968-4501 
dhuber@healthinsight.org 


Chris Bosse 
Vice President, Government Relations  
Renown Health 
Phone: 775-982-5761 
Fax: 775-982-5754 
cbosse@renown.org 


Marc Bennett 
CEO 
HealthInsight 
Phone: 801-892-6611 
Fax: 801-892-0160 
mbennett@healthinsight.org 



mailto:dhuber@healthinsight.org

mailto:cbosse@renown.org

mailto:mbennett@healthinsight.org
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Resume 


Scott Cassano  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Scott Cassano Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Senior Vice President, Network Contracting and Provider 
Relations 


 


# of Years in Classification: 12 # of Years with Firm: 25   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 More than 25 years of experience in health care, contracting, negotiation and analysis. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
1/2000 to Present 
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
Senior Vice President, Provider Relations 


Responsible for network strategy development by line of business, HMO, PPO, Medicaid, Worker’s 
compensation. Negotiate provider, facility and ancillary agreements. Oversee credentialing, contracting, 
servicing and directory operations for provider network. Review modeling of proposals and financial impact of 
recommended contract changes. 


5/1994 to 12/1999 
HPN 
Las Vegas, Nevada 
Director, Provider Relations 


Held various positions within the network development and contracting department. 


09/1991 to 04/1994 
Sierra Health & Life Insurance 
Las Vegas, Nevada 
Project Coordinator, Product Development 


Develop work plan by functional area for new product and TPA installations. Conduct strategy development, 
pricing, filing, operational setup and training, post-implementation review and refinement. Prepare and present 
research analysis including market segmentation and penetration reports. Assist with new product 
implementations, responsible for departmental budget.
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EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
State University of New York at Albany, Albany, New York, Bachelor of Science in Business Administration, 
Minor – Economics 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Avi Schlesinger 
President 
Practice Management Group 
Phone: 310-936-9395 
Fax: 310-202-0831 
Pmg222@aol.com 


David Steinberg 
MD 
Steinberg Diagnostics 
Phone: 702-240-1232 
Fax: 702-243-7531 
dsteinberg@sdmi-lv.com 


Dan McBride  
MD, Chief Medical Officer 
Valley Health System 
Phone: 702-360-9040 
Fax: 702-360-9047 
dan.mcbride@uhsinc.com 



mailto:Pmg222@aol.com

mailto:dsteinberg@sdmi-lv.com

mailto:dan.mcbride@uhsinc.com





 
 
 
 


Attachment 4.4-6 
Resume 


Susan Vogel  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Susan Vogel Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Chief Financial Officer  


# of Years in Classification: 3  # of Years with Firm: 7   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Susan Vogel is the vice president of finance and chief financial officer for UnitedHealthcare of Nevada, 
Utah and Idaho with responsibilities over the finance, actuary, healthcare informatics and underwriting 
functions. She serves as an officer for Health Plan of Nevada (HPN) – the state’s largest HMO – and Sierra 
Health and Life Insurance Company, Inc. with combined membership of 788,000 and also serves as 
treasurer on the Goodwill of Southern Nevada Board of Directors. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
06/2013 – Present 
HPN 
Las Vegas, Nevada 
Chief Financial Officer and Treasurer 


06/2013 – Present 
Sierra Health & Life Insurance Company, Inc. 
Las Vegas, Nevada 
Chief Financial Officer and Treasurer 


03/2009 – 06/2013 
OptumHealth New Mexico 
Albuquerque, NM  
Chief Financial Officer 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
New Mexico State University, Las Cruces, New Mexico, Bachelors of Accountancy, 1991 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Elizabeth Martin, Vice President 
Center for Aging and Disability Policy 
The Lewin Group 
Phone: 505-577-7249 
Elizabeth.Martin@Lewin.com 


John Wolterbeek 
CFO, CA HealhPlan 
UnitedHealth Care 
714-252-0469 
John.Wolterbeek@uhc.com 


Joanne Weseman 
Director of Business Analysis 
Optum Health  
763-283-4456 
jweseman@optum.com 



mailto:Elizabeth.Martin@Lewin.com

mailto:John.Wolterbeek@uhc.com

mailto:jweseman@optum.com
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Resume 


Laurine Tibaldi, M.D. 







Revised: 09-25-13 Resume Form Page 1 of 3  


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Laurine Tibaldi, M.D. Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Chief Medical Officer  


# of Years in Classification: 3 # of Years with Firm: 11   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Chief medical officer since 2013 with experience in internal medicine. Dr. Tibaldi provides leadership and 
direction to all medical directors, medical management, case management and UM clinical directors related to 
the delivery of quality health care and medical practice, including but not limited to inpatient bed days, sub-
acute care and coordination with other clinical subsidiaries. In addition, Dr. Tibaldi oversees Quality 
Improvement and Utilization Management Compliance Programs to verify all federal and state regulation 
accreditation standards are met. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
12/2013 to Present 
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
Chief Medical Officer 


Market Medical Director UnitedHealthcare Nevada, Utah, Idaho. Provide leadership and direction to all 
medical directors, Continuity of Care and Case Management/Utilization Management clinical directors as it 
relates to the delivery of quality healthcare and medical practice, including but not limited to inpatient bed 
days, subacute care and coordination with other clinical subsidiaries. Oversees Quality Improvement and UM 
compliance to assure all federal and state regulation accreditation standards are met. Oversees clinical 
coverage review. 


07/2012 to 12/2013 
HPN 
Las Vegas, Nevada 
Medical Director 


Provided leadership to the health plan’s acute bed day management processes ensuring appropriate decisions 
are made that align with insurance product benefits and the level of care for members. Accountabilities 
included oversight of medical and clinical processes with a focus on implementing plans of care that met 
accepted guidelines and protocols and assured optimal and appropriate medical and clinical services are 
provided. Educated and interacted with network and group providers as well as clinical and case management 
staff regarding utilization practices and effective resource management. 
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2009 – 2012 
Southwest Medical Associates  
Las Vegas, Nevada  
Chief Hospitalist 


Accountable for the supervision of SMA hospitalists teams providing clinical care and services for hospitalized 
patients. Acted as departmental chief leading the inpatient teams to verify high-quality, cost-effective care for 
hospitalized members and was accountable to meet established bed-day goal benchmarks, provided appropriate 
schedules, assisted in resolving quality issues and provided ongoing education and mentoring of hospitalists. 


2007 – 2009 
Southwest Medical Associates  
Las Vegas, Nevada 
Lead Hospitalist 


Verified effective staffing of hospitalists to provide quality cost-effective care and services for hospitalized 
patients. Oversaw hospital teams and provided clinical and administrative direction for daily clinical issues in 
the in-patient setting. 


2005 – 2007 
Southwest Medical Associates  
Las Vegas, Nevada 
Hospitalist 


Coordinated and administered the inpatient clinical management function for the assigned health plan 
patients. Provided clinical care expertise while working in conjunction with the medical management staff and 
the medical director of Hospital Services. Responsibilities included medical management and quality care for 
the assigned patients. 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
 Northeastern Ohio Universities College of Medicine, Rootstown, Ohio, Doctorate of Medicine, BS/MD 


Program, 1995 
 University of Akron, Akron, Ohio, Bachelors of Science, 1991 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Christine Reynoso, MD 
Culinary Health Fund 
702-691-5647 
creynoso@culinaryhealthfund.org 


Scott Hillegass 
President, CEO 
Fundamental Clinical & Operational Services, LLC 
Phone: 702-233-1731 
Fax: 702-228-7056 
Scott.Hillegass@fundltc.com 



mailto:creynoso@culinaryhealthfund.org

mailto:Scott.Hillegass@fundltc.com
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Shaun Schoener 
Regional Director of Operations 
Sound Physicians 
702-954-4603 
sschoener@soundphysicians.com 



mailto:sschoener@soundphysicians.com





 
 
 
 


Attachment 4.4-8 
Resume 
Lisa Jolly  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Lisa Jolly Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director of Medicaid Operations  


# of Years in Classification:  
4 months 


# of Years with Firm: 10   


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Licensed attorney with more than 10 years of health plan experience including five years as the Medicaid 
Compliance Officer. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
04/2016  to Present: 
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
Director, Medicaid Operations 


 Manage internal operational areas as they relate to Medicaid 
 Ensure Medicaid contractual requirements are met 
 Facilitate implementation of Medicaid contractual changes throughout operations 
 Oversight of all daily operations 
 Primary contact for all internal operational departments 
 Primary contact for operational issues with the state partners 
 Facilitate any operational changes of the Medicaid contract 


03/2011 to 04/2016: 
HPN 
Las Vegas, Nevada 
Associate Director of Compliance, Medicaid Operations 


 Develop, implement and maintain the Medicaid compliance program 
 Responsible for managing compliance with Medicaid contract 
 Coordinate and develop reports, projects, and assessment tools to verify compliance 
 Establish and implement policies procedures and best practices to promote compliance with applicable 


laws and contractual obligations 
 Conduct legal research and monitor changes in requirements to mitigate risks and achieve compliance 
 Support the collection of data for program audits and facilitates remediation where necessary 
 Develop compliance communications for staff and providers 
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 Responsible for increasing compliance awareness among health plan staff 
 Drive Medicaid compliance problem resolution 


05/2010 to 02/2011: 
UnitedHealthcare Employer and Individual 
Las Vegas, Nevada 
Business Consultant 


 Acted as a resource regarding the interpretation and implementation of the Patient Protection and 
Affordable Care Act (PPACA) 


 Participated in operational strategy meetings regarding the compliance and implementation of PPACA 
 Completed legal research regarding PPACA implementation and its application to the Sierra Health 


and Life and HPN products 
 Drafted, filed and received Department of Insurance approval for Sierra Health and Life and Health 


Plan of Nevada Individual and Group, PPACA policy endorsements 
 Completed research regarding the Medicare Improvements and Patients and Providers Act (MIPPA) as 


it applied the Medicare Supplement (Medigap) business 
 Drafted new Medicare Supplement materials to incorporate changes recommended by the National 


Association of Insurance Commissioners and required under MIPPA  
 Filed materials with Department of Insurance and responded to all requests for information. 
 Received approval for MIPPA compliant materials 
 Organized and participated in operational meetings regarding strategic planning for Medicare 


Supplement line of business 
09/2003 to 12/2007 
Sierra Health Services 
Las Vegas, Nevada 
Contract Administrator 


 Responsible for assuring compliance with state and federal regulations of insurance products, 
agreements, contracts and corresponding marketing materials with respect to Medicare Supplement 
lines of business 


 Maintained documentation of Medicare Supplement regulatory filings, dispositions and correspondence 
 Drafted Medicare Supplement insurance policy language and application materials in accordance with 


state and federal guidelines 
 Researched, analyzed and summarized applicable state and federal regulations 
 Responsible for communications between state Departments of Insurance and Sierra Health and Life 
 Acted as a resource for internal departments regarding interpretation of insurance policy language 
 Completed research and analysis for internal departments regarding the application of federal and state 


regulations to policyholder/member care 
 Prepared and coordinated annual and quarterly regulatory filings in accordance with applicable state 


and federal laws 
 Reviewed and edited marketing materials to ensure compliance with state regulations 
 Assisted in the transition of operations of Medicare Supplement product from a third-party 


administrator to in-house resources 
 Interacted with hospital administrators regarding Medicare Select agreements and was responsible for 


driving problem resolution 
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EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
 William S. Boyd School of Law- University of Nevada, Las Vegas, Las Vegas, Nevada, Juris Doctorate, 


Nevada Bar License: #8516 
 University of California, Irvine, Irvine, California, Bachelor of Arts- Criminology, Law & Society 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Elda Sidhu 
General Counsel 
University of Nevada, Las Vegas 
4505 Maryland Parkway, Box 451085 
Las Vegas, Nevada  89154-1085 
Telephone: 702-895-5185 
Fax: 702-895-5299 
elda.sidhu@unlv.edu 


David M. Marlon 
President, Solutions Recovery Inc. 
9811 W. Charleston Blvd, Suite 2626 
Las Vegas, NV 89117 
Telephone: 702-228-8520 
Fax: 702-448-7205 
dmarlon@solutionsvegas.com 


Glen Thomas 
Senior Associate General Counsel, UHC Community and State 
1 East Washington, Suite 900 
Phoenix, Arizona  85004 
Telephone: 602-255-8166 
Glen_s_thomas@uhc.com 



mailto:elda.sidhu@unlv.edu

mailto:dmarlon@solutionsvegas.com

mailto:Glen_s_thomas@uhc.com





 
 
 
 


Attachment 4.4-9 
Resume 


Shawna DeRousse  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Shawna DeRousse Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Associate Director of Compliance  


# of Years in Classification: 0 # of Years with Firm: 1.5   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Financial and operations manager with more than 18 years of results-oriented experience. Expert skills in 
identifying and analyzing problems, developing and implementing innovative solutions and building and 
maintain productive working relationships. Committed to the highest levels of professional and personal 
excellence. Key skills include: 


 Decision-making 
 Policy direction 
 Regulatory compliance 
 Grants management 
 Strategic business planning 


 Vendor procurement and management 
 Legislative relations 
 Project management 
 Contract development and negotiations 


 
RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position title held during the 
term of the contract/project and details of contract/project. 


2/2015 to present  
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
Associate Director of Compliance, Medicaid Operations (7/2016 – current) 
Senior Project Manager (2/2015 – 7/2016) 


• Regulatory review and clarification for project compliance 
• Lead/contribute to strategic initiatives among business teams and operating groups, including 


schedules, scope definition, risk identification and communication and documentation of same 
• Monitor/drive project milestones and reporting, contingency planning and quality standards 
• Effectively maintain and build relationships across business groups. Create a team-oriented work 


climate that enables professional development and encourages creative solutions and strategies, 
establishes collaboration and emphasizes quality 


 
2/2004 – 2/2015 
Silver State Health Insurance Exchange, Chief Operating Officer (2/2012 – 220/15) 
Business & Industry, Division of Insurance, Deputy Commissioner (2/2011 – 2/2012) 
Health & Human Services, Administrative Services Officer (10/2005 – 2/2011) 
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Information Technology, Management Analyst (2/2004 – 10/2005) 
State of Nevada, Carson City, Nevada 


 More than years of increasingly responsible positions within the State of Nevada, utilizing 
interpersonal skills, effective leadership and mobilization of cross functional teams to meet the goals 
of each State Agency. 


 Responsible for compliance with applicable State and Federal laws. Worked closely with Nevada 
HHS/Medicaid staff and CMS/CCIIO representatives to implement required quality assurance 
programs. 


 Responsible for and represented the State during yearly CMS and State audits, including writing state 
corrective action plan, if necessary. In addition, worked with several external audit firms to review 
grantee activities for compliance. 


 Worked with all Carriers involved in the Federal Marketplace to reconcile enrollment and billing. 
 Presentations to Legislative Committees, Elected Officials, interested stakeholders, Board Members, 


national conferences in appropriate manner for the audience and topic. 
 Contract Management from RFI/RFP/RFA through negotiations and deliverable review up to  


$100 million. Ongoing contract, vendor and project management. Perform contract review and 
management functions for State Government contracts, cooperative agreements and grants. Manage 
documentation to assess risk and ensure compliance within contracting protocols and procedures and 
State and Federal Government requirements. 


 Negotiated regulatory requirements, grant funding and messaging with multiple federal agencies.  
EDUCATION 


Information required should include: institution name, city, state, degree and/or Achievement and date 
completed/received. 


 California State University, Sacramento - Bachelor of Science, Strategic Management, 1993 
 California State University, Sacramento – Bachelor of Science, Human Resources Management, 


1993 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 Project Management Professional, #1742938, 2014 
 National Judicial College, Administrative Law Judge, 2011 
 Certified Public Manager, National CPM Consortium, 2008 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 


Senator Ben Kieckhefer 
Assistant Majority Leader 
Nevada Senate 
775-684-1450 
Ben.Kieckhefer@sen.state.nv.us 


Mike Torvinen, CPA 
Chief Financial Officer 
Children’s Cabinet 
Phone: (775) 856-0341 
Fax: (775) 856-6208 
mtorvinen@childrenscabinet.org 



mailto:Ben.Kieckhefer@sen.state.nv.us

mailto:mtorvinen@childrenscabinet.org
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Danette Kluever  
Deputy Administrator – Support Services 
Nevada Department of Health and Human Services 
Division of Child and Family Services 
775-684-4414 
dkluever@dcfs.nv.gov 



mailto:dkluever@dcfs.nv.gov
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Resume 


Angela D. Bredenkamp  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Angela D. Bredenkamp Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Associate Director of Clinical Quality  


# of Years in Classification:  
12 years with Quality; <1 year as 
Associate Director 


# of Years with Firm: 7.5 
  


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Enthusiastic professional with experience in roles of increasing responsibility. Fosters a climate conducive to 
establishing positive working relationships with a diverse population. Works well both independently and as 
a team player with an outstanding commitment to the job, the team, the business and the members. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
10/2015 to Present 
UnitedHealthcare Community Plan 
Las Vegas, Nevada 
Associate Director of Clinical Quality 


Responsible for driving HEDIS and CAHPS improvement by aligning goals, strategies, tactic and driving 
deployment and conducting relentless day to day operational monitoring.   


 Drives member and provider engagement programs to assure member access to care and gaps in care 
closure. 


 Manages the Quality Improvement Portfolio to drive and track data capture and collection, provider 
engagement and value-based contracting, member engagement programs, clinical and customer care 
touch points. 


 Aligns and coordinates the work within health plan for HEDIS data collection, Data Analytics and 
Reporting, Accreditation, Member Surveys, Regulatory Adherence, product filings, and Member 
Activation and Engagement. Utilizes the expertise, standard process, and capabilities of these areas to 
enhance quality program performance of the plan.  


 Fosters innovative problem-solving and upholds principles of continuous quality improvement.  
 Develops annual goals and objectives for the health plan and key metrics to meet and exceed 


established program objectives. 
 Monitors daily, weekly, monthly, quarterly, semiannual and annual reports against goals to assess 


program success and alignment and to identify opportunities for improvement. 
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07/2013 to 10/2015 
UnitedHealthcare Community Plan 
Phoenix, Arizona 
Manager of Clinical Quality 


Manage all department clinical quality improvement functions and lead a team responsible for direction and 
guidance on clinical quality improvement and management programs: 


 Provided leadership and accountability for performance of professional employees whose job duties 
include member outreach and provider outreach to assure members receive preventive care to meet 
HEDIS measures and close gaps in care. 


 Managed the department’s clinical quality improvement activities including HEDIS, CAHPS, 
provider profiling, member outreach, provider outreach and clinical quality audits; served as the 
quality liaison for the health plan and external entities. 


 Created and delivered regulator required reports and submissions and verified compliance with all 
Quality Management requirements specified by the regulator. 


 Directed quality initiatives to improve member care and meet state regulatory requirements and 
selection of new improvement projects after conducting analyses, literature review, and other quality 
reviews to identify opportunities to improve member care and quality metrics. 


08/2009 to 07/2013 
Nebraska Families Collaborative 
Omaha, Nebraska 
Director of Performance Quality Improvement and Network Administration 


Developed and implemented Performance Quality Improvement and Network Administration department for 
a child welfare and juvenile justice case management program: 


 Implemented, evaluated and oversaw quality improvement and compliance, records management, 
network administration including foster care and utilization management teams.  


 Managed and implemented contractual, licensing and accreditation procedures and requirements 
internally and externally to assure compliance. 


 Successfully expedited accreditation from Council of Accreditation (COA) as a result of not receiving 
any out-of-compliance ratings in any of the fundamental practice standards. 


 Served as project manager for initiatives including the development and implementation of two 
database systems and program development that involved the creation of policies and procedures, 
training and resource manuals. 


08/2004 to 02/2009 
UnitedHealthcare Americhoice 
Omaha, Nebraska 
Quality Analyst/Social Worker 


Progressed through a series of promotions, culminating in responsibility for the development and 
implementation of the Emergency Department Education Program and coordination of the Quality 
Improvement Program: 


 Implemented and oversaw quality assurance initiatives, procedures and requirements to confirm state 
and/or federal contractual compliance. 


 Responsible for successful accreditation score of “Excellent” from National Committee for Quality 
Assurance (NCQA). 


 Implemented case management program for members identified as having preventable visits to the 
Emergency Department, were pregnant or other identified psychosocial needs. 
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 Established manual of resources and community agencies that offer assistance for members’ 
psychosocial and physical needs to facilitate supportive services/counseling for patients. 


 Served on National Employee Engagement Committee and facilitated the Employee Development 
team, which established new training programs and monthly webinars. 


 Implemented a Local Employee Engagement Committee to address employees’ concerns and 
encourage employee engagement to enhance their success. 


07/2003 to 08/2004 
Alegent Health 
Omaha, Nebraska 
Social Worker 


Developed and implemented a social work position for Immanuel Medical Center’s Emergency Department. 


 Created a screening process to determine patients’ biopsychosocial and possible discharge needs. 
 Collaborated closely with interdisciplinary team members on the development of appropriate 


discharge plans meeting individual needs.  
 Developed a manual of resources and community agencies that offer assistance for patients’ 


psychosocial and physical needs to aid in making referrals for those patients 
 Counseled patients and their family members on issues of illness, loss, grief, bereavement and anger.  
 Served on the Institution for Healthcare Improvement and presented the social work program in 


Emergency Department. 
EDUCATION 


Information required should include: institution name, city, state, degree and/or Achievement and date 
completed/received. 


 University of Nebraska at Omaha, Omaha, Nebraska, Masters in Social Work, 1998 
 Wesleyan University, Lincoln, Nebraska, Bachelor of Arts, Social Work, 1994 
 Wesleyan University, Lincoln, Nebraska, Bachelor of Arts, Sociology and Anthropology, 1994 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Aaron Lind 
Senior IT Specialist 
Boys Town 
(402)498-1484 
(844)703-6135 
Aaron.Lind@boystown.org 


Veronica West 
Senior Clinical Administrative Coordinator 
UnitedHealthcare 
(602)255-8208 
(855)651-3933 
veronica_west@uhc.com 



mailto:Aaron.Lind@boystown.org

mailto:veronica_west@uhc.com
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Laurie Ganzermiller 
Manager of General Management 
UnitedHealthcare 
(602)255-1675 
(855)834-5429 
laurie_ganzermiller@uhc.com 



mailto:laurie_ganzermiller@uhc.com
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Resume 


Garyn E. Ramos 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Behavioral Healthcare Options, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Garyn E. Ramos Key Personnel: 
(Yes/No) Yes 


Individual’s Title: President, Behavioral Healthcare Options 
# of Years in Classification: 14  # of Years with Firm: 26  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


With extensive operational and managed behavioral health care leadership experience, Mr. Ramos’ 
diverse background and understanding of all areas of health care operations assures executive-level 
oversight and operational success. His experience includes risk services, network development and 
provider services, provider contracting, behavior health, claims administration, customer service, 
utilization management and quality assurance. In addition, Mr. Ramos’ proven success within the 
managed behavioral health care field is evident by the long-term success of multiple successful 
Medicaid behavioral programs. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
10/1990 to Present 
UnitedHealthcare 
Las Vegas, Nevada 
President, Behavioral Healthcare Options, Inc. 


• Provides executive oversight for more than one million Medicaid lives in Nevada and 
Washington. Behavior Healthcare Options, Inc., is a current provider for the Nevada 
Behavioral Health Medicaid program. 


• Brings a proven track record of success; responsible for implementing many innovative systems 
that have improved member recovery and resiliency, including implementing an integrated 
crisis system of care and community-based hospital diversion programs 


• Identified the importance of wrap-around services for the traditional Medicaid population and 
the expanded population.   


• Developed partnerships to promote programs to address the needs of the Medicaid expanded 
population to reduce recidivism by increasing treatment adherence, peer initiatives and 
supportive services not traditionally offered by a health plan.  


• Actively pursuing initiatives to create a crisis system of care that will support Medicaid members 
and community through a cooperative relationship with law enforcement and community 
providers. Behavioral Healthcare Options, Inc., is the only Nevada-certified community mental 
health first aid provider. 


In addition to his extensive Medicaid experience, Mr. Ramos has operationalized multiple accreditation 
standards and measures including full URAC, and quality initiatives patterned after the NCQA-
sponsored HEDIS, including: 


• Annual facility patient surveys and other quality audits performed by the medical director 
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• Medical education interventions and education for facilities, physicians and other providers 
• Highly valued collegial relationship with medical providers 
• PCP Tool Kit 
• Motivation interviewing instruction 
• Annual high-volume specialist audits 
• HEDIS program analysis 
• Continuous quality improvement and outcomes management 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• Saguaro High School, Tucson, Arizona, diploma, 1988 
• Pima Community College, Tucson, Arizona, 1988 – 1989 
• University of Arizona, Tucson, Arizona, 1989 – 1990  
• Community College of Southern Nevada, Las Vegas, Nevada, 1990 – 1991 
• University of Nevada Las Vegas, Las Vegas, Nevada, 1991 – 1992 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, 
fax number and email address.   


 
Robert Boswell 
Chief Executive Officer 
Nevada Behavioral Health Systems 
801-403-1100 
702-857-8801 (fax) 
roberthboswell@gmail.com 
 
Dr. Anis Abi-Karam 
Executive Director 
Human Behavioral Institute 
702-248-8866 
702-248-6920 (fax) 
akaram@hbinetwork.com 
 
Scott Hillegass 
President, Chief Executive Officer 
Fundamental Clinical and Operational Services, LLC 
702-605-9082 
702-341-0382 (fax) 
Scott.hillegass@fundltc.com 



mailto:roberthboswell@gmail.com

mailto:akaram@hbinetwork.com

mailto:Scott.hillegass@fundltc.com





 
 
 
 


Attachment 4.4-12 
Resume 


Michelle Agnew  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Michelle Agnew Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director of Behavioral Healthcare Options  


# of Years in Classification: 15.5 # of Years with Firm: 6   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Responsible for the operation and utilization management of behavioral/mental health services for Health Plan 
of Nevada (HPN) members in Nevada, including WA Medicaid. Oversees BH provider network, including 
quality assurance, contract development and execution, credentialing, rate negotiation, capitated PMPM, 
claims, utilization management, clinical projects, call center, delivery of services and management of contracts. 
NCQA and URAC requirement compliance. Delivers presentations to large groups (e.g., state). Maintains close 
relationship with inpatient facilities and provides operational oversight of capitated providers. Continually 
creates or reviews policies and procedures. Insurances include Nevada and Washington Medicaid, Medicare, 
HMO, POS and FFS plans.  


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
06/2010 to Present 
Health Plan of Nevada 
Behavioral Healthcare Options, Inc. (BHO) 
2720 Tenaya Way 
Las Vegas, NV 89133 
BHO Executive Director 


Provide the expertise of the BH specialty within Health Plan of Nevada. Responsible for all BH operational 
and clinical oversight including subcontracted capitated entities. 


02/2000 to 02/2010 
Nevada Health Centers, Inc. 
4415 Spring Mountain Road 
Las Vegas, NV 89106 
Chief Operations Officer 


Responsible for the operation and human resources of the largest nonprofit for the state of Nevada. Private 
not-for-profit organization, federally qualified health center (FQHC) 501(c)3, comprising 36 sites statewide, 
340 employees, of whom 54 are providers – 180,000 patient visits with an annual budget exceeding $35 million. 
Services include family practice, Call Center, WIC, dental, homeless, mammography, eligibility and outreach 
programs and OB/GYN practices. Directly responsible for all operations, insurance contract negotiation and 
development, HR, physical plant, budgets, developing and enhancing programs, and formulating strategic 
planning. Controller of Las Vegas Administration and active participant on many community boards. 
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EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
University of Phoenix (Nevada Campus), Las Vegas, Nevada, Master of Business Administration (MBA) 
Master of Health Care Management (MHCM) 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Les Grey 
Medical Operations Consultant 
(248) 369-6164 
Les_grey@yahoo.com 


Steven C. Hansen 
President/CEO Presbyterian Medical Services 
New Mexico, FQHC 501(c)3 
1422 Paseo de Peralta, Santa Fe, New Mexico 87501 
(505) 629-6917 
Steve_Hansen@pmsnet.org 


Allen Flagg 
CEO/Harmony Health Care 
Post Road 
Las Vegas, Nevada 89148 
(702) 601-2532 
aflagg@harmonyhc.com 



mailto:Les_grey@yahoo.com

mailto:Steve_Hansen@pmsnet.org

mailto:aflagg@harmonyhc.com
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L. Erin Russell 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc.  


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: L. Erin Russell Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Vice President of State Government Affairs  


# of Years in Classification: 4 # of Years with Firm: 4   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Professional experience includes responsibility for creating strategic public policy engagement and business 
advancement initiatives related to state and local regulations; acts as an advocate and liaison for business, 
industry and community related to health care policy and reform; closely monitors legislative and regulatory 
activity that affects client(s); drafts legislation and amendments; and testifies to legislative committees.  


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
2/2012 to Present 
UnitedHealth Group 
Las Vegas, Nevada 
Vice President of State Government Affairs 


Responsible for network strategy development by line of business: HMO, PPO, Medicaid and worker’s 
compensation. Negotiate provider, facility and ancillary agreements. Oversee credentialing, contracting, 
servicing and directory operations for provider network. Review modeling of proposals and financial impact of 
recommended contract changes. Honors: UnitedHealth Group Government Affairs Department Business 
Development Inaugural Award (2013).  


 Develop and lead the implementation of strategy, relationship development, public policy engagement 
and overall business advancement initiatives with key state and local policy makers 


 Serve as primary liaison with state policy leaders and between external groups in Nevada, Idaho, Utah 
and Alaska 


 Identify emerging policy/political issues to foresee and expand corporate opportunities, mitigate 
potential business risk, and facilitate ongoing dialogue regarding health care modernization and reform 


 Work closely with state market CEOs and senior management throughout the various lines of the 
company’s health benefits (UnitedHealthcare) and health services (Optum) business segments 


 Manage advocacy activities of outside counsel and external grassroots resources for optimal 
effectiveness 


 Establish the budget process for political contributions in designated states 
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12/2005 to 2/2012 
Kaempfer Crowell Renshaw Gronauer & Fiorentino Law Firm (formerly Kummer, Kaempfer, Bonner, 
Renshaw and Ferrario Ltd.) 
Las Vegas, Nevada 
Director of Legislative Affairs (2010 – 2012) 
Government Affairs Advocate (2005 – 2010) 


Advocate before the Nevada State Legislature on behalf of clients that include but are not limited to: 
 AFLAC, Anheuser-Busch, 7-Eleven, Burlington Northern Santa Fe Railway and Charter 


Communications 
 Draft legislation, draft amendments and testifying before legislative committees 
 Prepare annual goals for the department and provide quarterly updates to the managing partner 
 Compose draft campaign budgets for the firm and legislative clients 
 Familiar with state elections and campaign reporting requirements and compile client PAC reports 
 Closely monitor legislative and regulatory activity that may affect the interests of our clients 
 Research policy issues and compile memorandums related to legislative history 


3/2002 to 12/2005 
Assembly Republican Caucus 
Las Vegas, Nevada 
Executive Director 


 Served as the central communication point for Republic Assembly legislators and the caucus leader 
 Developed and implemented legislative and campaign strategy with caucus leadership 
 Managed election campaigns for various Assembly district races by developing strategies, organizing 


workshops, and raising funds for the caucus and individual races 
 Communicated to political, community and business groups 
 Wrote media releases and researched policy issues for legislators 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
 University of Nevada, Las Vegas, Doctor of Philosophy, Public Affairs, May 2011.  


Dissertation: An Evaluation of Interim Sessions in State Legislatures. Honors: Phi Kappa Phi; Pi 
Alpha Alpha; Golden Key  


 George Washington University, Master of Arts, Political Management, July 2001. Dual Bachelor of 
Arts in Journalism and Political Science, May 2000 


 University of Nevada, Reno, Reno, Nevada. Honors: Top Ten Senior Women of the Year; Order of 
Omega; Greek Woman of the Year 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Bob Crowell 
Partner, Kaempfer Crowell Law Firm & Carson City Mayor 
510 West Fourth Street 
Carson City, NV 89703 
Phone: 775-884-8300 
Fax: 775-882-0257 
Email: rcrowell@kcnvlaw.com 


Lynn Hettrick 
Former Assembly Co-Speaker and Assembly Minority Leader, NV State Legislature 
1475 Glenwood Drive 
Gardnerville, NV 89410 
Cell: 775-434-3372 
Email: lhettrick@agri.nv.gov 


Tony Sanchez 
SVP of Policy and External Affairs, NV Energy 
6226 West Sahara Street 
Las Vegas, NV 89146 
Office: 702-402-5680 
Fax: 702-402-5300 
Email: tsanchez@nvenergy.com 



mailto:rcrowell@kcnvlaw.com

mailto:lhettrick@agri.nv.gov

mailto:tsanchez@nvenergy.com





Attachment 4.4-14 
Resume 


Michael Schramm 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Plan of Nevada, Inc. 


 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Michael Schramm Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director of Finance, Community & State  


# of Years in Classification: 15 # of Years with Firm: 18   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Fifteen years of experience as finance director in various roles including Government Programs Finance and 
Internal Audit. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
12/2000 to Present: 
Health Plan of Nevada (HPN) 
Las Vegas, Nevada 
Director of Finance 


Directs all financial services and reporting for the Medicaid and Medicare business within HPN. Responsible 
for all development and reporting of financial results in the company. 


10/1996 to 12/2000: 
Sahara Hotel & Casino 
Las Vegas, Nevada 
Corporate Controller 


Responsible for financial reporting and analysis. 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 
University of Nevada, Las Vegas, Las Vegas, Nevada, Business, Accounting, 1992 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 
Kari Pectol  
Group Services Supervisor 
HPN 
Phone: 702-682-2622 
kpectol@gmail.com 


Stacy Ross 
CFO 
Quality Mechanical 
Phone: 702-858-7584 
srosspert@aol.com 


Darren VanDover  
CFO 
Caesars Entertainment 
Phone: 815-405-4001  
dvandover@harrahs.com 



mailto:kpectol@gmail.com

mailto:srosspert@aol.com

mailto:dvandover@harrahs.com





 
 
 
 


Attachment 4.2.1.4.B-1 
HBI Resume 


Dr. Anis Abi-Karam  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Human Behavior Institute 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Dr. Anis Abi-Karam Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: President and Clinical Director of Human Behavior Institute  


# of Years in Classification: # of Years with Firm:   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Insert required information here. 


As a mental health professional with over 40 years of extensive and distinguished involvement in the mental 
health community, it has been my objective to facilitate the cultivation and development of a comprehensive 
and constructive design for the mental health community in the state of Nevada. Although I originally began 
my career in California, it has been an honor to serve the population of this great state since 1978. During 
my tenure as the clinical and executive director of Human Behavior Institute, I established the largest, 
independent mental health/managed care organization in Nevada. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


Insert here relevant experience as it relates to this project. 


Human Behavior Institute 


President 


2740 S. Jones Blvd., Las Vegas, NV 89146 


Dec 1978 – Present 


Administrative 


Manage   and  direct   the  work  of  a  private  agency   comprised   of  a  multidisciplinary   team  of 
professionals including  psychiatrists, psychologists, licensed  social  workers, marriage  and family 
therapists, and drug and alcohol counselors. The agency offers clinical services that are broad brush 
in scope. Treatment is offered to adults, adolescents, children and groups on both inpatient and 
outpatient basis. In addition to clinical services, the agency offers a myriad of programs geared 
toward industries and insurance companies. 


Clinical 


Provide evaluation, psychological testing, intervention, counseling and psychotherapy to adults, 
children, adolescents and families. Interests are in behavioral medicine, treating individuals who 
suffer from panic attacks, anxiety disorders, depression, pain, phobias and eating disorders. Utilize 
various techniques to deal with psychological issues such as bio-feedback training and hypnotherapy. 


Employee Assistance, Case Management and Managed Care 
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Developed and implemented Employee Assistance Programs to many industries throughout Nevada. 
Directs Utilization Management staff/Case Management system that encompasses pre-authorization, 
gatekeeping, concurrent review and retro-review for chemical dependency and psychiatric related 
diagnosis. 


Developed and implemented policies and procedures for utilization management/quality assurance, 
including utilization criteria for inpatient, partial and outpatient services. Developed and 
implemented utilization reporting and EAP reporting for all client base. 


Consulting 


Provide consultation to individuals, agencies and employers on personnel psychology, organizational 
development, employee assistance and human resources. Consult on issues concerning mergers, job 
satisfaction, communication processes, team building, personnel selection, grievances, job related 
problems and benefits planning. 


 


Las Vegas Mental Health Center 


Chief of Psychology, Dept. for Hospital Services 


6161 W. Charleston Blvd., Las Vegas, NV 89158  


Dec 1984 - Sept 1988 


Administrative 


Responsible for planning, organizing, supervising and directing the work of the psychology 
department.  Attended administrative meeting, served on various committees.  


Clinical 


Conducted multidisciplinary team meetings and participated in treatment and discharge planning. 
Provided evaluation, psychological assessment and psychotherapy to patients and their families. 
Reevaluated patients who had been committed through the court system. Evaluated patients for 
referrals to civil commitment. Dealt with all types of patient population at different levels of emotional 
severity. 


Training 


Provided in-service and educational training to hospital support staff. 


 


Las Vegas Mental Health Center 


Staff Psychologist 


6161 W. Charleston Blvd., Las Vegas, NV 89158 


Dec 1978 - Dec 1984 


Functioned as a staff psychologist at the agency. Worked full time from December 1978 until August 1979 
then shifted to part-time. Responsibilities included direct patient care to individuals, families and groups, 
intake evaluation and treatment plan, psychological testing and assessment, consultation and in-service 
training to various departments and conducted specialized treatment groups. Worked at the center's different 
departments, i.e., inpatient, outpatient and partial hospitalization programs. 


 


HOPE (Golden State) Community Mental Health Center 


Director, Adult Outpatient and Psychology Departments 


11600 Eldridge Ave, Lake View Terrace, CA 


Mar 1977 - Apr1978 


Responsible for planning, organizing, and directing the work of the Psychology and Outpatient Departments. 
Provided psycho-diagnostic evaluation, crisis intervention, consultation, counseling, and psychotherapeutic 
treatment for inpatients and outpatients. Provided consultation to social, legal and other related community 
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agencies. Functioned as a cross center "Team Leader" assigning inpatients and outpatients to therapists and 
counselors. Assigned therapists to intake and emergency duties. Supervised a branch office operation. 
Administered and established written policies and procedures. Evaluated and assisted with grant 
applications, budgeting, in-service education, staffing and quality control. Assigned therapists to develop 
technical expertise in areas necessary for the development of the center. 


 


Golden State Community Mental Health Center 


Director, Inpatient and Outpatient Departments 


11600 Eldridge Ave, Lake View Terrace, CA 
91342 


Aug 1976 - Mar 1977 


Responsible for planning, organizing, and directing the work of the Psychology and Outpatient Departments. 
Provided psycho-diagnostic evaluation, crisis intervention, consultation, counseling, and psychotherapeutic 
treatment for inpatients and outpatients. Provided consultation to social, legal and other related community 
agencies. Functioned as a cross center "Team Leader" assigning inpatients and outpatients to therapists and 
counselors. Assigned therapists to intake and emergency duties. Supervised a branch office operation. 
Administered and established written policies and procedures. Evaluated and assisted with grant 
applications, budgeting, in-service education, staffing and quality control. Assigned therapists to develop 
technical expertise in areas necessary for the development of the center. 


 


Golden State Community Mental Health Center 


Director, Adult Outpatient Department 


Lake View Terrace, CA 91342 


Feb 1975 - Aug 1976 


Responsible for overall operation of the Adult Outpatient Department which consisted of psychiatric, alcohol 
and drug abuse, and learning rehabilitation services. Supervised a branch office operation. Provided 
evaluation, consultation, and direct outpatient care as described in two previous jobs 


 


Golden State Community Mental Health Center 


Supervisor, Intake Admissions Office & Data Collection  


Lake View Terrace, CA 91342 


Mar 1974 - Feb 1975 


Responsible for the overall operation of the Intake Office and coordination of that office with other 
programs and services. Supervised staff and program development. Determined clinic procedures by 
developing forms and methods for processing patients and data collection to insure quality patient care and 
assure accountability of services. Provided direct psycho-therapeutic treatment. Screened and evaluated 
patient admissions, assigned patients to appropriate psychiatric programs, administered psychological tests 
and provided written report to appropriate agencies. 


 


Golden State Community Mental Health Center 


Outpatient Therapist, Adult Services 


Lake View Terrace, CA 91342 


Apr 1972 - Mar 1974 


 


Golden State Community Mental Health Center 


Inpatient Therapist, Adult Services 


Westwood, CA 


Jan 1971 - Jul 1972 
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Bay City Mental Health Center 


Marriage and Family Counselor Assistant 


Lake View Terrace, CA 91342 


Apr 1972 - Mar 1974 


 


Metropolitan State Hospital 


Psychological Assistant Trainee 


Norwalk, CA 


Oct 1970 - Feb 1971 


 


Harbor General Hospital 


Research Assistant - Neurology 


Torrance, CA 


Nov 1968 - Jun 1970 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


Insert here the requested educational information. 


United States International University, San Diego, CA, Doctor of Psychology, 1977 


Pepperdine University, Malibu, CA Masters of Science, 1970 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Insert here any certifications proposed individual has received. 


Clinical Psychologist, State of Nevada, December 12, 1987 


#PY0173 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 


Insert here a minimum of three (3) references with the above information. 


1) Robert Peprah, M.D.,  


Title: Psychiatrist, 


Organization: Self-employed 


Phone number: 702-248-8866 


Fax number: 702-248-1339 


Email: none 


2) Eugene Rosenman, M.D., Psychiatrist 


Organization: Self-employed 


Phone number: 702-362-7785 


Fax number: 702-586-333 


Email address: erosenman@yahoo.com 



mailto:erosenman@yahoo.com
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3) Marvin Glovinsky, Ph.D., Psychologist 


Organization: Self-employed 


Phone number: 702-362-7785 


Fax number: 702-362-4791 


Email address: bigbma@bmadoc.com 







 
 
 
 


Attachment 4.2.1.4.B-2 
HBI Resume 


Keith Q. Beagle  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Human Behavior Institute 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Keith Q. Beagle Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: HBI Business and Contracting Director  


# of Years in Classification: # of Years with Firm:   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Insert required information here. 


Nevada resident for 38 years. Successful careers in finance, sales and managed care. Extensive network 
developed throughout Nevada as a direct result of business, community, political and personal relationships. 
Served as Chairman of the Nevada Association of Health Plans for four years, appointed by Governor Guinn 
to Public Health Services Task Force and numerous boards. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


Insert here relevant experience as it relates to this project. 


The Keith Beagle Company 


Chief Executive Officer 


Las Vegas, NV 


2002 - Present 


The Company is focused on health care related issues. Past contracts include: development and licensing a 
physician owned medical malpractice mutual company in the State of Nevada, outpatient clinic projects for 
St. Rose Hospital (Catholic Healthcare West) and work for Schaller Anderson and Amerigroup, national 
manage care companies pursuing Medicaid opportunities in the State of Nevada. Currently contracted part 
time with Human Behavior Institute, a mental health HMO. 


 


i/mx, Inc. and subsidiaries AZ, NV, IA, and IL 


Senior Vice President, i/mx, Inc. 2001 - 2002 


Directed the government programs and represented the parent company and subsidiaries in the 
various State legislatures where licensed.  


NevadaCare, Inc. (subsidiary of i/mx, Inc.) 


President 


Las Vegas/Reno, NV 


1994 - 2001 


• Began with a small PCCM (Primary Care Case Management) program, completed the HMO 
licensing process and grew to become the State’s second largest HMO with over 70,000 members 
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and revenue in excess of $200 million per year. 


• Developed NevadaCare into the State’s largest Medicaid managed care program with 
approximately 40,000 enrollees. 


• The network included approximately 3300 physicians and 12 hospitals. 


• Acquisitions included the School of Medicine PCCM program and the Nevada HMO operations 
of Amil International, Humana and United Healthcare.   


 


Northern Nevada Health Network 


Chief Operating Officer  


Reno, NV 


1991 - 1994 


Took a small physician owned PPO network and expanded it to become one of the largest PPO’s in Northern 
Nevada. Prior to selling the PPO to Sierra Health Services, NNHN was serving approximately 75,000 
enrollees, with clients ranging from small employers to large insurance carriers, including the contract for 
the State of Nevada employees. NNHN was selected as one of the MCO networks for the State of Nevada 
workers comp managed care program. 


 


Valley Bank of Nevada Reno, NV 


Vice President, Corporate Business 
Development 


1988 - 1991 


• Secured relationships with major corporate customers relocating to Northern Nevada. 


• Managed the Northern Nevada Sales Department. 


Real Estate Loan Officer 1986 - 1988 


• Originated commercial real estate and construction loans. 


• Supervised construction process and monitored delinquent loans. 


• Authorized real estate loans within signing limit. 


• Analyzed pertinent financial and credit information. 


 


American Federal Savings and subsidiaries 


Commercial Loan Officer 


Staff Appraiser, Eagle Appraiser Services 
(subsidiary) 


Loan Officer, TMC Finciancial (subsidiary) 


Reno, NV 


Mar 1985 - Dec 1985 


Jan 1984 - Mar 1985 


Jul 1982 - Dec 1983 


 


United States Navy 1973 - 1985 
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EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


Insert here the requested educational information. 


University of Nevada, Reno, NV, B.S. Economics, 1982 


United States Navy, Aviation Electronics, 1972-1976 


Monache High School, Porterville, CA, High School Diploma, 1971 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Insert here any certifications proposed individual has received. 


Graduate, Omega Commercial Lending School 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 


Insert here a minimum of three (3) references with the above information. 


1) Robert List, Esq., Former Nevada Governor and Senior Partner  


Organization: Kolesar & Leatham 


Phone number: 702-362-7800 


Fax number: none 


Email address: rlist@rlistco.com 


2) John Guedry, President 


Organization: Bank of Nevada 


Phone number: 702-497-0278 


Fax number: none 


Email address: john.guedry@yahoo.com 


3) Mike Hansen, M.D. 


Organization: UMC Quick Care 


Phone number: 702-671-6552 


Email Address: lvhansens@cox.net 


 



mailto:rlist@rlistco.com

mailto:john.guedry@yahoo.com





 
 
 
 


Attachment 4.2.1.4.B-3 
HBI Resume 


Robert Peprah, M.D.  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Human Behavior Institute 


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Robert Peprah, M.D. Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: HBI Medical Director  


# of Years in Classification: # of Years with Firm:   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Insert required information here. 


Dr. Robert Peprah, MD is a board certified psychiatrist in Las Vegas, Nevada. He is currently licensed to 
practice medicine in Nevada. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


Insert here relevant experience as it relates to this project. 


Private Practice 


 


6039 Eldora Ave, Suite E, Las Vegas, NV 89146 


Aug 2003 - Present 


 


BHC Montevista Hospital 


Attending Electroconvulsive Therapy Unit 


5900 W Rochelle Ave, Las Vegas, NV 89117 


July 2000 - Present 


 


Private Practice 7432 W Sahara Ave, Suite 101, Las Vegas NV 89117 


Oct 1994 -Jul 2003 


 


Charter Counseling Center 


Medical Director 


2080 E Flamingo Rd, Las Vegas, NV 89119 


Jan 1995 - Jun 1997 


 


Southern Nevada Adult Mental Health 


Senior Psychiatrist 


Las Vegas, NV 


Jul 1993 - Jun 1995 
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Harlem Hospital Center 


Associate Attending Outpatient Services 


Associate Attending in charge of 
Electroconvulsive Therapy Unit 


Associate Attending Inpatient Services Day 
Hospital Service 


New York City, NY 


Jul 1988 - Jun 1993 


Jul 1988-Jun 1993 


Jul 1985 - Jun 1993 


 


Monteflore Rikers Island Health Services 


Psychiatrist 


Queens, New York City, NY 


Jul 1988 - Jun 1993 


 


Upper Manhattan Community Health Center 


Consulting Psychiatrist MICA Unit 


New York City, NY 


Oct 1983 - Jun 1988 


 


University of Nevada 


Assistant Clinical Professor 


Reno, NV 


Jul 1993 - Jun 1993 


 


Columbia University 


Clinical Instructor 


 


July 1982 - Jun 1993 


 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


Insert here the requested educational information. 


University of Ghana, Accra, Ghana, Pre-Medical, Jun 1971-Jul 1972 


Ghana Medical School, Accra, Ghana, M.D., 1976 


Internship: Harlem Hospital Center, New York, NY 


Surgery, Jul 1978 - Jun 1979 


Residency: Harlem Hospital Center, New York, NY 


Psychiatry, Jul 1979 - Jun 1982 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Insert here any certifications proposed individual has received. 


Board Certification, American Board of Psychiatry and Neurology, Nov 1983 


Licensure: Nevada: 832, Issued 7/1/1993-6/30/2017 


 New York: 143422, Issued 8/29/80 – Inactive 


New Jersey: 44121, Issued 1/1/1984-Inactive 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 


Insert here a minimum of three (3) references with the above information. 


1) Nabil Jouni, M.D., Psychiatrist 


Organization: Self-employed 


Phone number: 702-683-3452 


Fax number: 702-396-6550 


Email address: JouniMD@gmail.com 


2) Ani Abi-Karam, Ph.D., Psychologist 


Organization: Self-employed 


Phone number: 702-271-1395 


Fax number: 702-248-1339 


Email address: akaram@hbinetwork.com 


3) Mark Bush, M.D., Internal Medicine 


Organization: Self-employed 


Phone number: 702-364-1111 


Fax number: 702-364-8183 


Email address: none 



mailto:JouniMD@gmail.com

mailto:akaram@hbinetwork.com
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HBI Resume


Maureen Cash, RN,
CPHQ, CHCQM, CCM
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 


staff. 
 


Company Name Submitting Proposal: Human Behavior Institute  


 


Check the appropriate box as to whether the proposed individual 
is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: 
Maureen Cash, RN, CPHQ, CHCQM, 
CCM 


Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: HBI Quality Improvement Director  


# of Years in Classification: # of Years with Firm:   
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Insert required information here. 


Successful and progressive experience in the design and implementation of various health care programs 
in communities, hospitals and managed  care organizations. 


An innovator that can create and implement successful, efficient managed programs. A fully qualified 
manager with experience in developing programs, directing personnel and possesses knowledge of 
health care administration, as well as budgets. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


Insert here relevant experience as it relates to this project. 


Cash Consulting 


Self Employed Quality Healthcare Consultant 


Las Vegas, NV 


1998 - Present 


 


Humana Health Care Plans 


Quality Improvement Manager 


9900 Covington Cross Drive, Las Vegas, NV 89134 


Jan 1996 - 1998 


Responsible for the overall Quality Management Program for the health plan including Quality 
Management Committee coordination, monitoring of Quality Indicators, HEDIS programs, 
ambulatory reviews, preventive care programs and Quality Improvement Evaluation, Programs and 
Work Plan documentation for the market. 


Director of Workers’ Compensation  Jan 1995 - Jan 1996 


Directed the overall operations of a Managed Care-- workers' compensation Program. 
Coordinated case management for a State Industrial Insurance System contract totaling 9000 
employers and representing  55,000 employees. 







Revised: 09-25-13                   Resume Form Page 2 of 4 


Associate Executive Director Aug 1993 - Jan 1995 


Responsible  for the initial Reno expansion market provider contracting and development of the 
workers' compensation program for Humana. 


Executive Director Aug 1990 - Aug 1993 


Responsible  for the overall operations of the Nevada Humana market office. Services included 
HMO, PPO and Medicare Supplement product lines. 


Network Development Manager Nov 1988 - Apr 1990 


Network contracting for Humana's PPO and HMO with emphasis on fee schedules, market planning 
and provider education. Assisted market office in the development of the HMO start up. 


 


Blue Cross Blue Shield of Nevada 


Professional Services Manager 


NV 


1988 


Contract development for PPO for the entire state of Nevada. Development of a network of hospital and 
ancillary providers, directly responsible foe contract negotiation and implementation of a provider services 
program. (200 providers)   Negotiated contracts that directly improved the company's financial status. 
 


Foundation Health Plan 


Director of Operations  


Las Vegas, NV 


1986 - 1988 


Initial development and planning for HMO start up operation. Responsible  for the overall 
Administrative Operations including budget planning, market strategy and contract negotiation. Direct 
supervision of the Quality Assurance and Utilization Review Department, Claims and Customer Service. 


 


Kimberly Services 


Administrator 


Las Vegas, NV 


1985 - 1986 


Administrator for total health care delivery program including: Out of state recruiting of nursing personnel, 
staff relief, Medicare, Medicaid and private duty services. Responsible for budget, profit and Joss analysis, 
contract negotiations and marketing. 


 


Clark County Social Services 


Program Director 


Las Vegas, NV 


1983 - 1985 


Program Director of the Alternative Health Care Planning Program. Development  and implementation  of 
the initial stages discharge planning for the Southern Nevada Memorial Hospital (UMC) Coordinated with 
physicians  and community resources on appropriate discharge planning to avoid the patient readmission. 


 


Humana Sunrise Medical Center 


Employee Health Coordinator 


Las Vegas, NV 


1980 - 1983 
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Pierce County Health Department 


Director of Preventive Services 


 


1980 


 


State of Idaho 


Director of Preventive Services 


ID 


1979 


 


State of Alaska 


Director of Public Health Services 


AK 


1976 - 1978 


 


Yellowstone County Health Department 


Community Health Nurse 


WY 


1974 - 1976 


 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


Insert here the requested educational information. 


Montana State University, Bozeman, MT 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Insert here any certifications proposed individual has received. 


Nevada Registered Nurse - #RN11196, Issued 12/08/1980-5/21/2018 


Montana Registered Nurse - #MUR-RN-LIC-9275, Issued 6/1/1974-12/31/2015 


CCMC Certification #00053802, Issued 12/1/2012-11/30/2017 


Healthcare Quality Certification Commission #00016848 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address. 


Insert here a minimum of three (3) references with the above information. 


1) Marvin Glovinsky, Ph.D., Psychologist 


Organization: Self-employed 


Phone number: 702-362-7785 


Fax number: 702-362-4791 


Email address: bigbma@bmadoc.com 



mailto:bigbma@bmadoc.com
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2) Anis Abi-Karam, Ph.D, Psychologist 


Organization: Self-employed 


Phone number: 702-271-1395 


Fax number: 702-248-1339 


Email address: akaram@hbinetwork.com 


3) Keith Beagle, Consultant 


Organization: Self-employed 


Phone number; 702-528-7777 


Fax number: none 


Email: kgbeagle@aol.com 


 



mailto:akaram@hbinetwork.com
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9.3.3.8 Tab VIII – Other Informational Material 
Vendors must include any other applicable reference material in this section clearly cross referenced with 
the proposal. 


Attachment 4.2.1.4.A Vendor Information for HBI follows this page. 
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9.3.3.6 Tab VI – Section 4 – Company Background and References 
Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section. This section must also include the requested information in Section 
4.2, Subcontractor Information, if applicable. 


4.1 Vendor Information 
4.1.1  
Vendors must provide a company profile in the table format below.  


Question Response 
Company name: Anis Abi-Karam LTD d/b/a Human Behavior 


Institute 
Ownership (sole proprietor, partnership, etc.): Domestic Professional Corporation 
State of incorporation: Nevada 
Date of incorporation: 6/9/1995 
# of years in business: 29 
List of top officers: Anis Abi-Karam, President 
Location of company headquarters: 2740 South Jones Blvd., Las Vegas, NV 89146 
Location(s) of the company offices: 2740 South Jones Blvd.  


Las Vegas, NV 89146 
6039 Eldora Avenue, Suite A  
Las Vegas, NV 89146 
6039 Eldora Avenue, Suite E  
Las Vegas, NV 89146 
6039 Eldora Avenue, Suite F  
Las Vegas, NV 89146 
6039 Eldora Avenue, Suite H  
Las Vegas, NV 89146 
6590 S McCarran Blvd, Suite A  
Reno, NV 89509 


Location(s) of the office that will provide the 
services described in this RFP: 


HBI will provide services in the locations listed 
above and will rely on its network of over 400 
mental health providers in Southern and 
Northern Nevada. 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


HBI has 139 employees and more than 400 
independent network providers in Southern and 
Northern Nevada. 


Number of employees nationally with the expertise 
to support the requirements in this RFP: 


HBI has 139 employees and more than 400 
independent network providers in Southern and 
Northern Nevada. 


Location(s) from which employees will be assigned 
for this project: Clark and Washoe counties in Nevada 
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4.1.2  
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a 
contract can be executed between the State of Nevada and the awarded vendor, unless specifically 
exempted by NRS 80.015. 


Anis Abi-Karam Ltd d/b/a Human Behavior Institute is a resident corporation registered and 
licensed in the state of Nevada (a copy of the current business license is included in this RFP) 


4.1.3  
The selected vendor, before doing business in the State of Nevada, must be appropriately licensed by the 
State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the Nevada 
Business License can be located at http://nvsos.gov. 


Question Response 
Nevada Business License Number: NV19951093065 
Legal Entity Name: Anis Abi-Karam LTD 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes  No X 


If “No,” provide explanation. 


Anis Abi-Karam LTD does business as Human Behavior Institute. 


4.1.4  
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements before proposal submittal. Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Anis Abi-Karam Ltd d/b/a Human Behavior Institute (HBI) is a licensed organization in the 
state of Nevada, Clark County and Washoe County. HBI is also licensed to perform utilization 
reviews by the Nevada Department of Insurance, and is fully accredited for Health Utilization 
Management by URAC since 2007.  


4.1.5  
Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes X No  


If “Yes,” complete the following table for each State agency for whom the work was performed. Table can 
be duplicated for each contract being identified. 


Question Response 
Name of State agency: Southern Nevada Adult Mental Health Services 
State agency contact name: Robyn Fine 
Dates when services were performed: 7/2013 – 3/2014 
Type of duties performed: Performed mental health assessments in Southern 


Nevada’s general hospital emergency departments for 
uninsured patients 


Total dollar value of the contract: Total amount not to exceed $850,000.00 



http://nvsos.gov/





 
Helping People Live Healthier Lives 


 


State of Nevada Purchasing Division Part IB - Technical Proposal 


Page 4 of 38  RFP #3260 
 


4.1.6  
Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of 
its agencies, departments or divisions? 


Yes  No X 


If “Yes,” please explain when the employee is planning to render services, while on annual leave, 
compensatory time or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


Employee Name and Title Date Hired Services Provided Previous State of Nevada 
Agency Affiliation 


Aisha Devera, PsyD 1/11/2016 Mental health 
evaluations, 
psychological testing 
and psychotherapy. 


SNAMHS (2/2014-11/2015) 
DRC (4/2012-2/2014) 


 


4.1.7  
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation 
in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the 
State of Nevada or any other governmental entity. Any pending claim or litigation occurring within the past 
six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract 
is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


If “Yes,” please provide the following information. Table can be duplicated for each issue being identified. 


Question Response 
Date of alleged contract failure or breach: N/A 
Parties involved: N/A 
Description of the contract failure, contract 
breach or litigation, including the products 
or services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of the dispute: N/A 
If the matter has resulted in a court case: Court Case Number 


N/A N/A 
Status of the litigation: N/A 
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4.1.8  
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 3260. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP. Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific. If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Agree. 


4.1.9 Company Background and History 
Company background/history and why vendor is qualified to provide the services described in this RFP. 
Limit response to no more than five (5) pages. 


Please see Section 4.1.11 Corporate Background. 
4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


No, we are not a qualified health maintenance organization. 


4.1.10  
Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 


HBI has been providing mental health care services and managed care programs since 1990 
and initially sub-contracted as behavioral health Medicaid Managed Care provider in 1995. 
HBI tailors its clinical and operational systems to support specific populations; serving both 
commercial and public sector groups, small and large businesses, union trust funds and 
nationally recognized insurance plans. 


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  


Dr. Anis Abi-Karam, a licensed clinical psychologist and established Nevada resident founded 
Human Behavior Institute in 1990. As a behavioral health professional, Dr. Abi-Karam’s 
public sector service history goes back to the 70s when he directed and supervised a 
multidisciplinary community mental health agency in California and served an 
underprivileged population comprised of over 40 percent Hispanic, 40 percent African-
American and the rest was mixed racial background. Dr. Abi-Karam’s multicultural 
awareness is inherent as he himself comes from a hard working immigrant family who has 
owned and operated small businesses in Southern Nevada and has contributed to the 
economic growth of the community. After years of service to Californians, Dr. Abi-Karam 
transplanted to Las Vegas, Nevada in the late 70s and continued his service to the Southern 
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Nevada mental health community where he started hands-on experience in mental health 
utilization management and provided professional service as a consultant to community 
agencies. Different state and local agencies have sought Dr. Abi-Karam’s recommendations in 
developing and monitoring community mental health programs.  


As it is recognized today, Human Behavior Institute (HBI) is a full-service behavioral health 
organization. HBI develops and implements managed behavioral health services to Medicaid, 
Medicare, commercial insurance plans, employee assistance programs, self-funded employers, 
union trusts and third-party administrators. HBI’s services manage mental health and 
substance abuse treatment across a continuum of care. Accountability, creativity and 
measurable outcomes are hallmarks of HBI’s behavioral care products. HBI tailors its clinical 
and operational systems to support specific populations and serving both commercial and 
public sector groups, small and large businesses, union trust funds and nationally recognized 
insurance plans.  


Human Behavior Institute began performing utilization management (UM) in 1987 – at the 
time when managed care was at its infancy. Throughout the years, headed by its founder and 
president, Dr. Anis Abi-Karam, Ph.D., HBI has developed comprehensive UM procedures and 
criteria recognized as one of the best in the country. Adhering to high standards, Dr. Abi-
Karam has provided consultations to major national insurance groups on establishing and 
implementing UM protocols. HBI’s UM adheres to NCQA and URAC standards and often 
exceeds guidelines established by these two accreditation bodies. HBI’s UM is currently on its 
fourth term of accreditation with URAC and has met or exceeded accreditation expectations 
since its first qualification in 2007.  


Understanding the needs of the community, HBI developed a provider network in Nevada 
currently consisting of over 400 multidisciplinary mental health clinicians: licensed board-
certified M.D./O.D./psychiatrists, psychologists, clinical social workers, applied behavioral 
analysts, alcohol and drug counselors, marriage and family therapists and certified mental 
health clinicians. HBI’s provider network is mature, well established and has the most 
qualified clinicians in the state of Nevada. Most of the providers have been panel members for 
more than a decade. This exhibits stability and the quality of services being rendered, ensuring 
satisfaction among members as well as providers.  


HBI’s provider selection process is rigorous – recruiting only those providers who are 
experienced in their field of specialty and have good community standing. HBI offers weekly 
clinical training and communications on practice guidelines and updates to network 
providers. As a result of consistent education and communication, requests for mental health 
services are appropriate and within established clinical practice standards and medical 
necessity criteria.  


Combining behavioral health managed care services with a multidisciplinary clinical staff 
model, HBI has pioneered effective and measurable specialized programs that are 
unparalleled nationwide; where decisions are based upon clinical outcomes instead of a 
business model. Recognizing the unique psychosocial needs that go beyond traditional 
counseling and psychotherapy, HBI develops and implements specialized programs that 
address the targeted issues of Medicaid plan recipients. HBI's clinical and administrative 
programming stems from years of working with this population, having been involved with 
Nevada Medicaid Managed Care since 1995, offering services to state, county and other local 
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agencies. Offering hands-on clinical services has given HBI the sensitivity and in-depth 
knowledge to create specialized programs unmatched by any national behavioral health 
managed care company. 


HBI’s current specialized programs include: 


 Crisis Mobile Team (also referred to as the Mobile Response Team) 
 Adult and Children/Adolescent Crisis Stabilization Unit (“CSU”) 
 CSU After-care/Social Club 
 Case Management 
 Groups homes 
 Peer Certification (in process) 
 Family and Home Environment Assessment 
 Parenting Class 
 General Group Therapy for Children and Adolescents 
 Adolescent CD Group 
 Confident Young Women Healthy Bodies Healthy Minds 
 Children of Divorced Parents 
 Children with Asperger’s 
 Left Behind 
 Discipline through Martial Arts 
 Anti-Bullying Group 


The above value-added specialized programs, many of which are non-reimbursable services, 
have proven to be very powerful in augmenting traditional therapeutic interventions, resulting 
in expedited recovery, decreasing the members’ need for day treatment, inpatient 
hospitalization and other more intensive services and substantially reducing the cost of 
treatment. 


Traditionally, HBI provides a full range of customized products and services. Whether it is 
small business, union fund, public sector organization, self-funded plan or large insurance 
carrier they have the expertise to tailor a program specifically to the group’s needs. 


HBI’s clinical services also include: 


 Individual counseling 
 Marriage and family counseling 
 Medication management 
 Employee assistance programs 
 Spotlight Addiction Recovery Program 
 TeenTalk Adolescent Program 
 Renaissance Golden Years  
 OPEN Outreach Psychiatric Evaluation Program  
 HEART Home Enrichment And Rehabilitation Treatment Program  
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 Psychosocial rehabilitation 
 Independent living skills 


HBI’s clinical and managed care activities are monitored by an independent Quality 
Improvement Committee (QIC) which consists of plan representatives, independent medical 
physicians, psychiatrists, psychologists, social workers, claims manager, credentialing 
director, medical director, clinical director and quality management specialist. HBI’s QIC 
meets bimonthly to review HBI’s policies, utilization, denials and appeals, member and 
provider complaints, clinical services, quality improvement programs and regulatory 
compliance. In addition, HBI regularly reports contracted activities to HPN’s Quality 
Improvement Committee and Joint Organization Committee - ensuring regulatory 
compliance, review and remediation of quality improvement issues and pursuing opportunities 
to advance patient care. 
4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.  


Dr. Anis Abi-Karam, a licensed clinical psychologist and established Nevada resident, founded 
Human Behavior Institute (HBI) in 1990 and is the only principal shareholder of Anis Abi-
Karam LTD. 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada? This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


HBI is a resident firm of Nevada. Founder Dr. Anis Abi-Karam has been a Nevada resident 
since 1979. 
4.1.11.4 The location of disaster recovery backup site. 


HBI maintains a comprehensive business continuity and disaster recovery plan that 
consistently receives special mention during URAC accreditation reviews with the possibility 
of being nominated for best practices. HBI’s  plan covers all areas that prove to be a potential 
risk to operations, including but not limited to business process details; plan intro, plan 
overview and general recovery information; critical customer, vendors, regulators, contracted 
entities; vital records and off-site storage locations. 


Human Behavior Institute has fully equipped, fully functional administrative and clinical 
offices located at: 


 2740 South Jones Blvd. Las Vegas, NV 89146 
 6039 Eldora Avenue Suite A Las Vegas, NV 89146 
 6039 Eldora Avenue Suite E Las Vegas, NV 89146 
 6039 Eldora Avenue Suite F Las Vegas, NV 89146 
 6039 Eldora Avenue Suite H Las Vegas, NV 89146 
 6590 S McCarran Blvd, Suite A, Reno, NV 89509 


HBI’s plan identifies specific interruption level and responses, patient contact, patient care 
delivery, and responsibility matrix in the event of: 
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 Loss of access to the facility (without equipment or system failure) 
 Equipment failure (with or without data loss) 
 Disruption of power supply or telecommunication (at service provider level) 
 Human Error, Sabotage or Strike 
 Social Unrest or Terrorist Attacks 
 Fire 
 Natural Disasters (Flood, Earthquake, etc.) 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Anis Abi-Karam, Ltd., d/b/a Human Behavior Institute 


Anis Abi-Karam, President and/or Keith Beagle, Business and Contract Director 


2740 South Jones Blvd., Las Vegas, NV 89146  


Phone: 702-248-8866 
4.1.11.6 The size of organization in assets, revenue and people. 


HBI has more than $15 million in assets and revenue, 139 HBI personnel and more than 400 
independent network providers in Southern and Northern Nevada. 
4.1.11.7 The organizational chart of your senior management area by function including key personnel. 


 
4.1.11.8 The areas of specialization. 


HBI and its entire network of providers specialize in behavioral/mental health and chemical 
dependency disorders.  
4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


One hundred percent of the revenue of Anis Abi-Karam, LTD is derived from providing a 
continuum of behavioral health services, managed care services, UM, claims processing and 
adjudication and/or provider network access for contracted insurance plans and trusts. 
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HBI’s revenues are split with approximately 60 percent originating from Medicaid/public 
sources and the other 40 percent from commercial, EAP, trust and self-funded lines of 
business. 
4.1.11.10 The corporate philosophy and mission statement. 


HBI believes that the management and delivery of behavioral health services is a partnership 
among members, providers, employers and shareholders. 


HBI promotes early intervention, wellness and high-quality accessible behavioral health to 
our customers in an efficient and financially sound manner.  


HBI accomplishes these goals with a team of highly creative, dedicated, professional and 
skilled staff members and providers. As a team, we regularly evaluate current practices and 
implement innovative programs and services to meet the needs of our industry partners. Our 
flexibility allows us to address the needs of our members, providers and employers with 
accessible, cost-effective and clinically appropriate resources. 


4.1.11.11 A description of any plans for future growth and development of your organization. 


With assistance from HPN’s behavioral health department, HBI continually reviews reports 
and statistics to proactively review expansion when the need arises. For example, inpatient 
admission utilization in northern Nevada is closely monitored. Since January 2016, there have 
only been 42 HPN Medicaid inpatient admissions. If this utilization should significantly 
increase, they are ready to begin a Mobile Response Team in the Reno area.  


During the past year, HBI purchased a new office space in Reno to facilitate expansion. In 
Las Vegas an additional parcel that is adjacent to our current Jones campus was just acquired 
to allow for further expansion. In Southern Nevada, HBI has expanded from our original 
5500 square foot office to more than 20,000 square feet, as a result of HPN/HBI’s contractual 
relationship designating HBI as HPN’s Capitated Medicaid Managed Care provider, which 
commenced in 2011. 


With combined capability to provide managed care and clinical programs, they will continue 
to develop behavioral health and addiction programs based upon community needs. To 
support the growth and development of our services, they invest in advanced information 
systems that have paperless record management features, allowing our clinicians to have 
quick access to patient care information pursuant to regulations created to protect PHI and 
ensure HIPAA compliance. 
 4.1.11.12. Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified. For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


RECENT MARKET EXPANSION 
HBI expands locations and services based upon need and demand resulting from fluctuation 
needs of the HPN members, which includes coverage areas. HBI is always up for the 
challenge. When HBI entered into the exclusive contractual agreement with HPN, they acted 
quickly. Shortly after the agreement signing in June 2011, they added additional space to the 
operations in Southern Nevada with new provider offices and waiting room space. More 
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importantly, we opened new operations, where none previously existed, in Reno to meet the 
demand of the HPN members in Northern Nevada. 


They make every effort to match the minority status of HPN members in regards to ethnicity. 
In addition to the above, they also upgraded our phone system capabilities to accommodate the 
increased volume directly related from HPN’s Medicaid business. The new upgrade allows for 
additional transfers, monitoring, reporting and performance measures.  


BEHAVIORAL HEALTH FREEDOM OF CHOICE EXPANSION 
HPN’s behavioral health department continually monitors and maintains diversity with their 
providers to meet the needs and cultural sensitivity of our Medicaid. With this review, HBI 
recruits minority clinicians.  


Soon after the exclusive agreement signing, HBI began facing the challenge of recruitment of 
mental health specialists. The goal is to recruit qualified U.S. citizens and legal permanent 
residents. HBI added information to their website and reached out to local 
universities/colleges and placed job postings in the following expanded cities: (California) Los 
Angeles, San Diego, Bakersfield, Fresno, San Luis Obispo, Inland Empire, Mojave County, 
Orange County, (Arizona) Phoenix, Tucson and (New Mexico) Albuquerque. Qualified 
candidates were being hired, but not enough. Subsequently, HBI decided to extend their 
recruitment to Mexico and have interviewed a number of highly qualified clinicians equal to 
those credentialed in the United States. 


Beginning June 2012, through the Treaty Non-Immigrant Visa/North American Free Trade 
Agreement (TN/NAFTA) provisions, HBI began recruiting and employing qualified 
professionals from Mexico to join their team of interdisciplinary and multicultural clinicians 
that are serving HPN’s Medicaid rapidly growing Hispanic community. 


Current growth efforts include:  


 Creating Crisis Stabilization Units for Children and Adolescents, and Adults 
 Creating the Children and Family Services Department to provide focused clinical 


services to children and families 
 Expanding to additional 10,000 square feet of office space to accommodate growing 


clientele at HBI’s Las Vegas and Reno offices; in addition to utilizing the services of 
our affiliated providers whose offices are located in other various areas in Clark and 
Washoe County 


 Upgrading communication equipment and reporting system to monitor quality in 
customer service 


 Expanding human resource department to ensure compliance with labor-related 
regulations  


 Employing qualified professionals who inherently understand the needs of a culturally 
diverse community 


 Improving information distribution and communication by enhancing the HBI 
network website, facilitating provider orientation trainings through web seminars, 
manuals and newsletters 
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 Emphasizing staff training and customer service by streamlining HBI’s policies and 
procedure handbooks 


 Participating in the National Health Service Corps as approved sites for our Las Vegas 
and Reno locations to augment our recruitment plan to enable our clinicians to qualify 
for the NHSC Loan Repayment Program 


 4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


As described in 5.1.9.1.A above, HBI has been providing mental health care services and 
managed care programs since 1990 and initially sub-contracted as behavioral health Medicaid 
Managed Care provider in 1995. HBI tailors its clinical and operational systems to support 
specific populations; serving both commercial and public sector groups, small and large 
businesses, union trust funds and nationally recognized insurance plans. 


4.1.12 Experience  
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


HBI is a full-service behavioral health organization that develops and implements managed 
behavioral health services to Medicaid, Medicare, commercial insurance plans, employee 
assistance programs, self-funded employers, union trusts and third-party administrators. Its 
services are designed to manage mental health and substance abuse treatment across a 
continuum of care. Accountability, creativity and measurable outcomes are hallmarks of 
HBI’s behavioral health care products. HBI tailors its clinical and operational systems to 
support specific populations and serving both commercial and public sector groups, small and 
large businesses, union trust funds and nationally recognized insurance plans.  


HBI began performing UM in 1987 – at the time when managed care was in its infancy. 
Throughout the years, headed by its founder and president, Dr. Anis Abi-Karam, Ph.D., HBI 
has developed a comprehensive UM procedures and protocol recognized as one of the best in 
the country. Adhering to high standards, Dr. Abi-Karam has provided consultations to major 
national insurance groups on establishing and implementing UM protocols. Their UM 
adheres to NCQA and URAC standards and often exceeds guidelines established by these two 
accreditation bodies. Our UM program is currently on its third term of accreditation with 
URAC and has met or exceeded accreditation expectations since its first qualification in 2007.  


Understanding the needs of the community, HBI developed a provider network in Nevada 
consisting of more than 300 interdisciplinary mental health clinicians: licensed board certified 
M.D./OD/psychiatrists, psychologists, clinical social workers, applied behavioral analysts, 
alcohol and drug counselors, marriage and family therapists and certified mental health 
clinicians. HBI’s provider network is a mature, well established and has the most qualified 
clinicians in the state of Nevada. Most of the providers have been panel members for more 
than a decade. This exhibits stability and the quality of services being rendered, ensuring 
satisfaction among members as well as providers. In 2006, they expanded their network to the 
State of Hawaii and continue to serve the communities in the main islands of Oahu, Hawaii, 
Maui, and Kawai with more than 200 network providers. 
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A. Managing a network of Medicaid Providers; 


HBI’s provider network is mature, well established and has the most qualified clinicians in the 
state of Nevada. Most of the providers have been panel members for more than a decade. This 
indicates stability and quality of services being rendered, ensuring satisfaction among 
members as well as providers. 


HBI’s provider selection process is rigorous – recruiting only those providers who are 
experienced in their field of specialty and have good community standing. HBI offers weekly 
clinical training and communications on practice guidelines and updates to network 
providers. As a result of the regular provider education, requests for mental health services are 
appropriate and within established clinical practice standards and medical necessity criteria. 


Providers’ practices are monitored through quality improvement initiatives such as: 


 After-hours emergency response 
 Site visits 
 Treatment record review 
 Utilization requests and trending 
 Provider access (within 25 miles) 


HBI’s provider network consists of: 


 Clark County: 
• 304 Individual Providers 
• 5 Psychiatric Facilities 


 Washoe County: 
• 72 Individual Providers 
• 1 Psychiatric Facility 


The following trends or scenarios are based upon the many years of experience they have 
observed in serving the Medicaid population: 


Medicaid members tend to call at the last minute claiming to have an urgent need to be seen 
immediately, but then tend to have a high “no show” rate when they are scheduled 


Providers are reluctant to see Medicaid members for the following reasons: 


 They tend to not show up for their appointments 
 Their mental health problems are psychosocial in nature; with emphasis on social, 


legal and financial issues. 
B. Managed care programs for Medicaid recipients; 


CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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CONFIDENTIAL INFORMATION 
The designated portions of this document and/or the information redacted from this document 
represent trade secrets in accordance with NRS 333.333 and is therefore exempt from 
disclosure.  Such information also represents confidential and proprietary information that is 
exempt from disclosure pursuant to applicable provisions of Nevada law.   Prior to any 
disclosure of this information, whether pursuant to a request by a third party or otherwise, 
please inform us so that we may assert any protections or defenses, in accordance with Nevada 
law. 
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C. Managing and improving health outcomes for program recipients; 


D. Administering Medicaid utilization and case management programs;  


HBI ensures that all patients, regardless of program enrollment, are assessed for case 
management. Case management is a supportive service provided to enhance treatment and 
services that best meet the needs of the patients. 


With more than 20 years of experience, our case management is comprehensive and designed 
to manage and reduce mental health care costs without compromising services. It 
encompasses coordination between behavioral and medical health care to help the patient heal 
medically and psychiatrically. Patients are introduced and guided through the system until 
they are discharged from treatment.  


HBI’s behavioral health case managers meet regularly with insurance plan medical case 
workers to discuss “cross-over” cases – bridging the services between the medical and 
behavioral health care. 


Features include but not limited to: 


 Early Identification of High Risk Patients  
 Evaluation and Referral  
 Utilization Review 
 Counseling 
 Discharge Planning 
 Patient and Provider Education 
 Intervention and Follow-Up 
 Monitoring treatment plans and compliance 
 Management Consultation 
 Coordination with Medical and County Agencies 
 Establish Level of Care/Special services 


• Refer to appropriate services (i.e. homebound, inpatient, RTC, group home, 
outpatient, etc.) 


• Wrap-around services (including rehabilitation and basic training services) 
• Coordinate for disease management 


E. Medicaid claims processing and adjucation; 


Submitted HBI claims are reviewed and processed within the timeframe set by regulatory 
standards of appropriate state and federal jurisdiction, and Division of Labor Regulations. 
Both members and providers that disagree with the claims processing determination have 
access to an appeal process. 


PROCEDURE 
HBI reviews claims for complete information and accuracy. Claims are then verified with 
HBI’s managed care system to confirm: 
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 Timely filing 
 Patient eligibility for services under the members benefit plan 
 Authorization by the HBI UM department 
 Diagnosis is eligible under the Mental Health and Chemical Dependency Benefit  
 Appropriate provider for the type of services  
 Numbers of visits have been within the authorization timeframe 
 If all of the criteria are met the claim is processed for payment. Following strict 


procedures and minimizing payment errors increases provider satisfaction and reduces 
complaints. 


FEATURES 
 HBI provides expedited automated claims processing assuring rapid and accurate 


payment. 
 HBI provides full claims processing service or claims processing via a third party 


administrator 
 HBI regularly meets and exceeds industry standards for claims timeliness and 


accuracy 
 Claim Processing Guidelines = 30 days for clean claims 
 HBI Average Processing ≤ 15 days (13.65 days based upon actual processed claims for 


2010) 
 Electronic filing option 


F. Project management; and 


HBI's quality improvement committee is the umbrella under which all review and monitoring 
activities are conducted. Quality management activities include the following: 


FUNCTIONS 
 Ascertain the quality of patient care provided  
 Monitor and maintain utilization compliance standards  
 Monitor and maintain credentialing standards and performance of providers and 


facilities  
 Monitor risk management issues  
 Monitor the process of the grievance committee  
 Monitor and report patient and provider satisfaction  


OBJECTIVES 
 Deliver appropriate quality and cost effective mental health care  
 Observe the delivery of effective, safe, and clinically sound care in the most appropriate 


setting  
 Provide ongoing monitoring of the care provided  
 Identify and resolve quality related issues  
 Implement recommendations and pursue opportunities to improve patient care  
 Ensure compliance with pertinent laws, regulations and accreditation standards  
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 Seek input from sources such as patient, service counselors and community agencies  


ACCOUNTABILITY 
Human Behavior Institute’s entire activities are monitored by the Quality Improvement 
Committee which meets monthly to review policies, utilization, credentialing, complaints, and 
clinical services delivered by HBI and HPN’s network. 


QUALITY IMPROVEMENT COMMITTEE 
HBI's Quality Management Committee members are consisted of: 


 Behavioral Health Clinicians 
• Psychiatrists 
• Psychologists 
• Licensed clinical social workers 


 Board certified general practitioner M.D. 
 Plan administrator representatives 
 Behavioral health billing and office management representative 
 Provider services coordinator 
 Certified UM-QM nurse practitioner 
 Each committee member executes a confidentiality agreement to maintain patient and 


provider information in strict confidence 
G. Qualifications of key personnel. 


Please refer to Attachment 4.2.1.4.B Qualifications of Key Personnel 
4.1.12.2 Describe your experience with performance incentives based upon targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


HBI incentivizes behavioral health inpatient and outpatient facilities by providing additional 
overflow business when they have proven to have excellent treatment plans and patient health 
outcomes. For example, Desert Parkway Behavioral Healthcare Hospital in Las Vegas, 
Nevada, has proven to lower the inpatient length of stay (LOS) by 21 percent. Since they are 
always willing to assist HBI and work together in transitioning patients smoothly to outpatient 
appropriate services, members have moved back quickly to productive life styles. HBI 
incentivizes Desert Parkway Behavioral Healthcare Hospital by providing additional inpatient 
admissions. 


Additionally, for our outpatient care providers we detail specific data reports for compliance 
reporting. For outpatient providers we examine access, UM response times, complaints and 
patient satisfaction surveys. HBI incentivizes these outpatient providers by providing 
additional outpatient referrals that originate from our Client Care Coordinators. 
 4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols and 
development of best practices. 


Affordable Care Act (ACA) and Medicaid Expansion has Absorbed a Majority of HBI’s 
Investment 
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 Recently HBI underwent the URAC reaccreditation process. The URAC representative 
noted that many areas of our operations were “best practice” worthy. Most noteworthy 
of these “best practices” originates from our diligent work to accommodate newly 
eligible members under the Affordable Care Act that was implemented in 2014. 


 In 2014 we began our Medication Management clinic to accommodate the transition of 
uninsured clients receiving medication management from Southern Nevada Adult 
Mental Health to our clinic as newly insured members. 


 In 2015 we established our Adult Crisis Stabilization Unit to work in conjunction with 
our Case Management program and our Medication Management clinic.  


 Also as mentioned throughout this RFP, HBI has provided best practice performance 
with the development of the Mobile Response Team, whereby inpatient admissions 
have significantly reduced and members are placed in an appropriate level of care.  


 In addition, their ability to create outpatient specialized groups to meet the needs of 
HPN’s members is notable. Without HBI’s innovative approach to create unique 
services, we believe the patient health outcomes would not be as successful and 
inpatient admissions would increase. 


ELECTRONIC HEALTH RECORDS 
HBI is currently in the process of implementing Electronic Health Records (EHR) to better 
serve our clients. It will provide enhanced coordination of care relating to the following 
services: 


 Mobile Response 
 Home Assessment 
 Case Management 
 Crisis Stabilization Unit 
 Prescribers 
 Clinical Services 
 Administrative Services (including Utilization Management and internal referral 


tracking) 
 Medical (e.g., PCP/Specialty providers) 


We feel comfortable stating that our EHR will be the only system in the country that will fully 
integrate clinical, medical, utilization management, practice management, and managed care 
into one cohesive system. 
 4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


HBI has been a subcontractor providing behavioral health services to the Medicaid population 
since the late 1900s. Additionally, in 2013 we contracted with Southern Nevada Adult Mental 
Health Services to provide Mobile Response emergency room assessments for the uninsured 
population. 
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 4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please refer to above section G. Qualifications of Key Personnel for résumés of key HBI 
personnel. 


Employee Name Credential Job Title/Responsibility Bilingual 
Executive/Administrative Staff 
Abi-Karam, Anis Ph.D. HBI President/Clinical Director Arabic 
Beagle, Keith  Business and Contract Director  


Cash, Maureen RN, CPHQ, 
CHCQM, CCM QI Director  


Peprah, Robert M.D. Medical Director  


Deaton, Resurreccion  Sr. Executive Assistant  
to Dr. Abi-Karam 


Tagalog, 
Spanish 


Goldstein, Bianca  Executive Assistant  
to Dr. Abi-Karam   


Duarte, Delilah  UM Assistant Spanish 
Rodriguez, Oleydis  UM/Intake Assistant Spanish 
Keperling, Patricia   Business Office Manager  
Durant, Sandra L  Business Manager  Assistant  
Estrada, Aimee  Business Office Assistant Spanish 
Parra, Alicja  Receptionist Russian 
Torres, Tania  Receptionist Spanish 
Hearn, Lisa  Office Manager  
Honeycutt, Telisha  Receptionist  
Martinez, Yvette  Receptionist Spanish 
Sanchez, Jennifer  Receptionist Spanish 
Castillo, Denise  Receptionist Spanish 
Davies, Carrie  Receptionist-Reno  
Johnson, Felissia  Office Manager-Reno  
Kempski, Loretta  Receptionist  
Landros, Marne  Receptionist Spanish 
Martinez, Yvette  Business Office Assistant Spanish 
Santos, Adail  Receptionist Spanish 
Vergara, Laura  Receptionist Spanish 
Arellano, Branden  Office Clerk  
Garay, Gabriella  Office Clerk Spanish 
Garcia, Martha  Office Clerk Spanish 
Kesl, Fatima  File Clerk  
Ledesma, Jessica  File Clerk  
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Employee Name Credential Job Title/Responsibility Bilingual 
Paiz, Karla  Office Clerk Spanish 
Slocum, Joseph  Office Clerk  
Wehner, Elizabeth  Mobile Team Clerk Spanish 
Aker, Zachery  Scanner  
Sanchez, Dorian  Scanner Spanish 
Salcedo, Nicole  Scanner  
Garillo, Abel  Scanner  


Quilit, Helen  Human Resources /Provider 
Relations /Credentialing Director  


Rangel, Gina  Credentialing Assistant Spanish 
Morrison, Susan  Claims Manager  
Hart, Kymberlee  Claims Data Entry  
Wilkin, Elizabeth  Claims Processor  
Marrota, Barbara  Intake Supervisor  
Rincon, Karina  Intake Spanish 
Del La Cruz, Alejandro  Intake Spanish 
Aleman, Ashleigh  Intake  
Vegara, Joseph  Maintenance/Janitorial Spanish 
Madrid, Roberto  Maintenance/Janitorial Spanish 
Clinical Staff – Las Vegas 
Peprah, Robert M.D. Psychiatrist/Medical Director  
Drohobyczer,Martha APRN APRN  
Incera, Alejandro APRN APRN  
Feth, Leslie APRN APRN  


Arendsen, Barbara  
Ph.D.-Screening/School 
Services/Referrals 
 


 


Devera, Aisha PsyD Psychologist-Mobile Team  
Aminigohar, Elham  Psychologist  
Arevalo, Souneh  MFT-I Therapist  
Campos, Suzanne LCSW Therapist  
Cervera, Richardo LADC Case Manager/ Addiction Counselor Spanish 


DeStefani, Giulliana LMFT Therapist Portuguese, 
Spanish 


Slavin, Sandra CSW-I Therapist  
Masterson-Brodie, 
Brenda CSW-I Therapist  


Sober, Annette LADC Addictions Counselor  
Paisano, Robert LADC Addictions Counselor  
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Employee Name Credential Job Title/Responsibility Bilingual 


Cid, Maria R. Speed Psychology Assistant / 
Rapid Response Team Spanish 


Chang, Sylvia  Psychology Assistant / 
Rapid Response Team  


Sorrell, Suzanne RN Rapist Response Team  
Michael McGrath RN Rapid Response Team  


Cohen, Daniel BA Field Supervisor-Rapid Response 
Team  


Rodriguez, Vincent MA Rapid Response Team Japanese, 
Italian 


Waite, Jill  Rapid Response Team  
Wilkins, Valerie  Rapid Response Team  
White, Jason MA Rapid Response Team  
Williams, Kelly Noelle  Rapid Response Team  
Zamora, Valerie BA Case Management  
Drennen, Sarah LSW Case Management  
Donze, Lisandra  Case Management  
Malone, Maresia  Case Management  
Rodriguez, Norma CMA Meds Management Medical Assistant Spanish 
Williamson, Germaine  Case Management  
Gray, Myisha  PSR/BST Manager  
Booker, Jazmine  PSR/BST Counselor  
Bravo, Leticia  PSR/BST Counselor Spanish 
Carter, Ashley  PSR/BST Counselor  
Cotton, Krystal  PSR/BST Counselor  
Navarro, Tia  PSR/BST Counselor Spanish 
Smith, Glover  PSR/BST Counselor  
Uribe De La Rocha, 
Abraham  PSR/BST Counselor Spanish 


Wilson, Artavia  PSR/BST Counselor  
Pouncy, Calvin M’Ed Counselor  
Pautz, Colleen  Screening/School Services/Referrals  
Padilla, Thomas  HEART Coordinator Spanish 
Clinical Staff - Reno 
Souza, Katherine Ph.D./MFT Regional Director  
Lawrence, Angelene M.D. Psychiatrist-Reno  
Goicoechea,Nora APRN APRN-Reno  
Lowey, Theresa MFT Therapist-Reno  
Carroll, Lorraine MFT Therapist- Reno  
McKnight, Tami Jo MFT Therapist-Reno  
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Employee Name Credential Job Title/Responsibility Bilingual 
Combs, Lauri LCSW Therapist-Reno  
Parker, Alan D  Case Management-Reno  
White, Gina MA Case Management Counselor  
Ramirez, Brenda  PSR/BST Counselor-Reno Spanish 
Rodriguez, Patricia CADC PSR/BST Counselor-Reno Spanish 
Menzies, Lacy CADC Supervisor PSR/BST Counselor-Reno  
Schumann, Desiree  PSR/BST Counselor-Reno  


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A. Information Systems 


Bianca Goldstein, executive assistant 


End2End Computer Support 
B. Utilization/Case Management 


UTILIZATION MANAGEMENT 
 Delilah Duarte, UM Assistant 
 Oleydis Rodriguez, UM Assistant 


CASE MANAGEMENT 
 Sylvia Chang, PsyD, CM Director 


Southern Nevada: 


 Ricardo Cervera, LADC, case manager 
 Sarah Drennen, LSW, case manager 
 Valerie Zamora, case manager 
 Lisandra Donze, case manager 
 Maresia Malone, case manager 


Northern Nevada: 


 Alan D. Parker, case manager 
 Gina White, MA, case manager 


C. Claims Payment 


Not applicable to HBI. 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Maureen Cash, RN, CPHQ, CHCQM, CCM - QI Director 
E. Health Education 


Dr. Anis Abi-Karam, Ph.D., clinical director 
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F. Data Coding 


Not applicable to HBI. 
G. Contract Negotiation Specialists/Network Recruiters 


Keith Beagle - Business and contract director 
H. Encounter Data 


Susan Morrison, Claims Manager 
I. Other staff as needed for project  


Resurreccion Deaton, Sr. Executive assistant – Special Projects 
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4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.  
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4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


See list of HBI Staff “E” above. 
4.1.12.9 List any organizations to which the organization belongs. 


HBI belongs to the following associations and organizations: 


• URAC HUM-Accredited 
• Las Vegas Chamber of Commerce  
• Reno Chamber of Commerce 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 


Provider Category % Participation 
Financial Participation 


Only 
Financial Participation 


and Provide Data into the 
HIE 


Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g., Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A 
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Provider Category % Participation 
Financial Participation 


Only 
Financial Participation 


and Provide Data into the 
HIE 


Laboratory N/A N/A 
Radiology N/A N/A 
All Other N/A N/A 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange? Please describe. 


HBI does not participate in the HealtHIE information exchange. This patient information is 
shared with HPN to help facilitate co-morbid decisions regarding the individual patients. 
4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


HBI does not participate in the HealtHIE information exchange. This patient information is 
shared with HPN to help facilitate co-morbid decisions regarding the individual patients. 
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4.3 Business References 
4.3.1   
Vendors should provide a minimum of three (3) business references from similar projects performed for 
private, state and/or large local government clients within the last three (3) years. 


HPN will notify the using agency of the intended use of any subcontractors not identified 
within our original proposal and will provide the information originally requested in the RFP 
in Section 5.2, Subcontractor Information. 


4.3.2  
Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.  


Reference #: 1 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Teachers Health Trust 


Primary Contact Information 
Name: Felipe S. Danglapin, CEO 
Street Address: 2950 East Rochelle Ave. 
City, State, ZIP Las Vegas, NV 89121 
Phone, including area code: (702) 866-6161 
Facsimile, including area code: (702) 382-0147 
Email address: fdanglapin@teachershealthtrust.org 


Alternate Contact Information 
Name:  
Street Address:  
City, State, ZIP  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Behavioral Health Managed Care Agreement – to 
provide the following to members of the Clark 
County Education Assoc. (Teachers Health Trust):  
 Mental/Behavioral health care services  
 Access to network behavioral health 


professionals  
 Provider Credentialing  



mailto:fdanglapin@teachershealthtrust.org
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 Intake and Referral  
 Utilization Management (outpatient, inpatient, 


RTC)  
 Quality Management 


Original Project/Contract Start Date: January 1, 2002 
Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: 1.11 pepm (Approx. $220,000/year) 
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? Ongoing 


Was project/contract completed within 
or under the original budget/ cost 
proposal, and if not, why not? 


Ongoing 


 


Reference #: 2 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Anthem BCBS and HMO Nevada 


Primary Contact Information 
Name: Pattie Gonzalez, Nevada Provider Network 


Management Director 
Street Address: 9133 West Russell Rd 
City, State, ZIP Las Vegas, NV  89148 
Phone, including area code: (702) 586-6255 
Facsimile, including area code: (702) 586-6257 
Email address: pattie.gonzalez@anthem.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, ZIP  
Phone, including area code:  
Facsimile, including area code:  
Email address:  



mailto:pattie.gonzalez@anthem.com
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Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Anthem Blue Cross and Blue Shield Provider 
Agreement  
 Mental/Behavioral health care services  
 Access to network behavioral health 


professionals  
 Provider Credentialing  
 Intake and Referral  
 Quality Management 


Original Project/Contract Start Date:  January 1, 1999 
Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: $360,000/year (aprox.) 
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? Ongoing 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Ongoing 


 
 


Reference #: 3 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Desert Parkway Behavioral Healthcare Hospital 


Primary Contact Information 
Name: Steve Shell, CEO 
Street Address: 3247 S. Maryland Parkway 
City, State, ZIP Las Vegas, NV  89109 
Phone, including area code: 702.776.3510 
Facsimile, including area code:  
Email address: steve.shell@desertparkway.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, ZIP  
Phone, including area code:  
Facsimile, including area code:  
Email address:  
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Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Participating hospital agreement with desert 
parkway behavioral healthcare hospital to 
provide inpatient mental health or substance 
abuse treatment services to HBI members per 
membership certificate. 


Original Project/Contract Start Date:  January 1, 2014 
Original Project/Contract End Date: Renewed annually 
Original Project/Contract Value: Desert Parkway Behavioral Healthcare Hospital is 


paid a per diem rate based on HBI’s daily patient 
census 


Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? Ongoing 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Ongoing 


 


4.3.3  
Vendors must also submit Attachment F, Reference Questionnaire to the business references that are 
identified in Section 4.3.2 


HPN has requested that the identified references in Attachment F, Reference Questionnaire 
be sent directly to the Purchasing Division. 


4.3.4  
The company identified as the business references must submit the Reference Questionnaire directly to 
the purchasing division. 


HPN has requested that the identified references in Attachment F, Reference Questionnaire 
be sent directly to the Purchasing Division. 


4.3.5  
It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on 
or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process. 
Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the 
evaluation process.  


HPN takes responsibility for ensuring completed forms are received by the Purchasing 
Division. 


4.3.6  
The State reserves the right to contact and verify any and all references listed regarding the quality and 
degree of satisfaction for such performance. 


We agree. 


 





		01. 9.3.3.1 TAB I - TITLE PAGE

		02. 9.3.3.2 Tab II - TABLE OF CONTENTS

		03. 9.3.3.3 Tab III - VENDOR INFORMATION SHEET

		05. A. Signature Page from all Amendments

		Amendments (signed).pdf

		NV MCO RFP 3260 Amendment 1_sig

		NV MCO RFP 3260 Amendment 2_sig

		NV MCO RFP 3260 Amendment 3_sig

		NV MCO RFP 3260 Amendment 4_sig

		NV MCO RFP 3260 Amendment 5_sig

		NV MCO RFP 3260 Amendment 6_sig





		06. B. Attachment A – Confidentiality and Certification of Indemnification

		07. C. Attachment C – Vendor Certifications

		08. D. Attachment J – Certification Regarding Lobbying

		09. E. Vendor Licensing Agreements

		10. Att. 4.1.8.A - Cyber Certificate of Insurance

		11. Att. 4.1.8.B - Crime Certificate of Insurance

		12. Att. 4.1.8.C - Third Party Crime Certificate of Insurance

		13. Att. 4.1.8.D - Auto Umb WC Pro Certificate of Insurance

		14. F. Certifications and-or Licenses

		15. 9.3.3.5 TAB V – ATTACHMENT B, TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE WITH TERMS AND CONDITIONS OF RFP

		16. 4.1 Vendor Information

		17. 4.2 Subcontractor Information

		18. 4.3 Business References

		19. 4.4 Vendor Staff Résumés

		20. 9.3.3.7 TAB VII – ATTACHMENT G – PROPOSED STAFF RÉSUMÉS

		21. Att. 4.4 Key Personnel Résumés

		21.a. (blue slip sheet) Attachment 4.4-1 - Kelly Simonson

		21.b. Attachment 4.4-1 - Kelly Simonson

		21.c. (blue slip sheet) Attachment 4.4-2 - Donald J. Giancursio

		21.d. Attachment 4.4-2 - Don Giancursio

		21.e. (blue slip sheet) Attachment 4.4-3 - Kyle Clingo

		21.f. Attachment 4.4-3 - Kyle Clingo

		21.g. (blue slip sheet) Attachment 4.4-4 - Robert Schaich

		21.h. Attachment 4.4-4 - Robert Schaich

		21.i. (blue slip sheet) Attachment 4.4-5 - Scott Cassano

		21.j. Attachment 4.4-5 - Scott Cassano

		21.k. (blue slip sheet) Attachment 4.4-6 - Susan Vogel

		21.l. Attachment 4.4-6 - Susan Vogel

		21.m. (blue slip sheet) Attachment 4.4-7 - Laurine Tibaldi M.D.

		21.n. Attachment 4.4-7 - Laurine Tibaldi MD

		21.o. (blue slip sheet) Attachment 4.4-8 - Lisa Jolly

		21.p. Attachment 4.4-8 - Lisa Jolly

		21.q. (blue slip sheet) Attachment 4.4-9 - Shawna DeRousse

		21.r. Attachment 4.4-9 - Shawna DeRousse

		21.s. (blue slip sheet) Attachment 4.4-10 - Angela D. Bredenkamp

		21.t. Attachment 4.4-10 - Angela D. Bredenkamp

		21.u. (blue slip sheet) Attachment 4.4-11 - Garyn Ramos

		21.v. Attachment 4.4-11 - Garyn Ramos

		21.w. (blue slip sheet) Attachment 4.4-12 - Michelle Agnew

		21.x. Attachment 4.4-12 - Michelle Agnew

		21.y. (blue slip sheet) Attachment 4.4-13 - L. Erin Russell

		21.za. Attachment 4.4-13 - Erin Russell

		21.zb. (blue slip sheet) Attachment 4.4-14 - Michael Schramm

		21.zc. Attachment 4.4-14 - Mike Schramm



		22. Att. 4.2.1.4.B HBI Résumés

		22.a. (blue slip sheet) Attachment 4.2.1.4.B-1 - HBI Resume Abi-Karam

		22.b. Attachment 4.2.1.4.B-1 - HBI Resume Abi-Karam

		22.c. (blue slip sheet) Attachment 4.2.1.4.B-2 - HBI Resume Beagle

		22.d. Attachment 4.2.1.4.B-2 - HBI Resume Beagle

		22.e. (blue slip sheet) Attachment 4.2.1.4.B-3 - HBI Resume Peprah

		22.f. Attachment 4.2.1.4.B-3 - HBI Resume Peprah

		22.g. (blue slip sheet) Attachment 4.2.1.4.B-4 - HBI Resumes Cash

		22.h. Attachment 4.2.1.4.B-4 - HBI Resumes Cash



		23. 9.3.3.8 TAB VIII – OTHER INFORMATIONAL MATERIAL

		24. Attachment 4.2.1.4.A Vendor Information for HBI-Replacement








		State of Nevada

		





		Brian Sandoval



		Department of Administration

		

		Governor



		Purchasing Division

		

		



		515 E. Musser Street, Suite 300

		

		Jeffrey Haag



		Carson City, NV  89701

		

		Administrator
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		Amendment 6 to Request for Proposal 3260



		RFP TITLE:

		Managed Care Organization



		DATE OF AMENDMENT:

		August 4, 2016



		DATE OF RFP RELEASE:

		July 1, 2016



		OPENING DATE:

		August 25, 2016 New opening date September 1, 2016 



		OPENING TIME:

		2:00 PM



		CONTACT:

		Ronda Miller, Procurement Staff Member









The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the information provided below changes that proposal, please submit the changes along with this amendment.  You need not re-submit an entire proposal prior to the opening date and time.





RFP TIMELINE CHANGES:



		Task

		Date/Time



		Deadline for submitting questions

		7/12/16 @ 5:00 PM



		Answers posted to website 

		On or about 7/19/16 



		Deadline for submitting second set of questions

		7/28/16 @ 5:00 PM



		Answers posted to website 

		On or about 8/4/16 



		Deadline for submittal of Reference Questionnaires

		No later than 4:30 PM on 8/31/16 



		Deadline for submission and opening of proposals

		No later than 2:00 PM on  9/1/16 



		Evaluation period Phase I (approximate time frame)

		9/2/16 ~ 9/22/16 



		Evaluation period Phase II (approximate time frame)

		9/23/16 ~ 9/27/16



		Selection of vendor 

		On or about 9/27/16



		Anticipated BOE approval

		12/13/16



		Contract start date (contingent upon BOE approval)

		July 1, 2017










RFP REVISIONS:



1. The following sections are to be revised: 1.8.1 (Phase I); 9.2.3.2 (Part IA) 10.1.1.1 (Phase I).



Revised language: 



1.8.1 Phase I ~ RFP Submission 



Vendors must follow the guidelines below:



[bookmark: _Toc243634121]1.8.1.1	The Phase I Submission is an Anonymous Pass/Fail Submittals Evaluation.



1.8.1.2 The Purchasing Division or other suitable individual will perform the evaluation of the pass/fail portions of this solicitation.



1.8.1.3	Vendor shall not include its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials  when responding to the questions in Section 3 ~ Scope of Work. 



1.8.1.4	Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include in its response to the Scope of Work its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work.



1.8.1.5	It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements of this RFP.  



9.2.3.2	Tab I – Section 3 – Scope of Work



Vendor shall not include its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials  when responding to the questions in Section 3 ~ Scope of Work.



Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include in its response to the Scope of Work its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work



It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements, Format and Content of this RFP.  



Vendors must place their written response(s) in bold/italics immediately following the applicable RFP question, statement and/or section.



10.1.1	Phase I ~ RFP Submission 



Vendors must follow the guidelines below:



10.1.1.1	The Phase I Submission is an Anonymous Pass/Fail Submittals Evaluation.



10.1.1.2	The Purchasing Division or other suitable individual will perform the evaluation of the pass/fail portions of this solicitation.



10.1.1.3	Vendor shall not include its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials  when responding to the questions in Section 3 ~ Scope of Work. 



10.1.1.4	Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include in its response to the Scope of Work its company name, address, tradename, trademark, service mark, or any distinctive symbol, logo or slogan used by the vendor in its advertising materials.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work.



10.1.1.5	It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements of this RFP.  



2. RFP Section 3.16.25 must be submitted in Part I C ~ Confidential Technical Proposal.



3. RFP Section 9.1.17 If a vendor changes any material RFP language, or fails to meet any mandatory RFP requirements, vendor’s response may be deemed non-responsive per NRS 333.311.



QUESTIONS & ANSWERS:



1.	Amendment 2: Q21 and Q129 (page 5 and page 22) - In Amendment 2, Questions 21 and 129 	seem to provide different guidance. Question 21 states that the administrative rate in the Cost 	Proposal (Attachment H) should be a percent of the medical costs. Question 129 states that 	currently the administration and risk margin is 10.5% of premium. This point has a major 	impact on the Cost Proposal. Please clarify whether we should provide the Cost Proposal 	amount as a percent of medical costs or a percent of premium.



% of med costs, as requested.



2.	Amendment 2: Q28 (page 6) - We have read your response to Question 28 in Amendment 2. 	However, it was not clear to us if we should include the cost of premium tax in our 	administrative bid. Could you please clarify (i.e., should we include a line in our administrative 	bid/Cost Proposal of 3.5% for premium tax)?



Yes.



3.	Amendment 2: Q290 (page 49-50) - Question 290 in Amendment 2 references the 7/7/16 memo 	regarding “Network Requirements for COA and RFP".  Where can MCO locate a copy of this 	memo?



The reference was in the question. The DHCFP is not aware of a memo dated 07/07/2016. Contact the Nevada Division of Insurance for information on obtaining a Certificate of Authority.  

If this was a memo from the Nevada Division of Insurance please contact them. 



4.	RFP § 3.4.4.2.C.5 (page 50 of 268) - Item 2 of Amendment 2 indicated that Section 3.4.4.2.C.5 	is to be deleted in its entirety, but the Attachment to Question 47 is a replacement of Section 	3.4.4.2 and it includes Section 3.4.4.2.C.5.  Please confirm Section 3.4.4.2.C.5 should 	nevertheless be deleted.



Yes.  Section 3.4.4.2.C.5 is deleted. 



5.	RFP § 3.16.25.1.A (page 197 of 268) - Question 18 of Amendment 2 requested clarification 	regarding submission of information on ownership and control with the proposal.  Specifically, 	the question asked whether there was a particular form the state would like vendors to use and 	where in the proposal it should be submitted since Section 3 is supposed to exclude identifying 	information.  The question asked whether it should be included in Part 1C, Confidential 	Technical Submissions, because the disclosure includes Social Security Numbers and dates of 	birth.  The answer was "Refer to the beginning of this amendment for RFP submittal 	change."  However, the beginning of the amendment addressed only the information required 	by section 3.18.5.1, not 3.16.25.1.  Please address the submission questions related to the 	disclosure of information on ownership and control required by Section 3.16.25.1.A.



Vendors should include response to this question in Part I C ~ Confidential Technical Proposal.  



6.	RFP § 3.18.5.1 (page 205 of 268) - Item 1 of Amendment 2 refers to Section 3.18.5.1 as "the 	old section" and indicates that "This information was under Scope of Work Section 3.18.5 	NPI/API Transaction Requirements".  It then states that "Section 3.18.5.1 requested 	information must be submitted under Section 4.1.3" in the table format provided.  Please clarify 	this change - (a) is the entire paragraph that had been Section 3.18.5.1 now part of Section 4.1.3 	in addition to the change in the table or (b) is the only change the addition of the two lines in 	Section 4.1.3 and Section 3.18.5.1 remains unchanged?



Yes the entire section that refers to providing any company information must be submitted under Section 4.1.3.



7.	Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - If a Vendor chooses to "utilize 	the FFS formulary", how will the Managed Care Capitation Rates be adjusted to account for 	this difference in expected claim cost?



Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of claims experience, trend, compliance, and performance.



8.	Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - What premium tax amount is 	built into the Managed Care Capitation Rates in Attachment Q? Is it 3.5%? If not, please 	provide the percentage.



	Currently, it is 3.5% for Amerigroup; the effective rate is slightly less for HPN due to the sunset of a statutorial discount provision; respondents to this RFP can expect the rate to be 3.5% barring any change in the 2017 Legislative Session.



9.	Amendment 2: Q128 and Q249; In Amendment 2, Questions 128 and 249 seem to provide 	different guidance. Question 128 states that pharmacy rebate savings were included in the rates 	(this is also confirmed in the data book provided in Amendment 5). However, Question 249 	states that Vendors are not permitted to negotiate and collect supplemental drug rebates from 	pharmaceutical manufacturers. Please clarify if Vendors are allowed to collect pharmacy 	rebates from pharmaceutical manufacturers.



Vendors that use their own PDL are able to negotiate contracts and collect supplemental drug rebates. If a prospective vendor chooses to use the FFS PDL they will not be able to collect 	supplemental drug rebates.



10.	Amendment 2: Q249; Are Vendors allowed to collect pharmacy rebates from pharmaceutical 	manufacturers if they choose to use the FFS formulary?



	If they follow the FFS PDL then MCO’s will not be able to collect rebates. This will require a contract amendment with CMS.



11.	Section 3.16.25.2(A)(3): Given that social security numbers are highly sensitive and 	protected personal information, to avoid inadvertent disclosure to the public, please confirm 	that vendors are not required to provide this information in their ownership and control 	disclosures required to be submitted with their proposals. See N.R.S.239B.030 and 	N.R.S.603A.040.



	Alternatively, in the spirit of N.R.S.239B.030 and N.R.S.603A.040, please confirm vendors can 	exclude social security numbers from the original copy of their proposals and instead, provide 	them in a separate envelope marked "Social Security Numbers, Confidential and Exempt from 	Disclosure Under Attachment TBD."



Refer to beginning of this RFP.



12.	Section 3.16.25: Section 42 CFR 455.104 regarding information on ownership and control 	requires those disclosures to be made by managed care entities upon the proposal 	submission.  	See 42 CFR 455.104(c)(3)(i) and RFP Section 3.16.25.1(A).  Sections 42 CRF 	455.105, 	regarding information related to business transactions, and 42 CFR 455,106, regarding 	information on persons convicted of crimes do not contain similar provisions requiring 	disclosure at the time of bid submittal.  Consistent with the requirements of the Code of Federal 	Regulations, please confirm that the only disclosures required at the time of bid submittal are 	the vendor's ownership and control disclosures requested in RFP Sections 3.16.25.2-3.16.25.5 	and that the business transaction and criminal conviction information requested in RFP 	Sections 3.16.25.6 and 3.16.25.7 and the information requested in RFP Section 3.16.25.8  are 	not required at the time of bid submittal.





	Disclosures are due at any of the following times:

	Upon the vendor submitting the proposal in accordance with the State's procurement 	process.

	Upon the vendor executing the contract with the State.

	Upon renewal or extension of the vendor’s contract.



	3.16.25.6 and 3.16.25.7 should be reported if available



13.	Section 8: In order to thoroughly review the answers to the first and second set of questions 	including (i) the additional information that was provided through attachments and links in the 	released amendments, and (ii) the data book, which the response to question 137 in 	Amendment 5 says will be released shortly, to enable us to address any impact in our proposal 	response, we respectfully request an extension for the deadline for the submission and opening 	of proposals and ask that you consider an extension of twenty (20) business days.



	The DHCFP is not able to accommodate the request for a twenty (20) business day 	extension. The DHCFP will be able to allow a five (5) day extension with a new deadline for 	submission and opening of proposals to no later than 2:00pm on 09/01/16. See updated RFP 	timeline change above.



14.	Section 3.2: Please clarify how this requirement will receive a higher point value if the Scope 	of Work is an Anonymous Pass/Fail Evaluation.



Refer to beginning of this RFP.



15.	Section 3.4.6.2: Please clarify how this requirement will receive a higher point value if the 	Scope of Work is an Anonymous Pass/Fail Evaluation.



Refer to beginning of this RFP.



16.	4.1.10 and 4.1.13 are exactly the same questions. Would the State consider eliminating one 	question?

	-4.1.10 Length of time vendor has been providing services described in this RFP to the public 	and/or private sector. Please provide a brief description.



	-4.1.11.13 Length of time vendor has been providing services described in this RFP to the 	public 	and/or private sector. Please provide a brief description.



	No. These are two separate requests.  If one is not applicable mark n/a. 



17.	Attachment T includes a Section 1.2 and a Section 1.4, but no Section 1.3.  Please provide 	the missing section? 



	There is no missing section.  The numbering has been corrected. 











18.	Attachment T includes a Section 2.6.B and 2.6.D, but no Section 2.6.C. Please provide the 	missing section. 



	There is no missing section.  The numbering has been corrected. 









19.	In Section 3.4.12.3. H Regarding the phrase: “Sixth Omnibus Budget Reconciliation Act aka 	SOBRA,” Section 2 of the RFP (page 32) defines the “Supplemental Omnibus Budget 	Reconciliation Act of 1996 (SOBRA).”  Is the SOBRA referred to in 3.4.12.3.H intended to be 	the same SOBRA in Section 2 and used elsewhere in the RFP? If yes, does the “S” stand for 	“Sixth” or “Supplemental?”



	Yes. The "S" stands for "Supplemental" as defined by the State, it is referring to  the 	Sixth Omnibus Budget Reconciliation Act (SOBRA) and is the same reference in 	3.4.12.3.H and Section 2.



20.	Regarding the sentence in Section 3.12.4.7: “In addition, this system must include edits to not 	allow for unbundling and the ability to pay certain State or local government providers the 	federal share only.”  Please clarify this requirement. For example, please define “certain State 	or local government providers” and “federal share only.” 



	For every dollar the state spends on Medicaid, the federal government matches at a rate that 	varies year to year - Federal share only would be the federal match amount. Certain state or 	local governments could include services provided through the counties or other DHHS 	divisions (DPBH, ADSD, DCFS).

	

21.	Will the 834 file include any special needs or specific diagnosis codes/indicators for recipients? 	If so, what will be included to assist the vendor in identifying new recipients who need a 	specialty provider PCP assignment?



	The 834 is a standard ANSIx12 transaction. Specification requirements will be determined at 	a later date.



22.	Amendment 2, Question 1 has the following Question and State Response: 

	“Should a new entrant be awarded a contract, how will the initial membership assignment work 	and would there be a minimum amount established?”

	“An open enrollment period will be conducted prior to full implementation of all contracts that 	result from this RFP.  Recipients will be given the opportunity to choose an MCO during this 	period.



	For recipients who do not select a vendor, or who are not automatically assigned to a vendor 	based on family or previous history, the DHCFP will, using an auto-assignment algorithm 	which assigns newly approved Medicaid and Check Up recipients to the new entrant/s awarded 	a contract.  The monthly auto assignment will be more heavily weighted to the new entrant/s 	until their enrollment reaches within approximately 10% of the other plans average 	enrollment.”



	Please define the phrase “previous history.” Does this mean, for example, that a recipient who 	does not select a plan could be auto-assigned back to the incumbent MCO in which they are 	currently enrolled? If this is the case, would DHCFP consider modifying the auto-assignment 	algorithm to better support financial viability for new entrants. For example, remove enrollment 	in an incumbent MCO from the “previous history” definition.  If the answer is no, it may be 	very difficult for a new entrant to achieve financial viability.  

	Refer to 3.5.6.1 and 3.5.6.3

	Previous history refers to individuals who have been eligible in the past but lost eligibility for 	two months or less as described in 3.5.6.4A. 



	If an individual is currently enrolled with an MCO and that plan is awarded a contract for 	this RFP, the individual will remain with that MCO unless they choose another plan during 	open enrollment.



23.	Amendment 2, Question 46 stated: “Section 3.4.2.8 B states members with disabilities must be 	given an extra 30 calendar days to select a PCP.  Will DHCFP provide this information on the 	enrollment file?”

	DHCFP responded as follows:

	No, this is the vendor's responsibility to coordinate based on recipient needs.

	Please reconsider providing this information on the enrollment file, to the extent it is available. 	Without this information, it will be very difficult for MCOs to identify recipients with a 	disability AND comply with the requirement to assign all members to a PCP within 5 days.



	The vendor can assign a PCP within the timeframe stated but members with disabilities must be given an extra 30 calendar days to make any changes. This information could be included in welcome packet or could be requested by the MCO with a reply card or welcome call. 



24.	Amendment 2, Question 290 asked: Section 3.4.2.7 E. The geographic location of providers 	and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the 	means of transportation ordinarily used by recipients, and whether the location provides 	physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care 	Site may not be more than 25 miles from the enrolled place of residence without the written 	request of the recipient. RFP page 92 states that PCPs may not be more than 25 miles from the 	enrolled recipients place of residence.  The 7/7/16 memo regarding “Network Requirements for 	COA and RFP” shows a standard of 15 minutes or 10 miles for PCP access in a Metro area in 	the table.  Which standard are we following, the 25-mile or 15-minute/10 mile standard? The 	State’s 7/7/16 memo regarding “Network Requirements for COA and RFP” includes county 	populations but does not include potential Medicaid population. Can the State provide 	projected Medicaid populations to be covered? This information would help us to develop 	network based on density ratios.



	Unless there are substantial benefit and/or program changes (ie expansion of managed care to 	MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend 	and therefore no significant impact upon these metrics outside of routine program churn and 	population transience.



	The DHCFP has contract access standards that must be met. If additional standards are needed 	to meet COA requirements, then those would also need to be met.



	It appears that DHCFP answered one but not both questions posed by this bidder. Please 	provide the exact distance standard MCOs are to use to determine network adequacy: 25-mile 	or 15-minute/10 mile standard?

	For standards required in this RFP see Section 3.6.3.2 Twenty-Five (25) Mile Rule. Also see 	question #3. Additional standards may be required by the Division of Insurance for 	certification and the direction would be to follow their guidance.



25.	Section 3.10.6.3.B states: The IQAP methodology must provide for review the entire range of 	care provided by the vendor, including services provided to CSHCN, by assuring that all 	demographic groups, care settings and types of services are included in the scope of the review. 	The review of the entire range of care is expected to be carried out over multiple review periods 	and not on a concurrent basis. 

	Please confirm the frequency with which DHCFP expects vendors to review the entire range of 	care provided to recipients as part of the IQAP.



	The DHCFP expects that this review occurs no less than annually.



26.	In response to the first round of bidders questions, DHCFP confirmed that dental services, 	including orthodontics, are carved out. Since the MCO is responsible for coordinating EPSDT 	and Comprehensive Well Child care services, please confirm that DHCFP will provide FFS 	dental and orthodontic claims data so it can be incorporated into member records for the 	purpose of coordinating care?



	The DHCFP agrees that comprehensive data is needed for health care so to the extent 	systems allow we will work to facilitate sharing data for coordination of care. Dental 	providers will be responsible 	to provide EPSDT and CMS-416 data for dental services.



27.	Amendment 2 clarified that RFP section 4.1.12.8 is asking for bilingual staff that will 	specifically be assigned to Nevada. For new entrants, many of these staff positions are yet to be 	filled. Please confirm that new entrants are exempt from this requirement. If not, please 	confirm that in the absence of having a fully staffed plan until after contract award and Go 	Live, new entrants may submit their bilingual recruitment/hiring goals.



New entrants must have the ability to provide services to all eligible populations so new entrants are required to meet the terms outlined in the RFP and amendments. See section 3.15.6.



28.	In the Submission Checklist on page 242 of the RFP, the table clearly states each tab heading 	required for each binder. However, Section 9.1.10, states “Each section within the technical 	proposal, scope of work and cost proposal must be separated by clearly marked tabs with the 	appropriate section number and title as specified.”  Can you please clarify whether you would 	like us to use only the tab headings specified for each binder as stated in the Submission 	Checklist; if not, can vendors create tabs for only the 2 digit sections and headings (ie: 3.1, 3.2, 	3.3, 3.4, etc.), since many of the tertiary numbers include full paragraphs and do not have 	section titles.



	Yes.



29.	Amendment 2 stated that dental benefits are carved out from this contract. Please identify who 	will manage these benefits, or whether dental services will return to the Fee-For-Service 	system.



The DHCFP is planning on posting a RFP for Dental Benefit Administration. The bidding opportunity will be available for any qualified vendor.

The emergency dental services are part of the medical benefit plans provided by the Medicaid Managed Care Organizations. The medical benefit provides limited emergency dental coverage for dislocated jaw, traumatic damage to teeth and supporting structures, and removal of cysts; treatment of oral abscess of tooth or gum origin; treatment and devices for correction of craniofacial anomalies; and drugs. The medical benefit also provides coverage for hospital, physician, and related medical services (e.g. anesthesia and facility fees) associated with emergency dental care in these settings. 



The MCO must provide access to facilities and physician services that are necessary to support the dentist who is providing dental services to a Medicaid or CHIP Member under general anesthesia or intravenous (IV) sedation.



The MCO is not responsible for reimbursing dental providers for preventive and therapeutic dental services obtained by individuals under the age of 21.



The MCO is not responsible for reimbursing pregnancy related dental services 



The MCO is not responsible for reimbursing adult emergency care except when provided on an emergency basis in the emergency room, hospital or ambulatory surgery center.



30.	Please provide the cost and utilization actuarial estimates for the Very Low Birthweight 	supplemental related to the experience provided in the reply to question 95.



	This information is on page 17 of the CY2016



31.	The RFP Acronyms/Definitions section lists Key Personnel with the following definition: 	“Vendor staff responsible for oversight of work during the life of the project and for 	deliverables.”

	RFP Section 3.15.3.3 states among other things . . . . The vendor shall inform DHCFP in 	writing within seven (7) calendar days of any changes in the following key positions:

	A.	Administrator;

	B.	Chief Financial Officer;

	C.	Medical Director;

	D.	Recipient Services Manager;

	E.	Provider Services Manager;

	F.	Grievance and Appeals Coordinator;

	G.	Claims Administrator; and

	H.	Nevada Operations Manager.

	In addition, Section 4.1.12.5 goes on to say “Provide the names, résumés, and any additional 	pertinent information regarding key personnel responsible for performance of any contract 	resulting from this RFP.  In addition, specify the specific responsibilities of each of these 	individuals in relation to the requirements set forth herein.  This information must be included 	in vendor’s technical response to the RFP.”

	Could the State clarify who they consider “key staff” for whom we must provide resumes?  We 	would like to be as responsive as possible, but also want to keep in mind the State’s position 	about long answers and excessive exhibits.



The state requires the vendor to provide names, résumés and any additional information such as copy of professional licenses on any key staff member that is responsible for oversight of project deliverables including; Administrator; Chief Financial Officer; Medical Director; Recipient Services Manager; Provider Services Manager; Grievance and Appeals Coordinator; Claims Administrator; and Nevada Operations Manager.



32.	Regarding Attachment L, please provide a more specific mapping that details exactly which 	populations correspond to the eligibility codes (0011, 0012, 0013, 0014, 0015, 0017, 0019) and 	which codes correspond to the population that is being bid on ( i.e. which codes are Medicaid 	and which are CHIP?). When comparisons of Attachment L were made to historical combined 	FFS & MCO caseloads on the state website, there appeared to be inconsistencies with the 	response in the first round of Q&A (Q34) that indicated columns C, D, and E were the 	Medicaid and CHIP projections.  Please clarify.



		Cat 11

		Medicaid Expansion 

		Currently mandatory Managed Care by region



		Cat 12

		TANF/CHAP (Family Medical Assistance) Population

		Currently included in Managed Care by region



		Cat 13

		Optional Adult Expansion Population

		Currently mandatory Managed Care by region



		Cat 14

		MAABD Population

		Currently excluded from Managed Care 



		Cat 15

		1915c Waiver Population

		Currently excluded from Managed Care



		Cat 17

		County Indigent Population

		Currently excluded from Managed Care



		Cat 19

		Child Welfare Population

		Currently excluded from Managed Care







Attachment L represents total projected Medicaid Caseload.  Current Managed Care eligibility is approximately 78% of the totals of columns C, D, and E.



	The previous response is correct.  Approximately 78% of Categories 11,12, and 13 are 	currently enrolled in Managed Care.



33.	Regarding Amendment 2 questions 117 and 129,  and Attachment Q, Please confirm that the 	10.5% administrative load in addition to  the 3.5% taxes/fees discussed in Q&A are the same 	across all rate cells (i.e.,  Medicaid, CHIP, and the Kick payments). If that is not the case, 	please provide further detail as to how these loads vary.



	Yes



34.	Regarding Attachment H, what amounts will be paid by the State to the MCOs for the Health 	HIE tax paid by the MCOS?  When and how will these fees be paid?



	This may refer instead to the Health Insurer Fee which is reimbursed by the DHCFP once 	proof of payment is provided and reviewed. The HIE is not a tax.



35.	Regarding Amendment 2, question 125, Please provide the amount of the MCO Enhanced Rate 	supplemental payment for safety net providers.



Provided in Exhibit 2 of  the 2016 MCO Rate document (redacted).



36.	Regarding Attachment U, please specify whether the 1.25% withheld will be the same 	percentage withheld from each capitation rate (e.g., Medicaid, CHIP, and  Kick). If that is not 	the case, please provide the withhold amounts that are anticipated by rate cell.



Withholds would be 1.25% of capitation paid for a specified timeframe.



37.	Regarding Attachment H Please confirm the following regarding the RFP response submission:

	1.	Should the final bid should include premium tax of 3.5% but exclude the HIF tax?



	2.	Should the final bid include the Health HIE fee?  If so, please specify the expected 		amount for CY2017 so that we can ensure our submission is correct.



	3.	Confirm that our form below contains the information requested -  if not, please 			indication what additional information is needed:

		Administrative & Other Costs: _______% of current CY16 rates

		(includes 

		a)	non-medical administrative costs per Section 5.1.1

		b)	medical administrative costs per Section 5.1.2

		c)	Other non-medical costs per Section 5.1 (including profit described in 5.2.1 and 			Risk & Contingencies described in 5.2.2)



	This will be part of admin cost.  The DHCFP does not know what this cost is, the vendor  should contact the HIE for that information.



38.	Section 3.4.4.2.H: Will there be a specific rate cell for the Child Welfare population? How will 	the more complex needs of this population factor into the rates in order to assure actuarial 	soundness?



	No, this will be a small number of recipients that may choose to opt in to managed care for 	continuity of care.



39.	Section 3.4.6.2: The RFP indicates an incentive for Vendors to utilize the FFS formulary: 	"Vendors who utilize the FFS formulary will receive a higher point value in the RFP 	evaluation." Amendment 2, Question 8 states: "The rates were developed using the current 	Vendors' claims experience. The Vendors have their own formularies." To the extent that the 	current Vendor's formulary varies from a winning Vendor's FFS formulary, how will 	consideration be given for the variance in expected pharmacy experience in the prospective 	rates beginning July 2017 to ensure actuarial soundness?



	Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of 	claims experience, trend, compliance, and performance



40.	Amendment 2, Question 21 references the administrative rate bid percentage. Can you confirm 	the percentages submitted in Section 5, Attachment H should be based on revenue?



	The only percentage requested in Attachment H is “Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017”, and that percentage is expected to be a function of medical cost (cost of claims). All costs described in Attachment H are included in the Administrative Rate, even those in 5.2—despite being described as not administrative—are included in the Administrative Rate which, in turn, is included in capitation).  



Section 5.1 defines Administrative Costs in terms of composition; it’s not asking for anything, it merely defines a part of what is included in the Administrative Rate Bid.



Section 5.2 defines Non-Medical Costs to include in the Administrative Rate Bid, and it asks also for the Vendor’s expected profit margin and contingency margin as a function of (expected) income.



41.	Can a licensed Preferred Provider Organization (with a Certificate of Authority in the 	appropriate counties) submit a proposal for Medicaid MCO Services or is the bidding MCO 	required to have an HMO license in Nevada?



A Preferred Provider Organization cannot apply.



42.	Is a bidding MCO required to cover dental services for the children of Nevada for Nevada 	Check Up and Nevada Medicaid to meet EPSDT Service and Reporting guidelines?



	No, they must coordinate services with the Dental Benefits Administrator. See question #29.



43.	Will the state consider dental services as part of an MCO bid to cover adults over 21 who are 	eligible for benefits?



Nevada State Plan has limited dental coverage for adults. See question #29.



44.	What are the network adequacy standards required for each of the following provider types:

	a.	Primary Care Physician



	b.	Specialty Physician



	c.	Ancillary Service Providers



See 3.7.5 for specific standards.

The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically necessary covered services.



45.	With regard to RFP Section 3.10.18.2 (A) which stipulates requirements for medical record 	standards and 3.10.18.3 (B) regarding the record assessment system, is the intent that the plan 	conduct medical record review audits of hospitals in order to document requirements 	3.10.18.2.A. numbers 11 and 12?



No, the vendor must maintain medical records on its recipients for utilization review, control and management to facilitate recipient care. 42 CFR 456.111; 42 CFR 456.21



46.	Sections 4.1.10, 4.1.11.1, and 4.1.11.13 appear to be asking the same question about the length 	of time the vendor has been providing services. Please clarify if there is a difference.



Refer to question 16.



47.	In Amendment 2, Question 185, a bidder asked if vendors “should include details on its 	affiliates’ experience in providing similar services requested in the RFP,” to which the State 	responded “Yes and in anonymous manner as directed.” Given that the State will allow all 	vendors to detail affiliate experience providing similar services requested in the RFP, will the 	State also allow the two incumbent vendors to include details on their experience providing 	services under their current Nevada Medicaid and Check Up Contracts with DHCFP as long as 	they do so in an “anonymous manner as directed?”



	Yes, all bidders are required to follow the directions for proposal submission, format and 	content as described in this RFP and amendments.





48.	Section 1.6.1 references consideration of “any oral or written presentations”. Please confirm 	whether or not the state intends to incorporate oral presentations into the proposal evaluation 	process. If so, please provide an approximate timeline for oral presentations.



	No, oral presentations are not planned.



49.	Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada statewide 	health information exchange as of the effective date of the contract.  At a minimum, the 	participation level must be based upon all recipient lives covered under this contract. 	Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 	recipients.”  Please confirm that the $.21 pmpm HIE financial participation connection fee cited 	in the state’s response to Question #16 is this only financial participation requirement for the 	vendor as there are no other HealtHIE participation fees applicable to health plans.



The DHCFP contract does not require any other financial participation than what is identified in the RFP. The DHCFP does not know what the PMPM as this is between the vendor and the HIE. The DHCFP is not aware where the amount quoted in the question came from but that was not included in referenced question.



50.	The state identified that health plans are responsible for a $.21 pmpm HIE financial 	participation connection fee.  Please confirm that health plans are not required to fund provider 	connection fees for the HIE.



Health plans are not required to fund provider connection fees for the HIE.



51.	As a follow up to the question above, if health plans are required to fund provider connection 	fees for the HIE, how are these costs to be split across all of the health plans the provider 	participates with?



N/A the RFP does not require a provider connection fee.



52.	Per Amendment 2, response to question 178, can the State confirm that section 3.12.4.4 stating 	the vendor must allow non-network providers to submit an initial claim for covered services 	within 365 days does not apply to pharmacy claims as pharmacy claims adjudicate at point-of-	sale and out-of-network pharmacy information would not be available at the time of claim 	adjudication?



3.12.4.4 is referencing Medicaid's stale date for claims submission and payment.

There are no out of network pharmacies. 



53.	Please confirm the response to Question 181 was referring to network retail pharmacist denying 	medication, but that staff pharmacists, based on 3.4.2.5 and listed in the definition of provider 	of health care, may review and deny Prior Authorizations.



A retail pharmacist cannot deny a medication, it would be referred back to the ordering physician if an issue was identified. A staff pharmacist of the vendor  may review and deny prior authorizations.



54.	With regard to RFP Section 3.4.6.2, should an MCO choose to implement, the State Medicaid 	FFS drug formulary and drug clinical criteria, does the State have the processes in place to 	deliver pharmacy-related information to the MCO’s including a weekly file with a list of new 	covered NDC drugs, a finite list of covered drugs, drug coverage rules for all existing and new 	drug products including high cost specialty drugs, and drug exception lists such as a list for 	allowed ingredients for pharmacy compounded formulations?  



The DHCFP would work with the MCO’s to find a  process and format that would work. 



55.	Please confirm that as a value added service, vendors have flexibility in the design of their 	smoking cessation value added service benefit, including what tobacco cessation products to 	cover, and may implement prior authorization and/or step therapy requirements. 



The DHCFP prefers that the service be covered as described but understands as a value added service the DHCFP cannot be that prescriptive.



56.	Please confirm that Attachment B is intended to be completed and executed by the vendors 	only and that proposed subcontractors do not need to complete as part of the response to 	4.2.1.4.



See section 4.2.1.1 and section 3.7.4



57.	Requesting Medicaid Managed Care contracts for RFP 1988.
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ALL ELSE REMAINS THE SAME FOR RFP 3260.



Vendor must sign and return this amendment with proposal submitted.
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1.
GENERAL INFORMATION


1.1
PURPOSE AND OBJECTIVE OF THE GUIDE


The purpose of the Forms and Reporting Guide is to set forth the reporting requirements for the DHCFP contracted Managed Care Organizations (MCOs) and to house many of the forms necessary for operations and administration.  The primary objective of the guide is to establish and maintain consistent and uniform reporting.  The guide defines procedures and analyses to be performed and reported by both the independent certified public accountant and the MCOs.



The MCOs are required to utilize the Forms and Reporting Guide for submission of all required reports and forms.  The instructions and formats for reporting information are included in each appropriate section.  DHCFP requires all reports be submitted in the format developed via secure electronic file transfer. 



The DHCFP reserves the right to request ad hoc reports from the Vendor.  When requested, such reports are required to be submitted timely pursuant to the DHCFP’s request.  Such reports may be required and requested for program planning and by the DHCFP in order to demonstrate and confirm compliance with the DHCFP Managed Care Contract at any time during the term of said Contract.



1.2
REPORTING REQUIREMENTS AND TIME FRAMES


The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.


Specific due dates for the reports are included in the appropriate section of this guide.  If a due date falls on a weekend or State recognized holiday, reports will be due the next business day.  



A report format has been provided for each of the required reports.  The Contractor shall submit computer generated reports completed using software compatible State systems and software.    Submissions with unanswered questions ,blank lines,  incomplete schedules, or missing records will  be considered   a failure to deliver until corrected. 


1.4 1.3
TIME FRAMES AND CHANGES IN REPORTING REQUIREMENTS


Amendments, revisions, and/or updates to this Forms and Reporting Guide may be issued as deemed necessary by DHCFP.


The Vendor agrees to meet all requirements and time frames in the Forms and Reporting Guide.  Failure to do so may be considered to be default or breach of contract.  DHCFP will provide thirty-day (30-day) written notice prior to implementation of any reporting change, including, but not limited to, time frames, format revision, electronic information exchanges, and reporting requirements.  The Vendor will be allowed an additional thirty-days (30-days) from date of receipt of the written notice to provide the new reporting data in the format prescribed.


1.5 1.4
LIQUIDATED DAMAGES AND SANCTIONS


For liquidated damages and sanctions see LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS – ATTACHMENT 
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2.0
FINANCIAL REPORTING


2.1
PURPOSE AND OBJECTIVE



The purpose of the Financial Section of the Forms and Reporting Guide is to set forth the quarterly and annual financial reporting requirements.  The primary objective of the guide is to establish and maintain consistent and uniform reporting by all Contractors.  The guide provides line item definitions, procedures, and analyses to be performed and reported on by both the independent certified public accountant and the Contractor. 



2.2
EFFECTIVE DATES AND FINANCIAL REPORTING TIME FRAMES








The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.


There are intermediate sanctions associated with failure to deliver data timely and accurately. 


DHCFP requires each Contractor to demonstrate it has adequate financial reserves and the administrative ability to carry out its contractual obligations.  Each Contractor maintains financial records and must provide DHCFP with annual audited financial statements certified, at the Contractor’s expense, by an independent certified public accountant.  DHCFP and its agents reserve the right to audit and inspect the books and records of the Contractor (or its subsidiaries or subcontractors) for the purposes of, among other things, evaluating the Contractor’s (or its subsidiaries' or subcontractors’) capacity to be at risk.



Specific due dates for the monthly, quarterly and annual financial reports are included in Tables 1 through 3 of this section.  Independent audit report due dates can be found in Table 4 of this section.  All financial reports are to be completed and submitted to DHCFP according to the time frames specified in these tables.  If a due date falls on a weekend or state-recognized holiday, reports shall be due the next business day.



2.3
GENERAL FINANCIAL REPORTING INSTRUCTIONS


A report format has been provided for each of the required reports.  The Contractor shall submit computer generated reports completed on software approved by the State.  The Contractor shall submit an electronic copy of all reports. 



The Contractor must utilize predefined categories or classifications before reporting an amount as "Other."  For any material amounts included in the "Other" category, provide details and explanations.  For this purpose, material is defined as comprising an amount greater than or equal to (() five percent (5%) of the total for each section. For example, if Other Income is less than five percent (5%) of Total Revenue, no disclosure is necessary; however, if Other Medical Expense equals eight percent (8%) of Total Other Medical expenses, disclosure would be necessary.  Any disclosure of other medical expense should be identified using industry standard coding such as CPT revenue code, etc.


Restate prior periods where possible.  Prior period information should be reported using the same criteria established for completing the current period information.  Where the necessary detail does not exist to adequately report prior period information, this fact should be disclosed in footnotes to the reports.


Unanswered questions and blank lines or schedules will not be considered properly completed. If no answers or entries are to be made, write “None,” not applicable (N/A), “0” or “-” in the space provided.  



All amounts are to be reported in whole dollars only. 



Generally Accepted Accounting Principles (GAAP) are to be used in the preparation of these financial reports.  All revenues and expenses must be reported using the accrual basis of accounting.  The accrual basis of accounting recognizes revenue when it is earned and expenses in the period incurred, without regard to the time of receipt or payment of cash. 



Some of the financial reports require the information reported to be broken into sub-segments.  The typical sub-segments are as follows: all Medicaid, or when designated Medicaid with a separation for the Children’s Health Insurance Medicaid Expansion; Nevada Check Up (CHIP) business in the State of Nevada;  all other Contractor licensed business in the State of Nevada: and all Nevada business combined.  The sum of the Medicaid, Nevada Check Up, and non-Nevada Health Network business must equal the overall Nevada business. For items on the financial statements that must be allocated between Medicaid and non- Nevada Health Network business in Nevada, the Contractor must supply the documentation or rationale used to determine the apportionment. (Example:  Administrative Expenses.)  


2.4 
FINANCIAL REPORTING REQUIREMENTS TABLES


TABLE 1


MONTHLY REPORTING REQUIREMENTS



        Report



Report #      Level
     Description




     Due Date


Q9
A
Request for retro-capitation payment           60 days after month end


Q8
          O
    Third Party Liability



30  days after month end



Report Levels:  I=  Medicaid & Checkup combined, A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 2


QUARTERLY REPORTING REQUIREMENTS



first (1st), second (2nd) and third (3rd) Quarter Reports


Report #    Report Level
     Description




     Due Date



Certification Statement
45 days after quarter-end



Q1

A
Statement of Revenue & Expenses
45 days after quarter-end



Q3

A
Enrollment




45 days after quarter-end



Q4

I
Utilization Data



45 days after quarter-end



Q5

I
Medical Claims Payable 


45 days after quarter-end



Q7
I
Large Claims Tracking
45 days after quarter-end



Q10

I
Claims Report




45 days after quarter-end



FOURTH (4TH) Quarter Reports



Report #    Report Level
     Description




     Due Date



Certification Statement
90 days after quarter-end



Q1

A
Statement of Revenue & Expenses
90 days after quarter-end



Q3

A
Enrollment




90 days after quarter-end



Q4

I
Utilization Data



90 days after quarter-end



Q5

I
Medical Claims Payable 


90 days after quarter-end



Q7
I
Large Claims Tracking
90 days after quarter-end



Q10

I
Claims Report




90 days after quarter-end



NOTE:   All fourth (4th) Quarter Reports must include year-to-date summaries


Report Levels:  I=Medicaid & Checkup combined, A= Each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 3


ANNUAL REPORTING REQUIREMENTS



Report #      Report
     Description




     Due Date


                     Level




Certification Statement
90 days after year-end


A1
O
Listing of Contractor Officers and Directors
90 days after year-end



A2
I&O
Balance Sheet Report
90 days after year-end



A3
A
Related Party Transactions
90 days after year-end



N/A
O
Annual Footnote Disclosure
120 days after year-end



N/A
I 
Schedule H (from NAIC-Section III only)
120 days after year-end



Report Levels:  I=Medicaid & Checkup combined, A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 4


INDEPENDENT AUDIT REQUIREMENTS*



Report 
Description
Due Date



       Level



O
Independent Audit Report
120 days after year-end




A
Accountant’s Report on Compliance
120 days after year-end




A
Annual Audit/Contractor YTD Financial
120 days after year-end




       Reconciliation Report




Report Levels: A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



*Liquidated damages apply; see LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS – ATTACHMENT 


2.5
MONTHLY REPORTING INSTRUCTIONS


A. REPORT Q9 --REQUEST FOR RETRO-CAPITATION PAYMENTS 


By 60 days from the last day of a month, the MCO shall submit a list of enrollees for which the MCO did not receive a capitation payment for in that month. Use the (Excel) “date” format xx/xx/xx for all dates. For Gender use M, F, or U (unborn). Submit electronically.


B.
REPORT Q8a and Q8b – THIRD PARTY LIBILITY


By 30 days from the last day of a month, report all sections of the report. Only report claims for the Nevada Medicaid and CHIP enrollment populations. Submit electronically.



2.6
QUARTERLY REPORTING INSTRUCTIONS


A.
QUARTERLY CERTIFICATION STATEMENT


This statement, with signatures, must be submitted with each quarterly and annual report.  Submit electronically.


B.
REPORT Q1 – STATEMENT OF REVENUE, EXPENSES AND CHANGES IN CONTRACTOR    EQUITY



Report revenues and expenses using the full accrual method according to GAAP.  Complete one (1) report for each sub-segment:  Nevada Medicaid business, Nevada Checkup business; Other Nevada business; and Total Nevada business.  Submit electronically.


1)
Revenue



Line 1 – Capitation revenue recognized on a prepaid basis from DHCFP for provision of health care services for all MCO recipients.



Line 2 – Supplemental Omnibus Reconciliation Act (SOBRA) Receipts – Maternity supplement revenue for MCO recipients as of the statement date.



Line 3 – Investment Income – All investment income earned during the period.  Do not net interest income and interest expense together.



Line 4 –Other Income – Revenue from sources not identified in Lines 1-3:



(a)
Other Income – Revenue from sources not identified in other revenue categories.  



(b) 
Other Income – Reinsurance recoveries related to prior year claims activity. 



(c)
Other Income – Third-Party Liability (TPL) recoveries related to prior year claims activity. 



2)
Expenses




All expenses must be reported, net of Medicare reimbursement.




3)
Hospitalization Expense – Only those expenses for inpatient hospital services.



Line 6 – Hospital Inpatient – All forms of expenses for hospital inpatient services. 



Line 7 –Unassigned. 



4) Medical Professional Services Expense – Expenses for physician and non‑physician services.



Line 9 – Primary Care Physician Services - All forms of expenses for primary care delivery, including salary, capitation, and fee‑for‑service.  Exclude EPSDT initial screening visits and those physician services reported under emergency services.  Also exclude primary care physician services provided by a FQHC or RHC.  FQHC and RHC expenses must be reported on Line 28.



Line 10 – Referral Physician Services – All forms of expenses paid for referral physician services including physician expenses for surgery. 



Line 11 – Physician Risk Pool Expense Adjustment – The net physician risk pool(s) adjustment for the period. 




5)
Other Medical Expense – Various services to MCO recipients on an outpatient basis.  Services include outpatient services, emergency services, pharmacy, lab, radiology, etc.  Expenses should include all forms of payment for these services (i.e., capitation, fee‑for‑service, etc.).




Line 13 – EPSDT – Expenses incurred for initial EPSDT screening visits.



Line 14 – Outpatient – Expenses incurred for outpatient services.  Exclude outpatient surgery expenses and physician expenses for surgery. 



Line 15 – Emergency Services – Those expenses relating to emergency room services provided on an outpatient basis, including any facility fee.  This includes physician services and emergency transport services.



Line 16 – Pharmacy – Expenses incurred for outpatient services.  Exclude pharmacy expenses incurred for family planning.




Line 17 – Lab – Lab expenses incurred for outpatient services.



Line 18 – Radiology – Radiology expenses (medical imaging, x‑ray) incurred for outpatient services.



Line 19 – Outpatient Surgery – Surgery expenses incurred for outpatient services.  Exclude physician expenses for surgery.



Line 20 – Durable Medical Equipment – Medical equipment and oxygen expenses incurred for outpatient services.  Exclude standard durable medical equipment claimed under Nursing Facility and Home Health Care.  Include specialized durable medical equipment claimed under Nursing Facility and Home Health Care. 



Line 21 – Dental – Subcontractor dental expenses


Line 22 – Transportation – Medically necessary transportation expenses incurred for inpatient and outpatient services.  Exclude emergency transport services.



Line 23 – Nursing Facility (NF) – Expenses relating to nursing facility care.



Line 24 – Home Health Care – Expenses relating to home health including durable medical equipment expense incurred in a home health care setting.



Line 25 – Family Planning – Family planning expenses incurred for outpatient services and covered forms of male and female contraceptives. 



(a) Report In-Network expenses; and, 


(b) Report Out-of Network services.



(b) Report Out-of-Network expenses.



Line 26 – Sterilization Services – Sterilization expense incurred for outpatient services for both males and females. 



Line 27 – Therapy – Physical, Occupational, Respiratory, Speech and Audiology Therapy expenses incurred for outpatient services.



Line 28a – FQHC – Payments for services made to Federally Qualified Health Centers.




Line 28b – RHC – Payments for services made to Rural Health Centers.



Line 29 – Mental Health Services – Expenses incurred for outpatient services for individuals identified as SED or SMI:



(a) Outpatient services.



(b) Outpatient services for SED/SMI recipients.



Line 30 – Children with Special Health Care Needs (CSHCN) – Expenses incurred for outpatient services for children identified with special health care needs.



Line 31 – Vision – Expenses incurred for outpatient services relating to vision medical care.



Line 32 – Occupancy (Rent/Utilities) – Occupancy expenses incurred, such as rent and utilities, on facilities used to deliver health care services to recipients.  Exclude occupancy expenses incurred for administrative facilities.



Line 33 – Depreciation – Only depreciation on those fixed assets used to deliver health care services to recipients.  Exclude depreciation on administrative assets.



Line 34 – Other Risk Pool Expense Adjustment – The net other risk pool(s) adjustment for the period.  If there is more than one (1) risk pool, each risk pool should be separately labeled/delineated and tracked.


Line 35 – Reinsurance Expense:



(a) Reinsurance Premium Expense.



(b) Reinsurance Recoveries – purchased reinsurance.



(c) Reinsurance Recoveries – DHCFP reinsurance.



Line 36 – Third-Party Liability (TPL) Recoveries – Exclude reimbursement by Medicare.  



Line 37 – Other (Specify) – Those outpatient expenses not specifically identified in one of the categories defined above.  Note:  This category should only be used if the expense cannot be allocated to one of the predefined categories above.



6) Administrative Expense – Expense associated with the overall management and operation of the Contractor.



Line 40 – Compensation – This includes all forms of compensation, including employee benefits and taxes, to administrative personnel.  Also, include medical director compensation, whether on salary or contract.



Line 41 – Data Processing – Costs for outside data processing services during the period, as well as internal data processing expenses, other than compensation.  Exclude compensation for any internal data processing personnel; this should be reported above.



Line 42 – Management Fees – Expenses for services of an outside management company.



Line 43 – Insurance – Expense of any insurance policies covering the current period.  Exclude employee life and health insurance noted above.



Line 44 – Interest Expense – Interest expense incurred on loans during the period.  Do not net interest income and interest expense together.



Line 45 – Occupancy (Rent/Utilities) - Occupancy expenses incurred (i.e., rent and utilities) on facilities not used to deliver health care services to MCO recipients.



Line 46 – Depreciation – Depreciation on those assets not used to deliver health care services to MCO recipients.  .


Line 47 – Marketing – Expense related to any medium of communication whereby the intent of such medium is to promote or increase the Contractor's Medicaid enrollment.  Exclude outreach activities designed to inform existing MCO recipients of their benefits. 



Line 48 – Interest Fees/Penalty Charges – Interest Fee or penalty charges or other fees associated with late payment of claims or other performance-related charges.


Line 49 – Other (Specify) – Those administrative expenses not specifically identified in the categories above.  



Line 53 - Non-Operating Income (Loss) – Gains and losses on sale of investments and fixed assets during the period, and any other non-operating income or loss.



Line 55 – Income Tax – Provision for income taxes for the period.



7)
Equity



Includes all changes to the equity accounts during the period, such as sales or repurchase of stocks, as well as the current period net income (loss).



Line 57 – Equity Beginning of the Period.



Line 58 – Increase (Decrease) in Preferred Stock – The change in preferred stock from the prior period to the current period.



Line 59 – Increase (Decrease) in Common Stock – The change in common stock from the prior period to the current period.



Line 60 – (Increase) Decrease in Treasury Stock – This is change in treasury stock from the prior period to the current period.



Line 61 – Increase (Decrease) in Additional Paid‑In Capital – The change in paid‑in capital from the prior period to the current period.



Line 62 – Increase (Decrease) in Contributed Capital – This is the change in contributed capital from the prior period to the current period.



Line 63 – Increase (Decrease) in Retained Earnings/Fund Balance:



(a) Net Income (Loss) – for the current period; and,



(b) 
Dividends to Stockholders – Dividends paid or payable to stockholders during the current period.



Line 64 – Other (Specify) – Any other activity affecting equity not specifically accounted for in the above categories.  Note: all activity in equity must be disclosed in the notes to the financial statements and delineated separately.



D.C.
REPORT Q3 - ENROLLMENT


Report these sub-segments:  MCO business lines; Other Nevada business; and Total Nevada business.  This report discloses members in each month of the quarter by major aid category.  A recipient member is a MCO eligible person who has been enrolled with a Contractor for the provision of health services.  Submit electronically.


E.D.
REPORT Q4 – UTILIZATION DATA


This report is used to indicate utilization statistics by major aid category.  Report year-to-date information for each quarter in the calendar year.  The report should only contain information for the MCO’s population. The final report for previous year should be submitted along with the current year, first quarter report.  Submit electronically.


Use the most current aid codes to group the Medicaid and CHIP categories:



The following information is to be used when completing the Inpatient Statistics, Normal Newborn Inpatient and Neonate Newborn Inpatient sections of the report. 



Line 1 – Admissions – Include recipients admitted to acute care facilities, recipients admitted to an acute care facility and subsequently transferred to another acute care facility, recipients admitted as a result of an emergency room visit, and recipients hospitalized at the time of enrollment with the Contractor.  Exclude admissions to non‑acute care facilities, either free‑standing or within an acute care facility, and non‑acute care facilities including rehab, skilled nursing, mental health or clinical dependence facilities.



Line 2 – Patient Days – Include the number of patient days of care provided during the month. Count each day during the month related to the hospital stay, regardless of the payer.  This would include all of the patient days for patients admitted from the emergency room.  For new recipients already hospitalized on the day of enrollment, count only the days beginning with the date of enrollment.  Exclude short stay/observation visits, regardless of the length of stay, and patient days in non‑acute care facilities.



Line 3 – Discharges –
Include discharges and deaths occurring during the month. Count as a discharge any transfer to a non-acute care setting and disenrollment of a hospitalized recipient during the month, even if the person continues to be hospitalized.  Exclude transfers from one acute care facility to another acute care facility, and discharges from non‑acute care facilities, either free standing or within an acute care facility.



Line 4 – Discharge Days – Include the days associated with each discharge, including the day of admission.  Discharge days can overlap a month if the admission occurred in the previous month, but the discharge occurred during the current month.   Exclude the day of discharge.



Emergency Room Visits – Count the number of ER visits for each aid category.



Physician Services – Count the number of Primary Care Physician (PCP) visits, the number of EPSDT screening visits, and the number of specialty referral visits.



Prescription Drugs – Include a count of scripts filled for (1) retail generic, (2) retail brand, (3) mail order generic, (4), mail order brand.



F.E.
REPORT Q5 – MEDICAL CLAIMS PAYABLE (RBUCS AND IBNRS)



This report should contain information for Nevada Medicaid and CHIP business only.  Received but unpaid claims (RBUCs) are reported by the appropriate expense and aging categories.  A claim becomes an RBUC the day it is received by the Contractor, not the day it is processed/adjudicated.  The incurred but not reported (IBNR) claims are estimates of claims that have not yet been received.  IBNR claims are reported in the second to last column by expense category.  Submit electronically.


H.F
REPORT Q7 – LARGE CLAIMS TRACKING



By calendar year-to-date, show accumulated claims that have exceeded the threshold of twenty thousand dollars ($20,000), by an enrolled recipient.  Only report claims for the Nevada Medicaid and CHIP enrollment populations.  Submit electronically.


2.7
ANNUAL REPORTING INSTRUCTIONS



A.
REPORT A1 – LISTING OF CONTRACTOR OFFICERS AND DIRECTORS



This report is to be submitted to DHCFP annually.  However, if there are changes to any plan officers and/or directors or changes in compensation of same, this report must be submitted pursuant to contract requirements.  Submit electronically.



B.
REPORT A2 -- BALANCE SHEET REPORT



Complete one (1) report for   Nevada Medicaid and Checkup business and (1) report for Overall (aggregate) business.  Submit electronically.



1)
Assets



a.
Current Assets 



Assets that are relatively liquid, usually short‑term holdings including investments maturing in one (1) year or less from the date of purchase. Restricted assets for the general performance security bond, contracts, reserves, etc., are not to be included as current assets. 



Note: Generally if an asset is to be turned into cash or is to be used to pay a current liability within one (1) year or the operating cycle, whichever is longer, it is considered current.



Line 1 – Cash and Cash Equivalents – Include cash and cash equivalents, available for current use.  Cash equivalents are investments maturing ninety (90) days or less from the date of purchase.  Exclude restricted cash (and equivalents) and any cash (and equivalents) pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 2 – Short‑Term Investments – Include readily saleable investments, including marketable securities, maturing one (1) year or less from date of purchase and expected to be redeemed or sold within one (1) year of the balance sheet date.  Exclude investments maturing ninety (90) days or less from the date of purchase and restricted securities.  Exclude investments pledged by the Contractor to satisfy the DHCFP performance security bond requirements.  



Line 3-A – Capitation Payment Receivable from DHCFP – Include net amounts receivable from DHCFP for capitation as of the balance sheet date. 



Line 3-B –  Supplemental Omnibus Reconciliation Act (SOBRA) Payment Receivable from DHCFP – Include net amounts receivable from DHCFP for maternity SOBRA payments as of the balance sheet date.



Line 4 – Reinsurance Recovery and/or Receivable – Include the value of estimated recovery.   



Line 5 – Investment Income Receivable – Include income earned but not yet received from cash equivalents, investments, performance security bonds, and short- and long-term investments. 



Line 6 – Due from Affiliates – Include the net amount of receivables due from affiliates expected to be collected within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, there won’t be a short-term asset and liability reported at the same time.  Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due from affiliates resulting from transactions in the normal course of business (i.e., claims payables, capitation payable) and non‑current amounts due from affiliates.



Line 7 – Unassigned.  



Line 8 – Other Current Assets – Include all other current assets (i.e., income taxes receivable) not accounted for elsewhere on the balance sheet. Any receivables from providers should be accounted for here; they should not be netted against the IBNRs. 




b.
Other Assets 



Line 10 – General performance security bond – Include all cash and investments pledged to meet the DHCFP performance security bond requirement.  Exclude surety bonds or letters of credit that do not represent actual assets of the Contractor.



Line 11 – Restricted Cash and Other Assets – Include cash, securities, receivables, etc., whose use is restricted.  Exclude any investments pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 12 – Long‑Term Investments – Include investments with a maturity of more than one (1) year from the date of purchase, or with no stated maturity date that are expected to be held longer than one (1) year.  Exclude any investments pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 13 – Due From Affiliates – Include the net amount of receivables due from affiliates not expected to be collected within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, a long‑term asset and liability will never be reported at the same time. Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate. Exclude amounts due from affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and current amounts due from affiliates.



Line 14 – Other Non‑Current Assets – Include all other non-current assets not accounted for elsewhere on the balance sheet.



c. 
Property and Equipment 



Fixed assets including land, buildings, leasehold improvements, furniture, equipment, etc.



Line 16 – Land – Include real estate owned by the Contractor.



Line 17 – Buildings – Include buildings owned by the Contractor, including buildings under a capital lease, and improvements to buildings owned by the Contractor.  Exclude improvements made to leased or rented buildings or offices.



Line 18 – Leasehold Improvements – Include capital improvements to facilities not owned by the Contractor.



Line 19 – Furniture and Equipment – Include medical equipment, office equipment, data processing hardware and software (where permitted), and furniture owned by the Contractor, as well as similar assets held under capital leases.



Line 20 – Vehicles – Include vehicles owned by the Contractor, including any vehicles held under capital lease. 



Line 21 – Other – Include all other fixed assets not falling under one of the other specific fixed asset categories.



Line 23 – Accumulated Depreciation and Amortization – Include the total of all depreciation and amortization accounts relating to the various fixed asset accounts.



2) 
Liabilities and Equity



a.
Current Liabilities



Obligations whose liquidation is reasonably expected to occur within one (1) year from the date of the balance sheet.



Line 1 – Accounts Payable – Include amounts due to creditors for the acquisition of goods and services on a credit basis.  Exclude amounts due to providers for services relating to the delivery of health care.



Line 2 – Accrued Administrative Expenses Payable – Include accrued expenses and management fees, and any other amounts, estimated as of the balance sheet date (i.e., payroll, payroll taxes).  Also include accrued interest payable on debts.



Line 3 – Capitation Payable (Providers) – Include net amounts owed to providers for monthly capitation.  Exclude capitation payable to DHCFP as a result of an overpayment (this amount should be reported on Line 9).



Line 4 – Medical Claims Payable – Include the total of reported but unpaid claims (RBUCs) and incurred but not reported claims (IBNRs).  This liability relates to claims for expense categories (Lines 6 through 35, in Report Q1).  



Line 5 – Accrued Medical Incentive Pool – Include liabilities for arrangements whereby the Contractor agrees to share utilization savings (such as withhold amounts) with various providers.  Exclude claims from providers reported in claims payable. Also exclude risk arrangements where the provider is "at risk" for excessive medical utilization. 



Line 6 – Unassigned.  



Line 7 – Current Portion of Long‑Term Debt – Include the principal amount on loans, notes, and capital lease obligations due within one (1) year of the balance sheet date.  Exclude long‑term portion of, and accrued interest on, principal on loans, notes, and capital lease obligations. 



Line 8 – Due to Affiliates – Include the net amount of payables due to affiliates expected to be paid within one (1) year of the balance sheet date. Only the net amount is reported; therefore, a short‑term asset and liability will never be reported at the same time.  Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due to affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and non‑current amounts due to affiliates. 



Line 9 – Other Current Liabilities (Specify) – Include those current liabilities not specifically identified elsewhere, i.e., income taxes payable and capitation amounts payable to DHCFP.



b.
Other Liabilities 



Those obligations whose liquidation is not reasonably expected to occur within one (1) year of the date of the balance sheet. 



Line 11 – Long‑Term Debt Excluding Current Portion – Include the long‑term portion of principal on loans, notes, and capital lease obligations.  Exclude current portion of, and accrued interest on, principal on loans, notes, and capital lease obligations (reported on Line 7). 



Line 12 – Due to Affiliates – Include the net amount of payables due to affiliates not expected to be paid within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, there will never be an asset and liability reported at the same time. Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due to affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and current amounts due to affiliates. 



Line 13 – Other Non‑Current Liabilities (Specify) – Include those non‑current liabilities not specifically identified elsewhere. Any significant amounts should be disclosed in the notes to the financial statements. 



3)   Equity 


Preferred stock; common stock; treasury stock; additional paid‑in and contributed capital and retained earnings/fund balance. 


Line 16 – Preferred Stock – Should equal the par value, or in the case of no‑par shares, the stated or liquidation value, per share multiplied by the number of issued shares.



a.

Authorized preferred stock is the number of shares that a corporation has been authorized to issue.



b.

Issued preferred stock is the cumulative total number of authorized shares issued, whether or not outstanding. The number of issued shares includes treasury stock.




c.

Outstanding preferred stock is the number of authorized shares that have been issued and are presently held by stockholders, excluding treasury stock.



Line 17 – Common Stock – Should equal the par value, or in the case of no‑par shares, the stated value, per share multiplied by the number of issued shares.  Authorized, issued, and outstanding shares have the same meanings as in Line 16.



Line 18 – Treasury Stock – Par Value Method - Amount should equal the par value per share multiplied by the number of shares held.  Cost Method - Should equal the cost of acquiring the treasury stock.



Line 19 – Additional Paid‑In Capital – Include amounts paid and contributed in excess of the par or stated value of shares issued.



Line 20 – Contributed Capital – Include capital donated to the Contractor. Describe the nature of the donation, as well as any restrictions on this capital, in the notes to financial statements. 



Line 21 – Retained Earnings/Fund Balance – Include the undistributed and inappropriate amount of earned surplus. This would be the fund balance for not-for‑profit corporations. 



C.
REPORT A3 – RELATED PARTY TRANSACTIONS 



Report information for all business segments:  Nevada Medicaid and CHIP business, Other Nevada business and Total Nevada business.  Report the total amount of each type of transaction on a separate line for the current reporting period involving any individual or entity that meets the definition/description of a related party/affiliate. For example, report all hospitalization expenses at an affiliated hospital for the period, or all medical compensation expenses to Contractor owners, including, medical directors, and/or board members. Other non‑medical service transactions should also be accounted for on this schedule, such as allocation of overhead, rent or management fees to related parties, as well as any loans and/or distribution between related parties.  For definitions and other information see Appendix A. Submit electronically.


All significant related party transactions must be prior approved, in writing, by DHCFP.



D.
ANNUAL FOOTNOTE DISCLOSURE


The purpose of the footnote disclosure requirement is to enhance understanding of the financial statements and supplemental schedules. The following list represents the minimum amount of disclosures to report.  It is not intended to include all possible disclosures.  Disclosures required by GAAP should also be included.  Submit electronically.


1)
Organizational Structure


a. How is the entity organized?  (Partnership, S‑Corporation,



501(C) (3) C‑Corporation, Governmental Unit, etc.)




b.
Date the Contractor commenced operations.




c.
Location of the Contractor’s headquarters.



d.
List the counties in which the Contractor has a managed care contract with the DHCFP.



2)
Summary of Significant Accounting Policies




a.
Revenue and expense recognition policies (when is it recognized?).



Capitation revenue, maternity kick payment revenue, reinsurance revenue, and other revenue, medical and administrative expenses.  Report for all business segments.



b. Include a statement that all medical expenses are reported net of Medicare reimbursement.  Report for all business segments.



c. "Other" Amounts – Describe material amounts included in "other" in Report Q1.  Report for Medicaid business only.



d.
Pledges/Assignments and Guarantees - Describe any pledges, assignments, or collateralized assets and any guaranteed liabilities not disclosed on the balance sheet.  Report for all business.



e.
Investment Activity – Describe investment activity occurring during the year.  This could include sales, purchases, write-downs, losses and gains.  Exclude activity relating to the DHCFP performance security bond.  Report for all business.



f. Performance security bond – Disclose the method by which the Contractor satisfied the DHCFP performance security bond requirement. This must be disclosed whether or not the amounts are included in the financial statements.  Indicate under or over funding and the reason for either.  Only report for Nevada Medicaid and CHIP business.



g.
Related Parties – Disclose transactions with related parties including receivables from, and/or payables to, related parties.  Since all related party balances are captured in Report A3, this footnote will serve to provide further detail on transactions and relationships.  Report for each business segments.


h.
Sub‑capitation – Indicate the amounts paid year-to-date under sub‑capitation arrangements, including salaried providers for Hospitalization, Physician Services or Salary, Physician Services or Capitation, and Other Medical.  Sub-capitated rates should be allocated if there is more than one service grouping included in the sub-capitated rate.  Describe the allocation methodology used for each sub-capitation.  Report for MCO business lines only.



i.
Prior Period Adjustments – Disclose and describe any adjustments made to previously submitted financial statements including those adjustments that affect the current financial statements.  Report for each business segment.



j.
Claims Payable Analysis – Explain large fluctuations in IBNR and RBUC balances from prior reports. Specifically, address changes in IBNRs and/or RBUCs of more than ten percent (10%) (on an IBNR or RBUC per member basis).   All changes, whether positive or negative, must be explained (a change of ten or more percent (10+%) could consist of reductions to cost per service, increases in utilization of services, etc.).  Each element within the change needs to be identified and explained.  Report for MCO business lines only.



k.
Risk Pools - Describe separately each risk sharing arrangement the Contractor utilizes. Key components to be included are: services covered by risk pool(s); remaining liabilities or receivables from prior fiscal years; scheduled frequency of distributions; and percent of revenues allocated to pool(s) (methodology of allocation).  Only report for Nevada Medicaid and SHCIP business.



l. Contingent Liabilities - Give details of any malpractice or other claims asserted against the Contractor, as well as the status of the case, potential financial exposure, and most likely resolution, and expected/anticipated resolution date.  Report for all business.



E.
SCHEDULE H (SECTION III) 



Report the National Association of Insurance Commissioners (NAIC) Annual Schedule “H” (Section III only).  Use the Schedule H Report form, but report Medicaid and CHIP only information for each of the three segments – Hospital Inpatient, Medical Compensation and Other Medical.    This report is an analysis of unpaid claims for the previous year and indicates the accuracy of the IBNR reserve.  Submit electronically.


2.8
INDEPENDENT AUDIT INSTRUCTIONS



The independent auditors and the Contractor can refer to American Institute of Certified Public Accountants (AICPA), Auditing and Accounting Guide, for guidance in completing the independent audit.



A.
INDEPENDENT AUDIT REPORT 



Submit a copy of the annual Independent Audit Report, Notes to the Financial Statement, and any additional schedules and reports.  The independent certified public accountant should follow GAAP in preparation of the independent audit.  A certain minimum review and disclosure is required.  Identify and review the following:  



1) All receivables from DHCFP, including billed and unbilled, reinsurance (private insurance policy) and maternity kick payment receivables.



2) All items on the Contractor only Statement of Revenue and Expenses.



3)
The Contractor only Balance Sheet with emphasis on:



Assets – Cash, Marketable Securities, Due To/From Affiliates, Accounts Receivable, Other Assets and any asset which is ten percent (10%) greater than total assets.



Liabilities – Accounts Payable, RBUCs and IBNRs, Long-Term Debt, Other Liabilities and any liability which is ten percent (10%) greater than total liabilities.



Claims Liability – The auditor must evaluate the adequacy of the claims liability reported by the Contractor.  This is determined by the IBNR methodologies used by the Contractor.  The analysis of claims expense accruals requires professional judgment and an understanding of the Contractor’s overall operating philosophy with respect to expense development and payment practices.  The auditors should refer to AICPA, Audits of Providers of Health Care Services, if additional guidance is needed.



4)
Related Parties – DHCFP is concerned with monitoring the existence of related party transactions in order to determine if any significant conflicts of interest exist in the Contractor’s ability to meet program objectives.  See Appendix A for additional information on related parties.  



The following procedures should be considered by the independent auditors in reviewing related party transactions and in accumulating the data necessary for disclosure:



a.
The auditors should obtain lists of each Contractor’s Board of Directors (or similar body), officers, key employees and shareholders (if any) in order to identify the related parties of each Contractor.  The auditors should also inquire as to the outside business interests of the individuals identified above, to determine the existence of businesses in which these individuals have or had ownership, control, or other relationships, and ascertain if these entities are currently doing business with the Contractor.  



b.
The auditors need to determine if the Contractor itself is owned, controlled or managed by another entity, or if the Contractor owns, controls or manages other entities. See the federal State Medicaid Manual regarding Parties in Interest and Ownership and Control.  



c.
Once related parties have been identified, the auditors should perform the procedures necessary to determine the existence of significant transactions between the Contractor and related parties. This should be accomplished through the review of cash receipt and cash disbursement listings, contracts and agreements, the Board of Directors minutes, accounts receivable, accounts payable, paid claims listings, and through direct inquiry.  The auditors will also need to determine whether related parties serve as Subcontractors for the Contractor for the provision of medical services.  All material transactions with related parties so identified must be disclosed in footnotes to the audited financial statements.



5)
Liquidity and Going Concern Considerations – The financial viability of contracting Contractors is a key concern and responsibility of DHCFP.   See Appendix B for additional information on Liquidity and Going Concern Considerations.  



The independent auditor should follow these procedures in reviewing liquidity and going concern issues:



a. Identify items which raise questions involving going concern considerations and assess the available evidence.



b. Consider whether there are mitigating factors and determine if they are reasonable and the likelihood of occurrence.  In assessing management's representations about mitigating factors, the auditors should obtain appropriate evidence.



c. If evidence is found, the auditor’s opinion on the financial statements should reflect the situation.



d. If a going concern problem is indicated, the auditors should ask management for a cash flow projection for the six (6) quarters following the balance sheet date. The auditors should review the projections and assumptions to determine if they are reasonable.  If a Contractor is unable to prepare a cash flow projection, the auditor should ask management to provide a written summary of the major course(s) of action for coping with the entity's going concern problems.  



If the Contractor is determined to not be a going concern, the auditors must report this to DHCFP and DOI. 



6)
Recommendation Letter – A letter of recommendation to management from the independent certified public accountant on Contractor operational needs and internal control weaknesses is mandatory for all Contractors.  The recommendation letter should identify all major Contractor operational needs, internal control weaknesses, and the status of last year's management letter recommendations.  All major deficiencies noted from the compliance test procedures should be disclosed. This is required even in the event there are no significant findings or recommendations.  All material weaknesses in internal controls, as defined by the Statements of Auditing Standards (SAS) of which the independent accountant becomes aware shall be immediately communicated, in writing, to DHCFP.  



B.
ACCOUNTANT’S REPORT ON COMPLIANCE 



Compliance tests should be applied to a representative sample of appropriate records or transactions. The objective of compliance testing is to provide information necessary to determine if errors or exceptions are significant or represent a pattern of non-compliance with regulations or requirements, refer to SAS 59. The method of selection and the size of a representative sample will vary depending upon the circumstances and the procedures performed.



A lack of documentation on the part of the Contractor is deemed de facto non-compliance with the item and is to be described as such in the report.  Errors or exceptions which are judged to be significant, represent a pattern of non-compliance with DHCFP regulations or requirements, or which have not been or are not being corrected, must be reported. 



In reporting items in which the auditor has formed no conclusions as to compliance, comments should still be included in the report. Comments concerning items not considered significant and not included in the report should generally be provided to the Contractor for appropriate action.



In instances where the independent auditor discovers fraudulent actions, reports, or statements to DHCFP, or defalcations, the auditor should refer to SAS 82, "The Independent Auditor's Responsibility for the Detection of Errors or Irregularities."  Also refer to SAS 54:  "Illegal Acts by Clients."  Any irregularities or potential “going concern” issues must be immediately reported to DHCFP and DOI.  



C.
ANNUAL AUDIT AND CONTRACTOR YTD FINANCIAL RECONCILIATION REPORT 



In addition to the annual audited financial statements, a reconciliation of the Contractor's final year‑to‑date quarterly statements to the annual audited statements must be submitted with the final audited statements.



APPENDIX A



Related Party Information



A "related party" or "affiliate" can be defined as anyone who as the power to control or significantly influence the Contractor, or be controlled or significantly influenced by the Contractor.  Accordingly, subsidiaries, parent companies, sister companies, and entities accounted for by the equity method are considered related parties, as are principal owners, Board of Directors members, management and their immediate families, and other entities controlled or managed by any of the previously listed entities or persons.  Related party transactions include all transactions between the Contractor and such related parties, regardless of whether they are conducted in an arm's length manner or are not reflected in the accounting records (e.g., the provision of services without charge or guarantees of outstanding debt).



Transactions with related parties may or may not be in the normal course of business.  In the normal course of business, there may be numerous routine and recurring transactions with parties who meet the definition of a related party.  Although each party may be appropriately pursuing its respective best interest, transactions between them must be disclosed and reviewed for reasonableness.



APPENDIX B



Liquidity and Going Concern Information



Auditors should refer to the SAS for additional guidance.



Financial statements are normally prepared under the assumption that an entity will continue operations for a reasonable period of time after the balance sheet date, i.e., on a "going concern" basis.



The going concern assumption is important in arriving at the amount and classification of assets and liabilities in the balance sheet. For example, in a non‑viable Contractor assets may not be realizable at their carrying values, additional liabilities may arise, and non‑current liabilities may become current.  



In order for the Contractor to continue as a going concern, it must be able to meet its obligations as they come due or within a reasonable period of time thereafter. Indicators that the company may not be able to meet its obligations include:



1. Negative trends (i.e., recurring operating losses, negative cash flows, increased aging of payables, etc.);


2. Defaults under loan or similar agreements; 



3.
Working capital deficiencies;       



3. Denial of credit by suppliers or bankers;         



4.
Non-compliance with statutory or contractual capital requirements;


5.
An uninsured catastrophe;


6.
Significant potential losses arising from litigation; and/or,


7.
Financial difficulty of related companies.



In addition, there may be changes in the nature and conduct of the business, such as the loss of a major market, significant disenrollment, or non-renewal of subcontracts with providers of health care services, which may cast doubt on the Contractor's ability to continue to operate.   Loss of key personnel may also give rise to such doubts.  Indication of non‑viability, however, may be mitigated where there is formal commitment by a parent organization or owner to infuse the Contractor with capital necessary to continue normal business operations.



Mitigating Factors – External factors may also cause doubts concerning the viability of an entity. Such factors may include:



1. Difficulties encountered by similar entities in the same business;    



2. Legislation passed affecting the entity's ability to operate;


3. Proposed or threatened expropriation of assets;


4. Ability exists to dispose of surplus assets or to delay the purchase of new assets;


5. Ability to obtain financing by leasing, additional borrowing or by raising additional equity capital;


6. Likelihood of debt restructuring or extending the maturity of loans;  



7.
Ability to reduce costs or eliminate losses;


8.
Likelihood of obtaining replacement markets, Subcontractors, suppliers of products or personnel; and/or,


9. Likelihood that a third party will guarantee the Contractor's liabilities.



APPENDIX C


Financial Reporting Forms
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Q1



				STATEMENT OF REVENUE, EXPENSES AND EQUITY



				SECTION 2 REPORT Q1 - Page 1



				MCO Name  ___________________________								Business Segment  _________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



				References to Dental Reporting do not apply to RFP #3260.



								FIRST QUARTER								SECOND QUARTER								THIRD QUARTER								FOURTH QUARTER								YEAR TO DATE



				MEMBER MONTHS								PMPM								PMPM								PMPM								PMPM				-				PMPM



				REVENUE



				1. Capitation								- 0								- 0								- 0								- 0				-				- 0



				2. Maternity Supplement (SOBRA)								- 0								- 0								- 0								- 0				-				- 0



				3. Investment Income								- 0								- 0								- 0								- 0				-				- 0



				4. Other Income (Specify)								- 0								- 0								- 0								- 0				-				- 0



				5.  TOTAL REVENUE				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				-				- 0



				EXPENSES



				Hospitalization Expense



				6. Hospital Inpatient								- 0								- 0								- 0								- 0				-				- 0



				7. Unassigned								- 0								- 0								- 0								- 0				-				- 0



				8. Total Hospitalization (Lines 6 + 7)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				-				- 0



				Medical Professional Services Expense



				9. Primary Care Physician Services								- 0								- 0								- 0								- 0				-				- 0



				10. Referral Physician Services								- 0								- 0								- 0								- 0				-				- 0



				11. Physician Risk Pool Expense Adjustment								- 0								- 0								- 0								- 0				-				- 0



				12. Total Medical Professional Services (Lines 9 to 11)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				Other Medical Expense



				13. EPSDT Initial Screenings								- 0								- 0								- 0								- 0				-				- 0



				14. Outpatient								- 0								- 0								- 0								- 0				-				- 0



				15. Emergency Services--Including Emergency Transportation								- 0								- 0								- 0								- 0				-				- 0



				16. Pharmacy								- 0								- 0								- 0								- 0				-				- 0



				17. Lab--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				18. Radiology--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				19. Outpatient Surgery--Excluding Physician Expenses								- 0								- 0								- 0								- 0				-				- 0



				20. Durable Medical Equipment								- 0								- 0								- 0								- 0				-				- 0



				21. Dental								- 0								- 0								- 0								- 0				-				- 0



				22. Transportation--Excluding Emergency Transportation								- 0								- 0								- 0								- 0				-				- 0



				23. Nursing Facility (NF)								- 0								- 0								- 0								- 0				-				- 0



				24. Home Health Care								- 0								- 0								- 0								- 0				-				- 0



				25. Family Planning Services



				(a) Family Planning In-Network Services								- 0								- 0								- 0								- 0				-				- 0



				(b) Family Planning Out-of-Network Services								- 0								- 0								- 0								- 0				-				- 0



				26.  Sterilization Services								- 0								- 0								- 0								- 0				-				- 0



				27. Therapy--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				28. (a) FQHC								- 0								- 0								- 0								- 0				-				- 0



				28. (b) RHC								- 0								- 0								- 0								- 0				-				- 0



				29. Mental Health																																								- 0



				(a) Outpatient services								- 0								- 0								- 0								- 0				-				- 0



				(b) Outpatient Services for SED/SMI Participants								- 0								- 0								- 0								- 0				- 0				- 0



				STATEMENT OF REVENUE, EXPENSES AND EQUITY



				SECTION 2 REPORT Q1 - Page 2



				MCO Name  ___________________________								Business Segment  _________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



								FIRST QUARTER								SECOND QUARTER								THIRD QUARTER								FOURTH QUARTER								YEAR TO DATE



				MEMBER MONTHS								PMPM								PMPM								PMPM								PMPM								PMPM



				30. Children with Special Health Care Needs								- 0								- 0								- 0								- 0				-				- 0



				31. Vision								- 0								- 0								- 0								- 0				-				- 0



				32. Occupancy (Rent/Utilities)								- 0								- 0								- 0								- 0				-				- 0



				33. Depreciation--Exclude Administrative Assets								- 0								- 0								- 0								- 0				-				- 0



				34. Other Risk Pool Expense Adjustment								- 0								- 0								- 0								- 0				-				- 0



				35. Reinsurance Expense



				(a) Reinsurance Premium Expense								- 0								- 0								- 0								- 0				-				- 0



				(b) Reinsurance Recoveries-Purchased Reinsurance								- 0								- 0								- 0								- 0				-				- 0



				(c) Reinsurance Recoveries-DHCFP Reinsurance								- 0								- 0								- 0								- 0				-				- 0



				36. Third-Party Liability Recoveries								- 0								- 0								- 0								- 0				-				- 0



				37. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				38. Total Other Medical (Lines 13 to 37)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				39. Total Medical Expense (Lines 8+12+38)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				Administrative Expenses



				40. Compensation								- 0								- 0								- 0								- 0				-				- 0



				41. Data Processing								- 0								- 0								- 0								- 0				-				- 0



				42. Management Fees								- 0								- 0								- 0								- 0				-				- 0



				43. Insurance								- 0								- 0								- 0								- 0				-				- 0



				44. Interest Expense								- 0								- 0								- 0								- 0				-				- 0



				45. Occupancy (Rent/Utilities)								- 0								- 0								- 0								- 0				-				- 0



				46. Depreciation								- 0								- 0								- 0								- 0				-				- 0



				47. Marketing								- 0								- 0								- 0								- 0				-				- 0



				48. Interest Fees/Penalty Charges								- 0								- 0								- 0								- 0				-				- 0



				49. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				50. Total Administration (Lines 40 to 49)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				51. TOTAL EXPENSE (Lines 39+50)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				52. INCOME FROM OPERATIONS (Line 5 less Line 51)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				53. Non-Operating Income (Loss)								- 0								- 0								- 0								- 0				-				- 0



				54. INCOME (Loss) BEFORE INCOME TAXES (Line 52+53)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				55. Income Tax								- 0								- 0								- 0								- 0				-				- 0



				56. NET INCOME (Loss) AFTER INCOME TAXES				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				EQUITY



				57.  Equity Beginning of Period								- 0								- 0								- 0								- 0				- 0				- 0



				58. Increase (Decrease) in Preferred Stock								- 0								- 0								- 0								- 0				-				- 0



				59. Increase (Decrease) in Common Stock								- 0								- 0								- 0								- 0				-				- 0



				60. (Increase) Decrease in Treasury Stock								- 0								- 0								- 0								- 0				-				- 0



				61. Increase (Decrease) in Additional Paid-In Capital								- 0								- 0								- 0								- 0				-				- 0



				62. Increase (Decrease) in Contributed Capital								- 0								- 0								- 0								- 0				-				- 0



				63. Increase (Decrease) in Retained Earnings/Fund Balance								- 0								- 0								- 0								- 0				-



				(a) Net Income (Loss) (Equal to Line 56)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				(b) Dividends to Stockholders								- 0								- 0								- 0								- 0				-				- 0



				64. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				65. EQUITY END OF PERIOD  (Lines 57 to 64)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				BUSINESS SEGMENTS:   NEVADA TANF/CHAP, NEVADA CHECKUP, ALL OTHER NEVADA LINES OF BUSINESS, AND  TOTAL NEVADA BUSINESS.
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Q3



				ENROLLMENT TABLE



				SECTION 2 REPORT Q3



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



				Source of Enrollment				RECIPIENTS



								Fist Month				Second Month				Third Month				TOTAL



				MCO's MANAGED CARE BUSINESS



				1. MEDICAID



				2. CHECKUP



				3.



				4.



				TOTAL MANAGED CARE				-				-				-				-



				OTHER NEVADA BUSINESS



				1.



				2.



				3.



				4.



				TOTAL OTHER NEVADA BUSINESS				-				-				-				-



				TOTAL NEVADA BUSINESS												-				-











Q4



				UTILIZATION DATA



				SECTION 2 REPORT Q4



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Month ________________________________



								YEAR TO DATE INFORMATION



				DESCRIPTION				TANF				CHAP				CHECKUP				OTHER				TOTAL



				INPATIENT STATISTICS *



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				NORMAL NEWBORN INPATIENT



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				NEONATE NEWBORN INPATIENT



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				EMERGENCY ROOM VISITS																				- 0



				PHYSICIAN SERVICES



				1.  PCP Visits																				- 0



				2.  EPSDT Screening Visits																				- 0



				3.  Specialty (Referral) Visits																				- 0



				4.  Total Physician Visits																				- 0



				PRESCRIPTION DRUGS



				1.  Retail Generic																				- 0



				2.  Retail Brand																				- 0



				3.  Mail Order Generic																				- 0



				4.  Mail Order Brand																				- 0



				* Excluding normal and neonate newborns.
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Q5



				MEDICAL CLAIMS PAYABLE (RBUCs AND IBNRs)								Medicaid and Check Up Reported Separately



				SECTION 2 REPORT Q5



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



								<--------------------- Received But Unpaid Claims (RBUCs)-------------------->



				Account				1-30 Days				31-60 Days				61-90 Days				OVER 90 Days				TOTAL RBUCs				IBNRs *				RBUCs & IBNRs



				MEDICAID



				Hospitalization																				-								-



				Medical Compensation																				-								-



				Other Medical																				-								-



				TOTAL MEDICAID																				-								-



				CHECK UP



				Hospitalization																				-								-



				Medical Compensation																				-								-



				Other Medical																				-								-



				TOTAL CHECK UP																				-								-



				MEDICAID & CHECK UP



				Hospitalization				-				-				-				-				-				-				-



				Medical Compensation				-				-				-				-				-				-				-



				Other Medical				-				-				-				-				-				-				-



				TOTAL MEDICAID & CHECK UP				-				-				-				-				-				-				-



				*  Incurred but not reported claims



				Note: RBUCs' day ranges (1-30, etc.) are counted from the date of receipt of the claim by the MCO.
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Q7



				LARGE CLAIMS TRACKING - Accumulated Claims Greater than $20,000												MEDICAID  and CHECK UP - Reported Separately



				SECTION 2 REPORT Q7



				MCO Name  ___________________________



				MCOFiscal Year-End  ___________________



				Quarter Ended  _________________________



								DATES				RECIPIENT'S				YEAR TO DATE				YEAR TO DATE				DESCRIPTION OF CLAIM



				RECIPIENT'S NAME				OF SERVICE				MEDICAID #				TOTAL CLAIMS *				TOTAL PAID



				MEDICAID



				Total Medicaid												$   - 0				$   - 0



				CHECK UP



				Total Check Up												$   - 0				$   - 0



				MEDICAID and CHECK UP												$   - 0				$   - 0



				*  Submitted to the State for Stop Loss Reimbursement
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Q8a



				REPORTING GUIDE FINANCIAL SECTION 2 Q8a



				THIRD PARTY LIABILITY (TPL) MONTHLY REPORT								(Medicaid and Check Up Reported Separately)



				HMO NAME:												REPORTING PERIOD: __________________________



												TPL Name, Address,				Collection Attempts								Amount				Amount



				Enrollee Name				Enrollee Billing #				Phone #, Claim #				Type				# of Attempts				Owed				Collected



				MEDICAID



				Total Medicaid																				$   - 0				$   - 0



				CHECK UP



				Total CHECK UP																				$   - 0				$   - 0



				MEDICAID & CHECK UP																				$   - 0				$   - 0
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Q8b



				REPORTING GUIDE FINANCIAL SECTION 2 Q8b



				THIRD PARTY LIABILITY (TPL) MONTHLY REPORT				(Medicaid and Check Up Reported Separately)



				MCO NAME: XXXX												REPORTING PERIOD:    XX/XX/20XX - XX/XX/20XX



				Enrollee Name				Enrollee Billing #				Claim #				Carrier Name				Carrier Address 1				Carrier Address 2				City				State				Zip Code				Phone #				Billed Amount				Allowed Amount				Paid Amount				Cost Avoided Amount				Recovered Amount



				MEDICAID



				Total Medicaid																																																				$0.00				$0.00



				CHECK UP



				Total CHECK UP																																																				$0.00				$0.00



				MEDICAID AND CHECK UP																																																				$0.00				$0.00











Q9



				MCO Plan Name				MCO Code    ID #				Medicaid Billing No				Last Name				First Name				DOB				Gender  (M, F, U)				Cap Month Due				Cap Amount				Request Date







&CRequest for Retrocap Payment
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Q10



				Report of Claims Received or Processed				MCO Name:								Quarter Ending:



				(Do not include drug claims)



																Count of Claims																Sum of Claim Costs



				CLAIMS PENDING ON THE LAST DAY OF THE REPORTING QUARTER:												Age as of most recent provider's submission/correspondence																Age as of most recent provider's submission/correspondence



				Category				Description				Calculation				0-30 Days				31-60 Days				+90 Days								0-30 Days				31-60 Days				+90 Days



				First-Request Claims unprocessed				Received but not yet approved, paid, denied or returned to provider for additional information				(last day of reporting quarter) - (receipt date)



				First-Request Claims approved but not yet paid				Approved for payment but not yet paid				(last day of reporting quarter) - approved date)



				Second-Request Claims unprocessed				Received with previously requested information but not yet approved, paid, denied or returned to provider for additional information				(last day of reporting quarter) - (second-request receipt date)



				Second-Request Claims approved but not yet paid				Approved for payment but not yet paid				(last day of reporting quarter) - (second-request approved date)



																Count of Claims																Sum of Claim Costs



				CLAIMS PAID DURING THE REPORTING QUARTER:												Age as of most recent provider's submission/correspondence																Age as of most recent provider's submission/correspondence



				Category				Description				Calculation				0-30 Days				31-60 Days				+90 Days								0-30 Days				31-60 Days				+90 Days



				Paid lag time				Claims paid in the reporting quarter				(paid date - approved date)



				Category								Claim Count



				Total First-Request Claims received for the three month period



				Total First-Request Claims approved in the three month period



				Total First-Request Claims paid in the three month period



				Total First-Request Claims Denied in the three month period



				Total First-Request Claims requiring additional information from providers



				Total Second-Request claims received in the three month period



				Total Second-Request Claims approved in the three month period



				Total Second-Request Claims paid in the three month period



				Total Second-Request Claims Denied in the three month period



				Total Second-Request Claims requiring additional information from providers



				Definition of Terms:



				First-Request Claim is the provider's first submission of the claim.



				Second-Request Claim is the provider's second (third, fourth, etc.) submission of a previously submitted claim in response to Vendor's request for additional information.



				Claims, for the purpose of this report, excludes drug claims.
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A1



				LISTING OF MCO OFFICERS AND DIRECTORS



				SECTION 2 REPORT A1



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



												TYPE OF				AMOUNT OF



				NAME and TITLE				RELATIONSHIP TO HMO				COMPENSATION				COMPENSATION



				Type of compensation may include, but is not limited to:  salary, contract, director's fees, bonuses, stock options, etc.



				Amounts (dollar values of compensation received) should also be included.
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A2



				BALANCE SHEET - ASSETS



				SECTION 2 REPORT Q2 - PAGE 1



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



				CURRENT ASSETS				AMOUNT



				1. Cash and Cash Equivalents



				2. Short-Term Investments



				3-A. Capitation Receivable



				3-B. Maternity (SOBRA) Payment Receivable



				4.  Reinsurance Receivable



				a. Billed



				b. Unbilled



				c. Advances



				d. Net Receivable				- 0



				5. Investment Income Receivable



				6. Due from Affiliates



				7. Unassigned



				8. Other Current Assets



				9. TOTAL CURRENT ASSETS (Items 1 through 8)				- 0



				OTHER ASSETS



				10. General Performance Security Deposit



				11. Restricted Cash and Other Assets



				12. Long-Term Investments



				13. Due from Affiliates



				14. Other Non-Current Assets



				15. TOTAL OTHER ASSETS (Items 10 through 14)				- 0



				PROPERTY AND EQUIPMENT



				16. Land



				17. Buildings



				18. Leasehold Improvements



				19. Furniture and Equipment



				20. Vehicles



				21. Other



				22. Total Property and Equipment (Items 16 through 21)				- 0



				23. Less Accumulated Depreciation and Amortization



				24. NET PROPERTY AND EQUIPMENT (Items 22 and 23)				- 0



				25. TOTAL ASSETS (Items 9, 15, and 24)				- 0



				BALANCE SHEET - LIABILITIES AND EQUITY



				SECTION 2 REPORT Q2 - PAGE 2



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



				CURRENT LIABILITIES				AMOUNT



				1. Accounts Payable



				2. Accrued Administrative Expenses Payable



				3. Capitation Payable (Providers)



				4. Medical Claims Payable



				5. Accrued Medical Incentive Pool



				6. Unassigned



				7. Current Portion of Long-Term Debt



				8. Due to Affiliates



				9. Other Current Liabilities (Specify)



				10. TOTAL CURRENT LIABILITIES (Items 1 through 9)				- 0



				OTHER LIABILITIES



				11. Long-Term Debt Excluding Current Portion



				12. Due to Affiliates



				13. Other Non-Current Liabilities (Specify)



				14. TOTAL OTHER LIABILITIES (Items 11 through 13)				- 0



				15. TOTAL LIABILITIES (Items 10 and 14)				- 0



				EQUITY



				16. Preferred Stock (Par Value________)



				(# of Shares Authorized, Issued and Outstanding)



				17. Common Stock (Par Value___________)



				(# of Shares Authorized, Issued and Outstanding)



				18. Treasury Stock (# of Shares)



				19. Additional Paid-In Capital



				20. Contributed Capital



				21. Retained Earnings/Fund Balance



				22. TOTAL EQUITY (Items 16 through 21)				- 0



				23. TOTAL LIABILITY AND EQUITY (Items 15 and 22)				- 0
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A3



				RELATED PARTY TRANSACTIONS



				SECTION 2 REPORT A3



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



												INCOME OR				EXPENSE OR



				NAME OF RELATED PARTY				DESCRIPTION OF TRANSACTIONS				RECEIPTS				DISTRIBUTIONS				RECEIVABLE				PAYABLE



				TOTALS								- 0				- 0				- 0				- 0
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April 12, 2013


***NOTICE OF AWARD***


A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a


State issued solicitation document.  Contract for the services of an independent contractor do not 



become effective unless and until approved by the Board of Examiners.



			RFP/BID:


			1988








			For:


			Medicaid Managed Care Organization Services








			Vendor:


			Amerigroup Nevada, Inc.


Health Plan of Nevada








			Term:


			July 1, 2013 thru June 30, 2017








			Awarded Amount:


			Amerigroup Nevada, Inc.  $1,464,429,904.00


Health Plan of Nevada     $1,586,465,729.00








			Using Agency:


			Department of Health and Human Services – Division of Health Care Financing and Policy












************************************************************************************



This Notice of Award has been posted in the following locations:



			State Library and Archives


			100 N. Stewart Street


			Carson City





			State Purchasing


			515 E. Musser Street


			Carson City





			Health & Human Services - DHCFP


			1100 E.William Street


			Carson City 








Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal



 within 10 days after the date of this Notice of Award.



NOTE:  This notice shall remain posted until April 22, 2013


Revised as of 10/05/11
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 7 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization  


DATE OF AMENDMENT: August 26,  


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: September 1, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
Attachment D ~ Contract for to be replaced with the following: 
 


Attachment D - 
Contract Form-Amend 


 
To open the document, double click on the icon. 


 
If you are unable to access the above inserted file 


once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 
 
 
Changes to RFP Sections: 
 
Old Language 
   


 3.7.6.9   The vendor will support and participate in all activities related to the DHCFP’s 
      Medicaid Adult Incentive Grant.  The vendor must participate in any future 
      grants awarded to Medicaid that affect MCOs or MCO recipients.   


 
New Language  


3.7.6.9 The vendor will support and participate in any future grants awarded to  
Medicaid that affect MCOs or MCO recipients.   
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Old Language 


 
3.10  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 


 Federal regulations (42 CFR 438.240) mandate that States must, through its 
 contracts, require each managed care organization (vendor) to have an ongoing 
 quality assessment and performance improvement program for the services it 
 furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 
 systematic activities, undertaken by the vendor, to monitor and evaluate the care 
 delivered to enrolled recipients according to predetermined, objective standards, 
 and effect improvements as needed. 
 
 In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 
 must develop and maintain the ability to collect and report data on race, 
 ethnicity, sex, primary language, and disability status for applicant's and 
 recipient's parents or legal guardians if applicants or recipients are minors or 
 legally incapacitated individuals.   
 
 An annual review of the vendor will be conducted by the DHCFP or its 
 designee.  In addition, the DHCFP will monitor and analyze grievances and 
 appeals, provider disputes and will periodically conduct patient and provider 
 satisfaction surveys.   
 
 The vendor must have its own evaluation of the impact and effectiveness of its 
 quality assessment and IQAP.  


 
New Language  


 
3.10  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 


 Federal regulations (42 CFR 438.330) mandate that States must, through its 
 contracts, require each managed care organization (vendor) to have an ongoing 
 quality assessment and performance improvement program for the services it 
 furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 
 systematic activities, undertaken by the vendor, to monitor and evaluate the care 
 delivered to enrolled recipients according to predetermined, objective standards, 
 and effect improvements as needed. 
 
 In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 
 must develop and maintain the ability to collect and report data on race, 
 ethnicity, sex, primary language, and disability status for applicant's and 
 recipient's parents or legal guardians if applicants or recipients are minors or 
 legally incapacitated individuals.   
 
 An annual review of the vendor will be conducted by the DHCFP or its 
 designee.  In addition, the DHCFP will monitor and analyze grievances and 
 appeals, provider disputes and will periodically conduct patient and provider 
 satisfaction surveys.   
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 The vendor must have its own evaluation of the impact and effectiveness of its 
 quality assessment and IQAP.  


 
Old Language 


 
3.10.2  The vendor must report the status and results of each project to the  DHCFP as 
  requested, including those that incorporate the requirements of 42 CFR 438.240 
  (a)(2).  Each performance improvement project must be completed in a  
  reasonable time period so as to generally allow information on the success of 
  performance improvement projects to be available to the DHCFP for its annual 
  review of the vendor’s quality assessment and improvement program. 


 
New Language  


 
3.10.2  The vendor must report the status and results of each project to the  DHCFP as 
  requested, including those that incorporate the requirements of 42 CFR 438.330 
  (a)(2).  Each performance improvement project must be completed in a  
  reasonable time period so as to generally allow information on the success of 
  performance improvement projects to be available to the DHCFP for its annual 
  review of the vendor’s quality assessment and improvement program. 


 
Old Language 


 
3.10.3.1  Submit performance improvement measurement data annually using standard 
   measures required by the DHCFP, including those that incorporate the  
  requirements of 42 CFR 438. 204 and 438.240 (a)(2); and 
 
3.10.3.2  Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 
  to measure the vendor’s performance.  


 
New Language  
 


3.10.3.1  Submit performance improvement measurement data annually using standard 
   measures required by the DHCFP, including those that incorporate the  
  requirements of 42 CFR 438. 340 and 438.330 (a)(2); and 
 
3.10.3.2  Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 
  to measure the vendor’s performance.  


 
Old Language 
 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR  
  438.358(b): 
 
 A. Validation of Performance Improvement Projects required by the State to  
  comply with requirements set forth in 42 CFR 438.240 (b); and 
 
 B. Projects that were under way during the preceding twelve (12) calendar months. 
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New Language  
 
3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR  
  438.358(b): 
 
 A. Validation of Performance Improvement Projects required by the State to  
  comply with requirements set forth in 42 CFR 438.330 (b); and 
 
 B. Projects that were under way during the preceding twelve (12) calendar months. 


 
Old Language 


 
3.11.1  The DHCFP has developed a Medicaid and Nevada Check Up Managed  Care 
  Quality Assessment and Performance Improvement Strategy (henceforth,  
  referred to as  the Strategy), pursuant to 42 CFR 438.200. 
 


New Language  
 
3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care 


Quality Assessment and Performance Improvement Strategy (henceforth, 
referred to as  the Strategy), pursuant to 42 CFR 438.310. 


 
Old Language 


 
3.11.2.1 CFR 438.202   State Responsibilities  
 


New Language 
 


3.11.2.1 CFR 438.340   State Responsibilities  
 
 
Old Language 
 


3.11.2.2 CFR 438.204 –  Elements of State Quality Strategies 
 
 
New Language 


 
3.11.2.2 CFR 438.340 –  Managed Care State Quality Strategy 


 
Old Language 
 


3.4.4.3  EPSDT Services (Medicaid) & Well Baby/Child Services    
  (Nevada Check Up) 


A The MCO vendor as applicable will be required to conduct  EPSDT 
 screenings of its recipients under the age of twenty- one (21) years.  The 
 screening must meet the EPSDT requirements found in the MSM 
 Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
 the Social Security Act, and 42 CFR 441.50 through 441.63.  The 
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 vendor must conduct all interperiodic screening on behalf  of recipients, 
 as defined in MSM Chapter 1500. 


 
New Language 


3.4.4.3  EPSDT Services (Medicaid) & Well Baby/Child Services    
  (Nevada Check Up) 


 


A The MCO vendor as applicable will be required to conduct  EPSDT 
 screenings of its recipients under the age of twenty- one (21) years.  The 
 screening must meet the EPSDT requirements found in the MSM 
 Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
 the Social Security Act, and 42 CFR 441.50 through 441.62.  The 
 vendor must conduct all interperiodic screening on behalf  of recipients, 
 as defined in MSM Chapter 1500. 


 
Old Language 


 
3.5.2  The vendor must accept recipients eligible for enrollment in the order in which 
  they apply without restriction, up to the limits set under the contract 42 CFR 
  438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 
  the case of voluntary enrollment programs that meet the conditions set forth in 
  42 CFR 438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis 
  of health status or need for health services, discriminate against recipients  
  eligible to enroll. The vendor will not deny the enrollment nor discriminate 
  against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
  basis of race, color or national origin and will not use any policy or practice that 
  has the effect of discrimination on the basis of race, color or national origin. The 
  vendor must have written policies and procedures for enrolling all eligible  
  populations. The vendor will accept as enrolled all recipients appearing on 
  monthly enrollment reports.  The vendor may not encourage a recipient to  
  disenroll because of health care needs or a change in health care status. Further, 
  a recipient's health care utilization patterns may not serve as the basis for  
  disenrollment from the vendor.   


 
New Language 


 
3.5.2  The vendor must accept recipients eligible for enrollment in the order in which 
  they apply without restriction, up to the limits set under the contract 42 CFR 
  438.3(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 
  the case of voluntary enrollment programs that meet the conditions set forth in 
  42 CFR 438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the basis 
  of health status or need for health services, discriminate against recipients  
  eligible to enroll. The vendor will not deny the enrollment nor discriminate 
  against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
  basis of race, color or national origin and will not use any policy or practice that 
  has the effect of discrimination on the basis of race, color or national origin. The 
  vendor must have written policies and procedures for enrolling all eligible  
  populations. The vendor will accept as enrolled all recipients appearing on 
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  monthly enrollment reports.  The vendor may not encourage a recipient to  
  disenroll because of health care needs or a change in health care status. Further, 
  a recipient's health care utilization patterns may not serve as the basis for  
  disenrollment from the vendor.   
 


Old Language 
 
3.13.2  Recipient Grievances and Appeals 


 
The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from 
the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
New Language 


 
3.13.2  Recipient Grievances and Appeals 
 


The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c)  
438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 


 
Old Language  
  


6.2.3     Capitation Recovery 
 
The DHCFP reserves the right to adjust capitation payments or to bill the 
Vendor to recover improperly paid capitation.   


 
New Language  
 


6.2.3     Capitation Recovery and Adjustments 
 
The DHCFP reserves the right to adjust capitation payments or to bill the 
Vendor to recover improperly paid capitation for a period of not more than 
three (3) years. 


 
QUESTIONS AND ANSWERS: 
 


1. Can the State please clarify if the administrative rate bid should be a percentage of premium 
paid to the plans, or a percentage of the plans’ medical costs?  Can the State please provide an 
administrative rate bid template to ensure consistency in the bidders responses? Specifically, 
the following statements seem to conflict with each other and have the potential to cause 
confusion and differing interpretations by the bidders: 
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 Currently the administrative allowance included by the State’s actuaries in the rates is 
stated as a percentage of premium (the amount paid to the plans).  
 


 Section 6.1 of the original RFP indicated “This cost is a percentage of the Managed Care 
Blended Capitated Rate.” (the amount paid to the plan) 


 
 Question 21 of Amendment 2 states, “The administrative rate as a percentage of total 


medical costs.” (we assume this is the medical costs paid by the plans, excluding 
administrative costs?) 


 
 Question 1 of Amendment 6 states, “% of med costs, as requested”. (we assume this is the 


medical costs paid by the plan, excluding administrative costs?) 
 


In order to provide the same administrative dollars to a plan, these percentage must differ, with 
the percentage of claims being higher than the percentage of premium basis. Also, historically, 
the administrative allowance of 10.5% of premium used by the State’s actuaries in the rate 
development excluded the 3.5% premium tax. Since the premium tax is established as a 
percentage of premium, the bidders will need to adjust this percentage upwards to reflect the 
proper allowance for premium tax in their bid. The State should ensure that the bidders have 
reflected this in their administrative cost submission if that is the State’s intent. We are 
concerned that bidders could become confused about this, and would respectfully suggest that 
the State develop an administrative rate bid template and circulate it to potential bidders in 
order to avoid confusion and ensure consistency in the bids. 


 
As stated in Section 6.1 of the original RFP, the administrative rate is a percentage of 
the capitation rate. 
  
The premium tax of 3.5% is also included in the rates as a percentage of total premium.  
 
The formula for total premium is: 
 


	 	 	 	 	/	 	– 	 	%	 	 	% 	 	 	 	
	– 	 	 	%


 


 
The plan’s request and concern are noted, but we do not plan to release a bid template 
at this time. 
 


 
2. Can the State please provide the formula for how the administrative bid percentage will be 


incorporated to the rates? 
 


For example, if the State’s actuaries project a medical cost of $100 PMPM, how will the 
administrative percentage be applied to develop a final rate?  Will it be $100 / (1 – admin bid 
%), or some other formula? 


 
Your example is confirmed. If the State’s actuaries project a medical cost of $100 
PMPM, the administrative percentage will be applied as $100 / (1 – admin bid %). 


 
3. Can the State please clarify what is meant by “an expected income basis” in the response to 


Question #40, or consider removing that requirement from the RFP?  We are concerned, that 
the response to Q&A Question # 40 of Amendment 6 stated that the profit and contingency 
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State Documents 


 
 
                                   


9.3.3.4.E. Copies of any vendor licensing agreements and/or hardware and software and 
maintenance agreements. 


In accordance with Question and Answer #22 of Amendment 2 to this RFP, WellCare is 
providing copies of those material licensing, hardware and software agreements on 
which provision of services under this RFP would be substantially dependent.  These 
agreements are with the following vendors:  


 AT&T Corp. - Attachment 9.3.3.4.E.a AT and T 
 Century Link Communications, LLC (f/k/a Qwest Communications Company, LLC) - 


Attachment 9.3.3.4.E.b CenturyLink 
 Dell Marketing L.P. - Attachment 9.3.3.4.E.c Dell 
 Informatica Corporation - Attachment 9.3.3.4.E.d Informatica 
 Interactive Intelligence CaaS, Inc. - Attachment 9.3.3.4.E.e Interactive Intelligence 
 ISIS Papyrus America, Inc. - Attachment 9.3.3.4.E.f ISI Papyrus 


These agreements are provided in Tab IV.E of Part IC, Confidential Technical Proposal. 
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NEVADA STATE BUSINESS LICENSE
WELLCARE OF NEVADA, INC.


Nevada Business Identification # NV20131104205


Expiration Date: February 28, 2017


IN WITNESS WHEREOF, I have hereunto 
set my hand and affixed the Great Seal of State, 
at my office on July 6, 2016


BARBARA K. CEGAVSKE
Secretary of State


In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed 
and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State 
Business License for business activities conducted within the State of Nevada.  


Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with 
the provisions in Nevada Revised Statutes.  License is not transferable and is not in lieu of any 
local business license, permit or registration.


You may verify this license at www.nvsos.gov under the Nevada Business Search.


License must be cancelled on or before its expiration date if business activity ceases.
Failure to do so will result in late fees or penalties which by law cannot be waived.


Attachment 9.3.3.4.F Business License
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4. COMPANY BACKGROUND AND REFERENCES 


4.1. VENDOR INFORMATION 


4.1.1. Vendors must provide a company profile in the table format below. 


Question Response 


Company name: WellCare of Nevada, Inc. 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: Nevada 


Date of incorporation: 2/19/2013 


# of years in business: WellCare of Nevada will begin 
operations with award under this 
RFP. 


WellCare Health Plans, Inc. 
(WellCare), WellCare of Nevada’s 
ultimate parent company, has been 
in business for 31 years – it traces 
its roots to the founding of 
WellCare of Florida, Inc. in 1985 by 
a group of physicians. 


List of top officers: The vendor’s key personnel are: 


David Reynolds, Senior Vice 
President & Division President 
(Administrator) 


Steven Meeker, Vice President, 
Medicaid & Clinical Services Chief 
Financial Officer (Chief Financial 
Officer) 


Dr. Richard Petrucci, Chief Medical 
Director, Quality (Medical 
Director) 


Paul Hineman, Vice President, 
Channel Communication Services 
(Recipient Services Manager) 


Patricia Doyle, Senior Director, 
National Contracting (Provider 
Services Manager)  


Faustino Mayo, Senior Director, 
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Question Response 


Appeals (Grievance and Appeals 
Coordinator) 


Brian Pogue, Senior Director, 
Claims Operations (Claims 
Administrator) 


Nicole Atcheson King, Nevada 
Operations Manager 


The vendor’s corporate officers 
are: 


David Reynolds, President 


Jojo Young, Vice President and 
Chief Financial Officer 


Phillip Bisesi, Vice President and 
Assistant Secretary 


Michael Haber, Vice President and 
Secretary 


Goran Jankovic, Vice President and 
Treasurer 


Michael Troy Meyer, Vice 
President, Assistant Treasurer and 
Corporate Controller 


Location of company headquarters: Mountain View Corporate 
5470 Kietzke Lane, Suite 300 
Reno, NV  89511 


Please note WellCare’s corporate 
headquarters is located at: 


8735 Henderson Road 
Tampa, FL 33634 


Location(s) of the company offices: Mountain View Corporate 
5470 Kietzke Lane, Suite 300 
Reno, NV  89511 


City Central Place  
400 S 4th Street, Suite 500 
Las Vegas, NV 89101 
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Question Response 


Location(s) of the office that will provide the 
services described in this RFP: 


Following award we will continue 
to maintain offices in Las Vegas 
and Reno.  In addition, we will open 
Welcome Rooms in key areas where 
our members live or frequent. 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


We currently intend to hire 
approximately 88 associates for 
our Nevada offices.  We will closely 
monitor our operations and 
increase the number of Nevada 
associates as necessary to serve 
WellCare of Nevada’s members. 


Number of employees nationally with the expertise 
to support the requirements in this RFP: 


Approximately 4,441. 


Location(s) from which employees will be assigned 
for this project: 


We will have employees located at 
each of our Nevada offices.  In 
addition, WellCare’s employees at 
its corporate offices in Tampa, 
Florida, will support the project.  
The addresses of our Tampa 
corporate offices are:    


8735 Henderson Road 
Tampa, FL 33634 


5301 Idlewild Avenue 
Tampa, FL 33634 


5519 W. Idlewild Avenue 
Tampa, FL 33634 


3901 Premier North Drive 
Tampa, FL 33618 


3960 Premier North Drive 
Tampa, FL 33618 


4110 George Road 
Suite 100 
Tampa, FL 33634 
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4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


The vendor, WellCare of Nevada, Inc. (WellCare of Nevada), is a Nevada corporation. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an 
eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s 
fiscal agent.  The vendor must electronically transmit and receive fully HIPAA compliant 
transactions.  This applies to all HIPAA regulations currently effective and those in draft form.  
Throughout the duration of the initial contract and any extensions, the State will not bear any of the 
cost for any enhancements or modifications to the vendor information system(s) or the systems of 
any of the vendor subcontractors or vendors, to make it compliant with any HIPAA regulations.  
This includes those HIPAA requirements currently in effect or future regulations as they become 
effective. 


Question Response 


Nevada Business License Number: NV20131104205 


Legal Entity Name: WellCare of Nevada, Inc. 


National Provider Identifier (NPI) 1578016309 
(taxonomy:  302R00000X - Health 
Maintenance Organization) 


Atypical Provider Identifier (API) N/A 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


 
If “No”, provide explanation. 
 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


WellCare of Nevada understands that licensing requirements, such as those in NRS 
680A.010 to 680A.150, apply with respect to certain services and that proposals that do 
not contain the requisite licensure may be deemed non-responsive.   


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes X No  


If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
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WellCare is focused on serving government-funded programs with a particular focus on 
the most medically complex and vulnerable populations.  In connection with this focus, 
WellCare Prescription Insurance, Inc. (WellCare Rx), an affiliate of WellCare of Nevada, 
is contracted with the Department of Health and Human Services, Aging and Disability 
Services Division, to coordinate services for eligible seniors and persons with disabilities 
while they are in the coverage gap (donut hole) in their Medicare Part D coverage.  


Please note the information provided below pertains to a series of three contracts 
entered by WellCare Rx.  WellCare of Nevada itself has not been engaged in a contract 
with any State of Nevada agency. 


Question Response 


Name of State agency: Department of Health and Human 
Services, Aging and Disability 
Services Division (the Division) 


State agency contact name: Matthew Medeiros  


Dates when services were performed: WellCare Rx has been contracted 
with the Division to provide these 
services since January 1, 2006.  The 
current contract expires March 9, 
2019.    


Type of duties performed: Coordination of prescription services 
between Nevada’s state 
pharmaceutical assistance 
programs, Senior Rx and Disability 
Rx, and WellCare Rx’s Medicare Part 
D prescription drug plans.  


Total dollar value of the contract: $409,425 from January 1, 2007-July 
7, 2016; $32,341 over the last full 
calendar year (January 1, 2015-
December 31, 2015). 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes  No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted 
to provide under this contract, you must disclose the identity of each such person in your response 
to this RFP, and specify the services that each person will be expected to perform. 
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Neither WellCare of Nevada nor any of its affiliates employs (a) any person who is a 
current employee of an agency of the State of Nevada, or (b) any person who has been 
an employee of an agency of the State of Nevada within the past two years.  


One employee of the State of Nevada is currently early in the application process for a 
role at WellCare‘s corporate office in Tampa, Florida. If this candidate is hired, and if 
this person will be performing or producing services that WellCare of Nevada will be 
contracted to provide under a contract under this RFP, we will disclose the identity of 
such person, and specify the services that this person will be expected to perform. We 
will also comply with any applicable state ethics laws regarding this employment. 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or 
litigation occurring within the past six (6) years which may adversely affect the vendor’s ability to 
perform or fulfill its obligations if a contract is awarded as a result of this RFP must also be 
disclosed. 


Does any of the above apply to your company? 


Yes X No  


If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


Following is a description of significant prior matters that arose from events almost 10 
years ago, prior to and including 2007, that settled or were otherwise finalized within 
the last six years. To the best of WellCare’s knowledge and belief, none of these past 
matters will adversely affect WellCare of Nevada’s ability to perform or fulfill its 
obligations if a contract is awarded.  WellCare’s board of directors took immediate 
action to address the issues arising from these events, and all the individuals whose 
actions and judgment were implicated in the allegations were separated from WellCare 
by the end of 2008.  Since these events, WellCare has expanded and improved its 
comprehensive Compliance Program, a summary of which follows these disclosures.   


To the best of WellCare’s knowledge, there is no pending claim or litigation occurring 
within the past six years which may adversely affect WellCare of Nevada’s ability to 
perform or fulfill its obligations if a contract is awarded. 


DISCLOSURES 
Question Response 


Date of alleged contract failure 
or breach: 


Prior to and including 2007 


Parties involved: WellCare Health Plans, Inc., and various 
affiliates, the United States Attorney’s Office 
for the Middle District of Florida (the USAO 
FL), the Florida Attorney General’s Office (the 
FL AG), the Civil Division of the United States 
Department of Justice (the Civil Division), the 
United States Department of Justice (the 
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Question Response 


USDOJ), the Office of Inspector General of the 
Department of Health and Human Services 
(OIG-HHS), the Civil Divisions of the United 
States Attorneys’ Offices for the Middle 
District of Florida and the District of 
Connecticut (the State Civil Divisions) and 
certain private parties, as explained below 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


In or about 2006, after certain then-current 
and former employees filed qui tam lawsuits 
alleging misconduct and seeking the recovery 
of monetary damages, federal and state 
enforcement authorities initiated 
investigations of WellCare and its affiliates.  
The alleged misconduct primarily related to 
the reporting of expenditures under certain 
community behavioral health contracts in 
Florida.   


WellCare took full responsibility for the 
alleged conduct and fully cooperated with 
government authorities.   All of the 
individuals whose actions or judgment were 
implicated by the factual allegations and 
legal claims asserted were separated or 
terminated from WellCare by the end of 2008. 
WellCare continues to assist the government 
in its prosecution of the implicated 
individuals.  Additionally, Florida’s state 
Medicaid agency continues to do business with 
WellCare.   


Through its efforts to responsibly address the 
allegations, WellCare resolved its liability in 
the following matters within the previous six 
years. 


1.  Deferred Prosecution Agreement with the USAO FL and FL AG 


Amount in controversy: None 


Resolution or current status of 
the dispute: 


On May 5, 2009, WellCare and the USAO 
entered a Deferred Prosecution Agreement 
pursuant to which the USAO FL filed an 
information against WellCare.  On April 4, 
2012, the court dismissed with prejudice the 
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Question Response 


charges contained in the information. 


If the matter has resulted in a 
court case: 


Court Case Number 


United States 
District Court 
for the Middle 
District of 
Florida 


8:09-cr-00203-T-27EAJ 


Status of the litigation: Termination of the Deferred Prosecution 
Agreement. 


2. Settlement with the United States, the Civil Division, the US DOJ, 
the State Civil Divisions and Certain States 


Amount in controversy: WellCare agreed to pay $137.5 million plus 
interest. 


Resolution or current status of 
the dispute: 


Settlement finalized March 23, 2012; amount 
due has been paid in full; underlying qui tam 
suits have been dismissed. 


If the matter has resulted in a 
court case 


Court Case Number 


United States 
District Court 
for the Middle 
District of 
Florida 


8:06-CV-01079-T-30-TGW 


United States 
District Court 
for the District 
of Connecticut 


3:07-CV-1688 


United States 
District Court 
for the Middle 
District of 
Florida 


8:08-CV-1691-T-30-TGW 


United States 
District Court 
for the Middle 
District of 
Florida 


8:07-CV-1909-JSM-TGW 
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Question Response 


Circuit Court for 
the Second 
Judicial Circuit, 
Leon County, 
Florida 


3-2007-CA-002961 


Status of the litigation: Resolved 


3. Corporate Integrity Agreement with OIG-HHS 


Amount in controversy: None 


Resolution or current status of 
the dispute: 


WellCare entered into a Corporate Integrity 
Agreement on April 26, 2011. The agreement 
has a term of five years.  With the completion 
of the fifth reporting period on April 26, 
2016, WellCare has submitted to the OIG-HHS 
for its review and acceptance a fifth annual 
report. 


If the matter has resulted in a 
court case 


Court Case Number 


N/A N/A 


Status of the litigation: N/A 


4. Class Action Lawsuits 


Amount in controversy: WellCare agreed to pay the class an 
aggregate amount of $87.5 million and to 
issue to the class bonds having an aggregate 
face value of $112.5 million.  In addition, the 
settlement provided that WellCare would pay 
to the class 25% of any sums recovered from 
certain former officers as a result of claims 
arising from the same facts and circumstances 
that gave rise to this matter.  To date, 
WellCare has not made any such recoveries. 


Resolution or current status of 
the dispute: 


Settlement finalized in May 2011.  Cash 
payments have been made in full; bonds have 
been issued and redeemed. 
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If the matter has resulted in a 
court case 


Court Case Number 


United States 
District Court 
for the Middle 
District of 
Florida 


8:07-CV-01940-VMC-EAJ 


Status of the litigation: Resolved 


5. Shareholder Derivative Lawsuits 


Amount in controversy: WellCare settled the dispute as to the 
liability of itself and its directors to 
shareholders and paid plaintiffs' counsels’ 
fees in both the federal action ($1.7 million) 
and the state action ($0.6 million).  
WellCare’s claims against its former officers 
exceed $250 million. 


Resolution or current status of 
the dispute: 


Stipulations of partial settlement entered in 
March and April 2010, pursuant to which 
WellCare has been realigned as the plaintiff 
against certain of its former officers.   


If the matter has resulted in a 
court case 


Court Case Number 


United States 
District Court 
for the Middle 
District of 
Florida 


8:07-CV-1952-VMC-EAJ 


Circuit Court for 
the Thirteenth 
Judicial Circuit, 
Hillsborough 
County, Florida 


292007CA015349A001HC 
and 
292007CA015846A001HC 


Status of the litigation: Resolved as to WellCare as a defendant. 
WellCare has been re-aligned as the plaintiff 
in this matter and it remains stayed pending 
resolution of the government’s criminal 
prosecution of the former corporate officers. 


While WellCare does not believe the matters below to be significant, we would like to 
disclose them in the interest of full disclosure. 
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Question Response 


Date of alleged contract failure 
or breach: 


May 2015 


Parties involved: Iowa Department of Human Services (DHS), 
WellCare of Iowa, Inc. (WellCare of Iowa) and 
protesters of the original award made by DHS 
with respect to RFP MED-16-009. 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


On August 17, 2015, DHS issued a Notice of 
Intent to Award contracts to four entities 
(including WellCare of Iowa) arising out of 
the Request for Proposal - Iowa High Quality 
Healthcare Initiative - RFP MED-16-009.  
Three unsuccessful bidders filed bid protests 
challenging the intended contract awards 
and, during the pendency of those 
proceedings, the winning bidders (including 
WellCare of Iowa) entered into contracts 
with DHS.  The administrative proceedings 
concluded in December 2015, before 
WellCare of Iowa ever began performance 
under its contract with the state, when a 
Final Decision was issued reversing the 
Notice of Intent to Award to WellCare of Iowa 
and terminating WellCare of Iowa’s contract 
based on alleged violations of the RFP’s 
sanctions disclosure requirements and 
restriction on communications.  WellCare of 
Iowa appealed the Final Decision in Iowa 
District Court, but was unsuccessful.  While 
WellCare of Iowa decided not to pursue any 
further appeals, WellCare of Iowa still 
disputes the facts and law as set forth in the 
Final Decision. 


Amount in controversy: N/A 


Resolution or current status of 
the dispute: 


WellCare of Iowa’s appeal was denied; 
WellCare of Iowa has declined to pursue 
further appeals. 


If the matter has resulted in a 
court case: 


Court Case Number 


Iowa District 
Court For Polk 
County 


CVCV051022 
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Question Response 


Status of the litigation: Concluded 


 
Question Response 


Date of alleged contract failure 
or breach: 


Notice received on June 10, 2013 


Parties involved: United States Attorney’s Office for the 
Northern District of New York (the USAO NY) 
and 10 managed care organizations 
participating in New York’s Medicaid 
program, including WellCare of New York, 
Inc. (WellCare of New York) 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


The USAO NY was reviewing the payments 
made to 10 managed care organizations in 
New York for payments made on behalf of 
beneficiaries who at some point during their 
enrollment moved out of state. 


Amount in controversy: The total settlement received from the 
managed care organizations was $1.3 
million. WellCare of New York’s share was 
$52,000. 


Resolution or current status of 
the dispute: 


Settled  


If the matter has resulted in a 
court case: 


Court Case Number 


N/A N/A 


Status of the litigation: N/A 


Please note that in addition to the above, WellCare or its affiliates has been named in 
certain other qui tam suits in which the government elected not to intervene.  Further, 
WellCare and its affiliates receive from time to time notices of non-compliance, 
liquidated damages, corrective action plans and similar actions.  We do not consider 
these to relate to significant contract failures or contract breaches and therefore have 
not detailed them in this response.  However, information regarding such matters is 
available upon request. 


OUR COMPLIANCE PROGRAM 
In the course of the investigations described above, WellCare cooperated fully with the 
government agencies involved and is proud of the improved corporate compliance 
programs it has put in place since that time.  WellCare’s commitment to compliance 
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extends from the top to the bottom of our organization.  The Compliance Program 
applies equally to members of WellCare’s board of directors (the Board), our officers 
and all of our associates. Setting the tone at the very top, in 2008 WellCare’s Board 
established the Regulatory Compliance Committee, which is a committee comprised 
solely of independent members of the Board.  The Regulatory Compliance Committee is 
focused exclusively on providing guidance related to WellCare’s compliance activities. 
This committee meets not less than quarterly and receives periodic reports from our 
chief compliance officer.  It is responsible, along with the Board’s Audit and Finance 
Committee, with assisting the Board with the oversight of WellCare’s compliance 
programs. 


Highlights of our comprehensive compliance program include: 


 Code of Conduct and Business Ethics. Our Code of Conduct and Business Ethics (the 
Code) is the foundation of our compliance program and describes our commitment to 
operate in accordance with the laws and regulations governing our business and 
accepted standards of business integrity. The Code is reviewed and approved 
annually by WellCare’s Board and attested to by all associates and other relevant 
persons both upon hire and when the Code is revised. 


 Chief Compliance Officer. Our chief compliance officer reports directly to our chief 
executive officer and the Regulatory Compliance Committee and is responsible for 
the day-to-day activities of the compliance program, including monitoring the 
timeliness and appropriateness of regulatory reporting and affiliated company 
arrangements, among other things. 


 Corporate Compliance Committee.  Our corporate Compliance Committee operates 
under a charter approved by the Regulatory Compliance Committee, is chaired by 
our chief compliance officer and is comprised of members of senior management, 
including (among others) our chief legal and administrative officer, our senior vice 
president, operations, our chief auditor, our chief accounting officer and our senior 
vice president and division president, who also serves as president of Missouri Care. 
The corporate Compliance Committee assists WellCare’s Board with overseeing the 
compliance program and reviews areas of legal, regulatory and compliance risk 
throughout the company. 


 Market-based Compliance Liaisons and Compliance Committees.  We established the 
position of compliance liaison (also known as director of market compliance) to serve 
as the contact for the chief compliance officer for compliance and ethics activities in 
principal market locations.  The compliance liaisons function as the local contact for 
the corporate Compliance Department’s corporate units, and serve as market 
resources for identifying, tracking, mitigating and reporting on operational 
compliance risks. The compliance liaisons also chair the Market Compliance 
Oversight Committees to provide market compliance program oversight, risk 
assessment and business engagement. These meetings also provide a forum for open 
communication and coordination of market and corporate compliance matters, 
regulatory notices and changes. 


 RFP Certification Process.  To ensure that we do what we say we are going to do, 
WellCare has adopted a comprehensive process which we understand to be unique to 
the industry in which we collect certifications for the contents of the documents 
submitted in connection with our proposals, including this one. This process, which is 
built into the Compliance Program, involves multiple layers of certification with 
associates at the front-line, management and executive leadership levels attesting 
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to the content and strategies to which we commit as well as the outcomes and results 
we report in our proposals. 


 Communications with regulators.  We have implemented a comprehensive program to 
help us identify regulatory reporting issues and report such issues to the appropriate 
federal or state regulator. The program, which is administered under the supervision 
of our chief compliance officer, is designed to ensure the timeliness, details and 
sufficiency of the information we communicate to regulators. 


 Compliance Training.  Our corporate 
training program includes mandatory 
compliance training for all associates. 
New associates receive a minimum of 
five hours of compliance training and, 
depending on the nature of their roles, 
may receive up to an additional 10-12 
hours of compliance training within the 
first 30 days of hire and on an annual 
basis. To exemplify our resource 
commitment to compliance training, 
WellCare associates completed more than 57,000 hours of associate training in 2015.   
Associates who fail to timely complete such mandatory training are subject to 
disciplinary action. Additionally, to further maintain WellCare’s culture of 
compliance, we engage associates through the following programs: 
 Compliance Certification Program.  We developed a voluntary supplemental 


compliance certificate program, which is a company-driven, continuing education 
program designed to enable compliance and non-compliance professionals to 
identify and address compliance-related risks within their organizations.  This 
elective program is in its third year and is open to all associates.  There are 
approximately 500 associates participating in the 2016 program. The six-month 
continuing education program offers 26 hours of continuing education units 
covering topics including personal and business ethics; compliance training and 
education; Health Insurance Portability and Accountability Act (HIPAA) and 
privacy; and communication and reporting. Upon completion of the program, 
participants receive a certificate in WellCare compliance and have the 
appropriate educational units and requisite work experience to sit for qualified 
national compliance certification programs offered by the Health Care 
Compliance Association. 


 Compliance Week.  WellCare celebrates compliance by engaging and educating 
associates in our corporate and market-based locations on compliance functions, 
compliance roles and compliance training activities during our annual Compliance 
Week activities.    


 Non-retaliation policies and multiple reporting channels.  As an integral part of the 
compliance program, we emphasize non-retaliation and provide a variety of channels 
for associates to express concerns, including an external hotline and web portal 
where information can be left anonymously. 


 Written policies and procedures. We have adopted written policies and procedures 
to reflect our commitment to corporate integrity and compliance and our duty to 
report potential non-compliance. These policies and procedures provide guidance to 
each associate on the requirements specific to health care.  


In 2015, 99.9 percent of WellCare’s associates 
completed their required compliance training 


within our internal deadlines; 100 percent 
completed the training within regulatory required 


timelines. 
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 Compliance management system.  We implemented a company-wide compliance 
management system, Compliance 360, to assist us with the documentation and 
management of our compliance responsibilities, including, but not limited to, the 
execution and retention of attestations related to federal and state contracts and 
regulatory compliance. 


 Reporting certification policy.  We implemented a contractual reporting certification 
policy so that associates with the appropriate level of authority certify that reports 
provided to regulatory entities are complete and accurate. 


 Fraud, Waste and Abuse (FWA) identification and prevention.  We also utilize 
General Dynamics STARSSolution antifraud software as a data analytic tool to 
augment our investigative staff and strengthen our FWA program. We are a member 
of the Healthcare Fraud Prevention Partnership which is designed to advance the 
detection and prevention of health care fraud, waste and abuse by sharing data 
across the industry and between public and private sectors and collaborating on 
anti-fraud methodologies.  


 Audits and monitoring. We provide ongoing monitoring and oversight of WellCare's 
network of control, risk management, and compliance processes to ensure that the 
controls are adequate and functioning, and that we remain compliant with state and 
federal guidelines. In the event that a control is deemed unsatisfactory, or a 
compliance issue is identified, we work with the applicable business unit to resolve 
the noncompliance.  


 Compliance performance goal.  For the past two years WellCare has included a 
formal compliance goal as a part of every associate’s annual performance goals.  
This goal promotes self-accountability, demonstrates our commitment to integrity, 
proficiency and accuracy and reinforces the expectation that compliance concerns 
are communicated and escalated timely.   


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide 
the insurance requirements as specified in Attachment E. 


Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, 
vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


WellCare of Nevada acknowledges this requirement and will provide the necessary 
certificates of insurance upon contract award. 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


WellCare is not a Qualified Health Maintenance Organization as defined by 42 U.S.C 
300e-9.  
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WELLCARE BACKGROUND AND HISTORY: A LEGACY OF SERVING THE 
NEEDIEST AMONG US 
WellCare of Nevada is a wholly owned subsidiary of WellCare Health Plans, Inc., a 
company built by physicians on a simple mission of service that is guided by the premise 
that “members are our reason for being.” Grounded in this principle, we have spent 
decades building health care programs specifically designed to meet the unique needs of 
individuals served through government-sponsored healthcare. We do not split our time 
or our infrastructure in other fields and commercial interests, which allows us to ensure 
that everything we do is tailored for Medicaid and Medicare members with a specialized 
focus on individuals with complex, chronic and co-morbid conditions.  


Members Are Our Reason for Being 


“WellCare has helped us so much. Before I met Dewana (a WellCare of Kentucky social 
worker), I couldn’t find the right doctors for my issues. But she immediately got a 
specialist involved and got action started. I can always count on her.” 


– Brandi Logan, WellCare of Kentucky member 


We have extensive experience providing managed Medicaid services as outlined in this 
RFP including, but not limited to, providing the full array of covered benefits and 
services, building and maintaining a network of providers of all types, providing for 
utilization and care management services, running all aspects of recipient and provider 
services including call center operations, adjudicating and paying Medicaid claims and 
submitting encounters to the state, overseeing the full range of quality assurance and 
performance improvement programming required through Medicaid managed care and 
providing a broad spectrum of reporting, information systems and project management 
functions.  


Currently, we have Medicaid managed care programs for nearly 2.4 million 
people in nine states and are currently implementing in a 10th state to go live 
on January 1, 2017. We operate in a diverse set of conditions, including in 
some of the nation’s most urban communities as well as some of its more 
rural and remote areas. This experience has shaped how we build programs 


unique to the individual states and communities we serve. We understand that serving 
individuals who live in the inner city of Chicago requires a different approach than 
serving a family on a remote Hawaiian Island. It’s this experience that has shaped our 
efforts in Nevada with tailored solutions unique to both urban Washoe and urban Clark 
counties, which have very distinct needs, challenges, resources and opportunities.  


We also serve a diversity of populations which further informs our approach to build 
tailored clinical and support solutions based on member need. Our diverse membership 
includes moms, moms-to-be, infants and children, healthy adults, adults with disabilities 
including the aged, blind and disabled, members receiving long-term supports and 
services and those with developmental disabilities.  
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Building Nevada Partnerships 
 


We’ve met with dozens of providers in 
urban Washoe and Clarke counties and 


have received commitments from 
several who don’t currently serve 


Medicaid recipients to join our 
network, including WellHealth Quality 
Care and HealthCare Partners Medical 


Group Ltd.  
We have also received nearly 20 letters 


of support from an array of Nevada 
stakeholders including some of the 


largest provider groups serving 
Medicaid and Check Up recipients. 


See Attachment 4.1.9 Letters of 
Support 


 


OUR QUALIFICATIONS TO PROVIDE SERVICES OUTLINED IN THE RFP: 
WELLCARE IS A TRUE PARTNER 
Throughout this response, we will outline in detail how our operations have been 
tailored to serve Medicaid members, as well as 
extensive experience and outcomes in providing 
the services outlined in this RFP.  


Technical experience, though, is only one element 
of being a strong Medicaid managed care plan and 
partner to the state. Being an innovator, a 
listener and a change-agent are critical elements 
we will bring to Nevada. As a state that was on 
the cutting edge implementing managed Medicaid 
nearly two decades ago and that has seen massive 
growth and new risks emerge in recent years, 
Nevada is positioned to leverage the newest 
innovations of managed Medicaid to solve for the 
challenges still faced by recipients and providers.  


With WellCare as a partner, we can help Nevada 
unlock the full potential of effective managed 
care for Medicaid populations where recipients 
are put first, providers are partners, state 
quality goals are paramount and communities are 
engaged to work together to solve common 
problems. We have extensive experience working 
with states to help them achieve these goals and further their Medicaid transformation 
efforts, and a history of sticking with states even through difficult times. For instance, 
in at least two of the states in which we operate, we started as the smallest plan. 
Through years of building trust and innovating together, we have become the largest 
plans in both of those states.  


Nevada Support 


“During our multiple meetings we have learned about (WellCare’s) extraordinary 
commitment to utilizing existing providers, especially organizations like ours. We strongly 
believe the true success of managed care comes with a partnership between the MCO and 
the safety net providers like ours. This means clear communication between the 
organizations. They are working hard to meet with the providers, advocacy and 
beneficiary communities to ensure they are maximizing the existing work done in Reno 
and are not duplicating efforts.”  


– Sharon Chamberlain, Chief Executive Officer, Northern Nevada Hopes 


Our approach is simple, yet effective and is grounded in a few key principles:  


 Be Member-Centered.  
 Be Local. 
 Be a Good Partner. 
 Be Integrated. 
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BEING MEMBER-CENTERED 
Putting members first is the core principle from which we operate at WellCare. This 
approach, which manifests itself throughout our organization, is at the center of what 
makes us uniquely qualified to serve Nevada Medicaid and Check Up recipients. Just 
some of our member-centered approaches include the following: 


 Person-Centered Care Model: The WellCare care model was developed with an 
empathic view of our members and a deep understanding of clinical evidence around 
what drives improved health outcomes. Member goals are at the center of care 
planning, and our teams are trained to put the member first.  


 Flexible approach to value-added benefits and services: We talk to members and 
review data before we develop solutions of what we can offer to help make 
meaningful change in our members’ lives. Whether it’s something as simple as 
helping to cover the cost of over the counter medications or offering a 
telemonitoring service to help members manage chronic conditions from their homes, 
we tailor our value-added benefits and services around our members’ needs. 


 Member engagement and feedback to drive change: We develop an array of different 
touch points with members including formal and informal opportunities for member 
feedback and engagement in our programs in a real and meaningful way.  


 Recipient Services/Concierge Service: We design our recipient and concierge services 
around helping members navigate the complexities of health care. We know that our 
members often face challenges and barriers those with commercial health insurance 
simply don’t face. Therefore, we offer unique approaches, like our CommUnity 
Assistance Line and concierge service that specifically connect with our membership 
and their needs.   


BEING LOCAL 
WellCare’s philosophy is centered on bringing a local approach to each state in which we 
operate. While we are able to leverage the strength and expertise and shared services 
of a national company, we know that health care is a local endeavor and that every 
state and every community has unique needs. Some of the approaches we take to ensure 
a local structure include, but are not limited to, the following:  


 Hire leadership with local expertise: We build teams that have local knowledge and 
understanding of the market they serve. In Nevada, for instance, we have already 
identified a long time health care expert to help us get started as our Nevada 
Manager of Operations.  


 Set up operations locally and set up multiple locations: We not only set up a 
headquarters office, but we place “welcome rooms” in communities where our 
members live. Members can come and engage in person with individuals who can help 
them navigate the system. Additionally, we deploy an industry-leading work from 
home approach that allows associates to live and work in the communities where our 
members live and providers operate. 


 Field-based case management: We offer a local touch to our case management 
operations and meet people in their homes, schools, communities or centers of care 
to help them develop their individual goals and care plans.  


 Best-in-class high touch, local, in-person provider support: We deploy a multi-
layered and locally-based approach to supporting our network providers. Providers 
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have dedicated representatives to support them and are further assisted by our 
Quality Practice Advisors who visit provider offices to discuss quality outcomes and 
our operations account representatives that can help providers in real time solve 
claims issues from their own offices.  


 Award-winning proprietary community engagement model: WellCare has developed 
our HealthConnections model to not only help connect members to social service 
resources but to engage with local communities about gaps in the social safety net 
and help find solutions to fill those gaps at the individual community level. Through 
our CommUnity Connections Councils, we engage local partners to help bolster social 
service resources.  


  Nevada Support 
“WellCare also believe in innovation and local solutions for local problems. Through 
my numerous meetings with WellCare representatives I have learned that we share a 
philosophy of meeting the needs of the client first, and believing that all the rest will 
fall in to place after that. ... We fully support WellCare in their efforts to become a 
managed care provider in Nevada and look forward to a beneficial partnership that 
maximizes the resources of STEP2 while bringing the national expertise of WellCare to 
the Nevada Medicaid program.” 


– Diaz Dixon, Chief Executive Officer, STEP2, Reno 


BEING A GOOD PARTNER 
Whether it is engaging with our state partners, working closely with our provider 
partners, working with other health plans and fee-for-service entities that serve our 
members, or collaborating with local community-based social services resources, 
WellCare approaches our work in the spirit of partnership. This is evident throughout 
the core values of our operation and takes shape in several forms, including:  


 Operating with integrity, accountability and transparency: WellCare values the 
public trust and understands that when operating in the public space, transparency 
is a premium. Integrity and accountability are among our core values, and manifest 
themselves even in developing this proposal, where we choose not to redact any 
substantive material in the spirit of openness and we undergo a rigorous 
certification process that ensures we do what we say. We carry those same values in 
working with our state partners, members and providers every day. 


 Developing tailored solutions for our individual partners: We do not subscribe to a 
one-size-fits-all mentality. Therefore, where it makes sense, we may develop a 
partnership with a case management entity to provide case management services, 
much like we have discussed with Nevada’s Access to Healthcare. We also may 
partner with a community organization that addresses homelessness and housing 
insecurity, such as STEP2 in Reno.   


 Supporting providers with full transparency: We understand that working with 
multiple health plans can be challenging for providers, so we work to streamline 
administrative burdens and offer a multi-layered approach to supporting our 
provider partners. 


 Offering flexible contracting models: Our contracts with providers are built to meet 
them where they are. We incent quality outcomes, and understand different 
providers can take on different levels of incentives and/or risk.  
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Working Better Together: A Provider’s Point of View 


“Burrell Behavioral health has enjoyed a very pleasant working relationship with 
Missouri Care (a WellCare affiliate) since 2006, and would be honored to partner with 
you on any future endeavors. We have found your processes to be easy to understand 
and time-saving for both the provider and the patient. Your case managers do not 
“micro manage” your provider, and instead with them in providing the best possible 
options and outcomes for the patient.”  


– Denise Milles, Director Corporate Services, Burrell Behavioral Health 


BEING INTEGRATED 
We have made an integrated approach to serving our members a central 
principle of our organization, understanding that individuals, particularly 
those facing socio-economic challenges, cannot effectively be served in a 
fragmented system of care. This is why WellCare took bold steps to bring our 
behavioral health services fully in-house, create a unique hybrid-model 
approach to pharmacy benefits management and develop an industry-leading 


approach to addressing social determinants of health that is fully integrated into our 
care model and Recipient Services functions.  Integration is seen throughout our 
operations through each of following areas:  


 People: Our physical health and behavioral health clinical staff share the same office 
space and work cases together to ensure the diverse needs of members with co-
morbid conditions are met. Our in-house pharmacists work with our medical teams to 
drive evidence-based programming around pharmacy utilization. In addition, our 
CommUnity support liaisons work seamlessly with case managers and coordinators 
and other team members, so that member social service needs are met consistently.  


 Technology: We offer a single instance, fully integrated IT system that ensures a 
360-degree view of members including their physical health, behavioral health, 
pharmacy and social services needs. This allows any staff member who engages with 
members the opportunity to have a full picture of their health care experience. 


 Processes and tools: We see the whole person, so when new processes are 
introduced, initiatives built and policies developed, they are done so in a holistic 
manner. For instance, representatives from our CommUnity Assistance Line who help 
connect members to social services resources also have access to care gaps so they 
can leverage any and every opportunity to talk with members to help them get 
necessary preventive care.  


Nevada Support 


“WellCare’s unique approach to integrated health care delivery which includes (having) 
on a single platform the physical, behavioral and social needs of the patient is the exact 
approach our Nevada Medicaid recipients need to take charge of their health care. I am 


certain WellCare’s philosophy of patient care aligns with ours and that we will partner in 
improving the health outcomes for Nevada’s Medicaid population.” 


– Daniel R. Spogen, MD, Professor; Chair, Family and Community Medicine 
University of Nevada, Reno School of Medicine 
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BRINGING OUR SOLUTIONS TO NEVADA 
In developing our Nevada-specific program, we talked to Nevada Medicaid and Check Up 
recipients, providers and community social safety net resources across urban Clark and 
Washoe counties to understand what people are experiencing today, what the state is 
expecting to achieve and what providers, recipients and community stakeholders hope 
for in a Medicaid managed care plan. We learned that WellCare’s approach to operating 
in the spirit of partnership in a member-centered, local and integrated fashion aligns 
perfectly with the goals and objectives of these stakeholders, and we look forward to 
working with DHCFP to drive improved health outcomes among Nevadans. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


WellCare plans have been providing managed care services in the public 
sector for more than 20 years.  WellCare of Nevada is an indirect wholly-
owned subsidiary of WellCare Health Plans, Inc. (WellCare).  WellCare’s roots 
go back to the incorporation of WellCare of Florida, Inc. (WellCare of 
Florida), in 1985 by a group of physicians in Tampa, Florida.  WellCare of 
Florida began offering Medicaid managed care plans in 1994 and Medicare 


Advantage plans in 2000.   


Over the years that WellCare plans have served the public sector, our products have 
become increasingly broad and sophisticated. WellCare currently has Medicaid managed 
care plans in nine states, with a tenth scheduled to commence operations January 1, 
2017, Medicaid Advantage plans in 15 states and Medicare Part D prescription drug 
plans in all 50 states and the District of Columbia.  In addition to traditional Medicare 
Advantage plans, we offer special needs plans for individuals eligible for both Medicaid 
and Medicare (commonly known as D-SNP plans) in each of the states in which we offer 
Medicare Advantage.  We have also been contracted to coordinate Medicare Part D 
prescription drug benefits with various states since 2005 and currently coordinate these 
benefits with 12 states including Nevada.  


The services we provide our public sector clients, particularly the Medicaid managed 
care programs we serve, are the same types of services to those described in this RFP.  
For example, in all of these states we provide benefit management, utilization 
management, claims and encounter processing, case management, periodic and ad hoc 
reporting, provider and member services, quality assurance programs, provider 
contracting and network management, member health education, grievance and appeals 
processes and fraud, waste and abuse prevention programs. 
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4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.  


EXPERIENCE WITH AND DEDICATION TO GOVERNMENT PROGRAMS 
WellCare is a mature, stable and experienced managed care company focused on serving 
government sponsored healthcare programs. We have been providing services described 
in this RFP to the public sector for more than 20 years. WellCare currently operates 
Medicaid managed care plans in nine states (and we are contracted to add another 
state, Nebraska, in 2017), Medicare Advantage plans in 15 states and Medicare Part D 
prescription drug plans in all 50 states, as illustrated by Figure 1 below.  


 
Figure 1: WellCare’s Current Footprint 


SERVING MEDICAID MANAGED CARE PROGRAMS SINCE 1994 
The following table summarizes WellCare’s Medicaid managed care experience in its 
current footprint. 
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State 
Began 


Serving 
Medicaid 


Membership 
as of 


6/30/2016 


NCQA 
Accredited 


Populations Currently Served 
(or for NE, to be served) 


TANF CHIP ABD LTSS Duals 
Florida 1994 772,710 X X X X  X 
New 
York(1) 2002 128,778 X X X X X X 


Illinois(1) 2004 167,674 X X X(2)  X  
Georgia  2006 580,479 X X X    
Hawaii  2009 48,864 X X X X X X 
Kentucky  2011 445,253 X X X X  X 
Missouri(1) 2013 117,318 X X X    
South 
Carolina(1) 2013 91,903 X X X(2) X   


New 
Jersey  2014 59,885 Application 


in process X X X X X 


Nebraska In imple-
mentation N/A Not yet 


operational X X(2) X  X 


TOTAL  2,412,864       
 (1) Experience date noted for this state indicates the date on which WellCare acquired the 
applicable affiliate. The affiliate’s experience prior to acquisition precedes this date. 
(2) The CHIP population is served through TANF in these states. 


OFFERING MEDICARE ADVANTAGE PLANS SINCE 2000 
In addition to our Medicaid managed care experience, WellCare plans have offered 
Medicare Advantage (formerly Medicare+Choice) managed care plans since 2000. 
Currently WellCare plans offer Medicare Advantage plans in 15 states and Medicare 
PDPs in all 50 states and the District of Columbia. The following table summarizes 
WellCare’s Medicare Advantage experience in its current footprint. The years noted are 
the years in which WellCare began offering the respective services. In each case the 
client is the Centers for Medicare & Medicaid Services. 


 MEDICARE ADVANTAGE D-SNP 
Florida 2000 2005 
New York(1) 2002 2005 
Louisiana 2004 2006 
Connecticut 2005 2006 
Georgia 2005 2006 
Illinois 2005 2005 
New Jersey 2008 2016 
Texas 2008 2008 
Hawaii 2009 2011 
California(1) 2012 2012 
Kentucky 2013 2013 
Arkansas(1) 2014 2014 
Mississippi(1) 2014 2014 
South Carolina(1) 2014 2014 
Tennessee(1) 2014 2014 


(1) Experience date noted for this state indicates the date on which WellCare acquired the 
applicable affiliate. The affiliate’s experience prior to acquisition precedes this date. 


As of June 30, 2016, WellCare’s plans served approximately 331,000 Medicare 
Advantage recipients. 
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OFFERING MEDICARE PART D PRESCRIPTION DRUG PLANS SINCE 2006 
Finally, WellCare plans have offered Medicare Part D prescription drug plans (PDPs) 
since 2006. Currently WellCare plans offer Medicare PDPs in all 50 states and the 
District of Columbia. The client is the Centers for Medicare & Medicaid Services. 


As of June 30, 2016, WellCare’s plans served approximately 1,012,000 Medicare PDP 
recipients. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.  


SUMMARY CORPORATE HISTORY 
WellCare Health Plans, Inc. (WellCare), WellCare of Nevada’s ultimate parent company, 
is a Delaware corporation publicly traded on the New York Stock Exchange under the 
ticker symbol “WCG”. WellCare’s roots go back to the incorporation of WellCare of 
Florida, Inc. (WellCare of Florida), in 1985 by a group of physicians in Tampa, Florida. 
In July 2002 WellCare purchased WellCare of Florida and The WellCare Management 
Group, Inc., which had operations in New York and Connecticut. In July 2004, WellCare 
merged into a Delaware corporation to become a corporation, changed its name to 
WellCare Health Plans, Inc., and completed its initial public offering of common stock. 


Since its initial public offering, WellCare has increased in size and sophistication. 
Through a combination of organic growth and acquisitions, WellCare plans now provide 
Medicaid managed care services in nine states (scheduled to be 10 beginning January 1, 
2017), Medicare Advantage plans in 15 states and Medicare Part D prescription drug 
plans in all 50 states and the District of Columbia. 


WellCare of Nevada was incorporated on February 19, 2013. It will begin operations 
upon award of a contract under this RFP. 


COMPANY OWNERSHIP 
As noted above, WellCare of Nevada is an indirect wholly-owned subsidiary of WellCare. 
The ownership path is as follows: 


WellCare Health Plans, Inc. 
(a Delaware corporation) 


 
 100% 


WCG Health Management, Inc. 
(a Delaware corporation) 


 
 100% 


The WellCare Management Group, Inc. 
(a New York corporation) 


 
 100% 


WellCare of Nevada, Inc. 
(the vendor, a Nevada corporation) 
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As explained above, WellCare’s common stock is publicly traded. To the best of 
WellCare’s knowledge, the following entities are beneficial owners (within the meaning 
of Rule 13d-3 under the Securities Exchange Act of 1934, 17 C.F.R. 240.13d-3) of 5 
percent or more of WellCare’s common stock: 


NAME OF BENEFICIAL OWNER 


APPROXIMATE PERCENTAGE OWNERSHIP 
OF PUBLICLY TRADED WELLCARE 


COMMON STOCK 
T. Rowe Price Associates, Inc. 9.9% 
BlackRock, Inc., et al 9.3% 
Wellington Group Holdings LLP, et al 9.3% 
The Vanguard Group, et al 8.4% 


The information in the table above is based on Schedules 13G and Forms 13F, each as 
amended to date, filed by such beneficial owners with the U.S. Securities and Exchange 
Commission. Please note that a person is only eligible to file a Schedule 13G with 
respect to an issuer’s securities if that person has acquired the securities in the 
ordinary course of business and not for the purpose nor with the effect of changing or 
influencing the control of the issuer. 


COMPANY PRINCIPALS 
The following table sets forth the directors and corporate officers of WellCare of 
Nevada as of August 23, 2016. 


NAME OF PRINCIPAL DIRECTOR OFFICER TITLE(S) 
David T. Reynolds  President 
Jojo Young  Vice President and Chief Financial Officer 
Phillip P. Bisesi X Vice President and Assistant Secretary 
Michael W. Haber  Vice President and Secretary 
Goran Jankovic  Vice President and Treasurer 
Michael Troy Meyer X Vice President, Assistant Treasurer and Corporate 


Controller 
Andrew L. Asher X N/A 


The following table sets forth the executive officers of WellCare of Nevada’s ultimate 
parent company, WellCare, as of August 23, 2016. 


NAME OF EXECUTIVE OFFICER TITLE(S) 
Kenneth A. Burdick Chief Executive Officer 
Andrew L. Asher Senior Vice President and Chief Financial Officer 
Darren Ghanayem Senior Vice President and Chief Information Officer 
Rhonda R. Mims Senior Vice President and Chief Public Affairs Officer 
Michael R. Polen Senior Vice President, Medicare and Operations 
Michael Radu Senior Vice President, Clinical Operations and Business 


Development 
Michael C. Yount Senior Vice President and Chief Compliance Officer 
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4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada? This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


WellCare of Nevada is a Nevada corporation and therefore a resident of Nevada. 


4.1.11.4 The location of disaster recovery back-up site. 


WellCare has a contract with AT&T/SunGard to provide a backup data center for the 
WellCare corporate data center for Tiered infrastructure and applications. The back-up 
site is located in Carlstadt, New Jersey. 


ANNUAL TESTING FOR BUSINESS CONTINUITY AND DISASTER RECOVERY 
We test business continuity and disaster recovery (DR) plans both at the corporate and 
local levels. WellCare conducts two disaster 
recovery test exercises of our emergency plans 
annually.  


On an ongoing basis, and after each test execution, 
WellCare examines its business continuity and 
disaster recovery plans for opportunities to 
implement improvements and to identify needed 
capital investments for inclusion in future budgets. 
Our IT and Emergency Preparedness Committee 
teams will use these test results to further refine 
and improve data center recovery capabilities. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


WellCare of Nevada’s point of contact for a contract resulting from this RFP is: 


David Reynolds 
WellCare Health Plans, Inc. 
Mountain View Corporate 
5470 Kietzke Lane, Suite 300 
Reno, NV 89511 
(312) 533-6299 
david.reynolds@wellcare.com  


4.1.11.6 The size of organization in assets, revenue and people. 


WellCare of Nevada is an indirect wholly-owned subsidiary of WellCare Health Plans, 
Inc. (WellCare), a company whose stock is publicly traded on the New York Stock 
Exchange under the symbol “WCG”. WellCare of Nevada’s operations will commence 
upon an award of a contract under this RFP. WellCare has sufficient size and experience 
to ensure that WellCare of Nevada will be a responsible managed care organization and 
a valued partner to the State. WellCare’s size is demonstrated by the following metrics: 


METRIC RESULT 
Consolidated current assets as of 6/30/2016 approx. $4,634,800,000 


Consolidated total assets as of 6/30/2016 approx. $5,562,400,000 


WellCare’s Focus on Excellence 


During the 2016 Disaster Recovery 
Tiers 0/1 test, all 15 core systems 


tested were recovered successfully and 
approximately 50% faster than the 
required Recovery Time Objectives. 
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METRIC RESULT 
Consolidated revenues for the year ended 12/31/2015 approx. $13,890,200,000 


Consolidated revenues for the six months ended 6/30/2016 approx. $7,134,900,000 


Employees as of 12/31/2015 approx. 6,900 


Medicaid managed care plans 9 states 
(to be 10 states 1/12017) 


Medicare Advantage plans 15 states 


Medicare Part D prescription drug plans 50 states 


Aggregate membership as of 6/30/2016 approx. 3,769,000 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 


WellCare Health Plans, Inc., has a dedicated team of executive level leaders who work 
with our State partners to support successful outcomes for our member and provider 
communities. A key part of our success lies in the identification, recruitment, training 
and retention of highly qualified leaders who possess a broad range of experience and 
capabilities necessary to deliver and drive effective results.  


From a structural perspective, WellCare’s success is founded on our market-centric 
approach. We establish a State-based workforce to maximize accessibility for our 
members, providers and government clients. We then complement the market-based 
team with support through corporate shared services such as claims processing, call 
center administration and information systems. With substantial experience gained 
through operations of WellCare’s Medicaid footprint, WellCare of Nevada is well-
positioned to deliver on its contractual commitments to the DHCFP.  


Please see the following page for an organizational chart of our senior management by 
function including the key personnel that will serve WellCare’s Nevada Medicaid 
program. 
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4.1.11.8 The areas of specialization.  


WellCare specializes in providing managed care services to government-sponsored 
healthcare programs. We currently offer Medicaid managed care programs in the 
following states: 


STATE 
POPULATIONS CURRENTLY SERVED 


(OR FOR NE, TO BE SERVED) 
TANF CHIP ABD LTSS DUALS 


Florida X X X  X 
Georgia X X    
Hawaii X X X X X 
Illinois X X(1)  X  
Kentucky X X X  X 
Missouri X X    
Nebraska (in implementation) X X(1) X  X 
New Jersey X X X X X 
New York X X X X X 
South Carolina X X(1) X   


(1) The CHIP population is served through TANF in these states. 


We also offer Medicare Advantage plans in the following 15 states: 


STATE STATE STATE 


Arkansas Hawaii New Jersey 
California Illinois New York 


Connecticut Kentucky South Carolina 
Florida Louisiana Tennessee 
Georgia Mississippi Texas 


In addition to our Medicaid managed care and Medicare Advantage plans, we offer 
stand-alone Medicare Part D prescription drug plans in all 50 states and the District of 
Columbia. 


In particular, WellCare focuses on the most vulnerable and medically complex members. 
WellCare’s offerings include dual-eligible special needs plans (D-SNPs) in approximately 
98 percent of the 376 counties in which our affiliates offer Medicare Advantage plans. 
We also coordinate long-term services and supports in four of our Medicaid plans. 


WellCare’s focus and specialization on government programs and complex populations 
informs every aspect of our business. For example, we recognize that truly coordinated 
care, particularly with complex populations, involves addressing a member’s medical, 
behavioral, pharmaceutical and socioeconomic needs together, not separately. We 
therefore have a single-instance, fully integrated management information system that 
integrates clinical, behavioral and pharmacy data to provide case managers a 
comprehensive 360-degree view of members. As another example, we have invested in 
developing an innovative social services model, HealthConnections, through which we 
are able to refer members to available social services to help address socioeconomic 
challenges that may be impacting their health and quality of life.  


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service 
line for the two most recent years for which full data are available. 
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WellCare focuses on serving government healthcare programs. We have three reportable 
segments (main service lines) - Medicaid Health Plans, Medicare Health Plans and 
Medicare Prescription Drug Plans (PDPs).  


Our Medicaid Health Plans segment includes plans for recipients of temporary assistance 
for needy families (TANF), supplemental security income (SSI), aged, blind and disabled 
(ABD) programs, children's health insurance programs (CHIPs) and managed long-term 
care (MLTC) programs. 


Our Medicare Health Plans segment currently consists of WellCare’s Medicare Advantage 
plans. From January 1, 2014, through June 30, 2015, this segment also included a small 
Medicare Supplement business which we divested on July 1, 2015. The operations of our 
Medicare Supplement business were not material to overall segment results. 


Our Medicare PDPs segment consists of stand-alone Medicare Part D PDP plans. Revenue 
we receive through the state pharmacy assistance plans we serve, such as Nevada’s 
Senior Rx and Disability Rx, is included in this segment. 


Annual consolidated revenues for the last two years for each of these segments are set 
forth in the table below. 


 
SEGMENT 


MEDICAID HEALTH 
PLANS 


MEDICARE HEALTH 
PLANS MEDICARE PDPS 


Revenue for the year 
ended 12/31/2015  $9,074,300,000  $3,898,800,000  $901,700,000 


Membership as of 
12/31/2015  2,388,000  354,000  1,025,000 


Revenue for the year 
ended 12/31/2014  $7,773,900,000  $3,963,200,000  $1,178,400,000 


Membership as of 
12/31/2014  2,310,000  417,000  1,392,000 


4.1.11.10 The corporate philosophy and mission statement. 


WELLCARE’S PHILOSOPHY AND MISSION: DRIVING ALL THAT WE DO 


OUR MISSION TO SERVE 
Our members are our reason for being. We 
help those eligible for government-
sponsored health care plans live better, 
healthier lives. 


At WellCare, our mission statement is 
more than words on a page. It is 
reinforced throughout our company from 
the top down. Our mission statement 
appears on the second page of our Code of 
Conduct and Business Ethics, on our 
website, in our annual report to 
stockholders and in various other 
communications and media. We 
understand that while we serve a number 


“We have a culture which puts people first… Our 
core values are not just about the words. They 


are about the actions of our leaders, the actions 
of our associates, and the expectations we set. 
We begin setting those expectations on the day 
that a new associate arrives in orientation and 


we reinforce those expectations with every 
performance review.” 


- Ken Burdick, CEO, WellCare 
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of stakeholders, including our government clients, providers, associates and 
stockholders, the most important is our members. We center our people, processes, 
tools and values around the needs of our members – we refer to this as the WellCare 
Way. 


One way WellCare demonstrates its dedication to its mission is through our 
Day of Service volunteer program. Day of Service events take place during 
working hours in the communities where we live and provide services. The 
program is designed to help our associates better appreciate the needs and 
critical issues facing our members. It also allows us to work with nonprofit 


organizations that provide aid and service to low-income families and needy populations 
and work to improve their health, wellbeing, safety and quality of life. So far in 2016, 
through August 10, 1,659 WellCare associates have participated in Day of Service events 
for a total of 4,880 hours of service to our communities. 


OUR VISION 
Our vision is to be a leader in government-sponsored health care programs in 
collaboration with our members, providers and government partners. We foster a 
rewarding and enriching culture to inspire our associates to do well for others and 
themselves. 


WellCare understands that serving government-sponsored health care programs is not 
the same as serving the commercial market. We understand and embrace serving the 
most vulnerable members of our society. 


OUR CORE VALUES 
Partnership - We deliver excellent service to our member, provider and government 


partners. Members are the reason we are in business; providers are our 
partners in serving our members; and government partners are the 
stewards of the public’s resources and trust. 


Integrity - We do the right thing to keep the trust of those we serve and with 
whom we work. 


Accountability - We are responsible for the commitments we make and the results we 
deliver both internally and externally. 


One Team - We demonstrate a collaborative “One Team” approach across all areas 
and put members first in all we do. 


Hear from our Members – Our Philosophy in Action 
In summary, at WellCare, our philosophy is simple - members are at the center of 
everything we do. We invite DHCFP to hear from some of them in their own words. You 
can access our member video testimonials through the following links: 


My Story: Jeremy Lucas, WellCare 
Member https://www.youtube.com/watch?v=6qfUzzrxv04  


My Story: Gloria Owens, WellCare Member 
https://www.youtube.com/watch?v=qyn-nywze04&feature=youtu.be  


My Story: Brandi Logan, WellCare Member 
https://www.youtube.com/watch?v=YwOw5EgeSYo&nohtml5=False  
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My Story:  Moise Brutus, WellCare Member 
https://www.youtube.com/watch?v=DmbKu8U7Ea8   


My Story: Yolanda Flahive, 'Ohana Member 
https://www.youtube.com/watch?v=96ECUy45s9k  


VISIT OUR SOCIAL MEDIA SITES – SEE OUR COMMITMENT  
WellCare continues to expand the ways it reaches members to make it easier for them to 
connect with us. These sites are also a way we communicate our philosophy and mission. 


SITE LINK 
Facebook https://www.facebook.com/WellCareHealthPlans/ 


Linked In https://www.linkedin.com/company/wellcare 


You Tube https://www.youtube.com/user/WellCareHealthPlan  


WellCare Blog https://blog.wellcare.com/ 


4.1.11.11 A description of any plans for future growth and development of your organization. 


WellCare Health Plans is focused on partnering with states and the Centers for Medicare 
and Medicaid Services (CMS) to serve individuals in government-funded health care 
programs. WellCare focuses exclusively on government-sponsored health care programs, 
and have no development plans to join the traditional commercial or international 
markets, which means all of our infrastructure and investments are specifically tailored 
for populations like those served through the Nevada Medicaid and Check Up programs. 


WellCare’s vision is to be a leader in government-sponsored health care programs in 
collaboration with our members, providers and government partners. In each of the nine 
states where we currently operate a Medicaid Managed Care plan, we work with state 
Medicaid agencies to find ways that our experience and unique approach to Medicaid 
managed care can improve health outcomes for new geographies and new populations 
with a special focus on individuals with complex needs.  


For Nevada, our broad base of experience and lessons learned from recent developments 
will be leveraged to help the state achieve its goals of improving access to preventive, 
primary and specialty care; streamline and simplify administrative burdens in the 
program to encourage provider participations, ensuring recipients get the right care in 
the right place with a fully integrated field-based case management approach and 
providing for continuous quality improvement. Our company’s posture for continued 
growth, allows us to be ready for additional geographies and populations should DHCFP 
choose to add them in the future.  


WellCare has a broad plan for growth and development with the goal of 
serving increasing numbers of Medicaid and Medicare members in the coming 
years through new state implementations, added populations and potential 
acquisitions. Based on our experience and working very closely with our 
government partners, we align our priorities and investments with the 


priorities and objectives of the governments we serve. We have made significant 
investments in several key areas to drive and support our growth: 


 Enhancing our integrated care model: Members are our reason for being, so we stay 
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focused on continually driving innovation in our model of care encompassing care, 
utilization and disease management in a fully integrated way. Some of our focused 
efforts include: 
 Enhancing ways to identify, locate and reach members to close gaps in care and 


ensure access to primary and preventive care 
 Leveraging deep analytics and predictive modeling to find people most at risk for 


poorer outcomes to promote early intervention and prevention 
 Maintaining a flexible care model that supports provider innovation in care 


management and member support 
 Strategic placement of clinical resources in communities, facilities and provider 


offices to reach people where they are 
 Innovating behavioral health integration: WellCare operates a uniquely integrated 


model where physical and behavioral health is fully aligned so all of our staffing, 
policies, procedures and IT and operational infrastructure work together within a 
single operation. Just some of our continued innovation includes: 
 Increasing access to virtual member consults, telehealth remote monitoring, and 


secure communications to behavioral health clinicians 
 Enhancing community-based and supportive care such as peer/family support 


services, self-help programs and community-based mobile crisis support 
 Improving communication and collocation between medical, behavioral health, 


social and pharmacy professionals through provider incentives and value-based 
arrangements 


 Empowering providers with predictive analytics informed by advanced risk 
stratification models to proactively identify, manage and conduct follow-up 
outreach to members 


 Expanding on Provider partnerships: We continue to target and invest in several key 
areas related to how we partner with our provider communities including: 
 Driving quality outcomes through additional value-based purchasing (VBP) 


contracts 
 Building joint partnerships with Accountable Care Organizations, Management 


Services Organizations and Independent Physician Associations that go beyond 
standard VBP contracting 


 Supporting practice transformation for less mature providers 
 Further develop intelligent member referral and assignment based on provider 


performance as well as member choice 
 Broadening the reach and integration of the HealthConnections Model: WellCare’s 


proprietary and proven approach to integrating social safety net resources into 
caring for our members is one of several foundations on which WellCare has built our 
successful strategies for serving Medicaid recipients. We continue to invest in this 
infrastructure with several key focal points including: 
 Establish contracts with local social service providers, and track data to increase 


ease of use for our partners and improve outcomes for our member populations  
 Leverage our transactional approach to inform social programs, research 


initiatives and investment strategies  
 Use social services contact management system to close care gaps, track 


outcomes and improve customer programs through data driven insights  
 Leverage social service resources to help enhance member reach rate 
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 Investing in our technology: WellCare offers a single-instance, fully integrated 
platform—an industry-leading model that allows us to easily scale for new 
opportunities, monitor and manage member care, communicate easily with members, 
caregivers and providers, support large-scale data and health informatics initiatives 
and reporting and drive connectivity for providers and members. Just some of the 
many areas in which we are investing include: 
 Enhancing the single, holistic 360-degree view of the member including 


integration of social services 
 Increasing the use of mobile platforms used by field-based staff and leveraged by 


providers and members to support enhanced engagement  
 Continuing innovations on use of telehealth, telepsychiatry, telemonitoring and 


telemedicine programs 
 Supporting clinically intelligent communications platforms to tie member 


condition and health care experience with tailored messaging  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified. For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


WELLCARE EXCELS AT LOCALLY BASED, NATIONALLY SUPPORTED 
BUSINESS EXPANSIONS 
Our approach to implementing new business is grounded in decades of experience 
working exclusively with government-funded health care programs. Our systems and 
processes have been tailored specifically to work with state Medicaid agencies and 
Centers for Medicare & Medicaid Services (CMS), particularly in working with complex, 


dual and waiver populations.  


Our business expansion implementations are overseen by collaborative teams 
of executives throughout our company who engage in activities across all 
functional areas to ensure successful outcomes from proposal submission to 
program go-live. Our Integrated Solutions Team (IST) is comprised of 
strategic leaders companywide who ensure company resources are aligned to 


support a successful implementation, and that our processes, people and systems are 
prepared to meet the needs of the state and the Nevada Medicaid and Nevada Check Up 
programs.  


The IST is responsible for integration of contract requirements enterprise wide. The IST 
works closely with WellCare’s enterprise Project Management Office (ePMO), which 
manages, tracks and reports on implementation activities. Both groups are supported by 
a Governance Team of subject matter experts (SMEs) who lead workstreams focused on 
the functional areas that define our business operations. These three groups oversee, 
coordinate and carry out our implementations, while reporting up the executive ladder 
all the way to the WellCare’s Chief Executive Officer (CEO).  


Since January 2014, WellCare has implemented new lines of business, contract 
extensions and acquisitions in ten states. These business expansions have grown our 
benefits, service areas and members, allowing us to serve more members across diverse 
and complex Medicaid populations, including aged, blind and disabled, dual eligible 
members, Supplemental Security Income recipients, those with serious mental illness, 
foster children, and similar vulnerable members. Many of these implementations have 
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impacted multiple aspects of our business at once, requiring exceptional levels of 
planning and coordination by our business leaders and the ePMO Team. Types of recent 
market and business expansions and the impacts of those expansions are illustrated in 
Figure 2, and highlights from some of these implementations (some of which are 
currently in progress) are discussed below. 


 
Figure 2: Business Expansions 


*Florida MMA: Managed Medical Assistance program; *New York FIDA: Fully Integrated Duals Advantage 
program (joint Medicare and Medicaid demonstration);*AdviCare: acquisition of South Carolina Medicaid plan; 
*Windsor Health Plan: acquisition of Medicare Advantage plans serving Arkansas, Mississippi, South Carolina and 
Tennessee 


IMPLEMENTATION SUCCESS STORY: WellCare of Kentucky’s Seamless 
Implementation of New Membership on Short Notice 
WellCare of Kentucky has twice demonstrated in recent years that it is able to 
transition new members into the plan by collaborating closely with the state Medicaid 
agency. In both instances, we relied on processes and operations that are fully scalable 
and adaptive to support fluctuations in membership enrollment and needs. 


In October 2012, Kentucky Spirit, a subsidiary of Centene, advised the Kentucky 
Department of Medicaid Services (DMS) that it intended to terminate its contract with 
the Commonwealth one year early. Centene - Kentucky Spirit’s notice to DMS stated its 
market exit would be effective July 5, 2013, with a year remaining in its three-year 
contract. WellCare of Kentucky subsequently absorbed a total of 64,000 members as a 
result of Centene - Kentucky Spirit’s decision to withdraw early from the Kentucky 
Medicaid market. 


WellCare Engaged with the Commonwealth to Plan for Transition: Though the full impact 
of Centene - Kentucky Spirit’s initial announcement was not immediately known to 
WellCare of Kentucky, the plan recognized immediately the importance of preparing for 
a sudden influx of members and engaging with DMS. They worked closely with DMS over 
the next six months to collaboratively develop a detailed transition plan that 
prioritized clear communications with members and providers to ensure the provider 
community was informed of the evolving situation and to facilitate continuity of care 
for all members who were impacted.  
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We Took Immediate Action to Absorb Members and Communicate with Members and 
Providers: WellCare of Kentucky received notice from DMS at 12:01 a.m. on July 6, 2013 
that Centene - Kentucky Spirit would no longer be serving Kentucky Medicaid members. 
Because they were prepared for this possibility, they were able to take immediate 
action to adapt operations for the sudden intake of new members, and to communicate 
clear guidance to members and providers. The transition of members from Centene - 
Kentucky Spirit moved rapidly. WellCare of Kentucky received the initial 834 file from 
DMS containing 57,000 impacted members approximately 20 hours after receiving notice 
of the contract breach. WellCare processed the new members within 48 hours, and set to 
work on a smooth transition for these members and 7,000 additional members who 
chose to leave the plan they were initially assigned to and enroll with WellCare within 
90 days of the original file transfer.  


WellCare ensured that all impacted members received new identification cards and new 
member welcome packets upon receiving their enrollment information from DMS. A letter 
from WellCare informed all members of the change from Centene - Kentucky Spirit, let 
them know who to contact with questions, and specifically directed members to inform 
the plan of any needs around regular medications, treatment by specialists, durable 
medical equipment and in-home services. WellCare of Kentucky also worked with DMS to 
create a plan for impacted members who required access to services but had not yet 
received a WellCare I.D. card. This plan allowed members to present a letter supplied by 
Kentucky DMS, along with their state Medicaid I.D. to their provider for needed services. 
DMS also informed providers of this plan. 


Immediately following the announcement by DMS, WellCare faxed all of its contracted 
providers informing them of WellCare’s plan for reassignment of membership, transition 
of care guidelines, billing guidelines, and available resources. The letter also gave 
providers a number that members could call with questions about the transition, and a 
number that providers could use to discuss questions about the transition or reach their 
provider relations representative with questions regarding member eligibility or claims 
submissions. 


We Built Up the Provider Network: The immediate enhancement of provider network was 
important to the successful transition of care for these members. WellCare deployed a 
massive network expansion initiative with a priority on providers who were used by the 
new members. In instances where care was being rendered by a non-participating 
provider, WellCare agreed to allow the provider to act as participating while they 
moved through the credentialing process. WellCare processed these provider 
applications expeditiously to ensure members seeing these providers would not 
experience a lapse in coverage. Additionally, to correspond with the increased 
membership, WellCare strategically increased the numbers of providers within its 
network to ensure members had adequate access to care. 


We Helped our Members Receive Uninterrupted Care: To ensure continuity of care, 
WellCare of Kentucky issued a 30-day prior authorization waiver for all 
services, and a 60-day prior authorization waiver for durable medical 
equipment and home health services. Likewise, WellCare implemented a 31-
day open formulary and grandfathered existing pharmacy therapies for drug 
classes, which included atypical, antipsychotics, antidepressants, 
anticonvulsants, antineoplastic, antiretroviral and immunosuppressants. 


WellCare’s Case Management Team assigned case managers to each region within the 
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Commonwealth to address any medical needs of former Centene - Kentucky Spirit and to 
integrate them into our existing case and disease management programs. We were able 
to advise DMS of specific files needed from Centene - Kentucky Spirit to assist with 
successful transition and limit disruptions to care, 
including those regarding members enrolled in case 
management/disease management with qualifying 
conditions; members with inpatient stays within a 
specific timeframe; prior authorizations (approved, 
partially approved, denied, or requested for a set 
timeframe); assigned primary care providers, and 
third party liability files for members. 


The transition of care activities surrounding an 
event of this proportion with extremely compressed timelines put our project 
management techniques and business operations to the test. It required the coordination 
of key functional areas, including but not limited to customer service, member services, 
enrollment, network development, health services, and case management. It also 
required collaboration with several key vendor partnerships. These business units were 
required to work seamlessly and expeditiously to address increased customer service 
needs, member notifications, provider network expansion, prior authorization waivers 
for covered services and pharmaceuticals, and care management transition. 


We Stayed the Course to Ensure Continued Success for Members and the 
Commonwealth: Once members were transferred and processed, WellCare participated 
in several post-implementation meetings and monitoring activities with the 
Commonwealth to ensure a successful transition. WellCare participate d in weekly calls 
with both the Centers for Medicare & Medicaid (CMS) and DMS to address questions and 
concerns. We also provided daily authorization and utilization management reports and 
weekly call center reports to DMS, providing further visibility into the transition and to 
monitor any issues.  


The Successful Transition was Recognized by Commonwealth Leaders: Evidence of a 
successful transition was apparent in the weeks following Centene - Kentucky Spirit’s 
departure from the Commonwealth. DMS and the provider community expressed very 
few issues or concerns. And the Commonwealth’s Medicaid Advisory Council, a 
legislatively appointed council comprised of providers from across the Commonwealth, 
stated publicly that the transition appeared to be a success, as constituents reported no 
major issues. 


We Replicated our Process, with more Great Results: Similarly, in 2014, WellCare of 
Kentucky absorbed approximately 120,000 members due to Medicaid expansion, many in 
the first few months of the year, exceeding the predictions made by DMS. Once again, by 
following the process above, these members were absorbed without accessibility or 
operational issues. WellCare of Nevada will leverage the successful experiences of 
WellCare of Kentucky to ensure a seamless transition for our members. 


Other Recent Expansions 
Florida Contract Extension and Expansion: Our WellCare of Florida affiliate recently 
completed a successful new program implementation and expansion supported by the 
same department that will support WellCare of Nevada. During this process, WellCare of 
Florida worked collaboratively with the Agency for Health Care Administration (AHCA) 


Publicly Recognized Success 
Kentucky’s Medicaid Advisory 


Council of legislatively 
appointed providers stated 
publicly that the transition 


was a success. 
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and stakeholders throughout Florida to implement a new Medicaid program while adding 
an additional 300,000 members to their existing base.  


Hawaii New Line of Business: WellCare’s ‘Ohana Health Plan was one of two plans 
selected to serve Hawaii beneficiaries under the QUEST Expanded Access (QExA) 
program, and was the sole plan awarded a statewide contract. To implement the 
project, WellCare oversaw the successful transition of over 23,000 aged, blind and 
disabled (ABD) and long-term care beneficiaries to managed care. 


Nebraska New Line of Business: WellCare’s ePMO team is currently in the process of 
implementing a Medicaid managed care contract to provide physical health, behavioral 
health and pharmacy services for Nebraska’s Heritage Health Program. The ePMO has 
engaged staff members from every functional area of WellCare’s enterprise, and is 
carrying out the project management governance and methodologies outlined in our 
response to 4.1.12.1.F.  


Workstreams are underway, evaluating all RFP requirements to make sure that all 
requirements are currently being met or to identify any gaps in capabilities that will 
need to be addressed with new systems or processes. Workstream leads who form a 
Governance Team are meeting weekly to discuss project status, risks, issues and 
timelines, and to elevate any concerns or needs to the executive leadership team. 
Leaders at all levels of the company are receiving reports on issues related to the 
Nebraska implementation, though the project status is currently at green, which means 
that no serious risks or issues have been raised and the team expects to meet milestones 
on the timeline.  


WellCare of Georgia Membership Expansion: From March 2014-June 2014 WellCare of 
Georgia expanded their membership by more than 80,000 members. During this three-
month rapid increase, the plan absorbed this additional membership into the full 
continuum of business processes and infrastructure without experiencing disruption to 
member care, and without encountering any significant operational challenges. The 
majority of new members were children 18 and under, and WellCare successfully 
coordinated their health and wellness needs to ensure continuity of care. 


To address the increased member enrollment, WellCare of Georgia responded by 
increasing their member service staff to ensure members’ needs were met in a timely 
manner. This staffing surge enabled WellCare to answer member questions or concerns 
and get information to the members as rapidly as possible. During this time, WellCare of 
Georgia’s leading choice rate of approximately 40.5 percent did not change, 
demonstrating that members still preferred WellCare of Georgia’s services as they 
enrolled a large group of members in a short time. Through member and provider 
surveys, WellCare also saw no increase in member or provider complaints or grievances 
from 2014 through the time period when they transitioned the 80,000 members into the 
plan. 


IMPLEMENTATION METHODOLOGY: WELLCARE’S APPROACH TO SETTING UP 
NEW BUSINESS 
Our decades of experience serving Medicaid populations informs our 
implementation methodologies, and has helped us shape a proven approach 
to entering a new market or expanding our capabilities in an existing 


market. We know that serving new members, providers and state partners is as simple 
and as complicated as building strong local partnerships, recruiting talented local staff, 
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developing a provider network that offers quality care to our members, and setting up 
efficient operations that effectively serve our member population. We succeed at our 
implementation approach because we involve executives at all levels of our organization 
in the operations and project management of new business expansions. 


Executive Engagement at all Levels, Led by Our Integrated Solutions Team 
We activate a team of executives throughout our company that engage in any new state 
to ensure a seamless transition from proposal to go-live. This effort is managed through 
WellCare’s Integrated Solutions Team (IST), which is a set of strategic leaders from 
every functional area of the company who are empowered to ensure appropriate 
resources are aligned for a successful implementation, and that our processes, people 
and systems are prepared to meet the unique needs of the state and the Nevada 
Medicaid and Nevada Check Up populations on Day One. The IST is responsible for 
integration of contract requirements enterprise wide. Team members work closely with 
our ePMO and Governance Teams to carry out, track and report on implementation 
activities to leaders at all levels of the organization.  


Integrated Solutions Team Guides an Integrated Implementation Team: IST leaders 
provide guidance, decision-making, authority and accountability to the implementation, 
which also gives the state a streamlined process to address any concerns as they arise. 
Figure 3 demonstrates how local executive leadership, corporate shared services, 
including the ePMO Team, and the IST work together to leverage WellCare’s national 
resources and experience in support of local leaders in Nevada. 


 
Figure 3: Resource Allocation and Deployment 


IST staff spends significant time in the state and works seamlessly with WellCare’s ePMO 
Team during implementation to help liaise between DHCFP and WellCare (both local and 
corporate resources) resolving issues, making decisions on behalf of WellCare of Nevada 
and establish a rapid response structure.  
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The enterprise Project Management Office (ePMO) Manages Implementation Tasks: The 
ePMO manages the implementation of State and Federal contracts for all markets and 
products. Associates on the ePMO Team are trained on the latest project management 
software and are well-versed in standard Software Development Lifecycle (SDLC) 
waterfall and Agile planning and development methodologies. Our professional project 
managers leverage ePMO-developed, best-practice “Playbooks” that reflect extensive 
industry experience and lessons learned across numerous contract implementations. The 
ePMO works hand-in-hand with the IST, market leaders, government partners, corporate 
business leaders and SMEs, corporate IT, and ancillary vendors to ensure a compliant, 
operationally-sound implementation that seamlessly transitions new members and 
providers into our health plan. 


The individuals who would lead implementation of 
services in Nevada have extensive project management 
experience, and have been responsible for 
implementing new programs including the introduction 
and/or expansion of Medicaid managed care in 
Nebraska, Kentucky, Georgia, Florida and New York, 
and of long term services and supports (LTSS) in 
Hawaii and New Jersey.  


Our ePMO Team adheres to a formal project 
management process that progresses from intake 
through phases that focus on feasibility, initiation, planning, execution and closure of 
project tasks. The Team uses standard methodologies and documents to manage each 
phase of the project and to manage risks throughout the project lifecycle. These best 
practice tools and methods are discussed at length in our response to 4.1.12.1.F. 


Governance Teams Report on Implementation Progress and Risks to Executives at all 
Levels of Operations: Every implementation is broken into workstreams, based on key 
areas of operations. These workstreams are filled with subject matter experts (SMEs) 
from every functional area at the senior manager or higher level, and each one is led by 
staff who have the authority and ability to make decisions in their workstreams. In 
many instances, these SMEs come from both corporate shared services, and from local 
staff from the target market. The workstreams are also staffed with members of the 
ePMO Team, who coordinate and track workstream tasks, progress, timelines, risks and 
issues. 


The Governance Team is composed of the leads of each workstream and leaders from 
the ePMO Team. The Governance Team submits reports and meets weekly to report out 
on their accomplishments, risks and issues, whether their area is trending on track, their 
timeline, and their plans for activities in the next two weeks. These weekly meetings 
provide an opportunity for anyone involved in the implementation to report concerns 
and raise issues they need to have escalated to the next level.  


The compiled presentation deck used during the Governance Team meeting is used to 
create a project health report (PHR). The PHR relays key risks and issues to the 
executive leadership team, which also meets weekly to discuss the status of the 
implementation. Our experience has taught us that a few specific areas of operations 
often require extra attention during implementation of business expansions, including 
development of provider networks, recruiting appropriate staff, and securing facilities. 
Workstreams, the IST and the ePMO Team collaborate on reporting decks for these areas 


Executive Engagement 
WellCare’s chain of reporting 
on each implementation is a 
differentiator that informs 
high-level executives all the 


way to the CEO of status and 
risks associated with each 


business expansion. 
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that are presented to the executive leadership team every two weeks. 


Our chain of reporting on each implementation differentiates WellCare’s implementation 
approach by informing high-level executives all the way up to the Chief Executive 
Officer of the status and risks associated with each business expansion. This integrated 
group of business leaders works together to execute WellCare’s proven approach to 
implementing new business expansions. 


LEARNING THE LAY OF THE LAND 
With our team in place, our first step in setting up operations and developing 
a network capable of supporting a new population starts long before we are 
awarded a contract or begin implementation planning. We begin with a deep 
analysis of the area and population we are seeking to serve, and use that 
analysis, along with feedback gained through in-person visits with key 


stakeholders, to build out strategies uniquely tailored to the needs of the program. In 
our analysis, we engage traditional public health research techniques to determine the 
needs of individual communities, available resources, potential partnership 
opportunities and potential gaps our solutions can help fill.  
In Nevada, we have deployed staff members to meet with stakeholders throughout each 
county to further inform the program we are proposing to establish. We met with 
traditional stakeholders like provider associations and large advocacy organizations. 
We also met with smaller community-based social safety net providers like food banks 
and housing assistance entities, as well as local Area Agencies on Aging to get a better 
understanding of community-based nuances and on-the-ground challenges. All of that 
feedback was combined with DHCFP’s requirements in the RFP, as well as our 
understanding of the state’s goals to help us create our approach, which serves as the 
framework for our implementation activities.  


BUILDING PARTNERSHIPS 
We know that to be successful we need partners on the ground with local history and 
knowledge to help us assemble the right program for our Nevada Medicaid and Nevada 
Check Up members. Based on our experience with Medicaid, we understand the 
importance of developing in-depth knowledge of prospective members’ needs along with 
a deep understanding and appreciation for the unique attributes and challenges inherent 
to each state in which we operate.  


Our team of business development and outreach staff has canvassed urban Washoe and 
Clark counties for months, meeting with local community stakeholders. Through these 
efforts, we sought out potential high-quality partners, several of whom agreed to help 
us develop our approach and review relevant parts of our proposal. Extensive 
conversations with Sherri Rice at Access to Healthcare Network, Diaz Dixon from Step 2, 
Chuck Duarte of Community Health Alliance, and local physicians like Andrew Pasternak, 
M.D., Tracey Green, M.D., and Daniel Spogen, M.D., among many others, have informed 
our Nevada strategy to ensure a local approach is achieved in all phases of 
implementation.  


Several have also offered to help us in setting up operations. We have leaned on the 
extensive personal networks of Don Kowitz (former CEO, Prominence Health Plan), 
Valerie Clark (leading health insurance broker), and Katy Simon (former Washoe County 
Manager). Others have assisted us in establishing the network by sponsoring joint 
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community and provider meetings and forums in each county. 


A sampling of our engagements includes: 


 Social services agencies and advocates, including 
STEP2, Catholic Charities, High Sierra Industries, 
state and local divisions of the Big Brothers Big 
Sisters, Salvation Army, United Way, Boys and Girls 
Clubs, American Public Health Association, 
American Public Human Service Association, 
National Network of Public Health Institutes and 
local public health institute; National Association of 
Area Agencies on Aging and local area agencies on 
aging, local chapters of the American Diabetes 
Association, American Medical Association and 
American Red Cross; the National Rural Health Association, Access to Healthcare, and 
the National Association of County and City Health Officials 


 Provider organizations, including the Nevada State Medical Association, the Washoe 
and Clark County Medical Societies, the Nevada Advanced Nurses Association, 
Nevada Primary Care Association, the Nevada Hospital Association, and the Nevada 
Rural Hospital Association 


 Individual providers, including Saint Mary’s Regional Medical Center, Saint Mary’s 
Medical Group, Renown Pediatric Group, Guadalupe Medical Center, and OB-Gyn 
Associates  


 Representatives from government programs and agencies, including the Washoe 
County Division of Adult Services, the Washoe County Municipal Court, Detention 
Division Operations, Washoe County Jail, Nevada Association of Counties, a local 
Justice of the Peace, and the Washoe County Department of Social Services  


 Community Health Centers and Federally Qualified Health Centers, including 
Northern NV Hope, Nevada Health Centers, and Community Health Alliance 


Through meeting with representatives from these agencies and organizations, we have 
built strong relationships with people who care deeply about the needs of Nevadans in 
the Nevada Medicaid and Nevada Check Up programs. We have fostered partnerships 
with members of these organizations who have shared their local knowledge with us, 
and who have agreed to provide resources and assistance with patient-centered medical 
homes, network development and care coordination.  


DEVELOPING LOCAL STAFF 
WellCare of Nevada is first and foremost a local company, so one of our early 
implementation priorities is to hire qualified local staff to fill the positions necessary to 
effectively set up and run operations. WellCare of Nevada will leverage our established, 
comprehensive approach to recruiting that includes targeted advertising, internal 
associate career path growth, career fairs and referrals. Our recruiting strategies are 
planned and executed by our Talent Acquisition Team, which is comprised of individuals 
who focus on generating candidate enthusiasm and interest in our organization while 
supporting our functional leaders through quality sourcing and screening. Because we 
want our staff accessible to members in their own communities, we have also developed 
an approach where we open local offices/Welcome Rooms in each county so members can 
easily interact with us.  


Local Staff Excellence 
Nicole Atcheson King leads 


our Nevada Team. Ms. King is 
a fourth generation Nevadan 


who provides unique 
professional experience, 


combining the healthcare 
industry and human services 


arena. 
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Our team in Nevada is led by Nicole Atcheson King, WellCare’s Nevada Operations 
Manager. Ms. King is a fourth generation Nevadan with strong ties to the Northern 
Nevada Medicaid population. She has served as chief operating officer of the Access to 
Healthcare Network in Reno, Nevada for the last 15 years, and she has extensive 
personal and professional contacts in the healthcare industry throughout Nevada. She 
also has numerous long-term relationships with key community-based leaders. Ms. King 
provides unique professional experience combining the healthcare industry and human 
services arena. She is skilled at working with a variety of stakeholders in an ever-
changing healthcare landscape and has succeeded at serving vulnerable populations with 
respect and dignity. 


DEVELOPING THE NETWORK  
Our broad experience in partnering with providers, in conjunction with our locally-based 
network development approach and policies, will ensure that covered services are 
available to Nevada Medicaid and Nevada Check Up members from a comprehensive 
network of providers on Day One.  


Our business development, outreach and provider teams have been on the ground in 
Washoe and Clark counties, implementing our locally-based approach for months. By 
meeting with providers and holding focus groups with Medicaid members in these two 
counties, we have developed a clear picture of the frustrations and barriers to care 
faced by providers and members alike. Members have told us that they have access 
issues because many providers who are listed in the Medicaid network do not have 
appointments available, while providers have expressed frustration with no-shows and a 
desire for member incentives to motivate patients to keep appointments. We have also 
learned that providers face too much administrative complexity, especially around 
unclear prior authorization processes, protracted credentialing, and arbitrary claims 
denials. They have made clear that communication between managed care plans and 
providers needs to be better.  


Our experience has taught us that to best serve members, we must build great 
relationships with the providers who treat them. We have experience working with state 
agencies and even other managed care organizations in our affiliate states to help 
streamline administrative complexities for providers, allowing them the time and ability 
to focus on patient care. We believe that administrative excellence and a proven care 
management approach provided by WellCare of Nevada will help win back providers to 
the Medicaid program. Through numerous productive meetings and statements of 
support, we have already demonstrated the capability to recruit new providers to the 
program, such as Healthcare Partners and WellHealth.  


As an example of WellCare’s successful efforts in this area, upon being awarded a 
contract for Kentucky’s Medicaid managed care program, we had roughly 90 days to 
assemble a fully accessible provider network in time for readiness review and a 
September 1 implementation. Because our Kentucky leadership had for several months 
been actively engaged in relationship building with key health systems across the 
Commonwealth, we were prepared to address and resolve any barriers to contract 
negotiation right away. Our success in launching a strong provider network in Kentucky 
contributed to a significant surge in member choice rates in our first quarter of 
operation in the Commonwealth, which continued through our first full year and beyond. 
We are similarly positioned to expedite a successful network build in Nevada. 
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CREATING THE PROVIDER NETWORK  
We employ a five-phase approach (as illustrated in Figure 4) to network development 
and management, moving from early analysis of the market and membership needs to 
targeted recruitment, contracting, training and retention activities as described in our 
network development and contracting continuum.  


 


Figure 4: Network Development 


WellCare recruitment resources and tools will be located in Nevada. We will deploy a 
team of local resources to support in-person encounters with providers. These resources 
are supplemented by our national network development team, which includes specialists 
in institutional, group practice, and ancillary contracting and legal experts in contract 
development. Our network recruitment center will be staffed by a team of contract 
specialists who actively collect executed contracts, process mailings, answer inbound 
calls, make outbound follow-up calls, and assist providers with all aspects of 
contracting and credentialing.  


Meeting Access Requirements: To ensure the network we develop meets all access 
requirements and the needs of our members at Go-Live, we approach the challenge with 
a basic strategy to determine and measure access and adequacy and address any 
identified gaps. Steps include:  
 Determine expected enrollment and locations of members  
 Confirm precise network requirements based on DHCFP and CMS standards to meet 


distance and appointment availability standards by provider type  
 Continuously run Geo-Access reports as the network is being built to ensure access 


standards are met  
 Partner with provider associations and advocates to access lists of non-participating 


providers who could become Medicaid providers  
 Target providers critical to meeting those standards and providing a comprehensive 


scope of services 


Meeting and Managing Network Standards for all Provider Types: As soon as network 
gaps are identified, we promptly develop an action plan. To eliminate the deficiency, 
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our local Network Management Team is responsible for conducting further analysis for 
potential providers that may be available by analyzing competitor provider directories, 
Medicaid agency provider lists, professional society membership data and 
www.medicare.gov, as well as applying their familiarity with the provider communities 
they support. We also reach out to local community agencies, advocacy organizations, 
provider groups and state partners to help identify potential provider leaders.  


In situations where no provider is available locally, we arrange transportation for 
members to the nearest identified provider and capture the exception data for 
reporting or look to find an alternative approach, including telehealth solutions.  


As we implement the Nevada plan, we will deploy necessary resources to ensure the 
providers are ready to partner with us and participate in our network. We will build on 
our more than 20 years of experience training providers on Medicaid managed care 
programs throughout the country to develop Nevada-specific programs to engage and 
educate providers. Our activities will include:  
 Extensive training curriculum  
 Specialized training sessions by provider type such as professional, ancillary, 


facility, and behavioral health providers  
 All training material placed on our provider website for convenient 24/7 access  
Go-Live Provider Onboarding Activities 
Upon award of the contract, we will begin our formal provider educational initiative 120 
days prior to the first enrollment date. (See 
Figure 5.) We will invite all providers to attend 
orientation sessions scheduled at convenient 
locations in their area and continue these 
sessions through program launch and beyond. 
We offer the same curriculum through multiple 
delivery modalities including classroom 
training, online, and video training, to allow as 
many providers and provider types as possible 
to participate.  


For providers who are unable to attend a 
formal training session, we will review the 
critical elements of the curriculum with them 
during an office visit. We will accommodate the 
training times and days of the week requested 
by our providers, including evenings and 
weekends, as needed through the 
implementation period. We also offer to DHCFP 
our assistance with organizing provider 
meetings in conjunction with peer MCOs to help providers streamline the process of 
contracting with and partnering with multiple MCOs.  
Our delivery modalities will promote efficiency and accommodate the varied needs of 
our providers. In addition to provider office visits, these modalities will include:  
 Orientation sessions in local offices as well as at hospitals or community centers 


near a provider’s location. Subject matter experts on-site to assist with questions 
and demonstrate tools 


Figure 5: Provider Onboarding 
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 Web-based provider training, featuring real-time interactive courses conducted via 
the web. Recorded provider trainings will also be available on our website  


 Secure provider portal training offering online training modules that are available to 
providers 24/7. Includes provider orientation, provider portal overview and 
interactive HEDIS online portal modules  


 Short videos hosted on a WellCare branded YouTube channel. Videos will cover 
topics from completing claim forms to quick reference guidelines to help improve 
processes for providers 


Nevada Provider Support during Go-Live: We will use best practices from other WellCare 
implementations to facilitate the smooth transition of members into the program. At 
program go-live and continuing for the first two weeks beyond implementation, a team 
of experienced Provider Relations associates will be available in a Command Center 
environment to respond immediately to provider questions and facilitate the prompt 
resolution of any issues. Local staff will also be deployed to key providers with 
anticipated large member volume for onsite provider support.  
Hawaii Success Story: Our ‘Ohana Health Plan was one of two plans selected to serve 
Hawaii beneficiaries under the QUEST Expanded Access (QExA) program, and we were 
the sole plan awarded a statewide contract. To implement the project, we oversaw the 
successful transition of over 23,000 Aged, Blind and Disabled (ABD) and long-term care 
beneficiaries to managed care. To engage and educate providers to serve these complex 
populations, we employed a strategy that combined development of materials tailored 
to the provider community with an emphasis on training in one-on-one and small group 
sessions. We deployed enough experienced, local and well trained provider relations 
representatives to ensure that training could be offered across all islands throughout 
the state on weekends, as well as weekdays, and during evening hours, as well as during 
the day. We conducted in-person training for more than 95 percent of our contracted LTSS 
providers. Our effectiveness in transitioning providers to Medicaid managed care, in 
particular those serving the ABD and LTSS populations, is demonstrated through our 
singular ability to build and maintain an effective, supportive network on every island 
within the state and to subsequently garner that network’s support in securing state 
awards for two additional programs which launched in subsequent years.  


SETTING UP OPERATIONS TO SUPPORT THE MEMBER POPULATION  
WellCare’s approach to setting up operations for a new market or new population 
leverages experiences from across our company with local knowledge and our field-
proven project management and implementation infrastructure (detailed in the response 
to 4.1.12.1) to achieve a few critical goals:  
 Minimizing Disruptions for Members 
 Meet and exceed state requirements as demonstrated through readiness review 
 Mitigate challenges for our state partners  
 Successfully transition providers and other stakeholders  
We understand the challenges that go into implementing a new program. That is why our 
implementations are overseen at the highest executive levels, including engagement of 
WellCare’s Chief Executive Officer in regular updates of implementation governance in 
the months and weeks leading up to Go-Live.  
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Minimizing Disruptions for Members 
Continuity of Care: We will ensure members have continued access to existing services 
regardless of whether or not a provider is in our network. To do this, we will work 
closely with members and providers as we move through implementation to help 
navigate within services to match their needs based on their existing service plan. 
Robust Communication: We develop an Implementation Communications Plan that 
outlines steps around member and community-based communications, from building our 
Nevada Medicaid- specific member website and distribution of member materials, ID 
card and handbooks to community forums, social media posts (as approved by DHCFP) 
and more.  
Clinical Transition War Room: In addition to the implementation Command Center, we 
have a separate “War Room” for member service coordination and continuity of care in 
the early weeks of implementation. This intense focus is aimed at ensuring real-time 
escalation of any issues that could potentially place a member at risk. The War Room is 
staffed by experienced clinical leadership staff, both local and from across the 
company.  
Over hiring clinical staff for implementation: We over hire our clinical staff locally by as 
much as 10 percent in the beginning of a new program anticipating both the rush of need 
in completing large numbers of assessments and person-centered service plans as well as 
eventual turnover as staff settles in.  
Implementing our Proprietary HealthConnections Model: WellCare’s one-of-a-kind 
advocacy model connects members to a fully developed network of social safety net 
services. Our HealthConnections Team tracks services at the transactional level to 
ensure they are meeting member needs, and partners with communities to solve unmet 
social safety net needs. In the early days of implementation, the partnerships we have 
been building with these entities in each county will be leveraged to help members get 
the services they need.  


Meet and Exceed State Requirements as Demonstrated through Readiness 
Review 
Project Governance: WellCare brings a proven process of project management and 
project governance to setting up the Nevada operations. The Project Governance 
process is built around every functional area and has been proven as ideal to prepare 
for Readiness Review as each element of review is outlined in a project management 
implementation plan with owners, checkpoints and deadlines attached.  
Documentation and Policy Adaptation: Because of our experience setting up operations 
for Medicaid managed care programs of all kinds, we have established documentation 
that is easily adjusted to the local program for every functional area. This helps 
expedite preparation for Readiness Review and state document approval, for which we 
have an established approval tracking process.  
Mock Auditing: As part of our process for prepping for Readiness Review, we implement 
an internal review and mock audit of all materials and processes.  
National Leader Engagement: In addition to the locally-hired staff and leadership, we 
have executive leaders from across the company with decades of experience 
implementing Medicaid programs available to support every aspect of Readiness 
Review. They will join local leadership in meeting with reviewers and are able to quickly 
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have programs and processes adjusted as needed to make sure we are meeting the 
highest level of readiness.  


Mitigation of Challenge for Our State Partners  
Command Center Process: A standard part of our process of implementing a new 
Medicaid program is deploying a Command Center before and during the initial Go-Live. 
The Command Center is staffed with leadership for every operational area who can help 
Providers and state partners with issues as they arise in real-time.  
Pre-identification of risks and challenges: Based on our experience starting in a new 
state, we understand the “pain points” that are most at-risk during implementation and 
prepare specifically to mitigate those for the state and stakeholders.  
A few examples of preparing to meet potential risks include:  
 Hiring contract staff to speed up contracting process: WellCare accesses an 


experienced pool of contract workers on an on-demand basis allowing us to flex 
staffing up or down easily based on processing need and volume 


 Batching claims to conduct quality checks prior to processing: This is a critical step 
to ensure timely and accurate claims payment that helps us avoid unnecessary 
denials and reprocessing that could slow payments to providers  


 Conducting user acceptance testing: Our configurations and connectivity with the 
state agency goes through rigorous quality assurance and user acceptance testing 
before going live 


 Establishing the Care Transitions War Room: This Rapid Response Team is organized 
to address member issues with transition in real time and empowered to make 
decisions quickly in the best interest of the member 


Successful Transition for Providers and other Stakeholders 
Hands-on Training: We provide hands-on or “white glove” training to help providers 
transition to Medicaid managed care with a focus on streamlining processes as much as 
possible.  
Communication Plan: Our broad-based provider communications plan includes 
touchpoints and milestones along the implementation ramp up and post Go-Live to help 
us work with providers and key stakeholder constituencies most effectively.  


Rapid Response Process: Whether it is contracting or credentialing, service coordination 
processes for members or claims processing, we have developed a rapid response 
protocol for implementation. 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector. Please provide a brief description. 


WellCare plans have been providing managed care services in the public 
sector for more than 20 years. WellCare of Nevada is an indirect wholly-
owned subsidiary of WellCare Health Plans, Inc. (WellCare). WellCare’s roots 
go back to the incorporation of WellCare of Florida, Inc. (WellCare of 
Florida), in 1985 by a group of physicians in Tampa, Florida. WellCare of 
Florida began offering Medicaid managed care plans in 1994 and Medicare 


Advantage plans in 2000.  


Over the years that WellCare plans have served the public sector, our products have 
become increasingly broad and sophisticated. WellCare currently has Medicaid managed 
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care plans in nine states, with a tenth scheduled to commence operations January 1, 
2017, Medicaid Advantage plans in 15 states and Medicare Part D prescription drug 
plans in all 50 states and the District of Columbia. In addition to traditional Medicare 
Advantage plans, we offer special needs plans for individuals eligible for both Medicaid 
and Medicare (commonly known as D-SNP plans) in each of the states in which we offer 
Medicare Advantage. We have also been contracted to coordinate Medicare Part D 
prescription drug benefits with various states since 2005 and currently coordinate these 
benefits with 12 states including Nevada. 


The services we provide our public sector clients, particularly the Medicaid managed 
care programs we serve, are the same types of services to those described in this RFP. 
For example, in all of these states we provide benefit management, utilization 
management, claims and encounter processing, case management, periodic and ad hoc 
reporting, provider and member services, quality assurance programs, provider 
contracting and network management, member health education, grievance and appeals 
processes and fraud, waste and abuse prevention programs. 
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4.1.12 Experience 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A. Managing a network of Medicaid Providers; 


BUILDING AND MANAGING A HIGH QUALITY PROVIDER NETWORK 
WellCare has extensive experience in the 
development and management of diverse and 
comprehensive Medicaid provider networks. 
With more than 20 years of Medicaid 
Managed Care experience, our current 
networks deliver services to approximately 
2.4 million Medicaid members. This broad 
experience, built through our network 
development approach and policies, will 
ensure that covered services are available to 
the members from a comprehensive network 
of providers which includes primary and 
specialty care physicians, hospitals and 
ancillary providers.  


For more than a year, we have deployed WellCare leaders to meet with key stakeholders 
across Nevada to gain an understanding of issues related to the delivery of health care 
in Nevada such as the current administrative complexity and overload; current member 
education and utilization of the health plans; and access and availability issues. We 
researched patterns of care including the current gaps and built relationships with key 
providers and advocacy groups. We gathered input from the provider community on 
partnerships and through these extensive network development efforts, WellCare will be 
prepared to meet the needs of our members on day one of the contract. We’ve begun 
building relationships with large health systems including: 


 Southwest Medical 
 Health Care Partners 
 WellHealth 
 Dignity Health 
 University Medical Center 
 University of Nevada, Las Vegas School of Medicine 
 Renown Health 
 Saint Mary’s Medical Center 
 University of Nevada Reno School of Medicine 
 Northern Nevada Medical Center 
 West Hills Hospital 
 Valley Health System 
 Sunrise Health System 
 North Vista Hospital 


 


Building Trust 


On a 2015 Provider Satisfaction Survey, 
93 percent of providers in our Florida 


affiliate; 93.2 percent of providers in our 
Georgia affiliate and 91.2 percent of 


providers in our Missouri affiliate said 
they would recommend WellCare to 


other physicians. 
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Large Medical groups, such as: 


 Southwest Medical Associates 
 University of Nevada School of Medicine, Family Medical Center 
 OB/GYN Associates 
 Saint. Mary’s Medical Group 
 Renown Pediatric Group 
 Health Care Partners 
 WellHealth 


Primary Care Clinics and FQHCS, such as: 


 Northern Nevada HOPES 
 Community Health Alliance 
 Nevada Health Centers  
 Guadalupe Medical Center 
 Hope Christian Health Center 


Advocacy groups, such as: 


 National Alliance on Mental Illness (NAMI) 


Associations, such as: 


 The Nevada Hospital Association,  
 Nevada State Medical Association 
 Washoe County Medical Society 
 Clark County Medical Society 
 The Primary Care Association 
 Nevada Rural Hospital Partners 
 Nevada Association of Counties 
 Las Vegas Heals 
 Nevada Psychology Association 


Behavioral Health Organizations, such as: 


 Human Behavior Institute 
 Clark County Mental Health Consortium 
 Mohave Mental Health 


Other organizations vital to the service of Medicaid beneficiaries, such as: 


 Washoe County Department of Social Services 
 Reno Justice Court 
 Reno Municipal Court 
 Washoe County Sheriff’s Office, Detention Division  
 Individual Medicaid beneficiaries in both Las Vegas and Reno 
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In recognition of the impact of social determinates on a member’s health and 
wellness, WellCare thinks of providers broadly to include social services and 
community programs. As part of our community engagement strategy we 
develop and maintain a state-specific inventory of community programs and 
services (resources) which we call our social service network. For Nevada, we 


have identified more than 3,500 local and national resources to augment our existing 
catalog of 150,000 partners in all 50 states. 


Our team of CommUnity Advocates, team members who work closely with social safety 
net providers, have been on the ground in Reno and Las Vegas meeting with key 
community based agencies to learn about the services they provide, recognizing that 
many of their clients will be WellCare members. We begin this initial engagement early 
on in the procurement process to build relationships ensuring that WellCare’s 
Community Advocacy staff is woven into the fabric of the existing social service arena. 
While every social service agency provides much needed services, we have targeted a 
few key social service providers, such as Step 2 and Washoe County Division for Adult 
Services Crossroads Program, to build extensive collaborative partnerships that will 
focus on enhanced case management. Agencies such as these represent the intersection 
between social services and behavioral health, an arena that WellCare is extremely 
adept in working within to achieve improved health outcomes.  


TRACK RECORD OF BUILDING AND MANAGING NETWORKS IN OTHER STATES 
WellCare has extensive experience in 
the development of broad, 
integrated high-performing provider 
networks in both long and shorter-
term implementation windows. Our 


fundamental operating principles are based on 
effective, trust-based relationships. Whenever 
we initiate development of a new provider 
network, we first begin with relationship 
development. From there, we are well-
positioned to begin more active contract 
negotiations.  
For example, upon being awarded a contract for 
Kentucky’s Medicaid managed care program in 
late April 2011, we had roughly 90 days to build 
a fully accessible provider network in time for readiness review and a September 1st 
implementation. Because our Kentucky leadership had for several months been actively 
engaged in relationship building with key health systems across the Commonwealth, we 
were prepared to address and resolve any barriers to contract negotiation right away. 
Our success in launching a strong provider network in Kentucky contributed to a 
significant surge in member choice rates. 


NETWORK DEVELOPMENT AND MANAGEMENT 
We employ a five-phase approach to network development and management, moving 
from early analysis of the market and membership needs to targeted recruitment, 
contracting, training and retention activities, as detailed in our network development 
plan. See Figure 6 for our network development and management continuum. 


Nationally WellCare has contracted: 


31,035 Primary Care Providers 


122,500 Specialists 


15,595 Behavioral Health/Substance 
Abuse Providers 


985 Hospitals  


831 Federally Qualified Health Centers 


522 Community Mental Health Centers 
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Figure 6: Network Development and Management 


WellCare recognizes that exceptional service for health care providers can only be 
achieved with true collaboration and strategic placement of staff from various 
disciplines. Our integrated provider engagement model includes several departments 
across the company who collaborate to support providers in an integrated fashion. From 
the field clinicians that are deployed to work with practices to improve health 
outcomes, to the Operations Account Representatives that are specifically trained on 
claims issues and provide real-time resolutions to claims issues in the provider offices, 
to our pharmacy benefit manager (PBM) that brings experienced staff to the network 
development process; we offer an industry-leading approach to serving and working with 
providers with a layered, yet integrated, hands-on set of resources. As shown in the 
continuum, communication and collaboration with our providers doesn’t end once the 
contract is signed, we believe this is a key factor in fostering our partnerships with 
providers.  


ANALYZE  
After numerous discussions with key stakeholders, individual providers and provider 
groups across Nevada, including John F. Packham, Ph.D., Physician Workforce in Nevada 
Report co-author, and researching patterns of care within the Nevada health care 
delivery system, we acknowledge and understand the inherit shortage of health care 
providers not only for the Medicaid population but also for the privately insured 
individuals.  


"As identified in the Physician Workforce in Nevada 2016 Report, the physician-to-
population ratio is well below the national average and has not kept pace with the 


population growth in Nevada over the last two decades. Access to physicians and other 
medical providers is thus a major issue for state residents, particularly Medicaid 


recipients. As a State we are working toward educating and employing more and more 
providers, and Nevada Medicaid is a certainly a key stakeholder in this effort." 


Physician Workforce in Nevada Report co-author, John F Packham, Ph.D., Director of 
Health Policy Research, University of Nevada, Reno School of Medicine and Colleagues 
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We are committed to supporting our members through a robust and accessible provider 
network. Although challenging, facing a shortage of providers while having to provide a 
robust network is not unique to Nevada. We have extensive experience in providing a 
comprehensive network in complex geographies, such as our Hawaii market, and rural 
communities, similar to our markets in Nebraska, Georgia, Kentucky and South Carolina.  


ALIGNING MEMBERS WITH PROVIDERS  
Because WellCare strongly believes that knowing our members is vital to successful 
provider alignment, as part of our analysis portion of our network development plan, we 
conducted focus groups with current Medicaid recipients from many different 
populations. We will build on this knowledge of the Nevada delivery system as we 
develop our Nevada network. The candid and comprehensive feedback we received 
accomplished multiple goals in helping us refine our strategy to build a quality Medicaid 
network for our members in Nevada including: 


 Provider directories are not accurate and up-to-date: current recipients’ biggest 
issue was that the providers that are listed on the directories are not accepting 
Medicaid making it extremely difficult to find a provider and schedule an 
appointment. We address provider data accuracy with a multi-pronged approach 
including: direct outreach by the Provider Relations staff to all Primary Care, OB, 
and Psychiatric providers to validate directory accuracy and open panel status; call 
campaigns; Secret Shopper audits and electronic roster comparisons to identify 
discrepancies. We will also offer our members some benefits to help ease this burden 
such as concierge services that will provide support for medical and non-medical 
needs including navigation of covered services; and care coordinators who will work 
directly with members to monitor access and availability including helping members 
who are having difficulty obtaining services. 


 Consistent monitoring of access and availability: current recipients complained of 
the extreme wait time to receive appointments, particularly with specialists, with 
some stating it took 4 months to receive an appointment and 2 months to receive a 
neurologist appointment resulting in recipients having to receive treatment at an 
Emergency Room. We employ a multifaceted approach to identifying and correcting 
deficiencies in provider access and accessibility. While we mine a number of data 
sources, such as member forums, Geo Access, grievances, utilization trends, HEDIS 
results and more, to identify deficiencies in access, our experience tells us that our 
own Service Coordinators, provider relations staff and community partners are the 
best sources for identifying opportunities to improve access. Once deficiencies are 
identified and reported both formally through our Quality Improvement (QI) 
infrastructure and informally through inter-departmental connections, our local 
Medical Director, local network development and provider relations teams, along 
with Service Coordination teams and local QI staff members work to drive correction 
action plans.  


 Helping members understand their plan and options: another challenge, as stated by 
current recipients, is understanding how to navigate their healthcare system and 
getting the help they need to make informed decisions. To help our members make an 
informed choice of network providers, we offer an interactive Provider Search 
function on our website at WellCare.com. Our Find-a-Provider, online searchable 
provider directory tool makes it easy for members to search for providers and then 
alter, refine, and update their search results through intuitive refinement tools. 
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Additionally, we have the MyWellCare Mobile App that provides members with easy 
access to the member ID card, find-a-provider tool, quick care (urgent care and 
hospital services locator), contact us, and wellness services which includes care 
gaps. 


TARGET 
After analyzing data, including access data to support underserved areas and the 
closure of network gaps, we will utilize some of the tools we have developed in other 
states to customize for Nevada: 


Partnerships with Major Health Systems 
WellCare will leverage partnerships with major Nevada-based health systems like: 
Community Health Alliance, Northern Nevada HOPES, Guadalupe Medical Center and 
Nevada Health Clinics, among others, to leverage existing satellite programs for primary 
and subspecialty care and look for opportunities to help expand those opportunities 
where appropriate. Having already received letters of support from most of these 
organizations, we look forward to working with them in partnership on behalf of our 
members.  


Providers New to Medicaid 
We recognize that some providers will be new to Medicaid and some may be moving from 
Medicare only or carve-out arrangements. WellHealth Quality Care and HealthCare 
Partners Medical Group represent two of the provider groups that we will include in our 
network that is new to Medicaid.  


To support these providers, along with others, we will develop and offer specialized 
initial and ongoing training on billing procedures, authorization requests, and other 
processes that will be new to these providers. Letters of Intent are included as 
Attachment 4.1.12.1a WellHealth Quality Care LOI and Attachment 4.1.12.1a 
HealthCare Partners Medical Group LOI.  


Physician Groups 
We recognize that there has been significant abrasion with the provider community and 
managed care organizations. We believe that because of our experience in the Medicaid 
program and extensive experience working with Medicaid providers and beneficiaries, 
we will open doors to providers, both primary care and specialists, throughout the 
contracted area. Our work with providers including our innovative provider engagement 
model along with the open and frank communications we have with our providers, will 
enhance their ability to provide quality healthcare services to Medicaid beneficiaries. 
We understand that we will need to rebuild trust in the value of managed care and are 
committed to a close, open and comprehensive provider network for our members. 


Supporting PCPs in the Delivery of Behavioral Health Services 
A large number of PCP’s already provide behavioral health services and supports to 
many of their patients partially because of the shortage of psychiatrists in Nevada and 
Nationally. Unique and specific strategies are required to support and enhance the PCP’s 
role in addressing the behavioral health issues that are present in their practices. Our 
strategies include providing easy to use BH screening tools for PCP’s to utilize, specific 
BH training modules that address BH prescribing, medical management and education on 
treating co-morbid conditions. We identify and support BH provider co-location with 
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PCP’s that provide counseling services for their members. We also support and develop 
telehealth opportunities that can provide psychiatry consultation for PCP’s.  


Mid-Level Provider Types 
Advanced practice nurses (APNs) and physician assistants can be critical to increasing 
access to health care, often offering services in remote locations where physicians may 
not be available. WellCare will include access to APNs and physician assistants to the 
full extent allowed under Nevada law. We will also rely on the availability of certified 
nurse midwives.  


Mobile Health  
We will recruit providers who are able to provide mobile health care services in 
locations convenient to our members. We have employed this mobile strategy in other 
states to increase capacity to provide services and fill care gaps in remote locations or 
in states with provider shortages such as Nevada such as: 


 Concierge Services: Provides support for medical and non-medical needs, including: 
appointment scheduling assistance, transportation assistance, navigation of covered 
services, and community support needs. 


 Doc on a Bus: Offers members access to care within the communities that they live. 
Provides mobile health care, including routine health screenings and comprehensive 
primary care. This service could be of great benefit to Clark County residents to 
assist with ease-of-access issues.  


Behavioral Health 
We will use specific strategies to increase access to behavioral health services in 
underserved areas. These include: 


 Behavioral Health Toolkit: Our behavioral health toolkit supports the integration of 
behavioral health and primary care. The toolkit, which is posted on our website and 
featured in provider newsletters, helps PCPs manage their members with co-
occurring behavioral health conditions. In addition, we have PCP training modules on 
recovery and resiliency programs. 


 Peer Support Resources: Peer Support has become an effective tool in health care 
delivery. WellCare will support and collaborate with providers who have established 
innovative Peer Support programs. 


 Behavioral Health Telehealth: Partnerships in the delivery of behavioral telehealth 
services. For example, in Georgia we partnered with Hope House to sponsor a 
behavioral health telehealth service expansion for a residential substance abuse 
treatment facility. A process is now established for Hope House to refer members in 
the program to WellCare for physical and behavioral health care management 
services.  


 Behavioral Health Crisis Line: Provides members with access to a 24-hour behavioral 
health crisis line. Should a member contact the 24/7 Behavioral Health Crisis Line, 
the call will be answered by a specially trained, non-clinician, within established 
time frames for call handling. 


Telehealth 
WellCare will partner with providers, groups of providers, and others to extend health 
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care resources to those in need using video technology. We are also working with a 
telehealth vendor, American Well, who provides members access to live video visits with 
licensed physicians and behavioral health providers 24/7 by computer or a mobile 
application for smart phones and tablets and established telehealth kiosks at strategic 
locations. Below is a member story from our Georgia affiliate where tailored telehealth 
solutions were deployed to meet unique needs of a member. 


Member Story: Telehealth: Increasing Access to Behavioral Health Care 
An adolescent member living in a rural county experienced frequent inpatient behavioral 
health admissions. The family did not have the resources for transportation and did not 
want to utilize Medicaid transportation, and his behavioral health condition went largely 
untreated. In addition, the family experienced multiple socioeconomic stressors that 
greatly exacerbated the member’s condition. 
The member was enrolled in special education services. The care manager leveraged the 
existing services and relationship with the school to arrange for Care Partners of Georgia 
to provide tele-psychiatry in the school for a weekly evaluation, assessment and 
medication management. 
As a result of the coordination between WellCare, the school and the provider, telehealth 
services were provided to create access to needed behavioral health services. The 
member’s condition stabilized and he continues to attend school. 


CONTRACT 


PROVIDER NETWORK OUTREACH APPROACH AND RECRUITMENT STRATEGY 
Our recruitment strategy focuses on the development of a broad-based, integrated 
network that is well positioned to deliver the full array of covered benefits and services 
to our members including those with special health care needs.  


In developing our network, we first and foremost understand that the 
delivery of health care is local. As demonstrated by our Nevada provider 
engagement activity to date, we will frequently listen to and communicate 
with the provider community as we build our Nevada network. We have found 
that there is no better teacher about local health care delivery than the 


provider community itself. For this reason, we have brought Niki Atcheson King on board 
to help lead our Provider Recruitment Strategy and Deployment operations.  


Ms. Atcheson King is the Co-Founder, and for ten years, the Chief Operating Officer of 
Access to Healthcare Network. As the COO, Ms. Atcheson King led all provider 
recruitment efforts including analysis, targeting and recruitment. Under her leadership, 
Access recruited over 2,000 individual providers throughout every county in the state of 
Nevada. Still today, Access’ provider network is one of the most comprehensive 
statewide networks dedicated to caring for the most vulnerable in Nevada. Our national 
expertise, coupled with Ms. Atcheson King’s local hands-on experience, will strengthen 
every aspect of our provider recruitment strategy. Ms. Atcheson King will lean heavily 
on her strong ties within the provider community throughout the State to replicate the 
same solid and committed network of providers to serve the Nevada Medicaid 
recipients.  
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Timeliness is a Priority 


WellCare’s 2016 YTD (through July) 
average turnaround time for credentialing 


providers was 26.50 days.  


We take our provider relationships seriously, 
and we engage with larger providers early on 
in this process to have meaningful 
discussions on topics such as performance 
incentive agreements that drive quality, 
cost-efficiency and member outcomes.  


WellCare recruitment resources and tools 
will be located in Nevada. We will deploy a 
team of local resources to support face-to-
face encounters with institutions, physicians 
and other providers. These resources are 
supplemented by our national network 
development team which includes specialists 
in institutional, group practice, and ancillary 
contracting and legal experts in contract 
development. With 493 pharmacies already 
contracted in Nevada, our pharmacy benefit manager (PBM) brings experienced staff to 
the network development process.  


Our Nevada network recruitment center will be staffed by a team of contract specialists 
who actively collect executed contracts; process mailings, answer inbound calls, make 
outbound follow up calls, and assist providers with all aspects of contracting and 
credentialing.  


CREDENTIALING  
WellCare operates credentialing programs for our 9 Medicaid and 15 Medicare markets. 
We have established policies and procedures around all aspects of our in-house 
integrated credentialing program and perform timely credentialing and re-credentialing 
of our providers in strict accordance with federal, state and NCQA Standards and 
Guidelines for the Accreditation of MCOs; these 
same standards and practices will be 
implemented for our Nevada providers to 
ensure an expedient credentialing process. 
Timeliness is a priority to WellCare, because 
we understand that a delayed credentialing 
process can affect our provider practices’ 
overall profitability.  


Our Nevada medical director will be responsible for oversight of care delivery and all 
quality improvement activities, including oversight of credentialing.  


Our credentialing program, which follows NCQA Credentialing Guidelines, includes: 


 Comprehensive training plan to educate staff as to credentialing and re-
credentialing requirements. 


 Provisions for monitoring and auditing compliance with standards. 
 Provisions for prompt response and corrective action when non-compliance is 


detected. 
 Description of the types of providers credentialed. 
 Methods to verify credentialing assertions, including any evidence of prior sanctions. 


Authentic Provider Relationships: 
WellCare doesn’t rely on form letters or 
amendments to an existing commercial 


contract that isn’t appropriate to serving 
Medicaid recipients in order to build a 


network; instead we build authentic and 
meaningful relationships with our 


providers in an effort to gain a clear 
understanding and approach on how we 
can collaborate effectively to meet our 


members’ needs.  
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 Prohibitions against employment or contracting with excluded providers. 
 Provisions to ensure enrollment in Medicaid and validate Medicaid identification 


number. 
 Provisions to obtain information on ownership and control. 
 Provisions to identify persons convicted of crimes. 
 Provisions to incorporate quality and utilization measures in the recredentialing 


process. 
 Credentialing and re-credentialing is performed for every independent practitioner 


and organizational provider in our network. Hospital ancillary providers are not 
required to be independently credentialed if those providers serve our members only 
through the hospital. Initial credentialing is conducted prior to the effective date of 
the provider’s contract, and re-credentialing is conducted at least every three years.  


Delegated Credentialing 
We approve entities that have a demonstrated ability to perform high-quality and 
accurate credentialing of providers through a delegated agreement. Prior to approval, 
we conduct a pre-implementation review to verify that the entity meets or exceeds our 
policies and procedures. Post implementation we conduct semi-annual targeted audits of 
the entity’s credentialing and re-credentialing processes and adherence to our policy. 
The results of those audits are reported to the Credentialing Committee for review and 
approval. We will obtain DHCFP approval of all delegated entities and the credentialing 
process, including delegated components. We understand that DHCFP retains final 
approval of our credentialing delegates and process. 


Comprehensive Review 
All applicants undergo a comprehensive review and verification of their education, 
experience, licensing and other requirements in accordance with NCQA guidelines. The 
credentialing process begins with the provider’s completion and submission of either an 
electronic or paper application form. The application and all corresponding 
documentation are collected by our provider services and network management 
department and submitted into our workflow/tracking system for credentialing. Once 
the application is determined to be complete, a credentialing associate will review it for 
accuracy. 


Identifying Excluded Providers and Persons Convicted of a Crime 
At the time of initial credentialing, we verify whether a provider has been sanctioned 
through the National Practitioner Data Bank (NPDB). For non-individual providers, we 
review the System for Award Management (SAM). The Office of Inspector General 
Cumulative Sanctions Report may also be accessed. State Medicaid sanctioned provider 
listings are also queried as available.In the event a new applicant is identified as having 
Medicare or Medicaid sanctions, or evidence of a conviction for defrauding Medicare or 
Medicaid, the applicant is advised in writing that we do not accept provider 
participation of any applicant with current Medicare or Medicaid sanctions or 
violations.  


On a monthly basis we check current staff, subcontractors and providers against the 
federal List of Excluded Individuals and Entities (LEIE) and the federal System for Award 
Management (SAM) (includes the former Excluded Parties List System (EPLS)) or their 
equivalent, to identify excluded parties. We also conduct these checks during the 
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process of engaging the services of new employees, subcontractors and providers and 
during renewal of agreements and re-credentialing. We do not engage the services of an 
entity that is in nonpayment status or is excluded from participation in federal health 
care programs under ss. 1128 and 1128A of the Social Security Act. 


Systems Capabilities 
We use the Computer Assisted Credentialing Tracking Update System (CACTUS), which is 
an industry-leading credentialing tool, to manage inventory and information accurately 
and efficiently. CACTUS allows us to customize credentialing practices and generate ad-
hoc reports that may be required or requested from internal or external customers.  


Ongoing Monitoring 
During the intervening years, providers are monitored on a routine basis. This 
monitoring includes review of Medicare/Medicaid Sanction Exclusion and Reinstatement 
reports, the List of Excluded Individuals and Entities, Medicare Opt-Out listings, System 
for Award Management Exclusions, professional licensing actions and internal provider 
performance monitoring through the collection and review of grievance and adverse 
event information.  


Special Assistance to Providers 
Our Nevada based provider services representatives will be educated about 
credentialing requirements as part of their new hire training. These representatives will 
be actively involved in the credentialing process and will work directly with providers to 
facilitate the credentialing process and collect missing information. Since some of these 
providers may be new to the credentialing process, we will put special focus on these 
provider types, using all resources available to get them through the process. We have 
successfully done this in other states.  


One of the main focuses of our provider services representatives during this process is 
communication. Every step is clearly communicated to the providers so they are aware 
of the progress made. Inquiries from provider offices are promptly addressed, and if 
more information is need, or there is an issue that needs to be resolved, our provider 
services representatives work hand-in-hand with the provider to work toward successful 
credentialing.  


TRAIN 


WELLCARE’S INTEGRATED APPROACH TO PROVIDER EDUCATION AND TRAINING  
WellCare recognizes the value of a well-informed network of providers, and provider 
communications is a priority of our senior executive and local management teams. As we 
implement this plan, we will bring to bear all necessary resources up front to ensure 
Nevada providers are ready to partner with us and participate in our network. Our 
experience in other states demonstrates that effective, two-way provider 
communication improves service delivery for our members and increases provider 
satisfaction. We will build on our more than 20 years of experience training providers 
on Medicaid managed care programs throughout the country to develop Nevada-specific 
programs to train, onboard and grow our network. Our activities will include: 


 Extensive training curriculum for providers 
 A variety of modalities and locations, accessible real time at the time and frequency 


needed 
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 Specialized training sessions by provider type such as behavioral health providers 
 All training material placed on our provider website for convenient 24/7 access 
Go-Live Provider Onboarding Activities 
We recognize that provider network preparation and education will be critical to the 
successful launch of the WellCare Nevada plan. We have already been meeting with 
individual providers and provider groups. These meetings have informed our strategy 
for Nevada including provider education and outreach activities.  


Upon award of the contract, we will continue to build on those relationships with 
ongoing engagement, and begin our formal provider educational initiative 120 days 
prior to the first enrollment date (See Figure 7). We will invite all providers to attend 
regional orientation sessions scheduled at convenient locations throughout their area 
and continue these sessions through program launch and beyond. We will offer the same 
curriculum through multiple delivery modalities including classroom training, online, and 
video training, to allow as many providers as possible to participate. For providers who 
are unable to attend a formal training session, we will review the critical elements of 
the curriculum with them during an office visit. We will accommodate the training times 
and days of the week requested by our providers, including evenings and weekends, as 
needed through the implementation period.  


Our delivery modalities will promote efficiency and accommodate the varied needs of 
our providers. In addition to provider office visits these modalities will include:  


 Regional orientation sessions 
in regional offices as well as at 
hospitals or community centers 
near a provider’s location. 
Subject matter experts on-site 
to assist with questions and 
demonstrate tools. 


 Web-based provider training, 
featuring real-time interactive 
courses conducted via the web. 
Recorded provider trainings 
will also be available on our 
website.  


 Secure provider portal training 
offering online training 
modules that are available to 
providers 24/7. Includes 
provider orientation, provider 
portal overview and 
interactive HEDIS online portal 
modules.  


Nevada Provider Support During 
Go Live 
WellCare will also use best practices from other WellCare implementations to facilitate 
the smooth transition of members into the WellCare Nevada plan. At program go-live 
and continuing until stability is established beyond implementation, a team of 


Figure 7: Onboarding Timeline 
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experienced provider services associates will be available in a Command Center 
environment to respond immediately to provider questions and facilitate the prompt 
resolution of any issues. Regional staff will also be deployed to key providers with 
anticipated large member volume for onsite provider support. 


Initial Training  
For newly contracted providers, our provider services department sends a welcome 
letter that introduces our website and provider portal. The provider services 
representative follows this with an introductory phone call to make initial training 
available within 30 calendar days to the provider, whether face-to-face, telephonic, or 
through web-based training. Initial training includes digital solution registration and 
website capabilities, access standards and audits, HEDIS quality reports, review of the 
Medicaid Quick Reference Guide, Nevada-specific plan requirements, authorizations, 
claims, appropriate utilization of emergency department services, behavioral health 
emergencies, identifying the special needs of the member, and limitations on provider 
marketing. The provider services representative follows up with the practice two to 
three weeks after the scheduled orientation to review and answer any questions.  


Beyond Implementation  
Providers will receive ongoing training and education throughout the duration of this 
contract through the following activities: 


 Onsite visit training conducted by provider services representatives and regional 
practice advisors 


 Industry leading Operations Accounts Representatives assigned to high volume 
providers to adjust claims in real-time and on-site if needed 


 Online training available on the provider website, website articles and self-study 
programs 


 Webcasts that allow the opportunity to interact and ask questions 
 Periodic amendments to the provider manual 
 Provider newsletter 


Examples of ongoing training topics include process for prior authorizations and 
appeals, enrollment and credentialing processes, and claims submission and payment 
processes. 


Provider Forums  
Following best practices from our other Medicaid markets, we will hold regional 
provider forums to foster relationships with local staff members and create the 
opportunity for providers to ask questions and have open, honest dialogue on their 
experience with us. We will conduct these forums semi-annually in regional venues 
throughout contracted regions and all supporting documents and follow-up questions and 
answers will be made available on our provider website. These forums will be open to 
all providers and facilitated by our Nevada CEO or designee. We will continue to meet 
with Nevada provider organizations and individual providers on a regular basis to 
obtain their input. Additionally, we have formal processes, such as the Provider 
Advisory Committee, to ensure robust facilitation of provider engagement and input. To 
facilitate process improvement, information discussed during the forums and association 
meetings will be made available to our executive management and DHCFP.  
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WORK PLAN OUTLINING EDUCATION AND TRAINING ACTIVITIES 
Our work plan, summarized in Figure 8 outlines educational targets, education and 
training activities and staff members providing the education and training. WellCare 
will submit a copy of the provider training handbook and training schedule to DHCFP for 
review and approval at least 90 days prior to contract start date. Any changes to the 
handbook will be submitted to DHCFP at least 45 calendar days prior to scheduled 
changes and dissemination of such changes. Documentation of training sessions and 
attendance will be available to DHCFP upon request.  


PROVIDER EDUCATION AND TRAINING WORK PLAN 


Activity Frequency and Format Staff Target Audience 


Initial 
Orientation 


Within 30 days of receipt of 
welcome letter and as 
requested; available in 
person, telephonic, or on 
secure provider portal 


Provider services 
representatives 


All network providers 


Ongoing 
Training 
Through 
Provider 
Engagement 
Model 


Up to 18 office visits or 
telephonic meetings per 
year 


Provider services 
representatives; 
OARs 


All provider sites with 
frequency of scheduled 
visits/interactions driven 
by volume of members 
served; and ad hoc as 
needed/appropriate 


Pharmacy 
Network 
Improvement 
Program 


As needed office visits or 
telephonic meetings, total 
of approximately 25 
education encounters 
regionally per month 


Pharmacy Director PCPs, specialists, and 
pharmacies 


HEDIS 
Measures 


Up to 4 office visits per 
year 


Quality Practice 
Advisors 


PCPs serving 80% of 
membership; others on 
request 


Cultural 
Competency 


Required annually Module available on 
secure provider 
portal 


All network providers and 
office staff 


Electronic 
Claims 
Adoption 


Dedicated team to assist 
providers with the 
implementation of 
electronic claims 
transactions 


Dedicated EDI 
support team 


All network providers 


Provider 
Forums 


Semi-annually in venues 
across the state 


Lead by CEO or 
designee 


All network providers 


Providers New 
to Managed 
Care 


Specialized training at 
program start and as 
needed 


Provider claims 
educator/operations 
account 
representative 


Providers transitioning 
from fee-for-service or 
carve-out arrangements 


Targeted 
Group 
Education 


As needed or requested Faculty dependent 
on content covered 


Provider type dependent 
on topic 


Figure 8: Provider Education and Training Work Plan 
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WellCare makes the materials shown in Figure 9 available to providers through the 
provider education and training programs described above.  


EDUCATION AND TRAINING MATERIAL AND CONTENT 


Name Content 


Authorizations Guideline on authorization process 


Behavioral Health 
Program 


Medication reference guide, billing resources, instructions for 
outpatient service requests, clinical coverage guidelines 


Billing Guidelines Billing resources for specific services including EPSDT services  


Claims Companion 
Guides 


Detailed instructions on claim submissions 


Clinical Coverage 
Guidelines 


Evidence-based guidelines detailing the medical necessity of 
procedures or technology  


Clinical Practice 
Guidelines 


Best-practice recommendations  


Cultural Competency  Materials and training on the secure provider portal 


Electronic Funds 
Transfer 


Quick guide on how to enroll in electronic funds transfer (EFT) 


Provider 
Responsibilities 


Brochure specific to educating providers on their responsibilities 


Medical Management  Brochure on key objectives of our medical management program 


Disease Management Brochure outlining disease management programs and how to enroll a 
member 


Prenatal Program Description of prenatal benefits and guidelines 


Fraud and Abuse Examples of fraud and abuse and how to report it 


Job Aids (How to 
Guides) 


Coordination of benefits, appointment timeliness standards, website 
registration, corrected or voided claims, quick access to provider 
services 


Pharmacy Reports Pharmacy utilization data to facilitate quality and cost discussions 


Pharmacy Services Preferred drug list and authorization, determination and appeal 
procedures 


Planning for Healthy 
Babies 


Website training on family planning services 


Provider Handbook Encompasses all aspects of providing care to members 


Provider Newsletters Includes articles to educate providers on various services, programs, 
benefits 


Provider Orientation Orientation program for newly contracted WellCare providers 


Provider Resource 
Guide 


Summary of instructions for web portal, authorizations, claims 
submissions, EFT, appeals, disputes, among others 


Provider Summary Individual provider summary containing member gaps in care, health 
care utilization, HEDIS quality scores and other measures 


Provider Website and 
Portal 


Repository for provider education, training material and provider 
tools including a searchable provider handbook, pharmacy preferred 
drug list, and other helpful information such as contact information 
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EDUCATION AND TRAINING MATERIAL AND CONTENT 


Name Content 
for our provider service staff, provider newsletters, and clinical 
practice guidelines.  


Quality Tools HEDIS resource guide; Care coordination: Provider tips  


Quick Reference Guide Basic information and guidelines for providers 


Figure 9: Education and Training Material and Content 


MANAGE 
WellCare has consistently maintained our focus on building effective 
partnerships with our providers, as this is the primary key to helping our 
members find improved health outcomes and an enhanced quality of life. 
Additionally, by establishing and maintaining an effective partnership which 
includes frequent communications with our providers; we believe that they 


are more inclined to stay with the health plan thus limiting abrasion.  


PROVIDER ENGAGEMENT MODEL 
Once a primary care provider is contracted, we utilize our provider engagement model 
which is designed to help both the providers and WellCare achieve our shared goal of 
improved health outcomes for our members by including the following key components:  


 An account management structure to resolve providers’ claims issues consistently 
and efficiently in real-time 


 Personnel and tools to help improve quality scores, effective utilization and 
operational efficiency 


 Trained associates who focus on managing relationships, timely performance and 
issue resolution 


To maintain account ownership and accountability, our provider services 
representatives are the primary point of contact. Field-based associates supporting our 
provider partnerships include: 


 Provider Services Representatives: These representatives specialize by provider 
type and are our primary provider-facing staff. They are focused on overall the 
provider relationship and performance for driving outcomes in quality, cost and 
appropriate utilization. They drive adoption of relevant tools, including electronic 
health records and our provider portal.  


 Quality Practice Advisors: These highly trained staff members work directly with 
provider offices with a sole focus on improving health outcomes. They review quality 
scores against their provider peers and help providers solve issues that hinder their 
ability to improve health outcomes.  


 Operations Account Representatives: Industry leading Operations Accounts 
Representatives are specialists assigned to high volume practices to provide 
education on billing practices and reimbursement policies; and resolve issues related 
to claims, reimbursement, authorizations and referrals. These account 
representatives are able to adjust claims in real time and on-site at the provider’s 
office. 
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 CommUnity Advocates: CommUnity Advocates work closely with social safety net 
providers to ensure the sustainability of critical social services, establish community 
planning efforts to collaboratively scale best practices into new areas, and create 
social services where gaps exist.  


ASSESSING NETWORK STANDARDS FOR ALL PROVIDER TYPES ON AN ONGOING BASIS 
Based on our experience working with Medicaid Providers, we have built a fully 
integrated approach to assessing and maintaining network standards. While we run Geo-
Access reports monthly to make sure we consistently have an adequate number of 
providers within established time and distance requirements of members, we also know 
that there are other factors that could impact access for members.  


This approach takes into account available data from a variety of sources, input from 
Service Coordination staff members, member feedback, and regular audits of 
availability. Some tools we use to assess network standards include: 


 Provider Data Accuracy: We address provider data accuracy with a multi-pronged 
approach including: direct outreach by the Provider Relations staff to key Primary 
Care groups to validate directory accuracy and open panel status; annual call 
campaigns for the remainder all physicians in the network to verify directory and 
open panel status; research, validation, and correction of all errors identified; and 
internal development of processes to quickly and efficiently identify discrepancies 
between the plan directory and large delegated group rosters. 


 Appointment Accessibility Surveys: We conduct quarterly telephone surveys to assess 
appointment availability, appointment wait time, and after-hours coverage. We re-
audit any providers who fall short of standards and follow up with a corrective 
action plan as needed. 


 Member Grievances and Provider Complaints: We review member grievances as well 
as provider complaints to monitor access to care. Our member services 
representatives review, log, and categorize grievances and complaints by cause, 
disposition and type for review and follow-up. 


 Case Managers and Recipient Services: These associates work directly with our 
members to monitor access and availability and assure members receive services in a 
timely manner. Our associates make outbound calls to members with identified care 
gaps to set provider appointments and close care gaps. They also help our Members 
who are having difficulty obtaining services in a timely manner. 


 Member and Provider Satisfaction Surveys: Our annual surveys include key questions 
about the quality and adequacy of our provider network. We review the results of 
the survey to identify areas of opportunities for additional contracting as well as 
service improvements. 


 Provider Advisory Committees: In addition to the Member Advisory Committee, we 
will develop a Provider Advisory Committee as we have done across our affiliate 
plans. Communication with providers must be two-way to be effective. We will 
establish engagement strategies to ensure that we not only are communicating 
important information to providers, but that we can solicit formal and informal 
feedback from providers to add to our many efforts for continuous programmatic 
and quality improvement. We will use this committee to obtain input on a wide 
number of topics affecting our providers including administrative efficiencies, 
clinical policies, and operational issues.  
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 Closed Panel Reports: Monthly closed panel reports are reviewed to identify 
providers who recently closed panels. Outreach is made to each provider in an 
attempt to have them re-open their panel. Closed panel percentages are reviewed by 
specialty to determine if additional providers are needed.  


 Out-of-Network Paid Claims: We monitor out-of-network paid claim reports to 
identify providers that are currently not contracted with WellCare and target 
recruitment activities  


MEETING AND MAINTAINING NETWORK STANDARDS FOR ALL PROVIDER TYPES 
To ensure the network we develop meets all access requirements and the needs of our 
members, we approach the build with a basic strategy to determine and measure access 
and adequacy and address any identified gaps. Steps include:  


 Determine expected enrollment and locations of members 
 Confirm precise network requirements based on DHS and CMS standards to meet 


time, distance and appointment availability standards by provider type 
 Continuously run Geo-Access reports as the network is built to ensure access 


standards are met 
 Partner with provider associations and advocates to access lists of, particularly, 


non-traditional providers who could become Medicaid providers  
 Target providers critical to meeting those standards and providing a comprehensive 


scope of services 


As soon as network gaps are identified we 
promptly develop an action plan. To 
eliminate the deficiency, our local Network 
Management team is responsible for 
conducting further analysis for potential 
providers that may be available by analyzing 
competitor provider directories, professional 
society membership data and 
www.medicare.gov, as well as applying their 
familiarity with the provider communities 
they support. We also reach out to local 
community agencies, advocate organizations, 
provider groups and state partners to help 
identify potential providers.  


In situations where no provider exists, we arrange transportation for members to the 
nearest identified provider and capture the exception data for reporting or look to find 
an alternative approach, including telehealth solutions.  


We report all GeoAccess® analysis and other monitoring results to our Utilization 
Medical Advisory Committee (UMAC) quarterly. Each network gap is thoroughly reviewed 
and addressed at each committee meeting, where we address background information 
and potential solutions; allowing the committee an opportunity to share insight 
regarding new alternatives for members to receive care. This process occurs even when 
a gap is longstanding because of the lack of a certain specialist type that participates in 
Medicaid such as pediatric specialties. This process will be particularly important in 
rural areas if the state chooses to expand managed care into these areas. WellCare has 


Our Hawaii Medicaid plan (‘Ohana) was 
challenged by the lack of specialty 
providers on the Island of Kauai. To 


address this shortage, ‘Ohana 
established a formal partnership with an 
Oahu-based hospital and clinic system to 


provide access to care using traveling 
specialists. 
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extensive experience in complex geographies, such as our Hawaii market, and rural 
communities, similar to our markets in Nebraska, Georgia, Kentucky and South Carolina.  


CONTINUOUS NETWORK IMPROVEMENT  
Our provider partners play a critical role in helping maximize service coordination, 
improve outcomes and create efficiencies, so we use a number of tools and data sets 
directly with providers to highlight opportunities by individual Member and by their 
practices as a whole. Some of those tools and data sets include, but are not limited to: 


 Utilization Reports (i.e. Emergency Department and Acute Care) 
 HEDIS Care Gaps, Quality and Segmentation Reports 
 Clinical Practice Guidelines 
 Provider Portal Tool 
 Medical Record Reviews 


We use our locally-based and integrated approach to capture feedback on provider 
quality from a number of sources, including such entities as the local advocacy groups 
and state partners. We use that feedback and all the data sets to meet with providers, 
develop corrective action and incentives and ultimately drive continued improvement. 
Led by our locally-based Medical Director and quality, provider and service coordination 
teams and informed through our quality improvement committee structure, the 
improvements are targeted at the individual provider and system levels. Some of the 
techniques used include the following: 


 HEDIS Care Gaps and Segmentation reports are generated monthly using available 
claims and encounter data to monitor provider performance and identify areas of 
improvement. The reports identify members in specific Provider Groups, IPA’s and by 
individual physicians’ level who have gaps in preventive and/or chronic condition 
care so the gaps can be addressed. WellCare’s Quality Practice Advisors and 
Provider Relations (PR) Representatives use the care gap reports to help provide 
education and outreach to provider offices in an effort to ensure members are 
receiving the preventive and chronic care services they need and are missing. 
Recently, we expanded our care gap reporting tools to include heat mapping of care 
gaps so we can identify geographic trends in care gaps and target the efforts of our 
Quality Practice Advisors based on area needs.  


 Medical Record Reviews are used to a review contracted practitioner office medical 
records utilizing criteria based upon government sponsored contractual requirements 
and federal and state regulations. The medical record review is conducted to assess 
the quality of care delivered and documented. The process includes, but may not be 
limited to, evaluation of adherence to Early Periodic Screening, Diagnostic and 
Treatment (EPSDT) or Child Health Check-up Visits (CHCUP) requirements, provisions 
for continuity of care, adult preventive care rendered, identification of quality of 
care events, treatment for members with special health care needs, compliance with 
regulatory reporting requirements, and compliance with coding practices.  


 Provider Profiles are self-management tools providers can use, as well as tools 
WellCare Quality Practice Advisors and PRs use to walk providers through their 
relative quality, utilization, care gaps, administrative and cost data. In order to 
enhance the support we offer our providers, WellCare is building expanded Provider 
Profile reports that will include a greater emphasis on episodic, condition-specific 
reports. The reports will integrate clinical, administrative (e.g. pharmacy, 
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behavioral health, and medical claims) and enrollee satisfaction data to identify 
rates of gaps in care delivery, the average cost of care by episode, and measures of 
cost and quality performance.  


B. Managed care programs for Medicaid recipients; 


WELLCARE EXPERIENCE  
WellCare plans have been proud to serve Medicaid managed care recipients since 1994 
and currently operate Medicaid plans in nine states covering 2.4 million recipients. All 
of our plans cover TANF and CHIP recipients and some of our plans cover aged, blind and 
disabled (ABD), SSI, recipients in long-term supports and services (LTSS), foster children, 
giving us broad experience with the various recipients we would serve in Nevada. 


Our successful experience in managed care is derived from our best practices 
and lessons learned across our affiliate plans. Our core benefits, combined 
with value added benefits and community and social services, give our 
WellCare recipients a unique, holistic, person-centered approach. Through 
this program, their overall health is improved because of the efforts 


provided by people working together to provide the health care services our members 
need. 


Our proven model has the ability to provide a wide variety of services immediately to 
our new recipients. 


WELLCARE OF NEVADA COVERED SERVICES 
The core covered services we offer through our managed care plan reflect a philosophy 
of shared responsibility between the member, the provider and WellCare, where all 
recipients strive to achieve improved outcomes. The list of over 40 core services to 
Nevada Medicaid recipients as mandated by the State in section 3.4.3 of the RFP 
includes services WellCare has extensive experience managing across multiple states 
and that deliver a full range of covered services and benefits.  


A few of these are particularly critical and are offered as part of the full range of 
services. WellCare recognizes that the following four services are essential to the 
overall health of the population of Nevada. These include EPSDT, Behavioral Health and 
Substance Abuse Services, Pharmacy Management, and Obstetrics. 


EARLY PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) 
For Medicaid children under 21 years of age, 
WellCare will provide medically necessary services 
to correct or ameliorate physical and behavioral 
health disorders, a defect or a condition identified 
during an (EPSDT) screening or preventive visit 
regardless of whether these services are included 
in the State Plan, but are otherwise allowed 
pursuant to 1905(a) of the Social Security Act. 


Ensuring Members under 21 Receive EPSDT 
Services  
WellCare’s comprehensive EPSDT program is designed to connect children and their 
families with appropriate preventive care and medically necessary treatment and/or 


A WellCare Affiliate Example of 
Excellence 


WellCare’s affiliate in Georgia is the 
leader in adolescent well-care visits 


among all Care Management 
Organizations in Georgia,  
exceeding state targets. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


69







Section 4 
Company Background and References 


 
 
 


services to correct or ameliorate health conditions. To achieve this goal, our EPSDT 
program features proactive education, outreach, follow-up, and incentives delivered 
through a variety of channels targeting members and providers. We have made, and 
continue to make, significant investments in our EPSDT program and related systems 
and processes to support the nearly 1.6 million members under the age of 21 we serve in 
our Medicaid plans.  


Our EPSDT program reinforces the principles of the EPSDT health benefit including early 
assessment at birth and continuing throughout childhood and adolescence. These efforts 
include: 


 Identification, diagnosis and treatment of medical conditions as early as possible, 
 Periodic assessment through well-child visits at regular intervals throughout 


childhood and adolescence 
 Screenings for health as well as developmental and behavioral concerns (e.g. health 


history, developmental and behavioral assessment, physical exam, immunizations, 
lab tests, nutrition/obesity prevention, oral health, health education, and vision and 
hearing screenings) 


 Effective diagnosis and treatment of health, developmental or social-emotional 
problems often in conjunction with school based programs 


Our EPSDT program and its formal program description, policy and procedures comply 
with all Nevada and federal statutes, regulations, administrative rules, and Medicaid 
contract requirements governing EPSDT. 


New Member Education Regarding EPSDT 
Recipient Materials: Our efforts to educate members and parents/guardians about the 
EPSDT benefit and the importance of following the periodicity preventive health 
screening schedule begin as soon as recipients enroll with WellCare. Within 5 business 
days of enrollment, all new members are sent a member packet informing them and their 
family of the availability and the benefits of EPSDT services. All of this information is 
also available on our web site for WellCare of Nevada. 


Member Contact: All new EPSDT-eligible members, including reinstated members, are 
automatically scheduled for a welcome call within 30 business days of the date we send 
the welcome packet.  


Targeted and Innovative Member Outreach Strategies: Reaching Members Where They 
Are  
The following are examples of our various EPSDT education campaigns and activities: 


 Ongoing Event-Triggered Outreach: In accordance with our periodicity letter policy, 
on a monthly basis WellCare identifies all members having a birthday who may be 
due for age-appropriate screenings and assessments according to the approved 
periodicity schedule. We mail state approved, age-specific letters informing 
members and/or parents/guardians of the recommended screenings and services for 
which they may be due. Please see Attachment 4.1.12.1B EPSDT Periodicity Letter as 
a sample. 


 Proactive Recipient Telephonic Outreach: The telephonic outreach program educates 
members and encourages certain behaviors aimed at improving the rate of 
preventive care participation of our members. Our representatives educate members 
and parents and guardians and assists with scheduling an appointment with the PCP 
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via a three-way phone call. Proactively identifying members and encouraging 
compliance with EPSDT services has resulted in significant improvements in our 
corresponding HEDIS measures for these populations.  


 Member Calls to Recipient Services: WellCare capitalizes on member-initiated calls 
to Recipient Services as an opportunity to remind members about recommended 
screenings, checkups and immunizations. During this call, identification of barriers 
to care can be found as an important first step to providing care. These barriers can 
include transportation, telephone access, language barriers, etc. If an appointment 
has not been scheduled, the representative offers to assist the member in scheduling 
the appointment, and transportation if needed, through a three-way phone call with 
the provider’s office or transportation broker. Members receive an automated 
reminder between 72 and 24 hours beforehand. 


 Pregnancy-Related EPSDT Outreach and Education: We know the key to healthy 
children is reaching moms and moms-to-be and supporting their efforts to raise 
healthy children. WellCare’s maternity education program includes a variety of 
materials including brochures, pamphlets and booklets like Your Journey through 
Pregnancy and Mommy & Baby Matters.  


 Specific Health Issues: When specific health issues are identified through assessments 
and screenings, care management is engaged. One such example is our Lead Care 
Management program for EPSDT-eligible children and their households when there is 
a positive blood lead test equal to or greater than 10 micrograms per deciliter. 


 Community Outreach: Our Nevada-based CommUnity Advocates will work with 
community partners to find innovative community-based programs that use evidence-
based practice guidelines to which we refer our members. Among the team’s many 
grassroots efforts are WellCare Days, which are outreach initiatives in places where 
we can most successfully reach members in their communities such as provider 
offices, school-based health clinics, farmer’s markets, health department offices, 
Women, Infants, and Children (WIC) offices, and other social service agencies.  


 Digital Media and Mobile Technology: WellCare leverages digital media and mobile 
technology to reinforce the importance of preventive screenings and immunizations. 


For parents, we offer a library of articles, frequently asked questions and 
fact sheets related to the various recommended immunizations. In 
addition, our mobile application for smartphones and mobile devices, 
“MyWellCare,” provides friendly and timely alerts when members are due 
for wellness services or checkups. As digital media quickly evolves, so will 
WellCare’s provision of information. 


 Reaching Members through Providers: In addition to contacting members directly, 
WellCare also partners with our providers to conduct member outreach. We send 
letters encouraging providers to contact members to schedule appointments. We also 
leverage our provider portal which includes member-level information about specific 
screenings, immunizations and overdue services.  


 Identifying Care Gaps: Our care management team, inbound call center team, and 
CommUnity line personnel are trained to identify EPSDT care gaps during their 
interaction with qualified members.  


WellCare Tracks Outcomes and Process Measures 
 WellCare uses data to not only optimize our outreach efforts, but to objectively 


evaluate program performance in order to capitalize on best practices and 
addressing inefficiencies in order to improve recipient health, well-being and health 
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outcomes. Our comprehensive efforts and systems to ensure delivery of EPSDT 
services include quarterly and annual analyses of our EPSDT program to identify 
population-wide trends and opportunities to improve the program overall. Our 
performance management metrics include a balanced selection of process-related 
metrics and outcomes metrics. 


 On a quarterly basis, our Data Analytics and Quality Improvement teams analyze 
EPSDT-related outcomes and process measures to evaluate program performance and 
look for trends and opportunities for improvement. This data analysis allows us to 
drill down by provider, recipient and zip code to identify care gaps. WellCare also 
tracks process measures to evaluate program activity, including the number and 
percentage of members mailed periodicity reminder letters, providers mailed a list 
of members needing health check screening, and members on the provider’s monthly 
membership list. Our pediatric preventive health program connects our youngest 
members with the care and service they need. For example, our Medicaid 
organizations in Florida, Missouri, and New Jersey are above 85% for aggregate 
EPSDT screening ratios, well above CMS’ goal. 


BEHAVIORAL HEALTH AND SUBSTANCE ABUSE SERVICES 
WellCare has a fully integrated approach to meeting the physical, behavioral, 
pharmaceutical and social/environmental needs of our members. Because of this, our 
efforts to collaborate with behavioral health providers will be integrated throughout 
our functional areas and led by our Nevada-based behavioral health director in 
connection with our local Nevada medical director. We understand the State’s unique 
needs in Nevada and plan to implement a comprehensive strategy for managing 
behavioral health needs.  


Behavioral Health Integration Strategy 
Our approach to integration is to build a provider network capable of 
confidently triaging or managing members with behavioral issues, while also 
applying technology to address access to behavioral health expertise, 
improve operational practices and deliver an improved recipient experience. 
Strategies for doing so are listed here: 


 We will leverage the care management team’s “single member view” platform 
integrating clinical, behavioral, and pharmacy data to improve coordination 
between/among providers to support the primary care giver in making more informed 
care or triage decisions 


 Our integrated care model relies on a single algorithm (derived from medical, 
behavioral and pharmacy claims) supplemented by HRAs, discharge information and 
other qualitative recipient data to identify our most vulnerable members 


 When identified, our at risk members are routed to the clinician best able to meet 
their needs with experience addressing medical, behavioral and/or 
social/environmental needs, in the field or telephonically 


 We will provide cross-training for behavioral and primary care providers to better 
diagnose, triage, and treat members with behavioral health issues 


 We will increase access to behavioral health services through telemedicine, local 
community resources, and peer-based programs for members with access constraints 
or who may prefer an alternative or non-conventional care setting 


 We will encourage co-location of behavioral health providers and PCPs in higher 
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volume markets or select specialty groups 
 We will implement streamlined referral and utilization management protocols for 


providers seeking behavioral health support 
 We will coordinate with community advocacy team to provide community resources 


to address social and environmental determinants impacting members with 
behavioral needs 


 We will align the benefits of an integrated 
behavioral health program by incorporating 
outcome measures into our VBP programs, 
provider incentives 


 We will extend care management’s ongoing 
ROI analysis to include integrated 
behavioral health initiatives 


Cooperation by all parties involved will be crucial to success. In addition to forging a 
direct relationship with the behavioral health providers, our experience tells us that 
strong relationships with local leaders in Clark and Washoe counties is critical to our 
success. 


WellCare will seek to develop mutual training sessions with the behavioral health 
professionals in Nevada in order to facilitate collaboration among providers as well. An 
integrated model requires that behavioral staff be trained and understand the complex 
medical issues and medical staff understand the behavioral health issues. Training is 
one avenue we use to assure that all treating providers are able to address the 
member’s needs utilizing our member-centered strategy.  


Behavioral Health Engagement Approach 
Four programs highlight WellCare’s engagement approach with families, natural 
supports, advocacy organizations and network providers.  


Behavioral Health Homes: WellCare seeks to build on the efforts Nevada has undertaken 
to adopt Patient Centered Medical Homes and current pilots for integration to support 


Behavioral Health Homes (also referred to as Integrated Health Homes 
(IHH). We have already had early conversations with providers in Nevada 
interested in pursuing integration. Our Vice-President of Behavioral Health 
Operations, Carole Matyas, has spoken with Community Health Alliance in 
Reno, and spent time speaking with former Nevada State Representative, 
Sheila Leslie, who provided insight on the availability (or lack) of providers 


willing to see SMI recipients, and frustration in the court system with the number of 
available sources for behavioral health services. 


In our Missouri market, we saw impressive results from the behavioral health home. 
Within 18 months, there was a reduction in ER visits by 8.2 percent, reduction of 
hospitalization rates by 12.8 percent, and an improvement in quality measures for 
diabetes, HTN, and COPD/Asthma. The total cost savings was estimated at $38 million 
for the 20,000 enrollees. 


Providing Behavioral Health Services 
Through our integrated behavioral health 


program, WellCare served more than 
235,000 members between June 2015 and 


May 2016.  
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Behavioral Health and FUH Visits 
WellCare saw a 26.46% increase in 7 day 
follow-up after hospitalization (FUH) due 
to an increased investment in discharge 


coordinators working with members with 
behavioral health needs.  


Peer Support: To promote recovery and 
empower our members with SMI, SED and 
SUD diagnoses, we will use peer support 
specialists who are living in recovery 
and can connect on a personal level with 
members about their illness and assist 
them in navigating the system. We 
strive to employ individuals in recovery 
to work with our members in care 
management or member engagement 
roles. In fact, through WellCare’s award-winning Diversity & Inclusion program, we 
started a comprehensive workforce integration program in Tampa, Florida that can be 
implemented in Nevada also. 


Family Involvement: Like peer support, natural supports are critical to recovery; 
therefore, with member consent, our community-based care managers connect with 
families and caregivers to engage them in the treatment planning process.  


Telehealth: WellCare is offering to support and expand telehealth opportunities, 
particularly for behavioral health, to address shortages throughout the state in access 
to behavioral health providers. Our strategies support reimbursement methodologies 
that promote telehealth, grants for technology as needed and supported by data and 
introduction of direct doctor-to-patient telehealth contact through emerging platforms. 


Member Story: Behavioral Health Interventions Drive Improved Outcomes 


A 12- year-old member of WellCare of Georgia had a history of inpatient admissions to an 
acute psychiatric hospital and crisis management unit. Upon being assigned the case, our 
care manager contacted the member’s mother to engage her in the care management 
process. In collaboration with the mother, the member, the psychiatric residential 
treatment facility and a community-based intensive family intervention specialty 
provider, the WellCare of Georgia care manager developed a transition plan from 
residential treatment to community based services. The individualized care plan 
included: 


 An intensive in-home family therapy and skills building treatment program that 
focused on behavioral modification, safety plan and compliance provided by the IFI 
team 


 A safety and participation contract with the member and the mother 
 Coordination of medication management with the treating psychiatrist  
 Regular scheduled follow-up communication with the care manager 


As a result of this intervention, the member was engaged in his care, attended 
appointments and adhered to his medication regimen. After three months in treatment, 
the member had not been readmitted to an inpatient facility. He was attending school 
regularly, had passing grades, and was no longer demonstrating explosive behaviors. 


PHARMACY MANAGEMENT 
WellCare has more than 20 years of experience serving the pharmacy needs of Medicaid 
recipients. Annually, we manage more than 200,000 pharmacy prior authorizations 
across all of our Medicaid plans with nearly 100 percent resolved within 24 hours where 
required. In accordance with the DHCFP requirements, WellCare will provide coverage 
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for all therapeutic classes of drugs covered by the Nevada Medicaid pharmacy benefit 
and will follow the Nevada Medicaid preferred drug list (PDL). WellCare of Nevada’s 
pharmacy director will work collaboratively with our corporate pharmacy department 
and the DHCFP to coordinate the necessary clinical services and to ensure appropriate 
pharmacy benefit design, decision-making criteria, and formulary exceptions are 
followed. 


Our approach in each state is tailored to the needs and requirements of our government 
partners. In 2014, for example, we successfully implemented the State of Florida’s 
Medicaid PDL for our over 620,000 Florida Medicaid members.  


WellCare’s Pharmacy Operations Model 
WellCare’s experience in pharmacy operations is characterized by our unique hybrid 
model (see Figure 10 below) with a number of critical pharmacy management functions 
performed in-house by WellCare personnel coupled with the activities of a pharmacy 
benefit manager (PBM). Under our hybrid model, our state and corporate pharmacy 
resources are responsible for prior authorization determinations, appeals, claims 
testing, Pharmacy and Therapeutics (P&T) Committee, quality improvement, 
retrospective drug utilization reviews, and member and provider communications. Our 
PBM partner processes the pharmacy claims at the point-of-sale, contracts and remits 
the pharmacy network, performs rebate management and phone, desk, and on-site 
audits, coordinates transition of care, and answers after-hours provider calls. 


 
Figure 10: WellCare’s Hybrid Pharmacy Operations Model 


Corporate Pharmacy Organization 
WellCare’s corporate pharmacy organization employs more than 390 associates, 
including a senior medical director, over 40 clinical pharmacists (nine of whom are field-
based), over 200 pharmacy technicians and over 140 support staff and management 
personnel (many of whom are pharmacists). Additional licensed medical directors 
provide support for pharmacy prior authorization requests on an ongoing basis.  


PBM Vendor 
WellCare chose our PBM vendor based upon their successful partnership with managed 
Medicaid clients during the past 20 years. Our PBM vendor currently manages Medicaid 
recipients across 25 states, representing more than 12 million covered lives. The PBM’s 
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ability to customize their services and programs to meet the unique needs of Medicaid-
focused customers’ objectives sets them apart in the marketplace. Our PBM has a 
comprehensive clinical focus that is dedicated to monitoring per recipient per month 
utilization and prescribing patterns, while implementing innovative programs that 
address managed Medicaid recipients. The PBM’s managed Medicaid experience has 
resulted in the creation of a number of customizable tools that help optimize 
appropriate drug utilization, including: 


 Step therapy programs that operate under nationally recognized, evidence-based 
clinical guidelines 


 Online decision support tool to help us view and manage our plan’s performance 
 Flexible clinical programs designed to improve key HEDIS measures 


Our experience at PBM migration was featured at the CMS 2016 Medicare Advantage & 
Prescription Drug Plan Spring Conference on May 5, 2016. Representatives from 
WellCare presented their best practices and lessons learned to the attendees. Lessons 
learned include project and pre-deployment planning, post go-live monitoring and 
reporting, constant communication with recipients and providers, CMS guidance and 
input, and executive engagement. These practices, as well as our ability to analyze 
utilization trends and create custom tools to match the state’s unique needs will benefit 
WellCare of Nevada recipients.  


Pharmacy Operations Workflows 
We have made recent investments in our pharmacy prior authorization technology and 
processes, notably in our custom, proprietary, role- and task-based Drug Evaluation 
Review (DER) Work Flow System, which serves as our prior authorization platform. This 
fully automated platform allows us to track and process DER requests, including prior 
authorizations and formulary exceptions, in a timely manner and in accordance with 
contract requirements. Key features of the DER Work Flow System include: 


 Intelligent routing to specialized pharmacy technicians based on the type of 
medication requested 


 Color-coded alerts to notify pharmacy staff of approaching service level deadlines 
 Integrated decision tools that are used by administrative and clinical reviewers to 


evaluate information provided by the requestor, review the patient’s prescription 
history and consult any and all medical documentation accompanying a request 


All prior authorization requests are dated and time-stamped to ensure they are resolved 
within the required time frame (unless an exception applies). WellCare processes nearly 
100% of requests within required time frames with an average time to process DER 
requrests at approximately 11 hours of receipt. Requests are color-coded to alert 
pharmacy staff of approaching service level deadlines. As an example, requests that will 
be out of compliance within four hours appear yellow; those within one hour appear in 
red. This alert system enables pharmacy staff to respond quickly and prioritize care to 
meet the required timeframe. 


If an emergency supply of medication is needed while the DER review is pending, we 
provide a 72-hour supply of covered outpatient medication, as required. Additionally, to 
ensure members receive their medications in a timely manner on the weekends and when 
providers’ offices are closed, WellCare members are eligible for a seven day supply of 
medications while the review is being conducted, far exceeding the mandated 72-hour 
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supply. For any DER request that is denied, the system generates a Drug Utilization 
Review (DUR) form and automatically transmits it to the prescriber and the pharmacy (if 
applicable). The DUR includes a clear explanation of the reason for the denial, any 
preferred alternatives or additional details, and other information which the member 
and provider can use to understand the decision. 


Preliminary Work Plan 
WellCare’s Pharmacy Services Preliminary Work Plan, built on experience implementing 
pharmacy services in multiple states and customized for Nevada, identifies key 
milestones, tasks, and accountability for implementation of pharmacy services. 


OBSTETRICS: CARING FOR NEVADA’S MOMS AND BABIES 
The WellCare Pregnancy Program provides education, guidance and support for all 


WellCare pregnant members in Nevada. The intent of the program is to 
provide helpful tips, tools and information for pregnant members to make 
healthy choices during pregnancy to achieve the healthiest birth outcome 
possible. It is well documented that the advantages of prenatal care can 
negate healthcare costs for newborns and mothers with pregnancy related 
health issues.  


The WellCare Pregnancy Program identifies pregnant members through state files, 
claims and member or provider direct notification. Upon recognition of the pregnancy, 
an outreach call is placed to all pregnant members to assess the current health status, 
risk stratify the member based on future risk for preterm birth or pregnancy 
complications. Pregnancy assessments of the member will be conducted as early in the 
pregnancy as notification is received, mid-point of pregnancy and finally, upon delivery. 
The risk assessment touches seek to identify pregnant members facing current or 
prospective risks in their condition for engagement in the High Risk Obstetrics Program. 
The High Risk Obstetrics Program assigns a 
specially trained Obstetrical Registered Nurse to 
follow the member closely for education and 
support to navigate their high risk pregnancy 
journey. These women are routed to a high risk OB 
care management program (both telephonic and in 
person), which is designed to meet the needs and 
resources of a specific state. For example, in 
Nevada, we are currently working with Access to 
Healthcare to potentially partner in support of 
this population. 


These members will be supported through plan and community resources to adhere to 
the high risk pregnancy plan of care to achieve the best birth outcome possible for the 
member. We have experience with OB services and High Risk OB services across all of 
our markets. 


All WellCare Pregnancy Program members are offered the following to support their 
pregnancy journey: 


 Assessments throughout pregnancy to assess for high risk factors 
 Mommy and Baby Matters booklet 
 Infant Immunization Chart (Published by Centers for Disease Control) 


Improved NICU Outcomes 


In 2015, our affiliate in Missouri 
saw an approximately 8% decline 
in both admissions per 1000 and 


days per 1000 for NICU in the 
Eastern Region of Missouri. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


77







Section 4 
Company Background and References 


 
 
 


 24/7 Pregnancy Nurse Support line 
 WellCare Pregnancy website and social media outlets such as Facebook and Twitter  
 Text 4 Babies (https://www.text4baby.org/) 
 Incentives to complete prenatal and postnatal care 


For more detailed information on High Risk Obstetrics case management, please refer to 
section 4.1.12.1D. 


VALUE ADDED BENEFITS 
In addition to the core benefits, the value added services that we propose to deliver 
under the WellCare of Nevada contract have been developed through significant 
collaborative efforts with the State of Nevada and through our understanding of the 
Medicaid population in Clark and Washoe counties and the barriers recipients face in 
accessing care. Our value added benefits are designed to go above and beyond the 
required covered services and to ensure care is delivered holistically. Our lessons 
learned from other markets show us that offering value added benefits and adapting 
them to the market as we learn more from our sources is a best practice. We propose to 
offer the following value added benefit enhanced services: 


VALUE ADDED SERVICES 


Annual Sports Physicals 
(children ages 6-18) 


Behavioral Health Crisis Line Boys and Girls Club 
Membership (children ages 6-
18) 


Cell Phones (teens in crisis) Education Days Concierge Services 


Computer Assisted Therapy 
(COBALT)  


Diaper Rewards Mobile Health Care Services 


Focused Homeless Initiatives Social Services Supports 
Program 


Healthy Rewards Program 


Hypoallergenic Bedding 
(qualified members with 
Asthma) 


Mobile Application  Nurse Advice Line 


OTC (head of household) Peer Support Prenatal Case Management 
(pregnant women) 


Supplemental Transportation Telehealth   


Value added benefits such as computer assisted therapy provided by COBALT 
Therapeutics, the free, confidential online cognitive behavioral therapy program help us 
manage the “whole person” needs of our members by addressing the medical, social and 
behavioral aspects of care. COBALT is a web-based program that offers a portfolio of 
behavioral health self-management tools for a variety of conditions. The use of COBALT 
has been shown effective in engaging members in appropriate self-care by reducing the 
self-destructive cognitive and behavioral patterns caused by depression, anxiety, 
insomnia and substance use. 


As another example, by providing members with asthma with hypoallergenic bedding, we 
are helping them reduce the symptoms of asthma. Through this program, we identify 
members with potential risk factors (behavioral, social and medical) that may adversely 
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Extensive Community Outreach  
In Kentucky, we have participated in or 
sponsored 2,730 events and activities 
since 2011 with more than 1.8 million 


individual community touches. 


affect their overall health. 


Similarly, by offering scholarships to members aged 6-18 for the Boys and Girls Club 
annual memberships, we enable them to participate in club experiences.  


In addition to adding benefits to the state mandated covered services, WellCare 
establishes a unique connection with social safety net resources in the 
communities we serve. We know that many times a social service need can 
lead to improvements in healthcare needs. The synergistic blending of these 
services and healthcare can make a tremendous difference in a member’s 
life. If there is a relief in food insecurity through Rescue Mission, St. Jude’s 
or The Food Bank, member focus can shift from finding food sources for a 


family to finding a new place to live or a new job. Solving a young person’s problem 
through a social service organization, for example, suicide prevention agency such as 
Solace Tree, Step 2, or NAMI, could lead to lower numbers of teen suicides.  


Because of these reasons and many more, we spend time early on in developing any new 
market with these programs to understand the challenges faced by our prospective 
recipients and what resources are available to help them mitigate those challenges. 
Some of what we learned in Nevada from these groups with whom we interfaced include, 
but is not limited to: 


 Homelessness and housing insecurity is a critical need 
 Suicide among young people is a major health challenge for communities 
 The Criminal Justice system is too often the only solution 
 Teen pregnancy has far-reaching and costly implications for the young moms and 


their children  


HEALTHCONNECTIONS AND OUR COMMUNITY ADVOCACY PROGRAMS 
WellCare deploys an industry-leading proprietary approach to connecting members with 
social services to help address the social 
determinants that impact their health 
outcomes. At the core of this approach is the 
concept that the social service network is a 
vital component of the healthcare delivery 
system. With this in mind, WellCare employs 
an industry leading HealthConnections model 
with the following elements: 


 Advanced public health methods to research and catalogue available community-
based programs, activities and services that comprise the social safety net through 
our CommUnity Command Center.  


 Our community advocates meet with key service providers to understand and 
document their services. We often sign HIPAA compliant data sharing agreements to 
allow for tighter connections to our members. 


 We hold community councils and make targeted investments to increase access to 
important social services. 


 We staff a telephonic, social supports service center, called the CommUnity 
Assistance Line, of trained social service care coordinators to identify members and 
the community’s needs and connect them to important services. This team is 
available to members, any individual in the community, as well as integrated with 
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WellCare Letters of Support 
For the expansion of Missouri Care 
(a WellCare market affiliate), we 
received more than 50 letters of 
support from local social service 


agencies! 


the rest of the care management team. Since its launch in September 2014, the 
CommUnity Assistance Line has made 35,372 referrals to 9,762 unique WellCare 
members. 


 We evaluate the success of our service partners in addressing member’s care needs 
and the resulting clinical improvement and financial savings of these programs. This 
evaluation is helpful for our community councils as well as securing grant funding. 


Specifically, this model, known as HealthConnections, is integrated into our care 
management program, but also has its own staff to support care managers and to help 
members navigate social services resources.  


Our integrated care management program is based on identifying the needs of our 
members; contacting them where they live; understanding how they prefer to engage 
with the health care system; facilitating their access to care; and helping them 
whenever, wherever and however they need us. Our community outreach associates are 
hired locally and have knowledge of the community including community services and 
partners. These associates are trained on 
compliant and effective engagement with 
prospective enrollees and recipients. Our 
community outreach department will support 
our integrated care management program 
through dissemination of information and 
education related to programs offered by the 
State of Nevada and community organizations. 
Specific goals of the community outreach 
department include educating target audiences about the availability of health care 
coverage, and providing sufficient information to promote and encourage enrollment 
and retention within the program.  


Our community outreach activities include: 


 Participation and sponsorship of educational events and health fairs  
 Dissemination of State-approved outreach materials  
 Hosting table top events at approved community venues  
 Partnering with organizations that have a primary focus on the well-being of 


children, families, the elderly and special populations 
 Increasing awareness within the provider community to promote referral 


opportunities into the program  
 Providing wellness information through social media, such as Facebook  
 Promoting cultural awareness to reduce barriers to program access  


In 2015, WellCare participated in or hosted more than 8,000 community activities 
reaching more than 2.5 million community stakeholders. These included peer support 
groups, children’s dental days, car seat safety, healthy food access programs, baby 
showers, homeless outreach and more. WellCare also reached community stakeholders 
from diverse cultures and backgrounds including African American, Asian, Hispanic, 
Native American, and Native Hawaiian cultures, as well as many segments within the 
disability community. 
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HEALTHCONNECTIONS ACTIVITIES 


Description 


Through our CommUnity Advocacy efforts built from our proprietary 
HealthConnections model we partner with community organizations 
to locate and educate members. In Nevada, we have already been 
building these relationships meeting with agencies from across the 
Clark and Washoe counties and already have such partnership 
commitments including those from Baby’s Bounty, NAMI of Southern 
Nevada, Living Grace, and Caridad. Please see Attachment 4.1.12.1B 
HealthConnections Letters of Intent.  


The beauty of the WellCare model is it benefits WellCare members 
and the community at large. Through these partnerships, not only 
will we be able to better reach and educate our members, anyone 
who accesses services through one of our partner agencies can also 
benefit from access to our one-of-a-kind CommUnity Assistance Line 
and CommUnity Command Center. These are the programs we use to 
connect people in need to social support services – such as housing 
assistance, food banks or transportation. Our database of programs 
in Nevada already contains some 3,500 resources.  


The primary goal of the HealthConnections model is to improve the 
health and vitality of our members and communities by helping to 
sustain the social safety net and quantifying its impact on health 
outcomes. WellCare has identified four complementary program 
elements to achieve this goal. 


CommUnity Activities: Community-based health and wellness events 
leveraging existing programs. 


HealthConnections Councils: Community-planning councils focused on 
quantifying the breadth and scope of the available social safety net 
and identifying creative and innovative ways to sustain the network 
together with other community and civic leaders. 


Social Service Utilization Support: Facilitating member connections 
to social services and bridging gaps in available community-based 
programs and services. 


CommUnity Health Investment Program: Strategic philanthropic 
granting program to support community-based innovation and to 
pilot potential social service payment models.  


To support the primary goal identified above using the four 
complementary strategies, WellCare created the CommUnity 
Command Center, a comprehensive and inter-related data lake of 
community-related information across multiple databases that 
provides our staff ease of access to community supports that other 
managed care organizations simply do not have. In addition to 
natural supports, service providers and community stakeholders, 
information is shared across the health care delivery system, to 
facilitate a comprehensive, holistic and person-centered approach to 
care and address issues and concerns as they arise. 


Eligible Members All members 


Responsible Providers WellCare Community Advocacy staff 
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HEALTHCONNECTIONS ACTIVITIES 


Notification of 
Availability 


Members will be notified through Member Handbook, website, and 
WellCare newsletter. Providers will be notified through Provider 
Manual, website, and onsite education and training. 


HealthConnections Model: Teen Pregnancy/Prenatal 
Teen pregnancy represents a significant public health challenge across the United 
States. In Kentucky, for example, teen childbearing cost taxpayers an estimated $158 
million in 2010 (The National Campaign, April 2014). WellCare collaborated with various 
community stakeholders to identify innovative ways to improve prenatal outcomes 
including teenage moms-to-be. Through community inventory efforts, WellCare 
identified Mama-to-Mama, a non-profit organization that promotes healthy parenting 
practices through prenatal education classes as well as social supports. Starting in 
2014, WellCare’s relationship with Mama-to-Mama started with an education campaign 
starting first with a peer-support program, adding a childbirth education program and 
facilitating social service access/use in the second year and then adding the ability to 
share member level details to evaluate the impact of the program on delivery rates and 
other related factors. We have worked with Mama-to-Mama, a community based 
organization that offers an innovation program to help create a program through which 
we can now track health outcomes associated with offering health education and 
addressing social barriers to accessing healthcare using our proprietary model. Through 
this partnership, WellCare reached 75+ moms-to-be per year with increased reporting 
capabilities to better evaluate the impact on deliveries, compliance with First Year of 
Life immunizations, and so on.  


Teen Pregnancy/Prenatal Approach through HealthConnections for Nevada 
In Nevada, teen childbearing cost taxpayers an estimated $68 million in 2010 (The 
National Campaign, April 2014). With this in mind, WellCare identified Living Grace 
Home, a residential program that offers prenatal checks, behavioral health counseling, 
peer support engagement and transition into stable housing/employment for homeless 
teenage moms-to-be. Currently, the program supports up to 16 girls. WellCare’s 
partnership with Living Grace Home creates the opportunity to find homeless teenage 
moms-to-be who are our members with the goal to facilitate a healthy delivery, 
compliance with immunization schedules during the First Year of Life, post-partum 
depression (if needed), and transition into stable housing for mom and child(ren).  


Nevada Community Services and WellCare  
WellCare intends to bring this focused support to the counties and several communities 
in the state of Nevada. To this end, we have met community stakeholders from across 
the state to identify opportunities for collaboration. Many of these organizations host 
activities and events within their local communities. In meeting with these partners, we 
learned about several initiatives that offer opportunities to connect with prospective 


recipients, current members and the community-at-large and share 
information about the Medicaid program changes.  


All of the efforts to provide services, add special programs, and partner with 
social services are not nearly as effective as we would like if our members 
are not aware of what’s available to them as part of the plan. The ease with 


which members can find information from WellCare of Nevada is a contributing factor to 
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Contact Center Second to None 
Our robust recipient services 


operation serviced more than 12.5 
million calls in 2015 across our 


programs. 


Contact Center Quality 
In the first quarter of 2016, our 
contact center speed of answer 


was 22 seconds across all markets. 
Over 800,000 calls were answered 
and the average hold time was 64 


seconds. 


their overall satisfaction with our plan and 
ultimately, their overall health. In addition to our 
high quality recipient printed materials, the 
quality of information provided by our call center 
is second to none and consistently receives high 
satisfaction scores in member surveys. Significant 
training of each recipient services representative 
occurs and they must pass a mandatory exam to be 
considered “ready” to serve our members. 


RECIPIENT SERVICES 
WellCare believes that the best way to educate members about their covered services, 
value added benefits, and social/community services is through our multi-functional, 
varied recipient services. Their expectation about having their questions answered 
quickly and accurately is a priority for WellCare. 


Our consistent focus on the member is supported by direct engagement with our 
members throughout their enrollment. This is accomplished through a wide variety of 
core activities including our welcome packet, welcome call, welcome rooms, member 
newsletters, inbound calls to our recipient services contact center, and digitally through 
our member website, secure portal and mobile app.  


Welcome Packet and Welcome Call 
Recipient education begins with our welcome packet and welcome call. The welcome 
packet is sent within 5 business days of enrollment and is followed up with a welcome 
call during which WellCare of Nevada’s role is explained, member-centeredness is 
discussed, assistance in obtaining social services through our CommUnity Assistance Line 
and PCP appointment setting is offered.  


Included in the Welcome Packet is the member 
handbook, a welcome letter, various pamphlets, etc. 


Member Handbook 
Topics included in our member handbook include:  


 Information for Visually and Hearing Impaired 
members 


 Interpreter Services 
 Glossary of Terms 
 Important WellCare of Nevada Phone Numbers 
 Nurse Advice Line Phone Number 
 Website Information and Features 
 Recipient Services/Concierge Services 
 Types of Care through the Health Plan 
 Primary Care Provider Information 
 Grievances and Appeals 
 Fraud and Abuse 
 Disenrollment 
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In addition to receiving a hard copy in the welcome packet, members can access the 
member handbook in electronic format on the member portal, and through social media 
outlets. The member handbook is reviewed annually 
and updated on an as-needed basis. In addition to 
ensuring edits reflect updates in regulations, 
policies and changes in operations, the inputs to 
these revisions include member feedback gathered 
through inquiry, complaint, and grievance data, 
data from member studies and Member Advisory 
Committee feedback.  


Welcome Rooms  
In addition to our primary office locations in Reno 
and Las Vegas, we will offer Welcome Rooms in key 
locations elsewhere in Washoe and Clark counties 
(Figure 11). Housed in strategically selected, high 
traffic, retail shopping areas close to social services 
in the neighborhoods and communities where our 
members live, work and frequent, our Welcome 
Rooms are designed and equipped to engage the 
community by being outreach centers and walk-in 
member service hubs. Members and families can 


meet face-
to-face 
with a 
WellCare service representative at a local 
Welcome Room to get personalized attention 
to their needs, learn more about the WellCare 
of Nevada plan, or receive information on 
important health topics. These locations are 
intended to be a destination point for our 
members and offer computers, internet access 
and activities geared toward our members and 
the community we serve. 


Recipient Newsletters 
Our semi-annual newsletters (see Figure 12 
below as an example) educate members on a 
variety of health, wellness, benefits and 
requirements of the managed care plan. In 
2015, we mailed out over 4.5 million 
newsletters to our Medicaid plan members 
nationwide.  


The newsletter is available in English and 
Spanish. Other languages are available upon 


request when identified as a prevalent language by the State, as well as alternative 
formats. The newsletter will be available digitally on our website and mailed to 
members on request.  


Figure 11: Welcome Room Locations 


Figure 12: Recipient Newsletter sample 
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Recipient Contact Center and CARE Connects 
Our recipient services contact center offers well trained contact center associates who 
are knowledgeable about the WellCare of Nevada plan to help members and prospective 
enrollees understand the benefits and requirements of the plan, answer questions and 
facilitate resolution of issues. Our recipient services associates are alerted to care gaps 
when talking to members and initiate a three way call to schedule an appointment with 
the member’s PCP and arrange transportation if needed. An automated reminder call 
occurs between 72 and 24 hours before the appointment.  


CAREConnects 
Our telephonic member relationship is enhanced by CAREConnects, which is the 
proprietary agent desktop solution used by recipient services personnel.  


CAREConnects is a rules-based contact management system. Recipient services 
representatives are efficiently guided through scripting, workflows, and actions based 
on the callers’ individual needs. Calls are handled, documented, and routed through 
CAREConnects. For example, recipient services representatives can record service 
requests and document them through closure, request member ID cards and trigger them 
immediately, and assign a member to a new medical home upon request. CAREConnects 
provides the recipient services representative with care alerts when a member’s record 
indicates he or she has not received an important health screening or service. The 
recipient services representative educates the member about the care gap and supports 
the member in taking action (i.e., scheduling an appointment). For example, the 
recipient services representative may receive an alert that a female member may be 
overdue for a mammogram. The recipient services representative will inform the 
member of the service needed, remind the member of the importance of regular breast 
cancer screening, and then offer to assist the member in scheduling her appointment. 


Ultimately, CAREConnects improves the quality of call handling, ensures consistency 
across member and provider services representatives, facilitates first call resolution, 
reduces handle time, allowing us to more effectively assist callers, and allows us to 
identify and meet members’ unmet needs. It also helps us identify training needs and 
increases the effectiveness of training and quality of newly hired representatives more 
expeditiously. It also supports analytics and reporting which allows us to identify repeat 
callers and the reasons for their calls as well as identify trends and opportunities for 
continuous quality improvement purposes. To supplement CAREConnects, WellCare of 
Nevada has an extensive resource library available to recipient services 
representatives. The library is easily searchable by key words and inquiry type. 


Interaction Analyzer 
In addition, we have recently added a new word recognition program known as 
Interaction Analyzer. This system uses I3 automatically flag calls based on specific 
keywords that have been identified as “high risk.” For example, if a member mentions a 
word indicating severe displeasure with WellCare of Nevada or a care manager, such as 
a grievance representative, attorney or lawyer, lawsuit, etc., the system will direct the 
recipient services representative to immediately escalate the call to a supervisor for 
prompt resolution in order to mitigate the member’s discomfort before it becomes a 
more complex issue  


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


85







Section 4 
Company Background and References 


 
 
 


Recipient Website 
The WellCare of Nevada recipient website will be an important communication tool to 
inform, educate and communicate with members. Please see the home page for WellCare 
of Nevada below in Figure 13. It will also be an avenue through which we promote 
health, wellness and service to our members.  


 
Figure 13: Home Page for WellCare of Nevada Website 
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Our website meets applicable accessibility requirements, specifically including Section 
508 Compliance and support of both English and Spanish languages. Members may use 
any browser to access our website and no special interfaces are required. Our website is 
accessible via mobile devices. It is also compliant with applicable privacy and security 
requirements when providing or receiving any protected member information, including 
but not limited to member eligibility or member identification information. 


Our secure member portal requires validated login and password credentials for access. 
Secure information is shown in the table below. 


SECURE MEMBER PORTAL 


Our secure portal for members (and caregivers) requires validated login and password 
credentials for access and is designed to further enable interactions with members, provide 
access to information and complete routine transactions. Core content includes: 


Health Plan Fundamentals  Obtain PCP assignment, benefits available, and copayment 
information 


Authorization Check  Review status of pending prior authorization submissions and 
historical submissions 


Claim Status Check  Review pending claim submissions 


Self-Service Order Tool and 
Repository 


 Review order status for a replacement ID card and new member 
materials such as the member handbook 


Member Toolbox  Place over-the-counter orders, request a new ID card, request a 
change of PCP, send notifications of change in address, etc. 


Member Message Center  Secure message board to deliver personal content and 
messaging 


 Access to correspondence 
 Correspondence preference management capabilities 


Mobile App 
WellCare’s communication programs are designed to be nimble to respond to changing 
cultural norms and this includes mobile technology; smartphones, tablets and other 
mobile devices are in prolific use and can reach members quickly and inexpensively.  


Our no cost mobile application for members, called MyWellCare, includes many helpful 
and educational resources and is available for Apple and Android devices in English and 
Spanish. 


Features available without logging in include: 


 Find-A-Provider tool, as shown in Figure 14 below, with advanced quick care (urgent 
and hospital emergency) service locator. 


 Similar to our online tool, this electronic, searchable provider directory makes it 
easy for members to search for different providers and then alter, refine, and 
update their search results through intuitive refinement tools. This is enhanced by 
the “use your location” extension that smartphones can offer – allowing members to 
find providers and quick care centers near their current location.  


 Messages from WellCare - We are able to send messages to members about 
important, time relevant items – such as reminders about flu shots, upcoming 
enrollment periods, or changes in benefits. 


 In addition, WellCare will use mobile alerts (called Wellness Messages) on our mobile 
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application for Apple and Android devices to remind recipients of care gaps, 
including medication adherence, PCP name and phone number and scheduled 
appointments. 


 Contact Us 
 Features available after logging into the secure area of the application include: 
 ID Card 
 If a member needs to see a copy of their ID card but does not have it on hand, they 


can look up their ID card. They can also send it to their provider by email or fax.  
 Wellness Services (Care Gap)  
 Members will be reminded of care gaps, PCPs name and phone number and scheduled 


appointments as shown in Figure 15 below. 


 


 
Figure 14: Mobile App Screens 
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Because the mobile application is so valuable to our members, we use a number of 
different ways to communicate these advantages to members, including but not limited 
to newsletter articles, messaging in wellness materials, and verbal communications 
during sessions like those with case managers or disease managers.  


Social Media 
WellCare utilizes ubiquitous social media platforms (i.e. Facebook and Twitter) to 
communicate with members on a broad range of important health and service topics 
including the ability to: 


 Share important health reminders and tips including information on mammograms, 
diabetes prevention and management, and colorectal screenings 


 Address specific member inquiries and concerns  
 Connect members with local social services organizations to close care gaps  


As an industry leading practice, WellCare has a team dedicated to providing customer 
service through social media. This team actively monitors and responds to specifc 
inquiries received within 4 hours of posting. If necessary to resolve the member’s issue, 
the recipient services team will reach out to the member, providers and/or other team 
members through the most appropriate channel.  


Alternative Formats for Recipient Communications 
We use a multi-modal approach toward recipient services which allows us to meet our 
members where they are and in their preferred mode of communication that best 
accommodates their disability, whether telephonically, by mail, in person, in a welcome 
room, during member outreach, through social media, our website, our mobile 
application, or email. We provide care for members who are deaf or hard of hearing 
using TDD or relay services.  


Figure 15: Mobile App Screens 
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TDD or Relay Services 
In 2015, WellCare Medicaid plans 


handled more than 1,200 TDD/relay calls 
with an average speed of answer of less 


than 20 seconds. 


WellCare makes all required written materials 
available to our members in alternative formats 
and in a manner that takes into consideration 
the member’s special needs, including the needs 
of the visually or hearing impaired, blind, deaf, 
aged or those with limited reading proficiency. 


We notify our members that health and benefits 
information is available in alternative formats, 
and we provide instructions for accessing them in these alternative formats through the 
member handbook, recipient website, outreach activities and during welcome calls when 
a need is identified. Alternative formats include but are not limited to 508 compliance, 
Braille, large font letters, audio CD and verbal explanations of written materials. 


WellCare will proactively use the prevalent language identified by the State to fulfill 
new member enrollment material in alternative languages. This indicator is stored in 
the member record and is referenced and used for member correspondence and 
communications.  


In addition, WellCare makes every attempt to assign specific care managers who 
specialize in different disabilities to that group of members. For example, a sign-
language fluent care manager in Hawaii manages hearing-impaired members. 


Limited English Proficiency & Literacy Levels 
As in our other service markets, limited English proficiency will be expected in Nevada 
and we are prepared to assist members with this issue. Members whose primary 
language is Spanish are able to easily and directly access our Spanish auto-attendant 
and Spanish-speaking recipient services representatives. In addition to hiring a diverse 
staff, we also partner with Voiance Language Services (VLS) to provide oral 
interpretation services for members with limited English proficiency.  


Also, literacy levels are considered when we write our telephone scripts, website 
content, and education materials. We use the Centers for Medicare and Medicaid 
Services (CMS) health literacy toolkit as our guideline when preparing written recipient 
material and consult with health literacy experts, as appropriate. In addition, we will 
consult with our Recipient Advisory Committee to ensure our materials are culturally 
competent, understandable and fully accessible, and address our recipients’ health 
education and literacy needs. Our Recipient Advisory Committee reviews our outreach 
materials and processes, including our member handbook, website, recipient portal, 
newsletters, social media and other communication tools. We will modify material based 
on their input.  


Member materials are prepared in a style and reading level that accommodates the 
reading skills of our members. Writing will be no higher than a 8th grade level, as 
determined by the Flesch-Kincaid Readability Test. Appropriate documentation is 
maintained and available should DHS ask WellCare to submit evidence of compliance. 


Family members who are close to the member with a disability can be very helpful when 
communicating with the member. WellCare is committed to involving these family 
members as needed to provide the best possible outcome for the plan member. 
Especially if there is a cultural difference that requires focused efforts to serve those 
members effectively. Our recipient service coordinators are trained in areas of cultural 
competency, depending on the demographics of the area to which they are assigned.  
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Recipient Satisfaction Scores 
With over 45,000 surveys 


completed post-call, our recipient 
satisfaction score is 95 percent 
across all Medicaid markets in 


2016. 


Efficient and effective communication with our members is the cornerstone for 
successful managed care, across all of the diverse demographic populations we serve. 
We are continually developing best practices for communicating with disabled and 
language-challenged members. An important method for identifying areas for 
improvement in recipient services is through our annual recipient satisfaction surveys. 


Recipient Satisfaction Surveys 
Recipient satisfaction is assessed through an automated, voluntary post-call (CSAT) 
survey. An outbound CSAT survey call is made within 24 hours of a member contacting 
recipient services. The survey seeks to 
assess the member’s experience with his or 
her most recent recipient services 
encounter. Members are asked to evaluate a 
variety of factors including overall 
satisfaction with the recipient service 
encounter and the recipient service 
representative’s knowledge and 
courteousness. For members who express 
dissatisfaction with the encounter, the survey collects valuable information about the 
drivers (i.e., language, hold time, recipient services representative’s behavior) so the 
recipient service leadership team can address the matter accordingly.  


C. Managing and improving health outcomes for program recipients; 


SUCCESS MANAGING AND IMPROVING HEALTH OUTCOMES AMONG MEDICAID 
PROGRAM RECIPIENTS 


WellCare is a quality driven care 
management organization focused 
on managing and improving health 
outcomes for program recipients. 
We believe improving health 


outcomes is everyone’s responsibility, and we 
design our programs based on the ability to 
manage and improve health outcomes. These 
programs occur throughout our organization 
including in our quality areas, provider 
support areas, clinical areas (i.e., case and 
disease management), and our highly 
specialized HealthConnections effort, which focuses on addressing social determinants 
of health and community engagement activities. Highlights 
of our success managing and improving outcomes include: 


 Our maternal child health program helps members have 
healthy pregnancies. Based on the most recent HEDIS 
results, 90 percent of our Medicaid organizations are at 
or above the 75th percentile for timeliness of 
postpartum care. 


 Our pediatric preventive health program connects our 
youngest members with the care and service they need. 
For example, our Medicaid organizations in Florida, Missouri, and New Jersey are 


WellCare’s Approach to Managing and 
Improving Health Outcomes 


Our programs provide program recipients 
with safe, effective, person-centered, 


timely, efficient and equitable support so 
they can achieve their optimal state of 


health, well-being, and functioning. 
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above 85% for aggregate EPSDT screening ratios, well above CMS’ goal. 
 Our fully-integrated field-based physical and behavioral health care model has 


proven to reduce avoidable hospital admissions by 9 to 17 percent and inappropriate 
emergency room visits by 3 to 5 percent all while increasing use of outpatient and 
pharmacy services  


 Our comprehensive emergency room program encourages members to develop their 
medical home and addresses individual needs. In Missouri, for instance, the program 
has reduced inappropriate emergency room visits 14.9 percent. 


 Our highly specialized foster case management program has provided needed 
stability and more for vulnerable youth. For instance, following implementation of 
our program in Kentucky, many of these members remained in one home, in their 
communities, for more than a year - a significant improvement over the previous 
average change of placement of 3.2 times per year. 


 Our falls prevention program has reduced the incidence of falls among community-
dwelling, functionally compromised managed long term care members by five 
percentage points or 17 percent mitigating short- and long-term personal, family, 
and societal impacts of fall-related injuries. 


 Our evidenced-based COPD program is changing how COPD is managed and 
controlled. In Kentucky, for example, members admitted to the hospital or who 
required an ER visit due to a COPD exacerbation had a 31.86 percent increase in the 
dispensing of a systemic corticosteroid within 14 days and a 35.77 percent increase 
in the dispensing of a bronchodilator within 30 days. 


The success of these and other programs in managing and improving health outcomes is 
rooted in our disciplined approach to selecting areas for improvement, defining goals 
and objectives, designing programs and interventions, and monitoring and measuring 
effectiveness. These essential activities are further described in the sections that 
follow. 


APPLYING DATA TO DRIVE HEALTH IMPROVEMENT OPPORTUNITIES 
Measuring and managing health outcomes requires careful monitoring of behaviors and 
condition-specific changes as well as self-reported experience and levels of health and 
well-being. As a data driven organization, we use extensive data analysis to manage and 
improve outcomes at both the individual member and population health levels. Our 
systematic analysis allows us to identify opportunities to improve health outcomes, 
adherence to evidence-based guidelines, use of services, patterns of care and more. The 
power of our data is enhanced by our fully-integrated model which allows us to bring 
together physical and behavioral health data with data from pharmacy and social 
services. The marriage of this data allows us to evaluate the effectiveness of our 
clinical programs including member and provider engagement (e.g. pay-for-quality, 
member calling programs, quality practice advisors). Additionally, the data allows us to 
identify opportunities for improvement across a variety of categories and at numerous 
levels (i.e. state, region, provider, particular clinical condition or gap in care).  
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Success Story: Using Data to Continuously Improve Our Clinical Programs 


In 2015, we implemented our field-based case management program in four Medicaid 
markets. Data analysis revealed positive clinical results, but we found with our member 
identification and stratification algorithm and overall identification approach, we were 
just as likely to assign a field-based case management to a lower risk member as a higher 
risk one. So, at the end of the year, we revamped our identification and stratification 
algorithms to achieve much better targeting. 


The data also allows us to study where disparities may be present among certain groups 
or categories of members. Below are some examples of the internal data sources we use 
to identify opportunities for improvement and to design programs 


 Physical and behavioral health claims  Physical and behavioral health authorizations 


 Pharmacy claims  Case and disease management audits 


 Social service referrals  Care plans 


 Health risk assessments  Discharge planning documentation 


 Lab data (including results)  Electronic medical record data 


 HEDIS and EPSDT rates  Care gap reports and heat maps 


 Demographic and other socioeconomic 
data 


 Satisfaction surveys 


 Physical and behavioral health 
medical record reviews 


 


In addition to leveraging the internal data to manage and improve outcomes, we often 
enrich our analysis by including data from state registries (e.g., state immunization 
registries) and census as well as community-based socioeconomic data, environmental, 
and social service data. Doing so provides deeper insight into needs, which is then 
incorporated into goal setting. 


DEFINING SPECIFIC, MEASURABLE GOALS AND OBJECTIVES 
Once we have identified our key focus areas, we define and document goals and 
objectives. In doing so, we consider a variety of inputs including, but not limited to 


 Population-specific needs  Contractual requirements 


 National and regional benchmarking data  Accreditation needs 


Our programs aim to ensure every member with an identified care gap or clinical 
condition receives timely and appropriate care to meet his or her needs and optimize 
individual health and well-being. In striving for perfection, however, we establish 
realistic, interim targets to ensure we are continually making progress toward our goals. 
Our approach to defining goals and objectives goes well beyond understanding baseline 
performance to include understanding of critical elements such as root cause, 
contributing factors, and barriers. 
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Success Story: Accounting for Regional Differences in Goal Setting and 
Interventions 
Our Missouri affiliate is focused on ensuring members with asthma receive the proper 
medication to manage their asthma. Our data analysis revealed significant regional 
differences in asthma medication adherence so region-specific goals and interventions, 
such as enhancing targeted provider incentives, have been developed in partnership with 
local providers and community resources to drive dramatic change where it is needed the 
most. 


DESIGNING AND IMPLEMENTING INTERVENTIONS TO ACHIEVE DESIRED OUTCOMES 
Once we establish our goals and objectives and identify contributing factors, 
our team of experts designs the interventions and activities that will help 
manage and improve outcomes. Individual health improvement strategies and 
tactics vary based on needs but may include the following  


EXAMPLES OF HEALTH IMPROVEMENT TACTICS 


Tactic Examples 


Adopt (or modify) evidence-based 
guidelines 


 Pediatric preventive health guidelines 
 Diabetes clinical practice guidelines 
 EPSDT Guidelines 


Change coverage and payment policies for 
defined benefits to enhance access 


 Waiving authorization requirements 
 Adjusting drug evaluation review criteria  


Develop identification and stratification 
tools and methods 


 Readmission risk assessments for physical 
and behavioral health conditions, LACE and 
READMIT, respectively 


 Claim and health risk assessment predictive 
algorithm to identify members most at need 


Create, enable, or enhance access  Incent providers to offer extended or 
weekend hours 


 Telemedicine 
 Mobile health units 
 COBALT, online behavioral education 


therapy 


Offer enhanced benefits and services  Allowance for hypoallergenic bedding for 
members diagnosed with asthma 


 Free annual sports physicals for members 6 
to 18 years of age when provided by PCP  


 Free cell phones for teens in crisis (includes 
unlimited text messaging and programmed 
phone numbers for the members’ doctor, 
case manager and social worker) 


Implement social service and community-
based programs 


 HealthConnections Model, which connects 
individuals with needed community-based 
social services 


Provide general and targeted member and 
provider education  


 Targeted, condition-specific educational 
booklets and brochures 
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EXAMPLES OF HEALTH IMPROVEMENT TACTICS 


Tactic Examples 


 Newsletter articles 
 Web-based, gamified education programs 
 Social media engagement through Facebook 


and Twitter 


Give members and provider reminders 
(i.e., digital, in-person, mailed, 
telephonic) 


 Provide digital alerts to members through 
MyWellCare mobile application 


 Provide care gap reports to providers 
through provider portal and Quality 
Practice Advisors (QPAs) 


 Visit-specific continuity of care program 
that identifies all addressable member care 
gaps provided for a specific member after 
an eligibility check 


Offer member and provider rewards and 
incentives 


 Provider pay-for-quality program 
 OB enhanced payment program 
 Healthy Behaviors member incentive 


program 
 Behavioral 7-day follow up incentive 


program 
 Behavioral health Gold Card program 


Design monitoring and reporting tools  Detailed report of members who frequently 
use the ER for non-emergent issues 


 Heat maps showing concentration of 
members meeting high needs criteria 


 Heat maps showing particular care gaps by 
provider 


Implement supports (e.g., embedding staff 
in provider offices to do outreach) 


 Patient Care Advocates (PCAs) 
 Practice transformation support 
 Quality Practice Advisors (QPAs) 


Coach providers  Medical director coaching 
 QPA coaching 
 Pharmacy network improvement coaching 


Success Story: Increasing Breast Cancer Screening Rates in Hawaii 


Our Hawaii affiliate used feedback from local members to design a program to improve 
compliance with recommended screening mammograms. Local feedback revealed cultural 
sensitivities and discomfort which made it difficult for many women to seek 
recommended screening mammograms. Member feedback was incorporated into the 
resulting “Mammo Me, Mammo You” program. Operated in partnership with Queen’s 
Medical Center’s Women’s Health Center, the program was designed to increase breast 
cancer screening rates by educating local women about the importance of breast cancer 
screening, alleviating their fears, and assisting in appointment scheduling. The Queen’s 
Medical Center Women’s Health Center designated one day each month for members 
where members could receive culturally-appropriate education on breast cancer 
screening as well as personalized instruction on how to perform breast self-exams. While 
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there, members could have their mammogram in a relaxed atmosphere. Based on the 
program’s initial success, it was expanded to other parts of the state. As a result of the 
efforts, the HEDIS rate for breast cancer screening increased, showing significant 
improvement from 49.16 percent to 56.43 percent in 2013 and 2014, respectively. 


MONITORING & MEASUREMENT 
Following program design and implementation, our teams routinely monitor and measure 
the programs and interventions to ensure they deliver desired results and mitigate 
unwanted effects. Our balanced approach to monitoring and measurement includes 
evaluating changes in health status, measuring adherence to recommended preventive 
and chronic care management services and social service referrals, monitoring changes 
in use of services (i.e., physical, behavioral, pharmacy, social service), and measuring 
member and provider feedback (i.e., satisfaction, call volume, grievances). The results 
of our monitoring and measurement are reported to clinical and executive leadership 
including our local state medical directors, our quality committees, and related 
subcommittees for input and direction. The results and various inputs are then 
incorporated into formal program evaluation which is used to enhance our programs and 
activities going forward. 


EXPERIENCE MANAGING AND IMPROVING HEALTH OUTCOMES 
The following sections further describe examples of our experience in providing services 
and designing programs that manage and improve health outcomes of program 
recipients.  


WELLCARE’S EXPERIENCE IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 
The following are a few examples of our quality-related programs aimed at managing 
and improving health outcomes.  


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Childhood Preventive Health Program 


Description 


Our childhood preventive health program targets members, caregivers, and 
providers to reinforce the importance of the age-appropriate preventive 
services and screenings including preventive care, immunizations, and 
diagnostic testing, screenings and assessments. 


Program 
Goal(s) 


Connect infants, children, and adolescents and their families with appropriate 
preventive care and medically necessary treatment and services to correct or 
ameliorate health conditions to ensure that children have the best opportunity 
to grow into healthy, productive adults 


Program 
Outcomes 


Examples of how we are improving the health of children include: 
 Our Medicaid organizations in Florida, Missouri, and New Jersey are above 


85% for aggregate EPSDT screening ratios, well above CMS’ goal of 80% 
 Our Missouri affiliate is at or above the 80% goal for screening ratios for 7 


of 8 age bands (i.e., less than 1 through 20 years of age); our Florida and 
New Jersey affiliates are above the 80% goal for 4 of 8 age bands  


 Our Georgia Medicaid affiliate is the leader in HEDIS adolescent well care 
visits among all care management organizations in the state 


 Among PCPs who had at least one QPA visit, 65% of HEDIS measures 
improved. Measures that particularly improved included well child 15 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Childhood Preventive Health Program 
month visits (6 or more), well child 3-6 year old visit, childhood 
immunization (Combos 10 and 3), blood lead test, adolescent well care 
visits, and adolescent immunizations 


 Our Florida Medicaid affiliate improved 11 of 13 HEDIS measures (85%), 
including childhood preventive health measures, among provider practices 
with a PCA  


Program 
Interventions 


 Maintained pediatric preventive health guidelines for providers 
 Provided Healthy Behaviors (member incentive) reward dollars for 


members  
 Birth to 15 months who complete well-child visits per well-child checkup 


schedule (6 visits) 
 2 to 11 years of age who complete their annual well-child checkup 
 12 to 21 years of age who complete annual adolescent well-care 


checkup 
 Paid providers bonus payments for members compliant with 
 Well-child visits in the first 15 months of life  
 Well-child visits 3-6 years old 
 Adolescent well-care visits 
 Childhood immunizations  
 Immunizations for adolescents  


 Deployed QPAs to targeted providers to address care gaps, opportunities, 
and barriers 


 Implemented PCAs, WellCare staff embedded in targeted provider offices 
who conduct outreach calls to educate members and schedule appointments 
on behalf of the provider 


 Provided members with timely reminders when services are due through 
mobile application alerts, periodicity letters, telephonic reminder calls, 
and inbound calls to member services 


 Addressed gaps in care through field-based and telephonic case 
management 


 Provided PCP-specific utilization reports that include information about 
performance relative to peers and member-level information related to 
care gaps associated with well-child care 


 Delivered member education through member handbooks, newsletters, 
direct mail, mobile and web-based literature and games 


 Improved “reach rate” on members we were previously unable to contact 
through enhanced contact information 


 Audited provider performance through annual medical record review 
audits; coached and corrected, as necessary 


  


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Adult Preventive Health Program 


Description 
Our adult preventive health program targets members over 21 years of age and 
providers to reinforce the importance of the age-appropriate preventive 
services and screenings including immunizations, screening mammograms, 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Adult Preventive Health Program 
cervical cancer screening, colorectal cancer screening and more. 


Program 
Goal(s) 


Connect adult members with appropriate preventive services to prevent or 
ameliorate health conditions to achieve an optimal state of physical, 
behavioral and social well-being and function. 


Program 
Outcomes 


Examples of how we are improving the health of adults include: 
 Our New York affiliate is at or above the 75th percentile for both breast 


and cervical cancer screening 
 Improved 65% of HEDIS measures among PCPs who had at least one visit by 


a QPA. Some of the measures that responded particularly well and 
improved greater than the average include colorectal cancer screening, 
breast cancer screening and cervical cancer screening. 


 Our Florida Medicaid affiliate improved 11 of 13 HEDIS measures (85%), 
including adult preventive health measures, among provider practices with 
a PCA 


Program 
Interventions 


 Maintained adult preventive health guidelines for providers 
 Provided Healthy Behaviors (member incentive) reward dollars for 


members when they complete any of the following 
 Health risk assessment within 30 days of enrollment 
 Annual adult screening 
 Annual well-woman screening  


 Deployed QPAs to targeted providers to address care gaps, opportunities, 
and barriers 


 Implemented PCAs, WellCare staff embedded in targeted provider offices 
who conduct outreach calls to educate members and schedule appointments 
on behalf of the provider 


 Provided members with timely reminders when services are due through 
mobile application alerts, periodicity letters, telephonic reminder calls, 
and inbound calls to member services 


 Provided PCP-specific utilization reports that include information about 
performance relative to peers and member-level information related to 
care gaps associated with well-child care 


 Engaged telephonic and field-based case managers in closing care gaps 
 Delivered member education through member handbooks, newsletters, 


direct mail, and web-based literature  
 Improved propensity to reach members through enhanced efforts to gather 


contact information (i.e., telephone numbers) 
 Audited provider performance through annual medical record review 


audits; coached and corrected, as necessary 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Emergency Room (ER) Program 


Description 
Through our emergency room program, we help reduce emergency room (ER) 
expenditures by identifying and educating members who unnecessarily or 
frequently and inappropriately use emergency room services. 


Program 
Goal(s) 


Decrease inappropriate use of emergency rooms for low acuity, non-emergent 
diagnoses (i.e., pharyngitis, otitis media, upper respiratory infections) 


Program 
Outcomes 


Examples of how we are improving the health of adults include: 
 In our Missouri affiliate, where this has been a major focus, we reduced the 


percentage of inappropriate emergency room visits 14.9 percent, which 
equated to nearly $1 million in savings 


 Our Kentucky affiliate observed similar improvements in emergency room 
usage and associated reductions in emergency room-related costs 


 Our Hawaii affiliate has seen sustained year-over-year improvement in ER 
visits per 1,000 from 892.51 in 2013 to 767.52 in 2014 to 730.77 in 2015  


 In the fourth quarter of 2014, 65% of callers inclined to access the 
emergency room were diverted by the nurse line team to a lower level of 
care than originally inclined 


Program 
Interventions 


 Identified PCPs with high volumes of members seeking ER care as identified 
by claim reports and conducted targeted provider outreach  


 Routinely produced roster of frequent ER users and provided to PCPs to 
support efficient ER utilization 


 Coached providers regarding requirements for after-hours care and issues 
with provider office answering services 


 Identified members with high ER utilization as identified by claim reports 
and conducted targeted outreach to identify needs and implement action, 
as necessary 


 Referred members with complex needs to case management where 
underlying physical, behavioral, and social needs could be addressed 


 Rewarded high-performing PCPs who reduce avoidable emergency room 
utilization based on HEDIS 


 Conducted comprehensive outreach to homeless residents regarding ER use 
and importance of medical home 


 Adjusted ER payment policies for non-emergent services in select 
geographies (i.e., in Kentucky, for example, non-emergent ER services are 
now reimbursed at a triage rate of $50.00) 


 Promoted the 24/7 nurse advice line to support self-care and direct to 
appropriate setting 


 Promoted 24/7 behavioral health crisis line 
 Encouraged PCMH recognition given standards related to after-hours access 
 Enhanced discharged planning screening, protocols, and intervention to 


reduce the need for ER visits post-discharge Launched MyWellCare mobile 
application featuring advanced quick care service locator 


 Enhanced printed provider directories to include an easy to use index of 
providers offering extended and weekend hours 


 Distributed member educational regarding preventive and self-care 
including appropriate treatment of non-urgent conditions such as otitis 
media, pharyngitis, and upper respiratory infections  
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Emergency Room (ER) Program 
 Published information about appropriate ER use in member handbook, 


member newsletters, and new member welcome packets 


 
MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH QUALITY PROGRAMS 


WellCare’s Medication Therapy Management Program 


Description 


Our medication therapy management (MTM) program, The Healthy Living 
Program, is designed to proactively identify members who may be at risk of 
experiencing potential drug therapy problems and help prevent these problems 
from occurring. Using a proven combination of person-centered interventions 
targeted at prescribers, pharmacists, members, and other health care 
professionals, we manage health outcomes to help members live healthier, feel 
better, and take active control of their health. Our suite of programs includes: 
core safety and monitoring, medication reconciliation, medication adherence 
gaps in care, polypharmacy 


Program 
Goal(s) 


Optimize medication therapy and prevent drug therapy problems 


Program 
Outcomes 


Examples of our experience in improving health outcomes through MTM 
include: 
 Our Florida affiliate successfully decreased antipsychotic polypharmacy 


over 62 percent through our antipsychotic MTM program  
 Our Hawaii affiliate prevented inappropriate use of psychotropic 


medications for nearly ten percent of members equating to nearly 
$840,000 in savings annually 


Program 
Interventions 


 Used pharmacy claim and diagnosis information to identify members and 
prescribers to target through programs 


 Provided individualized, tailored provider messaging to promote 
appropriate medication use 


 Provided timely physician alerts regarding opportunities for combination 
therapy where clinically indicated 


 Conducted medication reviews through staff clinical pharmacists and 
consulted with members and providers as appropriate 


 Referred cases to special investigations unit, as necessary 


THE ROLE OF WELLCARE’S INTERNAL QUALITY ASSURANCE PROGRAM IN IMPROVING HEALTH 
OUTCOMES 
Our health improvement programs are executed under our internal quality assurance 
program (IQAP), which addresses the quality of clinical care and the quality of non-
clinical aspects of service. Our IQAP applies to all member demographic groups as well 
as the range of care provided, the care settings (e.g., inpatient, ambulatory, including 
care provided in private practice offices and home care), and services afforded to our 
membership (e.g., preventive, primary, specialty care, and ancillary). Our program 
scope includes  


 Member and program outcomes  Disease and case management 
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 Confidentiality  Cultural competency 


 Network adequacy  Credentialing 


 Preventive health  Quality of care and service 


 Service utilization  Appeals and grievances 


 Coordination and continuity of care  Member and provider satisfaction 


 Components of operational service 
(e.g., fraud, waste and abuse) 


 Reporting requirements 


Our IQAP features a defined structure with clear authority and accountability, 
appropriately experienced and trained personnel, comprehensive governance and 
oversight, and formal documentation. 


Quality Assurance Program Structure and Resources 
Our population health improvement efforts are led by our local medical 
directors and state-based quality teams and include all areas of the 
organization including, but not limited to, the executive team, disease 
management, data analytics, provider relations, network development, 
compliance, grievance and appeals, utilization management, case 


management and community outreach. Our local quality organization structure and 
staffing features best-in-class elements tailored to individual state needs and 
requirements. The following are examples of some of the key positions that help drive 
improved health outcomes  


KEY QUALITY IMPROVEMENT LEADERSHIP AND STAFF 


Role Description 


Medical Director Oversees all aspects of the quality program including data analysis, 
program design, and evaluation. Provides clinical oversight of 
preventive health and clinical practice guidelines in collaboration 
with local practicing providers and WellCare’s national medical 
policy committee. Oversees adherence to guidelines by clinical staff 
and network providers. Chairs designated quality committee and 
subcommittees. 


Behavioral Health 
Clinical Director 


Practicing licensed psychiatrists or psychologists who report to the 
medical director, where applicable. Maintain responsibility for 
quality program from a behavioral health perspective. Oversee 
implementation of the behavioral health aspects of the program. 


Quality Director Provide leadership and direction to the quality department to ensure 
quality objectives are met and population health improvement goals 
are achieved. Responsible for quality strategies and interventions, 
including the collection of relevant and meaningful indicators for 
monitoring and evaluating the quality and appropriateness of care 
and service across the continuum. Accountable for quality program 
descriptions, work plans, and annual evaluations. Oversee quality 
staff including quality practice advisors. 


Quality Improvement 
Nurse Specialist 


Coordinate the review of quality of care issues with the medical 
director and generating applicable reports. Review data from 
medical record audits for guideline compliance. Complete analyses to 
support performance measures for NCQA accreditation.  


Quality Improvement Serve as local subject matter experts for standardized quality 
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KEY QUALITY IMPROVEMENT LEADERSHIP AND STAFF 


Role Description 
Project Manager performance measures, such as HEDIS®, and project management of 


the medical record reviews. Perform HEDIS-related tasks, such as 
monitoring HEDIS through performance improvement projects (PIPs). 


Quality Improvement 
Analyst 


Conduct ambulatory medical record review to assess the quality of 
care delivered and documented. Evaluate and analyze data for 
EPSDT reporting. Develop PIPs, including those required by state 
agencies.  


Quality Improvement 
Coordinator 


Organize activities within the quality assurance department including 
coordination of committee meetings 


Quality Practice 
Advisor 


Assist targeted provider offices with improving their practice-level 
performance with preventive care and chronic care management. 
Using targeted HEDIS measures, our QPAs consult with providers and 
their office staff in person as well as telephonically. 
 


WellCare has also made significant investments in national quality support to enhance 
the effectiveness of our local quality improvement teams and their population health 
efforts. Led by our chief medical director of quality, our national quality team supports 
program design, data collection, data analysis (e.g. run charts, heat maps), and 
reporting functions for all of our affiliate care management organizations. The team 
includes 


 Our Quality Analytics department, which is responsible for analysis related to all 
aspects of quality from a pure quality improvement perspective including 
retrospective analysis and trend analysis. This skilled group of individuals is 
comprised of a team that has decades of health care analytics reporting experience 
providing data retrieval, management, and mining, report writing, heat mapping, 
provider-centric reports, member-centric program evaluation, barrier analysis and 
statistical analysis.  


 The Clinical Informatics and the Medical Economics departments, which are 
responsible for analysis that assists quality improvement through, predictive 
modeling, retrospective analysis, under- and overutilization and trend analysis from 
a financial perspective. This team uses data within our data management solution to 
analyze utilization rates such as number of days, admissions and readmissions, 
visits, and length of stay; unit cost, including cost per visit and per day; per member 
per month costs by cost categories (e.g., inpatient, outpatient); and claims payments 
against state Medicaid and Medicare rates. These teams also measure program 
effectiveness of new clinical innovations (e.g., the first phase of field-based case 
management rollout as well as the telemedicine initiatives). 


 The Operational Reporting team, which includes experienced developers who are 
adept at operationalizing key regulatory, quality, and performance reporting such as 
call center statistics, complaints, appeals, member retention, completion of health 
risk screenings, and pharmacy benefit manager performance. The primary focus of 
this group is to develop reports that are systematically generated on a routine (e.g., 
hourly, daily, weekly, monthly, quarterly, annually, or other) basis and are used 
either for regulatory purposes or for real-time monitoring of program performance.  


 The Advocacy and CommUnity-based Programs department, which maintains the 
technical systems to capture access and use of social services by members and their 
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families at the transactional level. (Use of a HIPAA-compliant business associates 
agreement allows for specific referrals and rigorous evaluation of outcomes.). In 
addition the team assembles community-based, public health data on which to 
identify health trends that could impact our membership. Using the social service 
referral data, we can identify potential gaps in social service availability to pilot 
community-based solutions for filling those gaps for our members, the families and 
the communities-at-large. The primary focus of this team is to create greater 
transparency of the social safety net and its positive impact on health outcomes.  


Quality Assurance Program Governance and Oversight 
Our state-specific Boards of Directors (Boards) are accountable and responsible for the 
quality of care and services rendered to our members as well as all aspects for our IQAP. 
Our Boards delegate oversight of the day-to-day operations of the quality improvement 
program to our local quality improvement directors, with support from state medical 
directors. Our Boards grant authority to approve specific quality improvement 
activities, including monitoring and evaluating outcomes, overall effectiveness of the 
program, and initiating corrective action plans, when appropriate, to our local quality 
improvement committee (QICs). Furthermore, our Boards delegate implementation of 
the utilization management program to the utilization management committees (UMCs), 
a subcommittee of the QICs. The QICs and UMCs are both chaired by our local medical 
directors. Reporting into our QICs and UMACs are numerous subcommittees including our 
compliance oversight, credentialing, cultural competency, service improvement, and 
delegation oversight committees. 


Results, conclusions, team recommendations, and implemented system changes are 
reported to the Boards at least quarterly. The Boards provide strategic direction to our 
IQAP and evaluate the degree to which the philosophy and scope of the IQAP is 
incorporated within each operational unit and across the operations.  


Quality Assurance Program Documents Guide Health Improvement Activity 
Our IQAP is formally guided by three crucial documents, which are state-specific and 
created annually. 


 Our IQAP Program Descriptions define our quality objectives and guide how we  
 Continuously monitor and analyze key clinical, safety, and service indicators 
 Manage disease and case management programs 
 Conduct member and provider outreach and health improvement activities for 


members 
 Ensure members have access to culturally and linguistically appropriate services 
 Develop and implement programs for members with special needs 
 Conduct performance improvement projects and select clinical and service 


studies in collaboration with the external stakeholders 
 Conduct oversight of delegated services and activities 
 Assess member and provider satisfaction through surveys 
 Coordinate activities across functional areas to improve care, safety, and service 
 Conduct oversight of risk management 
 Evaluate the effectiveness of the quality improvement program 


 Our IQAP Work Plans accompany our program descriptions and specify quality 
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improvement activities, responsible parties, the timetable for implementation or 
completion, and quarterly activity summary and accomplishments 


 Our IQAP Annual Evaluations address the overall effectiveness of our programs, 
including performance results and member healthcare outcomes. Our annual 
evaluations include 
 Summary descriptions of our programs 
 Major accomplishments, including an assessment of progress made in influencing 


safe clinical practices 
 Measures trended over time (e.g., HEDIS data, CAHPS data, organization-specific 


data) 
 Analysis and evaluation of outcomes including an assessment of the extent to 


which activities were completed and goals met 
 Identification and analysis of issues or barriers to achieving goals and limitations 


of the data or measures 
 Recommended interventions and actions to deliver further improvements  
 Evaluation of the adequacy of resources, training, scope, and content of the 


programs 
 Provider and member participation our programs 
 Quantifiable improvements in care and service 
 Results of external quality reviews 


WELLCARE’S EXPERIENCE IMPROVING HEALTH OUTCOMES THROUGH CASE AND DISEASE 
MANAGEMENT PROGRAMS  
The following are a few examples of our case and disease management programs aimed 
at managing and improving health outcomes especially for those with complex or chronic 
health conditions.  


Section 4.1.12.1d includes additional information about our case and disease 
management processes that support these tailored clinical solutions to drive 
improvement in health outcomes. 


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Field-Based Case Management Program 


Description 


Our integrated field-based case management delivers personalized, in-
person, cost-efficient care and improved health outcomes for members with 
highly complex healthcare needs. Through our field-based model, our 
physical and behavioral health case management staff directly observe the 
member’s home environment, food, family dynamics, and more, which is 
vitally important in addressing social determinants of health. These 
observations are then incorporated into the comprehensive needs 
assessment and resulting care plan. Through this model, our case managers 
are also able to seamlessly involve family members and caregivers. 


Program Goal(s) Improve health outcomes and optimize use of services among members with 
highly complex needs 


Program 
Outcomes 


Our integrated field-based case management program has proven to reduce 
avoidable hospital admissions by 9 to 17 percent and inappropriate 
emergency room visits by 3 to 5 percent all while increasing the use of 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


104







Section 4 
Company Background and References 


 
 
 


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Field-Based Case Management Program 
outpatient and pharmacy services. 


 
MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Specialized Case Management Program for Children in Foster Care  


Description 
We developed our WellCare Autism and Developmental Disability Special Case 
Management Service initially in Kentucky to keep children with autism and 
other development disabilities out of institutional care.  


Program 
Goal(s) 


Reduce dependence on inpatient acute facility placement through 
identification of and engagement with appropriate, community-based 
alternatives matched to meet individual member needs 


Program 
Outcomes 


 Some of these members successfully remained in one home, in their 
communities, for more than a year compared to the previous average 
change of placement of 3.2 times per year 


 Reduced medical costs by 43 percent (comparing six months prior to six 
months post intervention) 


 Enabled these members to have key relationships within their community 
including with their foster care parents, service providers, schools, 
churches, and social groups 


 Facilitated members reconnecting with family whom they had not seen for 
several years  


Program 
Interventions 


 Implemented specialized team of WellCare case managers focused on 
children in foster care  


 Partnered with state agencies and community-based organizations (i.e., 
Kentucky Department of Community Based Services) to find treatment and 
placement options for these members to move them from a primary 
inpatient acute facility environment (many in out-of-state facilities) back 
to homes in the community  


 Partnered with therapeutic foster care provider with the right funding 
flexibility from the state allowed us to increase options for these members  


 Applied trauma informed care models to connect children with providers 
who understood their specific needs  


 
MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Chronic Obstructive Pulmonary Disease (COPD) Program 


Description Our Kentucky affiliate managed a two year performance improvement project 
to improve medication compliance for those diagnosed with COPD. 


Program 
Goal(s) 


Increase appropriate testing for COPD and pharmacotherapy management of 
COPD exacerbations (as defined by HEDIS® technical specifications) and 
decrease hospital readmission rates for Medicaid members with COPD 


Program 
Outcomes 


 Increased the percent of members, age 40 and older, who were dispensed a 
systemic corticosteroid within 14 days following acute inpatient discharge 
or an ER encounter for COPD exacerbation 31.86% (from HEDIS 2014 to 
HEDIS 2016)  


 Increased the percent of members, age 40 and older, who were dispensed a 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Chronic Obstructive Pulmonary Disease (COPD) Program 
bronchodilator within 30 days following acute inpatient discharge or an ER 
encounter for COPD exacerbation 35.77% (from HEDIS 2014 to HEDIS 2016)  


 Increased the Use of spirometry testing in the assessment of COPD 7.22% in 
just one year 


Program 
Interventions 


 Engaged members in case management 
 Provided targeted information to providers and facilities regarding 


appropriate detection, diagnosis and clinical therapeutic care for members 
with COPD 


 Distributed targeted information to facilities identified as having 
readmission rates of 11% or greater within 30-days of discharge 


 Distributed care gap reports to providers who had members not being 
prescribed appropriate corticosteroids or bronchodilators within the 
appropriate timeframes following treatment for COPD exacerbations 


 Distributed targeted mailings to providers with members identified as not 
having a claim for spirometry testing 


 Developed clinical practice guidelines addressing discharge planning and 
care coordination at transitions and smoking cessation 


 Outreached to members with a new diagnosis of COPD identified as not 
having a claim for spirometry testing 


 
MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Disease Management Program 


Description 


Our disease management program is designed to be supportive to members in 
the lower risk levels who do not require intensive case management. Our 
disease management program staff has full view of the members’ assessments, 
case notes, and claims history which allows them to deliver targeted 
education, guidance and support for the primary chronic condition for which a 
member may need additional support. The six chronic conditions addressed in 
our disease management program include asthma, coronary artery disease, 
chronic obstructive pulmonary disease, congestive heart failure, diabetes, and 
hypertension.  


Program 
Goal(s) 


Improve overall management and control of select chronic conditions through 
improved adherence to recommended clinical practice guidelines 


Program 
Outcomes 


Examples of how we are improving the health of members with chronic 
conditions: 
 90% of WellCare’s Medicaid organizations are at or above the 75th 


percentile for nephropathy monitoring (based on HEDIS 2016 results)  


Program 
Interventions 


 Adopted condition-specific clinical practice guidelines 
 Provided telephonic coaching and counseling 
 Provided Healthy Behaviors (member incentive) reward dollars for 


members when they complete any of the following 
 a retinal or dilated eye exam in the current year (or had a negative 


retinal or dilated eye exam (negative for retinopathy) the prior year) 
 HbA1C lab test 


 Paid provider incentives for select services and results 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Disease Management Program 


 Comprehensive Diabetes Care - HbA1c < 8  
 Comprehensive Diabetes Care - Attention to Diabetic Neuropathy 


 Provided members with timely reminders when services are due through 
mobile application alerts, periodicity letters, telephonic reminder calls, 
and inbound calls to member services 


 Provided PCP-specific utilization reports that include information about 
performance relative to peers and member-level information related to 
care gaps associated with chronic care management 


 Deployed QPAs to targeted providers to address care gaps, opportunities, 
and barriers 


 Provided enhanced benefits, where appropriate (i.e., allowance for 
hypoallergenic bedding for members with asthma) 


 Conducted motivation interviews 
 Promoted the 24/7 nurse advice line for members to call any time they 


experience questions or concerns about their condition 
 Distributed targeted educational materials to help members learn about 


their condition including self-care 
 Delivered member education through direct mail using Krames materials, 


newsletters, and web-based literature  
 Audited provider performance through annual medical record review 


audits; coached and corrected, as necessary 


 
MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Maternal Child Health Program 


Description 


Our maternal child health program aims to help pregnant members have a 
healthy pregnancies and positive birth outcomes, especially members with 
complex medical needs or comorbid behavioral health conditions. Our program 
includes  
 Identifying pregnant members in the earliest possible timeframe allowing 


for timely and ongoing support  
 Enabling access to physical, behavioral, and social services 
 Ensuring and facilitating access to quality health care including connection 


to prenatal and postpartum services  
 Providing education and information on  


 Available resources 
 Health and wellness topics 
 Smoking cessation 


 Rewarding members for meeting healthy milestones in their pregnancy care 


Program 
Goal(s) 


Improve clinical outcomes for pregnant members and their babies through 
increased pregnancy identification and enrollment, early intervention, and 
education on the importance of prenatal care, appointments, and follow up 


Program 
Outcomes 


Examples of how we are improving the health of moms and babies include: 
 90% of WellCare’s Medicaid organizations are at or above the 75th 


percentile for timeliness of postpartum care (based on HEDIS 2016 results)  
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Maternal Child Health Program 
 Our Illinois affiliate studied the timeliness of prenatal and postpartum care 


among our maternal child health program recipients and found positive 
results. The rate of timely prenatal care was 81.6% among program 
members compared to 66.1% for non-members. Similar trends were 
observed with timeliness of postpartum care where 57.1% of program 
members had timely postpartum follow up, compared to 42.8% for non-
members 


 Our Missouri affiliate reduced NICU days by 30 percent in one year through 
the maternal child health program 


Program 
Interventions 


 Adopted pregnancy clinical practice guidelines 
 Offered OB enhanced payment allowing OB providers to earn an additional 


$1,200 per delivery if our member has six or more prenatal visits before 
delivery and completes a postpartum visit within six weeks of delivery and 
the provider provides evidence of predelivery pertussis vaccination and 
submits the SBIRT screening tool by end of the second trimester 


 Provided member incentives, including diapers, baby strollers and play 
yards, when members attend at least one prenatal visit during the first 
trimester (or upon enrollment) and when they attend one postpartum visit 
21to 56 days after the birth of the baby  


 Conducted pregnancy-specific risk assessment to determine members’ level 
of needed support 


 Enrolled high-risk members in case management with a registered nurse 
specially trained in high-risk pregnancies to support them 


 Conducted mid-pregnancy and postpartum status checks to assess changes 
in members’ status and level of need  


 Provided timely, targeted reminders about follow up care 
 Appointed WellCare CommUnity advocates to assist members in identifying 


and procuring resources such as housing and food supports to help stabilize 
a member’s socio-economic barriers so that she is able to place focus on 
her health and the health of her baby 


 Promoted the 24/7 nurse line and behavioral health crisis line 
 Offered Text4Baby – a free mobile information service, which is an 


educational program of the National Healthy Mothers, Healthy Babies 
Coalition 


 Distributed educational materials including the Mommy and Baby Matters 
Taking Care of Yourself and Your Baby book  


 Hosted free community baby showers to provide prenatal education and 
connect expectant mothers to community organizations and resources 


 Published information about pregnancy self-care in member newsletters 
and website 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


Specialized Case Management for Members with Severe Mental Illness (SMI) and Co-Occurring 
Chronic Medical Conditions 


Description 


Our specialized case management program, initially introduced in Kentucky, 
aims to improve health outcomes and quality of care for adult members with a 
severe mental illness (SMI) and any of five chronic medical conditions, including 
asthma, chronic obstructive pulmonary disease, diabetes, hypertension/heart 
disease, and acquired immunodeficiency syndrome (AIDS).  


Program 
Goal(s) 


Improve management of co-occurring SMI and chronic physical health conditions 
positively impacting member well-being and use of services (i.e., PCP and 
psychiatrist visits, ER visits, admissions and readmissions) and medication 
adherence  


Program 
Outcomes 


We conducted a 14-month study to measure the impact of the program and 
interventions. The study revealed that following implementation of the case 
management program 
 Outpatient and professional expenses improved by 24 and 11 percent, 


respectively 
 ER visits improved 10 percent during the same time period  
 Inpatient expenses improved by 66 percent 
 Total medical expenses for these members improved 31 percent 


Program 
Interventions 


 Implemented in-person integrated case management using a clinical dyad 
consisting of a nurse case manager and a social worker case manager 


 Facilitated specialized training inclusive of motivational interviewing, case 
management safety, and documentation along with condition-specific 
training (e.g., schizophrenia, bipolar disorder, anxiety, depression, suicide 
assessment/prevention, substance use disorder, asthma, COPD, diabetes, 
hypertension/heart disease and obesity)  


 Engaged members, their families, treating providers, and identified social 
support systems via in-person visits to coordinate needed care and assist 
the members in remaining stable in the community 


 


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Fall Risk Prevention Program  


Description 


Our managed long term care (MLTC) population in New York includes older 
adults and younger adults with chronic illnesses and activities of daily living 
deficiencies who require home care services for more than 120 days. Our 
population includes members who are functionally compromised and, 
therefore, at risk for falls. Given the high falls-risk associated with the age 
and frail condition of our MLTC members, we initiated a locally-based Fall Risk 
Prevention Initiative. The initiative was a comprehensive fall risk prevention 
and education program designed to reduce the risk of falls in our MLTC 
members who were found to be at high-risk for falling.  


Program 
Goal(s) Reduce the incidence of falls by ten percent in the first year 


Program 
Outcomes 


We reduced the incidence of falls among community-dwelling members by five 
percentage points or 17 percent, exceeding our initial goal of ten percent 
improvement 
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MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH TAILORED CLINICAL SOLUTIONS 


WellCare’s Fall Risk Prevention Program  


Program 
Interventions 


 Engaged members, caregivers, and providers in proactive, ongoing 
assessment of the members’ fall risk based on physical status, sensory 
issues, environmental factors, medication use, and cognition 


 Conducted tailored, person-centered fall prevention education and 
communication which included monthly telephonic outreach and in-person 
visits every six months 


 Completed medication reviews and requested modifications, as 
appropriate 


 Addressed muscle strengthening and correctable vision impairment 
 Completed a comprehensive home assessment every six months 
 Coordinated use of assistive devices to address physical and sensory 


impairment and keep members in home and community settings 
 Coordinated with health care providers and community-based 


organizations as part of our person-centered planning team (PCPT) 
approach 


 
Given the importance of fall prevention in terms of personal, family, and 
societal impacts and our initial success, fall risk assessment and intervention, 
including the comprehensive home assessment, is now a core component of our 
program. 


WELLCARE’S EXPERIENCE IMPROVING HEALTH OUTCOMES THROUGH SOCIAL 
SERVICE AND COMMUNITY-BASED PROGRAMS  
In addition to our quality and case and disease management programs, 
WellCare maintains dedicated programs to address social determinants of 


health as well as enhance access to education, resources, and services. While these 
programs are integrated throughout our organization, we would like to highlight how 
they improve health outcomes for program recipients in the table below. 


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH SOCIAL SERVICE SOLUTIONS 


WellCare’s HealthConnections Program 


Description 


HealthConnections, aims to improve the health and vitality of our members 
and communities by sustaining the social safety net. The model identifies 
available social safety net providers across the state, assesses existing and 
potential gaps in the social safety net network, and identifies ways to sustain 
the safety net network in response to significant Federal funding cuts. The 
model includes a database of community-based programs and services plus 
mechanisms to connect members to these resources along with community 
planning councils and a granting program. 


Program 
Goal(s) 


The primary goal of the HealthConnections model is to improve the health and 
vitality of our members and communities by sustaining the social safety net 
and quantifying its impact on health outcomes. 


Program 
Outcomes 


Earlier this year, the Robert Wood Johnson National Coordinating Center for 
Public Health Systems and Service Research, housed at the University of 
Kentucky, evaluated the HealthConnections program. The study of nearly 
8,400 HealthConnections recipients showed total medical spending was 
reduced by $450 for each social service accessed. The observed reductions in 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


110







Section 4 
Company Background and References 


 
 
 


Figure 16: Integrated, Person-Centered Care 


MANAGING AND IMPROVING HEALTH OUTCOMES THROUGH SOCIAL SERVICE SOLUTIONS 


WellCare’s HealthConnections Program 
medical spending are attributed to a 
 17 percent reduction in emergency room use 
 26 percent reduction emergency room spending 
 53 percent reduction in inpatient spending 


Program 
Interventions 


Now operating in 12 states, we have referred 15,000 individuals to more than 
50,000 social services offered through 150,000 resources. In addition, during 
this same period, we identified and closed more than 2,000 social service gaps. 
 


These examples of quality, case and disease management, and social service-based 
health improvement programs have been designed and implemented exclusively for 
Medicaid and Medicare members and providers. These programs have focused on 
improving health outcomes through a powerful and effective combination of access to 
services, education, reminders, incentives, and more. We believe these programs and 
interventions will deliver meaningful, lasting improvements in health outcomes for 
Nevadans thus delivering value to the State. 


D. Administering Medicaid utilization and case management programs; 


WellCare has more than 20 years of applied 
experience and skills administering Medicaid plans 
and currently serves more than 2.4 million Medicaid 
members. We work effectively with members who 


may have difficulty navigating the 
healthcare system due to health literacy 
issues, problems related to racial/ethnic 
health disparities and the lack of social 
or environmental supports. Our 


expertise, innovative solutions to meeting these 
challenges and high-touch approach to care will 
transform how Medicaid programs are administered 
in the Nevada. WellCare delivers a different kind of 
care:  


 Respectful, culturally-sensitive, and truly 
centered around the person 


 In-person, field-based case management 
program supplemented with telephonic support  


 Fully integrated—physical, behavioral, social and environmental supports (see Figure 
16) 


 Local teams built in the community with team members who are warm, caring and 
feel a call to serve the underserved  


 Backed by nationally based standards, evidence-based clinical guidelines and a 
wealth of technologies designed to contribute to members’ health, wellness, recovery 
and self-advocacy 
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Our flexible and adaptable continuity of care 
model is built on the idea that every member 
deserves support no matter where they are in 
their health journey—whether maintaining 
wellness with self-driven preventive care; 
managing a chronic, but stable, condition; 
suffering from a single, traumatic health event; 
or managing complex, multiple comorbid 
conditions requiring intensive support. Key 
features of the continuity of care model include: 


 Person-centered care treatment plans 
 Field-based, in-person staffing with 


geographically located case managers, field offices and welcome rooms  
 A fully integrated suite of programs to address case management, disease 


management, prevention, transition of care and discharge planning 
 Specialized programs to address specific member populations 
 Access to social services and supports for members who experience barriers to 


meeting their health and wellness goals  


Based on this care model and our uncompromising mission that “our members are our 
reason for being,” WellCare of Nevada plans to implement a person-centered and fully 
integrated approach to case management and utilization management that meets the 
requirements of the DHCFP.  


Member Story: Helping a Member Holistically Address Medical, Behavioral and 
Social Needs 


A 43-year-old WellCare of Kentucky Medicaid member, who suffers from hypertension, 
high cholesterol and depression, contacted WellCare because she was unhappy with her 
current primary care doctor. She also asked for help finding a gynecologist. Delores, a 
WellCare of Kentucky field service coordinator, visited the member at her home to 
conduct an assessment.  


During their conversation, the member told Delores that she also lacked reliable 
transportation, which caused her stress every time she scheduled a medical appointment. 
In addition, the member expressed interest in getting counseling because she had 
recently been having terrible nightmares that increased her feelings of depression. She 
also shared that she smoked a pack of cigarettes a day.  


Delores immediately began researching doctors for the member and found a primary care 
doctor for her within a Women’s Health Clinic, where she could also see a gynecologist. 
She then submitted a referral for the member to receive behavioral health counseling, so 
that the member could get treatment for her depression. Delores also worked with 
WellCare of Kentucky’s transportation vendor to provide the member with rides to and 
from her doctor’s appointments. Finally, Delores educated the member regarding the 
importance of monitoring and treating her hypertension, the benefits of quitting smoking, 
as well as the resources available to help her quit.  


Thanks to the face-to-face assessment of the member, Delores was able to holistically 
evaluate her medical, behavioral and social needs. Delores’ efforts will help the member 
proactively address her overall health and improve her quality of life. 


Proven Results 
Managed members showed an 


improvement in 7 of the 8 reviewed 
HEDIS measures:  


 Diabetes HbA1c Testing 
 Diabetes Eye Exam 
 Diabetes Nephrology Monitoring 
 COPD Bronchodilators 
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THE CASE MANAGEMENT PROCESS 
We use a proven case management process which begins with screening and 
identification of members likely to benefit from case management. We then stratify 
those members using proven stratification techniques to match members to the 
appropriate level of case management intensity. Our process continues with case 
management support of the member which includes the development of the person-
centered care treatment plan, active monitoring, reassessment and eventual graduation 
when the member is stable. 


SCREENING 
Health Needs Assessment Screening: New members to the plan are given a screening 
within 90 calendar days with special consideration given to pregnant members and 
children and adults with special healthcare needs. The needs assessment is given to 
these members within 30 calendar days of enrollment. 


The questionnaire assesses issues related to medical, behavioral, social and 
environmental factors, such as current health conditions, family and social support, 
number of medications and how many times he or she has been admitted to a hospital or 
visited an emergency room. There are also questions about lifestyle risks including 
tobacco use. The member is also asked about current preventative care use of a dentist 
or healthcare provider. Based on the answers to these questions, the screening is scored 
for overall risk. The screening is delivered through a variety of methods – phone, web, 
mobile and paper. Also, our member call center can track that a member needs a health 
needs assessment screening and can complete the screening when a member calls 
WellCare for other reasons.  


IDENTIFICATION AND STRATIFICATION 
We employ a number of strategies to identify members current to the plan who could 
benefit from case management and ensure they 
are afforded the opportunity of a full range of 
case management services to meet their unique 
needs. As an industry-leading practice, our 
algorithm to identify and stratify members based 
on need is fully integrated considering data from 
an array of sources and takes into account a 
variety of factors.  


WellCare’s algorithm takes a variety of inputs to determine a member’s risk and 
determine if they are a candidate for case management.  


Experiential Risk: The evaluation uses diagnosis and claims data, access issues, service 
utilization and cost, claims data, lab and pharmacy records. Currently, we use the 
nationally recognized Chronic Illness and Disability Payment System (CDPS) model, which 
is a diagnostic classification system developed by the University of California, San 
Diego. It classifies every diagnosis code on a claim, and assigns a score based on the 
severity of the diagnosis and how actionable that diagnosis would be for clinical 
intervention and case management. In addition, the algorithm can:  


  Determine the additional risk that occurs when certain, multiple comorbid 
conditions are present (e.g. serious mental illness co-occurring with congestive heart 
failure) or 


Proven Results 
Our case management services get an 
overall satisfaction rate of 97% (12,203 


members surveyed).  
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 Register additional risk factors based on the number of serious chronic illnesses 
reflecting that a member’s fragility of health increase exponentially with the number 
of conditions they face 


WellCare is currently adopting a new foundational algorithm which predicts the 
probability of one or more avoidable inpatient visit or emergency room visits and the 
probability of high avoidable resource utilization caused by upward disease trajectory.  


In contrast to relying on historical, static disease correlational models, the 
new algorithm applies machine learning principles that constantly mine 
WellCare’s data lake to search for more precise and nuanced indications of 
future risk. And, this approach allows WellCare to more seamlessly include 
and test the value of other non-traditional data sets (such as community 
socioeconomic data, call center and contact data, and home visit 


information). 


In addition, we use a compliance index to identify how active members are in their 
health, the best methods to engage them and their overall responsiveness. This 
Compliance Index was developed originally by RxAnte® to increase medication adherence 
based on members’ historical patterns of compliance and their responsiveness to a 
variety of interventions – mailing reminders, web/mobile flags, IVR, live calls from both 
coordinators and pharmacists as well as the success of our case management program. 
WellCare is expanding this index to include more medications and supplement the data 
sets to a member’s compliance with other evidence based preventive guidelines (e.g. 
following the EPSDT periodicity schedule, regular maternal/child health protocols or 
other wellness recommendations). This index is used by our telephonic and field disease 
and case managers (as well as our quality and specialty teams) to improve our outreach 
and clinical effectiveness. 
For example, before 
designing an intervention 
to improve EPSDT 
compliance, our quality 
team can stratify members 
for the best mode of 
communication. Or, our 
field CMs can understand 
how active a member is in 
their own health before 
their first visit to adapt 
his or her motivation 
interviewing techniques 
and teach back approach. 


Transitional Risk:  


A member’s transitional risk between health facilities or from hospital to home is 
determined by the LACE discharge risk tool, (which uses Length of stay, Acuity, 
Comorbidity, and prior hospital and Emergency room use) and the READMIT tool, which 
uses similar measures for behavioral health. Both tools score members and provide an 
analytical output with member’s prioritized for case management. WellCare’s analytics 
team has validated the predictive ability of these tools and enhanced them with further 
refinements. This transitional risk score informs the discharge care plan and the 


Figure 17: Stratification Process to Optimize Member Case Management 
Assignment 
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intensity of a member’s needs, and helps us to determine who needs to be transitioned 
to more intense case management. 


Figure 17 illustrates how these risks are used to determine level of case management. 


Data mining and risk stratification are effective ways to identify members with the 
greatest need for case management. In particular, all of these identification and 
stratification approaches are integrated into a single identification approach with a 
comprehensive view of a member and their needs. However, we also rely on non-claims-
based data identification methods including referrals, case rounds and event triggers 
(e.g., transitioning into a new case management organization, discharge from an 
inpatient facility, crisis call or referral from a community-based service provider). 
These non-claims-based methods are outlined in the following table.  


NON-CLAIMS BASED IDENTIFICATION SOURCES  


Enrollment files with pregnancy, special health care needs, etc. 


WellCare’s welcome call to members and initial Health Risk Assessment 


Lifestyle Health Screening Tool – Johnson & Johnson Succeed SnapShot  


Pregnancy risk screening 


Member or caregiver requests 


Provider referrals 


Prior authorization 


Discharge planning and retrospective review 


Disease management 


Community program referrals (WIC, First Steps) 


24/7 Nurse Line and Behavioral Health Crisis Line 


CommUnity Assistance Line – a community resource line 


Event Triggers 


Transition of care initiated by another case management organization 


Reports on frequent ER utilizers, pharmacy usage or pharmacy adherence issues 


Geographic population health analysis 
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In addition to the components 
above, algorithms are used to 
identify specific impactable 
conditions, such as pregnancy, 
behavioral health conditions, 
asthma, coronary artery disease, 
congestive heart failure, chronic 
obstructive pulmonary disorder, 
diabetes, hypertension, AIDS/HIV 
and children with special needs. 
The condition-specific model 
stratifies the results for each 
member into a clinical risk group 
based on diagnosis, procedures 
and pharmacy claims information. 
In cases where we do not have 
claims history, we use the 
initial health needs 
assessment screening 
(conducted by telephone during member welcome calls and included in the member 
welcome packet, through the Member Services center, website or mobile app) to identify 
urgent and special health care needs and place members in risk levels. For members in 
clinical risk groups, case managers conduct further evaluations using the Comprehensive 
Risk Assessment that address medical, behavioral, social and environmental needs in 
depth (described below). Our model for identifying members is summarized in Figure 18. 


Assignment of Members to Case Management 
Members identified monthly via the algorithm are next sent through a daily process 
referred to as “the LAW” (Lead Assignment Warehouse). This LAW process is used to 
prioritize the members based on the algorithm score along with recent activity noted 
from other referral sources including: Direct Referrals, Discharges, Special Populations 
(Lead, HIV, etc.).  


The LAW Process is a daily computing process that reviews a collection of databases for 
member information and criteria identified previously by the algorithm process. The 
LAW then prioritizes the referrals in a ranked order for daily case management 
processing. This process reviews and edits for termed members, currently open or 
participating case management members and those that recently declined case 
management program participation. 


Finally, the daily LAW process will automatically assign members based on Algorithm 
Rank and recent findings to the appropriate program for case management outreach. 
The rosters are maintained by each market and are used to make final assignments. (See 
Figure 17.)  


Connecting Members to the Right Intensity of Services 
Members are then placed into one of three case management levels. Those 
in the highest clinical risk group are referred to case management for 
further evaluation.  


 High: Members with the greatest risk and most complex conditions 


Figure 18: Scoring and Data for Case Management Recommendation 
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and needs. These members require the highest level of case management intensity. 
Case management of these members is in-person with case managers meeting 
members in their homes and communities, the physician offices, and appropriate 
settings as needed. The case manager contacts the member frequently to assist with 
the transition of care, health appointments, and referrals to various health or social 
service providers. Frequency of case management is often weekly or more frequent 
but is based on individual members’ needs and desires.  


 Medium or Moderate: These members are moderately complex. The member needs a 
moderate level of interventions; therefore, the case management outreach is 
primarily telephonic. However, if a change in intensity of member’s needs occurs 
then the member will be referred to an in-person case manager for the most 
appropriate support. The case manager assesses the member’s health and develops 
a care plan aimed at improving his or her risk level. The case manager assists with 
education, referrals, transportation and community-based services. The case 
manager reviews and revises the care plan as the member’s health status or goals 
change or are completed. 


 Low: These are our members with the least complexity and lowest risk and often end 
up in case management only as the result of a single impactable condition. These 
members are stable and with a few strategic goals and interventions addressed in 
their care plans. The member requires only periodic support and monitoring; 
therefore, case management outreach is telephonic and includes use of mailers and 
printed materials. Members in this group may also be referred to disease 
management for disease specific education, and monitoring. 


Member Story: Reducing Emergency Room Visits for our Youngest Members 


A two-year-old boy with asthma and allergies began experiencing breathing issues which 
led to shortness of breath and several emergency room visits. He experienced episodes of 
bronchitis and received ear tubes with continued ear infections. Following a move across 
the state of Florida, the family was not familiar with the providers necessary to care for 
their child. Additionally, the family found “money to be tight” and could not afford the 
new breathing tubing needed to provide the frequent nebulizer treatments nor the dental 
visit to address a potential dental cavity.  


The child was referred to case management. When the case manager met with the family, 
she assisted the family in finding a pulmonologist to test the member for allergies and 
address environmental triggers, as well as to obtain a prescription for nebulizer 
tubing. The family was then assisted in finding an ear, nose and throat specialist to 
evaluate the continued ear infections and functioning of the ear tubes. The case manager 
also assisted in getting a dental referral and linking the family to important community 
resources for food and financial assistance. The partnership to find health care providers 
and local resources enhanced the family’s ability to better care for their son and navigate 
their new community. Additionally, the family was introduced to WellCare of Florida’s 
over-the-counter benefit to use with community supports for food and financial 
assistance. This partnership with case management and community resources has reduced 
the episodic breathing difficulties for this young member and reduced “scary” emergency 
department visits.  


CARE PLANNING 
Case managers connect with high and medium risk members to complete a 
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comprehensive clinical assessment of the member’s medical, behavioral, socioeconomic, 
psychological, environmental and functional needs within 30 days of referral. The 
assessment is critical for the case manager to collect and analyze information related to 
the current or proposed care plan to help us determine the best care for the member’s 
individual needs. 


Comprehensive Assessment for Members Identified for Case Management 
The goal of this stage is to optimize health and well-being for each enrolled member by 


 Assessing the member’s cultural, social, physical and behavioral health for current 
and historical state  


 Assessing for cultural differences to ensure these are respected 
 Identifying urgent and short-term needs to accelerate access to needed services and 


care 
 Providing individualized health education to assist the member to set and meet 


health and personal goals 
 Evaluating the member’s environment and natural support network 
 Including family members in plan of care and goal setting 
 Identifying social barriers and linking members to corresponding social safety net 


services 
 Identifying the member’s support structure and engagement with their primary care 


provider, specialists, and other key providers 
 Understanding the member’s engagement in his or her own health and readiness for 


change, health literacy, ability to self-manage and motivational triggers 
 For the most seriously ill, assessing the member’s needs to live safely and 


successfully in the least restrictive setting of their choice 
 Assessing palliative care needs and end of life care planning, as needed 


Since WellCare is a fully integrated plan, we have developed additional conditional 
assessment opportunities to make sure we are assessing for behavioral and other serious 
health conditions and reacting appropriately based on a member needs. To that end, we 
use the following validated screening tools as part of the comprehensive assessment 
process and throughout our case management program to identify and assess a 
member’s mental health and substance use conditions: 


 CAGE/CAGE AID (Drug and alcohol use screening tool for individuals 16+) 
 CRAFFT (Screens for high-risk alcohol and other drug disorders for individuals ages 


12 to 21) 
 PHQ-9 (Depression screening tool for individuals age 13+) 
 Edinburgh Postnatal Depression Scale, a screening tool for postpartum depression 


Additional individual assessments are used for 


 Identification of member barriers to case management (physical, psychosocial, 
family/home and environmental, transportation) 


 Review of the member’s current health status including adherence to care plan, self-
monitoring, medical testing and health behaviors such as nutrition, tobacco and 
exercise 
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 Review of member’s health including evaluation of medical and behavioral 
comorbidities and other health conditions (i.e. cognitive deficits, functional status 
including physical limitations, etc.) 


 Obtaining medication history 
 Obtaining past medical history 
 Identification of cultural and linguistic preferences or limitations (providing 


assistance as needed) 
 Documenting lab history and clinical indicators related to the member’s conditions 
 Providing materials and information to caregiver, with member consent 
 Gathering information to create a care plan with member specific, disease focused 


goals, interventions, follow-up and outcomes 
 Gathering information about additional external community resources used by 


members, as appropriate 
 Medical home status and access issues 
 Symptom assessment related to the condition 
 Determining functional status including physical limitations 
 Health care utilization 
 Identification of special needs, considerations and exceptions 
 Evaluating readiness for change to improve health 


These screening tools have associated trigger points at which members are referred 
immediately for behavioral health or to one of our specialty case management 
programs. If members are identified as experiencing a serious mental health crisis, our 
case managers will immediately implement our crisis call protocol to ensure member 
safety and further crisis assessment. 


Developing The Care Plan: The Member’s Blueprint for Success 
Using the information in the comprehensive assessment, the case manager 
supports the member in developing a person centered, culturally sensitive, 
individualized care plan according to his or her needs. Our One Team 
approach to person-centered care treatment plan development ensures that 
input from the member or caregiver and the interdisciplinary team are 


reflected in the plan. This team includes the case manager, appropriate providers and 
other advocates and case coordinators as needed. The individualized care plan is 
developed with prioritized goals and actionable interventions and addresses physical 
and behavioral health goals as well as functional and psychosocial goals. Our care 
treatment plans are guided by industry clinical guidelines and interventions.  


Through evidence-based methods, we incorporate the member’s perspective on his or 
her health, his or her level of health literacy, cultural and faith-based beliefs and his or 
her personal goals for health status. In this regard the member’s goals are expressed in 
personal terms, such as, “I want to be able to walk in the park without losing my 
breath,” instead of, “I want to better control my COPD.” We seek to frame goals in 
meaningful statements that fit the person.  


WellCare’s care plans are designed to be personal, time-specific and realistic, culturally 
appropriate and consistent with the abilities and desires of the member or caregiver. 
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References the condition specific Clinical Practice Guidelines and include:  


 Prioritized goals 
 Timeframe for reevaluation 
 Addressing comorbidities and integration of physical and behavioral conditions 
 Resources to be utilized, including the appropriate level of care  
 Planning for continuity of care, including transition of care and transfers  
 Collaborative approaches to be used, including family participation 
 Self-management plan including a crisis or emergency plan, if applicable 
 Identification of barriers to meeting goals or complying with the plan  
 Identification of lifestyle issues related to the condition 
 Facilitation of member referrals to resources, and follow-up process to help 


members act 
 Development of a schedule for follow-up and communication with members 
 Monitoring the member’s progress toward achievement of the plan and goals 
 Sharing with the member educational materials with condition-specific safety tips 


and management strategies 


The case manager provides a copy of the care plan to the member’s primary care 
provider and other relevant providers. Members are given the opportunity once again to 
review the plan. WellCare in developing a single-use URL system that will allow 
individual care treatment plans to be available through a secure portal to streamline 
sharing with providers. At this time, the plan is mailed, faxed and made available 
through the secure provider portal. 


Cultural Competency: A Key Part of Care Planning  
The care plan is designed to be accessible to members who have disabilities or have 
limited English proficiency. All clinicians are trained in cultural sensitivity, and we hire 
a diverse case management team recruited from the communities they serve. Since our 
care plans are individualized and personalized, they can be tailored to ensure that a 
member’s cultural or religious preferences are respected and honored. 


WellCare makes certain that member outreach and education within the case 
management program are accessible and sensitive to the diverse membership we serve. 
Our objective is to provide language- and culturally supportive assistance to all program 
members. Clinical and non-clinical staff, as well as our providers, are subject to these 
cultural competency measures: 


 Identify opportunities to remove linguistic/cultural barriers to availability and 
accessibility to care 


 Increase activities that will increase the plan’s cultural competence 


Specific activities include the following:  


 Cultural competence training for all associates on hire and annually thereafter which 
educates about the need for understanding of and respect for cultural differences 
when interacting with members  


 Promoting development of a staff of qualified, diverse and culturally competent 
employees 
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 Providing staff with access to a National Language Line to provide translation 
services when needed or requested 


 Collecting and analyzing applicable feedback from members about programs, quality 
initiatives, member materials, and other education and outreach tools. 
Opportunities for improvement are identified based on these results and addressed. 


CASE MANAGEMENT SUPPORT: WORKING WITH MEMBERS TO ACHIEVE OPTIMAL HEALTH 
OUTCOMES 
Through collaboration with the member, 
caregivers, and providers, the case manager 
or behavioral health case manager is the 
primary contact to monitor the member’s 
progress toward goals documented in the care 
plan. Based on the member’s needs, we 
provide in-person or telephonic case 
management with regular touch points with 
the member to ensure goals on the care plan 
are being met and conduct interventions as 
necessary to ensure the member is reaching 
their goals. As part of the interdisciplinary 
care team, case managers have the flexibility 
to respond to behavioral health issues, 
pharmacy adherence, community health needs 
and cultural concerns. The interdisciplinary 
care team collaborates with the case manager 
to provide additional monitoring and support 
for the member. This team “wraps” the 
member in care to include rounds, consultations, care coordinators, behavioral health, 
other medical practitioners and others as appropriate. Additionally, if significant 
medications are in use, the pharmacist is included in clinical care rounds, 
interdisciplinary care team meetings or may provide a medication reconciliation 
consultation. 


A member’s needs may change throughout his/her enrollment in case management, and 
our approach is flexible and dynamic to respond to changes. The care treatment plan is 
reviewed as frequently as needed based on the member’s clinical condition, but not less 
than monthly. The case manager reviews the plan to determine the status of all existing 
activities/interventions and to ensure actions are completed by the established 


timeframes. A care plan is not static and as a member’s needs, goals and 
conditions change, so does the care plan. A member’s case management level 
can also change as his/her condition status improves or worsens and as goals 
are met or reevaluated. All follow-ups, notes and contacts with the member, 
as well as referrals, are documented in the member’s electronic medical 
record. 


As an integrated plan, we have the flexibility to respond to behavioral health issues. 
When a behavioral health issue is the driver of change, a behavioral health case 
manager will lead the team to drive solutions that are most responsive to the individual 
member’s current and critical needs. (See Figure 19.)  


Figure 19: Continuous care plan monitoring 
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Member Story: Partnering to Help a Member Achieve Self-Management Goals 


A 51-year-old woman with a history of hypertension, obesity, elevated cholesterol and 
pre-diabetic lab values was struggling with how to manage her health issues. The member 
was interested in making changes in her health; however, she was unsure where to begin 
with diet, exercise, blood pressure, stress and cholesterol management. She enrolled in 
the case management program in September 2015. The focus of her care plan was on 
better management of her hypertension and addressing nutrition and weight 
management. The member reviewed several materials shared by her disease manager 
including evidenced-based information on hypertension and developing a weigh 
management plan. Additionally, the member and disease manager talked about 
hypertension and its complications along with diet, exercise, medication adherence and 
how to manage her stress. The member also enjoyed the strong support of her provider 
for dietary changes and weight management. 


Success for this member included the use of her WellCare complimentary blood pressure 
cuff once per week. She recorded her most recent blood pressure of 120/75, which 
exceeded her goal. She also saw a positive trend in weight reduction from a high of 249 
pounds in September 2015 to a current weight of 210 pounds in May 2016. The member 
recognizes this will be a journey to change her lifestyle to improve her weight, 
cholesterol and hypertension, but she is encouraged and proud of her accomplishments 
and sees the value in the steps she has taken and the support of the case manager. 


Education Materials and Outreach  
Education and outreach materials are provided to members from the moment they are 
enrolled in case management. Members newly enrolled in case management are 
welcomed with a letter that identifies how the member became eligible to participate, 
and provides information on how to opt out of further services.  


Through telephonic and in-person contact and mailed Krames® education materials the 
program educates members to improve understanding of their condition and the factors 
that impact their health status, such as diet, nutrition, lifestyle choices, exercise and 
medication compliance. Use of evidence based educational materials improve member’s 
health literacy and encourage members to engage in self-care and active management of 
their health to: 


 Become proactive and effective partners in their care 
 Understand the appropriate use of resources needed for their care 
 Identify precipitating factors and appropriate responses to reduce acute problems  
 Achieve compliance and cooperate with the recommended treatment plan 


Additionally, we offer a number of member programs and tools to direct for members to 
direct their own care upon completing the case management program, including: 


 The Healthy Behaviors program, which offers wellness incentives such as gym 
memberships or smoking cessation incentives 


 Johnson & Johnson Succeed Snapshot, a web-based lifestyle screening tool for 
members to take in the comfort of their own homes and at their own pace to provide 
a personalized guide to health improvement actions 


 Cobalt Therapeutics, a web-based behavioral health program for members to access 
counseling services online to drive their own management of insomnia, anxiety, 
depression and substance use 
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Provider Engagement in Case Management 
Our case managers directly contact providers to raise awareness regarding 
the services available to members and how they can support members in 
managing chronic conditions and assist them in meeting recovery goals and 
improve risk factors. Our case management team will reach out to providers 
via phone calls, faxes, letters and/or in person office visits to partner for the 


creation of a person-centered care plan that 
incorporates the provider’s treatment plan and 
direction, clinical status updates and collaboration to 
improve member’s health status.  


The case management program specific information is 
shared via:  


 Provider manual 
 Provider newsletter articles 
 Provider portal 
 Specific care gaps reports 
 Direct or in-person provider outreach 


The provider manual and provider newsletters are 
available to providers online through the provider 
portal and contain detailed information about case 
management including targeted disease and condition 
programs, types of services provided and process for 
referring members into the program. All providers are 
mailed a notification postcard with any change to the 
manual and directions to the website.  


Clinical Rounds 
Clinical rounds provide an opportunity for clinicians to 
discuss member’s whose conditions are complex or 
especially unique. The clinical rounds will be led by 
WellCare of Nevada’s chief medical director, and are 
interdisciplinary collaborations with the focus on 
identifying additional supports needed, reducing 
unnecessary utilization, improving coordination of care for the most challenging cases 
and optimizing discharge planning. The team is composed of the case manager, 
pharmacist, utilization managers, discharge planners, social workers, the primary care 
provider and specialists. Additionally, the team will assess if the addition of an in-
person case manager should be utilized to focus on improving health goals and outcomes 
and will discuss plans for transition of care, when appropriate. Figure 20 shows an 
overview of WellCare’s clinical rounds.  


INTERDISCIPLINARY CARE TEAM 
The collaboration of the caregivers and health care professionals that interact with a 
member are invited to participate in the interdisciplinary care team (IDT). This team 
will review and offer input and guidance to the member’s prioritized care plan goals to 
achieve improvement in management of the key barriers and health conditions that are 
to be addressed. The IDT is initiated upon the launch of a case management relationship 


Figure 20: WellCare Clinical Rounds 
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to gather the key individuals (care giver, primary care provider, specialist, physical 
therapist, counselor, etc.) that can support and guide the member to eliminate barriers 
and begin a series of interventions defined to address the health care problems that the 
member faces. The IDT meetings are called after sharing the member’s care treatment 
plan with their permission and focused on a collaboration to support the member’s 
progress.  


GRADUATION FROM THE CASE MANAGEMENT PROGRAM 
When a case manager assesses the member is stable and has achieved all goals 
documented in their care plan, the member “graduates” from case management and is 
discharged from case management to self-management and provider care with periodic 
follow-up from a case manager. For example, for perinatal members, discharge from 
case management occurs no sooner than 6 – 8 weeks after delivery allowing the case 
manager to ensure appropriate postpartum care is received and mother and baby are 
healthy and have been successfully linked to community services and support, if 
necessary. Graduation may also include referring a member to a disease management 
program or providing periodic education materials in the mail for key conditions. A 
member is provided with the right to contact the case manager if health care concerns 
arise in the future or if their needs escalate. If this occurs, the member may be re-
enrolled into the care management program.  


Members may also be transitioned from case management when they are no longer 
covered by a WellCare plan. In this instance, the case manager works with the new 
plan’s case manager to assist with transitioning the individual. 


Member Story: Supporting a Member and her Family as She Fights Serious Illness  


A 12-year-old member was diagnosed with a brain tumor, which resulted in frequent 
hospital visits and testing. The member was referred to WellCare’s complex case 
management. The case manager visited with the member and her mother, who stated 
that she was having trouble keeping up with everything, but the family was trying to stay 
strong and fight. She stated that her daughter had six months of chemo and the brain 
tumor shrunk but would be starting radiation, every day, for the next six months. The 
member had a stroke and lost fine motor skills and was getting occupational (OT) and 
speech therapy (ST). The member was not eating well due to the chemo. The family did 
not have transportation and money was very tight. 


The case manager worked with the mother in many areas of need for her family. She 
assisted in arranging transportation for her and her daughter to get to chemo treatment. 
She was able to assist in connecting the family to WellCare of New York’s supplemental 
transportation vendor as the member was getting sick on the bus and her immune system 
was dropping due to all the chemo. The case manager helped the mother with 
coordination of chemo visits, OT and ST, provided education about diet and eating. In 
addition, she assisted the family in researching community assistance for help with 
utilities and food assistance. She assisted the family in completing paperwork for an 
authorization for nutritional drinks, like Ensure. The behavioral health needs of the 
family were also addressed, and the family was offered counseling services to help cope 
with this stress and change in family responsibilities. The member was in case 
management for three months, and when her benefits terminated with the WellCare plan, 
she was transitioned to another plan.  
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SPECIALIZED PROGRAMS FOR TARGETED MEMBER POPULATIONS 
Our Case Management programs include but are not limited to these conditions: 


 Congestive Heart Failure (CHF) 
 Coronary Arterial Disease (CAD) 
 Hypertension (excluding Mild Hypertension) 
 Diabetes 
 Chronic Obstructive Pulmonary Disease (COPD) 
 Asthma 
 Severe Mental Illness (SMI) 
 High-Risk or High-Cost Substance Abuse Disorders 
 Severe Cognitive and/or Developmental Limitation 
 Recipients in Supportive Housing 
 HIV 
 Members with complex conditions 


Regardless of diagnosis, however, we will offer case management to members whose 
health conditions warrant a greater level of care and support. Our special programs in 
case management are described below. 


Member Story: Helping a Member Manage Multiple Conditions to Improve Quality 
of Life 
Dewana, a WellCare field service coordinator, visited a 57-year-old WellCare of Kentucky 
Medicaid member with COPD, diabetes, hypertension, depression, and chronic back and 
hip pain, who had recently had hip replacement surgery. During the visit, Dewana learned 
that the member was using a nebulizer four times per day and oxygen as needed to 
manage his COPD, and was checking his blood sugar levels daily to manage his diabetes. 
However, the member was not able to actively monitor his hypertension, and it had been 
many years since he had his eyes checked, even though he had difficulty seeing. The 
member also had social service needs, including a lack of adequate nutrition. 


To address the member’s vision and social service needs, Dewana checked WellCare’s 
HealthConnections Referral Tracker (HCRT), a database with approximately 7,900 
Kentucky-based community organizations that WellCare refers its members to for social 
services support. She located the Kentucky Vision Project and helped the member fill out 
an application for glasses. She then helped the member get food and financial resources 
through Lexington Rescue Mission’s Grateful Bread Food Pantry and Christian Appalachian 
Project. Dewana confirmed with the member that he was using Rural Transit Enterprises 
Coordinated (RTEC) for community transportation services. She also ordered the member 
a blood pressure cuff, and provided educational materials on COPD, hypertension, 
diabetes and fall prevention. The member was grateful for the assistance Dewana 
provided, which is allowing him to better manage his surgical recovery and complex heath 
issues, and ultimately help him to improve his quality of life. 


HIGH RISK OBSTETRICS CASE MANAGEMENT  
Pregnant members are identified at the earliest possible gestational age via the health 
risk assessment responses, pregnancy service authorizations, medical claims and state 
pregnancy report notification. This program is in partnership with Optum for pregnancy 
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risk assessments and prenatal case management, which provide both in-person and 
telephonic outreach similar to the base program. Through this program, we also manage 
high risk pregnancy conditions with specific disease protocols such as diabetes, high 
blood pressure, pre-eclampsia, and substance use. 


Upon notification, the member is contacted to conduct a Pregnancy Risk assessment and 
offer supportive educational materials including a Pregnancy Guidebook. The healthy 
pregnancy rewards are shared to incent timely and appropriate prenatal and postnatal 
care for moms and babies. The risk assessment may identify a member's current or 
potential risk of preterm labor or health complications and will generate a referral to 
the high risk case manager for enrollment in a specialized program to closely support 
and guide the at-risk pregnant mom to the healthiest delivery and birth possible. All 
pregnant members assessed and managed will receive post-partum contact to support 
and educate on postpartum visit, breast-feeding support, Postpartum Depression 
screening, WIC and well-baby provider visits.  


Finally, mothers whose infants experience a NICU admission will receive special support 
for the infant’s first year of life to provide support to address the subsequent high risk 
factors which could include congenital birth defects, Neonatal Abstinence Syndrome, 
developmental delays or medical equipment such as an Apnea monitor.  


WellCare partners with specialized home health providers to support members who 
require 17P or Makena injections during pregnancy to prevent future preterm births. 
These weekly injections are offered beginning as early as 16 weeks gestation through 36 
weeks. Pregnant members who are facing transportation issues or are on bed rest may 
require the services of weekly in home injections to support the healthiest outcome for a 
healthy full-term delivery. The WellCare National 17P outcomes for 2011 – 2015 show a 
98 percent compliance with weekly injections to achieve significant improvement in 
gestational age at delivery with less than six percent of recipients delivering at <32 
weeks as compared to nearly 20 percent of the nonrecipients delivering at <32 weeks. 
(WellCare/Optum National 17P Outcomes Study)  


 Member Story: Comprehensive Case Management for Members with Complex 
Conditions 


A 23-year-old pregnant, Spanish-speaking member was referred to a WellCare of New 
York’s maternity case manager following a prenatal visit where numerous health risks 
were identified. The member was in her third trimester of pregnancy, yet had not sought 
prenatal care, was not gaining weight, and had a history of travel to an area of confirmed 
Zika transmission. She was showing signs of dehydration following nausea and vomiting 
and could only tolerate drinking 1-2 cups of water daily and could not take her prenatal 
vitamins. In addition, her baby was showing an echogenic bowel, which can sometimes be 
a sign of Down’s syndrome.  


The case manager, in collaboration with the member and her obstetrician, created a 
person-centered care treatment plan to address the member’s condition and pregnancy 
risks to support and guide her through her pregnancy and postpartum period. Due to the 
complexity of the case, this member’s case was presented at WellCare New York clinical 
rounds on two occasions for discussion and problem-solving. The comprehensive care plan 
focused on the importance of keeping prenatal visits, and the case manager assisted the 
member in securing transportation for appointments. The case manager arranged a 
nutritional consultation through the member’s OB office and discussed appropriate weight 
gain in pregnancy. Additionally, the member was provided Zika education, information 
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about echogenic bowel, Down’s syndrome and second-hand smoke exposure.  


The member received additional information about preterm labor and instructions on the 
importance of monitoring fetal movements. Goals were established with the member to 
contact her OB if she had any symptoms of preterm labor or if there was a decrease in 
fetal movement.  


The member is currently 34 weeks pregnant and has continued to see her OB provider on 
a regular basis. The appearance of an echogenic bowel seems to have resolved according 
to a follow-up ultrasound. The member’s nausea and vomiting have resolved, and her 
weight has increased from 98 to 110 pounds. Currently, she is doing regular fetal 
movement counts and reports that the baby is active. The member is purchasing baby 
items and has been encouraged to contact the primary nurse with any financial needs. 
The case manager and the OB provider will continue to collaborate on the member’s 
condition and work to ensure that she is supported through her delivery and postpartum 
time.  


EXTRA STEPS FOR HARD-TO-REACH OBSTETRICS MEMBERS 
Our successful program in Illinois, called HUGS, targets the most difficult to reach 
members who may not have easy access to a phone because of a disconnected phone 
number or incorrect numbers. For example, we adapt outreach too early in the month 
when members may have more phone minutes available. This drives use of a variety of 
strategies that include mining pharmacy referral data (prenatal vitamin utilization), lab 
reports, incentive programs for our members and providers, extensive research of 
member contact information and people search databases, and a communication blitz 
via welcome packets, enrollment forms, questionnaires and letters that explain the 
program all to increase member enrollment and availability to care in the first trimester 
of pregnancy.  


WellCare Success Story: Increasing Early Prenatal Care 


Harmony Health Plans of Illinois implemented the Hugs Program when it was noted that 
members were not getting the recommended prenatal care. The late notification was 
often occurring in the second and third trimester. The program targeted those most 
difficult to reach. Harmony Health used a multifaceted approach to outreach starting with 
outreach materials to include direct mailings, welcome packets, enrollment forms, 
questionnaires and letters that explained the Harmony Health Prenatal Rewards 
Programs. As an added incentive to providers, the program also provided lunches to 
primary care providers and OB office personnel who notified the plan of pregnant 
members. The program was a huge success. HUGS enrollment increased 86.47% between 
the first quarter of 2015 and the fourth quarter of 2015 with members were enrolled at 
the end of the year and total increase of 356% increase from 139 members at the end of 
2014.  


Improvements in member outcomes proved the need for early pregnancy intervention. 
Members in the HUGS program showed greater prenatal and postpartum care rates then 
non-participating members, as indicated in the HEDIS 2015 PPC measure outcome (Figure 
21). 
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CASE MANAGEMENT FOR MEMBERS WITH SEVERE MENTAL ILLNESS AND SEVERE EMOTIONAL 
DISTURBANCE 
WellCare offers generalized physical and behavioral health case management support 
programs for members facing ADHD, anxiety, mild depression and other mood disorders. 
WellCare of Nevada’s focused behavioral health case management program for members 
with severe mental illness (SMI) or severe emotional disturbance (SED) will address 
schizophrenia, bipolar or major depression diagnoses, including members with existing 
co-morbid conditions. This program will engage community-based providers (including 
interested FQHCs) and will act in collaboration with our in-person case management 
program and ongoing supportive services with the goal of assisting the member to 
remain in the community among family and supportive caregivers. The case managers 
encourage use of the community-based support services, medication adherence and 
member engagement in recovery. 


FOSTER CARE CASE MANAGEMENT 
Our foster care programs include support for adoption, child and adult guardianship 
members depending upon the unique state requirements. The focus of this program is to 
coordinate the timely, evidence-based services to meet the individual health needs of a 
member regardless of the home setting. This program has the unique focus of 
collaboration with state guardianship entities, state agencies and physical and 
behavioral health providers across primary to tertiary settings. The program 
components are inclusive of complex care, behavioral health, pharmaceutical needs, 
community and socioeconomic needs, transitional care, health services navigation and 
monitoring for health improvement. To achieve success for our members, WellCare often 
collaborates with the state's Department of Community-Based Services, Department of 
Aging and Independent Living along with the adoptive parents of special needs children. 


TRANSPLANT CASE MANAGEMENT 
The transplant program begins upon a member's evaluation for transplant through 
testing, continues during hospitalization and ends with the member’s recovery. 
Referrals to the program are provided by physicians at the onset of the transplant 


Figure 21: HEDIS Measures Associated with the Successful HUGS Program1 
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evaluation process. The case managers for this program are responsible for providing 
authorizations, communication and support with families and providers, education on 
condition-specific needs during the evaluation and waiting period, transition of care 
guidance and referrals to community resources and programs upon discharge. The goal 
of the transplant case management program is to facilitate the delivery of quality 
transplant-related healthcare through each phase of the transplantation process to 
reduce complications and readmissions. The access to Centers of Excellence for 
transplant care enables the tracking of quality outcomes, readmission rates, secondary 
infection rates along with morbidity and mortality data. This enables WellCare to select 
the best facility in the country of a member’s care. WellCare partners with the Optum 
transplant network to identify centers of excellence for our member's transplant care. 


Lead Case Management for Children with Elevated Lead Levels 
The lead case management program is designed for parents of children with an elevated 
blood lead level above 5 µg/dL or higher, as identified by lab result reporting, health 
needs assessment screening, State 834 file or direct referrals from health departments, 
providers or families. The families of the children are engaged by case managers to 
offer guidance and support in following a comprehensive treatment plan to reduce 
exposure to lead, removal of the source of lead, lab testing and pharmaceutical 
chelation therapy if severe lead level is found. Family education is offered to address 
symptom management and supportive actions including diet, hand-washing, proper 
cleaning of toys and testing of other children in the home. This program is offered 
primarily as a telephonic program unless an in-person visit is warranted. Additionally, 
partnership with the Environmental Health Investigation team in the community may be 
used to address sources of lead in the member's environment. 


NICU CASE MANAGEMENT FOR HIGH RISK INFANTS DURING FIRST YEAR OF LIFE 
WellCare will offer a specialized NICU case management program for infants with 
greater than a 14 day stay in the NICU or those who are born with complex conditions 
such as congenital defects, pulmonary or cardiac conditions, neonatal abstinence 
syndrome or developmental delays related to feeding. The goals of the program are to 
improve adherence with NICU infant treatment plans, improve utilization of preventive 
visits, immunizations and RSV vaccine, if prescribed, reduce unnecessary ER usage or 
hospital admissions, and support caregivers so that they can better meet the needs of 
the NICU infant as they transition to home. The case management program begins as an 
in-person program in the hospital setting, but continues telephonically through the first 
year of life. The case manager works closely with the primary care provider, specialists 
and the member’s family to create a care plan that addresses the member’s needs. 
Special considerations in the care plan include parenting, caregiver instructions specific 
to the infant’s needs, stress management for caregivers so they are able to provide the 
best care, as well as identifying community resources such as respite, if appropriate. 


WellCare will provide member appropriate support and educational materials for 
members during pregnancy to promote a healthy pregnancy and address common side 
effects and complications. Additionally, WellCare will collaborate with state and 
community-based resources including Baby First, Healthy Start, Text 4 Baby and WIC 
services, Nevada Early Intervention Services and Project ASSIST for parent support 
groups, respite care and other services. 
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BEHAVIORAL HEALTH CRISIS/SUICIDE PREVENTION PROGRAM 
WellCare’s 24-hour-a-day, 7-days-a-week behavioral health (BH) crisis line is staffed 
with licensed behavioral health crisis counselors trained in suicide intervention and 
crisis management. Licensed clinicians are able to assess and assist when members need 
BH services. Each crisis line is tapped into the local market’s crisis and emergency 
systems to facilitate 911 and emergency response. In addition, our case managers and 
utilization management team are equipped to handle members in crisis. Our BH network 
will include in-network crisis providers who can be dispatched quickly to handle 
members in crisis situations. 


In Kentucky, our affiliate plan partnered to implement a statewide effort/task force that 
worked to increase suicide awareness and prevention and train various people such as 
school counselors, teachers, family members and other community stakeholders on 
crisis/suicide interventions and supporting individuals in need. 


HEALTH COACHING 


Our health coaching programs are offered to members who desire to improve their diet 
and exercise efforts, manage their weight, or quit their dependence on tobacco. 
Identification for these programs can be made by a case manager, member, provider or 
health risk assessment response. The goals of these programs are to address the 
individual member's objectives and health and lifestyle barriers with sensitivity to the 
member’s cultural or spiritual beliefs. The health coaching program is offered 
telephonically with specially trained clinical staff to support and advocate for the 
lifestyle changes the member chooses to make. A care plan based on clinical practice 
guidelines is developed with a physician's input to address nutrition and exercise 
through programs which often may include Curves or Weight Watchers. Smoking 
cessation is focused on development of a QUIT care plan, with identification of triggers 
for smoking and use of the clinical practice guidelines and nicotine replacement support 
as physician ordered. The tobacco cessation health coaching program complements the 
benefits of Nevada’s Medicaid and Nevada Check Up programs, and case management 
health coaches will direct members to appropriate benefits to which they are entitled.  


DISEASE MANAGEMENT  
WellCare’s disease management is another type of case management focused on the 
members with one of these single, impactable conditions: 


 Asthma 
 Diabetes 
 Hypertension 
 Congestive Heart Failure (CHF) 


 Coronary Artery Disease (CAD) 
 Stabilized Major Depression 
 Chronic Obstructive Pulmonary Disorder (COPD) 


Disease management managers rely on motivational techniques for assessing member’s 
readiness for change and use evidence-based materials to inform disease management. 
Individuals with more serious diseases or multiple conditions receive disease specific 
management in our case management program. 


A member may be referred directly to the disease management program or referred 
upon completion of a case management program. Disease managers are registered 
nurses, licensed clinical social workers and health and wellness coaches with clinical 
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experience in specific diseases. They have full view of the member’s assessments, case 
notes and healthcare claims to deliver education, guidance and support for the primary 
chronic condition for which a member may need additional support.  


The mission of WellCare’s disease management 
is to identify members with single, impactable, 
select chronic diseases and provide Krames® 
education, guidance, support and health 
coaching to these members and their caregivers. 
We strive to empower members to make 
behavior changes (i.e. avoiding disease triggers) 
through use of Motivational interviewing 
techniques, self-manage their condition and 
ensure the choices they make will improve their health and quality of life, as well as 
reduce the complications of their disease and medical costs.  


Members are offered and enrolled in disease 
management when they fall into the following 
categories: 


 Have a serious impactable condition 
 Do not suffer from multiple comorbidities 


(that make them eligible for telephonic or 
in-person case management) 


 Would likely benefit from self-management 
and have the capacity for active 
engagement in their health 


Members in the disease management program are offered supportive disease-specific 
evidence-based educational materials from our partner, Krames, written in easy to 
understand and culturally competent language for better management of their 
conditions. Upon completion of the disease management program, the member is offered 
supplemental condition specific mailings twice a year via mail as long as desired.  


PEOPLE, PROCESSES AND TECHNOLOGY: HOW WELLCARE ADMINISTERS 
OUR CM PROGRAM 
WellCare of Nevada will benefit from local and community-based resources, the depth 
and breadth of expertise from WellCare’s shared services and a dedicated, caring team 
of professionals all supported by robust, innovative technologies and infrastructure. 


CLINICAL STAFFING AND TRAINING 
WellCare of Nevada will recruit case management staff who have their roots 
in Nevada and who are invested in their communities. We focus on candidates 
who have previous experience with underserved populations and who show 
aptitude and dedication toward improving the health and well-being of these 
populations. We hire high-performers who have proven and demonstrable 


experience in compassionate care and superior service.  


Our case management staff is fully integrated, which is reflected in our leadership and 
in the composition of our team. The team will be led by our Nevada-based chief medical 
director, who will support a team of dedicated professionals structured to be as close to 


Quality Member-Centered Programs 
WellCare’s disease management 


program earned an overall satisfaction 
rate of 97% 


3393 members with asthma and diabetes 
enrolled in case management showed: 


 55.5% reduction in impatient PMPM spend 
 37% reduction in ER PMPM spend 
 32.9% reduction in outpatient PMPM spend 
 37% reduction in total PMPM spend 
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members as possible, serving members in the communities where they live and work. Our 
teams are both telephonic and in-person and include both physical and behavioral health 
staff to support case management, disease management, discharge planning, wellness 
coaching, care coordination, and community referrals.  


CASE MANAGEMENT TEAM 


Role Description 


Nevada Chief 
Medical Director 


Oversees clinical direction of medical services and quality improvement 
functions in Nevada. Provides medical management leadership for the 
health plan and, as applicable, manages all major clinical and quality 
program components under health plan operations. Oversees medical 
coordination required for effective utilization and quality management 
of the health plan network. Functions as medical leadership for 
effective care integration of WellCare pharmacy operations, utilization 
and case management activities, quality improvement activities and 
provider relations functions.  


Behavioral Health 
Medical Director 


Provides the clinical leadership for behavioral health in the Nevada. 
Helps provide direction and management of behavioral health staff 
located in assigned markets which may include Behavioral Health 
Concurrent Review, case management, and provider relations staff. 
Responsibilities also include improvement of clinical outcomes and 
quality improvement, while improving the consumption health care 
resources in accordance with WellCare corporate objectives.  


Director, Field 
Service 
Coordination 


Ensures the case management process of assessing, planning, 
implementation, coordination, monitoring, and evaluating services and 
outcomes is pursued to maximize the health of the member. Oversees 
the socioeconomic needs and services of selected member populations 
across the continuum of illness. Takes part in extensive community 
outreach to garner relationships with key stakeholder groups and 
organizations. 


Supervisor, Field 
Service 
Coordination 


Supervises staff, ensures appropriate workload distribution and 
oversees day to day workflow processes. Ensures team is compliant with 
all model of care regulatory requirements, and produces optimal 
clinical, socioeconomic and resource outcomes. Ensures the case 
management process of assessing, planning, implementation, 
coordination, monitoring, and evaluating services and outcomes is 
pursued to maximize the health of the member. Oversees the 
socioeconomic needs and services of selected member populations 
across the continuum of illness. Carries an assigned case workload and 
assumes a leadership role within the interdisciplinary team. Works 
directly with the member in the field, i.e., inpatient bedside, member’s 
home, provider’s office, hospitals, etc. to assess, plan, implement, 
coordinate, monitor and evaluate services and outcomes to maximize 
the health of the member.  


Field Care 
Coordinator 


Works with care coordination team members to assess, plan, 
implement, coordinate, monitor, and evaluate services and outcomes to 
maximize the health of the member. Coordinates, monitors and ensures 
that appropriate and timely primary, acute and long-term care services 
are provided to members across the continuum of care. Promotes 
effective healthcare utilization, monitors health care resources and 
assumes a leadership role within the interdisciplinary care team to 
achieve optimal clinical and resource outcomes for member. 
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CASE MANAGEMENT TEAM 


Role Description 
Coordinates the care and services of selected member populations 
across the continuum of illness. Promotes effective utilization and 
monitors health care resources. Assumes a leadership role within the 
interdisciplinary team to achieve optimal clinical and resource 
outcomes. Works directly with the member in Nevada communities, i.e., 
inpatient bedside, member’s home, provider’s office, hospitals, etc. 
while collaborating with management to assess, plan, implement, 
coordinate, monitor and evaluate services and outcomes to maximize 
the health of the member.  
 


Behavioral Case 
Manager 


Provides behavioral health case management services through 
prospective, concurrent and retrospective evaluation and review of 
treatment. Determines medical necessity, level of care required and 
quality of care provided. Coordinates and manages behavioral health 
services rendered by network and non-network providers to health plan 
members using InterQual criteria, clinical skills and expertise, 
persuasive communication and access to care standards to promote 
cost-effective quality outcomes. Oversees and coordinates all facets of 
case management including initial contacts, necessary triage, pre-
certification, administrative and clinical concurrent review, discharge 
and aftercare planning/referrals and linkage of patients to appropriate 
mental health providers and outside agencies for follow-up care. 
 
Behavioral health case managers will be available 24 hours a day, 7 
days a week.  


Field Case Manager 
- RN 


Coordinates the care and services of selected member populations 
across the continuum of illness. Promotes effective utilization and 
monitors health care resources. Assumes a leadership role within the 
interdisciplinary team to achieve optimal clinical and resource 
outcomes. Works with the Supervisor / Manager of Case Management to 
assess, plan, implement, coordinate, monitor and evaluate services and 
outcomes to maximize the health of the member.  
  


Case Manager Coordinates the care and services of selected member populations 
across the continuum of illness in-person and telephonically. Promotes 
effective utilization and monitors health care resources. Assumes a 
leadership role within the interdisciplinary team to achieve optimal 
clinical and resource outcomes. Works with the Supervisor of Case 
Management to assess, plan, implement, coordinate, monitor and 
evaluate services and outcomes to maximize the health of the member.  


Care Coordinator Provides administration and department support for clinical case 
management, case and disease management and field service 
coordination staff. Coordinates services and performs administrative 
functions. Assists in completing activities related to various cross 
functional projects in support of departmental goals.  
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CASE MANAGEMENT TEAM 


Role Description 


Supervisor, Disease 
Management 


Monitors all DM programs. Supervises staff, ensure appropriate 
workload distribution and oversees day to day workflow processes. 
Ensures the disease management team produces optimal clinical and 
resource outcomes. Assists the DM nurses in the assessment, planning, 
implementation, coordination, monitoring and evaluation of care plans, 
services and outcomes to maximize the health of members.  


Director, Field 
Health Services 


Ensures the case management process of assessing, planning, 
implementation, coordination, monitoring, and evaluating services and 
outcomes is pursued to maximize the health of the member. Oversees 
the socio economic needs and services of selected member populations 
across the continuum of illness. Takes part in extensive community 
outreach to garner relationships with key stakeholder groups and 
organizations. 


Supervisor, Field 
Service 
Coordination 


Supervises staff, ensures appropriate workload distribution and 
oversees day to day workflow processes. Ensures team is compliant with 
all model of care regulatory requirements, and produces optimal 
clinical, socioeconomic and resource outcomes. Ensures the case 
management process of assessing, planning, implementation, 
coordination, monitoring, and evaluating services and outcomes is 
pursued to maximize the health of the member. Oversees the socio 
economic needs and services of selected member populations across the 
continuum of illness. Carries an assigned case workload and assumes a 
leadership role within the interdisciplinary team. Works directly with 
the member in the field, i.e., inpatient bedside, member’s home, 
provider’s office, hospitals, etc. to assess, plan, implement, coordinate, 
monitor and evaluate services and outcomes to maximize the health of 
the member.  


Field Case Manager Coordinates the care and services of selected member populations 
across the continuum of illness. Promotes effective utilization and 
monitors health care resources. Assumes a leadership role within the 
interdisciplinary team to achieve optimal clinical and resource 
outcomes. Works with the Supervisor / Manager of Case Management to 
assess, plan, implement, coordinate, monitor and evaluate services and 
outcomes to maximize the health of the member.  


Behavioral Case 
Manager 


Provides behavioral health case management services through 
prospective, concurrent and retrospective evaluation and review of 
treatment. Determines medical necessity, level of care required and 
quality of care provided. Coordinates and manages behavioral health 
services rendered by network and non-network providers to health plan 
members using InterQual criteria, clinical skills and expertise, 
persuasive communication and access to care standards to promote 
cost-effective quality outcomes. Oversees and coordinates all facets of 
case management including initial contacts, necessary triage, pre-
certification, administrative and clinical concurrent review, discharge 
and aftercare planning/referrals and linkage of patients to appropriate 
mental health providers and outside agencies for follow-up care. 


Field Care 
Coordinator 


Provides administration and department support for clinical case 
management, case and disease management and field service 
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CASE MANAGEMENT TEAM 


Role Description 
coordination staff. Coordinates services and performs administrative 
functions. Assists in completing activities related to various cross 
functional projects in support of departmental goals.  


Disease Manager Educates and supports the member with a key primary chronic condition 
(Asthma, CAD, CHF, COPD, Diabetes or Hypertension) to identify the 
triggers, self-management approaches to improve the daily functioning 
through the provider’s treatment plan, clinical practice guidelines, diet, 
exercise, pharmaceutical adherence and other key clinical practices. 
Shares evidence-based guidelines, coordinates care treatment protocols 
with member’s provider and offers Krames® educational materials to 
support member’s understanding and self-management. 
 


Health Coach Supports and guides members who seek to improve their diet and 
exercise practices to better manage their weight, exercise stamina or 
reduce use of tobacco. The Health Coach will assist the member to 
identify their wellness goals and address the lifestyle barriers blocking 
the achievement of the goals. Responsible for offering telephonic 
support to members to promote positive behavior change outlined in a 
Care Plan to achieve wellness goals desired by the member.   


The Case Management Training Curriculum  
WellCare has a mature training program in place that complies with WellCare Health 
Plans, Inc.’s enterprise-wide Corporate Training Policy and is well-positioned to meet 
established and evolving learning needs required by the DHCFP contract. Our corporate 
training program defines and establishes training parameters including: the 
methodology for training delivery, required attendance, tracking course completion, 
evaluation of content, knowledge assessments and facilitation expectations. WellCare 
has developed and refined its training program to ensure it is well-positioned to prepare 
our existing and newly hired staff to understand the unique nuances of Nevada and each 
of the communities we serve. In addition, our curricula are targeted to ensure that staff 
has the requisite knowledge and skills to understand and navigate our managed care 
operations, information systems and tools. Our comprehensive, validated training 
program ensures that staff members are regularly trained on content specific to their 
individual roles as well as material necessary to understand requirements established 
by the contract.  


Our continuing success depends upon 
ensuring staff are well-positioned to 
execute their individual roles via the 
delivery of consistent, best-in-class training 
collateral and programs that are both agile 
and comprehensive. Our training program, 
therefore, consists of the following key components:  


 Ensuring staff and departments are aware of programmatic changes timely  
 Maintenance and ongoing assessment of our staff training plan  
 New employee training (delivered to all newly on-boarded staff within one week of 


hire)  


100% of employees completed 
mandatory 5 hour compliance training 
within 30 days of employment for 2015 


(up from 60% in 2012) 
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 Ongoing training for existing staff  
 Tracking of training completion  
 Our compliance team tracks adherence to compliance and other mandatory 


training with “dunning” notices, reminders and successful escalation to various 
levels of management up to the CEO 


 Measurement of comprehension via validated knowledge assessments  


CASE MANAGEMENT 


Time: 4-week Curriculum 


Week 1: Health Services   


Week 1: Health Services New 
Hire   


Weeks 2 - 3: Case Management    


Core Training: Health Services Week 1  


Health Services Week 1 HS - Introduction to Training 


  HS - Overview of Managed Care 


  HS - Overview of WellCare Health Plans 


  HS - Health Services Departments Overview 


  HS - Introduction to WellCarelink 


  HS - WellCare University 


  HS - WellCare Lines of Business Overview 


  HS - Grievances Overview 


  HS - Behavioral Health Overview 


  HS - Organizational Determinations 


  HS - Medicare Expedited Request Process 


  HS - ENT Advance Directives 


  HS - ENT 2016 CCP Plans Overview 


  HS - BML and QRG Overview 


  HS - EMMA Navigation 


Core Training: Case Management Week 2-3 


Week 2 - Day 1:  Integrated Model Of Care 


  Chart Components and Calendar 


  Managing Member Queues 


  Pend-Open-Close Programs 


  SHS Header Guidelines 


Week 2 - Day 2 HEDIS Care Gaps 


  SCM Assessment 


  NCQA Comprehensive Assessment Requirements 


  Behavioral Health Comprehensive Assessment 


  
Assessment Template Documentation Guidelines Dos 
and Don'ts 
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CASE MANAGEMENT 


Time: 4-week Curriculum 


  Contact Management Guidelines 


Activity: Case Studies - Completing Various Assessments and Enter Care Plans 


Week 2 - Day 3 Medication Profile 


  Member Screenings 


  NCQA Care Plan Requirements 


  Behavioral Care plan-Assessment  


  
Ongoing Member Management and Re-Assessment 
Guidelines 


  Organizing, Triaging, Setting Reminders Caseload 101 


Activity: Case Studies - Completing Various Assessments and Enter Care Plans 


Week 2 - Day 4 Educational Packets 


  Mailing to member - PrintVendor 


  Mailing to member - MailOpsEmail 


  Fax Management - EMMA Unedited Only 


  Fax Management - MailOps Process 


  Fax Management - RightFax Process 


  Coordination Tool  


Activity: Case Studies - Completing Various Assessments and Enter Care Plans 


Week 2 - Day 5 CM to CM member Transfer Process Guidelines 


  Clinical Coverage Guidelines - CCGs 


  Clinical Practice Guidelines - CPGs 


  Locating Clinical Information  


Activity: Case Studies - Managing Queues, Utilizing CPGs, HEDIS Care Gaps, Sending Education 
Material & Contact Management 


Non-Clinical Modules   


Week 3 - Day 1 Scavenger Hunt - Member Chart 


  Commonly Used Resource Tool 


  SearchingProviders.EMMA-WellCare 


  HCRT Community Resource Tracker 


Activity: Case Studies - Community Tracker 


Week 3 - Day 2 BML and QRG 


  Pharmacy Department Overview 


  CVS Pharmacy COS Overview 


  Role of Disease Manager 


Case Studies - Completing Various Assessments and Enter Care Plans 


Week 3 - Day 3 Behavioral Health on SharePoint 


  Behavioral Health Integration  
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CASE MANAGEMENT 


Time: 4-week Curriculum 


  BH Crisis Intervention  


  Behavioral Health Referral Guidelines 


  Cobalt Cognitive Behavioral Therapy Program 


  Health Services Department Referral Process Guidelines 


  evi Core 


  Grievance Overview 


Activity: Case Studies - Completing Various Assessments and Enter Care Plans 


Week 3 - Day 4 CM Backup Process - PP 


  Emergency System Downtime 


  Disability Awareness 


  CMS Star Ratings 


Activity: Case Studies - Completing Various Assessments and Enter Care Plans 


Week 3 - Day 5 CCM Chart Audit on Case Study Member 


  Class Question and Answer Session 


  Locating Level 1 and 2s 


  Assign CM Post Test 


Market Specific Varies 


First 30 Days - Compliance 
Training & Attestations  


Complete all mandatory compliance training, by the 
due date 


 HS Safety and Violence Protection for Field Associates - 
Biannually 


30 Day - 60 Days: Motivational 
Interviewing Motivational Interviewing  


 Fostering Behavior Change 


 ILT: Motivational Interviewing Skills Workshop 


 Psychology 101 - Video session with Dr. Orlosky 


60 - 90 Days - Compliance 
Training & Attestations  Emergency Preparedness Training (W2 Only) 


 Sexual Harassment Awareness Training (W2 Only) 


 Cultural Competency Training (WellCare University) 


 FWA, HIPAA, overall compliance 


Additional Knowledge Training for Clinical Staff  
As well as the core classroom training for case managers, WellCare continues training 
through mentoring from more experienced case managers. New case managers are given 
the opportunity to go on “ride-alongs” and shadow case managers on their in-person 
visits, rounds and meetings with the interdisciplinary care team. Additional training and 
education is provided during department meetings and seminars and health topics 
presentations by our clinical leadership and more.  


WellCare’s case managers are trained in evidenced based engagement strategies such as 
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motivational interviewing, which is a goal-directed, person-centered counseling style for 
eliciting behavioral change by helping individuals explore and resolve ambivalence. 
Motivational interviewing is applied to a wide range of problem behaviors related to 
alcohol and substance use disorder, as well as health promotion, medical treatment 
adherence and mental health issues. This method of interaction allows the case manager 
to engage the member and allows the member to engage in setting realistic and 
attainable treatment goals through a tailored approach based on that member’s 
readiness to change. 


As part of Motivational Interviewing training, clinicians learn to identify issues with a 
member’s health, understand the importance of the decisional balance concept and to 
distinguish between readiness for change, ambivalence, resistance and dissonance. 
Clinicians are trained on culturally sensitive, empathic motivational interviewing 
strategies necessary to assist members in all stages of change readiness. They are 
trained to assist members with recognition of behaviors or feelings that are keeping 
them from optimum health. Through motivational interviewing techniques, clinical staff 
encourage members to recognize these thoughts and behaviors and to become active 
recipients in developing skills to cope with and overcome them. Our case managers, 
through their regular, ongoing, personal interaction with our members, their caregivers 
and providers, are well-positioned to identify and address gaps in care real-time to 
improve member adherence to recommended care and services. As an added measure of 
support, our QI team continuously collects, analyzes and summarizes preventive care 
and chronic case management data by member and provider, in the form of heat maps 
and panel-based reports. This information is supplied to our case managers who serve 
an integral role in engaging members, caregivers, and members of the interdisciplinary 
care team in discussions about the importance of recommended screenings and services 
and in coordinating care to ensure they obtain the recommended services. Given the 
close personal relationship they maintain with members, caregivers, and providers, our 
case managers are in the best position to influence behavior and results through direct 
engagement. In addition, they are able to effectively seek specialist assistance for 
condition management when necessary and appropriate. 


Performance Monitoring 
WellCare uses reporting to measure the effectiveness of programs, productivity and 
member outcomes. Records are reviewed regularly to ensure compliance with various 
requirements such as member outreach, updating of care plan and staffing ratios. 
Clinical leadership and our health services training specialist generate monthly and 
quarterly reports to monitor performance of clinical staff, including but not limited to 
the number of assessments and care plans completed within required timelines, case file 
and clinical documentation.  


Quarterly reports include member satisfaction with the case management program, 
readmission rates and number of members enrolled in case management programs. This 
information is then analyzed and brought to the QIC and the chief medical director for 
discussion of the effectiveness of past initiatives and creation of any new processes 
needed to improve outcomes. 


Our Medical Management Platform (MMP) allows for real-time reporting; providing 
managers reports such as caseload ratios, overdue assessments, contact frequency and 
care plan completion/updates. Reports may be at the individual case manager level, 
rolled-up by manager or aggregated for the entire department for senior leadership. In 
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addition to the ongoing chart audits, case management managers monitor clinical 
performance through regular one-on-one supervision. Throughout the year, the manager 
does “ride alongs” with field case managers to monitor not only the assessment process 
but also the softer skills of interacting positively with our membership. On an ongoing 
basis, clinical leadership reviews utilization, quality and customer satisfaction and to 
identify gaps in service, systemic performance issues, noncompliance and member 
dissatisfaction. Using the information gleaned from these reports, WellCare develops 
strategies to remediate issues and improve the quality of care for our members. 


COMMUNITY BASED REFERRALS AND COMMUNITY-BASED SERVICES 
Unique to WellCare, our CommUnity program, builds a partnership with 
community-based organizations and fully integrating these partnerships into 
our model of care. Our goal is to involve community-based organizations and 
advocacy groups to improve the health and vitality of our members and 
communities by sustaining the social safety net and quantifying its impact on 


health outcomes. We have already begun to build strong partnerships with community-
based organizations within the urban areas of Washoe and Clark Counties and have 
identified many of the primary health concerns of potential members. WellCare, as a 
provider of Medicaid, is in the unique position to see across the health care spectrum 
and has implemented a process to assemble and monitor available social safety net 
services, look at the gaps and corresponding impact of those gaps on disadvantaged 
populations, then link health outcomes to these services among the millions of people 
who rely on them every day.  


HealthConnections Resources and Referrals 
WellCare’s case managers have access to the HealthConnections database of more than 
150,000 social service resources across 73 categories, and have referred 15,500 
members to more than 50,000 different local and national social services, including food 
insecurity, utility assistance, financial assistance, community-based prenatal 
assistance, and housing and homeless services and supports. Our robust program has 
helped close gaps in social services through research and traditional public health 
community mobilizing strategies. 


Our HealthConnections program has a reach-rate of 2.5 million individuals and has 
participated in approximately 8,000 activities since 2015 with 3,000 activities in the 
first half of 2016 alone. 


Referrals are tracked and monitored through the member’s electronic medical record to 
document when a referral is made and to what organization, if the member was able to 
use the referral and the results of the interaction with that organization.  


CommUnity Assistance Line (CAL) 
The CommUnity Assistance Line (CAL) is our social service resource line for members, 
their families and the community-at-large to find and access community-based programs 
and services manned by CommUnity Liaisons, who have responded to more than 8,000 
unique members referred to more than 30,000 social services since the line’s inception 
in 2014. Our CommUnity Liaisons are hired through our workforce innovation program 
which has an emphasis on hiring a diverse workforce to include those hired through 
Ticket-to-Work and Welfare to Work programs, Military/Veteran programs.  


Our CAL is implementing a new feature that allows our CommUnity Liaisons to access 
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care gaps information. With this information, the team will inform members of their 
care gaps and help assist members in alleviating barriers to preventive care, 
immunizations or screenings by arranging transportation, locating community clinics or 
connecting the member to WellCare’s member services to locate an appropriate primary 
care provider. 


Member Story: Connecting Members to Prenatal Resources and Social Supports 


A 21-year-old Missouri Care Medicaid member came to us for help. She was pregnant and 
homeless, and currently living with a friend. She had a limited support system and was 
recently hospitalized for a kidney infection.  


Anne, a Missouri Care case manager, was assigned to the case. During her prenatal 
assessment, Anne discovered that the member worked part time, but needed help with 
food, housing and financial assistance. Anne checked WellCare’s HealthConnections 
Referral Tracker (HCRT), a database with approximately 5,900 Missouri-based community 
organizations that WellCare refers its members to for social services support. She was 
then able to provide the member with referrals to WIC, Catholic Charities, Salvation Army 
and housing support services.  


The case manager continued to monitor the member, ensuring that she was able to keep 
arranged appointments and take advantage of the services and supports to which she was 
referred. The member is now enrolled in WIC and receiving monthly vouchers to ensure 
she is getting the nutrition she needs for a healthy pregnancy. She also receives food from 
a local food pantry, and is actively looking for more stable housing. The case manager 
continues to follow-up with the member and will do so until after her delivery. 


WELLCARE’S TECHNOLOGY INNOVATIONS: OUR MEDICAL MANAGEMENT PLATFORM 
Medical Management Platform 


Our case management programs for physical and behavioral health are all 
maintained on an industry-leading, fully integrated, single-instance Medical 
Management Platform (MMP). This allows case managers and all member-
facing staff to view all aspects relating to the care of the member, which 
enables informed clinical decisions based on a full picture of a member’s 


clinical data and the ability to share members’ medical history among relevant 
providers.  


The MMP provides a range of features and benefits:  


 Enables case management and utilization management functions 
 Supports drug exception request (DER) application and utilization management 


activities to ensure members receive the appropriate treatment as applicable under 
medical treatment 


 Provides a valuable 360-degree view of all aspects of a members care—physical, 
behavioral and psychosocial 


 Supports assessment, stratification, planning and care coordination functions for all 
phases of utilization and case management 


 Acts as a foundation for the development of customized case management and care 
coordination system to 


 Provides support for case managers, utilization managers and clinical staff members 
with the following:  
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 Person-centered case management functionality with real-time care coordination 
and communication among care team members  


 Care integration among all levels of care, optimizing continuity of care and 
reducing administrative requirements 


 Online (connected) and off-line modes to enable clinicians and case managers to 
have access to MMP functionality when in the field 


 Capture of information: health assessments, the person-centered care treatment 
plan, case manager notes, care gaps, claims, immunizations and screenings, 
service plan development, goal tracking 


 Automated integration with clinical guidelines to help ensure patient safety and 
the best health outcomes 


 Automatic updates to the claim adjudication system with approved service 
requests 


WELLCARE’S EXPERIENCE IN UTILIZATION MANAGEMENT: THE RIGHT CARE 
AT THE RIGHT TIME, IN THE RIGHT SETTING 


WellCare has a well-documented, fully-integrated, member-centered 
utilization management program that serves millions of Medicaid members 
across the country. Our utilization management program connects with our 
behavioral health and medical, telephonic and field case management and 
discharge planning through the Medical Management Platform’s single 


member view.  


The program assesses the member’s needs on a case-by-case basis to ensure every 
member has the opportunity to receive the most effective and appropriate services in 
the least restrictive setting of their choice and to reduce variations of care. Through our 
experience, we have built our UM program around six guiding principles that are 
integrated within and reinforced throughout our systems, processes, policies and 
staffing. 


 Effective: The criteria and processes by which we evaluate requests for services are 
based on current scientific, evidenced-based guidelines with proven results in 
improving outcomes. 


 Safe: We manage and coordinate utilization of services with an aim of connecting 
members to care which is helpful and not harmful. 


 Timely: We aim to prevent unintended delays, and we monitor our staff and 
processes to ensure accessibility and promptness consistent with our members’ 
health needs. 


 Efficient: We seek to reduce waste by creating value, monitoring health outcomes 
relative to cost, and minimizing errors. We also continually apply process 
improvement methodologies. 


 Equitable: Our safeguards assure that our members, regardless of diagnosis, race, 
age, ethnicity, primary language or socioeconomic status, receive appropriate, high 
quality care. 


 Person-Centered: We connect members with culturally, socially and linguistically-
appropriate healthcare that empowers health care decision-making.  


Our utilization management program features: 
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 An organizational structure with clear lines of accountability for policies and 
individual determinations 


 Processes for determining medical necessity through highly-experienced, well-trained 
personnel with medical expertise and experience necessary to support our members 


 Defined processes and evidenced-based data sources to identify services subject to 
prior authorization 


 Proven processes to develop and maintain review criteria for both physical and 
behavioral-based services as well as methods to ensure authorized services are 
delivered 


 Aligned accountability and processes to facilitate the development and review of 
member-centered care and service plans  


 Flexible policies and process that provide for the authorization of services from out-
of-network providers as well as expedited reviews of requests for services when 
needed 


 Comprehensive oversight and evaluation to ensure consistency of reviews 
 Effective systems to allow for the easy recognition of initial and continued 


authorizations 
 Defined processes for accurate, consistent assessment of medical necessity 
 Organizational Structure Creates Clear Lines of Accountability for UM Policies and 


Individual Medical Necessity Determinations 


The WellCare of Nevada chief medical director has ultimate accountability for UM policy 
and decisions. At the executive level, our WellCare medical team has more than 20 years 
of experience working with individuals with chronic and complex needs.  


The medical director is accountable for development and implementation of our UM 
policies. Policies, procedures and review criteria are then subject to review and 
approval of designated oversight committees which are chaired by the director or 
his/her designee. These oversight committees, which include individuals and medical 
professionals with appropriate expertise and experience for caring for the populations 
we serve, provide a valuable channel for informed, robust stakeholder feedback 
regarding the policies and criteria that impact our members.  


WellCare’s Medical Policy (MPC) and Pharmacy and Therapeutics (P&T) Committees are 
responsible for identifying the need for behavioral and physical guidelines and 
pharmacy guidelines, respectively, as well as for developing, implementing and 
maintaining these guidelines. MPC and P&T routinely analyze utilization management 
data including authorizations, denials, and readmissions and clinical outcomes data to 
identify the need for guidelines. In addition to the data analysis, the Committees 
monitor new technologies, new drugs, new drug indications, and new treatment 
modalities to identify the need for guidelines. Lastly, MPC and P&T also use feedback 
and requests from our staff and our contracted physicians, health care providers and 
pharmacists as a method of identifying a need for guidelines. 


Once these are approved by the MPC and P&T committees, the guidelines are presented 
to the Utilization Management Advisory Committee (“UMAC”) for review and approval 
(or modification). The UMAC, which is directed by the Nevada chief medical director, is 
a multidisciplinary committee comprising network physicians, including a psychiatrist, 
as well as other licensed professionals with knowledge of the populations served. 
Through this committee providers actively participate in the review and approval of the 
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health plan’s clinical practice guidelines. The chief medical director is the final 
authority on the adoption of medical policies. Once the guidelines are approved by 
UMAC, they are disseminated to providers through the provider portal and 
communicated throughout our case management program. 


Accountability for Individual Medical Necessity Determinations 
Individual medical necessity determinations are made by licensed clinical staff, 
including registered nurses and clinical social workers, who are supervised the Nevada 
chief medical directors and assigned based on the members hierarchy of needs and 
choice. In accordance with our policies, we do not deny requests for services for lack of 
medical necessity unless a physician or other health care professional with appropriate 
clinical expertise determines a complete request was submitted and the service or item 
is not medically necessary based on the review of the information provided and 
consultation with the requesting provider.  


PROCESS FOR DETERMINING MEDICALLY NECESSARY SERVICES 
Central to our process for determining medically necessary services is our approach to 
hiring and training staff with special expertise in the populations we serve. Our one-
team approach drives the assessment and planning process, which is fully integrated 
with medical necessity review.  


Our team applies a combination of licensed, commercially-available products along with 
priority guidelines based on nationally recognized organization and guidelines. They 
apply these guidelines proactively as well as upon receipts of requests for services, in a 
way that is consistent with our definitions for medical necessity, appropriate for the 
member’s current condition, in response to treatment and factors that influence care 
and services, and in accordance with the training and direction they have received 
about how to apply the clinical information in making a determination. 


DEFINED PROCESSES AND EVIDENCED-BASED DATA SOURCES TO IDENTIFY SERVICES 
SUBJECT TO PRIOR AUTHORIZATION 
Upon program implementation and at least annually thereafter, the MPC and P&T 
Committee, in collaboration with our contracted providers, evaluate individual services, 
specific level of care, individual medical items and therapeutic categories of drugs to 
determine which will require prior authorization. The committee’s also consider if prior 
authorization is limited to specific populations (i.e., hypo-allergenic bedding allowance 
for those with a diagnosis of asthma). Our committees, experienced in this review, use a 
variety of data resources: 


 State and Federal requirements  Benefit structure 


 Market fee schedules  Quality performance measures 


 Requirements for emerging technologies 
and medications 


 Current Procedural Technology 
(CPT) code-level utilization and 
claims data  


 Approval and adverse determination data  


PROVEN PROCESSES TO ENSURE DELIVERY OF AUTHORIZED SERVICES  
By applying actionable, evidence-based review criteria, we enable better health 
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outcomes and optimize utilization management decisions, support appropriate care, 
manage medical costs and foster appropriate use of resources. Our collection of criteria 
features purchased and licensed criteria, criteria from nationally recognized sources, 
and internally-developed criteria based on national best practices and includes: 


 InterQual® Guidelines  eviCore® Guidelines  Clinical Coverage Guidelines 


 Pharmacy Guidelines  Apollo Guideline  Preventive Health Guidelines 


 Behavioral Health 
Guidelines 


 State-based protocols 


 Hayes Health 
Technology 


 Medicare Coverage Determinations 
 Milliman Care Guidelines (for inpatient 


behavioral health) 


Through our years of serving Medicaid members, we have experience adopting state-
mandated tools as well as creating our own proprietary version thus demonstrating we 
have the knowledge and flexibility necessary to best meet the DHCFP expectations and 
serve our WellCare of Nevada members.  


Our MPC and P&T Committees develop, implement and maintain our review criteria. The 
committees routinely analyze a variety of data sources including UM data 
(authorizations, denials, new technologies and medications and new drug indications) to 
identify the need for criteria. They also use feedback and requests from our staff and 
contracted physicians, providers and pharmacists as a method of identifying a need for 
criteria. Once approved, the criteria are submitted to our UMAC for review and 
approval. When required, criteria and guidelines as well as the supporting policies are 
submitted to state agencies for approval and made available through our member and 
provider portals as well as upon request. 


CLINICAL PRACTICE GUIDELINES 
The case manager provides member-specific support using evidence-based health 
information. WellCare has adopted evidence based clinical practice guidelines for our 
case management program. The health plan reviews and updates clinical practice 
guidelines at least annually. Prior to implementation, the clinical practice guidelines are 
reviewed and approved by our Medical Policy Committee (MPC). The MPC includes 
corporate and field medical directors as well as medical policy staff. The committee, 
which meets at least monthly, is responsible for identifying the need for new guidelines, 
approving new guidelines, and reviewing and updating existing guidelines. In addition, 
the committee is responsible for evaluating Medicaid contract changes for impacts on 
existing criteria and guidelines. Once the Medical Policy Committee approves the 
guidelines, they are presented to the Utilization Management Advisory Committee 
(“UMAC”) for review and approval (or modification). The UMAC, which is directed by the 
chief medical director, is a multidisciplinary committee composed of network 
physicians, including a psychiatrist, as well as other licensed professionals with 
knowledge of the populations served. Through this committee providers actively 
participate in the review and approval of the health plan’s clinical practice guidelines. 
The chief medical director is the final authority on the adoption of medical policies. 
Once the guidelines are approved by UMAC, they are disseminated to providers through 
the provider portal and communicated through our case management program. 


These clinical practice guidelines are supported by WellCare programs that enhance the 
provider-member relationship and empower the member to follow the plan of care.  
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ENSURING AUTHORIZED SERVICES ARE DELIVERED 
We recognize it is critical to ensure physical health and behavioral health services which 
are authorized are ultimately delivered to the member. We use several methods to do 
so. Our first, and most effective, method of ensuring authorized services are delivered 
is our local prior authorization nurses, case managers and care coordinators. Our staff 
is intimately familiar with the care and service plans and is in regular contact with our 
members, caregivers and providers. As part of their ongoing outreach, which occurs both 
face-to-face and telephonically, they assess the status of services. If they identify 
services have not been delivered as authorized, they immediately work to understand 
why and facilitate completion or delivery. 


FLEXIBLE AUTHORIZATION PROCESS FOR OUT-OF-NETWORK PROVIDERS AND EXPEDITED 
REVIEWS  
Authorizing Services for Non-Participating Providers 
We recognize, particularly when working with complex physical or behavioral health or 
conditions, that members may have existing relationships or specialized needs that fall 
outside of our contracted network. When there is a medical necessity to use an out-of-
network provider because the service is not provided by an in-network provider, we 
take several steps to ensure timely authorization as appropriate. These steps include 
assessing the quality of the provider, documenting expectations, coordinating care, and 
monitoring and assessing the care provided. 


Because out-of-network providers are not credentialed with us, we may lack information 
about their qualifications. Therefore, prior to authorizing services, we first review and 
verify the provider’s qualifications using a variety of methods including state and 
federal registries, internal and external consultation, and review of publicly-available 
databases. 


Once provider qualifications have been verified and evaluated, we negotiate a single-
case agreement with the provider clearly outlining the scope of what is authorized and 
terms of the agreement including that the provider must work directly with WellCare for 
services beyond the initial scope. Upon execution of the single-case agreement, we 
provide a WellCare-issued provider identification number to the provider, which is 
needed to access our systems including our Provider Portal.  


PROCESS FOR EXPEDITED REVIEWS  
WellCare offers expedited reviews for prior authorizations in situations when standard 
review could jeopardize the member’s life, health or ability to attain, maintain or 
regain maximum function. Providers and members may request an expedited review. In 
addition to provider and member requests for expedited service authorization decisions, 
our staff is specially trained to evaluate standard requests. They may determine that a 
member’s clinical circumstances necessitate expedited review and process the request 
accordingly. Additionally, as part of our standard operating procedure, any time there 
is a request for expedited review, we assess the reasons behind the expedited nature of 
the review to determine if there are additional needs that must be considered and 
expedited for member safety or otherwise. In 2014 and 2015 we conducted more than 
26,000 and 34,000 expedited reviews, respectively, completing them, on average, in 
less than 24 hours. 
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Pharmacy Prior Authorizations 
WellCare’s pharmacy operations team follows written policies and procedures for 
processing requests for initial and continuing authorizations of services. Furthermore, 
we have processes to ensure consistent application of review criteria for authorization 
decisions and consultation with the requesting provider, when appropriate. Our prior 
authorization program features highly-skilled professionals, use of nationally-
recognized, evidenced-based criteria, industry-leading technology, well-documented 
policies and procedures, and strong clinical 
oversight.  


Prior authorization requests may be initiated by 
a member; the member’s appointed 
representative with the member’s written 
consent, or provider via phone, fax, mail or the 
provider portal. Those received via web or fax 
are automatically routed into our proprietary 
Drug Evaluation Review (DER) workflow system 
for processing, while those received by phone or mail are manually entered. All 
requests, regardless of submission method, are date and time stamped to ensure they 
are addressed within 24 hours after receiving the request or as expeditiously as the 
member’s health requires. 


Upon receipt, an intake coordinator loads details of the request including member 
demographic data into the DER system. The system utilizes the demographic data to 
confirm eligibility real-time. If the drug is an injectable or narcotic medication, the 
request automatically routes to technicians skilled in processing DERs for these 
medications. Once the intake coordinator completes the initial entry, it goes to the 
queue to be processed by a pharmacy technician.  


COMPREHENSIVE EVALUATION ENSURES CONSISTENCY AMONG CLINICAL REVIEWERS  
Training 
We ensure consistent application of criteria through intense training and ongoing 
monitoring of our clinical staff. Upon hire, all clinical services staff responsible for 
medical necessity reviews complete a two week orientation followed by four weeks of 
classroom-based, instructor-led training. Orientation and training includes an overview 
of the Medicaid program, social determinants of health, an organization and department 
overview, education on department terminology, 
training on application of the varying clinical 
guidelines described above, benefit coverage, modules 
on case management resources and processes, 
grievance and administrative review training, HEDIS® 
care gap education, and all of the WellCare 
management information systems they will leverage, 
as well as the authorization process, both expedited 
and standard. We include InterQual Training Modules in our training curriculum. All 
materials associated with this module are InterQual certified and the training is 
facilitated by InterQual Certified Instructors, of which we have eight in-house. Following 
the six week orientation and training, associates undergo preceptor training for up to 80 
days depending on their previous work experience, performance in training and 


All Medicaid DER Requests 
In the first six months of 2016, 


WellCare’s average time to process 
DER requests was approximately 11 


hours. 


In 2015, we conducted 192 
training sessions for 1,279 UM 


staff representing 24,768 training 
hours. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


147







Section 4 
Company Background and References 


 
 
 


demonstrated proficiency. Ongoing education is provided regularly to maintain and 
improve skills and competency in performing job functions. 


Compliance Assessments 
Following training, newly 
hired associates are 
subject to routine 
compliance assessments 
to ensure appropriate 
review completion, 
including timeliness, case 
notes, evaluation criteria, 
use of prior authorization 
Tool, and notifications. In 
addition, our supervisors 
conduct “ride alongs” 


with field-based staff to observe the associate demonstrating their knowledge and 
skills. Additionally, we perform ongoing audits of clinical documentation and review 
decisions of all staff throughout the year to ensure accurate and consistent application 
of criteria. As training and education are ongoing processes, WellCare provides its 
clinical reviewers with scheduled case studies to review and complete throughout the 
year. These reviews reinforce our commitment to inter-rater reliability to proactively 
track and monitor decision-making so it is both consistent and evidence-based.  


Auditing and Inter-rater Reliability Testing 
Our commitment to ensuring consistent application of criteria is further demonstrated 
through our independent Clinical Service Compliance (CSC) unit within Quality 
Management. The CSC monitors staff performance in meeting contractual requirements 
and member needs in medical necessity reviews. Each month the CSC team of licensed, 
clinical staff (i.e., registered nurses, licensed practical nurses, licensed clinical social 
workers) review a random sample of medical and behavioral health UM files for 
contractual standards such as turnaround times, member and provider notifications, and 
notification letter content. The reviewer assesses member experience and outcomes by 
evaluating important elements of needs assessment, discharge planning, member 
engagement, care coordination, and follow up for goal achievement. UM teams who are 
responsible for identifying opportunities for improvement and taking action receive 
summary reports, including staff training and coaching.  


WellCare also conducts online inter-rater reliability (IRR) testing; using a commercially-
available IRR product, for all clinical review staff involved in assessments, service plan 
development, and utilization decisions.  


We use nurse and team/plan-specific effectiveness reports to include work 
load/productivity, LOS, observation and approval rates that help us identify needs for 
process, system, criteria or other training. 


At least annually, our staff completes the interactive assessment through a variety of 
case scenarios for their respective areas of focus (i.e., behavioral health, durable 
medical equipment) and must assess if the services are to be approved or denied. All 
tested must achieve at least 85% on their IRR assessment. Those scoring less than 85% 
undergo training, coaching, and additional oversight until they achieve desired 
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performance expectations. Continued poor performance results in additional 
disciplinary action including termination of employment. In 2014, our utilization 
management staff achieved an average score of 94.6 percent on their annual IRR 
testing. Our medical directors had an average score of 96 percent for the same 
timeframe. 


In addition to this annual testing, CSC conducts internal monthly audits using the same 
criteria. These are used as a tool to measure and inform performance and opportunities 
for improvement through staff training. 


EFFECTIVE SYSTEMS ALLOW FOR EASY RECOGNITION OF INITIAL AND CONTINUED 
AUTHORIZATIONS 
Our UM policies and procedures are designed to provide continuity of care and prevent 
gaps in service. Our processes and systems allow our staff to easily identify if an 
authorization is new or a continuation of an existing or previous authorization. The 
assessment of medical necessity and authorization process are fully integrated into the 
process of assessment, care plan development, and care plan reviews.  


At the time a service is requested, whether via telephone, fax, or provider portal, our 
staff reviews the member’s full service history in the Medical Management Platform to 
determine if there is an open authorization for which the current request is a 
continuation or reauthorization or if there is a past history. 


REVIEW PROCESS FOR INCOMING REQUESTS FOR SERVICES  
Upon receipt of a new request for services, our utilization management staff date and 
time stamp the request to ensure they are addressed within the required timeframes, 
standard, expedited, or urgent/immediate. The request is documented in MMP and then 
the staff examines the request against along with new clinical information which may 
have been provided and the clinical information already available through in MMP.  


The prior authorization nurse then reviews the request against nationally-recognized, 
established criteria including InterQual®, Hayes, Milliman Clinical Guidelines®, and our 
proprietary evidence-based Clinical Coverage Guidelines, behavioral health guidelines 
and others, to assess the medical necessity of the requested services. The criteria is 
applied to assess the appropriateness of the request and to provide authorization. If 
determined to be medically necessary and appropriate, the prior authorization nurse 
completes documentation in MMP and notifies the provider of the authorization by 
phone or fax. If he/she cannot approve the services requested based on the information 
received and applicable criteria, the request is routed, via MMP, to a medical director 
for secondary review. This ensures that decisions to deny a service authorization 
request or to authorize a service in an amount, duration, or scope that is less than 
requested, is made by a practitioner with the necessary credentials and experience, and 
who has appropriate clinical expertise in treating the member’s condition or disease. 
The medical director has the ability to also consult with an external peer specialist, if 
necessary. If the medical director approves the request, it is returned to the prior 
authorization nurse to complete the documentation and notification as previously 
described. If the medical director does not approve the request or it is reduced, 
suspended, or terminated, the prior authorization nurse or case manager completes the 
documentation in MMP and informs the provider verbally or by fax of the reason for the 
decision and offers the opportunity to discuss the adverse determination with the 
medical director. If the decision remains unfavorable, we mail the required written 
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notice of adverse action to the member, requesting provider, and the member’s primary 
care provider. The notice, which complies with the requirements of 42 CFR 438.404, 
includes the reason for the adverse action and information pertinent to the action 
including provider appeal rights.  


CONTROLLING UNNECESSARY EMERGENCY ROOM UTILIZATION 
There are multiple factors that influence emergency room (ER) utilization, 
among them, convenience, access to specialty care, perceptions of higher-
quality care in hospital settings, and differing perceptions of urgency 
between patients and clinicians. For the Medicaid population in particular, 
the literature generally attributes higher rates of utilization to limited 


access to primary care physicians stemming from Medicaid’s lower reimbursement rates. 
Others have also suggested that the health of Medicaid beneficiary groups, in particular 
the disabled, contributes significantly to the discrepancy of ER utilization between 
Medicaid members and other groups.  


WellCare is committed to reducing the inappropriate use of emergency rooms, especially 
for routine care. We know repeated use of the ER leads to fragmented and 
uncoordinated care and that the best chance for improving health outcomes comes from 
a well-coordinated, integrated plan of care with a primary care provider being an 
integral player on the care team. As such, WellCare has implemented a number of 
interventions to ensure access to care to meet the unique needs of our members, and 
focuses heavily on member and provider education.  


Our emergency room diversion program reduces emergency department expenditures by 
allowing us to identify and intervene with members who unnecessarily or frequently and 
inappropriately use emergency services. Using sophisticated data analytics, we identify 
members in need of support, and then engage them in our case management program. 
We conduct a comprehensive assessment to determine underlying issues and contributing 
factors. Based on the results of the individual assessment, we connect members to the 
most appropriate, cost-effective services and resources for their needs. Throughout, we 
communicate with the member regularly, encouraging primary care provider visits and 
relationships and provide follow-up as necessary. We work with members to educate 
them on appropriate use of various care settings.  


We offer a number of targeted interventions to improve members’ continuity of care, 
health outcomes, and quality of life while improving use of services and related costs by 
helping members get the care they need in the appropriate setting. These initiatives 
include:  


 24-Hour nurse advice line/24-Hour behavioral health crisis line 
 Use of hospital observation services 
 Field and telephonic case management 
 Grand rounds and other clinical rounds 
 Providers who offer extended office hours and urgent care 
 Care gap monitoring and reporting, including mapping of care gaps to identify 


geographic trends in care gaps 
 Comprehensive discharge planning 
 Promotion of patient-centered care through the use of the Patient-Centered Medical 


Home (PCMH) and Integrated Health Home models 
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 Member education about appropriate use of emergency services and access to urgent 
care 


24-Hour Nurse Advice Line 
Our experience shows us that members will sometimes use the emergency department 
for routine care; therefore, we offer a 24-hour nurse line to provide a quick, convenient 
way for members to assess their condition to help them decide if an emergency room 
visit it truly warranted. Members are able to access our nurse line at any time through 
our dedicated toll-free member services line. Our 24-hour nurse line team uses a 
nationally recognized triage decision-making tool to assist the member in deciding 
whether to see their provider, go to an urgent care center or seek immediate emergency 
care. Nurses who answer the nurse line assist the member in locating the closest urgent 
care center or transfer the caller to member services to make an appointment. Our 
nurse line plays a pivotal role in our program by directing members to the most 
appropriate site for care and, in return, lowering the cost of care.  


The nurse line has proven outcomes in diverting members to a more appropriate level of 
care: 


 77% of members seeking emergency room care were directed to lower level of care of 
urgent care or provider visit 


 72% of members seeking urgent care were directed to lower level of care of provider 
care 


 72% of members seeking physician provider care were directed to lower level of self-
care 


WellCare offers Video Relay for members who are hard of hearing or deaf. Two 
WellCare staff who are deaf and communicate through American Sign Language man the 
Video Relay. When not used by our deaf or hard of hearing members, the Video Relay 
enables our deaf call center staff to assist other callers with their social service needs. 
Nurse line staff includes Spanish-speaking nurses, and interpreter services are available 
for other languages at no cost to the member.  


24-Hour Behavioral Health Crisis Line 
WellCare operates a 24-hour, 7-days-a-week behavioral health (BH) services crisis line 
staffed with licensed behavioral health crisis counselors. When a WellCare of Nevada 
member calls our toll-free member services call line they are prompted to press “1” to 
speak to a BH customer service representative (CSR) when they are in the member menu. 
Our BH Member Services team is staffed with BH subject matter experts trained to 
handle calls from members in need of BH services. Our BH crisis line encompasses 
confidential telephone counseling to people in mental health crises as well as mobile 
outreach services, community referral services, and critical incident stress management 
(CISM). In addition to this crisis line, we train our member services personnel on how to 
identify crisis calls that come into our member services call center. These services are 
able to contact local emergency services if those services are needed. 


Providers Who Offer Extended Office Hours and Urgent Care 
As part of WellCare’s network development strategy, we will recruit provider offices 
who offer extended office hours including evenings and weekends and retail urgent care 
clinics in our network. Additionally, our PCMH Implementation plan has incentives for 
providers who meet certain PCMH standards, including offering after-hours.  
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Our Member Services associates 
assist members to find 
afterhours and urgent care 
facilities, but we empower 
members and promote self-
management by offering self-
service as well.  


We will make it easy for 
members to locate participating 
centers in our printed provider 
directories, through our Find-a-
Provider tool on the Member 
Portal, and through our 
MyWellCare mobile application. 
WellCare of Nevada members 
will be able to download our 
MyWellCare application to their Apple or Android device to have easy access to a 
number of important plan details including our Find-a-Provider tool and Quick Care 
(urgent care locator). In addition, our provider directories feature provider office hours. 
On our member portal, we have implemented an easy-to-use index dedicated to finding 
providers who offer extended hours, as demonstrated in Figure 22. 


Use of Hospital Observation Stays 
Chest pain, respiratory conditions, abdominal pain, cellulitis and behavioral health 
crises are the most common reasons for use of the emergency room. One of the services 
we offer to members as a means to prevent avoidable hospital admissions is the use of 
hospital observation services for up to 23-hours of evaluation. This period is designed to 
stabilize the member and ensure that an appropriate diagnosis is made, but as an 
outpatient service. Oftentimes, the member needs this short period to stabilize and can 
return home. Upon review of a request for an inpatient stay, our staff carefully 
evaluates the member’s clinical circumstances and their health care needs. If the 
circumstances do not meet medical necessity criteria of clinical severity requiring a full 
admission, first, our staff will reach out to the facility to determine if there is 
additional clinical information that would support the need for an admission. If there is 
not additional information, but it appears to be in the member’s best interest to be 
monitored at the facility, our staff will consult with the facility to suggest the physician 
order for an observation stay if appropriate. Once the updated physician order is 
received, the request is processed for an observation service as opposed to an inpatient 
admission, reducing costs while improving outcomes. 


Comprehensive Discharge Planning 


 
Figure 23: Discharge planning process 


Figure 22: After-Hours Search 
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We have designed our discharge planning process (Figure 23) to provide early 
identification of all medical, behavioral and social issues that may require post-


inpatient intervention inclusive of transportation, home health, medication 
needs and others. Our member-centric discharge planning process involves 
the attending physician, facility discharge planner, our concurrent review 
professional staff, the member and his/her 
caregivers, ancillary providers, case 
managers, when appropriate, and 


community resources. Once a discharge plan is drafted, 
discharge planners review it and adjust the plan as 
needed with each subsequent clinical review prior to 
the member’s discharge from the facility. In instances 
where a member who is enrolled in our case 
management program is admitted to an inpatient facility, our concurrent review staff 
notifies the member’s case manager.  


The services provided through our comprehensive discharge plan are many (Figure 24): 


 Link to primary care provider and specific specialists  
 Delivery and access to durable 


medical equipment and supplies 
 Transfer the member to an 


appropriate step-down facility 
(i.e., skilled nursing facility)  


 Home health care  
 LACE (Assessment of Length of 


stay, Acuity, Comorbidity, and 
Emergency room use) discharge 
planning 


 READMIT Tool for behavioral 
health risk 


 Medication management  
 Physical, occupational or speech 


therapy  
 Social and community-based 


services  
 Outpatient Behavioral health services, intensive outpatient and partial 


hospitalization  
Our discharge planners work with members and their families and caregivers to get them 
into the right setting after discharge. 


Our discharge planning is a critical component to reducing readmission rates. Some 
strategies we have launched recently include an assessment at the time of admission to 
identify members most likely to readmit based on algorithms considering their 
conditions and past utilization history. Those identified at risk are provided additional 
discharge supports that can include in-hospital visits by a WellCare case manager to 
arrange for appropriate discharge. Investment in our dedicated behavioral health 
discharge planning team has led to a 26 percent increase in members keeping their 7-
day follow-up appointment after discharge (FUH). 


Investing in a dedicated discharge 
planning team increased the rate 
of 7-day follow-up appointments 


by 26%. 


Figure 24: Discharge and Transition of Care 
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Care Gap Monitoring and Reporting 
One way to help members prevent unnecessary utilization of more restrictive levels of 
care is to ensure they have a positive and ongoing preventive relationship with their 
primary care provider. To foster these relationships, we have built a disciplined 
approach to monitoring for care gaps, working with members to close care gaps and 
reporting care gaps to providers to support their efforts to close those gaps. We offer 
in-person support to our PCPs to review care gap reports and make reports available 
online in a secure provider portal. We continue to enhance these efforts. Our latest 
initiatives include mapping of care gap reports to identify geographic trends, proactive 
member outreach when care gaps are identified to walk them through the gap and 
facilitate a three-way call with their PCP office to set an appointment to close the 
identified gap, and finally, the addition of enhanced care gap information added to the 
CommUnity Assistance Line system so that CAL representatives can discuss care gaps 
with members and assist them in closing the gap. 


Promotion of Patient-Centered Care through Patient Centered Medical Homes 
Members in medical homes tend to have closer connections with their primary care 
providers, which helps them meet their healthcare needs in the least restrictive and 
cost-effective settings. Because of this, we will support DHCFP’s effort to grow the 
number of PCMH-designated practices in Nevada and have offered a number of 
strategies to promote this effort including technical support, incentive-based payment 
structure, collaboration on care coordination and data information sharing.  


E. Medicaid claims processing and adjudication; 


ENSURING A FULLY DEVELOPED CLAIMS PROCESSING SYSTEM FOR NEVADA 
WellCare of Nevada is committed to provider satisfaction by implementing sound 
reimbursement practices, including 
prompt and accurate claims 
payment. We have over 20 years of 
Medicaid experience in the 
successful and timely processing of 
claims and paying providers 
accurately. The mission of our 
corporate claims department is to serve our members and providers through consistent, 
prompt, and accurate payment of claims. In 2016, we processed an average of 2.9 
million claims per month with 99.5 percent turnaround time of all Medicaid claims 
within 30 days. Each and every claim is an opportunity for WellCare to reinforce our 
commitment by completing the cycle of service from provider to member, and back to 
the provider in the form of timely and accurate payment. Our Claims and Encounter 
processing applications have the demonstrated capabilities to meet the requirements 
outlined by Nevada Division of Health Care Financing and Policy (DHCFP).  


Based on our conversations with providers in Nevada, it is our understanding that timely 
and accurate claims payment is the primary issue they face. Our extensive experience 
coupled with our commitment to provider engagement will alleviate this administrative 
burden for the provider community in Nevada. 


  


Excellence Through Numbers 
 


2016 - 99.56% processed within 30 days 
2015- 99.48% processed within 30 days 
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PROVIDER CLAIMS PROCESSING SYSTEM 
Our claims processing system supports both in- and out-of-network providers capable of 
processing Medicaid claims. We actively 
encourage the use of electronic transactions 
whenever possible, supporting all industry 
standard transactions and formats. Our 
dedicated teams of individuals assist 
providers with the implementation of 
electronic transactions. Providers unable or 
unwilling to use electronic formats are 
accommodated by Pay span with paper documents produced from these electronic 
transactions or the ability to download remittance advices directly from their web 
portal. 


BUILDING OUR CLAIMS STRATEGY FOR NEVADA 
WellCare has a well-defined strategy which we will deploy for the Nevada claim 
payment process and ensure it is ready at the time of Nevada’s contract 
implementation. Our readiness plan begins with the release of the RFP. With respect to 
claims, we analyze the RFP based on the new processes required for our existing claims 
readiness, the modifications required and identifying the new requirements which 
require solutions. Based on this analysis, we develop a comprehensive project plan that 
includes our configuration, benefits, claims, electronic data interchange (EDI) 
operations, IT, front-end, coding and fee schedule teams. Our Enterprise Project 
Management Office (ePMO) market initiatives team gets involved for developing a 
comprehensive project plan. The Claims team organizes weekly status meeting to 
measure the progress against the project plan.  


For Nevada, we will develop a customized process that will support Nevada-specific 
regulations and will involve rigorous process initiation involving end-to-end testing, 
modular-unit testing and provider contract adjudication testing. Our Claims department 
is led by our Sr. Director, Claims Operations, Brian Pogue, who will oversee the claims 
operations for Nevada. Brian has been with us for 19 years and oversees an increasing 
operating budget of $23 million for 2015 & $26 million for 2016. The team successfully 
increased auto-adjudication rate of 80.1 percent to 85.6 percent. Brian understands the 
impact our Claims Department has on the provider network, and our core commitment to 
the “Members First” philosophy. At WellCare we view our Claims department as 
intrinsically connected to our members and their better health outcomes. To that end, 
the Claims Department works toward operational excellence every day so that our 
members have a strong provider network to access the care they need. 


CLAIMS PROCESSING USING OUR SINGLE INSTANCE PLATFORM 
WellCare of Nevada’s claims payment process for all medical and behavioral health 
claims is integrated within the same IT platform. Our Core Processing System (CPS) is 
designed to apply benefits, clinical edits, provider contract and pricing, data 
validations and service code verifications (including Strategic National Implementation 
Process (SNIP) and National Correct Coding Initiative( NCCI) edits), and authorization 
rules to claims in a real-time processing environment. This capability allows us to meet 
or exceed timeliness and accuracy standards. Around 91.95 percent of the claims are 
received electronically in batches and the same editing standards are applied to all 


By the Numbers 
 


Auto-adjudication Rate: 85.52% 
EDI Rate: 92.6% 


Financial Accuracy: 95.23% 
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claim submissions, contributing to our auto-adjudication rate of 85.52 percent. The 
real-time nature of our applications means that clean claims which do not require 
manual validation or editing are adjudicated and finalized within hours, and at times 
even minutes, from receipt. 


The following graphic illustrates the claims workflow.  
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Intake  
WellCare of Nevada is able to process electronic claims from clearinghouses, direct data 
entry of claims via our web portal (with the added benefit of requiring SNIP validation 
edits to be passed as part of submission) and paper claims as well as Coordination of 
Benefits Agreement (COBA) claims for members with primary Medicare coverage.  


Paper claims are scanned, indexed, entered and validated before being converted to an 
electronic format. All claims are then brought into our adjudication environment in an 
electronic format through the EDI Gateway. All original source data is captured, even if 
the file or an individual claim/encounter is rejected, and this initial submission also 
becomes the reference point for all tracking and reconciliation functions. This approach 
ensures that data needed for Clinical purposes as well as reporting needs (such as 
“Received But Unadjudicated Claims”) are able to be met. For electronic submissions, 
WellCare sends the provider a status through a 277U transaction. For non-electronic 
submissions we provide paper notifications of rejections. 


While paper claims are accepted, we support individual providers by promoting 
electronic submission whenever possible. We support our provider community through a 
dedicated team of experienced professionals within our claims operations area 
specifically dedicated to assisting providers with implementing electronic submissions 
and/or resolving any issues with electronic submissions. Based on submission volumes, 
this group will initiate direct outreach through provider relations to enhance the 
provider experience. 


Upon completion of the initial Front End business rules, claim submissions are processed 
through a series of basic validation edits in the Front End Business Rules. This process 
applies all industry standard edits including SNIP (Strategic National Implementation 
Process) 1 through 7 as well as validation of member, provider, vendor, and other 
critical data elements such as national provider identifier (NPI) validation. Claims that 
fail these edits are rejected for resubmission.  


Pre CPS Business Rules 
Upon completion of the front end business rules, all accepted claim submissions will 
enter the pre-payment processing functions including the application of logical data 
validations and clinical edits. These edits ensure that claims are adjudicated correctly, 
based on commonly accepted and published clinical guidelines, and otherwise able to be 
fully adjudicated.  


Core Processing 
The Core Processing System supports the full pricing and adjudication of all professional 
and facility claims. Any pended claim is tracked and routed for resolution within the 
claims timeliness standards. These validations will include NCCI edits, benefit limit and 
accumulator edits, payment rate determination according to provider contracts, 
coordination of benefits and third party liability coordination, high dollar claim 
reviews, and other edits necessary to fully adjudicate and determine the payment 
amount for a claim.  


Validation 
After a claim is adjudicated and priced, but prior to payment, a further set of edits 
including, as applicable, clinical edits, Fraud Waste and Abuse Edits, and other 
processing edits are applied to ensure and validate proper payment.  
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Payment 
Accounts Payable cycles are generated six days a week with the exception if the check 
run falls on the last day of the month or a closed holiday. WellCare of Nevada generates 
all payments as 835 transactions which are delivered to our delegated financial partner 
Payspan. Our daily payment cycle improves processing turnaround times and increases 
provider satisfaction. Payspan executes the actual financial and remittance activities. 
Providers (through an easy to use web page) are able to indicate their preference for 
Electronic or Paper transactions for both the payment (EFT or Check) and the 
Remittance (835 or Paper). A full reconciliation file is returned to us and processed to 
ensure that all intended payments were made and track the payment transaction 
information. 


OUR CLAIMS ARE MEASURED AND ADJUDICATED 


 We use a number of proven approaches and methodologies to monitor claims processing 
throughout the entire life cycle. Testing claims performance starts with a 
comprehensive, diligent pre-production 
testing plan. A fully configured test 
environment is used to conduct end-to-end 
testing. Specifically, testing environments 
exist for benefit set up, provider 
contracting, EDI and claims adjudication. A 
critical component to continuous claims 
process improvement is our auditing 
function. We perform claims audits in 
accordance with all applicable rules and 
regulations. The audit program is designed 
to minimize risk by increasing the 
accuracy of claims processing through performance feedback and root cause analysis. 
This program identifies deficiencies and works to resolve them for improved claims 
processing and payment. A dedicated claims audit team is responsible for reporting the 
financial accuracy for medical claim payments. This internal control activity supports 
early detection and corrective action of potential financial risk. Our independent 
registered accounting firm, internal audit team, senior management and the Audit and 
Finance Committees of the Board of Directors of WellCare monitor the findings. The 
objectives of the audit team are to minimize financial impact, provide reports that 
assist in effectively trending payment accuracy, identify payment and financial 
accuracy measures for root cause analysis, and to request and monitor corrective 
actions. The following activities are performed by our Audit Team: 


 Sarbanes-Oxley Compliance Audit (SCA): The SCA process is designed to ensure the 
system logic complies with state and federal guidelines, designated contracts, 
approved management changes (in the form of business decisions), department 
processes and procedures, and decisions documents are approved within our 
compliance guidelines and that all items are implemented appropriately. 


 User Compliance Audit (UCA): UCA’s are conducted to identify opportunities to 
improve financial accuracy through the clarification of training and desk procedures 
and staff training as well as associate performance management. 


 Targeted Compliance Audit (TCA): TCA’s are performed on new operating activities 


2016 OUR OVERALL YTD CLAIMS PROCESSED 


Month Claims 
Processed 


10-day 
TAT 


30-day 
TAT 


90-day 
TAT 


April 2,975,487 91.02% 99.83% 99.98% 


May 2,888,182 91.44% 99.64% 99.96% 


June 2,882,076 91.51% 99.26% 99.99% 


July 2,216,831 91.59% 99.72% 99.98% 
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or areas of concern.  
 High Dollar: The audit is a pre-payment review on claims with a net paid amount of 


over $50,000 and is performed to minimize the financial risk on high dollar claims, 
validating the payment amount before the claim adjudicates. 


 Delegated Entity (DE): The DE audit works directly with the delegation and oversight 
team to ensure payment accuracy for our delegated vendors. We monitor compliance 
with applicable standards in accordance with federal and state requirements and 
have established the Delegation Oversight Committee (DOC). The DOC is responsible 
for all functions that we delegate to third parties. The DOC must ensure appropriate 
performance measurements are in place to accurately assess delegated entities are 
in compliance with federal and state requirements. 


Monitoring Claims Adjudication Accuracy  
WellCare of Nevada understands the importance of accurate claims adjudication and 
shows our commitment as a responsible 
steward of Medicaid funds. We validate 
that all services are paid in accordance 
with Medicaid Coverage and Limitations 
and the State Plan. We also confirm that 
services are paid at the correct fee 
schedules and contracted rates for services 
provided by Medicaid-eligible providers to 
Medicaid-eligible enrollees. We track on a 


monthly basis summary and detailed metrics related to financial accuracy. 
For 2016 to date, our Sarbanes-Oxley Financial Accuracy rates have been 
98.85 percent based on audits and analysis results. We will submit our 
written Nevada-specific policy and procedure for monitoring claims 
adjudication accuracy to DHCFP for review and approval and implement our 
process in accordance with that policy.  


Claims Inventory Monitoring and Tracking  
WellCare of Nevada reconciles claims from date of receipt to either rejection or 
complete adjudication. This process ensures there is 
no leakage as claims move throughout the various 
stages on their way through to the check/accounts payable cycle, which occurs six days 
per week. On a daily basis, the Claims Command Center monitors claims inventory in the 
various phases of the workflow, including, but not limited to performance metrics (e.g., 
month-to-date turnaround time, auto-adjudication rates and production outputs). Any 
activities that may affect claims output are addressed at our weekly claims center 
monitoring meetings so they can be resolved quickly to ensure that we meet contractual 
and regulatory requirements. The Claims Department operates in a state of continuous 
process improvement in order to improve our provider and member satisfaction. As 
illustrated earlier by the year over year improvement in claims turnaround time, we 
have creatively leveraged technology to replicate the repetitive processing mechanics 
on select claim types, thereby reducing manual intervention, sustaining consistent high 
quality output along with a high auto-adjudication rate (85.52% YTD ’16 for Medicaid 
claims), and increasing production to effectively keep pace with variations in claims 
volume. 


Our Payment Integrity Team conducts numerous independent audits to identify 


Sarbanes-Oxley Financial Accuracy Rates  
2016 to date, our financial accuracy rates 


have been 98.85% based on audits and 
analysis results. 
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opportunities to eliminate defects on a pre-payment and post-payment basis. These 
include targeted audits, peer reviews, hospital audits, external department audits and 
pre- and post/payment high dollar audits. Daily, the CCC monitors incoming claims 
status, inventory and metrics reports. Utilizing workflow management tools the team 
works to identify trends, variances and forecast work-on-hand throughout the claims 
processing flow. A vital aspect of the CCC is to monitor end-to-end claims tracking, 
reconciliation, and acknowledgement of claims in transit. This monitoring is important 
because it ensures that every claim is tracked from clearinghouse transmission or paper 
image through and including load to the Core Processing System (CPS) or rejection. 


The claims team utilizes monitoring tools as leading indicators to improve accuracy and 
provider satisfaction: 


 Top Denials by provider including dollars 
and volume - Enables proactive 
communication to providers to reduce 
denials 


 Top Reasons for suspended claims - 
Provides the mechanism to conduct 
analysis on improving auto adjudication 
rate, which has a positive impact on accuracy and timely payment 


 Daily monitoring of inventory as compared to prompt pay statues 
 Identification of top providers with the highest clearing house rejection rates – EDI 


team partners with providers to educate them. 


In addition to the above monitoring tools, the following reports are routinely run to 
provide additional information for the CCC to monitor claims processes: 


REPORTS FOR MONITORING CLAIMS 


Report Name Frequency Description 


Quality SOX Compliance Weekly Weekly summary of financial accuracy 


Field Magic/Projects Daily Snapshot of projects in Field Magic ticket and 
claims Volume 


Manual Entry Daily Summary of manual entry/red claims to be worked 


High $ Summary Daily Claims currently in system that require high $ 
review process from audit and Claims management 


Interest Summary- MTD Daily Summary of interest $$ paid post-check. Grouped by 
state, claim and check date 


Reconciliation Report Daily End-to-end claims tracking, reconciliation and 
acknowledgement of claims in transit 


CPR Summary Hourly All claims that require manual intervention due to 
holds on the claim 


Claims First Pass/AA Rate Daily Auto Adjudication Rate – Processed volume along 
with AA volume 


Claims Payment 
Timeliness 
Summary 


Daily Processed Turn-Around-Time, Processed Volume 
along with AA volume 


Receipts & Rejects Weekly Total Claims Submission and Total Claim Rejections 


Accuracy Goal for Compliance Audits 
 
WellCare achieved 98.7% financial dollar 


accuracy and 95.9 % claim payment 
accuracy in claims payment audits. 
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REPORTS FOR MONITORING CLAIMS 


Report Name Frequency Description 


SNIP Daily SNIP Rejections by market, by claim 


Top Paper Submitters Weekly Identifies providers submitting claims via CMS-1500 
or UB-04 


Top Paper Rejections Weekly Identifies providers submitting unclean claims 


Provider Disputes Daily All written provider disputes regarding claims 


PROVIDER ENGAGEMENT PROGRAM 


WellCare of Nevada’s provider network plays an important role in ensuring 
members receive quality health care in a timely and cost-effective manner. 
Our Provider Engagement Program (PEP) strategy promotes high-touch 
collaborative relationships with preferred, high-performing providers. The 
new program enhances the provider relations role along with regionally-
focused operations account representatives to yield a high-touch model that 


allows us to efficiently and effectively engage providers in a process that will drive 
quality, cost and utilization improvements. We believe this program will be highly 
successful in Nevada and will ultimately lead to a strengthened provider network. 


Highly trained and local field based provider relations representatives target providers 
unfamiliar with managed care for in-person instruction through a combination of group 
and one-on-one training. In addition, we have an Operations Account Management team 


to support providers with claim filing and payment resolution. This support 
model connects providers with a dedicated resource to ensure access to 
helpful, knowledgeable representatives for first contact issue resolution. 
This team engages in ongoing communication with the provider to keep 
them informed of status through full resolution and satisfaction. The 
Operations Account Management team is experienced in working with all 


provider types, including atypical and sub-capitated providers. 


“I am absolutely proud to be writing this recommendation for the superb and outstanding 
service WellCare extends to our District with submission and reimbursement turnaround 


of our claims. I would also like thank WellCare for employing a highly professional 
representative as Kathryn Glass who always gives our counties prompt and courteous 


attention to each of our needs. It is without a doubt that I express how I wish every Payor 
had representatives who were as attentive to research and resolutions to our questions as 


Kathryn exemplifies for all of the counties she serves in this District.” 


Georgia District Manager for Public Health Department 


Providers receive claim and encounter submission technical guidance via quick reference 
guides, on-line provider companion guides and email support from EDI-Operations as 
part of our initial and ongoing training process. We have extensive experience in 
multiple states, including Florida, Georgia and Kentucky, helping providers transition 
from FFS to managed care processes with a specific emphasis on encounter reporting.  


We identify the high volume submitters of paper claims on a monthly basis. Proactive 
outreach to providers is performed by the EDI-Operations Department and RelayHealth 
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(our preferred clearinghouse vendor) to help these providers convert to free electronic 
submissions.  


Our secure provider portal supports an easy to use, no cost, and direct data entry (DDE) 
claim submission tool. This service is also available through AdminisTEP.com and MD-
Online. All tools are currently being used to successfully transition providers that 
traditionally have submitted paper claims to electronic submissions. We assist all 
providers, including atypical providers in the use of the DDE tools for claims. DDE 
collects the required information from the provider to create an electronic claim or 
encounter that complies with the EDI 837 format and meets DHCFP’s encounter 
submission requirements.  


Cross Functional Teams Engagement for Provider Claims Payment 
WellCare of Nevada diligently works to prevent/resolve any provider 
abrasion related to claims. If there are issues that would create a denial in 
the claim, or if provider questioning something on the authorization, the 
item and a description is put on a claims log that is reviewed by UM. 
Normally a project administrator will review that log and investigate and 
correct items on the authorization that he/she can correct, such as correcting 


the date(s) of service, or updating a NICU authorization from mother’s name/ID to the 
infant name and ID. Anything other than that, especially items or concerns about 
anything high dollar will go to the supervisor for immediate investigation and 
resolutions. We want to correct any error on our part to facilitate payment in a timely 
manner and to alleviate/prevent provider abrasion. 


Success Story: Provider Claims 


One of our provider partners that submit large volumes of claims was having difficulty 
getting claims past their clearinghouse as their incomplete paper submissions were being 
rejected. Our EDI Operations set up a call with the provider’s submitter and their EDI 
personnel and walked through the instructions to submit to their preferred path and 
facilitate arrival at WellCare electronically. EDI Operations tracked some “test” claims for 
the submitter to confirm the solution was successful, allowing the provider’s claims to 
arrive directly at WellCare within 24 to 48 hours, a significant improvement over 
processes the provider was using. 


Cost Efficiency 
Our comprehensive provider training program includes initial orientation and ongoing 
training about all program topics including financial participation and cost share. This 
training is reinforced through subsequent visits from Provider Relations, our provider 
manual, newsletters and the provider website. All provider training materials are also 
found on our website. Financial participation and cost share will be included in the 
Provider Visit Planning Checklist material to ensure the topic is covered during Provider 
Relations visits. 


Our claims system automatically pays the provider net of financial liability and cost 
share. Member financial liability and cost share will be reflected on the payment 
remittance (either an 835 transaction or the paper explanation of payment depending 
on the provider’s preference). 
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Our Claims Payment Dispute Process  


We have implemented policies and procedures that 
allow providers to submit a request for adjustment 
to previously denied or underpaid claims. These 
policies and procedures are driven by our belief that 
we must be good stewards of the state’s dollars, and 
we must be mindful of the administrative burden we 
place on our provider network. Our Provider 
Engagement Program and our Account Management 
team works with our providers to understand their 
concerns, if any. It is our belief that with these core beliefs we can help to transform 
and improve the relationship between the current Nevada Medicaid Provider Network 
and managed care. We will submit our written Nevada-specific policy and procedure for 
registering and responding to claims disputes, including a process for out-of-network 
providers, to DHCFP for review and approval. We will implement our process in 
accordance with that policy. 


Success Story: Our Claims Dispute System at Missouri Care 


In 2015, we had numerous issues with SLUCare that began with their roster information 
being incorrect in our claims processing system. This caused a large number of claims to 
either deny for “no authorization/process” “non-par” or underpay. After a great deal of 
work from our Provider Operations Coordination Team (POC) team, the roster was 
cleaned up and several large projects were worked to have all affected claims 
reprocessed. As part of our commitment to SLUCare, to make sure these issues were 
resolved and would not continue, the Provider Operations Representative runs a bi-
weekly report to identify any provider records that may not be set up correctly. For any 
claims that process as non-par or are underpaid, the Provider Operations Representative 
reaches out to the Provider Operations Coordinator to verify the provider set up in our 
claim system. This process identified a couple of provider records that were not set up 
correctly and we were able to quickly have the record updated and future claims were 
not affected. With running of bi-weekly reports, as of today finding claims that processed 
as non-par or that are underpaid are a rarity. 


The claims payment dispute process is designed to address claim denials/payments for 
issues related to a claim denial for timely filing, coding or billing related issue, and to 
dispute the amount paid on a claim. WellCare of Nevada will have defined policy, 
procedure and payment guidelines that call for and ensure adjudication of 90 percent of 
all clean provider-initiated adjustment requests within 90 business days of receipt. 
Further, we shall also reprocess claims processed in error within ten (10) business days 
of identification of the error or upon a scheduled approved by the DHCFP. We currently 
monitor and report inventory and turnaround times related to disputes by state. 


Claims Reconciliation 
In an effort to assist the operational units with the management of identified claims 
risk, the Claims Audit department uses an application to record mitigation plans. 
Payment errors are logged and tracked in the centralized audit tool called the Audit 
Workbench to ensure corrective actions and mitigation plans have been provided. A 
report of all affected claims is also created and tracked to verify that appropriate 
action was taken on all impacted claims. 


DISPUTE HANDLING STATISTICS 2016 


30-days  90-days  


Apr 91.7% Apr 99.5% 


May 90.9% May 99.3% 


June 90.1 % June 99.5% 


July 87.9% July 97.4% 
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WellCare of Nevada’s Reconciliation process is aggressive and unique in that it begins 
with and independent reconciliation with our clearinghouse of all claims received (Paper 
or Electronic). We receive separate reconciliation file of all claims received on behalf of 
WellCare of Nevada, and the processing outcome (Rejected or Processed) of those 
claims. This reconciliation file is used to ensure that 100 percent of claims the 
clearinghouse received were transmitted to WellCare of Nevada and successfully loaded 
into our Claims Intake Repository (HTR). Having established the completeness of claims 
receipts in HTR, the reconciliation process validates that 100 percent of claims received 
can be identified and accounted for in one of the following processing locations: 


 Rejected for SNIP Edits 
 Rejected for other non-SNIP edits 
 In Process (“on hold”) in front-end validation applications 
 Loaded and accounted for in the Core Processing System (CPS) 


This reconciliation is executed daily at the individual claim level, and each claim is 
accounted for until it is either rejected or loaded into the CPS for processing. 


Any claim not accounted for is considered a variance and requires the logging of an issue 
to ensure appropriate follow up and documentation of the resolution. The IT 
Department also completes a monthly internal attestation that indicates the 
reconciliation process has been completed daily and that any discrepancies or issues 
identified have been appropriately documented, researched and resolved. 


Auto-Adjudication 
In order to sustain and surpass the regulatory timeframes for claims processing, we 
continuously search for ways to increase the auto-adjudication (AA) rate. The AA rate is 
monitored, reviewed, and reported weekly and monthly to all levels of management with 
the purpose of identifying any deviations from the norm. If identified, a root-cause 
analysis is performed to identify the drivers and mitigate with the appropriate teams or 
areas that can influence the metric. In order to meet this initiative, we have several 
tools and methods at our disposal to improve auto adjudication rates and allow problem 
claims to go through: 


 Review of claim hold code trends: by analyzing this data, business rules that drive 
hold codes are evaluated for modification and possible reconfiguration 


 Usage of automated scripts (Macros): where repetitive claims processor 
mechanics/steps are used, a macro that mimics the steps a processor takes to 
release a claim is created, which can release claims without manual intervention, 
thereby increasing the accuracy and consistency of claims processing 


 Paper to EDI Campaign: as referenced earlier in the document, we can auto-
adjudicate a high percentage of COB claims that are submitted as opposed to paper 
claims 


As we continue to maintain and increase the auto-adjudication rate, we are able to 
reiterate our commitment of accuracy and prompt service to our providers.  


THIRD PARTY LIABILITY (TPL) 
WellCare of Nevada recognizes that Medicaid is the “payer of last resort” and has built 
detailed processes for ensuring TPL payment information is captured and used 
appropriately. We have an internal Coordination of Benefits Department that is 
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dedicated to validating and ensuring the accuracy of third party liability (TPL). This 
team validates all incoming commercial coverage tapes and state files and also 
proactively utilizes data mining techniques to identify our member’s potential other 
coverages. The coordination of benefits (COB) process, also known as cost avoidance 
process, begins by adding other health insurance coverage information to the member’s 
record in the WellCare claims system. 


Maintaining TPL Data and Reporting TPL Data to State 
We maintain a robust database of TPL information directly within the Claims Processing 
System outlined in Figure 25 below. Valid TPL coverages are updated on the members’ 
eligibility records in the Claims Processing System, making them accessible for claims 
processing and viewable by Care Management and Customer Service staff. Providers and 
Members can contact the Customer Service department to provide new TPL information 
or to request an update to existing TPL information. 


WellCare of Nevada will generate TPL avoidance and collections reports in any format 
and timeframe designated by DHCFP. 


 
Figure 25: TPL Avoidance Process 
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F. Project management; and 


PROJECT MANAGEMENT BEST PRACTICES GROUNDED IN NATIONAL 
EXPERIENCE 
WellCare’s highly skilled and trained project management associates apply nationally 
recognized best practices to projects across the enterprise, including implementation of 
new and expanded Medicaid services. Our Enterprise Project Management Office (ePMO) 
works closely with business leaders throughout the organization to ensure timely and 
successful outcomes for our members, providers and state partners. 


Since January 2014, the ePMO has completed 96 project implementations, with another 
42 in progress. As just a few examples of these project management successes, we have 
successfully managed insourcing behavioral health services enterprise wide, and we 
have been recognized by the Centers for Medicare & Medicaid Services (CMS) for our 
effective conversion to a new pharmacy benefits manager (PBM) earlier this year. Those 
implementations also include new lines of business, contract extensions and acquisitions 
in ten states. These business expansions have grown our benefits, service areas and 
members, and have required exceptional levels of planning by our business leaders and 
ePMO Team.  


Our business expansion implementations are overseen by collaborative teams of 
executives throughout our company who engage in activities across all functional areas 
to ensure successful outcomes from proposal submission to program go-live. Our 
Integrated Solutions Team (IST) is comprised of strategic leaders companywide who 
ensure company resources are aligned to support a successful implementation, and that 
our processes, people and systems are prepared to meet the needs of the state and the 
Nevada Medicaid and Nevada Check Up programs. The IST works collaboratively with the 
ePMO, and with a Governance Team of subject matter experts (SMEs) who lead 
workstreams focused on the functional areas that define our business operations. These 
three groups oversee, coordinate and carry out our implementations, while reporting up 
the executive ladder all the way to the WellCare’s Chief Executive Officer (CEO).  


Nebraska New Line of Business: WellCare’s ePMO team is currently in the process of 
implementing a Medicaid managed care contract to provide physical health, behavioral 
health and pharmacy services for Nebraska’s Heritage Health Program. The ePMO has 
engaged staff members from every functional area of WellCare’s enterprise, and is 
carrying out the project management governance and methodologies outlined below. 


A comprehensive implementation plan has been created for all Nebraska implementation 
requirements and tasks. The ePMO has also created project management documents and 
has engaged its process for risk management. Workstreams are underway, evaluating all 
RFP requirements to make sure that all requirements are currently being met or to 
identify any gaps in capabilities that will need to be addressed with new systems or 
processes.  


Workstream leads form a Governance Team that is meeting weekly to discuss project 
status, risks, issues and timelines, and to elevate any concerns or needs to the executive 
leadership team. Where small solutions are needed, they are worked out through the 
workstreams. Where larger, enterprise wide solutions are needed, the appropriate 
business personnel are called in to assist with solution development. Leaders at all 
levels of the company are receiving reports on significant issues related to the Nebraska 
implementation, though the project status is currently at green, which means that no 
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serious risks or issues have been raised and the team expects to meet milestones on the 
timeline.  


Behavioral Health Insourcing: In 2013, we completed a two-year effort to insource all 
behavioral health services, allowing us to better serve our members through our whole 
person treatment strategy. This large-scale effort included bringing all behavioral 
health management services in-house, transitioning utilization management, quality 
management, case management and claims payment from our former vendor. This 
successful project implementation included contracting and credentialing more than 
9,000 behavioral health providers across 14 states. We also hired 250 behavioral health 
subject matter experts (SMEs) to integrate behavioral health services across our 
operations. An internal compliance audit of our insourcing efforts reflected positive 
scores for contract compliance and contractor compliance in all states, and we are 
confident that insourcing of behavioral health services has benefited our members 
through better coordination of services. 


PBM Conversion: As a result of the efforts of our Pharmacy and Compliance teams, 
WellCare had a very successful conversion to a new PBM effective January 1, 2016. This 
conversion was managed so effectively that CMS invited leaders from WellCare’s 
Pharmacy and Compliance teams to speak at its Spring Conference about how WellCare 
was able to conduct such a successful PBM conversion in the last 10 years. 


WellCare’s Proven Project Management Approach 
When we enter a new market, we use a three-phased approach to managing the project: 


 Strategy Development 
 Implementation 
 Continuing Operations  


We design our processes to seamlessly move through phases while ensuring institutional 
program knowledge is documented and shared from phase to phase. The strategy 
development phase will commence prior to the award of the contract; however, the 
implementation and continuing operations phases will begin later to better align with 
the contract implementation date. We value having identified local experts who develop 
strategies and solutions based upon the needs of the state. In Nevada, we have engaged 
consultants from the advocacy and provider communities to assist us, and have 
dedicated WellCare staff members who have repeatedly visited the state prior to this 
procurement.  


The Strategy Development Phase allows us to build important relationships and grow our 
local knowledge base so we seamlessly and easily move into the Implementation Phase. 
Extensive conversations with Sherri Rice at Access to Healthcare Network, Diaz Dixon 
from Step 2, Chuck Duarte of Community Health Alliance, and local physicians like 
Andrew Pasternak, M.D., Tracey Green, M.D., and Daniel Spogen, M.D., among many 
others, have informed our Nevada strategy to ensure a local approach is achieved in all 
phases of implementation. As described in greater detail below, during the 
Implementation Phase between contract award and Go-Live, our identified leadership 
will be supported by a robust set of rigorous standards for project governance and a 
team of professionals well versed in working with state Medicaid programs to lead new 
plans through readiness and launch. Once live, we transition from implementation to 
ongoing operations with a built-in “Rapid Response” structure in the early months to 
mitigate any challenges that may arise when new populations or provider types are 
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added to managed care. 


Once fully into the continuing Operations Phase, the local WellCare of Nevada leadership 
and staff will oversee the project with ongoing support from corporate operational 
functions and WellCare leadership. Throughout all phases, we have established 
processes and protocols to effectively set up operations for each functional area. The 
chart below in Figure 26 shows some of the activities we will undertake during the 
period between notification of selection through Readiness Review and implementation 
in each county. Details on deadlines and timeframes are included in the attached 
Implementation Work Plan (Attachment 4.1.12.1. F Implementation Plan).  


FUNCTIONAL AREA KEY IMPLEMENTATION ACTIVITIES 
Hiring/Facilities  Determine Staffing Needs 


 Lease Office Space 
 Build Out Facility 
 Hire Staff 
 Install Network and Equipment 
 Train Staff 


Provider/Network   Finalize Network Strategy 
 Outreach to Providers/Vendors 
 Contract Providers/Vendors 
 Credentialing 
 Load Providers 


Enrollment and Eligibility   Perform 834 File Processing Testing 
 Perform Member Reconciliation Testing 
 Perform PCP Selection Testing 
 Outbound 834 File Testing 


Clinical Services/Service Coordination  Build and Implement the following: 


 Health Risk Assessment Tool and Process 


 Care Plan 


 Reassessment Process 


 Disease Management Process 


 Utilization Management Process 


 Appeals Process 


 Transition of Care Process 


Claims and Encounters  Set Up Claims Run Cycle 
 Update/Create SATs 
 Perform Claims Testing 
 Perform Encounters Testing 


Communications  Create Member and Provider Correspondence 
 Create Call Centers Flows 
 Set Up Member and Provider Portals 
 Set Up State Portal Site and Mobile Application 


Regulatory and Compliance  Develop Policy and Procedures  
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FUNCTIONAL AREA KEY IMPLEMENTATION ACTIVITIES 
 Create Vendor Oversight Plan 
 Identify Reporting Needs 
 Develop and Test Reports 


Figure 26: Functional Area Implementation Activities 


PROJECT MANAGEMENT LEADERSHIP 
The ePMO “Market Initiatives Team” manages the implementation of State and Federal 
contracts for all markets and products. Associates are trained on the latest project 
management software and are well-versed in standard Software Development Lifecycle 
(SDLC) waterfall and Agile planning and development methodologies. Our professional 
project managers leverage ePMO-developed, best-practice “Playbooks” that reflect 
extensive industry experience and lessons learned across numerous contract 
implementations. The ePMO works hand-in-hand with market leaders, government 
partners, corporate business leaders and SMEs, corporate IT, and ancillary vendors to 
ensure a compliant, operationally-sound implementation that seamlessly transitions new 
members and providers into our health plan. The individuals who would lead 
implementation of services in Nevada have extensive project management experience, 
and have been responsible for implementing new programs including the introduction 
and/or expansion of Medicaid managed care in Nebraska, Kentucky, Georgia, Florida and 
New York, and of long-term services and supports (LTSS) in Hawaii and New Jersey.  


PROJECT GOVERNANCE RESPONSIBILITIES 
Involvement by ePMO begins early with the selection of a senior Project Manager (PM) 
who monitors the RFP process and determines impacts to “People, Processes and 
Technology” associated with the requirements of the contract based on the RFP. The PM 
develops a high-level business requirements tool documenting significant impacts, 
particularly those involving systems and technology. The PM then develops a high-level 
implementation plan which identifies tasks, milestones, and resource requirements.  
Best practices are incorporated to ensure we meet the specifications of the RFP and 
Scope of Work, including the use of 13 cross-functional project workstreams and 
underlying project teams to manage end-to-end implementation activities. The 
workstreams include: Benefits Package, Network Development, Clinical Services, 
Enrollment/Billing/Product, Member and Provider Communications, Pharmacy, Facilities, 
Finance, Human Resources, Regulatory Compliance, Information Technology, UAT and 
Readiness Delivery. These workstreams are filled with subject matter experts from 
every functional area at the senior manager or higher level, and each one is led by staff 
who have the authority and ability to make decisions in their workstreams. In many 
instances, these SMEs come from both corporate shared services and from local staff 
from the target market. The workstreams are also staffed with members of the ePMO 
Team, who coordinate and track workstream tasks, progress, timelines, risks and issues. 


Each project’s Governance Team is comprised of the leads of each workstream and 
leaders from the ePMO Team. The Governance Team will be responsible for all Nevada 
implementation deliverables. The team submits reports and meets weekly to report out 
on their accomplishments, risks and issues, whether their area is trending on track, their 
timeline, and their plans for activities in the next two weeks. These weekly meetings 
provide an opportunity for anyone involved in the implementation to report concerns 
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and raise issues they need to have escalated to the next level. WellCare’s executive 
leadership team reviews reports from the Governance Team that reflect key risks and 
issues and general status of the implementation. The executive leadership team also 
receives separate reports every two weeks about development of provider networks, 
status of staff recruitment, and progress with securing appropriate facilities. Our chain 
of reporting on each implementation differentiates WellCare’s implementation approach 
by informing high-level executives all the way up to the Chief Executive Officer of the 
status and risks associated with each business expansion.  


Once WellCare submits the RFP to the state, the Project Manager launches the formal 
ePMO Project Management Process illustrated in Figure 27.  


 
Figure 27: Project Management Process 


PROJECT MANAGEMENT METHODOLOGIES 
In the earliest stages of the project, the Project Manager develops high-level scope 
documents that include:  
 “MS Project” Implementation Plan 
 Contract Breakdown 
 Charter 
 Responsible/Accountable/Consulted/ Informed (RACI) Chart  
 Risk/Issues document  
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The PM introduces these artifacts with the broader team at the Project Kick Off 
meeting, and continually refines them as the project progresses into later stages. The 
process is underscored by a cadence of regularly scheduled internal Steering Committee, 
Work Group, Status, and Change Control meetings to ensure effective communication, 
timely project delivery, issue resolution, scope control, and escalation to appropriate 
parties when necessary. The ePMO will also supply status reports in a DHCFP -approved 
format, including updates to the Project Plan and Timeline, and participate in regular 
status meetings with DHCFP on the agency’s approved timeline.  


Risk Management 
The ePMO follows a standard five-step approach to risk management, as demonstrated 
in Figure 28.  


 
Figure 28: Risk Management Approach 


The project team assesses project risks throughout the project lifecycle, starting in the 
RFP phase. As the PM identifies a risk, they evaluate risk ownership, determine risk 
significance based on its likelihood and impact severity, develop a mitigation plan to 
reduce the likelihood of the risk occurring or its impact should it occur, document the 
trigger event for invoking the contingency plan, and finally develop contingency plans 
(i.e., “Plan B” and “Plan C”) to leverage should the risk occur.  


The ePMO uses a standard “RAID” log in a Microsoft Excel format to manage risks, 
action items, issues and decisions associated with a given project on a daily basis. The 
RAID Log is housed on the Project Portal in a folder that contains supporting 
documentation. The PM opens and closes RAID items based on information gathered 
during regularly scheduled status, steering committee, work group, issues/risks meetings 
and DHCFP meetings. The PM can also log RAID items based on offline conversations and 
emails. During weekly status meetings, the PM notes progress on action items, validates 
decisions made by one or multiple workstreams, and shares progress on issue resolution 
and risk mitigation. The PM maintains a formal risk log in an Excel worksheet in the RAID 
log. The PM also communicates all steps of the risk management process at weekly 
status meetings, issue/risk meetings, DHCFP meetings, and steering committee meetings.  
Most common risks the ePMO manages related to product implementations include 
delayed contracts, requirements, or guidance from the State, delays in hiring key staff 
when there is a limited local labor market, short testing runway or delayed test files, 
provider network gap where provider availability is a challenge, and vendor-related 
issues.  


Prior to implementation of the program, WellCare focus will be on customizing our 
resources to meet the needs of the state’s population and preparing our staff for Day 
One. Policies and procedures will be developed to ensure that processes to assess, 
monitor, and evaluate services are properly documented and easily understood by our 
team. Reporting templates and protocols will be developed to ensure that our system 
produces the reports required by DHCFP.  
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Resource Deployment/Staffing Model 
Building and deploying the right staffing model is critical to our ability to meet the 
operational requirements of the Nevada Medicaid program and deliver on its unique 
goals and objectives. Our analysis of the RFP and Scope of Work, coupled with insights 
gleaned from our locally based campaign, has informed our organizational design and 
staffing model. Our plan features a Nevada-based operation that will be supplemented 
with corporately-supplied resources. In fact, we have already been actively searching 
for qualified local talent for the WellCare Leadership Team by leaning on the extensive 
personal networks of Don Kowitz (former CEO, Prominence Health Plan), Valerie Clark 
(leading health insurance broker), and Katy Simon (former Washoe County Manager). Our 
Nevada plan will be implemented upon contract award. As we build toward Go-Live for 
both counties, we will supplement the implementation team with additional resources, 
consistent with our hiring/staffing plan. For example, we will deploy resources to the 
state to begin staff recruitment and hiring efforts while working closely with DHCFP to 
secure necessary approvals for key staff. Deployment of incremental resources is a best 
practice identified during previous implementations and will ensure our ability to meet 
implementation timelines and expectations. As described in the plan, we expect to be 
fully staffed before Go-Live in each county.  


Communications with the Department 
We have learned that the most effective implementation occurs when there is open, 
transparent and direct communication with the state agencies with whom we work. To 
help foster this, we establish a formal rhythm with our state partners of written 
reporting (in templates approved by the state) as well as regularly-defined touch-bases 
to walk through these implementation reports. Risk logs and status reports can be very 
helpful in making sure the state is well informed. Our IST leadership often serves as a 
direct liaison with the state to answer any questions, get real-time decisions and bring 
information back to the implementation team as needed.  


In addition to our project governance process, we employ a highly focused Regulatory 
Affairs and Compliance approach in every state in which we operate. One of our first 
hires is in this area and this staff member works with leadership and the ePMO to track 
all required reporting of data as we implement and after Go-Live to ensure our reporting 
meets all timeframes with no delays.  


G. Qualifications of key personnel. 


WellCare Health Plans, Inc. has established a record of recruiting and retaining leaders 
who fully integrate into the communities in which we serve. Through our intensive and 
ongoing engagement with stakeholders in Nevada, we have developed a thorough 
understanding of the specific challenges that must be addressed in order to improve 
health outcomes for members of the Nevada Medicaid managed care program. Some of 
these challenges include addressing diverse geographies, homelessness, Nevada’s highly 
transient populations, rapid population growth, and diverse ethnicities. WellCare is 
equipped and eager to be a thought-leader within the State to manage the ever-growing 
and complex Medicaid population.  


WellCare has demonstrated a unique ability to recruit high-performing leaders to serve 
as key personnel in each of our Medicaid managed care markets. Our success starts with 
people. WellCare of Nevada is focused on building a team of associates with outstanding 
talent, led by an exceptional leadership team to serve the members of the Nevada 
Medicaid managed care program. When looking for candidates, WellCare seeks to hire 
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professionals that embrace WellCare’s goals and values. These goals include delivering 
excellent service to our member, provider and government partners. Members are the 
reason we are in business; providers are our partners in serving our members; and 
government partners are the stewards of the public’s resources and trust. Each of the 
key personnel listed in this section embrace the values of WellCare and they are 
dedicated to serving the members of the Nevada Medicaid managed care program. 


These individuals understand the specific needs and cultural nuances of our members 
and are therefore able to deliver effective care and services to the members of 
Nevada’s Medicaid program. We ensure that any personnel requiring licensure in the 
State of Nevada will have the necessary licensure by a timeline determined by the State. 
All of WellCare’s personnel are trained in regards to member and provider services and 
we have implemented policies and procedures that include the member at the center of 
our work.  


Currently, we are actively engaged in identifying and recruiting local staff with several 
community leaders offering to assist in this regard including Valerie Clark, President of 
Clark and Associates, Donald Kowitz, President, M. Donald & Associates, and Katy Simon 
Holland, President, Simon and Associates to name a few.  


Upon award of a contract, WellCare of Nevada will appoint capable, qualified and 
effective leaders to serve our Nevada Medicaid managed care program members. Each 
of these individuals will be located in Nevada and solely dedicated to Nevada on a full-
time basis. The following table describes the qualifications of our leadership team who 
will serve initially as the key personnel for WellCare of Nevada. Our leadership team in 
Nevada is anchored by Nicole Atcheson King, WellCare’s Nevada Operations Manager. 
Ms. King is a fourth generation Nevadan with strong ties to the Northern Nevada 
physician and business communities and she understands the needs of the Nevada 
Medicaid population. Ms. King, along with the staff identified in the table below, have a 
combined 93 years of experience in the healthcare field.  


We have appointed a highly effective team of leaders who will serve as the key 
personnel on an interim basis until permanent appointments are made. We have also 
identified additional full-time staff and project supervisors in section 4.1.12.6. Although 
the personnel listed below and in section 4.1.12.6 are identified as interim, each of 
these key staff members will continue to work with the State of Nevada throughout the 
duration of the contract. Please see section 4.1.12.5 for additional information 
regarding our key personnel’s specific responsibilities in relations to the requirements 
outlined in this RFP. 


KEY PERSONNEL 


Administrator 


The Administrator will function as the presiding authority for the entire operation of the 
WellCare of Nevada health plan. The person selected to this position will be responsible for the 
overall operations and administration health plan, including strategic direction, administration 
of all existing programs and development of new programs to ensure goals and objectives are 
met or exceeded. When selecting this role, WellCare looks for someone with 5+ years in senior 
management with profit and loss accountability for a managed care organization. They must 
have the ability to remain calm under pressure, possess a "failure is not an option" mentality and 
demonstrate a proactive management style. The person selected for this role must have 
comprehensive knowledge of delivery system operations, provider contracting, strategic planning 
and overall service delivery as well as strong business acumen, intelligence and capacity.  
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KEY PERSONNEL 
David Reynolds has been selected as the interim Administrator for WellCare of Nevada. Mr. 
Reynolds has over 15 years of experience in the healthcare field. In his current role as SVP & 
Division President, Mr. Reynolds provides executive and strategic oversight for all multi-market 
government programs (Medicare/Medicaid) for a division comprised of nine states. He develops 
and carries out all leadership strategies and initiatives associated with supporting the state 
contract and ensure that policies and contractual requirements are followed. In Nevada, Mr. 
Reynolds will lead and direct the day-to-day operations of the health plan. This includes 
providing leadership and direction to the management team to ensure the organization’s 
strategic plan is translated into tactical goals and objectives that guarantee performance 
objectives are met or exceeded. In his previous role as Region President, Mr. Reynolds drove and 
formulated the business strategies and operational plans for TANF, ABD, MLTC, dual 
demonstrations, and Medicare Advantage plans within multiple markets to ensure growth, market 
positioning, service, compliance, quality of care, and profitability goals are met or exceeded. He 
also spearheaded the profit and loss oversight of a more than $2 billion region including sales, 
local health care delivery, provider contracting, and regulatory relationships to an organization 
of roughly 1,000 associates. 


Mr. Reynolds holds a Bachelor of Science degree in Economics from Northern Illinois University 
and completed the Kellogg School of Management Executive Program. 
Nevada Operations Manager 


The Nevada Operations Manager is responsible for executing strategies to meet or exceed annual 
goals and objectives in the areas of Customer Service, Enrollment, Retention, Claims, site 
operations and staff oversight for WellCare of Nevada. This person provides support to the 
Administrator with project and initiative leadership, as well as organizational development. The 
person in this role must have 10+ years of experience in overall managed care, network 
management and/or business operations. This person must be an organized, disciplined, hands-on 
and process oriented leader who is not afraid of digging into details when necessary. This person 
must possess a strong business acumen, intelligence, and capacity that thinks strategically and 
implements tactically. 


Nicole King has been selected as the interim Nevada Operations Manager for WellCare of Nevada. 
Ms. King is a proven leader providing company development and operational excellence for 20 
years. Ms. King is uniquely adept at strategically turning a vision into a reality. She specializes 
in delivering on complex multi-faceted objectives and excels at leading teams to successful 
results-based outcomes. For the last 15 years Ms. King has worked as the Chief Operating Officer 
for the Access to Healthcare Network in Reno, Nevada, an organization she co-founded. Ms. King 
has extensive personal and professional contacts in the healthcare industry throughout Nevada 
as well as numerous long-term relationships with key community-based leaders. She is a fourth 
generation Nevadan with strong family ties to the Northern Nevada physician and business 
communities. Ms. King provides unique professional experience combining the healthcare industry 
and human services arena. She is skilled at working with a variety of stakeholders in an ever-
changing healthcare landscape and has proven success in serving vulnerable populations with 
respect and dignity. 


Ms. King received a Bachelor of Arts degree in International Relations with emphasis in economics 
and journalism, minoring in Spanish, from the University of Nevada. 


Chief Financial Officer 


The Chief Financial Officer plans, provides resources and directs activities for all of WellCare of 
Nevada’s financial-related activities and analysis. The person assigned to this position Provides 
analytics for strategic and operating decisions. They also lead all WellCare of Nevada audit 
activities, accounting systems, financial reporting, and budgeting. When selecting personnel for 
this role, WellCare looks for some with 15+ years of experience in a broad range of functional 
areas, including financial planning and analysis, forecasting, modeling and budgeting, financial 
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KEY PERSONNEL 
reporting, accounting and controls, capital management and risk management. This person must 
possess Strong strategic-thinking capacity and ability to quickly assess a situation as well as a 
proven track record of execution and building effective partnerships.  


Steven Meeker has been identified as the interim Chief Financial Officer for WellCare of Nevada. 
Mr. Meeker has over 20 years of experience in the healthcare field. In that time, he has held 
positions with some of the top leading managed care organizations in the country. Mr. Meeker is 
responsible for the financial performance of WellCare’s Medicaid markets covering 2.4 million 
members and nine markets. Mr. Meeker also serves as the Clinical Services Organization financial 
leader and provides specific oversight of the company’s expense improvement initiatives process 
for Medicaid and Medicare. In his previous role as Chief Operating Officer for our Georgia 
market, Mr. Meeker was responsible for the operations, finance, and network management 
functions with 600,000 Medicaid members and 30,000 Medicare Advantage members 
representing annual revenue of almost $2 billion. Before joining WellCare in 2014, Mr. Meeker 
was responsible for the overall performance of the Southeast Region for United Healthcare’s 
Medicaid division (TANF, SCHIP, ABD, MLTC, and Dual SNP) with over 1.2 million members, 
annual revenues close to $4 billion, and annual earnings over $200 million.  


Mr. Meeker holds a Master's degree in Healthcare Administration and a Master's of Business 
Administration in Healthcare from Georgia State University. He also received a bachelor’s degree 
from Wake Forest University. 


Medical Director 


The Medical Director oversees the clinical direction of medical services and quality improvement 
functions for the WellCare Nevada Medicaid program. The Medical Director will provide medical 
management leadership and manage all major clinical and quality program components of the 
contract. The person selected for this role will oversees medical coordination required for 
effective utilization and quality management of the provider network. They functions as medical 
leadership for effective care integration of WellCare pharmacy operations, 
utilization/case/disease Management activities, quality improvement activities, and provider 
relations functions. It is necessary that the person filling this role is a Doctor of Medicine and has 
an active medical license free of sanctions. They must demonstrate leadership skills, analytical 
skills, project management skills and interpersonal/verbal communication skills. They must also 
have in depth knowledge of healthcare delivery and the ability to lead/manage others in a 
matrixed environment.  


Dr. Richard Petrucci has been selected as WellCare of Nevada’s interim Medical Director. Dr. 
Petrucci has 16 years of experience in the managed care industry – first as a practicing physician 
and physician leader in the Kaiser-Permanente Medical Group for six years, then as a physician 
executive with Oxford Health Plans for seven years. Currently, he serves as the Corporate Chief 
Medical Director of Quality for WellCare. In his current role as Chief Medical Director of Quality, 
Dr. Petrucci is responsible for the Corporate Quality Data Analytics Team, Quality Clinical 
Improvements Team and the Quality Accreditation Team as well as the development, 
implementation and oversight of Medicare STAR improvement program. Dr. Petrucci is also 
responsible for the development, implementation and oversight of our Medicaid Improvement 
programs focused on HEDIS scores and CAHPS results. Dr. Petrucci also provides clinical 
supervisions and guidance where needed. He is also responsible for NCQA accreditation status for 
all markets. 


Dr. Petrucci received a Doctor of Medicine degree from New York Medical College as well as a 
Bachelor of Arts, Biology degree from Williams College. Dr. Petrucci received a Rheumatology 
Fellowship from the Albert Einstein College of Medicine and served his residency in internal 
medicine at North Shore University Hospital.  
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Recipient Services Manager 


The Recipient Services Manager provides strategic direction, policy, operational planning and 
execution across all customer service operations, complaints and recipient communications. This 
person ensures consistency and oversight for recipient channel communications, including 
maintaining positive relations between the WellCare of Nevada and its key constituents to 
achieve business objectives. The person filling this role must have 10+ years of management 
experience in diverse healthcare areas covering different aspects of Managed care such as 
customer service, enrollment, digital, marketing, product management etc. They must be able to 
provide a proactive approach and support to emerging business activities established to remain 
competitive in the marketplace. They must also possess strong understanding of the various 
cross-functional business processes within a health plan, and how they work together to produce 
desirable results for the plan as a whole. 


Paul Hineman has been identified as the interim Recipient Services Manager for WellCare of 
Nevada. Mr. Hineman has been with WellCare since 2011 and has over 20 years’ experience in the 
healthcare field. Mr. Hineman has extensive experience in contact center management in the 
financial services, healthcare and market research industries. Since 2015, Mr. Hineman has 
served as WellCare’s Vice President of Channel Communication Services. In this role, Mr. Hineman 
is responsible for providing strategic direction, policy, operational planning and execution across 
all internal and external Customer Service operations. He provides strategic direction, 
consistency and oversight for member and provider channel communications, including 
establishing and maintaining positive relations between WellCare and its key constituents. Mr. 
Hineman leads teams responsible for collaborating with business partners and executive 
leadership to drive and enhance the company’s business objectives through strategic, 
compliance-based and transactional communications initiatives across a variety of 
communications channels. He leads the development and implementation of channel 
communications-related policies and process improvements for realized cost savings and overall 
volume efficiencies. Mr. Hineman also strategizes, leads and coordinates vendor procurement 
and manages vendor relationships in relation to maintaining service level agreements. 


Mr. Hineman received a Bachelor of Science degree in Business Administration from Palm Beach 
Atlantic University. 


Provider Services Manager 


The Provider Services Manager directs a team in managing physician contracting, network 
development, provider relations, provider services and provider operations. This includes 
developing, executing and maintaining a provider network strategy. The person in this role works 
in concert with medical management and WellCare of Nevada leadership to develop strategies to 
meet market growth and medical cost targets. They lead the initiatives to provide service and 
education to WellCare of Nevada network provider. The person chosen for this role must have 
10+ years of experience in the healthcare sector (preferably at HMO or PPO), 7+ years of 
experience in HMO provider/hospital/ancillary contracting and network development and 5+ 
years of management experience. They must also possess an understanding of regulatory 
compliance management and reporting requirements as well as demonstrated proficiency in 
establishing and driving medical cost management programs. 


Patricia Doyle has been selected at the interim Provider Services Manager for WellCare of 
Nevada. Patricia Doyle has been with WellCare since 2012 and been involved in the healthcare 
field for over 19 years. Ms. Doyle has extensive experience in provider relations, network 
development, contract negotiations, vendor management, credentialing and provider database 
management. She designs and manages continuous quality improvement activities including 
provider engagement models, vendor oversight, credentialing, provider data quality, provider 
compliance and comparative data analysis. In her role as Senior Director of National Contracting, 
Ms. Doyle is responsible for building a comprehensive network strategy to support new market 
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growth and medical cost targets. She develops and manages physician contracting, network 
development and provider service functions for new markets. Ms. Doyle leads a team that 
negotiates managed care contracts with physicians, hospitals, and ancillary services on both a 
fee-for-service and risk basis to meet network adequacy and marketability needs. She works 
closely with various departments to ensure the network and the contracts meet operating, 
financial, compliance and legal standards while developing practices to educate and assist risk 
partners in managing financial risk. Ms. Doyle also ensures compliance with government programs 
such as Medicaid and Medicare for all contracting and network development purposes. 


Ms. Doyle is a Certified Scrum Product Owner (CSPO) and a Certified Scrum Master (CSM). 
Grievances and Appeals Coordinator 


The Grievance and Appeals Coordinator plans and directs activities to ensure the appropriate 
execution and processing of all grievance and appeals according to the Nevada Medicaid 
contract. This person serves as departmental representative and works collaboratively to 
develop and monitor appropriate indicators of business success. This person is responsible for 
preparing for regulatory audits of the grievance and appeals areas and develops a data source 
for capturing the necessary audit materials which confirm that the regulatory and compliance 
requirements are being met. The person assigned to this role must have 5+ years of experience in 
Appeals& Grievance, Compliance, Regulatory, Claims, and/or Provider Services, 5+ years of 
experience in Healthcare and 3+ years of management experience in Managed Care or Revenue 
Cycle. This person must possess Knowledge of community, state and federal laws and resources 
as well as the ability to identify basic problems and procedural irregularities, collect data, 
establish facts, and draw valid conclusions. 


Faustino Mayo has been identified as the interim Grievance and Appeals Coordinator for 
WellCare of Nevada. Mr. Mayo has over 29 years of professional healthcare experience with 
demonstrable progressive responsibilities in the areas of Medicare and Medicaid programs, 
commercial managed care, and health care consumer services. Mr. Mayo has been actively 
involved with the planning and oversight of compliance functions and he has actively 
participated in over 10 CMS audits, including focused audits, letters-of-concern audits, Risk 
Adjustment processing System (RAPS), and investigative audits. As Senior Director of Appeals his 
responsibilities include: responsibility for all appeals for all Medicare and Medicaid lines of 
business, subject matter expert and point of contact for audits and site visits by federal, state, 
and accreditation bodies and responsibility for coordinating, collecting, reviewing and attesting 
to deliverables. He is also the key contact for Compliance, Regulatory and other business 
functions regarding appeals operations. 


Mr. Mayo received a Bachelor of Arts degree in Education from the University of South Florida.  


Claims Administrator 


The Claims Administrator is be responsible for leading the claims processing activities for 
WellCare of Nevada to ensure established production, accuracy, and quality standards are met or 
exceeded. The person assigned to this role must possess 10+ years of experience in progressively 
responsible managerial experience in a healthcare environment with process improvement/re-
engineering experience. They must have in-depth functional knowledge and multi-functional 
knowledge along with specific knowledge of claims information management processes and tools. 
The person identified in this role must also have strong working knowledge of the design and 
Implementation of workflow and reporting tools for large scale claims operations. 


Brian Pogue has been identified as the interim Claims Administrator for WellCare of Nevada. Mr. 
Pogue has been with WellCare for over 19 years. Mr. Pogue is an energetic operations leader with 
strong knowledge of healthcare operations, project management, implementation leadership, 
and associate and leadership development with emphasis on provider operations management. In 
his current role as Senior Director, Claims Operations, Mr. Pogue oversees an increasing 
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operating budget of $23 million for 2015 and $26 million for 2016. Mr. Pogue also is 
collaborating with Provider Service Leadership to implement a provider customer service model 
to increase family-centered rounds and provider satisfaction. His team processes over 3.5 million 
claims per month. 


Mr. Pogue received a bachelor of Arts in Spanish with minors in Anthropology and Linguistics from 
the University of Florida. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


OUR EXPERIENCE WITH PERFORMANCE INCENTIVES: DRIVING TOWARD 
CONTINUED IMPROVEMENT IN HEALTH OUTCOME STANDARDS 
WellCare has extensive experience in both Medicare and Medicaid using incentives with 
providers and members to continually help us deliver improved health outcomes with the 
majority of our service payments going to providers in value-based purchasing (VBP) 
arrangements. Whether it’s promoting routine preventive care, wellness or critical care 
for individuals with chronic conditions, our 
performance-based incentives are designed to 
drive behaviors that evidence tells us help people 
achieve healthier lives. We ground our incentives 
in clinical guidelines and best practices aligning 
them closely to our quality strategy and the 
priorities of the state. Additionally, we continue 
to invest in connecting our members to the highest 
performing providers including adding provider 
performance as a variable in the algorithm used 
for assigning members to primary care physicians (PCPs).  


PROVIDER INCENTIVES EXPERIENCE: MEETING PROVIDERS WHERE THEY ARE 
We pride ourselves on flexibility in the structure of our provider incentive 
and VBP programs. From basic fee-
for-service (FFS) or capitation with 
quality bonuses, to shared savings, to 
full risk models, to global capitation, 


we are prepared to work with providers 
regardless of where they sit on the payment 
continuum (as shown in Figure 29).  


As you move from left to right, there is an 
expectation that providers are more experienced 
and comfortable with value-based payment 
designs including more complex arrangements 
which introduce financial risk all tied to 
increasingly complex sets of health outcome 
measures. In the FFS model, it can be something 
as simple as improving compliance with well-child 
visits that result in a “bonus” payment. For a 


Driving Performance 
More than 65% of WellCare’s 


Medicaid members nationwide are 
with providers who are in value-based 


payment models. 


Proven Pay-for-Quality Program 
Our robust provider pay-for-quality 


program has demonstrated the ability 
to increase members and provider 


adherence with recommended 
preventive and chronic care services 


for 39 percent of the targeted 
measures and has been augmented 


by a dedicated team of Quality 
Practice Advisors, who have also 


proven to increase adherence among 
65 percent of measures targeted.  
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provider in a shared full-risk model, the arrangement would look at a broader spectrum 
of measures such as utilization, HEDIS® rates, satisfaction, operational and 
administrative measures.  


Southwest Medical Associates and Healthcare Partners Medical Group are both 
considerable provider networks with a strong history of value based purchasing; 
however, Healthcare Partners is new to the Medicaid sector. Working with both of these 
provider groups is an example of how we will work to meet providers where they are not 
only in the payment spectrum but also within the familiarity of the Medicaid market.  


 
Figure 29: Value-based Payment Model Maturity Spectrum 


To facilitate provider migration along the value based payment continuum and enhance 
each provider’s chance for success in the program, we offer tools such as: 


 Data analytics and information sharing supports including quality dashboards with 
Healthcare Effectiveness Data and Information Set (HEDIS®) scores, care gap reports, 
and quality trends 


 Information technology infrastructure such as assistance with health information 
exchange connectivity and electronic health record support 


 Clinical practice support and training through our Quality Practice Advisors, medical 
director, pharmacy director, behavioral health managers, care managers, and 
disease managers, among others 


 Incremental payment bonuses to practices with a minimum panel size that are not 
patient-centered medical homes (PCMHs) but that adopt electronic health records 
(EHRs) 


 Medical director and network leadership meetings with providers interested in full 
risk and global capitation as well as a formal assessment to determine the provider’s 
capacity to assume risk. Assessment includes review of provider operations and 
infrastructure, size of the membership pool, and historical claims data to ensure 
that the size and risk burden of the patient population is considered in the funding 
arrangement  


We expand our value-based purchasing offerings based on the needs of our members and 
the priorities of our state partners. For example, in Missouri, where behavioral health 
integration is a critical priority for our state partners, we have started offering 
community mental health centers (CMCHs) incentive payments for high standards of 
performance on follow-up after hospitalization rates.  
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WellCare currently profiles Providers by assessing their quality, cost and utilization 
performance. The provider summary profiles are a self-management tools providers can 
use, as well as tools WellCare Quality Practice Advisors and Provider Representatives, 
to walk providers through their relative quality, utilization, care gap, administrative 
and cost data. In order to enhance the support we offer our providers, WellCare is 
building expanded Provider Profile reports that will include a greater emphasis on 
episodic, condition-specific reports. The reports will integrate clinical, administrative 
(e.g. pharmacy, behavioral health, and medical claims) and enrollee satisfaction data to 
identify rates of gaps in care delivery, the average cost of care by episode, and 
measures of cost and quality performance.  


Additionally, WellCare continually evaluates our value-based purchasing arrangements 
for effectiveness and alignment with quality measures. As an example, we recently 
restructured a provider contract with a large group serving approximately 20,000 of our 
Medicaid members to align incentives around improved health outcomes. This provider 
group has been an important partner for many years and, while performing well from an 
efficiency standpoint under our gain sharing program, was not meeting our expectations 
on the quality front. We restructured the arrangement to include minimum quality 
standards that must be met in order for the group to realize any efficiency surplus. We 
also included bonus provisions for the achievement of high levels of quality performance 
for their assigned members. 


Our experience in designing and executing value-based purchasing programs informs our 
perspective on best practices and lessons learned as shown in the following table.  
 


HISTORICAL CHALLENGES WELLCARE BEST PRACTICES 
Practices in rural and inner city areas often lack 
resources and technology infrastructure and are 
frustrated by unachievable goals. 


Ensure Success is Achievable: Incorporate 
rewards for improvement into program 
design, even if a practice is at a low starting 
point. 


Providers will not engage in programs that are 
too mathematically complex or too difficult to 
understand.  


Keep it Simple: Target performance measures 
that are easy to understand and measure. 


If providers do not understand what is being 
rewarded or how they are evaluated, they have 
a low chance of success. 


Educate, Educate: Communicate details of 
value-based program consistently and 
comprehensively to providers through all 
provider facing associates. 


Practices must invest resources to be successful 
under value-based programs with incentive 
payments the return on investment. Predictable 
programs help them make decisions to implement 
the infrastructure required for success. 


Make it Predictable: Thoughtfully design 
improvements to minimize year-over-year 
changes. 


Not all value-based programs are suitable for 
each provider practice. Pushing a practice into a 
reimbursement structure that is not right for 
them is not sustainable in the long-run.  


Meet the Provider Where They Are: Meet the 
provider where they are on the continuum of 
value-based arrangements. 


Value-based programs focused on cost efficiency 
only do not support quality outcomes. 


Always Include Quality Standards: 
Incorporate minimum quality standards below 
which surpluses are not distributed and 
upside multipliers for strong quality 
performance. 
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EVIDENCE OF EFFECTIVE USE: OUR EXPERIENCE WITH INCENTIVE PROGRAMS IN AFFILIATES 
Our partnership with Children’s Mercy Pediatric 
Care Network (CMPCN) in Missouri provides 
another example of effective use. Under this 
risk-based agreement, covering over 34,000 
Medicaid members, CMPCN is paid a percentage 
of member premiums to provide comprehensive 
medical management functions for our members, 
including utilization management, care 
management and disease management. We 
maintain oversight of the program and meet regularly with CMPCN leadership, including 
regular Joint Operating Committee (JOC) meetings with the provider(s) to discuss their 
individual metrics, how they compare to the Missouri Care population at-large and 
develop solutions for quality changes.  


A Valued Partner 
“Missouri Care and CMPCN have been key partners in an innovative care and payment 
delivery model...that has allowed us to deliver components of the Triple Aim to more 


than 30,000 MO HealthNet kids in Missouri’s western region.”  


CMPCN Vice President of Payer Relations and Executive Director Robert D. Finuf 


Another example of successful collaboration through a VBP arrangement is with The 
Children’s Care Network, Inc. in Georgia. Our collaboration with this 
physician-led, subsidiary corporation of Children’s Healthcare of 
Atlanta, is an example of where we are using value-based 
purchasing to align incentives to drive quality and efficiency of care 
achievements to improve health outcomes for Medicaid children in 
Georgia. The Children’s Care Network, Georgia’s only clinically 
integrated pediatric network, is managing care for over 78,000 
WellCare Medicaid members. Under the agreement, WellCare provides incentive 
payments to The Children’s Care Network for quality-based improvements in certain 
HEDIS measures related to important dimensions of care and service. The cross 
functional teams that work together along with the collaboration between WellCare and 
The Children’s Care Network; including monthly meetings attended by medical directors, 
health services, quality, finance and network management; represents the partnerships 
that we create and foster with our providers to effectively meet our members’ needs.  


RECOMMENDED PERFORMANCE MEASURES 
Based on our experience with incentive programs aimed at specific health outcome 
standards, coupled with what he have learned from Nevada providers and recipients as 
well as reviewing DHCFP quality goals, we have identified an initial set of specific 
performance measures that we believe would provide the most meaningful measure of 
health care service delivery performance.  


In identifying performance measure and initiatives used in VBP arrangements, we look at 
performance measures established by state partners, population health priorities for 
the members we will serve and data analytics that identify prevalent conditions, areas 
of greatest need, and areas of potential impact. Starting with these measures ensures a 
common definition of success between WellCare, our providers, and our state partners. 


Improving Outcomes 
 


Our CMPCN partner in Missouri has seen 
a 26% decrease in inpatient admissions 
per thousand over the past two years. 
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We then identify the specific provider types that are best positioned to impact these 
measures, and design programs to reward strong performance and improvement. Some 
of the key measures we anticipate targeting are shown in the following table, by 
provider type.  


PROVIDER TYPE SAMPLE MEASURES 


PCPs 


Childhood immunizations 


Well-child visit in first 15 months of life 


Immunizations for adolescents 


Well-child visits in the 3rd through 6th years of life 


Adolescent well-care visit 


Cervical cancer screening 


Chlamydia screening in women 


Adult body mass index assessment 


Behavioral Health  
Follow-up after hospitalization for mental illness 


Adherence to antipsychotics for individuals with 
schizophrenia 


Obstetricians 
6 or more prenatal visits before delivery 


Postpartum visit within 6 weeks of delivery 


Hospitals and Health 
Systems All-cause readmissions 


MEMBER INCENTIVE PROGRAMS 
In addition to our experience with performance-based incentive programs for providers 
WellCare also has extensive experience offering incentives for our members to 
encourage healthy behaviors. We use member incentives and education programs to 
support healthy behaviors, member empowerment and member engagement in their own 
health care – most often tied to specific outcomes measures related to preventive care 
and wellness objectives. We promote healthy behaviors through rewards and seek to 
encourage personal responsibility and shared ownership in health outcomes between 
members, providers and the plan.  


Healthy behaviors identified in the program correlate with HEDIS® measures and EPSDT 
well-child visits, or promote wellness, such as completing a health risk assessment or 
preventive service. Not only does the program encourage healthy behaviors, but it also 
encourages members to take ownership of their health care by seeking preventive 
services in the appropriate settings. Members develop relationships with their primary 
care provider who helps alleviate inappropriate emergency room visits while identifying 
and treating issues early to help reduce further complications. 
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POPULATION 
SEGMENT 


FOCUS AREA ACTIVITY CRITERIA 


Smoking 
Cessation 


Medically approved stop 
smoking program Attend and complete a stop smoking program  


Substance 
Abuse 


Medically approved alcohol or 
substance abuse recovery 
program 


Attend and complete an alcohol or substance 
use program  


New 
Enrollees 


Health Risk Assessment 
Complete a Health Risk Assessment form with 
the health plan upon enrollment Within 90 days 
of enrollment 


Children’s 
Health  0-15 Months Well child visit per periodicity schedule (6 


visits) 


3-6 years Annual Child health check-up visit  


7- 21 years Annual Adolescent check-up visit 


Healthy 
Pregnancy  Prenatal Care Visits Attend 6 or more prenatal visits before the 


birth of the baby 


Postpartum Care Visit Attend1 postpartum visit 21-56 days after the 
birth of the baby 


Completion of Both  Completion of prenatal + Postpartum visits = 
total incentive 


Diabetes  


Diabetes 


Complete eye exam (members with diabetes 
ages 18-75) 


Complete HgbA1C lab test (members with 
diabetes ages 18-75) 


Well Women  
Cervical Cancer Screening  Complete an office visit for cervical cancer 


screening (pap smear) (ages 21-64) 


Screening Mammogram Completion of screening mammogram- (ages 40-
65) 


Adult Health 
(NEW) Annual Adult Health Screening  Complete annual adult screening (Wellness Visit 


- members > 21yrs old) 
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4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


PHILOSOPHY AND APPROACH TO IDENTIFYING NEEDS AND MAKING 
INVESTMENTS 


WellCare has a long, proud legacy of investing in programs, staffing, and 
systems to improve the services we provide to our members, providers, and 
government partners. As demonstrated by a few representative examples, 
our experience spans across physical health and behavioral health, 
pharmacy and social services, and provider and member experience. And 
while each investment is different, all are aimed at improving access to 


services, ensuring healthy outcomes, improving operational costs, encouraging provider 
participation, providing integrated care, and streamlining overall program 
administration. Details of these and more are provided in the sections that follow. 


 Our proprietary social service model has proven to improve utilization of healthcare 
services and reduce total medical spending by $450 for each social service accessed 


 Our fully-integrated field-based physical and behavioral health care model has 
proven to reduce avoidable hospital admissions by 9 to 17 percent and inappropriate 
emergency room visits by 3 to 5 percent all while increasing use of outpatient and 
pharmacy services  


 Our robust provider pay-for-quality program has demonstrated the ability to 
increase members and provider 
adherence with recommended 
preventive and chronic care services 
for 39 percent of the targeted 
measures and has been augmented 
by a dedicated team of Quality 
Practice Advisors, who have also 
proven to increase adherence among 
65 percent of measures targeted 


 Our management of inappropriate 
use of psychotropic medications among children prevented inappropriate 
prescriptions for 10 percent of our membership in Hawaii and resulted in over 
$200,000 in savings in the third quarter of 2015 


 Our highly specialized case management program for vulnerable populations like 
children with autism in foster care, has created much needed stability for these 
children, allowed them to remain in the community, and produced a 43 percent 
reduction in medical costs 


 Our treatment protocols for opioid addition produced a 40 percent reduction in 
average daily prescriptions for Suboxone, which has a high rate of abuse, resulting in 
more effective treatment through alternatives and nearly $1,600,000 in savings 


Building on our legacy and experience, we are investing in the process by which we 
improve services, develop treatment protocols, and implement best practices. Our 
National Product Innovation Lab, operating under the executive leadership of our Vice 
President of Product, features dedicated staff and an innovations database that tracks 
all innovations including status and outcomes. Our innovation team focuses on three 
areas:  


WellCare Invests in Sustainable Innovation 
 


Our National Product Innovation Lab will allow us to 
continually improve and enhance member engagement, 
improve healthcare quality and access, and improve the 


delivery of managed government programs. 
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 Improving and enhancing member engagement: Enabling members and caregivers to 
make more informed decisions regarding their healthcare 


 Improving quality and access: Improving access to quality care and providing needed 
member, caregiver and provider support while along the way developing a deeper, 
meaningful understanding of stakeholder needs 


 Improving delivery of managed government programs: Improving performance of 
health service delivery and identifying interventions that can be undertaken by the 
organization to improve performance 


Through the implementation of our National Product Innovation Lab, we build 
solutions for specific challenges within these focus areas. By adopting a 
formal innovation strategy and applying systematic processes and objective 
criteria, we maximize our effectiveness and results in gathering, evaluating, 
and implementing innovative ideas. Furthermore, by forging strategic 


partnerships and taking the necessary action to advance our innovation strategy we 
create an environment of sustainable innovation. Ultimately, our Product Innovation Lab 
allows us to access the best new thinking, data, external ideas, and practical tools so 
we can continue to offer our members, providers, and government partners pioneering 
processes, services and products. 


We have designed the following collection of services and programs, best practices, and 
treatment protocols, exclusively for Medicaid and Medicare members and providers and 
we believe these, and similar services, will deliver meaningful, lasting improvements for 
Nevadans thereby delivering value to our providers and the state. 


INVESTING TO IMPROVE THE SERVICES WE PROVIDE 
Our service investments are designed to improve health outcomes, improve member and 
provider experience with care and service, and optimize utilization and cost. Highlights 
of our service investments are summarized below and include: 


WELLCARE’S EXPERIENCE WITH SERVICE INVESTMENTS 


Addressing Members’ Needs Through Our Best-in-Class Social Service Model 


Improving Clinical Outcomes for the Most Vulnerable Through Personalized, In-Person, 
Person-Centered Case Management 


Preventing Drug Therapy Problems Through Effective Medication Reconciliation 
Improving Medication Use by Providing Network Pharmacies with Actionable Performance 
Information 
Optimizing Medication Adherence by Applying Predictive Analytics 
Providing a Holistic View of Members Through Our Fully-Integrated Medical Management 
Platform 
Engaging Members to be Good Healthcare Consumers Through Technology 
Enhancing Member Experience Through In-Person Member Services 
Paying Providers for Quality 
Providing Exceptional Provider Experience Through Dedicated, Field-Based Provider Service 
and Support 
Providing Vitally Needed Support for Providers Who Lack Resources to Close Members’ Gaps 
in Care 
Optimizing Pharmacy Utilization Through Our Pharmacy Network Improvement Program and 
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WELLCARE’S EXPERIENCE WITH SERVICE INVESTMENTS 
Pharmacy Toolbox 
Increasing Our Propensity to Reach Members Through Expanded Research and Outreach 


Addressing Members’ Needs Through Our Best-in-Class Social Service Model 
We launched HealthConnections in Kentucky in November 2011. Now operating in 12 
states, we have referred 15,000 individuals to more than 50,000 social services offered 
through 150,000 resources. In addition, during this same period, we identified and 
closed more than 2,000 social service gaps.  


Earlier this year, the 
Robert Wood 
Johnson National 
Coordinating Center 
for Public Health 


Systems and Service Research, 
housed at the University of 
Kentucky, evaluated the 
HealthConnections program. 
The study of nearly 8,400 
HealthConnections recipients 
showed total medical spending 
was reduced by $450 for each 
social service accessed. The observed reductions in medical spending are attributed to 
a: 


 17 percent reduction in emergency room use 
 26 percent reduction emergency room spending 
 53 percent reduction in inpatient spending 


Recognizing the benefit of social services in improving the health and well-being of 
Nevadans, our advocacy team has met with a number of state and local community-
based organizations and have added over 1,500 Nevada resources to our social service 
database, so we are well on our way to building the social service network needed to 
achieve these types of costs savings in Nevada. 


Improving Clinical Outcomes for the Most Vulnerable Through Personalized, In-Person, 
Person-Centered Case Management 
Our integrated field-based case management delivers personalized, in-person, cost-
efficient care and improved health outcomes for members with highly complex 
healthcare needs. Through our 
field-based model, our physical 
and behavioral health case 
management staff directly 
observe the member’s home 
environment, food, family 
dynamics, and more, which is 
vitally important in addressing 
social determinants of health. 
These observations are then 
incorporated into the 


WellCare’s Social Service Model Connects Individuals with 
Needed Social Services 


A study of nearly 8,400 HealthConnections recipients 
showed total medical spending was reduced by $450 for 
each social service accessed. Spending reductions were 


attributed, in part, to a 17 percent reduction in emergency 
room use, a 26 percent reduction in emergency room 


spending, and a 53 percent reduction in inpatient spending. 


WellCare’s Field-Based Case Management Improves 
Outcomes for Members with Clinically-Complex Needs 


Our integrated field-based case management program has 
proven to reduce avoidable hospital admissions by 9 to 


17% and inappropriate emergency room visits by 3 to 5% 
all while increasing the use of outpatient and pharmacy 


services. 
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comprehensive needs assessment and resulting care plan. Through this model, our case 
managers are also able to seamlessly involve family members and caregivers. Depending 
on regional needs, we further tailor the program to place additional concentration on 
populations with very unique or specific needs including foster children, particularly 
those in out-of-home or residential placement, children with serious emotional 
disturbance, adults with serious mental illness, and Native Americans being served in 
tribal clinics. The importance of personalized, in-person case management became clear 
during our focus group with Medicaid beneficiaries as well as our meetings with 
advocacy organizations such as the National Alliance on Mental Illness (NAMI), providers 
like University Medical Center, Dignity Health, Saint Mary’s and Renown Health, local 
pediatricians, and others throughout the contract region. To assist us in this effort in 
Nevada, we have developed a partnership with Nevada’s, Access to Healthcare Network. 
Together Access to Healthcare and WellCare will reach our members “where they are” 
using Access to Healthcare’s signature style of “high-touch” care coordination to 
achieve improved health outcomes. In addition, WellCare has spent a significant amount 
of time working with local officials involved in the criminal justice system, including 
Captain Heidi Howe from the Washoe County Sherriff’s Office Detention Division and 
Judge Scott Pearson, as well as Sheila Leslie from the Washoe County Social Services 
Division, to understand how WellCare can best assist in their efforts to work toward 
solutions for an extremely complex population of Nevada citizens.  


Preventing Drug Therapy Problems Through Effective Medication Reconciliation 
Through our innovative medication reconciliation, our field-based case 
managers and our clinical pharmacists work collaboratively to ensure proper 
medication reconciliation for those members at-risk for drug therapy 
problems.  


As noted in Figure 30, our clinical pharmacists complete a comprehensive 
review of all medications and identify drug therapy problems including discrepancies 
and potential interactions for targeted members. Our pharmacists also evaluate 
members’ use of over-the-counter medications and supplements. As potential problems 
are identified, 
our pharmacists 
outreach to 
prescribers and 
members to 
address concerns 
and resolve 
issues. The 
results of 
medication 
reconciliations, 
including modifications made, are documented in our MTMExchange database for future 
reference.  


Improving Medication Use by Providing Network Pharmacies with Actionable 
Performance Information  
We enhanced our efforts to engage network pharmacies in improving medication use and 
the quality of care delivered to our members beyond traditional point-of-service 
messaging. Using Electronic Quality Improvement Platform for Plans and Pharmacies, 


Figure 30: Overview of WellCare's Medication Reconciliation Program 
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known as EQuIPP, a web-based, performance information management platform, we 
delivered unbiased, benchmarked, claims-based performance information for selected 
pharmacy measures in user-friendly dashboards.  


As represented in Figure 31, the state-of-the-art EQuIPP solution brings a level of 
standardization to the measurement of the quality of medication use, and made this 
information accessible and easy to understand for our contracted pharmacies and 
internal staff. Using the dashboards and data within, pharmacies were able to address 
opportunities to improve the use of medication for our members. 


 
Figure 31: Sample EQuIPP Dashboard Report 


Optimizing Medication Adherence by Applying Predictive Analytics  
Our medication adherence program leverages predictive modeling to identify members 
in need of support for medication adherence. Our program provides support to members 
diagnosed with diabetes, 
hypertension, or high 
cholesterol who are taking one 
or more of three therapeutic 
classes of medications 
including oral antidiabetics, 
renin angiotensin system 
antagonists, and statins. 
Members receive outreach to 
identify barriers to adherence, 
offer solutions to get back on 
track, and provide education on the importance of adherence. Outreach occurs through 
letter campaigns, interactive voice response (IVR), email, text, live clinician calls, and 
in-person clinician encounters at the point of medication dispensing. While this program 
is currently provided for Medicare members, we are positioned to expand it as needed 
to support Medicaid therapy needs. 


WellCare Improves Member Adherence with Medications 
Through Predictive Analytics and Targeted Interventions 


 
Over a four-year period, we improved the percentage of 


Medicare members adherent to medications for diabetes, 
hypertension, and high cholesterol by 4.8, 6.7, and 7.7%, 


respectively.  
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Providing a Holistic View of Members through Our Fully-Integrated Medical Management 
Platform 


WellCare has made, and continues to make, significant investments in our 
medical management platform (MMP). Our MMP is a fully-integrated system 
that supports the evaluation of medical and behavioral service requests to 
ensure they are appropriate and medically necessary.  


As a person-centered platform, MMP enables care integration and continuity 
of care among all places of service and levels of care and provides a 360-degree view of 
our members including member demographics, provider assignments, care gaps, actual 
cost of care, and medical, behavioral health, pharmacy and lab utilization. Below is a 
summary of current and planned features of our MMP: 


 Automated benefits and eligibility checks  
 Streamlined workflow 
 Rules-based variable fields  
 Imbedded clinical coverage guidelines in InterQual Review Manager  
 Automated case and disease management referrals based on procedure and diagnosis 


codes  
 Ability for providers to track authorization status through pre-authorization process 


on the provider portal 
 Real-time coordination with case management and pharmacy 
 Capability to send single user URL to providers to advise of admissions 
 Predictive analytics and automation of referrals  
 Dynamic assessments with built-in branching logic  
 Integrated medical and behavioral health care plans 
 Capability to send single use link to provider and interdisciplinary care team via 


email for care plan development and updates and care plan meetings  
 Online coaching materials for members 
 Self-contained auditing and sampling and system driven rules for audits 
 Admit, discharge, and authorization alerts for clinical staff  
 Ability to task assignments and interventions to care team  
 Triggers built in for case management referrals and interventions needed  
 Authorization creation via interactive voice response  
 Email correspondence with providers and members based on individual preference  
 Receiving admit, discharge and transfer data from health information exchanges 


(HIEs) and facilities  
 Receiving HIPAA Compliant 278 authorization request files electronically 
 Integration with telephony system for member and provider identification when calls 


received 
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Engaging Members to be Good 
Healthcare Consumers through 
Technology 
WellCare is continuously enhancing 
the service we provide our members 
through innovative technology 
solutions. Whether through our 
online behavioral education therapy 
program, known as COBALT 
Technologies, or our mobile 
application, or telehealth, we are 
investing in technology to allow our 
members to engage with us when, 
where, and how they want. 


 Online Behavioral Education 
Therapy: Through a 
computerized cognitive 
behavioral therapy suite of programs called COBALT, our members can use their 
computers, tablets, or smartphones to learn about problem-solving and skills 
building to identify thoughts, modify beliefs, and change behaviors when and where 
they want. Members can sign up for self-guided, self-paced online programs for 
depression and mood disorders (MoodCalmer™), anxiety, panic and phobias 
(FearFighter™), sleep difficulty 
and insomnia (Restore™), and 
substance use (SHADE™). While 
COBALT is not intended to replace 
clinical providers, it does provide 
a convenient, easy-to-use solution 
for those who may not have a 
provider, those who may be unable 
to take time from their job to see 
a provider, or those who may not 
be able to afford the cost of 
travel, either for gas or public 
transportation.  


 MyWellCare Mobile Application: To best serve those who rely on mobile devices as 
their primary means of internet access, we developed the MyWellCare mobile 
application. Our mobile application includes many helpful and educational resources 
and is available for Apple and Android devices in English and Spanish at no cost. 
With the release of our application, we have enabled access to valuable resources to 
an important segment of our members. Such resources include:  
 Find-A-Provider, as shown in Figure 33, with advanced quick care (urgent and 


hospital emergency) and pharmacy service locator. Similar to our online tool, this 
electronic, searchable provider directory makes it easy for members to search for 
different providers and then alter, refine, and update their search results 
through intuitive refinement tools. This is enhanced by the ‘use your location’ 
extension that smartphones can offer, allowing members to quickly and easily 
find providers, pharmacies, and quick care centers near their current location. 


Figure 32: Distribution of Cobalt Module Use 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


191







Section 4 
Company Background and References 


 
 
 


 Messages from WellCare makes it easy for us 
to send messages to our members about 
important, time sensitive items – like 
reminders about flu shots, upcoming 
enrollment periods or changes in benefits. 


 Contact Us 
 ID Card tool allows a member to see a copy of 


his or her ID card. The member can also send a 
copy of the ID card to his or her provider by 
email or fax. 


 Wellness Services provides members with 
reminders about care gaps, PCP’s name and 
phone number, and scheduled appointments.  


 Web-Based Preferred Drug List Search Tool: Our 
public-facing website presents preferred drug list 
information through a user-friendly, interactive 
online search tool as well as the more customary 
digital version of the drug list book. Our online 
search tool includes recommendations for 
preferred alternatives for non-preferred agents. 
This search tool function is a convenient option 
for both members and prescribers and enables 
easy access to our drug 
evaluation request forms 
for requesting prescription 
drug coverage for non-
preferred products. 


 Telehealth: In our ongoing 
efforts to leverage 
technology to support 
member health and clinical 
outcomes, our National 
Product Innovations Lab is 
focused on enhancing our 
robust telehealth strategy 
to support our members 
and providers. With the 
goal of being a leader among care management organizations with respect to 
telehealth, our team is focused on a range of telehealth modalities including 
telemedicine (both synchronous and asynchronous), remote member monitoring, and 
mobile health. 


  


Figure 33: MyWellCare Mobile 
Application Features 
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Enhancing Member Experience by Offering In-Person Member Services 
To enhance our members’ experience with our services, we have invested in 
Welcome Rooms throughout the states in which we offer Medicaid and 
Medicare Advantage plans. Housed in strategically-located, high-traffic 
areas close to social 
services in the 
neighborhoods and 


communities where our members 
live, work, and frequent, our 48 
Welcome Rooms, Figure 34, are 
designed and equipped to 
engage the community by being 
outreach centers and walk-in 
member service hubs. Here, 
onsite member service 
representatives provide 
culturally competent, one-to-
one, personalized attention 
addressing members’ needs, 
helping members learn more 
about their health plan, and 
providing information on important health topics. This model allows us to tailor our 
services for those members who prefer personal interaction over telephonic or online 
engagements, which is especially common among Hispanic populations. 


More than member services locations, our Welcome Rooms are thoughtfully designed to 
be destination points for our members. We offer computers and internet access as well 
as activities and events such as children’s reading and literacy support classes, health 
education classes, special needs resource navigation, and more. Ongoing education is 
also available through monthly classes. In Nevada, we propose to offer Welcome Rooms 
in both Las Vegas and Reno.  


Paying Network Providers for Quality  
Providers directly influence member behavior with respect to preventive health, chronic 
case management and outcomes. Because of the positive impact incentives can have on 
provider behavior, we support value-based purchasing. Our value-based purchasing 
programs create greater shared 
accountability and strong, clear 
alignment between our contracted 
providers and our health plan 
performance for key clinical and 
health services delivery areas. 
While we offer many different 
value-based purchasing programs 
across our Medicaid markets, most 
can be categorized into three core 
frameworks: 
 Pay for Quality (P4Q): Eligible providers receive a base incentive payment per 


compliant member for selected process and outcomes measures. Providers with high-
volume membership are eligible to receive a greater incentive amount per compliant 


WellCare’s P4Q Program Rewards Providers for 
Delivering Improved HEDIS Results  


In 2015, providers in our P4Q program showed 
significantly improved HEDIS performance compared to 


those not in the program. Among affiliate Medicaid 
plans, 39% of targeted measures improved. 


Figure 34: WellCare's Network of Welcome Rooms 
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member when they attain a higher performance or threshold (i.e., NCQA’s 50th and 
75th percentiles). Given this design, providers are financially rewarded for all 
positive behavior while financially incented to achieve benchmark thresholds. Based 
on our historical performance and provider feedback, we are confident that our P4Q 
program will continue to result in providers providing timely, recommended services 
and greater effectiveness in controlling chronic conditions like diabetes. 


 Gain/Risk Sharing with Quality Standards: Larger provider organizations, including 
PCP groups and health systems, who meet criteria and display a willingness to 
participate in shared savings, have the opportunity to earn a portion of the savings 
achieved when they meet specified quality and cost efficiency performance targets. 


 Enhanced Value-Based Payments: Providers are eligible for additional bonus dollars 
for specified outcomes. For example, our OB Enhanced Payment Program allows an 
OB provider to earn an additional $1,200 per delivery if our member has six or more 
prenatal visits before delivery and completes a postpartum visit within six weeks of 
delivery and the provider provides evidence of predelivery pertussis vaccination and 
submits the SBIRT screening tool by end of the second trimester. We believe that this 
program, if coupled with WellCare’s partnership with Access to Healthcare’s OB Care 
Coordination program will be extremely appealing to Nevada OB providers. In its 
first year, Access to Healthcare’s OB Care Coordination program had an impressive 
99 percent compliance rate for prenatal care appointment attendance and a 94 
percent compliance rate for postpartum visit attendance. Additionally, 100 percent 
of members completed their new baby pediatric visit. 


We work with existing and potential providers throughout the country to design the 
right payment methodologies for them and that keep providers focused on improved 
member health outcomes and enhanced quality of life.  


Providing Exceptional Provider Experience through Dedicated, Field-Based Provider 
Service and Support 
We have invested significantly in field-based provider service and support 
through strategic placement of field staff from various disciplines. Our 
integrated provider service model includes  


 Provider services representatives: Today, we employ over 180 
provider services representatives who serve as our primary provider-facing staff. In 
conjunction with our local medical directors, these representatives focus on 
partnering with and supporting providers on issues such as quality, cost, and 
appropriate utilization. These representatives also educate providers on relevant 
tools, including electronic health records and our provider portal.  


 Quality Practice Advisors 
(QPAs): We currently employ 
over 60 QPAs, specially-
trained clinicians who are 
highly experienced with 
HEDIS, who assist targeted 
provider offices with 
improving their practice-
level performance with preventive care and chronic care management. Using 
targeted measures, our QPAs consult with providers and their office staff, in person 
as well as telephonically, to help them 


WellCare’s Quality Practice Advisors Help Providers 
Deliver Recommended Heath Care Services  


Among PCPs who had at least one QPA visit, 65% of HEDIS 
measures improved. 
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 Understand HEDIS measures 
 Access and use available tools (i.e., HEDIS Provider Toolkit, care gap reports) 
 Improve coding and 


medical record 
documentation  


 Maximize available 
financial incentives  


 Use data capture and 
submission methods 
including our medical 
record flat file transfer 
process and interactive 
HEDIS online portal 


 Understand barriers 
members may face in 
adhering to screenings 
and services 


 Identify strategies to overcome barriers and issues of non-compliance (i.e., 
member outreach, capitalizing on sick visits) 


By targeting providers with the greatest share of members in their member panel 
and aligning them with a QPA, we have improved the delivery of services and related 
documentation. Using QPA visits data from 2015 as well as claims data for services 
provided throughout 2015, we analyzed provider-level performance of those PCPs 
who had a least one QPA visit compared to those PCPs who did not. While results 
varied slightly among our affiliate care management organizations, some had 
statistically significant improvements in over 50 percent of their HEDIS measures.  


 Operations Account Representatives: Operations accounts representatives are 
specialists assigned to high volume practices to provide education on billing 
practices and reimbursement policies, and resolve issues related to claims, 
reimbursement, authorizations and referrals. These account representatives are 
able to adjust claims in real-time and on-site at the provider’s office if needed. 
Today, we employ over 100 operations account representatives nationally. 


 Practice Transformation Support: This capability is designed specifically to help 
providers, like Dr. Daniel Spogen from University of Nevada School of Medicine 
(UNSOM), with practice transformation and to support provider-based care 
management activities for patient-centered medical homes (PCMHs) and accountable 
care organizations (ACOs). 


Providing Vitally Needed Support for Providers Who Lack Resources to Close Members’ 
Gaps in Care 
Our patient care advocate (PCA) program is both a service enhancement for providers 
and a best practice. Through our HEDIS and care gap discussions with providers, we 
found many were engaged and eager to address gaps in care but lacked resources 
needed to conduct member outreach and follow up. Beginning in 2013, in response to 
this need, we developed our PCA program. PCAs are WellCare employees who are co-
located in select network provider offices or group practices and focused on scheduling 
appointments for targeted members with identified gaps in care (i.e., annual well visits, 
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immunizations or other preventive services).  


Using our proprietary PCA database, our PCAs access key member and provider 
information including members’ 
individual gaps in care and then 
contact members on behalf of 
the provider to schedule 
appointments. During the 
outreach, the PCA identifies 
member-specific barriers to care 
and works with the member to 
overcome these barriers. For 
example, if a member expresses 
that he or she is unable to obtain 
a service due to a lack of 
transportation, our PCA will 
educate the member about the available transportation benefit, provide contact 
numbers to the transportation provider, and assist in scheduling transportation, if 
necessary. Call outcomes are recorded in the database for monitoring and reporting 
purposes. PCAs also meet with members prior to their PCP appointments to discuss the 
identified care gaps and educate them on the importance of preventive care and the 
need to establish a medical home with a PCP. Our PCAs also collaborate with the PCP by 
communicating member care gaps that need to be addressed during the visit.  


Based on the results of our PCA program, we are confident our investment in PCA 
resources has helped ensure members’ physical and behavioral health needs are being 
met. Furthermore, we believe there is a synergistic effect in improving member and 
provider adherence to recommended services through the powerful combination of QPAs, 
PCAs, and P4Q with QPAs focused on consulting with providers about HEDIS, care gaps, 
coding, medical records documentation, and provider incentives and PCAs working with 
members to address individual health needs. 


Optimizing Pharmacy Utilization through Our Pharmacy Network Improvement Program 
and Pharmacy Toolbox  
Our pharmacy network improvement program targets physicians and provides education 
on pharmacy utilization and cost trends as well as quality care gaps related to 
medication prescribing and adherence. Our local pharmacy directors use prescribing 
reports, evidence-based drug therapy, in-person visits, and telephonic communication to 
modify prescribing behaviors with the intent to improve the quality of care for our 
members in the most cost-effective manner. We educate prescribers on key pharmacy 
resources such as the preferred drug list, associated utilization management tools, and 
our web-based drug search tool. The state pharmacy directors also provide on-going 
follow up and assistance on any pre-authorization or adjudication issues or questions.  


Our pharmacy team and medical directors use our pharmacy toolbox to monitor and 
measure prescribing patterns and usage for a variety of pharmacy-related measures, 
such as those listed below. Some of these reports are also used by our MTM pharmacy 
team for targeted review and intervention. 


 


 


WellCare’s Patient Care Advocates Improve Member 
Compliance with Recommended Preventive Services 


  
Our affiliate Medicaid care management organization in 
Florida evaluated their PCA program by analyzing group-


level performance for 13 select measures for those 
practices with a PCA. The analysis revealed improvement 


in 85% of the measures studied over the prior year.  
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PHARMACY TOOLBOX REPORTS 


Report Description 


Pediatric Prescribing of 
ADHD Medications 


Detailed reporting of members under 17 years of age using ADHD 
medications 


Atypical Antipsychotics 
for Members Under Ten 


Detailed reporting for members under ten years of age prescribed 
atypical antipsychotics (excluding those diagnosed with autism)  


Enzyme Deficiency Summary reporting noting top enzyme deficiency medication 
utilization, coverage determination requests, and top 25 prescribers 


Growth Hormone Summary reporting noting top growth hormone medication 
utilization, coverage determination requests, and top 25 prescribers 


Hemophilia Summary reporting noting top hemophilia medication utilization, 
coverage determination requests, and top 25 prescribers 


Hepatitis C Summary reporting noting top oral hepatitis C medication 
utilization, coverage determination requests, and top 25 prescribers 


High Utilizers Detailed member and prescriber information identifying members 
receiving an average of ten medications per month, excluding over 
the counter and acute medications 


Polypharmacy of 
Behavioral Health 
Medications 


Detailed reporting of members who have two or more different 
antipsychotic medications 


Suboxone Summary reporting noting top buprenorphine-containing products 
for the treatment of opioid dependence, coverage determination 
requests, and top 25 prescribers 


Increasing Our Propensity to Reach Members through Expanded Research and Outreach 
In order to improve our reach rates 
and reduce the rate of “unable to 
contact”, we have invested in 
LexisNexis and Equifax data to 
identify missing telephone numbers 
and update incorrect telephone 
numbers. To further expand our 
reach, our affiliate health plans 
recently conducted a pilot that 
leveraged phone numbers provided 
by pharmacies as well as 
additional numbers in our core 
processing system. When phone number sources were enhanced with all of these 
additional numbers, the reach rate increased by over 50 percent. This program is to be 
further enhanced to include a more comprehensive phone number search algorithm. The 
algorithm searches paid claims for all physicians, lab vendors, radiology sites, and 
pharmacies within our claim system for the greater of one year or ten locations. The 
search generates member phone numbers and addresses from the paid claims and, if not 
available, allows for high volume providers to be identified for telephonic outreach to 
their offices to obtain the member’s contact information.  


WellCare’s Investments to Find Accurate Demographic 
Data Improves Reach Rates 


By augmenting our member demographic data with 
information obtained through our core processing system 


and network pharmacies, we improve our ability to 
contact members, our “reach rate”, by over 50%. 
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INVESTING IN TREATMENT PROTOCOLS TO IMPROVE HEALTH OUTCOMES 
Treatment protocols allow us to improve access to services, ensure healthy outcomes, 
improve operational costs, engage providers, provide integrated care, and streamline 
overall program administration by standardizing care and guiding providers towards 
evidence-based care. Highlights of our treatment protocols are summarized below and 
include: 


Integrated Pre- and Post-Discharge Protocols 
Members being discharged 
from an inpatient setting 
often require coordination 
and support to facilitate a 
safe transition and to 


prevent complications and the risk of 
hospital readmission or avoidable 
emergency room visits. As represented 
in Figure 35, we have invested 
significantly in staff, including 
registered nurses and licensed clinical 
social workers who provide telephonic 
and field-based support and 
coordinators who assist with follow up, 
and discharge protocols. Our discharge 
protocols include 


 Transitional Risk Assessment: We 
have adopted, implemented, and trained staff on key discharge risk assessment 
protocols. The results of these screenings are used to inform the member’s discharge 
plan and follow up needs, including referrals to case management. Our screening 
protocols include  
 LACE Index: Our concurrent review staff evaluate members for their risk of 


readmission using a modified LACE index, a nationally-recognized index that 
evaluates those being discharged from the hospital for their risk of readmission 
or death within 30 days of discharge. Based on our extensive Medicaid 
experience, we have enhanced the LACE assessment to be more predictive for 
vulnerable populations and those with complex clinical needs.  


WELLCARE’S EXPERIENCE WITH TREATMENT PROTOCOLS 


Integrated Pre- and Post-Discharge Protocols 


Overseeing the Use of Psychotropic Medications 


Coverage and Medical Policies for Long-Acting Reversible Contraceptives 


Medication Therapy Management 


Suboxone® to Zubsolv® Conversion 


Clinical Coverage Guidelines 


Evidence-based Clinical Practice Guidelines and Disease Management Protocols 


Provider Profiling Based on Treatment Protocols 


Figure 35: Pre- and Post-Discharge Protocols 
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 READMIT Index: We have adopted the READMIT index for members being 
discharged from acute psychiatric units. Using the READMIT Index, which is used 
to predict 30-day readmission after discharge from acute psychiatric units, our 
behavioral health concurrent review staff assesses and triages members based on 
their READMIT risk score. Our staff has undergone extensive training on the use of 
the READMIT index and has applied it to more than 1,000 discharges this year. 
Over the course of this time, we have improved compliance with 7-Day HEDIS 
Follow Up After Hospitalization by 2.7 percent and 5.6 percent for Medicaid and 
Medicare members, respectively. 


 Discharge Needs Tool: Using a discharge needs tool that is integrated into our 
medical management platform (MMP), our concurrent review staff assess members’ 
health needs, personal circumstances, and scope of services and supplies required to 
facilitate appropriate care following discharge from the inpatient setting. 
Components of our discharge needs tool include age, acuity of admission, type of 
inpatient stay, medication profile, comorbidities, social support, and more. Each 
question is scored based on the answer provided and a total score is calculated for 
each member and then recorded in the member’s health record in MMP. This tool is 
completed initially and then during each continued stay review or following an event 
that may change the member’s risk status. Each assessment’s score is retained in our 
MMP so our clinical staff can view the history associated with the inpatient stay. 


 Focused Training to Strengthen Clinical Staff: In order to advance staff knowledge of 
behavioral-physical clinical dyads that commonly occur and to promote physical and 
behavioral health Integration, we have implemented three training modules: serious 
mental illness and chronic obstructive pulmonary disease, serious mental illness and 
diabetes, and serious mental illness and coronary artery disease. Our behavioral 
health medical directors conduct didactic training reviewing the interactions 
between serious mental illness and the medical co-morbidity. Following training, 
case managers present their cases representing the clinical dyad, which reinforces 
and practices the teachings from the training session and allows the medical 
directors to reinforce the teaching points. 


 Expansion of Discharge Coordinators: We are augmenting our concurrent review team 
with behavioral health discharge coordinators to help facilitate follow up after 
hospitalization for mental illness. Results from our initial evaluation indicate the 
added resources and focus delivered a 26 percent increase in 7-day follow up after 
hospitalization. 


While WellCare has significant tools and protocols to address transitions in care 
settings, we believe it is 
important to use local resources, 
where possible, to provide or 
complement our services. 
Building on our success in other 
states, we have built a 
partnership with the Access to 
Healthcare Network and are in 
discussions with large federally 
qualified health centers (FQHCs) 
such as Nevada Health Centers, 
Northern Nevada Hopes, and Community Health Alliance to leverage the programs and 
services they already provide to Nevadans. The Access to Healthcare Network, as an 


WellCare and Nevada’s Access to Healthcare Network 
Partner to Improve the Health of Nevadans 


 
Together Access to Healthcare and WellCare will reach 


our members “where they are” using Access to 
Healthcare’s signature style of “high-touch” care 


coordination to achieve improved health outcomes. 
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example, operates a successful transitional case management program that has shown 
improved outcomes, including a reduction in overall hospital readmission rates of 15.94 
percent for patients with congestive heart failure. The FQHCs, on the other hand, have 
both the capacity and ability to make same day or same week appointments for 
members being discharged from facilities. Our concurrent review staff and case 
managers can assist in making sure these follow up appointments happen through 
coordination of scheduling and transportation, which is lacking today.  


Overseeing the Use of Psychotropic Medications 
As a fully-integrated care management organization, we offer significant experience and 
expertise serving those diagnosed with mental health conditions and in ensuring 
appropriate use of psychotropic medications. We also serve a significant role in 
preventing misuse of these often powerful drugs.  


Our comprehensive psychotropic drug oversight program uses evidence- and outcomes-
based processes to ensure appropriate utilization across a variety of medications 
including antipsychotics, antidepressants, and medications for the treatment of 
attention deficit hyperactivity disorder (ADHD). Coverage and associated utilization 
management criteria around safe and appropriate use of these medications is under the 
direction of our Pharmacy & Therapeutics (P&T) Committee, which includes a 
psychiatrist and a board certified psychiatric pharmacist in its membership, and is 
executed through our local managed care operations teams, our national in-house 
behavioral health case management and pharmacy teams, and our pharmacy benefit 
manager. 


Success Story: Preventing Inappropriate Use of Psychotropic Medications among 
Children 


Our affiliate Medicaid plan in Hawaii implemented rules associated with use of 
psychotropic medications in children. When a prescription is being filled for a defined set 
of medications, the pharmacy system evaluates the prescription against the member’s 
age. If the medication is not indicated, we immediately return a message to the pharmacy 
indicating so. As an added measure of oversight, when the age rules are satisfied, we 
require validation against specific ICD-10 codes to ensure the prescription is appropriate 
for the diagnosis. The use of hard messaging requires direct interaction with WellCare in 
order to adjudicate the claim thereby allowing us to ensure appropriate use for children. 
As a result of implementing these edits in Hawaii, we have prevented inappropriate use of 
psychotropic medications for nearly ten percent of members equating to over $200,000 in 
one quarter in 2015. 


Coverage and Medical Policies for Long-Acting Reversible Contraceptives 
Our experience serving Medicaid members has allowed us to develop deep insights into 
members’ knowledge, attitudes, beliefs, and cultural needs regarding family planning 
services. We understand that while creating access to family planning services is 
important, access alone is not sufficient. Therefore, we take an active role in delivering 
family planning services, mixing innovative approaches and more traditional strategies 
to provide all members with access to family planning services and educating members 
as to the importance and availability of these important services. For example, 
contraceptive implants and intrauterine devices (IUDs) are the most effective, reversible 
methods of contraceptives. WellCare reimburses providers for placement of long-acting 
reversible contraceptives (LARC) in a hospital setting. WellCare reimburses for 
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intrauterine copper contraceptives, levonogesterel-releasing intrauterine systems, 
levonogesterel-releasing intrauterine devices, and etonogesterel implants when placed 
at the time of delivery in a hospital setting. In addition, we have waived all 
requirements for prior authorization for the placement of LARCs. The cumbersome 
preauthorization process that is currently used in Nevada has caused some OBGYN 
providers to scale back participation in the overall program. WellCare is prepared to 
eliminate this unnecessary barrier to services day one. 


Medication Therapy Management 
Developed in cooperation with licensed and practicing pharmacists and physicians, our 
medication therapy management (MTM) program, The Healthy Living Program, is 
designed to proactively identify members who may be at risk of experiencing potential 
drug therapy problems, such as side effects, and help prevent these problems from 
occurring. Through a proven combination of person-centered interventions targeted at 
prescribers, pharmacists, members, and other healthcare professionals, we help 
members live healthier, feel better, and take active control of their health. Our MTM 
program features the following components: 


 Psychotropic Medications Program: Provides targeted provider outreach regarding 
members who may be chronic over-utilizers of multiple antipsychotics and those with 
inappropriate use of antipsychotics based on age or diagnosis. 


 Core Safety and Monitoring Program: Provides active, continuous identification of 
potential fraud, waste and abuse through retrospective review of and stratification 
of questionable utilization patterns. Usage information is sent to prescribers with 
case referral to our special investigations unit for follow up. 


 Polypharmacy Program: Uses clinical pharmacists to identify members who are high 
utilizers of medications and provides clinical pharmacy intervention in order to 
prevent or resolves drug therapy problems related to appropriate medication use, 
indication, safety, effectiveness and compliance. 


 ADHD Medication in Children Program: Targets members receiving ADHD medications 
and their prescribers to ensure appropriate medication use and follow up in 
accordance with nationally-recognized, evidence-based guidelines for ADHD. 


Suboxone® to Zubsolv® Conversion 
Having observed a potential for a high rate of abuse of the opioid addiction treatment 
product, Suboxone, we implemented Suboxone utilization review and a formulary change 
to cover Zubsolv. Zubsolv has less buprenorphine than Suboxone with the same clinical 
indications and outcomes. 
Additionally, a tablet additive 
makes the buprenorphine in the 
sublingual tablet more highly 
absorbed. The presence of 
menthol in the Zubsolv tablet 
formulation makes the product 
more palatable, but less likely to 
be abused through injection or 
“snorting”. Zubsolv is also less 
recognizable on the streets and 
less likely to be a target for 
diversion. At the same time we introduced Zubsolv to the formulary, we tightened our 


WellCare’s Suboxone to Zubsolv Conversion Program 
Delivers Improved Outcomes and Cost Savings 


 
Through treatment protocols and related policy changes, 


we reduced the average pharmacy claims per day for 
Suboxone by 40% in one year, which equated to over 


$1,600,000 in savings over the study period in 2014 and 
2015. 
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drug evaluation review (DER) criteria to include requirements for tapering and 
shortened the length of the DER if the tapering was not being documented. Nevada's 
prescribed opioid distribution rate is 3rd highest in the country and was recently 
brought to the forefront when as many as nine people, including one local physician, 
were charged with illegal distribution. In response, Governor Sandoval convened a two-
day summit in Las Vegas at the end of August to address what he calls an epidemic in 
Nevada. The summit will engage key stakeholders in addressing the complex issues 
around curbing the issue, including looking at reforms to Medicaid policy. We believe our 
success managing and improving outcomes for those being treated for opioid addiction 
would benefit the State. 


Clinical Coverage Guidelines 
In collaboration with our contracted providers, we have developed an extensive library 
of nearly 200 proprietary clinical coverage guidelines (CCGs). These coverage guidelines 
provide more detailed guidance on medical and behavioral health services that may be 
unique to our members or a new or emerging technology or service. CCGs are evidence-
based documents detailing the medical necessity of given procedures or technologies for 
both medical and behavioral health services. The guidelines set consistent criteria for 
utilization of a procedure or technology, leading to greater consistency and efficiency in 
clinical decision-making and enhanced quality of care. Our library of CCGs ranges from 
Ambulatory and Video Electroencephalography EEG for Epilepsy to Reduction 
Mammoplasty to Vagus Nerve Stimulation for Treatment Resistant Depression. 


Evidence-based Clinical Practice Guidelines and Disease Management Protocols 
Our clinical practice guidelines identify and document diagnostic, treatment, and 
preventive services that work best under a variety of clinical circumstances. Developed 
by our Medical Policy Committee (MPC), our guidelines are based on best available 
medical evidence and consensus. For our behavioral health guidelines this includes 
American Academic of Pediatrics, American Academy of Child and Adolescent Psychiatry, 
and American Psychiatric Association. For our physical health guidelines this includes 
specialty associations, colleges, and societies such as American Academy of Family 
Physicians, American Congress of Obstetricians and Gynecologists, National Heart, Lung, 
and Blood Institute, American Society of Clinical Oncology, American College of 
Cardiology, American Heart Association, National Kidney Foundation, American College 
of Chest Physicians, American Heart Association, American College of Physicians, 
American Thoracic Society, American Diabetes Association, and more. We also consider 
HEDIS and EPSDT specifications and requirements. 


Our behavioral and physical health clinical practice guidelines are summarized below. 


WELLCARE’S BEHAVIORAL HEALTH CLINICAL PRACTICE GUIDELINES 


Attention Deficit Hyperactivity Disorder Serious Mental Illness & Medical Co-Morbidities 


Behavioral Health and Sexual Offenders Schizophrenia  


Bipolar Disorder Substance Use Disorders in High-Risk Pregnancy 


Depressive Disorders in Children, Adolescents  Substance Use Disorders  


Major Depressive Disorders in Adults  Suicidal Behaviors 
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WELLCARE’S PHYSICAL HEALTH CLINICAL PRACTICE GUIDELINES 


Alzheimer's Disease & Other Dementias Hypertension  


Management of Asthma in Children & Adults Imaging for Low Back Pain  


Cancer  Lead Exposure in Children  


Cholesterol Management  Obesity in Adults  


Chronic Kidney Disease  Obesity in Children & Adolescents  


Congestive Heart Failure  Osteoporosis Prevention, Diagnosis, & Treatment  


COPD  Pediatric & Adult Pharyngitis 


Coronary Artery Disease  Post-Partum Guidelines  


Diabetes in Adults  Preconception & Inter-pregnancy  


Diabetes in Children  Pregnancy  


Fall Risk Assessment in Older Adults Rheumatoid Arthritis  


HIV Antiretroviral Treatment in Adults  Sickle Cell Disease  


HIV Screening  Smoking Cessation  


Provider Profiling Based on Treatment Protocols 
In order to enhance the support we offer our providers, WellCare has expanded the 
functionality of our provider profiles. We offer reporting tools that increase utility and 
improve efficiency. Our expanded provider profile reports include episodic, condition-
specific reports. Episodic reporting allow us to measure efficiency and effectiveness 
within a specified period of time, including gaps in care. The reports integrate clinical 
and administrative (e.g. pharmacy, behavioral health, and medical claims) data to 
identify rates of gaps in care delivery, the average cost of care by episode, and 
measures of cost, utilization and quality performance.  


DEVELOPMENT AND IMPLEMENTATION OF BEST PRACTICES 
WellCare offers our government partners throughout the country a collection of best 
practices aimed at improving member access to services, ensuring healthy outcomes, 
reducing operational costs, encouraging provider participation, providing integrated 
care, and streamlining overall program administration among Medicaid and Medicare 
members and providers. These best practices, many of which have delivered significant 
improvements in care, cost, and outcomes, have been designed by physical and 
behavioral healthcare experts, provider partners, and advocacy groups. Highlights of 
our best practices are summarized below and include: 


WELLCARE’S EXPERIENCE WITH BEST PRACTICES 


A Fully-Integrated Physical and Behavioral Health and Social Services Model 


A Hybrid Approach to Pharmacy Operations  


Specialized Case Management for Children in Foster Care 


Serving Members who are Homeless 


Using Member Incentives to Encourage Personal Responsibility 
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WELLCARE’S EXPERIENCE WITH BEST PRACTICES 


Monthly Monitoring and Reporting of Care Gaps 


Rewarding Behavioral Health Inpatient Facilities’ Performance for Key Utilization and 
Quality Metrics 


Enhanced Predictive Analytics 


Best Practices within our Social Services Model 


Medication Adherence and Pharmacy Care Gap Identification 


A Fully-Integrated Physical and Behavioral Health and Social Services Model 
Company-wide, WellCare incorporated all behavioral health functions into 
our health plan by the end of 2013, which is unique among Medicaid care 
management organizations. Through this complete integration, we offer our 
members, providers, and state partners  


 A streamlined set of integrated, standardized policies and procedures 
addressing the management of physical 
health, behavioral health and social 
service needs  


 Holistic, integrated quality assurance 
and improvement and utilization 
management plans that address all 
aspect of health and wellness  


 A person-centered approach to identify 
the full spectrum of member needs, 
Figure 36, coupled with a system of care 
approach to address identify needs 
including social determinants of health 


 A streamlined, simplified integrated 
claims payment process for all physical 
and behavioral health claims integrated 
within the same IT platform providing 
administrative simplification 


 Comprehensive member services within 
our call center to address physical, behavioral and social service needs 


 Consolidated reporting and management of physical and behavioral health financials 
and risk 


 Behavioral health reporting that tracks members diagnosed as seriously emotionally 
disturbed or with severe and persistent mental illness who have co‐morbid chronic 
medical disorders 


 An integrated medical management platform where staff who specialize in both 
medical and behavioral health work in the same environment and view all service 
authorizations together, including pharmacy information, and in the future will view 
all social service referrals 


As a result of the above, we are better able to collect and analyze all data associated 
with a member’s utilization, including medical, pharmaceutical, and behavioral 
healthcare, and social service needs. In addition, we are able to ensure the most 


Figure 36: Person-Centered Approach to 
Addressing Needs 
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appropriate setting of care for members who need both medical and behavioral health 
services.  


A Hybrid Approach to Pharmacy Operations 
WellCare’s experience in pharmacy operations is characterized by our unique hybrid 
model with critical pharmacy management functions performed in-house by WellCare 
personnel coupled with the activities of a pharmacy benefits manager (PBM).  


Under our hybrid model, Figure 37, our state and corporate pharmacy resources are 
responsible for prior 
authorization 
determinations, 
appeals, claims 
testing, Pharmacy and 
Therapeutics (P&T) 
Committee, quality 
improvement, 
retrospective drug 
utilization reviews, 
and members and 
provider 
communications. Our 
PBM partner processes 
the pharmacy claims 
point-of-sale, 
contracts and 
reimburses the 
pharmacy network, 
performs rebate 
management and 
phone, desk, and on-site audits, coordinates transition of care, and answers after-hours 
provider calls. 


WellCare’s pharmacy organization employs approximately 390 associates, including a 
senior medical director, over 40 clinical pharmacists (nine of whom are field-based), 
over 200 pharmacy technicians, and over 140 support staff and management personnel 
(many of whom are pharmacists). Additional licensed medical directors provide support 
for pharmacy prior authorization requests on an ongoing basis. 


Specialized Case Management for Children in Foster Care 
We have implemented a specialized program aimed at keeping children with 
autism out of institutional care. Our WellCare Autism and Developmental 
Disability Special Case Management Service was developed by our affiliate 
Medicaid care management organization in Kentucky to directly address a 
long history of members with autism and other developmental disabilities 
and their placement in inpatient acute facilities. The members identified for 


this service had a history of inpatient acute facility placement for three to four years 
with little access to any community-based placement. At the time of our initial 
involvement with these members, they were 11, 12 and 13 years of age, meaning these 
members had lived in a facility for almost a quarter of their lives. We were determined 
to find alternatives to provide these members with appropriate treatment in the lowest 


Figure 37: Overview of WellCare's Pharmacy Operations Model 
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level of care that matched their individual needs. A specialized team of WellCare case 
managers who are focused on children in foster care partnered with the Kentucky 
Department of Community Based Services with the goal of finding treatment and 
placement options for these members to move them from a primary inpatient acute 
facility environment (many in out-of-state facilities) back to homes in the community. 
Partnering with a therapeutic foster care provider with the right funding flexibility from 
the state allowed us to increase options for these members. Using trauma informed care 
models, we were able to connect these children with providers who understand their 
specific needs.  


The outcomes have been significant. For example, on average, individuals in the custody 
of the commonwealth of Kentucky change placements 3.2 times per year. Because of our 
program, some of these members have now lived in one home, in the communities, for 
more than a year. These 
members also have key 
relationships within their 
community. In addition to their 
foster care parents and their 
service providers, they are now 
connected with their schools, 
with their churches, and within 
other social groups. Some 
members have been able to 
reconnect with family members 
whom they have not seen for 
several years. Given the need in Nevada, we met with Dr. Tracey Green, Vice Dean of 
Clinical Affairs for the University of Nevada, Las Vegas School of Medicine, and 
discussed the comprehensive autism clinic that is currently in development. In Northern 
Nevada, we met with the Executive Director of the Children’s Cabinet, Mike Pomi, to 
understand the scope of their services for children in the foster care system. WellCare is 
poised to bring our extensive experience to the table to build impactful collaborations 
with both of these programs.  


Serving Members who are Homeless 
Homeless or housing-challenged members are one population who rely 
heavily on the emergency department for care. According to the Reno 
Housing and Urban Development’s (HUD) field office projections for 
homelessness, it is anticipated that the number of chronically homeless 
individuals will increase by over 40 percent from 2013 through 2016 and the 


number of homeless families will increase by 50 percent from 2015 through 2021, and as 
much as 350 percent in southern Nevada. By applying our experience in other markets, 
we are poised to help address the issue of homelessness and housing-challenged in 
Nevada. 


Understanding the issue of homelessness, we strive to coordinate across social service 
partners, leverage existing resources, remove barriers, and deliver results. We build our 
strategies in our affiliate Medicaid health plans based on individual States’ needs and 
resources. In Kentucky, for example, we partnered with HOTEL INC. on a street medicine 
program to identify homeless residents and link them with health services including 
preventive care outside of the emergency department. Through this collaboration we 
identified 170 homeless residents of HOTEL INC’s facility. Of these, 


WellCare’s Specialized Case Management Program for 
Children in Foster Care Goes Beyond Providing Needed 


Stability 
 


Our specialized autism program has allowed children to 
remain in homes in the community and has resulted in a 
43% reduction in medical costs (comparing six months 


prior to six months post intervention). 
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 100 percent of homeless residents were linked with health services (including 
preventive care outside of the emergency room) 


 82 percent, or 140 homeless residents, were placed in permanent housing 
 39 percent, or 66 homeless residents, were WellCare members all of whom 


avoided an emergency room visit and connected to permanent housing and 
healthcare services including behavioral health case management 


Given the anticipated need in Nevada, we have already engaged in discussions with 
representatives from Catholic Charities and Washoe County Social Service’s Crossroads 
Program and Pat Cashell from Volunteers of America’s homeless shelter in Northern 
Nevada, as well as representatives from Las Vegas to understand how we might be best 
able to leverage existing resources and deliver improved results by collaborating with 
local community-based organizations to create additional 
services such as behavioral health assessments, parenting 
support, group therapy, nutritional education, and medical 
access for homeless members. 


Using Member Incentives to Encourage Personal 
Responsibility 
Because members sometimes need encouragement and 
rewards for taking care of themselves and making better 
decisions, we offer members our Healthy Behaviors member 
incentive program. Healthy Behaviors provides members who 
complete specific preventive health, 
wellness, and engagement milestones 
with a reloadable debit card. 
Participating members can earn 
reward dollars for each service or 
milestone they achieve. These reward 
dollars cannot be used toward the 
purchase of tobacco products, alcohol 
or firearms or at a merchant outside of 
the United States or U.S. territories. 
The Nevada provider community identified the “no show” rate of their Medicaid patient 
population to be significantly burdensome on their practices. WellCare’s Healthy 
Behaviors program will assist providers in curbing this problem. 


Under our program, members are eligible for rewards upon completing a health risk 
assessment upon enrollment, completing age-specific well-child or well-care visits, 
completing annual well-woman screening, attending prenatal visits during the first 
trimester, completing a postpartum visit after the birth of a baby, completing a visit 
with a behavioral health provider within seven days of a behavioral health hospital 
stay, and, for those with diabetes, having retinal or dilated eye exams (or having record 
of a negative screen the prior year) and completing HbA1C lab tests. 


Monthly Monitoring and Reporting of Care Gaps 
Using available claims and encounter data, we generate care gap reports on a monthly 
basis to monitor provider performance and identify opportunities for improvement. The 
reports identify members who have gaps in preventive or chronic condition care so the 
gaps can be addressed. Members are identified by specific provider groups, independent 
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practice associations (IPAs), and 
by individual physician. WellCare’s 
QPAs and provider relations 
representatives use the care gap 
reports to provide education and 
outreach to provider offices in an 
effort to ensure members are 
receiving the preventive and 
chronic care services they need 
and are missing. Care gap reports are also made available to providers through our 
secure provider portal, to case managers through our medical management platform, 
and to staff on our community assistance line. Recently we invested in enhanced 
business intelligence and analytics software to further elevate our care gap monitoring 
and reporting. Using the software, we can generate a variety of on demand, interactive, 
multi-layered reports including 


OVERVIEW OF WELLCARE CARE GAP REPORTS 


Report Description 


Segmentation 
reports 


These reports allow us to compare provider performance and gain insight into 
an individual group and provider performance 


Gaps by 
county 


As illustrated in Figure 38, these reports allow us to identify where non-
compliant members are located as well as which providers have the most non-
compliant members in a specific county or zip code. Filters allow us to 
further analyze data by product line and measure (single or multiples) as well 
as counties, zip codes, and providers 


Non-Compliant 
Member to 
PCP Ratio by 
County & Zip 


These reports allow us to identify areas where we may not have enough 
providers to handle the volume of non-compliant members, geographic 
pockets of providers with the greatest concentration of members, and 
geographic distance to assist with scheduling, staffing, and accounting for 
travel time 


 


 
Figure 38: Sample Gaps by County Heat Map 


Applying WellCare’s Enhanced Care Gap Reporting 
Functionality to Benefit Nevada 


Given the expansive sprawl of the greater Las Vegas area, 
coupled with barriers to transportation, we anticipate this 
reporting functionality will be highly beneficial in Nevada. 
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Rewarding Behavioral Health Inpatient Facilities’ Performance for Key Utilization and 
Quality Metrics 
WellCare’s “Gold Card” designation rewards behavioral health inpatient facilities for 
their performance with key utilization metrics. Our contracted adult inpatient mental 
health facilities meeting minimum patient volume targets, with demonstrated quality 
performance as measured by their compliance with ambulatory follow up after 
hospitalization and demonstrated efficient management of average length of stay earn 
Gold Card designation.  


Once designated as a Gold Card facility, WellCare only requires prior approval of an 
admission, not concurrent review for medical necessity. The program terms stipulate 
that the facility must inform WellCare of discharge plans, 
and WellCare may interact with the facility regarding 
issues such as member complaints, care coordination, care 
management or other such activities, but reimbursement 
will not be denied for lack of medical necessity if the 
initial admission is approved. The data is refreshed every 
four months requiring facilities to maintain compliance 
with threshold requirements. Feedback from facilities who 
have earned the Gold Card designation has been 
overwhelmingly positive expressing that they value and appreciate the opportunity to 
self-manage and applaud the increased administrative efficiency the program creates. 


Enhanced Predictive Analytics 
Our case management selection and stratification has been refined and enhanced to 
provide greater sensitivity and specificity in identifying members needing case 
management. Our integrated, predictive analytics algorithm, represented in Figure 39, 
holistically applies information from an individual member’s risk assessment, clinical 
profile, transitional risk, and behavior to predict the member’s overall health risk as 
well as the likelihood the member will respond to intervention and the best form of 
intervention to apply for desired outcomes. 


 Health Risk Assessment: Our health risk assessment, assessed for its predictability 
through advanced analytics, provides real-time clinical information about our 
members. Individual results are scored and stratified in line with our overall 
approach 


 Advanced Claim Analysis: Our advanced claims-based algorithm factors in physical 
and behavioral health claims, pharmacy claims, and lab data as part of the overall 
clinical profile 


 Transitional Risk: The results of the previously mentioned Lace Index are also 
factored into the overall clinical profile 


 Member Compliance Index: Our member compliance index, currently powered by 
RxAnte®, measures members’ propensity to follow own health care and predict how 
compliant they are likely to be 
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Figure 39: Overview of WellCare’s Enhanced Predictive Analytics 


Best Practices within our Social Services Model 
We have identified a number of best practices within our social services 
model including 
 CommUnity Assistance Line: Our proprietary CommUnity Assistance 


Line is free and available to anyone needing to connect with social 
services, including transportation, food, and utilities, in their area. 
Our toll-free line is staffed by CommUnity Liaisons and uses Workforce innovation 
programs using a peer-counselor model as well as video relay technology to employ 
deaf or hard of hearing associates to handle inbound calls and assist deaf or hard of 
hearing callers  


 CommUnity Health Investment Program: Our strategic philanthropic granting 
program supports community-based innovation and pilots potential social service 
payment models. Best practices include: 
 The use of public health and community health details, coupled with referral and 


social service network details, to create community health investment programs. 
 Averaging three to five CommUnity Health Investment Programs per market 
 Development of local market HealthConnections Councils, which serve as 


community planning meetings with multiple stakeholders established to address a 
gap in the social service network or a public health issue identified by the 
community 


 Social Service Integration: Within our program we capture social service referrals 
and dispositions in a dedicated social service electronic health record as well as 
integrate status into members’ care plans  


Medication Adherence and Pharmacy Care Gap Identification  
This program provides individualized, tailored provider messages to promote optimal 
adherence for members with any one of eleven targeted prevalent and costly medical 
conditions. From the first time a member fills a prescription and throughout therapy, we 
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help adherent members stay on track and help non-adherent members return to the 
therapies their physicians have prescribed. We address members with prevalent and 
costly chronic conditions and monitor pharmacy claims data on an ongoing basis to 
identify opportunities to support member adherence with prescriber faxes regarding 
potential adherence gaps. In June 2016 alone, we successfully delivered over 30,000 
prescriber interventions. 


The gaps in care program targets physicians of members diagnosed with any one of six 
designated chronic conditions that are best managed with combination therapy 
providing timely physician alerts to help ensure members are on all necessary 
medications. We use member claims data to identify gaps in the members’ therapy for 
the specific conditions with a goal of alerting prescribers of gaps in therapy and 
providing recommendations for the selected conditions. Once identified, providers are 
sent alerts via fax indicating the member’s condition along with clinical considerations 
and guideline summary of recommendations for provider determination. In June 2016 
alone, we delivered over 2,000 gap interventions. 


MEDICATION ADHERENCE AND PHARMACY CARE GAP IDENTIFICATION 


Intervening in Pharmacy Care Gaps 


Condition Description 


Diabetes  Recommend a statin for members on anti-diabetic medication  


Heart Failure  Recommend aldosterone antagonist therapy for members with potentially 
severe heart failure  


Ischemic Heart 
Disease  


Recommend cholesterol-lowering agent for members with select chronic 
conditions  


Osteoporosis  Recommend preventative osteoporosis therapy for men and women 
receiving long-term corticosteroids  


Respiratory  Recommend members receive appropriate combinations of corticosteroid 
and short- and long-acting beta agonist therapies  


Rheumatoid 
Arthritis  


Recommend folic acid supplements for members on methotrexate  


The above collection of services and programs, best practices, and treatment protocols, 
designed exclusively for Medicaid and Medicare members and providers, often go above 
and beyond state requirements. These programs and services have been designed to 
ensure care is delivered holistically while they improve access to services, ensure 
healthy outcomes, reduce operational costs, encourage provider participation, provide 
integrated care, and streamline overall program administration. We believe these 
services, treatment protocols, and best practices will deliver meaningful, lasting 
improvements for Nevadans thereby delivering value to our providers and the State. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


WORKING COLLABORATIVELY WITH STATES TO PROVIDE RELATED SERVICES 


WellCare plans have been providing managed care services in the public sector for more 
than 20 years. WellCare of Nevada is a wholly-owned subsidiary of WellCare Health 
Plans, Inc. (WellCare). WellCare’s roots go back to the incorporation of WellCare of 
Florida, Inc. (WellCare of Florida), in 1985 by a group of physicians in Tampa, Florida. 
WellCare of Florida began offering Medicaid managed care plans in 1994 and Medicare 
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Advantage plans in 2000. Over the years that WellCare plans have served the public 
sector, our products have become increasingly broad and sophisticated. WellCare 
currently has Medicaid managed care plans in nine states, with a tenth state currently in 
the implementation process, Medicare Advantage plans in 15 states and Medicare Part D 
prescription drug plans in all 50 states and the District of Columbia.  


WellCare is a mature, stable and experienced managed care company. The breadth and 
depth of our Medicaid managed care experience shows that we have the experience, 
sophistication and financial strength to provide the services contemplated by the RFP. 
Equally important, it shows that we are able to adapt our systems and processes to 
varied and different requirements and customers. 


EXPERIENCE WORKING WITH STATE GOVERNMENTS 


WellCare recognizes that it has a responsibility not only to assure its 
members receive quality care but to be a responsible steward of public 
resources. We are committed to working collaboratively with our state 
partners toward our mutual goal of ensuring members receive the right care, 
at the right time and in the right setting. WellCare plans are currently 


working with ten states in connection with their managed care programs. We are 
actively providing managed care services in nine of these states and we are working 
with the tenth toward implementation; we are scheduled to go live January 1, 2017. In 
addition, in connection with our Medicare Advantage plans, we work with 15 states to 
coordinate benefits for dually-eligible members. This includes seven states in which 
WellCare does not provide Medicaid managed care services. We also have contracts with 
the pharmacy assistance programs of 12 states, including Nevada’s Senior Rx and 
Disability Rx, through which we coordinate Medicare Part D benefits and state 
prescription drug benefits. 


WellCare has chosen to focus its business on government-sponsored healthcare 
programs. We do not offer employer-sponsored health plans anywhere. Working with 
state and federal government agencies is at the heart of our business. 


The administrator of each of our state Medicaid plans is accountable to the state the 
plan serves. Because of the value we place on our relationship with our state and 
federal government partners, each plan also maintains dedicated local regulatory 
affairs personnel that report to the plan administrator. Our regulatory affairs staff 
members assist the administrator with liaising between the state agency and the plan. 
Regulatory affairs staff work with other local resources as well as corporate resources 
to help ensure the plan’s performance is consistent with contractual commitments. 
Regulatory affairs also works with our government affairs team to keep up-to-date with 
new legislation and regulations impacting the plan’s performance and help to coordinate 
updates to operations as may be needed based on such changes in statutes, regulations 
or contractual amendments.  


WellCare understands that a state’s Medicaid agency is not the only state agency that 
interacts with our members or that regulates our business. WellCare’s plans regularly 
work with state agencies such as area agencies on aging, community mental health 
agencies, county departments of health, state departments of social services and state 
departments of insurance. WellCare of Nevada is ready and able to work not only with 
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the DHCFP, but with other state agencies that may be serving our members. WellCare of 
Nevada will seek to collaborate with all appropriate agencies, including:  


 The Department of Social Services 
 The Aging and Disability Services Division (ADSD), with which our affiliate currently 


coordinates pharmacy benefits through the state’s Senior Rx and Disability Rx 
programs 


 County Child Welfare Agencies 
 The justice system, including criminal courts, family courts and administrative law 


courts 
 The Division of Child and Family 


Services (DCFS) 
 The Division of Public and Behavioral 


Health (DPBH) 
 The Division of Welfare and 


Supportive Services (DWSS) 
 The Substance Abuse Prevention and 


Treatment Agency (SAPTA) 
 The Women, Infants and Children program (WIC)  
 The Governor’s Office of Consumer Health Assistance (GovCHA) 
 The Medicaid Fraud Control Unit (MFCU) 


We believe the first step in collaborating with a state is to listen. WellCare staff has 
been actively preparing for this opportunity and has already been meeting key 
personnel from several of these agencies and developing relationships with their 
agencies.  


EXPERIENCE WITH RELATED SERVICES  
With over 20 years of Medicaid managed care experience, WellCare has improved, 
enhanced and evolved the systems and processes behind all of its managed care 
functions. The scope of our current operations, serving an aggregate 2.4 million 
Medicaid members as of June 30, 2016, shows the scalability of our operations. 
Highlights include: 


FUNCTION HIGHLIGHT 


Case 
Management 
and Disease 
Management 


In 2015, WellCare plans opened almost 58,000 cases in their case 
management and managed disease management programs. 
A 2016 study on the effectiveness of the first roll-out of our field-based case 
management program showed an up to 17 percent reduction in avoidable 
hospital admissions, a 3 percent to 5 percent reduction in emergency 
department visits and a 3 percent increase in pharmacy adherence and 
compliance. 


Our fully integrated, person-centered and culturally competent case 
management and disease management programs are built on the foundation 
of versatility – meeting members where they are. We use a fully integrated 
platform which provides case management staff with insights into key 
member data such as immunizations, care gaps, claims and other data 
through a comprehensive 360 degree view of the member. 


WellCare holds a corporate NCQA certification 
for the centralized functions of credentialing, 
utilization management, service coordination, 


disease management and appeals. 
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FUNCTION HIGHLIGHT 
WellCare offers disease management programs for the following chronic 
conditions: 


 Asthma 
 Chronic Obstructive Pulmonary 


Disease  
 Congestive Heart Failure 
 Coronary Artery Disease 


 Diabetes 
 Hypertension 
 Major Depression (select Medicaid 


programs only) 


Credentialing 


In 2016 to date, WellCare has processed over 16,000 new credentialing 
applications.  
In 2016 to date, the average time it has taken WellCare to process new 
provider application (from submission by the provider through configuration 
in our systems) is 46 days. 


Utilization 
Management 


Over the course of 2014 and 2015, we conducted over 1,200,000 prior 
authorization reviews. On average, these reviews were completed in three 
days. 
Over the course of 2014 and 2015, we conducted over 46,000 expedited 
reviews, completing them, on average, in a day and a half. 


Call Center 
WellCare handled over 12 million calls in 2015. 
In 2015, WellCare’s average speed of answer for across its Medicaid plans 
was 30 seconds and its abandonment rate was 3 percent. 


Claims Payment 
In 2016 to date, we have processed an average of 2.9 million claims per 
month with 99.5 percent turnaround time of all Medicaid claims within 30 
days. 


Compliance 
Program  


WellCare’s comprehensive Compliance Program is overseen by a Compliance 
Department of 142 associates. 
As a testament to our culture of compliance, approximately 500 WellCare 
associates participated in our 2016 voluntary supplemental compliance 
certificate program. In its third year, this program lasts six months and 
provides associates with up to 26 hours of continuing education credits.  


Grievances and 
Appeals 


In 2015, WellCare completed pre-service appeals in an average of 22.5 
calendar days and expedited appeals in an average of two calendar days. 


Reporting 


WellCare’s systems support both routine and ad hoc reporting to our 
government clients. We have mature processes in which information 
technology associates work with our business units to sure that each report is 
built to the specifications of the client and user tested before it goes into 
production. Further, we have a certification process to ensure each report is 
reviewed and validated before it is submitted to the client.  


Member 
Education 


WellCare’s member satisfaction rate in 2015 was 98.8 percent with our 
case/disease management program, with 97.5 percent of members saying 
they would recommend the program to family and friends. 


System Capacity 
WellCare has the current system capacity to support an increase of roughly 
four times the entire current Nevada Medicaid population of approximately 
450,000 without scalability or performance impacts. 


EXPANDED GEOGRAPHIC SERVICE AREAS, SERVICES OR POPULATIONS 
Expanded Geographic Service Areas 


WellCare of Nevada stands ready to serve not just recipients in Clark and Washoe 
Counties but in any other Nevada counties in which the DHCFP may expand the program. 
We operate statewide in several states in which we operate Medicaid managed care 
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plans. Our experience spans the full range of geographies – from large urban areas like 
New York City, Chicago and Atlanta to rural portions of Kentucky, Florida and South 
Carolina to the more remote Hawaiian Islands. We understand that there are regional 
differences within each state and that expanding into new counties requires us to 
analyze the unique circumstances and access challenges applicable to each county and 
tailor our general approach to meet those circumstances.  


Expanded Services 


WellCare of Nevada would welcome the opportunity to cover additional services for its 
recipients beyond those currently contemplated in the RFP. WellCare believes that when 
all covered services are included in managed care, those services are better coordinated 
resulting in better care and outcomes for our members. WellCare of Nevada would 
benefit from the collective experience of WellCare’s plans in other states in connection 
with carving in new services. For example, other WellCare plans cover the following 
services that are currently not covered under Medicaid managed care in Nevada: 


Service # of WellCare Plans  
Currently Covering 


Long-term services and supports 4 
Dental 8 
Non-emergency transportation 3 
Hospice care  6 


Whenever a new service is added to a plan’s coverage the plan develops a project plan 
to ensure all aspects of the new service are appropriately addressed at both the local 
and corporate levels.  


Expanded Populations 


WellCare of Nevada is willing and able to enroll additional populations into its plan that 
are not currently covered by the RFP. Offering managed care to all covered populations 
helps to ensure continuity of care when members transition between eligibility groups. 
As with expanded services, WellCare plans collectively cover all types of Medicaid 
eligible populations and WellCare of Nevada would be able to draw upon this experience 
in working with new populations. For example, WellCare Medicaid plans currently cover 
aged, blind and disabled members in six states.  


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP. In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein. This information must be included in vendor’s technical 
response to the RFP. 


KEY PERSONNEL  
WellCare has a dedicated team of executive level leaders whose sole purpose is working 
with our state partners to support successful outcomes for our member and provider 
communities. A key part of our success lies in the identification, recruitment, training, 
and retention of highly qualified leaders who possess a broad range of experience and 
capabilities necessary to deliver and drive effective results.  


From a structural perspective, WellCare’s success is founded on our market-centric 
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approach. We establish a state-based workforce to maximize accessibility for our 
members, providers and our government clients. We then complement the market-based 
team with support through corporate shared services such as claims processing, call 
center administration and information systems. Through substantial experience gained 
through operations of WellCare’s Medicaid footprint, WellCare of Nevada is well-
positioned to deliver on its contractual commitments to the State of Nevada. The 
resumes for each of the individuals serving a key personnel position, as described in 
Section 3.15.3.3 of the Scope of Work, is presented in Tab VII. 


Upon award of a contract as a result of this RFP, WellCare of Nevada will appoint 
capable, qualified and effective leaders as the Executive Management team to serve the 
Nevada Medicaid managed members and providers. Until awarded, we have appointed a 
highly effective team of leaders who will serve as key personnel on an interim basis until 
permanent appointments are made.  


KEY PERSONNEL 


Position Title Associate Name WellCare Title Years of Experience 
in Healthcare Field 


Administrator David Reynolds SVP & Division 
President 


15 years  


Nevada Operations 
Manager 


Nicole Atcheson King Chief Operating 
Officer 


20 years 


Chief Financial Officer Steven Meeker VP, Medicaid & Clinical 
Services CFO 


20 years  


Medical Director Dr. Richard Petrucci Chief Medical Director, 
Quality 


16 years  


Recipient Services 
Manager 


Paul Hineman VP, Channel 
Communication 
Services 


20 years  


Provider Services 
Manager 


Patricia Doyle Sr. Director, National 
Contracting 


19 years  


Grievances and Appeals 
Coordinator 


Faustino Mayo Sr. Director of Appeals  24 years  


Claims Administrator Brian Pogue Sr. Director, Claims 
Operations 


19 years  


We have appointed a highly effective team of leaders who will serve as the key 
personnel on an interim basis until permanent appointments are made. The following 
table outlines the responsibilities held by the key personnel who will serve initially as 
the key personnel for WellCare of Nevada. Although the personnel below are identified 
as interim, each of these key staff members will continue to work with the State of 
Nevada throughout the duration of the contract. 


KEY PERSONNEL CONTRACT RESPONSIBILITIES 


David Reynolds, Administrator 


The Administrator is the presiding authority for the entire operation of the WellCare of Nevada 
health plan. Responsible for the overall operations and administration health plan, including 
strategic direction, administration of all existing programs and development of new programs to 
ensure goals and objectives are met or exceeded. The Administrator will work closely with 
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KEY PERSONNEL CONTRACT RESPONSIBILITIES 
WellCare’s executive leadership team, to lead and direct overall operations including: provider 
contracting and relations, sales and marketing, medical management, regulatory compliance, 
government relations and finance, as well as interfacing with corporate office operations. 


Key Duties and Responsibilities: 
 Leads and directs the day to day operations of the health plan. This includes 


providing leadership and direction to the management team to ensure the 
organization’s strategic plan is translated into tactical goals and objectives that 
guarantee performance objectives are met or exceeded. 


 Directs and manages the organization’s financial performance. Takes appropriate 
actions to increase revenue, leverage resources, manage and/or minimize expenses. 


 Assists and leads where appropriate, with aspects of state and federal government 
relationships, including working with regulators, as necessary, to establish and 
continue effective working relationships. Ensures that all state and federal 
regulations are properly met. 


 Oversees the development and maintenance of a viable provider network to ensure 
the health care needs of WellCare recipients are met. Develops or manages provider 
contracts and partnerships to achieve quality and cost management objectives. Works 
closely with providers to enhance relationships and maximize their ability to 
effectively manage the cost of medical delivery. 


 Oversees the development, implementation and continuous evaluation of the 
utilization and quality management program for medical services delivered by 
contracted health care providers. 


 Establishes formal and informal mechanisms to promote and maintain credibility, 
competence, and a positive corporate image by exhibiting strong communication to 
the corporate office, providers, recipients and committees. 


 Sets the tone from the top that compliance with all regulations and contract 
adherence is critical to WellCare of Nevada’s success. 


 Oversees the development and implementation of short and long term sales and 
marketing plans. 


 Leads organizational development activities that develop and foster strong working 
relationships among the recipients of the management team.  


 Builds and promotes the culture of the plan to be consistent with the values 
established by the corporate office. 


 Recommends and leads improvement processes and initiatives. 
 Provides problem analysis and problem resolution at both a strategic and functional 


level. 
Nicole King, Nevada Operations Manager 


The Nevada Operations Manager is responsible for executing strategies to meet or exceed annual 
goals and objectives in the areas of Customer Service, Enrollment, Retention, Claims, site 
operations and staff oversight for WellCare of Nevada. Provides support to the Administrator 
with project and initiative leadership, as well as organizational development. Facilitates 
problem identification, solution development, and initiative implementation on behalf of the 
Administrator and WellCare’s Leadership Team. Position is also responsible for directing the 
claims department's processing activities in support of established production and quality 
standards.  


Key Duties and Responsibilities: 
 Manages the day-to-day operations of WellCare of Nevada’s departments, staff, and 
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KEY PERSONNEL CONTRACT RESPONSIBILITIES 
functions to ensure that performance measures and state customer and Federal 
requirements are met. 


 Serves as the primary contact with the state customer concerning all operational 
issues. 


 Accountable for the management and execution of special projects as assigned by the 
Administrator that may interface across multiple functional areas, and liaise with 
external constituents as needed to build relationships and deliver results. 


 Directs long and short term planning for the departments including manpower, 
facilities, training and system requirements. Develops and directs the implementation 
of strategies to substantially improve efficiencies, deliver process improvement and 
invoke quality service while reducing costs. 


 Directs and oversees claims processing activities with the objective of meeting 
production, timeliness, quality standards, and to ensure that services comply with 
governmental and accrediting agency regulations. Participates with other health plan 
departments in planning, coordinating, and problem solving in regard to claims 
operations and customer service. 


 Establishes business or function goals, performance standards, operational priorities, 
and manages allocation utilization of resources to achieve operational goals and 
budgets. 


Steve Meeker, Chief Financial Officer 


The Chief Financial Officer plans, provides resources and directs activities for all of WellCare of 
Nevada’s financial-related activities and analysis. Provides analytics for strategic and operating 
decisions. Leads all WellCare of Nevada audit activities, accounting systems, financial reporting, 
and budgeting. 


Key Duties and Responsibilities: 
 Directs and manages the organization’s financial performance. Takes appropriate 


actions to ensure accurate revenue, leverage resources, manages and/or minimizes 
expenses and ensures compliance with all business and administrative regulations. 


 Responsible for the overall topline financial performance of the WellCare of Nevada 
health plan including the topline revenue, medical expenses, and the selling, general 
and administrative (SG&A) portions of the health plan’s budget. 


 Assists and leads where appropriate, with aspects of state and federal government 
relationships, including interacting with regulators, as necessary, to establish and 
continue effective working relationships.  


 Collaborates with other WellCare of Nevada departments, as well as corporate 
leadership, to monitor, analyze and communicate financial performance. 


 Directs and implements risk adjustment programs and initiatives to help achieve 
revenue appropriateness goals and objectives. 


Dr. Richard Petrucci, Medical Director 


The Medical Director oversees the clinical direction of medical services and quality improvement 
functions for the WellCare Nevada Medicaid program. The Medical Director will provide medical 
management leadership and manage all major clinical and quality program components of the 
contract. Oversees medical coordination required for effective utilization and quality 
management of the provider network. Functions as medical leadership for effective care 
integration of WellCare pharmacy operations, utilization/case/disease Management activities, 
quality improvement activities, and provider relations functions. 
Key Duties and Responsibilities: 
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KEY PERSONNEL CONTRACT RESPONSIBILITIES 
 Provides medical expertise and direction for clinical policies, procedures and 


programs. 
 Manages day-to-day quality improvement and medical management activities. 
 Provides clinical expertise needed to effectively and efficiency resolve complex, 


controversial and/or unique administrative circumstances. 
 Establishes and is accountable for health plan utilization and quality outcomes. 
 Assures all internal and vendor medical review activities conform to company 


protocols, customer requirements, and professional standards. 
 Works closely with other medical directors and clinical services staff to attain and/or 


maintain compliance with company, customer, accreditation and regulatory 
requirements. 


 Manages the application of all clinical aspects of the Credentialing Program, 
Credentialing Committee and Peer Review activities at the state level. 


 Initiates dialogue with providers, as necessary, to resolve differences in opinions 
concerning utilization management. Reviews and makes determinations regarding 
provider appeals. 


 Ensures compliance with federal, state and NCQA standards. 
 Oversees provider education regarding pharmacy, utilization, quality improvement 


and responsible health care expenditures to improve clinical outcomes 
 Provides medical accountability in fulfilling the company’s compliance with customer 


audits and reports, and accreditation surveys. 
Paul Hineman, Recipient Services Manager 


The Recipient Services Manager provides strategic direction, policy, operational planning and 
execution across all customer service operations, complaints and recipient communications. 
Ensures consistency and oversight for recipient channel communications, including maintaining 
positive relations between the WellCare of Nevada and its key constituents to achieve business 
objectives. The Recipient Services Manager is responsible for the overall Recipient experience. 
Key Duties and Responsibilities: 
 Works with recipients, recipient services and health services to amicably resolve 


issues and problems in a way that encourages high quality care, access to eligible 
services and high recipient satisfaction. 


 Serves as a consultant to educate providers about how to eliminate recipient issues 
and satisfy recipient needs. 


 Works with governmental agencies to fully understand beneficiary programs in order 
to advise staff, and when appropriate, educate recipients regarding program 
availability and facilitate connecting recipients with resources to improve recipient 
quality of life and health status. 


 Develops and maintains relationships within other departments to optimize service to 
recipients and to maintain a positive relationship with providers and all external 
stakeholders. 


 Provides ongoing assistance to recipients, answering questions and/or directing 
inquiries to customer service staff for prompt resolution. 


 Provides daily guidance and direction to colleagues and other staff regarding 
recipient service related matters. 


 Analyzes reports claims denials, front-end rejects, denials reason codes to determine 
appropriateness and areas of intervention, and monitors matrix partners and vendors 
performance against service level agreements. 
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KEY PERSONNEL CONTRACT RESPONSIBILITIES 


Patricia Doyle, Provider Services Manager 


The Provider Services Manager directs a team in managing physician contracting, network 
development, provider relations, provider services and provider operations. This includes 
developing, executing and maintaining a provider network strategy. Works in concert with 
medical management and WellCare of Nevada leadership to develop strategies to meet market 
growth and medical cost targets. Leads the initiatives to provide service and education to 
WellCare of Nevada network provider. 


Key Duties and Responsibilities: 
 Leads the provider contracting modeling processes. 
 Achieves WellCare of Nevada targets through aggressive primary care, specialty and 


ancillary provider contracting as well as risk contract management. 
 Provides providers with prompt resolution of their problems or inquiries and 


appropriate education about participation and maintaining a sufficient network. 
 Conducts field rides with Provider Relations Representatives to gauge their 


performance and provide coaching and development in order to improve provider 
satisfaction. 


 Develops provider contracting and service strategies and ensures maximum 
efficiencies in the utilization of human and financial resources. 


 Establishes and is responsible for supportive provider relations and contracting 
strategies to cultivate the expansion of patient-centered medical homes/health 
homes. 


 Manages provider network integrity and compliance. 
Faustino Mayo, Grievance and Appeals Coordinator 
The Grievance and Appeals Coordinator plans and directs activities to ensure the appropriate 
execution and processing of all grievance and appeals according to the Nevada Medicaid 
contract. Serves as departmental representative and works collaboratively to develop and 
monitor appropriate indicators of business success. Improves work flows for achieving the 
compliance requirements and establishes processes to monitor adherence. Prepares for 
regulatory audits of the grievance and appeals areas and develops a data source for capturing 
the necessary audit materials which confirm that the regulatory and compliance requirements 
are being met. 


Key Duties and Responsibilities: 
 Manages the appeals and grievances teams by focusing on day to day business of 


appeals and grievance completion and throughput.  
 Oversees process and inventory management, claims effectuation, turn-around–times 


and staffing metrics. 
 Creates reports that will identify numbers, trends, or patterns on a regular basis and 


works with the WellCare of Nevada medical management and provider services teams 
to ensure appropriate action is taken. 


 Ensures all appeals and grievance correspondence, step actions, and training 
materials are maintained and accurate. 


 Drives departmental initiatives to eliminate barriers impacting grievance and appeal 
resolution. Works collaboratively with other departments to ensure consistency in 
workflow processes and that departmental goals all support the corporate goals. 


 Reports department metrics, statistics, and trends at the Medical Advisory 
Committees, Quality Improvement Councils and the Joint Customer Service Quality 
Initiative Work groups. 
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KEY PERSONNEL CONTRACT RESPONSIBILITIES 
 Collaborates with the provider services team to educate providers regarding the 


grievance and appeal processes. 
Brian Pogue, Claims Administrator 


The Claims Administrator will be responsible for leading the claims processing activities for 
WellCare of Nevada to ensure established production, accuracy, and quality standards are met or 
exceeded. 


Key Duties and Responsibilities: 
 Directs and oversee the claims processing activities for WellCare of Nevada with the 


objective of meeting production, accuracy, timeliness and quality standards.  
 Collaborates with other WellCare of Nevada departments in planning, coordinating 


and problem solving in regard to claims operations.  
 Partners effectively with business partners across the enterprise and within 


Operations to execute on critical business objectives and priorities. 
 Ensures the delivery of superior customer services by providing timely and accurate 


claims payment and responding timely to recipient and provider inquiries and 
complaints regarding claims processing.  


 Identifies, defines and executes on opportunities for strategic improvement, including 
opportunities for increased auto adjudication of claims. 


 Provides leadership and oversight in the development of new payment policies, claims 
edits and provider communications in support of accurate and compliant claims 
payment. 


 Tracks, audits, and ensures quality and accuracy of third party liability and 
subrogation cases. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area:  


A. Information Systems 


B. Utilization/Case Management 


C. Claims Payment 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


E. Health Education 


F. Data Coding 


G. Contract Negotiation Specialists/Network Recruiters 


H. Encounter Data 


I. Other staff as needed for project 


INTRODUCTION 
In addition to the key personnel identified in section 4.1.12.1.G, WellCare has 
designated employees who will have ownership and accountability of the functional 
areas and supporting departments listed in the table below. Simultaneously, we will be 
hiring an additional full time project manager. WellCare also employs an Integration 
Solutions Team to ensure WellCare is prepared to execute in each of these areas upon go 
live of the contract. 
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ADDITIONAL FULL-TIME STAFF AND PROJECT SUPERVISORS 


Functional Area Staff 


Information Systems  Bob Klopotek 
 Colleen Sargent, MBA 
 Staci Cross, MBA 
 Paul Kohler 
 Luis Beaumier 


Utilization / Case Management  Lisa Ellis 
 Valerie Williams 
 Michelle Jungling, BSN, RN, CCM 
 Traci Ferguson, MD, MBA, CPE 
 Sylvia Sherrill, RN, BS, MS 
 Jill Resnikoff, RN 
 Andrew Clifton, MBA 


Claims Payment  Brian Pogue 
 Kristie Whitmore 
 Jessica White, MBA 
 Bill Hawes 
 Jay Belew 
 Jay Shi 


Quality Improvement and Reporting  Dr. Richard Petrucci 
 Jessica Belser 
 David Gentile 
 Ronda Roberts 
 Mary Jane Toomey, CPC 
 Vicki Wallis 
 Tim Waggoner, MBA 


Health Education  Stella Velazquez 
 Paul Hineman 
 Ricardo Morales 
 Christine Moyer 


Data Coding  Hina Siddiqui  
 George McManigle 
 Robert Lentz 
 Edward Symons 
 William Morgan 


Contract Negotiation Specialists / Network 
Recruiters 


 Mark Fehring, CPA, MBA 
 Patricia Doyle, CSM, CSPO 


Encounter Data  Luke Lovgren, MBA 
 Sean Fletcher, PMP 
 Milton Westmoreland 
 Edouard Desruisseaux 


Other Personnel, As Needed Actuary & Finance 
 Larry Smart, FSA, MAAA 
 Sabrina Gibson, FSA, MAAA 
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ADDITIONAL FULL-TIME STAFF AND PROJECT SUPERVISORS 


Functional Area Staff 
 Randy Smith, MBA 


Advocacy & Community Based Projects 
 Pamme Taylor 
 Mackie Hicks 
 Ben Barkley 


Behavioral Health 
 Michael Orlosky 
 Patrick Glynn 
 Carole Matyas 
 Sara Neale, MSN, RN, CPHQ 
 Jason Vermeer 


Clinical Project Development Team 
 Debbie Moorhead, RN, BSN, MBA 
 Pat Cheney, RN, BSN, CHC, CMCN 
 Karen Campanaro, BSN, RN, CCM 
 Carmen Almaguer 


Integration Solutions 
 William Keena 
 Angela Flynn 


Pharmacy 
 Laura Hungiville, Pharm. D.  
 Angel Ballew, Pharm. D., MBA, BCPP 
 William Davies, Pharm. D.  
 Leonard Genco, MBA 
 Phil Stalas, RPh 


Public Policy / Government Affairs 
 Carol Steckel 
 Michelle Turano 
 Elizabeth Gianini 
 Heather Morris 


Regulatory Affairs 
 Lori-Don Gregory 


INFORMATION SYSTEMS 
Bob Klopotek – VP, Information Systems 
Bob Klopotek supports WellCare’s Information Systems. Mr. Klopotek is responsible for 
the overall implementation and design of WellCare’s technology platforms including the 
care coordination platforms, websites, enrollment processing infrastructure and 
reporting technology. While serving as WellCare of Nevada’s Information Systems 
Coordinator, Mr. Klopotek will be responsible for oversight of all information systems 
issues with the Department and will serve as a technical expert for the entire local 
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program and operation to answer any questions related to the operation of the 
information system.  


The Information Systems Coordinator is responsible for providing high-quality, high-
availability information technology and services to the local health plan. This role leads 
a team in the development of strategies, implementation, administration, 
troubleshooting, repair, monitoring, and reporting of IT applications and systems. The 
level of effort for the Information Systems Coordinator will primarily focus on data 
management but will also impact other areas as they relate to information technology 
needs and guidance. The following table provides a quantitative percentage breakdown 
of the Information Systems Coordinator level of effort relative to each major program 
area. 


Colleen Sargent – VP, Quality and Delivery 
Within her role as VP, Quality and Delivery, Colleen Sargent has several key areas for 
which she is responsible. Ms. Sargent provides quality assurance which provides testing 
services for the majority of our applications across all lines of business. She is involved 
with the release planning and deployment to minimize risk to production and ensure 
predictability for our business partners. Ms. Sargent is responsible for test environment 
management to support system and user acceptance testing conducted by our business 
partners. She provides project management expertise and oversight and she is sponsors 
as well as governs the Business Relationship Manager (BRM) Program, Associate Council, 
and the AOS Task force. 


Staci Cross – VP, Shared Services 
Staci Cross leads the annual Capital Planning process and partners with the business and 
IT to provide project management for Capital Projects. Ms. Cross partners with the 
business to elicit and document business requirements for all types of technology 
requests. She also partners with the business to build and deliver Business Training 
across the enterprise. Ms. Cross also leads Business Continuity and Emergency 
Preparedness for her team. 


The VP, Shared Services is responsible for identifying functions within the business that 
can become more efficient and effective by utilizing a shared services (centralized) 
operating model. Once functions are identified the VP, Shared Services is responsible for 
building the business case for change and working with the respective business leaders 
on the creation of the operating rules and integration of the associated tasks and / or 
resources. The VP, Shared Services will work with the function leaders in the 
development of the respective operating models. Initial functions to be centralized 
will include business training, project management, and reporting and analytic 
functions. 


Paul Kohler – VP, Infrastructure 
Paul Kohler has several key responsibilities in his role of VP, Infrastructure. These 
responsibilities include, Data Center Technologies, Client Computing Technologies, 
Information Technology Security, and Change Management. Mr. Kohler is also 
responsible for IT Operations which includes Client Services Support, Incident 
Management, Disaster Recovery, and FTP Operations. 


In the past 12 months, Mr. Kohler’s team has implemented password vault / Service 
account manager, implemented 2 factor authentication for all of WellCare external 
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access implemented in line Advanced threat detection including Phishing, Network and 
local, and implemented Web Access Firewall at layer 7. 


Luis Beaumier – VP, Application Delivery 
Luis Beaumier has several key responsibilities in his role of VP, Application Delivery. 
These responsibilities include delivery and support for all of WellCare’s functional 
applications; including Software Engineering, Development and Administration of new 
and existing applications. He provides IT leadership accountability on Capital Programs 
and Projects as well as IT leadership on Growth strategy and execution. Mr. Beaumier 
also provides DevOps Governance for Application Delivery. Mr. Beaumier supports over 
400 applications including those in the areas of Member & Provider Engagement, Claims, 
Encounters, Risk Management, Member/Provider Ops, Finance, Core Processing, Windsor, 
and Shared Apps. 


CASE MANAGEMENT 
Lisa Ellis – VP, Care Management 
Lisa Ellis, as VP, Care Management, provides strategic leadership of care management 
programs to increase efficiency and effectiveness of clinical outcomes. Ms. Ellis is 
responsible for the development of strategic plans with the ultimate goal to improve the 
health status of our members, measure outcomes, improve outcomes and subsequently 
reduce cost, consistent with the corporate goals and objectives of WellCare. Areas of 
responsibility include case management, disease management, DNSP, TCM and other 
non-clinical support units. It is Ms. Ellis’ responsibility to interpret medical policy 
criteria for Health Services associates to facilitate the application of policy in care 
management, clinical oversight of disease management, and other clinical support units 
in Health Services. She assumes a key leadership role in identifying opportunities for 
medical expense management and some of her activities include facilitating market and 
corporate work groups to analyze data and design strategic and tactical responses and 
initiatives. 


Valerie Williams – Senior Director, Clinical Care Management 
Valerie Williams has over 19 years’ experience in the healthcare field as well as a 
wealth of experience in providing oversight and resource support for programs including 
Medicare and Medicaid with a focus on specialty populations. Since early 2016 Ms. 
Williams has served as WellCare’s Senior Director of Clinical Care Management. Within 
this role, Ms. Williams has overseen the program implementation of field care 
management in 15 markets over three phases during 2016 including coordination of 
staffing, training, and onboarding of 146 new team members. She also provides 
oversight & resource support for ten (10) markets with programs including Medicare, 
Medicaid especially as they relate to specialty populations. She has also been heavily 
involved with the development and monitoring of program metrics and a dashboard for 
reporting to both corporate and local leadership teams. Ms. Williams will be responsible 
for and oversee all aspect of the health plans utilization and case management 
operations. 


Michelle Jungling – Director, Care & Disease Management 
Michelle Jungling has been with WellCare since February of 2010. In her role as Director, 
Care & Disease Management, Ms. Jungling manages and develops direct reports who 
include other management or supervisory personnel and/or exempt individual 
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contributors to conduct case management who have clinical expertise and are trained in 
Case and Disease Management activities. She plans, conducts and directs work on 
complex projects and programs necessitating the origination and application of new and 
unique approaches. Ms. Jungling ensures corporate initiatives are implemented to 
achieve optimum results, perform assessments and provide advice when necessary on 
complex, controversial and/or unique administrative processes, medical procedures and 
payment guidelines. In her previous role as Manager, Care Manager, Ms. Jungling 
managed and developed direct reports, collaborated with HR to write the Guide to 
Educational Practicum ensure associates participating in advanced degree educational 
programs are able to complete Practicums at WellCare when “hands on” patient care is 
not required. She also assisted associates in finding areas to complete their practicum. 


Traci Ferguson – Chief Medical Director, Medical Management 
Dr. Traci Ferguson is accomplished medical director and clinical leader with 10+ years 
of experience in healthcare leadership and operations, healthcare consulting, patient 
advocacy, clinical excellence while increasing profitability, and reducing costs. She has 
demonstrated continuous growth, achievements, and impressive leadership in the 
management of complex activities in the healthcare industry.  


In her current role as Chief Medical Director, Medical Management, Dr. Ferguson 
implements and oversees adherence of enterprise medical policy. She is also responsible 
for the development of new clinical programs within the clinical management 
department. Dr. Ferguson mentors the medical directors who support clinical 
determinations and contribute to full compliance with regulatory and contracted 
government customers. In her previous role as Vice President, Clinical Services 
Management, Dr. Ferguson provided leadership and clinical management of the 
organization's healthcare plans while integrating business development along with 
clinical staff management and operations. Dr. Ferguson is responsible for the highest 
quality patient services attainable by the organization while ensuring cost effective 
operations. She also directed the plan’s health services function including concurrent 
review, complex case management, quality improvement, health & wellness, and disease 
management. 


Sylvia Sherrill – Senior Director, Field Health Services 
Sylvia Sherrill is a senior executive with a career demonstrating visionary leadership, 
expertise, and distinguished performance in business start-up, turnaround, and 
operational management in health care payor environment, including commercial health 
plans, Medicare, Medicaid, and Department of Defense health insurance programs. In her 
role as Senior Director, Field Health Services, Ms. Sherrill directs the overall Medical 
Expense Initiatives for clinical programs for the TAM market and directs the daily 
operations for the market Case Management, Utilization Management and Care 
Coordination programs. She has assisted in the successful NCQA accreditation of four 
states.   


Some of Ms. Sherrill’s responsibilities include developing and implementing the quality 
improvement plan within regional markets in accordance with the mission and strategic 
goals of the organization, federal and state laws and regulations, and accreditation 
standards. Ms. Sherrill is also responsible for establishing professional relationships 
with state, stakeholders and community agencies to facilitate quality processes 
internally and externally for QI, CM, and UM as well as analyzing, updating, and 
modifying standard operating procedures and processes to continually improve QI 
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Department services/operations. 


Jill Resnikoff – Senior Manager, Clinical Care 
Jill Resnikoff has been with WellCare since 2013. In her role as Senior Manager, Clinical 
Care, Ms. Resnikoff manages and optimizes workflows to achieve successful quality 
outcomes and benefit maximization within the scope of responsibilities. She serves as an 
instrumental partner in monitoring and tracking key performance indicators to include 
identification of over/under utilization patterns and/or deviation from expected results 
for assigned area/markets. Ms. Resnikoff also monitors processes and procedures to 
ensure compliance with contractual, regulatory (Federal/State) and accreditation 
entities as well as provides leadership and support to front-line staff and supervisors. 
Ms. Resnikoff monitors and tracks production of quality driven work as well as the 
outcomes to individual performers. She provides guidance for inpatient, outpatient and 
prior authorization management. She also leads talent management activities to 
develop and cultivate future leaders. 


Andrew Clifton – Senior Director, Strategic Initiatives 
As Senior Director, Strategic Initiatives, Andrew Clifton services as a critical resource in 
supporting, managing and driving strategic projects and initiatives for the Division. In 
this role, Mr. Clifton directs the strategic planning process and establishes key 
processes, monitors and manages key deliverables of the strategic plan, builds strong 
cross-functional relationships with internal departments to implement business 
strategies, and provides project management for implementation of key initiatives and 
driving critical projects. He interacts closely with business leaders to carry out key 
projects and works directly with other senior leaders to drive successful completion of 
tactical and strategic initiatives. Mr. Clifton is responsible for consulting, influencing 
and presenting to senior management at various levels in and across a wide variety of 
functions as well as advising and making recommendations to business leaders on key 
strategic and tactical decisions. 


CLAIMS PAYMENT  
Brian Pogue – Senior Director, Claims Operations 
Brian Pogue has been with WellCare for over 19 years. Mr. Pogue is an energetic 
operations leader with strong knowledge of healthcare operations, project management, 
implementation leadership, associate/leadership development with emphasis on 
provider operations management. In his current role as Senior Director, Claims 
Operations, Mr. Pogue oversees increased operating budgets of $23 million for 2015 & 
$26 million for 2016, increased auto-adjudication rate of 80.1% to 85.6%, and 
collaborated with Provider Service Leadership to implement a Provider Customer Service 
model to increase FCR and provider satisfaction. His team processes over 3.5 million 
claims per month. 


Kristie Whitmore – VP, Provider Operations 
Kristie Whitmore is a senior executive with an exemplary record of leading claims and 
call center management for major health care providers. She has a noted reputation for 
starting up new, successful operational centers while energizing teams to attain and/or 
surpass corporate objectives. Ms. Whitmore has been recognized for executing 
strategies to impact the quality as well as lower the cost per claim. She has a strong 
background in spearheading enterprise-wide projects, including upgrading obsolete 
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technology. In her current role as VP, Provider Operations, Ms. Whitmore provide 
executive leadership for contract operations for benefits, fee schedules, institutional, 
professional and ancillary contract loads. Additionally, she is responsible for leading the 
strategic direction of the claims department's processing activities in support of 
established standards to include vendor management, encounter management and claims 
processing. 


Jessica White – Senior Director, Strategic Operations 
Jessica White joined WellCare in January of 2011. Her first four years at WellCare were 
spent in Claims Audit and Overpayment Recovery. She came to WellCare from a vendor-
partner of WellCare’s that performed subrogation as well as overpayment identification 
and recovery for payors across the country. Over the last two years, Jessica has led key 
configuration projects including the ICD10 conversion and other integration projects. 
Ms. White increased auto-adjudication to 87%. She is responsible for the detection of 
issues for remediation through control reports and root cause of tickets and established 
accrual notification process for potential underpayments. Ms. White has spent her 
entire career in healthcare either working for or serving commercial and government 
sponsored plans.  


Bill Hawes – Senior Director, EDI-Operations 
Bill Hawes has over 16 years’ experience in data analytics, data management and 
database design. Mr. Hawes also has 12 years of experience in the Health Insurance 
industry (government programs and commercial lines of business). Mr. Hawes has a solid 
reputation for achieving results in mission-critical roles. He is an excellent liaison 
between technical and business teams. Mr. Hawes is adept in strengthening bonds 
between departments and building high-performance teams as well as the go-to person 
for solving technical issues impacting client delivery. He has a strong history of bringing 
better processes to the enterprise and is a results-oriented leader with a superb 
attention to detail. 


Jay Belew – Senior Director, Configuration 
Mr. Belew has over 20 years of experience in the healthcare field. He is an operations 
executive who excels in leadership, process and workflow improvements, automation, 
successful in both start-up and turn-around environments, and emphasizes strategic 
focus on customer service. In his role as Senior Director, Configuration, Mr. Belew is 
responsible for Benefit and Provider Configuration in Tampa, FL. He provides leadership 
and direction to achieve goals and objectives. He plans, conducts, and directs work on 
complex projects/programs. Mr. Belew sets operational priorities and manages 
resources to workloads as well as develops strategies and ensures maximum efficiencies 
in the utilization of human and financial resources. Mr. Belew works in a collaborative 
approach with other areas, peers, and leaders to remediate issues and meet 
organizational challenges. 


Jay Shi – Director, Business Analysis 
Jay Shi, in his role as Director, Business Analysis, leads a team of talented technical 
professionals with business knowledge to support provider operation department with 
450 associates. Mr. Shi has developed new guidelines and designed business and 
technical requirements for creating better, more effective, universal scripting tool, 
using C# to deal more complex business need in claim scripting. He has also developed 
new process for project intake, development flow, documentation, deployment and 
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communications. Mr. Shi also lead the efforts to move regular reporting to web, reduce 
some repeatable work by providing self-service web site, include common claim, 
configuration reports, and distribution management. During his tenure at WellCare, Mr. 
Shi has 15 business managed applications, supporting claim, configuration; created 
temporary or short term solutions before IT and vendor can delivery permanent fix or 
enhancement. 


QUALITY IMPROVEMENT AND REPORTING 
Dr. Richard Petrucci – Chief Medical Director, Quality 
Dr. Richard Petrucci is responsible for Quality Improvement activities for several 
WellCare markets. Dr. Petrucci will be responsible for evaluating individual and 
systemic quality of care, integrating quality throughout the organization, implementing 
process improvement strategies, resolving, tracking and trending quality of care 
complaints and developing and maintaining a credentialed provider network. Dr. 
Petrucci will be responsible for planning, developing and directing the quality and 
utilization management functions of the local health plan. The role will provide the 
leadership necessary to achieve national best practice performance levels in quality 
improvement while implementing evidence based practices. The level of effort will 
impact each of the major program areas but will be primarily focused on the quality 
management and utilization management major program areas.  


Jessica Belser – Senior Director, Reporting & Analytics 
Jessica Belser oversees the design and development, production, and roll-out of all 
reporting and analytics used in and related to WellCare’s health care quality 
operations, including the development of both internal and external provider quality 
analytics. In collaboration with Market and Clinical leadership, Ms. Belser identifies, 
quantifies, and validates new opportunities for improvement in quality operations. She 
is responsible for overseeing the design and development, production, and roll-out of all 
Quality Analytics including: HEDIS Reporting, Provider Quality Analytics, Scorecards and 
Dashboards – both internal & external. She is responsible for overseeing the design and 
roll-out of the Company’s Provider Pay-for-Performance Quality Incentive Programs, as 
well as associated payout reports and other analytics. Ms. Belser is also responsible for 
overseeing the design and roll-out of Quality reporting tools, serving as subject matter 
expert from a Quality standpoint; educates Markets and other stakeholders on how to 
use tools for “self-service” performance evaluation and interpret data / results. Ms. 
Belser manages the overall planning, development, and implementation of Quality 
reporting and analytics programs, products and services, particularly to address the 
medical service needs of members, network providers, Market leadership, and other 
stakeholders. She has direct oversight of the responsibilities of the Director, Quality 
Data Integrity to produce desired reporting for Markets for HEDIS, EPSDT, other 
performance measures and data for interventions related to program rollouts. 


David Gentile – Senior Director, Strategic Initiatives 
In his role as Senior Director, Strategic Initiatives, David Gentile is responsible for 
partnering with senior leadership and State health plans, to design, develop and oversee 
Quality Improvement initiatives to aggressively improve STAR and HEDIS ratings and 
other Quality driven strategies and objectives. Mr. Gentile interfaces with a diverse 
range of clinical and administrative professionals. He resolves complex business 
process, policy and service issues within the group and collaborates with Clinical and 
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Data Analytics teams in reporting activities that are prescribed by customer and 
regulators in a complex environment. Mr. Gentile ensures processes, reporting and 
analytics are in compliance with State, federal and accreditation requirements. 


In partnership with VP of Operations and the Clinical Leadership team, Mr. Gentile 
identified process improvements with incumbent vendors to increase Health Risk 
Appraisal (HRA) STAR ratings from 1 to 3 STARS in most WellCare health plans within a 
three month period. In partnership with Quality Analytics, Operations Leadership and 
Clinical Leadership teams, identified populations and developed campaign programs 
that outreach to membership to provide education, PCP appointment scheduling, 
assisting members with navigating the health plan system and facilitating connectivity 
to community services. Mr. Gentile also led various process improvement initiatives in 
collaboration with Quality teams who are responsible for STAR and HEDIS outcomes as 
well as Quality Improvement reporting.  
Ronda Roberts – Senior Director, Quality Improvement 
Ronda Roberts has been in the healthcare industry for over 20 years. In her current role 
as Senior Director, Quality Management, Ms. Roberts successfully implemented a quality 
improvement program and activities in a new managed care health plan that 
subsequently outperformed other State-wide plan competitors as recognized by the 
Kentucky Medicaid Commissioner. She has successfully coordinated the completion, 
reporting, and analysis of annual CAHPS and provider satisfaction surveys. Ms. Roberts’ 
market received the highest Adult CAHPS scores of all WellCare markets. This can be 
attributed to her leadership of a cross functional team focused on development and 
implementation of activities to improve CAHPS scores. 


Ms. Roberts is responsible for developing and implementing the quality improvement 
plan within regional markets in accordance with the mission and strategic goals of the 
organization, federal and state laws and regulations, and accreditation standards. She 
establishes professional relationships with state, stakeholders and community agencies 
to facilitate quality process internally and externally. Ms. Roberts develops and 
implements systems, policies, and procedures for the identification, collection, and 
analysis of performance measurement data. She analyzes, updates, and modifies 
standard operating procedures and processes to continually improve QI Department 
services/operations as well as assists in strategizing and facilitating various committee 
structures and functions to best address the QI process and oversees Quality 
Committees. 


Mary Jane Toomey – Senior, Quality Improvement 
Mary Jane Toomey has 23 years of managed care experience in a quality leadership 
role. In her role as Senior Director, Quality Improvement, Ms. Toomey is responsible for 
the development and implementation of quality initiatives directed to member/provider 
education and facilitating care gap closure. She was integral in developing the Patient 
Care Advocate Program and she is the quality Subject Matter Expert for all new business 
development as well as market expansion and re-bids. Ms. Toomey is also a member of 
the NQCA HEDIS Expert Coding Panel. 
Some of Ms. Toomey’s responsibilities include Planning, developing and directing the 
Quality Improvement functions. She provides leadership necessary to achieve national 
best practice performance levels in quality improvement while implementing evidence 
based medicine/practices. Ms. Toomey ensures that the quality of healthcare services 
rendered meets or exceeds professionally recognized community standards and 
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interfaces with a diverse range of clinical and administrative professionals, resolves 
sometimes-complex policy and service issues within the group and directs data analytic 
and reporting activities that are prescribed by customers and regulators in a complex 
environment. 


Vicki Wallis – Senior Director, HS Quality and Accreditation 
Vicki Wallis has been with WellCare since 2012 and has been in the healthcare industry 
for over 30 years. Vicki Wallis leads, educates, directs and integrates initiatives 
throughout all markets for Health Services contractual, regulatory, and accreditation 
compliance. She provides strategic leadership, administrative oversight, and 
consultative services to establish and sustain process improvements and operational 
efficiencies. Ms. Wallis researches, interprets, and analyzes quality improvement, 
contractual, accreditation and regulatory standards then translates standard 
requirements into action plans to achieve positive survey/audit reviews and renewed 
contracts/licenses. Ms. Wallis is responsible for establishing an internal culture of 
collaboration, integration, and cooperation that transcends all health plan markets for 
a unified and successful approach to performance and member improvements. She 
coordinates the dissemination of quality, accreditation and compliance information 
within the organization to ensure all staff are knowledgeable and engaged in activities.  


Tim Waggoner, VP, RAPS and Retro Review 
Tim Waggoner, in his role as VP, RAPS and Retro Review is Responsible for all aspects of 
Risk Adjustment Data Management & Retrospective Review for all lines of business. This 
includes streamlining processes, ensuring Compliance with contract requirements, the 
development and use of analytics used to measure performance of our data management 
which can impact our revenues, quality, sanction risk, and participation in government 
programs. In addition, Mr. Waggoner Lead teams responsible for collection, 
reconciliation, and submission of all Risk Adjustment data elements as required. He 
identifies process improvement opportunities and works with leadership team 
responsible for implementing key initiatives to optimize our Risk Adjustment programs 
in partnership with our Quality team He works closely with Federal and State 
representatives as well business unit leaders in Claims Operations, Clinical Services, 
IT/Solutions Group, Compliance, Market Leadership, National Ancillary, and Finance. Mr. 
Waggoner handles all aspects of process improvement and project initiatives across the 
Risk Adjustment & Retrospective Review teams. 


HEALTH EDUCATION 
Stella Velazquez – Project Manager, Expansion & Implementation – Channel 
Communications 
Stella Velazquez has been with WellCare since 2009. In her role as Project Manager – 
Expansion & Implementation – Channel Communication, Ms. Velazquez is responsible for 
driving initiatives on all phases of project management: project planning, 
implementation and monitoring. She is the Subject Matter Expert of business 
development and expansion/implementation of new LOB’s for multiple areas of the 
company, such as; call center (member & provider), vendor management, material 
development, web support, staffing & training, amongst others. Ms. Velazquez is 
responsible for the full management of implementations for multiple projects with my 
department and she assists with decision making during all stages of the implementation 
process, and provide recommendations on the development of new processes or 
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procedures needed for new markets. Ms. Velazquez acts as liaison between Channel 
Communications and all other areas of the company; facilitating cross-functional 
meetings and keeping teams engaged and up to date on any changes and providing 
continuous support during all stages in the project. She is responsible for gathering, 
reviewing and submitting all the documentation needed for audits, readiness review, 
CAP responses and any AD-HOC requests from the State or CMS and she represents the 
Channel Communication area during audits, internal reviews, desk reviews and in-person 
readiness reviews. 


Paul Hineman – VP, Channel Communication Services 
Paul Hineman has over 20 years’ experience in the healthcare field and is and executive 
level operations leader with extensive experience in contact center management in the 
Financial Services, Healthcare and Market Research industries. Since 2015, Mr. Hineman 
has served as WellCare’s Vice President of Channel Communication Services. Within this 
role, Mr. Hineman is responsible for providing strategic direction, policy, operational 
planning and execution across all internal/external Customer Service operations. He 
provides strategic direction, consistency and oversight for member and provider channel 
communications, including establishing and maintaining positive relations between 
WellCare and its key constituents to advance business objectives. Mr. Hineman leads 
teams responsible for collaborating with business partners and executive leadership to 
drive and enhance the company’s business objectives through strategic, compliance-
based and transactional communications initiatives across a variety of communications 
channels. He leads the development and implementation of channel communications-
related policies and process improvements for realized cost savings and overall volume 
efficiencies. Mr. Hineman also strategizes leads and coordinates vendor procurement; 
manages vendor relationships in relation to maintaining service level agreements for 
member/provider communication/processing functions. 


Ricardo Morales – VP, Member & Provider Communications 
Ricardo Morales has been with WellCare since 1998. Mr. Morales provides strategic 
direction, policy, operational planning and execution across all internal/external 
Customer Service operations, Complaints and Member/Provider Communications. Mr. 
Morales ensures consistency and oversight for member and provider channel 
communications, including maintaining positive relations between the Company and its 
key constituents to achieve business objectives. His assignments are strategic in nature; 
require considerable flexibility, partnership and creativity to ensure enterprise 
strategic vision is executed to completion. Mr. Morales Owns the overall customer 
experience. 


Mr. Morales’ responsibilities include leading the development and implementation of 
channel communications-related policies and process improvements for realized cost 
savings and overall volume efficiencies. Mr. Morales is responsible for leading the 
development and facilitation on training and education across business units to ensure 
understanding of communication messaging, strategy, tactics, and distribution channels, 
as necessary. He also leads and coordinates vendor relationships to maintain service 
level agreements for member/provider communication/processing functions through the 
account management program. In this position, Mr. Morales has Decreased complaints by 
25% YoY, developed a comprehensive member communications strategy, and developed 
a governance structure around complaints with the objective to identify trends, deep 
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dive on complaints, assign owners and track resolution of defects and or enhancements 
to processes. 


Christine Moyer – Director, Digital Communications 
Christine Moyer drives the strategic development and implementation of digital 
marketing and communications initiatives that serve to enhance the company’s 
reputation, and provide efficient service to members and providers. In this position, Ms. 
Moyer provides leadership and oversight of the development, design, implementation 
and editorial direction of effective websites and electronic and digital communications 
such as chat functions, e-mail communication to members and providers, and mobile 
applications. Some responsibilities include leading the creation of the WellCare group of 
companies’ digital communication strategy to various external audiences as well as 
planning, executing and optimizing the communication capabilities of the Web, internet 
search and mobile. Ms. Moyer develops and implements governance systems and 
processes to prioritize and drive IT projects that enhance the functionality of 
WellCare’s web presence to enhance service to members and providers, and in so doing 
reduce call center costs. She provides functional expertise and best practices regarding 
the execution of content and campaigns digitally. Ms. Moyer also provides leadership, 
direction and support for the Digital Communication team who will oversee project 
management and content development and delivery across multiple web sites and other 
digital channels, working closely with other business areas. 


DATA CODING 
Hina Siddiqui – Director, IT, Data Management & Governance 
Hina Siddiqui has 10 years of extensive experience with project, resource, and budget 
management, including forecasting, earned value management, and burn rate. Ms. 
Siddiqui has experience leading enterprise data governance and data management 
initiatives with strategic thought leadership in establishing operating model and 
bringing industry standards and best practices. In her current position, Ms. Siddiqui, 
manages and delivers information lifecycle management services including multi-domain 
Master data management, data warehouse and analytics. She is a thought leader in the 
space of business development, conceptualization of data management offerings, data 
acquisition and integration strategies. Ms. Siddiqui specializes in developing business 
cases, strategy, roadmap and architectural solutions for information management as 
part of their overall business transformation initiatives. 


George McManigle – Manager, IT, Regulatory Reporting 
George McManigle has over 20 years of global experience in strategic management and 
solution delivery in various leadership roles. He has a demonstrated track record of 
driving efficiency and reducing costs while exceeding customer expectations. He is a 
highly skilled in developing strategic partnerships and driving solutions through to 
completion. Mr. McManigle provides leadership and guidance to a team of 40+ reporting 
associates. He is ultimately responsible for timely delivery of accurate regulatory 
reports to multiple state and federal agencies. Some accomplishments include: 300 
percent increase in throughput, reducing average turnaround time from eight weeks to 
five weeks, implementing multiple process improvement initiatives involving cross-
functional groups within the business and IT community, and improving moral within the 
team and favorability for the group with business partners.  
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Robert Lentz – Manager, Self Service Reporting & Predictive Analytics 
Robert Lentz, as the Manager, Self-Service Reporting and Predictive Analytics at 
WellCare, leads development and self-service efforts within Business Intelligence and 
Analytics domain. His responsibilities include driving broad-scale adoption of Tableau 
throughout business community as de facto self-service visualization and reporting 
capability. He leads technical implementation and customization of packaged analytics 
software to support to enterprise provider performance management strategy. Mr. 
Lentz provides development and support for capital projects requiring Data Lake and 
Reporting components anchored in Hadoop, GreenPlum and Tableau. This includes data 
sourcing, mapping, ETL, access layer development and dashboard/report delivery. He 
has established a community of practice for Predictive Analytics and Data Science, 
including technology platform and POC’s through proactive business and vendor 
partnerships. Mr. Lentz manages and enhances enterprise Cognos platform, providing 
both user support and development support for large-scale, managed reporting 
solutions. He explores Data Virtualization as a catalyst to accelerate agile BI and 
analytics delivery as well as provides technical support for new Hyperion financial 
reporting platform.  


Edward Symons – Manager, IT, Data Governance 
Edward Symons, in his role as the Manager, IT, Data Governance, is responsible for the 
development and implementation of WellCare’s Enterprise Data Governance 
initiative. This includes the Master Data Management of WellCare’s Provider and 
Member data, implementing a structured data quality program, and development of 
WellCare’s Enterprise Data Catalog. He leads a team of Data Governors, Data Stewards, 
and Data Quality Software Engineers. Mr. Symons and his team have established 
Enterprise and Domain level Governance councils across the enterprise. Working with 
these councils, Mr. Symons leads his team in formulating appropriate data policies, 
standards and monitoring activities. Through the identification of owners, subject 
matter experts and business data Stewards Mr. Symons is effectively bridging the gap 
between IT and the business.  


William Morgan – Manager, IT, Data Warehouse 
William Morgan is an Air Force veteran that comes to WellCare with over 20 years’ 
experience in the IT industry. Seven of those years were spent in the HealthCare field 
while 15 of those years were spent in the field of Banking/Finance/Taxation. William 
holds advanced degrees in Nuclear, Mechanical Engineering as well as in Information 
Systems. Mr. Morgan also holds several certifications in technical areas. Names such as 
Authur Andersen, Jackson Hewitt, Microsoft and Amazon [AWS Solutions Architect] are a 
part of his portfolio. Mr. Morgan plays an integral part in the designing of WellCare’s 
Enterprise Data Warehouse systems that support DSS and Reporting along with 
developing the infrastructure to support and grow a predictive analytics business unit. 
Mr. Morgan has received a commendation from the Secretary of State for his work in the 
data recovery and fact finding related to the 2000 Presidential Election Discovery. 


CONTRACT NEGOTIATIONS SPECIALISTS/NETWORK RECRUITERS 
Mark Fehring – VP, National Provider Contract and Relations 
Mark Fehring is a results-oriented executive with broad experience in the health care 
industry encompassing both the provider and insurer sides in health care. Mr. Fehring is 
a finance leader with more than 20 years of comprehensive experience managing health 
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care finance organizations and partnering with corporate finance functions on 
enterprise-level strategies, initiatives and key objectives. Mr. Fehring is a strategic 
analyst, forecaster, and planner with proven risk assessment and sound decision-making 
background.  


Mr. Fehring is responsible for developing and driving innovative network design and risk 
contracting strategies for Medicare, Medicaid, Dual Eligibles and Exchanges for ancillary 
providers as well as hospitals and physician groups that cover multiple states/service 
areas. He directly leads the team responsible for developing relationships with health 
care partners with a deep understanding of the implications of utilization and cost. He 
also leads the effort to work cross functionally with clinical services, local network 
teams, medical economics and finance to improve the cost of care as well as attract and 
retain the providers who offer the highest quality of care.  


Patricia Doyle – Senior Director, National Contracting 
Patricia Doyle is a managed care professional with extensive experience in provider 
relations, network development, contract negotiations, vendor management, and 
credentialing and provider database management. In her role as Senior Director, 
National Contracting, Ms. Doyle is responsible for building a comprehensive network 
strategy to support new market growth and medical cost targets. She develops and 
manages physician contracting, network development and provider service functions for 
new markets. Ms. Doyle leads a team who negotiates managed care contracts with 
physicians, hospitals, and ancillary services on both a FFS and risk basis that will meet 
network adequacy and marketability needs. She works closely with various departments 
to ensure the network and the contracts meet operating, financial, compliance and legal 
standards while developing practices to educate and assist risk partners in managing 
financial risk. Ms. Doyle also ensures compliance with government programs such as 
Medicaid and Medicare for all contracting and network development purposes. 


ENCOUNTER DATA 
Luke Lovgren – Director, Encounters 
Mr. Lovgren is a Finance and Clinical Services Operations Manager with 15+ years of experience 
in encounter data, billing & revenue reconciliation. Mr. Lovgren has had managerial 
responsibility over past 12 years that comes with a proven track record of creating and 
maintaining high performing teams in fast-paced, diverse environments. He is a highly trained 
MBA, Lean Sigma Certified and possesses significant in-depth experience and subject matter 
expertise in Managed Care (Finance Operations of Medicare Advantage, Part D and Medicaid 
Managed Care).  


Luke Lovgren joined WellCare in 2008. He has 8 years’ experience in Managed Care Revenue 
Reconciliation, Encounter Data and Clinical Services Operations. He applied his disciplined 
approach and Lean Six Sigma skills to establish and maintain MMR/Payment Reconciliation and 
Encounter Data (EDPS) best-in-class processes. Mr. Lovgren has also been an integral part of 
WellCare’s past growth initiatives, acquisitions and integration over his tenure. His deep 
subject matter expertise in Medicare and Medicaid premium, risk revenue, HIPAA EDI 
Transactions and encounter data submissions makes him a great resource in the IST. 


Mr. Lovgren, in his role as Director, Encounters, is responsible for Encounters 
submissions; ensuring they meet required regulatory and business requirements within 
acceptable timeframes. He manages and develops direct reports who include managers 
and senior managers. Annually and throughout the year, Mr. Lovgren works with 
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business partners to align business and Informatics strategies, and establish and 
maintain a project portfolio. He sets overall goals, performance standards, and 
operational priorities for one or more functions and manages resources to operational 
and financial goals. Mr. Lovgren also manages a team of senior managers, managers, 
other associates, and contractors responsible for the maintenance, support, and 
development of systems within span of control. He drives project estimations, 
feasibility assessments, prioritization, and resource management activities. 


Sean Fletcher – Director, Encounters 
Sean Fletcher is responsible for business portfolio management, data management 
development, encounters submissions, and encounter reporting several of WellCare’s 
business areas. His primary responsibilities include developing annual plan aligned to 
business needs, responding to new regulatory requirements, specifying systems 
supporting value-driven business initiatives; implementing process improvement, 
enhancements governed by business prioritization committees; coordinate key activities 
regarding the informatics strategy. In this role, Mr. Fletcher works closely with business 
partners, IT, Compliance, and Internal Audit teams. Annually and throughout the year, 
Mr. Fletcher works with business partners to align business and Informatics strategies, 
and establish and maintain a project portfolio. 


Milton Westmoreland – Senior Manager, Encounters 
Milton Westmoreland manages a team that reviews state and CMS encounter regulations 
and addresses gaps and issues associated with end to end claims payment and encounter 
processes. Mr. Westmoreland manages and coordinates, along with our IT and state 
partners, the execution and fulfillment of our encounter reporting for various states. He 
also oversees performance results of the Encounters department. Some of Mr. 
Westmoreland’s responsibilities include leading and implementing changes in our 
processes in order to fulfill our encounter submission requirements as well as 
implementing initiatives by managing a detailed action plan, coordinating action steps 
with cross functional partners, driving resolution of implementation related issues and 
education of cross functional partners. He serves as a single point of contact for all 
encounters related issues specific to a project and he supervises trains, evaluates and 
develops direct reports who include Managers and Analysts. 


Edouard Desruisseaux – Senior Business Technical Analyst 
Edouard Desruisseaux provides in-depth business knowledge and advanced technical 
support through developed and ad hoc analysis/reporting, as well as designing and 
programming complex, new processes/reports. He Acts as subject matter expert to 
provide business and technical expertise in requirements solicitation, system analysis, 
technical design, programming and documentation of business applications/systems. Mr. 
Desruisseaux analyzes company functions, processes, and activities to improve 
computer-based business applications for the most effective use of money, materials, 
equipment, and people. He performs application/system design and implementation and 
consults with end users to test and debug applications to meet client needs. Additional 
responsibilities include conducting business analysis and recommending technical 
alternative solutions to management as to course of action that best meets the 
organization's goals. He researches, evaluates and assesses the financial impact of 
issues identified in data/processes. 
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OTHER PERSONNEL – ACTUARY & FINANCE 
Larry Smart – VP & Chief Actuary 
Larry Smart, in his role as VP & Chief Actuary directs, coordinates and administers all 
aspects of actuarial duties including but not limited to pricing, reserving, budgeting & 
forecasting, internal & external reporting, and advising senior management on 
operational and strategic activities. Mr. Smart oversees and manages all actuarial 
functions including pricing, reserving, budgeting & forecasting, medical cost trend 
development, internal & external reporting, and internal controls. He is responsible for 
building, developing and directing management staff and is capable of carrying out 
actuarial responsibilities and company objectives. Mr. Smart oversees the actuarial 
development program at WellCare. He monitors and analyzes the company’s financial 
condition and performance and works closely with the Chief Financial Officer and other 
members of senior management to ensure continuous financial improvement. Mr. Smart 
provides timely advice to senior management regarding asset and liability risks 
impacting the company and advises senior management in long-range planning. 


In addition to the aforementioned responsibilities, Mr. Smart coordinates and 
participates in research-related activities including industry best-practices, research 
and development of models, tools, and data analysis projects, and experience studies. 
He provides guidance in legislative initiatives involving WellCare, government entities, 
the managed care industry, the health insurance industry, actuarial organizations, the 
healthcare industry, and other fields as needed. 


Sabrina Gibson – VP, Actuary (Level VI) 
Sabrina Gibson, in her role as VP, Actuary is responsible for all actuarial work related to 
either the Medicaid or Medicare products of WellCare’s business and to WellCare 
corporate functions including reserving, forecasting, auditing and RAPS functions. She 
manages a team of analysts and actuaries who provide timely, accurate, actionable 
data and analysis supporting the department, area, and corporate key initiatives. 
Participate as a key strategic member of Senior Management. Ms. Gibson oversees the 
development of analytics for strategic and operating decisions to senior management as 
well as provides proactive analysis and recommendations to senior management on both 
tactical and strategic nature. She develops and maintains relationships, and act as 
primary point of contact with external actuarial consultants. 


Randy Smith – VP, Medicare CFO 
Randy Smith drives and formulates the business strategies and operational plans for 
Medicare programs to ensure growth, market positioning, and profitability goals are 
met or exceeded. Mr. Smith is responsible for the financial oversight and profitability of 
the product and he works closely with executive team members to define, align and 
influence business strategy and drivers. He provides direction and oversight to ensure 
the strategic plan is translated into tactical goals and objectives that guarantee 
performance objectives are met or exceeded. Mr. Smith leads and manages Medicare 
financial performance by taking appropriate actions to increase revenue, leverage 
resources, minimize expenses, managing the bid process and time line to ensure 
company goals are deployed across the portfolio of businesses and bids. Mr. Smith 
partners with provider contracting and network management teams to achieve quality 
and cost management objectives. He works closely with internal and external contacts 
to enhance relationships and maximize the organizations ability to effectively manage 
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the cost of medical delivery. He also participates in the development of provider 
reimbursement models. 


OTHER PERSONNEL – ADVOCACY & COMMUNITY BASED PROJECTS 
Pamme Lyons-Taylor – VP, Advocacy & Community Based Projects 
Pamme Lyons-Taylor joined WellCare as VP, Advocacy and Community Based Programs 
in 2011. She is focused on connecting managed care with public health to leverage and 
sustain the network for social safety net services across the country. Pamme has more 
than 20 years of experience in the managed care industry. Previously, she held 
community advocacy leadership roles at LA Care Health Plan, UnitedHealthcare 
Community & State, Health Net, and PacifiCare Health Systems. Over her career, she has 
convened more than 20 different collaborative initiatives with more than 1,400 local 
and national organizations.  


In her current role, Ms. Lyons-Taylor is the primary architect for WellCare’s model of 
social service integration. She leads of team of 60 associates including the company’s 
workforce innovation efforts. Most recently, she assembled The CommUnity Commitment 
for WellCare, which connects the underserverved to critical social services, with more 
than 150,000 programs and services nationwide. 


Ms. Lyons-Taylor is hearing impaired and works closely with several national disability-
focused organizations to advocate for increased employment opportunities for 
individuals with disabilities and other diverse cultures. 


Mackie Hicks – Director Advocacy & Community Based Programs 
Mackie Hicks oversees CommUnity Advocacy operations in FL, GA, IL, KY, MO, NE, NJ, NY 
and our expansion efforts. Ms. Hicks has more than 15 years of social service experience 
with particularly focus in mental health and nearly five years of experience at the 
intersection of social services and managed government programs. Currently, she leads 
a team of 30 associates. 


Ms. Hicks acts as a leader in the ACBP department and assists other associates when 
needed and works with national organizations and community based programs to 
improve the health of the community. She is also responsible for preparing and 
reviewing state-specific analysis of community resources, gaps and proposed 
interventions (using data prepared by staff epidemiologist) as well as proposing and 
implementing social safety net-focused strategies for sustainability (nationally and 
locally – in close collaboration with market leader). Ms. Hicks creates and conducts 
presentations internally and externally on various advocacy and community based 
program topics to state leadership including Governors, State health policy directors 
and the like (in close collaboration with Market Leadership).  


Ben Barkley – Senior Manager, Community Services Operations 
Ben Barkley oversees Community Analytics and the national CommUnity Assistance Line. 
Mr. Barkley has more than 15 years of professional / analytical experience; more than 
10 years’ experience in health care and nearly five at the intersection of social services 
and managed government programs. Currently, he leads a team of 30 associates 
including the department’s workforce innovation efforts. 


In his current role as Senior Manager, Community Services Operations, Mr. Barkley 
provides strategic and tactical leadership to the operations and analytics teams to 
establish processes for tracking, analyzing and reporting on Advocacy and Community 
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data; overseeing the operational budgets; builds a strong business alignment with 
internal customers and providing key internal customers with information and analytics. 
He Works closely with other Analytics teams and program groups in providing effective 
reporting solutions as well as develops strategies to meet or exceed compliant 
operations and expansion of products and services within the organization.  


OTHER PERSONNEL – BEHAVIORAL HEALTH 
Michael Orlosky, MD – VP, Behavioral Health 
Michael Orlosky, MD has been in the healthcare industry for over 34 years. As VP, 
Behavioral Health, Dr. Orlosky is responsible for all WellCare markets for the 
performance of Behavioral Health operations including medical expense budget of $450 
million, quality, and provider management. Dr. Orlosky and his team have implemented 
Integrated Case Management for 52,000 members. He led a department of over 200 
FTEs to complete insourcing and integration of Behavioral Health functions into the 
enterprise and achieved $19 million improvement in Behavioral Health claims expense 
year over year. 


Michael Orlosky, MD serves as the lead clinical strategist and spokesperson for WellCare 
Integrated Medical Behavioral Health Solutions. He provides guidance and consultation 
to behavioral health staff located in assigned markets which may include Health 
Concurrent Review, Case Management, and Provider Relations. Responsibilities also 
include improvement of clinical outcomes and quality improvement, while improving the 
consumption health care resources in accordance with WellCare corporate objectives. 
Dr. Orlosky oversees all clinical aspects of Behavioral Health, and helps establish policy 
and procedures for Behavioral Health, including its integration with medical care and 
pharmacy. He serves as a key representative and spokesperson with respect to the 
external behavioral health community in the market. He also supports Behavioral Health 
Operations improvement of the network delivery system in the market, including 
working collaboratively with providers to encourage development of new and more 
community based types of care and better integrating behavioral health with physical 
health and social services.  


Patrick Glynn – Senior Director, Behavioral Health Project Development 
As Senior Director, Behavioral Health Project Development, Patrick Glynn executes and 
develops strategies to meet or exceed compliant operation and expansion of a product 
within a specified State or Region. Mr. Glynn provides program leadership and 
development and initiative for growth and expansion of product. He facilitates problem 
identification, solution development and initiative implementation to drive execution of 
program and successful execution of medical expense initiatives. Mr. Glynn has had a 
direct hand in the successful implementation of companywide behavioral health 
integration project across 15 states. This led to improved community network 
expansion, cost of care containment, care coordination and quality scoring in major 
markets. Mr. Glynn led successful bid proposal responses for BH benefit expansion 
projects in New York (FIDA, HARP), Illinois, South Carolina and New Jersey, improving 
provider relations, community collaboration and coordination. He was involved with the 
successful launch of pilot discharge care coordination project in SC, IL, KY markets. This 
led to significant improvements in 7-day FUH and approved expansion to companywide 
Medicare products. Mr. Glynn has developed companywide Behavioral Health Homes 
strategy across key markets. 
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Carole Matyas – VP, Behavioral Health Operations 
Carole Matyas provides administration, management and governance oversight for the 
overall behavioral health program and functions for the company. She develops, directs 
and coordinates the policies, objectives, initiatives, and programs for the delivery of 
behavioral health program for each market. Ms. Matyas provides leadership and directs 
the insourcing of behavioral health product in existing WellCare markets and 
implementation of new integrated behavioral health services and programs in new 
WellCare business. It is her responsibility to oversee behavioral health initiatives and 
direction that support safe, aggressive treatment resulting in quality outcomes and 
cost-effective care. In a matrixed environment, Ms. Matyas directs BH management in 
corporate and the field regarding clinical and administrative behavioral health best 
practice. She also leads the medical/behavioral integration strategy for the company.  


Sara Neale – Senior Director, Utilization Manager – Behavioral Health  
Sara Neale has been in the healthcare field for over 13 years and she has been with 
WellCare since 2013. As Senior Director, Behavioral Health Clinical Services, Sara Neale 
is Responsible for utilization and case management of the Corporate Clinical services for 
behavioral health. She provides oversight of the program structure and processes to 
ensure compliance with all federal, state and accreditation standards and regulation. 
Ms. Neale leads a team of 100+ staff of behavioral health clinicians, nurses and non-
clinical coordinators. She actively integrates the case managers into the inpatient and 
outpatient UM teams to coordination transitions of care and improve outcomes- i.e. 
HEDIS follow up after hospitalization rates and increased community tenure. Ms. Neale 
provides mentor leadership team and incorporate use of metrics to manage workloads 
and to oversight appropriate utilization of the various levels of care available to the 
member. She demonstrates adherence to Model of Care and trains staff as needs are 
identified. 


Jason Vermeer – Behavioral Health Program Manager 
Jason Vermeer interacts extensively with the behavioral health leadership and cross 
functional associates within the organization to develop and implement long range 
behavioral health program strategies. He serves as project manager for projects and 
initiatives around integration both internally with associates and externally with 
providers. Mr. Vermeer directs and facilitates behavioral health clinical training 
programs for associates, and external behavioral/ medical provider community. Mr. 
Vermeer works to develop and enhance relationships within the provider community, 
including behavioral health homes, community mental health centers, hospitals and 
individual providers (BH Providers and PCP's) and groups identified that are 
participating in Physical and Behavioral integration activities. He also assists with the 
Behavioral Health program and services development of policy and procedure, clinical 
criteria, work flows and other behavioral health documentation and product 
development activities.  


OTHER PERSONNEL – CLINICAL PROJECT DEVELOPMENT TEAM 
Debbie Moorhead – Director, Clinical Program Management 
Debbie Moorhead has delivered over 20 years of professional experience in budget, 
design, vendor management, program implementation, education and operations. Ms. 
Moorhead leads the integration of health plan clinical programs and operations through 
collaboration with departmental leaders and external partners to optimize quality 
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based clinical outcomes, utilization management metrics and client goals. Ms. Moorhead 
operates within the medical management structure as a liaison to the Clinical Services 
Organization for alignment of program goals and reporting on clinical and financial 
outcomes. She collaborates with analytic teams to identify gaps in health of membership 
populations creating stratification of cohorts for outreach and intervention. Ms. 
Moorhead is responsible for developing actionable dashboards measuring population 
health improvements and delivering reports to internal stakeholders for evaluation, 
feedback and influence on program development or change. Through population health 
management strategic approaches, Ms. Moorhead develops and monitors deployment 
and performance of clinical programs. 


Patricia Cheney – Clinical Program Development Manager 
Patricia Cheney is a nursing professional with 39 years progressive leadership 
experience from staff nurse through Director of Nursing within acute-care, long-term 
care, educational, community, military, correctional and managed care settings. Ms. 
Cheney is a strong leader who builds committed teams with proven ability to assess, 
prioritize and lead staff in rapidly changing environments. As the Clinical Program 
Development Manager, Ms. Cheney serves as Utilization Management Subject Matter 
Expert (SME), working on new business proposal responses, preparing for new business 
go-live and implementations. Ms. Cheney also serves as Clinical Workstream lead in 
implementation effort for new line of business. 


In a previous role, Ms. Cheney was a Manager/Supervisor for 10 state areas in a large 
Managed Care Company, responsible for Outpatient Prior Authorization and Inpatient 
Care Management, along with discharge planning and monitoring members in SNF, LTAC 
and Acute Rehabilitation; monitoring admission appropriateness, length of stay, 
thorough discharge planning and referrals made, readmission rates; presented at 
quarterly UMAC (Utilization Management Advisory Meetings) in various markets. In that 
role, Ms. Cheney also assisted with the implementation and “go-live” in three different 
Line of Business (Medicare/Medicaid) and five Line of Business Exits. 


Karen Campanaro – Clinical Program Development Manager 
In her role as Clinical Program Development Manager, Ms. Campanaro is involved in all 
new business and implementations. Ms. Campanaro was the Clinical Services Lead for 
the Advicare Acquisition, and she is currently leading Clinical Services for GA. Ms. 
Campanaro has been employed at WellCare for over two and half years. In her previous 
role as Behavioral Health Case Manager, Ms. Campanaro handled all FL members with 
severe Behavioral Health issues and concerns. She was also responsible for training new 
Behavioral Health Case Managers and acted as Behavioral Health Subject Matter Expert 
for the CM Department. Ms. Campanaro became a Senior BH Case Manager in early 2015, 
and was then promoted to Acting CM Supervisor in April. In that sole, she led a team of 
12 Case Managers, helping them to increase their compliance and audit scores.  


Carmen Almaguer – Clinical Program Analyst  
Carmen Almaguer has over 20 years of professional experience in the areas of business 
development, operations, sales, customer relations, and project management. She is a 
self-motivated conscientious individual with strong organizational, problem-solving, and 
decision-making skills. Ms. Almaguer is proven a leader with the ability to direct, 
motivate and supervise people to meet/exceed corporate objectives. In her current role 
as Project Analyst, Ms. Almaguer serves as lead/support with the managing and planning 
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of projects from conception through implementation for new business, expansions, and 
rebids for Clinical Services. She acts as a liaison between Case Management, Disease 
Management, Utilization Management, Long Term Care, markets and vendors to achieve 
on-time and seamless implementations. 


Some of her responsibilities include directing special projects, including research, 
identifying State requirements and analysis of business data and policy issues. She also 
leads workout sessions to define processes implementation for new business and 
facilitates meetings with Markets, Vendors, and Business Owners to keep projects on 
target and ensure a seamless implementation.  


OTHER PERSONNEL – INTEGRATION SOLUTIONS 
William Keena – VP, Integrated Solutions 
Mr. Keena re-joined WellCare Health Plans in September 2015. Mr. Keena has a long 
history in health insurance dating back to the early 1980s. He has worked at Cigna, 
Amerigroup, and in the 1990s, at WellCare. Mr. Keena began his career at Connecticut 
General and was there when the company merged with INA to become CIGNA. Mr. Keena 
helped open the Midwest Service Center and convert the business in that region to a new 
systems platform. In the late 80’s, Mr. Keena was a team leader on an internal CIGNA 
initiative to integrate HMO and Commercial health insurance operations. Mr. Keena 
personally led the integration of the first two CIGNA HMOs in to the National Service 
Operation and system platform. Later, when CIGNA purchased Equicor, Mr. Keena was 
the first operations leader to manage an Equicor service center and successfully 
migrated business to the CIGNA systems platform. While running operations at Vytra, 
Mr. Keena converted the plan to a new workflow system and helped to start up the 
Medicare operations there. At Amerigroup, Mr. Keena led company operations during the 
systems migration to the Facets platform. Most recently, as COO at Acclaris, Mr. Keena 
helped to sell and integrate the company with Towers Watson.  


Angela Flynn – Senior Director 
Angela Flynn joined WellCare in February 2013. She has more than 25 years’ experience 
working in commercial and government sponsored health plans and offers a unique 
combination of skills including; project management, provider network development, 
sales, and leadership experience within the managed health care industry. She has held 
various leadership positions leading integration and project implementations with Blue 
Shield of California, First Health Corporation, Vision Service Plan, and UC Davis Medical 
Systems. In her current role as the Senior Director Integration Solutions, she works with 
the Integration Solutions Team (IST) and appropriate functional areas to plan, oversee, 
and deliver the strategic integrations of acquisitions and new market start-up programs 
across the enterprise. Ms. Flynn holds a bachelor’s degree in Business Management from 
Saint Mary’s College of California.  


OTHER PERSONNEL – PHARMACY 
Laura Hungiville – Chief Pharmacy Officer 
Laura Hungiville has worked in the healthcare industry for over 30 years. As WellCare’s 
Chief Pharmacy Officer, Ms. Hungiville is responsible for execution of the pharmacy 
benefits for all lines of business including claims payment, formulary development and 
implementation, network contracting, rebate negotiation, provider outreach, quality, 
regulatory reporting, compliance, medical expense management, PBM Selection and 
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oversight, medication therapy management, call center operations, prior authorization 
processing, benefit design, encounter submission, specialty pharmacy operations, Mail 
Order pharmacy operations, Over-the-Counter program, direct member reimbursement, 
residency program and student rotations. Dr. Hungiville provides consistent industry 
leading cost management of pharmacy benefits across many lines of business and 
created products that led to growth of 40% and responsible for over 20% of company’s 
earnings. She has also designed and implemented industry leading Medication Therapy 
Management program, recognized by CMS to decrease health care costs. In her previous 
role as Senior Director, Pharmacy Operations, Dr. Hungiville was responsible for 
developing formulary, model costs, pharmacy operational requirements, benefit design. 
She provided oversight of implementation of the new product and managed pharmacy 
operations including staffing, process improvement, and quality initiatives. 


Angel Ballew – VP, Pharmacy Clinical Programs 
Angel Ballew has been with WellCare since February of 2009. In the role of VP, Pharmacy 
Clinical Programs, Dr. Ballew determines and drives the policies, operational planning 
and execution of work processes for programs within Clinical Pharmacy department. She 
provides leadership for all clinical pharmacy operations including, but not limited to the 
management of Medication Therapy Management, drug utilization programs, Part D 
Patient Safety Measure Initiatives, Formulary, Pharmacy quality star ratings, and the 
pharmacy residency program. Dr. Ballew serves on a variety of committees aimed at 
clinical pharmacy operations strategy and initiatives in addition to seeking business 
growth opportunities through industry intelligence gathering and competitive analysis. 
Some of Dr. Ballew’s additional responsibilities include overseeing and directing all 
aspects of clinical programs operations including development of financial targets and 
measurements. She ensures regulatory compliance requirements related to clinical 
pharmacy functions and submits CMS and state regulatory compliance reports across all 
lines of business. Dr. Ballew partners with executives, corporate medical directors, 
markets, and other staff across the organization to increase the efficiency of pharmacy 
clinical programs and creates actionable strategies and develops recommendations to 
enhance clinical programs effectiveness, profitability and quality scores. 


William Davies – VP, State and Specialty Pharmacy 
In this role, William Davies is responsible for the development of strategic plans with 
the ultimate goal to improve the health status of our members, measure outcomes, 
improve outcomes and subsequently reduce cost, consistent with the corporate goals 
and objectives of WellCare. He drives, manages, and executes pharmacy programs 
related to state performance and specialty pharmacy, liaising across multiple functional 
areas and with external constituents as needed to build relationships or deliver results. 
He is also responsible for directing all aspects of state and specialty pharmacy financial 
performance including development of financial targets and measurements and 
analyzing pharmacy data to determine cost savings opportunities. Dr. Davies creates 
actionable strategies and develops recommendations to enhance state performance and 
specialty pharmacy programs focused on achieving efficiencies, effectiveness and 
profitability. He works collaboratively with State Presidents & market leadership, 
Medical Directors, business development, product development and external drug 
partners to deliver clinical programs and benefit designs that support the business 
objective. 
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Phil Stalas – Senior Director, State Pharmacy Reform 
Phil Stalas has been in the healthcare field for over 25 years and has been with WellCare 
since 2010. Mr. Stalas has had increasing management responsibilities over the last 29 
years that led to a position responsible for the recruitment, staffing, training, and 
successful operation of 630 retail pharmacies and over 100 pharmacists and technicians 
in a managed care organization. 


Mr. Stalas supports and develops drug utilization review efforts of the state directors 
by reviewing physician prescribing patterns, consulting with physicians regarding these 
patterns using evidence-based best practices, working closely with staff members in the 
refinement of the NIP programs. Mr. Stalas provides consultation on pharmacy issues to 
state representatives and facilitate the successful implementation of initiatives for 
each state. He provides pharmacy direction though the state pharmacy team(s) for 
Regulatory Compliance, Disease Management, Pharmacy Utilization and Quality 
Management. Mr. Stalas ensures compliance of the state directors with regularly 
released CMS/State guidance, clinical practice guidelines, member utilization, market 
availability and WellCare market needs. He works closely with the state leadership to 
ensure pharmacy is meeting the needs of internal and external customers. He also 
develops and oversees the state director’s performance goals, and monthly pharmacy 
P&Ls.  


Lee Genco – VP, Pharmacy Benefit Relations 
As VP, Pharmacy Benefit Relations, Mr. Genco is responsible for the direction and 
performance of PBM, Provider Network, QA, compliance and FWA across Pharmacy. He 
has successfully led PBM conversion for the entire book of business from OptumRx to CVS 
Caremark on January 1, 2016. Mr. Genco is involved with managing drug trend for 
3.8 million Medicare Part D and Managed Medicaid lives, representing over $7 billion in 
annual drug spend. He oversees all regulatory reporting requirements that are provided 
by PBM vendor as well as manages the pharmacy network (60000+ pharmacies). Mr. 
Genco oversees quality audit department to ensure compliance with CMS and 
operational standards for coverage determinations and redeterminations. Additional 
responsibilities in building & maintaining relationships with State Pharmacy Assistance 
Programs (SPAPs) and serving as Preceptor for the Pharmacy Residency program for 
Pharmacy Benefits. 


OTHER PERSONNEL – PUBLIC POLICY/GOVERNMENT AFFAIRS 
Carol Steckel – Senior Director, Alliance Development/Medicaid 
Carol Steckel currently serves as WellCare’s Senior Director, Alliance Development and 
has been with WellCare since October 2013. She oversees partner development and 
Medicaid policy development for WellCare. Prior to WellCare, she served as the Director 
of the North Carolina Department of Health and Human Services, Division of Medical 
Assistance (Medicaid). She has also served as the Director of the Center for Health Care 
Innovation with the Department of Health and Hospitals in Louisiana and as the 
Commissioner of the Alabama Medicaid Agency. 


Earlier in her career, Ms. Steckel served as Senior Vice President of Northport Health 
Services, Inc., Program Chief of Staff for the March of Dimes Birth Defects Foundation, 
and Deputy Director of the Office of Prepaid Health Care, Health Care Financing 
Administration (now the Centers for Medicare and Medicaid Services (CMS)). She also 
held leadership roles with the Survey Companies, LLC, and Survey Associates, LLC, and 
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was Assistant to the Special Assistant to the President for health policy in Washington, 
D.C. 


Ms. Steckel was recognized by the Triangle Business Journal in North Carolina as one of 
eleven healthcare experts in their “50 to Watch in Business”. She has served as the 
President of the National Association of Medicaid Directors and as Treasurer on the 
Board of the American Public Human Services Association (APHSA). She was chosen as a 
Fellow in the Medicaid Leadership Institute, sponsored by the Center for Health Care 
Strategies, Inc. and the Robert Wood Johnson Foundation. She participated in 
Leadership Alabama, Leadership Birmingham and served on the Louisiana Health Care 
Commission. 


Michelle Turano – VP, Public Policy and Government Affairs 
Michelle Turano is the Vice President of Public Policy and Government Affairs. She came 
to WellCare Health Plans, Inc. as the Vice President of Federal Government Affairs. Prior 
to joining WellCare in May 2015, Ms. Turano served as Health Policy Advisor to the U.S. 
Senate Committee on Finance and to Chairman Orrin Hatch, on health policy and 
oversight matters within the jurisdiction of the Committee - including Medicare, 
Medicaid, the Federal and State exchanges, and all Federal health care programs. Ms. 
Turano has nearly 20 years of experience in health care, specifically in the managed 
care regulatory and oversight field. 


Ms. Turano spent 12 years with the Centers for Medicare & Medicaid Services (CMS), 
most recently as Deputy Director of the Medicare Parts C and D Oversight and 
Enforcement Group. She led the strategic development and implementation of an 
effective, comprehensive compliance, audit and enforcement program for Medicare 
Advantage and Part D sponsors. While at CMS, she also served as the Deputy Director of 
the Hospital and Ambulatory Policy Group, which is responsible for refining hospital and 
physician payment systems.  


Ms. Turano’s previous work focused on conducting evaluations of managed care 
performance relative to clinical, quality, and administrative program requirements. She 
also spent time as a clinical social worker in a hospital, HIV clinic, and in emergency 
services, working with homeless individuals, and those with severe mental illness. 
Michelle holds an undergraduate degree from the University of Missouri and graduate 
degrees in health policy and social service administration from the University of 
Chicago. 


Elizabeth Gianini – Senior Director, State Government Affairs 
Elizabeth Gianini joined WellCare in August of 2014. In her role as a Corporate Director 
of State Government Affairs, Ms. Gianini is responsible Government Affairs in California, 
Texas, and Oklahoma, and is the Government Affairs department liaison to WellCare’s 
Business Development team assisting that team on government relations strategy and 
execution related to business development opportunities. 


Prior to joining WellCare, Ms. Gianini spent seven years as the Vice President of 
Government Relations at Sanford-Burnham Medical Research Institute in Orlando, 
Florida. She was responsible for local, state and federal relations in Florida and federal 
relations for California. She was the Chief of Staff to Orange County, Florida Mayor 
Richard Crotty from 2003- 2007 and preceding that she spent several years in 
Washington, DC as the Deputy Chief of Staff to the United States Trade Ambassador in 
the Executive Office of the President. Overall, Ms. Gianini has more than 20 years of 
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experience working with government officials. 


Heather Morris – Senior Director, State Government Affairs  
Heather Morris joined WellCare in March of 2015. In her role as Senior Director, State 
Government Affairs, Ms. Morris provides legal advice and counseling on compliance with 
various federal, state and local rules and requirements. She is responsible for 
management of the WellCare Political Action Committee and development and execution 
of the company’s grassroots advocacy program. Ms. Morris directs and leads all 
corporate activities associated with state government relations. She reviews and 
monitors proposed and enacted state legislation that impacts the managed care industry 
and supports the development and implementation of state government affairs’ portions 
of market business plans. Additional responsibilities include identifying, analyzing and 
making recommendations regarding key legislative issues as well as collaborating with 
market leadership and their government and regulatory affairs teams, to advance issues 
important to WellCare.  


OTHER PERSONNEL – REGULATORY AFFAIRS 
Lori-Don Gregory – VP, Regulatory Compliance 
Lori-Don Gregory joined WellCare as VP, Regulatory Compliance Counsel with the 
Compliance Department in December 2014. Prior to joining WellCare Ms. Gregory served 
three years as the Compliance Officer for Harden Healthcare , a post-acute care 
provider with home health, personal care assistance, skilled nursing facilities, LTC 
pharmacy and hospice division and at Amerigroup corporation for 13 years holding 
positions in legal and compliance. Lori-Don Gregory received her Law Degree from 
Widener University School of Law with an undergraduate degree in Government from the 
College of William and Mary in Virginia. 


As VP, Regulatory Compliance Counsel, Ms. Gregory assists the Chief Compliance Officer 
in maintaining compliance with WellCare’s Corporate Integrity Agreement (CIA) 
obligations. She works closely with WellCare’s overall compliance group, effectively 
serving as an “ambassador” throughout the company and externally. In serving as 
WellCare’s expert on federal and state regulations, Ms. Gregory partners with and 
offers substantive industry guidance to Company’s leaders of business operations and 
sales and marketing functions. She provides sound, well-thought legal & business advice 
(both short- and long-term) regarding regulatory interpretation and adaptation from a 
compliance perspective and assists in building an effective internal compliance program. 


 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.  


WellCare of Nevada submitted its application for a Certificate of Authority, which will 
allow us to operate as an HMO in Nevada, on April 28, 2016. The application is currently 
pending but we expect to receive the Certificate of Authority by contract award. We 
have provided in Tab IV our Nevada business license, which is attached as Attachment 
9.3.3.4.F Business License. 
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4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


As a company dedicated to managing the health care of beneficiaries of public coverage 
programs, WellCare fully recognizes the importance of serving members in a culturally 
and linguistically appropriate manner. 


Members whose primary language is 
Spanish are able to easily and directly 
access our Spanish auto-attendant and 
Spanish-speaking member services 
associates. Our IVR system offers an 
option of English or Spanish on every call 
received. 


In addition to hiring a diverse staff, we 
also partner with Voiance Language 
Services (VLS) to provide oral interpretation services for members with limited English 
proficiency.  


VLS offers interpretation in more than 200 distinct languages and dialects. VLS 
employee interpreters undergo in-depth screening interviews, qualification assessments, 
and receive more than 120 hours of classroom training. All VLS language interpreters are 
based in the United States and are familiar with the vernacular used by our members. 
When a translation need is identified, our member services associates place the caller 
on hold, contacts VLS, secures the appropriate translator, brings the member back on 
the call, and speaks to the translator as if they were the member.  


We also provide in-person translation, if needed. 


In addition to servicing members with limited English proficiency, we also care for 
members with hearing impairments using TDD or relay services. Our total Medicaid plans 
handled more than 1,200 TDD/relay calls with an average speed of answer of less than 
20 seconds in 2015. 


In 2015, our American Sign Language service provided onsite ASL 
interpretation services to members in our Medicaid programs 1,089 times. 


Please find in the table below the names of bilingual associates, the 
languages spoken, and their area of assignment at WellCare. 


ASSOCIATE NAME LANGUAGE(S) SPOKEN  AREA ASSIGNED AT WELLCARE 


Alba Arevalo Spanish Grievance Coordinator 


Alex Hernandez Spanish & German Grievance Coordinator 


Alexandria Hicks Spanish Regulatory Research Coordinator 


Anna Alonso Spanish Grievance Coordinator 


Arelis Medina Spanish All State SPAN Medicaid 
Supervisor 


Arnol Batista Spanish WellCare Ops Manager 


Beatrice Ramjattan Spanish Sr. Billing Resolutions Specialist 


Bonnie Debord Spanish Billing Resolutions Specialist 


Brenda Cardona Spanish Grievance Coordinator 


Best-in-Class: Language Services 
In 2015, over 55,000 orders for telephonic 
translation services were filled across all 


WellCare Medicaid markets with an average 
connection time to an interpreter of less than 


20 seconds. 
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ASSOCIATE NAME LANGUAGE(S) SPOKEN  AREA ASSIGNED AT WELLCARE 


Candy Casanova Spanish Duals 1.0 


Carlos Jara Spanish WellCare Ops Manager 


Carmen Perez Aguayo Spanish Sr. CTM Coordinator 


Claribel Polanco Spanish Grievance Coordinator 


Cruz Rodriguez Mirabal Spanish Billing Resolutions Specialist 


Eleasar Fraga Spanish Medicaid MET Supervisor 


Emanuel Cirino Spanish Duals MET 


Emmanuel Florial Spanish Sr. Billing Resolutions Specialist 


Evelyn Medina Spanish Sr. CTM Coordinator 


Greda Fernandez Spanish Sr. Service Escalations 
Coordinator 


Ismael Diaz Spanish Grievance Coordinator 


Jacqueline Amaro Spanish Sr. Service Escalations 
Coordinator 


Jennevie Burgos Spanish Sr. Service Escalations 
Coordinator 


Johanna Olmeda Spanish 
Sr. Service Escalations 
Coordinator 


Juan Garcia Spanish Senior Manager, Operations 


Lessie Sifort Haitian Creole Grievance Coordinator 


Lourdes Camacho Spanish Sr. CTM Coordinator 


Maria Navaro Spanish Duals 1.0 


Mauricio Misco Spanish All State SPAN Medicaid 
Supervisor 


Maxibel Sivlerio Spanish Sr. Service Escalations 
Coordinator 


Nicole Vega Spanish Senior Grievance Coordinator 


Nydia Robles Spanish Operations Team Lead 


Paulina Ramirez Spanish FL Medicaid Supervisor 


Pedro Viera Reyes Spanish Sr. Member Service 
Representative 


Pradeph Dinanath Spanish Operations Team Lead 


Sandra Bonilla Spanish FL Medicaid Supervisor 


Senaida Gonzales Spanish FL Medicaid Supervisor 


Siria Martinez Spanish, some Portuguese and 
French Sr. Billing Resolutions Specialist 


Sri Panchumarti Hindi & Telugu Project Analyst 


Tania Regidor Spanish Senior Grievance Coordinator 
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ASSOCIATE NAME LANGUAGE(S) SPOKEN  AREA ASSIGNED AT WELLCARE 


Willis Blanco Spanish WellCare Ops Manager 


Yamily Jimenez Spanish Sr. Billing Resolutions Specialist 


Yanelis Valdivia Spanish CTM Coordinator 


Yanishca Santiago Spanish Grievance Coordinator 


Zara Escalera Spanish CTM Coordinator 


 
Comprehensive Staff Training 


WellCare recruits a diverse and talented staff to work in all levels of the 
organization. We ensure, to the furthest extent possible, that bilingual staff 
members (based on population languages) are hired for functional units with 
direct member contact.  


Associates are required to complete computer-based cultural competency 
training as part of their onboarding in their first 90 days of employment and annually 
thereafter. This computer-based training includes review questions to test knowledge 
acquisition and provide remedial information and correction if the associate enters an 
incorrect response. We monitor staff completion of this training module. 


Member Service Representatives must meet a more stringent cultural competency 
requirement. Quality program auditors and supervisors review six to eight MSR calls 
each month for cultural competence and other key issues related to customer service. 
Each MSR receives a scorecard, and it is reviewed with his or her supervisor on a 
monthly basis. If there is a need for improvement, the supervisor develops and monitors 
an MSR remediation plan. 


4.1.12.9 List any associations or organizations to which the organization belongs. 


WellCare is associated with the following groups and associations located in Nevada: 


 Baby’s Bounty  Living Grace 


 Caridad  National Alliance on Mental Illness Nevada 


 Crossroads  Step 2 
 


WellCare has met with the following organizations in Nevada to discuss future 
partnerships: 


 Access to Health Care 
 Aid for AID 
 Awaken 
 Big Brothers Big Sisters of Southern 


Nevada 
 Boys and Girls Club 
 Boys and Girls Club of Reno 
 Bridges from Poverty-Getting Ahead 


 Nevada Community Associates 
 Nevada Homeless Alliance 
 Nevada Partnership for Homeless Youth 
 Nevada State Medical Association 
 Reno-Sparks Gospel Mission 
 River Fund, Inc. 
 Safe Kids 
 Safe Nest 
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 Awaken 
 Children’s Cabinet 
 Community Service Agency (CSA) 
 Committee to Aid Abused Women 
 Family Promise 
 Family Promise of Las Vegas 
 Financial Guidance Center 
 Food Bank 
 Help Hope Home 
 HELP of Southern Nevada 
 Las Vegas Rescue Mission 
 Las Vegas Urban League 


 Saint Jude’s 
 Salvation Army of Southern Nevada 
 Social Entrepreneurs Inc.(SEI) 
 Solace Tree 
 Street Teens 
 Three Square Food Bank 
 United Labor Agency of Nevada 
 United Way 
 United Way of Southern Nevada 
 YMCA of Southern Nevada 
 


WellCare is a member of the following groups and associations that have operations in 
Nevada: 


 American Diabetes Association 
 American Public Health Association 
 American Public Human Service Association 
 American Society on Ageing 
 Association of State and Territorial Health Organization 
 Big Brothers Big Sisters 
 National Alliance on Mental Illness 
 National Association of Area Agencies on Aging 
 National Association of Community Health Centers 
 National Association of County & City Health Officials 
 National Association of Medicaid Directors 
 National Association of Social Workers 
 National Association of States United for Aging and Disabilities 
 National Medical Association 
 National Minority Quality Forum 
 National Network of Public Health Institutes 
 National Rural Health Association 
 Salvation Army 
United WayWellCare is committed to joining local affiliates of the aforementioned 
groups once upon entering the market. In addition to the associations and organizations 
listed above, we are in the process of evaluating and possibly joining the following 
groups: 
 National Association of Community Health Centers 
 National Medical Association (African-American Physicians) 
 National Alliance for Hispanic Health 
 Las Vegas Metro Chamber of Commerce 
 The Chamber NV of Reno, Sparks and Northern Nevada 
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4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 


Provider Category % Participation 


Financial 
Participation Only 


Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 


Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other N/A N/A 


We are in the process of developing our Medicaid network in Nevada. We gathered a 
recent listing of providers that participate in the HealtHIE and will endeavor to contact 
each provider on the list for potential contracting and express our support of HealtHIE.  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network 
to participate in the HealtHIE Nevada statewide health information exchange? Please 
describe. 


WellCare of Nevada understands that the value proposition of HealtHIE Nevada (and all 
HIEs) is significantly driven by participation. We will undertake activities that not only 
encourage Provider participation but provider utilization of the HealtHIE. WellCare of 
Nevada will use our current approaches of and, based on unique aspects in Nevada, 
implement additional opportunities to encourage provider participation.  


A significant driver in provider utilization is the amount and utility of data 
available. The first and most significant step, therefore, is our 
participation in and submission of data to HealtHIE Nevada.  


Our provider interactions will be implemented using an “HIE First” 
philosophy, where applicable, to encourage Provider use of the HealtHIE. 


For example, our recommended method of accessing Transition Information (for 
providers and other MCOs) will be the submission and retrieval of the transition 
documents from the HIE.  


In our conversations to date, we’ve also determined that the Nevada Medicaid 
environment offers a unique opportunity for partnership between WellCare and Nevada 
HealtHIE. In our discussions with the staff at HealtHIE, we agreed to modify our 
membership submissions to include PCP assignment information. This will allow the HIE 
to implement changes that would allow both WellCare and the PCP to automatically be 
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notified (and notify each other) of member admissions to facilities and other Admit, 
Discharge, and Transfer (ADT) activities. This benefit would be experienced even when 
providers are participating only in Direct Secure Messaging (DSM) and not electronic 
transactions. This change would enhance the utility of the Nevada HealtHIE for the 
entire health care system, including providers. These are the types of partnerships that 
WellCare seeks out and solutions we develop between our states, providers, service 
organizations and advocacy groups to improve services to our members. 


WellCare of Nevada has existing outreach approaches to Provider interactions that have 
been successfully used in other markets and will be utilized in Nevada to further 
encourage HealtHIE adoption, including: 


 Hosting webinars to educate providers about HealtHIE Nevada 
 Ensuring our new provider welcome letter includes HealtHIE Nevada 


information including the appropriate contact information and the 
benefits of participation. 


 Additionally, similar information will be included in the Provider Handbook and 
posted on our website  


 Our network management, provider relations, operations representatives and 
customer service staff will provided with basic training on the benefits of 
participation, including available online resources (i.e., FAQs, products/services, 
technical assistance available) to share with providers during their interactions with 
providers 


 Our provider relations workflow application will be enhanced with designated fields 
in order to capture data regarding the provider’s HealtHIE Nevada participation 
status and methods (DSM or Electronic). By tracking the provider’s choices, we can 
encourage providers to take advantage of the HIE and drive our “HIE First” 
interaction approach 


 On the public-facing “What’s New!” page of our website, will periodically include a 
static quarterly provider banner message to reflect HealtHIE information. The 
banner messages will include hyperlinks which will redirect providers to the HealtHIE 
website. 


In addition, these conversations have led to the development of an improvement in the 
reporting mechanisms (to include PCPs) which will assist our PCPs when their patients 
enter a hospital (see description above.) We are excited about the opportunities to 
continue our collaboration with Nevada HealtHIE. In addition to these standard methods 
of encouraging participation and utilization, WellCare’s preliminary conversations with 
HealtHIE Nevada identified additional opportunities that would lead to improved 
collaboration which will supplement and assist HealtHIE staff in driving provider 
community participation.  


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 


WellCare of Nevada is not currently a member of HealtHIE, but is committed to joining 
immediately upon award and will develop the appropriate interfaces as part of our go-
live implementation plan.  


Though our experience, we have learned that adopting electronic health records (EHRs) 
facilitates HIE participation. To improve care for our members in Nevada, WellCare of 
Nevada will work to support the usage of HealtHIE, which was designed to facilitate 
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data sharing across healthcare settings and was intended to improve quality outcomes. 
Key opportunities to leverage HealtHIE Nevada as a tool to improve the health of our 
populations, effectively manage our costs, improve the outcomes and costs across the 
health care system include: 


 Using Admit, Discharge, and Transfer notifications to inform PCPs and care 
management staff as well as initiate Discharge Planning activities 


 Facilitating transition of care between providers and managed care organizations 
 Leveraging all available data to properly perform risk analysis and stratification 


activities, maximizing the value of care management activities 
 Ensuring care management staff have full access to all available clinical and 


administrative data 


Prior to the issuance of the RFP, as part of our 
standard market response and preparation 
activities, our Vice President of Information 
Systems and additional IT staff reached out to 
initiated communications with HealtHIE Nevada, 
including its Director, Erick F. Maddox to establish 
working relationships and convey our interest in 
using HealtHIE capabilities to improve care for our 
members. These conversations have proven 
beneficial in gaining insight into the opportunities 
available, initiating the working relationships, 
and ensuring we are prepared to execute on our 
implementation plan. As an outcome of these interactions, the HIE Director has 
requested that WellCare consider partnering on a presentation for one a Healthcare 
Information and Management Systems Society (HIMSS) events in 2017. We also intend on 
leveraging Dr. Andrew Pasternak’s extensive experience with Nevada’s HIE to assist with 
the on-going effort to develop participation among all Nevada providers. 


“Should WellCare end up doing 
business in Nevada would you be at 
all interested in coming to speak at 
one of our HIMSS events in 2017 on 


the topic of your use of Health 
Information Technology in the MCO 


arena?”  
- HIE Director, Erick F. Maddox 
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4.2 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? 


Yes X No  


If “Yes”, vendor must: 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


WellCare will contract with the subcontractors identified in the following table.  


SUBCONTRACTORS 
Proposed Subcontractor Name Services to be Provided 


CVS Caremark Pharmacy Benefit Manager 


Comprehensive Health Management, Inc. Management Services 


Concentrix Claims Processing Services 


eviCore healthcare LLC, f/k/a CareCore Utilization Management Services 


Results Call Center Services 


Premier Eye Care Vision Benefit Manager 
 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


C.  Describe your previous experience with subcontractor(s). 


RELEVANT CONTRACTUAL AGREEMENTS 
 CVS Caremark is WellCare’s pharmacy benefits manager and WellCare has had a 


contract with CVS Caremark since 2015. 
 Comprehensive Health Management, Inc. (CHMI) is WellCare’s captive administrative 


services subsidiary.  It provides administrative services for each of WellCare’s 
operating subsidiaries under a management services agreement.  WellCare of Nevada 
intends to enter a management services agreement following award. 


 Concentrix functions as WellCare’s claims processing vendor and WellCare has had a 
contract with them since 2008. 


 eviCore provides utilization management services to WellCare and we have had a 
contract with them since March 2009. 


 Results Companies contact center provides customer services to WellCare and we 
have been working with the Results Companies since July 2008. 


 Premier Eye Care administers vision benefits for WellCare and we have had a 
contract with Superior Vision since 2005. 


 WellCare’s subcontract documents are available for review upon request by the 
State of Nevada.  
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SUBCONTRACTOR SUPERVISION, CHANNELS OF COMMUNICATION, AND 
CONTRACT COMPLIANCE 


SUBCONTRACTOR SUPERVISION 
Our industry-leading delegation oversight policies and procedures are operationalized 
through our Delegation Oversight team, which is fully dedicated to subcontractor 
oversight across our network of over 200 organizations covering 2.4 million Medicaid 
Participants nationally. This team, a unit of our Corporate Compliance department 
under the leadership of our Chief Compliance Officer composed of 20 staff members, 
along with the functional business owners accountable for the contracts, is responsible 
for the overall onboarding of subcontractors as well as the ongoing oversight and 
monitoring of performance and compliance. 


CHANNELS OF COMMUNICATION 
WellCare has many forms of communications to communicate with our subcontractors: 


 Encounter Scorecard Monthly Reports/Subcontractor Education: Our Encounter 
Scorecard Monthly Reports are a key element of our oversight program. The 
scorecards track submission frequency and volume, compliance and accuracy of 
provider submissions by subcontractor. The scorecard includes the number of 
encounters submitted by subcontractor by month, the number passing front-end 
quality edits, and the number accepted by the Medicaid agency. Data is reported for 
each provider and subcontractor and is used by management, the national ancillary 
team and the local affiliate leadership to manage subcontractor activity. To 
complement the Encounter Scorecard Monthly Reports, WellCare conducts targeted 
education sessions with our subcontractors. The goal of our education sessions is to 
ensure quality submissions by teaching subcontractors how to correct errors with 
their encounter data. 


 WellCare conducts monthly Joint Operating Committee (JOC) meetings with national 
subcontractors to monitor performance with key performance indicators, 
communicate critical information and provide performance feedback – WellCare to 
the subcontractor and subcontractor to WellCare. JOC meetings are specific to the 
functions delegated and include participants from the subcontractor, National 
Ancillary, Participant Services, Encounters, Delegation Oversight, Clinical Services, 
Claims, and Compliance as appropriate.  


 Issuing formal reports for each audit performed which identify opportunities to 
improve the subcontractor's controls and compliance with requirements 


 Issuing formal corrective action plans based on audits and monitoring results 
 Informal and formal written communication 
 Performance Review Meetings 
CONTRACT COMPLIANCE 
WellCare has a wealth of tactics to ensure our subcontractors are adhering to contract 
compliance.  


 Our Delegation Oversight team monitors and thoroughly evaluates the provision of 
core services provided by subcontractors and provides reasonable assurance that the 
delegated functions are in compliance with Federal and State regulations, 
contractual obligations, accreditation standards and WellCare policies and 
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procedures. 
 WellCare monitors and trends transactional data then analyzes results of monitoring 


and auditing activities and solicits appropriate corrective action plans when 
deficiencies are identified. 


 WellCare conducts monthly JOC meetings with national subcontractors to monitor 
performance with key performance indicators, communicate critical information and 
provide performance feedback – WellCare to the subcontractor and subcontractor to 
WellCare. 


 Because WellCare is a data-driven organization, our Encounter Scorecard Monthly 
Reports are a key element of our oversight program. The scorecards track submission 
frequency and volume, compliance and accuracy of provider submissions by 
subcontractor. The scorecard includes the number of encounters submitted by 
subcontractor by month, the number passing front-end quality edits, and the number 
accepted by the Medicaid agency. Data is reported for each provider and 
subcontractor and is used by management, the national ancillary team and the local 
affiliate leadership to manage subcontractor activity. 


 To complement the Encounter Scorecard Monthly Reports, WellCare conducts 
targeted education sessions with our subcontractors. The goal of our education 
sessions is to ensure quality submissions by teaching subcontractors how to correct 
errors with their encounter data. 


 WellCare uses the contract to enforce encounter data timeliness, completeness and 
accuracy. We develop corrective action plans (CAPs) and track adherence to these 
CAPs until the subcontractor comes into compliance. WellCare also applies financial 
penalties if encounter data acceptance levels are not met. Subcontractors who 
continue to perform poorly with encounter data submission are subject to further 
disciplinary action including revocation of functions if necessary. 


 In addition to annual delegation audits, subcontractors are required to submit all 
utilization determinations to WellCare so we can systematically verify that the 
utilization of services is at the appropriate level. 


 Monitoring of subcontractor performance is part of our Quality Improvement Work 
Plan. In collaboration with functional areas and Regulatory Affairs, we developed a 
standard performance scorecard for our subcontractors. The scorecard provides for 
the regular monitoring of key performance indicators (i.e., turnaround times, 
percent of requests denied) to ensure delivery of administrative and health care 
services at or exceeding all established standards. 


 WellCare uses the contract to enforce financial and payment accuracy requirements. 
We develop corrective action plans (CAPs), track adherence to these CAPs, and 
perform a second audit. Subcontractors who continue to perform poorly are subject 
to further disciplinary action including revocation of claims payment functions. For 
2015, the relatively small number of subcontractors who did not meet required 
thresholds have been placed on a corrective action plan and are scheduled for re-
audit. 


 Annually, our Payment Integrity team performs a financial accuracy audit of all 
subcontractors’ delegated claims payment. As part of this review, the Payment 
Integrity team checks for proper reimbursement at rates specified by the provider 
contracts and the contract with WellCare. If the subcontractor’s financial accuracy 
and payment accuracy scores do not meet expected performance levels of 99% and 
95%, respectively, a second audit is performed. If the re-audit produces 
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unacceptable accuracy scores, the subcontractor is placed on corrective action and 
monitored through the Delegation Oversight Committee. 


PREVIOUS EXPERIENCE WITH SUBCONTRACTOR 


SUBCONTRACTORS 
Proposed Subcontractor Name Previous Experience with Subcontractor 


CVS Caremark CVS Caremark is the largest pharmacy health care provider in 
the U.S and they have integrated offerings across the 
spectrum of pharmacy care. They provide disease 
management, specialty services and additional health 
services. CVS Caremark is WellCare’s pharmacy benefits 
manager and WellCare has worked with CVS Caremark since 
2015. 


Comprehensive Health 
Management 


CHMI is WellCare’s captive administrative services 
subsidiary.  It has been providing management services for 
WellCare subsidiaries since 1999. 


Concentrix Concentrix is a global provider of business services. 
Concentrix functions as WellCare’s claims processing vendor 
and we have a contract with them since 2008. 


eviCore Healthcare LLC, f/k/a 
CareCore 


eviCore is a national leader in integrated, innovative medical 
benefits management solutions for managed care and risk-
bearing providers. WellCare uses eviCore to provide 
utilization management services. They have been in business 
since 2001 and WellCare has had a contract with them since 
March 2009.  


Results Results Companies have provided premier contact center 
customer services for WellCare since July 2008. 


Premier Eye Care Premier Eye Care is one of the industry’s most trusted 
managed eye care companies, providing optometric, 
ophthalmologic, and full administrative services to Health 
Plans and their members. Premier Eye Care administers 
vision benefits for WellCare and we have had a contract with 
Premier Eye Care since 2005. 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


B.  Ensuring subcontractor compliance with the overall performance objectives for the 
project;  


C.  Ensuring that subcontractor deliverables meet the quality objectives of the 
project/contract; and 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s request, 
the State will be notified of such payments. 


SELECTING AND QUALIFYING APPROPRIATE SUBCONTRACTORS FOR THE 
PROJECT/CONTRACT 
To complement our internal capabilities, WellCare contracts with best-in-class service 
providers to offer the most advanced and effective services for our members and 
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providers. We see our business relationship with subcontractors as one element of our 
long-term business strategy. We carefully select and monitor subcontractors who can 
provide outstanding service to our members and our organization as a whole. Each 
market drives the decision regarding which subcontractors are selected and in what 
capacity they are to be used. The subcontractors selected will reflect the skills needed 
to execute on Nevada’s respective goals for its Medicaid program. 


Our approach to determining what activities are subcontracted is strategic, tailored to 
individual State needs and designed to enhance our operations while protecting 
Participants and providers. As an example of our subcontractor relations, WellCare’s 
pharmacy operation is a hybrid model with a number of critical pharmacy functions 
performed in-house by WellCare personnel coupled with services performed by our 
largest subcontractor, our contracted PBM. Under our hybrid model our state and 
corporate pharmacy resources are responsible for prior authorization determinations, 
appeals, claims testing, P&T Committee, quality improvement, retrospective drug 
utilization reviews, and members and provider communications. Our PBM partner 
processes the pharmacy claims point-of-sale, contracts and reimburses the pharmacy 
network, performs rebate management and phone, desk, and on-site audits, coordinates 
transition of care, and answers after-hours provider calls. 


Our Small Business Development subcontractors/vendors fall under the same monitoring 
as our other subcontractors, both local and national. 


ENSURING SUBCONTRACTOR COMPLIANCE WITH THE OVERALL 
PERFORMANCE OBJECTIVES FOR THE PROJECT 
Our industry-leading delegation oversight policies and procedures are operationalized 
through our Delegation Oversight team, which is fully dedicated to subcontractor 
oversight across our network of over 200 organizations covering 2.4 million Medicaid 
Participants nationally. This team, a unit of our Corporate Compliance department 
under the leadership of our Chief Compliance Officer composed of 20 staff members, 
along with the functional business owners accountable for the contracts, is responsible 
for the overall onboarding of subcontractors as well as the ongoing oversight and 
monitoring of performance and compliance. 


WellCare’s success with subcontractor oversight begins with the pre-delegation process 
(as noted above) and continues with a collaborative performance management system. 
Our Delegation Oversight team monitors and thoroughly evaluates the provision of core 
services provided by subcontractors and provides reasonable assurance that the 
delegated functions are in compliance with Federal and State regulations, contractual 
obligations, accreditation standards and WellCare policies and procedures. Delegation 
Oversight’s audit and monitoring activities include, but are not limited to, the following:  


 Executing the Delegation Oversight audit and monitoring plan, including cross-
functional collaboration to monitor the subcontractor’s operational metrics  


 Performing analysis and trending of data submitted by subcontractors to identify 
potential anomalies and areas of non-compliance  


 Confirming on a monthly basis that subcontractors remain eligible for participation 
in the Medicaid and Medicare programs  


 Ensuring that written agreements with each subcontractor are maintained and 
clearly specify the entities’ responsibilities, reporting requirements, and 
appropriate State and Federal clauses  
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 Issuing formal reports for each audit performed which identify opportunities to 
improve the subcontractor’s controls and compliance with requirements  


 Issuing formal corrective action plans based on audits and monitoring results  
 Ensuring subcontractors implement adequate controls to remediate issues identified 


during audit and oversight activities  
 Recommending sanctions up to and including the revocation of delegation and 


termination of services if the subcontractor fails to comply with established 
standards  


 Reporting to the Delegation Oversight Committee, Quality Improvement Committees, 
Corporate Compliance Committee, and Regulatory Compliance Committee on the 
compliance risks associated with delegated entity activities  


In addition to the ongoing monitoring described herein, at least annually, WellCare 
subjects subcontractors to formal audits to ensure continued compliance with contract 
provisions. Our subcontractors are invited to complete a self-assessment. Once 
completed, the questionnaire and supporting documentation are routed to the 
delegation auditor for review. The delegation auditor then reviews the results of the 
questionnaire and performs a “virtual” onsite review of systems and processes using 
webinar capabilities. WellCare reserves the right to complete a full onsite audit for the 
annual review if warranted based on the subcontractor’s performance. 


ENSURING THAT SUBCONTRACTOR DELIVERABLES MEET THE QUALITY 
OBJECTIVES OF THE PROJECT/CONTRACT 
In order to ensure quality services are provided to recipients and providers, it is our 
policy to thoroughly evaluate and certify work performed by subcontractors. Our formal 
evaluation occurs prior to initiating delegation with a prospective subcontractor and 
annually thereafter. Our monitoring of subcontractor performance and compliance is an 
ongoing process that occurs throughout the year. Through our monitoring and oversight, 
activities we conduct include:  


 Evaluating prospective subcontractors’ abilities to perform activities to be 
delegated  


 Ensuring subcontractors are financially stable  
 Executing written contracts with subcontractors specifying the activities and 


reporting responsibilities delegated to the subcontractors and providing for the 
revocation of delegation or other sanctions if subcontractors’ performance is 
inadequate  


 Monitoring subcontractor performance on an ongoing basis and subject it to formal 
review according to a periodic schedule consistent with industry standards  


 Identifying deficiencies or areas needing improvement and taking corrective action  


All WellCare pre-delegation audits are based on the National Committee for Quality 
Assurance (NCQA), and State and Federal requirements. Our subcontractors are invited 
to log into our secure compliance system, Compliance 360 (C360), using a unique 
password. There, they complete a comprehensive self-assessment and upload required 
supporting documentation including, but not limited to, policies, procedures, and sample 
reports. Once completed, the subcontractor submits the pre-assessment questionnaire 
and related documents to WellCare through C360 where it is routed, through embedded 
business rules, to a WellCare delegation auditor.  
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Upon completion of the desk audit, the auditor then performs an onsite review of the 
subcontractor’s facilities to verify capabilities to serve our recipients and providers. 
Here, we thoroughly review the subcontractor’s staffing plans, interview the staff, and 
validate the entity’s reporting capabilities.  


Upon completion of the desk audit and application of our risk-based methodology, the 
auditor will perform an onsite review of the subcontractor’s facilities to verify 
capabilities to serve our recipients and providers. Here we thoroughly review the 
subcontractor’s staffing plans, interview the staff, verify systems and workspaces are 
secure, identify key compliance personnel, discuss FWA training and processes, perform 
a HIPAA walk-through, and validate the entity’s reporting capabilities.  


Upon completion of the desk and onsite audits, the auditor determines if delegation is to 
be approved. If issues have been identified through the pre-delegation audit, they are 
documented and sent to the subcontractor, who is required to remediate all delegation 
issues within 20 days or otherwise forego delegation of services. If no issues are 
identified, or they are remediated timely, the auditor submits the delegate for approval 
to Delegation Oversight management. Delegation Oversight management reviews and 
approves delegation, if warranted, and reports the delegation to the following 
committees:  


 Delegation Oversight Committee: This committee consists of functional leadership 
throughout the organization and is directly responsible for providing oversight of the 
Delegation Oversight function and providing strategic direction for the monitoring 
and oversight process.  


 Quality Improvement Committee: This committee consists of cross-functional clinical 
team and is responsible for clinical quality improvement initiatives within the 
organization.  


 Corporate Compliance Committee: This committee consists of Sr. Leadership 
throughout the organization and is responsible for providing oversight of Compliance 
initiatives.  


 Regulatory Compliance Committee: This committee consists of members of the Board 
of Directors responsible for governance of WellCare’s Compliance Program.  


The auditor also schedules a subsequent audit six months after the effective date of 
delegation of services. During this follow up audit we complete file reviews, where 
applicable, to evaluate the subcontractor’s performance against our standards and 
regulatory requirements. 


PROVIDING PROOF OF PAYMENT TO ANY SUBCONTRACTOR(S) USED FOR 
THIS PROJECT/CONTRACT 
Upon request from the State, WellCare will provide proof of payment to any 
subcontractor used for this project/contract. Upon request, WellCare will provide 
cancelled checks, check copies, or other sufficient proof of payment documents to prove 
payment to subcontractors. We will provide all agreed upon proof(s) of payment within 
a timeline determined by the State.  


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


At the end of Section 4.2 are the required responses by subcontractor (identified in 
4.2.1.1) as requested in Section 4.1, Vendor Information. At the end of each 
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subcontractor’s questionnaire response is their package with additional information 
provided by the subcontractor. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for 
any proposed subcontractors. 


Please refer to Attachment 4.2.1.5 Subcontractor Business References at the end of 
Section 4.2 as requested in Section 4.3, Business References. 


WellCare’s subcontractors (identified in 4.2.1.1) have submitted the required business 
reference documents in compliance with the RFP requirement to the State of Nevada, 
Purchasing Division. 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of 
the subcontractor is provided to the vendor. 


We shall not allow any subcontractor to commence work until all insurance required of 
the subcontractor is provided to the vendor. Except as noted in Attachment B, each of 
WellCare’s subcontractors identified within Section 4.2.1.1 is in compliance with the 
insurance requirements of this RFP.  


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not 
identified within their original proposal and provide the information originally requested in 
the RFP in Section 4.2, Subcontractor Information.  The vendor must receive agency 
approval prior to subcontractor commencing work. 


We will notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the 
RFP in Section 4.2, Subcontractor Information. We will receive agency approval prior to 
subcontractor commencing work. 
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4.2.1.4. Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


Below are the required responses by subcontractor as requested in Section 4.1, Vendor 
Information. At the end of each subcontractor’s questionnaire response is their 
attachment package with all of the additional information provided by the 
subcontractor. 


In the interest of transparency, WellCare of Nevada intends to subcontract with its 
affiliate, Comprehensive Health Management, Inc. (“CHMI”), for administrative services. 
Like WellCare of Nevada, CHMI is a wholly owned subsidiary of WellCare Health Plans, 
Inc. It provides administrative services for all of WellCare’s plans. The information 
regarding WellCare’s experience included in Section 4.1, Vendor Information, therefore 
applies to CHMI. Pursuant to the instructions in Section 9.1.14, we have not reproduced 
the information provided in Section 4.1 in this section. 


As indicated by the State’s response to Question 258 in Amendment 2 to the RFP, 
we have not included financials for our subcontractors. 


CONCENTRIX  
Claims Management 
4.1.1 
Company name: Concentrix Daksh Services India PVT LTD (the 


“Subcontractor”) 


Ownership (sole proprietor, 
partnership, etc.): 


PVT LTD company  


State of incorporation: New Delhi, India  


Date of incorporation: December 24th, 1999 


# of years in business: 2 years 


List of top officers: Ravinder Singh Rana(Director) 


Location of company 
headquarters: 


Unit#101, 2nd Floor, West End Mall, District Center, 
Janakpuri, India 


Location(s) of the company 
offices: 


9 Locations in India  


Location(s) of the office that will 
provide the services described in 
this RFP: 


Survey No.191, Tower C/D, TPO, Off. Airport Road, 
Yerwada, PUNE, 411006, India  


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


120 in WellCare account alone 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


1500+ 


Location(s) from which 
employees will be assigned for 


Pune, India  
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CONCENTRIX  
Claims Management 
this project: 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 
Concentrix Daksh Services India Private Limited is registered in Nevada. 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding 
the Nevada Business License can be located at http://nvsos.gov. 
 
Is “Legal Entity Name” the same name as vendor is doing business as?  If “No”, provide explanation. 
Nevada Business License Number: 815055 
Legal Entity Name: Concentrix Daksh Services India Private Limited 
☒ Yes ☐ No 
 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 
WellCare acknowledges sub-contractors requirement. 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
☐ Yes ☒ No 
 


Question Response 
Name of State agency: Not applicable 
State agency contact name: Not applicable 
Dates when services were performed: Not applicable 
Type of duties performed: Not applicable 
Total dollar value of the contract: Not applicable 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 
☐ Yes ☒ No 
 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
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CONCENTRIX  
Claims Management 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? If “Yes”, please provide the following information.  Table 
can be duplicated for each issue being identified. 
A. Date of alleged contract failure or breach: 
B. Parties involved: 
C. Description of the contract failure, contract breach, or litigation, including the products or services 
involved: 
D. Amount in controversy: 
E. Resolution or current status of the dispute: 
F. If the matter has resulted in a court case:  
    Court: 
    Case Number: 
G. Status of the litigation: 
☐ Yes ☒ No 
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E.  
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations. 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
☒ Yes ☐ No 
Concentrix has reviewed Attachment E and understands the expectations. 
4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages. 
Concentrix Daksh formerly known as IBM Daksh has been in this healthcare industry for more than 
15 years. We have over 300 customers across the globe and we cater to various sectors like 
Healthcare, Insurance, Banking & Customer Relationship Management etc. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
No.  


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
More than 10 years.  


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector.   
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CONCENTRIX  
Claims Management 
The company offers enhanced capabilities in advanced analytics, enabling technologies and non-
voice services. Concentrix delivers services by voice, mobile, social and Web chat across multiple 
geographies. 


4.1.11.2  Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   
The ultimate parent company is Synnex Corporation. The shareholder of the company is  
Concentrix Services (Netherlands) B.V. 
 
Please refer to Concentrix attachment labeled “Attachment 4.2.1.4 – Concentrix”. 
4.1.11.3  Is your firm a resident of Nevada or a resident of another state?  If so, please list the state 
of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 
No 
4.1.11.4  The location of disaster recovery back-up site. 
Not applicable but can be provided.   
4.1.11.5    The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 
Dr. Srikant Lalichaty 
Project Executive 
860 Carriage Road 
Pittsburgh, PA 15220 
Cell: 412 932 8072 


4.1.11.6  The size of organization in assets, revenue and people. 
Concentrix Daksh India PVT LTD is a non-publicly traded company. You may write to Dr. Srikant 
Lalichaty for any information if required.  
4.1.11.7  The organizational chart of your senior management by function including key 
personnel. 
Please refer to Concentrix attachment labeled “Attachment 4.2.1.4 – Concentrix”. 


4.1.11.8  The areas of specialization. 
Health Insurance, Banking, Telecomm, Travel, Automobile, etc.  


4.1.11.9  The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are available. 
We have a huge and diverse client base with more than 300 product lines and businesses. In RFP’s 
we don’t provide info of revenues at product level/ service lines other than what is available in 
the SYNNEX annual report at http://ir.synnex.com/annuals-proxies.cfm 


4.1.11.10 The corporate philosophy and mission statement. 
Our vision is to be the greatest customer engagement services company in the world, rich in 
diversity and talent. The statements below reflect exactly how we will get there and the cultures 
that we have embraced to make this happen. The Concentrix ‘Culture Statements’ are lived out 
on a daily basis by each of our employees around the world. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
Concentrix has grown rapidly over the last 10 years both organically and through acquisition. 
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The most recent transaction was the acquisition of the IBM customer relationship management 
business on Jan 31, 2014. This transformational acquisition makes Concentrix a global Top 10 
player in a growing market. 
In addition to growth via acquisition, we have clearly demonstrated that we are a credible player 
in the delivery of Customer Engagement services through organic growth. In the past 12 months 
alone, post the acquisition of IBM’s CRM business, we have added 10,000 staff members globally 
and opened 13 new locations around the world, including: Porto, Tempe, Varna, Belfast, 
Gourock, London, Dubai, Sydney, Ballarat, Sofia, Danbury, Raleigh, St, Louis and Manila. We 
continue to experience business growth, quarter over quarter, at 3 times that of the industry 
standard. 
At Concentrix our culture is highly entrepreneurial; we never stop looking for ways to develop our 
business portfolio and therefore to deliver against the challenges and opportunities that our 
clients face in a dynamic market. Our growth plans are based upon executing against this 
strategy. 
Recent acquisition is Minacs. 
http://www.everestgrp.com/2016-07-the-summer-of-call-center-outsourcing-cco-consolidation-
concentrix-to-acquire-minacs-sherpas-in-blue-shirts-21585.html 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For example, what kind of planning 
and project management techniques, what resources and organization, etc.? 
Recent acquisition is Minacs. 
http://www.everestgrp.com/2016-07-the-summer-of-call-center-outsourcing-cco-consolidation-
concentrix-to-acquire-minacs-sherpas-in-blue-shirts-21585.html 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
More than 10 years.  


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 
As of today, our major service offerings are:  


• Member Management: Member Calls (for commercial, exchange and government sponsored 
health care plans), enrollment, account set-up, eligibility, billing, benefit plan set-up and 
testing, appeals & grievances, member on boarding and maintenance, outreach programs 


• Provider Management: Provider set-up, credentialing, clinical data entry, network 
management, data entry, claims review, coding, contract processing, accounts 
receivable, correspondence, appeals & grievances, provider calls 


• Marketing and Sales: Member and Provider Experience Assessment, Digital, campaign 
management, lead generation, social media 


• Claims Administration  
• Pre-Adjudication: Indexing, data entry and correction 
• Adjudication: Professional and Institutional claims processing for commercial (indemnity 


and managed care plans), Medicare Advantage and Medicaid plans and for both group and 
individual lines of business. Plans require processing against different fee schedules such 
as HMO, PPO, and standard and negotiated FFS arrangements. Processes also include 
quality and compliance auditing,  
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• Post-Adjudication: payment processing adjustments, overpayment recovery, disputes/ 
deductions, re-pricing, audits, medical cost management 


• Complaints, Appeals & Grievances, Correspondence for member and providers 
• Enterprise claim audit in multi-vendor scenario with human capital as well as with 


Concentrix owned automation assets. 
• Healthcare Intelligence and Analytics 
• Business intelligence reporting, voice of member analytics, wellness management, claims 


leakage prevention automation, rework analytics, business process management, member 
lifetime value analysis, benefit plan decision support 


 
• We have over 5,000 healthcare specialists dedicated to serving healthcare plans across 


end-to-end processes (Voice and Back Office) with delivery centers located across India, 
the Philippines, North America and Central America. 


• Services provided from 5 countries and 12 healthcare centers and by Work-at-Home 
(‘WAH”) agents 


• We adjudicate more than 50 Million claims annually  
• Process 2 Million + enrollments each year  
• Handle 2.5 Million+ email correspondences per year 
• Audit 3 Million+ claims annually for our clients 
• Handle over 5 Million calls per year from Providers & Members across multiple lines of 


business  
• Apply analytics for end-to-end member insights, optimize with automation and technology 
• Plans Supported: Commercial, Group, Exchange Medicare & Medicaid, FSA /HSA, Dental, 


Vision, Behavioral, Student Health 


A. Managing a network of Medicaid Providers; 
Not Applicable  


B. Managed care programs for Medicaid recipients; 
Not Applicable 


C. Managing and improving health outcomes for program recipients; 
Not Applicable 


D. Administering Medicaid utilization and case management programs; 
Not Applicable 


E. Medicaid claims processing and adjudication; 
We do have experience in processing Medicaid claims processing as mentioned above. 


F. Project management; and 
Not Applicable 


G. Qualifications of key personnel. 
Please refer to section 4.1.12.5 of this table. 


4.1.12.2  Describe your experience with performance incentives based on targeted health 
outcome standards.  In addition, identify specific performance measures that would provide the 
most meaningful measure of health care service delivery performance. 
Not Applicable  
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4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices.  
 
Concentrix is an Inaugural Partner of AHIP Innovation Lab-formed to address Health Plans’ top 
challenges, bringing thought leadership and driving innovation solutions through collaboration. 
Concentrix has also invested in Analytics team, that is capable of identifying key trends and 
patterns to drive Healthcare costs down. 


4.1.12.4  Describe the experience your organization has had working with state government 
and/or experience in specifically related services.   
Concentrix does not work directly State government or agencies directly but provides services on 
Medicare and Medicaid Services for Health plans. 


4.1.12.5  Provide the names, résumés, and any additional pertinent information regarding 
key personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements set 
forth herein.  This information must be included in vendor’s technical response to the RFP. 
Aniket Pharanda – Delivery Project Executive 
Rumit Singh – Delivery Project Executive 
Sudeshna Auddy – Manager, Quality 
Rony Abraham – Delivery Operations Manager 
 
Please see Tab VII for resumes for each proposed key staff member. 


4.1.12.6  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 
A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
Listed above 


4.1.12.7  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.   
Please refer to Concentrix attachment labeled “Attachment 4.2.1.4 – Concentrix”. 


4.1.12.8  List any bilingual staff, the area to which they are assigned and the languages 
spoken. 
Not Applicable 


4.1.12.9 List any associations or organizations to which the organization belongs. 
Not Applicable 
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4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada 
statewide health information exchange (HIE)?  Please indicate your answer using the following 
table: 
Concentrix is an Inaugural Partner of AHIP Innovation Lab. 


Provider Category % Participation 
Financial 


Participation Only 
Financial Participation 
and Provide Data into 


the HIE 
Physician Not applicable  Not applicable  


Acute Care Hospital Not applicable  Not applicable  


Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


Not applicable  Not applicable  


Laboratory Not applicable  Not applicable  


Radiology Not applicable  Not applicable  


All Other Not applicable  Not applicable  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your 
network to participate in the HealtHIE Nevada statewide health information exchange?  Please 
describe. 
Not Applicable 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the 
tool to improve the health of your managed care populations and to control plan costs. 
Not Applicable 


4.1.14 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information. 
4.1.14.1 Dun and Bradstreet Number 
65-101-0097 


4.1.14.2 Federal Tax Identification Number 
570935614 


4.1.14.3 The last two (2) years and current year interim: 
A. Profit and Loss Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
B. Balance Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
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THE SHAREHOLDING STRUCTURE, ORGANISATION CHART 
AND THE SENIOR MANAGEMENT  


Concentrix Corporation is a wholly owned subsidiary of SYNNEX Corporation. Details and 
information of our shareholders ownership profiles are available on our website page: 
http://ir.synnex.com/ownership-profile.cfm 


Concentrix believes in a flat management structure to promote customer intimacy and velocity in 
addressing the dynamic marketplace our clients and their customers operate in. This structure 
benefits our clients in easy escalation paths and knowledgeable Concentrix executives 
understanding the details of the client business. Sharing ideas, providing thought leadership, 
creativity, and investment decisions are proactive and provided as part of Concentrix’ foundation and 
discipline. 


Concentrix’s high-level Executive organization structure is illustrated below:  
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4.1.1 
Company name: CVS Health 
Ownership (sole proprietor, 
partnership, etc.): 


CaremarkPCS Health, L.L.C. ("CVS Health") is a wholly-
owned direct subsidiary of CaremarkPCS, L.L.C., a 
subsidiary of Caremark Rx, L.L.C., whose ultimate parent 
company is CVS Health Corporation. 


State of incorporation: CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS 
Health, L.P.) was formed as a limited partnership in the 
State of Delaware. 


Date of incorporation: CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS 
Health, L.P.) was formed on May 31, 2000.  It converted 
from a limited partnership to a limited liability company on 
January 1, 2009. 


# of years in business: CVS Health has been providing PBM services since 1969. 
List of top officers: Following is the list of principal officers of Caremark PCS 


Health, L.L.C.: 
• Daniel P. Davison (President and Treasurer) 
• Thomas S. Moffatt (Vice President and Secretary) 
• Sheelagh M. Beaulieu (Assistant Treasurer) 
• Jeffrey E. Clark (Assistant Treasurer) 
• Erik J. Heikkenen (Assistant Secretary). 


Location of company headquarters: CVS Health is located at the following address: 
 
One CVS Drive 
Woonsocket, Rhode Island 02895 


Location(s) of the company 
offices: 


CaremarkPCS, L.L.C.'s primary location is at the following 
address: 
 
9501 E. Shea Boulevard 
Scottsdale, Arizona  85260 


Location(s) of the office that will 
provide the services described in 
this RFP: 


The locations that will provide services are located at the 
following: 
 
9501 E. Shea Boulevard 
Scottsdale, Arizona  85260 
 
750 West John Carpenter Freeway Suite 1200 
Irving, Texas 75039 
 
One CVS Drive 
Woonsocket, Rhode Island 02895. 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


CVS Health employs 1,934 colleagues in the State of 
Nevada, 1,121 of who are full time employees.  


Number of employees nationally 
with the expertise to support the 


CVS Health employs 21,070 nationally.  
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requirements in this RFP: 
Location(s) from which employees 
will be assigned for this project: 


The account team supporting WellCare is located in: 
• Woonsocket, RI 
• Irving, TX 
• Scottsdale, AZ 
• Tampa, FL 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 
CVS Health confirms. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding 
the Nevada Business License can be located at http://nvsos.gov. 
 
Is “Legal Entity Name” the same name as vendor is doing business as?  If “No”, provide explanation. 
Nevada Business License Number: NV20091142864 
Legal Entity Name: CaremarkPCS Health, L.L.C. 
 
Please refer to CVS attachment labeled “Attachment 4.2.1.4 – CVS” 


☒ Yes ☐ No 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that 
do not contain the requisite licensure may be deemed non-responsive. 
CVS Health confirms. CVS Health is in material compliance with all rules and regulations that may 
have an impact on our operations. We have all applicable federal and state licenses required for 
the provision of PBM services, and we are licensed to conduct business in all 50 states, Puerto 
Rico, and the Virgin Islands. Each pharmacy holds a resident state license from the pharmacy 
board of the state in which the pharmacy is located.  In addition, where required, each pharmacy 
is licensed as a non-resident pharmacy in states in which such pharmacy delivers product.   
 
Please refer to CVS attachment labeled “Attachment 4.2.1.4 – CVS”. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
☐ Yes ☒ No 
CVS Health is not currently engaged in any PBM contracts with any state of Nevada agencies, nor 
have we had PBM contracts with State of Nevada agencies within the past 10 years. 


Question Response 
Name of State agency: Not applicable 
State agency contact name: Not applicable 
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Dates when services were performed: Not applicable 
Type of duties performed: Not applicable 
Total dollar value of the contract: Not applicable 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to perform. 
☐ Yes ☒ No 


CVS Health Corporation is a publicly traded corporation, and as such, cannot provide this 
information relative to its shareholders/owners. To the best of our knowledge, none of the CVS 
Health senior executives are current or former government officials.   


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 
ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must 
also be disclosed. 
Does any of the above apply to your company? If “Yes”, please provide the following 
information.  Table can be duplicated for each issue being identified. 
 
A. Date of alleged contract failure or breach: 
B. Parties involved: 
C. Description of the contract failure, contract breach, or litigation, including the products or 
services involved: 
D. Amount in controversy: 
E. Resolution or current status of the dispute: 
F. If the matter has resulted in a court case:  
    Court: 
    Case Number: 
G. Status of the litigation: 
☒ Yes ☐ No 
As a participant in the health care industry, our business operations are subject to complex 
federal and state laws and regulations and oversight by federal and state governmental agencies 
as described in the Company’s Annual Report on Form 10-K for the year ended December 31, 
2015, filed with the SEC on February 9, 2016. We are subject from time to time to various claims, 
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lawsuits and/or governmental investigations relating to our PBM operations which may include, 
without limitation, business matters, contract matters, employment issues and professional 
liability claims. Our 2015 10-K can be found in the following link:  
http://investors.cvshealth.com/~/media/Files/C/CVS-IR-v3/documents/09-02-2016/CVS-Final-2015-
Form-10K.pdf 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be 
able to provide the insurance requirements as specified in Attachment E.  
Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations. 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
☒ Yes ☐ No 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 
As a Fortune 10 company, CVS Health, is the largest pharmacy health care provider in the United 
States with integrated offerings across the entire spectrum of pharmacy care.  Through our 
unique suite of assets, we are reinventing pharmacy to offer innovative solutions that help people 
on their path to better health.  We are focused on enhancing access to care, lowering overall 
health care costs for members and payors, and improving health outcomes.  We effectively 
manage pharmaceutical costs and improve health care outcomes through the following divisions 
and associated start dates: 


• CVS/pharmacy: The retail division of CVS Health is America’s leading retail 
pharmacy.  The first CVS store, selling health and beauty products, was founded in 1963 
in Lowell, Mass. by brothers Stanley and Sidney Goldstein and partner Ralph Hoagland. 


• CVS/Caremark: The pharmacy benefit management (PBM) and mail service pharmacy 
division of CVS Health provides a full range of PBM services.  Pharmaceutical Card System 
(PCS), a predecessor of Caremark, was founded in 1969 in Scottsdale, Arizona, effectively 
launching the pharmacy benefit management industry. 


• CVS/specialty: The specialty pharmacy division of CVS Health includes our specialty 
pharmacy services for patients who require treatment for rare or complex conditions.  We 
pioneered hemophilia home care and began supplying specialty medications in 1978, via 
predecessor Baxter Health Care Corporation. 


• CVS/minuteclinic: The retail medical clinic division of CVS Health is the leading retail 
medical clinic provider in the United States.  The first QuickMedx centers (the predecessor 
to MinuteClinic®) opened in the Minneapolis-St. Paul area in May 2000 as a more 
affordable alternative to ERs and urgent care centers. 


 
We were recently recognized by Corporate Responsibility Magazine for jumping 50 spots to #29 
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on the Best Corporate Citizens List for our focus on health care, the environment and business 
leadership. CVS Health is ranked #31 on Fortune’s first “Change the World” list which recognizes 
companies that have made a sizable impact on major global social or environmental problems as 
part of their competitive strategy.  This recognition is a reflection of the work being done across 
our enterprise to support our Corporate Social Responsibility platform.  
 
We believe this is what enables us to provide our clients with unique products and clinical 
programs to help manage their pharmacy trend.  As a pharmacy innovation company, our 
enterprise-wide assets help to differentiate our offerings and enhance the outcomes for our 
clients in the following ways: 


• Unmatched purchasing scale 
• Utilizing our depth of clinical expertise 
• Expanding member choice and access for maintenance prescriptions 
• Focusing on Adherence with Pharmacy Advisor Counseling 
• Enhancing the member experience. 


 
UNMATCHED PURCHASING SCALE 
 
Our purchasing scale across all of our distribution channels makes us the largest purchaser of 
prescriptions in the United States.  We fill more than one (1) billion prescriptions annually. 
 
UTILIZING OUR DEPTH OF CLINICAL EXPERTISE 
 
Our insights build on our experience with consumer behavior through our retail CVS/pharmacy 
locations along with research collaborations with top-tier medical organizations, such as Harvard 
Medical School and Brigham and Women’s Hospital.  This knowledge enables us to deliver best-in-
class interventions and adherence solutions in mail and retail.  Our intervention methods utilize 
one of the most influential advisors at the point of care—the pharmacist. 
 
EXPANDING MEMBER CHOICE AND ACCESS FOR MAINTENANCE PRESCRIPTIONS 
 
The Maintenance Choice® program is one of the most popular programs among our clients, 
benefitting 2,213 clients and more than 21.1 million members, to date.  This program offers 
members the choice of receiving their 90-day medication supplies through CVS/pharmacy or CVS 
Health mail service, all at the mail pricing and copay, enabling clients to save up to 4% of gross 
pharmacy costs and achieve a mail dispensing rate that is 2-3% higher than clients with a 
standard mandatory mail program.  Launched in 2013, our voluntary program is designed to be 
compatible with more plan designs. 
 
FOCUSING ON ADHERENCE WITH PHARMACY ADVISOR® COUNSELING 
 
In 2013, we expanded our Pharmacy Advisor Counseling program to include more members who 
have prevalent, costly chronic conditions.  With the success of this program in the commercial 
marketplace, we continue to evolve our products to help many clients and lines of business across 
diverse markets.  As such, we also developed a new Pharmacy Advisor Counseling offering for 
Medicare clients and have begun providing one-on-one counseling for Medicare members with 
diabetes and cardiovascular conditions to help plans improve clinical Star measures.  We also 
developed a Pharmacy Advisor Counseling program, further expanding our capabilities to help 
Medicaid plans improve HEDIS measures in 2014. 
 
Pharmacy Advisor Counseling provides targeted interventions for members who are receiving an 
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initial prescription to treat a chronic condition, are non-adherent to prescribed medications, or 
who may have gaps in their drug therapy.   
 
TARGETED INTERVENTIONS 
 
The program is structured to provide the right level of assistance based on where a member is 
with their therapy. We leverage predictive analytics to deliver the optimal intervention at the 
right time, and through the most effective channel for the member. 


• Maintaining optimal adherence – Proactive monitoring and member and prescriber 
intervention help counter the tendency for adherence to decline 


• Members who are new to therapy – First-fill counseling reinforces the importance of 
adherence before members take their first dose 


• Promoting adherence – One-on-one counseling for members who are late to fill helps get 
them back on track. 


 
All clinical discussions are performed by a pharmacist.  We offer members access to face-to-face 
counseling at retail locations.  For members who use CVS Health mail service, we have a 
dedicated team of phone-based pharmacists who provide proactive, outbound counseling and 
inbound access six days a week for members in this program.  This means that the program 
benefits all members regardless of the channel or retail pharmacy the member chooses to fill 
their prescriptions. 
 
Additionally, our Pharmacy Advisor® Counseling program maintains Health Call Center (HCC) 
accreditation from URAC, which demonstrates our commitment to quality health care.  This 
accreditation ensures that registered nurses, physicians, or other validly licensed individuals 
perform the clinical aspects of triage and other health information services in a manner that is 
timely, confidential, and includes medically appropriate care and treatment advice. 
 
ENHANCING THE MEMBER EXPERIENCE 
 
Our proprietary Personal Connection Model directly engages with members, and is proven to be 
effective because it is based on our depth of consumer insights and behavioral research; 
investments in technology; and the application of behavioral economics to reinforce appropriate 
clinical or cost-savings member actions.  A few recent results include a 138% improvement in 
response rate with communications campaign to personalize member savings, a 50% increase in 
members moving to generics, and an 18% increase in persistency through targeting of diabetes 
members. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
As a PBM, CVS Health is not a qualified Health Maintenance Organization as defined by 42 U.S.C. 
300e-9. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
CVS Health has been providing PBM services since 1969. 


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described in this RFP 
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to the public and/or private sector.   
CVS Health is leading PBM that provides specialty/biotech services, disease management and 
other health services related to prescription benefit management.  Since first providing PBM 
services in 1969, we have grown to become a national leader in providing programs currently 
serving more than 2,000 clients and their members across all 50 states, Puerto Rico, and the 
Virgin Islands.  Through mail, retail, and specialty distribution channels, we administer programs 
for a diverse client base, including corporations, managed care organizations, insurance 
companies, government entities, unions, third-party administrators, and other organizations that 
pay for health care products and services. 
 
PBMs have evolved considerably over the last 45 years due to the growing recognition of the 
powerful role prescription drugs play in the management of overall health care expenditures.  
The need to manage drug benefits for plan sponsors has never been greater.  As the largest 
integrated provider of prescriptions and pharmacy care in the United States, CVS Health has the 
resources to provide premier quality pharmaceutical care helping deliver what plans want most – 
cost savings and greater member satisfaction. 
 
We understand that offering open access to pharmacy services and honoring consumer 
preferences (retail, mail delivery, or personal consultation with a CVS pharmacist) sets us apart 
from other health care providers.  This method of care reinforces the positive behaviors of 
members and promotes an elevated level of consumer trust – both important elements of our 
industry-leading service model.  CVS Health has grown in a competitive industry and we’ve built 
our products and services around that service model, with the goal of improving health and 
reducing total costs for our clients. 
 
CVS Health has been providing PBM services since 1969. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   
CaremarkPCS Health, L.L.C. ("CVS Health") is a wholly-owned direct subsidiary of CaremarkPCS, 
L.L.C., a subsidiary of Caremark Rx, L.L.C., whose ultimate parent company is CVS Health 
Corporation. 
 
As a Fortune 10 company, CVS Health is the largest pharmacy health care provider in the United 
States with integrated offerings across the entire spectrum of pharmacy care.  Through our 
unique suite of assets, we are reinventing pharmacy to offer innovative solutions that help people 
on their path to better health.  We are focused on enhancing access to care, lowering overall 
health care costs for members and payors, and improving health outcomes.  We effectively 
manage pharmaceutical costs and improve health care outcomes through the following divisions 
and associated start dates: 


• CVS/pharmacy: The retail division of CVS Health is America’s leading retail 
pharmacy.  The first CVS store, selling health and beauty products, was founded in 1963 
in Lowell, Mass. by brothers Stanley and Sidney Goldstein and partner Ralph Hoagland. 


• CVS/caremark: The pharmacy benefit management (PBM) and mail service pharmacy 
division of CVS Health provides a full range of PBM services.  Pharmaceutical Card System 
(PCS), a predecessor of Caremark, was founded in 1969 in Scottsdale, Arizona, effectively 
launching the pharmacy benefit management industry. 


• CVS/specialty: The specialty pharmacy division of CVS Health includes our specialty 
pharmacy services for patients who require treatment for rare or complex conditions.  We 
pioneered hemophilia home care and began supplying specialty medications in 1978, via 
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predecessor Baxter Health Care Corporation. 
• CVS/minuteclinic: The retail medical clinic division of CVS Health is the leading retail 


medical clinic provider in the United States.  The first QuickMedx centers (the predecessor 
to MinuteClinic®) opened in the Minneapolis-St. Paul area in May 2000 as a more 
affordable alternative to ERs and urgent care centers. 


 
The table below lists the five largest shareholders of the common stock of CVS Health.  


Five (5) Largest Shareholders 
Rank Firm Name % of outstanding shares Position 


1 The Vanguard Group, Inc. 6.66 71,529,011 
2 Blackrock, Inc. 6.15 66,020,505 
3 FMR LLC 4.55 48,866,979 
4 State Street Corp  4.15 44,552,112 
5 Wellington Management Company, LLP 2.80 30,063,417 


Total  24.31 261,032,024 
Source: SEC filings, CVS Health research.  Current as of March 31, 2016. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list 
the state of residence.  Does your resident state apply a preference, which is not afforded to 
bidders or vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 
CVS Health is not a resident of Nevada.  CVS Health is headquartered in Rhode Island.   
 
CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS Health, L.P.) was formed as a limited 
partnership in the State of Delaware on May 31, 2000.  It converted from a limited partnership to 
a limited liability company on January 1, 2009. 


4.1.11.4  The location of disaster recovery back-up site. 
Our Production Data Center is located in Scottsdale, Arizona, which is a "hardened" facility 
designed to protect the computer systems and minimize any disruption to normal processing.  
Critical business functions running in our Production Data Center are being replicated real-time to 
our Woonsocket, Rhode Island Disaster Recovery Center. 


4.1.11.5  The name, address and telephone number of the Vendor’s point of contact for a 
contract resulting from this RFP. 
The primary points of contact can be found below: 


• Jason Stenta 
1 CVS Drive 
Woonsocket, RI 02895 
401-770-7944 


• Christie Raymond 
9501 E Shea Blvd 
Scottsdale, AZ 85260 
480-438-2757 


4.1.11.6  The size of organization in assets, revenue and people. 
In 2016, we currently provide prescription benefit services to more than 79,000,000 lives. 
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Please find our financial results from 2015 below: 


2015  
Total Revenue $153.3 billion 
Net Profit/(Loss) $9.5 billion 
Current Assets $30.3 billion 
Current Liabilities $23.2 billion 


Total Assets $93.7 billion 


Total Liabilities $56.5 billion 


Operating Cash Flow $8.4 billion 


Cash and Cash Equivalents $2.5 billion 


Total Equity (Net Worth) $37.2 billion 
 


4.1.11.7  The organizational chart of your senior management by function including key 
personnel. 
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4.1.11.8  The areas of specialization. 
As a Fortune 10 company, CVS Health is the largest pharmacy health care provider in the United 
States with integrated offerings across the entire spectrum of pharmacy care.  Through our 
unique suite of assets, we are reinventing pharmacy to offer innovative solutions that help people 
on their path to better health.  We are focused on enhancing access to care, lowering overall 
health care costs for members and payors, and improving health outcomes.  We effectively 
manage pharmaceutical costs and improve health care outcomes through our pharmacy benefit 
management (PBM), mail order and specialty pharmacy division, CVS/caremark; our 
CVS/pharmacy® retail stores; and our retail-based medical clinic subsidiary, CVS/minuteclinic. 
 
CVS HEALTH PRESCRIPTION SERVICES 
 
CVS Health is leading PBM that provides specialty/biotech services, disease management and 
other health services related to prescription benefit management.  Since first providing PBM 
services in 1969, we have grown to become a national leader in providing programs currently 
serving more than 2,000 clients and their members across all 50 states, Puerto Rico, and the 
Virgin Islands.  Through mail, retail, and specialty distribution channels, we administer programs 
for a diverse client base, including corporations, managed care organizations, insurance 
companies, government entities, unions, third-party administrators, and other organizations that 
pay for health care products and services. 
 
PBMs have evolved considerably over the last 45 years due to the growing recognition of the 
powerful role prescription drugs play in the management of overall health care expenditures.  
The need to manage drug benefits for plan sponsors has never been greater.  As the largest 
integrated provider of prescriptions and pharmacy care in the United States, CVS Health has the 
resources to provide premier quality pharmaceutical care helping deliver what plans want most – 
cost savings and greater member satisfaction. 
 
We understand that offering open access to pharmacy services and honoring consumer 
preferences (retail, mail delivery, or personal consultation with a CVS pharmacist) sets us apart 
from other health care providers.  This method of care reinforces the positive behaviors of 
members and promotes an elevated level of consumer trust – both important elements of our 
industry-leading service model.  CVS Health has grown in a competitive industry and we’ve built 
our products and services around that service model, with the goal of improving health and 
reducing total costs for our clients. 
  
Investments in Quality and Technology 
 
As a result of ongoing investments in quality and technology, CVS Health has brought integrated 
mail and retail drug distribution to a higher level.  Through sophisticated information 
management systems, every prescription administered by CVS Health is subject to a process that 
promotes timeliness, member safety, effective communication, and client goals for plan 
management. 
 
Retail Network Offering 
 
Our retail network offering provides added convenience to members, by giving them the option to 
obtain their prescriptions at pharmacies nationwide that currently participate in the CVS Health 
National Network.  Additionally, we provide unique services via CVS/pharmacy locations via our 
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Maintenance Choice offering.  Our network options provide online, real-time drug utilization 
review and are managed by CVS Health and our networks are designed to balance pharmacy 
access and client savings. 
 
Mail Service Offering 
 
Our industry-leading mail service pharmacies and support facilities operate in unison to process 
and deliver your members’ prescription medications as seamlessly and quickly as possible.  Our 
technologically advanced mail pharmacies run in an automated, paperless environment with 
efficiencies that allow dispensing and shipping from the facility most appropriate for The State 
members based on several factors, including most efficient prescription order processing time 
and proximity to a member’s desired shipping destination (allowing for a reduced total transit 
time). 
 
Governed by comprehensive quality assurance standards and Total Quality Management 
practices, each CVS Health mail service processing pharmacy screens every order to identify 
possible drug interactions or allergies and to promote clinical drug safety and appropriate use.  
Computerized edits verify member eligibility and plan design compliance.  Members will benefit 
from reduced out-of-pocket expenses; timely prescription delivery; simplified order and refill 
procedures, with toll-free assistance available from CVS/caremark Customer Care 
Representatives. Registered Pharmacists are available 24 hours a day to answer any questions 
members may have regarding their prescribed medications. 
 
CVS HEALTH SPECIALTY  
 
In 1978, CVS Health specialty pioneered the concept of home infusion for hemophilia patients and 
then we expanded these services to encompass specialized management for more than 70 
specialty disease states.  We take a high-touch, personalized approach to help improve health 
and reduce total costs for our clients.  We focus on the specific needs of each member and 
emphasize early intervention, prevention of complications, and management of drug utilization 
and compliance.  These activities are supported by 7,800 staff specialized to support these 
complex therapies, and our CareTeam model which includes pharmacists, nurses, and dieticians. 
 
Members nationwide receive services provided by our network of specialty pharmacies, access to 
more than 9,500 CVS/pharmacy stores nationwide, and availability of our ambulatory infusion 
suites.  We have worked hard to create high-quality, innovative specialty pharmacy services to 
help maximize control over cost drivers now and into the future.  We take into account the entire 
picture of specialty spend, regardless of the benefit, site of service, or distribution channel to 
help each client manage their specialty spend across pharmacy and medical benefits.  This 
includes PBM-like capabilities and management for drugs under the medical benefit, support for 
all infusion needs via Coram CVS/specialty infusion services, and enhanced nursing services to 
support comorbidities. 
 
CVS HEALTH INTEGRATED APPROACH 
 
CVS Health has proven that one of the best ways to improve health and reduce total costs is 
through a fully integrated prescription drug benefit program.  Our integrated approach goes 
beyond the scope of the mail service program by reducing mail, retail, and specialty prescription 
drug costs and improving drug utilization.  Our goal is to manage and touch all prescriptions, 
provide a holistic view of the medications for your members across medical and pharmacy 
benefits, and ultimately helping them on their path to better health. 
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4.1.11.9  The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are available. 
CVS Health’s main service lines include CVS/pharmacy and CVS/caremark (represented below as 
Caremark Pharmacy Services). 


Year CVS Health Caremark Pharmacy 
Services 


Percent of Revenue from 
Pharmacy Services Segment 1 


2015  $153.3 billion $100.4 billion 65.5% 


2014 $139.4 billion $88.4 billion 63.4% 
1Percent of revenue from Caremark Pharmacy Services excludes impact of intersegment eliminations. 


4.1.11.10  The corporate philosophy and mission statement. 
CVS Health is a pharmacy innovation company. 
 
Millions of times a day, close to home and across the country, we’re helping people on their path 
to better health. 
 
We’re reinventing pharmacy to have a more active, supportive role in each person’s unique 
health experience and in the greater health care environment—from advising on prescriptions to 
helping manage chronic and specialty conditions to providing quality walk-in medical care and 
pharmacy benefits management. 
 
Because we’re present in so many moments, in ways that are more affordable and effective, 
we’re able to positively influence health behavior and shape the future of health care for people, 
businesses and communities. 
 
Health is everything. 


4.1.11.11  A description of any plans for future growth and development of your organization. 
The health care landscape is changing rapidly, and we recognize the need to continually invest in 
an advanced operating environment to be ready for the demands of this dynamic environment.  
CVS Health Corporation spends more than $1.5 billion per year across our enterprise to ensure 
our systems are leading-edge and provide superior capabilities needed in an increasingly 
complex, government regulated health care environment.  
 
As a Fortune 10 company, our corporate investment strategy also contemplates the health care 
evolution, which is why we continue to make significant investments in the following areas: 


• Unlock the value of adherence. Our investments in clinical capabilities, including our 
Pharmacy Advisor Counseling program, have enabled us to improve member health and 
lower total costs for our customers.  While this value is an integral part of our 
proposal to The State, we believe we have only begun to unlock adherence-related 
value for our clients, and continue to invest accordingly. 


• Extend our specialty capabilities into the medical benefit.  Our specialty capabilities 
have been highly effective in helping our clients manage specialty drug spend while 
promoting medication persistency for members. 


• Connect and engage physicians. In conjunction with our clinical programs, we are 
making complementary investments to support physician engagement and to encourage 
industry-wide connectivity that makes the right member-specific information available 
to the health care provider for evaluation and action. 
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• Engage members through digital strategies. We continue to invest in digital 
capabilities to better engage members, utilizing our enterprise-wide member touch 
points.  We were recently honored as InformationWeek’s 2015 Elite 100 Winners and 
also as the 2015 CIO 100 Award Winner distinguished by creating business value 
through the effective and innovative use of information technology. 


• Establish a seamless experience for clients and members. Our aim is to create a 
seamless experience, helping to ensure that clients and members receive exceptional 
service from implementation through benefit access and reporting. 


 
UNLOCKING THE FULL VALUE OF ADHERENCE 
 
Our prior investments in clinical capabilities, including our Pharmacy Advisor solution, have 
enabled us to improve member health and lower total costs for our customers.  This value is an 
integral part of our proposal to The State. However, we believe we have only begun to fully 
unlock adherence-related value for our customers, and we continue to invest in the following 
ways: 


• Develop advanced analytic and predictive modeling capabilities to better target members 
with the most impactful outreaches for adherence improvement 


• Expand the channels through which we deliver adherence messages to members (e.g., 
MinuteClinic, non-CVS pharmacies) and broaden the types of messages we can deliver to 
the member on your behalf (e.g., pharmacist counsel to a member with diabetes who is 
missing HbA1c test) 


• Utilize devices to support member compliance to their regimes 
• Integrate communications to physicians and their offices as an additional influence point 


on the member 
− Connect insights and real-time pharmacy data back to physicians for more informed 


decisions 
• Investigate new methods to overcome adherence barriers (e.g., script synchronization, 


simplified medication packaging; technologies for 24/7 monitoring); several options are 
being piloted with expected deployment in the next two years. 


 
We expect that these and other adherence initiatives will enable us to dramatically increase the 
savings we can deliver to The State. 
 
CONNECTING AND FULLY ENGAGING PHYSICIANS 
 
As we look to reinvent pharmacy in order to influence member behavior change and to encourage 
evidence-based, cost-effective pharmacy care, we are acutely aware of the critical role that 
physicians, nurse practitioners, pharmacy professionals and supporting staff play in ensuring 
good member care.  In conjunction with our clinical programs, we are making complementary 
investments to support physician engagement and to encourage industry-wide connectivity that 
makes the right member-specific information available to the physician for evaluation and 
action.  Examples include: 


• Connecting CVS Health and payors to allow members and physician outreach through our 
outreach channels, including EHR and at the pharmacy counter 


• Delivering member-specific interventions, including adherence and savings, into the 
provider electronic health record (EHR) 


• Industry-leading electronic prior authorization to allow real-time prior authorization 
submission and approval. 


• Interactive provider reporting system to allow Accountable Care Organizations and 
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Patient-Centered Medical Homes to identify high-opportunity members for intervention 
• MinuteClinic scope expansion, including wellness, chronic disease monitoring and 


treatment, and point of care testing, with results and care summaries delivered back to 
the primary care provider’s HER 


• Telemedicine Services at MinuteClinic and CVS/pharmacy that can serve as an extension of 
the primary care physician. 


 
ENGAGING MEMBERS THROUGH DIGITAL STRATEGIES 
 
More than nine (9) million members actively utilize Caremark.com to access benefit information, 
fill/refill prescriptions, and answer questions about their medications. We have made significant 
investments in digital capabilities over the past two years and we continue to invest in digital 
capabilities to better engage members, utilizing our enterprise-wide member touch points. 
 
Our digital strategy and roadmap is revisited and enhanced regularly to ensure our offering 
reflects, and caters to, the ever-changing industry and the needs of our members and clients.  
Current and future initiatives include: 


• Integration flexibility to provide members a seamless experience: robust Web services, 
enhanced customization and branding options, single sign on 


• Channel expansion to reach members where they are and allow them more choices and 
access points including: continued mobile investment; personalized, targeted and relevant 
communications (email, text, etc.); and chat expansion (online pharmacist chat, video) 


• Member experience improvements informed by member goals and behaviors including: site 
performance improvements; member navigation insights; robust analytics; member 
testing; adherence drivers; and member-specific behavior insights 


• Enhanced tools to assist with price shopping: offer robust tools that allow members to 
compare medications, plans, prices and pharmacies to ensure they are accessing the most 
cost-effective choices their benefit offers 


• Mobile application expansion, including a mobile welcome kit for members 
• Online tools and incentives utilizing gamification techniques to encourage adherence. 


 
FLEXIBLE OPTIONS INCLUDE A CUSTOMIZED OPEN ENROLLMENT SITE 
 
Additionally, prior to The State’s effective date, we can work with you to create and implement a 
client-customized website that communicates new plan information or coverage changes during 
the open enrollment period. The Open Enrollment website provides pre-plan access and limits 
disruption of service during this period by helping members learn about their new plan before the 
plan goes into effect. 
 
The State has the option to customize their site via the following: 


• Displaying the The State name and logo 
• Messaging to The State members in promotional spots 
• Removing or reorganizing navigation buttons 
• Providing member plan information and comparison for up to three plans 
• Posting custom lists and forms 
• Adding plan-specific FAQ 
• Choosing to opt-in or opt-out of email capture functionality. 
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STREAMLINING THE ONLINE EXPERIENCE WITH CAREMARK.COM 
 
As an organization that is focused on finding innovative ways to engage and communicate with 
members, we are looking for opportunities to utilize new technologies to help them manage their 
prescriptions and keep them connected. Some of our most widely used customization examples 
that are focused on streamlining the member experience consist of: 


• Single sign on—members visiting from The State’s site will be authenticated based on the 
member-level data elements passed to CVS Health by The State and they will not have to 
log into Caremark.com separately. 


• Co-branded portal—Your logo can be displayed on Caremark.com so members will see a 
consistent brand and have a link back to their plan site when managing their prescriptions 
and pharmacy benefit. 


• Framed view—You can implement a framed view, which displays the Caremark.com 
navigation within your site navigation, providing your members with consistent navigation 
and an integrated experience between the two websites. 


 
ESTABLISHING AN OVERALL SEAMLESS EXPERIENCE 
 
Our goal is to create an overall seamless experience, ensuring that both The State and its 
members receive exceptional service from implementation all the way through to benefit access 
and plan performance reporting.  We must continue to get the basics right in order to deliver on 
this promise, and have therefore prioritized continued investments in the following areas: 
 
IMPLEMENTATIONS 
 


• Expand and improve our testing capabilities 
− Embed testing in every step of the process 


• Extend automation and modernization of our processes 
 
CLIENT SERVICE TOOLS 
 


• Single portal  
• Improve reporting capabilities 


 
OPERATIONS 
 


• Eligibility process improvements 
• Workflow management tool enhancement 


 
WELCOME SEASON ENHANCEMENTS 
 


• Expanded capacity, ongoing assessment and upgrades to environment  
• Improved release management process 
• Enhanced regression and performance testing 


 
TECHNOLOGY 
 


• Best-in-class service delivery 
• High up-time for system availability 
• Serviceability built into design 
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• Best-in-class cost/value structures. 
 
Through the next several years, we will continue to invest substantial dollars to build a truly 
distinctive PBM offering for our customers.  In order to maintain our differentiation and help our 
clients win in their own markets, we are committed to continuing investment of significant time 
and capital. 


4.1.11.12  Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For example, what kind of planning 
and project management techniques, what resources and organization, etc.? 
On December 16, 2015 - CVS Health Corporation acquired Target Corporations’ pharmacy and 
clinic businesses.  This included more than 1,660 pharmacies across 47 states where we operate 
them through a store-within-a-store format, branded as CVS/pharmacy. In addition, a 
CVS/pharmacy is included in all new Target stores that offer pharmacy services. Target’s nearly 
80 clinic locations were rebranded as MinuteClinic.  The transaction enabled CVS Health to reach 
more members, adding a new retail channel for our offerings, and expanding convenient options 
for consumers. 
 
On August 18, 2015 - CVS Health acquired Omnicare, the leading provider of pharmacy services to 
long-term care facilities.  With the acquisition of Omnicare, CVS Health significantly expanded 
our ability to dispense prescriptions in assisted living and long-term care facilities, serving the 
senior patient population. We also expanded our presence in the rapidly growing specialty 
pharmacy business.  Omnicare’s complementary specialty pharmacy platform and clinical 
expertise augment our capabilities and enable us to continue to provide innovative and cost-
effective solutions to members and payors.   
 
Industry tailwinds that will increase demand for prescriptions include the aging population, 
healthcare reform and rising specialty drug introductions and utilization. We are uniquely 
positioned to capture an outsized share of this growth through our various enterprise channels 
and competitive advantages:  


• Integrated enterprise – In 2008, Caremark’s managed and dispensed claims totaled 740 
million, and we filled 275 million of those scripts through our retail, mail, or specialty 
channels. In 2015, Caremark’s managed and dispensed claims grew to nearly 1.2 billion, 
and 470 million of all PBM claims were filled through one of our enterprise channels, 
highlighting our ability to capture a growing share of a growing pie. This enterprise 
metric demonstrates that the value of a life is greater to CVS Health than it is to our 
pure-play peers, as we have more ways to touch those lives and derive value.  


• Differentiated pharmacy solutions – Our unique products such as Maintenance Choice and 
Pharmacy Advisor remain unmatched in the marketplace.  


• Specialty capabilities – We have broadened our specialty capabilities through the 
acquisitions of Coram and Novologix, and introduced innovative integrated offerings such 
as Specialty Connect. All of this combined has helped us become the largest specialty 
pharmacy in the country – where we can holistically manage the patient, not just the drug.  


• Leading Medicare Part D provider - We acquired incremental lives from several Part D 
providers over the years and are now a leading provider in the fast-growing Med D space.  


• Scale - With our combined retail and mail volume, as well as our generic sourcing venture 
with Cardinal Health, we have unrivaled scale and expertise which allows us to be a low-
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cost provider.  
• Largest retail clinic provider – We are the largest retail clinic provider and the only PBM 


that can offer reduced co-pays at MinuteClinics, providing high-quality, cost-effective 
care.  


 
Through our focus on overall enterprise growth we have the ability to generate substantial free 
cash flow that we deploy through our capital allocation program to enhance shareholder returns. 
We have a consistent track record in our disciplined approach to capital allocation that focuses 
on three key pillars to drive shareholder value: 


• Investing in high-return, value-enhancing projects  
• Increasing our dividend to reach our targeted dividend payout ratio of 35% by 2018  
• Executing on our share repurchase program with targeted buybacks of $4 to $5 billion 


annually.  
 
Through this framework, we have been able to generate significant returns for our shareholders 
that outpace the broader market indices. In fact, last year CVS Health produced a total return of 
2.5 percent compared to 1.4 percent and 0.2 percent for the S&P 500 Index and the Dow Jones 
Industrial Average, respectively. 


4.1.11.13  Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
CVS Health has been providing PBM services since 1969. 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 
 


A. Managing a network of Medicaid Providers; 
CVS Health offers multiple retail network options to provide optimal geographic coverage while 
allowing clients to manage their pharmacy spend in the retail channel. The CVS Health National 
Network is available for maximum coverage at marketplace-competitive rates and fees, while 
limited networks such as the Advanced Choice Network, offer savings while eliminating network 
redundancy.  CVS Health will develop a network in consultation with The State that meets 
GeoAccess requirements.  We’ve had success in implementing preferred network strategies in 
multiple States for our Managed Medicaid clients. 
 
We are well versed in The State’s requirements for network management.  We can provide you 
with required network quarterly and annual reporting.  We have also developed a provider portal 
for education to providers on the benefits.   
 
CVS Health will credential and re-credential the provider network.  We have a process to ensure 
that all required Disclosure of Information requirements are met.  We start with an online pre-
certification for new providers.  If they don’t submit Disclosure information, the credentialing 
process stops there.  Once we collect the Disclosure information, we then will screen the provider 
and pharmacist in charge for exclusions from the federal databases as well as any State exclusion 
database.  We check these databases on a monthly basis to ensure we do not pay excluded 
providers. 


B. Managed care programs for Medicaid recipients; 
The following offerings can help member plans manage Medicaid drug benefit needs: 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


291







Section 4 
Company Background and References 


 


 
 
 


CVS CAREMARK  
Pharmacy Benefits Management 
 
CLINICAL PROGRAMS 
 


• HealthTag®  
CVS Health can help Health Plans extend their reach to engage and retain members 
through its HealthTag program, which offers better coordination and provides more 
comprehensive care to members. Our channels can be used to promote positive member 
behavior change and address opportunities to reduce health care costs. CVS Health has 
industry leading data and targeting algorithms that provide a near real-time view of 
member behavior, allowing us to better identify members who are most likely to 
positively respond to interventions.  
− Providing physicians with real-time pharmacy claims data can help paint a more 


complete picture of the member’s health. 
− Face-to-face delivery of healthcare improvement messages at CVS/pharmacy can 


effectively increase member engagement and promote positive behavior change. 
− Messages delivered at MinuteClinic or the pharmacy prompt members to obtain 


necessary healthcare such as screenings, vaccinations or chronic condition monitoring . 
Minute Clinic can also provide convenient and low cost acute care. 


− Identifying health improvement opportunities through our real-time pharmacy data 
and clinical targeting provides health plans with important information that can be 
used to better coordinate and improve member care. 


 
• Pharmacy Advisor® Counseling 


CVS Health’s Pharmacy Advisor Counseling program can help improve adherence to chronic 
medications to manage the most common conditions in the Medicaid population, reducing 
associated adverse events and total health care costs.  We do this through proactive one-
on-one member counseling in person at retail or by phone.  Our bi-lingual pharmacists, 
who interact frequently with members, can help bridge the knowledge gap by educating 
and promoting positive behavior change among your population.  Pharmacists counsel on 
the importance of taking medication as prescribed and, if appropriate, encouraging 
enrollment in the plan’s disease management program.  This outreach targets members 
who are non-adherent or new to drug therapy – especially important for those who are 
covered for the first time.  These interventions are delivered by retail pharmacists in 
store, or by specially trained pharmacists at our call centers for members who use other 
retail pharmacies. Pharmacy Advisor Counseling targets chronic, costly conditions that 
drive the majority of health care costs.  The program may also help support Healthcare 
Effectiveness Data and Information Set (HEDIS) and/or state quality measures. Pharmacy 
Advisor is accredited and recognized by URAC for best practice in engaging and influencing 
member health through positive behavior change.  Pharmacy Advisor Counseling draws 
insights from 1.5 million member interactions and ongoing behavioral research to further 
improve quality.  To demonstrate results, we provide clients with regular member activity 
reports.  By maximizing opportunities to interact with members, Pharmacy Advisor 
Counseling is a powerful complement to existing programs for your members. 


C. Managing and improving health outcomes for program recipients; 
Medicaid Medication Therapy Management Program  
For those high-risk members with the most complex and costly medication regimens, CVS Health 
offers a Medicaid Medication Therapy Management (MTM) program geared toward meeting the 
needs of Medicaid members. The program is designed to mitigate adverse medical events and 
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enrich Medicaid members’ understanding of medication use, improve therapeutic outcomes by 
enhancing medication adherence, and reduce adverse drug events. The MTM program includes 
interventions for both members and prescribers. Our comprehensive medication reviews includes 
interactive, face-to-face or telephonic consultation, with follow-up interventions when necessary. 
The face-to-face consultations take place in retail pharmacies nationwide. The MTM program 
consists of two components: the Comprehensive Medication Review (CMR) and Targeted 
Medication Review (TMR).  
 
Comprehensive Medication Review (CMR) is an interactive, person-to-person medication review 
provided to the member by a pharmacist or other qualified provider and is offered at least 
annually. The CMR is a review of the beneficiary’s medications, including prescription, over-the-
counter (OTC) medications, herbal therapies and dietary supplements, which assesses medication 
therapy and optimizes patient outcomes.  The pharmacist may identify a drug therapy problem 
that requires immediate prescriber outreach during the CMR.  If this occurs, the pharmacist is 
instructed to telephone or fax the appropriate prescriber to resolve the drug therapy 
problem.  This service is intended to optimize therapeutic outcomes through improved medication 
use.   
 
Targeted Medication Reviews (TMRs) occur on a quarterly basis, starting during the month in 
which a beneficiary is targeted to participate in the MTM program.  All beneficiaries who meet 
the MTM program targeting criteria will receive TMRs, whether or not the beneficiary, caregiver, 
or prescriber, is able to receive or accept the CMR service. 


D. Administering Medicaid utilization and case management programs; 
Utilization Management – Helps control high utilization, abuse, and access to high-cost drugs.  We 
also can provide exception processing and member-level overrides, at The State’s request.  Our 
experience in Medicaid allows us to provide recommendations for a highly managed, cost 
effective formulary while remaining clinically appropriate.  We create Medicaid-specific criteria 
for prior authorization, step therapy, and quantity limit programs.  


E. Medicaid claims processing and adjudication; 
We use state-of-the-art technology in administrating our clients’ pharmacy programs.  Optimal 
technologies were selected based on individual systems applications to ensure flexible and 
reliable claims processing capabilities. 
 
We have invested in - and will continue to invest in – state of the art systems capabilities.  We 
use IBM Power7 System model 795 hardware.  Redundancy is built into every aspect of our claims 
processing computer systems.  This includes a primary and a secondary processor for production 
and a development processor for development, as well as fully redundant disk storage systems.  
The IBM System model 795 is IBM’s most advanced 64-bit RISC technology and employs five 
notable system concepts, as described below: 


• Layered Machine Architecture – This architecture insulates users from the hardware 
characteristics and enables migration to new hardware technology without impacting the 
application programs. 


• Object Orientation – Everything that can be stored or retrieved on the machine is known 
as an object.  Objects exist to make users independent of the internal structure of the 
machine. 


• Single-Level Storage – Main storage and disk storage appear contiguous by implementing a 
device-independent addressing mechanism when an object is saved or restored on the 
system.  This means that extra storage can be added without affecting application 
programs. 
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• Hierarchy of Microprocessors –The System features a large number of microprocessors in 
addition to the main system processor.  Each input/output device type on the System has 
its own microprocessors, enabling data to be written or read while the main processor 
executes another application. 


• Operating System (OS) –The OS is a single entity that fully integrates all software 
components (relational database, communications and networking capabilities, etc.) 
needed to support claims processing. 


 
All systems are supported by uninterruptible power supply (UPS) systems, as well as diesel-driven 
power generators, to ensure operations 24 hours a day, 7 days a week.  Because it is predicated 
on scalability, our systems architecture is designed to accommodate significant increases in 
processing requirements. 
 
We maintain a multiplicity of technology systems, with primary functional areas of claims 
adjudication, and data warehousing and decision support.  Each functional area requires very 
specific technologies to address its particular systems requirements. 
 
CLAIMS ADJUDICATION 
 
Our integrated retail and mail service claims adjudication network consists of a varied 
infrastructure composed mainly of many WAN/LAN architectures and a drive for customer 
services.  The WAN media involve Integrated Services Digital Network (ISDN), T-1, and Frame 
Relay services.  The LAN services are mainly NT Ethernet, servers, remote access, hubs, and 
switches.  The protocols in the network are designed for different implementations and uses.  IPX 
is used for customer-specific LANs, NetBEUI is used by NT and peer-to-peer-based systems, and 
System Network Architecture (SNA) typically is used by the IBM mainframes and minis.  Internet 
Protocol (IP), which is used by most network devices and systems, provides for multihost and 
single-host communications. 
 
Our network is composed of some of the best products from leading vendors in the 
telecommunications industry. Systems are designed to include redundancy features and are 
monitored closely for both fault management and long-term performance.  The State will have 
the following options from which to choose: 


• Connect: Direct operates on the System mainframe, IBM I, as well as the AIX and NT 
environments, for claims data exchange between us and our clients. 


• Secure protocols are used for sending information from one user to another or one system 
to another at different times.  Examples include network files, network messages, and 
documents. 


• Secure Transport is an encrypted method used to exchange files with us.  Methods of 
exchange include https and ftps.  Process automation is accomplished via Secure 
Transport client software.  File exchange is supported by this software or a Web browser 
supporting 128 bit SSL encryption. 


 
The primary method of file transfer utilizes Point-to-Point Protocol (PPP) with dial-up and/or 
leased lines (i.e., T/1 frame).  Our preferred point-to-point hardware solution includes Cisco 
routers and firewalls for connectivity and security. 
 
Our current VPN solution uses Nortell hardware.  We also can create B2B solutions with Cisco 
devices using industry standards. 
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DATA WAREHOUSING AND DECISION SUPPORT 
 
Our data warehousing technology employs a combination of proprietary and third-party-
developed software systems in a client/server environment.  This system provides access to ad 
hoc queries and reports – whether clinical, administrative, or financial in nature.  A few highlights 
of our data warehousing systems are as follows: 


• Consists of both an Oracle and Teradata environment 
• Uses online data resources that currently include 


− Nearly 2.1 million drug pricing records with historical information, spanning 6.5 years 
− Multiple therapeutic classification systems 
− More than 95,000 pharmacy entities with name, address, and classification 


information 
− Proprietary enhancement data sets. 


F. Project management; and 
With CVS Health, The State will get a best in class Medicaid PBM.  We support 29 Medicaid health 
plans and more than 12 million members.  We manage 165 distinct lines of business in 25 states 
for these clients.  We can confidently say that we understand the Medicaid book of business as 
broadly as any PBM. 
 
The knowledge and expertise contained within our managed Medicaid business segment allows us 
to improve the PMPM performance and operational efficiency of our managed Medicaid clients.  
We have supported plans and members within this exceptional sector of health care for 15 years, 
and we know they have unique needs.  We also know plans are most successful managing costs 
and meeting requirements when they have access to Medicaid experts who are dedicated to 
helping them reach their goals. 
 
The clinical, account, and analytics experts within our managed Medicaid segment provide 
detailed, consultative support to help our clients manage the complexities of their business, such 
as: 


• PMPM Performance - Our dedicated Account Teams provide ongoing analysis and 
consultation for a variety of issues including management of PMPM performance to meet 
client goals during challenging budgetary times.  We designed our PMPM Trend forecasting 
tool specifically for health plan support, given the need to evaluate opportunities at the 
therapeutic class level. 


• Specialty Medication Management – CVS Health’s specialty management capabilities can 
better address drug spend under both the pharmacy and medical benefit. We are the only 
specialty pharmacy that can integrate rare disease management—critical to help control 
overall costs related to this small but high cost population. 


• State Requirements - CVS Health maintains a dedicated Medicaid regulatory compliance 
support team that meets with client staff to discuss the regulations and Medicaid 
requirements in a particular state as they relate to PBM operations.  On an ongoing basis, 
they have the capacity to review new requirements to advise clients on the impact of our 
operations.  We will also proactively identify new and proposed requirements and 
communicate them to clients. 


• Formulary Management - From closed formularies to therapeutic interchange programs, 
we have the management expertise to develop the most appropriate level of formulary 
management.  We have developed a Medicaid specific formulary template to provide 
appropriate clinical and cost effective formulary management for managed Medicaid 
coverage providers 
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• NCQA accreditation - We support NCQA Member Connection Standard MEM-4 by providing 
members with the information they need to understand and use their pharmacy benefits.  
This information is provided to members via our website, Caremark.com, and over the 
phone.   


• HEDIS scores - Through our comprehensive clinical solutions, we are able to proactively 
engage members and their prescribers with evidence-based clinical health improvement 
opportunities that support your efforts in meeting or exceeding various HEDIS measures. 


• Network Management - CVS Health offers multiple retail network options –national, 
limited, and custom – to provide optimal geographic coverage while allowing clients to 
manage their pharmacy spend in the retail channel. CVS Health will develop a network in 
consultation with the client that meets GeoAccess requirements.  We’ve had success in 
implementing preferred network strategies in multiple States for our Managed Medicaid 
clients. 


• Encounter Processing – CVS Health currently supports Medicaid encounter submissions in 
23 states and the District of Columbia.  CVS Health maintains a propriety encounter 
processing system (EMS) that interfaces with our claim adjudication engine to extract all 
adjudicated claims on a nightly basis.  EMS is able to prepare NCPDP encounter file 
transactions for submission to the states in the states’ required formats. 


• Utilization Management – We create Medicaid-specific criteria for prior authorization, 
step therapy, and quantity limit programs to helps control high utilization, abuse, and 
access to high-cost drugs.  We also can provide exception processing and member-level 
overrides, at the client’s request. 


• Fraud, Waste and Abuse - CVS Health uses comprehensive tools, proven in solving fraud 
and abuse, to effectively control costs in all relevant areas of a Medicaid environment. 


 
Customer feedback and our knowledge of industry trends have resulted in the following best 
practices within our managed Medicaid segment. 
 
CLINICAL SUPPORT 
 
A clinical pharmacist with managed Medicaid experience will be assigned to each account.  Your 
clinical pharmacist will provide comprehensive clinical solutions and online reporting to help you 
meet HEDIS standards.  He/she can also provide insight on how The State can implement evidence-
based interventions to help improve member health.  Our clinical support can target health 
management programs for the Medicaid population, including an emphasis on disease 
states/conditions such as HIV and behavioral health.  The State can also take advantage of the 
Managed Medicaid Drug List that can save you time and money.  We look forward to discussing 
your health management goals and look forward to helping you achieve them. 
 
SYSTEMS, PROGRAMS, AND TOOLS 
 
We offer an automated prior authorization tool to add efficiency to the PA process.  Clients will 
benefit from having desktop access to plan design and eligibility to support client customer 
service representatives and allow eligibility on the fly.  We also offer a robust, online reporting 
tool to help clients quickly and effectively manage their benefit. 


G. Qualifications of key personnel. 
Each Strategic Account Executive is required to have a bachelor’s degree and a minimum of three 
years’ experience in sales or account management in a large group insurance environment or with 
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a Fortune 500 company, and must exhibit excellent communication, problem-solving, and 
organizational skills. 


4.1.12.2  Describe your experience with performance incentives based on targeted health 
outcome standards.  In addition, identify specific performance measures that would provide the 
most meaningful measure of health care service delivery performance. 
Non-adherence to prescribed medications is estimated to drive an additional $300 billion in U.S. 
health care system costs.  Knowing that improving medication adherence leads to healthier 
members and lower medical plan expenses, we offer our award-winning Pharmacy Advisor® 
approach, featuring a variety of integrated clinical solutions to help members stay on the most 
cost-effective medication regimens. 
 
PHARMACY ADVISOR SUPPORT 
 
Through Pharmacy Advisor Support, we can proactively communicate with your members, 
encourage them to stay adherent to their medications and explain why it is important to do 
so.  We can also identify gaps in medication therapy, turning your prescription benefit plan into a 
powerful “early-warning system” for your members’ care.   
 
All CVS Health Pharmacy Advisor therapy intervention opportunities are developed by clinical 
pharmacists based on evidence-based clinical guidelines derived from the latest FDA-approved 
product labeling, national clinical guidelines, and published peer-reviewed clinical literature. 
 
IDENTIFYING GAPS IN MEDICATION THERAPY 
 
Through retrospective claims review, Pharmacy Advisor Support identifies and addresses future 
opportunities for improved care before members experience severe health-related 
events.  Support identifies members with targeted disease states who may need additional 
medication or are taking an inappropriate or ineffective therapy.  Drug profiles are assessed 
within 72 hours of claims adjudication for potential issues or complications.  Identified 
opportunities and associated clinical references are communicated to the prescriber along with 
clinical recommendations. 
 
ELIMINATING COST BARRIERS TO ADHERENCE THROUGH PLAN DESIGN 
 
Cost can frequently be a barrier to member adherence and those who are not regularly taking 
medications as prescribed often suffer setbacks to their health.  We offer adherence solutions 
that can address the cost barriers through our evidence-based plan design options.  Evidence-
based plan design utilizes claims data to identify members who could benefit from targeted co-
pay incentives (reduction or elimination of co-pay).  This product encourages positive behavior 
change by reducing the financial barrier to adherence. 
 
Note: Savings may vary based on plan design, drug mix changes, MAC pricing, and at-risk market launches. 
1 Journal of Occupational and Environmental Medicine, Vol. 54-7, July 2012 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 
CVS Health Corporation spends more than $1.5 billion per year across our enterprise to ensure 
our systems are leading-edge and provide superior capabilities needed in an increasingly 
complex, government regulated health care environment.  There are a number of categories this 
sizable investment is directed to: 
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• Regulatory - We support all governmental regulatory requirements.  Included but not 
exclusive are regulations from Medicare, Medicaid, and Affordable Care Act. 


• Member-facing - Member access thru a variety of digital entry points including support for 
Web portal, tablets, smart phones, and other digital devices. 


• Client requests – Support of client-specific needs. 
• Operational improvements - Continual upgrades are performed on operational systems 


such as claims processing, and mail service. 
• Clinical programs – In support of programs such as Pharmacy Advisor, Specialty Connect, 


and Maintenance Choice. 
• Infrastructure – We continually increase processing capacity. In addition, significant 


programs have been established to ensure security, privacy, and disaster recovery 
requirements are met. 


 
As a Fortune 10 company, we have the financial stability and resources to invest in the future, 
improving service and outcomes for our clients and the members we serve. 
 
Overall, these investments include: 


• Updates and additions to our facilities including a state-of-the-art mail service facility to 
ensure your members can access a low-cost prescription channel 


• Improvements in Customer Care systems and technology to enable better prescription 
management and consistent messaging across the enterprise 


• Clinical connective technology to allow all of our clinicians to see a single view of the 
member and be alerted to savings opportunities and/or opportunities for improved 
medication adherence 


• Enhanced digital capabilities for Web and mobile technology to help get the right info to 
the member when they want it and in an easy, understandable way 


• We are expanding the CVS Health footprint through MinuteClinic locations and pharmacies 
for additional access to our clinicians. 


 
Within our specialty organization we have made significant improvements and investments that 
include: 


• New systems to capture more data for integrated medical/pharmacy reporting – including 
laboratory data 


• Additional investments in our technological infrastructure to improve support for 
members, physicians, and clients, including additional online capabilities to enhance the 
member experience and provide an added touch point for therapy-specific CareTeam 
interaction 


• More convenient access for physicians via e-prescribing and ePA capabilities 
• Enabling video chats between members, the CareTeams, and a physician to provide 


decision support, including for drugs dispensed under the medical benefit 
• Additions of Executive and Clinical talent, skills, and experience. 
• The acquisition of NovoLogix that increases our skill sets and functionality for specialty 


claims in the medical benefit 
• The acquisition of Coram to expand our support for infusion therapies and ownership of 


infusion suites. 
 
We have the experience and integrated assets to continually build and deploy solutions that help 
contain costs, improve access, and utilize technology for our clients and their members. 
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4.1.12.4  Describe the experience your organization has had working with state government 
and/or experience in specifically related services.   
CVS Health has 15 state government employers consisting of 2.8 million members.  Additionally, 
we support 29 Medicaid health plans and more than 14.5 million members.  CVS Health is URAC 
accredited and has supported Medicaid managed care organizations since 1988. 


4.1.12.5  Provide the names, résumés, and any additional pertinent information regarding 
key personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements set 
forth herein.  This information must be included in vendor’s technical response to the RFP. 
The following individuals will comprise your Account Service team: 


• Account VP – Jason Stenta 
• Strategic Account Director– Christie Raymond 


 
STRATEGIC ACCOUNT EXECUTIVE 
 
The Strategic Account Executive assumes total accountability for a client’s level of satisfaction 
with our services.  This individual is responsible for leading the assigned Account Services team in 
developing, implementing, and maintaining the client’s strategic business plan.  The Strategic 
Account Executive coordinates any necessary support from each of the functional areas within our 
organization (e.g., operations, clinical services, customer service, and health improvement) to 
ensure overall account satisfaction with program administration, strategic planning, data 
analysis, plan design, and drug coverage. 
 
As a result of direct and consistent contact, the Strategic Account Executive listens carefully to 
the client’s needs and facilitates the operations and support of CVS Health’s departments to 
ensure excellent customer service. 
 
Your Strategic Account Executive will meet with you formally on at least a quarterly basis to 
discuss all aspects of your plan.  This individual also will be available on an as needed basis, 
should you prefer consultation more frequently. 
 
An annual review meeting will be held to address the past years’ experience based on plan 
performance analysis.  During this meeting, strategic plans for the next year will be developed 
with your Strategic Account Executive and Clinical Advisor.  Discussion will include plan design 
enhancements, cost share adjustments and clinical program recommendations, health outcomes 
improvements, and achieve any other client-specific goals. 
 
ACCOUNT MANAGER 
 
Your Account Manager will be responsible for overseeing your benefit design and plan 
performance, as well as helping to maintain your overall satisfaction with the services we 
provide.  She will manage a variety of problem-solving activities on The State’s behalf.  The 
Account Manager also will work closely with your designated personnel and the Strategic Account 
Executive to recommend benefit programs and to monitor the quality of daily benefit program 
operations. 
 
Your Account Manager will coordinate the efforts of internal departments to ensure that your 
requirements are met error-free and on time.  The Account Manager’s day-to-day responsibilities 
range from answering general questions to handling complex requests and concerns about 
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program design requirements.  In addition, s/he manages the implementation of new products as 
well as new blocks of business and groups. 
 
CLINICAL ADVISOR 
 
Support and representation of all of your clinical-based programs will be addressed thoroughly by 
the Clinical Advisor, who will meet with you at least quarterly to discuss utilization patterns and 
trends identified by our analysis of your claims data.  Your Clinical Advisor will assist in 
analyzing trends gleaned from ad hoc reports, and review the overall effectiveness of your 
program. 
 
Specifically, the Clinical Advisor will: 


• Analyze and evaluate drug utilization information 
• Develop and present educational materials for physicians, pharmacists, and members 
• Prepare periodic summary reports and creates, implements, and maintains formulary 


programs 
• Provide relevant information regarding drugs 
• Assist in plan performance evaluation and drug coverage benefit design development 
• Responsible for recommending, implementing, and supporting formulary initiatives, 


including utilization management programs and benefit design options 
• Work with your pharmacy and medical director to support your Pharmacy and 


Therapeutics Committee (P&T) activities by supplying drug monographs, trending 
information, and utilization data 


• Attend and participate in your P&T Committee meetings as required or desired. 
 
ANALYTIC CONSULTANT 
 
Your Analytic Consultant is the single-point-of-contact for all analytical needs. Your consultant 
will analyze client-specific prescription benefit data and work collaboratively with the SAE and 
Clinical Advisor to provide recommendations to manage drug spend and help achieve client goals. 
She will meet on an as needed basis to discuss results and methodology of analysis.  She will also 
meet quarterly and/or annually to review plan performance and explain the drivers of trend. 
 
Specifically, the Analytic Consultant will work with your account team to: 


• Analyze and evaluate drivers of pharmacy trend 
• Communicate complex analytic findings 
• Utilize forecasting techniques to estimate the impact of benefit design changes 
• Provide insight and information using industry and technical knowledge 
• Respond to client business needs through ad-hoc analytics 
• Provide client-specific trend forecast and custom benchmark information 
• Perform outcomes analysis to measure impact of programs 
• Provide comprehensive analytic insights through opportunity analysis to manage cost and 


improve health outcomes. 
 
Please see Tab VII for resumes for each proposed key staff member. 


4.1.12.6  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 
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A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
CVS Health has a wide range of both dedicated and designated individuals to serve WellCare and 
their clients.  As we have detailed above, we have a broad account team dedicated to ensuring 
that all of the States needs are met.  In addition, we have the following dedicated individuals 
serving the WellCare account: 


• A dedicated IT representative 
• Three dedicated clinical advisors 
• Nine dedicated Account Managers 
• Two dedicated Account Management leaders 
• A Retail network/fraud, waste, and abuse representative 
• Two designated Encounters Resources 
• A dedicated Operational Performance Executive Advisor 
• A dedicated Analytics Resources 
• Three dedicated Benefit Relationship Managers. 


4.1.12.7  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.   
Please refer to CVS attachment labeled “Attachment 4.2.1.4 – CVS”. We will provide other 
licenses upon request. Please note, however, that CVS Health is not a licensed HMO. 


4.1.12.8  List any bilingual staff, the area to which they are assigned and the languages 
spoken. 
We have an internal, Spanish-speaking team that offers bilingual assistance to all members as 
well as an additional language resource through Teleservices. 
 
The IVR system provides the caller with the option to transfer to a Spanish-speaking agent 
through a set of verbal instructions notifying member that Spanish-speaking agents are available.  
We also have an internal Spanish-speaking team to assist callers when appropriate.  If another 
language is needed, the agent can instigate a conference call including the caller and a language 
line representative.  
 
We provide clients and members with access to multilingual interpretive services.  Through these 
services, we support more than 190 languages, including French, Spanish, German, Russian, and 
many Asian, African, Middle Eastern, European, and Pacific Island dialects.  These services are 
available both during and after hours. 
 
Our standard communication materials are available in English.  Communications in Spanish are 
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available upon request.  There is no additional cost for our standard Spanish communication 
materials; however requested customization may incur an additional cost. 
 
We can offer the following standard communication materials in Spanish: 


• Sections of the CVS Health Welcome Materials (Welcome Statement, Index, Benefits-At-A-
Glance) 


• Drug list 
• Retail Information 
• Mail Service Information 
• Mail Service Invoice 
• Mail Service Patient advisory letter 
• Mail Service Prescription label 
• Mail Service Order forms 
• Generics Information 
• Generics Payroll Stuffer  
• Claim forms 
• Specialty Pharmacy Information 
• Specialty Beneficiary Education Materials. 


4.1.12.9 List any associations or organizations to which the organization belongs. 
CVS Health is, among others, a member of the Pharmaceutical Care Management Association, 
America’s Health Insurance Plans the Academy of Managed Health Care, and the Retail 
Association of Nevada. 
 
We have received accreditations from the following organizations: 
 
URAC 
 
We are URAC accredited in the following areas with noted expiration dates: 


• Pharmacy Benefit Management – URAC accredited for Pharmacy Benefit Management.  This 
accreditation is effective through November 1, 2016. 


• Drug Therapy Management –URAC accredited for Drug Therapy Management.  This 
accreditation is effective through November 1, 2016. 


• Mail Service Pharmacy – URAC accredited for Mail Service Pharmacy.  This accreditation is 
effective through April 1, 2019. 


• Specialty Pharmacy – URAC accredited for Specialty Pharmacy.  This accreditation is 
effective through April 1, 2019. 


• Health Call Center – URAC accredited for Health Call Center.  This accreditation is 
effective through November 1, 2016. 


 
CVS/pharmacy was URAC accredited July 31, 2014 as the first national pharmacy to receive the 
Community Pharmacy Accreditation.  All CVS/pharmacy and Longs Drug Store locations nationwide 
have earned this accreditation.  Receiving this accreditation demonstrates the importance of 
individual patients and the care they receive to CVS Health.  This accreditation is effective 
through August 1, 2017. 
 
Additionally, we were recognized by URAC with a bronze award in the 2013 Awards for Best 
Practices in Health Care Consumer Engagement and Protection for the Pharmacy Advisor® 
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Counseling solution.  The Best Practices Awards competition helps promote knowledge and 
understanding of what premier companies are doing to advance consumer protection and 
empowerment. 
 
JOINT COMMISSION 
 
CVS Health Specialty pharmacies are accredited under the Home Care standards of the Joint 
Commission for demonstrating compliance with Commission standards in all performance areas.  
The last triennial accreditation cycle was completed 2015.  The next triennial accreditation cycle 
will start in 2018. 
 
In addition, MinuteClinic is the first retail health care provider to achieve accreditation from The 
Joint Commission.  The Commission’s state-of-the-art standards focus on patient safety and care 
quality, and are updated regularly to reflect the rapid advances in health care and medicine.  
The Joint Commission certification signifies that MinuteClinic complies with more than 180 
national standards in the implementation of established clinical practice guidelines, as well as 
more than 500 performance measurements.  The last triennial accreditation cycle was completed 
in 2015.  The next triennial accreditation cycle will start in 2018. 
 
NCQA 
 
Utilization Management – NCQA UM Certification.  While it encompasses multiple facets of the 
organization, the primary areas of focus are prior authorization and appeals.  This accreditation 
is effective through April 7, 2018. 
 
Case Management – Accreditation for Case management. The accreditation affirms our 
commitment to providing high quality, member-centered care that improves health outcomes and 
lowers costs.  This important accreditation from NCQA validates our focus on providing effective, 
connected care for members with rare diseases who often have numerous doctors and 
medications.  As part of the Case Management program, we manage care transitions and identify 
and prevent potential problems to help members avoid costly emergency room visits and 
extended hospital stays.  Our program is supported by published guidelines and consensus 
statements as well as standards of medical practice.  NCQA evaluates health care companies 
against 10 rigorous standards of case management developed with input from experts from the 
field, including researchers and state and federal regulators. This accreditation is effective 
through February 1, 2019. 
 
Disease Management – Awarded Full Patient and Practitioner Accreditation for the following 
disease management programs effective through August 8, 2017. 


Amyotrophic Lateral Sclerosis Hemophilia Rheumatoid Arthritis 
Chronic Inflammatory 
Demyelinating 
Polyradiculoneuropathy (CIDP) 


Lupus Scleroderma 


Crohn’s Disease Multiple Sclerosis Seizure Disorders 


Cystic Fibrosis Myasthenia Gravis Sickle Cell Anemia 
Dermatomyositis Parkinson’s Disease Ulcerative colitis. 
Gaucher Disease Polymyositis  


 
INTERNATIONAL ORGANIZATION FOR STANDARDIZATION (ISO) 
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The Data Center has been ISO certified since 2000, and is currently following the ISO 9001:2008 
standard.  Our focus is on customer satisfaction and continual improvement in maintaining these 
certifications. 
 
We continue to be audited internally and externally to meet the compliance/certification 
requirements of the ISO 9001:2008 quality management system (QMS) standard.  The Data Center 
has successfully passed all external certification audits with zero non-conformities.  These 
external audits have been conducted by Deloitte & Touche and NSF audit firms. 
 
CVS Health maintains a Best-In-Class performance maturity level by integrating ISO into our 
environment, along with our audit results and the team's commitment to ISO 9001. 
 
NATIONAL ASSOCIATION OF BOARDS OF PHARMACY (NABP) 
 


• VIPPS (Verified Internet Pharmacy Practice Sites) accreditation 
• DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics, and Supplies) accreditation - 


effective through September 9, 2016. 
• VAWD (Verified-Accredited Wholesale Distributors) accreditation – two specialty 


facilities. 
 
CVS Health has had no accreditation denied, revoked, or terminated during the preceding 24-
month period. 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada 
statewide health information exchange (HIE)?  Please indicate your answer using the following 
table: 
CVS Health does not actively track the participation rates of our national Network providers in 
relation to the HealtHIE Nevada statewide health information exchange (HIE). 


Provider Category % Participation 
Financial 


Participation Only 
Financial Participation and 
Provide Data into the HIE 


Physician Not applicable Not applicable 


Acute Care Hospital Not applicable Not applicable 


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


Not applicable Not applicable 


Laboratory Not applicable Not applicable 


Radiology Not applicable Not applicable 


All Other Not applicable Not applicable 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your 
network to participate in the HealtHIE Nevada statewide health information exchange?  Please 
describe. 
CVS Health is happy to discuss with The State ways in which we can assist in your interest in the 
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Pharmacy Benefits Management 
HealtHIE Nevada statewide health information exchange. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the 
tool to improve the health of your managed care populations and to control plan costs. 
Not applicable. 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 
The following sections contain CVS Health’s confidential financial information. 


4.1.14.1 Dun and Bradstreet Number 
Caremark’s Dun & Bradstreet number is 80-441-4852.  This DUNS number shows Caremark at 211 
Commerce St, Ste 800, Nashville, Tennessee 37201-1817. 
 
CVS Health’s Dun & Bradstreet number is 00-133-8912.  This DUNS number shows CVS Health at 
One CVS Drive, Woonsocket, Rhode Island  02895-6146. 


4.1.14.2 Federal Tax Identification Number 
95-3382344 


4.1.14.3 The last two (2) years and current year interim: 
A. Profit and Loss Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 


B. Balance Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
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V 


NEVADA STATE BUSINESS LICENSE 
CAREMARKPCS HEALTH, L.L.C. 


Nevada Business Identification # NV20091142864 


Expiration Date: April 30, 2017 


In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed 
and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State 
Business License for business activities conducted within the State of Nevada. 


Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with 
the provisions in Nevada Revised Statutes. License is not transferable and is not in lieu of any 
local business license, permit or registration. 


IN WITNESS WHEREOF, I have hereunto 
set my hand and affixed the Great Seal of State, 
at my office on April 25, 2016 


-1360,44ts_1( 
	


frdit_, 
BARBARA K. CE AVSKE 
Secretary of State 


You may verify this license at www.nvsos.gov  under the Nevada Business Search. 


License must be cancelled on or before its expiration date if business activity ceases. 
Failure to do so will result in late fees or penalties which by law cannot be waived. 


 Attachment 4.2.1.4 – CVS
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EVICORE HEALTHCARE  
Utilization Management 
4.1.1 


Company name: eviCore healthcare 


Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company (LLC) 


State of incorporation: NY 


Date of incorporation: MedSolutions, now DBA eviCore healthcare, began 
operations in its original form in 1992. CareCore National, 
LLC, now DBA eviCore healthcare, was founded March 23, 
1994 and operated under the name New York Medical 
Imaging, PLLC which eventually did business under the name 
NYMI Management Services, LLC, and was renamed to 
CareCore National, LLC in June 2001. 


# of years in business: 24 years 


List of top officers: John J. Arlotta, Chairman and Chief Executive Officer 
Timothy M. Cook, Treasurer 
Philip S. Clark, Secretary 
Gregg P. Allen, MD, Chief Medical Officer 


Location of company 
headquarters: 


Bluffton, South Carolina 


Location(s) of the company 
offices: 


eviCore healthcare (eviCore) has offices in: 
• Bluffton, South Carolina 
• Boston, Massachusetts 
• Carlsbad, California 
• Colorado Springs, Colorado 
• Franklin, Tennessee 
• Greenwich, Connecticut 
• Lexington, Massachusetts 
• Melbourne, Florida  
• Plainville, Connecticut 
• Sacramento, California.  


 
Employees are located in our headquarters, one of our 
operating centers, or in a remote location. 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Members of eviCore’s team work out of a corporate office 
located in Bluffton, South Carolina; Boston, Massachusetts; 
Carlsbad, California; Colorado Springs, Colorado; Franklin, 
Tennessee; Greenwich, Connecticut; Lexington, 
Massachusetts; Melbourne, Florida; Plainville, Connecticut; 
or Sacramento, California  Various members of the team 
will also work remotely.  The team has a national presence 
and travels regularly to meet with clients.  


Number of employees locally with 
The breadth and scale of our clinical expertise is 
unmatched as we currently have more than 200 medical 
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EVICORE HEALTHCARE  
Utilization Management 
the expertise to support the 
requirements identified in this 
RFP: 


directors covering 28 specialties, more than 200 academic 
and private physicians on our advisory panels, and 700 
nurses. 
 
eviCore’s WellCare Client Services Team, consisting of 
Christopher Chapman, Brooks Landry, and Kathy Hoffman 
will be the main points of contact for WellCare support 
requests.  eviCore’s Client Services Team also has access to 
the breadth of eviCore’s operational areas to support client 
needs. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Across the United States, eviCore has more than 3,000 
employees. 


Location(s) from which employees 
will be assigned for this project: 


Members of eviCore’s team work out of a corporate office 
located in Bluffton, South Carolina; Boston, Massachusetts; 
Carlsbad, California; Colorado Springs, Colorado; Franklin, 
Tennessee; Greenwich, Connecticut; Lexington, 
Massachusetts; Melbourne, Florida; Plainville, Connecticut; 
or Sacramento, California. Various members of the team 
will also work remotely.  The team has a national presence 
and travels regularly to meet with clients.  


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 
CareCore National, LLC d/b/a eviCore healthcare is registered as a foreign LLC in Nevada. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  
Information regarding the Nevada Business License can be located at http://nvsos.gov. 
 
Is “Legal Entity Name” the same name as vendor is doing business as?  If “No”, provide 
explanation. 
Nevada Business License Number: E0145882014-8 
Legal Entity Name: CareCore National, LLC d/b/a eviCore healthcare 


☐ Yes ☒ No 


CareCore National, LLC has adopted the d/b/a eviCore healthcare in Nevada and filed all required 
paperwork. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals 
that do not contain the requisite licensure may be deemed non-responsive. 
CareCore National, LLC d/b/a eviCore healthcare has all required licenses in the State of Nevada 
to perform the services.  
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EVICORE HEALTHCARE  
Utilization Management 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
☐ Yes ☒ No 


Question Response 
Name of State agency: N/A 
State agency contact name: N/A 
Dates when services were performed: N/A 
Type of duties performed: N/A 
Total dollar value of the contract: N/A 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to perform. 
☐ Yes ☒ No 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP 
must also be disclosed. 
Does any of the above apply to your company? If “Yes”, please provide the following 
information.  Table can be duplicated for each issue being identified. 
 
A. Date of alleged contract failure or breach: 
B. Parties involved: 
C. Description of the contract failure, contract breach, or litigation, including the products or 
services involved: 
D. Amount in controversy: 
E. Resolution or current status of the dispute: 
F. If the matter has resulted in a court case:  
    Court: 
    Case Number: 
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EVICORE HEALTHCARE  
Utilization Management 
G. Status of the litigation: 
☐ Yes ☒ No 


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be 
able to provide the insurance requirements as specified in Attachment E.  
Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations. 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
☐ Yes ☒ No 


 
4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 
eviCore is a leading provider of medical benefits management (MBM) solutions to managed care 
and risk-bearing provider organizations.  Our strength and breadth of MBM expertise allows 
eviCore to continuously bring our clients practical, innovative, and effective strategies that 
reduce costs while guiding providers and their patients to higher quality, evidence-based care.   
 
The origins of eviCore began in 1992 as an owner/operator of diagnostic imaging centers.  In 
1994, we began offering radiology benefits management solutions.  Since then, we expanded our 
portfolio to include eight additional MBM solutions that support better outcomes.  All solutions 
offered are built on scalable, flexible technology enabling our clients to develop customized 
programs that meet both their short- and long-term goals.  Our solutions include: 


• Radiology 
• Cardiology 
• Musculoskeletal  
• Sleep  
• Medical Oncology  
• Radiation Therapy 
• Specialty Drug Management 
• Laboratory Management  
• Post-Acute Care. 


 
Today eviCore continues to deliver innovative MBM solutions designed to bring better outcomes 
to everyone involved in the healthcare system: patients, providers, and plans alike.  Through our 
formidable data and analytics capabilities, and the insight of more than 3,000 health 
professionals, we create a uniquely evidence-based approach to the management and 
distribution of medical benefits.  
 
Why choose eviCore? 
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Utilization Management 
As one of the country’s largest utilization and medical-benefit management companies, we 
provide value to each of our clients with cost-effective, evidence-based tools to engage providers 
in support of the practice of evidence-based medicine.  eviCore offers medical benefits 
management solutions on a flexible and scalable utilization management platform, capable of 
clinical, operational, and reimbursement options, including claims payment options to meet 
local, regional, and multistate requirements as well as variably sized membership and 
management objectives.  Our longstanding national presence and experience provides the 
advantage of a consistent approach and operational flow for members, combined with the 
flexibility of our system to meet national or local requirements. 
 
Our Strengths vs. Competitors 


• Nine Major Healthcare Solutions: eviCore offers more comprehensive medical benefits 
management solutions than any other company in our industry.  To clients, this means 
that once a program is implemented, we can integrate additional programs with reduced 
implementation costs by taking advantage of existing IT and data-transfer 
infrastructure.  And familiarity will reduce the time associated with medical policy 
concordance and day-to-day vendor management. 


• Program Flexibility: eviCore and its clients can customize programs to meet local market 
needs.  Each program can be delivered in a range of options, from clinical decision 
support to clinical review with authorizations linked to claims (prior authorization) that 
include certifications (approvals) and non-certifications (denials).  


• Evidence-Based Clinical Foundation: eviCore maintains the industry’s most 
comprehensive, well documented, and up-to-date clinical criteria in collaboration with 
program-specific Medical Advisory Committees comprising more than 200 nationally 
recognized academic and community-based, board-certified physicians.  The committees 
meet regularly to review the program clinical criteria and to discuss technological 
advances and new evidence-based research that impacts eviCore’s programs.  The 
committees base their criteria on guidelines established by medical specialty societies 
(e.g., the NCCN), published research, and peer-reviewed literature.  When new clinical 
information is made available, updates to clinical criteria can be established within 24 
hours.  With one-third of staff serving as certified clinicians, eviCore ensures more 
accurate clinical information collection, fewer provider callbacks, and a reduction in 
request time.  


• Minimizing Network Disruption: Our commitment to minimizing disruption extends beyond 
that of our competitors’, by offering “on-the-ground” network support to clients’ 
internal team. 


• Next-Generation IT and Data Analytics: eviCore is the only medical benefits management 
company offering “IT Lite” implementation.  Additionally, the solution is vendor-hosted, 
which will reduce the IT burden for clients.   


 
Since 1994, eviCore has worked with its clients to develop evidence-based healthcare solutions 
that produce quantitative savings and a return on investment.  The eviCore team understands 
the unique challenges facing the industry today and customizes programs tailored to each client’s 
specific requirements.  With eviCore, clients will be assured: 


• Members receive the right care at the right time 
• Providers are supported throughout the program 
• Client support teams are prepared for the program. 
 


The eviCore Team 
The eviCore corporate headquarters is located in Bluffton, South Carolina; Boston, 
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EVICORE HEALTHCARE  
Utilization Management 
Massachusetts; Carlsbad, California; Colorado Springs, Colorado; Franklin, Tennessee; 
Greenwich, Connecticut; Lexington, Massachusetts; Melbourne, Florida; Plainville, Connecticut; or 
Sacramento, California.  Clients have access to our expanded utilization management staff and 
call center representatives, approximately 1,110 in total (more than 200 medical directors, 700 
nurses, more than 200 academic and private physicians on our advisory panels, and 270 call 
center representatives). 
 
Clients 
eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization delivery 
model. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
No 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
Since 1992, clients have relied on eviCore’s innovative approach to managing smarter and safer 
healthcare services.  In fact, many of eviCore’s current product offerings were developed at the 
request of clients.  


• 1992: Established MedSolutions Inc. as owner/operator of diagnostic imaging centers 
• 1994: Established CareCore National LLC / Introduced radiology benefits management 
• 1997: Divested diagnostic imaging centers 
• 2006: Introduced Cardiology solution 
• 2007: Introduced Medical Oncology solution 
• 2008: Introduced Lab Management solution / Introduced Musculoskeletal solution / 


Introduced Sleep solution / Deployed Claims StudioSM/UPADSSM platform 
• 2009: Introduced Radiation Therapy solution 
• 2010: Implemented EMC Greenplum™ database software 
• 2011: Introduced cancer care management through oncologist-developed pathways / 


Launched Predictive Intelligence program 
• 2012: Developed Accountable Care Organization program / Expanded Network Quality 


Assessment program / Established HEDIS Compliance reporting / Acquired DNA Direct, a 
genomics-focused company established in 2005 /Deployed MicroStrategy analytics 
platform 


• 2013: Acquired Landmark Healthcare, a musculoskeletal management company 
established in 1985 / Acquired Triad, a musculoskeletal management company 
established in 1996 / Launched Bundled Payment program / Piloted Specialty Drug 
program 


• 2014: Acquired CareNext, a post-acute care company established in 1998, and introduced 
Post-Acute Care solution / Acquired HealthFortis, a clinical decision support company 
established in 2010 / Completed merger between CareCore National LLC and 
MedSolutions Inc. 


• 2015: Rebranded and renamed combined company as eviCore healthcare / Acquired 
certain data and software assets of Access MediQuip, a medical device management 
company established in 1997 /Launched Informed Insights 


• 2016: Launched Specialty Drug Management solution / Acquired QPID Health, a health 
technology company established in 2005 
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Utilization Management 
eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization delivery 
model. 


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described in this RFP 
to the public and/or private sector.   
eviCore healthcare offers proven, diversified medical benefits management solutions that help 
our clients reduce costs while increasing the quality of care provided to their members. Relying 
on our team of specialized medical professional resources, extensive evidence-based guidelines, 
and advanced technologies, we ensure that each patient receives the right care at the right time.  
 
eviCore is built with the size and scale to address the increasing complexity of today’s 
healthcare system. Through our exceptional capabilities—and an acute sensitivity to the needs of 
everyone involved—we harness healthcare’s evolving demand and inherent change to better 
manage and optimize health benefits.  The result is an evidence-based approach that utilizes our 
proven talent and leading-edge technology to realize better outcomes. 
 
The origins of eviCore began in 1992 as an owner/operator of diagnostic imaging centers.  In 
1994, we began offering radiology benefits management solutions.  Since then, we expanded our 
portfolio to include eight additional MBM solutions that support better outcomes.  All solutions 
offered are built on scalable, flexible technology enabling our clients to develop customized 
programs that meet both their short- and long-term goals.  Our solutions include: 


• Radiology 
• Cardiology 
• Musculoskeletal  
• Sleep  
• Medical Oncology  
• Radiation Therapy 
• Specialty Drug Management 
• Laboratory Management  
• Post-Acute Care 


 
Today eviCore continues to deliver innovative MBM solutions designed to bring better outcomes 
to everyone involved in the healthcare system: patients, providers, and plans alike.  Through our 
formidable data and analytics capabilities, and the insight of more than 3,000 health 
professionals, we create a uniquely evidence-based approach to the management and 
distribution of medical benefits.  
 
Clients 
eviCore’s more than 100 clients include local, regional, and national health plans and their 
membership mix includes Medicaid, commercial, self-insured, FEHB, and Medicare 
Advantage lines of business.  eviCore also supports management programs for the Accountable 
Care Organization delivery model.  As of May 2016, eviCore provides services for seven state 
Medicaid clients. 
 
As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 
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• Medicaid: 20 million  
• Commercial: 72 million 
• Medicare: 8 million. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   
eviCore healthcare (eviCore) has multiple parent companies.  eviCore is owned in part by: 


• Management/employees, who collectively own 7.7% of the ownership interests in eviCore 
healthcare 


• External entities, including the following private equity firms:  
− General Atlantic (42.6%)  
− Medcare Investment Fund (10.144%)  
− TA Associates (15.512%).  


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list 
the state of residence.  Does your resident state apply a preference, which is not afforded to 
bidders or vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 
CareCore National, LLC has its principal place of business in South Carolina, which provides a 
preference  for South Carolina firms in a tie bid situation for contracts greater than $25,000. 


4.1.11.4  The location of disaster recovery back-up site. 
While each of the eviCore IT facilities is designed to support 100% of the critical system load, in 
order to ensure data integrity, confidentiality, and security in the event of a disaster, eviCore 
considers the Irving, Texas facility the “primary” facility and the Atlanta, Georgia facility a 
“secondary” facility.   


4.1.11.5  The name, address and telephone number of the Vendor’s point of contact for a 
contract resulting from this RFP. 
WellCare can continue to reach out to the below eviCore Client Services Team for any support 
needs: 


• Cayce Awe, VP, Strategic Account Manager 
− Telephone Number: 800-918-8924, ext. 21814 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


• Christopher Chapman, Client Director  
− Telephone Number: 800-918-8924, ext. ext. 20505 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


• Brooks Landry, Client Service Manager  
− Telephone Number: 800-918-8924, ext. ext. 27436 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


• Kathy Hoffman, Client Service Manager  
− Telephone Number: 800-918-8924, ext. ext. 27294 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


4.1.11.6  The size of organization in assets, revenue and people. 
Across all office locations and including remote employees, eviCore has more than 3,000 
employees.   
 
Please refer to eviCore attachment labeled “Attachment 4.2.1.4 – eviCore” for eviCore’s 
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financial statements for the information requested.  Please note that this information is 
Confidential – FOIA Exempt. 


4.1.11.7  The organizational chart of your senior management by function including key 
personnel. 
Please refer to eviCore attachment labeled “Attachment 4.2.1.4 – eviCore” for our organizational 
chart for senior management by function including key personnel 


4.1.11.8  The areas of specialization. 
eviCore has more than 200 medical directors, board certified in the following specialties:  


Anatomic Pathology General Surgery Obstetrics and Gynecology 
Anesthesiology Geriatric Medicine Orthopedic Surgery 
Cardiovascular Disease Hand Surgery Otolaryngology 
Clinical Genetics Hematology Pain Medicine 
Clinical Molecular Genetics Hospice and Palliative Med Pediatric Hema. / Oncology 
Clinical Neurophysiology Internal Medicine Pediatric Radiology 
Clinical Pathology Interventional Cardiology Pediatric Surgery 
Critical Care Medicine Medical Oncology Physical Medicine and Rehab 
Cytopathology Molecular Genetic Pathology Pulmonary Disease 
Diagnostic Radiology Nephrology Radiation Oncology 
Emergency Medicine Neurology Sleep Medicine 
Family Medicine Neuroradiology Sports Medicine 
Gastroenterology Nuclear Medicine Thoracic Surgery 
General Pediatrics Nuclear Radiology  


 


4.1.11.9  The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are available. 
Please refer to eviCore attachment labeled “Attachment 4.2.1.4 – eviCore” for eviCore’s 
financial statements for the information requested.  Please note that this information is 
Confidential – FOIA Exempt. 


4.1.11.10  The corporate philosophy and mission statement. 
eviCore’s culture, which is reflected through our mission, vision, and values, is characterized by 
four elements:  
1. Focus on our external stakeholders 
2. Proactivity  
3. Collaboration  
4. Agility 
 
Invigorated by the eviCore culture, our employees partner with our clients to ensure that they 
receive the market’s most innovative solutions to healthcare’s challenges.  
 
Mission 
To help those we serve navigate the healthcare system, find the right care path, and enable the 
best outcomes. 
 
Vision 
To improve the healthcare system and people’s lives through innovative medical benefits 
solutions. 
 
eviCore Values 
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Our values are: 


• Integrity: Our actions and interactions are characterized by honesty, authenticity and 
quality 


• Flexibility: We recognize that change is healthy and we gladly adapt our work to meet 
the needs of our stakeholders 


• Empathy: We consider the unique needs and interests of our stakeholders and we 
demonstrate understanding, caring and respect for all whom we serve 


• Collaboration: We value diversity in perspectives and we promote inclusion and synergy 
through teamwork and open dialogue. 


4.1.11.11  A description of any plans for future growth and development of your organization. 
We are continually in search of corporate acquisitions that will enhance our services and benefit 
our clients.  As with any treatment of merger and acquisition activity, a certain level of 
discretion and confidentiality limit the boundaries of our discussion.   
 
Many of eviCore’s current product offerings were developed at the request of clients, and we 
continue to look for new opportunities to save clients’ money and lower utilization spend. 


4.1.11.12  Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For example, what kind of planning 
and project management techniques, what resources and organization, etc.? 
eviCore is constantly evaluating numerous additional lines of business and new market entry 
opportunities across the healthcare spectrum.  Our analysis around potential expansions include 
parameters such as: 
1. Degree of synergy with our existing lines of business 
2. Level of interest from our existing clients 
3. Addressable market opportunity 
4. Competitive landscape.  
 
We have a comprehensive methodology to identify, analyze, and evaluate new market 
opportunities. These include, but are not limited to, "Agile Product Development", Lean Six Sigma 
methodologies, and other best-in-class product development approaches used by world-class 
organizations such as Google.  As new expansions are green-lighted, eviCore assembles cross 
functional teams including IT, Sales, Marketing, and Operations to create a detailed business 
plan and execution model for each new line of business.  Products are continuously refined as we 
received feedback from our clients and the market.  
 
We have dedicated project teams within our business units and within our IT and Operations 
departments to ensure that new products are successfully launched on time and delivered to our 
clients.  We have successfully launched numerous products in areas such as Medical Oncology, 
Radiation Therapy, and Post-Acute Care.  
 
eviCore also looks to acquisitions as a means to bolster new products.  We are constantly 
evaluating numerous acquisitions as a means to add innovative new services to our existing 
offerings.  For example, last year, our implant management product came through our 
acquisition of the assets of Access Mediquip.  We have successfully integrated the services 
offered by Access Mediquip into our technology, operations, and product platforms and have 
already implemented it with some of our clients. 


4.1.11.13  Length of time vendor has been providing services described in this RFP to the public 
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and/or private sector.  Please provide a brief description. 
Since 1992, clients have relied on eviCore’s innovative approach to managing smarter and safer 
healthcare services.  In fact, many of eviCore’s current product offerings were developed at the 
request of clients.  


• 1992: Established MedSolutions Inc. as owner/operator of diagnostic imaging centers 
• 1994: Established CareCore National LLC / Introduced radiology benefits management 
• 1997: Divested diagnostic imaging centers 
• 2006: Introduced Cardiology solution 
• 2007: Introduced Medical Oncology solution 
• 2008: Introduced Lab Management solution / Introduced Musculoskeletal solution / 


Introduced Sleep solution / Deployed Claims StudioSM/UPADSSM platform 
• 2009: Introduced Radiation Therapy solution 
• 2010: Implemented EMC Greenplum™ database software 
• 2011: Introduced cancer care management through oncologist-developed pathways / 


Launched Predictive Intelligence program 
• 2012: Developed Accountable Care Organization program / Expanded Network Quality 


Assessment program / Established HEDIS Compliance reporting / Acquired DNA Direct, a 
genomics-focused company established in 2005 /Deployed MicroStrategy analytics 
platform 


• 2013: Acquired Landmark Healthcare, a musculoskeletal management company 
established in 1985 / Acquired Triad, a musculoskeletal management company 
established in 1996 / Launched Bundled Payment program / Piloted Specialty Drug 
program 


• 2014: Acquired CareNext, a post-acute care company established in 1998, and introduced 
Post-Acute Care solution / Acquired HealthFortis, a clinical decision support company 
established in 2010 / Completed merger between CareCore National LLC and 
MedSolutions Inc. 


• 2015: Rebranded and renamed combined company as eviCore healthcare / Acquired 
certain data and software assets of Access MediQuip, a medical device management 
company established in 1997 /Launched Informed Insights 


• 2016: Launched Specialty Drug Management solution / Acquired QPID Health, a health 
technology company established in 2005 


 
eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization delivery 
model. 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 
Today’s healthcare landscape is challenged with an increase in the number of lives covered, 
shrinking resources, and rising costs.  Thus, a sound strategy is essential to effectively overcome 
these challenges while also ensuring the highest quality of care and the most favorable clinical 
outcomes for all stakeholders.  eviCore is committed to making a positive impact in healthcare.  
Our evidence-based approach utilizes our proven talent and leading-edge technology to realize 
better outcomes.  eviCore’s comprehensive MBM solution suite, which today provides coverage to 
100 million lives, includes the following: 


• Radiology 
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• Cardiology 
• Musculoskeletal  
• Sleep  
• Medical Oncology  
• Radiation Therapy 
• Specialty Drug Management 
• Laboratory Management  
• Post-Acute Care. 


 
Clients can count on eviCore’s collaborative approach to deliver a customized, high-value 
solution to serve your members.  Client benefit from eviCore’s clinical, operational, and 
technological expertise: 


• Clinical:   
− 20+ years’ experience in MBM.  
− The most comprehensive clinical guidelines (including pediatric-specific imaging 


guidelines) in the industry, vetted by national societies and publicly available. 
− More than 200 Medical Directors1 on staff, covering 28 different specialties. 
− 700 licensed nurses with advanced training in various specialties. 


• Operational: 
− Streamlined implementations that result in high client satisfaction. 
− Utilization management (UM) programs that consistently improve the quality of care 


while achieving significant savings. 
− Clinical teams assembled into subject matter expert groups, to leverage their in-


depth knowledge of specific modalities/procedures that generate improved program 
outcomes for health plan clients and patients.   


• Technology: 
− All of eviCore’s solutions are managed on a single IT platform—increasing efficiencies 


and reducing implementation time and costs.   
− Advanced reporting and client analytics packages that provide greater accuracy and 


key insights. 
A. Managing a network of Medicaid Providers; 
Based on our experience with large commercial and state Medicaid Implementations, we have 
learned that new client implementations require the use of multiple channels to effectively 
communicate program changes to providers. eviCore employs a minimum of five kinds of 
provider-outreach methods: 


• WebEx Provider Orientations 
• Provider Program Notifications 
• Client Web Portals 
• Frequently Asked Questions 
• Quick Reference Guides. 


 
Depending upon the client and provider-network needs, eviCore is experienced in helping clients 
select and implement strategic outreach approaches to ensure that key providers are well 
prepared for the program. 


B. Managed care programs for Medicaid recipients; 
eviCore currently serves more than 100 clients, which includes 30 managed Medicaid clients, with 


                                                      
1 Across all solutions. 
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ongoing relationships spanning as many as 18 years. 


C. Managing and improving health outcomes for program recipients; 
We help to manage the most appropriate outcome for the patient, based on evidence-based 
guidelines and the most appropriate care.  Across all solutions, we manage more than 100 million 
lives. 


D. Administering Medicaid utilization and case management programs; 
eviCore’s experience includes more than 100 clients of local, regional, and national health plans 
and their membership mix includes Medicaid, commercial, self-insured, FEHB, and Medicare 
Advantage lines of business.  eviCore also supports management programs for the Accountable 
Care Organization delivery model.  As of May 2016, eviCore provides services for seven state 
Medicaid clients. 
 
As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 


• Medicaid: 20 million  
• Commercial: 72 million 
• Medicare: 8 million. 


E. Medicaid claims processing and adjudication; 
eviCore supports Medicaid claims processing and adjudication by partnering with health plans 
and providers to increase electronic claims submission and leverage technology to adjudicate 
claims, reducing the remittance cycle, increasing quality and reducing administrative costs.  
eviCore partners with FirstSource, our imaging and data entry vendor to leverage technology 
employing Optical Character Resolution (OCR), Intelligent Character Resolution (ICR), and data 
entry to convert paper claims into an electronic claim format.  This allows eviCore to load these 
claims electronically into our claims system, leverage the technology of eviCore’s systems, and 
auto-adjudicate a high percentage of these claims.  This reduces the manual effort, increases 
quality, reduces the remittance cycle, and reduces administrative costs.  
 
eviCore implemented software designed to evaluate billing and coding accuracy on submitted 
claims.  The software is guided by the coding criteria and protocols established by various 
industry sources including but not limited to, the Centers for Medicare & Medicaid Services (CMS), 
the CPT Manual published by the American Medical Association (AMA), and specialty society 
guidelines. 
 
The use of automated method(s) to aid in the proper processing of claims ensures consistent 
application of eviCore payment policies across all claims.  eviCore customized its claim auditing 
software and is continually evaluating the software and modifying it to accommodate eviCore 
payment policy. 
 
Adjudication Rules (Payment Rules and Systems Logic) 
eviCore stays abreast of the ever-changing healthcare industry.  eviCore reviews all 
changes/updates for CPT Codes, ICD-9 codes, and ICD-10 codes.  We employ coding specialists and 
medical directors who participate in professional education throughout the year. 
 
eviCore has a formal process to implement changes based on CMS guidelines, CCI guidelines, 
health plan directives, industry standards, and standards of care.  eviCore develops additional 
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proprietary rules for coding, bundling rules, and substitution rules. 


F. Project management; and 
Project management occurs throughout the life of the relationship with the client—starting with 
implementing the program and throughout servicing the client. 
 
Implementation 
eviCore provides a dedicated implementation team consisting of a Senior Director of 
Implementations, Implementation Client Engagement Manager (Business Lead), Data Integration 
Manager, and a Senior Business Analyst, and oversight provided by the Vice President, Program 
Operations.  Additional eviCore implementation resources will be brought in as needed.  Typical 
additional implementation resources include the Account Manager, a Medical Director, a Medical 
Management Lead, and a Compliance Lead.  
 
The project governance model consists of three entities.  At the top, the Program Sponsors will 
set overall direction for the project.  The Program Sponsors will provide formal sign-off of all 
project deliverables, including the Program itself.  The day-to-day project management and 
decision-making will be delegated to the Business Leads from both eviCore and the client.  The 
Business Leads from each organization will be responsible for the overall delivery of the project.  
 
The Program is comprised of six distinct Program Domains (workstreams):  


• Administration  
• Network Management  
• Medical Management  
• Complaints & Post Decisions 
• Operations 
• Information Technology (IT).  


 
Client Services 
eviCore assigns a Client Services Manager (CSM) to each client.  The CSM serves as a primary 
point of contact throughout the partnership and is accountable for ensuring that all service 
issues are expeditiously addressed and resolved.  The CSM also manages any enhancements or 
changes to the solutions.  
 
At eviCore, CSMs are organized into teams, with ready access to the support and guidance of a 
Director of Client Services.  The Director of Client Services also serves as a point of contact for 
the client and is accountable for overall client satisfaction.  Together, the Director of Client 
Services and your CSM will:  


• Ensure the objectives of the solution are met and that eviCore maintains a high level of 
customer satisfaction 


• Resolve issues and make any necessary solution changes 
• Ensure that all outstanding issues are escalated when necessary and resolved in a timely 


and satisfactory manner 
• Coordinate training for client staff and providers as needed 
• Ensure that all contract obligations are met. 


  
For routine service issues, clients can submit requests to eviCore’s Client Service Representative 
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(CSR) Team.  Requests can be submitted via an email (client.services@evicore.com) or via a 
dedicated phone number.  All issues are logged into eviCore’s tracking system and assigned a 
tracking number.  Emails are automatically logged and the sender receives an email 
acknowledgement with the tracking number.  Within one business day, a CSR will take ownership 
of the issue and acknowledge the receipt through an email to the requester.  Most routine issues 
will be resolved within 3 business days or less.  For complex issues that may require additional 
research, the CSR will escalate to the CSM.  The CSM and Director of Client Services remain 
accountable for ensuring that clients receive timely and accurate resolution of all issues. 


G. Qualifications of key personnel. 
eviCore’s team qualifications and job responsibilities are provided below. 
 
Client Services Director 
Requirements:  


• Bachelor’s degree 
• Seven or more years’ experience of client interfacing, 3 or more years of healthcare 


industry experience, and 3 or more years’ leadership experience 
• Demonstrated project management experience, strong communication skills, and an 


ability to work in a fast-paced environment 
• Contract negotiation experience 
• The ability to independently evaluate and analyze related information in order to plan, 


develop, and monitor activities to meet eviCore’s goals and objectives 
• Information technology knowledge preferred 
• Proficiency with MS Office Suite. 


 
Responsibilities (include but are not limited to):  


• Strengthen existing client relationships and develop new relationships with client leaders 
at various levels, including network, medical management, and vendor management 


• Support strategic growth actively, through coordination with the eviCore Growth Team 
• Periodically review client analytics with the CSM to ensure that program performance 


and value are meeting client expectations (this includes utilization, savings, and 
operational metrics) 


• With the CSM, coordinate and lead Joint Operating Committee (JOC) meetings 
• Provide direction and support to ensure that the CSMs are effective: 


− Engage with CSMs on a regular basis and assist as needed 
− Ensure timely resolution of client issues, including escalations 
− Ensure that requests are appropriately documented, tracked, and reported 
− Ensure that client documentation is being properly maintained 
− Help develop the CSMs’ skills and capabilities 


• Coordinate with the Client Services Representative Team leadership to review any 
outstanding issues and communicate important trends. 


• Coordinate with IT, Clinical, and Workforce Management to resolve performance issues 
• Provide expertise in utilization management services and claims operations to include all 


cross-program services, such as eligibility, provider loads, authorization exports, and 
claims file exchanges. 


 
Client Services Manager 
Requirements:  


• Four-year degree strongly preferred 
• Proficiency with MS Office (Word, Excel, Project, and Access) 
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• Project management expertise 
• Strong communication skills 
• Ability to multitask and work independently in a fast-paced environment 
• Minimum 3 years of experience with client relations 
• Knowledge of managed healthcare preferred. 


 
Responsibilities (include but are not limited to): 


• Strengthen existing client relationships and develop new relationships with client leaders 
at various levels, including network, medical management, and vendor management 


• Track and resolve complex service issues through coordination with the appropriate 
internal constituents; remain accountable to the client for ensuring resolution, even if 
the issue is handled by another internal department 


• Monitor client SLAs and process KPIs against contract and regulatory requirements 
Coordinate all important client communications regarding any eviCore operational issues 
and changes 


• Participate in new program implementations, along with the Implementation Team, to 
ensure a successful launch 


• Organize and lead Joint Operating Committee (JOC) meetings to report on program 
performance and value 


• Join in on client audits and coordinate responses to any action plans 
• Maintain client program documentation. 


4.1.12.2  Describe your experience with performance incentives based on targeted health 
outcome standards.  In addition, identify specific performance measures that would provide the 
most meaningful measure of health care service delivery performance. 
This is not applicable as we do not have “targeted health outcomes” or deliver health care. 
4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 
This is not applicable as we do not have “targeted health outcomes” or deliver health care. 
4.1.12.4  Describe the experience your organization has had working with state government 
and/or experience in specifically related services.   
eviCore’s more than 100 clients include local, regional, and national health plans and their 
membership mix includes Medicaid, commercial, self-insured, FEHB, and Medicare 
Advantage lines of business.  eviCore also supports management programs for the Accountable 
Care Organization delivery model.  As of May 2016, eviCore provides services for seven state 
Medicaid clients. 
 
As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 


• Medicaid: 20 million  
• Commercial: 72 million 
• Medicare: 8 million 


4.1.12.5  Provide the names, résumés, and any additional pertinent information regarding 
key personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements set 
forth herein.  This information must be included in vendor’s technical response to the RFP. 
WellCare’s designated Client Services Team, which includes Cayce Awe, Christopher Chapman, 
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Brooks Landry, and Kathy Hoffman, are the direct point of contact and can redirect and/or 
escalate any issues to other areas of the eviCore organization.   


• Cayce Awe, VP Strategic Client Relationship Executive (SCRE) 
− Telephone Number: 800-918-8924, ext. ext. 21814 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 
− Responsibilities: Work with health plan clients to design programs that 


provide the appropriate care at the tight time and in the right setting to 
achieve the best outcomes. 


• Christopher Chapman, Client Director  
− Telephone Number: 800-918-8924, ext. ext. 20505 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 
− Responsibilities: Primarily responsible for managing the overall client service 


experience, overseeing operational program performance, communicating 
performance and value, and owning the operations of all service issues. Leads 
a team of eight client service managers and senior managers covering 19 
health plan partners. 


• Brooks Landry, Client Service Manager  
− Telephone Number: 800-918-8924, ext. ext. 27436 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 
− Responsibilities: serves as the primary contact for daily operations, 


operational enhancements, and new membership implementations 
• Kathy Hoffman, Client Service Manager  


− Telephone Number: 800-918-8924, ext. ext. 27294 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 
− Responsibilities: daily operations, operational enhancements, and new 


membership implementations for clients 
• Norman Scarborough, MD, Senior Vice President of Medical Affairs and Chief of 


Radiology Services 
− Telephone Number: 615-468-4190 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067  
− Responsibilities: Oversee the development and management of eviCore’s 


Radiology solution. 
 


Please see Tab VII  for resumes for each proposed key staff member. 
4.1.12.6  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 
A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
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WellCare’s designated Client Services Team, which includes Cayce Awe, Christopher Chapman, 
Brooks Landry, and Kathy Hoffman, are the direct point of contact and can redirect and/or 
escalate any issues to other areas of the eviCore organization.   


• Cayce Awe, VP Strategic Client Relationship Executive (SCRE) 
− Telephone Number: 800-918-8924, ext. ext. 21814 
− Address: 400 Buckwalter Place Blvd,. Bluffton, SC 29910 


• Christopher Chapman, Client Director  
− Telephone Number: 800-918-8924, ext. ext. 20505 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 


• Brooks Landry, Client Service Manager  
− Telephone Number: 800-918-8924, ext. ext. 27436 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 


• Kathy Hoffman, Client Service Manager  
− Telephone Number: 800-918-8924, ext. ext. 27294 
− Address: 400 Buckwalter Place Blvd., Bluffton, SC 29910 


• Norman Scarborough, MD, Senior Vice President of Medical Affairs and Chief of 
Radiology Services 


− Telephone Number: 615-468-4190 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 


4.1.12.7  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.   
Please refer to eviCore attachment labeled “Attachment 4.2.1.4 – eviCore” for copies our our 
NCQA and URAC accreditation.  
 
eviCore is not an HMO. 


4.1.12.8  List any bilingual staff, the area to which they are assigned and the languages 
spoken. 
When a caller is unable to successfully communicate with an eviCore agent due to a language 
barrier or physical impairment, the staff member will establish a language (or mechanism) the 
caller is most comfortable using.  If an eviCore staff member is unable to serve as an interpreter, 
the contracted language service will be contacted, the appropriate language selected, and the 
call will continue.  Our contracted language service supports 78 different languages. 
 
Members with hearing or speech impairments requiring telecommunication devices to talk over 
telephone lines may use specific telephone numbers to access telephone, typewriter, 
teletypewriter or text phone (TTY) or Telecommunications Device for the Deaf (TDD).  Such 
telephone numbers are provided by the health plan. 
 
Program materials can be developed in other languages as requested by [Client].  eviCore 
maintains policies and procedures to ensure that there are language, communication, or cultural 
barriers.  For example, eviCore maintains a relationship with a translation service to ensure that 
there are no language barriers.  eviCore also utilizes mechanisms (TTY and TDD) for callers with 
hearing or speech impairments. 
 
Internally, eviCore has agents skilled in English and Spanish languages.  Other languages 
supported by eviCore through its contracted language service are: 
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Afrikaans Gujarati  Romanian  
Albanian  Hausa  Russian  
Amharic  Haitian (Creole)  Serbian  
Arabic  Hebrew  Sinhala  
Armenian  Hindi  Slovak  
Bengali  Hmong  Slovenian  
Bulgarian  Hungarian  Somali  
Burmese  Ilocano  Spanish  
Cambodian  Indonesian (Bahasa Indonesia)  Swahili  
Cantonese  Italian  Swedish  
Cebuano (Visayan)  Japanese  Tagalog  
Chinese (Mandarin)  Korean  Taiwanese  
Creole (Haitian)  Kurdish (Sorani & Kurmanchi)  Tajik  
Croatian  Lao  Tamil  
Czech  Lingala  Thai 
Danish  Lithuanian  Tigrinya 
Dari  Macedonian  Tshiluba 
Dutch  Malaysian (Bahasa Malaysia)  Turkish 
Estonian  Mandarin Chinese  Ukrainian 
Farsi (Persian)  Nepali  Urdu 
Finnish  Norwegian  Uzbek 
French  Papiamentu  Vietnamese 
Fukienese (Fujian)  Pashto  Visayan (Cebuano) 
Georgian  Polish  Wolof 
German  Portuguese  Yoruba 
Greek  Punjabi  Zulu 


 


4.1.12.9 List any associations or organizations to which the organization belongs. 
We maintain the following accreditations and certifications: 


• NCQA Certified: We are certified in Utilization Management (2013 Standards) – effective 
10/27/2014 through 10/27/2016. 


• URAC Accredited: We are fully accredited in Utilization Management v7.0 (CareCore 
National), v7.2 (Landmark Healthcare) – effective 08/01/2014 through 08/01/2016.  The 
company also maintains a URAC accreditation in Utilization Management v7.2 
(MedSolutions) – effective 11/1/2015 through 11/01/2016. 


• QIO-Like: We are certified by the Center for Medicare & Medicaid Services (CMS) as a 
designated Quality Improvement Organization-like (QIO-like) entity.  As a QIO-like entity, 
we can work with states to provide evidence-based utilization management services that 
improve patient care and to eliminate waste and abuse.  QIO-like status allows states 
that partner with the company for a management solution to spend less state money 
while receiving a larger federal funds match from CMS.  The company’s QIO-like status is 
current through April 2016. 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada 
statewide health information exchange (HIE)?  Please indicate your answer using the following 
table: 
At this time eviCore does not track or report this information. 
Provider Category % Participation 


Financial Financial Participation 
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Participation Only and Provide Data into 
the HIE 


Physician At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


Acute Care Hospital At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


Laboratory At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


Radiology At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


All Other At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore does 
not track or report this 
information. 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your 
network to participate in the HealtHIE Nevada statewide health information exchange?  Please 
describe. 
Not applicable 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the 
tool to improve the health of your managed care populations and to control plan costs. 
Not applicable 


4.1.14 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information. 
Please note that all financial information provided in this response is considered Confidential – 
FOIA Exempt. 


4.1.14.1 Dun and Bradstreet Number 
14-860-5462 


4.1.14.2 Federal Tax Identification Number 
14-1831391 


4.1.14.3 The last two (2) years and current year interim: 
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EVICORE HEALTHCARE  
Utilization Management 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 


A. Profit and Loss Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 


B. Balance Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
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TIM COOK
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Chairman and
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EVP Human 
Resources


GREGG ALLEN, MD
EVP 


and Chief Medical 
Officer
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Executives
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CareCore National, LLC 
 


                                      


                                     NCQA Certification in 


 


Utilization Management 
 


For demonstrating compliance with NCQA’s requirements 


            in the area of Utilization Management. 


 


 


 


 


 


                             October 27, 2014      October 27, 2016 
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Certificate Number: U120072R - 1 1 5 7


 


Certificate of Full Accreditation 


is awarded to 


CareCore National, LLC 
400 Buckwalter Place Boulevard 


Bluffton, SC 29910  


for compliance with 


Health Utilization Management Accreditation Program 


pursuant to the 
Health Utilization Management, Version 7.0 


Effective from the Thursday 1st of August of 2013 through the Monday 1st of August of 
2016  


 


 
William Vandervennet 
Chief Operating Officer 


 
Susan DeMarino 


Vice President of Accreditation Services 


URAC accreditation is assigned to the organization and 
address named in this certificate and is not transferable to 
subcontractors or other affiliated entities not accredited by 
URAC. 


URAC accreditation is subject to the representations 
contained in the organization’s application for accreditation. 
URAC must be advised of any changes made after the 
granting of accreditation. Failure to report changes can 
affect accreditation status. 


This certificate is the property of URAC and shall be returned 
upon request. 
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4.2. SUBCONTRACTOR INFORMATION 


PREMIER EYE CARE  
Vision Vendor 
4.1.1 


Company name: Premier Eye Care of Florida, LLC 


Ownership (sole proprietor, 
partnership, etc.): 


Privately held - L.L.C.  


State of incorporation: Delaware 


Date of incorporation: March, 1994 


# of years in business: 22 years 


List of top officers: Lorna Taylor, CEO and President 
Jason Panos, COO 


Location of company 
headquarters: 


6501 Park of Commerce Blvd  |  First Floor  |  Boca Raton, 
FL 33487 


Location(s) of the company 
offices: 


6501 Park of Commerce Blvd  |  First Floor  |  Boca Raton, 
FL 33487 
Hyde Park Office | 607 W Bay Street | Tampa, FL 33606 
1580 Makaloa St. | Suite 920 | Honolulu, HI 96814 


Location(s) of the office that will 
provide the services described in 
this RFP: 


6501 Park of Commerce Blvd  |  First Floor  |  Boca Raton, 
FL 33487 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


112 


Location(s) from which employees 
will be assigned for this project: 


6501 Park of Commerce Blvd  |  First Floor  |  Boca Raton, 
FL 33487 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 
We will register and obtain all required licenses upon subcontract award. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  
Information regarding the Nevada Business License can be located at http://nvsos.gov. 
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PREMIER EYE CARE  
Vision Vendor 
Is “Legal Entity Name” the same name as vendor is doing business as?  If “No”, provide 
explanation. 
Nevada Business License Number: to be obtained 
Legal Entity Name: Premier Eye Care of Florida, LLC 


☐ Yes ☒ No 


The “Doing Business As” name will be Premier Eye Care, LLC 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals 
that do not contain the requisite licensure may be deemed non-responsive. 
Premier Eye Care will obtain all licenses required to do business in Nevada. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
☐ Yes ☒ No 
 


Question Response 
Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were performed: N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 
 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to perform. 
☐ Yes ☒ No 
 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP 
must also be disclosed. 
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PREMIER EYE CARE  
Vision Vendor 
Does any of the above apply to your company? If “Yes”, please provide the following 
information.  Table can be duplicated for each issue being identified.   
 
A. Date of alleged contract failure or breach: 
B. Parties involved: 
C. Description of the contract failure, contract breach, or litigation, including the products or 
services involved: 
D. Amount in controversy: 
E. Resolution or current status of the dispute: 
F. If the matter has resulted in a court case:  
    Court: 
    Case Number: 
G. Status of the litigation: 
☐ Yes ☒  No 
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be 
able to provide the insurance requirements as specified in Attachment E.  
Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations. 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
☒ Yes ☐ No   
Premier Eye Care will obtain insurance levels required to do business in Nevada. 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 
Founded in 1994, Premier Eye Care provides expert management of total eye care services from 
routine exams to complex ocular surgical procedures.  From inception, we have been focused on 
providing Ophthalmology and Routine Vision Benefit Administration services to Health Plans.   
In partnership with providers, our comprehensive network provides services to Medicare, 
Medicaid and Children’s Health Insurance Plan (CHIP) enrollees.  We offer an integrated network 
of providers that include optometrists, ophthalmologists, and ocular subspecialists, as well as 
ambulatory surgical centers, anesthesia and in office pharmacy services.  
 
We are licensed as a Third Party Administrator and Fiscal Intermediary.  In addition, we hold 
medical review licenses, are compliant with HIPAA standards, as well as State Regulatory and 
CMS service guidelines. We accept full delegation for Network Management, Claims Payment, 
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PREMIER EYE CARE  
Vision Vendor 
Customer Service, Provider Credentialing, and Utilization Management.   
 
Currently, Premier has contracts with two national health plans (WellCare Health Plans and 
Humana, Inc.) and four Florida health plans (CarePlus Health Plan, Simply Healthcare Plans 
(Anthem), Prestige Health Choice (Amerigroup) and Magellan Complete Care) to provide 
ophthalmology and/or routine vision services to their Medicare, Medicaid and CHIP enrollees.   
Premier currently arranges routine vision and medical eye care services for approximately over 4 
million enrollees in 7 states.  We provide routine (optometry) services to Medicare enrollees in 
all 7 states; in three states (Florida, Louisiana and Hawaii), we arrange for both routine 
(optometry) and medical eye care (ophthalmology) services.   
 
By focusing on improving access to preventive care and facilitating access to the right care at the 
right time and in the proper setting, we improve health outcomes, better the lives of enrollees 
and reduce costs for the Health Plans we serve. 
 
Our 20+ years of experience, expertise and outstanding service speaks to the qualifications of 
our organization to manage eye care services to your enrollees.   


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
No. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
22 years.  Since inception, we have been focused on providing Ophthalmology and Routine Vision 
Benefit Administration services to Health Plans.   


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described in this RFP 
to the public and/or private sector.   
Premier’s primary business focus since 1994 is providing Ophthalmology and Routine Vision 
Benefit administration services to Managed Care Health Plans.  Since inception we have been 
dedicated to providing services to Medicare, Medicaid and Children’s Health Insurance Plan 
enrollees.  We offer an integrated network of providers that include optometrists, 
ophthalmologists, and ocular subspecialists, optical shops and ambulatory surgical centers. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   
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PREMIER EYE CARE  
Vision Vendor 
Premier Eye Care of Florida, L.L.C. was established in 1994 by Lorna Taylor and funded by Dr. 
Alan Aker, M.D., Dr. Ann Kasten, M.D.  Drs. Aker and Kasten are ophthalmologists who also own 
the Aker-Kasten Cataract and Laser Institute in Boca Raton, Florida.  Premier remains privately 
held by the owners and led by Lorna L. Taylor, President and CEO.  The company was formed for 
the purpose of contracting with managed care plans to arrange for ophthalmology and optometry 
services for the health plan enrollees.   
 
Taylor is a graduate of Princeton Theological Seminary with a Master’s degree in Divinity 
concentrating in Social Ethics.   She has been recognized as one of the top business leaders in 
Florida.  Taylor’s commitment to Corporate Social Responsibility and her leadership that gained 
Premier the recognition as one of 2013, 2014, 2015 and 2016 “Florida’s Best Companies To Work 
For” by Florida Trend magazine. 
 
Dr. Aker is a distinguished graduate of the United States Military Academy at West Point and 
earned his medical degree from New York Medical College.  During his residency at North Shore 
University Hospital (Cornell), Dr. Aker served a two year term as Chief Resident and then joined 
the faculty as Coordinator of the hospital’s residency program.  He established the Aker-Kasten 
Eye Center in Boca Raton, Florida in 1985 with his wife, Dr. Ann Kasten.  


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list 
the state of residence.  Does your resident state apply a preference, which is not afforded to 
bidders or vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 
Premier Eye Care’s corporate operations are in Florida.  Preferences are available to companies 
within Florida if commodities can be purchased at no greater expense, and are of equal quality.  


4.1.11.4  The location of disaster recovery back-up site. 
Colorado 


4.1.11.5  The name, address and telephone number of the Vendor’s point of contact for a 
contract resulting from this RFP. 
Jason Panos, COO    561.455.9002 ext. 222 


4.1.11.6  The size of organization in assets, revenue and people. 
Premier currently employees 96 team members.  Please refer to Premier Eye Care attachment 
labeled "Attachment 4.2.1.4 - Premier Eye Care”.  


4.1.11.7  The organizational chart of your senior management by function including key 
personnel. 
Please refer to Premier Eye Care attachment labeled “Attachment 4.2.1.4 – Premier Eye Care”. 


4.1.11.8  The areas of specialization. 
Since inception, we have been focused on providing Ophthalmology and Routine Vision Benefit 
Administration services to Health Plans.  Premier contracts with Health Plans and providers to 
provide the full scope of eye care services to Medicare, Medicaid and CHIP Members.  In addition, 
Premier accepts full delegation for Network Management, Practitioner Credentialing, Claims 
Payment, Provider/Customer Service and Utilization Management. Premier is a health care 
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PREMIER EYE CARE  
Vision Vendor 
delivery network of ophthalmologists and optometrists dedicated to providing quality-driven 
total eye care through cost effective and efficient delivery systems which provides high patient 
satisfaction.   


4.1.11.9  The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are available. 
Please refer to Premier Eye Care attachment labeled “Attachment 4.2.1.4 – Premier Eye Care”. 


4.1.11.10  The corporate philosophy and mission statement. 
Our Vision is to provide the highest quality eye care services in partnership with enrollees, 
providers and health care plans. We are an innovative and dynamic organization dedicated to 
facilitating the delivery of professional and proactive total eye care health care to the 
communities we serve.  Premier is committed to providing a new standard in managed eye care: 
integrated delivery systems, excellent clinical outcomes, high patient satisfaction and cost 
containment.   


4.1.11.11  A description of any plans for future growth and development of your organization. 
We are poised for strategic growth by partnering with Health Plans and evaluating when and 
where we seek to grow, always ensuring we have the appropriate infrastructure in place to 
support growth.  Our plan is to grow in a smart manner, to be better than our competitor rather 
than simply bigger.  Our organization has a clear growth strategy, strong execution skills and an 
excellent infrastructure.  Each component is a critical key to our success.  
 
We are dedicated to continuous quality improvement in our operations and in the services 
provided to those we serve.  Premier is dedicated to developing leaders at all levels.  This 
continues to give us a competitive advantage by providing excellent service to our health plans, 
providers and enrollees.  


4.1.11.12  Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For example, what kind of planning 
and project management techniques, what resources and organization, etc.? 
Premier recently expanded our presence into Iowa.  Within the first two weeks we identified the 
anchor practices of the network and had multiple contracts in place.  Our executive team visited 
Iowa to meet with key physician groups throughout the state as well as with the President of the 
Optometric Association and the Iowa Optometric Association leadership.  Our team consisted of 
our Medical Director, Associate Medical Director, and Vice President of National Network 
Management.   
 
Our recent Iowa build out was complete well before the target completion date.  As contracts 
were executed, we identified and filled geographic gaps while simultaneously working efficiently 
to credential the provider network. We worked to ensure continuity of care for health plan 
enrollees by contracting existing Medicaid providers.  
 
Our project plan included the following key elements: identify current provider network, 
outreach to targeted providers, update Provider Agreement to meet state requirements, obtain 
licensure and review insurance requirements, identify enrollee benefits and copays, create 
Provider Manual, obtain state and health plan approval for necessary items, test eligibility files, 
determine UM protocols, authorization and COC requirements, set up claims systems, train 
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PREMIER EYE CARE  
Vision Vendor 
customer and provider service staff, complete Provider In-service trainings.   
 
Premier has the proven expertise, the experience, and the agility to build new provider 
networks.   


4.1.11.13  Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
Since inception in 1994, we have been focused on providing Ophthalmology and Routine Vision 
Benefit Administration services to Health Plans.  Premier contracts with Health Plans and 
providers to provide the full scope of eye care services to Medicare, Medicaid and CHIP Members.  
In addition, Premier accepts full delegation for Network Management, Practitioner Credentialing, 
Claims Payment, Provider/Customer Service and Utilization Management. Premier is a health care 
delivery network of ophthalmologists and optometrists dedicated to providing quality-driven 
total eye care through cost effective and efficient delivery systems which provides high patient 
satisfaction.   


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 
 


A. Managing a network of Medicaid Providers; 
Premier has extensive experience in serving low-income populations.  We have managed Medicaid 
lines of business for over 20 years, providing both medical eye care services as well routine 
vision benefits for eye exams and glasses.   
 
We maintain Medicaid provider networks in Florida, Illinois and Hawaii.  We provide greater 
enrollee choice in most service areas.  We serve almost 4 million enrollees in these 3 states and 
have over 3,000 participating providers and locations.   


B. Managed care programs for Medicaid recipients; 
Premier ensures: 


• Compliance with federal regulations  
• Network adequacy standards are adhered to for the number of providers, time & distance  
• Enrollees’ timely access to all covered services (Secret Shopper call are completed to 


ensure providers have open appointments that meet criteria for urgent/emergent and 
routine care) 


• Services and benefits are consistent with the State and MCO Benefit Plan  
• Provider hours of operation no less than that offered to commercial enrolees or 


comparable to Medicaid fee-for-service 
• Providers do not balance billing for covered services  
• Consideration of cultural, ethnic, race, and language needs 


C. Managing and improving health outcomes for program recipients; 
As an example, Premier Eye Care has a targeted HEDIS Program that improves eye health 
outcomes for diabetic members. This program helps our health plan partners increase their DRE 
(Diabetic Retinal Exam) screening rates and Medicare plan star ratings for this measure. 


Premier’s HEDIS Program consists of: 
• Full-time dedicated HEDIS team   
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Vision Vendor 


• HEDIS Web Portal 
• Health Plan and PCP Outreach 
• Member Outreach 
• Mobile Screenings 


 
The HEDIS Team builds and maintains relationships with eye care Providers, Primary Care 
Physicians and Members with Outreach Efforts. 


• We arrange and pay for Mobile Optometry Units to go to the PCP Offices to screen 
Members for DRE. 


• The HEDIS Team supports a dedicated HEDIS Phone queue for Members and Providers 
• Premier developed a secure, online “HEDIS Web Portal” for our health plan PCPs to track 


Routine Vision Exam screening rates for their patients.  
• The portal uses real-time claims and encounter data to calculate the PCP’s screening 


rates and star rating; the PCP sees how many screenings are needed to reach the next 
star-level threshold. Projected STAR ratings are calculated and updated daily. 
 


The HEDIS Team sets up an appointment for the member with the nearest Participating Provider 
using the Provider Directory.  Premier makes outbound telephone calls (in English and Spanish) to 
non-compliant enrollees. 


• Mass Mailings – Premier mails a customized quarterly reminder letter to non-compliant 
enrollees based on their previous history 


• Member Scheduling – Premier facilitates three way calls to help enrollees schedule 
appointments  


• The Premier HEDIS Team works with the Mobile Optometrist Units and the PCP Offices to 
schedule mobile screenings for enrollees 


D. Administering Medicaid utilization and case management programs; 
The company’s medical management is provided by three (3) Medical Directors, one 
ophthalmologist and two optometrists.  The ophthalmologist Medical Director has overall 
responsibility for the utilization management and credentialing programs.   
 
As part of our dedication to excellence, Premier works with providers and Health Plans on a 
Medical Management Program for eye complications – retina edema, cataracts, retinopathy, and 
others – related to diabetes. This reporting system adds a fifth digit sub-classification to the 
provider’s coding on claims, which provides the most accurate information about the 
complication and about the patient’s health to our Health Plan partners. 
 
Medical eye conditions have an impact on a patient’s overall health and wellness. As visual 
acuity decreases, a patient’s quality of life is negatively impacted, and untreated medical 
conditions can lead to blindness, which limits a patient’s ability to have a job and participate in 
social and family experiences. 
 
Because vision has such an impact on overall wellness, it is imperative for patients to receive 
regular comprehensive routine and medical eye care. Premier delivers comprehensive medical 
eye care through contracted providers, from exams to complex ocular surgical procedures. 
Case Management programs are maintained by the Health Plans.   
E. Medicaid claims processing and adjudication; 
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We are proud to receive excellent scores in our claims delegation audits from the Health Plans we 
serve.  These show our compliance with each state’s diverse Medicaid claims payment 
requirements.   
 
Premier has over 20+ years of expertise in government programs.  We thoroughly understand the 
nuances of Medicaid program administration.  The method in which these programs are managed 
is vastly different from the administration of commercial payors.  Keeping up with state fee 
schedules, timely claims payment requirements to COB rules is a must as a TPA.  Understanding 
the complexities of state level Medicaid Provider enrollment requirements is another area of 
expertise that we maintain in order to ensure we are only contracting with providers who meet 
each state’s criteria.   


F. Project management; and 
Premier has been extremely successful in the project management and implementation of recent 
expansion into new states.  We have a proven track record that shows our dedication of staff and 
resources to achieve goals.  In the past three years we have successfully expanded into the 
following new states: California, Hawaii, Texas, Illinois, Connecticut and Louisiana, as well as 
significantly expanding our presence in Florida due the MMA statewide Medicaid initiative.  
 
The scope of these implementations included: Provider network development, Credentialing, 
Configuration of contract rates; state regulations for claims payments; Health plan benefits, 
Customer service training and Utilization protocols and team training. 
 
This type of project requires not only the knowledge of what needs to be done, but delivering 
those results in a timely manner that exceeds compliance requirements.  Setting measurable 
goals with ongoing monitoring of progress and evaluation of the plan is key in order to ensure 
successful execution for our Health Plan partners.    


G. Qualifications of key personnel. 
Resumes attached for: 


• Lorna Taylor - President and Chief Executive Officer  
• Michael Hecht, O.D. - Medical Director   
• Jason Panos - Chief Operating Officer  


4.1.12.2  Describe your experience with performance incentives based on targeted health 
outcome standards.  In addition, identify specific performance measures that would provide the 
most meaningful measure of health care service delivery performance. 
Our contracts with Health Plans typically include our extensive HEDIS program with requirements 
to achieve specific HEDIS scores.  Penalties would accrue if these benchmarks are not achieved.  
The incentive is to meet and exceed the targeted benchmark.  
 
HEDIS is a tool used by most Health Plans to measure performance of important dimensions of the 
eye care related indicator of a Diabetic Retinal Exam.  Enrollees identified by the Health Plans 
are contacted throughout the year by Premier to ensure they receive this exam.  Our extensive 
outreach programs works with enrollees and providers to ensure identified members receive this 
important exam.   This is a critical measure of health care service delivery performance.  


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 
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Premier is dedicated to consistently deliver best practices in each of our delegated areas. Please 
refer to Premier Eye Care attachment labeled "Attachment 4.2.1.4 - Premier Eye Care” for 
activities, indicators and benchmarks.   
 
Our Quality Improvement Committee also monitors Provider and Member Satisfaction.  We drive 
results to address items identified and have improved scores each year by addressing the 
concerns identified.   


4.1.12.4  Describe the experience your organization has had working with state government 
and/or experience in specifically related services.   
Premier has extensive experience in the delivery of eye care services by ophthalmologists and 
optometrists.  We are dedicated to providing quality-driven total eye care through cost effective 
and efficient delivery systems which provides high patient satisfaction and meets all regulatory 
compliance requirements.   
  
The experience and advantages Premier offers to our partners: 


• A comprehensive and quality driven network of ophthalmologists, optometrists and 
Ambulatory Surgery Centers. 


• Total eye care services from eye examinations and glasses to complex eye surgical 
procedures including ocular diagnostic services, in-office pharmaceuticals, ASC and 
anesthesia services.  


• A robust HEDIS program with proven results for achieving high scores. 
• Consistent compliance of all Delegated Services and outstanding audit scores from Health 


Plans (Claims, UM, CS, Credentialing and Network Management). 
• Low Administrative overhead. Premier recognizes the need to reimburse physicians fairly 


for the services they provide as well as the need to remain competitive in the 
marketplace.   


• Lower medical costs compared to traditional methods of providing eye care as most 
Premier surgery is done in Ambulatory Surgery Centers. 


• A state-of-the-art Information Technology (IT) system and Web Portal for Providers to: 
(a) verify member eligibility and member benefits (b) coordinate authorizations and (c) 
check the status of claims. 


• Our networks meet and exceed Geo Access requirements. 
• Established Industry reputation of a true partner who seeks to exceed health plan 


expectations. 
• Committed to excellence in serving our health plan partners.  


 
Premier has the expertise, the experience, and the agility to create new processes and services 
needed to remain on the cutting edge of keeping quality health care accessible and affordable.  
Health Plans and Providers consistently recognize Premier for our responsiveness and 
commitment.  We strive to deliver service excellence and exceed expectations.   
4.1.12.5  Provide the names, résumés, and any additional pertinent information regarding 
key personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements set 
forth herein.  This information must be included in vendor’s technical response to the RFP. 
Resumes attached for the following key personnel: 
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Vision Vendor 


• Lorna Taylor, CEO and President 
• Dr. Michael Hecht, Medical Director 
• Jason Panos, COO 


4.1.12.6  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 
A. Information Systems – Duane Carter – IT,  Dennis Poore - Infrastructure 
B. Utilization/Case Management  - Lee Thomas  
C. Claims Payment – Eloy Montesino 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) – Terry Wong, Michelle Curtis 
E. Health Education – Michelle Curtis 
F. Data Coding – Sandra Victoria 
G. Contract Negotiation Specialists/Network Recruiters - Carlos Gomez, Liz Jackson, Hallie 
Saunders 
H. Encounter Data – Duane Carter 
I. Other staff as needed for project – Kerri Ross - Credentialing, Shari Basye - Operations, 
Melaunda Hall – Configurations, Chris Watkinson – Provider and Member Services 


 


4.1.12.7  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.   
Please refer to Premier Eye Care attachment labeled "Attachment 4.2.1.4 - Premier Eye Care”. 
Premier Eye Care is not an HMO. 


4.1.12.8  List any bilingual staff, the area to which they are assigned and the languages 
spoken. 
Our Provider and Member Customer services team has 10 staff enrollees who are bilingual.  The 
languages include: Spanish, Vietnamese, Korean and Creole.   


4.1.12.9 List any associations or organizations to which the organization belongs. 
NCQA Accreditation for UM and Credentialing 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participates in the HealtHIE 
Nevada statewide health information exchange (HIE)?  Please indicate your answer using the 
following table: 
Premier is currently is the process of building our provider network in Nevada.   


Provider Category % Participation 
Financial 


Participation Only 
Financial Participation 
and Provide Data into 


the HIE 
Physician Not Applicable Not Applicable 


Acute Care Hospital Not Applicable Not Applicable 
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Vision Vendor 
Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


Not Applicable Not Applicable 


Laboratory Not Applicable Not Applicable 


Radiology Not Applicable Not Applicable 


All Other Not Applicable Not Applicable 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your 
network to participate in the HealtHIE Nevada statewide health information exchange?  Please 
describe. 
We will seek to develop a plan to encourage providers to participate in HealtHIE Nevada. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the 
tool to improve the health of your managed care populations and to control plan costs. 
N/A 


4.1.14 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information. 
Please refer to Premier Eye Care attachment labeled “Attachment 4.2.1.4 – Premier Eye Care”. 


4.1.14.1 Dun and Bradstreet Number 
N/A 


4.1.14.2 Federal Tax Identification Number 
65-0540341 


4.1.14.3  The last two (2) years and current year interim: 
A. Profit and Loss Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 


B. Balance Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
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First Name Last Name Title Specialty Practice Name Address City State Zip Code


Jack Abrams MD Ophthalmology Abrams Eye 6450 Medical Center Ste 100 Las Vegas NV 89148


Julie AlamoLeon OD Optometry Optic Gallery 5060 S. Ft. Apache Rd. Las Vegas NV 89148


Brian Alder MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Brian Alder MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Brian Alder MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Brian Alder MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Brian Anderson OD Optometry Brian Anderson, O.D. 3200 Soaring Gulls, #104 Las Vegas NV 89129


Eric Brooker Optical Optometry Advanced Vision Institute 5269 S Eastern Ave Las Vegas NV 89119


Scott Brotherson OD Optometry Vision SourceScott Brotherson 61 N. Willow Suite 2 Mesquite NV 89027


Fanny Chan OD Optometry 20/20 Vision LLC 738 Prater Way Sparks NV 89431


Shannon Chandler OD Optometry Eye Doc Inc 3962 Blvd Diamond Rd. ste 105 Las Vegas NV 89139


Julie Chang OD Optometry Vegas Vision 2595 S. Maryland Pkwy Las Vegas NV 89109


Troy Chang OD Optometry Vegas Vision 2595 S. Maryland Pkwy Las Vegas NV 89109


Wanwalee Charoenchote OD Optometry Advanced Vision Institute 5269 S Eastern Ave Las Vegas NV 89119


Jonathan Christiansen OD Optometry Clear Vision Eye Center 4485 S. Pecos Drive Las Vegas NV 89121


Carolyn Cruvant MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Carolyn Cruvant MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Carolyn Cruvant MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Carolyn Cruvant MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


David Davis OD Optometry Vision SourceDavid Davis 4840 E. Bonanza Road Las Vegas NV 89110


Larry Davis OD Optometry Larry Davis, O.D. 6707 W. Charleston Blvd Las Vegas NV 89146


Lesa Davis OD Optometry Eye Doc Inc 3962 Blvd Diamond Rd. ste 105 Las Vegas NV 89139


Peter Debry MD Ophthalmology NV Eye Surgery 2390 W. Horizon Ridge Pkwy Henderson NV 89052


Kevin Diep OD Optometry Spring Mountain Vision 3437 S. Jones Blvd Las Vegas NV 89146


Dan Eisenberg MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Dan Eisenberg MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Joseph Eng OD Optometry Joseph Eng OD 6005 S Eastern Ave Las Vegas NV 89119


J Erramouspe OD Optometry Dr JC Erramouspe OD PC 5164 Meadwoood Mall Cir. F 109 Reno NV 89502


Christina Faccinto-Mayer OD Optometry Mayer Eye Care 1320 E Pebble Rd Ste 100 Las Vegas NV 89123


Emily Fant MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Emily Fant MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Emily Fant MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Emily Fant MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Premier Eye Care - Nevada Practices
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Nataly Gammoh OD Optometry Gammoh Premier Vision 556 N Eastern Suite A Las Vegas NV 89101


Vincent Gassen OD Optometry Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Vincent Gassen OD Optometry Nevada Eye Physicians 3640 S Highway 160 Pahrump NV 89048


Marilyn Gonzalez OD Optometry Elite Eye Care 7775 S Rainbow Blvd #110 Las Vegas NV 89139


Steven Grant OD Optometry Steven E Grant OD 70 East Horzon Ridge Parkway #160 Henderson NV 89002


Tamara Gutierrez OD Optometry Elite Eye Care 7775 S Rainbow Blvd #110 Las Vegas NV 89139


Steven Hansen MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Steven Hansen MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Steven Hansen MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Todd Hartman OD Optometry Optic Gallery Centennial Hills Inc 6620 N Durango Dr Las Vegas NV 89149


William Harvey OD Optometry William F Harvey OD LTD 815 S. 7th St Las Vegas NV 89101


Glen Hatcher DO Ophthalmology Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Weldon Havins MD Ophthalmology Westfield Eye Center 2575 Lindell Rd Las Vegas NV 89146


Gabriel Hernandez OD Optometry Gabriel Hernandez OD 6134 W Lake Mead Blvd Ste E8 Las Vegas NV 89108


James Herzman OD Optometry James Herzman OD 5164 Meadwoood Mall Cir. F 109 Reno NV 89502


Robert Hillstead OD Optometry Robert Hillstead OD 1110 W Pioneer Bl Mesquite NV 89027


Rodney Hollifield MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Kenneth Houchin MD Ophthalmology Kenneth W Houchin, MD 2575 Lindell Rd Las Vegas NV 89146


Kenneth Houchin MD Ophthalmology Westfield Eye Center 2575 Lindell Rd Las Vegas NV 89146


Randall Jensen OD Optometry Randall Jensen, O.D. 1170 N Moapa Valley Overton NV 89040


Tony Jensen OD Optometry Clear Vision Eye Center 1627 Nevada Hwy Boulder City NV 89005


Stephanie Johnson OD Optometry Optic Gallery Las Vegas 5905 S. Eastern Ave Ste. 101 Las Vegas NV 89119


Tyson Kales OD Optometry Tyson F Kales OD LTD 535 S Arlington Ave Reno NV 89509


Sonia Kalia OD Optometry Advanced Vision Institute 5269 S Eastern Ave Las Vegas NV 89119


Cynthia Kiernan OD Optometry Cynthia Kiernan OD 2310 E Serene Ave Las Vegas NV 89123


Claudia Krispel MD Ophthalmology Claudia Krispel MD 3037 W Horizon Ridge Pkwy #110 Henderson NV 89052


Thomas Kroll OD Optometry My Vision Source 305 N. Pecos Suite #A Henderson NV 89074


Karl Larsen OD Optometry Professional Eye Care 7324 W. Cheyenne Las Vegas NV 89129


Douglas Lee OD Optometry Clear Vision Eye Center 1627 Nevada Hwy Boulder City NV 89005


Frank Lee DO Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Frank Lee DO Ophthalmology Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Frank Lee DO Ophthalmology Nevada Eye Physicians 6850 N. Durango Drive Las Vegas NV 89149


Wenshan Liu OD Optometry Advanced Vision Institute 5269 S Eastern Ave Las Vegas NV 89119


Conrad Lochner OD Optometry Dr. Conrad Lochner III OD PC 1450 W Horison Ridge Pkwy Ste B306 Henderson NV 89012


Roy Loo MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052
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Roy Loo MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Roy Loo MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Roy Loo MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Roy Loo MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Roy Loo MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


Douglas Lorenz DO Ophthalmology Nevada Eye Physicians 893 Adams Blvd Boulder City NV 89005


Douglas Lorenz DO Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Douglas Lorenz DO Ophthalmology Nevada Eye Physicians 1301 Bertha Howe Ave Ste 1 Mesquite NV 89027


Aaron Mancuso OD Optometry Clear Vision Eye Center 2461 W Horizon Ridge Henderson NV 89052


Chrys Manos OD Optometry Savvy Eyes 500 E Windmill Lane #120 Las Vegas NV 892123


Michael Mayer OD Optometry Mayer Eye Care 1320 E Pebble Rd Ste 100 Las Vegas NV 89123


Timothy Melton OD Optometry Clear Vision Eye Center 143 S. Water Henderson NV 89015


Timothy Melton OD Optometry Clear Vision Eye Center 7335 S. Pecos Drive Las Vegas NV 89120


Timothy Melton OD Optometry Clear Vision Eye Center 4485 S. Pecos Drive Las Vegas NV 89121


Kevin Miller MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Kevin Miller MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Kevin Miller MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Steven Montgomery MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Steven Montgomery MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Dexter Morris OD Optometry Vision SourceDexter Morris 3335 W Craig Rd Ste A North Las Vegas NV 89032


Shoib Myint MD Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Shoib Myint MD Ophthalmology Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Darrick Neibaur MD Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Darrick Neibaur MD Ophthalmology Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Darrick Neibaur MD Ophthalmology Nevada Eye Physicians 3640 S Highway 160 Pahrump NV 89048


Julie Ngo OD Optometry Julie Ngo OD 300 E Lake Mead Henderson NV 89015


Francis Noll MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Pamela Nyon OD Optometry Pamela Nyon OD 3041 N Rainbow bl Las Vegas NV 89108


Douglas Orton OD Optometry Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Douglas Orton OD Optometry Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Jorge Paez OD Optometry Optic Gallery Las Vegas 5905 S. Eastern Ave Ste. 101 Las Vegas NV 89119


Romy Park OD Optometry Romy Park OD Professional Corp 3615 S Rainbow Blvd Ste 1 Las Vegas NV 89103


Jeffrey Parker MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Romy Parker OD Optometry Romy Parker OD 3615 S Rainbow Bl Las Vegas NV 89103


Timothy Perozek MD Ophthalmology See Right Now 653 N Town Center Dr #42 Las Vegas NV 89144
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Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052


Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Matthew Pezda MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


Spencer Quinton OD Optometry My Vision Source 305 N. Pecos Suite #A Henderson NV 89074


Cory Rath OD Optometry My Vision Source 305 N. Pecos Suite #A Henderson NV 89074


Ravi Reddy MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Ravi Reddy MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Ravi Reddy MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Ravi Reddy MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Tushina Reddy MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Tushina Reddy MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Glenn Roter OD Optometry Glenn K Roter OD PC 5200 S. Fort Apache Rd. Las Vegas NV 89148


Rajy Rouweyha MD Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Rajy Rouweyha MD Ophthalmology Nevada Eye Physicians 2020 Goldring Avenue Las Vegas NV 89106


Rajy Rouweyha MD Ophthalmology Nevada Eye Physicians 9455 W. Russell Road Las Vegas NV 89148


Adam Rovit MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Adam Rovit MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Tapan Shah MD Ophthalmology Abrams Eye 6450 Medical Center Ste 100 Las Vegas NV 89148


Roger Simon MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052


Roger Simon MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Roger Simon MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Roger Simon MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Roger Simon MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Roger Simon MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


Surjeet Singh MD Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Surjeet Singh MD Ophthalmology Nevada Eye Physicians 2020 Goldring Avenue Las Vegas NV 89106


David Smith OD Optometry David P Smith OD APC 1485 Warm Springs Rd #106 Henderson NV 98014


Kelli Smith OD Optometry Optic Gallery Las Vegas 5905 S. Eastern Ave Ste. 101 Las Vegas NV 89119


Brant Southam OD Optometry Black Rock Vision 3201 Lakeside Dr. Reno NV 89509


Cory Steed OD Optometry Insight Eye Care 9435 West Russell Rd Las Vegas NV 89148


Solomon Stephen MD Ophthalmology NV Eye Surgery 2390 W. Horizon Ridge Pkwy Henderson NV 89052


Brad Stewart OD Optometry Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121
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Brad Stewart OD Optometry Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Brad Stewart OD Optometry Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Mark Stradling DO Ophthalmology Nevada Eye Physicians 2598 Windmill Parkway Henderson NV 89074


Mark Stradling DO Ophthalmology Nevada Eye Physicians 2020 Goldring Avenue Las Vegas NV 89106


James Swedberg OD Optometry James Swedberg OD 1807 W Craig Rd North Las Vegas NV 89032


Robert Taylor MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Robert Taylor MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Robert Taylor MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Allen Thach MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052


Allen Thach MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Allen Thach MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Allen Thach MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Allen Thach MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Allen Thach MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


Raymond Theodosis MD Ophthalmology Shepherd Eye Center 2475 W Horizon Ridge Henderson NV 89052


Raymond Theodosis MD Ophthalmology Shepherd Eye Center 3575 Pecos McLeod Las Vegas NV 89121


Raymond Theodosis MD Ophthalmology Shepherd Eye Center 2100 N Rampart Blvd Las Vegas NV 89128


Raymond Theodosis MD Ophthalmology Shepherd Eye Center 9100 W Post Road Las Vegas NV 89148


Paul Thompson OD Optometry Paul Thompson OD PC 4505 W Charleston Blvd Las Vegas NV 89102


Trang Tran OD Optometry Trang Tran OD 540 Marks St Henderson NV 89014


Micheal Vathanasayn OD Optometry Micheal Vathanasayn OD 3950 W Lake Mead Bl North Las Vegas NV 89032


Vivenne Velasco OD Optometry Ifocus Vision Center 9484 W Falmingo Rd Ste 280 Las Vegas NV 89147


My M. Vuong OD Optometry My M. Vuong OD 6464 N Decatur Bl North Las Vegas NV 89131


Bradley Waite OD Optometry Clear Vision Eye Center 7335 S. Pecos Drive Las Vegas NV 89120


Bradley Waite OD Optometry Clear Vision Eye Center 4485 S. Pecos Drive Las Vegas NV 89121


Kenneth Westfield MD Ophthalmology Westfield Eye Center 2575 Lindell Rd Las Vegas NV 89146


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Jason Wickens MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


Michelle Wong OD Optometry Bright Eyes Optometry 6910 S. Rainbow Blvd, Ste 102 Las Vegas NV 89118


Chihuang Edward Yee MD Ophthalmology Westfield Eye Center 2575 Lindell Rd Las Vegas NV 89146


Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 710 Coronado Center Drive Henderson NV 89052
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Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 3006 S Maryland Parkway Las Vegas NV 89109


Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 653 North Town Center Dr Las Vegas NV 89144


Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 6220 N. Durango Dr Las Vegas NV 89149


Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 3650 S. Pointe Circle Laughlin NV 89029


Meher Yepremyan MD Ophthalmology Retina Consultants of Nevada 1301 Bertha Howe Lane Mesquite NV 89027


David Yesnick OD Optometry David P Yesnick OD 10198 W Flamingo Rd #100 Las Vegas NV 89147


Nicole Yontz OD Optometry Optic Gallery Las Vegas 5905 S. Eastern Ave Ste. 101 Las Vegas NV 89119


Chen Young OD Optometry Optic Gallery 8880 W. Charleston Blvd Las Vegas NV 89117


Chen Young OD Optometry Optic Gallery 6620 N. Durango Blvd Las Vegas NV 89149


Chen Young OD Optometry Optic Gallery Centennial Hills Inc 6620 N Durango Dr Las Vegas NV 89149


Rene Zamora MD Ophthalmology Nevada Eye Physicians 2020 Goldring Avenue Las Vegas NV 89106


Rene Zamora MD Ophthalmology Nevada Eye Physicians 6850 N. Durango Drive Las Vegas NV 89149


Optical Optical Optometry Visionworks 681 Mall Ring Circle Henderson NV 89014


Optical Optical Optometry Visionworks 3460 S Maryland Pkwy Las Vegas NV 89169


Optical Optical Optometry Visionworks 3962 Blue Diamond Rd, Ste 105 Las Vegas NV 89139


Optical Optical Optometry Visionworks 4300 Meadows Mall, Space 104 Las Vegas NV 89107


Optical Optical Optometry Eyemart Express 6633 S Virginia Street, Suite D Reno NV 89511


Optical Optical Optometry Visionworks 5164 Meadowood Mall Circle, Space F109 Reno NV 89502
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6501 Park of Commerce Blvd., First Floor    Boca Raton, FL  33487 
Phone:  (561) 455 - 9002      Fax:  (561) 455 - 9004    


 


 
CREDIT REFERENCES 


 


 
Bank Reference: 


 


 SunTrust Bank, South Florida 
 Mail Code: FL-FortLauderdale-1034 


501 East Las Olas Boulevard, 2nd Floor 
Fort Lauderdale, FL 33301 
Tel: 954.765.7380 
Fax: 954.765.7266 
Contact: Ashlea Ayer, Assistant Vice President, Medical Client Advisor 
Account # 0490006119139 
 
Credit References: 
 


   
  1. SHI International Corp. 


290 Davidson Ave. 
Somerset, NJ 08873 


  (732)) 652-0254 
  Contact: Matthew Deberjeois 
 


2.  R2 Unified Technologies 
980 N. Federal Highway Ste. 410 
Boca Raton, FL 33432 


  (561)) 939-6934 
  Contact: David Bester 


 
3. Advance Cleaning Solution 
P.O. Box 970838  
Coconut Creek, FL 33097-0838 


  (561)) 756-3988 
  Contact: Carlos Roza 
 


For further information please contact: 
  
  Debbie Clark, Controller 
  Premier Eye Care of Florida 
  561-455-9002 ext. 289 
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  2016 QI Work Plan  


Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


QI Program


2017 QI Program  Description N/A N/A QI Annual 2016-Dec  


2017 QI Work Plan N/A N/A QI Annual 2016-Dec  


2016 QI Program Evaluation N/A N/A QI Annual 2016-Dec  


Annual review/approval of organizational 


P&Ps (includes Code of Conduct, 


Compliance Plan, FWA plan, etc.)


N/A N/A QI Annual 2016-Dec  


Claims 


Claims volume
Number of claims received during the reporting 


period
N/A CL Qtrly Mar, Jun, Sep, Dec  


Medicare: Timely processing for the 


reporting period (Turnaround Time or 


TAT)


     


Medicare: Clean claims payment - 30 days


Numerator:  # of clean Medicare claims paid/denied 


w/in 30 days.  Denominator:  total # of clean 


Medicare claims received.


95%*** CL Qtrly Mar, Jun, Sep, Dec  


Medicare:  All Claims - 60 days


Numerator:  # of Medicare claims paid/denied w/in 


60 days.  Denominator:  # of Medicare claims 


received


100*** CL Qtrly Mar, Jun, Sep, Dec  


Medicaid:  Timely processing for reporting 


period (Turnaround Time or TAT)                         
    


Medicaid: Electronic claims


Numerator:  # of Medicaid electronic  claims 


processed w/in 15 days.  Denominator:  total # 


of Medicaid electronic claims received during 


reporting period


100%*** CL Qtrly Mar, Jun, Sep, Dec  


Medicaid: Non-electronic claims


Numerator:  # of Medicaid paper claims 


processed w/in 20 days.  Denominator:  total # 


of paper claims received during reporting 


period


100%*** CL Qtrly Mar, Jun, Sep, Dec  


Medicaid (all): Clean claims payment - 7 


days


Numerator:  # of Medicaid clean claims 


processed w/in 7 days.  Denominator:  total # of 


Medicaid clean claims received during reporting 


period


50%*** CL Qtrly Mar, Jun, Sep, Dec  


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
1
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


Medicaid (all): Clean claims payment - 10 


days


Numerator:  # of Medicaid clean claims 


processed w/in 10 days.  Denominator:  total # 


of Medicaid clean claims received during 


reporting period


70%*** CL Qtrly Mar, Jun, Sep, Dec  


Medicaid: Clean claims payment - 20 days


Numerator:  # of Medicaid clean claims 


processed w/in 20 days.  Denominator:  total # 


of Medicaid clean claims received during 


reporting period


90%*** CL Qtrly Mar, Jun, Sep, Dec  


Interest paid Interest paid during the reporting period N/A CL Qtrly Mar, Jun, Sep, Dec  


Electronic submission percentage (EDI and 


DDE)


Numerator: Total # of EDI and DDE claims combined.  


Denominator: Total number of claims for reporting 


period


82%**            


(average for 1st 3 


quarters of 2014 =  


75%)


CL Qtrly Mar, Jun, Sep, Dec  


Non-Electronic submission percentage 


(negative indicator, lower rates desired)


Numerator: Total number paper claims submitted.   


Denominator: Total number of claims submitted for 


reporting period


<18%** CL Qtrly Mar, Jun, Sep, Dec  


Provider satisfaction


Provider Satisfaction Survey:  Rate the timeliness of 


payment:  Numerator:  # of "Very Satisfied" 


responses.  Denominator:   total # of respondents 


answering this question (response count)


36%***                 


(from 2013 survey 


responses:  56 


numerator; 159 


denominator = 


35.22%)


QI Annual Mar  


Auto-adjudication rate


Numerator:  Total number of claims processed 


without manual intervention by a claims adjudicator.  


Denominator:  Total number of claims submitted for 


reporting period.


80% CL Qtly Mar, Jun, Sep, Dec  


Credentialing 


 Initial Credentialing


Times are calculated counting back from 


the Credentialing decision to the 


application receipt date


 (Reporting period:  credentialing committee 


meeting to credentiaing committee meeting) 
 


Practitioners credentialed
Number of newly credentialed providers during the 


reporting period.
N/A CR Qtrly Mar, Jun, Sep, Dec  


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
2
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


Class B file applications


Numerator: total number of "Class B" files approved 


during the reporting period Denominator: total 


number of applications approved during the 


reporting period  


N/A CR Qtrly Mar, Jun, Sep, Dec  


Provisional credentialing 


Numerator: total number of provisional files 


approved during the reporting period Denominator: 


total number of applications approved during the 


reporting period


< 1%** CR Qtrly Mar, Jun, Sep, Dec  


Turn-Around Time:  Average number of 


days to process an initial application  


Counting backwards from the credentialing decision 


to the date the application receipt date. The total 


number of processing days for all initial applications 


approved during the reporting period divided by the 


total number of applications approved during the 


reporting period.          


< 45 days** CR Qtrly Mar, Jun, Sep, Dec  


Aging Report: Application processing times


Numerators: Number of active applications in 


process for: 1-30 days, 31-60 days, 61 to 90,  91-120 


days, 121-179 days and  180 days or greater.  


Denominator: total number of applications in 


process during the reporting period


85%<180 days ***                          


85% < 75 days**
CR Qtrly Mar, Jun, Sep, Dec  


Discrepancy-free file audits  (Credentialing 


file audits using the Credentialing File Audit 


Worksheet)  8/30 Methodology using 


sample of initial applications only.


Numerator: Total number of files audited with no 


discrepancies.  Denominator: Total number of files 


audited.


100%** CR Qtrly Mar, Jun, Sep, Dec  


Practitioner Satisfaction 


Provider Satisfaction Survey question, rate overall 


experience with credentialing/ recredentialing 


process.  Numerator: # of "Very Satisfied/Almost 


always exceeds expectations" responses;   


Denominator:  total # of respondents answering this 


question (response count)


***30% (Very 


Satisfied from 


survey - 3 sub-


categories)


QI Annual Mar  


Re-Credentialing   


The 36-month re-credentialing cycle 


begins with the date of the previous 


credentialing decision and counts to the 


month, not the day.


 (Reporting period:  credentialing committee 


meeting to credentiaing committee meeting) 
 


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
3
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


Providers re-credentialed during the 


reporting period


Number of re-credentialed providers during the 


reporting period
N/A CR Qtrly Mar, Jun, Sep, Dec  


Timely re-credentialing


Numerator: total number of re-credentialing 


applications approved during the reporting period 


that were approved in 36 months or less form the 


previous credentialing decision.     Denominator: 


total number of re-credentialing applications 


approved during the reporting period (measurement 


by month, not day, see NCQA explanations)


100%*** CR Qtrly Mar, Jun, Sep, Dec  


Aging Report: re-credentialing processing 


time


Numerators: Number of active applications in 


process for: 1-30 days, 31-60 days, 61 to 90  91-120 


days, 121-179 days, greater than 180 days.  


Denominator: total number of applications in 


process during the reporting period


100% < 180 


days***           100% 


<45 days**


CR Qtrly Mar, Jun, Sep, Dec  


Turn-Around Time:  Average number of 


days to recredential


Counting backwards from the recredentialing 


decision to the date the application receipt date. 


Numerator:  total number of processing days for all 


recredentialing applications approved during the 


reporting period.  Denominator:  Total number of 


recredentialing applications approved duriing the 


reporting period.


85%<180 days ***                          


85% < 60 days**
CR Qtrly Mar, Jun, Sep, Dec  


Discrepancy-free file audits  


(Recredentialing file audits using the NCQA 


File Audit Worksheet)  8/30 Methodology 


using sample of recredentialing 


applications only.


Numerator: Total number of files audited with no 


discrepancies.  Denominator: Total number of files 


audited.


100%** CR Qtrly Mar, Jun, Sep, Dec  


Customer Service 


Member satisfaction


Member Satisfaction Survey - How often did you 


receive the information/help you needed:  


Numerator: # of "Always" responses;  Denominator:  


total # of respondents answering this question 


(response count)


78%*** (from 2013 


survey; skipped 


question in 2014 


survey)


QI Annual Dec  


Customer Service Team


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
4
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


Call Volume - by state Total number of member and provider calls by state  N/A CS Qtrly Mar, Jun, Sep, Dec  


Avg speed of answer: percentage of calls 


answered within 30 seconds


Numerator:  no. of calls answered w/in 30 secs.  


Denominator:  total no. of calls answered.


80% w/in 30 


secs.***
CS Qtrly Mar, Jun, Sep, Dec  


Average call handle time System measured for reporting period N/A CS Qtrly Mar, Jun, Sep, Dec  


Call abandonment rate System measured for reporting period < 3%*** CS Qtrly Mar, Jun, Sep, Dec  


Abandonment time (time to abandoned 


call) 
System measured for reporting period N/A CS Qtrly Mar, Jun, Sep, Dec  


Wait time in queue (excludes abandoned 


calls)


Numerator:  # of calls answered w/in 60 seconds 


after caller goes through IVR menu & enters queue.  


Denominator:  total # of calls answered during 


reporting period


Wait time in queue 


< 60 seconds***
CS Qtrly Mar, Jun, Sep, Dec  


UM Medical Team


Call Volume - by state Total number of member and provider calls by state  N/A CS Qtrly Mar, Jun, Sep, Dec  


Avg speed of answer: percentage of calls 


answered within 30 seconds


Numerator:  no. of calls answered w/in 30 secs.  


Denominator:  total no. of calls answered.


80% w/in 30 


secs.***
CS Qtrly Mar, Jun, Sep, Dec  


Average call handle time System measured for reporting period N/A CS Qtrly Mar, Jun, Sep, Dec  


Call abandonment rate System measured for reporting period < 3%*** CS Qtrly Mar, Jun, Sep, Dec  


Abandonment time (time to abandoned 


call) 
System measured for reporting period N/A CS Qtrly Mar, Jun, Sep, Dec  


Wait time in queue (excludes abandoned 


calls)


Numerator:  # of calls answered w/in 60 seconds 


after caller goes through IVR menu & enters queue.  


Denominator:  total # of calls answered during 


reporting period


Wait time in queue 


< 60 seconds***
CS Qtrly Mar, Jun, Sep, Dec  


Delegation/Compliance


Timely reporting to health plans


Numerator: Total number of delegation reports 


submitted to health plans on time during reporting 


period.  Denominator: Total number of delegation 


reports due for submission during the reporting 


period.


100%*** DEL
Semi-


annual
Jun, Dec.  


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
5
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


Corrective Action Plan (CAP)-free 


delegation audits


Numerator: Total number of delegation audits with 


no CAPs conducted during the reporting period.  


Denominator:  Total number of delegation audits 


conducted during the reporting period.


2 CAP items or 


fewer per audit 


(modification 


approved at 1Q 


2014 QIC) *


DEL Annual Mar  


Corrective action plan status report Report N/A DEL Qtrly Mar, Jun, Sep, Dec  


New Hire Compliance Training


Numerator:  Number of new hires completed new 


hire training w/in 30 calendar days.  Denominator: 


Total number of new hires.


100%** DEL Qtrly Mar, Jun, Sep, Dec  


Annual Compliance Training


Numerator:  Number of employees required to 


complete annual training.        Denominator: Number 


of employees who completed annual training


100% DEL Annual Dec  


OIG/SAM database checks for new hires


Numerator: Number of new hire searches completed 


prior to start date;               Denominator: Total 


number of new hires


100% DEL Qtrly Jun, Sep, Dec  


OIG/SAM monthly checks Was monthly check conducted during the year? 100% DEL Annual Dec  


FWA reports No. of FWA reports received/reviewed/closed N/A DEL Qtrly Jun, Sep. Dec  


IT


IT Help Desk support requests by 


type/category
IT support requests by type for reporting period.  N/A IT Qtrly Mar, Jun, Sep, Dec  


Average number of hours to resolve IT 


Help Desk support tickets


System generated report.   Numerator:  Total 


number of hours to resolve  all IT Help Desk support 


requests within the reporting period.  Denominator:  


Total number of IT request tickets within the 


reporting period


New measure - 


determine baseline
IT Qtrly Mar, Jun, Sep, Dec  


Disaster recovery plan approval N/A N/A IT Annual Sep  


Disaster recovery back-up testing Report N/A IT Annual Sep  


MMA: Encounter data submission to 


plans - acceptance rate.  95% of the 


encounter must pass X12 EDI , NCPDP 


compliance edits or other applicable 


health plan or state requirement


Numerator:  Total number of encounters 


accepted  Denominator:  Total number of 


encounters submitted


95%*** IT Qtrly Mar, Jun, Sep, Dec  


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
6
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


MMA:  Encounter data rejections 


submitted within 7 calendar days of 


receiving the response file from health 


plan


Numerator:  Total number of encounters re-


submitted w/in 7 days       Denominator:  Total 


number of encounter rejections


100%*** IT Qtrly Mar, Jun, Sep, Dec  


Network Management


Number of network practitioners/ 


providers by state
Total and by state N/A NM Qtrly Mar, Jun, Sep, Dec  


Access & Availability: GEO Access / gaps Areas where CMS/Medicaid thresholds not met N/A NM Semi-annual Dec.  


Percentage of FLORIDA network 


practitioners accepting new Medicaid 


enrollees


Numerator:  Number of FLORIDA network 


practitioners in Medicaid LOB who are accepting new 


patients                            Denominator:  Total number 


of network practitioners in Medicaid LOB 


90%*** (MMA 


requirement)
NM Annual Mar   


Percentage of FLORIDA network 


practitioners using electronic health 


records (EHR)


Numerator:  Number of FLORIDA network 


practitioners using EHR                    Denominator:  


Total number of network practitioners  


60%*** (MMA 


requirement)
NM Annual Mar   


Satisfaction


Practitioner Satisfaction Survey - Report 


2015 survey results  
N/A N/A QI Annual Mar  


Member Satisfaction Survey - Conduct 


2016 survey
N/A N/A QI Annual 3Q  


Practitioner Satisfaction Survey -Conduct 


2016 survey
N/A N/A QI Annual 4Q  


Member Satisfaction Survey - Report 2016 


survey results
N/A N/A QI Annual Dec  


Complaints, member (aggregate by reason 


category)
Number by category for trend analysis N/A QI Semi-annual Jun, Dec.  


Complaints, Practitioner (aggregate by 


reason category)
Number by category for trend analysis N/A QI Annual Jun, Dec.  


Practitioner Satisfaction  


Practitioner Satisfaction Survey - How likely 


practitioner would recommend Premier to a 


colleague (% answering "Extremely Likely") (top box 


score)


*36% (goal); 29.5% 


***(2013 survey)
QI Annual Mar  


Provider Claims Appeals/Disputes      


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
7
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Activity Indicator


Benchmark*      


Goal**     


Threshold***


Responsible 


Team


Reporting 


Frequency


Report /activity  


Schedule 


Complete / 


Accomplished Date 


(scheduled)


No. of Claims Disputes/Participating 


Provider Appeals Received by 


State/Category/Disposition/# of Appeals 


per 1000 


N/A N/A AP Qtrly Mar, Jun, Sep, Dec  


Overturn rate 


Numerator: Number of claims overturned upon 


appeal.  Denominator:  Total number of appealed 


claims during the reporting period.


72%* (overturn 


rate in 2014 was 


82%)


AP Qtrly Mar, Jun, Sep, Dec  


Timely processing rate


Date received minus date paid.  Numerator:  # of 


claim appeals resolved in 0 through 30 days.  


Denominator:  Total # of claims during the reporting 


period.


100% w/in 30 


days***
AP Qtrly Mar, Jun, Sep, Dec  


Medical Economics and IT Reporting


No. of report requests by type/category Report requests by type/category N/A Med Econ. Qtrly Mar, Jun, Sep, Dec  


Average number of calendar days to close 


report request ticket


System generated report.   Numerator:  Total 


number of days to close all Report Requests within 


the reporting period.  Denominator:  Total number of 


IT request tickets within the reporting period


New measure - 


determine baseline
Med Econ. Qtrly Mar, Jun, Sep, Dec  


Utilization Management      


UM - See 2016 UM Work Plan


Note:  no change to the indicators from 2015; some indicators not reported in 2015 will begin in 2016 instead.


* Benchmark: Industry-best performance


** Goal: Premier established performance goal


 *** Threshold: Desired minimum performance level
8
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Premier Eye Care of Florida, L.L.C. 
 


                                                              NCQA Certification in 


 


Utilization Management and 


Credentialing 
 


        For demonstrating compliance with NCQA’s requirements 


in the area of Utilization Management and Credentialing. 
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PREMIER EYE CARE OF FLORIDA LLC
ALAN BRENDAN AKER
6501 PARK OF COMMERCE BLVD FIRST FLOOR
BOCA RATON FL 33487


State of Illinois
License No: 100630793 Insurance License


PREMIER EYE CARE OF FLORIDA LLC
This is to certify that pursuant to requirements of the Illinois Insurance code the above firm is licensed to do business
in the state of Illinois with the following authority:


LICENSE TYPE


LICENSE
EFFECTIVE


DATE


LICENSE
EXPIRATION


DATE
THIRD PARTY ADMINISTRATOR 12/08/2015 12/08/2016


For questions regarding a license, contact the
Illinois Department of Insurance at
DOI.licensing@illinois.gov


Anne Melissa Dowling
Acting Director of Insurance
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Section 4 
Company Background and References  


 
 
 


 


RESULTS  
Call Center Services  
4.1.1 


Company name: The Results Companies, LLC 


Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company – not publicly held 


State of incorporation: Delaware 


Date of incorporation: 1990 


# of years in business: 26 


List of top officers: Alec Brecker, President/CEO 
Robert Rapp, Founder/Chairman of the Board 
Angelo Gencarelli III, CFO 
Aaron Fender, COO 
Lori Brown, CXO 


Location of company 
headquarters: 


100 NE Third Avenue, Suite 200, Fort Lauderdale, FL 33301-
1176 


Location(s) of the company 
offices: 


100 NE Third Avenue, Suite 200, Fort Lauderdale, FL 33301-
1176 


Location(s) of the office that will 
provide the services described in 
this RFP: 


The Results Companies – Paris, TX 
3052 Clarksville Street 
Paris, Texas 75460 
 
The Results Companies – Winter Haven, FL 
5300 Recker Highway, Building 2 
Winter Haven, Florida 33880 
 
The Results Companies – Streator, IL 
232 Pratt Street 
Streator, Illinois 61364 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


Will be determined based on historical call volumes / future 
call volume projections. Estimates:  
Paris, TX: 30 agents + support staff 
Streator, IL:  25 agents + support staff 
Winter Haven, FL: 5 agents + support staff 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Will be determined based on historical call volumes / future 
call volume projections as stated above 


Location(s) from which employees 
will be assigned for this project: 


Paris, TX 
Streator, IL 
Winter Haven, FL 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
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Section 4 
Company Background and References 


 
 
 


RESULTS  
Call Center Services  
of another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 
This is acknowledged. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  
Information regarding the Nevada Business License can be located at http://nvsos.gov. 
 
Is “Legal Entity Name” the same name as vendor is doing business as?  If “No”, provide 
explanation. 
Results does not have a Nevada license as none of our Call Centers are located within Nevada. We 
will be providing Call Center services from our locations in Texas, Florida, and Illinois. 


☐ Yes ☐ No 


Not applicable 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals 
that do not contain the requisite licensure may be deemed non-responsive. 
Results acknowledges this requirement. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
☐ Yes ☒ No 


 
Question Response 


Name of State agency: Not applicable 
State agency contact name: Not applicable 
Dates when services were performed: Not applicable 
Type of duties performed: Not applicable 
Total dollar value of the contract: Not applicable 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to perform. 
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Section 4 
Company Background and References  


 
 
 


RESULTS  
Call Center Services  
☐ Yes ☒ No 
 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP 
must also be disclosed. 
Does any of the above apply to your company? If “Yes”, please provide the following 
information.  Table can be duplicated for each issue being identified. 
 
A. Date of alleged contract failure or breach: 
B. Parties involved: 
C. Description of the contract failure, contract breach, or litigation, including the products or 
services involved: 
D. Amount in controversy: 
E. Resolution or current status of the dispute: 
F. If the matter has resulted in a court case:  
    Court: 
    Case Number: 
G. Status of the litigation: 
☐ Yes ☒ No 
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be 
able to provide the insurance requirements as specified in Attachment E.  
Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations. 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
☐ Yes ☐ No 


Not applicable 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 
The Results Companies (Results) is a leading Business Process Outsourcing provider of Customer 
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Experience Management (CEM) solutions.  Results helps clients acquire, support, retain, and grow 
their business by providing complete life cycle customer support services.  Headquartered in Fort 
Lauderdale, Florida, with customer contact centers throughout the world, Results provides 
services through multiple communications channels including phone, email, web, chat and social 
media. 


Results was founded in 1990 as a provider of technology services for mortgage and financial 
services clients. Since Results’ original inception, our founders have maintained a strong 
entrepreneurial spirit to proactively identify innovative solutions and deliver best-in-class 
service.   


Following our decision in 2006 to focus solely on providing customer experience management 
solutions, Results has experienced significant growth, largely in part by our commitment to our 
Partners to grow with them as their business needs change.  Through this collaborative 
engagement, we have become an extension of our Partners’ operations team.   


Results operates 25 strategically located contact centers throughout the continental United 
States, Mexico, Costa Rica and the Philippines. Results’ current global footprint provides a 
borderless organization with capacity to grow and expand based on our clients’ needs and global 
language support requirements to address all global markets. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
Not applicable 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
Results has performed the service as described in this RFP for WellCare for over 10 years with 
strong focus on compliance and regulation management experience.  


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described in this RFP 
to the public and/or private sector.   
For more than 26 years, The Results Companies has served as a premier global customer 
experience provider for Fortune 500 companies and uniquely designed, built and operated 
award-winning contact centers that have set the standard for innovative customer-focused 
contact solutions. Results’ current client portfolio consists of 29 Partners across various 
industries inclusive of the following:  


• Healthcare  
• Insurance  
• Wireless Telecommunications  
• Financial Services  
• Energy  
• Education  
• Subscriber Based Entertainment  
• Tax Services  
• Retail  
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• Telematics/Connected Vehicle  
• Cable/MSO 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   
Equity One Partners VI AIV, L.P. - 67.94% of ownership 
TLK Group, LLC – 10.96% of ownership 
Robert Rapp – 5% of ownership 
Alec Brecker – 5% of ownership 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list 
the state of residence.  Does your resident state apply a preference, which is not afforded to 
bidders or vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 
Florida 


4.1.11.4  The location of disaster recovery back-up site. 
Results has extensive DR/BCP capabilities with redundant data and voice network infrastructure, 
along with technical expertise within the technology department and the business unit to execute 
on such an event.  Both of our geographically diverse data centers are equipped with backup 
power provided by battery backup units (UPS) and fuel powered generators that are supported by 
diverse MPLS carriers to ensure network up-time.  In the event one of the data centers has a 
major disruption the second data center would pick up the load in an automatic fail-over 
situation. Each of the contact centers has a dedicated Business Continuity Plan which is tested 
annually with each site and corporate personnel.  Our staffing model follows a multiple site 
approach when at all possible, so in the event of a single site disruption calling traffic and 
service support for a Partner can be easily transitioned to the alternate calling sites. 
 
Excess capacity is continually monitored by Results Command Centre so we are able to see agent 
availability in the event of an outage or disaster in a particular site.  Generally, Results uses a 
distributed regional strategy for back-up facilities.    
 
We are dedicated to working with each of our Partners to create a mutually agreed upon DR/BCP 
Plan which will be tested at least once a year.  All required business process changes on each 
Partner’s side will be documented and included within the Partner specific plan. Additionally, we 
have included Results’ Master Site BCP/DR Plan that outlines all processes.  


4.1.11.5  The name, address and telephone number of the Vendor’s point of contact for a 
contract resulting from this RFP. 
Olga Golovin, Account Operations Director 
100 NE Third Avenue, Suite 200, Fort Lauderdale, FL 33301-1176 
Desk: 678.412.6520 


4.1.11.6  The size of organization in assets, revenue and people. 
2016 Est Revenue: $250M 
People: 15,000 
The Results Companies, LLC is a non-publicly traded company where additional financial 
information can be obtained by contacting Angelo Gencarelli, CFO –
 angelo.gencarelli@resultstel.com or 954-926-4110. 
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4.1.11.7  The organizational chart of your senior management by function including key 
personnel. 
Please refer to Results attachment labeled “Attachment 4.2.1.4 – Results” 


4.1.11.8  The areas of specialization. 


Results supports Medicare, Medicaid, Individual Group HMO, PPO, Prescription Drug Plans and 
Health Exchange Programs.    


Lines of business span multiple channels and levels of specialty and include member and provider 
customer service interactions, authorization intake, claims, clinical outreach, and back office. 
There have been specialized groups put in place to handle email correspondence, fax, mail and 
tty calls.  There is also a team dedicated to professional and institutional claims with 
responsibilities including adjudication.  Results also utilizes Licensed Agents year around, 
ramping the team during Annual Election Period.   


4.1.11.9  The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are available. 
The Results Companies, LLC is a non-publicly traded company where financial information can be 
obtained by contacting Angelo Gencarelli, CFO – angelo.gencarelli@resultstel.com or 954-926-
4110. 


4.1.11.10  The corporate philosophy and mission statement. 


Results’ corporate philosophy is defined by its commitment to environmental, social, and 
corporate responsibility. These values are embedded in our culture and reflect the way we 
conduct business. Our Mission, Vision and Value Statements clearly represent our brand 
attributes and tie back to a singular focus: Providing the Best Customer Experience available in 
today’s market.  


Mission Statement  


As a premier customer experience provider, Results is singularly focused on providing innovative 
and customer-centric solutions that connect our Partners and their customers with exceptional 
and inspirational experiences. We support this mission through an “expect greater” promise that 
drives our culture and commitment as global organization to enhance the communities in which 
we work and live.  


Vision Statement  


Our vision is to be THE premier global customer experience provider for Fortune 500 companies; 
to become the benchmark for brand advocacy and service excellence and the transparent 
provider of choice for customers around the world.  


Driven by our “expect greater” commitment to our customers and communities, we aspire to 
exceed expectations through the brilliancy and unyielding passion of our people.  


4.1.11.11  A description of any plans for future growth and development of your organization. 
Results strategic objectives for future growth include:  
1. Using data to better predict behaviors in the management of employees and customers. 
Results operates on the foundation of business and customer intelligence and how that data 
drives behaviors at the employee and customer level. Through our dedicated Business Intelligence 
teams along with innovative uses of speech analytics, Results has created the ability to provide 
our Partners with insights that they have not had the access to in the past. Results is committed 
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Call Center Services  
to continue on the path of continuous improvements in customer satisfaction while improving the 
overall Customer Experience.  


2. Maintain and sustain the 70% growth the company has experienced over the last 5 years. 
During this time of growth, Results has experienced increased tenure where most companies 
experience the opposite. Results' sustainability during this growth through repeatable processes 
and the focus on People, Knowledge and Empowerment has created an environment where our 
Partners and employees live our ""expect greater"" mantra every day. This is evident in our 
growth and performance.  


3. Expand the use of technology to create a more collaborative experience between the call 
center agent and automation. In the age of "automation", Results still believes in the core of the 
Customer Experience...the agent on the phone. Customers want to hear a warm voice but also 
want to know that they have options through technology solutions such as Intelligent IVRs and 
Omni-Channel contacts. Results' Partnership strategies include cost reductions through efficiency 
gains but also considers all technology options in the Customer Journey to be just as significant 
as the voice on the phone.  
4.1.11.12  Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For example, what kind of planning 
and project management techniques, what resources and organization, etc.? 


Results has experienced an avg 20% year over year growth with recent vertical expansions within 
healthcare, retail, cable/mso. In addition to expansions Results has also added 
vertical/industries over the last year inclusive of telematics and shipping/courier and solar 
energy. 


Results has a multi-phased approach to gathering, designing and developing systems and 
solutions for  that will take our partners through each step of the implementation.   


During the launch phase, technology requirements will be gathered and discussed in the following 
forums and fashions: 


Discovery Meeting – Initial phase of planning to discuss and gather high-level objectives, 
functions and requirements for our partners’ support programs. 


Requirements Documentation – Results’ Delivery Solutions team will gather and document all 
required functionality, corresponding tools and access requirements to create the desired end-
user and Customer Experience.  This documentation will be published and shared with the launch 
and technical teams, as well as our partners’ launch team representatives. 


Launch Meetings – Series of calls with launch team to discuss progress on development, set-up and 
operational readiness.  The Project Plan will be distributed along with any other documentation 
necessary for program build and its progress reporting. 


Written Updates – Each written correspondence, inquiry or update, will be copied to launch team 
members for informational purposes.  Results finds that keeping the launch team in all 
communications strings allows launch meetings to be more effective, as the updates done in 
writing don’t need to be readdressed with the team should a one-off or breakout be conducted. 


Discovery Meeting Discussion Points: 
General Program Information 


• Program Goals, Hours of Operation, etc 
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• Contractual Requirements 
• High Level Function Requirements 
• Required Desktop and Tools  
• Security and Compliance Requirements 
• Site and Staffing Information 
• Telecommunications Requirements 
• Systems and Networking Requirements 
• Data Security and Access Controls 
• Desktop Connectivity  
• Required URLs, Desktop Lockdown Requirements 
• Security and Compliance Requirements 
• Firewalls, Proxy, Extensions, etc. 


 
Application Development and Process  
Testing Plan 
Operational Reporting and Tools Needs and Specs 
 
Deliverables: 
Project Implementation Plan 


• Desktop Specs 
• Scripting Programmers Guide 
• Reporting Templates 
• Program/Data Process Flow 
• Input/Throughput Layouts 


Tiger Team Support 
Tiger Team members experienced with data-driven processes to create the best Customer 
Experiences will be deployed to the launch site.  In addition, Partner Support Team members will 
be on-site to train the Management Team expectations and culture.  The benefits of these 
Support Teams include: 


• Successfully launch and support new sites and/or programs through a set of established 
processes and procedures  


• Provide knowledge transfer and best practices to new sites on how to best architect, 
deploy and operate their site 


• Train and empower sites to operate at optimal performance 
• Identify and support opportunities that provide value to our partners’ Team(s) 


Through these processes and personnel, we are able to ensure WellCare’s standards for quality, 
professionalism, and efficiency are achieved. 


4.1.11.13  Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


While Results has supported WellCare programs for over 10 years we have also serviced customer 
support and sales programs for well over 20 years across other healthcare partner agreements as 
well as a number of other industries and verticals. 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 
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requested in this RFP, including specific experience with the following: 
 


A. Managing a network of Medicaid Providers; 


Results has provided Provider Medicaid support for WellCare since 2010. A dedicated team of 75 
agents Medicare and Dual Eligibility in the U.S. with an additional 150 in the Philippines. 


B. Managed care programs for Medicaid recipients; 


Results has supported Member Medicaid programs since 2010. Currently supported by 80+ agents 
in 2 locations – Winter Haven, FL and Streator, IL. 


C. Managing and improving health outcomes for program recipients; 


Through approaches to the industry and member experience, Results has been able to impact 
improving health outcomes most recently through two major initiatives: 


1. MET (Member Escalation Team) -  Unprecedented results in reducing churn and increasing 
Member satisfaction through a case ownership approach to each Member issue escalated 
to this group 


2. Balance Billing Group – implemented as a pilot and kept as a LOB due to high 
success.  Implemented to address high incidence of grievances resulting from billing 
issues.  Team has mitigated 99% of calls from routing to Grievance.  30% improvement 
from previous process 


D. Administering Medicaid utilization and case management programs; 


Medicaid utilization and case management has been supported by Results since 2014 through a 
specialized care and resolution to gaps during the 1st interaction not leading to any other calls. 
This support function is known as the Outbound Member Engagement Unit.  


E. Medicaid claims processing and adjudication; 


With a core group of up to 32 dedicated agents, Results has been able to successfully support 
claims adjudication with 99% and above financial accuracy year-over-year.  


F. Project management; and 


Application enhancements, systems script changes and customized reports are submitted in 
Results’ QuickBase system by the assigned Project Manager. Turnaround time can vary from 1-5 
days, depending on the complexity of the request. 


G. Qualifications of key personnel. 
Minimum Requirements for key personnel are as follows: 


• 5-7 years’ experience in Call center, BPO or direct marketing  
• Advanced knowledge of call center services industry and best practices  
• Excellent motivational skills with a demonstrated ability to develop 


leaders  
• Ability to competently address rapid changes in service delivery in a 


dynamic and time-sensitive environment  
• College Degree or Relevant Experience 
• Additional qualifications vary on direct function -Voice of the Customer vs WFM 
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4.1.12.2  Describe your experience with performance incentives based on targeted health 
outcome standards.  In addition, identify specific performance measures that would provide the 
most meaningful measure of health care service delivery performance. 
Not applicable 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


For over 10 years, Results has supported WellCare Provider and Member programs through 
inbound, outbound and offline support. In addition to supporting the normal operations as 
outlined by our healthcare partners, Results takes a collaborative approach to our partners’ 
businesses through operational and business intelligence. With that in mind Results has provided 
a summary of support enhancements and innovations assisting members and providers. 


1. MET (Member Escalation Team) and Member Retention – Case ownership through resolve 
enabled Results to retain over 2,000 members in the first year  


2. Balance Billing Team – Complaints reduced by over 90% through proactive outreach 
mitigating churn 


4.1.12.4  Describe the experience your organization has had working with state government 
and/or experience in specifically related services.   


As Results has serviced several companies across a wide range of industries and verticals, Results 
has been depth and breadth extends back to 1990. Through highly regulated programs in 
healthcare and financial services Results understands how to adjust to regulations in private as 
well as government sectors. 


4.1.12.5  Provide the names, résumés, and any additional pertinent information regarding 
key personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements set 
forth herein.  This information must be included in vendor’s technical response to the RFP. 


• Christine Rose – Account Operations Management 
• Edsel Shields – Account Operations Management 
• Gina Gregoletto – Account Operations Management 
• April Breeden – Account Operations Management 
• Nikelle Knight – VOC Management 
• Nancy Herber – Training Management 
• Susan St Jean – IT Project Management 
• Carla Morante – Business Intelligence 
• Chris Porter – WFM 


 
Please see Tab VII for resumes for each proposed key staff member. 


4.1.12.6  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 
A. Information Systems 
B. Utilization/Case Management 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


389







Section 4 
Company Background and References  


 
 
 


RESULTS  
Call Center Services  
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
Names as provided to the response in question 4.1.12.5 manage groups that support these 
functions. 


4.1.12.7  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.   
Not applicable 


4.1.12.8  List any bilingual staff, the area to which they are assigned and the languages 
spoken. 
Results has approximately 150 bilingual agents supporting WellCare programs across two regions 
(U.S. and LATAM). Results has positioned itself as a differentiator in the customer experience 
management industry by ensuring the strategically selected locations provide an array of 
experience and languages.   


4.1.12.9 List any associations or organizations to which the organization belongs. 
Local Chambers of Commerce 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada 
statewide health information exchange (HIE)?  Please indicate your answer using the following 
table: 
Not applicable 


Provider Category % Participation 
Financial 


Participation Only 
Financial Participation 
and Provide Data into 


the HIE 
Physician Not applicable Not applicable 


Acute Care Hospital Not applicable Not applicable 


Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


Not applicable Not applicable 


Laboratory Not applicable Not applicable 


Radiology Not applicable Not applicable 


All Other Not applicable Not applicable 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your 
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network to participate in the HealtHIE Nevada statewide health information exchange?  Please 
describe. 
Not applicable 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the 
tool to improve the health of your managed care populations and to control plan costs. 
Not applicable 


4.1.14 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information. 
The Results Companies, LLC is a non-publicly traded company where financial information can be 
obtained by contacting Angelo Gencarelli, CFO – angelo.gencarelli@resultstel.com or 954-926-
4110. 


4.1.14.1 Dun and Bradstreet Number 
62-534-0302 


4.1.14.2 Federal Tax Identification Number 
27-3664981 


4.1.14.3 The last two (2) years and current year interim: 
A. Profit and Loss Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 


B. Balance Statement 
N/A per the State’s response to Question 258 in Amendment 2 to the RFP. 
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The Results Companies


Organizational Support Structure 


Aaron Fender
COO


Lori Brown
CXO


Alec Brecker
CEO


Ashley Partigianoni
Vice President of Delivery Solutions


Paula Feit
Senior Vice President of Account 


Operations


David Martinsen
Director of Business Analytics


VP, IT
Chris Arrigali


CXO
Lori Brown


COO
Aaron Fender


CFO
Angelo Gencarelli


Chairman/Founder CEO/President
    Robert Rapp Alec Brecker


Heather Johll
Vice President of Operations


Chris Whelan
Vice President, Partnership Solutions


Angelo Gencarelli
CFO


Monica Capo
Director of Global HR 


Thomas Krebbeks
Controller


Chris Arrigali
Vice President of Global IT


Cesar Trujillo
Director of Financial Analysis and Planning


Michael Robinson
Director of Compliance and Risk 


Management


Frank Kelly
Sr. Vice President of Operations


Wayne Tallman
Vice President of People Operations


Matt Thaxton
Senior Vice President of Operations


Carolyn Ferrara
Director of Customer Experience


Jeannine Peterson
Vice President, Partnership Solutions


Tim Bohn 
Sr Director, Marketing
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SUBCONTRACTOR BUSINESS REFERENCES 
The following business references have been provided by our five subcontractors as 
(identified in section 4.2.1.1) as requested in Section 4.3:  


1. Concentrix 


2. CVS Caremark 


3. eviCore 


4. Results 


5. Premier Eye Care 
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CONCENTRIX REFERENCES 


Reference #: 1 


Company Name: Concentrix 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Tech and Customer Support for Dish Network 
Primary Contact Information 
Name: Reference calls can be arranged upon request 
Street Address: 9601 S Meridian Boulevard 
City, State, Zip: Englewood, Colorado 80112 
Phone, including area code: (303) 723-1000 
Facsimile, including area code:  
Email address: care@dish.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Tech and customer support calls for all of their 
products. 


Original Project/Contract Start Date: 2007 
Original Project/Contract End Date: Original contract was for 2 years 
Original Project/Contract Value: Since this is an old relationship for almost 10 yrs. 


Do not have any information with current account 
owners.   


Final Project/Contract Date: The relationship is still ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Since this is an old relationship for almost 10 yrs. 
Do not have any information with current account 
owners.   


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Since this is an old relationship for almost 10 yrs. 
Do not have any information with current account 
owners.   
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Reference #: 2 


Company Name: Concentrix 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Retail banking operations over the phone support for KeyBank 


Primary Contact Information 
Name: Reference calls can be arranged upon request 
Street Address: 127 Public Square 
City, State, Zip: Cleveland, OH 44114 USA 
Phone, including area code: (716) 838 – 7876 
Facsimile, including area code:  
Email address: Aaron_L_Hayes@KeyBank.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Concentrix currently provides KeyBank with over 
the phone support for their retail banking 
operations. 


Original Project/Contract Start Date: July 23rd, 2010 
Original Project/Contract End Date: July 31st, 2018 
Original Project/Contract Value: $ 25 Million 
Final Project/Contract Date: July 31st, 2018 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Ongoing and as per schedule. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Ongoing and within stipulated budgetary 
provisions. 
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Reference #: 3 


Company Name: Concentrix 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Property, Casualty, Life Insurance Annuity for Nationwide 
Primary Contact Information 
Name: Reference calls can be arranged upon request 
Street Address: One Nationwide Plaza 
City, State, Zip: Columbus, Ohio 43215-2220 
Phone, including area code: (614) 249-7111 
Facsimile, including area code:  
Email address:  
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Property, Casualty, Life insurance Annuity  


Original Project/Contract Start Date: 2007 onwards  
Original Project/Contract End Date: Current Contract end date 12/31/16 – Extension is 


in process.   
Original Project/Contract Value: $10.00 m  
Final Project/Contract Date: Current Contract end date 12/31/16 – Extension is 


in process.   
Was project/contract completed in time 
originally allotted, and if not, why not? 


Still ongoing 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Property, Casualty, Life insurance Annuity  
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CVS CAREMARK REFERENCES 


Reference #: 1 


Company Name: CVS Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: PBM Services for BlueCross BlueShield of South Carolina 
Primary Contact Information 
Name: Angie Baughman, 


Sr. Director Pharmacy Contractor & Sales, 
BlueCross BlueShield of South Carolina 


Street Address: 4101 Percival Road 
City, State, Zip: Columbia, South Carolina 29229 
Phone, including area code: (803) 264-3234 
Facsimile, including area code: Not applicable 
Email address: Angie.Baughman@bcbssc.com 
Alternate Contact Information 
Name: Kimberly Lacy 


Special Projects, BlueCross BlueShield of South 
Carolina 


Street Address: 4101 Percival Road 
City, State, Zip: Columbia, South Carolina 29229 
Phone, including area code: (803) 264-5258 
Facsimile, including area code: Not applicable 
Email address: Kimberly.Lacy@bcbssc.com 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


CVS Health provides PBM services to BlueCross 
BlueShield of South Carolina including mail, retail, 
specialty and clinical services. 


Original Project/Contract Start Date: 1/1/2001 
Original Project/Contract End Date: The current contract runs through 12/31/18. 
Original Project/Contract Value: Confidential & Proprietary 
Final Project/Contract Date: The current contract runs through 12/31/18. 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes.  PBM services were implemented successfully 
on the contract start date. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Not applicable for PBM services.  
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Reference #: 2 


Company Name: CVS Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: PBM Services for Family Health Network 
Primary Contact Information 
Name: Robert Kritzler, 


Chief Medical Officer, Family Health Network 
Street Address: 322 South Greene St.  
City, State, Zip: Chicago, Illinois  60607 
Phone, including area code: (312) 995-1927 
Facsimile, including area code: Not applicable 
Email address: Rkritzler@myfhn.com 
Alternate Contact Information 
Name: Luenetta Jackson, Family Health Network 
Street Address: 322 South Green St. Ste 400 
City, State, Zip: Chicago, Illinois  60607 
Phone, including area code: 312-605-9826 
Facsimile, including area code: Not applicable 
Email address: ljackson@myfhn.com 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


CVS Health provides PBM services to Family Health 
Network including mail, retail, specialty and 
clinical services.  Family Health Network offers 
Medicaid and Medicare services. 


Original Project/Contract Start Date: 4/1/2013 
Original Project/Contract End Date: Current contract runs through 12/31/2018. 
Original Project/Contract Value: Confidential & Proprietary 
Final Project/Contract Date: Current contract runs through 12/31/2018. 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes.  PBM services were implemented successfully 
on the contract start date. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Not applicable for PBM services.  
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Reference #: 3 


Company Name: CVS Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: PBM Services for Capital Blue Cross 
Primary Contact Information 
Name: My-Ngoc Dang-Nguyen, 


VP Pharmacy, Capital Blue Cross 
Street Address: 2500 Elmerton Avenue 
City, State, Zip: Harrisburg, Pennsylvania 17177 
Phone, including area code: (717) 703-8626 
Facsimile, including area code: Not applicable 
Email address: MyNgoc.Dang-Nguyen@CapBlueCross.com 
Alternate Contact Information 
Name: Jonathan Hjelm 


Director Commercial Operations, Capital Blue 
Cross 


Street Address: 2500 Elmerton Avenue 
City, State, Zip: Harrisburg, Pennsylvania 17177 
Phone, including area code: (717) 703-8371 
Facsimile, including area code: Not applicable 
Email address: Jonathan.Hjelm@capbluecross.com 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


CVS Health provides PBM services to Capital Blue 
Cross including mail, retail, specialty and clinical 
services.   


Original Project/Contract Start Date: 1/1/2011 
Original Project/Contract End Date: Current contract runs through 12/31/2019. 
Original Project/Contract Value: Confidential & Proprietary 
Final Project/Contract Date: Current contract runs through 12/31/2019. 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes.  PBM services were implemented successfully 
on the contract start date. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Not applicable for PBM services.  
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EVICORE REFERENCES 
Reference #: 1 


Company Name: eviCore  


Identify role company will have for this RFP project 
 (Check appropriate role below): 
 VENDOR      SUBCONTRACTOR X 
Project Name: High Tech Imaging Utilization Management Services for EmblemHealth 
Primary Contact Information 
Name: Artur Ashirov, Manager Vendor Contracts, 


EmblemHealth 
Street Address: 55 Water Street 
City, State, Zip: New York, NY 10041 
Phone, including area code: 646-447-7822 
Facsimile, including area code:  
Email address: aashirov@emblemhealth.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization Management of advanced imaging and 
ultrasounds (OB) using eviCore’s clinical guidelines 
and procedures. 


Original Project/Contract Start Date: March 2003 
Original Project/Contract End Date: December 31, 2017 


Note: Multiple contract extension without gaps 
Original Project/Contract Value: Roughly $50m per year 
Final Project/Contract Date: In contract discussions for extension through 2019 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Within budget 
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Reference #: 2 


Company Name: eviCore  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Radiation Therapy Utilization Management Services for Highmark 
Primary Contact Information 
Name: Christopher Burnett,  


Highmark 
Street Address: 120 5th Ave Ste 3010 
City, State, Zip: Pittsburgh, PA 15222-3002 
Phone, including area code: (412) 544-2865 
Facsimile, including area code: Not applicable 
Email address: Christohper.Burnett@Highmark.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization Management and Claims Studio of 
Radiation Therapy and Genetic testing 
Commercial & Medicare 


Original Project/Contract Start Date: 6/1/2011 
Original Project/Contract End Date: 12/31/2013 


Note: Contract renewals to present 
Original Project/Contract Value: Variable pricing based on PMPM  
Final Project/Contract Date: 6/30/2019 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes.  Project was completed with or under the 
original budget. 
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Reference #: 3 


Company Name: eviCore  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Utilization Management for Health Choice Arizona 


Primary Contact Information 
Name: Troy Garland, 


Health Choice Arizona 
Street Address: 410 N. 44th Street, Suite 900 
City, State, Zip: Phoenix, Arizona 
Phone, including area code: (480) 760-4548 
Facsimile, including area code:  
Email address: tgarland@iasishealthcare.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization Management of Advanced Imaging, Non-
OB Ultrasound, Cardiac programs utilizing eviCore 
clinical guidelines and procedures.  


Original Project/Contract Start Date: 6/01/2010 
Original Project/Contract End Date: 5/31/2013 and evergreen for one year renewals  
Original Project/Contract Value: Variable Pricing 
Final Project/Contract Date:  
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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PREMIER EYE CARE REFERENCES 


Reference #: 1 


Company Name: Premier Eye Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Medical and Vision Services for Simply Health Care 
Primary Contact Information 
Name: Jane Laguna, 


Director of Network Relations, Simply Health Care 
Street Address: 9250 West Flagler Street, Suite 6 
City, State, Zip: Miami, FL  33174 
Phone, including area code: (305) 921-2655 
Facsimile, including area code:  
Email address:  jlaguna@simplyhealthcareplans.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Medicare - Medical and Routine Vision services 
Development of provider network, credentialing, 
claims payment, and utilization management. 


Original Project/Contract Start Date: 2010 
Original Project/Contract End Date: Active contract 
Original Project/Contract Value:  
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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Reference #: 2 


Company Name: Premier Eye Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Medical Services for Care Plus Health Plan 
Primary Contact Information 
Name: Francine Orta, 


Florida Director of Operations, Care Plus Health 
Plan 


Street Address: 11410 NW 20th St 
City, State, Zip: Miami, FL 
Phone, including area code: (305) 441-9400 ext. 1021508 
Facsimile, including area code:  
Email address: Francice.orta@careplus-hp.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Medicare - Medical services 
Development of provider network, credentialing, 
claims payment, and utilization management. 


Original Project/Contract Start Date: 2003 
Original Project/Contract End Date: Active contract 
Original Project/Contract Value:  
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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Reference #: 3 


Company Name: Premier Eye Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Medicaid  - Medical and Vision Services for Vision One 
Primary Contact Information 
Name: Dr. Michael Haynes, Vision One 
Street Address: 1900 Mason Avenue, Suite 100 
City, State, Zip: Daytona Beach, FL  32117 
Phone, including area code: (386) 274-5525 
Facsimile, including area code:  
Email address: visiononeinc@cfl.rr.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Medicare and Medicaid service provider 


Original Project/Contract Start Date: 2006 
Original Project/Contract End Date: Active contract 
Original Project/Contract Value:  
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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RESULTS REFERENCES 


Reference #: 1 


Company Name: Results 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Web Support for Fresenius Medical Care 
Primary Contact Information 
Name: Rob Lynch,  


Fresenius Medical Care 
Street Address: 920 Winter Street 
City, State, Zip: Waltham, MA 02451 
Phone, including area code: (781) 699-4187 
Facsimile, including area code:  
Email address: Robert.lynch@fmc-na.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Customer service and Web support calls. Built 
escalation call tracking form. Assist kidney 
dialysis patients locate closest clinic. 


Original Project/Contract Start Date: 10/15/2015 
Original Project/Contract End Date: 10/21/2018 
Original Project/Contract Value: $1.3M 
Final Project/Contract Date:  
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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Reference #: 2 


Company Name: Results 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Member and Provider Customer Service for BCBS of Michigan 
Primary Contact Information 
Name: Dennis Proctor, 


BCBS of Michigan 
Street Address: 500 Lafeyette East 
City, State, Zip: Detroit, MI 48286 
Phone, including area code: (313) 225-9292 
Facsimile, including area code:  
Email address: dproctor@bcbsm.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Help providers get updates and answers on billing 
issues, assist members with service estimates and 
plan questions. 


Original Project/Contract Start Date: 3/1/16 
Original Project/Contract End Date: 3/1/19 
Original Project/Contract Value: $38M 
Final Project/Contract Date:  
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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Reference #: 3 


Company Name: Results 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      SUBCONTRACTOR X 
Project Name: Inbound and Outbound Call Provider for Sirius XM Satellite Radio 
Primary Contact Information 
Name: Michael Moore, 


Sirius XM Satellite Radio 
Street Address: 1290 Avenue of the Americas, 11th Floor 
City, State, Zip: New York, NY 10104 
Phone, including area code: (516) 510-5245 
Facsimile, including area code:  
Email address: Michael.Moore@Siriusxm.com 
Alternate Contact Information 
Name: Not applicable 
Street Address: Not applicable 
City, State, Zip: Not applicable 
Phone, including area code: Not applicable 
Facsimile, including area code: Not applicable 
Email address: Not applicable 
Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Inbound and Outbound call provider supporting 
Service, Sales and Retention calls. 


Original Project/Contract Start Date: September 3, 2013 
Original Project/Contract End Date: June 21, 2017 
Original Project/Contract Value: $57,000,000 
Final Project/Contract Date:  
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 
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Section 4 
Company Background and References 


 
 
 


4.3 BUSINESS REFERENCES 


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.  


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the 
evaluation process.  Reference Questionnaires not received, or not complete, may adversely affect 
the vendor’s score in the evaluation process.   


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


 


Below is the information requested by Section 4.3.2 for:  


 The following agencies that have confirmed to us that they have delivered their 
references to the Purchasing Division:  
 New Jersey Department of Human Services, Division of Medical Assistance and 


Health Services 
 New York State Department of Health 
 South Carolina Department of Health and Human Services  


 The following agencies that have not yet confirmed to us that they have delivered 
their references to the Purchasing Division: 
 Florida Agency for Health Care Administration 


We have provided alternate contact information and fax information where available.  
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Section 4 
Company Background and References 


 
 
 


Reference #: 1 


Company Name: WellCare of Nevada, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR    X  SUBCONTRACTOR 


Project Name: Florida Managed Medical Assistance / Florida 
Medicaid (contract between WellCare of Florida, Inc. 
d/b/a Staywell Health Plan of Florida, Inc. and the 
Florida Agency for Health Care Administration) 


Primary Contact Information 


Name: Elizabeth Dudek 


Secretary, Florida Agency for Health 
Care Administration 


Street Address: 
2727 Mahan Drive 


City, State, Zip: 
Tallahassee, FL 32308 


Phone, including area code: 
850-412-4007 


Facsimile, including area code: 
N/A 


Email address: elizabeth.dudek@ahca.myflorida.com  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 


The plan is responsible for providing 
for, coordinating, monitoring and 
tracking the physical and behavioral 
health services needed by its 
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Section 4 
Company Background and References 


 
 
 


software applications, data 
communications, etc.) if 
applicable: 


recipients.   The plan is also 
responsible for, among other things: 
providing care management for 
recipients;  providing recipient and 
provider education,  a recipient call 
center  and other recipient services;  
operating quality improvement  and 
utilization management  programs; 
providing interpretation services;  
providing a provider call center and 
other provider services;  
administering provider and recipient 
grievance and appeals processes;  
operating a fraud and abuse program; 
and comprehensive reporting to the 
state. 


Original Project/Contract Start 
Date: 


The plan has served Florida Medicaid 
through a series of contracts since 
1994.  The current contract was 
effective February 4, 2014. 


Original Project/Contract End 
Date: 


The current contract terminates 
December 31, 2018. 


Original Project/Contract Value: For the year ended December 31, 
2015, the plan received 
$2,209,742,297 in revenue pursuant 
to the current contract. 


Final Project/Contract Date: The current contract terminates 
December 31, 2018. 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Not applicable – contract is for 
services to be provided as necessary 
over a stipulated timeframe.  The 
plan continues to provide services 
under the contract as required. 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Not applicable – contract is for 
services to be provided as necessary 
for a capitation rate set by the state.  
The plan continues to provide services 
under the contract as required for the 
capitation rate provided. 
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Section 4 
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Reference #: 2 


Company Name: WellCare of Nevada, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR    X  SUBCONTRACTOR 


Project Name: New Jersey Medicaid (contract between WellCare 
Health Plans of New Jersey, Inc. and the New Jersey 
Department of Human Services) 


Primary Contact Information 


Name: Carol Grant 


Chief, Office of Managed Health Care 


New Jersey Department of Human 
Services, Division of Medical 
Assistance and Health Services 


Street Address: 7 Quakerbridge Plaza, 2nd floor, 
Room 205 


City, State, Zip: Hamilton, NJ  08619 


Phone, including area code: 609-588-2936 


Facsimile, including area code: 609-588-6290 


Email address: Carol.Grant@dhs.state.nj.us   


Alternate Contact Information 


Name: Jason Green 


New Jersey Department of Human 
Services, Division of Medical 
Assistance and Health Services 


Street Address: 7 Quakerbridge Plaza, 2nd floor, 
Room 205 


City, State, Zip: Hamilton, NJ  08619 


Phone, including area code: 609-588-2633 


Facsimile, including area code: 609-588-6290 


Email address: Jason.Green@dhs.state.nj.us   
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Section 4 
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Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


The plan is responsible for providing 
for, coordinating, monitoring and 
tracking the physical and behavioral 
health services needed by its 
recipients.   The plan is also 
responsible for, among other things: 
providing care management for 
recipients;  providing recipient and 
provider education,  a recipient call 
center  and other recipient services;  
operating quality improvement  and 
utilization management  programs; 
providing interpretation services;  
providing a provider call center and 
other provider services;  
administering provider and recipient 
grievance and appeals processes;  
operating a fraud and abuse 
program; and comprehensive 
reporting to the state. 


Original Project/Contract Start 
Date: 


The plan has been contracted to 
serve New Jersey Medicaid since 
November 2013. 


Original Project/Contract End Date: The contract technically expired 
June 30, 2016.  It may be extended 
by mutual agreement of the parties 
indefinitely and the parties are 
currently working on an amendment 
to extend the contract through June 
30, 2017. 


Original Project/Contract Value: For the year ended December 31, 
2015, the plan received 
$340,541,093 in revenue pursuant to 
the current contract. 


Final Project/Contract Date: The contract technically expired 
June 30, 2016.  It may be extended 
by mutual agreement of the parties 
indefinitely and the parties are 
currently working on an amendment 
to extend the contract through June 
30, 2017. 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Not applicable – contract is for 
services to be provided as necessary 
over a stipulated timeframe.  The 
plan continues to provide services 
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under the contract as required. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Not applicable – contract is for 
services to be provided as necessary 
for a capitation rate set by the 
state.  The plan continues to provide 
services under the contract as 
required for the capitation rate 
provided. 
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Reference #: 3 


Company Name: WellCare of Nevada, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR    X  SUBCONTRACTOR 


Project Name: New York Medicaid (contracts between WellCare of 
New York, Inc. and the New York State Department 
of Health (NY DOH)) 


Primary Contact Information 


Name: Jonathan Bick  


Director, Division of Health Plan 
Contracting and Oversight, New 
York State Department of Health 


Office of Health Insurance 
Programs 


Street Address: Corning Tower, Empire State 
Plaza 


City, State, Zip: Albany, NY 12237 


Phone, including area code: 518-474-5737 


Facsimile, including area code: 518-474-5738 


Email address: jonathan.bick@health.ny.gov  


Alternate Contact Information 


Name: Susan Bentley 


New York State Department of 
Health 


Office of Health Insurance 
Programs 


Street Address: Corning Tower, Empire State 
Plaza 


City, State, Zip: Albany, NY 12237 


Phone, including area code: 518-473-4842 


Facsimile, including area code: 518-474-5738 
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Email address: susan.bentley@health.ny.gov  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


The plan is responsible for 
providing for, coordinating, 
monitoring and tracking the 
physical and behavioral health 
services needed by its recipients.   
The plan is also responsible for, 
among other things: providing 
care management for recipients;  
providing recipient and provider 
education,  a recipient call 
center  and other recipient 
services;  operating quality 
improvement  and utilization 
management  programs; 
providing interpretation services;  
providing a provider call center 
and other provider services;  
administering provider and 
recipient grievance and appeals 
processes;  operating a fraud and 
abuse program; and 
comprehensive reporting to the 
state. 


Original Project/Contract Start Date: WellCare of New York has served 
New York Medicaid through a 
series of contracts since before it 
was acquired by WellCare Health 
Plans, Inc., in July 2002. 


Original Project/Contract End Date: • Medicaid Managed Care 
program (Contract C029342):  
terminates February 28, 
2019, but can be extended 
under certain circumstances 
such as negotiations for 
successor agreement not 
completed prior to expiration 


• Child Health Plus program 
(Contract C022813):  
terminates September 30, 
2019, but can be extended by 
mutual agreement of the 
parties 


• Medicaid Advantage program 
(Contract C027211): 
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technically expired December 
31, 2015 (please note the 
amendment extending the 
contract through this date is 
pending countersignature) but 
the parties continue to 
operate under it as NYS DOH 
negotiates a new form of 
contract or extension 
amendment with the Centers 
for Medicare & Medicaid 
Services (CMS) 


• Managed Long-Term Care 
program (Contract C027754):  
technically expired December 
31, 2016 (please note the 
amendment extending the 
contract through this date is 
pending countersignature) 


• Fully Integrated Duals 
Advantage demonstration 
program:  terminates at the 
end of the demonstration 
program but WellCare of New 
York has elected to non-renew 
for the 2017 plan year, 
terminating the contract as of 
December 31, 2016  


Original Project/Contract Value: For the year ended December 31, 
2015, the plan received 
$769,657,376 in revenue 
pursuant to the current contracts 
listed above. 


Final Project/Contract Date: • Medicaid Managed Care 
program (Contract C029342):  
terminates February 28, 
2019, but can be extended 
under certain circumstances 
such as negotiations for 
successor agreement not 
completed prior to expiration 


• Child Health Plus program 
(Contract C022813):  
terminates September 30, 
2019, but can be extended by 
mutual agreement of the 
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parties 


• Medicaid Advantage program 
(Contract C027211): 
technically expired December 
31, 2015 (please note the 
amendment extending the 
contract through this date is 
pending countersignature) but 
the parties continue to 
operate under it as NYS DOH 
negotiates a new form of 
contract or extension 
amendment with the Centers 
for Medicare & Medicaid 
Services (CMS) 


• Managed Long-Term Care 
program (Contract C027754):  
technically expired December 
31, 2016 (please note the 
amendment extending the 
contract through this date is 
pending countersignature) 


• Fully Integrated Duals 
Advantage demonstration 
program:  terminates at the 
end of the demonstration 
program but WCNY has 
elected to non-renew for the 
2017 plan year, terminating 
the contract as of December 
31, 2016  


Was project/contract completed in time 
originally allotted, and if not, why not? 


Not applicable – contracts are for 
services to be provided as 
necessary over a stipulated 
timeframe.  The plan continues 
to provide services under the 
contracts as required. 


Was project/contract completed within 
or under the original budget/ cost 
proposal, and if not, why not? 


Not applicable – contracts are for 
services to be provided as 
necessary for a capitation rate 
set by the state.  The plan 
continues to provide services 
under the contracts as required 
for the capitation rate provided. 
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Reference #: 4 


Company Name: WellCare of Nevada, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR    X  SUBCONTRACTOR 


Project Name: South Carolina Medicaid (contract between 
WellCare of South Carolina, Inc. and the South 
Carolina Department of Health and Human 
Services) 


Primary Contact Information 


Name: William Camp 


Program Coordinator II, South 
Carolina Department of Health 
and Human Services 


Street Address: J10-1003, 1801 Main St. 


City, State, Zip: Columbia, SC 29201 


Phone, including area code: 803-898-1609 


Facsimile, including area code: 803-255-8232 


Email address: William.Camp@scdhhs.gov  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 


The plan is responsible for 
providing for, coordinating, 
monitoring and tracking the 
physical and behavioral health 
services needed by its recipients.   
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communications, etc.) if applicable: The plan is also responsible for, 
among other things: providing 
care management for recipients;  
providing recipient and provider 
education,  a recipient call 
center  and other recipient 
services;  operating quality 
improvement  and utilization 
management  programs; 
providing interpretation services;  
providing a provider call center 
and other provider services;  
administering provider and 
recipient grievance and appeals 
processes;  operating a fraud and 
abuse program; and 
comprehensive reporting to the 
state. 


Original Project/Contract Start Date: The plan has served South 
Carolina Medicaid through a 
series of contracts since before it 
was acquired by WellCare Health 
Plans, Inc. in January 2013. 


Original Project/Contract End Date: The current contract terminates 
June 30, 2018 (please note this 
contract is pending the state’s 
countersignature). 


Original Project/Contract Value: For the year ended December 31, 
2015, the plan received 
$222,732,491 in revenue 
pursuant to the current contract. 


Final Project/Contract Date: The current contract terminates 
June 30, 2018 (please note this 
contract is pending the state’s 
countersignature). 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Not applicable – contract is for 
services to be provided as 
necessary over a stipulated 
timeframe.  The plan continues 
to provide services under the 
contract as required. 


Was project/contract completed within 
or under the original budget/ cost 
proposal, and if not, why not? 


Not applicable – contract is for 
services to be provided as 
necessary for a capitation rate 
set by the state.  The plan 
continues to provide services 
under the contract as required 
for the capitation rate provided. 
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4.4 VENDOR STAFF RESUMES 


A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Please refer to Tab VII for resumes for each proposed key vendor personnel and 
proposed key subcontractor personnel responsible for performance under any contract 
resulting from this RFP per Attachment G, Proposed Staff Resume. 
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4.4. VENDOR STAFF RESUMES  


A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


WELLCARE OF NEVADA PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: WellCare of Nevada 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: David Reynolds 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: SVP, Division President 


# of Years in Classification:  # of Years with Firm: 3+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
David Reynolds has over 15 years of experience in the healthcare field. In his current role, Mr. 
Reynolds provides executive and strategic oversight for all multi-market government programs 
(Medicare/Medicaid) for a division comprised of nine states. He develops and carries out all 
leadership strategies and initiatives associated with supporting the state contract and ensure 
that the policies and contractual requirements are followed. In his previous role as Region 
President, Mr. Reynolds drove and formulated the business strategies and operational plans for 
TANF, ABD, MLTC, Dual Demonstrations, and Medicare Advantage plans within multi-markets 
to ensure growth, market positioning, service, compliance, quality of care, and profitability goals 
are met or exceeded. He also spearheaded the profit and loss oversight of a $2 billion+ region 
including sales, local health care delivery, provider contracting, and regulatory relationships to 
an organization of roughly 1,000 associates. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc. Tampa, FL (Office Located in Chicago, IL)  
 
Senior Vice President & Division President (January 2015 – Present) 


• Reporting directly to the Chief Executive Officer, the SVP, Division President provides 
executive and strategic oversight for all multi-market government programs 
(Medicare/Medicaid) for a division comprised of seven states. 


 
Region President (November 2012 – January 2015) 
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• Reporting directly to the President, National Health Plans, spearheads the profit and loss 
oversight of a $2B+ region including sales, local health care delivery, provider 
contracting and regulatory relationships to an organization of ~1,000 associates. 


• Creates a working environment where productivity is sustained, innovation and personal 
growth are encouraged/realized by providing the leadership necessary to maintain an 
engaged, cohesive, collaborative, team oriented culture. 


• Drives and formulates the business strategies and operational plans for government 
programs (TANF, ABD, MLTC, Dual Demonstrations and Medicare Advantage) within 
multi-markets to ensure growth, market positioning, service, compliance, quality of care 
and profitability goals are met or exceeded. 


 
Humana, Chicago, IL 
 
Market President (October 2010 – November 2012) 


• Responsible for Humana's commercial health insurance business (revenue ~ $1 billion), 
including strategic direction, growth and financial performance. 


• Effectively managed matrix partners including network, government relations, clinical 
management, operations, underwriting, actuary and marketing to achieve health plan 
financial/membership targets. 


• Established strategic partnership with the Metropolitan Chicago Healthcare Council 
providing access to an employee benefits trust of ~150,000 hospital members. 


 
Vice President of Sales (November 2004 – October 2010) 


• Executive leader for all commercial lines of business including group health, group 
Medicare, dental, life, pharmacy, vision and voluntary benefits. 


• Spearhead sales and retention programs for Humana’s commercial health insurance 
business, including strategic direction, growth, and financial performance. 


• Provided strategic direction, executive leadership, and mentoring to an organization of 
70+ associates, including recruitment and development. 


• Improved Large Group persistency from 65% to 89%. 
• Earned 2007 President’s Club Hat Trick. 


 
WebMD, Chicago, IL 
 
Vice President, Payer Sales (February 1999 – November 2004) 


• Promoted three times and served as Divisional President and National Vice President of 
various sales and service programs. 


• Provided strategic direction and executive leadership to business development and 
sales organizations with up to 50 employees. 


• Directed the Payer Sales program generating $150 million from the top 150 payer 
accounts. 


• Established a Corporate Accounts Division for growth and development of the Top 16 
health plan accounts representing $120 million in revenue. 


• Awarded Corporate Account Executive of the Year. 
• Concurrently managed four Corporate Accounts generating $25 million in annual 


revenue. 
• Expanded annual transaction volume by 58% per year (25 million transactions) resulting 


in a 37% increase in revenue ($6 million). 
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• Spearheaded and reorganized National Accounts Sales program generating $220+ 
million in annual sales from 1,100 accounts. 


• Headed 19-state Northeast Division as Divisional President, expanding EDI products 
and services revenue to $68 million (109% of goal). 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Northern Illinois University 1989 
 Bachelor of Science, Economics 
 
Northwestern University 
Kellogg School of Management Executive Program Accelerating Sales Force Performance 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Michael  Kasper 
Title:   CEO 
Organization:  DuPage Medical Group  
Phone Number: (630) 432-5050 
Email:    Michael.Kasper@Dupagemd.com 
  
Reference # 2: 
Contact Name: Kevin O’Brien 
Title:   Partner 
Organization:  The Ransom Group, Incorporated  
Phone Number: (614) 205-4213 
Email:    obrien@theransomgroup.com 
 
Reference # 3: 
Contact Name: Mark S. Heaney 
Title:   Previous CEO 
Organization:  Addus Healthcare  
Phone Number: (312) 316-5473 
Email:    msheaney@gmail.com 
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Company Name Submitting 
Proposal: WellCare of Nevada 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Nicole King 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Nevada Operations Manager 


# of Years in 
Classification:  # of Years with Firm: 


Consultant 
for 5 


months 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Nicole King is a proven leader providing company development and operational excellence for 
20 years. Ms. King is uniquely adept at strategically turning a vision into a reality. She 
specializes in delivering on complex multi-faceted objectives and excels at leading teams to 
successful results-based outcomes. Ms. King has extensive personal and professional contacts 
in the healthcare industry throughout Nevada as well as numerous long-term relationships with 
key community-based leaders. She is a fourth generation Nevadan with strong family ties to the 
Northern Nevada physician and business communities. Ms. King provides unique professional 
experience combining the healthcare industry and human services arena. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Access to Healthcare Network l Reno, NV  
 
Co-Founder and Chief Operating Officer l 2005-2015 


• Co-Founder and COO of leading non-profit healthcare agency in Nevada, serving over 
45,000 clients annually through 10 programs including the only licensed non-profit 
medical discount program in the nation, the only non-profit health insurance brokerage 
firm enrolling in the HIX, care management department, call center, five state-funded 
healthcare programs, and a transportation division.   


• Strategically led and directed all membership based programs, marketing, companywide 
day to day operations, call center, HR, care management, IT and data systems, and staff 
development; accountable for 10 management level direct reports and 65 staff. 


• Fiscal accountability for department budgets, revenue generation and cost controls; 6M 
Annual Budget. 
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• Created, implemented and managed operations of all aspects of the Medical Discount 
Program (MDP), an award-winning health insurance look-alike for low-income uninsured 
where members pay a low-cost membership fee giving them access to comprehensive 
medical services at vastly reduced rates which must be paid for at the time of service. 


• Developed statewide MDP provider network of over 2,000 individual providers including 
hospitals, PCPs, specialists, diagnosticians, pharmacists, behavioral health providers, 
ancillary providers and dentists. Developed provider fee schedule.  Developed, 
negotiated and executed provider contracts. 


• Created, implemented policies, systems, processes and managed operations for the 
MDP Member Services Department including Access to Healthcare’s unique style of 
“high-touch” care coordination focusing on providing member support to ensure member 
responsibility; Created and implemented processes for member payments to providers 
at the time of service; Created and implemented member enrollment and orientation 
philosophy and processes; Member satisfaction and quality measures. 


• Developed membership fee structure and policies (akin to a monthly premium payment). 
• Created, implemented and managed operations of the call center, including eligibility 


determination workflows, IT (software, phone System), inter-departmental systems, 
processes, communications and quality management program. 


• Development and successful implementation of the Access Health Insurance Program, 
the only non-profit health insurance brokerage with in-person HIX enrollment and on-
going care management for the insured; developed Care Management philosophy, 
processes, systems and quality measures. 


• Led agency wide marketing and outreach to build awareness of available services and to 
continually build membership in all Access to Healthcare programs; directed all 
marketing efforts for HIX open enrollment. 


 
Nicole King Consulting l Reno, NV  
Human Services Consultant l 2002-2005 


• Grant writing, association administration, project management, issue-specific research 
and report generation 


 
Nevada Women’s Fund l Reno, NV  
Fund Development Director l 2000-2001 


• Grant writing, special event coordination, donor programs 
 
Reno-Sparks YWCA l Reno, NV  
Deputy Executive Director l 1996-2000 


• Program development and management, grant writing and reporting, staff management 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Nevada, 1992 
B.A International Relations with emphasis in economics and journalism, Minor Spanish 
Graduated with Honors 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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YWCA Racial Justice Institute Graduate, 1998 
Nevada Women’s Fund Executive Leadership Academy, 2000 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Andy Pasternak 
Title:   MD, MS 
Organization:  Silver Sage Center for Family Medicine 
Phone Number: (775) 853-9394 
Email:    avpiv711@sbcglobal.net 
 
Reference # 2: 
Contact Name: Helen Lidholm 
Title:   CEO 
Organization:  Saint Mary’s Regional Medical Center 
Phone Number: (775) 770-3000 
Email:    HLidholm@primehealthcare.com 
 
Reference # 3: 
Contact Name: Sherri Rice 
Title:   CEO 
Organization:  Access to Healthcare Network 
Phone Number: (775) 284-8989 
Email:   sherri@accesstohealthcare.org 
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Company Name Submitting 
Proposal: WellCare of Nevada 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Steve Meeker 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Vice President, Medicaid and Clinical Service CFO 


# of Years in Classification:  # of Years with Firm: 2+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Steven Meeker has over 20 years of experience in the healthcare field. In that time, he has held 
positions with some of the top leading managed care organizations in the country. Mr. Meeker is 
responsible for the financial performance of WellCare’s Medicaid markets covering 2.4 million 
members and nine markets. Mr. Meeker also serves as the Clinical Services Organization 
financial leader and provides specific oversight of the company’s expense improvement 
initiatives process for Medicaid and Medicare. In his previous role as Chief Operating Officer for 
our Georgia market, Mr. Meeker was responsible for the operations, finance, and network 
management functions with 600,000 Medicaid members and 30,000 Medicare Advantage 
members representing annual revenue of almost $2 billion. Before joining WellCare in 2014, 
Mr. Meeker was responsible for the overall performance of the Southeast Region for United 
Healthcare’s Medicaid division (TANF, SCHIP, ABD, MLTC, and Dual SNP) with over 1.2 
million members, annual revenues close to $4 billion, and annual earnings over $200 million.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc., Tampa, FL 
Chief Financial Officer, Medicaid and Clinical Services Organization (2014 – present) 


• Report to Chief Financial Officer for WellCare Health Plans, Inc. and responsible for the 
financial performance of WellCare’s Medicaid markets covering 2.4 million members and 
nine markets. In addition, serve as the Clinical Services Organization financial leader 
with specific oversight of the company’s expense improvement initiatives process for 
Medicaid and Medicare.  


 
WellCare of Georgia, Inc., Atlanta, GA  
Chief Operating Officer 


• Report to Regional President for South Division and responsible for the operations, 
finance, and network management functions of the Georgia market with 600,000 
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Medicaid members and 30,000 Medicare Advantage members representing annual 
revenue of almost $2 billion. 


 
United Healthcare, Community & State, Minneapolis, MN (May 2010 – May 2013)  
 
Southeast Region President (October 2011 – May 2013) 


• Executive responsible for the overall performance of the Southeast Region for United 
Healthcare’s Medicaid division, including the markets of Tennessee, Florida, Mississippi 
and Louisiana with over 1.2 million members, annual revenues close to $4 billion, and 
annual earnings over $200 million. Medicaid products include TANF, SCHIP, ABD, 
MLTC and Dual SNP. 


• Successful statewide bid and implementation of the Louisiana market in 2012, including 
top market share at 238,000 members. 


• Winning bidder in 9 of 11 regions for the Florida statewide MLTC bid in 2012, with 
expected annual revenues exceeding $800 million and greater than 20,000 members. 


• Transitioned the DC market to the Northeast Region after remediating an -$18 million 
loss in 2011 to monthly profitability by late Q4 2012. 


• Successful leadership of the only statewide MCO in the Tennessee market covering 
more than 600,000 members with annual revenues close to $2.7 billion, including 
average earnings exceeding $150 million over the past 3 years. 


• Key participant in the negotiation and sale of the South Carolina market in 2013 to 
WellCare. 


• Secured multi-year extension of SCHIP contract in Mississippi, including rates exceeding 
projected trend and funding 2014 insurer fee.  


• Florida and DC markets both achieved Commendable NCQA ratings in 2012. 
  
Southeast Region CFO (May 2010 – October 2011)  


• Financial executive responsible for all finance, accounting, premium rate setting, 
budgeting, forecasting, and medical economics functions for the 6 market Southeast 
Region of United Healthcare’s Medicaid division. 


• Partnered with Government Affairs and market leadership in Florida to secure over $20 
million in Medicaid rate increases in 2011.  


• Led medical expense remediation activities for South Carolina market after $20 million of 
rate reductions in 2011. 


• Provided strategic leadership in pricing and overall bid approach for Louisiana market in 
2011. 


• Oversaw efforts to collect $60 million in retroactive premium via detailed eligibility 
reconciliation in Tennessee market in 2011. 


 
Coventry Health Care, Bethesda, MD 
Vice President, Medical Economics (April 2009 – April 2010) 


• Led the national medical economics team focused on trend development, trend driver 
analysis, medical expense reporting and national contract analysis for a multi-line insurer 
with annual revenues in excess of $12 billion. 


• Transformed the medical expense management and reporting process, including new 
tool development and the process for identifying new utilization and unit cost initiatives to 
mitigate future trend in all health plans.  


 
Amerigroup Corporation, Virginia Beach, VA (May 2000 – March 2009) 
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Senior Vice President, Underwriting and Forecasting (May 2006 – March 2009)    


• Leader for the premium rate-setting process, gross margin forecasts, and medical 
expense trend development for all markets for a publicly-traded, Medicaid managed care 
company with annual revenue approaching $5 billion. 


• 2006 - 2009 premium rate-setting activities resulted in additional revenue increases of 
over $100 million per year.  


• Enhanced and integrated a gross margin projection model by market and product into a 
formal quarterly process. The results served as the basis for setting the annual budget, 
as well as quarterly external earnings guidance.  


• Developed new medical trend models allowing for monthly analysis by market, product, 
and category of service.  


• Rebuilt department staffing from two actuaries to an additional six actuaries in two 
locations. 


 
Health Plan CEO – Georgia (May 2004 – May 2006)      


• Executive responsible for the successful bid and implementation of the Georgia market 
with over 200,000 Medicaid members and $450 million in annual premium. Functional 
responsibilities included marketing, government relations, medical management, 
provider network development, quality management, associate services and finance. 


• Led all development activities and positioned the company to be 1 of 3 winning bidders 
for 1.2 million members.  


• Successfully met all state-mandated deadlines, including desk audit reviews, IT 
readiness review, corporate readiness review, and a local health plan readiness review. 


• Developed comprehensive and compliant provider networks in four service regions. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Georgia State University, Atlanta, GA, 1993 


M.H.A 
 
Georgia State University, Atlanta, GA, 1992 


M.B.A. 
 
Wake Forest University, Winston-Salem, NC, 1990 


B.A 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: April Golenor  
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Title:   Regional President 
Organization:  Humana 
Phone Number: (985) 629-1897 
Email:   agolenor@humana.com 
 
Reference # 2: 
Contact Name: Scott Barnes  
Title:   President and COO 
Organization:  Corizon Health 
Phone Number: (615) 767-3510 
Email:   scottbarnes@corizonhealth.com 
 
Reference # 3: 
Contact Name: Dan Gallagher  
Title:   President (former)  
Organization:  United HealthCare Community Plan in South Carolina 
Phone Number: (803) 394-2196 
Email:   Dan.Gallagher@gmail.com 
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Company Name Submitting 
Proposal: WellCare of Nevada 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Richard Petrucci, M.D. 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Chief Medical Director, Quality 


# of Years in Classification:  # of Years with Firm: 3+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Dr. Richard Petrucci has 16 years of experience in the Managed Care Industry – first as a 
practicing physician and physician leader in the Kaiser-Permanente Medical Group for six years, 
then as a physician executive with Oxford Health Plans for seven years. Currently, he serves as 
the Corporate Chief Medical Director, Quality for WellCare. In his current role as, Dr. Petrucci is 
responsible for the Corporate Quality Data Analytics Team, Quality Clinical Improvements Team 
and the Quality Accreditation Team as well as the development, implementation and oversight 
of Medicare STAR improvement program. Dr. Petrucci also provides clinical supervisions and 
guidance where needed for our LTSS clinical staff. He is also responsible for NCQA 
Accreditation Status for all markets. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc., Tampa, FL 
 
Corporate Chief Medical Director, Quality (December 2015 – Present) 


• Responsible for the Corporate Quality Data Analytics Team, Quality Clinical 
Improvements Team and the Quality Accreditation Team. 


• Responsible for development, implementation and oversight of Medicare STAR 
Improvement program focusing on improving HEDIS scores, CAHPS results and HOS 
results for all measures in each Medicare market.  


• Responsible for development, implementation and oversight Medicaid Quality 
Improvement programs focusing on HEDIS score and CAHPS results improvements as 
well as state specific quality measures for each Medicaid market. 


• Provided clinical supervisions and guidance where needed for our LTSS clinical staff 
and was part of the NY senior leadership team that designed the FIDA program and 
passed the state/CMS audit allowing for that program to go forward. 


• Responsible for NCQA Accreditation Status for all markets for both LOB’s. 
• Chairperson Corporate Quality Governance Oversight Committee 
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• Chairperson Corporate Medicare Quality Improvement Committee. 
 
Vice President, Population Outcomes (February 2015 – December 2015) 
 
Clinical Lead for Quality Improvement Teams – Data Analytics, Quality Improvement and 
Quality Accreditation: 


• Developed “Nearest Cut-Point” analysis for each market allowing them to identify 
measures which are closest to the either the next STAR cut-point for Medicare STAR 
measures or next HEDIS percentile cut-point for Medicaid state specific Quality 
measures allowing each market to focus on appropriate measures for provider Care Gap 
closure and member outreach.  


• Developed “STAR focused” Care gaps reports with data updated weekly by Quality 
Analytics team reducing the TAT for Care Gaps to 7-10 days. These reports now use an 
enhanced “heat map” approach allowing the markets to allocate provider outreach 
resources based on zip codes with the largest number of open Care Gaps. 


• Developed a Pay for Quality (P4Q) Bonus program for providers in 2014, established 
metrics to measure impact of program then modified program in 2015 with 
enhancements to encourage large provider impact on Quality measures. Preliminary 
results suggest changes made to program in 2015 have led to significant improvements 
in HEDIS scores.  


• Partnered with network performance team to develop & implement a transactional Bill 
Aboves pilot bonus program to incent providers to code properly for HEDIS related 
quality visits. Developed tracking and program evaluation tools to measure impact of the 
program.  


• Partnered with network performance team to develop & implement a pilot program to 
incorporate EMR data retrieval into our HEDIS database.  


• Worked with RAPS team to coordinate Care Gap closure efforts with RAPS team HCC 
coding improvement efforts through use of “Continuity of Care” and “Appointment 
Agenda” tools & incentives. 


• Developed, metrics to measure impact of Member Outreach calls on Care Gap closure 
and HEIDS scores. Determined which calls had greater impact on Care Gap closure and 
redesigned Outreach call program to focus on most impactful call types.  


• Negotiated and executed Inovalon contract for updated HEDIS software with improved 
Turn-Around-times (TAT) & better SLAs. 


 
Clinical Lead for Population Health/Care Model Team: 


• Responsible for the Development of Care Model Pilots in four Medicaid markets. Pilot 
program focused on the development of a field based short-term case management for 
our high risk Medicaid members: 


o Standardized Field Case Management(FCM) staff training across all four markets 
o Standardized FCM staff Productivity metrics across all four markets. 
o Partnered with Medical Economics group to developed and standardized 


program financial impact metrics using a “difference of differences” financial 
model.  


• Partnered with MedEcon to complete analysis to determine how to identify the most 
impactable members from a financial perspective based on a member’s stratification 
level and the number of chronic conditions that they have. 


• Implemented a disciplined member referral process based on a member’s risk 
stratification level and number of chronic conditions. 
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• CM/DM/Chronic Condition Management: 
o Completed inventory of all CM/DM program by State 
o Completed analysis of Disease prevalence, disease cost and disease utilization 


by market for each LOB. This included an analysis of co-morbidities by condition 
– prevalence, cost & utilization. Reprioritized program redesign and development 
based upon analytic results.  


 
New York State Medical Director (January 2013 – February 2015) 


• Leader of New York Quality Improvement Team, responsible for the State specific 
Medicare STAR and Medicaid Quality (QARR) measure results.  


• Leads QI team in root cause/barrier analysis of individual results by Line of Business 
(LOB), designs interventions to address barriers and implements program to improve 
quality scores. Leader Field-Based Case Management Team provided Clinical 
Leadership for Field-based team that meets Face-to-Face with members & their 
families/support systems, that attends Member Physician appointments post-hospital 
discharge & that coordinates all Care Services including social service, transportation, 
housing, etc.  


• Clinical Lead for development of the Regional Dashboard and IPA management strategy 
analysis used to improve IPA performance.  


• Clinical Lead for Corporate Telephonic Case Management and Disease Management 
Team – Redesigned disease specific assessment, workflows and interventions.  


• Redesigned program metrics to align focus on improving HEDIS results, reducing 
hospital re-admissions, reducing preventable admission and improving medication 
adherence to improve overall Medicare STAR and Medicaid Quality sores. 


 
MannKind Corporation, Valencia, CA 
 
Vice President, Medical Affairs (April 2008 – January 2013) 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
New York Medical College, Valhalla, NY, 1984 
Doctor of Medicine 
 
Williams College, Williamstown, MA, 1979 
B.A., Biology 
 
Albert Einstein College of Medicine, Bronx, NY 
Rheumatology Fellowship 
 
North Shore University Hospital, Manhasset, NY 
Internal Medicine Residency 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Board Certified Internal Medicine, 1988 
New York State Physician License, April 30, 2016 to April 2018 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, 
fax number and email address.   


 
Reference # 1: 
Contact Name: Traci Ferguson, MD 
Title:   Chief Med Director 
Organization:  WellCare 
Phone Number: (813) 865-6592 
Email:   Traci.Ferguson@wellcare.com 
 
Reference # 2: 
Contact Name: Michael Orlosky MD 
Title:   VP, Behavioral Health 
Organization:  WellCare 
Phone Number: (813) 206-6909 
Email:   Michael.Orlosky@wellcare.com 
 
Reference # 3: 
Contact Name: Alan Smith, MD 
Title:   Medical Director, Sr 
Organization:  WellCare 
Phone Number: (813) 206-3687 
Email:   Alan.Smith@wellcare.com 
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Company Name Submitting 
Proposal: WellCare of Nevada  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Paul Hineman 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Vice President, Channel Communication Services 


# of Years in Classification:  # of Years with Firm: 7+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Paul Hineman is an executive level Operations Leader with extensive experience in contact 
center management in the Financial Services, Healthcare and Market Research industries. 
Results focused individual with a proven track record in leadership, strategy design / 
implementation, people development, and P&L management. Experience with direct call center 
management and vendor management, both domestically and internationally, including Canada, 
Columbia, India, Dominican Republic, India, Philippines and Portugal.  He is a passionate 
leader with a reputation for achieving outstanding results through strong collaboration across all 
levels. He is effective in managing change in a large organization and building high performing 
individuals and teams. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc. Tampa, FL  
Vice President, Channel Communication Services (2015 – Present) 


• Provides strategic direction, policy, operational planning and execution across all 
internal/external Customer Service operations. Provide strategic direction, consistency 
and oversight for member and provider channel communications, including 
establishing/maintaining positive relations between the Company and its key 
constituents to advance business objectives.  


• Leads teams responsible for collaborating with business partners and executive 
leadership to drive and enhance the company’s business objectives through strategic, 
compliance-based and transactional communications initiatives across a variety of 
communications channels. 


• Leads the development and implementation of channel communications-related policies 
and process improvements for realized cost savings and overall volume efficiencies. 


• Strategizes, leads and coordinates vendor procurement; manages vendor relationships 
in relation to maintaining service level agreements for member/provider 
communication/processing functions. 


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


15







Section 4 
Company Background and References 


          
 
 


 
Nielsen, Oldsmar, FL (2011 – 2015) 
 
Senior Vice President, US Call Center Operations (2012 – 2015) 
 


• Accountable for the strategic direction of four US based Market Research call centers 
and 2 third party vendors internationally consisting of 2,200 part time and full time 
associates supporting Operations, Training, Quality and Work Force Management 
departments.   Leveraged predictive dialers to initiate over 100MM dials and completed 
over 6MM surveys and recruitment calls annually. 


• Led initial integration for 1.3B Arbitron acquisition representing the Data Acquisition 
department which consisted of both field and call centers totaling 1,000 impacted 
employees.  Process required consistent collaboration with key business owners and 
stakeholders including frequent engagement with the COO. 


• Integrated 6 Call Centers and 3 Lines of Business due to a large acquisition late 2013 
• Budgetary savings as a result of the integrations and subsequent consolidation in 


excess of 15% or 8MM through first 18 months primary through site consolidation and 
labor efficiencies. 


• Led integration efforts on new CATI and Dialer solutions for improved quality and 
efficiency through improvements in contacts, dialing efficiency and agent usability. 


 
Vice President, Florida Operations Leader (2011) 
 
WellCare Health Plans, Inc. Tampa, FL  
 
Vice President, Customer Service Operations (2009 – 2011) 


• Provided the strategic direction of internal and external customer service groups that 
supported multiple products under the Medicare and Medicaid lines of business.  
Ensured Training, Quality, Productivity, and Compliance standards were met through 
effective communication, training, and planning. 


• Led Customer Service process improvement initiatives focused on new member 
enrollment and intake activities. 


• Drove efforts to enhance the Member’s experience at our 2 Philippines sites through 
improved on line help tools, training enhancements and use of analytics from 3rd party 
quality vendor. 


• Provided direction to consolidate site locations for Medicare product lines with increased 
concentration at near shore site in the Dominican Republic with savings of 20%+ for this 
LOB. 


• Coordinated the launch of the customer service function for the newest market, Hawaii.   
 
Senior Director, Customer Service Operations (2008 – 2009)  


• Provided strategic direction of external customer service groups that supports multiple 
product lines under the Medicare line of business.   


• Led efforts to enhance and promote usage of an external website for self-service 
functionality for both Providers and Members with increases over 150% in under 12 
months. 


• Established process improvement initiatives for call center functions derived from 
analysis on first call resolution and a third party customer satisfaction survey process  
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• Provided support to launch 2 vendors sites in the Philippines in efforts to reduce costs by 
as much as 40% for 2 Medicare product lines. 


• Contracted with 3rd party Quality vendor to provide independent quality review to 
provide analytics on compliance and quality standards 


• Achieved recertification for call center excellence from JD Power in 2008. 
 
Director, Customer Service (2005 – 2008)  


• Led the coordination and set up of the customer service function for the new national 
Medicare Part D product, Prescription Drug Plan, responsible for generating over 1 
billion in revenue by 2008.  Successfully managed the launch of 5 call centers to support 
this product in under 90 days.    


• Established vendor contracts, telecom and IT set up, product training, policies and 
procedures, and support team for call centers in less than 90 days. 


• Achieved 15% reduction in 25MM call center budget over the first 8 months of 2006. 
• Improved productivity in the call centers through the implementation of a new User 


Interface for the call center staff that reduced Average Handle Time by 32% over 7 
months.  


• Implemented a post-call satisfaction survey and maintained 82%+ satisfaction rates 
since launch of the product Managed numerous on-going and proactive outbound call 
campaigns to improve customer satisfaction and retention.  


• Provided strategic direction and oversight for the customer service function for both 
Medicare and Medicaid product lines within an internal and outsourced environment. 


 
CAPITAL one, Tampa, FL 
Group Manager, Operations (2000 – 2005) 


• Provided the strategic direction of an inbound customer service department and 
management of external outsource suppliers, both domestically and internationally for 
the Sub-Prime customer portfolio.  Responsibility for P&L of the contact centers and 
management of up to 1000 internal phone agents and over 2.5MM inbound calls 
monthly.  International experience includes both start-up and oversight of on-going 
operations.    


• Led transformational effort of two large call centers going through complete “life cycle”.  
Grew centers from 100 agents to over 1400, changed from a service to sales 
environment, and then implemented an effective outsourcing strategy shrinking centers 
back to under 100. 


• Co-sponsored numerous domestic and international supplier start-ups in the US, 
Canada, India and the Philippines that resulted in annual savings exceeding $25MM. 


• Met or exceeded budgetary goals in excess of $50MM for 4 consecutive years through 
efficient headcount management and successful outsourcing strategies. 


• Achieved sales goals in excess of $70MM NPV through implementation of cross-sell 
initiatives.  


• Sponsored on-site Performance Improvement Project for three Indian Contact Centers 
resulting in improvements in customer satisfaction and savings of $10MM annually.  


• Improved Customer Satisfaction by 15% at 2 Indian sites through a comprehensive 
Quality Initiative. 


• Developed and nurtured high performers into future leaders resulting in over 25 exempt 
level promotions. 


• Achieved highest departmental employee satisfaction rates at the Tampa campus 
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• Widely known as a strong “internal customer” and collaborative peer based on 
performance assessments and 360 feedback.   


• Ranked within top 15% of peer group within the company 4 years straight based on 
performance assessments. 


• Recognized as company subject matter expert for Customer Care department.  
• Maintained employee satisfaction and effectively placed more than 800 employees in 


jobs as a member of the campus executive team. 
   
Senior Manager, Operations (1998 - 2000) 
  


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Palm Beach Atlantic University   
 Bachelor of Science, Business Administration 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: John Eagle, 
Title:   President, Internal Audit 
Organization:  FIS 
Phone Number: (727) 227-5129 
Email:   John.Eagle@fisglobal.com 
 
Reference # 2: 
Contact Name: Tamela Puckett 
Title:   Senior Human Resources Business Partner 
Organization:  Nielsen 
Phone Number: (813) 366-3012 
Email:   Tamela.Puckett@Nielsen.com 
 
Reference # 3: 
Contact Name: John Streitmatter 
Title:   Director 
Organization:  Leadership Research Institute 
Phone Number: (813) 785-2633 
Email:   John.streitmatter.LRI@gmail.com 
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Company Name Submitting 
Proposal: WellCare Health Plans, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Patricia Doyle 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Senior Director, National Contracting 


# of Years in Classification:  # of Years with Firm: 4+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Patricia is a managed care professional with extensive experience in provider relations, network 
development, contract negotiations, vendor management, credentialing and provider database 
management. Designed and managed continuous quality improvement activities including 
provider engagement models, vendor oversight, credentialing, provider data quality, provider 
compliance and comparative data analysis. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc.  
 
Senior Director, National Contracting (Corporate) (2012 – Present)                  
 


• Responsible for building a comprehensive network strategy to support new market 
growth and medical cost targets. 


• Develops and manages physician contracting, network development and provider 
service functions for new markets.   


• Leads a team who negotiates managed care contracts with physicians, hospitals, and 
ancillary services on both a FFS and risk basis that will meet network adequacy and 
marketability needs. 


• Works closely with various departments to ensure the network and the contracts meet 
operating, financial, compliance and legal standards.  


• Develops practices to educate and assist risk partners in managing financial risk. 
• Assist in the hiring and initial training of local market contracting and provider services 


teams in new markets. 
• Ensures compliance with government programs such as Medicaid and Medicare for all 


contracting and network development purposes. 
 
Director, Vendor Management & National Provider Services  
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• Responsible for refining and deploying a provider engagement program designed to 


support high performance network strategies and produce high yield visits to improve 
provider performance in the areas of access, quality, cost, utilization and operational 
efficiencies. 


• Designed and manages a health plan scorecard to track the success of each market in 
achieving goals in high performance network development. 


• Directed an enterprise-wide, large-scale Agile product build designed to significantly 
reduce provider onboarding time, reduce operational costs and improve provider 
satisfaction. 


• Responsible for developing and executing the national provider service and vendor 
management strategy. 


• Oversaw daily performance management of delegated functions for National Ancillary 
and Health Service vendors enterprise wide including such vendor types as dental, 
vision, transportation, home infusion, hearing, chiropractic, physical therapy, home 
health, DME, nurse advice line, utilization management and others.    


• Worked in concert with medical management and market plan leadership to develop 
actions to meet market growth, quality and medical cost targets. 


• Successfully led projects related to over 100 vendor implementations.  
• Responsible for RFP/ITN responses related to vendors and for overseeing network 


development initiatives when expanding existing vendor relationships. 
• Analyzed member complaint/grievances, access, HEDIS, cost utilization data and 


developed specific actions to manage vendors and national providers. 
• Implemented all national/regional provider or vendor contracts, including any pertinent 


changes applicable to these relationships. 
• Managed the relationships between vendors/providers and market health plans. 
• Provided training and daily support for the health plans related to enhanced benefit 


vendors and national contracts. 
 
Centene Corporation, St Louis, MO 
 
Director, Contracting, Credentialing & Provider Data Management (October 2009 – June 2012) 


• Responsible for leading the strategic development of a national corporate center of 
excellence to support centralized credentialing, provider database management and 
configurations operations for the organization’s new health plans. 


• Directed daily operations of all credentialing and provider data management functions 
compliant with NCQA, CMS and other regulatory standards. 


• Provided leadership for timely production of RFP responses, directories and regulatory 
reports. 


• Worked cross functionally with the Encounters team to insure quality and completeness 
of transmissions.  


• Developed and continually improved standardized credentialing and provider data 
management work processes for corporate and health plans. 


• Responsible for the creation and routine production of departmental dashboards and 
executive scorecards for reporting to senior leadership. 


• Serving as subject matter expert, worked with technology partners to create engineering 
documents to successfully redesign credentialing and provider data management 
platforms to seamlessly incorporate Portico, Amisys and other data platforms. 
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• Led a cross functional team to migrate existing health plans from Cactus, Vistar, Lucie 
and other databases onto new centralized IT platforms. 


• Directed cross functional activities for successful network development in over 10 new 
markets, including vendor engagement and delegation oversight. 


• Served as lead contractor for critical hospital systems and large provider groups in new 
markets when needed.  


• Provided leadership as the subject matter expert for network contracting, provider data 
and credentialing to guide and support the organization’s 18 health plans. 


• Established and led a corporate Provider Contracting unit to support new business 
expansion. 


 
Manager, Credentialing & Provider Data Management                           
 


• Responsible for developing and managing a national corporate center of excellence to 
support centralized credentialing and provider database management operations for the 
organization’s new health plans and providing guidance and support to established plans 


• Managed daily operations of all credentialing and provider data management functions 
compliant with NCQA, CMS and other regulatory standards. 


• Designed business processes to improve efficiency that resulted in a reduction of 
average credentialing turnaround time from 79 days to 14 days. 


• Wrote and maintained policies and procedures aimed at achieving and retaining 
accreditation for all health plans. 


• Provided guidance and support to health plans to achieve and retain NCQA 
accreditation. 


• Responsible for conducting delegation audits and oversight of delegated entities.  
• Designed and implemented tools and processes for conducting internal quality audits of 


credentialing and provider setup to insure data integrity for provider directories and 
claims payment and maintain a constant state of readiness for regulatory audits. 


 
DaVita VillageHealth,  Atlanta, GA 
Sr. Manager, Provider Contracting, Credentialing & Data Management (September 2007 – May 
2009) 


• Led the development and management of an in-house network development, 
credentialing and provider data management program for the new standup of 14 states 
for a Medicare Advantage Plan. 


• Worked closely with the quality, provider relations, compliance and other departments to 
implement the initiative. 


• Led contracting efforts with PHO’s and large multi-specialty groups. 
• Designed a provider data management database to support efficient credentialing 


processes and maintenance of provider network data. 
• Executed and oversaw all phases of a timely, effective credentialing process for 


practitioners and health delivery organizations as required by CMS.  
• Ensured high quality, timely, and accurate credentialing processes and implemented 


process standardization. 
• Organized and participated in Credentialing Committee meetings and oversaw 


implementation of Committee recommendations. 
• Drafted and maintained complete departmental policies and procedures in compliance 


with CMS and other regulatory agencies.   
• Monitored geographic access of the network on an ongoing basis 
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• Maintained up to date HSD tables in accordance with current CMS Call Letter and 
application standards. 


• Managed contract loads and implementation processes.   
• Produced plan directories in accordance with regulatory guidelines. 
• Conducted pre-delegation surveys and initial reviews of all delegated entities with annual 


follow-up. 
• Implemented and maintained a program for ongoing sanction monitoring for network 


providers including Medicare exclusions/sanctions, Medicare opt-outs and licensing 
agency disciplinary action reports. 


• Assured staff was thoroughly trained on an ongoing basis. 
• Participated in all CMS reviews and prepared department for planned surveys to be 


conducted by accrediting bodies. 
 
Practice Visions, LLC Henderson, NV 
Consultant (self-employed) (2005 – 2007) 


• Specialized in insurance billing practices, coding, network development, credentialing, 
managed care contracting, fraud and abuse and best practice scenarios. 


• Created and marketed a physician profiling program designed to educate providers on 
comparative data analysis and billing trends amongst peers. 


• Led numerous network development projects building out new networks from the ground 
up for health plan clients. 


 
CNC, Inc., Cornelius, NC 
Director of Operations (1997 – 2005) 


• Created and implemented a strategic operational plan resulting in a successful multi-
state Chiropractic specialty network utilizing 1,800 providers serving over 4.5 million 
contracted lives in the southeastern United States. 


• Successfully negotiated contracts with both network providers and managed care 
companies. 


• Directly responsible for all phases of the credentialing program including initial 
application, primary source verifications, committee presentation and approval/denial 
notification in accordance with industry standards and specific delegated credentialing 
agreements. 


• Maintained meeting minutes for the Credentialing Committee.    
• Achieved 100% on all delegated audits over an eight year period. 
• Participated in all payer DOI, NCQA, URAQ and CMS audit.s 
• Developed and maintained a provider relations program directed at provider 


implementation, ongoing education and problem resolution. 
• Responsible for creating and distributing all provider education materials including 


provider manuals, contract specific quick reference guides, updates, newsletters and 
time sensitive informational bulletins.  


• Responsible for creating and maintaining current provider databases and providing 
appropriate updates to contracted managed care companies. 


• Monitored geoaccess requirements for network compliance. 
• Created and maintained all quality management activities including provider education, 


member satisfaction, provider profiling and provider issue resolution to maintain 
excellent relations with contracted partners. 


• Responded to provider issues and utilized problem solving and communications skills 
resulting in timely, appropriate problem resolution. 
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• Implemented and directed a successful process for central claims administration and 
provider reimbursement for the provider network. 


• Reviewed claims for contract compliance and provided educational feedback to network 
providers on inappropriate CPT-4, ICD-9 and HCPCS coding and incomplete claims.  


• Planned business objectives, developed organizational policies, coordinated operations 
between departments and established responsibilities and procedures for attaining 
objectives. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
N/A 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Scrum Product Owner (CSPO), 8/20/2015 
Certified Scrum Master (CSM), 7/24/2015 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Lorna Taylor 
Title:   CEO 
Organization:  Premier Eye Care 
Phone Number: (813) 220-1240 
Email:   ltaylor@premiereyecare.net 
 
Reference # 2: 
Contact Name: Duncan Belser 
Title:   Vice President 
Organization:  Financial Recovery Group, Inc. 
Phone Number: (813) 777-2167 
Email:   DuncanBelser@gmail.com 
 
Reference # 3: 
Contact Name: Beth Williams 
Title:   Consultant 
Organization:  Coastal Cloud 
Phone Number: (813) 310-3534 
Email:   Elizabeth.Williams@CoastalCloud.us 
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Company Name Submitting 
Proposal: WellCare of Nevada 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Faustino Mayo 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Senior Director, Appeals 


# of Years in Classification:  # of Years with Firm: 8+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Faustino Mayo has over 29 years of professional healthcare experience with demonstrable 
progressive responsibilities in the areas of Medicare/Medicaid Programs, Commercial Managed 
Care, and Health Care consumer services. He has held various positions resulting in an 
extensive knowledge of the legal and regulatory environment of Medicare, Medicaid, and 
Commercial lines of business. Mr. Mayo has been actively involved with the planning and 
oversight of compliance functions. He has actively participated in over 10 CMS audits, including 
focused audits, letters-of-concern audits, RAPS, and investigative audits. He has also been 
interviewed as a SME and business owner for CMS, regulatory and accreditation audits. Mr. 
Mayo began his career at WellCare as a Regulatory Affairs Manager and he was promoted in 
less than a year to Senior Manager. In his current position as the Senior Director of Appeals and 
Grievances he was personally asked by senior management to take on the task of rebuilding 
the appeals department in the midst of a CMS investigation after the appeals management staff 
had to be dismissed because of compliance concerns. The investigation was finalized to CMS’ 
satisfaction. After 6 months of successfully bringing the appeals department into compliance, he 
was asked to incorporate Grievances into the Appeals department. He successfully merged the 
two units under one management. CMS sanctions were lifted and corrective action monitoring 
was completed.  Mr. Mayo has strong leadership, analytical, problem-solving, and 
organizational skills and currently manage over 80 associates of varying levels of responsibility. 
His Appeals and Grievances departments have earned all available points under URAC and 
NCQA reviews which contributed to full accreditation of the health plans. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
WellCare Health Plans, Inc., Tampa, FL  
 
Senior Director Appeals and Grievances (July 2009 – Present) 


• Responsible for all Grievances and Appeals for all Medicare and Medicaid lines of 
business.   
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• Subject Matter Expert/Point of Contact for audits and/or site visits by federal, state, 
and/or accreditation bodies and responsible for coordinating, collecting, reviewing and 
attesting to deliverables.  


• Key contact for Compliance, Regulatory and other business owners regarding the 
Appeals and Grievance operations.  


• Lead Appeals and Grievance team of over 80 associates by focusing overall business of 
appeals completion and throughput. 


• Oversee process and inventory management, claims effectuation, turn-around–times 
and staffing metrics. 


• Drive departmental initiatives to eliminate barriers impacting case resolution. Work 
collaboratively with other departments to ensure consistency in workflow processes and 
that departmental goals all support the corporate goals. 


• Provide technical direction to functional managers, other directors and management. 
• Reports Appeals and Grievance statistics and trends at various advisory committees.  


 
Senior Manager Regulatory Affairs / Manager Regulator Affairs (August 2007 – August 2009) 


• Subject Matter expert for areas of enrollment, claims, appeals, grievances, billing, sales, 
marketing and pharmacy. 


• Directed or actively participated in multiple regulatory audits and projects with 
aggressive deadlines including CMS Part C audits, CMS Focused Audits, CMS side-by-
side validation audits, CMS investigation of Marketing misconduct, CMS Part D audits, 
CMS corrective action for Letter of Concern regarding Non-contracted Provider Appeals, 
and RAPS audits. 


• Coordinate cross-departmental support on the Medicare product line, working closely 
with Sales, Marketing, Member Services, Health Services, Finance and Provider 
Relations, and for material review and development, compliance monitoring and 
auditing, policy and procedure development and maintenance, leading regulatory 
meetings and training.   


• Provided strategic and tactical oversight and leadership to the managing of the 
regulatory needs of the plan across multiple states and regions. 


• Oversaw the coordination of the day-to-day relationship with CMS, including, but not 
limited to, material development, submission and approvals, inquiry resolution, 
communication coordination and dissemination, compliance monitoring and auditing, 
policy and procedure development and maintenance, audit preparation and supervision, 
regulatory analysis, regulatory synopsis and dissemination, and government relations. 


• Responsible for making sure that the day-to-day regulatory needs of the product line 
were met, including inquiry resolution, CMS Regional Office interface, and acting as a 
company-wide regulatory resource.   


• Developed, enhanced and maintained relationship with CMS through relationship 
building, regulatory analysis, and representation at meetings, conferences, other events, 
and providing legislative/regulatory tracking and analysis.  


• Developed cross-departmental processes, and built interdepartmental relationships.  
 
CIGNA Health Care / Connecticut General Life Insurance (July 2002 – August 2007) 
 
Business Project Specialist (2005 – 2007) 


• Project Manager assigned to key Hospital systems with a monthly net revenue of over 
$4 million per system. 
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• Manage highly escalated and complex provider issues and leverage internal and 
external partners to drive resolution.   


• Proactively trend issues and perform root cause analysis in order to identify corrective 
actions needed and develop action plans for resolution. 


• Utilize Health care claim and contract data reports to facilitate payables and receivables 
management. 


• Establish and maintain a strong partnership with assigned accounts and matrix partners 
• Monitor all service-related measurements to ensure all metrics exceed provider’s 


expectations. 
• Initiate discussions with facilities regarding contract intent and interpretation to facilitate 


claim adjudication.  
 
Regional Manager of Provider Reconciliation / Process Improvement Operations Manager 
(2002 – 2005) 


• Providing overall direction and leadership to claims research and resolution for the 
provider networks in the states of Florida, Georgia, South Carolina, North Carolina, 
Tennessee, Arkansas, Kentucky, Virginia, West Virginia, Delaware, Maryland, US Virgin 
Islands, Puerto Rico, and Washington, DC. 


• Managed a department of 20 Claims Specialists located in multiple worksites. 
• Coordinated and responded to compliance inquiries from DOI/DOH for provider issues.  
• Used defect analysis to develop process improvements. 
• Investigated root causes of increasing provider receivables and aging claims. 
• Acted as resource for regulatory and compliance, claims operations, provider data 


departments, and health plans for complex service issues.   
• Implemented end-to-end review of claims projects to ensure timely settlement, resolution 


and closure. 
• Conducted discussions with matrix partners to negotiate project deliverables. 


 
United Health Group  
 
Director, National Service Center - Government Programs (2002) 


• Managing a department of 25 research analysts, in multiple locations, researching claim 
and billing inquiries, and regulatory concerns. Coordinated the centralization of the 
appeals, grievances, government and consumer affairs units. Successfully consolidated 
19 nation-wide departments (40+ employees in 17 states) into one centralized unit 
responsible for responding to verbal and written complaints, appeals, grievances and 
regulatory issues. Centralization resulted in an immediate annual savings of over $1.5 
million. 


• Standardization of operational processes in conjunction with load balancing within the 
unit resulted in a 20% increase in production with a correlative decrease in response 
time to the consumer.  


 
Sr. Regional Manager of Operations - Health Plan Operations (2000 – 2001) 


• Implementation and oversight of the health plan’s compliance program to ensure 
compliance with State and Federal Regulations. 


• Responsible for compliance unit and coordinating CMS and state regulatory audits and 
approval and implementation of contracts and benefit plans into informational systems.  
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• Consolidated appeals, grievances, government & consumer affairs units, for the 
operations in the state of Florida; expanded geographical area of responsibility from 
local Tampa Bay area to the state of Florida.  


 
Plan Service Administrator - Health Plan Operations (1997 – 2000) 


• Managed 15 research analysts in the appeals, grievances, government & consumer 
affairs units; and claims and billing research and resolution unit, responsible for CMS 
and state audits, researching provider and consumer inquiries and complaints, contracts, 
regulatory agency inquiries, claims, benefits, policies and procedures and responding 
within company standards, business objectives, and State and Federal regulations for 
Medicare, Medicaid and Commercial lines of business. 


• Served as the primary point of contact for Health Plan communications of regulatory and 
operational issues within the plan and with CMS and state agencies, educated Health 
Plan staff and corporate staff on appropriate resources for operation’s issues. 


• Also acted as leader, facilitator and consultant for sharing knowledge and best practices 
in formal and informal processes. 


• Utilized Automatic Call Distribution (ACD) System to forecast workloads, determine 
staffing needs, and develop call center budgets. 


• Developed report database for audit and recovery of “high exposure/dollar” 
overpayments and developed process improvement initiatives to increase operational 
efficiencies, add value to the organization, and decrease expenses.  


• Acted as an operational consultant and driver/facilitator of problem resolution and drove 
operational areas to exceed agreed-upon metrics and reduce medical loss ratios. 


 
Senior Account Manager - Sales and Marketing (1996 – 1997) 
 
Senior Quality Consultant - National Claims Operations (1995 – 1996) 
 
Metropolitan Life Insurance Company (1987 – 1995) 
 
Managed Care Consultant (1992 – 1995) 


• Acted as an operational consultant and driver/facilitator of problem resolution and 
provided continuous guidance and support to the claims operations.  


• Acting as an agent for the company provided expert deposition during arbitration, 
mediation and court testimony regarding policies, procedures, policy provisions, and 
contract administration. 


• Point of contact for state Department of Insurance/Health department. 
• Responsible for coordinating state DOI audits with internal departments and advocate 


agencies.   
• Developed, analyzed, interpreted statistical reports using databases and spreadsheets 


in order to identify trends and challenges, and adjust medical expense control programs. 
• Provided support to Sales Division, Medical Management, Provider Relations, and 


Network Operations to accomplish optimum case implementation and servicing, and 
facilitate problem resolution. 


• Initiated discussions with physicians and facilities for the purpose of negotiating 
managed care contracts and fee reductions, conducted meetings to discuss billing, 
contract administration, plan provisions, claim validity, and overpayments and recovery. 


 
Senior Claims Specialist (1989 – 1992) 
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• As a Senior Claims Specialist, supervised and provided guidance and training to a team 
of 40 technical advisors and Customer Service Associates.  


• Responsible for budgeting, performance appraisals, salary changes, hiring, termination, 
and other human capital matters.  


• Utilized Automatic Call Distribution System in a high volume Customer Service Center to 
forecast workloads, determine staffing needs, and develop call center budget.  


 
Technical Claims Advisor (1987 – 1989) 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of South Florida 1989 
Bachelor of Arts, Economics 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
CHC, Certified in Healthcare Compliance through the Compliance Certification Board, 
November 2013 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Amelia Tunanidas-Pantelis DO 
Title:   Sr. Medical Director 
Organization:  WellCare 
Phone Number: (813) 206-1292 
Email:   Amelia.pantelis@wellcare.com 
 
Reference # 2: 
Contact Name: Traci Ferguson, MD 
Title:   Chief Med Director 
Organization:  WellCare 
Phone Number: (813) 206-1284 
Email:   Traci.Ferguson@wellcare.com 
 
Reference # 3: 
Contact Name: Dean Wochner, MD 
Title:   Sr. Medical Director 
Organization:  WellCare 
Phone Number: (813) 206-5517 
Email:   Raymond.Wochner@wellcare.com 
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Company Name Submitting 
Proposal: WellCare of Nevada  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: √ Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Brian Pogue 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Senior Director, Claims Operations 


# of Years in Classification:  # of Years with Firm: 19+ 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Brian Pogue has been with WellCare for over 19 years. Mr. Pogue is an energetic operations 
leader with strong knowledge of healthcare operations, project management, implementation 
leadership, and associate/leadership development with emphasis on provider operations 
management. In his current role as Senior Director, Claims Operations, Mr. Pogue oversees 
increased operating budgets of $23 million for 2015 & $26 million for 2016. His team 
successfully increased auto-adjudication rate of 80.1% to 85.6%. Mr. Pogue also collaborates 
with Provider Service Leadership to implement a Provider Customer Service model to increase 
FCR and provider satisfaction. His team processes over 3.5 million claims per month. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 


WellCare Health Plans, Inc. Tampa, FL 
 
Sr. Director – Claims Operations (March 2014 – Present) 


• Increased responsibility to >500 reports including offsite vendor locations: Front End, 
Non-par configuration, Claims Processing, Mailroom, Vendor Management, Claims 
Compliance, Data Reconciliation, Batch Adjustment, Claims Command Center, & 
Provider Dispute Teams.  


• Oversee increased operating budgets of $23 MM for ’15 & $26M for ’16.  
• 3.5MM processed claims/month. 
• Successfully authored RFP responses that led to bid awards for NJ, NJ MLTSS, NY 


FIDA, HI Quest, S. Carolina, MO & FL MMA—increase > 700K lives.  
• Increased auto-adjudication rate of 80.1% to 85.6%.  
• Collaborated with Provider Service Leadership to implement a Provider Customer 


Service model to increase FCR and provider satisfaction. 
• Inherited and reduced inventory backlog of provider disputes > 50K to ~7K.  
• FTE model for precise capacity planning.  
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• Created & Implemented Associate Incentives—Associate of the Quarter, Non-exempt 
bonus plan. 


• Vendor management—contract negotiations, SOW’s, oversight/enforcement of terms, 
relationship terminations, RFP selection process.  


 
Director – Claim Operations (August 2011 – March 2014) 


• Team > 160 reports; with four direct Manager reports.  
• Oversee Medicaid and Medicare claim adjudication for 13 States.  
• Responsible for $2.8B annually in claims payments; 24.1M claims adjudicated   


o SOX Financial Quality Score Goal—99.3%, actual; 99.51%  
• Manage vendor/TPA relationships relative to productivity, quality, and compliance.  
• Resolve escalated claims issues/payment disputes with high profile constituents to the 


benefit of both parties.  
• Ability to translate claims technical vernacular to all audiences upward to executive level 


and vice-versa.  
• Cost Savings—$6.2M savings in medical overpayments by implementing pre-payment 


processes to identify and detect failure points in the processing platform.  
 
Senior Regional Manager – Claim Operations (October 2006 – August 2011)  


• Responsible for the productivity of 45 internal claims associates, supervisory staff, and 
two domestic and foreign outsourcing vendors.  


• Streamlined procedures resulting in increased claims quality and leveraged best 
practices across Operations.  


• Increased unprocessed inventory level percentage for various claim work types i.e. 
provider correspondence, unprocessed claims from 85% of inventory aged less than 10 
days to 98%.  


• Managed claims administration for Medicaid; S-CHIP, TANF, ABD, and all managed 
care products including Medicare; dual eligible and PPO/POS products.  


• Developed cross-functional strategies and initiatives resulting in increased quality and 
staff efficiency. Ensured that payment, financial & clerical team quality scores were 
consistently above 99%.  


• Increased 10-day turnaround time from 95% to 99.4%. 
• Created and implemented production metrics to gauge associate performance as a 


result outdated methodologies.  
• Accountable for approximately 450K medical & institutional claims processed monthly.  
• Led supervisory team to create quality audit tracking tool and implement coding changes 


resulting in improved reporting capability and analysis.  
• Regularly met with sensitive provider constituents to discuss and resolve claims related 


issues. 
 
Project Analyst – Operations (May 2005 – October 2006) 


• Project Manager for Operations Area to manage and implement functionality for 440K 
increase in new membership for GA Medicaid.  


• Created and administered Operations project plan; including oversight of responsibilities 
for Enrollment, Configuration, Benefits, Call Center, Claims, EDI, & Training 
Departments.  


• Reviewed State & Federal contracts, RFP’s, and RFI’s to ensure written policies & 
procedures are in force to ensure contractual compliance. Entailed reviewing current 
P&P’s for revision and/or identifying deficiencies resulting in creation of new P&P’s. 
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Required subsequent follow up of specific areas to validate procedures have been 
implemented successfully.  


• Oversight of readiness testing for systems functionality and transactional acceptance for 
Operations including payment transaction for EFT transmission; included functional 
demonstration to State auditors.  


• Identified unique contractual anomalies in State contract and initiated procedural and 
systems enhances for compliance.  


• Created tracking tool to assist in analyzing root-cause of problematic claims issues and 
adjustments. Resulted in increased interdepartmental information sharing and reduced 
re-work.  


 
Corporate Trainer May (2003 – May 2005)  


• Managed team of four quality service trainers.  
• Launched official corporate “university” which entailed web-based and classroom 


learning opportunities for associates. Still in place today.  
• Trained offshore and domestic claims processing vendors.  
• Created learning path and curriculum for Operations departments.  
• Redesigned claims new hire training from one week to four week extended; resulted 


increased ramp-up time.  
• Successfully trained over 100 claims associates.  
• Created and delivered training programs and seminars for Provider Relations staff.  
• Reviewed KPI’s and associate assessments to identify performance opportunities.  


 
Claims Supervisor (November 2000 – May 2003) 


• Managed staff of 45 associates and 3 team leads 
o Claims customer service, data entry, claims processing/adjusting, and clerical 


units.  
• Reducing average claims turnaround time from 30 days to 98% within 20 days.  
• Constructed claims contestation workflow with full-risk IPA’s.  
• Partnered with off-shore vendor to implement OCR scanning claims entry and 


provider/member pick systems logic. 
 
Claims Team Leader (September 1998 – November 2000) 


• Managed staff of 25 including data entry, clerical, and claims processing units.  
• Responsible for daily management of claims processing from point of entry to payment.  


 
Claims Analyst (May 1998 – Sept 1998)  


• Processed professional & institutional claims for various commercial, Medicare, & 
Medicaid products. 


o Consistently exceeded production standards.  
 
Bilingual Customer Service Representative (June 1997 – May 1998)  


• Handled all types of external and internal customer inquiries o Processing member 
requests for ID cards  


o Changing primary care physicians  
o Member complaints, grievances, billing issues,  
o Benefit clarification/interpretation  
o Claims inquiries  
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Florida 
Bachelor of Arts, Spanish; Minors in Anthropology & Linguistics 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Erhardt Preitauer 
Title:   Chairman of the Board 
Organization:  Medicaid Health Plans of America / President Horizon New Jersey Health 
Phone Number: (773) 575-2636 
Email:   epreitauer@yahoo.com 
 
Reference # 2: 
Contact Name: Michael Cotton 
Title:   Chief Executive Officer 
Organization:  Providence Health Plan 
Phone Number:  (770) 378-9807 
Email:   Michael.Cotton@Providence.org 
 
Reference # 3: 
Contact Name: Rupesh Shah 
Title:   Chief Executive Officer 
Organization:  Freedom Health Plans 
Phone Number: (813) 765-0066   
Email:   rupesh@freedomh.com 
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4.4. SUBCONTRACTOR STAFF RESUMES  


A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


CONCENTRIX PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: Concentrix Daksh Pvt. Ltd. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Aniket Pharande 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Delivery Project Executive  


# of Years in Classification: 9  # of Years with Firm: 9  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
• More than 10 Years of overall work experience in BPO Operations 
• More than 8 Years of work experience in US HealthCare Project 
• More than 7 years of experience in Client, People, Vendor and Service Level 


Management 
• Process transitioning & due diligence 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title 
held during the term of the contract/project and details of contract/project. 


 
Concentrix Daksh Services Pvt Ltd 
 
Delivery Manager - Operations 


• Driving team production while maintaining the accuracy with complete focus on the 
monthly revenue targets. 


• Creating resource schedule and production capacity plans to meet client expectations. 
• Work with the strategic quality team to identify areas of opportunity for process 


improvement. 
• Explore process improvement opportunities and initiate change when feasible in order to 


improve productivity in a fast-paced environment. 
• Conduct brain storming session with the team to share best practices and identify areas 


for improvement within the current process. 
• Initial job responsibilities with Concentrix included managing the vendor who had 


designed the Workflow tool, understanding the client’s system requirements and creating 
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functional specification documents and SRS as per the client requirement and providing 
timelines foreclosure. Working on UAT and approving changes. 


• Currently handling a team of 100+ employees which consists of Team Leaders, 
Customer Service Executives and Subject Matter Experts. 


• Evaluating the employee’s performance and communicate annual appraisals. 
• Monitoring the process Service Level Agreements closely to ensure client expectations 


are met, which includes meeting the Turn Around Time (TAT) and Quality targets. 
• Addressing and resolving the HR, IT and Admin concerns raised by employees. 
• Schedule daily, weekly and monthly performance review meetings with client and the 


Leadership. 
• Designing work flows, performance reports & presentations in MS Excel and 


PowerPoint. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


Mumbai University  
Bachelor in Arts 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
 
Reference # 1: 
Contact Name: Rony Abraham 
Title:   Sr. Delivery Manager – Operations 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (915) 855-5490 
Email:   ronyabraham.v@concentrix.com 
 
Reference # 2: 
Contact Name: Rumit Singh 
Title:   Delivery Project Executive 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (800) 799-9788 
Email:   rumit.singh@concentrix.com 
 
Reference # 3: 
Contact Name: Sudeshna Auddy 
Title:   Manager – Quality 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (976) 587-1052 
Email:   sudeshna.auddy1@concentrix.com 
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Company Name Submitting 
Proposal: Concentrix Daksh Pvt. Ltd. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Rumit Singh 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Delivery Project Executive  


# of Years in Classification: 13  # of Years with Firm: 5  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Rumit Singh is an experienced professional in operations including onsite and remote 
transitions with more than 10 years of work experience. Rumit has experience in handling both 
provider and payer business processes of US healthcare industry globally involving a team of 
1100 + resources. Rumit has experience in handling operations based out of India and US. to 
manage the process most cost effective and drive highest levels of client and work force 
satisfaction. Rumit is a certified Six Sigma Black Belt professional – certified by Benchmark and 
a certified COPC registered coordinator. Rumit is an astute result oriented leader providing 
strategic leadership to the assigned projects that ensures projects are delivering exceptional 
service within the cost and timelines established for the internal and external customers. Rumit 
has a track record of turning around projects with dollar troubles by improving efficiency, 
performance and reducing cost. Rumit is an energetic, self-motivated player with a flair for 
adopting emerging trends & addressing trends, industry requirements that posseses excellent 
interpersonal, communication and organizational skills with proven abilities in team 
management and planning. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Concentrix Daksh Services Pvt Ltd 


• Handling a process of more than 1100 FTE’s for a 2 leading US healthcare payer 
organization 


• Leading the projects growth from 200 FTE’s to 800 + in 2 years of time frame 
• Primary client contact for account levels decision making 
• Handling projects end to end from transitioning to profitable delivery  
• Managing globally distributed team 
• Effectively managing finances / P&L of projects to a highest level from a negative 


margins since take over 
• Maintaining above the target profit levels / margins 
• Working knowledge in handling RFP’s for leading healthcare business in CNX  


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


35







Section 4 
Company Background and References 


          
 
 


• Excellent understanding of HealthCare Payer business processes and practices.  
• Managed projects involving Auto adjudication, Medicare Advantage, Member enrollment, 


Managed care, adjudication systems. 
• Spearheading payer operations including claims, rework FEP and enrollment  
• Innovative and co-creator in Healthcare domain. Have expertise to improve client system 


operations such as claim adjudications, enrollment and various health care products.  
• Providing leadership in defining and tracking metrics related to projects 
• Worked for various US healthcare clients.  
• Involved in preparation of project proposals and sales presentations 
• To energetically provide direction and effective solution in timely manner. 
• To undertake all such actions guaranteeing timely client communications, development 


of strong client relations and fulfilling of client expectations management.   
• To take all such actions ensuring continual surpassing of SLAs. 
• To facilitate change in a disciplined, systematic and focused manner  
• Excellence in Process Performance from Transition to Maturation 
• Conducting process reviews for ensuring strict adherence to the process parameters / 


systems as per guidelines and procedures. 
• Adhering to various regulatory and compliance practices and time to time reporting and 


vigilance for the same also to perform different tests on occasion for any significant 
changes in the existing process. 


• Ensure employee engagement and development 
• Defining role and responsibilities for all levels of hierarchy reporting into myself 
• Drive retention of employees 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Skyline Business School, New Delhi affiliated to Sikkim Manipal University, 2006 
MBA, Finance 
 
Delhi University, 2003 


B.Sc., Botany Honers 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
A certified Six Sigma Black Belt professional – certified by Benchmark 
A certified COPC registered coordinator 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Aniket Pharande 
Title:   Delivery Manager – Operations 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (992) 366-5385 
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Email:   Aniket.pharande@concentrix.com 
 


Reference # 2: 
Contact Name: Rony Abraham 
Title:   Sr. Delivery Manager – Operations 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (915) 855-5490 
Email:   ronyabraham.v@concentrix.com 
 
Reference # 3: 
Contact Name: Sudeshna Auddy 
Title:   Manager – Quality 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (976) 587-1052 
Email:   sudeshna.auddy1@concentrix.com 
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Company Name Submitting 
Proposal: Concentrix Daksh Pvt. Ltd. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sudeshna Auddy 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Manager, Quality 


# of Years in Classification: 13  # of Years with Firm: 6  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
A dynamic professional with more than 13 Years of experience in the BPO/KPO Industry, with 
11.5 years in US Healthcare Industry. Sudeshna has worked Claims Indexing, Adjudication & 
rework lines of business for both Medicare and Medicaid claims. Diamond, Sidewinder, Facets, 
Pegasus are some of the platforms that Sudeshna has worked in. Sudeshna has completed 
Six Sigma Green Belt training and certification. Sudeshna successfully transitioned processes 
of US HealthCare Claims Adjudication to India and was a winner of “IBM Means Service” 
corporate award across all IBM entities 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Concentrix Daksh Services Pvt Ltd 
 
Quality Manager (July 2015 – Present) 


• Meeting all Quality SLAs for 6 LOBs and showing continuous improvement 
• Getting new business from existing client basis Quality Performance against competitors 
• Exceeding targets month on month to ensure business can earn maximum rewards 
• Closed six sigma project on “Reducing Defects”, thus yielding savings of $36000/annum 
• Successfully closed Project on “Learning Curve Reduction” for 40 weeks to 25 weeks 
• Single Handedly managing audits like CAMP, Delegation Audit, PFCU & HIPAA Audits 


by client 
• Identified ways to reduce Unbillable auxes and provided mitigation for the same 
• Increasing Throughput of NHTs by making changes in Training content alteration 
• Submitting reports on NHT Batches – Throughput, Avg Score, Percentage of emps 


clearing assessments, number of attempts, etc 
• Report performance during the Nesting Phase, and if required send temps back for 


corrective trainings 
• Ensure completeness of Refresher Trainings for all LOBs every month and 


documentation of the same 
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• Doing a detailed time & motion study and suggesting the Delivery Excellence/Solutions 
team regarding the Production Targets. 


• Identify and update with regard to underperformers, process backlogs & any other 
performance loopholes and work out for improvements. 
Advice Strategic Quality on what are the automations can be done on the application 
Suggested and Implemented process improvements that helped deliver better and 
predictable quality results. 


• Conceptualized project improvement initiatives by identifying and tracking high risk 
areas, by implementing risk mitigation and contingency plans as needed. 
Prepared presentation and compiled key information to monitor the daily performance of 
the team and the Process Leads. 


• Conducted calibration sessions for the Quality Team Members to ensure all of them are 
following same guidelines and minimize difference of opinion. 


• Initiated Best Practice sharing calls with the client on a Weekly Basis to ensure that the 
knowledge gap is reduced. 


• Initiated various Team Building activities & Insuring Team is highly motivated. 
• Conducted appraisal and gave feedback on time. 
• Attendance and late coming / early leaving is monitored and handled effectively 
• Controlled and managed attrition for NHT Batches and Quality Team. 
• Developed trainers & subject matter experts from within the Team. 
• Generated and submitted MIS reports on time. 
• Managing compliance benchmarks like PFCU,KCO and BPMS and ensuring the account 


is compliant. 
 
Deputy Manager (July 2012 – July 2015) 
 
Assistant Manager (March 2012 – June 2012) 
 
Thomson Reuters                                              
Project Leader (May 2008 – December 2009) 
 
Maven BPO Services 
Customer Service Representative (August 2003 – April 2005) 
Team Leader  (April 2005 – April 2008)            
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Calcutta University, Kolkata, West Bengal, India 
 Commerce 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
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Reference # 1: 
Contact Name: Nabeel Ahmed 
Title:   Team Manager 
Organization:  Cognizant  
Phone Number: (988) 552-0038 
Email:   nabeel.ahmed245@gmail.com 
 
Reference # 2: 
Contact Name: Anuj Kumar 
Title:   Analyst 
Organization:  Excusia Technologies 
Phone Number: (909) 694-4881 
Email:   anup.kumar@gmail.com 
 
Reference # 3: 
Contact Name: Manish Gupta 
Title:   Vice-President 
Organization:  Stadmod Engineering Solutions 
Phone Number: (973) 008-1771 
Email:   gupta.manish0206@gmail.com 
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Company Name Submitting 
Proposal: Concentrix Daksh Pvt. Ltd. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: V. Rony Abraham 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Delivery Operations Manager 


# of Years in Classification:  # of Years with Firm: 10  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Rony Abraham has over 11 years of experience in BPO industry and over 8.5 years of 
experience in US Healthcare Domain. Rony has experience in process migration, vendor 
management and implementation of workflow tool. Rony works with a system development 
team in identifying the scope of enhancement to make the system more robust system and user 
friendly. Rony has hands on experience in UAT and ensuring smooth implementation of 
changes in the production environment. Rony is an effective leader with distinguished abilities in 
end-to-end process management, with excellent planning, analyzing and organizational skills 
with an eye towards details and a quest for perfection. Rony is a keen communicator with strong 
analytical, relationship management & organizational skills with the ability to adapt and learn 
quickly  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Concentrix Daksh Services Pvt Ltd (November 2005 – Present) 
 
Delivery Manager Operations (January 2013 – Present) 


• Manage Service delivery and Client Relationship for a leading US Based HealthCare 
account 


• Lead a team of people manager and to collaborate with the Onsite location  
• Work on financials of the account. Manage revenue, cost, GP and various budget 


allocations 
• Coordinating with the finance function with regards to budgetary planning, cost allocation 


and tracking the progress against the budgeted GP 
• Facilitate and co-ordinate Monthly & Quarterly business reviews with Senior 


Management in IBM and at client end 
• Ensuring all SLAs and KPIs are met for all Lobs in the account 
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• Act as primary point of contact for client management team and ensure client’s 
requests/concerns are addressed in a timely manner 


• Providing assistance to senior management in the planning, implementation, and 
evaluation, modifications to existing operations, systems, and procedures 


• Drive efficiency by effective planning, leveraging and implementing automation and 
tracking tools 


• Effectively planning the staffing capacity based on volume forecast and historical trends 
• Lead and co-coordinated all internal and client audits 
• Build, develop a high performing team by encouraging individual ownership, initiatives 


and empowerment 
• Create an environment that motivates high performance and supports the loyalty and 


retention of employees 
 
Deputy Manager Operations (December 2010 – December 2012) 


• To assist the Delivery Project Executive with operational services designed to ensure 
that the team meets established performance criteria and that requests are handled 
according to established performance standards for quality, productivity and customer 
satisfaction. (SLA Management – Key Metrics: Turn Around Time, Quality). 


• Managing a team of 65 members, establishing and maintain a working environment 
conducive to positive morale, quality, creativity, and driving teamwork 


• Managing efficiency level within the team by organizing resource efficiently & taking 
appropriate steps to ensure the revenue targets are met as per the roadmaps   


• Managing the vendors and ensuring the contractual obligations and SLs are maintained 
• Ensuring preparedness of the account for various external and internal audits and 


maintaining artifacts and process documentation in line with the audit requirements 
• Manage relationship with client, communicating with them regularly to understanding 


concerns if any and taking timely corrective measures before it may lead to major 
escalations 


• Attrition Management and arranging for backfills on a timely basis to ensure no impact 
on business 


• Setting up the targets for the team and creating, implementing and reviewing the 
incentive plans to drive the team for achieving the team goals 


• Reviewing the team performance with the operations leads, identifying and addressing 
any operational or quality challenges and determining the best solution to resolve them 


• Conducting team meeting, addressing the employees issues or concern and getting HR 
involved in resolving HR related issues 


 
Assistant Manager Operations (October 2008 – November 2010) 


• To manage and lead a team of 35 members and motivating them to achieve the KRA’s. 
• Preparing project reviews and presenting project performance reports to clients and & 


senior management team. 
• Attending regular customer calls on inventory management, updates and training and to 


discuss on any operational issues or concerns. 
• Ensure that Customer Complaint tracker is updated based on the escalation from client, 


initiate the action for critical issues/complaint raised and update the client and operations 
head. 
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• Monitoring and analyzing the team’s performance and having a daily huddles and 
meetings to update them about their performance and to drive them to perform better 
and at a more competitive level. 


• Initiating the Performance Improvement Plans for agents below acceptable levels of 
performance and to track improvement trend in performance. 


• Identifying Training Needs Analysis (TNA) with help of quality team to help the team 
perform better and improve their efficiency. 


• To ensure the feedbacks are conveyed to the team and necessary preventive and 
corrective actions are provided to the concerned agents in the most positive and 
constructive fashion. 


• To ensure the performance reports and other reports as required by the client are sent 
on to client as per the specifications. 


• Initiate process improvement and reviewing the team performance by formulating & 
maintaining monthly performance and incentive reports for the team.  


• Attending to leave and absence issues of the team. 
• To drive HIPPA Compliance, Integrity workshops and Information Security controls by 


covering a regular Do’s and Don’ts expected from every employees and a regular check 
methodology having action planning to mitigate any risk. 


• To follow the escalation matrix incase resolution is not received from the clients within 
timeframe specified. 


 
Operations Lead 


• To provide floor support and handling the queries of the team. 
• Assigning the work and monitoring the performance of the team 
• To send Daily/Weekly/Monthly performance scores to the reporting manager. 
• To prepare the action plan for the bottom quartile performers and working with the 


individual to bring him up the curve 
• To do the quality check on sample size of work done by the team 
• To provide feedback and coaching to ensure that defects are minimized by conveying 


the necessary preventive and corrective actions to the concerned agents in the most 
positive and constructive fashion 


• Conducting Refresher based on training needs identified for the agents as per their 
performance levels and areas of opportunities 


• Disseminating the updates to the team and documenting the updates within the tracker 
• To publish a report on performance level indicator of agents by showing the needle 


movement 
 
Subrogation Executive (November 2005 – December 2006) 


• Evaluation of claims and identify the subrogation potential 
• Reviewing the fact of loss, documents, photographs, reports of expert, fire department or 


police department and statements of witnesses 
• Applying the liability of theory concept to prove negligence on the at fault party 
• Calling the third party insurance carrier and explaining them the facts of loss and 


conveying the intention of subrogation for the loss suffered by our insured 
• To prepare the complete case file and moving it to Pursuit team to recover the claim 


amount paid to the 1st party from the at fault party/adverse carrier 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
N/A 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Aniket Pharande 
Title:   Delivery Manager – Operations 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (992) 366-5385 
 
Reference # 2: 
Contact Name: Sudeshna Auddy 
Title:   Manager – Quality 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (976) 587-1052 
Email:   sudeshna.auddy1@concentrix.com 
 
Reference # 3: 
Contact Name: Rumit Singh 
Title:   Delivery Project Executive 
Organization:  Concentrix Daksh Pvt. Ltd. 
Phone Number: +91 (800) 799-9788 
Email:   rumit.singh@concentrix.com 
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CVS CAREMARK PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: CVS Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Christie Raymond 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Strategic Account Director 


# of Years in Classification: 2 # of Years with Firm: 14 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
As the Strategic Account Executive Director, Christie is responsible for creating and ensuring 
the delivery of results and actions to our client. In this role Christie is focused on our customers’ 
health care needs and how CVS Health can help deliver creative and innovative solutions that 
achieve their client’s strategic objectives in the PBM industry. 
  
Until recently joining the Sales organization Christie was the Director of Account Management 
focusing on the Medicaid Line of Business across CVS Health. As Director of Account 
Management, Christie was responsible for oversight of the Account Management teams 
supporting our Health Plan clients. Her focus was providing leadership around daily 
maintenance/tracking, issue resolution, strategic planning, team development, and operations 
management. She worked directly with team members to ensure the proper administration of 
the prescription benefit, as well as overall program satisfaction. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
CVS Health 
 
Current, Director, Strategic Accounts, HP (April 2015 – Present) 


• Accountable for retention for large Health Plan client 
• Responsible for oversight of all operational activity 
• Ability to turn operational deficiencies around and get client back on track 
• Implemented an oversight log and call to help facilitate continued issues 
• Successfully retained 1 billion + client 
• Ability to open the door to begin discussions with client on products and services to 


enhance their services to their members. 
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Director, Account Management and Benefits (June 2013 – April 2015) 
• Provide ongoing support, coaching, evaluations and guidance to Managers/Advisors and 


benefits teams to help ensure we are meeting client needs and client demand 
• Partnering cross functionally and timely with internal departments to meet timelines and 


expectations for our clients 
• Implemented Exchanges for Account management and Benefits across the HP CST- 


successful implementation 
• Leads, drives and manages large HPs in the east coast 
• Escalation Point of contact for all operational aspects to manage a HP client. 
 


Manager, Account Management, HP CVS Caremark (September 2009 – 2013) 
• Partnering cross functionally and timely with internal departments to meet timelines and 


expectations for our clients.  
• Assist my team with driving issues/opportunities to resolution and work heavily on 


decreasing escalations to Sr. leadership.  
• Assisted in leading successful large HP platform migration 
• Assisted in leading Medicaid go live during welcome season 
• Involved in numerous Medicaid implementations for 2013 welcome season. 


    
FastStart Mail Ops Supervisor CVS Caremark (October 2003 – August 2009) 


• Monitor, evaluate and drive behaviors to meet defined service level goals  
• Increased call volume by 10% as directed by management. Created presentation for 


FastStart up-training, to the call centers nationwide, then conducted the training on a 
yearly basis 


• Worked with IT, Project managers, Pharmacists along with Vendors, to help get the 
system in place and into production.  


 
AdvancePCS 
Pharmacy Tech/CSR (November 2002 – September 2003) 


• Communicating with medical personnel who comprise of Doctors, R.N.’s and L.P.N.’s, 
On-Staff Pharmacists and patients regarding preferred plan medications.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University in Tempe, Arizona, 2002 


Bachelors of Interdisciplinary Studies, with an emphasis on Business Management 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable.  
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
CVS Health will be happy to provide personal references upon being selected as a finalist. 
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Company Name Submitting 
Proposal: CVS Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jason Stenta 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Vice President, Health Plans 


# of Years in Classification: 2   # of Years with Firm: 7  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
After completing his MBA and working as a management consultant for several years with A.T. 
Kearney, Jason joined CVS Health in 2009, where he has held a number of roles with 
increasing levels of responsibility.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
CVS Health (2009 – Present) 
Vice President, Health Plans 
 
Jason Stenta is currently responsible for the CVS Health enterprise relationship with WellCare 
Health Plans; Jason’s team executed a successful transition of all 3.5M+ WellCare members 
from WellCare’s previous PBM to CVS Caremark on 1/1/16, and has partnered with WellCare 
on a number of other strategic initiatives, dating back to 2014.  
 
Prior to taking the role with WellCare, Jason led a key CVS Health enterprise initiative that 
established priorities, directed investments, and led a broad enterprise team to create new 
capabilities that position CVS Health to meet the evolving needs of health plans.  Jason also 
worked closely with health plans across the country to understand and advance their strategies 
with CVS Health assets.   
                                                                                                                        
Between 2012 and 2015, Jason also served as the CVS Health enterprise lead for strategic 
planning and operational readiness for the Public Exchanges established by the Affordable Care 
Act. In this capacity, Jason led the team that directed the development of capabilities to support 
CVS Caremark clients in various areas, including: formulary, network strategy, financial 
operations, quality rating system, reporting, health risk assessment, compliance, and member 
acquisition.  Jason was responsible for ensuring a smooth implementation of our entire CVS 
Caremark Exchange book of business in January 2014 (25 health plans in 26 states).      
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Between 2009 and 2012, Jason was responsible for PBM Product Innovation.  In this role, 
Jason led business development and strategic planning to support commercialization of 
industry-leading client solutions, including operational planning, sales and marketing, pricing 
and contracting, pilot implementation and evaluation, and commercial launch for many 
programs, including:  
 


• The first-of-its-kind Genetic Benefit Management program 
• A Readmission Prevention program that enhances health plan case management  
• Integration of PBM and Minute Clinic capabilities to develop cost-saving medical benefit 


plans   
• Medicare Part B pharmacy solutions.  


 
Between 2005 and 2009, prior to joining CVS Health, Jason was a management consultant for 
A.T. Kearney a global management consulting firm, where he specialized in Healthcare 
Services and Pharmacy Services work.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Kellogg School of Management at Northwestern University, 2016  


MBA 
 
Hamilton College, 1998 


Bachelor of Arts 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable.  
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
CVS Health will be happy to provide personal references upon being selected as a finalist. 
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EVICORE PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: eviCore healthcare 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Brooks Landry 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Senior Client Services Manager 


# of Years in Classification: <1 # of Years with Firm: 5  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Brooks Landry originally joined eviCore healthcare in 2010 as an account manager for two New 
York-based clients.  In his current role as senior client services manager for WellCare, he 
serves as the primary contact for daily operations, operational enhancements, and new 
membership implementations.  Prior to joining eviCore, Mr. Landry worked for Towers Perrin as 
an associate in the Executive Compensation and Rewards consulting practice and at Goldman 
Sachs as an analyst in the Equity Compensation Group.   
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
eviCore healthcare: (June 2010 – Present) 
Senior Client Services Manager, Client Services Manager, Account Manager II 


• Manage the overall relationship of eviCore with designated Health Insurance Plan of  2.5 
million members 


• Support contract implementation of new programs and lines of business 
• Support Finance  with reconciliations of monthly billing 
• Perform analysis for operational, financial and new business/strategic initiatives 
• Ensure accurate and timely performance analysis and reporting to health plan 
• Manage compliance with contract stipulations and service level agreements 
• Address and coordinate resolution to program issues 
• Coordinate contract / regulatory compliance audits 
• Assist in strategic planning and the development and implementation of program 


expansion 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
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Georgia Southern University, 2016 


MBA 
 
University of Georgia, 2001 


BBA, Finance 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name:  Cayce Awe 
Title:   VP, Strategic Account Manager 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
email:   cawe@evicore.com 
 
Reference # 2: 
Contact Name: Chris Chapman 
Title:   Director, Client Services 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
email:   cchapman@evicore.com 
 
Reference # 3: 
Contact Name: Kathy Hoffman 
Title:   Client Services Manager 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
email:   khoffman@evicore.com 
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Company Name Submitting 
Proposal: eviCore healthcare 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: H. Cayce Awe 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: VP Strategic Client Relationship Executive (SCRE) 


# of Years in Classification: 2.5  # of Years with Firm: 5  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Mr. Awe has 20 years of insurance experience, which includes 10 years of experience in the 
health insurance space.  He has executive-level experience managing several operational areas 
that included 800 employees.  Mr. Awe’s professional experience also includes strategic 
planning responsibilities within numerous organizations. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
eviCore healthcare, VP Strategic Client Relationship Executive (SCRE) 


• Work with health plan clients to design programs that provide the appropriate care at the 
tight time and in the right setting to achieve the best outcomes. 


 
eviCore healthcare, VP Non-clinical Operations/Contact Center 


• Managed the operations that are the point of contact for provider networks and members 
throughout the country with the objective to provide the best provider and member 
experience possible. 


 
Director of Marketing and Technical Design 


• Designed benefits plans for companies of all sizes 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Davidson College 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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Series 6 - 1998 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Jackie Alonso 
Title:   Director 
Organization:  Horizon BCBSNJ 
Phone Number: (732) 256-5095 
Email:   Jackie_Alonso@horizonblue.com 
 
Reference # 2: 
Contact Name: Doug Tardio 
Title:   Consultant, and former President of CareCare National 
Phone Number: (914) 475-1969 
Email:   dtardio@icloud.com 
 
Reference # 3: 
Contact Name: Mike O’Conner  
Title:   SVP 
Organization:  Lockton 
Phone Number: (301) 602-9938 
Email:   Moconnor@locton.com 
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Company Name Submitting 
Proposal: eviCore healthcare 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Christopher Chapman 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Director, Client Services 


# of Years in Classification: 2  # of Years with Firm: 6  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Mr. Chapman has worked closely with WellCare since 2010 and fostered a relationship that 
expanded from a single program in a single state to multiple programs across multiple markets.  
Mr. Chapman was closely tied to all of these program implementations as well as the day-to-day 
management of the programs, delivery of program value, monitoring of contractual and 
regulatory compliance, and ownership all service related issues.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
eviCore healthcare, Bluffton, SC      
                                                       
Director, Client Services:  (July 2014 – Present) 


• Lead a team of Client Service Managers through the resolution of day-to-day client 
issues while monitoring  performance as it relates to contractual requirements, service 
level agreements, audits and JOCs, as well as client requests for changes and 
enhancements 


• Work closely with the Executive Leadership of the health plans and lead joint operating 
committee meetings to engage with the client on a regular basis to review program 
performance metrics, agree upon best practice methodologies of reporting metrics and 
identify strategic opportunities for development and implementation 


• Mentor, supervise, train, and develop Client Service Managers to help them grow 
individually and professionally and enhance their skills as the client-facing representative 
of eviCore healthcare to ensure client satisfaction and engagement 


• Directly responsible for understanding the client business needs while participating in 
solution development and serve as a point of escalation for any service related areas 


• Work closely with key leaders to identify areas of process and quality improvement, and 
resolution of performance related issues through the development and monitoring of 
reports, dashboards, workflows, and audits, and improve upon overall communication 
and documentation of unique client requirements  
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Senior Client Services Manager (January 2012 – July 2014) 


• Facilitated Joint Operating Committee meetings between the Executive Leadership of 
eviCore healthcare and the health plans to nurture strategic relationships and review 
program metrics through the use of advanced analytics dashboards and data 
visualization tools to target areas of inefficiency and provide solutions for additional 
savings and quality measures 


 Worked closely with Medical Directors on the application of eviCore healthcare’s 
evidence-based clinical criteria and development of clinical coverage guidelines  


 Analyzed, managed and developed ad-hoc reports and presentations through the use of 
pivot tables and VLOOKUP formulas to identify utilization trends, industry benchmarks 
and overall program value and effectiveness 
 


Client Services Manager (August 2010 – January 2012) 
• Managed the forward-facing relationship with a multi-state large health plan which 


included utilization management products, claims payment delegation and data analytics 
• Managed service level agreements as well as Federal, State, NCQA and URAC quality 


and compliance standards by facilitating onsite audits, desk review audits and daily 
reporting  


• Conducted training demonstrations and educational outreach programs for providers 
and provider relations representatives to ensure seamless interaction with eviCore 
healthcare 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Lipscomb University, Nashville, TN ,1998 


• Bachelor of Business Administration in Accounting 
• Bachelor of Business Administration in Management 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Cayce Awe 
Title:   VP, Strategic Account Manager 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
Email:   cawe@evicore.com 
 
Reference # 2: 
Contact Name: Bob Sand 
Title:   VP Account Management 
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Organization:  eviCore healthcare 
Phone Number: (615) 468-4048 
Email:   bob.sand@evicore.com 
 
Reference # 3: 
Contact Name: Rodney Schmucker 
Title:   VP, Program Operations 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
Email:   rschmucker@evicore.com 
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Company Name Submitting 
Proposal: eviCore healthcare 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Kathy Hoffman 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Client Service Manager II 


# of Years in Classification: 1  # of Years with Firm: 1  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Kathy Hoffman joined eviCore healthcare in 2015.  Ms. Hoffman’s responsibilities include daily 
operations, operational enhancements, and new membership implementations for the clients 
she works with.  Prior professional experience includes various sales, operations, and account 
management activities at two consumer products manufacturers and a promotions and 
marketing company. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Boppy Company, Denver, CO 
 
Logistics and Operations Manager (7+ years) 
 
Marketing Project Managed (1+ year) 
 
Sales Account Manager (2 years+) 
 
Sales Analyst (1 year+) 
 
The Integer Group, Denver, CO 
Account Manager (2+ years) 
 
Rock & Republic, Los Angeles, CA 
Customer Service (2+ years) 


EDUCATION 
Information required should include: institution name, city, state,  
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degree and/or Achievement and date completed/received. 


 
University of Colorado at Boulder, 1996 


B.S. in Journalism and Mass Communication 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Brooks Landry 
Title:   Senior Client Service Manager 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
Email:   blandry@evicore.com 
 
Reference # 2: 
Contact Name: Chris Chapman 
Title:   Director, Client Services 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
Email:   cchapman@evicore.com 
 
Reference # 3: 
Contact Name: Cayce Awe 
Title:   VP Strategic Client Relationship Executive 
Organization:  eviCore healthcare 
Phone Number: (800) 918-8924 
Email:   cawe@evicore.com 
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PREMIER EYE CARE PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: Premier Eye Care 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Lorna Taylor 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: President and CEO 


# of Years in Classification: 23 # of Years with Firm: 23 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Taylor, one of the top business leaders in Florida, was the winner in the Health & Wellness 
category of the 2013 Tampa Bay Business Journal’s Business Woman of the Year awards, 
while also receiving Angie’s Award, given to the finalist who best exemplifies commitment to 
community service. The award reflected Premier Eye Care’s far-reaching community 
involvement, which ranges from supporting arts and culture to the prevention of domestic 
violence. 


The company was also ranked as one of top 75 companies nationally by the Center for 
Generational Kinetics 2015 “Best Places to Work for Millennials” and the Tampa Bay Business 
Journal’s 2015 and 2016 “Fast 50” list, which ranks the fastest-growing companies in the Tampa 
Bay area. Reflecting Premier’s success, Taylor was named in 2015 as one of the Business 
Observer’s “Entrepreneurs of the Year” in west-central Florida. 


A past Chair of The Spring of Tampa Bay, Taylor was honored with the organization’s Angel 
Award, and was also named a Woman of Distinction by the Girl Scouts of West Central Florida 
2013. In 2014, she received the Light of Sight award from the Lion’s Eye Institute Foundation, 
and the Jan Roberts Sustainability Leadership Award from the Sustainable Business Coalition 
of Tampa Bay. 


Personally, Taylor is involved in a wide variety of community and charitable causes. She serves 
on the Board of Trustees for The Dalí Museum, and on the Boards of Directors for Moffitt 
Cancer Center, Preserve Vision Florida (Vice Chair), Florida Coalition Against Domestic 
Violence Foundation (Chair), and Tampa Bay Businesses for Culture and the Arts (Chair).  She 
is also a member of the Athena Society, and serves on the University of Tampa Board of 
Trustees. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 
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held during the term of the contract/project and details of contract/project. 


 
Premier Eye Care (1993 – Present)  
President and CEO 


• Ms. Taylor is an accomplished leader, both in directing fast-growing Premier and in 
making an impact in the community.  Premier, named one of “Florida’s Best Companies 
to Work For” in 2013, 2014, 2015 and 2016 by Florida Trend magazine, is a leading 
business partner of major health plans, managing the routine vision and medical eye 
care of 4.2 million insured persons through a national network of contracted physicians 
and facilities. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Princeton Theological Seminary 


Master’s Degree in Divinity, concentrating in Social Ethics.  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Michael Bedk 
Title:   Partner, Head of Florida Transactional Practices 
Organization:  DLA Piper 
Phone Number: (813) 222-5924 
Email:   Michael.Bedke@dlapiper.com 
 
Reference # 2: 
Contact Name: Tiffany Carr 
Title:   CEO 
Organization:  Florida Coalition Against Domestic Violence 
Phone Number: (850) 425-2749 
Email:   Carr_Tiffany@fcadv.org 
 
Reference # 3: 
Contact Name: Kevin Bakewell 
Title:   Senior Vice President 
Organization:  AAA – The Auto Club Group 
Phone Number: (813) 289-5057 
Email:   kbakewell@aaasouth.com 
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Company Name Submitting 
Proposal: Premier Eye Care 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jason Panos 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Chief Operating Officer 


# of Years in Classification: 19 # of Years with Firm: 19 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Mr. Panos has a great deal of experience within the managed healthcare arena. He has both 
business and management expertise as well as extensive experience in the practices; policies 
and procedures of Medicaid and Medicare manage care.  Panos has strong leadership skills as 
well as the ability to approach situations from a creative point of view.  


Panos also has great expertise in HealthCare Operations Technology.  As data needs continue 
to grow and healthcare systems become ever more complex, he has developed systems that 
allow enormous amounts of data to be accessed, yet are simple enough that Premier can use 
and apply this data to everyday operation needs.  This integration of technology, healthcare and 
business helps keep the Premier Eye Care team ahead of the curve by leveraging health care 
data in the most effective manner possible. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Premier Eye Care (1997 – Present)  
Chief Operating Officer 


• As COO, Mr. Panos is responsible for the execution of corporate strategies and plays a 
significant role in managing Premier operations. He also is involved with strategic 
planning and guides initiatives to expand the organization's product lines and presence 
into new markets. 
 


Broward College 
Tenured Professor 


• His expertise centers on computer networking systems with a focus on Microsoft and 
Cisco systems. Panos’ certifications have included Microsoft Certified Systems 
Engineer, Microsoft Certified Trainer, Cisco Certified Networking Associate and Cisco 
Certified Academic Instructor. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Lynn University, 1995 


Bachelor’s in Business Administration 
 


Florida Atlantic University, 1998 
Master’s Degree in Business Administration, focus on management information systems. 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Katie DiLella 
Title:   Director of Ancillary Contracting 
Organization:  Humana 
Phone Number: (407) 661-6132 
 
Reference # 2: 
Contact Name: George Fernandez 
Title:   President 
Organization:  Ride2MD 
Phone Number: (305) 542-8408 
 
Reference # 3: 
Contact Name: Jane Laguna 
Title:   Director of Network Relations 
Organization:  Simply HealthCare 
Phone Number: (305) 921-2655 
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Company Name Submitting 
Proposal: Premier Eye Care 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Dr. Michael Hecht 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Medical Director 


# of Years in Classification: 23 # of Years with Firm: 23 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Dr. Hecht began his career with Premier Eye Care in 1993. After graduating from the University 
of Miami with a B.S. in Biology in 1976, he entered the Pennsylvania College of Optometry, 
where he earned a degree in Visual Sciences in 1977 and Doctor of Optometry in 1980. 
Immediately following graduation, Dr. Hecht returned to Florida to practice within a large multi-
specialty ophthalmology practice in Palm Beach County. At that time, Dr. Hecht was the first 
optometrist in Palm Beach County to practice together with ophthalmologists. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Premier Eye Care (1993 – Present)  


• In the early 1980s, Dr. Hecht’s efforts resulted in an integration of primary care 
optometry and general ophthalmology, fostering an environment of cooperation and 
communication between the two eye care professions in South Florida. Well recognized 
for his expertise in developing ophthalmic provider networks and in the clinical aspects 
of ophthalmic practices, he was invited to join and assist in the establishment of Premier 
Eye Care. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Miami, 1976 


B.S. in Biology 
 


Pennsylvania College of Optometry,  
Visual Sciences, 1977 
Doctor of Optometry, 1980 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Brad Simons, PhD, MD 
Title:   Neuro Ophthalmologist 
Organization:  Specialty Eye Associates 
Phone Number: 561-747-4100 
Email:   bdsimons@mac.com 
 
Reference # 2: 
Contact Name: Emilio Balius, OD 
Title:   Clinic Director 
Organization:  Aran Eye Associates 
Phone Number: (305) 442-2020 
Email:   EBalius@araneye.com 
 
Reference # 3: 
Contact Name: John Lehr, MD 
Title:   Assistant Clinical Professor, University of Central Florida Medical School 
Organization:  Magruder Eye Institute 
Phone Number: (407) 893-8200 
Email:   Jlehr@magrudereye.com 
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THE RESULTS COMPANIES PROPOSED STAFF RESUMES 


Company Name Submitting 
Proposal: The Results Companies  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: April Breeden  
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Account Operations Manager  


# of Years in Classification: Less than 
1 # of Years with Firm: 9 ½  


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
9 + years’ experience in Call Center Operations and Management for Health Care.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, Ft Lauderdale FL 
                                                 
Senior Operations Manager (November 2010 – Present) 


• Operations Manager for Results Winter Haven WellCare Health Plans Account.  
• Responsible for running Health Care Customer Service Program for WellCare Client. 
• Responsible for several programs such as Pre Enrollment Sales, Coordinated Care Plan 


Customer Service, Prescription Drug Plan Customer Service TTY and Contact us 
Emails, Medicaid Customer Service, Member Escalation Team, Kentucky Authorization 
Intake and DTC_ Direct to Consumer.  


• Liaison between Site production and Client services. Responsible for all site function and 
operations for WellCare Client. Site level Financials, attrition and Adherence. Including 
management of up to 300 Employee’s, 14 supervisors. 


• Creating direct reporting for site Performance goals and outlier management. 
Responsible for devolving and managing Supervisor team to ensure Client goals are 
met. 


• Directly Responsible for completing WellCare Client Audits such as, Governance, 
Global, Delegation and Supervisor.  


  
Program Leader (February 2007 - November 2010) 


• Started with the Results Company in 2007 as a Customer Service Rep for WellCare 
Account. Taking calls form the WellCare Health Plan members, assisting members with 
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anything from Changing Demographic information to assisting with obtaining 
Authorizations for services and Durable Medical Equipment. 


• Assisted Providers with billing requirements, review of Medicare required coding and 
forms.  


• Promoted to supervisor with in the first 6 months, Responsible for team performance and 
Quality of Calls.  Taking escalated calls and resolving Member complaints.  


• Assisted with site leadership roles such as, Training, Quality and Escalations. 
• Promoted to Program Leader after 1 year where I was to oversee the development of 


supervisors and site performance. Was a Project Matter Expert for WellCare and 
assisted with launching additional sites. Liaison between Site and WellCare Client. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
N/A 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
 
Reference # 1:   
Contact Name: Olga Golovin Sr. 
Title:   Sr. Director of Account Operations  
Organization:  The Results Companies 
Phone Number: (770) 337-4402 
Email:   olga.golovin@resultstel.com 
 
Reference # 2:  
Contact Name: Toshika Chambers 
Title:   Account Operations Manager Mobile 
Organization:  The Results Companies 
Phone Number: (863) 236-8321 
Email:   toshika.chambers@resultstel.com 
 
Reference # 3:  
Contact Name: Christine Rose 
Title:   Account Operations Manager 
Organization:  The Results Companies 
Phone Number: (954) 270-7749 
Email:   christine.rose@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Carla Morante 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Customer Experience Director 


# of Years in Classification: 3 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Oversees all transaction monitoring, reporting, feedback and performance consulting activities 
for the company. Responsible for assuring that operational expectations are met and that 
development for all Customer Experience Analysts is accomplished.  Identifies gaps and works 
with Customer Experience and Voice of the Customer Teams to better align to client 
requirements and provide Customer Experience Solutions for the enterprise. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, FT Lauderdale FL 
Customer Experience Director (June 2015 – Present)  


• Heads Quality Team for Philippines, LatAM and US sites 
 
Expert Global Solutions 
 
Director of Quality Assurance (March 2014 – June 2015) 


• Headed the migration and Centralization of the ARM Quality Teams for US, Canada and 
Philippines as well as 70% of the CRM side. 


• Responsible for teams in 4 sites across the Philippines. Heading the Centralized Quality 
and Reporting group. 
  


Director of Quality and Training – Operations (January 2013 – February 2014) 
• Headed International Division Operations, Quality and Training.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of the Philippines, 2003 
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BA Philippine Studies 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
COPC Certified (Jun 2012) 
Six Sigma Green Belt tested (Jun 2013) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Joe Saucedo 
Title:   Vice President – Account Operations 
Organization:  The Results Companies 
Phone Number: (917) 582-3982 
Email:   Joe.saucedo@resultstel.com  
 
Reference # 2:  
Contact Name: David Martinsen 
Title:   Director of Business Intelligence 
Organization:  The Results Companies 
Phone Number: (954) 926-4154 
Email:   David.martinsen@resultstel.com 
 
Reference # 3: 
Contact Name: Paolo De Guzman 
Title:   Site Operations Director 
Organization:  The Results Companies 
Phone Number: (917) 837-3973 
Email:   Roberto.deguzman@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Chris Porter 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Senior Global Workforce Management Manager 


# of Years in Classification: 0.5  # of Years with Firm: 5+  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Strong understanding of the processes and strategies in the day to day operations of Workforce 
Management.  Managing the expectations of our clients is our top priority to maximize the 
staffing potential in covering the hours of operation, the volume being delivered and the 
efficiencies to hit the service level, average speed of answer, abandon rates or line adherence. 
Making sure we cover the monitoring and reporting needed to communicate the current 
conditions and get the needed support to turn around any issues that arise to keep us on track 
with our key performance indicators.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, Ft Lauderdale FL 
 
Senior Global Workforce Management Manger (0.5 years) 


• Manage all three of our Results Real-time Command Centers 
 
Global Workforce Management Manager (5 years) 


• Managed the forecasting, scheduling, the local resource planners and real-time analysts 
for WellCare 


 
eBay, Inc., Draper Utah 
 
Global Tools Supervisor (2 years) 


• Managed the access to tools and software throughout the company.  
• Assisted Telecom in managing the call flow and IVR structure, along with messaging. 
• Managed the transition to new versions of software and tools. 


 
Workforce Management Analyst (3 years) 
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• Managed on a daily basis eBay’s real-time lines of business in emails, chat and phones.  
This included internal and external resources with involved several different vendors. 
 


Operations Supervisor, (5 years)  
• Managed different teams that handled email, phone and chat volume for our all levels of 


customers.  From Office of the President, to Top Sellers to everyday people looking to 
get an account set up. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Idaho State University, Pocatello, Idaho 1996 


Bachelor of Science (BS) – Business Management 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
  
Reference # 1: 
Contact Name: Daniel Dougherty 
Title:   VP of Operations 
Organization:  The Results Companies 
Phone Number: (678) 439-6661 
Email:   Daniel.dougherty@resultstel.com 
 
Reference # 2: 
Contact Name: Guillermo Lazaro 
Title:   Director of Mission Control 
Organization:  The Results Companies 
Phone Number: (404) 323-6848 
Email:   Guillermo.lazaro@resultstel.com 
 
Reference # 3: 
Contact Name: Alex Blum 
Title:   Director of Global Resource Planning 
Organization:  The Results Companies 
Phone Number: (954) 243-8498  
Email:   Alex.blum@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Christine Rose  
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Account Operations Manager  


# of Years in Classification: 9 # of Years with Firm:  9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
19+ years’ experience in account management with emphasis on domestic, near and far shore 
Contact Center Operations in the industries of Managed Health Care and telecommunications.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, Fort Lauderdale, Florida  
Account Operations Manager (January 2007 – Current)  


• 9+years’ experience managed care and government programs 
• Knowledge of Medicaid and Medicare guidelines and regulations 
• Experience in Pre-delegation and annual audits for new and existing entities delegated 


for customer service by Health Care client.  
• End-to-end project manage implementation with client and corporate driven projects. 


Review and/or develop project requirements and identify impacts. 
• Communicate issues with client and corporate staff and drive for resolution. 
• Resolve center specific issues relating to project implementations. 
• Ensure staffing is in line with client expectation. 
• Document process and procedures that come out of new project and communicate 


information to team. 
• Manage and communicate root cause misses on key performance indicators with action 


plan analysis 
 
Sprint/Nextel, Overland Park, KS. (January 2006 – January 2007) 
Vendor Manager 


• ECare and back office operations for 7 vendor sites domestic, near shore and far shore. 


 
IBM International, Armonk, New York (January 2005 – January 2006) 
Vendor Manager 
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• Inbound Customer Service account manager 7 vendor sites domestic, near shore and 
far shore. 


 
Sprint/Nextel, Overland Park, KS (September 1998 – January 2005) 
Consumer Services Vendor Manager 


• Inbound Customer Service account manager for vendor sites domestic, near shore and 
far shore. 


 
Sprint Consumer Services Trainer Dallas, TX 


• Training for 750 plus customer service agents/management on inbound customer 
service programs.       


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
N/A 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1:   
Contact Name: Olga Golovin Sr. 
Title:   Sr. Director of Account Operations  
Organization:  The Results Companies 
Phone Number: (770) 337-4402 
Email:   olga.golovin@resultstel.com 
 
Reference # 2:  
Contact Name: Toshika Chambers 
Title:   Account Operations Manager Mobile 
Organization:  The Results Companies 
Phone Number: (863) 236-8321 
Email:   toshika.chambers@resultstel.com 
 
Reference # 3:  
Contact Name: April Breeden 
Title:   Account Operations Manager 
Organization:  The Results Companies 
Phone Number: (954) 559-1191 
Email:   april.breeden@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Edsel Schields 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Account Operations Manager 


# of Years in Classification: 2 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Nine years of progressive contact center experience supporting diverse clients and lines of 
businesses with expertise on handling aggressive multi-site ramps, critical launches, and 
account management.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, Fort Lauderdale, Florida  
Operations Manager/Account Operations Manager (2010 – Present) 
 
ICT Group Inc./Sykes Asia 
LOB POC/ Supervisor (2006 – 2010)  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of the City of Manila, 2007 


Bachelor of Science in Secondary Education major in Communication Arts- English, 
• Graduated Cum Laude; Consistent Dean’s Lister; Recipient of College Student of 


the Year 2007; Nominee for 2007 Outstanding Students in the Philippines 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Mastering the Big 5 Training for Supervisors and Managers - 2010 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 
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fax number and email address.   


 
Reference # 1:   
Contact Name: Olga Golovin Sr. 
Title:   Sr. Director of Account Operations  
Organization:  The Results Companies 
Phone Number: (770) 337-4402 
Email:   olga.golovin@resultstel.com 
 
Reference # 2:  
Contact Name: Kathryn Cruz 
Title:   Site Operations Director 
Organization:  The Results Companies 
Phone Number: 63 (920) 958-0827 
Email:   toshika.chambers@resultstel.com 
 
Reference # 3:  
Contact Name: Francoise Bejasa 
Title:   Sourcing Director 
Organization:  The Results Companies 
Phone Number: 63 (917) 838-3965 
Email:   toshika.chambers@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Gina Gregoletto  
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Account Operations Manager  


# of Years in Classification: 25  # of Years with Firm:  20  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
25 years’ experience in Account Operations Management with emphasis in Manage Health 
Care for Outbound and Inbound Contact Center Operations – domestic, near and far shore. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
The Results Companies, Fort Lauderdale, Florida (November 1995 – Present) 
Account Operations Manager 


• 25 years’ experience in managed care and government health related programs 
• SME for Outbound calling government regulatory requirements  
• Background in training, script and report development  
• Knowledge of Medicaid and Medicare guidelines and regulations 
• Project implementation with client and liaison with corporate staff to manage program 


execution/resolutions 
• Document process and procedures that come out of new project and communicate 


information to team. 
• Pre-delegation and annual audits experience for new and existing entities delegated for 


Health Care client.  
• Interaction with workforce management/dialer operations to align staffing with client 


expectation 
• Oversee Outbound Telemarketing Registrations and certifications for Corporate Office 
• Manage and communicate root cause misses on key performance indicators with action 


plan analysis 
• Project management experience for licensing Life/Health agents multi-state NAIC 


 
Medibar Medical Industries (August 1990 – October 1995) 
Account Operations Executive 
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• Managed Telemetry Cardiac Monitoring and Non-invasive Vascular medical diagnostic 
center 


• Provider Relations and Contracting 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


   
South Hills Business School, State College, PA, 1979 
  AS Degree 
   


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
  Certified Non-Invasive Vascular Technician  
  September 1992 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1:   
Contact Name: Olga Golovin Sr. 
Title:   Sr. Director of Account Operations  
Organization:  The Results Companies 
Phone Number: (770) 337.4402 
Email:   olga.golovin@resultstel.com 
 
Reference # 2:  
Contact Name: April Breeden 
Title:   Account Operations Manager 
Organization:  The Results Companies 
Phone Number: (954) 559-1191 
Email:   april.breeden@resultstel.com 
 
Reference # 3:  
Contact Name: Christine Rose 
Title:   Account Operations Manager 
Organization:  The Results Companies 
Phone Number: (954) 270-7749 
Email:   christine.rose@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Nancy Herber 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Global Training Manager 


# of Years in Classification: 20+  # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
25 years health insurance experience for Medicare Gap, Medicare Advantage, Mid/Large Group 
insurance as a CSR, Supervisor, Claim processing, Trainer6 years Billing Supervisor 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Aetna Insurance (Mid/Large Group) (1999 – 2001) 
Prudential Insurance Company of America (AARP Medigap, Mid/Large Group) (1982 – 1999) 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
1977 – William Tennent Sr HS, 3.9 GPA 
1978 – 1982 - 24 credits college, Social Work and Business majors (Shippensburg State 
College & Bucks County Community College – Pennsylvania) Part time attendance 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1:   
Contact Name: Deb Vanderwerf 
Title:   Global Training Manager  
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Organization:  The Results Companies 
Phone Number: (954) 854-0294 
Email:   Deb.Vanderwerf@resultstel.com 
 
Reference # 2:   
Contact Name: Mandi Lipke 
Title:   Operations Manager 
Organization:  The Results Companies 
Phone Number: (903) 830-7295 
Email:   Mandi.Lipke@resultstel.com 
 
Reference # 3:   
Contact Name: Nikelle Knight 
Title:   Voice of the Customer Manager 
Organization:  The Results Companies 
Phone Number: (754) 581-4186 
Email:   Nikelle.Knight@resultstel.com 
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Company Name Submitting 
Proposal: The Results Companies 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Nikelle Knight 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: Voice of the Customer Manager 


# of Years in Classification: 2.5  # of Years with Firm: 9  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 
 
Expert in the needs and desires of both internal and external clients and customers, specializing 
in speech analytics technology and deep dive analysis used to bring innovative solutions to the 
table and partner with operations, training, recruiting and workforce teams to roll out initiatives 
that improve the all-around experience for our customers. Recent successes include deploying 
speech analytics solution which increased sales conversion by 23% and piloting customer 
experience soft skills training which improved outlier CSAT defect rate by 27%. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
 
The Results Companies, Ft Lauderdale FL 
 
Voice of the Customer Manager (2.5 y.) 


• Focus on Customer Experience Enhancement for Healthcare Vertical 
 
Global Training Manager (8 m.) 


• Client Training Immersion and Coordination of Launch Training for Cable Service 
Company 


 
Global Training Professional (3 y.) 


• Coordination of all Training, Curriculum Development and Customer Experience 
Initiatives for Life Insurance Partner  


• Various Site and Client Launch Initiatives for Sales and Service Clients 
• Learning Management System Development, Instructional Design Team Management 


 
Sales Associate, Supervisor, Trainer, Quality Lead (3 y.) 
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• Held various positions within Call Centers, including handling calls as a Sales Associate, 
Coaching and Managing Team Performance as a Floor Supervisor, facilitating Product 
and Soft Skill Curriculum as a Site Trainer and leading a Quality Assurance Team 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Doane College, Crete Nebraska, 2008 


• Bachelor of Science (BS) – Business Management, Psychology, Music  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Six Sigma White Belt Certification (March 2013) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
 
Reference # 1: 
Contact Name: Daniel Dougherty 
Title:   VP of Operations 
Organization:  The Results Companies 
Phone Number: (678) 439-6661 
Email:   Daniel.dougherty@resultstel.com 
 
Reference # 2:  
Contact Name: David Martinsen 
Title:   Director of Business Intelligence 
Organization:  The Results Companies 
Phone Number: (954) 926-4154 
Email:   David.martinsen@resultstel.com 
 
Reference # 3:  
Contact Name: Laura White 
Title:   Director of CX360 
Organization:  The Results Companies 
Phone Number: (678) 412-6516 
Email:   Laura.white@resultstel.com 
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July 31, 2016 


Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 
 
Dear Ms. Miller: 


It is our pleasure to write a letter of support for WellCare of Nevada in pursuit of RFP# 3260  for the 


purpose of soliciting responses from qualified vendors to provide risk-based capitated Managed Care 


Organization services designed in the support of Title XIX (Medicaid) and Title XXI State Child Health 


Insurance Program (Nevada Check Up) medical assistance programs.  


WellCare Health Plans, Inc. provides managed care services targeted to government-sponsored health 


care programs including Medicaid, Medicare, Prescription Drug Plans, and the Health Insurance 


Exchanges.  Headquartered in Tampa, Fla., WellCare offers a variety of health plans for families, 


children, and the aged, blind and disabled.  


After meeting with WellCare and learning more about how the organization supports its members, their 


families and the community-at-large, I would like to extend Clark County Safe Kids’s support for 


WellCare’s bid submission.  


Clark County Safe Kids fully supports WellCare’s efforts to be selected as a Medicaid Managed Care 


Organization under this initiative.  


Sincerely, 


Jeanne Marsala, RN, BSN 


Director, Safe Kids Clark County 


Sunrise Children’s Hospital, lead organization 


Attachment 4.1.9 Letters of Support


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


2







Attachment 4.1.9 Letters of Support


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


3







Attachment 4.1.9 Letters of Support


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


4







Attachment 4.1.9 Letters of Support


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


5







Attachment 4.1.9 Letters of Support


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


6







Board of Directors 
President 
Steve Kutz 
Washoe County Health 
Department 


Vice President 
Stacey Shinn 
Progressive Leadership Alliance 
of Nevada 


Secretary/Treasurer 
Jessica Mahon 
Girl Scouts of the Sierra 
Nevada 


Immediate Past President 
Kyle Edgerton 
Catholic Charities of Northern 
Nevada 


Directors 
Misty Vaughan Allen 
State of NV Health & Human 
Services  


Auburn Harrison 
One Nevada 


Christy McGill 
Healthy Communities 
Coalition 


Rachelle Pellissier 
Crisis Call Center 


Executive Director 
Erik Schoen 


PO Box 980 
Virginia City, NV  89440 
(775) 847-9311 
Fax: (775) 847-9335 
humanservices@sbcglobal.net 
www.humanservicesnetwork.org


 


July 22, 2016 


Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 


Dear Ms. Miller: 


While I don’t know enough about WellCare of Nevada to write in formal 
support their proposal for RFP #3260, I do feel compelled enough to write an 
enthusiastic letter after meeting with Ms. Shaune Lancit, WellCare’s Manager 
of Advocacy and Community Based Programs. 


On Thursday, July 21, Ms. Lancit and I met over coffee for two reasons: (1) 
so that she might better understand the social support system in the Truckee 
Meadows and throughout Nevada; and, (2) so that I might better understand 
WellCare’s philosophy of working with Health and Human Services Providers 
within communities to effect the best health outcomes for their most 
vulnerable subscribers. 


This was the first and only time that I know of a MCO – potential or 
established – that has reached out in such a deliberate way to identify and 
potentially engage key community partners. My conversation with Ms. Lancit 
left me feeling excited, and I found myself wishing that any MCO’s wanting 
to provide services in Nevada would take the same initiative.  


Thank you for your time, 


Erik Schoen 
Executive Director 
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N O R T H E R N  N E V A D A 


HOPES 
your partner in health. 


 
August 10, 2016 
 
Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 
 
Dear Ms. Miller: 


As you know, Northern Nevada HOPES is a nonprofit community health center in downtown Reno 
that offers integrated medical care and wellness services.  We provide a team-based approach to care 
that gives patients access to a range of comprehensive services in one convenient location.   
 
We have met with representatives of WellCare Health Plans, Inc. and are pleased about the 
opportunity to work with them as they respond to the proposed reprocurement for managed care 
services in Nevada.  During our multiple meetings we have learned about their extraordinary 
commitment to utilizing existing providers, especially organizations like ours. We strongly believe the 
true success of managed care comes with a partnership between the MCO and the safety net 
providers like ours.  This means clear communication between the organizations.  They are working 
hard to meet with the providers, advocacy and beneficiary communities to ensure they are 
maximizing the existing work done in Reno and are not duplicating efforts. 
 
I am especially pleased to learn of their work in addressing the social determinants of care through 
their Community Advocacy program.  Like Northern Nevada HOPES, they link members to social 
services within the community.  WellCare not only has an integrated physical and behavioral health 
program but is one of the few managed care organizations that also links social determinates of 
health as part of their care planning process. 
 
We are pleased to support the efforts of WellCare Health Plans to become an MCO provider for 
Nevada Medicaid beneficiaries.  A partnership between the state of Nevada, Northern Nevada HOPES 
and WellCare Health Plans, Inc. would benefit our Medicaid beneficiaries, ensure budget 
predictability but most importantly improve the quality of care for our citizens. 
 
I am delighted to speak to you about this in more detail. 
 
Sincerely, 


 
Sharon Chamberlain  
Chief Executive Officer 
 
 
 
 
 
 
 
 


(775) 786-4673 • 467 Ralston St, Reno, NV 89503 • nnhopes.org • 86-0865357 
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Pamme Lyons-Taylor 
VP, Advocacy and Community Based Programs 


 


 


8715 Henderson Rd.  |  building 4  |  Tampa, Florida  33634 
telephone: 1-813-206-3662  |  e-mail: Pamme.Taylor@wellcare.com 


July 27, 2016  


 


Mr. James Jobin, LCADC-P, LCPC-I 


President 


NAMI of Southern Nevada 


2251 North Rampart, Box 126 


Las Vegas, NV 89128 


 


Re: Partnership Outline  


 


Dear Jim:  


 


Thank you for the time you have spent with the WellCare over the past few weeks. We remain 


impressed with NAMI of Southern Nevada, and your expertise on behavioral health needs in the 


State. Particularly, we have discussed the need for additional behavioral health resources, the 


high rate of addiction and suicide rates in the state of Nevada, and the importance of 


collaboration between MCOs, providers and advocates in implementing an infrastructure of 


behavioral health treatment and interventions that are effective for the Medicaid population.  


 


As we’ve discussed, our goal is to partner with NAMI of Southern Nevada with the particular 


objective of using Primary Care Physician’s offices as a front door to addressing behavioral 


health needs in Clark County. WellCare would like to leverage NAMI of Southern Nevada’s 


subject matter expertise on building local capacity to address behavioral health needs. WellCare 


would like to partner using NAMI of Southern Nevada as a consultant, advisor and potential 


administrator on any initiatives related to addressing and expanding behavioral health treatment 


throughout the region. One potential avenue that has been discussed is a telemedicine pilot 


through primary care physician’s offices with behavioral health specialists. WellCare is also 


interested on working with a formal academic evaluation partner on any said initiatives, to 


quantify and measure impact and effectiveness of programs.   


 


Jim, our partnership offers a unique and exciting opportunity. We eagerly anticipate taking next 


steps that include preparing a formal contract and scope of work upon being awarded the 


business in Nevada. In the meantime, please do not hesitate to contact Shaune Lancit with any 


questions or requests for additional information. 
 
 
Sincerely, 


 
Pamme Lyons-Taylor 
VP, Advocacy and Community Based Programs 
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Pamme Lyons-Taylor 


VP, Advocacy and Community Based Programs 
 
 


 


8715 Henderson Rd.  |  building 4  |  Tampa, Florida  33634 
telephone: 1-813-206-3662  |  e-mail: Pamme.Taylor@wellcare.com 


July 21, 2016 


 


 


Ms. Kathleen Miller 


Executive Director 


Living Grace Home 


1806 Somersby Way 


Henderson, NV 89014 


 


Re: Partnership Outline 


 


Dear Kathleen: 


 


Thank you for the time you have spent with us over the past few weeks.  We remain impressed 


with your organization’s portfolio of innovative programs. And, we look forward to moving 


forward with accessing your homeless program for pregnant teens to make it available to our 


members. To clarify, your residential program includes: 


 


 Daily supportive services 


 Prenatal checks with Women’s Health Association of Southern Nevada 


 Delivery at St. Rose Siena Hospital 


 Behavioral Health Counseling from Lincoln Christion University 


 Diagnostic services from High Risk Pregnancy Services 


 


Kathleen, we understand that it will be essential for Women’s Health Association and St. Rose 


Hospital to be in our network in order for us to realistically manage this collaboration.  This 


partnership offers a unique and exciting opportunity.  And, we eagerly anticipate taking next 


steps that include preparing a formal contract and scope of work in the event we are awarded the 


business in Nevada.  In the meantime, please do not hesitate to contact Danny Maxson with any 


questions or requests for additional information. 


 


Sincerely,  


 
 
Pamme Lyons-Taylor 
VP, Advocacy and Community Based Programs 


Attachment 4.1.12.1B HealthConnections Letters of Intent


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


WellCare of Nevada, Inc. 
 


24







 
Pamme Lyons-Taylor 


VP, Advocacy and Community Based Programs 
 
 


 


8715 Henderson Rd.  |  building 4  |  Tampa, Florida  33634 
telephone: 1-813-206-3662  |  e-mail: Pamme.Taylor@wellcare.com 


July 21, 2016 


 


 


Ms. Merideth Spriggs 


Chief Kindness Officer 


Caridad  


2540 Maryland Parkway #197 


Las Vegas, NV 89109 


 


Re: Partnership Outline 


 


Dear Merideth: 


 


Thank you for the time you have spent with us over the past few weeks.  We remain impressed 


with your organization’s portfolio of innovative programs. Particularly, we discussed your 


homeless street outreach program that we would like the opportunity to tap into and make 


available to our members and clinical teams. This homeless program: 


 


 Street based outreach 


 SSI/SSDI Outreach, Access and Recovery (SOAR) training 


 Community Engagement and Education 


 


Merideth, our partnership offers a unique and exciting opportunity.  We eagerly anticipate taking 


next steps that include preparing a formal contract and scope of work upon being awarded the 


business in Nevada. In the meantime, please do not hesitate to contact Danny Maxson with any 


questions or requests for additional information. 


 


 


Sincerely,  


 
 
Pamme Lyons-Taylor 
VP, Advocacy and Community Based Programs 
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<Date> 
Member: <Member Full Name> 
Primary Care Provider: <PCP Full Name> 
Telephone: <PCP Number> 
 
 
 
<Head of Household Full Name>       
<Address Line 1>     
<Address Line 2>     
<City>, <State> <ZIP> 
 
 
Dear Parent/Guardian of <Minor Full Name>: 
 
<Minor First Name> is <Years Old> old and may be due for a well-
adolescent checkup. Your adolescent is encouraged to see their Primary 
Care Provider (PCP) within 90 days of joining the health plan. If your 
adolescent has not had shots or a recent checkup, call their PCP and make 
an appointment, at no cost to you.  
 


Age Well-Adolescent Checkup Schedule/Early and Periodic 
Screening, Diagnosis and Treatment (EPSDT) 


13 
Years 


Well-Adolescent Checkup*, Dental Visit once a year, Yearly Flu 
Shot, Urine Test as recommended. HPV series if not done 
previously.  


14 
Years 


Well-Adolescent Checkup*, Dental Visit once a year, Yearly Flu 
Shot,  


15 
Years 


Well-Adolescent Checkup*, Dental Visit once a year, Yearly Flu 
Shot 
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16 
Years 


Well-Adolescent Checkup*, Dental Visit once a year, Yearly Flu 
Shot, Booster Meningococcal (MCV4), Tdap as needed. Chlamydia 
screening if sexually active 


17 
Years 


Well-Adolescent Checkup*, Dental Visit once a year, Yearly Flu 
Shot. Chlamydia screening if sexually active 


18 
Years 


Well Checkup*, Dental Visit once a year, Yearly Flu Shot.  
Chlamydia screening if sexually active. 


 19 
Years 


Well Checkup*, Dental Visit once a year, Yearly Flu Shot. 
Chlamydia screening if sexually active  


20 
Years 


Well Checkup*, Dental Visit once a year, Yearly Flu Shot. 
Chlamydia screening if sexually active. 


 
At each well checkup*, your adolescent’s PCP may perform the following: 


• Physical exam: Unclothed and covered 
• Vital signs: Temperature, pulse, blood pressure, height, weight, 


body mass index (BMI) 
• Health history, developmental and behavioral health assessment 


and discuss: depression, peer pressure, bullying, and stress 
• Sexually transmitted infection (STI) testing and protection 
• Screenings/Tests: Vision, hearing, urine  
• Health Education and counseling: Injury/violence prevention, 


alcohol, tobacco, substance abuse, nutritional counseling, and 
physical activity 


• Blood work: Hemoglobin or hematocrit, tuberculosis (Tb) 
• Heart disease assessment or cholesterol screening  
• Catch-up on any shots that were previously missed 
• Referrals to specialists  


 
<For adolescents with Asthma: 
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If your adolescent has not seen their PCP within the last 3 months, call and 
make an appointment. Your adolescent’s PCP can work with you to help 
keep their asthma under control and on track with their asthma action plan.> 
 
<For adolescents with Diabetes: 
If your adolescent has diabetes and has not seen their PCP in the last 3 
months, call and make an appointment. This is very important. 
National guidelines say that people with diabetes should have the following: 


• Blood Sugar Average, called a hemoglobin A1c (HbA1c): should be 
checked at least twice a year (it should be less than 7%) 


• LDL-cholesterol: Checked at least once a year (it should be less than 
100mg/dL) 


• A urine test for protein and microalbumin once a year 
• Eye exam (dilated) by an eye doctor every year 
• Routine foot exams 
• PCP visits every 3 months> 


 
If the PCP on your ID card does not match the name on this letter, please 
call Customer Service at 1-877-389-9457y (TTY users, call 1-877-247-
6272y). We will update your PCP info and get you a new card. You can also 
call if you need help with making an appointment with your adolescent’s 
PCP< or arranging transportation to their visit>. (Benefits, limitations, co-
payments and restrictions may vary by plan and by county). Please call us 
for details. You can reach us weekdays, 7 a.m. – 7 p.m.  
 
WellCare of Kentucky also has a Nurse Advice Line that can answer your 
health care questions. When you are not sure what kind of care your 
adolescent needs, call 1-800-919-8807 (TTY 1-877-247-6272). There is no 
charge for this. You can call anytime day or night.  
 
 
Sincerely, 
 
WellCare of Kentucky 
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This document is available in alternate languages. Please call Customer 
Service at the number listed above for alternate languages available in your 
area.  
 
Este documento se encuentra disponible en idiomas alternativos. Para 
obtener información sobre los idiomas alternativos disponibles en su área, 
por favor llame a Servicio al Cliente al número indicado más arriba.     
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ID Task 
Mode


Task Name Duration


1 Nevada 2017 WellCare ePMO RFP State Medicaid Vendor Plan 297 days
2 Contract / Procurement 30 days
3  Intent to Award Decision 1 day
4  Contract Signed/Award 30 days
5  Project Initiation 30 days
6  Project initiation ‐ Funding 30 days
7  Project Kick Off 5 days
8  IT Leadership Kickoff 3 days
9 Create Baseline Vendor Plan 30 days
10  Identify ePMO Program and Project Managers 5 days
11  Complete Project Charter 5 days
12  Create ePMO RACI Chart (Responsible, Accountable, Consult, Inform) 5 days
13  Create ePMO RAID Log ( Risks, Actions, Issues, Decisions) 5 days
14  Configure SharePoint Site 5 days
15  Project Definition 180 days
16  Project Planning 76 days
17  Software Architect ROM Review 20 days
18 Create Gap Session Tool 30 days
19 Determine artifacts (deliverables) 10 days
20 Readiness Review Tool Requirements Identified(if available) 5 days
21  Schedule Weekly Work Stream Meetings 5 days
22  Establish Weekly Status Reporting from Work Stream Areas 1 day
23  Establish Weekly Status Reporting to PMO Management 1 day
24  Gap Identification Sessions 20 days
25  Requirements Gathering 180 days
26  Create Business Requirement Documents (BRDs ) 180 days
27  Member BRD 20 days
28  Network BRD 40 days
29  Clinical BRD 20 days
30  Benefits/Claims BRD 20 days
31  Pharmacy BRD 180 days
32  Regulatory Compliance BRD 45 days
33  Review all BRDs 60 days
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ID Task 
Mode


Task Name Duration


34  Project Requirements Documents (BRDs ) Ready for Solutioning 5 days
35  Solution for Non‐Standard Requirements 30 days
36  Create Functional Specification Documents (FSDs) 60 days
37  Requirements Prioritization 20 days
38  Review with Solutions Architecture 10 days
39  Technical Design Documentation (TDD) 1 day
40  Fee Schedule and Agreement Configuration FSD Authoring 1 day
41  FSD Reviews 10 days
42  BRD/SSD Approvals 10 days
43  Solution Estimate 1 day
44 Provider Operations 174 days
45 Encounters (Benefits Package) 160 days
46  Set‐Up Encounters Operations Team 21 days
47  Identify Resource Requirements 20 days
48  Identify Skillset Requirements 20 days
49  Establish Cross‐Functional Support Plan 20 days
50  Identify Staff ‐ Encounter Processing Specialist / Data Analyst 20 days
51  Identify Staff ‐ Business Technical Analyst 20 days
52  Establish Roles and Responsibilities (RACI) 10 days
53  Business Requirements Support 10 days
54  IT Functional Requirements Support 10 days
55  Submission process set up 10 days
56  Reconciliation process support 10 days
57  UAT 10 days
58  Issue Remediation 10 days
59  Reporting 10 days
60  Training 10 days
61  Documentation (Step Action, Policy and Procedures) 10 days
62  Post Go‐live Submissions and Remediation 10 days
63  Create Internal Communication Plan 21 days
64  Handoff and status updates process within Encounters 1 day
65  Set up Encounters Operations Support Team 21 days
66  Operational Readiness 100 days
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Task Name Duration


67  Create Nevada Policy and Procedure 60 days
68  UAT test plan 90 days
69  Training 88 days
70  Documentation 88 days
71  Webinar 88 days
72  FAQ Support 88 days
73  Contact support 88 days
74  Communication Plan (Cross‐Functional and External) 44 days
75  Identify Key Stakeholders Requiring formal and informal Communication 5 days
76  Develop Communication Strategy 10 days
77  Determine standardized Communication content, medium, frequency 5 days
78  Create and Implement a Communication Feedback Program 44 days
79  Reporting 88 days
80  Establish and Implement Quality Reporting Requirements, Expectations, and Timeliness 88 days
81  Establish and Implement Compliance Reporting Requirements, Expectations, and Timelines 88 days
82  Performance to SLA 60 days
83  Data Storage 21 days
84  Implement Process to secure encounter data submission 21 days
85  Claims and Edit Alignment: Inbound Claims and Encounter Data 100 days
86  Obtain State Edits for Inbound Claims 30 days
87  Cross‐reference WellCare standard edits to State edits for alignment determination 100 days
88  Obtain list of edits from DHS for alignment determination 100 days
89  Review Configuration Tools to ensure proper Edit Alignment 100 days
90  Create and publish 837 Companion Guide 100 days
91  Create Communication Content and Delivery Plan to Communicate Edits to Provider Community before 


Go‐Live
60 days


92 Encounter Data Testing with Vendors 120 days
93  Document and Communicate 837 File Format Submission Requirements 60 days
94  Create Onboarding Materials describing Program, Expectations, Timelines 120 days
95  Training 120 days
96  Create/Update Companion Guide 120 days
97  Create/Update Encounter Reference Guides 120 days
98  Create Training Materials 120 days
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99  Training Webinar 120 days
100  Establish Website for Training Materials 60 days
101  Develop and Implement Training Reporting 120 days
102  Data Testing 120 days
103  Determine Testing Requirements 30 days
104  Develop and Communicate Testing Tools, Requirements and Timelines to each vendor 120 days
105  Develop Test Case Plan specific to each Vendor 120 days
106  Incorporate Specific Compliance Scenarios within Vendor Test Plans 120 days
107  Encounter Data Submissions 160 days
108  Determine State Submission Requirements 160 days
109  Identify and Review related Companion Guides 160 days
110  Identify and Review related memos 160 days
111  State Submission Development 160 days
112  Participate in State hosted calls 160 days
113  Document, monitor, and/or implement change based file and claim level structure feedback 160 days
114  Encounter Data Testing 160 days
115  Determine Testing Requirements 30 days
116  Develop Test Case Plan and Scenarios 160 days
117  UAT 60 days
118  Submit Test Files 60 days
119  Identify and resolve Issues 160 days
120 Encounter Data Submission Certification 60 days
121 Encounter Data Submission Certification 60 days
122  Submission of First Production File 140 days
123  Move Submission from Test Environment to Production 60 days
124  Create First Submission 60 days
125  Submission of First Production File 20 days
126  Data Reconciliation Process 120 days
127  Review Encounter Data Response File Specifications 120 days
128  Validate against existing Automated Reconciliation Processes 120 days
129  Create Process to Load Response Files into WellCare Data Warehouse 120 days
130  Reconcile Responses with Encounter Data Submissions 30 days
131  Construct and Execute Remediation Plans 60 days
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132  Monitoring and Improving Encounter and Claims Submission 40 days
133  Work Plan Development 40 days
134  Create Workplan with Counts and Dollars of Unaccepted Encounters 40 days
135 Update workplan on a weekly basis as submission and reconciliation completes 40 days
136  Approval of Workplan 10 days
137  Encounter Operational Changes, Break/Fix, and Small Enhancements 40 days
138  Submit Requirements on Changes 5 days
139  Prioritization of Work based on volumes, risk, return on investment 10 days
140  Requirements Gathering, Developments, QA, UAT of changes 40 days
141  Weekly release of Operational Changes and Monthly Deployments 40 days
142  Claims and Encounter Editing 40 days
143  Determine need for new edit based on remediation work for new information from DHS 10 days
144  Bi‐Monthly review of edits and prioritization of work 40 days
145  Requirements Gathering, Developments, QA, UAT of changes 40 days
146  Weekly release of operational changes; Monthly deployments 30 days
147  Governance and Oversight 40 days
148  Monthly Operational Metrics Review 10 days
149  Monthly Executive Meetings with State Market Representatives 40 days
150  Monthly End‐to‐End Steering Committee (Claims to Encounters) Meeting 40 days
151  Quarterly Letter to State on Encounter Accomplishments, Issues and Next steps 40 days
152  Weekly Reporting and Monthly Meeting with Vendor Account Managers on Vendor Data Issues 40 days
153  Encounters (Pharmacy specific) 62 days
154  Encounter Processing Strategy 49 days
155  Define approach for Encounters Processing with CVS (including file movements, reconciliation and 


remediation)
49 days


156  Develop approach to handle multiple response files 49 days
157  Jointly define Roll‐out Approach for State Encounters Processing 49 days
158  State‐Specific Requirements Strategy 49 days
159  Determine File Generation and Test Strategy 10 days
160  Define the encounter submission and response files and the formats 49 days
161  Define Requirements and Frequency for State Submission and Response Files 49 days
162  Define Requirements to the State Companion Guide 49 days
163  Define WellCare Requirements for all States with CVS 49 days
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164  Encounter SLA Monitoring 49 days
165  WellCare monitoring for Encounter files and adherence to SLAs for CVS submissions, reconciliations, 


and remediation's
49 days


166  State Listing of SLAs (performance guarantees associated with SLAs) 49 days
167  Encounters Testing 62 days
168  Overall Testing Strategy and Plan 1 day
169  Specific Testing Scenarios and Validation for continuity in ability to submit Encounters (overall and by 


state)
62 days


170  Define Testing Ownership/Governance 62 days
171  Operational Readiness Milestones 26 days
172  Client Setup: State CAG, BPG, etc. set up and verified on CVS RxClaim 1 day
173  Client Setup: State Regulatory Reporting identified and complete 26 days
174  Network: State Required Network setup complete 26 days
175  Network: State TPV file, pharmacy rosters complete 26 days
176  Plan Design: State Plans/Benefits complete 26 days
177  Plan Design: State Formulary Design and Build complete 26 days
178  Clinical Programs: State Clinical Programs Setup complete 26 days
179  Vendor Transition: Alignment with State and Claims History Load Process and Schedule 26 days
180  Encounters: State Encounters Readiness Testing complete 26 days
181  Web: State Required Web updates complete 26 days
182  Eligibility: State eligibility file tested, loaded, and complete 26 days
183  Member/Provider Communications: State Medicaid ID Card Mailed 26 days
184  Member/Provider Communications: Required State Member Communications 26 days
185 Provider Operations 174 days
186 Test Environments 17 days
187 Confirm Test Environment and refresh 17 days
188 Perform Gap Analysis Review 5 days
189 Review Requirements & Identify new processes, policies and procedures 5 days
190 Readiness Review 60 days
191 Complete Readiness Review Tool 60 days
192 Upload all support documentation to Shared Drive 30 days
193 Ensure Policies and Procedures are approved by RA and ready for review 30 days
194 Capitation 60 days
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195 Submit capitation contracts to Capitation team (if applicable) 20 days
196 Configure and load custom capitation contracts 60 days
197 Benefit Configuration 65 days
198 Vendor Reason Code 65 days
199 Intake 5 days
200 Vendor configuration 60 days
201 Sequel Update 55 days
202 Intake 5 days
203 SQL Update into Production 55 days
204 ATU Updates 55 days
205 Intake 5 days
206 ATU Update for Benefits Configuration 55 days
207 Receive IT Crosswalk 1 day
208 Pre‐benchmark SOT w/QA 1 day
209 Create Benefit Shells ‐ Pre‐benchmark 15 days
210 Receive Final SOT ‐ Post benchmark 1 day
211 Create Plan Codes 15 days
212 Create BMLS ‐ Post benchmark 60 days
213 Final submission date for Product updates 20 days
214 Receive FINAL BML Edits from Product 11 days
215 Upload BMLs 7 days
216 Finalize Benefit Shells 91 days
217 MEDEFs 91 days
218 B RULES 91 days
219 BENEFIT PACKAGES 91 days
220 MEDOR 91 days
221 Production 11 days
222 Move all corresponding configuration in test to production 11 days
223 Set up claims hold 11 days
224 Create Timely Filing rules 11 days
225 Create/Update Authorization screens 91 days
226 MATCH RULES 91 days
227 A RULES 91 days
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228 Create A‐waive (if applicable) 11 days
229 Update Jay Shi’s scripts 11 days
230 Fee Schedules 150 days
231 New fee schedule 65 days
232 Create Fee Schedule 65 days
233 Load Fee Schedule 40 days
234 Interest 50 days
235 First Pass 40 days
236 Adjusted 50 days
237 Custom Fee Schedules (If applicable) 150 days
238 Configuration 174 days
239 Contracts Reviewed with Legal‐ Initial 24 days
240 Master file updates (DRG) 130 days
241 Inpatient Pricer 130 days
242 Train Staff 60 days
243 Configure LOBs in OmniFlow 5 days
244 Configure pricing packages in test (XCFG) 60 days
245 Create/Update Price Rule 60 days
246 Build Standard Templates 60 days
247 Configure providers in test 60 days
248 Load providers in production via OmniFlow ‐ Ongoing 174 days
249 Load pricing packages in production‐ Ongoing 110 days
250 Build Interpretation Sheets ‐ Professional & Institutional 25 days
251 Update Omniflow Report with LOB 5 days
252 Create Non‐par Grid Audit and Approval 35 days
253 Provider Audits (Peer Review) 174 days
254 Validation Reports (Daily) Set up 45 days
255 Script Updates (Jay) 45 days
256 Post Go Live validation 65 days
257 Transition to production configuration teams 65 days
258 Claims 78 days
259 CCC Report Modifications 66 days
260 Pre Go Live CCC Report Modifications 30 days
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261 Tableau & Provider Dashboard Reporting Update 66 days
262 Regulatory Reporting ‐ Intake process 5 days
263 Regulatory Reporting 78 days
264 Re‐Run for Retro Eligibility Reporting 24 days
265 Re‐Run for Retro COB Scripts/EDI Reporting 24 days
266 Create/Update Claims correspondence 60 days
267 Send to Channel Communication (Intake) 1 day
268 Receive Correspondence from Channel Communication for Approval 30 days
269 Receive Final RA Approved Correspondence 60 days
270 Establish check run & A/P cycle 30 days
271 Claims scripting review (Jay Shi's scripts) 10 days
272 Update/Create SATs 15 days
273 Train staff on New Business Processes 44 days
274 Transition of Care Process 44 days
275 Pro‐forma (Staffing) 72 days
276 Initial Staffing Review & Submission 5 days
277 Establish capacity model 72 days
278 Complete requisition forms 30 days
279 Notify vendor of new business & staffing needs 2 days
280 Review vendor staffing model for new business 1 day
281 Notify Vendor of contract approval 60 days
282 Confirm staffing completed‐Vendor 60 days
283 EDI Configuration 65 days
284 Send correspondence to Channel Communication (Intake) 8 days
285 Receive Correspondence from Channel Communication for Approval 34 days
286 Receive Final RA Approved Correspondence 60 days
287 EDI‐Ops (X‐Engine) 13 days
288 CIS 56 days
289 Legacy 13 days
290 Updated LOB demo table 23 days
291 Reports/Tracking setup (for Post Go‐Live) 65 days
292 Compliance 85 days
293 NoA letter 30 days
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294 Review and Update P & Ps 85 days
295 Initial Submission of Functional P & P's 17 days
296 Identify & Submit Special Occurrence P & P 85 days
297 Review Pre RA submission 7 days
298 SOPI 90 days
299 End‐to End Claims Testing 45 days
300 Post Go Live validation 90 days
301 Non‐Par 30 days
302 Update Non‐par Grid 26 days
303 Update Pricing Templates 30 days
304  Clinical Services 204 days
305 Care Management/Disease Management 165 days
306 Training 155 days
307 Review/Update Training Plan Overview 45 days
308 Open Business Training Ticket for new market training 5 days
309 CM/DM New Hire Agenda for Field/Telephonic 30 days
310 Review and Update Training Curriculum and Modules 30 days
311 Get training approval for Tele and Field 20 days
312 Annual Training Calendar 60 days
313 Member and Provider Manual 50 days
314 Participate in Kick ‐off SME edits/review process 10 days
315 CM Facilitator reviews, edits and contribute to Provider Manual 30 days
316 Submits to BO changes and updates to Member & Provider Manual 10 days
317 Participant/Provider Material and Correspondence 46 days
318 Submit material once approved by Director 1 day
319 Corporate 45 days
320 Market 45 days
321 HRA 45 days
322 Policy and Procedures 52 days
323 Identify PnPs for the NV Readiness Review Manual 10 days
324 Review and Update PnPs based on State Requirements 20 days
325 Create New PnPs based on State Requirements 20 days
326 Submit PnPs for approval 1 day
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327 Submit approved PnPs for upload to C360 1 day
328 Ensure all PnPs approved by RA/DPA/State 20 days
329 Website 41 days
330 Check State documents requirement for Website 31 days
331 Submit tickets for documents to be uploaded into the Portal 10 days
332 Care Coordination 165 days
333 Training 165 days
334 Review/Update Training Plan Overview 90 days
335 Open Business Training Ticket for new market training 5 days
336 CC New Hire Agenda for Field/Telephonic 10 days
337 Review and Update Training Curriculum and Modules 60 days
338 Get training approval for Tele and Field 20 days
339 Annual Training Calendar 60 days
340 Develop/create Talking Points for Care Coordinators/Scripts 30 days
341 Define Care Coordinator Call Type 30 days
342 Care coordination program including monitoring for program effectiveness 71 days
343 Monitoring of Care Coordination for program effectiveness 128 days
344 Care Coordination program effectiveness 128 days
345 Telecom 150 days
346 Request ACD Log‐Ons 3 days
347 Request UCCE accounts for Supervisor/Manager 3 days
348 Request new Skill groups 3 days
349 Set up Phone queue 110 days
350 Request CTIOS be installed on computer 3 days
351 Phone Systems Requirements 150 days
352 Request a CM/DM toll Free Number 3 days
353 Obtain Standard IVR script and flow for Review 40 days
354 Create IVR script/flows 90 days
355 Obtain approval for new IVR script/flow 20 days
356 Create Outlook Mailbox for Voicemail 20 days
357 Member Queues 30 days
358 EMMA Conf 86 days
359 Open ticket to have Fax number routed to EMMA 3 days
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360 Ensure new roles have appropriate access (SailPoint) 20 days
361 Review and determine needed changes 86 days
362 Programs 74 days
363 Referral Tab 86 days
364 Contact Management 86 days
365 Determine if any new screenings, assessments tools need to be added 42 days
366 Ensure new hires have appropriate access 20 days
367 Member Queues 152 days
368 CM 152 days
369 DM 152 days
370 IT/Reporting 154 days
371 Identify Technology Requirements/ Needs based on State Requirements 60 days
372 Collaborate with IT on BRD/FSD/TSD Development Requirements 109 days
373 Attend weekly IT Implementation meetings 154 days
374 Test Reporting requirements until validated 90 days
375 Obtain and Review existing Reports 90 days
376 Add new LOB to all appropriate existing Operational Reports (Daily, Weekly, Monthly, Quarterly, and 


Annual Reports)
130 days


377 Identify any new Operational Reporting needs 20 days
378 Define reporting elements and frequency of reporting needs 130 days
379 Meet with Health Analytics to discuss all reporting needs 30 days
380 Develop requirement specs for any new operational reporting needs 60 days
381 Development of reporting dashboard 130 days
382 Test Reports until validated 30 days
383 Regulatory Reporting 130 days
384 Identify all State Regulatory Reporting needs 20 days
385 Define reporting elements, format, and frequency of reporting needs 130 days
386 Meet with IT to discuss the State Regulatory reporting needs 130 days
387 Develop requirement specs for any new reporting needs 130 days
388 Test Reports until validated 30 days
389 Quality Audit Tool 60 days
390 Obtain current CM/DM Audit Tool 10 days
391 Develop/Modify current audit tool for new LOB/per contract requirements 60 days
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392 Submit audit tool to management for approval 20 days
393 Phone Systems Requirements 128 days
394 Request a CM/DM toll Free Number 128 days
395 Create Outlook Mailbox for Voicemail 20 days
396 Update Member material with the toll free number 128 days
397 CM ‐ Telephone number 20 days
398 DM Telephone number 20 days
399 CS Telephone Number 20 days
400  CM Transitional Processes 165 days
401  HRA/Welcome Call 165 days
402  Review State Contract Specifics for HRA/Welcome Call 165 days
403  Include HRA Data and Reporting in BRD 5 days
404  Review Current Scripts for Changes 10 days
405  Collaborate with Welcome call/HRA Process Owner and provide State Requirements 30 days
406  Health Risk Screening Tool to be utilized 90 days
407  Review /Update Welcome Call Script based on State Requirements 30 days
408  Time Frame to complete Initial Health Risk Screening per State Requirement 90 days
409  Paper HRA 60 days
410  Check Requirements for Paper HRA 20 days
411  Select Paper HRA 20 days
412  Collaborate with Member Services to Include Paper HRA in Enrollment Packet 20 days
413  Member Handbook 60 days
414  HRA included in Member Handbook 60 days
415  Online HRA (Health Risk Assessment) 120 days
416  Risk Stratification Level Program 60 days
417  Comprehensive Health Risk Assessment Document and Procedures 30 days
418  Determine Case Manager Case Load 10 days
419  Develop Transition of Care (TOC) Requirements and Plan 60 days
420  Case Manager Changes to State Requirements 120 days
421  Identify PASRR Process Requirements 30 days
422  CM/DM/MEU Phone Numbers for Letters and QRG 30 days
423  Nurse Call Line 30 days
424  Review 24‐hour State Process Requirements 30 days
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425  Assessment and Reassessment 90 days
426  Contract Specifics for Assessment 30 days
427  Determine New Assessment(s) 30 days
428  Determine Re‐Assessments Time frame 30 days
429  Determine Re‐Assessments Requirements and Procedures 60 days
430  Reassessments Tools and Documents 30 days
431  Care Plan 50 days
432  Contract Specific Requirements for Care Plan 50 days
433  Service Plan 80 days
434  Contract Specific Requirements for Service Plan 30 days
435  Determine where Service Plan will be housed 20 days
436  ICT/IDT 20 days
437  Online HRA Requirements 30 days
438  EMMA (BH CM & UM) 45 days
439  Review and determine if any changes are needed 45 days
440  CM Program Type/Sub Program 45 days
441  CM Queue(s) 45 days
442  UM Queue(s) 45 days
443  Coordinator Queue 45 days
444  Fax #/Fax Queue 45 days
445  Census Team 45 days
446  PA Queue 45 days
447  Case Note type (RBH) 45 days
448  New Screening / Assessment Tools Needed 43 days
449  Inform BH Business Analyst of EMMA Changes 5 days
450 Utilization Management (UM) 204 days
451 Training 108 days
452 Review/Update Training Plan Overview 108 days
453 Open Business Training Ticket for new market training 3 days
454 CM/DM New Hire Agenda for Field/Telephonic 5 days
455 Review and Update Training Curriculum and Modules 108 days
456 Get training approval for Tele and Field 20 days
457 Annual Training Calendar 20 days
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458 Member and Provider Manual 43 days
459 Participate in Kick ‐off SME edits/review process 20 days
460 CM Facilitator reviews, edits and contribute to Provider Manual 20 days
461 Submits to BO changes and updates to Member & Provider Manual 3 days
462 Participant/Provider Material and Correspondence 10 days
463 Submit material once approved by Director 5 days
464 Corporate 10 days
465 Market 10 days
466  UM Transitional processes 204 days
467  Finalize Rules and Guidelines 22 days
468  UM Description 1 day
469  UM Workplan 1 day
470  UM Program Evaluation 1 day
471  Practice Guidelines and CCGs 1 day
472  Plan Codes 176 days
473  Authorization Look Up Tool 5 days
474  Review UM Transition of Care (TOC)and Continuity of Care (COC) per State requirement 22 days
475  Review and Update QRGs 89 days
476  Quality & Analytics 204 days
477 Policy and Procedures 66 days
478 Identify PnPs for the NV Readiness Review Manual 10 days
479 Review and Update PnPs based on State Requirements 20 days
480 Create New PnPs based on State Requirements 20 days
481 Submit PnPs for approval 3 days
482 Submit approved PnPs for upload to C360 3 days
483 Ensure all PnPs approved by RA/DPA/State 10 days
484 Authorization Requests (Fax Number) 154 days
485 Request fax number for authorization requests 154 days
486 Link the Fax to an Authorization queue within EMMA 60 days
487 Update Provider Forms to include fax number (i.e. Authorization Request Form) 1 day
488 PA Queue 154 days
489 Census Team 154 days
490 Load approved denial templates 30 days
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491 Load approved fax back templates 30 days
492 Auth Look up Tool 5 days
493 EMMA 87 days
494 Open ticket to have Fax number routed to EMMA 1 day
495 Ensure new roles have appropriate access 87 days
496 IT/Reporting 131 days
497 Identify Technology Requirements/ Needs based on State Requirements 30 days
498 Collaborate with IT on BRD/FSD/TSD Development Requirements 130 days
499 Attend weekly IT Implementation meetings 130 days
500 Test Reporting requirements until validated 60 days
501 Obtain and Review existing Reports 30 days
502 Add new LOB to all appropriate existing Operational Reports (Daily, Weekly, Monthly, Quarterly, and 


Annual Reports)
130 days


503 Identify any new Operational Reporting needs 30 days
504 Define reporting elements and frequency of reporting needs 60 days
505 Meet with Health Analytics to discuss all reporting needs 130 days
506 Develop requirement specs for any new operational reporting needs 130 days
507 Development of reporting dashboard 130 days
508 Test Reports until validated 60 days
509 Regulatory Reporting 131 days
510 Identify all State Regulatory Reporting needs 30 days
511 Define reporting elements, format, and frequency of reporting needs 131 days
512 Meet with IT to discuss the State Regulatory reporting needs 131 days
513 Develop requirement specs for any new reporting needs 131 days
514 Test Reports until validated 60 days
515 Quality Audit Tool 108 days
516 Obtain current UM Audit Tool 30 days
517 Develop/Modify current audit tool for new LOB/per contract requirements 108 days
518 Submit audit tool to management for approval 108 days
519 Phone Systems Requirements 109 days
520 Request a UM Provider toll Free Number 5 days
521 Update Member material with the toll free number 109 days
522 Vendor Interference 28 days
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523 Evicore 28 days
524 Letters 28 days
525 Fax Template 28 days
526 Benefits 131 days
527 Ensure BML complete by benefits team 131 days
528 Ensure QRG is complete 131 days
529 Vendor Interface 154 days
530 Transportation 154 days
531 Optum/Alere Maternity Program 120 days
532 Correspondence 120 days
533 Determine Care Coordination base on requirements 32 days
534 Determine Incentives for letter 32 days
535 Review update and get approval for Materials 120 days
536 Member Materials 119 days
537 Optum Generic Bookmark 119 days
538 Text Baby 119 days
539 Optum YJTP Book 119 days
540 OBCM Letter WellCare NV Alere Patient Mid‐ Pregnancy Assessment Results Letter 119 days
541 WellCare NV Unable to Reach Member Letter 119 days
542 WellCare NV Alere Maternity Program Welcome Letter 119 days
543 OBRA ‐ WellCare NV OBRA Alere Maternity Program Thank you Letter 119 days
544 WellCare NV Alere Maternity Program Welcome Letter 119 days
545 WellCare NV OBRA Mid Pregnancy Assessment Results Letter 119 days
546 WellCare NV OBRA ‐ Alere Journey Through Pregnancy Welcome Letter 119 days
547 Provider Materials 120 days
548 WellCare NV OBRA  120 days
549 WellCare NV OBRA 120 days
550 WellCare NV Gen.docx 120 days
551 Portal Materials 112 days
552 Website Update 112 days
553 Define care management roles 112 days
554 Follow‐up Delegated Oversight Application 112 days
555 General Requirements ‐ CM/DM/UM/CC 176 days
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556 Step Actions and Workflow 109 days
557 Determine Workflows that need to be created 60 days
558 Create and Update Workflows as needed 109 days
559 Submit Workflows for approval 10 days
560 Determine Step Actions that need to be created 20 days
561 Create Step Actions based on business requirements 60 days
562 Submit Step Actions for Approvals 10 days
563 Welcome Call/HRA 120 days
564 Identify vendor 60 days
565 Collaborate with Ops on CSO requirements 90 days
566 Establish process based on State Requirements 30 days
567 Collaborate with other departments based on State Requirements 176 days
568 BH 176 days
569 QI 176 days
570 Ops 176 days
571  Behavioral Health (BH) 180 days
572  Project Initiation 13 days
573  Identify Specific Team Participation 13 days
574  Review Relevant Material pertaining to State RFI/RFP/Contract for BH Specifics 13 days
575  Create Project Plan for Implementation 13 days
576  Review Project Plan with BH team 4 days
577  Schedule Weekly Work Stream Meetings with BH team 4 days
578  Readiness/Desk Review 90 days
579  Review Readiness Review Tool for BH requirements 90 days
580  Review State's Feedback on Readiness Review 5 days
581  Remediate Readiness Review BH gaps 5 days
582  Obtain RA Approval on Submissions 20 days
583  Review State's Feedback on Desk Review 5 days
584  Remediate Desk Review BH gaps 5 days
585  Obtain RA Approval on Submissions 20 days
586  BH Staffing and Leadership 107 days
587  Develop Staffing Plan 31 days
588  Confirm Staffing Plan with HR/Finance 21 days
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589  Determine Staffing Plan Hiring Timeline 21 days
590  Obtain Finance Approval for Positions 21 days
591  Develop New Job Descriptions 30 days
592  Create Job Requisitions 85 days
593  Receive Cognos numbers for new positions 5 days
594  Collaborate with HR on Open Requisitions 85 days
595  Recruit Staff for Approved Positions 85 days
596  Hire Approved Staff 107 days
597  Identify Resources who will submit New Hire Tickets 10 days
598  Identify Office Space for New Positions 40 days
599  Create/Update BH Org Chart 105 days
600  BH ‐ Provider Network 150 days
601  Develop BH Network Plan 65 days
602  Build a BH Provider Network 150 days
603  Create a BH Network Target Mailing List 20 days
604 Contracting Essential Community Providers 150 days
605  Contracting Psychiatric Inpatient Hospital 110 days
606  Contracting Individual Entities 110 days
607  Contract State Hospitals 110 days
608  Contracting PRFT 110 days
609  Contract Community Mental Health Centers 110 days
610  Provider Contracts Received & Signed 30 days
611  Network Adequacy Reporting GeoAccess 110 days
612  GeoAccess Standards for Distinct Provider Types 110 days
613  Confirm Reporting Requirements for GeoAccess 20 days
614  Create Provider Crosswalk 110 days
615  Set‐up GeoNetworks Templates 110 days
616  Receive Provider Data File 5 days
617  Add to GeoAccess Production Calendar 10 days
618  Add to Monthly Medicaid Monitoring 110 days
619  Reports 110 days
620  Develop Master BH Network Provider Spreadsheet 110 days
621  Develop BH Network Provider Outreach Log 110 days
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622  Create BH Provider Contact Information Reference sheet 110 days
623  Create Weekly BH Network Dashboard by Specialty 110 days
624  Provider Tools for Web and Provider Distribution 39 days
625  Develop BH Fee Schedule 39 days
626  Obtain PCP Toolkit for Portals 5 days
627  Obtain BH Toolkit for Portals 5 days
628  Obtain the Level of Care Criteria 5 days
629  Obtain BH UM & CM forms 5 days
630  Obtain approval of BH Fee Schedule 10 days
631  Obtain leadership Approval on Tools and Communication to Team 10 days
632  Contracting Gaps 110 days
633  Add Contract Amendments for Addition of BH Related Services 110 days
634  Collaborate with Network Integrity on Provider Services Gap Analysis 60 days
635  Network Credentialing 110 days
636  BH PLFs 110 days
637  Process BH PLFs 110 days
638  Confirm how to Identify BH PLFs 10 days
639  Establish SLAs with Markets for Incomplete Items Returned 20 days
640  Omniflow reporting 110 days
641  Confirm Reporting Requirements for Omniflow 20 days
642  Ensure Users can Run Reports 110 days
643  Submit Reports Daily 110 days
644  BH ‐ Vendor Contracts 154 days
645  Health Integrated 24/7 crisis ‐ Develop workflows for State 154 days
646  BH Case Management Program 43 days
647  Identify Specific Contract Requirements for BH Case Management Model 30 days
648  Review/Update Case Management Program Description with BH Specifics 34 days
649  Identify BH Roles & Responsibilities for Case Management 25 days
650  Collaborate with Leadership/Market on BH Case Management Model 43 days
651  BH Utilization Management 64 days
652  Review UM Program Description to ensure All Requirements are listed 34 days
653  Authorizations 64 days
654  Develop Authorization Rules and Guidelines for Review 64 days
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655  Finalize Authorization Rules and Guidelines 10 days
656  Determine which Clinical Criteria to use for each LOC/Population 20 days
657  Communicate Authorization Rules to Configuration 5 days
658  Obtain leadership Approval on Final Configuration of Authorization Rules 10 days
659  Authorization Tools 30 days
660  Review Denial Letters and Templates for Changes 30 days
661  Review Process for Denials and Appeals Changes 30 days
662  Review Fax Template for Requirements 30 days
663  BH UM Tools 64 days
664  Review QRG for Updates 64 days
665  Develop BH Prior Authorization Grid 64 days
666  Develop Authorization Request Forms 64 days
667  IP, Subacute, and CSU services Form 64 days
668  Detox & SA Rehab Form 64 days
669  PHP & IOP Form 64 days
670  Residential Treatment Form 64 days
671  Psychological/Neurological Form 64 days
672 ABA Service Request form 64 days
673  Behavioral Health State Services Form (For any unique forms, if needed) 64 days
674  Submit Authorization Request Forms for Approval 20 days
675  Develop/Update Master Authorization Lookup Tool 64 days
676  Create ticket for On‐line Authorization Lookup Tool 5 days
677  Create/Update Job Aids/Resource Guides as needed 64 days
678  Obtain Leadership approval on tools and communication to team 20 days
679  Communicate Authorization/Claims Rules to Configuration 10 days
680  BH Policy and Procedures (BH CM & UM) 20 days
681  Identify and Update existing P & Ps with State‐specific Requirements 20 days
682  Identify and create new P & Ps as needed 20 days
683  Submit P & Ps to Leadership for approval 10 days
684  Update and or Upload P & Ps in C360 5 days
685  Obtain RA Approval on P & Ps 10 days
686  BH Workflows and Step Actions (BH CM & UM) 45 days
687  Determine Workflow(s) to be created 10 days
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688  Create/Update Workflows 45 days
689  Submit Workflow(s) to applicable Leadership for Approval 31 days
690  Determine Steps and Actions 31 days
691  Submit Workflow Next Steps and Action for Approval 31 days
692  BH Training (BH Provider Network, CM & UM) 166 days
693  BH Provider Network Training 30 days
694  Create BH Network Training Deck for Network Development 14 days
695  Conduct BH Network training for Network Development Temps 30 days
696  Create Provider Training Deck for Market Providers 25 days
697  Web Training 22 days
698  Medical Necessity Criteria 22 days
699  Schedule Provider Training 5 days
700  Conduct Provider Training for Market Providers 25 days
701  Schedule Provider Network Development Overview with BH UM & BH CM 22 days
702  BH CM, UM, Intake, A & G Training 166 days
703  BH Training Plan & Roadmap 19 days
704  Identify any WellCare Vendors needing Training 40 days
705  Create / Update Provider Network Section of BH Training Deck 45 days
706 Create NV BH Overview Training Deck 45 days
707  Obtain feedback and approval from BH Leadership on NV BH Overview Training Deck 11 days
708  Submit BH Training deck for Upload in WCU 11 days
709  Facilitate HS BH UM New Hire Process Training 40 days
710  Facilitate HS BH CM New Hire Process Training 40 days
711  Facilitate HS BH New Hire LOCUS and CALOCUS Training 40 days
712  Facilitate HS BH New Hire ASAM Training 40 days
713  Facilitate HS BH New Hire ECSII Training 40 days
714  Facilitate HS BH New Hire InterQual Training 40 days
715  Facilitate HS BH New Hire CCGs Training 40 days
716  Facilitate BH State Specific Training (new hire and existing staff) 40 days
717  BH ‐ General Tasks 22 days
718  Common Mail in Outlook 20 days
719  New Crisis Line # 1 day
720  Provide new Crisis Line # to HI and obtain a DID # 12 days
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721  Conduct Test of Crisis Line 22 days
722  BH/Medical Case Management 43 days
723  Collaborate with CM on Contract Requirements 11 days
724  Care Plan/Service Plan requirement 43 days
725  CM Policies & Procedures 11 days
726  HRA ‐ confirm usage 43 days
727  BH/Channel Communication Services (CCS includes: Grievance, Communications, Enrollment, 


Member/Provider Customer Service, Pharmacy, and Authorization Intake teams)
45 days


728  Coordinate BH Customer Service Support Tasks (Review and Update any Customer Service job aides, 
training and job aides as needed)


10 days


729  Identify Cross Departmental Dependencies 10 days
730  Work‐arounds for Provider Network Issues (work w/PR) 45 days
731  Customer Service Agent Training 45 days
732  Determine how prospective provider calls will be handled (Contract related questions from providers) 45 days


733  BH ‐ Member & Provider Manual 23 days
734  Participate in Kick‐off SME edit/review process 23 days
735  BH SMEs reviews, edits and contribute to Provider Manual BH specific information 22 days
736  BH ‐ WellCare' s Portal Publishing/Loading 45 days
737  BH Documents to be Uploaded into the Portal 5 days
738  Coordinate with Provider Portal Team on BH Provider Loading 45 days
739  Coordinate with Member Portal Team on BH Member Forms / Documents 45 days
740  Update Provider Toolkit 45 days
741  Add Network Providers to Provider Directory 45 days
742  Conduct Pilot Test on Portals 30 days
743  BH/Configuration/Claims 60 days
744  Collaborate with Configuration on System Configuration and Claims Requirement 60 days
745  BH ‐ Pharmacy 180 days
746  Collaborate with Pharmacy Contract Requirements 45 days
747  Ensure UM Tools and Scripts are updated to include New Pharmacy BH Benefits 45 days
748  Update Authorization Tools with New BH requirements 90 days
749  BH/Quality Improvement 45 days
750  Collaborate with QI team for BH questions 45 days
751  Collaborate with QI team on Review of UM and CM QI Policies for BH Integration 45 days
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752  Collaborate with QI team on Review QI Program Description for Behavioral Health 45 days
753  BH IT/Reporting 64 days
754  Review Contract for BH Reporting Requirements 10 days
755  Obtain Reporting Manual from State 64 days
756  Collaborate with IT on BRD/FSD Development 63 days
757  Meet with IT to discuss State Reporting Requirements 63 days
758  Meet with Health Analytics to discuss State Reporting Requirements 5 days
759  Inform BH Business Analyst of LOB, Plan Codes, Reporting Manual and New BH Programs 5 days
760  Add new LOB to all appropriate existing Operational Reports (Daily, Weekly, Monthly, Quarterly, and 


Annual Reports)
5 days


761  Identify New Operational Reporting needs 5 days
762  Define Reporting Elements and Frequency of Reporting 5 days
763  BH team member Access to BH Reporting Portal 5 days
764  BH State Specific Programs/Requirements 88 days
765  Identify Member Population 17 days
766  Coordinate Continuity and Coordination of Care for Members 88 days
767 SED/SMI 88 days
768  MHPAEA Compliance 88 days
769  Post Deployment 20 days
770  Schedule Daily Go‐live meetings with BH Operation staff 20 days
771  Collaborate with BH team on Requirements 1 day
772  Appeals 196 days
773  Create Policies and Procedures 90 days
774 Create Policies and Procedures 30 days
775 Policies and Procedure Approved By RA 60 days
776 Policies and Procedures Approved by State 60 days
777  Create Letters/Update Job‐Aids and Training Documents 196 days
778 Create Letters 196 days
779 Letters Reviewed and Approved by RA 60 days
780 Letters Reviewed and Approved by state 60 days
781  Create/Update Training SAT and Job‐Aids 90 days
782  Staff 196 days
783 Approval to Recruit 90 days
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784 Recruit 196 days
785 Conduct Interviews 90 days
786 Hire Approved Staff 30 days
787 Reporting 196 days
788  Develop Grievance and Appeals Reporting 196 days
789 Program Integrity 165 days
790 FWA Policy and Procedure 97 days
791  Upload P & P outlining compliance with federal/state laws to C360 45 days
792  Review/Approve Policies in C360 45 days
793  Edit any policies per RA review 7 days
794 FWA Reports 78 days
795  Review NV RFP/state site for FWA Report Templates 21 days
796  Work with Compliance Analytics to map C360 and create report templates. 42 days
797  Submit required NV FWA Report requirements per due dates for State Deliverables 15 days
798  Program Integrity/FWA Onsite Readiness Review 120 days
799  Evaluate Readiness Review Tool 15 days
800  Prepare responses based on Readiness Review Tool 15 days
801  Identify participants to present at Readiness Review 30 days
802  Attend On‐Site Readiness Review 60 days
803 Program Integrity/FWA Personnel 165 days
804  Work with recruiter to post SIU Investigator position 15 days
805  Review and screen candidates 30 days
806  Conduct interviews of qualified applicants 30 days
807  Extend offer to top candidate 30 days
808  New hire training 60 days
809  Pharmacy 187 days
810  Audit/State Requests 120 days
811  Reporting 120 days
812  Assess Impact to existing State Regulatory Reporting 30 days
813 Develop reports 90 days
814  Pharmacy Web interfaces 180 days
815  PDL/RDL File 180 days
816  PDL/RDL posted to Web 180 days
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817  DER Forms 180 days
818  State posted to Web 180 days
819  Appeals Forms 180 days
820  State posted to Web 180 days
821  Network 187 days
822  Medicaid HIX TPV File 51 days
823  State TPV File Naming Convention 10 days
824  State Medicaid Test TPV File 16 days
825  First State Production TPV File 25 days
826  State‐Specific Requirements Strategy 61 days
827  State Roster Supplied 1 day
828  Frequency of State Roster 39 days
829  Finalize Network Strategy 1 day
830  ID Card Approval by Networks for Compliance with Industry Standards and Correct Routing 39 days
831  Define Regulatory Reporting Needs 20 days
832  GEO Access 187 days
833  Pre‐Go live‐ CVS will run Geo Access for all LOBs to ensure that the network meets access requirements


(based on CMS files) 
62 days


834  Post‐Go live‐ WellCare will run Geo Access 1 day
835  Client Setup 97 days
836  Finalize CAG for State Medicaid 39 days
837  CAG Approval for State Medicaid 39 days
838  Finalize BPG for State Medicaid 39 days
839  BPG Approval for State Medicaid 39 days
840  Finalize ELIG, PCOBC, Provider file names for State Medicaid 39 days
841  File names received from CVS for State Medicaid 39 days
842  Regulatory Reporting Requirements for Nevada 97 days
843  Gather State‐specific Regulatory Reporting Requirements 60 days
844  Develop Test Reports for Compliance 30 days
845  Finalize Reports 7 days
846  Data Warehouse 176 days
847  Requirements for State 176 days
848  Capture Requirements 44 days
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849  Conduct Gap Analysis and Reconciliation Activities 44 days
850  Develop Finalized Layouts 44 days
851  Obtain sign‐off 44 days
852  Vendor Transition 49 days
853  State Claims History Load and Migration Analysis 39 days
854  Obtain State Claims Volume by Month 20 days
855  CVS Production Load Approach based volume of claims within each file 39 days
856  Approach to Manage CVS load (Claims History Load) 39 days
857  State Claims History Load and Migration Execution 49 days
858  Claims History Test File 49 days
859  Align to Claims History File Delivery Dates 31 days
860  Prior Authorization Vendor Transition Files 39 days
861  Approach to Manage CVS Load Fallout (Prior Authorization) 39 days
862  Prior Authorization Test File 39 days
863  Align to State Production Dates 39 days
864  Eligibility 61 days
865  Eligibility File Layouts (no changes to actual layouts ‐ Specific Data Population) 61 days
866  Complete Requirements for Eligibility Files to PBM 61 days
867  PCOBC File Layouts (no changes to actual layouts ‐ Specific Data Population) 61 days
868  Complete Requirements for COB Files 61 days
869  Requirements for WellCare to send additional required fields on the standard file layout by line of 


business
61 days


870  Eligibility File and PCOBC Loads/Exchanges 61 days
871  Capture Requirements for Creation of Test Eligibility File and Testing with PBM 60 days
872  Capture Requirements for the Frequency of Eligibility File Delivery 60 days
873  Approach for Member Cutover Processes 61 days
874  Ensure Term By Absence Requirements are Accounted 30 days
875  Approach to send CVS Eligibility / Enrollment in advance to support historical load activities 61 days
876  Approach to send CVS Eligibility / Enrollment in advance to support State load activities 61 days
877  WellCare required roll‐over activities 61 days
878  Develop Procedures around Emergency Eligibility and Plan adds 61 days
879  Eligibility Configuration Requirements 56 days
880  Person Code Mapping 56 days
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881  Approve Person Code Mapping with CVS 56 days
882  Alternate IDs 56 days
883  Other Misc. Data Fields 56 days
884  Approve Misc. Data Field Usage with CVS 56 days
885  Grace Period Requirements and set‐up 56 days
886  Provide Grace Period Requirements to CVS 56 days
887  Determine Logic for Twins 56 days
888  Provide Twins Logic to CVS 56 days
889  Determine Logic for Newborns 56 days
890  Provide Newborn Logic to CVS 56 days
891  Determine Matching Logic 56 days
892  Provide Matching Logic to CVS 56 days
893  Term by Absence set‐up 56 days
894  Determine Approach for New Member Adds 56 days
895  Determine Eligibility File Loading Error Threshold for Full File 56 days
896  CAG Update Adjustments 24 days
897  Establish Eligibility Workflow Management Processes when CAG is updated 24 days
898  Eligibility Testing 60 days
899  Confirm Testing Methodology for State Eligibility File Testing 60 days
900  Create Test Files 60 days
901  Plan Design 140 days
902  Develop Medicaid Plans 51 days
903  WellCare and CVS to jointly sign‐off on CRDs 39 days
904  WellCare to monitor CVS progress on Code Development 51 days
905  State Formulary Approach and Development 140 days
906  Finalize Formulary Approach 39 days
907  Obtain Benefit Design 1 day
908  Obtain PDL/RDL 140 days
909  Plan Overrides 31 days
910  Execution of State Override Codes within WellCare/CVS systems 31 days
911  Clinical Edits Considerations 67 days
912  Determine Governing Strategies for Clinical Solutions/Plan Designs 67 days
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913  Define Approach/Requirements for Clinical Edits that are employed at the POS (including reporting 
requirements)


67 days


914  Define Approach/Requirements for WellCare to add Edits at the POS (including reporting requirements)67 days


915  Quantity Limits 67 days
916  Evaluate Quantity Limit Edits on the Formulary 67 days
917  Solution to Incorporate Quantity Limit Edits from Formulary into CVS plan design 67 days
918  DUR Edits 67 days
919  Evaluate concurrent DUR Edits 67 days
920  Determine concurrent DUR Edits to include on plans based on CVS best practices 67 days
921  Communications 283 days
922  Staffing & Call Center Build 121 days
923  Determine Call Center Location 7 days
924 Forecast # CSR's ‐ go live 20 days
925  Notify Command Center of SLA's 1 day
926  Notify Translation Vendors of New LOB or Expansion 1 day
927  Hours of Operation‐ All functions 1 day
928  Pre Go‐live Call Center Operation Plan 60 days
929 Travelling Schedule for Tampa staff 10 days
930 SBD Vendors Set Up (Call Center) 30 days
931  TELECOM 67 days
932  New Voicemail Boxes 23 days
933  New Toll‐free number 12 days
934  New Fax number for Member Customer Service 23 days
935  TTY Phone Number 12 days
936  Messaging & Scripts ‐ IVR automation 67 days
937 Crisis Line (phone number creation) 23 days
938  Update of EVT Out dial Service Table for Ancillary Vendors 45 days
939  LOB Added to After Hour System 45 days
940  Develop Call Tree ‐ including Nurse Line Prompt 67 days
941  Load Plan Codes into IVR (I3) 45 days
942  Customer Service Training 124 days
943  Training INTAKE Ticket 7 days
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944  Kick Off Meeting with Training Development 1 day
945  Assign Content Designer 10 days
946  Determine Resources/Trainers 10 days
947  Training Trainer Dates 20 days
948  Vendor Classroom Availability 20 days
949  Schedule Training Dates 20 days
950  Need to ensure agents get trained on: 3.5.5 The vendor must notify a recipient that any change in status 


including family size and residence, must be immediately reported by the recipient to their DWSS eligibility
worker


44 days


951  Member Oversight 46 days
952  Staffing‐ W2 WellCare Employees 46 days
953 Determine if BH CS should be carved out from Level 1 agents (separate team) 3 days
954  Update PnPs 23 days
955  Route through C360 Process for Final Approval 45 days
956  WCL‐ Update/Create Call Tools 45 days
957  WCL‐ BML Lookup Tool 45 days
958 Identify & Create New Xcelys reason and Action Codes (if applicable) 22 days
959  Develop Curriculum 22 days
960  Training Content Review Sessions 22 days
961  Training Material Business Approval 22 days
962  Determine need for MET Team 45 days
963  Provider Oversight 75 days
964  Staffing‐ W2 WellCare Employees 45 days
965  Provider Communication Strategy 45 days
966  Authorizations ‐ Creation on New FAX number 45 days
967  Authorizations‐ Intake CareConnects Flow 45 days
968  Update PnPs 30 days
969  Route through C360 Process for Final Approval 30 days
970  WCL‐ Update/Create Call Tools 45 days
971  Identify and Create New Xcelys Reason and Action Codes 45 days
972  Update of QRG's 45 days
973  Develop Curriculum 45 days
974  Training Content Review 15 days
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975  Training Material Business Approval 15 days
976  Web Oversight 177 days
977  Mobile App 154 days
978  Secure Email 177 days
979  Text & Chat 177 days
980  Update Web Tools 111 days
981  Member Website 67 days
982  Provider Website 67 days
983  IT Related Deliverables for UAT 33 days
984  Final QA including Unsecure Web Pages 13 days
985 Publish 5 days
986  Perform QA post go live 15 days
987  Update PnPs 23 days
988  Route through C360 Process for Final Approval 45 days
989  FAP/Pharmacy Tool Updates 177 days
990 FWA hotline number on Website front page 30 days
991 Add verbiage in regards to Concierge Services 45 days
992 Ensure FWA hotline number is listed on the main page of the portal 30 days
993  Member and Provider Communications 152 days
994  Determine RA Contact 8 days
995  RA SharePoint Site Creation 34 days
996  Develop Logos, Branding, and Letter Templates 34 days
997  Web/Mobile App Document Compatibility 1 day
998  Update PnPs 22 days
999  Route through C360 Process for Final Approval 45 days
1000  Provider Communications 221 days
1001  Provider Manual 221 days
1002  Develop Material  90 days
1003  Internal Review (includes Readiness Review) 45 days
1004  State Agency Review 30 days
1005  Translations 15 days
1006  Vendor Programming 15 days
1007  IT Development (UAT) 15 days
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1008  Print & Fulfillment  21 days
1009  Post the final, approved provider manual to the website 5 days
1010  Member Communications 143 days
1011  ID Card & Letters 142 days
1012  Develop Material 45 days
1013  Internal Review 30 days
1014  State Agency Review 30 days
1015  IT Development (UAT) 15 days
1016  Vendor Programming 15 days
1017  Print & Fulfillment 7 days
1018  Provider/Pharmacy Directory 142 days
1019  Develop Material 45 days
1020  Internal Review 30 days
1021  State Agency Review 30 days
1022  Translations 15 days
1023  IT Development (UAT) 15 days
1024  Vendor Programming 15 days
1025  Print & Fulfillment 7 days
1026  Handbook 142 days
1027  Develop Material 45 days
1028  Internal Review 30 days
1029  State Agency Review 30 days
1030  Translations 15 days
1031  IT Development (UAT) 15 days
1032  Vendor Programming 15 days
1033  Print & Fulfillment (English and Spanish Handbooks) 7 days
1034  Add verbiage in regards to concierge Services 15 days
1035  HOH Kit ‐ Additional Material (HRA, OTC, Brochures) 143 days
1036  Develop Material 45 days
1037  Internal Review 30 days
1038  State Agency Review 30 days
1039  Translations 15 days
1040 Keyline/Provide art to print vendor for programming (English) 1 day
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1041 Keyline/Provide art to print vendor for programming (Spanish) 1 day
1042  IT Development (UAT) 15 days
1043  Vendor Programming 15 days
1044 Print & Fulfillment (English Materials) 7 days
1045 Print & Fulfillment (Spanish Materials) 7 days
1046  Member Adhoc Materials 139 days
1047  Identify Adhoc Materials 18 days
1048  Develop Adhoc Materials 41 days
1049  Internal Review 14 days
1050  State Agency Review 32 days
1051  Translations 34 days
1052  Member Newsletter 22 days
1053  Newsletter requirements 22 days
1054 Common Member & Provider Comm Req 90 days
1055 Determine RA Contact 14 days
1056 RA SharePoint Site Creation 3 days
1057 Branding / Logo Information 5 days
1058 Material Requirements (Languages, Reading Level, Ect) 30 days
1059 Ensure alternative formats are available 3 days
1060 Prioritize Materials 3 days
1061 Web/Mobile App Document Compatibility 90 days
1062 Update of P & P's 10 days
1063 Route through C360 Process for Final Approval 10 days
1064 SBD Vendors Set Up (Print Vendor) 45 days
1065  Pharmacy Call Center 180 days
1066  Telecom ‐ Phone Numbers 180 days
1067  Call Center Location 34 days
1068  Hours of Operation 180 days
1069  CC Flow updates for Rx 44 days
1070  Update PNPS 30 days
1071  Route through C360 Process for Final Approval 45 days
1072 Pharmacy 30 days
1073 Telecom ‐ phone number to transfer 14 days
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1074 Call Center Location 14 days
1075 Hours of Operation 3 days
1076 CC Flow updates for Rx 30 days
1077 Update of P & P's 30 days
1078 Route through C360 Process for Final Approval 30 days
1079  Outbound Strategies 43 days
1080  Meeting with Outbound Teams to Determine New Campaigns 26 days
1081  Intake Ticket for New Outbound Campaigns 6 days
1082  Determine Vendor 40 days
1083  Determine Cost 22 days
1084  Identify Corporate VS Market Responsibilities 22 days
1085 Complete CRD Template (Campaign Requirements) 22 days
1086 Lead List Sourcing (member list) 43 days
1087 Identifying Additional Campaigns 22 days
1088 Welcome Call / TNA script (Medicare) 22 days
1089 Welcome Call / HRA script (Medicaid) 22 days
1090  RA Script Approval 20 days
1091  Care Connects Customer Service 57 days
1092  CareConnects Requirements 45 days
1093  CareConnects Intake Ticket Creation 12 days
1094  Creation of LOB in System 34 days
1095  Complete changes to CareConnects ‐ Readiness Review 45 days
1096  Complete changes to CareConnects ‐ Go‐Live 22 days
1097  UAT Testing 22 days
1098  Regression Testing 23 days
1099  Wellcare Toolbox/ Web Services 6 days
1100  Forms/Documents for Mailing Loaded in System 6 days
1101  Ensure Care Gaps are addressed in CareConnects 45 days
1102  Reporting 44 days
1103  Update Daily and Monthly ACD Summary Reports 44 days
1104  Command Center Call Center Report Metrics 44 days
1105  Dashboard Created 44 days
1106  New Reporting Template 44 days
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1107  CSAT process/ QA Live monitoring 22 days
1108  CSAT/I3 Updates 22 days
1109  Grievance 57 days
1110  Create/Update Training and SAT/Job Aids 23 days
1111  Develop Grievance Regulatory Reporting 23 days
1112  Update Grievance Log with New LOB 23 days
1113  Member and Provider Grievance Letters 23 days
1114  Receive State Approval for Grievance Correspondence 22 days
1115  Update PnPs 12 days
1116  Route through C360 Process for Final Approval 45 days
1117  Loyalty & Retention 23 days
1118  Newsletter Requirements 23 days
1119  Member/Provider Communications 43 days
1120  WellCare to Review CVSH Letters and Communications 42 days
1121  Negative Formulary Change 29 days
1122  Excluded Provider 42 days
1123  Medicaid Excluded Provider 1 day
1124  WellCare Letter Template Approval 1 day
1125  WellCare to Provide State Approval of Letters 22 days
1126  State Specific 22 days
1127  WellCare to Provide Foreign Language Translations (as Required) 22 days
1128  State Specific 22 days
1129  WellCare to Approve Sample and Live Proofs from CVS Print Vendor 23 days
1130  WellCare to Approve State Sample Proofs from CVS Print Vendor Prior to Mailing 23 days
1131  WellCare to Approve State Live Proofs from CVS Print Vendor Prior to Mailing 23 days
1132  Medicaid Termed Pharmacy 43 days
1133  WellCare to Approve Letter Template 1 day
1134  Transition Fill ‐ 90 days 43 days
1135  Medicaid Transition Fill 1 day
1136  WellCare to Approve Letter Template 1 day
1137  ID Cards Mass Mailing 42 days
1138  Live Phase ‐ State Medicaid 42 days
1139  Network 216 days
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1140  Network Development 195 days
1141  Develop Cover Letter for Provider Contract Mailing 3 days
1142  Submit Contract Packet to State for Approval 15 days
1143 Get Provider Communications Approval of Cover Letter and Contract Packet 10 days
1144  Assemble Contract Packet for Provider Contract Mailing 5 days
1145  Prepare Provider Contract Mailing List 21 days
1146  Execute Provider Contract Mailing 2 days
1147  Load all Providers from mailing list into Salesforce Database for tracking 2 days
1148  Meet with Key Providers for Contract Discussions 180 days
1149  Begin Outbound Provider Recruitment Calls in follow‐up to mailing 195 days
1150  Receive, research, and resend returned mail from contract mailing 75 days
1151  Receive Provider Contracts from Providers 195 days
1152  Create Provider Load Forms to begin Credentialing & Configuration Process 195 days
1153  Network Integrity 212 days
1154  Geo Access Reporting (based upon network build) 153 days
1155  Online Directory Tested and Verified 1 day
1156  Printed Directory Creation 55 days
1157  Printed Directory Final Creation 5 days
1158  Test TPV Files from Vendors 5 days
1159  Network Adequacy 30 days
1160  Update Validation Reports 1 day
1161  Post Go‐Live Claims Monitoring 30 days
1162  Vendor Management 120 days
1163  Benefits and Plan Codes Received from Product 1 day
1164  Vendors Confirmed 30 days
1165  Vendor Contracts sent to Vendors 60 days
1166  Vendor Contracts signed by Vendors 45 days
1167  Set up vendors for RFP & RFP Response Requirements 120 days
1168  Vendors Complete Network Build 90 days
1169  Credentialing 153 days
1170  Identify State specific Credentialing Requirements 1 day
1171  Update P & Ps 1 day
1172  Exclusion checks 1 day
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1173  Hire Temporary Surge Staff 41 days
1174  Train Temporary Staff 30 days
1175  Process New Provider Credentialing Received from Market 153 days
1176  Submit credentialed, approved providers to be loaded 1 day
1177  Enrollment, Product, Billing 181 days
1178  EDI (834) 30 days
1179  Setup SFTP Site with State 30 days
1180  Enrollment 111 days
1181  IT Support 48 days
1182  BRD ‐ Daily and Weekly 834 Inbound File 27 days
1183  FSD ‐ Daily and Weekly 834 Inbound File 21 days
1184  Group ID's and Plan Codes Crosswalk 23 days
1185  Term Reason Crosswalk 23 days
1186  QA Validation 23 days
1187  Enrollment Testing 27 days
1188  834 Inbound File Processing (EES) 27 days
1189  PCP Selection 27 days
1190  ID Card and HOH Extract 27 days
1191  Proofing ID Card 27 days
1192  Reports 69 days
1193  Create/Review Internal Ops Reports 69 days
1194  Membership Recon Report 69 days
1195  Regulatory Reporting (IT Reporting Team) 1 day
1196  Correspondences 40 days
1197  Review and Create 40 days
1198  BRD 1 day
1199  FSD 1 day
1200  Outbound 834 Files to Delegated Vendors 27 days
1201  SATS 111 days
1202  SATs & Curriculum Development 111 days
1203  Xcelys Queues 46 days
1204  CMR 46 days
1205  BMC/FMT 46 days
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1206  Training 21 days
1207  P & Ps 18 days
1208  Review and Create 18 days
1209  Production 45 days
1210  Obtain State Portal Access 45 days
1211  Load and Validate Production Membership in UAT environment (standard processing with new files) 30 days
1212  Load and Validate Production Membership in Production Environment 30 days
1213  Validate ID Card and HOH Extract in Production Environment 30 days
1214  Product 181 days
1215  Benefit SOT Development 181 days
1216  Review Contract/Provider Manuals 57 days
1217  Finalize Expanded Benefits/Special Programs 51 days
1218  Create Medicaid SOT 61 days
1219  Submit SOT for Review and Approval 3 days
1220  Distribute To Key Business Areas (Benefit Config, Enrollment, Pharmacy etc.) 1 day
1221  Review Draft BML 3 days
1222  BML Approval 5 days
1223  Plan Code/ ID Card ‐ Table Update 41 days
1224  Plan Code/Group ID/Benefit Package Creation 30 days
1225  SME Review and Approval 4 days
1226  Distribute To Key Business Areas (Benefit Config, Enrollment, Pharmacy etc.) 1 day
1227  Create CTS Reference Table Updates 5 days
1228  Submit Table Updates to IT 1 day
1229  Third‐ Party Liability Processing 119 days
1230  Ensure P & P Compliance 119 days
1231  Set up weekly TPL data reporting to DHCFP 75 days
1232 2017 NV Expanded Benefits 90 days
1233  Confirm/Update Benefit Change 50 days
1234  Update benefit grids 20 days
1235  Review BML for updates 15 days
1236  Identify confirm authorization rules (if applicable) 15 days
1237  Product Communication 40 days
1238  Benefit Change Memo 5 days


Page 38


Attachment 4.1.12.1.F Implementation Plan


State of Nevada Purchasing Division 
Managed Care Organization  
RFP 3260


67







ID Task 
Mode


Task Name Duration


1239  Create content to inform appropriate departments of benefit changes 3 days
1240  Submit to Product Team Leads for review/approval 1 day
1241  Send via email (Medicaid Materials Team, Customer Service, Configuration) 1 day
1242  FAQs 30 days
1243  Create FAQs 20 days
1244  Submit to Product Team Leads for review/approval 8 days
1245  Send via email (Member‐Provider Communications, Customer Service, Configuration) 1 day
1246  Upload Final to SharePoint 1 day
1247  Processes 30 days
1248  Create Processes for all Expanded Benefits 15 days
1249  Submit to Product Team Leads for review/approval 13 days
1250  Send via email (Member Provider Communications, Customer Services, Configuration) 1 day
1251  Upload Final to SharePoint 1 day
1252  Policies and Procedures 40 days
1253  Review and/or create policies 14 days
1254  Make required updates 14 days
1255  Upload to 360 for regulatory review/approval 1 day
1256  Send through 360 for Corporate Compliance Review 10 days
1257  Distribute to Impacted Departments once approved in 360. 1 day
1258  Website (Member Portal) 42 days
1259  Open Intake Ticket via Digital Communications 11 days
1260  Copy 11 days
1261  Digital Communication create content 5 days
1262  Internal Review of revised content 2 days
1263  Provide revisions to Digital Communication 2 days
1264  Copy approval 2 days
1265  State Agency Review 42 days
1266  Digital Communication submit to RA 1 day
1267  RA submits for approval 5 days
1268  State Agency Review 30 days
1269  State Agency approval received 1 day
1270  Website go live 5 days
1271  Billing 100 days
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1279  Human Resources & Training 192 days
1280  Staffing/Talent Acquisition 118 days
1281  Secure Cognos Numbers from Finance 21 days
1282 Finalize Staffing Plan and submit to Talent Acquisition (start dates, hiring managers,locations,salaries,etc.) 30 days


1283  Create Recruiting Strategy/Plan 14 days
1284  Create listing of " Key Staff " and Priority Positions 14 days
1285  Finalize Staffing Reporting Approach 30 days
1286  Execute Recruiting Plan and Report Weekly 90 days
1287  Onboarding, New Hire Orientation for State‐based employees 60 days
1288 Create new associate orientation and onboarding plan 60 days
1289  Human Resources Other 30 days
1290  Update Wellcare‐based State Organization Charts 30 days
1291 Determine HRBP Coverage plan 30 days
1292 General Training Plan 120 days
1293  Identify Training Needs for Business Areas and Roles 60 days
1294  Market Leadership to discuss Status of Market Training Needs 30 days
1295 Create State specific training modules 120 days
1296 Product Training ‐ Product Owns 75 days
1297  Product Team to work with eL & D Team to develop Cultural Sensitivity Deck 75 days
1298 Product Training ‐ Product works with eL & D Team to develop 75 days
1299 CSO Training ‐ eL & D Owns 93 days
1300  Deliver Utilization Management Training 93 days
1301  Deliver Care Management Training ‐ Assessment processes, person population training relevant to the 


enrolled populations
93 days


1302  Deliver Critical Incident Training 93 days
1303  Deliver Abuse and Neglect Training 93 days
1304  Deliver Cultural competency training 93 days
1305  Deliver Clinical Protocol Training for all Clinical Staff 93 days
1306  Credentialing Training 93 days
1307 eL & D Team Owns 93 days
1308  Advance Directives Training 62 days
1309  IS Contingency and Continuity Training 93 days
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1310 Provider Training ‐ eL & D Team and Market Owns 192 days
1311  Market Compares Provider Orientation to RFP to identify gaps 30 days
1312  Provider Orientation from Market Leadership Prior to State Approval 45 days
1313 Create Provider Orientation Training (Including BH Provider Orientation) 45 days
1314  Create PDF of Provider Orientation for submission to State 1 day
1315  Submit Provider Training Materials to State for Approval 1 day
1316  Receive State Edits for Provider Training Materials 1 day
1317  Revise Provider Materials to meet State Requirements 5 days
1318  Obtain State Approval 1 day
1319  Submit to Digital Communications for upload to Secure Provider Portal 1 day
1320  Finalize Training for Distribution 62 days
1321  Publish Provider Orientation in Articulate for Publication to Secure Provider Portal 1 day
1322  Deliver Training to PR Associates and Providers 93 days
1323 Network Management/Contract Ops ‐ eL & D Owns 93 days
1324 Deliver POC Training 93 days
1325 Create and deliver NetDev Training 93 days
1326 Operation Training / eL & D Team 184 days
1327  Create Operations Training (CS, Pharmacy, Enrollment, etc.) 93 days
1328  Training on identifying and handling quality of care concerns 184 days
1329  Cultural sensitivity training 93 days
1330  Deliver Training to Associates 120 days
1331 Compliance Related Training ‐ Compliance Owns 93 days
1332  Deliver Fraud and Abuse and the False Claims Act 93 days
1333  Deliver HIPAA training 93 days
1334  Project Close 5 days
1335  Stack Synch 1 day
1336  Closure Notification 1 day
1337  Develop Support Procedure Documents 1 day
1338  Support Procedure Documents Review/Signoff 1 day
1339  Develop Lessons Learned 5 days
1340  Lessons Learned Review/Signoff 5 days
1341  Regulatory Compliance 200 days
1342  Regulatory Compliance 89 days
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1343  Submission of Vendor Agreement to State RA 89 days
1344  Submission of Provider template Agreement(s) to State RA 89 days
1345  Submission of Provider flow‐downs to State RA 89 days
1346  Submission of Vendor flow‐downs to State RA 89 days
1347  Submission of unilateral and bilateral amendments templates to market 89 days
1348  Corporate Compliance 200 days
1349 Facilitated sessions for the identified core functional areas in each market, identifying compliance risks and


risk levels
60 days


1350 Market review ‐ refers to market management review and concurrence of risk ratings 15 days
1351 Develop work plan to address specific risk areas 30 days
1352 Monitor metrics for key risk areas 200 days
1353  Regulatory Affairs 89 days
1354  Regulatory Reporting: Report Build 89 days
1355  Review Member and Provider Materials 16 days
1356  IT Report Generation 45 days
1357  Policies and Procedures 151 days
1358  Business Identification of P & P 30 days
1359  Business Owners Edit P & Ps 35 days
1360  Upload to 360 for Regulatory Review and Approval 35 days
1361  RA Review and Approval 50 days
1362  Submit to State 1 day
1363  Delegation Oversight 100 days
1364  Review Subcontractor Requirements 5 days
1365  Update Delegation Oversight Tools with State Requirements 9 days
1366  Coordinate with Contracting team on Pre‐Delegation Audits 100 days
1367  Perform Pre‐Delegation Audits 80 days
1368  Quality & Analytics 116 days
1369  Quality Management and Improvement Program Documents 60 days
1370  IQAP Program Documents ‐ QIPD, Work Plan and Appendices 60 days
1371  EPSDT Program Description 60 days
1372  Provider Manual ‐ Quality Sections 29 days
1373  Review Provider Manual to ensure Quality information matches State Contract language 29 days
1374  Finalize Provider Manual ‐ Quality Sections 15 days
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1375  Edits as requested by Channel Communications 15 days
1376  Member Handbook ‐ Quality 29 days
1377  Review Handbook to ensure Quality Information matches State Contract 29 days
1378  Finalize Member Handbook 15 days
1379  Edits as requested by Channel Communications 15 days
1380  Medical Records Review Standards 15 days
1381  Add State to the Policy 15 days
1382  Review Contract for Requirements 15 days
1383  Performance Improvement Projects 35 days
1384  Identify Performance Improvement Projects and Implementation Dates 14 days
1385  Identify Performance Improvement Projects Potential Topics 35 days
1386  Identify Performance Improvement Projects Tentative Implementation 10 days
1387  HEDIS/CAHPS Reporting 20 days
1388  Add State to Existing Process based on Requirements 20 days
1389  Review Final Executed Contract for Requirements 9 days
1390  State Managed Care Reports 40 days
1391  Review Final Executed Contract for Requirements 19 days
1392  Implement Required State Managed Care Reports 40 days
1393  IT ‐ Quality Requirements 49 days
1394  Business Requirement Documents (BRD) 49 days
1395  Functional System Design (FSD) 45 days
1396  Quality Management and Improvement Plan ‐ Desk Readiness Review 86 days
1397  QAPI Program Documents ‐ QIPD, Work Plan and Appendices 86 days
1398  EPSDT Program Description 23 days
1399  Policies and Procedures ‐ Desk Readiness Review 116 days
1400  Upload P & P's to C360 10 days
1401  Review/Approve Policies in C360 50 days
1402  Edit Policies per RA review 35 days
1403  QI Program Documents ‐ Final Versions ‐ Desk Readiness ‐ Approved 21 days
1404  Edit Program Documents after Desk Audit 21 days
1405  Quality Management and Improvement Plan ‐ Onsite Readiness Review 32 days
1406  Evaluate Readiness Review Tool 6 days
1407  Responses based on Readiness Review Tool 15 days
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1408  Identify Participation at Readiness Review 11 days
1409  Correspondence ‐ Member and Provider ‐ Desk Readiness Review 60 days
1410  Create Member Materials 60 days
1411  Create Provider Materials 60 days
1412  Upload Materials to Channel Communications 1 day
1413  Edits from Channel Communications 20 days
1414  Submit for Readiness 5 days
1415 Facility 235 days
1416 Facility (Functional Readiness) 235 days
1417  Identify Cities 20 days
1418  Real Estate Request form complete 5 days
1419 Lease Administration integration (Existing Portfolio Review) 30 days
1420 Prepares and submits RER and Space Program 10 days
1421 RER and Space Program submitted for WC approval 5 days
1422 conducts market research, engages market experts 20 days
1423 Prepare verified Market Survey of qualified properties 5 days
1424 WC have a call to shortlist properties for tour 1 day
1425 WC attend property tour(s) 10 days
1426 Shortlist 2‐4 sites confirmed 1 day
1427 Real Estate request form  20 days
1428  Identify Office Space 60 days
1429 Market Research 60 days
1430 Issues RFPs for shortlisted sites 3 days
1431 Reviews and underwrites all Landlord responses 10 days
1432 Prepares building comparison financial analysis 10 days
1433 Submits Tenant Counterproposals with WC approval 20 days
1434 Prepares Proposal Comparison Analysis 10 days
1435 Architect completes Test Fit for allowance transactions or Schematic Design package if turnkey 


transaction
10 days


1436 Non‐binding Letter of Intent (LOI) finalized with WC approval 20 days
1437  Lease Office Space 45 days
1438  Start Bidding 32 days
1439 Lease Negotiation 30 days
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1440 Submit LOI and Draft Lease to GR for review 1 day
1441 legal submits Insurance language to WellCare for review 1 day
1442 WC and Legal review and redline lease document 20 days
1443 Lease negotiation call scheduled with Landlord, WC and Legal 1 day
1444 Lease finalized 10 days
1445 WC requests W‐9, SRF and COI from Landlord 5 days
1446 Permit Process 20 days
1447 Lease Execution and Lease Administration 30 days
1448 Legal submits execution copy of lease to WC 1 day
1449 WC enters into Emportis and obtains CFO or VP FP & A signature 20 days
1450 WC submits partially‐executed document to legal 1 day
1451 legal sends partially‐executed document to Landlord for execution 20 days
1452 Legal receives fully‐executed document from Landlord and distributes to WC 1 day
1453 WC submits fully‐executed Lease document to Lease Administration for abstraction and upload 1 day
1454 WC prepares Transaction Summary Report within ten business days of receipt of fully executed 


document from Legal
30 days


1455 Evaluate Staffing to Space Requirements 23 days
1456 Construction and Commencement 120 days
1457 WC Project Management 120 days
1458 Vendor coordination 30 days
1459 Permitting 30 days
1460 Construction 90 days
1461 IT coordination 30 days
1462 Move‐in/punch list 10 days
1463 Coordinates surrender of existing premises 60 days
1464 Requests Lease Commencement Certificate 30 days
1465 lease administration close out 20 days
1466  Complete Construction 110 days
1467  Purchase and Installation of Furniture 110 days
1468  Install telephones, network, printers, technology 110 days
1469  Begin Occupancy 88 days
1470  Finance 180 days
1471  Treasury 167 days
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1472  Cash tie‐out 167 days
1473  Treasury set up New Bank Account 167 days
1474  Test Daily 820 Report 30 days
1475  Set up bank account information to State / CMS for premium delivery/transfer 167 days
1476  Sign‐off Cash tie‐out 20 days
1477 GL tie‐out 167 days
1478  Set up bank account and entity in Oracle GL ‐ coordinate with Accounting 167 days
1479  Set up Secure32 in Oracle, set up bank account in Oracle ‐ coordinate with Accounting 167 days
1480  Set up bank account at PaySpan, initiate implementation with bank & Payspan 167 days
1481  Establish connectivity, test checks, bank services (i.e. positive pay, BAI & others) 60 days
1482 Insurance 107 days
1483  Work Comp, Auto, Property, GL, Umbrella, CRIME, E & O, Cyber 107 days
1484  All certificates will need to be updated 30 days before go live of 7/1/17 60 days
1485  Accounting 145 days
1486  Accounting 102 days
1487  Set‐up Relevant Company Codes/LOB's/Cost Centers 30 days
1488  Ensure New LOBs / GL Accounts properly mapped in Accounting Reporting 30 days
1489  Set‐up Appropriate Eliminations and Consolidation Noles 30 days
1490  Quality ‐ Create & Distribute Quality Survey 60 days
1491  Update legal entity reporting packages – Balance sheet with flux analysis / Market Financial Results / 


MAPD Revenue
60 days


1492  Test Hierarchy roll‐up for Financial Reporting 20 days
1493  Create State Management Fee Rate for CHMI Agreement ‐ Update Management Fee Schedule 102 days
1494  Quality ‐ Incorporate State into Quality Calculation 60 days
1495  Add State to Monthly Management Fee Calculation Process 20 days
1496  Process for Required MCO Holdback ‐ Treasury to open Bank and Investment Accounts 102 days
1497  Cost 5 days
1498  Obtain Cost Reporting Requirements, Instructions, and Templates 1 day
1499  Identify data sources for IT, Encounters, Rev Recon, and other support teams to address New 


Requirements
5 days


1500  Determine Reviewers and Attesters 1 day
1501  Create Report BRD 3 days
1502  Stat 145 days
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1503  Establish common stock and appropriate initial surplus amounts 1 day
1504  Incorporate new entity into all standard reports (Statutory Supplement, projections, etc.) 1 day
1505  Create GAAP to State template for new entity 145 days
1506  Create new company in eFreedom 145 days
1507  Ensure the entity is appropriately capitalized 145 days
1508  Assess forecasted financials to determine the possible PDR's 145 days
1509  Actuary 121 days
1510  Set up IBNR Model for new LOBs 61 days
1511  Add Reinsurance for 2017 Reinsurance Contract 121 days
1512 Get quote from Reinsurance Vendor 121 days
1513 Include new LOB in final contract 121 days
1514  RevRecon 167 days
1515  Payment Reconciliation Business Requirements 167 days
1516  BRD/FSD for payment reconciliation 167 days
1517  Train Analyst 167 days
1518  Set up Accrual Workbooks 167 days
1519  Decide any reporting LOB logic 167 days
1520  Reporting Line of Business (LOB) logic 167 days
1521  Set‐up Reporting with LOB & State 167 days
1522  Collect Rates from Actuary, Update Rate Tool & Load Rates 60 days
1523  820 File 167 days
1524  IT processing of 820 to HTR 167 days
1525  IT processing of 820 in HTR to EDW 167 days
1526  HTR 820 Load to EDW Sign off 10 days
1527  Cash tie‐out 167 days
1528  Treasury set up new bank account 167 days
1529  Test Daily 820 Report 20 days
1530  Sign off of cash tie‐out 10 days
1531  Rate table 167 days
1532  Update Rate Determinant Spreadsheet 20 days
1533  IT Populate Rates Tables 167 days
1534  Rates Tables Sign off 20 days
1535  Rates 167 days
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1536  Rate Schedule to Actuary for Review 20 days
1537  Upload Rates 167 days
1538  Run Report showing Rates 20 days
1539  Sign off of rates uploaded 10 days
1540  Premium Reconciliation 167 days
1541  Identify State Contact to resolve Remit Discrepancies 5 days
1542  Determine Submission Method for Payment Adjustments 167 days
1543  P & P 167 days
1544  Review RDP and Contract for Reconciliation Requirements 167 days
1545  Receive P & P approval from DHCFP 30 days
1546  Premium Recon Sign off 10 days
1547  Accruals 167 days
1548  Set‐up New Revenue Summary Report 1 day
1549  Add to Accrual Summary Report 1 day
1550  Identify LOG‐Specific accruals 1 day
1551  Accruals Sign off 1 day
1552  Rev Recon Share Point 167 days
1553  Create New Share Point Site 5 days
1554  Link to Premium Reconciliation 167 days
1555  Rev Recon Share Point Sign off 20 days
1556  KICK 1 day
1557  Confirm Rules for Kick Payment 1 day
1558  Set up Kick Accrual Process 1 day
1559  Set up Kick Billing Process 1 day
1560  270/271 Process 30 days
1561  Build 270/271 Eligibility check process 30 days
1562  Health Analytics 1 day
1563  IT Intake required for IBNR Reserves 1 day
1564  Set‐up IBNR Triangles within IT Infrastructure 1 day
1565  Payspan structure and banking account information 1 day
1566  IT Intake required for Reserves 1 day
1567  Payspan Intake required for structure (LOB, Company Codes, and Banking Account Info) 1 day
1568  Ops‐Payment Integrity 100 days
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1569  Policies & Procedures 60 days
1570  Review State Contract for New Requirements 1 day
1571  Update Policies and Procedures 30 days
1572  Create any new PNP's for State Specific Requirements 30 days
1573  Submit PNPS for approval 30 days
1574  Claims Audit Policies & Procedures 30 days
1575  Review State Contract for New Requirements 1 day
1576  Obtain New Provider Contract Details 1 day
1577  Create New PNPS and Train Auditors 30 days
1578  Create Work Flow to Pre‐Pay Audit Claims until KPI met 30 days
1579  Update Audit Tool Application and Reporting 30 days
1580 Pre‐Payment Avoidance (upfront edits) 100 days
1581 Confirm upfront edit migration and LOB specific edits 100 days
1582 Review upfront edits with market and RA partners for sign‐off 30 days
1583 Complete all upfront testing to move edits into production 30 days
1584 Confirm provider/facility exceptions 10 days
1585 Confirm upfront notification process for providers/facilities 10 days
1586 Notify vendors (Cotiviti/Optum) of new LOB and provisions 20 days
1587 Confirm vendor (Cotiviti/Optum) LOB configuration and test sign‐off 20 days
1588 Update vendor data feeds to include new LOB 100 days
1589 Add LOB to all control reports 60 days
1590 Add LOB to pre‐payment referral tickets 100 days
1591 Create market meeting 5 days
1592 FTE addition 90 days
1593 Finalize provider manual entry 20 days
1594 Update Provider Portal for LOB specific announcements 60 days
1595 Confirm state reporting requirements 20 days
1596 Operations‐Payment Integrity ‐ TPL Specific 180 days
1597  TPL/Subrogation ‐ Vendors 1 day
1598  Determine State Rx Benefits 1 day
1599  If Rx Benefits, update Syrtis Code to include New LOB 1 day
1600  Advise HMS of New LOB for New State 1 day
1601  Provide HMS with Business Rules for TPL Identification for New LOB 1 day
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1602  Advise CAQH of New LOB; Update CAQH Payer Name List 1 day
1603  Update Vendor Data Feeds to include New LOB 1 day
1604  Determine if State allows WellCare to handle Subrogation 1 day
1605  (if Subrogation Allowed) 1 day
1606  Advise FRG of New LOB 1 day
1607  Update Data Feed to FRG with New Business LOB 1 day
1608  Submit MPC Ticket for State Correspondence Approval 1 day
1609  TPL ‐ Internal 10 days
1610  Determine how State sends TPL information 10 days
1611  TPL File ‐ IT download TPL Data to shared location 1 day
1612  834 ‐ Strip off TPL information into Monthly Report 10 days
1613  Update COB Workbench to include New LOB 1 day
1614  Update COB Workbench with New State Source 1 day
1615  Validate COB Leads from State prior to Go‐live ‐ add to Xcelys 1 day
1616  TPL ‐ State Reporting 10 days
1617  Determine State Reporting Requirements 1 day
1618 Submit IT tickets to create any COB Segment reports 1 day
1619 Submit IT tickets to create any COB Cost Avoidance / Savings reports 1 day
1620 Submit internal Payment Integrity ticket to create any TPL recovery reports 1 day
1621  Create COB Segment Reports 10 days
1622  Create any COB Cost Avoidance / Savings Reports 10 days
1623  Create any TPL Recovery Reports 10 days
1624  Post ‐Payment Overpayment Recovery (non‐FWA/IU) 60 days
1625  Confirm Recovery Parameters (time frame, look back period) 5 days
1626 Confirm provider/facility exceptions 5 days
1627  Update Over‐payment Recovery Letters with New Logo/Name 20 days
1628  Understand IPA Over‐payment Recovery Contestation Process 1 day
1629  Add LOB to Production Projects 5 days
1630  Add LOB to all Control Reports 20 days
1631  Add LOB to Recovery Event Tracker (RET) referral 5 days
1632 Create market meeting 1 day
1633  Notify Recovery Vendors of New LOB and Provisions 1 day
1634  Update Vendor Data Feeds to include New LOB 1 day
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1635  Finalize Provider Manual Entry 5 days
1636  Update Provider Portal for LOB Specific Announcements 10 days
1637  FTE Addition 60 days
1638 Confirm state reporting related to overpayments 5 days
1639 Member COB Questionnaires 180 days
1640 Determine if state requires MCOs to take this approach when other TPL Identification Vendors are in 


use
180 days


1641 ∙  If no, then close item 180 days
1642 ∙  If yes, then: 180 days
1643 Submit IT request to assist with storage of TPL Questionnaires 5 days
1644 Update PnP to reflect COB can only be used if member attestation received 30 days
1645 Create member attestation flag in Xcelys 180 days
1646 Work with MPC to develop COB questionnaire 60 days
1647 Build budget to account for new spend on fulfillment and postage 180 days
1648  Information Technology 232 days
1649  Detail Design 103 days
1650  Schedule Design Meetings 1 day
1651  Design Meetings 1 day
1652  Develop TSD 60 days
1653  ARB Review/Approval/Signoff 10 days
1654  TSD Review/Signoff 5 days
1655  Develop SIT (Plan/Test Cases) 10 days
1656  SIT Review/Signoff 5 days
1657  Capacity Setup (Hardware/Software/Storage) 30 days
1658  Project Team Go/No Go ‐ Design Checkpoint 1 day
1659  Test Environment Setup (code/schema/data/access) 5 days
1660 Start Up 180 days
1661  Enrollment 10 days
1662  Review 834 Companion Guide 10 days
1663  Correspondence 5 days
1664  Identify New Action Codes 5 days
1665  Core Processing (CPO) 39 days
1666  Add LOB and Bank Account 30 days
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1667  Setup iHealth LOB ‐ Update Scheduler and CARS 30 days
1668  Add New LOB to Cust Form for Faxing 39 days
1669  Update OTC Benefits page and DME Inventory 30 days
1670  Add New LOB to Check Run 30 days
1671  Add New LOB to Authorization Report 30 days
1672  Add New LOB to OBG/DEL Reports 30 days
1673  Add New LOB to ICES 30 days
1674  Generate ER PLP Letters 20 days
1675  Add New LOB to AR2Cash 30 days
1676  Update EPSDT/Periodicity 5 days
1677  Modify Denial Letters 5 days
1678  Update Specialty Term Letters 5 days
1679  Start‐up CPO complete 1 day
1680  Provider 22 days
1681  Receive initial provider file from State 22 days
1682  CIS 15 days
1683  Add LOB to CIS 10 days
1684  Add New LOB to Auto Letters Loader Table for rejected claims 15 days
1685  CareConnects 30 days
1686  Call Flow Changes 30 days
1687  Finance 30 days
1688  Add LOB to Cash Management and AP Modules 30 days
1689  Web 22 days
1690  Add LOB to Webservice and EMMA 22 days
1691 Infrastructure 22 days
1692  Email link to DHCFP 22 days
1693  Setup FTP sites with DHCFP 10 days
1694  Setup Dev and QA/UAT 10 days
1695  Setup Readiness Review Environment 5 days
1696  Setup Test Data in QA/UAT 10 days
1697  Setup Test Data in Readiness Review Environment 10 days
1698  Encounters 22 days
1699  Encounters Framework 22 days
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1700  Pharmacy 180 days
1701  Add LOB to DER 180 days
1702  Add LOB to PBM 180 days
1703  EIM 10 days
1704  Data Management 10 days
1705  Setup LOB in Data Warehouse 10 days
1706  QA 22 days
1707  Test Data Creation 10 days
1708  Test Case(s) Creation 10 days
1709  Test Execution 22 days
1710  Fix Defects 22 days
1711  Testing Signoff 22 days
1712  Integration Testing 22 days
1713  Integration Testing Signoff 1 day
1714  Performance Testing 1 day
1715  Performance Testing Signoff 1 day
1716  UAT 30 days
1717  Test Data Creation 15 days
1718  Test Case(s) Creation 15 days
1719  Test Execution 30 days
1720  Fix Defects 30 days
1721  Testing Signoff 5 days
1722  Deployment 5 days
1723  Project Team Go/No Go ‐ Construct 5 days
1724  Prepare CCB Documentation ‐ CO Submission 5 days
1725  Prepare CCB Documentation ‐ Content Review 5 days
1726  Prepare CCB Documentation ‐ CO Approved 5 days
1727  Deploy to Production 5 days
1728  Verify Deployment 5 days
1729 Configuration 60 days
1730 Benefits Configuration 45 days
1731  EDI 60 days
1732  Inbound 834 ‐ Members 30 days
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1733  Outbound 834 ‐ Members 30 days
1734  Inbound 837 ‐ Claims 60 days
1735  Outbound 837 ‐ Encounters 60 days
1736  Inbound 820 ‐ Payments 30 days
1737  Outbound 835 ‐ Payments to Providers 30 days
1738  QA 22 days
1739  Test Data Creation 10 days
1740  Test Case(s) Creation 10 days
1741  Test Execution 22 days
1742  Fix Defects 22 days
1743  Testing Signoff 22 days
1744  Integration Testing 22 days
1745  Integration Testing Signoff 1 day
1746  Performance Testing 1 day
1747  Performance Testing Signoff 1 day
1748  UAT 30 days
1749  Test Data Creation 15 days
1750  Test Case(s) Creation 15 days
1751  Test Execution 30 days
1752  Fix Defects 30 days
1753  Testing Signoff 5 days
1754  Deployment 5 days
1755  Project Team Go/No Go ‐ Construct 5 days
1756  Prepare CCB Documentation ‐ CO Submission 5 days
1757  Prepare CCB Documentation ‐ Content Review 5 days
1758  Prepare CCB Documentation ‐ CO Approved 5 days
1759  Deploy to Production 5 days
1760  Verify Deployment 5 days
1761  Development 232 days
1762  Enrollment 10 days
1763  Review Enrollment Requirement Gaps 10 days
1764  Web 30 days
1765  Create Basic Member and Provider Portals 30 days
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ID Task 
Mode


Task Name Duration


1766  EIM 10 days
1767  Premium Reconciliation 10 days
1768  Review State 820 for Revenue Reconciliation 10 days
1769  Reporting 1 day
1770  Identify Operational Reports 1 day
1771  Identify Regulatory Reports 1 day
1772  Health Services 5 days
1773  Review Gap Requirements for Care Management 5 days
1774  QA 166 days
1775  Test Data Creation 10 days
1776  Test Case(s) Creation 10 days
1777  Test Execution 166 days
1778  Fix Defects 22 days
1779  Testing Signoff 22 days
1780  Integration Testing 22 days
1781  Integration Testing Signoff 1 day
1782  Performance Testing 1 day
1783  Performance Testing Signoff 1 day
1784  UAT 65 days
1785  Test Data Creation 15 days
1786  Test Case(s) Creation 15 days
1787  Test Execution 35 days
1788  Fix Defects 30 days
1789  Testing Signoff 5 days
1790  Deployment 232 days
1791  Project Team Go/No Go ‐ Construct 1 day
1792  Prepare CCB Documentation ‐ CO Submission 1 day
1793  Prepare CCB Documentation ‐ Content Review 1 day
1794  Prepare CCB Documentation ‐ CO Approved 1 day
1795  Deploy to Production 1 day
1796  Verify Deployment 1 day
1797  Readiness Review 115 days
1798  Implementation Deliverable Tracking 115 days
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ID Task 
Mode


Task Name Duration


1799 Identify Deliverable in RFP 10 days
1800 Identify Documents to Address Deliverables 45 days
1801 Review Deliverables 60 days
1802  Create Reporting Dashboard 5 days
1803  Desk Review 109 days
1804  Request P & P and Document C360 manuals be created by Compliance 30 days
1805  Review State Readiness Review Tool (if provided) with Work Streams SMEs 5 days
1806  Gather P & Ps and other Documents from Work Stream SMEs 60 days
1807  Gather Member & Provider Materials from Work Stream SMEs 60 days
1808  Submit Desk Review Materials to State for Review 3 days
1809  Communicate Corrective Actions from State to Project Team 1 day
1810  Submit Corrected Evidence to State for Review 10 days
1811  Onsite/System Review  90 days
1812  Prepare Eligibility & Enrollment materials/demos 75 days
1813  Prepare Business Requirements materials/demos 75 days
1814  Prepare Staffing Requirements materials/demos 75 days
1815  Prepare Covered Services and Benefits materials/demos 75 days
1816  Prepare Member Services and Educations materials/demos 75 days
1817  Prepare Member Marketing materials/demos 75 days
1818  Prepare Grievances and Appeals materials/demos 75 days
1819  Prepare Provider Network Requirements materials/demos 75 days
1820  Prepare Provider Services materials/demos 75 days
1821  Prepare Subcontracting Requirements materials/demos 75 days
1822  Prepare Care Management materials/demos 75 days
1823  Prepare Quality Management materials/demos 75 days
1824  Prepare Utilization Management materials/demos 75 days
1825  Prepare Program Integrity materials/demos 75 days
1826  Prepare Provider Reimbursement materials/demos 75 days
1827  Prepare System Technical Requirements materials/demos 75 days
1828  Prepare Claims Management materials/demos 75 days
1829  Prepare Reporting materials/demos 75 days
1830  Internal Rehearsal 3 days
1831  Onsite Audit with State 1 day
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ID Task 
Mode


Task Name Duration


1832  Communicate corrective actions from State to Project Team 1 day
1833  Submit Corrected Evidence to State for Review 10 days
1834  Go‐Live Activities 59 days
1835  Pre‐Production Review 1 day
1836  1st Production 834 File 1 day
1837  1st Production Provider File Exchange 1 day
1838  Receive Payments 820 File 1 day
1839  Go‐Live Activities 1 day
1840  Member 1 day
1841  Activate Call Center (Member & Provider) 1 day
1842  WellCare.com Online Provider Directory Available 1 day
1843  Member: Load 834 (New membership) 1 day
1844  Generate Member ID Cards, Welcome Kits, Handbooks 1 day
1845  Generate Downstream Eligibility Extracts ‐ 834 Outbound to Transportation, Vision, Pharmacy, Dental 1 day
1846  Validate Eligibility Load with Vendors: Transportation, Vision, Pharmacy, Dental 1 day
1847  Activate Secure Member Portals 1 day
1848  Provider 1 day
1849  Activate Secure Provider Portal 1 day
1850  Claims 1 day
1851  Claims: Load & Adjudicate Claims 1 day
1852  Receive Encounters Reporting from Vendors 1 day
1853  Encounters Submission to the State 1 day
1854  Clinical 1 day
1855  Activate Clinical applications 1 day
1856  Prior Authorization Waiver Period 1 day
1857  Transition of Care 1 day
1858  Begin HEDIS Reporting (depending on data availability) 1 day
1859  Appeals & Grievances 1 day
1860  A & G: Activate Appeals & Grievance Application for Members & Providers 1 day
1861  Finance 1 day
1862  Finance: Load & Process ‐ Reconcile Payments 1 day
1863  Go‐Live Launch 59 days
1864  Pre‐Launch 58 days
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ID Task 
Mode


Task Name Duration


1865  Final Pre‐Launch Readiness Checkpoint 58 days
1866  Program Launch 1 day
1867  Program Go‐Live 1 day
1868  Go‐Live Activities 16 days
1869  Program Go‐Live Date 16 days
1870  Post Go‐Live Activities 90 days
1871  Burn‐In 90 days
1872  Post Go‐Live Monitoring 90 days
1873  Daily Post Go‐Live Meetings 30 days
1874  Monitor Customer Service Performance Metrics 90 days
1875  Monitor for Member/Provider Abrasion 90 days
1876  Lessons Learned 1 day
1877  Extended Post Go‐Live monitoring for outstanding IT items 60 days
1878  Burn‐In Development 60 days
1879  Burn‐In Testing 60 days
1880  Burn‐In UAT 60 days
1881  Burn‐In CCB 1 day
1882  Burn‐In Deploy 1 day
1883  Burn‐In Verification 1 day
1884  Project Plan Closeout 1 day
1885  Financial Closeout 1 day
1886  Stack Synch 1 day
1887  Closure Notification 1 day
1888  Project Close 30 days
1889  Develop Support Procedure Documents 15 days
1890  Support Procedure Documents Review/Signoff 15 days
1891  Develop Lessons Learned 5 days
1892  Lessons Learned Review/Signoff 5 days
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		Part IB - TAB I

		Part IB - TAB II

		Part IB - TAB III

		Part IB - TAB IV

		01- NV RFP 3260 Amendment 1

		02- NV RFP 3260 Amendment 2

		03- NV RFP 3260 Amendment 3

		04- NV RFP 3260 Amendment 4

		05- NV RFP 3260 Amendment 5

		06- NV RFP 3260 Amendment 6

		07- NV RFP 3260 Amendment 7

		08- ATTACHMENT A

		09- ATTACHMENT C

		10- ATTACHMENT J

		11- 9.3.3.4.E State Documents

		12- Attachment 9.3.3.4.F Business License



		Part IB - TAB V

		Part IB - TAB VI

		02-4.1.1 - 4.1.10 Company Background QC Edit

		04-4.1.11 Corporate Background QC Edits2

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization. Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified. For exampl...



		06-4.1.12 Experience QC Edits2

		 The use of public health and community health details, coupled with referral and social service network details, to create community health investment programs.

		 Averaging three to five CommUnity Health Investment Programs per market

		 Development of local market HealthConnections Councils, which serve as community planning meetings with multiple stakeholders established to address a gap in the social service network or a public health issue identified by the community



		08-4.1.13 Health Information Exchange

		09-4.2 Subcontractor Information QC Edits

		10-4.2.1.4 - Concentrix QC Edits

		11-Attachment 4.2.1.4 – Concentrix

		Concentix Shareholding Structure, Organization Chart

		Team Wellcare@Concentrix

		State of Nevada - Division of Insurance - Annual Report



		12-4.2.1.4 - CVS Health QC Edits

		13-Attachment 4.2.1.4 – CVS

		Page 1



		14-4.2.1.4 - eviCore QC Edits

		15-Attachment 4.2.1.4 - eviCore

		Exhibit 1 - eviCore Healthcare Executives - Redacted

		Exhibit 1 - eviCore Healthcare Executives

		eviCore - NCQA Certificate

		URAC Certificate



		16-4.2.1.4 - Premier Eye Care QC Edits

		The company’s medical management is provided by three (3) Medical Directors, one ophthalmologist and two optometrists.  The ophthalmologist Medical Director has overall responsibility for the utilization management and credentialing programs.  



		17-Attachment 4.2.1.4 - Premier

		01 - Premier Eye Care - Staff Nevada

		03 - Premier Eye Care - Credit References

		04 - Premier Eye Care - Organizational Chart

		05 - Premier Eye Care 2016 QI Work Plan

		06 - NCQA Certificate - Premiere Eye Care

		07 - Premier Eye Care - CA License

		08 - Premier Eye Care IL TPA Certificate

		09 - Premier Eye Care FL TPA License

		10 - Premier Eye Care LA MNRO License

		11 - Premier Eye Care TX TPA license

		TX TPA license issued 06212013

		Texas TPA certificate of authority letter 06212013





		18-4.2.1.4 - Results QC Edits

		19-Attachment 4.2.1.4 – Results

		20-Attachment 4.2.1.5 - Subcontractor Business References QC Edits 2

		SUBCONTRACTOR BUSINESS REFERENCES



		21-4.3 Business References QC Edits 2

		22-4.4 Vendor Staff Resumes (2)



		Part IB - TAB VII

		Attachment 4.4A Vendor Staff Resumes QC Edits

		WellCare Health Plans, Inc. Tampa, FL



		Attachment 4.4B Subcontractor Staff Resumes QC Edits



		Part IB - TAB VIII

		1-  Attachment 4.1.9 Letters of Support

		2-  Attachment 4.1.12.1a HealthCare Partners Medical Group LOI

		3-  Attachment 4.1.12.1a WellHealth Quality Care LOI

		5-  Attachment 4.1.12.1B EPSDT Periodicity Letter

		6-  Attachment 4.1.12.1.F Implementation Plan
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9.5.3.1 Tab I – Title Page 
 


Part II – Cost Proposal 
RFP Title: MCO 
RFP: 3260 
Vendor Name: Health Plan of Nevada, Inc. 
Address: 2720 North Tenaya Way, Las Vegas, NV 89128 
Opening Date: 9/1/2016 
Opening Time: 2:00 PM 
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9.5.3.2 Tab II – Cost Proposal 
Vendor’s response for the cost proposal must be included in this tab. 


5.1 Administrative Costs 
There are two separate cost components in administrative costs. 


5.1.1 Non-Medical Administrative Costs 
Those costs (both direct and indirect) necessary to administer the Medicaid managed care program. 


5.1.1.1 Direct Expenses: Those expenses that can be charged directly as a part of the overall 
administrative costs; and 


5.1.1.2 Indirect Expenses: Those elements of costs necessary in the performance of administering the 
program that are of such a nature that the amount applicable to the program cannot be determined 
accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of management personnel 
which are allocated to different programs, etc.). 


5.1.2 Medical Administrative Costs 
5.1.2.1 Either direct or indirect, related to recipient medical care management (i.e., development of 
physician protocols for disease management, utilization review activities, case management costs, and 
medical information management systems). 


5.1.2.2 DHCFP will review Medical Administrative Costs for reasonability and in the context of the benefit 
received by the client and DHCFP (i.e., is the cost of developing physician protocols for disease 
management less than or equal to the fiscal and health outcome benefit received). 


HPN currently abides by the above requirements and specifications. Please refer to 
Attachment H, Cost Schedule for a breakdown of our direct, indirect and medical 
administrative costs.  


5.2 Non-Medical Costs 
The following are not considered administrative costs. They are, however, included in the overall 
percentage of non-medical costs, and will be reviewed for reasonableness by DHCFP: 


5.2.1 Profit 
The percentage of profit which the Contractor anticipates receiving after expenses (net income, revenues 
less expenses, divided by total revenues received from DHCFP); and 


5.2.2 Risk and Contingencies 
That amount which the Contractor anticipates setting aside (as a percentage of the revenues received) 
for potential unknown risks and contingencies.  


Vendors must provide detailed fixed prices for all costs associated with the responsibilities and related 
services. Clearly specify the nature of all expenses anticipated (refer to Attachment H, Cost Schedule). 


HPN currently abides by the above requirements and specifications. Please refer to 
Attachment H, Cost Schedule for a clear specification of our profit, risk and contingencies.  
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ATTACHMENT H


5.1.1 Non-Medical Admin Costs:
% of Premiums PMPM


5.1.1.1 Direct Expenses 5,186,376            0.63% 4.12$            


5.1.1.2 Indirect Expenses 33,637,120          4.06% 26.72$         


total 38,823,496$        4.69% 30.84$         


5.1.2.1 Medical Admin Costs 31,604,782$        3.81% 25.11$         


total 70,428,277$        8.50% 55.95$         


5.2.1 Profit 12,428,974$        1.50% 9.87$            


5.2.2 Risk & Contingencies 4,142,991$          0.50% 3.29$            


total 16,571,965$        2.00% 13.16$         


Total 87,000,243$     10.50% 69.11$         


Direct Expenses (premium tax)* 29,588,681         3.57% 23.51$        


*Amounts not included in overall SG&A as the Premium Tax is reimbursed from the State.


5.1 Administrative Costs


5.2 Non-Medical Costs


Cost Proposal for RFP 3260
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9.5.3.3 Tab III – Attachment I, Cost Proposal Certification of 
Compliance with Terms and Conditions of RFP 
A. Attachment I with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


B. In order for any cost exceptions and/or assumptions to be considered, vendors must provide the 
specific language that is being proposed in Attachment I.  


C. Only cost exceptions and/or assumptions should be identified on Attachment I.  


D. Do not restate the technical exceptions and/or assumptions on this form.  


E. The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline. If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 


A signed copy of Attachment I follows this page. 
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		State of Nevada

		





		Brian Sandoval



		Department of Administration

		

		Governor



		Purchasing Division

		

		



		515 E. Musser Street, Suite 300

		

		Jeffrey Haag



		Carson City, NV  89701

		

		Administrator







		SUBJECT:

		Amendment 7 to Request for Proposal 3260



		RFP TITLE:

		Managed Care Organization 



		DATE OF AMENDMENT:

		August 26, 



		DATE OF RFP RELEASE:

		July 1, 2016



		OPENING DATE:

		September 1, 2016



		OPENING TIME:

		2:00 PM



		CONTACT:

		Ronda Miller, Procurement Staff Member









The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the information provided below changes that proposal, please submit the changes along with this amendment.  You need not re-submit an entire proposal prior to the opening date and time.





Attachment D ~ Contract for to be replaced with the following:









To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.





Changes to RFP Sections:



Old Language

		

	3.7.6.9   The vendor will support and participate in all activities related to the DHCFP’s 	  	  Medicaid Adult Incentive Grant.  The vendor must participate in any future 	  	  grants awarded to Medicaid that affect MCOs or MCO recipients.  



New Language 

3.7.6.9 The vendor will support and participate in any future grants awarded to  Medicaid that affect MCOs or MCO recipients.  





Old Language



3.10		STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS



	Federal regulations (42 CFR 438.240) mandate that States must, through its 	contracts, require each managed care organization (vendor) to have an ongoing 	quality assessment and performance improvement program for the services it 	furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 	systematic activities, undertaken by the vendor, to monitor and evaluate the care 	delivered to enrolled recipients according to predetermined, objective standards, 	and effect improvements as needed.



	In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 	must develop and maintain the ability to collect and report data on race, 	ethnicity, sex, primary language, and disability status for applicant's and 	recipient's parents or legal guardians if applicants or recipients are minors or 	legally incapacitated individuals.  



	An annual review of the vendor will be conducted by the DHCFP or its 	designee.  In addition, the DHCFP will monitor and analyze grievances and 	appeals, provider disputes and will periodically conduct patient and provider 	satisfaction surveys.  



	The vendor must have its own evaluation of the impact and effectiveness of its 	quality assessment and IQAP. 



New Language 



3.10		STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS



	Federal regulations (42 CFR 438.330) mandate that States must, through its 	contracts, require each managed care organization (vendor) to have an ongoing 	quality assessment and performance improvement program for the services it 	furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 	systematic activities, undertaken by the vendor, to monitor and evaluate the care 	delivered to enrolled recipients according to predetermined, objective standards, 	and effect improvements as needed.



	In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 	must develop and maintain the ability to collect and report data on race, 	ethnicity, sex, primary language, and disability status for applicant's and 	recipient's parents or legal guardians if applicants or recipients are minors or 	legally incapacitated individuals.  



	An annual review of the vendor will be conducted by the DHCFP or its 	designee.  In addition, the DHCFP will monitor and analyze grievances and 	appeals, provider disputes and will periodically conduct patient and provider 	satisfaction surveys.  



	The vendor must have its own evaluation of the impact and effectiveness of its 	quality assessment and IQAP. 



Old Language



3.10.2		The vendor must report the status and results of each project to the 	DHCFP as 		requested, including those that incorporate the requirements of 42 CFR 438.240 		(a)(2).  Each performance improvement project must be completed in a 			reasonable time period so as to generally allow information on the success of 		performance improvement projects to be available to the DHCFP for its annual 		review of the vendor’s quality assessment and improvement program.



New Language 



3.10.2		The vendor must report the status and results of each project to the 	DHCFP as 		requested, including those that incorporate the requirements of 42 CFR 438.330 		(a)(2).  Each performance improvement project must be completed in a 			reasonable time period so as to generally allow information on the success of 		performance improvement projects to be available to the DHCFP for its annual 		review of the vendor’s quality assessment and improvement program.



Old Language



3.10.3.1 	Submit performance improvement measurement data annually using standard 		 measures required by the DHCFP, including those that incorporate the 			requirements of 42 CFR 438. 204 and 438.240 (a)(2); and



3.10.3.2 	Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 		to measure the vendor’s performance. 



New Language 



3.10.3.1 	Submit performance improvement measurement data annually using standard 		 measures required by the DHCFP, including those that incorporate the 			requirements of 42 CFR 438. 340 and 438.330 (a)(2); and



3.10.3.2 	Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 		to measure the vendor’s performance. 



Old Language



3.10.7.4	Performance Improvement Projects (PIPs) in accordance with 42 CFR 			438.358(b):



	A.	Validation of Performance Improvement Projects required by the State to 			comply with requirements set forth in 42 CFR 438.240 (b); and



	B.	Projects that were under way during the preceding twelve (12) calendar months.





New Language 



3.10.7.4	Performance Improvement Projects (PIPs) in accordance with 42 CFR 			438.358(b):



	A.	Validation of Performance Improvement Projects required by the State to 			comply with requirements set forth in 42 CFR 438.330 (b); and



	B.	Projects that were under way during the preceding twelve (12) calendar months.



Old Language



3.11.1		The DHCFP has developed a Medicaid and Nevada Check Up Managed 	Care 		Quality Assessment and Performance Improvement Strategy (henceforth, 			referred to as 	the Strategy), pursuant to 42 CFR 438.200.



New Language 



3.11.1	The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as 	the Strategy), pursuant to 42 CFR 438.310.



Old Language



3.11.2.1	CFR 438.202   State Responsibilities 



New Language



3.11.2.1	CFR 438.340   State Responsibilities 





Old Language



3.11.2.2	CFR 438.204 –  Elements of State Quality Strategies





New Language



3.11.2.2	CFR 438.340 –  Managed Care State Quality Strategy



Old Language



3.4.4.3		EPSDT Services (Medicaid) & Well Baby/Child Services 					(Nevada Check Up)

A	The MCO vendor as applicable will be required to conduct 	EPSDT 	screenings of its recipients under the age of twenty-	one (21) years.  The 	screening must meet the EPSDT requirements found in the MSM 	Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 	the Social Security Act, and 42 CFR 441.50 through 441.63.  The 	vendor must conduct all interperiodic screening on behalf 	of recipients, 	as defined in MSM Chapter 1500.



New Language

3.4.4.3		EPSDT Services (Medicaid) & Well Baby/Child Services 					(Nevada Check Up)



A	The MCO vendor as applicable will be required to conduct 	EPSDT 	screenings of its recipients under the age of twenty-	one (21) years.  The 	screening must meet the EPSDT requirements found in the MSM 	Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 	the Social Security Act, and 42 CFR 441.50 through 441.62.  The 	vendor must conduct all interperiodic screening on behalf 	of recipients, 	as defined in MSM Chapter 1500.



Old Language



3.5.2		The vendor must accept recipients eligible for enrollment in the order in which 		they apply without restriction, up to the limits set under the contract 42 CFR 		438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 		the case of voluntary enrollment programs that meet the conditions set forth in 		42 CFR 438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis 		of health status or need for health services, discriminate against recipients 			eligible to enroll. The vendor will not deny the enrollment nor discriminate 		against any Medicaid or Nevada Check Up recipients eligible to enroll on the 		basis of race, color or national origin and will not use any policy or practice that 		has the effect of discrimination on the basis of race, color or national origin. The 		vendor must have written policies and procedures for enrolling all eligible 			populations. The vendor will accept as enrolled all recipients appearing on 		monthly enrollment reports.  The vendor may not encourage a recipient to 			disenroll because of health care needs or a change in health care status. Further, 		a recipient's health care utilization patterns may not serve as the basis for 			disenrollment from the vendor.  



New Language



3.5.2		The vendor must accept recipients eligible for enrollment in the order in which 		they apply without restriction, up to the limits set under the contract 42 CFR 		438.3(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 		the case of voluntary enrollment programs that meet the conditions set forth in 		42 CFR 438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the basis 		of health status or need for health services, discriminate against recipients 			eligible to enroll. The vendor will not deny the enrollment nor discriminate 		against any Medicaid or Nevada Check Up recipients eligible to enroll on the 		basis of race, color or national origin and will not use any policy or practice that 		has the effect of discrimination on the basis of race, color or national origin. The 		vendor must have written policies and procedures for enrolling all eligible 			populations. The vendor will accept as enrolled all recipients appearing on 		monthly enrollment reports.  The vendor may not encourage a recipient to 			disenroll because of health care needs or a change in health care status. Further, 		a recipient's health care utilization patterns may not serve as the basis for 			disenrollment from the vendor.  



Old Language



3.13.2		Recipient Grievances and Appeals



The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals.



New Language



3.13.2		Recipient Grievances and Appeals



The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c) 

438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals.



Old Language 

	

0.     Capitation Recovery



The DHCFP reserves the right to adjust capitation payments or to bill the Vendor to recover improperly paid capitation.  



New Language 



0.     Capitation Recovery and Adjustments



The DHCFP reserves the right to adjust capitation payments or to bill the Vendor to recover improperly paid capitation for a period of not more than three (3) years.



QUESTIONS AND ANSWERS:



1. Can the State please clarify if the administrative rate bid should be a percentage of premium paid to the plans, or a percentage of the plans’ medical costs?  Can the State please provide an administrative rate bid template to ensure consistency in the bidders responses? Specifically, the following statements seem to conflict with each other and have the potential to cause confusion and differing interpretations by the bidders:

· Currently the administrative allowance included by the State’s actuaries in the rates is stated as a percentage of premium (the amount paid to the plans). 



· Section 6.1 of the original RFP indicated “This cost is a percentage of the Managed Care Blended Capitated Rate.” (the amount paid to the plan)



· Question 21 of Amendment 2 states, “The administrative rate as a percentage of total medical costs.” (we assume this is the medical costs paid by the plans, excluding administrative costs?)



· Question 1 of Amendment 6 states, “% of med costs, as requested”. (we assume this is the medical costs paid by the plan, excluding administrative costs?)



In order to provide the same administrative dollars to a plan, these percentage must differ, with the percentage of claims being higher than the percentage of premium basis. Also, historically, the administrative allowance of 10.5% of premium used by the State’s actuaries in the rate development excluded the 3.5% premium tax. Since the premium tax is established as a percentage of premium, the bidders will need to adjust this percentage upwards to reflect the proper allowance for premium tax in their bid. The State should ensure that the bidders have reflected this in their administrative cost submission if that is the State’s intent. We are concerned that bidders could become confused about this, and would respectfully suggest that the State develop an administrative rate bid template and circulate it to potential bidders in order to avoid confusion and ensure consistency in the bids.



As stated in Section 6.1 of the original RFP, the administrative rate is a percentage of the capitation rate.

	

The premium tax of 3.5% is also included in the rates as a percentage of total premium. 



The formula for total premium is:







The plan’s request and concern are noted, but we do not plan to release a bid template at this time.





2. Can the State please provide the formula for how the administrative bid percentage will be incorporated to the rates?



For example, if the State’s actuaries project a medical cost of $100 PMPM, how will the administrative percentage be applied to develop a final rate?  Will it be $100 / (1 – admin bid %), or some other formula?



Your example is confirmed. If the State’s actuaries project a medical cost of $100 PMPM, the administrative percentage will be applied as $100 / (1 – admin bid %).



3. Can the State please clarify what is meant by “an expected income basis” in the response to Question #40, or consider removing that requirement from the RFP?  We are concerned, that the response to Q&A Question # 40 of Amendment 6 stated that the profit and contingency margins requested in Section 5.2 should be on an expected income basis. It is unclear what is meant by “expected income” in this context. Is it net profits after taxes on a GAAP basis, total revenue, or something else?  It likely that bidders will construe different definitions of expected income and hence provide information to the State that would not permit an apples to apples evaluation by the State. We would respectfully request the State consider removing this requirement from the bid.



To clarify, both administrative costs and profit and contingency are applied as a percentage of premium.  The values should be stated as a percentage of capitated premium prior to the application of premium tax.  





THE STATE WOULD LIKE TO PROVIDE ADDITIONAL CLARIFICATION TO AMENDMENT 6, QUESTION 33: 



	Regarding Amendment 2 questions 117 and 129,  and Attachment Q, Please confirm that the 	10.5% administrative load in addition to  the 3.5% taxes/fees discussed in Q&A are the same 	across all rate cells (i.e.,  Medicaid, CHIP, and the Kick payments). If that is not the case, 	please provide further detail as to how these loads vary.



	Yes



We apply different administrative loads to the SOBRA and VLBW payments according to the table below:



		Rate Component

		Administrative Load



		SOBRA Payment

		1.50%



		VLBW Payment

		$3,000 per payment



		Medical

		10.50%*



		Dental

		10.50%







* 10.5% of total premium prior to the application of premium tax, including VLBW and SOBRA.  The net result of the reduced SOBRA/VLBW load is a load of 11.1% on non-SOBRA/VLBW costs.





ALL ELSE REMAINS THE SAME FOR RFP 3260.



Vendor must sign and return this amendment with proposal submitted.

		Vendor Name:

		



		Authorized Signature:

		



		Title:

		

		Date:

		





		This document must be submitted in the “State Documents” section/tab of vendors’ technical proposal.
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			For Purchasing Use Only:



RFP/Contract #3260








CONTRACT FOR SERVICES OF INDEPENDENT CONTRACTOR



A Contract Between the State of Nevada



Acting by and Through Its


			Department of Health and Human Services





			Division of Health Care Financing and Policy





			1100 East William Street





			Carson City, Nevada 89701





			Contact: Tammy Ritter





			Phone: (775) 684-3655     Fax (775) 687-3893


E-mail: tammy.ritter@dhcfp.nv.gov 








and



			Vendor Name





			Address





			City, State, Zip Code





			Contact:






			Phone:



			Fax:






			Email:









WHEREAS, NRS 333.700 authorizes elective officers, heads of departments, boards, commissions or institutions to engage, subject to the approval of the Board of Examiners, services of persons as independent contractors; and


WHEREAS, it is deemed the insurance coverage offered to the Division of Health Care Financing and Policy (DHCFP) and provider services offered to the DHCFP’s designated recipients pursuant to defined and accepted actuarially sound terms herein specified are desirable both necessary and in the best interests of the State of Nevada the Federal Government and its Tide XIX (Medicaid) and Title XXI (Nevada Check Up) recipients


NOW, THEREFORE, in consideration of the aforesaid premises, the parties mutually agree as follows: Authorization to operate as a Medicaid health maintenance organization in the State of Nevada by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of Nevada are conditions precedent to the contract, and shall continue as conditions during the term of this contract.


1. REQUIRED APPROVAL.  This Contract shall not become effective until and unless approved by the Nevada State Board of Examiners, and the United States Secretary of Health and Human Services, and the Nevada Attorney General. The Contract is contingent upon the availability of State and federal funds. This Contract shall not become effective until and unless the Contractor successfully passes a pre-implementation review by State staff or their agent. Any services provided by the Contractor, or its subcontractors, before such a Contract is effective or after it ceases to be effective are provided at the sole risk of the Contractor. 


2. DEFINITIONS.  “State” means the State of Nevada and any state agency identified herein, its officers, employees and immune contractors as defined in NRS 41.0307.  “Independent Contractor” means a person or entity that performs services and/or provides goods for the State under the terms and conditions set forth in this Contract.  “Fiscal Year” is defined as the period beginning July 1 and ending June 30 of the following year.  “Current State Employee” means a person who is an employee of an agency of the State.  “Former State Employee” means a person who was an employee of any agency of the State at any time within the preceding 24 months. 


3. CONTRACT TERM.  This Contract shall be effective from 
completion of the Required Approval in Paragraph 1 of this Contract
 (anticipated to be
July 1, 2017


) to June 30, 2021                  

, with the possibility of two  (1) year extensions if deemed to be in the best interest of the state, unless sooner terminated by either party as specified in paragraph ten (10).


4. NOTICE.  Unless otherwise specified, termination shall not be effective until not less than_180___ calendar days after a party has served written notice of termination for default, or notice of termination without cause upon the other party.  All notices or other communications required or permitted to be given under this Contract shall be in writing and shall be deemed to have been duly given if delivered personally in hand, by telephonic facsimile with simultaneous regular mail, or mailed certified mail, return receipt requested, postage prepaid on the date posted, and addressed to the other party at the address specified above.



5. INCORPORATED DOCUMENTS.  The parties agree that this Contract, inclusive of the following attachments, specifically describes the scope of work.  This Contract incorporates the following attachments in descending order of constructive precedence: 






ATTACHMENT AA:
         Negotiated Points






ATTACHMENT BB: 

STATE SOLICITATION OR RFP #3260 and AMENDMENT(S) #___; 





ATTACHMENT CC:

INSURANCE SCHEDULE:  And






ATTACHMENT DD:

CONTRACTOR'S RESPONSE



A Contractor's Attachment shall not contradict or supersede any State specifications, terms or conditions without written evidence of mutual assent to such change appearing in this Contract.



6. CONSIDERATION.  The parties agree that Contractor will provide the services specified in paragraph five (5) Incorporated Documents in this Contract in accordance with actuarially sound rates that are developed and reviewed annually by the DHCFP’s employed or contracted actuary and reviewed and approved by the federal Centers for Medicare and Medicaid Services (CMS). The rates are provided to the Vendor and become a part of this Contract. The total Contract not to exceed amount is $ ___________________. The State does not agree to reimburse Contractor for expenses unless otherwise specified in the incorporated attachments.  Any intervening end to a biennial appropriation period shall be deemed an automatic renewal (not changing the overall Contract term) or a termination as the results of legislative appropriation may require.



7. ASSENT.  The parties agree that the terms and conditions listed on incorporated attachments of this Contract are also specifically a part of this Contract and are limited only by their respective order of precedence and any limitations specified.



8. BILLING SUBMISSION: TIMELINESS.  The parties agree that timeliness of billing is of the essence to the contract and recognize that the State is on a fiscal year.  All billings for dates of service prior to July 1 must be submitted to the State no later than the first Friday in August of the same calendar year.  A billing submitted after the first Friday in August, which forces the State to process the billing as a stale claim pursuant to NRS 353.097, will subject the Contractor to an administrative fee not to exceed one hundred dollars ($100.00).  The parties hereby agree this is a reasonable estimate of the additional costs to the State of processing the billing as a stale claim and that this amount will be deducted from the stale claim payment due to the Contractor.


9. INSPECTION & AUDIT.




a.
Books and Records.  Contractor agrees to keep and maintain under generally accepted accounting principles (GAAP) full, true and complete records, contracts, books, and documents as are necessary to fully disclose to the State or United States Government, or their authorized representatives, upon audits or reviews, sufficient information to determine compliance with all state and federal regulations and statutes.




b.  Inspection & Audit.  Contractor agrees that the relevant books, records (written, electronic, computer related or otherwise), including, without limitation, relevant accounting procedures and practices of Contractor or its subcontractors, actuarial reports, financial statements, medical records, quality assurance data using the data and information set that the Secretary of Health and Human Services (Secretary) has specified for use under Part C of Title XVIII or such alternative data as the Secretary approves in consultation with the State facilities and accounting procedures of the Contractor, or any subcontract relevant to this Contract shall be subject, at any reasonable time, to inspection, examination,  review, audit, and copying at any office or location of Contractor where such records may be found, with or without notice by the DHCFP or its examiners or designees, State Board of Health, State Division of Public and Behavioral Health or is contractors or designees, State Auditor, the relevant state agency or its contracted examiners, the Department of Administration, Budget Division, the Nevada State Attorney General's Office or its Fraud Control Units, the State Legislative Auditor, and with regard to any federal funding, the relevant federal agency, the Comptroller General of the United States, the United States General Accounting Office, The Centers for Medicare and Medicaid Services, the Office of the Inspector General, or any of their authorized representatives or any other person or entity allowed by law for the purpose of assuring financial solvency, determining amounts payable, assuring availability, accessibility and quality assurance standards, facilitation of dispute arising from the contract, and investigation of any suspected Medicaid fraud or abuse by any contractor, subcontractor, or recipient. The DHCFP, its auditor or designee shall provide a preliminary review of any audit findings to the Contractor following the conclusion of the audit.  All subcontracts shall reflect requirements of this paragraph.




c.  Period of Retention.  All books, records, reports, and statements relevant to this Contract must be retained a minimum of six (6) years.  The retention period runs from the date of payment for the relevant goods or services by the State, or from the date of termination of the Contract, whichever is later.  Retention time shall be extended when an audit is scheduled or in progress for a period reasonably necessary to complete an audit and/or to complete any administrative and judicial litigation which may ensue.


    d. Upon termination of this agreement, the DHCFP reserves the right to audit Contractor for the destruction, purge and removal of all the DHCFP data from any Contractor servers, designated storage devices and physical locations. The DHCFP contracts with a health plan auditor to perform audits on behalf of the DHCFP. The DHCFP and its health plan auditor will comply with all applicable confidentiality laws and will not reveal any confidential information acquired as a result of the audit. The DHCFP has the right to review/audit records for the entire term of the agreement without limitation. Any information, documents, etc. which Contractor may deem as containing "trade secrets" or "proprietary" will not preclude an examination of such items through the audit process. Contractor will cooperate with the DHCFP and the DHCFP's health plan auditor in any audit reviews by providing access to all the DHCFP information regardless of format and storage medium. This agreement includes access to support staff to assist with system training and questions from the health plan auditor, and any other information relevant to the DHCFP as determined by the DHCFP and the DHCFP's health plan auditor at no cost to the DHCFP or the DHCFP's health plan auditor. The DHCFP is responsible for the fees charged by the health plan auditor. Contractors will not delay the audit process by limiting access to the information requested by the DHCFP's health plan auditor. Contractors will make reasonable accommodations for the DHCFP's health plan auditor to allow the auditor to proceed with the audit in the time frame established by the health plan auditor, which typically takes four (4) or five (5) working days. The DHCFP's health plan auditor will perform the audit on site where the staff responsible for managing the DHCFP data is located, as well as the physical storage location of all the DHCFP data. To clarify further: the DHCFP's health plan auditor or designee will be granted access to any systems, and files, logs or other materials as required to perform a thorough audit of the DHCFP data from any Contractor and/or any of Contractor’s subcontractors.



10. CONTRACT TERMINATION.




a.  Termination Without Cause.  Any discretionary or vested right of renewal notwithstanding, this Contract may be terminated upon written notice by mutual consent of both parties, or unilaterally by either party without cause upon not less than 180 calendar days notice, in writing and delivered by certified mail or in person to the other parties designated representative.  


    b. Either Party. In the event the DHCFP and the Contractor cannot reach agreement on a material change to the contract negotiated under the terms of this contract, and all reasonable efforts have been made in good faith by both parties to come to agreement on said change, then either party may, with not less than one hundred-eighty (180) calendar days prior written notice, or by contract termination, terminate this contract without prejudice to either party. All other terms and conditions of this contract apply. By such termination, neither party may nullify obligations already incurred for performance or failure to perform prior to the date of termination.


c.  State Termination for Non-appropriation.  The continuation of this Contract beyond the current biennium is subject to and contingent upon sufficient funds being appropriated, budgeted, and otherwise made available by the State Legislature and/or federal sources.  The State may terminate this Contract, and Contractor waives any and all claim(s) for damages, effective immediately upon receipt of written notice (or any date specified therein) if for any reason the Contracting Agency’s funding from State and/or federal sources is not appropriated or is withdrawn, limited, or impaired.




d.  Cause Termination for Default or Breach.  Subject to the right to cure provisions specified in paragraph 10(d)(ix), a default or breach may be declared with or without termination. Paragraph 10 (a), 10(b), and 10 (c) notwithstanding, the DHCFP may terminate this contract, and the Contractor is not entitled to claim damages, effective upon delivery of written notice to the Contractor, or such later as may be established by the DHCFP. This Contract may be terminated by either party upon written notice of default or breach to the other party as follows:





i.
If Contractor fails to provide or satisfactorily perform any of the conditions, work, deliverables, goods, or services called for by this Contract within the time requirements specified in this Contract or within any granted extension of those time requirements; or





ii. The DHCFP has determined the Contractor has failed to carry out the substantive terms of the contract or has failed to meet applicable requirements in Section 1902, 1932, 1903(m) of the Act; or





iii.  If any state, county, city or federal license, authorization, waiver, permit, qualification or certification required by statute, ordinance, law, or regulation to be held by Contractor to provide the goods or services required by this Contract is for any reason denied, revoked, debarred, excluded, terminated, suspended, lapsed, or not renewed; or





iv. If the Contractor fails to provide, either directly or through, all services called for by this contract for any eligible recipient who chooses to enroll or is automatically enrolled with the Contractor and, at the DHCFP’s discretion, may subject the Contractor to Intermediate Sanctions under incorporated Attachment BB and other remedies under paragraphs 11, 12, and 13 of this Contract, and incorporated Attachment BB; or


v. If Contractor becomes insolvent, subject to receivership, or becomes voluntarily or involuntarily subject to the jurisdiction of the bankruptcy court; or





vi. If the State materially breaches any material duty under this Contract and any such breach impairs Contractor's ability to perform; or





vii. If it is found by the State that any quid pro quo or gratuities in the form of money, services, entertainment, gifts, or otherwise were offered or given by Contractor, or any agent or representative of Contractor, to any officer or employee of the State of Nevada with a view toward securing a contract or securing favorable treatment with respect to awarding, extending, amending, or making any determination with respect to the performing of such contract; or



viii. If it is found by the State that Contractor has failed to disclose any material conflict of interest relative to the performance of this Contract.



ix. Right to Cure. Paragraphs 10(a), 10(b), 10(c), and 10(d) notwithstanding, the DHCFP, and consistent with Paragraph 10(f) below, the State must provide the Contractor a fifteen (15) day right to cure period with respect to any alleged breach under Paragraphs 10(a) through 10(d). If the Contractor has failed to cure the alleged breach during that fifteen (15) day period, then by prior written notice of not less than sixty (60) calendar days to the Contractor, running from the expiration of the fifteen (15) day right to cure period, the DHCFP may elect to terminate the whole or any service area part of this contract, in addition to its other remedies for: (a) Contractor default (including breach of contract or intermediate sanctions); (b) failure to meet the requirements in Section 1903(m), or Section 1932 of Title XIX of the Social Security Act or Title XXI of the SSA or, subsequent regulations. The prior written notice will explain the basis and nature of the sanction and the Contractor's right to request a pre-termination hearing as well as the date, time and place of the hearing. Such a hearing request must be in writing and received within thirty (30) calendar days of receipt of the DHCFP's notice of termination. The pre-termination hearing will be conducted by the DHCFP Administrator, who will also be the decision maker. There will be no appeal rights. In these cases where a termination hearing is requested, the State may give the contractor's enrollees written notice of the State's plan to terminate the contract and may allow enrolled recipients to disenroll immediately without cause (SSA 1932(e)(4)). Should the Contractor elect to participate in a pre-termination hearing, the State will provide the Contractor with a written hearing decision within fifteen (15) days of the close of the hearing. Should the State affirm the termination decision, the Contractor will be provided with the effective date of the termination in the written hearing decision. In addition, the State will provide enrolled recipients written notice of the termination decision and effective date as well as information consistent with 42 CFR 438.10 with regard to their options for receiving medical assistance coverage for which they are eligible following the effective date of the termination.


x. General Termination Provision. On any termination, unless otherwise specified by this contract, the Contractor shall arrange services at the Contractor's expense through the end of that month for which a full capitated payment has already been paid for that recipient. The Contractor shall provide or arrange for the provision of all covered and medically necessary services for all enrolled recipients until such time as the recipients are placed under the care of another DHCFP contracted provider, but not to exceed one hundred eighty (180) calendar days from the date of notice of contract termination. The Contractor shall be responsible for any and all costs incurred by the DHCFP for notifying its enrollees, including production and distribution of materials, as may be required to meet the requirements as set for in 42 CFR 438.710(b)(2)(iii). The Contractor shall be compensated on a prepaid, per recipient, per month payment as payment in full for any and all medically necessary covered services provided to the recipient during the transition period, and in accordance with the contract, i.e., stop-loss, capitation and SOBRA reconciliation. Except as otherwise provided in this contract and Section 1932 of the Social Security Act (SSA), the rights and remedies of the DHCFP shall not be exclusive and are in addition to any other rights and remedies provided by law or equity under this contract, including but not limited to actual damages, and reasonable attorney's fees and costs as a prevailing party. Liquidated damages may be assessed in addition to any other remedies.



 e. Related Entities. The DHCFP may terminate this Contract with not less than one hundred-eighty (180) calendar days prior written notice if a Related Entity to the Contractor provides Managed Care Organization Services under a separate contract procured through Managed Care RFP 3260.(For purposes of this paragraph, a Related Entity is an entity the DHCFP in its sole discretion determines has common ownership or management with the Contractor that is not in the best interest of the administration of the Medicaid program and the State of Nevada.


 f. Time to Correct. Termination upon a declared default or breach may be exercised only after service of formal written notice as specified in paragraph four (4), and the subsequent failure of the defaulting party within fifteen (15) calendar days of receipt of that notice to provide evidence, satisfactory to the aggrieved party, showing that the declared default or breach has been corrected.



    g. Winding Up Affairs Upon Termination.  In the event of termination of this Contract for any reason, the parties agree that the provisions of this paragraph survive termination:





i. The parties shall account for and properly present to each other all claims for fees and expenses and pay those which are undisputed and otherwise not subject to set off under this Contract.  Neither party may withhold performance of winding up provisions solely based on nonpayment of fees or expenses accrued up to the time of termination; and




ii. Contractor shall satisfactorily complete work in progress at the agreed rate (or a pro rata basis if necessary) if so requested by the Contracting Agency; and




iii. Contractor shall execute any documents and take any actions necessary to effectuate an assignment of this Contract if so requested by the Contracting Agency; and




iv. Contractor shall preserve, protect and promptly deliver into State possession all proprietary information in accordance with paragraph twenty-one (21), State Ownership of Proprietary Information:


a) Contractor shall recognize that the services provided as a result of this contract are vital to the DHCFP and that continuity thereof must be maintained at a consistently high level without interruption. To that end, the Contractor shall, upon termination or completion of this contract, immediately proceed to complete any and all necessary care or services ordered or in progress and report results promptly. The Contractor is expected to effectively and cooperatively refer inquiries to the appropriate successor as designated by the DHCFP; and



b) Contractor shall preserve, protect and promptly deliver into State possession all proprietary information in accordance with paragraph (22); and


  c)  Contractor shall pay all outstanding provider claims for all covered medically necessary services



                               provided to enrolled recipients up to the date of termination.


  h. Contractor. In the event the DHCFP fails to perform its responsibilities hereunder and breaches a provision of this contract, Contractor shall provide the breaching party with notice of its fifteen (15) day right to cure period. If State fails to cure within fifteen (15) day period by prior written notice of not less than sixty (60) days running from the expiration of the fifteen (15) day right to cure, Contractor may elect to terminate the whole, or any service area portion of the contract.



11. REMEDIES.   Except as otherwise provided for by law or this Contract, the rights and remedies of the parties shall not be exclusive and are in addition to any other rights and remedies provided by law or equity, including, without limitation, actual damages, and to a prevailing party reasonable attorneys' fees and costs.  It is specifically agreed that reasonable attorneys' fees shall include, without limitation, one hundred and twenty-five dollars ($125.00) per hour for either party’s attorneys. The State may set off consideration against any unpaid obligation of Contractor to any State agency in accordance with NRS 353C.190.  In the event that the Contractor voluntarily or involuntarily becomes subject to the jurisdiction of the Bankruptcy Court, the State may set off consideration against any unpaid obligation of Contractor to the State or its agencies, to the extent allowed by bankruptcy law, without regard to whether the procedures of NRS 353C.190 have been utilized.


12. LIMITED LIABILITY.  The State will not waive and intends to assert available NRS chapter 41 liability limitations in all cases.  Contract liability of both parties shall not be subject to punitive damages.  Liquidated damages shall not apply unless otherwise specified in the incorporated attachments. Damages for any State breach shall never exceed the amount of funds appropriated for payment under this Contract, but not yet paid to Contractor, for the fiscal year budget in existence at the time of the breach.  Damages for any Contractor breach shall not exceed one hundred and fifty percent (150%) of the contract maximum “not to exceed” value.  Contractor’s tort liability shall not be limited. 



13. FORCE MAJEURE.  Neither party shall be deemed to be in violation of this Contract if it is prevented from performing any of its obligations hereunder due to strikes, failure of public transportation, civil or military authority, act of public enemy, accidents, fires, explosions, or acts of God, including without limitation, earthquakes, floods, winds, or storms.  In such an event the intervening cause must not be through the fault of the party asserting such an excuse, and the excused party is obligated to promptly perform in accordance with the terms of the Contract after the intervening cause ceases.



14. INDEMNIFICATION.  To the fullest extent permitted by law Contractor shall indemnify, hold harmless and defend, not excluding the State's right to participate, the State from and against all liability, claims, actions, damages, losses, and expenses, including, without limitation, reasonable attorneys' fees and costs, arising out of any alleged negligent or willful acts or omissions of Contractor, its officers, employees and agents. This includes liability, claims, actions damages, losses and expenses for payments to service providers for services rendered to Contractor's enrollees. The Vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless from any and all liabilities, losses, settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ fees) which are related to any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP for which a subcontractor is the primary obligor. 


15. INDEPENDENT CONTRACTOR.  Contractor is associated with the State only for the purposes and to the extent specified in this Contract, and in respect to performance of the contracted services pursuant to this Contract, Contractor is and shall be an independent contractor and, subject only to the terms of this Contract, shall have the sole right to supervise, manage, operate, control, and direct performance of the details incident to its duties under this Contract.  Nothing contained in this Contract shall be deemed or construed to create a partnership or joint venture, to create relationships of an employer-employee or principal-agent, or to otherwise create any liability for the State whatsoever with respect to the indebtedness, liabilities, and obligations of Contractor or any other party.  Contractor shall be solely responsible for, and the State shall have no obligation with respect to: (1) withholding of income taxes, FICA or any other taxes or fees; (2) industrial insurance coverage; (3) participation in any group insurance plans available to employees of the State; (4) participation or contributions by either Contractor or the State to the Public Employees Retirement System; (5) accumulation of vacation leave or sick leave; or (6) unemployment compensation coverage provided by the State.  Contractor shall indemnify and hold State harmless from, and defend State against, any and all losses, damages, claims, costs, penalties, liabilities, and expenses arising or incurred because of, incident to, or otherwise with respect to any such taxes or fees.  Neither Contractor nor its employees, agents, nor representatives shall be considered employees, agents, or representatives of the State. The State and Contractor shall evaluate the nature of services and the term of the Contract negotiated in order to determine "independent contractor" status, and shall monitor the work relationship throughout the term of the Contract to ensure that the independent contractor relationship remains as such.  To assist in determining the appropriate status (employee or independent contractor), Contractor represents as follows:



			


			


			

      Contractor's Initials





			


			


			


			
YES 


			
NO





			1.


			Does the Contracting Agency have the right to require control of when, where and how the independent contractor is to work?


			


			



			






			2.


			Will the Contracting Agency be providing training to the independent contractor?


			


			



			






			3.


			Will the Contracting Agency be furnishing the independent contractor with worker's space, equipment, tools, supplies or travel expenses?


			


			



			






			4.


			Are any of the workers who assist the independent contractor in performance of his/her duties employees of the State of Nevada?


			


			



			






			5.


			Does the arrangement with the independent contractor contemplate continuing or recurring work (even if the services are seasonal, part‑time, or of short duration)?


			


			



			






			6.


			Will the State of Nevada incur an employment liability if the independent contractor is terminated for failure to perform?


			


			



			






			7.


			Is the independent contractor restricted from offering his/her services to the general public while engaged in this work relationship with the State?


			


			



			









16. INSURANCE SCHEDULE. Unless expressly waived in writing by the State, Contractor, as an independent contractor and not an employee of the State, must carry policies of insurance and pay all taxes and fees incident hereunto.  Policies shall meet the terms and conditions as specified within this Contract along with the additional limits and provisions as described in Attachment CC, incorporated hereto by attachment. The State shall have no liability except as specifically provided in the Contract.  



The Contractor shall not commence work before:




1) Contractor has provided the required evidence of insurance to the Contracting Agency of the State, and




2) The State has approved the insurance policies provided by the Contractor.



Prior approval of the insurance policies by the State shall be a condition precedent to any payment of consideration under this Contract and the State’s approval of any changes to insurance coverage during the course of performance shall constitute an ongoing condition subsequent this Contract.  Any failure of the State to timely approve shall not constitute a waiver of the condition.



Insurance Coverage:  The Contractor shall, at the Contractor’s sole expense, procure, maintain and keep in force for the duration of the Contract insurance conforming to the minimum limits as specified in Attachment CC, incorporated hereto by attachment.  Unless specifically stated herein or otherwise agreed to by the State, the required insurance shall be in effect prior to the commencement of work by the Contractor and shall continue in force as appropriate until:



1. Final acceptance by the State of the completion of this Contract; or



2. Such time as the insurance is no longer required by the State under the terms of this Contract;



Whichever occurs later.



Any insurance or self-insurance available to the State shall be in excess of, and non-contributing with, any insurance required from Contractor.  Contractor’s insurance policies shall apply on a primary basis.  Until such time as the insurance is no longer required by the State, Contractor shall provide the State with renewal or replacement evidence of insurance no less than thirty (30) days before the expiration or replacement of the required insurance.  If at any time during the period when insurance is required by the Contract, an insurer or surety shall fail to comply with the requirements of this Contract, as soon as Contractor has knowledge of any such failure, Contractor shall immediately notify the State and immediately replace such insurance or bond with an insurer meeting the requirements.



General Requirements:


a.
Additional Insured:  By endorsement to Contractor’s general liability insurance policy, the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 shall be named as additional insureds for all liability arising from the Contract.



b.
Waiver of Subrogation: Each insurance policy shall provide for a waiver of subrogation against the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307, for losses arising from work/materials/equipment performed or provided by or on behalf of the Contractor.



c.
Cross-Liability:  All required liability policies shall provide cross-liability coverage as would be achieved under the standard ISO separation of insureds clause. 



d.
Deductibles and Self-Insured Retentions: Insurance maintained by Contractor shall apply on a first dollar basis without application of a deductible or self‑insured retention unless otherwise specifically agreed to by the State. Such approval shall not relieve Contractor from the obligation to pay any deductible or self‑insured retention.  Any deductible or self-insured retention shall not exceed fifty thousand dollars ($50,000.00) per occurrence, unless otherwise approved by the Risk Management Division. 



e.
Policy Cancellation:  Except for ten (10) days notice for non-payment of premium, each insurance policy shall be endorsed to state that without thirty (30) days prior written notice to the State of Nevada, c/o the DHCFP, the policy shall not be canceled, non-renewed or coverage and /or limits reduced or materially altered, and shall provide that notices required by this paragraph shall be sent by certified mailed to the address shown on page one (1) of this contract:



f.
Approved Insurer:  Each insurance policy shall be:




1)  Issued by insurance companies authorized to do business in the State of Nevada or eligible surplus lines insurers acceptable to the State and having agents in Nevada upon whom service of process may be made; and 



2)  Currently rated by A.M. Best as “A-VII” or better.



Evidence of Insurance:



Prior to the start of any Work, Contractor must provide the following documents to the contracting State agency:



1)  Certificate of Insurance:  The Acord 25 Certificate of Insurance form or a form substantially similar must be submitted to the State to evidence the insurance policies and coverages required of Contractor. The certificate must name the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 as the certificate holder.  The certificate should be signed by a person authorized by the insurer to bind coverage on its behalf.  The state project/contract number; description and contract effective dates shall be noted on the certificate, and upon renewal of the policies listed Contractor shall furnish the State with replacement certificates as described within Insurance Coverage, section noted above.



Mail all required insurance documents to the State Contracting Agency identified on page one of the contract.  


2)  Additional Insured Endorsement:  An Additional Insured Endorsement (CG 20 10 11 85  or CG 20 26 11 85) , signed by an authorized insurance company representative, must be submitted to the State to evidence the endorsement of the State as an additional insured per General Requirements, subsection a above.



3)  Schedule of Underlying Insurance Policies:  If Umbrella or Excess policy is evidenced to comply with minimum limits, a copy of the underlying Schedule from the Umbrella or Excess insurance policy may be required.  



Review and Approval:  Documents specified above must be submitted for review and approval by the State prior to the commencement of work by Contractor.  Neither approval by the State nor failure to disapprove the insurance furnished by Contractor shall relieve Contractor of Contractor’s full responsibility to provide the insurance required by this Contract.  Compliance with the insurance requirements of this Contract shall not limit the liability of Contractor or its sub-contractors, employees or agents to the State or others, and shall be in addition to and not in lieu of any other remedy available to the State under this Contract or otherwise.  The State reserves the right to request and review a copy of any required insurance policy or endorsement to assure compliance with these requirements.



17. COMPLIANCE WITH LEGAL OBLIGATIONS.  Contractor shall procure and maintain for the duration of this Contract any state, county, city or federal license, authorization, waiver, permit, qualification or certification required by statute, ordinance, law, or regulation to be held by Contractor to provide the goods or services required by this Contract.  Contractor will be responsible to pay all taxes, assessments, fees, premiums, permits, and licenses required by law.  Real property and personal property taxes are the responsibility of Contractor in accordance with NRS 361.157 and NRS 361.159.  Contractor agrees to be responsible for payment of any such government obligations not paid by its subcontractors during performance of this Contract.  The State may set-off against consideration due any delinquent government obligation in accordance with NRS 353C.190.



18. WAIVER OF BREACH.  Failure to declare a breach or the actual waiver of any particular breach of the Contract or its material or nonmaterial terms by either party shall not operate as a waiver by such party of any of its rights or remedies as to any other breach.



19. SEVERABILITY.  If any provision contained in this Contract is held to be unenforceable by a court of law or equity, this Contract shall be construed as if such provision did not exist and the non-enforceability of such provision shall not be held to render any other provision or provisions of this Contract unenforceable.



20. ASSIGNMENT/DELEGATION.  To the extent that any assignment of any right under this Contract changes the duty of either party, increases the burden or risk involved, impairs the chances of obtaining the performance of this Contract, attempts to operate as a novation, or includes a waiver or abrogation of any defense to payment by State, such offending portion of the assignment shall be void, and shall be a breach of this Contract.  Contractor shall neither assign, transfer nor delegate any rights, obligations or duties under this Contract without the prior written consent of the State.



21. STATE OWNERSHIP OF PROPRIETARY INFORMATION.  Any reports, histories, studies, tests, manuals, instructions, photographs, negatives, blue prints, plans, maps, data, system designs, computer code (which is intended to be consideration under the Contract), or any other documents or drawings, prepared or in the course of preparation by Contractor (or its subcontractors) in performance of its obligations under this Contract shall be the exclusive property of the State and all such materials shall be delivered into State possession by Contractor upon completion, termination, or cancellation of this Contract. Contractor shall not use, willingly allow, or cause to have such materials used for any purpose other than performance of Contractor's obligations under this Contract without the prior written consent of the State.  Notwithstanding the foregoing, the State shall have no proprietary interest in any materials licensed for use by the State that are subject to patent, trademark or copyright protection.



22. PUBLIC RECORDS.  Pursuant to NRS 239.010, information or documents received from Contractor may be open to public inspection and copying.  The State has a legal obligation to disclose such information unless a particular record is made confidential by law or a common law balancing of interests.  Contractor may label specific parts of an individual document as a "trade secret" or "confidential" in accordance with NRS 333.333, provided that Contractor thereby agrees to indemnify and defend the State for honoring such a designation.  The failure to so label any document that is released by the State shall constitute a complete waiver of any and all claims for damages caused by any release of the records. 



23. CONFIDENTIALITY.  Contractor shall keep confidential all information, in whatever form, produced, prepared, observed or received by Contractor to the extent that such information is confidential by law or otherwise required by this Contract.


24. FEDERAL FUNDING.  In the event federal funds are used for payment of all or part of this Contract:




a.  Contractor certifies, by signing this Contract, that neither it nor its principals are presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any federal department or agency.  This certification is made pursuant to the regulations implementing Executive Order 12549, Debarment and Suspension, 28 C.F.R. pt. 67, § 67.510, as published as pt. VII of the May 26, 1988, Federal Register (pp. 19160-19211), and any relevant program-specific regulations. This provision shall be required of every subcontractor receiving any payment in whole or in part from federal funds.




b.  Contractor and its subcontractors shall comply with all terms, conditions, and requirements of the Americans with Disabilities Act of 1990 (P.L. 101-136), 42 U.S.C. 12101, as amended, and regulations adopted thereunder contained in 28 C.F.R. 26.101-36.999, inclusive, and any relevant program-specific regulations.




c.  Contractor and its subcontractors shall comply with the requirements of the Civil Rights Act of 1964, as amended, the Rehabilitation Act of 1973, P.L. 93-112, as amended, and any relevant program-specific regulations, and shall not discriminate against any employee or offeror for employment because of race, national origin, creed, color, sex, religion, age, disability or handicap condition (including AIDS and AIDS-related conditions.) 



    d. The Contractor shall furnish, upon request by the DHCFP, the U.S. Secretary of Health and Human Services, or other appropriate agencies as designated by the DHCFP, with such information, by copy, prior to the effective date of this contract, or as may be requested, including, but not limited to, information of ownership and control and information on persons convicted of crimes required by Title 42 of the Code of Federal Regulations, Part 455; or debarred, suspended, or otherwise excluded from any federal program. Within thirty-five (35) days of the date of request, the Contractor must provide full and complete information about the ownership of any subcontractor with whom the Contractor has had business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. Failure to timely comply with the request will result in withholding of payment. Payment for services will cease on the day following the date the information was due and begin again on the day after the date on which the information was received.


    e. The Contractor, by executing this contract, certifies that it does not currently have, pursuant to 42 USC § 1396a(p) and 42 CFR § 434.80 regarding any Contractor, any person or entity with direct or indirect ownership interest or control of five percent (5%) or more in the Contractor, any officer, director, agent, contractor or managing employee of the Contractor, who has been convicted of any offense or received certain sanctions described in 42 USC § 1320a-7(a) and (b) 8 and 42 CFR 455.100 through 455.106, that is excluded or could be excluded, or that has been debarred, suspended, proposed for debarment, declared ineligible or voluntarily excluded from any federal program and any individual or entity excluded from Medicare or Medicaid participation, or debarred, suspended, or excluded from any federal program that the Contractor employs or contracts with directly or indirectly. Each Contractor shall investigate and promptly, fully disclose to the DHCFP the existence of any and all above referenced convictions and sanctions by the relevant persons and entities listed above, regardless of any opinion whether or not the entity or person could be excluded in accordance with 42 CFR 455.104. Such offense or sanction includes but is not limited to any debarment or suspension as a federal contractor under 28 CFR Part 67 or other exclusions contained in 42 USC § 1320a-7, inclusive. This provision shall be required of every subcontractor receiving any payment in whole or in part from federal funds.


    f. If the Contractor or one of the relevant persons is already debarred, suspended or excluded from a federal program or has failed to fully disclose all crimes, sanctions or offenses as called for herein, the Contractor will be summarily disqualified from contracting solely based upon a fact or facts that could be the basis of an exclusion. However, a Contractor who is found by the DHCFP or CMS to be subject to exclusion from Medicaid risk contracting will be denied a contract, or an existing contract will be made voidable by the State. This provision applies to subcontractors, and shall be included in all subcontracts.


   g. In consideration of the State's processing of the Contractor's contract, the Contractor shall hereby waive any and all claims for damages of any kind, at law or equity, for application of the law or regulations regarding exclusions or sanctions. In addition, pursuant to 42 CFR § 455.106, the State, at its discretion, may refuse to enter into or may terminate a contract with a Contractor, if it is determined that the Contractor did not fully and accurately disclose the identity of any person who has ownership or controlling interest in the Contractor, or is an agent or managing employee of the Contractor, that has been convicted of a criminal offense related to that person's involvement in any program under Medicare, Medicaid, or the Title XXI Services Program since the inception of those programs.



1) The Contractor must disclose ownership and control information, and information on the Contractor's owners and other persons convicted of criminal offenses against Medicare, Medicaid, or the Title XXI services program as stated in 42 CFR 455.100 through 455.106.



2) The Contractor shall advise the DHCFP, in writing, within fourteen (14) calendar days of any change of ownership, address, or any other information pertinent to the receipt of Title XIX Medicaid and Title XXI Nevada Check Up funds.



3) The Contractor must comply with all applicable federal and State laws and regulations including Title VI of the Civil Rights Act of 1964; Title IX of the Education Amendments of 1972 (regarding education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 1973; and the Americans with Disabilities Act; the Equal Employment Opportunity Act (Executive Orders 11246 and 11375); the Copeland Anti-Kickback Act (18 U.S.C. 874 and 40 U.S.C. 276c); the Davis-Bacon Act, as amended (40 U.S.C. 276a to a-7); Contract Work Hours and Safety Standards Act (40 U.S.C. 327-333); Rights to Inventions Made Under a Contract or Agreement; Clean Air Act (42 U.S.C. 7401 et seq.) and the Federal Water Pollution Control Act as amended (33 U.S.C. 1251 et seq.; Byrd Anti-Lobbying Amendment (31 U.S.C. 1352); and Debarment and Suspension (Executive Orders 12549 and 12689); Energy Policy and Conservation Act. This paragraph shall be included in all subcontracts.


The Contractor shall also address in its policies and procedures regarding ADA compliance with the following issues:



a) Provider refusal to treat qualified individuals with disabilities including, but not limited to, individuals with HIV/AIDS; and



b) The Contractor's role in ensuring providers receive available resource information on how to accommodate qualified individuals with a disability, particularly mobility-impaired enrollees, in examination rooms and for examinations; and



c) How the Contractor will accommodate visually- and hearing-impaired individuals, and assist its providers in communicating with these individuals; and



d) How the Contractor will accommodate individuals with communication-affecting disorders, and assist its providers in communicating with these individuals; and



e) Holding community events as part of its provider and consumer education responsibilities in places of public accommodation, i.e., facilities readily accessible to, and useable by, qualified individuals with disabilities; and



f) How the Contractor will ensure it will link qualified individuals who have disabilities with the providers/specialists who have the knowledge and expertise in treating the illness, condition, and special needs of the recipients.



4) This provision shall include, but not be limited to, the following: employment; subcontracts; upgrading; demotion or transfer; recruitment or recruitment advertising; layoff or termination; rate of pay or other forms of compensation; and, selection for training, including apprenticeship. The Contractor and its subcontractors must also not discriminate against Medicaid and Nevada Check Up recipients based on the same civil rights identifiers mentioned above. Non-discrimination notices must be posted to inform recipients and employees of the Contractor's and subcontractor's nondiscrimination policies and practices. These paragraphs shall be included in all subcontracts.



5) The Contractor must provide services in accordance with all applicable federal or State laws. This includes, but is not limited to, restriction on abortions as given in the Hyde Amendment; and the requirements of NRS



6) 689B.520 ("Group plan or coverage that includes coverage for maternity care and pediatric care: Required to allow minimum stay in hospital in connection with childbirth; prohibited acts"), as referenced in NRS 695C.172.1 ("Coverage relating to complications of pregnancy") regarding a female insured for whom parturition is covered and her infant to remain in the medical facility in which the insured gave birth.


These paragraphs shall be included in all subcontracts.



25. LOBBYING.  The parties agree, whether expressly prohibited by federal law, or otherwise, that no funding associated with this contract will be used for any purpose associated with or related to lobbying or influencing or attempting to lobby or influence for any purpose the following:



a.  Any federal, state, county or local agency, legislature, commission, counsel or board; 



b.  Any federal, state, county or local legislator, commission member, counsel member, board member, or other elected official; or



c.  Any officer or employee of any federal, state, county or local agency; legislature, commission, counsel or board.



26. WARRANTIES.  




a.
General Warranty.  Contractor warrants that all services, deliverables, and/or work product under this Contract shall be completed in a workmanlike manner consistent with standards in the trade, profession, or industry; shall conform to or exceed the specifications set forth in the incorporated attachments; and shall be fit for ordinary use, of good quality, with no material defects.



b. System Compliance.  Contractor warrants that any information system application(s) shall not experience abnormally ending and/or invalid and/or incorrect results from the application(s) in the operating and testing of the business of the State. 



27. PROPER AUTHORITY.  The parties hereto represent and warrant that the person executing this Contract on behalf of each party has full power and authority to enter into this Contract.  Contractor acknowledges that as required by statute or regulation this Contract is effective only after approval by the State Board of Examiners and only for the period of time specified in the Contract.  Any services performed by Contractor before this Contract is effective or after it ceases to be effective are performed at the sole risk of Contractor.  



28.  NOTIFICATION OF UTILIZATION OF CURRENT OR FORMER STATE EMPLOYEES.  Contractor has disclosed to the State all persons that the Contractor will utilize to perform services under this Contract who are Current State Employees or Former State Employees.   Per NRS 281A.550 the Vendor may not employ a Division of Health Care Financing and Policy employee, or former employee for one year after termination of employment, whose principle duties include/included formulation of policy contained in the regulations governing the vendor, or who performed activities, or controlled or influenced an audit, decision, investigation or other action which affected the vendor or who may possess knowledge of the trade secrets of a direct business competitor. Contractor will not utilize any of its employees who are Current State Employees or Former State Employees to perform services under this contract without first notifying the Contracting Agency of the identity of such persons and the services that each such person will perform, and receiving from the Contracting Agency approval for the use of such persons.


29.  ASSIGNMENT OF ANTITRUST CLAIMS.  Contractor irrevocably assigns to the State any claim for relief or cause of action which the Contractor now has or which may accrue to the Contractor in the future by reason of any violation of state of Nevada or federal antitrust laws in connection with any goods or services provided to the Contractor for the purpose of carrying out the Contractor's obligations under this Contract, including, at the State’s option, the right to control any such litigation on such claim for relief or cause of action.  Contractor shall require any subcontractors hired to perform any of Contractor's obligations under this Contract to irrevocably assign to the State, as third party beneficiary, any right, title or interest that has accrued or which may accrue in the future by reason of any violation of state of Nevada or federal antitrust laws in connection with any goods or services provided to the subcontractor for the purpose of carrying out the subcontractor's obligations to the Contractor in pursuance of this Contract, including, at the State’s option, the right to control any such litigation on such claim or relief or cause of action.


30. GOVERNING LAW; JURISDICTION.  This Contract and the rights and obligations of the parties hereto shall be governed by, and construed according to, the laws of the State of Nevada, without giving effect to any principle of conflict of laws that would require the application of the law of any other jurisdiction.  The parties consent to the exclusive jurisdiction of the First Judicial District Court, Carson City, Nevada for enforcement of this Contract.



31. ENTIRE CONTRACT AND MODIFICATION.  This Contract and its integrated attachment(s) constitute the entire agreement of the parties and as such are intended to be the complete and exclusive statement of the promises, representations, negotiations, discussions, and other agreements that may have been made in connection with the subject matter hereof.  Unless an integrated attachment to this Contract specifically displays a mutual intent to amend a particular part of this Contract, general conflicts in language between any such attachment and this Contract shall be construed consistent with the terms of this Contract.  Unless otherwise expressly authorized by the terms of this Contract, no modification or amendment to this Contract shall be binding upon the parties unless the same is in writing and signed by the respective parties hereto and approved by the Office of the Attorney General and the State Board of Examiners.




IN WITNESS WHEREOF, the parties hereto have caused this Contract to be signed and intend to be legally bound thereby.



Independent Contractor's Signature




Date

Independent's Contractor's Title








Signature












Date

Title



Signature












Date

Title



Signature












Date

Title





















APPROVED BY BOARD OF EXAMINERS



Signature - Board of Examiners





















On 









Approved as to form by:













(Date)





















On 









Deputy Attorney General for Attorney General








(Date)
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Part II – Cost Proposal 
RFP Title: MCO 
RFP: 3260 
Vendor Name: WellCare of Nevada, Inc. 
Address: Mountain View Corporate 


5470 Kietzke Lane, Suite 300 
Reno, NV 895111 
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Attachment H – Cost Proposal 


RFP 3260 Medicaid Managed Care Organization Services 


 


Vendor Name: _______________WellCare of Nevada, Inc._____________________ 


 


Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and related services.  
Clearly specify the nature of all expenses anticipated. 


Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to determine rates is 
certified to be actuarially sound. 


Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017 relative to the 
rates effective at the time of the proposal.  The DHCFP reserves the right to further negotiate this Administrative 
Rate prior to contract signing.  


**Note that this process may result in the participating health plans having different rates. 


An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In addition to a capitated 
rate to cover the costs of required medical services, an Administrative rate is paid to cover organizational costs. 


5.1 Administrative Costs 


There are two separate cost components in administrative costs: 


5.1.1 Non-Medical Administrative Costs:   


Those costs (both direct and indirect) necessary to administer the Medicaid managed care 
program. 


5.1.1.1 Direct Expenses:  Those expenses that can be charged directly as a part of the overall 
administrative costs; and, 


5.1.1.2 Indirect Expenses: Those elements of costs necessary in the performance of 
administering the program that are of such a nature that the amount applicable to the 
program cannot be determined accurately or readily (i.e., rent, heat, electrical power, 
salaries and benefits of management personnel which are allocated to different programs, 
etc.). 


5.1.2 Medical Administrative Costs 


5.1.2.1 Either direct or indirect, related to recipient medical care management (i.e., development 
of physician protocols for disease management, utilization review activities, case management 
costs, and medical information management systems). 


5.1.2.2 DHCFP will review Medical Administrative Costs for reasonability and in the context of 
the benefit received by the client and DHCFP (i.e., is the cost of developing physician protocols 
for disease management less than or equal to the fiscal and health outcome benefit received). 


5.2 Non-Medical Costs: 


The following are not considered administrative costs.  They are, however, included in the overall 
percentage of non-medical costs, and will be reviewed for reasonableness by DHCFP: 


Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net income, 
divided by total revenues received from DHCFP); and, 


Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a percentage of the 
revenues received) for potential unknown risks and contingencies. 
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5.1 Administrative Costs 


5.1.1 Non-Medical Administrative Cost:    7.2%  


5.1.2 Medical Administrative Cost:    2.3% 


 


5.2 Non-Medical Costs 


 5.2.1 Profit:       0.5%  


 5.2.2 Risk and Contingencies:    0.5%  


 


Total Administrative Cost Proposal:    10.5%  


Premium Tax:       3.5%  


 


The Total Administrative Cost Proposal excludes amounts for Premium Tax and Health 
Insurer Fee. 


The Premium Tax percentage above assumes the following formula will be used to 
develop the total capitation rate: 


(𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴 𝑴𝑴𝒄𝒄𝒄𝒄𝒄𝒄 𝒏𝒏𝑴𝑴𝒄𝒄 𝒄𝒄𝒐𝒐 𝒎𝒎𝑴𝑴𝒄𝒄𝑴𝑴𝒎𝒎𝒏𝒏𝑴𝑴𝒄𝒄𝒎𝒎) / (𝟏𝟏 –  𝑴𝑴𝑴𝑴𝒎𝒎𝑴𝑴𝒏𝒏 % –  𝒑𝒑𝒎𝒎𝒄𝒄𝒐𝒐𝑴𝑴𝒄𝒄/𝒎𝒎𝑴𝑴𝒄𝒄𝒓𝒓 %) + (𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝑴𝒄𝒄𝑴𝑴𝒄𝒄𝒏𝒏𝑴𝑴𝑴𝑴 𝒎𝒎𝑴𝑴𝒄𝒄𝑴𝑴𝒎𝒎𝒏𝒏𝑴𝑴𝒄𝒄𝒎𝒎 𝑴𝑴𝑴𝑴𝒎𝒎𝑴𝑴𝒏𝒏)
𝟏𝟏 –  𝒑𝒑𝒎𝒎𝑴𝑴𝒎𝒎𝑴𝑴𝒑𝒑𝒎𝒎 𝒄𝒄𝑴𝑴𝒕𝒕 %


 


The Premium Tax amount above assumes no Premium Tax on revenue for the Health 
Insurer Fee; when revenue for the Health Insurer Fee is paid to plans, a Premium Tax on 
that amount will need to be included in the payment. 
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3. SCOPE OF WORK


3.1 GENERAL


3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, 
which will administer a managed care program to assist the DHCFP in reaching its 
goal to provide quality health care to the targeted populations enrolled into a 
managed care entity.  


We are pleased to submit our response to this request for proposal for Medicaid 
services in Nevada. This Scope of Work represents a unique approach to Medicaid 
service delivery; one that leverages the experience of the region’s oldest and 
largest Health Maintenance organization with the skills of its physician-affiliated 
care delivery system partner and then combines that skill and experience with 
Medicaid expertise and technology supported by a national Medicaid Center of 
Excellence partner.   


The health plan is northern Nevada’s oldest, largest, and most experienced Health 
Maintenance Organization (HMO) and the only locally-owned and operated 
managed care organization. We were established in 1988 and we operate as a 
non-profit organization. 


The health plan and its sister insurance company holds full health plan URAC 
accreditation.  Together we offer large group, small group and individual 
commercial HMO and PPO plans as well as Medicare Advantage and Medicare 
Supplement plans.  We also offer third party administration services for self-
funded health plans, workers' compensation and other insurers including: 
utilization management, case management, claims payment, network services and 
risk adjustment services. 


The health plan is a regional health care company, owned and operated by 
northern Nevada’s largest and most experienced health care delivery system.  The 
health plans physician-led parent company is the area’s leading health care 
delivery system which includes northern Nevada’s only level II trauma center and 
Nevada’s highest rated hospital.  Our local perspective and relationships with 
providers allows quick turnaround of decisions regarding problem resolution, pre-
certification determinations as well as accessibility for our customers and 
members allowing for more hands-on-service.  We are also able to respond to 
issues that are unique to the State of Nevada.  


To supplement our local relationships and knowledge of Nevada’s healthcare 
distribution system, we’ve added national Medicaid managed care expertise 
through our Managed Medicaid partner, who has been providing Medicaid 
managed care services for 20 years, and offers Medical Assistance (Medicaid), 
CHIP, Medicare Advantage, behavioral health, group health insurance, employee 
assistance, and workers' compensation products.  They hold multiple third-party 
certifications and accreditations including NCQA (4-stars), The Care Innovations 
Institute and JD Power. 
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Collectively, this partnership has built its experience across 780 client partners, 6 
provider-sponsored plans, and 37 products that span Medicaid, Medicare 
Advantage, and commercial and employee assistance domains, serving more than 
1.5 million members, of which 500,000 are Medicaid recipients. 


We are passionate about serving children and families, including children with 
special health care needs and children in foster care, as well as adults with 
disabilities.  Our partnership brings together the health plan’s unique local 
experience and innovative programs like our Child Health Institute and leading 
population health solutions with deep Medicaid experience to drive innovation in 
the delivery of health care services to Medicaid recipients. 


We intend to leverage our partner’s Medicaid Center of Excellence (MCOE) that 
provides the infrastructure, clinical models and best-practices – in partnership 
with local providers – to improve the health and quality of life of our communities 
by changing how healthcare is delivered. The MCOE brings the combined 
strength of: 


• Strong provider relationships and local presence;
• Population health expertise, technology and demonstrated success in


working with provider-led plans to deliver improved health outcomes and
achieve cost savings; and


• Confidence from almost 20 years’ experience implementing effective
strategies specifically designed for Medicaid and CHIP recipients that have
achieved sustained improvements in measures of access to care, improved
health outcomes, and recipient and provider satisfaction.


Through the MCOE, we offer a full array of Medicaid services.  The scope of our 
services spans clinical operations, financial and administrative operations, and 
information technology and infrastructure support.  We specialize in two key 
areas: 1) Provider relationships and 2) Demonstrating clinical excellence and 
bending the cost curve. These two areas of focus are critical when serving 
Medicaid recipients to ensure access to care, provider engagement, cost 
management, and the delivery of high quality care. 


Provider Partnerships: We offer Nevada a different kind of managed care model.  
Traditional national MCOs take a command and control approach to new 
markets. We differentiate ourselves from other MCOs because we are more closely 
aligned with the community. Unlike other MCOs, we understand that health care 
delivery starts with the providers.  Because we are a company founded by 
physicians for physicians and offer a complete array of provider supports, we 
more easily recruit physicians and other providers, resulting in improved access 
for the recipients we serve.  We emphasize provider-driven initiatives using 
governance models, purpose-built operations and a commitment to clinical 
excellence.  Our approach dramatically increases physician engagement and 
results in behavior change ultimately resulting in high quality care and lower 
costs. 


3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A 
successful result is defined as the generation of discrete, defined, 
measurable, and beneficial outcomes that support its mission and 
objectives and satisfy the requirements of the resulting contract.  The 
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DHCFP expects potential vendors to prescribe specific solutions that will 
achieve the DHCFP’s objectives and the service levels described 
elsewhere in this RFP.  This RFP describes what is required and places 
the responsibility for how it is accomplished on the vendor.  Vendors 
should consider and identify cost saving and cost-avoidance methods and 
measures when developing their proposals. 


Our Nevada based health plan is extremely familiar with discrete, 
defined, measurable and beneficial outcome based programs that support 
our mission.  We have developed a strong quality program to improve 
our collection of diagnosis data to identify at-risk populations and 
improve Medicare star rating, HEDIS measures and CAHPS survey 
results.  As a four star Medicare plan, we are a leader in results oriented 
care management. 


Our program includes a significant reporting package to help our health 
services department identify members who need services.  We use 
multiple methods to contact our members and help direct their care, 
including outbound phone calls, letters and provider communication.  
Our recent efforts have resulted in a 10% improvement in the collection 
of diagnosis data for member engagement opportunities in the past year 
and improvement in six of the star rating measures.  Additionally, we are 
building programs with our school districts to help get care to 
underserved children.   


Our Medicaid Center of Excellence partner has helped improve health 
outcomes across the populations they manage. Not only have our efforts 
been recognized by our clients, but our commitment to improving 
outcomes and bending the cost curve has been validated by a third party, 
The Care Validations Institute. Our care management outcomes include: 


Large Midwestern Health System Health Complex Care Program 
Outcomes. Our Complex Case Management program provides care 
management for high-risk recipients with three or more chronic 
conditions. Our program evaluation in 2015 found that the program: 


• Reduced inpatient admissions 30%
• Reduced ER visits 48%
• Increased 10% primary care physician visits


Large Midwestern Health System Transition Care Program Outcomes. 
Our transition care program streamlines the post-discharge process and 
reduces the likelihood of high-risk recipients being readmitted to the 
hospital. Our program evaluation in 2015 found that the program: 


• 9.0% point reduction in readmissions within 30 days
• 12.3% point reduction in readmissions within 60 days
• 17.2% point increase in PCP or specialist visits within 10 business


days
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Ten Hospital System Health Outcomes. The Ten Hospital System is a 10-
hospital system with 1,700 employed and 6,000 affiliated physicians 
where we currently manage 233,000 recipients, including 127,000 
Medicaid recipients and provide care management services.  Our 
program evaluation in 2015 found: 


• $6M in bottom line savings to employee plan, $31M below their 
trend 


• 6% reduction in surgical admissions 
• ~90% of inpatient and outpatient encounters occurring in-system 
• 6% reduction in inpatient PMPM 


 
Five Hospital System Health Outcomes: The Five Hospital System is a 5-
hospital system with 1,300 beds where we currently manage 86,000 
recipients and provide care management and Identifi-EMR integration 
services.  Our program evaluation in 2015 found that the program: 


• 11% reduction in patient PMPM 
• 30% reduction in avoidable admissions 


 
Our Medicaid Center of Excellence Partner has achieved impressive 
outcomes for its Medicaid and CHIP recipients in Kentucky. Examples 
include: 
 
Preventive Care Including EPSDT 


• EPSDT screening rates are within 5% of the CMS benchmark, 
significantly exceeding both the 2015 EPSDT screening national 
average of 60% and the 2014 Nevada average participation rate of 
67%.  


• Childhood Immunizations Combination 2 experienced a 70% 
increase over the past approximately 15 years and remain above 
the Medicaid Quality Compass 90th percentile 


• Childhood Immunizations Combination 10 experienced a 103% 
increase in 5 years and remains above the Medicaid Quality 
Compass 66th percentile 


• Adolescent Immunizations Combination 1(Meningococcal, 
Tdap/Td) experienced a 46% increase in 5 years and remains 
above the Medicaid Quality Compass 90th percentile 


• Prenatal and Postpartum Care 
• Timeliness of prenatal care increased 17% since 1999 and remains 


above the Quality Compass mean 
• Postpartum care increased 16% since 1999 and remains above the 


Quality Compass mean 
• Frequency of ongoing prenatal care (FPC) of 81% of expected 


visits increased 14% since 1999 and remains above the Quality 
Compass mean 


• Over the past five years: 
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o Low birth weight deliveries have decreased by 35%.  The 
LBW rate in 2015 was 6.6% which is below the Healthy 
People 2020 goal of 7.8%.   


o Very Low Birth Weight deliveries have decreased by 37%.  
The VLBW rate in 2015 was 1.2%, below the Healthy 
People 2020 goal of 1.4%. 


o Preterm deliveries (less than 37 weeks) have decreased by 
39% and are above the Healthy People 2020 goal of 11.4% 


 
Chronic Condition Management 


• Results from the asthma disease management program include: 
o Use of appropriate medication for people with asthma 


consistently rated at or above the 90th percentile of Quality 
Compass Medicaid 


o Medication management for people with asthma achieved 
75% compliance rates, higher than both the mean and 90th 
percentile of Quality Compass Medicaid 


• Results from the diabetes disease management program include: 
o Hemoglobin A1c (HbA1c) testing increased 33% and the 


testing rate is higher than the Quality Compass Medicaid 
mean 


o Diabetic Retinopathy Exams increased by 53% and the 
exam rate is higher than the Quality Compass Medicaid 
mean 


• Monitoring for nephropathy increased by 177% and the rate of 
monitoring is higher than the Quality Compass Medicaid mean 


• Pharmacotherapy Management of COPD Exacerbation increased 
77% in 5 years and exceeds the Medicaid Quality Compass 90th 
percentile  


 
Behavioral Health-Specific Outcomes 


• Follow-Up After Hospitalization for Mental Illness 7 Days 
increased 25% over 1 year  


• Follow-Up After Hospitalization for Mental Illness 30 Days 
increased 182% over 1 year  


• Diabetes Monitoring for People With Schizophrenia or Bipolar 
Disorder Who Are Using Antipsychotic Medications increased 8% 
over 3 years  


• Diabetes Monitoring for People With Diabetes and Schizophrenia 
increased 24% over 3 years 


 
Access to Care 


• Adults' Access/Availability to Ambulatory Health Services noted a 
6% increase over 4 years and exceeds the Quality Compass 90th 
percentile 


• Children and Adolescents' Access to Primary Care Practitioners 
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o 12-24 months has increased 11% over that past 10 years 
and exceeds the Quality Compass 90th percentile 


o 25 months - 6 years increased by 20% over 10 years, which 
is above the Quality Compass mean and just shy of the 
Quality Compass 90th by 1.6 percentage points 


o 7-11 years increased by 21% over 10 years and is above the 
mean and just 0.5 percentage points below the Quality 
Compass 90th percentile 


o 12-19 years increased by 9% over 10 years and exceeds the 
Quality Compass 90th percentile 


 
3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the 


projected number of Medicaid and Nevada Check Up recipients by the United States 
Secretary of Health and Human Services and the Insurance Commissioner of the 
State of Nevada are conditions precedent to the contract and shall continue as 
conditions during the term of any contract.  The vendor must hold a current 
certificate of authority from the Nevada State Insurance Commissioner for the 
applicable contract period and throughout the contract period, or have a written 
opinion from the Insurance Commissioner that such a certificate is not required.  
The awarded vendor must provide proof of a valid certificate of authority prior to 
the contract readiness review. 


 
The health plan became licensed in March 1988 as a non-profit health 
maintenance organization by the Insurance Commissioner of the State of Nevada. 
We currently hold the appropriate Certificate of Authority as required in this 
RFP, and we will provide copies of required licenses and certificates upon a 
contract award. 


 
3.1.3 The vendor will be required to be accredited by a nationally recognized organization 


that provides an independent assessment of the quality of care provided by the 
vendor.  Accredited organizations must meet quality standards related to various 
aspects such as consumer protection, case management, and quality improvement 
activities and facilitates comparison of vendors due to consistent data requirements. 


 
In 2015, the health plan received full accreditation from URAC, the nation’s 
leader in promoting health care quality and accountability with a focus on 
utilization management, education and health outcomes. Also in 2015, our 
Medicaid Center of Excellence achieved NCQA Accreditation for Utilization 
Management.  Our award-winning Medicaid Center of Excellence model will 
provide the infrastructure, clinical models and outcomes-based measures to 
seamlessly integrate Nevada Medicaid into our existing book of business and will 
support the health system on quality improvement, utilization management, case 
management, EPSDT tracking and information reporting to meet the requirement 
of this request for proposal.    
 
Our current URAC measures include network adequacy for primary and specialty 
care, drug to drug interactions, diabetes management, asthma management for 
children and adults, reduced readmissions for patients with congestive heart 
failure, post-fracture osteoporosis care for women, and increasing the rates of 
colorectal cancer screenings. Our commitment to both URAC and NCQA 
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standards reflects dedication to the health and well-being of our members and 
demonstrates respect and compassion for the communities we serve.  Our 
physician-based affiliates provide access to a broad network of credentialed 
doctors and hospitals along with results-oriented programs that promote 
individual health and well-being. 


 
3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state 


plans and amendments, Code of Federal Regulations, and the Medicaid Services 
Manual. 


 
Our experience serving Medicaid populations for the past 20 years is a clear 
indication of our ability and desire to adhere to all authorities including Title XIX, 
Title XXI as well as Nevada state plans, the Code of Federal Regulations and the 
Medicaid Services Manual. We are fully committed to meeting the needs of the 
Nevada Medicaid population described in this RFP, as well as any plans for 
expansion as determined by the DHCFP for the initial contract period and the 
future. 


 
3.1.5 The mandatory geographic service areas included in the contracts will be urban 


Clark and Washoe Counties.  “Other geographic areas, services and Medicaid 
populations may be included in managed care during the course of this contract and 
are to be considered as covered for this Request for Proposal.  Describe your 
willingness and ability to expand coverage to other geographic regions outside of 
the current mandatory areas.  Should the DHCFP expand geographic areas, 
services or Medicaid populations, the DHCFP will, if necessary, adjust the 
capitation paid the MCO to an actuarial sound rate at the time of the change.”  
 
We proudly serve the required areas in Clark and Washoe counties, as well as 
providing TPA services in California. We will extend contracts for Medicaid 
services through our existing networks and seek opportunities for network 
expansion through Federally Qualified Health Centers (FQHC) and Rural Health 
Clinics (RHC) to ensure adequate access for Medicaid recipients.  Our 
credentialed networks provide convenient access to primary care, specialty care, 
urgent care, lab, x-ray and occupational health services as well as acute care 
hospitals within the 25 mile distance requirement. To ease the transition from in-
patient care to home we offer a broad range of in-network facilities for 
rehabilitation, physical and occupational health, wound care, skilled nursing and 
much more.  We are continually expanding our geographic scope and service 
areas to meet the needs of the area’s growing business opportunities.    
 
We offer Nevada a different kind of managed care model.  Traditional national 
MCOs take a command and control approach to new markets. We differentiate 
ourselves from other MCOs because we are more closely aligned with the 
community. Unlike other MCOs, we understand that health care delivery starts 
with the providers.  Because we are a company founded by physicians for 
physicians and offer a complete array of provider supports, we more easily recruit 
physicians and other providers, resulting in improved access for the recipients we 
serve.  We emphasize provider-driven initiatives using governance models, 
purpose-built operations and a commitment to clinical excellence.  Our approach 
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dramatically increases physician engagement and results in behavior change 
ultimately resulting in high quality care and lower costs. 
 


3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by 
zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are 
not required to establish a provider network in any rural / frontier areas unless 
necessary to provide access to care, nor are they required to serve any recipients 
who live in rural / frontier areas unless necessary to provide appropriate access to 
care.  


 
We understand that we are not required to establish a network in rural or frontier 
areas as defined by zip code.  Our network is able to meet or exceed the 
requirements for adequacy defined the previous sections. 


 
3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are 


treated the same as in state. Out of state treatment for a recipient is required when 
there is not a provider in Nevada who is able to provide services to the recipient. 


 
We understand and comply with the requirement to cover Medicaid recipients who 
seek treatment in the catchment areas for Arizona, California, Idaho and Utah at 
the same benefit level as individuals in Nevada when there is not a network 
provider in Nevada to provide services to the recipient.    
 


3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include 
services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or 
Nevada Check Up eligibility groups currently excluded from enrollment in a 
Managed Care Organization.  Should the DHCFP expand geographic areas, services 
or Medicaid populations, or carve services out, the DHCFP will, if necessary, adjust 
the capitation paid the MCO to an actuarial sound rate at the time of the change.   


 
We are passionate about serving children and families, including children with 
special health care needs and children in foster care, as well as adults with 
disabilities.  Our partnership brings together the health plan’s unique local 
experience and innovative programs like its Child Health Institute and a national 
leading population health solution deep Medicaid experience to drive innovation 
in the delivery of health care services to Medicaid recipients. 
 
We are prepared to meet the needs of the population defined in the scope of this 
RFP.  Moreover, should the DHCFP expand services to include Medicaid Aged, 
Blind and Disabled recipients or other eligible groups, the health plan will work 
collaboratively on those expansion plans.   


 
3.1.9 At the State’s sole option, the vendor may be required to contract with other 


agencies within the DHHS, the Juvenile Justice system, or various Washoe and 
Clark County entities or affiliates such as the University Of Nevada School Of 
Medicine Mojave Mental Health Clinics or other non-governmental entities 
affiliated with the government in providing medically necessary services, including 
behavioral health services.  If this option is exercised and there is any resulting 
expense incurred by the vendor, the DHCFP will adjust the capitation rate so that it 
remains actuarially sound. 
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Meeting the health care needs of a community means much more than simply 
providing care within our facilities.  By employing a multi-faceted approach to 
population health management we focus on wellness services, nutrition, 
prevention, immunization and alternative medicine.  We work closely with various 
agencies including DHHS, Juvenile Justice and affiliates such as our existing 
partnership with the University Of Nevada School Of Medicine and other service 
agencies.  
 
 We employ the latest evidence-based models of care that emphasize integrated 
care delivery and focus on not only recipients’ health care needs but the social 
determinants of health. We design our health care management programs 
specifically for each population we serve and then apply an academic approach to 
evaluating these programs across our health system clients to determine the 
clinical and financial impact.  Our Medicaid model of care leverages our Strategic 
Medicaid partner’s success achieving impressive outcomes. We will work closely 
with the DHCFP to determine any adjustment needs to the capitation rates to 
ensure the plan remains actuarially sound.   


 
3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE 


EXCHANGE (HIX) 
 


In addition to providing Medicaid Managed Care services, the vendors are encouraged but 
not required to provide, at a minimum; one (1) Silver qualified health plan (QHP) on the 
Individual Exchange of the State designated Health Insurance Exchange (HIX), which 
could be either a State or the federal HIX. Vendors who have or will have a product 
available on the HIX will receive a higher point value in the RFP evaluation.  The QHPs 
offered pursuant to this requirement must meet the qualifications of an MCO Transition 
QHP (to distinguish these plans from other QHPs that may not meet the following 
standards), as described below.  


 
The health plan completed a feasibility analysis to determine whether we should offer 
individual and family plans through the Silver State Health Insurance Exchange in 
2014 and again in 2015.  The result of these analyses led to our decision to not offer 
individual and family plans through the Silver State Health Insurance Exchange based 
on financial performance of existing plans and the number of plans exiting the 
exchange.  However, we understand the importance of ensuring the churning 
population can maintain continuity of care as they transition between plans and remain 
committed to the highest quality coverage and programs that will assist this population.  
Should we offer MCO Transition Plans in future years, we will notify the Division of 
Health Care Financing and Policy and ensure the MCO Transition Plans meet this 
requirement. 


 
3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity 


of care of individuals and families who have a change in Medicaid or CHIP 
eligibility status; to minimize the negative impacts related to recipients who move, 
sometimes frequently, between the programs, due to changes in eligibility status.  
An MCO Transition QHP must: 
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3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act 
and the Health Care and Education Reconciliation Act of 2010 (together 
referred to as the Affordable Care Act or ACA) and the associated 
Federal regulations; 


 
As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 


 
3.2.1.2 Meet the licensing requirements of the Department of Business and 


Industry, Division of Insurance; 
 


As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 


 
3.2.1.3 Make a good faith effort to use a similar provider network as is available 


to those eligible for Medicaid; 
 


As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 


 
3.2.1.4 Be available to consumers in the same geographic area as the geographic 


area served by the vendor’s MCO; 
 


As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 


 
3.2.1.5 Coordinate prior authorizations for recipients who transition between the 


vendor’s MCO and the vendor’s QHP. The vendor is not required to 
consider out-of-network providers as in-network providers for any period 
of time for recipients who transition between any other company’s MCO 
or Medicaid plan or the vendors QHP; and 


 
As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 
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3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO. 
 


As indicated, we do not currently have plans to offer MCO Transition 
Plans through the Silver State Health Insurance Exchange in 2017.  
Should we offer MCO Transition Plans in future years, we will notify the 
Division of Health Care Financing and Policy and ensure the MCO 
Transition Plans meet this requirement. 


 
3.2.2 This request does not preclude the vendor from offering other QHPs at any of the 


metal tiers on the Individual or Small Business Health Option Program (SHOP) 
Exchanges within the State-designated HIX.  Additionally, the vendor may 
designate other QHPs (at any of the metal tiers on the Individual or SHOP 
Exchanges within the State-designated HIX) as MCO Transition QHPs if such 
QHPs meet the requirements described in this section.  The MCO Transition QHP 
designation may be displayed on the website of the State-designated HIX where 
QHPs are sold, as other quality indicators may be displayed, at the discretion of the 
State-designated HIX. 


 
We understand these provisions. 


 
3.2.3 If the vendor is indicating they will be providing a product on the State-designated 


HIX, they must provide a statement indicating willingness to comply with this 
section.  Please describe any differences between Title XIX and Title XXI MCO 
plan and the MCO Transition QHP.  Please provide any additional criteria that 
should be included to minimize the adverse impacts of churn. 


 
As indicated, we do not currently have plans to offer MCO Transition Plans 
through the Silver State Health Insurance Exchange in 2017.  Should we offer 
MCO Transition Plans in future years, we will notify the Division of Health Care 
Financing and Policy and provide the required information. 


  
3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and 


regulations of the State and/or federal HIX, as determined by the Nevada Governor, 
the Nevada State Legislature, the Center for Consumer Information and Insurance 
Oversight (CCIIO), and/or other federal government entities. 


 
We understand these provisions. 


 
3.3 VENDOR DUTIES AND RESPONSIBILITIES  


 
The vendor’s senior staff and other key staff as identified by the vendor shall participate in 
all designated key meetings scheduled by the DHCFP.  The purpose of these meetings 
includes, but is not limited to, contract compliance, the DHCFP auditing functions and 
responsibilities, access to care, quality, and any other applicable issues concerning 
administration and management of the contract as well as program and service delivery.  
The frequency of such meetings may include, at a minimum, monthly teleconferences 
and/or videoconferences in addition to quarterly on-site meetings.  The location of the on-
site meetings will be at either the DHCFP administrative offices in Carson City or a site in 
Las Vegas.  It is the sole responsibility of the DHCFP to provide reasonable advanced 
notice of such meetings, including location, time, date, and agenda items for discussion.   
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The health plan manages relationships for over 800 groups including City and State 
Government, fully insured private employers and self-funded employers in the region, 
CMS through Medicare Advantage plans and existing Medicaid contracts in four (4) 
states.  We understand the importance of building key relationships with leadership, 
legislators, regulators, and other staff as is necessary for the successful management of 
each account and retention of these valued partnerships.  Our senior staff and executive 
leadership actively support these initiatives through on-site meetings, presentations, 
public education forums, health fairs and coordinated events such as TED talks. We are 
prepared to meet this requirement for the DHCFP upon notification of award for the 
Medicaid contract.  
 
The health plan has offices in Reno, Carson City and Las Vegas, as well as national 
offices for Medicaid in Arlington, Virginia, Louisville, Kentucky and Evansville, 
Indiana.  We are willing to host meetings and presentations as requested by the DHCFP 
in any of these locations and to support other needs as determined throughout the 
course of the contract.  The senior leadership team participating in regular meetings 
include the Chief Executive Officer, Chief Operating Officer, Chief Medical Officer, 
Medicaid Operations Manager, Director of Finance, Director of Planning and 
Performance, Director of Health Services, Director of Pharmacy Services, Director of 
Reimbursement Services, Director of Customer Service, Manager of Planning, Manager 
of Sales, Manager of Enrollment, Manager of Grievance and Appeals, Quality 
Improvement Administrator, Compliance Manager and Manager of Contracting.  The 
executive leadership team is committed to the success of Medicaid in Nevada and will be 
available as meeting agendas dictate. 
 


3.4 MEDICAL SERVICES 
 


Except as otherwise provided in this RFP, the vendor’s benefits package provided to the 
DHCFP recipients shall not be less in amount, duration, and scope than those covered 
services specified in the respective State Plans for Title XIX and XXI programs and the 
Nevada Medicaid Service Manual, but may be more than stated therein. Any changes in 
Title XIX or Title XXI benefit amounts, duration, or scope shall be preceded by a review 
of impact on capitation amounts. 
 
MCO's are able and encouraged to provide value added services in addition to Title XIX 
And Title XXI State Plans. The vendor shall describe each of the expanded benefits it 
proposes to offer its recipients by eligible population. 
 
The health plan has developed a comprehensive benefits package to provide all 
medically necessary services in the same amount, duration and scope of services 
furnished to members under Fee for Service (FFS) Medicaid as set forth in 42 CFR 
440.230, and as outlined in this RFP. In the event the DHCFP requires additional 
services, such services will be added during plan implementation to meet additional 
requirements not already addressed.  A comprehensive table of benefits can be found 
below in section 3.4.1.   
 
The vendor shall not issue any insurance certificate or evidence of insurance to any 
Medicaid or Nevada Check Up recipient.  Any insurance duty shall be construed to flow to 
the benefit of the DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient.   
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As required, we will not issue any insurance certificate or evidence of insurance to any 
Medicaid or Nevada Check Up member.  The member handbook language clearly states 
that this is not a certificate of coverage.  We acknowledge that any insurance duty shall 
be construed to flow to the benefit of DHCFP and not to the Medicaid or Nevada Check 
Up enrollees. 


 
3.4.1 General Information 


 
Each vendor must provide, either directly or through subcontractors, the 
managed care benefit package, as described in this RFP, to enrolled recipients 
to ensure all medically necessary services covered under the Title XIX and Title 
XXI State Plans are available and accessible to them.  


 
The State of Nevada Title XIX and Title XXI State Plans can be accessed on 
the DHCFP’s website at: 
http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 
 
The health plan will offer benefits to enrolled recipients to ensure all 
medically necessary services covered under the Title XIX and Title XXI State 
plans are available to them.  The table below represents the range of services 
offered in response to this RFP: 


 


 


Applied Behavior Analysis Inpatient Rehabilitation Intravenous Therapy 
Ambulance Service    
Emergency Transportation 


Laboratory-Pathology and 
Clinical 


Physician/Osteopath;  
Physician Assistants 


Ambulatory Surgery Centers  Rehabilitation Hospital or 
Specialty Hospital 


Certified Registered Nurse 
Practitioner 


Alcohol and Substance Abuse 
Treatment Centers 


Nurse Anesthetist       Certified 
Nurse Midwife 


Skilled Nursing (45 days); 
Swing Bed Stays (45 days) 


Case Management Durable Medical Equipment EPSDT Screenings 
Mental Health Services: 
Inpatient Psychiatric Hospital 
Outpatient Psychiatric Clinic 
Rehabilitative Treatment  
Psychologist 
Residential Treatment (RTC) 
Case Management 
Habilitation Services 
Medication Management 


Therapy: 
Audiology 
Occupational 
Physical 
Respiratory 
Speech 
Habilitation 


Organ Transplant, 
Tissue Transplant and Related 
Immunosuppressant Drugs 


Methadone Treatment Chiropractor (EPSDT ) Hospital Inpatient Services 
Community Para-medicine Podiatrist (EPSDT) Hospital Outpatient Services 
Dental Emergency Services Family Planning Services Home Health Agency 
Disposable Medical Supplies Opticians/Optometrists End Stage Renal Facilities 
Federally Qualified Health 
Centers 


Radiology and Noninvasive 
Diagnostic Centers 


Transitional Rehabilitative 
Centers 


Rural Health Clinics Tobacco Cessation Personal Care Aides 
Prosthetics Pharmacy Services Private Duty Nursing 
Hearing Aids and Supplies School Based Health Centers Special Clinics 
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3.4.2 The vendor must furnish services in the same amount, duration and scope as 
services furnished to recipients under fee-for-service Medicaid as set forth in 42 
CFR 440.230, which states that the vendor: 


 
The benefit packages developed for Nevada Medicaid will be provided to recipients 
in the same amount, duration and scope of services furnished to members under 
Fee for Service (FFS) Medicaid, and as set forth in 42 CFR 440.230. Through the 
MCOE, we offer a full array of Medicaid services.  The scope of our services 
spans clinical operations, financial and administrative operations, and 
information technology and infrastructure support.  We specialize in two key 
areas: 1) Provider relationships and 2) Demonstrating clinical excellence and 
bending the cost curve. These two areas of focus are critical when serving 
Medicaid recipients to ensure access to care, provider engagement, cost 
management, and the delivery of high quality care.  
 
We have nearly 20 years of experience furnishing Medicaid and CHIP-covered 
services to Medicaid families, individuals with disabilities including dual eligible 
individuals, children in foster care and Medicaid expansion populations, 
including young adults aging out of foster care. We have an established, effective 
service authorization process that balances easy access to services while ensuring 
recipients receive:  


• The right service, equipment or treatment,   
• In the right setting,   
• By the right practitioner, and   
• At the right time   


 
Our utilization review clinicians include UR nurses working on-site at hospitals to 
ensure recipients are receiving services at the correct level of care, and initiate 
transition of care to support recipients’ safe discharge and avoid readmission. Our 
URAC accredited health plan and NCQA UM certifications help ensure we have 
the structure and process to support delivery of high quality health services 
appropriate to the recipient’s identified needs.   
 
We will develop coverage guidelines, policies and procedures and other critical 
documents (such as member and provider manuals) after a thorough review of the 
MCO contract, Nevada’s Medicaid and CHIP state plans, Medicaid Services 
Manual and other relevant documents should we be awarded a contract. We will 
ensure our policies and procedures governing service authorization complies with 
Nevada’s Medicaid medical necessity requirements.   
 
Additionally we are pleased to offer the following value added services: 
 
Free Cell Phones and Extra Minutes 
 
Some Medicaid recipients are in need of a mobile phone so they may have a stable 
method of communicating with their care providers.  We partner with Tracphone 
to provide these cell phones to recipients in another State’s Medicaid program and 
look forward to bringing this model to the State of Nevada.  Recipients will be able 
to make and receive calls to their providers, family members and others, and 
receive text messages with healthy tips. 
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We will offer all adult recipients Safelink Wireless services that include: 


• Up to 250 minutes of service a month, with 500 free minutes for the first 
four months 


• A free phone 
• Unlimited text messages 


 
Recipients may apply online, fill out an application and mail it back, or call 
SafeLink to apply for a phone. 
 
We are excited that Tracphone has plans to introduce android smart phones and 
data plans at the end of 2016. We are planning to support applications that 
empower recipients to better manage their health and engage with their care 
teams through smart phone technology.   
 
Tobacco Cessation 
 
We will offer the entire range of tobacco cessation treatment described in section 
3.4.5 including tobacco cessation individual and group counseling sessions and 
FDA-approved prescription and over-the counter tobacco cessation products. Any 
recipient 18 years of age or older who uses tobacco products will be eligible for 
this value added benefit. 
 
Telehealth 
 
Our telehealth program is designed to support and improve a recipient’s quality of 
life by remotely monitoring and taking action if the recipient’s vital signs or other 
set parameters are not in normal range. This program gives us the opportunity to 
teach recipients self-management and to help them better understand their 
disease. The in-home monitoring equipment includes automated blood pressure 
cuffs and pulse oximeters and includes monitoring five days a week. Recipients 
identified by disease management staff with targeted conditions and who are at-
risk for hospital admission or readmission due to a chronic disease are eligible for 
this value added benefit. We currently target recipients with COPD/asthma and 
congestive heart failure for enrollment.   
 
Recipient Incentives 
 
We offer recipient incentives that promote completion of timely preventive care 
and check-ups as part of our comprehensive health education and health 
promotion program. We intend to offer a progressive incentive to pregnant 
recipients to encourage early and regular prenatal and postpartum care. 
Recipients can earn up to $110 in gift cards: 


• $50 gift card for attending six prenatal visits 
• $10 gift card for completing the incision check for recipients who delivered 


via C-Section 
• $50 gift card for attending a post-partum checkup within 3-8 weeks after 


delivery 
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We also intend to offer an incentive to adolescent recipients ages 12-21 who 
complete a well-child visit and receive the recommended immunizations, including 
Tdap and meningococcal. The teen recipient receives a $10 gift card for 
downloadable music or apps or a $10 movie pass.   
 
24/7 Nurse Line 
 
Medicaid recipients will have access to our Nurse Health Line staffed by nurses 
who are specially trained in a protocol-driven algorithm to assess and triage 
callers over the phone and provide guidance and referrals to the appropriate 
health care setting or community resource.  As a value added benefit, nurses 
provide health education to recipients who call in as appropriate to the caller’s 
needs. They educate recipients about the value of timely preventive care, how to 
distinguish between a routine health care need, urgent need and emergency need, 
and answer questions about specific conditions, tests, and procedures.  
 
Text4Baby 
 
With DHCFP approval, we intend to offer Text4Baby, a free texting program for 
pregnant and new mothers designed to help them get more information about 
caring for their health and giving their babies the best possible start in life. 
Text4baby supports moms by providing accurate, text-length health information 
and resources in a format that is personal and timely, using a channel she knows 
and uses. The moms receive 3 free text messages per week throughout their 
pregnancy and until the baby is one year old. 
 
Online Social and Community Resources Tool 
 
We are deploying the Healthify social and community resource solution designed 
specifically to help address recipient’s social determinants of health. Healthify will 
provide our case managers and care navigators with quick and easy access to a 
powerful database of social and community resources. We intend to work with 
Healthify to also make the social and community resources search capability 
available to recipients to help them locate the community-based resources they 
need. This value added benefit will be available to recipients 18 years of age and 
older with computer or smart phone access.   
 
Healthify supports referral workflow and reporting so that all members of a 
recipient’s care team will be able to track referrals and identify those that are the 
most effective in meeting the recipient’s social needs. This web-enabled 
technology will be supported by our technology platform. 


 
3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to 


reasonably be expected to achieve the purpose for which the services are 
furnished; 


 
We have coverage guidelines in place to ensure that services are 
delivered in accordance with state requirements.  We will establish 
Medicaid Provider Advisory Committees (PACs) in Nevada using our 
successful advisory committee structure deployed in other states. PACs 
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are an integral part of our provider-focused model. The PAC provides 
feedback to the executive leadership to build and drive population health 
management initiatives by providing strategic and operational direction. 
PAC responsibilities include:  


• Ensuring all providers are consulted and informed of key 
decisions to reduce confusion and focus efforts on top priorities;  


• Supporting providers in creating and developing innovative 
approaches to improve quality of care for Medicaid recipients; 


• Receiving feedback and inquiries from providers at all levels and 
communicating responses to appropriate individuals or groups; 


• Empowering leaders to solicit input from key providers; and 
• Ensuring provider incentives exist to maintain engagement, both 


financial and non-financial. 
 


3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a 
required service solely because of diagnosis, type of illness, or condition 
of the recipient; 


 
We have coverage guidelines in place to ensure that services are 
delivered in accordance with state requirements.  The health plan does 
not base service authorization decisions, including adverse decisions, 
solely on the recipient’s diagnosis, type of illness or condition.   


 
3.4.2.3 May place appropriate limits on a service on the basis of criteria applied 


under the Title XIX and Title XXI State plans, such as medical necessity, 
or for the purpose of utilization control, provided the services furnished 
can reasonably be expected to achieve their purpose; and 


 
We understand the importance of making accurate, timely and evidence-
based decisions that recognize the individual’s needs and circumstances 
and support the PCP and treating provider relationship, while taking into 
account the available health care resources in the community.   
 
Our service authorization process includes gathering and reviewing 
information obtained from the recipient, family member or legal 
guardian as appropriate, the PCP or treating provider and the RN case 
manager (for recipients enrolled in case management). We consider the 
specific requested service or associated episode of care and the 
recipient’s desired health outcomes, living situation and family supports. 
We also consider the entire continuum of care. For example, we 
authorize services that help reduce the risk of readmission to the hospital 
or that may help a recipient transition home with a greater degree of 
independence.   


 
3.4.2.4 Must specify what constitutes “medically necessary services” to the 


extent to which the vendor is responsible for covering services related to 
the prevention, diagnosis and treatment of health impairments; the ability 
to achieve age appropriate growth and development; and the ability to 
attain, maintain, or regain functional capacity in a manner that is no more 
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restrictive than that used in the State Medicaid and CHIP programs as 
indicated in State statutes and regulations, the Title XIX and Title XXI 
State Plans, and other State policy and procedures, including the 
Medicaid Services Manual (MSM).   


 
The authorization decision-making process follows nationally recognized 
criteria, which is validated by peer reviewed literature and evidence 
based studies.  We follow the State’s definition of Medical Necessity and 
will comply with the requirements of the RFP and the MSM.  Our 
extensive experience with Medicaid managed care will form the basis for 
the administration of Nevada’s program to ensure coverage is provided 
for services related to prevention, diagnosis and treatment of health 
impairments; the ability to achieve age appropriate growth and 
development; and the ability to attain, maintain or regain functional 
capacity.  Our  criteria will be  no more restrictive than the criteria used 
in traditional fee for service Medicaid and as specified in the State Plans’ 
requirements , statutes, regulations or other policies related to Title XIX 
and Title XXI.   


 
The MCO can utilize different authorization requirements than what 
is used by the State, as long as they are not more restrictive.   


 
We may decide our service authorization requirements can be less 
restrictive than the State’s when we determine prior authorization 
is not necessary. We will work collaboratively with the DHCFP to 
analyze authorization trends in the Fee for Service and Managed 
Care programs and provide modifications within our own 
guidelines based on outcomes-based information to streamline 
access to services while maintaining an appropriate level of 
utilization. 


 
3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written 


policies and procedures for the processing of requests for initial and 
continuing authorizations of services. 


 
Policies and Procedures  
 
We have established written policies and procedures for processing 
requests for initial and continuing authorization of Medicaid services 
audited by NCQA for compliance with accreditation requirements and 
that have been approved through audits by other state Medicaid 
programs. These policies and procedures will be revised as needed to 
incorporate Nevada-specific requirements. Our policies and procedures 
include: 


• Prior Authorization/ Pre-Service Decisions  
• Concurrent Review  
• Post Service Review  
• Technology Assessment  
• Peer to peer review 
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• Denials and appeals 
• Same or similar specialty 
• Transition of care, continuity of care and discharge planning.    


 
They also encompass but are not limited to the following areas:  


• UM staffing and staff qualifications  
• Authorization of out of network care   
• Clinical review criteria  
• Monitoring and oversight of UM staff including IRR  
• Use of Board-certified consultants  
• Criteria for specific services, equipment or treatments including 


state-specified criteria and national criteria such as InterQual, 
MCG and CMS Coverage Determinations. 


• Discharge planning 
 


The vendor must have in effect mechanisms to ensure consistent 
application of review criteria for authorization decisions and 
consult with the requesting and/or servicing provider, when 
necessary. 
 
Process for Consistent Application of Review Criteria  
 
We have mechanisms in place to ensure consistent application of 
service authorization review which includes the development of 
written criteria using nationally recognized data sets and state-
specific criteria as determined by statute, rule, policy or other 
documents.  Our Quality Committee is made up of health plan 
clinicians and local physician members who identify and 
approve the prior authorization guidelines.  Data sets used to 
create Medical authorization criteria include InterQual Criteria 
or MCG . 
 
Pharmacy authorization data sets are reviewed and approved by 
our Pharmacy and Therapeutics (P&T) committee using 
nationally recognized, evidence-based criteria including: 


• FDA approved prescribing information, safety 
information, and/or clinical best practices such as 
professional guidelines or treatment pathways,  


• Nationally recognized compendia, such as the American 
Hospital Formulary Service Drug Information, for 
medical necessity reviews of off‐label requests   


 
We distribute review criteria to all clinical staff and to providers 
through training and education materials as well as in the 
provider manual.  In addition, providers may access criteria for a 
specific authorization at any time via the health plan website. 
   


Managed Care Organization RFP 3260 Page 19 of 509 







The approved review criteria and automated decision support 
algorithms are programmed into our technology platform that is 
used by the UR nursing team to process all service authorization 
requests.  We conduct training on the criteria and technology 
tools with our UR nurses, consulting clinicians, medical 
directors and other staff involved in medical necessity 
determinations to ensure consistent application of all criteria.   
 
We conduct Inter-rater Reliability Reviews (IRR) for UR nurses 
and other clinicians involved in service authorization reviews to 
measure consistency in decision-making.  The IRR is completed 
as part of new hire training and prior to a reviewer assuming 
responsibility for review, and annually thereafter. The Medical 
Director, Managing Director of Utilization Management and 
Managing Director of Pharmacy oversee IRRs.  
 
The vendor shall monitor prior authorization requests.  The 
DHCFP, at its sole discretion, may require removal of the prior 
authorization requirement based on reported approval percentage 
rates, to align prior authorization procedures across delivery 
entities, and if determined necessary for the proper administration 
of the Medicaid program.  
 
Monitoring of Prior Authorization Requests  
 
The Quality Improvement (QI) and Utilization Management 
(UM) programs are the vehicles we use to monitor the amount, 
duration, and scope of services furnished to members. We have 
structured these programs to reflect DHCFP requirements, 
including use of the Medicaid Services Manual (MSM) as the 
primary source for determining medical necessity of services, 
augmented by nationally recognized medical necessity 
guidelines. 
 
We perform extensive analysis of prior authorization requests 
identifying opportunities for improvement in UM processes and 
measures. We review requests by category considering denials 
and approvals and the impact to recipients across the system of 
care. For example, we review requested inpatient admissions 
versus approved admissions, looking for a reduction in denials 
without a corresponding increase in admissions, demonstrating 
improved network performance. 
 
We identify trends in service authorization, denials or approvals, 
looking for adverse indicators and for opportunities to 
streamline authorization. For example, if we identify an upward 
trend in Out Of Network authorizations, we collaborate with 
provider services representatives to determine the reason for this 
increase. Examples of findings include recent changes to the 
network and the need to accelerate targeted recruitment and 
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contracting efforts, or an increase in OON referrals by in-
network providers pinpointed the need for provider outreach and 
education. 
 
We may also identify an opportunity to remove a service from 
prior authorization because of approval trends and removal is 
not expected to result in inappropriate utilization of that service. 
Our Medical Policy Committee upon review of the latest 
advances in treatment may determine that a previously 
investigational treatment or service has been determined 
efficacious and then recommends removal from prior 
authorization. We consistently complete a risk analysis when 
removing authorization requirements.  
 
We understand DHCFP may require removal of prior 
authorization requirements and we will implement such changes 
as instructed by DHCFP, and disseminate notice of the change 
quickly through the use of e-alert to the network. 
 
Any decision made by the vendor to deny a service authorization 
request or to authorize a service in an amount, duration, or scope 
that is less than requested, must be made by a health care 
professional who has appropriate clinical expertise in treating the 
recipient’s condition or disease. 
 
Service Denials  
 
The QI and UM team is led by the Chief Medical Officer.  Our 
experienced, well-versed team of physicians, nurses, social 
workers, clinical pharmacists and other quality review specialists 
work together on day to day clinical decisions and 
authorizations.  The authorization/certification process includes 
an initial clinical review of information submitted by the treating 
physician or facility.  When necessary, additional information is 
requested to better inform decisions.  Initial reviews occur 
prospectively, concurrently in urgent care situations, or 
retrospectively in emergency situations.  The majority of initial 
clinical reviews result in authorization or certification. 
 
When an initial determination cannot be made, a peer-based 
clinical review is conducted by individuals with the same level of 
clinical expertise, board certification and/or licensing as the 
initial reviewer.  Denial of any service will only be authorized 
following the peer-review.  Members and physicians have the 
ability to appeal decisions that result in non-certification and the 
appeals process can follow either a standard turnaround (7-30 
days) or can be expedited (72 hours) to meet the patient’s needs.     
 
Service request denials are only made by a physician after a peer 
review has been completed by a physician with the same 
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credentials as the original reviewer.  The treating provider is 
notified of the denial decision and informed of his or her right to 
appeal that decision with additional supporting documentation to 
support the patient’s case.  Upon receipt of the additional 
documentation, we will reopen the review discussion to consider 
the additional information.  
 
The Provider Manual, published newsletters and information on 
our website also inform providers how they may request 
reconsideration from the Medical Director. All requests for 
reconsideration are submitted to the Medical Director for review 
and follow up. 
 
The vendor must have in effect mechanisms to ensure consistent 
application of review criteria for authorization decisions and 
consults with the requesting and/or servicing provider, when 
necessary. 
 
We have mechanisms in place to ensure consistent application of 
service authorization review which includes the development of 
written criteria using nationally recognized data sets and state-
specific criteria as determined by statute, rule, policy or other 
documents.  Our Quality Committee is made up of health plan 
clinicians and local physician members who identify and 
approve the prior authorization guidelines.  Data sets used to 
create Medical authorization criteria include InterQual Criteria 
or MCG . 
 
Pharmacy authorization data sets are reviewed and approved by 
our Pharmacy and Therapeutics (P&T) committee using 
nationally recognized, evidence-based criteria including: 


• FDA approved prescribing information, safety 
information, and/or clinical best practices such as 
professional guidelines or treatment pathways,  


• Nationally recognized compendia, such as the American 
Hospital Formulary Service Drug Information, for 
medical necessity reviews of off‐label requests   


 
We distribute review criteria to all clinical staff and to providers 
through training and education materials as well as in the 
provider manual.  In addition, providers may access criteria for a 
specific authorization at any time via the health plan website.   
 
The approved review criteria and automated decision support 
algorithms are programmed into our technology platform that is 
used by the UR nursing team to process all service authorization 
requests.  We conduct training on the criteria and technology 
tools with our UR nurses, consulting clinicians, medical 
directors and other staff involved in medical necessity 
determinations to ensure consistent application of all criteria.   
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We conduct Inter-rater Reliability Reviews (IRR) for UR nurses 
and other clinicians involved in service authorization reviews to 
measure consistency in decision-making.  The IRR is completed 
as part of new hire training and prior to a reviewer assuming 
responsibility for review, and annually thereafter. The Medical 
Director, Managing Director of Utilization Management and 
Managing Director of Pharmacy oversee IRRs. 


 
The vendor shall coordinate prior authorizations and edit patterns 
with those used in the fee-for-service program. 
 
All medical necessity authorizations and denials for healthcare 
services or authorizations of a service in an amount, duration, or 
scope that is less than requested are completed by board certified 
physicians and Clinical Pharmacists as appropriate to the 
requested service. 


 
3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, 


a counseling or referral service because of an objection on moral or 
religious grounds, the vendor must furnish information about the services 
it does not cover to the DHCFP with its application for a Medicaid 
contract and whenever it adopts such a policy during the term of the 
contract.  


 
This requirement is not applicable.  The health plan does not deny 
services or restrict reimbursement because of an objection on moral or 
religious grounds. 


 
3.4.2.7 Must maintain and monitor a network of appropriate providers that is 


supported by written agreements and is sufficient to provide adequate 
access to all services covered under the contract for all eligible recipients 
enrolled in the vendor's managed care program. In establishing and 
maintaining the network, the vendor must consider the following: 


 
The health plan has established networks of providers in the mandatory 
geographic areas for Clark and Washoe counties, and the surrounding 
areas and pursuant to NAC 695C.160.  We affiliate with physician-led 
organizations who are accountable for patient care in an integrated 
delivery system comprised of primary and specialty physicians, physician 
assistants, Certified Nurse Practitioners, Urgent Care Centers, 
Laboratory and X-Ray facilities, Occupational Health centers, Home 
Health Care, Pharmacies, Acute Care Hospitals, Children’s Hospital, 
Ambulatory Surgery, Skilled Nursing and Rehabilitation Hospital.  Our 
network includes Behavioral Health providers including alternative 
Behavioral health settings to ensure we are meeting the complex care 
needs of the community  
 
Our physician-led affiliate organization includes specialized institutes of 
care for Cancer, Heart and Vascular Health, Neurosciences and Robotic 
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Surgery. We additionally contract with community provider groups, 
federally qualified Health Centers, Rural Health centers and the 
University of Nevada Reno School of Medicine through residency 
programs, the Children’s Health Institute and ECHO, a telemedicine 
program for primary care delivery of services for chronic health 
conditions. We additionally contract with numerous social service 
agencies to offer the broadest possible network.  


 
A.  The anticipated DHCFP recipient managed care enrollment; 


 
We have reviewed the total eligible population numbers included 
in this RFP and measured the impact against our current network 
and planned business growth in other markets.  We based our 
network projections on an estimated portion of the total Medicaid 
population to determine the number of additional access points we 
will need to recruit to serve Medicaid in Nevada. We currently 
meet the access requirement for the 25 mile rule specified in the 
RFP.   
 
We continuously monitor network access and enrollment 
information to maintain the appropriate balance of primary and 
specialty care access points for our book of business, and will 
placed an added focus on Medicaid in anticipation of a contract.   


 
B.  The numbers of network providers who currently are and are not 


accepting new Medicaid and Nevada Check Up recipients; 
 


As part of ongoing network management, our provider relations 
and recruiting staff continuously monitor the number of providers 
who are and who are not accepting new patients to ensure the 
right mix of availability to our membership. We use a number of 
tools including member and provider satisfaction surveys and 
information captured through our customer service call 
monitoring program to identify access opportunities and address 
these proactively. 


 
C.  The expected utilization of services including a description of the 


utilization management software or other process used by the plan, 
taking into consideration the characteristics and heath care needs of 
specific Medicaid and Nevada Check Up populations; 


 
We evaluated the claims and utilization data provided with this 
RFP as part of our financial and network adequacy review.  We 
will continually monitor actual utilization and claims experience 
upon contract award to measure network/provider mix and to meet 
all patient’s needs in the right care setting. 
 
We will leverage programs like ECHO to expand our primary care 
capabilities and enable providers to work at the top of their license 
through education to increase and maintain competency in 
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specialty chronic disease areas for Hepatitis C, Chronic Pain, 
Asthma, Diabetes, and Behavioral Health.  The ECHO program 
introduces tele-education to improve access to scarce health care 
resources; to share best practices and reduce variation in care; to 
develop specialty expertise in PCPs, and to improve and monitor 
patient outcomes.   


 
D.  The numbers and types of providers required to furnish the 


contracted Medicaid covered services; and 
 


To meet the standard for numbers and types of providers, we run a 
disruption analysis using the zip code and member data provided 
in this RFP.  The resulting Geo Access report provides the 
framework for a recruiting plan in areas where access points do 
not meet the 25 mile rule as stated in the RFP requirements.  We 
will then conduct an extensive provider outreach plan that also 
considers factors such as transportation, language requirements 
and other needs identified through our community needs 
assessment and in concert with the Cultural competency plan. 
 
The health plan is continuously evaluating network adequacy and 
actively recruits providers who can enhance the range of services 
available in our current network.  Our strategy for Clark County 
will employ the same principles of network adequacy and quality 
to meet the unique needs of that region in a culturally competent 
and medically appropriate manner. 


 
E.  The geographic location of providers and enrolled recipients, 


considering distance (pursuant to NAC 695C.160), travel time, the 
means of transportation ordinarily used by recipients, and whether 
the location provides physical access for recipients with disabilities. 
Primary Care Provider (PCP) or Primary Care Site may not be more 
than 25 miles from the enrolled place of residence without the 
written request of the recipient. 


  
We affiliate with physician led organizations who are accountable 
for care through an integrated health delivery system, and we 
continuously recruit and train primary care physicians and other 
providers to ensure adequate succession planning for attrition, in 
addition to meeting access demands as new groups are added to 
the health plan.  We are able to meet the standards for access to 
care as required by the DHCFP and federal regulations as 
follows: 


• Availability of services (42 CFR 438.206) 
• Assurances of adequate capacity and services (42 CFR 


438.207) 
• Coordination and continuity of care (42 CFR 438.208) 
• Coverage and authorization of services (42 CFR 438.210) 
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Part of ongoing network management includes a review of 
providers accepting new patients, and the balance of primary care 
providers necessary to treat specific populations such as pediatrics, 
geriatrics and patients with special needs.   
 
Participating Providers, upon approval, receive a welcome 
package and site-visit from a provider relations representative.  
The provider information manual includes requirements for office 
hours, appointment timeframes, fee schedules, billing and member 
balance billing and emergency coverage 24 hours per day 7 days 
per week.  All providers are trained and required to provide 
training to their staff to meet cultural competency standards of 
care and to ensure non-discrimination in treatment, appointment 
and billing practices. Access to language translation is provided 
upon check in at each of our provider locations and written 
materials are available in Spanish.     


 
3.4.2.8 Must allow each recipient to choose his or her health care professional, 


including the PCP, to the extent possible and appropriate. 
 


A.  Recipients will have an individual physician assigned as their PCP; 
recipients are not allowed to be assigned at the clinic level.   


 
We understand the importance of establishing a medical home 
through the PCP relationship, and what it takes to maintain and 
improve the health and well-being of our members.  Medicaid 
recipients will be assigned an individual PCP at the time of 
enrollment and may change their PCP at any time.  We will not 
assign a PCP that is a clinic. 


 
B.  Recipients with disabilities, chronic conditions, or complex 


conditions shall be allowed to select a specialist as their PCP. These 
recipients shall be allowed to select a State-operated clinic as their 
PCP.  Any specialist can be a PCP based on medically necessary 
conditions. If a specialist is chosen as a PCP, they must be reported 
as a specialist.  The specialist does not count as both a PCP and a 
specialist for reporting purposes. Recipients with disabilities must be 
given an additional 30 calendar days to select a PCP.  


 
Recipients with disabilities, chronic conditions or complex medical 
conditions will be transitioned during enrollment through our 
health services nursing team to ensure continuity of care and to 
allow those recipients to establish the treating physician as their 
primary Care Physician (PCP). This approach provides 
reassurance to the individual and their caregivers that there will 
be no interruption in service or care and allows our nursing team 
to get involved from inception to monitor the patients ongoing care 
and progress. 
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C.  Vendor must allow for continued use of a recipient’s provider(s) 
until the recipient can be transferred to an appropriate network 
provider(s). 


 
We respect the member’s right to choose and more importantly the 
need to continue care without interruption in service.  We will 
accommodate the continuation of care from the recipients treating 
PCP until such time as it is appropriate to transition the recipient 
to a network provider.   


 
D.  Vendor must allow for a pregnant recipient’s continued use of their 


OB/GYN, if at all possible.  
 
To ensure continuity of care, pregnant recipients will be able to 
continue treatment with their exiting OB/GYN through the 
duration of pregnancy and discharge. 


 
E.  Must provide female recipients with direct access to a women’s 


health specialist within the network for covered care necessary to 
provide women’s routine and preventive health care services.  This 
is in addition to the recipient’s designated PCP, if that source is not 
a women’s health specialist. 


 
Female members will be able to select a women’s health specialist 
as their PCP for covered necessary care and for routine preventive 
women’s health services.   
 
Representatives in our Customer Service area are available to 
assist with PCP changes and the Concierge area is available to 
help with appointment scheduling. We have modified our present 
policies and procedures in anticipation of a Medicaid contract to 
allow members to select specialists or other providers as required 
by this RFP and to accommodate individuals with disabilities or 
other specific requests.   


 
3.4.2.9 Must cover services out of network for the recipient adequately and 


timely for as long as the vendor is unable to provide them.  If the 
network is unable to provide necessary services covered under the 
contract to a particular recipient, the vendor must negotiate a contract 
and determine the rate or pay no more than the FFS rate. Must exhaust all 
out of network providers located within 25 miles of the recipient’s 
address before contracting with out  of network providers located over 25 
miles from recipient’s address. 


 
We understand the complex geography of the state of Nevada and are 
committed to covering the recipients for the right care.  We will 
reimburse out of network services at the same rate as Medicaid Fee for 
Service and seek a network provider solution at the earliest opportunity 
for a smooth transition of care.  In the event a network provider cannot 
be contracted, we will continue to cover services at the FFS level. 
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We will leverage programs like ECHO to expand our primary care 
capabilities and enable providers to work at the top of their license 
through education to increase and maintain competency in specialty 
chronic disease areas for Hepatitis C, Chronic Pain, Asthma, Diabetes, 
and Behavioral Health.  The ECHO program introduces tele-education 
to improve access to scarce health care resources; to share best practices 
and reduce variation in care; to develop specialty expertise in PCPs, and 
to improve and monitor patient outcomes.   


 
3.4.2.10 Must provide for a second opinion from a qualified health care 


professional within the network, or arrange for the recipient to obtain one 
outside of the network, at no cost to the recipient. 


 
We will be able to comply with requirements for second opinions and 
coordination with out of network providers at no additional cost to the 
member. 


 
3.4.2.11 Must coordinate with out of network providers with respect to payment. 


 
Based on our Medicaid experience in other states, out-of-network 
referrals are most common in rural and remote areas where there is 
limited provider capacity, or in complex care situations requiring 
coordination with a team of treating physicians.  We have established 
relationships with first-tier university medical centers of excellence to 
provide services that may not otherwise be available in Nevada, and 
our clinical team coordinates all aspects of the individuals care, 
including transportation in these cases. 
 
Our provider relations staff is continuously recruiting providers in 
those areas and has been successful in adding key relationships to meet 
the needs of our members.  We also utilize letters of agreement (LOA) 
for care coordination of members in active treatment.  Provider office 
employees are familiar with our agreements, prior authorization 
practices, and claims submission protocols, allowing us to reach 
prompt agreements and ensuring member appointment availability. 


 
3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 


CFR 438.214 and in this RFP. 
 


Provider credentialing is a key element for URAC and NCQA 
accreditation. We have written policies and procedures for 
credentialing network providers that reflect the high standards of these 
organizations. For all subcontractors, our delegation agreements 
include these requirements for networks that are not owned by the 
health plan.  Our credentialing and re-credentialing processes meet 
Nevada and federal laws and regulations in addition to URAC and 
NCQA accreditation requirements. Our comprehensive credentialing 
policies and procedures are regularly reviewed and updated in 
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accordance with new standards and/ or when new Federal or State 
requirements are issued. 


 
The scope of the credentialing review includes but is not limited to 
primary source verification of licensure in good standing, DEA 
registration, malpractice history, work history and education and a 
peer evaluation that reviews professional conduct and competence.  We 
also conduct a criminal background check and psychological 
evaluation for employee physicians.  All providers undergo a review of 
their credentials once every three years.  Subcontracted network 
providers are required to comply with URAC or NCQA credentialing 
standards and a Delegation Agreement and pre-Delegation Audit are 
conducted prior to executing an agreement for network based services.  
The health plan will submit copies of its delegation agreements for 
DHCFP review as required by this RFP and on a regular basis as 
requested or required. 


 
3.4.2.13 Must ensure that the network providers offer hours of operation that are 


no less than the hours of operation offered to commercial recipients or 
comparable to Medicaid FFS, if the provider services only Medicaid 
recipients pursuant to 42 CFR 438.206; must meet and require its 
providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; must make 
services included in the RFP available twenty-four (24) hours per day, 
seven (7) days per week, when medically necessary;  must establish 
mechanisms to ensure compliance by providers; monitor providers 
regularly to ensure compliance; and, must take corrective action if there 
is a failure to comply.  


 
We will educate providers on these standards through initial and 
recurring provider training and the provider manual, incorporated by 
reference as part of the provider agreement. Provider newsletters will 
be used to supplement providers’ initial orientation training and serve 
as recurring reminders for timely access to care and services. 
 
We closely monitor our current providers to ensure that they offer 
timely access to care for our members. We use information from our 
Customer Service, Provider Relations, and Quality Management 
Departments for identifying issues related to access to care of 
appointment availability and to address deficiencies. We monitor 
provider adherence of access to care standards through: 
Annual audits of a random, statistically valid sampling of PCPs and 
designated specialists to assess appointment availability and after-
hours coverage 


• Review of our annual member satisfaction survey 
• Reviews of member grievances. In our annual review of 


member grievances concerning appointment access, the rate 
was fill in data here 
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When we identify providers who are out of compliance with 
appointment standards, our Provider Relations employees visit them in-
person and present a letter requesting corrective action plans. The 
Provider Relations team continues to monitor compliance and then re- 
surveys the providers after 90 days to verify that they are in 
compliance. Ultimately, we remove providers from our network if they 
do not meet access standards or do not take action to meet the 
standards. 


 
3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven 


(7) days per week.  The vendor must have written policies and 
procedures describing how recipients and providers can obtain urgent 
coverage and emergency services after business hours and on weekends.  
Policies and procedures must include provision of direct contact with 
qualified clinical staff.  Urgent coverage means those problems which, 
though not life-threatening, could result in serious injury or disability 
unless medical attention is received.  


 
Medicaid recipients will have access to emergency services twenty-four 
(24) hours a day, seven (7) days a week (24/7). We do not require a 
referral or prior authorization for emergency services. Our member 
handbook provides information on how and where to access emergency 
and urgent care services and members have 24/7 access to our Nurse 
Health Line. 
 
Nurses are specially trained in a protocol-driven algorithm to assess 
and triage callers over the phone and provide guidance and referrals to 
the appropriate health care setting or community resource.  The 
overarching goal of the program is to reduce ED visits, reduce re-
admissions and to refer members with mental health and substance 
abuse needs to a more appropriate care setting.  The Nurse Health Line 
is an integrated regional nurse triage center that is co-located with a 
secondary public safety answering point for emergency transport 
services in Washoe County.  The designated service area for the Nurse 
Help line is the State of Nevada.   


 
3.4.2.15 The vendor must participate in State and federal efforts to promote the 


delivery of services in a culturally competent manner to all recipients, 
including those with limited English proficiency and diverse cultural and 
ethnic backgrounds pursuant to MSM Chapter 100.  For the purposes of 
this RFP, the State has identified the prevalent non-English language in 
Nevada to be Spanish.  The BBA Regulations: Title 42 of the Code of 
Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires 
that vendors offer accessible and high quality services in a culturally 
competent manner. 


 
A.  Cultural Competency Plan 


 
1. Each vendor must have a comprehensive cultural 


competency program, which is described in a written plan.  
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The Cultural Competency Plan (CCP) must describe how 
care and services will be delivered in a culturally competent 
manner. The CCP must identify the goals and objectives of 
the vendor’s cultural competency program and encompass 
the goals and objectives described in the DHCFP Quality 
Assessment and Performance Improvement Strategy 
(QAPIS). The CCP must be reviewed and updated annually 
and submitted to the DHCFP in the second quarter of each 
calendar year. 


 
The health plan defines cultural competence as an 
understanding of social norms, mores, sexual orientation, 
disability and abilities, culture, ethnicity, race, and how 
individuals define health and well-being. We have 
developed a program to promote cultural competency and 
diversity across the organization through comprehensive 
practices in hiring, education, training, monitoring and 
reporting.  The goals of our Cultural Competency Program 
(CCP) are to maintain a workforce that is representative of 
and sensitive to the needs of the community we serve.  
 
We maintain a Cultural Competency Plan (CCP) that 
focuses on delivery of accessible and culturally relevant 
services to all our members. We will further develop our 
CCP to align with DHCFP’s Quality Assessment and 
Performance Improvement Strategy (QAPIS) and the 
National Standards for culturally and linguistically 
Appropriate Services (CLAS) in Health Care to promote 
the equitable and effective treatment of all members 
entering the healthcare system.  
 
Our experienced provider relations team continuously 
monitors the network with input from our Accountable 
Care Organization to ensure the right balance of providers 
to meet the cultural needs or our communities.  Network 
recruitment efforts also take into consideration planned 
business growth, demographic and geographic information 
in order to deliver the most diverse provider network.   
We have developed policies, procedures, employee 
education, and community programs to meet the unique 
needs and diversity of our member population in Nevada. 
We understand what contributes to potential barriers to 
care for our members and seek solutions to help our 
members get the care they need, when they need it. 


 
2. The vendor must identify a staff person, title or position 


responsible for the CCP.  If there is a change in the staff 
member responsible for the CCP, the vendor must notify the 
DHCFP. 
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The CCP is led by the Director of Organizational 
Development, with additional support from the Director of 
Health Services and the Health plan Compliance Manager.  
We will notify the DHCFP as required in the event of a 
change in any of these key positions.  Cultural Competency 
is one of the tenets of our overall compliance program and 
the governing board for the health system reviews 
information compiled through periodic reporting related to 
staffing, education and training and customer care.   


 
3. The CCP must contain a description of Staff Recruitment 


and Retention: 
 


a. The vendor must demonstrate how it plans 
to recruit and retain staff who can meet 
the cultural needs of the vendor’s 
recipients. Cultural competence is part of 
job descriptions. 


 
The health plan strives to maintain a 
diverse workforce. To this end 
recruitment and hiring practices begin 
with specific job descriptions that 
incorporate cultural and linguistic 
requirements based on the specific job or 
department.   Open positions are posted 
both locally and on America’s Job 
Exchange, a network which focuses on 
employment of minorities, veterans and 
persons with disabilities.  Our recruiters 
partner with a number of local and 
regional agencies including Northern 
Nevada Literacy Council, the Children’s 
Cabinet, Job Corps and High Sierra 
Industries.   
 
We recently formed a partnership with 
PaYS (Partnership of Youth Success) 
with the US Army and our recruiters 
completed “Green Zone Training”, 
curriculum regarding military work 
experience and the transition to a 
civilian work place. Job descriptions for 
all clinical staff have been updated to 
include a statement about cultural 
competency and non-discrimination.  
Non-clinical staff job descriptions are 
under revision with a goal to complete all 
updates by July 1, 2017.   
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B.  Education and Training 
 


1. The training program consists of the methods the vendor will 
use to ensure that staff at all levels and across all disciplines 
receive ongoing education and training in culturally and 
linguistically appropriate service delivery to recipients of all 
cultures. The vendor regularly assesses the training needs of 
the staff and updates the training programs, when 
appropriate. Trainings are also customized to staff based on 
the nature of the contacts they have with providers and/or 
recipients. 


 
Our education and training policies have been developed to 
meet all DHCFP requirements and we will continue to 
reinforce cultural competency with employees and 
providers. 
 
All clinical and non-clinical staff receives education and 
training on cultural competency and diversity during new 
employee orientation (NEO), mandatory two day training 
on working within the health system. Additional function-
specific training is required for employees in select 
departments and positions that engage in direct outreach to 
members, including Clinical Care teams, Member Services 
Representatives and Case Managers. 
 
Annually, all staff are required to complete On-line 
Learning Aacademies (OLA) on a variety of topics 
including Workplace Safety, Active Shooter Drills, General 
Compliance, Fraud Waste and Abuse, Fire and Emergency 
Training, Cultural Competency, Recognizing the signs of 
Stroke and Heart Attacks and others that are department 
specific.  Each module consists of a power point program 
and includes a test with a pass/fail scoring system and 
completion is required as part of continuing employment.  
The health plan Compliance Manager tracks all required 
training, including cultural competency, to verify that all 
employees successfully complete the course within the 
required timeframe. We review the curriculum annually 
and update it as necessary. 
 
Each department across the organization has written 
policies related to non-discrimination and non-harassment 
to ensure workplace safety for all staff.  The HEALTH 
PLAN maintains a Cultural Diversity Committee, chaired 
by the HR Business Partner assigned to the health plan.  
The committee meets quarterly to review education, 
training, and any issues presented across the organization. 
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2. The education program consists of methods the vendor will 
use for providers and other subcontractors with direct 
recipient contact.  The education program will be designed to 
make providers and subcontractors aware of the importance 
of providing services in a culturally competent manner.  The 
vendor must also make additional efforts to train or assist 
providers and subcontractors in receiving training in how to 
provide culturally competent services. 


 
Education and training requirements for staff are also 
included in our provider manual to credentialed network 
physicians and staff members and in our applicable vendor 
contracts.  Each operational leader is responsible for 
ensuring the vendors that provide services under his or her 
department meet these training requirements.  Our 
Delegation Oversight Committee tracks that status of 
compliance with training requirements.  Additionally, our 
Compliance team conducts audits of high risk vendors to 
ensure compliance with the delegated requirements. 


 
C.  Culturally Competent Services and Translation/Interpretation 


Services 
 


1. The vendor describes the method for the ongoing evaluation 
of the cultural diversity of its membership, including 
maintaining an up-to-date demographic and cultural profile 
of the vendor’s recipients. A regular assessment of needs 
and/or disparities is performed, which is used to plan for and 
implement services that respond to the distinct cultural and 
linguistic characteristics of the vendor’s membership.  
Culturally competent care requires that the vendor regularly 
evaluate its network, outreach services and other programs to 
improve accessibility and quality of care for its membership.  
It must also describe the provision and coordination needed 
for linguistic and disability-related services.   


 
Service delivery is an important component of our CCP.  
We utilize enrollment data to capture information on age, 
sex, race, ethnicity, and language preferences and data are 
reported quarterly or as required by performance 
standards.  In the patient care setting, our EMR system 
captures additional information about the patient’s 
preferences for care and treatment.  All clinical staff is 
educated about the availability of translation services to 
ensure that communication is linguistically appropriate.  
Members are alerted to the availability of translation 
services through our website, handbook, newsletters, and at 
the point of registration and enrollment by staff members.   
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2. A vendor, at the point of contact, must make recipients 
aware that translation services are available.  The services 
that are offered must be provided by someone who is 
proficient and skilled in translating language(s).  The 
availability and accessibility of translation services should 
not be predicated upon the non-availability of a friend or 
family member who is bilingual. Recipients may elect to use 
a friend or relative for this purpose, but they must not be 
encouraged to substitute a friend or relative for a translation 
service. 


 
Effective communication is another critical component for 
providing quality patient care and equal access to health 
care services.  We have developed a comprehensive policy 
to promote effective communication of patient rights and 
treatment plans.  Interpreter services are made available to 
all individuals upon request at the point of registration in 
any of our network facilities. Our providers are trained and 
educated about these requirements during orientation, and 
through the provider manual.    The consistent application 
of this policy and procedure ensures effective and equal 
access to communication between all Deaf, Hard of 
Hearing, Deaf Blind, and non-English speaking people and 
its employees.  
 
To achieve that goal, all staff are required to inform Deaf, 
Hard of Hearing, Deaf blind, and non-English speaking 
patients of the availability of qualified interpreters, 
Telecommunications Device for the Deaf (TDD), amplified 
telephones, closed captioning, Computer Assisted Real 
Time captioning (CART), assistive listening devices, and 
other auxiliary aids at no cost to them. This also applies to 
Deaf, Hard of Hearing, and Deaf Blind relatives, friends, 
or companions of the patients, again at no cost to them. All 
services are made available promptly upon request. Sign 
language interpreters and other auxiliary aids and services 
are necessary to provide equal access to medical center 
services for Deaf, Hard of Hearing, Deaf Blind, and non-
English speaking individuals. 
 
We identify the patient's oral and written communication 
needs, including the patient's preferred language for 
discussing health care during the initial visit and 
registration. Individuals with limited English proficiency 
are also provided with effective and equal access to 
communication through interpreter services as appropriate 
in order to facilitate the provision of quality care. Staff 
regularly communicates with the patient during the 
provision of care, treatment, and services in a manner that 
meets the patient's oral and written communication needs. 
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3. The vendor must demonstrate that they use a quality review 


mechanism to ensure that translated materials convey 
intended meaning in a culturally appropriate manner. The 
vendor must provide translations in the following manner: 


 
a. All materials shall be translated when the 


vendor is aware that a language is spoken 
by 3,000 or 10% (whichever is less) of the 
vendor’s recipients who also have Limited 
English Proficiency (LEP) in that 
language. 


 
b. All vital materials shall be translated 


when the vendor is aware that a language 
is spoken by 1,000 or 5% (whichever is 
less) of the vendor’s recipients who also 
have LEP in that language.  Vital 
materials must include, at a minimum, 
notices for denial, reduction, suspension 
or termination of services, and vital 
information from the member handbook. 


 
c. All written notices informing recipients of 


their right to interpretation and translation 
services shall be translated into the 
appropriate language when the vendor’s 
caseload consists of 1,000 recipients that 
speak that language and have LEP.  


 
We contract with a professional translation vendor for 
written materials and provide fully translated documents 
when a language is spoken by 1,000 or 5% of the 
recipients, or when a language is spoken by 3,000 or 10% 
of the recipients who also have Limited English Proficiency 
in that language.  An experienced team of linguists is 
assigned to our materials to ensure the highest quality and 
translation to Nevada specific Spanish.  Their health care 
specific unit is familiar with CMS requirements for 
Medicaid and Medicare and they are experienced working 
with health plans on a national basis.   
 
Additionally, the translation service partner is ISO 
9000:2008 and EN 15038:2006 certified and has the ability 
to translate written materials in over 62 languages and 
dialects.  Materials that are submitted for translation 
include Member Handbooks, Evidence of Coverage 
(commercial clients only), Schedules of 
Benefits(commercial clients only) Provider Directories, 
Preferred Drug Lists (formulary), Benefits at a Glance, 
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Member Rights and Responsibilities, Emergency Service 
availability, care instructions, discharge instructions and 
many more.  The health system has over 750 documents 
translated into Spanish for member use in a variety of 
settings.  All documents and processes are audited by the 
health plan prior to distribution and the vendor submits all 
Spanish documents for review to the leading certification 
organization TÜV SÜD.     


 
D.  Evaluation and Assessment of CCP 


 
1. The vendor must evaluate the CCP annually to determine its 


effectiveness and identify opportunities for improvement. A 
summary report of the evaluation must be sent to the 
DHCFP.  The evaluation may, for example, focus on: 
comparative recipient satisfaction surveys, outcomes for 
certain cultural groups, recipient complaints, grievances, 
provider feedback and/or vendor employee surveys.  If issues 
are identified, they must be tracked and trended, and actions 
must be taken to resolve the issue(s). 


 
To strengthen our CCP, a formal evaluation process is 
under development to include recipient satisfaction surveys, 
monitoring of complaints, grievances and appeals, provider 
feedback and employee surveys specific to cultural 
competency and diversity.   


 
2. The vendor shall adhere to professional standards of medical 


or paramedical care and services, and comply with all local, 
state and federal statutes, rules and regulations relating to the 
vendor's performance under the contract, including, but not 
limited to, non-interference with recipient/health care 
provider communications and prohibitions against factoring 
and accepting or paying kickbacks for services provided to 
the DHCFP recipients. 


 
We are fully compliant with professional standards of 
medical and paramedical care and services and all local, 
state and federal statutes, rules and regulations related to 
communications and prohibitions against kickbacks for 
services provided to DHCFP beneficiaries.   


 
3.4.3 Vendor Covered Services 


 
3.4.3.1 No enrolled recipient shall receive fewer services in the managed care 


program than they would receive in the current State Medicaid Plan, 
except for excluded services, Excluded Populations, Services and 
Coverage Limitations below. 
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The health plan will offer benefits to enrolled recipients to ensure all 
medically necessary services covered under the Title XIX and Title XXI 
State plans are available to them.  The table below represents the range 
of services offered in response to this RFP: 


 


 
3.4.3.2 At a minimum, the MCO vendor must provide directly, or by 


subcontract, all covered medically necessary services, provider types and 
locations (Refer to Attachments M ~ Provider Types and Attachment P 
~ Essential Community Providers) which shall include, but may not be 
limited to, the following: 


 
We will provide all of the services described below as required by this 
RFP.  The health plan will be able to comply with the requirements for 
covered medically necessary services that are no less in amount, 
duration, and scope than those covered services they would receive in the 
current State Medicaid Plan and Nevada Medicaid Service Manual 
(MSM), with the exception of excluded services detailed in RFP Section 
3.4.2.3. We understand and abide by the requirements contained within 
the Nevada MSM, including elements such as what constitutes 
“medically necessary services” and the requirements surrounding Early 
Periodic Screening Diagnostic and Treatment (EPSDT) screening and 
services. 


 


Applied Behavior Analysis Inpatient Rehabilitation Intravenous Therapy 
Ambulance Service    
Emergency Transportation 


Laboratory-Pathology and 
Clinical 


Physician/Osteopath;  
Physician Assistants 


Ambulatory Surgery Centers  Rehabilitation Hospital or 
Specialty Hospital 


Certified Registered Nurse 
Practitioner 


Alcohol and Substance Abuse 
Treatment Centers 


Nurse Anesthetist       Certified 
Nurse Midwife 


Skilled Nursing (45 days); 
Swing Bed Stays (45 days) 


Case Management Durable Medical Equipment EPSDT Screenings 
Mental Health Services: 
Inpatient Psychiatric Hospital 
Outpatient Psychiatric Clinic 
Rehabilitative Treatment  
Psychologist 
Residential Treatment (RTC) 
Case Management 
Habilitation Services 
Medication Management 


Therapy: 
Audiology 
Occupational 
Physical 
Respiratory 
Speech 
Habilitation 


Organ Transplant, 
Tissue Transplant and Related 
Immunosuppressant Drugs 


Methadone Treatment Chiropractor (EPSDT ) Hospital Inpatient Services 
Community Para-medicine Podiatrist (EPSDT) Hospital Outpatient Services 
Dental Emergency Services Family Planning Services Home Health Agency 
Disposable Medical Supplies Opticians/Optometrists End Stage Renal Facilities 
Federally Qualified Health 
Centers 


Radiology and Noninvasive 
Diagnostic Centers 


Transitional Rehabilitative 
Centers 


Rural Health Clinics Tobacco Cessation Personal Care Aides 
Prosthetics Pharmacy Services Private Duty Nursing 
Hearing Aids and Supplies School Based Health Centers Special Clinics 
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A.  Applied Behavior Analysis; 
 


B.  Ambulatory Surgery Centers; 
 


C.  Alcohol and Substance Abuse Treatment, including Intensive 
Outpatient Treatment; 


 
D.  Case Management including care coordination for transitioning 


recipients to the appropriate level of care in a timely manner; 
 


E.  Certified Registered Nurse Practitioner; 
 


F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible 
recipients); 


 
G.  Community Paramedicine; 


 
H.  Dental and Dental Related Services for emergency and palliative 


care that is provided in an emergent or urgent care setting;  
 


I.  Disposable Medical Supplies; 
 


J.  Durable Medical Equipment; 
 


K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);  
 


L.  Emergency Transportation;  
 


M.  End Stage Renal Disease Facilities; 
 


N.  Family Planning Services; 
 


O.  Hearing Aid Dispenser and Related Supplies; 
 


P.  Home Health Agency; 
 


Q.  Hospital Inpatient; 
 


R.  Hospital Outpatient; 
 


S.  Inpatient Medical Rehabilitation Center or Specialty Hospital; 
 


T.  Intravenous Therapy (TPN); 
 


U.  Laboratory - Pathology/Clinical; 
 


V.  Medical Rehabilitation Center or Specialty Hospital; 
 


W.  Mental Health Services: 
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1. Inpatient Psychiatric Hospital; 
2. Mental Health Outpatient Clinic;  
3. Mental Health Rehabilitative Treatment;   
4. Psychologist; 
5. Outpatient Psychiatric;  
6. Residential Treatment Centers (RTC); 
7. Case Management; 
8. Habilitation services; and 
9. Medication Management. 


 
X.  Methadone Treatment; 


 
Y.  Nursing Facilities; under 45-days (see 3.2.3.11); 


 
Z.  Nurse Anesthetist; 


 
AA.  Certified Nurse Midwife; 


 
BB.  Opticians/Optometrists; 


 
CC.  Outpatient Surgery; 


 
DD.  Personal Care Aide; 


 
EE.  Pharmacy; 


 
FF.  Physician/Osteopath; 


 
GG.  Physician Assistants; 


 
HH.  Podiatrist (for EPSDT eligible recipients); 


 
II.  Private Duty Nursing; 


 
JJ.  Prosthetics; 


 
KK.  Radiology and Noninvasive Diagnostic Centers; 


 
LL.  Residential Treatment Centers; (with limitations); 


 
MM.  Rural Health Clinics and Federally Qualified Health Centers 


(FQHC); 
 


NN.  School Based Health Centers; 
 


OO.  Special Clinics; 
 


PP.  Swing Beds Stays, under 45 days;  
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QQ.  Therapy: 
 


1. Audiology; 
2. Occupational; 
3. Physical; 
4. Respiratory; 
5. Speech;  
6. Habilitation; and 


 
RR.  Tobacco Cessation; 


 
SS.  Transitional Rehabilitative Center; and 


 
TT.  Transplantation of Title XIX and Title XXI State Plan covered 


organs and tissue, and related immunosuppressant drugs. (see 
limitations). 


 
UU.  Other services as defined in the Medicaid Services Manual (MSM). 


 
We will provide all of the services described above as required by this 
RFP.  The health plan will be able to comply with the requirements for 
covered medically necessary services that are no less in amount, 
duration, and scope than those covered services they would receive in the 
current State Medicaid Plan and Nevada Medicaid Service Manual 
(MSM), with the exception of excluded services detailed in RFP Section 
3.4.2.3. We understand and abide by the requirements contained within 
the Nevada MSM, including elements such as what constitutes 
“medically necessary services” and the requirements surrounding Early 
Periodic Screening Diagnostic and Treatment (EPSDT) screening and 
services. 


 
3.4.4 Special Considerations 


 
3.4.4.1 Inpatient Hospital Services 


 
A.  The vendor may provide services in alternative inpatient settings 


that are licensed by the State of Nevada, in lieu of services in an 
inpatient hospital such as Institutions for Mental Diseases (IMDs).  
These alternative settings must be lower cost than traditional 
inpatient settings. By the 15th of every month the vendor must 
report to the DHCFP the recipients who were admitted as an 
inpatient in an IMD for more than 15 days in the prior calendar 
month. Example: by August 15th the vendor must submit a list of 
Medicaid recipients who had an IMD inpatient stay for more than 15 
days during the month of July. 


 
Services in Alternative Inpatient Settings  
 
We value the flexibility made available by the State in permitting 
MCOs to provide in lieu of services in alternative inpatient settings 
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(IMD) that are licensed by the State of Nevada to our recipients 
who would otherwise receive inpatient hospital services. The 
ability to offer “in lieu of” services will improve access to acute 
behavioral health services and expand the behavioral health 
continuum of care.   
 
“In lieu of” services will be authorized by our behavioral health 
case managers when:  


• The services are determined the most effective in meeting 
the recipient’s identified behavioral health needs;  


• The in lieu of services are lower in cost than traditional 
inpatient hospital services; and  


• The recipient agrees that "in lieu of" service is his or her 
preference.  


 
Our focus for each recipient with acute behavioral health needs is 
rapid assessment, stabilization, intensive recovery-focused 
treatment, and discharge to home or an alternative community-
based setting at the earliest possible date a recipient is ready. Our 
behavioral health case managers in collaboration with a 
recipient’s targeted case manager, work with the recipient during 
their inpatient stay to identify and authorize the array services and 
supports that will be available upon discharge to help each 
recipient meet his or her recovery goals and health care needs and 
avoid readmission. Case managers also schedule the recipient’s 
first outpatient appointment and coordinate transportation when 
needed to attend the appointment. Case managers complete follow-
up calls with all newly discharged recipients to ensure the 
adequacy of, and satisfaction with, community-based services and 
providers and to identify an agreed-to schedule of ongoing contact 
with the case manager.   
 
By the 15th of every month we will submit a list of Medicaid 
recipients to the DHCFP who had an IMD inpatient stay for more 
than 15 cumulative days during the preceding month. 


 
B.  The vendor must coordinate with discharge planners for 


transitioning to the appropriate post-hospital destination. Failure to 
transfer the recipient to the appropriate care setting in a timely 
manner, within two (2) days after the recipient no longer meets an 
acute level of care will result in the vendor reimbursing the acute 
care facility at the average skilled nursing facility (SNF) rate or the 
administrative day reimbursement rate, whichever is greater. 
 
Coordination with Discharge Planners  
 
UM clinicians work closely with discharge planners to ensure 
recipients are discharged to an appropriate post-hospital care 
setting timely. Discharge planning and coordination begins 
immediately following hospital admission and includes 
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coordination with our embedded UM staff at high-volume 
inpatient settings and geographically based care teams are aligned 
with specific PCPs, their patients and hospitals within a region. 
Our staff is supported by our fully interoperable technology 
platform that identifies recipients with future avoidable events, 
supports delivery of evidence-based interventions and coordination 
of care across providers, all while continuously measuring, 
managing and providing the information needed to improve 
outcomes.   
 
Our UM staff develop close working relationships with discharge 
planners, local community providers, and for recipient’s 
transitioning to rehab, nursing facility or LTAC settings, the 
provider and admissions staff, supporting timely discharge. Our 
post-acute transition model includes nurse case manager visits to 
specific facilities for selected recipients (high-risk recipients 
and/or recipients with no involved family or natural supports), 
collaborating with facilities on the recipient’s care needs to 
prevent unnecessary ER visits or readmission. We ensure 
providers have access to necessary clinical information, with 
appropriate consent, to continue a recipient’s care following 
discharge. Recipients discharged home who are at high-risk of 
readmission are enrolled in our Hospital Transition Program, 
described below.   
 
We recognize there may be times when a recipient has unique 
needs that make discharge more challenging. In these situations, 
UM staff works with our network providers, provider services 
representatives, case managers and community-based 
organizations, when appropriate, to locate a provider able to meet 
the recipient’s unique needs. We also authorize an Out of Network 
provider when necessary through a letter of agreement (LOA) and 
invite the provider to join our network.   
 
In the event discharge is delayed while these arrangements are 
underway, we will reimburse the acute care facility at the average 
skilled nursing facility (SNF) rate or the administrative day 
reimbursement rate, whichever is greater and consistent with the 
recipient’s level of care.  
 
Hospital Transition Program  
 
Research finds the hospital discharge process is often non-
standardized and frequently marked by poor quality. Poor 
documentation, incomplete test results, fragmented education and 
confusion over medications all contribute to costly readmissions 
and post-discharge adverse events. Our hospital transition 
program targets recipients expected to transition home who are at-
risk for readmission based on previous hospital utilization, medical 
services and pharmacy utilization, and targeted chronic 
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conditions. Recipients may also be enrolled by referral from their 
treating provider or health plan clinical staff.  
 
Our Hospital Transition Program incorporates best practices in 
transition coordination, including Project RED and Coleman’s 
Care Transition Intervention TM practices.  UR clinicians work 
with the recipient while in the inpatient setting providing 
comprehensive recipient education including detailed medication 
education, education about the his or her specific conditions, 
including co-morbidities, and “what to watch for” after discharge.  
 
The UR clinician develops a written discharge plan that 
documents the recipient’s post discharge support needs, including 
ensuring he or she has adequate caregiver support and 
appropriate resources at home, and incorporates a recipient self-
management plan including when to contact the doctor. Our 
model includes close collaboration with community supports such 
as Area Agencies on Aging and Centers for Independent Living. 
The UR clinician also authorizes or coordinates needed post-
discharge services including in-home services, medical equipment 
and supplies, and medications. He or she also schedules the 
recipient’s follow-up appointments, including an appointment with 
the primary care physician (PCP) within 7 to 14 days of discharge 
when possible.   
 
To ensure recipients receive the appropriate level of support post-
discharge, we risk stratify all recipients who are hospitalized into 
low-risk, at risk or high risk for readmission groups. The UR 
clinician refers recipients identified as at risk or high risk for 
readmission, to our case management team for ongoing care 
coordination after discharge. These recipients include those who 
have the following chronic conditions or characteristics:  


• Acute myocardial infarction   
• Pneumonia   
• Heart failure   
• Coronary artery disease  
• Diabetes   
• 65 years of age or older with one targeted chronic 


condition   
• Any age with three targeted conditions  
• Depression with one targeted chronic condition  
• A combination of co-morbidity and high cost service 


utilization  
• With a low patient activation measure (PAM) score  


 
We call or visit all recipients within 48 hours of discharge to 
complete a post-discharge assessment. The post discharge 
assessment focuses on medication review, confirming or 
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scheduling follow-up appointments, self-management status and 
understanding of discharge instructions, access to community 
supports, and confirms receipt of ancillary services ordered prior 
to discharge. Recipients receive telephone follow up calls for four 
weeks.  
 
During home visits, case managers complete in home medication 
reconciliation, reinforce the established discharge plan, and 
provide any needed care coordination and/or education. The case 
manager also reviews telehealth equipment and use for recipients 
with COPD, CHF, and/or diabetes enrolled in our telehealth 
program. They confirm scheduling of a post discharge follow-up 
visit to their primary care physician and confirm or arrange 
transportation needed to get to and from home to the physician’s 
office. A member of the case management team confirms 
completion of the visit calling the recipient after the scheduled 
date to discuss their status.  Recipients who need continued care 
coordination will be enrolled into the appropriate case 
management program.   


 
3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals 


enrolled in Managed Care. 
 


We have nearly 20 years of experience comprehensively coordinating 
our recipients’ covered and non-covered services and supports. In 
addition, we have established procedures to help recipients transition to 
fee-for-service Medicaid, when a recipient is required to disenroll to 
receive an excluded service that supports continuity of care. Our 
experienced care navigators, case managers, UR nurses and others 
involved in a recipient’s care, implement joint care planning, 
information sharing and special initiatives to comprehensively 
coordinate recipients’ carved-out and covered services, ensuring 
holistic health care management.  
 
Our care coordination approaches are customized and individualized to 
meet the needs of Medicaid families and children, children and adults 
with disabilities including dual eligible individuals, children in foster 
care, and Medicaid expansion populations, including young adults 
aging out of foster care. Geographically-based case managers hired 
from the local community develop close working relationships with 
local health care, educational and social support resources helping to 
bring all of these resources together for the benefit of our recipients 
and their families. We work closely with recipients’ external case 
managers, including targeted case managers (TCMs), carved-out 
service providers, and state and local agencies, including child welfare 
agencies, to ensure closely coordinated service delivery without 
duplication of services or activities. Our experience with carved out 
services providers or vendors includes, but is not limited to providers 
of:  
• HCBS including HCBS waiver services  
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• Medicaid state plan services such as TCM  
• Institutional services including long-stay nursing facility services 


and non-covered IMD services  
• School-based health services  
• Dental services  
• Non-Emergency Transportation   


 
A.  The DHCFP has determined the following services are either 


excluded as an MCO covered benefit and will be covered under FFS 
or have current coverage limitations.  The DHCFP reserves the 
exclusive right to include any of the following services as a covered 
benefit or modify coverage limitations at any time.  The DHCFP 
will review and may adjust the capitation payment to ensure an 
actuarial sound rate is maintained and paid to the MCO at the time 
of the change to cover increased/decreased medical costs and/or 
expanded populations.  The current exclusions and limitations are 
identified as follows: 


 
We understand DHCFP reserves the exclusive right to include any 
of the carved-out services listed in this section as a covered benefit 
or modify coverage limitations at any time. We are prepared to 
assume responsibility for these services and modify coverage 
limitations as directed by DHCFP. We understand DHCFP may 
adjust the capitation payment to ensure an actuarial sound rate is 
maintained and paid to the MCO at the time of the change to cover 
increased/decreased medical costs and/or expanded populations.   


 
1. All services provided at Indian Health Service Facilities and 


Tribal Clinics. 
 


We will develop policies and procedures to request and 
receive medical records when a Native American member 
seeks covered services from IHS and to address instances 
when IHS recommends covered services that the member 
seeks to obtain through the health plan. All documentation 
will be made available for review by DHCFP or other 
designated reviewers upon notification of a contract award. 


 
2. All eligible Indians may access and receive covered 


medically necessary services at Indian Health Service (IHS) 
facilities and Tribal Clinics Provider Type 47 (PT).  Eligible 
Indians who are eligible as Nevada Title XIX or Title XXI 
recipients may choose to opt out of managed care. If an 
eligible Indian who is enrolled in managed care seeks 
covered services from IHS, the vendor must request and 
receive medical records regarding those covered 
services/treatments provided by IHS. If covered services are 
recommended by IHS and the recipient seeks those services 
through the vendor, the vendor must either provide the 
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service or must document why the service is not medically 
necessary. The documentation may be reviewed by the 
DHCFP or other reviewers. The vendor is required to 
coordinate all services with IHS. If a Nevada Medicaid (Title 
XIX) or Nevada Check Up (Title XXI) eligible Indian 
recipient elects to disenroll from the vendor, the 
disenrollment will commence no later than the first day of 
the second administrative month after which all covered 
medically necessary services will be reimbursed by FFS. 


 
We understand Indian Health Service (IHS) facilities and 
Tribal Clinics Provider Type 47 (PT) are essential 
community providers and eligible Indians may access and 
receive covered medically necessary services at IHS/Tribal 
clinics.  We also understand Indians who are eligible as 
Nevada Title XIX or Title XXI recipients may choose to opt 
out of managed care and will meet all transition 
requirements including transfer of clinical and other vital 
information to the recipient’s fee-for-service (FFS) 
provider in the event he or she chooses to disenroll.   
 
We will coordinate all services with IHS. Coordination 
activities will include the recipient and his or her 
family/caregiver as appropriate, the primary care 
provider(PCP), other IHS and MCO providers, case 
managers and other clinicians involved in the recipient’s 
care, and anyone else authorized by the recipient. 
Coordination will include exchange of relevant 
information, joint case conferences and consultation, as 
appropriate to meet the recipient’s needs. We will designate 
a member of our care management staff as a tribal liaison 
and will seek to employ a Native American to fill this 
position. The tribal liaison will work closely with 
IHS/Tribal clinics to help coordinate Native American 
recipients’ access to covered and carved-out services from a 
provider of their choice. The liaison will help develop 
policies and procedures to guide the referral and 
coordination process and methods for mutual sharing of 
essential recipient-specific information.   
 
We also understand Indians who are eligible as Nevada 
Title XIX or Title XXI recipients may choose to opt out of 
managed care and we will meet all transition requirements 
including transfer of clinical and other vital information to 
the recipient’s fee-for-service (FFS) provider in the event 
he or she chooses to disenroll.   
 
The liaison will also participate in development and 
implementation of a Cultural Competency Plan that 
includes topics reflective of the needs Nevada Medicaid and 
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CHIP recipients including Native American recipients. The 
Cultural Competency Plan, based on our existing plan but 
customized for Nevada, will include methods to support 
culturally-competent contact between staff and recipients, 
and between providers and recipients. Our Cultural 
Competency Plan forms the foundation for staff training 
and the development of appropriate health education 
materials targeted to specific populations within our 
membership. For example, our health education, disease 
management and case management interventions will 
include culturally sensitive approaches to positively 
impacting conditions that disproportionately affected 
Native Americans such as mental health and substance use 
disorders and COPD.   
 
We are committed to the delivery of culturally competent 
and high-quality health care that reflects the needs of local 
communities and populations. We have an extensive 
stakeholder participation process that includes recipient 
and provider participation though quality committees, 
advisory committees and work groups. We will develop a 
Native American Advisory Committee focused on issues of 
importance to Native American recipients, including 
specific health disparities. The Committee will (as is our 
current practice) review all health education materials and 
special initiatives targeting Native Americans, providing 
valuable feedback to our staff that will be used to refine our 
approaches.  
 
When an enrolled Native American recipient seeks covered 
services from an IHS/Tribal clinic, we will request medical 
records regarding those covered services/treatments 
provided by IHS/Tribal clinics to support coordination of 
care. The request will be made orally, with a written 
request following the call, or by email to avoid unnecessary 
delays. Records will be scanned into our technology 
platform’s care management module and made available to 
the recipient’s providers, care management and other 
authorized staff.   
 
We will coordinate all services with IHS. We will provide 
all medical necessary covered services recommended by 
IHS or will document why the service is not medically 
necessary. The documentation will be available for review 
by the DHCFP or other authorized reviewers upon request. 
Coordination will include exchange of relevant 
information, including screening and assessment 
information, person centered care plans, and 
authorizations, joint case conferences and consultation, as 
appropriate to the recipient’s needs.  
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We understand that if the Title XIX or Title XXI recipient 
elects to disenroll, the disenrollment will commence no 
later than the first day of the second administrative month 
after which all covered medically necessary services will be 
reimbursed by FFS. We will use our transition of care 
process to make sure IHS and other FFS providers receive 
necessary recipient information and will remain available 
following the recipient’s disenrollment to respond to 
questions about the recipient’s services including prior 
authorizations and case management/disease management 
interventions (for recipients who were enrolled in our CM 
program). 


 
3. The vendor is not responsible for payment of any service 


received by an enrolled recipient at an IHS facility or Tribal 
Clinic. The IHS facility or Tribal Clinic will submit their 
claims directly to the DHCFP's Fiscal Agent and will be paid 
by the DHCFP through the FFS fee schedule. 


  
We understand we are not responsible for payment of any 
service received by an enrolled recipient at an IHS facility 
or Tribal Clinic. The IHS/Tribal clinic will submit their 
claims directly to the DHCFP's Fiscal Agent and will be 
paid by the DHCFP through the FFS fee schedule. We will 
assist recipients in resolving payment issues with the 
IHS/Tribal clinic and DHCFP's Fiscal Agent in the event 
they need this assistance.   


 
B.  Non-Emergency Transportation (NET) 


 
The DHCFP contracts with a NET Broker who authorizes 
and arranges for all covered medically necessary non-
emergency transportation.  The vendor and its subcontractors 
shall coordinate with the NET Broker, if necessary, to ensure 
NET services are secured on behalf of enrolled recipients.  
The vendor and its subcontractors must also verify medical 
appointments upon request by the DHCFP or the NET 
Broker. 


 
We will collaborate with the NET broker who authorizes 
and arranges for all covered medically necessary non-
emergency transportation. Our Customer Service staff will 
help recipients who need assistance accessing and 
arranging NET. They will provide information including 
the scope of covered NET and NET broker’s telephone 
number and contact the NET Broker when a recipient 
needs this assistance, to help schedule the date, time and 
mode of transportation appropriate to his or her needs. 
Recipients may call our toll-free number during regular 
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working hours and request this help. In addition, case 
managers will coordinate with Customer Service staff when 
they identify a need for assistance during case management 
or UM an activity to make sure the recipient receives the 
help they need with NET.   
 
We will also designate a transportation liaison from among 
our care coordination staff who will be the single point of 
contact for collaboration with the NET broker, ensuring we 
have accurate information about the NET broker’s covered 
transportation services policies and procedures and 
working closely with the broker to resolve transportation 
issues as needed.  
 
We will verify medical appointments upon request by the 
DHCFP or the NET Broker and will require our 
subcontractors to also provide this information upon 
request.   
 


C.  School-Based Child Health Services (SBCHS) with Limitations 
 


1. The DHCFP has provider contracts with several school 
districts to provide certain medically necessary covered 
services through School Based Child Health Services 
(SBCHS) to eligible Title XIX Medicaid and Title XXI 
Nevada Check Up recipients. School-Based Health Clinics 
are separate and distinct from School-Based Child Health 
Services. 


 
At the Medicaid Center of Excellence, we have almost 20 
years of experience working closely with schools to 
coordinate services provided by a school to children with 
special needs. We have an established procedure and 
experienced care management staff who will implement 
effective methods for coordination and collaboration with 
the Washoe and Clark County school districts in Nevada.  
Our care coordination staff and geographically-based case 
managers will work closely with children and their 
families, schools, and other providers or agencies serving 
the child, to coordinate all services and supports. Our care 
coordinators and case managers develop long-standing and 
close working relationships with schools supporting 
collaborative strategies to help make sure children and 
families have the physical health, behavioral health, and 
social services needed to support healthy development and 
success at school and home.  
 
We also designate a member of our care coordination team 
as a school liaison and will implement this position in 
Nevada. Our school liaison is hired from the local 
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community and meets regularly with local schools to 
ensure close collaboration to support children’s access to 
necessary health care services and coordinates our 
participation in health-related back-to-school events and 
fairs.   
 
Our Community Engagement Representatives, in 
collaboration with our care coordination staff, promote 
health and wellness for students, families, and the general 
public. Each year during back-to-school events our 
Representatives promote healthy habits and provide 
backpacks and some school supplies. The back-to-school 
events are often staffed by our care navigators and 
Maternity care Program nurses who provide information 
on our special programs for children and their families. 
From January through August 2016, Community 
Engagement Representatives on one state where we serve 
Medicaid recipients participated in 106 school events in 25 
different counties. The Representatives held 246 one-on-
one meetings with Resource Centers, school and childcare 
staff in 51 different counties. 


 
2. Eligible Medicaid recipients who are three (3) years of age 


and older can be referred by their PCP, school physician, 
special education teacher, school nurse, school counselor, 
parent or guardian, or social worker to SBCHS for an 
evaluation.  If the child is found eligible for these services, 
then an Individual Education Plan (IEP) is developed for the 
child.  The IEP specifies services needed for the child to 
meet his/her educational goals.  A copy of the IEP will be 
sent to the child’s PCP within the managed health care plan, 
and maintained in the recipient’s medical record. 


 
Our care coordination staff and geographically-based case 
managers will work closely with children and their 
families, schools, and other providers or agencies serving 
the child, to coordinate all services and supports. Our care 
coordinators and case managers develop long-standing and 
close working relationships with schools supporting 
collaborative strategies to help make sure children and 
families have the physical health, behavioral health, and 
social services needed to support healthy development and 
success at school and home.  
 
Children with special health care needs will be assigned a 
geographically based case manager who will be available to 
participate in IEP meetings. We also invite members of a 
child’s IEP team to participate in our care planning, 
rounds, and other care management activities, with 
family/child consent. We will send a copy of the child’s IEP 
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to the PCP which will be maintained in the child’s medical 
record. We will also incorporate school records into the 
provider’s medical record. We will specify this requirement 
in our Provider Manual which is incorporated by reference 
into the executed provider contract. 
 
Our case managers have experience working with children 
with special health care needs including those eligible for 
early intervention and special education services. Case 
managers help families upon request obtain an evaluation 
for special education services for children who are three 
years old or older coordinating a referral to SBCHS.   


 
3. The school districts provide, through school district 


employees or contract personnel, the majority of specified 
medically necessary covered services.  Nevada Medicaid 
reimburses the school districts for these services in 
accordance with the school districts’ provider contract. The 
current school district contracts will be maintained by the 
State; the MCO will not contract directly with the school 
district.  


 
We also designate a member of our care coordination team 
as a school liaison and will implement this position in 
Nevada. Our school liaison is hired from the local 
community and meets regularly with local schools to 
ensure close collaboration to support children’s access to 
necessary health care services and coordinates our 
participation in health-related back-to-school events and 
fairs.   


 
4. The vendors will provide covered medically necessary 


services beyond those available through the school districts, 
or document why the services are not medically necessary.  
The documentation may be reviewed by the DHCFP or its 
designees.  Title XIX Medicaid-eligible children are not 
limited to receiving health services through the school 
districts.  Services may be obtained through the vendor 
rather than the school district if requested by the parent/legal 
guardian.   


 
We understand DHCFP contracts with several school 
districts to provide certain medically necessary covered 
services through School Based Child Health Services 
(SBCHS) to eligible Title XIX Medicaid and Title XXI 
Nevada Check Up recipients. We further understand that 
MCOs may not contract directly with the school district but 
may contract with school-based health clinics (that are 
separate from the school).  We will not require prior 
authorization or PCP referrals for these services.    
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We will provide covered medically necessary services 
beyond those available through the school districts, or 
document why the services are not medically necessary and 
make this documentation available to DHCFP or its 
designees upon request.  We understand Title XIX 
Medicaid-eligible children are not limited to receiving 
health services through the school districts and we are to 
provide these services rather than the school district if 
requested by the parent/legal guardian.  Our care 
coordinators and case managers will also coordinate with 
the school district in obtaining any services a child needs 
which are not covered by the plan or the school district.  
 
Case managers are available to participate in IEP meetings 
and invite school staff input and participation in care 
planning, rounds, and other care management activities, 
with family/child consent. We will require PCPs to retain a 
copy of the IEP provided by the school in each child’s 
medical record. 
 
Our case managers have experience working with children 
with special health care needs including those eligible for 
early intervention and special education services. Case 
managers help families upon request obtain an evaluation 
for special education services for children who are three 
years old or older coordinating a referral to SBCHS. 


 
5. The vendor must reimburse school based health services 


provided by a Federally Qualified Health Center (FQHC) or 
a Rural Health Clinic (RHC).  These services must not have 
restrictions of prior authorization or PCP referral 
requirements.  The vendor case manager shall coordinate 
with the school district in obtaining any services which are 
not covered by the plan or the school district. 


 
This section has been deleted pursuant to Amendment 2. 


 
6. The vendor will stay up-to-date on efforts to promote State 


standards for SBCHS. The vendor will ensure their delivery 
systems support the integration of SBCHS with Medicaid 
managed care services. 


 
We will stay up-to-date on efforts to promote State 
standards for SBCHS. We will also ensure our delivery 
systems support the integration of SBCHS with Medicaid 
managed care services through care coordination and 
established meetings and other channels of 
communication. 


 


Managed Care Organization RFP 3260 Page 53 of 509 







D.  Intermediate Care Facility for Individuals with Intellectual 
Disabilities (ICF/IID) Recipients requiring this service are not 
eligible for managed care. 


 
We acknowledge that recipients who require Intermediate Care 
Facility for Individuals with Intellectual Disabilities (ICF/IID) 
services are not eligible for managed care. In the event a recipient 
is authorized for admission or enters an ICF/IID, we will confirm 
disenrollment has been initiated and implement our transition of 
care process to make sure the ICF/IID provider receives necessary 
recipient information. We provide copies of a recipient’s service 
authorizations and care plan to ensure a smooth transition. Our 
care coordination staff will remain available following the 
recipient’s disenrollment to respond to questions about the 
recipient’s services including prior authorizations and case 
management/disease management interventions (for recipients 
who were enrolled in our CM program). 


 
E.  Adult Day Health Care 


 
1. Recipients requiring this service are eligible for managed 


care. 
 


We understand recipients requiring ADHC services are 
eligible for managed care and ADHC services are 
reimbursed at the same level as FFS Medicaid. 


 
2. Adult Day Health Care (ADHC) services for eligible 


managed care recipients are covered under FFS pursuant to 
MSM Chapter 1800. The vendor is responsible for ensuring 
referral and coordination of care for ADHC services.  The 
vendor must ensure that recipients who are receiving ADHC 
services are receiving all medically necessary services 
covered in the managed care benefit package. 


 
We have experience, through our Dual Eligible Special 
Needs Plan (D-SNP), working with the disability and aging 
network, agencies and providers, including Area Agencies 
on Aging, and state Medicaid and aging services 
agencies/divisions. We understand the value of 
coordinating a recipient’s carved-out services, such as 
ADHC and other HCBS, with our covered services and 
collaborate with carved-out service providers to promote 
community living and avoid or delay the recipient’s need 
for higher levels of care including nursing facility services.   
 
We understand recipients requiring ADHC services are 
eligible for managed care and ADHC services are 
reimbursed at the same level as FFS Medicaid. We will 
identify recipients in need of or who request ADHC 
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services during our Welcome Call and health risk 
assessment screening, from case management and disease 
management assessment and care plan development, 
recipient or family member identification or inquiries, and 
from available enrollment or historical claims data.   
 
Our care coordination team will refer recipients who 
appear to need or who request ADHC services to an ADHC 
provider of their choice and coordinate ADHC services. 
Care coordinators will help recipients obtain a physician’s 
evaluation identifying needed ADHC services when 
recipients need this assistance. For recipient’s enrolled in 
one of our case management programs, the case manager 
will collaborate with the ADHC provider, sharing 
assessment and care plan information and participating in 
joint care planning conferences (with recipient 
authorization).   
 
We will ensure the recipient is receiving all medically 
necessary covered services coordinating the recipient’s 
health care needs with the ADHC provider.   


 
3. Home and Community Based Waiver Services (1915(c)). 


 
We understand recipients receiving Home and Community 
Based Waiver Services (1915(c)) are eligible for managed 
care and HCBS waiver services are reimbursed FFS. We 
will identify recipients receiving HCBS waiver services 
during our Welcome Call and health risk assessment 
screening, from case management and disease 
management assessment and care plan development, 
recipient or family member identification or inquiries, and 
from available enrollment or historical claims data.   
 
We understand a recipient’s access to HCBS promotes 
community living and helps avoid or delay the recipient’s 
need for nursing facility, ICF/IDD or other institutional 
services. We will assess recipients receiving HCBS waiver 
services for appropriate care coordination and case 
management services.   
 
Our care coordinators and case managers will collaborate 
with the recipient’s HCBS waiver case manager including 
Aging and Disability Services Division (ADSD) case 
managers, DHCFP case managers, case management 
provider agencies’ case managers, and/or service 
coordinators (targeted case managers) depending on the 
recipient’s specific waiver enrollment, to comprehensively 
meet the recipient’s needs. Our care coordinators and case 
managers work closely with providers of carved-out 
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services to collaborate on strategies to help make sure 
recipient’s physical health, behavioral health, and social 
service needs are met without duplication of services.  For 
recipient’s enrolled in one of our case management 
programs, the case manager will share assessment and care 
plan information and participating in joint care planning 
conferences (with recipient authorization).   


 
4. Pre-Admission Screening and Resident Review (PASRR) 


and Level of Care (LOC) Assessments. 
 


We will also work with contracted nursing facilities when 
needed to support compliance with PASRR and LOC 
requirements. 


 
5. All PASRR and LOC are performed by the DHCFP’s fiscal 


agent. 
 
We understand PASRR and LOC assessments will be 
performed by the DHCFP’s fiscal agent. We will cooperate 
with the DHCFP and the fiscal agent in whatever ways are 
needed to help recipient’s access medically necessary 
nursing facility or HCBS waiver services. 


 
F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill 


(SMI), with Limitations 
 


1. The vendor must ensure that recipients, who are referred for 
evaluation for SED/SMI, or who have been determined 
SED/SMI, are obtaining the medically necessary evaluations 
by a network PCP, and that the recipient is receiving covered 
medically necessary medical, mental health and mental 
health rehabilitation services. 


 
We have almost 20 years of experience working closely 
with children who have a Serious Emotional Disturbance 
(SED), adults with Serious Mental Illness (SMI), and their 
families/guardians or personal representatives, 
coordinating covered, carved-out and non-Medicaid 
services. Our experience has led to the development of a 
fully integrated, geographically-based, interdisciplinary 
care team care team aligned with specific PCPs and their 
patients.  Nurse case managers, behavioral health case 
managers, and care navigators working with other care 
team clinicians including pharmacists.  Children with SED 
or adults with SMI will be enrolled into our complex case 
management program and assigned to a geographically-
based behavioral health case manager. The care team 
provides the level of support each recipient needs including 
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mobile (in-person) support for recipients with high-risk or 
complex needs.  
 
The behavioral health case manager is responsible for 
completing a comprehensive assessment of the recipient’s 
needs and developing a person-centered care plan that 
includes all of a recipient’s services and supports, 
including covered and carved-out services, non-Medicaid 
services, and natural supports.  The development of the 
care plan is coordinated with a recipient’s treatment plans, 
recovery plan, and other relevant plans, including IEPs for 
children with an SED. The care team ensures each 
recipient receives holistic and comprehensively coordinated 
services. 
 
Completion of Medically Necessary PCP Evaluations 
 
The recipient’s behavioral health case manager with 
assistance from a care navigator will ensure recipients 
referred for evaluation for SED/SMI, or determined 
SED/SMI, obtain medically necessary evaluations by a 
network PCP. They will help recipients identify, contact, 
and schedule a PCP visit for completion of necessary 
evaluations, and help arrange transportation to the visit 
with the Non-emergency Transportation (NET) broker 
when a recipient needs this assistance. They will confirm 
completion of the visit and in the event the visit is not 
completed, contact the recipient and identify and resolve 
barriers to completion. We track completion of assessments 
and required evaluations through our technology platform. 
 
Access to Covered Medically Necessary Medical, Mental 
Health and Mental Health Rehabilitation Services 
 
We promote access to care through a comprehensive care 
coordination and provider collaboration strategy. We 
ensure, through the development and maintenance of a 
comprehensive provider network, recipients have access to 
all covered medically necessary services, including medical, 
mental health and mental health rehabilitation services. 
Our geographically-aligned care teams work with provider 
services representatives to identify available providers, the 
need for enhancements to the network, and to coordinate 
authorization of out-of-network care when necessary to 
ensure access to covered services.  
 
We promote access to care through a comprehensive care 
coordination and provider collaboration strategy. We 
ensure, through the development and maintenance of a 
comprehensive provider network, recipients have access to 
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all covered medically necessary services, including medical, 
mental health and mental health rehabilitation services. 
Our geographically-aligned care teams work with provider 
services representatives to identify available providers, the 
need for enhancements to the network, and to coordinate 
authorization of out-of-network care when necessary to 
ensure access to covered services.  
 
Our geographically-based care teams ensure recipients 
receive all necessary evaluations from their PCP and 
receive a comprehensive case management assessment. The 
results of the assessment, as well as other relevant recipient 
information such as previous assessments, care plans, and 
treatment plans, form the foundation for the development 
of a person-centered care plan. The behavioral health case 
manager, with the recipient, family as applicable, 
recipient’s PCP, other treating providers, including 
behavioral health providers, external case managers and 
others involved in the recipient’s care, identify all of the 
recipient’s covered service needs including medically 
necessary medical, mental health and mental rehabilitation 
services.  
 
Through care team collaboration, care planning, data 
analysis, recipient and PCP contacts, we ensure the 
recipient is receiving covered medically necessary medical, 
mental health and mental health rehabilitation services. 
Our technology platform continuously analyzes claims and 
encounter data to identify gaps in care or service under- 
and over-utilization providing this information to 
recipients’ PCPs and aligned care teams who work together 
to quickly close gaps in care. The care team contacts their 
assigned recipients periodically to confirm the recipient’s 
needs are being met, authorized services are received and 
the services are satisfactory to the recipient. The recipient’s 
PCP is responsible for coordinating the recipient’s health 
care services working closely with the aligned care team. 
For those services requiring prior authorization such as 
inpatient mental health services and residential treatment 
center services, the behavioral health case manager, 
working closely with our UR clinicians, helps ensure the 
medical necessity review includes the full array of service 
options to support the recipient in the least restrictive and 
most integrated setting appropriate to the recipient’s 
identified needs and preferences. 


 
2. The vendor or its identified subcontractors/network 


providers must ensure that the parent/guardian of a minor 
recipient who is referred for SED assessment, or an adult 
who is referred for SMI assessment, is fully informed of the 
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reason why the assessment is necessary, and must obtain 
authorization from the minor recipient’s parent/guardian or 
from the enrolled adult or his/her personal representative to 
conduct the assessment and to release the determination to 
the DHCFP and/or its designee. 


 
Note: Policy regarding who the DHCFP 
recognizes as a “personal representative” is 
defined in the DHCFP HIPAA Privacy Rule 
Manual. This manual, as well as a sample 
personal representative designation form, is 
available upon request. 


 
We will ensure that the parent/guardian of a minor 
recipient who is referred for SED assessment, or an adult 
who is referred for SMI assessment, is fully informed of the 
reason why the assessment is necessary. We will seek 
authorization from the minor recipient’s parent/guardian 
or from the enrolled adult or his/her personal 
representative to conduct the assessment and to release the 
determination to the DHCFP and/or its designee. We will 
ensure our policies and procedures incorporate DHCFP’s 
definition of personal representative as defined in the 
DHCFP HIPAA Privacy Manual. 


 
3. The vendor and its identified subcontractors/network 


providers are the only entities that have the authority to make 
the SED or SMI determination for its enrolled recipients.  If 
any entity other than the vendor or its identified 
subcontractors/network providers makes a determination on 
behalf of a Medicaid recipient who is enrolled in managed 
care at the time such determination is made, the 
determination will be rejected and the entity will be directed 
to refer the enrolled recipient to the vendor for a 
determination and services. SED or SMI determinations 
made by authorized entities referenced in Chapter 400 of the 
MSM will be considered valid for recipients who transition 
from FFS to managed care.  Likewise, determinations made 
by the vendor or its identified subcontractors/network 
providers will be considered valid for recipients who 
transition from managed care to FFS.  SED or SMI 
determinations made by appropriately licensed mental health 
practitioners within the 12-month period preceding initial 
Medicaid eligibility will be considered valid for either FFS 
or managed care recipients. 


 
We understand that we and our subcontractors/network 
providers are the only entities that have the authority to 
make the SED or SMI determination for our enrolled 
recipients. We also understand if another entity performs a 
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determination, this determination will be rejected and the 
entity will refer the enrolled recipient to us for a 
determination and services. However:   


• SED or SMI determinations made by authorized 
entities referenced in Chapter 400 of the MSM will 
be considered valid for recipients who transition 
from FFS to managed care;   


• Our determinations (or those made by our 
subcontractors/network providers) will be 
considered valid for recipients who transition from 
FFS to managed care; and   


• SED or SMI determinations made by appropriately 
licensed mental health practitioners within the 12-
month period preceding initial Medicaid eligibility 
will be considered valid for either FFS or managed 
care recipients. 


 
4. If an enrolled recipient is determined to be either SED or 


SMI, the vendor must ensure that DHCFP requirements for 
data collection are met. 


 
We routinely gather a full array of recipient-level and 
aggregated data for submission to state Medicaid agencies 
and have the system capabilities and experienced staff 
necessary to meet this requirement. We will ensure the 
DHCFP data collection requirements related to recipients 
determined SED or SMI are met.  We will make sure the 
required data is collected using the methods and at the 
frequency specified by DHCFP and will use our internal 
data validation process before submission to DHCFP in the 
required format. 


 
5. Recipients who receive either an SED or SMI determination 


must be redetermined at least annually.  For recipients who 
have the option to and have voluntarily elected to remain 
enrolled in managed care, the process for these 
redeterminations is the same as for the initial SED or SMI 
determination as stated above. 


 
As stated in our program overview, we conduct periodic 
evaluations of the recipients condition and progress and no 
less than annually perform a complete needs assessment.  
The ensures that the course of treatment is clinically 
appropriate and that the right benchmarks for progress 
have been recorded and if the reports indicate that the 
recipient is not making progress, we are able to coordinate 
with the treating clinicians to discuss alternative treatments 
or potential issues related to adherence. 
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6. Forms to obtain consent for an SED/SMI evaluation, to 
document the determination, and to disenroll from Medicaid 
managed care are located in Section 5 of the Forms and 
Reporting Guide. 


 
We will use the forms located in Section 5 of the Forms 
and Reporting and Guide to obtain consent for an SED or 
SMI evaluation and document the determination or to 
document a recipient’s disenrollment from Medicaid 
managed care.  


 
G.  Targeted Case Management (TCM) 


 
TCM, as defined by Chapter 2500 in the MSM, is carved out 
of the managed care contracts.  Case management, which 
differs from TCM is required from the contracted Vendors. 


 
We understand TCM, as defined by Chapter 2500 in the 
MSM, is carved out of the managed care contracts.  We 
have experience coordinating case management activities 
with TCM providers and have established processes for 
sharing assessment and care planning information, 
participation in joint case conferences and care plan 
development (with recipient authorization), and 
coordinated management of recipients’ medical, behavioral 
health and social support needs are comprehensively met 
without duplicative case management activities. 


 
H.  Child Welfare 


 
Recipients in Child Welfare and Foster Care are voluntarily 
enrolled in managed care if their guardian requests 
enrollment.  


 
There may be times when DCFS and County Child Welfare 
Providers have provided services to a FFS recipient who then 
moves into managed care. Contracting with these providers 
is preferred as it will help ensure continuity of care of these 
recipients.  


 
Our Medicaid affiliate has nearly 20 years of experience 
coordinating covered and carved-out services with state- 
and locally funded child welfare services for children in 
foster care, including young adults aging out of foster care. 
Through this partnership, we will utilize geographically 
based case managers to form close working relationships 
with a child’s targeted case manager, county and state 
child welfare agency staff, and child welfare providers to 
develop an in-depth knowledge of the local, county and 
state child welfare system. Because children in foster care 
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or state guardianship often have complex needs and receive 
services from many different funding streams, ongoing  
collaboration with the child or young adult, families/foster 
families and across the entire system of care is essential.   
 
To further support this collaboration, our foster 
care/adoption/guardianship liaisons are assigned to 
specific regions and build relationships with local and state 
partners in the region. They work with state and county 
agency staff, private foster care agencies, foster parents, 
and other stakeholders to support comprehensive care 
coordination.  Each foster care liaison review’s a child’s 
service plan and provides ongoing care monitoring and 
care coordination. The liaison:  


• Confirms a child has received timely EPSDT exams, 
or coordinates scheduling and completion of the 
exam, and identifies the completing provider  


• Reviews paid claims data to confirm completion of 
other well visits and to identify chronic conditions, 
frequent ED visits, inpatient hospitalizations and 
other significant events  


• Determines whether a child is currently receiving 
case management or disease management services, 
and if indicated, makes a referral to the care 
management team for assessment and potential 
program enrollment  


• Reviews existing care notes  
• Contact’s the child’s child welfare case manager to 


share review findings and coordinate services  
 
Liaisons also meet in-person monthly with a child welfare-
designated liaison to discuss any issues with our enrolled 
foster care recipients.  With permission, the liaison contacts 
the recipient’s current foster parent or caregiver to discuss 
the recipient’s medical needs and provides ongoing 
coordination and support.  If a foster care recipient is over 
the age of 18, the liaison attempts to contact the recipient 
directly.    
 
Every day, our liaisons receive calls and emails from child 
welfare case managers, foster care agency staff, foster 
parents, adoptive parents, providers, and others requesting 
assistance resolving issues.  Examples include obtaining a 
recipient ID card, helping a recipient obtain medication by 
working with the pharmacy to process the claim at the 
point of sale, and locating specific types of providers.  Our 
liaisons also collaborate with other health plan teams to 
ensure there are no barriers to foster care recipients 
accessing needed care and treatment.    
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We are currently piloting embedded foster care liaisons 2 
days a month at a medical home pediatric practice for 
foster children, providing on-site assistance to the children, 
foster families and providers.   
 
We understand children in Child Welfare and Foster Care 
may voluntarily enroll into managed care and believe 
children, families, child welfare agencies and other system 
of care stakeholders benefit from a child’s managed care 
enrollment. We ensure a child and his or her family or 
legal guardian chooses or is assigned to a PCP and has an 
assigned and knowledgeable case manager to coordinate 
access to essential medical and behavioral health services 
as well as social supports.   
 
We actively seek to enroll existing child welfare providers 
into our network to support continuity of care and in 
recognition of the providers’ unique skill set. We will invite 
DCFS and County Child Welfare providers to join our 
network and will continue to pursue contracting as we 
identify additional providers. In the event a child’s existing 
provider declines to participate we may offer single case 
agreements to continue the provider’s services for the 
period of time in the best interest of the child. We continue 
to work closely with OON providers to secure contracts 
whenever possible. 


 
I.  All Nursing Facility Stays Over Forty-Five (45) Days 


 
Pursuant to the MSM, the vendor is required to track and 
cover the first forty five (45) calendar days of a nursing 
facility admission, pursuant to the Medicaid Services Manual 
(MSM).  The vendor is also required to collect any patient 
liability (PL) for each month a capitated payment is received. 
The vendor shall notify the DHCFP on the 46th day that the 
recipient is to be disenrolled.  The recipient will be 
disenrolled from the MCO and the stay will be covered by 
FFS commencing on the 46th day of the facility stay. 


 
When a recipient is admitted to a nursing facility from the 
hospital, our UM clinicians coordinate transition of care 
providing copies of a recipient’s service authorizations and 
care plan to ensure a smooth transition and confirming a 
recipient’s projected length of stay. Care coordinators are 
available to assist recipients who expect to be discharged 
home or to an alternate setting in the near future. 
Recipients anticipating transition home within 45 days and 
who have complex care needs may be referred for case 
management enrollment and assistance with transition.   
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We agree to track and cover the first 45 calendar days of a 
nursing facility admission in accordance with the MSM.  
We will collect any patient liability (PL) for each month a 
capitated payment is received. We will notify the DHCFP 
on the 46th day that the recipient is to be disenrolled.  We 
understand the recipient will be disenrolled from the MCO 
and the stay will be covered by FFS commencing on the 
46th day of the facility stay.   
 
Geographically-aligned care teams of case managers, care 
navigators, dietitians, pharmacists and health educators 
are available to assist recipients who expect to be 
discharged home or to an alternate setting in the near 
future. An addictions specialist will be available to the care 
team as needed to help address substance use and 
prescription drug abuse, such as opioid addiction. 
Recipients anticipating transition home within 45 days will 
be assisted with the transition process by the care team in 
their geographic area. If the recipient was enrolled in case 
management at the time of admission to the nursing facility 
his or her case manager will continue to work with the 
recipient during the nursing facility stay and transition 
home, coordinating discharge with the nursing facility 
discharge planner. Recipients not previously engaged in 
case management will be assisted by a care navigator or 
case manager, depending on his or her assessed needs and 
access to family supports.   
 


J.  Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 
 


Pursuant to the MSM, the vendor is required to cover the 
first forty-five (45) calendar days of a swing bed admission.  
The vendor is also required to collect any PL for each month 
a capitated payment is received.  The vendor shall notify the 
DHCFP by the fortieth (40th) day of any swing bed stay 
expected to exceed forty-five (45) days. The recipient will be 
disenrolled from the MCO and the stay will be covered by 
FFS commencing on the forty-sixth (46th) day of the facility 
stay. 


 
Our UR clinicians assist recipients in swing-beds with care 
coordination. They will refer recipients anticipating 
transition home within 45 days who have complex care 
needs for complex case management or our Hospital 
Transition Program, targeting recipients at high risk of 
readmission, for case management enrollment and 
assistance with transition. Our case management programs 
are described in Section 3.10.20.  
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We agree to cover the first 45 calendar days of a swing bed 
admission in accordance with the MSM.  We will collect 
any patient liability (PL) for each month a capitated 
payment is received. We will notify the DHCFP by the 40th 
day of any swing bed stay expected to exceed forty-five (45) 
days. We understand the recipient is to be disenrolled.  We 
understand the recipient will be disenrolled from the MCO 
and the stay will be covered by FFS commencing on the 
46th day of the facility stay.  
 
Hospital Transition Program  
 
Research finds the hospital discharge process is often non-
standardized and frequently marked by poor quality. Poor 
documentation, incomplete test results, fragmented 
education and confusion over medications all contribute to 
costly readmissions and post-discharge adverse events. Our 
hospital transition program targets recipients expected to 
transition home who are at-risk for readmission based on 
based on previous hospital utilization, medical and 
behavioral health services, and pharmacy utilization, and 
targeted chronic conditions. Recipients may also be 
enrolled by referral from their treating provider or health 
plan clinical staff.  
 
Our Hospital Transition Program incorporates best 
practices in transition coordination, including Project 
RED, Coleman’s Care Transition InterventionTM 
practices and Follow-Up After Hospitalization.  UR 
clinicians work with the recipient while in the inpatient 
setting providing comprehensive recipient education 
including detailed medication education, education about 
the his or her specific conditions, including co-morbidities, 
and “what to watch for” after discharge. The UR clinician, 
in conjunction with the geographically-aligned care team, 
develops a written discharge plan that documents the 
recipient’s post discharge support needs, including 
ensuring he or she has adequate caregiver support and 
appropriate resources at home, and incorporates a 
recipient self-management plan including when to contact 
the doctor. Our model includes close collaboration with 
community supports such as Area Agencies on Aging and 
Centers for Independent Living. The UR clinician also 
authorizes or coordinates needed post-discharge services 
including in-home services, medical equipment and 
supplies, and medications. He or she also schedules the 
recipient’s follow-up appointments, including an 
appointment with the primary care physician (PCP) within 
7 to 14 days of discharge when possible.  For recipients 
with a primary behavioral diagnosis, the self-management 
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plan includes when to contact the primary behavioral 
health provider and the behavioral health crisis line. Post-
discharge services include necessary mental health services 
including mental health rehabilitative services. The 
recipient’s follow-up appointments include an appointment 
with a behavioral health clinician within 7 days of 
discharge.  
 
In order to ensure recipients receive the appropriate level 
of support post-discharge, we risk stratify all recipients who 
are hospitalized into low-risk, at risk or high risk for 
readmission groups. The UR clinician refers recipients 
identified as at risk or high risk for readmission, to the 
geographically-aligned care team for ongoing care 
coordination and case management after discharge. These 
recipients include those who have the following chronic 
conditions or characteristics:  


• Acute myocardial infarction   
• Pneumonia   
• Heart failure   
• Coronary artery disease  
• Diabetes   
• 65 years of age or older with one targeted chronic 


condition   
• Any age with three targeted conditions  
• Depression with one targeted chronic condition  
• A serious mental illness or for children, serious 


emotional disturbance  
• A combination of comorbidity and high cost service 


utilization  
• With a low patient activation measure (PAM) score  


 
We call or visit all recipients within 48 hours of discharge 
to complete a post-discharge assessment. The post 
discharge assessment focuses on medication review, 
confirming or scheduling follow-up appointments, self-
management status and understanding of discharge 
instructions, access to community supports, and confirms 
receipt of ancillary services ordered prior to discharge. 
Recipients receive telephone follow up calls for four weeks.  
 
During home visits, case managers complete in home 
medication reconciliation, reinforce the established 
discharge plan, and provide any needed care coordination 
and/or education. The case manager also reviews 
telehealth equipment and use for recipients with COPD, 
CHF, and/or diabetes enrolled in our telehealth program. 
They confirm scheduling of a post discharge follow-up visit 
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to their primary care physician and behavioral health 
clinician as applicable. They also confirm or arrange 
transportation needed to get to and from home to the 
provider’s location. A member of the care confirms 
completion of the visit calling the recipient after the 
scheduled date to discuss their status.  Recipients who need 
continued care coordination and/or case management are 
referred to the geographic care team for the appropriate 
level of support, such as complex case management for 
members identified as high risk.  


 
K.  Residential Treatment Center (RTC), Medicaid Recipients 


 
1. The vendor is responsible for notifying the DHCFP of the 


recipient’s RTC admission within five (5) calendar days of 
the admission date.  Pursuant to the State of Nevada Title 
XIX State Plan, the vendor is responsible for reimbursement 
of all RTC charges including admission, bed day rate, and 
ancillary services until properly disenrolled from managed 
care.  Recipients who are covered under Title XIX Medicaid 
will be disenrolled from the vendor on the first day of the 
next month following the RTC admission. Recipients who 
enter an RTC after cutoff will be retro-disenrolled to the first 
day of the month following RTC admission.  The RTC bed 
day rate and ancillary services will be reimbursed through 
FFS thereafter for this population. 


 
We will notify the DHCFP of a recipient’s RTC admission 
within five calendar days of the admission date.  We 
understand and will be responsible for reimbursement of 
all RTC charges including admission, bed day rate, and 
ancillary services until a recipient is properly disenrolled 
from managed care.   
 
We understand recipients who are covered under Title XIX 
Medicaid will be disenrolled from the MCO on the first day 
of the next month following the RTC admission. We also 
understand recipients who enter an RTC after cutoff will be 
retro-disenrolled to the first day of the month following 
RTC admission.  The RTC bed day rate and ancillary 
services will be reimbursed FFS thereafter. 


 
2. The vendor is responsible for ensuring a smooth transition to 


FFS Medicaid in accordance with this RFP. 
 


We will ensure a smooth transition to FFS Medicaid in 
accordance with the RFP. Transition will be coordinated by 
a recipient’s behavioral health case manager as described 
previously in Section 3.4.4.2. The case manager will work 
closely with the recipient’s targeted case manager and RTC 
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provider to ensure the recipient’s needs are met during the 
RTC stay and to coordinate information sharing in the 
event the recipient transitions to FFS Medicaid.   


 
3. The DHCFP reserves the right to amend the State of Nevada 


Title XIX State Plan, which may result in uninterrupted 
managed care enrollment for this population.  If this is the 
case, the vendor will be responsible only for covered 
medically necessary services throughout the RTC stay. 


 
We understand DHCFP may amend the Nevada Medicaid 
state plan to provide for uninterrupted managed care 
enrollment and that we would then be responsible only for 
covered medically necessary services throughout the RTC 
stay. 


 
L.  Residential Treatment Center (RTC), Nevada Check Up Recipients  


 
The vendor is responsible for notifying the DHCFP of the 
recipient’s RTC admission within five (5) calendar days of 
the admission date.  Pursuant to the State of Nevada Title 
XXI State Plan, recipients who are covered under Nevada 
Check Up will remain enrolled with the vendor throughout 
their RTC admission.  The vendor is responsible for 
reimbursement of all ancillary services [i.e., physician 
services, optometry, laboratory, and x-ray services, etc.] for 
Nevada Check Up recipients throughout their RTC 
admission.  The RTC admission and bed day rate will be 
covered by FFS for this population commencing on the first 
day of admission. 


 
We will notify the DHCFP of a recipient’s RTC admission 
within five calendar days of the admission date.  We 
understand recipients who are covered under Nevada 
Check Up will remain enrolled with us throughout their 
RTC admission.  We understand and agree to reimburse all 
ancillary services [i.e., physician services, optometry, 
laboratory, and x-ray services, etc.] for Nevada Check Up 
recipients throughout their RTC admission.  We also 
understand the RTC admission and bed day rate will be 
covered by FFS for this population commencing on the 
first day of admission.  
 
Nevada Check Up recipients who require RTC services will 
be assigned (or will likely already have) a behavioral health 
case manager who will coordinate services as described 
previously in Section 3.4.4.2. The case manager will work 
closely with the recipient’s targeted case manager and RTC 
provider to ensure the recipient’s needs are met during the 
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RTC stay and following discharge to another setting or 
level of care. 
 


M.  Hospice 
 


Once admitted into hospice care, Medicaid Managed Care 
recipients will be disenrolled immediately.  Nevada Check 
Up recipients will not be disenrolled, however payment for 
Nevada Check Up hospice services will be carved out and 
FFS should be billed. 


 
We understand once admitted into hospice care, Medicaid 
Managed Care recipients will be disenrolled immediately.  
Nevada Check Up recipients will not be disenrolled. We 
understand payment for Nevada Check Up hospice services 
will be carved out and billed FFS. We will collaborate with 
the recipient’s hospice provider as needed to support a 
Medicaid recipient’s transition to hospice and FFS 
Medicaid.  
 
Our care coordination staff will remain available following 
the recipient’s disenrollment to respond to questions about 
the recipient’s services including prior authorizations and 
case management/disease management interventions (for 
recipients who were enrolled in our CM program). 
 
Copies of a recipient’s service authorizations and care 
plans will be provided to ensure continuity of care. We will 
collaborate with a Nevada Check Up recipient’s hospice 
provider as needed to support the coordination of the 
recipient’s carved-out hospice services with covered 
services the recipient may require while enrolled in 
hospice.    
 


N.  Dental Services 
 


These include covered diagnostic, preventive or corrective 
services or procedures that include treatment of the teeth and 
associated structures of the oral cavity for disease, injury or 
impairment that may affect the oral or general health of the 
eligible Medicaid recipient up to age 21 years and eligible 
Nevada Check Up recipients up to the birth month of their 
19th year; and dentures. Follow up for emergent and urgent 
dental care.   


 
We understand the critical importance of dental services 
and good oral care to a recipient’s overall well-being. We 
further understand that for the purposes of this RFP 
routine dental and orthodontic dental services will be 
carved out with the exception of dental related services for 
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palliative or emergency treatment.  We will continue to 
encourage recipients to complete preventive care including 
dental preventive care. Our Customer Service Department 
staff is available to refer recipients to the dental 
vendor/dental providers upon request.   
 
We will assist recipients with specific or complex dental 
needs requiring close coordination with other health care 
providers, or access to related outpatient or inpatient 
surgical services and anesthesia, with these health care 
needs. Our care coordinators and UR nurses will 
collaborate as needed with the dental vendor/providers, the 
recipient and family, to help arrange and authorize 
necessary specialty care and surgical, anesthesia and other 
services to meet the recipient’s dental care needs.   
 
To further support effective and timely coordination of 
medical and dental services, we will designate a dental 
liaison from our care management staff who will work 
closely with the dental vendor to develop protocols to 
support coordinated service authorization and care 
coordination activities. These protocols will include special 
procedures for recipients with special dental care or related 
needs, including recipients with behavioral issues that 
complicate the delivery of preventive dental care and other 
dental procedures. 


 
O.  Orthodontic Services 


 
Orthodontic services for eligible managed care recipients are 
covered under FFS pursuant to MSM Chapter 1000. The 
MCO is responsible for ensuring referral and the 
coordination of care for orthodontic services, pursuant to this 
RFP.   


 
We understand the critical importance of dental services 
and good oral care to a recipient’s overall well-being. We 
further understand that for the purposes of this RFP 
routine dental and orthodontic dental services will be 
carved out with the exception of dental related services for 
palliative or emergency treatment.  We will continue to 
encourage recipients to complete preventive care including 
dental preventive care. Our Customer Service Department 
staff is available to refer recipients to the dental 
vendor/dental providers upon request.   
 
We will assist recipients with specific or complex dental 
needs requiring close coordination with other health care 
providers, or access to related outpatient or inpatient 
surgical services and anesthesia, with these health care 
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needs. Our care coordinators and UR nurses will 
collaborate as needed with the dental vendor/providers, the 
recipient and family, to help arrange and authorize 
necessary specialty care and surgical, anesthesia and other 
services to meet the recipient’s dental care needs.   
 
To further support effective and timely coordination of 
medical and dental services, we will designate a dental 
liaison from our care management staff who will work 
closely with the dental vendor to develop protocols to 
support coordinated service authorization and care 
coordination activities. These protocols will include special 
procedures for recipients with special dental care or related 
needs, including recipients with behavioral issues that 
complicate the delivery of preventive dental care and other 
dental procedures. 


 
3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada 


Check Up) 
 


A.  The MCO vendor as applicable will be required to conduct EPSDT 
screenings of its recipients under the age of twenty-one (21) years.  
The screening must meet the EPSDT requirements found in the 
MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 
1905(r) of the Social Security Act, and 42 CFR 441.50 through 
441.62.  The vendor must conduct all interperiodic screening on 
behalf of recipients, as defined in MSM Chapter 1500. 


 
We’ve implemented a comprehensive approach to ensuring 
fulfillment of all EPSDT Services (Medicaid) & Well Baby/Child 
Services (Nevada Check Up) requirements. Our goal is to assure 
the delivery of a comprehensive, preventive health care program 
through the use of early and periodic screening, diagnosis and 
treatment for our recipients ages birth to 21 years. We require our 
network primary care providers who see children younger than the 
age of 21 to conduct EPSDT screenings and complete all EPSDT 
billing requirements. We communicate EPSDT requirements to 
our providers in our provider manual and reinforce these 
responsibilities through a variety of means.  
  
We complete an audit of EPSDT claims submitted by providers to 
review the age appropriate elements based on the approved 
periodicity schedule for completion in other states where we 
currently administer Medicaid programs. We will conduct the 
same type of claim audit for Nevada Medicaid programs.  We 
adopted a CMS benchmark score for providers of at least 80% on 
the completion of all elements of an age appropriate screen.  
 
Our EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 EPSDT 
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screening national average of 60% and the 2014 Nevada average 
participation rate of 67%. Our successful EPSDT-related outreach 
and education strategies include eligibility identification and 
EPSDT promotion efforts, EPSDT tracking and outreach to 
recipients with gaps in care, and promotion of EPSDT screening 
and services through stakeholder partnerships. These strategies 
are described more fully in Section E below. 


 
B.  Medically necessary screening, diagnostic and treatment services 


identified in an EPSDT periodic or interperiodic screening must be 
provided to all eligible Medicaid children under the age of 21 years 
if the service is listed in 42 U.S.C. § 1396 d(a).  For Title XIX 
children, the vendor is responsible for reimbursement of all 
medically necessary services under EPSDT whether or not the 
service is in the Medicaid State Plan.  The vendor is responsible for 
the oral examination component of the EPSDT physical exam and 
referral to a dental provider, as per the dental periodicity schedule or 
when medically necessary.  The vendor is responsible for the 
coordination of care in order to ensure all medically necessary 
coverage is being provided under EPSDT.  The services which need 
to be provided through the vendor include, but are not limited to, the 
following in accordance with 1905(r) of the Social Security Act and 
the MSM Chapter 1500: 


 
EPSDT special services include any service that is determined to 
be medically necessary but not covered elsewhere in the state plan.  
Our Medical Directors review and make medical necessity 
determinations for requested EPSDT special services for children 
under Title XIX. Follow-up services after screening may require 
prior authorization.  
 
We cover and reimburse providers for all medically necessary 
EPSDT screening, diagnostic and treatment services including 
those in accordance with 1905 (r) of the Social Security Act and 
for Nevada, the MSM Chapter 1500. For Title XIX children, we 
reimburse all medically necessary services under EPSDT whether 
or not the service is in the Medicaid State Plan. Each year we 
complete an audit of submitted EPSDT claims by providers to 
review for completion the age appropriate elements based on the 
approved Periodicity schedule. 
 
Our providers are required to: 


• Perform age appropriate screenings for each EPSDT 
eligible recipient as per the AAP/Bright Futures 
Periodicity schedule. 


• Refer for additional testing or treatment as deemed 
necessary. 


• Document all aspects of the EPSDT screening. 
• Record any referrals provided. 
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• Communicate with Provider Specialist for any questions 
or concerns 


 
Providers are expected and encouraged to collaborate with the 
Health plan to positively impact the health and quality of life of 
our EPSDT participants. We continually engage providers to 
ensure that they recognize EPSDT as a critical priority. The 
following are examples of this provider engagement: 


• EPSDT Provider Recognition Program:  We 
incent/reward providers who demonstrate improvement 
and/or excellence in performance of EPSDT services 
including participation and screening rates.  


• Embedded Case Managers:  Case managers embedded in 
high volume primary care practices identify children and 
adolescents at the time of a visit who require completion 
of screenings and other services and educate them or 
their families on the importance of EPSDT.  Embedded 
case managers work in partnership with the office staff to 
schedule same day or follow up appointments for age-
appropriate EPSDT screens. They also make referrals for 
disease management and case management assessment 
for potential enrollment into a program  for the 
management of a specific condition (such as childhood 
obesity, asthma) or the need for more intensive 
coordination of care and case management interventions 


• Ongoing Clinician and Office Staff Education: QI staff 
initiates site visits, phone contact, and written 
notifications.  EPSDT education sessions cover the use of 
the EPSDT encounter form per the periodicity schedule 
and the required medical record documentation to 
support provision of EPSDT services. The QI staff also 
conducts EPSDT Claims review to identify areas of 
opportunity for individual offices. 


• Provider Network Account Managers conduct orientation 
sessions and coordinate workshops for PCPs on a regular 
basis and provide ongoing support regarding the 
administration of EPSDT preventive care, billing and 
claims processes for EPSDT, the required components of 
a complete EPSDT screening, and the importance of 
outreach and education to EPSDT eligible panel 
recipients and their families.   


• PCPs are provided with recipient identification tools to 
assist with identifying those recipients due for screenings, 
such as: 
o Monthly Care Gap Reports identifying children 


and adolescents due for health screens and 
immunizations. 


o Birthday calculators available on our website, 
which auto-calculate which preventive and 
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screening services are needed based on the 
recipient’s date of birth. 


 
To ensure all medically necessary coverage is being provided 
under EPSDT, we actively manage EPSDT through our Care 
Coordination program. Staff members provide EPSDT eligibility 
verification, and contact these families via written notification, 
telephone, community outreach, and provider outreach in order to 
educate both recipients and providers about the EPSDT benefit. 
 
Given the risk of dental problems among low-income children, we 
ensure our providers conduct an oral examination as part of the 
EPSDT physical exam and refer the child to the dental vendor or 
provider as appropriate.  Families who need assistance may 
contact a care coordinator to help schedule an appointment and 
remove barriers to completion, such as transportation. Our care 
coordinators follow-up to ensure the recipient had a successful 
dental visit. 


 
C.  EPSDT screens (for Nevada Medicaid recipients) and Well 


baby/Well child screens (for Nevada Check Up recipients) are 
basically one and the same and are billed using the same codes with 
the same reimbursement.    The vendors are not required to pay for 
any treatments outside of the Title XXI state plan for Nevada Check 
Up recipients. 


 
1. Screening services which include a comprehensive health 


and developmental history (including assessment of both 
physical and mental health development);  


 
2. A comprehensive, unclothed physical exam;  


 
3. Age-appropriate immunizations (according to current 


American Committee on Immunization Practices – ACIP - 
schedule);  


 
4. Laboratory tests (including blood lead level assessment 


appropriate to age and risk as directed by current federal 
requirements);  


 
5. Health education; 


 
6. Vision services;  


 
7. Dental services referrals;  


 
8. Hearing services; and  


 
9. Other necessary health care, diagnostic services, treatment, 


and other measures described in Section 1905(a) of the 
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Social Security Act to correct or ameliorate defects and 
physical and mental illnesses and conditions discovered by 
the screening services, whether or not such services are 
covered under the State Medicaid Plan.  


 
We pay for all EPSDT services as required by Medicaid and  
recognize that the Health plan is not required to pay for any 
treatments outside of the Title XXI state plan for Nevada Check 
Up recipients. 


 
D.  The vendor is not required to provide any items or services 


determined to be unsafe or ineffective, or which are considered 
experimental. However, as long as there are peer reviewed studies 
showing the treatment to be effective in the case, this provides the 
basis for approval as non-experimental.  Appropriate limits may be 
placed on EPSDT services based on medical necessity.  


 
We do not approve the use of unsafe or ineffective treatments, or 
those that are considered “experimental.” We are continually 
reviewing the medical literature to identify those treatments that 
are most effective for populations and approve them for individual 
recipients. Limitations on EPSDT services are based on medical 
necessity as described in Section 3.4.2.1 through 3.4.2.5. 


 
E.  The vendor is required to provide information and perform outreach 


activities to eligible enrolled children for EPSDT services.  These 
efforts may be reviewed and audited by the DHCFP or its designee.  
Refer to the MSM, federal documents cited in this Section, and 
Information Requirements of this RFP. 


 
Eligibility Identification and EPSDT Promotion 
 
Our health plan uses monthly enrollment files to identify all 
recipients from birth to age 21 as those eligible for EPSDT 
services. EPSDT outreach interventions are initiated for all 
EPSDT eligible recipients. We actively manage EPSDT through 
our Care Coordination program. Staff members provide EPSDT 
eligibility verification, and contact identified families via written 
notification, telephone, community outreach, and provider 
outreach in order to educate both recipients and providers about 
the EPSDT benefit, which includes:  


• Preventive health screens based on the recommended 
periodicity schedule; 


• Immunizations; 
• Referral process for further diagnosis and treatment; and 
• EPSDT services. 


 
EDPST Tracking and Outreach to Recipients with Gaps in Care 
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EPSDT activities are an integral part of our care 
coordination/case management, and quality improvement 
program.  We use a specialized application to track completion of 
all components of the health screen according to the periodicity 
schedule based on the AAP/Bright Futures Standards of Care and 
contractual agreement between the Health plan and state.   
 
In an effort to increase recipients’ completion of EPSDT health 
screens and immunizations, we implement a formal outreach 
program. We provide targeted outreach to EPSDT eligible 
recipients and their families who have EPSDT-related gaps in care 
including missed recommended health screenings, and 
immunizations.  
 
All written recipient program materials include contact 
information for our EPSDT Program Care Coordinators. The 
outreach components include the following: 


• We mail postcard notifications to a newborn’s caregiver 
advising him or her of EPSDT screening. 


• An auto dialer system is used to contact recipients 
regarding the availability of preventive dental care, the 
recommended schedule for EPSDT screens and 
immunizations, and the importance of follow up when 
referred for a service identified as the result of an EPSDT 
screening. Recipients have the option of speaking directly 
to a Care Connector should they require additional 
information. 


• Identify and conduct education and outreach to 
recipients and/or caregivers when there are gaps in 
EPSDT services.  


 
In 2015, our staff called over 6,000 families or caregivers to 
educate them on the importance of EPSDT screens.  The results of 
our outreach program showed the following: 


• Fifty-one percent received age appropriate screens within 
60 days of the reminder.  


• Within 30 days of telephonic outreach, 5% of these 
recipients received an age appropriate screen; and  


• Within 60 days of telephonic outreach, an additional 7% 
of recipients received an age appropriate screen. 


 
We coordinate our outreach efforts with local health departments 
that make home visits to families and children. In 2015, we 
referred over 1,200 children and their families we could not reach 
by phone. Health department staff conducted over 800 home visits 
to these families and 30% received appropriate screens within 60 
days of the home visit. 
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EPSDT Efforts Directed Toward Children with Special Healthcare 
Needs (CSHCNs) 
 
As part of the Care Coordination department, we have staff that 
focus outreach efforts on school-based services for children with 
developmental or physical disabilities or delays who also receive 
services through external resources such as First Steps, Early 
Intervention Programs or School-Based Services provided through 
schools/school districts based on an Individualized Education 
Program (IEP).  
 
The School-Based Care Coordination program staff support and 
develop partnerships with schools and community health 
organizations to provide on-site medical and mental health 
services that promote the health and educational success of 
school-aged children and adolescents.  Specifically, the School-
Based Care Coordination staff help ensure that CSHCNs receive 
medically necessary services that complement the IEP services and 
promote the highest level of function for the child and prevent 
service duplication. This is achieved through education of health 
plan benefits including EPSDT services. The School-Based Care 
Coordination staff also provides education to PCP offices and 
conducts medical record audits to ensure integration of external 
agency/service involvement and IEP information.    
 
Partnering with Other Stakeholders to Promote EPSDT Services 
 
Key agencies and organizations share our interests in improving 
care for children and adolescents that are part of the EPSDT 
program and we actively partner with consumer organizations and 
provider associations to increase the impact of our EPSDT-related 
interventions. In Nevada, we will partner with organizations 
having mutual interests to ensure that our respective resources are 
used effectively to have the greatest impact possible.  For example, 
the March of Dimes helps educate our recipients about preventive 
care and EPSDT services (among other joint goals), and the 
American Academy of Pediatrics works to inform pediatricians in 
our network of changes in the EPSDT screening schedule.   


 
3.4.4.4 Additional Preventive Services 


 
A.  Tobacco Cessation Treatment  


 
We promote comprehensive tobacco cessation treatment to 
recipients encouraging quitting and staying tobacco free through 
health education materials, on-hold audio messages and auto-
dialer campaigns, and as part of our disease management, health 
management and case management programs. We encourage 
providers to prescribe nicotine replacement therapy, refer 
recipients to behavioral intervention providers, and reinforce the 
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value of their patients’ participation in smoking cessation 
programs.  We participate in state and local public health efforts to 
reduce the use of tobacco products and test innovative education 
models, such as recipient education on tobacco cessation 
completed by a pharmacist at the point of sale.  
 
We screen new recipients for tobacco use during our health risk 
screening assessment completed during the Welcome Call and as 
part of our disease management and case management programs. 
All pregnant women are also screened for tobacco use following 
enrollment into our Maternity Care Program, and providers write 
prescriptions for tobacco cessation products as part of the 
Program. 
 
Recipients who smoke or use smokeless tobacco receive 
educational brochures and information describing how to contact 
the state’s Quitline. We also include articles on the hazards of 
smoking during pregnancy and second-hand smoke, in recipient 
newsletters and include our toll-free number for additional 
information and assistance as well as the Quitline number. Our 
disease management and case management programs include 
tobacco use screening and smoking cessation education. 


 
B.  Screening for tobacco use at every PCP visit; and 


 
PCPs are required to screen their Medicaid patients for tobacco 
use and, for recipients who use tobacco products, provide 
education and counseling to encourage the recipient to quit and 
participate in our smoking cessation programs. We will require 
PCPs to screen recipients for tobacco use at every visit. In 
addition, we require PCPs to include smoking cessation education 
during completion of behavioral health screening. We also 
encourage all providers to submit CPT Category II codes to 
describe and report important health status information including: 


• 1035F – Current Smokeless Tobacco User 
• 1000F – Tobacco Use Assessed (for recipients with 


specific diagnoses) 
• 4004F – Patient Screened for Tobacco Use and Received 


 
C.  For those who currently use tobacco products, provide at least two 


quit attempts per year of which each attempt includes at a minimum:  
 


We will provide at least two quit attempts per year for recipients 
who smoke, including at a minimum, effective counseling as 
defined by U.S. Public Health Services Clinical Practice Guideline 
on Tobacco Dependence Treatment. 


 
1. Effective counseling as defined by U.S. Public Health 


Services Clinical Practice Guideline on Tobacco 
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Dependence Treatment. These visits are in addition to any 
mental health coverage limits: 


 
a. Intensive tobacco cessation counseling 


services through a telephone quit-line vendor 
approved by the DPBH. 


 
b. Individual tobacco cessation counseling / 


coaching. 
 


c. Group tobacco cessation counseling / 
coaching.  


 
We offer recipients several options for access to effective 
counseling, which is provided in addition to any mental 
health coverage limits. These options make it easy for our 
recipients to access counseling in the way that works best 
for them. We will cover: 


• Intensive tobacco cessation counseling services 
through a telephone quit-line vendor approved by 
the DPBH. 


• Individual tobacco cessation counseling/coaching: 
recipients may enroll in our smoking cessation 
program for those age 18 and older (and not 
pregnant). Our program includes telephonic 
cessation support and coaching by an assigned case 
manager. Recipients may also receive individual 
brief counseling at the point of sale from a 
pharmacist.  


• Group tobacco cessation counseling / coaching 
 


2. FDA approved cessation medications: 
 
a. All FDA approved tobacco cessation 


medications, both prescription and over-the 
counter medications. Treatment regimen 
should cover a minimum of 90 days.  
 


b. Combination therapy – the use of a 
combination of medications, including but not 
limited to the following combinations – 
should be allowed: 
 


• Long-term (>14 weeks) nicotine 
patch and other nicotine replacement 
therapy (gum or nasal spray). 


 
• Nicotine patch and inhaler. 
 
• Nicotine patch and bupropion SR. 
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We offer coverage of FDA-approved cessation medications 
and behavioral interventions and include clinical practice 
guidelines on smoking cessation on our provider website. 
PCPs may prescribe nicotine replacement therapy and refer 
recipients to behavioral health providers and community 
programs. Recipients may forgo over-the-counter products 
because of the out-of-pocket expense.  We further 
encourage the use of cessation products by encouraging 
PCPs to write a prescription for these over-the-counter 
FDA-approved tobacco cessation products.  
 
We will cover all FDA approved cessation medications, 
both prescription and over-the counter medications for a 
minimum of 90 days. We will also cover combination 
therapy – the use of a combination of medications, 
including but not limited to the following combinations: 


• Long-term (>14 weeks) nicotine patch and other 
nicotine replacement therapy (gum or nasal spray). 


• Nicotine patch and inhaler. 
• Nicotine patch and bupropion SR.3.  


 
Recipients will have direct access to tobacco cessation 
treatment without limits on the type, duration or frequency 
of tobacco cessation products or interventions specified in 
this section. We participate in state and local public health 
efforts to reduce the use of tobacco products and test 
innovative education models, such as recipient education 
on tobacco cessation completed by a pharmacist at the 
point of sale.  
 
We screen new recipients for tobacco use during our health 
risk screening assessment completed during the Welcome 
Call and as part of our disease management and case 
management programs. All pregnant women are also 
screened for tobacco use following enrollment into our 
Maternity Care Program, and providers write prescriptions 
for tobacco cessation products as part of the Program.  
 
Recipients who smoke or use smokeless tobacco receive 
educational brochures and information describing how to 
contact the state’s Quitline. We also include articles on the 
hazards of smoking during pregnancy and second-hand 
smoke, in recipient newsletters and include our toll-free 
number for additional information and assistance as well 
as the Quitline number. Our disease management and case 
management programs include tobacco use screening and 
smoking cessation education. 
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3. Vendor must not place “stepped-therapy” requirements on 
tobacco cessation treatment. 


 
We understand and agree to this requirement. 


 
4. Vendor must not place prior authorization requirements on 


tobacco cessation treatment or limit the type, duration or 
frequency of tobacco cessation treatments included in this 
section. 


 
We understand and agree to this requirement. 


 
5. Vendor should amend policies, evidences of coverage, 


formularies and/or drug brochures as necessary to ensure that 
recipients are given complete information about the coverage 
of tobacco cessation items and services. 
 
Our program does not place stepped-therapy or prior 
authorization requirements on tobacco cessation 
treatments, or limitations on the tobacco cessation 
treatments included in this section, on tobacco cessation 
treatment. We will amend any policies, evidences of 
coverage, formularies and/or drug brochures as necessary 
to ensure that recipients are given complete information 
about the coverage of tobacco cessation items and services. 
We will include this information in our Recipient 
Handbook, newsletters and other relevant materials. 


 
6. Vendor will partner with the DPBH to, at a minimum: 


 
a. Promote the full Tobacco Cessation 


Benefit to recipients. 
 


• Gain input from the DHCFP on 
promotional materials provided to 
recipients.  Provide reports to 
DHCFP on promotional activities at 
least biannually. 


 
b. Partner with DPBH to triage MCO 


recipients who call the state run quitline 
(1-800-QUIT-NOW) back to the 
Medicaid MCO run quitline. 


 


Managed Care Organization RFP 3260 Page 81 of 509 







c. Provide aggregate North American 
Quitline Consortium (NAQC) Minimal 
Data Set (MDS) data, via the selected 
telephone quit-line approved vendor, to 
the DPBH, per data sharing agreement, at 
least biannually. 


 
d. The approved MCO quitline vendor must 


be a member of NAQC.  
 


We currently have a successful partnership with a State 
Department of Public Health to promote tobacco cessation 
in regions where we operate. We will partner with PBH to 
promote the full tobacco cessation to recipients.  We will 
provide our recipient tobacco cessation promotional 
materials to the DHCFP for review and input prior to 
distribution to our recipients and when we make 
substantive changes to these materials. We will report our 
tobacco cessation activities to DHCFP at least biannually. 
 
We will contract with a quitline vendor that is a member of 
NAQC.  We will partner with DPBH to triage our recipients 
who call the state run quitline (1-800-QUIT-NOW) back to 
the quitline vendor for outreach and engagement in the full 
array of tobacco cessation options selected by the recipient.  
 
We will provide aggregate North American Quitline 
Consortium (NAQC) Minimal Data Set (MDS) data, via the 
selected telephone quit-line approved vendor, to the DPBH, 
in accordance with the data sharing agreement, at least 
biannually. 


 
3.4.5 Health Promotion and Education Programs 


 
3.4.5.1 The vendor shall identify relevant community issues and health 


promotion and education needs of its recipients, and implement plans 
that are culturally appropriate to meet those identified needs and issues 
relevant to each of the target population groups of recipients served.  The 
vendor shall use community-based needs assessments and other relevant 
information available from State and local governmental agencies and 
community groups.  Health promotion and education activities shall be 
evidence-based, whenever possible, and made available in formats and 
presented in ways that meet the needs of all recipient groups.  The 
vendors shall comply with all applicable State and federal statues, 
regulations and protocols on health wellness programs.  The vendor shall 
submit a written description of all planned health promotion and 
education activities and targeted implementation dates to Nevada 
Division of Public and Behavioral Health, Chronic Disease Prevention 
and Health Promotion for approval, prior to implementation, including 
culturally and linguistically appropriate materials and materials 
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developed to accommodate each of the enrolled target populations. 
Health promotion topics shall include, but are not limited to, the 
following:   


 
A.  Early intervention and risk reduction strategies to avoid 


complications of disability and chronic illness to include the 
following preventative cancer screenings:  


 
1. Colonoscopy, Fecal Occult Blood Test and Fecal 


Immunochemical Test for Colorectal Cancer; 
 


2. Mammography and Clinical Breast Exams for Breast 
Cancer; 


 
3. Low Dose CT Screening for Lung Cancer; and 


 
4. Pap Testing for Cervical Cancer. 


 
As an integrated health delivery system, our physician –led 
affiliate collaborated with the Washoe County Health District on a 
community needs assessment that was completed in 2015.  The 
overall assessment looked at health and behavioral health 
outcomes, health behaviors and historic trends.  The end results 
illustrated an emerging trend for improved services for three 
distinct populations: 
• Seniors 
• Hispanics 
• Children 


 
Overall, the study revealed the three leading causes of death to be 
heart disease, cancer and chronic lower respiratory diseases.  For 
children, disparities in health included childhood immunization 
rates, teen suicide, food security and homelessness.  For seniors, 
disparities included isolation, dementia, lack of transportation and 
lack of affordable housing.  Similarly, for the Hispanic population 
there was a demonstrated lack of access to affordable health care, 
lack of affordable housing, lower levels of education and lower 
numbers of individuals reporting compliance with programs like 
mammography and prostate screenings. An overarching need for 
the community was a need for expanding services for behavioral 
health issues related to addiction and substance use. 
 
We are a leader in the community in designing and implementing 
effective health promotion and education programs. We are at the 
forefront of population health management through a recent 
strategic initiative with a local scientific research organization.  
We understand today that the health system makes a diagnosis 
based on how the individual presents for care and collects 
information through medical records, claims reimbursement and 
lab tests.   
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Each of our operational solutions and technology platform are 
designed to help provide better service to recipients. By making the 
physician’s job easier and their interventions more effective, 
physicians are more engaged and satisfied.  Our proprietary fully 
interoperable technology platform aggregates and analyzes data, 
manages care workflows and engages providers and their patients. 
We deliver clinically relevant facts about our enrolled population 
by applying predictive models and stratification logic to accurately 
highlight a clear set of priorities that providers use to positively 
impact health outcomes. Using cutting edge technology, we are 
developing the ability to re-consider the same individual’s health 
condition at a stratified population level and develop programs to 
meet those needs within their own neighborhoods.   
 
The diagram below illustrates how we will use the data we collect 
through care delivery (electronic medical records), claims 
processing (health plan) and with the assistance of our research 
partner, begin to develop predictive analytics that will lead to the 
further development of local, neighborhood programs that are 
relevant to the specific needs of the people who live and work in 
our communities.   


 


 
 


By identifying the gaps in care through predictive analysis, we will 
be able to recruit more appropriate physicians and care givers and 
develop personalized care programs with local outcomes 
monitoring.  The goal of this research is to implement recipient, 
provider and community-oriented strategies that promote recipient 
self-management through education, and provide the level of 
support recipients need to remove barriers to care and create a 
level of accountability for the recipient for his or her own health 
and health care. Our health and wellness education campaigns 
target specific conditions and health disparities prevalent among 
our membership through partnerships with community-based 
organizations.  
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We will use the information from the recently completed needs 
assessment to identify relevant community issues and recipients’ 
health promotion and education needs, and implement initiatives 
that are culturally appropriate and relevant to each of the target 
population groups of recipients served. We use community-based 
needs assessments and other relevant information available from 
State and local governmental agencies and community groups to 
target specific groups and activities.   
  
We have had success in other Medicaid markets with several of 
these program initiatives.  For example, we connect members to 
evidence-based programs such as the Stanford-developed Chronic 
Disease Self-Management Program (CDMSP) that is culturally 
and linguistically adaptable. We make the latest health education 
and wellness materials available to members through national 
vendors such as Health Wise as well as health plan-developed 
wellness materials targeted to the specific populations we serve.  
We comply with all applicable State and federal statues, 
regulations and protocols on health wellness programs.   
 
We use evidenced-based, nationally recognized guidelines to 
develop health promotion and education materials are developed 
using approved Clinical Practice Guidelines to ensure that content 
is consistent with current scientific data and expert opinion.  
Examples of clinical practice guidelines used to develop evidence-
based health promotion and education materials include: 


• ACCF/AHA Guideline for the Management of Heart 
Failure 


• ADA Standards of Medical Care in Diabetes 
• CDC Recommended Immunization Schedules  
•  Global Strategy for Diagnosis, Management, and 


Prevention of COPD 
• U.S. Preventive Services Task Force Guide to Clinical 


Preventive Services 
 


Health promotion and education materials are made available in 
various formats and presented in ways that meet the needs of all 
recipient groups.  Recipients have ready access to easy-to-read and 
attractive health education materials translated into prevalent 
languages and available in alternative formats including large 
print and Braille.  These materials are included in our Welcome 
Package which includes the New Member Handbook, and 
contains information about our special programs and contact 
information. All materials are also available on the recipient 
webpage.  
 
Health materials focus on selected topics of relevance to our 
membership distributed through periodic newsletters and targeted 
mailings such as vaccination reminder postcards and numerous 
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other topics including: “Taking Care of Diabetes”, “Work It Out 
As A Family” (exercise promotion), “What To Do – for (various 
minor injuries), “Building a Relationship With Your Child”, 
“Back to School Tips for Parents” (preventive care reminders), 
“Get Tested Early for Cervical Cancer”, and more. 
 
We provide educational materials and opportunities for 
personalized assistance at health fairs, community workshops, and 
during special events likely to attract our recipients’ participation.  
Our campaigns may also include opportunities for recipients to 
stop by and see a nurse or other clinician for help with basic 
health education needs and referral into case management and 
disease management programs when needed. We include an event 
and social ticker on our member website that is continuously 
updated with health fair and other community-based health events 
located in convenient locations such as Wal-Mart, local schools, 
and the local Boys and Girls Clubs. 
 
We also implement targeted outreach and education campaigns 
when we identify a specific health need among our membership 
such as postcard reminders for specific overdue screenings, 
disease-specific mailings, including a disease-specific assessment 
for new members and targeted telephonic outreach, on hold 
telephonic messages, and automated outbound call technology. 
For example, we target automated outbound calls to recipients 
who have not completed preventive care including immunizations. 
These calls explain the importance of preventive care completion 
and the recipient may transfer to a staff member during the 
message for personalized assistance arranging an appointment 
and accessing transportation to complete the needed care. 
 
Recipients also have access to embedded case managers at high-
volume provider practices and hospitals. Embedded case managers 
in primary care offices meet face-to-face with recipients to engage 
them in their care, identify and address barriers to care, provide 
in-person education, distribute health and wellness materials, and 
answer recipients’ health-related questions. Case managers 
embedded in hospitals focus on disease- or condition- specific 
education, including medication management, and health and 
wellness education as appropriate.  They engage family members 
and caregivers as well (with recipient authorization) and follow 
recipients throughout their hospitalization and post-discharge, 
providing more intensive support for recipients at high risk of 
readmission.  
 
Our Customer Service Department -Care Connector 
representatives respond to recipients’ requests for health education 
using a variety of methods, depending on each recipient’s unique 
needs. Representatives inform recipients of the previously 
described health education materials including how to access these 
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on the recipient webpage, and mail materials to the recipient upon 
request. They also connect recipients who have specific health 
care questions to our Rapid Response Team RNs during regular 
working hours via warm transfer. After hours, recipients may call 
our 24/7 Nurse Advise Line with their health-related questions. 
Nurses provide answers to basic health care questions and for 
recipients who they identify as needing additional support, refer 
the recipient to our clinical program staff for assessment and 
potential enrollment into one of our CM or DM programs. We 
make these referrals via warm transfers when clinical staff are 
available and otherwise take a message (transmitting the message 
by secure email) or transfer the recipient to the clinical message 
line if this is his or her preference. We respond to these messages 
the following business day.  Nurse Advice Line staff transcribes 
messages received after hours and batch transmit the messages to 
our clinical staff the following morning.  
 
Our Representatives and clinical staff including case managers 
also refer recipients to local health education programs as 
appropriate to the recipient’s needs. These programs include those 
available through our health system providers, such as local 
hospitals and clinics, community agencies such as county social 
service organizations, and community-based organizations such as 
local advocacy groups like NAMI, Area Agencies on Aging, and 
more). Recipients receive the level of assistance they need to access 
these programs including help arranging transportation. 
• Use of appropriate medication for people with asthma 


consistently rated at or above the 90th percentile of Quality 
Compass mean 


• Medication management for people with asthma achieved 
75% compliance rates, higher than both the mean and 90th 
percentile of Quality Compass mean 


 
Written Description of Planned Health Education and Education 
Activities 
 
We maintain a calendar of planned health promotion activities 
that include the topic, targeted population, mode of delivery, and 
schedule. Events are coordinated with national observances of 
health and wellness, such as breast cancer awareness events in 
October.   
 
We will submit a written description of all planned health 
promotion and education activities and targeted implementation 
dates to Nevada Division of Public and Behavioral Health, 
Chronic Disease Prevention and Health Promotion for approval, 
prior to implementation, including culturally and linguistically 
appropriate materials and materials developed to accommodate 
each of the enrolled target populations. 
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We have a library of existing materials, recorded messaging, and 
programs developed specific for Medicaid recipients and their 
families, covering an array of wellness and condition-specific 
topics we will adapt for Nevada recipients.  We make the latest 
health education and wellness materials available to members 
through national vendors such as Health Wise as well as health 
plan-developed wellness materials targeted to the specific 
populations we serve.  Examples of plan-developed materials 
include: 
•  EPSDT Brochure 
• Sickle Cell Disease educational brochure (adult and child 


versions) 
• Healthy Eating nutrition placemats for various age groups  
• Asthma Tips for School Staff brochure 
• Car Seat Guidelines 
• What Happens When You Quit Smoking brochure 
• Setting Up Your Medical Home brochure 
• Track My Symptoms Chart (for COPD) 
• Diabetes Teen Booklet 
• Stroke Bookmark 
• Step It Up-Walking Works brochure 
• Second Hand Smoke brochure 
• Dental Tips for Moms brochure 
• Safe Sleep for Baby brochure 
• Getting Ready for Pregnancy Teaching Sheet 


 
Additional health promotion topics will include:   
• Early intervention and risk reduction strategies to avoid 


complications of disability and chronic illness to include the 
following preventative cancer screenings:  


• Colonoscopy, Fecal Occult Blood Test and Fecal 
Immunochemical Test for Colorectal Cancer; 


• Mammography and Clinical Breast Exams for Breast Cancer; 
• Low Dose CT Screening for Lung Cancer; and 
• Pap Testing for Cervical Cancer. 


 
We comply with all applicable State and federal statues, 
regulations and protocols on health wellness programs.   
 
Health promotion and education materials are made available in 
various formats and presented in ways that meet the needs of all 
recipient groups.  Recipients have ready access to easy-to-read and 
attractive health education materials translated into prevalent 
languages and available in alternative formats including large 
print and Braille.  These materials are included in our Welcome 
Package and include our New Member Handbook, which contains 
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information about our special programs and contact information 
and available on the recipient webpage.  
 
We also focus on selected topics of relevance to our membership 
distributed through our periodic recipient newsletters and targeted 
mailings such as vaccination reminder postcards and reminder 
letters including: 
• Asthma Medication Refill Letter 
• Asthma Action Plan Letter 
• Cholesterol Screening Letter 
• Heart Attack Medication Letter 
• Diabetes DRE Screening Letter 
 
We provide educational materials and opportunities for 
personalized assistance at health fairs, community workshops, and 
during special events likely to attract our recipients’ participation.  
Our campaigns may also include opportunities for recipients to 
stop by and see a nurse or other clinician for help with basic 
health education needs and referral into case management and 
disease management programs when needed. We include an event 
and social ticker on our member website that is continuously 
updated with health fair and other community-based health events 
located in convenient locations such as Walmart, local schools, 
and the local YMCA. 
 
Our evidence-based Health and Wellness programs provided 
within the community are often offered in collaboration with our 
community partners.  These programs are provided by qualified 
health education specialists and subject matter experts and are 
participant friendly. That is, they do not ask too much of the 
participants, beyond that they be physically and psychologically 
able to complete the program activities.   
 
In another market, we have partnered with the American Heart 
Association to offer Have Faith in Heart events that provide 
screenings and education around heart disease. Lifestyle choices, 
and identifying people who have hypertension. Have Faith in 
Heart is a faith-based program, and we target churches with a 
predominantly African-American and Hispanic memberships. We 
also offer Check, Change, Control program which is a follow up 4 
month program that provides participants health education and 
opportunities to monitor their blood pressure numbers.   
 
We have also recently forged a new partnership with the American 
Diabetes Association to collaborate on implementing multiple 
community events and programs focused on lifestyle changes. 
Through this ADA partnership we will be providing a “Train the 
Trainer” program targeted to area churches to train volunteers 
from the church, like health ministers, so they can administer the 
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Live Empowered curriculum to their congregation. Live 
Empowered provides lifestyle and diabetes education targeted to 
the African American community.  
 
We also implement targeted outreach and education campaigns 
when we identify a specific health need among our membership 
such as postcard reminders for specific overdue screenings, 
disease-specific mailings, including a disease-specific assessment 
for new members and targeted telephonic outreach, on hold 
telephonic messages, and automated outbound call technology. 
For example, we target automated outbound calls to recipients 
who have not completed preventive care including immunizations. 
These calls explain the importance of preventive care completion 
and the recipient may transfer to a staff member during the 
message for personalized assistance arranging an appointment 
and accessing transportation to complete the needed care. Another 
example is providing oral health classes for the refugee 
community through a local Catholic Charities and Refugee 
Ministry.  
 
Care coordinators and case managers identify and address 
barriers to care, provide in-person education, distribute health and 
wellness materials, and answer recipients’ health-related 
questions. Case managers embedded in high-volume primary care 
practices or hospitals focus on disease- or condition- specific 
education, including medication management, and health and 
wellness education as appropriate.   
 
Our Recipient Services Department representatives inform 
recipients of the previously described health education materials 
including how to access these on the recipient webpage, and mail 
materials to the recipient upon request. They also connect 
recipients who have specific health care questions to our Rapid 
Response Team RNs during regular working hours via warm 
transfer. After hours, recipients may call our 24/7 Nurse Advise 
Line with their health-related questions. Nurses provide answers to 
basic health care questions and for recipients who they identify as 
needing additional support, refer the recipient to our clinical 
program staff for assessment and potential enrollment into one of 
our CM or DM programs. We make these referrals via warm 
transfers when clinical staff are available and otherwise take a 
message (transmitting the message by secure email) or transfer the 
recipient to the clinical message line if this is his or her 
preference. We respond to these messages the following business 
day.  Nurse Advice Line staff transcribe messages received after 
hours and batch transmit the messages to our clinical staff the 
following morning.  
 
Our Representatives and clinical staff including case managers 
also refer recipients to local health education programs as 
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appropriate to the recipient’s needs. These programs include those 
available through our health system providers, such as local 
hospitals and clinics, community agencies such as county social 
service organizations, and community-based organizations such as 
local advocacy groups like NAMI, Area Agencies on Aging, and 
more). Recipients receive the level of assistance they need to access 
these programs including help arranging transportation. 
 
Our partner’s health education and wellness interventions have 
contributed to significant improvements in a variety of health 
outcomes measures, including: 


• Over the past five years: 
o Low birth weight deliveries have decreased by 35%.  


The LBW rate in 2015 was 6.6%, which is below the 
Healthy People 2020 goal of 7.8%.   


o Very Low Birth Weight deliveries have decreased by 
37%.  The VLBW rate in 2015 was 1.2%, below the 
Healthy People 2020 goal of 1.4%. 


o Preterm deliveries (less than 37 weeks) have 
decreased by 39% and are below the Healthy People 
2020 goal of 11.4% 


• Timeliness of prenatal care increased 17% since 1999 and 
remains above the Quality Compass mean 


• Postpartum care increased 16% since 1999 and remains 
above the Quality Compass mean 


• Frequency of ongoing prenatal care (FPC) of 81% of 
expected visits increased 14% since 1999 and remains 
above the Quality Compass mean 


• Use of appropriate medication for people with asthma 
consistently rated at or above the 90th percentile of Quality 
Compass mean 


• Medication management for people with asthma achieved 
75% compliance rates, higher than both the mean and 90th 
percentile of Quality Compass mean 


 
The vendor is encouraged to offer additional preventive or 
cost-effective services to enrolled recipients if the services 
do not increase the cost to the State. 


 
In additional to the health promotion topics covered above, 
we will offer the following value added services to 
recipients at no additional cost: 
 
Mobile Phones 
 
Some Medicaid recipients are in need of a mobile phone so 
they may have a stable method of communicating with their 
care providers.  We partner with Tracphone to provide 
these cell phones to recipients in another State’s Medicaid 
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program and look forward to bringing this model to the 
State of Nevada.  Recipients will be able to make and 
receive calls to their providers, family members and others, 
and receive text messages with healthy tips. 
 
We will offer all adult recipients Safelink Wireless services 
that include: 


• Up to 250 minutes of service a month, with 500 free 
minutes for the first four months 


• A free phone 
• Unlimited text messages 


 
Recipients may apply online, fill out an application and 
mail it back, or call SafeLink to apply for a phone. 
 
We are excited that Tracphone has plans to introduce 
android smart phones and data plans at the end of 2016. 
We are planning to support applications that empower 
recipients to better manage their health and engage with 
their care teams through smart phone technology. 
 
Telehealth 
 
We will offer in-home monitoring equipment such as 
automated blood pressure cuffs and pulse oximeters, for 
recipients with targeted conditions such as asthma and 
congestive heart failure. School based children also have 
access to telehealth services to arrange a physician consult 
and provider referral services to a Primary Care physician 
or other ancillary provider for follow up. 
 
Community Wellness Initiative 
 
We have developed a comprehensive community wellness 
initiative that uses a combination of television campaigns, 
web-based member education, health fairs and education 
classes to promote wellness in the community.  Television 
commercials broadcast brief messages about health and 
nutrition and advertise various facilities within the 
community.   
 
Our community wellness initiative provides a health 
assessment, biometric screening, flu shot and 
immunization clinics, tobacco cessation programs and 
weighs loss challenges.  Individuals can enroll in any of 
these programs using a web-based member portal. 
 
As part of the care delivery system, we offer our patients 
the ability to use a web based system to schedule 
appointments, ask the doctor a question, re-fill a 
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prescription,, find a doctor, check lab results and perform 
virtual check in for their appointment.   
 
Through our facilities, members can sign up for classes 
covering topics from A-Z on men’s, women’s, and 
children’s health.  Specialized classes include preparation 
for childbirth, post-partum care, breastfeeding, and 
parenting and how to care for a new born infant for new 
mothers and families.  Other classes cover diet and 
exercise, safety, and support groups for cancer, diabetes, 
asthma and epilepsy.   
 
Tobacco Cessation  
 
We promote comprehensive tobacco cessation treatment to 
recipients encouraging quitting and staying tobacco free 
through health education materials, on-hold audio 
messages and auto-dialer campaigns, and as part of our 
disease management, health management and case 
management programs. We encourage providers to 
prescribe nicotine replacement therapy, refer recipients to 
behavioral intervention providers, and reinforce the value 
of their patients’ participation in smoking cessation 
programs.  We participate in state and local public health 
efforts to reduce the use of tobacco products and test 
innovative education models, such as recipient education 
on tobacco cessation completed by a pharmacist at the 
point of sale.  
 
We screen new recipients for tobacco use during our health 
risk screening assessment completed during the Welcome 
Call and as part of our disease management and case 
management programs. All pregnant women are also 
screened for tobacco use following enrollment into our 
Maternity Care Program, and providers write prescriptions 
for tobacco cessation products as part of the Program. 
 
Recipients who smoke or use smokeless tobacco receive 
educational material including resources such as and the 
Nevada Tobacco Quit Line information. We also include 
articles on the hazards of smoking during pregnancy and 
second-hand smoke, in recipient newsletters and include 
our toll-free number for additional information and 
assistance as well as the Quit Line number. Our disease 
management and case management programs include 
tobacco use screening and smoking cessation education. 
 
Our program does not place stepped-therapy or prior 
authorization requirements on tobacco cessation 
treatments, or limitations on the tobacco cessation 
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treatments included in this section, on tobacco cessation 
treatment. We will amend any policies, evidences of 
coverage, formularies and/or drug brochures as necessary 
to ensure that recipients are given complete information 
about the coverage of tobacco cessation items and services. 
We will include this information in our Recipient 
Handbook, newsletters and other relevant materials. 
 
We currently have a successful partnership with a State 
Department of Public Health to promote tobacco cessation 
in regions where we operate Medicaid managed care plans. 
We will partner with DPBH to promote the full tobacco 
cessation to recipients.  We will provide our recipient 
tobacco cessation promotional materials to the DHCFP for 
review and input prior to distribution to our recipients and 
when we make substantive changes to these materials. We 
will report our tobacco cessation activities to DHCFP at 
least biannually. 
 
We will contract with a quit line vendor that is a member of 
NAQC.  We will partner with DPBH to triage our recipients 
who call the state run quit line (1-800-QUIT-NOW) back to 
the quit line vendor for outreach and engagement in the 
full array of tobacco cessation options selected by the 
recipient.  
 
We will provide aggregate North American Quit line 
Consortium (NAQC) Minimal Data Set (MDS) data, via the 
selected telephone quit-line approved vendor, to the DPBH, 
in accordance with the data sharing agreement, at least 
biannually. 
 
We will comply with all applicable State and federal 
statues, regulations and protocols on health wellness 
programs.   


 
3.4.6 Pharmacy Services 


 
3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title 


XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy 
services are included in the vendor benefit package.  The vendor is 
expected to offer pharmacy benefits that mirror or exceed FFS. 
Pharmacies that process prescription drug claims for recipients must be 
enrolled as a Nevada Medicaid provider and licensed in good standing by 
the State Board of Pharmacy. 


 
The health plan is able to comply with the requirements of this section 
related to Pharmacy Services.  We understand the needs of our 
community and have designed our pharmacy benefit management 
program to include: 
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• Network- We have an established pharmacy network that meets or 
exceeds the access requirements for member convenience 


• Formulary- We will introduce a custom formulary for Nevada 
Medicaid and work collaboratively on a formulary disruption 
analysis to ensure consistency of medications available to 
Medicaid recipients.  We are fully compliant with NRS 422.4025 


• Established policy for transitioning prescriptions from FFS to 
managed care programs 


• Ability to accommodate  “Brand Medically Necessary” requests 
• Lock-In programs for drug seeking behavior with comprehensive 


reporting and tracking for physician prescribing patterns, repeat 
ER visits and cash payments for narcotics. 


• Established criteria for Hepatitis C medication authorization that 
is no more restrictive than the FFS Medicaid programs 


 
The health plan pharmacy department is led by our Pharmacy Director 
with direct oversight provided by the Chief Medical Officer for the 
Health plan.  We are experienced in other states’ Medicaid programs 
as well as Medicare Advantage requirements in our local market.    The 
health plan will continue to ensure that our pharmacy program, 
including our formulary, covered pharmacy benefits, prescription 
transition, and pharmacy encounter submissions, meets the 
requirements contained within the Nevada Medicaid State Plan, 
Medicaid Services Manual Chapter 1200, DHCFP, and the 
requirements contained within Section 4.2.7 of the RFP. 
 
We have developed our pharmacy program with the health plan in the 
lead for clinical oversight, formulary management, prior 
authorizations and customer. We’ve partnered with a leading industry 
technology firm to provide pharmacy claim support, national 
Pharmacy and Therapeutics and Clinical Monographs, and 24/7 
technical support for our network pharmacies.  The P&T Committee 
meets six times per year and the services provided to the health plan 
include: 
• Coverage decisions for new medications and new indications; 
• Meeting agendas and minutes 
• Policies and procedures for member requirements, formulary 


structure and development and formulary management;  
• Preliminary medication reviews for new FDA approved brand 


name new molecular entities and new biologic medications; New 
brand name, specialty and generic pipeline reports; and  


• New indication reports. 
 


Proprietary technology tools used for pharmacy and therapeutics 
review allow the health plan to continuously improve the quality of 
care delivered to our members and reduce drug expenditures.  The care 
analyzer feature of the technology engine fully integrates prescription 
usage with medical care management programs to optimize quality of 
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care delivered to our members. Clinical pharmacists work directly with 
members and prescribers to ensure that all medications prescribed are 
appropriate, effective, and safe for the member and will improve 
clinical outcomes. 


 
3.4.6.2 The vendor may design its own pharmacy formulary based on clinical 


guidelines though utilization of the FFS formulary is preferred. Vendors 
who utilize the FFS formulary will receive a higher point value in the 
RFP evaluation.  The DHCFP shall approve the vendor’s formulary prior 
to implementation.  Medications not covered in the vendor's formulary 
must be available through a non-formulary request process based on 
prescriber certification and justification of medical necessity.  Prior 
authorization criteria and quantity limits must be based on best practice 
or evidence based practice standards.  Vendors may propose their drug 
benefit design but they may not be more restrictive than FFS and may not 
have co-pays. For specific therapeutic categories of drugs that have 
mandated coverage rules the vendor is expected to comply with NRS 
422.4025. 


 
Formulary 
 
We will develop a formulary and a PDL to ensure safety and clinical 
efficacy, while minimizing disruption for Medicaid recipients.  The 
proposed formulary and PDL will be submitted for approval by 
DHCFP, and we will obtain DHCFP approval prior to implementing 
any changes. 
 
The Formulary will be developed and managed by our clinical 
Pharmacy team and in concert with information received from our 
Pharmacy & Therapeutics (P&T) Committee, which is made up by a 
large body of Nevada based physicians and clinical pharmacists. The 
P&T Committee provides recommendations based on national 
utilization data, evidence-based literature and industry trends which 
are then reviewed for addition or exclusion by our local Medical 
Director and Director of Pharmacy.   We review our policies governing 
P&T Committee management and activities at least annually and 
comply with Nevada State, URAC, NCQA and other recognized 
industry standards. 
 
Our proprietary formulary management tool allows our clinical 
pharmacists and pharmacy technicians to set up and make revisions to 
the formulary using real-time processing.  The pharmacy system 
includes a built-in approval process and role-based user access to 
prevent mistakes.  The system provides real time updates to manage 
formulary changes and updates, prior authorization and DUR edits.  
The system also provides comprehensive tracking and reporting tools to 
meet statutory, regulatory or client specific reporting needs. 
 
Process for Exceptions to the Formulary for Physicians 
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A clinical pharmacist reviews all requests for prior authorization that 
do not meet approved clinical criteria.  We may contact the prescriber 
to discuss the request in more detail or to request additional 
information. If the pharmacist determines that the request does not 
meet criteria, the request is forwarded to the Medical Director or Chief 
Medical Officer who have authority to approve or deny the request. 
 
How We Make Changes to the Formulary 
 
We leverage the expertise of nationally recognized, evidence based 
clinical criteria and peer reviewed literature and present findings to 
our local P&T committee, and reviews all therapeutic classes annually 
for new drugs and changes to indications/dosing and generic 
availability. We monitor pipeline reporting on a quarterly basis to keep 
abreast of new drugs entering the market, brand drugs that will become 
available as a generic, and drugs that are being considered for 
removal.   
 
For Medicaid, the health plan will submit all formulary and PDL 
changes to DHCFP as required. When implementing formulary/PDL 
changes, we engage providers and members to minimize disruption and 
foster good customer service. Providers and members are notified of 
formulary changes in writing at least 30 days prior to the change.  We 
will also update the formulary and PDL on our web-site for convenient 
access by members and providers 
 
Medicaid recipients can access a PDF version of the formulary and 
search for prescriptions through the on-one member access feature.  
The on-line feature is updated each time a change is made by the 
health plan, for the most complete, up-to-date information. 


 
3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; 


however this pharmacy must be readily accessible to all of the plan’s 
recipients. 


 
We have an established relationship with our specialty pharmacy 
vendor and will ensure that all Medicaid recipients have access to the 
services they offer. We evaluate each request based on medically 
necessary criteria and we consult with the treating physician for 
justification.  We review evidence based literature to determine the best 
cour4se of treatment as well as considering formulary alternatives that 
will address the patient’s needs. The specialty pharmacy program is 
detailed below. 
Receiving Prescriptions (fax, mail, phone, transfer) 
 
The Specialty Pharmacy uses all traditional methods to transfer 
prescriptions to our pharmacy including phone, fax and e-
prescriptions. We can receive prescription information from a mail 
order pharmacy, and we can contact the prescriber to obtain the 
prescription. 
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Typically, The Specialty Pharmacy and a mail-order pharmacy will 
arrange a warm transfer of the prescription to The Specialty 
Pharmacy. 
 
Processing the RX (Pharmacy and medical drugs) 
 
When the Specialty Pharmacy receives a new prescription, a care 
coordinator contacts the patient to welcome them to The Specialty 
Pharmacy, verify benefits, capture patient demographics, confirm 
shipping information, facilitate any funding assistance, provide patient 
education, and answer any questions. On average, new patients are 
enrolled within one business day of a prescription referral creating a 
patient profile that includes insurance details, shipping address, billing 
information, and special handling requirements. 
 
Once the patient enrollment process is completed, the patient’s profile 
and prescription are flagged in the Specialty Pharmacy’s patient care 
system for a pharmacist to review. For quality assurance purposes, 
every prescription dispensed at the Specialty Pharmacy is reviewed by 
two separate clinical pharmacists. Before processing a prescription, a 
licensed pharmacist verifies the prescription and provides a clinical 
assessment. The prescription is run through standard drug utilization 
review (DUR) and utilization management (UM) criteria. These edits 
are reviewed by the pharmacist to identify any concerns that require 
investigation such as potential drug‐drug interactions or dosing errors. 
When a drug is a medical benefit, the pharmacist will closely review the 
patient’s medical information to make a professional determination of 
DUR and UM criteria prior to approving the prescription for 
dispensing. The prescription is then forwarded to the applicable Center 
of Excellence where pharmacists, nurses and care coordinators 
complete the online processing of the prescription that may include 
benefit verification, delivery set up, copay collection, and consultation. 
All prescriptions are reviewed again by a pharmacist after they are 
filled to confirm that the drug is correct, the right strength, the right 
quantity, for the right patient, and has the right instructions. 


 
The following items may be flagged during prescription verification 
and require investigation: 
• Indication/diagnosis verification 
• Availability/formulation issue 
• Adherence concerns 
• Drug-age, drug-allergy, drug-disease, drug-drug, drug-gender, 


drug-pregnancy precautions or contraindications 
• Duplicate therapy concerns 
• Duration of treatment 
• Generic or therapeutic interchange concerns 
• Illegible or unclear prescription 
• Missing adjunct/combination therapy 
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• Verification of prescribed dosing 
• Potential overdosing/under-dosing 
• Quantity/cycle/frequency/days’ supply issues 
• Legal prescription requirements 
• Change in therapy concerns 
• Laboratory value-medication concerns 


 
Based on results to the initial adjudication and when required, The 
Specialty Pharmacy investigates prior authorization (PA) criteria. 
When The Specialty Pharmacy receives a prescription for a drug that 
requires PA, we contact the prescriber and work closely with health 
care providers to process. 
 
Shipping the RX (to patient and prescriber office) 
 
After medications and supplies are picked from inventory, detailed 
entries are made to the patient record. A pharmacist confirms the 
accuracy of the order prior to shipping. To the extent that the Specialty 
Pharmacy enrolls a clean prescription before 2:00 p.m. EST and the 
patient has an immediate need for the medication, the Specialty 
Pharmacy can generally ship the same day. Otherwise, prescriptions 
are scheduled to be received by the patient’s need by date. 
 
Care coordinators contact patients starting seven days prior to the 
prescription refill date to evaluate any change in medication, dosage, 
insurance coverage, or shipping address. In the event that the patient 
does not need additional medication, care coordinators inquire about 
missed doses to determine the root cause of therapy interruption. If 
monthly adherence is below 85% based on dosages missed, a 
pharmacist will review the patient’s profile and contact the patient if 
necessary. Patients are offered the opportunity to speak to a pharmacist 
before every prescription refill, and are required to speak to a 
pharmacist if certain clinical events have occurred (adverse events, 
severe side effects, change in disease severity, etc.). If a patient 
confirms they are still on therapy as prescribed and the shipping 
information is correct, The Specialty Pharmacy will dispense the 
medication. The Specialty Pharmacy dispenses and ships specialty 
medications as directed. 
 
The Specialty Pharmacy’s business processes and state of the art 
dispensing solutions can provide prescriptions to patients as required 
by the communicated need-by date. All prescriptions are verified by 
registered pharmacists for accuracy and appropriateness at two 
separate points in the dispensing process prior to shipping to patient, 
prescriber’s office, or alternate site of care. Medications and supplies 
are selected from inventory and detailed entries are made to the patient 
record to reflect the doses and dates of shipment. The claim is then 
entered by the pharmacist to generate billing. The Specialty Pharmacy 
follows manufacturers’ dispensing and distribution requirements. This 
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includes package tracking through contracted couriers, temperature 
control, and signature upon receipt. Products with cold chain 
distribution requirements are shipped “next day” using Certified Pack. 
Products are stored according to FDA guidelines and any other 
manufacturer required processes. 
 
The Specialty Pharmacy has a dynamic inventory supply management 
system that schedules demand seven days or more prior to fulfillment 
requirements. All inventory required to meet existing refills is 
scheduled to be on hand a minimum of seven days in advance of the 
need. This allows The Specialty Pharmacy to virtually eliminate out-of-
stock situations. Certain medications are handled on a patient specific 
basis given the rarity of the patient’s condition and the low incidence of 
product demand. The Specialty Pharmacy coordinates with clients to 
provide all specialty medications and associated ancillary products, 
supplies, and equipment covered within their formulary and identifies 
any restricted access products. The Specialty Pharmacy orders and 
receives product six days per week and all inventory shortages are 
rectified within one business day. The Specialty Pharmacy’s 2015 out-
of-stock rate was 0.04% and reflects shortages due to manufacturer 
back orders or manufacturer ingredient shortages. In these rare 
situations, The Specialty Pharmacy communicates with the patient and 
prescriber to provide the status of the pending order. In some cases, 
The Specialty Pharmacy’s pharmacist and prescriber can collaborate 
on an alternate therapy in the interim. 
 
The Specialty Pharmacy’s primary shipping courier is UPS under 
direct contract. While UPS is primary, the Specialty Pharmacy also 
uses FedEx and the United States Postal Service as secondary. The 
Specialty Pharmacy also uses UPS Connect Ship to support address 
verification and shipment activities. 
 
The Specialty Pharmacy handles any replacement charges that may 
occur for medications that are lost in transit, spoiled when delivered, or 
stolen prior to receipt by the patient or patient representative. 
 
When a shipment is determined to be lost or damaged, the Specialty 
Pharmacy will immediately contact the patient or healthcare provider 
to inform them of the situation and arrange for a second shipment to 
prevent a break in therapy. All shipments are monitored by the 
Specialty Pharmacy’s shipping resolution team to troubleshoot any 
potential delivery problems. There are no replacement charges for lost 
shipments. 
 
If a patient reports damaged product or quality concerns with their 
medications, they are triaged to a pharmacist for further investigation. 
If the quality issue is due to an unstable, spoiled, damaged, or 
malfunctioning product, a replacement is sent to the patient at no 
charge. 
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The Specialty Pharmacy also uses an emergency response logistics 
company for predictive modeling on our shipments to inform us when 
packages may be going off course. These packages can then be rescued 
and service maintained. A thorough investigation will be performed to 
track any lost package if possible and arrangements made to retrieve 
any found product. If a product is determined to be lost and is a 
controlled substance, a variance report and any other state or federally 
mandated reports will be generated. 
 
If a patient loses their medication and there are no refills left on the 
prescription, The Specialty Pharmacy will coordinate with the patient 
and prescriber to obtain a new prescription. If there is a refill on the 
prescription or, after a new prescription is obtained, The Specialty 
Pharmacy works with the payer to obtain an override for an early refill. 
 
In situations where emergency delivery is required (within 24 hours), 
the Specialty Pharmacy can coordinate with local pharmacies to either 
deliver or have the medication available for pick up. The Specialty 
Pharmacy also partners with an emergency response logistics company 
for delivery assistance. The Specialty Pharmacy has experience 
coordinating with local pharmacies to deliver the medication or make 
the medication available for pickup. These services are provided at no 
extra charge. 
 
Patient assistance with coupons, etc. 
 
the Specialty Pharmacy takes great pride in our dedication to helping 
patients gain access to therapy. Once the drug has been authorized and 
the patients’ responsibility has been determined to be a burden, the 
dedicated Funding team will seek funding assistance. We take a hands-
on, comprehensive approach to help and educate patients who need 
assistance. The Specialty Pharmacy gathers required paperwork, 
monitors completion, submits to the foundation or financial assistance 
organization, and then monitors progress. The Specialty Pharmacy 
works with several national charitable organizations and foundations 
to access copayment assistance. 
 
The Specialty Pharmacy is the only specialty pharmacy partner with 
NeedyMeds.com. NeedyMeds is a 501(c)(3) non-profit with the mission 
of helping people who cannot afford medicine or healthcare costs and 
offers an online database listing of all available financial assistance 
programs for patients requiring support with drug access. 
 
In 2015, the Specialty Pharmacy facilitated $71 million in patient 
funding assistance. This included $48 million in funding assistance 
from third-party organizations and $23 million in commercial copay 
assistance. 
 
The Specialty Pharmacy also has experience in providing services to 
support a manufacturer's copay card program. Our care coordinators 
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and funding specialists work directly with patients and nurses to 
determine eligibility for these programs, facilitate the enrollment, and 
bill the applicable copay card. 
 
Dual billing of secondary insurances 
 
The Specialty Pharmacy has significant experience managing the 
coordination of benefits between commercial and government-
sponsored plans. The Specialty Pharmacy is a participating provider 
with Medicare Part B. We are able to bill Medicare Part B medications 
directly and the client as a secondary payer. A benefit coverage 
specialist reviews all coverage determinations under Medicare Parts B 
and D to ensure that the appropriate benefit is being billed. Upon 
completion of all benefit verifications, the team follows each plan’s 
guidelines to identify which plan is primary and secondary and submits 
the billing accordingly. 
 
The Specialty Pharmacy is also well versed in determining between a 
plan sponsor’s hospital/medical and pharmacy benefits to ensure the 
proper payer is billed and that the correct benefit is applied. The 
Specialty Pharmacy is capable of dispensing and billing medications 
provided under the medical benefit at contracted rates and can bill 
these claims to the client electronically. Under this scenario, The 
Specialty Pharmacy commits to follow the client’s utilization 
management criteria and clinical pathways when dispensing 
medications under this benefit. 
 
The Specialty Pharmacy has a customized process for managing 
medically billed prescriptions. This process uses our pharmacy 
dispensing system with NDC numbers and contracted rates, along with 
an integration process to generate a CMS 1500 (HCFA 1500) standard 
medical billing form that includes a J-Code, NDC, description, size, 
and quantity. The Specialty Pharmacy can submit electronically via 
ANSI X12N 837, HIPAA Version 4010/A1 through Emdeon and 
Netwerkes.com or manually using the CMS 1500 (HCFA 1500) form 
for paper claims. To ensure no duplicate billing of specialty 
medications, the insurance is set up specific to the standard billing 
format. This is also identified within the benefit investigation process 
and noted in the patient’s profile. 
The Specialty Pharmacy also conducts quarterly chart audits to 
monitor billing/coding errors and compliance requirements. 
 
Any other pertinent procedures for specialty drug dispensing. 
 
At The Specialty Pharmacy, we differentiate ourselves as a national 
independent specialty pharmacy with a highly scalable infrastructure 
and the willingness to customize programs to meet the needs of our 
partners for medications covered under both the pharmacy and medical 
benefit. Our comprehensive, patient-focused services ensure that 
patients receive a superior standard of care, including assistance with 
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complicated medication therapies, refill processing, third-party funding 
support programs, side-effect management, nursing support, and 
adherence monitoring. We customize solutions for each patient based 
on the patient’s overall health, disease and family history, lifestyle, and 
financial means. As a leading innovator in the specialty pharmacy 
space with a strong history of being flexible, The Specialty Pharmacy is 
able to provide a nimble response to the changing needs of our 
customers and patients. 
 
Also, the Specialty Pharmacy’s split-fill strategies are very effective at 
improving patient compliance while minimizing waste and cost. The 
Specialty Pharmacy’s standard practice for specialty prescriptions is to 
dispense a 28 or 30-day supply, and subsequently address any 
medication waste and intervene with patients regarding therapy 
tolerance and adherence. 
 
To address potential waste as well as improve adherence to prescribed 
therapy, The Specialty Pharmacy supports split-fill programs for 
oncology, hepatitis C, and other diseases as appropriate. Our patient 
care coordinators provide guidance and support to patients to ensure 
that they continue to receive appropriate therapy as long as that 
therapy can be tolerated. 
 
In this program, The Specialty Pharmacy focuses on 38 highly 
prescribed medications that have a high discontinuation rate based on 
poor response, adverse effects, and non-compliance. The Specialty 
Pharmacy dispenses a split fill (two week supply) when prescribed and 
will contact patients on the second and tenth days of therapy to verify 
patient tolerance. Once confirmed, The Specialty Pharmacy will 
dispense the remainder of that month’s supply. If not tolerated, The 
Specialty Pharmacy contacts the prescriber to seek an alternate 
therapy. The Specialty Pharmacy can apply these interventions to many 
specialty medications. In 2014, The Specialty Pharmacy achieved a 
savings of more than $2 million across products referenced below by 
following a split-fill strategy. On a unique client level, The Specialty 
Pharmacy’s split-fill program has resulted in savings as high as 19% of 
annual spend on these medications. 


 
3.4.6.4 The vendor must have a policy for transitioning a recipient's 


prescriptions from FFS, or another vendor, to the vendor.  The vendor 
will not terminate a current prescription without consulting with the 
prescriber. The vendor must then document the reasons a drug is not 
medically necessary if a current prescription is terminated. 


 
Transitioning Members 
 
We have a comprehensive program for transitioning prescriptions for 
new members enrolling from fee-for-service Medicaid or another MCO 
who are stabilized on drugs that are not on the preferred drug list 
(PDL).  Ensuring continuity of care and access to necessary 
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medications is a primary objective of our pharmacy management 
program. The transition process covers non-formulary/non-PDL drugs 
for the first 60 days of enrollment or until the member’s physician or 
other prescriber has completed the prior authorization process.  
Because we represent the Clinical arm of the pharmacy services rather 
than a traditional PBM, we retain the decision–making authority to 
grandfather in members who are stabilized on drugs excluded from the 
formulary or PDL or who would otherwise experience a reduction in 
adherence or adverse outcomes as a result of a medication change.    
 
We identify members who receive non-formulary/non-PDL drugs 
through a weekly system–generated report. Notification is sent in 
writing to both the member and prescriber to inform them that a 
transition supply of medication has been approved, but continued use 
will require prior authorization. The notification to the prescriber 
provides instructions for requesting a prior authorization, or if 
clinically appropriate, to transition the member to a preferred 
alternative on the formulary/PDL. At the same time, the health plan’s 
Pharmacy Department works with the prescriber to initiate a prior 
authorization on the member’s behalf and communicates directly with 
the prescriber to determine medical necessity for the non-
formulary/non-PDL drugs. 


 
3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber 


must comply to certify that a specific brand of medication is medically 
necessary for a particular patient.  The prescriber should document in the 
patient’s medical record the need for the brand-name product in place of 
the generic form.  Certification must comply with the following: 
certification must be in the prescriber’s own handwriting; certification 
must be written directly on the prescription blank; and a phrase 
indicating the need for a specific brand is required. (An example would 
be “Brand Medically necessary.”)   


 
We have a policy and procedure for allowing a brand of medication 
that is medically necessary for a particular condition.  A member of our 
pharmacy team works with the physician to secure an authorization for 
the medication and upon approval, the authorization is sent to the 
pharmacy to fill the prescription.  The treating physician is required to 
document the authorization and medical necessity information in the 
patients’ medical record.   
 
Clinical reviews for prior authorization include select drug reviews that 
meet URAC and CMS accredited criteria to determine appropriate use, 
dosage and length of therapy.  The PA team of clinical pharmacists 
and the Medical Director has the authority to override quantity limits; 
step therapy edits high dollar compound limits, age limits and medical 
necessity requirements to assure the right medication is authoriz3ed to 
meet the recipients needs.  
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Our proprietary PR engine is highly automated and requests are turned 
around in one business day.  For requests that require additional 
information or that may potentially result in a denial, the clinical 
pharmacist consults directly with the treating physician.  We will 
comply with all reporting and notification requirements outlined in this 
RFP and as may be required by the DHCFP.   


 
3.4.6.6 Vendors must have a Lock-In program for recipients showing drug 


seeking behaviors.  These recipients are locked-in to a specific pharmacy 
and/or a specific physician for controlled substances only.  They can use 
any pharmacy for their non-controlled medications. Criteria should 
include recipients utilizing more than one pharmacy or 3 or more 
physicians for controlled substances, repeated ER visits for pain 
medication, cash payments for drugs or other drug seeking behaviors.  
Vendor must have a process where recipients can change lock in 
providers and have an override policy for instances where their locked in 
pharmacy is out of stock or the recipient is out of area and needs their 
controlled medication. 


 
Our pharmacy Fraud, Waste and Abuse program (FWA) is a 
retrospective drug utilization review program using pharmacy claims 
and the RX-PM predictive model to help identify and migrate member 
fraud, waste and abuse.  We employ multiple strategies that include: 
• Analytics and goal setting 
• Identification 
• Stratification 
• Intervention and Lock-In  
• Outcomes based Reporting 


The predictive modeling program addresses all of the following drug 
classes: 
• Hypnotic Medications 


o Duplicate Hypnotic Therapies 
o Hypnotic Therapy that extends beyond 90 days 


• Narcotic Utilization 
o Multiple prescribers and/or pharmacies 
o Members utilizing a cumulative morphine equivalent dose 


in excess of 120mg/day 
• Polypharmacy 


o Profile review for members receiving at least 14 unique 
medications from at least five different prescribers and/or 
pharmacies 


o Limited to members with a diagnosis of CHF, dyslipidemia, 
diabet4es, hypertension, HIV and COPD 


• Atypical antispychotics 
o Identification of members utilizing these agents in the 


management of dementia-related psychosis 
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o Claim and member information is further stratified using 
the Johns Hopkins ACG system to produce a risk score for 
each member.  Risk score stratification helps prioritize 
members for intervention and allows for the most cost 
effective FWA program. 


 
3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as 


PA criteria, quantity limits, etc., however plans may not use a standard 
for determining medical necessity that is more restrictive than is used in 
the Medicaid State Plan and MSM. 


 
We have well developed protocol for Hepatitis C Medications that 
meets the standards for this proposal and the MSM and is not more 
restrictive that that used for the Medicaid State Plan. We follow the 
same standard prior-authorization criteria that are used in other 
pharmacy and medical claim decision making including a standard 
definition of medical necessity, Recipient eligibility, claim history, 
diagnosis and length of therapy.   
 


3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient 
administered drug encounters to the DHCFP or its vendor and the 
DHCFP shall submit these encounters for rebates from manufacturers. 
The encounters shall be submitted in a mutually agreed upon format and 
in a mutually agreed upon timeframe, but no less than quarterly. The 
vendor agrees to modify the pharmacy claims processing systems to 
accommodate additional data elements in compliance with current 
National Council for Prescription Drug Programs (NCPDP) transactions 
standards and guidelines, such that pharmacy encounters can be 
submitted by the DHCFP for rebates. 


 
Within sixty (60) calendar days of receipt of any disputed encounter 
file from the DHCFP or its vendor, the vendor shall, if needed, 
correct and resubmit any disputed encounters and send a response 
file that includes: corrected and resubmitted encounters and/or an 
explanation of why the disputed encounters could not be corrected. 
 


Our experience with Medicaid pharmacy benefits in other states allows 
us to provide the necessary encounter reporting in the required format 
to Nevada.  We have made the necessary modifications to the pharmacy 
claims processing system to include the data elements for the National 
Council for Prescription Drug Programs and we fully comply with this 
requirement. 


 
3.4.6.9 The vendor’s medical claims system will mandate providers submit 


National Drug Code (NDC) codes and related information necessary for 
the DHCFP to process the claim for rebates.  Covered outpatient drugs 
dispensed to individuals eligible for medical assistance who are enrolled 
with the vendor shall be subject to the same rebate requirements as the 
DHCFP is subject under Section 1927 and the DHCFP shall collect such 
rebates from manufacturers. The vendor shall report to the DHCFP, on a 
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timely and periodic basis specified by the U.S. Secretary of Health and 
Human Services (Secretary), information on the total number of units of 
each dosage from and strength and package size by NDC of each covered 
outpatient drug dispensed to recipients for which the entity is responsible 
for coverage (other than outpatient drugs) and other data as the Secretary 
determines necessary. 


 
The health plan will submit HIPAA-compliant NCPDP D.0 encounter 
files as required in this RFP. 


 
3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for 


Adults 
 


We are proud of the collaborative relationships we will bring to Nevada Medicaid 
along with almost 20 years of experience meeting the needs of recipients with 
special health care needs including Children with Special Health Care Needs 
(CSHCNs) and children receiving Early Intervention Services, and covering and 
coordinating mental health services for adults. Each recipient with special health 
care needs will have a designated case manager responsible for ensuring 
coordination and continuity of services. Recipients with special needs include 
recipients at high-risk for adverse outcomes because of chronic and often co-
morbid conditions and situations such as homelessness, juvenile justice or 
corrections involvement.  
 
We identify recipients with special health care needs through:  


• Health risk screening and assessment information  
• Member or caregiver referral  
• Provider referral  
• Claims/encounter data   
• Pharmacy data   
• Data collected during the utilization review process   
• Internal referrals from Customer Service staff, case managers and UR 


nurses 
• Referrals from community agencies  
• Nurse 24/7 Advice line encounter forms  
• Daily hospital census reports, which include information regarding 


recipient discharges  
 
We enroll recipients with special health care needs into the case management 
program that best meets the recipient’s identified needs and assign a case 
manager most qualified to meet these needs.  For example, recipients with 
complex medical needs are assigned to an RN case manager and with behavioral 
health diagnoses to a licensed behavioral health case manager. High-risk 
pregnant women are assigned to an OB case manager. 
 
Our highest risk recipients are enrolled into complex case management or, for 
recipients with specific diagnoses, our catastrophic care program (targeting 
members with catastrophic conditions) or advanced illness care program 
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(targeting members approaching the end of life).  Recipients who are pregnant 
and at high-risk for complications are enrolled into the high risk component of 
our Maternity Care Program.  
 
All health plan CM programs are designed using evidence-based guidelines and 
combine standardized CM practices with specialized support to ensure recipient’s 
needs are fully met.  Our CM foundation includes: 


• Recipient identification through data analysis and risk stratification as 
well as referral 


• Assignment to a personal case manager 
• Comprehensive recipient assessment 
• Development of a person centered care plan  
• Team based care coordination and support 
• Outcomes metrics and analysis 
• Analysis of performance metrics 


 
We promote continuity of care and case management through an organized 
program of recipient and provider engagement, clinical programs, specialized 
multidisciplinary care teams and provider support, working together to meet 
recipient’s health care and social support needs. Our population health 
management model recognizes that a person’s total needs must be met, including 
social support needs, if meaningful gains are to made in improving a person’s 
health and functional outcomes. It is designed to holistically address recipient’s 
health care needs and includes outreach to and engagement of a recipient’s 
specialists and other providers, family and caregivers, and case managers from 
other programs, including schools and local social service programs. All of our 
care coordination activities include recipient and family outreach and education 
and recipient participation.   
 
Geographically Based Care Teams  
 
Our care coordination and case management programs provide a high level of 
care using a team approach that includes intensive coordination of covered, 
carved-out and other available supports including natural supports. Care 
coordinators and case managers supported by the care team, work closely with 
vendors, external case managers, community agencies, and others supporting the 
recipient.  
 
An essential focus of our model of care is promoting the recipient and primary 
care physician (PCP) relationship. Our care teams are geographically based and 
aligned with specific PCP practices and the patients they serve. Our model also 
includes case managers embedded in high-volume practices working alongside 
PCPs and their staff to engage recipient’s at the point of care.   
 
PCPs and care teams are further aligned through a sophisticated technology 
platform that aggregates all available data to provide the recipient’s PCP, care 
team, and other authorized users with a comprehensive recipient profile and real 
time health management platform. The data can also seamlessly integrate into the 
provider’s electronic medical record system. The system fully supports care 
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coordination and case management activities by providing staff with the capability 
to perform all functions associated with medical management, including service 
authorizations, discharge planning activities, and case management activity.  Case 
managers may receive referrals from utilization management and other internal 
departments; perform assessments and develop individualized care plans driven by 
evidence-based clinical guidelines; and document monitoring and evaluation 
activities by the care management team specific to care coordination and 
continuing care needs.  The system also provides automatic documentation of the 
user’s name, the date/time of recipient interaction, and provides automatic 
prompts for follow-up as needed.    
 
Care teams use a whole-person orientation focusing on recipient’s goals and 
engagement in care using integrated clinical, administrative and behavioral 
health data. Case managers:  


• Foster collaboration between the recipient/caregiver and primary care 
team  


• Deliver health coaching to foster recipient’s self-management skills  
• With the recipient, co-develop a shared plan of care  
• Use the best available data to identify gaps in care and guide care decisions  


 
Our benefit package will include all covered services, including Healthy Kids 
(EPSDT) services, coordinated by the recipient’s case manager with the services 
and supports from other programs or sources a recipient receives. Over our almost 
20 years of experience we have developed procedures and specialized programs 
that meet the needs of recipients with special health care needs including CSHCN, 
children receiving early intervention services, and adults receiving mental health 
services. 


 
3.4.7.1 The vendor benefit package must include certain services for recipients 


with special health care needs, including CSHCN, Early Intervention, 
and mental health services for adults.  The vendor must reimburse certain 
types of providers with whom formal contracts may not be in place and 
coordinate these services with other services in the benefit package. 


 
Our benefit package will include all covered services, including Healthy 
Kids (EPSDT) services, coordinated by the recipient’s case manager with 
the services and supports from other programs or sources a recipient 
receives. Our experience over the last 20 years led to development of 
procedures and specialized programs that meet the needs of recipients 
with special needs including CSHCN, children receiving early 
intervention services, and adults receiving mental health services. 
 
Children with Special Health Care Needs (CSHCN)  
 
Children with Special Health Care Needs (CSHCN) are enrolled into our 
complex case management program and assigned a personal, 
geographically-based or embedded case manager. The case manager 
provides telephonic and in-person support to children and their families 
in accordance with the child’s assessed needs. Members of the care team 
are engaged as needed to address the child’s specialized service and 


Managed Care Organization RFP 3260 Page 109 of 509 







support needs, closely coordinating care with all of the child’s treating 
providers and carved-out service providers, including dental and 
transportation vendors, and HCBS waiver services or other services 
providers. Close collaboration with schools, and external case managers 
or service coordinators is an essential component of our model.  
 
We implement a specialized program for children in foster care or 
adoption assistance that includes coordination between a state’s child 
welfare agency, local foster care targeted case managers, foster parents 
and others involved in the child’s care. Because the child’s needs are 
typically complex and multifaceted, foster care liaisons assigned to 
specific geographic regions ensure continuity of care as a child 
transitions through different settings and care providers. 
 
Early Intervention 
 
Our case managers proactively identify and refer children under the age 
of 36 months not already receiving EIS to a state’s early intervention 
system when they identify a child’s developmental delay or possible 
developmental delay. They coordinate all of the child’s covered services 
and EI services through coordination with EIS providers and alignment 
of the child’s person centered care plan with the EIS Individualized 
Family Service Plan (IFSP).  
 
We will coordinate services with the Nevada Early Intervention Services 
(NEIS) system and schools, EIS providers and a child’s targeted case 
manager to ensure the child’s physical health, behavioral health and 
developmental needs are met through the combination of covered 
services, EIS and other available services and supports, including 
natural supports. Our care coordinators and case managers as 
applicable to the child, will work in partnership with the family, child’s 
PCP and other treating providers, EIS providers and targeted case 
manager coordinating EPSDT screenings and authorization of services 
needed to help the child achieve developmental milestones without 
duplication of services or activities.  
 
Mental Health Services for Adults 
 
We have a well-established approach for the provision of Mental Health 
services for adults and to comply with the requirements of Mental Health 
Parity and this RFP.  An outline of the utilization management program 
is provided below: 
 
Utilization Management 
 


• UM processes will mirror, and be incorporated into, what is 
currently done for medical UM 


• “Same or similar specialty” UM and denial rules will require 
psychologists (for psychological   and neuropsychological 
diagnosis and testing) and child psychiatrists – in addition to 
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general psychiatrists – for peer to peer review and denials 
capability 


• Levels of care that are subject to prior authorization and 
concurrent review will include: 


o Hospital level of care 
o Diversionary (“intermediate”) levels of care including 


 Respite beds 
 Crisis stabilization beds 
 Partial hospitalization programs 
 Intensive outpatient programs 
 SA rehabilitation programs 
 PACT teams (or their equivalent) 


o Psychological testing (psychologist administered) 
o Neuropsychological testing 
o Applied Behavioral Analysis treatment for autism 
o Peer support services 


• Outpatient psychotherapy and medication management services 
will not require prior authorization or concurrent review (though 
provider utilization patterns will be monitored retrospectively) 


 
Care Coordination and Management  
 


• Will be staffed at several levels 
o Mental Health Clinical Care Managers – Masters level, 


licensed MH clinicians 
o Care Navigators – bachelors level, non-licensed 
o Social Care Managers – non-licensed specialists in local 


agency and community-based support services  (food, 
housing, employment, transportation, and other long-term 
services and supports) 


o Substance Use Disorders (SUD)Care Management 
specialist 


• MH Clinical Care Managers will be members of -- and fully 
integrated with -- our medical care managers team (i.e. a single 
fully integrated team that coordinates and manages across medical 
and mental health conditions, and any combination of same) 


o Medical Case Managers and Mental Health Case 
Managers will:  
 participate in shared team meetings and clinical 


rounds with supervision/consultation from both 
medical and mental health physicians (psychiatrists) 


 partner on management of cases with co-existing 
medical and mental health needs 


 determine, as needed, who is primary and who is 
secondary care manager based on predominant 
member needs at any given time; secondary CM 
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typically provides consultative role to primary CM 
in their direct work with member and providers 


 recognize that some cases may require full, 
balanced and coordinated medical and mental 
health care management. 


 
Some additional services we incorporate into our Mental health 
Utilization Management program are: 


• Mobile (“feet on the street”) clinical care manager – and care 
navigators and/or community health workers – will be needed for 
effectiveness 


• MH Clinical Care Managers, BH Care Navigators and Social 
Care Managers will form a Mental Health specialty “sub-team,” 
within the overall care management team structure; Psychiatrist 
supervision and consultation will support this specialty sub-team 


• Staff will be culturally competent and trained and supported by 
representatives of minority populations served (e.g. native 
American) and a Member Advisory Committee 


 
Some other important MH-related services include: 


• 24/7 crisis line 
• Peer support services 


o for MH and SA conditions 
o both individual and group 


• On-line self-assessment, self-help and educational materials 
 


The nurse help line coordinates services described above and using the 
triage-algorithm system, determines the right setting for care delivery 
and incorporates transportation for patients in crisis. 
  
Reimbursement and Coordination with Non-Contracted Providers 
 
Our experience includes reimbursement and coordination with non-
contracted providers including certain specialists and other providers 
with whom a recipient has an existing relationship. We understand that 
recipients with special needs often develop long-term relationships with 
specific providers while receiving services fee-for-service rather than 
through managed care. In addition, these recipients may require out of 
area services, especially for access to super specialists or specialty care 
centers.  
 
We coordinate and reimburse out-of-network (OON) through the 
transition of care and OON authorization processes. We help ensure 
continuity of care by authorizing continued care from the OON 
provider to complete a course of treatment, or when we have no 
similarly qualified provider available in-network, or through special 
authorization by our Medical Director because of a recipient’s unique 
and complex medical and/or behavioral health needs. We negotiate a 
reimbursement rate with the OON provider prior to service initiation 
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whenever possible. In the absence of an agreement we reimburse the 
provider no more than the FFS rate established by the state Medicaid 
agency.  
 
The recipient’s case manager, the UR nurse and as needed, the 
Medical Director, work with the recipient, family and provider to 
authorize and coordinate these services.  
 
In addition, we invite the OON provider to join our network and a 
provider relations specialist works with the provider to secure a 
contract. In the event a contract is not secured, and the recipient has 
completed their course of treatment or we have a qualified provider 
available who can meet the recipient’s needs, we implement our 
transition process, through the case manager, coordinating transfer 
and sharing of the recipient’s information, including the person 
centered care plan, OON provider’s treatment plan and service 
authorizations to the receiving provider. 


 
3.4.7.2 The vendor must produce a treatment plan for recipients with special 


health care needs who are determined through an assessment by 
appropriately qualified health care professionals to need a course of 
treatment or regular care monitoring.  The treatment plan must be: 


 
A.  Developed by the recipient’s primary care provider with recipient 


participation, and in consultation with any specialists caring for the 
recipient; 


 
B.  Approved by the vendor in a timely manner, if approval is required 


by the vendor; and 
 


C.  In accordance with any applicable State quality assurance and 
utilization review standards. 


 
Must have a mechanism in place to allow these recipients 
direct access to a specialist through a standing referral or an 
approved number of visits, as deemed appropriate for the 
recipient’s condition and identified needs.   
 
The vendor is required to adhere to MSM Chapter 400, and 
Section 5 of the Forms and Reporting Guide of this RFP for 
all SED and SMI referrals and determinations, and must 
reimburse providers of these services pursuant to the 
referenced Nevada Medicaid policies and procedures.   


 
Primary Care Provider’s Treatment Plan 
 
We require PCPs develop a treatment plan for all recipients, including 
those recipients they see who have special health care needs. The 
treatment plan must clearly explain all necessary treatments for each 
recipient and must be recorded in the recipient’s medical record and 
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presented to the recipient and parent or legal guardian, if the recipient is 
a minor. The PCP must consult with the recipient’s specialists and give 
the recipient the opportunity to accept or reject the treatment 
recommendations. The recipient’s response to those recommendations 
must be recorded in the recipient’s record.  
 
Treatment Plan Approval 
 
The recipient’s case manager requests the provider’s treatment plan, 
reviews the plan and incorporates it into the recipient’s care 
management record to support coordination of services and continuity of 
care. We monitor a provider’s adherence to our treatment plan 
requirements through routine and periodic medical record audits, 
verifying that providers deliver health care services consistent with our 
Clinical Practice Guidelines and other evidence-based standards of care.  
 
Treatment Plan Conformity with State Quality Assurance and Utilization 
Review Standards 
 
We require PCPs maintain a medical record for each recipient in 
accordance with standards specified in our Provider Manual, during 
provider orientation and ongoing training, and as described in the results 
of our medical record review audits. These standards include compliance 
with UM criteria, which we distribute to the network on the website and 
keep continually updated. Our criteria incorporate State quality 
assurance requirements and will be reviewed and revised as needed for 
conformity with DHCFP’s standards. 
 
Recipient Direct Access to Specialists 
 
Recipients have direct access to a specialist when the specific treatment 
plan calls for the OON specialist such as chemotherapy, or other chronic 
disease care, except when the specialist is an OON provider.  Prior 
authorization and appropriate referrals are required for certain specialty 
services or procedures such as therapies, or in-home services like private 
duty nursing, and will be coordinated by a member of the clinical team. 
 
Adherence to Medicaid Service Manual and Reporting Guide for SED 
and SMI Referrals 
 
Through our experience we have developed the structure and process 
that supports compliance with State Medicaid Manuals and Reporting 
Guides. All staff is responsible for complying with specified 
requirements, which we incorporate in our staff training, policies and 
procedures, and desk-top guides. In addition, our compliance staff 
monitors timely and accurate production of all required periodic reports 
and the accuracy of internal documents. We will adhere to MSM and 
Reporting guide requirements for SED and SMI referrals. We will 
comply with the requirements specified in Section 3.4.4.2 (F)(1 through 
6) of the SOW including ensuring referred recipients with SED/SMI 
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receive necessary evaluations by a network PCP, receive all covered 
medical necessary medical, mental health and mental health 
rehabilitative services and are determined and re-determined annually as 
having an SED or SMI. 


 
3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs 


 
These services are covered, with limitations, when medically necessary.  Coverage 
limitations for these services are defined in the Title XIX and Title XXI State Plans.  
The DHCFP covers Corneal, Kidney, Liver and Bone Marrow transplants and 
associated fees for adults. For children up to age 21, any medically necessary 
transplant that is not experimental will be covered. The vendor may claim transplant 
case reimbursement from the DHCFP for in-patient medical expenses above the 
threshold of $100,000 in a State Fiscal Year (July 1 – June 30). 75% of the expenses 
above $100,000 are reimbursed to the vendor. 


 
We have reviewed the coverage amounts and limitations defined in the Title XIX 
and Title XXI State plans and are able to comply with the requirements as 
described in this RFP.  We offer a comprehensive transplant case management 
program to ensure all care needs are met for our transplant candidates. We 
understand the submission of claims for case reimbursement through DHCFP for 
expenses above the $100,000 and that we will be reimbursed 70% of the total 
above the $100,000. 
 
Transplant Case Management 
 
The transplant case management process involves assessment, planning and 
coordination, implementation, monitoring, and evaluating options and services to 
meet recipients’ health care needs and promoting quality cost-effective outcomes.  
 
All members who are identified with a diagnosis which could lead to potential 
transplant are reviewed for possible enrollment in our Transplant Case 
Management (TCM) program.  
 
Sources of potential candidates include but are not limited to: 


• Diagnosis trigger report and high dollar claim reports 
• Precertification triage  reviews 
• Precertification identifiers for inpatient transition from lower level of care 


to higher level of care related to requests for transplant evaluation services 
• Direct referrals from specialists offices and/or transplant facilities 


 
If treatment for a member’s illness is considered by a Specialist (Provider) to be 
appropriate for potential transplant services, the Specialist submits a referral for 
pre-transplant consultation at a Center of Excellence (COE) within our network 
of COEs. After review and authorization by the health plan Medical Director, the 
referral info is passed-on to the health plan’s RN Transplant Coordinator (TC) as 
a potential transplant candidate alert.  
 
The Transplant Coordinator then verifies if the designated COE is an accepted 
network facility within the member’s group plan and is a certified COE for the 
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specific organ transplant services for which the member is being referred as not 
all COE’s are certified for every organ.   
 
COE’s are identified by the Specialist or the health plan as having the capability 
of coordinating all of the medical care prior to transplant, during transplant, and 
continuing post-transplant services in recognized medical institutions meeting 
United Network for Organ Sharing (UNOS) compliance standards for specific 
organ transplantation procedures.  UNOS is the organization that coordinates all 
US organ transplant activities and determines allocation based on a numerical 
scoring model.     
 
If the outcome of the initial consultation by the Transplant Specialist (TS) at the 
COE indicates that transplant consideration may be premature or inappropriate, 
the TS refers the member to their  Primary Care Physician (PCP) for local disease 
management as appropriate and the case is not opened to TCM.  
 
If the outcome of the initial consultation by the TS at the COE indicates that 
transplant consideration may be an option for treatment, the TS submits a referral 
for a full pre-transplant evaluation to be done at the COE. This referral includes 
the identification of the Transplant Physician and Facility Case Manager contacts 
for the case. These are essential elements for establishing early communication 
channels and collaborating case management moving forward.  
 
The authorization is entered by the referral specialist and routed to the TC for 
opening the case to TCM. The TC completes outreach to the facility transfer 
coordinator and initiates Transplant Notification Referrals to the appropriate 
Reinsurer for potential transplant candidates. If the outcome of the full pre-
transplant evaluation by the transplant specialist at the COE indicates that the 
member is being accepted into the transplant program at the COE, the TC will 
submit a referral for authorization approval for the transplant procedure. 
 
The Reinsurer completes a cost analysis to determine which preferred UNOS 
Network will optimize the members benefit coverage at the COE with input from 
the health plan Medical Director and outcomes based criteria.  The Reinsurer 
then sends written notification (by email) with the identification of the preferred 
Network with an attached copy of the Network Agreement to the RN TC.  The TC 
forwards a copy of the Network Agreement to health plan’s Claim Services 
Department for claims processing. 


 
3.4.9 Out-of-Network Services 


 
If the vendor’s provider network is unable to provide medically necessary services 
covered under the plan to a particular recipient, the vendor must adequately and 
timely cover these services out of network for the recipient for as long as the vendor 
is unable to provide them. The vendor benefit package includes covered medically 
necessary services for which the vendor must reimburse certain types of providers 
with whom formal contracts may not be in place.  The vendor must also coordinate 
these services with other services in the vendor benefit package.  The 
services/providers are as follows: 
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We coordinate and reimburse out-of-network (OON) services through the 
transition of care and OON authorization processes. We help ensure continuity of 
care by authorizing continued care from the OON provider to complete a course 
of treatment, or when we have no similarly qualified provider available in-
network, or through special authorization by our Medical Director because of a 
recipient’s unique and complex medical and/or behavioral health needs.  
 
We negotiate a reimbursement rate with the OON provider prior to service 
initiation whenever possible. In the absence of an agreement we reimburse the 
provider no more than the FFS rate established by the state Medicaid agency. We 
continue authorization for as long as a qualified in-network provider is not 
available. We coordinate all of the recipient’s services, including those from 
providers with whom we have no formal contract, through our care coordination 
process. 


 
3.4.9.1 Out-of-Network Providers 


 
A.  When it is necessary for enrolled recipients to obtain services from 


out-of-network providers (i.e. the recipient needs to see a specialist 
for which the vendor has no such specialist in its network), the 
vendor must: 


 
1. Coordinate the care with out-of-network providers;  


 
2. Offer the opportunity to the out-of-network provider to 


become part of the network; and 
 


3. Negotiate a contract to determine the rate prior to services 
being rendered or pay no more than the Medicaid FFS rate.. 


 
We have nearly 20 years of experience managing Medicaid provider 
networks and ensuring access to services for Medicaid recipients. In 
situations where a recipient needs to see an out-of-network (OON) 
provider, we authorize the service using a letter of agreement (LOA). We 
invite the OON provider to join our network and, in the event the 
provider declines, initiate provider recruitment and contracting efforts, 
identifying available providers of the same specialty type able to meet the 
recipient’s needs and willing to join our network. We continue to 
authorize OON services for as long as medically necessary and until we 
can meet the recipient’s need with an in-network provider. To ensure 
continuity of care, we may extend the OON authorization until the 
recipient’s course of treatment is complete, even if an in-network 
provider is identified.  
 
Coordination of Care with Out-of-Network Providers 
 
In cases where an enrolled recipient needs to obtain services from an 
OON provider, Utilization Management, Care Management and Provider 
Relations teams collaborate to ensure the recipient receives the necessary 
service and coordinate the recipient’s care. Our OON service 
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authorization includes review by a UR Nurse, a care coordinator or 
recipient’s Case Manager (if enrolled in case management), and as 
appropriate the Medical Director. The UR nurse confirms the requested 
service is medically necessary and is not available or accessible from a 
network provider. The care coordinator or case manager coordinates the 
OON services with the recipient’s other providers, including the PCP, 
and provides appropriate medical records to the identified OON provider. 
The Medical Director validates the need for OON services and is 
available for peer to peer consultation with the OON provider and the 
recipient’s other treating providers. Our goal in coordinating care with 
OON providers is to ensure that the services rendered are appropriate 
and consistent with a participant’s identified needs.  
 
Recruiting Out-of-Network Providers to Join the Network 
 
When a need for OON services is identified by the UR nurse, he or she 
notifies the Provider Relations staff.  A staff member then contacts the 
OON provider and invites them to join the network. If the provider is 
agreeable, the Provider Relations Specialist initiates the contract and 
enrollment process. If the provider is not willing to immediately join the 
network, the Provider Relations Specialist instructs the OON provider 
about how to obtain access to the health plan’s website, which includes 
resources the provider can use to join the network at any time. The 
Provider Relations Specialist can also provide materials to the provider 
via fax or by mail if the provider has no internet access.  Out-of-network 
providers have access to provider manuals that includes recipients’ rights 
and responsibilities, our coverage policies and provider updates.  
 
Contracting with Out-of-Network Providers 
 
We develop single case agreements and provide these to the OON 
provider as soon as services are authorized. With the exception of 
emergency services, these contracts are executed prior to services being 
rendered. An OON Provider Letter of Agreement may be necessary prior 
to services being rendered that outlines the agreed upon services and 
reimbursement terms. During the contracting process, we negotiate 
reimbursement terms at no more than the Medicaid FFS rate and 
confirm the provider is credentialed by the Medicaid. If the provider fails 
to sign a contract we reimburse claims at the Medicaid FFS rate. The 
Provider Relations Specialist is responsible for hospital and physician 
network development and management, including assuring provider 
contracting is consistent with claim payment methodologies, policies and 
procedures and adheres to standard contract provisions. 


 
3.4.9.2 Emergency Services 


 
A.  The vendor must cover and pay for emergency services both in and 


out of state regardless of whether the provider who furnished the 
services has a contract with the vendor.  The vendor must pay the 
out-of-network provider for emergency services, applying the 
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“prudent layperson” definition of an emergency, rendered at a rate 
no more than the FFS rate.  


 
The health plan will comply with this requirement. The definition 
of emergency covers services that are rendered by a provider who 
is qualified to furnish emergency services and is needed to treat, 
evaluate or stabilize an emergency medical condition when a 
prudent layperson may perceive a threat to life or permanent 
bodily harm.  We will compensate the emergency provider at the 
same rate as is indicated for the Medicaid fee for service program.   


 
B.  No prior or post-authorization can be required for emergency care 


provided by either network or out-of-network providers.  The 
vendor may not deny payment for treatment obtained when the 
recipient has an emergency medical condition and seeks emergency 
services, applying the “prudent layperson” definition of an 
emergency; this includes the prohibition against denying payment in 
those instances in which the absence of immediate medical attention 
would have resulted in placing the health of the recipient in serious 
jeopardy, serious impairment to bodily function, or serious 
dysfunction of any bodily part or organ.  The vendor may not deny 
payment for emergency services treatment when a representative of 
the vendor instructs the recipient to seek emergency services care.  


 
Members have access to emergency services twenty-four (24) 
hours a day, seven (7) days a week (24/7). For non-emergency 
services, members have access to urgent care centers in our 
network.  The member handbook will provide information on how 
and where to access emergency and urgent care services. All 
members can access medically necessary emergency care from any 
provider regardless of the provider’s participation in our network. 
We do not require prior-authorization for emergency care, 
however, we may conduct concurrent or retrospective review to 
ensure that the patient’s condition is stabilized and/or that 
appropriate post-stabilization care has been arranged for an 
initiated.  
 
We also offer  24/7 access to our Nurse Help Line, a service for 
triage of patient care to ensure the right care in the right setting 
with appropriate coordination of transportation.   


 
C.  Pursuant to 42 CFR 438.114, the vendor may not limit what 


constitutes an emergency medical condition as defined in this 
section on the basis of lists of diagnoses or symptoms, nor refuse to 
cover emergency services based on the emergency room provider, 
hospital, or fiscal agency not notifying the recipient’s PCP, Vendor, 
or the DHCFP of the recipient’s screening, and treatment within ten 
(10) calendar days of the presentation for emergency services. 
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We cover and pay for emergency services in accordance with the 
requirements contained in the Nevada MSM, RFP Section 
4.2.10.2, Emergency Services, and State and federal laws and 
regulations, including 42 CFR 438.114.We do not deny coverage 
of emergency services in situations where the provider failed to 
notify the health plan within ten (10) days of the service.   


 
D.  A recipient who has an emergency medical condition may not be 


held liable for payment of subsequent screening and treatment 
needed to diagnose the specific condition or stabilize the patient.  
The vendor is responsible for coverage and payment of services 
until the attending physician or the provider actually treating the 
recipient determines that the recipient is sufficiently stabilized for 
transfer or discharge and that determination is binding on the 
vendor. 


 
We understand and will comply with the requirement to cover and 
pay for services until the attending physician determines that the 
recipient is sufficiently stabilized for transfer or discharge. 


 
E.  Non-emergent services provided in an emergency room are a 


covered service. Providers are expected to follow national coding 
guidelines by billing at the most appropriate level for any services 
provided in an emergency room setting. 


 
We will cover non-emergent services provided in an emergency 
room.  We will review claim submissions to verify that the proper 
coding has been included for the emergency room setting by 
checking the place of service modifier.  We employ our automated 
claim editing software to complete this type of coding review. 


 
3.4.10 Post-Stabilization Services 


 
3.4.10.1 The vendor is financially responsible for:   


 
A.  Post-stabilization services obtained within or outside the network 


that are pre-approved by a network provider or organization 
representative;   


 
We will cover services for post –stabilization services that are pre-
approved by a network provider or a representative of the health 
plan.  When we receive notification of emergency treatments, we 
conduct either a concurrent or retrospective review to ensure the 
patient has been either discharged to home, or has been referred to 
the appropriate treatment setting. 


 
B.  Post-stabilization services obtained within or outside the network 


that are not pre-approved by a network provider or other 
organization representative, but administered to maintain the 
recipient's stabilized condition within one (1) hour of a request to the 
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vendor for pre-approval of further post-stabilization care services; 
and 


 
We understand that we will be financially responsible for post-
stabilization services in or out of network even when those services 
are not pre-approved by a network physician or organization 
representative. 


 
C.  Post-stabilization care services obtained within or outside the 


network that are not pre-approved by a network provider or other 
organization representative, but are administered to maintain, 
improve, or resolve the recipient's stabilized condition if vendor 
does not respond to a request for pre-approval within one (1) hour, 
or the vendor cannot be contacted or the vendor and the treating 
physician cannot reach an agreement concerning the recipient's care 
and a network provider or other organization representative is not 
available for consultation.  In this situation, the vendor must give the 
treating physician the opportunity to consult with a network 
physician and the treating physician may continue with care of the 
recipient until a network physician is reached or one of the criteria 
in 42 CFR 438.114(e)  and 42 CFR 422.113 is met. 


 
We understand that post-stabilization care does not always occur 
in an ideal manner and we will coordinate with the treating 
physician for the appropriate referrals or other documentation 
necessary to maximize the patient‘s treatment options. In out of 
network situations, we will continue to cover the recipients services 
the same as Medicaid Fee for Service until a network physician 
can be located and the appropriate care transition plan has been 
implemented. We will require notification from providers in order 
to coordinate care and facilitate claims payment.  We actively 
coordinate these cases to ensure that all care is completed and to 
help the recipient transition home. 


 
D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s 


financial responsibility for post-stabilization care it has not pre-
approved ends when a network physician with privileges at the 
treating hospital assumes responsibility for the recipient’s care or a 
network physician assumes responsibility for the recipient's care 
through transfer or the vendor and the treating physician reach an 
agreement concerning the recipient's care or the recipient is 
discharged. 


 
We will comply with the requirements of 42CFR 438.114(e) and 42 
CFR 422.113  and understand that financial responsibility ends 
when a network physician with privileges in a treating hospital 
assumes responsibility for the recipients care or through transfer 
or we reach an agreement concerning the recipients care or the 
recipient is discharged. 
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E.  Pursuant to CFR 438.114(e), the vendor charges for post 
stabilization care services provided by an out-of-network provider to 
a recipient may be no greater than the amount the vendor would 
charge if the services had been obtained in network.  


 
The health plan will cover and pay for post-stabilization services in 
accordance with Nevada requirements. We do not require any 
prior authorization for post-stabilization services delivered by 
network or out-of-network providers. We will work with the 
contracted providers to advise them of billing and coding 
requirements in these situations and perform a concurrent clinical 
review for assurance of the appropriate level of care to the 
recipient. 


 
3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers 


(RHC) 
 
The vendor must pay for services provided by a Federally Qualified 
Health Center (FQHC) or a Rural Health Clinic (RHC).  Vendors 
may enter into contracts with FQHCs or RHCs provided that 
payments are at least equal to the amount paid to other providers for 
similar services. If the vendor does not have a contract with an 
FQHC or RHC, the vendor must pay at a rate equivalent to the FFS 
rate. This does not apply to out of network providers of emergency 
services. The vendor must demonstrate a good faith effort to 
negotiate a contract with FQHCs and RHCs and include all licensed 
and qualified FQHC and RHC providers in the vendor’s network.  
Contracting with just one provider at each FQHC or RHC does not 
constitute a good faith effort to include the FQHC or RHC in the 
vendor’s network. The vendor must report to the DHCFP payments 
and visits made to FQHCs and/or RHCs. The DHCFP is responsible 
for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity.    


 
As part of network expansion for Medicaid, the health plan will 
contract with available FQHC and RHC.   In the event one of 
these facilities does not contract, we will reimburse the facility at 
the FFS rate as established by the DHCFP.  
  
We offer Nevada a different kind of managed care model.  
Traditional national MCOs take a command and control approach 
to new markets. We differentiate ourselves from other MCOs 
because we are more closely aligned with the community. Unlike 
other MCOs, we understand that health care delivery starts with 
the providers.  Because we are a company founded by physicians 
for physicians and offer a complete array of provider supports, we 
more easily recruit physicians and other providers, resulting in 
improved access for the recipients we serve.  We emphasize 
provider-driven initiatives using governance models, purpose-built 
operations and a commitment to clinical excellence.  Our 
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approach dramatically increases physician engagement and 
results in behavior change ultimately resulting in high quality care 
and lower costs. 


 
3.4.11 Out-Of-State Providers 


 
When it is necessary for recipients to obtain services from an out-of-state (OOS) 
provider, the vendor must negotiate a contract to determine the rate prior to services 
being rendered.  The vendor must inform the provider to accept vendor 
reimbursement as payment in full.  The only exception is for TPL.  The OOS 
provider must not bill, accept or retain payments from Medicaid or Nevada Check 
Up recipients.   


 
The health plan will execute letters of agreement with providers outside of Nevada 
in order to coordinate payment for services out of state.  We will negotiate all 
payment terms and inform the provider that the terms of payment must be 
accepted as payment in full with no balance bill to the recipient. 


 
3.4.12 Obstetrical/GYN Services 


 
3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title 


XXI pregnant women enrolled in the Vendor’s program for maternal 
high risk factors. These services are defined as preventive and/or curative 
services and may include, but are not limited to, patient education, 
nutritional services, personal care services or home health care, substance 
abuse services, and care coordination services, in addition to maternity 
care.  Any identification of high-risk factors will require the PCP, OB 
provider, case manager or other health care professional to refer the 
woman who is determined to be at risk for preterm birth or poor 
pregnancy outcome to the vendor’s Case Manager.  As appropriate, the 
vendor shall assist the recipient in contacting appropriate agencies for 
care coordination of non-covered/carved-out plan services or community 
health information.  The vendor’s Case Manager will begin medical case 
management services for those risk factors identified.      


 
Experience Improving Maternal Child Health Outcomes 
 
The health plan is proud of its Maternity Care program and our 
resulting 99% participation rate year after year. This initiative is 
designed to improve prenatal, infant, and maternal health outcomes for 
pregnant members through improved compliance of both the OB 
Clinician and the expectant mother following Perinatal Care Clinical 
Practice Guidelines.  These guidelines were developed using criteria 
developed by the American College of Obstetricians and Gynecologist 
(ACOG).  The program goal is to improve prenatal and post-partum 
care adherence and reduce the number of pre-term deliveries.  This is 
achieved through the following program strategies: 
• Empowering patient self-care through coordinated health care 


interventions and communications;   
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• Supporting OB Clinician/member relationships and their 
treatment plan; 


• Reducing the incidence of complications by employing Perinatal 
Care Clinical Practice Guidelines; and 


• Evaluating clinical outcomes on an ongoing basis and reporting 
results  


 
To strengthen our Maternity Care program we added HEDIS and 
Healthy People 2020 measures in addition to the ACOG guidelines to 
complete our outcomes analysis and to demonstrate our commitment to 
the highest quality maternity care.  
 
We have realized substantial improvement from our provider and 
recipient interventions including improvements in the timely 
completion of prenatal and post-partum care, and a reduction in the 
number of low- and very low birth weight babies and preterm 
deliveries. Some highlights of our improved results for maternity care 
include:  
• Increased timely delivery of prenatal care by 17% over a 15 year 


period, and maintained results above the Medicaid Quality 
Compass mean; 


• Improved adherence to postpartum care instructions by 16% over 
a 15 year period, and maintained results above the Medicaid 
Quality Compass mean, 


• Increased the frequency of prenatal care visits compared to the 
expected frequency of visits (FPC) from 67% to 81%; an 
improvement of 14% and maintained results above the Medicaid 
Quality Compass mean   


 
We also showed significant results for Infant Care between 2010 and 
2015 improved as follows:  
•  Decreased the rate of low birth weight deliveries by 35%.; and 


achieved a LBW rate of 6.6% in 2015; 18% better than the Healthy 
People 2020 goal of     7.8%.   


• Decreased the rate of Very Low Birth Weight deliveries by 37%; 
and achieved a VLBW rate of 1.2% in 2015; 16% better than the 
Healthy People 2020 goal of 1.4%. 


• Decreased the Preterm deliveries rate (less than 37 weeks) 39% to 
8.2%; a result that is  better than the Healthy People 2020 goal of 
11.4%.   


 
Pregnancy: Early Identification  
 
Identification of recipients early in pregnancy, including identification 
of women with high-risk pregnancies, forms the foundation for a 
woman’s engagement in the appropriate level of support.  Our 
Maternity Care Program supports healthy maternal and infant 
outcomes through promotion of timely prenatal care, identification of 
risk factors, the prevention of complications, and early identification 
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and treatment of complications. Our program includes necessary 
monitoring of high-risk pregnancies through our high-risk OB 
Maternity Care Program and close coordination with the OB provider. 
Our OB nurses promote access to prenatal services by coordinating all 
covered and non-covered services and connecting women to 
community supports.   
 
Once we receive notification that a recipient may be pregnant, we 
conduct telephonic outreach to verify the pregnancy, provide education 
on prenatal care and complete an assessment. Utilizing proprietary 
software, we determine a pregnant member's risk based on past claims 
and results of the assessment. Stratification of clinical and claims data 
supports targeted outreach to these at-risk members through telephonic 
and mobile app engagement. We encourage pregnant women to see an 
OB/GYN as early in their pregnancy as possible and if the woman has 
not yet scheduled a visit help the woman identify an OB/GYN and 
schedule these visits as needed. Our staff also coordinates access to 
transportation for those recipients who need this service. Pregnant 
recipients receive a welcome packet that includes smoking cessation 
resources and information on available substance use treatment and 
mental health services.  
 
Our staff will make three attempts to contact pregnant recipients within 
30 days of enrollment. If we cannot reach or do not have contact 
information for the recipient, we contact the recipient’s PCP to obtain 
contact information. Pregnant recipients are also identified for 
participation in our Maternity Care Program by referral from their 
PCP, OB/GYN provider, or other health care professional; by self-
referral; or by UR nurses, case management staff and referrals from 
the 24/7 Nurse Advice Line. In addition, pregnant women may be 
identified from claims analysis.  
 
Participating OB providers complete an assessment of recipients early 
in pregnancy to identify risk factors according to ACOG guidelines. 
Providers submit the completed assessment to the health plan via fax in 
order to notify us of the pregnancy and to indicate any risk factors. 
There are no referrals needed from the recipient’s assigned PCP to 
start OB care. We have partnered with provider sites that provide free 
pregnancy tests to provide materials on early prenatal care to pregnant 
recipients and our recipient newsletter routinely includes educational 
information regarding early and regular prenatal care. We also offer 
incentives to pregnant recipients for keeping expected prenatal and 
postnatal visits.  
 
Once we receive notification that a recipient may be pregnant, we 
conduct telephonic outreach to verify the pregnancy and provide 
education on prenatal care. We also send a welcome packet that 
includes information on how to participate in our Maternity Care 
Program and offers assistance in scheduling an OB visit. 
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Screening Women for High-Risk Maternal Factors 
 
All women identified as pregnant are enrolled in our Maternity Care 
Program and contacted by phone and mail to introduce the Maternity 
Care Program, secure the woman’s consent for program participation, 
and complete an initial telephonic survey. We are currently evaluating 
the use of care navigator visits to pregnant women whom we are 
unable to reach by phone or mail. In addition, we have recently 
embedded two OB case managers in high-volume OB practices to 
further enhance identification and engagement of women with high-
risk pregnancies. 
 
The survey includes identification of the following high-risk 
conditions: 
• Medical conditions that may affect the fetus, such as 


cardiovascular disease, hypertension, diabetes, seizure disorders, 
autoimmune disease, blood clotting disorders, and HIV  


• History of preterm labor/birth less than 37 weeks and pregnancy 
induced hypertension or gestational diabetes  


• A history of or current high-risk condition such as Premature 
Rupture of Membranes (PROM) or Pregnancy Induced 
Hypertension (PIH)  


• Advanced maternal age greater than 40 years  
• Maternal age less than 19 years  
• Multiple gestation  
• Substance abuse, including illicit drugs and/or alcohol  
• Current tobacco use   
• Domestic violence  
• Behavioral health and significant psychosocial issues, including 


history of postpartum depression   
 


The survey data is used to stratify women into condition levels based on 
pregnancy risk and identified needs. Women with identified high-risk 
conditions – based on the provided completed assessment or plan 
outreach – are enrolled into the high-risk component of our program. 
We also require PCPs, OB providers, case managers or other health 
care professionals to refer a woman who is determined to be at risk for 
preterm birth or a poor pregnancy outcome to our care management 
staff. These high risk recipients receive outreach from a high risk OB 
Case Manager who educates recipients on lifestyle changes that may 
improve birth outcomes, such as diet/weight management, medication 
adherence, exercise, smoking cessation, and avoidance of drugs and 
alcohol.  
 
Ensuring Pregnant Women Have an OB Provider 
 
We encourage pregnant women to see an OB/GYN as early in their 
pregnancy as possible.  We provide information in the Member 
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Handbook, during completion of the health risk assessment call, and 
during our Maternal Care Program enrollment call, if the woman has 
not yet scheduled a visit. OB case managers or Customer Service staff 
helps pregnant members identify an OB/GYN and schedule visits as 
needed and coordinate access to transportation for those who need this 
service.  
 
Maternity Care Program Services 
 
All enrolled women receive education, nutritional services, personal 
care services or home health care, substance abuse services, and care 
coordination services, in addition to maternity care, as indicated based 
on their assessed needs and risk level. Our Maternal Care Program 
interventions begin upon the pregnant woman’s identification and 
enrollment.  All pregnant women receive a “Welcome Packet” which 
includes resource information on: 
• “My Pregnancy Month by Month” booklet   
• Women, Infant, and Children (WIC) program 
• Text4Baby text messaging program 
• Transportation services 
• Smoking cessation 
• Dental and vision care 
• Domestic violence 
• Substance use treatment 
• Legal aid services 


 
Educational materials are also sent to members as needed on the 
following specific topics: 
• Car Seat Recommendations  
• Asthma, Anemia, Diabetes, Gum Disease, High Blood Pressure, 


Kick Counts, Nausea and Vomiting, Preterm Labor, Urinary Tract 
Infection, Warning Signs   


• Quit Smoking, Nicotine Fading, Secondhand Smoke  
• Breastfeeding  


 
We refer pregnant women to non-covered services and carved-out 
service providers with close coordination between our OB case 
management staff and external case managers and providers. For 
example, we refer women to WIC to ensure their nutritional needs are 
met and to local Healthy Start programs, coordinating services and 
ensuring we do not duplicate case management or care coordination 
activities.  
 
High-Risk Pregnant Women 
 
Pregnant recipients assessed as high-risk receive frequent contacts 
from an experienced high-risk OB case manager, intensive 
coordination with the OB/GYN providers and other specialists, 
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administration of additional assessments, and development of an 
individualized plan of care.  The OB case manager: 
•  Performs initial assessment and reassessments of the member’s 


needs utilizing maternity-specific criteria 
•  Coordinates care with the OB clinician involved in the member’s 


care and assists with follow-up care with a specialist, if needed. 
• Establishes and maintains contact with the member to evaluate 


and revise the plan of care as needed. 
• Educates the member and/or caregiver on the importance of 


medication adherence, attending scheduled appointments, 
adherence with self-monitoring activities, and adherence with 
screenings/lab tests. 


• Educates the member and/or caregiver on lifestyle changes that 
may improve the member’s birth outcome such as diet/weight 
management, medication adherence, exercise, smoking cessation, 
avoidance of drugs and alcohol, and regular clinicians’ visits 


 
The OB case manager establishes realistic goals with each recipient, 
shares educational information, and makes referrals to community 
resources such as local childbirth classes. The case manager also helps 
women reschedule missed OB appointments and overcome barriers 
that may contribute to further missed appointments, such as 
transportation and language barriers. Care coordination includes 
follow-up care with a specialist, if needed. 
 
Telephonic teaching and educational materials focus on:  
• Nutrition, healthy maternal weight gain, physical activity, 


medication adherence, smoking cessation, avoidance of drugs and 
alcohol, regular clinicians’ visits, self-management, and 
breastfeeding promotion  


• Trimester expectations and milestones 
• Newborn care and postpartum self-care  


 
In addition, all enrolled participants receive an outreach call each 
trimester to monitor risk status, identify any unmet needs and during 
the postpartum period, complete a depression screening.  
 
Post-Partum Support 
 
Outreach to members continues throughout an 8-week period after 
delivery. All enrolled participants receive an outreach call during this 
period to identify any unmet needs and complete a depression risk 
screening.  
 
The Patient Health Questionnaire (PHQ) 2 is completed as a 
depression prescreening tool and based on the results, completes the 
Edinburgh Postnatal Depression Scale (EPDS) Assessment to identify 
members in need of referral for behavioral health services.  
 


Managed Care Organization RFP 3260 Page 128 of 509 







Postpartum telephonic outreaches also include screening for 
postpartum complications, providing education on the importance of 
scheduling postpartum and newborn appointments, and assisting with 
newborn enrollment with Medicaid. 


 
3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) 


will conduct on-site reviews as needed to validate coordination and 
assess medical management of prenatal care and high-risk pregnancies. 


 
We will collaborate with state Medicaid agencies and External Quality 
Review Organizations to establish effective quality assurance and 
improvement activities, including onsite reviews. We will provide 
necessary data to validate coordination and assess medical 
management of prenatal care and high-risk pregnancies. Examples 
include: screening and intervention for tobacco use, alcohol use, and 
substance/drug use; education/counseling regarding prescription/OTC 
medication use, and nutrition' screening for depression and domestic 
violence. We have also designed and implemented OB-related 
Performance Improvement Projects (PIPs) such as Reducing 
Postpartum Readmissions, Prenatal Smoking Cessation and Perinatal 
Recipient Counseling and Education.  We will fully cooperate with 
DHCFP and/or the EQRO during on-site reviews of our coordination 
and medical management of prenatal care and high-risk pregnancies. 


 
3.4.12.3 Obstetrical Global Payment 


 
A.  Length of time that the pregnant woman is enrolled with the vendor 


is not a determining factor in payment to the obstetrician.  Payment 
to the delivering obstetrician for normal routine pregnancy shall be 
based upon the services and number of visits provided by the 
obstetrician to the pregnant woman through the course of pregnancy.  
Payments are determined by Current Procedural Terminology (CPT) 
codes submitted by the provider.  The vendor must provide separate 
payment for covered medically necessary services required as a 
result of a non-routine pregnancy.   


 
The health plan understands this global payment requirement and 
is able to comply with the request in the RFP. We will include 
information related to the global payment in the Provider Manual 
and will educate providers who did not previously participate in 
the State FFS program about how this payment is calculated 
during new provider orientation. 


 
B.  A global payment will be paid to the delivering obstetrician, 


regardless of network affiliation, when the recipient has been seen 
seven (7) or more times.  If the obstetrician has seen the recipient 
less than seven (7) times, the obstetrician may be paid according to a 
negotiated rate of less than the FFS rates established for pregnancy-
related CPT codes.  
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Our claim system is set up to track this information to ensure that 
the OB is reimbursed appropriately based on CPT coding.  We will 
pay for services at no less than the FFS rates regardless of 
network affiliation.   


 
C.  Network Providers 


 
1. For all cases, the vendor must have policies and procedures 


in place for transitioning the eligible pregnant recipient to a 
network provider.   


 
a. Vendor must allow for a pregnant recipient’s 


continued use of their OB/GYN, if at all 
possible.  


 
The health plan is able to comply with all requirements related to 
network and non-network providers.  Recipients who are pregnant 
at the time of enrollment will be allowed to continue with their 
OB/GYN until the end of pregnancy.  We consider a healthy 
outcome to be the most important factor for the expectant mother 
and her baby. 


 
D.  Non-network Providers 


 
The vendor may reimburse a non-network provider at a negotiated 
rate of less than the FFS rates established for pregnancy-related CPT 
codes. 


 
We will create a letter of agreement for the OB/GYN in order to 
fully communicate treatment, payment and claim submission to 
the provider.   


 
E.  New Recipients within the Last Trimester of Pregnancy 


 
A pregnant woman who is enrolled with the vendor within the last 
trimester of pregnancy must be allowed to remain in the care of a 
non-network provider if she so chooses.  The vendor must have 
policies and procedures for this allowance.  


 
New recipients who enroll during the last trimester of pregnancy 
will be allowed to continue care with their provider, even a non-
network provider until the end of pregnancy.  The health plan will 
attempt to negotiate a contract with the non-network provider or 
initiate a letter of agreement for payment. 


 
F.  Prior Authorization  


 
The vendor’s prior authorization policies and procedures must be 
consistent with the provision of prenatal care in accordance with 
community standards of practice.  The DHCFP, at its discretion, 
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may require removal of the prior authorization requirement for 
various procedures based on reported approval data and any other 
relevant information.  The vendor is required to provide written 
notification to all affected network providers within thirty (30) days 
of the end of a reported quarter regarding the elimination of the prior 
authorization requirement.   


 
The authorization decision-making process follows nationally 
recognized criteria, which is validated by peer reviewed literature 
and evidence based studies.  We follow the State’s definition of 
Medical Necessity and will comply with the requirements of the 
RFP and the MSM.  Our extensive experience with Medicaid 
managed care will form the basis for the administration of 
Nevada’s program to ensure coverage is provided for services 
related to prevention, diagnosis and treatment of health 
impairments; the ability to achieve age appropriate growth and 
development; and the ability to attain, maintain or regain 
functional capacity.  Our  criteria will be  no more restrictive than 
the criteria used in traditional fee for service Medicaid and as 
specified in the State Plans’ requirements , statutes, regulations or 
other policies related to Title XIX and Title XXI.  
  
We may decide our service authorization requirements can be less 
restrictive than the State’s when we determine prior authorization 
is not necessary. We will work collaboratively with the DHCFP to 
analyze authorization trends in the Fee for Service and Managed 
Care programs and provide modifications within our own 
guidelines based on outcomes-based information to streamline 
access to services while maintaining an appropriate level of 
utilization. 
 
Our current policies for prior authorization are consistent with 
community accepted standards of care.  We periodically review 
prior authorization procedures with input from our members, 
providers and mandated changes.  When changes are made to the 
requirements, they are communicated to providers via newsletters, 
web-portal or other methods communication.  We are able to 
comply with this prior authorization requirement. 


 
G.  Certified Nurse Midwife Services   


 
The vendor must make certified nurse midwife services available to 
recipients if such services are available in the vendor's service area.  
If the vendor does not have a contract for said services, the vendor 
may pay the certified nurse midwife provider according to a 
negotiated rate not to exceed the FFS rates established for 
pregnancy-related CPT codes.  
 
A Certified Nurse Midwife is a recognized provider within our 
network.  Where no contract is in place, we will negotiate a rate 
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through the letter of agreement process not to exceed the FFS 
Medicaid payment amount. 
 


H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act 
aka SOBRA) 


 
1. When a recipient gives birth to a live infant of any 


gestational age, and there is an accompanying provider claim 
for the delivery, the vendor will receive the full Maternity 
Kick payment. In order for the vendor to qualify for a 
Maternity Kick payment for either a miscarriage or stillbirth, 
the recipient must be in the third trimester of pregnancy, 
which commences with the twenty-seventh (27th) week of 
gestation, when the miscarriage or stillbirth occurs. 
However, only one Maternity Kick payment will be 
processed per delivery episode regardless of how many 
babies are delivered. Maternity Kick claim adjudication will 
be initiated upon electronic receipt of birth information via 
the Provider Supplied Data File.  The Provider Supplied 
Data File will specifically include: Provider Number, Record 
Type, Record Creation Date, Recipient Billing ID Number, 
Recipient Name, Recipient SSN, Delivery Date, Birth 
Indicator, Gender, Birth Provider Number, Birth Location, 
and Gestational Weeks Pregnant. Additional birth 
information may be requested to complete SOBRA financial 
reporting. Vendor shall provide documentation required for 
verification within 21 calendar days of request by the 
DHCFP.  Failure to comply may result in rejection of the 
SOBRA claim in question. 


 
We will establish the appropriate claim procedures to 
capture the required information for the data file 
submission to DHCFP in order to receive the maternity 
kick payment.  All files will be submitted within the 
required 21 day time period following the request by 
DHCFP.   


 
2. The Maternity Kick Payment is intended to offset most of 


the costs to the vendors for costs associated specifically with 
the covered delivery of a child, including prenatal and 
postpartum care. Ante partum care is included in the 
capitation rate paid for the mother. Costs of care for the 
newborn are included in the newborn capitation rate. 


 
The health plan understands the purpose of the kick 
payment. 


 
3. The DHCFP will not pay a SOBRA payment when there is 


no accompanying provider claim for the delivery. 
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We will monitor our claim process and data files to ensure 
there is a corresponding provider claim for delivery on all 
SOBRA submissions. 


 
4. Maternity Kick Payment requests must be submitted within 


270 days from date of delivery. The DHCFP will process and 
pay requests for payment within 30 days of receipt of the 
verifiable SOBRA request as defined in the Forms & 
Reporting Guide. 


 
We will include the SOBRA submissions in our table of 
periodic reports to the state to ensure timely submission of 
all data files within the 270 day requirement for 
reimbursement. 


 
I.  Family Planning Services 


 
1. The vendor is prohibited from restricting the recipient’s free 


choice of family planning services and supplies providers. 
Federal regulations grant the right to any recipient of 
childbearing age to receive family planning services from 
any qualified provider, even if the provider is not part of the 
vendor’s provider network. The vendor may not require 
family planning services to be prior authorized.  Family 
planning services are provided to recipients who want to 
control family size or prevent unwanted pregnancies. Family 
planning services may include education, counseling, 
physical examinations, birth control devices, supplies, and 
Norplant. 


 
The health plan does not restrict the recipient’s choice of 
family planning providers in or out of network.  We do not 
require prior authorization or referrals for the use of these 
services. We will ensure that all family planning providers 
within our network are appropriate for the provision of 
education, counseling, physical examinations, birth control 
devices and supplies and Norplant. 


 
2. Pursuant to MSM Chapter 600, tubal ligations and 


vasectomies are included for recipients twenty-one (21) 
years of age or older.  Tubal ligations and vasectomies to 
permanently prevent conception are not covered for any 
recipient under the age of twenty-one (21) or any recipient 
who is adjudged mentally incompetent or is institutionalized.  


 
We will review our current policies and procedures to 
incorporate these requirements for tubal ligations and 
vasectomies for recipients over the age of 21 and those 
recipients under the age of 21 or who are adjudged 
mentally incompetent or institutionalized. 
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3. The vendor must, at a minimum, pay qualified out-of-


network providers for family planning services rendered to 
its recipients at the FFS rate paid by the DHCFP.  The 
vendor will be responsible for coordinating and documenting 
out-of-plan family planning services provided to its 
recipients and the amounts paid for such services. 


 
The health plan is able to comply with all Family Planning 
requirements of this RFP. Payment for family planning 
services will be made at the FFS Medicaid rate. We will 
incorporate the requirements of this program into the 
Member Handbook and submit to DHCFP for approval 
prior to distribution. 


 
J.  Abortions 


 
1. The vendor may only cover abortions in the following 


situations: 
 


a. If the pregnancy is the result of an act of 
rape or incest; or 


 
b. In the case where a woman suffers from a 


physical disorder, physical injury, or 
physical illness, including a life-
endangering physical condition caused by 
or arising from the pregnancy itself, which 
would, as certified by a physician, place 
the woman in danger of death unless an 
abortion is performed. 


 
No other abortions, regardless of funding can be 
provided as a benefit under the contract. 


 
The health plan does not cover abortions other than in the 
above defined situations.   


 
K.  Low Birth Weight Babies 


 
The capitation payment for the 0 - 1 age group will be 
adjusted to allow funding for a low birth-weight 
supplemental payment for vendors.  This amount will be 
determined by the State’s actuary, and will remain budget 
neutral to the State.  Money drawn from the 0 - 1 age group 
will be distributed in an actuarially sound manner to offset 
expenses to any vendor that receives a disproportionately 
large number of low birth weight babies.  It is not expected 
that the money will end up evenly distributed between the 
vendors, nor is it expected that these supplemental payments 
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will fully offset the actual medical cost of these low birth-
weight babies. 
 
Once determined and agreed upon by the submitting vendor 
and the DHCFP as meeting the criteria for payment, any 
claims will be paid within 30 days of receipt by the DHCFP.  
The distribution will be incident based throughout the year 
and there will be no requirement for bundling of claims by 
the vendors. Although incident based, it is not limited by 
birth episode criteria but rather will be paid out for each 
child delivered; i.e. twice for twins, three times for triplets, 
etc.  The weight to be considered low birth weight will be 
determined by the State with the mutual agreement of the 
State’s actuary and both vendors, and with the understanding 
that the actual weight in grams may be considered very low 
birth weight, or worse, by some national standards. 
 
The low birth weight funds determined by the State’s actuary 
are drawn from what would otherwise be paid in the form of 
capitation. Because the methodology applied must be neutral 
to the State, and there exists the possibility that, should 
enrollment trend exceed expectations, a deficit or surplus 
may occur. The number of low birth weight payments made 
during a plan year will be a function of caseload using a 
methodology determined by the DHCFP and its actuary and 
will adjudicate in accordance with birth date and time. No 
supplemental payments will be made for deliveries beyond 
the number funded. Conversely, should deliveries fall short 
of the number funded, any surplus will be paid back to the 
plans as in a manner determined by the State’s actuary, and 
mutually agreed upon by the vendors. 


 
The health plan understands the scope of this funding 
mechanism and will accept payment for low birth weight 
babies along with all its requirements. We employ the latest 
evidence-based models of care that emphasize integrated 
care delivery and focus on not only recipients’ health care 
needs but the social determinants of health. We design our 
health care management programs specifically for each 
population we serve and then apply an academic approach 
to evaluating these programs across our health system 
clients to determine the clinical and financial impact.  Our 
Medicaid Center of Excellence (MCOE) model leverages 
our strategic partnerships with the health plan’s success 
achieving impressive outcomes.  Over the past 5 years, 
some of our results include:  


• Low birth weight deliveries have decreased by 35%.  
The LBW rate in 2015 was 6.6% which is below the 
Healthy People 2020 goal of 7.8%.   
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• Very Low Birth Weight deliveries have decreased by 
37%.  The VLBW rate in 2015 was 1.2%, below the 
Healthy People 2020 goal of 1.4%. 


• Preterm deliveries (less than 37 weeks) have 
decreased by 39% and are above the Healthy People 
2020 goal of 11.4% 


 
L.  Immunizations 


 
The vendor shall require its network providers to enroll and 
participate in the Vaccines for Children Program (VFC), 
which is administered by the DPBH.  The Immunization 
Program will review and approve provider enrollment 
requests.  The vendor shall require VFC enrolled providers 
to cooperate with the DPBH for purposes of performing 
orientation and monitoring activities regarding VFC Program 
requirements. 
 
Upon successful enrollment in the VFC Program, providers 
may request state supplied vaccine to be administered to 
recipients through eighteen (18) years of age in accordance 
with the most current Advisory Committee on Immunization 
Practices (ACIP) schedule and/or recommendation, and 
following VFC program requirements as defined in the VFC 
Provider Enrollment Agreement. 
 
The vendors must reimburse the VFC provider for the 
administration of vaccinations when immunizations were 
provided to their enrolled recipients. 


 
The health plan is actively recruiting additional primary 
care and specialty care physicians to meet the growing 
needs of the communities we serve.  As we expand our 
networks to include more contracts for Medicaid, we will 
introduce this requirement to our primary care network 
and incorporate language into those provider contracts to 
ensure adherence to the intent of the program.  We will be 
able to reimburse the VCF for the administration of this 
program and as required by this RFP.   
 
Our MCOE has achieved impressive outcomes for its 
Medicaid and CHIP recipients in other states. Examples 
include: 


• EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 
EPSDT screening national average of 60% and the 
2014 Nevada average participation rate of 67%.  


• Childhood Immunizations Combination 2 
experienced a 70% increase over the past 
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approximately 15 years and remain above the 
Medicaid Quality Compass 90th percentile 


• Childhood Immunizations Combination 10 
experienced a 103% increase in 5 years and 
remains above the Medicaid Quality Compass 66th 
percentile 


• Adolescent Immunizations Combination 
1(Meningococcal, Tdap/Td) experienced a 46% 
increase in 5 years and remains above the Medicaid 
Quality Compass 90th percentile 


 
3.4.13 Mental Health Services 


 
Mental health is an integral part of holistic health care. The vendor shall take 
affirmative steps to ensure that covered, medically necessary mental health services 
are provided to enrolled recipients.  


 
We promote access to care and continuity of care and case management through 
an organized program of recipient and provider engagement, clinical programs, 
specialized interdisciplinary care teams and provider support, working together to 
meet recipient’s health needs including social support needs.  
 
Our population health management model recognizes that a person’s total needs 
must be met, including social support needs, if meaningful gains are to made in 
improving a person’s health and functional outcomes. Our model is designed to 
holistically address recipient’s physical health, mental health and substance use 
disorder needs. It includes outreach to and engagement of a recipient’s specialists 
and other providers, family and caregivers, and case managers from other 
programs, including state agencies, schools and local social service programs 
providing services and support to the recipient. All of our care coordination 
activities include recipient and family outreach and education and recipient 
participation. 


 
3.4.13.1 Mental Health Parity 


 
A.  The vendor must not apply any treatment limitation to mental health 


or substance use disorder benefits in any classification that is more 
restrictive than the predominant treatment limitation of that type 
applied to substantially all medical/surgical benefits in the same 
classification furnished to recipients. Whether a treatment limitation 
is a predominant treatment limitation that applies to substantially all 
medical/surgical benefits in a classification is determined separately 
for each type of financial requirement or treatment limitation.  


 
The benefit plan for Medicaid recipients has been developed to 
apply consistent reimbursement methodology for health care and 
mental health services.  Benefits for mental health are not more 
restrictive than those for medical or surgical services and we do 
not impose any specific limitation for mental health that is 
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different from the requirements for coverage of medical and 
surgical services.  
 
Our care teams provide a high level of care coordinating 
recipients’ covered, carved-out and other available supports 
including natural supports. Case managers and care navigators 
supported by other members of the care team, work closely with 
vendors, external case managers, community agencies, and others 
who could aid in meeting the recipient’s health-related social 
needs. 


 
B.  The vendor may not impose a nonquantitative treatment limitation 


for mental health or substance use disorder benefits in any 
classification unless, under the policies and procedures of the vendor 
as written and in operation, any processes, strategies, evidentiary 
standards, or other factors used in applying the nonquantitative 
treatment limitation to mental health or substance use disorder 
benefits in the classification are comparable to, and are applied no 
more stringently than, the processes, strategies, evidentiary 
standards, or other factors used in applying the limitation for 
medical/ surgical benefits in the classification. Nonquantitative 
treatment limitations include: 


 
1. Medical management standards limiting or excluding 


benefits based on medical necessity or medical 
appropriateness, or based on whether the treatment is 
experimental or investigative; 


 
The authorization decision-making process for mental 
health services follows nationally recognized criteria, 
which is validated by peer reviewed literature and evidence 
based studies.  We follow the State’s definition of Medical 
Necessity and will comply with the requirements of the 
RFP and the MSM.  Our extensive experience with 
Medicaid managed care will form the basis for the 
administration of Nevada’s program to ensure coverage is 
provided for mental health services related to prevention, 
diagnosis and treatment of health impairments; the ability 
to achieve age appropriate growth and development; and 
the ability to attain, maintain or regain functional capacity.  
Our  criteria will be  no more restrictive than the criteria 
used in traditional fee for service Medicaid and as specified 
in the State Plans’ requirements , statutes, regulations or 
other policies related to Title XIX and Title XXI.  
  
We may decide our service authorization requirements can 
be less restrictive than the State’s when we determine prior 
authorization is not necessary. We will work collaboratively 
with the DHCFP to analyze authorization trends in the Fee 
for Service and Managed Care programs and provide 
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modifications within our own guidelines based on 
outcomes-based information to streamline access to 
services while maintaining an appropriate level of 
utilization. 
 
Our current policies for prior authorization for mental 
health services are consistent with community accepted 
standards of care.  We periodically review prior 
authorization procedures with input from our members, 
providers and mandated changes.  When changes are made 
to the requirements, they are communicated to providers 
via newsletters, web-portal or other methods 
communication.  We are able to comply with this prior 
authorization requirement. 


 
2. Formulary design for prescription drugs; 


 
We will develop our formulary for mental health 
prescriptions following the guidance of our Medicaid 
partner’s national Pharmacy and therapeutic committee, 
peer-reviewed literature; evidence based studies and applies 
the same standards of care that we would otherwise apply 
to medical pharmacy services. 


 
3. Network tier design (such as preferred providers and 


participating providers); 
 


We will build a comprehensive network to serve the needs 
of Nevada Medicaid recipients including mental health 
providers including inpatient facilities, out-patient 
facilities, independent psychiatrists and psychologists, 
substance use treatment centers (in patient and out-
patient), methadone treatment centers and other providers 
as may be necessary to meet the needs of the communities 
we serve.  We will approach and negotiate contracts for 
services, and in addition, provide letters of agreement to out 
of network providers where a contract cannot be 
successfully achieved to ensure appropriate transition 
plans for individuals in active treatment. 


 
4. Standards for provider admission to participate in a network, 


including reimbursement rates; 
 


We ensure, through the development and maintenance of a 
comprehensive provider network; provider collaboration 
strategy and coordinated care coordination and utilization 
management activities; recipients have access to all covered 
medical necessary services, including mental health 
services.  
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We have a comprehensive provider network validation 
process that enables us to proactively monitor provider 
access and take affirmative steps to strengthen the network 
based on changes to the network and anticipated changes 
in our membership, including number of enrolled 
recipients by subpopulation.  We analyze indicators 
regarding access to care issues received from internal or 
external sources, including recipient inquiries and 
grievances that indicate they are having difficulty accessing 
covered services. We also analyze out-of-network requests 
from PCPs and other treating providers to identify potential 
access to care issues. Our geographically-aligned care 
teams working closely with provider services 
representatives, including provider services representatives 
dedicated to working with behavioral health providers, 
identify available providers, the need for network 
enhancements, and coordinate authorization of out-of-
network care when necessary to ensure access to covered 
services. 


 
5. Methods for determining usual, customary, and reasonable 


charges; 
 


We analyze claim data and provider fee schedules in 
determining usual, customary and reasonable charges and 
we apply demographic and socio-economic factors to that 
calculation.  All of our fees and other rating models are 
validated by our independent actuarial firm prior to 
implementation.  Should it be required, we will provide this 
information to the DHCFP for review and approval prior to 
entering into a fee arrangement for mental health services.  
This procedure is the same for medical procedures as well 
as for mental health and substance use fees. 


 
6. Refusal to pay for higher-cost therapies until it can be shown 


that a lower-cost therapy is not effective (also known as fail-
first policies or step therapy protocols); 


 
We apply evidence based strategies to all decision making 
for mental health and substance use services and we have 
written policies and procedures that safeguard against any 
discrimination in decision making including “fail first” 
types of decisions. 


 
7. Exclusions based on failure to complete a course of 


treatment; 
 


We will aggressively monitor the patient’s adherence to a 
prescribed treatment plan as part of our outcomes based 
methodology.  We do not exclude services based on a failed 
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course of treatment.  Rather, recipients with complex 
mental health conditions or dual complex medical and 
mental health conditions will be placed into our complex 
care management program.  We will match up the patient 
with our geographically-based case managers to monitor 
adherence with prescription drug or other therapy 
regimens.  We have demonstrated strong results from a 
recent evaluation of our complex case management 
program which compared “managed” versus “unmanaged 
cases with the following results: 


• 30% reduction in inpatient admissions 
• 48% reduction in emergency department visits 
• 10% increase in primary care physician visits 


 
The program overall produced an estimated $2.2 million in 
cost avoidance for 1,000 high-risk recipients tracked in a 
control group. 


 
8. Restrictions based on geographic location, facility type, 


provider specialty, and other criteria that limit the scope or 
duration of benefits for services provided; and 


 
We have written policies and procedures that we enforce 
across all parts of the organization to prevent against 
discrimination in providing services to recipients.  Our 
program and our network are built to meet or exceed the 
access and care standards required by the State for its 
Medicaid recipients.  The health plan and its strategic 
partners do not place restrictions on access to mental 
health services based on geography, facility type, provider 
specialty or other criteria that would limit the scope or 
duration of services provided. 


 
9. Standards for providing access to out-of-network providers. 


 
The health plan has written policies and procedures in 
place that will allow for access to out of network providers 
for the provision of Mental Health services in the event a 
network provider is not available.  We use our letter of 
agreement process for establishing the treatment plan 
parameters, duration and fee arrangement with the 
provider and out of network provider requests are managed 
through our standard prior-authorization procedure in 
order to track and report on those cases. 


 
C.  The following classifications of benefits are the classifications used 


in applying mental health parity: inpatient services, outpatient 
services, emergency care, and prescription drugs. 
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We have written policies and procedures to ensure that the same 
standards are applied to mental health and behavioral health 
services that are no more restrictive than those apply to medical 
services.  The policies and program outline for mental health 
services applies to inpatient services, outpatient services, and 
emergency care and prescription drugs.  
 
Identification of Recipients with Mental Health Needs 
 
All newly enrolled recipients receive a health risk assessment 
screening during our Welcome Call that includes questions 
designed to identify a recipient’s mental health status and history 
of substance use. Examples include questions about a recipient’s 
mood and functioning including social function, past psychiatric 
history, medication history including behavioral health medicines, 
and past receipt of behavioral health services. Our child version 
includes questions about a child’s developmental status, 
behavioral health history, and school attendance as well as 
specific concerns like skipping school, drug use and getting along 
with the family. If we cannot reach the recipient or family by 
phone after three attempts, and following contact with known 
previous providers and local community partners, we may deploy a 
member of the care team to locate the recipient/family.   
 
If a recipient or the recipient’s family identifies a previous history 
of SMI or SED, or identifies an unmet mental health or substance 
use treatment need, and the recipient is not already engaged in 
behavioral health case management services, the recipient is 
flagged in our system for outreach. During outreach a member of 
the care team completes an assessment of the recipient’s mental 
health and other service needs, as well assesses for and obtains 
consent for enrollment in case management, if needed and desired.  
 
PCPs are required to screen recipients for any behavioral health 
issues.  The PCP must complete a referral for prior authorization 
of medically necessary mental health services that require prior 
authorization.  The recipient may be directly referred to providers 
for services not subject to prior authorization. The PCP may also 
refer a recipient to his or her geographically-aligned care team or 
embedded case manager for assistance with care coordination or 
potential case management enrollment for assistance.   
 
We also continuously analyze all available sources of data, 
including claims and pharmacy data and results of health risk 
screenings, to stratify the entire membership into four risk 
categories: no identified risk, low-, moderate- or high-risk. High-
risk recipients including recipients with a mental health or 
substance use disorder diagnosis are referred for case 
management assessment. In addition, recipients may be referred 
for coordination of care and potential case management 
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assessment through internal staff referrals, including from our 
behavioral health crisis line staff and UR clinicians, and referrals 
from providers, family members, social support agencies, and by 
recipient self-referral.  
 
Recipients receive the level of support needed to meet these 
identified needs, including care coordination and, for high-risk 
recipients, enrollment in our complex case management program 
and assignment to a behavioral health case manager. 
 
Care Coordination and Case Management 
 
We actively support a recipient’s or family’s self-management by 
providing assistance accessing medically necessary services based 
on the intensity and complexity of the recipient’s needs, the 
recipient’s (or family’s) self-management skills and interest, and 
any state-specified care coordination and case management 
requirements.  
 
The care navigator is available to help recipients and families 
access mental health services, first identifying services that require 
prior authorization and making a referral to a UR clinician for 
assistance with prior authorization. For direct access services, the 
care navigator helps the recipient or family identify available 
providers for the specific service and coordinate transfer of 
relevant information, once a provider is selected and with 
appropriate authorization. 
 
Recipients who need, or may need case management services are 
referred to the geographic care team aligned with the recipient’s 
PCP, for assessment and case management enrollment, if they 
meet criteria for case management.  Recipients identified as 
having a SED or SMI, or who have primarily mental health and/or 
substance use disorders and meet other criteria for case 
management enrollment, including for complex case management, 
are assigned a behavioral health case manager.  


• Each recipient enrolled into case management with 
mental health service needs: 


• Receives a comprehensive assessment, building from 
other available assessments, to identify the recipient’s 
total needs including medical, behavioral health and 
social support needs. 


• With the recipient, family/caregiver as applicable, 
recipient’s PCP and others involved in the recipient’s 
care, develops a person-centered care plan that identifies 
all of the services and supports, covered, and carved-out 
and non-Medicaid, the recipient needs. 


• Services requiring prior authorization are referred to a 
UR clinician who coordinates the authorization process 
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with the care team to ensure determinations consider the 
recipient’s needs holistically. 


• The UR clinician and care team consider the full range 
of mental health services including in lieu of services, 
before authorizing inpatient or more restrictive services 
or levels of care. 


• The final person-centered care plan identifies the 
recipient’s authorized services, including medical 
necessary mental health services: a copy is provided to 
the recipient’s PCP and to the recipient or family with 
authorization. 


• The recipient’s care team contacts the recipient to 
confirm initiation of new services and periodically 
follows-up to confirm the continued receipt, effectiveness 
of, and satisfaction with these covered services.   


 
D.  The vendor must complete analysis of its compliance with mental 


health parity and provide documentation to the DHCFP of this 
compliance by September 15, 2017. 


 
The health plan is fully compliant with the requirements of Mental 
Health Parity for both its commercial and Medicare Advantage 
products.  We will continue to comply with this requirement for 
Medicaid recipients.  We will be able to report on this program to 
meet the September 15, 2017 deadline.   


 
3.4.13.2 The vendor shall provide the following services: 


 
A.  Inpatient Psychiatric Services 


 
1. To enable access to care, the vendor may provide services in 


alternative inpatient settings that are licensed by the State of 
Nevada, in lieu of services in an inpatient hospital such as 
Institutions for Mental Diseases (IMDs). These alternative 
settings must be lower cost than traditional inpatient settings. 


 
We will identify the potential provision of in lieu of services 
during development of a recipient’s person centered care 
plan and service authorization. When the care team 
recommends services in an IMD for the recipient, the UR 
clinician, working with the recipient’s behavioral health 
case manager, will authorize these services if he or she 
determines: 


• IMD services are clinically appropriate; 
• The recipient agrees to receive inpatient services in 


the IMD setting; and 
• The recipient agrees that "in lieu of" service is his 


or her preference.  
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Our focus for each recipient with acute behavioral health 
needs is rapid assessment, stabilization, intensive recovery-
focused treatment, and discharge to home or an alternative 
community-based setting at the earliest possible date a 
recipient is ready. Our behavioral health case managers in 
collaboration with a recipient’s targeted case manager, 
work with the recipient during their inpatient stay to 
identify and authorize the array services and supports that 
will be available upon discharge to help each recipient meet 
his or her recovery goals and health care needs and avoid 
readmission. Case managers also schedule the recipient’s 
first outpatient appointment and coordinate transportation 
when needed to attend the appointment. Case managers 
complete follow-up calls with all newly discharged 
recipients to ensure the adequacy of, and satisfaction with, 
community-based services and providers and to identify an 
agreed-to schedule of ongoing contact with the case 
manager. 


 
2. The vendor is required to negotiate in good faith with 


Southern Nevada Adult Mental Health Services (SNAMHS) 
and Northern Nevada Adult Mental Health Services 
(NNAMHS). 


 
We will work collaboratively with Nevada Adult Mental 
health services for both Northern and Southern Nevada to 
establish a contract for Medicaid recipients.  We will 
evaluate our existing network of inpatient facilities and 
develop an expansion plan that includes alternate facilities 
in lieu of inpatient hospital admissions.    


 
B.  Mental Health Outpatient Clinic 


 
The vendor shall develop and provide information to the 
DHCFP on their incentives encouraging diversions from 
emergency rooms and psychiatric hospital placement into 
outpatient clinics, when appropriate.  


 
We will develop and provide information to DHCFP on our 
incentives encouraging diversions from emergency rooms 
and psychiatric hospital placement, including through 
expansion of behavioral health providers’ mobile crisis 
teams. We will identify hospitals and mental health 
outpatient clinic providers interested in participating in an 
incentive program designed to improve the rate of clinically 
appropriate ER and psychiatric hospital diversions through 
a structured shared savings arrangement. We will pilot one 
or more programs following analysis of baseline utilization 
and development of appropriate utilization and quality 
targets to ensure pilots achieve targets without 
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compromising access to care or quality of care. Our pilots 
will include a rigorous pre and post or control group 
comparison to evaluate the effectiveness of the 
interventions. 


 
C.  Mental Health Rehabilitative Treatment Services; 


 
D.  Psychologist; 


 
E.  Outpatient Psychiatric; 


 
F.  Residential Treatment Center (RTC); 


 
G.  Case Management; 


 
H.  Habilitation Services: 


 
I.  Methadone Treatment; and 


 
J.  Alcohol and Substance Abuse Treatment, including Intensive 


Outpatient Treatment. 
 


We have experience with and will cover all of the services listed A 
through J. For almost 20 years we have coordinated recipient’s access to 
mental health services working with carved-out mental health services 
providers and, within the last three years, coordinating these services as 
part of our Medicaid and CHIP recipients’ covered benefit.   
 
Recipients with SMI or SED are enrolled into our complex case 
management program and assigned to a behavioral health case manager 
who is part of a multi-disciplinary, geographically-based care team 
aligned with specific PCPs and their patients.  The care team includes 
nurse case managers, behavioral health case managers, and care 
navigators who are available to provide recipients with high-risk or 
complex needs with mobile (in-person) support. The care team includes 
other clinicians such as a dietitian, pharmacist and health educator, to 
ensure each recipient receives holistic and comprehensively coordinated 
services. An addiction specialist is available to consult with the care team 
as needed. The behavioral health case manager is responsible for 
completing a comprehensive assessment of the recipient’s needs and 
developing a person-centered care plan that includes all of a recipient’s 
services and supports, including covered and carved-out services, non-
Medicaid services, and natural supports.  The development of the care 
plan is coordinated with a recipient’s treatment plans, recovery plan, and 
other relevant plans, including IEPs for children with an SED.  
 
A key focus of our behavioral health model of care is coordination of all 
available services and supports to promote community-based living, 
employment, education and other life outcomes. Case managers, working 
with a recipient’s targeted case manager and other external agencies and 
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staff supporting the recipient, promotes access to such services including 
covered mental health rehabilitative treatment services: 


• Basic Skills Training (BST) 
• Program for Assertive Community Treatment (PACT) 
• Day Treatment 
• Peer-to-Peer Support 
• Psychosocial Rehabilitation (PSR) 
• Crisis Intervention (CI) 


 
We promote peer support services and self-management skills and seek to 
hire care navigators who have experience as recipients of mental health 
and substance abuse treatment services or have family members with this 
experience. 


 
3.4.14 Coordination with Other Vendors and Other Services  


 
We have nearly 20 years of experience comprehensively coordinating Medicaid 
and CHIP recipients’ covered and non-covered services. We coordinate dental and 
NET vendors’ services as well as services provided by other programs and funding 
streams. We implement a care coordination model designed specifically to meet 
the needs of Medicaid families and children, children and adults with disabilities 
including dual eligible individuals, children in foster care, children enrolled in 
CHIP, and Medicaid expansion populations, including young adults aging out of 
foster care.  
 
Our experienced care coordinators, case managers, UR nurses and others 
involved in a recipient’s care, implement joint care planning, information sharing 
and special initiatives to comprehensively coordinate recipients’ services, ensuring 
holistic health care management delivery without duplication of services or 
activities. 


 
3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to 


implement procedures to coordinate services it may provide to the 
recipient with the services the recipient may receive from any other 
vendor including dental.  Upon request or notification of need, the 
vendor is required to communicate with other vendors serving the 
recipient the results of its identification and assessment of any special 
health care needs to ensure that services are not duplicated, and to ensure 
continuity of care.  The vendor’s procedures must ensure that, in the 
process of coordinating care, each recipient’s privacy is protected 
consistent with the confidentiality requirements in 45 CFR Parts 160 and 
164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


 
We have an established structure and process for coordination of the 
services a recipient may receive from any other vendor, including a 
dental vendor. Recipients have access to help from our trained Recipient 
Services Department staff through our toll-free number. Our extensive 
staff training includes the information our staff need to help recipients 
contact and arrange services like dental services and NET. We train both 
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newly hired and existing Recipient Services staff on the scope of the 
vendor’s services, methods of contact and coordination, and roles and 
responsibilities (the health plan’s and vendor’s). 
 
When a recipient calls our toll free number for assistance accessing 
dental or NET services, staff describe the scope of the service, provide the 
vendor’s telephone number and upon request contact the vendor with the 
recipient on the phone to connect them to the vendor’s staff.  
 
We also designate a vendor liaison who coordinates information sharing, 
including ensuring we understand each other’s coverage and referral 
procedures, and proactively trouble shoot issues like access to care 
barriers.  
 
We share relevant documents including assessment data, service 
utilization profiles relevant to the vendor’s services, and care plans (for 
recipients enrolled in a case management program).  Vendors may 
participate in joint case conferences or care planning, with recipient 
consent, to ensure recipients receive comprehensively coordinated care.  
 
Required Communication of Special Health Care Needs 
 
Upon request or notification of need, we will communicate with other 
vendors serving the recipient the results of our identification and 
assessment of any special health care needs from our health risk 
assessment screening and adult or child assessment to ensure that 
services are not duplicated, and to ensure continuity of care. We provide 
only the information necessary to accomplish coordination and comply 
with all HIPAA requirements.  
 
A comprehensive staff of experienced care coordinators, case managers, 
UR nurses and others involved in a recipient’s care will implement joint 
care planning, information sharing and special initiatives to 
comprehensively coordinate recipients’ services, ensuring holistic health 
care management without duplication of services or activities.  
 
We will adopt an established structure and process for coordination of 
the services a recipient may receive from any other vendor, including a 
dental vendor. Recipients have access to help from our trained Customer 
Service Department staff through our toll-free number. We will 
implement extensive staff training that includes the information needed 
to help recipients arrange services like dental and NET. We will train 
newly hired and existing Customer Service staff on the scope of the 
services, methods of contact and coordination, and roles and 
responsibilities. 
 
We will  also designate a vendor liaison who coordinates information 
sharing, including ensuring we understand each other’s coverage and 
referral procedures, and proactively trouble shoot issues like access to 
care barriers.  
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We share relevant documents including assessment data, service 
utilization profiles relevant to the vendor’s services, and care plans (for 
recipients enrolled in a case management program).  Vendors may 
participate in joint case conferences or care planning, with recipient 
consent, to ensure recipients receive comprehensively coordinated care.  
 
Required Communication of Special Health Care Needs 
 
Upon request or notification of need, we will communicate with other 
vendors serving the recipient the results of our identification and 
assessment of any special health care needs from our health risk 
assessment screening and adult or child assessment to ensure that 
services are not duplicated, and to ensure continuity of care. We provide 
only the information necessary to accomplish coordination and comply 
with all HIPAA requirements. 


 
3.4.14.2 The vendor case managers will be responsible for coordinating services 


with other appropriate Nevada Medicaid and non-Medicaid programs.  
This coordination includes referral of eligible recipients, to appropriate 
community resources and social service programs, including supportive 
housing. 


 
Our care management model includes close coordination with all other 
state and local agencies, providers, and external case managers 
providing services and supports to our recipients. Our population health 
focus recognizes that a person’s total needs must be met, including social 
support needs, if meaningful gains are to made in improving a person’s 
health and functional outcomes.  
 
Our model includes care coordination for all recipients and case 
management programs for high-risk recipients.  Geographically-based 
care teams of case managers, care navigators, dietitians, pharmacists 
and health educators help recipients access carved-out services and 
coordinate their care with external programs such a local Area Agency 
on Aging.  We also designate foster care and school liaisons, who work 
with recipients with special needs and their carved-out and non-Medicaid 
programs and providers, developing specialized expertise and methods of 
information sharing and referral. We identify needed liaisons based on 
the characteristics of the membership. For example, in Nevada we intend 
to designate liaisons to work with the Native American community and 
providers, aging and disability system, foster care system and dental and 
NET vendors.  
 
Our care coordination and case management programs provide a high 
level of care using a team approach that includes intensive coordination 
of covered, carved-out and other available supports including natural 
supports. Our geographically-based care team care navigators and 
clinicians may provide in-person recipient visits when needed and enroll 
high-risk recipients into a case management program upon 
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identification. Recipients may also be referred for case management 
assessment through internal or external referrals and from self-referral. 
 
Recipients enrolled in case management have an assigned personal case 
manager assisted by a care navigator who provide comprehensive 
coordination of all of the recipient’s services and supports. 
Care navigators and case managers supported by the care team, work 
closely with vendors, external case managers, community agencies, and 
others supporting the recipient. Our care coordination focus includes 
community resources and social service programs, including supportive 
housing. 


 


Table 3.4.14.2-1. Examples of our care coordination focus for specific populations 


Population Care Coordination Focus Area 
Families and 
children 


• Nevada Head Start and Early Head Start programs 
• Local schools for both Medicaid-covered school-based 


services and non-Medicaid IEP-specified services 
• WIC 
• Other social service programs or organizations that 


provide assistance to low-income families and children, 
such as Family TIES of Nevada   


Children and adults 
with physical 
disabilities or who 
meet nursing home 
level of care 


• TCM providers 
• Local Area Agencies on Aging and Centers for 


Independent Living 
• HCBS Waiver providers 
• Local advocacy groups including ARCs, Easter Seals, 


Nevada PEP    
Children with SED 
Adults with SMI or 
substance use 
diagnoses 


• TCM providers 
• Supportive housing resources including local housing 


corporations and supportive housing providers 
• 12-step and other self-help programs 
• Advocacy groups including local NAMI chapters and 


Nevada PEP  
 


Our care navigators and case managers will work closely with recipients, 
their family/ caregiver or guardian, as appropriate, a recipient’s targeted 
case manager (for recipients who have a TCM) and with community 
resources including supportive housing providers, coordinating needed 
services and supports.  Case managers and TCMs will identify necessary 
referrals to community resources during joint care planning. 


 
3.4.14.3 In addition to routine care coordination with other vendors, the vendor is 


responsible for designating a specific clinician or case manager to ensure 
continuity of services for recipients with special needs.  These recipients 
may include, but are not limited to: juveniles temporarily detained by a 
state or county agency; seriously emotionally disturbed children, adults 
with severe mental illness and individuals with substance abuse 
disorders; Children with Special Health Care Needs; homeless recipients; 
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recipients with chronic conditions; and, women with high-risk 
pregnancies).  Care coordination must address critical issues such as out-
of-home placement, specialized mental health services and therapies, and 
needs that may typically be filled by community resources and social 
service programs. 


 
We will promote continuity of care and case management through an 
organized program of recipient and provider engagement, clinical 
programs, specialized multidisciplinary care teams and provider support, 
working together to meet recipient’s desired health care and social 
support outcomes. Our population health management model is designed 
to holistically address recipient’s health care needs and includes 
outreach to and engagement of a recipient’s specialists and other 
providers, family and caregivers, and case managers from other 
programs, including schools and local social service programs. All of our 
care coordination and case management activities include recipient and 
family outreach and education and recipient participation.  
 
An essential focus of our case management model of care is promoting 
the recipient and primary care physician (PCP) relationship. Our care 
teams are geographically based and aligned with specific PCP practices, 
hospitals and the patients they serve. Our model also includes case 
managers embedded in high-volume practices, working alongside PCPs 
and their staff to engage recipient’s at the point of care.  
 
High-risk recipients, including those with complex care needs, are 
assisted by geographically-aligned care teams of care navigators, case 
managers and other clinicians, who work with specific PCPs and their 
patients.  They establish close working relationships with recipients, the 
recipient’s PCP, community providers, local community resources and 
programs. Each high-risk recipient is assigned a personal case manager 
who can best meet the recipient’s needs – a nurse case manager for 
recipients with primarily medical needs, and a behavioral health case 
manager for recipients with primarily mental health or substance use 
disorder needs. Recipients with complex and co-morbid conditions 
benefit from our fully integrated care team approach where one case 
manager is the designated lead working with other members of the care 
team, including dietitians, pharmacists and health educators to meet the 
recipient’s complex care and social support needs. 
 
High-risk recipients are engaged in the case management program most 
suited to their needs based on diagnosis, level of care or complexity. 
These programs are: 


• Complex case management program: for high-risk recipients with 
longer term case management needs; 


• Advanced illness care program: for recipients approaching the end 
of life; 


• Catastrophic care program: for recipients with catastrophic 
conditions with a specialized NICU component; 
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• Emergent care program: for recipients with frequent ED visits for 
ambulatory care sensitive conditions; 


• Hospital transition program: for recipients transitioning from 
inpatient care to home and at high risk of readmission; and 


• The high-risk component of our maternity care program: for 
women with high-risk pregnancy. 


 
Case management program enrollment may change over time as the 
recipient’s needs change. 
 
PCPs and care teams are further aligned through a sophisticated 
technology platform that aggregates all available data to provide the 
recipient’s PCP, care team, and other authorized users with a 
comprehensive recipient profile and real time health management 
platform. The data can also seamlessly integrate into the provider’s 
electronic medical record system. The system fully supports care 
coordination and case management activities by providing staff with the 
capability to perform all functions associated with medical management, 
including service authorizations, discharge planning activities, and case 
management activity.   
 
Case managers may receive referrals from utilization management and 
other internal departments; perform assessments and develop 
individualized care plans driven by evidence-based clinical guidelines; 
and document monitoring and evaluation activities by the care 
management team specific to care coordination and continuing care 
needs.  The system also provides automatic documentation of the user’s 
name, the date/time of recipient interaction, and provides automatic 
prompts for follow-up as needed.   
 
Recipients with special needs will be assigned to a care team aligned with 
their PCP. Case managers and care coordinators, supported by other 
members of the team, will provide the level of support each recipient 
needs based on their assessed needs.  


• Juveniles temporarily detained by a state or county agency will be 
assigned a case manager with experience working with 
adolescents who have juvenile justice involvement;   


• Seriously emotionally disturbed children, adults with severe 
mental illness and individuals with substance abuse disorders are 
assigned to a behavioral health case manager who has experience 
working with children with an SED, adults with SMI or 
individuals with substance abuse disorders, respectively.  Because 
substance abuse and mental illness are often co-morbid 
conditions, all behavioral health case managers are trained to 
address this complex interaction; 


• Children with Special Health Care Needs will be assigned to a 
nurse case manager who has experience working with children 
with medically complex or rare medical conditions;  
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• Homeless recipients will be assigned a behavioral health or nurse 
case manager, depending on the recipient’s primary need, and  


• Recipients with chronic conditions will be assigned to a care 
coordinator working under the supervision of a clinician or a 
nurse case manager, depending on the recipient’s risk level. In 
addition, recipients with chronic conditions assessed as low to 
moderate risk with specific conditions are enrolled a disease 
management program.  We will offer DM programs for: 


o Adult Obesity  
o Asthma  
o Child Obesity  
o Chronic Obstructive Pulmonary Disease  
o Congestive Heart Failure  
o Diabetes  
o Major depression 
o Heart Disease and Stroke  
o Substance use disorder 


• Women with high-risk pregnancies will be enrolled into the high-
risk component of our Maternity Care Program and assigned an 
OB case manager.    


• NICU babies will have a NICU case manager 
 
Our care coordination model addresses our recipients’ critical issues and 
specialized needs. We have worked with local child welfare staff and case 
managers, county social service agencies, and programs targeting low-
income women and children such as WIC, recipients with mental illness 
such as NAMI, recipients 60 years and older such as Older Americans 
Act services and state-funded services coordinated by Area Agencies on 
Aging in other Medicaid markets and will employ similar care 
coordination strategies in Nevada. 
 
Out-of-Home Placement 
 
We recognize that out of home placement is a typically a traumatizing 
event for a child and their family. Case managers and foster care liaisons 
work closely with the family, child, placement provider, involved state 
and county agencies and case managers, to implement team-based 
planning and evidence-based interventions. The interventions vary 
depending on the type of placement. For example, for our recipients in 
foster care, we are currently evaluating a high fidelity wraparound 
intervention– an intensive, home-based, wrap-around model designed to 
keep children in foster care and prevent the need for higher levels of 
care.  
 
Specialized Mental Health Services and Therapies 
 
We have a well-established approach for the provision of Mental Health 
services for adults and to comply with the requirements of Mental Health 
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Parity and this RFP.  An outline of the utilization management program 
is provided below: 


 
Utilization Management 
 


• UM processes will mirror, and be incorporated into, what is 
currently done for medical UM 


• “Same or similar specialty” UM and denial rules will require 
psychologists (for psychological   and neuropsychological 
diagnosis and testing) and child psychiatrists – in addition to 
general psychiatrists – for peer to peer review and denials 
capability 


• Levels of care that are subject to prior authorization and 
concurrent review will include: 


o Hospital level of care 
o Diversionary (“intermediate”) levels of care including 


 Respite beds 
 Crisis stabilization beds 
 Partial hospitalization programs 
 Intensive outpatient programs 
 SA rehabilitation programs 
 PACT teams (or their equivalent) 


o Psychological testing (psychologist administered) 
o Neuropsychological testing 
o Applied Behavioral Analysis treatment for autism 
o Peer support services 


• Outpatient psychotherapy and medication management services 
will not require prior authorization or concurrent review (though 
provider utilization patterns will be monitored retrospectively) 


 
Care Coordination and Management  
 


• Will be staffed at several levels 
o Mental Health Clinical Care Managers – Masters level, 


licensed MH clinicians 
o Care Navigators – bachelors level, non-licensed 
o Social Care Managers – non-licensed specialists in local 


agency and community-based support services  (food, 
housing, employment, transportation, and other long-term 
services and supports) 


o Substance Use Disorders (SUD)Care Management 
specialist 


• MH Clinical Care Managers will be members of -- and fully 
integrated with -- our medical care managers team (i.e. a single 
fully integrated team that coordinates and manages across medical 
and mental health conditions, and any combination of same) 
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o Medical Case Managers and Mental Health Case 
Managers will:  
 participate in shared team meetings and clinical 


rounds with supervision/consultation from both 
medical and mental health physicians (psychiatrists) 


 partner on management of cases with co-existing 
medical and mental health needs 


 determine, as needed, who is primary and who is 
secondary care manager based on predominant 
member needs at any given time; secondary CM 
typically provides consultative role to primary CM 
in their direct work with member and providers 


 recognize that some cases may require full, 
balanced and coordinated medical and mental 
health care management. 


 
Some additional services we incorporate into our Mental health 
Utilization Management program are: 


• Mobile (“feet on the street”) clinical care manager – and care 
navigators and/or community health workers – will be needed for 
effectiveness 


• MH Clinical Care Managers, BH Care Navigators and Social 
Care Managers will form a Mental Health specialty “sub-team,” 
within the overall care management team structure Psychiatrist 
supervision and consultation will support this specialty sub-team 


• Staff will be culturally competent and trained and supported by 
representatives of minority populations served (e.g. native 
American) and a Member Advisory Committee. 


 
Some other important MH-related services include: 


• 24/7 crisis line 
• Peer support services 


o for MH and SA conditions 
o both individual and group 


• On-line self-assessment, self-help and educational materials 
 
The nurse help line coordinates services described above and using the 
triage-algorithm system, determines the right setting for care delivery 
and incorporates transportation for patients in crisis. 
 
Needs Typically Filled by Community Resources and Social Service 
Programs 
 
Our care coordination and case management model is community-
focused – our geographically aligned care teams and embedded case 
managers are hired from and live in the regions they serve. They develop 
close working relationships with the full array of community resources 
and social service programs that benefit our recipients including faith 
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based organizations.  We recognize these resources and programs are an 
integral component of a recipient’s overall health and well-being. In 
addition, these resources are culturally appropriate and trusted sources 
of support. Care coordinators and case managers 


 
3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND 


LIMITATIONS 
 


3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP 
and the DWSS. The vendor shall establish and implement enrollment procedures 
and maintain applicable enrolled recipient data.  The vendor shall accept each 
recipient who is enrolled in or assigned to the vendor by the DHCFP and/or its 
enrollment sections and/or for whom a capitation payment has been made or will be 
made by the DHCFP to the vendor.  The first date a Medicaid or Nevada Check Up-
eligible recipient will be enrolled is not earlier than the applicable date in the 
Vendor’s specified contract. 


 
We have an experienced enrollment department within the health plan that works 
with our new and renewing contracts year over year to ensure accurate and timely 
enrollment into the plans of benefits.  The average length of service of our 
enrollment staff is 9 years.  We are able to accept enrollment information from 
DHCFP and DWSS and transaction files are typically processed following a 
schedule of periodicity established during implementation (daily, weekly, 
monthly).  Our enrollment department processes electronic data using a secure 
file transfer processing site (SFTP) and records are reconciled with the same 
frequency as file receipt.  We understand that Medicaid recipients will not be 
eligible for a plan of benefits prior to the start date of the contract with the vendor.   


 
3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they 


apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  
The Vendor acknowledges that enrollment is mandatory except in the case of 
voluntary enrollment programs that meet the conditions set forth in 42 CFR 
438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the basis of health 
status or need for health services, discriminate against recipients eligible to enroll. 
The vendor will not deny the enrollment nor discriminate against any Medicaid or 
Nevada Check Up recipients eligible to enroll on the basis of race, color or national 
origin and will not use any policy or practice that has the effect of discrimination on 
the basis of race, color or national origin. The vendor must have written policies and 
procedures for enrolling all eligible populations. The vendor will accept as enrolled 
all recipients appearing on monthly enrollment reports.  The vendor may not 
encourage a recipient to disenroll because of health care needs or a change in health 
care status. Further, a recipient's health care utilization patterns may not serve as the 
basis for disenrollment from the vendor.   


 
We have policies for enrollment criteria and we base our acceptance of enrollment 
information on the client’s specific policy or eligibility criteria.  We do not limit or 
otherwise deny any application for enrollment on the basis of race, color or 
national origin or health or socioeconomic status.  We are prepared to accept all 
enrollment information in the order in which it is presented.   
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3.5.3 If the recipient was previously disenrolled from the vendor as the result of a 
grievance filed by the vendor, the recipient will not be re-enrolled with the vendor 
unless the recipient wins an appeal of the disenrollment.  The recipient may be 
enrolled with another vendor. 


 
We understand this Medicaid policy and we will not re-enroll members who were 
previously disenrolled unless they specifically requests to reenroll with our plan.  
Ultimately, we will assist the recipient with enrollment into an MCO plan that best 
fits their needs. 


 
3.5.4 The vendor is responsible for services rendered during a period of retroactive 


enrollment in situations where eligibility errors have caused an individual to not be 
properly and timely enrolled with the vendor.  In such cases, the vendor shall only 
be obligated to pay for such services that would have been authorized by the vendor 
had the individual been enrolled at the time of such services.  For in-state providers 
in these circumstances, the vendor shall pay the providers for such services only in 
the amounts that would have been paid to a contracted provider in the applicable 
specialty.  Out-of-state providers in these circumstances will be paid according to a 
negotiated rate between the vendor and the out-of-state provider.  The timeframe to 
make such corrections will be limited to 180 days from the incorrect enrollment 
date.  The DHCFP is responsible for payment of applicable capitation for the 
retroactive coverage.   


 
Our enrollment system allows for retroactive enrollment and we will work closely 
with the DHCFP to process any claims for services that were rendered during the 
period of retroactive enrollment.  Once the eligibility file has been corrected we 
can investigate any claims that will require reprocessing as a result of the 
retroactive enrollment.   


 
3.5.5 The vendor must notify a recipient that any change in status, including family size 


and residence, must be immediately reported by the recipient to their DWSS 
eligibility worker.  The vendor must provide the DHCFP with notification of all 
births and deaths and demographic changes. 


  
We will utilize the member handbook as the primary method of communication to 
educate recipients about what to do if they have a change in status, if they move or 
if there is a change in family size.  We will also communicate these instructions 
through member newsletters, and our web-based member portal.  Our customer 
service representatives are well versed on eligibility and enrollment processes and 
are available to assist recipients with questions about a change in status.  


 
3.5.6 New Enrollment Process 


 
3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who 


have never been eligible in either program who are not joining an 
existing case will have the opportunity to select their vendor of choice at 
the time of application, or any time prior to the approval of their 
application.  Absent a choice, the DHCFP will select a vendor for the 
recipients using an auto-assignment algorithm that distributes families 
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between the vendors.  These recipients will have ninety (90) days to 
change their mind and switch to another vendor.  


 
Our system is set up to accept auto-assignment of new members from the 
DHCFP in the event they do not make an active election during open 
enrollment.  We will accommodate the recipients request to change 
vendors during the 90 day period allowed for such changes.   


 
3.5.6.2 Newborns 


 
A.  The vendor is required to report births electronically on a weekly 


basis to the DHCFP via the Provider Supplied Data file located on 
the File Transfer Protocol (FTP) site. 


 
We will monitor the status of our expectant mothers through our 
comprehensive maternity care program.   
 
We will work with our claims area to identify newborns and report 
those to the DHCFP weekly using the provider supplied data file 
on the FTP site. 


 
B.  Medicaid-Eligible Newborns 


 
The vendor is responsible for Medicaid newborns as of the 
date of birth, provided the mother was actively enrolled or 
retro-actively enrolled at the date of birth.  


 
The health plan is able to comply with all requirements related to 
newborn eligibility.  We will cover Medicaid eligible newborns as 
of the date of birth provided the mother was either actively 
enrollment or retroactively enrolled in our plan on the date of 
birth. 


 
C.  Nevada Check Up/CHIP Newborns 


 
The Head of Household/Mother must notify the DWSS of the 
newborn within 14 days following the delivery in order to qualify to 
receive coverage from the date of birth. If the family into which the 
baby is born is a Nevada Check Up family currently receiving 
coverage from the vendor for a sibling of the newborn, and the 
newborn is qualified to receive coverage from the date of birth and 
is eligible for Nevada Check Up, the vendor shall receive a 
capitation payment and provide coverage for the month of birth.  
The vendor will also receive a capitation payment and provide 
coverage for all subsequent months that the child remains enrolled 
with the vendor.  If notification is not received as required herein, 
the newborn will be enrolled as of the first day of the next 
administrative month from the date of notification. 
 


Managed Care Organization RFP 3260 Page 158 of 509 







We will educate our customer service representatives about new 
born eligibility and enrollment requirements for Nevada Medicaid 
and Nevada Check Up recipients.  We will also include 
information in the member handbook about notification 
requirements for adding newborn children to the state benefit 
plan.  We will work collaboratively with DHCFP and DWSS to 
ensure clear and consistent communication between the health 
plan, the providers and expectant mothers. 
 


D.  If the mother has other health insurance coverage that provides for 
30 days of coverage for the newborn, the newborn will be enrolled 
as of the first day of the next administrative month.  If the coverage 
extends beyond that 30 day period the child will not be eligible for 
Nevada Check Up until after the insurance expires and the child’s 
eligibility is determined under Nevada Check Up eligibility rules. 


 
We will prepare both the member and provider manuals with the 
required information for adding a newborn to the Nevada Check 
Up program.  The instructions will direct the member to contact 
the Nevada Check Up program directly with any changes in status, 
family size or place of residence.   


 
3.5.6.3 Auto-Assignment Process 


 
For recipients who do not select a vendor, or who are not 
automatically assigned to a vendor based on family or previous 
history, the DHCFP will, using an auto-assignment algorithm, assign 
the recipient to a vendor, based upon federally required enrollment 
criteria and the approved Medicaid State Plan. 


 
We will work collaboratively with the DHCFP to accept Medicaid 
recipients through the auto-assignment process.  We understand 
that members have a right to change plans at any time and will 
asset with those changes into our plan or to another MCO to meet 
the member’s needs. 


 
3.5.6.4 Automatic Reenrollment 


 
A.  The MCO assignment of returning recipients, those who have been 


eligible for Medicaid or Nevada Check Up in the past but lost that 
eligibility, will vary depending on their length of 
ineligibility.  Those returning recipients who were ineligible for two 
(2) months or less will be returned to their former vendor except in 
the event that their loss of eligibility caused them to miss the annual 
open enrollment period. Those returning recipients who were 
ineligible for more than two (2) months will be treated the same as 
those newly approved Medicaid and Nevada Check Up recipients 
who have never been eligible in either program described above. 
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B.  Recipients who have retained their Medicaid or Nevada Check Up 
eligibility, but have lost their MCO enrollment for any period of 
time, will be treated the same as those newly approved Medicaid 
and Nevada Check Up recipients who have never been eligible in 
either program described above. 


 
The health plan understands the requirements for enrollment and 
is fully compliant with the program and its related statutes.  We 
agree to abide by all items in this section for member enrollment 
and automatic reenrollment.  We will develop the member 
handbook with clear information about how to contact their 
caseworker if they move or have a change in family status.  For 
Nevada Check Up, recipients will be instructed to contact Nevada 
Check Up for those types of changes.   
 
Customer Service staff will be trained to respond to member 
inquiries about change in enrollment status, family size or place of 
residence.  The training will also include procedures for 
processing enrollment and disenrollment. 
 
The health plan has a written policy that protects against 
discrimination in enrollment practices. This policy is part of our 
overall cultural competency program and oversight is provided by 
the Compliance Manager.  We have the systems in place to receive 
and transmit enrollment data as required by the RFP and to meet 
or exceed requirements of this section.   


 
3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ 


Disenrollment Form) 
 


3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check 
Up recipients may choose to be voluntarily enrolled in managed care. 


 
The health plan is able to comply with this requirement for voluntary 
enrollment of eligible Indians into the managed care program.   


 
If a Nevada Medicaid or Nevada Check Up eligible Indian recipient 
elects to disenroll from the vendor, the disenrollment will 
commence no later than the first day of the second administrative 
month after which all covered medically necessary services will be 
reimbursed by FFS. 


 
The health plan understands the requirements of this RFP section 
and will comply with all requirements.  We will not request 
disenrollment for any reason other than those specified in this 
RFP. 
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3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children 
With Special Health Care Needs (CSHCN) and Mental Health Services 
for Adults:   


 
A.  Pursuant to the State of Nevada Title XIX State Plan, Medicaid 


recipients have the option of disenrolling from managed care, if 
determined to be CSHCN, SED or SMI.  The Nevada Medicaid 
expansion population, defined as childless adults ages 19-64, and the 
expanded parent and caretakers ages 19-64, who are made eligible 
as part of the Patient Protection and Affordable Care Act expansion 
population, cannot opt out of managed care, where available, based 
on a determination of serious mental illness (SMI). The vendor may 
not encourage a recipient who is deemed CSHCN, SMI/SED to 
disenroll. However, during the contract period, the State may, at its 
sole discretion, remove the option for SED/SMI Medicaid recipients 
to be voluntarily disenrolled from managed care in the future.  


 
The health plan is able to comply with this requirement.  We 
understand that the state may remove this option for SED/SMI 
Medicaid recipients to be voluntarily disenrolled from managed 
care in the future and we will be able to accommodate this change. 


 
B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check 


Up recipients must remain enrolled with the managed care 
organization that is responsible for ongoing patient care.  


 
The health plan understands this requirement for Nevada Check 
Up recipients to remain enrolled in the managed care organization 
that is responsible for ongoing patient and will comply with this 
requirement. 


 
3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient 


 
A.  The DHCFP will hold an open enrollment period at least once every 


twelve (12) months.  During open enrollment, recipients are free to 
change vendors or to remain with their current vendor. 


 
The health plan will accept all new enrollments that are assigned 
as a result of any open enrollment held by the DHCFP. 


 
B.  Newly approved Medicaid and Nevada Check Up recipients who 


have never been eligible in either program who are not joining an 
existing case will be allowed to change their vendor within the first 
ninety (90) days of enrollment.  These recipients must submit their 
request in writing to the DHCFP’s fiscal agent to request this 
change.  


  
The health plan will accept any recipient as a result of a special 
enrollment period allowed for by DHCFP. 
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C.  Recipients who were ineligible for two (2) months or less will be 
returned to their former vendor except in the event that their loss of 
eligibility caused them to miss the annual open enrollment period.  


 
The health plan can accommodate this provision. 


 
D.  Recipients who lost their Medicaid or Nevada Check Up eligibility 


for more than two months will be treated the same as those newly 
approved Medicaid and Nevada Check Up recipients who have 
never been eligible in either program described above. These 
recipients will be allowed a ninety (90) day right to change period 
during which they may switch vendors.  These recipients must 
submit their request in writing to the DHCFP’s fiscal agent to 
request this change.  


 
The health plan can accommodate this provision. 


 
E.  Recipients who have retained their Medicaid or Nevada Check Up 


eligibility, but have lost their managed care MCO enrollment for any 
period of time, will be treated the same as those newly approved 
Medicaid and Nevada Check Up recipients who have never been 
eligible in either program described above. 


 
The health plan understands the requirements and procedures for 
an open enrollment and is able to comply with these requirements. 
We will work collaboratively with the DHCFP and DWSS and the 
state’s fiscal agent to allow recipients time to make a vendor 
selection and enroll in the plan that best fits their needs. 


 
F.  Any recipient may request to switch vendors for good cause at any 


time.  These recipients must contact their current vendor orally or in 
writing for permission to disenroll, and if approved, they will be 
allowed to choose from the remaining enrolled vendors. If there is 
only one other vendor they will be automatically assigned to that 
vendor.  Should the vendor refuse the disenrollment due to a lack of 
good cause, the recipient can then appeal the decision first through 
the vendor’s appeals process and may be escalated to the State Fair 
Hearing process.  Switching vendor’s to access a particular facility 
or provider will generally not be considered good cause. 


 
We understand the purpose of good cause enrollment changes and 
will work with Nevada Medicaid members to accommodate 
requests for vendor changes when it meets the appropriate criteria 
defined in 42 CFR 438.56 or in any of the circumstances outlined 
below.   


 
1. Good cause for disenrollment as defined in 42CFR438.56 


includes: 
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a. The recipient moves out of the vendor 
service area. 


 
b. The plan does not, because of moral or 


religious objections, cover the service the 
recipient seeks. 


 
c. The recipient needs related services (for 


example a cesarean section and a tubal 
ligation) to be performed at the same time; 
not all related services are available 
within the network; and the recipient's 
primary care provider or another provider 
determines that receiving the services 
separately would subject the recipient to 
unnecessary risk. 


 
d. Other reasons, including but not limited 


to, poor quality of care, lack of access to 
services covered under the contract, lack 
of access to providers experienced in 
dealing with the recipient's health care 
needs or when the State imposes 
intermediate sanctions, as described in 42 
CFR 438.702(a)(3) and if the State has 
notified the vendor it intends to terminate 
their contract. 


 
We understand this definition. 


 
G.  If the vendor determines that there is sufficient cause to disenroll, 


they will notify the DHCFP by using the form supplied.  The vendor 
must make a determination as expeditiously as the recipient’s health 
requires and within a timeline that may not exceed fourteen (14) 
calendar days following receipt of the request for disenrollment. The 
DHCFP will notify the State’s Fiscal Agent to effect the 
disenrollment at the first of the next administrative month. 


 
We understand and agree to these provisions. 


 
H.  If the vendor denies the request for disenrollment for lack of good 


cause the vendor must send a Notice of Decision in writing to the 
recipient upon the date of the decision.  Appeal rights must be 
included with the Notice of Decision.  The vendor is required to 
inform the recipient of their right to first appeal through the vendor 
and if the appeal is denied to request a State Fair Hearing, how to 
obtain such a hearing, and representation rules must be explained to 
the recipient and provided by the vendor pursuant to 42 CFR 
431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1). The State ensures access to State Fair Hearing for any 


Managed Care Organization RFP 3260 Page 163 of 509 







recipient dissatisfied with a determination that there is not good 
cause for disenrollment. 


 
We understand and agree to these provisions. 


 
I.  The DHCFP requires that the recipient seek redress through the 


vendor’s grievance system before making a determination on the 
recipient's request. The grievance process, if used, must be 
completed in time to permit the disenrollment (if approved) to be 
effective no later than the first day of the second month following 
the month in which the recipient files the request. 


 
We understand and agree to these provisions. 


 
1. If, as a result of the grievance process, the vendor approves 


the disenrollment, the State agency is not required to make a 
determination.  If the vendor cannot make a determination, 
the vendor may refer the request to the State. If the State 
determines there is not good cause for disenrollment, the 
recipient will be given access to the State Fair Hearing 
process. 


 
We understand and agree to these provisions. 


 
J.  If the vendor or State agency (whichever is responsible) fails to 


make a disenrollment determination so that the recipient can be 
disenrolled within the timeframes specified, the disenrollment 
request is considered approved.  


 
We understand and agree to these provisions. 


 
K.  If the State Agency receives a request directly from the recipient, the 


recipient will be directed to begin the process by requesting 
disenrollment through their vendor. 


 
We understand and agree to these provisions. 


 
L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d). 


 
We understand that the recipient’s dissatisfaction can adversely 
impact not only the recipients experience with our plan but also 
their satisfaction with managed care in general.  We make every 
effort to resolve grievances as quickly as possible, including those 
related to plan enrollment.  Recipient’s grievances can be filed 
orally, in writing or in person.  Our customer service staff is 
trained to assist the recipient with selecting a new plan if it is 
appropriate.  Ultimately we want to be sure the recipient is a good 
match for our plan. We will work closely with DHCFP or the 
state’s fiscal agent on all grievances related to plan selection in 
order to achieve prompt resolution. 
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3.5.7.4 Disenrollment at the Request of the Vendor 


 
A.  The vendor may request disenrollment of a recipient if the continued 


enrollment of the recipient seriously impairs the vendor’s ability to 
furnish services to either the particular recipient or other recipients. 
In addition, the vendor must confirm the recipient has been referred 
to the vendor’s Recipient Services Department and has either 
refused to comply with the referral or refused to act in good faith to 
attempt to resolve the problem.  Prior approval by the DHCFP of a 
vendor’s request for the recipient’s disenrollment is required. The 
DHCFP will make a determination on such a request within ten 
business (10) days.  If approval is granted, the recipient will be 
given notice by the vendor that disenrollment will occur effective 
the next administratively possible month. 


 
We will make every attempt to serve Nevada Medicaid and Nevada 
Check Up recipients in a fair and consistent manner and to 
provide services that are clinically proven to treat the conditions 
that have been presented, including referrals to specialists and 
hospitalization when appropriate.  If the member does not comply 
with medical recommendations or treatment protocol, we will 
recommend a vendor change through the DHCFP so that the 
member may be enrolled with a service vendor that more closely 
meets their needs.  We acknowledge and will comply with all 
requirements for this type of disenrollment request. 


 
B.  In the event the DHCFP fails to make a disenrollment determination 


within the timeframes specified, the disenrollment shall be 
considered approved. 


 
Once an approval is received or in the case of an implied approval, 
our case management nurse will work with the treating physicians 
and the newly assigned vendor to ensure that the patient’s records 
are transferred within the required time allowance and continuous 
eligibility to the recipient. 


 
C.  A vendor may not request disenrollment of a recipient for any of the 


following reasons: 
 


1. An adverse change in the recipient’s health status; 
 


2. Pre-existing medical condition; 
 


3. The recipient’s utilization of medical services; 
 


4. Diminished mental capacity; 
 


5. Uncooperative or disruptive behavior resulting from his/her 
special needs (except when continued enrollment of such a 
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recipient seriously impairs the vendor’s ability to furnish 
services to either the particular recipient or other recipients); 


 
6. A recipient’s attempt to exercise his/her grievance or appeal 


rights; or 
 


7. Based on the recipient’s national origin, creed, color, sex, 
religion, and age.  


 
We have written policies and procedures that protect against 
discrimination toward recipients including the right to enroll in 
our health plan for the provision of Medicaid services. We will 
continue to provide training to our staff, and enforce all policies 
trough our compliance program, routine audit of transactions, 
customer service call monitoring and customer satisfaction 
surveys.  We do restrict enrollment for any of the above specified 
reasons and will enforce penalties for non-compliance with polices 
to the fullest extent. 


 
D.  Disenrollment due to the recipient relocating outside of the vendor’s 


service area, pursuant to 42 CFR 438.56(d)(2). 
 


As stated in the previous sections, the health plan has a written 
policy and procedure to prevent discrimination in enrollment or 
disenrollment practices.  Our Member Services representatives and 
enrollment specialists are fully trained on this policy and will 
apply the same principles for Medicaid recipients.  We are able to 
comply with all requirements in this RFP section. 


 
3.5.7.5 Enrollment, Disenrollment and Other Updates  


 
A.  The vendor must have written policies and procedures for receiving 


monthly updates from the DHCFP of recipients enrolled in, and 
disenrolled from, the vendor, and other updates pertaining to these 
recipients. The updates will include those newly enrolled with the 
vendor.  The vendor must incorporate these updates into its 
management information system. 


 
We have established policies and procedures for receiving and 
processing monthly files from our clients and Medicaid 
administrators for other states. We will incorporate the same 
policies for Nevada Medicaid and Nevada Check Up and 
incorporate these updates into our management information 
systems. 


 
B.  An open enrollment period will be held annually. The open 


enrollment period may be changed at the State’s sole discretion.  
During the open enrollment period, a recipient may disenroll from 
their vendor without cause.  


 


Managed Care Organization RFP 3260 Page 166 of 509 







We understand that open enrollment will be held annually and are 
committed to supporting this open enrollment period.  We further 
understand that members may disenroll from their plan without 
cause during open enrollment. 


 
C.  Notice of termination rights — The DHCFP shall, through its fiscal 


agent, provide for notice to each MCO enrolled recipient of the 
opportunity to terminate (or change) enrollment . Such notice shall 
be provided at least 60 days before each annual enrollment 
opportunity. 


 
We will work as directed with the DHCFP or its fiscal agent on 
any terminations or changes that result from a notice of 
termination rights distribution. 


 
3.5.7.6 Enrollment Interface 


 
Upon initiation of the transition phase for a new vendor, the vendor 
must furnish the technical means by which the vendor’s Enrollment 
Sections can: 


 
A.  Determine the number of recipients each enrolled PCP will accept as 


new patients; and  
 


PCP capacity is routinely evaluated as part of the overall network 
strategy including information obtained through disruption 
analysis and Geo Access reports.  The PCP to Patient ratio of 
1:1500 will establish the baseline standard to be followed 
throughout the initial recruiting phase of network development 
and will be applied to all future enrollments to ensure a consistent 
level of access for enrollment recipients. 


 
B.  Transmit recipient elections regarding PCP assignment for the 


forthcoming month.  
  


Our enrollment system has the ability to process electronic 
transactions and provide information on PCP assignment for the 
purpose of tracking recipient volume to each provider and to the 
state.  Recipients will receive an identification card listing the 
name of their assigned PCP.  Our Accountable Care organization 
offers a concierge type scheduling call center to assist with 
appointments or if a PCP change is requested.  Providers have 
access to our electronic eligibility portal and can check member 
assignment and verify eligibility through that system.  We 
coordinate these efforts with our provider relations staff as part of 
the regular network monitoring.   


 
3.5.7.7 Provider Enrollment Roster Notification 
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The vendor must either notify or provide the means for providers to 
verify recipients’ PCP selection. The vendor must establish and 
implement a mechanism to inform each PCP about any newly 
enrolled recipients assigned to the PCP on at least a monthly 
basis.  This information must be made available to each PCP within 
five (5) business days of the vendor receiving the Membership File.  
The Enrollment Sections will pass the Membership File through the 
system for verification of eligibility prior to distribution to the 
vendor, who will in turn be responsible for keeping individual 
participating providers informed.  The vendor may elect to update its 
Membership File more frequently to keep PCPs informed of the 
enrollment activity.  


 
Providers access member enrollment data through a web-based 
portal.  This system provides real-time information about the 
members assigned to their practice and at the same time, they are 
able to verify member eligibility, family status, and begin the prior 
authorization process when appropriate.  The providers in our 
network are trained on how to use this web-based system during 
provider orientation.    


 
3.5.7.8 Change in a Recipient's Status 


 
Within seven (7) calendar days of becoming aware of any changes 
in a recipient's status, including changes in family size and 
residence, the vendor must electronically report the change(s) to the 
DHCFP via the provider supplied data file. 


 
When a member’s status is changed via the enrollment process, 
our system updates overnight.  Using the same provider web-based 
portal described above, the providers have next day updates to 
member eligibility and assignments to their practice.  We are able 
to exceed the seven (7) day requirement through the use of this 
system. 


 
3.5.7.9 Transitioning/Transferring of Recipients 


 
A.  Transitioning Recipients into Vendors 


 
The vendor will be responsible for recipients as soon as 
they are enrolled and the vendor is aware of the recipient 
in treatment.  The vendor must have policies and 
procedures including, without limitation, the following to 
ensure a recipient's smooth transition from FFS to the 
vendor: 


 
1. Recipients with medical conditions such as: 


 
a. Pregnancy (especially if high risk); 
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b. Major organ or tissue transplantation services 
in process; 


 
c. Chronic illness; 
 
d. Terminal illness;  
 
e. Intractable pain; and/or 
 
f. Behavioral or Mental Health Conditions. 


 
2. Recipients who, at the time of enrollment, are receiving: 


 
a. Chemotherapy and/or radiation therapy; 
 
b. Significant outpatient treatment or dialysis; 
 
c. Prescription medications or durable medical 


equipment (DME);  
 


d. Behavioral or Mental Health Services; 
 


e.  Long Term Services and Supports  
 
f.  Home Health or Personal Care services 


 
3. Recipients who, at enrollment: 


 
a. Are scheduled for inpatient surgery(s); 
 
b. Are currently in the hospital; 
 
c. Have prior authorization approval for 


procedures and/or therapies for dates after 
their enrollment, to honor these prior 
authorizations; and/or 


 
d. Have post-surgical follow-up visits scheduled 


after their enrollment. 
 


The health plan is able to comply with this requirement and has 
policy and procedures in place for transitioning members who are 
in active treatment and or have a health condition.  We will work 
carefully to match the member’s health condition with the 
appropriate network provider or allow the member to continue 
with a non-network provider for the duration of treatment or as 
otherwise required by this RFP, state and federal mandate.  Care 
is coordinated through our Health Services department and a UR 
nurse or case manager will be assigned for each specific case 
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requiring a letter of agreement (LOA) for a non-network 
physician. 


 
3.5.7.10 Transferring Recipients Between Vendors 


 
It may be necessary to transfer a recipient from one vendor to 
another or to FFS for a variety of reasons.  When notified that a 
recipient has been transferred to another plan or to FFS, the vendor 
must have written policies and procedures for transferring/receiving 
relevant patient information, medical records and other pertinent 
materials to the other plan or current FFS provider.  This includes 
any Care Management Organizations (CMOs) providing services to 
the FFS population. 
 
The health plan has written policies and procedures in place for 
transferring recipients from one vendor to another or back to the 
FFS program for whatever reason.  The recipient is assigned a 
geographically-based case manager who will work with the 
recipient, family and any relevant state agency to ensure that 
medical records are obtained and transferred to the newly assigned 
treating physician, The case manager will follow up to make 
certain that enrollment data has been sent to the new vendor and 
that the recipient has been assigned a PCP and has the 
authorizations in place to continue care. All care transition plans 
include all of the following required items. 
 
Prior to transferring a recipient, the vendor (via their subcontractors 
when requested by the vendor) within five (5) calendar days or as 
medical needs dictate must send the receiving plan or provider 
information regarding the recipient’s condition.  This information 
shall include the name of the assigned PCP, as well as the following 
information, without limitation, as to whether the recipient is: 


 
A.  Hospitalized; 


 
B.  Pregnant; 


 
C.  Receiving Dialysis; 


 
D.  Chronically ill (e.g., diabetic, hemophilic, etc.); 


 
E.  Receiving significant outpatient treatment and/or medications, 


and/or pending prior authorization request for evaluation or 
treatment; 


 
F.  On an apnea monitor; 


 
G.  Receiving behavioral or mental health services; 
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H.  Receiving Nevada Early Intervention Services (NEIS) in accordance 
with an Individualized Family Service Plan (IFSP), which provides 
a case manager who assists in developing a plan to transition the 
child to the next service delivery system. For most children, this 
would be the school district and services are provided for the child 
through an Individual Education Program (IEP); 


 
I.  Involved in, or pending authorization for, major organ or tissue 


transplantation; 
 


J.  Scheduled for surgery or post-surgical follow-up on a date 
subsequent to transition; 


 
K.  Scheduled for prior authorized procedures and/or therapies on a date 


subsequent to transition; 
 


L.  Referred to a Specialist(s); 
 


M.  Receiving substance abuse treatment ; 
 


N.  Receiving prescription medications; 
 


O.  Receiving durable medical equipment or currently using rental 
equipment;  


 
P.  Currently experiencing health problems;  


 
Q.  Receiving case management (referral must include the case 


manager’s name and phone number); and 
 


R.  Receiving Long Term Services and Supports, such as but not limited 
to, Personal Care Services and/or Home Health. 


 
When a recipient changes vendors or reverts to FFS while 
hospitalized, the transferring vendor shall notify the 
receiving vendor, the receiving provider, or the DHCFP 
Quality Improvement Organization (QIO) like vendor as 
appropriate. 


 
We understand the importance of continuity of care and all 
requirements in this section regarding disenrollment and 
transition of care will be coordinated through our UM and 
UR care teams. We will work collaboratively with the new 
vendor to ensure that all information is transferred in a 
timely manner and so as not to interrupt the course of 
treatment to the patient.    


 
3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance 


Exchange (HIX) or other insurance product.  
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A person may change eligibility status during a care episode.  That person may then 
be eligible for Exchange coverage or other non-exchange coverage to include 
individual and employer based coverage or Medicare.  The vendor should have a 
procedure in place to notify any insurance carrier or plan of relevant patient 
information.  
 
This must be done in compliance with the Health Insurance Portability and 
Accountability Act (HIPAA) and other privacy laws. 
 
We will accept members transitioning off the state designated health exchange.  At 
this time, the health plan does not participate in the HIX for Nevada. 


 
3.6 RECIPIENT SERVICES 


 
3.6.1 Information Requirements  


 
The vendor must have written information about its services and access to services 
including Recipient Services phone number available to recipients and potential 
recipients.  This written information must also be available in the prevalent non-
English languages, as determined by the State, in its particular geographic service 
area.  The vendor must make free, oral interpretation services available to each 
recipient and potential recipient.  This applies to all non-English languages, not just 
those that the State identifies as prevalent.  
 
The member handbook will be the primary vehicle for communicating 
information about the health plan to recipients who enroll through Medicaid of 
Nevada Check Up programs.  We will provide the manual in both English and 
Spanish.  We offer interpreter services through our concierge customer service 
area, and we post information on our website, our member benefits portal, and 
will provider regular updates through newsletters and health fairs. 


 
The vendor is required to notify all recipients and potential recipients that oral 
interpretation is available for any language and written information is available in 
prevalent languages.  The vendor must notify all recipients and potential recipients 
how to access this information.  
 
The member handbook will include information on where to receive oral 
interpretation or translation services.  Within the health delivery system, recipients 
will be offered free language assistance at the point of check in. 
 
The vendor’s written material must use an easily understandable format and 
language.  The vendor must also develop appropriate alternative methods for 
communicating with visually and hearing-impaired recipients, and accommodating 
physically disabled recipients in accordance with the requirements of the Americans 
with Disabilities Act of 1990.  All recipients and potential recipients must be 
informed that this information is available in alternative formats and how to access 
those formats. The vendor will be responsible for effectively informing Title XIX 
Medicaid recipients who are eligible for EPSDT services, regardless of any 
thresholds. 
 


Managed Care Organization RFP 3260 Page 172 of 509 







Effective communication is a critical component for providing quality patient care 
and equal access to health care services.  We have developed a comprehensive 
policy to promote effective communication of patient rights and treatment plans.  
Interpreter services are made available to all individuals upon request at the point 
of registration in any of our network facilities. Our providers are trained and 
educated about these requirements during orientation, and through the provider 
manual.    The consistent application of this policy and procedure ensures 
effective and equal access to communication between all Deaf, Hard of Hearing, 
Deaf Blind, and non-English speaking people and its employees.  
 
To achieve that goal, all staff are required to inform Deaf, Hard of Hearing, Deaf 
blind, and non-English speaking patients of the availability of qualified 
interpreters, Telecommunications Device for the Deaf (TDD), amplified 
telephones, closed captioning, Computer Assisted Real Time captioning (CART), 
assistive listening devices, and other auxiliary aids at no cost to them. This also 
applies to Deaf, Hard of Hearing, and Deaf Blind relatives, friends, or 
companions of the patients, again at no cost to them. All services are made 
available promptly upon request. Sign language interpreters and other auxiliary 
aids and services are necessary to provide equal access to medical center services 
for Deaf, Hard of Hearing, Deaf Blind, and non-English speaking individuals. 
 
We identify the patient's oral and written communication needs, including the 
patient's preferred language for discussing health care during the initial visit and 
registration. Individuals with limited English proficiency are also provided with 
effective and equal access to communication through interpreter services as 
appropriate in order to facilitate the provision of quality care. Staff regularly 
communicates with the patient during the provision of care, treatment, and 
services in a manner that meets the patient's oral and written communication 
needs. 


 
3.6.1.1 Member Handbook 


 
The vendor must provide all recipients with a Member Handbook. 
The vendor can meet this requirement by sending the Member 
Handbook to the head of the household. The handbook must be 
written at no higher than an eighth (8th) grade reading level and 
must conspicuously state the following in bold print. 
 
“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE 
AND SHALL NOT BE CONSTRUED OR INTERPRETED AS 
EVIDENCE OF INSURANCE COVERAGE BETWEEN THE 
VENDOR AND THE RECIPIENT.” 


 
The health plan will develop a Member Handbook as required by 
the plan.  Page 1 of the Member Handbook will contain this 
clause. 


 
A.  The vendor must submit the Member Handbook to the DHCFP 


before it is published and/or distributed.  The DHCFP will review 
the handbook and has the sole authority to approve or disapprove the 
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handbook, in consultation with the Medical Care Advisory 
Committee (MCAC).  The vendor must agree to make modifications 
in handbook language if requested by the DHCFP, in order to 
comply with the requirements as described above or as required by 
CMS or State law.  In addition the vendor must maintain 
documentation that the handbook is updated at least once per year.  
Prior to the contract start date, the initial handbook must be 
submitted to the DHCFP for its MCAC review.  Thereafter, annual 
updates must be submitted to the DHCFP for approval before 
publication and/or distribution.   


 
The health plan will develop the handbook according to the 
standards outlined in this proposal and the MSM.  A draft of the 
handbook will be submitted to DHCFP for review and approval 
prior to distribution to the membership.  The manual will also be 
posted on the health plans website and available for download on a 
smart phone.  Annual updates will be made and submitted to the 
DHCFP for approval prior to printing any changes. The web 
information will be updated at the same frequency as all printed 
materials. The health plan will mail a handbook to the recipient’s 
home five (5) business days after receiving notice of the recipient’s 
enrollment our plan.  We will instruct the recipient how to obtain 
the information from our web portal as part of our welcome 
packet. 


 
B.  The vendor must mail the handbook to all recipients within five (5) 


business days of receiving notice of the recipient’s enrollment and 
must notify all recipients of their right to request and obtain this 
information at least once per year or upon request.  The vendor will 
also publish the Member Handbook on the vendor’s Internet website 
upon contract implementation and will update the website, as 
needed, to keep the Member Handbook current.  At a minimum, the 
information enumerated below must be included in the handbook: 


 
The health plan will create a member handbook for all Medicaid 
Recipients. The handbook will be submitted to DHCFP in advance 
of publication for review and approval.  Upon approval, the health 
plan will mail the handbook to all enrolled recipients within five 
(5) days of their enrollment in the health plan for Medicaid 
services.   


 
1. Explanation of their right to obtain available and accessible 


health care services covered under this contract; how to 
obtain health care services, including out-of-plan services; 
how to access them; the address and telephone number of the 
vendor’s office or facility; and the days the office or facility 
is open and services are available. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
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and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Part 1 of the member handbook will instruct 
recipients on their benefits, the provider network and 
language assistance for non-English speaking members. 


 
2. The role of the primary care provider (PCP) and a 


description of how the enrolled recipient will receive 
confirmation of their selection of a PCP, if a PCP was 
designated at the time of enrollment. Confirmation of the 
recipient's PCP selection may be via an ID card and not 
printed directly in the member handbook. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level Part 1 of the member handbook will also 
review how to select or change your primary care provider 
(PCP), the role of the PCP, mental health services and 
substance abuse treatment, specialist providers, hospital 
care, what to do if you have an emergency for medical 
services or mental health services and how to access care 
when travelling away from home. 


 
3. A list of current network PCPs who are and who are not 


accepting new patients in the recipient’s service area, 
including their board certification status, addresses, 
telephone numbers, availability of evening or weekend 
hours, all languages spoken, with information on specialists 
and hospitals. The list may be supplied as a separate 
document from the member handbook. The provider list 
located on the vendor’s website shall be updated by the 
vendor monthly. 


 
The health plan will publish a list of providers who are and 
are not accepting new Medicaid patients.  The provider 
directory will be available as a separate document and can 
be printed and mailed on demand to the recipient.  Provider 
information will include the group name, address, 
telephone number, hours of operation and languages 
spoken. There will be a separate section in the directory for 
specialists, hospitals, outpatient clinics or other facilities 
and pharmacies. Recipients may also access the provider 
directory through the member web portal described on page 
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1 of the handbook.  The provider list will be updated 
monthly to reflect the most current information.   


 
4. Any restrictions on the recipient’s freedom of choice among 


network providers. 
 


The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  As required by the RFP, recipients may 
choose any PCP at any time and change their PCP by 
calling customer service.  Female recipients will have 
access to a women’s health provider (OB/GYN) as a 
primary care physician, and individuals with special health 
care needs will be able to select a treating specialist as their 
PCP.   


 
5. Procedures for changing a PCP. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Section 1 of the member handbook provides 
clear instructions for selecting and changing his/her PCP. 


 
6. Recipient rights and protections as specified in 42 CFR 


438.100. 
 


The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  The preamble page of the member handbook 
contains the member rights and responsibilities credo.  This 
information is also available on our website, and is posted 
in all of our common areas including check in desks for 
our providers in the network.   


 
7. The amount, duration and scope of benefits available under 


the contract in sufficient detail to ensure that recipients 
understand the benefits to which they are entitled. 
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The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Section 2 of the member handbook reviews 
all benefit packages, covered services, duration of services, 
care limits, value added programs and reviews in detail 
preventive care services, immunizations, maternal health 
and prenatal care, preventive care for children including 
EPSDT services and any non-covered services. 


 
8. Procedures for obtaining benefits, including authorization 


requirements. 
 


The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section 3 of the member handbook reviews 
prior authorization procedures, referrals, hospitalization, 
long term care and advance directives.  This section is 
designed to assist recipients with complex health needs on 
how to obtain a referral or an assignment into the case 
management program. 


 
9. The extent to which, and how, recipients may obtain 


benefits, including family planning services, from out-of-
network providers. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate a section on out of network services, including 
family planning services and all of the required topics as 
listed in an easy-to-understand format at no more than an 
eighth grade reading level. 


 
10. Procedures for disenrollment without cause during the 90 


day period beginning on the date the recipient receives notice 
of enrollment and the annual open enrollment period. The 
handbook must also have procedures for disenrolling with 
cause. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
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and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  Section five (5) of 
the handbook will cover topics such as enrollment, 
changing vendors, disenrollment without cause and 
disenrollment for cause.  We will incorporate all of the 
required topics as listed in an easy-to-understand format at 
no more than an eighth grade reading level. 


 
11. A recipient who has been disenrolled solely because he or 


she loses Medicaid or Nevada Check Up eligibility will be 
auto-assigned as follows: by family affiliation (if other 
family members are enrolled); by history (assigned to the last 
vendor in which the recipient was enrolled); or randomly. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  Section five (5) of 
the handbook will cover all eligibility and enrollment rules 
including auto-assignment.  We will incorporate all of the 
required topics as listed in an easy-to-understand format at 
no more than an eighth grade reading level. 


 
12. The extent to which, and how, after-hours and emergency 


coverage are provided including: what constitutes an 
emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 
CFR 438.114; the fact that prior authorization is not required 
for emergency services; the process and procedures for 
obtaining emergency services, including the 911-telephone 
system or its local equivalent; the locations of any 
emergency settings and other locations at which providers 
and hospitals furnish emergency and post stabilization 
services under the contract; and emergency transportation; 
the fact that, subject to regulatory limitations, the recipient 
has a right to use any hospital or other setting for emergency 
care and clarification of the appropriate use of emergency 
services; 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  Section one (1) of 
the handbook includes a definition of emergency and other 
common definitions, and instructions on how to seek 
emergency or urgent care services including the 
arrangements for non-emergency or emergency 
transportation.  We will incorporate all of the required 
topics as listed in an easy-to-understand format at no more 
than an eighth grade reading level. 
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13. Explanation of procedures for urgent medical situations and 


how to utilize services, including the recipient services 
telephone number; clear definitions of urgent care; and how 
to use non-emergency transportation. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  Section one (1) of 
the handbook includes a definition of emergency and other 
common definitions, and instructions on how to seek 
emergency or urgent care services including the 
arrangements for non-emergency or emergency 
transportation.  Our nurse help line toll free number is 
featured in this section to assist members with questions 
about the type of service that best fits his/her needs. We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. 


 
14. Policy on referrals for specialty care and for other benefits 


not furnished by the recipient’s PCP, including explanation 
of authorization procedures. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section 4 will include details about prior 
authorization requirements, referrals to specialists, 
utilization and case management programs. 


 
15. How and where to access any benefits that are available 


under the Title XIX and Title XXI State Plans but are not 
covered under the contract, including any cost sharing, and 
how transportation is provided.  For a counseling or referral 
service that the vendor does not cover because of moral or 
religious objections, the vendor need not provide the 
information on how or where to obtain the service.  The 
vendor must notify the State regarding services that meet this 
criteria and in those instances, the State must provide the 
information on where and how to obtain the service. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
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incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. 


 
16. Procedures for accessing emergency and non-emergency 


services when the recipient is in and out of the vendor 
service area. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section one (1) covers information on 
accessing services when traveling outside of Nevada.   


 
17. Information on grievance and fair hearing procedures, as 


specified in 42 CFR 438.10(g) and the Grievances, Appeals, 
and Fair Hearings section of this RFP. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section six (6) provides an overview the 
members rights and responsibilities, including how and 
where to file a grievance, appeal, and the right to a fair 
hearing. 


 
18. Information on procedures for recommending changes in 


policies and services. 
 


The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Section six (6) provides a review on 
submitting suggestions to changes or additions to policy 
and procedures.  We will also establish Community Action 
Committees (CAC) as part of our quality assurance 
program.  These committees are made up of local 
physicians and recipients to meet on a regular basis to 
discuss health plan operations and to bring suggestions for 
administrative improvements to the plan.   
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19. The vendor must provide adult recipients with written 
information on advance directives’ policies and include a 
description of applicable State law.  This information must 
reflect changes in State law as soon as possible but no later 
than 90 days after the change.  The vendor must ask each 
health care practice to ensure that a signed 
“Acknowledgment of Patient Information on Advance 
Directives” form is included in the recipient's medical 
record. 


 
(A sample form is available online at 
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. We will incorporate information about 
advance directives and assist recipients with this 
information by directing them to the appropriate state 
website: 
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


 
20. To the extent available, quality and performance indicators, 


including recipient satisfaction. 
 


The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  We will routinely publish on results from 
our quality monitoring program on our website and send 
out results as part of our semi-annual newsletter to 
recipients.  The handbook will reference all quality 
measures and provide information on when recipients may 
receive an update via the newsletters or website. 


 
21. The vendor is also required to provide to the recipient upon 


request, information on the structure and operation of the 
vendor and information about physician incentive plans as 
set forth in 42 CFR 438.6(h). 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
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incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. We will include in section seven (7) 
information about our physician contracts and incentive 
plans as required by 42 CFR 438.100 (f) (4). 


 
22. The member handbook must include a distinct section for 


eligible recipients which explains the EPSDT program and 
includes a list of all the services available to children; a 
statement that services are provided to the recipient at no 
costs and a telephone number which the recipient can call to 
receive assistance in scheduling an appointment. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Section two (2) will include the EPSDT 
specific programs, wellness initiatives and a list of all 
EPSDT services. 


 
23. Information regarding prescription coverage. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section eight (8) of the handbook will 
describe pharmacy benefits, services, specialty pharmacy 
services, mail order benefits and include a copy of the drug 
formulary and a listing of participating pharmacies.  The 
health plan updates the formulary once per year and the 
directory is updated monthly.  The member may access the 
formulary through the web portal and search for a specific 
medication.   


 
24. Notification of the recipient’s responsibility to report any on-


going care corresponding to a plan of care at the time of 
enrollment, and their right to continue that treatment under 
the vendor on a transitional basis. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
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understand format at no more than an eighth grade 
reading level. Section eight (8) of the handbook will 
provide instructions to recipients who need to transition 
care from one vendor to another vendor and provide a link 
to the forms that are needed to establish a case manager for 
care transition. 


 
25. Notification of the recipient’s responsibility to report any 


third-party payment service to the vendor and the importance 
of doing so. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level.  Coordination of benefits and third party 
liability are covered with instructions in section nine (9) of 
the member handbook. 


 
26. Explanation of fraud and abuse and how to report suspected 


cases of fraud and abuse, including hotlines, e-mail 
addresses and the address and telephone number of the 
vendor’s fraud and abuse unit. 


 
The health plan will develop the member handbook in 
accordance with the instructions provided in this RFP 
and/or as otherwise specified by the DHCFP or pursuant to 
42CFR 438.10(f)(4) or other regulation.  We will 
incorporate all of the required topics as listed in an easy-to-
understand format at no more than an eighth grade 
reading level. Section ten (10) of the member handbook 
covers compliance, fraud, waste, and abuse including 
information for how to report suspected cases of fraud, the 
hotline for anonymous calls, and penalties for suspected 
activities.    


 
C.  The vendor must give each recipient written notice of any 


significant change, as defined by the State, in any of the 
enumerations noted above.  The vendor shall issue updates to the 
Member Handbook, 30-days before the intended effective date, as 
described in 42 CFR 438.10(f)(4), when there are material changes 
that will affect access to services and information about the 
Managed Care Program. The vendor will provide notification when 
a change directly affects the ongoing care of the recipients.  The 
vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook 
updates 
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The health plan will develop the member handbook in accordance 
with the instructions provided in this RFP and/or as otherwise 
specified by the DHCFP or pursuant to 42CFR 438.10(f)(4) or 
other regulation.  We will incorporate all of the required topics as 
listed in an easy-to-understand format at no more than an eighth 
grade reading level.  We will present the member handbook for 
review and approval ahead of production and distribution and 
recipients will have access to the handbook on our website.  In 
addition to the member handbook, we will use semi-annual 
newsletters and our web-portal to keep members up to date on 
changes to the network, programs that are available and health 
tips for the entire family. We will provide all updates as required 
and within the specified timeframes and in compliance with 
42CFR 438.100 (f) (4). 


 
D.  The vendor must give written notice of termination of a contracted 


provider, within fifteen (15) business days after receipt or issuance 
of the termination notice.  This notice shall be provided to each 
recipient who received his/her primary care from, or was seen on a 
regular basis by, the terminated provider. 


 
The health plan will give written notice of provider terminations 
within 15 business days after receipt or issuance of a termination 
notice.  This notice will be communicated to each recipient who 
received his/her primary care from or was seen on a regular basis 
by the terminated provider. 


 
3.6.1.2 Advance Directives Requirements 


 
Pursuant to Section 1902(w)(1) of the Social Security Act, the 
Patients’ Self-Determination Act, including advance directives, 
vendors must have written policies and procedures with respect to 
all emancipated adult recipients receiving medical care through the 
vendor.  Specifically, this act requires the vendor: 


 
We have a written policy and procedure for information recipients 
of their rights including the right to execute an advanced directive.  
We follow federal law which requires hospitals, skilled nursing 
facilities, hospice, and home health agencies and health 
maintenance organizations (HMOs) that service persons covered 
by Medicaid to provide information about advance directives and 
to explain the legal choices for making decisions about medical 
care.    
 
We recognize several types of advance directives.  One type of 
advance directive the recipient states in advance what type of 
treatment he or she wants or does not want in the event they are 
mentally or physically unable to choose or communicate service 
needs.  Another type of advance directive is when the recipient 


Managed Care Organization RFP 3260 Page 184 of 509 







authorizes another person to make critical health care choices on 
his or her behalf in the event they become incapacitated. 


 
A.  To provide written information to each recipient at the time of 


enrollment concerning: 
 


1. The recipient’s rights, under State law, to make decisions 
concerning medical care, including the right to accept or 
refuse medical treatment and the right to formulate advance 
directives; 


 
2. The vendor’s policies with regard to a recipient’s right to 


execute an advance directive, including a requirement that 
the network provider present a statement of any limitations 
in the event the provider cannot implement an advance 
directive on the basis of conscience.  At a minimum, the 
provider’s statement of limitation, if any, must:   


 
a. Clarify any differences between institution-


wide conscience objections and those that 
may be raised by individual network 
providers;  


 
b. Identify the State legal authority pursuant to 


NRS 449.628 permitting such objections; and 
 
c. Describe the range of medical conditions or 


procedures affected by the conscience 
objection. 


 
The Member Handbook will be the primary source of 
communication about advance directive.  Within the health 
delivery system, extensive training is held for all clinical staff and 
administrative personnel to ensure that recipients are aware of 
their rights and choices, and to routinely monitor advance 
directives on file to ensure they are up to date. We will hold new 
member workshops to welcome participants to our plan and cover 
the entire member handbook, including advance directives during 
those workshops.   


 
B.  Vendor will educate the recipient to inform his/her provider to 


document in the recipient’s medical record whether the recipient has 
executed an advance directive; 


 
The Member Handbook will be the primary source of 
communication about advance directive.  Within the health 
delivery system, extensive training is held for all clinical staff and 
administrative personnel to ensure that recipients are aware of 
their rights and choices, and to routinely monitor advance 
directives on file to ensure they are up to date. We will hold new 
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member workshops to welcome participants to our plan and cover 
the entire member handbook, including advance directives during 
those workshops.   


 
C.  Not to condition the provision of care or otherwise discriminate 


against an individual based on whether or not the individual has 
executed an advance directive; 


 
We do not use the presence of, absence of an advance directive to 
inform clinical decision making. 


 
D.  To ensure compliance with requirements of State laws regarding 


advance directives, including informing recipients that any 
complaints concerning the advance directives requirements may be 
filed with the appropriate State agency which regulates vendors; and 


 
We understand and agree to this requirement. 


 
E.  To educate vendor staff and providers on issues concerning advance 


directives, at least annually. 
 


Sample advance directives policies, procedures and forms, as 
well as patient information concerning Nevada law, are 
available on the DHCFP’s website:   
 
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


 
We understand and agree to this requirement. 


 
3.6.2 Recipient Services Department/Concierge Services 


 
The vendor shall maintain a Recipient Services Department (that also includes a 
Concierge Service) that personally assists recipients to find a service provider. This 
department must be adequately staffed with qualified individuals who shall also 
assist recipient, recipients’ family members, or other interested parties (consistent 
with laws on confidentiality and privacy) in obtaining information and services 
under the vendor’s plan. 


  
Local customer service is a hallmark of our health plan.  Our experienced staff 
has a minimum of 2 years experience in a call center and completes a month-long 
training program to ensure complete proficiency on benefits, systems, and 
managing recipients needs telephonically.  We employ quality auditors that 
monitor calls randomly daily for call content and quality, providing immediate 
feedback to our representatives. Our staff includes multi-lingual staff members 
that speak Spanish and Hindi. 
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3.6.2.1 The Recipient Services Department is to be operated at a minimum, 
traditional business hours of Monday through Friday, 8:00 a.m. through 
5:00 p.m., and not less than what is provided to the vendor’s commercial 
clients, if applicable.   


 
Our call center is open Monday through Friday from 8AM until 6 PM 
and on Saturday from 8:00 AM until noon.  Our service hours are 
consistent across all of our products. 


 
3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a 


minimum, traditional business hours of Monday through Friday, 8:00 
a.m. through 5:00 p.m for recipient access. 


 
To best service recipients of Nevada Medicaid, we will establish a 
dedicated toll-free 800 number that will be printed in the member 
handbook, on recipient Id cards and on our website for convenient 
access.   The customer service call center operates Monday through 
Friday from 8:00 AM to 6:00 PM and on Saturday from 8:00 AM until 
noon.   
 
We use our 24/7 nurse help line to staff calls after hours, on weekends 
and on holidays.  Registered Nurses are available to assist with 
emergencies including a full triage and to arrange transportation either 
by ambulance or alternative transportation to the right care setting.   


 
3.6.2.3 At a minimum, Recipient Services Department staff must be responsible 


for the following:  
 


A.  Explaining the operation of the vendor; 
 


We understand and agree to this requirement. 
 


B.  Explaining covered benefits; 
 


We understand and agree to this requirement. 
 


C.  Resolving, recording and tracking recipient grievances and appeals 
in a prompt and timely manner; 


 
We understand and agree to this requirement. 


 
D.  Responding to recipient inquiries; and 


 
We understand and agree to this requirement. 


 
E.  Providing Concierge Services. 


 
We understand and agree to this requirement. 
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F.  If the recipient requires assistance with accessing care, including 
finding a provider, the Recipient Services Department will transfer 
the recipient to the in-person Concierge Services.  The in-person 
Concierge Service staff will assist the recipient to find a provider, 
this assistance is over and above providing a list of network 
providers or directing to the web.  The Concierge will provide the 
following assistance:  


 
Customer Service representatives complete a rigorous month long 
training to learn about plan benefits, operating systems, regulation 
and service delivery to our clients.  When a recipient requires 
additional information about appointment scheduling or other 
treatment related items, we use a warm-transfer feature to send the 
call to our Concierge services area.  Representatives in that area 
provide appointment assistance and can also discuss financial 
counseling, or other concerns not related to the plan’s coverage. 
Either of the customer service areas may assist the recipient with 
changing their PCP when requested.  In the event out of network 
care is needed, a member of our population health management 
team will arrange an authorization for those services.    


 
1. Assisting recipients in selecting and/or changing PCPs or 


Primary Care Sites.  The vendor must report any PCP and/or 
Primary Care Sites changes electronically to the DHCFP. 


 
We understand and agree to this requirement. 


 
2. Assisting recipient to make appointments and obtain 


services; the vendor is required to find and schedule an 
appointment if the recipient reports they are unable to access 
or find a provider or make an appointment.  
 
Representatives from our enrollment and customer services 
area as well as our concierge area will be available to assist 
members with PCP assignment, changes to their PCP, 
changing health plan options and scheduling 
appointments.  In addition complete instructions will be 
included in the Member Handbook.  We offer a web-based 
member portal that allows members to view their chart, 
schedule an appointment, re-fill a prescription or ask a 
question from their PCP. 
 


3. Assisting recipient in obtaining out-of-area and out-of-
network care. 


 
We understand and agree to this requirement. 


 
4. While the Recipient Services Department will not be 


required to operate after business hours, the vendor must 
comply with the requirement to provide urgent care and 
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emergency coverage twenty-four (24) hours per day, seven 
(7) days per week.  The vendor must have written policies 
and procedures describing how recipients and providers can 
obtain urgent coverage and emergency services after 
business hours and on weekends.   Policies and procedures 
must include provision of direct contact with qualified 
clinical staff.  Urgent coverage means those problems which, 
though not life-threatening, could result in serious injury or 
disability unless medical attention is received.  


 
We understand and agree to this requirement. 
 
The health plan has a proud history of providing best in 
class service to its members for the past 30 years.  Member 
service representatives go through an extensive screening 
process prior to hire to ensure we are incorporating the 
cultural and linguistic skills necessary to serve the diverse 
cultural community.   
 
Upon hire, member service representatives undergo a 
month- long training program where they are taught plan 
benefits, systems, enrollment procedures and health 
services for members requiring transition of care.  During 
training, new representatives sit chair side with a senior 
team member and 100% of their calls are monitored by an 
in house auditor for accuracy of information as well as 
sensitivity to the member’s needs.  Feedback in provided 
immediately and staff are retrained continuously prior to 
release to the floor. 
 
Our call auditor continues to monitor regular calls for all 
staff and reviews all grievances and appeals to determine 
root-cause analysis when related to a member service call.    
 


3.6.3 Medical Provider Requirements 
 


3.6.3.1 Primary Care Provider (PCP) or Primary Care Site  
 


The vendor shall allow each enrolled recipient the freedom to 
choose from among its participating PCPs and change PCPs as 
requested. The vendor must implement procedures to ensure that 
each recipient has an ongoing source of primary care appropriate to 
their needs. 
 
Recipients will be able to select their PCP during enrollment or at 
any time thereafter by calling the Customer Service department.  
We respect the member’s right to choose, and will allow changes 
to PCP assignment at any time.  Our broad network of primary 
care physicians, federally qualified health centers and rural health 
clinics are available for all primary care needs. In the event the 
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recipient requires services from a non-network provider, we will 
work to establish a letter of agreement for those services including 
an explanation of payment.   
 
Each enrolled recipient must be assigned to a PCP or Primary Care 
Site, within five (5) business days of the effective date of 
enrollment.  Recipients with disabilities, chronic conditions, or 
complex conditions must be allowed to select a specialist as their 
PCP.  If a specialist is chosen as a PCP, they should be reported as a 
specialist.  The specialist does not count as both. Recipients with 
disabilities must be given an additional 30 calendar days to select a 
PCP.  The vendor may auto-assign a PCP or Primary Care Site that 
has traditionally served the Medicaid population to an enrolled 
recipient who does not make a selection at the time of enrollment.  If 
the enrolled recipient desires, the vendor shall allow him or her to 
remain with his or her existing PCP if the PCP is a recipient of 
vendor’s primary care network. 


 
The health plan is able to comply with this requirement for PCP 
assignment within five (5) business days of the effective date and 
to accommodate the 30-day requirement for persons with 
disabilities.   We will allow individuals with special health care 
needs or chronic conditions to select a specialist as their PCP.  In 
the event a recipient does not select a PCP, the health plan will 
assign a provider who is geographically compatible with the 
recipient’s home address.  All recipients will have the opportunity 
to change their PCP on request and individuals with disabilities 
will be allowed extra time to make their selection.   


 
3.6.3.2 Twenty-Five (25) Mile Rule 


 
The vendor must offer every enrolled recipient a PCP or Primary 
Care Site located within a reasonable distance from the enrolled 
recipient’s place of residence, but in any event, the PCP or PCS may 
not be more than twenty-five (25) miles from the enrolled 
recipient’s place of residence per NAC 695C.160 without the 
written request of the recipient. 


 
The health plan maintains a broad network of providers including 
primary care physicians, federally qualified health centers and 
rural health clinics to meet the 25 mile rule and is compliant with 
NAC 695C.160 for network adequacy.  We continuously monitor 
provider capacity to ensure adequate access to appoint times and 
services and recruit additional providers to meet the demands of 
business growth opportunities. 


 
3.6.3.3 Assignment of a PCP or Primary Care Site 
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If an enrolled recipient does not choose a PCP, the vendor shall 
match enrolled recipients with PCPs by one or more of the following 
criteria:  


 
A.  Assigning enrolled recipients to a provider from whom they have 


previously received services, if the information is available; 
 


We make every effort to assign a PCP to each recipient who most 
closely matches their geographic location.  We also consider claim 
experience with a specific provider to ensure continuity of care. 


 
B.  Designating a PCP or Primary Care Site who is geographically 


accessible to the enrolled recipient per NAC 695C.160 (25 Mile 
Rule);  


 
We make every effort to assign a PCP to each recipient who most 
closely matches their geographic location.  We also consider claim 
experience with a specific provider to ensure continuity of care. 


 
C.  Assigning all children within a single family to the same PCP;  


 
For ease of access, children within the same family are assigned 
the same PCP unless age restrictions require a different selection 
(example children who age-out of pediatric practice). 


 
D.  Assigning a Child with Special Health Care Needs (CSHCN) to a 


practitioner experienced in treating that condition, if the vendor 
knows of the condition; and/or 


 
Children with special health care needs will be matched with 
providers who have experience in treating their condition or when 
there is claim information indicating prior treatment. 


 
E.  Assigning a recipient to a PCP upon receipt of a claim for services 


rendered by a PCP to the recipient. 
 


We make every effort to assign a PCP to each recipient who most 
closely matches their geographic location.  We also consider claim 
experience with a specific provider to ensure continuity of care. 


 
The vendor shall ensure that enrolled recipients receive 
information about where they can receive care during the 
time period between enrollment and PCP 
selection/assignment.  The vendor shall notify the enrolled 
recipient in writing of his or her assigned PCP within five (5) 
business days of assignment. 


 
The health plan maintains a broad network of primary care 
physicians to meet or exceed the 25 mile rule.  Medicaid 
recipients will be assigned a PCP who is closest to their 
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place of residence and within the 25 mile requirement 
when possible and unless otherwise requested by the 
member.  All children in a single family will be assigned 
the same PCP as required in this RFP.  In the event the 
health plan cannot meet the 25 mile rule, the health plan 
will reimburse the members primary care physician at the 
same amount as a network provider until such time as the 
health plan can meet the 25 mile rule.   


 
3.6.3.4 Changing a PCP or Primary Care Site   


 
We will use the member handbook as the primary tool to educate 
recipients about the role of the Primary Care Physician and the 
importance of selecting a provider with whom they can establish a long-
term relationship.  The handbooks will also provide instructions on how 
to schedule appointments, how to change their PCP, how to obtain a 
referral for a specialist and what to do in case of emergency or when 
traveling outside of Nevada.  This same information will be detailed on 
our member portal. 
 
Members may also use the web-based chart feature of our system to ask 
routine questions, refill a prescription and view test results.  Telehealth 
and virtual visits are available to members for non-emergency advice and 
prescription medications. 


 
A.  An enrolled recipient may change a PCP or PCS for any reason.  


The vendor shall notify enrolled recipients of the procedures for 
changing PCPs or Primary Care Sites.   


 
The health plan will accommodate requests to change PCPs at any 
time. We will monitor and track reasons for changes to ensure 
there are not service issues with any particular provider. 


 
B.  In cases where a PCP has been terminated, the vendor must notify 


enrolled recipients in writing and allow recipients to select another 
primary care provider, or make a re-assignment within fifteen (15) 
business days of the termination effective date, and must provide for 
urgent care for enrolled recipients until re-assignment. 


 
The health plan will notify recipients of provider terminations 
within 15 days of the termination and provide instructions on how 
to select a new PCP.  Members may select a new PCP through our 
web-based portal, by calling customer service or through the 
concierge service department.  The Member Handbook will 
include clear instructions on how to select or change their PCP 
and how to obtain services in emergency or urgent care situations. 


 
C.  The vendor may initiate a PCP or Primary Care Site change for an 


enrolled recipient under the following circumstances: 
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1. Specialized care is required for an acute or chronic 
condition; 


 
2. The enrolled recipient’s residence has changed such that 


distance to the PCP is greater than twenty-five (25) miles.  
Such change will be made only with the consent of the 
recipient; 


 
3. The PCP ceases to participate in the vendor’s network;  


 
4. Legal action has been taken against the PCP, which excludes 


provider participation; or 
 


5. The recipient will be given the right to select another PCP or 
Primary Care Site within the vendor network. 


 
We understand and agree to these provisions. 


 
D.  The vendor shall track the number of requests to change PCPs and 


the reasons for such requests.  
 


The health plan allows members to change PCP’s at any time for 
any reason and will accommodate all such requests.  We will track 
PCP changes on a regular basis and conduct analysis on the 
reasons for these changes as an additional network management 
measure.   


 
3.6.3.5 Use of Medical Homes and Accountable Care Organizations 


 
A.  The vendor is encouraged to use existing patient-centered medical 


homes/health homes, when available and appropriate. 
 


B.  Vendor should use supportive provider services and contracting to 
support the expansion of patient-centered medical homes/health 
homes. 


 
C.  Vendor is encouraged to use Accountable Care Organizations 


(ACOs) and other innovative models, when available and 
appropriate. 


 
We offer Nevada a different kind of managed care model.  Traditional 
national MCOs take a command and control approach to new markets. 
We differentiate ourselves from other MCOs because we are more closely 
aligned with the community. Unlike other MCOs, we understand that 
health care delivery starts with the providers.  Because we are a company 
founded by physicians for physicians and offer a complete array of 
provider supports, we more easily recruit physicians and other providers, 
resulting in improved access for the recipients we serve.  We emphasize 
provider-driven initiatives using governance models, purpose-built 
operations and a commitment to clinical excellence.  Our approach 
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dramatically increases physician engagement and results in behavior 
change ultimately resulting in high quality care and lower costs.  
 
Success starts with a strong foundation. Providers sit on the front lines of 
care and have powerful insights into their systems, staff and individual 
patients. Our governance model puts providers in key leadership roles so 
they can be heard and held accountable to the decisions, initiatives and 
priorities set out by the governing board, which is comprised of physician 
leaders, heath plan leaders and health system leaders.  
 
We recognize the added value of partnering with Federally Qualified 
Health Centers and rural health clinics to further strengthen access to 
care and to create a network that is data driven in its approach to 
population health management and which utilizes technology for 
measuring and reporting outcomes both internally as well as to meet the 
objectives of our clients and state or government agencies. 


 
3.7 NETWORK 


 
The vendor is required to establish and manage appropriate provider networks and 
maintain existing written provider agreements with such providers in geographically 
accessible locations. The vendor shall maintain a network of physicians, hospitals, and 
other health care professionals and ancillary services through which it provides the items 
and services included in covered benefits in a manner that complies with the requirements 
of this section and meets access standards described in this RFP,  in the DHCFP’s Access 
to Care Plan, and the Code of Federal Regulations  The vendor shall ensure that its 
network providers are appropriately credentialed, have a standard unique health identifier, 
and well-coordinated with other network services and services available outside of the 
health plan network.  The network shall include an adequate number of PCPs, specialists, 
and hospitals appropriately credentialed as health care professionals located in 
geographically and physically accessible locations to meet the access standards specified in 
this RFP.  The vendor will maintain a network of appropriate providers sufficient to 
provide access to all services covered in this RFP with consideration given to the number 
of expected recipients that may enroll. The vendor when establishing and maintaining its 
network will consider the expected utilization of services and the numbers and types (their 
training, experience, and specialization) of providers given the characteristics and health 
care needs of the specific Medicaid population enrolled with the vendor. The vendor’s 
management oversight includes, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and Medical Director Services.  The MCO must 
conduct secret shopper survey's to a statistically sound sample across their network as part 
of the Access to Care Monitoring Plan to identify appointment standards and access to 
services for PCPs, Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, 
and Home Health, to reported annually. 
 
The health plan and its affiliate partners bring experience with over 780 client partners, 
6 provider-sponsored plans, and 37 products that span Medicaid, Medicare Advantage, 
commercial and employee assistance domains, serving more than 1.5 million members, 
of which 500,000 are Medicaid recipients.  With almost 20 years’ of expertise 
implementing effective strategies specifically designed for Medicaid and CHIP recipients 
we are poised to achieve sustained improvements in measures of access to care, 
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improved health outcomes, and recipient and provider satisfaction for Nevada’s 
Medicaid programs. 
 
We offer Nevada a different kind of managed care model and will contract with the 
various types of providers highlighted in items A-J above.  Traditional national MCOs 
take a command and control approach to new markets. We differentiate ourselves from 
other MCOs because we are more closely aligned with the community. Unlike other 
MCOs, we understand that health care delivery starts with the providers.  Because we 
are a company founded by physicians for physicians and offer a complete array of 
provider supports, we more easily recruit physicians and other providers, resulting in 
improved access for the recipients we serve.  We emphasize provider-driven initiatives 
using governance models, purpose-built operations and a commitment to clinical 
excellence.  Our approach dramatically increases physician engagement and results in 
behavior change ultimately resulting in high quality care and lower costs.  
 
Success starts with a strong foundation. Providers sit on the front lines of care and have 
powerful insights into their systems, staff and individual patients. Our governance model 
puts providers in key leadership roles so they can be heard and held accountable to the 
decisions, initiatives and priorities set out by the governing board, which is comprised of 
physician leaders, heath plan leaders and health system leaders.  
 
We will establish Medicaid Provider Advisory Committees (PACs) in Nevada using our 
successful advisory committee structure deployed in other states. PACs are an integral 
part of our provider-focused model. The PAC provides feedback to the executive 
leadership to build and drive population health management initiatives by providing 
strategic and operational direction. PAC responsibilities include:  


• Ensuring all providers are consulted and informed of key decisions to reduce 
confusion and focus efforts on top priorities;  


• Supporting providers in creating and developing innovative approaches to 
improve quality of care for Medicaid recipients; 


• Receiving feedback and inquiries from providers at all levels and communicating 
responses to appropriate individuals or groups; 


• Empowering leaders to solicit input from key providers; and 
• Ensuring provider incentives exist to maintain engagement, both financial and 


non-financial. 
 
The health plan has established networks and provides care today for more than 500,000 
Medicaid recipients in multiple states and 130,000 members in Nevada.  Our collective 
provider recruiting and provider relations staff are experienced and capable of 
recruiting a network for Nevada Medicaid and Check Up recipients that will meet or 
exceed the requirements outlined in this RFP.  We will apply a good faith effort to 
establish a contract with the providers listed in this RFP.  In the event a contract is not 
possible, we will arrange for reimbursement at the Fee for Service level when recipients 
require care from one of these non-contracted facilities. 
 
We routinely review the mix of providers in the network to ensure there is the right 
balance of primary care and specialty care selection for our members.  We use business 
projections as a guideline for recruiting new physicians; hospitals and ancillary service 
providers so that the network is built in advance of new member enrollment. As part of 
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our re-credentialing review, we consider the number of recipients assigned to each 
provider, appointment wait times, member grievances and recordkeeping to evaluate 
overall network performance.   
 
Our experienced provider relations staff will monitor patient access and routinely review 
appointment availability to adhere to the requirements of our many different clients.  We 
will incorporate Federally Qualified Health Centers and Rural Health Clinics in our 
mix of additional providers.  In the event a contract is not obtained, we are prepared to 
reimburse those facilities at the Medicaid Fee for Service rate in order to solidify the 
number of access points needed to meet the 25 mile rule requirements.   
 
The vendor must describe their approach to network management including if the network 
will be an open or closed network and if some services are currently planned to be 
provided through subcontractors, sub capitation, fee for service or alternative models such 
as accountable care organizations. 
 
The health plan is an integrated health delivery system which employs population health 
strategies through our physician–led affiliate organization. For Nevada Medicaid and 
Nevada check Up, we intend to introduce a closed network and we will work 
collaboratively with the DHCFP and our strategic partners to ensure network adequacy 
in the mandated service areas of Clark and Washoe counties. We hold our 
subcontractors to the same high standards which we use for our own provider network.  
We understand the importance of establishing a relationship with the PCP as the first 
step toward improving health and well-being for our members.  We promote the use of a 
patient-centered medical home and continuously monitor our network to evaluate 
patient load and the number of practices who are and are not accepting new patients.    
 
Network providers will be required to use designated practice guidelines and protocols.  
Prior to the contract start date the vendor shall identify the practice guidelines it intends to 
use for acceptance by the DHCFP.  Submission shall occur after awarded contract but 
before the contract start date. The State shall accept or reject, in writing, within ten (10) 
business days of receipt.   


 
The health plan is able to comply with all requirements of its provider contract and 
stipulations for its provider manuals, including its practice guidelines and protocols. We 
will work collaboratively with our strategic partners to ensure that all requirements are 
distributed timely and communicated effectively in a manner that ensures compliance 
and adherence to the guidelines. We monitor our providers regularly and take corrective 
action if there is a failure to comply with the requirements. 


 
If the MCO puts a physician/physician group at substantial financial risk for services not 
provided by the physician/physician group, the MCO must ensure that the 
physician/physician group has adequate stop-loss protection. 


 
Our current provider contract arrangements are not risk based financial arrangements.  
In the event we determine that this type of arrangement would be advantageous to both 
the health plan and the provider, we would investigate all requirements with respect to 
stop-loss and incentive payments.   


 
3.7.1 The vendor must adopt practice guidelines and protocols which: 
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3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health 


care professionals in the particular field; 
 


3.7.1.2 Consider the needs of the vendor’s recipients; 
 


3.7.1.3 Are adopted in consultation with contracting health care professionals; 
and 


 
3.7.1.4 Are reviewed and updated periodically as needed to reflect current 


practice standards. 
 


We will establish Medicaid Provider Advisory Committees (PACs) in Nevada 
using our successful advisory committee structure deployed in other states. PACs 
are an integral part of our provider-focused model. The PAC provides feedback to 
the executive leadership to build and drive population health management 
initiatives by providing strategic and operational direction. PAC responsibilities 
include:  


• Ensuring all providers are consulted and informed of key decisions to 
reduce confusion and focus efforts on top priorities;  


• Supporting providers in creating and developing innovative approaches to 
improve quality of care for Medicaid recipients; 


• Receiving feedback and inquiries from providers at all levels and 
communicating responses to appropriate individuals or groups; 


• Empowering leaders to solicit input from key providers; and 
• Ensuring provider incentives exist to maintain engagement, both financial 


and non-financial. 
 
We intend to use this nationally acclaimed model and our strong relationships 
with our local providers that are already providing services in our commercial 
network to build a robust Medicaid network.  We apply strict criteria in selecting 
the highest quality physicians, clinics, and hospitals to join our network of health 
care service providers in the communities we serve and have leveraged our 
provider relationships to build one of the most extensive commercial provider 
networks in Nevada 
 
Valid and Reliable Practice Guidelines 
 
Our practice guidelines and protocols are based on valid and reliable clinical 
evidence including lnterQual® Care Guidelines® and internally-developed 
medical criteria policies. Internal medical policies are derived from one or more of 
the following sources:   


• Current approved medical literature and peer reviewed publications; 
• Commercially available policy models;  
• Physician comments and/or recommendations;  
• Community standards of medical practice; and 
• Medicaid Guidelines.  
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Our Medical Criteria/Policy Review committee reviews and approves all medical 
policies prior to implementation.  
 
Practice Guidelines and Protocols Consider the Recipient’s Needs 
 
Our recipients’ needs are of the utmost concern in the development and review of 
guidelines. The guidelines we use are designed to support provision of safe, 
evidence-based, and clinically effective care and to avoid unnecessary care. The 
guidelines consider the individual needs and characteristics of our recipients and 
the local health care delivery system.  For example, we review our guidelines to 
ensure they are culturally appropriate and effective for children, adults, recipients 
with disabilities, and recipients in specific settings and levels of care. We also 
review and adopt guidelines using a holistic perspective considering all of our 
recipients’ needs – medical, behavioral, functional and social. 
 
Adoption of Guidelines with Health Care Professionals’ Input 
 
Prior to implementation and on an annual basis, medical policies are reviewed by 
a committee comprised of the Chief Medical Officer, appropriate medical and 
clinical specialists and actively practicing physicians, who have professional 
knowledge or clinical expertise in the area(s) being reviewed.    
 
We share new medical policies and/or changes in existing policies with the 
practitioner via our website 30 days prior to their effective date.  Practitioners may 
submit any feedback during this time period.  Practitioners may also request a 
copy of a medical policy at any time from the Medical Operations Department or 
from the Chief Medical Officer.    
 
Guidelines and Protocols Are Reviewed and Updated Periodically  
 
Annually, the Medical Criteria/Policy Review Committee, which is composed of 
appropriate, actively practicing providers reviews, modifies when needed and 
adopts lnterQual® Care Guidelines®.   We develop internal medical policies and 
review those policies annually, and on an ongoing basis, we review changes in the 
evidence for specific guidelines and revise these accordingly. For example, 
procedures or treatments classified as investigational or experimental (and 
therefore which are not covered) may over time and through continued study and 
accumulation of evidence transition to covered services. 


 
3.7.2 The Vendor must:  


 
3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the 


contract start date and, upon request, to recipients and potential 
recipients, including prior authorization policies and procedures; 


 
Our written practice guidelines are customized for each provider type 
and incorporated into the Provider Manual.  During the site visit and 
orientation, we review all guidelines, standards of care and authorization 
procedures to allow the provider to ask questions and become familiar 
with the operating protocols of the health plan. 
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3.7.2.2 Ensure that decisions for utilization management, recipient education, 


coverage of services, and other areas to which the guidelines apply are 
consistent with the guidelines; 


 
Our established quality improvement program includes policies, systems 
and staff used to ensure that decisions for utilization management, 
recipient education, coverage of services, and other relevant areas are 
consistent with the guidelines.  
 
We distribute new and revised guidelines and protocols and educate UM, 
CM, and other staff in the application of these guidelines and protocols. 
We also distribute guidelines and protocols to all other functional areas 
to which the guidelines apply, and through the supervisor and our 
compliance staff, monitor needed revisions to impacted programs and 
activities, including to policies and procedures, and recipient and 
provider materials. 
 
We monitor compliance through audits, medical record reviews, inter-
rater reliability reviews, and review of grievance, appeals and claims 
data.  
 
An annual consistency review is conducted to demonstrate the Nurse 
Reviewers' and Medical Directors' aptitude at applying criteria and 
protocols in a consistent manner. Nursing staff must score 90% 
concurrence on case reviews to pass, and Medical Directors 80%. The 
nursing staff utilizes the InterQual™ IRR testing tool to evaluate 
consistency.  The Medical Director IRR is based on random sampling of 
Medical Director Decisions to evaluate the degree of consistency in their 
application and interpretation of various case scenarios.  Reviewer 
consistency is conducted monthly for a total of ten (10) tests per year.  A 
compilation of all ten (10) tests producing a ninety (90%) percent or 
above is passing.  We educate and retrain each reviewer scoring less than 
90% who is then re-tested utilizing a new test. The average score of our 
reviewers after education and retesting for those taking the additional 
test is 96.44%.    
 
The Medical Director IRR is based on random sampling of Medical 
Director decisions to evaluate the degree of consistency in their 
application and interpretation of various case scenarios.  Forty randomly 
selected, blinded cases are chosen from each Medical Director with 
varying decisions (approve, deny, partial). The process follows the NCQA 
8 / 30 random sample rules where the first 8 case samples are selected 
from the original 40 cases; if the Medical Directors disagree on the 
decision in any one of the 8 cases, the process allows for continuation of 
review of 22 additional cases until 30 in all have been reviewed for each 
Medical Director.  Should the reviewing Medical Director(s) receive less 
than 80% concurrence on the 22 case reviews, the Medical Directors are 
to review the cases in which there is disagreement and come to an accord 
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with an unbiased medical witness (Chief Medical Officer) present and 
use expert resources as needed.   
 
We develop our own recipient materials based on the clinical practice 
guidelines and other standards of care (in addition to meeting 
requirements around readability). This information is included in our 
Recipient Handbook, newsletters, website content and other recipient 
materials. 
 
The thoroughness of our program has been confirmed by our audits. 
During the 2015 ERQO audit in another state, our Utilization 
Management Department received Full Compliance.    All components of 
the Utilization Management process were evaluated during this audit.   


 
3.7.2.3 Meet and require its providers to meet State standards for timely access 


to care and services, taking into account the urgency of the need for 
services; 


 
The health plan contractually requires its providers to meet the States 
standards for timely access to care and services.  The Provider Manual 
will include clear sections related to each type of care taking into 
consideration the urgency of the care in order to enforce these standards.  
We monitor our provider’s performance through audits, secret shopper 
calls, and customer service calls and satisfaction surveys. 


 
3.7.2.4 Ensure that its providers offer hours of operation that are no less than the 


hours of operation offered to commercial recipients or comparable to 
Medicaid FFS, if the provider serves only Medicaid recipients;   


 
We review the providers hours of operation as part of the initial 
application and contractually require our providers to offer the same 
hours of service to all enrolled members regardless of the plan of 
benefits, or plan enrollment.  This is monitored through secret shopper 
and routine audits. 


 
3.7.2.5 Make services included in the contract available twenty-four (24) hours 


per day, seven (7) days a week, when medically necessary; 
 


Medically necessary services are available 24 hours per day and 7 days 
per week.  The Provider manual includes a section on appointment 
availability including emergency service after hours. 


 
3.7.2.6 Have mechanisms to ensure compliance by providers; 


 
Provider performance is monitored through our provider relations 
department and a combination of routine audits, site visits, secret 
shopper calls and feedback received through customer service and the 
customer satisfaction survey.   
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3.7.2.7 Monitor providers regularly to determine compliance; 
 


Routine provider audits are performed at least quarterly and during the 
re-credentialing process every three year.  We use information received 
through customer service calls and the annual CAHPS survey for 
immediate follow up.  We pull random claim samples weekly and 
monthly and any non-compliant claim activity is followed up with a 
corrective action plan. 


 
3.7.2.8 Take corrective action if there is a failure to comply by network 


providers; and 
 


The provider manual is the primary vehicle used to educate network 
providers about standards for timely access to care, emergency and after 
hours care, claim submission, fraud, waste and abuse and other 
compliance requirements and penalties for compliance violations.  We 
will post all guidelines on our web portal and distribute semiannual 
provider newsletters and hold regular provider education seminars to 
keep the network up to date with changes to Medicaid policy or 
procedures. 


 
3.7.2.9 Participate in state and federal efforts to promote the delivery of services 


in a culturally competent manner to all recipients, including those with 
limited English proficiency and diverse cultural and ethnic backgrounds.   


 
The provider manual contains a section that describes requirements for 
delivering care in a culturally and linguistically competent manner.  We 
review information from our customer satisfaction and provider 
satisfaction surveys to monitor adherence to this standard. We attend 
regular seminars, or other training programs to stay abreast of the latest 
information on cultural competency and update our provider network 
with those standards through provider manual updates, newsletters, 
workshops and e-alerts. 


 
3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her 
license or certification under applicable State law, solely on the basis of 
that license, specialty or certification. The vendor may not discriminate 
against particular providers who serve high risk populations or 
specialized conditions that require costly treatment. If the vendor 
declines to include an individual or groups of providers in its network, it 
must give the affected network provider(s) written notice of the reason 
for its decision. 42 CFR 438.12 (a) may not be construed to require the 
vendor to contract with providers beyond the number necessary to meet 
the needs of its recipients; or, preclude the vendor from using different 
reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the vendor from 
establishing measures that are designed to maintain quality of services 
and control costs and are consistent with its responsibilities to recipients. 
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We have written policies and procedures to safeguard against 
discrimination against any provider for participation or reimbursement 
solely on the basis of his/her license, specialty or certification, including 
the treatment of high risk populations.  We track all provider 
applications and supporting documentation, and when a decision is 
made to deny participation in the network, we send a written explanation 
for that denial and information on the provider’s right to appeal our 
decision.  We are fully compliant with 42 CFR 438.12 and will report all 
reasons for provider denial to the DHCFP as required. 


 
3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a 


format specified by the DHCFP, which demonstrates it has the capacity 
to serve the expected enrollment in its service area in accordance with 
the DHCFP’s standards for access to care at the time it enters into the 
contract with the State and any time there is a significant change in their 
operations that impact services. Such documentation must demonstrate 
that the vendor offers an appropriate range of preventive, primary care, 
and specialty services and maintains a network of providers that is 
sufficient in number, mix, and geographic distribution to meet the needs 
of the anticipated number of recipients in the service area.  The vendor 
must submit such documentation at the time it enters into a contract with 
the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the vendor’s operations that would 
affect adequate capacity and services, and as requested by the State to 
conduct an access to care analysis.  A significant change includes but 
may not be limited to:  


 
A.  Changes in the vendor’s services, benefits, geographic service area 


or payments; or 
 


B.  Enrollment of a new population in the network. 
 


To meet the standard for numbers and types of providers, we run a 
disruption analysis using the zip code and member data provided in this 
RFP.  The resulting Geo Access report provides the framework for a 
recruiting plan in areas where access points do not meet the 25 mile rule 
as stated in the RFP requirements.  We will then conduct an extensive 
provider outreach plan that also considers factors such as transportation, 
language requirements and other needs identified through our 
community needs assessment and in concert with the Cultural 
competency plan. 
 
The health plan is continuously evaluating network adequacy and 
actively recruits providers who can enhance the range of services 
available in our current network.  Our strategy for Clark County will 
employ the same principles of network adequacy and quality to meet the 
unique needs of that region in a culturally competent and medically 
appropriate manner. 
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As previously stated, we have nearly 20 years of experience managing 
Medicaid in multiple states and the networks that support those 
programs.  We routinely review our network adequacy to not only meet 
the demands of currently enrolled members, but we also plan for 
recruitment to balance network needs due to new business growth, 
attrition of the provider population due to retirement and overall capacity 
and skill to treat the disease trends that present through utilization and 
claim experience.   


 
3.7.3 Network Management 


 
3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 


 
The PCP or a physician in a Primary Care Site serves as the 
recipient’s initial point of contact with the vendor.  As such, the PCP 
or the physician at the Primary Care Site is responsible for the 
following: 


 
A.  Delivery of covered medically necessary, primary care services and 


preventive services, including EPSDT screening services and Well 
Baby/Child Services; 


 
B.  Provision of twenty-four (24)-hour, seven (7) days per week 


coverage; 
 


C.  Referrals for specialty care and other covered medically necessary 
services in the managed care benefit package; 


 
D.  Recipients shall be allowed to self-refer for family planning, 


obstetrical, gynecological, mental health and substance abuse 
services, within the vendor’s network; 


 
E.  Continuity and coordination of the enrolled recipient’s health care; 


and 
 


F.  Maintenance of a current medical record for the enrolled recipient, 
including documentation of all services provided by the PCP, and 
specialty or referral services, or out-of-network services such as 
family planning and emergency services. 


 
Although PCPs must be given responsibility for the above 
tasks, the vendor must agree to retain responsibility for 
monitoring PCP and Primary Care Site activities to ensure 
they comply with the vendor’s and the State’s requirements.  
The vendor is prohibited from imposing restrictions on the 
above tasks.   


 
The contract for Primary Care Providers incorporates the requirements 
listed in items A-F above.  Additionally, we will include all standards for 
appointments in the Provider Manual. 
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Network providers receive a welcome package and site visit from a 
member of our provider relations staff.  The goal of the visit is to educate 
and train the provider staff on working with the health plan, member 
access requirements, emergency coverage 24/7, and eligibility 
verification and claim submission.  Moreover, our provider relations 
staff audits the practice to ensure proper coding within the electronic 
medical record (EMR) system and verification that the provider is able to 
access the web-based provider portal for eligibility and prior 
authorizations. 
 


3.7.3.2 Laboratory Service Providers 
 


The vendor shall ensure that all laboratory testing sites providing 
services under this contract have a valid Clinical Laboratory 
Improvement Amendments (CLIA) certificate or a waiver of 
certificate of registration, a CLIA identification number, and comply 
with CLIA regulations as specified by 42 CFR Part 493.  The vendor 
shall provide to the DHCFP, on request, copies of certificates of any 
laboratories with which it conducts business.  


 
Lab service providers are required to submit proof of the CLIA 
certificate during the credentialing process, and all certificates are 
validated as part of primary source verification. 


 
3.7.3.3 Essential Community Providers 


 
An essential community provider accepts patients on a sliding scale 
fee, determined on the income of the patient; does not restrict access 
or services due to financial limitations of a patient; and can 
demonstrate to the DHCFP that the restriction of patient base from 
this provider would cause access problems for either Medicaid or 
low-income patients. 


 
We are already contracted with a large number of essential 
community providers and will continue to recruit a balance of 
essential community providers to ensure adequate access for 
recipients enrolling in Nevada Medicaid for our health plan. 


 
3.7.3.4 The vendor is required to negotiate in good faith with all of the following 


essential community providers who are located in the plan’s geographic 
service area(s): 


 
A.  A Federally Qualified Health Center (FQHC) or Rural Health Center 


(RHC) to provide health care services;  
 


B.  The University Medical Center of Southern Nevada to provide 
inpatient and ambulatory services; 
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C.  The University of Nevada School of Medicine (UNSOM) System, 
including Mojave Mental Health clinics, to provide health care and 
behavioral health care services;  


 
D.  School-Based Clinics;  


 
E.  Aging and Disability Services Division (ADSD); 


 
F.  Division of Public and Behavioral Health (DPBH); 


 
G.  Substance Abuse Prevention and Treatment Agency (SAPTA); 


 
H.  Community Centered Behavioral Health Clinics (CCBHC);  


 
I.  Division of Child and Family Services (DCFS); and 


 
J.  County Child Welfare Agencies. 


 
K.  There may be times when DCFS and County Child Welfare 


Providers have provided services to a FFS recipient who then moves 
into managed care. Contracting with these providers will help ensure 
continuity of care of these recipients. 


 
The health services team will coordinate care for recipients 
moving from FFS to managed care to ensure a smooth transition, 
obtain appropriate medical records and to preserve continuity of 
care to the recipient. 


 
L.  Any health provider designated by the DHCFP as an essential 


community provider.  The DHCFP will notify the Vendor of 
providers designated by the DHCFP as essential community 
providers.  


 
M.  At the States option, the vendor may be required to contract with 


other agencies within the DHHS, the Juvenile Justice system, 
Disproportionate Share Hospitals (DSH), or various County entities 
in providing medically necessary services, including behavioral 
health.  If this option is exercised and there is any resulting 
additional expense incurred by the vendor, the DHCFP will adjust 
the capitation rate so that it remains actuarially sound. 


 
N.  Negotiating in good faith requires, at a minimum, offering contracts 


that are at least as beneficial to the provider as contracts with other 
providers in the same geographic area for similar services. Providers 
who work through one of the essential community providers must be 
negotiated in good faith.  


 
We will negotiate in good faith with the providers listed in A-N 
above.  In the event a contract is not possible, we will reimburse 
for services at the FFS Medicaid rate to ensure adequate access to 
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Medicaid members. We currently hold and will continue to 
monitor the terms of our agreements with the community health 
providers to ensure continued participation for Medicaid. 
 
Our experienced team of provider relations representatives will 
schedule face to face meetings with any provider designated as an 
essential care provider for this contract.  We will put forth 
competitive contracts and fees for consideration.  We understand 
that a contract for ECP may require fees that are proportionally 
higher than some other network providers and we are willing to 
consider alternatives provided those alternatives are actuarially 
sound. 


 
3.7.4 Subcontractors 


 
3.7.4.1 All Subcontracts, excluding network provider contracts but including 


delegation agreements, must be in writing, must be prior approved by the 
DHCFP, and must contain all applicable items and requirements as set 
forth in the DHCFP Managed Care Contract, as amended.  The vendor 
may not delegate any item or requirement in the DHCFP Managed Care 
Contract to any subcontractor or network provider without the express, 
written approval of the DHCFP.  The vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the 
application of a penalty equal to $25,000 for each incident. .  Without 
limitation the vendor must make all Subcontracts available within five 
(5) business days of a request by the DHCFP.  This includes but is not 
limited to administrative, technical and medical providers. 


 
We have developed a comprehensive delegation agreement that is 
distributed to all subcontractors as part of the contracting process and 
prior to the start of any new agreements.  The Delegation agreement is 
written to comply with URAC standards with regard to services that will 
be performed by the subcontractor on behalf of the health plan and 
includes: 


• Network Credentialing and Management 
• Claim Service 
• Member Service 
• Utilization Management 
• Case Management 
• Grievance and Appeals 


 
During the pre-delegation review, we request copies of policies and 
procedures to ensure the subcontractor has the appropriate processes in 
place to perform the delegated functions.  For network management, we 
also review a random selection of newly credentialed and re-credentialed 
provider records to check adherence with URAC standards and 
compliance with all policies on record.   
 


Managed Care Organization RFP 3260 Page 206 of 509 







We follow a request for proposal procedure when selecting vendors for 
subcontractor delegation.  To develop the RFP, we gather business 
requirements from each functional area within the health plan and we 
review the contractual requirements of our clients.  The RFP is solicited 
to no less than three (3) candidates who have experience providing the 
required service.   
 
All RFP’s undergo an internal review by the manager of planning and 
the key business owner.  A formal recommendation is presented to senior 
leadership prior to the award of any delegation agreement.  Prior to 
implementation, we conduct a full policy review and a site visit to review 
technology, information security and to monitor service levels for call 
and claim volumes.   


 
3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform 


and/or arrange for the performance of services to be provided to enrolled 
recipients on whose behalf the DHCFP makes Capitation payments to the 
vendor. Notwithstanding the use of subcontractor(s), the vendor accepts 
and acknowledges its obligation and responsibility under this contract as 
follows:  


 
A.  For the provision of and/or arrangement for the services to be 


provided under this contract and to ensure the coordination of care 
between medical, behavioral and social needs is maintained; 


 
B.  For the evaluation of the prospective subcontractor’s ability to 


perform the activities to be delegated; and 
 


C.  For the payment of any and all claims payment liabilities owed to 
providers for services rendered to enrolled recipients under this 
RFP, for which a subcontractor is the primary obligor provided that 
the provider has exhausted its remedies against the subcontractor; 
provided further that such provider would not be required to 
continue to pursue its remedies against the subcontractor in the 
event the subcontractor becomes insolvent, in which case the 
provider may seek payment of such claims from the Vendor.  For 
the purposes of this section, the term “Insolvent” shall mean: 


 
1. The adjudication by a court of competent jurisdiction or 


administrative tribunal of a party as a bankrupt or otherwise 
approving a petition seeking reorganization, readjustment, 
arrangement, composition, or similar relief under the 
applicable bankruptcy laws or any other similar, applicable 
Federal or State law or statute; or 


 
2. The appointment by such a court or tribunal having 


competent jurisdiction of a receiver or receivers, or trustee, 
or liquidator or liquidators of a party or of all or any 
substantial part of its property upon the application of any 
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creditor or other party entitled to so apply in any insolvency 
or bankruptcy proceeding or other creditor’s suit. 


 
D.  For the oversight and accountability for any functions and 


responsibilities delegated to any subcontractor.  The vendor shall 
indemnify, defend and hold the State of Nevada, the DHCFP and 
their officials, representatives and employees harmless from any and 
all liabilities, losses, settlements, claims, demands, and expenses of 
any kind (including but not limited to attorneys’ fees) which are 
related to any and all claims payment liabilities owed to providers 
for services rendered to enrolled recipients under this RFP for which 
a subcontractor is the primary obligor. 
 


E.  Subcontracts which must be submitted to the DHCFP for advance 
written approval include any subcontract between the vendor, 
excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the 
selected vendor’s responsibilities under the DHCFP Managed Care 
Contract.  This provision includes, but is not limited to, contracts for 
vision services, mental or behavioral health services, claims 
processing, recipient services, provider services, cost containment 
services such as utilization management, third party liability, 
surveillance and utilization review, and/or pharmacy services. This 
provision does not include, for example, purchase orders. In 
addition, the vendor must provide written information to the DHCFP 
prior to the awarding of any contract or Subcontract regarding the 
disclosure of the vendor’s ownership interests of five percent (5%) 
or more in any delegated entity or Subcontractor.  
 


F.  As part of its provider contracting and subcontracting, the Vendor 
agrees that it shall comply with the procedures set forth in 
Attachment D, Contract Form. 
 


G.  Subcontractor contracts may not be structured to provide financial or 
other incentives to providers and subcontractors for denying, 
reducing or limiting medically necessary services. 
 


H.  The use of “gag” clauses in subcontractor contracts is prohibited. 
 


The health plan will comply with all requirements to disclose delegated 
subcontractors as part of this RFP.  We do not currently use any 
subcontractors where there is health plan ownership interest.  We will 
comply with the requirement set forth in Attachment D, Contract form 
for any delegated subcontractors. We do not allow “gag” clauses in any 
of our agreements and we hold our subcontractors to the same standards 
to which we must comply under contract or other statute or regulation.   
 
The health plan will subcontract with an experienced Medicaid Affiliate 
for the provision of Utilization Management, Case Management and 
Quality, Compliance, Initial Fraud and Abuse investigation, First level 
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Grievance and Appeals and network support services in the areas for 
which they have assumed primary responsibility.  The affiliate brings 
more than 20 years of experience serving Medicaid populations in 
multiple states, and has a nationally recognized Medicaid Center of 
Excellence in Kentucky.  Their Medicaid operation achieved NCQA 
Accreditation in 2015 for Utilization and brings a depth and breadth of 
programming that will surpass any programs in place today for Nevada’s 
Medicaid and Check Up recipients.  The health plan additionally 
delegates vision and pharmacy claim and network services and specialty 
pharmacy services through a subcontractor.   
 
We completely accept and understand our responsibility under the 
Medicaid contract. 
 
The health plan will retain responsibility for medical claims payment, 
customer service, pharmacy management, and reporting to the State for 
all programs. 
  
As part of our delegation agreements, we conduct a vendor risk 
assessment to establish key performance indicators as part of the 
contract with each subcontractor.  KPIs are reviewed at least quarterly 
and results or deficiencies are reported to the subcontractor along with 
any penalty for non-compliance. If a subcontractor is non-compliant in a 
KPI measure for two consistent calendar quarters, a plan of corrective 
action is requested within the next reporting period.  In the event a 
subcontractor is non- compliant following a plan of corrective action, we 
will execute our right to conduct a market check for a possible 
replacement.   


 
3.7.5 Access and Availability 


 
The vendor shall: 


 
3.7.5.1 Ensure adequate physical and geographic access to covered services for 


enrolled recipients. 
 


We understand and agree to this provision. 
 


3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to 
ensure compliance with access standards, and take appropriate corrective 
action, if necessary, to comply with such access standards.  


 
To meet the standard for numbers and types of providers, we run a 
disruption analysis using the zip code and member data provided in this 
RFP.  The resulting Geo Access report provides the framework for a 
recruiting plan in areas where access points do not meet the 25 mile rule 
as stated in the RFP requirements.  We will then conduct an extensive 
provider outreach plan that also considers factors such as transportation, 
language requirements and other needs identified through our 
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community needs assessment and in concert with the Cultural 
competency plan. 
 
We will run geo access on a quarterly basis in addition to other network 
monitoring activities and provide the required updates to the DHCFP as 
requested in the RFP.   
 
The health plan is continuously evaluating network adequacy and 
actively recruits providers who can enhance the range of services 
available in our current network.  Our strategy for Clark County will 
employ the same principles of network adequacy and quality to meet the 
unique needs of that region in a culturally competent and medically 
appropriate manner. 


 
3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders 


to identify and address issues and opportunities to improve health care 
access and availability for Medicaid and CHIP recipients.  


 
We look forward to our partnership with the DHCFP and other 
community stakeholders in the administration of Nevada’s Medicaid 
programs.  We will leverage existing relationships with key university 
care partners and research facilities to support and improve the State’s 
program through education, care delivery increased network access and 
superior customer service. 
3.7.5.4 The vendor will assure access to health screenings, reproductive 
services and immunizations 


 
3.7.5.4 The vendor will assure access to health screenings, reproductive services 


and immunizations through county and state public health clinics. 
 


We will establish regular health fairs through county and state public 
health clinics as well as expanding the reach of our community wellness 
initiative by extending our web-based wellness services to all enrolled 
recipients in Medicaid and Nevada Check Up. 


 
3.7.5.5 Promotion of care management and early intervention services shall be 


accomplished by completing welcome calls and/or visits to new 
recipients.  This method ensures that an orientation with emphasis on 
access to care, choice of PCP and availability of an initial health risk 
screening occurs proactively with each recipient who becomes 
enrolled.  If a screening risk level determines need for further care 
management a care management referral will be completed.  


 
The health plan regularly partners with community stakeholders to 
establish health fairs or other venues where we can meet our new 
members and provide information about health screenings, and 
immunizations.  We host public health events throughout the year to give 
our members convenient access to these services at no additional cost.   
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For our Medicare Advantage products, we utilized community education 
forums hosted at local popular sites to introduce benefits and education 
materials to new enrollees and for individuals considering enrollment.  
Attendance was achieved through a post-card invitation and members 
were given a choice of multiple venues and times.  In addition we have 
office hours through our concierge services department where potential 
or new enrollees can make an appointment or drop in for one on one 
orientation to their benefits and enrollment information.   
 
We will develop a similar program for Medicaid recipients as well as 
holding health fairs and other educational classes to learn about the 
various programs and initiatives offered by the health plan. 


 
3.7.5.6 Maintain an adequate network that ensures the following: 


 
A.  PCP-To-Recipient Ratios 


 
The vendor must have at least one (1) full-time equivalent 
(FTE) primary care provider, considering all lines of 
business for that provider, for every one thousand five 
hundred (1,500) recipients per service area.  However, if the 
PCP practices in conjunction with a health care professional 
the ratio is increased to one (1) FTE PCP for every one 
thousand eight hundred (1,800) recipients per service area. 


 
We will build a network for Medicaid in Clark and Washoe 
Counties that meets the standards outlined in the RFP. 


 
B.  PCP Network Requirements 


 
Demonstrate that the capacity of the PCP network meets the 
FTE requirements for accepting eligible recipients per 
service area.  This ratio cannot exceed the FTE requirement.  
In no case may a single provider accept more recipients than 
allowed by the FTE requirement.   


 
We will build a network for Medicaid in Clark and Washoe 
Counties that meets the standards outlined in the RFP. 


 
C.  Primary Care Provider Participation 


 
Per geographic service area, at least fifty percent (50%) of all 
of the Network PCPs must contractually agree to accept 
eligible recipients.  At least fifty percent (50%) of the 
aforementioned PCPs must accept eligible recipients at all 
times.  If the vendor has a contract with a Federally 
Qualified Health Center (FQHC) and/or the University of 
Nevada Medical School, the physicians of the MCOs can be 
counted to meet the fifty percent (50%) participation and 
fifty percent (50%) acceptance requirement.  The DHCFP or 
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its designee may audit the vendor’s network monitoring tool 
for compliance. 


 
We will build a network for Medicaid in Clark and Washoe 
Counties that meets the standards outlined in the RFP. 


 
D.  Physician Specialists 


 
The vendor must provide access to all types of physician 
specialists for PCP referrals, and it must employ or contract 
with specialists in sufficient numbers to ensure specialty 
services are available in a timely manner. The vendor should 
provide access to at least two specialists/subspecialists in 
their service areas. The minimum ratio for specialists (i.e., 
those who are not PCPs) is one (1) specialist per one 
thousand five hundred recipients per service area (1:1,500).  
 
These ratios may be adjusted by the DHCFP for under-
served areas, upon the analysis of physician specialist 
availability by specific service area. 
 
If a recipient is unable to arrange specialty care from a 
network provider, the vendor must arrange for services with 
a provider outside the vendor’s network.  


 
We will build a network for Medicaid in Clark and Washoe 
Counties that meets the standards outlined in the RFP. 
 
The health plan conducts a network match using member 
zip code data when evaluating new business.  The 
components of this review include PCP to member ratios, 
specialist ratios, access to in and outpatient facilities and 
overall disruption when indicated.  The information from 
this review is disseminated to our provider recruiting team 
to formulate an action plan for building additional access 
points necessary to serve new members and their families.   
 
We will leverage programs like ECHO, sponsored by the 
University of Nevada School of Medicine to expand our 
primary care capabilities and enable providers to work at 
the top of their license through education to increase and 
maintain competency in specialty chronic disease areas for 
Hepatitis C, Chronic Pain, Asthma, Diabetes, and 
Behavioral Health.  The ECHO program introduces tele-
education to improve access to scarce health care 
resources; to share best practices and reduce variation in 
care; to develop specialty expertise in PCPs, and to improve 
and monitor patient outcomes.   
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We will reimburse non-network specialists at the same rate 
as FFS Medicaid in the event a network specialist is not 
available to care for patients. 


 
3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with 


the degree of urgency, as follows: 
 


A.  Emergency Services   
 


Emergency Services shall be provided immediately on a 
twenty-four (24)-hour basis, seven (7) days a week, with 
unrestricted access, to enrolled recipients who present at any 
qualified provider, whether a network provider or an out-of-
network provider.   


 
Emergency care is available to members either using an urgent 
care center or in the Emergency Room when necessary.  All 
network providers are required contractually to offer access to an 
after hour’s service for emergencies.  The member handbook and 
our website will each provide instructions to recipients on how to 
access services in an emergency or after hours.   


 
B.  PCP Appointments 


 
1. Medically necessary, primary care provider appointments are 


available within two (2) calendar days;  
 


2. Same day, urgent care PCP appointments ; and 
 


3. Routine care PCP appointments are available within two (2) 
weeks.  The two (2) week standard does not apply to 
regularly scheduled visits to monitor a chronic medical 
condition if the schedule calls for visits less frequently than 
once every two (2) weeks. 


 
To ensure the standards of appointment availability are met on a 
consistent basis, we will add the requirements outlined in points A-
B, and sub points 1-3 above into our provider contracts for 
Medicaid. The provider manual for primary care providers will 
also have this information outlined in the appropriate section for 
access to care, and we will review all standards during new 
provider orientation and site visits. 


 
C.  Specialist Appointments 


 
For specialty referrals to physicians, therapists, behavioral 
health services, vision services, and other diagnostic and 
treatment health care providers, the vendor shall provide: 
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1. Same day, emergency appointments within twenty-four (24) 
hours of referral; 


 
2. Urgent appointments within three (3) calendar days of 


referral; 
 


3. Routine appointments within thirty (30) calendar days of 
referral; and  


 
4. Vendor must allow access to a child/adolescent specialist(s) 


if requested by the parent(s). 
 


To ensure the standards of appointment availability for specialist 
visits are met on a consistent basis, we will add the requirements 
outlined above into our specialty provider contracts for Medicaid. 
The provider manual for specialty care providers will also have 
this information outlined in the appropriate section for access to 
care, and we will review all standards during new provider 
orientation and site visits. 


 
D.  Prenatal Care Appointments 


 
Initial prenatal care appointments shall be provided for 
enrolled pregnant recipients as follows: 


 
1. First trimester within seven (7) calendar days of the first 


request; 
 


2. Second trimester within seven (7) calendar days of the first 
request; 


 
3. Third trimester within three (3) calendar days of the first 


request; and 
 


4. High-risk pregnancies within three (3) calendar days of 
identification of high risk by the vendor or maternity care 
provider, or immediately if an emergency exists. 


 
Participating network specialists for Obstetrics and Gynecology 
are required contractually to meet the appointment standards 
outlined in section D above.  We will incorporate all appointment 
standards into the Provider Manual and review as part of provider 
orientation during each site visit.  Compliance with these 
standards for Primary Care and Specialist appointments will be 
monitored through routine provider audits, secret shopper calls, 
and a review of CAHPS survey information and customer service 
calls as part of re-credentialing. 


 
3.7.5.8 Appointment Standards 
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The vendor shall have established written policies and procedures: 
 


A.  Disseminating its appointment standards to all network providers, 
and must assign a specific staff member of its organization to ensure 
compliance with these standards by the network.   


 
B.  Concerning the education of its provider network regarding 


appointment time requirements, the vendor shall: 
 


1. Monitor the adequacy of its appointment process and 
compliance; and  


 
2. Implement a Plan of Correction (POC) when appointment 


standards are not met. 
 


The provider relations team lead by the Director of Contracting 
will be responsible for monitoring all appointment time standards, 
provider education and provider performance on an ongoing basis 
for the duration of this contract. We have established policies and 
procedures for network management and oversight including 
corrective action plans and we track and report on network 
performance monthly, quarterly and annually as part of our 
URAC Accreditation and our compliance program.  We will 
incorporate the appointment standards required by the State for 
this Medicaid contract and review at our policy and procedure 
committee meeting prior to the service start date on July 1, 2017. 


 
3.7.5.9 Office Waiting Times 


 
The vendor shall establish written guidelines that a recipient’s 
waiting time at the PCP’s or specialist’s office is no more than one 
(1) hour from the scheduled appointment time, except when the 
provider is unavailable due to an emergency.  Providers are allowed 
to be delayed in meeting scheduled appointment times when they 
“work in” urgent cases, when a serious problem is found, or when 
the patient has an unknown need that requires more services or 
education than was described at the time the appointment was 
scheduled. 
 
We have written policies and procedures for waiting times and will 
incorporate all state standards into those policies prior to the 
contract go live date of 7/1/2017. Providers are contractually 
obligated to comply with all standards and we will include all 
standards for Medicaid in the Provider Manual for review during 
provider orientation. 


 
3.7.5.10 Access Exceptions 


 
Document and submit to the DHCFP, in writing within 15 days, 
justification for exceptions to access standards set forth in this RFP. 
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Such justifications shall include alternative standards that are equal 
to or better than the usual and customary community standards for 
accessing care. 


 
We have demonstrated ability to comply with all requirements 
related to Access and Availability. We include language in our 
provider contracts and in our provider manuals including, but not 
limited to, information regarding each providers’ role and 
responsibility to its patient, access and availability standards and 
appropriate appointment wait times.  
 
On a quarterly basis, the health plan will use geo-mapping and 
data-driven analyses to ensure compliance with access standards, 
and take appropriate corrective action, if necessary, to comply with 
such access standards. The health plan works collaboratively with 
our strategic partners to ensure enrolled recipients have access to 
health screenings, reproductive services and immunizations 
through county and state public health clinics. The health plan 
will assign specific staff responsible to ensure provider network 
compliance with these standards. 


 
3.7.5.11 Provider Terminations 


 
A.  The vendor must give written notice of termination of a contracted 


provider, within fifteen (15) days of receipt or issuance of the 
termination notice, to each recipient who received his/her primary 
care from, or was seen on a regular basis by the terminated provider. 


 
We will provide notice of termination to both the provider and the 
DHCFP within the time frames required in this RFP. We will 
include in our notice the reason, cause or basis for the termination 
decision along with all supporting documentation.  At a minimum 
we will report all of the following: 


 
B.  If the vendor decredentials, terminates, or disenrolls a provider, the 


vendor must inform the DHCFP Provider Enrollment Unit within 
five (5) business days.  


 
We will provide notice of termination to both the provider and the 
DHCFP within the time frames required in this RFP. We will 
include in our notice the reason, cause or basis for the termination 
decision along with all supporting documentation.  At a minimum 
we will report all of the following: 


 
C.  The vendor at a minimum must provide the DHCFP the basis, 


reasons or causes for such action and any and all documentation, 
data, or records obtained, reviewed, or relied on by the vendor 
including but not limited to:  
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1. Provider/patient files. 
2. Audit reports and findings. 
3. Medical necessity reviews. 


 
The health plan reviews provider credentials at least annually to 
ensure he/she is up to date with licensure, DEA certification and 
other documentation as required by law and by credentialing 
policy.  Member inquiries and grievances are also factored into the 
provider review to ensure they are meeting standards related to 
appointment availability, 24/7 emergency coverage, quality and 
standards of care.  The health plan will comply with all 
notification requirements as indicated in this RFP and cooperate 
fully with the DHCFP on requests for information and document 
if a decision is made to disenroll a provider from the network.   


 
D.  If the decredentialing, termination or disenrollment of a provider is 


due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse, the DHCFP is responsible for notifying the MFCU 
or HHS-OIG. 


 
The health plan will comply with the DHCFP for any 
investigations that involve criminal activity, fraud or abuse and 
provide all such records and reports as necessary to meet reporting 
requirements with the MFCU or HHS-OIG. 


 
3.7.5.12 Notification of Significant Network Changes 


 
A.  The vendor will notify the DHCFP’s designated staff, within one (1) 


business day, of any unexpected change that would impair its 
provider network.  This notification shall include: 


 
1. Information about the nature of the change and how the 


change will affect the delivery of covered services; and 
 


2. The vendor’s plans for maintaining the quality of recipient 
care if the provider network change is likely to result in 
deficient delivery of covered services. 


 
The health plan is able to comply with all requirements related to 
Provider Terminations, Notifications of Significant Network 
Change and Prohibited Practices.  The health plan will notify the 
DHCFP’s designated staff, within one (1) business day, of any 
unexpected change that would impair its provider network. The 
health plan will give written notice of termination of a contracted 
provider, within fifteen (15) days of receipt or issuance of the 
termination notice, to each recipient who received his/her primary 
care from, or was seen on a regular basis by the terminated 
provider.  
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If the health plan decredentials, terminates, or disenrolls a 
provider, the health plan will inform the DHCFP Provider 
Enrollment Unit within five (5) business days. 


 
B.  The vendor must notify the DHCFP of any change in its network 


that will substantially affect the ability of recipients to access 
services as soon as the change is known, or not later than fifteen 
(15) calendar days prior to the change. 


 
The health plan will comply with all requirements outlined in 
section 3.7.5.12 items A and B for notification of significant 
network changes and not later than 15 days prior to that change.  
We will also update our website with the same information and 
within the same timeframe. 


 
3.7.5.13 Prohibited Practices 


 
The vendor shall take affirmative action so that recipients are 
provided access to covered medically necessary services without 
regard to race, national origin, creed, color, gender, gender identity, 
sexual preference, religion, age, and health status, physical or mental 
disability, except where medically indicated.  Prohibited practices 
include, but are not limited to, the following: 


 
A.  Denying or not providing an enrolled recipient a covered service or 


available facility; 
 


B.  Providing an enrolled recipient a covered service which is different, 
or is provided in a different manner, or at a different time from that 
provided to other recipients, other public or private patients, or the 
public at large; 


 
C.  Subjecting an enrolled recipient to segregation or separate treatment 


in any manner related to the receipt of any covered medically 
necessary service, except where medically indicated; 


 
D.  The assignment of times or places for the provision of services on 


the basis of race, national origin, creed, color, gender, gender 
identity, sexual preference, religion, age, physical or mental 
disability, or health status of the recipient to be served;  


 
E.  The vendor may not prohibit, or otherwise restrict, a health care 


professional acting within the lawful scope of practice, from 
advising or advocating on behalf of a recipient who is his or her 
patient: 


 
1. For the recipient's health status, medical care, or treatment 


options, including any alternative treatment that may be self-
administered; 
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2. For any information the recipient needs in order to decide 
among all relevant treatment options; 


 
3. For the risks, benefits, and consequences of treatment or 


non-treatment; and 
 


4. For the recipient's right to participate in decisions regarding 
his or her health care, including the right to refuse treatment, 
and to express preferences about future treatment decisions. 


 
F.  The vendor is prohibited from paying for an item or service (other 


than an emergency item or service, not including items or services 
furnished in an emergency room of a hospital): 


 
1. Furnished by any individual or entity that is excluded from 


participation under title V, XVIII, or XX or under this title; 
 


2. Furnished at the medical direction or on the prescription of a 
physician, during the period when such physician is excluded 
from participation  and when the person furnishing such item 
or service knew, or had reason to know of the exclusion 
(after a reasonable time period after reasonable notice has 
been furnished to the person); 


 
3. Furnished by an individual or entity to whom the state has 


failed to suspend payments during any period when there is a 
pending investigation of a credible allegation of fraud 
against the individual or entity, unless the state determines 
there is good cause not to suspend such payments; 


 
4. With respect to any amount expended for which funds may 


not be used under the Assisted Suicide Funding Restriction 
Act of 1997; 


 
5. With respect to any amount expended for roads, bridges, 


stadiums, or any other item or service not covered under the 
Medicaid State Plans; or  


 
6. For home health care services provided by an agency or 


organization, unless the agency provides the state with a 
surety bond as specified in Section 1861(o)(7) of the Act. 


 
G.  Charging a fee for a medically necessary covered service or 


attempting to collect a co-payment.  
 


If the vendor knowingly executes a subcontract with a 
provider with the intent of allowing, encouraging, or 
permitting the subcontractor to implement unreasonable 
barriers or segregate (i.e., the terms of the subcontract are 
more restrictive than the vendor’s contract with the DHCFP 
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or incentives or disincentives are structured to steer enrolled 
recipients to certain providers) the vendor will be in default 
of its contract with the DHCFP.  In addition, if the vendor 
becomes aware of any of its existing subcontractors’ failure 
to comply with this section and does not take immediate 
action, it will be in default of its contract with the DHCFP.  


 
We agree to take affirmative action so that recipients are provided access 
to covered medically necessary services without regard to race, national 
origin, creed, color, gender, gender identity, sexual preference, religion, 
age, and health status, physical or mental disability, except where 
medically indicated.  We understand that the practices listed in A-G 
above are prohibited. 
 
As a previously indicated, we have written policies and procedures in 
place to ensure that care is delivered to all members in a fair and 
consistent manner.  Our staff complete extensive training on patient care 
delivery and our role in the decision making process is to evaluate 
evidence- based data to return a decision of Medical Necessity and to 
apply the benefit parameters expected by our clients.   
 
Success starts with a strong foundation. Providers sit on the front lines of 
care and have powerful insights into their systems, staff and individual 
patients. Our governance model puts providers in key leadership roles so 
they can be heard and held accountable to the decisions, initiatives and 
priorities set out by the governing board, which is comprised of physician 
leaders, heath plan leaders and health system leaders.  
 
As health plan leaders, our clinicians do not interfere with the physician 
–patient relationship.  We routinely monitor our network for any 
discriminatory practices, and will terminate any provider immediately 
who restricts access or treatment or who otherwise does not comply with 
standards of care required for this or any other contract.   
 
We have extensive claim auditing protocol that identifies potential codes 
for review and reconsideration prior to payment.  We will follow all 
protocol established under our Compliance program to safeguard the 
plan resources and to prevent fraud, waste or abuse as is required by this 
RFP, state and Federal statute, law or other guidelines. Our Program 
Integrity Unity (PIU) has a comprehensive monitoring and audit work 
plan to detect and prevent violations of these requirements.  Staff and 
providers are required to complete initial and ongoing education as a 
condition of employment and continued network participation. 


 
3.7.6 Provider Contracts 
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3.7.6.1 The vendor will execute and maintain, for the term of the contract, 
written provider agreements with a sufficient number of appropriately 
credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


 
The health plan maintains written contracts for any provider seeking 
network participation.  For Medicaid we will develop a specific network 
to meet the access standards described in this RFP.  Provider contracts 
will be written to include all required standards for network access, 
appointment availability, appointment wait times, and standards of care, 
non-discrimination and cultural competency.   


 
3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base 


provider contract prior to execution.  In addition, prior to distributing or 
executing any substantive changes or amendments to the base contract, 
the vendor shall submit drafts of standard language for any such contract 
to the DHCFP for review.  Provider contracts must meet all state and 
federal requirements.  Vendors are expected to submit all necessary 
information to demonstrate agreements are complete. The vendor shall 
submit any of its provider contracts to the DHCFP upon request.  


 
We will provide to DHCFP for review and copy of all base contracts 
prior to execution.  We will also provide DHCFP with revisions to 
contract language prior to changing those contracts. 


 
3.7.6.3 The timing and other events associated with provider recruitment must 


occur in a manner that will ensure meeting the objectives noted within 
this RFP.  The effort must include outreach to providers who are not 
currently participating in the DHCFP’s medical assistance programs or 
have a signed agreement but do not actively accept eligible recipients. 


 
As part of our implementation plan we will prepare a network recruiting 
plan for both Clark and Washoe counties and provide regular updates to 
the DHCFP throughout the implementation period.  We will produce a 
net3work directory at least 60 days prior to the go live date of July 1, 
2017.  Our recruiting efforts will be ongoing and continuous to meet the 
demands of the Medicaid population.   


 
3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid 


provider must be referred to the DHCFP for completion of the Medicaid 
provider enrollment.  However, vendors may enter into single case 
agreements with non-Medicaid providers as needed.  Any provider 
located outside of the state of Nevada must be licensed in their home 
state of practice in order to enter into a single case agreement with a 
vendor.  


 
At the time of application, we will refer all providers who have not 
previously been enrolled with FFS Medicaid to the State’s fiscal agent 
for review and addition to that program.  We will not activate a provider 
in our network until our credentialing process is complete and we have 
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received notification that the provider has been accepted to the Medicaid 
FFS program. 


 
3.7.6.5 The vendor must also have written policies and procedures for 


monitoring and complete this monitoring on its providers, and for 
disciplining providers who are found to be out of compliance with the 
vendor’s medical management standards.  The vendor must submit these 
policies and procedures to the DHCFP within ten (10) business days of 
the implementation.  


 
We have written policies and procedures in place for monitoring and 
auditing provider performance.  We conduct routine audits of provider 
performance at least monthly using claim audit, customer service audit, 
secret shopper and CAHPS survey information.  We review all provider 
feedback and information during the re-credentialing review once every 
three years.  If a provider is non-compliant with any of our guidelines or 
policies, we initiate a place of correction.  In the event a correction plan 
is required, we will notify the DHCFP within 10 days of that notice of 
non-compliance. 


 
3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 


1876 of the Social Security Act and the reporting requirements outlined 
in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The 
vendor must provide information regarding its physician incentive 
plan(s) to the State, CMS, and any Medicaid and Nevada Check Up 
recipient, upon request.  The rules and guidelines for physician incentive 
plans also apply to the vendor’s subcontractors.  


 
Our incentive compensation plans are fully compliant with 1876 of the 
Social Security Act and we meet all reporting requirements found in 42 
CFR 422.208, 422.210 and 438.6(h) (1). 


 
3.7.6.7 Provider contracts may not be structured to provide financial or other 


incentives to providers and subcontractors for denying, reducing, or 
limiting medically necessary services to a recipient. 


 
We do not provide any financial incentive to our providers for restricting 
or reducing service or limiting access to medically necessary services.   


 
3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 


 
We do not allow “gag” clauses in our contracts. 


 
3.7.6.9 All provider contracts must be made available to the DHCFP within five 


(5) business days of the request.  
 


We will provide copies of all provider contracts as requested by the 
DHCFP within five (5) business days of each request. 
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3.7.6.10 The vendor will support and participate in any future grants awarded to 
Medicaid that affect MCOs or MCO recipients.   


 
We are excited to learn more about the Medicaid Adult Incentive Grant 
and how our programs might fit with the initiatives supported by the 
grant.  We will work collaboratively with the DHCFP on this and other 
similar projects. 


 
3.7.6.11 The vendor will be subject to ACA requirements for Medicaid 


enrollment. 
 


The health plan is able to comply with all requirements related to 
Provider Contracts. The health plan will execute and maintain, for the 
term of the contract, written provider agreements with a sufficient 
number of appropriately credentialed, licensed or otherwise qualified 
providers to provide enrolled recipients with all medically necessary 
covered services. The health plan will share its base provider contract 
with DHCFP prior to execution and will inform DHCFP of any 
substantial changes to our base contract for review prior to implementing 
such a change. The health plan will recruit providers to the network who 
are actively enrolled with Medicaid and will refer any who are not to 
DHCFP prior to contracting with them. The health plan will make 
available all provider contracts to the DHCFP within five (5) business 
days of the request. 


 
3.7.7 Provider Directory 


 
The vendor will publish its provider directory which includes all providers including 
FQHCs, and any subcontractors’ provider directory via an Internet website upon 
contract implementation and will update the website on a monthly basis for all 
geographic service areas.  Listed providers in the MCO network must be active, 
currently providing care or accepting new patients on behalf of the MCO and the 
provider’s demographic data must be accurate. The vendor will provide the DHCFP 
with the most current provider directory upon contract award for each geographic 
service area.  Upon request by the DHCFP, the vendor must confirm the network 
adequacy and accessibility of its provider network and any subcontractor’s provider 
network. When queried at least 90% of listed providers will confirm participation in 
the vendor’s network.  
 
On a monthly basis, no later than the tenth (10) day of the month, the vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all 
providers who have disenrolled, deactivated, terminated, decredentials or been 
removed from the active provider enrollment in the previous month. If the provider 
has been terminated, decredentials or disenrolled, the cause and all required 
documentation of the termination will be supplied to the DHCFP upon termination 
within five (5) business days. 


 
The health plan is able to comply with all requirements in this RFP related to the 
production and maintenance of a provider directory.  The health plan will produce 
a written directory that includes all providers including FQHCs and 
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subcontracted networks via a website and provide monthly updates to the site.  We 
will provide our director on a monthly basis, no later than the 10th of each month, 
including a listing of all added or terminated providers.  If the provider is 
terminated, we will provide notice with all supporting documentation within the 
five (5) business days required by DHCFP. 


 
3.7.8 Provider and Recipient Communications 


 
All general communications to recipients must be written at an eighth (8th) grade 
level of understanding reflecting cultural competence and linguistic abilities.  The 
DHCFP must approve initial mass letter mailings and brochures or any subsequent 
change in content for recipients, exclusive of medical educational and disease 
management information, prior to release. If the DHCFP does not respond within 
ten (10) business days the vendor may consider the communication approved.  This 
provision does not pertain to communications on specific topics to individual 
recipients. 


 
We will develop and submit to the DHCFP all communication materials for 
provider and recipient communication.  All will be written at the eighth grade 
reading level.  Appropriate materials will be translated into Spanish or for 
individuals who have limited English proficiency for that language. 


 
3.7.8.1 Provider Policy and Procedure Manual 


 
A.  The vendor must prepare, subject to the approval of the DHCFP, a 


Provider Policy and Procedure Manual for each distinct class of 
provider.  The vendor shall document the approval of the provider 
manual by the vendor’s Medical Director, and shall maintain 
documentation verifying that the provider manual is reviewed and 
updated at least annually. 


 
We will prepare a provider policy and procedure manual and 
submit to DHCFP for approval prior to distribution. The manual 
will cover all topics outlined below. 


 
B.  Upon approval of the DHCFP, the vendor may publish the manual 


material related to more than one category of provider in a single 
volume.  The vendor must furnish one (1) copy of the manual to 
each provider upon recruitment into the network, and must update 
all copies of the manual in each provider’s possession when changes 
are made by the vendor.  Provider update notices sent via facsimile, 
mail, and e-mail may be utilized to update the provider manual 
when changes are made by the vendor.  The vendor can meet this 
requirement by furnishing one (1) copy of the manual and one (1) 
copy of the manual updates to each provider practice where several 
providers within the practice are participants in the network. One (1) 
hard copy and one (1) electronic copy of the Provider Manual shall 
be provided to the DHCFP.  That electronic copy must be updated 
with the same frequency as the hardcopy manual copies furnished to 
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providers.  The manual shall include, at a minimum, the following 
information: 


 
We will prepare a provider policy and procedure manual and 
submit to DHCFP for approval prior to distribution. The manual 
will cover all topics outlined below. 


 
1. The policies and procedures to be implemented by the 


vendor to ensure provider contract compliance; 
 


2. The procedures governing verification of recipient eligibility 
and the process for receiving and disseminating recipient 
enrollment data to participating providers;  
 


3. Prior authorization procedures and requirements; 
 


4. The procedures for claims administration; 
 


5. Provider credentialing criteria; 
 


6. Provider network management; 
 


7. The benefits and limitations available to enrolled recipients 
under the program, including any restrictions on recipients’ 
freedom of choice imposed by the program and any/all 
payment obligations; 
 


8. Administrative and billing instructions, including: a list of 
procedure codes; edits; units; payment rates; and all pertinent 
information necessary to submit a clean claim in a timely 
manner; 
 


9. Procedure to dispute adverse payment and contract 
decisions; and  
 


10. Policies and procedures to be implemented by the Vendor to 
manage quality improvement and recipient service 
utilization. 
 


An outline of our proposed 2017 Provider Policy and Procedure 
Manual, approved by our Medical Director, for each distinct class 
of providers is listed below. These sections area adopted from our 
2016 Medicaid Manual for another state:  


A. Section 1.0 – Introduction 
B. Section 2.0 – Administrative Procedures 
C. Section 3.0 – Provider Roles and Responsibilities 
D. Section 4.0 – Office Standards 
E. Section 5.0 – Utilization Management 
F. Section 6.0 – Referrals 
G. Section 7.0 – Benefit Summary and Exclusions 
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H. Section 8.0 – Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) 


I. Section 9.0 – Quality Improvement 
J. Section 10.0 – Emergency Care/Urgent Care Services 
K. Section 11.0 – Special Programs 
L. Section 12.0 – Outpatient Pharmacy Services 
M. Section 13.0 – Obstetrical 
N. Section 14.0 – Family Planning 
O. Section 15.0 – Provider Billing Manual 
P. Section 16.0 – Behavioral Health 
Q. Section 17.0 – Forms and Documents 
R. Section 18.0 – Dental Network 
S. Section 19.0 - Acronyms 


 
We will develop a Nevada-specific manual adapted for each 
distinct class of providers. We will ensure the provider manuals 
are reviewed and updated no less than annually. We will provide 
any policy and procedure updates to the DHCFP within five 
business days of contract implementation. New policies and 
procedures developed during the year will be available to the 
DHCFP for review upon request.  
 
A project manager and a Communications team member are 
assigned to lead the review of the Provider Manual on an annual 
basis.  As needed throughout the year, the project manager will 
also lead needed updates.  The project manager identifies the 
subject matter expert or experts (SME) for each section within the 
manual, coordinates a meeting to review the requirements, and 
sets the date for completion of modifications.  The SME reviews 
updates for each distinct class of provider, identifying needed 
revisions and reporting these to the project manager.   
 
Those section changes are then formatted and sent back to the 
SME and their department manager (or assigned Business Owner) 
for review and sign-off for accuracy.  As all sections approvals are 
received from the respective department manager or Business 
Owner, the Communications team formats the final draft of each 
required, distinct Provider Manual.                                           
 
After review and approval by the Compliance Department, the 
final draft of the Provider Manual for each distinct provider class 
will then be sent to the Medical Director for final review and 
approval.  Upon approval, each manual is posted on health plan 
website.   


 
3.7.8.2 Provider Workshops 


 
The vendor must conduct, at least annually, provider workshops in 
the geographic service area to accommodate each provider site.  In 
addition to presenting education and training materials of interest to 
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all providers, the workshops must provide sessions for each discrete 
class of providers whenever the volume of recent changes in policy 
or procedures in a provider area warrants such a session.  All 
sessions should reinforce the need for providers to verify recipient 
eligibility and enrollment prior to rendering services in order to 
ensure that the recipient is Medicaid-eligible and that claims are 
submitted to the responsible entity.  Individual provider site visits 
will suffice for the annual training requirement. 


 
We will conduct at least once per year a provider workshop in the 
geographic area for each provider site.  Workshops we have 
conducted in the past include education and training materials 
and the introduction of new programs for members.  Workshops 
are offered with Continuing Education credits to encourage 
greater provider participation.  We also use these workshops to 
conduct new provider orientation and distribute updates to our 
provider manuals.  A portion of all workshops includes a session 
on eligibility verification, claim submission EPSDT coding 
requirements and prior-authorization procedures.   
 
Our provider relations, education and communication strategy 
centers around strategically-placed staff, comprehensive ongoing 
provider education and outreach, and supplemental reference 
tools and resources. The strategy involves several different teams 
working across various departments to achieve optimal results of 
our providers and ultimately our recipients.  
 
Annual Provider Workshops 
 
Our provider relations staff works with staff in other key 
departments to develop an annual provider workshop, which 
entails a 5-hour immersion in Health Plan structure, operations, 
programs and resources. This workshop enables the providers to 
meet staff in person and gain a deeper understanding of the 
benefits and responsibilities of being a Health Plan provider. The 
Health Plan conducts this workshop in several convenient 
locations across the state to improve attendance.  
 
We customize the workshops for various types of providers. For 
example, one session for PCPs provides education on the 
Management of Behavioral Health Conditions in the Primary 
Care Setting.  Behavioral Health sessions may include processes to 
maximize successful referrals to behavioral health specialists and 
transition of care for recipients leaving an inpatient behavioral 
health stay. 
 
The following topics were addressed in our 2015 provider 
workshops:  


1. Health Plan Overview 
2. Meet Public Relations Specialists 
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3. Meet Public Relations Managers 
4. Meet Public Relations Director 
5. Operating structure 
6. Medicaid landscape 
7. Open enrollment 
8. Innovation  
9. Clinical awareness 
10. Medicare Advantage 
11. Resources 
12. Website 
13. Provider portal 
14. Recipient Disenrollment  
15. ICD 10 
16. Provider Enrollment 
17. Claims information 
18. Behavioral Health 
19. Suboxone 
20. Labs 
21. Title VI  
22. Health Literacy 
23. Compliance  
24. Fraud waste and abuse 
25. Auditing 


 
We will adapt the workshop to address the needs unique to Nevada 
recipients, the provider network and the managed care program, 
such as coordinating referrals to IHS/Tribal Clinics for Native 
American recipients or responsibilities for recipients with juvenile 
justice involvement. We will ensure our workshops include 
discussion on verification of recipient eligibility and enrollment 
prior to rendering services in order to ensure that the recipient is 
Medicaid-eligible and that claims are submitted to the responsible 
entity. 
 
We ask providers to evaluate our workshops using a Likert Scale 
to rate satisfaction with the location of workshop, time of 
workshop, and speaker’s knowledge of subject matter. The 
evaluation elicits participant opinions regarding whether the 
presenter was clear, encouraged participation, managed 
discussions well, responded to questions satisfactorily, and used 
available time effectively. We also ask whether the topic(s) were 
relevant to providers’ office needs, whether the environment was 
conducive to learning, satisfaction with the quality of audio and 
visuals, the overall evaluation of workshop, likelihood of the 
providers’ future participation, whether the workshop met the 
providers’ educational or information needs, and a request to offer 
topics for future workshops and webinars. 
 
In addition to workshops, we conduct quarterly webinars for 
providers. We consider a variety of inputs to determine the focused 
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topics of the webinars. During these discussions, providers identify 
webinar themes and provide feedback about future webinar topics. 
Webinars typically target subject matter that needs to be addressed 
in further depth than through written materials, or a with a health 
plan representative in a brief encounter in the office or via the call 
center.  
 
In the past year, we offered the following webinars: 


• Quarter 1: Why Referrals Matter 
• Quarter 2: Understanding Authorizations 
• Quarter 3: Understanding Quality and HEDIS 
• Quarter 4: Women’s Health and EPSDT 


 
3.7.8.3 Provider Newsletter 


 
The vendor must publish a semi-annual newsletter for network 
providers.  Topics may include practice guidelines, policy updates, 
quality management strategies, and other topics of provider interest. 


 
The health plan currently relies on E-News Alerts and the 
“provider newsletter”. E-News is a brief document sent via email 
to update providers in the same manner as is intended for the 
newsletter; however, the news is often more timely and in smaller 
segments so that busy providers and their staff are able to review it 
in a timely manner.  On average, the E-News alerts go out on a 
weekly basis; however there may be more or less frequent updates 
depending on the volume of information to publish.  We are 
willing to publish a Medicaid specific newsletter for distribution to 
all providers on a quarterly basis if required, which may be a 
summary of the E-News alerts distributed ruing the preceding 
quarter.  We will publish the newsletter on our website for ease of 
distribution and provide copies of all newsletters to the DHCFP. 


 
3.7.8.4 Recipient Newsletter 


 
The vendor must publish a newsletter for enrolled recipients at least 
twice per year.  The newsletter will focus on topics of interest to 
enrolled recipients and must be written at an eighth (8th) grade level 
of understanding reflecting cultural competence and linguistic 
abilities.   
 
The vendor must provide a copy of all newsletters to the DHCFP.  
Additionally, these newsletters and announcements regarding 
provider workshops must be published on the vendor’s website.  


 
The health plan is able to comply with all requirements related to 
Provider and Recipient Policy and Procedure Manual for each 
distinct class of provider.  The health plan will document the 
approval of the provider manual by our Medical Director, and 
shall maintain documentation verifying that the provider manual 
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is reviewed and updated at least annually. The health plan will 
furnish one (1) copy of the manual to each provider upon 
recruitment into the network, and will update all copies of the 
manual in each provider’s possession when changes are made to 
the manual.  The health plan may communicate updates to the 
manual via facsimile, mail, and e-mail to the provider network 
when changes are made. The health plan will also provide a copy 
of changes to DHCFP. The health plan will conduct Provider 
Workshops at least annually, send out Provider Newsletters at 
least semi-annually, and send out Recipient Communications at 
least semi-annually. Each respective effort shall be strategic, 
informative and contain focus topics for its appropriate audience. 
 
We will revise our provider manual for Nevada Medicaid protocols 
and produce the required handbooks for each class of provider.  
The standard provider welcome package contains the handbook in 
addition to a fully executed contract.  During the orientation site 
visit, provider staff is trained on accessing the provider portal for 
eligibility verification and prior authorization procedures.   
 
All changes to newsletters and handbooks will be provided to the 
DHCFP as required by contract. 


 
3.7.9 Network Maintenance 


 
3.7.9.1 Maintenance of the network includes, but is not limited to: 


 
A.  Initial and ongoing credentialing; 


 
B.  Adding, deleting, and periodic contract renewal; 


 
C.  Provider education; and 


 
D.  Discipline/termination, etc. 


 
The health plan is able to comply with all requirements for network 
maintenance as indicated in this RFP. A more detailed description of our 
network maintenance program is outlined in section 3.7. 


 
3.8 MEDICAL RECORDS 


 
Complete medical records shall be maintained by the vendor’s contracted providers, for 
each enrolled recipient in accordance with this RFP.  The records shall be available for 
review by duly authorized representatives of the State and CMS upon request. 
 
The providers are contractually obligated to maintain complete medical records using 
the electronic record keeping system.  Our provider manual specifies all record keeping 
requirements, including documentation of treatment and diagnoses, timeliness of care, 
HIPAA privacy and fees that can be charged. 
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The vendor shall have written policies and procedures to maintain the confidentiality, 
accessibility and availability, record keeping, and record review process for all medical 
records. Not more than ten (10) calendar days after submitting a request, the State shall 
have access to a recipient’s medical record, whether electronic or paper, and has the right 
to obtain copies at the vendor’s expense. 
 
We have written policies and procedures for maintaining confidentiality of all recipient 
data including medical records, data transfer and our policies apply to all delegated 
subcontractors. 
 
The recipient’s medical record is the property of the provider who generates the record. 
The vendor shall assist the recipient or the parent/legal guardian of the recipient in 
obtaining a copy of the recipient’s medical records, upon written request, from the 
provider. Records shall be furnished in a timely manner upon receipt of such a request but 
not more than thirty (30) calendar days from the date of request.  Each recipient or 
parent/legal guardian of the recipient is entitled to one (1) free copy of the requested 
medical records.  The fee for additional copies shall not exceed the actual cost of time and 
materials used to compile copy and furnish such records. 
 
Recipients or appropriate legal guardians may obtain copies of their medical records 
from the treating physician upon written request. A concierge services representative 
will assist any recipient or legal guardian with this request.  The provider will furnish 
one copy of the record at no additional cost.  Extra record copies will be produced at the 
actual cost of time and materials to compile and furnish records, including applicable 
postage. 
 
When an enrolled recipient changes primary care providers and/or health plans, the 
vendor’s contracted provider must forward all medical records in their possession to the 
new provider within ten (10) business days from receipt of the request. 
 
Network providers will furnish complete records to a newly assigned provider within ten 
(10) days from the receipt of the request. 
 
The vendor must participate financially in the HealtHIE Nevada statewide health 
information exchange as of the effective date of the contract. At a minimum, the 
participation level must be based upon all recipient lives covered under this contract. 
Additionally the plan will fund the PMPM connections for its Medicaid and Nevada 
Checkup recipients. 


 
The health plan will participate in HealtHIE Nevada as required by the RFP and upon 
contract award. 


 
Medicaid and Nevada Checkup recipients may not opt out of having their individually 
identifiable health information disclosed electronically. 


 
The health plan will communicate this standard both in its member handbook as well as 
in the provider manual. 


 
3.9 QUALITY ASSURANCE STANDARDS 
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3.9.1 Overview 
 


The common goal of the managed care program is a successful partnership with 
quality health plans to provide care to the DHCFP recipients, while focusing on 
continuous quality improvement.  The current recipient population encompasses the 
FMC Medicaid eligibility category, Nevada Check Up/CHIP, and AO populations. 
Traditionally, the Medicaid population is a high-risk, high-volume user of health 
care services.   
 
The role of managed care is to ensure accessibility and availability to appropriate 
health care, provide for continuity of care, and provide quality care to enrolled 
recipients.  A major focus of managed care is health promotion and disease 
prevention. The aforementioned populations benefit from targeted preventive health 
care services, the quality and availability of which are monitored and evaluated by 
the DHCFP in conjunction with the DHCFP’s EQRO contractor.  The vendor is 
required to work collaboratively with the DHCFP and the EQRO in these quality 
monitoring and evaluation activities. The vendor will designate a lead person to 
work with the DHCFP on quality management. By virtue of the DHCFP’s contract 
with the EQRO and the federal regulations which set forth the State’s mandates for 
an EQRO, the vendor will be required to provide reporting data beyond that 
stipulated in this section and will participate in those additional EQRO activities as 
assigned and required by the DHCFP. 


 
Extensive Quality Improvement Experience 
 
One of the key elements of the strategic partnership for Medicaid includes the 
subcontractor’s extensive experience in quality improvement (QI) and 10 years of 
experience meeting state HEDIS quality benchmarks. Results of these programs 
currently exceed the national Medicaid Quality Compass mean and state quality 
benchmarks for 117 measures. The QI program is focused on continuous quality 
improvement using empirical evidence and extensive stakeholder engagement, 
supporting delivery of high quality health care services. 
 
A snap shot of results includes the following areas: 


• EPSDT screening rates within 5% of the CMS benchmark  
• Childhood Immunizations Combination 2 -70% increase; and results 


above the Medicaid Quality Compass 90th percentile 
• Childhood Immunizations Combination 10- 103% increase in 5 years; 


results above the Medicaid Quality Compass 66th percentile  
• Adolescent Immunizations Combination 1(Meningococcal, Tdap/Td)- 46% 


increase in 5 years; results above the Medicaid Quality Compass 90th 
percentile 


• Pharmacotherapy Management of COPD Exacerbation increased 77% in 
5 years and exceeds the Medicaid Quality Compass 90th percentile  


• Adults' Access/Availability to Ambulatory Health Services noted a 6% 
increase over 4 years and exceeds the Quality Compass 90th percentile 


• Children and Adolescents' Access to Primary Care Practitioners 
o 12-24 months has increased 11% over that past 10 years and 


exceeds the Quality Compass 90th percentile 
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o 25 months - 6 years increased by 20% over 10 years is above the 
Quality Compass mean and just shy of the Quality Compass 90th by 
1.6 percentage points 


o 7-11 years increased by 21% over 10 years and is above the mean 
and just 0.5 percentage points below the Quality Compass 90th 
percentile 


o 12-19 years increased by 9% over 10 years and exceeds the Quality 
Compass 90th percentile 


 
We will work in partnership with the DHCFP to meet the needs of Nevada’s FMC 
Medicaid eligible recipients, Nevada Check-up/CHIP recipients, and AO 
populations. We will focus our strategies and initiatives on families and children, 
recipients in transition, as well as recipients with special health care needs 
including those with disabilities. We recognize the population includes high-risk 
recipients with high-volume service use. Our quality initiatives include a full 
range of strategies to ensure delivery of high quality health care services that meet 
recipient’s needs, providing the level of support each recipient needs based on his 
or her diagnoses, functional status, developmental stage, health care goals and 
living situation. 
 
We will build on our subcontractor’s extensive experience and proven success 
designing and implementing evidence-based and best practice programs with 
broad stakeholder involvement to meet the varied and often complex needs of the 
specific populations within the membership. This experience includes the 
successful development of asthma and diabetes disease management programs. 
Our disease management program is based on the National Institutes of Health 
and National Heart, Lung and Blood Institute guidelines for the diagnosis and 
management of asthma. Results from our asthma disease management include: 


• Use of appropriate medication for people with asthma consistently rated at 
or above the 90th percentile of Quality Compass Medicaid 


• Medication management for people with asthma achieved 75% compliance 
rates, higher than both the mean and 90th percentile of Quality Compass 
Medicaid 


 
In conjunction with our asthma disease management program, we developed an 
Asthma Advisory Group which is made up of physicians involved in asthma care, 
such as pulmonologists, internal medicine doctors, pediatricians, and allergists, to 
develop our disease management program interventions and educational 
materials. This group has met for several years to evaluate program content and 
to make recommendations for improvement in our asthma disease management 
program. 
 
Our diabetes disease management program is based on the American Diabetes 
Association Standards of Medical Care in Diabetes. Results from our diabetes 
disease management program include: 


• Hemoglobin A1c (HbA1c) testing increased 33% and the testing rate is 
higher than the Quality Compass Medicaid mean 


• Diabetic Retinopathy Exams increased by 53% and the exam rate is higher 
than the Quality Compass Medicaid mean 
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• Monitoring for nephropathy increased by 177% and the rate of monitoring 
is higher than the Quality Compass Medicaid mean 


 
We collaborate with partners and stakeholders to enhance our diabetes disease 
management program. In order to increase Diabetes Retinopathy Exams (DRE), 
we partnered with our vision vendor to conduct outreach with recipients and 
follow up with providers. Recipients are contacted by the vision vendor through 
both mail and telephonic outreach about DRE. Once the exam is completed, the 
vision vendor provides a postcard notification of results back to the PCP. We 
collaborated with the state diabetes network to implement a charting tool for 
providers that outlines the recommended diabetes screenings and schedule. The 
tool helps providers track and close care gaps by notifying them of needed tests 
and enabling them to document completed tests. 
 
QI Program Scope 
 
Our QI Program is broad in scope and encompasses the range of clinical, safety, 
and service issues relevant to external and internal customers. External and 
internal customers include eligible recipients, practitioners, providers, the 
DHCFP, the Centers for Medicare and Medicaid Services (CMS), and Plan 
employees. 


• The scope of quality review is reflective of the health care delivery systems, 
including quality of clinical care, safety, and quality of service including 
non-clinical services. 


• All activities reflect our population in terms of age groups, disease 
categories, special risk status, and recipients’ cultural and linguistic needs 


• The scope of services includes, but is not limited to, services provided in 
institutional settings, ambulatory care settings, and in a recipient’s home 
and services provided by primary care, specialty care and other 
practitioners. 


 
Key Quality Improvement Program Elements and Measures 
 
We engage in a full range of quality monitoring and evaluation activities 
including: 


• Prospective quality improvement activities such as: 
o Credentialing 
o Prospective practitioner site visits 
o Utilization management activities 
o Adoption of nationally recognized Preventive Health Guidelines 
o Adoption of nationally recognized Clinical Practice Guidelines 


• Concurrent quality improvement activities such as: 
o Case management activities 
o Disease management activities 
o EPSDT health activities including health education 
o Adult preventive health activities including health education 


• Retrospective quality improvement activities such as: 
o HEDIS and state performance measures 
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o Reviews of recipient and provider appeals and grievances 
o Claims reprocessing 
o Review of recipient inquiries 
o Peer review 
o Medical record review audits for compliance with documentation 


and continuity and coordination of care standards 
o Clinical Practice Guidelines Audits 
o Preventive Health Guideline Audits 
o Performance Improvement Projects 
o Health Outcome Audits 


 
Our QI program includes: 


• Collecting sound data to assess the efficacy and efficiency of our 
operations; 


• Identifying our provider network and recipients’ needs and developing 
interventions to address these needs; 


• Monitoring and improving the quality of care for recipients’ and their 
families; 


• Providing data to our management team and external stakeholders to 
support sound fiscal and operational decision making; 


• Focusing on clinical and fiscal practices assessment; 
• Monitoring regulatory compliance; 
• Benchmarking our outcomes against national and state-wide measures; 
• Supporting and encouraging planned, directed change to further analyze 


the effectiveness of our quality program initiatives. 
 
Our quality improvement strategies include detailed performance indicators for 
key areas of measurement, including: 


• Recipient safety 
• Recipient satisfaction 
• Provider satisfaction 
• Continuity and coordination of care 
• Provider access and availability 
• Population changes. 


 
Continuous Quality Improvement 
 
The Quality Improvement (QI) Program provides the infrastructure for the 
continuous monitoring, evaluation and improvement in care, safety, and service. 
Continuous monitoring of program results helps to ensure we are regularly 
adapting our programs and services to achieve optimum quality and cost 
effectiveness. 
 
We coordinate Quality Improvement activities with other performance monitoring 
activities and management functions including, but not limited to utilization 
management, case and disease management, health management, risk 
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management, patient safety, cultural and linguistic competency, credentialing, 
claims, recipient and provider services, and network development. 
 
Performance Improvement Projects (PIPs) 
 
We make it a priority to monitor our own performance. In addition, we will be 
actively involved with the EQRO, the DHCFP, and community leaders in selecting 
measures for Performance Improvement Projects (PIPs) that address various 
aspects of clinical care and non-clinical services and have a positive effect on 
health outcomes and recipient satisfaction. Our experience provides a solid 
foundation for the development and implementation of PIPs targeted to the 
Medicaid and CHIP populations. 
 
Collaboration with DHCFP and EQRO 
 
We have successfully collaborated with a State Medicaid agency and it’s 
contracted EQRO for more than 10 years. In addition, we have experience 
developing collaborative health outcome measures with regulators and EQROs 
and will work collaboratively with DHCFP and its EQRO. 
 
We will designate a lead person within our organization to work with the DHCFP 
on quality management. This lead will oversee monitoring, evaluation, and 
reporting on all quality management activities. The lead will ensure compliance 
with all quality reporting requirements as required by the DHCFP and participate 
in EQRO activities as well as all additional reporting requests and activities. We 
will build on our experience working with a State Medicaid program and 
contracted EQRO for many years, where we routinely participate in a range of 
State meetings and activities designed to enhance collaboration and continuously 
improve recipients’ quality of care. 


 
3.9.2 Quality Measurements 


 
3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) 


measures in Nevada’s Quality Strategy are to be reported for a calendar 
year, using the most current version of National Committee for Quality 
Assurance (NCQA) HEDIS specifications. HEDIS measures may not 
necessarily correspond to the contract periods, but may overlap them. 
The DHCFP and/or the EQRO may conduct on-site review as needed to 
validate medical measures reported. The vendor must use audited data, 
and is responsible for ensuring all updates to the measure are reflected in 
the final, reported rates. The DHCFP reserves the right to require the 
vendor to conduct special focus studies and report on additional quality 
measures when requested. 


 
As previously mentioned, our comprehensive programs have 
demonstrated significant increases in specific quality measures including 
those targeting childhood immunization status, well-care visits, EPSDT 
screenings, maternity care measure, and others. We’re looking forward 
to working with DHCFP in conducing special focus studies when 
requested.  
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We combine an established and validated process with experienced staff 
to collect, analyze and prepare HEDIS data for submission to the state, 
URAC and NCQA in accordance with all state, URAC  and NCQA 
specifications. Our quality review nurses and supporting staff work 
closely with providers to ensure submission of complete and reliable 
encounters. They identify opportunities to improve HEDIS-related 
assessments, screenings and tests, as well as the associated reporting 
and, working with all areas of our health plan and our quality 
committees, identify initiatives to achieve sustained improvement.  
 
We will report all HEDIS measures in Nevada’s Quality Strategy for the 
calendar year using the most current version of the URAC/NCQA 
HEDIS specifications. Should the contract period not correspond to the 
HEDIS measures, we will indicate the overlap in our reporting. We will 
coordinate and cooperate as needed with the DHCFP and/or the EQRO 
should they conduct on-site review to validate medical measures as 
reported. We will use audited data for reporting and will ensure that all 
updates to the measures are reflected in the final, reported rates. We will 
coordinate and cooperate with the DHCFP on any special focus studies 
and report on additional quality measures when requested. 


 
3.9.2.2 On an annual basis, MCO’s are required to report on all performance 


measures listed in the State Quality Strategy.  
 


With more than 15 years of experience reporting state performance 
measures, we have the skills and necessary infrastructure to report 
annually on all of the performance measures listed in the State Quality 
Strategy including Access to Care, Children’s Preventive Care, Maternity 
Care, and Care for Chronic Conditions, Behavioral Health, and 
Utilization and Diversity of Recipients. We will use audited data for 
reporting and will ensure that all updates to the measures are reflected in 
the final, reported rates. We are also experienced in collaborating with 
state Medicaid agencies and their EQROs to define collection 
methodologies to improve the accuracy of the outcomes data. 


 
3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each 


year, the vendor may be eligible for a bonus pool payment for each of the 
quality strategy identified, audited HEDIS measures  (calculated from the 
preceding calendar year's data) for which significant improvement, based 
on the DHCFP methodology, identified in Attachment U ~ Pay for 
Performance (P4P),  has been demonstrated.   


 
We understand beginning in the third year of this contract period, on 
July 1 of each year, we may be eligible for a bonus pool payment for 
each of the quality strategy identified, audited HEDIS measures 
(calculated from the preceding calendar year's data) for which 
significant improvement, based on the DHCFP methodology, identified 
in Attachment U ~ Pay for Performance (P4P), is demonstrated.   
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We offer six specific incentive programs tied to completion of HEDIS 
measures. Providers are eligible to receive the following incentive 
payments: 


• Physician Assessment Form - $150 for each fully completed 
Practitioner Assessment Form worksheet 


• Complex Care Visit - $200 for completion of an initial complex 
care visit and $100 for completion of a follow-up visit 


• Medication Adherence - tiered incentive payment of up to $1 Per 
Member Per Month for each individual measure of medication 
adherence for diabetes, hypertension, and cholesterol; incentives 
are paid on a sliding scale of up to $3 Per Member Per Month 


• Post Discharge Visit - $40 for each post discharge visit completed 
within 7 days of discharge and $100 within 3 days for discharge 


• RAF HCC Addressed Rate Performance at the Physician Group 
Level - three tiered Per Member Per Month payments based on 
increased levels of the HCC addressed rate beyond 84% achieved 
at the Physician Group (defined as an organization at the Tax 
Identification Number (TIN) level) 


• 4 Star Performance  
o $5 Per Member Per Month of those lives assigned to the 


provider as their Primary Care Provider 
o $5 Per Member Per Month for 4 Star Performance across 


all Star measures at the Premier Medicare Advantage Plan 
cumulative level/H-level 


o Gating – paid out to Physician Groups at the TIN level that 
achieve the following performance: 
 Greater than 81% for each adherence metric for 


Diabetes Management, Hypertension, and 
Cholesterol 


 Greater than 87% for Generic Dispensing Rate 
 


3.9.2.4 Pregnancy 
 


A.  Standard 
 


1. The vendor shall take affirmative steps to ensure eligible 
pregnant Medicaid recipients are provided with quality 
prenatal care.  Quality prenatal care provides for increased 
access to prenatal services, and ensures necessary monitoring 
of high-risk pregnancies to obtain healthy birth outcomes. 


 
2. The vendor’s prior authorization policies and procedures 


must be consistent with the provision of prenatal care in 
accordance with community standards of practice and the 
MSM. 


 
Pregnancy: Early Identification  
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Identification of recipients early in pregnancy, including identification of 
women with high-risk pregnancies, forms the foundation for a woman’s 
engagement in the appropriate level of support.  Our Maternity Care 
Program supports healthy maternal and infant outcomes through 
promotion of timely prenatal care, identification of risk factors, the 
prevention of complications, and early identification and treatment of 
complications. Our program includes necessary monitoring of high-risk 
pregnancies through our high-risk OB Maternity Care Program 
component and close coordination with the woman’s OB provider. Our 
OB nurses promote access to prenatal services coordinating all covered 
and non-covered services and connecting women to community supports.  
Participating OB providers complete an assessment of recipients early in 
pregnancy to identify risk factors according to ACOG guidelines. 
Providers submit the completed assessment to us via fax in order to notify 
us of the pregnancy and to indicate any risk factors.  
 
We have open access to OB providers so no referral is needed from the 
recipient’s assigned PCP to start OB care. We have partnered with 
provider sites that provide free pregnancy tests to provide materials on 
early prenatal care to pregnant recipients. Our recipient newsletter 
routinely includes educational information regarding early and regular 
prenatal care. We also offer incentives to pregnant recipients for keeping 
expected prenatal and postnatal visits. Once we receive notification that a 
recipient may be pregnant, we conduct telephonic outreach to verify the 
pregnancy and provide education on prenatal care. We also send a 
welcome packet that includes information on how to participate in our 
Maternity Care Program and offers assistance in scheduling an OB visit. 
 
Maternity Care Program Goals 
 
Maternity Care Program goals include: 


• Education of all pregnant recipients during pregnancy and post-
pregnancy to increase the rate of deliveries at ≥ 37 weeks 
gestation; 


• Increase the frequency of prenatal visits for gestational age 
ensuring recipients receive evidence-based prenatal care; 


• Increase the frequency of postpartum visits to prevent postpartum 
complications; 


• Reduce the rate of low birth weight and very low birth weight 
infants; 


• Decrease the frequency of elective delivery at < 39 weeks 
gestation; 


• Decrease smoking rates  
• Decreased the rate of maternal and infant postpartum 


readmissions; and 
• Improve the mother’s and infant’s quality of life. 


 
Outreach and Interventions 
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Specially trained Customer Service Department staff makes outbound 
calls to new recipients to provide a benefits overview, stress the 
importance of the PCP as the source of most care, and introduce the 
health needs assessment screening. We encourage pregnant women to 
see an OB/GYN as early in their pregnancy as possible and if the woman 
has not yet scheduled a visit help the woman identify an OB/GYN and 
schedule these visits as needed. Our staff also and coordinate access to 
transportation for those recipients who need this service. Pregnant 
recipients receive a welcome packet that includes smoking cessation 
resources and information on available substance use treatment and 
mental health services.  
 
Our staff makes three attempts to contact the recipient within 30 days of 
enrollment. If we cannot reach or do not have contact information for 
the recipient, we contact the recipient’s PCP to obtain contact 
information. Pregnant recipients are also identified for participation in 
our Maternity Care Program by referral from their PCP, OB/GYN 
provider, or other health care professional; by self-referral; or by UR 
nurses, case management staff and referrals from the 24/7 Nurse Advice 
Line. In addition, pregnant women may be identified from claims 
analysis.  
 
Women with identified high-risk conditions – based on the provided 
completed assessment or plan outreach – are enrolled into the high-risk 
component of our program. We also require PCPs, OB providers, case 
managers or other health care professionals to refer a woman who is 
determined to be at risk for preterm birth or a poor pregnancy outcome 
to our care management staff. Pregnant recipients identified as high risk 
receive outreach from a high risk OB Case Manager who educates 
recipients on lifestyle changes that may improve birth outcomes, such as 
diet/weight management, medication adherence, exercise, smoking 
cessation, and avoidance of drugs and alcohol.  
 
Our Maternity Care Program interventions including OB case 
management begin upon the pregnant woman’s identification and 
enrollment. All identified women are contacted by phone and mail to 
introduce the Maternity Care Program, secure the woman’s consent for 
program participation and complete an initial telephonic assessment. 
The assessment data is used to stratify women into condition levels based 
on pregnancy risk and her identified needs. A dedicated team of perinatal 
nurses and support staff work with obstetrical clinicians, local health 
departments, home health agencies, and others to identify the 
psychosocial, nutritional and educational needs of pregnant recipients.  
Once these needs are identified, OB case managers coordinate these 
services for our recipients.   
 
Our Maternity Care Program is described in detail in Section 3.4.12. 
 
Maternity Care Incentives 
 


Managed Care Organization RFP 3260 Page 240 of 509 







We will offer a progressive incentive to pregnant recipients to encourage 
early and regular prenatal and postpartum care. Recipients can earn up 
to $110 in gift cards.    


• $50 gift card for attending six prenatal visits 
• $10 gift card for completing the incision check for recipients who 


delivered via C-Section 
• $50 gift card for attending a post-partum checkup within 3-8 


weeks after delivery 
 
Maternity Care Outcomes  
 
Our HEDIS and Healthy People 2020 measures reflect our commitment 
to the highest quality maternity care. Examples of improvement in 
maternity care and outcomes include: 


• Increased the timely delivery of prenatal care by 17% between 
1999 and 2015, and maintained results above the Quality Compass 
mean; 


• Improved adherence to postpartum care instructions by 16% 
between 1999 and 2015 and maintained results above the Quality 
Compass mean, 


• Increased the frequency of ongoing prenatal care visits compared 
to the expected frequency of visits (FPC) from 67% to 81%; an 
improvement of 14% and maintained results above the Quality 
Compass mean   


• Results for Infant Care between 2010 and 2015 improved as 
follows:  


o  Decreased the rate of low birth weight deliveries by 35%.   
o Achieved a LBW rate in 2015 of 6.6%, a result that is 18% 


better than the Healthy People 2020 goal of 7.8%.   
o Decreased the rate of Very Low Birth Weight deliveries by 


37%.   
o Achieved a VLBW rate in 2015 of 1.2%, a result that is 


16% better than the Healthy People 2020 goal of 1.4%. 
o Decreased the rate Preterm deliveries (less than 37 weeks) 


by 39% to 8.2%; a result that is  better than the Healthy 
People 2020 goal of 11.4%   


 
Prenatal Prior Authorization Standards   
 
Our prior authorization policies and procedures are consistent with the 
provision of prenatal care in accordance with community standards of 
practice and the Medicaid Services Manual (MSM). 


 
3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health 


Assessments/Early Periodic Screening Diagnosis and Treatment 
(EPSDT)/Healthy Kids 
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A.  Standard 
 


1. The vendor shall take affirmative steps to achieve at least a 
participation rate greater than or equal to the national 
average for EPSDT screenings.  Well Child Care promotes 
healthy development and disease prevention in addition to 
possible early discovery of disease and appropriate 
treatment.  


 
Our goal is to assure the delivery of a comprehensive, 
preventive health care program for all children and young 
adults up to 21 years of age through the use of early and 
periodic screening, diagnosis and treatment (EPSDT). Our 
EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 EPSDT 
screening national average of 60% and the 2014 Nevada 
average participation rate of 67%. Provision of Well Child 
Care promotes healthy development and disease prevention 
as well as possible early identification of disease supporting 
timely and appropriate treatment. EPSDT benefits include 
preventive health screenings based on the recommended 
periodicity schedule; immunizations, and referral for 
further diagnosis and treatment, as needed. All recipients 
from age 21 and under are also eligible for EPSDT Special 
Services. 
 
EPSDT screenings for any new enrollee younger than 21 
years of age will be scheduled within 30 days of enrollment, 
unless the child is already under the care of a PCP and the 
child is current with screenings and immunizations. 
EPSDT screenings for any new enrollee younger than two 
years of age will be scheduled within an appropriate time 
frame so the child receives required screenings in 
accordance with the periodicity schedule. In addition to the 
covered services under the EPSDT preventive care 
program, we cover routine health assessments and 
medically necessary diagnostic procedures and treatment 
options delivered by providers, such as vision, hearing, and 
dental care (including orthodontics) when included as a 
covered benefit.  
 
We have adopted Clinical Practice guidelines based on the 
American Academy of Pediatrics Bright Future Periodicity 
Schedule to assist PCPs with meeting the tremendous and 
varied health care needs of our recipients. We comply with 
the Sixth Omnibus Budget Reconciliation Act (SOBRA) 
provisions by implementing the following: 


• Health education is a required component of each 
screening service. PCPs provide health education 
and counseling to parents/guardians and children 
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explaining the child’s physical and cognitive 
developmental milestones. In addition, the PCP 
discusses the benefits of healthy lifestyles and 
practices as well as accident and disease prevention. 


• We require PCPs to perform screenings at intervals 
recommended by Bright Futures/American 
Academy of Pediatrics (AAP) Periodicity Schedule. 


• We pay for medically necessary diagnostic or 
treatment services to correct or ameliorate illnesses 
or conditions discovered by the screening services. 
These services must meet medical necessity criteria. 


 
Recipient Education and Outreach 
 
All recipients from birth to age 21 are eligible for EPSDT 
preventive services and are identified through enrollment 
files received monthly from the State Medicaid Program. 
EPSDT outreach services are automatically provided to all 
EPSDT eligible recipients and recipients receive 
interventions without having to specifically request them. 
Information on The EPSDT program and the importance 
of preventive care are outlined in the Recipient Handbook. 
EPSDT articles are included in all recipient newsletters, on 
our web site, and in telephone on-hold messages.  
 
Our successful EPSDT-related outreach and education 
strategies include eligibility identification and EPSDT 
promotion efforts, EPSDT tracking and outreach to 
recipients with gaps in care, and promotion of EPSDT 
screening and services through partnering with 
stakeholders. We conduct outreach to both PCPs and 
families/guardians in order to educate them about the 
components of EPSDT benefits. Outreach to families 
includes written notification, telephone contact, and 
contact during community outreach events.  
 
Tracking of completion of preventive health screenings, 
including EPSDT, begins at enrollment for both newborns 
and children and continues periodically thereafter. Reports 
are generated to check for recipients who are due/overdue 
for preventive screenings. If no documentation from the 
PCP has been processed, we make follow-up calls and mail 
notices to recipients and their families. We generate reports 
for identifying recipients who cannot be reached through 
written notification or by telephone and refer them for a 
home visit by our outreach team. 
 
Coordination of EPSDT Services 
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Care coordinators actively manage our EPSDT program to 
ensure children receive all medically necessary services to 
meet the needs identified during screening. Our EPSDT 
Care Coordination staff is available to: 


• Provide recipient EPSDT screening eligibility 
verification; 


• Identify and conduct education and outreach to 
non-compliant recipients and/or caregivers; and 


• Make home visit referrals to non-compliant 
recipients and/or caregivers as identified by either 
the provider or the plan. 


 
Provider Outreach and Education 
 
Providers are expected and continually encouraged to 
collaborate with us to positively impact the health and 
quality of life of our child, adolescent and young adult 
recipients. Collaboration is done through monthly meetings 
of the Quality, and Child and Adolescent Committee; 
Provider Workshops; onsite EPSDT education sessions; 
disease and case management programs for the 
management of childhood obesity, asthma, and other 
chronic conditions; and quality improvement process 
including chart reviews for EPSDT.  
 
Our Provider Manual outlines the requirements for the 
provision of Comprehensive Well Child Periodic and Inter-
periodic Health Assessments/ EPSDT/Healthy Kids.  
 
Monitoring Provider Participation  
 
To ensure that participating providers achieve at least a 
participation rate greater than or equal to the national 
average for EPSDT screenings we complete an annual 
audit. We review providers’ submitted EPSDT claims for 
completion of the age appropriate elements based on the 
approved Periodicity schedule. We have established a 
benchmark score for providers of at least 80% on the 
completion of all elements of an age appropriate screen. If 
a provider scores less than 80%, the EPSDT/QI staff 
provides a detailed report of missing elements and 
education regarding the age appropriate standards.  
 
We re-review the provider’s EPSDT performance six 
months after the education has been completed. If a 
provider does not meet the 80% score at that time, the 
provider must submit a corrective action plan reviewed and 
approved by the Chief Medical Officer (CMO) and Child 
and Adolescent/Quality Improvement Committees 
(C&A/QIC). Additional sanctions may be implemented 
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following approve by the CMO and C&A/QIC. The 
provider indicates on the referral request that the referral is 
a result of an EPSDT screening, allowing us to monitor the 
referral. If no claims are noted related to the referral, our 
outreach team assists in scheduling the appointment. Our 
QI Work Plan documents specific EPSDT recipient and 
practitioner outreach activities designed to increase 
EPSDT and related HEDIS preventive care rates. Our 
C&A/QIC are responsible for monitoring these activities 
quarterly to assess progress achieving the documented 
goals.  
 
We monitor PCP preventive care actions to ensure 
compliance with age appropriate immunizations (according 
to the current ACIP schedule). We identify recipients who 
are due or past due for screenings and immunizations, 
including adolescent and childhood immunization and 
EPSDT screens, and generate monthly care gap reports by 
provider practice of their patients’ immunization and 
screening status. Gaps in care are viewable as a dashboard 
in the provider portal. Our quality staff also conducts 
outreach to physicians to help identify whether recipients 
have received their immunizations. 


 
2. The DHCFP and/or the EQRO may conduct desk and/or on-


site review as needed, to include, but not be limited to: 
policy/procedure for EPSDT, service delivery, data tracking 
and analysis, language in primary care provider contracts, 
and the process for notification of recipients.  Vendor 
internal quality assurance of the EPSDT program shall 
include monitoring and evaluation of the referrals that are the 
result of an EPSDT screening.  
 
We have more than 11 years of experience participating in 
desk and on-site reviews with the Medicaid agency and 
EQRO. We conduct an annual evaluation of the EPSDT 
Program to ensure that our network providers are meeting 
or exceeding the participation rate for EPSDT screenings 
including monitoring and evaluation of the referral for 
further diagnosis and treatment. We will coordinate and 
cooperate with any desk and/or on-site review, as needed, 
conducted by the DHCFP and/or the EQRO to include, but 
not be limited to: policy/procedure for EPSDT, service 
delivery, data tracking and analysis, language in primary 
care provider contracts, and the process for notification of 
recipients.   
 
Our evaluation of the EPSDT program is conducted by our 
Pediatric Services Program Coordinator; the Director of 
Medical Management and Care Coordination; the Director 
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of Quality; and the Chief Medical Officer or his/her 
designee. Objectives, activities and outcomes are evaluated 
at a minimum annually in order to:  


• Demonstrate whether EPSDT outreach and other 
interventions have improved recipient and clinician 
adherence to the AAP/Bright Futures Standards of 
Care and recipients’ quality of care.  


• Explore and remove recipients’ barriers and 
limitations to increase adherence to the EPSDT 
Program.  


• Evaluate the overall effectiveness of the EPSDT 
Program.  


 
More frequent barrier analyses are performed on an 
ongoing basis and adjustments to the EPSDT Program are 
made accordingly. We complete annual review of EPSDT-
related HEDIS® rates for:  


• Childhood Immunization Status  
• Human Papilloma Virus Vaccine  
• Weight Assessment and Counseling for Nutrition & 


Physical Activity for Children and Adolescents  
• Well-Child Visits in the first 15 months of Life  
• Well Child Visits in the Third, Fourth, Fifth, and 


Sixth Years of Life  
• Immunizations for Adolescents  
• Lead Screening in Children  
• Adolescent Well Care Visits  
• Annual Dental Visits  


 
We also conduct an annual audit of EPSDT claims to 
review for completion of age appropriate elements based on 
the approved Periodicity schedule. This audit is described 
in our response to Section A.1 above. 


 
B.  The vendor is required to submit the CMS 416 EPSDT Participation 


Report to the DHCFP for each quarter of the federal fiscal year 
(FFY), October 1st through September 30th.  The vendor is required 
to submit the final CMS 416 Report to the DHCFP no later than 
March 1st after the FFY reporting period concludes.  The vendor 
must send a quarterly report in order to track the progress the 
Vendor is making throughout the year.  The vendor is required to 
complete all line items of the CMS 416 Report and submit separate 
reports for the NCU, FMC, and CHIP Medicaid expansion.  


 
We have been reporting EPSDT Participation using the CMS 416 
Report for nearly 20 years. We will submit the CMS 416 EPSDT 
Participation Report to the DHCFP each quarter of the federal 
fiscal year (FFY), October 1st through September 30th. We will 
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submit the final CMS 416 Report to the DHCFP no later than 
March 1st after the FFY reporting period concludes. We will 
complete all line items of the CMS 416 Report and submit separate 
reports for the NCU, FMC, and CHIP Medicaid Expansion. 


 
1. If the vendor cannot satisfactorily demonstrate to the 


DHCFP at least a participation rate not less than the Quality 
Improvement System for Managed Care (QISMIC) 
improvement measure, as determined by the DHCFP or its 
contracted EQRO, the DHCFP may require the vendor to 
submit a Plan of Correction (POC) to the DHCFP.   


 
We believe our demonstrated success meeting and 
exceeding the national and Nevada EPSDT participation 
rates we will submit a Plan of Correction (POC) to the 
DHCFP as required if the rate is less than the Quality 
Improvement System for Managed Care (QISMIC) 
improvement measured, as determined by the DHCFP or 
its contracted EQRO. 


 
3.9.2.6 Immunizations 


 
A.  Standard 


 
The vendor shall ensure Age appropriate immunizations 
(according to current Advisory Committee on Immunization 
Practices (ACIP) schedule). 


 
We will ensure administration of Age appropriate 
immunizations (according to current Advisory Committee 
on Immunization Practices (ACIP) schedule). We have 
adopted the ACIP Immunization Schedules for Adults and 
Children and Child Catch-Up as our clinical practice 
guidelines for immunizations. Primary Care Providers 
(PCP) are required to perform routine health assessments 
as appropriate for a recipient’s age and gender.  
 
We monitor PCP preventive care actions to ensure 
compliance with age appropriate immunizations (according 
to the current ACIP schedule). We identify recipients who 
are due or past due for screenings and immunizations, 
including adolescent and childhood immunization and 
EPSDT screens, and generate monthly care gap reports by 
provider practice of their patients’ immunization and 
screening status. Our quality staff also conducts outreach 
to physicians to help identify whether recipients have 
received their immunizations.  
 
We will require PCPs to participate in the Vaccines for 
Children (VFC) program that provides these 
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immunizations free of charge. The reimbursement for 
childhood immunizations is limited to an administration 
fee. By enrolling in this program, providers can receive 
vaccines at no charge for eligible children. We also 
encourage PCPs to use every recipient contact as an 
opportunity to review the recipient’s immunization status 
and administer immunizations due or past due when 
clinically appropriate. 
 
The Reimbursement Specialist has responsibility for 
quarterly monitoring of immunization and vaccine 
coverage and pricing at CDC.gov\vaccines\programs\vfc\ 
acip-vfc-resolutions.htm.  This site provides VFC coverage 
determinations.  As notifications are received from VFC 
regarding vaccine coverage updates, the Reimbursement 
Specialist submits the required information for system 
configuration to comply with updates.  Providers receive 
routine updates and reminders on the Health plan’s VFC 
requirements, including reimbursement.  
 
We will implement an array of health plan activities in 
support of completion of age appropriate screenings and 
immunizations, including: 


• Recipient education and outreach – emphasizing 
the importance of the PCP relationship and 
completion of preventive care including 
immunizations; 


• Recipient assistance selecting or changing PCPs, 
scheduling appointments and accessing 
transportation; 


• Targeted immunization campaigns, including mail 
and telephone campaigns: these include auto dialer 
systems that provide messages to recipients 
regarding the availability of preventive care, the 
recommended schedule for preventive care 
including immunizations, and the importance of 
follow up when referred for additional services 
following a screening. Recipients may speak directly 
to our staff during this call should they require 
additional information;  


• Refer recipients to local immunization clinics, 
collaborating to bring resources to the community 
so recipients and their families can access 
immunizations at convenient times of the day and 
locations; 


• Home visit outreach for recipients who have not 
completed immunizations and other preventive care 
timely and who we are unable to reach by 
telephone; and  
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• In addition, recipients enrolled in our disease 
management and case management program 
receive reminders about health screenings and 
recommended care such as immunizations for 
children and adults.  


 
Improved Immunization Rates  
 
Our immunization efforts have shown success. We have 
achieved striking growth in HEDIS immunization 
measures including the following: 


• Childhood Immunizations Combination 2 
experienced a 70% increase over the past 
approximately 15 years and remains above the 
Medicaid Quality Compass 90th percentile; 


• Childhood Immunizations Combination 10 
experienced a 103% increase in 5 years and 
remains above the Medicaid Quality Compass 66th 
percentile; and 


• Adolescent Immunizations Combination 
1(Meningococcal, Tdap/Td) experienced a 46% 
increase in 5 years and remains above the Medicaid 
Quality Compass 90th percentile. 


 
Immunization for Women At-Risk 
 
We also offer immunization and screening to women at risk 
through our preconception care initiative, which identifies 
those conditions that could affect a future pregnancy or 
fetus and that may be amenable to intervention. Providers 
complete maternal assessments, including immunity and 
immunization status, and offer immunizations and 
screenings to women identified as susceptible include Tdap, 
H1N1, Rubella, varicella, and hepatitis B. During the first 
prenatal visit, the provider collects an immunization 
history. In addition, at-risk newborns will receive a 
Hepatitis B immunization during assessment. During 
postpartum care, a desensitized, D-negative woman who 
delivers a D-positive or D neonate will receive an anti-D 
immune globulin immunization. The provider will also 
review her immunizations, including rubella.  
 
Incentives 
 
We have experience using incentives to promote 
immunizations. We offer an incentive to adolescent 
recipients ages 12-21 who complete a well-child visit and 
receive the recommended immunizations, including Tdap 
and meningococcal. The teen recipient receives a $10 gift 
card for downloadable music or apps or a $10 movie pass. 
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3.9.2.7 Mental Health 


 
A.  Standard 


 
The vendor shall take affirmative steps to ensure that 
covered medically necessary mental health, substance abuse 
and mental health rehabilitative services are provided to 
enrolled recipients as required in this RFP.  Mental health is 
an integral part of holistic health care.   


 
We have nearly 20 years of experience taking affirmative 
steps to make sure our Medicaid and CHIP recipients 
receive medically necessary covered services including 
mental health services, substance abuse and mental health 
rehabilitative services.  


• Inpatient Psychiatric Services 
• Mental Health Outpatient Clinic 
• Habilitation Services 


 
We promote access to care and continuity of care and case 
management through an organized program of recipient 
and provider engagement, clinical programs, specialized 
multidisciplinary care teams and provider support, working 
together to meet recipient’s physical health, behavioral 
health and social support needs.  
 
Our population health management model recognizes that 
a person’s total needs must be met, including social support 
needs, if meaningful gains are to made in improving a 
person’s health and functional outcomes. Our model is 
designed to holistically address recipient’s physical health, 
mental health and substance use disorder needs. It includes 
outreach to and engagement of a recipient’s specialists and 
other providers, family and caregivers, and case managers 
from other programs, including state agencies, schools and 
local social service programs providing services and 
support to the recipient. All of our care coordination 
activities include recipient and family outreach and 
education and recipient participation.  
 
Geographically Based Care Teams 
 
Our care teams provide a high level of care coordinating 
recipients’ covered, carved-out and other available supports 
including natural supports. Case managers and care 
navigators supported by other members of the care team, 
work closely with vendors, external case managers, 
community agencies, and others who could aid in meeting 
the recipient’s health-related social needs. 
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An essential focus of our model of care is promoting the 
recipient and primary care physician (PCP) relationship 
with the support of an aligned care team. The care team 
includes nurse case managers, behavioral health case 
managers, and care navigators who are available to provide 
recipients with high-risk or complex needs with mobile (in-
person) support. The care team includes other clinicians 
such as a dietitian and pharmacist, to ensure each recipient 
receives holistic and comprehensively coordinated services.  
 
Our model also includes case managers embedded in high-
volume practices working alongside PCPs and their staff to 
engage recipient’s at the point of care. PCPs and care 
teams are further aligned through a sophisticated cloud-
based data system that aggregates all available data to 
provide the recipient’s PCP, care team, and other 
authorized users with a comprehensive recipient profile 
and real time health management platform.  
 
Care teams use a whole-person orientation with the 
recipient at the center.  They focus on recipient’s goals and 
activation level supported by integrated medical, 
administrative and behavioral health data.  The care team: 


• Fosters collaboration between the recipient, 
family/caregiver and primary care team 


• Delivers health coaching to foster recipient’s self-
management skills 


• With the recipient, co-develops a person centered 
care plan 


• Uses the best available data to identify gaps in care 
and guide care decisions 


 
Please refer to Section 3.10.20 for a complete description of 
our care coordination and case management model. 
 
Affirmative Steps Ensure Recipients Receive Covered, 
Medically Necessary Mental Health Services  
 
We ensure, through the development and maintenance of a 
comprehensive provider network; provider collaboration 
strategy and coordinated care coordination and utilization 
management activities; recipients have access to all covered 
medical necessary services, including mental health 
services.  
 
We have a comprehensive provider network validation 
process that enables us to proactively monitor provider 
access and take affirmative steps to strengthen the network 
based on changes to the network and anticipated changes 
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in our membership, including number of enrolled 
recipients by subpopulation.  We analyze indicators 
regarding access to care issues received from internal or 
external sources, including recipient inquiries and 
grievances that indicate they are having difficulty accessing 
covered services. We also analyze out-of-network requests 
from PCPs and other treating providers to identify potential 
access to care issues. Our geographically-aligned care 
teams working closely with provider services 
representatives, including provider services representatives 
dedicated to working with behavioral health providers, 
identify available providers, the need for network 
enhancements, and coordinate authorization of out-of-
network care when necessary to ensure access to covered 
services.  
 
Identification of Recipients with Mental Health Needs 
 
All newly enrolled recipients receive a health risk 
assessment screening during our Welcome Call that 
includes questions designed to identify a recipient’s mental 
health status and history of substance use. Examples 
include questions about a recipient’s mood and functioning 
including social function, past psychiatric history, 
medication history including behavioral health medicines, 
and past receipt of behavioral health services. Our child 
version includes questions about a child’s developmental 
status, behavioral health history, and school attendance as 
well as specific concerns like skipping school, drug use and 
getting along with the family. If we cannot reach the 
recipient or family by phone after three attempts, and 
following contact with known previous providers and local 
community partners, we may deploy a member of the care 
team to locate the recipient/family.  
 
If a recipient or the recipient’s family identifies a previous 
history of SMI or SED, or identifies an unmet mental 
health or substance use treatment need, and the recipient is 
not already engaged in behavioral health case management 
services, the recipient is flagged in our system for outreach. 
During outreach a member of the care team completes an 
assessment of the recipient’s mental health and other 
service needs, as well assesses for and obtains consent for 
enrollment in case management, if needed and desired.  
 
PCPs are required to screen recipients for any behavioral 
health issues.  The PCP must complete a referral for prior 
authorization of medically necessary mental health services 
that require prior authorization.  The recipient may be 
directly referred to providers for services not subject to 
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prior authorization.  The PCP may also refer a recipient to 
his or her geographically-aligned care team or embedded 
case manager for assistance with care coordination or 
potential case management enrollment for assistance.  
 
We also continuously analyze all available sources of data, 
including claims and pharmacy data and results of health 
risk screenings, to stratify the entire membership into four 
risk categories: no identified risk, low-, moderate- or high-
risk. High-risk recipients including recipients with a 
mental health or substance use disorder diagnosis are 
referred for case management assessment. In addition, 
recipients may be referred for coordination of care and 
potential case management assessment through internal 
staff referrals, including from our behavioral health crisis 
line staff and UR clinicians, and referrals from providers, 
family members, social support agencies, and by recipient 
self-referral.  
 
Recipients receive the level of support needed to meet these 
identified needs, including care coordination and, for high-
risk recipients, enrollment in our complex case 
management program and assignment to a behavioral 
health case manager. 
 
Care Coordination and Case Management 
 
We actively support a recipient’s or family’s self-
management by providing assistance accessing medically 
necessary services based on the intensity and complexity of 
the recipient’s needs, the recipient’s (or family’s) self-
management skills and interest, and any state-specified 
care coordination and case management requirements.  
 
The care navigator is available to help recipients and 
families access mental health services, first identifying 
services that require prior authorization and making a 
referral to a UR clinician for assistance with prior 
authorization. For direct access services, the care navigator 
helps the recipient or family identify available providers for 
the specific service and coordinate transfer of relevant 
information, once a provider is selected and with 
appropriate authorization. 
 
Recipients who need, or may need case management 
services are referred to the geographic care team aligned 
with the recipient’s PCP, for assessment and case 
management enrollment, if they meet criteria for case 
management.  Recipients identified as having a SED or 
SMI, or who have primarily mental health and/or 
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substance use disorders and meet other criteria for case 
management enrollment, including for complex case 
management, are assigned a behavioral health case 
manager.  


• Each recipient enrolled into case management with 
mental health service needs: 


• Receives a comprehensive assessment, building 
from other available assessments, to identify the 
recipient’s total needs including medical, behavioral 
health and social support needs. 


• With the recipient, family/caregiver as applicable, 
recipient’s PCP and others involved in the 
recipient’s care, develops a person-centered care 
plan that identifies all of the services and supports, 
covered, and carved-out and non-Medicaid, the 
recipient needs. 


• Services requiring prior authorization are referred 
to a UR clinician who coordinates the authorization 
process with the care team to ensure determinations 
consider the recipient’s needs holistically. 


• The UR clinician and care team consider the full 
range of mental health services including in lieu of 
services, before authorizing inpatient or more 
restrictive services or levels of care. 


• The final person-centered care plan identifies the 
recipient’s authorized services, including medical 
necessary mental health services: a copy is provided 
to the recipient’s PCP and to the recipient or family 
with authorization. 


• The recipient’s care team contacts the recipient to 
confirm initiation of new services and periodically 
follows-up to confirm the continued receipt, 
effectiveness of, and satisfaction with these covered 
services.   


 
3.9.3 Plan of Correction (POC) Procedure 


 
3.9.3.1 The POC should identify improvements and/or enhancements of existing 


outreach, education and case management activities, which will assist the 
vendor to improve the quality rates/scores. A POC must include, but may 
not be limited to, the following:  


 
A.  Specific problem(s) which require corrective action; 


 
B.  The type(s) of corrective action to be taken for improvement;  


 
C.  The goals of the corrective action;  
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D.  The time-table for action;  
 


E.  The identified changes in processes, structure, internal/external 
education;  
 


F.  The type of follow-up monitoring, evaluation and improvement; and 
 


G.  The vendor staff person(s) responsible for implementing and 
monitoring the POC. 
 


H.  The POC should also identify improvements and enhancements of 
existing outreach, and case management activities, if applicable. 


 
We are focused on continuous process improvement. When we do 
establish a Plan of Correction (POC), the POC identifies improvements 
and enhancements to a range of quality assurance activities including 
existing outreach, education and case management activities. During our 
2015 EQRO audit, we were the only health plan in another state that was 
not required to submit a POC.  
 
Our POC will include at a minimum:  


• Specific problem(s) which require corrective action; 
• The type(s) of corrective action to be taken for improvement;  
• The goals of the corrective action;  
• The time-table for action;  
• The identified changes in processes, structure, internal/external 


education;  
• The type of follow-up monitoring, evaluation and improvement; 
• The staff person(s) responsible for implementing and monitoring 


the POC; and 
• Improvements and enhancements to existing outreach, and case 


management activities, if applicable. 
 
Each department handles its own case review audits and each 
department director is accountable for departmental corrective actions. 
Any issues requiring corrective action that relate to NCQA accreditation 
standards or contractual requirements are handled by our Quality 
department in coordination with the appropriate department director. 
These corrective actions are documented and monitored through our QI 
Work Plan.  We monitor our delegates’ POCs through our delegation 
oversight process. Delegates’ POCs are included in the QI Work Plan in 
the section that addresses delegated entities. These POCs are reported to 
the QIC. 


 
3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) 


calendar days from date of notification by the DHCFP to submit a POC, 
as specified.  The vendor’s POC will be evaluated by the DHCFP to 
determine whether it satisfactorily addresses the actions needed to correct 
the deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will 
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indicate the section(s) requiring revision and/or necessary additions and 
request a satisfactory plan be submitted by the vendor, unless otherwise 
specified, within thirty (30) calendar days of receipt of the DHCFP’s 
second directive.  If the vendor’s second plan is unsatisfactory, the 
DHCFP may declare a material breach.  Within ninety (90) calendar days 
after the vendor has submitted an acceptable POC or one has been 
imposed, the DHCFP will initiate a follow-up review, which may include 
an on-site review.    


 
In response to a finding by the DHCFP, we will submit a POC within 
thirty (30) days from the date of notification by the DHCFP. We will 
work with the DHCFP to ensure that each POC satisfactorily addresses 
the actions needed to correct the deficiencies, revising the POC as 
necessary, within thirty (30) calendar days of receipt of the DHCFP’s 
second directive. Though we do not expect that our first or second 
submission of the POC will be unsatisfactory, we will resubmit an 
acceptable POC and coordinate and cooperate with the DHCFP for a 
follow-up review, which may include an on-site review as specified by 
DHCFP. 


 
3.9.3.3 If the vendor’s non-compliance with the provision of covered medically 


necessary benefits and services becomes an impediment to ensuring the 
health care needs of recipients and/or the ability of providers to 
adequately attend to those health care needs, the DHCFP shall take an 
administrative sanction against the vendor.  Such a sanction will disallow 
further enrollment and may also include adjusting auto-assignment 
formulas used for recipient enrollment purposes. Such sanctions will 
continue until vendor compliance with the provision of benefits/services 
is achieved. Liquidated damages, as outlined in the General Terms of the 
contract, may also be assessed if other measures fail to produce adequate 
compliance results from the vendor.   


 
Though we do not anticipate, nor have we received an administrative 
sanction in another Medicaid program, we understand the DHCFP will 
take an administrative sanction against us should non-compliance 
become an impediment to ensuring the health care needs of recipients 
and/or the ability of providers to adequately attend to those health care 
needs.  We understand the sanction may disallow further enrollment and 
may also include adjusting auto-assignment formulas used for recipient 
enrollment purposes and will continue until compliance is achieved. We 
understand liquidated damages may be assessed if other measures are 
inadequate. We will work with the DHCFP to bring the provision of 
covered medically necessary benefits and services into compliance and 
ensure recipients’ health care needs are met providers are able to 
adequately attend to those health care needs. 


 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, 
require each managed care organization (vendor) to have an ongoing quality assessment 
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and performance improvement program for the services it furnishes its recipients. Internal 
Quality Assurance Programs (IQAPs) consist of systematic activities, undertaken by the 
vendor, to monitor and evaluate the care delivered to enrolled recipients according to 
predetermined, objective standards, and effect improvements as needed. 
 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must 
develop and maintain the ability to collect and report data on race, ethnicity, sex, primary 
language, and disability status for applicant's and recipient's parents or legal guardians if 
applicants or recipients are minors or legally incapacitated individuals.   
 
An annual review of the vendor will be conducted by the DHCFP or its designee.  In 
addition, the DHCFP will monitor and analyze grievances and appeals, provider disputes 
and will periodically conduct patient and provider satisfaction surveys.   
 
The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  
  
Our Internal Quality Assurance Program (IQAP) is founded on nearly 20 years of 
experience developing and refining our quality assurance and quality improvement (QI) 
activities, to support delivery of high-quality health care services to our Medicaid and 
CHIP recipients. Our program features include: 


• Assessment, implementation, and evaluation of ongoing quality assurance and 
improvement activities and initiatives designed to achieve measureable 
improvements from year to year 


• Collaboration with State Medicaid Programs and an EQRO focusing on 
improvement of health outcomes 


• A strong committee structure that provides representation and participation by 
recipients and a full spectrum of providers and other stakeholders 


• Design, implementation and analysis of Performance Improvement Projects 
(PIPs) focused on improving access to care, recipients’ health outcomes, and 
utilization of clinically appropriate and cost-effective services 


• Adoption of Utilization Management standards based on nationally recognized 
guidelines, including InterQual® clinical protocols, and Clinical Practice 
Guidelines for chronic conditions such as Asthma, Diabetes, Chronic Obstructive 
Pulmonary Disease (COPD), Congestive Heart Failure (CHF), Depression, 
Chronic Kidney Disease, Sickle Cell, and Hypertension 


• Active health plan participation across functional areas through QA workgroups 
that develop and evaluate both recipient and provider interventions to improve 
recipients’ experience of care and specific quality measures including HEDIS®, 
CAHPS and health plan developed assessments (such as satisfaction with care 
coordination)  


 
Our IQAP implements systematic activities that emphasize continuous quality 
improvement, monitoring and evaluation, and to achieve high standards of care.  
 
Our IQAP provides the infrastructure for the continuous monitoring, evaluation and 
improvement in care, safety, and service. Our IQAP is comprised of the following key 
elements to monitor and evaluate the care delivered to enrolled recipients.  
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• Quality Assurance: a formal set of activities designed to review and safeguard the 
quality of medical services being provided. It includes quality assessment and the 
implementation of corrective actions to address deficiencies identified in the 
quality of care and services provided to individuals or populations. Our Quality 
Assurance activities include: 


o Delegation oversight, including pre-contractual site visits, and annual 
oversight visits; 


o Credentialing/re-credentialing including monitoring of sanctions and 
licenses; 


o Utilization management; and 
o Intensive case review for quality of care concerns. 


• Complaints:  As a vital part of Quality Assurance, we actively encourage both 
providers and recipients to notify staff of actual or potential quality of care issues 
or concerns. Each issue is investigated by clinical staff to determine if a quality 
of care issue exists. Clinical staff recipients then collaborate with our medical 
directors, CMO, and Quality Improvement Committee (QIC) to make a final 
determination. An appropriate course of action is determined if and when a 
quality care concern has been identified. If a corrective action plan is required, 
we first review and evaluates provider compliance with the plan. 


• Risk Management: Risk management activities prevent or reduce risk of adverse 
patient occurrences associated with care or service. The risk management 
function involves: 


o Identifying potential areas of risk; 
o Analyzing the causes; and 
o Designing interventions to prevent or reduce risk. 


• This risk management function is integrally linked to Quality Improvement. Risk 
management activities are coordinated among all medical management 
departments and are assigned to quality committees. 


• Performance Improvement: Performance improvement initiatives implement 
corrective action based on assessment results, and address identified deficiencies, 
improving outcomes. Our Performance Improvement activities are documented 
in the QI Work Plan and encompass health education, case management, disease 
management, and the needs of special populations 


 
Collecting and Reporting Recipient Demographic Data 
 
We have the ability and experience to collect and report data on race, ethnicity, sex, 
primary language, and disability status for applicants and recipients, and 
applicants/recipient's parents or legal guardians if recipients are minors or legally 
incapacitated individuals.   
 
During the recipient welcome call our Customer Service Department staff verifies the 
recipient’s information with the recipient, or recipient's parents or legal guardians if 
recipients are minors or legally incapacitated individuals. We ask and document the 
recipient’s race, ethnicity, sex, primary language, and disability status so that benefits 
and services can be provided in a culturally and linguistically appropriate manner. This 
information is also documented in the health needs assessment screening completed 
during the welcome call. All screenings are date and time stamped, then entered into our 
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technology platform and become part of the recipient’s permanent record. This allows 
any person with appropriate credentials to see baseline health and wellness information. 
Information can be updated as additional interactions occur. 
 
DHCFP Annual Review 
 
We understand DHCFP or its designee will conduct an annual review and in addition 
will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys. We have experience collaborating 
with state agencies and their designees (including EQROs) during reviews and make 
data and information available as needed and requested by the agency. In addition, we 
include the result of annual quality reviews in our QI work plan.  
 
We are dedicated to ongoing monitoring, analysis, and evaluation of our quality 
assessment and IQAP. Ongoing analysis includes review of the annual QI work plan, 
statutory reports, and annual program evaluations in order to provide feedback, 
recommendations, and identify opportunities for improvement. Analysis is performed by 
our QI staff, internal quality committees, provider, community leader, and recipient 
quality committee and then provided to the QIC for review. We incorporate findings 
from the EQRO and the State into the work plan. 
 
We monitor and update the QI Work Plan at least monthly and conduct an evaluation of 
the IQAP annually, producing an annual QI Evaluation report to the QIC for final 
review and approval. As a result of the QI Evaluation we update the QI Program 
Description, which is also reviewed and approved by the QIC. Additional information 
describing our IQAP is provided in Section 3.10.7.8. 


 
3.10.1 The vendor must conduct performance improvement projects that are designed to 


achieve, through ongoing measurements and intervention, significant improvement, 
sustained over time that focus on clinical and non-clinical areas that are expected to 
have a favorable effect on health outcomes and recipient satisfaction and that 
involve the following: 


 
We have extensive experience working with a state’s EQRO to design, implement 
and evaluate PIPs. Our PIPs comply with federal standards for internal quality 
assurance programs and include all the elements specified in this Section 3.10.1. 


 
3.10.1.1 Measurement of performance using objective quality indicators; 


 
Our IQAP is focused on evaluating quality of care as measured by 
quality indicators including HEDIS measures. We are experienced in 
coordinating with the CMS, State Medicaid Programs, and EQRO for 
selecting quality indicators in order to conduct ongoing quality 
assessment and improvement activities. Key indicators that are reviewed 
are listed within Section 3.10.8. 
 
Our IQAP measurements of performance include detailed objective 
quality indicators for key areas, including: 


• Recipient safety 
• Recipient satisfaction 
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• Provider satisfaction 
• Continuity and coordination of care 
• Provider access and availability 
• Ongoing assessment of population changes 


 
3.10.1.2 Implementation of system interventions to achieve improvement in 


quality; 
 


We consider an annual QI Program to be successful if we achieve our QI 
Program objectives. Typically, we aim to achieve improvements in both 
clinical care and health service delivery activities through timely and 
outcome-driven interventions. We implement interventions based on 
identified needs such as specific health outcomes, outcomes based on 
demographics of our population, HEDIS measure results, Performance 
Improvement Projects, studies, recipient and provider surveys, and 
performance metrics. 


 
3.10.1.3 Evaluation of the effectiveness of the interventions; and 


 
We monitor interventions on a monthly, quarterly and annual basis in 
accordance with our QI Work Plan to drive continuous improvement. 
Each quarter we evaluate and update the QI Work Plan and use data to 
identify opportunities and areas for improvement in order to modify 
goals and objectives, utilizing benchmarks where available.  We monitor 
and update the QI Work Plan at least monthly and conduct an 
evaluation of the IQAP annually, producing an annual QI Evaluation 
report. As a result of the QI Evaluation we update the QI Program 
Description. Please reference Section 3.10.7.8 for more detailed 
information about key measures, methods for monitoring, and frequency 
of analysis and evaluation. 


 
3.10.1.4 Planning and initiation of activities for increasing or sustaining 


improvement. 
 


Our QI Work Plan is the means by which we document activities to 
monitor, and evaluate improvement in quality; evaluate effectiveness of 
the interventions; and demonstrate sustained improvement. 


 
3.10.2 The vendor must report the status and results of each project to the DHCFP as 


requested, including those that incorporate the requirements of 42 CFR 438.330 
(a)(2).  Each performance improvement project must be completed in a reasonable 
time period so as to generally allow information on the success of performance 
improvement projects to be available to the DHCFP for its annual review of the 
vendor’s quality assessment and improvement program. 


 
We currently report PIP results using a specially designed template and to ensure 
data accuracy, two re-measurements before submission. In accordance with 42 
CFR 438.240 (a) (2) and DHCFP requirements, we will comply with all QI/QA 
requested reporting, including but not limited to PIPs. We will complete projects 
in a reasonable time period and will document and report the status and results of 
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each project annually and upon request, taking into account the time needed for 
review and approval by the QA Committee. 


 
3.10.3 The Vendor must:  


 
3.10.3.1 Submit performance improvement measurement data annually using 


standard measures required by the DHCFP, including those that 
incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and 


 
We will submit PIP data annually using an agreed upon standardized 
template to comply with requirements set forth by the DHCFP, in 
particular addressing the measurement requirements of 42 CFR 438.204 
and 438.240 (a)(2). 


 
3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the 


DHCFP to measure the vendor’s performance.  
 


In order to facilitate evaluation of our performance, we will submit all 
data requested to the DHCFP according to timeline requirements. 


 
3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most 


current NCQA Standards and Guidelines. 
 


We understand that DHCFP will use current sources for the IQAP guidelines and 
the most current NCQA Standards and Guidelines to create the process, tools, and 
interview questions for compliance reviews and other performance improvement 
efforts.     
 
We will base IQAP guidelines on the most current clinical guidelines, including 
NCQA, and will review and approve at least annually to update guidelines as 
needed. We review all approved guidelines ongoing in order to note any updates 
and/or changes. 


 
3.10.5 The vendor is required to maintain a health information system that collects, 


analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can 
achieve the objectives of the ongoing IQAP. The systems must provide information 
on areas including, but not limited to, utilization, grievances and appeals, and 
disenrollment for other than the loss of program eligibility. The basic elements of a 
health information system with which a vendor must comply include the following: 


 
Our technology platform supports the goals and objectives of the IQAP, including 
business intelligence mechanisms for recipient commitment, audit and compliance 
support, clinical program performance, clinical quality and network performance, 
and claims management. 


 
3.10.5.1 Collect data on recipient and provider characteristics as specified by the 


DHCFP, and on services furnished to the recipients through an encounter 
data system or other methods as may be specified by the DHCFP; 


 


Managed Care Organization RFP 3260 Page 261 of 509 







Our technology platform is structured to ensure staff utilizes evidence-
based clinical guidelines in recipient assessment and management.  
Documentation of recipient assessments problems, goals, interventions, 
and care notes are made within the platform and are assessable to all 
clinical review staff. This platform will enable us to collect recipient and 
provider characteristics and services provided, as specified by DHCFP.  
 
The technology platform architecture includes automatic documentation 
of the staff member who entered the information and the date and time 
of when he or she acted on the case or interacted with the recipient. 
Automated prompts for case tasks are configured by recipient and case 
specific follow-up tasks can be set by the staff managing the case. 


 
3.10.5.2 Verify the data received from providers is accurate, and timely, and 


screen the data for completeness, logic and consistency in accordance 
with 42 CFR 438.242(b) (2); and 


 
We understand the importance of access to timely and accurate data for 
both recipients and providers.  Our technology platform complies with 42 
CFR 438.242(b) (2) requirements to verify accuracy, timeliness, 
completeness, logic and consistency.  The platform employs triggers for 
missing patient or provider information to prompt completion. 


 
3.10.5.3 Must collect service information received from providers in standardized 


formats. 
 


We require the use of standardized formats through our technology 
platform to ensure uniformity in process, reporting and evaluation 
between all providers. 


 
3.10.5.4 Make all collected data available as outlined in the reporting guide, 


attachments or as requested to the DHCFP and upon request to CMS as 
required. 


 
We will report all collected data to the DHCFP and CMS, including all 
data outlined in the reporting guide and attachments. In order to meet 
requirements and requests, we will build upon the platform’s current 
reporting abilities to enhance and adapt monthly scorecards, benchmark 
data, and measures as necessary. 


 
3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review 


and submission of encounter data to the DHCFP. 
 


We will designate Medicaid Quality Administrator as the lead person to 
collaborate with the DHCFP on the review and submission of encounter 
data. 


 
3.10.6 Standard I:  Written IQAP Description  
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The vendor must have a written description of its IQAP. This written description 
must meet the following criteria: 


 
Our Quality Improvement (QII) Program Description is documented and updated 
annually, and contains the information described below. We will broaden this 
description to encompass our entire quality assurance program. 


 
3.10.6.1 Goals and Objectives 


 
3.10.6.2 The written description must contain a detailed set of quality assurance 


(QA) objectives, which are developed annually and include a timetable 
for implementation and accomplishment.  


 
Our QI program description includes the following objectives:  


• To continuously monitor and analyze key clinical and service 
indicators.  


• To manage disease and health management programs.  
• To conduct outreach and health education activities.  
• To develop programs for populations with special needs.  
• To conduct intervention studies in clinical and service areas which 


were selected based on review of data.  
• To perform appropriate oversight of delegated activities.  
• To conduct satisfaction surveys for recipients and practitioners.  
• To coordinate activities across functional areas to improve care 


and service.  
• To foster an environment that assists practitioners and providers 


with improving the safety of their practice.  
• To conduct oversight of risk management.  
• To evaluate the effectiveness of the QI Program 


 
3.10.6.3 Scope 


 
A.  The scope of the IQAP must be comprehensive, addressing both the 


quality of clinical care and the quality of non-clinical aspects of 
service. Scope must also include availability, accessibility, 
coordination, and continuity of care. 


 
B.  The IQAP methodology must provide for review of the entire range 


of care provided by the vendor, including services provided to 
CSHCN, by assuring that all demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided in private 
practice offices and home care); and types of services (e.g., 
preventive, primary, specialty care, and ancillary) are included in the 
scope of the review. The review of the entire range of care is 
expected to be carried out over multiple review periods and not on a 
concurrent basis.  
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Our Internal Quality Assurance Program (IQAP) implements 
systematic activities that emphasize continuous quality 
improvement, monitoring and evaluation, and to achieve high 
standards across the entire range of care delivered.  
 
Our IQAP provides the infrastructure for the continuous 
monitoring, evaluation and improvement in care, safety, and 
service. The QI Work Plan includes timetables for implementation 
and accomplishment and we review it monthly. 
 


3.10.6.4 Specific Activities 
 


The written description must specify quality of care studies and 
other activities to be undertaken over a prescribed period of time, 
and methodologies and organizational arrangements to be used to 
accomplish them.  Individuals responsible for the studies and other 
activities must be clearly identified and qualified to develop the 
studies and analyze outcomes.  


 
Over the past five years, we have conducted quality of care studies 
on obesity care, encounter data validation, prenatal smoking 
cessation, dental care with recipients with SMI, PP readmits, 
medical fragile care management, PCP depression management, 
and maternal/newborn education and counseling. The Chief 
Medical Officer (CMO) reviews and makes recommendations 
regarding potential quality of care issues with input from the 
Medical Director(s). 


 
3.10.6.5 Continuous Activity 


 
The written description must provide for continuous performance of 
the activities, including tracking of issues over time.   


 
Our QI program description delineates the QI staff and 
organizational structure; ongoing responsibilities and activities; 
continual tracking of issues, interventions, QI studies and projects, 
and annual QI program evaluation.  See Section 3.10 overview 
and QI Work Plan. 


 
3.10.6.6 Provider Review 


 
A.  Review by physicians and other health professionals of the process 


followed in the provision of health services must be conducted; and 
 


B.  The vendor must provide feedback to health professionals and 
vendor staff regarding performance and patient health care 
outcomes. 


 
Physicians and other health professionals review the process used 
to deliver health services and the technology platform and IQAP 
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infrastructure supports rapid feedback about performance and 
recipient health outcomes.  
 
Participating practitioners serve on all external quality 
committees.  Through committee activity they: 


• Review, evaluate and make recommendations regarding 
the QI Program Description, Work Plan and Annual 
Evaluation; 


• Review, evaluate and make recommendations for 
credentialing and recredentialing decisions; 


• In response to identification of quality of care concerns, 
review individual medical records reflecting adverse 
occurrences and initiate requests for corrective actions as 
appropriate; 


• Review and evaluate continuity and coordination of care 
against standards; 


• Review, evaluate, and make recommendations for 
improving satisfaction; 


• Review and provide feedback on proposed clinical 
practice guidelines, preventive health standards and 
guidelines, clinical protocols, disease management 
programs, health management programs, HEDIS  and 
other audit results, new technology, and other clinical 
issues regarding the health plan’s policies and 
procedures; 


• Review and provide feedback regarding proposed QI 
study designs; and 


• Participate in the development of action plans and 
interventions to improve the levels of care and service for 
individual providers and the provider network as a whole. 


 
3.10.6.7 Focus on Health Outcomes 


 
The IQAP methodology must address health outcomes to the extent 
consistent with existing technology.   


 
Our IQAP activities, as described in our QI work plan, detail 
goals, responsible individuals, and quarterly status of specific 
goals including health outcomes. 


 
3.10.7 Standard II:  Systematic Process of Quality Assessment and Improvement  


 
We have nearly 20 years of experience, through our quality assurance 
subcontractor, monitoring and evaluating the quality and appropriateness of care 
and services provided to our recipients, including Medicaid families and children, 
children and adults with disabilities including dual eligible individuals, children 
in foster care and Medicaid expansion populations, including young adults aging 
out of foster care. 
 


Managed Care Organization RFP 3260 Page 265 of 509 







We make it a priority to continuously monitor our own performance and are 
actively involved with EQROs, State Medicaid Programs, and community leaders 
in selecting measures for Performance Improvement Projects (PIPs) and other 
quality improvement activities. Our activities address various aspects of clinical 
care and non-clinical services and have a positive effect on health outcomes and 
recipient satisfaction. Each year we complete quality of care studies and related 
activities, including Performance Improvement Projects (PIPs), relevant to the 
needs of our membership and the State’s quality goals.  
 
Our NCQA accredited health Medicaid partner has consistently met or exceeded 
national Medicaid Quality Compass benchmarks for more than 10 years and state 
quality benchmarks for nearly 15 years.  
 
In 2015, we had 18 HEDIS®  Measures in the Medicaid Quality Compass 90th 
percentile, 34 in the 75th percentile, and 25 in the 50th percentile. Our quality 
approach systematically improves delivery of preventive services, increases the use 
of evidence-based chronic condition and behavioral health management, and 
reduces health disparities. For example: 


• Our EPSDT screening rates are within 5% of the CMS benchmark, 
significantly exceeding both the 2015 EPSDT screening national average 
of 60% and the 2014 Nevada average participation rate of 67%. 


• Increased the Childhood Immunizations Combination 2 rate 70%;  and 
maintained results above the Medicaid Quality Compass 90th percentile 


• Increased Childhood Immunizations Combination 10  rate 103% over five 
(5) years; and maintained results above the Medicaid Quality Compass 
66th percentile 


• Increased Adolescent Immunizations Combination 1(Meningococcal, 
Tdap/Td) 46% over five (5) years; and maintained results above the 
Medicaid Quality Compass 90th percentile 


• Increased the timely delivery of prenatal care by 17% between 1999 and 
2015, and maintained results above the Quality Compass mean; 


• Improved adherence to postpartum care instructions by 16% between 1999 
and 2015 and maintained results above the Quality Compass mean, 


• Increased the frequency of ongoing prenatal care visits compared to the 
expected frequency of visits (FPC) from 67% to 81%; an improvement of 
14% and maintained results above the Quality Compass mean   


• Results for Infant Care between 2010 and 2015 improved as follows:  
o Decreased the rate of low birth weight deliveries by 35%.   
o Achieved a LBW rate in 2015 of 6.6%, a result that is 18% better 


than the Healthy People 2020 goal of 7.8%.   
o Decreased the rate of Very Low Birth Weight deliveries by 37%.   
o Achieved a VLBW rate in 2015 of 1.2%, a result that is 16% better 


than the Healthy People 2020 goal of 1.4%. 
o Decreased the rate Preterm deliveries (less than 37 weeks) by 39% 


to 8.2%; a result that is  better than the Healthy People 2020 goal of 
11.4%   
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Our quality improvement activities have positively impacted recipient satisfaction 
as demonstrated by the following improvements in CAHPS scores over the past 
four years: 


• Child Survey 
o Shared decision making increased 63% and reached the 66.67 


percentile for Medicaid Quality Compass 
o Getting needed care increased 4 % and reached the 75th percentile 


for Medicaid Quality Compass  
o Customer service increased 13% and reached the 75th percentile 


for Medicaid Quality Compass  
o The overall service rating increased 5% and reached the 95th 


percentile for Medicaid Quality Compass  
• Adult survey 


o Customer service increased 6% and reached the 75th percentile for 
Medicaid Quality Compass  


o Our overall rating increased 4% and reached the 90th percentile 
for Medicaid Quality Compass Medicaid 


 
Every year, we report 100% of the CMS adult and child core measures. We report 
all required Medicaid measures according to the technical specifications.  
 
We’ve achieved improvements in both clinical and service activities through 
timely and outcome-driven interventions targeted to the demographics of our 
membership and their identified needs such as improvements in specific health 
outcomes. We evaluate our overall effectiveness through the use of a Quality 
Improvement (QI) work plan, which contains goals and quantifiable objectives, a 
timeline for implementation of activities and achievement of goals, and barrier 
identification. The QI work plan is reviewed at least quarterly.  Our QI work plan 
includes the following components for each activity: 


• Objectives defining and verifying the specific process to be improved 
• Goals establishing the specific criteria and value of measurement the 


results will be measured against 
• Interventions - the actions taken to improve the specific process 
• Barriers that contribute to the noted results 
• Demonstrative improvement documenting the overall results of the 


interventions and ongoing monitoring to ensure success. 
 


The IQAP must objectively and systematically monitor and evaluate the quality 
and appropriateness of care and service provided to recipients through quality of 
care studies and related activities, and pursues opportunities for improvement on 
an ongoing basis.  The IQAP must have written guidelines for its Performance 
Improvement Projects (PIPs) and related activities.  These guidelines include: 


 
3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be 


monitored. 
 


The QI Work Plan specifies the clinical or health services delivery areas 
included in our IQAP. We coordinate Quality Improvement activities 
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with other performance monitoring activities and management functions 
including, but not limited to utilization management, case and disease 
management, health management, risk management, patient safety, 
cultural and linguistic competency, credentialing, claims, recipient and 
provider services, and network development. We will develop 
collaborative health outcome measures with the DHCFP and the EQRO.  
We select PIP topics based on clinical and non-clinical areas of focus 
that are impactful to our recipients and will align these with the DHCFP 
quality strategy. PIP clinical focus areas include primary, secondary, 
and/or tertiary prevention of acute and chronic conditions, care of acute 
and chronic conditions, analysis of high volume or high-risk services, 
and analysis of continuity and coordination of care. Non-clinical focus 
areas for PIPs focus on availability, accessibility, and competency of 
services, appeals, and grievances/complaints. The scope of quality review 
is reflective of the health care delivery system, including quality of 
clinical care, safety, and quality of service (including non-clinical 
services). 


 
3.10.7.2 The monitoring and evaluation of care must reflect the populations 


served by the vendor in terms of age groups, disease categories and 
special risk status, including CSHCN. 


 
All activities reflect our population in terms of age groups, disease 
categories, special risk status, and cultural and linguistic needs of the 
recipients. We focus on the entire population as well specific age groups, 
disease categories, and high risk groups, such as children with special 
health care needs (CSHCN). We monitor outcomes for specific subsets of 
our recipient population such as recipients living in urban areas 
compared to rural areas, as well as the entire population.   
 
Our IQAP will include the monitoring and delivery of care and services 
in additional areas that are reflective of our recipients’ needs.    


 
3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in 


certain priority areas of concern selected by the DHCFP. These are 
selected from among those identified by the CMS and the DHCFP and 
are identified through the DHCFP Quality Assessment and Performance 
Improvement Strategy. 


 
Our IQAP will monitor and evaluate, at a minimum, care and services in 
certain priority areas of concern selected by the DHCFP as identified 
through the DHCFP Quality Assessment and Performance Improvement 
Strategy, including: 


• Increasing use of preventive services  
• Improving the health and wellness of new mothers and infants, 


and increasing new-mother education about family planning and 
newborn health and wellness 


• Increasing use of evidence-based practices for recipients with 
chronic conditions 
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• Increase use of evidence-based practices for recipients with 
behavioral health conditions 


• Reducing and/or eliminating health care disparities for Medicaid 
and Nevada Check Up recipients. 
 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 
438.358(b): 


 
A.  Validation of Performance Improvement Projects required by the 


State to comply with requirements set forth in 42 CFR 438.330(b); 
and 


 
B.  Projects that were under way during the preceding twelve (12) 


calendar months. 
 


In our more than 10 years of experience completing PIPs, we have 
designed, implemented and evaluated, in collaboration with the State 
Medicaid agency and EQRO, over 14 PIPs encompassing at least six 
PIPs underway in any year. 
 
In accordance with 42 CFR 438.358(b), we understand our PIPs will be 
validated to comply with requirements set forth in 42 CFR 438.330(b). 
Projects that were underway during the preceding twelve (12) calendar 
months will also be validated by the EQRO and will be documented in 
our IQAP. 


 
3.10.7.5 Quality of care studies are an integral and critical component of the 


health care quality improvement system. The vendor will be required 
annually to conduct and report on a minimum of two clinical PIPs and 
three non-clinical PIPs. Clinical PIPs include projects focusing on 
prevention and care of acute and chronic conditions, high-volume 
services, high-risk services, and continuity and coordination of care; non-
clinical PIPs include projects focusing on availability, accessibility, and 
cultural competency of services, interpersonal aspects of care, and 
appeals, grievances, and other complaints. 


 
Annually we will conduct and report on a minimum of two clinical PIPs 
and three non-clinical PIPs. We are experienced in conducting and 
reporting on both clinical and non-clinical PIPs. Annually we conduct 
and report on six PIPs covering five focus areas including dental care 
for children with special health care needs, reducing postpartum 
readmissions, asthma control, antipsychotic medication for children and 
adolescents, and integrated behavioral health for recipients with serious 
mental illness.  
 
Recently, our PIP focused on reducing inappropriate prescribed 
antibiotics noted an 11% increase in appropriate testing and treatment of 
pharyngitis, exceeding the goal by 4.7%; and we increased appropriate 
treatment for children with upper respiratory infection by 10%, 
exceeding the goal by 4.18% during the three years of the PIP. 
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3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing 


the outcomes of care.  The PIPs are designed to target and improve the 
quality of care or services received by managed care enrolled 
recipients. The vendor will utilize, as a resource, the Centers for 
Medicare & Medicaid Services (CMS) guidelines as outlined in the most 
recent version of the CMS publication EQR Protocol 7 Implementation 
of Performance Improvement Projects. 


  
We use, and will continue to use, the Centers for Medicare & Medicaid 
Services (CMS) guidelines as outlined in the most recent version of the 
CMS publication EQR Protocol 7 Implementation of Performance 
Improvement Projects as a resource in designing our PIPs to target and 
improve the quality of care or services. 


 
3.10.7.7 The vendor must implement a system to achieve improvement in quality; 


evaluate effectiveness of the interventions; and institute planning and 
initiation of activities for increasing or sustaining improvement. 


 
Our IQAP is broad in scope and encompasses the range of clinical, 
safety, and service issues relevant to external (eligible recipients, 
practitioners, providers, the DHCFP, CMS and EQRO) and internal 
customers (our employees). Using our QI Work Plan we document focus 
areas and monitoring activities, and evaluate improvement in quality; 
evaluate effectiveness of the interventions; and institute planning and 
initiation of activities for increasing or sustaining improvement in the 
targeted focus areas as specified in our related goals and objectives to 
improve. We evaluate the QI Work Plan annually using outcomes data to 
identify opportunities and areas for improvement modifying goals and 
objectives based on this analysis, and utilizing benchmarks where 
available.   
 
Our QI activities are extensive and include, but are not limited to: 


• Assessment of patient safety via 
o Sentinel events and recipient complaints related to quality of 


care 
o Annual recipient safety plan 
o Harmful medication monitoring  
o Accessibility to high quality healthcare providers 
o Provider adherence to documentation standards 
o Medical Directors assistance with clinical decision-making  


• Assessment of recipient satisfaction via: 
o Annual satisfaction survey  
o Recipient complaint and appeal reports  
o Average speed of answer and abandonment reports for 


Customer Service areas 
• Assessment of provider/practitioner satisfaction via: 


o Annual practitioner satisfaction survey 
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o Provider/practitioner complaint reports 
o Accuracy and timeliness of claims processing reports 
o Average speed of answer and abandonment reports for 


provider services areas 
o Provider/practitioner appeal trends 


• Assessment of continuity and coordination of care via: 
o Case Management 
o Disease Management 
o Medical record review 
o Investigation of recipient complaints  
o Oversight of internal policy implementation regarding 


practitioner terminations 
• Assessment of provider/practitioner access and availability via: 


o Provider site visits  
o Provider/practitioner access and availability reports 
o Recipient complaints regarding access 
o Recipient utilization reports 
o Practitioner satisfaction survey 


• Delegation oversight 
o Pre-contractual evaluations  
o Annual oversight visits and evaluations 
o Quarterly report review and evaluation 
o National Accreditation/certificate monitoring 


• Credentialing and recredentialing of practitioners and providers 
o Sanction and license monitoring  


• Medical management programs and activities: 
o EPSDT Program 
o Maternity Care Program 
o Disease Management Programs 
o Phone and mail outreach activities for targeted populations 
o Adoption and promotion of preventive health guidelines 
o Adoption and promotion of clinical practice guidelines 
o Utilization management services 
o Case management services 
o HEDIS 


• Ongoing assessment of population changes: 
o Special needs and preferences 
o Cultural needs and preferences 
o Linguistic needs and preferences  
o Ethnic needs and preferences 
o Racial needs and preferences 
o Cultural & Linguistic Services Program 


• Assessment of QI Program 
o QI Work Plan/Executive Summary 
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o Annual QI Evaluation 
o Annual update to the QI Program Description as a result of 


the QI Evaluation 
o Assessment of Service Initiatives 
o Process analysis of internal departments 


• Annual assessment completed by the External Quality Review 
Organization (EQRO) 
o Annual EQRO audit 


 
3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness 


of its quality assessment and IQAP.   
 


We are dedicated to ongoing monitoring, analysis, and evaluation of our 
IQAP. Ongoing analysis includes review of the annual QI work plan, 
statutory reports, and annual program evaluations in order to provide 
feedback, recommendations, and identify opportunities for improvement. 
Analysis will be performed by our QI staff, internal quality committees, 
provider, community leader, and recipient quality committees, EQRO 
and the DHCFP. 
 
We monitor and update the QI Work Plan at least monthly and conduct 
an evaluation of the IQAP annually, producing an annual QI Evaluation 
report. As a result of the QI Evaluation we update the QI Program 
Description. Our frequent monitoring of performance indicators allows 
us to quickly identify problems and resolve those issues before assesses; 
care or patient health outcomes suffer negative consequences. 
 
The IQAP is formally evaluated on an annual basis for overall 
effectiveness; however, each individual element is monitored more 
frequently.  We monitor the overall IQAP on a quarterly basis as 
documented in the annual Quality Improvement Work Plan. We 
currently produce over 40 quality-related monitoring reports, many of 
these produced monthly, quarterly and annually, for such focus areas as: 


• Service Metrics 
• Population Changes 
• Health and Case Management/Disease Management Programs 
• Special Needs Population 
• Clinical Initiatives 
• Behavioral Health Services 
• Pharmacy Services 
• Quality Initiatives 
• Network Development and Monitoring of Access and Availability 
• Over and Under Utilization 
• Quality Evaluation 
• HEDIS® results 
• Performance Improvement Projects (PIPs) 
• Delegation Oversight 
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• EQRO Assessment 
• Recipient and Provider Satisfaction 


 
Annual QI Program Evaluation 
 
The QI Program evaluation is an annual assessment of the effectiveness 
of the QI Program which allows us to determine how well it has utilized 
its resources in the recent past to improve the quality of care, service, and 
cultural and linguistic appropriate services provided to recipients.  We 
identify barriers to improvement and integrate appropriate changes into 
the subsequent annual QI Work Plan.  We also integrate feedback and 
recommendations from various committees into the evaluation as well as 
the annual external review results conducted by the EQRO on behalf of 
the State Medicaid Program, accreditation status, and annual 
reevaluation results. We present the final document to the Quality 
Improvement Committee (QIC) and our Executive Leadership.  
 
Annual Review and Update of QI Work Plan 
 
We develop an annual QI Work Plan addressing planned and ongoing 
quality based on the results of the annual QI Program Evaluation and 
with input from all health plan departments.  The QI Work Plan includes 
objectives, goals, scope, identified barriers, and planned activities that 
address the quality and safety of clinical care, quality of services, 
Culturally and Linguistically Appropriate Services (CLAS), and 
reduction of health care disparities for the year. We integrate planned 
monitoring of previously identified issues by internal and external 
customers, including tracking of issues over time and the planned 
evaluation of the QI Program.  We also include persons responsible for 
each activity and the time frame for achieving each activity.  We 
complete and incorporate quantifiable goals, a timeline for activity 
implementation and goal achievement, and an annual “Executive 
Summary” of the Work Plan highlighting key milestones as well as the 
dates we achieved the milestones. We present the final document to the 
QIC and our Executive Leadership for review and approval. 


 
3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the 


vendor’s IQAP must also monitor and evaluate other important aspects 
of care and service. 


 
Our IQAP monitors and evaluates a wide range of important aspects of 
care and service and will include those specified by the DHCFP. An 
essential element of our IQAP is our QI Work Plan which is used to 
document activities to monitor and evaluate improvement in quality, 
evaluate effectiveness of our interventions, and institute planning and 
initiation of activities for increasing and sustaining improvement.  
 
Our QI Work Plan addresses all areas of care and service. Our QI Work 
Plan is also responsive to external needs such as EQRO required 
activities and will be the avenue through which we will monitor and 
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evaluate other important aspects of care and service as required or 
directed by the DHCFP.  
 
We monitor and evaluate many important aspects of care and service 
based upon identified needs such as specific health outcomes, 
demographics of our population, HEDIS® measure results, Performance 
Improvement Project outcomes, other studies, recipient and provider 
surveys, and performance metrics. 


 
3.10.7.10A statistically significant decline in one PIP (HEDIS or NON-HEDIS) 


will result in a quality penalty fee until the measure increases above 
original measure or matches previous measure prior to decline. 


 
We understand a statistically significant decline in one PIP (HEDIS or 
NON-HEDIS) will result in a quality penalty fee until the measure 
increases above original measure or matches previous measure prior to 
decline. We monitor closed PIPs on an ongoing basis and analyze them 
annually to support sustained improvement.   


 
3.10.8 Use of Quality Indicators  


 
Quality indicators are measurable variables relating to a specified clinical or health 
services delivery area, which are reviewed over a period of time to monitor the 
process or outcomes of care delivered in that area.  


 
Through our experienced Medicaid partner, we will build on almost 20 years of 
experience identifying and using quality indicators to improve our recipients’ 
health outcomes and experience of care. We will identify quality indicators 
relevant to the Nevada membership, including those we currently use for 
Medicaid and CHIP recipients in Nevada, as well as indicators targeting specific 
clinical and health services areas specific to Nevada recipients’ needs.  
 
Our QI Work Plan is used to monitor process and outcomes of all aspects of care 
relating to specified clinical or health services delivery areas. The goals and 
objectives in each area of the work plan are based upon recognized quality 
indicators and benchmarks and are monitored over a specified period of time 
sufficient to assess the impact of our defined interventions. Our IQAP strategies 
include detailed quality indicators for key areas of measurement, including: 


• Recipient safety 
• Recipient satisfaction 
• Provider satisfaction 
• Continuity and coordination of care 
• Provider access and availability 
• Ongoing assessment of population changes 


 
Examples of key indicators include: 


• Service metrics such as Average Speed to Answer (ASA) and 
Abandonment Rate (AR) for Provider and Customer Service and 
Utilization Management calls 
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• HEDIS® rates including interim rates 
• Rate of ER use or hospital admission for ambulatory care sensitive 


conditions 
• Hospital admission rate for recipients with specific diagnoses 
• Mortality rates 
• Patient experience rates (experience of PCP consultation, for example) 
• Over- and under- utilization indicators 


 
3.10.8.1 The vendor is required to: 


 
A.  Identify and use quality indicators that are objective, measurable, 


and based on current knowledge and clinical experience;   
 


Our Medicaid affiliate has 15 years of experience coordinating 
with the CMS, State Medicaid Programs, and EQROs when 
selecting quality indicators for ongoing quality assessment and 
improvement activities. Quality indicators are specified in the QI 
Work Plan that outlines quality of care studies undertaken each 
year, the quality indicators used to monitor processes or outcomes, 
and the process and schedule for monitoring each activity. 
Selected indicators are objective, measurable, and based on 
current knowledge and clinical experience. They include national 
indicators such as HEDIS measures, state-specified indicators, 
and plan-identified indicators based on a review of relevant studies 
with input from health plan experts and the local provider 
network. We select quality indicators that first align with national 
guidelines, then state guidelines. We also select indicators based 
on sound methodology and the potential to impact recipients’ 
health. For process improvement activities based on HEDIS, we 
set the QI goal at the 90th percentile, making adjustments to the 
next Medicaid Quality Compass percentile goal if the original goal 
is not obtainable in the first year of the activity. We aim to achieve 
at least a 2% year-over-year improvement in process improvement 
activities or a 10% increase over three years. 


 
B.  Monitor and evaluate quality of care through studies which include, 


but are not limited to, the quality indicators also specified by the 
CMS , with respect to the priority areas selected by the DHCFP; 


 
IQAP is focused on evaluating quality of care as measured by 
quality indicators including HEDIS measures and other quality 
indicators specified by CMS and the State. The QI work plan 
incorporates studies designed to support or improve HEDIS 
performance and other indicators, including those developed for 
PIPs, specified by the state and developed with the EQRO for the 
upcoming year. It also defines and includes the indicators we 
identify for internal studies targeting internally-defined priority 
areas for improvement. For example, in the past three years the 
Medicaid affiliate participated in a minimum of two formal focus 
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studies each year in collaboration with the EQRO. These studies 
have included:  


• Maternal and newborn assessment, counseling, and 
education 


• PCP depression management  
• EPSDT medical record validation 
• Care management of medically fragile children 
• Postpartum readmissions 
• Prenatal smoking cessation  
• Assessment, prevention, and treatment of child and 


adolescent obesity  
• EPSDT encounter data validation 
• Dental care in emergency room setting for individuals 


with behavioral health conditions 
 
These studies resulted in two Performance Improvement Projects 
(PIPs) targeting needed improvements in prenatal smoking 
cessation assessment and counseling, and reduction in postpartum 
readmissions. The findings from the study of child and adolescent 
obesity assisted in provider education, tools, and compliance with 
documentation of BMI, nutrition education/counseling, as well as 
physical activity education/counseling resulting in an increase in 
each of these HEDIS measures. 


 
C.  Ensure methods and frequency of data collection; ensure data 


accuracy; and ensure data is effective and sufficient to detect the 
need for program change; and 


 
We use a sophisticated data review and analysis process to 
evaluate the QI program for possible areas of improvement 
including under and over utilization. A complete array of 
utilization and performance data including the data collected is 
displayed in Table 3.10.8-1. 


 
Table 3.10.8-1: 


Monitoring 
Component Monitoring Element Frequency of Monitoring 


Inpatient Utilization 


Hospital census Daily 
Inpatient hospital days/1,000 recipients Monthly, Quarterly, Annually 
Inpatient hospital admissions/1,000 recipients Monthly, Quarterly, Annually 
Average length of stay (ALOS) Monthly, Quarterly, Annually 
Readmissions Quarterly, Annually 
By disease state Monthly, Quarterly, Annually 
By category of aid Monthly, Quarterly, Annually 
By diagnostic category Monthly, Quarterly, Annually 
By facility Monthly, Quarterly, Annually 


Outpatient 
Utilization 
(PCP, 
Specialist, ED, 


Visits (services) /1,000 recipients Monthly 
Cost per visit/service Monthly 
By type of service Monthly 
By type of provider Monthly 
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Monitoring 
Component Monitoring Element Frequency of Monitoring 


Radiology, Lab, 
Surgery) 


By type of facility Monthly 
By category of aid Monthly 


Denials 
Number and percent of total requests Monthly, Quarterly, Annually 
Administrative denials compared to medical 
necessity denials 


Monthly, Quarterly, Annually 


Appeals Number and percent of appeals to total denials Monthly, Quarterly, Annually 
Number and percent upheld Monthly, Quarterly, Annually 


Service Levels Telephone responsiveness (abandonment rate, average 
speed to answer) 


Daily, weekly, monthly, quarterly and 
annually 


Turnaround time for decisions made on 
authorization requests 


Daily, weekly, monthly, quarterly and 
annually 


Number and percentage of providers 
submitting requests via phone, fax, and 
provider portal 


Monthly, Quarterly, Annually 


 
Comprehensive data analysis is performed to ensure that 
indicators are not viewed in isolation. For example, when 
reviewing prior authorization dates for inpatient admissions, we 
compared requested inpatient admissions to approved admissions 
and evaluated the data to ensure a reduction in denials was not 
accompanied by a corresponding increase in admissions, 
demonstrating improved network performance.  
 
Ensuring Data Collection and Accuracy 
 
Many of our data collection processes are automated and include 
a built-in audit trail. All HEDIS and CAHPS data is independently 
audited and verified. We perform chart audits using standardized 
data collection tools to ensure consistent and accurate data 
collection. We also review audit reports for accuracy and 
completeness before finalization. Our internal audit process 
includes data review by more than one staff person to confirm the 
initial findings. We resolve all discrepancies that arise during this 
review internally before the data is released. 
 


D.  Have mechanisms to detect under and over utilization and to follow 
up appropriately. If fraud and abuse is suspected, a referral must  be 
made to the vendor’s PIU and the DHCFP SUR Unit for appropriate 
action. 


 
From the results of recent monitoring activities, we identified 
trends to detect over- and underutilization, as well as inappropriate 
utilization. We employed clinical editing software to identify data 
errors and automate business processes. The edits used in the 
clinical editing software are typically driven by encounter and/or 
benefit requirements. We performed these edits after clinical edits 
that were built into the claims processing system.  A web-based 
tool provided call center staff with the ability to access a detailed 
clinical description of edits and the reasons they were applied, 
providing medically appropriate explanations to providers.  These 
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explanations were available for any claim processed within the 
claims editing software process that had edits applied. 
 
We utilized industry standard business intelligence tools to connect 
information and people. These solutions make the best use of our 
data assets, both structured and unstructured. By employing tools 
such as Key Performance Indicator (KPI) dashboards, data 
visualization, self-service business intelligence, data mining and 
predictive modeling, we are well positioned to support business 
decisions, deliver new healthcare insight and drive future 
innovation. Above all, accurate tracking and prediction of 
healthcare service utilization can improve patient care, and help 
optimize resource management. 
 
We incorporate industry-leading anti-fraud technology in our 
surveillance of utilization review subsystems (SUR) efforts. The 
anti-fraud software package provides analytics, case tracking, data 
manipulation, and visualization tools, as well as ad hoc and 
scheduled analyses. Thus, we conduct claims reviews from our 
internal warehouse data to identify patterns that may be indicative 
of fraud and abuse on a prospective and retrospective basis. 
Together, these tools are used to identify potential fraud and abuse 
such as: 


• Over-utilization; 
• Up-coding; 
• High-dollar claims; 
• Unusual patterns by subscribers, providers or facilities; 
• Unusual dates of service; 
• Excessive time units for time-based codes; 
• Unusual claims volume by providers or recipients; 
• Unbundling services; 
• Incorrect reimbursement to providers, recipients, 


facilities and/or pharmacies; and 
• Incongruous procedure code, prescription, and 


diagnostic code combinations. 
 
UM staff works with Compliance and Care Management staff 
when patterns suggest inappropriate utilization trends, and we 
make referrals for investigations/interventions as appropriate.  
Additionally, our UM department monitors providers for aberrant 
patterns of utilization. 
 
We work diligently with our subcontractors on fraud and abuse 
efforts. For example, our dental and pharmacy administrators run 
targeted algorithms to detect potential fraud and to identify 
anomalies for further review. If fraud and abuse is detected, we 
will make a referral to our Program Integrity Unit (PIU) and the 
DHCFP SUR unit for appropriate action.  
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Addressing Fraud and Abuse 
 
Operations and clinical area employees notify the PIU of a 
potential issue. For example, staff may notify the PIU through the 
compliance hotline (via phone or e-mail), by telephone, or e-mail 
directly to a member of the PIU.  Upon receipt of the referral for 
review, the PIU initiates data analysis and meets with the person 
reporting the issue, if necessary, to obtain additional background 
information.  Based upon initial data analysis and information 
gathering, an investigation plan is developed to outline the 
appropriate course of action for the case.  At the identification of 
potential fraud, waste and abuse, overpayments are recovered and 
the information regarding the provider and the findings are sent to 
the State Medicaid program   If no overpayments or potential 
fraud, waste and abuse are identified as a result of the 
investigation, the PIU communicates the outcome to the person 
reporting the issue, as well as any other operational or clinical 
areas that need to be notified.  Along with this notification, the 
PIU works with operations and clinical areas to close any 
identified gaps in the current process. 
 
Our management team is committed to the elimination of fraud.  
The PIU consists of associates from many departments who meet 
weekly to discuss fraud and abuse cases.  Because cases involve 
many areas of our operations, it is invaluable to have 
representatives from the various departments on the PIU.  
Currently, there is at least one staff member from the Compliance, 
Quality, Claims, Customer Service and Pharmacy departments on 
the PIU.  The PIU works in concert with state regulators, and state 
and federal law enforcement to detect, deter and stop Medicaid 
fraud and abuse.   
 
Our PIU have established procedures to: 


• Identify instances of provider and recipient fraud and 
abuse; 


• Identify potentially abusive utilization patterns that may 
lead to fraud and abuse; 


• Receive, investigate and track the status of allegations of 
fraud and abuse received from recipients, providers or 
other sources, which may be made against our providers 
or recipients;  


• Categorize cases as high, medium, or low, with high 
priority cases involving: 


o Multi-state fraud or problems of national scope, 
or Fraud, Waste or Abuse crossing partnership 
boundaries; 


o High dollar amount of potential overpayment; or 
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o Likelihood for an increase in the amount of fraud 
and abuse, or enlargement of a pattern. 


 
The PIU conducts continuous and ongoing reviews of all Medicaid 
Information Systems data, including recipient and provider 
grievances and appeals for the purpose of identifying potentially 
fraudulent acts. 


 
3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  


 
A.  The IQAP studies and other activities monitor quality of care against 


clinical care or health service delivery standards or practice 
guidelines specified in the Quality Strategy.  


 
We monitor quality of care against established clinical care or 
health service delivery standards and practice guidelines including 
HEDIS measures, nationally recognized Clinical Practice 
Guidelines, state-specific, and regional guidelines. We will also 
use the practice guidelines specified in the DHCFP Quality 
Strategy. 


 
B.  The standards/guidelines are based on reasonable scientific evidence 


and developed or reviewed by vendor providers;  
 


We use HEDIS measures and gather, analyze and report this data 
in accordance with the latest guidelines from NCQA.  Our Clinical 
Practice Guidelines are based upon nationally recognized and 
evidence-based standard provided by such organizations as the 
Agency for Healthcare Research and Quality, U.S. Preventive 
Services Task Force, National Institutes of Health, American 
Heart Association, Centers for Disease Control and Prevention, 
American Academy of Pediatrics, and American Psychiatric 
Association.  
 
We use state-specific and network/peer benchmarking in the 
absence of national standards and guidelines or to help providers 
improve their performance, in which case we may use both 
national measures and state/network/peer benchmarking.  
 
We make every effort to ensure that current scientific data and 
expert opinion is the basis for each standard or guideline. Each 
standard/guideline is evaluated as new data becomes available or 
at a minimum of every two years.  
 
Our provider network participates in quality improvement 
committees, special ad hoc work groups, and medical records 
review activities to improve the health and quality of life of its 
recipients.  Participating providers serve on all external 
committees and are integral to the development of the IQAP and 
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its activities including development of standards and guidelines. 
Our participating providers fulfill the following roles:  


• Review, evaluate and make recommendations regarding 
the QI Program Description, Work Plan and Annual 
Evaluation;  


• Review and evaluate continuity and coordination of care 
against standards; review and provide feedback on 
proposed clinical practice guidelines, preventive health 
standards and guidelines, clinical protocols, disease 
management programs, health management programs, 
HEDIS  and other      
other clinical issues regarding the Health plan’s policies 
and procedures;  


• Review and provide feedback regarding proposed QI 
study designs; and  


• Participate in the development of action plans and 
interventions to improve the levels of care and service for 
individual providers and the provider network as a whole. 


•  
C.  The standards/guidelines must focus on the process and outcomes of 


health care delivery, as well as access to care;   
 


Our IQAP studies and other activities are focused on the process 
and outcomes of health care delivery, as well as access to care. For 
example, we focus on health care outcome measures such as 
inpatient readmission rates, average length of stay, and recipient 
satisfaction with care (or a provider or case manager). Process 
measures include, for example, timeliness of discharge and 
timeliness of HRA completion. Access to care measures such as 
appointment timeliness (measured from date/time of recipient 
request to scheduled appointment date/time) is also routinely 
produced. 


 
D.  The vendor must ensure a mechanism is in place for continuously 


updating the standards/guidelines;  
 


The Quality Improvement Committee (QIC) provides direction to 
and oversight of the provision of clinical care and services 
including the adoption of and updates to standards and guidelines. 
Rates are compared to national and state-specific benchmarks. 
Process improvement activities include implementation of 
evidence-based and established improvement strategies and, when 
appropriate, updates to our standards and clinical practice 
guidelines. 
 
Standards and guidelines are reviewed at least annually and 
revised whenever there is a change to national or state-specific 
guidelines or revisions to internally developed guidelines. 
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E.  The standards/guidelines must be included in provider manuals 
developed for use by the vendor’s providers, or otherwise 
disseminated, including but not limited to, on the provider website, 
in writing to all affected providers as they are adopted and to all 
recipients and potential recipients upon request;   


 
Our provider manual includes a chapter on Standards and 
Clinical Practice Guidelines (CPGs). Examples of standards 
and/or guidelines we include are: 


• Diabetes Care 
• Perinatal Care 
• Child and Adolescent Preventive Health and EPSDT 


Periodicity Schedule 
• Adult Preventive Health Care 
• Congestive Heart Failure (CHF) Treatment 
• Asthma Care 
• Hypertension Control 
• Otitis Media Care 
• Treatment of Viral Upper Respiratory Infections in 


Children 
• Treatment of Acute Pharyngitis  
• Treatment of Sickle Cell Disease 
• Screening for Major Depression in Adults in Primary 


Care 
• Screening for Anxiety Disorders in Adults in Primary 


Care 
• Lead Screening 


 
The Provider Manual is updated regularly, and providers are 
notified in writing as new guidelines are adopted. The Provider 
Manual is available online and in hard copy upon request of a 
provider, recipient or potential recipient. We review the Provider 
Manual with each provider during orientation, during annual 
provider workshops and smaller venue roundtables/trainings, and 
during routine calls with providers. Clinical Practice Guidelines 
are also accessible on our website or by contacting a QI nurse. 


 
F.  The standard/guidelines must address preventive health services;    


 
Our standards and Clinical Practice Guidelines address both adult 
and child and adolescent preventive health services, including 
immunizations. These guidelines are available in the provider 
manual and on our provider and recipient website landing pages. 
The child and adolescent preventive health CPG also includes the 
EPSDT Periodicity Schedule. Our guidelines for chronic 
conditions address preventive health services and screenings 
relevant for recipients with these conditions. 
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G.  The standards/guidelines must be developed for the full spectrum of 


populations enrolled in the plan; and   
 


Our guidelines are intended to support all of our recipients. Our 
QI Work Plan includes activities to continuously update preventive 
health and clinical practice guidelines and be responsive to the 
needs of our recipients. We will ensure our standards and 
guidelines are reflective of the Nevada Medicaid, CHIP and AO 
populations. 


 
H.  The IQAP shall use these standards/guidelines to evaluate the 


quality of care provided by the vendor’s providers, whether the 
providers are organized in groups, as individuals, or in combinations 
thereof.   


 
We monitor provider compliance and recipient outcomes related to 
these clinical care standards and guidelines for quality 
improvement initiatives and re-credentialing efforts. In response to 
problems with diabetes care measure compliance among providers, 
we utilized the American Diabetes Association clinical practice 
guidelines to help providers achieve compliance and meet 
timeliness requirements for Diabetes Retinopathy Exams. We 
developed a tool for the eye care provider to send the results back 
to the recipient’s PCP once the screening test has been completed. 
In the event we identify the delivery of health care that is not 
consistent with established standards of care, the practitioner may 
be subject to sanctions. In addition, we will exclude and/or 
penalize a provider under any of the following conditions:  


• The Plan has received recommendations to take such 
actions as a result of an investigation conducted by the 
Office of the Inspector General or other appropriate state 
and/or federal agency.  


• The provider fails to cooperate with an investigation of 
alleged fraud and abuse.  


• The provider has been listed on the Medicare/Medicaid 
Sanctions Report 


• Possible sanctions for deviation from accepted quality 
management and/or credentialing standards and 
program integrity violations include:  


• Limiting a PCP’s panel, not necessarily limited to 
freezing new recipient assignment;   


• Termination of participating provider status;  
• Withholds from future claims payments of amounts that 


are improperly paid or reasonable estimates of such 
amounts; or 


• Suspension of claims activity. 
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3.10.8.3 Analysis of Clinical Care and Related Services  
 


A.  Qualified clinicians monitor and evaluate quality through the review 
of individual cases where there are questions about care, and 
through studies analyzing patterns of clinical care and related 
service.  For issues identified in the IQAPs targeted clinical areas, 
the analysis must include the identified quality indicators and uses 
clinical care standards or practice guidelines.   


 
Qualified clinicians who serve in leadership roles as well as 
clinicians who staff the Quality Department have responsibility for 
monitoring and evaluating quality where there are questions about 
care and conducting studies to analyze patterns of clinical care 
and related services. The Quality department is composed of 
clinical and non-clinical staff that has more than 10 years of 
experience in managed care. Our clinical staff includes behavioral 
health clinicians, nurses, and physicians across various 
specialties. The QIC includes a variety of providers such as adult 
and pediatric, and behavioral health providers who are also 
involved in these reviews.  
 
The Quality department staff review individual provider 
documentation and care based on standards of care specific to 
populations and/or conditions. They also review individual 
providers’ basic medical record documentation to identify any 
questions or concerns about care. Providers are audited every 
three years. Providers who do not meet our established thresholds 
receive a face-to-face visit from our Quality department staff who 
help the provider identify needed improvements and continue to 
monitor the provider until he or she meets the required threshold. 
For example, we intervened with an EPSDT provider who failed 
their audit of completion of age-appropriate screens the first time. 
After face-to-face education and feedback was provided by Quality 
department staff, the provider passed the second audit six months 
later.   
 
If a recipient submits a quality of care concern about a specific 
provider, the Quality department is notified by Customer Service 
Department staff or other staff who received the concern, and 
investigates the specific complaint. If more than one complaint is 
received about a specific provider, the Quality department 
conducts a full audit of the provider. We provide audit findings to 
the QIC to determine subsequent action. Subcommittees of the 
QIC, such as women’s health and pediatrics, support the QIC in 
its review of clinical care. Customer Service staff sends a 
notification within 30 days to the recipient who submitted the 
complaint to inform them of the action taken and outcome of the 
review. 
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B.  Multi-disciplinary teams are required, when appropriate, to analyze 
and address systems issues. The Vendor must have mechanisms in 
effect to assess quality and appropriateness of care furnished to 
recipients with special health care needs. 


 
We employ a comprehensive approach led by multidisciplinary 
teams when we identify a clinical care systems issue. Our Clinical 
Impact and Evaluation group, a subgroup of the Clinical Analytics 
Team, is an established multidisciplinary quality committee 
responsible for program evaluation, including assessing the 
quality and appropriateness of care furnished to recipients with 
special health care needs. This team conducts assessments of 
clinical program effectiveness through controlled studies using 
our proprietary IT system to determine impact on total cost of care, 
return on investment, and to identify key operational drivers of 
impact for focused performance management. This group 
systematically identifies the most meaningful performance drivers 
for targeted program improvement efforts across identification, 
engagement, and management of recipients. We utilize a similar 
multidisciplinary approach for reviewing provider data and 
engaging our providers and population health managers to 
provide direct feedback to physicians in the field.   
 
We analyze HEDIS rates for specific populations and implement 
health and wellness education campaigns and performance 
improvement programs that include targeted interventions 
designed to improve outcomes for these recipients with special 
health care needs and to reduce health disparities. Our health and 
wellness education campaigns target specific conditions and 
health disparities prevalent among our recipients through 
partnerships with community-based organizations. We will identify 
relevant community issues and recipients’ health promotion and 
education needs, and implement initiatives that are culturally 
appropriate and relevant to each of the target population groups of 
recipients served. We use community-based needs assessments and 
other relevant information available from State and local 
government agencies and community groups to target specific 
groups and activities. We utilize our population analysis at least 
annually to identify recipient needs – such as high rate of smokers 
– and then develop materials based on the need. Our QI Work 
Plan includes activities designed to monitor case management for 
recipients with special health care needs to ensure quality and 
appropriateness of care furnished to these recipients. We 
continually analyze our recipient population and identify 
additional sub-populations in need of case management. We track 
and monitor recipient engagement with case management and 
satisfaction with case management services. Our activities have 
focused on ensuring continuity of care for the HIV+ population; 
identifying frequent users of emergency department services for 
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case management; and targeted education and outreach for 
recipients with asthma and COPD. 


 
C.  Clinical and related service areas requiring improvement are 


identified. 
 


We regularly conduct analysis of clinical care and related services 
to identify areas requiring improvement. Through the QI Work 
Plan, we map out strategies to track and monitor clinical and 
service areas, implementing activities to address improvement 
when any gaps or deficiencies are identified. We produce robust 
clinical reporting to monitor for effectiveness of clinical and 
related service areas through our proprietary fully interoperable 
technology platform that aggregates and analyzes data, manages 
care workflows and engages patients.  
 
The Medicaid affiliate technology platform delivers clinically 
relevant facts about our Medicaid recipients to providers and care 
managers by applying predictive models and stratification logic to 
accurately highlight a clear set of priorities that providers can use 
to direct efforts toward the greatest opportunities to positively 
impact health outcomes. This technology platform links  processes 
between the health plan and its affiliates  and other third parties in 
order to create a connected clinical delivery ecosystem, stratify 
patient populations, standardize clinical work flows and enable 
high-quality, cost-effective care. We leverage the technology 
platform with information from all data sources across the 
healthcare delivery continuum (clinical, financial, operational, 
physician practices, third-party provider partners, lab, pharmacy, 
etc.) and translate that data into actionable information to drive 
value-based care.  The technology platform rules engine drives 
evidence-based workflow, with automatic connectivity to care 
management workflow for chronic care programs as well as real-
time intervention for episodic programs. This tightly 
interconnected design ensures that patients receive the right care 
at the right place at the right time. 


 
D.  The vendor will work collaboratively with the DHCFP to determine 


recipient race and ethnicity. The vendor will organize interventions 
specifically designed to reduce or eliminate disparities in health 
care.   


 
We will work collaboratively with the DHCFP to determine 
recipient race and ethnicity and will organize interventions 
specifically designed to reduce or eliminate disparities in health 
care. We verify and document the recipient’s information, 
including race and ethnicity, during the welcome call and through 
the health needs assessment screening.  All screenings are date 
and time stamped and entered into our medical management 
system, becoming part of the recipient’s permanent record. We can 


Managed Care Organization RFP 3260 Page 286 of 509 







access and create reports with this information as needed. All staff 
with access to the Customer Service system – such as call center, 
case management, and utilization management – can access and 
update information on a recipient’s race, ethnicity, and language.  
 
We use recipient race and ethnicity data – as well as language data 
– to implement activities and interventions to improve services and 
reduce disparities which are included in our annual QI Work 
Plan. Our Health Equity Program promotes and fosters out 
mission, vision, and values both internally and externally for all of 
our recipients – as well as our associates – including recipients 
with special communication needs, recipients with disabilities and 
underserved groups. We identify risk factors and engage recipients 
early, building relationships and promoting prevention and early 
intervention. We assess our HEDIS results across race, language, 
ethnicity, gender, and geographic region in order to identify and 
address disparities in access or quality among our recipients. We 
hold recipient and community focus groups to assess the health 
needs of different ethnic and racial groups and host events to 
educate and inform the communities where our recipients live on 
care and available community resources. For example, a focus 
group suggested our diabetes health education book would be 
more African American-friendly with the inclusion of nutritious 
"soul food” options. In another example, we identified the need to 
provide translated and culturally sensitive version of our Maternity 
Care Program booklet and outreach to a population of pregnant 
women refugees, including coordination with Catholic charities. 


 
E.  The vendor shall allow the DHCFP access to clinical studies, when 


available and appropriate.  
 


We collaborate with state Medicaid agencies to provide all 
requested data, reports, studies and other documents. We will 
coordinate and collaborate with DHCFP to provide access to 
clinical studies as available and appropriate. 


 
3.10.8.4 Implementation of Corrective Actions  


 
The IQAP must include written procedures for taking corrective 
action, as determined under the IQAP, whenever inappropriate or 
substandard services are furnished, or services that should have been 
furnished were not.  


 
The IQAP outlines the written procedures – that are further 
defined in policies and procedures – for taking corrective 
whenever we identify provision of inappropriate or substandard 
services, or services that should have been furnished are not. We 
document and monitor corrective actions through our QI Work 
Plan.   
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3.10.8.5 These written corrective action procedures must include: 
 


We implement corrective action based on assessment results aimed at 
addressing identified deficiencies in service provision and improving 
outcomes encompassing the range of clinical safety, and service issues. 
We actively encourage both providers and recipients to notify staff of 
actual or potential quality of care issues or concerns. Each issue is 
investigated by clinical staff to determine if a quality of care issue exists. 
Clinical staff recipients then collaborate with our medical directors, 
CMO, and QIC to make a final determination and determine an 
appropriate course of action if a quality care concern is identified. If a 
corrective action plan is required, we first review and evaluate provider 
compliance with the plan.  Our IQAP activities also include delegation 
oversight, including corrective action review.  
 
We are focused on continuous process improvement. When we do 
establish a Plan of Correction (POC), the POC identifies improvements 
and enhancements to a range of quality assurance activities including 
existing outreach, education and case management activities. During 
2015, we were the only health plan in the state that did not receive any 
corrections in our EQRO audit.  
 
Our POC will include at a minimum:  


• Specific problem(s) which require corrective action; 
• The type(s) of corrective action to be taken for improvement;  
• The goals of the corrective action;  
• The time-table for action;  
• The identified changes in processes, structure, internal/external 


education;  
• The type of follow-up monitoring, evaluation and improvement; 
• The staff person(s) responsible for implementing and monitoring 


the POC; and 
• Improvements and enhancements to existing outreach, and case 


management activities, if applicable. 
 
Each department handles its own case review audits and each 
department director is accountable for departmental corrective actions. 
Any issues requiring corrective action that relate to NCQA accreditation 
standards or contractual requirements are handled by our Quality 
department in coordination with the appropriate department director. 
These corrective actions are documented and monitored through our QI 
Work Plan.  We monitor our delegates’ POCs through our delegation 
oversight process. Delegates’ POCs are included in the QI Work Plan in 
the section that addresses delegated entities. These POCs are reported to 
the QIC. 


 
A.  Specification of the types of problems requiring corrective action; 
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We implement corrective actions when we determine that a 
provider is not complying with quality of care or network access 
requirements. We regularly monitor our provider network and 
initiate a corrective action plan to remedy the situation when we 
identify problems with quality of care or network access. 
Corrective action plans describe the deficiency in detail, including 
the geographic location and specific regions where the program 
exists, and identify specific steps to be taken and timeframes to 
correct the deficiency. The QIC monitors providers’ compliance 
with medical record documentation for compliance with NCQA 
and other state and federal medical record-keeping standards and 
implements corrective action as needed in cases of noncompliance. 
Our QIC also monitors and assesses recipient safety, focusing on 
sentinel events and quality of care concerns, taking corrective 
action with providers as appropriate.  
 
For example, if a provider does not meet the appointment 
timeliness standards and a grievance is filed, it is forwarded to 
Provider Network Management staff for review and corrective 
action. We submit quarterly reports to our Quality Committees to 
review any issues resulting in recipient dissatisfaction. We perform 
onsite visits, as needed, if patterns are identified through the 
grievance process.  
 
We investigate provider non-compliance with federal access 
requirements and issue corrective action plans as required. If an 
issue is identified with compliance to the Federal Regulation in 
Title VI of the Civil Rights Act, the ADA, and CLAS by either an 
internal staff person or a recipient/caregiver, the Quality 
Department is engaged to investigate the office. A Clinical Quality 
Nurse makes an unannounced visit to the office to evaluate the 
specific complaint as well as review all the access standards. If the 
provider office does not meet the 80% compliance rating, we send 
the office written notification detailing each deficiency noted 
during the site visit and a corrective action plan with specific 
timeframes for resolution is requested. The Clinical Quality Nurse 
and a Medical Director review the corrective action plan for 
completeness. The Clinical Quality Nurse makes another 
unannounced site visit to verify that each deficiency has been 
resolved. The corrective action plans and results of site visits are 
reported quarterly to the Quality of Service Committee and QIC 
for review and recommendations. 


 
B.  Specification of the person(s) or body responsible for making the 


final determinations regarding quality problems; 
 


The QIC is responsible for the final determination, providing a 
diverse peer review of the issue. In the event that the QIC is unable 
to reach an agreement, the final determination is deferred to the 
CMO. 
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C.  Specific actions to be taken; provision of feedback to appropriate 


health professionals, providers and staff; 
 


The actions are determined by the QIC with input from the QI 
Department Staff and the CMO; the ultimate decision on actions 
taken and the timeline is made by the QIC. 


 
D.  The schedule and accountability for implementing corrective 


actions;  
 


The QIC determines the schedule and accountability for 
correction, with input from the QI Department Staff and the CMO. 


 
E.  The approach to modifying the corrective action if improvements do 


not occur; and 
 


The QIC reviews and approves any modifications. 
 


F.  Procedures for terminating the affiliation with the physician, or 
other health professional or provider.   


 
In the event we identify health care services rendered to a recipient 
by a participating provider that are outside the recognized 
treatment patterns of the organized medical community and 
quality management and/or credentialing standards, the 
practitioner may be subject to sanctions. The National Provider 
Data Bank may be notified of all negative outcomes if any formal 
sanctioning proceedings are implemented and if the outcome is to 
last 30 days or more. We will exclude and/or penalize a provider 
under any of the following conditions: 


• We have received recommendations to take such actions 
as the result of an investigation conducted by the Office 
of the Inspector General or other appropriate state and/or 
federal agency. 


• The provider fails to cooperate with an investigation of 
alleged fraud and abuse. 


• The provider has been listed on the Medicare/Medicaid 
Sanctions Report. 


 
Possible sanctions for deviation from accepted quality 
management and/or credentialing standards and program integrity 
violations include: 


• Limiting a PCP’s panel, not necessarily limited to 
freezing new recipient assignment 


• Termination of participating provider status 
• Withholds from future claims payments of amounts that 


are improperly paid or reasonable 
• Estimates of such amounts 
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• Suspension of claims activity 
 


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)  
 


A.  As actions are taken to improve care, the vendor must monitor and 
evaluate the POC to assure required changes have been made.  In 
addition, changes in practice patterns must be monitored.  


 
The QIC provides oversight for all Plans of Correction (POC) in 
response to a quality of care issue. They monitor all stages of the 
POC from the review and approval or denial the POC by the 
providers to the oversight of the corrective action and ongoing 
auditing and reporting. The Quality department directly oversees 
the corrective action and audits the provider and reports results to 
the QIC. If the issue warrants possible removal from the network, 
the issue is forwarded to the credentialing department for review. 


 
B.  The vendor must assure timely follow-up on identified issues to 


ensure actions for improvement have been effective. 
 


We assure timely follow-up on identified issues to ensure actions 
for improvement have been effective. We keep a schedule for 
monitoring clinical care issues, which varies depending on the 
issues identified in the POC. The QIC expects immediate change 
and correction and conducts frequent follow up to ensure the issue 
is resolved. 
 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  
 


A.  The vendor must conduct regular and periodic examination of the 
scope and content of the IQAP to ensure that it covers all types of 
services in all settings.  


 
We will conduct regular and periodic examination of the scope 
and content of the IQAP to ensure that it covers all types of 
services in all settings. 


 
B.  At the end of each calendar year, a written report on the IQAP must 


be prepared and submitted to the DHCFP which addresses:  quality 
assurance studies and other activities completed; trending of clinical 
and service indicators and other performance data; demonstrated 
improvements in quality; areas of deficiency and recommendations 
for corrective action; and an evaluation of the overall effectiveness 
of the IQAP.   
 
Each year we complete an evaluation of our quality improvement 
program. We will submit this report to the DHCFP. This report 
addresses the structure of the organization, network management 
activities, clinical and service activities, and an overall assessment 
of effectiveness and opportunities. In each area, we will describe 
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relevant quality assurance studies undertaken in the previous year, 
results, successes and opportunities. Our QI Work Plan, which is 
created annually and updated weekly, monthly, and quarterly, will 
also be shared with the DHCFP. The QI Work Plan documents 
our quality assurance studies and other quality activities. We 
document progress and demonstrate improvements in quality by 
trending clinical and service indicators and other performance 
data. Our QI Work Plan also documents areas requiring corrective 
action and monitors progress. 


 
C.  The report should include evidence that quality assurance activities 


have contributed to significant improvements in the care delivered to 
recipients. 


 
Our QI Work Plan documents on a weekly, monthly and quarterly 
basis, as indicated in the work plan, evidence that quality 
assurance activities have contributed to significant improvements 
in the care delivered to patients. Additionally, our QI Evaluation 
documents findings and data for each of our quality assurance 
activities and initiatives for the year. 


 
3.10.9 Standard III:  Accountability to the Governing Body  


 
The Governing Body of the vendor is the Board of Directors or, where the Board’s 
participation with quality improvement issues is not direct, a designated committee 
of the senior management of the vendor that is responsible for the vendor IQAP 
review.  Responsibilities of the Governing Body for monitoring, evaluating and 
making improvements to care include: 


 
The health plan’s Medicaid affiliate Board of Directors has authority and 
responsibility for the quality improvement activities.  Overarching responsibility 
for the quality of care delivered to the recipients remains the responsibility of the 
health plan through the delegation agreement.  The affiliate will carry out all 
quality improvement functions in accordance with a written delegation agreement 
that describes the delegated activities, the delegate’s accountability for these 
activities and the frequency of the delegate’s reporting to the health plan. The 
delegate’s QA Committee will report to the health plan Delegation Oversight 
Committee (DOC), which includes senior management and is designated to be 
responsible for IQAP review.  We will develop written procedures for monitoring 
and evaluating the implementation of the delegated quality functions, and for 
verifying the actual quality of care being provided. For example, we will require 
evidence of continuous monitoring and evaluation to be provided by the QA 
Committee four times a year or more frequently as needed, including approval of 
quality improvement plans and regular specified reports.  
 
The QA Committee will review, evaluate, and provide direction with regard to 
performance monitoring, quality improvement and recipient safety activities. This 
committee is delegated authority by the Board of Directors for oversight of the 
Quality Improvement Program.  The QA Committee will receive information 
regularly on activities including, but not limited to, medical, pharmacy and 
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behavioral health utilization; recipient and practitioner satisfaction; clinical 
outcome metrics and initiatives; credentialing activities; clinical guidelines; 
quality of care review; health management initiatives; delegation oversight 
activities; recipient safety; and confidentiality issues.  The QA Committee will 
have the responsibility for evaluating and analyzing results of QI activities and 
recommending policy decisions, as well as specifying follow-up action and 
verifying these actions are carried out. 


 
3.10.9.1 Oversight of IQAP 


 
There is documentation that the Governing Body has approved the 
overall IQAP and the annual IQAP. 
 
The Health Plan QIC will review and approve the quality 
delegate’s QI Program Description, QI Work Plan, and QI 
Program Evaluation. In addition, the QIC will develop with the 
delegate the direction and strategy for the health plan’s Nevada 
Medicaid and CHIP QI Program and the process for evaluation of 
the effectiveness of QI activities, building on our delegate’s 
extensive Medicaid CHIP experience.  This approval will be 
documented in the QIC meeting minutes, and the QIC report to 
the Board of Directors.   


 
3.10.9.2 Oversight Entity 


 
The Governing Body has formally designated an entity or entities 
within the vendor to provide oversight of the IQAP and is 
accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


 
The affiliate Board of Directors has designated the QIC as 
accountable to the Board of Directors and for providing oversight 
of the IQAP.  
 
The health plan’s Quality Committee chair and Medical Director 
is responsible for oversight of medical and behavioral health 
clinical programs and functions, as well as medical policy and 
clinical and preventive practice guidelines.  The Medical Director 
is directly involved with strategy for the health plans’ Nevada 
Medicaid and CHIP quality program, the review, evaluation, and 
recommendations related to the selection and ongoing monitoring 
of quality improvement and provider performance activities.   
 
The Governing Body and delegate oversight committee structure is 
designed to continually reinforce the practitioner-driven approach 
to quality care and service. The reporting structure is displayed in 
the following organizational chart. 
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3.10.9.3 IQAP Progress Reports 
 


The Governing Body routinely receives written reports from the 
IQAP describing actions taken, progress in meeting quality 
assurance objectives, and improvements made.  


 
The QIC will provide quarterly reports to the Board of Directors, 
provide ongoing oversight of delegated program deliverables, and 
will ensure the deliverables encompass actions taken, progress in 
meeting quality assurance objectives, and improvements made. 


 
3.10.9.4 Annual IQAP Review 


 
The written IQAP encompasses annual assessment of the 
effectiveness of the QI Program which allows us to determine how 
well we are using resources in the recent past to improve the 
quality of care and services, and cultural and linguistic 
appropriateness of services provided to recipients.  The annual 
Quality Improvement Program Evaluation includes information 
about the following:  


• Review of progress and status of annual goals.  
• Evaluation of the effectiveness of each quality 


improvement activity. 
• Evaluation of the effectiveness of the quality 


improvement projects.  
• Review of trends of clinical and service quality indicators.  


Board of 
Directors 


Finance 
Committee 
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Committee 


QI/UM 
Committee 


Delegation 
Oversight 


Committee 


Delegate's 
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Public 
Programs 
Advisory 
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• Evaluation of the improvements occurring as a result of 
quality improvement efforts. 


• Identification of areas of deficiencies and 
recommendation for new interventions  


• Evaluation of the overall effectiveness of the IQAP.  
• Evaluation of adequacy of staff resources.  
• Evaluation of the program structure and processes.  
• Goals and recommendations for the work plan of the 


following year.  
 
Policies and procedures supporting the Quality Improvement 
Program will be reviewed and approved annually by the 
appropriate committees and updated as needed.  Based on the 
annual program evaluation, the prior year’s QI Program and 
Work Plan will be revised, and a new QI Program and Work Plan 
for the coming year developed to guide and focus the work for the 
next year. When goals are not met, barriers to improvement will be 
identified and appropriate changes integrated into the subsequent 
annual QI Work Plan.  Feedback and recommendations from our 
delegate’s various committees will be integrated into the 
evaluation as well as the annual external review results conducted 
by the EQRO, accreditation status, and annual reevaluation 
results. 


 
3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less 


frequently than annually, a written report on the IQAP.  This annual 
quality program evaluation report shall be submitted to the DHCFP in the 
second calendar quarter and at minimum must include: 


 
A.  Studies undertaken;  


 
B.  Results; 


 
C.  Subsequent actions and aggregate data on utilization and quality of 


services rendered; and  
 


D.  An assessment of the IQAPs continuity, effectiveness and current 
acceptability. 


 
The Delegation Oversight Committee will review our written 
IQAP.  The written IQAP will be submitted to the DHCFP in the 
second calendar quarter and will include all of the elements 
specified in this section 3.10.9.5. 


 
3.10.9.6 Program Modification 


 
Upon receipt of regular written reports delineating actions taken and 
improvements made, the Governing Body must take action when 
appropriate, and direct that the operational IQAP be modified on an 
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ongoing basis to accommodate review findings and issues of 
concern with the vendor.  This activity is documented in the minutes 
of the meetings of the Governing Board in sufficient detail to 
demonstrate that it has directed and followed up on necessary 
actions pertaining to quality assurance.   


 
Based on the results of the annual QI Program Evaluation and the 
QIC’s quarterly reports to the Governing Body we will take action 
when appropriate, and direct that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and 
our issues of concern.  This activity will be documented in the 
minutes of the meetings of the QIC in sufficient detail to 
demonstrate that it has directed and followed up on necessary 
actions pertaining to quality assurance, and will be included in the 
regular report to the Board of Directors. 


 
3.10.10Standard IV:  Active QA Committee  


 
The IQAP must delineates an identifiable structure responsible for performing 
quality assurance functions within the vendor.   


 
Our Quality Improvement Committee (QIC) will provide direction to and oversight 
of the quality assurance functions for the health plan. The roles of the QIC are to:  


• Provide direction to and oversight of subcommittees responsible for the 
provision of clinical care and services; 


• Approve the annual program descriptions and evaluations of all programs 
including QI, UM, Case Management, Disease Management, Behavioral 
Health, Pharmacy, and approval of the QI Work Plan with quarterly 
updates on progress toward goals;  


• Evaluate, offer feedback, and approve all clinical and preventive health 
guidelines, under- and over-utilization findings, UM criteria, clinical and 
service audits and findings, and administrative policies (such as 
confidentiality) that have an impact on recipients’ health care;    


• Offer recommendations for provider education and interventions, health 
education programs, and other initiatives;    


• Review recipient complaints and sentinel events referred to the QIC by 
Health plan staff for quality of care concerns that have the potential to 
adversely affect recipients;      


• Analyze aggregate data of recipient complaints, sentinel events, and 
provider audits, and make determinations regarding corrective action to be 
take; and.    


• Provide direct oversight, approval, monitoring, evaluating, and closure of 
all POCs related to quality of care concerns. 


 
This committee or other structure must have: 
 


3.10.10.1Regular Meetings 
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The structure/committee must meets on a regular basis with a 
specified frequency, no less than quarterly to oversee IQAP 
activities.  This frequency must be sufficient to demonstrate that the 
structure/committee is following up on all findings and required 
actions.  
 
The QIC will meet at least quarterly and will review, evaluate, and 
provide direction with regard to performance monitoring, quality 
improvement and recipient safety activities. We will increase 
frequency if necessary to ensure that the QIC is fully following up 
on all QAPI findings and actions. 


 
3.10.10.2Established Parameters for Operating 


 
The role, structure and function of the structure/committee must be 
specified.  


 
Each committee has a charter that includes meeting frequency, 
accountability, scope, and composition. These are reviewed and 
approved annually by the committee. 


 
3.10.10.3Documentation 


 
There must be records documenting the structure and committee’s 
activities, findings, recommendations and actions.   


 
All quality committee reports and minutes are made available as 
requested. 


 
3.10.10.4Accountability 


 
IQAP subcommittees must be accountable to the Governing Body 
and must report to it (or its designee) on a scheduled basis on 
activities, findings, recommendations and actions.  


 
We believe it is important to integrate other management activities 
into the decision-making process for our QIC. Therefore, the QIC 
has several subcommittees which advise QIC and the Health plan 
on various issues specific to populations and/or therapeutic areas. 
These committees include:      


• Pharmacy and Therapeutics Committee: The Pharmacy 
and Therapeutics Committee provide direction to, and 
oversight of, pharmaceutical issues concerning recipients 
using pharmacological, economic, and clinical 
information.  


• Behavioral Health Committee: The Behavioral Health 
Committee oversees and directs behavioral health 
subcontractor to ensure continuity and coordination of 
care for recipients’ behavioral and medical health care 
needs.  
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• Credentialing Committee: The Credentialing Committee 
is responsible for the implementation of all credentialing 
and re-credentialing, certification and recertification 
processes for practitioners and organizational providers 
in accordance with NCQA standards.  


 
The IQAP subcommittees report to the Partnership Council. The 
Partnership Council was established to broadly represent both 
Medicaid providers and Health plan recipients in order to ensure 
that constituencies have a voice in determining which policies and 
procedures best serve the State, as well as both recipient and 
provider interests. The Partnership Council meets every two 
months at least five times per year to assure the QI Program 
objectives are achieved. The Partnership Council is comprised of 
representative classes of participating providers and consumer 
advocates appointed or elected on an annual basis by class 
members. 


 
3.10.10.5Membership 


 
There must be active participation in the IQAP committee from 
vendor providers, who are representative of the composition of the 
vendor’s providers.   


 
Representative classes of participating providers actively 
participate in the Partnership Council, to which the IQAP 
subcommittees report, as well as in subcommittees and other IQAP 
activities. 


 
3.10.11Standard V:  IQAP Supervision  


 
There must be a designated senior executive who is responsible for IQAP 
implementation.  The vendor’s Medical Director has involvement in quality 
assurance activities.  


 
The Chief Medical Officer (CMO) has the responsibility of supporting the quality 
improvement committees by: setting the strategic plan for quality improvement, 
providing day-to-day oversight of operations and improvement of the overall 
effectiveness of the IQAP; Quality, appropriateness, safety, and effectiveness of 
clinical care and services; and development of medical policies and benefits 
relative to necessity, access, availability of service, recipient and provider 
utilization, case management, and quality care/services.  In addition, the CMO:  


• Provides final approval or denial of specific healthcare services to any 
recipient;  


• Assures resources dedicated to the QI Program are consistent with its 
goals; and  


• Participates in (or delegating responsibility to other medical directors to 
participate in) all clinical quality improvement committees and review 
findings.   
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The CMO is be supported by additional clinical staff, including two medical 
directors (one pediatrician and one family practice physician), two pharmacists, 
one behavioral health director, one dental director, and three nurse directors with 
oversight of QI, UM, and care coordination. Each participates in, and provides 
advice to continue improvement of the IQAP. 


 
3.10.12Standard VI:  Adequate Resources  


 
The IQAP must have sufficient material resources and staff with the necessary 
education, experience, or training to effectively carry out its specified activities.   


 
We will ensure the IQAP has sufficient material and staffing resources with 
necessary qualifications to achieve the IQAP goals.  We consistently monitor 
resource allocation to maintain our successful staffing ration and new staff will 
be added as needed. 
 
The Chief Medical Officer, who is responsible for all IQAP activities (Section 
3.10.11), is supported by additional clinical staff. Each individual plays an active 
role in the continued improvement of the QAPI Program. In addition to the Chief 
Medical Officer, we currently have two medical directors (one pediatrician and 
one family practice physician), one pharmacy director, one behavioral health 
director, one dental director, and two nurse directors. Staff background and 
experience includes Registered Nurses, Registered Health Information 
Administrator (RHIA), in addition to other highly qualified staff. Quality 
Department staff includes the Quality Director (11 years HEDIS® experience), 
the Quality Manager (2 years HEDIS® experience), internal Registered Nurses 
(3-10 years HEDIS® experience), a QI Administrator (2 years HEDIS® 
experience), a QI Specialist (10 years HEDIS® experience), and a Business Data 
Analyst (5 years HEDIS® experience). Four of the internal Registered Nurses are 
housed in the Quality Improvement department, while additional nurses who 
participate in the HEDIS® review process are staffed in Case or Disease 
Management. 
 
All internal Quality Improvement (QI) departmental staff have previous 
experience with HEDIS process including medical record abstraction, data 
reliability validation, data entry of medical record review findings, and training on 
data entry and data verification. In addition to highly qualified staff, we utilize 
certified HEDIS software. The QI director, QI manager, QI administrator, and QI 
business analyst attend annual HEDIS® product usage training. All QI staff 
members receive annual training and testing on the HEDIS software. QI staff 
members regularly participate in HDC and webinars. Nurses involved in the 
HEDIS process receive annual training and testing on medical record review and 
data abstraction. 
 
We have strategically allocated additional resources to ensure that all staff 
members are properly trained and aware of their clearly delineated roles and 
responsibilities. Ongoing staff and resource allocation will be based on response 
to Nevada health concerns and needs. 


 
3.10.13Standard VII:  Provider Participation in IQAP  
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3.10.13.1Participating physicians and other providers must be kept informed about 


the written IQAP through provider newsletters and updates to the 
provider manual.    


 
Open communication channels with all constituents are vital to the 
success of our QI program, as well as maintaining high levels of 
recipient and provider satisfaction, and achieving our mission of 
improving the health and quality of life of our recipients. 
 
In addition to committee involvement, IQAP collaborates with other 
departments throughout using a variety of mechanisms to educate and 
engage providers, including: 


• Distribution of the new Provider Orientation Toolkit; 
• Provider Orientation trainings; 
• Provider Network Manager face-to-face on-site visits; 
• Provider workshops and roundtables; 
• Electronic provider notifications and newsletters; 
• Obtaining feedback via Provider Satisfaction Surveys; 
• Distribution of monthly care gap reports; 
• Provider Recognition Program (PRP); 
• Tracking of grievances and appeals; and 
• Monitoring of recipient concerns and sentinel events. 


 
3.10.13.2The vendor must include in its provider contracts and employment 


agreements, for physician and non-physician providers, a requirement 
securing cooperation with the IQAP.   


 
Our standard contract, including current contracts with approximately 
30,000 providers, includes requirements to cooperate with the IQAP. We 
will use comparable requirements, revising as needed, in our provider 
contracts and employment agreements for physician and non-physician 
providers in Nevada. 


 
3.10.13.3Contracts must specify that hospitals and other vendors will allow the 


vendor access to the medical records of its recipients.  
 


In order to continually monitor IQAP activities within the provider 
network, all contracted hospitals and other vendors are required to allow 
us to access recipient medical records. 


 
3.10.14Standard VIII:  Delegation of IQAP Activities  


 
3.10.14.1The vendor remains accountable for all IQAP functions, even if certain 


functions are delegated to other entities.  If the vendor delegates any 
quality assurance activities to subcontractors or providers, it must: 
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A.  Have a written description of the delegated activities, the delegate’s 
accountability for these activities, and the frequency of reporting to 
the vendor;   


 
Prior to contracting with external entities, we evaluate the 
compatibility of the proposed delegated entity with our philosophy. 
An oversight review is conducted to ensure the delegated entity 
meets all requirements of the Centers for Medicare & Medicaid 
(CMS), as well as those of the National Committee for Quality 
Assurance (NCQA).  
 
A Delegation Oversight Committee is responsible for the oversight 
of all subcontractors, to which utilization and/or quality 
management, credentialing, recipient services, provider services, 
claims operations, and other administrative functions have been 
delegated.  This committee is accountable to the Board of 
Directors. 
 
The Delegation Oversight Committee reviews all delegated 
subcontractors’ Quality Improvement and Utilization Management 
program descriptions, annual work plans, evaluations and related 
administrative policies for compliance with applicable QI/UM 
protocols, contract requirements, accrediting body compliance, 
and compliance to Federal and State regulations.  The Delegation 
Oversight Committee also reviews policies and performance 
reports related to quality improvement/management, utilization 
management, credentialing, recipient services, provider services, 
claims operations, as appropriate, and other administrative 
services as defined by the PHP contract.  The Delegation 
Oversight Committee assures that pre-delegation visits, quarterly 
reviews and annual on-site visits occur to assess subcontractor 
performance against predetermined indicators and report findings. 


 
B.  Have written procedures for monitoring and evaluating the 


implementation of the delegated functions, and for verifying the 
actual quality of care being provided; and 


 
Client specific statements of work (SOW) indicate specifically 
which functions are delegated and which are managed directly by 
our program. 


 
C.  Maintain evidence of continuous monitoring and evaluation, 


completed at least quarterly of delegated activities, including 
approval of quality improvement plans and regular specified reports.  


 
We retain accountability for any functions and services delegated 
and, as such, will monitor the performance of delegates through 
the following vehicles: 
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• Annual approval of the entity’s program (or portions of 
the program that are delegated), as well as any significant 
program changes from the prior year 


• At least quarterly reporting of key performance metrics 
that are required, and/or, developed by our Medical 
Director, or designee, and the QIC. 


• Annual, or more frequent, evaluation to determine 
whether the delegated activities are being carried out 
according to our standards and State requirements. 


 
The Delegation Oversight Committee will meet quarterly during 
the year to meet QI Program objectives, including approving 
quality improvement plans, reviewing and approving reports on 
delegated activities. 


 
3.10.15Standard IX:  Credentialing and Recredentialing  


 
The IQAP must contain provisions to determine whether physicians and other 
health care professionals, who are licensed by the State of Nevada and who are 
under contract to the vendor, are qualified to perform their services.  These 
provisions are: 


 
3.10.15.1Written Policies and Procedures 


 
The vendor will have written policies and procedures that include a 
uniform documented process for credentialing, which include the 
vendor’s initial credentialing of practitioners, as well as its 
subsequent recredentialing, recertifying and/or reappointment of 
practitioners. The vendor will comply with NAC 679B.0405 which 
requires the use of Form NDOI-901 for use in credentialing 
providers. 


 
The DHCFP reserves the right to request and inspect the 
credentialing process and supporting documentation. The vendor 
agrees to allow the DHCFP and/or its contracted EQRO to inspect 
its credentialing process and supporting documentation.  


 
We have written policies and procedures that govern provider 
credentialing and re-credentialing and oversight is provided 
through the Credentialing Committee as part of our IQAP.  
Separate policies are in place for initial credentialing, 
recredentialing, approvals, denials of applications and the appeals 
procedures.   


 
3.10.15.2Oversight by Governing Body 


 
The Governing Body, or the group or individual to which the 
Governing Body has formally delegated the credentialing function, 
will review and approve the credentialing policies and procedures.   
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Oversight for credentialing and recredentialing activities is 
provided by the Credentialing Committee.  The committee meets 
monthly to review new or renewing applications and to monitor 
the ongoing process for completion. Recredentialing is required at 
least every three (3) years in accordance with Nevada state 
requirements.   


 
3.10.15.3Credentialing Entity 


 
The vendor will designate a credentialing committee, or other peer 
review body, which makes recommendations regarding 
credentialing decisions. 


 
The health plan utilizes a Certified Verification Organization for 
all primary source verification of licensure, malpractice coverage, 
education and work history.  The organization is delegated by the 
health plan and is accredited by URAC and NCQA.    


 
3.10.15.4Scope 


 
The vendor will identify those practitioners who fall under its scope 
of authority and action. This must include, at a minimum, all 
physicians and other licensed independent practitioners included in 
the vendor’s provider network.  


 
The health plan requires credentialing for all primary and 
specialty care providers. 


 
3.10.15.5Process 


 
Credentialing Process 
 
The health plan requires completion of a standard provider 
credentialing application for initial consideration. Credentialing 
decisions are made in a non-discriminatory manner.  At no time 
may any participant in the process of determining eligibility for 
participation, credentialing or recredentialing discriminate against 
a provider with regard to race, ethnic or national identity, gender, 
age, sexual orientation or the type of procedure or patient in which 
the provider specializes.   
 
Initial Credentialing 
 
The provider submits a request to participate in the network.  The 
request may be received by the contracting department, provider 
relations or the credentialing department. A member of the 
credentialing department will reach out to the provider to obtain 
the following information: 


• Full name and specialty of provider 
• Address 
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• Contact name for information and address 
• Email address 
• Phone or fax number 


 
The information will be used to pre-fill the provider application 
and the provider name is added to the credentialing activity log for 
tracking purposes.   
 
An invitation package is sent to the provider requesting a 
completed Nevada Provider application and all supporting 
documentation including: 


• Copy of a current valid license to practice in Nevada or a 
current valid license to practice in the state where the 
practitioner practices. 


• Valid Drug Enforcement Administration (DEA) 
certificate for all practitioners authorized by the scope of 
their license to prescribe drugs. 


• Proof of Graduation from medical school and completion 
of a residency, or other post-graduate training, as 
applicable. 


• Complete Work history, including any practice 
affiliations 


• Professional liability claims history 
• Declaration Page from a current policy indicating the 


practitioner holds current, adequate malpractice 
insurance according to health plan policy. 


• Explanation for any revocation or suspension of a State 
license or DEA number. 


• Explanation for any curtailment or suspension of 
medical staff privileges (other than for incomplete 
medical records). 


• Explanation for any sanctions imposed by the OIG or the 
DHCFP. 


• Explanation for any censure by any state or county 
Medical Association or any other applicable licensing or 
credentialing entity. 


 
The provider relations staff monitors application status on a 
weekly basis to watch for completed applications.  Upon receipt of 
the completed application and all required attachments, the 
information is forwarded to our CVO for primary source 
verification.  The CVO will return the approved file to the 
credentialing coordinator who will submit the application for 
review by the Credentialing Committee.  The Credentialing 
Committee along with the Chief Medical Officer will review all 
applications and make recommendations for approval or denial.  
The standard turnaround time for new providers is 60 days.  Upon 
approval, the provider will be notified in writing within 10 days of 
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the committee approval.  The health plan will notify the DHCFP 
within the required timeframe.   
 
In the event an application is denied for credentialing or re-
credentialing, the provider is notified and informed of his/her right 
to appeal the decision.  We will track all denial reasons and report 
to the DHCFP with the required fifteen (15) days. Our 
credentialing policies are compliant with 42 CFR 1002.3 


 
The initial credentialing process obtains and reviews primary source 
verification of the following information, at a minimum: 


 
A.  The practitioner holds a current valid license to practice in Nevada 


or a current valid license to practice in the state where the 
practitioner practices. 


 
Our initial credentialing process includes this check. 


 
B.  Valid Drug Enforcement Administration (DEA) certificate for all 


practitioners authorized by the scope of their license to prescribe 
drugs. 


 
Our initial credentialing process includes this check. 


 
C.  Graduation from medical school and completion of a residency, or 


other post-graduate training, as applicable. 
 


Our initial credentialing process includes this check. 
 


D.  Work history. 
 


Our initial credentialing process includes this check. 
 


E.  Professional liability claims history. 
 


Our initial credentialing process includes this check. 
 


F.  The practitioner holds current, adequate malpractice insurance 
according to the vendor’s policy. 


 
Our initial credentialing process includes this check. 


 
G.  Any revocation or suspension of a State license or DEA number. 


 
Our initial credentialing process includes this check. 


 
H.  Any curtailment or suspension of medical staff privileges (other than 


for incomplete medical records). 
 


Our initial credentialing process includes this check. 
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I.  Any sanctions imposed by the OIG or the DHCFP. 


 
Our initial credentialing process includes this check. 


 
J.  Any censure by any state or county Medical Association or any 


other applicable licensing or credentialing entity. 
 


Our initial credentialing process includes this check. 
 


K.  The vendor obtains information from the National Practitioner Data 
Bank, the Nevada Board of Medical Examiners, the State Board of 
Osteopathic Medicine, any equivalent licensing boards for out- of-
state providers, and any other applicable licensing entities for all 
other practitioners in the plan. 


 
Our initial credentialing process includes this check. 


 
L.  The application process includes a statement by the applicant 


regarding: 
 


1. Any physical or mental health problems that may affect 
current ability to provide health care; 


 
2. Any history of chemical dependency/ substance abuse; 


 
3. History of loss of license and/or felony convictions; 


 
4. History of loss or limitation of privileges or disciplinary 


activity; and 
 


5. An attestation to correctness/ completeness of the 
application.  


 
This information should be used to evaluate the 
practitioner’s current ability to practice. 


 
Our initial credentialing process includes this check. 


 
M.  There is an initial visit to each potential primary care practitioner’s 


office, including documentation of a structured review of the site 
and medical record keeping practices to ensure conformance with 
the vendor’s standards.  If the vendor’s credentialing process 
complies with the current NCQA standards, it is not required to 
conduct initial site visits. 


 
Upon approval and prior to the provider’s notification, the 
provider relations staff will schedule a site visit for new provider 
orientation and to deliver the contract and provider manual. We do 
not allow any provisional credentialing of providers. 
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N.  The vendor’s provider credentialing must comply with 42 CFR 


§1002.3.  
 


The health plans compliance standards are fully compliant with 42 
CFR 1002.3. 


 
O.  If the vendor has denied credentialing or enrollment to a provider 


where the denial is due to vendor concerns about provider fraud, 
integrity, or quality the vendor is required to report this to the 
DHCFP Provider Enrollment Unit within fifteen (15) calendar days. 


 
We will report as required any denials that are made due to fraud, 
integrity or quality with supporting documentation to the DHCFP 
within fifteen (15) calendar days of the decision. 


 
3.10.15.6Recredentialing  


 
The health plan recredentials its providers every three (3) years.  
The recredentialing review includes complete recertification of all 
original professional documentation and a search in the National 
Provider Data Bank (NPDB) for any malpractice history or other 
sanctions against the provider’s license since the original 
credential approval.  In addition to the national review, sanction 
monitoring is conducted monthly and is incorporated into the 
claims audit, peer review, customer service call monitoring data, 
grievance and appeals information (if any) CAHPS survey data 
and site visit results as part of our review. Our recredentialing 
process is fully compliant with 42CFR 1003.3. 


 
A process for the periodic re-verification of clinical credentials 
(recredentialing, reappointment, or recertification) will be described 
in the vendor’s policies and procedures, including:  


 
A.  Evidence that the procedure is implemented at least every sixty (60) 


months;  
 


The health plan recredentials its providers every thiry-six (36) 
months. 


 
B.  The vendor conducts periodic review of information from the 


National Practitioner Data Bank and all other applicable licensing 
entities, along with performance data, on all practitioners, to decide 
whether to renew the participating practitioner agreement.  At a 
minimum, the recredentialing, recertification or reappointment 
process is organized to verify current standing in required areas. 


 
The health plan performs a review of this information during the 
recredentialing process. 
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C.  The recredentialing, recertification or reappointment process also 
includes review of data from: 


 
1. Recipient grievances and appeals; 


 
2. Results of quality reviews; 


 
3. Utilization management; 


 
4. Recipient satisfaction surveys; and 


 
5. Re-verification of hospital privileges and current licensure, if 


applicable. 
 


The health plan performs a review of this information during the 
recredentialing process. 


 
D.  The vendor’s provider recredentialing must comply with 42 CFR 


§1003.3 
 


Our recredentialing process is fully compliant with 42CFR 1003.3. 
 


E.  If the vendor decredentials, terminates or disenrolls a provider the 
vendor must inform the State within 15 calendar days.  If the 
decredentialing, termination or disenrollment of a provider is due to 
suspected criminal actions, or disciplinary actions related to fraud or 
abuse the DHCFP will notify HHS-OIG. 


 
If a provider fails the recredentialing review, we will notify the 
provider of his/her termination notifications within 10 days of the 
decision and include the reason for denial.  We also include a copy 
of the appeals process with all denial. We will notify the DHCFP 
within the required 15 days.  Providers have the right to appeal 
any decision and the credentialing staff and committee review all 
appeals upon receipt.   


 
3.10.15.7Delegation of Credentialing Activities  


 
If the vendor delegates credentialing and recredentialing, 
recertification, or reappointment activities, there must be a written 
description of the delegated activities, and the delegate’s 
accountability for these activities.  There must also be evidence that 
the delegate accomplished the credentialing activities.  The vendor 
must monitor the effectiveness of the delegate’s credentialing and 
reappointment or recertification process.   


 
The health plan delegates the national provider data bank search 
and professional information verification to a Certified 
Verification Organization (CVO).  This organization conducts an 
independent and unbiased review of all the providers’ credentials 
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and information and provides the health plan with a full file of all 
findings.  The CVO is accredited by URAC and NCQA and meets 
all standards required under 42CFR 1003.3. 


 
3.10.15.8Retention of Credentialing Authority 


 
The vendor retains the right to approve new practitioners and sites, 
and to terminate or suspend individual practitioners.  The vendor has 
policies and procedures for the suspension, reduction or termination 
of practitioner privileges.  


 
The health plan has written policies and procedures in place for 
credentialing and recredentialing of its provider network.  
Following a complete review and verification from the CVO, files 
for all providers who are eligible for recredentialing to our 
Credentialing Committee for final review and approval.  The 
committee meets each month to ensure timely processing of all 
provider applications. 


 
3.10.15.9Reporting Requirement 


 
The vendor must ensure there is a mechanism for, and evidence of 
implementation of, the reporting of serious quality deficiencies 
resulting in suspension or termination of a practitioner, to the 
appropriate authorities.   


 
The health plan has written policies and procedures in place for 
reporting serious quality deficiencies or suspected fraud, waste 
and abuse activities to the appropriate authorities.  Violations are 
reported through our Program Integrity Unit and a confidential 
investigation is conducted separate from the provider relations 
department to maintain the confidentiality of all suspected 
information. A full report of findings is presented by the PIU to 
the Credentialing Committee and to the Quality Assurance 
Committee prior to a decision to terminate the provider from the 
network.   


 
3.10.15.10 Provider Dispute Process 


 
The vendor must have a provider appeal process for instances 
wherein the vendor chooses to deny, reduce, suspend or terminate a 
practitioner’s privileges with the vendor. 


 
The health plan has written policies and procedures in place for 
provider dispute.  We will incorporate these policies and the 
appeals process in the Provider Manual as a means of 
communication.  There is a section on our website where a 
provider can review the appeals procedures electronically. 
Providers must undergo the recredentialing process every three 
years.  We review information from the NPDB along with 
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information obtained through our customer service calls, 
satisfaction surveys and grievance and appeals.   Throughout the 
life of a provider’s contractual relationship with the health plan, 
various on-going assessments will be performed to monitor 
performance and adherence to obligations. 


 
3.10.16Standard X:   Recipient Rights and Responsibilities  


 
The vendor must demonstrate a commitment to treating recipients in a manner 
that acknowledges their rights and responsibilities.   


 
3.10.16.1Written Policy on Recipient Rights 


 
The vendor must have a written policy that recognizes the following 
rights of recipients: 


 
A.  To be treated with respect, and recognition of their dignity and need 


for privacy; 
 


B.  To be provided with information about the vendor, its services, the 
practitioners providing care, and recipients’ rights and 
responsibilities; 


 
C.  To be able to choose primary care practitioners, including specialists 


as their PCP if the recipient has a chronic condition, within the 
limits of the plan network, including the right to refuse care from 
specific practitioners; 


 
D.  To participate in decision-making regarding their health care, 


including the right to refuse treatment; 
 


E.  To pursue resolution of grievances and appeals about the vendor or 
care provided; 


 
F.  To formulate advance directives; 


 
G.  To have access to his/her medical records in accordance with 


applicable federal and state laws and to request that they be 
amended or corrected as specified in 45 CFR Part 164;  


 
H.  To guarantee the recipient’s right to be free from any form of 


restraint or seclusion used as a means of coercion, discipline, 
convenience, or retaliation; and 


 
I.  To receive information on available treatment options and 


alternatives, presented in a manner appropriate to the recipient’s 
condition and ability to understand. 


 
The health plan has written policies on Recipient rights that are fully 
compliant with the requirements of this RFP and Nevada Medicaid.  A 
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copy of the Patient’s Rights and Responsibilities is posted in the check in 
and common areas of all facilities or offices that are part of the 
integrated health delivery system. 
 
We will include a copy of the recipient rights and responsibilities in the 
Recipient Handbook and review this document with recipients when they 
present with questions in any of our customer service departments. We 
will review all materials in the recipient handbook during community 
workshops or other educational forums. 


 
3.10.16.2Written Policy on Recipient Responsibilities 


 
The vendor must have a written policy that addresses recipients’ 
responsibility for cooperating with those providing health care 
services.  This written policy must address recipients’ responsibility 
for: 


 
A.  Providing, to the extent possible, information needed by 


professional staff in caring for the recipient; and 
 


B.  Following instructions and guidelines given by those providing 
health care services.  


 
The vendor should also include additional recipient 
responsibilities in their recipient communications (such as, 
the recipient is responsible for being on time for scheduled 
appointments and canceling appointments in a timely 
manner, the recipient is responsible for reporting fraud 
and/or abuse, etc.). 
 


The health plan expects the relationship between the recipient, the 
provider network and the health plan to be one of mutual respect.  We 
have written policies and procedures that identify the patient’s 
responsibility to adhere to treatment plans, prescription drug regimens or 
other treatment protocol prescribed to improve the health and well being 
of the individual.  We will incorporate information from these policies 
into both our recipient and provider handbooks to ensure consistent 
application of policy principles.  The recipient responsibilities portion of 
the handbook covers topics including scheduling and keeping 
appointments, notification in the event of a missed appointment, timely 
arrival for all scheduled appointments, adherence to the treatment plan, 
communication and how to report concerns about quality or standards of 
care.  We will include this in the recipient handbook, and all of our 
customer service and concierge service representatives will be required to 
review this information for each interaction with the recipient when 
scheduling appointments. 
 
The customer service representatives, concierge service and Nurse Help 
Line representatives are available around the clock to answer questions 
as they are presented. 
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3.10.16.3Communication of Recipient Policies to Providers 


 
A copy of the vendor’s policies on recipients’ rights and 
responsibilities is provided to all participating providers upon initial 
credentialing and when significant changes are made.  


 
The Provider Manual will contain a section about Recipient rights 
and responsibilities.  During the provider site visit, this 
information will be covered as part of provider education. 


 
3.10.16.4Communication of Policies to Recipients 


 
Upon enrollment, recipients are provided a written statement that 
includes information on their rights and responsibilities. 


 
All enrolled recipients will receive an identification card.  The 
right and responsibilities will be included in the materials included 
for the ID card mailing, as well as in the Recipient Handbook. 


 
3.10.16.5Recipient Grievance and Appeals Procedures  


 
The vendor must have a system(s) linked to the IQAP for addressing 
recipients’ grievances and providing recipient appeals.  This system 
must include: 


 
A.  Procedures for registering and responding to grievances and appeals 


within thirty (30) calendar days. Vendors must establish and monitor 
standards for timeliness; 


 
The health plan and its affiliates have well established written 
policies and procedures for registering, responding, recording and 
reporting on recipient grievance and appeals.  These procedures 
are detailed in sections 3.10 and again in 3.13.  We are fully 
compliant with 43 CFR 238 and at the present time have nearly 20 
years reporting on this process for Medicaid for over 500,000 
recipients and 21 years of experience tracking and reporting this 
information to CMS for Medicare Advantage products. 


 
B.  Documentation of the substance of grievances, appeals, and actions 


taken; 
 


Recipient appeals, both expedited and standard, can be filed orally, 
in writing, or in person.  Information on how and where to file an 
appeal is included on all notices of service denial or reduction. 
Our Recipient Services staff is also trained on providing recipients 
with this information. We are committed to protecting recipients’ 
right to an appeal and are experienced at managing the appeals 
process. Our comprehensive system for managing appeals and 
grievances ensures that recipients receive timely notifications and 
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those who request a continuation of benefits during an appeal is 
able to continue receiving those benefits. 


 
C.  Procedures ensuring a resolution of the grievance and providing the 


recipient access to the State Fair Hearing process for appeals;  
 


We have experience coordinating with Medicaid State Fair 
Hearing processes and are adept at helping our recipients navigate 
their appeal rights, up to and including a State Fair Hearing.  
 
If a recipient is dissatisfied with our appeals process, he or she has 
the right to request a State Fair Hearing process for appeals. We 
will cooperate with the state in the event of a hearing.  If a 
recipient is dissatisfied with our decision, he/she must complete the 
internal appeal before initiating the hearing process. We will 
comply with the state’s ruling in such cases.  
 
In the event a recipient requests a hearing, our Research Appeals 
Coordinator will work with the state to initiate the process and to 
request the denial and appeal files.   
 
Once our Research Appeals Coordinator receives contact from the 
state’s Administrative Hearings Branch requesting the denial file 
for a specific recipient and service, she follows these steps:  


• The Research Appeals Coordinator sends the electronic 
denial and appeal files (if applicable) by secure email to 
the state’s Administrative Hearings Branch.   


• The Research Appeals Coordinator receives an official 
email from the state’s Administrative Hearings Branch.  
This email states that a hearing has been requested and 
on what date the request was received.  It also includes a 
copy of the entire file, including the denial file sent by the 
Health plan and the recipient’s request to the state.   


• The Research Appeals Coordinator receives a Notice of 
Scheduled Hearing from the state’s Administrative 
Hearings Branch that is signed by the assigned hearing 
officer.  The notice will likely provide the date, time and 
location the hearing is to be held.  


• We file a Notice of Entry of Appearance of Counsel.  The 
notice is faxed to the state’s Administrative Hearings 
Branch and is mailed to the Hearing Officer and the 
recipient.  


• Our attorney and Research Appeals Coordinator attend 
all hearings.  If the case warrants a Medical or Dental 
Director testimony, he or she also attends the hearing.  


• We wait to receive the findings of fact, conclusions of 
law, and recommended decision.   


• We await the final order.  
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• If the final order upholds our denial, the appeal decision 
is final, and at this point, the recipient has exhausted all 
of our appeal options.  Recipients may refer to their 
Recipient Handbook for complete details about filing pre-
service medical appeals. Recipients may also call our 
Customer Service Department for help filing a medical 
appeal.  


• If the final order overturns our denial, the recipient 
receives a letter from the state and we approve the 
service.  


• We understand that if, at any point, we do not comply 
with hearing requirements, this will lead to an automatic 
ruling in favor of the recipient, and we would approve the 
service. 


 
D.  Aggregation and analysis of grievance and appeal data and use of 


the data for quality improvement; 
 


Our Grievance and Appeals system is a comprehensive system that 
allows for intake, handling, timely response, reporting, tracking 
and trending of grievances and appeals. Our Recipient Services 
Representatives and Grievance and Appeals team track all 
grievances that come into our plan by assigning reason codes so 
that we can understand the nature of the grievance and facilitate a 
positive outcome. Reason codes reflect whether the grievance is 
related to access to care, quality of care, attitude, communication 
or service, billing/financial, quality of practitioner’s office site, 
pharmacy, enrollment/ eligibility, or plan administration.  
 
This information is gathered and analyzed by our quality 
improvement staff and provided to our Quality Member Access 
Committee (QMAC), which is comprised of recipients, advocates, 
provider office staff and our staff. The QMAC reviews this 
information in order to identify opportunities to improve the 
recipient experience and develop targeted improvement strategies. 
We believe recipients, advocates and providers are important 
voices in quality improvement, and the QMAC reflects that belief. 


 
E.  Compliance with DHCFP due process and fair hearing policies and 


procedures specific to Nevada Medicaid and Nevada Check Up 
recipients; and 


 
If a recipient is dissatisfied with our appeals process, he or she has 
the right to request a State Fair Hearing process for appeals. 
Recipients are notified of this right in writing in the appeal 
determination notice. We will cooperate fully with the state in the 
event of a hearing and support the process by quickly sending all 
supporting documentation.  
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In the event a recipient requests a hearing, our Research Appeals 
Coordinator will work with the state to initiate the process and to 
request the denial and appeal files.   


 
F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


 
We understand that recipient dissatisfaction can adversely impact 
not only the recipient’s experience of care but also their 
satisfaction with managed care, DHCFP and Medicaid in general. 
We make every effort to resolve grievances as quickly as possible 
and to the recipient’s satisfaction and continually seek ways to 
improve our recipients’ experience with our staff and providers. 
We review the types of grievances and appeals filed by our 
recipients, grievance and appeal rates, turnaround timeliness, and 
outcomes – including number of upheld or overturned appeals – to 
identify specific quality of service issues or trends.  
 
Our grievance and appeals system complies with federal 
requirements at 42 CFR Part 438 and will comply with Nevada 
Revised Statutes (NRS) and DHCFP policies. We will also comply 
with all NRS and DHCFP requirements for access to the State 
Fair Hearing system.  This system allows us to quickly identify and 
resolve grievances to ensure that every recipient receives the care 
he or she is entitled to receive. 


 
3.10.16.6Recipient Suggestions 


 
An opportunity must be provided for recipients to offer suggestions 
for changes in policies and procedures.   


 
We conduct a satisfaction survey of all enrolled recipients and 
compile the results of that survey to incorporate into our 
performance improvement plans across the enterprise.  Recipients 
may also make suggestions during a visit to their PCP or specialist 
or by calling our customer service department.  We invite recipient 
feedback through our Community Advisory Committee, as part of 
our overall compliance program is ensure that the recipient has a 
voice in shaping health plan policy. 


 
3.10.16.7Steps to Assure Accessibility of Services  


 
The vendor must take steps to promote accessibility of services 
offered to recipients.  These steps include: 


 
A.  The points of access to primary care, specialty care and hospital 


services are identified for recipients;  
 


B.  At a minimum, recipients are given information about: 
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1. How to obtain services during regular hours of operations; 
 


2. How to obtain emergency and after-hour care;  
 


3. How to obtain emergency out-of-service area care;  
 


4. How to obtain the names, qualifications and titles of the 
professionals who provide and are accepting medical patients 
and/or are responsible for their care; and 


 
5. How to access concierge services and if needed case 


management assistance from the vendor when needed to gain 
access to care. 


 
The Recipient Handbook will be the primary communication tool 
used for this information.  We will also include this information 
on our website, in our ID card welcome packets, and in all 
locations where a recipient can obtain services. Contractually our 
network providers are required to comply with these standards and 
the provider manual contains a chapter on access standards for 
each type of service. 


 
3.10.16.8Information Requirements  


 
A.  Recipient information (for example, subscriber brochures, 


announcements, and handbooks) must be written at an eighth (8th) 
grade level that is readable and easily understood. 


 
We understand and agree to this provision. 


 
B.  Written information must be available in the prevalent languages of 


the population groups served.   
 


The recipient handbook, and all pamphlets, brochures, ID card 
welcome packets and web content will be written at the eighth 
grade language requirement and all materials will be translated 
into Spanish. 


 
3.10.16.9Confidentiality of Patient Information  


 
The vendor must act to ensure that the confidentiality of specified 
patient information and records is protected.  The vendor must: 


 
A.  Establish in writing, and enforce, policies and procedures on 


confidentiality, including confidentiality of medical records; 
 


It is the policy of the health plan and is affiliates to comply with 
the Federal Health Insurance Portability and Accountability Act 
privacy regulations (HIPAA Privacy Rule, effective April1, 2003) 
and all Nevada laws and regulations that pertain to the 
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confidentiality, use and disclosure of PHI (described in detail in 
Definitions, Section IV). The health plan employees and 
physicians will respect patients' confidentiality rights and 
Protected Health Information will only be used or disclosed in 
compliance with the applicable laws and regulations. 


 
B.  Ensure patient care offices/sites have implemented mechanisms to 


guard against the unauthorized or inadvertent disclosure of 
confidential information to persons outside of the vendor;  


 
All provider offices participating in the health plan network are 
required to obtain prior written consent before using or disclosing 
PHI for purposes of carrying out treatment, payment procedures, 
or hospital operations related to the patient's care.  A single signed 
consent covers all uses and disclosures for the provider’s office 
with an expiration or until it has been revoked by the recipient. 


 
C.  Hold confidential all information obtained by its personnel about 


recipients related to their examination, care and treatment and shall 
not divulge it without the recipient’s authorization, unless: 


 
1. It is required by law, or pursuant to a hearing request on the 


recipient’s behalf; 
 


2. It is necessary to coordinate the recipient’s care with 
physicians, hospitals, or other health care entities, or to 
coordinate insurance or other matters pertaining to payment; 
or 


 
3. It is necessary in compelling circumstances to protect the 


health or safety of an individual.  
 


The provider manual contains written instructions for 
safeguarding patient protected information and training on 
HIPAA compliance is conducted during new provider orientation.  
All employees and employed physicians of the health plan and its 
affiliates are required to complete a training module on HIPAA as 
part of new employee orientation and annually thereafter. 


 
D.  Must report any release of information in response to a court order 


to the recipient in a timely manner; and 
 


We will comply with this provision. 
 


E.  May disclose recipient records whether or not authorized by the 
recipient, to qualified personnel, defined as persons or agency 
representatives who are subject to standards of confidentiality that 
are comparable to those of the State agency.  
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We have an established, written policy and procedure for the 
protection of recipient confidential information.  Compliance with 
HIPAA is everyone’s responsibility; whether employed by the 
health plan and its affiliates or participating providers within our 
networks.  Our Compliance team monitors activities related to the 
transfer of PHI in the due course of day to day operations, and is 
responsible for identifying potential breaches and reporting such 
incidents to the appropriate authorities and the health plan CEO.  
These activities are reviewed during monthly compliance 
committee meetings.  We will report any such incidents to the 
DHCFP as required by this contract. 


 
3.10.16.10 Treatment of Minors 


 
The vendor must have written policies regarding the treatment of 
minors.  


 
We have written policies and procedures across the health system 
for the treatment of minors including separate policies for consent, 
release of information and conditions of admission for minor 
patients.  All Clinical staff complete training on policies related to 
patient care in addition to the mandatory two day new employee 
orientation.  Department specific training is also required 
annually, and each module requires a test with a passing score as 
a condition of continuing employment. We will incorporate our 
policies related to the treatment of minors in the Provider Manual. 


 
3.10.16.11 Assessment of Recipient Satisfaction  


 
The vendor must conduct periodic surveys of recipient satisfaction 
annually with its services: 


 
A.  The survey(s) must include content on perceived problems in the 


quality, availability and accessibility of care. 
 


B.  The survey(s) assess at least a sample of: 
 


1. All recipients; 
 


2. Recipient requests to change practitioners and/or facilities; 
and 


 
3. Disenrollment by recipients. 


 
C.  As a result of the survey(s), the vendor must: 


 
1. Identify and investigate sources of dissatisfaction; 


 
2. Outline action steps to follow up on the findings; and 


 


Managed Care Organization RFP 3260 Page 318 of 509 







3. Inform practitioners and providers of assessment results. 
 


D.  The vendor must re-evaluate the effects of the above activities. 
 


We understand and agree to the provisions of this section 
3.10.16.11. 
 
We have experience assessing recipient satisfaction, investigating 
sources of dissatisfaction, and implementing and evaluating 
actions to address dissatisfaction. We would build on our 
experience, policies and practices to meet or surpass the RFP 
requirements for assessing recipient satisfaction in Nevada.  
 
We conduct periodic surveys of recipient satisfaction including 
CAHPS® (annually), and additional surveys of satisfaction with 
care coordination (annually); care management for special needs 
populations (monthly, quarterly), foster care program (semi-
annually); disease management programs (quarterly) and other 
programs conduct surveys as services are received. For example, 
our Maternity Care Program conducts surveys after one successful 
outreach has been completed. Our care coordination, care 
management, and disease management program satisfaction 
surveys are completed after two successful outreach attempts and 
at discharge. 
 
Recipient satisfaction surveys capture perceived problems in 
quality, availability, and accessibility of care. These surveys 
support our mission to improve health and quality of life of our 
recipients by refining our knowledge base to be both aware of and 
responsive to our recipients’ needs. We assess recipient 
satisfaction with services and health care experiences and identify 
areas of improvement by contracting with a NCQA-certified survey 
vendor to administrator the CAHPS® Adult and Child surveys.   
 
Foster care program satisfaction surveys address foster care 
recipient, foster parent, and/or guardian experience with services. 
These surveys are sent at least monthly to individuals who have 
contacted the out-of-home care team for assistance in recent 
weeks. The satisfaction surveys address the recipient, foster parent, 
and/or guardian experience with services provided and includes: 


• Timeliness of provider appointments; 
• Timeliness of specialist appointments; 
• Access to needed care; and 
• Customer Service assistance. 
• Foster care liaison satisfaction surveys address the foster 


care family’s experience with the services provided by the 
out-of-home care team and include: 


o Overall satisfaction with the foster 
care/adoption/guardianship liaison; 
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o Improvement in the recipient’s overall quality of 
life; 


o Professionalism and courtesy of the program 
staff; and 


o Helpfulness of the program staff. 
 
Recipient satisfaction surveys of our care coordination program, 
case management for special populations, and health and disease 
management programs assess recipient satisfaction with the 
program and identify improvements needed.  We would build on 
these to ensure that we capture perceived problems in the quality, 
availability and accessibility of care. 
 
Survey Sampling 
 
We survey all recipients using CAHPS® Adult and Child surveys, 
which undergo validation from a NCQA Certified HEDIS® 
Auditor. Final results of the CAHPS® are submitted to NCQA as 
part of the annual HEDIS® submission and Accreditation 
process. 
 
Sample Frame Validation.  Using NCQA certified software, we 
generate the CAHPS® systemic survey sample frame using the 
same recipients upon which HEDIS® measures are based. The 
sample frame must follow the data layout as identified by NCQA.  
The locked survey sample frame is then submitted to the HEDIS® 
Compliance Auditor to verify that the health plan produced an 
unbiased survey sample frame in accordance with 
HEDIS®/Survey specifications. We complete the CAHPS® 
portion of the NCQA Health Outcomes Questionnaire by filling in 
information regarding our selected: 


• NCQA Certified HEDIS® Survey Vendor, 
• NCQA Certified HEDIS® Compliance Auditor, 
• CAHPS® surveys to be completed (Adult & Child), 
• CAHPS® survey to use for Accreditation scoring, and 
• Enrollment at the end of the year. 


 
The HEDIS® Survey Vendor provides a report on the raw counts 
of recipients to us, which must be reviewed and approved.  Lastly, 
the HEDIS® Survey Vendor selects a systemic sample of 
recipients for each survey type and checks recipients’ addresses 
and telephone numbers. The sample of recipients will receive one 
of the satisfaction surveys.  
 
We send a satisfaction survey to foster care families for whom we 
have current mailing addresses.  The survey asks foster care 
recipients, foster parents, and/or guardians if in the last 6 months 
how often their child was able to get appointments with a doctor’s 
office or clinic and specialist as needed.  It additionally inquires in 
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the past 6 months if it was easy to get the care, tests or treatment 
the child needed. 
 
Recipient satisfaction surveys of our care coordination program, 
case management for special populations, and health and disease 
management programs are sent to all recipients. In addition to 
surveying a sample of all recipients, we will implement satisfaction 
surveys for a sample of those recipients who request changes in 
practitioners and/or facilities, and disenrollment.  
 
We will include recipient requests to change practitioners and/or 
facilities and disenrollment by recipients in our satisfaction 
surveys.  
 
Using Survey Results  to Address Dissatisfaction 
 
Surveys assess recipient satisfaction with program services and 
implement improvement as needed.  We identify and investigate 
sources of dissatisfaction and put together plans to follow-up on 
findings.  We initiate a multi-disciplinary team from each 
department specifically for review of CAHPS® results. In 
accordance with NCQA Accreditation standards, we identify 
opportunities for improvement, set priorities and decide which 
opportunities or interventions to pursue based on quantitative and 
qualitative analysis. The annual reports are submitted to NCQA 
during our Accreditation documentation submission process. 
Survey results and evaluation of previously implemented 
interventions are presented to our quality improvement (QI) 
committees. We review satisfaction surveys quarterly and 
incorporate targeted improvement activities into the QI Work plan.  
 
We believe recipient involvement and input is critical to 
maintaining a high- quality health plan. We seek feedback 
through the annual distribution of the CAHPS® Recipient 
Satisfaction Survey for adults and children, as well as Care 
Coordination Program Specific Recipient Satisfaction Surveys. 
Recipient feedback has contributed towards improvements in 
access to behavioral health benefits, the implementation of an 
obesity management program for children and adolescents, and 
the development of incentive programs to promote key health 
screenings.  
 
In addition to overall satisfaction surveys, we conduct follow-up 
surveys of recipients who have been contacted by one of our 
special programs.  
 
Our foster care satisfaction surveys are analyzed to identify 
opportunities to improve satisfaction with care coordination and 
health care services provided. Analysis considers quantitative and 
qualitative data to identify patterns of recipient and/or foster 
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parent/guardian comments. Results from the survey are tracked 
monthly and reported with the goal of achieving and maintaining 
a 90% foster care family satisfaction rate with our services and out 
of home care coordination services.  We document survey results 
in our Behavioral Health Program evaluation and report these 
annually to our QIC. 
 
The following are examples of initiatives implemented in response 
to direct recipient feedback: 


• Fewer interactive voice response (IVR) prompts so that 
our recipients receive a higher level of customer service 
by eliminating layers of telephone-prompted. menu 
options that delay talking to the best person for their 
specific question 


• Enhanced recipient/provider service trainings in response 
to recipient’s needs. 


• Analysis of our grievance data which has allowed us to 
implement proactive solutions. 


• Spanish speaking Recipient Service Representatives to 
ensure no information to our Spanish-speaking 
population gets missed in translation. 


• Hiring of a Spanish speaking maternity care nurse and 
rapid response representative to ensure our pregnant 
Spanish-speaking population and Spanish-speaking 
recipients who have urgent issues receive one on one 
assistance and education. 


• Development of auto-dialer campaigns to inform 
recipients they can connect directly to our rapid response 
team and how to do so. 


• Implementation of a heath screening incentive to 
incentivize recipients to obtain specific health screenings. 


• Adoption of social media as a method to directly educate 
recipients. 


 
In addition to identifying and addressing sources of 
dissatisfaction, we will inform network practitioner and providers 
of the results of satisfaction assessments. 
 
Re-evaluation of Process and Action Steps’ Impact 
 
Survey results and evaluation of previously implemented 
interventions are presented to our quality improvement committee, 
in order to ensure that our action steps effectively address sources 
of dissatisfaction and to improve overall experience of recipients. 


 
3.10.17Standard XI:  Standards for Availability and Accessibility  


 
The vendor must establish standards for access (e.g., to routine, urgent and 
emergency care; telephone appointments; advice; and recipient service lines) and 
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complies with this RFP.  Performance on these dimensions of access is assessed 
against the standards. 


 
We have established standard for availability and accessibility and these standards 
will be incorporated into the member and provider manual and published on our 
website.   


 
3.10.18Standard XII:  Medical Record Standards  


 
3.10.18.1Accessibility and Availability of Medical Records 


 
A.  The vendor must include provisions in all provider contracts for 


HIPAA compliance with regard to access to medical records for 
purposes of quality reviews conducted by the Secretary of the 
United States, Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof.   


 
We have established policies and procedures for Health 
Information Management that includes health information, home 
care, coding, birth certificates, death certificates, document error 
correction, duplicate record prevention and transcription.   
 
Our policy on Electronic Medical Record Storage covers such 
topics as document storage, methods of storage, length of storage 
requirements, security of records record destruction and record 
disposal.   The policy on Medical Record Release  covers topics 
about who may release records, how to obtain a release, how to 
transfer records, security of information, HIPAA compliance  and 
charges associated with requesting a copy of the Medical Record.  
Any request for information must be in writing and be 
accompanied by identification of the requestor.  For Medicaid, we 
understand that a request from a State Agency for Medical 
Records will be honored within ten (10) calendar days of the 
request and that records are to be provided at no charge to the 
agency.  All policies and procedures are fully compliant with state 
and federal requirements for confidentiality, security and release 
of patient information. 
 
The Health system uses an electronic medical recordkeeping 
system that captures patient information during each visit.  The 
system provides convenient access to the most up-to-date patient 
record system wide to coordinate care, referrals, testing and 
treatment.  Members may also access their records through a web-
based portal.  The system provides real-time information and 
allows patients to ask their doctor a question, refill a prescription, 
vie immunization records, see lab and tests results and request an 
appointment.   We understand and are able to comply with the 
requirement to provide medical records within ten (10) business 
days of receipt to a primary care provider following a member 
change of providers.   
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B.  Records are available to health care practitioners at each encounter. 


 
The Health system uses an electronic medical recordkeeping 
system that captures patient information during each visit.  The 
system provides convenient access to the most up-to-date patient 
record system wide to coordinate care, referrals, testing and 
treatment.   


 
3.10.18.2Record Keeping 


 
Medical records may be on paper or electronic.  The vendor must 
take steps to promote maintenance of medical records in a legible, 
current, detailed, organized and comprehensive manner that permits 
effective patient care and quality review.  Medical records must be 
maintained as follows: 


 
The health delivery system uses an electronic medical record for 
capturing and recording the recipients relevant health information 
at every visit.  The EMR training is required for all new clinical 
staff and physicians as part of on-boarding and physicians may 
not see patients until the successful completion of all EMR and 
other required training.   


 
A.  Medical Record Standards – The vendor sets standards for medical 


records.  The records reflect all aspects of patient care, including 
ancillary services.  These standards shall, at a minimum, include 
requirements for: 


 
1. Patient Identification Information – Each page on electronic 


file in the record contains the patient’s name or patient ID 
number;  


 
The electronic Medicaid record system stores the patient 
identification number on each page.   


 
2. Personal/Demographic Data – Personal/biographical data 


includes: age, sex, race, ethnicity, primary language, 
disability status, address, employer, home and work 
telephone numbers, and marital status; 


 
The electronic medical record captures and stores all of the 
personal/demographic criteria listed above.  This 
information is used to create reports and profiles for 
predictive analytics on our population in Nevada. 
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3. Allergies – Medication allergies and adverse reactions are 
prominently noted on the record.  Absence of allergies (no 
known allergies – NKA) is noted in an easily recognizable 
location;   


 
Allergies including allergies to medications are clearly 
noted in the patient’s electronic medical record.  During 
the visit, the provider reviews all of the relevant history 
including allergies and updates the record at each visit. 


 
4. Past Medical History [for patients seen three (3) or more 


times] – Past medical history is easily identified including 
serious accidents, operations, and illnesses.  For children, 
past medical history relates to prenatal care and birth;   


 
Past medical history is recorded including notes from 
previous providers, when available.  We encourage our 
recipients to establish a relationship with a primary care 
physician in order to build a complete medical history and 
improve outcomes. 


 
5. Immunizations for Pediatric Records [ages twenty (20) and 


under] – There is a completed immunization record or a 
notation that immunizations are up to date with 
documentation of specific vaccines administered and those 
received previously (by history); 


 
Immunizations are recorded in pediatric patient charts and 
during each visit, the provider reviews the schedule of 
immunizations and makes recommendations for any 
immunizations that are due or overdue to keep the patient 
up to date.  Any reactions to prior immunizations will also 
be noted in this section as well as in the allergy section of 
the chart. 


 
6. Diagnostic information; 


 
Charts record the differential diagnosis for the patient and 
any corresponding notes on that condition. 


 
7. Medication information; 


 
A list of all current medications is included in the chart and 
at each visit the provider reviews those medications 
including questions about efficacy and side effects. 


 
8. Identification of Current Problems – Significant illnesses, 


medical conditions and health maintenance concerns are 
identified in the medical record; 
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The provider records the current or chief complaint and 
his/her notes on the reason for the visit at each visit.   


 
9. Smoking, Alcohol or Substance Abuse – Notation 


concerning cigarettes, alcohol and substance abuse is present 
for patients twelve (12) years and over and seen three (3) or 
more times; 


 
Habits such as smoking, alcohol consumption and 
questions about substance use are recorded during each 
visit and updated by the provider each time the patient is 
seen.   


 
10. Consultations, Referrals, and Specialist Reports – Notes 


from any consultations are in the record.  Consultation, lab, 
and x-ray reports filed in the chart have the ordering 
physician’s initials or other documentation signifying 
review. Consultation and significantly abnormal lab and 
imaging study results have an explicit notation in the record 
of follow-up plans;  


 
The electronic medical record indicates specialty referrals 
and captures any results, notes lab tests or other 
information relevant to the patient’s treatment. 


 
11. Emergency care; 


 
Visits to the emergency room and final outcome are 
recorded in the electronic medical record. 


 
12. Hospitals and Mental Hospitals;  


 
a. Identification of the recipient; 


 
b. Physician name; 


 
c. Date of admission;  


 
d. Initial and subsequent stay review dates;  


 
e. Reasons and plan for continued stay if 


applicable; 
 


f. Date of operating room reservation if 
applicable; 
 


g. Justification for emergency admission if 
applicable; and  
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h. Hospital Discharge Summaries – Discharge 
summaries are included as part of the medical 
record for:  


 
1. All hospital admissions that occur while the 


patient is enrolled with the vendor; and  
 
2. Prior admissions as necessary. 


 
Inpatient information is stored in a separate space in the 
electronic medical record and detailed notes of all 
treatments, testing, x-rays, surgery, emergency admission 
including any admission related to mental illness or 
substance are recorded.   


 
13. Advance Directive – For medical records of adults age 18 


and over, the medical record documents whether or not the 
individual has executed an advance directive and documents 
the receipt of information about advance directives by the 
recipient and confirms acknowledgment of the option to 
execute an advance directive.  An advance directive is a 
written instruction such as a living will or durable power of 
attorney for health care relating to the provision of health 
care when the individual is incapacitated; and 


 
Inpatient information is stored in a separate space in the 
electronic medical record and detailed notes of all 
treatments, testing, x-rays, surgery, emergency admission 
including any admission related to mental illness or 
substance are recorded.   


 
14. Patient Visit Data – Documentation of individual encounters 


must provide at a minimum adequate evidence of: 
 


a. History and Physical Examination – 
Comprehensive subjective and objective 
information obtained for the presenting 
complaints; 


 
b. Plan of treatment; 
 
c. Diagnostic tests; 
   
d. Therapies and other prescribed regimens; 
 
e. Follow-up – Encounter forms or notes have a 


notation, when indicated, concerning follow-
up care, call or visit.  A specific time to return 
is noted in weeks, months, or as needed.  
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Unresolved problems from previous visits are 
addressed in subsequent visits; 


 
f. Referrals and results thereof; and 
 
g. All other aspects of patient care, including 


ancillary services.  
 


We document this information. 
 


15. Entry Date – All entries must have date and time noted;  
 


We document this information. 
 


16. Provider Identification – All entries are identified as to 
author; 


 
We document this information. 


 
17. Legibility – The record is legible to someone other than the 


writer.  A second reviewer should evaluate any record 
judged illegible by one physician reviewer.   


 
The Health system recognizes that clinical documentation 
is at the core of every recipient encounter.  In order for 
information to be meaningful it must be accurate, timely 
and reflect the scope of services provided.  We use an 
electronic patient information capture system (EPIC) that 
collects and records patient information during each visit 
including demographics, diagnosis, immunization records, 
past history, smoking and alcohol or substance use, 
allergies, medication history, emergency care and 
consultations with other specialists.  The patient’s medical 
record number is prevalent on each page of the file and the 
records are updated during each visit using laptop 
computers.   The system provides convenient access to the 
most up-to-date patient record system wide to coordinate 
care, referrals, testing and treatment.   
 
Our standards for medical recordkeeping follow industry 
leading guidelines from the American Health Information 
Management Association (AHIMA) and the Nevada Health 
Information Management Association (NHIMA).   We use 
an electronic medical record system in all provider offices 
and facilities throughout the health system.  The system 
captures all elements described in this RFP and allows for 
real time information for any treating provider working on 
a particular patient case.   Information from the electronic 
medical record is also stored in the member web-based 
chart portal so that recipients can view their history, see lab 
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test results, ask questions and schedule follow up 
appointments.   


 
3.10.18.3Record Review Process 


 
A.  The vendor must have a system (record review process) to assess the 


content of medical records for legibility, organization, completion 
and conformance to its standards; and 
 
The health plan has a system to assess the content of medical 
records. 


 
B.  The record assessment system must address documentation of the 


items listed in Medical Records requirements above. 
 


We are fully compliant with all medical record information 
standards required by Medicaid in Nevada.  We have documented 
policies and procedures for record keeping and a review process to 
ensure provider compliance with all reporting and records keeping 
standards. 


 
3.10.19Standard XIII:  Utilization Review  


 
3.10.19.1Written Program Description 


 
The vendor must have a written utilization review management 
program description, which includes, at a minimum, policies and 
procedures to evaluate medical necessity, criteria used, information 
sources and the process used to review and approve the provision of 
medical services.  


 
Our written Utilization Management (UM) Program Description 
describes the structure and process for the evaluation of the 
appropriateness, medical need and efficiency of health care 
services, in accordance with established criteria or policies 
including federal and state Medicaid requirement and the 
provisions of the managed care contract. The UM Program 
Description describes how we promote delivery of high quality, 
medically necessary, and cost efficient health care. It supports 
receipt of: 


• The right service, equipment or treatment  
• In the right setting  
• By the right practitioner  
• To the right recipient 
• At the right time  


 
It describes how we determine the medical necessity of services 
and/or the appropriate site of care to avoid over-utilization and/or 
under-utilization of health care services as well as the appropriate 


Managed Care Organization RFP 3260 Page 329 of 509 







application of covered services. It also describes the available 
evidence-based guidelines and clinical coverage guidelines used by 
our clinical reviewers including board certified physicians.  
 
The description encompasses: 


• Program goals 
• Delegation 
• Program design 
• UM reviewers’ qualifications and training 
• Definition of medical necessity 
• Provider access to criteria and other pertinent policies 
• New technology 
• UM process 


o Prospective Review/Prior Authorization 
o Out of Network Providers and Services 
o Post Service (Retrospective) Reviews 
o Concurrent Review 
o Inpatient Discharge Planning 
o Referral to Care Management 
o Adverse Benefit Determinations 
o Peer to Peer Review/Reconsideration 
o Appeal of Utilization Management Decisions 


• UM systems 
• Satisfaction with UM 
• Program evaluation 


 
Our Utilization Management Committee reviews our UM program 
at least annually, reviewing the program structure, scope, and 
processes as well as information sources used for medical 
necessity and coverage determinations. We also evaluate the 
Medical Director and Medical Director of Behavioral Health roles 
and modify the UM Program Description as necessary.  
 
We evaluate the impact of the UM program using: 


• Recipient complaint, grievance and appeal data 
• The results of review of other recipient satisfaction data 
• Provider complaint and provider satisfaction surveys 
• Relevant UM data 
• Provider profiling 
• Over- and under‐utilization data and analysis 


 
We also conduct ongoing oversight and annual review of a 
delegated entity’s UM Program and written program description. 
The delegate is required to provide periodic reporting to the 
Utilization Management Committee for review. 
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3.10.19.2Scope 
 


The program has mechanisms to detect under-utilization as well as 
over-utilization.   


 
Poor quality of care can be the result of either under‐ or over‐ 
utilization of services. Monitoring of under‐utilization is integral 
to our health management programs and specifically relative to 
services that may impact a recipient’s clinical condition, such as 
medication refills and routine testing.  
 
We evaluate our UM Program objectives, activities and results on 
a daily, monthly, quarterly, and annual basis. This ongoing 
evaluation allows us to detect, monitor, and evaluate over-
utilization, under-utilization, inappropriate utilization, and 
processes to improve the overall effectiveness of the UM program. 
We assess either under‐ or over‐ utilization of services through 
traditional UM strategies such as reporting and trending.  Over‐
utilization is assessed in the ambulatory setting through a review 
and analysis of diagnostic, laboratory, and pharmacy services, and 
in the inpatient setting through review of compliance with 
guidelines for admission and appropriateness of discharge 
planning. 
 
UM staff coordinates reviews with the Compliance and Care 
Management staff when patterns suggest inappropriate utilization 
trends and we make referrals for investigations and interventions 
as appropriate.  Additionally, our UM staff monitor providers for 
aberrant patterns of utilization. We monitor service utilization 
patterns among physicians, facilities, and recipients and respond 
to aberrant patterns through education, and when indicated, 
investigation for fraud, waste and abuse, and/or referral to a 
state’s Medicaid Fraud Control Unit.  
 
When an opportunity for improvement is identified the UM staff 
develop a plan of action to address the issue.  All performance 
improvement plans include an ongoing evaluation component to 
ensure that the goal has been achieved. Table 3.10.19-1 displays 
examples of the data we collect and analyze. 
 


Table 1: 3.10.19-1 Examples of UM Data Monitoring 
Monitoring 
Component Monitoring Element Frequency of monitoring 


Inpatient 
Utilization 


Hospital census Daily 
Inpatient hospital days/1,000 recipients Monthly, Quarterly, Annually 
Inpatient hospital admissions/1,000 recipients Monthly, Quarterly, Annually 
Average length of stay (ALOS) Monthly, Quarterly, Annually 
Readmissions Quarterly, Annually 
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Monitoring 
Component Monitoring Element Frequency of monitoring 


By disease state Monthly, Quarterly, Annually 
By category of aid Monthly, Quarterly, Annually 
By diagnostic category Monthly, Quarterly, Annually 
By facility Monthly, Quarterly, Annually 


Outpatient 
utilization 
(PCP, 
Specialist, ED, 
Radiology, Lab, 
Surgery) 


Visits (services) /1000 recipients Monthly 
Cost per visit/service Monthly 
By type of service Monthly 
By type of provider Monthly 
By type of facility Monthly 
By category of aid Monthly 


 
Examples of key performance indicators include: 


• Admissions/1,000 recipient months 
• Bed Days/1,000 recipient months 
• Average Length of Stay 
• Pre-Determination Requests/1,000 recipient months 
• Authorizations/1,000 recipient months 
• Admissions/ 1,000 recipient months 
• Requested vs. Authorized Admissions 
• Admits by case type 
• All Cause Unplanned Readmission Rate within 30 days of 


DC (as a percent of all admissions) 
• ER visits/1,000 recipient months 
• In-network utilization (85%) 
• Outpatient surgeries/1,000 recipient months 
• PCP visits within 7 days of DC  
• In System Utilization (85%) 


 
3.10.19.3Pre-Authorization and Concurrent Review Requirements 


 
We require prior authorization of procedures and services for 
which the quality of care can be favorably influenced by a review 
of medical necessity or appropriateness. Services subject to pre-
authorization include non‐emergent inpatient admissions, out‐of‐
network services, certain outpatient services and ancillary services.  
Prior authorization is also required for inpatient behavioral health 
services, select outpatient and partial hospitalization behavioral 
health and substance abuse services.  We do not require prior 
authorization of emergency services to screen and stabilize a 
recipient or when prudent layperson acting reasonably, believes 
that an emergency condition exists. Emergency services are also 
covered when directed by an authorized health plan representative. 
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We will ensure our policies and procedures governing service 
authorization complies with Nevada’s Medicaid medical necessity 
requirements. Our utilization review procedures are designed to 
make sure authorized services meet recipient’s identified needs 
and improve or maintain a recipient’s health and functional status 
or prevent decline. Services for children are authorized to support 
a child (and adolescent’s) age appropriate growth and 
development and include those services identified and available 
through EPSDT, including services not otherwise covered.  
 
We have established processes for prior authorization and 
concurrent review requests for both inpatient and outpatient 
services. Our prior-authorization and concurrent review process 
originates with a provider request via phone, fax, or mail. The 
Nurse Reviewer collaborates with the provider to obtain the 
clinical documentation required for the review determination. The 
Nurse Reviewer documents pertinent clinical information 
including, but not limited to: 


• Diagnosis (primary and secondary) 
• Signs and symptoms – subjective and objective 
• Medical history, including a history of the presenting 


problem 
• Test results 
• Treatment plan related to the request 
• Psychological history 
• Information on consultations with the treating provider 
• Cultural and linguistic barriers  
• Psychosocial Information 


 
If the Nurse Reviewer is not able to make a determination to 
approve the requested service (i.e., there is no medical policy, 
guideline, or criteria available for review of the requested service), 
he/she refers the request to the Medical Director for consideration. 
Only the Medical Director may deny a requested service.  
 
Information assessed during a prior-authorization review 
includes: 


• Clinical information (described previously) to support the 
appropriateness and level of service or treatment 
proposed 


• Evidence of initiation of the discharge plan 
• Proposed length and goals of stay 
• Coverage criteria and guidelines including nationally 


recognized criteria sets and state-specified criteria. 
National criteria sets include InterQual Criteria or MCG 
(Formerly Milliman Care Guidelines). State-specified 
criteria include the criteria contained in a state’s 
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Medicaid statutes, rule, policies, managed care contract 
and other documents specified by the state. 


 
When applying criteria to a request for services the following 
information is taken into consideration: age, co morbidities, 
complications, progress of treatment, psychosocial situation, home 
environment, as well as the availability and ability of the local 
health care system to provide for the recipient’s medical needs.  
 
Inpatient concurrent review includes assessment of the clinical 
status of the recipient, verification of the need for continued 
hospitalization, facilitation of the provider’s plan of care, 
consideration of care management needs, promotion of timeliness 
of care, and determination of the appropriateness of the rendered 
treatment. Additionally, we assess the recipient’s level of care, and 
monitor the quality of care to verify professional standards of care 
are met. Concurrent review is usually conducted during a hospital 
confinement to determine the appropriateness of hospital 
confinement and the medical necessity for continued stay.  
Concurrent review determinations authorizing or certifying an 
extended stay in a health care facility or additional health care 
services is made within one (1) day after receipt of the information 
necessary to make the determination. The concurrent review nurse 
promptly notifies the healthcare provider of the determination. 
 
Information assessed during the review includes: 


• Clinical information to support the appropriateness and 
level of service proposed 


• Changes in diagnoses 
• Assessment of the recipient’s clinical status to determine 


special requirements to facilitate a safe discharge to 
another level of care 


• Additional days/service/procedures proposed 
• Reasons for extension 
• Other information relevant to the recipient’s care and 


service requested 
• Coverage criteria and guidelines including nationally 


recognized criteria sets and state-specified criteria. 
 
Concurrent Review for inpatient hospitalization is conducted 
throughout the inpatient stay, with each hospital day approved 
based on review of the recipient’s condition and evaluation of 
medical necessity. Concurrent Review occurs telephonically, and 
electronically. If, at any time, services cease to meet criteria, 
discharge criteria are met, and/or alternative safe level of care 
options exist, the facility is contacted to see if additional 
information is available to justify the continuation of services. If 
the medical necessity for the recipient’s continued stay cannot be 
determined, the continued stay request is referred to the Medical 
Director for review. 
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The need for care management or discharge planning services is 
assessed early after admission. In addition, we embed UM nurses 
and Transition Care Advisors on-site at select high volume 
hospitals to ensure a recipient’s correct level of care, initiate 
transition of care, support safe discharge and reduce readmission, 
enrolling recipients into care management programs and 
arranging in-home supports and other services when indicated.  
Potential quality of care issues identified during service review is 
promptly referred to the Quality Department for investigation and 
resolution. 


 
For vendors with pre-authorization or concurrent review programs: 


 
A.  Pre-authorization and concurrent review decisions must be 


supervised by qualified medical professionals; 
 


All pre-authorization and concurrent review decisions are 
supervised by licensed clinicians who have the appropriate 
education, training, professional experience in medical or clinical 
practice, and hold current, unrestricted licenses for their specific 
field of practice or specialization. All medical necessity denials of 
healthcare services or authorizations of a service in an amount, 
duration, or scope that is less than requested are completed by 
board certified physicians and Clinical Pharmacists as appropriate 
to the requested service. 


 
B.  Efforts must be made to obtain all necessary information, including 


pertinent clinical information, and consult with the treating 
physician, as necessary; 


 
The Nurse Reviewer obtains the information needed to complete a 
determination from the recipient’s medical record, treating 
providers, and/or the recipient or recipient representative. The 
Nurse Reviewer collaborates and consults with the provider to 
obtain pertinent clinical information. When the Nurse Reviewer 
refers a request to the Medical Director for final determination 
(when a request cannot be approved as requested), the Medical 
Director may also consult with the treating provider to gain 
additional insight into the recipient’s needs including the 
recipient’s current treatment and status before making a final 
determination. 


 
C.  The reasons for decisions must be clearly documented and available 


to the recipient; 
 


We provide written notification of any adverse determination to, at 
a minimum, the recipient, recipient’s representative and/or 
treating/attending provider. All notifications are provided within 
the timeframes as noted in the timeliness sections of UM Decisions 
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policies. We make urgent determinations within one business days, 
non-urgent determinations within two business days, and 
retrospective determinations within 30 calendar days. 
 
The written notification is easily understandable and includes the 
specific reason/rationale for the determination, specific criteria or 
benefit provision and availability of the criteria used to make the 
decision, as well as, the availability, process and timeframes for 
appeal of the decision. (A written description of appeal rights is 
also provided)  
 
Written notification to recipients is translated into the recipient's 
primary language for recipients whose primary language is other 
than English. In addition, UM staff is available through our toll-
free number during normal business hours Monday through 
Friday to explain the notification and rationale for the 
determination. We also offer language assistance and TDD/TYY 
services for deaf, hard of hearing, or speech-impaired recipients 
when needed. 
 
Verbal and/or fax notification is provided to the treating provider 
(attending physician or Primary Care Physician if the attending 
physician unknown), or the facility, and advises that the admission 
did not meet medical necessity criteria. 
 
In the event a recipient requests written confirmation of an 
approval, we provide this within 2 business days of notification of 
the organization determination. We use the same processes as for 
adverse determinations, including translation services, language 
assistance and TDD/TYY services for recipients.  If we extend the 
timeframe for authorization, the recipient is given written notice of 
the 


 
D.  The vendor’s prior authorization policies and procedures must be 


consistent with provision of covered medically necessary medical, 
behavioral, and social care in accordance with community standards 
of practice; 


 
As reported in Section 3.10.19.3, we use nationally recognized 
criteria sets and state-specified criteria as a basis for our prior 
authorization process. National criteria sets include InterQual 
Criteria or MCG (Formerly Milliman Care Guidelines). State-
specified criteria include the criteria contained in a state’s 
Medicaid statutes, rule, policies, managed care contract and other 
documents specified by the state. Policies and procedures are 
reviewed, modified and adopted at least annually by the Quality 
Improvement Committee (QIC), which is composed of appropriate, 
actively practicing providers. 
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E.  There must be well-publicized and readily available mechanisms for 
recipient appeals and grievances as well as provider disputes.  
Providers may pursue an appeal on the recipient’s behalf with the 
recipient’s written authorization.  The Notice of Action must include 
a description of how to file an appeal; 


 
For almost 20 years, we have provided recipients with a user-
friendly and timely grievance and appeals process.  We implement 
a process that makes it easy for recipients, or a provider acting on 
behalf of the recipient with the recipient’s written consent, to file a 
grievance about any aspect of their experience with our health 
plan staff or providers. We inform recipients of their right to file a 
grievance in the recipient handbook, on the health plan website, at 
any time we make an adverse decision concerning requested 
services, and when a recipient contacts us with an expression of 
dissatisfaction. If a recipient is dissatisfied with the resolution to 
his or her grievance, we also advise the recipient of his or her right 
to appeal and to request a State Fair Hearing, including the 
circumstances under which this is permissible. We accept 
grievances orally and in writing and through any contact – with 
our Customer Service Department staff, a case manager or UR 
nurse, or other staff. All Notices of Action include a description of 
how to file an appeal. 
 
We inform providers of their right to file an appeal regarding a 
dispute including a provider payment issue or contractual issue in 
the provider Manual, and during initial and annual training. In 
addition, notification of specific actions such as credentialing 
denials, include notice of the provider’s right to appeal the 
decision. 


 
F.  Appeal and grievance decisions are made in a timely manner as 


warranted by the health of the enrolled recipient; 
 


Grievances are investigated and closed within 30 calendar days. 
Grievances are trended for future reference and to identify 
opportunities for improvement. All recipient appeals must be filed 
within 30 calendar days of the date the recipient received 
notification of our decision. If a recipient’s medical condition 
requires a decision sooner than the formal appeals process, an 
expedited review process will be initiated.  If the request for 
expedited appeal relates to medical necessity, the Medical Director 
will review and appeal and render a decision within 72 hours from 
receipt. See Section 3.13.1 for more detail about the grievance and 
appeals process. 


 
G.  There are mechanisms to evaluate the effects of the program using 


data on recipient satisfaction, provider satisfaction or other 
measures; 
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Annually, we evaluate both recipient and provider satisfaction with 
the UM process. We gather information from the following 
sources: 


• Provider satisfaction survey 
• Recipient satisfaction review 
• Recipient/provider complaints and appeals that relate 


specifically to UM 
• Provider satisfaction with specific questions about the 


UM process 
• Soliciting feedback from recipient/providers who have 


been involved in appeals related to UM 
 
When analysis of the information gathered indicates there are 
areas of dissatisfaction, we develop action plans to improve on the 
areas of concern. Actions may include staff retraining, 
development or revision of policies and procedures, and 
recipient/provider education.  
Additional analyses include: 


• Provider profiling 
• Over- and under‐utilization data and analysis 


 
We also conduct ongoing oversight and annual review of a 
delegated entity’s UM Program and written program description. 
The delegate is required to provide periodic reporting to the 
Utilization Management Committee for review. 


 
H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors 


must ensure that compensation to individuals or entities that conduct 
utilization management activities is not structured so as to provide 
incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any recipient; and 


 
We are committed to rendering fair, impartial, and consistent 
utilization management decisions. Decisions are based on the 
appropriateness of care and service, and existence of coverage. 
Practitioners and staff conducting utilization management reviews 
are not rewarded and do not receive incentives that may encourage 
decisions which may result in underutilization. 
 
All utilization management staff receives at the time of hire and 
annually thereafter the Affirmative Statement policy regarding 
incentives. Compensation or incentives to staff, or agents, based 
on the amount or volume of adverse benefit determinations, 
reductions, or limitations on lengths of stay, benefits or services or 
frequency of telephone calls, or other contacts, with health care 
providers or recipients is prohibited. We and our delegated 
Utilization Review agents do not permit or provide compensation 
or anything of value employees, agents, or contractors based on: 
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• Decisions that result in underutilization or barriers to 
care and service 


• The percentage of the amount by which a claim is 
reduced for payment, or the number of claims or the cost 
of services for which the person has denied authorization 
or payment; or 


• Any other method that encourages the rendering of an 
adverse benefit determination. 
 


I.  If the vendor delegates responsibility for utilization management, it 
has mechanisms to ensure that the delegate meets these standards.   


 
We delegate the following UM functions to other entities:  
 
Prior to contracting with external entities, we evaluate the 
compatibility of the delegate’s UM program with our UM 
philosophy. We conduct an oversight review to ensure the 
delegated entity meets all Centers for Medicare & Medicaid 
(CMS), National Committee for Quality Assurance (NCQA) and 
other relevant requirements, including state-specified 
requirements. 
 
We also conduct ongoing oversight and annual review of the 
delegated entity’s UM Program. The delegate is also required to 
provide periodic reporting that is reviewed by the Utilization 
Management Committee. 
 
We retain accountability for any delegated functions and services 
and monitor the performance of delegates through: 


• Annual approval of the entity’s UM program (or portions 
of the program that are delegated), as well as any 
significant program changes from the prior year 


• Routine reporting of key performance metrics required, 
and/or, developed by our Medical Director, or designee, 
and the Utilization Management Committee. 


• Annual, or more frequent, evaluation to determine 
whether the delegated activities are being carried out 
according to our standards and State requirements. 


 
Client specific statements of work (SOW) indicate specifically 
which functions are delegated and which we manage directly. 


 
3.10.20Standard XIV:  Continuity of Care System  


 
The vendor has put a basic system in place, which promotes continuity of care and 
case management.  The vendor must take a comprehensive and collaborative 
approach to coordinate care for the eligible population and conditions as specified 
by DHCFP through an effective case management program, partnerships with 
primary care physicians and specialists, other service providers and recipient 
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participation, recipient/family outreach and education, and the ability to holistically 
address recipient’s health care needs. Care coordination must include not only the 
specific diagnosis, but also the complexities of multiple co-morbid conditions, 
including behavioral health, and related issues such as the lack of social or family 
support.  
 
The MCO vendor will have a geographically based care manager for in person 
assistance. Upon request of the Director of DHHS and/or the Administrator of 
DHCFP, care managers must be available to conduct home visits of recipients 
within forty eight (48) hours of being identified as high risk for serious health, safety 
and welfare issues. 
 
The vendor will train staff, receive available technical assistance, and adhere to the 
system of care values and principles and will use evidenced based practices for 
individualized services. See Attachment V ~ for System of Care Principles. 


 
Experience 
 
We have nearly 20 years of experience comprehensively coordinating Medicaid 
and CHIP recipients’ covered and non-covered services. We coordinate dental and 
NEMT vendors’ services as well as services provided by other programs and 
funding streams. We implement a care coordination model designed specifically to 
meet the needs of Medicaid families and children, children and adults with 
disabilities including dual eligible individuals, children in foster care, children 
enrolled in CHIP, and Medicaid expansion populations, including young adults 
aging out of foster care.  
 
We promote continuity of care and case management through an organized 
program of recipient and provider engagement, clinical programs, specialized 
multidisciplinary care teams and provider support, working together to meet 
recipient’s health care and social support needs. Our population health 
management model recognizes that a person’s total needs must be met, including 
social support needs, if meaningful gains are to made in improving a person’s 
health and functional outcomes. It is designed to holistically address recipient’s 
health care needs and includes outreach to and engagement of a recipient’s 
specialists and other providers, family and caregivers, and case managers from 
other programs, including schools and local social service programs. All of our 
care coordination activities include recipient and family outreach and education 
and recipient participation.  
 
Our model includes care coordination for all recipients and case management 
programs for high-risk recipients.   
 
Geographically Based Care Teams 
 
Our care coordination and case management programs provide a high level of 
care using a team approach that includes intensive coordination of covered, 
carved-out and other available supports including natural supports. Care 
coordinators and case managers supported by the care team, work closely with 
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vendors, external case managers, community agencies, and others supporting the 
recipient. 
 
An essential focus of our model of care is promoting the recipient and primary 
care physician (PCP) relationship. Our care teams are geographically based and 
aligned with specific PCP practices and the patients they serve. Our model also 
includes case managers embedded in high-volume practices working alongside 
PCPs and their staff to engage recipient’s at the point of care.  
 
PCPs and care teams are further aligned through a sophisticated cloud-based data 
system that aggregates all available data to provide the recipient’s PCP, care team, 
and other authorized users with a comprehensive recipient profile and real time 
health management platform. The data can also seamlessly integrate into the 
provider’s electronic medical record system. The system fully supports care 
coordination and case management activities by providing staff with the capability 
to perform all functions associated with medical management, including service 
authorizations, discharge planning activities, and case management activity.  Case 
managers may receive referrals from utilization management and other internal 
departments; perform assessments and develop individualized care plans driven by 
evidence-based clinical guidelines; and document monitoring and evaluation 
activities by the care management team specific to care coordination and 
continuing care needs.  The system also provides automatic documentation of the 
user’s name, the date/time of recipient interaction, and provides automatic 
prompts for follow-up as needed.   
 
Care teams use a whole-person orientation focusing on recipient’s goals and 
engagement in care using integrated clinical, administrative and behavioral 
health data. Case managers: 


• Foster collaboration between the recipient/caregiver and primary care 
team 


• Deliver health coaching to foster recipient’s self-management skills 
• With the recipient, co-develop a shared plan of care 
• Use the best available data to identify gaps in care and guide care decisions 


 
Care Coordination for Recipients with a Range of Needs 
 
All recipients receive proactive health education and wellness interventions and 
coordination of care. Care coordinators are available telephonically and help 
recipients with basic care coordination activities such as understanding which 
services are covered versus carved-out, and who to contact to access carved-out 
services, such as a case manager at a local Area Agency on Aging.  Specific care 
coordinators are designated liaisons working with non-Medicaid programs and 
providers developing specialized expertise and methods of information sharing 
and referral. We currently have designated liaisons for children in foster care and 
for schools. We identify needed liaisons based on the characteristics of the 
membership. For example, in Nevada we intend to designate liaisons to work with 
the Native American community and providers, aging and disability system, and 
foster care system.  
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If a recipient needs in-person outreach, the care coordinator works with the care 
navigator assigned to the recipient’s geographic region. If during contact with the 
recipient the care navigator identifies a need for more intensive assistance, he or 
she makes a referral to the care team and the recipient is assessed for case 
management enrollment. Recipients may also be referred for case management 
assessment through internal or external referrals and from self-referral. 
 
Home Visits for Serious Health, Safety and Welfare Issues  
 
Geographically-based care navigators and embedded case managers are available 
to conduct home visits within 48 hours of a recipient’s identification as being at 
high-risk for serious health, safety or welfare issues. We currently provide urgent 
home visits for recipients identified both internally and externally, including by 
child welfare agencies. 
 
Staff Training 
 
We provide comprehensive training to our staff including training in evidence-
based practices. We will adhere to the system of care values and principles 
specified in Attachment V ~ System of Care Principles. 


 
3.10.20.1Vendor must offer and provide case management services which 


coordinate and monitor the care of recipients with specific diagnosis 
and/or who require high-cost (over $50,000.00) or extensive services. 
The Vendor’s case management program must include, at a minimum, 
the following: 


 
A.  Identification of recipients who potentially meet the criteria for case 


management; through health risk assessment and tailoring care 
management programs to the recipients need, respecting the role of 
the recipient to be a decision maker in the care planning process.  


 
We offer and provide case management services which coordinate 
and monitor the care of recipients with specific diagnosis and/or 
who require high-cost or extensive services.  High-risk recipients 
are engaged in the case management program most suited to their 
needs based on diagnosis, level of care or complexity. These 
programs are: 


• Complex case management program: for high-risk 
recipients with longer term case management needs 


• Advanced illness care program: for recipients 
approaching the end of life 


• Catastrophic care program: for recipients with 
catastrophic conditions with a specialized program for 
newborns in the NICU 


• Emergent care program: for recipients with frequent ED 
visits for ambulatory care sensitive conditions 
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• Hospital transition program: for recipients transitioning 
from inpatient care to home and at high risk of 
readmission 


• The high-risk component of our maternity care program: 
for women with high-risk pregnancies 


 
We continuously analyze all available sources of data, including 
claims and pharmacy data and results of health risk screenings, to 
stratify the entire membership into four risk categories: no 
identified risk, low-, moderate- or high-risk. High-risk recipients 
are referred for case management assessment. In addition, 
recipients may be referred for assessment through internal staff 
referrals and referrals from providers, family members, social 
support agencies, and by recipient self-referral. 


 
B.  Assessment of the health condition for recipients with a positive 


screen. 
 


All recipients referred for case management receive a 
comprehensive assessment of their total needs. Our assessment 
tools include adult, pediatric, maternity and disease-specific 
assessments and encompass: 


• Initial assessment of recipients’ health status, including 
condition-specific issues.  


• Documentation of clinical history, including medications.  
• Initial assessment of activities of daily living.  
• Initial assessment of mental health status, including 


cognitive functions.  
• Initial assessment of life planning activities.  
• Evaluation of cultural and linguistic needs, preferences 


or limitations.  
• Evaluation of caregiver resources and involvement.  
• Education/evaluation of available benefits within the 


organization and from community resources.  
• Evaluation of visual and hearing needs, preferences, or 


limitations.  
 
The assessment is housed in our clinical documentation system 
that automatically suggests evidence-based assessment modules 
such as the PHQ2 and 9 and Morisky medication adherence 
assessments, based on the recipient’s responses to the core 
assessment. The assessment results help the case manager confirm 
the recipient’s initial stratification level and recommended CM 
program is appropriate (or identify the alternative CM program 
assignment based on identified needs) and forms the basis for the 
development of a personalized care plan. 
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C.  Notification to the recipient’s PCP of the recipient’s enrollment in 
the vendor’s case management program; and 


 
The recipient’s provider receives notification of his or her patient’s 
enrollment in a case management program through receipt of the 
recipient’s person-centered care plan. 


 
D.  Development and implementation of a care treatment plan, 


incorporating person centered planning and system of care 
principles for recipients in case management based on the 
assessment which includes: 


 
1. The recipient, families, caregivers, formal and informal 


supports, other service providers, and PCP participation in 
both development and implementation phases of the care 
treatment plan in the least restrictive environment; 


 
2. Coordination with State and county agencies, such as ADSD, 


DCFS, Governor’s Office of Consumer Health Assistance 
(GovCHA), DPBH; DWSS, and SAPTA as well as other 
public assistance programs, such as the Women, Infant, 
Children (WIC) program; teen pregnancy programs; 
parenting programs; and Child Welfare programs. 


 
The development and implementation of the person centered care 
plan includes the recipient, family, caregivers, formal and 
informal supports, other service providers, and the recipient’s 
PCP, as well as others involved in the recipient’s care or selected 
by the recipient. Case managers working with the recipient, family 
members when applicable, and the recipient’s PCP, identify care 
planning participants, the method for participation in care 
planning (which may vary by participant), the timeline, and 
method for information sharing. The case manager is responsible 
for scheduling care planning meetings and teleconferences, 
gathering relevant information to support development of the care 
plan, and guiding the recipient and care planning participants 
through the person-centered planning process. Identification of 
needed services and supports includes those services that help the 
recipient achieve his or her desired health outcomes and support 
the recipient in the least restrictive setting chosen by the recipient.  
 
Care planning is coordinated with other agencies and programs 
involved in the recipient’s care including state and county 
agencies, including. For example, we will coordinate with 
Nevada’s state agencies serving low-income women and children 
(DCFS) and people with disabilities (ADSD), with school districts 
and local schools, and public assistance programs including WIC, 
teen pregnancy, parenting and Child Welfare programs.   
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The planning process will incorporate system of care principles as 
specified in Attachment V of the RFP.    


 
3.10.20.2The following components should be incorporated into the vendor case 


management program:  
 


A.  Identification  
 


The vendor must have mechanisms in place to screen and 
identify recipients potentially eligible for case management 
services. These mechanisms must include an administrative 
data review (e.g. diagnosis, cost threshold, access issues 
and/or service utilization) and may also include telephone 
interviews; mail surveys; provider/self-referrals; or home 
visits.  


 
We continuously analyze all available sources of data, 
including claims and pharmacy data and results of health 
risk screenings to stratify the entire membership into four 
risk categories: no identified risk, low-, moderate- or high-
risk. Low-and moderate-risk recipients are referred for 
disease management assessment and high-risk recipients 
for case management assessment. In addition, recipients 
may be referred for assessment through internal staff 
referrals and referrals from providers, family members, 
social support agencies, and by recipient self-referral. 


 
B.  Screen 


 
1. The vendor shall conduct a Health Needs Assessment 


Screening for all new recipients with the following 
timeframes from the date of enrollment in the MCO: 


 
a. Must arrange for or conduct an initial 


screening assessment of new recipients, to 
confirm the results of a positive identification 
and to determine the need for case 
management services within ninety (90) 
calendar days of enrollment. Screening 
assessment for pregnant women, children 
with specialty health care needs, adults with 
special health care needs must be conducted 
within thirty (30) days; and  


 
b. The MCO shall document at least three (3) 


attempts to conduct the screen. If 
unsuccessful the MCO shall document the 
barrier(s) to completion and how the barriers 
shall be overcome so that the Health Needs 
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Assessment can be accomplished with in the 
first one hundred and twenty (120) days. 
 


c. Face-to-face assessments shall be conducted, 
as necessary. The goals of the assessment are 
to identify the recipient’s existing and/or 
potential health care needs and assess the 
recipient’s need of case management services.   
 


d. The MCO will submit their Health Needs 
Assessment Screening form/s and data to the 
DHCFP upon request. 


 
We conduct a Health Needs Assessment Screening for all 
new recipients to confirm the results of a positive 
identification and to determine the need for case 
management services. 
 
We will contact and screen new recipients within ninety 
calendar days of enrollment. Screening assessments for 
pregnant women, children with specialty health care needs, 
adults with special health care needs will be conducted 
within thirty days. We will identify recipients for priority 
screening through analysis of available recipient data and 
from contact with the recipient and his or her family. The 
goals of the health needs screening assessment are to 
identify the recipient’s existing and/or potential health care 
needs and assess the recipient’s need for case management 
services.   
 
Documentation of Screening Outreach and Completion 
Attempts 
 
Our Customer Service Department staff will document at 
least three attempts to conduct the screen. If unsuccessful, 
we will document the barrier(s) to completion and how the 
barriers will be overcome so that the Health Needs 
Assessment can be accomplished with in the first one 
hundred and twenty days.  
 
Face-to-Face Screening 
 
Our geographically-based care navigators and case 
managers conduct face-to-face screenings and assessments 
for recipients who are unable to complete a telephonic 
screening or who cannot be reached by telephone but who 
can be located and agree to complete the screening in-
person. 
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Submission of Health Needs Assessment Screening to 
DHCFP upon Request 
 
We will submit our Health Needs Assessment Screening 
forms and data to the DHCFP upon request. Our Health 
Needs Assessment Screening form includes an adult and 
child version. 


 
C.  Comprehensive Assessment 


 
For those identified through the Health Needs Assessment 
Screening to potentially need case management services, a 
comprehensive assessment must be completed to evaluate 
the recipient’s physical health, behavioral health, co-morbid 
conditions, and psycho-social, environmental, and 
community support needs. The assessment must be 
completed by a physician, physician assistant, RN, LPN, 
licensed social worker, or a graduate of a two or four-year 
allied health program. If the assessment is completed by 
another medical professional, there should be oversight and 
monitoring by either a registered nurse or physician. 
 
Furthermore, the vendor must provide information to the 
recipient and their PCP that they have been identified as 
meeting the criteria for case management, including their 
enrollment into case management services. 


 
All recipients referred for a CM program receive a 
comprehensive assessment of their total needs. Our 
assessment tools include adult, pediatric, maternity and 
disease-specific assessments and encompass: 


• Initial assessment of recipients’ health status, 
including condition-specific issues and co-morbid 
conditions.  


• Documentation of clinical history, including 
medications.  


• Initial assessment of activities of daily living.  
• Initial assessment of behavioral health status, 


including cognitive functions.  
• Initial assessment of life planning activities.  
• Evaluation of cultural and linguistic needs, 


preferences or limitations.  
• Evaluation of caregiver resources and involvement.  
• Education/evaluation of available benefits within 


the organization and from community resources.  
• Evaluation of visual and hearing needs, 


preferences, or limitations.  
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• Evaluation of environmental and community 
support needs 


 
Qualifications of Individuals Performing Assessment 
 
The assessment will be completed by a physician, physician 
assistant, RN, LPN, licensed social worker or a graduate of 
a two or four-year allied health program. Assessments 
completed by another medical professional, will be 
overseen and monitored by either a registered nurse or 
physician. 
 
The assessment is housed in our clinical documentation 
system that automatically suggests evidence-based 
assessment modules such as the PHQ2 and 9 and Morisky 
medication adherence assessments, based on the recipient’s 
responses to the core assessment. The assessment results 
help the case manager confirm the recipient’s initial 
stratification level and recommended case management 
program is appropriate (or identify the alternative case 
management program assignment based on identified 
needs) and forms the basis for the development of a 
personalized care plan.  
 
Notifying PCs and Recipient Meets Case Management 
Criteria 
 
The recipient’s provider receives notification of his or her 
patient’s enrollment in a case management or disease 
management program through receipt of the recipient’s 
person-centered care plan. Recipients are notified in 
writing of their enrollment, case manager assignment and 
the case manager’s contact information. 


 
D.  Prioritize Care Needs of the Recipient  


 
1. The vendor must develop methods to synthesize assessment 


information to prioritize care needs and develop person 
centered treatment plans. Once the recipients care needs have 
been identified, the vendor must, at a minimum:  


 
a. Develop a person centered care treatment plan 


(as described below);  
 
b. Implement recipient - level interventions;  
 
c. Continuously monitor the progress of the 


patient; 
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d. Identify gaps between care recommended and 
actual care provided;   


 
e. Propose and implement interventions to 


address the gaps; and 
 


f. Re-evaluate the recipient’s care needs and 
adjust the level of case management services 
accordingly.   
 


The case manager reviews assessment information from all 
available sources including the case manager-administered 
assessment, claims data, authorizations, treatment plans, 
and relevant documents from external case managers and 
others providing services and supports to the recipient. Our 
technology platform, case management module displays 
prioritized care needs and interventions, which are 
customized by the case manager, based on the recipient’s 
priorities and desired outcomes.   
 
The case manager, working with the recipient, 
family/caregiver, PCP and others providing services and 
supports to the recipient develops a person centered care 
plan that includes the recipient’s preferences, barriers, 
prioritized goals, self-management activities, referrals, a 
schedule of follow-up interactions and a process to assess 
progress. The care team activities are targeted to facilitate 
the achievement of the recipient's health goals and to 
resolve issues/barriers.  Personalized care plans take into 
consideration the following:  


• Recipient and/or caregiver preferences to prioritize 
goals;  


• Re-evaluation of progress, including problem 
solving and re-setting of goals when progress is not 
being made;  


• Assigning key responsibilities for specific care plan 
goals to the extended care team staff most 
appropriate to support the recipient;  


• Involving caregivers when the recipient has 
involved family/significant other;  


• Understanding the recipient’s plan covered and 
carved-out services, network, and community based 
services.    


 
Development of the person-centered care plan also includes 
but is not limited to:   


• Identifying barriers to meeting goals and complying 
with the care plan  
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• Developing follow-up coaching/care coordination 
encounter schedule with the recipient  


• Developing and communicating recipient self-
management plans  


• Continuously monitoring the progress against care 
plans  


• Identifying gaps between care recommended and 
actual care provided;  


• Proposing and implementing interventions to close 
care gaps 


• Reevaluating the recipient’s care needs and 
adjusting case management intensity or identifying 
a graduation date and plan 


 
E.  Person Centered Care Treatment Plan 


 
1. Based on the assessment, the vendor must assure and 


coordinate the placement of the recipient into case 
management and development of a person centered care 
treatment plan within ninety (90) calendar days of 
membership. The recipient, designated formal and informal 
supports, and the recipient's PCP must be actively involved 
in the development of the care treatment plan.  Ongoing 
communication regarding the status of the care treatment 
plan may be accomplished between the vendor and the 
PCP’s designee (i.e. qualified health professional).  
Revisions to the clinical portion of the care treatment plan 
should be completed in consultation with the PCP.   
 
We will ensure a recipient identified as needing case 
management based on the assessment will be enrolled into 
case management and the person centered care plan 
developed within 90 calendar days of enrollment into our 
health plan. We consistently engage the recipient, 
family/legal guardian and other designated formal and 
informal supports, and the recipient's PCP actively in the 
development of the care plan. PCPs receive a copy of the 
recipient’s person centered care plan upon completion and 
when it is updated and can view the care plan in the case 
management module of our technology platform.  
Revisions to the clinical portion of the care plan will be 
completed in consultation with the recipient’s PCP during 
care planning. 
 


2. The vendor must arrange or provide for professional care 
management services that are performed collaboratively by 
the recipient, designated formal and informal supports, and a 
team of professionals (which may include physicians, 
physician assistants, nurses, specialists, pediatricians, 
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pharmacists, behavior health specialists, targeted case 
managers, and/or social workers) appropriate for the  
recipient’s condition and health care needs. 
 
Our geographically aligned care teams include 
professionals who collaborate with recipients, family 
members/guardians, specialists, targeted case managers, 
and others appropriate for the recipient’s condition and 
health care needs. Care team members include RNs, 
licensed behavioral health clinicians, care navigators, 
nutritionists, therapists, and consulting pharmacist. 
 


3. The person centered care treatment plan should reflect the 
recipient’s primary medical diagnosis and health condition, 
any co-morbidity, and the recipient’s psychological and 
community support needs.  At a minimum, the vendor’s case 
manager must attempt to coordinate care with the recipient’s 
case manager from other health systems, including 
behavioral health.  The person centered care treatment plan 
must also include specific provisions for periodic reviews of 
the recipient’s condition and appropriate updates to the plan.    
 
The recipient’s comprehensive assessment forms the basis 
for development of a person-centered care plan. The care 
team focuses on the recipient’s comprehensive needs and 
those of the caregiver, incorporating the recipient’s 
physical and behavioral health status, personal preferences 
and confidence level, and current lifestyle risks. Psycho-
social, cognitive and functional disabilities, transportation 
and economic barriers, which may impede health and 
adherence to the treatment plan, are also addressed. The 
care team then considers the covered and carved-out 
services, local community and government agency 
resources that may provide services to improve the 
recipient’s health and well-being and help the recipient 
achieve his or her personal health and functional 
outcomes.   
 


4. The vendor must honor ongoing person centered care 
treatment plans, as medically necessary, for recipients 
transferred into the vendor’s plan from another Medicaid 
vendor, a State-designated HIX plan or any other existing 
care treatment plans. 


 
We support a recipient’s continuity of care by honoring his 
or her pre-existing person centered care plan. When a 
recipient transfers into our health plan from another 
health plan, Exchange plan or from any other arrangement 
where they have an existing care plan, we continue their 
services as medically necessary until we complete an 
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assessment and conduct a person centered planning 
meeting during which we review and confirm or revise the 
existing person centered care plan.   


 
F.  Designation of PCP 


 
For recipients with case management needs, the designated 
PCP is the physician who will manage and coordinate the 
overall care for the recipient. In addition, the vendor will 
facilitate the coordination of the recipient’s care and ensure 
communication between the recipient, PCP, and other 
service providers and case managers. 


 
Our case management model not only designates the 
recipient’s PCP as the physician who will manage and 
coordinate the recipient’s overall care, but brings the PCP 
into a geographically-based care team aligned with specific 
PCP practices. Case managers assigned to specific PCP 
practices and their recipients, or embedded in high volume 
practices, coordinate the recipient’s care and ensure 
communication between the recipient, PCP, and other 
service providers and case managers. 


 
G.  Case Management Program Staffing 


 
The vendor must identify the staff that will be involved in 
the operations of the case management program, including 
but not limited to:  case manager supervisors, case managers, 
and administrative support staff.  The vendor must identify 
the role/functions of each case management staff recipient as 
well as the required educational requirements, clinical 
licensure standards, certification and relevant experience 
with case management standards and/or activities. 
Furthermore, the vendor must provide case manager 
staff/recipient ratios based on the recipient risk stratification 
and different levels of care being provided to recipients.  
Behavioral health case management must be available 24 
hours a day, 7 days a week.   


 
Case Management Staffing Positions, Roles and Qualifications 
 
Our case management program staff will include: 
Staff Role/Function Qualifications  Experience 
Case 
Management 
(CM) 
Managers 


Provides overall leadership and 
direction for day-to-day operations   
Establishes appropriate staffing 
levels and work assignments 
Monitors staff performance criteria 
to ensure that operations are 
consistent with organizational 
standards 
Reviews department performance 


Physical Health CM 
Manager - Bachelor’s degree 
in Nursing; Master’s degree 
highly preferred and current 
and unrestricted RN license 
in applicable state(s)  
Behavioral Health CM 
Manager - Minimum 
Master’s degree in a 


3-5 years of experience 
as a Case Manager 
CM Team Lead 
experience preferred 
 Thorough knowledge 
of case management in 
health plan setting 
Experience with 
Medicaid population 
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in relation to established goals and 
implements changes to effect 
continual improvement in services 
provided 


behavioral health discipline 
and current, active, and 
unrestricted license in 
applicable state(s) 
(behavioral health) 
CCM (Commission for Case 
Manager Certification)  


preferred 


CM Team 
Leads 


Provide daily oversight of staff 
performance 
Ensure appropriate staff 
assignments and caseload 
allocation 
Provide ongoing training and 
education as needed  
Communicate with departmental 
and plan administrative staff to 
facilitate daily department 
functions 


Physical health CM Team 
Lead - Minimum Associate’s 
Degree in Nursing; 
Bachelor’s degree in Nursing 
highly preferred and Current 
and unrestricted RN license 
in applicable state(s)  
Behavioral health CM Team 
Lead - Minimum Master’s 
degree in a behavioral health 
discipline and current, active, 
and unrestricted license in 
applicable state(s) 
(behavioral health) 
CCM (Commission for Case 
Manager Certification) or 
ability to sit for the exam, 
within 24 months of 
employment 


3-5 years of experience 
as a Case Manager, 
preferably in managed 
care 
Experience with 
Medicaid population 
preferred 


RN Case 
Managers 


Serves as primary accountable 
point of contact for each member  
Engage members and complete 
comprehensive assessments and 
individualized care plans 
Identifies member care needs or 
opportunities that would benefit 
from care coordination 
Communicates and engages with 
members of the multidisciplinary 
care team to implement member’s 
care plan 


Minimum Associate’s Degree 
in Nursing; Bachelor’s 
degree in Nursing highly 
preferred 
Current, active, and 
unrestricted RN license in 
applicable state(s)  
CCM (Commission for Case 
Manager Certification) or 
ability to sit for the exam, 
within 24 months of 
employment.  


3-5 years of nursing 
experience, preferably 
in home health, 
ambulatory care, 
community public 
health, case 
management, 
coordinating care 
across multiple settings 
and with multiple 
providers 
 


Behavioral 
Health Case 
Managers 


Serves as primary accountable 
point of contact for each member  
Engage members and complete 
comprehensive assessments and 
individualized care plans 
 Identifies member care needs or 
opportunities that would benefit 
from care coordination 
 Communicates and engages with 
members of the multidisciplinary 
care team to implement member’s 
care plan 


Minimum Master’s degree in 
a behavioral health discipline 
Current, active, and 
unrestricted license in 
applicable state(s)  
CCM (Commission for Case 
Manager Certification) or 
ability to sit for the exam, 
within 24 months of 
employment. 
 


3-5 years of experience, 
preferably in a mental 
health care setting, case 
management, 
coordinating care 
across multiple settings 
and with multiple 
providers 
 


Social 
Worker 


Contribute to development and 
implementation of care plan  
Identify, facilitate, and coordinate 
appropriate resources to address 
psychosocial issues and social 
determinants of health 


Bachelor’s Degree in Health 
and Human Services or 
related field or equivalent 
work experience is required 
Master’s Degree is preferred 
Current, active, unrestricted 
Social Worker license in the 
State of Service is required 


3-5 years of experience 
in social work or 
healthcare field 
(Medicaid, Managed 
Care, Discharge 
Planning, Case 
Management and/or 
Utilization experience) 
is preferred 


Care Serves as a primary support to the Bachelor’s Degree in Health 3-5 years of experience 
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Navigators 
 


recipient, assisting in "navigating" 
healthcare and social services 
systems 
Serves as a primary support to the 
recipient, case managers and 
providers in arranging, 
coordinating and tracking elements 
of the care plan 


and Human Services or 
related field or equivalent 
work experience is required 
 


in healthcare settings 
(Medicaid, Managed 
Care experience 
preferred) 
 


Registered 
Dietician 


Contribute to development and 
implementation of care plan  
Provide member education as 
needed to address nutritional care 
needs 


Bachelor’s Degree in 
Nutrition, Nutritional 
Sciences, or related field 
required.  
 Registered Dietitian through 
the Commission on Dietetic 
Registration (CDR)  
 Current, active, unrestricted 
license in the State of Service 
is required 


Minimum 2 years of 
experience with clinical 
nutrition counseling in  
healthcare-related  
facility 


Registered 
Respiratory 
Therapist 


 Contribute to development and 
implementation of care plan  
Provide member education as 
needed to address chronic 
respiratory condition care needs 


Associate Degree in 
Respiratory Therapy or 
graduate of an accredited 
program of respiratory 
therapy  
Current, active, and valid 
RRT or CRT license in State 
of Service is required  


Minimum 2 years of 
active therapy 
experience in  
healthcare-related  
facility 


Nonclinical 
Support Staff 


Provides general administrative 
support for the care management 
team members, including 
processing mail, preparing member 
and provider correspondence, 
coordination of meetings and 
travel, compiling and preparing 
reports as directed 


High School education or 
equivalent 


Minimum one year of 
administrative 
experience. 
Experience in managed 
care or health care 
setting preferred. 


 
 


Case Management Staff/Recipient Ratios 
 
We determine case management to recipient staffing ratios 
based on the size of the membership and population 
categories defined by recipient risk level, recipient level of 
care, and projected time enrolled in case management (time 
limited versus longer-term case management). Factors 
such as number and frequency of telephonic and in-person 
contacts and complexity of service coordination including 
coordination with non-Medicaid agencies and case 
managers (for CSHCNs, children and adolescents in foster 
care, and recipients with disabilities, for example) are also 
accounted for. Prevalence ratings, projected acuity and 
service coordination complexity, and maximum case load 
size are used to determine staffing level by population. 
Using these factors, we hire a team of case managers and 
extended care team members to meet the needs of the 
population. We evaluate the effectiveness of this care team 
through key performance indicators and make adjustments 
in caseload based on these evaluations.  
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Behavioral Health Case Management 
 
Behavioral health staff is available to recipients 24 hours a 
day, seven days a week. During regular business hours, 
8:00 AM – 6:00 PM, recipients may call our toll-free 
number and be connected to our behavioral health line that 
is staffed by social workers and who can provide immediate 
access to a behavioral health clinician when needed. After-
hours, recipients may call our behavioral health after-
hours crisis line that connects the recipient to a behavioral 
health clinician who will triage the recipient’s needs and 
take the appropriate course of action. 


 
H.  Case Management Conditions 


 
1. The vendor must, at a minimum, provide case management 


to recipients with the following clinical and behavioral 
health conditions:  


 
a. Congestive Heart Failure (CHF); 
 
b. Coronary Arterial Disease (CAD); 
 
c. Hypertension (excluding Mild 


Hypertension); 
 
d. Diabetes; 
 
e. Chronic Obstructive Pulmonary Disease 


(COPD); 
 


f. Asthma; 
 
g. Severe Mental Illness (SMI); 
 
h. High-Risk or High-Cost Substance Abuse 


Disorders; 
 
i. Severe Cognitive and/or Developmental 


Limitation;  
 
j. Recipients in Supportive Housing;  
 
k. HIV; and 
 
l. Recipients with Complex Conditions. 


 
However, vendor must focus on all 
recipient’s whose health conditions 
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warrant case management services and 
should not  limit these services only to 
recipients with these conditions (e.g., 
cystic fibrosis, cerebral palsy, sickle cell 
anemia, etc.). 


 
High-risk recipients, including those with complex care 
needs, are assisted by geographically-aligned care teams of 
community health workers, case managers and other 
clinicians, who work with specific PCPs and their patients.  
They establish close working relationships with recipients, 
the recipient’s PCP, community providers, local community 
resources and programs.  Each high-risk recipient is 
assigned a personal case manager who can best meet the 
recipient’s needs – a nurse case manager for recipients 
with primarily medical needs, and a behavioral health case 
manager for recipients with primarily mental health or 
substance use disorder needs. Recipients with complex and 
co morbid conditions benefit from our fully integrated care 
team approach where one case manager is the designated 
lead working with other members of the care team, 
including dietitians, pharmacists and health educators to 
meet the recipient’s complex care and social support needs. 
 
High-risk recipients are engaged in the case management 
program most suited to their needs based on diagnosis, 
level of care or complexity. These programs are: 


• Complex case management program: for high-risk 
recipients with longer term case management needs 


• Advanced illness care program: for recipients 
approaching the end of life 


• Catastrophic care program: for recipients with 
catastrophic conditions with a specialized program 
for newborns in the NICU 


• Emergent care program: for recipients with 
frequent ED visits for ambulatory care sensitive 
conditions 


• Hospital transition program: for recipients 
transitioning from inpatient care to home and at 
high risk of readmission 


• The high-risk component of our maternity care 
program: for women with high-risk pregnancies 


 
Our highest-risk recipients are enrolled into our complex 
case management program, advanced illness care program 
or catastrophic care program based on the recipient’s 
specific needs. Target criteria, methods of identification 
and examples of recipient conditions or characteristics are 
described in Table 4.1.12.1.D-1. 
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Table 4.1.12.1.D-1: Case Management Programs Targeting Our Highest-Risk Recipients 


PROGRAM 
CATASTROPHIC CARE ADVANCED ILLNESS 


CARE 
COMPLEX CASE 
MANAGEMENT* 


NON CHRONIC NON CHRONIC CHRONIC 


TARGET 
POPULATION 


Recipients with severe, 
critical and advanced 
diseases 


Recipients approaching 
the end of life 


Recipients likely to incur 
diagnosis-specific 
admission 


IDENTIFICATION Clinical logic and 
referrals 


Clinical logic and 
referrals 


Predictive model and 
referrals 


EXAMPLE 
RECIPIENT 
PROFILE 


Major burns 
Spinal cord injuries 
including paraplegia 
Organ transplants 
Neonatal Intensive Care 
Unit (NICU) infants 
Congenital disorders 
Cystic fibrosis 
Coma patients 


Metastatic cancers 
Liver, esophageal, 
pancreatic cancers 
Has a left ventricular 
assistive device (LVAD) 
Dementia 
High score on Charlson 
Co morbidity Index 


Indications of chronic 
condition progression or 
severity  
High Impact utilization 
pattern predicted to 
continue or increase in 
future 
Complicated medication 
regimens 


*Examples of conditions or diagnoses of high-risk recipients enrolled in complex case management: 
• Chronic physical illnesses including HIV+ 
• Chronic mental health conditions 
• Have been determined disabled  
• Have a cognitive and/or developmental limitations 
• Have co-morbid conditions 
• Reside in transitional housing, supportive housing or who are homeless (upon identification)  
• Receive foster care or adoption assistance including adolescents and young adults aging out of foster care 
 


NICU Program 
 
Our NICU Program focuses solely on the welfare of 
newborns that cannot be discharged from the hospital with 
their mothers after delivery due to medical problems. A 
transition nurse works with the mother, other family 
members, and hospital staff coordinating discharge 
planning and evaluating the need for ongoing case 
management.  The transition nurse promotes coordination 
with the PCP or specialist to increase completion of follow-
up visits within 30 days after the newborn’s discharge 
home. The program focuses on timely discharge with 
appropriate supports for the mother and newborn, reduced 
risk of newborn readmission, and improved infant 
mortality rates. 
 
Low- and Moderate- Risk Recipients with Chronic 
Conditions 
 
Recipients with chronic conditions not otherwise enrolled 
in a case management program who are assessed as low- or 
moderate-risk will be assigned to a care coordinator 
working under the supervision of a clinician or a case 
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manager and will be enrolled in a disease management 
program if they have any of the following conditions: 


• Adult Obesity  
• Asthma  
• Child Obesity  
• Chronic Obstructive Pulmonary Disease (COPD)  
• Congestive Heart Failure (CHF) 
• Major depression 
• Diabetes  
• Heart Disease and Stroke  
• Substance use disorder 


 
Improving Maternal and Child Health 
 
We have been supporting pregnant women throughout 
their pregnancy and during the initial post-partum period 
for almost 20 years.  Our Maternity Care program, which 
year after year has a 99% recipient participation rate, is 
designed to improve prenatal, infant, and maternal 
outcomes for pregnant members through improved 
compliance of both OB clinicians and pregnant members 
with Perinatal Care Clinical Practice Guidelines.  These 
guidelines are based on the American College of 
Obstetricians and Gynecologist (ACOG) Guidelines.  The 
focus of the Maternity Care program includes: 


• Coordinating health care interventions and 
communications for pregnant members in which 
patient self-care and empowerment strategies are 
emphasized 


• Supporting OB clinician/member relationships and 
their treatment plan 


• Emphasizing prevention of complications utilizing 
Perinatal Care Clinical Practice Guidelines  


• Evaluating clinical outcomes on an ongoing basis 
with the goal of improving prenatal and postpartum 
care and decreasing preterm deliveries. 


 
Our HEDIS and Healthy People 2020 measures reflect our 
commitment to the highest quality maternity care. Our 
provider and recipient interventions have improved the 
completion of timely prenatal and post-partum care and 
reduced the rate of low and very low birth weight babies 
and preterm deliveries. Examples of improvement in 
maternity care and outcomes include:  


• Increased the timely delivery of prenatal care by 
17% between 1999 and 2015, and maintained 
results above the Quality Compass mean; 
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• Improved adherence to postpartum care instructions 
by 16% between 1999 and 2015 and maintained 
results above the Quality Compass mean, 


• Increased the frequency of ongoing prenatal care 
visits compared to the expected frequency of visits 
(FPC) from 67% to 81%; an improvement of 14% 
and maintained results above the Quality Compass 
mean   


• Results for Infant Care between 2010 and 2015 
improved as follows:  


o Decreased the rate of low birth weight 
deliveries by 35%.   


o Achieved a LBW rate in 2015 of 6.6%, a 
result that is 18% better than the Healthy 
People 2020 goal of 7.8%.   


o Decreased the rate of Very Low Birth Weight 
deliveries by 37%.   


o Achieved a VLBW rate in 2015 of 1.2%, a 
result that is 16% better than the Healthy 
People 2020 goal of 1.4%. 


o Decreased the rate Preterm deliveries (less 
than 37 weeks) by 39% to 8.2%; a result that 
is  better than the Healthy People 2020 goal 
of 11.4%   


 
Maternity Care Program Description 
 
Identification of recipients early in pregnancy, including 
identification of women with high-risk pregnancies, forms 
the foundation for a woman’s engagement in the 
appropriate level of support.  Our Maternity Care Program 
supports healthy maternal and infant outcomes through 
promotion of timely prenatal care, identification of risk 
factors, the prevention of complications, and early 
identification and treatment of complications. Our program 
includes necessary monitoring of high-risk pregnancies 
through our high-risk OB Maternity Care Program 
component and close coordination with the woman’s OB 
provider.  Our OB nurse case managers promote access to 
prenatal services coordinating all covered and non-covered 
services and connecting women to community supports.  
Our model includes embedded OB case managers in high-
volume OB offices that serve primarily Medicaid recipients 
to further enhance identification and engagement of 
women with high-risk pregnancies. 
 
Participating OB providers complete an assessment of 
recipients early in pregnancy to identify risk factors 
according to ACOG guidelines. Providers submit the 
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completed assessment to us via fax in order to notify us of 
the pregnancy and to indicate any risk factors.  Pregnant 
recipients are also identified for participation in our 
Maternity Care Program by referral from their PCP or 
other health care professional; by self-referral; or by UR 
nurses, case management staff and referrals from the 24/7 
Nurse Advice Line. In addition, pregnant women may be 
identified from claims analysis. 
 
Once we receive notification that a recipient may be 
pregnant, we conduct telephonic outreach to verify the 
pregnancy, provide education on prenatal care and 
complete an assessment. Utilizing proprietary software, we 
determine a pregnant member's risk based on past claims 
and results of the assessment. Stratification of clinical and 
claims data supports targeted outreach to these at-risk 
members through telephonic and mobile app engagement. 
We encourage pregnant women to see an OB/GYN as early 
in their pregnancy as possible and if the woman has not yet 
scheduled a visit help the woman identify an OB/GYN and 
schedule these visits as needed. Our staff also coordinates 
access to transportation for those recipients who need this 
service. Pregnant recipients receive a welcome packet that 
includes smoking cessation resources and information on 
available substance use treatment and mental health 
services.  
 
Our Maternity Care Program goals include:  


• Education of all pregnant recipients during 
pregnancy and post-pregnancy to increase the rate 
of deliveries at ≥ 37 weeks gestation;  


• Increase the frequency of prenatal visits for 
gestational age ensuring recipients receive 
evidence-based prenatal care;  


• Increase the frequency of postpartum visits to 
prevent postpartum complications;  


• Reduce the rate of low birth weight and very low 
birth weight infants;  


• Decrease the frequency of elective delivery at < 39 
weeks gestation; * Decrease smoking rates and the 
rate of maternal and infant postpartum 
readmissions; and 


• Improve the mother’s and infant’s quality of life.  
 
A dedicated team of perinatal nurses and support staff 
work with obstetrical clinicians, local health departments, 
home health agencies, and others to identify the 
psychosocial, nutritional and educational needs of 
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pregnant recipients.  Once these needs are identified, OB 
case managers coordinate these services for our recipients.    
 
Women with identified high-risk conditions – based on the 
provided completed assessment or plan outreach – are 
enrolled into the high-risk component of our program. We 
also require PCPs, OB providers, case managers or other 
health care professionals to refer a woman who is 
determined to be at risk for preterm birth or a poor 
pregnancy outcome to our care management staff. 
Pregnant recipients identified as high risk receive outreach 
from a high risk OB Case Manager who educates 
recipients on lifestyle changes that may improve birth 
outcomes, such as diet/weight management, medication 
adherence, exercise, smoking cessation, and avoidance of 
drugs and alcohol.   
 
The High Risk OB Case Manager:  


• Assesses the recipient’s needs utilizing a maternity-
specific assessment.  


• Performs reassessment of the recipient’s needs as 
needed utilizing a maternity-specific assessment.  


• Coordinates care with the clinician involved in the 
recipient’s care and assists with follow-up care with 
a specialist, if needed.  


• Establishes and maintains contact with the recipient 
to evaluate and revise the plan of care as needed.  


• Educates the recipient and/or caregiver on the 
importance of medication adherence, attending 
scheduled appointments, adherence with self-
monitoring activities, and adherence with 
screenings/lab tests.  


• Educates the recipient and/or caregiver on lifestyle 
changes that may improve the member’s birth 
outcome such as diet/weight management, 
medication adherence, exercise, smoking cessation, 
avoidance of drugs and alcohol, and regular 
clinicians’ visits.  


• Conducts the Patient Health Questionnaire (PHQ) 
2 at postpartum as a depression prescreening tool 
and based on the results, completes the Edinburgh 
Postnatal Depression Scale (EPDS) Assessment, to 
identify recipients in need of referral for behavioral 
health services.  


• Provides the recipient with assistance/information 
regarding available community resources.  


• Provides the recipient and/or caregiver with 
additional written and/or verbal information 
targeted to the recipient’s specific diagnoses.  
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Outreach to continue throughout a 90-day period after 
delivery.  
 
Maternity Care Incentives  
 
We offer a progressive incentive to pregnant recipients to 
encourage early and regular prenatal and postpartum care. 
Recipients can earn up to $110 in gift cards.    


• $50 gift card for attending six prenatal visits 
• $10 gift card for completing the incision check for 


recipients who delivered via C-Section 
• $50 gift card for attending a post-partum checkup 


within 3-8 weeks after delivery 
 
Emergent Care Program 
 
Understanding emergency room (ER) utilization is an 
important undertaking and one that is not necessarily 
straight forward.  Recipients utilize the ER for care that is 
truly emergent, potentially preventable if earlier 
interventions were employed, or non-emergent.  Our 
strategies to reduce avoidable ER visits focus on recipient 
engagement, including recipient education, access to 
primary care physicians and preventive care, and 
enrollment into longitudinal case management programs, 
disease management, and other critical supports when 
indicated.   
 
The research literature has described a multitude of 
opportunities to provide an improved patient experience as 
they progress across the health care continuum.  The 
Emergent Care Management program focuses on 
impacting a complex patient population with multiple 
chronic conditions and high rates of utilization of medical 
services.  The program enhances the recipient and provider 
experience through a collaborative, multi-disciplinary care 
management approach, improving health outcomes while 
avoiding inappropriate ER utilization.  
 
Our Emergent Care Program is a collaborative initiative 
which engages a multidisciplinary care team consisting of 
case managers, physicians and other providers such as 
home care, durable medical equipment, and behavioral 
health providers, contracted network hospitals and other 
relevant stake-holders including social service agencies.  
The program includes collaboration across functional 
areas as needed including CM/UM, Recipient Services, 
Provider Services, and Quality Improvement.   The care 
management team includes the Medical Director along 
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with nurse care managers, social workers, clinical 
nutritionists and pharmacists. 
 
We identify recipients for enrollment into the Emergent 
Care Program through a combination of claims data and 
referrals from providers and caregivers as well as through 
self-referral. We enroll recipients: 


• With three or more emergent care events in last 12 
months, including ER use, urgent care, or 
observation status, or  


• With higher medical costs, a primary diagnosis of 
one of the following ambulatory sensitive conditions 
and absence of appropriate physician follow-up visit 
since the events: 


o Diabetes;  
o Perforated Appendix;  
o COPD;  
o Asthma;  
o Hypertension;  
o Heart Failure;  
o Dehydration;  
o Bacterial Pneumonia;  
o Angina;  
o Urinary Tract Infection. 


 
Program Components 
 
The recipient is assigned to the case manager with whom 
they are most closely aligned: either a case manager 
embedded with the PCP or facility (i.e., at high-volume 
PCP offices, clinics or hospitals) or located within the 
service area and assigned to specific providers and 
facilities.  
 
The case manager completes an initial telephonic or in-
person assessment within seven days of the recipient’s 
enrollment that identifies the recipient’s medical, 
behavioral health, social, cultural, lifestyle and support 
needs. Because most recipients have multiple chronic 
conditions, the assessment and resultant care management 
plan addresses the whole person and not only the condition 
driving frequent ER use. Case manager’s contact enrolled 
recipients bi-weekly initially and then may schedule less 
frequent contact depending on the recipient’s needs. The 
recipient’s PCP is notified of program enrollment and 
encouraged to participate with the case manager. 
 
The case manager initiates multidisciplinary planning 
focused on resolving barriers to obtaining appropriate, 
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planned care.  The team provides physician office, 
telephonic, and when appropriate, in-home assessment and 
proactive care management interventions.  The team works 
telephonically and in-person with the recipient’s PCP, 
treating specialists and home care agencies to coordinate 
follow-up care, and promote the recipient’s adherence to 
care and treatment plans. Team recipients use motivational 
interviewing to address barriers to appropriate care and 
promote progress towards meeting the recipient’s defined 
program graduation goals.  
 
Because recipients with frequent and avoidable ER use are 
often disconnected from their PCP or primary care clinic, 
linking recipients to a medical home is a primary program 
focus.  Case managers help recipients identify a physician 
or physician practice they feel most comfortable with to 
provide their primary and preventive care so that all their 
care can be better coordinated and to improve 
communication among their providers. They educate the 
recipient and applicable care givers on the value of having 
a medical home and coordinate communication and 
information sharing with the medical home so that they are 
aware of the recipient’s multiple diagnoses and treatments.  
 
Case managers help recipients prepare for their medical 
appointments by identifying any questions or concerns they 
have about their diagnoses and treatment plans so that they 
and applicable care givers can have an informed discussion 
at their next appointment.  
 
Embedded case managers may also attend physician 
appointments with the recipient to support effective 
recipient/provider communication and help arrange follow 
up services.  After physician visits, case managers follow-
up with recipients to review any changes to their treatment 
plan and provide education, assist with scheduling 
appointments, and provide care coordination and linkages 
to any needed community resources. 
 
The case manager develops a self-management plan with 
the recipient’s input based on the information collected 
through the assessment process, and is communicated to 
the recipient.  The case manager and recipient review the 
recipient’s self-management plan during subsequent 
contacts and adjust it as appropriate. 
 
Other interventions designed to meet the recipient’s total 
needs and address contributors to frequent ER use include: 


• Addressing transportation needs  
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• Connecting recipients with drug and alcohol 
treatment, when appropriate  


• Linking recipients to community resources  
• Arranging authorization and implementation of in-


home services and wrap-around supports, when 
appropriate  


• Creating and updating a symptom response plan  
 
Recipients remain enrolled in the Emergency Care 
Program for as long as needed and transition to self-
management or a longitudinal CM program depending on 
their assessed needs. Transition typically occurs when their 
health condition has stabilized, needs and goals are met, 
and the recipient indicates readiness to transition.  
 
Hospital Transition Program 
 
Research finds the hospital discharge process is often non-
standardized and frequently marked by poor quality. Poor 
documentation, incomplete test results, fragmented 
education and confusion over medications all contribute to 
costly readmissions and post-discharge adverse events. Our 
hospital transition program targets recipients expected to 
transition home who are at-risk for readmission based on 
based on previous hospital utilization, medical services and 
pharmacy utilization, and targeted chronic conditions. 
Recipients may also be enrolled by referral from their 
treating provider or health plan clinical staff. 
 
Our hospital transition program incorporates best practices 
in transition coordination, including Project RED and 
Coleman’s Care Transition Intervention TM practices.  
Utilization review (UR) clinicians and case managers work 
with the recipient while in the inpatient setting providing 
comprehensive recipient education including detailed 
medication education, education about the his or her 
specific conditions, including co-morbidities, and “what to 
watch for” after discharge. The UR clinician develops a 
written discharge plan that documents the recipient’s post 
discharge support needs, including ensuring he or she has 
adequate caregiver support and appropriate resources at 
home, and incorporates a recipient self-management plan 
including when to contact the doctor. The UR clinician 
also authorizes or coordinates needed post-discharge 
services including in-home services, medical equipment 
and supplies, and medications. He or she also schedules the 
recipient’s follow-up appointments, including an 
appointment with the primary care physician (PCP) within 
7 to 14 days of discharge when possible.  
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In order to ensure recipients receive the appropriate level 
of support post-discharge, we risk stratify all recipients who 
are hospitalized into low-risk, at risk or high risk for 
readmission groups. The UR clinician refers recipients 
identified as at risk or high risk for readmission, to our 
case management team for ongoing care coordination after 
discharge. These recipients include those who have the 
following chronic conditions or characteristics: 


• Acute myocardial infarction  
• Pneumonia  
• Heart failure  
• Coronary artery disease 
• Diabetes  
• 65 years of age or older with one targeted chronic 


condition  
• Any age with three targeted conditions 
• Depression with one targeted chronic condition 
• A combination of co-morbidity and high cost service 


utilization 
• With a low patient activation measure (PAM) score 


 
We call or visit all recipients within 48 hours of discharge 
to complete a post-discharge assessment. The post 
discharge assessment focuses on medication review, 
confirming or scheduling follow-up appointments, self-
management status and understanding of discharge 
instructions, access to community supports, and confirms 
receipt of ancillary services ordered prior to discharge. 
Recipients receive telephone follow up calls for four weeks. 
 
During home visits, case managers complete in home 
medication reconciliation, reinforce the established 
discharge plan, and provide any needed care coordination 
and/or education. The case manager also reviews 
telehealth equipment and use for recipients with COPD, 
CHF, and/or diabetes enrolled in our telehealth program. 
They confirm scheduling of a post discharge follow-up visit 
to their primary care physician and confirm or arrange 
transportation needed to get to and from home to the 
physician’s office. A recipient of the case management 
team confirms completion of the visit calling the recipient 
after the scheduled date to discuss their status. 


 
I.  Case Management Strategies 


 
1. The vendor must follow best-practice and/or evidence-based 


clinical guidelines when devising a recipient’s person 
centered treatment plan and coordinating the case 
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management needs. Should a vendor employ a disease 
management methodology (e.g., grouper, predictive 
modeling, proprietary screening algorithms) to identify 
and/or stratify recipients in need of various levels of health 
coaching and care intervention, the methods must be 
validated by scientific research and/or nationally accepted 
and recognized in the health care industry.   


 
All of our case management programs are designed using 
evidence-based guidelines and combine standardized CM 
practices with specialized support to ensure recipient’s 
needs are fully met.  Case managers implement our 
evidence-based chronic and complex care model, which 
includes: 


• Wagner’s Chronic Care Model focused on 
prepared, proactive, productive interactions 


• Lori’s Self-Management Support Model that 
actively engages recipients in their care 


 
Our care management system offers a pre-loaded, NCQA-
compliant clinical program workflow that focuses care 
managers on the highest risk patients and the most 
effective interventions. Evidence-based clinical content 
drives the creation of structured and understandable 
person centered care plans, and the application supports 
cross-functional collaboration with the entire care team.  
We have a team of dedicated staff that focus exclusively on 
building clinical programs and clinical content 
(assessments and problems, goals and interventions) 
incorporating the latest evidence-base.   
 
Our suite of predictive models is used to identify and 
prioritize high-risk patients most appropriate for our case 
management programs. The models integrate a variety of 
data sources, including medical, pharmacy, self-reported 
and lab data, and some cases, real-time triggers from 
hospital and emergency room ADT feeds and clinical 
patient assessments.  We build custom predictive models for 
each program and population to ensure that the models are 
targeting the most relevant outcomes for the population 
with the highest possible performance.  Our model’s c-
statistic is higher than the Industry standards and indicates 
strong predictive ability. It has been validated by scientific 
research and/or nationally accepted and recognized in the 
health care industry. 
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2. The vendor must develop and implement mechanisms to 
educate and equip physicians with evidence-based clinical 
guidelines or best practice approaches to assist in providing a 
high level of quality care to vendor recipients.  


 
Our practice guidelines and protocols are based on valid 
and reliable clinical evidence and internally-developed 
medical criteria policies. We adopt and promote the use of 
Clinical Practice Guidelines to improve recipients’ health. 
Guidelines help our providers deliver high-quality care and 
education to recipients and reduce variation in diagnosis 
and treatment. 
 
We make every effort to ensure that current scientific data 
and expert opinion is the basis for each guideline and use 
available national resources. Each guideline is evaluated 
as new data becomes available or at a minimum of every 
two years. We monitor provider compliance and recipient 
outcomes related to these clinical guidelines for quality 
improvement initiatives and recredentialing efforts.  
 
We currently distribute CPGs for: 


• Acute Bronchitis 
• Acute Pharyngitis 
• ADHD 
• Adult Obesity 
• Adult Preventive Health Clinical Practice 


Guidelines 
• Asthma 
• Cardiovascular 
• Care of the Older Adult 
• Child & Adolescent Preventive Health Clinical 


Practice 
• Guidelines / EPSDT Periodicity Schedule 
• Child Obesity Clinical Practice Guidelines 
• Chronic Kidney Disease 
• Congestive Heart Failure  
• COPD 
• Diabetes 
• EPSDT Interval Screening Calculator 
• Lead Screening 
• Low Back Pain 
• Major Depressive Disorder 
• Management of High Blood Pressure in Adults 
• Osteoporosis 
• Otitis Media 
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• Panic Disorder 
• Perinatal Care 
• Schizophrenia 
• Sickle Cell Disease 
• Substance Use Disorder 
• Use of Atypical Antipsychotic Medications in 


Children and Adolescents 
• Viral Upper Respiratory Infection in Children 


 
3. The vendor will work collaboratively with the DHCFP to 


determine recipient race and ethnicity. The vendor will 
organize interventions specifically designed to reduce or 
eliminate disparities in health care. 


 
We will work collaboratively with the DHCFP to determine 
recipient race and ethnicity. We verify and document the 
member’s information including race and ethnicity during 
the welcome call and through the health needs assessment 
screening.  All screenings are date and time stamped and 
entered into our medical management system, becoming 
part of the member’s permanent record. We use member 
race and ethnicity data – as well as language data – to 
implement activities and interventions to improve services 
and reduce disparities which are included in our annual QI 
Work Plan. 


 
J.  Information Technology System for Case Management: 


 
The vendor’s information technology system for its case 
management program must maximize the opportunity for 
communication between the vendor, PCP, the patient, other 
service providers and case managers.  The vendor must have 
an integrated database that allows vendor staff that may be 
contacted by a recipient in case management to have 
immediate access to and review of the most recent 
information within the vendor’s information systems 
relevant to the case.  The integrated database may include the 
following: administrative data, call center communications, 
service authorizations, person centered care treatment plans, 
patient assessments and case management notes. For 
example, vendor recipient services staff must have access to 
a recipient’s case management notes and recent inpatient or 
emergency department utilization if contacted by that 
recipient. The information technology system must also have 
the capability to share relevant information (i.e. utilization 
reports, person centered care treatment plans, etc.) with the 
recipient, the PCP, and other service providers and case 
managers. 
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The vendor must submit a monthly report on the number of 
recipients receiving case management, their ages, geographic 
location and reason for case management.  


 
PCPs and care teams are aligned through a sophisticated 
cloud-based data analytics, stratification and workflow 
platform rooted in the latest clinical evidence and care 
team-specific needs.  The platform seamlessly integrates 
Care Management with Utilization Management, enabling 
real-time visibility into the status of all UM requests, as 
well as operating joint UM and CM responsibilities in a 
single, integrated platform.  It was purpose-built to ensure 
strong alignment with care management operations to drive 
maximum clinical impact, while reducing the cost of care. 
The platform supports a patient-centered, holistic approach 
to assessing, planning and implementing personalized care 
plans aimed at improving patients' physical and behavioral 
health, functional status and overall quality of life. 
 
Fully automated, evidence-based clinical intervention and 
workflow prompts driven by a sophisticated rules engine 
enable simple collaboration across the entire care team, 
including physician communication and action referrals to 
pharmacists, social workers and other care team members. 
Real-time updates, care gap closure, and suggested 
evidence-based actions from care changes (such as hospital 
admissions) intelligently guide care advisor workflow to 
address actionable risk areas. This highly configurable 
rules engine is powered by proprietary clinical content, 
algorithms and best practices, which are continually being 
rigorously evaluated and innovated based on evidence from 
an ever-growing underlying dataset. 
 
The platform is built to leverage data from all data sources 
across the healthcare delivery continuum (clinical, 
financial, operational, physician practices, third-party 
provider partners, lab, pharmacy, etc.) and translate that 
data into actionable information to drive value-based care.  
The rules engine drives evidence-based workflow, with 
automatic connectivity to care management workflow for 
chronic programs as well as real-time intervention for 
episodic programs. This tightly interconnected design 
ensures that patients receive the right care at the right 
place at the right time. 
 
We will submit a monthly report on the number of 
recipients receiving case management, their ages, 
geographic location and reason for case management. 


 
3.10.21Standard XV:  IQAP Documentation  
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3.10.21.1Scope 


 
The vendor must document that it is monitoring the quality of care 
across all services and all treatment modalities, according to its 
written IQAP. (This review of the entire range of care is expected to 
be carried out over multiple review periods and not on a concurrent 
basis.)   
 
We document the monitoring of our quality of care in our Quality 
Improvement (QI) work plan and in the minutes and reports 
produced by our quality committees. We have over a decade of 
experience using our quality committees and QI work plan to 
document our overall effectiveness and improvement activities.  
 
The QI work plan contains goals and quantifiable objectives, a 
timeline for implementation of activities and achievement of goals, 
and barrier identification. The QI work plan and reports from 
various quality committees are reviewed at least quarterly by our 
Quality Improvement Committee (QIC). Work plan review 
includes the following components for each activity: 


• Objectives defining and verifying the specific process to 
be improved 


• Goals establishing the specific criteria and value of 
measurement the results will be measured against 


• Interventions - the actions taken to improve the specific 
process 


• Barriers that contribute to the noted results 
• Oversight and monitoring - who is accountable for 


monitoring results and the frequency monitoring will 
occur 


• Demonstrative improvement documenting the overall 
results of the interventions and ongoing monitoring to 
ensure success 


 
The QI Work Plan is created annually and updated quarterly, but 
monitoring occurs on a daily, weekly, and monthly basis. The plan 
documents our monitoring of the quality of care across all services 
and all treatment modalities. It documents our quality assurance 
studies and other quality activities specifying improvements in 
quality demonstrated by trending of clinical and service indicators 
and other performance data. Our QI Work Plan also documents 
areas requiring corrective action and monitors progress. Each 
year we complete an evaluation of our quality improvement 
program, including the work of our quality committees and QI 
activities documented in the QI work plan. We will submit this 
report to the DHCFP. 
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3.10.21.2Maintenance and Availability of Documentation 
 


The vendor must maintain and make available to the DHCFP, and 
upon request to the Federal Secretary of Health and Human Services 
or any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as 
requested concerning its quality assurance activities and corrective 
actions.   


 
We will maintain and make available to the DHCFP, and upon 
request to the Federal Secretary of Health and Human Services or 
any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as 
requested concerning our quality assurance activities and 
corrective actions. 


 
3.10.22Standard XVI: Coordination of Quality Assurance (QA) Activity with Other 


Management Activity  
 


3.10.22.1The findings, conclusions, recommendations, actions taken and results of 
the actions taken as a result of QA activity, are documented and reported 
within the vendor’s organization and through the established QA 
channels.  


 
Figure 3.10.22.1-1: Quality Oversight Organizational Structure 
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Our QA activities, including findings, conclusions, recommendations, 
actions taken and results of the actions taken, are documented and 
reported through our established committee structure displayed in Figure 
3.10.22.1-1. We also provider our QI work plan and report of significant 
QI activities to the state Medicaid agency quarterly. 


 
A.  Quality assurance information is used in credentialing, 


recredentialing, and/or annual performance evaluations.  
 
We monitor provider compliance and recipient outcomes related to 
the clinical guidelines for quality improvement initiatives and 
recredentialing efforts. In the event we identify recipient’s health 
care services are delivered is inconsistent with established 
standards of care (outside the recognized treatment patterns of the 
organized medical community and quality management and/or 
credentialing standards) the practitioner may be subject to 
sanctions. In addition, we will exclude and/or penalize a provider 
under any of the following conditions:  


• The Plan has received recommendations to take such 
actions as a result of an investigation conducted by the 
Office of the Inspector General or other appropriate state 
and/or federal agency.  


• The provider fails to cooperate with an investigation of 
alleged fraud and abuse.  


• The provider has been listed on the Medicare/Medicaid 
Sanctions Report. 


 
Possible sanctions for deviation from accepted quality 
management and/or credentialing standards and program integrity 
violations include:  


• Limiting a PCP’s panel, not necessarily limited to 
freezing new recipient assignment.  


• Termination of participating provider status. 
• Withholds from future claims payments of amounts that 


are improperly paid or reasonable estimates of such 
amounts.  


• Suspension of claims activity. 
 


B.  Quality assurance activities are coordinated with other performance 
monitoring activities, including utilization management, risk 
management and resolution and monitoring of recipient grievances 
and appeals.   
 
Quality Improvement activities are coordinated with other 
performance monitoring activities and management functions 
including, but not limited to utilization management, case and 
disease management, health management, risk management, 
patient safety, cultural and linguistic competency, credentialing, 
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claims, recipient and provider services, and network development. 
In addition, collaborative health outcome measures will be 
developed with the DHCFP and the EQRO.  
  
In our over 10 years completing Performance Improvement 
Projects (PIP), we have designed, implemented and evaluated, in 
collaboration with the State Medicaid agency and EQRO, over 14 
PIPs encompassing at least six PIPs underway in any year. PIP 
topics are selected based on clinical and non-clinical areas of 
focus that are impactful to our recipients and align with the 
DHCFP quality strategy. Clinical focus areas for PIPs include 
primary, secondary, and/or tertiary prevention of acute and 
chronic conditions, care of acute and chronic conditions, high 
volume services, high risk services, and continuity and 
coordination of care. Non-clinical focus areas for PIPs include 
availability, accessibility, and competency of services, appeals, and 
grievances/complaints. The scope of quality review is reflective of 
the health care delivery system, including quality of clinical care, 
safety, and quality of service (including non-clinical services). The 
QI Work Plan summarizes quarterly activities on each PIP. 
 


C.  There is a linkage between quality assurance and the other 
management functions of the vendor such as: 


 
1. Network changes; 


 
2. Benefits redesign; 


 
3. Medical management systems (e.g., pre-certification); 


 
4. Practice feedback to practitioners; 


 
5. Patient education; and 


 
6. Recipient services. 


 
Quality Improvement activities are coordinated with other 
performance monitoring activities and management functions 
including, but not limited to utilization management, case and 
disease management, health management, risk management, 
patient safety, cultural and linguistic competency, credentialing, 
claims, recipient and provider services, and network development. 
Our QI work plan is used to inform our core functions, including 
network changes, benefits redesign, medical management systems, 
and feedback to practitioners, patient education and recipient 
services. 
 
Additionally, we have an Organizational Effectiveness Committee 
that tracks operational issues, determines root causes and 
proposed corrections to eliminate both the issue and the root 
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cause.  Often operational issues have a direct impact on quality 
and beneficiary satisfaction.  For instance, a system issue that 
prevents providers from viewing prior authorizations would likely 
result in increased call volume, increased wait times and delay in 
medically necessary procedures.  Therefore, we watch operational 
issues very closely and work to streamline processes and eliminate 
operational errors to ensure the best possible quality. 


 
3.10.23Standard XVII:  Data Collection  


 
The vendor must provide the DHCFP with uniform utilization, cost, quality 
assurance, and recipient satisfaction/complaint data on a regular basis, in 
accordance with Quality Assurance Standards. The vendor will submit 
information to DHCFP in accordance with the contract, performance measures 
and reports.  Data for measures of quality, utilization, recipient satisfaction and 
access will be reported for the contract population. 


 
3.10.23.1Specific areas of study required will be stated in the contract.  


 
We understand and agree to this provision. 


 
3.10.23.2Data or studies required by the contract must be submitted the required 


due date, and be accurate and complete. 
 


We understand and agree to this provision. 
 


3.10.23.3Monitoring and tracking of grievance/appeal information, childhood 
immunization, and prenatal and obstetrical care are required by due date.   


 
As demonstrated throughout this proposal, we have the systems and 
programs in place to meet all data collection and reporting requirements.   


 
3.10.24Standard XVIII:  Dispute Resolution 


 
The vendor must adequately staff a provider services unit to handle provider 
questions and disputes. 


 
We agree and are in the process of increasing out provider services unit staffing. 


 
3.10.24.1The vendor must resolve ninety percent (90%) of written, telephone or 


personal contacts within ninety (90) calendar days of the date of receipt 
with appropriate follow up to provider.   


 
We meet all resolution standards as required and will provide reporting 
to that affect at the periodicity specified I the reporting requirements 
section of this proposal. 
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3.10.24.2A written record in the form of a file or log is to be maintained by the 
vendor for each provider dispute to include the nature of it, the date filed, 
dates and nature of actions taken, and final resolution. 


 
Our provider relations staff currently maintains the appropriate tracking 
logs for dispute resolution and we are able to comply with the 90-day 
turnaround time requirement. 


 
3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 
 


3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care 
Quality Assessment and Performance Improvement Strategy (henceforth, referred to 
as the Strategy), pursuant to 42 CFR 438.310.  The State’s Strategy has two basic 
purposes: 


 
3.11.1.1 To ensure compliance with federal and state statutory and regulatory 


requirements on quality, and 
 


3.11.1.2 To go beyond compliance with the minimum statutory and regulatory 
requirements by implementing multiple methods for “continuous quality 
improvement” in order to raise the quality of care provided to, and 
received by, Medicaid  recipients in the state.  


 
We understand DHCFP’s Medicaid and Nevada Check Up Managed 
Care Quality Assessment and Performance Improvement Strategy for 
2016-2017 has been developed to comply with and go beyond federal and 
state statutory and regulatory standards. We will participate in the 
required and recommended elements of the Strategy and comply with 
standards regarding availability of services, assurances of adequate 
capacity and services, coordination and continuity of care, coverage and 
authorization of services, confidentiality, grievance systems, Quality 
Assessment and Performance Improvement Programs, and health 
information systems. 
 
Our dedicated quality staff oversees the generation and implementation 
of our Quality Improvement (QI) Work Plan that includes our goals and 
objectives for each program and tracks progress made towards the 
objective. Annually, our entire functional areas meet o establishes the 
quality performance improvement goals and objectives for the coming 
year. The objectives and goals are consistent with those established by 
the State. 


 
3.11.2 The purpose of this quality strategy is to: 


 
3.11.2.1 CFR 438.340 – State Responsibilities 
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A.  Have a written strategy for assessing and improving the quality of 
managed care services offered by all managed care organizations 
(vendors);  


 
We understand the state has a written strategy for assessing and 
improving the quality of managed care services offered by all 
managed care organizations and vendors. We will collaboratively 
work with the state and fully comply with the strategy and any 
assessments that the state puts forth in order to improve the quality 
of services offered. 
 
For almost 20 years, we have collaborated with state Medicaid 
agencies to implement QAPI strategies that align with and 
incorporate, as appropriate, the state’s strategy. As a valued 
partner to the state, we go beyond compliance with all relevant 
state and federal quality requirements and identify and implement 
strategies that drive continuous improvements in recipient’s 
quality of care. We seek continuous quality improvement by 
implementing cost-effective, population health solutions targeting 
specific groups of recipients such as pregnant women and their 
newborns, school age children, adults with serious mental illness, 
children with special health care needs, and children in foster care 
to name a few. For example, we always set our goals high and 
anything that has a quality control percent; we aim for the 90th 
percentile and meet the 90th percentile. 
 
Our written quality strategy aligns with a State’s quality strategy 
and is designed to continuously assess the quality of services we 
offer. All functional areas of the health plan focus on identifying 
opportunities to improve recipients’ experience of care and our 
health care providers’ performance and satisfaction. Our strategy 
is continually assessed, revised when indicated based on analysis 
of qualitative and quantitative data, and updated to incorporate 
changes in the state’s strategy as specified through our managed 
care contract, bulletins and other directives.  
 
We have consistently met or exceeded national Medicaid Quality 
Compass benchmarks for more than 10 years and state quality 
benchmarks for nearly 15 years. In 2015, we had 18 HEDIS® 
Measures in the Medicaid Quality Compass 90th percentile, 34 in 
the 75th percentile, and 25 in the 50th percentile. Our quality 
approach systematically improves delivery of preventive services, 
increases the use of evidence-based chronic condition and 
behavioral health management, and reduces health disparities. 
 
Our written quality strategy for Nevada will incorporate the State’s 
strategy. We fully support and already focus on the goals the State 
identified for 2016-2017 and will collaborate with the State, 
recipients, providers and other stakeholders to develop Nevada-
specific solutions to meeting the State’s goals, including: 
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• Goal 1: Improve the health and wellness of Nevada’s 
Medicaid and Nevada Check Up population by increasing 
the use of preventive services. 


• Goal 2: Increase use of evidence-based practices for 
recipients with chronic conditions.   


• Goal 3: Reduce and/or eliminate health care disparities 
for Medicaid and Nevada Check Up recipients. 


• Goal 4: Improve the health and wellness of new mothers 
and infants, and increase new-mother education about 
family planning and newborn health and wellness. 


• Goal 5: Increase use of evidence-based practices for 
recipients with behavioral health conditions.   


 
We have achieved impressive results in these areas, including: 


• Our EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 
EPSDT screening national average of 60% and the 2014 
Nevada average participation rate of 67%.  


• Increased Childhood Immunizations Combination(2)  
70% over 15 years and maintained results above the 
Medicaid Quality Compass 90th percentile. 


• Increased Childhood Immunizations Combination (10) 
103% over five (5 ) years and maintained results above 
the Medicaid Quality Compass 66th percentile. 


• Increased Adolescent Immunizations Combination 
1(Meningococcal, Tdap/Td) 46% over (5) years and 
maintained results above the Medicaid Quality Compass 
90th percentile. 


• Increased the timely delivery of prenatal care by 17% 
between 1999 and 2015, and maintained results above the 
Quality Compass mean. 


• Improved adherence to postpartum care instructions by 
16% between 1999 and 2015 and maintained results 
above the Quality Compass mean. 


• Increased the frequency of ongoing prenatal care visits 
compared to the expected frequency of visits (FPC) from 
67% to 81%; an improvement of 14% and maintained 
results above the Quality Compass mean. 


• Increased Pharmacotherapy Management of COPD 
Exacerbation  by 77% over five (5) years and exceeded 
the Medicaid Quality Compass 90th percentile. 


• Increased Adult Access/Availability to Ambulatory 
Health Services by  6% over 4 years and exceeded the 
Quality Compass 90th percentile. 


 
Results for Infant Care between 2010 and 2015 improved as 
follows:  
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•  Decreased the rate of low birth weight deliveries by 35%.   
• Achieved a LBW rate in 2015 of 6.6%, a result that is 


18% better than the Healthy People 2020 goal of 7.8%.   
• Decreased the rate of Very Low Birth Weight deliveries 


by 37%.   
• Achieved a VLBW rate in 2015 of 1.2%, a result that is 


16% better than the Healthy People 2020 goal of 1.4%. 
• Decreased the rate Preterm deliveries (less than 37 


weeks) by 39% to 8.2%; a result that is  better than the 
Healthy People 2020 goal of 11.4%. 


 
Results from our asthma disease management program include: 


• Use of appropriate medication for people with asthma 
consistently rated at or above the 90th percentile of 
Quality Compass Medicaid. 


• Medication management for people with asthma achieved 
75% compliance rates, higher than both the mean and 
90th percentile of Quality Compass Medicaid. 


 
Results from our diabetes disease management program include: 


• Increased Hemoglobin A1c (HbA1c) testing by 33% and 
achieved a testing rate higher than the Quality Compass 
Medicaid mean. 


• Increased Diabetic Retinopathy Exams by 53% and 
achieved a exam rate higher than the Quality Compass 
Medicaid mean. 


• Increased Monitoring for Nephropathy by 177% and 
achieved a rate of monitoring higher than the Quality 
Compass Medicaid mean. 


 
Results for Children and Adolescent Access to Primary Care 
Practitioners: 


• Increased access for children 12-24 months by 11% over 
that past 10 years and exceeded the Quality Compass 
90th percentile. 


• Increased access for children 25 months - 6 years by 20% 
over 10 years, and exceeded  Quality Compass mean. 


• Increased access for children 7-11 years by 21% over 10 
years and exceeded  the Quality Compass mean. 


• Increased access for adolescents 12-19 years increased by 
9% over 10 years and exceeded the Quality Compass 90th 
percentile. 


 
B.  Obtain the input of recipients and other stakeholders in the 


development of the strategy and make the strategy available for 
public comment before adopting it to final; 
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We will collaborate with the state in the development of the quality 
strategy providing feedback to the state that incorporates input we 
receive from our providers, recipients, and sub contractors. 
 


C.  Ensure that the vendors comply with standards established by the 
DHCFP;  
 
We will comply with standards established by DHCFP and ensure 
compliance of our subcontractors and contracted providers. We 
will ensure subcontractor compliance through our established 
delegation oversight process and contracted provider compliance 
through our provider oversight and education process. 


 
D.  Conduct periodic reviews to evaluate the effectiveness of the 


strategy, and update the strategy periodically, as needed;  
 


We understand the state will conduct periodic reviews to evaluate 
the effectiveness of the quality strategy and will willingly 
participate with the state on the reviews. We conduct internal 
periodic reviews to ensure compliance with all standards and 
correct any findings within 90 days. We will also emphasize the 
important of the periodic reviews with our subcontractors and 
contracted network providers to ensure they are engaged as 
necessary. 
 
We have participated in annual EQRO reviews since 2005. In 
recent years, our scores have exceeded 90%. In 2016, we obtained 
100% compliance with no corrective action plans requested. 


 
E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the 


revised strategy whenever significant changes are made, and two (2) 
regular reports on the implementation and effectiveness of the 
strategy; and 


 
We understand the state must submit to CMS one (1) copy of the 
initial strategy and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the 
implementation and effectiveness of the strategy. We will submit 
any requested information or data to the state to assist with the 
generation of the CMS submissions. 


 
F.  The DHCFP will approve the Strategy and maintain ultimate 


authority for overseeing its management and direction. The vendor 
is also required to participate in quality initiatives that align with the 
goals and objectives identified in the DHCFP’s Performance 
Measures, as defined in the DHCFP budget. The Strategy is in two 
parts: an overriding conceptual program and an annual Work Plan.  


 
We understand DHCFP will approve and maintain authority for 
overseeing the strategy management and direction and we will be 
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required to participate in quality initiatives that align with the 
goals and objectives. It is our current practice to align our annual 
quality initiatives with the state’s Performance Measures. In 
Nevada, we will work with DHCFP to comply with the conceptual 
program and the annual Work Plan. We will participate in quality 
initiatives that align with Nevada’s goals regarding preventive 
services, evidence-based practices for recipients with chronic 
conditions, reducing disparities, mother and infant care, and 
behavioral health care. In addition, we will increase reporting of 
the number of CMS adult and child core measures. 


 
3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies 


 
Quality of care activities will be monitored through information 
obtained in a quarterly MCO Care Coordination Report.  These 
activities may include monitoring and technical assistance through 
site visits to the vendor, Chart audits, phone calls, etc. The DHCFP 
may validate the MCO Care Coordination report and may conduct a 
more in-depth review and/or request additional information.  


 
Our internal oversight process ensures that the MCO Care 
Coordination Report is populated with high quality data. We 
conduct site visits, chart audits, phone calls and use other methods 
to monitor and improve access to care, availability of services and 
quality of care. We use standardized data collection tools to ensure 
consistent and accurate data collection and documentation. Our 
internal process includes data review by more than one staff 
person to confirm initial findings.  We resolve all discrepancies 
that arise during this review internally before the data is released. 
 
We understand and will comply with DHCFP’s more in-depth 
review and requests for additional information upon DHCFP’s 
request. 


 
A.  The Strategy incorporates procedures that: 


 
1. Assess the quality and  appropriateness of care and services 


furnished to all of the DHCFP medical assistance program 
recipients enrolled in managed care under the vendor 
contract, as well as to enrolled recipients who have special 
health care needs; 


 
We understand the Strategy will incorporate procedures 
that assess the quality and appropriateness of care and 
services furnished to the entire DHCFP medical assistance 
program recipients enrollment in managed care under the 
vendor contract, as well as to enrolled recipients who have 
special health care needs.  
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For example, we currently conduct the following activities 
to assess the quality and appropriateness of care for 
recipients: 


• Delegation oversight, including pre-contractual site 
visits, and annual oversight visits; 


• Medical record auditing for documentation and 
clinical care quality; 


• Monitoring of sanctions and licenses; 
• Utilization management; and 
• Intensive case review for quality of care concerns. 


 
We will comply with state requests for data and information 
to confirm appropriateness of care and services for 
recipients. 


 
2. Require the vendor to develop a cultural competency plan 


that will include methods to encourage culturally-competent 
contact between recipients and providers, staff recruitment, 
staff training, translation services, and the development of 
appropriate health education materials. The vendor is 
responsible for promoting the delivery of services in a 
culturally competent manner, solely determined by the 
DHCFP, to all recipients including those with limited 
English proficiency (LEP) and diverse cultural and ethnic 
background. The vendor will develop methods to collect 
report and identify the race, ethnicity and primary language 
spoken of each enrolled recipient. The vendor will track 
primary language information in the health plans’ customer 
services systems.  The DHCFP will provide race and 
ethnicity and primary language spoken data for the Medicaid 
population to the vendor(s) through a monthly interface. The 
vendors may alert the DHCFP, as part of the demographic 
update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary 
language data they receive from the DHCFP. This data will 
be utilized to gather baseline data and will lead to the 
development of a Performance Improvement Projects (PIP) 
or quality improvement project. Such a 
project will incorporate data from the State enrollment file 
according to the race and ethnicity categories as defined by 
CMS.  The data will be used to generate stratified reports as 
recommended by CMS and HIPAA for race and ethnicity 
categories to identify disparities.  The vendor’s will organize 
interventions specifically designed to reduce or eliminate 
disparities in health care; 


 
We understand and will comply with the Strategy 
requirement to develop a cultural competency plan that will 
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include methods to encourage culturally-competent 
contact.  
 
Each year we generate a Cultural Competency Plan and 
identify goals for the plan which include cultural 
competent communication between recipients and 
providers, recruitment of staff and provider network, 
training of staff and provider network, translation services, 
and the development of appropriate health education 
materials. We have existing methods to collect, report, and 
identify the race, ethnicity, and primary spoken language 
of each enrolled recipient. We will track the primary 
language information in our customer service system. We 
understand DHCFP will provide a monthly interface 
identifying recipients’ race, ethnicity, and primary 
language spoken. We will alert DHCFP – through the 
demographic update interface with the DWSS NOMADS 
system – of any known discrepancies in the race, ethnicity, 
or primary language data we receive. 
 
We understand the race, ethnicity, and primary language 
data will be utilized by DHCFP to gather baseline data and 
will lead to the development of Performance Improvement 
Projects or quality improvement projects. We will organize 
interventions specifically designed to reduce or eliminate 
disparities in health care. 
 
We are currently building the Public Programs Advisory 
Committee whose members are representative of the 
population on matters specific to process.  The committee 
will meet no less than quarterly and will provide feedback 
on issues of cultural competence. 


 
3. Monitor and evaluate the contracted vendors’ compliance 


with the standards. It will include a description of how the 
DHCFP will complete this monitoring in line with the 
Strategy; 


 
We understand the Strategy will incorporate procedures for 
DHCFP to monitor and evaluate our compliance with the 
standards and it will include a description of how the 
DHCFP will complete this monitoring in line with the 
Strategy. We will cooperate with the procedures established 
to monitor and evaluate our compliance with the quality 
standards. In our most recent review by a state and EQRO, 
we had no areas with non-compliance and received no 
corrective actions. 


 
4. Arrange for external quality reviews including a description 


of the annual independent external quality review of the 
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timeliness, outcomes, and accessibility of the services 
covered under each vendor contract. This section should 
include but is not limited to a broad description of 
calculating HEDIS measures or designing performance 
improvement projects; 


 
We have more than 10 years of experience successfully 
participating in external quality reviews, cooperating with 
EQROs on required reporting including calculating 
HEDIS measures, conducting PIPs and other required 
activities. In 2015, we were the only health plan in the state 
with no EQRO findings requiring a plan of correction. 
 
We understand the annual independent external quality 
review will include assessment of the timeliness, outcomes, 
and accessibility of the services covered under each vendor 
contract. 


 
5. That designates the performance measures and levels 


developed by CMS in consultation with States and other 
relevant stakeholders; 


 
We understand the Strategy will specify the performance 
measures and levels developed by CMS in consultation with 
States and other relevant stakeholders. 


 
6. Designates an information system that supports the initial 


and ongoing operation and review of the DHCFP’s quality 
strategy; 


 
We understand the Strategy will designate an information 
system that supports the initial and ongoing operation and 
review of the DHCFP’s quality strategy. Our technology 
platform allows real-time access to data and information 
related to areas within the quality strategy. We are able to 
monitor and report on our quality performance on a 
continuous basis throughout the measurement year.  
 
We use our technology platform to create a variety of 
analyses to assist in both monitoring and driving 
performance against individual quality metrics, as well as 
compilations of metrics to support specific quality 
assessments, including Special Needs Plans (SNP), NCQA 
Accreditation, the Medicare Shared Savings Program 
(MSSP), and Medicare Advantage Star Ratings. New 
measures are designed, programmed, tested and released 
into our production environment monthly and we will 
leverage this capacity to support DHCFP’s quality strategy.   
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7. Designates a description of how the DHCFP uses 
intermediate sanctions in support of its quality strategy.  
These sanctions meet the requirements specified in 42 CFR 
438 Subpart I. The DHCFP’s description specifies its 
methodology for using sanctions as a vehicle for addressing 
identified quality of care problems; and 


 
We understand the Strategy will describe how DHCFP uses 
intermediate sanctions in support of its quality strategy. We 
understand these sanctions are a method of addressing 
identified quality of care problems. We have a close 
working relationship with state Medicaid agencies and 
have had no sanctions to date. 


 
8. Identifies standards, at least as stringent as those in 42 


CFRPart 438 for access to care, structure and operations, and 
quality measurement and improvement. 


 
We understand the Strategy will include standards at least 
as stringent as those in 42 CFR Part 438 for access to care, 
structure and operations, and quality measurement and 
improvement. We will comply with the standards identified 
in the Strategy. 
 
We currently exceed the national Medicaid Quality 
Compass mean and state quality benchmarks for 117 
measures, including those related to access to care, and we 
are fully able to comply with the structure and operations 
and quality measurement and improvement standards in 
the 2016-2017 DHCFP Quality Assessment and 
Performance Improvement Strategy. 


 
3.12 FISCAL REQUIREMENTS 


 
3.12.1 Vendor Fiscal Standards 


 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of 
all certified vendors. The vendor must comply with all DOI standards in addition to 
the managed care program standards described in this section.   


 
The health plan is able to meet all fiscal requirements as stated in this RFP.   


 
3.12.2 Performance Security Deposit  


 
The vendor must provide a performance security deposit in the form of a bond 
furnished by a surety company authorized to do business in the State of Nevada to 
the DHCFP in order to guarantee payment of the vendor’s obligations under this 
contract.  The performance security deposit may be utilized by the DHCFP to 
remedy any breach of contract or sanctions imposed on the vendor.  
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The health plan is able to meet all fiscal requirements as stated in this RFP.   
 


3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) 
business days following award of the contract to the vendor, as stated in 
the Attachment E ~ Insurance Schedule.  This amount must be 
reviewed at the end of the first quarter of the contract period and may 
need to be increased or decreased to equal the actual required security 
deposit amount.  


 
The amount of the performance security deposit shall be equal to 
one hundred and ten percent (110%) of the highest month’s total 
capitation amount in the first quarter or fifteen million dollars ($15 
million), whichever is greater. This must be deposited with the State 
Treasurer within fifteen (15) calendar days after the end of the first 
quarter of the contract. The total capitation amount is the sum of all 
capitation payments for all recipients for the month.  


 
The health plan is able to meet all fiscal requirements as stated in 
this RFP.   


 
3.12.2.2 After the initial year of the contract the DHCFP will require the vendor 


to increase the performance security deposit amount to reflect an amount 
equal to one hundred and ten percent (110%) of the preceding year’s 
highest month’s total capitation payment or fifteen million dollars ($15 
million), whichever is greater. 


 
The health plan is able to meet all fiscal requirements as stated in this 
RFP.   


 
3.12.2.3 Vendors submitting performance security to the State of Nevada in the 


form a surety bond must utilize a company that meets the following 
listed requirements: 


 
A.  A.M. Best A-VII rated insurance company; 


 
B.  Certified by the Department of Treasury, Financial Management 


Services for Nevada; and 
 


C.  Licensed by the Nevada Department of Business and Industry, 
Division of Insurance. 


 
The health plan is able to meet all fiscal requirements as stated in this 
RFP and will seek a surety bond issuer that meets these requirements. 


 
3.12.2.4 The vendor must maintain the performance security deposit after the 


contract term for a length of time to be determined by the DHCFP in 
order to cover all outstanding liabilities. 


 
The health plan is able to meet all fiscal requirements as stated in this 
RFP.   
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3.12.3 Vendor Liability 


 
The requirements set forth below shall be included in all subcontracts.  


 
3.12.3.1 The vendor must ensure that its recipients are not held liable for any of 


the following: 
 


A.  The vendor’s debts, in the event of the vendor’s insolvency; 
 


B.  For services provided to the recipient in the event of the 
organization failing to receive payment from the State for such 
services; 


 
C.  For services provided to a recipient in the event a health care 


provider with a contractual, referral, or other arrangement with the 
vendor fails to receive payment from the state or the organization for 
such services; or 


 
D.  Payments to a provider who furnishes covered services under a 


contractual, referral, or other arrangement with the vendor in excess 
of the amount that would be owed by the recipient if the vendor had 
directly provided the services. 


 
These provisions will be included in all subcontracts.  Recipients 
and providers will not be held liable for covered services received 
at in-network providers.   


 
3.12.3.2 To ensure continuation of services to recipients during insolvency 


pursuant to the Center for Medicare and Medicaid State Medicaid 
Manual (SMM) 2086.6.B. 


 
We agree to comply with all financial requirements including the surety 
bond requirements of this proposal. 


 
3.12.4 Payment of Claims 


 
The health plan is able to meet all requirements for claim payment as outlined in 
this section. 


 
3.12.4.1 The vendor shall be responsible for paying all claims for properly 


accessed and, if necessary, authorized covered services provided to 
enrolled recipients on dates of service when they were eligible for 
coverage unless the services are excluded under the DHCFP managed 
care contract or the Nevada Medicaid State Plan. The vendor will 
adjudicate and pay all claims in accordance with state and federal statutes 
and regulations. Not meeting all federal requirements, including those for 
timely claims payment, may be considered a breach. 
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The health plan is able to meet all requirements for claim payment as 
outlined in this section. 


 
3.12.4.2 In cases where third party liability is known, the vendor must ensure that 


third party liability has been billed and processed prior to paying the 
claim.  


 
The health plan is able to meet all requirements for claim payment as 
outlined in this section. 


 
3.12.4.3 The vendor must have a claims processing system and Management 


Information System (MIS) sufficient to support the provider payment and 
data reporting requirements specified in the contract. In addition, the 
vendor shall have the capability to electronically accept and adjudicate 
claims. 


 
The health plan is able to meet all requirements for claim payment as 
outlined in this section. 


 
3.12.4.4 The vendor must allow network and non-network providers to submit an 


initial claim for covered services.  The vendor must allow all in-state 
network providers to submit claims for reimbursement up to one hundred 
eighty (180) days from the last date of service and out of state providers 
three hundred sixty five (365) days from the last date of service unless a 
shorter time period is negotiated. The vendor’s claims payment system 
must use standard claim forms.   


 
The health plan is able to meet all requirements for claim payment as 
outlined in this section. 


 
3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 


CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) 
(5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  
percent (95%) of all clean claims from practitioners, who are in 
individual or group practice or who practice in shared health facilities, 
within thirty (30) calendar days of the date of receipt. The vendor must 
pay ninety nine percent (99%) of all clean claims from practitioners, who 
are in individual or group practice or who practice in shared health 
facilities, within ninety (90) calendar days of the date of receipt. 


 
The date of receipt is the date the vendor receives the claim as 
indicated by the date stamp on the claim and the date of payment is 
the date of the check or other form of payment.   


 
The health plan is able to meet all requirements for claim payment 
as outlined in this section. 
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3.12.4.6 The vendor must have written policies and procedures for processing 
claims submitted for payment from any source and shall monitor its 
compliance with these procedures. 


 
The health plan has written policies and processing claims submitted for 
payment from any source and monitors compliance with these 
procedures. 


 
3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims 


are denied.  In addition, this system must include edits to not allow for 
unbundling and the ability to pay certain State or local government 
providers the federal share only. 


 
The health plan has claim editing systems in place to catch duplicate 
claims, unbundling and many other edits.  Additionally, the health plan 
utilizes editing software that recognizes patterns of claim submission 
from given providers to multiple insurers, allowing the system to alert the 
health plan to potential fraud or abuse.  These claims are flagged for 
further review by the Medical Director and compliance team. 


 
3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and 


NRS§695C.128 shall apply to the terms of any contract entered into as a 
result of this RFP. NRS§695C.128 requires the vendor to pay interest to 
a provider of health care services on a claim that is not paid within the 
time provided in the contract or agreement at a rate of interest equal to 
the prime rate at the largest bank in Nevada, as ascertained by the 
Commissioner of Financial Institutions, on January 1 or July 1, as the 
case may be, immediately preceding the date on which the payment was 
due, plus  six percent (6%). The interest must be calculated from thirty 
(30) days after the date on which the claim is approved until the date on 
which the claim is paid. 


 
The health plan has procedures to pay this interest in accordance with 
NRS §695C.185 and NRS§695C.128 if necessary and will comply with 
this requirement. 


 
3.12.4.9 The vendor and its providers may, by mutual agreement, establish an 


alternative payment schedule but such a schedule must be stipulated in 
the provider’s network contract. If the vendor does not pay claims in 
accordance with 42 CFR 447.45d, the DHCFP may assess a financial 
penalty for each day the vendor is out of compliance.  


 
We understand and agree to this provision. 


 
3.12.4.10The vendor shall accurately pay claims with ninety five percent (95 %) 


of claims paid accurately upon initial submission. 
 


The health plan is able to meet all requirements for claim payment as 
outlined in this section. 
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3.12.4.11The vendor shall verify that reimbursed services were actually provided 
to enrolled recipients by providers and subcontractors. 


 
The health plan is able to meet all requirements for claim payment as 
outlined in this section. 


 
3.12.4.12The vendor shall provide the DHCFP with information prior to 


implementation of any changes to the software system to be used to 
support the claims processing function as described in the vendor’s 
proposal and incorporated by reference in the contract. 


 
We have claim technology that provides for timely accurate claims 
adjudication. We are able to meet all standards for timeliness and 
payment accuracy as defined above.  We have software edits in place to 
safeguard against fraud, waste and abuse and a rigorous process for 
recovering any overpayments.  Our experienced team of financial 
analysts and claim adjusters review coordination of benefits and 
subrogation indicators to ensure benefits are paid in the correct order of 
determination, and with the understanding that Medicaid is the payer of 
last resort. 


 
3.12.4.13A medical review of claims will be conducted when the appropriateness 


of service, procedure, or payment is in question. Medical reviews must 
be conducted by a licensed medical clinician(s). 


 
When the appropriateness of a service, procedure, or payment is 
uncertain, a licensed medical clinician will conduct a medical review of 
claims. This review results in improved accuracy in claims processing, 
greater ability to trend potentially questionable billing practices, and 
assurance that provider billings are reasonable for the services provided.    


 
3.12.4.14The vendor shall comply with 42 CFR 447.26, on Provider Preventable 


Conditions (PPCs) – Payment Policy. The vendor shall deny or recover 
payments to healthcare professionals and inpatient hospitals for care 
related to the treatment of the consequences of PPCs and Other Provider 
Preventable Conditions (OPPC) that meet the following criteria: 


 
A.  Is identified in the Medicaid State plan; 


 
B.  Has been found by the DHCFP, based upon a review of medical 


literature by qualified professionals, to be reasonable preventable 
through the application of procedures supported by evidence-based 
guidelines; 


 
C.  Has a negative consequence for the recipient; 


 
D.  Is auditable; 
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E.  Includes, at minimum, wrong surgical or other invasive procedure 
performed on a patient;  


 
F.  Surgical or other invasive procedure performed on the wrong body 


part; and 
 


G.  Surgical or other invasive procedure performed on the wrong 
patient. 


 
The health plan and its affiliated healthy delivery system has an 
established process for identifying provider preventable conditions 
and will follow are requirements related to the payment policy for 
a Medicaid contract.  These sentinel events are tracked and 
reported as required and corrective action plans are immediately 
implemented to reduce repeat incidents.  In the event payment is 
made to a provider in any of these circumstances, the health plan 
will employ overpayment recovery procedures and reimburse the 
DHCFP as required. 


 
3.12.5 Financial Solvency  


 
The vendor must demonstrate that it has adequate financial reserves and 
administrative ability to carry out its contractual obligations.  The vendor must 
maintain financial records and provide the DHCFP with various financial statements 
and documentation upon request and as outlined in the contract and Attachment T ~ 
Forms and Reporting Guide, including any revisions or additions to the document. 


 
The health plan is able to meet all requirements related to financial solvency and 
as outlined in this section.  In addition to the health plan’s strong financial 
position and the required surety bond, the health plan: 


• Maintains stop loss insurance that includes claim payment in the event of 
insolvency of the health plan pursuant to NAC 695C.135(2); and 


• Has a parental guarantee to provide a cash infusion should expenses 
significantly exceed revenue. 


 
3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to 


the DHCFP, as submitted to the Division of Insurance. 
 


The health plan has submitted its annual Independent Audit Report to 
DHCFP. 


 
3.12.5.2 The vendor will submit its quarterly and annual financial reports to the 


DHCFP. 
 


The health plan has submitted its quarterly and annual financial reports 
to DHCFP. 


 
3.12.6 Third-Party Liability (TPL)  
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3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance 
company) or program (e.g., Medicare), including group health plans, as 
defined in Section 607(1) of the Employee Retirement Income Security 
Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL activities included in 
this contract are the Coordination of Benefits (COB) cost avoidance of 
Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, 
DHCFP and its providers are required to take all reasonable measures to 
identify legally liable third parties and treat verified TPL as a resource of 
the Medicaid and CHIP recipient.  


 
The health plan has procedures in place to identify COB cost avoidance 
opportunities and regularly takes advantage of them.  The health plan 
will do so for Medicaid as well. 


 
3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services 


in accordance with Federal regulations.  The DHCFP contracted 
managed care organization, as the Division’s vendor, shall act as the 
State’s authorized agent for the limited purpose of TPL for cost avoiding 
claims, collection, within the limitation of the Fair Debt Collection 
Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant 
to 42 CFR § 433.135 et seq and 42 CFR 433.154.  The managed care 
organization’s capitated payments include an offset in the rates for these 
collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of 
their risk based capitation payment. The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior 
resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.) and share that information with the DHCFP. Third-party liability 
(TPL) is a self-reporting element. MCO’s are responsible for developing 
and distributing communication forms to enrolled Medicaid recipients. 


 
The health plan will vigorously pursue third party liabilities.  The health 
plan is able to meet all requirements as outlined in this section. 


 
3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the 


claim if it is for a service covered by other insurance based on recipient's 
type of TPL coverage and type of service (e.g., medical service claim 
with medical service coverage, pharmacy service claim with  pharmacy 
coverage).  Allow for TPL overrides when the other insurance is 
exhausted or the service is not covered by the other liable party, making 
Medicaid the payer of last resort for the claim. 


 
The health plan will identify potential TPL, including Medicare, and 
deny the claim if it is for a service covered by other insurance based on 
recipient's type of TPL coverage and type of service.  The health plan is 
able to meet all requirements as outlined in this section. 
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3.12.6.4 The managed care organization is required to vigorously pursue billing 
prior resources.  Vendor is required to obtain TPL information 
independently of the DHCFP for the purpose of avoiding claim payments 
or recovering payments made from liable third parties. All information 
on the third party, including collections and collection attempts, are to be 
reported to the DHCFP (including circumstances under which the third 
party refuses to pay) on the Third Party Monthly Report located in the 
Forms and Reporting Guide. TPL collections should also be reported to 
the DHCFP through encounter data and other required reports. 


 
The health plan will vigorously pursue billing prior resources.  The 
health plan is able to meet all requirements as outlined in this section. 


 
3.12.6.5 The managed care organization is responsible not only for pursuing 


third-party resources that it identifies but also for using third-party 
resources identified and communicated to the managed care organization 
by the DHCFP. 


 
The health plan is able to meet all requirements as outlined in this 
section. 


 
3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be 


incorporated into capitated rate development by the DHCFP and its 
actuary. Vendor has 365 days from claim paid date to recover TPL 
payment; after 365 days, vendor forfeits the right to recovery to the State 
unless vendor can provide evidence that the recovery effort is active 
and/or in dispute. The vendor will be responsible to pay for the cost 
incurred to complete the recovery of the TPL payment to the DHCFP. 


 
The health plan understands and agrees to this provision. 


 
3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data 


online in accordance with State and Federal rules and regulations, 
currently established as seventy-two (72) months. 


 
The health plan is able to meet all requirements as outlined in this 
section. 


 
3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); 


Children with Special Health Care Needs (CSHCN); and State Victims 
of Crime. 


 
The health plan understands and agrees to this provision. 


 
3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State 


Medicaid Manual and other State and Federal rules and regulations are 
met by the TPL business function. 


 
The health plan is able to meet all requirements as outlined in this 
section. 
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3.12.7 Subrogation 


 
3.12.7.1 Subrogation in this section is the principle under which an insurer that 


has paid a loss under an insurance policy is entitled to all the rights and 
remedies belonging to the insured against a third party with respect to 
any loss covered by the policy. 


 
The health plan is able to meet all requirements related to subrogation. 
We have an experienced staff of claims examiners who aggressively 
pursue third party liability and report savings back to the organization. 


 
3.12.7.2 The vendor must also determine if casualty claims are filed and recover 


costs through subrogation on behalf of both Medicaid and CHIP 
recipients. The managed care organization shall utilize the EVS 
eligibility system and TPL data provided to the MCO by the DHCFP to 
assist in accomplishing this objective.  


 
The health plan is able to meet all requirements related to subrogation. 
We have an experienced staff of claims examiners who aggressively 
pursue third party liability and report savings back to the organization. 


 
3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s 


TPL and subrogation collection reports to validate collection activities 
and results. The managed care organization will then be expected to meet 
or exceed baseline target collections as determined by the DHCFP and its 
actuaries.  The baseline target amount will be built into future rates. If the 
managed care organization does not meet or exceed baseline TPL and 
subrogation collections, the DHCFP will conduct a review to determine 
if there is a legitimate reason.  If there is no legitimate reason as 
determined by the Division, the difference between baseline and actual 
collections will be deducted from the managed care organization’s costs 
before the data is used to set future rates.  The DHCFP will prospectively 
adjust capitation rates to account for expected TPL collections. 


 
We have written policies and procedures for claim subrogation and 
aggressively pursue all potential claims for recovery.  Our current system 
and team recovered over $500Kin the past 24 months and we are 
projected to save an additional $2.2M in the next five (5) years. 


 
3.12.8 Reserving 


 
As part of its accounting and budgeting function, the vendor will be required to 
establish an actuarially sound process for estimating and tracking incurred but not 
reported (IBNRs) claims.  The vendor must provide documentation of the IBNRs 
review and certification by an actuary. The vendor must reserve funds by major 
categories of service (e.g., hospital inpatient, hospital outpatient, physician, and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part 
of its reserving methodology, the vendor must conduct annual reviews to assess the 
actuarial validity of its reserving methodology, and make adjustments as necessary. 
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The finance team will work closely with our outside actuary to determine the 
appropriate amount of reserve needed to Nevada Medicaid.  We closely monitor 
utilization and claims and encounter data to analyze progress on a quarterly basis.   


 
3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United 


States. 
 


The health plan has a written policy prohibiting payments to entities or 
institutions outside the United States. We will enforce this policy to the fullest 
extent for Medicaid. 


 
3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of 


the Social Security Act (the Act), the vendor shall not provide any 
payments for items or services provided under the Medicaid State Plan or 
under a waiver to any financial institution or entity located outside of the 
United States (U.S.). 


 
The health plan has a written policy prohibiting payments to entities or 
institutions outside the United States. We will enforce this policy to the 
fullest extent for Medicaid. 


 
3.12.9.2 Payments for items or services provided under the Medicaid State Plan to 


financial institutions or entities such as provider bank accounts or 
business agents located outside of the U.  S. are prohibited by this 
provision. Further, this Section prohibits payments to telemedicine 
providers located outside of the U.S. Additionally; payments to 
pharmacies located outside of the U.S. are not permitted. 


 
The health plan has a written policy prohibiting payments to entities or 
institutions outside the United States. We will enforce this policy to the 
fullest extent for Medicaid. 


 
3.12.9.3 Any payments for items or services provided under the Medicaid State 


Plan or under a waiver to any financial institution or entity located 
outside of the U.S. may be recovered by the State from the vendor. 


 
The health plan has a written policy prohibiting payments to entities or 
institutions outside the United States. We will enforce this policy to the 
fullest extent for Medicaid. 


 
3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the 


Act defines the term “United States” when used in a geographical sense, 
to mean the “States.” Section 1101(a)(1) of the Act defines the term 
“State” to include the District of Columbia, Puerto Rico, the Virgin 
Islands, Guam, the Northern Mariana Islands, and American Samoa, 
when used under Title XIX. 
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The health plan has a written policy prohibiting payments to entities or 
institutions outside the United States. We will enforce this policy to the 
fullest extent for Medicaid. 


 
3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or 


under a waiver” refers to medical assistance for which the State claims 
Federal funding under section 1903(a) of the Act. Tasks that support the 
administration of the Medicaid State Plan that may require payments to 
financial institutions or entities located outside of the U.S. are not 
prohibited under this statute. For example, payments for outsourcing 
information processing related to Plan administration or outsourcing call 
centers related to enrollment or claims adjudication are not prohibited 
under this statute.  


 
We have a written policy in place and do not pay for services rendered in 
facilities located outside of the United States and are fully compliant with 
all state and federal statutes. 


 
3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS 


 
3.13.1 The vendor shall establish a system for recipients and providers, which includes a 


grievance process, an appeal process, and access to the State Fair Hearing system.  
 


For almost 20 years, we have provided recipients with a fully-compliant, user-
friendly and timely grievance and appeals process.  In our work in another state, 
we have a perfect track record over the past five years, demonstrating 100% 
compliance with State turnaround requirements and exceeding EQRO, State and 
NCQA audits.  We implement an NCQA accredited process that makes it easy for 
recipients, or a provider acting on behalf of the recipient with the recipient’s 
written consent, to file a grievance or appeal about any aspect of their experience 
with our staff or providers. We inform recipients of their right to file a grievance 
in the Recipient Handbook, on our website, at any time we make an adverse 
decision concerning requested services, and when a recipient contacts us with an 
expression of dissatisfaction. If a recipient is dissatisfied with the resolution to his 
or her grievance, we also advise the recipient of his or her right to appeal and to 
request a State Fair Hearing, including the circumstances under which this is 
permissible. We accept grievances and appeals orally and in writing and through 
any contact – with our Customer Service Department staff, a case manager or UR 
nurse, or other staff.   
 
All grievances are forwarded to our designated grievance and appeals staff who 
are trained to accept and document the grievance, answer the recipient’s 
questions about the grievance process, and provide the recipient with assistance 
upon request. Recipients whose primary language is other than English are 
connected to a bilingual staff member or our language interpretation line vendor 
through a three-way call. Written communications are provided in the recipient’s 
primary language using our translation vendor. Our process allows us to quickly 
identify issues that one or more of our recipients may be experiencing and resolve 
grievances to ensure that every recipient gets the care they are entitled to receive.  
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We also understand that recipient dissatisfaction can adversely impact not only 
the recipient’s experience of care but also their satisfaction with managed care, 
DHCFP and Medicaid in general. We make every effort to resolve grievances as 
quickly as possible and to the recipient’s satisfaction and continually seek ways to 
improve our recipients’ experience with our staff and providers. We review the 
types of grievances and appeals filed by our recipients, grievance and appeal rates, 
turnaround timeliness, and outcomes – including number of upheld or overturned 
appeals – to identify specific quality of service issues or trends. This information is 
gathered and analyzed by our quality improvement staff and provided to our 
Quality Member Access Committee (QMAC), which is comprised of recipients, 
advocates, provider office staff and our staff. The QMAC reviews this information 
in order to identify opportunities to improve the recipient experience and develop 
targeted improvement strategies. We believe recipients, advocates and providers 
are important voices in quality improvement, and the QMAC reflects that belief. 
 
Recipient appeals, both expedited and standard, can be filed orally, in writing, or 
in person.  Information on how and where to file an appeal is included on all 
notices of service denial or reduction. Our Customer Service staff is also trained 
on providing recipients with this information. We are committed to protecting 
recipients’ right to an appeal and are experienced at managing the appeals 
process. Our comprehensive system for managing appeals and grievances ensures 
that recipients receive timely notifications and those who request a continuation of 
benefits during an appeal is able to continue receiving those benefits.  
 
Our grievance and appeals system complies with federal requirements at 42 CFR 
Part 438 and will comply with Nevada Revised Statutes (NRS) and DHCFP 
policies. We will also comply with all NRS and DHCFP requirements for access to 
the State Fair Hearing system.  This system allows us to quickly identify and 
resolve grievances to ensure that every recipient receives the care he or she is 
entitled to receive. 


 
3.13.1.1 A grievance is an expression of dissatisfaction about any matter other 


than one of the actions listed below. Possible issues for grievances 
include, but are not limited to, access to care, quality of services, 
interpersonal relationships between vendor staff and recipients or 
providers, and failure to respect a recipient’s rights. 


 
The filing, reporting, investigation, and resolution of grievances are 
essential elements in ensuring high rates of recipient satisfaction.  We 
treat every grievance seriously and follow all grievances through to 
resolution in order to provide our recipients access to high-quality and 
culturally competent care.  As the front line contact for our recipients, 
our member services staff help identify, respond to, and refer recipient 
grievances to our designated Grievance and Appeals team in order to 
facilitate a positive outcome.  At no time will a recipient be discriminated 
against based on the fact that he or she has filed a grievance.   
 
Grievance & Appeals Tracking System 
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Our Grievance & Appeals system is a comprehensive system that allows 
for intake, handling, timely response, reporting, tracking and trending of 
grievances and appeals. Our Customer Service Representatives and 
Grievance and Appeals team track all grievances and appeals that come 
into our plan by assigning reason codes so that we can understand the 
nature of the grievance and facilitate a positive outcome. Reason codes 
reflect whether the grievance is related to access to care, quality of care, 
attitude, communication or service, billing/financial, quality of 
practitioner’s office site, pharmacy, enrollment/ eligibility, or plan 
administration.  
 
The comprehensive list of reason codes used within the system are as 
follows: 
 


Table X: Grievance and Appeals System Reason Codes 
Main Category Sub-Category 
Quality of Care • Inadequate/inaccurate dispensing 


• PCP not following Advanced Directives 
• Verbal Abuse 
• Physical Abuse 
• Sexual Abuse/Harassment 


Access • Denial/Reduction of Services 
• Appointment not timely 
• Excessive Wait Time 
• Phone No Answer/Busy/Hold time/Disconnect 
• PCP Access Availability Network 
• Inconvenient Hours of Operation  
• Specialist Availability Network 


Attitude/Service • Communication Barrier 
• Diagnosis Treatment Slow/Incomplete/Unclear 
• Unprofessional communication 
• Office Staff Unprofessional 
• Communication Unclear/untimely 
• Discrimination 


Billing/Financial • Par Provider Billing Member 
• Non-Par Provider Billing Member 
• HIPPA Violation 
• Potential Fraud/Abuse 


Quality of Practitioner Office 
Site 


• Office Environment Unsafe 
• Environment Dirty/Offensive 


Pharmacy • PA Not Submitted 
• Non-Formulary 
• TPL-Pharmacy 
• Duplicate Therapy 
• Step Therapy 
• Quantity/Plan Limits 
• Change Dosage 
• Lost/Stolen Meds-Expired Authorization 
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Main Category Sub-Category 
Enrollment/Eligibility • Enrollment Issues 


• DMS Eligibility Issue 
• Pharmacy Eligibility 
• Dental Eligibility 
• Vision Eligibility 


Plan Administration 
(Managed Care) 
 


• Grievance/Appeal Process 
• Dissatisfied with Information provided 
• Dissatisfied with auto assignment  
• COB/TPL Medical 
• ID card 
• Parental Discrepancy 
 


 
Access to Care Grievances 
 
Recipients who contact us with an access to care grievance receive 
immediate assistance from a Customer Service staff member who 
identifies the specific barrier to accessing care to determine if the barrier 
can be removed quickly, through a call to a provider’s office requesting 
an appointment, a call to a transportation vendor arranging 
transportation, or some other similar action. If the recipient’s issue 
involves service authorization or a denial, the staff member contacts a 
UR nurse with the recipient on the phone to determine if the nurse can 
resolve this issue or if the issue requires the intervention of our Medical 
Director.  The call and status of the grievance is recorded our Appeals & 
Grievances tracking system. 
 
Quality of Care Grievances 
 
Quality of care grievances are routed to Quality Review nurses in our 
Quality Improvement department for investigation and resolution. A 
Quality Review nurse requests medical records from the provider who is 
the subject of the grievance and conducts a comprehensive review, which 
may include an on-site visit. We send a resolution notification to the 
recipient advising them of the outcome of the review.  
 
Grievances Concerning Interpersonal Relationships Between Our Staff 
and Recipients or Providers 
 
Grievances concerning attitude, unprofessional communication or a 
failure to respect a recipient’s rights are taken seriously and tracked 
closely to monitor for trends. The Grievance & Appeals team handles the 
routing and resolution of these calls. Grievance concerning vendor staff 
is routed to the staff person’s supervisor. Grievances concerning 
providers are routed to Provider Services representatives for follow-up.  
 
We investigate and close grievances within 30 calendar days.  Grievances 
are trended for future reference and to identify opportunities for 
improvement.  While recipients have 30 days from the date of 
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dissatisfaction to file a formal grievance, if concerns are raised outside of 
that timeframe we treat the complaint as serious and will investigate 
according to the process described above as appropriate. 


 
3.13.1.2 An appeal is a specific request for review of one of the following actions: 


 
A.  The denial or limited authorization of a requested service, including 


the type or level of service; 
 


B.  The reduction, suspension or termination of a previously authorized 
service; 


 
C.  The denial, in whole or in part, of payment for a service; 


 
D.  The failure to provide services in a timely manner; or 


 
E.  The failure of a vendor to process grievances, appeals or expedited 


appeals within required timeframes including resolution and 
notification.  


 
All recipients have a right to appeal any action rendered by the 
health plan.  All recipient appeals must be filed within 30 calendar 
days of the date the recipient received notification of our decision.  
A fourteen calendar day extension may be granted at the 
recipient’s request, or if the Clinical Programs Appeals 
coordinator determines that there is need for additional 
information and that a delay is in the recipient’s interest.  If 
granted, we send a written notice of the extension to the recipient.  
 
If a recipient’s medical condition requires a decision sooner than 
the formal appeals process, an expedited review process – referred 
to as an expedited appeal – will be initiated.  The Recipient Service 
Representative will connect the recipient with the appeals 
coordinator to facilitate and advocate on behalf of the recipient 
during the expedited appeal.  If the request for expedited appeal 
relates to medical necessity, the Medical Director will review and 
appeal and render a decision within 72 hours from receipt.   
 
Recipient appeals, both expedited and standard, can be filed orally, 
in writing, or in person.  An oral filing must be followed by a 
written, signed appeal request except in the instance of an 
expedited resolution.  Appeals in writing can be filed by the 
recipient, an authorized representative of the recipient, or a 
provider acting on behalf of the recipient.  Appeals filed by the 
provider on the recipient’s behalf require the recipient’s written 
consent.  We include information on how and where to file an 
appeal on all notices of service denial or reduction.  
 
Once an appeal is received, we mail a letter to the recipient 
acknowledging receipt of the appeal and the date the appeal will be 
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heard.  The recipient may present evidence and allegations of fact 
or law in person or in writing on or before the date of the appeal.  
All recipients have the opportunity to submit written comments, 
documents, or other information relating to the appeal.   
 
A board-certified physician with clinical expertise in treating the 
recipient’s condition or disease who was not involved in the initial 
denial reviews all recipient medical appeals.  This physician is not 
the subordinate of any person involved in the initial determination.   
 
We advise the recipient in writing that he or she may request a 
hearing through the state, and that the recipient may contact the 
state’s Ombudsman at any time during the appeal process.    
 
A recipient, or representative of the recipient with recipient’s 
written consent, may examine or request copies of the recipient’s 
appeal case file at our location.  Grievances and appeals data will 
be made available upon request. 


 
3.13.1.3 The vendor must provide information about these systems to recipients at 


the time of enrollment. The vendor must inform providers and 
subcontractors at the time they enter into a contract.  


 
A.  This information must include:  


 
1. The recipient’s right to file grievances and appeals; the 


requirements and timeframes for filing; 
 


2. The availability of assistance with filing;  
 


3. The recipient’s right to request continuation of benefits 
during an appeal or State Fair Hearing although the recipient 
may be liable for the cost of any continued benefits if the 
action is upheld;   


 
4. The toll free number to file oral grievances and appeals; and  


 
5. Any DHCFP determined provider’s appeal rights to 


challenge the failure of the organization to cover a service. 
 


Recipients 
 
We inform our recipients of their rights and responsibilities, 
including information about how to file a grievances or appeals, 
continue their benefits during an appeal, as well as the right to a 
State Fair Hearing via the Recipient Handbook.  We promptly 
send the Handbook to new recipients once they are enrolled and 
upon request at any time for currently enrolled recipients. We also 
disseminate this information through our Recipient Newsletter, 
our website, and through our Customer Service staff.   
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The information provided in the Recipient Handbook includes a 
comprehensive and easy-to-understand description of the 
grievance and appeals process, including a recipient’s right to file 
grievances and appeals; what is required to do so; how long the 
process takes; how a recipient can get help with filing; and contact 
information for submitting written or oral grievances and appeals. 
The Handbook also explains that the recipient may choose to 
request to continue benefits during an appeal or State Fair 
Hearing although the recipient may be liable for the cost of any 
continued benefits if the action is upheld. The Handbook also 
includes information about a provider’s right to appeal a decision 
by our health plan to not cover a requested service. 
 
If a grievance involves an action by our health plan, the recipient 
will be informed of his or her right to request an appeal.  We notify 
recipients of their right to appeal via the Recipient Handbook, 
website, and interactions with Customer Service staff.  In addition, 
we notify the recipient in writing if a requested service is denied.  
This notification includes instructions on how to file an appeal 
and how to contact us if the recipient requires assistance filing the 
appeal. Notices of the appeals process sent to recipients are written 
in a culturally and linguistically appropriate manner. 
 
Providers 
 
We also communicate all recipient rights and responsibilities via 
our Provider Manual to our network providers which is specified 
in the provider contract and upon request to any out-of-network 
providers.  Understanding and adhering to the Provider Manual is 
a requirement of all of our provider contracts. 
 
The information provided in the Recipient Handbook includes a 
comprehensive and easy-to-understand description of the 
grievance and appeals process, including a recipient’s right to file 
grievances and appeals; what is required to do so; how long the 
process takes; how a recipient can get help with filing; and contact 
information for submitting written or oral grievances and appeals. 
The Handbook also explains that the recipient may choose to 
request to continue benefits during an appeal or State Fair 
Hearing although the recipient may be liable for the cost of any 
continued benefits if the action is upheld. The Handbook also 
includes information about a provider’s right to appeal a decision 
by the Health plan to not cover a requested service. 
 
If a grievance involves an action by the Health plan, the recipient 
will be informed of his or her right to request an appeal.  We notify 
recipients of their right to appeal via the Recipient Handbook, 
website, and interactions with Customer Service staff.  In addition, 
we notify the recipient in writing if a requested service is denied.  
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This notification includes instructions on how to file an appeal 
and how to contact us if the recipient requires assistance filing the 
appeal. Notices of the appeals process sent to recipients are written 
in a culturally and linguistically appropriate manner. 


 
3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports 


that document the grievance and appeal activities listed on the templates 
located in the Forms and Reporting Guide in addition to Attachment W ~ 
Appeals and Grievances. The report should be broken out by hearing 
issue; date requested and dates resolved, program and outcome for 
tracking, trending and corrective action. 


 
Our comprehensive Grievance and Appeals database and tracking system 
allows us to generate state-required monthly and quarterly reports, as 
well as our own regular and ad-hoc reports. Our successful track record 
is largely due to our frequent and careful monitoring of grievances and 
appeals. We are quick to pick up on emerging trends, which enables us to 
resolve issues as they develop. We have significant experience working 
with a State Medicaid agency to provide regular reports on grievances 
and appeals. Our regular monthly and quarterly reports are broken out 
by: type of grievance or appeal (reason codes); request dates and 
resolution dates; service; determination; recipient; provider; and a 
summary of trends. We provide these reports to the Quality Assurance 
Committee and QMAC to identify opportunities for improvement. 
 
We will provide the reports outlined in the requirement above, including 
but not limited to:  


• REPORT 5 – MCO PROVIDER GRIEVANCE AND APPEAL 
REPORTING FORM  


• REPORT 6 – SUBCONTRACTOR PROVIDER GRIEVANCE 
AND APPEAL REPORTING FORM. 


 
For each month of the calendar year, we will report the number of 
provider grievances and appeals received, whether verbal or written.  The 
reported information will include provider dispute issues pertaining but 
not limited to: policy and procedures issues, denied claims and any claim 
issues with regard to processing time.  The reported information will  
indicate the time frame for resolution completion, i.e.,  less than or equal 
to thirty (30) days or greater than thirty (30) days for appeal resolution 
and less than or equal to ninety (90) days or greater than ninety (90) days 
for grievance resolution   
 
For each month of the calendar year, we will report the number of 
provider grievances and appeals received, whether verbal or written, by 
any subcontractor to whom this responsibility has been delegated.  The 
reported information will include provider dispute issues pertaining but 
not limited to: policy and procedures issues, denied claims and any claim 
issues with regard to processing time.  The reported information will  
indicate the time frame for resolution completion, i.e., less than or equal 
to thirty (30) days or greater than thirty (30) days for appeal resolution 
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and less than or equal to ninety (90) days or greater than ninety (90) days 
for grievance resolution. 


 
3.13.1.5 The vendor shall have a contact person who is knowledgeable of the 


grievance and appeal procedures and shall direct all grievance and 
appeals, whether verbal or the recipient chooses to file in writing. Should 
a recipient choose to appeal in writing, the recipient shall be instructed to 
file via mail or fax to the designated P.O. Box or fax number for medical 
appeals. 


 
Our Director of Grievances and Appeals will be located in Nevada, and 
will be knowledgeable of all grievance and appeals procedures.  This 
individual directs all grievance and appeals activities, whether the 
request is filed verbally or in writing. The Director will be supported by 
the CMO and other clinical staff who have experience in managing 
grievances and appeals. In their notification letters, recipients are 
instructed to file via mail or fax to the designated P.O. Box or fax 
number for medical appeals. 


 
3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) 


available to process grievance and appeals in accordance with the 
requirements. The vendor shall notify the DHCFP of the names of 
appointed staff recipients and their phone numbers.  Staff shall be 
knowledgeable about the applicable state and federal law, vendor's rules 
and regulations, and all court orders governing appeal procedures, as 
they become effective. 


 
We take our recipients’ right to file grievances and appeals seriously. We 
have a team of dedicated knowledgeable staff to process grievances and 
appeals (including clerical and professional), all of whom have a deep 
understanding of the state and federal laws concerning grievances and 
appeals, as well as our own policies and rules. The staffing ratio is based 
on our successful model in another state. Professional staff also 
understands the meaning of court orders concerning grievances and 
appeals and immediately assess and respond to individual court orders 
once they become effective. Staff knowledge will be continuously updated 
through periodic training on current policies and procedures. We will 
provide DHCFP with a list of all staff processing grievances and appeals, 
including their titles, phone numbers and email addresses. 


 
3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to 


ascertain compliance with federal and state regulations as well as 
contractual compliance. 


 
We maintain full compliance and will cooperate with DHCFP’s annual 
audit of the appeals process. Our compliance staff will provide all 
documentation to confirm that we are in compliance with federal and 
state regulations as well as contract compliance. We are highly 
experienced with these audits and EQRO reviews in another state have 
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found our grievances and appeals and utilization management processes 
fully compliant for the past five years. 


 
3.13.2 Recipient Grievances and Appeals 


 
The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c),  
438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 


 
3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing 


and submitted to the DHCFP for review and approval at the time the 
Vendor’s Policies and Procedures are submitted, and at any time 
thereafter when the vendor’s recipient grievances and appeals policies 
and procedures have been revised or updated (not including grammatical 
or readability revisions or updates). The vendor may not implement any 
policies and procedures concerning its recipient grievance and appeal 
system without first obtaining the written approval of the DHCFP. 


 
For almost 20 years, we have operated a user-friendly, NCQA accredited 
Medicaid Grievance and Appeals process guided by written policies and 
procedures, flow charts, desk top processes, and automated processes 
supported by our technology platform.  We are highly experienced with 
Grievance and Appeals audits and EQRO reviews in another state have 
found our Grievances and Appeals and utilization management 
processes fully compliant for the past five years. Policies and Procedures 
fully comply with NCQA accreditation requirements.    
 
We will provide DHCFP with a written description of our grievance and 
appeal system for review and approval along with the submission of our 
Policies and Procedures. We will also submit any proposed changes to 
our grievances and appeals policies and procedures. Any future revisions 
or updates to these policies and procedures will not be implemented 
without first obtaining written approval from DHCFP. These 
submissions will be managed by our Compliance Officer. 


 
3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the 


recipient, to file an appeal within a reasonable State-defined timeframe 
that cannot be less than twenty (20) calendar days or exceed ninety (90) 
calendar days from the date on the entity’s notice of action. 


 
Our appeal process is NCQA accredited and allows recipients and/or 
anyone acting on behalf of the recipient to file an appeal up to (30) 
calendar days from the date on the notice of action. Our grievance and 
appeals system tracks the notice of action date to insure compliance. 
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3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in 
process if all of the following conditions are met: 


 
A.  The appeal is filed on or before the later of the following: a) within 


ten (10) calendar days of the vendor mailing the Notice of Action; or 
b) the intended effective date of the vendor’s proposed action.  


 
B.  The appeal involves the termination, suspension, or reduction of a 


previously authorized course of treatment. 
 


C.  The services were ordered by an authorized provider. 
 


D.  The authorization period has not expired. 
 


E.  The recipient requests continuation of benefits. 
 


Our policies and procedures reflect the requirement that any 
recipient who has filed an appeal that is in process will continue to 
receive benefits if all of the required conditions are met. 
 
Denial notifications include an explanation of the recipient’s right 
to appeal, how the process works and their right to request 
continuation of benefits while the appeal is in process. We also 
explain their potential liability if the appeal is denied. When 
continuation is requested, we notify the provider of the 
continuation of benefits pending an appeal and notify the care 
management team. We document the continuation in our medical 
management system. We enter an authorization into our claims 
payment system to ensure that services rendered pending an 
appeal are appropriately paid. 


 
3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the 


appeal is pending, and the benefits must be continued until one of the 
following occurs:  


 
A.  The recipient withdraws the appeal; 


 
B.  The recipient does not request a State Fair Hearing with 


continuation of benefits within ten (10) days from the date the 
Vendor mails an adverse appeal decision; 


 
C.  A State Fair Hearing decision adverse to the recipient is made, or 


 
D.  The service authorization expires or authorization limits are met. 


 
Our policies and procedures comply with all of the requirements 
above for continuation or reinstatement of benefits.  Denial 
notifications include an explanation of the recipient’s right to 
request continuation of benefits while the appeal is in process. 
When continuation is requested, we notify the provider of the 
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continuation of benefits pending an appeal and notify the care 
management team. We document the continuation in our medical 
management system and ensure that services rendered pending an 
appeal are appropriately paid. The recipient and the providers are 
sent notification letters when the benefit will no longer be 
continued, and our medical management system and claims 
payment systems are updated. 


 
3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf 


of a recipient) may file a grievance or submit an appeal directly with the 
DHCFP. However, such grievances and appeals will be referred to the 
vendor for resolution. In the event a provider files an appeal on the 
recipient’s behalf, the provider must first obtain the recipient’s written 
permission with the exception of an expedited appeal.  


 
We have 20 years of working collaboratively with a State Medicaid 
agency and know how to be good partner in the grievance and appeals 
process. We acknowledge that any grievances or appeals filed directly 
with DHCFP by one of recipients (or by a recipient’s representative, 
including a provider); will be referred to us for resolution. Our 
Grievance and Appeals team will respond to these grievances and 
appeals in a timely manner and include them in our tracking system 
reporting back to DHCFP. 
 
We educate our providers that they must first obtain a recipient’s written 
permission in order to file an appeal or grievance on his or her behalf, 
with the exception of an expedited appeal. We include this guidance to 
providers in the Provider Manual, on our Provider Website and it is 
reinforced through provider education delivered by Provider Services 
Representatives. 


 
3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s 


appeal process, but if not satisfied with the outcome, may request a State 
Fair Hearing from the DHCFP. The vendor is required to provide access 
to and information about the State Fair Hearing process in the event a 
recipient’s appeal is not resolved in favor of the recipient. Grievances are 
not eligible for referral to the State Fair Hearing process. 


 
If a recipient is dissatisfied with our appeals process, he or she has the 
right to request a State Fair Hearing process for appeals. We will 
cooperate fully with the state in the event of a hearing and support the 
process by quickly sending all supporting documentation.  
 
In the event a recipient requests a hearing, our Research Appeals 
coordinator will work with the state to initiate the process and to request 
the denial and appeal files.   
 
Once our Research Appeals coordinator receives contact from the state’s 
Administrative Hearings Branch asking for the denial file for a specific 
recipient and service, she follows these steps:  
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• The Research Appeals coordinator sends the electronic denial and 
appeal files (if applicable) by secure email to the state’s 
Administrative Hearings Branch.   


• The Research Appeals coordinator receives an official email from 
the state’s Administrative Hearings Branch.  This email states that 
a hearing has been requested and on what date the request was 
received.  It also includes a copy of the entire file, including the 
denial file sent by the Health plan and the recipient’s request to 
the state.   


• The Research Appeals coordinator receives a Notice of Scheduled 
Hearing from the state’s Administrative Hearings Branch that is 
signed by the assigned hearing officer.  The notice will likely 
provide the date, time and location the hearing is to be held.  


• We file a Notice of Entry of Appearance of Counsel.  The notice is 
faxed to the state’s Administrative Hearings Branch and is mailed 
to the Hearing Officer and the recipient.  


• Our attorney and Research Appeals coordinator attend all 
hearings.  If the case warrants a Medical or Dental Director 
testimony, he or she also attends the hearing.  


• We wait to receive the findings of fact, conclusions of law, and 
recommended decision.   


• We await the final order.  
• If the final order upholds our denial, the appeal decision is final, 


and at this point, the recipient has exhausted all of our appeal 
options.  The recipient may also contact the state’s Ombudsman 
for assistance at any time during the appeal process.  Recipients 
may refer to their Recipient Handbook for complete details about 
filing pre-service medical appeals. Recipients may also call our 
Customer Service Department for help filing a medical appeal.  


• If the final order overturns our denial, the recipient receives a 
letter from the state and we approve the service.  


• If at any point the health plan does not comply with hearing 
requirements, we understand that this will lead to an automatic 
ruling in favor of the recipient, and we would approve the service. 


 
3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an 


appeal or grievance either orally or in writing. Unless the recipient has 
requested an expedited resolution, an oral appeal may be followed by a 
written, signed appeal. The vendor may not require a written signed 
appeal following an oral request for an expedited appeal. If a grievance 
or appeal is filed orally, the vendor is required to document the contact 
for tracking purposes and to establish the earliest date of receipt.  There 
is no requirement to track routine telephone inquiries. 


 
Recipient appeals, both expedited and standard, can be filed orally, in 
writing, or in person.  An oral filing must be followed by a written, 
signed appeal request except in the instance of an expedited request for 
resolution. We do not require written follow up in the event an expedited 
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appeal is requested orally. For standard appeals, in the event a written 
appeal is not received within 10 days of an oral appeal, the appeal is 
dismissed and the recipient or provider is notified in writing of the 
dismissal.  All appeals, oral and written, are documented in the Medical 
Management System Appeals Module.  All appeal requests are tracked 
for timeliness with the first date of receipt of the request documented and 
the due date of the decision for easy tracking. 
 
IPRO, NCQA, and State audits on compliance of appeals including 
turnaround times and case decisions have consistently met or exceeded 
standards with 100% compliance. 
 
Appeals in writing can be filed by the recipient, an authorized 
representative of the recipient, or a provider acting on behalf of the 
recipient.  Appeals filed by the provider on the recipient’s behalf require 
the recipient’s written consent.  All notices of service denial or reduction 
include instructions on how a recipient, or a provider acting on their 
behalf, may file an appeal.  
 
During 2015, 1,104 appeals were requested, 610 were recipient appeals 
and 494 were provider appeals.  Of the 610 recipient appeals, 15 were 
expedited.  We did not have any oral appeal requests.  Recipients are 
provided information upon enrollment via the Recipient Handbook, in 
the NOA and in the appeal letter verbiage the instructions on the proper 
procedure for filing an appeal including written notification 
requirements upon oral appeal request.  Due to this abundant 
information, recipients are compliant with appeal requests.   
 
We track and review appeals to identify opportunities to improve our 
process and recipient access to care. If we identify an upward trend in a 
certain type of appeal, we analyze the appeal documentation comparing 
the initial request and final determination and what led to the appeal. We 
may determine that a specific provider is requesting non-medically 
necessary services. Or we may determine our requirements for 
documenting a request for services are unclear. In these instances, we 
undertake improvement activities – including but not limited to provider 
education, and policy and documentation requirements clarifications 
issued to the provider network through e-updates posted on our provider 
webpage. 
 
We document all routine telephone inquiries.  The information is 
reviewed for trends and reported to our QI/QMAC on a monthly basis. 
Routine calls frequently provide valuable information on issues at their 
onset, providing an opportunity for resolution as quickly as possible. 
Staff identifies barriers and implements solutions to eliminate barriers. 
Solutions may include enhanced communication to recipients and 
providers, process changes, etc. 
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3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from 
a routine telephone inquiry by the content of the inquiry. 


 
Our Customer Service staff is thoroughly trained to be sure they 
understand when a routine phone inquiry becomes an oral grievance or 
appeal. We track general calls to our Recipients Services office 
separately from oral grievances and appeals. When a phone call is 
identified as a grievance or appeal, it is then logged as such in our 
Grievance and Appeals system. Routine call monitoring helps us ensure 
that call center staff are appropriately distinguishing oral appeals and 
grievances from routine telephone inquiries. 


 
3.13.3 Authorization and Notice Timeliness Requirements 


 
3.13.3.1 The vendor must provide standard authorization decisions as 


expeditiously as the recipient’s health requires and within the State’s 
established timelines that may not exceed fourteen (14) calendar days 
following receipt of the request for service, with a possible extension of 
up to fourteen (14) additional calendar days if the recipient or provider 
requests the extension; or, the vendor justifies (to the DHCFP upon 
request) a need for additional information and how the extension is in the 
recipient’s interests. The vendor must provide written notice of the 
reason for the extension and inform the recipient of their right to file a 
grievance. 


 
We make determinations for non-urgent requests within two (2) business 
days.  We may also grant an extension of up to fourteen (14) additional 
days if the recipient or provider requests an extension or if we justify a 
need for additional information. In both instances, we and the provider 
documents how the extension is in the recipient's interest.  We will 
provide all justification to DHCFP upon request.  If we extend the 
timeframe, we provide the recipient written notice of the reason for our 
determination to extend and the recipient’s right to file a grievance if 
he/she disagrees with our determination.  We are 100% compliant with 
State turnaround requirements and consistently achieve high EQRO, 
State and NCQA audit results. 


 
3.13.3.2 For cases in which a provider indicates or the vendor determines that 


following the standard timeframe could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum 
function, the vendor must make an expedited authorization decision and 
provide a Notice of Action as expeditiously as the recipient’s health 
condition warrants and no later than seventy two (72) hours after receipt 
of the request for service.  The vendor may extend the (72) hours’ time 
period by up to fourteen (14) calendar days if the recipient requests an 
extension or if the vendor justifies (to the DHCFP upon request) a need 
for additional information and how the extension is in the recipient’s best  
interest. The vendor must provide written notice of the reason for the 
extension and inform the recipient of their right to file a grievance. 
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We make determinations for urgent requests within one business day of 
the request.  Urgent requests include cases where a delay in 
authorization could be detrimental to recipient health or ability to attain, 
maintain, or regain maximum function. Our Medical Director reviews 
and determines final approval for all expedited requests. We may also 
grant an extension of up to 14 additional calendar days if the recipient or 
provider requests an extension. If we believe the extension is necessary 
but is not requested by the recipient or provider, we will seek 
authorization from the DHCFP for an extension. If we extend the 
timeframe, we provide written notice of the reason for the extension 
including the recipient’s right to file a grievance if he/she disagrees with 
our determination.  We are 100% compliant with State turnaround 
requirements and consistently achieve high EQRO, State and NCQA 
audit results.   


 
3.13.4 Notice of Action 


 
3.13.4.1 The vendor must provide a written Notice of Action to the recipient 


when the vendor takes action or makes an adverse determination 
affecting the recipient. If a provider has made a request on a recipient’s 
behalf and the vendor makes an adverse determination, the provider must 
be notified but this notification need not be in writing. 


 
We provide written Notices of Action to recipients when we take any 
action or make an adverse determination affecting the recipient.  An 
action is defined as the denial or limited authorization of a requested 
service, including the type or level of service; reduction, suspension, or 
termination of a previously authorized service; denial, in whole or in 
part, of payment for a service; failure to provide services in a timely 
manner; failure to act within specified timeframes; and denial of a 
request to obtain services outside the network for specific reasons. 
 
We also notify providers in writing if the provider has made a request on 
the recipient’s behalf and the resolution was an adverse determination.  
 
All recipients are notified that they have thirty (30) calendar days from 
the date of receiving a Notice of Action to file an appeal either orally or 
in writing. 


 
3.13.4.2 The notice must meet all of the following requirements: 


 
A.  Be available in the State-established prevalent non-English 


languages; 
 


B.  Be available in alternative formats for persons with special needs 
(visually impaired recipients, or recipients with limited reading 
proficiency); and 
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C.  Use easily understood language and format requirements of 42 CFR 
438.404(c); 42 CFR 438.10(c) and (d).  


 
We send the Notice of Action to the recipient and the attending 
provider. Notices include all of the requirements above.  If the 
recipient has a communication barrier (i.e. needs written 
translation of a denial letter), our utilization management team 
has processes in place to h the Notice of Action translated into the 
recipient’s primary language. Our notices are written in a 
culturally and linguistically appropriate manner, and will be 
available in the State-established prevalent non-English 
languages, be available in alternative formats for persons with 
special needs, and will use easily understood language and format 
requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d).   
 
We also provide TDD/TYY services for deaf, hard of hearing, or 
speech-impaired recipients to obtain information on requests for a 
written translation of a Notice of Action. 


 
3.13.4.3 A written Notice of Action to the recipient must meet the following 


requirements and must explain: 
 


A.  The action the vendor or its subcontractor has taken or intends to 
take; 


 
B.  The reasons for the action; 


 
C.  The recipient’s or the provider’s right to file an appeal, if he/she 


disagrees with decision; 
 


D.  The recipient’s right to request a State Fair Hearing after the 
recipient has exhausted the vendor’s internal appeal procedures; 


 
E.  The procedures for exercising the recipient’s rights to appeal; 


 
F.  The circumstances under which expedited resolution is available and 


how to request it; 
 


G.  The recipient’s rights to have benefits continue if the appeal is filed 
on or before the latter of the following: within ten (10) calendar days 
of the vendor mailing the Notice of Action or the intended effective 
date or the proposed action pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances 
under which the recipient may be required to pay the costs of these 
services; 


 
H.  That the recipient may represent himself or use legal counsel, a 


relative, a friend, or other spokesman; 
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I.  The specific regulations that support, or the change in federal or 
State law that requires the action; and 


 
J.  The recipient’s right to request an evidentiary hearing if one is 


available or a state agency hearing, or in cases of action based on 
change in law, the circumstances under which a hearing will be 
granted. 


 
We have almost 20 years of experience communicating with 
recipients about their rights related to the grievance and appeals 
process. Our notices are clear and easily understood by recipients 
and include each and every required element outlined above as 
well as in the state Medicaid contract. Notice templates will be 
submitted to the DHCFP for review and approval prior to use. 


 
3.13.4.4 The vendor must give notice at least ten (10) calendar days before the 


date of action when the action is a termination, suspension, or reduction 
of previously authorized covered services.  This timeframe may be 
shortened to five (5) days if probable recipient fraud has been verified.   


 
We give notice at least ten (10) calendar days before the date of action 
when the action is a termination, suspension, or reduction of previously 
authorized covered services. Our systems are configured to so that we 
may suspend or terminate the authorization of services for ten days from 
the date the notice was sent to the recipient. We do not deny a previously 
approved service.  Once a service has been approved, we will honor the 
approval, unless there is a suspicion of fraud.  If we suspect fraud, a 
referral is made to our Compliance department (Program Integrity Unit) 
to conduct a fraud investigation, and the timeframe may be shortened to 
five (5) days.  Services are continued for the recipient while a fraud 
investigation is underway and until a determination is made. 


 
3.13.4.5 The vendor must give notice by the date of the action for the following 


circumstances:   
 


A.  In the death of the recipient;  
 


B.  A signed written recipient statement requesting termination or 
giving information requiring termination or reduction of services 
(where the recipient understands that this must be the result of 
supplying that information); 


 
C.  The recipient’s admission to an institution where he is ineligible for 


Medicaid services; 
 


D.  The recipient’s address is unknown and mail directed to him has no 
forwarding address; 
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E.  The recipient has been accepted for Medicaid services by another 
local jurisdiction, state, territory, or commonwealth; 


 
F.  The recipient’s physician prescribes the change in level of medical 


care; 
 


G.  An adverse determination made with regard to the preadmission 
screening requirements for nursing facility admissions; or 


 
H.  When being transferred from a nursing facility for the following 


reasons: 
 


1. The safety or health of individuals in a facility would be 
endangered;  


 
2. The residents health improves sufficiently to allow a more 


immediate transfer or discharge;  
 


3. An immediate transfer or discharge is required by the 
resident’s urgent medical needs; or 


 
4. The resident has not resided in a nursing facility for thirty 


(30) calendar days (applies only to adverse action for nursing 
facility transfers). 


 
In accordance with the contract requirements, our UM policies and 
procedures will provide that notice is given by the date of action for all of 
the above circumstances.  All policies fully comply with NCQA 
accreditation requirements.   


 
3.13.4.6 The vendor must give a Notice of Action on the date of action when the 


action is a denial of payment.  
 


In the case of a denial of payment, we send the Notice of Action to the 
recipient and the attending provider on the date of the denial 
determination.  We include the reasons for the action and the recipient’s 
or provider’s right to file an appeal in the Notice of Action.  We 
document the Notice of Action within our management information 
system, which provides a real-time view of individual patients and 
populations, integrating clinical, financial, and administrative data. Our 
management information system automates coordination and workflow 
across the system and allows real-time collaboration across the entire 
care team, including tracking of communication with recipients and 
providers. 


 
3.13.4.7 The vendor must give notice on the date that the timeframes expire when 


service authorization decisions are not reached within the timeframes for 
either standard or expedited service authorizations. Untimely service 
authorizations constitute a denial and are thus adverse actions. 
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Our UM staff make every effort to complete authorization decisions in a 
timely manner, tracking all timelines in our management information 
system and working closely with the requesting provider to secure all 
information needed to render a determination. When service 
authorizations are not reached within the timeframe for either standard 
or expedited service authorization, the service is denied and we provide 
written notification of this action to the recipient and the attending 
provider.  The enrolled recipient, or a recipient’s representative 
(including a provider on behalf of a recipient), may file an appeal with 
our health plan using the procedure described in Section 3.13.1.2. 


 
3.13.4.8 The recipient’s right to receive written resolution notice that includes the 


results of the process and the date it was completed. In addition, 
reasonable efforts shall be made to provide oral resolution notice. 


 
Our grievances and appeals staff is responsible for resolving and 
communicating the resolution of a grievance or appeal.  Upon 
resolution, staff documents the resolution in our grievance and appeals 
system and the system generates a letter to the recipient documenting the 
results of the process and the date it was completed. The letter also 
communicates the recipient’s rights to further appeal and related 
procedures. At the same time a letter is mailed, an appeals coordinator 
makes a reasonable effort to contact the recipient by phone to provide 
notice of the resolution and its implications orally. 


 
3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice 


must include: 
 


A.  The right to request a State Fair Hearing, and how to do so; 
 


We understand and will comply with the requirement as written. 
The Notice of Action that communicates the resolution of the 
appeal to the recipient includes an explanation of the recipient’s 
right to request a State Fair Hearing and the timeline in which to 
request the hearing. We provide both an address and telephone 
number that the recipient can use to request a State Fair Hearing. 
We also inform recipients of their right to be represented in a State 
Fair Hearing. 


 
B.  The right to request to receive benefits while the hearing is pending, 


and how to make the request; and 
 


The Notice of Action includes a statement that clarifies that the 
recipient will not lose their benefits if they request a State Hearing 
and informs them of their right to receive benefits while the 
hearing is pending.  We provide contact information for the 
Appeals Coordinator so that recipients can make the request to 
continue to receive benefits during the hearing. 
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C.  That the recipient may be held liable for the cost of those benefits if 
the hearing decision upholds the MCO's action.  


 
We understand and will comply with the requirement as written.  
The Notice of Action also informs recipients that they may be held 
liable for the cost of those benefits if the hearing upholds our 
decision on the appeal. Our Appeals Coordinator will reiterate the 
recipient’s potential liability for the cost of those benefits when the 
recipient calls to request the benefits be continued during the 
hearing. 


 
3.13.5 Handling of Grievances and Appeals  


 
The vendor is required to dispose of each grievance and resolve each appeal and 
to provide notice as expeditiously as the recipient’s health condition requires 
within the State’s established time frames specified as follows: 


 
3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than 


ninety (90) calendar days from the date of receipt of the grievance. 
 


We make every effort to resolve grievances as quickly as possible.  We 
will never take more than 90 calendar days to address a grievance. We 
have substantial experience working with Medicaid recipients and have 
an exemplary track record with respect to grievances and appeals. Our 
performance in another state demonstrates our responsiveness to 
grievances. In the last quarter (April through June 2016), we resolved 
98% of grievances in a timely manner, and none of the grievances were 
open more than 50 days. 
 
The filing, reporting, investigation, and resolution of grievances are 
essential elements in building high recipient satisfaction rates.  Recipient 
grievances allow our recipients the opportunity to receive assistance in 
resolving barriers to access and make us aware of issues our recipients 
may encounter so that we can take corrective action.  We treat every 
grievance seriously and follow through to a resolution that allows 
recipients to access quality and culturally competent care.  Our Customer 
Service staff is responsible for identifying, responding to, and referring 
recipient grievances in order to facilitate a positive outcome.  At no time 
will a recipient be discriminated against based on the fact that he or she 
has filed a grievance.   
 
If a recipient contacts us for assistance, we will always advocate for 
access to services that will improve the recipient’s health and quality of 
life.  Our grievance process complies with CMS and state requirements.  
If a recipient is dissatisfied with the resolution to his or her grievance, we 
advise the recipient of his or her right to appeal.  
 
Our Customer Service Representatives track all grievances that come 
into our plan by assigning reason codes and logging them into our 
electronic documentation system so that we can understand the nature of 
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the grievance and facilitate a positive outcome. Reason codes reflect 
whether the grievance is related to access to care, quality of services, 
interpersonal relationships, a failure to respect a recipient’s rights, or 
any other type of grievance.  
 
Our Grievance and Appeals staff handles all distribution and resolution 
of grievances.  
 
Quality of care grievances are routed to Quality Review nurses in our 
Quality Improvement department for investigation and resolution. 
Grievances made about providers (including those related to attitude, 
access or unprofessional communication) are routed to our Provider 
Network Management department for investigation and resolution.  We 
reserve the right to perform onsite visits to provider offices if patterns are 
identified through the grievance process that needs to be investigated in 
person.  
 
Alleged fraud, waste, or abuse is routed to our Program Integrity Unit 
for review, investigation, and corrective action.  
 
Grievances are trended for future reference and to identify opportunities 
for improvement.  While recipients have 30 days from the date of 
dissatisfaction to file a formal grievance, if concerns are raised outside of 
that timeframe we treat the complaint as serious and will investigate 
according to the process described above as appropriate. 


 
3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than 


thirty (30) calendar days from the date of receipt of the appeal. 
 


All recipients have a right to appeal any action rendered by our health 
plan.  We make every effort to resolve appeals as soon as possible. We 
have 30 days to complete a standard appeal – we exceeded this with an 
average turnaround time of 17.5 days.  
 
All recipient appeals must be filed within thirty (30) calendar days of the 
date the recipient received notification of our decision.  A fourteen (14) 
calendar day extension may be granted at the recipient’s request, or if 
the Clinical Programs Appeals Coordinator determines that there is need 
for additional information and that a delay is in the recipient’s interest.  
We send a written notice of the extension to the recipient.  
 
If a recipient’s medical condition requires a decision sooner than the 
formal appeals process, an expedited review process – referred to as an 
expedited appeal – will be initiated.  The Recipient Service 
Representative will connect the recipient with the Appeals Coordinator to 
facilitate and advocate on behalf of the recipient during the expedited 
appeal.  If the request for expedited appeal relates to medical necessity, 
the Medical Director will review the appeal and render a decision within 
72 hours from receipt.   
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Recipient appeals, both expedited and standard, can be filed orally, in 
writing, or in person.  An oral filing must be followed by a written, 
signed appeal request except in the instance of an expedited resolution.  
Appeals in writing can be filed by the recipient, an authorized 
representative of the recipient, or a provider acting on behalf of the 
recipient.  Appeals filed by the provider on the recipient’s behalf require 
the recipient’s written consent.  We include information on how and 
where to file an appeal on all notices of service denial or reduction.  
 
Once an appeal is received, we mail a letter to the recipient 
acknowledging receipt of the appeal and of the date the appeal will be 
heard.  The recipient may present evidence and allegations of fact or law 
in person or in writing on or before the date of the appeal.  All recipients 
have the opportunity to submit written comments, documents, or other 
information relating to the appeal.   
 
A board-certified physician with clinical expertise in treating the 
recipient’s condition or disease who was not involved in the initial denial 
reviews all recipient medical appeals.  This physician is not the 
subordinate of any person involved in the initial determination.   
 
The recipient is advised in writing that he or she may request a hearing 
through the state.    
 
A recipient, or representative of the recipient with the recipient’s written 
consent, may examine or request copies of the recipient’s appeal case file 
at our location.  Grievances and appeals data will be made available 
upon request.   
 


3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each 
expedited appeal and provide notice, as expeditiously as the recipient’s 
health condition requires, not to exceed  three (3) business days after the 
vendor receives the expedited appeal request. The vendor is required to 
establish and maintain an expedited review process for appeals when the 
vendor determines or the provider indicates that taking the time for a 
standard resolution could seriously jeopardize the recipient’s life or 
health or ability to attain, maintain, or regain maximum function. The 
vendor must ensure that punitive action is not taken against a provider 
who requests an expedited resolution or supports an appeal.  If the 
vendor denies a request for an expedited resolution of an appeal, it must 
transfer the appeal to the standard timeframe of no longer than thirty (30) 
calendar days from the day the vendor receives the appeal (with a 
possible fourteen (14) calendar day extension) for resolution of appeal 
and give the recipient prompt oral notice of the denial and follow up 
within two (2) calendar days with a written notice. 


 
When we determine or the provider indicates that the timeline of a 
standard resolution could seriously jeopardize the recipient’s life, health 
or ability to maintain or regain maximum function, an expedited review 
process is available.  In this case, the Medical Director will review the 
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appeal and render a decision within three business days from receipt. We 
typically exceed the required timeframe, with the average expedited 
review completed within one business day. 
 
No punitive action is ever taken against a provider who requests an 
expedited resolution or who supports an appeal.  
 
If we determine that an expedited review process is not warranted and 
deny the request, the appeal is processed in accordance with the standard 
appeal resolution timeframe of thirty (30) calendar days with the time 
period commencing on the original date of the receipt of the request for 
appeal, with a possible 14 calendar day extension. Within two calendar 
days of the decision, we promptly contact the recipient by phone and 
provide written notice of the denial. 
 


A.  The vendor must inform the recipient of the limited time available to 
present evidence and allegations of fact or law, in person or in 
writing, in the case of the expedited resolution. 


 
When an expedited review process is initiated, oral notification is 
provided through the appeals coordinator rather than a written 
notification, because of the short time frame. The recipient is 
informed that they have limited time available to present evidence 
and allegations of fact or law in person or in writing on or before 
the date of the appeal. The appeals coordinator assigned to 
facilitate and advocate on behalf of the recipient during the 
expedited appeal also notifies the recipient of the limited time 
available to present evidence and allegations of fact such as 
medical records and other documentation from their provider. 


 
B.  These time frames may be extended up to fourteen (14) calendar 


days if the recipient requests such an extension or the vendor 
demonstrates to the satisfaction of the DHCFP that there is a need 
for additional information and how the extension is in the recipient’s 
interests. If the State grants the vendor’s request for an extension, 
the vendor must give the recipient written notice of the reason for 
the delay. 
 
We have provided recipients with a fully-compliant, user-friendly 
and timely grievance and appeals process for nearly 20 years.  In 
our work in another state, we have a perfect track record over the 
past five years, demonstrating 100% compliance with State 
turnaround requirements and exceeding EQRO, State and NCQA 
audits. We acknowledge a fourteen (14) calendar day extension 
may be granted at the recipient’s request, or if the Clinical 
Programs Appeals Coordinator determines to the satisfaction of 
the DHCFP that there is need for additional information and that 
a delay is in the recipient’s interest. If the State grants the request 
for an extension, we send the recipient a written notice of the 
extension and the reason for the delay within two working days of 
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the decision to extend. These requests are handled and tracked by 
our Grievance and Appeals Coordinator. 


 
3.13.5.4 In handling grievances and appeals, the vendor must meet the following 


requirements:  
 


A.  The vendor must provide recipients any reasonable assistance in 
completing forms and taking other procedural steps, including 
assisting the recipient and/or the recipient’s representative to arrange 
for non-emergency transportation services to attend and be available 
to present evidence at the appeal hearing. This also includes, but is 
not limited to, providing interpreter services and toll-free numbers 
that have adequate teletypewriter (TTY)/ Telecommunications 
device for the deaf (TDD) and interpreter capability; 


 
We are experienced assisting recipients with the grievance and 
appeals process and are familiar with the best ways to support 
them. Our ultimate goal is to deliver healthcare services to 
recipients that are appropriate and will improve their overall 
health status and health outcomes.  When a recipient files a 
grievance or appeal, our Customer Service staff serve serves as an 
advocate to help resolve the issue and to ensure that every 
recipient receives the care entitled to him or her. This includes 
assisting recipients and/or the recipient’s representative with 
completing forms and procedural steps, arranging for 
transportation services to attend the appeal hearing, and providing 
interpreter services and toll-free numbers that can support 
TTY/TTD needs. 


 
B.  Acknowledge receipt of each grievance and appeal; 


 
We follow the process outlined in applicable state statutes and 
regulations for grievances and appeals. When a Customer Service 
Representative receives a verbal or written grievance, the 
grievance is documented in our grievance and appeals database 
and the system mails an acknowledgement letter to the recipient, 
indicating receipt of the grievance. Similarly, for appeals, the 
system mails a letter to the recipient acknowledging receipt of the 
appeal and the date the appeal will be heard. 


 
C.  Ensure that the individuals, or their subordinates, who make 


decisions on grievances and appeals were not involved in any 
previous level of review or decision-making; and 


 
A board-certified physician with clinical expertise in treating the 
recipient’s condition or disease who was not involved in the initial 
denial reviews all recipient medical appeals.  This physician is not 
the subordinate of any person involved in the initial determination. 
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D.  Ensure that the individuals who make decisions on grievances and 
appeals are health care professionals who have the appropriate 
clinical expertise in treating the recipient’s condition or disease if 
the grievance or appeal involves any of the following: 


 
1. An appeal of a denial that is based on medical necessity; 


 
2. A grievance regarding the denial of an expedited resolution 


of an appeal; or 
 


3. A grievance or appeal that involves clinical issues. 
 


If a grievance or appeal involves (1) an appeal of a denial that is 
based on medical necessity, (2) a grievance regarding the denial or 
an expedited resolution of an appeal; or (3) clinical issues, a 
board-certified physician with appropriate clinical expertise in 
treating the recipient’s condition or disease, who was not involved 
in previous decisions, reviews and makes decisions on the 
grievance or appeal. If no physician with relevant clinical 
experience is available internally, the appeal is routed to an 
external Physician Reviewer with appropriate clinical experience. 


 
3.13.5.5 The process for appeals also requires: 


 
A.  That oral inquiries seeking to appeal an action are treated as appeals 


(in order to establish the earliest possible filing date for the appeal) 
and must be confirmed in writing unless the recipient requests 
expedited resolution; 
 
Recipient appeals can be filed orally, in writing or in person. An 
oral filing must be followed by a written request except in the 
instance of an expedited resolution. When a recipient files an oral 
appeal, our appeals coordinator explains the process, including 
how to submit a written request in follow up to the oral appeal. We 
then mail a letter to the recipient acknowledging receipt of the 
appeal. 


 
B.  That the recipient is provided a reasonable opportunity to present 


evidence, and allegations of fact or law, in person as well as in 
writing, and that the recipient is informed by the Vendor of the 
limited time available for this in the case of expedited resolution; 


 
All recipients have the opportunity to submit written comments, 
documents or other information related to the appeal and is 
notified as such in a written acknowledgement of the appeal so 
that they have a reasonable opportunity to gather and present 
evidence within the timeline. In the case of expedited resolution, 
we notify the recipient both in writing and orally regarding the 
limited time available to present evidence. 
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C.  That the recipient and his/her representative is provided the 
opportunity, before and during the appeals process, to examine the 
recipient’s case file, including medical records, and any other 
document and records considered during the appeals process; and 
 
The recipient and his/her representative may examine or request 
copies of the recipient’s appeal case file at our location at any time 
before and during the appeals process. Grievances and appeals 
data will be made available upon request. 


 
D.  The vendor to include, as parties to the appeal, the recipient and 


his/her representative or the legal representative of a deceased 
recipient’s estate. 


 
We include the recipient and his/her representative or the legal 
representative of a deceased recipient’s estate as parties to the 
appeal. 


 
3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance 


and appeal in written format. The written notice must include the results 
of the resolution process and the date it was completed. For appeals that 
are not wholly resolved in favor of the recipient, the notice must also 
include:  


 
A.  The right of the recipient to request a State Fair Hearing from the 


DHCFP and how to do so;  
 


B.  The right to request to receive benefits while the hearing is pending 
and how to make this request; and 


 
C.  That the recipient may be held liable for the cost of those benefits if 


the State Fair Hearing’s Officer upholds the vendor’s action. 
 


Once a grievance or appeal has been resolved, our system mails a 
resolution letter to the recipient. The letter includes the results of the 
resolution and the date it was completed. For appeals that are not wholly 
resolved in favor of the recipient, the notice includes all of the 
requirements above as well as the Appeal Coordinator’s contact 
information for any questions regarding the letter. All appeal letters, 
NOA, denial polices, appeal policies and the Recipient Handbook detail 
the recipient’s right to request any documentation, free of charge before, 
during or after a decision has been rendered.  We have a dedicated unit 
staffed with Appeals Coordinators who respond to such requests.  The 
Appeals Coordinator, with management oversight, provides the recipient 
via mail, email or in person the documentation requested. 


 
3.13.5.7 For expedited appeal resolution requests, the vendor is required to make 


a good faith effort to provide an oral notice of the disposition in addition 
to the required written notice.   
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In the case of expedited appeal resolutions requests, the appeals 
coordinator will make a good faith effort to contact the recipient and 
provide an oral notice of the disposition in addition to a written notice of 
resolution. Attempts to contact recipients by phone to provide this oral 
notice are made within two days of the disposition. 


 
3.13.5.8 The vendor is required to maintain records of grievances and appeals, 


which the DHCFP will review as part of the Division’s quality strategy. 
 


We maintain records of all grievances and appeals in our grievance and 
appeals database and can make those records available to DHCFP as 
requested. All grievance and appeal records are secured electronically or 
in confidential files for a minimum of 10 years or per state specific 
requirements. 


 
3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality 


Management / Quality Improvement committee meetings to the review 
of recipient complaints and appeals that have been received.  


 
Customer Service staff analyze grievance and appeal data on a monthly 
and quarterly basis and report the data to the Quality 
Improvement//Quality Member Access committee meetings. Ad hoc 
reports are also pulled as issues develop. We devote a portion of the 
regularly scheduled committee meetings to review of the data on 
recipient complaints and appeals that have been received.  The 
committee reviews any trends or patterns in the data that suggest actions 
we may need to take to better communicate with and serve our recipients. 
For example, where the committee finds trends in unclear or untimely 
provider communication, the committee can identify strategies to better 
educate the recipient in asking questions and to educate the provider on 
how to ensure recipients are being advised in an understandable manner. 


 
3.13.6 State Fair Hearing Process 


 
3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A 


recipient, recipient’s representative or the representative of a deceased 
recipient’s estate has the right to request a State Fair Hearing from the 
DHCFP when they have exhausted the vendor’s appeal system without 
receiving a wholly favorable resolution decision. The request for a State 
Fair Hearing must be submitted in writing within ninety (90) calendar 
days from the date of the vendor’s notice of resolution.  


 
We have experience coordinating with Medicaid State Fair Hearing 
processes and are adept at helping our recipients navigate their appeal 
rights, up to and including a State Fair Hearing.  
 
If a recipient is dissatisfied with our appeals process, he or she has the 
right to request a State Fair Hearing process for appeals. We will 
cooperate with the state in the event of a hearing.  If a recipient is 
dissatisfied with our decision, he/she must complete the internal appeal 
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before initiating the hearing process. We will comply with the state’s 
ruling in such cases.  
 
In the event a recipient requests a hearing, our Research Appeals 
Coordinator will work with the state to initiate the process and to request 
the denial and appeal files.   
 
Once our Research Appeals Coordinator receives contact from the state’s 
Administrative Hearings Branch requesting the denial file for a specific 
recipient and service, she follows these steps:  


• The Research Appeals Coordinator sends the electronic denial and 
appeal files (if applicable) by secure email to the state’s 
Administrative Hearings Branch.   


• The Research Appeals Coordinator receives an official email from 
the state’s Administrative Hearings Branch.  This email states that 
a hearing has been requested and on what date the request was 
received.  It also includes a copy of the entire file, including the 
denial file sent by the Health plan and the recipient’s request to 
the state.   


• The Research Appeals Coordinator receives a Notice of Scheduled 
Hearing from the state’s Administrative Hearings Branch that is 
signed by the assigned hearing officer.  The notice will likely 
provide the date, time and location the hearing is to be held.  


• We file a Notice of Entry of Appearance of Counsel.  The notice is 
faxed to the state’s Administrative Hearings Branch and is mailed 
to the Hearing Officer and the recipient.  


• Our attorney and Research Appeals Coordinator attend all 
hearings.  If the case warrants a Medical or Dental Director 
testimony, he or she also attends the hearing.  


• We wait to receive the findings of fact, conclusions of law, and 
recommended decision.   


• We await the final order.  
• If the final order upholds our denial, the appeal decision is final, 


and at this point, the recipient has exhausted all of our appeal 
options.  Recipients may refer to their Recipient Handbook for 
complete details about filing pre-service medical appeals. 
Recipients may also call our Customer Service Department for 
help filing a medical appeal.  


• If the final order overturns our denial, the recipient receives a 
letter from the state and we approve the service.  


• We understand that if, at any point, we do not comply with hearing 
requirements, this will lead to an automatic ruling in favor of the 
recipient, and we would approve the service.  


 
During 2015, we processed six (6) State Fair Hearing requests.  Less 
than one percent of internal appeals went to State Fair Hearing.  100% 
of requests were completed within the required time frame. 
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3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair 
Hearing, how to obtain such a hearing, and representation rules must be 
explained and provided in writing to the recipient by the vendor pursuant 
to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 
CFR 438.10(g)(1).   


 
We take our recipients’ rights seriously. The Notice of Action that 
communicates the resolution of the appeal to the recipient includes an 
explanation of the recipient’s right to request a State Fair Hearing and 
the timeline in which to request the hearing. We provide both the address 
and telephone number that the recipient can use to request a State Fair 
Hearing. We also inform recipients of their right to be represented in a 
State Fair Hearing. 
 
Information about grievances and appeals and the right to a State Fair 
Hearing are also included in our member handbook and on the member 
website. 


 
3.13.6.3 The vendor will participate in the State Fair Hearing process, at the 


vendor’s expense, in each circumstance in which a recipient for whom 
the vendor has made an adverse determination requests a State Fair 
Hearing. The vendor is bound by the decision of the Fair Hearing 
Officer.  (Please refer to the Chapter 3100 of the MSM for timeframes 
for standard and expedited State Fair Hearings.) 


 
We will participate in the State Fair Hearing Process, at our own 
expense, in every case in which a recipient requests a State Fair Hearing 
based on our adverse determination. We recognize that we are bound by 
the decision of the Fair Hearing Officer and will deliver services 
promptly according to the outcome of the hearing. 


 
3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair 


Hearing are Pending 
 


3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s 
internal appeals process is pending and while the State Fair Hearing is 
pending if all of the following conditions exist: 


 
A.  The appeal is submitted to the vendor on or before the later of the 


following:  within ten (10) days of the vendor mailing the Notice of 
Action; or, the intended effective date of the vendor’s proposed 
action; 


 
B.  The appeal involves the termination, suspension, or reduction of a 


previously authorized course of treatment; 
 


C.  The services were ordered by an authorized provider; 
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D.  The original periods covered by the original authorization have not 
expired; and 


 
E.  The recipient requests an extension of benefits. 


 
Our policies and procedures reflect all of the requirements above 
for continuation of benefits while our appeal process and the State 
Fair Hearing are pended.  The medical management system is 
updated to ensure that services rendered pending an appeal 
continue.  We also outreach to providers and notify the recipient’s 
Care Manager of the continuation of services so that there are no 
gaps in care.  We also ensure our claims system receives 
notification when an appeal is overturned so that the claim, if 
already submitted, can be processed. 


 
3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits 


while the appeal is pending, the benefits must be continued until one of 
the following occurs: 


 
A.  The recipient withdraws the appeal; 


 
B.  Ten (10) days pass after the vendor mails the notice of action, 


providing the resolution of the appeal against the recipient, unless 
the recipient, within the 10-day timeframe has requested a State Fair 
Hearing with continuation of benefits until a State Fair Hearing 
decision is reached; 


 
C.  A State Fair Hearing Officer issues a hearing decision adverse to the 


recipient; and 
 


D.  The time period of service limits of a previously authorized service 
has been met. 
 
These requirements reflect our current process.  Recipients are 
notified of how to request continuation of benefits via the Notice of 
Action as well as the Recipient Handbook. 


 
3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor 


may recover the cost of the services furnished to the recipient while the 
appeal was pending, to the extent that they were furnished solely because 
of the requirements of this section and in accordance with policy set forth 
in 42 CFR 431.230(b). 


 
Recipients are notified at the time that they request continued services 
during an appeal that they may be liable for the costs of the services 
received if the appeal is not found in their favor. We always work with 
our recipients to offer alternative, appropriate and medically necessary 
services to address their health concerns. 
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3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or 
delay services that were not furnished while the appeal was pending, the 
vendor must authorize or provide the disputed services promptly and as 
expeditiously as the recipient’s health condition requires.  If the vendor 
or State Fair Hearing Officer reverses a decision to deny authorization of 
services, and the recipient received the disputed services while the appeal 
was pending, the vendor must pay for those services. 


 
We understand and will comply with the requirement as written. Upon 
receipt of the Findings of Fact, we immediately upload the State Fair 
Hearing file into the Plan’s electronic State Fair Hearing file.  For cases 
in which the decision is overturned, the decision is immediately 
overturned in our medical management system and the claim is 
reprocessed as appropriate. 


 
3.13.8 Provider Grievances and Appeals  


 
The vendor must establish a process to resolve any provider grievances and appeals 
that are separate from, and not a party to, grievances and appeals submitted by 
providers on behalf of recipients.  Written grievance and appeals procedures must be 
included, for review and approval, at the time the vendor policies and procedures are 
submitted to the DHCFP and at any time thereafter when the vendor’s provider 
grievance and appeals policies and procedures have been revised or updated. The 
vendor may not implement any policies and procedures concerning its provider 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 
 
The following provisions reflect minimum requirements and are not intended to 
limit the scope of the vendor’s grievance and appeals process for providers. 


 
Our processes are fully compliant with all federal and state requirements as 
applicable. While we always work closely with our providers to address any 
concern that comes to our attention, we understand that providers sometimes do 
not agree with our decisions.  We are committed to partnering with our providers 
to refine the grievance and appeals process to meet their needs.  Our grievance 
and appeals process is an effective tool for fairly and quickly resolving these 
issues and ensuring every provider receives equal consideration of any concerns.  
 
We will establish, implement and maintain a Provider Grievances and Appeals 
process that is separate and apart from grievances and appeals submitted by 
providers on behalf of our recipients. We have a dedicated team to resolve 
provider disputes and achieve resolution. Our process is “high touch,” meaning 
that our providers are always able to speak with one of our staff, for example, 
through our Provider Service Call Center, and obtain immediate resolution of the 
issue. Our providers also have a designated Provider Services representative who 
develops a relationship with each provider, which helps to resolve most issues 
quickly before they develop into a grievance. Our system is available to reviewers.    


 
3.13.8.1 General Requirements 
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The vendor must accept written or oral grievances and appeals that 
are submitted directly by the provider as well as those that are 
submitted from other sources, including the DHCFP. An oral appeal 
must be followed by a written, signed appeal; however, the oral 
appeal must count as the initial date of appeal. The vendor must 
keep a written or electronic record of each provider grievance and 
appeal to include a description of the issue, the date filed, the dates 
and nature of actions taken, and the final resolution. The vendor 
must issue a final decision, in writing, no later than: 


 
A.  Ninety (90) calendar days after a grievance is filed; and 


 
B.  Thirty (30) calendar days after an appeal is filed. 


  
The process for addressing provider grievances and appeals is 
similar across our various programs in other states, but will be 
adjusted as necessary to meet specific DHCFP requirements. 
Following is a brief overview of our existing process; however, we 
will not implement these procedures until approved by DHCFP. 
 
Filing and Tracking of Grievances and Appeals 
 
As providers interact with us, they may decide it is necessary to file 
a grievance or appeal a decision we have made. Providers may 
initiate a grievance or appeal orally, but are required to follow up 
in writing.  The time frame for meeting the applicable deadline for 
resolution begins upon receipt of the oral complaint.  Upon receipt 
of the written or oral notice, all provider grievances and appeals 
are electronically logged into the appeals data base for tracking. 
As the case progresses, the case file will be updated regularly to 
include notes on all subsequent actions taken and the date of the 
action, the final resolution, and dates the provider is notified of the 
decision. Information typically noted in the appeal file includes:  


• Date of the appeal receipt  
• Nature of the appeal 
• Identification of the provider filing the appeal 
• Identification of the health plan staff recording the 


appeal 
• Assignment of the appeal 
• Disposition of the appeal 
• Corrective action required, if applicable 
• Date provider is notified of the decision 
• Date case is resolved.  


 
Grievances and appeals are assigned a complaint code in the 
system and any resolution to the complaint or inquiry or corrective 
action needed is also documented. Complaint code categories are 
as follows: 
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• Delayed > 30 days / No Claim on File; 
• TPL, Subrogation, or COB; 
• Payment/Denial Incorrect; 
• Objects to Fee Schedule; 
• Claim Denied for No Referral or Authorization; 
• Provider Disagree with Billing Policy; 
• Incorrect Denial due to Eligibility; and 
• Dissatisfaction with Information / Service Provided 


 
Pre and Post-Service Appeals 
 
Upon receipt of an oral or written service appeal, the appeal 
request is processed in the Medical Management Department by 
the Appeals Coordinator and is logged into the tracking system.  
The Appeals Coordinator issues an acknowledgement letter to the 
provider within five business days of receipt of the request. The 
acknowledgement letter advises the provider that the appeal 
decision will be made within 30 days from the date the appeal was 
filed, and the provider is instructed to provide applicable 
information necessary for review.  
 
The Appeals Coordinator reviews the appeal, routes the request 
and all pertinent information, and assigns the case to a board 
certified physician with clinical expertise in treating the member’s 
condition or disease. At the time of the physician assignment, we 
confirm the physician was not involved in the initial denial. The 
physician reviewer evaluates the case and issues a decision. The 
Appeals Coordinator sends the provider a decision letter no later 
than 30 days after the appeal is filed.  If the decision is not wholly 
in favor of the provider, the letter will include notification to the 
provider that he/she may submit a request to the DHCFP for a 
State Fair Hearing. The case file is updated with the decision and 
date of notification. 
 
Use of Board Certified Consultants for Appeals 
 
If during the appeals process we determine there is not an internal 
board certified physician of like or similar specialty available to 
perform an appeal review, or a request is made to utilize a like-
specialty match, the Appeals Coordinator will locate and contact a 
consultant of like or similar specialty to review the appeal. The 
consultant will perform the review within the specified time 
frames, document his/her determination and will return the review 
to the Appeals Coordinator via secure email/website.  The 
consultant’s documentation will include his/her response to the 
review, the rationale for the decision, any criteria used to make the 
decision, any applicable references or sources used to make the 
decision, and his/her signature and the date of the review. All 
information exchanged between our Health plan and the 
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consultant is transmitted consistent with all HIPAA privacy and 
security requirements, and other applicable state and federal 
Protected Health Information (PHI) requirements.   
 
Once the information is received, the Appeals Coordinator reviews 
the report and confirms that all required information is included.  
If missing documentation is noted, the Appeals Coordinator will 
contact the consultant to obtain the required information. Once 
the file is complete, we save the information in our electronic 
appeal file and update the appeals case tracker to reflect the 
decision. The Appeals Coordinator subsequently notifies the 
provider of the determination via a decision letter within the 30-
day time frame. Any additional notification requirements of 
DHCFP will be added to our system to ensure compliance.  
 
Expedited Appeals 
 
We provide an expedited review when we determine or the provider 
indicates that taking the time for a standard resolution could 
jeopardize the recipient’s life, health, or ability to attain, maintain, 
or regain maximum function.  Expedited appeals are available for 
prospective and concurrent services. An expedited appeal is not 
available for requests that are made retrospectively.  For all 
expedited appeals, a physician other than the physician rendering 
the original decision reviews the appeal request, and a decision is 
communicated to the provider within 72 hours from our receipt of 
the appeal request.  
 
We completed 1,104 appeals during 2015, 100 percent of which 
were completed within the State’s required time frame. Of the 
1,104 appeal requests, 610 were recipient appeals and 494 were 
provider appeals.  Of the 610 recipient appeals, 15 were expedited. 
 
Appeals and denials are highly audited and we have never had any 
issues with either. In fact, we have met or exceeded all 
requirements for EQRO, State, NCQA and our internal audits. We 
are audited on all our denials and have been 100% compliant. 
 
Claim Appeals Process 
 
Providers may appeal the outcome of a claim within two years of 
the last process date. Upon receipt of an oral or written claim 
appeal, we log the appeal request into the tracking system as a 
Service Form to document receipt of the appeal.  The Provider 
Claims Service Unit reviews submitted documentation to ensure 
the necessary information for the review is included.   
 
If the necessary information is included, the claim is reviewed for 
appropriate adjudication. 
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If the initial decision is overturned, we take the following steps: 
• Reprocess the claim 
• Generate a new Explanation of Benefits (EOB) notifying 


the provider of the overturned status of the claim within 
no more than 30 days after receipt of the appeal.  


• Document the action taken in the claim tracking system 
as appropriate.  


 
If the initial decision is upheld by the plan, we take the following 
steps: 


• Notate, complete and close the Service Form;  
• Select the appropriate response letter template and 


complete with the required information;  
• Scan the letter for tracking purposes; and  
• Mail the letter to the provider notifying him/her of the 


decision within no more than 30 days after receipt of the 
appeal. The letter will include notification to the provider 
that he/she may submit a request to the DHCFP for a 
State Fair Hearing.  


 
If the necessary information for processing the appeal is not 
included at the time the claim appeal is filed, we update the Service 
Form with the applicable information and action, and close the 
Service Form. We send the provider a letter notifying him/her of 
the additional information that is required in order to process the 
appeal. In these instances, the initial claim appeal is closed and a 
new appeal is logged when the information is received. 
 
Provider Grievances 
 
All provider complaints or disputes that are not related to a claim 
appeal or service decision are treated as a grievance. Upon receipt 
of a provider grievance, the grievance is documented in our 
tracking system, including the following information: 


• Date 
• Nature of the grievance  
• Identification of the provider filing the grievance 
• Identification of the health plan individual recording the 


grievance 
• Assignment of the grievance 
• Disposition of the grievance 
• Corrective action required, if applicable 
• Date provider is notified of the decision 
• Date case is resolved 


 
Based on the specific issue, we forward the grievance to the 
appropriate department and assign it to an investigator with 
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expertise related to the specific issue.  We will issue an 
acknowledgement letter within five business days of receipt of the 
grievance.  The letter advises the provider that the investigation 
will be completed as quickly as possible, but no later than 90 days 
from the date the grievance was filed. If applicable, the letter also 
includes instructions for providing any additional information that 
is required as part of the investigation.  
 
We then conduct a review of the grievance and consult with other 
staff as necessary to reach a decision and resolution of the 
grievance. No later than 90 days after the grievance is filed, we 
send the provider a decision letter that includes a summary of the 
findings related to the grievance and any related action the health 
plan has taken or intends to take, or any further action required of 
the provider. The case file is updated with all information related 
to the investigation, dates of action taken, and date of the letter of 
provider notification. 
 
Provider Training and Information 
 
All providers receive instructions on the grievance and appeals 
process during their orientation, as a part of periodic training and 
education activities, in the Provider Manual, and on our Provider 
Portal.  Providers can also obtain additional information from a 
Provider Representative by phone or during provider office visits. 


 
3.13.8.2 State Fair Hearings 


 
Pursuant to NRS 422.306, when a provider has exhausted the 
vendor’s internal appeals process, the provider has the right to 
submit a written request to the DHCFP for a State Fair Hearing. It is 
the vendor’s responsibility to notify the provider of this right at the 
time the provider enters into a contract with the vendor and when 
the outcome of an appeal is not wholly in favor of the provider 
pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 
438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing decision 
will be made within ninety (90) calendar days from the date the 
recipient for direct access to a State Fair Hearing. Disputes eligible 
for the State Fair Hearing process include: 


 
A.  Denial or limited authorization of a requested service; 


 
B.  Reduction, suspension or termination of a previously 


authorized service; 
 


C.  Denial, in whole or in part, of payment for a service; 
 


D.  Demand for recoupment; or 
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E.  Failure of the vendor to meet specified timeframes (e.g., 
authorization, claims processing, appeal resolution). 


 
F.  The denial for disenrollment for good cause. 


 
This section has been deleted pursuant to Amendment 2 


 
3.13.9 Expedited State Fair Hearing 


 
3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing 


decision when the appeal was first heard through the Vendors appeal 
process is as expeditiously as the recipient’s health condition requires, 
but no later than 3 working days from the State’s receipt of a hearing 
request for a denial of service that: 


 
A.  Meets the criteria for an expedited appeal process but was not 


resolved within the vendor’s expedited appeal timeframes, or  
 


B.  Was resolved wholly or partially adversely using the vendor’s 
expedited appeal timeframes. 


 
We have almost 20 years of experience actively working with Medicaid 
recipients, families/recipients’ legal representatives, providers and the 
State to resolve recipients’ grievances and appeals timely as well as with 
State Hearing processes. In the event a recipient requests an expedited 
State Fair Hearing, we cooperate fully in whatever manner requested 
with the hearing process, including but not limited to providing requested 
written and oral information.  
 
We have a dedicated unit solely responsible for processing all inbound 
appeal and State Fair Hearing requests.  The staff is available to all 
departments for expediting State Hearing requests.  In the event a 
recipient elects a State Fair Hearing, the state notifies our Appeals 
Coordinator of the appeal request.  The Appeals Coordinator accesses 
the recipient’s electronic file containing all records relating to the 
adverse action.  The file and all internal appeal records are sent by 
secure email to the state within 5 calendar days of receipt of notice from 
the date the State hearing has been filed or as expeditiously as the state 
requires.  
 
The Appeals Coordinator notifies the Legal Counsel, located within the 
Compliance Department, of the hearing request.  Upon notice of the 
scheduled hearing, the Appeals Coordinator coordinates our 
involvement.    
 
The Legal Counsel and, as necessary, the Appeals Coordinator 
represents our health plan at all State Fair Hearings and arrange for 
those giving testimony on behalf of the health plan to appear at the 
hearing.  
 


Managed Care Organization RFP 3260 Page 433 of 509 







Upon receipt of the State Fair Hearing decision, the Legal Counsel and 
Appeals Coordinator take all appropriate action.  
 
We strive to resolve all appeals to the recipient’s satisfaction through our 
standard and expedited appeals process. During 2015, we processed six 
(6) State Fair Hearing requests; this indicates less than 1% of internal 
appeals went to State Fair Hearing.  100% of requests were completed 
within the required time frame.  We inform all recipients of their right to 
a State Fair Hearing for an adverse action. We send notification of the 
right to a State Fair Hearing to the recipient in conjunction with our 
adverse action letter. 


 
3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing 


decision when the appeal was made directly to the State’s Fair Hearing 
process without accessing the vendor appeal Process is as expeditiously 
as the recipient’s health condition requires, but no later than 3 working 
days from the State’s receipt of a hearing request for a denial of service 
that meets the criteria for an expedited resolution. 


 
We understand and accept the requirement as written. Currently, our 
State process requires recipients to exhaust the health plan’s grievance 
and appeal processes before a State Fair Hearing can be requested.  As 
noted in more detail in our response to 3.13.9.1, we have staff dedicated 
to resolving expedited State Fair Hearing decisions as expeditiously as 
the recipient’s health condition requires. 


 
The DHCFP will not accept requests for State Fair Hearings that 
address provider enrollment, termination or other contract disputes 
between the vendor and its providers and/or subcontractors. 
Likewise, grievances are not eligible for State Fair Hearings.  
 
Currently, our process requires recipients to exhaust our grievance 
and appeal processes before a State Fair Hearing can be 
requested.  We have staff dedicated to resolving expedited State 
Fair Hearing decisions as expeditiously as the recipient’s health 
condition requires. The staff is available to all departments for 
expediting State Hearing requests.  Upon notice of the scheduled 
hearing, the Appeals Coordinator coordinates our involvement. 
 
The Provider Services team expeditiously handles records, and 
tracks provider complaints and grievances in accordance with 
State Medicaid requirements and NCQA standards.  Should 
recipients communicate a provider related complaint, we carefully 
document and initiate appropriate levels of response with the 
provider, and we closely monitor complaints to identify any trends. 
 
Our Provider Services Representatives and Contract Managers 
work with providers and subcontractors to resolve requests 
regarding provider enrollment denials, termination from our 
network, or other contract disputes. Providers may request an 
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appeal hearing by submitting a request in writing to the Chief 
Medical Officer; sending the request by certified mail, return 
receipt requested, within 30 calendar days from the date of our 
notice of action; and stating the specific points they are contesting. 
Our Chief Medical Officer consults with the provider or provider 
applicant, credentialing staff, Provider Services Representatives 
and others involved in the dispute to confirm the facts of the 
dispute before making a determination.   
 


3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must 
comply with any decision resulting from the Fair Hearing process.  


 
Upon receipt of the Findings of Fact, Conclusions of Law, and 
Recommended Decision from the Hearing Officer, the Legal Counsel 
and Appeals Coordinator take all appropriate action.  Upon receipt of the 
Final Order signed by the Secretary of the Cabinet, all appropriate action 
is taken as required by the Order, including notification to the recipient 
of the overturned decision. 


 
3.14 MANAGEMENT INFORMATION SYSTEM (MIS) 


 
3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, 


and retaining information sufficient to substantiate and report vendor’s compliance 
with the contract requirements. 


 
MIS system used includes a source system on an IBM hardware platform and a 
data warehouse that is capable of all requirements described in this RFP. 


 
3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical 


procedures while maintaining the privacy and confidentiality requirements pursuant 
to HIPAA. The vendor shall provide the DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network providers 
as outlined in this RFP (See Attachment T Forms and Reporting Guide). The 
vendor shall have internal procedures to ensure that data reported to the DHCFP are 
valid and to test validity and consistency on a regular basis.  


 
MIS system used includes a data warehouse that is capable of all requirements 
described in this RFP.  Referential integrity is performed upon all data loads to 
test validity. 


 
3.14.3 Eligibility Data 


 
3.14.3.1 The vendor enrollment system shall be capable of linking records for the 


same enrolled recipient that are associated with different Medicaid and/or 
Nevada Check Up identification numbers; e.g., recipients who are re-
enrolled and assigned new numbers. 


 
We understand and will comply with this requirement 
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3.14.3.2 The vendor shall update its eligibility database whenever enrolled 
recipients change names, phone numbers, and/or addresses, and shall 
notify DHCFP of such changes. 


 
We understand and will comply with this requirement 


 
3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not 


accurate.   
 


Multiple layers of member matching are performed upon enrollment 
loads to core systems.  A consistent member number is used for each 
member to maintain linking of records.  Member addresses are compared 
to USPS valid addresses and updates are made as appropriate.   


 
3.14.4 Encounter and Claims Records  


 
3.14.4.1 The encounter data reporting system must be designed to assure 


aggregated, unduplicated service counts provided across service 
categories, provider types, and treatment facilities. The vendor shall use a 
standardized methodology capable of supporting CMS reporting 
categories for collecting service event data and costs associated with 
each category of service.  


 
We meet all MIS system requirements described in this RFP. 


 
3.14.4.2 The vendor shall collect and submit service specific encounter data in the 


appropriate CMS-1500 and UB-04 format or an alternative format if 
prior approved by the DHCFP. The data submitted to the actuary must 
balance with the data submitted to the DHCFP. The data shall be 
submitted in accordance with the requirements set forth in the contract. 
The data shall include all services reimbursed by Medicaid.  


 
We meet all MIS system requirements described in this RFP. 


 
3.14.5 Data Requirements and Certification 


 
3.14.5.1 All encounter data must be submitted to the DHCFP or designated 


contractor per EDI standards and federal regulations.  
 


We meet all MIS system requirements described in this RFP. 
 


3.14.5.2 All encounter data must reflect all adjustments and voids. 
 


We meet all MIS system requirements described in this RFP. 
 


3.14.5.3 Regardless of collection status, all improper payments must be adjusted 
or voided from the encounter data within timeframes specified by the 
DHCFP.  


 
We meet all MIS system requirements described in this RFP. 
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3.14.5.4 The contract requires the vendor to certify enrollment information, 


encounter data, payment data, and other information submitted to the 
State for purposes of developing vendor payment. Data must comply 
with the applicable certification requirements for data and documents 
specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 
457.950(a)(2),  A certification, which attests, based on best knowledge, 
information, and belief that the data are accurate, complete and truthful 
as required by the State for participation in the Medicaid program and 
constrained in contracts, proposals and related documents. 


 
We meet all MIS system requirements described in this RFP. 


 
3.14.5.5 The data submitted to the state by the vendor for purposes of determining 


vendor payments must be certified by one of the following: 
 


A.  The vendor’s Chief Executive Officer; 
 


B.  The vendor’s Chief Financial Officer; and 
 


C.  An individual who has delegated authority to sign for, and who 
reports directly to the vendor’s Chief Executive Officer or the Chief 
Financial Officer. 


 
We understand the scope of this requirement and will comply with all 
requirements for data certification including the set up for the CEO and 
CFO for validation. 


 
3.14.5.6 Compliance with the requirement of data certification in this agreement 


is a condition for payment by the government. The vendor must agree 
that he/she has read and understands the data certification requirement 
and agree to comply with all applicable laws and regulations 


 
We understand the scope of this requirement and will comply with all 
requirements for data certification including the set up for the CEO and 
CFO for validation. 


 
3.14.6 EPSDT Tracking System 


 
The vendor shall operate a system that tracks EPSDT activities for each enrolled 
Medicaid eligible child by name and Medicaid identification number. The system 
shall allow the vendor to report annually on the CMS reporting form.  This system 
shall be enhanced, if needed, to meet any other reporting requirements instituted by 
CMS or the DHCFP. 


 
As demonstrated throughout this proposal, we have a comprehensive tracking and 
reporting mechanism for EPSDT data and will be able to meet all requirements as 
outlined in this RFP. 
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3.15 OPERATIONAL REQUIREMENTS 
 


3.15.1 Medical Director's Office 
 


The vendor must designate a Medical Director to be responsible for the oversight of 
development, implementation and review of the vendor's Internal Quality Assurance 
Program, including implementation of and adherence to any Plan of Correction. The 
Medical Director need not serve full time or be a salaried employee of the vendor, 
but the vendor must be prepared to demonstrate it is capable of meeting all 
requirements using a part-time or contracted non-employee director. The vendor 
may also use assistant or associate Medical Directors to help perform the functions 
of this office. The Medical Director and the vendor's Utilization Management and 
Internal Quality Assurance Plan Committee are accountable to the vendor's 
governing body.  The Medical Director must be licensed to practice medicine in the 
State of Nevada and be board-certified or board-eligible in his or her field of 
specialty.   


 
The Health Plan’s Chief Medical Officer is the designated Medical Director to 
perform and manage these requirements.  The Chief Medical Officer is licensed in 
the State of Nevada, Board Certified in Internal Medicine, and has served as the 
responsible Medical Director and lead physician for the plan for almost 11 years.  
She has overseen the management and clinical and quality programs for all 
licensed products for both state and federal programs; HMO, PPO, Medicare 
Advantage, Medicare Supplement, Medicare Part D, and TPA services.  Other 
Medical Directors provide Utilization and care appropriateness reviews for the 
requested services as well.  The Chief Medical Officer has over 30 years of 
Managed Care experience in commercial and government programs at the local 
and national levels and in both the for-profit and not for profit sectors.  The CMO 
has oversight for all subcontractors that perform services under delegation 
agreements relating to the IQAP and Utilization Management Programs.  These 
delegation agreements ensure that all services and functions provided are 
performed within all policies, procedures, and regulatory requirements, and that 
all accreditation standards have been met. 
 
The Health Plan has a quality reporting structure that includes three physician 
based peer review committees who are accountable to the Quality Committee of 
the Health Plan’s Board of Directors.  These committees include Medical Affairs, 
responsible for credentialing and the verification of professional conduct and 
competence of providers and facilities, Quality Improvement/Utilization 
Management that reviews and adapts as needed nationally recognized evidence 
based criteria for medical and surgical, procedures, practice guidelines and 
clinical care standards, reviews Health Plan performance, efficiency, and care 
outcomes, and Pharmacy and Therapeutics that is responsible for Formulary 
Development, management, and the designation of clinical evidence based 
criteria.  The Board Quality Committee reviews and has oversight for these 
committees and meets no less than quarterly.  Medical Affairs meets monthly, 
QI/UM no less than 10 times a year, and Pharmacy and Therapeutics, at least 
quarterly. 


 
3.15.2 The responsibilities of the Medical Director include the following: 
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3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and 


Quality Assurance Plan committee; 
 


The Health Plan has met this requirement and will continue to comply. 
  


3.15.2.2 Directs the development and implementation of the vendor's Internal 
Quality Assurance Plan (IQAP) and utilization management activities 
and monitoring the quality of care that vendor recipients receive; 


 
The Health Plan has met this requirement and will continue to comply.  
The CMO is intimately involved with the day to day management of care 
oversight, appropriateness, and facilitation and serves as a Vice 
President of the integrated delivery system and as one of the clinical 
quality physician leaders for the organization. 
 


3.15.2.3 Oversees the development and revision of the vendor's clinical care 
standards and practice guidelines and protocols; 


 
The Health Plan has met this requirement and will continue to comply.  
The CMO is intimately involved with the day to day management of care 
oversight, appropriateness, and facilitation and serves as a Vice 
President of the integrated delivery system and as one of the clinical 
quality physician leaders for the organization. 
 


3.15.2.4 Reviews all potential quality of care problems, and oversees the 
development, and implementation of, as well as the adherence to, Plans 
of Correction; 


 
The Health Plan has met this requirement and will continue to comply. 
Quality of Care issues are brought to the Quality Department from 
multiple entry points into the Health Plan.  These include recipient 
service or care complaints or concerns, internal staff concerns garnered 
from interactions related to utilization review, case management 
requests, or other employees, external complaints or concerns generated 
by regulatory agencies.  Every case is reviewed by a clinician and a 
physician and is investigated in detail.  Significant concerns with 
providers are tracked and trended for credentialing and re-credentialing.  
Corrective action plans for providers are put in place and these are 
monitored and managed to completion.   
 


3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network 
services.  All services prescribed by a PCP or requested by a recipient 
which are denied by the vendor must be reviewed by a physician, 
physician assistant, or advanced nurse practitioner with the reason for the 
denial being documented and logged; 


 
The Health Plan has met this requirement and will continue to comply.  
All requests for Specialty and out-of-network services are reviewed by a 
physician for medical necessity, availability of services in the network, 
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and coverage policy as dictated by DHCFP criteria.  The reason for the 
denials and the criteria or explanation used, is documented and tracked 
and logged. 
 


3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 
 


The Health Plan has met this requirement and will continue to comply.  
Provider recruitment and contracting is performed through the network 
management process in collaborative efforts with the CMO and the 
Medical Directors.  Strict standards for participation that include access 
and appointment availability criteria, site visit management, and the 
verification of professional conduct and competence through 
credentialing and peer review are in place. 
 


3.15.2.7 Serves as a liaison between the vendor and its providers, communicating 
regularly with the vendor's providers, including oversight of provider 
education, in-service training and orientation; 


 
The Health Plan has met this requirement and will continue to comply. 
The performance, management, education, and training for providers 
are managed through network services in collaboration with the CMO 
and the Medical Directors.  Curriculum, literature, programs, and 
training are developed and vetted through and by physician leaders in 
the organization with feedback about the effectiveness of the 
communication being incorporated to continuously improve the process. 
 


3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to 
referrals, denials, grievances and problems; 


 
The Health Plan has met this requirement and will continue to comply.  
The CMO and the Medical Directors readily communicate with the 
medical staff on requests for services, patient concerns, grievances, and 
appeals.  Peer to peer consultations are provided, cases are discussed 
frequently in an attempt to optimize care and outcomes. 
 


3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and 
Individualized Education Programs (IEPs) are followed; and 


 
The Health Plan has met this requirement and will continue to comply.  
The Health Plan and its Center of Excellence Medicaid Partner have a 
process to meet the requirements for these programs.  These cases are 
raised and reported on to the Medical Director staff, and the CMO is 
accountable for making sure contacts are timely and optimal.  
Appropriate reporting and outcomes are tracked for this most vulnerable 
population. The Health Plan has met this requirement and will continue 
to comply. 
 


3.15.2.10Ensures coordination of out-of-network services. 
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The Health Plan has met this requirement and will continue to comply.  
Once an out of network service has been approved, case managers under 
the supervision the CMO or Medical Directors provider oversight of the 
process to ensure the recipient is getting the services, that the course of 
treatment is clear, and that the desired outcome is achieved.  Peer 
conversations take place frequently on the most complex cases to be sure 
that the best plan of care and the transitions back to the local market are 
optimized. 


 
3.15.2.11The vendor must also identify a liaison, which can be the Medical 


Director, to work with DHCFP regarding utilization review and quality 
assurance issues. 


 
The Health Plan has met this requirement with regard to the other 
contracts that it currently manages for the State of Nevada.  Our CMO 
and Medical Directors are available to address any concern to get it 
resolved.  For Medicaid, the CMO will be the designated Liaison for 
utilization and quality assurance issues.  These will be tracked, trended, 
and managed to best outcomes. 


 
3.15.3 Vendor Operating Structure and Staffing 


 
The vendor must assure the DHCFP that the organization is adequately staffed with 
experienced, qualified personnel. The vendor shall provide such assurances as 
follows: 


 
The health plan employs 230 individuals experienced in all aspects of operations 
including executive management, claims, customer service, health services, 
provider contracting and provider relations, grievance and appeals, Medical 
Management, Medical Director, information technology and decision support.  
We will be forming a Medicaid Specific team of 40 to 120 additional individuals 
(depending on anticipate enrollment and number of winning Medicaid vendors) 
who will be dedicated to serving the DHCFP and the recipients of Nevada’s 
Medicaid programs. 
 
We are also supported by a parent company with 6,000 employees and additional 
resources as well as our partner with over 500 employees a 20 years of national 
Medicaid specific experience. 
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3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) 
months or whenever a significant change in the organization occurs.  The 
organizational chart must depict each functional unit of the organization, 
numbers and types of staff for each function identified, lines of authority 
governing the interaction of staff, and relationships with major 
subcontractors. The organizational chart must also identify key personnel 
and senior-level management staff and clearly delineate lines of authority 
over all functions of the Contract.  The names of key personnel must be 
shown on the organizational chart. The State must approve all awarded 
vendor key staff. The State reserves the right to require the removal of 
any member of the awarded vendor's staff from the project. 


 
The health plan will provide the required organization chart upon award 
of a contract and updates every six months as required.  We will define 
the relationship of our subcontractors as part of that organizational 
structure as well.  Names of key personnel will be displayed on the 
organization chart for the health plan and all subcontractors. 


 
3.15.3.2 The vendor must have in place the organizational, management and 


administrative systems capable of fulfilling all contract requirements. At 
a minimum, the vendor must have qualified staff in the following areas: 


 
A.  Executive management;  


 
B.  Operations Manager; 


 
C.  Accounting and budgeting; 


 
D.  Medical Director's office; 


 
E.  Medical Management, including quality assurance/utilization 


review; 
 


F.  Recipient services; 
 


G.  Provider services; 
 


H.  Grievances, appeals, and fair hearings; 
 


I.  Claims processing;  
 


J.  Management Information Systems (MIS); and 
 


K.  Program Integrity. 
 


The health plan, its leadership and operational staff bring a collective 25 
years of experience in health plan operations in a number of positions 
and capacities.  Our affiliate for Medicaid brings 20 years of Medicaid 
specific experience in multiple markets.  Our team is well educated and 
well versed in health care and the needs of the community and will 
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deliver the performance necessary to achieve superior results for the 
DHCFP.  We have the policies, procedures, systems and infrastructure 
necessary to meet the needs of Nevada’s Medicaid population and will 
demonstrate integrity in all aspects of plan management for the duration 
of the contract period.   


 
3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, 


who may not be assigned to any other responsibility and must be housed 
in the vendor’s Nevada administrative offices, key personnel may be 
responsible for more than one area. The vendor shall ensure that all staff 
has appropriate training, education, and experience to fulfill the 
requirements of their positions, including the Nevada Medicaid/CHIP 
Operations Manager.  The vendor shall inform DHCFP in writing within 
seven (7) calendar days of any changes in the following key positions: 


 
A.  Administrator; 
B.  Chief Financial Officer; 
C.  Medical Director; 
D.  Recipient Services Manager; 
E.  Provider Services Manager; 
F.  Grievance and Appeals Coordinator; 
G.  Claims Administrator; and 
H.  Nevada Operations Manager. 


 
We will comply with all staffing requirements and position 
responsibilities as defined in this proposal.  We will provide updates to 
our organization chart and notify the DHCFP of any personnel changes 
in key personnel roles.   


 
3.15.4 Subcontractors 


 
The vendor must comply with the requirements in 42 CFR 438.214 regarding 
contracts with health care professionals.  
 
The vendor shall comply with the following: 


 
3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are 


appropriate to the service or activity delegated under the subcontract; 
 


The health plan has a full delegation agreement in place for each 
subcontractor enlisted to perform duties related to this contract for 
Medicaid Services.  Subcontractors are selected after a careful review of 
their capabilities, a process which begins with an RFP specifying the 
business requirements of the health plan.  We conduct a vendor risk 
assessment for both IT systems security and performance and identify 
key performance indicators (KPIs) for each vendor to which they are 
held accountable for the duration of their agreement with the health 
plan. 


 


Managed Care Organization RFP 3260 Page 443 of 509 







3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is 
accountable for any responsibilities it delegates to any subcontracted 
provider (AKA, subcontractor).  The vendor must evaluate the 
prospective subcontractor’s ability to perform the activities to be 
delegated; 


 
We conduct a vendor risk assessment for both IT systems security and 
performance and identify key performance indicators (KPIs) for each 
vendor to which they are held accountable for the duration of their 
agreement with the health plan 


 
3.15.4.3 All subcontracts for administrative services provided pursuant to this 


RFP, including, but not limited to, utilization review, quality assurance, 
recipient services, and claims processing, shall be prior- approved by 
DHCFP.  Prior to the award of any subcontract or execution of an 
agreement with a delegated entity, the vendor must provide written 
information to the DHCFP disclosing the vendor’s ownership interest of 
five percent (5%) or more in the subcontractor or delegated entity, if 
applicable.  All subcontracts shall be submitted to DHCFP for approval 
prior to their effective date.  Failure to obtain advance written approval 
of a subcontract from DHCFP will result in the application of a penalty 
of $25,000 for each incident; 


 
All current and any new subcontractor agreements will be updated to 
include specific requirements for Nevada Medicaid.  Prior to execution 
of those agreements and prior to the start date of this contract, the health 
plan will submit a copy of each subcontractor delegation agreement to 
the DHCFP for review.  We will disclose any subcontractor agreement 
where there is ownership of 5% or greater in the health plan’s equity or 
assets. 


 
3.15.4.4 By the service start date and whenever a change occurs, submit to 


DHCFP for review and approval the names of any material 
subcontractors the vendor has hired to perform any of the requirements 
of the Contract and the names of their principals; 


 
The health plan will work with the DHCFP and secure approval of all 
subcontractor agreements in advance of the contract start date for 
Medicaid services. 


 
3.15.4.5 Maintain all agreements and subcontracts relating to the contract in 


writing.  Provide copies of all agreements and subcontracts to DHCFP 
within five (5) days of receiving such request.  All such agreements and 
subcontracts shall contain relevant provisions of the contract appropriate 
to the subcontracted service or activity, specifically including but not 
limited to the provisions related to confidentiality, HIPAA requirements, 
insurance requirements and record retention.  The vendor has the 
responsibility to assure that subcontractors are adequately insured to 
current insurance industry standards; 
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The health plan requires a written agreement from every subcontractor 
to be executed prior to the start of any services and prior to any 
remuneration from the health plan.  We will maintain all contracts in a 
current fashion and provide a copy of our agreements to DHCFP within 
five (5) days of such a request.  In addition to a delegation agreement, 
the health plan also requires a standard Business Associate Agreement 
and Non-disclosure Agreement (confidentiality) to protect intellectual 
property, industry trade secrets and PHI related to the administration of 
the health plans duties. 


 
3.15.4.6 Remain fully responsible for meeting all of the requirements of the 


Contract regardless of any subcontracts for the performance of any 
Contract responsibility.  No subcontract will operate to relieve the vendor 
of its legal responsibility under the Contract; 


 
The health plan accepts full responsibility for all Medicaid related 
services and will hold all subcontractors to the same high standard that 
is expected of the health plan by the DHCFP.  We fully understand that 
any breach of requirements contained in this RFP will be the 
responsibility of the health plan. 


 
3.15.4.7 Must have a written agreement with the subcontractor that specifies the 


activities and report responsibilities delegated to the subcontractor and 
provides for revoking delegation or imposing sanctions if the 
subcontractor’s performance is inadequate or substandard; 


 
We conduct a vendor risk assessment for both IT systems security and 
performance and identify key performance indicators (KPIs) for each 
vendor to which they are held accountable for the duration of their 
agreement with the health plan.  The KPI portion of the delegation 
agreement includes language about corrective action plans and financial 
penalties in the event the subcontractor fails to perform any of the 
measures indicated in the agreement between the health plan and the 
subcontractor. 


 
3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and 


subject the subcontractor to formal review according to periodic 
schedules established by the State, consistent with industry standards 
and/or State laws and regulations.  If the vendor identifies deficiencies or 
areas for improvement, the vendor and the subcontractor must take 
corrective action; 


 
The health plan planning and performance department creates a 
performance monitoring plan for each of the subcontractors.  
Throughout implementation key management personnel are assigned to 
each vendor for management and follow up of all performance 
standards.  Upon commencement of the actual contract, the 
responsibility for subcontractor performance is handed off to the 
relevant business area for ongoing management.  Subcontractor 
performance is monitored at a minimum of monthly ( and at times 
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weekly) to ensure that all procedures are followed as delegated,  and to 
monitor reporting activities to ensure that the health plan meets 
reporting and performance standards as the owner of the contract 
overall. 


 
3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material 


subcontractor of the vendor’s intention to terminate any such 
subcontract; and 


 
The health plan conducts a periodic market check for all subcontracted 
relationships to evaluate performance of the current vendor and to 
determine if the price and service are considered the right value within 
the marketplace.  The goal is to retain the subcontractor so as to avoid 
disruption to the health plans enrolled members.  However, in the event a 
subcontractor is under performing based on the delegation agreement, 
the health plan will use the market check analysis to form the basis of an 
RFP for replacement.  The breadth of our subcontractor relationships is 
such that the health plan will notify the DHCFP immediately, and in 
writing if the health plan intends to solicit and RFP to replace a vendor.  
We do not conduct any vendor replacements with less than 180 days for 
implementation of a new solution. 


 
3.15.4.10Within thirty-five (35) calendar days of the date of request, the vendor 


must provide full and complete information about the ownership of any 
subcontractor with whom the vendor has had business transactions 
totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request as 
required by 42 CFR 455.105.  Failure to timely comply with the request 
will result in withholding of payment by the State to the vendor.  
Payment for services will cease on the day following the date the 
information is due and begin again on the day after the date on which the 
information is received. 


 
The health plan will comply with this requirement. 


 
3.15.4.11DHCFP retains the right to review contracts between the vendor and 


providers.  DHCFP agrees to protect the terms of vendor-Provider 
contracts, if the vendor clearly label individual documents as a "trade 
secret" or "confidential"” as per Section 25 of Attachment D, Contract 
Form. 


 
All contracts for providers, subcontractors or other vendor relationships 
will be labeled as “trade secret” or “confidential” and it is the 
expectation of the health plan that DHCFP will protect the contents of its 
contracts as a marketplace advantage to that health plan. 


 
3.15.4.12In the event any network provider or subcontractor is determined not to 


meet federal requirements and results in a federal disallowance of federal 
funds, the vendor will be financially responsible to refund the amount of 
the federal disallowance and the corresponding state share to DHCFP.  If 
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such disallowance is treated as a default or breach, or otherwise subject 
the vendor to sanctions under Section 13 of Attachment D ~ Contract 
Form, any such liquidated damages are not exclusive and are in addition 
to any other remedies available under this contract.  All existing 
subcontracts, requiring amendments to meet the requirements of this 
contract, shall be amended.  All future subcontracts must meet the 
requirements of this contract and any amendments thereto. 


 
We will comply with all subcontractor requirements as defined in this 
proposal and pursuant to all relevant state And federal statutes, 
regulations or other specific guidelines. 


 
3.15.5 Policies and Procedures 


 
3.15.5.1 Written policies and procedures must be developed by the vendor to 


provide a clear understanding of the program and its operations to vendor 
staff, DHCFP, other DHCFP vendors and the providers (network and 
non-network). 


 
We have written policies and procedures in place for all key areas 
described throughout this proposal.   


 
3.15.5.2 Policies and procedures must be developed, in accordance with the 


DHCFP managed care contract, amendments, attachments, and MSMs, 
for each of the vendor functions.  The vendor’s policies and procedures 
must be kept in a clear and up-to-date manual.  The Policy and Procedure 
Manual will be used as a training tool, and subsequently as a reference 
when performing contract related activities.  The Policy and Procedure 
Manual must be reviewed at least annually for accuracy and updated as 
needed.   


 
Policies are reviewed at least one per year and regular updates will be 
made to reflect the requirements of Nevada Medicaid. 


 
3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an 


electronic copy of the Vendor Policy and Procedure Manual, including 
any exhibits, attachments or other documentation included as part of the 
Vendor Policy and Procedure Manual. DHCFP reserves the right to 
review and reject any policies or procedures believed to be in violation of 
federal or state law. 


 
We will provide at least three (3) hard copies and an electronic copy of 
all policies and procedures as required by the RFP.   
 


3.15.6 Implementation 
 


3.15.6.1 Vendor Plan 
 


The vendor shall: 
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A.  Develop and submit to DHCFP for approval, no later than one (1) 
month after notification that DHCFP has selected it for Contract 
negotiations, a detailed work plan and timeline for performing the 
obligations set forth in the Contract for the first contract year. 


  
The health plan will assign a project manager and implementation 
team who will have responsibility for the development of the 
implementation plan.  All implementation plan details will be 
organized and a formal plan submitted to the DHCFP one month 
following the announcement of a contract award. 


 
B.  Provide DHCFP with updates to the initial work plan and timeline, 


identifying adjustments that have been made to either, and 
describing the vendor’s current state of readiness to perform all 
Contract obligations.  Until the service start date, the vendor shall 
provide biweekly written updates to the work plan and timeline, and 
thereafter as often as DHCFP determines necessary. 


 
The health plan will conduct weekly meetings throughout 
implementation with involvement from the State’s designated 
representatives.  We will provide meeting minutes and updates to 
key deliverables and completed items each week within one 
business day of each update meeting.   


 
C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no 


less than ten (10) business days prior to the service start date, all 
deliverables to allow for timely DHCFP identified modifications. 


 
The health plan will be prepared for “go live” at least 10 business 
days prior to the service start date. 


 
D.  Beginning no later than sixty (60) calendar days prior to the service 


start date, the vendor shall implement procedures necessary to 
obtain executed subcontracts and Medicaid provider agreements 
with a sufficient number of providers to ensure satisfactory coverage 
of initial enrollments.  The DHCFP reserves the right to require an 
access report at any time after the service start date when barriers to 
access or network inadequacies are identified or are questionable. 


 
The health plan will build its recruitment plan and execute all 
provider contracts at least 60 days prior to the contract start date.  
We will provide updates during the weekly implementation 
meetings on the number of providers who have successfully been 
added to the network.  We will run an access report prior to the 
contract start date to confirm all new access points. 
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E.  Ensure that all workplace requirements the DHCFP deems 
necessary, including but not limited to office space, post office 
boxes, telephones and equipment, are in place and operative as of 
the service start date. 


 
The health plan will confirm all office space, address, PO boxes, 
telephones, computers and other related equipment are installed 
and fully operational at least 30 days prior to the contract start 
date. 


 
F.  Ensure that there is no interruption of covered services to enrolled 


recipients and work cooperatively with the DHCFP to meet these 
requirements. 


 
The health plan will work closely with DHCFP on all recipient 
transition of care issues and general enrollment items to ensure 
there is no disruption in service to recipients and their families.  
The implementation plan follows a deadline drive structure, and 
both the health plan and DHCFP will work closely to ensure that 
file extracts for4 enrollment are provided in a manner that allows 
the health plan to deliver welcome packets and ID cards to 
member homes in advance of the service start date. 


 
G.  Ensure that a toll-free telephone number is in operation at the 


vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the 
open enrollment period for recipient access and remains in operation 
for the duration of the contract, unless otherwise directed or agreed 
to by the DHCFP.  A single telephone number may be utilized as 
long as there is a menu option to channel different caller categories, 
e.g. recipients, providers, etc.    


 
We will establish a dedicated toll-free 800 number and conduct 
customer service training and ensure that the telephone services 
are ready for the start of open enrollment.  We will communicate 
the 800 number to the DHCFP as soon as it becomes available and 
establish a test environment for trial calls prior to open 
enrollment. 


 
H.  Establish and implement enrollment procedures and maintain 


applicable enrolled recipient data. 
 


The health plan will work through implementation to establish a 
test environment for enrollment files well in advance of the final 
receipt date to ensure that all recipient information passes without 
error and to ensure timely delivery of Id cards welcome materials 
and the recipient handbook to member homes in advance of the 
service start date.   
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I.  Establish its Provider Network and maintain existing Provider 
Agreements with such Providers. 


 
We have already begun work on an implementation plan and will 
submit the final plan to DHCFP one month following notification 
of a contract award.  Throughout the implementation process, we 
will provide regular updates on our progress to the DHCFP. 


 
3.15.6.2 Pre-Implementation Readiness Review 


 
DHCFP may conduct Operational and Financial Readiness Reviews 
on all awarded vendors and will, subject to the availability of the 
DHCFP resources, provide technical assistance as appropriate.  The 
purpose of the readiness reviews is to assess the vendor’s readiness 
and ability to provide services to enrolled recipients.  The areas that 
may be reviewed include, but are not limited to: financial 
operations; administration and organization; recipient services; 
provider network; quality improvement; and, management 
information systems, including claims processing and reporting 
systems.  The vendor shall provide necessary documentation 
specified by the DHCFP and cooperate with the DHCFP or its 
designees in conducting the review.  The DHCFP shall determine 
when the vendor may begin marketing and providing program 
services.  Provision of services as set forth in the contract is also 
subject to review and prior approval of CMS. 


 
We will prepare for a readiness review and invite the DHCFP to 
visit our facilities and conduct reviews as they feel are necessary. 


 
3.15.7 Presentation of Findings 


 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal 
public presentations of statistical or analytical material that includes information 
about enrolled recipients.  This material must protect specific individual recipient 
privacy and confidentiality to the extent required by both federal and state law and 
regulation. 


 
We will seek approval from the DHCFP prior to publicizing any data related to 
member enrollment or other Medicaid related statistics.  We will safeguard 
member PHI on any reports that are distributed for publication. 


 
3.15.8 Vendor Marketing Materials 


 
3.15.8.1 The vendor may develop marketing materials for distribution during any 


open enrollment period.  The vendor must request and obtain permission 
from the DHCFP to distribute materials during an open enrollment 
period as well as in other locations or to implement an advertising 
campaign.  Marketing materials must be submitted to the DHCFP for 
review and approval a minimum of sixty (60) days prior to the scheduled 
Medical Care Advisory Committee (MCAC) meeting for approval.  The 
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MCAC Schedule is subject to change.  Please refer to the DHCFP 
website, http://dhcfp.nv.gov for revisions.  Notwithstanding the 
requirement that the MCAC must review all vendor marketing materials, 
the DHCFP has the sole authority to approve or disapprove materials 
(including updates to existing materials), distribution and advertising 
campaigns.  The vendor, or any provider, organization, or agency that 
contracts with the vendor, is not permitted to market directly to potential 
recipients.  vendors are also prohibited from providing materials that 
contain false or misleading information, and from initiating cold calls to 
potential recipients. 


 
We look forward to working with DHCFP and the Medicaid Care 
Advisory Committee to ensure our open enrollment materials meet your 
standards.  We understand that all materials are to be approved by 
DHCFP and MCAC prior to distribution. 


 
3.15.8.2 The vendor may not distribute, in any manner, marketing materials 


related to the managed care program without the prior written approval 
of the DHCFP.  This includes any updates to previously approved 
materials.  Although federal regulations require the MCAC to review 
vendor marketing materials pursuant to Section 4707 (a) of the Balanced 
Budget Act of 1997, the DHCFP has the sole authority to approve the 
vendor’s marketing materials.  If DHCFP approval is granted, the vendor 
must distribute the materials to its entire service area to ensure that, 
before enrolling, the potential recipient receives the accurate oral and 
written information that he/she needs to make an informed decision 
regarding whether to enroll with the vendor.  The vendor may not seek 
use of approved marketing materials to influence enrollment in 
conjunction with the sale or offering of any private insurance.  The 
vendor may not, directly or indirectly, engage in door-to-door, telephone, 
or other cold-call marketing activities. 


 
We understand these requirements and will comply with them. 


 
3.15.8.3 The vendor must provide the methods by which it intends to assure the 


DHCFP that marketing, including plans and materials, is accurate and 
does not mislead, confuse, or defraud recipients or potential recipients or 
the DHCFP.  Statements that will be considered inaccurate, false, or 
misleading include but are not limited to any assertion or statement that:  


 
A.  The recipient must enroll with the vendor in order to obtain benefits 


or in order not to lose benefits; or 
 


B.  The vendor is endorsed by CMS, the federal or state government, or 
similar entity. 


 
Marketing materials, including the provider and member handbooks will 
be submitted to the DHCFP for approval prior to printing and 
distribution and in compliance with all requirements of this contract. 
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3.16 PROGRAM INTEGRITY 
 


3.16.1 General Requirements and Authorities 
 


3.16.1.1 The vendor shall have internal controls for Program Integrity including a 
Program Integrity Unit (PIU) designed to identify, review, recover and 
report improper payments, including fraud, waste and abuse (FWA) 
activities, on an ongoing basis. 


 
We do not presently have a unit designated as a Program Integrity Unit.  
However the functions of this specialized unit are hardwired into our 
Compliance and Performance departments. We have the policies, 
procedures and mechanisms in place to identify, review, recover and 
report all payments, overpayments, fraud, waste and abuse to the proper 
authorities as overseen by our Fraud Waste and Abuse Committee..  We 
routinely monitor all activities through audits and other tools described 
in detail throughout this proposal.  Furthermore, our Performance team 
conducts regular auditing of other departments to ensure smooth 
operations and make recommendations for improvement. 


 
3.16.1.2 The vendor must be familiar with and compliant with all federal and state 


regulations related to Program Integrity, as well as all Nevada Medicaid 
policies. The Vendor must also require compliance from subcontractors 
and providers for the same. Medicaid payments to managed care health 
plans are government funds, funded by federal and state money. These 
payments made by State Medicaid to managed care entities, including 
but not limited to, managed care plans, pre-paid plans, subcontractors to 
managed care plans, and any sub-subcontractors, and providers of 
medical services, supplies or drugs, for the benefit of Medicaid recipients 
may be recovered if obtained by fraud. Any act of health care fraud 
involving such government funds will be subject to prosecution by the 
State Attorney General's Office under the State False Claims Act 
("FCA''), as well as any other applicable laws. Relevant citations for 
Program Integrity compliance include, but are not limited to, the citations 
below. 


 
A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


 
B.  42 C.F.R.§ 438, Subpart H; 


 
C.  42 C.F.R. § 455 Subpart A, B and E; 


 
D.  42 C.F.R. § 1000 through 1008; 


 
E.  42 C.F.R. § 456.3, 456.4. 456.23; 


 
F.  42 C.F.R. § 457.950(a)(2); 


 
G.  Section 6032 of the Federal Deficit Reduction Act of 2005; 
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H.  Nevada Revised Statutes, Chapter 422; 
 


I.  Nevada DHCFP Medicaid Services Manual; and 
 


J.  Nevada DHCFP Medicaid Billing Guides. 
 


We are familiar with and compliant with all federal and state regulations 
related to Program Integrity; our affiliated partner is currently a 
Medicaid managed care organization in other states and through this 
strategic partnership, we are prepared to be compliant with Nevada 
Medicaid policies. We also require compliance from subcontractors and 
providers for the same. We understand that payments made by State 
Medicaid to managed care entities for the benefit of Medicaid recipients 
may be recovered if obtained by fraud. We take our duty seriously as a 
managed care organization to be diligent stewards of the State’s 
resources and for recovering payments if obtained by fraud. 
 
All staff working on Nevada Medicaid will be required to complete 
mandatory training on all statutes, requirements of the RFP and ongoing 
service specifications related to the contract.  Similar to our new 
employee orientation, we will build out a training module specific to 
Medicaid that will be mandatory for all newly hired staff and annually 
thereafter. 
 
Additionally, our Delegation Oversight Committee which currently 
ensures our subcontractors are following Medicare and URAC 
accreditation rules will also ensure that contracts are amended and 
monitored to ensure Medicaid requirements are properly delegated. 


 
3.16.2 Provider Credentialing  


 
3.16.2.1 The vendor is required to provide: 


 
A.  The vendor must have written credentialing and re-credentialing 


policies and procedures for determining and assuring that all 
providers under contract to the vendor, including PCP and Primary 
Care Specialists ,specialists and other health care professionals are 
licensed by the State of Nevada and qualified to perform the 
services.  The vendor may not employ or contract with providers 
excluded from participation in the federal health care programs 
under Section 1128 of the Social Security Act. 


 
We have written policies and procedures for credentialing and re-
credentialing all providers including primary care and specialty 
care physicians and other ancillary providers in order to verify 
that they are duly licensed in the State of Nevada for the provision 
of services.  We include as part of our process verification that the 
provider has been excluded from participation under Medicare or 
Medicaid in accordance with Section 1128 of the Social Security 
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Act.  We will not contract with nor employ any provider who is 
excluded for any reason. 


 
B.  The vendor shall provide credentialing criteria for review and 


approval by DHCFP’s Provider Enrollment unit ninety (90) calendar 
days prior to the start of the contract and ensure that all network 
providers meet the criteria. Changes to the credentialing process will 
need to be provided in writing to the DHCFP’s Provider Enrollment 
unit thirty (30) calendar days prior to the change.  If the change is 
unanticipated, the vendor will notify the DHCFP’s Provider 
Enrollment unit within five (5) calendar days of the change.  


 
We will submit records as requested by the DHCFP for the 
purposes of credentialing review ninety (90) calendar days prior to 
the start of the contract and at any point in time for the duration of 
the contract as required.  Our credentialing policies meet URAC 
standards for our health plan accreditation and NCQA standards 
for our Medicaid affiliate accreditation.  Policies and procedures 
are reviewed at least annually and updates or changes to the 
policies will be communicated to the DHCFP thirty (30) calendar 
days prior to the change and to the enrollment unit within five (5) 
calendar days of the change.   


 
C.  Credentials for network providers, subcontractors, or 


subcontractor’s providers shall be provided by the vendor and 
furnished to the DHCFP and/or MFCU upon request, at no cost. 


 
We have written credentialing and recredentialing policies and 
procedures and an established committee for the review of all 
provider applications.  We will provide copies of all criteria, policy 
and procedure to the DHCFP when a contract is awarded. 


 
3.16.3 Provider Enrollment 


 
3.16.3.1 The vendor must comply with federal requirements including the Patient 


Protection and Affordable Care Act (PPACA) of 2010 for Medicaid 
enrollments. 


 
Our credentialing policies and provider enrollment requirements are 
fully compliant with the Patient Protection and Affordable Care Act 
(PPACA) and the Education and Reconciliation Act of 2010, together 
commonly referred to as the Affordable Care Act. 
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3.16.3.2 The vendor may enroll new providers.  A provider who is a non-
Medicaid provider that has been enrolled by the vendor must be referred 
to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor 
may enroll a provider prior to the provider enrolling as a Medicaid 
provider, the provider is not permitted to provide services to the 
Medicaid MCO recipients until the provider is enrolled with Nevada 
Medicaid’s fiscal agent.  The provider is not required to see FFS clients.   


 
We will verify a new provider’s participation with the State’s fiscal agent 
prior to commencing the application and credentialing procedures for 
the health plan.  We will not actively add the new provider to our network 
unless or until we have received notification that the provider has been 
accepted for participation in the State’s Medicaid program. 


 
3.16.3.3 All providers, both within the state of Nevada and outside the state of 


Nevada, are required to maintain a license in good standing in the state 
where services are provided.  


 
All providers applying for participation in the health plan’s network 
must provide a copy of their medical license, in good standing from each 
of the state’s where he or she is licensed to practice  The license and all 
other items required for credentialing are independently verified by our 
Certified Verification Organization (CVO) and documentation of the 
verification source is confirmed back to the health plan prior to review by 
the credentialing committee. 


 
3.16.3.4 The vendor may need to enter into single case agreements with non-


Medicaid providers as needed. These single case agreements must be 
reported to the DHCFP.   


 
The health plan has a standard process for entering into agreements with 
non-Medicaid providers.  The Letter of Agreement (LOA) is used to 
negotiate payment and treatment terms for individuals requiring care 
transition to ensure continuity of care or when we have been unable to 
negotiate a full contract for network participation.  We will provide a 
report of these agreements to the DHCFP as required. 


 
3.16.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, 


terminated or removed from the active Provider List, the vendor at a 
minimum must provide the DHCFP the basis, reasons or causes for such 
action and any and all documentation, data, or records obtained, 
reviewed, or relied on by the vendor including, but not limited to: 
provider/patient files; audit reports and findings; and medical necessity 
reviews. 


 
When providers are terminated, we track the reason for termination and 
pull all records related to the decision for review by our credentialing 
committee prior to the final determination.  We will provide the DHCFP 
with a monthly report of provider terminations including the reason, 
basis or cause for action along with copies of supporting documentation. 
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3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the 


month, the vendor will submit to the DHCFP a list of all providers who 
have been enrolled and a list of all providers who have disenrolled, 
deactivated, terminated, de-credentialed or been removed from the active 
provider enrollment. If the provider has been terminated, de-credentialed 
or disenrolled, the cause and all required documentation of the 
termination will be supplied to the DHCFP within five (5) business days 
of the decision to terminate.  


 
The provider directory is maintained on our member website and 
monthly, we will report to the DHCFP all new and terminating providers.  
For terminating providers, we will include the reason or cause for 
termination and all supporting documentation as required with five (5) 
business days of our decision to terminate. 


 
3.16.4 Provider Contracts 


 
3.16.4.1 The Vendor must execute and maintain, for the term of the contract, 


written provider agreements with a sufficient number of appropriately 
credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


 
The health plan requires a full contract with any provider seeking 
participation in its networks.  The contract includes a schedule of fees to 
be paid for services rendered and for Medicaid specific contracts, we 
include language related to office hours, appointment availability, and 
emergency after hours service, cultural competency and non-
discrimination.  When a full contract is not possible, we maintain a letter 
of agreement with the provider for the provision of Medically Necessary 
services. 


 
3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base 


provider contract prior to execution.  In addition, prior to distributing or 
executing any substantive changes or amendments to the base contract, 
the Vendor shall submit drafts of standard language for any such contract 
to the DHCFP for review.  Provider contracts must meet all state and 
federal requirements.  The Vendor shall submit any of its provider 
contracts to the DHCFP within 5 business days upon request.  


 
All provider contracts meet state and federal requirements and the base 
contract for each provider type will be submitted to DHCFP prior to the 
execution of a Medicaid Contract for the health plan.  Provider contracts 
are reviewed periodically to ensure any changes in state or federal 
guidelines have been incorporated.  We will submit draft language 
changes to DHCFP prior to the execution of such changes.  Upon 
request, we will provide the DHCFP with copies of provider contracts 
within five (5) business days of that request. 
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3.16.4.3 The timing and other events associated with provider recruitment must 
occur in a manner that will ensure meeting the objectives noted within 
this RFP.  The effort must include outreach to providers who are not 
currently participating in the DHCFP's medical assistance programs or 
have a signed agreement but do not actively accept eligible recipients.  


 
We have completed a preliminary network analysis using information 
provided in the attachments to this RFP.  The recruitment plan is 
currently in the planning phase to ensure adequate time for provider 
outreach, contract solicitation, credentialing, committee review, DHCFP 
review and education and training prior to the anticipated July 1, 2017 
contract start.  Throughout the project implementation we will provide 
regular updates on providers who are undergoing the application and 
credentialing process and 60 days prior to the effective date, provide 
DHCFP with a draft version of our provider directory. 


 
3.16.4.4 The vendor must also have written policies and procedures for 


monitoring its providers, and for disciplining providers who are found to 
be out of compliance with the vendor’s medical management standards. 
The vendor must submit these policies and procedures to the DHCFP 
within 5 business days upon change of policies and procedures or upon 
request.  


 
We have written policies and procedures for monitory provider 
performance including a process for corrective action when providers 
are found to be out of compliance with our standards of care, billing 
practices or appointment standards.  We will provide copies of all policies 
prior to the contract start and if changes are made during policy review, 
within five (5) business days of the change or upon request. 


 
3.16.4.5 Provider contracts must not be structured to provide financial or other 


incentives to providers and subcontractors for denying, reducing or 
limiting medically necessary services. 


 
We do not pay incentives to providers for limiting, denying or reducing 
the medically necessary services provided to recipients and we do not 
have contract language to this effect. 


 
3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


 
We do not use “gag” clauses in provider or other contracts. 


 
3.16.4.7 All provider contracts must be made available to the DHCFP and / or 


MFCU within five (5) business days upon request. 
 


The health plan has standard contracts for all provider types and will 
maintain a written contract for participation in the network for the 
duration of this contract period.  We will make provider contracts 
available for review within five (5) business days upon request. 
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3.16.5 Provider Directory 
 


The vendor must publish its provider directory and any subcontractors’ provider 
directory via an Internet website upon contract implementation and will update the 
website on a frequency no less than monthly for all geographic service areas.  The 
vendor must provide the DHCFP with the most current provider directory upon 
contract award for each geographic service area.  Upon request by the DHCFP, the 
vendor must confirm the network adequacy and accessibility of its provider network 
and any subcontractor’s provider network.  


 
We will publish a directory of participating providers for member use and provide 
regular updates to the director as new providers are add or as providers are 
terminated. The provider directory will be available on our website.   


 
3.16.6 Provider Communications 


 
 


3.16.6.1 General Communications 
 


All general communications to providers including mass letter 
mailings, fax-blasts, brochures, batch e-mails and communications 
specifically mentioned in this contract must be submitted to the 
DHCFP for approval prior to release.  If the DHCFP does not 
respond within ten (10) business days the vendor may consider the 
communication approved.  This provision does not pertain to 
communications on specific topics to individual providers and 
recipients. 


 
This section has been deleted pursuant to Amendment 2. 


 
3.16.6.2 Provider Policy and Procedure Manual 


 
A.  The vendor must prepare a Provider Policy and Procedure Manual 


for each distinct class of provider which must be approved by the 
DHCFP.  The vendor shall document the approval of the provider 
manual by the vendor’s Medical Director, and shall maintain 
documentation verifying that the provider manual is reviewed and 
updated at least annually. The vendor will provide policy and 
procedure updates to the DHCFP within five (5) business days of the 
contract implementation, any significant changes in the manual or 
upon request.  


 
We maintain a comprehensive Provider Policy and Procedure 
Manual, approved by our Medical Director, for each distinct class 
of providers. The Sections of our 2016 Manual include:  


• Section 1.0 – Introduction 
• Section 2.0 – Administrative Procedures 
• Section 3.0 – Provider Roles and Responsibilities 
• Section 4.0 – Office Standards 
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• Section 5.0 – Utilization Management 
• Section 6.0 – Referrals 
• Section 7.0 – Benefit Summary and Exclusions 
• Section 8.0 – Early and Periodic Screening, Diagnosis 


and Treatment (EPSDT) 
• Section 9.0 – Quality Improvement 
• Section 10.0 – Emergency Care/Urgent Care Services 
• Section 11.0 – Special Programs 
• Section 12.0 – Outpatient Pharmacy Services 
• Section 13.0 – Obstetrical 
• Section 14.0 – Family Planning 
• Section 15.0 – Provider Billing Manual 
• Section 16.0 – Behavioral Health 
• Section 17.0 – Forms and Documents 
• Section 18.0 – Dental Network 
• Section 19.0 - Acronyms 


 
We will develop a Nevada-specific manual adapted for each 
distinct class of providers. We will ensure the provider manuals 
are reviewed and updated no less than annually. We will provide 
any policy and procedure updates to the DHCFP within five 
business days of contract implementation. New policies and 
procedures developed during the year will be available to the 
DHCFP for review upon request.  
 
A project manager and a Communications team member are 
assigned to lead the review of the Provider Manual on an annual 
basis.  As needed throughout the year, the project manager will 
also lead needed updates.  The project manager identifies the 
subject matter expert or experts (SME) for each section within the 
manual, coordinates a meeting to review the requirements, and 
sets the date for completion of modifications.  The SME reviews 
updates for each distinct class of provider, identifying needed 
revisions and reporting these to the project manager.   
 
Those section changes are then formatted and sent back to the 
SME and their department manager (or assigned Business Owner) 
for review and sign-off for accuracy.  As all sections approvals are 
received from the respective department manager or Business 
Owner, the Communications team formats the final draft of each 
required, distinct Provider Manual.                                           
 
After review and approval by the Compliance Department, the 
final draft of the Provider Manual for each distinct provider class 
will then be sent to the Medical Director for final review and 
approval.  Upon approval, each manual is posted on health plan 
website.   
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B.  The vendor may publish the manual material related to more than 


one category of provider in a single volume upon approval of the 
DHCFP.  The vendor must furnish one (1) copy of the manual to 
each provider upon recruitment into the network, and must update 
all copies of the manual in each provider’s possession within five (5) 
business days when changes are made by the vendor.  Provider 
update notices sent via facsimile, mail, and e-mail may be utilized to 
update the provider manual when changes are made by the vendor.  
The vendor can meet this requirement by furnishing one (1) copy of 
the manual and one (1) copy of the manual updates to each provider 
practice where several providers within the practice are participants 
in the network. One (1) hard copy and one (1) electronic copy of the 
Provider Manual shall be provided to the DHCFP.  That electronic 
copy must be updated with the same frequency as the hardcopy 
manual copies furnished to providers.  The manual shall include, at a 
minimum: 


 
1. The policies and procedures to be implemented by the 


vendor to ensure provider contract compliance; 
 


We will comply with this requirement. 
 


2. The procedures governing verification of recipient eligibility 
and the process for receiving and disseminating recipient 
enrollment data to participating providers;  


 
a. At the time of service, the vendor or its 


subcontractors shall verify every enrolled 
recipient’s eligibility through the current 
electronic verification system. 


 
We will comply with this requirement. 


 
3. Prior authorization procedures and requirements including 


the appeals process for denied, reduced or terminated 
services; 


 
We will comply with this requirement. 


 
4. The procedures for claims administration including the 


appeals process for denied claims; 
 


We will comply with this requirement. 
 


5. Provider credentialing criteria; 
 


We will comply with this requirement. 
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6. Provider network management; 
 


We will comply with this requirement. 
 


7. The benefits and limitations available to enrolled recipients 
under the program, including any restrictions on recipients’ 
freedom of choice imposed by the program and any/all 
payment obligations; 


 
We will comply with this requirement. 


 
8. Administrative and billing instructions, including: a list of 


procedure codes; edits; units; payment rates; and all pertinent 
information necessary to submit a clean claim in a timely 
manner; 


 
We will comply with this requirement. 


 
9. Procedure to dispute adverse payment and contract 


decisions; and 
 


We will comply with this requirement. 
 


10. Policies and procedures to be implemented by the vendor to 
manage quality improvement and recipient service 
utilization. 


 
We will comply with this requirement.  We will provide a 
copy of the Provider Manual to each provider upon 
recruitment into the network. All providers will have access 
to an electronic version of the manual on the website. 
When we make updates to the manual, we will update the 
manual on the website, send an E-News update to 
providers, and follow that with an updated hard copy 
within 5 days. Each provider organization will be furnished 
with at least one hard copy of the manual; the hard copy 
updates are designed to be inserted into the hard copy 
manual.  
 
We will furnish the state with one hard copy and one 
electronic version of the Provider Manual, which will be 
updated in the same manner in which we update the 
providers. 
 
Our current Manual is comprehensive and includes all ten 
(10) of the required content areas. The content areas 1 
through 10 are cross-referenced to the respective sections 
of our manual, below. 


• Section 2.0 – Administrative Procedures includes: 
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o The policies and procedures to be 
implemented by the vendor to ensure 
provider contract compliance (1) 


o The procedures governing verification of 
recipient eligibility and the process for 
receiving and disseminating recipient 
enrollment data to participating providers (2) 


o Provider credentialing criteria (5) 
• Section 5.0 – Utilization management includes: 


o Prior authorization procedures and 
requirements including the appeals process 
for denied, reduced or terminated services 
(3) 


• Section 7.0 – Benefit Summary and Exclusions 
includes: 


o The benefits and limitations available to 
enrolled recipients under the program, 
including any restrictions on recipients’ 
freedom of choice imposed by the program 
and any/all payment obligations (7) 


• Section 9.0 – Quality Improvement (and several 
other sections) include: 


o Policies and procedures to be implemented 
by the vendor to manage quality 
improvement and recipient service utilization 
(10) 


• Section 15.0 – Provider Billing Manual includes: 
o The procedures for claims administration, 


including the appeals process for denied 
claims (4) 


o Administrative and billing instructions, 
including: a list of procedure codes, edits, 
units, payment rates, and all pertinent 
information necessary to submit a clean 
claim in a timely manner (8) 


o Procedure to dispute adverse payment and 
contract decisions (9) 


• Section 17.0 – Forms and Documents includes: 
o Provider network management (6) 


 
3.16.6.3 Provider Workshops 


 
The vendor must conduct, at least annually, provider workshops in 
the geographic service area to accommodate each provider site.  In 
addition to presenting education and training materials of interest to 
all providers, the workshops must provide sessions for each discrete 
class of providers whenever the volume of recent changes in policy 
or procedures in a provider area warrants such a session. All 
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sessions should reinforce the need for providers to verify recipient 
eligibility and enrollment prior to rendering services in order to 
ensure that the recipient is Medicaid eligible and that claims are 
submitted to the responsible entity. Individual provider site visits 
will suffice for the annual training requirement. 


 
Our provider relations, education and communication strategy 
centers around strategically-placed staff, comprehensive ongoing 
provider education and outreach, and supplemental reference 
tools and resources. The strategy involves several different teams 
working across various departments to achieve optimal results of 
our providers and ultimately our recipients.  
 
Annual Provider Workshops 
 
Our provider relations staff works with staff in other key 
departments to develop an annual provider workshop, which 
entails a 5-hour immersion in Health Plan structure, operations, 
programs and resources. This workshop enables the providers to 
meet staff in person and gain a deeper understanding of the 
benefits and responsibilities of being a Health Plan provider. The 
Health Plan conducts this workshop in several convenient 
locations across the state to improve attendance.  
 
We customize the workshops for various types of providers. For 
example, one session for PCPs provides education on the 
Management of Behavioral Health Conditions in the Primary 
Care Setting.  Behavioral Health sessions may include processes to 
maximize successful referrals to behavioral health specialists and 
transition of care for recipients leaving an inpatient behavioral 
health stay. 
 
The following topics were addressed in our 2015 provider 
workshops:  


• Health Plan Overview 
• Meet Public Relations Specialists 
• Meet Public Relations Managers 
• Meet Public Relations Director 
• Operating structure 
• Medicaid landscape 
• Open enrollment 
• Innovation  
• Clinical awareness 
• Medicare Advantage 
• Resources 
• Website 
• Provider portal 
• Recipient Disenrollment  
• ICD 10 
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• Provider Enrollment 
• Claims information 
• Behavioral Health 
• Suboxone 
• Labs 
• Title VI  
• Health Literacy 
• Compliance  
• Fraud waste and abuse 
• Auditing 


 
We will adapt the workshop to address the needs unique to Nevada 
recipients, the provider network and the managed care program, 
such as coordinating referrals to IHS/Tribal Clinics for Native 
American recipients or responsibilities for recipients with juvenile 
justice involvement. We will ensure our workshops include 
discussion on verification of recipient eligibility and enrollment 
prior to rendering services in order to ensure that the recipient is 
Medicaid-eligible and that claims are submitted to the responsible 
entity. 
 
We ask providers to evaluate our workshops using a Likert Scale 
to rate satisfaction with the location of workshop, time of 
workshop, and speaker’s knowledge of subject matter. The 
evaluation elicits participant opinions regarding whether the 
presenter was clear, encouraged participation, managed 
discussions well, responded to questions satisfactorily, and used 
available time effectively. We also ask whether the topic(s) were 
relevant to providers’ office needs, whether the environment was 
conducive to learning, satisfaction with the quality of audio and 
visuals, the overall evaluation of workshop, likelihood of the 
providers’ future participation, whether the workshop met the 
providers’ educational or information needs, and a request to offer 
topics for future workshops and webinars. 
 
In addition to workshops, we conduct quarterly webinars for 
providers. We consider a variety of inputs to determine the focused 
topics of the webinars. During these discussions, providers identify 
webinar themes and provide feedback about future webinar topics. 
Webinars typically target subject matter that needs to be addressed 
in further depth than through written materials, or a with a health 
plan representative in a brief encounter in the office or via the call 
center.  
 
In the past year, we offered the following webinars: 


• Quarter 1: Why Referrals Matter 
• Quarter 2: Understanding Authorizations 
• Quarter 3: Understanding Quality and HEDIS 
• Quarter 4: Women’s Health and EPSDT 
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Individual Provider Site Visits and Support 
 
Provider Network Account Managers (PNAM) are assigned to 
support individual provider practices. PNAMs assist throughout 
the contracting process and offer individualized support on an 
ongoing basis, linking the provider with specialists as needed – 
such as the Provider Claims Service Unit (PSCU) Representatives 
– when there are specific questions related to claims that need 
further investigation. 
 
The PNAMs are responsible for conducting provider orientations, 
which may occur in the form of a workshop for a full practice or 
as a one-on-one for new providers at sites that have already 
received orientation. The PNAM uses our Provider Orientation 
Check List to conduct the orientation, and he or she shares the 
Provider Orientation Toolkit with providers, which includes a 
Welcome Letter, Benefits Overview, Rights and Responsibilities, 
Provider Resources, Billing and Reimbursement Overview, Special 
Programs, and Supplemental Materials. 
 
These strategically placed staff conducts regular site visits to 
practices. A Provider Network Management Site Visit Survey is 
completed for every site visit, which indicates whether the visit is 
an initial orientation, a recurring/maintenance visit, a compliance-
related visit, or training. The survey includes prompts for the visit 
such as: physical accessibility and appearance, office standards, 
appointment standards, phone coverage, confidential recipient 
information, language assistance, training/education, and 
provider on-line resources. 


 
3.16.6.4 Provider Newsletter 


 
The vendor must publish a semi-annual newsletter for network 
providers. Topics may include practice guidelines, policy updates, 
quality management strategies, and other topics of provider interest  
 
The Health plan currently relies on E-News Alerts as the 
“provider newsletter.” E-News is a brief document sent via e-mail 
to update providers as a provider newsletter would; however, the 
news is often more timely and in smaller bites that busy providers 
and office staff may be able to consume. On average, our E-News 
goes out weekly; however, sometimes there are more, sometimes 
there are fewer E-News Alerts depending on the volume of news 
we determine as priorities.  
 
If a quarterly newsletter is required by this contract, the Health 
plan is willing to supplement E-News Alerts with a quarterly 
newsletter – some of which may be a summary of the quarter’s E-
News with some additional pertinent information. 
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3.16.6.5 Network Maintenance 


 
A.  Maintenance of the network includes, but is not limited to: 


 
1. Initial and ongoing credentialing; 
2. Adding, deleting, and periodic contract renewal; 
3. Provider education; and 
4. Discipline/termination, etc. 


 
Our experienced provider relations staff maintains the network 
through credentialing and re-credentialing, education workshops, 
periodic contract review, site visits and review of geo access data to 
meet network adequacy requirements.     


 
3.16.6.6 The vendor must have written policies and procedures for monitoring its 


network providers, and for disciplining those who are found to be out of 
compliance with the vendor’s medical management standards. 


 
We have written policies and procedures for monitoring provider 
compliance with standards of care including corrective action plans 
when a provider is non-compliant.  We rely on information from our 
customer service inquiries and customer satisfaction surveys as one of 
the mechanisms for identifying provider non-compliance and we manage 
these actively to ensure complete remediation. 


 
3.16.6.7 The vendor must take appropriate action related to dual FFS and 


managed care network providers, and provide all documentation related 
to any disciplinary action, sanction, de-credentialing, removal from the 
provider panel to DHCFP in a time and manner as determined by the 
DHCFP as follows:  


 
A.  Upon the vendor’s awareness through public sources of any 


disciplinary action, or any sanction taken against a network 
provider, or any suspected provider fraud or abuse, the vendor shall 
immediately inform the DHCFP’s Provider Enrollment Unit;   


 
If the health plan receives notification through public sources that 
a network provider has had a sanction against his or her license, 
we will proceed to review and inform the DHCFP provider 
Enrollment Unit. For example in a recent Nevada case involving a 
provider and the suspicion of opioid diversion through a well 
known business, the health plan took immediate action to 
investigate the facts which led to the provider’s termination from 
the network.   
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B.  The vendor is required to check the Office of the Inspector General 
(OIG) website and DHCFP's excluded Provider list at least monthly 
to confirm its network providers have not been sanctioned by the 
OIG or by the DHCFP; and 


 
The compliance team routinely checks the OIG website and other 
sources for excluded provider information and makes the requisite 
recommendations across the organization.  These activities are 
reported through the Fraud, Waste and Abuse subcommittee 
monthly and quarterly during the Compliance Committee 
meetings.  We will inform DHCFP of any providers who are listed 
in the event the DHCFP is not already aware of such actions. 


 
C.  If the vendor is notified or discovers that the OIG, DHCFP or 


another state Medicaid agency or certification/licensing entity has 
taken an action or imposed a sanction against a network provider, 
the vendor shall review the provider’s performance related to this 
RFP and take any action or impose any sanction, including 
disenrollment from the vendor’s provider network. 


 
The health plan has written policies and procedures in place for 
network maintenance.  Our experienced provider relations staff 
works closely with the credentialing department the CVO and our 
compliance department on provider activity to ensure full 
compliance with all state and federal regulations.  We will notify 
the DHCFP for any provider who has had activity on licensing, or 
other sanctions and move swiftly to remove providers from the 
network in those cases.   


 
3.16.7 Affiliations with Debarred or Suspended Persons 


 
3.16.7.1 Monitoring for Prohibited Affiliations 


 
A.  The vendor may not employ or contract with providers excluded 


from participation in federal healthcare programs.  
 
The health plan does not employ any providers who have been 
excluded from participation in federal health care programs.  This 
requirement is listed in our employment practices policy and again 
in our policy for credentialing internal staff. 


 
B.  The vendor may not be controlled by a sanctioned individual. 


 
The health delivery system owns the controlling interest in the 
health plan and does not have any sanctions against the 
organization. This is monitored monthly and reported out through 
the compliance committee. 


 
C.  The vendor may not have a contractual relationship that provides for 


the administration and management or provision of medical 
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services, or the establishment of policies, or the provision of 
operational support for the administration, management or provision 
of medical services, either directly and indirectly, with an individual 
convicted of certain crimes as described in section 1128(b)(8)(B) of 
the Act.  


 
The health plan conducts a criminal background check for all 
employees, providers who apply for network participation, and 
subcontracted vendors during the RFP process.  Our written 
policies specifically state that we do not employ, nor contract for 
services, nor approve any provider for network participation who 
has been convicted of a crime described in section 1128 (b) (8) (B) 
of the  Social Security Act. 


 
D.  The vendor may not employ or contract, directly or indirectly, for 


the furnishing of health care, utilization review, medical social 
work, or administrative services, with one of the following: 


 
1. Any individual or entity excluded from participation in 


federal healthcare programs; 
 


We do not employ nor contract with any individual or entity 
excluded from participation in federal health care 
programs. 


 
2. Any entity that would provide those services through an 


individual or entity. 
 


We do not employ nor contract with any entity that would 
provide services for an individual or entity excluded from 
participation in federal health care programs. 


 
E.  The vendor’s must have policies and procedures for ensuring that, 


pursuant to 42 CFR 438.610, the vendor will not knowingly have a 
director, officer or partner who is or is affiliated with a person/entity 
that is debarred, suspended or excluded from  participation in federal 
healthcare programs.  


 
We have written policies and procedures that ensure that we do not 
knowingly employ nor contract with any individual or entity 
excluded from participation in federal health care programs; or 
who is affiliated with a person or entity that is excluded from 
participation in federal health care programs. 


 
F.  The vendor is prohibited from knowingly having a person with 


ownership of more than 5% of the vendor’s equity who is (or is 
affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 
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We are a not for profit organization and we do not have an 
individual owners, nor would be enter into an arrangement with 
an individual or entity who may have greater than 5% ownership 
interest in the health plan’s equity who is or who is affiliated with 
a person or entity that is excluded from participation in federal 
health care programs. 


 
G.  The vendor is prohibited from knowingly having an employment, 


consulting, or other agreement with an individual or entity for the 
provision of vendor contract items or services who is (or is affiliated 
with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


 
We do not have any consulting agreements for employment or 
otherwise with any individual or entity who is excluded from 
participation in federal health care programs, nor who is affiliated 
with a person or entity that is excluded from participation in 
federal health care programs. 


 
H.  If the DHCFP learns that the vendor has a prohibited relationship 


with a person or entity who is disbarred, suspended, or excluded 
from participation, the DHCFP will notify the Secretary of 
noncompliance. The State may continue the existing agreement with 
the vendor unless the Secretary directs otherwise. The DHCFP may 
not renew or extend the existing agreement with the vendor unless 
the Secretary provides to the DHCFP and to Congress a written 
statement describing compelling reasons that exist for renewing or 
extending the agreement.  
 
As stated in our policy and above, we do not contract with 
providers who have been banned from participation in Medicare 
or Medicaid programs. 


 
3.16.8 Compliance Plan 


 
3.16.8.1 Vendors must have a program that includes administrative and 


management arrangements or procedures, including a mandatory 
compliance plan to guard against fraud and abuse. 


 
The health plan’s Fraud Waste and Abuse Committee reports its findings 
to the health plan’s Compliance Committee when reports to the Board.  
We have a number of policies in place to guard against waste fraud and 
abuse. 


 
3.16.8.2 Vendors will have written policies, procedures, and standards of conduct 


that articulate the organization’s commitment to comply with all 
applicable Federal and State program integrity standards. 
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Our current written policies indicate our commitment to compliance, 
URAC standards and all applicable Federal and State program integrity 
standards. 


 
3.16.8.3 General Requirements 


 
A.  The vendor must have a comprehensive compliance plan which 


encompasses the elements necessary to monitor and enforce 
compliance with all applicable laws, policies, and contract 
requirements.  
 
The health plan has a written compliance program which 
encompasses the necessary elements identified in this RFP.  A 
description of the program and its committee structure in provided 
below. 


 
B.  The compliance plan must be reviewed and approved annually by 


the DHCFP. 
 


We will submit our compliance program for review and approval 
from the DHCFP at the commencement of this contract and 
annually thereafter as required. 


 
C.  The compliance plan must include the following elements, and any 


others as directed by the DHCFP: 
 


1. Written policies and procedures for the functions in this 
section; 


 
2. Standards for effective communication between the 


Compliance Officer, Program Integrity staff, management, 
vendor staff, and the DHCFP; 


 
3. Mandatory on-going training and education of the 


Compliance officer, Program Integrity staff, management 
and staff, and subcontractors on the prevention and detection 
of fraud, waste, abuse, and improper payments; 


 
4. Delineation of the staff and division of responsibilities 


within the vendor’s Program Integrity Unit; 
 


5. Specific objectives and goals for Program Integrity 
operations in the coming year; and 


 
6. The process that the vendor will use to enforce program 


integrity standards through well publicized disciplinary 
guidelines. 
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7. The process that the vendor will use to complete internal 
program integrity monitoring and auditing. 


 
8. How the vendor will promptly respond to detected program 


integrity offenses and develop corrective action initiatives. 
 


9. A report on the success of the objectives and goals from the 
previous year. 


 
We have an established compliance program to meet the 
requirements of this RFP.  The goal of our program is to exercise 
due diligence to prevent, and detect criminal conduct and to 
demonstrate commitment to compliance and the law.  An outline 
of our compliance program and department structure is outlined 
below: 
 
Compliance Program Elements 


1. Appointment of a compliance leader and compliance 
committees with appropriate authority 


2. Develop and Maintain written policies and procedures to 
address regulatory requirements 


3. Education and Training 
4. Internal Auditing and compliance monitoring 
5. Effective Communications Plan 


a. Open lines of communication 
b. Publicized, confidential reporting system 
c. Non-retaliation policy for reporting issues 


6. Enforcement of policies and procedures 
a. Promptly address violations 
b. Implement and document appropriate corrective 


action 
7. Prompt response to actions/issues 
8. Risk assessment 


 
Compliance Department Structure 


 


 Board of Directors 
Accountable Care 
Organization Chief 
Compliance Officer 


Health Plan Chief 
Executive Officer 


Compliance 
Officer/Compliance 


Manager 


Compliance Analyst 


Compliance Analyst 


Compliance Analyst 
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We have a comprehensive program for new hires as well as 
continuing education requirements as a condition of employment 
to meet this RFP requirement.  Newly hired staff must complete a 
comprehensive training program for all compliance initiatives 
during New Employee Orientation (NEO) and all course content 
must be completed within 90 days of hire, and testing with a 
passing score must be achieved.  An annual re-training and testing 
is required as a condition of continuing employment.  Desk-top 
reminders are distributed to all staff with messaging about of “see 
something, say something”, and where employees can report 
violations of compliance or conduct policies internally, externally 
and anonymously.   
 
The Health plan Compliance Manager leads the program and is 
accountable to the health plan CEO, who is ultimately responsible 
for adherence across the organization.  We have established a 
multi-disciplinary Compliance Committee and subcommittees who 
meet monthly to review Delegation and Oversight, Policy and 
Procedure and Staff and Member Communications. The 
Compliance Manager is responsible for reporting fraud, waste, 
and abuse to the health plan CEO and appropriate State agencies, 
and ensuring that employees cooperate fully with State and federal 
fraud, waste, and abuse investigations.  
 
The Compliance Manager is also responsible for working with 
executives and all operations areas to identify and assist in the 
mitigation of potential risks. The Compliance Manager and 
Performance Manager consult, advise, and implement initiatives 
for tracking and reporting risks; facilitates audit coordination and 
responses; monitors the implementation and effectiveness of 
integrity programs; and coordinates and ensures timely responses 
to regulatory amendments and changes. The Compliance Manager 
is also responsible for oversight of program integrity operations 
and compliance with all State and federal requirements pertaining 
to fraud, waste, and abuse. A diagram of our committee structure 
is provided below: 
 
Compliance committee Structure 
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3.16.9 Deficit Reduction Act  


 
3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 


2005, the vendor must, as a condition of receiving Medicaid payment, do 
the following: 


 
A.  Establish and make readily available written policies for all 


employees of the vendor, including management, and of any 
subcontractor or provider, that provide detailed information about 
the False Claims Act established under sections 3729 through 3733 
of Title 31, United States Code, administrative remedies for false 
claims and statements established under chapter 38 of title 31,  
United States Code, any State laws pertaining to civil or criminal 
penalties for false claims and statements, and whistleblower 
protections under such laws, with respect to the role of such laws in 
preventing and detecting fraud, waste, and abuse in Federal health 
care programs (as defined in section 1128B(f) of the Social Security 
Act of 1932); 


 
B.  Include as part of such written policies, detailed provisions 


regarding the vendor's policies and procedures for detecting and 
preventing fraud, waste, and abuse; and 


 
C.  Include in any employee handbook for the vendor, a specific 


discussion of the laws described above, the rights of employees to 
be protected as whistleblowers, and the vendor's policies and 
procedures for detecting and preventing fraud, waste, and abuse. 


 


Accountable Care 
Organization  Board 


Health Plan  Board 


Health Plan Compliance 
Committee for Medicare and 


Medicaid Products 


Health Plan Compliance 
Committee for 


Commercial Products 


Delegation Oversight 
Subcommittee 


Fraud, Waste & Abuse 
(FWA) Subcommittee 


Policy and Procedure 
Subcommittee 


 Audit & Compliance 
Council  
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As part of new employee orientation and training as well as for providers 
in our network, we require completion of our compliance training 
module that includes fraud waste and abuse and accompanying 
penalties.  The training and education program covers all required 
statutes outlined above and additionally including: 


• HIPAA (P.L. 104-191) 
• OIG Exclusions (42 USC §1395€(1) and 42 CFR §1001.1901 
• Stark Statute 42 USC §1395 nn 
• Anti-kickback Statute 42 USC§ 1320 9-7b(b) 
• Criminal Fraud Penalties 18USC §134 


 
Our employee handbook contains a written section about all laws and 
requirements and upon completion of the training, employees provides a 
signature page attesting to their understanding of these laws and 
requirements. 
 
The provider manual contains the same information to ensure that all 
facets of our care delivery system are informed and monitored on a 
regularly basis through random audits, credentialing and recredentialing 
and annual re-training education for all staff.  


 
3.16.10Under-utilization of Services 


 
 


3.16.10.1Vendors must monitor for the potential under-utilization of services by 
their recipients in order to assure that all Medicaid-covered services are 
being provided, as required. If any under-utilized services are identified, 
the vendor must immediately investigate and, if indicated, correct the 
problem(s) which resulted in such under-utilization of services. The 
vendor’s monitoring efforts must, at a minimum, include the following 
activities:  


 
We will leverage nearly 20 years managing utilization in a Medicaid 
Managed Care Environment to monitor for potential under-utilization of 
services that may indicate gaps in access to care, or recipients not 
receiving care consistent with clinical guidelines for management of 
their health conditions. This monitoring includes a review of Prior 
Authorization procedures, appeals and grievances and service denial 
rates. 


 
A.  An annual review of their prior authorization procedures to 


determine that they do not unreasonably limit a recipient’s access to 
Medicaid-covered services; 


 
We perform extensive analysis of prior authorization requests 
identifying opportunities for improvement in utilization 
management (UM) processes and measures, and assess clinical 
impact. The results of this analysis are provided to the QIC who 
determines what appropriate changes need to be made to the 
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Utilization Management Program Description, policies and 
procedures. We understand DHCFP may require removal of prior 
authorization requirements and we will implement such changes 
as instructed by DHCFP. 


 
B.  An annual review of the procedures providers are to follow in 


appealing the vendor’s denial of a prior authorization request to 
determine that the process does not unreasonably limit a recipient’s 
access to Medicaid-covered services; and 


 
All medical necessity denials of healthcare services or 
authorizations of a service in an amount, duration, or scope that is 
less than requested are completed by board certified physicians 
and clinical pharmacists, as appropriate to the requested service. 
We review these procedures annually or as needed and will ensure 
our policies and procedures governing service authorization 
comply with Nevada’s Medicaid medical necessity requirements 
and does not unreasonably limit access. 


 
C.  Ongoing monitoring of vendor service denials and utilization in 


order to identify services which may be underutilized. 
 


We use a sophisticated data review and analysis process to 
evaluate our program for possible areas of improvement including 
under and over utilization and denials. We collect a complete array 
of utilization and performance data including the data displayed in 
Table 3.10.8-1. 
 
From the results of our monitoring activities, we identify trends to 
detect over and underutilization, as well as inappropriate 
utilization. We employ clinical editing software to identify data 
errors and automate business processes. The edits used in the 
clinical editing software are driven by encounter and/or Medicaid 
benefit requirements. Above all, accurate tracking and prediction 
of healthcare service utilization can improve patient care, and help 
optimize resource management. 
 
UM staff works with Compliance and Care Management staff 
when patterns suggest inappropriate utilization trends and we 
make referrals for investigations/interventions as appropriate.   
 
At any time during the quality of care or service review process, 
the QIC or Credentialing Committee may take the following 
actions without further approval: 


• Request a corrective action plan from the practitioner or 
facility when trends in care or services provided have 
been noted. 


• Request a letter of explanation regarding events 
considered a serious deviation from acceptable levels of 
care or services provided. 
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• Request more frequent updates regarding ongoing trends 
of the practitioner or facility following an agreed upon 
corrective action plan. 


• Recommend face-to-face follow up from our Chief 
Medical Officer or designated Medical Director to discuss 
issues identified by the QIC or Credentialing Committee. 


• Request intensive review of medical records. 
• Initiate a site visit to be performed at a specific time. 


 
3.16.11Embezzlement and Theft  


 
Vendors must monitor activities on an ongoing basis to prevent and detect 
embezzlement or theft by employees, providers, and subcontractors. Any evidence 
of criminal activity must be reported to the appropriate authority and the DHCFP 
SUR unit within five (5) business days. 


 
We monitor employee, vendor and subcontractor activities to prevent theft or 
embezzlement.  We have a written policy for Employee Code of Conduct that 
includes theft including theft of monetary resources or theft of intellectual 
property and steps that will be taken up to and including termination and 
prosecution. In the event an audit reveals criminal activity, we will report the 
incident to the appropriate authorities and for Medicaid to the DHCFP SUR unit 
within five (5) business days. 


 
3.16.12Verification of Services 


 
3.16.12.1The vendor must verify that services billed by providers were actually 


provided to recipients. 
 


We verify that billed services were provided to the recipient through 
routine claim audits, and fraud waste and abuse detection software that 
interfaces with our claim system to detect patterns of claim submission 
that all outside of a standard algorithm of expected claim patterns.  If a 
provider is suspected of falsifying billing records, we will schedule an on-
site audit and review medical records to verify that the claims are 
legitimate and appropriate for the patient’s condition.   In the event a 
service was paid and was not provided, we initiate overpayment recovery 
immediately up to and including collection activity if necessary. 


 
3.16.12.2The vendor may use Explanations of Benefits (EOBs) or Verification of 


Services (VOS) letters for such verification. 
 


The health plan issues an EOB for all claim transactions and the EOB is 
mailed to the recipient’s home. We also offer electronic EOB for 
individuals with smart phones and information is accessible through our 
member web-portal. 


 
3.16.12.3EOBs, if used, must be sent for all services with the exception of the 


services listed in section 3.14.13.5. 
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An EOB will be sent for all services except those services specifically 
excluded as defined in section 3.14.13.5 


 
3.16.12.4VOS letters, if used instead of EOBs, must be sent to at least 500 


recipients each month. 
 


This is not applicable. We do not use VOS letters. 
 


3.16.12.5For both EOBs and VOS letters, the vendor must suppress information 
that, if revealed to other recipients of the household, would be a violation 
of confidentiality requirements for women’s healthcare, family planning, 
sexually transmitted diseases, and behavioral health services. 


 
The health plan has formatted EOB template to suppress any PHI or 
other health information that would violate confidentiality requirement 
for women’s health care, family planning, sexually transmitted diseases 
or other behavioral health services. 


 
3.16.13Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


 
3.16.13.1The vendor must acquire, maintain and monitor a hotline telephone 


number for the public, recipients and providers to report allegations of 
fraud, waste, abuse, or improper payments.  


 
Our compliance program provides a confidential reporting hotline that is 
available 24 hours per day and 7 days per week and 365 days per year.  
Reports may be made anonymously and will be handled as practical and 
or as allowed by law. 


 
3.16.13.2The hotline number must be prominently displayed in a stand-alone 


frame placed on the vendor’s front page of their Nevada Medicaid 
website. 


 
The Hotline number is displayed in all common areas including lunch 
and break rooms and all staff receive a laminated 3x5 card with 
instructions about reporting Fraud Waste and abuse and options for 
reporting suspected violations. We do not currently display the hotline 
number on our web page.  This will be added during implementation 
should we be awarded a contract. 


 
3.16.13.3The telephone line may be augmented by a web page used specifically 


for collecting and reporting to the vendor's Program Integrity Unit 
complaint information entered by a fraud, waste and abuse complainant.  


 
At the present time, the health plan does not include a web-based 
reporting portal for suspected violations related to Fraud waste and 
abuse.  If required, this will be added during implementation should we 
be awarded a contract for Nevada Medicaid. 
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3.16.13.4If the vendor also uses a web page for receiving program integrity 
complaints, it must: 


 
A.  Be accessible and simple to use by the public, recipients and 


providers; 
 
At the present time, the health plan does not include a web-based 
reporting portal for suspected violations related to Fraud waste 
and abuse.  If required, this will be added during implementation 
should we be awarded a contract for Nevada Medicaid. 
 


B.  Have a stand-alone highlighted button or link on the vendor's front 
page of their Nevada Medicaid website; and 
 
At the present time, the health plan does not include a web-based 
reporting portal for suspected violations related to Fraud waste 
and abuse.  If required, this will be added during implementation 
should we be awarded a contract for Nevada Medicaid. 
 


C.  Be identified with language which states clearly the button or link is 
for use in reporting Medicaid fraud, waste or abuse. 


 
At the present time, the health plan does not include a web-based 
reporting portal for suspected violations related to Fraud waste 
and abuse.  If required, this will be added during implementation 
should we be awarded a contract for Nevada Medicaid. 


 
3.16.14Vendor’s Program Integrity Unit 


 
3.16.14.1Unit Composition 


 
A.  The vendor must establish and maintain a distinct Program Integrity 


Unit (PIU) whose responsibilities include the identification, review, 
recovery, and reporting of improper Medicaid and Nevada Checkup 
payments, including fraud, waste, and abuse (FWA) activities.   


 
While we don’t have a designated Program Integrity Unit, we have 
a compliance team and a performance team whose primary 
functions are very similar to this requirement.  Creating a PIU will 
require very little effort for an organization that is already focused 
on these types of reviews.  


 
B.  The PIU must include a compliance officer and a compliance 


committee accountable to senior management.  The compliance 
officer shall be available to communicate with the DHCFP Program 
Integrity and SUR staff by telephone, email, text message, or other 
communication methods during State business hours. 


 
The compliance department brings more than 10 years of 
compliance expertise to the health plan.  Our Compliance 
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Manager holds a Certificate in Health Compliance as well as an 
MBA and has experience in both hospital compliance as well as 
health plan compliance expertise.  Our staff members have 
combined experience totaling 10 years with specialized experience 
in Medicare and Medicaid programs, pharmacy management and 
paralegal health and law enforcement.  A chart of our team is 
included below: 


 


 
 


C.  The PIU shall have adequate resources and qualified staffing 
available to conduct reviews, recovery and reporting of improper 
payments, including FWA activities, as specified in the vendor 
contract.  


 
Our current compliance department has 4 FTE positions 
including the Compliance Manager.  We are adequately staffed to 
meet the requirements for review, recovery and reporting to 
support the Nevada Medicaid program.  Should the membership 
volume increase after the initial enrollment, we will evaluate staff 
capacity and adjust our FTE positions to accommodate additional 
membership growth.  


 
D.  The PIU will have adequate resources to meet either in person or via 


telephone on a monthly basis to provide information and updates on 
cases. 


 
Our compliance team meets with the account manager from CMS 
for oversight of Medicare Advantage and prescription drug plans 
monthly and is prepared to commence meetings on a regular basis 
with the DHCFP for all matters related to Medicaid administration 
in Nevada. 


 
E.  Qualified staff shall have experience in health care claims review, 


data analysis, professional medical coding or law enforcement. 
 


Accountable Care 
Organization Board of 


Directors 


Accountable Care Chief 
Compliance Officer 


Health Plan Chief 
Executive Officer 


Compliance 
Officer/Compliance 


Manager 


Compliance Analyst 
Commercial Products 


Compliance 
AnalystMEdicare and 


Medicaid Products  


Compliance Analyst 
Pharmacy Oversight 


Poliicy and Procedure 


Managed Care Organization RFP 3260 Page 479 of 509 







Our Compliance Manager holds a Certificate in Health 
Compliance as well as an MBA and has experience in both 
hospital compliance as well as health plan compliance expertise.  
Our staff members have combined experience totaling 10 years 
with specialized experience in Medicare and Medicaid programs, 
pharmacy management and paralegal health and law 
enforcement.   


 
F.  The number of full-time equivalents (FTEs) dedicated to the PIU 


must be at least one per 50,000 Medicaid recipients. 
 


Our present staffing ratio is sufficient to meet the demands of our 
present book of business as well as the addition of Nevada 
Medicaid.  We will monitor staffing ratios throughout the contract 
period to ensure we meet or exceed the correct number of staff to 
adequately manage this important program initiative. 


 
G.  The PIU staff must receive on-going training in conducting 


compliance reviews, and must travel to the DHCFP for periodic 
meetings and trainings with SUR Unit staff. 


 
The Compliance staff is registered annually to participate in 
industry sponsored training and education workshops that are 
hosted by organizations such as CMS, AHIP, AHEA and RISE.  
Each staff member is required to attend at least one off site 
seminar each year in addition to attending all regularly scheduled 
webinars for CMS and other regulated agencies.   
 
We will undertake to transform our existing initiative to be fully 
compliant with the PIU requirements as outlined in this proposal. 


 
3.16.15Fraud Identification and Referral 


 
3.16.15.1Vendor shall establish policies and procedures to identify and refer 


credible allegations of fraud to the SUR Unit of the DHCFP. 
 


We have written policies and procedures to identify and refer allegations 
of fraud to the SUR unit of the DHCFP.  Our compliance team has 
developed a communication and reporting strategy for both confidential 
reporting as well as reporting externally to government agencies.   


 
3.16.15.2When the vendor receives an allegation or tip related to potential fraud, 


the vendor must perform a preliminary investigation to determine 
whether a credible allegation of fraud exists. 


 
We have written standards that require an investigation to be performed 
for all reports of suspected or actual incidents of non-compliance, illegal 
conduct and violations of standards of conduct. 
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3.16.15.3If the vendor determines that there is credible allegation of fraud, the 
vendor must submit a fraud referral to the SUR Unit of the DHCFP as 
soon as possible and within two (2) business days. 


 
We are prepared to incorporate this procedure into our current standards 
to submit a fraud referral to the SUR unit of the DHCFP as soon as 
possible and within two (2) business days. 


 
3.16.15.4The vendor’s fraud referral must provide, at a minimum, the following 


information and any other information specified by the DHCFP: 
 


We are prepared to submit fraud referral containing the following 
information any other information as required by the DHCFP. 


 
A.  Provider’s name, Medicaid provider number or provider’s National 


Provider Identifier (NPI); 
 


B.  Nevada Medicaid provider type; 
 


C.  Recipient’s name and Medicaid number; 
 


D.  Date and source of the original complaint or tip; 
 


E.  Description of alleged fraudulent activity, including: 
. 


1. Specific laws or Medicaid policies violated; 
2. Dates of fraudulent conduct; and 
3. Approximate value of fraudulently obtained payments. 


 
F.  Any other agencies or entities (e.g., medical board, law 


enforcement) notified by vendor, and any actions they have taken;  
 


G.  The findings from the vendor’s preliminary investigation and 
proposed actions; 


 
H.  After submitting the fraud referral, the vendor will take no further 


action on the specific allegation until the SUR Unit responds; 
 
We will not take further action until directed by the SUR Unit. 


 
I.  If the SUR Unit notifies the vendor that the fraud referral is 


declined, the vendor must proceed with its own investigation to 
comply with the reporting requirements contained in this contract; 
and   
 
We are prepared to proceed with our own investigation to comply 
with the reporting requirements in the contract. 


 
J.  If the SUR Unit notifies the vendor that the fraud referral is 


accepted, the vendor will be instructed as to what further actions, if 
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any, they may take which will not impair the investigation by the 
MFCU or other law enforcement agency. The vendor must provide 
the MFCU access to conduct private interviews of MCO personnel, 
subcontractors and their personnel, witnesses and recipients. MCO 
personnel, subcontractors and their personnel must cooperate fully 
in making MCO personnel, subcontractors and their personnel 
available in person for interviews, consultation, grand jury 
proceedings, pre-trial conference, and hearings, at their own 
expense. 
 
We will comply fully with the instruction provided by the SUR 
Unit, the MFCU or other law enforcement agency to not impair 
the investigation. We will, in as much as practicable and as 
allowed by law, provide access to conduct private interviews of 
Health Plan personnel, subcontractors and their personnel, 
witnesses and recipients. We also will, in as much as practicable 
and as allowed by law, direct Health Plan personnel, 
subcontractors and their personnel, witnesses and recipients to be 
available in person for interviews, consultation, grand jury 
proceedings, pre-trial conference, and hearings. 


 
3.16.16Payment Suspensions  


 
The vendor must establish policies and procedures to implement payment 
suspensions as directed by DHCFP, including those related to Credible Allegations 
of Fraud (CAF). 
 
If the DHCFP instructs the vendor to suspend payments to an entity or individual, 
and the vendor fails to do so, the DHCFP may impose penalties. 


 
The health plan has written policies and procedures for payment suspension 
involving credible allegations of fraud (CAF) cases.  We will follow all protocol as 
directed by DHCFP. 


 
3.16.17Compliance Reviews 


 
The vendor’s PIU must specifically address the identification, review, recovery, 
prevention, and reporting of improper payments, including fraud, waste, and abuse. 


 
The compliance team follows all established policies and protocols as described 
above for collecting information about suspected fraud activity. All allegations are 
immediately documented and an investigation is opened.  All appropriate 
safeguards and in place to allow for a thorough, confidential investigation of the 
facts and details and a comprehensive report of all findings in prepared.  We will 
submit the required information to the SUR as is appropriate for a Medicaid 
contract in Nevada and will comply with all requirements for reporting and 
disciplinary action. 


 
3.16.18Identification 
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3.16.18.1The PIU will review all tips, complaints and referrals in a timely manner. 
Sources may include, but are not limited to: 


 
A.  Fraud hotline or website; 


 
B.  Referrals from the DHCFP; 


 
C.  Referrals from the vendor's own organization including utilizations 


of data systems to identify issues such as provider profiling or data 
analysis; or 


 
D.  Verification of Service letters/EOB’s complaints. 


 
The health plan’s PIU will review all tips, complaints and referrals in a 
timely manner. 


 
3.16.18.2All tips, complaints and referrals which allege recipient misconduct must 


be referred to the Division of Welfare and Social Services (DWSS) 
Investigations and Review (I & R) Unit. The DHCFP must be copied on 
the referral. 


 
We understand and will comply with this requirement. 


 
3.16.18.3All tips, complaints and referrals must be tracked and reported to the 


DHCFP monthly regardless of the outcome. 
 


The health plan will comply with all requirements related to fraud 
investigation.   


 
3.16.19Review 


 
3.16.19.1The PIU will conduct a review of any identified issues by collecting and 


analyzing available relevant information, including, but not limited to: 
 


A.  Encounter data; 
B.  Provider credentialing and enrollment records; 
C.  Provider self-audits; 
D.  Provider treatment records; 
E.  Prior authorization records; 
F.  Recipient verification of service letters/EOB’s; 
G.  Nevada Medicaid Services Manual (MSM); and 
H.  Nevada Medicaid Billing Guidelines. 


 
The PIU that we form for the purposes of this contract will comply with 
these requirements. 


 
3.16.19.2The PIU will determine which, if any, encounters were improper 


payments. 
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The PIU that we form for the purposes of this contract will comply with 
these requirements. 


 
3.16.20Recovery and Education 


 
3.16.20.1The PIU will notify the provider of the identified overpayment. The 


notification will include: 
 


A.  The amount of the overpayment; 
 


B.  A detailed listing of the encounters affected; 
 


C.  Education and citations supporting the findings; 
 


D.  Options for repayment; 
 


E.  Any internal appeal rights afforded by the vendor; and 
 


F.  The provider's right to an Administrative Fair Hearing through the 
DHCFP after internal appeals with the vendor are exhausted. 


 
The PIU that we form for the purposes of this contract will comply with 
these requirements. 
 
In addition to the activities of our internal performance and compliance 
teams, we also employ industry recognized software for claim and 
encounter editing.  The first level of editing occurs on a post-
adjudication/pre-payment basis and applies industry standard edits for 
coding, procedure unbundling, place of service modifiers, age and sex 
appropriate modifiers and provider type modifiers.  The second level of 
software review also occur post-adjudication/pre-payment and applies a 
data driven algorithm to detect patterns of claim submission or billing 
activity that may be flagged for suspected fraud, waste and abuse.  
Through these software edits and prompt follow up by our claim 
examiners and audit specialists, we are able to minimize the amount of 
overpayment dollars that would need to be recovered. 


 
3.16.20.2The PIU must collect and retain the overpayments resulting from a 


vendor fraud and abuse investigation or audit. 
 


As a result of these automated processes, we are able to promptly and 
accurately communicate with providers or facilities, and initiate 
overpayment collections immediately. All activities are tracked and 
monitored, and we will report on all programs as required by this RFP to 
meet state and federal mandates.   
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3.16.20.3All affected encounters will be adjusted or voided within sixty (60) 
calendar days following the identification of the overpayments, 
regardless of whether the vendor is able to recover the overpayment from 
the provider. 


 
We are fully compliant with these requirements and have written policies 
for claim and encounter administration. 


 
3.16.21Monetary Recoveries by State or Federal Entities 


 
3.16.21.1If any government entity including the Attorney General’s Office, either 


from restitutions, recoveries, penalties, fraud prosecutions, or fines 
imposed following a criminal prosecution or guilty plea, or through a 
civil settlement or judgment, or any other form of civil action, receives a 
monetary recovery from any entity, the entirety of such monetary 
recovery belongs exclusively to the State of Nevada and the vendor has 
no claim to any portion of this recovery. 


 
We will establish a policy and procedure for refunding all money 
recovered in the course of a fraud investigation to the DHCFP.   


 
3.16.21.2Furthermore, the vendor is fully subrogated, and shall require its 


subcontractors to agree to subrogate, to the State of Nevada for all 
criminal, civil and administrative action recoveries undertaken by any 
government entity, including, but not limited to, all claims the vendor or 
subcontractors has or may have against any entity that directly or 
indirectly receives funds under this Contract including, but not limited to, 
any health care provider, manufacturer, wholesale or retail supplier, sales 
representative, laboratory, or other provider in the design, manufacture, 
marketing, pricing, or quality of drugs, pharmaceuticals, medical 
supplies, medical devices, durable medical equipment, or other health 
care related products or services. 


 
We will incorporate the subrogation language into our provider contracts 
as well as the provider Manual and discuss this during new provider 
orientation and re-credentialing of existing providers. 


 
3.16.21.3Any funds recovered and retained by a government entity will be 


reported to the actuary to consider in the rate-setting process. 
 


We are able to fully comply with all requirements for coordination of 
benefits and subrogation as outlined in this RFP. Our experienced team 
of analysts review claims and encounter data daily for coordination of 
benefit or subrogation opportunities. The review process considers plan 
benefits and the availability of other insurance as well as reviewing 
reason codes that might indicate accidental injury or potential worker’s 
compensation.   Recent results of a subrogation sweep netted a total of 
$500k in claim savings.  These continued activities combined with the 
automated claim edits are projected to produce $2.2M in additional 
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savings over the next five years.  We would employ similar protocols to 
the administration of Nevada Medicaid benefits to maximize results. 


 
3.16.21.4If any specific payments are identified as improper, those encounters 


must be adjusted or voided, as appropriate. 
 


We are able to fully comply with all requirements for coordination of 
benefits and subrogation as outlined in this RFP. Our experienced team 
of analysts review claims and encounter data daily for coordination of 
benefit or subrogation opportunities. The review process considers plan 
benefits and the availability of other insurance as well as reviewing 
reason codes that might indicate accidental injury or potential worker’s 
compensation.   Recent results of a subrogation sweep netted a total of 
$500k in claim savings.  These continued activities combined with the 
automated claim edits are projected to produce $2.2M in additional 
savings over the next five years.  We would employ similar protocols to 
the administration of Nevada Medicaid benefits to maximize results. 


 
3.16.21.5For the purposes of this Section only, “subrogation” means the right of 


any State of Nevada government entity or local law enforcement to stand 
in the place of a vendor or client in the collection against a third party. 


 
We are able to fully comply with all requirements for coordination of 
benefits and subrogation as outlined in this RFP. Our experienced team 
of analysts review claims and encounter data daily for coordination of 
benefit or subrogation opportunities. The review process considers plan 
benefits and the availability of other insurance as well as reviewing 
reason codes that might indicate accidental injury or potential worker’s 
compensation.   Recent results of a subrogation sweep netted a total of 
$500k in claim savings.  These continued activities combined with the 
automated claim edits are projected to produce $2.2M in additional 
savings over the next five years.  We would employ similar protocols to 
the administration of Nevada Medicaid benefits to maximize results. 


 
3.16.22Reporting Requirements 


 
3.16.22.1All information provided to the DHCFP must be submitted according to 


the format in the forms and reporting guide. 
 


The health plan is able to meet all reporting requirements detailed in this 
section. 


 
3.16.22.2The vendor must report certain information to the DHCFP on a per 


occurrence basis. This includes, but is not limited to: 
 


A.  Every allegation, complaint, or referral pertaining to overpayments 
whether caused by fraud, waste, abuse or billing errors; 
 
The health plan is able to meet all reporting requirements detailed 
in this section. 
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B.  Every CAF; 


 
The health plan is able to meet all reporting requirements detailed 
in this section. 
 


C.  Every employee of the vendor who is employed by, has ownership 
interest in, or contracts with, any provider enrolled with Nevada 
Medicaid; and 
 
The health plan is able to meet all reporting requirements detailed 
in this section. 
 


D.  Every provider that is de-credentialed or denied credentialing for 
whatever reason.  
 
The health plan is able to meet all reporting requirements detailed 
in this section. 
 


3.16.22.3The vendor must report certain information to the DHCFP on a monthly 
basis. This includes, but is not limited to: 


 
A.  All active reviews and their status; and 
 
The health plan is able to meet all reporting requirements detailed in this 
section. 
 


B.  All completed reviews with a detailed reason, and the amount of 
each overpayment recovered from the vendor’s fraud and abuse 
investigation or audits. Each review must be reported even if the 
determination was that there was no overpayment. 


 
The health plan is able to meet all reporting requirements detailed 
in this section. 
 


3.16.22.4Upon request, vendor must provide encounter data to the MFCU at no 
cost. 


 
The health plan is able to comply with all reporting requirements 
outlined in this section of the RFP. 


 
3.16.23Provider Compliance Reviews by the DHCFP 


 
The health plan is able to meet all reporting requirements detailed in this section. 


 
3.16.23.1The DHCFP may conduct reviews of encounter data and MCO providers 


to ensure compliance with Nevada Medicaid policies. 
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We have a written policy and procedure for conducting claim and 
encounter data reviews with established standards for all review criteria 
as follows: 


• Pre-Payment Review:  3% of Claims processed daily are audited 
for procedural, payment and financial accuracy and includes all 
providers for this audit. Results are reported weekly and monthly 
and submitted to senior leadership for regular review.  


• Pre-Payment Review:  100% of Claims with a line charge greater 
than $10,000.00 audited for procedural, payment and financial 
accuracy and includes all providers for this audit.  The results are 
reported weekly and monthly and reports are submitted to senior 
leadership for review. 


 
We will provide copies of all reports upon request by the DHCFP. 


 
3.16.23.2Any improper payments discovered by the DHCFP, which have not been 


reported by the vendor as being under review, may be recovered and 
retained by the DHCFP. 


 
The health plan is able to use eligibility reports to update member 
information on a routine basis in the instance of an overpayment.  
Claims are adjusted based on either the provider contracted payment 
amount or a credit/debit balance report generated through our COB 
team.  We will build the appropriate process in order to apply recovered 
funds directly back to DHCFP in these cases.   


 
3.16.23.3The DHCFP may instruct the vendor to withhold payment to a provider 


in its network as a result of an overpayment discovered by the DHCFP. 
Any money withheld for this reason must be sent to the DHCFP. 


 
A post-adjudication review may be performed at the provider level or the 
account level using a credit/debit balance report generated through the 
claim system. In the case of a pre-adjudication review, a hold code may 
be placed on claims to the specific provider, date of service, type of 
service, recipient, or other detail level.  Upon a final determination from 
the DHCFP, the claim would be released either for payment or denied 
depending on the findings of the investigation.  We will build the 
appropriate processes to generate a refund payment directly to DHCFP 
in these cases. 


 
3.16.23.4All improper payments identified by the DHCFP, must be adjusted or 


voided from the encounter data within sixty (60) days after notification 
from DHCFP. 


 
We have written policies and procedures in place for adjusting or voiding 
encounter data within the sixty (60) day requirement for the DHCFP.  
The following standards will be applied to these audits: 


• Pre-Payment Review:  3% of Claims processed daily are audited 
for procedural, payment and financial accuracy. An adjustment 
report will be provided for all audits.  
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• Weekly/Monthly report submitted to Management for review 
• Pre-Payment Review:  100% of Claims with a line charge greater 


than $10,000.00 audited for procedural, payment and financial 
accuracy 


• Weekly/Monthly report submitted to Management for review 
• Post-Payment Review:  Eligibility File Weekly/Monthly Updates  
• Post-Payment Review:  Fee Schedules peer audited 


 
3.16.24Provider Preventable Conditions (PPC) 


 
The vendor must identify and report and require all providers and subcontractors to 
identify and report to the SUR Unit in DHCFP, provider preventable conditions that 
are associated with claims for Medicaid payment of with courses of treatment 
furnished to Medicaid patients for which Medicaid payment would otherwise be 
available. 


 
The health plan is able to comply with all requirements for provider compliance as 
specified in the above section. We have a procedure for reporting sentinel events 
in the care setting and an aggressive corrective action mechanism to prevent 
future events.  All PPC events will be reported to the SUR unit of the DHCFP as 
required. 


 
3.16.25Vendor Disclosures: Information on Ownership and Control  


 
RFP Section 3.16.25 must be submitted in Part I C ~ Confidential Technical Proposal. 


 
 


Vendors must disclose information to the DHCFP on ownership and control; 
information related to business transactions; and information on persons convicted 
of a crime. If the vendor does not disclose required information under 42CFR 
455.104, any federal funds withheld or recouped from or any penalties assessed 
upon the DHCFP will be withheld and recouped from or assessed upon the vendor. 
 


   Please see Part IC – Confidential Technical Proposal as instructed above.  
 


3.16.26Denial or Termination of Provider Participation.  
 


3.16.26.1The vendor may refuse to enter into or renew an agreement with a 
provider if any person who has an ownership or control interest in the 
provider, or who is an agent or managing employee of the provider, has 
been convicted of a criminal offense related to that person's involvement 
in any program established under Medicare, Medicaid or the Title XX 
Services Program.  


  
The health plan is able to meet all reporting requirements detailed in this 
section. 
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3.16.26.2The vendor may refuse to enter into or may terminate a provider 
agreement if it determines that the provider did not fully and accurately 
make any disclosure required.  


 
The health plan is able to meet all reporting requirements detailed in this 
section. 


 
3.16.26.3The vendor must also promptly notify the DHCFP Provider Enrollment 


Unit of any action it takes on the provider's application for participation 
in the program.  


  
We will comply with all requirements regarding denial or termination 
due to a conviction of a criminal offense related to any program under 
Medicare, Medicaid or the Title XX services program. 


 
3.17 REPORTING 


 
The vendor must meet all reporting requirements and timeframes as required in 
Attachment T ~ Forms and Reporting Guide, and this RFP unless otherwise agreed to in 
writing by both parties.  Failure to meet all reporting requirements and timeframes as 
required by this RFP and all attachments thereto may be considered to be in default or 
breach of the contract. 
 
Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, 
information or documents received from the vendor may be open to public disclosure and 
copying.  The State will have the duty to disclose, unless a particular record is made 
confidential by law or a common law balancing of interests. This includes compensation 
arrangements, profit levels, consumer satisfaction levels, audits and findings, pertinent 
litigation, and outcomes/HEDIS data. 
 
Vendor may clearly label individual documents as a "trade secret" or "confidential" 
provided that the vendor agrees to indemnify and defend the State for honoring such a 
designation.  The failure to label any document that is released by the State shall constitute 
a complete waiver of any and all claims for damages caused by any release of the records. 
If a public records request for a labeled document is received by the State, the State will 
notify the vendor of the request and delay access to the material until seven (7) business 
days after notification to the vendor.  Within that time delay, it will be the duty of vendor 
to act in protection of its labeled record.  Failure to act shall constitute a complete waiver. 


 
The health plan has written extracts that are submitted through HPMS, the reporting 
portal for CMS SERFF, HIOS or other client specific reporting request.  We are able to 
meet all reporting timeframes and requirements as outlined in Attachment T-Forms and 
Reporting Guide and this RFP. 


 
3.17.1 Encounter Reporting 


 
3.17.1.1 Vendors must submit encounter data in accordance with the requirements 


in this contract, to include any revisions or additions which contain 
information regarding encounter data, including DHCFP’s media and file 
format requirements, liquidated damages and submittal timeframes.  The 
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vendor must assist DHCFP in its validation of encounter data. 
Compliance with reporting requirements is described in this RFP.  


 
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP. 


 
3.17.1.2 The vendor is required to submit encounter data for the Nevada Check 


Up program in the same manner as the Medicaid program.  Nevada 
Check Up recipients must be separately identified from Medicaid 
recipients, but the information can be combined for submission. 


 
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP. 


 
3.17.1.3 The vendor may not submit encounter data for amounts expended for 


providers excluded by Medicare, Medicaid, or CHIP, except for 
emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. 


 
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP. Items that are excluded for payment will also be excluded 
from this reporting requirement. 


 
3.17.1.4 All encounters must be submitted for proper and accurate reporting and 


must be submitted within ninety (90) calendar days of receipt of 
encounter.  


 
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP. 


 
3.17.2 Summary Utilization Reporting 


 
The vendor shall produce reports using HEDIS and must submit these reports in 
addition to other reports required by this contract in a timely manner. 


 
The health plan It and decision support areas collaborate to produce HEDIS 
data extracts that are submitted through an external vendor for reporting 
purposes.  HEDIS is based on twelve (12) months of continuous enrollment.  
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There will be no data to report for Nevada Medicaid until the plan has held 
continuous enrollment for 12 or more months. 


 
3.17.3 Dispute Resolution Reporting 


 
The health plan has an automated provider portal and this system is used to 
capture and track grievance and appeals data.  We are able to report on all 
activity as required by the state. 


 
3.17.3.1 The vendor must provide the DHCFP with reports documenting the 


number and types of provider disputes, recipient grievances, appeals and 
fair hearing requests received by the vendor and its subcontractors.   


 
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP 


 
3.17.3.2 These reports are to include, but not be limited to, the total number of 


recipient grievances, the total number of notices provided to recipients, 
the total number of recipient and appeals requests, and provider disputes 
filed, including reporting of all subcontractor’s recipient grievances, 
notices, appeals and provider disputes.  The reports must identify the 
recipient grievance or appeal issue or provider dispute received; and 
verify the resolution timeframe for recipient grievances and appeals and 
provider disputes. 


  
The health plan has written extracts that are submitted through HPMS, 
the reporting portal for CMS SERFF, HIOS or other client specific 
reporting request.  We are able to meet all reporting timeframes and 
requirements as outlined in Attachment T-Forms and Reporting Guide 
and this RFP. 


 
3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair 


hearing requests, and provider dispute information, including, but not 
limited to, specific outcomes, shall be retained for each occurrence for 
review by the DHCFP. 


 
The health plan will retain all required reporting or review on request 
from the DHCFP. 


 
3.17.4 Quality Assurance Reporting 


 
Performance Improvement Projects (PIPs) will be performed by the vendors 
pursuant to guidelines established jointly by the vendors, the DHCFP, and the 
External Quality Review Organization (EQRO), as well as those identified in this 
RFP.  In addition, the vendor must provide outcome-based clinical reports and 
Management Reports as may be requested by the DHCFP.  Should the vendor fail 
to provide such reports in a timely manner, the DHCFP will require the vendor to 
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submit a POC to address contractual requirements regarding timely reporting 
submissions. 


 
We have 11 years of experience working collaboratively with state and EQRO 
entities on developing PIP guidelines, conducting PIPs, and reporting quality 
assurance-related reports.  We will similarly work collaboratively with DHCFP 
and the EQRO to establish PIP guidelines, and provide all requested outcome-
based clinical and management reports. Though we have a strong track record 
of reporting in a timely manner, we acknowledge that we must submit a POC if 
submission is not timely.  
 
Our PIP policy establishes that all PIPs are reviewed and approved by the state 
Medicaid department and the EQRO, and that PIPs are designed, conducted, 
and reported in a methodologically sound manner. Our policy is to implement 
PIPs to achieve significant (demonstrable) and sustained quality improvement 
in identified targeted areas of focus over time.  The projects are designed to 
measure diverse aspects of care and the care provided to diverse recipient 
populations. PIP topics consider the prevalence of a condition in the enrolled 
population, the need(s) for a specific service(s), recipient demographic 
characteristics and health risks, and the interest of recipients in the aspect of 
care/services addressed. PIPs are expected to have a positive effect on health 
outcomes and member satisfaction. Outcomes are measured and summarized in 
reports for internal review as well as submission to the state and EQRO. 


 
3.17.5 Recipient Satisfaction Reporting 


 
Each vendor must collect and submit to DHCFP a child and adult Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a 
CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient 
satisfaction prior to the third quarter of each contract year, unless the requirement 
is waived by the DHCFP due to an EQRO performed survey.  This may be done 
in conjunction with the vendor’s own satisfaction survey. The DHCFP requires 
data stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants.  Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items 
for the Child Questionnaires on access to specialist care and coordination of care 
from other health providers. The DHCFP may request a specific sample, and/or 
survey tool. Survey results must be disclosed to the State, and, upon State’s or 
recipient’s request, disclosed to recipients. 


 
We have been conducting and reporting child and adult Consumer Assessment 
of Healthcare Providers and Systems (CAHPS) satisfaction surveys for the past 
20 years and will continue this reporting for Nevada Medicaid. We routinely 
compile CAHPS (and HEDIS) results, with graphic displays of composite 
scores as well as individual measures, comparisons to prior year scores and to 
Quality Compass means, and percentile threshold (e.g., meeting 25th, 50th, 
75th, 90th percentile).  We also perform plan-specific satisfaction surveys such 
as satisfaction with care coordination.  
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In Nevada we will collect and submit to DHCFP adult and child CAHPS 
survey, a CAHPS survey for Children with Chronic Conditions, and the 
Supplemental Items for the Child Questionnaires on access to specialist care 
and coordination of care from other health providers. We will stratify the data 
to indicate satisfaction levels of parents or guardians of Nevada Check Up 
participants. 


 
3.17.6 Financial Reporting 


 
The vendor must meet the financial reporting requirements set forth in the Forms 
and Reporting Guide, including any revisions or additions to the document.   


 
The health plan has written extracts that are submitted through HPMS, the 
reporting portal for CMS SERFF, HIOS or other client specific reporting 
request.  We are able to meet all reporting timeframes and requirements as 
outlined in Attachment T-Forms and Reporting Guide and this RFP 


 
3.17.7 Sales and Transaction Reporting 


 
The vendor must report transactions between the vendor and parties in interest 
that are provided to the State or other agencies available to recipients upon 
reasonable request. 


 
The health plan has written extracts that are submitted through HPMS, the 
reporting portal for CMS SERFF, HIOS or other client specific reporting 
request.  We are able to meet all reporting timeframes and requirements as 
outlined in Attachment T-Forms and Reporting Guide and this RFP 


 
3.17.8 Other Reporting 


 
The vendor shall be required to comply with additional reporting requirements 
upon the request of the DHCFP. Additional reporting requirements may be 
imposed on the vendor if DHCFP identifies any area of concern with regard to a 
particular aspect of the vendor’s performance under this contract.  Such reporting 
would provide the DHCFP with the information necessary to better assess the 
vendor’s performance. 


 
As demonstrated throughout this proposal, we are able to comply with all 
reporting requirements defined by the DHCFP. 


 
3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 


 
3.18.1 Data Requirements 


 
The vendor will be required to provide compatible data in a DHCFP prescribed 
format for the following functions: 
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3.18.1.1 Enrollment; 
3.18.1.2 Eligibility; 
3.18.1.3 Provider Network Data; 
3.18.1.4 PCP Assignment; 
3.18.1.5 Claims Payment; and 
3.18.1.6 Encounter Data. 


 
The health plan is able to comply with all data requirements outlined above. All 
data is stored in the primary claims adjudication system and in the data 
warehouse.  Data extracts ca n is provided at any interval requested (weekly, 
monthly, quarterly, etc.) 


 
3.18.2 Interfaces 


 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal 
agent to establish schedules for each interface.  The DHCFP’s Medicaid 
Management Information System (MMIS) will interface with the vendor’s 
system in the following areas, although not necessarily limited to these areas:  


 
3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services 


provided to clients for whom the health plan pays.)  
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.2 Health Plan - Weekly Stop Loss File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act 


(SOBRA) File 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.4 Health Plan - Network Data File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 
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3.18.2.5 Health Plan - Client Update File 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.7 MMIS - Encounter Data informational Errors File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.8 MMIS - SOBRA Error File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.9 MMIS - Stop Loss Error File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.10MMIS - Stop Loss Rejection File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
 


3.18.2.11MMIS - Health Plan Error File 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 
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3.18.2.12MMIS - Third Party Liability Update File 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
 


3.18.2.13MMIS - Client Demographic Data 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.14MMIS - Newborn Data 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
 


3.18.2.15MMIS - Daily Health Plan Recipient File 
 


The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.16MMIS - Health Plan Recipient File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.17MMIS - Network Data Exception File 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.18MMIS - Network Primary Care Provider (PCP) Updates 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 
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3.18.2.19MMIS - Client PCP changes 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.20MMIS - Client Enrollment Updates 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.21MMIS - Health Plan Notification 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.22Health Division Immunization Registry 


 
The health plan is able to comply with all data requirements outlined 
above. All data is stored in the primary claims adjudication system and in 
the data warehouse.  Data extracts can be provided at any interval 
requested (weekly, monthly, quarterly, etc.) 


 
3.18.2.23Vital Statistics Birth Records 
 
All transactions must be in a HIPAA-compliant format.  In addition to complying 
with the requirements of the National EDI Transaction Set Implementation 
Guide, vendors will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides 
contain HIPAA-compliant technical specifications. 
 
The vendor shall be responsible at their own expense for any new and/or 
modified interfaces that may be required by CMS, including but not limited to, 
HIPAA regulations. 
 
Vendors may access additional information regarding the MMIS system and 
associated interfaces by requesting review of the redacted version of the First 
Health Services Contract and attachments. 


 
We are able to accommodate all information system requirements outlined in 
this proposal. We will work closely throughout implementation to ensure that 
all interfaces are structured correctly and perform testing of all files prior to 
the effective date on 7/1 2017. 
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3.18.3 Encounter Data Report Files 
 


The vendor must provide encounter data report files in prescribed data fields to 
the DHCFP’s encounter data processing agent on a monthly basis.  The DHCFP 
will provide the required data fields and data transfer instructions.  In developing 
the encounter data interface, the vendor will be provided with companion guide 
and details of any applicable edits and descriptions of the edits.  The vendor will 
have adequate access to fiscal agent staff to assist in the development of the 
interface. 


 
3.18.3.1 Encounters must: 


 
A.  Successfully pass through the HIPAA compliance editors used by 


the State’s fiscal agent. The DHCFP will not entertain any requests 
for other compliance checkers to be used for the convenience of 
proposers. 


 
B.  Successfully pass encounter edits with a minimum of ninety-five 


percent (95%) of the data successfully passing all encounter edits 
within the first six (6) months of submission, with ninety seven 
percent (97%) or as required by federal regulation, whichever is 
more stringent, passing all thereafter. In the event the vendor fails to 
demonstrate affirmative, good faith efforts to achieve these 
requirements, progressive sanctions, including monetary penalties, 
may be applied until data submissions meet the required standards. 
The vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the vendor is not solely 
responsible for the failure. 


 
C.  Be complete and accurate to establish capitation rates. Providing 


inaccurate or incomplete encounter data may create a false claim 
under the FCA and other laws. The undersigned hereby certifies the 
completeness, accuracy and truthfulness of the encounter data. 


 
D.  Failure to demonstrate affirmative, good faith effort: if, after 


delivery of a plan of correction and reasonable, agreed to timeframe 
to comply, the vendor will  have an additional 30 days to correct 
whereupon the DHCFP may, at its discretion, impose sanctions in 
the form of liquidated damages. The liquidated damages would be 
two percent (2%) of one (1) month’s capitation, or ten thousand 
dollars ($10,000), whichever is greater until the Contractor is in 
compliance, as well as any fines or sanctions imposed upon the 
DHCFP by regulatory agencies as a result if the vendor’s non-
compliance. 


 
The health plan is able to comply with all data requirements 
outlined above. All data is stored in the primary claims 
adjudication system and in the data warehouse.  Data extracts ca n 
is provided at any interval requested (weekly, monthly, quarterly, 
etc.) 
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3.18.4 HIPAA Transaction Requirements 


 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant 
format.  These include, but are not limited to: 


 
3.18.4.1 Premium payments (X12F 820); 


 
Premium Payment files (820) are received via Secure FTP from trading 
partners.  The files are transferred to the claims processing system, 
validated and loaded.  The Premium Billing department is responsible 
for reconciliation and final processing.  The Inbound files are archived 
for 10 years. 


 
3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


 
Enrollment files (834) are received via Secure FTP from trading 
partners.  The files are transferred to the claims processing system, 
validated and loaded.  The Premium Billing and Membership department 
is responsible for reconciliation and final processing.  The Inbound files 
are archived for 10 years. 


 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response 


and approval of authorization); 
 
Real time Eligibility Inquiry and response is hosted through a 
clearinghouse.  Daily eligibility files are provided to the clearinghouse.  
Batch 270/271 processing can be completed in house. 


 
3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval 


of authorization); 
 
Prior authorization Requests (278) are received via Secure FTP The files 
are transferred to the claims processing system validated and loaded.  
The Health Services Department is responsible for reconciliation and 
final processing.  Authorization response files (278) are generated via the 
claims adjudication system and transferred back to the originating 
requestor via SFTP. The Inbound files are archived for 10 years. 


 
3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 


 
Claim files (837) are received via Secure FTP from trading partners.  
The files are transferred to the claims processing system, validated and 
loaded.  The Claims Department is responsible for reconciliation and 
final processing.  The Inbound files are archived for 10 years. 


 
3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-


response); and 
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Real time claim status Inquiry and response is hosted through a 
clearinghouse.  Daily claim files are provided to the clearinghouse.  
Batch 276/277 processing can be completed in house. 


 
3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 


 
In addition to complying with the requirements of the National EDI Transaction 
Set Implementation Guide, proposers will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These 
companion guides contain HIPAA compliant technical specifications for each 
transaction. 


 
Payment Files (835) are generated daily from the claims adjudication system 
and sent via Secure FTP to a clearing house for payment and processing.  
Payments and ERAs can also be generated in house under certain 
circumstances.  The Finance Department is responsible for Reconciliation. 
 
We are able to manage all data interfaces as defined in this proposal and pass 
all edits for HIPAA as required.   


 
3.18.5 NPI/API Transaction Requirements  


 
3.18.5.1 Requested information must be submitted under Section 4.1.3 using table 


below and submitted with Part I B~ Technical Proposal of vendor’s 
response. 


 
Question Response 


Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  


 
We are prepared to perform the function to transmit and receive data 
(provider data and all other data) that is compliant with the HIPAA 
privacy and security requirements. We do this today regarding the 
transmission of data to and from CMS for our Medicare book of 
business via secure data transfer portals and with our other trading 
partners. 


 
3.18.5.2 All encounters must be submitted electronically as fully HIPAA 


compliant 'shadow claims.' This includes but is not limited to, providing 
the DHCFP, through its fiscal agent, the NPI on all providers, including 
billing, servicing, and OPR (ordering, prescribing, and referring). 


 
We are prepared to perform the function to transmit and receive data 
(encounter data and all other data) that is compliant with the HIPAA 
privacy and security requirements. We do this today regarding the 
transmission of data to and from CMS for our Medicare book and 
business via secure data transfer portals and to our other trading 
partners. 
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3.18.5.3 Without exception, all providers contracting through the vendor must be 


registered with the DHCFP as a Medicaid provider. This includes any 
providers who are required to have NPI and those who are not required 
by CMS, but are eligible to receive an NPI.  If an eligible provider 
submits their claims on paper, they must still use an NPI, and the shadow 
claim of that paper encounter must be submitted from the vendor to the 
State’s fiscal agent electronically and it must include the provider's 
NPI.  This applies for any providers who have obtained a taxonomy code 
in addition to their NPI.  The taxonomy code must be provided to the 
State’s fiscal agent, and that taxonomy code must be used appropriately 
on all encounters submitted to the State’s fiscal agent on behalf of the 
DHCFP.  The same NPI and taxonomy codes must be used for any third 
party insurance, including but not limited to private insurance and 
Medicare, for which the vendor rebills. 


 
We will verify that the providers applying for network participation are 
dually registered with the DHCFP for participation in the state Medicaid 
FFS program as part of our standard credentialing process.  We will 
follow applicable rules related to NPI, claim submissions, data transfer, 
taxonomy codes and billing practices for third party insurance.   


 
3.18.5.4 Without exception, all encounters from sub-capitated providers must be 


captured by the Vendor and transmitted to the State’s fiscal agent 
following the guidelines outlined above.  These must be fully detailed 
encounters following HIPAA requirements and using HIPAA compliant 
transactions, including but not limited to the use of NPI and taxonomy. 
Encounter data must include the individual NPI to identify the rendering 
provider or prescribing provider. 


 
Regarding the HIPAA compliant transaction requirements; we are 
prepared to perform the function to transmit and receive data (encounter 
data and all other data) that is compliant with the HIPAA privacy and 
security requirements. We do this today regarding the transmission of 
data to and from CMS for our Medicare book and business via secure 
data transfer portals and to our other trading partners. 


 
3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, 


a similar state devised numbering system will be used.  The State calls 
this an Atypical Provider Identifier (API).  This API is issued by the 
State’s fiscal agent on behalf of the State.  The vendors must be capable 
of accepting and transmitting this API.  All encounters from atypical 
providers must be captured by the vendors and submitted to the State’s 
fiscal agent using the API.  The vendors must ensure that every atypical 
provider contracted with them has obtained this API from the State’s 
fiscal agent before any payment can be made by the vendor to that 
provider. 


 
Regarding the HIPAA compliant transaction requirements; we are 
prepared to perform the function to transmit and receive data (encounter 
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data and all other data) that is compliant with the HIPAA privacy and 
security requirements. We do this today regarding the transmission of 
data to and from CMS for our Medicare book and business via secure 
data transfer portals and to our other trading partners. 


 
3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and 


Electronic Data Interchange (EDI) compliance as defined by CMS regulation and 
policy and no funding will be provided for contractor’s compliance.  


 
We completed implementation of the ICD 10 coding specifications to meet the 
October 1, 2015 CMS deadline and conducted provider education for use of the 
new codes and electronic billing requirements.   


  
We conduct routine audits of provider billing practices and data exchanges to 
ensure that all systems are compliant with HIPAA standards related to the 
transmission of PHI. 


 
3.19 DHCFP RESPONSIBILITIES 


 
DHCFP will be responsible for the following: 


 
3.19.1 External Quality Review 


 
DHCFP will contract, to the extent required by federal law, with an External 
Quality Review Organization (EQRO) to conduct independent, external reviews 
of the quality of services, outcomes, timeliness of, and access to the services 
provided by the vendor covered under the RFP.  These reviews will be conducted 
at least annually.  


 
Understood. 


 
3.19.2 Due Process  


 
3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for 


Medicaid and Nevada Check Up. The DHCFP is responsible for the 
appeals process for disenrollment from managed care programs and for 
providing a State Fair Hearing to all recipients who request such a 
hearing for all actions taken on medical assistance program benefits. 


 
Understood. 


 
3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, 


arrange for the fair hearings and provide the fair hearings officer.  Upon 
receipt of the fair hearing request, DHCFP will forward a copy to the 
vendor. 


 
Understood. 


 
3.19.3 DHCFP On-Site Audits 
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The DHCFP may schedule on-site audits at the vendor’s primary place of 
business. The purpose of these audits is to confirm contract compliance and to 
more effectively manage DHCFP contract monitoring and oversight 
responsibilities of the vendor.  These audits will be scheduled in advance and will 
focus on contract sections prior identified by the DHCFP. The vendor will be 
informed of the scheduling, focus of the audit and the expectations regarding 
vendor’s participation no less than thirty (30) days in advance of the on-site visit. 
The vendor will have all prior requested data and information available at the 
time the audit begins. 


 
Understood. 


 
3.19.4 Actuarial Services 


 
The DHCFP will provide or contract to the extent required by federal and state 
law with an actuarial contractor to establish rates using a methodology that is 
certified as actuarially sound and in compliance with state and federal law.  Rate 
reviews will be conducted at least annually. 


 
Understood. 


 
3.19.5 Encounter Data Processing 


 
The DHCFP will contract with an encounter data processing agent to accept, edit, 
process, and review encounter data submitted by contracted vendors.  It is 
DHCFP’s sole responsibility to determine the format in which the vendor must 
submit the encounter data.. In addition, the vendor encounter data, when 
requested, must be submitted to the DHCFP’s actuary. 


 
Understood. 


 
3.19.6 Website Access 


 
The DHCFP will maintain an Internet link on its official website at which the 
vendor’s website can be accessed. 


 
Understood. 


 
3.19.7 Operation Oversight 


 
The DHCFP has procedures for monitoring the vendor’s operations related to 
recipient enrollment and disenrollment; processing grievance and appeals; 
violations subject to intermediate sanctions; violations of the conditions for 
receiving federal financial participation; and all other provisions of the contract. 


 
Understood. 


 
3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
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The vendor shall develop policies and procedures that ensure cost containment and 
avoidance initiatives that positively impact health outcomes and result in cost savings to 
the State.  Cost containment and avoidance initiatives must be provided to the DHCFP for 
review and approval prior to implementation.  


The vendor will also demonstrate its ability to operate an effective claims processing 
system that minimizes payment errors and, through the effective use of system edits and 
audits, prevents loss of public funds to fraud, abuse, and/or waste. 


We have almost 20 years of experience implementing cost containment and cost 
avoidance initiatives. In addition to efficient claims processing and proactive and 
comprehensive fraud, waste and abuse activities, we maintain a continual focus on 
improving recipients’ health outcomes through effective and cost-efficient programs. We 
emphasize proactive care for all recipients, through health and wellness education, 
assignment of each recipient to a medical home, and continual monitoring and 
intervention to close gaps in care. In addition, we implement comprehensive care 
coordination and case management programs targeting our highest-risk recipients, a 
maternity care program that includes a high risk OB case management component, a 
pharmacy lock-in program and disease management programs – all designed to support 
improved health outcomes for our recipients, while delivering appropriate and cost-
effective care. Below we focus on three programs: 


• Emergent Care Program
• Hospital Transition Program
• Pharmacy Home Program


Emergent Care Program 


The Emergent Care program focuses on impacting a complex population with multiple 
chronic and behavioral health conditions and high rates of service utilization. The 
program enhances the recipient and provider experience through a collaborative, multi-
disciplinary care management approach, improving health outcomes while avoiding 
inappropriate ER utilization.   


Because most recipients have multiple chronic conditions, the assessment and resultant 
care management plan addresses the whole person and not only the condition driving 
frequent ER use. Case managers assisted by care navigators contact enrolled recipients 
bi-weekly initially and then may schedule less frequent contact depending on the 
recipient’s needs. The recipient’s PCP is notified of program enrollment and 
encouraged to participate with the case manager. The case manager develops a self-
management plan with the recipient’s input based on the information collected through 
the assessment process, and is communicated to the recipient.  The case manager and 
recipient review the recipient’s self-management plan during subsequent contacts and 
adjust it as appropriate. Our program includes care navigators embedded at high volume 
facilities that focus on resolving contributors to frequent ER use including:  


• Addressing transportation needs
• Connecting recipients with drug and alcohol treatment, when appropriate
• Linking recipients to community resources
• Arranging authorization and implementation of in-home services and wrap-


around supports, when appropriate
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• Creating and updating a symptom response plan


In 2015, our care navigators met onsite with over 2,900 recipients who went to the ER, 
interviewed them and provided education, identifying gaps in care and contributing 
factors. A pre-and post-navigator analysis demonstrated a 2.38% reduction in ER use. 
Care navigators also made 350 referrals to specialty programs including case 
management programs and disease management. They conducted telephone interviews 
with 1,330 recipients who had used the ER for non-urgent needs and mailed 1,861 
letters to PCPs to help close gaps in care and promote timely primary care follow-up. 


Hospital Transition Program 


Research finds the hospital discharge process is often non-standardized and frequently 
marked by poor quality. Poor documentation, incomplete test results, fragmented 
education and confusion over medications all contribute to costly readmissions and post-
discharge adverse events. Our hospital transition program targets recipients expected to 
transition home who are at-risk for readmission based on based on previous hospital 
utilization, medical and behavioral health services and pharmacy utilization, and 
targeted chronic conditions. Recipients may also be enrolled by referral from their 
treating provider or health plan clinical staff.  


Our Hospital Transition Program incorporates best practices in transition coordination, 
including Project RED, Coleman’s Care Transition Intervention TM practices and 
Follow-Up After Hospitalization bridge appointment.  UR clinicians work with the 
recipient while in the inpatient setting providing comprehensive recipient education 
including detailed medication education, education about the his or her specific 
conditions, including co-morbidities, and “what to watch for” after discharge.  


We call or visit all recipients within 48 hours of discharge to complete a post-discharge 
assessment. The post discharge assessment focuses on medication review, confirming or 
scheduling follow-up appointments, self-management status and understanding of 
discharge instructions, access to community supports, and confirms receipt of ancillary 
services ordered prior to discharge. Recipients receive telephone follow up calls for four 
weeks.  


Our transition care program streamlines the post-discharge process and reduces the 
likelihood of high-risk patients being readmitted to the hospital. Outcomes from one 
state where we provide care management services to Medicaid recipients include: 


• 9 percentage point reduction in readmissions within 30 days
• 12 percentage point reduction in readmissions within 60 days
• 17 percentage point increase in PCP or specialist visits within 10 business days


Recipients who need continued care coordination and/or case management are referred 
to the geographic care team for the appropriate level of support, such as complex case 
management for recipients who are high risk. 


Pharmacy Home Program 


Since 2006, an average of just over 1,150 Medicaid recipients per year have been placed 
in our Lock-In program, which is designed to ensure medical, including behavioral 
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health, and pharmacy benefits are received at an appropriate frequency and are 
medically necessary. In 2015, the pharmacy lock-in program generated an average 
savings of $3,600 per enrolled recipient.  


We have expanded our program to go beyond a lock-in program, to become a pharmacy 
home program. The program takes a public health approach to help recipients manage 
pain safely. The program has three components: 1) Prevent 2) Manage 3) Reduce.  


The prevention aspect of the pharmacy home program uses long standing relationships 
with local providers and community associations to increase awareness on how to safely 
manage pain to prevent substance use disorders before they start.  


We help recipients manage pain more effectively by using technology to identify 
recipients who are at-risk for potentially abusing a controlled substance. We help 
recipients manage pain more effectively by using technology to identify recipients who 
are at-risk for potentially abusing a controlled substance. The program then uses 
outreach specialists and reporting to bring these at-risk recipients to the attention of 
providers and educate them on SBIRT (Screening, Brief Intervention, Referral to 
Treatment) best practices. 


The Manage component of the program also uses a multi-disciplinary care team to 
outreach to recipients and provide them access to non-pharmacological therapies 
(cognitive behavioral therapy). This component aims to reduce inappropriate utilization 
through standardized policies and processes around Prior Authorization (PA) for long-
acting opioids and buprenorphine products, and Quantity Limits (QLs) for short- and 
long-acting opioids based on morphine-equivalent dose. 


Reduce, the final component of the Pharmacy Home Program, provides recipients with 
access to dedicated care management resources to improve coordination their providers 
and pharmacies. Using data or provider referrals, high-risk recipients will have access to 
a dedicated provider and prescriber to better manage conditions and prescriptions. 
Enrollment in the program gives recipients access to an extended care team including: 
Care connectors, nurse care advisor, behavioral health case managers, health educators, 
UM nurses, etc. The care team is focused on helping the recipient follow through on the 
plan of therapy and (if possible) getting them off the controlled substances and using 
alternative solutions. Our program uses care connectors to ensure recipients with urgent 
needs and valid exceptions to the criteria maintain access to medications by working 
with pharmacies to override claim rejections. 


The flexibility of our claims adjudication system has allowed us to customize our 
programs that entail both prescriber and pharmacy restrictions.  To ensure our program 
does not create a barrier to urgent access to prescribed medications, we allow overrides 
for recipients with urgent needs such as surgery, dental procedures, and pharmacy out 
of stock.  Dedicated pharmacy coordinators work with recipients to educate them on the 
appropriate use of benefits and make referrals to our regionally-located care teams for 
care coordination and potential case management and disease management enrollment.  
All recipients are enrolled in the program initially for two years with a one-year 
continuation if pharmacy utilization exceeds thresholds.   


Effective Claims Processing 
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We have made Program Integrity the cornerstone of all operations and activities 
undertaken by our Health Plan. Our robust Management Information System (MIS) is 
designed to process claims accurately and efficiently and to protect against fraud, abuse 
and/or waste.  In other states, our accuracy rates for claims payment frequently exceeds 
98%. 


Our system implements claim payment policies that are consistent with current industry 
and national standards and promote correct coding. The system has been updated with 
the most current National Correct Coding Initiative (NCCI) edits and clinical edits 
adopted by other nationally-recognized professional societies. Our system uses claims 
and payment policies from numerous primary sources including, but not limited to, 
Centers for Medicare and Medicaid Services (CMS) Internet Only Manuals, state 
regulations, and the CMS National Coverage Determinations. In another state, we 
estimated a savings of $6 million annually through the use of this technology.  


All claims that are electronically adjudicated go through a detailed series of edits to 
ensure that claims with data entry errors, or incorrect or missing information, are not 
processed in the batch cycle. The system indicates the nature of the submission error(s) 
and provides access to the claim on a line item basis so that errors can be easily 
corrected. Once corrected, the claim can be resubmitted in the next batch for completion 
of the adjudication process.  


Exhibit 3.20: Claims Editing Process 


We can configure complex benefit structures and pricing schedules of all types. During 
the various stages of the adjudication process, the system interacts with recipient 
eligibility, third party liability data, product benefit parameters, provider pricing 
agreements, medical management requirements, and clinical editing information to 
provide accurate and highly automated adjudication of claims and/or encounter 
submissions. Claims processing uses diagnosis codes and procedure codes to read 
service-based rules, and includes parameters for handling benefit limitations, 
deductibles, copays, and coordination of benefits (COB) situations. 
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Internal quality audits are performed frequently and discrepancies are investigated 
promptly. Quality and independent audits are conducted by sampling claims and 
encounters processed by our systems. Queries are written and pre-approved by an 
auditor. Specific data elements may be requested (i.e., provider NPI, procedure, 
diagnosis codes, bill amount, payment amount, etc.). Query results are provided to the 
auditor to verify the samples against internal systems. 


We also use an anti-fraud software package to provide analytics, case tracking, data 
manipulation, and visualization tools, as well as ad hoc and scheduled analyses to reveal 
any activities contributing to fraud, abuse and/or waste. We conduct claims reviews from 
our internal warehouse data to identify patterns that may be indicative of fraud, abuse 
and/or waste on a prospective and retrospective basis. Together, these tools are used to 
identify potential fraud, abuse and/or waste such as: 


• Over-utilization;
• Up-coding;
• High-dollar claims;
• Unusual patterns by subscribers, providers or facilities;
• Unusual dates of service;
• Excessive time units for time-based codes;
• Unusual claims volume by providers or recipients;
• Unbundling services;
• Incorrect reimbursement to providers, recipients, facilities and/or pharmacies;


and
• Incongruous procedure code, prescription, and diagnostic code combinations.


We work diligently with our subcontractors on fraud, waste and abuse efforts. For 
example, our dental and pharmacy administrators run targeted algorithms to detect 
potential fraud and to identify anomalies for further review. 


3.21 LIQUIDATED DAMAGES AND SANCTIONS 


The vendor must comply with all terms and conditions stipulated in the current Contract, 
the RFP, and all attachments, including the Forms and Reporting Guide.  The vendor must 
file accurate, timely and complete reports to DHFCP. If the vendor fails to meet the 
contract requirements, liquidated damages or intermediate sanctions may be assessed. In 
addition to liquidated damages and intermediate sanctions, the vendor will be responsible 
for any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result of 
the vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing 
contract if the MCO fails to provide required reports, or disclose ultimate ownership or 
control information and related party transactions as required by DHCFP policy.  


See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


The health plan is able to comply with all requirements of this section and has reviewed 
Attachment S-Liquidated Damages and Intermediate Sanctions. 
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Attachment 3.15.3.1 


Redacted Org Chart 



http://www.hometownhealth.com/
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		3. SCOPE OF WORK

		3.1 GENERAL

		3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed...

		3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of ...



		3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of...

		3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of the quality of care provided by the vendor.  Accredited organizations must meet quality standards related to various ...

		3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual.

		3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to b...

		3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unl...

		3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient.

		3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed C...

		3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mo...



		3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX)

		3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, some...

		3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations;

		3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of Insurance;

		3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid;

		3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO;

		3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for any period of time for recipients who tran...

		3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO.



		3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX.  Additionally, the vendor may designate othe...

		3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating willingness to comply with this section.  Please describe any differences between Title XIX and Title XXI MCO plan...

		3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance O...



		3.3 VENDOR DUTIES AND RESPONSIBILITIES

		3.4 MEDICAL SERVICES

		3.4.1 General Information

		3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor:

		3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which the services are furnished;

		3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, or condition of the recipient;

		3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be e...

		3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriat...

		3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for initial and continuing authorizations of services.

		3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on moral or religious grounds, the vendor must furnish information about the services it does not cover to the ...

		3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's m...

		A.  The anticipated DHCFP recipient managed care enrollment;

		B.  The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients;

		C.  The expected utilization of services including a description of the utilization management software or other process used by the plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up popu...

		D.  The numbers and types of providers required to furnish the contracted Medicaid covered services; and

		E.  The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients...



		3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate.

		A.  Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level.

		B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP.  Any specialist can be a PCP based on m...

		C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network provider(s).

		D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.

		E.  Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services.  This is in addition to the recipient’s designated PCP, ...



		3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them.  If the network is unable to provide necessary services covered under the contract to a particular recipient, the v...

		3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient.

		3.4.2.11 Must coordinate with out of network providers with respect to payment.

		3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP.

		3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR ...

		3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after bus...

		3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds purs...

		A.  Cultural Competency Plan

		1. Each vendor must have a comprehensive cultural competency program, which is described in a written plan.  The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The CCP must identi...

		2. The vendor must identify a staff person, title or position responsible for the CCP.  If there is a change in the staff member responsible for the CCP, the vendor must notify the DHCFP.

		3. The CCP must contain a description of Staff Recruitment and Retention:

		a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions.





		B.  Education and Training

		1. The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all...

		2. The education program consists of methods the vendor will use for providers and other subcontractors with direct recipient contact.  The education program will be designed to make providers and subcontractors aware of the importance of providing se...



		C.  Culturally Competent Services and Translation/Interpretation Services

		1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs and/or disparitie...

		2. A vendor, at the point of contact, must make recipients aware that translation services are available.  The services that are offered must be provided by someone who is proficient and skilled in translating language(s).  The availability and access...

		3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner:

		a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language.

		b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that language.  Vital materials must include, at a minimum, notices for de...

		c. All written notices informing recipients of their right to interpretation and translation services shall be translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and have LEP.





		D.  Evaluation and Assessment of CCP

		1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A summary report of the evaluation must be sent to the DHCFP.  The evaluation may, for example, focus on: comparative recipient sat...

		2. The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not ...







		3.4.3 Vendor Covered Services

		3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below.

		3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shal...

		A.  Applied Behavior Analysis;

		B.  Ambulatory Surgery Centers;

		C.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment;

		D.  Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner;

		E.  Certified Registered Nurse Practitioner;

		F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients);

		G.  Community Paramedicine;

		H.  Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting;

		I.  Disposable Medical Supplies;

		J.  Durable Medical Equipment;

		K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);

		L.  Emergency Transportation;

		M.  End Stage Renal Disease Facilities;

		N.  Family Planning Services;

		O.  Hearing Aid Dispenser and Related Supplies;

		P.  Home Health Agency;

		Q.  Hospital Inpatient;

		R.  Hospital Outpatient;

		S.  Inpatient Medical Rehabilitation Center or Specialty Hospital;

		T.  Intravenous Therapy (TPN);

		U.  Laboratory - Pathology/Clinical;

		V.  Medical Rehabilitation Center or Specialty Hospital;

		W.  Mental Health Services:

		1. Inpatient Psychiatric Hospital;

		2. Mental Health Outpatient Clinic;

		3. Mental Health Rehabilitative Treatment;

		4. Psychologist;

		5. Outpatient Psychiatric;

		6. Residential Treatment Centers (RTC);

		7. Case Management;

		8. Habilitation services; and

		9. Medication Management.



		X.  Methadone Treatment;

		Y.  Nursing Facilities; under 45-days (see 3.2.3.11);

		Z.  Nurse Anesthetist;

		AA.  Certified Nurse Midwife;

		BB.  Opticians/Optometrists;

		CC.  Outpatient Surgery;

		DD.  Personal Care Aide;

		EE.  Pharmacy;

		FF.  Physician/Osteopath;

		GG.  Physician Assistants;

		HH.  Podiatrist (for EPSDT eligible recipients);

		II.  Private Duty Nursing;

		JJ.  Prosthetics;

		KK.  Radiology and Noninvasive Diagnostic Centers;

		LL.  Residential Treatment Centers; (with limitations);

		MM.  Rural Health Clinics and Federally Qualified Health Centers (FQHC);

		NN.  School Based Health Centers;

		OO.  Special Clinics;

		PP.  Swing Beds Stays, under 45 days;

		QQ.  Therapy:

		1. Audiology;

		2. Occupational;

		3. Physical;

		4. Respiratory;

		5. Speech;

		6. Habilitation; and



		RR.  Tobacco Cessation;

		SS.  Transitional Rehabilitative Center; and

		TT.  Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see limitations).

		UU.  Other services as defined in the Medicaid Services Manual (MSM).





		3.4.4 Special Considerations

		3.4.4.1 Inpatient Hospital Services

		A.  The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs).  These alternative settings must be lower cos...

		B.  The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no lon...



		3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.

		A.  The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a...

		1. All services provided at Indian Health Service Facilities and Tribal Clinics.

		2. All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may ...

		3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the ...



		B.  Non-Emergency Transportation (NET)

		C.  School-Based Child Health Services (SBCHS) with Limitations

		1. The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. Schoo...

		2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If th...

		3. The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school...

		4. The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XI...

		5. The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendo...

		6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.



		D.  Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.

		E.  Adult Day Health Care

		1. Recipients requiring this service are eligible for managed care.

		2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that ...

		3. Home and Community Based Waiver Services (1915(c)).

		4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.

		5. All PASRR and LOC are performed by the DHCFP’s fiscal agent.



		F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations

		1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically nece...

		2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the asse...

		3. The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/net...

		4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.

		5. Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the ...

		6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.



		G.  Targeted Case Management (TCM)

		H.  Child Welfare

		I.  All Nursing Facility Stays Over Forty-Five (45) Days

		J.  Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days

		K.  Residential Treatment Center (RTC), Medicaid Recipients

		1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC ch...

		2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.

		3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary...



		L.  Residential Treatment Center (RTC), Nevada Check Up Recipients

		M.  Hospice

		N.  Dental Services

		O.  Orthodontic Services



		3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)

		A.  The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) years.  The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B...

		B.  Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d...

		C.  EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are basically one and the same and are billed using the same codes with the same reimbursement.    The vendors are not required to pay...

		1. Screening services which include a comprehensive health and developmental history (including assessment of both physical and mental health development);

		2. A comprehensive, unclothed physical exam;

		3. Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule);

		4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal requirements);

		5. Health education;

		6. Vision services;

		7. Dental services referrals;

		8. Hearing services; and

		9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening se...



		D.  The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this p...

		E.  The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services.  These efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal documents cited in ...



		3.4.4.4 Additional Preventive Services

		A.  Tobacco Cessation Treatment

		B.  Screening for tobacco use at every PCP visit; and

		C.  For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a minimum:

		1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence Treatment. These visits are in addition to any mental health coverage limits:

		a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH.

		b. Individual tobacco cessation counseling / coaching.

		c. Group tobacco cessation counseling / coaching.



		2. FDA approved cessation medications:

		a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment regimen should cover a minimum of 90 days.

		b. Combination therapy – the use of a combination of medications, including but not limited to the following combinations – should be allowed:



		3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment.

		4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or frequency of tobacco cessation treatments included in this section.

		5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that recipients are given complete information about the coverage of tobacco cessation items and services.

		6. Vendor will partner with the DPBH to, at a minimum:

		a. Promote the full Tobacco Cessation Benefit to recipients.

		b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid MCO run quitline.

		c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually.

		d. The approved MCO quitline vendor must be a member of NAQC.









		3.4.5 Health Promotion and Education Programs

		3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target popula...

		A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following preventative cancer screenings:

		1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;

		2. Mammography and Clinical Breast Exams for Breast Cancer;

		3. Low Dose CT Screening for Lung Cancer; and

		4. Pap Testing for Cervical Cancer.







		3.4.6 Pharmacy Services

		3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  The vendor is expected to offer pharmacy benefits that mirror...

		3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation.  The DHCFP shall...

		3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the plan’s recipients.

		3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting with the prescriber. The vendor must then document...

		3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is medically necessary for a particular patient.  The prescriber should document in the patient’s medical record ...

		3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors.  These recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only.  They can use any pharmacy for their non-cont...

		3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan...

		3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually...

		3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information necessary for the DHCFP to process the claim for rebates.  Covered outpatient drugs dispensed to individuals eligible for m...



		3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults

		3.4.7.1 The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early Intervention, and mental health services for adults.  The vendor must reimburse certain types of providers with whom...

		3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment by appropriately qualified health care professionals to need a course of treatment or regular care monitoring.  The...

		A.  Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for the recipient;

		B.  Approved by the vendor in a timely manner, if approval is required by the vendor; and

		C.  In accordance with any applicable State quality assurance and utilization review standards.





		3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs

		3.4.9 Out-of-Network Services

		3.4.9.1 Out-of-Network Providers

		A.  When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor must:

		1. Coordinate the care with out-of-network providers;

		2. Offer the opportunity to the out-of-network provider to become part of the network; and

		3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate..





		3.4.9.2 Emergency Services

		A.  The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who furnished the services has a contract with the vendor.  The vendor must pay the out-of-network provider for emergency services, ap...

		B.  No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers.  The vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks emerg...

		C.  Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room prov...

		D.  A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.  The vendor is responsible for coverage and payment of ...

		E.  Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting.





		3.4.10 Post-Stabilization Services

		3.4.10.1 The vendor is financially responsible for:

		A.  Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization representative;

		B.  Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a req...

		C.  Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized conditio...

		D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recip...

		E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network.



		3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)



		3.4.11 Out-Of-State Providers

		3.4.12 Obstetrical/GYN Services

		3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive and/or curative services and may include, but ...

		3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate coordination and assess medical management of prenatal care and high-risk pregnancies.

		3.4.12.3 Obstetrical Global Payment

		A.  Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician.  Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visi...

		B.  A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen seven (7) or more times.  If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may ...

		C.  Network Providers

		1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a network provider.

		a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.





		D.  Non-network Providers

		E.  New Recipients within the Last Trimester of Pregnancy

		F.  Prior Authorization

		G.  Certified Nurse Midwife Services

		H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA)

		1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick pay...

		2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate pa...

		3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery.

		4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting Guide.



		I.  Family Planning Services

		1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any qualifie...

		2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or older.  Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age of tw...

		3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its recipients at the FFS rate paid by the DHCFP.  The vendor will be responsible for coordinating and documenting out-of-plan family pla...



		J.  Abortions

		1. The vendor may only cover abortions in the following situations:

		a. If the pregnancy is the result of an act of rape or incest; or

		b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a physician, place the wo...





		K.  Low Birth Weight Babies

		L.  Immunizations





		3.4.13 Mental Health Services

		3.4.13.1 Mental Health Parity

		A.  The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgi...

		B.  The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strateg...

		1. Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or based on whether the treatment is experimental or investigative;

		2. Formulary design for prescription drugs;

		3. Network tier design (such as preferred providers and participating providers);

		4. Standards for provider admission to participate in a network, including reimbursement rates;

		5. Methods for determining usual, customary, and reasonable charges;

		6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-first policies or step therapy protocols);

		7. Exclusions based on failure to complete a course of treatment;

		8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or duration of benefits for services provided; and

		9. Standards for providing access to out-of-network providers.



		C.  The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, outpatient services, emergency care, and prescription drugs.

		D.  The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of this compliance by September 15, 2017.



		3.4.13.2 The vendor shall provide the following services:

		A.  Inpatient Psychiatric Services

		1. To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative se...

		2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS).



		B.  Mental Health Outpatient Clinic

		C.  Mental Health Rehabilitative Treatment Services;

		D.  Psychologist;

		E.  Outpatient Psychiatric;

		F.  Residential Treatment Center (RTC);

		G.  Case Management;

		H.  Habilitation Services:

		I.  Methadone Treatment; and

		J.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment.





		3.4.14 Coordination with Other Vendors and Other Services

		3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may provide to the recipient with the services the recipient may receive from any other vendor including dental.  Upon re...

		3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid programs.  This coordination includes referral of eligible recipients, to appropriate community resources and socia...

		3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case manager to ensure continuity of services for recipients with special needs.  These recipients may include, but...





		3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS

		3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient data.  The vendor shall accept each recipien...

		3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in the case...

		3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the disenrollment.  The recipient may be e...

		3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  In such cases, the vendor shall o...

		3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must provide the DHCFP with notification of all births...

		3.5.6 New Enrollment Process

		3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will have the opportunity to select their vendor of choice at the time of application, or any time p...

		3.5.6.2 Newborns

		A.  The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site.

		B.  Medicaid-Eligible Newborns

		C.  Nevada Check Up/CHIP Newborns

		D.  If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be enrolled as of the first day of the next administrative month.  If the coverage extends beyond that 30 day period the chil...



		3.5.6.3 Auto-Assignment Process

		3.5.6.4 Automatic Reenrollment

		A.  The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility.  Those returning recipients who were ineligible f...

		B.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eli...





		3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form)

		3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in managed care.

		3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care Needs (CSHCN) and Mental Health Services for Adults:

		A.  Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, ...

		B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for ongoing patient care.



		3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient

		A.  The DHCFP will hold an open enrollment period at least once every twelve (12) months.  During open enrollment, recipients are free to change vendors or to remain with their current vendor.

		B.  Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment.  These recipients mu...

		C.  Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period.

		D.  Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. The...

		E.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have n...

		F.  Any recipient may request to switch vendors for good cause at any time.  These recipients must contact their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enroll...

		1. Good cause for disenrollment as defined in 42CFR438.56 includes:

		a. The recipient moves out of the vendor service area.

		b. The plan does not, because of moral or religious objections, cover the service the recipient seeks.

		c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider de...

		d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes intermedia...





		G.  If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied.  The vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may n...

		H.  If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to the recipient upon the date of the decision.  Appeal rights must be included with the Notice of Decision.  The vendor...

		I.  The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) ...

		1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a determination.  If the vendor cannot make a determination, the vendor may refer the request to the State. If the State deter...



		J.  If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can be disenrolled within the timeframes specified, the disenrollment request is considered approved.

		K.  If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by requesting disenrollment through their vendor.

		L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d).



		3.5.7.4 Disenrollment at the Request of the Vendor

		A.  The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confir...

		B.  In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be considered approved.

		C.  A vendor may not request disenrollment of a recipient for any of the following reasons:

		1. An adverse change in the recipient’s health status;

		2. Pre-existing medical condition;

		3. The recipient’s utilization of medical services;

		4. Diminished mental capacity;

		5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients);

		6. A recipient’s attempt to exercise his/her grievance or appeal rights; or

		7. Based on the recipient’s national origin, creed, color, sex, religion, and age.



		D.  Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2).



		3.5.7.5 Enrollment, Disenrollment and Other Updates

		A.  The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly e...

		B.  An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion.  During the open enrollment period, a recipient may disenroll from their vendor without cause.

		C.  Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be provided at least 60 days before each annual ...



		3.5.7.6 Enrollment Interface

		A.  Determine the number of recipients each enrolled PCP will accept as new patients; and

		B.  Transmit recipient elections regarding PCP assignment for the forthcoming month.



		3.5.7.7 Provider Enrollment Roster Notification

		3.5.7.8 Change in a Recipient's Status

		3.5.7.9 Transitioning/Transferring of Recipients

		A.  Transitioning Recipients into Vendors

		1. Recipients with medical conditions such as:

		a. Pregnancy (especially if high risk);

		b. Major organ or tissue transplantation services in process;

		c. Chronic illness;

		d. Terminal illness;

		e. Intractable pain; and/or

		f. Behavioral or Mental Health Conditions.



		2. Recipients who, at the time of enrollment, are receiving:

		a. Chemotherapy and/or radiation therapy;

		b. Significant outpatient treatment or dialysis;

		c. Prescription medications or durable medical equipment (DME);

		d. Behavioral or Mental Health Services;

		e.  Long Term Services and Supports

		f.  Home Health or Personal Care services



		3. Recipients who, at enrollment:

		a. Are scheduled for inpatient surgery(s);

		b. Are currently in the hospital;

		c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior authorizations; and/or

		d. Have post-surgical follow-up visits scheduled after their enrollment.







		3.5.7.10 Transferring Recipients Between Vendors

		A.  Hospitalized;

		B.  Pregnant;

		C.  Receiving Dialysis;

		D.  Chronically ill (e.g., diabetic, hemophilic, etc.);

		E.  Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or treatment;

		F.  On an apnea monitor;

		G.  Receiving behavioral or mental health services;

		H.  Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For mo...

		I.  Involved in, or pending authorization for, major organ or tissue transplantation;

		J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition;

		K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition;

		L.  Referred to a Specialist(s);

		M.  Receiving substance abuse treatment ;

		N.  Receiving prescription medications;

		O.  Receiving durable medical equipment or currently using rental equipment;

		P.  Currently experiencing health problems;

		Q.  Receiving case management (referral must include the case manager’s name and phone number); and

		R.  Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health.





		3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange (HIX) or other insurance product.



		3.6 RECIPIENT SERVICES

		3.6.1 Information Requirements

		3.6.1.1 Member Handbook

		A.  The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed.  The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care Advisory...

		B.  The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon...

		1. Explanation of their right to obtain available and accessible health care services covered under this contract; how to obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the vendor’s...

		2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection may ...

		3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages spoken,...

		4. Any restrictions on the recipient’s freedom of choice among network providers.

		5. Procedures for changing a PCP.

		6. Recipient rights and protections as specified in 42 CFR 438.100.

		7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients understand the benefits to which they are entitled.

		8. Procedures for obtaining benefits, including authorization requirements.

		9. The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network providers.

		10. Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause.

		11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in ...

		12. The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 438.114; the fact that ...

		13. Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services telephone number; clear definitions of urgent care; and how to use non-emergency transportation.

		14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of authorization procedures.

		15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered under the contract, including any cost sharing, and how transportation is provided.  For a counseling or referral service tha...

		16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service area.

		17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP.

		18. Information on procedures for recommending changes in policies and services.

		19. The vendor must provide adult recipients with written information on advance directives’ policies and include a description of applicable State law.  This information must reflect changes in State law as soon as possible but no later than 90 days ...

		20. To the extent available, quality and performance indicators, including recipient satisfaction.

		21. The vendor is also required to provide to the recipient upon request, information on the structure and operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h).

		22. The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and includes a list of all the services available to children; a statement that services are provided to the recipient at no costs and a t...

		23. Information regarding prescription coverage.

		24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of enrollment, and their right to continue that treatment under the vendor on a transitional basis.

		25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of doing so.

		26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit.



		C.  The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the enumerations noted above.  The vendor shall issue updates to the Member Handbook, 30-days before the intended effective date, as d...

		D.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or issuance of the termination notice.  This notice shall be provided to each recipient who received his/her primary care ...



		3.6.1.2 Advance Directives Requirements

		A.  To provide written information to each recipient at the time of enrollment concerning:

		1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse medical treatment and the right to formulate advance directives;

		2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the network provider present a statement of any limitations in the event the provider cannot implement an advance directive on th...

		a. Clarify any differences between institution-wide conscience objections and those that may be raised by individual network providers;

		b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and

		c. Describe the range of medical conditions or procedures affected by the conscience objection.





		B.  Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient has executed an advance directive;

		C.  Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive;

		D.  To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates ven...

		E.  To educate vendor staff and providers on issues concerning advance directives, at least annually.





		3.6.2 Recipient Services Department/Concierge Services

		3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable.

		3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access.

		3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:

		A.  Explaining the operation of the vendor;

		B.  Explaining covered benefits;

		C.  Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner;

		D.  Responding to recipient inquiries; and

		E.  Providing Concierge Services.

		F.  If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will transfer the recipient to the in-person Concierge Services.  The in-person Concierge Service staff will assist the recip...

		1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The vendor must report any PCP and/or Primary Care Sites changes electronically to the DHCFP.

		2. Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment if the recipient reports they are unable to access or find a provider or make an appointment.

		3. Assisting recipient in obtaining out-of-area and out-of-network care.

		4. While the Recipient Services Department will not be required to operate after business hours, the vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The ve...







		3.6.3 Medical Provider Requirements

		3.6.3.1 Primary Care Provider (PCP) or Primary Care Site

		3.6.3.2 Twenty-Five (25) Mile Rule

		3.6.3.3 Assignment of a PCP or Primary Care Site

		A.  Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available;

		B.  Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule);

		C.  Assigning all children within a single family to the same PCP;

		D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the vendor knows of the condition; and/or

		E.  Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient.



		3.6.3.4 Changing a PCP or Primary Care Site

		A.  An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.

		B.  In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective da...

		C.  The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances:

		1. Specialized care is required for an acute or chronic condition;

		2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles.  Such change will be made only with the consent of the recipient;

		3. The PCP ceases to participate in the vendor’s network;

		4. Legal action has been taken against the PCP, which excludes provider participation; or

		5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor network.



		D.  The vendor shall track the number of requests to change PCPs and the reasons for such requests.



		3.6.3.5 Use of Medical Homes and Accountable Care Organizations

		A.  The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate.

		B.  Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical homes/health homes.

		C.  Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and appropriate.







		3.7 NETWORK

		3.7.1 The vendor must adopt practice guidelines and protocols which:

		3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field;

		3.7.1.2 Consider the needs of the vendor’s recipients;

		3.7.1.3 Are adopted in consultation with contracting health care professionals; and

		3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards.



		3.7.2 The Vendor must:

		3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and potential recipients, including prior authorization policies and procedures;

		3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines;

		3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services;

		3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid recipients;

		3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary;

		3.7.2.6 Have mechanisms to ensure compliance by providers;

		3.7.2.7 Monitor providers regularly to determine compliance;

		3.7.2.8 Take corrective action if there is a failure to comply by network providers; and

		3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds.

		3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the scope of his/her license or certification under applicable State law, solely on the basis of that license, speci...

		3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access...

		A.  Changes in the vendor’s services, benefits, geographic service area or payments; or

		B.  Enrollment of a new population in the network.





		3.7.3 Network Management

		3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities

		A.  Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services and Well Baby/Child Services;

		B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage;

		C.  Referrals for specialty care and other covered medically necessary services in the managed care benefit package;

		D.  Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse services, within the vendor’s network;

		E.  Continuity and coordination of the enrolled recipient’s health care; and

		F.  Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services.



		3.7.3.2 Laboratory Service Providers

		3.7.3.3 Essential Community Providers

		3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s geographic service area(s):

		A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services;

		B.  The University Medical Center of Southern Nevada to provide inpatient and ambulatory services;

		C.  The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care and behavioral health care services;

		D.  School-Based Clinics;

		E.  Aging and Disability Services Division (ADSD);

		F.  Division of Public and Behavioral Health (DPBH);

		G.  Substance Abuse Prevention and Treatment Agency (SAPTA);

		H.  Community Centered Behavioral Health Clinics (CCBHC);

		I.  Division of Child and Family Services (DCFS); and

		J.  County Child Welfare Agencies.

		K.  There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients.

		L.  Any health provider designated by the DHCFP as an essential community provider.  The DHCFP will notify the Vendor of providers designated by the DHCFP as essential community providers.

		M.  At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including ...

		N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts with other providers in the same geographic area for similar services. Providers who work through one of the essentia...





		3.7.4 Subcontractors

		3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care ...

		3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the us...

		A.  For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of care between medical, behavioral and social needs is maintained;

		B.  For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and

		C.  For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against...

		1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable bankr...

		2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or othe...



		D.  For the oversight and accountability for any functions and responsibilities delegated to any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless fro...

		E.  Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part or a...

		F.  As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in Attachment D, Contract Form.

		G.  Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		H.  The use of “gag” clauses in subcontractor contracts is prohibited.





		3.7.5 Access and Availability

		3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients.

		3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, and take appropriate corrective action, if necessary, to comply with such access standards.

		3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.

		3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations through county and state public health clinics.

		3.7.5.5 Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or visits to new recipients.  This method ensures that an orientation with emphasis on access to care, choice of PCP and availab...

		3.7.5.6 Maintain an adequate network that ensures the following:

		A.  PCP-To-Recipient Ratios

		B.  PCP Network Requirements

		C.  Primary Care Provider Participation

		D.  Physician Specialists



		3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows:

		A.  Emergency Services

		B.  PCP Appointments

		1. Medically necessary, primary care provider appointments are available within two (2) calendar days;

		2. Same day, urgent care PCP appointments ; and

		3. Routine care PCP appointments are available within two (2) weeks.  The two (2) week standard does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two (2...



		C.  Specialist Appointments

		1. Same day, emergency appointments within twenty-four (24) hours of referral;

		2. Urgent appointments within three (3) calendar days of referral;

		3. Routine appointments within thirty (30) calendar days of referral; and

		4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s).



		D.  Prenatal Care Appointments

		1. First trimester within seven (7) calendar days of the first request;

		2. Second trimester within seven (7) calendar days of the first request;

		3. Third trimester within three (3) calendar days of the first request; and

		4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, or immediately if an emergency exists.





		3.7.5.8 Appointment Standards

		A.  Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to ensure compliance with these standards by the network.

		B.  Concerning the education of its provider network regarding appointment time requirements, the vendor shall:

		1. Monitor the adequacy of its appointment process and compliance; and

		2. Implement a Plan of Correction (POC) when appointment standards are not met.





		3.7.5.9 Office Waiting Times

		3.7.5.10 Access Exceptions

		3.7.5.11 Provider Terminations

		A.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the...

		B.  If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit within five (5) business days.

		C.  The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to:

		1. Provider/patient files.

		2. Audit reports and findings.

		3. Medical necessity reviews.



		D.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG.



		3.7.5.12 Notification of Significant Network Changes

		A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair its provider network.  This notification shall include:

		1. Information about the nature of the change and how the change will affect the delivery of covered services; and

		2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient delivery of covered services.



		B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change.



		3.7.5.13 Prohibited Practices

		A.  Denying or not providing an enrolled recipient a covered service or available facility;

		B.  Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time from that provided to other recipients, other public or private patients, or the public at large;

		C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered medically necessary service, except where medically indicated;

		D.  The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be ...

		E.  The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her patient:

		1. For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-administered;

		2. For any information the recipient needs in order to decide among all relevant treatment options;

		3. For the risks, benefits, and consequences of treatment or non-treatment; and

		4. For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions.



		F.  The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or services furnished in an emergency room of a hospital):

		1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title;

		2. Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded from participation  and when the person furnishing such item or service knew, or had reason to know of the exclusion (after ...

		3. Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is g...

		4. With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction Act of 1997;

		5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the Medicaid State Plans; or

		6. For home health care services provided by an agency or organization, unless the agency provides the state with a surety bond as specified in Section 1861(o)(7) of the Act.



		G.  Charging a fee for a medically necessary covered service or attempting to collect a co-payment.





		3.7.6 Provider Contracts

		3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically...

		3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit draf...

		3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DH...

		3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion of the Medicaid provider enrollment.  However, vendors may enter into single case agreements with non-Medicaid provide...

		3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards.  The v...

		3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information...

		3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing, or limiting medically necessary services to a recipient.

		3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited.

		3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the request.

		3.7.6.10 The vendor will support and participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients.

		3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment.



		3.7.7 Provider Directory

		3.7.8 Provider and Recipient Communications

		3.7.8.1 Provider Policy and Procedure Manual

		A.  The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct class of provider.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall m...

		B.  Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a single volume.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mu...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		3. Prior authorization procedures and requirements;

		4. The procedures for claims administration;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service utilization.





		3.7.8.2 Provider Workshops

		3.7.8.3 Provider Newsletter

		3.7.8.4 Recipient Newsletter



		3.7.9 Network Maintenance

		3.7.9.1 Maintenance of the network includes, but is not limited to:

		A.  Initial and ongoing credentialing;

		B.  Adding, deleting, and periodic contract renewal;

		C.  Provider education; and

		D.  Discipline/termination, etc.







		3.8 MEDICAL RECORDS

		3.9 QUALITY ASSURANCE STANDARDS

		3.9.1 Overview

		3.9.2 Quality Measurements

		3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications....

		3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy.

		3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  (calculated from the preceding calendar year...

		3.9.2.4 Pregnancy

		A.  Standard

		1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal care.  Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-ris...

		2. The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice and the MSM.





		3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids

		A.  Standard

		1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average for EPSDT screenings.  Well Child Care promotes healthy development and disease prevention in addition to possible early ...

		2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and the process fo...



		B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor is required to submit the final CMS 416 Report to the DHCFP no ...

		1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may ...





		3.9.2.6 Immunizations

		A.  Standard



		3.9.2.7 Mental Health

		A.  Standard





		3.9.3 Plan of Correction (POC) Procedure

		3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the follo...

		A.  Specific problem(s) which require corrective action;

		B.  The type(s) of corrective action to be taken for improvement;

		C.  The goals of the corrective action;

		D.  The time-table for action;

		E.  The identified changes in processes, structure, internal/external education;

		F.  The type of follow-up monitoring, evaluation and improvement; and

		G.  The vendor staff person(s) responsible for implementing and monitoring the POC.

		H.  The POC should also identify improvements and enhancements of existing outreach, and case management activities, if applicable.



		3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily add...

		3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health c...





		3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS

		3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected t...

		3.10.1.1 Measurement of performance using objective quality indicators;

		3.10.1.2 Implementation of system interventions to achieve improvement in quality;

		3.10.1.3 Evaluation of the effectiveness of the interventions; and

		3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement.



		3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the requirements of 42 CFR 438.330 (a)(2).  Each performance improvement project must be completed in a reasonable time pe...

		3.10.3 The Vendor must:

		3.10.3.1 Submit performance improvement measurement data annually using standard measures required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and

		3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s performance.



		3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines.

		3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on a...

		3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the recipients through an encounter data system or other methods as may be specified by the DHCFP;

		3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and

		3.10.5.3 Must collect service information received from providers in standardized formats.

		3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP and upon request to CMS as required.

		3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the DHCFP.



		3.10.6 Standard I:  Written IQAP Description

		3.10.6.1 Goals and Objectives

		3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a timetable for implementation and accomplishment.

		3.10.6.3 Scope

		A.  The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care.

		B.  The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in ...



		3.10.6.4 Specific Activities

		3.10.6.5 Continuous Activity

		3.10.6.6 Provider Review

		A.  Review by physicians and other health professionals of the process followed in the provision of health services must be conducted; and

		B.  The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care outcomes.



		3.10.6.7 Focus on Health Outcomes



		3.10.7 Standard II:  Systematic Process of Quality Assessment and Improvement

		3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored.

		3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories and special risk status, including CSHCN.

		3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quali...

		3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b):

		A.  Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 438.330(b); and

		B.  Projects that were under way during the preceding twelve (12) calendar months.



		3.10.7.5 Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical P...

		3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care.  The PIPs are designed to target and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, ...

		3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning and initiation of activities for increasing or sustaining improvement.

		3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.

		3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important aspects of care and service.

		3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.



		3.10.8 Use of Quality Indicators

		3.10.8.1 The vendor is required to:

		A.  Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience;

		B.  Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP;

		C.  Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect the need for program change; and

		D.  Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral must  be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action.



		3.10.8.2 Use of Clinical Care Standards/Practice Guidelines

		A.  The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or practice guidelines specified in the Quality Strategy.

		B.  The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers;

		C.  The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care;

		D.  The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;

		E.  The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted a...

		F.  The standard/guidelines must address preventive health services;

		G.  The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and

		H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the providers are organized in groups, as individuals, or in combinations thereof.



		3.10.8.3 Analysis of Clinical Care and Related Services

		A.  Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, and through studies analyzing patterns of clinical care and related service.  For issues identified in the IQAPs targete...

		B.  Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs.

		C.  Clinical and related service areas requiring improvement are identified.

		D.  The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.

		E.  The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.



		3.10.8.4 Implementation of Corrective Actions

		3.10.8.5 These written corrective action procedures must include:

		A.  Specification of the types of problems requiring corrective action;

		B.  Specification of the person(s) or body responsible for making the final determinations regarding quality problems;

		C.  Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff;

		D.  The schedule and accountability for implementing corrective actions;

		E.  The approach to modifying the corrective action if improvements do not occur; and

		F.  Procedures for terminating the affiliation with the physician, or other health professional or provider.



		3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)

		A.  As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been made.  In addition, changes in practice patterns must be monitored.

		B.  The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective.



		3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP

		A.  The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all types of services in all settings.

		B.  At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which addresses:  quality assurance studies and other activities completed; trending of clinical and service indicators and other performanc...

		C.  The report should include evidence that quality assurance activities have contributed to significant improvements in the care delivered to recipients.





		3.10.9 Standard III:  Accountability to the Governing Body

		3.10.9.1 Oversight of IQAP

		3.10.9.2 Oversight Entity

		3.10.9.3 IQAP Progress Reports

		3.10.9.4 Annual IQAP Review

		3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP.  This annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at ...

		A.  Studies undertaken;

		B.  Results;

		C.  Subsequent actions and aggregate data on utilization and quality of services rendered; and

		D.  An assessment of the IQAPs continuity, effectiveness and current acceptability.



		3.10.9.6 Program Modification



		3.10.10 Standard IV:  Active QA Committee

		3.10.10.1 Regular Meetings

		3.10.10.2 Established Parameters for Operating

		3.10.10.3 Documentation

		3.10.10.4 Accountability

		3.10.10.5 Membership



		3.10.11 Standard V:  IQAP Supervision

		3.10.12 Standard VI:  Adequate Resources

		3.10.13 Standard VII:  Provider Participation in IQAP

		3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP through provider newsletters and updates to the provider manual.

		3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician and non-physician providers, a requirement securing cooperation with the IQAP.

		3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its recipients.



		3.10.14 Standard VIII:  Delegation of IQAP Activities

		3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities.  If the vendor delegates any quality assurance activities to subcontractors or providers, it must:

		A.  Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of reporting to the vendor;

		B.  Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the actual quality of care being provided; and

		C.  Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including approval of quality improvement plans and regular specified reports.





		3.10.15 Standard IX:  Credentialing and Recredentialing

		3.10.15.1 Written Policies and Procedures

		3.10.15.2 Oversight by Governing Body

		3.10.15.3 Credentialing Entity

		3.10.15.4 Scope

		3.10.15.5 Process

		A.  The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the practitioner practices.

		B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to prescribe drugs.

		C.  Graduation from medical school and completion of a residency, or other post-graduate training, as applicable.

		D.  Work history.

		E.  Professional liability claims history.

		F.  The practitioner holds current, adequate malpractice insurance according to the vendor’s policy.

		G.  Any revocation or suspension of a State license or DEA number.

		H.  Any curtailment or suspension of medical staff privileges (other than for incomplete medical records).

		I.  Any sanctions imposed by the OIG or the DHCFP.

		J.  Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity.

		K.  The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensin...

		L.  The application process includes a statement by the applicant regarding:

		1. Any physical or mental health problems that may affect current ability to provide health care;

		2. Any history of chemical dependency/ substance abuse;

		3. History of loss of license and/or felony convictions;

		4. History of loss or limitation of privileges or disciplinary activity; and

		5. An attestation to correctness/ completeness of the application.



		M.  There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the site and medical record keeping practices to ensure conformance with the vendor’s standards.  If the vendor’s cre...

		N.  The vendor’s provider credentialing must comply with 42 CFR §1002.3.

		O.  If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (1...



		3.10.15.6 Recredentialing

		A.  Evidence that the procedure is implemented at least every sixty (60) months;

		B.  The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner a...

		C.  The recredentialing, recertification or reappointment process also includes review of data from:

		1. Recipient grievances and appeals;

		2. Results of quality reviews;

		3. Utilization management;

		4. Recipient satisfaction surveys; and

		5. Re-verification of hospital privileges and current licensure, if applicable.



		D.  The vendor’s provider recredentialing must comply with 42 CFR §1003.3

		E.  If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary ac...



		3.10.15.7 Delegation of Credentialing Activities

		3.10.15.8 Retention of Credentialing Authority

		3.10.15.9 Reporting Requirement

		3.10.15.10 Provider Dispute Process



		3.10.16 Standard X:   Recipient Rights and Responsibilities

		3.10.16.1 Written Policy on Recipient Rights

		A.  To be treated with respect, and recognition of their dignity and need for privacy;

		B.  To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and responsibilities;

		C.  To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, within the limits of the plan network, including the right to refuse care from specific practitioners;

		D.  To participate in decision-making regarding their health care, including the right to refuse treatment;

		E.  To pursue resolution of grievances and appeals about the vendor or care provided;

		F.  To formulate advance directives;

		G.  To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be amended or corrected as specified in 45 CFR Part 164;

		H.  To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation; and

		I.  To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s condition and ability to understand.



		3.10.16.2 Written Policy on Recipient Responsibilities

		A.  Providing, to the extent possible, information needed by professional staff in caring for the recipient; and

		B.  Following instructions and guidelines given by those providing health care services.



		3.10.16.3 Communication of Recipient Policies to Providers

		3.10.16.4 Communication of Policies to Recipients

		3.10.16.5 Recipient Grievance and Appeals Procedures

		A.  Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish and monitor standards for timeliness;

		B.  Documentation of the substance of grievances, appeals, and actions taken;

		C.  Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for appeals;

		D.  Aggregation and analysis of grievance and appeal data and use of the data for quality improvement;

		E.  Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada Check Up recipients; and

		F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals.



		3.10.16.6 Recipient Suggestions

		3.10.16.7 Steps to Assure Accessibility of Services

		A.  The points of access to primary care, specialty care and hospital services are identified for recipients;

		B.  At a minimum, recipients are given information about:

		1. How to obtain services during regular hours of operations;

		2. How to obtain emergency and after-hour care;

		3. How to obtain emergency out-of-service area care;

		4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients and/or are responsible for their care; and

		5. How to access concierge services and if needed case management assistance from the vendor when needed to gain access to care.





		3.10.16.8 Information Requirements

		A.  Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) grade level that is readable and easily understood.

		B.  Written information must be available in the prevalent languages of the population groups served.



		3.10.16.9 Confidentiality of Patient Information

		A.  Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records;

		B.  Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of confidential information to persons outside of the vendor;

		C.  Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and shall not divulge it without the recipient’s authorization, unless:

		1. It is required by law, or pursuant to a hearing request on the recipient’s behalf;

		2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate insurance or other matters pertaining to payment; or

		3. It is necessary in compelling circumstances to protect the health or safety of an individual.



		D.  Must report any release of information in response to a court order to the recipient in a timely manner; and

		E.  May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency representatives who are subject to standards of confidentiality that are comparable to those of the State agency.



		3.10.16.10 Treatment of Minors

		3.10.16.11 Assessment of Recipient Satisfaction

		A.  The survey(s) must include content on perceived problems in the quality, availability and accessibility of care.

		B.  The survey(s) assess at least a sample of:

		1. All recipients;

		2. Recipient requests to change practitioners and/or facilities; and

		3. Disenrollment by recipients.



		C.  As a result of the survey(s), the vendor must:

		1. Identify and investigate sources of dissatisfaction;

		2. Outline action steps to follow up on the findings; and

		3. Inform practitioners and providers of assessment results.



		D.  The vendor must re-evaluate the effects of the above activities.





		3.10.17 Standard XI:  Standards for Availability and Accessibility

		3.10.18 Standard XII:  Medical Record Standards

		3.10.18.1 Accessibility and Availability of Medical Records

		A.  The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (th...

		B.  Records are available to health care practitioners at each encounter.



		3.10.18.2 Record Keeping

		A.  Medical Record Standards – The vendor sets standards for medical records.  The records reflect all aspects of patient care, including ancillary services.  These standards shall, at a minimum, include requirements for:

		1. Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID number;

		2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability status, address, employer, home and work telephone numbers, and marital status;

		3. Allergies – Medication allergies and adverse reactions are prominently noted on the record.  Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;

		4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious accidents, operations, and illnesses.  For children, past medical history relates to prenatal care and birth;

		5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a notation that immunizations are up to date with documentation of specific vaccines administered and those received previously (by hist...

		6. Diagnostic information;

		7. Medication information;

		8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are identified in the medical record;

		9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for patients twelve (12) years and over and seen three (3) or more times;

		10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultati...

		11. Emergency care;

		12. Hospitals and Mental Hospitals;

		a. Identification of the recipient;

		b. Physician name;

		c. Date of admission;

		d. Initial and subsequent stay review dates;

		e. Reasons and plan for continued stay if applicable;

		f. Date of operating room reservation if applicable;

		g. Justification for emergency admission if applicable; and

		h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:



		13. Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the individual has executed an advance directive and documents the receipt of information about advance directives by the recipient and ...

		14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of:

		a. History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting complaints;

		b. Plan of treatment;

		c. Diagnostic tests;

		d. Therapies and other prescribed regimens;

		e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  A specific time to return is noted in weeks, months, or as needed.  Unresolved problems from previous visits are addressed in subsequen...

		f. Referrals and results thereof; and

		g. All other aspects of patient care, including ancillary services.



		15. Entry Date – All entries must have date and time noted;

		16. Provider Identification – All entries are identified as to author;

		17. Legibility – The record is legible to someone other than the writer.  A second reviewer should evaluate any record judged illegible by one physician reviewer.





		3.10.18.3 Record Review Process

		A.  The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, completion and conformance to its standards; and

		B.  The record assessment system must address documentation of the items listed in Medical Records requirements above.





		3.10.19 Standard XIII:  Utilization Review

		3.10.19.1 Written Program Description

		3.10.19.2 Scope

		3.10.19.3 Pre-Authorization and Concurrent Review Requirements

		A.  Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals;

		B.  Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating physician, as necessary;

		C.  The reasons for decisions must be clearly documented and available to the recipient;

		D.  The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary medical, behavioral, and social care in accordance with community standards of practice;

		E.  There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider disputes.  Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization.  The Notice of ...

		F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient;

		G.  There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other measures;

		H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny,...

		I.  If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these standards.





		3.10.20 Standard XIV:  Continuity of Care System

		3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program mus...

		A.  Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the ca...

		B.  Assessment of the health condition for recipients with a positive screen.

		C.  Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and

		D.  Development and implementation of a care treatment plan, incorporating person centered planning and system of care principles for recipients in case management based on the assessment which includes:

		1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both development and implementation phases of the care treatment plan in the least restrictive environment;

		2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children (WIC) program; teen pr...





		3.10.20.2 The following components should be incorporated into the vendor case management program:

		A.  Identification

		B.  Screen

		1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from the date of enrollment in the MCO:

		a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive identification and to determine the need for case management services within ninety (90) calendar days of enrollment. Screening asse...

		b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be accomplished with in the...

		c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services.

		d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request.





		C.  Comprehensive Assessment

		D.  Prioritize Care Needs of the Recipient

		1. The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum:

		a. Develop a person centered care treatment plan (as described below);

		b. Implement recipient - level interventions;

		c. Continuously monitor the progress of the patient;

		d. Identify gaps between care recommended and actual care provided;

		e. Propose and implement interventions to address the gaps; and

		f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.





		E.  Person Centered Care Treatment Plan

		1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, designated fo...

		2. The vendor must arrange or provide for professional care management services that are performed collaboratively by the recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician assistan...

		3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, any co-morbidity, and the recipient’s psychological and community support needs.  At a minimum, the vendor’s case manager must at...

		4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment plans.



		F.  Designation of PCP

		G.  Case Management Program Staffing

		H.  Case Management Conditions

		1. The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health conditions:

		a. Congestive Heart Failure (CHF);

		b. Coronary Arterial Disease (CAD);

		c. Hypertension (excluding Mild Hypertension);

		d. Diabetes;

		e. Chronic Obstructive Pulmonary Disease (COPD);

		f. Asthma;

		g. Severe Mental Illness (SMI);

		h. High-Risk or High-Cost Substance Abuse Disorders;

		i. Severe Cognitive and/or Developmental Limitation;

		j. Recipients in Supportive Housing;

		k. HIV; and

		l. Recipients with Complex Conditions.





		I.  Case Management Strategies

		1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management methodology (e.g., gro...

		2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients.

		3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.



		J.  Information Technology System for Case Management:





		3.10.21 Standard XV:  IQAP Documentation

		3.10.21.1 Scope

		3.10.21.2 Maintenance and Availability of Documentation



		3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management Activity

		3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are documented and reported within the vendor’s organization and through the established QA channels.

		A.  Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations.

		B.  Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk management and resolution and monitoring of recipient grievances and appeals.

		C.  There is a linkage between quality assurance and the other management functions of the vendor such as:

		1. Network changes;

		2. Benefits redesign;

		3. Medical management systems (e.g., pre-certification);

		4. Practice feedback to practitioners;

		5. Patient education; and

		6. Recipient services.







		3.10.23 Standard XVII:  Data Collection

		3.10.23.1 Specific areas of study required will be stated in the contract.

		3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be accurate and complete.

		3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical care are required by due date.



		3.10.24 Standard XVIII:  Dispute Resolution

		3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.

		3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution.





		3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY

		3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.310.  The State’s Strategy has two basic purposes:

		3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, and

		3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, Medicaid  recipients in t...



		3.11.2 The purpose of this quality strategy is to:

		3.11.2.1 CFR 438.340 – State Responsibilities

		A.  Have a written strategy for assessing and improving the quality of managed care services offered by all managed care organizations (vendors);

		B.  Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it to final;

		C.  Ensure that the vendors comply with standards established by the DHCFP;

		D.  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed;

		E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, and two (2) regular reports on the implementation and effectiveness of the strategy; and

		F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s P...



		3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies

		A.  The Strategy incorporates procedures that:

		1. Assess the quality and  appropriateness of care and services furnished to all of the DHCFP medical assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health care needs;

		2. Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent contact between recipients and providers, staff recruitment, staff training, translation services, and the development of appropria...

		3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the DHCFP will complete this monitoring in line with the Strategy;

		4. Arrange for external quality reviews including a description of the annual independent external quality review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include but is not...

		5. That designates the performance measures and levels developed by CMS in consultation with States and other relevant stakeholders;

		6. Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality strategy;

		7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanction...

		8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and quality measurement and improvement.









		3.12 FISCAL REQUIREMENTS

		3.12.1 Vendor Fiscal Standards

		3.12.2 Performance Security Deposit

		3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end of the first quarter...

		3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capita...

		3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the following listed requirements:

		A.  A.M. Best A-VII rated insurance company;

		B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and

		C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance.



		3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the DHCFP in order to cover all outstanding liabilities.



		3.12.3 Vendor Liability

		3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following:

		A.  The vendor’s debts, in the event of the vendor’s insolvency;

		B.  For services provided to the recipient in the event of the organization failing to receive payment from the State for such services;

		C.  For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with the vendor fails to receive payment from the state or the organization for such services; or

		D.  Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor had directly provided the services.



		3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B.



		3.12.4 Payment of Claims

		3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided to enrolled recipients on dates of service when they were eligible for coverage unless the services are exclud...

		3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to paying the claim.

		3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to...

		3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered services.  The vendor must allow all in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the las...

		3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  percent (95%) of all clean claim...

		3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall monitor its compliance with these procedures.

		3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In addition, this system must include edits to not allow for unbundling and the ability to pay certain State or local government providers the federal share ...

		3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care serv...

		3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, t...

		3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission.

		3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors.

		3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to support the claims processing function as described in the vendor’s proposal and incorporated by reference in the...

		3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s).

		3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the co...

		A.  Is identified in the Medicaid State plan;

		B.  Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable preventable through the application of procedures supported by evidence-based guidelines;

		C.  Has a negative consequence for the recipient;

		D.  Is auditable;

		E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;

		F.  Surgical or other invasive procedure performed on the wrong body part; and

		G.  Surgical or other invasive procedure performed on the wrong patient.





		3.12.5 Financial Solvency

		3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance.

		3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP.



		3.12.6 Third-Party Liability (TPL)

		3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and ...

		3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the lim...

		3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service cov...

		3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liabl...

		3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-party resources identified and communicated to the managed care organization by the DHCFP.

		3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right t...

		3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and regulations, currently established as seventy-two (72) months.

		3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State Victims of Crime.

		3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and regulations are met by the TPL business function.



		3.12.7 Subrogation

		3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by t...

		3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to ...

		3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection activities and results. The managed care organization will then be expected to meet or exceed baseline target co...



		3.12.8 Reserving

		3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States.

		3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial ...

		3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank accounts or business agents located outside of the U.  S. are prohibited by this provision. Further, this Sectio...

		3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the U.S. may be recovered by the State from the vendor.

		3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the Distri...

		3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Me...





		3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS

		3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and access to the State Fair Hearing system.

		3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for grievances include, but are not limited to, access to care, quality of services, interpersonal relationships betw...

		3.13.1.2 An appeal is a specific request for review of one of the following actions:

		A.  The denial or limited authorization of a requested service, including the type or level of service;

		B.  The reduction, suspension or termination of a previously authorized service;

		C.  The denial, in whole or in part, of payment for a service;

		D.  The failure to provide services in a timely manner; or

		E.  The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution and notification.



		3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers and subcontractors at the time they enter into a contract.

		A.  This information must include:

		1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing;

		2. The availability of assistance with filing;

		3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may be liable for the cost of any continued benefits if the action is upheld;

		4. The toll free number to file oral grievances and appeals; and

		5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service.





		3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The rep...

		3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in ...

		3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their ...

		3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well as contractual compliance.



		3.13.2 Recipient Grievances and Appeals

		3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient gr...

		3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the ...

		3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met:

		A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.

		C.  The services were ordered by an authorized provider.

		D.  The authorization period has not expired.

		E.  The recipient requests continuation of benefits.



		3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor mails an adverse appeal decision;

		C.  A State Fair Hearing decision adverse to the recipient is made, or

		D.  The service authorization expires or authorization limits are met.



		3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. ...

		3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about th...

		3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal....

		3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry.



		3.13.3 Authorization and Notice Timeliness Requirements

		3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s established timelines that may not exceed fourteen (14) calendar days following receipt of the request for ser...

		3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make ...



		3.13.4 Notice of Action

		3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adver...

		3.13.4.2 The notice must meet all of the following requirements:

		A.  Be available in the State-established prevalent non-English languages;

		B.  Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading proficiency); and

		C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d).



		3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must explain:

		A.  The action the vendor or its subcontractor has taken or intends to take;

		B.  The reasons for the action;

		C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision;

		D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures;

		E.  The procedures for exercising the recipient’s rights to appeal;

		F.  The circumstances under which expedited resolution is available and how to request it;

		G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pendin...

		H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman;

		I.  The specific regulations that support, or the change in federal or State law that requires the action; and

		J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based on change in law, the circumstances under which a hearing will be granted.



		3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, or reduction of previously authorized covered services.  This timeframe may be shortened to five (5) days if p...

		3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:

		A.  In the death of the recipient;

		B.  A signed written recipient statement requesting termination or giving information requiring termination or reduction of services (where the recipient understands that this must be the result of supplying that information);

		C.  The recipient’s admission to an institution where he is ineligible for Medicaid services;

		D.  The recipient’s address is unknown and mail directed to him has no forwarding address;

		E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth;

		F.  The recipient’s physician prescribes the change in level of medical care;

		G.  An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or

		H.  When being transferred from a nursing facility for the following reasons:

		1. The safety or health of individuals in a facility would be endangered;

		2. The residents health improves sufficiently to allow a more immediate transfer or discharge;

		3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or

		4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing facility transfers).





		3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of payment.

		3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute ...

		3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution notice.

		3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:

		A.  The right to request a State Fair Hearing, and how to do so;

		B.  The right to request to receive benefits while the hearing is pending, and how to make the request; and

		C.  That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action.





		3.13.5 Handling of Grievances and Appeals

		3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance.

		3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal.

		3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) business days after the vendor receives the expedited ...

		A.  The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person or in writing, in the case of the expedited resolution.

		B.  These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is in...



		3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:

		A.  The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to att...

		B.  Acknowledge receipt of each grievance and appeal;

		C.  Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any previous level of review or decision-making; and

		D.  Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the foll...

		1. An appeal of a denial that is based on medical necessity;

		2. A grievance regarding the denial of an expedited resolution of an appeal; or

		3. A grievance or appeal that involves clinical issues.





		3.13.5.5 The process for appeals also requires:

		A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient requests expedited resolution;

		B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of ex...

		C.  That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine the recipient’s case file, including medical records, and any other document and records considered during the appeals pro...

		D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a deceased recipient’s estate.



		3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include the results of the resolution process and the date it was completed. For appeals that are not wholly resol...

		A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;

		B.  The right to request to receive benefits while the hearing is pending and how to make this request; and

		C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s action.



		3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the disposition in addition to the required written notice.

		3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality strategy.

		3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the review of recipient complaints and appeals that have been received.



		3.13.6 State Fair Hearing Process

		3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhaus...

		3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(...

		3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the ...



		3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are Pending

		3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair Hearing is pending if all of the following conditions exist:

		A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action;

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;

		C.  The services were ordered by an authorized provider;

		D.  The original periods covered by the original authorization have not expired; and

		E.  The recipient requests an extension of benefits.



		3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until ...

		C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and

		D.  The time period of service limits of a previously authorized service has been met.



		3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the recipient while the appeal was pending, to the extent that they were furnished solely because of the requireme...

		3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the r...



		3.13.8 Provider Grievances and Appeals

		3.13.8.1 General Requirements

		A.  Ninety (90) calendar days after a grievance is filed; and

		B.  Thirty (30) calendar days after an appeal is filed.



		3.13.8.2 State Fair Hearings

		A.  Denial or limited authorization of a requested service;

		B.  Reduction, suspension or termination of a previously authorized service;

		C.  Denial, in whole or in part, of payment for a service;

		D.  Demand for recoupment; or

		E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution).

		F.  The denial for disenrollment for good cause.





		3.13.9 Expedited State Fair Hearing

		3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days ...

		A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or

		B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes.



		3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condit...

		3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting from the Fair Hearing process.





		3.14 MANAGEMENT INFORMATION SYSTEM (MIS)

		3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate and report vendor’s compliance with the contract requirements.

		3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outco...

		3.14.3 Eligibility Data

		3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new ...

		3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and shall notify DHCFP of such changes.

		3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.



		3.14.4 Encounter and Claims Records

		3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of su...

		3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted t...



		3.14.5 Data Requirements and Certification

		3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations.

		3.14.5.2 All encounter data must reflect all adjustments and voids.

		3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes specified by the DHCFP.

		3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to the State for purposes of developing vendor payment. Data must comply with the applicable certification requi...

		3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the following:

		A.  The vendor’s Chief Executive Officer;

		B.  The vendor’s Chief Financial Officer; and

		C.  An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the Chief Financial Officer.



		3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor must agree that he/she has read and understands the data certification requirement and agree to comply with all a...



		3.14.6 EPSDT Tracking System



		3.15 OPERATIONAL REQUIREMENTS

		3.15.1 Medical Director's Office

		3.15.2 The responsibilities of the Medical Director include the following:

		3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee;

		3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization management activities and monitoring the quality of care that vendor recipients receive;

		3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols;

		3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the adherence to, Plans of Correction;

		3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  All services prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced n...

		3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities;

		3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including oversight of provider education, in-service training and orientation;

		3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems;

		3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and

		3.15.2.10 Ensures coordination of out-of-network services.

		3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization review and quality assurance issues.



		3.15.3 Vendor Operating Structure and Staffing

		3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization occurs.  The organizational chart must depict each functional unit of the organization, numbers and types of sta...

		3.15.3.2 The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the following areas:

		A.  Executive management;

		B.  Operations Manager;

		C.  Accounting and budgeting;

		D.  Medical Director's office;

		E.  Medical Management, including quality assurance/utilization review;

		F.  Recipient services;

		G.  Provider services;

		H.  Grievances, appeals, and fair hearings;

		I.  Claims processing;

		J.  Management Information Systems (MIS); and

		K.  Program Integrity.



		3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. ...

		A.  Administrator;

		B.  Chief Financial Officer;

		C.  Medical Director;

		D.  Recipient Services Manager;

		E.  Provider Services Manager;

		F.  Grievance and Appeals Coordinator;

		G.  Claims Administrator; and

		H.  Nevada Operations Manager.





		3.15.4 Subcontractors

		3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the subcontract;

		3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s ability...

		3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- approved by DHCFP.  Prior to the awar...

		3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals;

		3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such agreements and subcontracts shall contain rele...

		3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve the vendor of its legal responsibility und...

		3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is ina...

		3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to periodic schedules established by the State, consistent with industry standards and/or State laws and regulations.  ...

		3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such subcontract; and

		3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five th...

		3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers.  DHCFP agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Sec...

		3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallow...



		3.15.5 Policies and Procedures

		3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network).

		3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s policies and procedures must be kept in a clear and up-to-date m...

		3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual...



		3.15.6 Implementation

		3.15.6.1 Vendor Plan

		A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first...

		B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and describing the vendor’s current state of readiness to perform all Contract obligations.  Until the service start date, the...

		C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start date, all deliverables to allow for timely DHCFP identified modifications.

		D.  Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure sati...

		E.  Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, telephones and equipment, are in place and operative as of the service start date.

		F.  Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet these requirements.

		G.  Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient access and remains in operation for the duration of the contract, unless ot...

		H.  Establish and implement enrollment procedures and maintain applicable enrolled recipient data.

		I.  Establish its Provider Network and maintain existing Provider Agreements with such Providers.



		3.15.6.2 Pre-Implementation Readiness Review



		3.15.7 Presentation of Findings

		3.15.8 Vendor Marketing Materials

		3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period.  The vendor must request and obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other location...

		3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written approval of the DHCFP.  This includes any updates to previously approved materials.  Although federal regulations ...

		3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that...

		A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or

		B.  The vendor is endorsed by CMS, the federal or state government, or similar entity.







		3.16 PROGRAM INTEGRITY

		3.16.1 General Requirements and Authorities

		3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis.

		3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the sam...

		A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act;

		B.  42 C.F.R.§ 438, Subpart H;

		C.  42 C.F.R. § 455 Subpart A, B and E;

		D.  42 C.F.R. § 1000 through 1008;

		E.  42 C.F.R. § 456.3, 456.4. 456.23;

		F.  42 C.F.R. § 457.950(a)(2);

		G.  Section 6032 of the Federal Deficit Reduction Act of 2005;

		H.  Nevada Revised Statutes, Chapter 422;

		I.  Nevada DHCFP Medicaid Services Manual; and

		J.  Nevada DHCFP Medicaid Billing Guides.





		3.16.2 Provider Credentialing

		3.16.2.1 The vendor is required to provide:

		A.  The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care pro...

		B.  The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the creden...

		C.  Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost.





		3.16.3 Provider Enrollment

		3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.

		3.16.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the pro...

		3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in the state where services are provided.

		3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements must be reported to the DHCFP.

		3.16.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentat...

		3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-crede...



		3.16.4 Provider Contracts

		3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medicall...

		3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit draft...

		3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the D...

		3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies...

		3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited.

		3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request.



		3.16.5 Provider Directory

		3.16.6 Provider Communications

		3.16.6.1 General Communications

		3.16.6.2 Provider Policy and Procedure Manual

		A.  The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved by the DHCFP.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall main...

		B.  The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of the DHCFP.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mus...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current electronic verification system.



		3. Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated services;

		4. The procedures for claims administration including the appeals process for denied claims;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service utilization.





		3.16.6.3 Provider Workshops

		3.16.6.4 Provider Newsletter

		3.16.6.5 Network Maintenance

		A.  Maintenance of the network includes, but is not limited to:

		1. Initial and ongoing credentialing;

		2. Adding, deleting, and periodic contract renewal;

		3. Provider education; and

		4. Discipline/termination, etc.





		3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found to be out of compliance with the vendor’s medical management standards.

		3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time a...

		A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;

		B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and

		C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance ...





		3.16.7 Affiliations with Debarred or Suspended Persons

		3.16.7.1 Monitoring for Prohibited Affiliations

		A.  The vendor may not employ or contract with providers excluded from participation in federal healthcare programs.

		B.  The vendor may not be controlled by a sanctioned individual.

		C.  The vendor may not have a contractual relationship that provides for the administration and management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management o...

		D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:

		1. Any individual or entity excluded from participation in federal healthcare programs;

		2. Any entity that would provide those services through an individual or entity.



		E.  The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded fr...

		F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.

		G.  The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspe...

		H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing agreem...





		3.16.8 Compliance Plan

		3.16.8.1 Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory compliance plan to guard against fraud and abuse.

		3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply with all applicable Federal and State program integrity standards.

		3.16.8.3 General Requirements

		A.  The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements.

		B.  The compliance plan must be reviewed and approved annually by the DHCFP.

		C.  The compliance plan must include the following elements, and any others as directed by the DHCFP:

		1. Written policies and procedures for the functions in this section;

		2. Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor staff, and the DHCFP;

		3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments;

		4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit;

		5. Specific objectives and goals for Program Integrity operations in the coming year; and

		6. The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines.

		7. The process that the vendor will use to complete internal program integrity monitoring and auditing.

		8. How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives.

		9. A report on the success of the objectives and goals from the previous year.







		3.16.9 Deficit Reduction Act

		3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid payment, do the following:

		A.  Establish and make readily available written policies for all employees of the vendor, including management, and of any subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 through...

		B.  Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse; and

		C.  Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and ...





		3.16.10 Under-utilization of Services

		3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered services are being provided, as required. If any under-utilized services are identified, the vendor must im...

		A.  An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to Medicaid-covered services;

		B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and

		C.  Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized.





		3.16.11 Embezzlement and Theft

		3.16.12 Verification of Services

		3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients.

		3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification.

		3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5.

		3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month.

		3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually transmitted di...



		3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments

		3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to report allegations of fraud, waste, abuse, or improper payments.

		3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their Nevada Medicaid website.

		3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant.

		3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must:

		A.  Be accessible and simple to use by the public, recipients and providers;

		B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and

		C.  Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse.





		3.16.14 Vendor’s Program Integrity Unit

		3.16.14.1 Unit Composition

		A.  The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (...

		B.  The PIU must include a compliance officer and a compliance committee accountable to senior management.  The compliance officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or o...

		C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper payments, including FWA activities, as specified in the vendor contract.

		D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and updates on cases.

		E.  Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law enforcement.

		F.  The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients.

		G.  The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff.





		3.16.15 Fraud Identification and Referral

		3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP.

		3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to determine whether a credible allegation of fraud exists.

		3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days.

		3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the DHCFP:

		A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI);

		B.  Nevada Medicaid provider type;

		C.  Recipient’s name and Medicaid number;

		D.  Date and source of the original complaint or tip;

		E.  Description of alleged fraudulent activity, including:

		1. Specific laws or Medicaid policies violated;

		2. Dates of fraudulent conduct; and

		3. Approximate value of fraudulently obtained payments.



		F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken;

		G.  The findings from the vendor’s preliminary investigation and proposed actions;

		H.  After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds;

		I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to comply with the reporting requirements contained in this contract; and

		J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendo...





		3.16.16 Payment Suspensions

		3.16.17 Compliance Reviews

		3.16.18 Identification

		3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to:

		A.  Fraud hotline or website;

		B.  Referrals from the DHCFP;

		C.  Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling or data analysis; or

		D.  Verification of Service letters/EOB’s complaints.



		3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral.

		3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome.



		3.16.19 Review

		3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not limited to:

		A.  Encounter data;

		B.  Provider credentialing and enrollment records;

		C.  Provider self-audits;

		D.  Provider treatment records;

		E.  Prior authorization records;

		F.  Recipient verification of service letters/EOB’s;

		G.  Nevada Medicaid Services Manual (MSM); and

		H.  Nevada Medicaid Billing Guidelines.



		3.16.19.2 The PIU will determine which, if any, encounters were improper payments.



		3.16.20 Recovery and Education

		3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include:

		A.  The amount of the overpayment;

		B.  A detailed listing of the encounters affected;

		C.  Education and citations supporting the findings;

		D.  Options for repayment;

		E.  Any internal appeal rights afforded by the vendor; and

		F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted.



		3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit.

		3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, regardless of whether the vendor is able to recover the overpayment from the provider.



		3.16.21 Monetary Recoveries by State or Federal Entities

		3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgmen...

		3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by any government entity, including, but ...

		3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process.

		3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate.

		3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law enforcement to stand in the place of a vendor or client in the collection against a third party.



		3.16.22 Reporting Requirements

		3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide.

		3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to:

		A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors;

		B.  Every CAF;

		C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with Nevada Medicaid; and

		D.  Every provider that is de-credentialed or denied credentialing for whatever reason.



		3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to:

		A.  All active reviews and their status; and

		B.  All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment.



		3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost.



		3.16.23 Provider Compliance Reviews by the DHCFP

		3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies.

		3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be recovered and retained by the DHCFP.

		3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the DHCFP.

		3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after notification from DHCFP.



		3.16.24 Provider Preventable Conditions (PPC)

		3.16.25 Vendor Disclosures: Information on Ownership and Control

		3.16.26 Denial or Termination of Provider Participation.

		3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offen...

		3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any disclosure required.

		3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for participation in the program.





		3.17 REPORTING

		3.17.1 Encounter Reporting

		3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidate...

		3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program.  Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combine...

		3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808.

		3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of receipt of encounter.



		3.17.2 Summary Utilization Reporting

		3.17.3 Dispute Resolution Reporting

		3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its subcontractors.

		3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to recipients, the total number of recipient and appeals requests, and provider disputes filed, including repo...

		3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP.



		3.17.4 Quality Assurance Reporting

		3.17.5 Recipient Satisfaction Reporting

		3.17.6 Financial Reporting

		3.17.7 Sales and Transaction Reporting

		3.17.8 Other Reporting



		3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS

		3.18.1 Data Requirements

		3.18.1.1 Enrollment;

		3.18.1.2 Eligibility;

		3.18.1.3 Provider Network Data;

		3.18.1.4 PCP Assignment;

		3.18.1.5 Claims Payment; and

		3.18.1.6 Encounter Data.



		3.18.2 Interfaces

		3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.)

		3.18.2.2 Health Plan - Weekly Stop Loss File

		3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File

		3.18.2.4 Health Plan - Network Data File

		3.18.2.5 Health Plan - Client Update File

		3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP)

		3.18.2.7 MMIS - Encounter Data informational Errors File

		3.18.2.8 MMIS - SOBRA Error File

		3.18.2.9 MMIS - Stop Loss Error File

		3.18.2.10 MMIS - Stop Loss Rejection File

		3.18.2.11 MMIS - Health Plan Error File

		3.18.2.12 MMIS - Third Party Liability Update File

		3.18.2.13 MMIS - Client Demographic Data

		3.18.2.14 MMIS - Newborn Data

		3.18.2.15 MMIS - Daily Health Plan Recipient File

		3.18.2.16 MMIS - Health Plan Recipient File

		3.18.2.17 MMIS - Network Data Exception File

		3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates

		3.18.2.19 MMIS - Client PCP changes

		3.18.2.20 MMIS - Client Enrollment Updates

		3.18.2.21 MMIS - Health Plan Notification

		3.18.2.22 Health Division Immunization Registry

		3.18.2.23 Vital Statistics Birth Records



		3.18.3 Encounter Data Report Files

		3.18.3.1 Encounters must:

		A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of proposers.

		B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation,...

		C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the en...

		D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to timeframe to comply, the vendor will  have an additional 30 days to correct whereupon the DHCFP may, at its discretion, imp...





		3.18.4 HIPAA Transaction Requirements

		3.18.4.1 Premium payments (X12F 820);

		3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834);

		3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization);

		3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization);

		3.18.4.5 Claims encounter data (X12N 837 and NCPDP);

		3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and

		3.18.4.7 Payment and remittance advice (X12N 835-remittance advice).



		3.18.5 NPI/API Transaction Requirements

		3.18.5.1 Requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ Technical Proposal of vendor’s response.

		3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ord...

		3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to rece...

		3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must be fully detailed encounters following HIPAA requir...

		3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This API is issued by the State’s fiscal agent on be...



		3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance.



		3.19 DHCFP RESPONSIBILITIES

		3.19.1 External Quality Review

		3.19.2 Due Process

		3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair Hearing to all re...

		3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor.



		3.19.3 DHCFP On-Site Audits

		3.19.4 Actuarial Services

		3.19.5 Encounter Data Processing

		3.19.6 Website Access

		3.19.7 Operation Oversight



		3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES

		3.21 LIQUIDATED DAMAGES AND SANCTIONS





		RFP 3260 MCO Section 3 Scope of Work - Final without Confidential Section.pdf

		3. SCOPE OF WORK

		3.1 GENERAL

		3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed...

		3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of ...



		3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of...

		3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of the quality of care provided by the vendor.  Accredited organizations must meet quality standards related to various ...

		3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual.

		3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to b...

		3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unl...

		3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient.

		3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed C...

		3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mo...



		3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX)

		3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, some...

		3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations;

		3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of Insurance;

		3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid;

		3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO;

		3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for any period of time for recipients who tran...

		3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO.



		3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX.  Additionally, the vendor may designate othe...

		3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating willingness to comply with this section.  Please describe any differences between Title XIX and Title XXI MCO plan...

		3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance O...



		3.3 VENDOR DUTIES AND RESPONSIBILITIES

		3.4 MEDICAL SERVICES

		3.4.1 General Information

		3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor:

		3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which the services are furnished;

		3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, or condition of the recipient;

		3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be e...

		3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriat...

		3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for initial and continuing authorizations of services.

		3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on moral or religious grounds, the vendor must furnish information about the services it does not cover to the ...

		3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's m...

		A.  The anticipated DHCFP recipient managed care enrollment;

		B.  The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients;

		C.  The expected utilization of services including a description of the utilization management software or other process used by the plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up popu...

		D.  The numbers and types of providers required to furnish the contracted Medicaid covered services; and

		E.  The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients...



		3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate.

		A.  Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level.

		B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP.  Any specialist can be a PCP based on m...

		C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network provider(s).

		D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.

		E.  Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services.  This is in addition to the recipient’s designated PCP, ...



		3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them.  If the network is unable to provide necessary services covered under the contract to a particular recipient, the v...

		3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient.

		3.4.2.11 Must coordinate with out of network providers with respect to payment.

		3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP.

		3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR ...

		3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after bus...

		3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds purs...

		A.  Cultural Competency Plan

		1. Each vendor must have a comprehensive cultural competency program, which is described in a written plan.  The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The CCP must identi...

		2. The vendor must identify a staff person, title or position responsible for the CCP.  If there is a change in the staff member responsible for the CCP, the vendor must notify the DHCFP.

		3. The CCP must contain a description of Staff Recruitment and Retention:

		a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions.





		B.  Education and Training

		1. The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all...

		2. The education program consists of methods the vendor will use for providers and other subcontractors with direct recipient contact.  The education program will be designed to make providers and subcontractors aware of the importance of providing se...



		C.  Culturally Competent Services and Translation/Interpretation Services

		1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs and/or disparitie...

		2. A vendor, at the point of contact, must make recipients aware that translation services are available.  The services that are offered must be provided by someone who is proficient and skilled in translating language(s).  The availability and access...

		3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner:

		a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language.

		b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that language.  Vital materials must include, at a minimum, notices for de...

		c. All written notices informing recipients of their right to interpretation and translation services shall be translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and have LEP.





		D.  Evaluation and Assessment of CCP

		1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A summary report of the evaluation must be sent to the DHCFP.  The evaluation may, for example, focus on: comparative recipient sat...

		2. The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not ...







		3.4.3 Vendor Covered Services

		3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below.

		3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shal...

		A.  Applied Behavior Analysis;

		B.  Ambulatory Surgery Centers;

		C.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment;

		D.  Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner;

		E.  Certified Registered Nurse Practitioner;

		F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients);

		G.  Community Paramedicine;

		H.  Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting;

		I.  Disposable Medical Supplies;

		J.  Durable Medical Equipment;

		K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);

		L.  Emergency Transportation;

		M.  End Stage Renal Disease Facilities;

		N.  Family Planning Services;

		O.  Hearing Aid Dispenser and Related Supplies;

		P.  Home Health Agency;

		Q.  Hospital Inpatient;

		R.  Hospital Outpatient;

		S.  Inpatient Medical Rehabilitation Center or Specialty Hospital;

		T.  Intravenous Therapy (TPN);

		U.  Laboratory - Pathology/Clinical;

		V.  Medical Rehabilitation Center or Specialty Hospital;

		W.  Mental Health Services:

		1. Inpatient Psychiatric Hospital;

		2. Mental Health Outpatient Clinic;

		3. Mental Health Rehabilitative Treatment;

		4. Psychologist;

		5. Outpatient Psychiatric;

		6. Residential Treatment Centers (RTC);

		7. Case Management;

		8. Habilitation services; and

		9. Medication Management.



		X.  Methadone Treatment;

		Y.  Nursing Facilities; under 45-days (see 3.2.3.11);

		Z.  Nurse Anesthetist;

		AA.  Certified Nurse Midwife;

		BB.  Opticians/Optometrists;

		CC.  Outpatient Surgery;

		DD.  Personal Care Aide;

		EE.  Pharmacy;

		FF.  Physician/Osteopath;

		GG.  Physician Assistants;

		HH.  Podiatrist (for EPSDT eligible recipients);

		II.  Private Duty Nursing;

		JJ.  Prosthetics;

		KK.  Radiology and Noninvasive Diagnostic Centers;

		LL.  Residential Treatment Centers; (with limitations);

		MM.  Rural Health Clinics and Federally Qualified Health Centers (FQHC);

		NN.  School Based Health Centers;

		OO.  Special Clinics;

		PP.  Swing Beds Stays, under 45 days;

		QQ.  Therapy:

		1. Audiology;

		2. Occupational;

		3. Physical;

		4. Respiratory;

		5. Speech;

		6. Habilitation; and



		RR.  Tobacco Cessation;

		SS.  Transitional Rehabilitative Center; and

		TT.  Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see limitations).

		UU.  Other services as defined in the Medicaid Services Manual (MSM).





		3.4.4 Special Considerations

		3.4.4.1 Inpatient Hospital Services

		A.  The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs).  These alternative settings must be lower cos...

		B.  The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no lon...



		3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.

		A.  The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a...

		1. All services provided at Indian Health Service Facilities and Tribal Clinics.

		2. All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may ...

		3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the ...



		B.  Non-Emergency Transportation (NET)

		C.  School-Based Child Health Services (SBCHS) with Limitations

		1. The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. Schoo...

		2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If th...

		3. The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school...

		4. The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XI...

		5. The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendo...

		6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.



		D.  Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.

		E.  Adult Day Health Care

		1. Recipients requiring this service are eligible for managed care.

		2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that ...

		3. Home and Community Based Waiver Services (1915(c)).

		4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.

		5. All PASRR and LOC are performed by the DHCFP’s fiscal agent.



		F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations

		1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically nece...

		2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the asse...

		3. The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/net...

		4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.

		5. Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the ...

		6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.



		G.  Targeted Case Management (TCM)

		H.  Child Welfare

		I.  All Nursing Facility Stays Over Forty-Five (45) Days

		J.  Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days

		K.  Residential Treatment Center (RTC), Medicaid Recipients

		1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC ch...

		2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.

		3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary...



		L.  Residential Treatment Center (RTC), Nevada Check Up Recipients

		M.  Hospice

		N.  Dental Services

		O.  Orthodontic Services



		3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)

		A.  The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) years.  The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B...

		B.  Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d...

		C.  EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are basically one and the same and are billed using the same codes with the same reimbursement.    The vendors are not required to pay...

		1. Screening services which include a comprehensive health and developmental history (including assessment of both physical and mental health development);

		2. A comprehensive, unclothed physical exam;

		3. Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule);

		4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal requirements);

		5. Health education;

		6. Vision services;

		7. Dental services referrals;

		8. Hearing services; and

		9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening se...



		D.  The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this p...

		E.  The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services.  These efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal documents cited in ...



		3.4.4.4 Additional Preventive Services

		A.  Tobacco Cessation Treatment

		B.  Screening for tobacco use at every PCP visit; and

		C.  For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a minimum:

		1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence Treatment. These visits are in addition to any mental health coverage limits:

		a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH.

		b. Individual tobacco cessation counseling / coaching.

		c. Group tobacco cessation counseling / coaching.



		2. FDA approved cessation medications:

		a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment regimen should cover a minimum of 90 days.

		b. Combination therapy – the use of a combination of medications, including but not limited to the following combinations – should be allowed:



		3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment.

		4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or frequency of tobacco cessation treatments included in this section.

		5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that recipients are given complete information about the coverage of tobacco cessation items and services.

		6. Vendor will partner with the DPBH to, at a minimum:

		a. Promote the full Tobacco Cessation Benefit to recipients.

		b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid MCO run quitline.

		c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually.

		d. The approved MCO quitline vendor must be a member of NAQC.









		3.4.5 Health Promotion and Education Programs

		3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target popula...

		A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following preventative cancer screenings:

		1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;

		2. Mammography and Clinical Breast Exams for Breast Cancer;

		3. Low Dose CT Screening for Lung Cancer; and

		4. Pap Testing for Cervical Cancer.







		3.4.6 Pharmacy Services

		3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  The vendor is expected to offer pharmacy benefits that mirror...

		3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation.  The DHCFP shall...

		3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the plan’s recipients.

		3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting with the prescriber. The vendor must then document...

		3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is medically necessary for a particular patient.  The prescriber should document in the patient’s medical record ...

		3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors.  These recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only.  They can use any pharmacy for their non-cont...

		3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan...

		3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually...

		3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information necessary for the DHCFP to process the claim for rebates.  Covered outpatient drugs dispensed to individuals eligible for m...



		3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults

		3.4.7.1 The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early Intervention, and mental health services for adults.  The vendor must reimburse certain types of providers with whom...

		3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment by appropriately qualified health care professionals to need a course of treatment or regular care monitoring.  The...

		A.  Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for the recipient;

		B.  Approved by the vendor in a timely manner, if approval is required by the vendor; and

		C.  In accordance with any applicable State quality assurance and utilization review standards.





		3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs

		3.4.9 Out-of-Network Services

		3.4.9.1 Out-of-Network Providers

		A.  When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor must:

		1. Coordinate the care with out-of-network providers;

		2. Offer the opportunity to the out-of-network provider to become part of the network; and

		3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate..





		3.4.9.2 Emergency Services

		A.  The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who furnished the services has a contract with the vendor.  The vendor must pay the out-of-network provider for emergency services, ap...

		B.  No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers.  The vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks emerg...

		C.  Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room prov...

		D.  A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.  The vendor is responsible for coverage and payment of ...

		E.  Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting.





		3.4.10 Post-Stabilization Services

		3.4.10.1 The vendor is financially responsible for:

		A.  Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization representative;

		B.  Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a req...

		C.  Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized conditio...

		D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recip...

		E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network.



		3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)



		3.4.11 Out-Of-State Providers

		3.4.12 Obstetrical/GYN Services

		3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive and/or curative services and may include, but ...

		3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate coordination and assess medical management of prenatal care and high-risk pregnancies.

		3.4.12.3 Obstetrical Global Payment

		A.  Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician.  Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visi...

		B.  A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen seven (7) or more times.  If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may ...

		C.  Network Providers

		1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a network provider.

		a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.





		D.  Non-network Providers

		E.  New Recipients within the Last Trimester of Pregnancy

		F.  Prior Authorization

		G.  Certified Nurse Midwife Services

		H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA)

		1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick pay...

		2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate pa...

		3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery.

		4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting Guide.



		I.  Family Planning Services

		1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any qualifie...

		2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or older.  Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age of tw...

		3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its recipients at the FFS rate paid by the DHCFP.  The vendor will be responsible for coordinating and documenting out-of-plan family pla...



		J.  Abortions

		1. The vendor may only cover abortions in the following situations:

		a. If the pregnancy is the result of an act of rape or incest; or

		b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a physician, place the wo...





		K.  Low Birth Weight Babies

		L.  Immunizations





		3.4.13 Mental Health Services

		3.4.13.1 Mental Health Parity

		A.  The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgi...

		B.  The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strateg...

		1. Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or based on whether the treatment is experimental or investigative;

		2. Formulary design for prescription drugs;

		3. Network tier design (such as preferred providers and participating providers);

		4. Standards for provider admission to participate in a network, including reimbursement rates;

		5. Methods for determining usual, customary, and reasonable charges;

		6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-first policies or step therapy protocols);

		7. Exclusions based on failure to complete a course of treatment;

		8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or duration of benefits for services provided; and

		9. Standards for providing access to out-of-network providers.



		C.  The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, outpatient services, emergency care, and prescription drugs.

		D.  The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of this compliance by September 15, 2017.



		3.4.13.2 The vendor shall provide the following services:

		A.  Inpatient Psychiatric Services

		1. To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative se...

		2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS).



		B.  Mental Health Outpatient Clinic

		C.  Mental Health Rehabilitative Treatment Services;

		D.  Psychologist;

		E.  Outpatient Psychiatric;

		F.  Residential Treatment Center (RTC);

		G.  Case Management;

		H.  Habilitation Services:

		I.  Methadone Treatment; and

		J.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment.





		3.4.14 Coordination with Other Vendors and Other Services

		3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may provide to the recipient with the services the recipient may receive from any other vendor including dental.  Upon re...

		3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid programs.  This coordination includes referral of eligible recipients, to appropriate community resources and socia...

		3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case manager to ensure continuity of services for recipients with special needs.  These recipients may include, but...





		3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS

		3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient data.  The vendor shall accept each recipien...

		3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in the case...

		3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the disenrollment.  The recipient may be e...

		3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  In such cases, the vendor shall o...

		3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must provide the DHCFP with notification of all births...

		3.5.6 New Enrollment Process

		3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will have the opportunity to select their vendor of choice at the time of application, or any time p...

		3.5.6.2 Newborns

		A.  The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site.

		B.  Medicaid-Eligible Newborns

		C.  Nevada Check Up/CHIP Newborns

		D.  If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be enrolled as of the first day of the next administrative month.  If the coverage extends beyond that 30 day period the chil...



		3.5.6.3 Auto-Assignment Process

		3.5.6.4 Automatic Reenrollment

		A.  The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility.  Those returning recipients who were ineligible f...

		B.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eli...





		3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form)

		3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in managed care.

		3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care Needs (CSHCN) and Mental Health Services for Adults:

		A.  Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, ...

		B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for ongoing patient care.



		3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient

		A.  The DHCFP will hold an open enrollment period at least once every twelve (12) months.  During open enrollment, recipients are free to change vendors or to remain with their current vendor.

		B.  Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment.  These recipients mu...

		C.  Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period.

		D.  Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. The...

		E.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have n...

		F.  Any recipient may request to switch vendors for good cause at any time.  These recipients must contact their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enroll...

		1. Good cause for disenrollment as defined in 42CFR438.56 includes:

		a. The recipient moves out of the vendor service area.

		b. The plan does not, because of moral or religious objections, cover the service the recipient seeks.

		c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider de...

		d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes intermedia...





		G.  If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied.  The vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may n...

		H.  If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to the recipient upon the date of the decision.  Appeal rights must be included with the Notice of Decision.  The vendor...

		I.  The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) ...

		1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a determination.  If the vendor cannot make a determination, the vendor may refer the request to the State. If the State deter...



		J.  If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can be disenrolled within the timeframes specified, the disenrollment request is considered approved.

		K.  If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by requesting disenrollment through their vendor.

		L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d).



		3.5.7.4 Disenrollment at the Request of the Vendor

		A.  The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confir...

		B.  In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be considered approved.

		C.  A vendor may not request disenrollment of a recipient for any of the following reasons:

		1. An adverse change in the recipient’s health status;

		2. Pre-existing medical condition;

		3. The recipient’s utilization of medical services;

		4. Diminished mental capacity;

		5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients);

		6. A recipient’s attempt to exercise his/her grievance or appeal rights; or

		7. Based on the recipient’s national origin, creed, color, sex, religion, and age.



		D.  Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2).



		3.5.7.5 Enrollment, Disenrollment and Other Updates

		A.  The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly e...

		B.  An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion.  During the open enrollment period, a recipient may disenroll from their vendor without cause.

		C.  Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be provided at least 60 days before each annual ...



		3.5.7.6 Enrollment Interface

		A.  Determine the number of recipients each enrolled PCP will accept as new patients; and

		B.  Transmit recipient elections regarding PCP assignment for the forthcoming month.



		3.5.7.7 Provider Enrollment Roster Notification

		3.5.7.8 Change in a Recipient's Status

		3.5.7.9 Transitioning/Transferring of Recipients

		A.  Transitioning Recipients into Vendors

		1. Recipients with medical conditions such as:

		a. Pregnancy (especially if high risk);

		b. Major organ or tissue transplantation services in process;

		c. Chronic illness;

		d. Terminal illness;

		e. Intractable pain; and/or

		f. Behavioral or Mental Health Conditions.



		2. Recipients who, at the time of enrollment, are receiving:

		a. Chemotherapy and/or radiation therapy;

		b. Significant outpatient treatment or dialysis;

		c. Prescription medications or durable medical equipment (DME);

		d. Behavioral or Mental Health Services;

		e.  Long Term Services and Supports

		f.  Home Health or Personal Care services



		3. Recipients who, at enrollment:

		a. Are scheduled for inpatient surgery(s);

		b. Are currently in the hospital;

		c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior authorizations; and/or

		d. Have post-surgical follow-up visits scheduled after their enrollment.







		3.5.7.10 Transferring Recipients Between Vendors

		A.  Hospitalized;

		B.  Pregnant;

		C.  Receiving Dialysis;

		D.  Chronically ill (e.g., diabetic, hemophilic, etc.);

		E.  Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or treatment;

		F.  On an apnea monitor;

		G.  Receiving behavioral or mental health services;

		H.  Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For mo...

		I.  Involved in, or pending authorization for, major organ or tissue transplantation;

		J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition;

		K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition;

		L.  Referred to a Specialist(s);

		M.  Receiving substance abuse treatment ;

		N.  Receiving prescription medications;

		O.  Receiving durable medical equipment or currently using rental equipment;

		P.  Currently experiencing health problems;

		Q.  Receiving case management (referral must include the case manager’s name and phone number); and

		R.  Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health.





		3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange (HIX) or other insurance product.



		3.6 RECIPIENT SERVICES

		3.6.1 Information Requirements

		3.6.1.1 Member Handbook

		A.  The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed.  The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care Advisory...

		B.  The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon...

		1. Explanation of their right to obtain available and accessible health care services covered under this contract; how to obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the vendor’s...

		2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection may ...

		3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages spoken,...

		4. Any restrictions on the recipient’s freedom of choice among network providers.

		5. Procedures for changing a PCP.

		6. Recipient rights and protections as specified in 42 CFR 438.100.

		7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients understand the benefits to which they are entitled.

		8. Procedures for obtaining benefits, including authorization requirements.

		9. The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network providers.

		10. Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause.

		11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in ...

		12. The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 438.114; the fact that ...

		13. Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services telephone number; clear definitions of urgent care; and how to use non-emergency transportation.

		14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of authorization procedures.

		15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered under the contract, including any cost sharing, and how transportation is provided.  For a counseling or referral service tha...

		16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service area.

		17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP.

		18. Information on procedures for recommending changes in policies and services.

		19. The vendor must provide adult recipients with written information on advance directives’ policies and include a description of applicable State law.  This information must reflect changes in State law as soon as possible but no later than 90 days ...

		20. To the extent available, quality and performance indicators, including recipient satisfaction.

		21. The vendor is also required to provide to the recipient upon request, information on the structure and operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h).

		22. The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and includes a list of all the services available to children; a statement that services are provided to the recipient at no costs and a t...

		23. Information regarding prescription coverage.

		24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of enrollment, and their right to continue that treatment under the vendor on a transitional basis.

		25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of doing so.

		26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit.



		C.  The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the enumerations noted above.  The vendor shall issue updates to the Member Handbook, 30-days before the intended effective date, as d...

		D.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or issuance of the termination notice.  This notice shall be provided to each recipient who received his/her primary care ...



		3.6.1.2 Advance Directives Requirements

		A.  To provide written information to each recipient at the time of enrollment concerning:

		1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse medical treatment and the right to formulate advance directives;

		2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the network provider present a statement of any limitations in the event the provider cannot implement an advance directive on th...

		a. Clarify any differences between institution-wide conscience objections and those that may be raised by individual network providers;

		b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and

		c. Describe the range of medical conditions or procedures affected by the conscience objection.





		B.  Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient has executed an advance directive;

		C.  Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive;

		D.  To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates ven...

		E.  To educate vendor staff and providers on issues concerning advance directives, at least annually.





		3.6.2 Recipient Services Department/Concierge Services

		3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable.

		3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access.

		3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:

		A.  Explaining the operation of the vendor;

		B.  Explaining covered benefits;

		C.  Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner;

		D.  Responding to recipient inquiries; and

		E.  Providing Concierge Services.

		F.  If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will transfer the recipient to the in-person Concierge Services.  The in-person Concierge Service staff will assist the recip...

		1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The vendor must report any PCP and/or Primary Care Sites changes electronically to the DHCFP.

		2. Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment if the recipient reports they are unable to access or find a provider or make an appointment.

		3. Assisting recipient in obtaining out-of-area and out-of-network care.

		4. While the Recipient Services Department will not be required to operate after business hours, the vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The ve...







		3.6.3 Medical Provider Requirements

		3.6.3.1 Primary Care Provider (PCP) or Primary Care Site

		3.6.3.2 Twenty-Five (25) Mile Rule

		3.6.3.3 Assignment of a PCP or Primary Care Site

		A.  Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available;

		B.  Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule);

		C.  Assigning all children within a single family to the same PCP;

		D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the vendor knows of the condition; and/or

		E.  Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient.



		3.6.3.4 Changing a PCP or Primary Care Site

		A.  An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.

		B.  In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective da...

		C.  The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances:

		1. Specialized care is required for an acute or chronic condition;

		2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles.  Such change will be made only with the consent of the recipient;

		3. The PCP ceases to participate in the vendor’s network;

		4. Legal action has been taken against the PCP, which excludes provider participation; or

		5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor network.



		D.  The vendor shall track the number of requests to change PCPs and the reasons for such requests.



		3.6.3.5 Use of Medical Homes and Accountable Care Organizations

		A.  The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate.

		B.  Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical homes/health homes.

		C.  Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and appropriate.







		3.7 NETWORK

		3.7.1 The vendor must adopt practice guidelines and protocols which:

		3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field;

		3.7.1.2 Consider the needs of the vendor’s recipients;

		3.7.1.3 Are adopted in consultation with contracting health care professionals; and

		3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards.



		3.7.2 The Vendor must:

		3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and potential recipients, including prior authorization policies and procedures;

		3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines;

		3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services;

		3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid recipients;

		3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary;

		3.7.2.6 Have mechanisms to ensure compliance by providers;

		3.7.2.7 Monitor providers regularly to determine compliance;

		3.7.2.8 Take corrective action if there is a failure to comply by network providers; and

		3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds.

		3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the scope of his/her license or certification under applicable State law, solely on the basis of that license, speci...

		3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access...

		A.  Changes in the vendor’s services, benefits, geographic service area or payments; or

		B.  Enrollment of a new population in the network.





		3.7.3 Network Management

		3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities

		A.  Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services and Well Baby/Child Services;

		B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage;

		C.  Referrals for specialty care and other covered medically necessary services in the managed care benefit package;

		D.  Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse services, within the vendor’s network;

		E.  Continuity and coordination of the enrolled recipient’s health care; and

		F.  Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services.



		3.7.3.2 Laboratory Service Providers

		3.7.3.3 Essential Community Providers

		3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s geographic service area(s):

		A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services;

		B.  The University Medical Center of Southern Nevada to provide inpatient and ambulatory services;

		C.  The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care and behavioral health care services;

		D.  School-Based Clinics;

		E.  Aging and Disability Services Division (ADSD);

		F.  Division of Public and Behavioral Health (DPBH);

		G.  Substance Abuse Prevention and Treatment Agency (SAPTA);

		H.  Community Centered Behavioral Health Clinics (CCBHC);

		I.  Division of Child and Family Services (DCFS); and

		J.  County Child Welfare Agencies.

		K.  There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients.

		L.  Any health provider designated by the DHCFP as an essential community provider.  The DHCFP will notify the Vendor of providers designated by the DHCFP as essential community providers.

		M.  At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including ...

		N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts with other providers in the same geographic area for similar services. Providers who work through one of the essentia...





		3.7.4 Subcontractors

		3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care ...

		3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the us...

		A.  For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of care between medical, behavioral and social needs is maintained;

		B.  For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and

		C.  For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against...

		1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable bankr...

		2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or othe...



		D.  For the oversight and accountability for any functions and responsibilities delegated to any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless fro...

		E.  Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part or a...

		F.  As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in Attachment D, Contract Form.

		G.  Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		H.  The use of “gag” clauses in subcontractor contracts is prohibited.





		3.7.5 Access and Availability

		3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients.

		3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, and take appropriate corrective action, if necessary, to comply with such access standards.

		3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.

		3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations through county and state public health clinics.

		3.7.5.5 Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or visits to new recipients.  This method ensures that an orientation with emphasis on access to care, choice of PCP and availab...

		3.7.5.6 Maintain an adequate network that ensures the following:

		A.  PCP-To-Recipient Ratios

		B.  PCP Network Requirements

		C.  Primary Care Provider Participation

		D.  Physician Specialists



		3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows:

		A.  Emergency Services

		B.  PCP Appointments

		1. Medically necessary, primary care provider appointments are available within two (2) calendar days;

		2. Same day, urgent care PCP appointments ; and

		3. Routine care PCP appointments are available within two (2) weeks.  The two (2) week standard does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two (2...



		C.  Specialist Appointments

		1. Same day, emergency appointments within twenty-four (24) hours of referral;

		2. Urgent appointments within three (3) calendar days of referral;

		3. Routine appointments within thirty (30) calendar days of referral; and

		4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s).



		D.  Prenatal Care Appointments

		1. First trimester within seven (7) calendar days of the first request;

		2. Second trimester within seven (7) calendar days of the first request;

		3. Third trimester within three (3) calendar days of the first request; and

		4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, or immediately if an emergency exists.





		3.7.5.8 Appointment Standards

		A.  Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to ensure compliance with these standards by the network.

		B.  Concerning the education of its provider network regarding appointment time requirements, the vendor shall:

		1. Monitor the adequacy of its appointment process and compliance; and

		2. Implement a Plan of Correction (POC) when appointment standards are not met.





		3.7.5.9 Office Waiting Times

		3.7.5.10 Access Exceptions

		3.7.5.11 Provider Terminations

		A.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the...

		B.  If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit within five (5) business days.

		C.  The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to:

		1. Provider/patient files.

		2. Audit reports and findings.

		3. Medical necessity reviews.



		D.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG.



		3.7.5.12 Notification of Significant Network Changes

		A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair its provider network.  This notification shall include:

		1. Information about the nature of the change and how the change will affect the delivery of covered services; and

		2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient delivery of covered services.



		B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change.



		3.7.5.13 Prohibited Practices

		A.  Denying or not providing an enrolled recipient a covered service or available facility;

		B.  Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time from that provided to other recipients, other public or private patients, or the public at large;

		C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered medically necessary service, except where medically indicated;

		D.  The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be ...

		E.  The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her patient:

		1. For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-administered;

		2. For any information the recipient needs in order to decide among all relevant treatment options;

		3. For the risks, benefits, and consequences of treatment or non-treatment; and

		4. For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions.



		F.  The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or services furnished in an emergency room of a hospital):

		1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title;

		2. Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded from participation  and when the person furnishing such item or service knew, or had reason to know of the exclusion (after ...

		3. Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is g...

		4. With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction Act of 1997;

		5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the Medicaid State Plans; or

		6. For home health care services provided by an agency or organization, unless the agency provides the state with a surety bond as specified in Section 1861(o)(7) of the Act.



		G.  Charging a fee for a medically necessary covered service or attempting to collect a co-payment.





		3.7.6 Provider Contracts

		3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically...

		3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit draf...

		3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DH...

		3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion of the Medicaid provider enrollment.  However, vendors may enter into single case agreements with non-Medicaid provide...

		3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards.  The v...

		3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information...

		3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing, or limiting medically necessary services to a recipient.

		3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited.

		3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the request.

		3.7.6.10 The vendor will support and participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients.

		3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment.



		3.7.7 Provider Directory

		3.7.8 Provider and Recipient Communications

		3.7.8.1 Provider Policy and Procedure Manual

		A.  The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct class of provider.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall m...

		B.  Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a single volume.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mu...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		3. Prior authorization procedures and requirements;

		4. The procedures for claims administration;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service utilization.





		3.7.8.2 Provider Workshops

		3.7.8.3 Provider Newsletter

		3.7.8.4 Recipient Newsletter



		3.7.9 Network Maintenance

		3.7.9.1 Maintenance of the network includes, but is not limited to:

		A.  Initial and ongoing credentialing;

		B.  Adding, deleting, and periodic contract renewal;

		C.  Provider education; and

		D.  Discipline/termination, etc.







		3.8 MEDICAL RECORDS

		3.9 QUALITY ASSURANCE STANDARDS

		3.9.1 Overview

		3.9.2 Quality Measurements

		3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications....

		3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy.

		3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  (calculated from the preceding calendar year...

		3.9.2.4 Pregnancy

		A.  Standard

		1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal care.  Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-ris...

		2. The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice and the MSM.





		3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids

		A.  Standard

		1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average for EPSDT screenings.  Well Child Care promotes healthy development and disease prevention in addition to possible early ...

		2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and the process fo...



		B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor is required to submit the final CMS 416 Report to the DHCFP no ...

		1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may ...





		3.9.2.6 Immunizations

		A.  Standard



		3.9.2.7 Mental Health

		A.  Standard





		3.9.3 Plan of Correction (POC) Procedure

		3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the follo...

		A.  Specific problem(s) which require corrective action;

		B.  The type(s) of corrective action to be taken for improvement;

		C.  The goals of the corrective action;

		D.  The time-table for action;

		E.  The identified changes in processes, structure, internal/external education;

		F.  The type of follow-up monitoring, evaluation and improvement; and

		G.  The vendor staff person(s) responsible for implementing and monitoring the POC.

		H.  The POC should also identify improvements and enhancements of existing outreach, and case management activities, if applicable.



		3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily add...

		3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health c...





		3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS

		3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected t...

		3.10.1.1 Measurement of performance using objective quality indicators;

		3.10.1.2 Implementation of system interventions to achieve improvement in quality;

		3.10.1.3 Evaluation of the effectiveness of the interventions; and

		3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement.



		3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the requirements of 42 CFR 438.330 (a)(2).  Each performance improvement project must be completed in a reasonable time pe...

		3.10.3 The Vendor must:

		3.10.3.1 Submit performance improvement measurement data annually using standard measures required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and

		3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s performance.



		3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines.

		3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on a...

		3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the recipients through an encounter data system or other methods as may be specified by the DHCFP;

		3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and

		3.10.5.3 Must collect service information received from providers in standardized formats.

		3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP and upon request to CMS as required.

		3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the DHCFP.



		3.10.6 Standard I:  Written IQAP Description

		3.10.6.1 Goals and Objectives

		3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a timetable for implementation and accomplishment.

		3.10.6.3 Scope

		A.  The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care.

		B.  The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in ...



		3.10.6.4 Specific Activities

		3.10.6.5 Continuous Activity

		3.10.6.6 Provider Review

		A.  Review by physicians and other health professionals of the process followed in the provision of health services must be conducted; and

		B.  The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care outcomes.



		3.10.6.7 Focus on Health Outcomes



		3.10.7 Standard II:  Systematic Process of Quality Assessment and Improvement

		3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored.

		3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories and special risk status, including CSHCN.

		3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quali...

		3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b):

		A.  Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 438.330(b); and

		B.  Projects that were under way during the preceding twelve (12) calendar months.



		3.10.7.5 Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical P...

		3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care.  The PIPs are designed to target and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, ...

		3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning and initiation of activities for increasing or sustaining improvement.

		3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.

		3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important aspects of care and service.

		3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.



		3.10.8 Use of Quality Indicators

		3.10.8.1 The vendor is required to:

		A.  Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience;

		B.  Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP;

		C.  Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect the need for program change; and

		D.  Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral must  be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action.



		3.10.8.2 Use of Clinical Care Standards/Practice Guidelines

		A.  The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or practice guidelines specified in the Quality Strategy.

		B.  The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers;

		C.  The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care;

		D.  The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;

		E.  The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted a...

		F.  The standard/guidelines must address preventive health services;

		G.  The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and

		H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the providers are organized in groups, as individuals, or in combinations thereof.



		3.10.8.3 Analysis of Clinical Care and Related Services

		A.  Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, and through studies analyzing patterns of clinical care and related service.  For issues identified in the IQAPs targete...

		B.  Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs.

		C.  Clinical and related service areas requiring improvement are identified.

		D.  The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.

		E.  The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.



		3.10.8.4 Implementation of Corrective Actions

		3.10.8.5 These written corrective action procedures must include:

		A.  Specification of the types of problems requiring corrective action;

		B.  Specification of the person(s) or body responsible for making the final determinations regarding quality problems;

		C.  Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff;

		D.  The schedule and accountability for implementing corrective actions;

		E.  The approach to modifying the corrective action if improvements do not occur; and

		F.  Procedures for terminating the affiliation with the physician, or other health professional or provider.



		3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)

		A.  As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been made.  In addition, changes in practice patterns must be monitored.

		B.  The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective.



		3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP

		A.  The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all types of services in all settings.

		B.  At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which addresses:  quality assurance studies and other activities completed; trending of clinical and service indicators and other performanc...

		C.  The report should include evidence that quality assurance activities have contributed to significant improvements in the care delivered to recipients.





		3.10.9 Standard III:  Accountability to the Governing Body

		3.10.9.1 Oversight of IQAP

		3.10.9.2 Oversight Entity

		3.10.9.3 IQAP Progress Reports

		3.10.9.4 Annual IQAP Review

		3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP.  This annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at ...

		A.  Studies undertaken;

		B.  Results;

		C.  Subsequent actions and aggregate data on utilization and quality of services rendered; and

		D.  An assessment of the IQAPs continuity, effectiveness and current acceptability.



		3.10.9.6 Program Modification



		3.10.10 Standard IV:  Active QA Committee

		3.10.10.1 Regular Meetings

		3.10.10.2 Established Parameters for Operating

		3.10.10.3 Documentation

		3.10.10.4 Accountability

		3.10.10.5 Membership



		3.10.11 Standard V:  IQAP Supervision

		3.10.12 Standard VI:  Adequate Resources

		3.10.13 Standard VII:  Provider Participation in IQAP

		3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP through provider newsletters and updates to the provider manual.

		3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician and non-physician providers, a requirement securing cooperation with the IQAP.

		3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its recipients.



		3.10.14 Standard VIII:  Delegation of IQAP Activities

		3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities.  If the vendor delegates any quality assurance activities to subcontractors or providers, it must:

		A.  Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of reporting to the vendor;

		B.  Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the actual quality of care being provided; and

		C.  Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including approval of quality improvement plans and regular specified reports.





		3.10.15 Standard IX:  Credentialing and Recredentialing

		3.10.15.1 Written Policies and Procedures

		3.10.15.2 Oversight by Governing Body

		3.10.15.3 Credentialing Entity

		3.10.15.4 Scope

		3.10.15.5 Process

		A.  The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the practitioner practices.

		B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to prescribe drugs.

		C.  Graduation from medical school and completion of a residency, or other post-graduate training, as applicable.

		D.  Work history.

		E.  Professional liability claims history.

		F.  The practitioner holds current, adequate malpractice insurance according to the vendor’s policy.

		G.  Any revocation or suspension of a State license or DEA number.

		H.  Any curtailment or suspension of medical staff privileges (other than for incomplete medical records).

		I.  Any sanctions imposed by the OIG or the DHCFP.

		J.  Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity.

		K.  The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensin...

		L.  The application process includes a statement by the applicant regarding:

		1. Any physical or mental health problems that may affect current ability to provide health care;

		2. Any history of chemical dependency/ substance abuse;

		3. History of loss of license and/or felony convictions;

		4. History of loss or limitation of privileges or disciplinary activity; and

		5. An attestation to correctness/ completeness of the application.



		M.  There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the site and medical record keeping practices to ensure conformance with the vendor’s standards.  If the vendor’s cre...

		N.  The vendor’s provider credentialing must comply with 42 CFR §1002.3.

		O.  If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (1...



		3.10.15.6 Recredentialing

		A.  Evidence that the procedure is implemented at least every sixty (60) months;

		B.  The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner a...

		C.  The recredentialing, recertification or reappointment process also includes review of data from:

		1. Recipient grievances and appeals;

		2. Results of quality reviews;

		3. Utilization management;

		4. Recipient satisfaction surveys; and

		5. Re-verification of hospital privileges and current licensure, if applicable.



		D.  The vendor’s provider recredentialing must comply with 42 CFR §1003.3

		E.  If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary ac...



		3.10.15.7 Delegation of Credentialing Activities

		3.10.15.8 Retention of Credentialing Authority

		3.10.15.9 Reporting Requirement

		3.10.15.10 Provider Dispute Process



		3.10.16 Standard X:   Recipient Rights and Responsibilities

		3.10.16.1 Written Policy on Recipient Rights

		A.  To be treated with respect, and recognition of their dignity and need for privacy;

		B.  To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and responsibilities;

		C.  To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, within the limits of the plan network, including the right to refuse care from specific practitioners;

		D.  To participate in decision-making regarding their health care, including the right to refuse treatment;

		E.  To pursue resolution of grievances and appeals about the vendor or care provided;

		F.  To formulate advance directives;

		G.  To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be amended or corrected as specified in 45 CFR Part 164;

		H.  To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation; and

		I.  To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s condition and ability to understand.



		3.10.16.2 Written Policy on Recipient Responsibilities

		A.  Providing, to the extent possible, information needed by professional staff in caring for the recipient; and

		B.  Following instructions and guidelines given by those providing health care services.



		3.10.16.3 Communication of Recipient Policies to Providers

		3.10.16.4 Communication of Policies to Recipients

		3.10.16.5 Recipient Grievance and Appeals Procedures

		A.  Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish and monitor standards for timeliness;

		B.  Documentation of the substance of grievances, appeals, and actions taken;

		C.  Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for appeals;

		D.  Aggregation and analysis of grievance and appeal data and use of the data for quality improvement;

		E.  Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada Check Up recipients; and

		F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals.



		3.10.16.6 Recipient Suggestions

		3.10.16.7 Steps to Assure Accessibility of Services

		A.  The points of access to primary care, specialty care and hospital services are identified for recipients;

		B.  At a minimum, recipients are given information about:

		1. How to obtain services during regular hours of operations;

		2. How to obtain emergency and after-hour care;

		3. How to obtain emergency out-of-service area care;

		4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients and/or are responsible for their care; and

		5. How to access concierge services and if needed case management assistance from the vendor when needed to gain access to care.





		3.10.16.8 Information Requirements

		A.  Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) grade level that is readable and easily understood.

		B.  Written information must be available in the prevalent languages of the population groups served.



		3.10.16.9 Confidentiality of Patient Information

		A.  Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records;

		B.  Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of confidential information to persons outside of the vendor;

		C.  Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and shall not divulge it without the recipient’s authorization, unless:

		1. It is required by law, or pursuant to a hearing request on the recipient’s behalf;

		2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate insurance or other matters pertaining to payment; or

		3. It is necessary in compelling circumstances to protect the health or safety of an individual.



		D.  Must report any release of information in response to a court order to the recipient in a timely manner; and

		E.  May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency representatives who are subject to standards of confidentiality that are comparable to those of the State agency.



		3.10.16.10 Treatment of Minors

		3.10.16.11 Assessment of Recipient Satisfaction

		A.  The survey(s) must include content on perceived problems in the quality, availability and accessibility of care.

		B.  The survey(s) assess at least a sample of:

		1. All recipients;

		2. Recipient requests to change practitioners and/or facilities; and

		3. Disenrollment by recipients.



		C.  As a result of the survey(s), the vendor must:

		1. Identify and investigate sources of dissatisfaction;

		2. Outline action steps to follow up on the findings; and

		3. Inform practitioners and providers of assessment results.



		D.  The vendor must re-evaluate the effects of the above activities.





		3.10.17 Standard XI:  Standards for Availability and Accessibility

		3.10.18 Standard XII:  Medical Record Standards

		3.10.18.1 Accessibility and Availability of Medical Records

		A.  The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (th...

		B.  Records are available to health care practitioners at each encounter.



		3.10.18.2 Record Keeping

		A.  Medical Record Standards – The vendor sets standards for medical records.  The records reflect all aspects of patient care, including ancillary services.  These standards shall, at a minimum, include requirements for:

		1. Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID number;

		2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability status, address, employer, home and work telephone numbers, and marital status;

		3. Allergies – Medication allergies and adverse reactions are prominently noted on the record.  Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;

		4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious accidents, operations, and illnesses.  For children, past medical history relates to prenatal care and birth;

		5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a notation that immunizations are up to date with documentation of specific vaccines administered and those received previously (by hist...

		6. Diagnostic information;

		7. Medication information;

		8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are identified in the medical record;

		9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for patients twelve (12) years and over and seen three (3) or more times;

		10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultati...

		11. Emergency care;

		12. Hospitals and Mental Hospitals;

		a. Identification of the recipient;

		b. Physician name;

		c. Date of admission;

		d. Initial and subsequent stay review dates;

		e. Reasons and plan for continued stay if applicable;

		f. Date of operating room reservation if applicable;

		g. Justification for emergency admission if applicable; and

		h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:



		13. Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the individual has executed an advance directive and documents the receipt of information about advance directives by the recipient and ...

		14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of:

		a. History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting complaints;

		b. Plan of treatment;

		c. Diagnostic tests;

		d. Therapies and other prescribed regimens;

		e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  A specific time to return is noted in weeks, months, or as needed.  Unresolved problems from previous visits are addressed in subsequen...

		f. Referrals and results thereof; and

		g. All other aspects of patient care, including ancillary services.



		15. Entry Date – All entries must have date and time noted;

		16. Provider Identification – All entries are identified as to author;

		17. Legibility – The record is legible to someone other than the writer.  A second reviewer should evaluate any record judged illegible by one physician reviewer.





		3.10.18.3 Record Review Process

		A.  The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, completion and conformance to its standards; and

		B.  The record assessment system must address documentation of the items listed in Medical Records requirements above.





		3.10.19 Standard XIII:  Utilization Review

		3.10.19.1 Written Program Description

		3.10.19.2 Scope

		3.10.19.3 Pre-Authorization and Concurrent Review Requirements

		A.  Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals;

		B.  Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating physician, as necessary;

		C.  The reasons for decisions must be clearly documented and available to the recipient;

		D.  The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary medical, behavioral, and social care in accordance with community standards of practice;

		E.  There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider disputes.  Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization.  The Notice of ...

		F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient;

		G.  There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other measures;

		H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny,...

		I.  If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these standards.





		3.10.20 Standard XIV:  Continuity of Care System

		3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program mus...

		A.  Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the ca...

		B.  Assessment of the health condition for recipients with a positive screen.

		C.  Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and

		D.  Development and implementation of a care treatment plan, incorporating person centered planning and system of care principles for recipients in case management based on the assessment which includes:

		1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both development and implementation phases of the care treatment plan in the least restrictive environment;

		2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children (WIC) program; teen pr...





		3.10.20.2 The following components should be incorporated into the vendor case management program:

		A.  Identification

		B.  Screen

		1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from the date of enrollment in the MCO:

		a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive identification and to determine the need for case management services within ninety (90) calendar days of enrollment. Screening asse...

		b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be accomplished with in the...

		c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services.

		d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request.





		C.  Comprehensive Assessment

		D.  Prioritize Care Needs of the Recipient

		1. The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum:

		a. Develop a person centered care treatment plan (as described below);

		b. Implement recipient - level interventions;

		c. Continuously monitor the progress of the patient;

		d. Identify gaps between care recommended and actual care provided;

		e. Propose and implement interventions to address the gaps; and

		f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.





		E.  Person Centered Care Treatment Plan

		1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, designated fo...

		2. The vendor must arrange or provide for professional care management services that are performed collaboratively by the recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician assistan...

		3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, any co-morbidity, and the recipient’s psychological and community support needs.  At a minimum, the vendor’s case manager must at...

		4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment plans.



		F.  Designation of PCP

		G.  Case Management Program Staffing

		H.  Case Management Conditions

		1. The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health conditions:

		a. Congestive Heart Failure (CHF);

		b. Coronary Arterial Disease (CAD);

		c. Hypertension (excluding Mild Hypertension);

		d. Diabetes;

		e. Chronic Obstructive Pulmonary Disease (COPD);

		f. Asthma;

		g. Severe Mental Illness (SMI);

		h. High-Risk or High-Cost Substance Abuse Disorders;

		i. Severe Cognitive and/or Developmental Limitation;

		j. Recipients in Supportive Housing;

		k. HIV; and

		l. Recipients with Complex Conditions.





		I.  Case Management Strategies

		1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management methodology (e.g., gro...

		2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients.

		3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.



		J.  Information Technology System for Case Management:





		3.10.21 Standard XV:  IQAP Documentation

		3.10.21.1 Scope

		3.10.21.2 Maintenance and Availability of Documentation



		3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management Activity

		3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are documented and reported within the vendor’s organization and through the established QA channels.

		A.  Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations.

		B.  Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk management and resolution and monitoring of recipient grievances and appeals.

		C.  There is a linkage between quality assurance and the other management functions of the vendor such as:

		1. Network changes;

		2. Benefits redesign;

		3. Medical management systems (e.g., pre-certification);

		4. Practice feedback to practitioners;

		5. Patient education; and

		6. Recipient services.







		3.10.23 Standard XVII:  Data Collection

		3.10.23.1 Specific areas of study required will be stated in the contract.

		3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be accurate and complete.

		3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical care are required by due date.



		3.10.24 Standard XVIII:  Dispute Resolution

		3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.

		3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution.





		3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY

		3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.310.  The State’s Strategy has two basic purposes:

		3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, and

		3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, Medicaid  recipients in t...



		3.11.2 The purpose of this quality strategy is to:

		3.11.2.1 CFR 438.340 – State Responsibilities

		A.  Have a written strategy for assessing and improving the quality of managed care services offered by all managed care organizations (vendors);

		B.  Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it to final;

		C.  Ensure that the vendors comply with standards established by the DHCFP;

		D.  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed;

		E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, and two (2) regular reports on the implementation and effectiveness of the strategy; and

		F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s P...



		3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies

		A.  The Strategy incorporates procedures that:

		1. Assess the quality and  appropriateness of care and services furnished to all of the DHCFP medical assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health care needs;

		2. Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent contact between recipients and providers, staff recruitment, staff training, translation services, and the development of appropria...

		3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the DHCFP will complete this monitoring in line with the Strategy;

		4. Arrange for external quality reviews including a description of the annual independent external quality review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include but is not...

		5. That designates the performance measures and levels developed by CMS in consultation with States and other relevant stakeholders;

		6. Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality strategy;

		7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanction...

		8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and quality measurement and improvement.









		3.12 FISCAL REQUIREMENTS

		3.12.1 Vendor Fiscal Standards

		3.12.2 Performance Security Deposit

		3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end of the first quarter...

		3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capita...

		3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the following listed requirements:

		A.  A.M. Best A-VII rated insurance company;

		B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and

		C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance.



		3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the DHCFP in order to cover all outstanding liabilities.



		3.12.3 Vendor Liability

		3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following:

		A.  The vendor’s debts, in the event of the vendor’s insolvency;

		B.  For services provided to the recipient in the event of the organization failing to receive payment from the State for such services;

		C.  For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with the vendor fails to receive payment from the state or the organization for such services; or

		D.  Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor had directly provided the services.



		3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B.



		3.12.4 Payment of Claims

		3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided to enrolled recipients on dates of service when they were eligible for coverage unless the services are exclud...

		3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to paying the claim.

		3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to...

		3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered services.  The vendor must allow all in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the las...

		3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  percent (95%) of all clean claim...

		3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall monitor its compliance with these procedures.

		3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In addition, this system must include edits to not allow for unbundling and the ability to pay certain State or local government providers the federal share ...

		3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care serv...

		3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, t...

		3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission.

		3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors.

		3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to support the claims processing function as described in the vendor’s proposal and incorporated by reference in the...

		3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s).

		3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the co...

		A.  Is identified in the Medicaid State plan;

		B.  Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable preventable through the application of procedures supported by evidence-based guidelines;

		C.  Has a negative consequence for the recipient;

		D.  Is auditable;

		E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;

		F.  Surgical or other invasive procedure performed on the wrong body part; and

		G.  Surgical or other invasive procedure performed on the wrong patient.





		3.12.5 Financial Solvency

		3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance.

		3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP.



		3.12.6 Third-Party Liability (TPL)

		3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and ...

		3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the lim...

		3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service cov...

		3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liabl...

		3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-party resources identified and communicated to the managed care organization by the DHCFP.

		3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right t...

		3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and regulations, currently established as seventy-two (72) months.

		3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State Victims of Crime.

		3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and regulations are met by the TPL business function.



		3.12.7 Subrogation

		3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by t...

		3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to ...

		3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection activities and results. The managed care organization will then be expected to meet or exceed baseline target co...



		3.12.8 Reserving

		3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States.

		3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial ...

		3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank accounts or business agents located outside of the U.  S. are prohibited by this provision. Further, this Sectio...

		3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the U.S. may be recovered by the State from the vendor.

		3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the Distri...

		3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Me...





		3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS

		3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and access to the State Fair Hearing system.

		3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for grievances include, but are not limited to, access to care, quality of services, interpersonal relationships betw...

		3.13.1.2 An appeal is a specific request for review of one of the following actions:

		A.  The denial or limited authorization of a requested service, including the type or level of service;

		B.  The reduction, suspension or termination of a previously authorized service;

		C.  The denial, in whole or in part, of payment for a service;

		D.  The failure to provide services in a timely manner; or

		E.  The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution and notification.



		3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers and subcontractors at the time they enter into a contract.

		A.  This information must include:

		1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing;

		2. The availability of assistance with filing;

		3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may be liable for the cost of any continued benefits if the action is upheld;

		4. The toll free number to file oral grievances and appeals; and

		5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service.





		3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The rep...

		3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in ...

		3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their ...

		3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well as contractual compliance.



		3.13.2 Recipient Grievances and Appeals

		3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient gr...

		3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the ...

		3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met:

		A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.

		C.  The services were ordered by an authorized provider.

		D.  The authorization period has not expired.

		E.  The recipient requests continuation of benefits.



		3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor mails an adverse appeal decision;

		C.  A State Fair Hearing decision adverse to the recipient is made, or

		D.  The service authorization expires or authorization limits are met.



		3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. ...

		3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about th...

		3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal....

		3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry.



		3.13.3 Authorization and Notice Timeliness Requirements

		3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s established timelines that may not exceed fourteen (14) calendar days following receipt of the request for ser...

		3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make ...



		3.13.4 Notice of Action

		3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adver...

		3.13.4.2 The notice must meet all of the following requirements:

		A.  Be available in the State-established prevalent non-English languages;

		B.  Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading proficiency); and

		C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d).



		3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must explain:

		A.  The action the vendor or its subcontractor has taken or intends to take;

		B.  The reasons for the action;

		C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision;

		D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures;

		E.  The procedures for exercising the recipient’s rights to appeal;

		F.  The circumstances under which expedited resolution is available and how to request it;

		G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pendin...

		H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman;

		I.  The specific regulations that support, or the change in federal or State law that requires the action; and

		J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based on change in law, the circumstances under which a hearing will be granted.



		3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, or reduction of previously authorized covered services.  This timeframe may be shortened to five (5) days if p...

		3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:

		A.  In the death of the recipient;

		B.  A signed written recipient statement requesting termination or giving information requiring termination or reduction of services (where the recipient understands that this must be the result of supplying that information);

		C.  The recipient’s admission to an institution where he is ineligible for Medicaid services;

		D.  The recipient’s address is unknown and mail directed to him has no forwarding address;

		E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth;

		F.  The recipient’s physician prescribes the change in level of medical care;

		G.  An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or

		H.  When being transferred from a nursing facility for the following reasons:

		1. The safety or health of individuals in a facility would be endangered;

		2. The residents health improves sufficiently to allow a more immediate transfer or discharge;

		3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or

		4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing facility transfers).





		3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of payment.

		3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute ...

		3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution notice.

		3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:

		A.  The right to request a State Fair Hearing, and how to do so;

		B.  The right to request to receive benefits while the hearing is pending, and how to make the request; and

		C.  That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action.





		3.13.5 Handling of Grievances and Appeals

		3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance.

		3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal.

		3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) business days after the vendor receives the expedited ...

		A.  The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person or in writing, in the case of the expedited resolution.

		B.  These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is in...



		3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:

		A.  The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to att...

		B.  Acknowledge receipt of each grievance and appeal;

		C.  Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any previous level of review or decision-making; and

		D.  Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the foll...

		1. An appeal of a denial that is based on medical necessity;

		2. A grievance regarding the denial of an expedited resolution of an appeal; or

		3. A grievance or appeal that involves clinical issues.





		3.13.5.5 The process for appeals also requires:

		A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient requests expedited resolution;

		B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of ex...

		C.  That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine the recipient’s case file, including medical records, and any other document and records considered during the appeals pro...

		D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a deceased recipient’s estate.



		3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include the results of the resolution process and the date it was completed. For appeals that are not wholly resol...

		A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;

		B.  The right to request to receive benefits while the hearing is pending and how to make this request; and

		C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s action.



		3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the disposition in addition to the required written notice.

		3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality strategy.

		3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the review of recipient complaints and appeals that have been received.



		3.13.6 State Fair Hearing Process

		3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhaus...

		3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(...

		3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the ...



		3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are Pending

		3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair Hearing is pending if all of the following conditions exist:

		A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action;

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;

		C.  The services were ordered by an authorized provider;

		D.  The original periods covered by the original authorization have not expired; and

		E.  The recipient requests an extension of benefits.



		3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until ...

		C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and

		D.  The time period of service limits of a previously authorized service has been met.



		3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the recipient while the appeal was pending, to the extent that they were furnished solely because of the requireme...

		3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the r...



		3.13.8 Provider Grievances and Appeals

		3.13.8.1 General Requirements

		A.  Ninety (90) calendar days after a grievance is filed; and

		B.  Thirty (30) calendar days after an appeal is filed.



		3.13.8.2 State Fair Hearings

		A.  Denial or limited authorization of a requested service;

		B.  Reduction, suspension or termination of a previously authorized service;

		C.  Denial, in whole or in part, of payment for a service;

		D.  Demand for recoupment; or

		E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution).

		F.  The denial for disenrollment for good cause.





		3.13.9 Expedited State Fair Hearing

		3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days ...

		A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or

		B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes.



		3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condit...

		3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting from the Fair Hearing process.





		3.14 MANAGEMENT INFORMATION SYSTEM (MIS)

		3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate and report vendor’s compliance with the contract requirements.

		3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outco...

		3.14.3 Eligibility Data

		3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new ...

		3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and shall notify DHCFP of such changes.

		3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.



		3.14.4 Encounter and Claims Records

		3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of su...

		3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted t...



		3.14.5 Data Requirements and Certification

		3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations.

		3.14.5.2 All encounter data must reflect all adjustments and voids.

		3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes specified by the DHCFP.

		3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to the State for purposes of developing vendor payment. Data must comply with the applicable certification requi...

		3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the following:

		A.  The vendor’s Chief Executive Officer;

		B.  The vendor’s Chief Financial Officer; and

		C.  An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the Chief Financial Officer.



		3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor must agree that he/she has read and understands the data certification requirement and agree to comply with all a...



		3.14.6 EPSDT Tracking System



		3.15 OPERATIONAL REQUIREMENTS

		3.15.1 Medical Director's Office

		3.15.2 The responsibilities of the Medical Director include the following:

		3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee;

		3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization management activities and monitoring the quality of care that vendor recipients receive;

		3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols;

		3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the adherence to, Plans of Correction;

		3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  All services prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced n...

		3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities;

		3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including oversight of provider education, in-service training and orientation;

		3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems;

		3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and

		3.15.2.10 Ensures coordination of out-of-network services.

		3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization review and quality assurance issues.



		3.15.3 Vendor Operating Structure and Staffing

		3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization occurs.  The organizational chart must depict each functional unit of the organization, numbers and types of sta...

		3.15.3.2 The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the following areas:

		A.  Executive management;

		B.  Operations Manager;

		C.  Accounting and budgeting;

		D.  Medical Director's office;

		E.  Medical Management, including quality assurance/utilization review;

		F.  Recipient services;

		G.  Provider services;

		H.  Grievances, appeals, and fair hearings;

		I.  Claims processing;

		J.  Management Information Systems (MIS); and

		K.  Program Integrity.



		3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. ...

		A.  Administrator;

		B.  Chief Financial Officer;

		C.  Medical Director;

		D.  Recipient Services Manager;

		E.  Provider Services Manager;

		F.  Grievance and Appeals Coordinator;

		G.  Claims Administrator; and

		H.  Nevada Operations Manager.





		3.15.4 Subcontractors

		3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the subcontract;

		3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s ability...

		3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- approved by DHCFP.  Prior to the awar...

		3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals;

		3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such agreements and subcontracts shall contain rele...

		3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve the vendor of its legal responsibility und...

		3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is ina...

		3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to periodic schedules established by the State, consistent with industry standards and/or State laws and regulations.  ...

		3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such subcontract; and

		3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five th...

		3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers.  DHCFP agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Sec...

		3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallow...



		3.15.5 Policies and Procedures

		3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network).

		3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s policies and procedures must be kept in a clear and up-to-date m...

		3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual...



		3.15.6 Implementation

		3.15.6.1 Vendor Plan

		A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first...

		B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and describing the vendor’s current state of readiness to perform all Contract obligations.  Until the service start date, the...

		C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start date, all deliverables to allow for timely DHCFP identified modifications.

		D.  Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure sati...

		E.  Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, telephones and equipment, are in place and operative as of the service start date.

		F.  Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet these requirements.

		G.  Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient access and remains in operation for the duration of the contract, unless ot...

		H.  Establish and implement enrollment procedures and maintain applicable enrolled recipient data.

		I.  Establish its Provider Network and maintain existing Provider Agreements with such Providers.



		3.15.6.2 Pre-Implementation Readiness Review



		3.15.7 Presentation of Findings

		3.15.8 Vendor Marketing Materials

		3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period.  The vendor must request and obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other location...

		3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written approval of the DHCFP.  This includes any updates to previously approved materials.  Although federal regulations ...

		3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that...

		A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or

		B.  The vendor is endorsed by CMS, the federal or state government, or similar entity.







		3.16 PROGRAM INTEGRITY

		3.16.1 General Requirements and Authorities

		3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis.

		3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the sam...

		A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act;

		B.  42 C.F.R.§ 438, Subpart H;

		C.  42 C.F.R. § 455 Subpart A, B and E;

		D.  42 C.F.R. § 1000 through 1008;

		E.  42 C.F.R. § 456.3, 456.4. 456.23;

		F.  42 C.F.R. § 457.950(a)(2);

		G.  Section 6032 of the Federal Deficit Reduction Act of 2005;

		H.  Nevada Revised Statutes, Chapter 422;

		I.  Nevada DHCFP Medicaid Services Manual; and

		J.  Nevada DHCFP Medicaid Billing Guides.





		3.16.2 Provider Credentialing

		3.16.2.1 The vendor is required to provide:

		A.  The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care pro...

		B.  The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the creden...

		C.  Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost.





		3.16.3 Provider Enrollment

		3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.

		3.16.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the pro...

		3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in the state where services are provided.

		3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements must be reported to the DHCFP.

		3.16.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentat...

		3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-crede...



		3.16.4 Provider Contracts

		3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medicall...

		3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit draft...

		3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the D...

		3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies...

		3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited.

		3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request.



		3.16.5 Provider Directory

		3.16.6 Provider Communications

		3.16.6.1 General Communications

		3.16.6.2 Provider Policy and Procedure Manual

		A.  The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved by the DHCFP.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall main...

		B.  The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of the DHCFP.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mus...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current electronic verification system.



		3. Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated services;

		4. The procedures for claims administration including the appeals process for denied claims;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service utilization.





		3.16.6.3 Provider Workshops

		3.16.6.4 Provider Newsletter

		3.16.6.5 Network Maintenance

		A.  Maintenance of the network includes, but is not limited to:

		1. Initial and ongoing credentialing;

		2. Adding, deleting, and periodic contract renewal;

		3. Provider education; and

		4. Discipline/termination, etc.





		3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found to be out of compliance with the vendor’s medical management standards.

		3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time a...

		A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;

		B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and

		C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance ...





		3.16.7 Affiliations with Debarred or Suspended Persons

		3.16.7.1 Monitoring for Prohibited Affiliations

		A.  The vendor may not employ or contract with providers excluded from participation in federal healthcare programs.

		B.  The vendor may not be controlled by a sanctioned individual.

		C.  The vendor may not have a contractual relationship that provides for the administration and management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management o...

		D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:

		1. Any individual or entity excluded from participation in federal healthcare programs;

		2. Any entity that would provide those services through an individual or entity.



		E.  The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded fr...

		F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.

		G.  The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspe...

		H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing agreem...





		3.16.8 Compliance Plan

		3.16.8.1 Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory compliance plan to guard against fraud and abuse.

		3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply with all applicable Federal and State program integrity standards.

		3.16.8.3 General Requirements

		A.  The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements.

		B.  The compliance plan must be reviewed and approved annually by the DHCFP.

		C.  The compliance plan must include the following elements, and any others as directed by the DHCFP:

		1. Written policies and procedures for the functions in this section;

		2. Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor staff, and the DHCFP;

		3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments;

		4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit;

		5. Specific objectives and goals for Program Integrity operations in the coming year; and

		6. The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines.

		7. The process that the vendor will use to complete internal program integrity monitoring and auditing.

		8. How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives.

		9. A report on the success of the objectives and goals from the previous year.







		3.16.9 Deficit Reduction Act

		3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid payment, do the following:

		A.  Establish and make readily available written policies for all employees of the vendor, including management, and of any subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 through...

		B.  Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse; and

		C.  Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and ...





		3.16.10 Under-utilization of Services

		3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered services are being provided, as required. If any under-utilized services are identified, the vendor must im...

		A.  An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to Medicaid-covered services;

		B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and

		C.  Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized.





		3.16.11 Embezzlement and Theft

		3.16.12 Verification of Services

		3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients.

		3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification.

		3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5.

		3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month.

		3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually transmitted di...



		3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments

		3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to report allegations of fraud, waste, abuse, or improper payments.

		3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their Nevada Medicaid website.

		3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant.

		3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must:

		A.  Be accessible and simple to use by the public, recipients and providers;

		B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and

		C.  Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse.





		3.16.14 Vendor’s Program Integrity Unit

		3.16.14.1 Unit Composition

		A.  The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (...

		B.  The PIU must include a compliance officer and a compliance committee accountable to senior management.  The compliance officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or o...

		C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper payments, including FWA activities, as specified in the vendor contract.

		D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and updates on cases.

		E.  Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law enforcement.

		F.  The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients.

		G.  The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff.





		3.16.15 Fraud Identification and Referral

		3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP.

		3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to determine whether a credible allegation of fraud exists.

		3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days.

		3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the DHCFP:

		A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI);

		B.  Nevada Medicaid provider type;

		C.  Recipient’s name and Medicaid number;

		D.  Date and source of the original complaint or tip;

		E.  Description of alleged fraudulent activity, including:

		1. Specific laws or Medicaid policies violated;

		2. Dates of fraudulent conduct; and

		3. Approximate value of fraudulently obtained payments.



		F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken;

		G.  The findings from the vendor’s preliminary investigation and proposed actions;

		H.  After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds;

		I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to comply with the reporting requirements contained in this contract; and

		J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendo...





		3.16.16 Payment Suspensions

		3.16.17 Compliance Reviews

		3.16.18 Identification

		3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to:

		A.  Fraud hotline or website;

		B.  Referrals from the DHCFP;

		C.  Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling or data analysis; or

		D.  Verification of Service letters/EOB’s complaints.



		3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral.

		3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome.



		3.16.19 Review

		3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not limited to:

		A.  Encounter data;

		B.  Provider credentialing and enrollment records;

		C.  Provider self-audits;

		D.  Provider treatment records;

		E.  Prior authorization records;

		F.  Recipient verification of service letters/EOB’s;

		G.  Nevada Medicaid Services Manual (MSM); and

		H.  Nevada Medicaid Billing Guidelines.



		3.16.19.2 The PIU will determine which, if any, encounters were improper payments.



		3.16.20 Recovery and Education

		3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include:

		A.  The amount of the overpayment;

		B.  A detailed listing of the encounters affected;

		C.  Education and citations supporting the findings;

		D.  Options for repayment;

		E.  Any internal appeal rights afforded by the vendor; and

		F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted.



		3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit.

		3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, regardless of whether the vendor is able to recover the overpayment from the provider.



		3.16.21 Monetary Recoveries by State or Federal Entities

		3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgmen...

		3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by any government entity, including, but ...

		3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process.

		3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate.

		3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law enforcement to stand in the place of a vendor or client in the collection against a third party.



		3.16.22 Reporting Requirements

		3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide.

		3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to:

		A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors;

		B.  Every CAF;

		C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with Nevada Medicaid; and

		D.  Every provider that is de-credentialed or denied credentialing for whatever reason.



		3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to:

		A.  All active reviews and their status; and

		B.  All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment.



		3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost.



		3.16.23 Provider Compliance Reviews by the DHCFP

		3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies.

		3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be recovered and retained by the DHCFP.

		3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the DHCFP.

		3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after notification from DHCFP.



		3.16.24 Provider Preventable Conditions (PPC)

		3.16.25 Vendor Disclosures: Information on Ownership and Control

		3.16.26 Denial or Termination of Provider Participation.

		3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offen...

		3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any disclosure required.

		3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for participation in the program.





		3.17 REPORTING

		3.17.1 Encounter Reporting

		3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidate...

		3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program.  Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combine...

		3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808.

		3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of receipt of encounter.



		3.17.2 Summary Utilization Reporting

		3.17.3 Dispute Resolution Reporting

		3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its subcontractors.

		3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to recipients, the total number of recipient and appeals requests, and provider disputes filed, including repo...

		3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP.



		3.17.4 Quality Assurance Reporting

		3.17.5 Recipient Satisfaction Reporting

		3.17.6 Financial Reporting

		3.17.7 Sales and Transaction Reporting

		3.17.8 Other Reporting



		3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS

		3.18.1 Data Requirements

		3.18.1.1 Enrollment;

		3.18.1.2 Eligibility;

		3.18.1.3 Provider Network Data;

		3.18.1.4 PCP Assignment;

		3.18.1.5 Claims Payment; and

		3.18.1.6 Encounter Data.



		3.18.2 Interfaces

		3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.)

		3.18.2.2 Health Plan - Weekly Stop Loss File

		3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File

		3.18.2.4 Health Plan - Network Data File

		3.18.2.5 Health Plan - Client Update File

		3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP)

		3.18.2.7 MMIS - Encounter Data informational Errors File

		3.18.2.8 MMIS - SOBRA Error File

		3.18.2.9 MMIS - Stop Loss Error File

		3.18.2.10 MMIS - Stop Loss Rejection File

		3.18.2.11 MMIS - Health Plan Error File

		3.18.2.12 MMIS - Third Party Liability Update File

		3.18.2.13 MMIS - Client Demographic Data

		3.18.2.14 MMIS - Newborn Data

		3.18.2.15 MMIS - Daily Health Plan Recipient File

		3.18.2.16 MMIS - Health Plan Recipient File

		3.18.2.17 MMIS - Network Data Exception File

		3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates

		3.18.2.19 MMIS - Client PCP changes

		3.18.2.20 MMIS - Client Enrollment Updates

		3.18.2.21 MMIS - Health Plan Notification

		3.18.2.22 Health Division Immunization Registry

		3.18.2.23 Vital Statistics Birth Records



		3.18.3 Encounter Data Report Files

		3.18.3.1 Encounters must:

		A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of proposers.

		B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation,...

		C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the en...

		D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to timeframe to comply, the vendor will  have an additional 30 days to correct whereupon the DHCFP may, at its discretion, imp...





		3.18.4 HIPAA Transaction Requirements

		3.18.4.1 Premium payments (X12F 820);

		3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834);

		3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization);

		3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization);

		3.18.4.5 Claims encounter data (X12N 837 and NCPDP);

		3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and

		3.18.4.7 Payment and remittance advice (X12N 835-remittance advice).



		3.18.5 NPI/API Transaction Requirements

		3.18.5.1 Requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ Technical Proposal of vendor’s response.

		3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ord...

		3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to rece...

		3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must be fully detailed encounters following HIPAA requir...

		3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This API is issued by the State’s fiscal agent on be...



		3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance.



		3.19 DHCFP RESPONSIBILITIES

		3.19.1 External Quality Review

		3.19.2 Due Process

		3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair Hearing to all re...

		3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor.



		3.19.3 DHCFP On-Site Audits

		3.19.4 Actuarial Services

		3.19.5 Encounter Data Processing

		3.19.6 Website Access

		3.19.7 Operation Oversight



		3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES

		3.21 LIQUIDATED DAMAGES AND SANCTIONS
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VENDOR INFORMATION SHEET FOR RFP 3260



Vendor Must:



A) Provide all requested information in the space provided next to each numbered question.  The information provided in Sections V1 through V6 will be used for development of the contract;



B) Type or print responses; and



C) Include this Vendor Information Sheet in Tab III of the Technical Proposal.



		V1

		Company Name

		







		V2

		Street Address

		







		V3

		City, State, ZIP

		







		V4

		Telephone Number



		

		Area Code:  

		Number:  

		Extension:  







		V5

		Facsimile Number



		

		Area Code:  

		Number:  

		Extension:  







		V6

		Toll Free Number



		

		Area Code:  

		Number:  

		Extension:  







		V7

		Contact Person for Questions / Contract Negotiations,

including address if different than above



		

		Name:



		

		Title:



		

		Address:



		

		Email Address:







		V8

		Telephone Number for Contact Person



		

		Area Code:  

		Number:  

		Extension:  







		V9

		Facsimile Number for Contact Person



		

		Area Code:  

		Number:  

		Extension:  







		V10

		Name of Individual Authorized to Bind the Organization



		

		Name:

		Title:







		V11

		Signature (Individual must be legally authorized to bind the vendor per NRS 333.337)



		

		Signature:

		Date:








TABLE OF CONTENTS





2.	ACRONYMS/DEFINITIONS	10

3.	SCOPE OF WORK	34

4.	COMPANY BACKGROUND AND REFERENCES	208

5.	COST	216

6.	FINANCIAL	217

7.	WRITTEN QUESTIONS AND ANSWERS	224

8.	RFP TIMELINE	224

9.	PROPOSAL SUBMISSION REQUIREMENTS, FORMAT AND CONTENT	225

10.	PROPOSAL EVALUATION AND AWARD PROCESS	236

11.	TERMS AND CONDITIONS	238

12.	SUBMISSION CHECKLIST	244

ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF INDEMNIFICATION	245

ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE	246

ATTACHMENT C – VENDOR CERTIFICATIONS	247

ATTACHMENT D – CONTRACT FORM	248

ATTACHMENT E – INSURANCE SCHEDULE FOR RFP 3260	249

ATTACHMENT F – REFERENCE QUESTIONNAIRE	250

ATTACHMENT G – PROPOSED STAFF RESUME	251

ATTACHMENT H – COST SCHEDULE	252

ATTACHMENT I – COST PROPOSAL CERTIFICATION OF COMPLIANCE	253

ATTACHMENT J – CERTIFICATION REGARDING LOBBYING	254

ATTACHMENT K – FEDERAL LAWS AND AUTHORITIES	255

ATTACHMENT L – CASELOAD PROJECTIONS	256

ATTACHMENT M – PROVIDER TYPES	257

ATTACHMENT N – CHECK-UP PROJECTIONS	258

ATTACHMENT O – MANDATORY MCO ZIP CODES	259

ATTACHMENT P – ESSENTIAL COMMUNITY PROVIDERS	260

ATTACHMENT Q – MANAGED CARE CAPITATION RATES	261

ATTACHMENT R – DISENROLLMENT FORM	262

ATTACHMENT S – LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS	263

ATTACHMENT T – FORMS AND REPORTING GUIDE	264

ATTACHMENT U – PAY-FOR-PERFORMANCE (P4P)	265

ATTACHMENT V – SYSTEM OF CARE PRINCIPLES	266

ATTACHMENT W – APPEALS AND GRIEVANCES	267












A Request for Proposal (RFP) process is different from an Invitation to Bid.  The State expects vendors to propose creative, competitive solutions to the agency's stated problem or need, as specified below.  Vendors’ technical exceptions and/or assumptions should be clearly stated in Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Vendors’ cost exceptions and/or assumptions should be clearly stated in Attachment I, Cost Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or assumptions will be considered during the evaluation process; however, vendors must be specific.  Nonspecific exceptions or assumptions may not be considered.  The State reserves the right to limit the Scope of Work prior to award, if deemed in the best interest of the State per NRS 333.350(1).



Prospective vendors are advised to review Nevada’s ethical standards requirements, including but not limited to, NRS 281A and the Governor’s Proclamation, which can be found on the Purchasing Division’s website (http://purchasing.nv.gov). 





PROJECT OVERVIEW



The State of Nevada, Purchasing Division, on behalf of the Division of Health Care Financing and Policy (hereinafter referred to as “DHCFP”) a Division of the State of Nevada, Department of Health and Human Services (DHHS), is soliciting responses from qualified vendors to provide risk-based capitated Managed Care Organization (vendor) services designed in support of the Title XIX (Medicaid) and Title XXI State Child Health Insurance Program (CHIP is also known as Nevada Check Up) medical assistance programs.



NRS 679A.130, et. al., Managed Care Organizations must have a Certificate of Authority for all mandatory managed care counties issued in accordance with NRS 695G in order to solicit and submit bids for this RFP.  Contact the Nevada Division of Insurance for information on obtaining a Certificate of Authority.  



The DHCFP will contract with vendors to provide services to Medicaid recipients determined categorically eligible under the Family Medical Categories (FMC):  Family Medical Coverage – Applications for medical assistance under the MAGI medical eligibility group includes the following aid categories: AM, AM1, CH, CH1, CH5, TR, PM, NC CA; and the aged out of foster care coverage group AO.



CONTRACT INFORMATION



The contract will include the administration or delivery of the following services:



Maintenance of a provider network designed to encourage health care providers to deliver cost-effective quality services;



Provision of utilization review and management of health care services, and provision of treatment in accordance with established protocols and standards of care; 



The implementation of peer review and other quality assurance techniques to ensure appropriate services are rendered; and



A qualified vendor is one that can deliver medically necessary covered services in an efficient and effective manner while ensuring the highest standards of performance, integrity, customer service, and fiscal accountability.  DHCFP will contract with vendors that can demonstrate their understanding of the importance of the tasks and the impact they have on the lives of Nevada Medicaid and Nevada Check Up recipients.



The contracts resulting from this RFP shall be effective from July 1, 2017, to June 30, 2021 with the possibility of two (1) year extensions if in the best interest of the State.  The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to be considered as covered for this Request for Proposal.  Describe your willingness and ability to expand coverage to other geographic regions outside of the current mandatory areas.  Should the DHCFP expand geographic areas, services or Medicaid populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.” 



An open enrollment process will be conducted prior to full implementation of all contracts that result from this RFP.



In order to facilitate the vendor’s response to this RFP, various supporting Medicaid and Nevada Check Up data has been provided in Attachment L, Caseload Projections. 



Actuarially sound capitation rates means capitation rates that— 



A) [bookmark: i_1_i_A]Have been developed in accordance with generally accepted actuarial principles and practices;



B) [bookmark: i_1_i_B]Are appropriate for the populations to be covered, and the services to be furnished under the contract; and



C) [bookmark: i_1_i_C]Have been certified, as meeting the requirements of this paragraph (c), by actuaries who meet the qualification standards established by the American Academy of Actuaries and follow the practice standards established by the Actuarial Standards Board. 



GOALS ~ MISSION STATEMENT 



The mission of the Nevada Division of Health Care Financing and Policy (Nevada Medicaid and Nevada Check Up) is to: purchase and provide quality health care services to low-income Nevadans in the most efficient manner; promote equal access to health care at an affordable cost to the taxpayers of Nevada; restrain the growth of health care costs; and review Medicaid and other State health care programs to maximize potential federal revenue.



The mission of DHCFP in this procurement is to improve the health of Nevadans by:



Emphasizing preventive care, early intervention, appropriate utilization and quality care;



Enhancing continuity of care through integrated medical, behavioral and social care;



Ensuring a medical home for Medicaid and Nevada Check Up recipients; and



Ensuring that each recipient can access high quality, comprehensive healthcare services within the recipient's service area.



DHCFP will accomplish this mission by contracting for measurable results that improve recipient access, recipient satisfaction; maximize program efficiency, effectiveness, integrity, and responsiveness; and reduce operational costs.



DIVISION STRATEGIC PLAN AND OBJECTIVES



Procure risk based capitated managed care delivery system to provide medical coverage to enrolled recipients to enable high quality health outcomes.



The objectives of this procurement are to:



Improve recipient access to medically necessary covered services;



Provide recipients choices for managed health care;



Manage utilization of services to ensure healthy outcomes including prevention and early intervention through case management and effective outreach programs;



Reduce operational costs to include cost-containment and avoidance initiatives;



Incorporate managed care encounter data (shadow claims) into the existing MMIS;





Streamline and simplify the Medicaid and Nevada Check Up health care program administration and encourage provider participation;



Enable continuity of care coordination between health care systems including but not limited to the State and/or Federal Health Insurance Exchange (HIX); 





Provide and implement a process for continuous quality improvement; and



Provide integrated medical, behavioral and social components of care to ensure optimal outcomes.



The successful vendor will demonstrate the ability to consistently meet these objectives and will be evaluated, in part, by the degree to which the vendor demonstrates how it will achieve these objectives through measurable outcome data.



[bookmark: _Toc331485856]HOW MEDICAID AND NEVADA CHECK UP OPERATE IN NEVADA



The DHCFP administers the Medicaid and Nevada CheckUp Programs in accordance with the applicable Title XIX and Title XXI State Plans, all applicable United States Code, Code of Federal Regulations (CFR’s), Nevada Revised Statutes (NRS), Nevada Administrative Code (NAC), the Medicaid Services Manual (MSM) and the Medicaid Operations Manual (MOM).  The DHCFP may adopt such regulations and policies as deemed necessary and may also amend the Title XIX or Title XXI State Plans.



Nevada operates both a fee-for-service (FFS) system and managed care delivery system.  The State of Nevada’s Medicaid and Nevada Check Up managed care program and services for Non-Emergency Transportation (NET) broker program are monitored by the DHCFP’s Procurement and Performance Management Unit.



The DHCFP’s managed care program currently offers a risk-based capitated rate program operated through contracts with Managed Care Organizations (vendors).  The DHCFP contracts with vendors to provide covered medically necessary services for eligible recipients at an established risk-based capitation rate. 



Enrollment in a managed care organization is mandatory for FMC, NCU, and AO recipients, when there is more than one managed care option from which to choose in a particular geographic service area.   



The eligibility and enrollment functions for the Medicaid and Nevada Check Up programs are the responsibility of the DHCFP and the Division of Welfare and Supportive Services (DWSS).  The DWSS determines Medicaid recipient eligibility for the FMC programs and the Nevada Check Up program and AO group.



The DHCFP currently contracts with a fiscal agent for fee-for-service (FFS) claims processing and related functions and a Quality Improvement Organization-like vendor (QIO) for FFS payment authorization, concurrent and retrospective review and related functions.  Other independent contractors provide services, which include but are not limited to external quality review, actuarial services, non-emergency transportation (NET) services, and other clinical and administrative services.



The DHCFP Medical Care Advisory Committee (MCAC) was established, in accordance with 42 CFR 431.12, to ensure adequate community and provider input is obtained regarding decisions affecting the levels and types of services covered under the program. The MCAC is comprised of nine (9) members who include, but are not limited to, health care professionals, other providers, and consumers, all of whom offer specialized advice on various components of the program. 



[bookmark: _Toc331485858]REPRESENTATIONS



The DHCFP will consider all representations contained in a proposal as the vendor’s response to this RFP.  The DHCFP will also consider any oral or written presentations, correspondence, discussions, and negotiations as representations of the vendor’s expertise in performing similar activities for entities such as the DHCFP.  The DHCFP accepts these representations as inducements to enter into a mutually beneficial relationship with the vendor under the terms and conditions of this RFP.



Any contract resulting from this RFP shall consist of this Request for Proposal, any addenda thereto, the vendor's technical proposal and the cost proposal (Attachment H ~ Cost Schedule) submitted in response to the RFP.  In the event of a conflict in language between the documents referenced above, the provisions and requirements set forth and/or referenced in the Request for Proposal and addenda shall govern.



If a proposal is silent regarding an RFP requirement, then the DHCFP assumes that the vendor will meet that requirement at no additional cost.  However, the DHCFP reserves the right under its sole discretion to waive the conflict in writing.  Such written clarification shall govern in case of conflict with the applicable requirements stated in the RFP, any addenda thereto, or the vendor’s proposal.  In all other matters not affected by the written clarification, the RFP and addenda shall govern.



This RFP is intended to solicit proposals for a contract.



[bookmark: _Toc331485859]MEDICAID MANAGEMENT INFORMATION SYSTEM (MMIS)



The MMIS ensures the effectiveness of all elements of the process flows, requirements, interfaces and reports, support claims and encounter data processing, capitated payments, information needs, and include the ability to support multiple claims systems.  



The MMIS Claims Processor incorporates all FFS and managed care capitated payments and the various stand-alone applications including the following databases: 



Nevada Check Up; 

Hospital Health Care; 

Surveillance/Utilization Review Subsystem (SURS); 

Notices of Decision (NODs);

Hospice; 

High Risk Pregnancy Data and Care Coordination; 

Health Care Cost Containment; 

Pharmacy; and 

The Home and Community Based Waiver Services. 



The MMIS vendor provides the following administrative functions:



Provider Relations / Training;



Third Party Liability Recovery (TPL) for the FFS program only;



FFS Payment Authorization Requests;



Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) assessments;



Provider Audits, including: Level of Care (LOC), Nursing Facility (NF); Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID; Hospital; Federally Qualified Health Center (FQHC); and, Rural Health Clinic (RHC);



FFS Medical Claims Review;



Operation of the Drug Rebate Program (Federal MCO's and FFS; Supplemental only FFS);



Eligibility determination information for Medicaid and Nevada Check Up; and 



Data warehousing and encounter data collection which are processed via encounter engine outside the MMIS and then stored in the data warehouse.



EVALUATION OF VENDORS PROPOSAL  



This RFP will be evaluated using a two (2) phase method.  The first phase will consist of evaluating only the Scope of Work ~ Section 3 of this RFP.  The second phase will consist of the evaluation of the remainder of the Sections set forth within this RFP  



Phase I ~ RFP Submission 



Vendors must follow the guidelines below:



[bookmark: _Toc243634121]The Phase I Submission is an Anonymous Pass/Fail Submittals Evaluation.



The Purchasing Division or other suitable individual will perform the evaluation of the pass/fail portions of this solicitation.



Vendor shall not include a company name or any information that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 



Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include or refer to its name, address or other information that would indicate to an evaluator which company is proposing.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work.



Failure by the vendor to comply with this requirement may cause a RFP to be rejected as non-responsive.  It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements of this RFP.  



Phase II ~ Evaluation of proposals



Once proposals have passed Phase I as noted above all remaining proposals shall be evaluated per Section 10.2 of this RFP.



[bookmark: _Toc454804386]ACRONYMS/DEFINITIONS 



For the purposes of this RFP, the following acronyms/definitions will be used:



		Acronym

		Description



		Access

		A recipient's ability to obtain medical care.  The ease of access is determined by components such as the availability of medical services and their acceptability to the recipient, the location of health care facilities, transportation, and hours of operation and cost of care.





		Action

		The denial or limited authorization of a requested service, including: (1) the type or level of service; (2) The reduction, suspension, or termination of a previously authorized service; (3) The denial, in whole or in part, of payment for a service; (4) The failure to provide services in a timely manner, as defined by the State; or (5) For a resident of rural area with only one vendor, the denial of a Medicaid recipient’s request to exercise his or her right, to obtain services outside the network.





		Administrative Cut-Off Date

		A date each month selected by the DHCFP.  Changes made to the Medicaid recipient eligibility system prior to this date are effective the next month.  Changes made to the computer system after this date become effective the first day of the second month after the change was made. 





		Advance Directive

		An Advance Directive refers to a written statement, completed in advance of a serious illness or condition, which allows the recipient to direct health care decisions when the recipient is unable to do so.  The advance directive allows the recipient to make decisions regarding the use or refusal of life sustaining treatments.  An Advance Directive consists of Declarations (Living Wills) and Durable Powers of Attorney for Health Care Decisions, recognized under Nevada State law, which relate to the provision of care when an individual 18 years of age and older has an incurable or irreversible condition, and is unable to communicate health care decisions verbally.





		Adverse Determination

		Refers to a denial, termination, reduction, or suspension of an applicant or recipient’s request for service or eligibility determination.  The term also refers to a determination made by Nevada Medicaid against a provider or provider applicant to deny, terminate, suspend, or lock out a provider application.





		AFDC

		Aid to families with dependent children.  Refer to definition for TANF.





		AFDC-UP

		Aid to families with dependent children – Unemployed Parent Program.  Refer to definition for two parent TANF





		AFDC – RMO

		Aid to families with dependent children related to Medicaid only.





		Age/Sex Rates

		A set of rates for a given group product in which there is a separate rate for each grouping of age and sex categories.





		Aged Out

		Children who have aged out of foster care. (AO).





		ADSD

		Aging and Disability Services Division.





		Appeal

		A request for review of an action as “action” is defined here in.





		Appropriate

		Refers to the Division of Health Care Financing and Policy’s ability to provide coverage for medically necessary services to a recipient based on regulations, and the Division’s available resources and utilization control procedures.





		Assumption

		An idea or belief that something will happen or occur without proof.  An idea or belief taken for granted without proof of occurrence.





		Authorized Representative

		An authorized representative is an individual who has been designated by an applicant or recipient as having authority to act on behalf of the applicant or recipient.





		Awarded Vendor

		The organization/individual that is awarded and has an approved contract with the State of Nevada for the services identified in this RFP.





		BBA

		Balanced Budget Act. A congressional law and set of statutes that amends and modifies Medicaid regulations. The rules can be found in 42 CFR Part 438, Subparts A through J.





		BBS

		Bulletin Board System. A secure File Transfer Protocol (FTP) site on which provider and recipient files are posted for access by contracted health plans and the DHCFP.





		Benefit

		A Service authorized by the plan.





		BOE

		State of Nevada Board of Examiners





		Business Day

		Any Monday thru Friday except for state observed holidays.



		CAF

		Credible allegation of Fraud (CAF) is an allegations from any source when it has an “indicia of reliability”





		CAHPS

		Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys ask consumers and patients to report on and evaluate their experiences with health care.





		Capitation Payment

		A payment the State agency makes periodically to a contractor on behalf of each recipient enrolled under a contract for the provision of medical services under the Medicaid State Plan.  The State agency makes the payment regardless of whether the particular recipient receives services during the period covered by the payment.





		Cardholder

		Means the person named on the face of a Medicaid or Nevada Check Up card.





		Care-Coordinator

		A professional, whose background is most frequently anchored in the disciplines of social work and/or nursing, who assesses, plans, implements, coordinates, monitors and evaluates options to meet an individual’s health needs. Care coordination links persons who have complex personal or social circumstances or health needs, which place them at risk of not receiving appropriate services. It also ensures coordination of these services.





		Case-Management

		Case management is a process by which an individual’s needs are identified and social and medical services to meet those needs are located, coordinated, and monitored. Case Management may be targeted to certain populations and in certain areas of the State under the authority of Section 1905(a) (19) of the Social Security Act.





		CFR

		Code of Federal Regulations





		CHIP

		Children’s Health Insurance Program (CHIP) provided under Title XXI of the Social Security Act to children whose families exceed Medicaid limits, but is equal to or less than 205% of the federal poverty level.





		CSHCN

		Children who have, or are at risk for, chronic physical, developmental, behavioral, or emotional conditions; and also require health and related services of a type and amount beyond that required by children in general; and are receiving services through family-centered, community-based, coordinated care systems receiving grant funds, under Section 501 (a)(1)(D) of Title V of the Social Security Act (known as Nevada Early Intervention Program); or children self-identified by parents/guardians as potentially having special health care needs.





		Claim

		Means (1) a bill for services; (2) a line item of services; or (3) all services for one recipient within a bill.  “Claim” is further defined as communication, whether oral, written, electronic or magnetic, which is used to identify specific goods, items or services as reimbursable pursuant to the plan, or which states income or expense and is or may be used to determine a rate of payment pursuant to the plan.





		Clean-Claim

		Means a claim that can be processed without obtaining additional information from the provider of the service or from a third party. It includes a claim with errors originating in a State's claims system. It does not include a claim from a provider who is under investigation for fraud or abuse, or a claim under review for medical necessity.





		Clinic Services

		As amended by the Deficit Reduction Act of 1984, section 1905(a) (9) describes clinic services as “services furnished by or under the direction of a physician without regard to whether the clinic itself is administered by a physician.” Regulations at 42 CFR 440.90 define clinic services as preventive, diagnostic, therapeutic, rehabilitative, or palliative items or services that:

(1) Are provided to outpatients;



(2) Are provided by a facility that is not part of a hospital but is  organized and operated to provide medical care to outpatients; and



(3) Except in the case of nurse-midwife services, as specified in 42CFR 440.165, are furnished by or under the direction of a physician. 





		Centers for Medicare and Medicaid Services (CMS)

		Medicaid and CHIP programs are administered by the states with the Centers for Medicare and Medicaid Services, Department of Health and Human Services. CMS has responsibility for monitoring State compliance with federal requirements and providing federal financial participation (FFP).  CMS monitors State programs to assure minimum levels of service are provided, as mandated in the Code of Federal Regulations (CFR’s).





		Coordination of Benefits (COB)

		Coordination of Benefits Means an individual has personal medical health insurance coverage that is or may be liable to pay all or part of the expenditures for medical assistance furnished under the State Medicaid Plan.  COB includes cost avoidance and recovery when other medical health insurance exists.





		Cold Call Marketing

		Any unsolicited personal contact by the vendor or contractor with the potential recipient for the purpose of marketing as defined in this section.





		Competent

		Properly or well qualified and capable.





		Compliance Review

		Any investigation, audit, focused data analysis, or other assessment of whether improper payments have been made.





		Concierge Service

		A service that personally assists recipients to find a service provider.





		Confidential Information

		Any information relating to the amount or source of any income, profits, losses or expenditures of a person, including data relating to cost or price submitted in support of a bid or proposal.  The term does not include the amount of a bid or proposal.  Refer NRS 333.020(5) (b).   





		Confidentiality

		Confidentiality pertains to all safeguards required to protect all information which concerns Medicaid and CHIP applicants and recipients, Medicaid providers, and any other information which may not be disclosed by any party pursuant to federal and State law, and Medicaid Regulations, including, but not limited to NRS Chapter 422, and 42 CFR 431.





		Contract Approval Date

		The date the State of Nevada Board of Examiners officially approves and accepts all contract language, terms and conditions as negotiated between the State and the successful vendor.





		Contract Award Date

		The date when vendors are notified that a contract has been successfully negotiated, executed and is awaiting approval of the Board of Examiners.





		Contractor

		The company or organization that has an approved contract with the State of Nevada for services identified in this RFP.  The contractor has full responsibility for coordinating and controlling all aspects of the contract, including support to be provided by any subcontractor(s).  The contractor will be the sole point of contact with the State relative to contract performance.





		Covered Services

		Covered services are those services for which Nevada Medicaid may reimburse providers.





		Cross Reference

		A reference from one document/section to another document/section containing related material.





		Cultural competency

		An awareness and appreciation of customs, values, and beliefs and the ability to incorporate them into the assessment, treatment and interaction with any individual.





		Culture

		The integrated pattern of human behavior that includes thought, communication, actions, customs, beliefs, values and institutions of a racial, ethnic, religious or social group.  Culture defines the preferred ways for meeting needs, and may be influenced by factors such as geographic location, lifestyle and age.





		DCFS

		The Division of Child and Family Services.





		Denied Service

		Any medical service requested by a provider for a Medicaid recipient for whom the Contractor denies approval for payment.





		DHCFP

		Nevada Division of Health Care Financing and Policy.





		DHHS

		Department of Health and Human Services may refer to federal or state.





		Disenrollment

		Process of terminating individuals or groups from enrollment with a Managed Care Plan.  Except where expressly required by federal or state regulations, disenrollment may not occur mid-month.  Under most circumstances, requests for disenrollment are effective the first day of the month following receipt of the request, providing that the request is within policy/contract guidelines and is submitted before the administrative cut-off date.





		Division/Agency

		The Division/Agency requesting services as identified in this RFP.





		DME

		Durable Medical Equipment, Devices and Gases - Durable medical equipment is defined as equipment, devices, and gases which can withstand repeated use, and is primarily and customarily used to serve a medical purpose, and generally is not useful to a person in the absence of illness or injury. 





		DPBH

		Division of Public and Behavioral Health





		Eligibility

		Term that references a person’s status to receive Medicaid or CHIP program benefits.





		Emergency Medical Condition 

		Medical condition (including labor and delivery) manifesting itself by the sudden onset of acute symptoms of sufficient severity (including severe pain) that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonable expect that the absence of immediate medical attention could reasonably be expected to result in either placing an individual's health (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, resulting in serious impairment to bodily functions, serious dysfunction of any bodily organ or part, or serious physical harm to another. 

 



		Emergency Medical Transportation

		Emergency medical transportation is use of a ground or air ambulance, as medically necessary, to transport a recipient with an emergency medical condition.  A ground or air ambulance resulting from a “911” communication is considered emergency medical transportation, as specified in Medicaid Services Manual, Chapter 1900.





		Emergency Services

		Emergency services means, with respect to an individual enrolled with an organization, covered inpatient and outpatient services that are furnished by a provider qualified to furnish such services and are needed to evaluate or stabilize an emergency medical condition.  The Contractor must not require the services to be prior or post-authorized.





		Encounter

		A covered service or group of services delivered by a provider to a recipient during a visit, or as a result of a visit (e.g., pharmacy) between the recipient and provider.





		Encounter Data

		Data documenting a contact of service delivered to an eligible recipient by a provider.





		Enrollee

		A Medicaid or Nevada Check Up recipient who is enrolled in a managed care program. May also be referred to as member, recipient, or beneficiary





		EPSDT

		Early and Periodic Screening, Diagnosis and Treatment - A preventive health care program, the goal of which is to provide to eligible children under the age of 21 the most effective, preventive health care through the use of periodic examinations, standard immunizations, diagnostic services, and treatment services which are medically necessary and designed to correct or ameliorate defects in physical or mental illnesses or conditions.  42 U.S.C. Section 1396d (a) (4) (B). In Nevada, EPSDT is also referred to as Healthy Kids.





		EQR

		External Quality Review - The review and evaluation by an External Quality Review Organization of information on quality, timeliness, and access to the health care and services that a vendor, or their contractor(s), furnish to Medicaid recipients.





		EQRO

		External Quality Review organization – An organization that meets the competence and independence requirements set forth in CFR 438.354, and performs external quality review, and other EQR-related activities as set forth in CFR 438.358, or both. 





		Essential Community Providers

		A healthcare provider that (a) has historically provided services to underserved populations and demonstrates a commitment to serve low-income, underserved populations who make up a significant portion of its patient population or, in the case of a sole community provider, serves underserved patients within its clinical capability; and (b) waives charges or charges for services on a modified sliding fee scale based on income and does not restrict access or services because of a client’s financial limitations.   





		Evaluation 

Committee

		An independent committee comprised of a majority of State officers or employees established to evaluate and score proposals submitted in response to the RFP pursuant to NRS 333.335.  





		EVS

		Electronic Verification System - A means to verify an individual’s eligibility for services covered by the State of Nevada’s Medicaid program, via the Internet.





		Exception

		A formal objection taken to any statement/requirement identified within the RFP.





		External Quality Review Protocols

		A series of procedures or rules to monitor, measure, and document information on quality, timeliness, and access to the health care and services that an vendor or their contractors furnish to Medicaid and Nevada Check Up recipients.





		Family Planning Services

		Section 1905(a)(4)(C) of the Social Security Act requires states to provide family planning services and supplies (directly or under arrangements with others) to individuals of childbearing age (including minors who can be considered to be sexually active) who are eligible under the Medicaid State plan and who desire such services and supplies. Section 1902(a) (10) (A) specifies family planning services be made available to categorically needy Medicaid recipients while §1902(a) (10) (C) indicates the services may be provided to medically needy Medicaid recipients at the State’s option. 

The term "family planning services" is not defined in the law or in regulations. However, Congress intended that emphasis be placed on the provision of services to "aid those who voluntarily choose not to risk an initial pregnancy," as well as those families with children who desire to control family size. In keeping with congressional intent, these services may be defined as narrowly as services, which either prevent or delay pregnancy, or they may be more broadly defined to also include services for the treatment of infertility. However, the Medicaid definition must be consistent with overall State policy and regulation regarding the provision of family planning services.





		FFP

		Federal Financial Participation - Usually expressed as a percentage or fraction of certain expenditures for which the DHCFP is entitled to reimbursement by the federal government in accordance with applicable laws and regulations.





		FFS

		Fee-for-service Reimbursement - A health care delivery program whereby the DHCFP medical assistance program recipients are served by health care providers reimbursed on a per service or point of service basis.





		First Step Program

		The Division of Child and Family Services (DCFS) early intervention services for families and their children, ages birth through two (2) years (to third birthday), with suspected or confirmed developmental delays.





		Fiscal Agent

		The program's fiscal agent is an entity under contract to the DHCFP with responsibility for the prompt and proper processing of all claims for payment of covered services in accordance with policies and procedures established by Nevada Medicaid.  In addition, the fiscal agent may:



(1) Provide the auditing function for providers under cost reimbursement;



(2) Perform a cursory pre-payment review on all claims;



(3) Trace, identify and apply any and all prior resources, including third-party liability and subrogation; 



(4) Supply provider education and provider services; and,



(5) Other administrative services. 





		FMC

		Family Medical Coverage – Applications for Medicaid are treated as application for Family Medical Coverage. This includes parents, caretakers, and children in the MAGI medical groups of: AM, AM1, CH, CHI, CH5, TR, PM: Nevada Check Up (NC); and Childless Adults (CA).





		Fraud

		Fraud is an intentional deception or misrepresentation made by a person with the knowledge that the deception could result in some unauthorized benefit to himself/herself or some other person. It includes any act that

constitutes fraud under applicable federal or state law. (42 CFR 455.2)



		FQHC

		Federally Qualified Health Center - Means an entity as defined in 42 CFR 405.2401(b).  An FQHC is located in a rural or urban area designated as either a shortage area, or an area that has a medically underserved population and has a current provider agreement with the DHCFP.





		Geographic Service Area

		The geographic service area included in the contract will be urban Clark and Washoe County. Other geographic areas may become mandatory managed care during the course of this contract and are to be considered as covered for this RFP. Should the DHCFP expand geographic areas the vendor can elect to offer health care services to recipients residing in any or all towns, cities, and/or counties in Nevada for which the vendor has been certified by the Nevada State Insurance Commissioner.  The vendor must meet the requirements of NAC 695c.160.





		Grievance

		Means any oral or written communications made by a recipient, or a provider acting on behalf of the recipient with the recipient’s written consent, to any vendor employee or its providers expressing dissatisfaction with any aspect of the Medicaid managed care health plan or provider’s operations, activities or behavior, regardless of whether the communication requests any remedial actions.





		Goods

		The term “goods” as used in this RFP has the meaning ascribed to it in NRS §104.2105(1) and includes, without limitation, “supplies”, “materials”, “equipment”, and “commodities”, as those terms are used in NRS Chapter 333.





		Habilitation

		Services designed to assist individuals in acquiring, retaining, and improving the self-help, socialization, and adaptive skills necessary to reside successfully in a home and community-based setting. The repetitive services required to maintain function generally do not involve complex and sophisticated therapy procedures, and consequently the judgment and skill of a qualified therapist are not required for safety and effectiveness. As such, “maintenance” programs do not meet the requirement of being restorative or

rehabilitative and are not a covered benefit by Nevada Medicaid. In certain instances the specialized knowledge and judgment of a qualified therapist may be required to establish a maintenance program.





		HCBS

		Comprehensive services delivered in home and community based (HCB) settings depending upon the needs and preferences of the individual. The goal of services offered in HCB settings is to help support individuals so they may safely remain in the community.  Many services are offered State Plan authority.  These include personal care services, home health, private duty nursing, adult day health care, intensive outpatient services, partial hospitalization and home based habilitation.  





		Health Care Plan

		An arrangement whereby any person undertakes to provide, arrange for, pay for, or reimburse any part of the cost of any health care services, and at least part of the arrangement consists of arranging for, or the provision of, health care services paid for by, or on behalf of, the recipient on a periodic prepaid basis (according to NRS 695C.030.4).





		Health Care Services

		Any services included in the furnishing to any natural person of medical care or hospitalization or incident to the furnishing of such care or hospitalization, as well as the furnishing to any person any other services for the purpose of preventing, alleviating, curing or healing human illness or injury.





		Healthy Kids

		The Division refers to the EPSDT program as Healthy Kids.





		Hearing

		A hearing is an orderly, readily available proceeding before a hearing officer, which provides for an impartial process to determine the correctness of an agency action (See MSM Chapter 3100).  Recipients and Medicaid providers are afforded an opportunity for hearing in certain circumstances and when requested in a timely manner.  An agency or HMO adverse determination made against a recipient’s request for service or payment as well as a determination against a provider that terminates or denies a provider application may provide opportunity for hearing.





		HEDIS

		Healthcare Effectiveness Data and Information Set - HEDIS is the performance measurement tool of choice for more than 90 percent of the nations managed care organizations. It is a set of standardized measures that specifies how health plans collect; audit and report on their performance in important areas ranging from breast cancer screening, to helping patients control their cholesterol to customer satisfaction. Purchasers and others use HEDIS data to compare plan performance.





		HEDIS Compliance Audit

		A comprehensive assessment by a HEDIS Certified Auditor using findings from the HEDIS Baseline Assessment Tool (BAT), from audits in prior years (if applicable) and the HEDIS logical measure groups to select a core set of measures from all vendor-reported measures. The auditor evaluates the core set of measures across all applicable domains described in the HEDIS specifications and extrapolates findings from the core set to all measures reported by the vendor.





		HIX

		Health Insurance Exchange





		HMO

		Health Maintenance Organization A Health Maintenance Organization, by Nevada Medicaid standards, is an entity that must provide its Medicaid or CHIP recipients inpatient hospital, outpatient hospital, laboratory, x-ray, family planning, physician, home health services, emergency services, and additional contracted Medicaid State Plan benefits.  The HMO provides these services for a premium or capitation fee, whether or not the individual recipient receives services. 

 



		Home Health Services

		Home health services are a mandatory benefit for individuals entitled to NF services under the state's Medicaid plan. In order to qualify for Home Health Services the recipient must have a face to face visit with qualified medical professional. Home health services must include nursing services, as defined

in the state's Nurse Practice Act, that are provided on a part-time or intermittent basis by a HHA, home health aide services provided by a HHA, and medical supplies, equipment, and appliances suitable for use in the home. Physical therapy, occupational therapy, speech pathology, and audiology services are optional services States may choose to provide. To participate in the Medicaid program, a HHA must meet the conditions of participation for Medicare.





		Hospital

		Hospital means an inpatient medical facility licensed to provide services at an acute level of care for the diagnosis, care and treatment of human illness primarily for patients with disorders other than mental diseases.  For purposes of Medicaid, a "hospital" must meet the requirements for participation in Medicare as a hospital.  It is not an Institution for Mental Diseases (IMD), a Nursing Facility (NF), or an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) regardless of name or licensure.





		Improper Payment

		A payment made for any Medicaid service which was not authorized, performed, documented, billed, and paid in accordance with Nevada Medicaid policy and all applicable federal and state laws. The term encompasses fraud, waste, and abuse, but also includes errors on the part of the provider or the payer.





		Indian Health Programs

		These are services that the United States Government provides to federally recognized American Indian Tribes and Alaska Native Villages (“Indian tribes”) based on a special government-to-government relationship.  This relationship is the result of treaties between the federal government and Indian tribes and federal legislation.  The Indian Health Services (IHS) is the primary source of medical and other health services for American Indian and Alaska Native people living on federal Indian reservations and other communities serviced by the IHS.  The IHS delivery system includes over 500 health care facilities, including 51 hospitals, operated directly by the IHS or by Indian tribes or tribal organizations under agreements (contracts, grants, or compacts) authorized by Title I or III of the Indian Self-Determination and Education Assistance Act (Public Law 93-638, as amended).





		Inpatient Hospital Services

		"Inpatient hospital services" means services ordinarily furnished in a hospital for the care and treatment of an inpatient under the direction of a physician or dentist and furnished in an institution that (a) is maintained primarily for the care and treatment of patients with disorders other than tuberculosis; (b) is licensed as a hospital by an officially designated authority for State standard-setting; (c) meets the requirements for participation in Medicare; and (d) has in effect a utilization review plan, applicable to all Medicaid patients, that meets the requirements of 42 CFR 482.30, 42 CFR 456.50-456.145 and 42 CFR 440.10  Inpatient hospital services do not include Skilled Nursing Facilities (SNF) or Intermediate Care Facilities (ICF) services furnished by a hospital with swing bed approval.





		Institutions for Mental Diseases (IMD)

		In 1988, P.L. 100-360 defined an institution for mental diseases as a hospital, nursing facility, or other institution of more than 16 beds primarily engaged in providing diagnosis, treatment, or care of persons with mental diseases, including medical attention, nursing care, and related services. This definition is in §1905(I) of the Act and in 42 CFR 435.1009. The regulations also indicate that an institution is an IMD if its overall character is that of a facility established and maintained primarily for the care and treatment of individuals with mental diseases. 





		IQAP

		Internal Quality Assurance Programs (IQAPs)



		I&R Unit

		Investigation and Recovery Unit at DWSS



		Key Personnel

		Vendor staff responsible for oversight of work during the life of the project and for deliverables.





		LCB

		Legislative Counsel Bureau





		LEP

		Limited English Proficiency – inability to read, write or understand the English language at a level that permits one to interact effectively with health care providers or the vendor.





		Licensure

		The act or practice of granting licenses as to practice a profession.





		Lock out

		Refers to a provider sanction that suspends the Medicaid agreement between the State Nevada Medicaid Program and the provider for a set period of time.





		LOI

		Letter of Intent - notification of the State’s intent to award a contract to a vendor, pending successful negotiations; all information remains confidential until the issuance of the formal notice of award.  





		Managed Care Organization (MCO)

		Managed Care is a system of health care delivery that influences utilization, cost of services and measures performance. The delivery system is generally administered by an MCO, which may also be known as a HMO.

An MCO or HMO is an entity that must provide its Medicaid or NCU recipients inpatient hospital, outpatient hospital, laboratory, x-ray, family planning, physician, home health services, emergency services, and additional contracted Medicaid State Plan benefits. The MCO provides these services for a premium or capitation fee, regardless of whether the individual recipient receives services.





		Managed Health Plan

		Provides one or more products which:  1) integrate financing and management with delivery of health care services to an enrolled population; 2) employ or contract with an organized provider network which delivers services and (as a network or individual provider) shares financial risk or has some incentive to deliver quality, cost-effective services; and 3) use an information system capable of monitoring and evaluating patterns of covered persons’ uses of medical services and the cost of those services.





		Marketing

		Any communication from the HMO, including its employees, affiliated providers, agents or contractors, to a Medicaid or Nevada Check Up recipient who is not enrolled with the HMO that can reasonably be interpreted as intended to influence the recipient to enroll with the HMO or either not to enroll in or to disenroll from another HMO’s plan.





		Marketing Materials

		Means materials that are produced in any medium, by or on behalf of HMO that can reasonably be interpreted as intended to market to potential recipients.





		Maternity Kick Payment  (SOBRA)

		The Maternity Kick Payment is payment made to the HMO which intended to reimburse the health plans for costs associated specifically with covered delivery costs and postpartum care.





		May

		Indicates something that is recommended but not mandatory.  If the vendor fails to provide recommended information, the State may, at its sole option, ask the vendor to provide the information or evaluate the proposal without the information.





		Medicaid

		Title XIX of the Social Security Act is a federal program which pays for medical benefits to eligible low-income persons needing health care.  In Nevada, it is administered by the Department of Health and Human Services, Division of Health Care Financing and Policy, subject to oversight by CMS.  The program costs are shared by the federal and State governments.





		Medicaid or Nevada Check Up Billing Number

		The Medicaid identification is an eleven digit number formats:  Providers use the Medicaid identification number when submitting claims for payment on services provided to eligible program recipients.





		Medicaid and Nevada Check Up Card

		Medicaid and Nevada Check Up Card means an instrument or device evidencing eligibility for receipt of Medicaid or Nevada Check Up covered services.  It is issued by the Fiscal Agent for the use of the cardholder in obtaining the types of medical and remedial care for which assistance may be provided under the Plan.





		Medicaid Fraud Control Unit  - MFCU

		MFCU is a federally funded and mandated State fraud unit, independent of the State Medicaid agency and authorized by the Medicare-Medicaid Anti-Fraud and Abuse Amendments of 1977.  The purpose of MFCU is to investigate and prosecute provider fraud in the Medicaid program.  In Nevada, MFCU was established by the 1991 Legislature within the Office of the Attorney General.





		Medicaid State Plan (aka “The Plan”)

		The Medicaid State Plan is a comprehensive statement submitted by the state Medicaid agency describing the nature and scope of its program and giving assurance that it will be administered in conformity with the specific requirements stipulated in the pertinent title of the Act, and other applicable official issuances of the Department of Health and Human Services (HHS).  The Medicaid State Plan contains all information necessary for the Department to determine whether the plan can be approved, as a basis for Federal Financial Participation (FFP) in the State program.



The Medicaid State Plan consists of written documents furnished by the State to cover each of its programs under the Act including the medical assistance program (Title XIX, Title XXI).  After approval of the original plan by HHS, all relevant changes, required by new statutes, rules, regulations, interpretations, and court decisions, are required to be submitted currently so HHS may determine whether the plan continues to meet federal requirements and policies.  Determinations regarding Medicaid State Plans (including state plan amendments (SPA) and administrative practice under the plans) originally meet, or continue to meet, the requirements for approval based on relevant federal statutes and regulations.





		Medical Assistance to the Aged, Blind and Disabled.- MAABD

		MAABD is a Medicaid eligibility category which provides medical coverage for certain persons who are eligible for and/or may be receiving Supplemental Security Income (SSI), persons who qualify for Home and Community Based Services (HCBS) 1915(c) waivers, certain persons who qualify for Medicare coverage, and certain disabled children who would be eligible for nursing facility placement but who are being cared for in their home for less cost than what would be incurred in such placement.





		Medical Care Advisory Committee- MCAC

		MCAC is a federally mandated advisory committee whose purpose is to act in an advisory capacity to the State Medicaid Administrator.





		Medical Necessity

		A health care service or product that is provided for under the Medicaid State Plan and is necessary and consistent with generally accepted professional standards to: diagnose, treat or prevent illness or disease; regain functional capacity; or reduce or ameliorate effects of an illness, injury or disability.

The determination of medical necessity is made on the basis of the individual case and takes into account:

a. Type, frequency, extent, body site and duration of treatment with scientifically based guidelines of national medical or health care coverage organizations or governmental agencies.



b. Level of service that can be safely and effectively furnished, and for which no equally effective and more conservative or less costly treatment is available. 

c. Services are delivered in the setting that is clinically appropriate to the specific physical and mental/behavioral health care needs of the recipient.



d. Services are provided for medical or mental/behavioral reasons rather than for the convenience of the recipient, the recipient’s caregiver, or the health care provider.



Medical Necessity shall take into account the ability of the service to allow recipients to remain in a community based setting, when such a setting is safe, and there is no less costly, more conservative or more effective setting.





		Member

		A Medicaid or Nevada Check Up recipient who is enrolled in a managed care program. May also be referred to as enrollee, recipient, or beneficiary.





		Mid Level Practitioner

		Includes physician assistants and nurse practitioners (advanced practice nurses).





		MSM

		Medicaid Services Manual is a compilation of regulations adopted under NRS 422.2368 and 422.2369. It sets guidelines and limitations regarding how the Division operates and what services are covered. Changes to the MSM are approved at public hearings.





		Must

		Indicates a mandatory requirement.  Failure to meet a mandatory requirement may result in the rejection of a proposal as non-responsive.





		NAC

		Nevada Administrative Code –All applicable NAC documentation may be reviewed via the internet at:  www.leg.state.nv.us.





		NCPDP

		National Council for Prescription Drug Programs, (NCPDP)





		NCQA

		National Committee for Quality Assurance which is an organization that develops health care measures that assess the quality of care and services that commercial and Medicaid managed care clients receive.





		Nevada Check Up

		Children’s Health Insurance Program (CHIP) provided under Title XXI of the Social Security Act to children whose families exceed Medicaid limits, but is equal to or less than 200% of the federal poverty level.





		Nevada Division of Welfare and Supportive Services (DWSS)

		The Nevada Division of Welfare and Supportive Services (DWSS) determine eligibility for Medical Assistance, Supplemental Nutrition Assistance Program (SNAP) and Temporary Assistance to Needy Families (TANF). 





		Nevada Early Intervention Services (NEIS)

		Clinics operating to serve children, from birth to their third (3rd) birthday, providing early intervention services for children with known or suspected developmental delays.  These clinics receive Title V funding.





		Notice of Award (NOA)

		Notice of Award – formal notification of the State’s decision to award a contract, pending Board of Examiners’ approval of said contract, any non-confidential information becomes available upon written request.





		Non-Emergency Transportation (NET) Broker

		A NET Broker contracts with individual transportation companies who provide transportation for eligible recipients of the DHCFP medical assistance programs.  The NET Broker manages, authorizes, and coordinates NET services for these recipients.  The NET Broker also provides various utilization management reports to Nevada Medicaid for quality assurance purposes.  The NET Broker may perform the transportation services with limitations.





		NRS

		Nevada Revised Statutes – All applicable NRS documentation may be reviewed via the internet at:  www.leg.state.nv.us.





		Orthodontics

		The branch of dentistry used to correct malocclusions (the "bite") of the mouth and restore it to proper alignment and function. Nevada Medicaid authorizes payment for orthodontics for qualified Medicaid recipients less than 21 years of age and for qualified Nevada Check Up recipients up to the birth month of their 19th year of age.  





		Other Health Care Coverage (OHC)

		As defined by Nevada Medicaid, OHC means any private health coverage plan or policy which provides or pays for health care services.  Exclusions to OHC include but are not limited to Medicaid managed care, automobile insurance, and life insurance.





		Out of Network Provider

		These are certain types of providers with whom formal contracts may not be in place with the vendor.  However, the vendor benefit package includes Medicaid services for which the vendor will reimburse for specific services. The vendor must negotiate a contract to determine the rate prior to services being rendered or pay no more than the FFS rate established by the DHCFP.





		Outpatient Services

		Outpatient services are those medically necessary services provided for the diagnosis and/or treatment of an illness or disease for which the patient will not require care in a facility for more than 24 hours. Services are provided in variety of settings that include, but are not limited to: the office/clinic, home, institution and outpatient hospital.





		Pacific Time (PT)

		Unless otherwise stated, all references to time in this RFP and any subsequent contract are understood to be Pacific Time.





		Parity

		Parity is a state of uniformity or similarity.





		Patient Protection and Affordable Care Act (PPACA) or Affordable Care Act (ACA)

		The Patient Protection and Affordable Care Act (PPACA) is a United States federal statute signed into law by on March 23, 2010. It represents the most significant regulatory overhaul of the system. Under the act, hospitals and primary physicians would transform their practices financially, technologically, and clinically to drive better health outcomes, lower costs, and improve their methods of distribution and accessibility. The ACA was enacted to increase the quality and affordability of health insurance, lower the uninsured rate by expanding public and private insurance coverage, and reduce the costs of healthcare for individuals and the government.





		Patient Liability (PL)

		Patient Liability is that portion of a recipient's income that must be paid toward the cost of care.





		Performance Improvement Project  (PIP)

		Activities conducted by managed care organizations designed to improve the quality of care or services received by managed care enrolled recipients.





		Performance Indicators

		Performance indicators are preset criteria which involve the recipient or provider and show the outcomes and impact level of Contract performance on specified sets of the population.





		Personal Care Services (PCS)

		Services performed in accordance with a written service plan developed in conjunction with the recipient, or the representative, and based on the needs of the recipient being served as determined by a functional assessment. Assistance may be in the form of direct hands-on assistance or cueing the individual to perform the task, and relates to the performance ADLs and IADLs. Personal Care Services may be provided in the home, or locations outside the home, including employment sites, or wherever the need for Personal Care Services occurs. The time authorized for services is documented in the approved service plan, regardless of the location of services.





		Personal Representative

		A personal representative is:

(1) A parent, including a parent who is an emancipated minor;



(2) A guardian of the person as defined in NRS Chapter 159, an executor or administrator;



(3) A person who has authority to make health care decisions under a power of attorney for health care; or



(4) A person who is designated, in writing, as a personal representative for a Medicaid or Nevada Check Up recipient (this authority may be granted only by the recipient or, in the case of a minor child or adult who is adjudicated incompetent, his/her parent or guardian).





		Plan of Correction (POC)

		A detailed written plan describing the actions and/or procedures to remedy deviation from the stated standard(s) or contractual and/or legal mandates.





		Post-Stabilization Services

		Means covered services, related to an emergency medical condition, that are provided after a recipient is stabilized in order to maintain the stabilized condition or are provided to improve or resolve the recipient's condition.





		Potential Recipient

		A Medicaid recipient who is subject to mandatory enrollment or may voluntarily elect to enroll in a given managed care program, but is not yet a recipient of a specific vendor. (Potential recipient definition is applicable to the Information Requirements – in 42 CFR 438.10, not to the Marketing section – in 42 CFR 438.104.)





		Prepaid Benefits Package

		The set of health care-related services for which plans will be capitated and responsible to provide.





		Primary Care Provider (PCP)

		Physicians who practice general medicine, family medicine, general internal medicine, general pediatrics, or osteopathic medicine. Physicians who practice obstetrics and gynecology may function as PCPs for the duration

of the health plan recipient’s pregnancy.



		Primary Care Site 

		A location, usually a clinic, where a recipient chooses to access primary health care.  The recipient’s medical record is maintained at this location, and a rotating staff of physicians manages and coordinates the recipient’s medical needs.





		Prior Resources

		Prior resources are any non-Medicaid coverage, public or private, which can be used to pay for medical services.  These resources and benefits are payable before Medicaid benefits are paid.





		Private Duty Nursing Services (PDN)

		Chapter 42 CFR 440.80 defines PDN services as nursing services for recipients who require more individual and continuous care than is available

from a visiting nurse or routinely provided by the nursing staff of the hospital or NF, and are provided through an agency:

1. by a Registered Nurse or a Licensed Practical Nurse;

2. under the direction of the recipient's physician; and

3. at the state’s option, to a recipient in one or more of the following locations:

a. his or her own home;

b. a hospital; or

c. an nursing facility.





		Proprietary Information

		Any trade secret or confidential business information that is contained in a bid or proposal submitted on a particular contract.  (Refer to NRS 333.020 (5) (a).





		Provider

		Any individual or entity that is engaged in the delivery of health care services and is legally authorized to do so by the State in which it delivers the services.  This includes: a person who has applied to participate or who participates in the plan as a provider of goods or services; or a private insurance carrier, health care cooperative or alliance, health maintenance organization, insurer, organization, entity, association, affiliation, or person, who contracts to provide or provides goods or services that are reimbursed by or are a required benefit of the plan. (1) For the fee-for-service program any individual or entity furnishing Medicaid services under an agreement with the Division is a provider.  (2) For the managed care program, any individual or entity that is engaged in the delivery of health care services and is legally authorized to do so by the State in which it delivers the services is a provider.  





		Provider Dispute

		The term provider dispute encompasses both grievances and appeals.  An appeal is a request to review an action as an “action” is described herein.  A grievance is an expression of dissatisfaction with any aspect of the Medicaid managed care health plan’s operations, activities or behavior, regardless of whether the communication requests any remedial actions.





		Provider Exclusion

		Refers to an action taken by the federal Office of the Inspector General (OIG) of the United States Department of Health and Human Services, which prohibits individual practitioners and/or providers from participating in providing services under and submitting claims for such services for reimbursement from any and all federally funded health care programs.  An exclusionary action by the OIG is immediate grounds for termination of a State Medicaid Provider Agreement and vendor subcontractor agreement and offers no opportunity for hearing with Nevada Medicaid.





		Prudent Layperson

		A person who possesses an average knowledge of health and medicine, who could reasonably expect the absence of immediate medical attention to result in placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, serious impairment to bodily functions, or serious dysfunction of any bodily organ or part.





		Public Record

		All books and public records of a governmental entity, the contents of which are not otherwise declared by law to be confidential must be open to inspection by any person and may be fully copied or an abstract or memorandum may be prepared from those public books and public records.  (Refer to NRS 333.333 and NRS 600A.030 [5]).





		Qualified Clinical Staff

		Those who are appropriately licensed or certified to perform medically necessary services or render clinical expertise, evaluation, and judgment in accordance with State and federal laws.





		Qualified Health Maintenance Organization”

		As defined by 42 USC 300e-9(c) (1) a health maintenance organization which has provided assurances satisfactory to the Secretary that it provides basic and supplemental health services to its members in the manner prescribed by section 300e(b) of this title and that it is organized and operated in the manner prescribed by section 300e(c) of this title, and (2) an entity which proposes to become a health maintenance organization and which the Secretary determines will when it becomes operational provide basic and supplemental health services to its members in the manner prescribed by section 300e(b) of this title and will be organized and operated in the manner prescribed by section 300e(c) of this title.





		Quality Assurance (QA)

		A formal set of activities to review and affect the quality of services provided.  Quality assurance includes quality assessment and corrective actions to remedy any deficiencies identified in the quality of direct patient, administrative and support services.





		Quality Improvement

		A continuous process that identifies problems in organizational systems, including health care delivery systems which tests solutions to those problems and constantly monitors the solutions for improvement.





		Quality Improvement Organization (QIO)

		Titles XI and XVIII of the Social Security Act (the Act) provide the statutory authority for the broad objectives and operations of the Utilization and Quality Control Quality Improvement Organization (QIO) program. The Peer Review Improvement Act of the Tax Equity and Fiscal Responsibility Act of 1982 established utilization and quality control Quality Improvement Organizations (QIOs).



QIOs operate under contract with the Secretary of Health and Human Services to review Medicare services, once so certified by CMS.  They may also contract with State Medicaid agencies and private insurers.  The utilization review/control requirements of 42 CFR 456, are deemed met if a State Medicaid agency contracts with a Medicare certified QIO, designated under Part 475, to perform review/control services (42 CFR 431.630).





		Recipient

		Means a natural person who receives benefits pursuant to the plan.





		Records

		Means medical, professional or business records relating to the treatment or care of a recipient, or to goods or services provided to a recipient, or to rates paid for such goods or services, and records required to be kept by the plan.





		Redacted

		The process of removing confidential or proprietary information from a document prior to release of information to others.





		Referral

		The recommendation by a physician, dentist and/or Contractor, and in certain instances, the recommendation by a parent, legal guardian and/or authorized representative, for a covered recipient to receive medically necessary care from a different provider.  





		Regulation 

		A U.S. Department of Health and Human Services statement of general applicability designed to implement or interpret federal law, policy or procedure; or a statement of Nevada Medicaid of general applicability designed to implement or interpret State or federal law, policy or procedure.





		Reinsurance

		Insurance purchased by a Contractor, insurance company, or self-funded employer from another insurance company to protect itself against all or part of the losses that may be incurred in the process of honoring the claims of its participating providers, policyholders, or employees and covered dependents.





		Request for Hearing

		A clear, written request from either a provider or Medicaid recipient to the Division or its MCO contractor(s) for a hearing relating to a sanction and/or adverse determination.  In the case of a provider sanction or adverse determination, it is a request made after all MCO and Division remedies have been exhausted by the provider.





		RFP

		Request for Proposal - a written statement which sets forth the requirements and specifications of a contract to be awarded by competitive selection as defined in NRS 333.020(8).





		Risk Contract

		Means under which the contractor assumes risk for the costs of the services covered under the contract and incurs loss if the cost of furnishing the services exceeds the payments under the contract.





		Rural Health Clinic (RHC)

		Rural Health Clinic (RHC), defined in 42 CFR 491.2, means a clinic that is located in a rural area designated as a shortage area.  It is not a rehabilitation agency or a facility primarily for the care and treatment of mental diseases.





		Sanction

		A sanction refers to an action taken either by Nevada Medicaid or the Office of Inspector General (OIG) against a provider or provider applicant.





		Secretary

		The Secretary of the United States Department of Health and Human Services.





		Seriously Emotionally Disturbed (SED)

		This determination can only be made by a qualified provider in regards to a minor child.





		Serious Mental Illness (SMI)

		This determination can only be made by a qualified provider in regards to an adult.





		Service

		Means any procedure, intervention, or item reimbursable under Medicaid or CHIP.





		Service Area

		The geographic area served by the vendor as approved by State regulatory agencies and/or as detailed in the certificate of authority.





		Service Levels

		Service levels are various measurable requirements that pertain to the delivery system structure of the contract and are used for evaluating contract performance and compliance.





		SFY

		State Fiscal Year, July 1st through June 30th.





		Shall

		Indicates a mandatory requirement.  Failure to meet a mandatory requirement may result in the rejection of a proposal as non-responsive.





		Should

		Indicates something that is recommended but not mandatory.  If the vendor fails to provide recommended information, the State may, at its sole option, ask the vendor to provide the information or evaluate the proposal without the information.





		Social Security Act

		The Social Security Act (the Act), Pub.L. 74–271, 49 Stat. 620, enacted August 14, 1935, now codified as 42 U.S.C. ch. 7, was a social welfare legislative act which created the Social Security system in the United States and governs the Medicaid Program (Title XIX) and CHIP Program (Title XXI).





		State

		The State of Nevada and any agency identified herein.





		Statement of Work

		A statement of the work or services which the Contractor is to perform under any contract awarded, and which is generally in the form of an exhibit attached to the contract.





		State Quality Assessment and Performance Improvement Strategy

		A written document that describes methods the DHCFP uses to assess and improve the quality of managed care services offered by all managed care organizations.





		Subcontractor

		Third party, not directly employed by the contractor, who will provide services identified in this RFP.  This does not include third parties who provide support or incidental services to the contractor.





		Subrogation

		Subrogation is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by the policy.





		Supplemental Omnibus Budget Reconciliation Act of 1996  (SOBRA)

		Legislation of the Omnibus Budget Reconciliation Act (OBRA) of 1986.



		Surveillance and Utilization Review (SUR)Unit

		The statewide surveillance and utilization program that safeguards against unnecessary or inappropriate use of Medicaid services and against excess payments; assesses the quality of those services; provides for the control of the utilization of, including inpatient services provided in accordance with 42 CFR 456 Subpart B.





		Targeted Case Management

		Targeted case management is a service that refers to the identification of a “target” group of recipients for whom case management services will be provided.  This targeting may be done by age, type or degree of disability, illness or condition, or another identifiable characteristic or combination thereof.  These services are defined as “services which assist an individual, eligible under the plan, in gaining access to needed medical, social, educational and other service.”  The intent of these services is to allow States to reach beyond the usual bounds of the Medicaid program to coordinate a broad range of activities and services necessary to the optimal functioning of the Medicaid recipient. 

Targeted case management has a specific meaning for Nevada Medicaid & Nevada Check Up.  TCM, as defined by Medicaid Services manual, Chapter 2500, is carved out of the managed care contracts.  Case management, which differs from Targeted Case Management, is required from the contracted managed care organization.





		Temporary Assistance for Needy Families (TANF)

		Medicaid eligibility category which became effective January 1, 1997 as a result of the Personal Responsibility and Work Opportunity Act of 1996.  TANF eligibility allows for cash payments.  In addition, States have the option of including Medicaid eligibility as a program benefit.  Nevada has elected to include Medicaid coverage under this eligibility option.





		Third Party Liability (TPL)

		Third parties including health insurers, self insured plans, group health plans (as defined in section 607 (1) of the Employee Retirement Income Security Act of 1974), service benefit plans, MCOs, pharmacy benefit managers, or other parties that are, by statute, contract, or agreement, legally responsible for payment of a claim for a health care item or service. TPL includes COB cost avoidance and recovery.





		Trade Secret

		Information, including, without limitation, a formula, pattern, compilation, program, device, method, technique, product, system, process, design, prototype, procedure, computer programming instruction or code that: derives independent economic value, actual or potential, from not being generally known to, and not being readily ascertainable by proper means by the public or any other person who can obtain commercial or economic value from its disclosure or use; and is the subject of efforts that are reasonable under the circumstances to maintain its secrecy.





		USC

		United States Code





		User

		Department, Division, Agency or County of the State of Nevada.





		Utilization

		The extent to which the recipients of a covered group use a program or obtain a particular service, or category of procedures, over a given period of time. It is usually expressed as the number of services used per year or per

100 or one 1,000 persons eligible for the service.





		Utilization Control

		Utilization Control refers to the federally mandated methods and procedures to safeguard against unnecessary or inappropriate utilization of care and services to Medicare and Medicaid recipients.  (42 CFR 456.50-456.145).





		Utilization Review

		A formal assessment of medical necessity, efficiency, and/or appropriateness of health care services and treatment plans on a prospective, concurrent or retrospective basis. 





		Vaccines for Children (VFC)

		The VFC program is a federally funded program that provides vaccines at no cost to children who might not otherwise be vaccinated because of inability to pay.





		Value Added Service

		A benefit offered to all recipients in specific population groups,

covered by the vendor for which the vendor receives no direct capitation payment from the DHCFP.





		Vendor

		Organization/individual submitting a proposal in response to this RFP.





		Will

		Indicates a mandatory requirement.  Failure to meet a mandatory requirement may result in the rejection of a proposal as non-responsive.












STATE OBSERVED HOLIDAYS



The State observes the holidays noted in the following table.  When January 1st, July 4th, November 11th or December 25th falls on Saturday, the preceding Friday is observed as the legal holiday.  If these days fall on Sunday, the following Monday is the observed holiday.



		Holiday

		Day Observed



		New Year’s Day

		January 1



		Martin Luther King Jr.’s Birthday

		Third Monday in January



		Presidents' Day

		Third Monday in February



		Memorial Day

		Last Monday in May



		Independence Day

		July 4



		Labor Day

		First Monday in September



		Nevada Day

		Last Friday in October



		Veterans' Day

		November 11



		Thanksgiving Day

		Fourth Thursday in November



		Family Day

		Friday following the Fourth Thursday in November



		Christmas Day

		December 25







[bookmark: _Toc180917193][bookmark: _Toc454804387]SCOPE OF WORK



GENERAL



[bookmark: _Toc331485864]The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed care entity. 

[bookmark: _Toc331485857]

The DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of the resulting contract.  The DHCFP expects potential vendors to prescribe specific solutions that will achieve the DHCFP’s objectives and the service levels described elsewhere in this RFP.  This RFP describes what is required and places the responsibility for how it is accomplished on the vendor.  Vendors should consider and identify cost saving and cost-avoidance methods and measures when developing their proposals.



Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of Nevada are conditions precedent to the contract and shall continue as conditions during the term of any contract.  The vendor must hold a current certificate of authority from the Nevada State Insurance Commissioner for the applicable contract period and throughout the contract period, or have a written opinion from the Insurance Commissioner that such a certificate is not required.  The awarded vendor must provide proof of a valid certificate of authority prior to the contract readiness review.



The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of the quality of care provided by the vendor.  Accredited organizations must meet quality standards related to various aspects such as consumer protection, case management, and quality improvement activities and facilitates comparison of vendors due to consistent data requirements.



The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual.



The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to be considered as covered for this Request for Proposal.  Describe your willingness and ability to expand coverage to other geographic regions outside of the current mandatory areas.  Should the DHCFP expand geographic areas, services or Medicaid populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.” 



As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unless necessary to provide access to care, nor are they required to serve any recipients who live in rural / frontier areas unless necessary to provide appropriate access to care. 



Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient.



At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed Care Organization.  Should the DHCFP expand geographic areas, services or Medicaid populations, or carve services out, the DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.  



At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-governmental entities affiliated with the government in providing medically necessary services, including behavioral health services.  If this option is exercised and there is any resulting expense incurred by the vendor, the DHCFP will adjust the capitation rate so that it remains actuarially sound.



[bookmark: _Toc331485860]COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX)



In addition to providing Medicaid Managed Care services, the vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual Exchange of the State designated Health Insurance Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will have a product available on the HIX will receive a higher point value in the RFP evaluation.  The QHPs offered pursuant to this requirement must meet the qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that may not meet the following standards), as described below. 



The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, sometimes frequently, between the programs, due to changes in eligibility status.  An MCO Transition QHP must:



Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations;



Meet the licensing requirements of the Department of Business and Industry, Division of Insurance;



Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid;



Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO;



Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for any period of time for recipients who transition between any other company’s MCO or Medicaid plan or the vendors QHP; and



Use a formulary that is similar to that of the vendor’s MCO.



This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX.  Additionally, the vendor may designate other QHPs (at any of the metal tiers on the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if such QHPs meet the requirements described in this section.  The MCO Transition QHP designation may be displayed on the website of the State-designated HIX where QHPs are sold, as other quality indicators may be displayed, at the discretion of the State-designated HIX.



If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating willingness to comply with this section.  Please describe any differences between Title XIX and Title XXI MCO plan and the MCO Transition QHP.  Please provide any additional criteria that should be included to minimize the adverse impacts of churn.



The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance Oversight (CCIIO), and/or other federal government entities.



VENDOR DUTIES AND RESPONSIBILITIES 



The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated key meetings scheduled by the DHCFP.  The purpose of these meetings includes, but is not limited to, contract compliance, the DHCFP auditing functions and responsibilities, access to care, quality, and any other applicable issues concerning administration and management of the contract as well as program and service delivery.  The frequency of such meetings may include, at a minimum, monthly teleconferences and/or videoconferences in addition to quarterly on-site meetings.  The location of the on-site meetings will be at either the DHCFP administrative offices in Carson City or a site in Las Vegas.  It is the sole responsibility of the DHCFP to provide reasonable advanced notice of such meetings, including location, time, date, and agenda items for discussion.  



MEDICAL SERVICES



Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP recipients shall not be less in amount, duration, and scope than those covered services specified in the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, but may be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, duration, or scope shall be preceded by a review of impact on capitation amounts.



MCO's are able and encouraged to provide value added services in addition to Title XIX

And Title XXI State Plans. The vendor shall describe each of the expanded benefits it proposes to offer its recipients by eligible population.



The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada Check Up recipient.  Any insurance duty shall be construed to flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient.  



General Information



Each vendor must provide, either directly or through subcontractors, the managed care benefit package, as described in this RFP, to enrolled recipients to ensure all medically necessary services covered under the Title XIX and Title XXI State Plans are available and accessible to them. 



The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website at:



http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 



The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor:



Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which the services are furnished;



May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, or condition of the recipient;



May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be expected to achieve their purpose; and



Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriate growth and development; and the ability to attain, maintain, or regain functional capacity in a manner that is no more restrictive than that used in the State Medicaid and CHIP programs as indicated in State statutes and regulations, the Title XIX and Title XXI State Plans, and other State policy and procedures, including the Medicaid Services Manual (MSM).  



The MCO can utilize different authorization requirements than what is used by the State, as long as they are not more restrictive.  



Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for initial and continuing authorizations of services.



The vendor must have in effect mechanisms to ensure consistent application of review criteria for authorization decisions and consult with the requesting and/or servicing provider, when necessary.



The vendor shall monitor prior authorization requests.  The DHCFP, at its sole discretion, may require removal of the prior authorization requirement based on reported approval percentage rates, to align prior authorization procedures across delivery entities, and if determined necessary for the proper administration of the Medicaid program. 



Any decision made by the vendor to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested, must be made by a health care professional who has appropriate clinical expertise in treating the recipient’s condition or disease.



The vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-service program.



If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on moral or religious grounds, the vendor must furnish information about the services it does not cover to the DHCFP with its application for a Medicaid contract and whenever it adopts such a policy during the term of the contract. 



Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's managed care program. In establishing and maintaining the network, the vendor must consider the following:



The anticipated DHCFP recipient managed care enrollment;



The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients;



The expected utilization of services including a description of the utilization management software or other process used by the plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up populations;



The numbers and types of providers required to furnish the contracted Medicaid covered services; and



The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care Site may not be more than 25 miles from the enrolled place of residence without the written request of the recipient.



Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate.



Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level.  



Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP.  Any specialist can be a PCP based on medically necessary conditions. If a specialist is chosen as a PCP, they must be reported as a specialist.  The specialist does not count as both a PCP and a specialist for reporting purposes. Recipients with disabilities must be given an additional 30 calendar days to select a PCP. 



Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network provider(s).



Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible. 



Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services.  This is in addition to the recipient’s designated PCP, if that source is not a women’s health specialist.



Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them.  If the network is unable to provide necessary services covered under the contract to a particular recipient, the vendor must negotiate a contract and determine the rate or pay no more than the FFS rate. Must exhaust all out of network providers located within 25 miles of the recipient’s address before contracting with out  of network providers located over 25 miles from recipient’s address.



Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient.



Must coordinate with out of network providers with respect to payment.



Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP.



Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR 438.206; must meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services; must make services included in the RFP available twenty-four (24) hours per day, seven (7) days per week, when medically necessary;  must establish mechanisms to ensure compliance by providers; monitor providers regularly to ensure compliance; and, must take corrective action if there is a failure to comply. 



Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after business hours and on weekends.  Policies and procedures must include provision of direct contact with qualified clinical staff.  Urgent coverage means those problems which, though not life-threatening, could result in serious injury or disability unless medical attention is received. 



The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100.  For the purposes of this RFP, the State has identified the prevalent non-English language in Nevada to be Spanish.  The BBA Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors offer accessible and high quality services in a culturally competent manner.



Cultural Competency Plan



Each vendor must have a comprehensive cultural competency program, which is described in a written plan.  The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The CCP must identify the goals and objectives of the vendor’s cultural competency program and encompass the goals and objectives described in the DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS). The CCP must be reviewed and updated annually and submitted to the DHCFP in the second quarter of each calendar year.



The vendor must identify a staff person, title or position responsible for the CCP.  If there is a change in the staff member responsible for the CCP, the vendor must notify the DHCFP.



The CCP must contain a description of Staff Recruitment and Retention:



The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions.



Education and Training



The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all cultures. The vendor regularly assesses the training needs of the staff and updates the training programs, when appropriate. Trainings are also customized to staff based on the nature of the contacts they have with providers and/or recipients.



The education program consists of methods the vendor will use for providers and other subcontractors with direct recipient contact.  The education program will be designed to make providers and subcontractors aware of the importance of providing services in a culturally competent manner.  The vendor must also make additional efforts to train or assist providers and subcontractors in receiving training in how to provide culturally competent services.



Culturally Competent Services and Translation/Interpretation Services



The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs and/or disparities is performed, which is used to plan for and implement services that respond to the distinct cultural and linguistic characteristics of the vendor’s membership.  Culturally competent care requires that the vendor regularly evaluate its network, outreach services and other programs to improve accessibility and quality of care for its membership.  It must also describe the provision and coordination needed for linguistic and disability-related services.  



A vendor, at the point of contact, must make recipients aware that translation services are available.  The services that are offered must be provided by someone who is proficient and skilled in translating language(s).  The availability and accessibility of translation services should not be predicated upon the non-availability of a friend or family member who is bilingual. Recipients may elect to use a friend or relative for this purpose, but they must not be encouraged to substitute a friend or relative for a translation service.



The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner:



All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language.



All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that language.  Vital materials must include, at a minimum, notices for denial, reduction, suspension or termination of services, and vital information from the member handbook.



All written notices informing recipients of their right to interpretation and translation services shall be translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and have LEP. 



Evaluation and Assessment of CCP



The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A summary report of the evaluation must be sent to the DHCFP.  The evaluation may, for example, focus on: comparative recipient satisfaction surveys, outcomes for certain cultural groups, recipient complaints, grievances, provider feedback and/or vendor employee surveys.  If issues are identified, they must be tracked and trended, and actions must be taken to resolve the issue(s).



The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not limited to, non-interference with recipient/health care provider communications and prohibitions against factoring and accepting or paying kickbacks for services provided to the DHCFP recipients.



Vendor Covered Services



No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below.



At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shall include, but may not be limited to, the following:



Applied Behavior Analysis;



Ambulatory Surgery Centers;



Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment;



Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner;



Certified Registered Nurse Practitioner;



Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients);



Community Paramedicine;



Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting; 



Disposable Medical Supplies;



Durable Medical Equipment;



Early Periodic Screening, Diagnosis and Treatment (EPSDT); 



Emergency Transportation; 



End Stage Renal Disease Facilities;



Family Planning Services;



Hearing Aid Dispenser and Related Supplies;



Home Health Agency;



Hospital Inpatient;



Hospital Outpatient;



Inpatient Medical Rehabilitation Center or Specialty Hospital;



Intravenous Therapy (TPN);



Laboratory - Pathology/Clinical;



Medical Rehabilitation Center or Specialty Hospital;



Mental Health Services:



Inpatient Psychiatric Hospital;

Mental Health Outpatient Clinic; 

Mental Health Rehabilitative Treatment;  

Psychologist;

Outpatient Psychiatric; 

Residential Treatment Centers (RTC);

Case Management;

Habilitation services; and

Medication Management.



Methadone Treatment;



Nursing Facilities; under 45-days (see 3.2.3.11);



Nurse Anesthetist;



Certified Nurse Midwife;



Opticians/Optometrists;



Outpatient Surgery;



Personal Care Aide;



Pharmacy;



Physician/Osteopath;



Physician Assistants;



Podiatrist (for EPSDT eligible recipients);



Private Duty Nursing;



Prosthetics;



Radiology and Noninvasive Diagnostic Centers;



Residential Treatment Centers; (with limitations);



Rural Health Clinics and Federally Qualified Health Centers (FQHC);



School Based Health Centers;



Special Clinics;



Swing Beds Stays, under 45 days; 



Therapy:



Audiology;

Occupational;

Physical;

Respiratory;

Speech; 

Habilitation; and



Tobacco Cessation;



Transitional Rehabilitative Center; and



Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see limitations).



Other services as defined in the Medicaid Services Manual (MSM).



Special Considerations



Inpatient Hospital Services



The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs).  These alternative settings must be lower cost than traditional inpatient settings. By the 15th of every month the vendor must report to the DHCFP the recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior calendar month. Example: by August 15th the vendor must submit a list of Medicaid recipients who had an IMD inpatient stay for more than 15 days during the month of July.



The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no longer meets an acute level of care will result in the vendor reimbursing the acute care facility at the average skilled nursing facility (SNF) rate or the administrative day reimbursement rate, whichever is greater.



Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.



The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a covered benefit or modify coverage limitations at any time.  The DHCFP will review and may adjust the capitation payment to ensure an actuarial sound rate is maintained and paid to the MCO at the time of the change to cover increased/decreased medical costs and/or expanded populations.  The current exclusions and limitations are identified as follows:



All services provided at Indian Health Service Facilities and Tribal Clinics.



All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may choose to opt out of managed care. If an eligible Indian who is enrolled in managed care seeks covered services from IHS, the vendor must request and receive medical records regarding those covered services/treatments provided by IHS. If covered services are recommended by IHS and the recipient seeks those services through the vendor, the vendor must either provide the service or must document why the service is not medically necessary. The documentation may be reviewed by the DHCFP or other reviewers. The vendor is required to coordinate all services with IHS. If a Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian recipient elects to disenroll from the vendor, the disenrollment will commence no later than the first day of the second administrative month after which all covered medically necessary services will be reimbursed by FFS.



The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule.



Non-Emergency Transportation (NET)



The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically necessary non-emergency transportation.  The vendor and its subcontractors shall coordinate with the NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled recipients.  The vendor and its subcontractors must also verify medical appointments upon request by the DHCFP or the NET Broker.



School-Based Child Health Services (SBCHS) with Limitations



The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. School-Based Health Clinics are separate and distinct from School-Based Child Health Services.



Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If the child is found eligible for these services, then an Individual Education Plan (IEP) is developed for the child.  The IEP specifies services needed for the child to meet his/her educational goals.  A copy of the IEP will be sent to the child’s PCP within the managed health care plan, and maintained in the recipient’s medical record.



The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school districts’ provider contract. The current school district contracts will be maintained by the State; the MCO will not contract directly with the school district. 



The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XIX Medicaid-eligible children are not limited to receiving health services through the school districts.  Services may be obtained through the vendor rather than the school district if requested by the parent/legal guardian.  



The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendor case manager shall coordinate with the school district in obtaining any services which are not covered by the plan or the school district.



The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.



Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.



Adult Day Health Care



Recipients requiring this service are eligible for managed care.



Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that recipients who are receiving ADHC services are receiving all medically necessary services covered in the managed care benefit package.



Home and Community Based Waiver Services (1915(c)).



Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.



All PASRR and LOC are performed by the DHCFP’s fiscal agent.



Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations



The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically necessary medical, mental health and mental health rehabilitation services.



The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the assessment is necessary, and must obtain authorization from the minor recipient’s parent/guardian or from the enrolled adult or his/her personal representative to conduct the assessment and to release the determination to the DHCFP and/or its designee.



Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal representative designation form, is available upon request.



The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/network providers makes a determination on behalf of a Medicaid recipient who is enrolled in managed care at the time such determination is made, the determination will be rejected and the entity will be directed to refer the enrolled recipient to the vendor for a determination and services. SED or SMI determinations made by authorized entities referenced in Chapter 400 of the MSM will be considered valid for recipients who transition from FFS to managed care.  Likewise, determinations made by the vendor or its identified subcontractors/network providers will be considered valid for recipients who transition from managed care to FFS.  SED or SMI determinations made by appropriately licensed mental health practitioners within the 12-month period preceding initial Medicaid eligibility will be considered valid for either FFS or managed care recipients.



If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.



Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the same as for the initial SED or SMI determination as stated above.



Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.



Targeted Case Management (TCM)



TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts.  Case management, which differs from TCM is required from the contracted Vendors.



Child Welfare



Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their guardian requests enrollment. 



There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers is preferred as it will help ensure continuity of care of these recipients. 



All Nursing Facility Stays Over Forty-Five (45) Days



Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar days of a nursing facility admission, pursuant to the Medicaid Services Manual (MSM).  The vendor is also required to collect any patient liability (PL) for each month a capitated payment is received. The vendor shall notify the DHCFP on the 46th day that the recipient is to be disenrolled.  The recipient will be disenrolled from the MCO and the stay will be covered by FFS commencing on the 46th day of the facility stay.



Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days



Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a swing bed admission.  The vendor is also required to collect any PL for each month a capitated payment is received.  The vendor shall notify the DHCFP by the fortieth (40th) day of any swing bed stay expected to exceed forty-five (45) days. The recipient will be disenrolled from the MCO and the stay will be covered by FFS commencing on the forty-sixth (46th) day of the facility stay.



Residential Treatment Center (RTC), Medicaid Recipients



The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC charges including admission, bed day rate, and ancillary services until properly disenrolled from managed care.  Recipients who are covered under Title XIX Medicaid will be disenrolled from the vendor on the first day of the next month following the RTC admission. Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the month following RTC admission.  The RTC bed day rate and ancillary services will be reimbursed through FFS thereafter for this population.



The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.



The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary services throughout the RTC stay.



Residential Treatment Center (RTC), Nevada Check Up Recipients 



The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XXI State Plan, recipients who are covered under Nevada Check Up will remain enrolled with the vendor throughout their RTC admission.  The vendor is responsible for reimbursement of all ancillary services [i.e., physician services, optometry, laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their RTC admission.  The RTC admission and bed day rate will be covered by FFS for this population commencing on the first day of admission.



Hospice



Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled immediately.  Nevada Check Up recipients will not be disenrolled, however payment for Nevada Check Up hospice services will be carved out and FFS should be billed.



Dental Services



These include covered diagnostic, preventive or corrective services or procedures that include treatment of the teeth and associated structures of the oral cavity for disease, injury or impairment that may affect the oral or general health of the eligible Medicaid recipient up to age 21 years and eligible Nevada Check Up recipients up to the birth month of their 19th year; and dentures. Follow up for emergent and urgent dental care.  



Orthodontic Services



Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1000. The MCO is responsible for ensuring referral and the coordination of care for orthodontic services, pursuant to this RFP.  



EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)



The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) years.  The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.63.  The vendor must conduct all interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500.



Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a).  For Title XIX children, the vendor is responsible for reimbursement of all medically necessary services under EPSDT whether or not the service is in the Medicaid State Plan.  The vendor is responsible for the oral examination component of the EPSDT physical exam and referral to a dental provider, as per the dental periodicity schedule or when medically necessary.  The vendor is responsible for the coordination of care in order to ensure all medically necessary coverage is being provided under EPSDT.  The services which need to be provided through the vendor include, but are not limited to, the following in accordance with 1905(r) of the Social Security Act and the MSM Chapter 1500:



EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are basically one and the same and are billed using the same codes with the same reimbursement.    The vendors are not required to pay for any treatments outside of the Title XXI state plan for Nevada Check Up recipients.



Screening services which include a comprehensive health and developmental history (including assessment of both physical and mental health development); 



A comprehensive, unclothed physical exam; 



Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule); 



Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal requirements); 



Health education;



Vision services; 



Dental services referrals; 



Hearing services; and 



Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening services, whether or not such services are covered under the State Medicaid Plan. 



The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this provides the basis for approval as non-experimental.  Appropriate limits may be placed on EPSDT services based on medical necessity. 



The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services.  These efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal documents cited in this Section, and Information Requirements of this RFP.



Additional Preventive Services



Tobacco Cessation Treatment 



Screening for tobacco use at every PCP visit; and



For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a minimum: 



Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence Treatment. These visits are in addition to any mental health coverage limits:



Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH.



Individual tobacco cessation counseling / coaching.



Group tobacco cessation counseling / coaching. 



FDA approved cessation medications:



All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment regimen should cover a minimum of 90 days. 



Combination therapy – the use of a combination of medications, including but not limited to the following combinations – should be allowed:



· Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy (gum or nasal spray).



· Nicotine patch and inhaler.



· Nicotine patch and bupropion SR.



Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment.



Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or frequency of tobacco cessation treatments included in this section.



Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that recipients are given complete information about the coverage of tobacco cessation items and services.



Vendor will partner with the DPBH to, at a minimum:



Promote the full Tobacco Cessation Benefit to recipients.



· Gain input from the DHCFP on promotional materials provided to recipients.  Provide reports to DHCFP on promotional activities at least biannually.



Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid MCO run quitline.



Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually.



The approved MCO quitline vendor must be a member of NAQC. 



Health Promotion and Education Programs



The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target population groups of recipients served.  The vendor shall use community-based needs assessments and other relevant information available from State and local governmental agencies and community groups.  Health promotion and education activities shall be evidence-based, whenever possible, and made available in formats and presented in ways that meet the needs of all recipient groups.  The vendors shall comply with all applicable State and federal statues, regulations and protocols on health wellness programs.  The vendor shall submit a written description of all planned health promotion and education activities and targeted implementation dates to Nevada Division of Public and Behavioral Health, Chronic Disease Prevention and Health Promotion for approval, prior to implementation, including culturally and linguistically appropriate materials and materials developed to accommodate each of the enrolled target populations. Health promotion topics shall include, but are not limited to, the following:  



Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following preventative cancer screenings: 



Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;



Mammography and Clinical Breast Exams for Breast Cancer;



Low Dose CT Screening for Lung Cancer; and



Pap Testing for Cervical Cancer.



The vendor is encouraged to offer additional preventive or cost-effective services to enrolled recipients if the services do not increase the cost to the State.



Pharmacy Services



Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  The vendor is expected to offer pharmacy benefits that mirror or exceed FFS. Pharmacies that process prescription drug claims for recipients must be enrolled as a Nevada Medicaid provider and licensed in good standing by the State Board of Pharmacy.



The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation.  The DHCFP shall approve the vendor’s formulary prior to implementation.  Medications not covered in the vendor's formulary must be available through a non-formulary request process based on prescriber certification and justification of medical necessity.  Prior authorization criteria and quantity limits must be based on best practice or evidence based practice standards.  Vendors may propose their drug benefit design but they may not be more restrictive than FFS and may not have co-pays. For specific therapeutic categories of drugs that have mandated coverage rules the vendor is expected to comply with NRS 422.4025.



The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the plan’s recipients.



The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting with the prescriber. The vendor must then document the reasons a drug is not medically necessary if a current prescription is terminated.



The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is medically necessary for a particular patient.  The prescriber should document in the patient’s medical record the need for the brand-name product in place of the generic form.  Certification must comply with the following: certification must be in the prescriber’s own handwriting; certification must be written directly on the prescription blank; and a phrase indicating the need for a specific brand is required. (An example would be “Brand Medically necessary.”)  



Vendors must have a Lock-In program for recipients showing drug seeking behaviors.  These recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only.  They can use any pharmacy for their non-controlled medications. Criteria should include recipients utilizing more than one pharmacy or 3 or more physicians for controlled substances, repeated ER visits for pain medication, cash payments for drugs or other drug seeking behaviors.  Vendor must have a process where recipients can change lock in providers and have an override policy for instances where their locked in pharmacy is out of stock or the recipient is out of area and needs their controlled medication.



For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan and MSM.



The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually agreed upon format and in a mutually agreed upon timeframe, but no less than quarterly. The vendor agrees to modify the pharmacy claims processing systems to accommodate additional data elements in compliance with current National Council for Prescription Drug Programs (NCPDP) transactions standards and guidelines, such that pharmacy encounters can be submitted by the DHCFP for rebates.



Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP or its vendor, the vendor shall, if needed, correct and resubmit any disputed encounters and send a response file that includes: corrected and resubmitted encounters and/or an explanation of why the disputed encounters could not be corrected.



The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information necessary for the DHCFP to process the claim for rebates.  Covered outpatient drugs dispensed to individuals eligible for medical assistance who are enrolled with the vendor shall be subject to the same rebate requirements as the DHCFP is subject under Section 1927 and the DHCFP shall collect such rebates from manufacturers. The vendor shall report to the DHCFP, on a timely and periodic basis specified by the U.S. Secretary of Health and Human Services (Secretary), information on the total number of units of each dosage from and strength and package size by NDC of each covered outpatient drug dispensed to recipients for which the entity is responsible for coverage (other than outpatient drugs) and other data as the Secretary determines necessary.



Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults



The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early Intervention, and mental health services for adults.  The vendor must reimburse certain types of providers with whom formal contracts may not be in place and coordinate these services with other services in the benefit package.



The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment by appropriately qualified health care professionals to need a course of treatment or regular care monitoring.  The treatment plan must be:



Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for the recipient;



Approved by the vendor in a timely manner, if approval is required by the vendor; and



In accordance with any applicable State quality assurance and utilization review standards.



Must have a mechanism in place to allow these recipients direct access to a specialist through a standing referral or an approved number of visits, as deemed appropriate for the recipient’s condition and identified needs.  



The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting Guide of this RFP for all SED and SMI referrals and determinations, and must reimburse providers of these services pursuant to the referenced Nevada Medicaid policies and procedures.  



Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs



These services are covered, with limitations, when medically necessary.  Coverage limitations for these services are defined in the Title XIX and Title XXI State Plans.  The DHCFP covers Corneal, Kidney, Liver and Bone Marrow transplants and associated fees for adults. For children up to age 21, any medically necessary transplant that is not experimental will be covered. The vendor may claim transplant case reimbursement from the DHCFP for in-patient medical expenses above the threshold of $100,000 in a State Fiscal Year (July 1 – June 30). 75% of the expenses above $100,000 are reimbursed to the vendor.



Out-of-Network Services



If the vendor’s provider network is unable to provide medically necessary services covered under the plan to a particular recipient, the vendor must adequately and timely cover these services out of network for the recipient for as long as the vendor is unable to provide them. The vendor benefit package includes covered medically necessary services for which the vendor must reimburse certain types of providers with whom formal contracts may not be in place.  The vendor must also coordinate these services with other services in the vendor benefit package.  The services/providers are as follows:



Out-of-Network Providers



When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor must:



Coordinate the care with out-of-network providers; 



Offer the opportunity to the out-of-network provider to become part of the network; and



Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate..



Emergency Services



The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who furnished the services has a contract with the vendor.  The vendor must pay the out-of-network provider for emergency services, applying the “prudent layperson” definition of an emergency, rendered at a rate no more than the FFS rate. 



No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers.  The vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks emergency services, applying the “prudent layperson” definition of an emergency; this includes the prohibition against denying payment in those instances in which the absence of immediate medical attention would have resulted in placing the health of the recipient in serious jeopardy, serious impairment to bodily function, or serious dysfunction of any bodily part or organ.  The vendor may not deny payment for emergency services treatment when a representative of the vendor instructs the recipient to seek emergency services care. 



Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room provider, hospital, or fiscal agency not notifying the recipient’s PCP, Vendor, or the DHCFP of the recipient’s screening, and treatment within ten (10) calendar days of the presentation for emergency services.



A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.  The vendor is responsible for coverage and payment of services until the attending physician or the provider actually treating the recipient determines that the recipient is sufficiently stabilized for transfer or discharge and that determination is binding on the vendor.



Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting.



Post-Stabilization Services



The vendor is financially responsible for:  



Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization representative;  



Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a request to the vendor for pre-approval of further post-stabilization care services; and



Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized condition if vendor does not respond to a request for pre-approval within one (1) hour, or the vendor cannot be contacted or the vendor and the treating physician cannot reach an agreement concerning the recipient's care and a network provider or other organization representative is not available for consultation.  In this situation, the vendor must give the treating physician the opportunity to consult with a network physician and the treating physician may continue with care of the recipient until a network physician is reached or one of the criteria in 42 CFR 438.114(e)  and 42 CFR 422.113 is met.



Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recipient’s care or a network physician assumes responsibility for the recipient's care through transfer or the vendor and the treating physician reach an agreement concerning the recipient's care or the recipient is discharged.



Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network. 



Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)



The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  Vendors may enter into contracts with FQHCs or RHCs provided that payments are at least equal to the amount paid to other providers for similar services. If the vendor does not have a contract with an FQHC or RHC, the vendor must pay at a rate equivalent to the FFS rate. This does not apply to out of network providers of emergency services. The vendor must demonstrate a good faith effort to negotiate a contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC providers in the vendor’s network.  Contracting with just one provider at each FQHC or RHC does not constitute a good faith effort to include the FQHC or RHC in the vendor’s network. The vendor must report to the DHCFP payments and visits made to FQHCs and/or RHCs. The DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly reporting on FQHC/RHC activity.   



Out-Of-State Providers



When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the vendor must negotiate a contract to determine the rate prior to services being rendered.  The vendor must inform the provider to accept vendor reimbursement as payment in full.  The only exception is for TPL.  The OOS provider must not bill, accept or retain payments from Medicaid or Nevada Check Up recipients.  



Obstetrical/GYN Services



The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive and/or curative services and may include, but are not limited to, patient education, nutritional services, personal care services or home health care, substance abuse services, and care coordination services, in addition to maternity care.  Any identification of high-risk factors will require the PCP, OB provider, case manager or other health care professional to refer the woman who is determined to be at risk for preterm birth or poor pregnancy outcome to the vendor’s Case Manager.  As appropriate, the vendor shall assist the recipient in contacting appropriate agencies for care coordination of non-covered/carved-out plan services or community health information.  The vendor’s Case Manager will begin medical case management services for those risk factors identified.     



The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate coordination and assess medical management of prenatal care and high-risk pregnancies.



Obstetrical Global Payment



Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician.  Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visits provided by the obstetrician to the pregnant woman through the course of pregnancy.  Payments are determined by Current Procedural Terminology (CPT) codes submitted by the provider.  The vendor must provide separate payment for covered medically necessary services required as a result of a non-routine pregnancy.  



A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen seven (7) or more times.  If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may be paid according to a negotiated rate of less than the FFS rates established for pregnancy-related CPT codes. 



Network Providers



For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a network provider.  



Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible. 



Non-network Providers



The vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates established for pregnancy-related CPT codes.



New Recipients within the Last Trimester of Pregnancy



A pregnant woman who is enrolled with the vendor within the last trimester of pregnancy must be allowed to remain in the care of a non-network provider if she so chooses.  The vendor must have policies and procedures for this allowance. 



Prior Authorization 



The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice.  The DHCFP, at its discretion, may require removal of the prior authorization requirement for various procedures based on reported approval data and any other relevant information.  The vendor is required to provide written notification to all affected network providers within thirty (30) days of the end of a reported quarter regarding the elimination of the prior authorization requirement.  



Certified Nurse Midwife Services  



The vendor must make certified nurse midwife services available to recipients if such services are available in the vendor's service area.  If the vendor does not have a contract for said services, the vendor may pay the certified nurse midwife provider according to a negotiated rate not to exceed the FFS rates established for pregnancy-related CPT codes. 



Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA)



When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick payment for either a miscarriage or stillbirth, the recipient must be in the third trimester of pregnancy, which commences with the twenty-seventh (27th) week of gestation, when the miscarriage or stillbirth occurs. However, only one Maternity Kick payment will be processed per delivery episode regardless of how many babies are delivered. Maternity Kick claim adjudication will be initiated upon electronic receipt of birth information via the Provider Supplied Data File.  The Provider Supplied Data File will specifically include: Provider Number, Record Type, Record Creation Date, Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth Provider Number, Birth Location, and Gestational Weeks Pregnant. Additional birth information may be requested to complete SOBRA financial reporting. Vendor shall provide documentation required for verification within 21 calendar days of request by the DHCFP.  Failure to comply may result in rejection of the SOBRA claim in question.



The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate paid for the mother. Costs of care for the newborn are included in the newborn capitation rate.



The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery.



Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting Guide.





Family Planning Services



The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any qualified provider, even if the provider is not part of the vendor’s provider network. The vendor may not require family planning services to be prior authorized.  Family planning services are provided to recipients who want to control family size or prevent unwanted pregnancies. Family planning services may include education, counseling, physical examinations, birth control devices, supplies, and Norplant.



Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or older.  Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age of twenty-one (21) or any recipient who is adjudged mentally incompetent or is institutionalized. 



The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its recipients at the FFS rate paid by the DHCFP.  The vendor will be responsible for coordinating and documenting out-of-plan family planning services provided to its recipients and the amounts paid for such services.



Abortions



The vendor may only cover abortions in the following situations:



If the pregnancy is the result of an act of rape or incest; or



In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a physician, place the woman in danger of death unless an abortion is performed.



No other abortions, regardless of funding can be provided as a benefit under the contract.



Low Birth Weight Babies



The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-weight supplemental payment for vendors.  This amount will be determined by the State’s actuary, and will remain budget neutral to the State.  Money drawn from the 0 - 1 age group will be distributed in an actuarially sound manner to offset expenses to any vendor that receives a disproportionately large number of low birth weight babies.  It is not expected that the money will end up evenly distributed between the vendors, nor is it expected that these supplemental payments will fully offset the actual medical cost of these low birth-weight babies.



Once determined and agreed upon by the submitting vendor and the DHCFP as meeting the criteria for payment, any claims will be paid within 30 days of receipt by the DHCFP.  The distribution will be incident based throughout the year and there will be no requirement for bundling of claims by the vendors. Although incident based, it is not limited by birth episode criteria but rather will be paid out for each child delivered; i.e. twice for twins, three times for triplets, etc.  The weight to be considered low birth weight will be determined by the State with the mutual agreement of the State’s actuary and both vendors, and with the understanding that the actual weight in grams may be considered very low birth weight, or worse, by some national standards.



The low birth weight funds determined by the State’s actuary are drawn from what would otherwise be paid in the form of capitation. Because the methodology applied must be neutral to the State, and there exists the possibility that, should enrollment trend exceed expectations, a deficit or surplus may occur. The number of low birth weight payments made during a plan year will be a function of caseload using a methodology determined by the DHCFP and its actuary and will adjudicate in accordance with birth date and time. No supplemental payments will be made for deliveries beyond the number funded. Conversely, should deliveries fall short of the number funded, any surplus will be paid back to the plans as in a manner determined by the State’s actuary, and mutually agreed upon by the vendors.



Immunizations



The vendor shall require its network providers to enroll and participate in the Vaccines for Children Program (VFC), which is administered by the DPBH.  The Immunization Program will review and approve provider enrollment requests.  The vendor shall require VFC enrolled providers to cooperate with the DPBH for purposes of performing orientation and monitoring activities regarding VFC Program requirements.



Upon successful enrollment in the VFC Program, providers may request state supplied vaccine to be administered to recipients through eighteen (18) years of age in accordance with the most current Advisory Committee on Immunization Practices (ACIP) schedule and/or recommendation, and following VFC program requirements as defined in the VFC Provider Enrollment Agreement.



The vendors must reimburse the VFC provider for the administration of vaccinations when immunizations were provided to their enrolled recipients.



Mental Health Services



Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to ensure that covered, medically necessary mental health services are provided to enrolled recipients. 



Mental Health Parity



The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgical benefits in the same classification furnished to recipients. Whether a treatment limitation is a predominant treatment limitation that applies to substantially all medical/surgical benefits in a classification is determined separately for each type of financial requirement or treatment limitation. 



The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strategies, evidentiary standards, or other factors used in applying the nonquantitative treatment limitation to mental health or substance use disorder benefits in the classification are comparable to, and are applied no more stringently than, the processes, strategies, evidentiary standards, or other factors used in applying the limitation for medical/ surgical benefits in the classification. Nonquantitative treatment limitations include:



Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or based on whether the treatment is experimental or investigative;



Formulary design for prescription drugs;



Network tier design (such as preferred providers and participating providers);



Standards for provider admission to participate in a network, including reimbursement rates;



Methods for determining usual, customary, and reasonable charges;



Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-first policies or step therapy protocols);



Exclusions based on failure to complete a course of treatment;



Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or duration of benefits for services provided; and



Standards for providing access to out-of-network providers.



The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, outpatient services, emergency care, and prescription drugs.



The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of this compliance by September 15, 2017.



The vendor shall provide the following services:



Inpatient Psychiatric Services



To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than traditional inpatient settings.



The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS).



Mental Health Outpatient Clinic



The vendor shall develop and provide information to the DHCFP on their incentives encouraging diversions from emergency rooms and psychiatric hospital placement into outpatient clinics, when appropriate. 



Mental Health Rehabilitative Treatment Services;



Psychologist;



Outpatient Psychiatric;



Residential Treatment Center (RTC);



Case Management;



Habilitation Services:



Methadone Treatment; and



Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment.



Coordination with Other Vendors and Other Services 



Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may provide to the recipient with the services the recipient may receive from any other vendor including dental.  Upon request or notification of need, the vendor is required to communicate with other vendors serving the recipient the results of its identification and assessment of any special health care needs to ensure that services are not duplicated, and to ensure continuity of care.  The vendor’s procedures must ensure that, in the process of coordinating care, each recipient’s privacy is protected consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)].



The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid programs.  This coordination includes referral of eligible recipients, to appropriate community resources and social service programs, including supportive housing.



In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case manager to ensure continuity of services for recipients with special needs.  These recipients may include, but are not limited to: juveniles temporarily detained by a state or county agency; seriously emotionally disturbed children, adults with severe mental illness and individuals with substance abuse disorders; Children with Special Health Care Needs; homeless recipients; recipients with chronic conditions; and, women with high-risk pregnancies).  Care coordination must address critical issues such as out-of-home placement, specialized mental health services and therapies, and needs that may typically be filled by community resources and social service programs.



ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS



The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient data.  The vendor shall accept each recipient who is enrolled in or assigned to the vendor by the DHCFP and/or its enrollment sections and/or for whom a capitation payment has been made or will be made by the DHCFP to the vendor.  The first date a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not earlier than the applicable date in the Vendor’s specified contract.



The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in the case of voluntary enrollment programs that meet the conditions set forth in 42 CFR 438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis of health status or need for health services, discriminate against recipients eligible to enroll. The vendor will not deny the enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the basis of race, color or national origin and will not use any policy or practice that has the effect of discrimination on the basis of race, color or national origin. The vendor must have written policies and procedures for enrolling all eligible populations. The vendor will accept as enrolled all recipients appearing on monthly enrollment reports.  The vendor may not encourage a recipient to disenroll because of health care needs or a change in health care status. Further, a recipient's health care utilization patterns may not serve as the basis for disenrollment from the vendor.  



If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the disenrollment.  The recipient may be enrolled with another vendor.



The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  In such cases, the vendor shall only be obligated to pay for such services that would have been authorized by the vendor had the individual been enrolled at the time of such services.  For in-state providers in these circumstances, the vendor shall pay the providers for such services only in the amounts that would have been paid to a contracted provider in the applicable specialty.  Out-of-state providers in these circumstances will be paid according to a negotiated rate between the vendor and the out-of-state provider.  The timeframe to make such corrections will be limited to 180 days from the incorrect enrollment date.  The DHCFP is responsible for payment of applicable capitation for the retroactive coverage.  



The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must provide the DHCFP with notification of all births and deaths and demographic changes.



New Enrollment Process



The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will have the opportunity to select their vendor of choice at the time of application, or any time prior to the approval of their application.  Absent a choice, the DHCFP will select a vendor for the recipients using an auto-assignment algorithm that distributes families between the vendors.  These recipients will have ninety (90) days to change their mind and switch to another vendor. 



Newborns



The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site.



Medicaid-Eligible Newborns



The vendor is responsible for Medicaid newborns as of the date of birth, provided the mother was actively enrolled or retro-actively enrolled at the date of birth. 



Nevada Check Up/CHIP Newborns



The Head of Household/Mother must notify the DWSS of the newborn within 14 days following the delivery in order to qualify to receive coverage from the date of birth. If the family into which the baby is born is a Nevada Check Up family currently receiving coverage from the vendor for a sibling of the newborn, and the newborn is qualified to receive coverage from the date of birth and is eligible for Nevada Check Up, the vendor shall receive a capitation payment and provide coverage for the month of birth.  The vendor will also receive a capitation payment and provide coverage for all subsequent months that the child remains enrolled with the vendor.  If notification is not received as required herein, the newborn will be enrolled as of the first day of the next administrative month from the date of notification.



If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be enrolled as of the first day of the next administrative month.  If the coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up until after the insurance expires and the child’s eligibility is determined under Nevada Check Up eligibility rules.



Auto-Assignment Process



For recipients who do not select a vendor, or who are not automatically assigned to a vendor based on family or previous history, the DHCFP will, using an auto-assignment algorithm, assign the recipient to a vendor, based upon federally required enrollment criteria and the approved Medicaid State Plan.



Automatic Reenrollment



The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility.  Those returning recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period. Those returning recipients who were ineligible for more than two (2) months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above.

 

Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above.



Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form)



Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in managed care.



If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from the vendor, the disenrollment will commence no later than the first day of the second administrative month after which all covered medically necessary services will be reimbursed by FFS.



Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care Needs (CSHCN) and Mental Health Services for Adults:  



Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, and the expanded parent and caretakers ages 19-64, who are made eligible as part of the Patient Protection and Affordable Care Act expansion population, cannot opt out of managed care, where available, based on a determination of serious mental illness (SMI). The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED to disenroll. However, during the contract period, the State may, at its sole discretion, remove the option for SED/SMI Medicaid recipients to be voluntarily disenrolled from managed care in the future. 



Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for ongoing patient care. 



Disenrollment or change of MCO vendor at the Request of the Recipient



The DHCFP will hold an open enrollment period at least once every twelve (12) months.  During open enrollment, recipients are free to change vendors or to remain with their current vendor.



Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment.  These recipients must submit their request in writing to the DHCFP’s fiscal agent to request this change. 

 

Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period. 



Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. These recipients will be allowed a ninety (90) day right to change period during which they may switch vendors.  These recipients must submit their request in writing to the DHCFP’s fiscal agent to request this change. 



Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above.



Any recipient may request to switch vendors for good cause at any time.  These recipients must contact their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enrolled vendors. If there is only one other vendor they will be automatically assigned to that vendor.  Should the vendor refuse the disenrollment due to a lack of good cause, the recipient can then appeal the decision first through the vendor’s appeals process and may be escalated to the State Fair Hearing process.  Switching vendor’s to access a particular facility or provider will generally not be considered good cause.



Good cause for disenrollment as defined in 42CFR438.56 includes:



The recipient moves out of the vendor service area.



The plan does not, because of moral or religious objections, cover the service the recipient seeks.



The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider determines that receiving the services separately would subject the recipient to unnecessary risk.



Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes intermediate sanctions, as described in 42 CFR 438.702(a)(3) and if the State has notified the vendor it intends to terminate their contract.



If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied.  The vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may not exceed fourteen (14) calendar days following receipt of the request for disenrollment. The DHCFP will notify the State’s Fiscal Agent to effect the disenrollment at the first of the next administrative month.



If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to the recipient upon the date of the decision.  Appeal rights must be included with the Notice of Decision.  The vendor is required to inform the recipient of their right to first appeal through the vendor and if the appeal is denied to request a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained to the recipient and provided by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). The State ensures access to State Fair Hearing for any recipient dissatisfied with a determination that there is not good cause for disenrollment.



The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) to be effective no later than the first day of the second month following the month in which the recipient files the request.



If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a determination.  If the vendor cannot make a determination, the vendor may refer the request to the State. If the State determines there is not good cause for disenrollment, the recipient will be given access to the State Fair Hearing process.



If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can be disenrolled within the timeframes specified, the disenrollment request is considered approved. 



If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by requesting disenrollment through their vendor.



Disenrollment procedures are pursuant to 42 CFR 438.56(d).



Disenrollment at the Request of the Vendor



The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confirm the recipient has been referred to the vendor’s Recipient Services Department and has either refused to comply with the referral or refused to act in good faith to attempt to resolve the problem.  Prior approval by the DHCFP of a vendor’s request for the recipient’s disenrollment is required. The DHCFP will make a determination on such a request within ten business (10) days.  If approval is granted, the recipient will be given notice by the vendor that disenrollment will occur effective the next administratively possible month.



In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be considered approved.



A vendor may not request disenrollment of a recipient for any of the following reasons:



An adverse change in the recipient’s health status;



Pre-existing medical condition;



The recipient’s utilization of medical services;



Diminished mental capacity;



Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients);



A recipient’s attempt to exercise his/her grievance or appeal rights; or



Based on the recipient’s national origin, creed, color, sex, religion, and age. 



Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2).



Enrollment, Disenrollment and Other Updates 



The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly enrolled with the vendor.  The vendor must incorporate these updates into its management information system.



An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion.  During the open enrollment period, a recipient may disenroll from their vendor without cause. 



Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be provided at least 60 days before each annual enrollment opportunity.



Enrollment Interface



Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means by which the vendor’s Enrollment Sections can:



Determine the number of recipients each enrolled PCP will accept as new patients; and 



Transmit recipient elections regarding PCP assignment for the forthcoming month. 

 

Provider Enrollment Roster Notification



The vendor must either notify or provide the means for providers to verify recipients’ PCP selection. The vendor must establish and implement a mechanism to inform each PCP about any newly enrolled recipients assigned to the PCP on at least a monthly basis.  This information must be made available to each PCP within five (5) business days of the vendor receiving the Membership File.  The Enrollment Sections will pass the Membership File through the system for verification of eligibility prior to distribution to the vendor, who will in turn be responsible for keeping individual participating providers informed.  The vendor may elect to update its Membership File more frequently to keep PCPs informed of the enrollment activity. 



Change in a Recipient's Status



Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including changes in family size and residence, the vendor must electronically report the change(s) to the DHCFP via the provider supplied data file.



Transitioning/Transferring of Recipients



Transitioning Recipients into Vendors



The vendor will be responsible for recipients as soon as they are enrolled and the vendor is aware of the recipient in treatment.  The vendor must have policies and procedures including, without limitation, the following to ensure a recipient's smooth transition from FFS to the vendor:



Recipients with medical conditions such as:



Pregnancy (especially if high risk);



Major organ or tissue transplantation services in process;



Chronic illness;



Terminal illness; 



Intractable pain; and/or



Behavioral or Mental Health Conditions.



Recipients who, at the time of enrollment, are receiving:



Chemotherapy and/or radiation therapy;



Significant outpatient treatment or dialysis;



Prescription medications or durable medical equipment (DME); 





Behavioral or Mental Health Services;



Long Term Services and Supports including Home; and



Health or Personal Care services.



Other services not included in the State Plan but covered by Medicaid under EPSDT for children.



Recipients who, at enrollment:



Are scheduled for inpatient surgery(s);



Are currently in the hospital;



Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior authorizations; and/or



Have post-surgical follow-up visits scheduled after their enrollment.



Transferring Recipients Between Vendors



It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of reasons.  When notified that a recipient has been transferred to another plan or to FFS, the vendor must have written policies and procedures for transferring/receiving relevant patient information, medical records and other pertinent materials to the other plan or current FFS provider.  This includes any Care Management Organizations (CMOs) providing services to the FFS population.



Prior to transferring a recipient, the vendor (via their subcontractors when requested by the vendor) within five (5) calendar days or as medical needs dictate must send the receiving plan or provider information regarding the recipient’s condition.  This information shall include the name of the assigned PCP, as well as the following information, without limitation, as to whether the recipient is:



Hospitalized;



Pregnant;



Receiving Dialysis;



Chronically ill (e.g., diabetic, hemophilic, etc.);



Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or treatment;



On an apnea monitor;



Receiving behavioral or mental health services;



Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For most children, this would be the school district and services are provided for the child through an Individual Education Program (IEP);



Involved in, or pending authorization for, major organ or tissue transplantation;



Scheduled for surgery or post-surgical follow-up on a date subsequent to transition;



Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition;



Referred to a Specialist(s);



Receiving substance abuse treatment ;



Receiving prescription medications;



Receiving durable medical equipment or currently using rental equipment; 



Currently experiencing health problems; 



Receiving case management (referral must include the case manager’s name and phone number); and



Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health.



When a recipient changes vendors or reverts to FFS while hospitalized, the transferring vendor shall notify the receiving vendor, the receiving provider, or the DHCFP Quality Improvement Organization (QIO) like vendor as appropriate.



Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange (HIX) or other insurance product. 



A person may change eligibility status during a care episode.  That person may then be eligible for Exchange coverage or other non-exchange coverage to include individual and employer based coverage or Medicare.  The vendor should have a procedure in place to notify any insurance carrier or plan of relevant patient information. 



This must be done in compliance with the Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws.
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Information Requirements 



The vendor must have written information about its services and access to services including Recipient Services phone number available to recipients and potential recipients.  This written information must also be available in the prevalent non-English languages, as determined by the State, in its particular geographic service area.  The vendor must make free, oral interpretation services available to each recipient and potential recipient.  This applies to all non-English languages, not just those that the State identifies as prevalent. 



The vendor is required to notify all recipients and potential recipients that oral interpretation is available for any language and written information is available in prevalent languages.  The vendor must notify all recipients and potential recipients how to access this information. 



The vendor’s written material must use an easily understandable format and language.  The vendor must also develop appropriate alternative methods for communicating with visually and hearing-impaired recipients, and accommodating physically disabled recipients in accordance with the requirements of the Americans with Disabilities Act of 1990.  All recipients and potential recipients must be informed that this information is available in alternative formats and how to access those formats. The vendor will be responsible for effectively informing Title XIX Medicaid recipients who are eligible for EPSDT services, regardless of any thresholds.



Member Handbook



The vendor must provide all recipients with a Member Handbook. The vendor can meet this requirement by sending the Member Handbook to the head of the household. The handbook must be written at no higher than an eighth (8th) grade reading level and must conspicuously state the following in bold print.



“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.”



The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed.  The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care Advisory Committee (MCAC).  The vendor must agree to make modifications in handbook language if requested by the DHCFP, in order to comply with the requirements as described above or as required by CMS or State law.  In addition the vendor must maintain documentation that the handbook is updated at least once per year.  Prior to the contract start date, the initial handbook must be submitted to the DHCFP for its MCAC review.  Thereafter, annual updates must be submitted to the DHCFP for approval before publication and/or distribution.  



The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon request.  The vendor will also publish the Member Handbook on the vendor’s Internet website upon contract implementation and will update the website, as needed, to keep the Member Handbook current.  At a minimum, the information enumerated below must be included in the handbook:



Explanation of their right to obtain available and accessible health care services covered under this contract; how to obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the vendor’s office or facility; and the days the office or facility is open and services are available.



The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection may be via an ID card and not printed directly in the member handbook.



A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages spoken, with information on specialists and hospitals. The list may be supplied as a separate document from the member handbook. The provider list located on the vendor’s website shall be updated by the vendor monthly.



Any restrictions on the recipient’s freedom of choice among network providers.



Procedures for changing a PCP.



Recipient rights and protections as specified in 42 CFR 438.100.



The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients understand the benefits to which they are entitled.



Procedures for obtaining benefits, including authorization requirements.



The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network providers.



Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause.



A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in which the recipient was enrolled); or randomly.



The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 438.114; the fact that prior authorization is not required for emergency services; the process and procedures for obtaining emergency services, including the 911-telephone system or its local equivalent; the locations of any emergency settings and other locations at which providers and hospitals furnish emergency and post stabilization services under the contract; and emergency transportation; the fact that, subject to regulatory limitations, the recipient has a right to use any hospital or other setting for emergency care and clarification of the appropriate use of emergency services;



Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services telephone number; clear definitions of urgent care; and how to use non-emergency transportation.



Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of authorization procedures.



How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered under the contract, including any cost sharing, and how transportation is provided.  For a counseling or referral service that the vendor does not cover because of moral or religious objections, the vendor need not provide the information on how or where to obtain the service.  The vendor must notify the State regarding services that meet this criteria and in those instances, the State must provide the information on where and how to obtain the service.



Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service area.



Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP.



Information on procedures for recommending changes in policies and services.



The vendor must provide adult recipients with written information on advance directives’ policies and include a description of applicable State law.  This information must reflect changes in State law as soon as possible but no later than 90 days after the change.  The vendor must ask each health care practice to ensure that a signed “Acknowledgment of Patient Information on Advance Directives” form is included in the recipient's medical record.



(A sample form is available online at http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/



To the extent available, quality and performance indicators, including recipient satisfaction.



The vendor is also required to provide to the recipient upon request, information on the structure and operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h).



The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and includes a list of all the services available to children; a statement that services are provided to the recipient at no costs and a telephone number which the recipient can call to receive assistance in scheduling an appointment.



Information regarding prescription coverage.



Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of enrollment, and their right to continue that treatment under the vendor on a transitional basis.



Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of doing so.



Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit.



The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the enumerations noted above.  The vendor shall issue updates to the Member Handbook, 30-days before the intended effective date, as described in 42 CFR 438.10(f)(4), when there are material changes that will affect access to services and information about the Managed Care Program. The vendor will provide notification when a change directly affects the ongoing care of the recipients.  The vendor shall also provide such notices in its semi-annual recipient newsletters and shall maintain documentation verifying handbook updates



The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or issuance of the termination notice.  This notice shall be provided to each recipient who received his/her primary care from, or was seen on a regular basis by, the terminated provider.



Advance Directives Requirements



Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, including advance directives, vendors must have written policies and procedures with respect to all emancipated adult recipients receiving medical care through the vendor.  Specifically, this act requires the vendor:



To provide written information to each recipient at the time of enrollment concerning:



The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse medical treatment and the right to formulate advance directives;



The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the network provider present a statement of any limitations in the event the provider cannot implement an advance directive on the basis of conscience.  At a minimum, the provider’s statement of limitation, if any, must:  



Clarify any differences between institution-wide conscience objections and those that may be raised by individual network providers; 



Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and



Describe the range of medical conditions or procedures affected by the conscience objection.



Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient has executed an advance directive;



Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive;



To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates vendors; and



To educate vendor staff and providers on issues concerning advance directives, at least annually.



Sample advance directives policies, procedures and forms, as well as patient information concerning Nevada law, are available on the DHCFP’s website:  



http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/



Recipient Services Department/Concierge Services



The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) that personally assists recipients to find a service provider. This department must be adequately staffed with qualified individuals who shall also assist recipient, recipients’ family members, or other interested parties (consistent with laws on confidentiality and privacy) in obtaining information and services under the vendor’s plan.



The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable.  



Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access.



At a minimum, Recipient Services Department staff must be responsible for the following: 



Explaining the operation of the vendor;



Explaining covered benefits;



Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner;



Responding to recipient inquiries; and



Providing Concierge Services.



If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will transfer the recipient to the in-person Concierge Services.  The in-person Concierge Service staff will assist the recipient to find a provider, this assistance is over and above providing a list of network providers or directing to the web.  The Concierge will provide the following assistance: 



Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The vendor must report any PCP and/or Primary Care Sites changes electronically to the DHCFP.



Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment if the recipient reports they are unable to access or find a provider or make an appointment. 



Assisting recipient in obtaining out-of-area and out-of-network care.



While the Recipient Services Department will not be required to operate after business hours, the vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after business hours and on weekends.   Policies and procedures must include provision of direct contact with qualified clinical staff.  Urgent coverage means those problems which, though not life-threatening, could result in serious injury or disability unless medical attention is received. 



Medical Provider Requirements



Primary Care Provider (PCP) or Primary Care Site 



The vendor shall allow each enrolled recipient the freedom to choose from among its participating PCPs and change PCPs as requested. The vendor must implement procedures to ensure that each recipient has an ongoing source of primary care appropriate to their needs.



Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days of the effective date of enrollment.  Recipients with disabilities, chronic conditions, or complex conditions must be allowed to select a specialist as their PCP.  If a specialist is chosen as a PCP, they should be reported as a specialist.  The specialist does not count as both. Recipients with disabilities must be given an additional 30 calendar days to select a PCP.  The vendor may auto-assign a PCP or Primary Care Site that has traditionally served the Medicaid population to an enrolled recipient who does not make a selection at the time of enrollment.  If the enrolled recipient desires, the vendor shall allow him or her to remain with his or her existing PCP if the PCP is a recipient of vendor’s primary care network.



Twenty-Five (25) Mile Rule



The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a reasonable distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 695C.160 without the written request of the recipient.



Assignment of a PCP or Primary Care Site



If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients with PCPs by one or more of the following criteria: 



Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available;



Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule); 



Assigning all children within a single family to the same PCP; 



Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the vendor knows of the condition; and/or



Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient.



The vendor shall ensure that enrolled recipients receive information about where they can receive care during the time period between enrollment and PCP selection/assignment.  The vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) business days of assignment.



Changing a PCP or Primary Care Site  



An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.  



In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective date, and must provide for urgent care for enrolled recipients until re-assignment.



The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances:



Specialized care is required for an acute or chronic condition;



The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles.  Such change will be made only with the consent of the recipient;



The PCP ceases to participate in the vendor’s network; 



Legal action has been taken against the PCP, which excludes provider participation; or



The recipient will be given the right to select another PCP or Primary Care Site within the vendor network.



The vendor shall track the number of requests to change PCPs and the reasons for such requests. 



Use of Medical Homes and Accountable Care Organizations



The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate.



Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical homes/health homes.



Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and appropriate.



NETWORK



The vendor is required to establish and manage appropriate provider networks and maintain existing written provider agreements with such providers in geographically accessible locations. The vendor shall maintain a network of physicians, hospitals, and other health care professionals and ancillary services through which it provides the items and services included in covered benefits in a manner that complies with the requirements of this section and meets access standards described in this RFP,  in the DHCFP’s Access to Care Plan, and the Code of Federal Regulations  The vendor shall ensure that its network providers are appropriately credentialed, have a standard unique health identifier, and well-coordinated with other network services and services available outside of the health plan network.  The network shall include an adequate number of PCPs, specialists, and hospitals appropriately credentialed as health care professionals located in geographically and physically accessible locations to meet the access standards specified in this RFP.  The vendor will maintain a network of appropriate providers sufficient to provide access to all services covered in this RFP with consideration given to the number of expected recipients that may enroll. The vendor when establishing and maintaining its network will consider the expected utilization of services and the numbers and types (their training, experience, and specialization) of providers given the characteristics and health care needs of the specific Medicaid population enrolled with the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, maintenance, provider profiling, peer review, dispute resolution and Medical Director Services.  The MCO must conduct secret shopper survey's to a statistically sound sample across their network as part of the Access to Care Monitoring Plan to identify appointment standards and access to services for PCPs, Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to reported annually.



The vendor must describe their approach to network management including if the network will be an open or closed network and if some services are currently planned to be provided through subcontractors, sub capitation, fee for service or alternative models such as accountable care organizations.



Network providers will be required to use designated practice guidelines and protocols.  Prior to the contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by the DHCFP.  Submission shall occur after awarded contract but before the contract start date. The State shall accept or reject, in writing, within ten (10) business days of receipt.  



If the MCO puts a physician/physician group at substantial financial risk for services not provided by the physician/physician group, the MCO must ensure that the physician/physician group has adequate stop-loss protection.



The vendor must adopt practice guidelines and protocols which:



Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field;



Consider the needs of the vendor’s recipients;



Are adopted in consultation with contracting health care professionals; and



Are reviewed and updated periodically as needed to reflect current practice standards.



The Vendor must: 



Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and potential recipients, including prior authorization policies and procedures;



Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines;



Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services;



Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid recipients;  



Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary;



Mechanisms to ensure compliance by providers;



Monitor providers regularly to determine compliance;



Take corrective action if there is a failure to comply by network providers; and



Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds.  



The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the scope of his/her license or certification under applicable State law, solely on the basis of that license, specialty or certification. The vendor may not discriminate against particular providers who serve high risk populations or specialized conditions that require costly treatment. If the vendor declines to include an individual or groups of providers in its network, it must give the affected network provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to require the vendor to contract with providers beyond the number necessary to meet the needs of its recipients; or, preclude the vendor from using different reimbursement amounts for different specialties or for different practitioners in the same specialty; or, preclude the vendor from establishing measures that are designed to maintain quality of services and control costs and are consistent with its responsibilities to recipients.



The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access to care at the time it enters into the contract with the State and any time there is a significant change in their operations that impact services. Such documentation must demonstrate that the vendor offers an appropriate range of preventive, primary care, and specialty services and maintains a network of providers that is sufficient in number, mix, and geographic distribution to meet the needs of the anticipated number of recipients in the service area.  The vendor must submit such documentation at the time it enters into a contract with the State and at any time thereafter when there has been a significant change, as defined by the State, in the vendor’s operations that would affect adequate capacity and services, and as requested by the State to conduct an access to care analysis.  A significant change includes but may not be limited to: 



Changes in the vendor’s services, benefits, geographic service area or payments; or



Enrollment of a new population in the network.



Network Management



Primary Care Provider (PCP) or Primary Care Site Responsibilities



The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of contact with the vendor.  As such, the PCP or the physician at the Primary Care Site is responsible for the following:



Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services and Well Baby/Child Services;



Provision of twenty-four (24)-hour, seven (7) days per week coverage;



Referrals for specialty care and other covered medically necessary services in the managed care benefit package;



Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse services, within the vendor’s network;



Continuity and coordination of the enrolled recipient’s health care; and



Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services.



Although PCPs must be given responsibility for the above tasks, the vendor must agree to retain responsibility for monitoring PCP and Primary Care Site activities to ensure they comply with the vendor’s and the State’s requirements.  The vendor is prohibited from imposing restrictions on the above tasks.  



Laboratory Service Providers



The vendor shall ensure that all laboratory testing sites providing services under this contract have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate or a waiver of certificate of registration, a CLIA identification number, and comply with CLIA regulations as specified by 42 CFR Part 493.  The vendor shall provide to the DHCFP, on request, copies of certificates of any laboratories with which it conducts business.	



Essential Community Providers



An essential community provider accepts patients on a sliding scale fee, determined on the income of the patient; does not restrict access or services due to financial limitations of a patient; and can demonstrate to the DHCFP that the restriction of patient base from this provider would cause access problems for either Medicaid or low-income patients.



The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s geographic service area(s):



A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services; 



The University Medical Center of Southern Nevada to provide inpatient and ambulatory services;



The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care and behavioral health care services; 



School-Based Clinics; 



Aging and Disability Services Division (ADSD);



Division of Public and Behavioral Health (DPBH);



Substance Abuse Prevention and Treatment Agency (SAPTA);



Community Centered Behavioral Health Clinics (CCBHC); 



Division of Child and Family Services (DCFS); and



County Child Welfare Agencies.



There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients.



Any health provider designated by the DHCFP as an essential community provider.  The DHCFP will notify the Vendor of providers designated by the DHCFP as essential community providers. 



At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including behavioral health.  If this option is exercised and there is any resulting additional expense incurred by the vendor, the DHCFP will adjust the capitation rate so that it remains actuarially sound.



Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts with other providers in the same geographic area for similar services. Providers who work through one of the essential community providers must be negotiated in good faith. 



Subcontractors



All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care Contract, as amended.  The vendor may not delegate any item or requirement in the DHCFP Managed Care Contract to any subcontractor or network provider without the express, written approval of the DHCFP.  The vendor’s failure to obtain advance written approval of a Subcontract from the DHCFP will result in the application of a penalty equal to $25,000 for each incident. .  Without limitation the vendor must make all Subcontracts available within five (5) business days of a request by the DHCFP.  This includes but is not limited to administrative, technical and medical providers.



The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the use of subcontractor(s), the vendor accepts and acknowledges its obligation and responsibility under this contract as follows: 



For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of care between medical, behavioral and social needs is maintained;



For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and



For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against the subcontractor; provided further that such provider would not be required to continue to pursue its remedies against the subcontractor in the event the subcontractor becomes insolvent, in which case the provider may seek payment of such claims from the Vendor.  For the purposes of this section, the term “Insolvent” shall mean:



The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable bankruptcy laws or any other similar, applicable Federal or State law or statute; or



The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or other party entitled to so apply in any insolvency or bankruptcy proceeding or other creditor’s suit.



For the oversight and accountability for any functions and responsibilities delegated to any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless from any and all liabilities, losses, settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ fees) which are related to any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP for which a subcontractor is the primary obligor.



Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part or all of the selected vendor’s responsibilities under the DHCFP Managed Care Contract.  This provision includes, but is not limited to, contracts for vision services, mental or behavioral health services, claims processing, recipient services, provider services, cost containment services such as utilization management, third party liability, surveillance and utilization review, and/or pharmacy services. This provision does not include, for example, purchase orders. In addition, the vendor must provide written information to the DHCFP prior to the awarding of any contract or Subcontract regarding the disclosure of the vendor’s ownership interests of five percent (5%) or more in any delegated entity or Subcontractor. 



As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in Attachment D, Contract Form.



Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.



The use of “gag” clauses in subcontractor contracts is prohibited.



Access and Availability



The vendor shall:



Ensure adequate physical and geographic access to covered services for enrolled recipients.



On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, and take appropriate corrective action, if necessary, to comply with such access standards. 



Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients. 



The vendor will assure access to health screenings, reproductive services and immunizations through county and state public health clinics.



Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or visits to new recipients.  This method ensures that an orientation with emphasis on access to care, choice of PCP and availability of an initial health risk screening occurs proactively with each recipient who becomes enrolled.  If a screening risk level determines need for further care management a care management referral will be completed. 



Maintain an adequate network that ensures the following:



PCP-To-Recipient Ratios



The vendor must have at least one (1) full-time equivalent (FTE) primary care provider, considering all lines of business for that provider, for every one thousand five hundred (1,500) recipients per service area.  However, if the PCP practices in conjunction with a health care professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service area.



PCP Network Requirements



Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting eligible recipients per service area.  This ratio cannot exceed the FTE requirement.  In no case may a single provider accept more recipients than allowed by the FTE requirement.  



Primary Care Provider Participation



Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must contractually agree to accept eligible recipients.  At least fifty percent (50%) of the aforementioned PCPs must accept eligible recipients at all times.  If the vendor has a contract with a Federally Qualified Health Center (FQHC) and/or the University of Nevada Medical School, the physicians of the MCOs can be counted to meet the fifty percent (50%) participation and fifty percent (50%) acceptance requirement.  The DHCFP or its designee may audit the vendor’s network monitoring tool for compliance.



Physician Specialists



The vendor must provide access to all types of physician specialists for PCP referrals, and it must employ or contract with specialists in sufficient numbers to ensure specialty services are available in a timely manner. The vendor should provide access to at least two specialists/subspecialists in their service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) specialist per one thousand five hundred recipients per service area (1:1,500). 



These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of physician specialist availability by specific service area.



If a recipient is unable to arrange specialty care from a network provider, the vendor must arrange for services with a provider outside the vendor’s network. 



Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows:



Emergency Services  



Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) days a week, with unrestricted access, to enrolled recipients who present at any qualified provider, whether a network provider or an out-of-network provider.  



PCP Appointments



Medically necessary, primary care provider appointments are available within two (2) calendar days; 



Same day, urgent care PCP appointments ; and



Routine care PCP appointments are available within two (2) weeks.  The two (2) week standard does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two (2) weeks.



Specialist Appointments



For specialty referrals to physicians, therapists, behavioral health services, vision services, and other diagnostic and treatment health care providers, the vendor shall provide:



Same day, emergency appointments within twenty-four (24) hours of referral;



Urgent appointments within three (3) calendar days of referral;



Routine appointments within thirty (30) calendar days of referral; and 



Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s).



Prenatal Care Appointments



Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows:



First trimester within seven (7) calendar days of the first request;



Second trimester within seven (7) calendar days of the first request;



Third trimester within three (3) calendar days of the first request; and



High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, or immediately if an emergency exists.



Appointment Standards



The vendor shall have established written policies and procedures:



Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to ensure compliance with these standards by the network.  



Concerning the education of its provider network regarding appointment time requirements, the vendor shall:



Monitor the adequacy of its appointment process and compliance; and 



Implement a Plan of Correction (POC) when appointment standards are not met.



Office Waiting Times



The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or specialist’s office is no more than one (1) hour from the scheduled appointment time, except when the provider is unavailable due to an emergency.  Providers are allowed to be delayed in meeting scheduled appointment times when they “work in” urgent cases, when a serious problem is found, or when the patient has an unknown need that requires more services or education than was described at the time the appointment was scheduled.



Access Exceptions



Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to access standards set forth in this RFP. Such justifications shall include alternative standards that are equal to or better than the usual and customary community standards for accessing care.



Provider Terminations



The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the terminated provider.



If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit within five (5) business days. 



The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to: 



Provider/patient files.

Audit reports and findings.

Medical necessity reviews.



If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG.



Notification of Significant Network Changes



The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair its provider network.  This notification shall include:



Information about the nature of the change and how the change will affect the delivery of covered services; and



The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient delivery of covered services.



The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change.



Prohibited Practices



The vendor shall take affirmative action so that recipients are provided access to covered medically necessary services without regard to race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, and health status, physical or mental disability, except where medically indicated.  Prohibited practices include, but are not limited to, the following:



Denying or not providing an enrolled recipient a covered service or available facility;



Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time from that provided to other recipients, other public or private patients, or the public at large;



Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered medically necessary service, except where medically indicated;



The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be served; 



The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her patient:



For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-administered;



For any information the recipient needs in order to decide among all relevant treatment options;



For the risks, benefits, and consequences of treatment or non-treatment; and



For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions.



The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or services furnished in an emergency room of a hospital):



Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title;



Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded from participation  and when the person furnishing such item or service knew, or had reason to know of the exclusion (after a reasonable time period after reasonable notice has been furnished to the person);



Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is good cause not to suspend such payments;



With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction Act of 1997;



With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the Medicaid State Plans; or 



For home health care services provided by an agency or organization, unless the agency provides the state with a surety bond as specified in Section 1861(o)(7) of the Act.



Charging a fee for a medically necessary covered service or attempting to collect a co-payment. 



If the vendor knowingly executes a subcontract with a provider with the intent of allowing, encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate (i.e., the terms of the subcontract are more restrictive than the vendor’s contract with the DHCFP or incentives or disincentives are structured to steer enrolled recipients to certain providers) the vendor will be in default of its contract with the DHCFP.  In addition, if the vendor becomes aware of any of its existing subcontractors’ failure to comply with this section and does not take immediate action, it will be in default of its contract with the DHCFP. 



Provider Contracts



The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically necessary covered services.



The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit drafts of standard language for any such contract to the DHCFP for review.  Provider contracts must meet all state and federal requirements.  Vendors are expected to submit all necessary information to demonstrate agreements are complete. The vendor shall submit any of its provider contracts to the DHCFP upon request. 



The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DHCFP’s medical assistance programs or have a signed agreement but do not actively accept eligible recipients.



Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion of the Medicaid provider enrollment.  However, vendors may enter into single case agreements with non-Medicaid providers as needed.  Any provider located outside of the state of Nevada must be licensed in their home state of practice in order to enter into a single case agreement with a vendor. 



The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards.  The vendor must submit these policies and procedures to the DHCFP within ten (10) business days of the implementation. 



If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information regarding its physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada Check Up recipient, upon request.  The rules and guidelines for physician incentive plans also apply to the vendor’s subcontractors. 



Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing, or limiting medically necessary services to a recipient.



The use of “gag” clauses in Provider contracts is prohibited.



All provider contracts must be made available to the DHCFP within five (5) business days of the request. 



The vendor will support and participate in all activities related to the DHCFP’s Medicaid Adult Incentive Grant.  The vendor must participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients.  



The vendor will be subject to ACA requirements for Medicaid enrollment.



Provider Directory



The vendor will publish its provider directory which includes all providers including FQHCs, and any subcontractors’ provider directory via an Internet website upon contract implementation and will update the website on a monthly basis for all geographic service areas.  Listed providers in the MCO network must be active, currently providing care or accepting new patients on behalf of the MCO and the provider’s demographic data must be accurate. The vendor will provide the DHCFP with the most current provider directory upon contract award for each geographic service area.  Upon request by the DHCFP, the vendor must confirm the network adequacy and accessibility of its provider network and any subcontractor’s provider network. When queried at least 90% of listed providers will confirm participation in the vendor’s network. 



On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, decredentials or been removed from the active provider enrollment in the previous month. If the provider has been terminated, decredentials or disenrolled, the cause and all required documentation of the termination will be supplied to the DHCFP upon termination within five (5) business days.



Provider and Recipient Communications



All general communications to recipients must be written at an eighth (8th) grade level of understanding reflecting cultural competence and linguistic abilities.  The DHCFP must approve initial mass letter mailings and brochures or any subsequent change in content for recipients, exclusive of medical educational and disease management information, prior to release. If the DHCFP does not respond within ten (10) business days the vendor may consider the communication approved.  This provision does not pertain to communications on specific topics to individual recipients.



Provider Policy and Procedure Manual



The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct class of provider.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is reviewed and updated at least annually.



Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a single volume.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and must update all copies of the manual in each provider’s possession when changes are made by the vendor.  Provider update notices sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are made by the vendor.  The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual updates to each provider practice where several providers within the practice are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the DHCFP.  That electronic copy must be updated with the same frequency as the hardcopy manual copies furnished to providers.  The manual shall include, at a minimum, the following information:



The policies and procedures to be implemented by the vendor to ensure provider contract compliance;



The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers; 



Prior authorization procedures and requirements;



The procedures for claims administration;



Provider credentialing criteria;



Provider network management;



The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;



Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;



Procedure to dispute adverse payment and contract decisions; and	



Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service utilization.



Provider Workshops



The vendor must conduct, at least annually, provider workshops in the geographic service area to accommodate each provider site.  In addition to presenting education and training materials of interest to all providers, the workshops must provide sessions for each discrete class of providers whenever the volume of recent changes in policy or procedures in a provider area warrants such a session.  All sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering services in order to ensure that the recipient is Medicaid-eligible and that claims are submitted to the responsible entity.  Individual provider site visits will suffice for the annual training requirement.



Provider Newsletter



The vendor must publish a semi-annual newsletter for network providers.  Topics may include practice guidelines, policy updates, quality management strategies, and other topics of provider interest.



Recipient Newsletter



The vendor must publish a newsletter for enrolled recipients at least twice per year.  The newsletter will focus on topics of interest to enrolled recipients and must be written at an eighth (8th) grade level of understanding reflecting cultural competence and linguistic abilities.  



The vendor must provide a copy of all newsletters to the DHCFP.  Additionally, these newsletters and announcements regarding provider workshops must be published on the vendor’s website. 



Network Maintenance



Maintenance of the network includes, but is not limited to:



Initial and ongoing credentialing;



Adding, deleting, and periodic contract renewal;



Provider education; and



Discipline/termination, etc.



MEDICAL RECORDS



Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled recipient in accordance with this RFP.  The records shall be available for review by duly authorized representatives of the State and CMS upon request.



The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and availability, record keeping, and record review process for all medical records. Not more than ten (10) calendar days after submitting a request, the State shall have access to a recipient’s medical record, whether electronic or paper, and has the right to obtain copies at the vendor’s expense.



The recipient’s medical record is the property of the provider who generates the record. The vendor shall assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s medical records, upon written request, from the provider. Records shall be furnished in a timely manner upon receipt of such a request but not more than thirty (30) calendar days from the date of request.  Each recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the requested medical records.  The fee for additional copies shall not exceed the actual cost of time and materials used to compile copy and furnish such records.



When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted provider must forward all medical records in their possession to the new provider within ten (10) business days from receipt of the request.



The vendor must participate financially in the HealtHIE Nevada statewide health information exchange as of the effective date of the contract. At a minimum, the participation level must be based upon all recipient lives covered under this contract. Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup recipients.



Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable health information disclosed electronically.



1.1 [bookmark: _Toc331485869]QUALITY ASSURANCE STANDARDS



Overview



The common goal of the managed care program is a successful partnership with quality health plans to provide care to the DHCFP recipients, while focusing on continuous quality improvement.  The current recipient population encompasses the FMC Medicaid eligibility category, Nevada Check Up/CHIP, and AO populations. Traditionally, the Medicaid population is a high-risk, high-volume user of health care services.  



The role of managed care is to ensure accessibility and availability to appropriate health care, provide for continuity of care, and provide quality care to enrolled recipients.  A major focus of managed care is health promotion and disease prevention. The aforementioned populations benefit from targeted preventive health care services, the quality and availability of which are monitored and evaluated by the DHCFP in conjunction with the DHCFP’s EQRO contractor.  The vendor is required to work collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation activities. The vendor will designate a lead person to work with the DHCFP on quality management. By virtue of the DHCFP’s contract with the EQRO and the federal regulations which set forth the State’s mandates for an EQRO, the vendor will be required to provide reporting data beyond that stipulated in this section and will participate in those additional EQRO activities as assigned and required by the DHCFP.



Quality Measurements



All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to the contract periods, but may overlap them. The DHCFP and/or the EQRO may conduct on-site review as needed to validate medical measures reported. The vendor must use audited data, and is responsible for ensuring all updates to the measure are reflected in the final, reported rates. The DHCFP reserves the right to require the vendor to conduct special focus studies and report on additional quality measures when requested.



On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy. 



Beginning in  the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  (calculated from the preceding calendar year's data) for which significant improvement, based on the DHCFP methodology, identified in Attachment U ~ Pay for Performance (P4P),  has been demonstrated.  



Pregnancy



Standard



The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal care.  Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-risk pregnancies to obtain healthy birth outcomes.



The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice and the MSM.



Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids



Standard



The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average for EPSDT screenings.  Well Child Care promotes healthy development and disease prevention in addition to possible early discovery of disease and appropriate treatment. 



The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and the process for notification of recipients.  Vendor internal quality assurance of the EPSDT program shall include monitoring and evaluation of the referrals that are the result of an EPSDT screening. 



The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor is required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the FFY reporting period concludes.  The vendor must send a quarterly report in order to track the progress the Vendor is making throughout the year.  The vendor is required to complete all line items of the CMS 416 Report and submit separate reports for the NCU, FMC, and CHIP Medicaid expansion. 



If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may require the vendor to submit a Plan of Correction (POC) to the DHCFP.  



Immunizations



Standard



The vendor shall ensure Age appropriate immunizations (according to current Advisory Committee on Immunization Practices (ACIP) schedule).



Mental Health



Standard



The vendor shall take affirmative steps to ensure that covered medically necessary mental health, substance abuse and mental health rehabilitative services are provided to enrolled recipients as required in this RFP.  Mental health is an integral part of holistic health care.  



Plan of Correction (POC) Procedure



The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the following: 



Specific problem(s) which require corrective action;



The type(s) of corrective action to be taken for improvement; 



The goals of the corrective action; 



The time-table for action; 



The identified changes in processes, structure, internal/external education; 



The type of follow-up monitoring, evaluation and improvement; and



The vendor staff person(s) responsible for implementing and monitoring the POC.



The POC should also identify improvements and enhancements of existing outreach, and case management activities, if applicable.



Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring revision and/or necessary additions and request a satisfactory plan be submitted by the vendor, unless otherwise specified, within thirty (30) calendar days of receipt of the DHCFP’s second directive.  If the vendor’s second plan is unsatisfactory, the DHCFP may declare a material breach.  Within ninety (90) calendar days after the vendor has submitted an acceptable POC or one has been imposed, the DHCFP will initiate a follow-up review, which may include an on-site review.   



If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health care needs, the DHCFP shall take an administrative sanction against the vendor.  Such a sanction will disallow further enrollment and may also include adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will continue until vendor compliance with the provision of benefits/services is achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be assessed if other measures fail to produce adequate compliance results from the vendor.  



STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS



Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require each managed care organization (vendor) to have an ongoing quality assessment and performance improvement program for the services it furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of systematic activities, undertaken by the vendor, to monitor and evaluate the care delivered to enrolled recipients according to predetermined, objective standards, and effect improvements as needed.



In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain the ability to collect and report data on race, ethnicity, sex, primary language, and disability status for applicant's and recipient's parents or legal guardians if applicants or recipients are minors or legally incapacitated individuals.  



An annual review of the vendor will be conducted by the DHCFP or its designee.  In addition, the DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically conduct patient and provider satisfaction surveys.  



The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP. 



The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected to have a favorable effect on health outcomes and recipient satisfaction and that involve the following:



Measurement of performance using objective quality indicators;



Implementation of system interventions to achieve improvement in quality;



Evaluation of the effectiveness of the interventions; and



Planning and initiation of activities for increasing or sustaining improvement.



The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the requirements of 42 CFR 438.240 (a)(2).  Each performance improvement project must be completed in a reasonable time period so as to generally allow information on the success of performance improvement projects to be available to the DHCFP for its annual review of the vendor’s quality assessment and improvement program.



The Vendor must: 



Submit performance improvement measurement data annually using standard measures required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.204 and 438.240(a)(2); and



Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s performance. 



The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines.



The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on areas including, but not limited to, utilization, grievances and appeals, and disenrollment for other than the loss of program eligibility. The basic elements of a health information system with which a vendor must comply include the following:



Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the recipients through an encounter data system or other methods as may be specified by the DHCFP;



Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and



Must collect service information received from providers in standardized formats.



Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP and upon request to CMS as required.



Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the DHCFP.



Standard I:  Written IQAP Description 



The vendor must have a written description of its IQAP. This written description must meet the following criteria:



Goals and Objectives



The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a timetable for implementation and accomplishment. 



Scope



The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care.



The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in private practice offices and home care); and types of services (e.g., preventive, primary, specialty care, and ancillary) are included in the scope of the review. The review of the entire range of care is expected to be carried out over multiple review periods and not on a concurrent basis. 



Specific Activities



The written description must specify quality of care studies and other activities to be undertaken over a prescribed period of time, and methodologies and organizational arrangements to be used to accomplish them.  Individuals responsible for the studies and other activities must be clearly identified and qualified to develop the studies and analyze outcomes. 



Continuous Activity



The written description must provide for continuous performance of the activities, including tracking of issues over time.  



Provider Review



Review by physicians and other health professionals of the process followed in the provision of health services must be conducted; and



The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care outcomes.



Focus on Health Outcomes



The IQAP methodology must address health outcomes to the extent consistent with existing technology.  



Standard II:  Systematic Process of Quality Assessment and Improvement 



The IQAP must objectively and systematically monitor and evaluate the quality and appropriateness of care and service provided to recipients through quality of care studies and related activities, and pursues opportunities for improvement on an ongoing basis.  The IQAP must have written guidelines for its Performance Improvement Projects (PIPs) and related activities.  These guidelines include:



Specification of Clinical or Health Services Delivery Areas to be monitored.



The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories and special risk status, including CSHCN.



The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quality Assessment and Performance Improvement Strategy.



Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b):



Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 438.240(b); and



Projects that were under way during the preceding twelve (12) calendar months.



Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects focusing on prevention and care of acute and chronic conditions, high-volume services, high-risk services, and continuity and coordination of care; non-clinical PIPs include projects focusing on availability, accessibility, and cultural competency of services, interpersonal aspects of care, and appeals, grievances, and other complaints.



The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care.  The PIPs are designed to target and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, as a resource, the Centers for Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of the CMS publication EQR Protocol 7 Implementation of Performance Improvement Projects.

 

The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning and initiation of activities for increasing or sustaining improvement.



The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.  



At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important aspects of care and service.



A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.



Use of Quality Indicators 



Quality indicators are measurable variables relating to a specified clinical or health services delivery area, which are reviewed over a period of time to monitor the process or outcomes of care delivered in that area. 



The vendor is required to:



Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience;  



Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP;



Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect the need for program change; and



Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral must  be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action.



Use of Clinical Care Standards/Practice Guidelines 



The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or practice guidelines specified in the Quality Strategy. 



The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers; 



The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care;  



The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines; 



The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted and to all recipients and potential recipients upon request;  



The standard/guidelines must address preventive health services;   



The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and  



The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the providers are organized in groups, as individuals, or in combinations thereof.  



Analysis of Clinical Care and Related Services 



Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, and through studies analyzing patterns of clinical care and related service.  For issues identified in the IQAPs targeted clinical areas, the analysis must include the identified quality indicators and uses clinical care standards or practice guidelines.  



Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs.



Clinical and related service areas requiring improvement are identified.



The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.  



The vendor shall allow the DHCFP access to clinical studies, when available and appropriate. 



Implementation of Corrective Actions 



The IQAP must include written procedures for taking corrective action, as determined under the IQAP, whenever inappropriate or substandard services are furnished, or services that should have been furnished were not. 



These written corrective action procedures must include:



Specification of the types of problems requiring corrective action;



Specification of the person(s) or body responsible for making the final determinations regarding quality problems;



Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff;



The schedule and accountability for implementing corrective actions; 



The approach to modifying the corrective action if improvements do not occur; and



Procedures for terminating the affiliation with the physician, or other health professional or provider.  



Assessment of Effectiveness of Plans of Correction (POC) 



As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been made.  In addition, changes in practice patterns must be monitored. 



The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective.



Evaluation of Continuity and Effectiveness of the IQAP 



The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all types of services in all settings. 



At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which addresses:  quality assurance studies and other activities completed; trending of clinical and service indicators and other performance data; demonstrated improvements in quality; areas of deficiency and recommendations for corrective action; and an evaluation of the overall effectiveness of the IQAP.  



The report should include evidence that quality assurance activities have contributed to significant improvements in the care delivered to recipients.



Standard III:  Accountability to the Governing Body 



The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with quality improvement issues is not direct, a designated committee of the senior management of the vendor that is responsible for the vendor IQAP review.  Responsibilities of the Governing Body for monitoring, evaluating and making improvements to care include:



Oversight of IQAP



There is documentation that the Governing Body has approved the overall IQAP and the annual IQAP.



Oversight Entity



The Governing Body has formally designated an entity or entities within the vendor to provide oversight of the IQAP and is accountable to the Governing Body, or has formally decided to provide such oversight as a committee of the whole.



IQAP Progress Reports



The Governing Body routinely receives written reports from the IQAP describing actions taken, progress in meeting quality assurance objectives, and improvements made. 



Annual IQAP Review



The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP.  This annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at minimum must include:



Studies undertaken; 



Results;



Subsequent actions and aggregate data on utilization and quality of services rendered; and 



An assessment of the IQAPs continuity, effectiveness and current acceptability.



Program Modification



Upon receipt of regular written reports delineating actions taken and improvements made, the Governing Body must take action when appropriate, and direct that the operational IQAP be modified on an ongoing basis to accommodate review findings and issues of concern with the vendor.  This activity is documented in the minutes of the meetings of the Governing Board in sufficient detail to demonstrate that it has directed and followed up on necessary actions pertaining to quality assurance.  



Standard IV:  Active QA Committee 



The IQAP must delineates an identifiable structure responsible for performing quality assurance functions within the vendor.  



This committee or other structure must have:



Regular Meetings



The structure/committee must meets on a regular basis with a specified frequency, no less than quarterly to oversee IQAP activities.  This frequency must be sufficient to demonstrate that the structure/committee is following up on all findings and required actions. 



Established Parameters for Operating



The role, structure and function of the structure/committee must be specified. 



Documentation



There must be records documenting the structure and committee’s activities, findings, recommendations and actions.  



Accountability



IQAP subcommittees must be accountable to the Governing Body and must report to it (or its designee) on a scheduled basis on activities, findings, recommendations and actions. 



Membership



There must be active participation in the IQAP committee from vendor providers, who are representative of the composition of the vendor’s providers.  



Standard V:  IQAP Supervision 



There must be a designated senior executive who is responsible for IQAP implementation.  The vendor’s Medical Director has involvement in quality assurance activities. 



Standard VI:  Adequate Resources 



The IQAP must have sufficient material resources and staff with the necessary education, experience, or training to effectively carry out its specified activities.  



Standard VII:  Provider Participation in IQAP 



Participating physicians and other providers must be kept informed about the written IQAP through provider newsletters and updates to the provider manual.   



The vendor must include in its provider contracts and employment agreements, for physician and non-physician providers, a requirement securing cooperation with the IQAP.  



Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its recipients. 



Standard VIII:  Delegation of IQAP Activities 



The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities.  If the vendor delegates any quality assurance activities to subcontractors or providers, it must:



Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of reporting to the vendor;  



Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the actual quality of care being provided; and



Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including approval of quality improvement plans and regular specified reports. 



[bookmark: OLE_LINK20][bookmark: OLE_LINK21]Standard IX:  Credentialing and Recredentialing 



The IQAP must contain provisions to determine whether physicians and other health care professionals, who are licensed by the State of Nevada and who are under contract to the vendor, are qualified to perform their services.  These provisions are:



Written Policies and Procedures



The vendor will have written policies and procedures that include a uniform documented process for credentialing, which include the vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, recertifying and/or reappointment of practitioners. The vendor will comply with NAC 679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers.



The DHCFP reserves the right to request and inspect the credentialing process and supporting documentation. The vendor agrees to allow the DHCFP and/or its contracted EQRO to inspect its credentialing process and supporting documentation. 



Oversight by Governing Body



The Governing Body, or the group or individual to which the Governing Body has formally delegated the credentialing function, will review and approve the credentialing policies and procedures.  



Credentialing Entity



The vendor will designate a credentialing committee, or other peer review body, which makes recommendations regarding credentialing decisions.



Scope



The vendor will identify those practitioners who fall under its scope of authority and action. This must include, at a minimum, all physicians and other licensed independent practitioners included in the vendor’s provider network. 



Process



The initial credentialing process obtains and reviews primary source verification of the following information, at a minimum:



The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the practitioner practices.



Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to prescribe drugs.



Graduation from medical school and completion of a residency, or other post-graduate training, as applicable.



Work history.



Professional liability claims history.



The practitioner holds current, adequate malpractice insurance according to the vendor’s policy.



Any revocation or suspension of a State license or DEA number.



Any curtailment or suspension of medical staff privileges (other than for incomplete medical records).



Any sanctions imposed by the OIG or the DHCFP.



Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity.



The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensing entities for all other practitioners in the plan.



The application process includes a statement by the applicant regarding:



Any physical or mental health problems that may affect current ability to provide health care;



Any history of chemical dependency/ substance abuse;



History of loss of license and/or felony convictions;



History of loss or limitation of privileges or disciplinary activity; and



An attestation to correctness/ completeness of the application. 



This information should be used to evaluate the practitioner’s current ability to practice.



There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the site and medical record keeping practices to ensure conformance with the vendor’s standards.  If the vendor’s credentialing process complies with the current NCQA standards, it is not required to conduct initial site visits.



The vendor’s provider credentialing must comply with 42 CFR §1002.3.	



If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (15) calendar days.



Recredentialing 



A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or recertification) will be described in the vendor’s policies and procedures, including: 



Evidence that the procedure is implemented at least every sixty (60) months; 



The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner agreement.  At a minimum, the recredentialing, recertification or reappointment process is organized to verify current standing in required areas.



The recredentialing, recertification or reappointment process also includes review of data from:



Recipient grievances and appeals;



Results of quality reviews;



Utilization management;



Recipient satisfaction surveys; and



Re-verification of hospital privileges and current licensure, if applicable.



The vendor’s provider recredentialing must comply with 42 CFR §1003.3



If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse the DHCFP will notify HHS-OIG.



Delegation of Credentialing Activities 



If the vendor delegates credentialing and recredentialing, recertification, or reappointment activities, there must be a written description of the delegated activities, and the delegate’s accountability for these activities.  There must also be evidence that the delegate accomplished the credentialing activities.  The vendor must monitor the effectiveness of the delegate’s credentialing and reappointment or recertification process.  



Retention of Credentialing Authority



The vendor retains the right to approve new practitioners and sites, and to terminate or suspend individual practitioners.  The vendor has policies and procedures for the suspension, reduction or termination of practitioner privileges. 



Reporting Requirement



The vendor must ensure there is a mechanism for, and evidence of implementation of, the reporting of serious quality deficiencies resulting in suspension or termination of a practitioner, to the appropriate authorities.  



Provider Dispute Process



The vendor must have a provider appeal process for instances wherein the vendor chooses to deny, reduce, suspend or terminate a practitioner’s privileges with the vendor.



Standard X:   Recipient Rights and Responsibilities 



The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges their rights and responsibilities.  



Written Policy on Recipient Rights



The vendor must have a written policy that recognizes the following rights of recipients:



To be treated with respect, and recognition of their dignity and need for privacy;



To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and responsibilities;



To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, within the limits of the plan network, including the right to refuse care from specific practitioners;



To participate in decision-making regarding their health care, including the right to refuse treatment;



To pursue resolution of grievances and appeals about the vendor or care provided;



To formulate advance directives;



To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be amended or corrected as specified in 45 CFR Part 164; 



To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation; and



To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s condition and ability to understand.



Written Policy on Recipient Responsibilities



The vendor must have a written policy that addresses recipients’ responsibility for cooperating with those providing health care services.  This written policy must address recipients’ responsibility for:



Providing, to the extent possible, information needed by professional staff in caring for the recipient; and



Following instructions and guidelines given by those providing health care services. 



The vendor should also include additional recipient responsibilities in their recipient communications (such as, the recipient is responsible for being on time for scheduled appointments and canceling appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, etc.).



Communication of Recipient Policies to Providers



A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all participating providers upon initial credentialing and when significant changes are made. 



Communication of Policies to Recipients



Upon enrollment, recipients are provided a written statement that includes information on their rights and responsibilities.



Recipient Grievance and Appeals Procedures 



The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and providing recipient appeals.  This system must include:



Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish and monitor standards for timeliness;



Documentation of the substance of grievances, appeals, and actions taken;



Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for appeals; 



Aggregation and analysis of grievance and appeal data and use of the data for quality improvement;



Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada Check Up recipients; and



Compliance with 42 CFR 438 Subpart F Grievance and Appeals.



Recipient Suggestions



An opportunity must be provided for recipients to offer suggestions for changes in policies and procedures.  



Steps to Assure Accessibility of Services 



The vendor must take steps to promote accessibility of services offered to recipients.  These steps include:



The points of access to primary care, specialty care and hospital services are identified for recipients; 



At a minimum, recipients are given information about:



How to obtain services during regular hours of operations;



How to obtain emergency and after-hour care; 



How to obtain emergency out-of-service area care; 



How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients and/or are responsible for their care; and



How to access concierge services and if needed case management assistance from the vendor when needed to gain access to care.



Information Requirements 



Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) grade level that is readable and easily understood.



Written information must be available in the prevalent languages of the population groups served.  



Confidentiality of Patient Information 



The vendor must act to ensure that the confidentiality of specified patient information and records is protected.  The vendor must:



Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records;



Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of confidential information to persons outside of the vendor; 



Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and shall not divulge it without the recipient’s authorization, unless:



It is required by law, or pursuant to a hearing request on the recipient’s behalf;



It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate insurance or other matters pertaining to payment; or



It is necessary in compelling circumstances to protect the health or safety of an individual.	



Must report any release of information in response to a court order to the recipient in a timely manner; and



May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency representatives who are subject to standards of confidentiality that are comparable to those of the State agency. 



Treatment of Minors



The vendor must have written policies regarding the treatment of minors. 



Assessment of Recipient Satisfaction 



The vendor must conduct periodic surveys of recipient satisfaction annually with its services:



The survey(s) must include content on perceived problems in the quality, availability and accessibility of care.



The survey(s) assess at least a sample of:



All recipients;



Recipient requests to change practitioners and/or facilities; and



Disenrollment by recipients.



As a result of the survey(s), the vendor must:



Identify and investigate sources of dissatisfaction;



Outline action steps to follow up on the findings; and



Inform practitioners and providers of assessment results.



The vendor must re-evaluate the effects of the above activities.



Standard XI:  Standards for Availability and Accessibility 



The vendor must establish standards for access (e.g., to routine, urgent and emergency care; telephone appointments; advice; and recipient service lines) and complies with this RFP.  Performance on these dimensions of access is assessed against the standards.



Standard XII:  Medical Record Standards 



Accessibility and Availability of Medical Records



The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (the Secretary), DHCFP, or agents thereof.  



Records are available to health care practitioners at each encounter.



Record Keeping



Medical records may be on paper or electronic.  The vendor must take steps to promote maintenance of medical records in a legible, current, detailed, organized and comprehensive manner that permits effective patient care and quality review.  Medical records must be maintained as follows:



Medical Record Standards – The vendor sets standards for medical records.  The records reflect all aspects of patient care, including ancillary services.  These standards shall, at a minimum, include requirements for:



Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID number; 



Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability status, address, employer, home and work telephone numbers, and marital status;



Allergies – Medication allergies and adverse reactions are prominently noted on the record.  Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;  



Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious accidents, operations, and illnesses.  For children, past medical history relates to prenatal care and birth;  



Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a notation that immunizations are up to date with documentation of specific vaccines administered and those received previously (by history);



Diagnostic information;



Medication information;



Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are identified in the medical record;



Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for patients twelve (12) years and over and seen three (3) or more times;



Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultation and significantly abnormal lab and imaging study results have an explicit notation in the record of follow-up plans; 



Emergency care;



Hospitals and Mental Hospitals; 



Identification of the recipient;



Physician name;



Date of admission; 



Initial and subsequent stay review dates; 



Reasons and plan for continued stay if applicable;



Date of operating room reservation if applicable;



Justification for emergency admission if applicable; and 



Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for: 



1. All hospital admissions that occur while the patient is enrolled with the vendor; and 



2. Prior admissions as necessary.



Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the individual has executed an advance directive and documents the receipt of information about advance directives by the recipient and confirms acknowledgment of the option to execute an advance directive.  An advance directive is a written instruction such as a living will or durable power of attorney for health care relating to the provision of health care when the individual is incapacitated; and



Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of:



History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting complaints;



Plan of treatment;



Diagnostic tests;

		

Therapies and other prescribed regimens;



Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  A specific time to return is noted in weeks, months, or as needed.  Unresolved problems from previous visits are addressed in subsequent visits;



Referrals and results thereof; and



All other aspects of patient care, including ancillary services. 



Entry Date – All entries must have date and time noted; 



Provider Identification – All entries are identified as to author;



Legibility – The record is legible to someone other than the writer.  A second reviewer should evaluate any record judged illegible by one physician reviewer.  



Record Review Process



The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, completion and conformance to its standards; and



The record assessment system must address documentation of the items listed in Medical Records requirements above.



Standard XIII:  Utilization Review 



Written Program Description



The vendor must have a written utilization review management program description, which includes, at a minimum, policies and procedures to evaluate medical necessity, criteria used, information sources and the process used to review and approve the provision of medical services. 



Scope



The program has mechanisms to detect under-utilization as well as over-utilization.  



Pre-Authorization and Concurrent Review Requirements



For vendors with pre-authorization or concurrent review programs:



Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals;



Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating physician, as necessary;



The reasons for decisions must be clearly documented and available to the recipient;



The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary medical, behavioral, and social care in accordance with community standards of practice;



There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider disputes.  Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization.  The Notice of Action must include a description of how to file an appeal;



Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient;



There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other measures;



Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny, limit, or discontinue medically necessary services to any recipient; and



If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these standards.  



Standard XIV:  Continuity of Care System 



The vendor has put a basic system in place, which promotes continuity of care and case management.  The vendor must take a comprehensive and collaborative approach to coordinate care for the eligible population and conditions as specified by DHCFP through an effective case management program, partnerships with primary care physicians and specialists, other service providers and recipient participation, recipient/family outreach and education, and the ability to holistically address recipient’s health care needs. Care coordination must include not only the specific diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral health, and related issues such as the lack of social or family support. 



The MCO vendor will have a geographically based care manager for in person assistance. Upon request of the Director of DHHS and/or the Administrator of DHCFP, care managers must be available to conduct home visits of recipients within forty eight (48) hours of being identified as high risk for serious health, safety and welfare issues.



The vendor will train staff, receive available technical assistance, and adhere to the system of care values and principles and will use evidenced based practices for individualized services. See Attachment V ~ for System of Care Principles.



Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program must include, at a minimum, the following:



Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the care planning process. 



Assessment of the health condition for recipients with a positive screen.



Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and



Development and implementation of a care treatment plan, incorporating person centered planning and system of care principles for recipients in case management based on the assessment which includes:



The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both development and implementation phases of the care treatment plan in the least restrictive environment;



Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children (WIC) program; teen pregnancy programs; parenting programs; and Child Welfare programs.



The following components should be incorporated into the vendor case management program: 



Identification 



The vendor must have mechanisms in place to screen and identify recipients potentially eligible for case management services. These mechanisms must include an administrative data review (e.g. diagnosis, cost threshold, access issues and/or service utilization) and may also include telephone interviews; mail surveys; provider/self-referrals; or home visits. 



Screen



The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from the date of enrollment in the MCO:



Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive identification and to determine the need for case management services within ninety (90) calendar days of enrollment. Screening assessment for pregnant women, children with specialty health care needs, adults with special health care needs must be conducted within thirty (30) days; and 



The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be accomplished with in the first one hundred and twenty (120) days.



Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services.  



The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request.



Comprehensive Assessment



For those identified through the Health Needs Assessment Screening to potentially need case management services, a comprehensive assessment must be completed to evaluate the recipient’s physical health, behavioral health, co-morbid conditions, and psycho-social, environmental, and community support needs. The assessment must be completed by a physician, physician assistant, RN, LPN, licensed social worker, or a graduate of a two or four-year allied health program. If the assessment is completed by another medical professional, there should be oversight and monitoring by either a registered nurse or physician.



Furthermore, the vendor must provide information to the recipient and their PCP that they have been identified as meeting the criteria for case management, including their enrollment into case management services.



Prioritize Care Needs of the Recipient	



The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum: 



Develop a person centered care treatment plan (as described below); 



Implement recipient - level interventions; 



Continuously monitor the progress of the patient;



Identify gaps between care recommended and actual care provided;  



Propose and implement interventions to address the gaps; and



Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.  



Person Centered Care Treatment Plan



Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, designated formal and informal supports, and the recipient's PCP must be actively involved in the development of the care treatment plan.  Ongoing communication regarding the status of the care treatment plan may be accomplished between the vendor and the PCP’s designee (i.e. qualified health professional).  Revisions to the clinical portion of the care treatment plan should be completed in consultation with the PCP.  



The vendor must arrange or provide for professional care management services that are performed collaboratively by the recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, targeted case managers, and/or social workers) appropriate for the  recipient’s condition and health care needs.



The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, any co-morbidity, and the recipient’s psychological and community support needs.  At a minimum, the vendor’s case manager must attempt to coordinate care with the recipient’s case manager from other health systems, including behavioral health.  The person centered care treatment plan must also include specific provisions for periodic reviews of the recipient’s condition and appropriate updates to the plan.   



The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment plans.



Designation of PCP



For recipients with case management needs, the designated PCP is the physician who will manage and coordinate the overall care for the recipient. In addition, the vendor will facilitate the coordination of the recipient’s care and ensure communication between the recipient, PCP, and other service providers and case managers.



Case Management Program Staffing



The vendor must identify the staff that will be involved in the operations of the case management program, including but not limited to:  case manager supervisors, case managers, and administrative support staff.  The vendor must identify the role/functions of each case management staff recipient as well as the required educational requirements, clinical licensure standards, certification and relevant experience with case management standards and/or activities. Furthermore, the vendor must provide case manager staff/recipient ratios based on the recipient risk stratification and different levels of care being provided to recipients.  Behavioral health case management must be available 24 hours a day, 7 days a week.  



Case Management Conditions



The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health conditions: 



Congestive Heart Failure (CHF);



Coronary Arterial Disease (CAD);



Hypertension (excluding Mild Hypertension);



Diabetes;



Chronic Obstructive Pulmonary Disease (COPD);



Asthma;



Severe Mental Illness (SMI);



High-Risk or High-Cost Substance Abuse Disorders;



Severe Cognitive and/or Developmental Limitation; 



Recipients in Supportive Housing; 



HIV; and



Recipients with Complex Conditions.



However, vendor must focus on all recipient’s whose health conditions warrant case management services and should not  limit these services only to recipients with these conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.).



Case Management Strategies



The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management methodology (e.g., grouper, predictive modeling, proprietary screening algorithms) to identify and/or stratify recipients in need of various levels of health coaching and care intervention, the methods must be validated by scientific research and/or nationally accepted and recognized in the health care industry.  



The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients. 



The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.



Information Technology System for Case Management:



The vendor’s information technology system for its case management program must maximize the opportunity for communication between the vendor, PCP, the patient, other service providers and case managers.  The vendor must have an integrated database that allows vendor staff that may be contacted by a recipient in case management to have immediate access to and review of the most recent information within the vendor’s information systems relevant to the case.  The integrated database may include the following: administrative data, call center communications, service authorizations, person centered care treatment plans, patient assessments and case management notes. For example, vendor recipient services staff must have access to a recipient’s case management notes and recent inpatient or emergency department utilization if contacted by that recipient. The information technology system must also have the capability to share relevant information (i.e. utilization reports, person centered care treatment plans, etc.) with the recipient, the PCP, and other service providers and case managers.



The vendor must submit a monthly report on the number of recipients receiving case management, their ages, geographic location and reason for case management. 



Standard XV:  IQAP Documentation 



Scope



The vendor must document that it is monitoring the quality of care across all services and all treatment modalities, according to its written IQAP. (This review of the entire range of care is expected to be carried out over multiple review periods and not on a concurrent basis.)  



Maintenance and Availability of Documentation



The vendor must maintain and make available to the DHCFP, and upon request to the Federal Secretary of Health and Human Services or any federal or state regulatory entities, studies, reports, protocols, standards, worksheets, minutes, or such other documentation as requested concerning its quality assurance activities and corrective actions.  



Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management Activity 



The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are documented and reported within the vendor’s organization and through the established QA channels. 



Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations. 



Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk management and resolution and monitoring of recipient grievances and appeals.  



There is a linkage between quality assurance and the other management functions of the vendor such as:



Network changes;



Benefits redesign;



Medical management systems (e.g., pre-certification);



Practice feedback to practitioners;



Patient education; and



Recipient services.



Standard XVII:  Data Collection 



The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient satisfaction/complaint data on a regular basis, in accordance with Quality Assurance Standards. The vendor will submit information to DHCFP in accordance with the contract, performance measures and reports.  Data for measures of quality, utilization, recipient satisfaction and access will be reported for the contract population.



Specific areas of study required will be stated in the contract. 



Data or studies required by the contract must be submitted the required due date, and be accurate and complete.



Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical care are required by due date.  



Standard XVIII:  Dispute Resolution



The vendor must adequately staff a provider services unit to handle provider questions and disputes.



The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.  



A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution.
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The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.200.  The State’s Strategy has two basic purposes:



To ensure compliance with federal and state statutory and regulatory requirements on quality, and



To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, Medicaid  recipients in the state. 



The purpose of this quality strategy is to:



CFR 438.202 – State Responsibilities



Have a written strategy for assessing and improving the quality of managed care services offered by all managed care organizations (vendors); 



Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it to final;



Ensure that the vendors comply with standards established by the DHCFP; 



Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed; 



Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, and two (2) regular reports on the implementation and effectiveness of the strategy; and



The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an annual Work Plan. 



CFR 438.204 – Elements of State Quality Strategies



Quality of care activities will be monitored through information obtained in a quarterly MCO Care Coordination Report.  These activities may include monitoring and technical assistance through site visits to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the MCO Care Coordination report and may conduct a more in-depth review and/or request additional information. 



The Strategy incorporates procedures that:



Assess the quality and	 appropriateness of care and services furnished to all of the DHCFP medical assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health care needs;



Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent contact between recipients and providers, staff recruitment, staff training, translation services, and the development of appropriate health education materials. The vendor is responsible for promoting the delivery of services in a culturally competent manner, solely determined by the DHCFP, to all recipients including those with limited English proficiency (LEP) and diverse cultural and ethnic background. The vendor will develop methods to collect report and identify the race, ethnicity and primary language spoken of each enrolled recipient. The vendor will track primary language information in the health plans’ customer services systems.  The DHCFP will provide race and ethnicity and primary language spoken data for the Medicaid population to the vendor(s) through a monthly interface. The vendors may alert the DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any known discrepancies in the race and ethnicity or primary language data they receive from the DHCFP. This data will be utilized to gather baseline data and will lead to the development of a Performance Improvement Projects (PIP) or quality improvement project. Such a project will incorporate data from the State enrollment file according to the race and ethnicity categories as defined by CMS.  The data will be used to generate stratified reports as recommended by CMS and HIPAA for race and ethnicity categories to identify disparities.  The vendor’s will organize interventions specifically designed to reduce or eliminate disparities in health care;



Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the DHCFP will complete this monitoring in line with the Strategy;



Arrange for external quality reviews including a description of the annual independent external quality review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include but is not limited to a broad description of calculating HEDIS measures or designing performance improvement projects;



That designates the performance measures and levels developed by CMS in consultation with States and other relevant stakeholders;



Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality strategy;



Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a vehicle for addressing identified quality of care problems; and



Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and quality measurement and improvement.
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Vendor Fiscal Standards



The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified vendors. The vendor must comply with all DOI standards in addition to the managed care program standards described in this section.  



Performance Security Deposit 



The vendor must provide a performance security deposit in the form of a bond furnished by a surety company authorized to do business in the State of Nevada to the DHCFP in order to guarantee payment of the vendor’s obligations under this contract.  The performance security deposit may be utilized by the DHCFP to remedy any breach of contract or sanctions imposed on the vendor. 



An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end of the first quarter of the contract period and may need to be increased or decreased to equal the actual required security deposit amount. 



The amount of the performance security deposit shall be equal to one hundred and ten percent (110%) of the highest month’s total capitation amount in the first quarter or fifteen million dollars ($15 million), whichever is greater. This must be deposited with the State Treasurer within fifteen (15) calendar days after the end of the first quarter of the contract. The total capitation amount is the sum of all capitation payments for all recipients for the month. 



After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capitation payment or fifteen million dollars ($15 million), whichever is greater.



Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the following listed requirements:



A.M. Best A-VII rated insurance company;



Certified by the Department of Treasury, Financial Management Services for Nevada; and



Licensed by the Nevada Department of Business and Industry, Division of Insurance.



The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the DHCFP in order to cover all outstanding liabilities.



Vendor Liability



The requirements set forth below shall be included in all subcontracts. 



The vendor must ensure that its recipients are not held liable for any of the following:



The vendor’s debts, in the event of the vendor’s insolvency;



For services provided to the recipient in the event of the organization failing to receive payment from the State for such services;



For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with the vendor fails to receive payment from the state or the organization for such services; or



Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor had directly provided the services.



To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B.



Payment of Claims



The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided to enrolled recipients on dates of service when they were eligible for coverage unless the services are excluded under the DHCFP managed care contract or the Nevada Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with state and federal statutes and regulations. Not meeting all federal requirements, including those for timely claims payment, may be considered a breach.



In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to paying the claim.	



The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to electronically accept and adjudicate claims.



The vendor must allow network and non-network providers to submit an initial claim for covered services.  The vendor must allow all in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the last date of service and out of state providers three hundred sixty five (365) days from the last date of service unless a shorter time period is negotiated. The vendor’s claims payment system must use standard claim forms.  



The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  percent (95%) of all clean claims from practitioners, who are in individual or group practice or who practice in shared health facilities, within thirty (30) calendar days of the date of receipt. The vendor must pay ninety nine percent (99%) of all clean claims from practitioners, who are in individual or group practice or who practice in shared health facilities, within ninety (90) calendar days of the date of receipt.



The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the claim and the date of payment is the date of the check or other form of payment.  



The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall monitor its compliance with these procedures.



The vendor’s claims processing system must ensure that duplicate claims are denied.  In addition, this system must include edits to not allow for unbundling and the ability to pay certain State or local government providers the federal share only.



The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care services on a claim that is not paid within the time provided in the contract or agreement at a rate of interest equal to the prime rate at the largest bank in Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, immediately preceding the date on which the payment was due, plus  six percent (6%). The interest must be calculated from thirty (30) days after the date on which the claim is approved until the date on which the claim is paid.



The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty for each day the vendor is out of compliance. 



The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission.



The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors.



The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to support the claims processing function as described in the vendor’s proposal and incorporated by reference in the contract.



A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s).



The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the consequences of PPCs and Other Provider Preventable Conditions (OPPC) that meet the following criteria:



Is identified in the Medicaid State plan;



Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable preventable through the application of procedures supported by evidence-based guidelines;



Has a negative consequence for the recipient;



Is auditable;



Includes, at minimum, wrong surgical or other invasive procedure performed on a patient; 



Surgical or other invasive procedure performed on the wrong body part; and



Surgical or other invasive procedure performed on the wrong patient.



Financial Solvency 



The vendor must demonstrate that it has adequate financial reserves and administrative ability to carry out its contractual obligations.  The vendor must maintain financial records and provide the DHCFP with various financial statements and documentation upon request and as outlined in the contract and Attachment T ~ Forms and Reporting Guide, including any revisions or additions to the document.



The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance.



The vendor will submit its quarterly and annual financial reports to the DHCFP.



Third-Party Liability (TPL) 



Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 6035 of the Deficit Reduction Act of 2005. TPL activities included in this contract are the Coordination of Benefits (COB) cost avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its providers are required to take all reasonable measures to identify legally liable third parties and treat verified TPL as a resource of the Medicaid and CHIP recipient. 



Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the limited purpose of TPL for cost avoiding claims, collection, within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154.  The managed care organization’s capitated payments include an offset in the rates for these collections. The contracted managed care organization shall vigorously pursue billing prior resources as these amounts are considered part of their risk based capitation payment. The managed care organization is required to secure signed acknowledgements from enrolled Medicaid recipients or their authorized representative confirming any prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.) and share that information with the DHCFP. Third-party liability (TPL) is a self-reporting element. MCO’s are responsible for developing and distributing communication forms to enrolled Medicaid recipients.



The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service coverage, pharmacy service claim with  pharmacy coverage).  Allow for TPL overrides when the other insurance is exhausted or the service is not covered by the other liable party, making Medicaid the payer of last resort for the claim.



The managed care organization is required to vigorously pursue billing prior resources.  Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liable third parties. All information on the third party, including collections and collection attempts, are to be reported to the DHCFP (including circumstances under which the third party refuses to pay) on the Third Party Monthly Report located in the Forms and Reporting Guide. TPL collections should also be reported to the DHCFP through encounter data and other required reports.



The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-party resources identified and communicated to the managed care organization by the DHCFP.



TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right to recovery to the State unless vendor can provide evidence that the recovery effort is active and/or in dispute. The vendor will be responsible to pay for the cost incurred to complete the recovery of the TPL payment to the DHCFP.



The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and regulations, currently established as seventy-two (72) months.



Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State Victims of Crime.



Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and regulations are met by the TPL business function.



Subrogation



Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by the policy.



The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to the MCO by the DHCFP to assist in accomplishing this objective. 



The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection activities and results. The managed care organization will then be expected to meet or exceed baseline target collections as determined by the DHCFP and its actuaries.  The baseline target amount will be built into future rates. If the managed care organization does not meet or exceed baseline TPL and subrogation collections, the DHCFP will conduct a review to determine if there is a legitimate reason.  If there is no legitimate reason as determined by the Division, the difference between baseline and actual collections will be deducted from the managed care organization’s costs before the data is used to set future rates.  The DHCFP will prospectively adjust capitation rates to account for expected TPL collections.



Reserving



As part of its accounting and budgeting function, the vendor will be required to establish an actuarially sound process for estimating and tracking incurred but not reported (IBNRs) claims.  The vendor must provide documentation of the IBNRs review and certification by an actuary. The vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, and pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving methodology, the vendor must conduct annual reviews to assess the actuarial validity of its reserving methodology, and make adjustments as necessary.



Prohibition on Payments to Institutions or Entities Located Outside of the United States.



Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the United States (U.S.).



Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank accounts or business agents located outside of the U.  S. are prohibited by this provision. Further, this Section prohibits payments to telemedicine providers located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are not permitted.



Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the U.S. may be recovered by the State from the vendor.



For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa, when used under Title XIX.



The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Medicaid State Plan that may require payments to financial institutions or entities located outside of the U.S. are not prohibited under this statute. For example, payments for outsourcing information processing related to Plan administration or outsourcing call centers related to enrollment or claims adjudication are not prohibited under this statute. 
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The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and access to the State Fair Hearing system. 



A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for grievances include, but are not limited to, access to care, quality of services, interpersonal relationships between vendor staff and recipients or providers, and failure to respect a recipient’s rights.



An appeal is a specific request for review of one of the following actions:



The denial or limited authorization of a requested service, including the type or level of service;



The reduction, suspension or termination of a previously authorized service;



The denial, in whole or in part, of payment for a service;



The failure to provide services in a timely manner; or



The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution and notification. 



The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers and subcontractors at the time they enter into a contract. 



This information must include: 



The recipient’s right to file grievances and appeals; the requirements and timeframes for filing;



The availability of assistance with filing; 



The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may be liable for the cost of any continued benefits if the action is upheld;  



The toll free number to file oral grievances and appeals; and 



Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service.



The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The report should be broken out by hearing issue; date requested and dates resolved, program and outcome for tracking, trending and corrective action.



The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in writing, the recipient shall be instructed to file via mail or fax to the designated P.O. Box or fax number for medical appeals.



The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their phone numbers.  Staff shall be knowledgeable about the applicable state and federal law, vendor's rules and regulations, and all court orders governing appeal procedures, as they become effective.



The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well as contractual compliance.



Recipient Grievances and Appeals



The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals.



The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient grievances and appeals policies and procedures have been revised or updated (not including grammatical or readability revisions or updates). The vendor may not implement any policies and procedures concerning its recipient grievance and appeal system without first obtaining the written approval of the DHCFP.



The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the date on the entity’s notice of action.



The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met:



The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action. 



The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.



The services were ordered by an authorized provider.



The authorization period has not expired.



The recipient requests continuation of benefits.



The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until one of the following occurs: 



The recipient withdraws the appeal;



The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor mails an adverse appeal decision;



A State Fair Hearing decision adverse to the recipient is made, or



The service authorization expires or authorization limits are met.



A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. In the event a provider files an appeal on the recipient’s behalf, the provider must first obtain the recipient’s written permission with the exception of an expedited appeal. 



In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about the State Fair Hearing process in the event a recipient’s appeal is not resolved in favor of the recipient. Grievances are not eligible for referral to the State Fair Hearing process.



A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. The vendor may not require a written signed appeal following an oral request for an expedited appeal. If a grievance or appeal is filed orally, the vendor is required to document the contact for tracking purposes and to establish the earliest date of receipt.  There is no requirement to track routine telephone inquiries.



For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry.



Authorization and Notice Timeliness Requirements



The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s established timelines that may not exceed fourteen (14) calendar days following receipt of the request for service, with a possible extension of up to fourteen (14) additional calendar days if the recipient or provider requests the extension; or, the vendor justifies (to the DHCFP upon request) a need for additional information and how the extension is in the recipient’s interests. The vendor must provide written notice of the reason for the extension and inform the recipient of their right to file a grievance.



For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make an expedited authorization decision and provide a Notice of Action as expeditiously as the recipient’s health condition warrants and no later than seventy two (72) hours after receipt of the request for service.  The vendor may extend the (72) hours’ time period by up to fourteen (14) calendar days if the recipient requests an extension or if the vendor justifies (to the DHCFP upon request) a need for additional information and how the extension is in the recipient’s best  interest. The vendor must provide written notice of the reason for the extension and inform the recipient of their right to file a grievance.



Notice of Action



The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adverse determination, the provider must be notified but this notification need not be in writing.



The notice must meet all of the following requirements:



Be available in the State-established prevalent non-English languages;



Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading proficiency); and



Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d). 



A written Notice of Action to the recipient must meet the following requirements and must explain:



The action the vendor or its subcontractor has taken or intends to take;



The reasons for the action;



The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision;



The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures;



The procedures for exercising the recipient’s rights to appeal;



The circumstances under which expedited resolution is available and how to request it;



The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pending the resolution of the appeal, how to request that benefits be continued, and the circumstances under which the recipient may be required to pay the costs of these services;



That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman;



The specific regulations that support, or the change in federal or State law that requires the action; and



The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based on change in law, the circumstances under which a hearing will be granted.



The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, or reduction of previously authorized covered services.  This timeframe may be shortened to five (5) days if probable recipient fraud has been verified.  



The vendor must give notice by the date of the action for the following circumstances:  



In the death of the recipient; 



A signed written recipient statement requesting termination or giving information requiring termination or reduction of services (where the recipient understands that this must be the result of supplying that information);



The recipient’s admission to an institution where he is ineligible for Medicaid services;



The recipient’s address is unknown and mail directed to him has no forwarding address;



The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth;



The recipient’s physician prescribes the change in level of medical care;



An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or



When being transferred from a nursing facility for the following reasons:



The safety or health of individuals in a facility would be endangered; 



The residents health improves sufficiently to allow a more immediate transfer or discharge; 



An immediate transfer or discharge is required by the resident’s urgent medical needs; or



The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing facility transfers).



The vendor must give a Notice of Action on the date of action when the action is a denial of payment. 



The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute a denial and are thus adverse actions.



The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution notice.



For appeals not resolved wholly in favor of the recipients, the notice must include:



The right to request a State Fair Hearing, and how to do so;



The right to request to receive benefits while the hearing is pending, and how to make the request; and



That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action. 



Handling of Grievances and Appeals 



The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as expeditiously as the recipient’s health condition requires within the State’s established time frames specified as follows:



Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance.



Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal.



Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) business days after the vendor receives the expedited appeal request. The vendor is required to establish and maintain an expedited review process for appeals when the vendor determines or the provider indicates that taking the time for a standard resolution could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function. The vendor must ensure that punitive action is not taken against a provider who requests an expedited resolution or supports an appeal.  If the vendor denies a request for an expedited resolution of an appeal, it must transfer the appeal to the standard timeframe of no longer than thirty (30) calendar days from the day the vendor receives the appeal (with a possible fourteen (14) calendar day extension) for resolution of appeal and give the recipient prompt oral notice of the denial and follow up within two (2) calendar days with a written notice.



The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person or in writing, in the case of the expedited resolution.



These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is in the recipient’s interests. If the State grants the vendor’s request for an extension, the vendor must give the recipient written notice of the reason for the delay.



In handling grievances and appeals, the vendor must meet the following requirements: 



The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to attend and be available to present evidence at the appeal hearing. This also includes, but is not limited to, providing interpreter services and toll-free numbers that have adequate teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and interpreter capability;



Acknowledge receipt of each grievance and appeal;



Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any previous level of review or decision-making; and



Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the following:



An appeal of a denial that is based on medical necessity;



A grievance regarding the denial of an expedited resolution of an appeal; or



A grievance or appeal that involves clinical issues.



The process for appeals also requires:



That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient requests expedited resolution;



That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of expedited resolution;



That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine the recipient’s case file, including medical records, and any other document and records considered during the appeals process; and



The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a deceased recipient’s estate.



The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include the results of the resolution process and the date it was completed. For appeals that are not wholly resolved in favor of the recipient, the notice must also include: 



The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so; 



The right to request to receive benefits while the hearing is pending and how to make this request; and



That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s action.



For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the disposition in addition to the required written notice.  



The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality strategy.



The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the review of recipient complaints and appeals that have been received. 



State Fair Hearing Process



The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhausted the vendor’s appeal system without receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be submitted in writing within ninety (90) calendar days from the date of the vendor’s notice of resolution. 



The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  



The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the decision of the Fair Hearing Officer.  (Please refer to the Chapter 3100 of the MSM for timeframes for standard and expedited State Fair Hearings.)



Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are Pending



The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair Hearing is pending if all of the following conditions exist:



The appeal is submitted to the vendor on or before the later of the following:  within ten (10) days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action;



The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;



The services were ordered by an authorized provider;



The original periods covered by the original authorization have not expired; and



The recipient requests an extension of benefits.



If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be continued until one of the following occurs:



The recipient withdraws the appeal;



Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until a State Fair Hearing decision is reached;



A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and



The time period of service limits of a previously authorized service has been met.



If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the recipient while the appeal was pending, to the extent that they were furnished solely because of the requirements of this section and in accordance with policy set forth in 42 CFR 431.230(b).



If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the recipient’s health condition requires.  If the vendor or State Fair Hearing Officer reverses a decision to deny authorization of services, and the recipient received the disputed services while the appeal was pending, the vendor must pay for those services.



Provider Grievances and Appeals 



The vendor must establish a process to resolve any provider grievances and appeals that are separate from, and not a party to, grievances and appeals submitted by providers on behalf of recipients.  Written grievance and appeals procedures must be included, for review and approval, at the time the vendor policies and procedures are submitted to the DHCFP and at any time thereafter when the vendor’s provider grievance and appeals policies and procedures have been revised or updated. The vendor may not implement any policies and procedures concerning its provider grievance and appeal system without first obtaining the written approval of the DHCFP.



The following provisions reflect minimum requirements and are not intended to limit the scope of the vendor’s grievance and appeals process for providers.



General Requirements



The vendor must accept written or oral grievances and appeals that are submitted directly by the provider as well as those that are submitted from other sources, including the DHCFP. An oral appeal must be followed by a written, signed appeal; however, the oral appeal must count as the initial date of appeal. The vendor must keep a written or electronic record of each provider grievance and appeal to include a description of the issue, the date filed, the dates and nature of actions taken, and the final resolution. The vendor must issue a final decision, in writing, no later than:



Ninety (90) calendar days after a grievance is filed; and



Thirty (30) calendar days after an appeal is filed.



State Fair Hearings



Pursuant to NRS 422.306, when a provider has exhausted the vendor’s internal appeals process, the provider has the right to submit a written request to the DHCFP for a State Fair Hearing. It is the vendor’s responsibility to notify the provider of this right at the time the provider enters into a contract with the vendor and when the outcome of an appeal is not wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing decision will be made within ninety (90) calendar days from the date the recipient for direct access to a State Fair Hearing. Disputes eligible for the State Fair Hearing process include:



Denial or limited authorization of a requested service;



Reduction, suspension or termination of a previously authorized service;



Denial, in whole or in part, of payment for a service;



Demand for recoupment; or



Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution).



The denial for disenrollment for good cause.



Expedited State Fair Hearing



The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days from the State’s receipt of a hearing request for a denial of service that:



Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or 



Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes.



The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days from the State’s receipt of a hearing request for a denial of service that meets the criteria for an expedited resolution.



The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, termination or other contract disputes between the vendor and its providers and/or subcontractors. Likewise, grievances are not eligible for State Fair Hearings. 



The vendor is bound by the decision of the Fair Hearing Officer  and must comply with any decision resulting from the Fair Hearing process. 



[bookmark: _Toc331485874][bookmark: _Toc472157643][bookmark: _Toc494879663][bookmark: _Toc457104622][bookmark: _Toc466355796]MANAGEMENT INFORMATION SYSTEM (MIS)



The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate and report vendor’s compliance with the contract requirements.



The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outcome data, as well as its policies for transmission of data from network providers as outlined in this RFP (See Attachment T Forms and Reporting Guide). The vendor shall have internal procedures to ensure that data reported to the DHCFP are valid and to test validity and consistency on a regular basis. 



[bookmark: _Toc457104624][bookmark: _Toc466355798][bookmark: _Toc472157645]Eligibility Data



The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new numbers.



The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and shall notify DHCFP of such changes.



[bookmark: _Toc457104626][bookmark: _Toc466355799][bookmark: _Toc472157646]The vendor shall notify the DHCFP if the addresses of recipients are not accurate.  



Encounter and Claims Records 



The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of supporting CMS reporting categories for collecting service event data and costs associated with each category of service. 



[bookmark: _Toc466355800][bookmark: _Toc472157647][bookmark: _Ref457804234][bookmark: _Toc457104627]The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted to the DHCFP. The data shall be submitted in accordance with the requirements set forth in the contract. The data shall include all services reimbursed by Medicaid. 



Data Requirements and Certification



All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations. 



All encounter data must reflect all adjustments and voids.





Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes specified by the DHCFP. 



The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to the State for purposes of developing vendor payment. Data must comply with the applicable certification requirements for data and documents specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2),  A certification, which attests, based on best knowledge, information, and belief that the data are accurate, complete and truthful as required by the State for participation in the Medicaid program and constrained in contracts, proposals and related documents.



The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the following:



The vendor’s Chief Executive Officer;



The vendor’s Chief Financial Officer; and



An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the Chief Financial Officer.



Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor must agree that he/she has read and understands the data certification requirement and agree to comply with all applicable laws and regulations



EPSDT Tracking System



The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible child by name and Medicaid identification number. The system shall allow the vendor to report annually on the CMS reporting form.  This system shall be enhanced, if needed, to meet any other reporting requirements instituted by CMS or the DHCFP.



[bookmark: _Toc331485875]OPERATIONAL REQUIREMENTS



Medical Director's Office



The vendor must designate a Medical Director to be responsible for the oversight of development, implementation and review of the vendor's Internal Quality Assurance Program, including implementation of and adherence to any Plan of Correction. The Medical Director need not serve full time or be a salaried employee of the vendor, but the vendor must be prepared to demonstrate it is capable of meeting all requirements using a part-time or contracted non-employee director. The vendor may also use assistant or associate Medical Directors to help perform the functions of this office. The Medical Director and the vendor's Utilization Management and Internal Quality Assurance Plan Committee are accountable to the vendor's governing body.  The Medical Director must be licensed to practice medicine in the State of Nevada and be board-certified or board-eligible in his or her field of specialty.  



The responsibilities of the Medical Director include the following:



Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee;



Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization management activities and monitoring the quality of care that vendor recipients receive;



Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols;



Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the adherence to, Plans of Correction;



Oversees the vendor's referral process for specialty and out-of-network services.  All services prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced nurse practitioner with the reason for the denial being documented and logged;



Oversees the vendor's provider recruitment and credentialing activities;



Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including oversight of provider education, in-service training and orientation;



Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems;



Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and



Ensures coordination of out-of-network services.



The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization review and quality assurance issues.



Vendor Operating Structure and Staffing



The vendor must assure the DHCFP that the organization is adequately staffed with experienced, qualified personnel. The vendor shall provide such assurances as follows:



Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization occurs.  The organizational chart must depict each functional unit of the organization, numbers and types of staff for each function identified, lines of authority governing the interaction of staff, and relationships with major subcontractors. The organizational chart must also identify key personnel and senior-level management staff and clearly delineate lines of authority over all functions of the Contract.  The names of key personnel must be shown on the organizational chart. The State must approve all awarded vendor key staff. The State reserves the right to require the removal of any member of the awarded vendor's staff from the project.



The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the following areas:



Executive management; 



Operations Manager;



Accounting and budgeting;



Medical Director's office;



Medical Management, including quality assurance/utilization review;



Recipient services;



Provider services;



Grievances, appeals, and fair hearings;



Claims processing; 



Management Information Systems (MIS); and



Program Integrity.



With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. The vendor shall ensure that all staff has appropriate training, education, and experience to fulfill the requirements of their positions, including the Nevada Medicaid/CHIP Operations Manager.  The vendor shall inform DHCFP in writing within seven (7) calendar days of any changes in the following key positions:



Administrator;

Chief Financial Officer;

Medical Director;

Recipient Services Manager;

Provider Services Manager;

Grievance and Appeals Coordinator;

Claims Administrator; and

Nevada Operations Manager.



Subcontractors



The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health care professionals. 



The vendor shall comply with the following:



All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the subcontract;



The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s ability to perform the activities to be delegated;



All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- approved by DHCFP.  Prior to the award of any subcontract or execution of an agreement with a delegated entity, the vendor must provide written information to the DHCFP disclosing the vendor’s ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if applicable.  All subcontracts shall be submitted to DHCFP for approval prior to their effective date.  Failure to obtain advance written approval of a subcontract from DHCFP will result in the application of a penalty of $25,000 for each incident;



By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals;



Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such agreements and subcontracts shall contain relevant provisions of the contract appropriate to the subcontracted service or activity, specifically including but not limited to the provisions related to confidentiality, HIPAA requirements, insurance requirements and record retention.  The vendor has the responsibility to assure that subcontractors are adequately insured to current insurance industry standards;



Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve the vendor of its legal responsibility under the Contract;



Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is inadequate or substandard;



Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to periodic schedules established by the State, consistent with industry standards and/or State laws and regulations.  If the vendor identifies deficiencies or areas for improvement, the vendor and the subcontractor must take corrective action;



Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such subcontract; and



Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105.  Failure to timely comply with the request will result in withholding of payment by the State to the vendor.  Payment for services will cease on the day following the date the information is due and begin again on the day after the date on which the information is received.



DHCFP retains the right to review contracts between the vendor and providers.  DHCFP agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form.



In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallowance and the corresponding state share to DHCFP.  If such disallowance is treated as a default or breach, or otherwise subject the vendor to sanctions under Section 13 of Attachment D ~ Contract Form, any such liquidated damages are not exclusive and are in addition to any other remedies available under this contract.  All existing subcontracts, requiring amendments to meet the requirements of this contract, shall be amended.  All future subcontracts must meet the requirements of this contract and any amendments thereto.



Policies and Procedures



Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network).



Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s policies and procedures must be kept in a clear and up-to-date manual.  The Policy and Procedure Manual will be used as a training tool, and subsequently as a reference when performing contract related activities.  The Policy and Procedure Manual must be reviewed at least annually for accuracy and updated as needed.  



DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual. DHCFP reserves the right to review and reject any policies or procedures believed to be in violation of federal or state law.



Implementation



Vendor Plan



The vendor shall:



Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first contract year.



Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and describing the vendor’s current state of readiness to perform all Contract obligations.  Until the service start date, the vendor shall provide biweekly written updates to the work plan and timeline, and thereafter as often as DHCFP determines necessary.



Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start date, all deliverables to allow for timely DHCFP identified modifications.



Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure satisfactory coverage of initial enrollments.  The DHCFP reserves the right to require an access report at any time after the service start date when barriers to access or network inadequacies are identified or are questionable.



Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, telephones and equipment, are in place and operative as of the service start date.



Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet these requirements.



Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient access and remains in operation for the duration of the contract, unless otherwise directed or agreed to by the DHCFP.  A single telephone number may be utilized as long as there is a menu option to channel different caller categories, e.g. recipients, providers, etc.   



Establish and implement enrollment procedures and maintain applicable enrolled recipient data.



Establish its Provider Network and maintain existing Provider Agreements with such Providers.



Pre-Implementation Readiness Review



DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and will, subject to the availability of the DHCFP resources, provide technical assistance as appropriate.  The purpose of the readiness reviews is to assess the vendor’s readiness and ability to provide services to enrolled recipients.  The areas that may be reviewed include, but are not limited to: financial operations; administration and organization; recipient services; provider network; quality improvement; and, management information systems, including claims processing and reporting systems.  The vendor shall provide necessary documentation specified by the DHCFP and cooperate with the DHCFP or its designees in conducting the review.  The DHCFP shall determine when the vendor may begin marketing and providing program services.  Provision of services as set forth in the contract is also subject to review and prior approval of CMS.



Presentation of Findings



The vendor must obtain the DHCFP’s approval prior to publishing or making formal public presentations of statistical or analytical material that includes information about enrolled recipients.  This material must protect specific individual recipient privacy and confidentiality to the extent required by both federal and state law and regulation.



[bookmark: _Toc453052528]Vendor Marketing Materials



The vendor may develop marketing materials for distribution during any open enrollment period.  The vendor must request and obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other locations or to implement an advertising campaign.  Marketing materials must be submitted to the DHCFP for review and approval a minimum of sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for approval.  The MCAC Schedule is subject to change.  Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions.  Notwithstanding the requirement that the MCAC must review all vendor marketing materials, the DHCFP has the sole authority to approve or disapprove materials (including updates to existing materials), distribution and advertising campaigns.  The vendor, or any provider, organization, or agency that contracts with the vendor, is not permitted to market directly to potential recipients.  vendors are also prohibited from providing materials that contain false or misleading information, and from initiating cold calls to potential recipients.



The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written approval of the DHCFP.  This includes any updates to previously approved materials.  Although federal regulations require the MCAC to review vendor marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole authority to approve the vendor’s marketing materials.  If DHCFP approval is granted, the vendor must distribute the materials to its entire service area to ensure that, before enrolling, the potential recipient receives the accurate oral and written information that he/she needs to make an informed decision regarding whether to enroll with the vendor.  The vendor may not seek use of approved marketing materials to influence enrollment in conjunction with the sale or offering of any private insurance.  The vendor may not, directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing activities.



The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that will be considered inaccurate, false, or misleading include but are not limited to any assertion or statement that: 



The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or



The vendor is endorsed by CMS, the federal or state government, or similar entity.



PROGRAM INTEGRITY



General Requirements and Authorities



The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis.



The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the same. Medicaid payments to managed care health plans are government funds, funded by federal and state money. These payments made by State Medicaid to managed care entities, including but not limited to, managed care plans, pre-paid plans, subcontractors to managed care plans, and any sub-subcontractors, and providers of medical services, supplies or drugs, for the benefit of Medicaid recipients may be recovered if obtained by fraud. Any act of health care fraud involving such government funds will be subject to prosecution by the State Attorney General's Office under the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant citations for Program Integrity compliance include, but are not limited to, the citations below.



Sections 1128, 1156, and 1902(a)(68) of the Social Security Act;



42 C.F.R.§ 438, Subpart H;



42 C.F.R. § 455 Subpart A, B and E;



42 C.F.R. § 1000 through 1008;



42 C.F.R. § 456.3, 456.4. 456.23;



42 C.F.R. § 457.950(a)(2);



Section 6032 of the Federal Deficit Reduction Act of 2005;



Nevada Revised Statutes, Chapter 422;



Nevada DHCFP Medicaid Services Manual; and



Nevada DHCFP Medicaid Billing Guides.



Provider Credentialing 



The vendor is required to provide:



The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care professionals are licensed by the State of Nevada and qualified to perform the services.  The vendor may not employ or contract with providers excluded from participation in the federal health care programs under Section 1128 of the Social Security Act.



The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the credentialing process will need to be provided in writing to the DHCFP’s Provider Enrollment unit thirty (30) calendar days prior to the change.  If the change is unanticipated, the vendor will notify the DHCFP’s Provider Enrollment unit within five (5) calendar days of the change. 



Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost.



Provider Enrollment



The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.



The vendor may enroll new providers.  A provider who is a non-Medicaid provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the provider enrolling as a Medicaid provider, the provider is not permitted to provide services to the Medicaid MCO recipients until the provider is enrolled with Nevada Medicaid’s fiscal agent.  The provider is not required to see FFS clients.  



All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in the state where services are provided. 



The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements must be reported to the DHCFP.  



Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including, but not limited to: provider/patient files; audit reports and findings; and medical necessity reviews.



On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-credentialed or been removed from the active provider enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all required documentation of the termination will be supplied to the DHCFP within five (5) business days of the decision to terminate. T



Provider Contracts



The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically necessary covered services.



The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit drafts of standard language for any such contract to the DHCFP for review.  Provider contracts must meet all state and federal requirements.  The Vendor shall submit any of its provider contracts to the DHCFP within 5 business days upon request. 



The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DHCFP's medical assistance programs or have a signed agreement but do not actively accept eligible recipients. 



The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies and procedures to the DHCFP within 5 business days upon change of policies and procedures or upon request. 



Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.



The use of “gag” clauses in Provider contracts is prohibited.



All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request.



Provider Directory



The vendor must publish its provider directory and any subcontractors’ provider directory via an Internet website upon contract implementation and will update the website on a frequency no less than monthly for all geographic service areas.  The vendor must provide the DHCFP with the most current provider directory upon contract award for each geographic service area.  Upon request by the DHCFP, the vendor must confirm the network adequacy and accessibility of its provider network and any subcontractor’s provider network. 



Provider Communications



General Communications



All general communications to providers including mass letter mailings, fax-blasts, brochures, batch e-mails and communications specifically mentioned in this contract must be submitted to the DHCFP for approval prior to release.  If the DHCFP does not respond within ten (10) business days the vendor may consider the communication approved.  This provision does not pertain to communications on specific topics to individual providers and recipients.  



Provider Policy and Procedure Manual



The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved by the DHCFP.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is reviewed and updated at least annually. The vendor will provide policy and procedure updates to the DHCFP within five (5) business days of the contract implementation, any significant changes in the manual or upon request. 



The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of the DHCFP.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and must update all copies of the manual in each provider’s possession within five (5) business days when changes are made by the vendor.  Provider update notices sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are made by the vendor.  The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual updates to each provider practice where several providers within the practice are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the DHCFP.  That electronic copy must be updated with the same frequency as the hardcopy manual copies furnished to providers.  The manual shall include, at a minimum:



The policies and procedures to be implemented by the vendor to ensure provider contract compliance;



The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers; 



At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current electronic verification system.



Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated services;



The procedures for claims administration including the appeals process for denied claims;



Provider credentialing criteria;



Provider network management;



The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;



Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;



Procedure to dispute adverse payment and contract decisions; and



Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service utilization.



Provider Workshops



The vendor must conduct, at least annually, provider workshops in the geographic service area to accommodate each provider site.  In addition to presenting education and training materials of interest to all providers, the workshops must provide sessions for each discrete class of providers whenever the volume of recent changes in policy or procedures in a provider area warrants such a session. All sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering services in order to ensure that the recipient is Medicaid eligible and that claims are submitted to the responsible entity. Individual provider site visits will suffice for the annual training requirement.



Provider Newsletter



The vendor must publish a semi-annual newsletter for network providers. Topics may include practice guidelines, policy updates, quality management strategies, and other topics of provider interest 



Network Maintenance



Maintenance of the network includes, but is not limited to:



Initial and ongoing credentialing;

Adding, deleting, and periodic contract renewal;

Provider education; and

Discipline/termination, etc.



The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found to be out of compliance with the vendor’s medical management standards.



The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time and manner as determined by the DHCFP as follows: 



Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;  



The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and



If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance related to this RFP and take any action or impose any sanction, including disenrollment from the vendor’s provider network.



Affiliations with Debarred or Suspended Persons



Monitoring for Prohibited Affiliations



The vendor may not employ or contract with providers excluded from participation in federal healthcare programs. 



The vendor may not be controlled by a sanctioned individual.



The vendor may not have a contractual relationship that provides for the administration and management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management or provision of medical services, either directly and indirectly, with an individual convicted of certain crimes as described in section 1128(b)(8)(B) of the Act. 



The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:



Any individual or entity excluded from participation in federal healthcare programs;



Any entity that would provide those services through an individual or entity.



The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded from  participation in federal healthcare programs. 



The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.



The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.



If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing agreement with the vendor unless the Secretary directs otherwise. The DHCFP may not renew or extend the existing agreement with the vendor unless the Secretary provides to the DHCFP and to Congress a written statement describing compelling reasons that exist for renewing or extending the agreement. 



Compliance Plan



Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory compliance plan to guard against fraud and abuse.



Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply with all applicable Federal and State program integrity standards.



General Requirements



The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements. 



The compliance plan must be reviewed and approved annually by the DHCFP.



The compliance plan must include the following elements, and any others as directed by the DHCFP:



Written policies and procedures for the functions in this section;



Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor staff, and the DHCFP;



Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments;



Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit;



Specific objectives and goals for Program Integrity operations in the coming year; and



The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines.



The process that the vendor will use to complete internal program integrity monitoring and auditing.



How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives.



A report on the success of the objectives and goals from the previous year.



Deficit Reduction Act 



In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid payment, do the following:



Establish and make readily available written policies for all employees of the vendor, including management, and of any subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 through 3733 of Title 31, United States Code, administrative remedies for false claims and statements established under chapter 38 of title 31,  United States Code, any State laws pertaining to civil or criminal penalties for false claims and statements, and whistleblower protections under such laws, with respect to the role of such laws in preventing and detecting fraud, waste, and abuse in Federal health care programs (as defined in section 1128B(f) of the Social Security Act of 1932);



Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse; and



Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse.



Under-utilization of Services



Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered services are being provided, as required. If any under-utilized services are identified, the vendor must immediately investigate and, if indicated, correct the problem(s) which resulted in such under-utilization of services. The vendor’s monitoring efforts must, at a minimum, include the following activities: 



An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to Medicaid-covered services;



An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and



Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized.



Embezzlement and Theft 



Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by employees, providers, and subcontractors. Any evidence of criminal activity must be reported to the appropriate authority and the DHCFP SUR unit within five (5) business days.



Verification of Services



The vendor must verify that services billed by providers were actually provided to recipients.



The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification.



EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5.



VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month.



For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually transmitted diseases, and behavioral health services.



Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments



The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to report allegations of fraud, waste, abuse, or improper payments. 



The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their Nevada Medicaid website.



The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant. 



If the vendor also uses a web page for receiving program integrity complaints, it must:



Be accessible and simple to use by the public, recipients and providers;



Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and



Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse.



Vendor’s Program Integrity Unit



Unit Composition



The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (FWA) activities.  



The PIU must include a compliance officer and a compliance committee accountable to senior management.  The compliance officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or other communication methods during State business hours.



The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper payments, including FWA activities, as specified in the vendor contract. 



The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and updates on cases.



Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law enforcement.



The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients.



The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff.



Fraud Identification and Referral



Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP.



When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to determine whether a credible allegation of fraud exists.



If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days.



The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the DHCFP:



Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI);



Nevada Medicaid provider type;



Recipient’s name and Medicaid number;



Date and source of the original complaint or tip;



Description of alleged fraudulent activity, including:

.

Specific laws or Medicaid policies violated;

Dates of fraudulent conduct; and

Approximate value of fraudulently obtained payments.



Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken; 



The findings from the vendor’s preliminary investigation and proposed actions;



After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds;



If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to comply with the reporting requirements contained in this contract; and  



If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendor must provide the MFCU access to conduct private interviews of MCO personnel, subcontractors and their personnel, witnesses and recipients. MCO personnel, subcontractors and their personnel must cooperate fully in making MCO personnel, subcontractors and their personnel available in person for interviews, consultation, grand jury proceedings, pre-trial conference, and hearings, at their own expense.



Payment Suspensions 



The vendor must establish policies and procedures to implement payment suspensions as directed by DHCFP, including those related to Credible Allegations of Fraud (CAF).



If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails to do so, the DHCFP may impose penalties.



Compliance Reviews



The vendor’s PIU must specifically address the identification, review, recovery, prevention, and reporting of improper payments, including fraud, waste, and abuse.



Identification



The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to:



Fraud hotline or website;



Referrals from the DHCFP;



Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling or data analysis; or



Verification of Service letters/EOB’s complaints.



All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral.



All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome.



Review



The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not limited to:



Encounter data;

Provider credentialing and enrollment records;

Provider self-audits;

Provider treatment records;

Prior authorization records;

Recipient verification of service letters/EOB’s;

Nevada Medicaid Services Manual (MSM); and

Nevada Medicaid Billing Guidelines.



The PIU will determine which, if any, encounters were improper payments.



Recovery and Education



The PIU will notify the provider of the identified overpayment. The notification will include:



The amount of the overpayment;



A detailed listing of the encounters affected;



Education and citations supporting the findings;



Options for repayment;



Any internal appeal rights afforded by the vendor; and



The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted.



The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit.



All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, regardless of whether the vendor is able to recover the overpayment from the provider.



Monetary Recoveries by State or Federal Entities



If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgment, or any other form of civil action, receives a monetary recovery from any entity, the entirety of such monetary recovery belongs exclusively to the State of Nevada and the vendor has no claim to any portion of this recovery.



Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by any government entity, including, but not limited to, all claims the vendor or subcontractors has or may have against any entity that directly or indirectly receives funds under this Contract including, but not limited to, any health care provider, manufacturer, wholesale or retail supplier, sales representative, laboratory, or other provider in the design, manufacture, marketing, pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, durable medical equipment, or other health care related products or services.



Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process.



If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate.



For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law enforcement to stand in the place of a vendor or client in the collection against a third party.



Reporting Requirements



All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide.



The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to:



Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors;



Every CAF;



Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with Nevada Medicaid; and



Every provider that is de-credentialed or denied credentialing for whatever reason. 



The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to:



All active reviews and their status; and



All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment.



Upon request, vendor must provide encounter data to the MFCU at no cost.



Provider Compliance Reviews by the DHCFP



The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies.



Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be recovered and retained by the DHCFP.



The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the DHCFP.



All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after notification from DHCFP.



Provider Preventable Conditions (PPC)



The vendor must identify and report and require all providers and subcontractors to identify and report to the SUR Unit in DHCFP, provider preventable conditions that are associated with claims for Medicaid payment of with courses of treatment furnished to Medicaid patients for which Medicaid payment would otherwise be available.



Vendor Disclosures: Information on Ownership and Control



Vendors must disclose information to the DHCFP on ownership and control; information related to business transactions; and information on persons convicted of a crime. If the vendor does not disclose required information under 42CFR 455.104, any federal funds withheld or recouped from or any penalties assessed upon the DHCFP will be withheld and recouped from or assessed upon the vendor.



Disclosures are due at any of the following times:



Upon the vendor submitting the proposal in accordance with the State's procurement process.



Upon the vendor executing the contract with the State.



Upon renewal or extension of the vendor’s contract.



Within five (5) calendar days after any change in ownership of the vendor.



Disclosures on Ownership and Control by Vendor.



The following disclosures must be provided by the vendor (42 CFR 455.104(b), 1903(m)(2)(A)(viii), 1124(a)(2)(A)):



Any person or business entity with an ownership or control interest in the vendor that:  



Has direct, indirect, or combined direct/indirect ownership interest of five  percent (5%) or more of the vendor’s equity.



Owns five  percent (5%) or more of any mortgage, deed of trust, note, or other obligation secured by the vendor if that interest equals at least five percent (5%) of the value of the vendor’s assets.



Is an officer or director of a vendor organized as a corporation. 



Is a partner in a vendor organized as a partnership.



The name and address of any person (individual or business entity) with an ownership or control interest in the vendor. The address for business entities must include as applicable primary business address, every business location, and P.O. Box address.



Date of birth and Social Security Number (in the case of an individual).



Other tax identification number (in the case of a business entity) with an ownership or control interest in the vendor or in any subcontractor in which the vendor has a 5 percent (5%) or more interest.



If your firm is not a Qualified Health Maintenance Organization, provide the disclosures described at 42 U.S.C. 1396b(m)(4)(A).”



Whether the person (individual or business entity) with an ownership or control interest in the vendor is related to another person with ownership or control interest in the vendor as a spouse, parent, child, or sibling; or whether the person (individual or business entity) with an ownership or control interest in any subcontractor in which the vendor has a 5 percent (5%) or more interest is related to another person with ownership or control interest in the vendor as a spouse, parent, child, or sibling.



The name of any other Medicaid provider or fiscal agent in which the person or corporation has an ownership or control interest.



The name, address, date of birth, and Social Security Number of any managing employee of the vendor.



Vendor requirements for collecting and validating information related to ownership and business transactions from providers or subcontractors.



The vendor must enter into an agreement with each provider under which the provider agrees to furnish upon request, information related to ownership and business transactions. 



The vendor must require the provider or subcontractors to submit full and complete information about:





The ownership of any subcontractor with whom the provider has had business transactions totaling more than $25,000 during the 12-month period ending on the date of the request; and 



Any significant business transactions between the provider and any wholly owned supplier, or between the provider and any subcontractor, during the 5-year period ending on the date of the request. 



Vendor’s requirements for collecting and validating information related to providers/subcontractors convicted of crimes. (42 CFR 455.106)



Before the vendor enters into or renews a provider agreement, or at any time upon written request by the vendor, the provider must disclose to the vendor the identity of any person who: 



Has ownership or control interest in the provider, or is an agent or managing employee of the provider/subcontractors; and 



Has been convicted of a criminal offense related to that person's involvement in any program under Medicare, Medicaid, or the Title XX services program since the inception of those programs. 



Denial or Termination of Provider Participation. 



The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offense related to that person's involvement in any program established under Medicare, Medicaid or the Title XX Services Program. 



The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any disclosure required. 



The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for participation in the program. 



REPORTING



The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties.  Failure to meet all reporting requirements and timeframes as required by this RFP and all attachments thereto may be considered to be in default or breach of the contract.



Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or documents received from the vendor may be open to public disclosure and copying.  The State will have the duty to disclose, unless a particular record is made confidential by law or a common law balancing of interests. This includes compensation arrangements, profit levels, consumer satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS data.



Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the vendor agrees to indemnify and defend the State for honoring such a designation.  The failure to label any document that is released by the State shall constitute a complete waiver of any and all claims for damages caused by any release of the records. If a public records request for a labeled document is received by the State, the State will notify the vendor of the request and delay access to the material until seven (7) business days after notification to the vendor.  Within that time delay, it will be the duty of vendor to act in protection of its labeled record.  Failure to act shall constitute a complete waiver.



Encounter Reporting



Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidated damages and submittal timeframes.  The vendor must assist DHCFP in its validation of encounter data. Compliance with reporting requirements is described in this RFP. 



The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program.  Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combined for submission.



The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808.



All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of receipt of encounter. 



Summary Utilization Reporting



The vendor shall produce reports using HEDIS and must submit these reports in addition to other reports required by this contract in a timely manner.



Dispute Resolution Reporting



The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its subcontractors.  



These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to recipients, the total number of recipient and appeals requests, and provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, appeals and provider disputes.  The reports must identify the recipient grievance or appeal issue or provider dispute received; and verify the resolution timeframe for recipient grievances and appeals and provider disputes.



Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP.



Quality Assurance Reporting



Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines established jointly by the vendors, the DHCFP, and the External Quality Review Organization (EQRO), as well as those identified in this RFP.  In addition, the vendor must provide outcome-based clinical reports and Management Reports as may be requested by the DHCFP.  Should the vendor fail to provide such reports in a timely manner, the DHCFP will require the vendor to submit a POC to address contractual requirements regarding timely reporting submissions.



Recipient Satisfaction Reporting



Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each contract year, unless the requirement is waived by the DHCFP due to an EQRO performed survey.  This may be done in conjunction with the vendor’s own satisfaction survey. The DHCFP requires data stratified to indicate the satisfaction level of parents or guardians of Nevada Check Up participants.  Vendors are required to report results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on access to specialist care and coordination of care from other health providers. The DHCFP may request a specific sample, and/or survey tool. Survey results must be disclosed to the State, and, upon State’s or recipient’s request, disclosed to recipients.



Financial Reporting



The vendor must meet the financial reporting requirements set forth in the Forms and Reporting Guide, including any revisions or additions to the document.  



Sales and Transaction Reporting



The vendor must report transactions between the vendor and parties in interest that are provided to the State or other agencies available to recipients upon reasonable request.



Other Reporting



The vendor shall be required to comply with additional reporting requirements upon the request of the DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies any area of concern with regard to a particular aspect of the vendor’s performance under this contract.  Such reporting would provide the DHCFP with the information necessary to better assess the vendor’s performance.
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Data Requirements



The vendor will be required to provide compatible data in a DHCFP prescribed format for the following functions:



Enrollment;

Eligibility;

Provider Network Data;

PCP Assignment;

Claims Payment; and

Encounter Data.



Interfaces



The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish schedules for each interface.  The DHCFP’s Medicaid Management Information System (MMIS) will interface with the vendor’s system in the following areas, although not necessarily limited to these areas: 



Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.) 



Health Plan - Weekly Stop Loss File



Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File



Health Plan - Network Data File



Health Plan - Client Update File



MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP)



MMIS - Encounter Data informational Errors File



MMIS - SOBRA Error File



MMIS - Stop Loss Error File



MMIS - Stop Loss Rejection File



MMIS - Health Plan Error File



MMIS - Third Party Liability Update File



MMIS - Client Demographic Data



MMIS - Newborn Data



MMIS - Daily Health Plan Recipient File



MMIS - Health Plan Recipient File



MMIS - Network Data Exception File



MMIS - Network Primary Care Provider (PCP) Updates



MMIS - Client PCP changes



MMIS - Client Enrollment Updates



MMIS - Health Plan Notification



Health Division Immunization Registry



Vital Statistics Birth Records



All transactions must be in a HIPAA-compliant format.  In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides at the following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA-compliant technical specifications.



The vendor shall be responsible at their own expense for any new and/or modified interfaces that may be required by CMS, including but not limited to, HIPAA regulations.



Vendors may access additional information regarding the MMIS system and associated interfaces by requesting review of the redacted version of the First Health Services Contract and attachments.



Encounter Data Report Files



The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s encounter data processing agent on a monthly basis.  The DHCFP will provide the required data fields and data transfer instructions.  In developing the encounter data interface, the vendor will be provided with companion guide and details of any applicable edits and descriptions of the edits.  The vendor will have adequate access to fiscal agent staff to assist in the development of the interface.



Encounters must:



Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of proposers.



Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation, whichever is more stringent, passing all thereafter. In the event the vendor fails to demonstrate affirmative, good faith efforts to achieve these requirements, progressive sanctions, including monetary penalties, may be applied until data submissions meet the required standards. The vendor will not be held liable for encounters that do not successfully pass all encounter edits if the vendor is not solely responsible for the failure.



Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the encounter data.



Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to timeframe to comply, the vendor will  have an additional 30 days to correct whereupon the DHCFP may, at its discretion, impose sanctions in the form of liquidated damages. The liquidated damages would be two percent (2%) of one (1) month’s capitation, or ten thousand dollars ($10,000), whichever is greater until the Contractor is in compliance, as well as any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result if the vendor’s non-compliance.



HIPAA Transaction Requirements



All electronic transactions must be accepted/transmitted in a HIPAA-compliant format.  These include, but are not limited to:



Premium payments (X12F 820);



Enrollment and disenrollment into a health plan (X12N 834);



Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization);



Referrals and prior authorizations (X12N 278-both request and approval of authorization);



Claims encounter data (X12N 837 and NCPDP);



Claims status Inquiry and response (X12N 276-inquiry and 277-response); and



Payment and remittance advice (X12N 835-remittance advice).



[bookmark: _GoBack]In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, proposers will find EDI Companion Guides at the following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant technical specifications for each transaction.



NPI/API Transaction Requirements 



The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal agent.  The vendor must electronically transmit and receive fully HIPAA compliant transactions.  This applies to all HIPAA regulations currently effective and those in draft form.  Throughout the duration of the initial contract and any extensions, the State will not bear any of the cost for any enhancements or modifications to the vendor information system(s) or the systems of any of the vendor subcontractors or vendors, to make it compliant with any HIPAA regulations.  This includes those HIPAA requirements currently in effect or future regulations as they become effective. 



All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ordering, prescribing, and referring).



Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to receive an NPI.  If an eligible provider submits their claims on paper, they must still use an NPI, and the shadow claim of that paper encounter must be submitted from the vendor to the State’s fiscal agent electronically and it must include the provider's NPI.  This applies for any providers who have obtained a taxonomy code in addition to their NPI.  The taxonomy code must be provided to the State’s fiscal agent, and that taxonomy code must be used appropriately on all encounters submitted to the State’s fiscal agent on behalf of the DHCFP.  The same NPI and taxonomy codes must be used for any third party insurance, including but not limited to private insurance and Medicare, for which the vendor rebills.



Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must be fully detailed encounters following HIPAA requirements and using HIPAA compliant transactions, including but not limited to the use of NPI and taxonomy. Encounter data must include the individual NPI to identify the rendering provider or prescribing provider.



For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This API is issued by the State’s fiscal agent on behalf of the State.  The vendors must be capable of accepting and transmitting this API.  All encounters from atypical providers must be captured by the vendors and submitted to the State’s fiscal agent using the API.  The vendors must ensure that every atypical provider contracted with them has obtained this API from the State’s fiscal agent before any payment can be made by the vendor to that provider.



Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance. 



DHCFP RESPONSIBILITIES



DHCFP will be responsible for the following:



External Quality Review



DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization (EQRO) to conduct independent, external reviews of the quality of services, outcomes, timeliness of, and access to the services provided by the vendor covered under the RFP.  These reviews will be conducted at least annually. 



Due Process 



The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair Hearing to all recipients who request such a hearing for all actions taken on medical assistance program benefits.



DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor.



DHCFP On-Site Audits



The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of these audits is to confirm contract compliance and to more effectively manage DHCFP contract monitoring and oversight responsibilities of the vendor.  These audits will be scheduled in advance and will focus on contract sections prior identified by the DHCFP. The vendor will be informed of the scheduling, focus of the audit and the expectations regarding vendor’s participation no less than thirty (30) days in advance of the on-site visit. The vendor will have all prior requested data and information available at the time the audit begins.



Actuarial Services



The DHCFP will provide or contract to the extent required by federal and state law with an actuarial contractor to establish rates using a methodology that is certified as actuarially sound and in compliance with state and federal law.  Rate reviews will be conducted at least annually.



Encounter Data Processing



The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review encounter data submitted by contracted vendors.  It is DHCFP’s sole responsibility to determine the format in which the vendor must submit the encounter data.. In addition, the vendor encounter data, when requested, must be submitted to the DHCFP’s actuary.



Website Access



The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be accessed.



Operation Oversight



The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; violations of the conditions for receiving federal financial participation; and all other provisions of the contract.
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The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives that positively impact health outcomes and result in cost savings to the State.  Cost containment and avoidance initiatives must be provided to the DHCFP for review and approval prior to implementation. 



The vendor will also demonstrate its ability to operate an effective claims processing system that minimizes payment errors and, through the effective use of system edits and audits, prevents loss of public funds to fraud, abuse, and/or waste.



LIQUIDATED DAMAGES AND SANCTIONS



The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all attachments, including the Forms and Reporting Guide.  The vendor must file accurate, timely and complete reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages or intermediate sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, the vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result of the vendor’s non-compliance.



DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the MCO fails to provide required reports, or disclose ultimate ownership or control information and related party transactions as required by DHCFP policy. 



See Attachment S ~ Liquidated Damages and Intermediate Sanctions.
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VENDOR INFORMATION



Vendors must provide a company profile in the table format below.



		Question

		Response



		Company name:

		



		Ownership (sole proprietor, partnership, etc.):

		



		State of incorporation:

		



		Date of incorporation:

		



		# of years in business:

		



		List of top officers:

		



		Location of company headquarters:

		



		Location(s) of the company offices:

		



		Location(s) of the office that will provide the services described in this RFP:

		



		Number of employees locally with the expertise to support the requirements identified in this RFP:

		



		Number of employees nationally with the expertise to support the requirements in this RFP:

		



		Location(s) from which employees will be assigned for this project:

		







Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015.



The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http://nvsos.gov.



		Question

		Response



		Nevada Business License Number:

		



		Legal Entity Name:

		







Is “Legal Entity Name” the same name as vendor is doing business as?



		Yes

		

		No

		







If “No”, provide explanation.



Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed non-responsive.



Has the vendor ever been engaged under contract by any State of Nevada agency?  



		Yes

		

		No

		







If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can be duplicated for each contract being identified.



		Question

		Response



		Name of State agency:

		



		State agency contact name:

		



		Dates when services were performed:

		



		Type of duties performed:

		



		Total dollar value of the contract:

		







Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?



		Yes

		

		No

		







If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory time, or on their own time?



If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person who has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person will be performing or producing the services which you will be contracted to provide under this contract, you must disclose the identity of each such person in your response to this RFP, and specify the services that each person will be expected to perform.



Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed.



Does any of the above apply to your company?



		Yes

		

		No

		







If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified.



		Question

		Response



		Date of alleged contract failure or breach:

		



		Parties involved:

		



		Description of the contract failure, contract breach, or litigation, including the products or services involved:

		



		Amount in controversy:

		



		Resolution or current status of the dispute:

		



		If the matter has resulted in a court case:

		Court

		Case Number



		

		

		



		Status of the litigation:

		







Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.



		Yes

		

		No

		







Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations. 



Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 3260.



Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.



Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



Corporate Background



Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.  



Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.  



[bookmark: OLE_LINK5][bookmark: OLE_LINK6]Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada?  This information may be utilized in determining whether an inverse preference applies pursuant to Nevada Revised Statutes.



The location of disaster recovery back-up site.



The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.



The size of organization in assets, revenue and people.



The organizational chart of your senior management by function including key personnel.



The areas of specialization.



The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.



The corporate philosophy and mission statement.



A description of any plans for future growth and development of your organization.



Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For example, what kind of planning and project management techniques, what resources and organization, etc.?



Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



Experience



Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:



Managing a network of Medicaid Providers;



Managed care programs for Medicaid recipients;



Managing and improving health outcomes for program recipients;



Administering Medicaid utilization and case management programs;



Medicaid claims processing and adjudication;



Project management; and



Qualifications of key personnel.



Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.



Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.



Describe the experience your organization has had working with state government and/or experience in specifically related services.  



Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals in relation to the requirements set forth herein.  This information must be included in vendor’s technical response to the RFP.



Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:



Information Systems



Utilization/Case Management



Claims Payment



Quality Improvement and Reporting (e.g., HEDIS, CMS 416)



Health Education



Data Coding



Contract Negotiation Specialists/Network Recruiters



Encounter Data



Other staff as needed for project



Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.  



List any bilingual staff, the area to which they are assigned and the languages spoken.



List any associations or organizations to which the organization belongs.



Health Information Exchange Questions:



What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:



		Provider Category

		% Participation



		

		Financial Participation Only

		Financial Participation and Provide Data into the HIE



		Physician

		

		



		Acute Care Hospital

		

		



		Other Inpatient Facility (e.g. Rehabilitation, Long Term Acute Care, Skilled Nursing Facility, etc.)

		

		



		Laboratory

		

		



		Radiology

		

		



		All Other

		

		





Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.



If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.



Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information. 



Dun and Bradstreet Number 



Federal Tax Identification Number



The last two (2) years and current year interim:



Profit and Loss Statement 

Balance Statement



SUBCONTRACTOR INFORMATION



Does this proposal include the use of subcontractors?



		Yes

		

		No

		







If “Yes”, vendor must:



Identify specific subcontractors and the specific requirements of this RFP for which each proposed subcontractor will perform services.



If any tasks are to be completed by subcontractor(s), vendors must:



Describe the relevant contractual arrangements;



Describe how the work of any subcontractor(s) will be supervised, channels of communication will be maintained and compliance with contract terms assured; and



Describe your previous experience with subcontractor(s).



Vendors must describe the methodology, processes and tools utilized for:



Selecting and qualifying appropriate subcontractors for the project/contract;



Ensuring subcontractor compliance with the overall performance objectives for the project; 



Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and



Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such payments.



Provide the same information for any proposed subcontractors as requested in Section 4.1, Vendor Information.



Business references as specified in Section 4.3, Business References must be provided for any proposed subcontractors.



Vendor shall not allow any subcontractor to commence work until all insurance required of the subcontractor is provided to the vendor.



Vendor must notify the using agency of the intended use of any subcontractors not identified within their original proposal and provide the information originally requested in the RFP in Section 4.2, Subcontractor Information.  The vendor must receive agency approval prior to subcontractor commencing work.



BUSINESS REFERENCES



Vendors should provide a minimum of three (3) business references from similar projects performed for private, state and/or large local government clients within the last three (3) years.



Vendors must provide the following information for every business reference provided by the vendor and/or subcontractor:



The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.  



		Reference #:

		



		Company Name:

		



		Identify role company will have for this RFP project

(Check appropriate role below):



		

		VENDOR

		

		SUBCONTRACTOR



		Project Name:

		



		Primary Contact Information



		Name:

		



		Street Address:

		



		City, State, Zip:

		



		Phone, including area code:

		



		Facsimile, including area code:

		



		Email address:

		



		Alternate Contact Information



		Name:

		



		Street Address:

		



		City, State, Zip:

		



		Phone, including area code:

		



		Facsimile, including area code:

		



		Email address:

		



		Project Information



		Brief description of the project/contract and description of services performed, including technical environment (i.e., software applications, data communications, etc.) if applicable:

		



		Original Project/Contract Start Date:

		



		Original Project/Contract End Date:

		



		Original Project/Contract Value:

		



		Final Project/Contract Date:

		



		Was project/contract completed in time originally allotted, and if not, why not?

		



		Was project/contract completed within or under the original budget/ cost proposal, and if not, why not?

		







Vendors must also submit Attachment F, Reference Questionnaire to the business references that are identified in Section 4.3.2.  



The company identified as the business references must submit the Reference Questionnaire directly to the Purchasing Division. 



It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the evaluation process.  



The State reserves the right to contact and verify any and all references listed regarding the quality and degree of satisfaction for such performance.



[bookmark: _Toc163539200]VENDOR STAFF RESUMES 



A resume must be completed for each proposed key personnel responsible for performance under any contract resulting from this RFP per Attachment G, Proposed Staff Resume.

[bookmark: _Toc454804389]


COST 



ADMINISTRATIVE COSTS



There are two separate cost components in administrative costs:



Non-Medical Administrative Costs  

	

Those costs (both direct and indirect) necessary to administer the Medicaid managed care program.



Direct Expenses:  Those expenses that can be charged directly as a part of the overall administrative costs; and



Indirect Expenses:  Those elements of costs necessary in the performance of administering the program that are of such a nature that the amount applicable to the program cannot be determined accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of management personnel which are allocated to different programs, etc.).



Medical Administrative Costs



Either direct or indirect, related to recipient medical care management (i.e., development of physician protocols for disease management, utilization review activities, case management costs, and medical information management systems).



DHCFP will review Medical Administrative Costs for reasonability and in the context of the benefit received by the client and DHCFP (i.e., is the cost of developing physician protocols for disease management less than or equal to the fiscal and health outcome benefit received).



NON-MEDICAL COSTS



The following are not considered administrative costs.  They are, however, included in the overall percentage of non-medical costs, and will be reviewed for reasonableness by DHCFP:



Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net income, revenues less expenses, divided by total revenues received from DHCFP); and



Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a percentage of the revenues received) for potential unknown risks and contingencies.



Vendors must provide detailed fixed prices for all costs associated with the responsibilities and related services.  Clearly specify the nature of all expenses anticipated (refer to Attachment H, Cost Schedule).



[bookmark: _Toc180917196][bookmark: _Toc454804390]FINANCIAL 



Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to determine the rates has been certified to be actuarially sound.



DHCFP will review and revise the rates, using a certified actuarially sound capitation rate method.   



The vendor will receive from the DHCFP, a compact disc containing the updated Fee For Service rate at the end of each quarter.  The vendor will be notified by letter from DHCFP of changes to the capitated rates or to the benefit package as they occur.  Rates will be actuarially determined prior to any subsequent contract renewal period.  



VENDOR ADMINISTRATIVE RATE BID



An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In addition to a capitated rate to cover the costs of required medical services, an Administrative rate is paid to cover organizational costs.  This cost is a percentage of the Managed Care Blended Capitated Rate.   



This Section shall be included in Attachment H, Cost Proposal.  Each vendor is required to submit a not-to-exceed Administrative rate bid for calendar year 2017 relative to the rates effective June 1, 2016.  The DHCFP reserves the right to further negotiate this Administrative Rate prior to contract signing. Note that this process may result in the participating health plans having different rates.



MANAGED CARE CAPITATED RATES



DHCFP agrees to pay the vendor the capitated rate for all Medicaid and Nevada Check Up recipients who enroll with the vendor except for conditions that are denied by CMS under 42 CFR 438.730(e). The vendor will be capitated for all services in the vendor benefit package described in Section 3, Scope of Work.  



Payments will be made in the following manner in accordance with Attachment Q ~ Managed Care Capitated Rates



For each Medicaid and Nevada Check Up recipient enrolled with the vendor, DHCFP shall make a prepaid, per-recipient, per-month payment as payment in full for any and all medically necessary covered services included in this contract provided to the recipient. All capitation payments will be paid monthly.  In the event the vendor does not receive a monthly capitation payment for an eligible recipient, the vendor shall have one hundred eighty (180) days to submit a request for a retroactive capitation payment to the DHCFP.  The DHCFP shall process requests for retroactive capitation payments within sixty (60) days of receipt.  Payments will be sent to the vendor by the fiscal agent, by either electronic funds transfer or overnight mail.  The vendor shall be responsible for direct payment of any and all overnight mail charges.  The vendor must meet the requirements of 42 CFR 438.606 regarding certification of data used for billing purposes.



The DHCFP reserves the right to recover pro-rated capitation whenever the vendor’s responsibility to pay medical claims ends in mid-month.  A situation where a mid-month capitation recovery may occur includes, but is not limited to:



Recipient is placed in an out-of-home placement and does not voluntarily opt in to managed care; and



Recipient enters an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID). 



The DHCFP will assume partial risk for recipient inpatient hospital medical costs that exceed one hundred thousand dollars ($100,000.00) during a State Fiscal Year (SFY).  The DHCFP will reimburse the vendor at seventy-five percent (75%) of the vendor's paid amount for a recipient’s inpatient hospital medical costs above one hundred thousand dollars ($100,000.00) threshold, inclusive of a thirty-day (30-day) period prior to the commencement of the SFY.  The vendor will be responsible for the remaining twenty-five percent (25%) of the costs and shall continue to care for the recipient under the terms of the contract.  Requests for reimbursement must be accompanied by all required documentation. Complete and correct Stop Loss requests must be submitted within three-hundred sixty-five (365) days of the date of service, unless an out of state provider is utilized in which case the MCO will have an additional forty five (45) days to submit the claim, on a submission within a contract period per 42 CFR 447.45-447.46. The DHCFP shall process complete requests for reimbursement within sixty (60) days of receipt of a complete and correct request for reimbursement. 



The managed care organization is responsible for providing the DHCFP with a “Recipient High-Cost Report” that identifies individual recipients that have incurred inpatient medical costs of at least $50,000.00 during the contract year.  See the Attachment T ~ Forms and Reporting Guide for the “Recipient High-Cost Report” with instructions for completion and submittal.  The vendor is also responsible for applying intensive case management principles for all recipients identified on the Recipient High-Cost Report or who are at risk of reaching the $100,000.00 Stop Loss threshold.  The Forms and Reporting Guide contains the case management criteria that are expected to be implemented by the vendor and instructions for completion of the review.  If the vendor utilizes an alternative Stop Loss Review form or documented process it may request DHCFP to consider it as an equivalent tracking reporting tool.  These Case Management Stop Loss Review documents will be evaluated by the DHCFP when determining the vendor’s adherence to effective case management of high cost recipients.  The DHCFP and/or the EQRO may conduct on-site reviews as needed to validate the vendor’s coordination and assess medical management of high-cost recipients.  Insufficient documentation of adequate case management shall be subject to review/audit and may result in the reduction and/or disallowance of stop loss payments.



For Medicaid and CHIP recipients who give birth during a given month, and who are enrolled with the vendor on the date and time of the birth, and there is an accompanying provider claim for the delivery, the DHCFP shall make a one-time (1-time) maternity payment to the Vendor performing the delivery to cover the cost of maternity care for Medicaid and CHIP recipients.  The maternity payment will be paid in the first month following the month of the DHCFP’s receipt of an electronic submission of the record of the child's delivery. The electronic submission must be received within 180 days of the date of birth. The payment is a “maternity kick payment/ SOBRA” to offset most of the costs to the vendor for costs associated specifically with the covered delivery of a child, including prenatal and postpartum maternity expenses. Ante partum care for the prospective mother and all infant care are covered by their respective capitation rates.  The vendor will also receive a full-month capitated payment for the birth mother and the child for the month of birth if the child is eligible from the date of birth.  



It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no accompanying provider claim for the delivery.



For Medicaid newborns, the vendor shall receive a capitation payment for the month of birth and for all subsequent months the child remains program eligible and enrolled with the vendor.



For those Medicaid enrolled recipients exempt from mandatory enrollment for the reasons specified below, payments will be made as follows: 



For Medicaid recipients enrolled with the vendor on a voluntary basis due to the identification as “Children with Special Health Care Needs” (CSHCN), DHCFP will make a prepaid, per recipient, per month payment as payment in full for any and all covered services provided to the recipient. The prepaid, per-recipient, per-month payment includes the cost of the initial assessment from the Nevada Early Intervention Program. The payment will be determined in the same manner as it is for other recipients: by cohort in the rate schedule.



For Medicaid recipients enrolled with the vendor on a voluntary basis due to identification of a serious emotional disturbance (SED) or a serious mental illness (SMI), the DHCFP will make a prepaid, per recipient, per month payment as payment in full for any and all medically necessary covered services provided to the recipient.   This payment includes the cost of the initial assessment for determining SED or SMI as well as on-going patient care all covered medically necessary mental health services.  The payment will be determined in the same manner as it is for other recipients: by cohort in the rate schedule (Attachment Q- Managed Care Capitated Rate).



Medicaid-eligible eligible Indian can enroll with a vendor on a voluntary basis and DHCFP will make a prepaid, per-recipient, per- month payment as payment in full for any and all covered services provided to the recipient. The payment will be determined in the same manner as it is for other recipients: by cohort in Attachment Q- Managed Care Capitated Rate.  Eligible Indian recipients can access services at Indian Health Service facilities (IHS) and Tribal Clinics while enrolled with the Vendor.  The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic.  The IHS facility or Tribal Clinic will submit their claims directly to DHCFP’s Fiscal Agent and will be paid by DHCFP through the Medicaid FFS fee schedule.  The vendor must adhere to the requirements set forth in the RFP for voluntary eligible Indians, recipients assessed as CSHCN, SED or SMI.



For each month the DHCFP pays a capitated payment to the vendor on behalf of a recipient, the vendor is responsible for providing all covered medically necessary services for that recipient.



The vendor must not accept compensation for work performed under the contract from any other department of the State of Nevada, from either Medicaid or Nevada Check Up recipients, or from any other source including the federal government or other clients except for the collection of third-party liability (TPL).



Disputed Capitation and Requests for Retroactive Capitation



Any notice of disputed capitation and requests for retroactive capitation payments must be made by the vendor in writing in required format (refer to the Forms and Reporting Guide) within one hundred eighty (180) calendar days from the date of receipt of a particular month's capitation. The notice must include the recipients Medicaid ID number and month of enrollment; if the recipient is a child, the notice must additionally include the mother’s Medicaid ID number and month of enrollment. Failure to notify DHCFP within one hundred eighty (180) days waives the right of the vendor to seek an adjustment.  No payment shall be made unless such changes or adjustments and the amount therefore have been authorized in writing by DHCFP.  DHCFP shall make its determination within sixty (60) working days from receipt of a dispute.  The vendor may appeal any DHCFP decision concerning capitation disputes, adjustment decisions or retroactive capitation payments.



Capitation Recovery



The DHCFP reserves the right to adjust capitation payments or to bill the Vendor to recover improperly paid capitation.  



A recipient who becomes incarcerated will remain in their MCO until their aid category changes or their Medicaid eligibility terminates. DHCFP may recover capitation payments for those recipients incarcerated in a public institution, effective the date the aid category changes.  Section 1905A of the Social Security Act excludes federal financial participating (FFP) for medical care provided to inmates except “when the inmate is admitted as an inpatient in a hospital, nursing facility, juvenile psychiatric facility, or intermediate care facility”. FFP is available for any covered Medicaid services that are provided to the inmate “while an inpatient in these facilities”.



The vendor shall provide periodic reports of Medical Loss Ratio (MLR), in a time and manner established by the State, and in accordance with CMS’ methodology [Id. § 438.8(e)]. The vendor shall provide the report no later than within 12 months of the end of a year for which the MLR pertains. The vendor shall also require any third party vendor providing claims adjudications activities to provide all underlying data associated with MLR reporting to the vendor within 180 days of the end of the MLR reporting year, or within 30 days of a request by the vendor (whichever comes sooner) to calculate and validate the accuracy of MLR reporting. The state will collect a remittance for the applicable years in which the vendor’s MLR falls below 85%.



Enhanced Capitation Payments



Targeted Service Enhancements



The per member per month capitation amounts established through the actuarially certified rates, which will include additional funding for targeted services to safety net providers



Provider Access Payment (PAP) Program



The DHCFP will increase the per member capitation payments to the Contractor for enhanced payments to providers.



The DHCFP’s Actuary vendor will calculate the per member capitation payment based on the CMS Upper Payment Limit requirements for Medicaid reimbursement.  



Hospital, Mental Health, and Ground Emergency Transportation Safety Net Providers (Safety Net)



The DHCFP will increase the per member capitation payments to support increased payment for in-patient, out-patient hospital, behavioral health, and ground emergency transportation services provided by Nevada safety net providers  to Medicaid recipients. 



In accordance with Federal regulations, payments from the Medicaid agency (DHCFP) to the MCOs must be actuarially sound.



Nevada can use different sources to fund the non-federal share of expenditures, such as Inter-governmental Transfer (IGT) or provider tax/assessments.



The funds will be earmarked to fund a separately identified enhancement to the capitation rate paid to the MCOs.   



The MCOs must use the enhanced funding to provide payments to the safety net provider(s).  



The state’s contract with the MCOs cannot mandate that the enhanced funding be used to pay specific providers or to make payments according to any particular payment methodology. The enhanced payments are contingent upon IGT funding.  If IGT funding is not available, DHCFP will notify the MCOs within a reasonable time frame of 30-days and the enhanced MCO rates will be recertified retro-actively if necessary.  



The DHCFP will make the enhanced payments to the MCOs on a monthly basis as part of their regular capitation payments, based on monthly enrollment data.



The enhanced rate is subject to the availability of sufficient non-federal share of funding. If there is not sufficient IGT funds, the DHCFP may not continue to pay the enhanced rate to the MCO.  



The plans will not be obligated to pay the enhancement if the funding isn’t provided.



Pay for Performance



The DHCFP reserves the right to establish a Pay for Performance (P4P) Incentive System to provide financial rewards to vendor’s that achieve specific levels of performance in program priority areas.  The PMPM capitated payments are the total payments to the plan except in a situation in which the plan receives a pay for performance (P4P) remittance through the P4P plan. (See Attachment U~ Pay-For-Performance.)



The DHCFP will allow movement from P4P to value based purchasing as the contract progresses.



BILLING



The State does not issue payment prior to receipt of goods or services.



The vendor must bill the State as outlined in the approved contract and/or payment schedule.



Vendors may propose an alternative payment option.  Alternative payment options must be listed on Attachment I, Cost Proposal Certification of Compliance with Terms and Conditions of the RFP.  Alternative payment options will be considered if deemed in the best interest of the State, project or service solicited herein.



[bookmark: _Toc454804391]WRITTEN QUESTIONS AND ANSWERS



In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or comments in writing regarding this RFP as noted below:



QUESTIONS AND ANSWERS



The RFP Question Submittal Form is located on the Solicitation Opportunities webpage at http://purchasing.nv.gov.  Select the Solicitation Status, Questions dropdown and then scroll to the RFP number and the “Question” link.



The deadline for submitting questions is as specified in Section 8, RFP Timeline.



All questions and/or comments will be addressed in writing.  An email notification that the amendment has been posted to the Purchasing website will be issued on or about the date specified in Section 8, RFP Timeline.



SECOND SET OF QUESTIONS AND ANSWERS



Additional questions may be submitted by the date and time specified in Section 8, RFP Timeline and according to the process identified in Section 7.1.1 through Section 7.1.3.



[bookmark: _Toc454804392]RFP TIMELINE



The following represents the proposed timeline for this project.  All times stated are Pacific Time (PT).  These dates represent a tentative schedule of events.  The State reserves the right to modify these dates at any time.  



		Task

		Date/Time



		Deadline for submitting questions

		7/12/16 @ 5:00 PM



		Answers posted to website 

		On or about 7/19/16 



		Deadline for submitting second set of questions

		7/28/16 @ 5:00 PM



		Answers posted to website 

		On or about 8/4/16 



		Deadline for submittal of Reference Questionnaires

		No later than 4:30 PM on 8/24/16 



		Deadline for submission and opening of proposals

		No later than 2:00 PM on 8/25/16 



		Evaluation period Phase I (approximate time frame)

		8/26 ~ 9/15/16



		Evaluation period Phase II (approximate time frame)

		9/16 ~ 9/22/16



		Selection of vendor 

		On or about 9/22/16



		Anticipated BOE approval

		12/13/16



		Contract start date (contingent upon BOE approval)

		July 1, 2017







[bookmark: _Toc454804393]PROPOSAL SUBMISSION REQUIREMENTS, FORMAT AND CONTENT



GENERAL SUBMISSION REQUIREMENTS 



Vendors’ proposals must be packaged and submitted in counterparts; therefore, vendors must pay close attention to the submission requirements.



Proposals will have a technical response, which will be composed of three (3) parts in the event a vendor determines that a portion of their technical response qualifies as “confidential” as defined within Section 2, Acronyms/Definitions.



If complete responses cannot be provided without referencing confidential information, such confidential information must be provided in accordance with Section 9.4, Part I C – Confidential Technical and Section 9.6, Part III Confidential Financial Information.



Specific references made to the tab, page, section and/or paragraph where the confidential information can be located must be identified on Attachment A, Confidentiality and Certification of Indemnification and comply with the requirements stated in Section 9.7, Confidentiality of Proposals.



The remaining section is the Cost Proposal, Section 9.5 Part II Cost Proposal.



Vendors may submit their proposal broken out into the four (4) sections required, or five (5) sections if confidential technical information is included, in a single box or package for shipping purposes.



The required CDs or Flash Drives must contain information as specified in Section 9.7.4.



Detailed instructions on proposal submission and packaging follows and vendors must submit their proposals as identified in the following sections.  Proposals and CDs or Flash Drives that do not comply with the following requirements may be deemed non-responsive and rejected at the State’s discretion.



All information is to be completed as requested.



Each section within the technical proposal, scope of work and cost proposal must be separated by clearly marked tabs with the appropriate section number and title as specified.



Although it is a public opening, only the names of the vendors submitting proposals will be announced per NRS 333.335(6).  Technical and cost details about proposals submitted will not be disclosed.  Assistance for handicapped, blind or hearing-impaired persons who wish to attend the RFP opening is available.  If special arrangements are necessary, please notify the Purchasing Division designee as soon as possible and at least two (2) days in advance of the opening.



If discrepancies are found between two (2) or more copies of the proposal, the master copy will provide the basis for resolving such discrepancies.  If one (1) copy of the proposal is not clearly marked “MASTER,” the State may reject the proposal.  However, the State may at its sole option, select one (1) copy to be used as the master.



For ease of evaluation, the proposal must be presented in a format that corresponds to and references sections outlined within this RFP and must be presented in the same order.  Written responses must be in bold/italics and placed immediately following the applicable RFP question, statement and/or section.  Exceptions/assumptions to this may be considered during the evaluation process.



Proposals are to be prepared in such a way as to provide a straightforward, concise delineation of capabilities to satisfy the requirements of this RFP.  Expensive bindings, colored displays, promotional materials, etc., are not necessary or desired.  Emphasis should be concentrated on conformance to the RFP instructions, responsiveness to the RFP requirements, and on completeness and clarity of content.



Unnecessarily elaborate responses beyond what is sufficient to present a complete and effective response to this RFP are not desired and may be construed as an indication of the proposer’s lack of environmental and cost consciousness.  Unless specifically requested in this RFP, elaborate artwork, corporate brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous presentation materials are neither necessary nor desired.



The State of Nevada, in its continuing efforts to reduce solid waste and to further recycling efforts requests that proposals, to the extent possible and practical:



Be submitted on recycled paper;



Not include pages of unnecessary advertising;



Be printed on both sides of each sheet of paper; and



Be contained in re-usable binders or binder clips as opposed to spiral or glued bindings.



For purposes of addressing questions concerning this RFP, the sole contact will be the Purchasing Division as specified on Page 1 of this RFP.  Upon issuance of this RFP, other employees and representatives of the agencies identified in the RFP will not answer questions or otherwise discuss the contents of this RFP with any prospective vendors or their representatives.  Failure to observe this restriction may result in disqualification of any subsequent proposal per NAC 333.155(3).  This restriction does not preclude discussions between affected parties for the purpose of conducting business unrelated to this procurement.



Any vendor who believes proposal requirements or specifications are unnecessarily restrictive or limit competition may submit a request for administrative review, in writing, to the Purchasing Division.  To be considered, a request for review must be received no later than the deadline for submission of questions.



The Purchasing Division shall promptly respond in writing to each written review request, and where appropriate, issue all revisions, substitutions or clarifications through a written amendment to the RFP.



Administrative review of technical or contractual requirements shall include the reason for the request, supported by factual information, and any proposed changes to the requirements.



If a vendor changes any material RFP language, vendor’s response may be deemed non-responsive per NRS 333.311.



PART I A – (Phase I) SCOPE OF WORK



The scope of work proposal must include:



One (1) original marked “MASTER”; and

Seven (7) identical copies.



The scope of work proposal must not include confidential technical information (refer to Section 9.4, Part IC, Confidential Technical) or cost and/or pricing information.  Cost and/or pricing information contained in the technical proposal may cause the proposal to be rejected.



Format and Content



Tab I – Title Page



The title page must include the following:



		Part IA – Scope of Work



		RFP Title:

		MCO



		RFP:

		3260



		Vendor Name:

		



		Address:

		



		Opening Date:

		8/25/16



		Opening Time:

		2:00 PM







Tab I – Section 3 – Scope of Work



Vendor shall not include a company name or any information that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 



Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include or refer to its name, address or other information that would indicate to an evaluator which company is proposing.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work.



Failure by the vendor to comply with this requirement may cause a RFP to be rejected as non-responsive.  It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements, Format and Content of this RFP.  



Vendors must place their written response(s) in bold/italics immediately following the applicable RFP question, statement and/or section.



PART IB - TECHNICAL PROPOSAL



The technical proposal must include:



One (1) original marked “MASTER”; and

Seven (7) identical copies.



The technical proposal must not include confidential technical information (refer to Section 9.4, Part IC, Confidential Technical) or cost and/or pricing information.  Cost and/or pricing information contained in the technical proposal may cause the proposal to be rejected.



Format and Content



Tab I – Title Page



The title page must include the following:



		Part IB – Technical Proposal



		RFP Title:

		MCO



		RFP:

		3260



		Vendor Name:

		



		Address:

		



		Opening Date:

		8/25/16



		Opening Time:

		2:00 PM







Tab II – Table of Contents



An accurate and updated table of contents must be provided.



Tab III – Vendor Information Sheet



The vendor information sheet completed with an original signature by an individual authorized to bind the organization must be included in this tab.



Tab IV – State Documents



The State documents tab must include the following:



The signature page from all amendments with an original signature by an individual authorized to bind the organization.



Attachment A – Confidentiality and Certification of Indemnification with an original signature by an individual authorized to bind the organization.



Attachment C – Vendor Certifications with an original signature by an individual authorized to bind the organization.



Attachment J – Certification Regarding Lobbying with an original signature by an individual authorized to bind the organization.



Copies of any vendor licensing agreements and/or hardware and software maintenance agreements.



Copies of applicable certifications and/or licenses.



Tab V - Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP 



Attachment B with an original signature by an individual authorized to bind the organization must be included in this tab.



If the exception and/or assumption require a change in the terms or wording of any section of the RFP, the contract, or any incorporated documents, vendors must provide the specific language that is being proposed on Attachment B.



Only technical exceptions and/or assumptions should be identified on Attachment B.  



The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations.



Tab VI– Section 4 – Company Background and References



Vendors must place their written response(s) in bold/italics immediately following the applicable RFP question, statement and/or section.  This section must also include the requested information in Section 4.2, Subcontractor Information, if applicable.



Tab VII – Attachment G – Proposed Staff Resume



Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this section.  



This section should also include any subcontractor proposed staff resumes, if applicable.



Tab VIII – Other Informational Material



Vendors must include any other applicable reference material in this section clearly cross referenced with the proposal.



PART IC – CONFIDENTIAL TECHNICAL PROPOSAL 



Vendors only need to submit Part IB if the proposal includes any confidential technical information (Refer to Attachment A, Confidentiality and Certification of Indemnification).



The confidential technical proposal must include:



One (1) original marked “MASTER”; and

Seven (7) identical copies.



Format and Content



Tab I – Title Page



The title page must include the following:



		Part IC – Confidential Technical Proposal



		RFP Title:

		MCO



		RFP:

		3260



		Vendor Name:

		



		Address:

		



		Opening Date:

		8/25/16



		Opening Time:

		2:00 PM







Tabs – Confidential Technical



Vendors must have tabs in the confidential technical information that cross reference back to the technical proposal, as applicable.



PART II – COST PROPOSAL



The cost proposal must include:



One (1) original marked “MASTER”; and

Seven (7) identical copies.



The cost proposal must not be marked “confidential”.  Only information that is deemed proprietary per NRS 333.020(5)(a) may be marked as “confidential”.



Format and Content



Tab I – Title Page



The title page must include the following:



		Part II – Cost Proposal



		RFP Title:

		MCO



		RFP:

		3260



		Vendor Name:

		



		Address:

		



		Opening Date:

		8/25/16



		Opening Time:

		2:00 PM







Tab II – Cost Proposal



Vendor’s response for the cost proposal must be included in this tab.



Tab III – Attachment I, Cost Proposal Certification of Compliance with Terms and Conditions of RFP



Attachment I with an original signature by an individual authorized to bind the organization must be included in this tab.



In order for any cost exceptions and/or assumptions to be considered, vendors must provide the specific language that is being proposed in Attachment I.  



Only cost exceptions and/or assumptions should be identified on Attachment I.  



Do not restate the technical exceptions and/or assumptions on this form.  



The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations.



PART III – CONFIDENTIAL FINANCIAL INFORMATION



The confidential financial information part must include:



One (1) original marked “MASTER”; and

Two (2) identical copy.



Format and Content



Tab I – Title Page



The title page must include the following:



		Part III – Confidential Financial Information



		RFP Title:

		MCO



		RFP:

		3260



		Vendor Name:

		



		Address:

		



		Opening Date:

		8/25/16



		Opening Time:

		2:00 PM







Tab II – Financial Information and Documentation



Vendors must place the information required per Section 4.1.14 in this tab.



CONFIDENTIALITY OF PROPOSALS



As a potential contractor of a public entity, vendors are advised that full disclosure is required by law.



Vendors are required to submit written documentation in accordance with Attachment A, Confidentiality and Certification of Indemnification demonstrating the material within the proposal marked “confidential” conforms to NRS §333.333, which states “Only specific parts of the proposal may be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming to these requirements will cause your proposal to be deemed non-compliant and will not be accepted by the State of Nevada.



Vendors acknowledge that material not marked as “confidential” will become public record upon contract award.



The required CDs or Flash Drives must contain the following:



One (1) “Master” CD or Flash Drive with an exact duplicate of the technical and cost proposal contents only.  



The electronic files must include all required sections of the technical and cost proposal.  



The CD or Flash Drive must be packaged in a case and clearly labeled as follows:



		Master CD or Flash Drive



		RFP No:

		3260



		Vendor Name:

		



		Contents:

		Part IA – Technical Proposal

Part IB – Confidential Technical Proposal

Part II – Cost Proposal







One (1) “Public Records CD or Flash Drive” which must include the technical and cost proposal contents to be used for public records requests.  



This CD or Flash Drive must not contain any confidential or proprietary information.  



All electronic files must be saved in “PDF” format, with one file named Part IA – Technical Proposal and one (1) file named part II – Cost Proposal.



The CD or Flash Drive must be packaged in a case and clearly labeled as follows:





		Public Records CD or Flash Drive



		RFP No:

		3260



		Vendor Name:

		



		Contents:

		Part IA – Technical Proposal for Public Records Request

Part II – Cost Proposal for Public Records Request







The Public Records submitted on the CD or Flash Drive will be posted to the Purchasing Website upon the Notice of Award.



It is the vendor’s responsibility to act in protection of the labeled information and agree to defend and indemnify the State of Nevada for honoring such designation.  



Failure to label any information that is released by the State shall constitute a complete waiver of any and all claims for damages caused by release of said information.



PROPOSAL PACKAGING



[bookmark: OLE_LINK9][bookmark: OLE_LINK10]If the separately sealed technical and cost proposals as well as confidential technical information and financial documentation, marked as required, are enclosed in another container for mailing purposes, the outermost container must fully describe the contents of the package and be clearly marked as follows.



Vendors are encouraged to utilize the copy/paste feature of word processing software to replicate these labels for ease and accuracy of proposal packaging.



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		







Proposals must be received at the address referenced below no later than the date and time specified in Section 8, RFP Timeline.  Proposals that do not arrive by proposal opening time and date will not be accepted.  Vendors may submit their proposal any time prior to the above stated deadline.



The State will not be held responsible for proposal envelopes mishandled as a result of the envelope not being properly prepared.  



Email, facsimile, or telephone proposals will NOT be considered; however, at the State’s discretion, the proposal may be submitted all or in part on electronic media, as requested within the RFP document.  Proposal may be modified by email, facsimile, or written notice provided such notice is received prior to the opening of the proposals.



The scope of work shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		PART IA – SCOPE OF WORK



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		









The technical proposal shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		PART IB – TECHNICAL PROPOSAL



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		







If applicable, confidential technical information shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		PART IC – CONFIDENTIAL TECHNICAL PROPOSAL



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		







The cost proposal shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		PART II – COST PROPOSAL



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		







Confidential financial information shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		PART III - CONFIDENTIAL FINANCIAL INFORMATION



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO



		VENDOR’S NAME:

		







The CDs or Flash Drives shall be submitted to the State in a sealed package and be clearly marked as follows:



		Ronda Miller

State of Nevada, Purchasing Division

515 E. Musser Street, Suite 300

Carson City, NV  89701



		RFP:

		3260



		COMPONENT:

		CDs or Flash Drives



		OPENING DATE:

		8/25/16



		OPENING TIME:

		2:00 PM



		FOR:

		MCO 



		VENDOR’S NAME:

		







[bookmark: _Toc454804394]PROPOSAL EVALUATION AND AWARD PROCESS



The information in this section does not need to be returned with the vendor’s proposal.



This RFP will be evaluated using a two (2) phase method.  The first phase will consist of evaluating only the Scope of Work ~ Section 3 of this RFP.  The second phase will consist of the evaluation of the remainder of the Sections set forth within this RFP.  



Phase I ~ RFP Submission 



Vendors must follow the guidelines below:



The Phase I Submission is an Anonymous Pass/Fail Submittals Evaluation.



The Purchasing Division or other suitable individual will perform the evaluation of the pass/fail portions of this solicitation.



Vendor shall not include a company name or any information that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 



Vendors must submit their response to the Scope of Work anonymously.  A vendor shall not include or refer to its name, address or other information that would indicate to an evaluator which company is proposing.  The State will not be responsible for searching for or redacting any identifying information from the response to the Scope of Work.



Failure by the vendor to comply with this requirement may cause a RFP to be rejected as non-responsive.  It is important that you submit all proposals in the form requested and complete the responses as instructed in Section 9 ~ Proposal Submission Requirements of this RFP.  



Phase II ~ Evaluation of Proposals



Once proposals have passed Phase I as noted above all remaining proposals shall be evaluated per Section 10.2 of this RFP.



Proposals shall be consistently evaluated and scored in accordance with NRS 333.335(3) based upon the following criteria:



Demonstrated competence



Experience in performance of comparable engagements



Conformance with the terms of this RFP



Expertise and availability of key personnel



Cost



Note:  Financial stability will be scored on a pass/fail basis.



Proposals shall be kept confidential until a contract is awarded.



The evaluation committee may also contact the references provided in response to the Section identified as Company Background and References; contact any vendor to clarify any response; contact any current users of a vendor’s services; solicit information from any available source concerning any aspect of a proposal; and seek and review any other information deemed pertinent to the evaluation process.  The evaluation committee shall not be obligated to accept the lowest priced proposal, but shall make an award in the best interests of the State of Nevada per NRS 333.335(5).



Each vendor must include in its proposal a complete disclosure of any alleged significant prior or ongoing contract failures, contract breaches, any civil or criminal litigation or investigations pending which involves the vendor or in which the vendor has been judged guilty or liable.  Failure to comply with the terms of this provision may disqualify any proposal.  The State reserves the right to reject any proposal based upon the vendor’s prior history with the State or with any other party, which documents, without limitation, unsatisfactory performance, adversarial or contentious demeanor, significant failure(s) to meet contract milestones or other contractual failures.  See generally, NRS 333.335.



Clarification discussions may, at the State’s sole option, be conducted with vendors who submit proposals determined to be acceptable and competitive per NAC 333.165.  Vendors shall be accorded fair and equal treatment with respect to any opportunity for discussion and/or written revisions of proposals.  Such revisions may be permitted after submissions and prior to award for the purpose of obtaining best and final offers.  In conducting discussions, there shall be no disclosure of any information derived from proposals submitted by competing vendors.  Any modifications made to the original proposal during the best and final negotiations will be included as part of the contract.



A Notification of Intent to Award shall be issued in accordance with NAC 333.170.  Any award is contingent upon the successful negotiation of final contract terms and upon approval of the Board of Examiners, when required.  Negotiations shall be confidential and not subject to disclosure to competing vendors unless and until an agreement is reached.  If contract negotiations cannot be concluded successfully, the State upon written notice to all vendors may negotiate a contract with the next highest scoring vendor or withdraw the RFP.  



Any contract resulting from this RFP shall not be effective unless and until approved by the Nevada State Board of Examiners (NRS 333.700).



[bookmark: _Toc454804395]TERMS AND CONDITIONS



PROCUREMENT AND PROPOSAL TERMS AND CONDITIONS



The information in this section does not need to be returned with the vendor’s proposal.  However, if vendors have any exceptions and/or assumptions to any of the terms and conditions in this section, they MUST identify in detail their exceptions and/or assumptions on Attachment B, Technical Proposal Certification of Compliance.  In order for any exceptions and/or assumptions to be considered they MUST be documented in Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.



This procurement is being conducted in accordance with NRS Chapter 333 and NAC Chapter 333.



The State reserves the right to alter, amend, or modify any provisions of this RFP, or to withdraw this RFP, at any time prior to the award of a contract pursuant hereto, if it is in the best interest of the State to do so.  



The State reserves the right to waive informalities and minor irregularities in proposals received.



For ease of responding to the RFP, vendors are encouraged to download the RFP from the Purchasing Division’s website at http://purchasing.nv.gov. 



The failure to separately package and clearly mark Part IB and Part III – which contains confidential information, trade secrets and/or proprietary information, shall constitute a complete waiver of any and all claims for damages caused by release of the information by the State.



Proposals must include any and all proposed terms and conditions, including, without limitation, written warranties, maintenance/service agreements, license agreements and lease purchase agreements.  The omission of these documents renders a proposal non-responsive.



The State reserves the right to reject any or all proposals received prior to contract award (NRS 333.350).



The State shall not be obligated to accept the lowest priced proposal, but will make an award in the best interests of the State of Nevada after all factors have been evaluated (NRS 333.335).



Any irregularities or lack of clarity in the RFP should be brought to the Purchasing Division designee’s attention as soon as possible so that corrective addenda may be furnished to prospective vendors.



A description of how any and all services and/or equipment will be used to meet the requirements of this RFP shall be given, in detail, along with any additional informational documents that are appropriately marked.



Alterations, modifications or variations to a proposal may not be considered unless authorized by the RFP or by addendum or amendment.



Proposals which appear unrealistic in the terms of technical commitments, lack of technical competence, or are indicative of failure to comprehend the complexity and risk of this contract, may be rejected.



Proposals from employees of the State of Nevada will be considered in as much as they do not conflict with the State Administrative Manual, NRS Chapter 281 and NRS Chapter 284.



Proposals may be withdrawn by written or facsimile notice received prior to the proposal opening time.  Withdrawals received after the proposal opening time will not be considered except as authorized by NRS 333.350(3).



Prices offered by vendors in their proposals are an irrevocable offer for the term of the contract and any contract extensions.  The awarded vendor agrees to provide the purchased services at the costs, rates and fees as set forth in their proposal in response to this RFP.  No other costs, rates or fees shall be payable to the awarded vendor for implementation of their proposal.



The State is not liable for any costs incurred by vendors prior to entering into a formal contract.  Costs of developing the proposal or any other such expenses incurred by the vendor in responding to the RFP, are entirely the responsibility of the vendor, and shall not be reimbursed in any manner by the State. 



Proposals submitted per proposal submission requirements become the property of the State, selection or rejection does not affect this right; proposals will be returned only at the State’s option and at the vendor’s request and expense.  The masters of the technical proposal, confidential technical proposal, cost proposal and confidential financial information of each response shall be retained for official files.



The Nevada Attorney General will not render any type of legal opinion regarding this transaction.



Any unsuccessful vendor may file an appeal in strict compliance with NRS 333.370 and Chapter 333 of the Nevada Administrative Code.



CONTRACT TERMS AND CONDITIONS



The information in this section does not need to be returned with the vendor’s proposal.  However, if vendors have any exceptions and/or assumptions to any of the terms and conditions in this section, they MUST identify in detail their exceptions and/or assumptions on Attachment B, Technical Proposal Certification of Compliance.  In order for any exceptions and/or assumptions to be considered they MUST be documented in Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.



The awarded vendor will be the sole point of contract responsibility.  The State will look solely to the awarded vendor for the performance of all contractual obligations which may result from an award based on this RFP, and the awarded vendor shall not be relieved for the non-performance of any or all subcontractors. 



The awarded vendor must maintain, for the duration of its contract, insurance coverages as set forth in the Insurance Schedule of the contract form appended to this RFP.  Work on the contract shall not begin until after the awarded vendor has submitted acceptable evidence of the required insurance coverages.  Failure to maintain any required insurance coverage or acceptable alternative method of insurance will be deemed a breach of contract. 



The State will not be liable for Federal, State, or Local excise taxes per NRS 372.325.



Attachment B and Attachment I of this RFP shall constitute an agreement to all terms and conditions specified in the RFP, except such terms and conditions that the vendor expressly excludes.  Exceptions and assumptions will be taken into consideration as part of the evaluation process; however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations.



The State reserves the right to negotiate final contract terms with any vendor selected per NAC 333.170.  The contract between the parties will consist of the RFP together with any modifications thereto, and the awarded vendor’s proposal, together with any modifications and clarifications thereto that are submitted at the request of the State during the evaluation and negotiation process.  In the event of any conflict or contradiction between or among these documents, the documents shall control in the following order of precedence:  the final executed contract, any modifications and clarifications to the awarded vendor’s proposal, the RFP, and the awarded vendor’s proposal.  Specific exceptions to this general rule may be noted in the final executed contract.



Local governments (as defined in NRS 332.015) are intended third party beneficiaries of any contract resulting from this RFP and any local government may join or use any contract resulting from this RFP subject to all terms and conditions thereof pursuant to NRS 332.195.  The State is not liable for the obligations of any local government which joins or uses any contract resulting from this RFP.



Any person who requests or receives a Federal contract, grant, loan or cooperative agreement shall file with the using agency a certification that the person making the declaration has not made, and will not make, any payment prohibited by subsection (a) of 31 U.S.C. 1352.



Pursuant to NRS Chapter 613 in connection with the performance of work under this contract, the contractor agrees not to unlawfully discriminate against any employee or applicant for employment because of race, creed, color, national origin, sex, sexual orientation or age, including, without limitation, with regard to employment, upgrading, demotion or transfer, recruitment or recruitment advertising, layoff or termination, rates of pay or other forms of compensation, and selection for training, including, without limitation apprenticeship.



The contractor further agrees to insert this provision in all subcontracts, hereunder, except subcontracts for standard commercial supplies or raw materials.



PROJECT TERMS AND CONDITIONS



The information in this section does not need to be returned with the vendor’s proposal.  However, if vendors have any exceptions and/or assumptions to any of the terms and conditions in this section, they MUST identify in detail their exceptions and/or assumptions on Attachment B, Technical Proposal Certification of Compliance.  In order for any exceptions and/or assumptions to be considered they MUST be documented in Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.



[bookmark: _Toc66244260][bookmark: _Toc163539083]Award of Related Contracts



The State may undertake or award supplemental contracts for work related to this project or any portion thereof.  The contractor shall be bound to cooperate fully with such other contractors and the State in all cases.



All subcontractors shall be required to abide by this provision as a condition of the contract between the subcontractor and the prime contractor.



[bookmark: _Toc66244253][bookmark: _Toc163539084]State Owned Property



The awarded vendor shall be responsible for the proper custody and care of any State owned property furnished by the State for use in connection with the performance of the contract and will reimburse the State for any loss or damage.



[bookmark: _Toc66244264][bookmark: _Toc163539088]Inspection/Acceptance of Work



It is expressly understood and agreed all work done by the contractor shall be subject to inspection and acceptance by the State.



[bookmark: _Toc66244270][bookmark: _Toc163539094]Travel



The State is not responsible for payment of any premium, deductible or assessments on insurance policies purchased by vendor for a rental vehicle.



[bookmark: _Toc66244286][bookmark: _Toc163539110]Right to Publish



All requests for the publication or release of any information pertaining to this RFP and any subsequent contract must be in writing and sent to the Director of Health and Human Services or designee. 



No announcement concerning the award of a contract as a result of this RFP can be made without prior written approval of the Director of Health and Human Services or designee.



As a result of the selection of the contractor to supply the requested services, the State is neither endorsing nor suggesting the contractor is the best or only solution.



The contractor shall not use, in its external advertising, marketing programs, or other promotional efforts, any data, pictures or other representation of any State facility, except with the specific advance written authorization of the Director of Health and Human Services or designee.



Throughout the term of the contract, the contractor must secure the written approval of the State per Section 11.3.5.2 prior to the release of any information pertaining to work or activities covered by the contract.



Protection of Sensitive Information



Protection of sensitive information will include the following:



Sensitive information in existing legacy applications will encrypt data as is practical.



Confidential personal data will be encrypted whenever possible.



Sensitive data will be encrypted in all newly developed applications.






[bookmark: _Toc454804396]SUBMISSION CHECKLIST



This checklist is provided for vendor’s convenience only and identifies documents that must be submitted with each package in order to be considered responsive.  Any proposals received without these requisite documents may be deemed non-responsive and not considered for contract award. 



		Part IA (Phase I) – Blind Evaluation Submission Requirements

		Completed



		Required number of Technical Proposals per submission requirements

		



		Tab I

		Scope of Work 

		



		Part IB (Phase II) – Technical Proposal Submission Requirements

		



		Required number of Technical Proposals per submission requirements

		



		Tab I

		Title Page

		



		Tab II

		Table of Contents

		



		Tab III

		Vendor Information Sheet

		



		Tab IV

		State Documents

		



		Tab V

		Attachment B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP

		



		Tab VI

		Section 4 – Company Background and References

		



		Tab VII

		Attachment G – Proposed Staff Resume(s)

		



		Tab VIII

		Other Informational Material

		



		Part IC (Phase I) – Confidential Technical Submission Requirements

		



		Required number of Confidential Technical Proposals per submission requirements

		



		Tab I

		Title Page

		



		Tabs

		Appropriate tabs and information that cross reference back to the technical proposal

		



		Part II – Cost Proposal Submission Requirements

		



		Required number of Cost Proposals per submission requirements

		



		Tab I

		Title Page

		



		Tab II

		Cost Proposal

		



		Tab III

		Attachment I -  Cost Proposal Certification of Compliance with Terms and Conditions of RFP

		



		Part III – Confidential Financial Information Submission Requirements

		



		Required number of Confidential Financial Proposals per submission requirements

		



		Tab I

		Title Page

		



		Tab II

		Financial Information and Documentation

		



		CDs or Flash Drives Required

		



		One (1)

		Master CD or Flash Drive with the technical and cost proposal contents only

		



		One (1)

		Public Records CD or Flash Drive with the technical and cost proposal contents only

		



		Reference Questionnaire Reminders

		



		Send out Reference Forms for Vendor (with Part A completed)

		



		Send out Reference Forms for proposed Subcontractors (with Part A and Part B completed, if applicable)

		





[bookmark: _Toc454804397]
ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF INDEMNIFICATION



Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the submitted proposal is marked “confidential” will not be accepted by the State of Nevada.  Pursuant to NRS 333.333, only specific parts of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are confidential until the contract is awarded; at which time, both successful and unsuccessful vendors’ technical and cost proposals become public information.  



In accordance with the Submittal Instructions of this RFP, vendors are requested to submit confidential information in separate binders marked “Part I B Confidential Technical” and “Part III Confidential Financial”.



The State will not be responsible for any information contained within the proposal.  Should vendors not comply with the labeling and packing requirements, proposals will be released as submitted.  In the event a governing board acts as the final authority, there may be public discussion regarding the submitted proposals that will be in an open meeting format, the proposals will remain confidential. 



By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and agree to defend and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act will constitute a complete waiver and all submitted information will become public information; additionally, failure to label any information that is released by the State shall constitute a complete waiver of any and all claims for damages caused by the release of the information.



This proposal contains Confidential Information, Trade Secrets and/or Proprietary information as defined in Section 2 “ACRONYMS/DEFINITIONS.” 



Please initial the appropriate response in the boxes below and provide the justification for confidential status.



		Part IB – Confidential Technical Information



		YES

		

		NO

		



		Justification for Confidential Status



		







		A Public Records CD or Flash Drive has been included for the Technical and Cost Proposal



		YES

		

		NO (See note below)

		



		Note:  By marking “NO” for Public Record CD or Flash Drive included, you are authorizing the State to use the “Master CD or Flash Drive” for Public Records requests.







		Part III – Confidential Financial Information



		YES

		

		NO

		



		Justification for Confidential Status



		







		

		



		Company Name

		



		

		

		

		



		Signature

		

		

		



		

		

		

		



		

		

		

		



		Print Name

		

		

		Date





This document must be submitted in Tab IV of vendor’s technical proposal






[bookmark: _Toc199056543][bookmark: _Toc454804398]ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE

WITH TERMS AND CONDITIONS OF RFP



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



		YES

		

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







		NO

		

		I do not agree to comply with the terms and conditions specified in this RFP.







If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, or any incorporated documents, vendors must provide the specific language that is being proposed in the tables below.  If vendors do not specify in detail any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  



		

		



		Company Name

		



		

		

		

		



		Signature

		

		

		



		

		

		

		



		

		

		

		



		Print Name

		

		

		Date









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



EXCEPTION SUMMARY FORM

		EXCEPTION #

		RFP SECTION NUMBER

		RFP 

PAGE NUMBER

		EXCEPTION

(Complete detail regarding exceptions must be identified)



		

		

		

		



		

		

		

		



		

		

		

		









ASSUMPTION SUMMARY FORM

		ASSUMPTION #

		RFP SECTION NUMBER

		RFP 

PAGE NUMBER

		ASSUMPTION

(Complete detail regarding assumptions must be identified)



		

		

		

		



		

		

		

		



		

		

		

		








This document must be submitted in Tab V of vendor’s technical proposal





[bookmark: _Toc454804399]ATTACHMENT C – VENDOR CERTIFICATIONS



Vendor agrees and will comply with the following:



(1) Any and all prices that may be charged under the terms of the contract do not and will not violate any existing federal, State or municipal laws or regulations concerning discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate and hold the State harmless from liability for any such violation now and throughout the term of the contract.



(2) All proposed capabilities can be demonstrated by the vendor.



(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, communication, agreement or disclosure with or to any other contractor, vendor or potential vendor.



(4) All proposal terms, including prices, will remain in effect for a minimum of 180 days after the proposal due date.  In the case of the awarded vendor, all proposal terms, including prices, will remain in effect throughout the contract negotiation process.



(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to submit a proposal higher than this proposal, or to submit any intentionally high or noncompetitive proposal.  All proposals must be made in good faith and without collusion.



(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated by reference in the proposal, except such conditions and provisions that the vendor expressly excludes in the proposal.  Any exclusion must be in writing and included in the proposal at the time of submission.



(7) Each vendor must disclose any existing or potential conflict of interest relative to the performance of the contractual services resulting from this RFP.  Any such relationship that might be perceived or represented as a conflict should be disclosed.  By submitting a proposal in response to this RFP, vendors affirm that they have not given, nor intend to give at any time hereafter, any economic opportunity, future employment, gift, loan, gratuity, special discount, trip, favor, or service to a public servant or any employee or representative of same, in connection with this procurement.  Any attempt to intentionally or unintentionally conceal or obfuscate a conflict of interest will automatically result in the disqualification of a vendor’s proposal.  An award will not be made where a conflict of interest exists.  The State will determine whether a conflict of interest exists and whether it may reflect negatively on the State’s selection of a vendor.  The State reserves the right to disqualify any vendor on the grounds of actual or apparent conflict of interest.



(8) All employees assigned to the project are authorized to work in this country.



(9) The company has a written equal opportunity policy that does not discriminate in employment practices with regard to race, color, national origin, physical condition, creed, religion, age, sex, marital status, sexual orientation, developmental disability or handicap.  



(10) The company has a written policy regarding compliance for maintaining a drug-free workplace.



(11) Vendor understands and acknowledges that the representations within their proposal are material and important, and will be relied on by the State in evaluation of the proposal.  Any vendor misrepresentations shall be treated as fraudulent concealment from the State of the true facts relating to the proposal.



(12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above.



(13) The proposal must be signed by the individual(s) legally authorized to bind the vendor per NRS 333.337.



		

		



		Vendor Company Name

		



		

		

		

		



		Vendor Signature

		

		

		



		

		

		

		



		Print Name

		

		

		Date






This document must be submitted in Tab IV of vendor’s technical proposal





[bookmark: _Toc454804400]ATTACHMENT D – CONTRACT FORM





The following State Contract Form is provided as a courtesy to vendors interested in responding to this RFP.  Please review the terms and conditions in this form, as this is the standard contract used by the State for all services of independent contractors.  It is not necessary for vendors to complete the Contract Form with their proposal.



If exceptions and/or assumptions require a change to the Contract Form, vendors must provide the specific language that is being proposed on Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.



Please pay particular attention to the insurance requirements, as specified in Paragraph 16 of the embedded contract and Attachment E, Insurance Schedule for RFP 3260.  













To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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The following Insurance Schedule is provided as a courtesy to vendors interested in responding to this RFP.  Please review the terms and conditions in the Insurance Schedule, as this is the standard insurance schedule used by the State for all services of independent contractors.  



If exceptions and/or assumptions require a change to the Insurance Schedule, vendors must provide the specific language that is being proposed on Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.



















To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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The State of Nevada, as a part of the RFP process, requires proposing vendors to submit business references as required within this document.  The purpose of these references is to document the experience relevant to the scope of work and provide assistance in the evaluation process. 



		INSTRUCTIONS TO PROPOSING VENDOR



		1.

		Proposing vendor or vendor’s proposed subcontractor MUST complete Part A and/or Part B of the Reference Questionnaire.



		2.

		Proposing vendor MUST send the Reference Questionnaire to EACH business reference listed for completion of Part D, Part E and Part F.



		3.

		Business reference is requested to submit the completed Reference Questionnaire via email or facsimile to:



	State of Nevada, Purchasing Division

	Subject:	RFP 3260

	Attention:	Purchasing Division

	Email:		rfpdocs@admin.nv.gov  

	Fax:		775-684-0188



Please reference the RFP number in the subject line of the email or on the fax.



		4.

		The completed Reference Questionnaire MUST be received no later than 4:30 PM PT August 24, 2016.



		5.

		Business references are NOT to return the Reference Questionnaire to the Proposer (Vendor).



		6.

		In addition to the Reference Questionnaire, the State may contact any and all business references by phone for further clarification, if necessary.



		7.

		Questions regarding the Reference Questionnaire or process should be directed to the individual identified on the RFP cover page.



		8.

		Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the evaluation process.



















To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff using the State format.



















To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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WITH TERMS AND CONDITIONS OF RFP



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



		YES

		

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







		NO

		

		I do not agree to comply with the terms and conditions specified in this RFP.







If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, or any incorporated documents, vendors must provide the specific language that is being proposed in the tables below.  If vendors do not specify in detail any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  

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



		

		



		Company Name

		



		

		

		

		



		Signature

		

		

		



		

		

		

		



		

		

		

		



		Print Name

		

		

		Date







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



EXCEPTION SUMMARY FORM

		EXCEPTION #

		RFP SECTION NUMBER

		RFP 

PAGE NUMBER

		EXCEPTION

(Complete detail regarding exceptions must be identified)



		

		

		

		



		

		

		

		









ASSUMPTION SUMMARY FORM

		ASSUMPTION #

		RFP SECTION NUMBER

		RFP 

PAGE NUMBER

		ASSUMPTION

(Complete detail regarding assumptions must be identified)



		

		

		

		



		

		

		

		








This document must be submitted in Tab III of vendor’s cost proposal.

This form MUST NOT be included in the technical proposal.
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Certification for Contracts, Grants, Loans, and Cooperative Agreements



The undersigned certifies, to the best of his or her knowledge and belief, that:



(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.



(2)	If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard Form-LLL, “Disclosure of Lobbying Activities,” in accordance with its instructions.



(3)	The undersigned shall require that the language of this certification be included in the award documents for all sub awards at all tiers (including subcontracts, sub grants, and contracts under grants, loans, and cooperative agreements) and that all sub recipients shall certify and disclose accordingly.



This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed by section 1352, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.





		By:

		

		

		



		

		Signature of Official Authorized to Sign Application

		

		Date









		For:

		



		

							Vendor Name









		



		Project Title











This document must be submitted in Tab IV of vendor’s technical proposal
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The information in this section does not need to be returned with the vendor’s proposal.  Following is a list of Federal Laws and Authorities with which the awarded vendor will be required to comply.



ENVIRONMENTAL:



1. Archeological and Historic Preservation Act of 1974, PL 93-291

2. Clean Air Act, 42 U.S.C. 7506(c)

3. Endangered Species Act 16 U.S.C. 1531, ET seq.

4. Executive Order 11593, Protection and Enhancement of the Cultural Environment.

5. Executive Order 11988, Floodplain Management

6. Executive Order 11990, Protection of Wetlands

7. Farmland Protection Policy Act, 7 U.S.C. 4201 ET seq.

8. Fish and Wildlife Coordination Act, PL 85-624, as amended

9. National Historic Preservation Act of 1966, PL 89-665, as amended

10. Safe Drinking Water Act, Section 1424(e), PL 92-523, as amended

ECONOMIC:

1. Demonstration Cities and Metropolitan Development Act of 1966, PL 89-754, as amended

2. Section 306 of the Clean Air Act and Section 508 of the Clean Water Act, including Executive Order 11738, Administration of the Clean Air Act and the Federal Water Pollution Control Act with Respect to Federal Contracts, Grants or Loans

SOCIAL LEGISLATION

1. Age Discrimination Act, PL 94-135

2. Civil Rights Act of 1964, PL 88-352

3. Section 13 of PL 92-500; Prohibition against sex discrimination under the Federal Water Pollution Control Act

4. Executive Order 11246, Equal Employment Opportunity

5. Executive Orders 11625 and 12138, Women’s and Minority Business Enterprise

6. Rehabilitation Act of 1973, PL 93, 112

MISCELLANEOUS AUTHORITY:

1. Uniform Relocation and Real Property Acquisition Policies Act of 1970, PL 91-646

2. Executive Order 12549 – Debarment and Suspension
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To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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To open the document, double click on the icon.
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once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.
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Attachment U - P4P Alt Pymt_gt.doc

PAY-FOR-PERFORMANCE (P4P)


The DHCFP reserves the right to establish a Pay for Performance (P4P) System to provide financial incentive for the Vendor to achieve specific levels of performance in program priority areas.  The P4P System is aligned with specific priorities, goals, and areas of clinical focus identified in the Nevada’s Quality Strategy.  Standardized clinical quality measures derived from a national measurement set (i.e., HEDIS) are used to determine P4P payments. P4P payments are funded through the state’s managed care program payment fund which is an amount equal to 1.25% of the net premium withheld from the capitation rate.  



1. P4P SYSTEM     


One P4P System determination is made annually, per Vendor.  Results for each P4P measure are calculated per Vendor, and include all regions in which the Vendor has membership. Vendors are required to develop and implement improvement initiatives in areas of low performance.   



1.a.i. Determination 


For the calendar year in which the program will operate, the DHCFP will calculate an amount which will be withheld from the capitation payment for each participating Vendor that is equal to 1.25% of the net premium and delivery payments made to the Vendor between January 1, and December 31 of the prior calendar year


 pursuant to the applicable Medicaid Managed Care Vendor Agreements.  Each participating Vendor may be awarded a performance payment of up to 100% of the Vendor’s withheld amount.     



Performance will be assessed on six HEDIS performance measures to determine the amount of each Vendor’s performance payment.  The performance measures are equally weighted (i.e., each performance measure is worth one sixth of the Vendor’s total withheld amount).  For each performance measure, the Vendor will be awarded from 0% up to 100% of one sixth of the  amount. Four P4P performance levels, with corresponding performance standards, are established for each measure, above the Minimum Performance Standard (MPS) set for the performance measure.  A Vendor’s performance measure rate, in comparison to these levels, will determine the percentage to be awarded for the performance measure  The P4P performance measures and corresponding standards for the four performance levels will be populated using Table1 below.  



Note:  The measurement year for all six SFY P4P measures is the prior calendar year.  Vendor performance is assessed using Vendor self-reported, audited HEDIS data calculated in accordance with the most recent set of NCQA HEDIS Specifications. 


			


			


			Standards that Determine % of Bonus Amount Awarded, by Measure





			P4P Level


			Percent of Bonus  Amount Awarded


			HEDIS 1



Children and Adolescents Access to PCPs (12-24 Months)


			HEDIS 2


Children and Adolescents Access to PCPs (25 months-6years)


			HEDIS 3


Children and Adolescents Access to PCPs (12-19 years)


			HEDIS 4


Childhood Immunization Status – Combo 10 


			HEDIS 5


Comprehensive Diabetes Care – HbA1cTesting


			HEDIS 6


Frequency of Ongoing Prenatal Care (81-100% of visits)





			4


			100%


			94.27


			87.02


			87.74


			54.39


			82.55


			71.01





			3


			75%


			93.64


			85.57


			86.38


			49.33


			80.61


			67.79





			2


			50%


			92.93


			83.97


			84.87


			43.70


			78.45


			64.21





			1


			25%


			92.14


			82.19


			83.19


			37.45


			76.06


			60.24





			


			0%


			≤92.13


			≤82.18


			≤83.18


			≤37.44


			≤76.05


			≤60.23





			MPS


			


			91.27%


			80.21%


			81.32%


			30.49%


			73.40%


			55.82%








MPS = Minimum Performance Standard
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SYSTEM OF CARE


 



The following1 represent the foundational principles of the system of care philosophy , that systems of care are designed to:


1.    Ensure availability and access to a broad, flexible array of effective, community-based services and supports for children and their families that address their emotional, social, educational, and physical needs, including traditional and nontraditional services as well as natural and informal supports.


2.    Provide individualized services in accordance with the unique potentials and needs of each child and family, guided by a strengths-based, wraparound service planning process and an individualized service plan developed in true partnership with the child and family.


3.    Ensure that services and supports include evidence-informed and promising practices, as well as interventions supported by practice-based evidence, to ensure the effectiveness of services and improve outcomes for children and their families.


4.    Deliver services and supports within the least restrictive, most normative environments that are clinically appropriate.


5.    Ensure that families, other caregivers, and youth are full partners in all aspects of the planning and delivery of their own services and in the policies and procedures that govern care for all children and youth in their community, state, territory, tribe, and nation.


6.    Ensure that services are integrated at the system level, with linkages between child-serving agencies and programs across administrative and funding boundaries and mechanisms for system-level management, coordination, and integrated care management.


7.    Provide care management or similar mechanisms at the practice level to ensure that multiple services are delivered in a coordinated and therapeutic manner and that children and their families can move through the system of services in accordance with their changing needs.


8.    Provide developmentally appropriate mental health services and supports that promote optimal social-emotional outcomes for young children and their families in their homes and community settings.


9.    Provide developmentally appropriate services and supports to facilitate the transition of youth to adulthood and to the adult service system as needed.


10. Incorporate or link with mental health promotion, prevention, and early identification and intervention in order to improve long-term outcomes, including mechanisms to identify problems at an earlier stage and mental health promotion and prevention activities directed at all children and adolescents.


11. Incorporate continuous accountability and quality improvement mechanisms to track, monitor, and manage the achievement of system of care goals; fidelity to the system of care philosophy; and quality, effectiveness, and outcomes at the system level, practice level, and child and family level.


12. Protect the rights of children and families and promote effective advocacy efforts.


13. Provide services and supports without regard to race, religion, national origin, gender, gender expression, sexual orientation, physical disability, socio-economic status, geography, language, immigration status, or other characteristics, and ensure that services are sensitive and responsive to these differences.


1Stroul, B., Blau, G., & Friedman, R. (2010). Updating the system of care concept and philosophy. Washington, DC: Georgetown University Center for Child and Human Development, National Technical Assistance Center for Children’s Mental Health.
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Provider Appeals


			References to Dental Reporting do not apply to RFP #3260.


			Number of Appeals Provider												The information tracked on this spreadsheet are obtained from the Notice of Decision sent to recipients and providers when a service is denied, reduced, terminated or other adverse actions. A NOD was created to demonstrate how the information was gathered.																		Add a legend so DHCFPcan determine what your abbreviations mean.


			Provider Hearing Issue						Provider Program						Final Outcome


			Denied Claim(s)  -						Physician -						Pending -


			Denied Claim- Timely Filing -						In-Patient Hospital -						Pending PPD -


			In-patient Hospital Days  -						Outpatient Hospital -						Incomplete Request -


			MCO Recoupment -						Hospice -						Withdrawn Petitioner -


			Hospital -Level of Care -						Mental/Behavioral Health -						Duplicate Request -


			Contract Termination -						Dentist-						Resolved (Petitioner's Favor)


			Prior Authorization Denial -						Adult Day Health Care -						Resolved (State's Favor) -


			Denied Claims-STALEDATE ISSUES						Psychiatric Hospital, Inpatient -						Hearing Request Denied  > 90 days -


			Denied Claims-NON COVERED BENEFIT						DME -						Failed to Exhaust 3rd Party Appeal -


			Denied Claims-*OTHER CLAIM ISSUES						PD (WIN) Waiver -						Settlement Both Parties  -


			Other Provider Disputes*						PCS -						Adverse Action Rescinded -


			Out of Network Provider Dispute						Private Duty Nursing -						No call, No show, no reply -


									Nursing Facility -


									Therapy -


									Intermediate Care Facility -


									Special Clinics -


									Dentist-








Example 1


			








Recipient Appeals


			References to Dental Reporting do not apply to RFP #3260.


			Recipient Appeals						March 2016						The information tracked on this spreadsheet are obtained from the Notice of Decision sent to recipients and providers when a service is denied, reduced, terminated or other adverse actions. A NOD was created to demonstrate how the information was gathered.						Any trends need to be reported, for example when the drug  Harvoni was first covered under Fee for Service, the number of Harvoni Fair Hearing requests spiked.


			Total #


			Recipient Hearing Issue						Hearing Program						Final Outcome


			Reduced Services -						PCS -						Pending -


			Denied Service -						Mental/Behavioral -						Resolved Petitioner's Favor -


			Terminated Services -						In-Patient Hospital -						Withdrawn Petitioner -


			Technical Denial -						Pharmacy -						Resolved State's Favor -


			Pharmacy Lock-In -						DME -						Duplicate Request -


			Disenrollment -						Dental -						Administrative Override (Petitioner's Favor) -


									Diagnostic & Testing -						Not Medicaid Recipient -


									Therapy -						Incomplete Request -


									ID Waiver -						Hearing Request Denied >90 days -


									Physician Services -						No Call, No Show, No Reply -


									FE Waiver -


									Psychiatric Hospital -


									PD Waiver -


									HIPP -


									Katie Beckett Program -


									Transportation -


									RTC -


									Outpatient Hospital -


									Private Duty Nursing -


									Money Follows the Person -


			Private Duty Nursing						Services						Durable Medical Services						Items


			Reduced Services						Skilled Nursing Visits/Time						Service/Request Denied -						Wheelchair/Accessories -


			Denied Services												Reduced Services -						Oxygen Concentrator -


																					Orthotics/Prosthesis -


			HIPP												(RAD) respitory assist device						Massage Chair -


			Terminated Services						Terminated Services												Cochlear Inplant -


			Denied Services						Denied Services												Sit/Stand System -


			Nursing Facility																		Infusion Pump -


			Terminated Services						Terminated Services												Monitoring Device -						Ocular Conformer -


																					Feeder Seat -						CPAP Machine -


			Money Follows The Person																		Ostomy Supply -						Exercise Device -


			Terminated Services						Terminated Services												Diapers -						Airway Pressure Device -


																					Infusion Device -						Nerve Stimulator -


																					Hydraulic Lift  -						Gait Trainer -


			Adult Day Health Care -																		Enteral Formula -


			Denied Services						Denied Services												Hospital/Safety Bed -


																					Oxygen -


																					Shower Chair -


																					Wound Therapy Pump -


																					Urinary Catheter -


			Mental Health - Behavioral Health						Services


			Denied Services						Basic Skills Training (BST) -						Personal Care Services						Services


			Reduced Services						Psychosocial Rehab -						Reduced Services						Doesn't Meet ADL/IADL Criteria -


									Psychosocial Rehab & BST -						Denied Services						LRI Exemption -


									Psychotherapy Treatment -												No Provider Selected -


									Alcohol & Drug Treatment -												Invalid Authorization Submitted -


									Psychological Testing -												No Functional Assessment -


									Neuropsychological testing-												Not a Covered Service -


									Day Treatment -												Inpatient Facility -


																					Failed cooperation with PCA  -


			Hospital, Inpatient						Services


			Denied Services						Denied Services						Physician Services						Services									Prevacid -


			Reduced Services						Reduced Services						Denied Services						Denied Services									Nucynta -


																																	Modafinil -


																														Pantoprazole -


			PD Waiver						Services						RTC						Services									Bethanechol -


			Denied Services						Denied Services						Reduced Services						Reduced Services									Pharmacy Lock In -


			Reduced Services						Reduced Services						Denied Services						Denied Services									Olopatadine -


			Terminated Services						Suspended Services																					Accu-Check Aviva -


			Diagnostic & Testing						Services						Pharmacy						Items									Aerospan -


			Denied Services						Denied Services						Denied Services -						Harvoni  -									Strattera -


															Pharmacy Lock In -						Sovaldi -									Humira -


																					Fexofenadine -									Cialis -


			Dental						Services												Dronabinol -									Pantoprazole -


			Denied Services						Orthodontia -												Viekira -									Enbrel -


									Dentures-												Risperidone -									Fluoxetine -


									Oral Evaluation -												Oxycodone -									Cymbalta -


									Crown -												Methadone -									AndroGel -


									Adolescent Treatment -												Lock In -									Xyrem -


									Periodontal Services -												Brovana -									Procrit -


									TMJ Services -												Budesonide -									Vyvanse -


									Oral surgery -												Lansoprazole -									Axiron -


			ID Waiver						Services												Synthroid -									Lido/Prilocn Cream -


			Reduced Services						Reduced Services												Carisoprodol -									Flector -


			Denied Services						Denied Services												Clindamycin Gel -									Methylphenid -


			Terminated Services						Terminated Services												Propranolol -									Chantix -


			Katie Beckett						Services												Abilify -									Epidural Injection -


			Denied Services						Denied Services												Amphetamine -									Methadone -


			Terminated Services						Terminated Services												Xarelto -									Dronabinol -


																					Colcrys -									Cimzia -


															Psychiatric Hospital						Services									Omeprazole -


															Denied Services						Denied Services									Saizen -


			MCO						Services


			Disenrollment						Disenrollment						Rehab Hospital						Services


															Denied Services						Denied Services


			Transportation						Transportation


			Denied Services						Denied Services						incomplete request for transpo


			Therapy						Services						Ocular						Services


			Denied Services						Denied Services						Denied Services						Denied Services


			Reduced Services						Reduced Services


			Outpatient Hospital						Services						FE Waiver						Services


			Denied Services						Denied Services						Terminated Services						Terminated Services


															Denied Services						Denied Services


															Reduced Services						Reduced Services


															Total =








Example 2


			








 



 



 



 



 



 



 



 



DATE: 01/03/17 



 



NOTICE OFDECISION FOR PAYMENT AUTHORIZATION REQUEST  



 



<<Jane Doe>> 



>>2424 Smith Lane>> 



<<Las Vegas, Nevada  >> 



<<89121>> 



 



 



 



Notice Date:    01/01/18 



Recipient’s Name: Jane Doe 



Medicaid No.: 000001000 



This decision does not a ffect your Medicaid eligibility  



 



Si tiene problemas en entender o llenar esta forma, pida a yuda a sus familiares, amigos, o vaya a su oficina local del 



Medicaid. 



 



The following Medicaid decision(s) has/have been made effective on   01/01/2018 



  (Date of Action) 



  The payment authorization request submitted to Medicaid or the Health Plan from   ABC Medical Equipment 



       , for Jane Doe 



dated: 12/25/2017 ,is  denied  OR  denied in part. 



 



  Your Medicaid Service(s) for    



wheel chair   is/are: 



 reduced to 



         terminated  OR  suspended 



 



This decision, based on Medicaid Services Manual Section(s):  MSM Chapter 3300  and/or: 



Code of Federal Regulation (CFR):    And /or State Plan:   



Is Because: 



  the service(s) is/are not shown to be medically necessary.  Please contact your Medicaid provider.  



  He/she may have additional documentation to submit to demonstrate a medical necessity.  



  the service(s) exceeds program limits.  



  the level of care criteria is not shown to be met.  



  specialized service(s) are not shown to be required.  



  you  have requested the service(s) be withdrawn or terminated . 



  the service(s) is/are not a Medicaid covered service(s).  



  A change in federal or state law.  You have no  right to a hearing. 



  Your requesting provider,      , may submit a new payment authorization request w ith the additional 



supporting information listed in the “Note” section below for reconsideration.  



  



 Other:  Policy citation  



Note:       



      



      



 



If you have any questions regarding a Fair Hearing request, please call the Hearings Unit at (702) 486-3000 ext 43604 in the 



Las Vegas area or you may call 1 -800-992-0900, ext. 43604.  If you are in the Carson City area, please call (775) 684 -3604. 



 



PLEASE RETURN THIS PAGE WITH THE REQUEST FOR FAIR HEARING FORM  



 



STATE OF NEVADA 



DEPARTMENT OF HEALTH AND HUMAN SERVICES  



DIVISION OF HEALTH CARE FINANCING AND POLICY  



1100 E. William Street, Suite 101  



Carson City, Nevada 89701 



(775) 684-3676 



 



 



RICHARD WHITLEY, MS 



Director 



MARTA JENSEN 



Acting Administrator 






 



 



 



 



 



 



 



 



NOTICE OFDECISION FOR PAYMENT AUTHORIZATION REQUEST  



 



<<>> 



>>>> 



<<>> 



<<>> 



 



 



 



Notice Date:    January 10, 2016 



Recipient’s Name: Jane Doe 



Medicaid No.: 0000011111 



This decision does not a ffect your Medicaid eligibility  



 



Si tiene problemas en entender o llenar esta forma, pida ayuda a sus familiares, amigos, o vaya a su oficina local del 



Medicaid. 



 



The following Medicaid decision(s) has/have been made effective on   12/29/15      



  (Date of Action) 



  The payment authorization request submitted to Medicaid or the Health Plan from   ABC Inc.       



       , for Jane Doe 



dated: 12/28/15 ,is  denied  OR  denied in part. 



 



  Your Medicaid Service(s) for    



Wheel chair   is/are: 



 reduced to 



         terminated  OR  suspended 



 



This decision, based on Medicaid Services Manual Section(s):  MSM Chapter 3300 and/or: 



Code of Federal Regulation (CFR):    And /or State Plan:   



Is Because: 



  the service(s) is/are not shown to be medically necessary.  Please contact your Medicaid provider.  



  He/she may have additional documentation to submit to demonstrate a medical n ecessity. 



  the service(s) exceeds program limits.  



  the level of care criteria is not shown to be met . 



  specialized service(s) are not shown to be required.  



  you  have requested the service(s) be withd rawn or terminated. 



  the service(s) is/are not a Medicaid covered service(s).  



  A change in federal or state law.  You have no right to a hearing.  



  Your requesting provider,      , may submit a new payment authorization request with the additional 



supporting information listed in the “Note” section below for reconsideration.  



  



 Other:  Citation language placed here 



Note:       



      



      



 



If you have any questions regarding a Fair Hearing request, please call the Hearings Unit at (702) 486-3000 ext 43604 in the 



Las Vegas area or you may call 1 -800-992-0900, ext. 43604.  If you are in the Carson City area, please call (775) 684 -3604. 



 



PLEASE RETURN THIS PAGE WITH THE REQUEST FOR FAIR HEARING FORM  



 



REQUESTING A FAIR HEARING  



 



STATE OF NEVADA 



DEPARTMENT OF HEALTH AND HUMAN SERVICES  



DIVISION OF HEALTH CARE FINANCING AND POLICY  



1100 E. William Street, Suite 101  



Carson City, Nevada 89701 



(775) 684-3676 



 



 



RICHARD WHITLEY, MS 



Director 



MARTA JENSEN 



Acting Administrator 
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CONTRACT FOR SERVICES OF INDEPENDENT CONTRACTOR



A Contract Between the State of Nevada



Acting by and Through Its


			Contracting Agency Name





			Address





			City, State, Zip Code





			Contact:






			Phone:



			Fax:






			Email:
 








and



			Vendor Name





			Address





			City, State, Zip Code





			Contact:






			Phone:



			Fax:






			Email:









WHEREAS, NRS 333.700 authorizes elective officers, heads of departments, boards, commissions or institutions to engage, subject to the approval of the Board of Examiners, services of persons as independent contractors; and


WHEREAS, it is deemed the insurance coverage offered to the Division of Health Care Financing and Policy (DHCFP) and provider services offered to the DHCFP’s designated recipients pursuant to defined and accepted actuarially sound terms herein specified are desirable both necessary and in the best interests of the State of Nevada the Federal Government and its Tide XIX (Medicaid) and Title XXI (Nevada Check Up) recipients


NOW, THEREFORE, in consideration of the aforesaid premises, the parties mutually agree as follows: Authorization to operate as a Medicaid health maintenance organization in the State of Nevada by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of Nevada are conditions precedent to the contract, and shall continue as conditions during the term of this contract.



1. REQUIRED APPROVAL.  This Contract shall not become effective until and unless approved by the Nevada State Board of Examiners, and the United States Secretary of Health and Human Services, and the Nevada Attorney General. The Contract is contingent upon the availability of State and federal funds. This Contract shall not become effective until and unless the Contractor successfully passes a pre-implementation review by State staff or their agent. Any services provided by the Contractor, or its subcontractors, before such a Contract is effective or after it ceases to be effective are provided at the sole risk of the Contractor.


2. DEFINITIONS.



A. ”State” – means the State of Nevada and any State agency identified herein, its officers, employees and immune contractors as defined in NRS 41.0307.



B. “Independent Contractor” – means a person or entity that performs services and/or provides goods for the State under the terms and conditions set forth in this Contract.



C. “Fiscal Year” – is defined as the period beginning July 1st and ending June 30th of the following year.



D. “Current State Employee” – means a person who is an employee of an agency of the State.



E. “
Former State Employee” – means a person who was an employee of any agency of the State at any time within the preceding 24 months.



3. CONTRACT TERM.  This Contract shall be effective as noted below, unless sooner terminated by either party as specified in Section 10, Contract Termination.  Contract is subject to Board of Examiners’ approval (anticipated to be Date).


			Effective from:


			 


			To:


			 








4. NOTICE.  Unless otherwise specified, termination shall not be effective until 180 calendar days after a party has served written notice of termination for default, or notice of termination without cause upon the other party.  All notices or other communications required or permitted to be given under this Contract shall be in writing and shall be deemed to have been duly given if delivered personally in hand, by telephonic facsimile with simultaneous regular mail, or mailed certified mail, return receipt requested, posted prepaid on the date posted, and addressed to the other party at the address specified above.


5. INCORPORATED DOCUMENTS.  The parties agree that this Contract, inclusive of the following attachments, specifically describes the scope of work.  This Contract incorporates the following attachments in descending order of constructive precedence:


			ATTACHMENT AA:


			STATE SOLICITATION OR RFP #:3260 and AMENDMENT(S) # **





			ATTACHMENT BB:


			INSURANCE SCHEDULE





			ATTACHMENT CC:


			CONTRACTOR’S RESPONSE








A Contractor’s attachment shall not contradict or supersede any State specifications, terms or conditions without written evidence of mutual assent to such change appearing in this Contract.



6. CONSIDERATION.  The parties agree that Contractor will provide the services specified in Section 5, Incorporated Documents in this Contract in accordance with actuarially sound rates that are developed and reviewed annually by the DHCFP’s employed or contracted actuary and reviewed and approved by the federal Centers for Medicare and Medicaid Services (CMS). The rates are provided to the Vendor and become a part of this Contract. The total Contract not to exceed amount is $ ___________________.


The State does not agree to reimburse Contractor for expenses unless otherwise specified in the incorporated attachments.  Any intervening end to a biennial appropriation period shall be deemed an automatic renewal (not changing the overall Contract term) or a termination as the result of legislative appropriation may require.


7. ASSENT.  The parties agree that the terms and conditions listed on incorporated attachments of this Contract are also specifically a part of this Contract and are limited only by their respective order of precedence and any limitations specified.



8. BILLING SUBMISSION:  TIMELINESS.  The parties agree that timeliness of billing is of the essence to the Contract and recognize that the State is on a fiscal year.  All billings for dates of service prior to July 1 must be submitted to the state no later than the first Friday in August of the same calendar year.  A billing submitted after the first Friday in August, which forces the State to process the billing as a stale claim pursuant to NRS 353.097, will subject the Contractor to an administrative fee not to exceed one hundred dollars ($100.00).  The parties hereby agree this is a reasonable estimate of the additional costs to the state of processing the billing as a stale claim and that this amount will be deducted from the stale claim payment due to the Contractor.



9. INSPECTION & AUDIT.


A. Books and Records.  Contractor agrees to keep and maintain under generally accepted accounting principles (GAAP) full, true and complete records, contracts, books, and documents as are necessary to fully disclose to the State or United States Government, or their authorized representatives, upon audits or reviews, sufficient information to determine compliance with all State and federal regulations and statutes.



B. Inspection & Audit.  Contractor agrees that the relevant books, records (written, electronic, computer related or otherwise), including, without limitation, relevant accounting procedures and practices of Contractor or its subcontractors, actuarial reports, financial statements, medical records, quality assurance data using the data and information set that the Secretary of Health and Human Services (Secretary) has specified for use under Part C of Title XVIII or such alternative data as the Secretary approves in consultation with the State facilities and accounting procedures of the Contractor, or any subcontract relevant to this Contract shall be subject, at any reasonable time, to inspection, examination,  review, audit, and copying at any office or location of Contractor where such records may be found, with or without notice by the DHCFP or its examiners or designees, State Board of Health, State Division of Public and Behavioral Health or is contractors or designees, State Auditor, the relevant state agency or its contracted examiners, the Department of Administration, Budget Division, the Nevada State Attorney General's Office or its Fraud Control Units, the State Legislative Auditor, and with regard to any federal funding, the relevant federal agency, the Comptroller General of the United States, the United States General Accounting Office, The Centers for Medicare and Medicaid Services, the Office of the Inspector General, or any of their authorized representatives or any other person or entity allowed by law for the purpose of assuring financial solvency, determining amounts payable, assuring availability, accessibility and quality assurance standards, facilitation of dispute arising from the contract, and investigation of any suspected Medicaid fraud or abuse by any contractor, subcontractor, or recipient. The DHCFP, its auditor or designee shall provide a preliminary review of any audit findings to the Contractor following the conclusion of the audit.  All subcontracts shall reflect requirements of this paragraph.


C. Period of Retention.  All books, records, reports, and statements relevant to this Contract must be retained a minimum three (3) years, and for five (5) years if any federal funds are used pursuant to the Contract.  The retention period runs from the date of payment for the relevant goods or services by the state, or from the date of termination of the Contract, whichever is later.  Retention time shall be extended when an audit is schedule or in progress for a period reasonably necessary to complete an audit and/or to complete any administrative and judicial litigation which may ensue.


D. Upon termination of this agreement The DHCFP reserves the right to audit Contractor for the destruction, purge and removal of all the DHCFP data from any Contractor servers, designated storage devices and physical locations. The DHCFP contracts with a health plan auditor to perform audits on behalf of the DHCFP. The DHCFP and its health plan auditor will comply with all applicable confidentiality laws and will not reveal any confidential information acquired as a result of the audit. The DHCFP has the right to review/audit records for the entire term of the agreement without limitation. Any information, documents, etc. which Contractor may deem as containing "trade secrets" or "proprietary" will not preclude an examination of such items through the audit process. Contractor will cooperate with the DHCFP and the DHCFP's health plan auditor in any audit reviews by providing access to all the DHCFP information regardless of format and storage medium. This agreement includes access to support staff to assist with system training and questions from the health plan auditor, and any other information relevant to the DHCFP as determined by the DHCFP and the DHCFP's health plan auditor at no cost to the DHCFP or the DHCFP's health plan auditor. The DHCFP is responsible for the fees charged by the health plan auditor. Contractors will not delay the audit process by limiting access to the information requested by the DHCFP's health plan auditor. Contractors will make reasonable accommodations for the DHCFP's health plan auditor to allow the auditor to proceed with the audit in the time frame established by the health plan auditor, which typically takes four (4) or five (5) working days. The DHCFP's health plan auditor will perform the audit on site where the staff responsible for managing the DHCFP data is located, as well as the physical storage location of all the DHCFP data. To clarify further: the DHCFP's health plan auditor or designee will be granted access to any systems, and files, logs or other materials as required to perform a thorough audit of the DHCFP data from any Contractor and/or any of Contractor’s subcontractors.



10. CONTRACT TERMINATION.


A. Termination without Cause.  Any discretionary or vested right of renewal notwithstanding, this Contract may be terminated upon written notice by mutual consent of both parties, or unilaterally by either party without cause upon not less than 180 calendar days’ notice, in writing and delivered by certified mail or in person to the other parties designated representative.


B. Either Party. In the event the DHCFP and the Contractor cannot reach agreement on a material change to the contract negotiated under the terms of this contract, and all reasonable efforts have been made in good faith by both parties to come to agreement on said change, then either party may, with not less than one hundred-eighty (180) calendar days prior written notice, or by contract termination, terminate this contract without prejudice to either party. All other terms and conditions of this contract apply. By such termination, neither party may nullify obligations already incurred for performance or failure to perform prior to the date of termination.


C. State Termination for Non-Appropriation.  The continuation of this Contract beyond the current biennium is subject to and contingent upon sufficient funds being appropriated, budgeted, and otherwise made available by the State Legislature and/or federal sources.  The State may terminate this Contract, and Contractor waives any and all claim(s) for damages, effective immediately upon receipt of written notice (or any date specified therein) if for any reason the Contracting Agency’s funding from State and/or federal sources is not appropriated or is withdrawn, limited, or impaired.


D. Cause Termination for Default or Breach.  Subject to the right to cure provisions specified in section 10(d)(ix), a default or breach may be declared with or without termination. Section 10 (a), 10(b), and 10 (c) notwithstanding, the DHCFP may terminate this contract, and the Contractor is not entitled to claim damages, effective upon delivery of written notice to the Contractor, or such later as may be established by the DHCFP. This Contract may be terminated by either party upon written notice of default or breach to the other party as follows:


1) If Contractor fails to provide or satisfactorily perform any of the conditions, work, deliverables, goods, or services called for by this Contract within the time requirements specified in this Contract or within any granted extension of those time requirements; or


2) The DHCFP has determined the Contractor has failed to carry out the substantive terms of the contract or has failed to meet applicable requirements in Section 1902, 1932, 1903(m) of the Act; or


3) If any State, county, city, or federal license, authorization, waiver, permit, qualification or certification required by statute, ordinance, law, or regulation to be held by Contractor to provide the goods or services required by this Contract is for any reason denied, revoked, debarred, excluded, terminated, suspended, lapsed, or not renewed; or


4) . If the Contractor fails to provide, either directly or through, all services called for by this contract for any eligible recipient who chooses to enroll or is automatically enrolled with the Contractor and, at the DHCFP’s discretion, may subject the Contractor to Intermediate Sanctions under incorporated Attachment BB and other remedies under sections 11, 12, 13 of this Contract, and incorporated Attachment BB; or



5) If Contractor becomes insolvent, subject to receivership, or becomes voluntarily or involuntarily subject to the jurisdiction of the bankruptcy court; or


6) If the State materially breaches any material duty under this Contract and any such breach impairs Contractor’s ability to perform; or


7) If it is found by the State that any quid pro quo or gratuities in the form of money, services, entertainment, gifts, or otherwise were offered or given by Contractor, or any agent or representative of Contractor, to any officer or employee of the State of Nevada with a view toward securing a contract or securing favorable treatment with respect to awarding, extending, amending, or making any determination with respect to the performing of such contract; or


8) If it is found by the State that Contractor has failed to disclose any material conflict of interest relative to the performance of this Contract.


9) Right to Cure. Sections 10(a), 10(b), 10(c), and 10(d) notwithstanding, the DHCFP, and consistent with Paragraph 10(f) below, the State must provide the Contractor a fifteen (15) day right to cure period with respect to any alleged breach under Paragraphs 10(a) through 10(d). If the Contractor has failed to cure the alleged breach during that fifteen (15) day period, then by prior written notice of not less than sixty (60) calendar days to the Contractor, running from the expiration of the fifteen (15) day right to cure period, the DHCFP may elect to terminate the whole or any service area part of this contract, in addition to its other remedies for: (a) Contractor default (including breach of contract or intermediate sanctions); (b) failure to meet the requirements in Section 1903(m), or Section 1932 of Title XIX of the Social Security Act or Title XXI of the SSA or, subsequent regulations. The prior written notice will explain the basis and nature of the sanction and the Contractor's right to request a pre-termination hearing as well as the date, time and place of the hearing. Such a hearing request must be in writing and received within thirty (30) calendar days of receipt of the DHCFP's notice of termination. The pre-termination hearing will be conducted by the DHCFP Administrator, who will also be the decision maker. There will be no appeal rights. In these cases where a termination hearing is requested, the State may give the contractor's enrollees written notice of the State's plan to terminate the contract and may allow enrolled recipients to disenroll immediately without cause (SSA 1932(e)(4)). Should the Contractor elect to participate in a pre-termination hearing, the State will provide the Contractor with a written hearing decision within fifteen (15) days of the close of the hearing. Should the State affirm the termination decision, the Contractor will be provided with the effective date of the termination in the written hearing decision. In addition, the State will provide enrolled recipients written notice of the termination decision and effective date as well as information consistent with 42 CFR 438.10 with regard to their options for receiving medical assistance coverage for which they are eligible following the effective date of the termination.


E. General Termination Provision. On any termination, unless otherwise specified by this contract, the Contractor shall arrange services at the Contractor's expense through the end of that month for which a full capitated payment has already been paid for that recipient. The Contractor shall provide or arrange for the provision of all covered and medically necessary services for all enrolled recipients until such time as the recipients are placed under the care of another DHCFP contracted provider, but not to exceed one hundred eighty (180) calendar days from the date of notice of contract termination. The Contractor shall be responsible for any and all costs incurred by the DHCFP for notifying its enrollees, including production and distribution of materials, as may be required to meet the requirements as set for in 42 CFR 438.710(b)(2)(iii). The Contractor shall be compensated on a prepaid, per recipient, per month payment as payment in full for any and all medically necessary covered services provided to the recipient during the transition period, and in accordance with the contract, i.e., stop-loss, capitation and SOBRA reconciliation. Except as otherwise provided in this contract and Section 1932 of the Social Security Act (SSA), the rights and remedies of the DHCFP shall not be exclusive and are in addition to any other rights and remedies provided by law or equity under this contract, including but not limited to actual damages, and reasonable attorney's fees and costs as a prevailing party. Liquidated damages may be assessed in addition to any other remedies.


F.  
Related Entities. The DHCFP may terminate this Contract with not less than one hundred-eighty (180) calendar days prior written notice if a Related Entity to the Contractor provides Managed Care Organization Services under a separate contract procured through Managed Care RFP 3260.(For purposes of this paragraph, a Related Entity is an entity the DHCFP in its sole discretion determines has common ownership or management with the Contractor that is not in the best interest of the administration of the Medicaid program and the State of Nevada.


G. Time to Correct.  Termination upon declared default or breach may be exercised only after service of formal written notice as specified in Section 4, Notice, and the subsequent failure of the defaulting party within fifteen (15) calendar days of receipt of that notice to provide evidence, satisfactory to the aggrieved party, showing that the declared default or breach has been corrected.



H. Winding Up Affairs Upon Termination.  In the event of termination of this Contract for any reason, the parties agree that the provisions of this Section survive termination:



1) The parties shall account for and properly present to each other all claims for fees and expenses and pay those which are undisputed and otherwise not subject to set off under this Contract.  Neither party may withhold performance of winding up provisions solely based on nonpayment of fees or expenses accrued up to the time of termination;


2) Contractor shall satisfactorily complete work in progress at the agreed rate (or a pro rata basis if necessary) if so requested by the Contracting Agency;


3) Contractor shall execute any documents and take any actions necessary to effectuate an assignment of this Contract if so requested by the Contracting Agency;


4) Contractor shall preserve, protect and promptly deliver into State possession all proprietary information in accordance with Section 21, State Ownership of Proprietary Information.


a) Contractor shall recognize that the services provided as a result of this contract are vital to the DHCFP and that continuity thereof must be maintained at a consistently high level without interruption. To that end, the Contractor shall, upon termination or completion of this contract, immediately proceed to complete any and all necessary care or services ordered or in progress and report results promptly. The Contractor is expected to effectively and cooperatively refer inquiries to the appropriate successor as designated by the DHCFP; and



b) Contractor shall preserve, protect and promptly deliver into State possession all proprietary information in accordance with paragraph (22); and


c)  Contractor shall pay all outstanding provider claims for all covered medically necessary services provided to enrolled recipients up to the date of termination.


I. Contractor. In the event the DHCFP fails to perform its responsibilities hereunder and breaches a provision of this contract, Contractor shall provide the breaching party with notice of its fifteen (15) day right to cure period. If State fails to cure within fifteen (15) day period by prior written notice of not less than sixty (60) days running from the expiration of the fifteen (15) day right to cure, Contractor may elect to terminate the whole, or any service area portion of the contract.



11. REMEDIES.  Except as otherwise provided for by law or this Contract, the rights and remedies of the parties shall not be exclusive and are in addition to any other rights and remedies provided by law or equity, including, without limitation, actual damages, and to a prevailing party reasonable attorneys’ fees and costs.  It is specifically agreed that reasonable attorneys’ fees shall include without limitation one hundred and twenty-five dollars ($125.00) per hour for State-employed attorneys.  The State may set off consideration against any unpaid obligation of Contractor to any State agency in accordance with NRS 353C.190.  In the event that the Contractor voluntarily or involuntarily becomes subject to the jurisdiction of the Bankruptcy Court, the State may set off consideration against any unpaid obligation of Contractor to the State or its agencies, to the extent allowed by bankruptcy law, without regard to whether the procedures of NRS 353C.190 have been utilized.


12. LIMITED LIABILITY.  The State will not waive and intends to assert available NRS Chapter 41 liability limitations in all cases.  Contract liability of both parties shall not be subject to punitive damages.  Liquidated damages shall not apply unless otherwise specified in the incorporated attachments.  Damages for any State breach shall never exceed the amount of funds appropriated for payment under this Contract, but not yet paid to Contractor, for the fiscal year budget in existence at the time of the breach.  Damages for any Contractor breach shall not exceed one hundred and fifty percent (150%) of the Contract maximum “not to exceed” value.  Contractor’s tort liability shall not be limited.



13. FORCE MAJEURE.  Neither party shall be deemed to be in violation of this Contract if it is prevented from performing any of its obligations hereunder due to strikes, failure of public transportation, civil or military authority, act of public enemy, accidents, fires, explosions, or acts of God, including without limitation, earthquakes, floods, winds, or storms.  In such an event the intervening cause must not be through the fault of the party asserting such an excuse, and the excused party is obligated to promptly perform in accordance with the terms of the Contract after the intervening cause ceases.



14. INDEMNIFICATION.  To the fullest extent permitted by law Contractor shall indemnify, hold harmless and defend, not excluding the State’s right to participate, the State from and against all liability, claims, actions, damages, losses, and expenses, including, without limitation, reasonable attorneys’ fees and costs, arising out of any alleged negligent or willful acts or omissions of Contractor, its officers, employees and agents.


15. INDEPENDENT CONTRACTOR.  Contractor is associated with the state only for the purposes and to the extent specified in this Contract, and in respect to performance of the contracted services pursuant to this Contract, Contractor is and shall be an independent contractor and, subject only to the terms of this Contract, shall have the sole right to supervise, manage, operate, control, and direct performance of the details incident to its duties under this Contract.  Nothing contained in this Contract shall be deemed or construed to create a partnership or joint venture, to create relationships of an employer-employee or principal-agent, or to otherwise create any liability for the state whatsoever with respect to the indebtedness, liabilities, and obligations of Contractor or any other party.  Contractor shall be solely responsible for, and the State shall have no obligation with respect to:  (1) withholding of income taxes, FICA or any other taxes or fees; (2) industrial insurance coverage; (3) participation in any group insurance plans available to employees of the state; (4) participation or contributions by either Contractor or the State to the Public Employees Retirement System; (5) accumulation of vacation leave or sick leave; or (6) unemployment compensation coverage provided by the State.  Contractor shall indemnify and hold State harmless from, and defend State against, any and all coverage provided by the State.  Contractor shall indemnify and hold State harmless from, and defend State against, any and all losses, damages, claims, costs, penalties, liabilities, and expenses arising or incurred because of, incident to, or otherwise with respect to any such taxes or fees.  Neither Contractor nor its employees, agents, nor representatives shall be considered employees, agents, or representatives of the State and Contractor shall evaluate the nature of services and the term of the Contract negotiated in order to determine “independent contractor” status, and shall monitor the work, relationship throughout the term of the Contract to ensure that the independent contractor relationship remains as such.  To assist in determining the appropriate status (employee or independent contractor), Contractor represents as follows:


			QUESTION


			CONTRACTOR’S INITIALS





			


			YES


			NO





			1.


			Does the Contracting Agency have the right to require control of when, where and how the independent contractor is to work?


			


			





			2.


			Will the Contracting Agency be providing training to the independent contractor?


			


			





			3.


			Will the Contracting Agency be furnishing the independent contractor with worker’s space, equipment, tools, supplies or travel expenses?


			


			





			4.


			Are any of the workers who assist the independent contractor in performance of his/her duties employees of the State of Nevada?


			


			





			5.


			Does the arrangement with the independent contractor contemplate continuing or recurring work (even if the services are seasonal, part-time, or of short duration)?


			


			





			6.


			Will the State of Nevada incur an employment liability if the independent contractor is terminated for failure to perform?


			


			





			7.


			Is the independent contractor restricted from offering his/her services to the general public while engaged in this work relationship with the State?


			


			








16. INSURANCE SCHEDULE.  Unless expressly waived in writing by the State, Contractor, as an independent contractor and not an employee of the state, must carry policies of insurance and pay all taxes and fees incident hereunto.  Policies shall meet the terms and conditions as specified within this Contract along with the additional limits and provisions as described in Attachment BB, incorporated hereto by attachment.  The State shall have no liability except as specifically provided in the Contract.



The Contractor shall not commence work before:



1) 
Contractor has provided the required evidence of insurance to the Contracting Agency of the State, and


2) 
The State has approved the insurance policies provided by the Contractor.



Prior to approval of the insurance policies by the State shall be a condition precedent to any payment of consideration under this Contract and the State’s approval of any changes to insurance coverage during the course of performance shall constitute an ongoing condition subsequent to this Contract.  Any failure of the State to timely approve shall not constitute a waiver of the condition.



A. Insurance Coverage.  The Contractor shall, at the Contractor’s sole expense, procure, maintain and keep in force for the duration of the Contract insurance conforming to the minimum limits as specified in Attachment BB, incorporated hereto by attachment.  Unless specifically stated herein or otherwise agreed to by the State, the required insurance shall be in effect prior to the commencement of work by the Contractor and shall continue in force as appropriate until:


1) Final acceptance by the State of the completion of this Contract; or



2) Such time as the insurance is no longer required by the State under the terms of this Contract; whichever occurs later.


Any insurance or self-insurance available to the State shall be in excess of and non-contributing with, any insurance required from Contractor.  Contractor’s insurance policies shall apply on a primary basis.  Until such time as the insurance is no longer required by the State, Contractor shall provide the State with renewal or replacement evidence of insurance no less than thirty (30) days before the expiration or replacement of the required insurance.  If at any time during the period when insurance is required by the Contract, an insurer or surety shall fail to comply with the requirements of this Contract, as soon as Contractor has knowledge of any such failure, Contractor shall immediately notify the State and immediately replace such insurance or bond with an insurer meeting the requirements.



B. General Requirements.  



1) Additional Insured:  By endorsement to the general liability insurance policy, the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 shall be named as additional insureds for all liability arising from the Contract.


2) Waiver of Subrogation:  Each insurance policy shall provide for a waiver of subrogation against the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 for losses arising from work/materials/equipment performed or provided by or on behalf of the Contractor.


3) Cross Liability:  All required liability policies shall provide cross-liability coverage as would be achieved under the standard ISO separation of insureds clause.


4) Deductibles and Self-Insured Retentions:  Insurance maintained by Contractor shall apply on a first dollar basis without application of a deductible or self-insured retention unless otherwise specifically agreed to by the State.  Such approval shall not relieve Contractor from the obligation to pay any deductible or self-insured retention.  Any deductible or self-insured retention shall not exceed fifty thousand dollars ($50,000.00) per occurrence, unless otherwise approved by the Risk Management Division.


5) Policy Cancellation:  Except for ten (10) days notice for non-payment of premiums, each insurance policy shall be endorsed to state that without thirty (30) days prior written notice to the State of Nevada, c/o Contracting Agency, the policy shall not be canceled, non-renewed or coverage and/or limits reduced or materially altered, and shall provide that notices required by this Section shall be sent by certified mail to the address shown on page one (1) of this contract.


6) Approved Insurer:  Each insurance policy shall be:


a) Issued by insurance companies authorized to do business in the State of Nevada or eligible surplus lines insurers acceptable to the State and having agents in Nevada upon whom service of process may be made; and


b) Currently rated by A.M. Best as “A-VII” or better.



C. Evidence of Insurance.  



Prior to the start of any work, Contractor must provide the following documents to the contracting State agency:


1) Certificate of Insurance:  The Acord 25 Certificate of Insurance form or a form substantially similar must be submitted to the State to evidence the insurance policies and coverages required of Contractor.  The certificate must name the State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 as the certificate holder.  The certificate should be signed by a person authorized by the insurer to bind coverage on its behalf.  The State project/Contract number; description and Contract effective dates shall be noted on the certificate, and upon renewal of the policies listed, Contractor shall furnish the State with replacement certificates as described within Section 16A, Insurance Coverage.


Mail all required insurance documents to the State Contracting Agency identified on Page one of the Contract.



2) Additional Insured Endorsement:  An Additional Insured Endorsement (CG 20 10 11 85 or CG 20 26 11 85), signed by an authorized insurance company representative, must be submitted to the State to evidence the endorsement of the State as an additional insured per Section 16 B, General Requirements.



3) Schedule of Underlying Insurance Policies:  If Umbrella or Excess policy is evidenced to comply with minimum limits, a copy of the underlying Schedule from the Umbrella or Excess insurance policy may be required.



4) Review and Approval:  Documents specified above must be submitted for review and approval by the State prior to the commencement of work by Contractor.  Neither approval by the State nor failure to disapprove the insurance furnished by Contractor shall relieve Contractor of Contractor’s full responsibility to provide the insurance required by this Contract.  Compliance with the insurance requirements of this Contract shall not limit the liability of Contractor or its subcontractors, employees or agents to the State or others, and shall be in additional to and not in lieu of any other remedy available to the State under this Contract or otherwise.  The State reserves the right to request and review a copy of any required insurance policy or endorsement to assure compliance with these requirements.



17. COMPLIANCE WITH LEGAL OBLIGATIONS.  Contractor shall procure and maintain for the duration of this Contact any State, county, city or federal license, authorization, waiver, permit qualification or certification required by statute, ordinance, law, or regulation to be held by Contractor to provide the goods or services required by this Contract.  Contractor will be responsible to pay all taxes, assessments, fees, premiums, permits, and licenses required by law.  Real property and personal property taxes are the responsibility of Contractor in accordance with NRS 361.157 and NRS 361.159.  Contractor agrees to be responsible for payment of any such government obligations not paid by its subcontractors during performance of this Contract.  The State may set-off against consideration due any delinquent government obligation in accordance with NRS 353C.190.


18. WAIVER OF BREACH.  Failure to declare a breach or the actual waiver of any particular breach of the Contract or its material or nonmaterial terms by either party shall not operate as a waiver by such party of any of its rights or remedies as to any other breach.



19. SEVERABILITY.  If any provision contained in this Contract is held to be unenforceable by a court of law or equity, this Contract shall be construed as if such provision did not exist and the non-enforceability of such provision shall not be held to render any other provision or provisions of this Contract unenforceable.



20. ASSIGNMENT/DELEGATION.  To the extent that any assignment of any right under this Contract changes the duty of either party, increases the burden or risk involved, impairs the chances of obtaining the performance of this Contract, attempts to operate as a novation, or includes a waiver or abrogation of any defense to payment by State, such offending portion of the assignment shall be void, and shall be a breach of this Contract.  Contractor shall neither assign, transfer nor delegate any rights, obligations nor duties under this Contract without the prior written consent of the State.


21. STATE OWNERSHIP OF PROPRIETARY INFORMATION.  Any reports, histories, studies, tests, manuals, instructions, photographs, negatives, blue prints, plans, maps, data, system designs, computer code (which is intended to be consideration under the Contract), or any other documents or drawings, prepared or in the course of preparation by Contractor (or its subcontractors) in performance of its obligations under this Contract shall be the exclusive property of the State and all such materials shall be delivered into State possession by Contractor upon completion, termination, or cancellation of this Contract.  Contractor shall not use, willingly allow, or cause to have such materials used for any purpose other than performance of Contractor’s obligations under this Contract without the prior written consent of the State.  Notwithstanding the foregoing, the State shall have no proprietary interest in any materials licensed for use by the State that are subject to patent, trademark, or copyright protection.


22. PUBLIC RECORDS.  Pursuant to NRS 239.010, information or documents received from Contractor may be open to public inspection and copying.  The State has a legal obligation to disclose such information unless a particular record is made confidential by law or a common law balancing of interests.  Contractor may label specific parts of an individual document as a “trade secret” or “confidential” in accordance with NRS 333.333, provided that Contractor thereby agrees to indemnify and defend the State for honoring such a designation.  The failure to so label any document that is released by the State shall constitute a complete waiver of any and all claims for damages caused by any release of the records.


23. CONFIDENTIALITY.  Contractor shall keep confidential all information, in whatever form, produced, prepared, observed or received by Contractor to the extent that such information is confidential by law or otherwise required by this Contract.



24. FEDERAL FUNDING.  In the event federal funds are used for payment of all or part of this Contract:



A. Contractor certifies, by signing this Contract, that neither it nor its principals are presently debarred, suspended, proposed for debarment, declared ineligible or voluntarily excluded from participation in this transaction by any federal department or agency.  This certification is made pursuant to the regulations implementing Executive Order 12549, Debarment and Suspension, 28 C.F.R. pt 67, Section 67.510, as published as pt. VII of the May 26, 1988, Federal Register (pp. 19160-19211), and any relevant program-specific regulations.  This provision shall be required of every subcontractor receiving any payment in whole or in part from federal funds.



B. Contractor and its subcontracts shall comply with all terms, conditions, and requirements of the Americans with Disabilities Act of 1990 (P.L. 101-136), 42 U.S.C. 12101, as amended, and regulations adopted there under contained in 28 C.F.R. 26.101-36.999, inclusive, and any relevant program-specific regulations.


C. Contractor and it subcontractors shall comply with the requirements of the Civil Rights Act of 1964, as amended, the Rehabilitation Act of 1973, P.L. 93-112, as amended, and any relevant program-specific regulations, and shall not discriminate against any employee or offeror for employment because of race, national origin, creed, color, sex, religion, age, disability or handicap condition (including AIDS and AIDS-related conditions.)


D. The Contractor shall furnish, upon request by the DHCFP, the U.S. Secretary of Health and Human Services, or other appropriate agencies as designated by the DHCFP, with such information, by copy, prior to the effective date of this contract, or as may be requested, including, but not limited to, information of ownership and control and information on persons convicted of crimes required by Title 42 of the Code of Federal Regulations, Part 455; or debarred, suspended, or otherwise excluded from any federal program. Within thirty-five (35) days of the date of request, the Contractor must provide full and complete information about the ownership of any subcontractor with whom the Contractor has had business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. Failure to timely comply with the request will result in withholding of payment. Payment for services will cease on the day following the date the information was due and begin again on the day after the date on which the information was received.


E.     The Contractor, by executing this contract, certifies that it does not currently have, pursuant to 42 USC § 1396a(p) and 42 CFR § 434.80 regarding any Contractor, any person or entity with direct or indirect ownership interest or control of five percent (5%) or more in the Contractor, any officer, director, agent, contractor or managing employee of the Contractor, who has been convicted of any offense or received certain sanctions described in 42 USC § 1320a-7(a) and (b) 8 and 42 CFR 455.100 through 455.106, that is excluded or could be excluded, or that has been debarred, suspended, proposed for debarment, declared ineligible or voluntarily excluded from any federal program and any individual or entity excluded from Medicare or Medicaid participation, or debarred, suspended, or excluded from any federal program that the Contractor employs or contracts with directly or indirectly. Each Contractor shall investigate and promptly, fully disclose to the DHCFP the existence of any and all above referenced convictions and sanctions by the relevant persons and entities listed above, regardless of any opinion whether or not the entity or person could be excluded in accordance with 42 CFR 455.104. Such offense or sanction includes but is not limited to any debarment or suspension as a federal contractor under 28 CFR Part 67 or other exclusions contained in 42 USC § 1320a-7, inclusive. This provision shall be required of every subcontractor receiving any payment in whole or in part from federal funds.


F.     If the Contractor or one of the relevant persons is already debarred, suspended or excluded from a federal program or has failed to fully disclose all crimes, sanctions or offenses as called for herein, the Contractor will be summarily disqualified from contracting solely based upon a fact or facts that could be the basis of exclusion. However, a Contractor who is found by the DHCFP or CMS to be subject to exclusion from Medicaid risk contracting will be denied a contract, or an existing contract will be made voidable by the State. This provision applies to subcontractors, and shall be included in all subcontracts.


G. In consideration of the State's processing of the Contractor's contract, the Contractor shall hereby waive any and all claims for damages of any kind, at law or equity, for application of the law or regulations regarding exclusions or sanctions. In addition, pursuant to 42 CFR § 455.106, the State, at its discretion, may refuse to enter into or may terminate a contract with a Contractor, if it is determined that the Contractor did not fully and accurately disclose the identity of any person who has ownership or controlling interest in the Contractor, or is an agent or managing employee of the Contractor, that has been convicted of a criminal offense related to that person's involvement in any program under Medicare, Medicaid, or the Title XXI Services Program since the inception of those programs.



1) The Contractor must disclose ownership and control information, and information on the Contractor's owners and other persons convicted of criminal offenses against Medicare, Medicaid, or the Title XXI services program as stated in 42 CFR 455.100 through 455.106.



2) The Contractor shall advise the DHCFP, in writing, within fourteen (14) calendar days of any change of ownership, address, or any other information pertinent to the receipt of Title XIX Medicaid and Title XXI Nevada Check Up funds.


3) The Contractor must comply with all applicable federal and State laws and regulations including Title VI of the Civil Rights Act of 1964; Title IX of the Education Amendments of 1972 (regarding education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 1973; and the Americans with Disabilities Act; the Equal Employment Opportunity Act (Executive Orders 11246 and 11375); the Copeland Anti-Kickback Act (18 U.S.C. 874 and 40 U.S.C. 276c); the Davis-Bacon Act, as amended (40 U.S.C. 276a to a-7); Contract Work Hours and Safety Standards Act (40 U.S.C. 327-333); Rights to Inventions Made Under a Contract or Agreement; Clean Air Act (42 U.S.C. 7401 et seq.) and the Federal Water Pollution Control Act as amended (33 U.S.C. 1251 et seq.; Byrd Anti-Lobbying Amendment (31 U.S.C. 1352); and Debarment and Suspension (Executive Orders 12549 and 12689); Energy Policy and Conservation Act. This paragraph shall be included in all subcontracts.


The Contractor shall also address in its policies and procedures regarding ADA compliance with the following issues:



a) Provider refusal to treat qualified individuals with disabilities including, but not limited to, individuals with HIV/AIDS; and



b) The Contractor's role in ensuring providers receive available resource information on how to accommodate qualified individuals with a disability, particularly mobility-impaired enrollees, in examination rooms and for examinations; and



c) How the Contractor will accommodate visually- and hearing-impaired individuals, and assist its providers in communicating with these individuals; and



d) How the Contractor will accommodate individuals with communication-affecting disorders, and assist its providers in communicating with these individuals; and



e) Holding community events as part of its provider and consumer education responsibilities in places of public accommodation, i.e., facilities readily accessible to, and useable by, qualified individuals with disabilities; and



f) How the Contractor will ensure it will link qualified individuals who have disabilities with the providers/specialists who have the knowledge and expertise in treating the illness, condition, and special needs of the recipients.



4) This provision shall include, but not be limited to, the following: employment; subcontracts; upgrading; demotion or transfer; recruitment or recruitment advertising; layoff or termination; rate of pay or other forms of compensation; and, selection for training, including apprenticeship. The Contractor and its subcontractors must also not discriminate against Medicaid and Nevada Check Up recipients based on the same civil rights identifiers mentioned above. Non-discrimination notices must be posted to inform recipients and employees of the Contractor's and subcontractor's nondiscrimination policies and practices. These paragraphs shall be included in all subcontracts.



5) The Contractor must provide services in accordance with all applicable federal or State laws. This includes, but is not limited to, restriction on abortions as given in the Hyde Amendment; and the requirements of NRS 689B.520 ("Group plan or coverage that includes coverage for maternity care and pediatric care: Required to allow minimum stay in hospital in connection with childbirth; prohibited acts"), as referenced in NRS 695C.172.1 ("Coverage relating to complications of pregnancy") regarding a female insured for whom parturition is covered and her infant to remain in the medical facility in which the insured gave birth.


These paragraphs shall be included in all subcontracts.


25. LOBBYING.  The parties agree, whether expressly prohibited by federal law, or otherwise, that no funding associated with this Contract will be used for any purpose associated with or related to lobbying or influencing or attempting to lobby or influence for any purpose the following:


A. Any federal, State, county or local agency, legislature, commission, council or board;



B. Any federal, State, county or local legislator, commission member, council member, board member, or other elected official; or



C. Any officer or employee of any federal, State, county or local agency; legislature, commission, council or board.



26. WARRANTIES.


A. General Warranty.  Contractor warrants that all services, deliverables, and/or work products under this Contract shall be completed in a workmanlike manner consistent with standards in the trade, profession, or industry, shall conform to or exceed the specifications set forth in the incorporated attachments; and shall be fit for ordinary use, of good quality, with no material defects.



B. System Compliance.  Contractor warrants that any information system application(s) shall not experience abnormally ending and/or invalid and/or incorrect results from the application(s) in the operating and testing of the business of the State.



27. PROPER AUTHORITY.  The parties hereto represent and warrant that the person executing this Contract on behalf of each party has full power and authority to enter into this Contract.  Contractor acknowledges that as required by statute or regulation this Contract is effective only after approval by the State Board of Examiners and only for the period of time specified in the Contract.  Any services performed by Contractor before this Contract is effective or after it ceases to be effective are performed at the sole risk of Contractor.



28. NOTIFICATION OF UTILIZATION OF CURRENT OR FORMER STATE EMPLOYEES.  Contractor has disclosed to the State all persons that the Contractor will utilize to perform services under this Contract who are Current State Employees or Former State Employees.   Per NRS 281A.550 the vendor may not employ a Division of Health Care Financing and Policy employee, or former employee for one year after termination of employment, whose principle duties include/included formulation of policy contained in the regulations governing the vendor, or who performed activities, or controlled or influenced an audit, decision, investigation or other action which affected the vendor or who may possess knowledge of the trade secrets of a direct business competitor.  Contractor will not utilize any of its employees who are Current State Employees or Former State Employees to perform services under this contract without first notifying the Contracting Agency of the identity of such persons and the services that each such person will perform, and receiving from the Contracting Agency approval for the use of such persons.


29. ASSIGNMENT OF ANTITRUST CLAIMS.  Contractor irrevocably assigns to the State any claim for relief or cause of action which the Contractor now has or which may accrue to the Contractor in the future by reason of any violation of State of Nevada or federal antitrust laws in connection with any goods or services provided to the Contractor for the purpose of carrying out the Contractor’s obligations under this Contract, including, at the State’s option, the right to control any such litigation on such claim for relief or cause of action.  Contractor shall require any subcontractors hired to perform any of Contractor’s obligations under this Contract to irrevocably assign to the State, as third party beneficiary, any right, title or interest that has accrued or which may accrue in the future by reason of any violation of State of Nevada or federal antitrust laws in connection with any goods or services provided to the subcontractor for the purpose of carrying out the subcontractor’s obligations to the Contractor in pursuance of this Contract, including, at the State’s option, the right to control any such litigation on such claim or relief or cause of action.



30. GOVERNING LAW:  JURISDICTION.  This Contract and the rights and obligations of the parties hereto shall be governed by, and construed according to, the laws of the State of Nevada, without giving effect to any principle of conflict-of-law that would require the application of the law of any other jurisdiction.  The parties consent to the exclusive jurisdiction of the First Judicial District Court, Carson City, Nevada for enforcement of this Contract.



31. ENTIRE CONTRACT AND MODIFICATION.  This Contract and its integrated attachment(s) constitute the entire agreement of the parties and as such are intended to be the complete and exclusive statement of the promises, representations, negotiations, discussions, and other agreements that may have been made in connection with the subject matter hereof.  Unless an integrated attachment to this Contract specifically displays a mutual intent to amend a particular part of this Contract, general conflicts in language between any such attachment and this Contract shall be construed consistent with the terms of this Contract.  Unless otherwise expressly authorized by the terms of this Contract, no modification or amendment to this Contract shall be binding upon the parties unless the same is in writing and signed by the respective parties hereto and approved by the Office of the Attorney General and the State Board of Examiners.



IN WITNESS WHEREOF, the parties hereto have caused this Contract to be signed and intend to be legally bound thereby.



			


			


			


			





			Independent Contractor’s Signature


			Date


			


			Independent Contractor’s Title








			


			


			


			





			Signature 


			Date


			


			Title








			


			


			


			





			Signature 


			Date


			


			Title








			


			


			


			





			Signature 


			Date


			


			Title








			


			


			


			APPROVED BY BOARD OF EXAMINERS





			Signature – Board of Examiners


			


			


			








			


			


			On:


			





			


			


			


			Date








			Approved as to form by:


			


			


			





			


			


			On:


			





			Deputy Attorney General for Attorney General


			


			


			Date
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ATTACHMENT E


INSURANCE SCHEDULE



INDEMNIFICATION CLAUSE: 


Contractor shall indemnify, hold harmless and, not excluding the State's right to participate, defend the State, its officers, officials, agents, and employees (hereinafter referred to as “Indemnitee”) from and against all liabilities, claims, actions, damages, losses, and expenses including without limitation reasonable attorneys’ fees and costs, (hereinafter referred to collectively as “claims”) for bodily injury or personal injury including death, or loss or damage to tangible or intangible property caused, or alleged to be caused, in whole or in part, by the negligent or willful acts or omissions of Contractor or any of its owners, officers, directors, agents, employees or subcontractors.  This indemnity includes any claim or amount arising out of or recovered under the Workers’ Compensation Law or arising out of the failure of such contractor to conform to any federal, state or local law, statute, ordinance, rule, regulation or court decree.  It is the specific intention of the parties that the Indemnitee shall, in all instances, except for claims arising solely from the negligent or willful acts or omissions of the Indemnitee, be indemnified by Contractor from and against any and all claims.  It is agreed that Contractor will be responsible for primary loss investigation, defense and judgment costs where this indemnification is applicable.  In consideration of the award of this contract, the Contractor agrees to waive all rights of subrogation against the State, its officers, officials, agents and employees for losses arising from the work performed by the Contractor for the State.



INSURANCE REQUIREMENTS:



Contractor and subcontractors shall procure and maintain until all of their obligations have been discharged, including any warranty periods under this Contract are satisfied, insurance against claims for injury to persons or damage to property which may arise from or in connection with the performance of the work hereunder by the Contractor, his agents, representatives, employees or subcontractors.  



The insurance requirements herein are minimum requirements for this Contract and in no way limit the indemnity covenants contained in this Contract.  The State in no way warrants that the minimum limits contained herein are sufficient to protect the Contractor from liabilities that might arise out of the performance of the work under this contract by the Contractor, his agents, representatives, employees or subcontractors and Contractor is free to purchase additional insurance as may be determined necessary. 



A.
MINIMUM SCOPE AND LIMITS OF INSURANCE:  Contractor shall provide coverage with limits of liability not less than those stated below.  An excess liability policy or umbrella liability policy may be used to meet the minimum liability requirements provided that the coverage is written on a “following form” basis.



1. Commercial General Liability – Occurrence Form



Policy shall include bodily injury, property damage and broad form contractual liability coverage.


· General Aggregate 

$5,000,000



· Products – Completed Operations Aggregate

Waived



· Personal and Advertising Injury

Waived



· Each Occurrence

$2,000,000



a. The policy shall be endorsed to include the following additional insured language: "The State of Nevada shall be named as an additional insured with respect to liability arising out of the activities performed by, or on behalf of the Contractor".


2. Automobile Liability - can be waived if contract does not involve use of motor vehicle.




Bodily Injury and Property Damage for any owned, hired, and non-owned vehicles used in the performance of this Contract.




Combined Single Limit (CSL)
Waived



a. The policy shall be endorsed to include the following additional insured language: "The State of Nevada shall be named as an additional insured with respect to liability arising out of the activities performed by, or on behalf of the Contractor, including automobiles owned, leased, hired or borrowed by the Contractor".



3. Worker’s Compensation and Employers’ Liability




Workers' Compensation
Statutory




Employers' Liability





Each Accident
$100,000




Disease – Each Employee
$100,000




Disease – Policy Limit
$500,000



a.
Policy shall contain a waiver of subrogation against the State of Nevada.



b.
This requirement shall not apply when a contractor or subcontractor is exempt under N.R.S., AND when such contractor or subcontractor executes the appropriate sole proprietor waiver form.



3. Professional Liability/Errors and Omissions 



The policy shall cover professional misconduct or wrongful act for those positions defined in the Scope of Services of this contract.




Each Claim
$5,000,000




Annual Aggregate
$5,000,000



a. The retroactive coverage date shall be no later than the effective date of this contract.



b. Contractor shall maintain an extended reporting period for not less than two (2) years after termination of this contract. 



4. Network Security(Cyber) and Privacy Liability 




Each Claim
$5,000,000 




Annual Aggregate 
$5,000,000 



This errors and omissions insurance shall include coverage for third party claims and losses including with respect to network risks (such as data breaches, transmission of virus/malicious code; unauthorized access or criminal use of third party, ID/data theft) and invasion of privacy regardless of the type of media involved in the loss of private information (such as computers, paper files and records, or voice recorded tapes), covering collection, use, access, etc. of personally identifiable information., direct liability, as well as contractual liability for violation of privacy policy, civil suits and sublimit for regulatory defense/indemnity for payment of fines and penalties.



a. The retroactive coverage date shall be no later than the effective date of this contract.



b. Contractor shall maintain an extended reporting period for not less than two (2) years after termination of this contract. 



5. Fidelity Bond or Crime Insurance




Bond or Policy Limit
$1 Million



a. The bond or policy shall include coverage for all directors, officers, agents and employees of the Contractor.



b. The bond or policy shall include coverage for third party fidelity and name the State of Nevada as loss payee.



c. The bond or policy shall include coverage for extended theft and mysterious disappearance.



d. The bond or policy shall not contain a condition requiring an arrest and conviction.



e. Policies shall be endorsed to provide coverage for computer crime/fraud.



6. Performance Security



Amount required:  $15,000,000 in accordance with the requirements in Section 3.11.2 of RFP 3260.


1) Security may be in the form of a certified check, cashier's check, Certificate of Deposit or Treasury Note or bond furnished by a surety company authorized to do business in this state.  Note payable to the State of Nevada, only; 



2) Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the below listed requirements:



•  A.M. Best A-VII rated insurance company



• Certified by the Department of Treasury, Financial Management Services for Nevada



• Licensed by the Nevada Department of Business and Industry, Insurance Division.



3) The security shall be deposited with the contracting State agency no later than ten (10) working days following award of the Contract to Contractor.



Upon successful Contract completion, the security and all interest earned, if any, shall be returned to the Contractor


B.
ADDITIONAL INSURANCE REQUIREMENTS:  The policies shall include, or be endorsed to include, the following provisions:



1.
On insurance policies where the State of Nevada is named as an additional insured, the State of Nevada shall be an additional insured to the full limits of liability purchased by the Contractor even if those limits of liability are in excess of those required by this Contract.



2
The Contractor's insurance coverage shall be primary insurance and non-contributory with respect to all other available sources.



C.
NOTICE OF CANCELLATION:  Each insurance policy required by the insurance provisions of this Contract shall provide the required coverage and shall not be suspended, voided or canceled except after thirty (30) days prior written notice has been given to the State, except when cancellation is for non-payment of premium, then ten (10) days prior notice may be given.  Such notice shall be sent directly to Division of Health Care Financing and Policy, Attn: Tammy Ritter, 1100 East William Street, Suite 101, Carson City, NV 89701.


D.
ACCEPTABILITY OF INSURERS:  Insurance is to be placed with insurers duly licensed or authorized to do business in the state of Nevada and with an “A.M. Best” rating of not less than A- VII.  The State in no way warrants that the above-required minimum insurer rating is sufficient to protect the Contractor from potential insurer insolvency.



E.
VERIFICATION OF COVERAGE:  Contractor shall furnish the State with certificates of insurance (ACORD form or equivalent approved by the State) as required by this Contract.  The certificates for each insurance policy are to be signed by a person authorized by that insurer to bind coverage on its behalf.



All certificates and any required endorsements are to be received and approved by the State before work commences.  Each insurance policy required by this Contract must be in effect at or prior to commencement of work under this Contract and remain in effect for the duration of the project.  Failure to maintain the insurance policies as required by this Contract or to provide evidence of renewal is a material breach of contract.




All certificates required by this Contract shall be sent directly to Division of Health Care Financing and Policy, Attn: Tammy Ritter, 1100 East William Street, Suite 101, Carson City, NV 89701.  The State project/contract number and project description shall be noted on the certificate of insurance.  The State reserves the right to require complete, certified copies of all insurance policies required by this Contract at any time.  DO NOT SEND CERTIFICATES OF INSURANCE TO THE STATES RISK MANAGEMENT DIVISION.



F.
SUBCONTRACTORS:  Contractors’ certificate(s) shall include all subcontractors as additional insureds under its policies or Contractor shall furnish to the State separate certificates and endorsements for each subcontractor.  All coverages for subcontractors shall be subject to the minimum requirements identified above.



G.
APPROVAL:  Any modification or variation from the insurance requirements in this Contract shall be made by the Attorney General’s Office or the Risk Manager, whose decision shall be final.  Such action will not require a formal Contract amendment, but may be made by administrative action.
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			Date


			


			Title
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			State of Nevada
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			Brian Sandoval





			Department of Administration


			


			Governor





			


			


			





			Purchasing Division


			


			Patrick Cates





			


			


			Director





			515 E. Musser Street, Suite 300



Carson City, NV  89701


			


			





			


			


			Jeffrey Haag





			


			


			Administrator








			BUSINESS REFERENCE’S RESPONSE TO REFERENCE QUESTIONNAIRE FOR





			





			STATE OF NEVADA REQUEST FOR PROPOSAL (RFP) 3260





			





			MANAGED CARE ORGANIZATION








			PART A – TO BE COMPLETED BY PROPOSING VENDOR – Please type or print





			Name of Company Submitting Proposal:


			








			PART B – IF APPLICABLE, NAME OF COMPANY ACTING AS SUBCONTRACTOR 



FOR VENDOR IDENTIFIED IN PART A – Please type or print





			Name of Subcontractor:


			








			PART C – BUSINESS REFERENCE INSTRUCTIONS





			1.


			This Reference Questionnaire is being submitted to your organization for completion as a business reference for the company listed in Part A or Part B, above.





			2.


			Business reference is requested to submit the completed Reference Questionnaire via email or facsimile to:




State of Nevada, Purchasing Division




Subject:

RFP 3260



Attention:
Purchasing Division



Email:

rfpdocs@admin.nv.gov  




Fax:

775-684-0188



Please reference the RFP number in the subject line of the email or on the fax.





			3.


			The completed Reference Questionnaire MUST be received no later than 4:30 PM PT August 24, 2016. 





			4.


			Do NOT return the Reference Questionnaire to the Proposer (Vendor).





			5.


			In addition to the Reference Questionnaire, the State may contact references by phone for further clarification, if necessary.





			6.


			Questions regarding the Reference Questionnaire or process should be directed to the individual identified on the RFP cover page.





			7.


			When contacting the State, please be sure to include the RFP number listed at the top of this page.





			8.


			We request all questions be answered.  If an answer is not known please answer as “U/K”.  If the question is not applicable please answer as “N/A”.





			9.


			If you need additional space to answer a question or provide a comment, please attach additional pages.  If attaching additional pages, please place your company/organization name on each page and reference the RFP # noted at the top of this page.








			PART D – COMPANY PROVIDING REFERENCE – Please type or print


CONFIDENTIAL INFORMATION WHEN COMPLETED





			Company Providing Reference:


			





			Contact Name:


			





			Title:


			





			Contact Telephone:


			





			Contact Email Address:


			








RATING SCALE:


Where a rating is requested and using the Rating Scale provided below, rate the following questions by noting the appropriate number for each item.  Please provide any additional comments you feel would be helpful to the State regarding this contractor.


			Category


			Rating





			Poor or Inadequate Performance


			0





			Below Average Performance


			1 – 3





			Average Performance


			4 – 6





			Above Average Performance


			7 – 9





			Excellent Performance


			10








PART E – QUESTIONS:  



			1.  In what capacity have you worked with this vendor in the past?





			








			2. Rate the firm’s knowledge and expertise.


			RATING:






			Comments:











			3. Rate the vendor’s flexibility relative to changes in the project scope and timelines.


			RATING:






			Comments:











			4. Rate your level of satisfaction with hard copy materials produced by the vendor.


			RATING:






			Comments:











			5. Rate the dynamics/interaction between the vendor and your staff.


			RATING:






			Comments:











			6. Rate your satisfaction with the products developed by the vendor.


			RATING:






			Comments:











			7. Rate how well the agreed upon, planned schedule was consistently met and deliverables provided on time.  (This pertains to delays under the control of the vendor.)


			RATING:






			Comments:











			8. Rate the overall customer service and timeliness in responding to customer service inquiries, issues and resolutions.


			RATING:






			Comments:











			9. Rate the knowledge of the vendor’s assigned staff and their ability to accomplish duties as contracted.


			RATING:






			Comments:











			10. Rate the accuracy and timeliness of the vendor’s billing and/or invoices.


			RATING:






			Comments:











			11. Rate the vendor’s ability to quickly and thoroughly resolve a problem related to the services provided.


			RATING:






			Comments:











			12. Rate the vendor’s flexibility in meeting business requirements.


			RATING:






			Comments:











			13. Rate the likelihood of your company/organization recommending this vendor to others in the future.


			RATING:






			Comments:











			14.  With which aspect(s) of this vendor’s services are you most satisfied?





			Comments:











			15. With which aspect(s) of this vendor’s services are you least satisfied?





			Comments:











			16. Would you recommend this vendor to your organization again?





			Comments:











PART F – GENERAL INFORMATION: 


			1. During what time period did the vendor provide these services for your organization?





			Month/Year:


			


			TO:


			Month/Year:
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Proposed Staff Resume - 09-25-13.doc

PROPOSED STAFF RESUME FOR RFP 3260


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


			Company Name Submitting Proposal:


			








Check the appropriate box as to whether the proposed individual is


 prime contractor staff or subcontractor staff.


			Contractor:


			


			Subcontractor:


			








The following information requested pertains to the individual being proposed for this project.



			Name:


			


			Key Personnel:



(Yes/No)


			





			Individual’s Title:


			





			# of Years in Classification:


			


			# of Years with Firm:


			








			BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE


Information should include a brief summary of the proposed individual’s professional experience.








Insert required information here.


			RELEVANT EXPERIENCE



Information required should include:  timeframe, company name, company location, position title held during the term of the contract/project and details of contract/project.








Insert here relevant experience as it relates to this project.


			EDUCATION



Information required should include: institution name, city, state, 



degree and/or Achievement and date completed/received.








Insert here the requested educational information.



			CERTIFICATIONS



Information required should include: type of certification and date completed/received.








Insert here any certifications proposed individual has received.


			REFERENCES



A minimum of three (3) references are required, including name, title, organization, phone number, fax number and email address.  








Insert here a minimum of three (3) references with the above information.


Revised:  09-25-13
Resume Form
Page 1 of 1
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Attachment H – Cost Proposal


RFP 3260 Medicaid Managed Care Organization Services



Vendor Name: ___________________________________________________



Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and related services.  Clearly specify the nature of all expenses anticipated.



Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to determine rates is certified to be actuarially sound.


Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017 relative to the rates effective at the time of the proposal.  The DHCFP reserves the right to further negotiate this Administrative Rate prior to contract signing. 


**Note that this process may result in the participating health plans having different rates.



An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In addition to a capitated rate to cover the costs of required medical services, an Administrative rate is paid to cover organizational costs.



5.1
Administrative Costs



There are two separate cost components in administrative costs:


5.1.1
Non-Medical Administrative Costs:  



Those costs (both direct and indirect) necessary to administer the Medicaid managed care program.



5.1.1.1
Direct Expenses:  Those expenses that can be charged directly as a part of the overall administrative costs; and,



5.1.1.2
Indirect Expenses: Those elements of costs necessary in the performance of administering the program that are of such a nature that the amount applicable to the program cannot be determined accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of management personnel which are allocated to different programs, etc.).



5.1.2
Medical Administrative Costs



5.1.2.1
Either direct or indirect, related to recipient medical care management (i.e., development of physician protocols for disease management, utilization review activities, case management costs, and medical information management systems).



5.1.2.2
DHCFP will review Medical Administrative Costs for reasonability and in the context of the benefit received by the client and DHCFP (i.e., is the cost of developing physician protocols for disease management less than or equal to the fiscal and health outcome benefit received).


5.2
Non-Medical Costs:


The following are not considered administrative costs.  They are, however, included in the overall percentage of non-medical costs, and will be reviewed for reasonableness by DHCFP:



5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net income, divided by total revenues received from DHCFP); and,



5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a percentage of the revenues received) for potential unknown risks and contingencies.
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March 2016 Medicaid Actuals


			ATTACHMENT L


						Medicaid Caseload Projections


						Total			0011			0012


RC: RC:
Includes:
TANF Cash
TANF Med
TANF 2p
CHAP R
EM 4 & 5
Breast & Cervical			0013			0014


RC: RC:
Includes:
Aged Inst R
Aaged Non R
Aged ACGF R
Blind Inst R
Blind Non R
Blind ACGF R
Disab Inst R
Disab Non R
Disab ACGF R
QMB R
HIWA R			14 inst			14 Non Inst			0015


RC: RC:
Includes:
Aged HCBW R
Blind HCBW R
Disab HCBW R			0017


RC: RC:
Includes:
County Match R			0019


RC: RC:
Includes:
CW Aid 61 R
CW XIX R


			Jul-15			591,629			10,428			303,259			191,334			70,236			2,081			68,155			4,563			1,518			10,291


			Aug-15			595,924			10,655			305,293			192,929			70,542			2,117			68,425			4,583			1,499			10,423


			Sep-15			603,811			10,996			309,037			196,466			70,811			2,128			68,683			4,611			1,500			10,390


			Oct-15			609,222			11,338			310,969			199,104			71,205			2,207			68,998			4,624			1,490			10,492


			Nov-15			612,171			11,464			310,822			201,835			71,392			2,193			69,199			4,619			1,483			10,556


			Dec-15			618,683			11,613			312,158			206,268			71,856			2,185			69,671			4,652			1,492			10,644


			Jan-16			624,212			11,904			312,917			209,511			72,270			2,215			70,055			4,628			1,507			11,475


			Feb-16			630,587			12,131			314,693			213,457			72,751			2,214			70,537			4,618			1,504			11,433


			Mar-16			633,121			12,285			316,022			214,125			73,499			2,252			71,247			4,714			1,529			10,947


			Apr-16			635,896			12,334			318,162			214,276			73,894			2,251			71,643			4,732			1,521			10,977


			May-16			635,315			12,358			317,262			214,139			74,316			2,248			72,068			4,751			1,520			10,969


			Jun-16			637,016			12,432			318,586			213,963			74,697			2,269			72,428			4,769			1,532			11,037


			Jul-16			639,166			12,442			319,499			214,708			75,111			2,249			72,862			4,789			1,538			11,079


			Aug-16			642,407			12,515			320,200			216,562			75,654			2,267			73,387			4,809			1,544			11,123


			Sep-16			645,032			12,519			320,663			218,195			76,100			2,265			73,835			4,829			1,553			11,173


			Oct-16			647,363			12,631			320,831			219,594			76,660			2,283			74,377			4,849			1,556			11,242


			Nov-16			647,434			12,670			319,146			220,941			77,007			2,274			74,733			4,869			1,552			11,249


			Dec-16			651,770			12,701			322,036			221,764			77,514			2,291			75,223			4,889			1,562			11,304


			Jan-17			651,080			12,706			321,932			220,880			77,860			2,249			75,611			4,909			1,547			11,246


			Feb-17			651,896			12,809			321,939			220,947			78,400			2,249			76,151			4,925			1,540			11,336


			Mar-17			654,443			12,833			323,403			221,412			78,920			2,276			76,644			4,940			1,547			11,388


			Apr-17			654,587			12,903			323,396			221,220			79,226			2,271			76,955			4,955			1,536			11,351


			May-17			654,991			12,917			323,058			221,516			79,672			2,278			77,394			4,970			1,539			11,319


			Jun-17			656,900			12,933			324,406			221,627			80,032			2,302			77,730			4,985			1,552			11,365











&"Arial,Bold"&12&A	



&9&Z&F		&9&P / &N
Printed: &D
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ATTACHMENT M



PROVIDER TYPES



Provider Type
Description


10 Hospital, Outpatient Surgery



11 Hospital, Inpatient



12 Hospital, Outpatient



13 Psychiatric Hospital, Inpatient



14 Behavioral Health Outpatient Treatment


16 Intermediate Care Facility/MR (Public)



17 Special Clinics



19 Nursing Facility/



20 Physician, M.D./Osteopath D,O.


21 Podiatrist



22 Dentist



23 Hearing Aid Dispenser & Related Supplies



24 Advanced Practice Registered Nurse (APRN)


25 Optometrist



26 Psychologist



27 Radiology & Noninvasive Diagnostic Centers



28 Pharmacy



29 Home Health Agency



30 Personal Care Aide (Home Care)



32 Ambulance – Air or Ground



33 Durable Medicaid Equipment (DME), Disposables, Prosthetics



34 Therapy – Physical, Occupational, Respiratory, Speech



36 Chiropractor



37 Intravenous Therapy (TPN)



38 Home and Community Based Waiver – Individuals with Intellectual Disabilities and Related Conditions


39 Adult Day Health Care



41 Optician/Optical Businesses



43 Laboratory – Pathology/Clinical



44 Swing-bed (Acute Hospitals)



45 End Stage Renal Disease (ERSD) Facility



46 Ambulatory Surgery Centers (Medicare Certified) Free-Standing


47 Indian Health Programs


48  Home and Community Based Waiver for the Frail Elderly


51 IHS/Tribal Hospital (In-Patient)



52 IHS/Tribal Hospital (Out-Patient)



54 Targeted Case Management 



55 Home Based Habilitation Services


56 Medical (Rehabilitation and Long Term Acute Care (LTAC)  Specialty Hospitals


57 Elderly in Adult Residential  Care Waiver



58 Physically Disabled Waiver



59 Home and Community Based Assisted Living Waiver – Augmented Personal Care Services


60 School Based Services



63 Residential Treatment Center (RTC)



64 Hospice Services



65 Hospice Long Term Care



68

Intermediate Care Facility/ IID (Private)



72

Nurse Anesthetist



74

Nurse Midwife



75

Critical Access Hospital (CAH), Inpatient


76

Audiologist



77

Physician’s Assistant



78

Indian Health Services – Inpatient (non-tribal)



79

Indian Health Services – Out-patient (non-tribal)



81

ESRD



82

Behavioral Health Rehabilitation Treatment



83

Personal Care Aide (PCA) - Intermediary Services Organization



85

Applied Behavior Analysis
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Sheet1


			month			checkup projection "without health care reform"


			1999M07			6,341


			1999M08			6,669


			1999M09			7,014


			1999M10			7,190


			1999M11			7,255


			1999M12			6,832


			2000M01			7,650


			2000M02			8,332


			2000M03			8,863


			2000M04			9,489


			2000M05			10,198


			2000M06			11,112


			2000M07			11,949


			2000M08			12,414


			2000M09			12,840


			2000M10			13,504


			2000M11			13,536


			2000M12			14,239


			2001M01			15,410


			2001M02			16,015


			2001M03			16,465


			2001M04			17,080


			2001M05			17,547


			2001M06			18,823


			2001M07			19,594


			2001M08			20,085


			2001M09			21,134


			2001M10			21,844


			2001M11			22,130


			2001M12			22,240


			2002M01			22,850


			2002M02			23,197


			2002M03			23,389


			2002M04			24,255


			2002M05			24,106


			2002M06			24,138


			2002M07			24,342


			2002M08			24,063


			2002M09			24,343


			2002M10			24,698


			2002M11			24,991


			2002M12			25,409


			2003M01			25,579


			2003M02			25,763


			2003M03			25,879


			2003M04			25,729


			2003M05			23,793


			2003M06			23,408


			2003M07			23,463


			2003M08			23,688


			2003M09			24,186


			2003M10			23,834


			2003M11			24,291


			2003M12			25,135


			2004M01			25,404


			2004M02			25,486


			2004M03			26,204


			2004M04			27,028


			2004M05			26,484


			2004M06			26,165


			2004M07			25,620


			2004M08			25,582


			2004M09			25,558


			2004M10			25,374


			2004M11			25,479


			2004M12			26,390


			2005M01			27,007


			2005M02			27,146


			2005M03			27,898


			2005M04			28,231


			2005M05			28,502


			2005M06			28,971


			2005M07			29,009


			2005M08			28,191


			2005M09			28,106


			2005M10			27,856


			2005M11			27,371


			2005M12			27,362


			2006M01			27,145


			2006M02			26,825


			2006M03			27,062


			2006M04			27,645


			2006M05			27,623


			2006M06			27,896


			2006M07			27,615


			2006M08			27,507


			2006M09			27,802


			2006M10			27,475


			2006M11			27,649


			2006M12			28,105


			2007M01			28,388


			2007M02			28,759


			2007M03			28,862


			2007M04			29,509


			2007M05			29,487


			2007M06			29,977


			2007M07			29,785


			2007M08			30,077


			2007M09			30,298


			2007M10			29,990


			2007M11			30,254


			2007M12			29,517


			2008M01			29,227


			2008M02			28,963


			2008M03			28,814


			2008M04			28,198


			2008M05			27,667


			2008M06			26,873


			2008M07			26,053


			2008M08			25,931


			2008M09			24,912


			2008M10			24,236


			2008M11			23,947


			2008M12			23,384


			2009M01			22,914


			2009M02			22,928


			2009M03			22,569


			2009M04			22,476


			2009M05			22,585


			2009M06			22,467


			2009M07			22,158


			2009M08			22,021


			2009M09			21,605


			2009M10			21,562


			2009M11			21,865


			2009M12			21,535


			2010M01			21,648


			2010M02			21,884


			2010M03			22,155


			2010M04			21,580


			2010M05			21,638


			2010M06			21,305


			2010M07			21,537


			2010M08			21,456


			2010M09			20,907


			2010M10			21,173


			2010M11			21,312


			2010M12			21,033


			2011M01			21,228


			2011M02			21,217


			2011M03			20,966


			2011M04			21,391


			2011M05			21,267


			2011M06			21,162


			2011M07			21,399


			2011M08			21,396


			2011M09			21,570


			2011M10			21,392


			2011M11			21,375


			2011M12			21,069


			2012M01			21,300


			2012M02			21,272


			2012M03			21,552


			2012M04			21,224


			2012M05			21,276


			2012M06			21,430


			2012M07			21,442


			2012M08			21,360


			2012M09			21,009


			2012M10			20,967


			2012M11			21,277


			2012M12			20,880


			2013M01			21,092


			2013M02			21,230


			2013M03			21,201


			2013M04			21,391


			2013M05			21,366


			2013M06			21,266


			2013M07			21,287


			2013M08			21,415


			2013M09			21,275


			2013M10			21,392


			2013M11			22,430


			2013M12			22,116


			2014M01			21,561


			2014M02			21,152


			2014M03			21,072


			2014M04			21,398


			2014M05			22,495


			2014M06			23,655


			2014M07			24,062


			2014M08			26,057


			2014M09			24,276


			2014M10			24,717


			2014M11			24,597


			2014M12			23,603


			2015M01			20,767


			2015M02			20,600


			2015M03			19,985


			2015M04			20,208


			2015M05			21,298


			2015M06			21,089


			2015M07			20,995


			2015M08			21,373


			2015M09			21,154


			2015M10			22,419


			2015M11			22,742


			2015M12			22,922


			2016M01			22,211


			2016M02			23,276


			2016M03			22,471


			2016M04			22,500


			2016M05			22,800


			2016M06			23,200


			2016M07			24,202


			2016M08			24,792


			2016M09			25,279


			2016M10			26,067


			2016M11			25,928


			2016M12			26,207


			2017M01			26,012


			2017M02			26,023


			2017M03			26,274


			2017M04			25,849


			2017M05			25,973


			2017M06			26,078


			2017M07			25,841


			2017M08			25,844


			2017M09			25,670


			2017M10			25,848


			2017M11			25,865


			2017M12			26,171


			2018M01			25,940


			2018M02			25,968


			2018M03			25,688


			2018M04			26,016


			2018M05			25,964


			2018M06			25,810


			2018M07			25,798


			2018M08			25,880


			2018M09			26,231


			2018M10			26,273


			2018M11			25,963


			2018M12			26,360


			2019M01			26,148


			2019M02			26,010


			2019M03			26,039


			2019M04			25,849


			2019M05			25,874


			2019M06			25,974
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mczips


			Mandatory MCO Zip & FIPS Codes


			Region			FIPS			Zip


			SNEV			703			88901


			SNEV			703			88905


			SNEV			703			89002


			SNEV			703			89004


			SNEV			703			89005


			SNEV			703			89006


			SNEV			703			89009


			SNEV			703			89011


			SNEV			703			89012


			SNEV			703			89014


			SNEV			703			89015


			SNEV			703			89016


			SNEV			703			89030


			SNEV			703			89031


			SNEV			703			89032


			SNEV			703			89033


			SNEV			703			89036


			SNEV			703			89044


			SNEV			703			89052


			SNEV			703			89053


			SNEV			703			89054


			SNEV			703			89074


			SNEV			703			89077


			SNEV			703			89081


			SNEV			703			89084


			SNEV			703			89085


			SNEV			703			89086


			SNEV			703			89087


			SNEV			703			89101


			SNEV			703			89102


			SNEV			703			89103


			SNEV			703			89104


			SNEV			703			89106


			SNEV			703			89107


			SNEV			703			89108


			SNEV			703			89109


			SNEV			703			89110


			SNEV			703			89111


			SNEV			703			89112


			SNEV			703			89113


			SNEV			703			89114


			SNEV			703			89115


			SNEV			703			89116


			SNEV			703			89117


			SNEV			703			89118


			SNEV			703			89119


			SNEV			703			89120


			SNEV			703			89121


			SNEV			703			89122


			SNEV			703			89123


			SNEV			703			89124


			SNEV			703			89125


			SNEV			703			89126


			SNEV			703			89127


			SNEV			703			89128


			SNEV			703			89129


			SNEV			703			89130


			SNEV			703			89131


			SNEV			703			89132


			SNEV			703			89133


			SNEV			703			89134


			SNEV			703			89135


			SNEV			703			89136


			SNEV			703			89137


			SNEV			703			89138


			SNEV			703			89139


			SNEV			703			89140


			SNEV			703			89141


			SNEV			703			89142


			SNEV			703			89143


			SNEV			703			89144


			SNEV			703			89145


			SNEV			703			89146


			SNEV			703			89147


			SNEV			703			89148


			SNEV			703			89149


			SNEV			703			89150


			SNEV			703			89151


			SNEV			703			89152


			SNEV			703			89153


			SNEV			703			89154


			SNEV			703			89155


			SNEV			703			89156


			SNEV			703			89157


			SNEV			703			89159


			SNEV			703			89160


			SNEV			703			89161


			SNEV			703			89162


			SNEV			703			89163


			SNEV			703			89164


			SNEV			703			89165


			SNEV			703			89166


			SNEV			703			89169


			SNEV			703			89170


			SNEV			703			89173


			SNEV			703			89177


			SNEV			703			89178


			SNEV			703			89179


			SNEV			703			89180


			SNEV			703			89183


			SNEV			703			89185


			SNEV			703			89191


			SNEV			703			89193


			SNEV			703			89195


			SNEV			703			89199


			NNEV			731			89431


			NNEV			731			89432


			NNEV			731			89433


			NNEV			731			89434


			NNEV			731			89435


			NNEV			731			89436


			NNEV			731			89439


			NNEV			731			89441


			NNEV			731			89501


			NNEV			731			89502


			NNEV			731			89503


			NNEV			731			89504


			NNEV			731			89505


			NNEV			731			89506


			NNEV			731			89507


			NNEV			731			89508


			NNEV			731			89509


			NNEV			731			89510


			NNEV			731			89511


			NNEV			731			89512


			NNEV			731			89513


			NNEV			731			89515


			NNEV			731			89519


			NNEV			731			89520


			NNEV			731			89521


			NNEV			731			89523


			NNEV			731			89533


			NNEV			731			89555


			NNEV			731			89557


			NNEV			731			89570


			NNEV			731			89595


			NNEV			731			89599
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ESSENTIAL COMMUNITY PROVIDERS








Community Health Center Sites 





Nevada Health Centers, MLK Center, Las Vegas (Div. NRHC) 


Nevada Health Centers. North Las Vegas (Div. NRHC) 


Nevada Health Center, Sierra, Carson City 


Nevada Health Centers, Carson City school based health center, Carson City


Nevada Health Centers, Virginia City/Health and Wellness Hub, Virginia CityNevada Helath Centers, Elko Family Medical and Dental Cetner, Elko


Nevada Health Centers, Amagosa Valley Medical Center, Amargosa Valley


Nevada Health Centers, Cambridge Family Health Center, Las Vegas


Nevada Health Centers, Eastern Family Medical and Dental Center, Las Vegas


Nevada Health Centers, Henderson


Nevada Health Cetners, Las Vegas Outreach Clinic, Las Vegas


Southern Nevada  Health District, Las Vegas 


Washoe County Health District, Reno 


Community Health Alliance (CHA), Reno


FirstMed Health and Wellness Center, Las Vegas


Northern Nevada Hopes, Reno


Searchlight Healthcare, Henderson NV


First Person Complete Care, Las Vegas


Carson City Health and Human Services





Tribal Clinics (FQHC look-alikes) 





Duckwater Tribal Clinic, Duckwater 


Elko Southern Bands Clinic, Elko 


Ely Shoshone Tribal Clinic 


Battle Mountain Tribal Clinic, Battle Mountain 


Fallon Paiute Shoshone Tribal Clinic 


Moapa Paiute Tribal Clinic, Moapa 


Walker River PaiuteTribal Clinic, Schurz 


Yerington Paiute Tribal Clinic, Yerington 


Washoe Tribal Clinic, Gardnerville 


Reno-Sparks Tribal Health Center, Reno 


Las Vegas Paiute Tribal Clinic, Las Vegas 


Pyramid Lake Tribal Clinic, Nixon 


Ft. McDermitt Tribal Clinic, Ft. McDermitt 


Owyhee Tribal Hospital, Owyhee 





Rural Health Centers 





Battle Mountain General Hospital Outpatient Clinic 


William Bee Ryrie Hospital Outpatient Clinic, Ely 


Mt. Grant Hospital, Hawthorne
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Medical Medical Medical Medical



FMC/AO Southern Region 



NVLV FMC/AO 01A Males & Females; < 1yr old $543.37 $528.81 $543.37 $528.81



NVLV FMC/AO 02A Males & Females; 1 - 2 yrs old $133.15 $129.58 $133.15 $129.58



NVLV FMC/AO 03A Males & Females; 3 - 14 yrs old $97.27 $94.66 $97.27 $94.66



NVLV FMC/AO 04F Females; 15 - 18 yrs old $141.00 $137.22 $141.00 $137.22



NVLV FMC/AO 04M Males; 15 - 18 yrs old $106.74 $103.88 $106.74 $103.88



NVLV FMC/AO 05F Females; 19 - 34 yrs old $236.88 $230.53 $277.72 $270.28



NVLV FMC/AO 05M Males; 19 - 34 yrs old $248.38 $241.72 $148.25 $144.28



NVLV FMC/AO 06F Females; 35+ yrs old $549.41 $534.69 $419.84 $408.59



NVLV FMC/AO 06M Males; 35+ yrs old $624.52 $607.78 $334.06 $325.11



FMC/AO Northern Region 



NVRN FMC/AO 01A Males & Females; < 1yr old $430.23 $418.70 $430.23 $418.70



NVRN FMC/AO 02A Males & Females; 1 - 2 yrs old $105.07 $102.25 $105.07 $102.25



NVRN FMC/AO 03A Males & Females; 3 - 14 yrs old $78.17 $76.08 $78.17 $76.08



NVRN FMC/AO 04F Females; 15 - 18 yrs old $120.01 $116.79 $120.01 $116.79



NVRN FMC/AO 04M Males; 15 - 18 yrs old $97.65 $95.03 $97.65 $95.03



NVRN FMC/AO 05F Females; 19 - 34 yrs old $163.62 $159.23 $241.02 $234.56



NVRN FMC/AO 05M Males; 19 - 34 yrs old $180.72 $175.88 $129.98 $126.50



NVRN FMC/AO 06F Females; 35+ yrs old $490.86 $477.70 $372.54 $362.56



NVRN FMC/AO 06M Males; 35+ yrs old $528.11 $513.96 $293.53 $285.66



$5,099.66 $5,087.53 $5,099.66 $5,087.53



CHECK UP Southern Region 



NVLV CHECKUP 01A Males & Females; < 1yr old $220.83 $214.91



NVLV CHECKUP 02A Males & Females; 1 - 2 yrs old $123.99 $120.67



NVLV CHECKUP 03A Males & Females; 3 - 14 yrs old $106.75 $103.89



NVLV CHECKUP 04F Females; 15 - 18 yrs old $142.20 $138.39



NVLV CHECKUP 04M Males; 15 - 18 yrs old $126.60 $123.21



CHECK UP Northern Region



NVRN CHECKUP 01A Males & Females; < 1yr old $161.26 $156.94



NVRN CHECKUP 02A Males & Females; 1 - 2 yrs old $108.20 $105.30



NVRN CHECKUP 03A Males & Females; 3 - 14 yrs old $74.40 $72.41



NVRN CHECKUP 04F Females; 15 - 18 yrs old $134.62 $131.01



NVRN CHECKUP 04M Males; 15 - 18 yrs old $133.19 $129.62



HPN



Nevada Department of Health Care Finance and Policy



2016 Managed Care Rates    factor to apply to AGP rates: .9732 AGP - Expansion HPN - Expansion AGP
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Disenrollment Form



If you request disenrollment, you must continue to receive all medical care from your current HMO until the effective date of disenrollment. Contact us to verify your disenrollment before you seek medical services outside of HMO’s network.  



Last name:                First Name:                 Middle Initial      

 ( Mr.  ( Mrs.  ( Miss  ( Ms.



Medicaid #:



Birth Date:                     Sex:  
( M  ( F
Home Phone Number:    (     ) ____ - _______



Please sign and date this disenrollment form:



____________________________________
_______________________
_________________


Signature of recipient or the


Relationship to Child

Date



Responsible Party if under 18.*



*Or  the signature of the person authorized to act on behalf of the individual under the laws of the State where the individual resides.  If signed by an authorized individual (as described above), this signature certifies that:  1) this person is authorized under State law to complete this disenrollment and 2) documentation of this authority is available upon request by First Health.



If you are the authorized representative, you must provide the following information:



Name: ________________________________________            Phone Number: (___) ____ -______



Address: ________________________________________________



*******************************************************************************



FOR OFFICIAL USE ONLY



APPROVAL TO CHANGE Vendor’s



This form serves as notification that __________________________Name of Recipient) has requested disenrollment from ________________________________Name of Vendor) for cause and that the Managed Care Organization (Vendor) has determined that the recipient has established good cause.  The recipient will be disenrolled from his/her current Vendor and re-enrolled with the other contracted Vendor.  The effective date of change in the Vendor will be based on the monthly administrative cut- off date but not later than the first day of the second month following the month in which the enrollee makes the request to disenroll.  The recipient must continue to receive all medical care from your current Vendor until the effective date of disenrollment. A Notice of Decision will be sent to the recipient by the Vendor.  The recipient will be locked into the other contracted Vendor until the next open enrollment period.



Reason for Disenrollment (Circle Number):



1. The recipient moves out of the Vendor service area.



2. The plan does not, because of moral or religious objections, cover the service the recipient seeks.



3. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider determines that receiving the services separately would subject the recipient to unnecessary risk.



4. Other reasons. (Explain) _________________________________________________________



5. DHCFP determination



Approved by Health Plan (signature of representative)_________________________
Date_____________


 Health Plan to fax form to the DHCFP, (775) 684-3774
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LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS 


The Contractor must comply with all terms and conditions stipulated in the current Contract, the Request for Proposal, and all attachments, including the Forms and Reporting Guide.  The Contractor must file accurate, timely and complete reports to DHFCP. If the Contractor fails to meet the contract requirements, liquidated damages or intermediate sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, the Vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result of the Vendor’s non-compliance.



Contractor agrees that all provisions of 42 C.F.R. 438 Subpart I apply. In addition to termination of the contract, the DHCFP's remedies under the contract include intermediate sanctions, which may include:



a) Civil penalties in the amounts specified in 42 CFR 438.704;



b) Appointment of temporary management for the contractor as provided in 42 CFR 438.706;



c) Granting enrollees the right to terminate enrollment without cause and notifying the affected enrollees of their right to disenroll;



d) Suspensions of all new enrollments, including default enrollment, after the effective date of the sanction;



e) Suspension of payment for recipients enrolled after the effective date of the sanction until CMS or the State is satisfied that the reason for the sanction no longer exists and is not likely to recur; or



f) Any additional sanctions allowed under State statute or State regulations that address areas of noncompliance specified in 42 CFR 438.700 as well as additional areas of non compliance. Additional sanctions may include liquidated damages and imposition of plans of correction in addition to its remedies at law.



Before imposing any intermediate sanction, liquidated damages, plans of correction, or other remedy against a managed care entity, the DHCFP shall provide the Contractor with notice and such other due process protections as the State may provide, except that the DHCFP will not provide the Contractor with a pre-termination hearing before imposing the sanction described in SSA, Section 1932(e) (2) (B) (Temporary Management).



13. INTERMEDIATE SANCTIONS



A.
Basis for Intermediate Sanctions


1) The DHCFP may impose against the Contractor intermediate sanctions if the Contractor:



a) Fails substantially to provide covered medically necessary items and services that are required (under law or under such organization's contract with the State) to be provided to an enrollee covered under the contract; or



b) Imposes premiums or charges on enrollees in excess of the



premiums or charges permitted under this contract; or



c) Acts to discriminate among enrollees on the basis of their health status or requirements for health care services. This includes termination of enrollment or refusal to re-enroll a recipient, except as permitted by this contract, or engaging in any practice that would reasonably be expected to have the effect of denying or discouraging enrollment with the organization by eligible recipients whose medical condition or history indicates a need for substantial future medical services; or



d) Misrepresentation or falsification of information furnished:



1) To the Secretary or the State, CMS, or the DHCFP in furtherance of this contract; or



2) To an enrollee, potential enrollee, or a health care provider under this contract; or



e) Fails to comply with the applicable requirements of SSA, Section 1903(m)(2) (A)(x) (Physician Incentive Plan), (SSA 1932(e)(1)(A); or



f) Fails substantially to provide required encounter data, financial reports, quality reports, resolution reports and other informational reports as outlined in Attachment AA to RFP 1988 as incorporated herein as Attachment BB. 



B.
Sanctions may include:



1. Civil money penalties as follows:



a) Except as provided in Numbers b), c), or d) below, not more than twenty-five thousand dollars ($25,000.00) for each occurrence determined under Section 13A.



b) With respect to any occurrence under 13(A)(1)(c) or 13(A)(1)(d) above, not more than one hundred thousand dollars ($100,000.00) for each such determination.



c) With respect to a determination under 13A(1)(b) above, double the excess amount charged in violation of such subsection (and the excess amount charged shall be deducted from the penalty and returned to the individual concerned).



d) Subject to Number b) above, with respect to a determination under Section 13(A)(1)(c) fifteen thousand dollars ($15,000.00) for each individual not enrolled as a result of a practice described in such section (SSA 1932(e)(2)(A)).



2. The appointment of temporary management:



a) Optional Imposition of the sanction of Temporary Management



The DHCFP may impose the optional sanction of temporary management if it finds through on—site survey, enrollee complaints, financial audits, or any other means that there is continued egregious behavior by the Contractor, including but not limited to behavior described in 42 CFR 438.700 or that is contrary to any sections of 1903(M) and 1932 of the Act; or if there is substantial risk to the enrollees' health; or the sanction is necessary to ensure the enrollees' health while improvements are made to remedy violations of 42 CFR 438.700 or until there is an orderly termination of the contract.



b) Required Imposition of the Sanction of Temporary Management



The DHCFP shall impose the sanction of temporary management, regardless of any other sanction that may be imposed, if it finds that the contractor has repeatedly failed to meet substantive requirements in section 1903(m) or section 1932 of the Act or this subpart.



The DHCFP will not delay the imposition of temporary management, whether optional or required, in order to provide a hearing before imposing this sanction. The DHCFP will not terminate a temporary management sanction until such time as it determines the Contractor can ensure that the sanctioned behavior will not recur.



The Contractor shall pay the expenses of the temporary management, should such temporary management become necessary as determined by the DHCFP. If necessary, the DHCFP may recoup the expenses from the performance security required by each Contractor.



The temporary management is responsible for providing oversight of the operation and management of the Contractor upon a finding by the State that there is continued egregious behavior by the organization, or there is a substantial risk to the health of enrollees; or assurance of the health of the organization's enrollees, if there is a need for temporary management while there is an orderly termination or reorganization of the organization or improvements are made to remedy violations per 42 CFR 438.700. Temporary management under this subparagraph may not be terminated until the State has determined that the Medicaid and Nevada Check Up managed care organization has the capability to ensure that the violations shall not recur (SSA 1932(e)(2)(B)).



3. Disenrollment



The DHCFP shall permit recipients enrolled with the Contractor to terminate enrollment without cause upon a determination to implement the sanction of temporary management The Contractor shall bear the expense of notifying such recipients of such right to terminate enrollment (SSA 1932(e)(2)(C)). Furthermore, the DHCFP will suspend enrollment of all Title XIX and XXI recipients after the date the Secretary or the State notifies the Contractor of a determination of a violation of any requirement of SSA, Section 1903(m) or 1932(e) (SSA 1932(e)(2)(D)).



4. Suspension of payment



The DHCFP shall suspend payment to the Contractor under Title XIX and XXI for recipients who are enrolled after the date the Secretary or the State notifies the Contractor of such a determination and until the Secretary or the State is satisfied that the basis for such determination has been corrected and is not likely to recur (SSA 1932(e)(2)(E)).



5. Specified intermediate sanctions imposed on chronic substandard entities



Should the Contractor repeatedly fail to meet the requirements of Sections 1903(m) and 1932(e), the DHCFP (regardless of what other sanctions are provided) shall impose the sanctions described in Sections 13(B)(2) and 13(B)(3) above, (SSA 1932(e)(3). In addition, the DHCFP may impose liquidated damages. A claim for liquidated damages shall not constitute waiver of any other remedy. Liquidated damages may be imposed as follows:



a)
Liquidated Damages



i) If the Contractor fails to file with the DHCFP full, complete, and certified Independent Audited Financial statements within one hundred-twenty (120) calendar days of the Contractor's fiscal year end, then the DHCFP may assess liquidated damages each month, or portion thereof, until such statements are received by the DHCFP. The liquidated damages shall be two percent (2%) of one (1) month's total capitation for each month, or pro-rata portion thereof. 


ii) If the Contractor fails to file accurate, timely and complete quarterly and annual financial reports to the DHFCP, then the DHCFP may assess liquidated damages each month, or portion thereof, until these reports are received by the DHCFP. The liquidated damages shall be one percent (1%) of one (1) month's capitation for each month, or pro-rata portion thereof



iii) Any known or willful false statement, representation or material omission of a material fact in any financial statement or disclosure filed pursuant to this policy will cause the DHCFP to impose liquidated damages sanctions. The DHCFP may assess liquidated damages for one hundred thousand dollars ($100,000.00). Further, both the Contractor and any culpable employee, officer, director or agent may be subject to prosecution through the Medicaid Fraud Control Unit (MFCU) or adverse administrative action.



iv) The sum of the quarterly financial (and other) statements must, where applicable and in accordance with GAAP and/or logical flow, reconcile to within plus or minus (+/-) ten percent (10%) of the annual audited financial statements (and other annual statements). The DHCFP may, at its option, assess liquidated damages up to two percent (2%) of one (1) month's capitation in total for variances exceeding the aforementioned guidelines per quarter.



v) Liquidated damages may be imposed in addition to other remedies. When no specific liquidated damage is listed in this contract, the DHCFP may assess liquidated damages in the amount of five hundred dollars ($500.00) per day if the Contractor fails to meet the conditions as set forth in this contract.



vi) In the event any subcontract is determined not to meet federal requirements and results in a federal disallowance of federal funds, the Contractor will be financially responsible to refund the amount of the federal disallowance and the corresponding State share to the DHCFP. The State share will be considered liquidated damages. If such disallowance is treated as a default or breach, or otherwise subjects the Contractor to sanctions under this section, any such liquidated damages are not exclusive and are in addition to any other remedies available under this contract. All existing subcontracts requiring amendments to meet the requirements of this contract shall be amended. All future subcontracts must meet the requirements of this contract and any amendments thereto.



The parties agree that in some cases it is foreseeable that actual damages may be difficult to calculate, and therefore liquidated damages may be imposed in lieu of, or in addition to, actual damages at the discretion of the DHCFP. The Contractor will not be assessed liquidated damages when the failure of the Contractor to meet contract standards is determined to be as a result of inaccuracies in the information supplied by the DHCFP, or actions or inaction on the part of the DHCFP. The Contractor will not be responsible for verifying the accuracy of the information supplied by the DHCFP. However, if the Contractor suspects that the information supplied by the DHCFP is in error, then the Contractor must contact the DHCFP, in writing, within ten (10) working days of discovery.



b)
 In the event that the DHCFP decides to collect liquidated damages, the following procedure will be followed:



i) The DHCFP will send an invoice for payment of liquidated damages to the Contractor. The invoice will explain the basis for the assessment; and



ii) The Contractor will, within thirty (30) calendar days of receipt of the invoice, either pay the invoice in full or the DHCFP will withhold the amount of the liquidated damages from future capitation payments; and



iii) Payment of the invoice does not relieve the Contractor of the responsibility to comply in future reporting periods and/or instances.



c.) If the DHCFP elects not to exercise liquidated damages or sanction(s) in a particular instance pursuant to the above, this decision shall not be construed as a waiver of the DHCFP’s right to exercise these options in any other instance.



C. The DHCFP may suspend enrollment in the Contractor's HMO with two (2) business days notice when: (a) the Contractor has a minimum of thirty percent (30%) fewer primary care providers, or a minimum of thirty percent (30%) enrolled recipients than the Primary Care Physician (PCP)-to-Participant ratio allows for the affected geographic service area; or (b) the Contractor's data systems are not in place or operating in such a manner to allow accurate and timely electronic transfer of information to or from the DHCFP. Enrollment will not be reinstated until the condition is corrected.



The DHCFP will provide the Contractor with two (2) business days advance notice of an action to limit or suspend enrollment. Contract violations that may result in such action by the DHCFP include, without limitation, the following:



1) Marketing violations; or



2) Failure to meet contractual requirements on monthly, quarterly, and annual reports; or



3) Material deficiency in the Contractor's provider network; or



4) Material deficiency in quality of care and quality management issues; or



5) Failure to process claims in a contractually required and timely manner; or



6) Failure to meet contractual encounter data requirements; or



7). Failing to provide or denying payments for medically necessary, covered services; and



8). Inappropriately denying or pending claims or payments for medically necessary, covered services provided to enrollees.



D) Plan of Correction (POC)


Prior to the imposition of an intermediate sanction for non-compliance, the DHCFP will provide written notice to the Contractor regarding the details of the noncompliance with directives in the form of a Plan of Correction (POC) for ameliorating the deficiencies. The POC will specify the period of time during which the Contractor must bring its performance back into compliance with contract requirements, and the criteria and standards that must be satisfied to demonstrate such compliance. The DHCFP’s determination to issue a POC to the Contractor shall not constitute a waiver of any and all other remedies as set forth in this contract, except as expressly set forth in this paragraph. The Contractor agrees to implement the POC in compliance as specified in this Contract, including all attachments. The DHCFP may provide quality assurance monitoring to the Contractor, including but not limited to, site reviews, documentation reviews, data analysis, medical audits, customer and provider satisfaction surveys, and grievance and hearings data tracking and analysis. The quality assurance monitoring may come from the DHCFP, its EQRO, or from an outside quality review agent hired by the DHCFP at the expense of the Contractor. If, at the end of the specified time period, the Contractor has complied with the POC, the DHCFP may take no intermediate sanctions. If, however, the Contractor has not complied with the POC, the DHCFP shall proceed with the imposition of sanctions and other remedies, as it deems appropriate.



			


			Program Requirements and Intermediate Sanctions


			





			Program Requirements


			Non-Compliance


			Sanction





			Encounters:



A minimum of ninety-five percent (95%) of the data must successfully pass all encounter edits within the first six (6) months of submission, with ninety- seven percent (97%) passing all edits thereafter. In the event the Vendor fails to achieve these requirements, progressive sanctions, including monetary penalties, may be applied until data submissions meet the required standards. The Vendor will not be held liable for encounters that do not successfully pass all encounter edits if the Vendor is not solely responsible for the failure.





			After delivery of a plan of correction and reasonable, agreed to timeframe to comply, the Vendor will  have an additional thirty (30) calendar days to correct whereupon DHCFP may, at its discretion, impose sanctions in the form of liquidated damages.


			The liquidated damages would be two percent (2%) of one (1) month’s capitation, or ten thousand dollars ($10,000), whichever is greater for each month until the Vendor is in compliance, as well as any fines or sanctions imposed upon DHCFP by regulatory agencies as a result if the Vendor’s non-compliance.









			Claims Payments (42CFR 447.45 ; NRS 695C.185)



The Vendor must pay ninety-five percent (95%) of all clean claims from practitioners, who are in individual or group practice or who practice in shared health facilities, within  thirty (30) calendar days of the date of receipt. 



The Vendor must pay ninety-nine percent (99%) of all clean claims from practitioners, who are in individual or group practice or who practice in shared health facilities, within ninety (90) days of the date of receipt. 






			Failure to comply with claims processing requirement. 


			The liquidated damages would be $5000 per day until the Vendor is in compliance, as well as any fines or sanctions imposed upon DHCFP by regulatory agencies as a result if the Vendor’s non-compliance.









			Third Party Liability



The Vendor is required to obtain TPL information independently and from the DHCFP. The Vendor must use this information to avoid claims payments or recover payments made from liable third parties as applicable Vendor has 365 days from claim paid date to recover TPL payment.


			Failure of the Vendor to cost avoid or recover TPL payments after 365 days, unless Vendor can provide evidence that the recovery effort is active and/or in dispute.






			TPL recoveries made by the DHCFP will be retained by the DHCFP and will also be incorporated into capitated rate development. 





			Medical Necessity/Access to Care:



The Vendor must provide medically necessary services as identified in the RFP (Maintain an adequate network PCP, Network Requirements, Specialists, Emergency Services, and Appointments).


The vendor must make timely authorization as identified in the RFP.






			Failure to meet one or more of the qualifications.


			$25,000 for each determination and/or Suspension of all new enrollments, including default enrollment, after the effective date of the sanction.





			Provider Directory



Listed providers must be active in the Vendor’s provider network and the provider’s demographic data must be accurate.


			At least ninety percent (90%) of listed providers will confirm participation in the Vendor’s network and that their demographic data is accurate.






			$15,000 for each incident and an additional $500 per day until provider directory is accurate.





			Discrimination:



Acts to discriminate among enrollees on the basis of their health status or need for health care services.


			Failure to comply with requirement.


			$15,000 for each beneficiary the State determines was not enrolled because of a discriminatory practice up to a maximum of $100,000. 





			Information Falsification:



Misrepresents or falsifies information that it furnishes to CMS or to the State. 



Misrepresents or falsifies information that it furnishes to an enrollee, potential enrollee, or health care provider.


			Failure to comply with requirement.


			$100,000 for each determination.





			Physician Incentives:



Fails to comply with the requirements for physician incentive plans, as set forth (for Medicare) in §§ 422.208 and 422.210 of this chapter.


			Failure to comply with requirement.


			$25,000 for each determination.





			Marketing:



The Vendor may not distribute directly or indirectly through any agent or independent contractor, marketing materials that have not been approved by the State or that contain false or materially misleading information.





			The Vendor has distributed unapproved marketing materials or materials that have misleading information


			$25,000 for each determination and/or Suspension of all new enrollments, including default enrollment, after the effective date of the sanction.





			Subcontractors:



A) All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing and must be prior approved by the DHCFP 



B) Vendor must provide full and complete information about the ownership of any subcontractor with whom the Vendor has had business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105.


			A) Failure to obtain advance written approval of a Subcontract from the DHCFP. 



B) Failure to comply within thirty-five (35) calendar days of the date of request






			A) $25,000 for each incident


B) Payment for services will cease on the day following the date the information is due and begin again on the day after the date on which the information is received. Payment will be denied in expenditures for services furnished during the period beginning on the day following the date the information was due to the Secretary or the Medicaid agency and ending on the day before the date on which the information was supplied.





			Reporting Guide:



All reports outlined in the Reporting Guide must be submitted by established directions and timelines.


			Failure to submit reports as designated in Reporting Guide


			$5000.00 per day the Vendor is non-compliant plus the cost of any penalties imposed upon the state.





			Quality Assessment and Improvement



Statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.






			


			$25,000 for each determination








If the Vendor knowingly executes a subcontract with a provider with the intent of allowing, encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate (i.e., the terms of the subcontract are more restrictive than the Vendor’s contract with DHCFP or incentives or disincentives are structured to steer enrolled recipients to certain providers) the Vendor will be in default of its contract with DHCFP.  In addition, if the Vendor becomes aware of any of its existing subcontractors’ failure to comply with this section and does not take immediate action, it will be in default of its contract with DHCFP. 



If the DHCFP imposes a civil monetary penalty on the Vendor for charging premiums or charges in excess of amounts permitted under Medicaid, the DHCFP will deduct the amount of the overcharge from the penalty and return it to the affected recipient.


If the Vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health care needs, the DHCFP shall take administrative sanction against the Vendor.  Such a sanction will disallow further enrollment and may also include adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will continue until Vendor compliance with the provision of benefits/services is achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be assessed if other measures fail to produce adequate compliance results from the Vendor.  
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1.
GENERAL INFORMATION


1.1
PURPOSE AND OBJECTIVE OF THE GUIDE


The purpose of the Forms and Reporting Guide is to set forth the reporting requirements for the DHCFP contracted Managed Care Organizations (MCOs) and to house many of the forms necessary for operations and administration.  The primary objective of the guide is to establish and maintain consistent and uniform reporting.  The guide defines procedures and analyses to be performed and reported by both the independent certified public accountant and the MCOs.



The MCOs are required to utilize the Forms and Reporting Guide for submission of all required reports and forms.  The instructions and formats for reporting information are included in each appropriate section.  DHCFP requires all reports be submitted in the format developed via secure electronic file transfer. 



The DHCFP reserves the right to request ad hoc reports from the Vendor.  When requested, such reports are required to be submitted timely pursuant to the DHCFP’s request.  Such reports may be required and requested for program planning and by the DHCFP in order to demonstrate and confirm compliance with the DHCFP Managed Care Contract at any time during the term of said Contract.



1.2
REPORTING REQUIREMENTS AND TIME FRAMES


The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.


Specific due dates for the reports are included in the appropriate section of this guide.  If a due date falls on a weekend or State recognized holiday, reports will be due the next business day.  



A report format has been provided for each of the required reports.  The Contractor shall submit computer generated reports completed using software compatible State systems and software.    Submissions with unanswered questions ,blank lines,  incomplete schedules, or missing records will  be considered   a failure to deliver until corrected. 


1.4
TIME FRAMES AND CHANGES IN REPORTING REQUIREMENTS


Amendments, revisions, and/or updates to this Forms and Reporting Guide may be issued as deemed necessary by DHCFP.


The Vendor agrees to meet all requirements and time frames in the Forms and Reporting Guide.  Failure to do so may be considered to be default or breach of contract.  DHCFP will provide thirty-day (30-day) written notice prior to implementation of any reporting change, including, but not limited to, time frames, format revision, electronic information exchanges, and reporting requirements.  The Vendor will be allowed an additional thirty-days (30-days) from date of receipt of the written notice to provide the new reporting data in the format prescribed.


1.5
LIQUIDATED DAMAGES AND SANCTIONS


For liquidated damages and sanctions see LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS – ATTACHMENT 
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1
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2.0
FINANCIAL REPORTING


2.1
PURPOSE AND OBJECTIVE



The purpose of the Financial Section of the Forms and Reporting Guide is to set forth the quarterly and annual financial reporting requirements.  The primary objective of the guide is to establish and maintain consistent and uniform reporting by all Contractors.  The guide provides line item definitions, procedures, and analyses to be performed and reported on by both the independent certified public accountant and the Contractor. 



2.2
EFFECTIVE DATES AND FINANCIAL REPORTING TIME FRAMES








The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.


There are intermediate sanctions associated with failure to deliver data timely and accurately. 


DHCFP requires each Contractor to demonstrate it has adequate financial reserves and the administrative ability to carry out its contractual obligations.  Each Contractor maintains financial records and must provide DHCFP with annual audited financial statements certified, at the Contractor’s expense, by an independent certified public accountant.  DHCFP and its agents reserve the right to audit and inspect the books and records of the Contractor (or its subsidiaries or subcontractors) for the purposes of, among other things, evaluating the Contractor’s (or its subsidiaries' or subcontractors’) capacity to be at risk.



Specific due dates for the monthly, quarterly and annual financial reports are included in Tables 1 through 3 of this section.  Independent audit report due dates can be found in Table 4 of this section.  All financial reports are to be completed and submitted to DHCFP according to the time frames specified in these tables.  If a due date falls on a weekend or state-recognized holiday, reports shall be due the next business day.



2.3
GENERAL FINANCIAL REPORTING INSTRUCTIONS


A report format has been provided for each of the required reports.  The Contractor shall submit computer generated reports completed on software approved by the State.  The Contractor shall submit an electronic copy of all reports. 



The Contractor must utilize predefined categories or classifications before reporting an amount as "Other."  For any material amounts included in the "Other" category, provide details and explanations.  For this purpose, material is defined as comprising an amount greater than or equal to (() five percent (5%) of the total for each section. For example, if Other Income is less than five percent (5%) of Total Revenue, no disclosure is necessary; however, if Other Medical Expense equals eight percent (8%) of Total Other Medical expenses, disclosure would be necessary.  Any disclosure of other medical expense should be identified using industry standard coding such as CPT revenue code, etc.


Restate prior periods where possible.  Prior period information should be reported using the same criteria established for completing the current period information.  Where the necessary detail does not exist to adequately report prior period information, this fact should be disclosed in footnotes to the reports.


Unanswered questions and blank lines or schedules will not be considered properly completed. If no answers or entries are to be made, write “None,” not applicable (N/A), “0” or “-” in the space provided.  



All amounts are to be reported in whole dollars only. 



Generally Accepted Accounting Principles (GAAP) are to be used in the preparation of these financial reports.  All revenues and expenses must be reported using the accrual basis of accounting.  The accrual basis of accounting recognizes revenue when it is earned and expenses in the period incurred, without regard to the time of receipt or payment of cash. 



Some of the financial reports require the information reported to be broken into sub-segments.  The typical sub-segments are as follows: all Medicaid, or when designated Medicaid with a separation for the Children’s Health Insurance Medicaid Expansion; Nevada Check Up (CHIP) business in the State of Nevada;  all other Contractor licensed business in the State of Nevada: and all Nevada business combined.  The sum of the Medicaid, Nevada Check Up, and non-Nevada Health Network business must equal the overall Nevada business. For items on the financial statements that must be allocated between Medicaid and non- Nevada Health Network business in Nevada, the Contractor must supply the documentation or rationale used to determine the apportionment. (Example:  Administrative Expenses.)  


2.4 
FINANCIAL REPORTING REQUIREMENTS TABLES


TABLE 1


MONTHLY REPORTING REQUIREMENTS



        Report



Report #      Level
     Description




     Due Date


Q9
A
Request for retro-capitation payment           60 days after month end


Q8
          O
    Third Party Liability



30  days after month end



Report Levels:  I=  Medicaid & Checkup combined, A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 2


QUARTERLY REPORTING REQUIREMENTS



first (1st), second (2nd) and third (3rd) Quarter Reports


Report #    Report Level
     Description




     Due Date



Certification Statement
45 days after quarter-end



Q1

A
Statement of Revenue & Expenses
45 days after quarter-end



Q3

A
Enrollment




45 days after quarter-end



Q4

I
Utilization Data



45 days after quarter-end



Q5

I
Medical Claims Payable 


45 days after quarter-end



Q7
I
Large Claims Tracking
45 days after quarter-end



Q10

I
Claims Report




45 days after quarter-end



FOURTH (4TH) Quarter Reports



Report #    Report Level
     Description




     Due Date



Certification Statement
90 days after quarter-end



Q1

A
Statement of Revenue & Expenses
90 days after quarter-end



Q3

A
Enrollment




90 days after quarter-end



Q4

I
Utilization Data



90 days after quarter-end



Q5

I
Medical Claims Payable 


90 days after quarter-end



Q7
I
Large Claims Tracking
90 days after quarter-end



Q10

I
Claims Report




90 days after quarter-end



NOTE:   All fourth (4th) Quarter Reports must include year-to-date summaries


Report Levels:  I=Medicaid & Checkup combined, A= Each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 3


ANNUAL REPORTING REQUIREMENTS



Report #      Report
     Description




     Due Date


                     Level




Certification Statement
90 days after year-end


A1
O
Listing of Contractor Officers and Directors
90 days after year-end



A2
I&O
Balance Sheet Report
90 days after year-end



A3
A
Related Party Transactions
90 days after year-end



N/A
O
Annual Footnote Disclosure
120 days after year-end



N/A
I 
Schedule H (from NAIC-Section III only)
120 days after year-end



Report Levels:  I=Medicaid & Checkup combined, A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



TABLE 4


INDEPENDENT AUDIT REQUIREMENTS*



Report 
Description
Due Date



       Level



O
Independent Audit Report
120 days after year-end




A
Accountant’s Report on Compliance
120 days after year-end




A
Annual Audit/Contractor YTD Financial
120 days after year-end




       Reconciliation Report




Report Levels: A= each business sub-segments (Nevada Medicaid, Nevada Checkup, all other Nevada business & Total Nevada business), O= Overall (aggregate).



*Liquidated damages apply; see LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS – ATTACHMENT 


2.5
MONTHLY REPORTING INSTRUCTIONS


A. REPORT Q9 --REQUEST FOR RETRO-CAPITATION PAYMENTS 


By 60 days from the last day of a month, the MCO shall submit a list of enrollees for which the MCO did not receive a capitation payment for in that month. Use the (Excel) “date” format xx/xx/xx for all dates. For Gender use M, F, or U (unborn). Submit electronically.


B.
REPORT Q8a and Q8b – THIRD PARTY LIBILITY


By 30 days from the last day of a month, report all sections of the report. Only report claims for the Nevada Medicaid and CHIP enrollment populations. Submit electronically.



2.6
QUARTERLY REPORTING INSTRUCTIONS


A.
QUARTERLY CERTIFICATION STATEMENT


This statement, with signatures, must be submitted with each quarterly and annual report.  Submit electronically.


B.
REPORT Q1 – STATEMENT OF REVENUE, EXPENSES AND CHANGES IN CONTRACTOR    EQUITY



Report revenues and expenses using the full accrual method according to GAAP.  Complete one (1) report for each sub-segment:  Nevada Medicaid business, Nevada Checkup business; Other Nevada business; and Total Nevada business.  Submit electronically.


1)
Revenue



Line 1 – Capitation revenue recognized on a prepaid basis from DHCFP for provision of health care services for all MCO recipients.



Line 2 – Supplemental Omnibus Reconciliation Act (SOBRA) Receipts – Maternity supplement revenue for MCO recipients as of the statement date.



Line 3 – Investment Income – All investment income earned during the period.  Do not net interest income and interest expense together.



Line 4 –Other Income – Revenue from sources not identified in Lines 1-3:



(a)
Other Income – Revenue from sources not identified in other revenue categories.  



(b) 
Other Income – Reinsurance recoveries related to prior year claims activity. 



(c)
Other Income – Third-Party Liability (TPL) recoveries related to prior year claims activity. 



2)
Expenses




All expenses must be reported, net of Medicare reimbursement.




3)
Hospitalization Expense – Only those expenses for inpatient hospital services.



Line 6 – Hospital Inpatient – All forms of expenses for hospital inpatient services. 



Line 7 –Unassigned. 



4) Medical Professional Services Expense – Expenses for physician and non‑physician services.



Line 9 – Primary Care Physician Services - All forms of expenses for primary care delivery, including salary, capitation, and fee‑for‑service.  Exclude EPSDT initial screening visits and those physician services reported under emergency services.  Also exclude primary care physician services provided by a FQHC or RHC.  FQHC and RHC expenses must be reported on Line 28.



Line 10 – Referral Physician Services – All forms of expenses paid for referral physician services including physician expenses for surgery. 



Line 11 – Physician Risk Pool Expense Adjustment – The net physician risk pool(s) adjustment for the period. 




5)
Other Medical Expense – Various services to MCO recipients on an outpatient basis.  Services include outpatient services, emergency services, pharmacy, lab, radiology, etc.  Expenses should include all forms of payment for these services (i.e., capitation, fee‑for‑service, etc.).




Line 13 – EPSDT – Expenses incurred for initial EPSDT screening visits.



Line 14 – Outpatient – Expenses incurred for outpatient services.  Exclude outpatient surgery expenses and physician expenses for surgery. 



Line 15 – Emergency Services – Those expenses relating to emergency room services provided on an outpatient basis, including any facility fee.  This includes physician services and emergency transport services.



Line 16 – Pharmacy – Expenses incurred for outpatient services.  Exclude pharmacy expenses incurred for family planning.




Line 17 – Lab – Lab expenses incurred for outpatient services.



Line 18 – Radiology – Radiology expenses (medical imaging, x‑ray) incurred for outpatient services.



Line 19 – Outpatient Surgery – Surgery expenses incurred for outpatient services.  Exclude physician expenses for surgery.



Line 20 – Durable Medical Equipment – Medical equipment and oxygen expenses incurred for outpatient services.  Exclude standard durable medical equipment claimed under Nursing Facility and Home Health Care.  Include specialized durable medical equipment claimed under Nursing Facility and Home Health Care. 



Line 21 – Dental – Subcontractor dental expenses


Line 22 – Transportation – Medically necessary transportation expenses incurred for inpatient and outpatient services.  Exclude emergency transport services.



Line 23 – Nursing Facility (NF) – Expenses relating to nursing facility care.



Line 24 – Home Health Care – Expenses relating to home health including durable medical equipment expense incurred in a home health care setting.



Line 25 – Family Planning – Family planning expenses incurred for outpatient services and covered forms of male and female contraceptives. 



(a) Report In-Network expenses; and, 


(b) Report Out-of Network services.



(b) Report Out-of-Network expenses.



Line 26 – Sterilization Services – Sterilization expense incurred for outpatient services for both males and females. 



Line 27 – Therapy – Physical, Occupational, Respiratory, Speech and Audiology Therapy expenses incurred for outpatient services.



Line 28a – FQHC – Payments for services made to Federally Qualified Health Centers.




Line 28b – RHC – Payments for services made to Rural Health Centers.



Line 29 – Mental Health Services – Expenses incurred for outpatient services for individuals identified as SED or SMI:



(a) Outpatient services.



(b) Outpatient services for SED/SMI recipients.



Line 30 – Children with Special Health Care Needs (CSHCN) – Expenses incurred for outpatient services for children identified with special health care needs.



Line 31 – Vision – Expenses incurred for outpatient services relating to vision medical care.



Line 32 – Occupancy (Rent/Utilities) – Occupancy expenses incurred, such as rent and utilities, on facilities used to deliver health care services to recipients.  Exclude occupancy expenses incurred for administrative facilities.



Line 33 – Depreciation – Only depreciation on those fixed assets used to deliver health care services to recipients.  Exclude depreciation on administrative assets.



Line 34 – Other Risk Pool Expense Adjustment – The net other risk pool(s) adjustment for the period.  If there is more than one (1) risk pool, each risk pool should be separately labeled/delineated and tracked.


Line 35 – Reinsurance Expense:



(a) Reinsurance Premium Expense.



(b) Reinsurance Recoveries – purchased reinsurance.



(c) Reinsurance Recoveries – DHCFP reinsurance.



Line 36 – Third-Party Liability (TPL) Recoveries – Exclude reimbursement by Medicare.  



Line 37 – Other (Specify) – Those outpatient expenses not specifically identified in one of the categories defined above.  Note:  This category should only be used if the expense cannot be allocated to one of the predefined categories above.



6) Administrative Expense – Expense associated with the overall management and operation of the Contractor.



Line 40 – Compensation – This includes all forms of compensation, including employee benefits and taxes, to administrative personnel.  Also, include medical director compensation, whether on salary or contract.



Line 41 – Data Processing – Costs for outside data processing services during the period, as well as internal data processing expenses, other than compensation.  Exclude compensation for any internal data processing personnel; this should be reported above.



Line 42 – Management Fees – Expenses for services of an outside management company.



Line 43 – Insurance – Expense of any insurance policies covering the current period.  Exclude employee life and health insurance noted above.



Line 44 – Interest Expense – Interest expense incurred on loans during the period.  Do not net interest income and interest expense together.



Line 45 – Occupancy (Rent/Utilities) - Occupancy expenses incurred (i.e., rent and utilities) on facilities not used to deliver health care services to MCO recipients.



Line 46 – Depreciation – Depreciation on those assets not used to deliver health care services to MCO recipients.  .


Line 47 – Marketing – Expense related to any medium of communication whereby the intent of such medium is to promote or increase the Contractor's Medicaid enrollment.  Exclude outreach activities designed to inform existing MCO recipients of their benefits. 



Line 48 – Interest Fees/Penalty Charges – Interest Fee or penalty charges or other fees associated with late payment of claims or other performance-related charges.


Line 49 – Other (Specify) – Those administrative expenses not specifically identified in the categories above.  



Line 53 - Non-Operating Income (Loss) – Gains and losses on sale of investments and fixed assets during the period, and any other non-operating income or loss.



Line 55 – Income Tax – Provision for income taxes for the period.



7)
Equity



Includes all changes to the equity accounts during the period, such as sales or repurchase of stocks, as well as the current period net income (loss).



Line 57 – Equity Beginning of the Period.



Line 58 – Increase (Decrease) in Preferred Stock – The change in preferred stock from the prior period to the current period.



Line 59 – Increase (Decrease) in Common Stock – The change in common stock from the prior period to the current period.



Line 60 – (Increase) Decrease in Treasury Stock – This is change in treasury stock from the prior period to the current period.



Line 61 – Increase (Decrease) in Additional Paid‑In Capital – The change in paid‑in capital from the prior period to the current period.



Line 62 – Increase (Decrease) in Contributed Capital – This is the change in contributed capital from the prior period to the current period.



Line 63 – Increase (Decrease) in Retained Earnings/Fund Balance:



(a) Net Income (Loss) – for the current period; and,



(b) 
Dividends to Stockholders – Dividends paid or payable to stockholders during the current period.



Line 64 – Other (Specify) – Any other activity affecting equity not specifically accounted for in the above categories.  Note: all activity in equity must be disclosed in the notes to the financial statements and delineated separately.



D.
REPORT Q3 - ENROLLMENT


Report these sub-segments:  MCO business lines; Other Nevada business; and Total Nevada business.  This report discloses members in each month of the quarter by major aid category.  A recipient member is a MCO eligible person who has been enrolled with a Contractor for the provision of health services.  Submit electronically.


E.
REPORT Q4 – UTILIZATION DATA


This report is used to indicate utilization statistics by major aid category.  Report year-to-date information for each quarter in the calendar year.  The report should only contain information for the MCO’s population. The final report for previous year should be submitted along with the current year, first quarter report.  Submit electronically.


Use the most current aid codes to group the Medicaid and CHIP categories:



The following information is to be used when completing the Inpatient Statistics, Normal Newborn Inpatient and Neonate Newborn Inpatient sections of the report. 



Line 1 – Admissions – Include recipients admitted to acute care facilities, recipients admitted to an acute care facility and subsequently transferred to another acute care facility, recipients admitted as a result of an emergency room visit, and recipients hospitalized at the time of enrollment with the Contractor.  Exclude admissions to non‑acute care facilities, either free‑standing or within an acute care facility, and non‑acute care facilities including rehab, skilled nursing, mental health or clinical dependence facilities.



Line 2 – Patient Days – Include the number of patient days of care provided during the month. Count each day during the month related to the hospital stay, regardless of the payer.  This would include all of the patient days for patients admitted from the emergency room.  For new recipients already hospitalized on the day of enrollment, count only the days beginning with the date of enrollment.  Exclude short stay/observation visits, regardless of the length of stay, and patient days in non‑acute care facilities.



Line 3 – Discharges –
Include discharges and deaths occurring during the month. Count as a discharge any transfer to a non-acute care setting and disenrollment of a hospitalized recipient during the month, even if the person continues to be hospitalized.  Exclude transfers from one acute care facility to another acute care facility, and discharges from non‑acute care facilities, either free standing or within an acute care facility.



Line 4 – Discharge Days – Include the days associated with each discharge, including the day of admission.  Discharge days can overlap a month if the admission occurred in the previous month, but the discharge occurred during the current month.   Exclude the day of discharge.



Emergency Room Visits – Count the number of ER visits for each aid category.



Physician Services – Count the number of Primary Care Physician (PCP) visits, the number of EPSDT screening visits, and the number of specialty referral visits.



Prescription Drugs – Include a count of scripts filled for (1) retail generic, (2) retail brand, (3) mail order generic, (4), mail order brand.



F.
REPORT Q5 – MEDICAL CLAIMS PAYABLE (RBUCS AND IBNRS)



This report should contain information for Nevada Medicaid and CHIP business only.  Received but unpaid claims (RBUCs) are reported by the appropriate expense and aging categories.  A claim becomes an RBUC the day it is received by the Contractor, not the day it is processed/adjudicated.  The incurred but not reported (IBNR) claims are estimates of claims that have not yet been received.  IBNR claims are reported in the second to last column by expense category.  Submit electronically.


H.
REPORT Q7 – LARGE CLAIMS TRACKING



By calendar year-to-date, show accumulated claims that have exceeded the threshold of twenty thousand dollars ($20,000), by an enrolled recipient.  Only report claims for the Nevada Medicaid and CHIP enrollment populations.  Submit electronically.


2.7
ANNUAL REPORTING INSTRUCTIONS



A.
REPORT A1 – LISTING OF CONTRACTOR OFFICERS AND DIRECTORS



This report is to be submitted to DHCFP annually.  However, if there are changes to any plan officers and/or directors or changes in compensation of same, this report must be submitted pursuant to contract requirements.  Submit electronically.



B.
REPORT A2 -- BALANCE SHEET REPORT



Complete one (1) report for   Nevada Medicaid and Checkup business and (1) report for Overall (aggregate) business.  Submit electronically.



1)
Assets



a.
Current Assets 



Assets that are relatively liquid, usually short‑term holdings including investments maturing in one (1) year or less from the date of purchase. Restricted assets for the general performance security bond, contracts, reserves, etc., are not to be included as current assets. 



Note: Generally if an asset is to be turned into cash or is to be used to pay a current liability within one (1) year or the operating cycle, whichever is longer, it is considered current.



Line 1 – Cash and Cash Equivalents – Include cash and cash equivalents, available for current use.  Cash equivalents are investments maturing ninety (90) days or less from the date of purchase.  Exclude restricted cash (and equivalents) and any cash (and equivalents) pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 2 – Short‑Term Investments – Include readily saleable investments, including marketable securities, maturing one (1) year or less from date of purchase and expected to be redeemed or sold within one (1) year of the balance sheet date.  Exclude investments maturing ninety (90) days or less from the date of purchase and restricted securities.  Exclude investments pledged by the Contractor to satisfy the DHCFP performance security bond requirements.  



Line 3-A – Capitation Payment Receivable from DHCFP – Include net amounts receivable from DHCFP for capitation as of the balance sheet date. 



Line 3-B –  Supplemental Omnibus Reconciliation Act (SOBRA) Payment Receivable from DHCFP – Include net amounts receivable from DHCFP for maternity SOBRA payments as of the balance sheet date.



Line 4 – Reinsurance Recovery and/or Receivable – Include the value of estimated recovery.   



Line 5 – Investment Income Receivable – Include income earned but not yet received from cash equivalents, investments, performance security bonds, and short- and long-term investments. 



Line 6 – Due from Affiliates – Include the net amount of receivables due from affiliates expected to be collected within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, there won’t be a short-term asset and liability reported at the same time.  Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due from affiliates resulting from transactions in the normal course of business (i.e., claims payables, capitation payable) and non‑current amounts due from affiliates.



Line 7 – Unassigned.  



Line 8 – Other Current Assets – Include all other current assets (i.e., income taxes receivable) not accounted for elsewhere on the balance sheet. Any receivables from providers should be accounted for here; they should not be netted against the IBNRs. 




b.
Other Assets 



Line 10 – General performance security bond – Include all cash and investments pledged to meet the DHCFP performance security bond requirement.  Exclude surety bonds or letters of credit that do not represent actual assets of the Contractor.



Line 11 – Restricted Cash and Other Assets – Include cash, securities, receivables, etc., whose use is restricted.  Exclude any investments pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 12 – Long‑Term Investments – Include investments with a maturity of more than one (1) year from the date of purchase, or with no stated maturity date that are expected to be held longer than one (1) year.  Exclude any investments pledged by the Contractor to satisfy the DHCFP performance security bond requirement.



Line 13 – Due From Affiliates – Include the net amount of receivables due from affiliates not expected to be collected within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, a long‑term asset and liability will never be reported at the same time. Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate. Exclude amounts due from affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and current amounts due from affiliates.



Line 14 – Other Non‑Current Assets – Include all other non-current assets not accounted for elsewhere on the balance sheet.



c. 
Property and Equipment 



Fixed assets including land, buildings, leasehold improvements, furniture, equipment, etc.



Line 16 – Land – Include real estate owned by the Contractor.



Line 17 – Buildings – Include buildings owned by the Contractor, including buildings under a capital lease, and improvements to buildings owned by the Contractor.  Exclude improvements made to leased or rented buildings or offices.



Line 18 – Leasehold Improvements – Include capital improvements to facilities not owned by the Contractor.



Line 19 – Furniture and Equipment – Include medical equipment, office equipment, data processing hardware and software (where permitted), and furniture owned by the Contractor, as well as similar assets held under capital leases.



Line 20 – Vehicles – Include vehicles owned by the Contractor, including any vehicles held under capital lease. 



Line 21 – Other – Include all other fixed assets not falling under one of the other specific fixed asset categories.



Line 23 – Accumulated Depreciation and Amortization – Include the total of all depreciation and amortization accounts relating to the various fixed asset accounts.



2) 
Liabilities and Equity



a.
Current Liabilities



Obligations whose liquidation is reasonably expected to occur within one (1) year from the date of the balance sheet.



Line 1 – Accounts Payable – Include amounts due to creditors for the acquisition of goods and services on a credit basis.  Exclude amounts due to providers for services relating to the delivery of health care.



Line 2 – Accrued Administrative Expenses Payable – Include accrued expenses and management fees, and any other amounts, estimated as of the balance sheet date (i.e., payroll, payroll taxes).  Also include accrued interest payable on debts.



Line 3 – Capitation Payable (Providers) – Include net amounts owed to providers for monthly capitation.  Exclude capitation payable to DHCFP as a result of an overpayment (this amount should be reported on Line 9).



Line 4 – Medical Claims Payable – Include the total of reported but unpaid claims (RBUCs) and incurred but not reported claims (IBNRs).  This liability relates to claims for expense categories (Lines 6 through 35, in Report Q1).  



Line 5 – Accrued Medical Incentive Pool – Include liabilities for arrangements whereby the Contractor agrees to share utilization savings (such as withhold amounts) with various providers.  Exclude claims from providers reported in claims payable. Also exclude risk arrangements where the provider is "at risk" for excessive medical utilization. 



Line 6 – Unassigned.  



Line 7 – Current Portion of Long‑Term Debt – Include the principal amount on loans, notes, and capital lease obligations due within one (1) year of the balance sheet date.  Exclude long‑term portion of, and accrued interest on, principal on loans, notes, and capital lease obligations. 



Line 8 – Due to Affiliates – Include the net amount of payables due to affiliates expected to be paid within one (1) year of the balance sheet date. Only the net amount is reported; therefore, a short‑term asset and liability will never be reported at the same time.  Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due to affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and non‑current amounts due to affiliates. 



Line 9 – Other Current Liabilities (Specify) – Include those current liabilities not specifically identified elsewhere, i.e., income taxes payable and capitation amounts payable to DHCFP.



b.
Other Liabilities 



Those obligations whose liquidation is not reasonably expected to occur within one (1) year of the date of the balance sheet. 



Line 11 – Long‑Term Debt Excluding Current Portion – Include the long‑term portion of principal on loans, notes, and capital lease obligations.  Exclude current portion of, and accrued interest on, principal on loans, notes, and capital lease obligations (reported on Line 7). 



Line 12 – Due to Affiliates – Include the net amount of payables due to affiliates not expected to be paid within one (1) year of the balance sheet date.  Only the net amount is reported; therefore, there will never be an asset and liability reported at the same time. Include amounts that involve the lending of money, extension of credit, or any investment in an affiliate.  Exclude amounts due to affiliates resulting from transactions in the normal course of business (i.e., claims payable, capitation payable) and current amounts due to affiliates. 



Line 13 – Other Non‑Current Liabilities (Specify) – Include those non‑current liabilities not specifically identified elsewhere. Any significant amounts should be disclosed in the notes to the financial statements. 



3)   Equity 


Preferred stock; common stock; treasury stock; additional paid‑in and contributed capital and retained earnings/fund balance. 


Line 16 – Preferred Stock – Should equal the par value, or in the case of no‑par shares, the stated or liquidation value, per share multiplied by the number of issued shares.



a.

Authorized preferred stock is the number of shares that a corporation has been authorized to issue.



b.

Issued preferred stock is the cumulative total number of authorized shares issued, whether or not outstanding. The number of issued shares includes treasury stock.




c.

Outstanding preferred stock is the number of authorized shares that have been issued and are presently held by stockholders, excluding treasury stock.



Line 17 – Common Stock – Should equal the par value, or in the case of no‑par shares, the stated value, per share multiplied by the number of issued shares.  Authorized, issued, and outstanding shares have the same meanings as in Line 16.



Line 18 – Treasury Stock – Par Value Method - Amount should equal the par value per share multiplied by the number of shares held.  Cost Method - Should equal the cost of acquiring the treasury stock.



Line 19 – Additional Paid‑In Capital – Include amounts paid and contributed in excess of the par or stated value of shares issued.



Line 20 – Contributed Capital – Include capital donated to the Contractor. Describe the nature of the donation, as well as any restrictions on this capital, in the notes to financial statements. 



Line 21 – Retained Earnings/Fund Balance – Include the undistributed and inappropriate amount of earned surplus. This would be the fund balance for not-for‑profit corporations. 



C.
REPORT A3 – RELATED PARTY TRANSACTIONS 



Report information for all business segments:  Nevada Medicaid and CHIP business, Other Nevada business and Total Nevada business.  Report the total amount of each type of transaction on a separate line for the current reporting period involving any individual or entity that meets the definition/description of a related party/affiliate. For example, report all hospitalization expenses at an affiliated hospital for the period, or all medical compensation expenses to Contractor owners, including, medical directors, and/or board members. Other non‑medical service transactions should also be accounted for on this schedule, such as allocation of overhead, rent or management fees to related parties, as well as any loans and/or distribution between related parties.  For definitions and other information see Appendix A. Submit electronically.


All significant related party transactions must be prior approved, in writing, by DHCFP.



D.
ANNUAL FOOTNOTE DISCLOSURE


The purpose of the footnote disclosure requirement is to enhance understanding of the financial statements and supplemental schedules. The following list represents the minimum amount of disclosures to report.  It is not intended to include all possible disclosures.  Disclosures required by GAAP should also be included.  Submit electronically.


1)
Organizational Structure


a. How is the entity organized?  (Partnership, S‑Corporation,



501(C) (3) C‑Corporation, Governmental Unit, etc.)




b.
Date the Contractor commenced operations.




c.
Location of the Contractor’s headquarters.



d.
List the counties in which the Contractor has a managed care contract with the DHCFP.



2)
Summary of Significant Accounting Policies




a.
Revenue and expense recognition policies (when is it recognized?).



Capitation revenue, maternity kick payment revenue, reinsurance revenue, and other revenue, medical and administrative expenses.  Report for all business segments.



b. Include a statement that all medical expenses are reported net of Medicare reimbursement.  Report for all business segments.



c. "Other" Amounts – Describe material amounts included in "other" in Report Q1.  Report for Medicaid business only.



d.
Pledges/Assignments and Guarantees - Describe any pledges, assignments, or collateralized assets and any guaranteed liabilities not disclosed on the balance sheet.  Report for all business.



e.
Investment Activity – Describe investment activity occurring during the year.  This could include sales, purchases, write-downs, losses and gains.  Exclude activity relating to the DHCFP performance security bond.  Report for all business.



f. Performance security bond – Disclose the method by which the Contractor satisfied the DHCFP performance security bond requirement. This must be disclosed whether or not the amounts are included in the financial statements.  Indicate under or over funding and the reason for either.  Only report for Nevada Medicaid and CHIP business.



g.
Related Parties – Disclose transactions with related parties including receivables from, and/or payables to, related parties.  Since all related party balances are captured in Report A3, this footnote will serve to provide further detail on transactions and relationships.  Report for each business segments.


h.
Sub‑capitation – Indicate the amounts paid year-to-date under sub‑capitation arrangements, including salaried providers for Hospitalization, Physician Services or Salary, Physician Services or Capitation, and Other Medical.  Sub-capitated rates should be allocated if there is more than one service grouping included in the sub-capitated rate.  Describe the allocation methodology used for each sub-capitation.  Report for MCO business lines only.



i.
Prior Period Adjustments – Disclose and describe any adjustments made to previously submitted financial statements including those adjustments that affect the current financial statements.  Report for each business segment.



j.
Claims Payable Analysis – Explain large fluctuations in IBNR and RBUC balances from prior reports. Specifically, address changes in IBNRs and/or RBUCs of more than ten percent (10%) (on an IBNR or RBUC per member basis).   All changes, whether positive or negative, must be explained (a change of ten or more percent (10+%) could consist of reductions to cost per service, increases in utilization of services, etc.).  Each element within the change needs to be identified and explained.  Report for MCO business lines only.



k.
Risk Pools - Describe separately each risk sharing arrangement the Contractor utilizes. Key components to be included are: services covered by risk pool(s); remaining liabilities or receivables from prior fiscal years; scheduled frequency of distributions; and percent of revenues allocated to pool(s) (methodology of allocation).  Only report for Nevada Medicaid and SHCIP business.



l. Contingent Liabilities - Give details of any malpractice or other claims asserted against the Contractor, as well as the status of the case, potential financial exposure, and most likely resolution, and expected/anticipated resolution date.  Report for all business.



E.
SCHEDULE H (SECTION III) 



Report the National Association of Insurance Commissioners (NAIC) Annual Schedule “H” (Section III only).  Use the Schedule H Report form, but report Medicaid and CHIP only information for each of the three segments – Hospital Inpatient, Medical Compensation and Other Medical.    This report is an analysis of unpaid claims for the previous year and indicates the accuracy of the IBNR reserve.  Submit electronically.


2.8
INDEPENDENT AUDIT INSTRUCTIONS



The independent auditors and the Contractor can refer to American Institute of Certified Public Accountants (AICPA), Auditing and Accounting Guide, for guidance in completing the independent audit.



A.
INDEPENDENT AUDIT REPORT 



Submit a copy of the annual Independent Audit Report, Notes to the Financial Statement, and any additional schedules and reports.  The independent certified public accountant should follow GAAP in preparation of the independent audit.  A certain minimum review and disclosure is required.  Identify and review the following:  



1) All receivables from DHCFP, including billed and unbilled, reinsurance (private insurance policy) and maternity kick payment receivables.



2) All items on the Contractor only Statement of Revenue and Expenses.



3)
The Contractor only Balance Sheet with emphasis on:



Assets – Cash, Marketable Securities, Due To/From Affiliates, Accounts Receivable, Other Assets and any asset which is ten percent (10%) greater than total assets.



Liabilities – Accounts Payable, RBUCs and IBNRs, Long-Term Debt, Other Liabilities and any liability which is ten percent (10%) greater than total liabilities.



Claims Liability – The auditor must evaluate the adequacy of the claims liability reported by the Contractor.  This is determined by the IBNR methodologies used by the Contractor.  The analysis of claims expense accruals requires professional judgment and an understanding of the Contractor’s overall operating philosophy with respect to expense development and payment practices.  The auditors should refer to AICPA, Audits of Providers of Health Care Services, if additional guidance is needed.



4)
Related Parties – DHCFP is concerned with monitoring the existence of related party transactions in order to determine if any significant conflicts of interest exist in the Contractor’s ability to meet program objectives.  See Appendix A for additional information on related parties.  



The following procedures should be considered by the independent auditors in reviewing related party transactions and in accumulating the data necessary for disclosure:



a.
The auditors should obtain lists of each Contractor’s Board of Directors (or similar body), officers, key employees and shareholders (if any) in order to identify the related parties of each Contractor.  The auditors should also inquire as to the outside business interests of the individuals identified above, to determine the existence of businesses in which these individuals have or had ownership, control, or other relationships, and ascertain if these entities are currently doing business with the Contractor.  



b.
The auditors need to determine if the Contractor itself is owned, controlled or managed by another entity, or if the Contractor owns, controls or manages other entities. See the federal State Medicaid Manual regarding Parties in Interest and Ownership and Control.  



c.
Once related parties have been identified, the auditors should perform the procedures necessary to determine the existence of significant transactions between the Contractor and related parties. This should be accomplished through the review of cash receipt and cash disbursement listings, contracts and agreements, the Board of Directors minutes, accounts receivable, accounts payable, paid claims listings, and through direct inquiry.  The auditors will also need to determine whether related parties serve as Subcontractors for the Contractor for the provision of medical services.  All material transactions with related parties so identified must be disclosed in footnotes to the audited financial statements.



5)
Liquidity and Going Concern Considerations – The financial viability of contracting Contractors is a key concern and responsibility of DHCFP.   See Appendix B for additional information on Liquidity and Going Concern Considerations.  



The independent auditor should follow these procedures in reviewing liquidity and going concern issues:



a. Identify items which raise questions involving going concern considerations and assess the available evidence.



b. Consider whether there are mitigating factors and determine if they are reasonable and the likelihood of occurrence.  In assessing management's representations about mitigating factors, the auditors should obtain appropriate evidence.



c. If evidence is found, the auditor’s opinion on the financial statements should reflect the situation.



d. If a going concern problem is indicated, the auditors should ask management for a cash flow projection for the six (6) quarters following the balance sheet date. The auditors should review the projections and assumptions to determine if they are reasonable.  If a Contractor is unable to prepare a cash flow projection, the auditor should ask management to provide a written summary of the major course(s) of action for coping with the entity's going concern problems.  



If the Contractor is determined to not be a going concern, the auditors must report this to DHCFP and DOI. 



6)
Recommendation Letter – A letter of recommendation to management from the independent certified public accountant on Contractor operational needs and internal control weaknesses is mandatory for all Contractors.  The recommendation letter should identify all major Contractor operational needs, internal control weaknesses, and the status of last year's management letter recommendations.  All major deficiencies noted from the compliance test procedures should be disclosed. This is required even in the event there are no significant findings or recommendations.  All material weaknesses in internal controls, as defined by the Statements of Auditing Standards (SAS) of which the independent accountant becomes aware shall be immediately communicated, in writing, to DHCFP.  



B.
ACCOUNTANT’S REPORT ON COMPLIANCE 



Compliance tests should be applied to a representative sample of appropriate records or transactions. The objective of compliance testing is to provide information necessary to determine if errors or exceptions are significant or represent a pattern of non-compliance with regulations or requirements, refer to SAS 59. The method of selection and the size of a representative sample will vary depending upon the circumstances and the procedures performed.



A lack of documentation on the part of the Contractor is deemed de facto non-compliance with the item and is to be described as such in the report.  Errors or exceptions which are judged to be significant, represent a pattern of non-compliance with DHCFP regulations or requirements, or which have not been or are not being corrected, must be reported. 



In reporting items in which the auditor has formed no conclusions as to compliance, comments should still be included in the report. Comments concerning items not considered significant and not included in the report should generally be provided to the Contractor for appropriate action.



In instances where the independent auditor discovers fraudulent actions, reports, or statements to DHCFP, or defalcations, the auditor should refer to SAS 82, "The Independent Auditor's Responsibility for the Detection of Errors or Irregularities."  Also refer to SAS 54:  "Illegal Acts by Clients."  Any irregularities or potential “going concern” issues must be immediately reported to DHCFP and DOI.  



C.
ANNUAL AUDIT AND CONTRACTOR YTD FINANCIAL RECONCILIATION REPORT 



In addition to the annual audited financial statements, a reconciliation of the Contractor's final year‑to‑date quarterly statements to the annual audited statements must be submitted with the final audited statements.



APPENDIX A



Related Party Information



A "related party" or "affiliate" can be defined as anyone who as the power to control or significantly influence the Contractor, or be controlled or significantly influenced by the Contractor.  Accordingly, subsidiaries, parent companies, sister companies, and entities accounted for by the equity method are considered related parties, as are principal owners, Board of Directors members, management and their immediate families, and other entities controlled or managed by any of the previously listed entities or persons.  Related party transactions include all transactions between the Contractor and such related parties, regardless of whether they are conducted in an arm's length manner or are not reflected in the accounting records (e.g., the provision of services without charge or guarantees of outstanding debt).



Transactions with related parties may or may not be in the normal course of business.  In the normal course of business, there may be numerous routine and recurring transactions with parties who meet the definition of a related party.  Although each party may be appropriately pursuing its respective best interest, transactions between them must be disclosed and reviewed for reasonableness.



APPENDIX B



Liquidity and Going Concern Information



Auditors should refer to the SAS for additional guidance.



Financial statements are normally prepared under the assumption that an entity will continue operations for a reasonable period of time after the balance sheet date, i.e., on a "going concern" basis.



The going concern assumption is important in arriving at the amount and classification of assets and liabilities in the balance sheet. For example, in a non‑viable Contractor assets may not be realizable at their carrying values, additional liabilities may arise, and non‑current liabilities may become current.  



In order for the Contractor to continue as a going concern, it must be able to meet its obligations as they come due or within a reasonable period of time thereafter. Indicators that the company may not be able to meet its obligations include:



1. Negative trends (i.e., recurring operating losses, negative cash flows, increased aging of payables, etc.);


2. Defaults under loan or similar agreements; 



3.
Working capital deficiencies;       



3. Denial of credit by suppliers or bankers;         



4.
Non-compliance with statutory or contractual capital requirements;


5.
An uninsured catastrophe;


6.
Significant potential losses arising from litigation; and/or,


7.
Financial difficulty of related companies.



In addition, there may be changes in the nature and conduct of the business, such as the loss of a major market, significant disenrollment, or non-renewal of subcontracts with providers of health care services, which may cast doubt on the Contractor's ability to continue to operate.   Loss of key personnel may also give rise to such doubts.  Indication of non‑viability, however, may be mitigated where there is formal commitment by a parent organization or owner to infuse the Contractor with capital necessary to continue normal business operations.



Mitigating Factors – External factors may also cause doubts concerning the viability of an entity. Such factors may include:



1. Difficulties encountered by similar entities in the same business;    



2. Legislation passed affecting the entity's ability to operate;


3. Proposed or threatened expropriation of assets;


4. Ability exists to dispose of surplus assets or to delay the purchase of new assets;


5. Ability to obtain financing by leasing, additional borrowing or by raising additional equity capital;


6. Likelihood of debt restructuring or extending the maturity of loans;  



7.
Ability to reduce costs or eliminate losses;


8.
Likelihood of obtaining replacement markets, Subcontractors, suppliers of products or personnel; and/or,


9. Likelihood that a third party will guarantee the Contractor's liabilities.



APPENDIX C


Financial Reporting Forms
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Q1



				STATEMENT OF REVENUE, EXPENSES AND EQUITY



				SECTION 2 REPORT Q1 - Page 1



				MCO Name  ___________________________								Business Segment  _________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



				References to Dental Reporting do not apply to RFP #3260.



								FIRST QUARTER								SECOND QUARTER								THIRD QUARTER								FOURTH QUARTER								YEAR TO DATE



				MEMBER MONTHS								PMPM								PMPM								PMPM								PMPM				-				PMPM



				REVENUE



				1. Capitation								- 0								- 0								- 0								- 0				-				- 0



				2. Maternity Supplement (SOBRA)								- 0								- 0								- 0								- 0				-				- 0



				3. Investment Income								- 0								- 0								- 0								- 0				-				- 0



				4. Other Income (Specify)								- 0								- 0								- 0								- 0				-				- 0



				5.  TOTAL REVENUE				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				-				- 0



				EXPENSES



				Hospitalization Expense



				6. Hospital Inpatient								- 0								- 0								- 0								- 0				-				- 0



				7. Unassigned								- 0								- 0								- 0								- 0				-				- 0



				8. Total Hospitalization (Lines 6 + 7)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				-				- 0



				Medical Professional Services Expense



				9. Primary Care Physician Services								- 0								- 0								- 0								- 0				-				- 0



				10. Referral Physician Services								- 0								- 0								- 0								- 0				-				- 0



				11. Physician Risk Pool Expense Adjustment								- 0								- 0								- 0								- 0				-				- 0



				12. Total Medical Professional Services (Lines 9 to 11)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				Other Medical Expense



				13. EPSDT Initial Screenings								- 0								- 0								- 0								- 0				-				- 0



				14. Outpatient								- 0								- 0								- 0								- 0				-				- 0



				15. Emergency Services--Including Emergency Transportation								- 0								- 0								- 0								- 0				-				- 0



				16. Pharmacy								- 0								- 0								- 0								- 0				-				- 0



				17. Lab--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				18. Radiology--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				19. Outpatient Surgery--Excluding Physician Expenses								- 0								- 0								- 0								- 0				-				- 0



				20. Durable Medical Equipment								- 0								- 0								- 0								- 0				-				- 0



				21. Dental								- 0								- 0								- 0								- 0				-				- 0



				22. Transportation--Excluding Emergency Transportation								- 0								- 0								- 0								- 0				-				- 0



				23. Nursing Facility (NF)								- 0								- 0								- 0								- 0				-				- 0



				24. Home Health Care								- 0								- 0								- 0								- 0				-				- 0



				25. Family Planning Services



				(a) Family Planning In-Network Services								- 0								- 0								- 0								- 0				-				- 0



				(b) Family Planning Out-of-Network Services								- 0								- 0								- 0								- 0				-				- 0



				26.  Sterilization Services								- 0								- 0								- 0								- 0				-				- 0



				27. Therapy--Outpatient Services								- 0								- 0								- 0								- 0				-				- 0



				28. (a) FQHC								- 0								- 0								- 0								- 0				-				- 0



				28. (b) RHC								- 0								- 0								- 0								- 0				-				- 0



				29. Mental Health																																								- 0



				(a) Outpatient services								- 0								- 0								- 0								- 0				-				- 0



				(b) Outpatient Services for SED/SMI Participants								- 0								- 0								- 0								- 0				- 0				- 0



				STATEMENT OF REVENUE, EXPENSES AND EQUITY



				SECTION 2 REPORT Q1 - Page 2



				MCO Name  ___________________________								Business Segment  _________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



								FIRST QUARTER								SECOND QUARTER								THIRD QUARTER								FOURTH QUARTER								YEAR TO DATE



				MEMBER MONTHS								PMPM								PMPM								PMPM								PMPM								PMPM



				30. Children with Special Health Care Needs								- 0								- 0								- 0								- 0				-				- 0



				31. Vision								- 0								- 0								- 0								- 0				-				- 0



				32. Occupancy (Rent/Utilities)								- 0								- 0								- 0								- 0				-				- 0



				33. Depreciation--Exclude Administrative Assets								- 0								- 0								- 0								- 0				-				- 0



				34. Other Risk Pool Expense Adjustment								- 0								- 0								- 0								- 0				-				- 0



				35. Reinsurance Expense



				(a) Reinsurance Premium Expense								- 0								- 0								- 0								- 0				-				- 0



				(b) Reinsurance Recoveries-Purchased Reinsurance								- 0								- 0								- 0								- 0				-				- 0



				(c) Reinsurance Recoveries-DHCFP Reinsurance								- 0								- 0								- 0								- 0				-				- 0



				36. Third-Party Liability Recoveries								- 0								- 0								- 0								- 0				-				- 0



				37. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				38. Total Other Medical (Lines 13 to 37)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				39. Total Medical Expense (Lines 8+12+38)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				Administrative Expenses



				40. Compensation								- 0								- 0								- 0								- 0				-				- 0



				41. Data Processing								- 0								- 0								- 0								- 0				-				- 0



				42. Management Fees								- 0								- 0								- 0								- 0				-				- 0



				43. Insurance								- 0								- 0								- 0								- 0				-				- 0



				44. Interest Expense								- 0								- 0								- 0								- 0				-				- 0



				45. Occupancy (Rent/Utilities)								- 0								- 0								- 0								- 0				-				- 0



				46. Depreciation								- 0								- 0								- 0								- 0				-				- 0



				47. Marketing								- 0								- 0								- 0								- 0				-				- 0



				48. Interest Fees/Penalty Charges								- 0								- 0								- 0								- 0				-				- 0



				49. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				50. Total Administration (Lines 40 to 49)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				51. TOTAL EXPENSE (Lines 39+50)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				52. INCOME FROM OPERATIONS (Line 5 less Line 51)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				53. Non-Operating Income (Loss)								- 0								- 0								- 0								- 0				-				- 0



				54. INCOME (Loss) BEFORE INCOME TAXES (Line 52+53)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				55. Income Tax								- 0								- 0								- 0								- 0				-				- 0



				56. NET INCOME (Loss) AFTER INCOME TAXES				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				EQUITY



				57.  Equity Beginning of Period								- 0								- 0								- 0								- 0				- 0				- 0



				58. Increase (Decrease) in Preferred Stock								- 0								- 0								- 0								- 0				-				- 0



				59. Increase (Decrease) in Common Stock								- 0								- 0								- 0								- 0				-				- 0



				60. (Increase) Decrease in Treasury Stock								- 0								- 0								- 0								- 0				-				- 0



				61. Increase (Decrease) in Additional Paid-In Capital								- 0								- 0								- 0								- 0				-				- 0



				62. Increase (Decrease) in Contributed Capital								- 0								- 0								- 0								- 0				-				- 0



				63. Increase (Decrease) in Retained Earnings/Fund Balance								- 0								- 0								- 0								- 0				-



				(a) Net Income (Loss) (Equal to Line 56)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				(b) Dividends to Stockholders								- 0								- 0								- 0								- 0				-				- 0



				64. Other (Specify)								- 0								- 0								- 0								- 0				-				- 0



				65. EQUITY END OF PERIOD  (Lines 57 to 64)				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0				- 0



				BUSINESS SEGMENTS:   NEVADA TANF/CHAP, NEVADA CHECKUP, ALL OTHER NEVADA LINES OF BUSINESS, AND  TOTAL NEVADA BUSINESS.
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Q3



				ENROLLMENT TABLE



				SECTION 2 REPORT Q3



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



				Source of Enrollment				RECIPIENTS



								Fist Month				Second Month				Third Month				TOTAL



				MCO's MANAGED CARE BUSINESS



				1. MEDICAID



				2. CHECKUP



				3.



				4.



				TOTAL MANAGED CARE				-				-				-				-



				OTHER NEVADA BUSINESS



				1.



				2.



				3.



				4.



				TOTAL OTHER NEVADA BUSINESS				-				-				-				-



				TOTAL NEVADA BUSINESS												-				-











Q4



				UTILIZATION DATA



				SECTION 2 REPORT Q4



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Month ________________________________



								YEAR TO DATE INFORMATION



				DESCRIPTION				TANF				CHAP				CHECKUP				OTHER				TOTAL



				INPATIENT STATISTICS *



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				NORMAL NEWBORN INPATIENT



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				NEONATE NEWBORN INPATIENT



				1.  Admissions																				- 0



				2.  Patient Days																				- 0



				3.  Discharges																				- 0



				4.  Discharge Days																				- 0



				EMERGENCY ROOM VISITS																				- 0



				PHYSICIAN SERVICES



				1.  PCP Visits																				- 0



				2.  EPSDT Screening Visits																				- 0



				3.  Specialty (Referral) Visits																				- 0



				4.  Total Physician Visits																				- 0



				PRESCRIPTION DRUGS



				1.  Retail Generic																				- 0



				2.  Retail Brand																				- 0



				3.  Mail Order Generic																				- 0



				4.  Mail Order Brand																				- 0



				* Excluding normal and neonate newborns.
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Q5



				MEDICAL CLAIMS PAYABLE (RBUCs AND IBNRs)								Medicaid and Check Up Reported Separately



				SECTION 2 REPORT Q5



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Quarter Ended  _________________________



								<--------------------- Received But Unpaid Claims (RBUCs)-------------------->



				Account				1-30 Days				31-60 Days				61-90 Days				OVER 90 Days				TOTAL RBUCs				IBNRs *				RBUCs & IBNRs



				MEDICAID



				Hospitalization																				-								-



				Medical Compensation																				-								-



				Other Medical																				-								-



				TOTAL MEDICAID																				-								-



				CHECK UP



				Hospitalization																				-								-



				Medical Compensation																				-								-



				Other Medical																				-								-



				TOTAL CHECK UP																				-								-



				MEDICAID & CHECK UP



				Hospitalization				-				-				-				-				-				-				-



				Medical Compensation				-				-				-				-				-				-				-



				Other Medical				-				-				-				-				-				-				-



				TOTAL MEDICAID & CHECK UP				-				-				-				-				-				-				-



				*  Incurred but not reported claims



				Note: RBUCs' day ranges (1-30, etc.) are counted from the date of receipt of the claim by the MCO.
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Q7



				LARGE CLAIMS TRACKING - Accumulated Claims Greater than $20,000												MEDICAID  and CHECK UP - Reported Separately



				SECTION 2 REPORT Q7



				MCO Name  ___________________________



				MCOFiscal Year-End  ___________________



				Quarter Ended  _________________________



								DATES				RECIPIENT'S				YEAR TO DATE				YEAR TO DATE				DESCRIPTION OF CLAIM



				RECIPIENT'S NAME				OF SERVICE				MEDICAID #				TOTAL CLAIMS *				TOTAL PAID



				MEDICAID



				Total Medicaid												$   - 0				$   - 0



				CHECK UP



				Total Check Up												$   - 0				$   - 0



				MEDICAID and CHECK UP												$   - 0				$   - 0



				*  Submitted to the State for Stop Loss Reimbursement
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Q8a



				REPORTING GUIDE FINANCIAL SECTION 2 Q8a



				THIRD PARTY LIABILITY (TPL) MONTHLY REPORT								(Medicaid and Check Up Reported Separately)



				HMO NAME:												REPORTING PERIOD: __________________________



												TPL Name, Address,				Collection Attempts								Amount				Amount



				Enrollee Name				Enrollee Billing #				Phone #, Claim #				Type				# of Attempts				Owed				Collected



				MEDICAID



				Total Medicaid																				$   - 0				$   - 0



				CHECK UP



				Total CHECK UP																				$   - 0				$   - 0



				MEDICAID & CHECK UP																				$   - 0				$   - 0
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Q8b



				REPORTING GUIDE FINANCIAL SECTION 2 Q8b



				THIRD PARTY LIABILITY (TPL) MONTHLY REPORT				(Medicaid and Check Up Reported Separately)



				MCO NAME: XXXX												REPORTING PERIOD:    XX/XX/20XX - XX/XX/20XX



				Enrollee Name				Enrollee Billing #				Claim #				Carrier Name				Carrier Address 1				Carrier Address 2				City				State				Zip Code				Phone #				Billed Amount				Allowed Amount				Paid Amount				Cost Avoided Amount				Recovered Amount



				MEDICAID



				Total Medicaid																																																				$0.00				$0.00



				CHECK UP



				Total CHECK UP																																																				$0.00				$0.00



				MEDICAID AND CHECK UP																																																				$0.00				$0.00











Q9



				MCO Plan Name				MCO Code    ID #				Medicaid Billing No				Last Name				First Name				DOB				Gender  (M, F, U)				Cap Month Due				Cap Amount				Request Date
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Q10



				Report of Claims Received or Processed				MCO Name:								Quarter Ending:



				(Do not include drug claims)



																Count of Claims																Sum of Claim Costs



				CLAIMS PENDING ON THE LAST DAY OF THE REPORTING QUARTER:												Age as of most recent provider's submission/correspondence																Age as of most recent provider's submission/correspondence



				Category				Description				Calculation				0-30 Days				31-60 Days				+90 Days								0-30 Days				31-60 Days				+90 Days



				First-Request Claims unprocessed				Received but not yet approved, paid, denied or returned to provider for additional information				(last day of reporting quarter) - (receipt date)



				First-Request Claims approved but not yet paid				Approved for payment but not yet paid				(last day of reporting quarter) - approved date)



				Second-Request Claims unprocessed				Received with previously requested information but not yet approved, paid, denied or returned to provider for additional information				(last day of reporting quarter) - (second-request receipt date)



				Second-Request Claims approved but not yet paid				Approved for payment but not yet paid				(last day of reporting quarter) - (second-request approved date)



																Count of Claims																Sum of Claim Costs



				CLAIMS PAID DURING THE REPORTING QUARTER:												Age as of most recent provider's submission/correspondence																Age as of most recent provider's submission/correspondence



				Category				Description				Calculation				0-30 Days				31-60 Days				+90 Days								0-30 Days				31-60 Days				+90 Days



				Paid lag time				Claims paid in the reporting quarter				(paid date - approved date)



				Category								Claim Count



				Total First-Request Claims received for the three month period



				Total First-Request Claims approved in the three month period



				Total First-Request Claims paid in the three month period



				Total First-Request Claims Denied in the three month period



				Total First-Request Claims requiring additional information from providers



				Total Second-Request claims received in the three month period



				Total Second-Request Claims approved in the three month period



				Total Second-Request Claims paid in the three month period



				Total Second-Request Claims Denied in the three month period



				Total Second-Request Claims requiring additional information from providers



				Definition of Terms:



				First-Request Claim is the provider's first submission of the claim.



				Second-Request Claim is the provider's second (third, fourth, etc.) submission of a previously submitted claim in response to Vendor's request for additional information.



				Claims, for the purpose of this report, excludes drug claims.







&CClaims Report



&L&Z&F&A&R&D  &P of &N







A1



				LISTING OF MCO OFFICERS AND DIRECTORS



				SECTION 2 REPORT A1



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



												TYPE OF				AMOUNT OF



				NAME and TITLE				RELATIONSHIP TO HMO				COMPENSATION				COMPENSATION



				Type of compensation may include, but is not limited to:  salary, contract, director's fees, bonuses, stock options, etc.



				Amounts (dollar values of compensation received) should also be included.
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A2



				BALANCE SHEET - ASSETS



				SECTION 2 REPORT Q2 - PAGE 1



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



				CURRENT ASSETS				AMOUNT



				1. Cash and Cash Equivalents



				2. Short-Term Investments



				3-A. Capitation Receivable



				3-B. Maternity (SOBRA) Payment Receivable



				4.  Reinsurance Receivable



				a. Billed



				b. Unbilled



				c. Advances



				d. Net Receivable				- 0



				5. Investment Income Receivable



				6. Due from Affiliates



				7. Unassigned



				8. Other Current Assets



				9. TOTAL CURRENT ASSETS (Items 1 through 8)				- 0



				OTHER ASSETS



				10. General Performance Security Deposit



				11. Restricted Cash and Other Assets



				12. Long-Term Investments



				13. Due from Affiliates



				14. Other Non-Current Assets



				15. TOTAL OTHER ASSETS (Items 10 through 14)				- 0



				PROPERTY AND EQUIPMENT



				16. Land



				17. Buildings



				18. Leasehold Improvements



				19. Furniture and Equipment



				20. Vehicles



				21. Other



				22. Total Property and Equipment (Items 16 through 21)				- 0



				23. Less Accumulated Depreciation and Amortization



				24. NET PROPERTY AND EQUIPMENT (Items 22 and 23)				- 0



				25. TOTAL ASSETS (Items 9, 15, and 24)				- 0



				BALANCE SHEET - LIABILITIES AND EQUITY



				SECTION 2 REPORT Q2 - PAGE 2



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



				CURRENT LIABILITIES				AMOUNT



				1. Accounts Payable



				2. Accrued Administrative Expenses Payable



				3. Capitation Payable (Providers)



				4. Medical Claims Payable



				5. Accrued Medical Incentive Pool



				6. Unassigned



				7. Current Portion of Long-Term Debt



				8. Due to Affiliates



				9. Other Current Liabilities (Specify)



				10. TOTAL CURRENT LIABILITIES (Items 1 through 9)				- 0



				OTHER LIABILITIES



				11. Long-Term Debt Excluding Current Portion



				12. Due to Affiliates



				13. Other Non-Current Liabilities (Specify)



				14. TOTAL OTHER LIABILITIES (Items 11 through 13)				- 0



				15. TOTAL LIABILITIES (Items 10 and 14)				- 0



				EQUITY



				16. Preferred Stock (Par Value________)



				(# of Shares Authorized, Issued and Outstanding)



				17. Common Stock (Par Value___________)



				(# of Shares Authorized, Issued and Outstanding)



				18. Treasury Stock (# of Shares)



				19. Additional Paid-In Capital



				20. Contributed Capital



				21. Retained Earnings/Fund Balance



				22. TOTAL EQUITY (Items 16 through 21)				- 0



				23. TOTAL LIABILITY AND EQUITY (Items 15 and 22)				- 0
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A3



				RELATED PARTY TRANSACTIONS



				SECTION 2 REPORT A3



				MCO Name  ___________________________



				MCO Fiscal Year-End  ___________________



				Statement as of _________________________



				Business Segment _______________________



												INCOME OR				EXPENSE OR



				NAME OF RELATED PARTY				DESCRIPTION OF TRANSACTIONS				RECEIPTS				DISTRIBUTIONS				RECEIVABLE				PAYABLE



				TOTALS								- 0				- 0				- 0				- 0
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3.
ENROLLEE AND PROVIDER GRIEVANCE AND APPEALS REPORTING



3.1
PURPOSE AND OBJECTIVE



Under current federal regulations (42 CFR Part 438 Subpart F),  Medicaid managed care organizations must have an internal process that provides for prompt resolution of enrollee grievances and appeals, are approved by the State, and assure that individuals with authority to require corrective action are involved in the process.  In addition, Medicaid law requires managed care organizations to provide enrollees with access to the State Fair Hearing process if an appeal is not resolved wholly in favor of the enrollee.



Nevada Medicaid managed care organizations are also required to establish an internal process that provides for prompt resolution of provider grievance and appeals.  Nevada Revised Statute 422.306 requires that, when an appeal is not decided wholly in favor of the provider through the managed care organization’s internal process, the provider has the right to request a State Fair Hearing from the DHCFP.



In the course of resolving grievances or appeals, as in the normal course of business, Medicaid managed care organizations may encounter situations in which enrollees or providers are suspected of Medicaid fraud.  Per Section 2.9.1(B), the managed care organization may even shorten the timeframe for issuing Notices of Action if an enrollee is suspected of fraud.  To assist managed care organizations in reporting suspected enrollee or provider fraud to the government entity authorized to investigate, Appendix B of this Section includes the appropriate forms.  When fraud is suspected, the managed care organizations are required to submit investigation forms to the DHCFP immediately.



3.2 
EFFECTIVE DATES AND REPORTING TIME FRAMES



The provisions and requirements of this guide are part of the contract.  All reports in Section 3 are due as specified in the following table. 



3.3
RESOLUTION REPORTING TABLE



TABLE 1



REPORTING REQUIREMENTS



Number          
     
Description




     Due Date


Report 1


MCO/Subcontractor Grievance
10 business days following 








Reporting Form
  month-end and quarter-end 


Report 2
Notice of Action (NOA) Reporting Form
10 business days following 
month-end and quarter-end



Report 3


MCO Appeals Reporting Form 
10 business days following 










month-end and
 quarter-end



Report 4


Subcontractor’s Appeals Reporting Form
10 business days following 










month-end and quarter-end




Report 5


MCO Provider Dispute Reporting Form
10 business days following 










month-end and quarter-end


Report 6

Subcontractor’s Provider Dispute 

10 business days following






Reporting Form


month-end and quarter-end



*Reports 1 – 6 must also be reported monthly by the tenth (10th) business day following the end of the month and end of the quarter.


Report 7

MCO Program Integrity 


10 business days after





Provider Referral Form


opening the investigation



                                   If marked as Provider  Credible
2 business days after


                                   Allegation of  Fraud  (CAF) on
opening the investigation


                                   Referral Form



Report 8

MCO Program Integrity


10 business days after





Recipient Referral Form


opening the investigation



                                    If marked as Credible Allegation 

2 business days after


                                    of  Fraud (CAF) on Referral Form
     opening the investigation


Report 9

MCO Program Integrity


10 business days following







Monthly Report



month-end



Report 10

MCO Program Integrity


10 business days following







Quarterly Report



quarter-end


3.4
INSTRUCTIONS FOR REPORTING - Comprehensive recipient grievance, notice, and



 appeal information, fair hearing requests, and provider dispute information, including, but



 not limited to, specific outcomes, shall be retained for each occurrence for review by the



 DHCFP. Grievances and appeals must be reported separately.


REPORT 1 – MCO/SUBCONTRACTOR ENROLLEE GRIEVANCE REPORTING FORM



For each month of the calendar year, report the number of enrollee grievances received, whether verbal or written.  The information must include grievances relating to the managed care organization (MCO) and/or primary care physician or primary care site operation activities, or behavior that pertains to, but not limited to: availability, delivery or quality of care, and acceptability.  The Grievance Report must also include all grievances received, whether verbal or written, by the MCO’s subcontractor(s) that are delegated this responsibility or have the responsibility to refer grievances to the MCO for resolution. The reported information must indicate the time frame for resolution completion, i.e., less than or equal to ninety (90) days or greater than ninety (90) days.  



REPORT 2 – NOTICE OF ACTION (NOA) REPORTING FORM



For each month of the calendar year, report the number of notices of action (NOA) provided to enrollees and providers, and the time frame in which the notices were sent, i.e., less than or equal to 10 days before the date of action or greater than 10 days before the date of action.  An NOA is required to be provided timely for each action taken on every service authorization request, regardless of requestor and whether written or oral. The NOA Report must also include all notices provided by the MCO’s subcontractor(s) that are delegated this responsibility.




REPORT 3 – MCO ENROLLEE APPEAL REPORTING FORM



For each month of the calendar year, report the number of enrollee appeal requests received.  Appeal requests are related to a denial of a service authorization, reduction or termination of current services or other service limitations.  The reported information must include recipient dispute issues pertaining but not limited to: type of service, e.g. DME; type of adverse action stating if it was a reduction, termination or denial of services and if the service was reversed at the appeal level. The reported information must indicate the time frame for appeal completion, i.e., less than or equal to thirty (30) days or greater than thirty (30) days for standard appeal resolution and less than or equal to three (3) days or greater than three (3) days for expedited appeal resolution.  




REPORT 4 – SUBCONTRACTOR ENROLLEE APPEAL REPORTING FORM



For each month of the calendar year, report the number of enrollee appeal requests received by any subcontractor to whom this responsibility has been delegated.  Appeal requests are related to a denial of a service authorization, reduction or termination of current services or other service limitations. The reported information must indicate the time frame for appeal completion, i.e., less than or equal to thirty (30) days or greater than thirty (30) days for standard appeal resolution and less than or equal to three (3) days or greater than three (3) days for expedited appeal resolution.  .




REPORT 5 – MCO PROVIDER GRIEVANCE AND APPEAL REPORTING FORM



For each month of the calendar year, report the number of provider grievances and appeals received, whether verbal or written.  The reported information must include provider dispute issues pertaining but not limited to: policy and procedures issues, denied claims and any claim issues with regard to processing time.  The reported information must indicate the time frame for resolution completion, i.e.,  less than or equal to thirty (30) days or greater than thirty (30) days for appeal resolution and less than or equal to ninety (90) days or greater than ninety (90) days for grievance resolution 




REPORT 6 – SUBCONTRACTOR PROVIDER GRIEVANCE AND APPEAL REPORTING FORM




For each month of the calendar year, report the number of provider grievances and appeals received, whether verbal or written, by any subcontractor to whom this responsibility has been delegated.    The reported information must include provider dispute issues pertaining but not limited to: policy and procedures issues, denied claims and any claim issues with regard to processing time.  The reported information must indicate the time frame for resolution completion, i.e., less than or equal to thirty (30) days or greater than thirty (30) days for appeal resolution and less than or equal to ninety (90) days or greater than ninety (90) days for grievance resolution.  



REPORT 7 – MCO PROGRAM INTEGRITY PROVIDER REFERRAL FORM


Each allegation of provider fraud, waste, abusive billing, or improper payments received by the MCO must be reported within ten (10) business days. If the referral is a CAF, it must be reported as soon as possible and within two (2) business days. 


REPORT 8 – MCO PROGRAM INTEGRITY RECIPIENT REFERRAL FORM


Each allegation of recipient fraud received by the MCO must be reported within ten (10) business days. If the referral is a CAF, it must be reported as soon as possible and within two (2) business days.


REPORT 9 – MCO PROGRAM INTEGRITY MONTHLY REPORT


The status of all new and ongoing investigations, and all investigations which have been closed since the previous report are to be reported on a monthly basis.


REPORT 10 – MCO PROGRAM INTEGRITY QUARTERLY REPORT


A list of all referrals from the previous quarter is to be reported on a quarterly basis.







APPENDIX A



Resolution Reporting Forms
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Program Integrity Recipient Referral Form







1. RECIPIENT INFORMATION



				Recipient Name 



				DOB



				Med ID



				MCO 



				Type of Referral 







				



				



				



				|_| AGP







|_| HPN 



				



|_| Credible Allegation of Fraud (CAF)







				Address



				Telephone number



				Email Address







				



				



				















2. ALLEGATION INFORMATION



				Source of Complaint



				Medicaid Eligibility Period (if known)



				Date of Service



				



				Approx. range 



of dollars involved



				Procedure Code/Modifier







				



				



				



				



				



				







				Referred by (name & contact number of person doing the referral)



				Date referral reported to SUR







				



				







				Summary of Allegation







				Provide names of individual recipients.  If relevant, provide provider information.  Provide enough information to reconstruct the alleged events.  Use additional sheet if necessary.







				







				Current status of the MCO investigation or action taken:



















3. INSTRUCTIONS



				· Complete & send ALL referrals forms  to NPI@DHCFP.nv.gov



· Referrals should be encrypted



				DHCFP use only



· SUR Case                                      Yes |_|      No |_|



· Forwarded to MFCU                     Yes |_|      No |_|



· Forwarded to  DWSS                     Yes |_|     No |_|
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Provider Referrals



																												Monthly Reporting 



																												Provider Referrals



				Billing Provider Name				NPI				Date Received				Source of Referral				Allegation				Credible Allegation of Fraud? Y/N				Date Referred to NPI e-mail				Status of Case Being Worked By MCO				Notes				Final Recoupment Amount				New, Ongoing, or Closed Within Last 30 Days?				Date of Closure 				Closure Reason











































































				*Please suspend further investigation on any cases which have credible allegations of fraud, until directed otherwise by SUR.  All other cases may continue to be worked by the MCOs. 



				*When you send the referrals to the NPI inbox, please use the following as a subject line: HPN Provider; HPN Recipient; HPN CAF Provider; and HPN CAF Recipient.



				*All referrals sent must be encrypted.  Please send the encrypted e-mail, followed by a separate e-mail with the password.







Report 9-MCO Monthly Report 
	








Recipient Referrals



																Monthly Reporting 



																Recipient Referrals



				Recipient Name				Medicaid ID 				Date Received				Source of Referral				Allegation				Credible Allegation of Fraud? Y/N				Date Referred to NPI e-mail				Status of Case Being Worked by MCO				Notes				New, Ongoing, or Closed Within Last 30 Days?				Date of Closure 				Closure Reason



















































Sheet1



				New				Yes



				Ongoing				No



				Closed














Total Numbers



				MCO Quarterly Report



				Reporting Period



				Number of MCO Investigations



								Providers				Recipients



				New



				Ongoing



				Closed



				Totals for Quarter ?				0				0



				Number of Referrals sent to NV Medicaid



								Providers				Recipients



				April



				May



				June



				Total for Quarter ?				0				0



				Number of Suspected Fraud Referrals sent to NV Medicaid



								Providers				Recipients



				April



				May



				June



				Total for Quarter ? 				0				0







Report 10-MCO Quarterly Report Template	








Detailed Breakdown



				MCO Quarterly Report



				Reporting Period











				MCO Investigations



				Provider name				 Provider NPI				Date forwarded to NPI				New, Ongoing or Closed?



















				Recipient name				Recipient Med ID				Date forwarded to NPI				New, Ongoing or Closed?























				Referrals sent to Nevada Medicaid



				Provider Name				Provider NPI				Date forwarded to NPI



















				Recipient Name				Medicaid ID number				Date forwarded to NPI























				Suspected Fraud Referrals sent to Nevada Medicaid



				Provider Name				Provider NPI				Date forwarded to NPI



















				Recipient Name				Medicaid ID number				Date forwarded to NPI



















































Sheet1



				New



				Ongoing



				Closed














_1527070426.xls


Report 1 - Enrollee Grievances



				MANAGED CARE / SUBCONTRACTOR



				ENROLLEE GRIEVANCE REPORT FORM



				MCO NAME:



				REPORT QUARTER / YEAR:



				MCO GRIEVANCES				TOTAL NUMBER OF UNRESOLVED GRIEVANCES RECEIVED IN PREVIOUS REPORTING MONTH				TOTAL NUMBER OF GRIEVANCES RECEIVED THIS REPORTING PERIOD								RESOLUTION < OR EQUAL TO 90 DAYS GRIEVANCES IN COLUMNS 1 + 2								RESOLUTION > 90 DAYS GRIEVANCES IN COLUMNS 1 + 2								NUMBER OF AFFIRMED GRIEVANCES IN COLUMNS 1 + 2								NUMBER OF UNFOUNDED GRIEVANCES IN COLUMNS 1 + 2



				ACCESS TO CARE



				QUALITY OF CARE



				APPROPRIATE (see definition)



				*DENIALS - other



				SUBTOTALS



				SUBCONTRACTOR GRIEVANCES



				ACCESS TO CARE



				QUALITY OF CARE



				APPROPRIATE (see definition)



				*DENIALS - other



				SUBTOTALS



				TOTALS







&R&12Section 3 - Report 1
Enrollee Grievances Report (MCO/Subcontractor)







Report 2 - NOA Report



				MCO / SUBCONTRACTOR



				NOTICE OF ACTION REPORTING FORM



				MCO NAME:



				REPORT QUARTER / YEAR:



				MCO NOTICE OF ACTION				TOTAL NUMBER OF NOAs TO DATE				TOTAL NUMBER OF NOAs THIS REPORTING PERIOD								TOTAL NUMBER OF NOAs SENT TO ENROLLEES THIS REPORTING PERIOD								TOTAL NUMBER OF NOAs SENT TO PROVIDERS THIS REPORTING PERIOD								TOTAL NUMBER OF NOAs SENT < OR EQUAL TO 10 DAYS BEFORE DATE OF ACTION								TOTAL NUMBER OF NOAs SENT > 10 DAYS BEFORE DATE OF ACTION



				DENIAL OF SAR*



				REDUCTION OF SAR*



				TERMINATION OF SAR*



				SUSPENSION OF SAR*



				SUBTOTALS



				SUBCONTRACTOR NOTICE OF ACTION



				DENIAL OF SAR*



				REDUCTION OF SAR*



				TERMINATION OF SAR*



				SUSPENSION OF SAR*



				SUBTOTALS



				TOTALS







&RSection 3 - Report 2 MCO/Subcontractor NOA Reporting Form







Report 3 - MCO Enrollee Appeals



				MCO ENROLLEE



				APPEAL REPORT FORM



				MCO NAME:



				Report Quarter / Year:



				MCO BASIS OF ACTION				TOTAL NUMBER OF APPEAL REQUESTS UNRESOLVED FROM PREVIOUS REPORTING PERIOD				TOTAL NUMBER OF APPEAL REQUESTS THIS REPORTING PERIOD								NUMBER OF STANDARD APPEAL REQUESTS FROM COLUMNS 1 + 2								NUMBER OF EXPEDITED APPEAL REQUESTS FROM COLUMNS 1 + 2								NUMBER OF STANDARD APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS								NUMBER OF STANDARD APPEALS RESOLVED IN > 30 DAYS								NUMBER OF EXPEDITED APPEALS RESOLVED IN < OR EQUAL TO 3 DAYS								NUMBER OF EXPEDITED APPEALS RESOLVED IN > 3 DAYS								TOTAL NUMBER OF APPEALS AFFIRMED								TOTAL NUMBER OF APPEALS DENIED								TOTAL NUMBER OF APPEALS REFERRED TO STATE FAIR HEARING



				DENIAL OF SERVICE OR PAYMENT AUTHORIZATION



				REDUCTION OF SERVICE



				SUSPENSION OF SERVICE



				TERMINATION OF SERVICE



				TIMELINESS OF SERVICE/PAYMENT AUTHORIZATION



				DENIAL OF EXPEDITED SERVICE AUTHORIZATION REQUEST



				TOTALS







&R&12Section 3 - Report 3 
MCO Enrollee Appeal Report



&R&8Effective 7/1/06







Report 4-Subcontractor Appeals



				MCO SUBCONTRACTOR



				ENROLLEE APPEAL REPORT FORM



				MCO NAME:



				Report Quarter / Year:



				SUBCON-TRACTOR BASIS OF ACTION				TOTAL NUMBER OF APPEAL REQUESTS UNRESOLVED FROM PREVIOUS REPORTING PERIOD				TOTAL NUMBER OF APPEAL REQUESTS THIS REPORTING PERIOD								NUMBER OF STANDARD APPEAL REQUESTS FROM COLUMNS 1 + 2								NUMBER OF EXPEDITED APPEAL REQUESTS FROM COLUMNS 1 + 2								NUMBER OF STANDARD APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS								NUMBER OF STANDARD APPEALS RESOLVED IN > 30 DAYS								NUMBER OF EXPEDITED APPEALS RESOLVED IN < OR EQUAL TO 3 DAYS								NUMBER OF EXPEDITED APPEALS RESOLVED IN > 3 DAYS								TOTAL NUMBER OF APPEALS AFFIRMED								TOTAL NUMBER OF APPEALS DENIED								TOTAL NUMBER OF APPEALS REFERRED TO STATE FAIR HEARING



				DENIAL OF SERVICE OR PAYMENT AUTHORIZATION



				REDUCTION OF SERVICE



				SUSPENSION OF SERVICE



				TERMINATION OF SERVICE



				TIMELINESS OF SERVICE/PAYMENT AUTHORIZATION



				DENIAL OF EXPEDITED SERVICE AUTHORIZATION REQUEST



				TOTALS







&RSection 3 - Report 4
MCO Subcontractor Enrollee Appeal Report Form



&REffective 7/01/06







Report 5 - MCO Provider Dispute



				MCO PROVIDER



				GRIEVANCE AND APPEAL REPORT FORM



				MCO NAME:



				Report Quarter / Year:



				TYPE OF PROVIDER DISPUTE				TOTAL NUMBER OF PROVIDER DISPUTES CARRIED OVER FROM PREVIOUS REPORT				TOTAL NUMBER OF PROVIDER DISPUTES THIS REPORTING PERIOD								NUMBER OF GRIEVANCES RESOLVED IN < OR EQUAL TO 90 DAYS FROM COLUMNS 1 + 2								NUMBER OF GRIEVANCES RESOLVED IN > 90 DAYS FROM COLUMNS 1 + 2								NUMBER OF APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS								NUMBER OF APPEALS RESOLVED IN > 30 DAYS								AVERAGE RESOLUTION TIME OF ALL DISPUTES (IN DAYS)								NUMBER OF DISPUTES AFFIRMED								NUMBER OF DISPUTES DENIED



				Denied Claims -PRIOR AUTHORIZATION NOT OBTAINED																N/A								N/A



				Denied Claims - STALEDATE ISSUES																N/A								N/A



				Denied Claims - NON-COVERED BENEFIT																N/A								N/A



				Denied Claims - *OTHER CLAIMS ISSUES																N/A								N/A



				SUBTOTALS																N/A								N/A



				TIMELY PAYMENT																																N/A								N/A



				HMO COVERAGE POLICY AND PROCEDURE ISSUES																																N/A								N/A



				OTHER PROVIDER DISPUTES																																N/A								N/A



				SUBTOTALS																																N/A								N/A



				GRAND TOTALS







&R&12Section 3 - Report 5 
MCO Provider Grievance and Appeal Report Form







Report 6-Subcontractor Dispute



				MCO SUBCONTRACTOR



				GRIEVANCE AND APPEAL REPORT FORM



				MCO NAME:



				Report Quarter / Year:



				TYPE OF PROVIDER DISPUTE				TOTAL NUMBER OF PROVIDER DISPUTES CARRIED OVER FROM PREVIOUS REPORT				TOTAL NUMBER OF PROVIDER DISPUTES THIS REPORTING PERIOD								NUMBER OF GRIEVANCES RESOLVED IN < OR EQUAL TO 90 DAYS FROM COLUMNS 1 + 2								NUMBER OF GRIEVANCES RESOLVED IN > 90 DAYS FROM COLUMNS 1 + 2								NUMBER OF APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS								NUMBER OF APPEALS RESOLVED IN > 30 DAYS								AVERAGE RESOLUTION TIME OF ALL DISPUTES (IN DAYS)								NUMBER OF DISPUTES AFFIRMED								NUMBER OF DISPUTES DENIED



				Denied Claims -PRIOR AUTHORIZATION NOT OBTAINED



				Denied Claims - STALEDATE ISSUES



				Denied Claims - NON-COVERED BENEFIT



				Denied Claims - *OTHER CLAIMS ISSUES



				SUBTOTALS



				TIMELY PAYMENT



				HMO COVERAGE POLICY AND PROCEDURE ISSUES



				OTHER PROVIDER DISPUTES



				SUBTOTALS



				GRAND TOTALS







&R&12Section 3 - Report 6 
Subcontractor Provider Grievance and Appeal Report Form



&REffective 7/01/06
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STATE OF 
NEVADA
Department of Health and Human Services
Division of Health Care Financing and Policy
)







 (
STATE OF 
NEVADA
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Program Integrity Provider Referral Form







1. PROVIDER INFORMATION



				Provider Name 



				NPI



				MCO 



				Type of Referral 







				



				



				|_| AGP







|_| HPN 



				|_| Credible Allegation of Fraud (CAF)











				Address



				Telephone number



				Email Address







				



				



				















2. ALLEGATION INFORMATION



				Source of Complaint



				Overpayment Identified



				Date of Service



				Provider Type



				Approx. range 



of dollars involved



				Procedure Code/Modifier







				



				|_| No 



|_| Yes     Amount $



				



				



				



				







				Referred by (name & contact number of person doing the referral)



				Date referral  reported to SUR







				



				







				Summary of Allegation







				Provide names of individual providers and provider employees involved.  If relevant, provide recipient information.  Provide enough information to reconstruct the alleged events.  Use additional sheet if necessary.







				































































































































				Current status of the MCO investigation or action taken:











3. INSTRUCTIONS



				· Complete & send ALL referrals forms  to NPI@DHCFP.nv.gov



· Referrals should be encrypted



				DHCFP use only



· SUR Case                                        Yes |_|      No |_|



· Forwarded to MFCU                       Yes |_|      No |_|



· Forwarded to  DWSS                      Yes |_|      No |_|
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		Report 7-MCO Program Integrity Provider Referral Form
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4.
QUALITY ASSURANCE REPORTING



4.1
PURPOSE AND OBJECTIVE



The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.



The current contract population includes eligible Medicaid recipients, Title XIX, and Title XXI Nevada Check Up.  Traditionally, the Medicaid population is a high-risk, high-volume user of health care services.



Quality assurance reporting is required to measure and track the contracted health plan’s performance improvement initiatives, pursuant to the Contract and federal regulations. The contractor will be required to provide Quality reporting data stipulated in this section as well as the RFP. 


4.2
QUALITY ASSURANCE REPORTING TABLE



TABLE 1



REPORTING REQUIREMENTS



Number               Description


Due Date


Report 1A
Maternal and Birth Data Report


45 days after quarter-end





(Medicaid)







Report 1B
Maternal and Birth Data Report


45 days after quarter-end




(Check Up)




Report 2A
Dental Report, Provider


1st business day of month with a 3



Report 2B
Dental Report, Patient



month lag time to allow sufficient



Report 2C
Dental Report, Service Count and Cost
time for claims to be processed. 



Report 2D
Dental Report, Enrollment






Report 3
CMS 416 Report
 


60 days after FFY end and 









45 days after FF quarter-end



Report 4          Case Management Stop Loss Review Form     Internal Reporting Form


Report 5         Member High-Cost Report        

Instructions for completing the form 










attached to the report form


Report 6A       Hospital Adequacy Report

 



Report 6B
Network Adequacy Report


Reports 6A-6D are due 45 days


Report 6C
Dental Network Adequacy Report

after quarter-end


Report 6D
Out of State Services Report


Report 7
Maternity Risk Screen
Form


per MSM Chapter 600


Report 8A
Death Report




45 days after quarter-end




(Medicaid)



Report 8B
Death Report




45 days after quarter-end





(Check Up)



Report 9
Insure Kids Now Dental Provider Network
1st business day of the 











month after quarter-end


Report 10
Network Providers



15 days after month-end


4.3
INSTRUCTIONS FOR REPORTING




REPORT 1 – MATERNITY AND BIRTH DATA REPORT




Report 1A - Report for Title XIX Medicaid Enrollees




Report 1B – Report for Title XXI Nevada Check Up Enrollees



Report quarterly for all data fields noted.  If delivery has not yet occurred, note “Not Applicable” or N/A in data fields which request specific information about the birth and the baby (such as birth weight, baby’s name, SS#, etc.)  Report information for the Medicaid and Nevada Check Up population on Report 1A and Report 1B, respectively.  



REPORT 2 –DENTAL:


Report 2A: Instructions Provider Template: provide a monthly count of providers (by provider type) who provided at least one dental service, broken out between Medicaid and SCHIP.



Report 2B: Patient Template – Provide an unduplicated count of patients, by age category listed, who received at least one dental service (i.e. if a patient received multiple services in a given month, only count that patient once), broken out between Medicaid and CHIP.



Report 2C: Service Count and Costs Template – Provide a monthly count of services and costs by each procedure code grouping, by age category listed, broken out between Medicaid and SCHIP.



Report 2D: Enrollment Template – Provide a monthly combined count of enrollees for Medicaid and CHIP ages 0-20. Enrollee should be counted if they were enrolled at anytime during the month.




REPORT 3 - CMS 416



The CMS 416 Report is submitted quarterly for a federal fiscal year (FFY), October 1st through September 30th. The final CMS 416 Report must be submitted to DHCFP no later than March 1st after the FFY reporting period. CMS 416 Report is due to DHCFP 60 days after FFY end, and 45 days after each federal fiscal quarter-end. All data fields must be completed for each reporting period.  




REPORT 4 -    CASE MANAGEMENT STOP LOSS REVIEW- 




(See instructions attached to report form)



REPORT 5-   MEMBER HIGH-COST REPORT- 


(See instructions attached to report form)



REPORT 6- NETWORK ADEQUACY REPORTS


The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the access and availability of its network.  



 



Report 6A: Hospital Adequacy: The Vendor must provide DHCFP with a quarterly report on the adequacy of contracted hospitals to the assigned recipient caseload.  The report shall document the number and types of specialties covered by contracted hospitals.  



Report 6B: Network Adequacy: The Vendor must provide DHCFP with a quarterly report on the adequacy of its provider and specialists network to the assigned recipient caseload.  The report shall document the number and types of specialties covered by the contractor. 



Report 6C: Dental Network Adequacy: The Vendor must provide DHCFP with a quarterly report on the adequacy of its dental provider network to the assigned recipient caseload.  The report shall document the number and types of specialties (to include dental hygiene) covered by the contractor. 



Report 6D : Out of State Services Report: The Vendor must provide DHCFP with a quarterly report for each geographic area, reporting the number of enrollees who traveled out of state, the number of trips out of state, and the total cost of out of state services




REPORT 7- MATERNITY RISK SCREEN 


DHCFP requires the Vendor to require their contracted providers to, in good faith, to complete the Maternal Risk Screen at the initial office visit. If the screen or physician determines the recipient is “High Risk” the physician can send a referral for case management to the MCO and Social risk factors identified must be communicated and coordinated between the physicians and MCO staff to promote optimal birth outcomes (This report stays with the MCO. DHCFP and it’s EQRO may review the health plan’s compliance during an on-site review or may request the information periodically).




REPORT 8 – DEATH REPORT




Report 8A - Report for Title XIX Medicaid Enrollees




Report 8B – Report for Title XXI Nevada Check Up Enrollees



Report quarterly for all data fields noted. Report information for the Medicaid and Nevada Check Up population on Report 8A and Report 8B, respectively


REPORT 9 – INSURE KIDS NOW PROVIDER NETWORK


Per new Federal Legislation under the 2009 CHIP Act, all States that provide Medicaid and SCHIP dental services for child recipients must list all participating dental providers on the national Insure Kids Now website. 



The following data must be reported in a pipe delimited format: 



National Provider Identifier, Provider Affiliation (Private Practice, Community Health Center, Health Department, Other), Provider First Name, Provider Last Name, Group Practice Name, Active Status, Provider Physical Site Street Address, Provider City, Provider State, Provider Zip Code, Provider Phone Number, Provider Specialty (General Dentist, Pediatric Dentist, Oral Surgeon, Orthodontist, Endodontist, Periodontist), Accepts New Patients and Can Accommodate Special Needs Patients.


REPORT 9 – NETWORK PROVIDERS


APPENDIX A



 Quality Reporting Forms



Section 4_Report 1A and 1B Maternal and Birth, EPSDT Reports
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Section 4_Report 2A_Dental Report-Provider Template



			Providers Who Provide At Least One Dental Service


			


			


			





			Provide a monthly count of providers (by provider type) who provided at least one dental service, broken out between Medicaid and CHIP.


			


			


			





			 


			Provider Counts





			Medicaid


			Medicaid


			CHECKUP


			Unduplicated





			Provider Type


			


			


			





			010 Outpatient Surgery, Hosp Based


			


			


			





			011 Hospital, Inpatient


			


			


			





			012 Hospital, Outpatient


			


			


			





			017 Special Clinics


			


			


			





			020 Physician, M.D.,Osteopath


			


			


			





			022 Dentist


			


			


			





			024 Certified R.N. Practitioner


			


			


			





			031 Healthy Kids Screening


			


			


			





			056 Mental Hosp (Rehab/Sp), Inpatient


			


			


			





			077 Physicians Assistant


			


			


			





			etc...


			


			


			





			Total


			


			


			





			 


			


			


			





			CHIP


			


			


			





			Provider Type


			


			


			





			010 Outpatient Surgery, Hosp Based


			


			


			





			011 Hospital, Inpatient


			


			


			





			012 Hospital, Outpatient


			


			


			





			017 Special Clinics


			


			


			





			020 Physician, M.D.,Osteopath


			


			


			





			022 Dentist


			


			


			





			024 Certified R.N. Practitioner


			


			


			





			031 Healthy Kids Screening


			


			


			





			056 Mental Hosp (Rehab/Sp), Inpatient


			


			


			





			077 Physicians Assistant


			


			


			





			etc...


			


			


			





			Total


			


			


			





			


			


			


			








Section 4_Report 2B_Dental Report-Patient Template



			Patients Who Received At Least One Dental Service


			


			 


			 





			Provide an unduplicated count of patients, by age category listed, who received at least one dental service (i.e., if a patient received multiple dental services in a given month, only count that patient once), broken out between Medicaid and CHIP.





			





			 Month/Year


			 


			 


			 





			Medicaid


			Dental Patients


			 


			 





			Age In Years


			


			 


			 





			Ages 0 thru 20


			 


			 


			 





			Ages 21 and Over


			 


			 


			 





			 


			 


			 


			 





			CHIP


			Dental Patients


			 


			 





			Age In Years


			


			 


			 





			Ages 0 thru 18


			 


			 


			 








Section 4_Report 2C-Dental Report-Service Count and Costs


			Service Count and Costs


			 


			 


			 





			Provide a monthly count of services and costs by each procedure code grouping, by age category listed, broken out between Medicaid and SCHIP.



 





			 


			 


			 


			 





			Medicaid


			 


			Month/Year Reported ______________





			Age


			Procedure w Code


			Service Count


			Allowed Amount





			Ages 0 thru 20


			D0100 thru D0999 Diagnostic


			 


			 





			 


			D1000 thru D1999 Preventive


			 


			 





			 


			D2000 thru D2999 Restorative


			 


			 





			 


			D3000 thru D3999 Endodontics


			 


			 





			 


			D4000 thru D4999 Periodontics


			 


			 





			 


			D5000 thru D5899 Prosthodontics removable


			 


			 





			 


			D5900 thru D5999 Maxillofacial Prosthetics


			 


			 





			 


			D6000 thru D6199 Implant Services


			 


			 





			 


			D6200 thru D6999 Prosthodontics fixed


			 


			 





			 


			D7000 thru D7999 Oral and Maxillofacial Surgery


			 


			 





			 


			D8000 thru D8999 Orthodontics


			 


			 





			 


			D9000 thru D9999 Adjunctive General Services


			 


			 





			 


			Totals


			 


			 





			 


			 


			 


			 





			Ages 21 and Over


			D0100 thru D0999 Diagnostic


			 


			 





			 


			D1000 thru D1999 Preventive


			 


			 





			 


			D2000 thru D2999 Restorative


			 


			 





			 


			D3000 thru D3999 Endodontics


			 


			 





			 


			D4000 thru D4999 Periodontics


			 


			 





			 


			D5000 thru D5899 Prosthodontics removable


			 


			 





			 


			D5900 thru D5999 Maxillofacial Prosthetics


			 


			 





			 


			D6000 thru D6199 Implant Services


			 


			 





			 


			D6200 thru D6999 Prosthodontics fixed


			 


			 





			 


			D7000 thru D7999 Oral and Maxillofacial Surgery


			 


			 





			 


			D8000 thru D8999 Orthodontics


			 


			 





			 


			D9000 thru D9999 Adjunctive General Services


			 


			 





			 


			Totals


			 


			 





			 


			 


			 


			 





			Total


			D0100 thru D0999 Diagnostic


			 


			 





			 


			D1000 thru D1999 Preventive


			 


			 





			 


			D2000 thru D2999 Restorative


			 


			 





			 


			D3000 thru D3999 Endodontics


			 


			 





			 


			D4000 thru D4999 Periodontics


			 


			 





			 


			D5000 thru D5899 Prosthodontics removable


			 


			 





			 


			D5900 thru D5999 Maxillofacial Prosthetics


			 


			 





			 


			D6000 thru D6199 Implant Services


			 


			 





			 


			D6200 thru D6999 Prosthodontics fixed


			 


			 





			 


			D7000 thru D7999 Oral and Maxillofacial Surgery


			 


			 





			 


			D8000 thru D8999 Orthodontics


			 


			 





			 


			D9000 thru D9999 Adjunctive General Services


			 


			 





			 


			Totals


			 


			 





			 


			 


			 


			 





			 


			 


			 


			 





			SCHIP


			 


			Month/Year Reported ______________





			Age


			Procedure w Code


			Service Count


			Allowed Amount





			Ages 0 thru 18


			D0100 thru D0999 Diagnostic


			 


			 





			 


			D1000 thru D1999 Preventive


			 


			 





			 


			D2000 thru D2999 Restorative


			 


			 





			 


			D3000 thru D3999 Endodontics


			 


			 





			 


			D4000 thru D4999 Periodontics


			 


			 





			 


			D5000 thru D5899 Prosthodontics removable


			 


			 





			 


			D5900 thru D5999 Maxillofacial Prosthetics


			 


			 





			 


			D6000 thru D6199 Implant Services


			 


			 





			 


			D6200 thru D6999 Prosthodontics fixed


			 


			 





			 


			D7000 thru D7999 Oral and Maxillofacial Surgery


			 


			 





			 


			D8000 thru D8999 Orthodontics


			 


			 





			 


			D9000 thru D9999 Adjunctive General Services


			 


			 





			 


			Totals


			 


			 








Section 4_Report 2D-Dental Enrollment


			Provide an unduplicated combined count of all Medicaid and SCHIP enrollees ages 0-20.



 


			 


			 


			 


			 


			 


			 


			 


			 





			If enrollee was ages 0-20 at any time during the month, they should be counted in the report.



 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			Member Enrollment - Unduplicated Count


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			Feb-09


			Mar-09


			Apr-09


			May-09


			Jun-09


			Jul-09


			Aug-09


			Sep-09


			Oct-09


			Nov-09


			Dec-09





			Data Set 


			Age in Years


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees


			Enrollees





			Medicaid and CHECKUP combined


			00-20


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 








Section 4_Report 4_Case Mgmt Stop Loss Review



			


			Case Management Stop Loss Review Form





			


			





			


			








Instructions for Completing the Form



The case management stop loss review form is a tool to be used internally by each MCO. The MCO should also have a process in place for medical director review of all stop loss cases, which would include a review of the efficacy of the case management of the member. If the MCO utilizes an alternative Stop Loss Review form or documented process it may request DHCFP to consider it as an equivalent tracking reporting tool.  



This stop loss form and internal review process for the high-cost members may be reviewed by DHCFP to determine the MCO’s adherence to effective case management of the high cost members. Do not submit this form to DHCFP unless requested.



1. The case management stop loss review form, Attachment B, should be completed when an individual member has incurred inpatient medical costs which are approaching, or have reached, the $50,000 reporting threshold. 



2. If the case management criteria have not been initiated for a particular set of criteria, the anticipated date column should be completed.



3. The summary and update section on page 2 of the form should be revised and completed if costs are approaching the $100,000 stop loss threshold limit or upon discharge of the member.



4. Any additional information should be provided in the Comments column.



5. NICU infants are to be included on this form.



			Case Management Stop Loss Review

 SUBJECT  \* MERGEFORMAT 





			Stop Loss Review Case Number:      

MCO Name:      




Inpatient Diagnosis:      


			


			


			





			Case Management Stop Loss Criteria


			Yes/No


			Anticipated Initiation Date of Criteria


			Comments





			1.
Has the Case Finding identified the risk based on defined medical, psychological, functional, social, (including care giver issues) and financial criteria, or specific diagnostic groups and healthcare events?  


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			2.
Has a screening process occurred by which specific criteria are used to select potential recipients for Care Coordination service and benefits (such as a disease management program)?  


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the recipient been identified as a member with a chronic illness? Has DME been rented or purchased (has it been more cost containing to rent or buy DME)? 


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the MCO facilitated early intervention with health education, promotion, and disease prevention?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the MCO gathered information to ensure early intervention and coordination of care?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the MCO Monitored and evaluated the effectiveness of the care coordination interventions?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			3.
Appropriate Assessment:  The process of gathering recipient information which will guide the health care plan.  Assessment takes the information from the screening process and further defines the health care diagnosis.  Assessment includes medical, pharmacological, psychological, functional, social and financial information.  Methods of assessment range from review of patient records to face-to-face clinical evaluation by members of the interdisciplinary team. 


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			4.
Appropriate Care Planning:  The process of developing and defining specific, measurable, relevant goals.  The plan of care for the recipient is based on the assessment findings of the primary care physician. Has the PCP driven the care? This is done in collaboration with the client and/or caregivers.  The plan is usually written and it clarifies:


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the MCO identified activities the Case Manager or Care Coordination Team will undertake to facilitate the enrollee’s effective use of care? 





			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Has the MCO identified appropriate healthcare services?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Were there referrals, benefits, services, and health education and were they appropriate to the situation?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Are the active and inactive diseases and syndromes identified?


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Have goals, time frames, durations, outcomes of interventions, and frequencies and monitoring by disciplines been documented? 


			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			5.
 Have referrals been made on a timely basis and implemented on a timely basis?






			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			6.
Is there evidence of implementation?  i.e. Coordination of interventions and execution of the care plan. Re-assessment:  Review of the recipient's achievements of pre-defined care plan goals and any changes in the client’s medical, psychological, pharmacological functional and/or social/financial status changes to the plan of care are made based on these findings.






			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			7.
Monitoring:  The tracking and evaluating of client status at established intervals.  This includes effectiveness of interventions, achievement of desired goals, and outcomes.






			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			8.
Reporting:  Tracking statistical, outcome data for the purpose of evaluating optimum health and cost outcomes and customer satisfaction.






			 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No


			     


			     





			Summary and Update


			


			     


			     





			(Address any criteria that have changed since this form was initially submitted.)



     








			








			Completed by:

     





Title and Credentials





			Medical Director:
     


Or Designee


Signature








Section 4_Report 5_MemberHigh-Cost Report



			


			Member High-Cost Report





			


			





			


			








Instructions for Completing the Form



1. The Member High-Cost Report will be completed and submitted to DHCFP by the MCO s when an individual member has incurred inpatient medical costs which are approaching, or have reached, the $50,000 reporting threshold. 



2. Upon completion of this form, the MCO will be responsible for initiating case management on this member either prior to, or at the time of, completion of the member high-cost report. 



3. The MCO is to list the costs associated with each member identified by completing the appropriate Inpatient, Professional, and Pharmacy columns and the Other Charges/Miscellaneous column. The Other Charges/Miscellaneous column should be completed to identify other high-cost items as indicated on the form. The form provides an example of how to complete the columns as indicated. 



Please note that the NICU infants should not be included in this report.



			Member High-Cost Report 





			


			








			Report for Incurred Costs > $50,000  





			





			





			
MCO Name:      








			Member Id


			Last Name


			First Name


			Date Threshold Reached


			Primary Diagnosis


			Case Managed


			Inpatient


			Professional


			Pharmacy


			Other Charges/
Miscellaneous*


			Total





			67832646A


			Smith


			John


			1/24/2008


			709.09


			  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No


			 $       22,358 


			 $         6,800 


			 $         2,200 


			


			 $     31,358 





			67486574A


			Jones


			Marge


			1/18/2008


			255.3


			  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No


			 $              -   


			 $         2,400 


			 $       24,568 


			


			 $     26,968 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			 


			 


			 


			 


			


			 


			 


			 


			 


			


			 





			Total


			 


			 


			 


			


			 


			 $       22,358 


			 $         9,200 


			 $       26,768 


			


			 $     58,326 








* For example, costs for procedures such as radiation, transplant, surgical



Note: Costs for NICU infants should not be included in this report.


			Hospital Adequacy Report


			MCO


			


			





			


			Hospital-To-Recipient Ratios - For each geographic area, report number of enrollees, number of general hospitals and ratio (enrollee/ hospitals).  Report numbers of other facilities.  


			


			





			Clark County


			


			


			





			


			# of Enrollees = 


			


			





			


			# of Hospitals = 


			


			





			


			Ratio of Hospitals to Enrollees


			


			





			


			# of Inpatient Medical Rehabilitation Centers or Specialty Hospitals =


			


			





			


			# of Intermediate Care Facilities =


			


			





			


			# of Inpatient Psychiatric Hospitals =


			


			





			


			# of Mental Health Outpatient Clinics = 


			


			





			


			# of Skilled Nursing Facilities =


			


			





			


			# of Radiology and Noninvasive Diagnostic Centers =


			


			





			


			# of Special Clinics =


			


			





			


			


			


			





			Washoe County


			


			


			





			


			# of Enrollees = 


			


			





			


			# of Hospitals = 


			


			





			


			Ratio of Hospitals to Enrollees


			


			





			


			# of Inpatient Medical Rehabilitation Centers or Specialty Hospitals =


			


			





			


			# of Intermediate Care Facilities =


			


			





			


			# of Inpatient Psychiatric Hospitals =


			


			





			


			# of Mental Health Outpatient Clinics = 


			


			





			


			# of Skilled Nursing Facilities =


			


			





			


			# of Radiology and Noninvasive Diagnostic Centers =


			


			





			


			# of Special Clinics =


			


			





			


			


			


			








Section 4_Report 6A_Hospital Adequacy Report Template



Hospital Adequacy Report



Section 4, Report 6A



Section 4_Report 6B_Network Adequacy Report Template



Network Adequacy Report



Section 4, Report 6B



			MAINTAIN AN ADEQUATE NETWORK THAT ENSURES THE FOLLOWING:





			PCP-To-Recipient Ratios - Health Plan must have at least one (1) full-time equivalent (FTE) primary care provider, considering all lines of business for that provider, for every one thousand five hundred (1,500) enrollees per service area.  However, if the PCP practices in conjunction with a health care professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service area.


			





			 


			
Clark County - provider-to-enrollee ratio 


     # of PCP providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 





			 


			Washoe County - provider-to-enrollee ratio 
     # of PCP providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 





			


			Statewide - provider-to-enrollee ratio 
     # of PCP providers = 
     # of enrollees =
     # of providers per 1,500 enrollees = 








			


			





			 


			
Clark County - provider-to-enrollee ratio 
     # of Specialist providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 





			 


			Washoe County - provider-to-enrollee ratio      # of Specialist providers = 
          # of enrollees = 
     # of providers per 1,500 enrollees = 





			 


			Statewide - provider-to-enrollee      # of Specialist providers =  
     # of enrollees = 
     # of providers per 1,500 enrollees = 





			Twenty-Five (25) Mile Rule - The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from the enrolled recipient’s place of residence.


			 





			 


			Clark County -      # of PCP providers = 
     # of enrollees  = 
     # of members without access = 





			 


			Washoe County - 
     # of PCP providers =  
     # of enrollees = 
     # of members without access = 





			Review of Twenty-Five (25) Mile Rule for Behavioral Health - The Vendor must offer every enrolled recipient a behavioral health provider located within a reasonable distance from the enrolled recipient’s place of residence. 


			 





			


			Clark 

1. All Providers -

     # of behavioral health providers = 
     # of enrollees = 
     # of members without access = 

2. Facilities - 

     # of behavioral health facilities = 
     # of enrollees = 
     # of members without access = 





			 Review of Twenty-Five (25) Mile Rule for Behavioral Health - The Vendor must offer every enrolled recipient a behavioral health provider located within a reasonable distance from the enrolled recipient’s place of residence.


			Washoe 
     # of behavioral health providers = 
     # of enrollees = 
     # of members without access = 

2. Facilities - 100 percent of the estimated membership falls within the access standard

     # of behavioral health facilities =
     # of enrollees = 
     # of members without access = 








Statewide






1. All Providers - 






# of behavioral health  providers = 






# of enrollees  = 






# of members without access = 






2. Facilities - 






# of behavioral health facilities =






# of enrollees = 



			# of members without access = 


			








Section 4_Report 6C_Dental Network Adequacy Report Template



Dental Network Adequacy Report



Section 4, Report 6C



			MAINTAIN AN ADEQUATE NETWORK THAT ENSURES THE FOLLOWING:





			Dentist-To-Recipient Ratios: Health Plan must have at least one (1) full-time equivalent (FTE) dentist per one thousand five hundred (1,500) recipients per geographic service area.  Health Plan’s dental provider network must also include at a minimum one (1) pediatric dentist, one (1) dental hygienist, and one (1) oral surgeon per geographic service area..  In clinic practice settings where a dentist provides direct supervision of dental residents who have a temporary permit from the State Board of Dentistry in good standing, Health Plan may request and DHCFP may authorize the capacity to be increased as follows: one (1) dental resident per one thousand (1,000) recipients per Vendor.  The dentist shall be immediately available for consultation, supervision, or to take over treatment as needed.  Under no circumstances shall a dentist relinquish or be relieved of direct responsibility for all aspects of care of the recipients enrolled with the dentist. 


			 





			


			Clark County - 

1. General Dentist-to-enrollee ratio 
     # of General Dentists = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

2. All Dental Providers-to-enrollee ratio 
     # of Dental Providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

3. Minimum number of required dental specialties 

     Pediatric dentist = 
     Hygienist = 
     Oral Surgeon = 
     





			 


			Washoe County - 

1. General Dentist-to-enrollee ratio 
     # of General Dentists = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

2. All Dental Providers-to-enrollee ratio 
     # of Dental Providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

3. Minimum number of required dental specialties 

     Pediatric dentist = 
     Hygienist = 
     Oral Surgeon =      








Statewide - 



1. General Dentist-to-enrollee ratio 






# of General Dentists = 






# of enrollees = 






2. All Dental Providers-to-enrollee ratio exceeds the contract standard






# of Dental Providers = 






# of enrollees = 






3. Dental specialties 






Pediatric dentist = 






Hygienist = 






Oral Surgeon =



			     


			








Section 4: Report 6D: Out of State Services Report



			 


			Out of State Services - For each geographic area, report number of enrollees who traveled out of state, number of trips out of state, and total cost of out of state services.


			





			Clark County


			


			





			


			# of Enrollee sent out of state for medically necessary services =


			 





			


			# of trips =


			 





			


			Total cost of out of state services =


			 





			


			


			





			Washoe County


			


			





			


			# of Enrollee sent out of state for medically necessary services =


			 





			


			# of trips =


			 





			


			Total cost of out of state services =


			 





			


			


			





			


			


			








Section 4: Report 7: Sample Recommended Maternity Risk Screen


The risk screen is designed to identify pregnant women at risk for preterm birth or poor pregnancy outcome.  Please check all risks that apply to the recipient and make the appropriate referral (s).



Patient Name ______________________Medicaid #__________________ EDC________










 MEDICAL                                                    









Substance abuse

 # days/week       # times/day                                                                                                                                                                                                                    


1._____Hypertension, chronic or preg. induced                     
8. Alcohol

_____              _____                          



2._____Gestational diabetes/diabetes                                     
9. Cocaine/crack/meth
_____              _____



3._____Multiple gestation (twins, triplets)                           
10. Narcotics/heroin
 _____              _____



4._____Previous preterm birth < 5 ½ lbs                              
11. Marijuana/hashish
 _____              _____



5._____Advanced maternal age, > 35 yrs                             
12. Sedatives/tranq 
 _____              _____



6._____ Medical condition, the severity of which                
13. Amphetamine/diet pill
_____              _____


          affects pregnancy, document below                           


7._____Previous fetal death                                                   
14.Inhalants/glue

 _____              _____



                                                                                               
15. Tobacco/cigarettes
 _____              _____                  


                                                                   

16. Other ___________
 _____              _____










SOCIAL


1._____Teenager 18 yrs or younger



*4._____ Abuse/neglect during pregnancy


2._____ Non compliant with medical direction

*5._____ Shelter, homeless or migrant         



                   or appointments



3._____Mental retardation or history of


*6._____Lack of food


                  emotional/mental problems










NUTRITION



1._____Teenager 18 years or younger 


3._____Poor diet or pica



2._____Prepregnancy underweight/overweight

4._____Obstetrical/Medical condition requiring     



 

inadequate or excessive wt gain                  


diet modification, document condition


REFERRALS AND/OR SERVICE PLAN


_____Care Coordination           
_____Nutritional Counseling          

 _____Substance Abuse TX


_____Smoking Cessation         
_____Glucose Monitor w/nutrition counseling                                                                                                                   


_____Homemaker                    
 _____Parenting/Childbirth Classes      
_____No Care Coordination



PROVIDERS COMMENTS OR SUGGESTIONS_______________________________________


SIGNATURE/TITLE_________________________________SCREENING DATE____________



SIGNATURE PRINTED______________________________PROVIDER #_________________


* Assist Recipient in Contacting Appropriate Agencies for Care Coordination of Non-Covered/Carved-Out Plan Services or Community Health Information


Section 4: Report 8A, 8B: Sample Recommended Maternity Risk Screen


			NEVADA HEALTH NETWORK


			


			





			DEATH REPORT FORM


			


			


			





			SECTION 4 REPORT 8A - TITLE XIX MEDICAID MANAGED CARE





			


			


			


			





			MCO Name:


			Report Month and Year:


			





			


			


			


			





			Person ID Unencrypted


			Date of Birth


			Date of Death


			Living Days (infant)





			00000274988 (Example)


			08/04/2003


			06/04/2004


			305





			 


			 


			 


			 





			 


			 


			 


			 





			 


			 


			 


			 





			 


			 


			 


			 








			NEVADA HEALTH NETWORK


			


			





			DEATH REPORT FORM


			


			


			





			SECTION 4 REPORT 8B - TITLE XXI NEVADA CHECK UP


			





			


			


			


			





			MCO Name:


			Report Month and Year:


			





			


			


			


			





			Person ID Unencrypted


			Date of Birth


			Date of Death


			Living Days (infant)
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_1526979469.xls


Sheet1



				Provider Name				NPI				Provider Type Code				Provider Type Desc				Provider Specialty				Provider Specialty Desc				Address1				Address2				City				State				Zip				County











Sheet2



				











Sheet3



				














_1526979470.xls


Maternal and Birth Report Form 



								REPORTING GUIDE



								MATERNAL AND BIRTH REPORT FORM



								SECTION 4 REPORT 1A - TITLE XIX MEDICAID MANAGED CARE



								MCO Name:																REPORT MONTH and YEAR:



								Mother's Name				Mother's				Mother's				EDC				Baby's Name				Baby's				Baby's				Birth				Vag - V				High Risk				Medical				DO Ref



												SSN				Billing #												Billing #				DOB				Weight Gr.				C-Sec - C				Factor(s)				Provider ID #				Y/N



								High Risk Factor Data Field																								Birth Weight Data



				1				Previous Caesarian or  VBAC												19				Fetal Reduction								1				Normal Birth Weight: Greater Than 2500 Grams



				2				Risk Factors: Past OB/GYN History, including Past Pregnancies												20				Treatment for Bacterial Vaginosis								2				Low Birth Weight: Greater Than 1500 Grams



				3				Pre-term labor with previous pregnancy (less than 37 weeks)												21				Presence of Bacterial Vaginosis this pregnancy												& Less Than 2500



				4				Cervical changes												22				Bleeding after 17 weeks this pregnancy								3				Very Low Birth Weight: Less Than 1500 Grams



				5				Diethylstilbestrol (DES) Exposure												23				Pre-term labor in this pregnancy



				6				cerclage with previous pregnancy												24				Diagnosis associated with pre-term delivery (narrative)



				7				Incompetent cervix												25				Polyhydramnios this pregnancy



				8				Two or more second trimester abortions												26				Placenta previa beyond 26 week, this pregnancy



				9				Delivery within the past 12 months												27				Gestational diabetes this pregnancy



				10				Prior cone biopsy												28				Smoking



				11				Known uterine anomalies												29				Substance Abuse



				12				Uterine fibroids												30				Occupational Demands



				13				Myomectomy												31				Psychosocial Issues



				14				Assisted Reproductive Technology (ART) this pregnancy												32				Mother's Asthma



				15				Gonadotropin												33				Other  (Please Specify)



				16				Clomophine



				17				Pregnancy induced Hypertension this pregnancy



				18				Multiple Gestations



								NEVADA HEALTH NETWORK



								MATERNAL AND BIRTH REPORT FORM



								SECTION 4 REPORT 1B - TITLE XXI NEVADA CHECK UP



								MCO Name:																REPORT MONTH and YEAR:



								Mother's Name				Mother's				Mother's				EDC				Baby's Name				Baby's				Baby's DOB				Birth				Vag - V				High Risk				Medical				DO Ref



												SSN				Billing #												Billing #								Weight Gr.				C-Sec - C				Factor(s)				Provider ID #				Y/N



								High Risk Factor Data Field																								Birth Weight Data



				1				Previous Caesarian or  VBAC												19				Fetal Reduction								1				Normal Birth Weight: Greater Than 2500 Grams



				2				Risk Factors: Past OB/GYN History, including Past Pregnancies												20				Treatment for Bacterial Vaginosis								2				Low Birth Weight: Greater Than 1500 Grams



				3				Pre-term labor with previous pregnancy (less than 37 weeks)												21				Presence of Bacterial Vaginosis this pregnancy												& Less Than 2500



				4				Cervical changes												22				Bleeding after 17 weeks this pregnancy								3				Very Low Birth Weight: Less Than 1500 Grams



				5				Diethylstilbestrol (DES) Exposure												23				Pre-term labor in this pregnancy



				6				cerclage with previous pregnancy												24				Diagnosis associated with pre-term delivery (narrative)



				7				Incompetent cervix												25				Polyhydramnios this pregnancy



				8				Two or more second trimester abortions												26				Placenta previa beyond 26 week, this pregnancy



				9				Delivery within the past 12 months												27				Gestational diabetes this pregnancy



				10				Prior cone biopsy												28				Smoking



				11				Known uterine anomalies												29				Substance Abuse



				12				Uterine fibroids												30				Occupational Demands



				13				Myomectomy												31				Psychosocial Issues



				14				Assisted Reproductive Technology (ART) this pregnancy												32				Mother's Asthma



				15				Gonadotropin												33				Other  (Please Specify)



				16				Clomophine



				17				Pregnancy induced Hypertension this pregnancy



				18				Multiple Gestations







&L&8Maternity and Birth Data Reports 1A & 1B&R&8 2







EPSDT Referrals



				MEDICAID MANAGED CARE



				EPSDT REFERRALS



				SECTION 4 REPORT 2



				MCO Name:



				Month



				Calendar Year:



				Medicaid Recipient				DOB				Medicaid				Screening Service				Type of Referral



				Billing #								Provider #				Date



				* TYPES OF REFERRALS



				A = Eyes				E = Physical



				B = ENT				F = Developmental



				C = Hearing				G = Laboratory



				D = Dental				H = Nutrition







&L&8EPSDT Referral Report 2
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FORMS AND REPORTING GUIDE


Forms and Reporting Guide



SED/SMI Consent, Determination, and Disenrollment – Section 5
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3.
SED/SMI CONSENT, DETERMINATION, AND DISENROLLMENT


3.1
PURPOSE AND OBJECTIVE



The provisions and requirements of this guide are part of the contract and are effective for all calendar quarters of the contract period, beginning with the contract service start date.



The Vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor enrollee who is referred for SED assessment or an adult who is referred for SMI assessment is fully informed of the reason why the assessment is necessary.  Additionally, consent must be obtained from the minor enrollee’s parent/guardian or from the enrolled adult or his/her personal representative to conduct the assessment and to release the determination to DHCFP and/or its designee.  The first two forms in Appendix A provide a vehicle for the Vendor to document consent and the determination.



Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, and the expanded parent and caretakers ages 19-64, who are made eligible as part of the Patient Protection and Affordable Care Act expansion population, cannot opt out of managed care, where available, based on a determination of serious mental illness (SMI). The third form in Appendix A provides a disenrollment tool for the parent or legal guardian of an SED child and for an SMI adult or his/her personal representative.


Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have voluntarily elected to remain enrolled in managed care, the same Determination Form may be used to document redetermination.


3.2 
EFFECTIVE DATES AND SUBMISSION TIME FRAMES



The provisions and requirements of this guide are part of the contract and are effective beginning with the contract service start date.



The Determination Form, along with the SED/SMI Consent Form, must be faxed to the DHCFP or its designee within five working days after the SMI or SED determination.  The Managed Care Disenrollment Form must be faxed to the DHCFP or its designee as soon as practicable after its completion to ensure that voluntary disenrollment is accomplished at the earliest possible date.  To be considered valid, the form must be accompanied by the SED/SMI Consent Form and the SED/SMI Determination Form.


3.3 INSTRUCTIONS FOR SUBMISSION


Forms must be faxed to the DHCFP (775) 687-4178.  (The DHCFP reserves the right to change the contact point prior to contract implementation.)


If an individual other than the SED child or SMI adult signs the Consent or Disenrollment form on behalf of the enrollee, the Vendor or its subcontractor/network provider must verify the individual’s authority.  For instance, a legal guardian must be asked to present a copy of the court order (if a copy is not already on file) and a personal representative must be asked to present a copy of the document that granted that authority (e.g., the DHCFP’s Personal Representative Designation Form.)  The verification need not be faxed to the DHCFP.



3.4    INSTRUCTIONS FOR REPORTING



SED/SMI Reporting:  The SED/SMI log is a quarterly report due 45 days after the end of the calendar quarter.  Place your MCO’s name and the Quarter you are reporting for in the report header. In the field “MCO ID”, place the NPI number for your MCO.   



Place the recipient’s ID number, Name, Date of Birth, and Sex in the subsequent fields.  In the field ”Behavior Indicator”, place an “m” for recipients over the age of 18 and an “e” for recipients under 18.  In the final field, place the date that the initial SED or SMI determination was done.




MEDICAID



			MCO Name:


			


			


			


			


			


			


			





			Reporting Period:


			


			


			


			


			


			





			


			


			


			


			


			


			


			





			MCO ID*


			Medicaid Billing ID


			Last Name


			First Name


			DOB


			Member Sex


			Behavior Indicator


			Date of Initial Determination





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 








CHECK UP



			MCO Name:


			


			


			


			


			


			


			





			Reporting Period:


			


			


			


			


			


			





			


			


			


			


			


			


			


			





			MCO ID*


			Medicaid Billing ID


			Last Name


			First Name


			DOB


			Member Sex


			Behavior Indicator


			Date of Initial Determination





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 








Voluntary Population CSHCN Reporting: The Voluntary Population CSHCN log is a quarterly report due 45 days after the end of the calendar quarter.  Place your MCO’s name and the Quarter you are reporting for in the report header. In the field “MCO ID”, place the ID number for your MCO.  The numbers are: 



Place the recipient’s ID number, Name, Date of Birth, Sex, address and telephone number in the subsequent fields. Leave the field titled “Behavior Indicator” empty. Place the recipient’s primary care providers name and telephone number in the next two fields. Place diagnosis codes in the field titled “ICD-9”. In the Early Intervention Services” field, put the date, if any, that the child was accepted by Early Interventions.  Record the names of any specialists the recipient has been referred to in the “Specialist Referrals” field. Place any comments in the last field.



			MCO Name:


			


			


			


			


			


			


			


			


			


			


			


			





			Reporting Period:


			


			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			


			


			


			





			MCO ID*


			Medicaid Billing ID


			Member Name


			DOB


			Member Sex


			Member Address


			Member Phone


			Behavior Indicator


			PCP Name


			PCP Phone


			ICD-9 Codes


			Early Intervention Services


			Specialist Referrals


			Comments





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 





			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 


			 








APPENDIX A



SED/SMI Forms



SED/SMI Consent Form and Determination Form


This form, along with the SED/SMI Consent Form and Determination Form, must be faxed to the DHCFP or its designee to accomplish disenrollment from Medicaid managed care.  Forms are accepted only from entities authorized by the DHCFP to make SED/SMI determinations and must be received prior to monthly enrollment cut-off to ensure that disenrollment is effective on the first day of the following month.  [Cut-off  occurs the last Friday prior to the last Wednesday of a month.]  Fax the document to the DHCFP. 


SED/SMI Consent Form and Determination Form


NEVADA DIVISION OF HEALTH CARE FINANCING AND POLICY



SED/SMI CONSENT



This form will serve as consent to the evaluator working with the family to communicate determinations with the Nevada Division of Health Care Financing and Policy (DHCFP/Medicaid) and/or its designee (e.g., contracted MCOs or fiscal agent), and, only if applicable, to Nevada Mental Health and Developmental Services and/or the Nevada Division of Child and Family Services.



SED CONSENT: (for children under the age of 18):



I hereby authorize ___________________________________________________ (name of agency) to: 1) Conduct an assessment for the sole purpose of determining whether my child has a severe emotional disturbance (SED) and; 2) Share the results of this assessment and determination only with the above named entities, and me.  This Agency has explained fully, and to my satisfaction, the reasons as to why they believe my child requires an assessment at this time.  All parties shall keep such assessment information strictly confidential.



___________________________________________________
______________________



Print Name of Recipient






Medicaid ID



_____________________________________
_______________________
_________________



Signature of Responsible Party


Relationship to Child

Date



________________________________________________________
_______________________



Address







Phone Number



SMI CONSENT: (for adults 18 years of age and older):    



I hereby authorize ______________________________________________________ (name of agency) to: 1) Conduct an assessment for the sole purpose of determining whether I have a Serious Mental Illness (SMI) and; 2) Share the results of this assessment and determination only with the above named entities, and me.  This Agency has explained fully, and to my satisfaction, the reasons as to why they believe I require an assessment at this time.  All parties shall keep such assessment information strictly confidential.



___________________________________________________
______________________



Print Name of Recipient






Medicaid ID



_____________________________________
_______________________
_________________



Signature of Responsible Party


Relationship to Recipient
Date



________________________________________________________
_______________________



Address







Phone Number



This form must accompany the SED/SMI Determination Form and the SED/SMI Managed Care Disenrollment Form when the information is faxed to the DHCFP or its designee.  (See instructions at the bottom of the Determination Form and the Disenrollment Form.)  Fax to the DHCFP.


NEVADA DIVISION OF HEALTH CARE FINANCING AND POLICY



SED/SMI DETERMINATION



DETERMINATION NOTICE FOR SERIOUSLY MENTALLY ILL (SMI) ADULTS OR SEVERELY EMOTIONALLY DISTURBED (SED) CHILDREN 



Name: _________________________
  Original Determination



Medicaid ID: ____________________
  Annual Re-Determination



SSN: __________________________          SMI/SED Determination Date: ______________



Date of Birth: ___________________          SMI/SED Determination Site: _________________



This individual has been assessed according to the Nevada Division of Health Care Financing and Policy diagnostic criteria.  (For SED/SMI definitions, see Chapter 2500 of the Nevada Medicaid Services Manual.)



18 YEARS OF AGE AND OLDER:

17 YEARS OF AGE AND UNDER:



___YES, individual determined SMI

___YES, child determined SED 



___ Adult no longer SMI


___ Child no longer SED



___ Adult remains SMI


___ Child remains SED 



DCFS Custody  
___YES ___NO









County Custody
___YES
___NO



____________________________________________
_________________________



Agency






Date



____________________________________________
_________________________




Name of Assessor





Title



____________________________________________
_________________________



Agency Unit






Phone Number



____________________________________________
_________________________



Agency Address





Fax Number



This form, along with the SED/SMI Consent Form, must be faxed to the DHCFP or its designee within five working days after the SMI or SED determination, to ensure timely notification.  Fax to the DHCFP.


NEVADA DIVISION OF HEALTH CARE FINANCING AND POLICY



REQUEST FOR MANAGED CARE DISENROLLMENT



BASED ON SED/SMI DETERMINATION



This form will serve as consent for the Nevada Division of Health Care Financing and Policy (DHCFP) to disenroll a Medicaid managed care recipient from his/her health plan on the first day of the month following submission of this form.  Following disenrollment, all covered medically necessary services, including but not limited to services specific to the recipient’s SED or SMI diagnosis, will be authorized and reimbursed through Fee-for-Service Medicaid.



SED MANAGED CARE DISENROLLMENT CONSENT (children under the age of 18):



I hereby authorize the DHCFP to disenroll the following child from Medicaid Managed Care.



_____________________________________________
______________________________



Print Name of Child





Medicaid ID Number



_________________________________
_____________________
__________________



Signature of Responsible Party

Relationship to Child

Date



___________________________________________________
________________________



Address







Phone Number



SMI MANAGED CARE DISENROLLMENT CONSENT (adults’ age 18 years and older):    



I hereby authorize the DHCFP to disenroll me (or the person I have the authority to represent) from Medicaid Managed Care.  



___________________________________________
______________________________



Print Name of Recipient




Medicaid ID Number



_________________________________
_____________________
__________________



Signature of Responsible Party

Relationship to Recipient
Date



__________________________________________________
________________________



Address







Phone Number



I do not wish to disenroll the following child/myself (or the person I have the authority to represent) from Medicaid Managed Care.



___________________________________________          _____________________________



Print Name of Recipient




Medicaid ID Number



__________________________________        ______________________   ________________



Signature of Recipient/Responsible Party
    Relationship to Recipient
    Date



Disclaimer:



Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for on-going patient care.
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References to Dental Reporting do not apply to RFP #3260.
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TABLE 1



REPORTING REQUIREMENTS



Number          
     
Description




     Due Date


Report 1


Network Adequacy Reporting Form
45 business days following 











quarter-end



Report 2
Hospital Adequacy Reporting Form
45 business days following

quarter-end



Report 3


Out of State Services Reporting Form 
45 business days following 







quarter-end



Section 6



Appendix A



Network Adequacy Report Forms



			MAINTAIN AN ADEQUATE NETWORK THAT ENSURES THE FOLLOWING:





			PCP-To-Recipient Ratios - Health Plan must have at least one (1) full-time equivalent (FTE) primary care provider, considering all lines of business for that provider, for every one thousand five hundred (1,500) enrollees per service area.  However, if the PCP practices in conjunction with a health care professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service area.


			


			 





			 


			
Clark County - provider-to-enrollee ratio exceeds the contract standard

     # of PCP providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 


			 





			 


			Washoe County - provider-to-enrollee ratio exceeds the contract standard

     # of PCP providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 


			 





			


			Statewide - provider-to-enrollee ratio exceeds the contract standard

     # of PCP providers = 
     # of enrollees =
     # of providers per 1,500 enrollees = 


			 








			


			 


			





			 


			
Clark County - provider-to-enrollee ratio exceeds the contract standard

     # of Specialist providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 


			 





			 


			Washoe County - provider-to-enrollee ratio exceeds the contract standard

     # of Specialist providers = 
          # of enrollees = 
     # of providers per 1,500 enrollees = 


			 





			 


			Statewide - provider-to-enrollee ratio exceeds the contract standard

     # of Specialist providers =  
     # of enrollees = 
     # of providers per 1,500 enrollees = 


			 





			Dentist-To-Recipient Ratios: Health Plan must have at least one (1) full-time equivalent (FTE) dentist per one thousand five hundred (1,500) recipients per geographic service area.  Health Plan’s dental provider network must also include at a minimum one (1) pediatric dentist, one (1) dental hygienist, and one (1) oral surgeon.  In clinic practice settings where a dentist provides direct supervision of dental residents who have a temporary permit from the State Board of Dentistry 


			 


			 





			in good standing, Health Plan may request and DHCFP may authorize the capacity to be increased as follows: one (1) dental resident per one thousand (1,000) recipients per Vendor.  The dentist shall be immediately available for consultation, supervision, or to take over treatment as needed.  Under no circumstances shall a dentist relinquish or be relieved of direct responsibility for all aspects of care of the recipients enrolled with the dentist. 


			Clark County - 

1. General Dentist-to-enrollee ratio exceeds the contract standard

     # of General Dentists = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

2. All Dental Providers-to-enrollee ratio exceeds the contract standard

     # of Dental Providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

3. Minimum number of required dental specialties 

     Pediatric dentist = 
     Hygienist = 
     Oral Surgeon = 
     


			 





			 


			Washoe County - 

1. General Dentist-to-enrollee ratio exceeds the contract standard

     # of General Dentists = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

2. All Dental Providers-to-enrollee ratio exceeds the contract standard

     # of Dental Providers = 
     # of enrollees = 
     # of providers per 1,500 enrollees = 

3. Minimum number of required dental specialties 

     Pediatric dentist = 
     Hygienist = 
     Oral Surgeon = 
     


			 








Statewide - 



1. General Dentist-to-enrollee ratio exceeds the contract standard






# of General Dentists = 






# of enrollees = 






2. All Dental Providers-to-enrollee ratio exceeds the contract standard






# of Dental Providers = 






# of enrollees = 






3. Minimum number of required dental specialties 






Pediatric dentist = 






Hygienist = 






Oral Surgeon =



			     


			 


			





			Twenty-Five (25) Mile Rule - The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 695C.160 without the written request of the recipient.


			 


			 





			 


			Clark County - 100 percent of the estimated membership falls within the access standard

     # of PCP providers = 
     # of enrollees  = 
     # of members without access = 


			 





			 


			Washoe County - 
     # of PCP providers =  
     # of enrollees = 
     # of members without access = 


			 





			Review of Twenty-Five (25) Mile Rule for Behavioral Health - The Vendor must offer every enrolled recipient a behavioral health provider located within a reasonable distance from the enrolled recipient’s place of residence. 


			 


			 





			


			Clark County

1. All Providers -

     # of behavioral health  providers = 
     # of enrollees  = 
     # of members without access = 

2. Facilities - 

     # of behavioral health facilities = 
     # of enrollees = 
     # of members without access = 


			 





			 Review of Twenty-Five (25) Mile Rule for Behavioral Health - The Vendor must offer every enrolled recipient a behavioral health provider located within a reasonable distance from the enrolled recipient’s place of residence.


			Washoe County
100 percent of the estimated membership falls within the access standard

     # of behavioral health  providers = 
     # of enrollees  = 
     # of members without access = 

2. Facilities - 100 percent of the estimated membership falls within the access standard

     # of behavioral health facilities =
     # of enrollees = 
     # of members without access = 


			 








Statewide



1. All Providers - 






# of behavioral health  providers = 






# of enrollees  = 






# of members without access = 






2. Facilities - 






# of behavioral health facilities =






# of enrollees = 



			# of members without access = 


			 


			








			 


			Out of State Services - For each geographic area, report number of enrollees who traveled out of state, number of trips out of state, and total cost of out of state services.


			





			Clark County


			


			





			


			# of Enrollee sent out of state for medically necessary services =


			 





			


			# of trips =


			 





			


			Total cost of out of state services =


			 





			


			


			





			Washoe County


			


			





			


			# of Enrollee sent out of state for medically necessary services =


			 





			


			# of trips =


			 





			


			Total cost of out of state services =


			 





			


			


			





			


			


			








			Hospital Adequacy Report


			


			


			





			


			Hospital-To-Recipient Ratios - For each geographic area, report number of enrollees, number of general hospitals and ratio (enrollee/ hospitals).  Report numbers of other facilities.  


			 


			 





			Clark County


			


			


			 





			 


			# of Enrollees = 


			 


			 





			 


			# of Hospitals = 


			 


			 





			 


			Ratio of Hospitals to Enrollees


			 


			 





			 


			# of Inpatient Medical Rehabilitation Centers or Specialty Hospitals =


			 


			 





			 


			# of Intermediate Care Facilities =


			 


			 





			 


			# of Inpatient Psychiatric Hospitals =


			 


			 





			 


			# of Mental Health Outpatient Clinics = 


			 


			 





			 


			# of Skilled Nursing Facilities =


			 


			 





			 


			# of Radiology and Noninvasive Diagnostic Centers =


			 


			 





			 


			# of Special Clinics =


			 


			 





			 


			


			


			 





			Washoe County


			


			


			 





			 


			# of Enrollees = 


			 


			 





			 


			# of Hospitals = 


			 


			 





			 


			Ratio of Hospitals to Enrollees


			 


			 





			 


			# of Inpatient Medical Rehabilitation Centers or Specialty Hospitals =


			 


			 





			 


			# of Intermediate Care Facilities =


			 


			 





			 


			# of Inpatient Psychiatric Hospitals =


			 


			 





			 


			# of Mental Health Outpatient Clinics = 


			 


			 





			 


			# of Skilled Nursing Facilities =


			 


			 





			 


			# of Radiology and Noninvasive Diagnostic Centers =


			 


			 





			 


			# of Special Clinics =
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2017 Attachment T Section 2 Appendix C Financial Reports.xls

Q1


			STATEMENT OF REVENUE, EXPENSES AND EQUITY


			SECTION 2 REPORT Q1 - Page 1


			MCO Name  ___________________________						Business Segment  _________________


			MCO Fiscal Year-End  ___________________


			Quarter Ended  _________________________


			References to Dental Reporting do not apply to RFP #3260.


						FIRST QUARTER						SECOND QUARTER						THIRD QUARTER						FOURTH QUARTER						YEAR TO DATE


			MEMBER MONTHS						PMPM						PMPM						PMPM						PMPM			-			PMPM


			REVENUE


			1. Capitation						- 0						- 0						- 0						- 0			-			- 0


			2. Maternity Supplement (SOBRA)						- 0						- 0						- 0						- 0			-			- 0


			3. Investment Income						- 0						- 0						- 0						- 0			-			- 0


			4. Other Income (Specify)						- 0						- 0						- 0						- 0			-			- 0


			5.  TOTAL REVENUE			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			-			- 0


			EXPENSES


			Hospitalization Expense


			6. Hospital Inpatient						- 0						- 0						- 0						- 0			-			- 0


			7. Unassigned						- 0						- 0						- 0						- 0			-			- 0


			8. Total Hospitalization (Lines 6 + 7)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			-			- 0


			Medical Professional Services Expense


			9. Primary Care Physician Services						- 0						- 0						- 0						- 0			-			- 0


			10. Referral Physician Services						- 0						- 0						- 0						- 0			-			- 0


			11. Physician Risk Pool Expense Adjustment						- 0						- 0						- 0						- 0			-			- 0


			12. Total Medical Professional Services (Lines 9 to 11)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Other Medical Expense


			13. EPSDT Initial Screenings						- 0						- 0						- 0						- 0			-			- 0


			14. Outpatient						- 0						- 0						- 0						- 0			-			- 0


			15. Emergency Services--Including Emergency Transportation						- 0						- 0						- 0						- 0			-			- 0


			16. Pharmacy						- 0						- 0						- 0						- 0			-			- 0


			17. Lab--Outpatient Services						- 0						- 0						- 0						- 0			-			- 0


			18. Radiology--Outpatient Services						- 0						- 0						- 0						- 0			-			- 0


			19. Outpatient Surgery--Excluding Physician Expenses						- 0						- 0						- 0						- 0			-			- 0


			20. Durable Medical Equipment						- 0						- 0						- 0						- 0			-			- 0


			21. Dental						- 0						- 0						- 0						- 0			-			- 0


			22. Transportation--Excluding Emergency Transportation						- 0						- 0						- 0						- 0			-			- 0


			23. Nursing Facility (NF)						- 0						- 0						- 0						- 0			-			- 0


			24. Home Health Care						- 0						- 0						- 0						- 0			-			- 0


			25. Family Planning Services


			(a) Family Planning In-Network Services						- 0						- 0						- 0						- 0			-			- 0


			(b) Family Planning Out-of-Network Services						- 0						- 0						- 0						- 0			-			- 0


			26.  Sterilization Services						- 0						- 0						- 0						- 0			-			- 0


			27. Therapy--Outpatient Services						- 0						- 0						- 0						- 0			-			- 0


			28. (a) FQHC						- 0						- 0						- 0						- 0			-			- 0


			28. (b) RHC						- 0						- 0						- 0						- 0			-			- 0


			29. Mental Health																														- 0


			(a) Outpatient services						- 0						- 0						- 0						- 0			-			- 0


			(b) Outpatient Services for SED/SMI Participants						- 0						- 0						- 0						- 0			- 0			- 0


			STATEMENT OF REVENUE, EXPENSES AND EQUITY


			SECTION 2 REPORT Q1 - Page 2


			MCO Name  ___________________________						Business Segment  _________________


			MCO Fiscal Year-End  ___________________


			Quarter Ended  _________________________


						FIRST QUARTER						SECOND QUARTER						THIRD QUARTER						FOURTH QUARTER						YEAR TO DATE


			MEMBER MONTHS						PMPM						PMPM						PMPM						PMPM						PMPM


			30. Children with Special Health Care Needs						- 0						- 0						- 0						- 0			-			- 0


			31. Vision						- 0						- 0						- 0						- 0			-			- 0


			32. Occupancy (Rent/Utilities)						- 0						- 0						- 0						- 0			-			- 0


			33. Depreciation--Exclude Administrative Assets						- 0						- 0						- 0						- 0			-			- 0


			34. Other Risk Pool Expense Adjustment						- 0						- 0						- 0						- 0			-			- 0


			35. Reinsurance Expense


			(a) Reinsurance Premium Expense						- 0						- 0						- 0						- 0			-			- 0


			(b) Reinsurance Recoveries-Purchased Reinsurance						- 0						- 0						- 0						- 0			-			- 0


			(c) Reinsurance Recoveries-DHCFP Reinsurance						- 0						- 0						- 0						- 0			-			- 0


			36. Third-Party Liability Recoveries						- 0						- 0						- 0						- 0			-			- 0


			37. Other (Specify)						- 0						- 0						- 0						- 0			-			- 0


			38. Total Other Medical (Lines 13 to 37)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			39. Total Medical Expense (Lines 8+12+38)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Administrative Expenses


			40. Compensation						- 0						- 0						- 0						- 0			-			- 0


			41. Data Processing						- 0						- 0						- 0						- 0			-			- 0


			42. Management Fees						- 0						- 0						- 0						- 0			-			- 0


			43. Insurance						- 0						- 0						- 0						- 0			-			- 0


			44. Interest Expense						- 0						- 0						- 0						- 0			-			- 0


			45. Occupancy (Rent/Utilities)						- 0						- 0						- 0						- 0			-			- 0


			46. Depreciation						- 0						- 0						- 0						- 0			-			- 0


			47. Marketing						- 0						- 0						- 0						- 0			-			- 0


			48. Interest Fees/Penalty Charges						- 0						- 0						- 0						- 0			-			- 0


			49. Other (Specify)						- 0						- 0						- 0						- 0			-			- 0


			50. Total Administration (Lines 40 to 49)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			51. TOTAL EXPENSE (Lines 39+50)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			52. INCOME FROM OPERATIONS (Line 5 less Line 51)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			53. Non-Operating Income (Loss)						- 0						- 0						- 0						- 0			-			- 0


			54. INCOME (Loss) BEFORE INCOME TAXES (Line 52+53)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			55. Income Tax						- 0						- 0						- 0						- 0			-			- 0


			56. NET INCOME (Loss) AFTER INCOME TAXES			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			EQUITY


			57.  Equity Beginning of Period						- 0						- 0						- 0						- 0			- 0			- 0


			58. Increase (Decrease) in Preferred Stock						- 0						- 0						- 0						- 0			-			- 0


			59. Increase (Decrease) in Common Stock						- 0						- 0						- 0						- 0			-			- 0


			60. (Increase) Decrease in Treasury Stock						- 0						- 0						- 0						- 0			-			- 0


			61. Increase (Decrease) in Additional Paid-In Capital						- 0						- 0						- 0						- 0			-			- 0


			62. Increase (Decrease) in Contributed Capital						- 0						- 0						- 0						- 0			-			- 0


			63. Increase (Decrease) in Retained Earnings/Fund Balance						- 0						- 0						- 0						- 0			-


			(a) Net Income (Loss) (Equal to Line 56)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			(b) Dividends to Stockholders						- 0						- 0						- 0						- 0			-			- 0


			64. Other (Specify)						- 0						- 0						- 0						- 0			-			- 0


			65. EQUITY END OF PERIOD  (Lines 57 to 64)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			BUSINESS SEGMENTS:   NEVADA TANF/CHAP, NEVADA CHECKUP, ALL OTHER NEVADA LINES OF BUSINESS, AND  TOTAL NEVADA BUSINESS.
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Q3


			ENROLLMENT TABLE


			SECTION 2 REPORT Q3


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Quarter Ended  _________________________


			Source of Enrollment			RECIPIENTS


						Fist Month			Second Month			Third Month			TOTAL


			MCO's MANAGED CARE BUSINESS


			1. MEDICAID


			2. CHECKUP


			3.


			4.


			TOTAL MANAGED CARE			-			-			-			-


			OTHER NEVADA BUSINESS


			1.


			2.


			3.


			4.


			TOTAL OTHER NEVADA BUSINESS			-			-			-			-


			TOTAL NEVADA BUSINESS									-			-








Q4


			UTILIZATION DATA


			SECTION 2 REPORT Q4


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Month ________________________________


						YEAR TO DATE INFORMATION


			DESCRIPTION			TANF			CHAP			CHECKUP			OTHER			TOTAL


			INPATIENT STATISTICS *


			1.  Admissions															- 0


			2.  Patient Days															- 0


			3.  Discharges															- 0


			4.  Discharge Days															- 0


			NORMAL NEWBORN INPATIENT


			1.  Admissions															- 0


			2.  Patient Days															- 0


			3.  Discharges															- 0


			4.  Discharge Days															- 0


			NEONATE NEWBORN INPATIENT


			1.  Admissions															- 0


			2.  Patient Days															- 0


			3.  Discharges															- 0


			4.  Discharge Days															- 0


			EMERGENCY ROOM VISITS															- 0


			PHYSICIAN SERVICES


			1.  PCP Visits															- 0


			2.  EPSDT Screening Visits															- 0


			3.  Specialty (Referral) Visits															- 0


			4.  Total Physician Visits															- 0


			PRESCRIPTION DRUGS


			1.  Retail Generic															- 0


			2.  Retail Brand															- 0


			3.  Mail Order Generic															- 0


			4.  Mail Order Brand															- 0


			* Excluding normal and neonate newborns.
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Q5


			MEDICAL CLAIMS PAYABLE (RBUCs AND IBNRs)						Medicaid and Check Up Reported Separately


			SECTION 2 REPORT Q5


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Quarter Ended  _________________________


						<--------------------- Received But Unpaid Claims (RBUCs)-------------------->


			Account			1-30 Days			31-60 Days			61-90 Days			OVER 90 Days			TOTAL RBUCs			IBNRs *			RBUCs & IBNRs


			MEDICAID


			Hospitalization															-						-


			Medical Compensation															-						-


			Other Medical															-						-


			TOTAL MEDICAID															-						-


			CHECK UP


			Hospitalization															-						-


			Medical Compensation															-						-


			Other Medical															-						-


			TOTAL CHECK UP															-						-


			MEDICAID & CHECK UP


			Hospitalization			-			-			-			-			-			-			-


			Medical Compensation			-			-			-			-			-			-			-


			Other Medical			-			-			-			-			-			-			-


			TOTAL MEDICAID & CHECK UP			-			-			-			-			-			-			-


			*  Incurred but not reported claims


			Note: RBUCs' day ranges (1-30, etc.) are counted from the date of receipt of the claim by the MCO.
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Q7


			LARGE CLAIMS TRACKING - Accumulated Claims Greater than $20,000									MEDICAID  and CHECK UP - Reported Separately


			SECTION 2 REPORT Q7


			MCO Name  ___________________________


			MCOFiscal Year-End  ___________________


			Quarter Ended  _________________________


						DATES			RECIPIENT'S			YEAR TO DATE			YEAR TO DATE			DESCRIPTION OF CLAIM


			RECIPIENT'S NAME			OF SERVICE			MEDICAID #			TOTAL CLAIMS *			TOTAL PAID


			MEDICAID


			Total Medicaid									$   - 0			$   - 0


			CHECK UP


			Total Check Up									$   - 0			$   - 0


			MEDICAID and CHECK UP									$   - 0			$   - 0


			*  Submitted to the State for Stop Loss Reimbursement





&L&10Financial Report Q7&C&10Page &P of &N





Q8a


			REPORTING GUIDE FINANCIAL SECTION 2 Q8a


			THIRD PARTY LIABILITY (TPL) MONTHLY REPORT						(Medicaid and Check Up Reported Separately)


			HMO NAME:									REPORTING PERIOD: __________________________


									TPL Name, Address,			Collection Attempts						Amount			Amount


			Enrollee Name			Enrollee Billing #			Phone #, Claim #			Type			# of Attempts			Owed			Collected


			MEDICAID


			Total Medicaid															$   - 0			$   - 0


			CHECK UP


			Total CHECK UP															$   - 0			$   - 0


			MEDICAID & CHECK UP															$   - 0			$   - 0
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Q8b


			REPORTING GUIDE FINANCIAL SECTION 2 Q8b


			THIRD PARTY LIABILITY (TPL) MONTHLY REPORT			(Medicaid and Check Up Reported Separately)


			MCO NAME: XXXX									REPORTING PERIOD:    XX/XX/20XX - XX/XX/20XX


			Enrollee Name			Enrollee Billing #			Claim #			Carrier Name			Carrier Address 1			Carrier Address 2			City			State			Zip Code			Phone #			Billed Amount			Allowed Amount			Paid Amount			Cost Avoided Amount			Recovered Amount


			MEDICAID


			Total Medicaid																																							$0.00			$0.00


			CHECK UP


			Total CHECK UP																																							$0.00			$0.00


			MEDICAID AND CHECK UP																																							$0.00			$0.00








Q9


			MCO Plan Name			MCO Code    ID #			Medicaid Billing No			Last Name			First Name			DOB			Gender  (M, F, U)			Cap Month Due			Cap Amount			Request Date





&CRequest for Retrocap Payment
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Q10


			Report of Claims Received or Processed			MCO Name:						Quarter Ending:


			(Do not include drug claims)


												Count of Claims												Sum of Claim Costs


			CLAIMS PENDING ON THE LAST DAY OF THE REPORTING QUARTER:									Age as of most recent provider's submission/correspondence												Age as of most recent provider's submission/correspondence


			Category			Description			Calculation			0-30 Days			31-60 Days			+90 Days						0-30 Days			31-60 Days			+90 Days


			First-Request Claims unprocessed			Received but not yet approved, paid, denied or returned to provider for additional information			(last day of reporting quarter) - (receipt date)


			First-Request Claims approved but not yet paid			Approved for payment but not yet paid			(last day of reporting quarter) - approved date)


			Second-Request Claims unprocessed			Received with previously requested information but not yet approved, paid, denied or returned to provider for additional information			(last day of reporting quarter) - (second-request receipt date)


			Second-Request Claims approved but not yet paid			Approved for payment but not yet paid			(last day of reporting quarter) - (second-request approved date)


												Count of Claims												Sum of Claim Costs


			CLAIMS PAID DURING THE REPORTING QUARTER:									Age as of most recent provider's submission/correspondence												Age as of most recent provider's submission/correspondence


			Category			Description			Calculation			0-30 Days			31-60 Days			+90 Days						0-30 Days			31-60 Days			+90 Days


			Paid lag time			Claims paid in the reporting quarter			(paid date - approved date)


			Category						Claim Count


			Total First-Request Claims received for the three month period


			Total First-Request Claims approved in the three month period


			Total First-Request Claims paid in the three month period


			Total First-Request Claims Denied in the three month period


			Total First-Request Claims requiring additional information from providers


			Total Second-Request claims received in the three month period


			Total Second-Request Claims approved in the three month period


			Total Second-Request Claims paid in the three month period


			Total Second-Request Claims Denied in the three month period


			Total Second-Request Claims requiring additional information from providers


			Definition of Terms:


			First-Request Claim is the provider's first submission of the claim.


			Second-Request Claim is the provider's second (third, fourth, etc.) submission of a previously submitted claim in response to Vendor's request for additional information.


			Claims, for the purpose of this report, excludes drug claims.
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A1


			LISTING OF MCO OFFICERS AND DIRECTORS


			SECTION 2 REPORT A1


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Statement as of _________________________


			Business Segment _______________________


									TYPE OF			AMOUNT OF


			NAME and TITLE			RELATIONSHIP TO HMO			COMPENSATION			COMPENSATION


			Type of compensation may include, but is not limited to:  salary, contract, director's fees, bonuses, stock options, etc.


			Amounts (dollar values of compensation received) should also be included.
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A2


			BALANCE SHEET - ASSETS


			SECTION 2 REPORT Q2 - PAGE 1


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Statement as of _________________________


			Business Segment _______________________


			CURRENT ASSETS			AMOUNT


			1. Cash and Cash Equivalents


			2. Short-Term Investments


			3-A. Capitation Receivable


			3-B. Maternity (SOBRA) Payment Receivable


			4.  Reinsurance Receivable


			a. Billed


			b. Unbilled


			c. Advances


			d. Net Receivable			- 0


			5. Investment Income Receivable


			6. Due from Affiliates


			7. Unassigned


			8. Other Current Assets


			9. TOTAL CURRENT ASSETS (Items 1 through 8)			- 0


			OTHER ASSETS


			10. General Performance Security Deposit


			11. Restricted Cash and Other Assets


			12. Long-Term Investments


			13. Due from Affiliates


			14. Other Non-Current Assets


			15. TOTAL OTHER ASSETS (Items 10 through 14)			- 0


			PROPERTY AND EQUIPMENT


			16. Land


			17. Buildings


			18. Leasehold Improvements


			19. Furniture and Equipment


			20. Vehicles


			21. Other


			22. Total Property and Equipment (Items 16 through 21)			- 0


			23. Less Accumulated Depreciation and Amortization


			24. NET PROPERTY AND EQUIPMENT (Items 22 and 23)			- 0


			25. TOTAL ASSETS (Items 9, 15, and 24)			- 0


			BALANCE SHEET - LIABILITIES AND EQUITY


			SECTION 2 REPORT Q2 - PAGE 2


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Statement as of _________________________


			Business Segment _______________________


			CURRENT LIABILITIES			AMOUNT


			1. Accounts Payable


			2. Accrued Administrative Expenses Payable


			3. Capitation Payable (Providers)


			4. Medical Claims Payable


			5. Accrued Medical Incentive Pool


			6. Unassigned


			7. Current Portion of Long-Term Debt


			8. Due to Affiliates


			9. Other Current Liabilities (Specify)


			10. TOTAL CURRENT LIABILITIES (Items 1 through 9)			- 0


			OTHER LIABILITIES


			11. Long-Term Debt Excluding Current Portion


			12. Due to Affiliates


			13. Other Non-Current Liabilities (Specify)


			14. TOTAL OTHER LIABILITIES (Items 11 through 13)			- 0


			15. TOTAL LIABILITIES (Items 10 and 14)			- 0


			EQUITY


			16. Preferred Stock (Par Value________)


			(# of Shares Authorized, Issued and Outstanding)


			17. Common Stock (Par Value___________)


			(# of Shares Authorized, Issued and Outstanding)


			18. Treasury Stock (# of Shares)


			19. Additional Paid-In Capital


			20. Contributed Capital


			21. Retained Earnings/Fund Balance


			22. TOTAL EQUITY (Items 16 through 21)			- 0


			23. TOTAL LIABILITY AND EQUITY (Items 15 and 22)			- 0
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A3


			RELATED PARTY TRANSACTIONS


			SECTION 2 REPORT A3


			MCO Name  ___________________________


			MCO Fiscal Year-End  ___________________


			Statement as of _________________________


			Business Segment _______________________


									INCOME OR			EXPENSE OR


			NAME OF RELATED PARTY			DESCRIPTION OF TRANSACTIONS			RECEIPTS			DISTRIBUTIONS			RECEIVABLE			PAYABLE


			TOTALS						- 0			- 0			- 0			- 0
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Report 1 - Enrollee Grievances


			MANAGED CARE / SUBCONTRACTOR


			ENROLLEE GRIEVANCE REPORT FORM


			MCO NAME:


			REPORT QUARTER / YEAR:


			MCO GRIEVANCES			TOTAL NUMBER OF UNRESOLVED GRIEVANCES RECEIVED IN PREVIOUS REPORTING MONTH			TOTAL NUMBER OF GRIEVANCES RECEIVED THIS REPORTING PERIOD						RESOLUTION < OR EQUAL TO 90 DAYS GRIEVANCES IN COLUMNS 1 + 2						RESOLUTION > 90 DAYS GRIEVANCES IN COLUMNS 1 + 2						NUMBER OF AFFIRMED GRIEVANCES IN COLUMNS 1 + 2						NUMBER OF UNFOUNDED GRIEVANCES IN COLUMNS 1 + 2


			ACCESS TO CARE


			QUALITY OF CARE


			APPROPRIATE (see definition)


			*DENIALS - other


			SUBTOTALS


			SUBCONTRACTOR GRIEVANCES


			ACCESS TO CARE


			QUALITY OF CARE


			APPROPRIATE (see definition)


			*DENIALS - other


			SUBTOTALS


			TOTALS





&R&12Section 3 - Report 1
Enrollee Grievances Report (MCO/Subcontractor)





Report 2 - NOA Report


			MCO / SUBCONTRACTOR


			NOTICE OF ACTION REPORTING FORM


			MCO NAME:


			REPORT QUARTER / YEAR:


			MCO NOTICE OF ACTION			TOTAL NUMBER OF NOAs TO DATE			TOTAL NUMBER OF NOAs THIS REPORTING PERIOD						TOTAL NUMBER OF NOAs SENT TO ENROLLEES THIS REPORTING PERIOD						TOTAL NUMBER OF NOAs SENT TO PROVIDERS THIS REPORTING PERIOD						TOTAL NUMBER OF NOAs SENT < OR EQUAL TO 10 DAYS BEFORE DATE OF ACTION						TOTAL NUMBER OF NOAs SENT > 10 DAYS BEFORE DATE OF ACTION


			DENIAL OF SAR*


			REDUCTION OF SAR*


			TERMINATION OF SAR*


			SUSPENSION OF SAR*


			SUBTOTALS


			SUBCONTRACTOR NOTICE OF ACTION


			DENIAL OF SAR*


			REDUCTION OF SAR*


			TERMINATION OF SAR*


			SUSPENSION OF SAR*


			SUBTOTALS


			TOTALS





&RSection 3 - Report 2 MCO/Subcontractor NOA Reporting Form





Report 3 - MCO Enrollee Appeals


			MCO ENROLLEE


			APPEAL REPORT FORM


			MCO NAME:


			Report Quarter / Year:


			MCO BASIS OF ACTION			TOTAL NUMBER OF APPEAL REQUESTS UNRESOLVED FROM PREVIOUS REPORTING PERIOD			TOTAL NUMBER OF APPEAL REQUESTS THIS REPORTING PERIOD						NUMBER OF STANDARD APPEAL REQUESTS FROM COLUMNS 1 + 2						NUMBER OF EXPEDITED APPEAL REQUESTS FROM COLUMNS 1 + 2						NUMBER OF STANDARD APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS						NUMBER OF STANDARD APPEALS RESOLVED IN > 30 DAYS						NUMBER OF EXPEDITED APPEALS RESOLVED IN < OR EQUAL TO 3 DAYS						NUMBER OF EXPEDITED APPEALS RESOLVED IN > 3 DAYS						TOTAL NUMBER OF APPEALS AFFIRMED						TOTAL NUMBER OF APPEALS DENIED						TOTAL NUMBER OF APPEALS REFERRED TO STATE FAIR HEARING


			DENIAL OF SERVICE OR PAYMENT AUTHORIZATION


			REDUCTION OF SERVICE


			SUSPENSION OF SERVICE


			TERMINATION OF SERVICE


			TIMELINESS OF SERVICE/PAYMENT AUTHORIZATION


			DENIAL OF EXPEDITED SERVICE AUTHORIZATION REQUEST


			TOTALS





&R&12Section 3 - Report 3 
MCO Enrollee Appeal Report


&R&8Effective 7/1/06





Report 4-Subcontractor Appeals


			MCO SUBCONTRACTOR


			ENROLLEE APPEAL REPORT FORM


			MCO NAME:


			Report Quarter / Year:


			SUBCON-TRACTOR BASIS OF ACTION			TOTAL NUMBER OF APPEAL REQUESTS UNRESOLVED FROM PREVIOUS REPORTING PERIOD			TOTAL NUMBER OF APPEAL REQUESTS THIS REPORTING PERIOD						NUMBER OF STANDARD APPEAL REQUESTS FROM COLUMNS 1 + 2						NUMBER OF EXPEDITED APPEAL REQUESTS FROM COLUMNS 1 + 2						NUMBER OF STANDARD APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS						NUMBER OF STANDARD APPEALS RESOLVED IN > 30 DAYS						NUMBER OF EXPEDITED APPEALS RESOLVED IN < OR EQUAL TO 3 DAYS						NUMBER OF EXPEDITED APPEALS RESOLVED IN > 3 DAYS						TOTAL NUMBER OF APPEALS AFFIRMED						TOTAL NUMBER OF APPEALS DENIED						TOTAL NUMBER OF APPEALS REFERRED TO STATE FAIR HEARING


			DENIAL OF SERVICE OR PAYMENT AUTHORIZATION


			REDUCTION OF SERVICE


			SUSPENSION OF SERVICE


			TERMINATION OF SERVICE


			TIMELINESS OF SERVICE/PAYMENT AUTHORIZATION


			DENIAL OF EXPEDITED SERVICE AUTHORIZATION REQUEST


			TOTALS





&RSection 3 - Report 4
MCO Subcontractor Enrollee Appeal Report Form


&REffective 7/01/06





Report 5 - MCO Provider Dispute


			MCO PROVIDER


			GRIEVANCE AND APPEAL REPORT FORM


			MCO NAME:


			Report Quarter / Year:


			TYPE OF PROVIDER DISPUTE			TOTAL NUMBER OF PROVIDER DISPUTES CARRIED OVER FROM PREVIOUS REPORT			TOTAL NUMBER OF PROVIDER DISPUTES THIS REPORTING PERIOD						NUMBER OF GRIEVANCES RESOLVED IN < OR EQUAL TO 90 DAYS FROM COLUMNS 1 + 2						NUMBER OF GRIEVANCES RESOLVED IN > 90 DAYS FROM COLUMNS 1 + 2						NUMBER OF APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS						NUMBER OF APPEALS RESOLVED IN > 30 DAYS						AVERAGE RESOLUTION TIME OF ALL DISPUTES (IN DAYS)						NUMBER OF DISPUTES AFFIRMED						NUMBER OF DISPUTES DENIED


			Denied Claims -PRIOR AUTHORIZATION NOT OBTAINED												N/A						N/A


			Denied Claims - STALEDATE ISSUES												N/A						N/A


			Denied Claims - NON-COVERED BENEFIT												N/A						N/A


			Denied Claims - *OTHER CLAIMS ISSUES												N/A						N/A


			SUBTOTALS												N/A						N/A


			TIMELY PAYMENT																								N/A						N/A


			HMO COVERAGE POLICY AND PROCEDURE ISSUES																								N/A						N/A


			OTHER PROVIDER DISPUTES																								N/A						N/A


			SUBTOTALS																								N/A						N/A


			GRAND TOTALS





&R&12Section 3 - Report 5 
MCO Provider Grievance and Appeal Report Form





Report 6-Subcontractor Dispute


			MCO SUBCONTRACTOR


			GRIEVANCE AND APPEAL REPORT FORM


			MCO NAME:


			Report Quarter / Year:


			TYPE OF PROVIDER DISPUTE			TOTAL NUMBER OF PROVIDER DISPUTES CARRIED OVER FROM PREVIOUS REPORT			TOTAL NUMBER OF PROVIDER DISPUTES THIS REPORTING PERIOD						NUMBER OF GRIEVANCES RESOLVED IN < OR EQUAL TO 90 DAYS FROM COLUMNS 1 + 2						NUMBER OF GRIEVANCES RESOLVED IN > 90 DAYS FROM COLUMNS 1 + 2						NUMBER OF APPEALS RESOLVED IN < OR EQUAL TO 30 DAYS						NUMBER OF APPEALS RESOLVED IN > 30 DAYS						AVERAGE RESOLUTION TIME OF ALL DISPUTES (IN DAYS)						NUMBER OF DISPUTES AFFIRMED						NUMBER OF DISPUTES DENIED


			Denied Claims -PRIOR AUTHORIZATION NOT OBTAINED


			Denied Claims - STALEDATE ISSUES


			Denied Claims - NON-COVERED BENEFIT


			Denied Claims - *OTHER CLAIMS ISSUES


			SUBTOTALS


			TIMELY PAYMENT


			HMO COVERAGE POLICY AND PROCEDURE ISSUES


			OTHER PROVIDER DISPUTES


			SUBTOTALS


			GRAND TOTALS





&R&12Section 3 - Report 6 
Subcontractor Provider Grievance and Appeal Report Form


&REffective 7/01/06







image23.emf

2017 Attachment T 


Section 4 Appendix A CMS 416.xls




2017 Attachment T Section 4 Appendix A CMS 416.xls

Sheet1


			Centers for Medicaid and Medicare Services


			Section 4 Report 3												MCO NAME


			References to Dental Reporting do not apply to RFP #3260.


			FORM HCFA-416:  ANNUAL EPSDT PARTICIPATION REPORT			FORM CMS - 416 ANNUAL EPSDT PARTICIPATION REPORT


															Age Groups


			State____________ FY _______


									Total			<1			1 - 2 *			3 - 5			6 - 9			10 - 14			15 - 18			19-20


			1.   Total Individuals			CN


			Eligible for EPSDT			MN


						Total


			2a.  State Periodicity


			Schedule


			2b.  Number of Years


			in Age Group									1			2			3			4			5			4			2


			2c.  Annualized State


			Periodicity Schedule


			3a.  Total Months			CN


			of Eligibility			MN


						Total


			3b.   Average Period			CN


			of Eligibility			MN


						Total


			4.   Expected Number of			CN


			Screenings per			MN


			Eligible			Total


			5.   Expected Number			CN


			of Screenings			MN


						Total


			6.  Total Screens			CN


			Received			MN


						Total


			7.   Screening Ratio			CN


						MN


						Total


			*  Includes 12-month visit


			Note:  "CN" = Categorically Needy,  "MN" = Medically Needy


																														Page 2


															Age Groups


			State____________ FY _______


									Total			<1			1 - 2 *			3 - 5			6 - 9			10 - 14			15-18			19-20


			7.  SCREENING RATIO			CN


						MN


						Total


						Total


			8.  Total Eligibles Who


			Should Receive at			CN


			Least One Initial or			MN


			Periodic Screen			Total


			Least One Screen			Total


			9.  Total Eligibles


			Receiving at Least			CN


			One Initial or			MN


			Periodic Screen			Total


			10.  PARTICIPANT RATIO			CN


						MN


						Total


			11.  Total Eligibles			CN


			Referred for			MN


			Corrective Treatment			Total


			Corrective Treatment			Total


			12a. Total Eligibles			CN


			Receiving Any Dental			MN


			Services			Total


			12b. Total Eligibles			CN


			Receiving Preventive			MN


			Dental Services			Total


			12c. Total Eligibles			CN


			Receiving Dental			MN


			Treatment Services			Total


			13.  Total Eligibles Enrolled			CN


			in Managed Care			MN


						Total


			14.   Total number of			CN


			Screening Blood			MN


			Lead Tests			Total


			*  Includes 12-month visit


			Note:  "CN" = Categorically Needy,  "MN" = Medically Needy
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2017 Attachment T Section 4 Appendix A Maternal and Birth, EPSDT.xls

Maternal and Birth Report Form 


						REPORTING GUIDE


						MATERNAL AND BIRTH REPORT FORM


						SECTION 4 REPORT 1A - TITLE XIX MEDICAID MANAGED CARE


						MCO Name:												REPORT MONTH and YEAR:


						Mother's Name			Mother's			Mother's			EDC			Baby's Name			Baby's			Baby's			Birth			Vag - V			High Risk			High Risk CM			Medical			DO Ref


									SSN			Billing #									Billing #			DOB			Weight Gr.			C-Sec - C			Factor(s)			Y/N			Provider ID #			Y/N


						High Risk Factor Data Field																		Birth Weight Data


			1			Previous Caesarian or  VBAC									19			Fetal Reduction						1			Normal Birth Weight: Greater Than 2500 Grams


			2			Risk Factors: Past OB/GYN History, including Past Pregnancies									20			Treatment for Bacterial Vaginosis						2			Low Birth Weight: Greater Than 1500 Grams


			3			Pre-term labor with previous pregnancy (less than 37 weeks)									21			Presence of Bacterial Vaginosis this pregnancy									& Less Than 2500


			4			Cervical changes									22			Bleeding after 17 weeks this pregnancy						3			Very Low Birth Weight: Less Than 1500 Grams


			5			Diethylstilbestrol (DES) Exposure									23			Pre-term labor in this pregnancy


			6			cerclage with previous pregnancy									24			Diagnosis associated with pre-term delivery (narrative)


			7			Incompetent cervix									25			Polyhydramnios this pregnancy


			8			Two or more second trimester abortions									26			Placenta previa beyond 26 week, this pregnancy


			9			Delivery within the past 12 months									27			Gestational diabetes this pregnancy


			10			Prior cone biopsy									28			Smoking


			11			Known uterine anomalies									29			Substance Abuse


			12			Uterine fibroids									30			Occupational Demands


			13			Myomectomy									31			Psychosocial Issues


			14			Assisted Reproductive Technology (ART) this pregnancy									32			Mother's Asthma


			15			Gonadotropin									33			Other  (Please Specify)


			16			Clomophine


			17			Pregnancy induced Hypertension this pregnancy


			18			Multiple Gestations


						NEVADA HEALTH NETWORK


						MATERNAL AND BIRTH REPORT FORM


						SECTION 4 REPORT 1B - TITLE XXI NEVADA CHECK UP


						MCO Name:												REPORT MONTH and YEAR:


						Mother's Name			Mother's			Mother's			EDC			Baby's Name			Baby's			Baby's DOB			Birth			Vag - V			High Risk						Medical			DO Ref


									SSN			Billing #									Billing #						Weight Gr.			C-Sec - C			Factor(s)						Provider ID #			Y/N


						High Risk Factor Data Field																		Birth Weight Data


			1			Previous Caesarian or  VBAC									19			Fetal Reduction						1			Normal Birth Weight: Greater Than 2500 Grams


			2			Risk Factors: Past OB/GYN History, including Past Pregnancies									20			Treatment for Bacterial Vaginosis						2			Low Birth Weight: Greater Than 1500 Grams


			3			Pre-term labor with previous pregnancy (less than 37 weeks)									21			Presence of Bacterial Vaginosis this pregnancy									& Less Than 2500


			4			Cervical changes									22			Bleeding after 17 weeks this pregnancy						3			Very Low Birth Weight: Less Than 1500 Grams


			5			Diethylstilbestrol (DES) Exposure									23			Pre-term labor in this pregnancy


			6			cerclage with previous pregnancy									24			Diagnosis associated with pre-term delivery (narrative)


			7			Incompetent cervix									25			Polyhydramnios this pregnancy


			8			Two or more second trimester abortions									26			Placenta previa beyond 26 week, this pregnancy


			9			Delivery within the past 12 months									27			Gestational diabetes this pregnancy


			10			Prior cone biopsy									28			Smoking


			11			Known uterine anomalies									29			Substance Abuse


			12			Uterine fibroids									30			Occupational Demands


			13			Myomectomy									31			Psychosocial Issues


			14			Assisted Reproductive Technology (ART) this pregnancy									32			Mother's Asthma


			15			Gonadotropin									33			Other  (Please Specify)


			16			Clomophine


			17			Pregnancy induced Hypertension this pregnancy


			18			Multiple Gestations





&L&8Maternity and Birth Data Reports 1A & 1B&R&8 2





EPSDT Referrals


			MEDICAID MANAGED CARE


			EPSDT REFERRALS


			SECTION 4 REPORT 2


			MCO Name:


			Month


			Calendar Year:


			Medicaid Recipient			DOB			Medicaid			Screening Service			Type of Referral


			Billing #						Provider #			Date


			* TYPES OF REFERRALS


			A = Eyes			E = Physical


			B = ENT			F = Developmental


			C = Hearing			G = Laboratory


			D = Dental			H = Nutrition





&L&8EPSDT Referral Report 2
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Sheet1


			Provider Name			NPI			Provider Type Code			Provider Type Desc			Provider Specialty			Provider Specialty Desc			Address1			Address2			City			State			Zip			County
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 (
STATE OF 
NEVADA
Department of Health and Human Services
Division of Health Care Financing and Policy
)





 (
STATE OF 
NEVADA
Department of Health and Human Services
Division of Health Care Financing and Policy
)	


Program Integrity Provider Referral Form





1. PROVIDER INFORMATION


			Provider Name 


			NPI


			MCO 


			Type of Referral 





			


			


			|_| AGP





|_| HPN 


			|_| Credible Allegation of Fraud (CAF)








			Address


			Telephone number


			Email Address





			


			


			











2. ALLEGATION INFORMATION


			Source of Complaint


			Overpayment Identified


			Date of Service


			Provider Type


			Approx. range 


of dollars involved


			Procedure Code/Modifier





			


			|_| No 


|_| Yes     Amount $


			


			


			


			





			Referred by (name & contact number of person doing the referral)


			Date referral  reported to SUR





			


			





			Summary of Allegation





			Provide names of individual providers and provider employees involved.  If relevant, provide recipient information.  Provide enough information to reconstruct the alleged events.  Use additional sheet if necessary.





			































































































			Current status of the MCO investigation or action taken:








3. INSTRUCTIONS


			· Complete & send ALL referrals forms  to NPI@DHCFP.nv.gov


· Referrals should be encrypted


			DHCFP use only


· SUR Case                                        Yes |_|      No |_|


· Forwarded to MFCU                       Yes |_|      No |_|


· Forwarded to  DWSS                      Yes |_|      No |_|














	Pg. 2 of 2	NMO-5000 E (02/12)


		





		Report 7-MCO Program Integrity Provider Referral Form
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Report 8-MCO Program Integrity Recipient Referral Form.docx

 (
STATE OF 
NEVADA
Department of Health and Human Services
Division of Health Care Financing and Policy
)





 (
STATE OF 
NEVADA
Department of Health and Human Services
Division of Health Care Financing and Policy
)	


Program Integrity Recipient Referral Form





1. RECIPIENT INFORMATION


			Recipient Name 


			DOB


			Med ID


			MCO 


			Type of Referral 





			


			


			


			|_| AGP





|_| HPN 


			


|_| Credible Allegation of Fraud (CAF)





			Address


			Telephone number


			Email Address





			


			


			











2. ALLEGATION INFORMATION


			Source of Complaint


			Medicaid Eligibility Period (if known)


			Date of Service


			


			Approx. range 


of dollars involved


			Procedure Code/Modifier





			


			


			


			


			


			





			Referred by (name & contact number of person doing the referral)


			Date referral reported to SUR





			


			





			Summary of Allegation





			Provide names of individual recipients.  If relevant, provide provider information.  Provide enough information to reconstruct the alleged events.  Use additional sheet if necessary.





			





			Current status of the MCO investigation or action taken:














3. INSTRUCTIONS


			· Complete & send ALL referrals forms  to NPI@DHCFP.nv.gov


· Referrals should be encrypted


			DHCFP use only


· SUR Case                                      Yes |_|      No |_|


· Forwarded to MFCU                     Yes |_|      No |_|


· Forwarded to  DWSS                     Yes |_|     No |_|











	Pg. 2 of 2	NMO-5000 E (02/12)


		





		Report 8-MCO Program Integrity Recipient Referral Form
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Report 9-MCO Monthly Report.xlsx

Provider Referrals


																					Monthly Reporting 


																					Provider Referrals


			Billing Provider Name			NPI			Date Received			Source of Referral			Allegation			Credible Allegation of Fraud? Y/N			Date Referred to NPI e-mail			Status of Case Being Worked By MCO			Notes			Final Recoupment Amount			New, Ongoing, or Closed Within Last 30 Days?			Date of Closure 			Closure Reason
























































			*Please suspend further investigation on any cases which have credible allegations of fraud, until directed otherwise by SUR.  All other cases may continue to be worked by the MCOs. 


			*When you send the referrals to the NPI inbox, please use the following as a subject line: HPN Provider; HPN Recipient; HPN CAF Provider; and HPN CAF Recipient.


			*All referrals sent must be encrypted.  Please send the encrypted e-mail, followed by a separate e-mail with the password.





Report 9-MCO Monthly Report 
	






Recipient Referrals


												Monthly Reporting 


												Recipient Referrals


			Recipient Name			Medicaid ID 			Date Received			Source of Referral			Allegation			Credible Allegation of Fraud? Y/N			Date Referred to NPI e-mail			Status of Case Being Worked by MCO			Notes			New, Ongoing, or Closed Within Last 30 Days?			Date of Closure 			Closure Reason






































Sheet1


			New			Yes


			Ongoing			No


			Closed
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Report 10-MCO Quarterly Report.xlsx

Total Numbers


			MCO Quarterly Report


			Reporting Period


			Number of MCO Investigations


						Providers			Recipients


			New


			Ongoing


			Closed


			Totals for Quarter ?			0			0


			Number of Referrals sent to NV Medicaid


						Providers			Recipients


			April


			May


			June


			Total for Quarter ?			0			0


			Number of Suspected Fraud Referrals sent to NV Medicaid


						Providers			Recipients


			April


			May


			June


			Total for Quarter ? 			0			0





Report 10-MCO Quarterly Report Template	






Detailed Breakdown


			MCO Quarterly Report


			Reporting Period








			MCO Investigations


			Provider name			 Provider NPI			Date forwarded to NPI			New, Ongoing or Closed?














			Recipient name			Recipient Med ID			Date forwarded to NPI			New, Ongoing or Closed?

















			Referrals sent to Nevada Medicaid


			Provider Name			Provider NPI			Date forwarded to NPI














			Recipient Name			Medicaid ID number			Date forwarded to NPI

















			Suspected Fraud Referrals sent to Nevada Medicaid


			Provider Name			Provider NPI			Date forwarded to NPI














			Recipient Name			Medicaid ID number			Date forwarded to NPI






































Sheet1


			New


			Ongoing


			Closed
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Request for Proposal 
for Managed Care Organization


State of Nevada RFP 3260


Due: September 1, 2016 | 2 PM


Proposer: Ty Windfeldt, Chief Executive 
Officer HometownHealth Plan Inc
830 Harvard Way
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September 1, 2016


      Part IA 
Scope of Work





		RFP_Part IA - Scope of Work - Master

		Tab 1 - Title Page

		Title Page Part 1A Scope of Work

		Tab II - Table of Contents

		Tab III -Scope of Work

		RFP 3260 MCO Section 3 Scope of Work - Final without Confidential Section.pdf

		3. SCOPE OF WORK

		3.1 GENERAL

		3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed...

		3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of ...



		3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of...

		3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of the quality of care provided by the vendor.  Accredited organizations must meet quality standards related to various ...

		3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual.

		3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to b...

		3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unl...

		3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient.

		3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed C...

		3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mo...



		3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX)

		3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, some...

		3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations;

		3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of Insurance;

		3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid;

		3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO;

		3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for any period of time for recipients who tran...

		3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO.



		3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX.  Additionally, the vendor may designate othe...

		3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating willingness to comply with this section.  Please describe any differences between Title XIX and Title XXI MCO plan...

		3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance O...



		3.3 VENDOR DUTIES AND RESPONSIBILITIES

		3.4 MEDICAL SERVICES

		3.4.1 General Information

		3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor:

		3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which the services are furnished;

		3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, or condition of the recipient;

		3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be e...

		3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriat...

		3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for initial and continuing authorizations of services.

		3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on moral or religious grounds, the vendor must furnish information about the services it does not cover to the ...

		3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's m...

		A.  The anticipated DHCFP recipient managed care enrollment;

		B.  The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients;

		C.  The expected utilization of services including a description of the utilization management software or other process used by the plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up popu...

		D.  The numbers and types of providers required to furnish the contracted Medicaid covered services; and

		E.  The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients...



		3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate.

		A.  Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level.

		B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP.  Any specialist can be a PCP based on m...

		C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network provider(s).

		D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.

		E.  Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services.  This is in addition to the recipient’s designated PCP, ...



		3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them.  If the network is unable to provide necessary services covered under the contract to a particular recipient, the v...

		3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient.

		3.4.2.11 Must coordinate with out of network providers with respect to payment.

		3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP.

		3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR ...

		3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after bus...

		3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds purs...

		A.  Cultural Competency Plan

		1. Each vendor must have a comprehensive cultural competency program, which is described in a written plan.  The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The CCP must identi...

		2. The vendor must identify a staff person, title or position responsible for the CCP.  If there is a change in the staff member responsible for the CCP, the vendor must notify the DHCFP.

		3. The CCP must contain a description of Staff Recruitment and Retention:

		a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions.





		B.  Education and Training

		1. The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all...

		2. The education program consists of methods the vendor will use for providers and other subcontractors with direct recipient contact.  The education program will be designed to make providers and subcontractors aware of the importance of providing se...



		C.  Culturally Competent Services and Translation/Interpretation Services

		1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs and/or disparitie...

		2. A vendor, at the point of contact, must make recipients aware that translation services are available.  The services that are offered must be provided by someone who is proficient and skilled in translating language(s).  The availability and access...

		3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner:

		a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language.

		b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that language.  Vital materials must include, at a minimum, notices for de...

		c. All written notices informing recipients of their right to interpretation and translation services shall be translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and have LEP.





		D.  Evaluation and Assessment of CCP

		1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A summary report of the evaluation must be sent to the DHCFP.  The evaluation may, for example, focus on: comparative recipient sat...

		2. The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not ...







		3.4.3 Vendor Covered Services

		3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below.

		3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shal...

		A.  Applied Behavior Analysis;

		B.  Ambulatory Surgery Centers;

		C.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment;

		D.  Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner;

		E.  Certified Registered Nurse Practitioner;

		F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients);

		G.  Community Paramedicine;

		H.  Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting;

		I.  Disposable Medical Supplies;

		J.  Durable Medical Equipment;

		K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);

		L.  Emergency Transportation;

		M.  End Stage Renal Disease Facilities;

		N.  Family Planning Services;

		O.  Hearing Aid Dispenser and Related Supplies;

		P.  Home Health Agency;

		Q.  Hospital Inpatient;

		R.  Hospital Outpatient;

		S.  Inpatient Medical Rehabilitation Center or Specialty Hospital;

		T.  Intravenous Therapy (TPN);

		U.  Laboratory - Pathology/Clinical;

		V.  Medical Rehabilitation Center or Specialty Hospital;

		W.  Mental Health Services:

		1. Inpatient Psychiatric Hospital;

		2. Mental Health Outpatient Clinic;

		3. Mental Health Rehabilitative Treatment;

		4. Psychologist;

		5. Outpatient Psychiatric;

		6. Residential Treatment Centers (RTC);

		7. Case Management;

		8. Habilitation services; and

		9. Medication Management.



		X.  Methadone Treatment;

		Y.  Nursing Facilities; under 45-days (see 3.2.3.11);

		Z.  Nurse Anesthetist;

		AA.  Certified Nurse Midwife;

		BB.  Opticians/Optometrists;

		CC.  Outpatient Surgery;

		DD.  Personal Care Aide;

		EE.  Pharmacy;

		FF.  Physician/Osteopath;

		GG.  Physician Assistants;

		HH.  Podiatrist (for EPSDT eligible recipients);

		II.  Private Duty Nursing;

		JJ.  Prosthetics;

		KK.  Radiology and Noninvasive Diagnostic Centers;

		LL.  Residential Treatment Centers; (with limitations);

		MM.  Rural Health Clinics and Federally Qualified Health Centers (FQHC);

		NN.  School Based Health Centers;

		OO.  Special Clinics;

		PP.  Swing Beds Stays, under 45 days;

		QQ.  Therapy:

		1. Audiology;

		2. Occupational;

		3. Physical;

		4. Respiratory;

		5. Speech;

		6. Habilitation; and



		RR.  Tobacco Cessation;

		SS.  Transitional Rehabilitative Center; and

		TT.  Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see limitations).

		UU.  Other services as defined in the Medicaid Services Manual (MSM).





		3.4.4 Special Considerations

		3.4.4.1 Inpatient Hospital Services

		A.  The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs).  These alternative settings must be lower cos...

		B.  The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no lon...



		3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.

		A.  The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a...

		1. All services provided at Indian Health Service Facilities and Tribal Clinics.

		2. All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may ...

		3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the ...



		B.  Non-Emergency Transportation (NET)

		C.  School-Based Child Health Services (SBCHS) with Limitations

		1. The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. Schoo...

		2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If th...

		3. The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school...

		4. The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XI...

		5. The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendo...

		6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.



		D.  Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.

		E.  Adult Day Health Care

		1. Recipients requiring this service are eligible for managed care.

		2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that ...

		3. Home and Community Based Waiver Services (1915(c)).

		4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.

		5. All PASRR and LOC are performed by the DHCFP’s fiscal agent.



		F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations

		1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically nece...

		2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the asse...

		3. The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/net...

		4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.

		5. Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the ...

		6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.



		G.  Targeted Case Management (TCM)

		H.  Child Welfare

		I.  All Nursing Facility Stays Over Forty-Five (45) Days

		J.  Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days

		K.  Residential Treatment Center (RTC), Medicaid Recipients

		1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC ch...

		2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.

		3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary...



		L.  Residential Treatment Center (RTC), Nevada Check Up Recipients

		M.  Hospice

		N.  Dental Services

		O.  Orthodontic Services



		3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)

		A.  The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) years.  The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B...

		B.  Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d...

		C.  EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are basically one and the same and are billed using the same codes with the same reimbursement.    The vendors are not required to pay...

		1. Screening services which include a comprehensive health and developmental history (including assessment of both physical and mental health development);

		2. A comprehensive, unclothed physical exam;

		3. Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule);

		4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal requirements);

		5. Health education;

		6. Vision services;

		7. Dental services referrals;

		8. Hearing services; and

		9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening se...



		D.  The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this p...

		E.  The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services.  These efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal documents cited in ...



		3.4.4.4 Additional Preventive Services

		A.  Tobacco Cessation Treatment

		B.  Screening for tobacco use at every PCP visit; and

		C.  For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a minimum:

		1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence Treatment. These visits are in addition to any mental health coverage limits:

		a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH.

		b. Individual tobacco cessation counseling / coaching.

		c. Group tobacco cessation counseling / coaching.



		2. FDA approved cessation medications:

		a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment regimen should cover a minimum of 90 days.

		b. Combination therapy – the use of a combination of medications, including but not limited to the following combinations – should be allowed:



		3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment.

		4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or frequency of tobacco cessation treatments included in this section.

		5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that recipients are given complete information about the coverage of tobacco cessation items and services.

		6. Vendor will partner with the DPBH to, at a minimum:

		a. Promote the full Tobacco Cessation Benefit to recipients.

		b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid MCO run quitline.

		c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually.

		d. The approved MCO quitline vendor must be a member of NAQC.









		3.4.5 Health Promotion and Education Programs

		3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target popula...

		A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following preventative cancer screenings:

		1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;

		2. Mammography and Clinical Breast Exams for Breast Cancer;

		3. Low Dose CT Screening for Lung Cancer; and

		4. Pap Testing for Cervical Cancer.







		3.4.6 Pharmacy Services

		3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  The vendor is expected to offer pharmacy benefits that mirror...

		3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation.  The DHCFP shall...

		3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the plan’s recipients.

		3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting with the prescriber. The vendor must then document...

		3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is medically necessary for a particular patient.  The prescriber should document in the patient’s medical record ...

		3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors.  These recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only.  They can use any pharmacy for their non-cont...

		3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan...

		3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually...

		3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information necessary for the DHCFP to process the claim for rebates.  Covered outpatient drugs dispensed to individuals eligible for m...



		3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults

		3.4.7.1 The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early Intervention, and mental health services for adults.  The vendor must reimburse certain types of providers with whom...

		3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment by appropriately qualified health care professionals to need a course of treatment or regular care monitoring.  The...

		A.  Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for the recipient;

		B.  Approved by the vendor in a timely manner, if approval is required by the vendor; and

		C.  In accordance with any applicable State quality assurance and utilization review standards.





		3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs

		3.4.9 Out-of-Network Services

		3.4.9.1 Out-of-Network Providers

		A.  When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor must:

		1. Coordinate the care with out-of-network providers;

		2. Offer the opportunity to the out-of-network provider to become part of the network; and

		3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate..





		3.4.9.2 Emergency Services

		A.  The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who furnished the services has a contract with the vendor.  The vendor must pay the out-of-network provider for emergency services, ap...

		B.  No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers.  The vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks emerg...

		C.  Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room prov...

		D.  A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.  The vendor is responsible for coverage and payment of ...

		E.  Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting.





		3.4.10 Post-Stabilization Services

		3.4.10.1 The vendor is financially responsible for:

		A.  Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization representative;

		B.  Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a req...

		C.  Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized conditio...

		D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recip...

		E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network.



		3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)



		3.4.11 Out-Of-State Providers

		3.4.12 Obstetrical/GYN Services

		3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive and/or curative services and may include, but ...

		3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate coordination and assess medical management of prenatal care and high-risk pregnancies.

		3.4.12.3 Obstetrical Global Payment

		A.  Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician.  Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visi...

		B.  A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen seven (7) or more times.  If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may ...

		C.  Network Providers

		1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a network provider.

		a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.





		D.  Non-network Providers

		E.  New Recipients within the Last Trimester of Pregnancy

		F.  Prior Authorization

		G.  Certified Nurse Midwife Services

		H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA)

		1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick pay...

		2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate pa...

		3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery.

		4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting Guide.



		I.  Family Planning Services

		1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any qualifie...

		2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or older.  Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age of tw...

		3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its recipients at the FFS rate paid by the DHCFP.  The vendor will be responsible for coordinating and documenting out-of-plan family pla...



		J.  Abortions

		1. The vendor may only cover abortions in the following situations:

		a. If the pregnancy is the result of an act of rape or incest; or

		b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a physician, place the wo...





		K.  Low Birth Weight Babies

		L.  Immunizations





		3.4.13 Mental Health Services

		3.4.13.1 Mental Health Parity

		A.  The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgi...

		B.  The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strateg...

		1. Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or based on whether the treatment is experimental or investigative;

		2. Formulary design for prescription drugs;

		3. Network tier design (such as preferred providers and participating providers);

		4. Standards for provider admission to participate in a network, including reimbursement rates;

		5. Methods for determining usual, customary, and reasonable charges;

		6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-first policies or step therapy protocols);

		7. Exclusions based on failure to complete a course of treatment;

		8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or duration of benefits for services provided; and

		9. Standards for providing access to out-of-network providers.



		C.  The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, outpatient services, emergency care, and prescription drugs.

		D.  The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of this compliance by September 15, 2017.



		3.4.13.2 The vendor shall provide the following services:

		A.  Inpatient Psychiatric Services

		1. To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative se...

		2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS).



		B.  Mental Health Outpatient Clinic

		C.  Mental Health Rehabilitative Treatment Services;

		D.  Psychologist;

		E.  Outpatient Psychiatric;

		F.  Residential Treatment Center (RTC);

		G.  Case Management;

		H.  Habilitation Services:

		I.  Methadone Treatment; and

		J.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment.





		3.4.14 Coordination with Other Vendors and Other Services

		3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may provide to the recipient with the services the recipient may receive from any other vendor including dental.  Upon re...

		3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid programs.  This coordination includes referral of eligible recipients, to appropriate community resources and socia...

		3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case manager to ensure continuity of services for recipients with special needs.  These recipients may include, but...





		3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS

		3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient data.  The vendor shall accept each recipien...

		3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in the case...

		3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the disenrollment.  The recipient may be e...

		3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  In such cases, the vendor shall o...

		3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must provide the DHCFP with notification of all births...

		3.5.6 New Enrollment Process

		3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will have the opportunity to select their vendor of choice at the time of application, or any time p...

		3.5.6.2 Newborns

		A.  The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site.

		B.  Medicaid-Eligible Newborns

		C.  Nevada Check Up/CHIP Newborns

		D.  If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be enrolled as of the first day of the next administrative month.  If the coverage extends beyond that 30 day period the chil...



		3.5.6.3 Auto-Assignment Process

		3.5.6.4 Automatic Reenrollment

		A.  The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility.  Those returning recipients who were ineligible f...

		B.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eli...





		3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form)

		3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in managed care.

		3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care Needs (CSHCN) and Mental Health Services for Adults:

		A.  Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, ...

		B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for ongoing patient care.



		3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient

		A.  The DHCFP will hold an open enrollment period at least once every twelve (12) months.  During open enrollment, recipients are free to change vendors or to remain with their current vendor.

		B.  Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment.  These recipients mu...

		C.  Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period.

		D.  Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. The...

		E.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have n...

		F.  Any recipient may request to switch vendors for good cause at any time.  These recipients must contact their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enroll...

		1. Good cause for disenrollment as defined in 42CFR438.56 includes:

		a. The recipient moves out of the vendor service area.

		b. The plan does not, because of moral or religious objections, cover the service the recipient seeks.

		c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider de...

		d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes intermedia...





		G.  If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied.  The vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may n...

		H.  If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to the recipient upon the date of the decision.  Appeal rights must be included with the Notice of Decision.  The vendor...

		I.  The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) ...

		1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a determination.  If the vendor cannot make a determination, the vendor may refer the request to the State. If the State deter...



		J.  If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can be disenrolled within the timeframes specified, the disenrollment request is considered approved.

		K.  If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by requesting disenrollment through their vendor.

		L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d).



		3.5.7.4 Disenrollment at the Request of the Vendor

		A.  The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confir...

		B.  In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be considered approved.

		C.  A vendor may not request disenrollment of a recipient for any of the following reasons:

		1. An adverse change in the recipient’s health status;

		2. Pre-existing medical condition;

		3. The recipient’s utilization of medical services;

		4. Diminished mental capacity;

		5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients);

		6. A recipient’s attempt to exercise his/her grievance or appeal rights; or

		7. Based on the recipient’s national origin, creed, color, sex, religion, and age.



		D.  Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2).



		3.5.7.5 Enrollment, Disenrollment and Other Updates

		A.  The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly e...

		B.  An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion.  During the open enrollment period, a recipient may disenroll from their vendor without cause.

		C.  Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be provided at least 60 days before each annual ...



		3.5.7.6 Enrollment Interface

		A.  Determine the number of recipients each enrolled PCP will accept as new patients; and

		B.  Transmit recipient elections regarding PCP assignment for the forthcoming month.



		3.5.7.7 Provider Enrollment Roster Notification

		3.5.7.8 Change in a Recipient's Status

		3.5.7.9 Transitioning/Transferring of Recipients

		A.  Transitioning Recipients into Vendors

		1. Recipients with medical conditions such as:

		a. Pregnancy (especially if high risk);

		b. Major organ or tissue transplantation services in process;

		c. Chronic illness;

		d. Terminal illness;

		e. Intractable pain; and/or

		f. Behavioral or Mental Health Conditions.



		2. Recipients who, at the time of enrollment, are receiving:

		a. Chemotherapy and/or radiation therapy;

		b. Significant outpatient treatment or dialysis;

		c. Prescription medications or durable medical equipment (DME);

		d. Behavioral or Mental Health Services;

		e.  Long Term Services and Supports

		f.  Home Health or Personal Care services



		3. Recipients who, at enrollment:

		a. Are scheduled for inpatient surgery(s);

		b. Are currently in the hospital;

		c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior authorizations; and/or

		d. Have post-surgical follow-up visits scheduled after their enrollment.







		3.5.7.10 Transferring Recipients Between Vendors

		A.  Hospitalized;

		B.  Pregnant;

		C.  Receiving Dialysis;

		D.  Chronically ill (e.g., diabetic, hemophilic, etc.);

		E.  Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or treatment;

		F.  On an apnea monitor;

		G.  Receiving behavioral or mental health services;

		H.  Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For mo...

		I.  Involved in, or pending authorization for, major organ or tissue transplantation;

		J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition;

		K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition;

		L.  Referred to a Specialist(s);

		M.  Receiving substance abuse treatment ;

		N.  Receiving prescription medications;

		O.  Receiving durable medical equipment or currently using rental equipment;

		P.  Currently experiencing health problems;

		Q.  Receiving case management (referral must include the case manager’s name and phone number); and

		R.  Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health.





		3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange (HIX) or other insurance product.



		3.6 RECIPIENT SERVICES

		3.6.1 Information Requirements

		3.6.1.1 Member Handbook

		A.  The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed.  The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care Advisory...

		B.  The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon...

		1. Explanation of their right to obtain available and accessible health care services covered under this contract; how to obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the vendor’s...

		2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection may ...

		3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages spoken,...

		4. Any restrictions on the recipient’s freedom of choice among network providers.

		5. Procedures for changing a PCP.

		6. Recipient rights and protections as specified in 42 CFR 438.100.

		7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients understand the benefits to which they are entitled.

		8. Procedures for obtaining benefits, including authorization requirements.

		9. The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network providers.

		10. Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause.

		11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in ...

		12. The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 438.114; the fact that ...

		13. Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services telephone number; clear definitions of urgent care; and how to use non-emergency transportation.

		14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of authorization procedures.

		15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered under the contract, including any cost sharing, and how transportation is provided.  For a counseling or referral service tha...

		16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service area.

		17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP.

		18. Information on procedures for recommending changes in policies and services.

		19. The vendor must provide adult recipients with written information on advance directives’ policies and include a description of applicable State law.  This information must reflect changes in State law as soon as possible but no later than 90 days ...

		20. To the extent available, quality and performance indicators, including recipient satisfaction.

		21. The vendor is also required to provide to the recipient upon request, information on the structure and operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h).

		22. The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and includes a list of all the services available to children; a statement that services are provided to the recipient at no costs and a t...

		23. Information regarding prescription coverage.

		24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of enrollment, and their right to continue that treatment under the vendor on a transitional basis.

		25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of doing so.

		26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit.



		C.  The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the enumerations noted above.  The vendor shall issue updates to the Member Handbook, 30-days before the intended effective date, as d...

		D.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or issuance of the termination notice.  This notice shall be provided to each recipient who received his/her primary care ...



		3.6.1.2 Advance Directives Requirements

		A.  To provide written information to each recipient at the time of enrollment concerning:

		1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse medical treatment and the right to formulate advance directives;

		2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the network provider present a statement of any limitations in the event the provider cannot implement an advance directive on th...

		a. Clarify any differences between institution-wide conscience objections and those that may be raised by individual network providers;

		b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and

		c. Describe the range of medical conditions or procedures affected by the conscience objection.





		B.  Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient has executed an advance directive;

		C.  Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive;

		D.  To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates ven...

		E.  To educate vendor staff and providers on issues concerning advance directives, at least annually.





		3.6.2 Recipient Services Department/Concierge Services

		3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable.

		3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access.

		3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:

		A.  Explaining the operation of the vendor;

		B.  Explaining covered benefits;

		C.  Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner;

		D.  Responding to recipient inquiries; and

		E.  Providing Concierge Services.

		F.  If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will transfer the recipient to the in-person Concierge Services.  The in-person Concierge Service staff will assist the recip...

		1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The vendor must report any PCP and/or Primary Care Sites changes electronically to the DHCFP.

		2. Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment if the recipient reports they are unable to access or find a provider or make an appointment.

		3. Assisting recipient in obtaining out-of-area and out-of-network care.

		4. While the Recipient Services Department will not be required to operate after business hours, the vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The ve...







		3.6.3 Medical Provider Requirements

		3.6.3.1 Primary Care Provider (PCP) or Primary Care Site

		3.6.3.2 Twenty-Five (25) Mile Rule

		3.6.3.3 Assignment of a PCP or Primary Care Site

		A.  Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available;

		B.  Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule);

		C.  Assigning all children within a single family to the same PCP;

		D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the vendor knows of the condition; and/or

		E.  Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient.



		3.6.3.4 Changing a PCP or Primary Care Site

		A.  An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.

		B.  In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective da...

		C.  The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances:

		1. Specialized care is required for an acute or chronic condition;

		2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles.  Such change will be made only with the consent of the recipient;

		3. The PCP ceases to participate in the vendor’s network;

		4. Legal action has been taken against the PCP, which excludes provider participation; or

		5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor network.



		D.  The vendor shall track the number of requests to change PCPs and the reasons for such requests.



		3.6.3.5 Use of Medical Homes and Accountable Care Organizations

		A.  The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate.

		B.  Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical homes/health homes.

		C.  Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and appropriate.







		3.7 NETWORK

		3.7.1 The vendor must adopt practice guidelines and protocols which:

		3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field;

		3.7.1.2 Consider the needs of the vendor’s recipients;

		3.7.1.3 Are adopted in consultation with contracting health care professionals; and

		3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards.



		3.7.2 The Vendor must:

		3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and potential recipients, including prior authorization policies and procedures;

		3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines;

		3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services;

		3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid recipients;

		3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary;

		3.7.2.6 Have mechanisms to ensure compliance by providers;

		3.7.2.7 Monitor providers regularly to determine compliance;

		3.7.2.8 Take corrective action if there is a failure to comply by network providers; and

		3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds.

		3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the scope of his/her license or certification under applicable State law, solely on the basis of that license, speci...

		3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access...

		A.  Changes in the vendor’s services, benefits, geographic service area or payments; or

		B.  Enrollment of a new population in the network.





		3.7.3 Network Management

		3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities

		A.  Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services and Well Baby/Child Services;

		B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage;

		C.  Referrals for specialty care and other covered medically necessary services in the managed care benefit package;

		D.  Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse services, within the vendor’s network;

		E.  Continuity and coordination of the enrolled recipient’s health care; and

		F.  Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services.



		3.7.3.2 Laboratory Service Providers

		3.7.3.3 Essential Community Providers

		3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s geographic service area(s):

		A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services;

		B.  The University Medical Center of Southern Nevada to provide inpatient and ambulatory services;

		C.  The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care and behavioral health care services;

		D.  School-Based Clinics;

		E.  Aging and Disability Services Division (ADSD);

		F.  Division of Public and Behavioral Health (DPBH);

		G.  Substance Abuse Prevention and Treatment Agency (SAPTA);

		H.  Community Centered Behavioral Health Clinics (CCBHC);

		I.  Division of Child and Family Services (DCFS); and

		J.  County Child Welfare Agencies.

		K.  There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients.

		L.  Any health provider designated by the DHCFP as an essential community provider.  The DHCFP will notify the Vendor of providers designated by the DHCFP as essential community providers.

		M.  At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including ...

		N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts with other providers in the same geographic area for similar services. Providers who work through one of the essentia...





		3.7.4 Subcontractors

		3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care ...

		3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the us...

		A.  For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of care between medical, behavioral and social needs is maintained;

		B.  For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and

		C.  For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against...

		1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable bankr...

		2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or othe...



		D.  For the oversight and accountability for any functions and responsibilities delegated to any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless fro...

		E.  Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part or a...

		F.  As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in Attachment D, Contract Form.

		G.  Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		H.  The use of “gag” clauses in subcontractor contracts is prohibited.





		3.7.5 Access and Availability

		3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients.

		3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, and take appropriate corrective action, if necessary, to comply with such access standards.

		3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.

		3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations through county and state public health clinics.

		3.7.5.5 Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or visits to new recipients.  This method ensures that an orientation with emphasis on access to care, choice of PCP and availab...

		3.7.5.6 Maintain an adequate network that ensures the following:

		A.  PCP-To-Recipient Ratios

		B.  PCP Network Requirements

		C.  Primary Care Provider Participation

		D.  Physician Specialists



		3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows:

		A.  Emergency Services

		B.  PCP Appointments

		1. Medically necessary, primary care provider appointments are available within two (2) calendar days;

		2. Same day, urgent care PCP appointments ; and

		3. Routine care PCP appointments are available within two (2) weeks.  The two (2) week standard does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two (2...



		C.  Specialist Appointments

		1. Same day, emergency appointments within twenty-four (24) hours of referral;

		2. Urgent appointments within three (3) calendar days of referral;

		3. Routine appointments within thirty (30) calendar days of referral; and

		4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s).



		D.  Prenatal Care Appointments

		1. First trimester within seven (7) calendar days of the first request;

		2. Second trimester within seven (7) calendar days of the first request;

		3. Third trimester within three (3) calendar days of the first request; and

		4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, or immediately if an emergency exists.





		3.7.5.8 Appointment Standards

		A.  Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to ensure compliance with these standards by the network.

		B.  Concerning the education of its provider network regarding appointment time requirements, the vendor shall:

		1. Monitor the adequacy of its appointment process and compliance; and

		2. Implement a Plan of Correction (POC) when appointment standards are not met.





		3.7.5.9 Office Waiting Times

		3.7.5.10 Access Exceptions

		3.7.5.11 Provider Terminations

		A.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the...

		B.  If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit within five (5) business days.

		C.  The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to:

		1. Provider/patient files.

		2. Audit reports and findings.

		3. Medical necessity reviews.



		D.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG.



		3.7.5.12 Notification of Significant Network Changes

		A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair its provider network.  This notification shall include:

		1. Information about the nature of the change and how the change will affect the delivery of covered services; and

		2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient delivery of covered services.



		B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change.



		3.7.5.13 Prohibited Practices

		A.  Denying or not providing an enrolled recipient a covered service or available facility;

		B.  Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time from that provided to other recipients, other public or private patients, or the public at large;

		C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered medically necessary service, except where medically indicated;

		D.  The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be ...

		E.  The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her patient:

		1. For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-administered;

		2. For any information the recipient needs in order to decide among all relevant treatment options;

		3. For the risks, benefits, and consequences of treatment or non-treatment; and

		4. For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions.



		F.  The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or services furnished in an emergency room of a hospital):

		1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title;

		2. Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded from participation  and when the person furnishing such item or service knew, or had reason to know of the exclusion (after ...

		3. Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is g...

		4. With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction Act of 1997;

		5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the Medicaid State Plans; or

		6. For home health care services provided by an agency or organization, unless the agency provides the state with a surety bond as specified in Section 1861(o)(7) of the Act.



		G.  Charging a fee for a medically necessary covered service or attempting to collect a co-payment.





		3.7.6 Provider Contracts

		3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically...

		3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit draf...

		3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DH...

		3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion of the Medicaid provider enrollment.  However, vendors may enter into single case agreements with non-Medicaid provide...

		3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards.  The v...

		3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information...

		3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing, or limiting medically necessary services to a recipient.

		3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited.

		3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the request.

		3.7.6.10 The vendor will support and participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients.

		3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment.



		3.7.7 Provider Directory

		3.7.8 Provider and Recipient Communications

		3.7.8.1 Provider Policy and Procedure Manual

		A.  The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct class of provider.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall m...

		B.  Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a single volume.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mu...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		3. Prior authorization procedures and requirements;

		4. The procedures for claims administration;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service utilization.





		3.7.8.2 Provider Workshops

		3.7.8.3 Provider Newsletter

		3.7.8.4 Recipient Newsletter



		3.7.9 Network Maintenance

		3.7.9.1 Maintenance of the network includes, but is not limited to:

		A.  Initial and ongoing credentialing;

		B.  Adding, deleting, and periodic contract renewal;

		C.  Provider education; and

		D.  Discipline/termination, etc.







		3.8 MEDICAL RECORDS

		3.9 QUALITY ASSURANCE STANDARDS

		3.9.1 Overview

		3.9.2 Quality Measurements

		3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications....

		3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy.

		3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  (calculated from the preceding calendar year...

		3.9.2.4 Pregnancy

		A.  Standard

		1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal care.  Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-ris...

		2. The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice and the MSM.





		3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids

		A.  Standard

		1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average for EPSDT screenings.  Well Child Care promotes healthy development and disease prevention in addition to possible early ...

		2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and the process fo...



		B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor is required to submit the final CMS 416 Report to the DHCFP no ...

		1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may ...





		3.9.2.6 Immunizations

		A.  Standard



		3.9.2.7 Mental Health

		A.  Standard





		3.9.3 Plan of Correction (POC) Procedure

		3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the follo...

		A.  Specific problem(s) which require corrective action;

		B.  The type(s) of corrective action to be taken for improvement;

		C.  The goals of the corrective action;

		D.  The time-table for action;

		E.  The identified changes in processes, structure, internal/external education;

		F.  The type of follow-up monitoring, evaluation and improvement; and

		G.  The vendor staff person(s) responsible for implementing and monitoring the POC.

		H.  The POC should also identify improvements and enhancements of existing outreach, and case management activities, if applicable.



		3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily add...

		3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health c...





		3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS

		3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected t...

		3.10.1.1 Measurement of performance using objective quality indicators;

		3.10.1.2 Implementation of system interventions to achieve improvement in quality;

		3.10.1.3 Evaluation of the effectiveness of the interventions; and

		3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement.



		3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the requirements of 42 CFR 438.330 (a)(2).  Each performance improvement project must be completed in a reasonable time pe...

		3.10.3 The Vendor must:

		3.10.3.1 Submit performance improvement measurement data annually using standard measures required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and

		3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s performance.



		3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines.

		3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on a...

		3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the recipients through an encounter data system or other methods as may be specified by the DHCFP;

		3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and

		3.10.5.3 Must collect service information received from providers in standardized formats.

		3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP and upon request to CMS as required.

		3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the DHCFP.



		3.10.6 Standard I:  Written IQAP Description

		3.10.6.1 Goals and Objectives

		3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a timetable for implementation and accomplishment.

		3.10.6.3 Scope

		A.  The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care.

		B.  The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in ...



		3.10.6.4 Specific Activities

		3.10.6.5 Continuous Activity

		3.10.6.6 Provider Review

		A.  Review by physicians and other health professionals of the process followed in the provision of health services must be conducted; and

		B.  The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care outcomes.



		3.10.6.7 Focus on Health Outcomes



		3.10.7 Standard II:  Systematic Process of Quality Assessment and Improvement

		3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored.

		3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories and special risk status, including CSHCN.

		3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quali...

		3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b):

		A.  Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 438.330(b); and

		B.  Projects that were under way during the preceding twelve (12) calendar months.



		3.10.7.5 Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical P...

		3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care.  The PIPs are designed to target and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, ...

		3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning and initiation of activities for increasing or sustaining improvement.

		3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.

		3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important aspects of care and service.

		3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.



		3.10.8 Use of Quality Indicators

		3.10.8.1 The vendor is required to:

		A.  Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience;

		B.  Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP;

		C.  Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect the need for program change; and

		D.  Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral must  be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action.



		3.10.8.2 Use of Clinical Care Standards/Practice Guidelines

		A.  The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or practice guidelines specified in the Quality Strategy.

		B.  The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers;

		C.  The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care;

		D.  The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;

		E.  The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted a...

		F.  The standard/guidelines must address preventive health services;

		G.  The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and

		H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the providers are organized in groups, as individuals, or in combinations thereof.



		3.10.8.3 Analysis of Clinical Care and Related Services

		A.  Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, and through studies analyzing patterns of clinical care and related service.  For issues identified in the IQAPs targete...

		B.  Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs.

		C.  Clinical and related service areas requiring improvement are identified.

		D.  The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.

		E.  The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.



		3.10.8.4 Implementation of Corrective Actions

		3.10.8.5 These written corrective action procedures must include:

		A.  Specification of the types of problems requiring corrective action;

		B.  Specification of the person(s) or body responsible for making the final determinations regarding quality problems;

		C.  Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff;

		D.  The schedule and accountability for implementing corrective actions;

		E.  The approach to modifying the corrective action if improvements do not occur; and

		F.  Procedures for terminating the affiliation with the physician, or other health professional or provider.



		3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)

		A.  As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been made.  In addition, changes in practice patterns must be monitored.

		B.  The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective.



		3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP

		A.  The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all types of services in all settings.

		B.  At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which addresses:  quality assurance studies and other activities completed; trending of clinical and service indicators and other performanc...

		C.  The report should include evidence that quality assurance activities have contributed to significant improvements in the care delivered to recipients.





		3.10.9 Standard III:  Accountability to the Governing Body

		3.10.9.1 Oversight of IQAP

		3.10.9.2 Oversight Entity

		3.10.9.3 IQAP Progress Reports

		3.10.9.4 Annual IQAP Review

		3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP.  This annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at ...

		A.  Studies undertaken;

		B.  Results;

		C.  Subsequent actions and aggregate data on utilization and quality of services rendered; and

		D.  An assessment of the IQAPs continuity, effectiveness and current acceptability.



		3.10.9.6 Program Modification



		3.10.10 Standard IV:  Active QA Committee

		3.10.10.1 Regular Meetings

		3.10.10.2 Established Parameters for Operating

		3.10.10.3 Documentation

		3.10.10.4 Accountability

		3.10.10.5 Membership



		3.10.11 Standard V:  IQAP Supervision

		3.10.12 Standard VI:  Adequate Resources

		3.10.13 Standard VII:  Provider Participation in IQAP

		3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP through provider newsletters and updates to the provider manual.

		3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician and non-physician providers, a requirement securing cooperation with the IQAP.

		3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its recipients.



		3.10.14 Standard VIII:  Delegation of IQAP Activities

		3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities.  If the vendor delegates any quality assurance activities to subcontractors or providers, it must:

		A.  Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of reporting to the vendor;

		B.  Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the actual quality of care being provided; and

		C.  Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including approval of quality improvement plans and regular specified reports.





		3.10.15 Standard IX:  Credentialing and Recredentialing

		3.10.15.1 Written Policies and Procedures

		3.10.15.2 Oversight by Governing Body

		3.10.15.3 Credentialing Entity

		3.10.15.4 Scope

		3.10.15.5 Process

		A.  The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the practitioner practices.

		B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to prescribe drugs.

		C.  Graduation from medical school and completion of a residency, or other post-graduate training, as applicable.

		D.  Work history.

		E.  Professional liability claims history.

		F.  The practitioner holds current, adequate malpractice insurance according to the vendor’s policy.

		G.  Any revocation or suspension of a State license or DEA number.

		H.  Any curtailment or suspension of medical staff privileges (other than for incomplete medical records).

		I.  Any sanctions imposed by the OIG or the DHCFP.

		J.  Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity.

		K.  The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensin...

		L.  The application process includes a statement by the applicant regarding:

		1. Any physical or mental health problems that may affect current ability to provide health care;

		2. Any history of chemical dependency/ substance abuse;

		3. History of loss of license and/or felony convictions;

		4. History of loss or limitation of privileges or disciplinary activity; and

		5. An attestation to correctness/ completeness of the application.



		M.  There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the site and medical record keeping practices to ensure conformance with the vendor’s standards.  If the vendor’s cre...

		N.  The vendor’s provider credentialing must comply with 42 CFR §1002.3.

		O.  If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (1...



		3.10.15.6 Recredentialing

		A.  Evidence that the procedure is implemented at least every sixty (60) months;

		B.  The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner a...

		C.  The recredentialing, recertification or reappointment process also includes review of data from:

		1. Recipient grievances and appeals;

		2. Results of quality reviews;

		3. Utilization management;

		4. Recipient satisfaction surveys; and

		5. Re-verification of hospital privileges and current licensure, if applicable.



		D.  The vendor’s provider recredentialing must comply with 42 CFR §1003.3

		E.  If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary ac...



		3.10.15.7 Delegation of Credentialing Activities

		3.10.15.8 Retention of Credentialing Authority

		3.10.15.9 Reporting Requirement

		3.10.15.10 Provider Dispute Process



		3.10.16 Standard X:   Recipient Rights and Responsibilities

		3.10.16.1 Written Policy on Recipient Rights

		A.  To be treated with respect, and recognition of their dignity and need for privacy;

		B.  To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and responsibilities;

		C.  To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, within the limits of the plan network, including the right to refuse care from specific practitioners;

		D.  To participate in decision-making regarding their health care, including the right to refuse treatment;

		E.  To pursue resolution of grievances and appeals about the vendor or care provided;

		F.  To formulate advance directives;

		G.  To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be amended or corrected as specified in 45 CFR Part 164;

		H.  To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation; and

		I.  To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s condition and ability to understand.



		3.10.16.2 Written Policy on Recipient Responsibilities

		A.  Providing, to the extent possible, information needed by professional staff in caring for the recipient; and

		B.  Following instructions and guidelines given by those providing health care services.



		3.10.16.3 Communication of Recipient Policies to Providers

		3.10.16.4 Communication of Policies to Recipients

		3.10.16.5 Recipient Grievance and Appeals Procedures

		A.  Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish and monitor standards for timeliness;

		B.  Documentation of the substance of grievances, appeals, and actions taken;

		C.  Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for appeals;

		D.  Aggregation and analysis of grievance and appeal data and use of the data for quality improvement;

		E.  Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada Check Up recipients; and

		F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals.



		3.10.16.6 Recipient Suggestions

		3.10.16.7 Steps to Assure Accessibility of Services

		A.  The points of access to primary care, specialty care and hospital services are identified for recipients;

		B.  At a minimum, recipients are given information about:

		1. How to obtain services during regular hours of operations;

		2. How to obtain emergency and after-hour care;

		3. How to obtain emergency out-of-service area care;

		4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients and/or are responsible for their care; and

		5. How to access concierge services and if needed case management assistance from the vendor when needed to gain access to care.





		3.10.16.8 Information Requirements

		A.  Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) grade level that is readable and easily understood.

		B.  Written information must be available in the prevalent languages of the population groups served.



		3.10.16.9 Confidentiality of Patient Information

		A.  Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records;

		B.  Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of confidential information to persons outside of the vendor;

		C.  Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and shall not divulge it without the recipient’s authorization, unless:

		1. It is required by law, or pursuant to a hearing request on the recipient’s behalf;

		2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate insurance or other matters pertaining to payment; or

		3. It is necessary in compelling circumstances to protect the health or safety of an individual.



		D.  Must report any release of information in response to a court order to the recipient in a timely manner; and

		E.  May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency representatives who are subject to standards of confidentiality that are comparable to those of the State agency.



		3.10.16.10 Treatment of Minors

		3.10.16.11 Assessment of Recipient Satisfaction

		A.  The survey(s) must include content on perceived problems in the quality, availability and accessibility of care.

		B.  The survey(s) assess at least a sample of:

		1. All recipients;

		2. Recipient requests to change practitioners and/or facilities; and

		3. Disenrollment by recipients.



		C.  As a result of the survey(s), the vendor must:

		1. Identify and investigate sources of dissatisfaction;

		2. Outline action steps to follow up on the findings; and

		3. Inform practitioners and providers of assessment results.



		D.  The vendor must re-evaluate the effects of the above activities.





		3.10.17 Standard XI:  Standards for Availability and Accessibility

		3.10.18 Standard XII:  Medical Record Standards

		3.10.18.1 Accessibility and Availability of Medical Records

		A.  The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (th...

		B.  Records are available to health care practitioners at each encounter.



		3.10.18.2 Record Keeping

		A.  Medical Record Standards – The vendor sets standards for medical records.  The records reflect all aspects of patient care, including ancillary services.  These standards shall, at a minimum, include requirements for:

		1. Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID number;

		2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability status, address, employer, home and work telephone numbers, and marital status;

		3. Allergies – Medication allergies and adverse reactions are prominently noted on the record.  Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;

		4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious accidents, operations, and illnesses.  For children, past medical history relates to prenatal care and birth;

		5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a notation that immunizations are up to date with documentation of specific vaccines administered and those received previously (by hist...

		6. Diagnostic information;

		7. Medication information;

		8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are identified in the medical record;

		9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for patients twelve (12) years and over and seen three (3) or more times;

		10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultati...

		11. Emergency care;

		12. Hospitals and Mental Hospitals;

		a. Identification of the recipient;

		b. Physician name;

		c. Date of admission;

		d. Initial and subsequent stay review dates;

		e. Reasons and plan for continued stay if applicable;

		f. Date of operating room reservation if applicable;

		g. Justification for emergency admission if applicable; and

		h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:



		13. Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the individual has executed an advance directive and documents the receipt of information about advance directives by the recipient and ...

		14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of:

		a. History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting complaints;

		b. Plan of treatment;

		c. Diagnostic tests;

		d. Therapies and other prescribed regimens;

		e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  A specific time to return is noted in weeks, months, or as needed.  Unresolved problems from previous visits are addressed in subsequen...

		f. Referrals and results thereof; and

		g. All other aspects of patient care, including ancillary services.



		15. Entry Date – All entries must have date and time noted;

		16. Provider Identification – All entries are identified as to author;

		17. Legibility – The record is legible to someone other than the writer.  A second reviewer should evaluate any record judged illegible by one physician reviewer.





		3.10.18.3 Record Review Process

		A.  The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, completion and conformance to its standards; and

		B.  The record assessment system must address documentation of the items listed in Medical Records requirements above.





		3.10.19 Standard XIII:  Utilization Review

		3.10.19.1 Written Program Description

		3.10.19.2 Scope

		3.10.19.3 Pre-Authorization and Concurrent Review Requirements

		A.  Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals;

		B.  Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating physician, as necessary;

		C.  The reasons for decisions must be clearly documented and available to the recipient;

		D.  The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary medical, behavioral, and social care in accordance with community standards of practice;

		E.  There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider disputes.  Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization.  The Notice of ...

		F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient;

		G.  There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other measures;

		H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny,...

		I.  If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these standards.





		3.10.20 Standard XIV:  Continuity of Care System

		3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program mus...

		A.  Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the ca...

		B.  Assessment of the health condition for recipients with a positive screen.

		C.  Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and

		D.  Development and implementation of a care treatment plan, incorporating person centered planning and system of care principles for recipients in case management based on the assessment which includes:

		1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both development and implementation phases of the care treatment plan in the least restrictive environment;

		2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children (WIC) program; teen pr...





		3.10.20.2 The following components should be incorporated into the vendor case management program:

		A.  Identification

		B.  Screen

		1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from the date of enrollment in the MCO:

		a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive identification and to determine the need for case management services within ninety (90) calendar days of enrollment. Screening asse...

		b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be accomplished with in the...

		c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services.

		d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request.





		C.  Comprehensive Assessment

		D.  Prioritize Care Needs of the Recipient

		1. The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum:

		a. Develop a person centered care treatment plan (as described below);

		b. Implement recipient - level interventions;

		c. Continuously monitor the progress of the patient;

		d. Identify gaps between care recommended and actual care provided;

		e. Propose and implement interventions to address the gaps; and

		f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.





		E.  Person Centered Care Treatment Plan

		1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, designated fo...

		2. The vendor must arrange or provide for professional care management services that are performed collaboratively by the recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician assistan...

		3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, any co-morbidity, and the recipient’s psychological and community support needs.  At a minimum, the vendor’s case manager must at...

		4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment plans.



		F.  Designation of PCP

		G.  Case Management Program Staffing

		H.  Case Management Conditions

		1. The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health conditions:

		a. Congestive Heart Failure (CHF);

		b. Coronary Arterial Disease (CAD);

		c. Hypertension (excluding Mild Hypertension);

		d. Diabetes;

		e. Chronic Obstructive Pulmonary Disease (COPD);

		f. Asthma;

		g. Severe Mental Illness (SMI);

		h. High-Risk or High-Cost Substance Abuse Disorders;

		i. Severe Cognitive and/or Developmental Limitation;

		j. Recipients in Supportive Housing;

		k. HIV; and

		l. Recipients with Complex Conditions.





		I.  Case Management Strategies

		1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management methodology (e.g., gro...

		2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients.

		3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.



		J.  Information Technology System for Case Management:





		3.10.21 Standard XV:  IQAP Documentation

		3.10.21.1 Scope

		3.10.21.2 Maintenance and Availability of Documentation



		3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management Activity

		3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are documented and reported within the vendor’s organization and through the established QA channels.

		A.  Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations.

		B.  Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk management and resolution and monitoring of recipient grievances and appeals.

		C.  There is a linkage between quality assurance and the other management functions of the vendor such as:

		1. Network changes;

		2. Benefits redesign;

		3. Medical management systems (e.g., pre-certification);

		4. Practice feedback to practitioners;

		5. Patient education; and

		6. Recipient services.







		3.10.23 Standard XVII:  Data Collection

		3.10.23.1 Specific areas of study required will be stated in the contract.

		3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be accurate and complete.

		3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical care are required by due date.



		3.10.24 Standard XVIII:  Dispute Resolution

		3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.

		3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution.





		3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY

		3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.310.  The State’s Strategy has two basic purposes:

		3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, and

		3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, Medicaid  recipients in t...



		3.11.2 The purpose of this quality strategy is to:

		3.11.2.1 CFR 438.340 – State Responsibilities

		A.  Have a written strategy for assessing and improving the quality of managed care services offered by all managed care organizations (vendors);

		B.  Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it to final;

		C.  Ensure that the vendors comply with standards established by the DHCFP;

		D.  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed;

		E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, and two (2) regular reports on the implementation and effectiveness of the strategy; and

		F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s P...



		3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies

		A.  The Strategy incorporates procedures that:

		1. Assess the quality and  appropriateness of care and services furnished to all of the DHCFP medical assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health care needs;

		2. Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent contact between recipients and providers, staff recruitment, staff training, translation services, and the development of appropria...

		3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the DHCFP will complete this monitoring in line with the Strategy;

		4. Arrange for external quality reviews including a description of the annual independent external quality review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include but is not...

		5. That designates the performance measures and levels developed by CMS in consultation with States and other relevant stakeholders;

		6. Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality strategy;

		7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanction...

		8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and quality measurement and improvement.









		3.12 FISCAL REQUIREMENTS

		3.12.1 Vendor Fiscal Standards

		3.12.2 Performance Security Deposit

		3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end of the first quarter...

		3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capita...

		3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the following listed requirements:

		A.  A.M. Best A-VII rated insurance company;

		B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and

		C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance.



		3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the DHCFP in order to cover all outstanding liabilities.



		3.12.3 Vendor Liability

		3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following:

		A.  The vendor’s debts, in the event of the vendor’s insolvency;

		B.  For services provided to the recipient in the event of the organization failing to receive payment from the State for such services;

		C.  For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with the vendor fails to receive payment from the state or the organization for such services; or

		D.  Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor had directly provided the services.



		3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B.



		3.12.4 Payment of Claims

		3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided to enrolled recipients on dates of service when they were eligible for coverage unless the services are exclud...

		3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to paying the claim.

		3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to...

		3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered services.  The vendor must allow all in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the las...

		3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  percent (95%) of all clean claim...

		3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall monitor its compliance with these procedures.

		3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In addition, this system must include edits to not allow for unbundling and the ability to pay certain State or local government providers the federal share ...

		3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care serv...

		3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, t...

		3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission.

		3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors.

		3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to support the claims processing function as described in the vendor’s proposal and incorporated by reference in the...

		3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s).

		3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the co...

		A.  Is identified in the Medicaid State plan;

		B.  Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable preventable through the application of procedures supported by evidence-based guidelines;

		C.  Has a negative consequence for the recipient;

		D.  Is auditable;

		E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;

		F.  Surgical or other invasive procedure performed on the wrong body part; and

		G.  Surgical or other invasive procedure performed on the wrong patient.





		3.12.5 Financial Solvency

		3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance.

		3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP.



		3.12.6 Third-Party Liability (TPL)

		3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and ...

		3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the lim...

		3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service cov...

		3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liabl...

		3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-party resources identified and communicated to the managed care organization by the DHCFP.

		3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right t...

		3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and regulations, currently established as seventy-two (72) months.

		3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State Victims of Crime.

		3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and regulations are met by the TPL business function.



		3.12.7 Subrogation

		3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by t...

		3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to ...

		3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection activities and results. The managed care organization will then be expected to meet or exceed baseline target co...



		3.12.8 Reserving

		3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States.

		3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial ...

		3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank accounts or business agents located outside of the U.  S. are prohibited by this provision. Further, this Sectio...

		3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the U.S. may be recovered by the State from the vendor.

		3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the Distri...

		3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Me...





		3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS

		3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and access to the State Fair Hearing system.

		3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for grievances include, but are not limited to, access to care, quality of services, interpersonal relationships betw...

		3.13.1.2 An appeal is a specific request for review of one of the following actions:

		A.  The denial or limited authorization of a requested service, including the type or level of service;

		B.  The reduction, suspension or termination of a previously authorized service;

		C.  The denial, in whole or in part, of payment for a service;

		D.  The failure to provide services in a timely manner; or

		E.  The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution and notification.



		3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers and subcontractors at the time they enter into a contract.

		A.  This information must include:

		1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing;

		2. The availability of assistance with filing;

		3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may be liable for the cost of any continued benefits if the action is upheld;

		4. The toll free number to file oral grievances and appeals; and

		5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service.





		3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The rep...

		3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in ...

		3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their ...

		3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well as contractual compliance.



		3.13.2 Recipient Grievances and Appeals

		3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient gr...

		3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the ...

		3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met:

		A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.

		C.  The services were ordered by an authorized provider.

		D.  The authorization period has not expired.

		E.  The recipient requests continuation of benefits.



		3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor mails an adverse appeal decision;

		C.  A State Fair Hearing decision adverse to the recipient is made, or

		D.  The service authorization expires or authorization limits are met.



		3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. ...

		3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about th...

		3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal....

		3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry.



		3.13.3 Authorization and Notice Timeliness Requirements

		3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s established timelines that may not exceed fourteen (14) calendar days following receipt of the request for ser...

		3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make ...



		3.13.4 Notice of Action

		3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adver...

		3.13.4.2 The notice must meet all of the following requirements:

		A.  Be available in the State-established prevalent non-English languages;

		B.  Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading proficiency); and

		C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d).



		3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must explain:

		A.  The action the vendor or its subcontractor has taken or intends to take;

		B.  The reasons for the action;

		C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision;

		D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures;

		E.  The procedures for exercising the recipient’s rights to appeal;

		F.  The circumstances under which expedited resolution is available and how to request it;

		G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pendin...

		H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman;

		I.  The specific regulations that support, or the change in federal or State law that requires the action; and

		J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based on change in law, the circumstances under which a hearing will be granted.



		3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, or reduction of previously authorized covered services.  This timeframe may be shortened to five (5) days if p...

		3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:

		A.  In the death of the recipient;

		B.  A signed written recipient statement requesting termination or giving information requiring termination or reduction of services (where the recipient understands that this must be the result of supplying that information);

		C.  The recipient’s admission to an institution where he is ineligible for Medicaid services;

		D.  The recipient’s address is unknown and mail directed to him has no forwarding address;

		E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth;

		F.  The recipient’s physician prescribes the change in level of medical care;

		G.  An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or

		H.  When being transferred from a nursing facility for the following reasons:

		1. The safety or health of individuals in a facility would be endangered;

		2. The residents health improves sufficiently to allow a more immediate transfer or discharge;

		3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or

		4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing facility transfers).





		3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of payment.

		3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute ...

		3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution notice.

		3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:

		A.  The right to request a State Fair Hearing, and how to do so;

		B.  The right to request to receive benefits while the hearing is pending, and how to make the request; and

		C.  That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action.





		3.13.5 Handling of Grievances and Appeals

		3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance.

		3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal.

		3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) business days after the vendor receives the expedited ...

		A.  The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person or in writing, in the case of the expedited resolution.

		B.  These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is in...



		3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:

		A.  The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to att...

		B.  Acknowledge receipt of each grievance and appeal;

		C.  Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any previous level of review or decision-making; and

		D.  Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the foll...

		1. An appeal of a denial that is based on medical necessity;

		2. A grievance regarding the denial of an expedited resolution of an appeal; or

		3. A grievance or appeal that involves clinical issues.





		3.13.5.5 The process for appeals also requires:

		A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient requests expedited resolution;

		B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of ex...

		C.  That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine the recipient’s case file, including medical records, and any other document and records considered during the appeals pro...

		D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a deceased recipient’s estate.



		3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include the results of the resolution process and the date it was completed. For appeals that are not wholly resol...

		A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;

		B.  The right to request to receive benefits while the hearing is pending and how to make this request; and

		C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s action.



		3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the disposition in addition to the required written notice.

		3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality strategy.

		3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the review of recipient complaints and appeals that have been received.



		3.13.6 State Fair Hearing Process

		3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhaus...

		3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(...

		3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the ...



		3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are Pending

		3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair Hearing is pending if all of the following conditions exist:

		A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action;

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;

		C.  The services were ordered by an authorized provider;

		D.  The original periods covered by the original authorization have not expired; and

		E.  The recipient requests an extension of benefits.



		3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until ...

		C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and

		D.  The time period of service limits of a previously authorized service has been met.



		3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the recipient while the appeal was pending, to the extent that they were furnished solely because of the requireme...

		3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the r...



		3.13.8 Provider Grievances and Appeals

		3.13.8.1 General Requirements

		A.  Ninety (90) calendar days after a grievance is filed; and

		B.  Thirty (30) calendar days after an appeal is filed.



		3.13.8.2 State Fair Hearings

		A.  Denial or limited authorization of a requested service;

		B.  Reduction, suspension or termination of a previously authorized service;

		C.  Denial, in whole or in part, of payment for a service;

		D.  Demand for recoupment; or

		E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution).

		F.  The denial for disenrollment for good cause.





		3.13.9 Expedited State Fair Hearing

		3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days ...

		A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or

		B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes.



		3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condit...

		3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting from the Fair Hearing process.





		3.14 MANAGEMENT INFORMATION SYSTEM (MIS)

		3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate and report vendor’s compliance with the contract requirements.

		3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outco...

		3.14.3 Eligibility Data

		3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new ...

		3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and shall notify DHCFP of such changes.

		3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.



		3.14.4 Encounter and Claims Records

		3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of su...

		3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted t...



		3.14.5 Data Requirements and Certification

		3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations.

		3.14.5.2 All encounter data must reflect all adjustments and voids.

		3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes specified by the DHCFP.

		3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to the State for purposes of developing vendor payment. Data must comply with the applicable certification requi...

		3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the following:

		A.  The vendor’s Chief Executive Officer;

		B.  The vendor’s Chief Financial Officer; and

		C.  An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the Chief Financial Officer.



		3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor must agree that he/she has read and understands the data certification requirement and agree to comply with all a...



		3.14.6 EPSDT Tracking System



		3.15 OPERATIONAL REQUIREMENTS

		3.15.1 Medical Director's Office

		3.15.2 The responsibilities of the Medical Director include the following:

		3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee;

		3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization management activities and monitoring the quality of care that vendor recipients receive;

		3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols;

		3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the adherence to, Plans of Correction;

		3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  All services prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced n...

		3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities;

		3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including oversight of provider education, in-service training and orientation;

		3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems;

		3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and

		3.15.2.10 Ensures coordination of out-of-network services.

		3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization review and quality assurance issues.



		3.15.3 Vendor Operating Structure and Staffing

		3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization occurs.  The organizational chart must depict each functional unit of the organization, numbers and types of sta...

		3.15.3.2 The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the following areas:

		A.  Executive management;

		B.  Operations Manager;

		C.  Accounting and budgeting;

		D.  Medical Director's office;

		E.  Medical Management, including quality assurance/utilization review;

		F.  Recipient services;

		G.  Provider services;

		H.  Grievances, appeals, and fair hearings;

		I.  Claims processing;

		J.  Management Information Systems (MIS); and

		K.  Program Integrity.



		3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. ...

		A.  Administrator;

		B.  Chief Financial Officer;

		C.  Medical Director;

		D.  Recipient Services Manager;

		E.  Provider Services Manager;

		F.  Grievance and Appeals Coordinator;

		G.  Claims Administrator; and

		H.  Nevada Operations Manager.





		3.15.4 Subcontractors

		3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the subcontract;

		3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s ability...

		3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- approved by DHCFP.  Prior to the awar...

		3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals;

		3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such agreements and subcontracts shall contain rele...

		3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve the vendor of its legal responsibility und...

		3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is ina...

		3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to periodic schedules established by the State, consistent with industry standards and/or State laws and regulations.  ...

		3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such subcontract; and

		3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five th...

		3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers.  DHCFP agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Sec...

		3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallow...



		3.15.5 Policies and Procedures

		3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network).

		3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s policies and procedures must be kept in a clear and up-to-date m...

		3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual...



		3.15.6 Implementation

		3.15.6.1 Vendor Plan

		A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first...

		B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and describing the vendor’s current state of readiness to perform all Contract obligations.  Until the service start date, the...

		C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start date, all deliverables to allow for timely DHCFP identified modifications.

		D.  Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure sati...

		E.  Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, telephones and equipment, are in place and operative as of the service start date.

		F.  Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet these requirements.

		G.  Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient access and remains in operation for the duration of the contract, unless ot...

		H.  Establish and implement enrollment procedures and maintain applicable enrolled recipient data.

		I.  Establish its Provider Network and maintain existing Provider Agreements with such Providers.



		3.15.6.2 Pre-Implementation Readiness Review



		3.15.7 Presentation of Findings

		3.15.8 Vendor Marketing Materials

		3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period.  The vendor must request and obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other location...

		3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written approval of the DHCFP.  This includes any updates to previously approved materials.  Although federal regulations ...

		3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that...

		A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or

		B.  The vendor is endorsed by CMS, the federal or state government, or similar entity.







		3.16 PROGRAM INTEGRITY

		3.16.1 General Requirements and Authorities

		3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis.

		3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the sam...

		A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act;

		B.  42 C.F.R.§ 438, Subpart H;

		C.  42 C.F.R. § 455 Subpart A, B and E;

		D.  42 C.F.R. § 1000 through 1008;

		E.  42 C.F.R. § 456.3, 456.4. 456.23;

		F.  42 C.F.R. § 457.950(a)(2);

		G.  Section 6032 of the Federal Deficit Reduction Act of 2005;

		H.  Nevada Revised Statutes, Chapter 422;

		I.  Nevada DHCFP Medicaid Services Manual; and

		J.  Nevada DHCFP Medicaid Billing Guides.





		3.16.2 Provider Credentialing

		3.16.2.1 The vendor is required to provide:

		A.  The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care pro...

		B.  The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the creden...

		C.  Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost.





		3.16.3 Provider Enrollment

		3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.

		3.16.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the pro...

		3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in the state where services are provided.

		3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements must be reported to the DHCFP.

		3.16.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentat...

		3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-crede...



		3.16.4 Provider Contracts

		3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medicall...

		3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit draft...

		3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the D...

		3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies...

		3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited.

		3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request.



		3.16.5 Provider Directory

		3.16.6 Provider Communications

		3.16.6.1 General Communications

		3.16.6.2 Provider Policy and Procedure Manual

		A.  The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved by the DHCFP.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall main...

		B.  The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of the DHCFP.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mus...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current electronic verification system.



		3. Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated services;

		4. The procedures for claims administration including the appeals process for denied claims;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service utilization.





		3.16.6.3 Provider Workshops

		3.16.6.4 Provider Newsletter

		3.16.6.5 Network Maintenance

		A.  Maintenance of the network includes, but is not limited to:

		1. Initial and ongoing credentialing;

		2. Adding, deleting, and periodic contract renewal;

		3. Provider education; and

		4. Discipline/termination, etc.





		3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found to be out of compliance with the vendor’s medical management standards.

		3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time a...

		A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;

		B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and

		C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance ...





		3.16.7 Affiliations with Debarred or Suspended Persons

		3.16.7.1 Monitoring for Prohibited Affiliations

		A.  The vendor may not employ or contract with providers excluded from participation in federal healthcare programs.

		B.  The vendor may not be controlled by a sanctioned individual.

		C.  The vendor may not have a contractual relationship that provides for the administration and management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management o...

		D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:

		1. Any individual or entity excluded from participation in federal healthcare programs;

		2. Any entity that would provide those services through an individual or entity.



		E.  The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded fr...

		F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.

		G.  The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspe...

		H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing agreem...





		3.16.8 Compliance Plan

		3.16.8.1 Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory compliance plan to guard against fraud and abuse.

		3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply with all applicable Federal and State program integrity standards.

		3.16.8.3 General Requirements

		A.  The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements.

		B.  The compliance plan must be reviewed and approved annually by the DHCFP.

		C.  The compliance plan must include the following elements, and any others as directed by the DHCFP:

		1. Written policies and procedures for the functions in this section;

		2. Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor staff, and the DHCFP;

		3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments;

		4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit;

		5. Specific objectives and goals for Program Integrity operations in the coming year; and

		6. The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines.

		7. The process that the vendor will use to complete internal program integrity monitoring and auditing.

		8. How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives.

		9. A report on the success of the objectives and goals from the previous year.







		3.16.9 Deficit Reduction Act

		3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid payment, do the following:

		A.  Establish and make readily available written policies for all employees of the vendor, including management, and of any subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 through...

		B.  Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse; and

		C.  Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and ...





		3.16.10 Under-utilization of Services

		3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered services are being provided, as required. If any under-utilized services are identified, the vendor must im...

		A.  An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to Medicaid-covered services;

		B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and

		C.  Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized.





		3.16.11 Embezzlement and Theft

		3.16.12 Verification of Services

		3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients.

		3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification.

		3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5.

		3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month.

		3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually transmitted di...



		3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments

		3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to report allegations of fraud, waste, abuse, or improper payments.

		3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their Nevada Medicaid website.

		3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant.

		3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must:

		A.  Be accessible and simple to use by the public, recipients and providers;

		B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and

		C.  Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse.





		3.16.14 Vendor’s Program Integrity Unit

		3.16.14.1 Unit Composition

		A.  The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (...

		B.  The PIU must include a compliance officer and a compliance committee accountable to senior management.  The compliance officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or o...

		C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper payments, including FWA activities, as specified in the vendor contract.

		D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and updates on cases.

		E.  Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law enforcement.

		F.  The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients.

		G.  The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff.





		3.16.15 Fraud Identification and Referral

		3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP.

		3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to determine whether a credible allegation of fraud exists.

		3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days.

		3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the DHCFP:

		A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI);

		B.  Nevada Medicaid provider type;

		C.  Recipient’s name and Medicaid number;

		D.  Date and source of the original complaint or tip;

		E.  Description of alleged fraudulent activity, including:

		1. Specific laws or Medicaid policies violated;

		2. Dates of fraudulent conduct; and

		3. Approximate value of fraudulently obtained payments.



		F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken;

		G.  The findings from the vendor’s preliminary investigation and proposed actions;

		H.  After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds;

		I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to comply with the reporting requirements contained in this contract; and

		J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendo...





		3.16.16 Payment Suspensions

		3.16.17 Compliance Reviews

		3.16.18 Identification

		3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to:

		A.  Fraud hotline or website;

		B.  Referrals from the DHCFP;

		C.  Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling or data analysis; or

		D.  Verification of Service letters/EOB’s complaints.



		3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral.

		3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome.



		3.16.19 Review

		3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not limited to:

		A.  Encounter data;

		B.  Provider credentialing and enrollment records;

		C.  Provider self-audits;

		D.  Provider treatment records;

		E.  Prior authorization records;

		F.  Recipient verification of service letters/EOB’s;

		G.  Nevada Medicaid Services Manual (MSM); and

		H.  Nevada Medicaid Billing Guidelines.



		3.16.19.2 The PIU will determine which, if any, encounters were improper payments.



		3.16.20 Recovery and Education

		3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include:

		A.  The amount of the overpayment;

		B.  A detailed listing of the encounters affected;

		C.  Education and citations supporting the findings;

		D.  Options for repayment;

		E.  Any internal appeal rights afforded by the vendor; and

		F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted.



		3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit.

		3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, regardless of whether the vendor is able to recover the overpayment from the provider.



		3.16.21 Monetary Recoveries by State or Federal Entities

		3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgmen...

		3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by any government entity, including, but ...

		3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process.

		3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate.

		3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law enforcement to stand in the place of a vendor or client in the collection against a third party.



		3.16.22 Reporting Requirements

		3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide.

		3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to:

		A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors;

		B.  Every CAF;

		C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with Nevada Medicaid; and

		D.  Every provider that is de-credentialed or denied credentialing for whatever reason.



		3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to:

		A.  All active reviews and their status; and

		B.  All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment.



		3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost.



		3.16.23 Provider Compliance Reviews by the DHCFP

		3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies.

		3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be recovered and retained by the DHCFP.

		3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the DHCFP.

		3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after notification from DHCFP.



		3.16.24 Provider Preventable Conditions (PPC)

		3.16.25 Vendor Disclosures: Information on Ownership and Control

		3.16.26 Denial or Termination of Provider Participation.

		3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offen...

		3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any disclosure required.

		3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for participation in the program.





		3.17 REPORTING

		3.17.1 Encounter Reporting

		3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidate...

		3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program.  Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combine...

		3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808.

		3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of receipt of encounter.



		3.17.2 Summary Utilization Reporting

		3.17.3 Dispute Resolution Reporting

		3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its subcontractors.

		3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to recipients, the total number of recipient and appeals requests, and provider disputes filed, including repo...

		3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP.



		3.17.4 Quality Assurance Reporting

		3.17.5 Recipient Satisfaction Reporting

		3.17.6 Financial Reporting

		3.17.7 Sales and Transaction Reporting

		3.17.8 Other Reporting



		3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS

		3.18.1 Data Requirements

		3.18.1.1 Enrollment;

		3.18.1.2 Eligibility;

		3.18.1.3 Provider Network Data;

		3.18.1.4 PCP Assignment;

		3.18.1.5 Claims Payment; and

		3.18.1.6 Encounter Data.



		3.18.2 Interfaces

		3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.)

		3.18.2.2 Health Plan - Weekly Stop Loss File

		3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File

		3.18.2.4 Health Plan - Network Data File

		3.18.2.5 Health Plan - Client Update File

		3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP)

		3.18.2.7 MMIS - Encounter Data informational Errors File

		3.18.2.8 MMIS - SOBRA Error File

		3.18.2.9 MMIS - Stop Loss Error File

		3.18.2.10 MMIS - Stop Loss Rejection File

		3.18.2.11 MMIS - Health Plan Error File

		3.18.2.12 MMIS - Third Party Liability Update File

		3.18.2.13 MMIS - Client Demographic Data

		3.18.2.14 MMIS - Newborn Data

		3.18.2.15 MMIS - Daily Health Plan Recipient File

		3.18.2.16 MMIS - Health Plan Recipient File

		3.18.2.17 MMIS - Network Data Exception File

		3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates

		3.18.2.19 MMIS - Client PCP changes

		3.18.2.20 MMIS - Client Enrollment Updates

		3.18.2.21 MMIS - Health Plan Notification

		3.18.2.22 Health Division Immunization Registry

		3.18.2.23 Vital Statistics Birth Records



		3.18.3 Encounter Data Report Files

		3.18.3.1 Encounters must:

		A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of proposers.

		B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation,...

		C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the en...

		D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to timeframe to comply, the vendor will  have an additional 30 days to correct whereupon the DHCFP may, at its discretion, imp...





		3.18.4 HIPAA Transaction Requirements

		3.18.4.1 Premium payments (X12F 820);

		3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834);

		3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization);

		3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization);

		3.18.4.5 Claims encounter data (X12N 837 and NCPDP);

		3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and

		3.18.4.7 Payment and remittance advice (X12N 835-remittance advice).



		3.18.5 NPI/API Transaction Requirements

		3.18.5.1 Requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ Technical Proposal of vendor’s response.

		3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ord...

		3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to rece...

		3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must be fully detailed encounters following HIPAA requir...

		3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This API is issued by the State’s fiscal agent on be...



		3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance.



		3.19 DHCFP RESPONSIBILITIES

		3.19.1 External Quality Review

		3.19.2 Due Process

		3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair Hearing to all re...

		3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor.



		3.19.3 DHCFP On-Site Audits

		3.19.4 Actuarial Services

		3.19.5 Encounter Data Processing

		3.19.6 Website Access

		3.19.7 Operation Oversight



		3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES

		3.21 LIQUIDATED DAMAGES AND SANCTIONS





		RFP 3260 MCO Section 3 Scope of Work - Final without Confidential Section.pdf

		3. SCOPE OF WORK

		3.1 GENERAL

		3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed...

		3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of ...



		3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of...

		3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of the quality of care provided by the vendor.  Accredited organizations must meet quality standards related to various ...

		3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual.

		3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in managed care during the course of this contract and are to b...

		3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unl...

		3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient.

		3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed C...

		3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mo...



		3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX)

		3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, some...

		3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations;

		3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of Insurance;

		3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid;

		3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO;

		3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for any period of time for recipients who tran...

		3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO.



		3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX.  Additionally, the vendor may designate othe...

		3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating willingness to comply with this section.  Please describe any differences between Title XIX and Title XXI MCO plan...

		3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance O...



		3.3 VENDOR DUTIES AND RESPONSIBILITIES

		3.4 MEDICAL SERVICES

		3.4.1 General Information

		3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor:

		3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which the services are furnished;

		3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, or condition of the recipient;

		3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be e...

		3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriat...

		3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for initial and continuing authorizations of services.

		3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on moral or religious grounds, the vendor must furnish information about the services it does not cover to the ...

		3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's m...

		A.  The anticipated DHCFP recipient managed care enrollment;

		B.  The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients;

		C.  The expected utilization of services including a description of the utilization management software or other process used by the plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up popu...

		D.  The numbers and types of providers required to furnish the contracted Medicaid covered services; and

		E.  The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients...



		3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate.

		A.  Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level.

		B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP.  Any specialist can be a PCP based on m...

		C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network provider(s).

		D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.

		E.  Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services.  This is in addition to the recipient’s designated PCP, ...



		3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them.  If the network is unable to provide necessary services covered under the contract to a particular recipient, the v...

		3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient.

		3.4.2.11 Must coordinate with out of network providers with respect to payment.

		3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP.

		3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR ...

		3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The vendor must have written policies and procedures describing how recipients and providers can obtain urgent coverage and emergency services after bus...

		3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds purs...

		A.  Cultural Competency Plan

		1. Each vendor must have a comprehensive cultural competency program, which is described in a written plan.  The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The CCP must identi...

		2. The vendor must identify a staff person, title or position responsible for the CCP.  If there is a change in the staff member responsible for the CCP, the vendor must notify the DHCFP.

		3. The CCP must contain a description of Staff Recruitment and Retention:

		a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions.





		B.  Education and Training

		1. The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all...

		2. The education program consists of methods the vendor will use for providers and other subcontractors with direct recipient contact.  The education program will be designed to make providers and subcontractors aware of the importance of providing se...



		C.  Culturally Competent Services and Translation/Interpretation Services

		1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs and/or disparitie...

		2. A vendor, at the point of contact, must make recipients aware that translation services are available.  The services that are offered must be provided by someone who is proficient and skilled in translating language(s).  The availability and access...

		3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner:

		a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language.

		b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that language.  Vital materials must include, at a minimum, notices for de...

		c. All written notices informing recipients of their right to interpretation and translation services shall be translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and have LEP.





		D.  Evaluation and Assessment of CCP

		1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A summary report of the evaluation must be sent to the DHCFP.  The evaluation may, for example, focus on: comparative recipient sat...

		2. The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not ...







		3.4.3 Vendor Covered Services

		3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below.

		3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shal...

		A.  Applied Behavior Analysis;

		B.  Ambulatory Surgery Centers;

		C.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment;

		D.  Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner;

		E.  Certified Registered Nurse Practitioner;

		F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients);

		G.  Community Paramedicine;

		H.  Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting;

		I.  Disposable Medical Supplies;

		J.  Durable Medical Equipment;

		K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);

		L.  Emergency Transportation;

		M.  End Stage Renal Disease Facilities;

		N.  Family Planning Services;

		O.  Hearing Aid Dispenser and Related Supplies;

		P.  Home Health Agency;

		Q.  Hospital Inpatient;

		R.  Hospital Outpatient;

		S.  Inpatient Medical Rehabilitation Center or Specialty Hospital;

		T.  Intravenous Therapy (TPN);

		U.  Laboratory - Pathology/Clinical;

		V.  Medical Rehabilitation Center or Specialty Hospital;

		W.  Mental Health Services:

		1. Inpatient Psychiatric Hospital;

		2. Mental Health Outpatient Clinic;

		3. Mental Health Rehabilitative Treatment;

		4. Psychologist;

		5. Outpatient Psychiatric;

		6. Residential Treatment Centers (RTC);

		7. Case Management;

		8. Habilitation services; and

		9. Medication Management.



		X.  Methadone Treatment;

		Y.  Nursing Facilities; under 45-days (see 3.2.3.11);

		Z.  Nurse Anesthetist;

		AA.  Certified Nurse Midwife;

		BB.  Opticians/Optometrists;

		CC.  Outpatient Surgery;

		DD.  Personal Care Aide;

		EE.  Pharmacy;

		FF.  Physician/Osteopath;

		GG.  Physician Assistants;

		HH.  Podiatrist (for EPSDT eligible recipients);

		II.  Private Duty Nursing;

		JJ.  Prosthetics;

		KK.  Radiology and Noninvasive Diagnostic Centers;

		LL.  Residential Treatment Centers; (with limitations);

		MM.  Rural Health Clinics and Federally Qualified Health Centers (FQHC);

		NN.  School Based Health Centers;

		OO.  Special Clinics;

		PP.  Swing Beds Stays, under 45 days;

		QQ.  Therapy:

		1. Audiology;

		2. Occupational;

		3. Physical;

		4. Respiratory;

		5. Speech;

		6. Habilitation; and



		RR.  Tobacco Cessation;

		SS.  Transitional Rehabilitative Center; and

		TT.  Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see limitations).

		UU.  Other services as defined in the Medicaid Services Manual (MSM).





		3.4.4 Special Considerations

		3.4.4.1 Inpatient Hospital Services

		A.  The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs).  These alternative settings must be lower cos...

		B.  The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no lon...



		3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.

		A.  The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a...

		1. All services provided at Indian Health Service Facilities and Tribal Clinics.

		2. All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may ...

		3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the ...



		B.  Non-Emergency Transportation (NET)

		C.  School-Based Child Health Services (SBCHS) with Limitations

		1. The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. Schoo...

		2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If th...

		3. The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school...

		4. The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XI...

		5. The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendo...

		6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.



		D.  Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.

		E.  Adult Day Health Care

		1. Recipients requiring this service are eligible for managed care.

		2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that ...

		3. Home and Community Based Waiver Services (1915(c)).

		4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.

		5. All PASRR and LOC are performed by the DHCFP’s fiscal agent.



		F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations

		1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically nece...

		2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the asse...

		3. The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/net...

		4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.

		5. Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the ...

		6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.



		G.  Targeted Case Management (TCM)

		H.  Child Welfare

		I.  All Nursing Facility Stays Over Forty-Five (45) Days

		J.  Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days

		K.  Residential Treatment Center (RTC), Medicaid Recipients

		1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC ch...

		2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.

		3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary...



		L.  Residential Treatment Center (RTC), Nevada Check Up Recipients

		M.  Hospice

		N.  Dental Services

		O.  Orthodontic Services



		3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)

		A.  The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) years.  The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B...

		B.  Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d...

		C.  EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are basically one and the same and are billed using the same codes with the same reimbursement.    The vendors are not required to pay...

		1. Screening services which include a comprehensive health and developmental history (including assessment of both physical and mental health development);

		2. A comprehensive, unclothed physical exam;

		3. Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule);

		4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal requirements);

		5. Health education;

		6. Vision services;

		7. Dental services referrals;

		8. Hearing services; and

		9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening se...



		D.  The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this p...

		E.  The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services.  These efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal documents cited in ...



		3.4.4.4 Additional Preventive Services

		A.  Tobacco Cessation Treatment

		B.  Screening for tobacco use at every PCP visit; and

		C.  For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a minimum:

		1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence Treatment. These visits are in addition to any mental health coverage limits:

		a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH.

		b. Individual tobacco cessation counseling / coaching.

		c. Group tobacco cessation counseling / coaching.



		2. FDA approved cessation medications:

		a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment regimen should cover a minimum of 90 days.

		b. Combination therapy – the use of a combination of medications, including but not limited to the following combinations – should be allowed:



		3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment.

		4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or frequency of tobacco cessation treatments included in this section.

		5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that recipients are given complete information about the coverage of tobacco cessation items and services.

		6. Vendor will partner with the DPBH to, at a minimum:

		a. Promote the full Tobacco Cessation Benefit to recipients.

		b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid MCO run quitline.

		c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually.

		d. The approved MCO quitline vendor must be a member of NAQC.









		3.4.5 Health Promotion and Education Programs

		3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target popula...

		A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following preventative cancer screenings:

		1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;

		2. Mammography and Clinical Breast Exams for Breast Cancer;

		3. Low Dose CT Screening for Lung Cancer; and

		4. Pap Testing for Cervical Cancer.







		3.4.6 Pharmacy Services

		3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  The vendor is expected to offer pharmacy benefits that mirror...

		3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation.  The DHCFP shall...

		3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the plan’s recipients.

		3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting with the prescriber. The vendor must then document...

		3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is medically necessary for a particular patient.  The prescriber should document in the patient’s medical record ...

		3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors.  These recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only.  They can use any pharmacy for their non-cont...

		3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan...

		3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually...

		3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information necessary for the DHCFP to process the claim for rebates.  Covered outpatient drugs dispensed to individuals eligible for m...



		3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults

		3.4.7.1 The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early Intervention, and mental health services for adults.  The vendor must reimburse certain types of providers with whom...

		3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment by appropriately qualified health care professionals to need a course of treatment or regular care monitoring.  The...

		A.  Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for the recipient;

		B.  Approved by the vendor in a timely manner, if approval is required by the vendor; and

		C.  In accordance with any applicable State quality assurance and utilization review standards.





		3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs

		3.4.9 Out-of-Network Services

		3.4.9.1 Out-of-Network Providers

		A.  When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor must:

		1. Coordinate the care with out-of-network providers;

		2. Offer the opportunity to the out-of-network provider to become part of the network; and

		3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate..





		3.4.9.2 Emergency Services

		A.  The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who furnished the services has a contract with the vendor.  The vendor must pay the out-of-network provider for emergency services, ap...

		B.  No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers.  The vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks emerg...

		C.  Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room prov...

		D.  A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.  The vendor is responsible for coverage and payment of ...

		E.  Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting.





		3.4.10 Post-Stabilization Services

		3.4.10.1 The vendor is financially responsible for:

		A.  Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization representative;

		B.  Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a req...

		C.  Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized conditio...

		D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recip...

		E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network.



		3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)



		3.4.11 Out-Of-State Providers

		3.4.12 Obstetrical/GYN Services

		3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive and/or curative services and may include, but ...

		3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate coordination and assess medical management of prenatal care and high-risk pregnancies.

		3.4.12.3 Obstetrical Global Payment

		A.  Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician.  Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visi...

		B.  A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen seven (7) or more times.  If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may ...

		C.  Network Providers

		1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a network provider.

		a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.





		D.  Non-network Providers

		E.  New Recipients within the Last Trimester of Pregnancy

		F.  Prior Authorization

		G.  Certified Nurse Midwife Services

		H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA)

		1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick pay...

		2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate pa...

		3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery.

		4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting Guide.



		I.  Family Planning Services

		1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any qualifie...

		2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or older.  Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age of tw...

		3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its recipients at the FFS rate paid by the DHCFP.  The vendor will be responsible for coordinating and documenting out-of-plan family pla...



		J.  Abortions

		1. The vendor may only cover abortions in the following situations:

		a. If the pregnancy is the result of an act of rape or incest; or

		b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a physician, place the wo...





		K.  Low Birth Weight Babies

		L.  Immunizations





		3.4.13 Mental Health Services

		3.4.13.1 Mental Health Parity

		A.  The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgi...

		B.  The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strateg...

		1. Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or based on whether the treatment is experimental or investigative;

		2. Formulary design for prescription drugs;

		3. Network tier design (such as preferred providers and participating providers);

		4. Standards for provider admission to participate in a network, including reimbursement rates;

		5. Methods for determining usual, customary, and reasonable charges;

		6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-first policies or step therapy protocols);

		7. Exclusions based on failure to complete a course of treatment;

		8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or duration of benefits for services provided; and

		9. Standards for providing access to out-of-network providers.



		C.  The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, outpatient services, emergency care, and prescription drugs.

		D.  The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of this compliance by September 15, 2017.



		3.4.13.2 The vendor shall provide the following services:

		A.  Inpatient Psychiatric Services

		1. To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative se...

		2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS).



		B.  Mental Health Outpatient Clinic

		C.  Mental Health Rehabilitative Treatment Services;

		D.  Psychologist;

		E.  Outpatient Psychiatric;

		F.  Residential Treatment Center (RTC);

		G.  Case Management;

		H.  Habilitation Services:

		I.  Methadone Treatment; and

		J.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment.





		3.4.14 Coordination with Other Vendors and Other Services

		3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may provide to the recipient with the services the recipient may receive from any other vendor including dental.  Upon re...

		3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid programs.  This coordination includes referral of eligible recipients, to appropriate community resources and socia...

		3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case manager to ensure continuity of services for recipients with special needs.  These recipients may include, but...





		3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS

		3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient data.  The vendor shall accept each recipien...

		3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in the case...

		3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the disenrollment.  The recipient may be e...

		3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  In such cases, the vendor shall o...

		3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by the recipient to their DWSS eligibility worker.  The vendor must provide the DHCFP with notification of all births...

		3.5.6 New Enrollment Process

		3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will have the opportunity to select their vendor of choice at the time of application, or any time p...

		3.5.6.2 Newborns

		A.  The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site.

		B.  Medicaid-Eligible Newborns

		C.  Nevada Check Up/CHIP Newborns

		D.  If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be enrolled as of the first day of the next administrative month.  If the coverage extends beyond that 30 day period the chil...



		3.5.6.3 Auto-Assignment Process

		3.5.6.4 Automatic Reenrollment

		A.  The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility.  Those returning recipients who were ineligible f...

		B.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eli...





		3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ Disenrollment Form)

		3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in managed care.

		3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care Needs (CSHCN) and Mental Health Services for Adults:

		A.  Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if determined to be CSHCN, SED or SMI.  The Nevada Medicaid expansion population, defined as childless adults ages 19-64, ...

		B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care organization that is responsible for ongoing patient care.



		3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient

		A.  The DHCFP will hold an open enrollment period at least once every twelve (12) months.  During open enrollment, recipients are free to change vendors or to remain with their current vendor.

		B.  Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment.  These recipients mu...

		C.  Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open enrollment period.

		D.  Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. The...

		E.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have n...

		F.  Any recipient may request to switch vendors for good cause at any time.  These recipients must contact their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enroll...

		1. Good cause for disenrollment as defined in 42CFR438.56 includes:

		a. The recipient moves out of the vendor service area.

		b. The plan does not, because of moral or religious objections, cover the service the recipient seeks.

		c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the recipient's primary care provider or another provider de...

		d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes intermedia...





		G.  If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied.  The vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may n...

		H.  If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to the recipient upon the date of the decision.  Appeal rights must be included with the Notice of Decision.  The vendor...

		I.  The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) ...

		1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a determination.  If the vendor cannot make a determination, the vendor may refer the request to the State. If the State deter...



		J.  If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can be disenrolled within the timeframes specified, the disenrollment request is considered approved.

		K.  If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by requesting disenrollment through their vendor.

		L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d).



		3.5.7.4 Disenrollment at the Request of the Vendor

		A.  The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confir...

		B.  In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be considered approved.

		C.  A vendor may not request disenrollment of a recipient for any of the following reasons:

		1. An adverse change in the recipient’s health status;

		2. Pre-existing medical condition;

		3. The recipient’s utilization of medical services;

		4. Diminished mental capacity;

		5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients);

		6. A recipient’s attempt to exercise his/her grievance or appeal rights; or

		7. Based on the recipient’s national origin, creed, color, sex, religion, and age.



		D.  Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2).



		3.5.7.5 Enrollment, Disenrollment and Other Updates

		A.  The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly e...

		B.  An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion.  During the open enrollment period, a recipient may disenroll from their vendor without cause.

		C.  Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be provided at least 60 days before each annual ...



		3.5.7.6 Enrollment Interface

		A.  Determine the number of recipients each enrolled PCP will accept as new patients; and

		B.  Transmit recipient elections regarding PCP assignment for the forthcoming month.



		3.5.7.7 Provider Enrollment Roster Notification

		3.5.7.8 Change in a Recipient's Status

		3.5.7.9 Transitioning/Transferring of Recipients

		A.  Transitioning Recipients into Vendors

		1. Recipients with medical conditions such as:

		a. Pregnancy (especially if high risk);

		b. Major organ or tissue transplantation services in process;

		c. Chronic illness;

		d. Terminal illness;

		e. Intractable pain; and/or

		f. Behavioral or Mental Health Conditions.



		2. Recipients who, at the time of enrollment, are receiving:

		a. Chemotherapy and/or radiation therapy;

		b. Significant outpatient treatment or dialysis;

		c. Prescription medications or durable medical equipment (DME);

		d. Behavioral or Mental Health Services;

		e.  Long Term Services and Supports

		f.  Home Health or Personal Care services



		3. Recipients who, at enrollment:

		a. Are scheduled for inpatient surgery(s);

		b. Are currently in the hospital;

		c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior authorizations; and/or

		d. Have post-surgical follow-up visits scheduled after their enrollment.







		3.5.7.10 Transferring Recipients Between Vendors

		A.  Hospitalized;

		B.  Pregnant;

		C.  Receiving Dialysis;

		D.  Chronically ill (e.g., diabetic, hemophilic, etc.);

		E.  Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or treatment;

		F.  On an apnea monitor;

		G.  Receiving behavioral or mental health services;

		H.  Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For mo...

		I.  Involved in, or pending authorization for, major organ or tissue transplantation;

		J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition;

		K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition;

		L.  Referred to a Specialist(s);

		M.  Receiving substance abuse treatment ;

		N.  Receiving prescription medications;

		O.  Receiving durable medical equipment or currently using rental equipment;

		P.  Currently experiencing health problems;

		Q.  Receiving case management (referral must include the case manager’s name and phone number); and

		R.  Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health.





		3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange (HIX) or other insurance product.



		3.6 RECIPIENT SERVICES

		3.6.1 Information Requirements

		3.6.1.1 Member Handbook

		A.  The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed.  The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care Advisory...

		B.  The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon...

		1. Explanation of their right to obtain available and accessible health care services covered under this contract; how to obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the vendor’s...

		2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection may ...

		3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages spoken,...

		4. Any restrictions on the recipient’s freedom of choice among network providers.

		5. Procedures for changing a PCP.

		6. Recipient rights and protections as specified in 42 CFR 438.100.

		7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients understand the benefits to which they are entitled.

		8. Procedures for obtaining benefits, including authorization requirements.

		9. The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network providers.

		10. Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause.

		11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in ...

		12. The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 438.114; the fact that ...

		13. Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services telephone number; clear definitions of urgent care; and how to use non-emergency transportation.

		14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of authorization procedures.

		15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered under the contract, including any cost sharing, and how transportation is provided.  For a counseling or referral service tha...

		16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service area.

		17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings section of this RFP.

		18. Information on procedures for recommending changes in policies and services.

		19. The vendor must provide adult recipients with written information on advance directives’ policies and include a description of applicable State law.  This information must reflect changes in State law as soon as possible but no later than 90 days ...

		20. To the extent available, quality and performance indicators, including recipient satisfaction.

		21. The vendor is also required to provide to the recipient upon request, information on the structure and operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h).

		22. The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and includes a list of all the services available to children; a statement that services are provided to the recipient at no costs and a t...

		23. Information regarding prescription coverage.

		24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of enrollment, and their right to continue that treatment under the vendor on a transitional basis.

		25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of doing so.

		26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit.



		C.  The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the enumerations noted above.  The vendor shall issue updates to the Member Handbook, 30-days before the intended effective date, as d...

		D.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or issuance of the termination notice.  This notice shall be provided to each recipient who received his/her primary care ...



		3.6.1.2 Advance Directives Requirements

		A.  To provide written information to each recipient at the time of enrollment concerning:

		1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse medical treatment and the right to formulate advance directives;

		2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the network provider present a statement of any limitations in the event the provider cannot implement an advance directive on th...

		a. Clarify any differences between institution-wide conscience objections and those that may be raised by individual network providers;

		b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and

		c. Describe the range of medical conditions or procedures affected by the conscience objection.





		B.  Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient has executed an advance directive;

		C.  Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive;

		D.  To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates ven...

		E.  To educate vendor staff and providers on issues concerning advance directives, at least annually.





		3.6.2 Recipient Services Department/Concierge Services

		3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable.

		3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access.

		3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:

		A.  Explaining the operation of the vendor;

		B.  Explaining covered benefits;

		C.  Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner;

		D.  Responding to recipient inquiries; and

		E.  Providing Concierge Services.

		F.  If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will transfer the recipient to the in-person Concierge Services.  The in-person Concierge Service staff will assist the recip...

		1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites.  The vendor must report any PCP and/or Primary Care Sites changes electronically to the DHCFP.

		2. Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment if the recipient reports they are unable to access or find a provider or make an appointment.

		3. Assisting recipient in obtaining out-of-area and out-of-network care.

		4. While the Recipient Services Department will not be required to operate after business hours, the vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per week.  The ve...







		3.6.3 Medical Provider Requirements

		3.6.3.1 Primary Care Provider (PCP) or Primary Care Site

		3.6.3.2 Twenty-Five (25) Mile Rule

		3.6.3.3 Assignment of a PCP or Primary Care Site

		A.  Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available;

		B.  Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule);

		C.  Assigning all children within a single family to the same PCP;

		D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the vendor knows of the condition; and/or

		E.  Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient.



		3.6.3.4 Changing a PCP or Primary Care Site

		A.  An enrolled recipient may change a PCP or PCS for any reason.  The vendor shall notify enrolled recipients of the procedures for changing PCPs or Primary Care Sites.

		B.  In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective da...

		C.  The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances:

		1. Specialized care is required for an acute or chronic condition;

		2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles.  Such change will be made only with the consent of the recipient;

		3. The PCP ceases to participate in the vendor’s network;

		4. Legal action has been taken against the PCP, which excludes provider participation; or

		5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor network.



		D.  The vendor shall track the number of requests to change PCPs and the reasons for such requests.



		3.6.3.5 Use of Medical Homes and Accountable Care Organizations

		A.  The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate.

		B.  Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical homes/health homes.

		C.  Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and appropriate.







		3.7 NETWORK

		3.7.1 The vendor must adopt practice guidelines and protocols which:

		3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field;

		3.7.1.2 Consider the needs of the vendor’s recipients;

		3.7.1.3 Are adopted in consultation with contracting health care professionals; and

		3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards.



		3.7.2 The Vendor must:

		3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and potential recipients, including prior authorization policies and procedures;

		3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines;

		3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for services;

		3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid recipients;

		3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary;

		3.7.2.6 Have mechanisms to ensure compliance by providers;

		3.7.2.7 Monitor providers regularly to determine compliance;

		3.7.2.8 Take corrective action if there is a failure to comply by network providers; and

		3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds.

		3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the scope of his/her license or certification under applicable State law, solely on the basis of that license, speci...

		3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access...

		A.  Changes in the vendor’s services, benefits, geographic service area or payments; or

		B.  Enrollment of a new population in the network.





		3.7.3 Network Management

		3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities

		A.  Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services and Well Baby/Child Services;

		B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage;

		C.  Referrals for specialty care and other covered medically necessary services in the managed care benefit package;

		D.  Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse services, within the vendor’s network;

		E.  Continuity and coordination of the enrolled recipient’s health care; and

		F.  Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services.



		3.7.3.2 Laboratory Service Providers

		3.7.3.3 Essential Community Providers

		3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s geographic service area(s):

		A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services;

		B.  The University Medical Center of Southern Nevada to provide inpatient and ambulatory services;

		C.  The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care and behavioral health care services;

		D.  School-Based Clinics;

		E.  Aging and Disability Services Division (ADSD);

		F.  Division of Public and Behavioral Health (DPBH);

		G.  Substance Abuse Prevention and Treatment Agency (SAPTA);

		H.  Community Centered Behavioral Health Clinics (CCBHC);

		I.  Division of Child and Family Services (DCFS); and

		J.  County Child Welfare Agencies.

		K.  There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients.

		L.  Any health provider designated by the DHCFP as an essential community provider.  The DHCFP will notify the Vendor of providers designated by the DHCFP as essential community providers.

		M.  At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including ...

		N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts with other providers in the same geographic area for similar services. Providers who work through one of the essentia...





		3.7.4 Subcontractors

		3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care ...

		3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the us...

		A.  For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of care between medical, behavioral and social needs is maintained;

		B.  For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and

		C.  For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against...

		1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable bankr...

		2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or othe...



		D.  For the oversight and accountability for any functions and responsibilities delegated to any subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless fro...

		E.  Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part or a...

		F.  As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in Attachment D, Contract Form.

		G.  Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		H.  The use of “gag” clauses in subcontractor contracts is prohibited.





		3.7.5 Access and Availability

		3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients.

		3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, and take appropriate corrective action, if necessary, to comply with such access standards.

		3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.

		3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations through county and state public health clinics.

		3.7.5.5 Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or visits to new recipients.  This method ensures that an orientation with emphasis on access to care, choice of PCP and availab...

		3.7.5.6 Maintain an adequate network that ensures the following:

		A.  PCP-To-Recipient Ratios

		B.  PCP Network Requirements

		C.  Primary Care Provider Participation

		D.  Physician Specialists



		3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows:

		A.  Emergency Services

		B.  PCP Appointments

		1. Medically necessary, primary care provider appointments are available within two (2) calendar days;

		2. Same day, urgent care PCP appointments ; and

		3. Routine care PCP appointments are available within two (2) weeks.  The two (2) week standard does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two (2...



		C.  Specialist Appointments

		1. Same day, emergency appointments within twenty-four (24) hours of referral;

		2. Urgent appointments within three (3) calendar days of referral;

		3. Routine appointments within thirty (30) calendar days of referral; and

		4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s).



		D.  Prenatal Care Appointments

		1. First trimester within seven (7) calendar days of the first request;

		2. Second trimester within seven (7) calendar days of the first request;

		3. Third trimester within three (3) calendar days of the first request; and

		4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, or immediately if an emergency exists.





		3.7.5.8 Appointment Standards

		A.  Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to ensure compliance with these standards by the network.

		B.  Concerning the education of its provider network regarding appointment time requirements, the vendor shall:

		1. Monitor the adequacy of its appointment process and compliance; and

		2. Implement a Plan of Correction (POC) when appointment standards are not met.





		3.7.5.9 Office Waiting Times

		3.7.5.10 Access Exceptions

		3.7.5.11 Provider Terminations

		A.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the...

		B.  If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit within five (5) business days.

		C.  The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to:

		1. Provider/patient files.

		2. Audit reports and findings.

		3. Medical necessity reviews.



		D.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG.



		3.7.5.12 Notification of Significant Network Changes

		A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair its provider network.  This notification shall include:

		1. Information about the nature of the change and how the change will affect the delivery of covered services; and

		2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient delivery of covered services.



		B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change.



		3.7.5.13 Prohibited Practices

		A.  Denying or not providing an enrolled recipient a covered service or available facility;

		B.  Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time from that provided to other recipients, other public or private patients, or the public at large;

		C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered medically necessary service, except where medically indicated;

		D.  The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be ...

		E.  The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her patient:

		1. For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-administered;

		2. For any information the recipient needs in order to decide among all relevant treatment options;

		3. For the risks, benefits, and consequences of treatment or non-treatment; and

		4. For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions.



		F.  The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or services furnished in an emergency room of a hospital):

		1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title;

		2. Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded from participation  and when the person furnishing such item or service knew, or had reason to know of the exclusion (after ...

		3. Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is g...

		4. With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction Act of 1997;

		5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the Medicaid State Plans; or

		6. For home health care services provided by an agency or organization, unless the agency provides the state with a surety bond as specified in Section 1861(o)(7) of the Act.



		G.  Charging a fee for a medically necessary covered service or attempting to collect a co-payment.





		3.7.6 Provider Contracts

		3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically...

		3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit draf...

		3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the DH...

		3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion of the Medicaid provider enrollment.  However, vendors may enter into single case agreements with non-Medicaid provide...

		3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards.  The v...

		3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  The vendor must provide information...

		3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing, or limiting medically necessary services to a recipient.

		3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited.

		3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the request.

		3.7.6.10 The vendor will support and participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients.

		3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment.



		3.7.7 Provider Directory

		3.7.8 Provider and Recipient Communications

		3.7.8.1 Provider Policy and Procedure Manual

		A.  The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct class of provider.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall m...

		B.  Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a single volume.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mu...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		3. Prior authorization procedures and requirements;

		4. The procedures for claims administration;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service utilization.





		3.7.8.2 Provider Workshops

		3.7.8.3 Provider Newsletter

		3.7.8.4 Recipient Newsletter



		3.7.9 Network Maintenance

		3.7.9.1 Maintenance of the network includes, but is not limited to:

		A.  Initial and ongoing credentialing;

		B.  Adding, deleting, and periodic contract renewal;

		C.  Provider education; and

		D.  Discipline/termination, etc.







		3.8 MEDICAL RECORDS

		3.9 QUALITY ASSURANCE STANDARDS

		3.9.1 Overview

		3.9.2 Quality Measurements

		3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications....

		3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy.

		3.9.2.3 Beginning in  the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  (calculated from the preceding calendar year...

		3.9.2.4 Pregnancy

		A.  Standard

		1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal care.  Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-ris...

		2. The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with community standards of practice and the MSM.





		3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids

		A.  Standard

		1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average for EPSDT screenings.  Well Child Care promotes healthy development and disease prevention in addition to possible early ...

		2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and the process fo...



		B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor is required to submit the final CMS 416 Report to the DHCFP no ...

		1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may ...





		3.9.2.6 Immunizations

		A.  Standard



		3.9.2.7 Mental Health

		A.  Standard





		3.9.3 Plan of Correction (POC) Procedure

		3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the follo...

		A.  Specific problem(s) which require corrective action;

		B.  The type(s) of corrective action to be taken for improvement;

		C.  The goals of the corrective action;

		D.  The time-table for action;

		E.  The identified changes in processes, structure, internal/external education;

		F.  The type of follow-up monitoring, evaluation and improvement; and

		G.  The vendor staff person(s) responsible for implementing and monitoring the POC.

		H.  The POC should also identify improvements and enhancements of existing outreach, and case management activities, if applicable.



		3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily add...

		3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health c...





		3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS

		3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected t...

		3.10.1.1 Measurement of performance using objective quality indicators;

		3.10.1.2 Implementation of system interventions to achieve improvement in quality;

		3.10.1.3 Evaluation of the effectiveness of the interventions; and

		3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement.



		3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the requirements of 42 CFR 438.330 (a)(2).  Each performance improvement project must be completed in a reasonable time pe...

		3.10.3 The Vendor must:

		3.10.3.1 Submit performance improvement measurement data annually using standard measures required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and

		3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s performance.



		3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines.

		3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on a...

		3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the recipients through an encounter data system or other methods as may be specified by the DHCFP;

		3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and

		3.10.5.3 Must collect service information received from providers in standardized formats.

		3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP and upon request to CMS as required.

		3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the DHCFP.



		3.10.6 Standard I:  Written IQAP Description

		3.10.6.1 Goals and Objectives

		3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a timetable for implementation and accomplishment.

		3.10.6.3 Scope

		A.  The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care.

		B.  The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in ...



		3.10.6.4 Specific Activities

		3.10.6.5 Continuous Activity

		3.10.6.6 Provider Review

		A.  Review by physicians and other health professionals of the process followed in the provision of health services must be conducted; and

		B.  The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care outcomes.



		3.10.6.7 Focus on Health Outcomes



		3.10.7 Standard II:  Systematic Process of Quality Assessment and Improvement

		3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored.

		3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories and special risk status, including CSHCN.

		3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quali...

		3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b):

		A.  Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 438.330(b); and

		B.  Projects that were under way during the preceding twelve (12) calendar months.



		3.10.7.5 Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical P...

		3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care.  The PIPs are designed to target and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, ...

		3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning and initiation of activities for increasing or sustaining improvement.

		3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.

		3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important aspects of care and service.

		3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases above original measure or matches previous measure prior to decline.



		3.10.8 Use of Quality Indicators

		3.10.8.1 The vendor is required to:

		A.  Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience;

		B.  Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP;

		C.  Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect the need for program change; and

		D.  Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral must  be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action.



		3.10.8.2 Use of Clinical Care Standards/Practice Guidelines

		A.  The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or practice guidelines specified in the Quality Strategy.

		B.  The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers;

		C.  The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care;

		D.  The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;

		E.  The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted a...

		F.  The standard/guidelines must address preventive health services;

		G.  The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and

		H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the providers are organized in groups, as individuals, or in combinations thereof.



		3.10.8.3 Analysis of Clinical Care and Related Services

		A.  Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, and through studies analyzing patterns of clinical care and related service.  For issues identified in the IQAPs targete...

		B.  Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs.

		C.  Clinical and related service areas requiring improvement are identified.

		D.  The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.

		E.  The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.



		3.10.8.4 Implementation of Corrective Actions

		3.10.8.5 These written corrective action procedures must include:

		A.  Specification of the types of problems requiring corrective action;

		B.  Specification of the person(s) or body responsible for making the final determinations regarding quality problems;

		C.  Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff;

		D.  The schedule and accountability for implementing corrective actions;

		E.  The approach to modifying the corrective action if improvements do not occur; and

		F.  Procedures for terminating the affiliation with the physician, or other health professional or provider.



		3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)

		A.  As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been made.  In addition, changes in practice patterns must be monitored.

		B.  The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective.



		3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP

		A.  The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all types of services in all settings.

		B.  At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which addresses:  quality assurance studies and other activities completed; trending of clinical and service indicators and other performanc...

		C.  The report should include evidence that quality assurance activities have contributed to significant improvements in the care delivered to recipients.





		3.10.9 Standard III:  Accountability to the Governing Body

		3.10.9.1 Oversight of IQAP

		3.10.9.2 Oversight Entity

		3.10.9.3 IQAP Progress Reports

		3.10.9.4 Annual IQAP Review

		3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP.  This annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at ...

		A.  Studies undertaken;

		B.  Results;

		C.  Subsequent actions and aggregate data on utilization and quality of services rendered; and

		D.  An assessment of the IQAPs continuity, effectiveness and current acceptability.



		3.10.9.6 Program Modification



		3.10.10 Standard IV:  Active QA Committee

		3.10.10.1 Regular Meetings

		3.10.10.2 Established Parameters for Operating

		3.10.10.3 Documentation

		3.10.10.4 Accountability

		3.10.10.5 Membership



		3.10.11 Standard V:  IQAP Supervision

		3.10.12 Standard VI:  Adequate Resources

		3.10.13 Standard VII:  Provider Participation in IQAP

		3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP through provider newsletters and updates to the provider manual.

		3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician and non-physician providers, a requirement securing cooperation with the IQAP.

		3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its recipients.



		3.10.14 Standard VIII:  Delegation of IQAP Activities

		3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities.  If the vendor delegates any quality assurance activities to subcontractors or providers, it must:

		A.  Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of reporting to the vendor;

		B.  Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the actual quality of care being provided; and

		C.  Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including approval of quality improvement plans and regular specified reports.





		3.10.15 Standard IX:  Credentialing and Recredentialing

		3.10.15.1 Written Policies and Procedures

		3.10.15.2 Oversight by Governing Body

		3.10.15.3 Credentialing Entity

		3.10.15.4 Scope

		3.10.15.5 Process

		A.  The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the practitioner practices.

		B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to prescribe drugs.

		C.  Graduation from medical school and completion of a residency, or other post-graduate training, as applicable.

		D.  Work history.

		E.  Professional liability claims history.

		F.  The practitioner holds current, adequate malpractice insurance according to the vendor’s policy.

		G.  Any revocation or suspension of a State license or DEA number.

		H.  Any curtailment or suspension of medical staff privileges (other than for incomplete medical records).

		I.  Any sanctions imposed by the OIG or the DHCFP.

		J.  Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity.

		K.  The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensin...

		L.  The application process includes a statement by the applicant regarding:

		1. Any physical or mental health problems that may affect current ability to provide health care;

		2. Any history of chemical dependency/ substance abuse;

		3. History of loss of license and/or felony convictions;

		4. History of loss or limitation of privileges or disciplinary activity; and

		5. An attestation to correctness/ completeness of the application.



		M.  There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the site and medical record keeping practices to ensure conformance with the vendor’s standards.  If the vendor’s cre...

		N.  The vendor’s provider credentialing must comply with 42 CFR §1002.3.

		O.  If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (1...



		3.10.15.6 Recredentialing

		A.  Evidence that the procedure is implemented at least every sixty (60) months;

		B.  The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner a...

		C.  The recredentialing, recertification or reappointment process also includes review of data from:

		1. Recipient grievances and appeals;

		2. Results of quality reviews;

		3. Utilization management;

		4. Recipient satisfaction surveys; and

		5. Re-verification of hospital privileges and current licensure, if applicable.



		D.  The vendor’s provider recredentialing must comply with 42 CFR §1003.3

		E.  If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary ac...



		3.10.15.7 Delegation of Credentialing Activities

		3.10.15.8 Retention of Credentialing Authority

		3.10.15.9 Reporting Requirement

		3.10.15.10 Provider Dispute Process



		3.10.16 Standard X:   Recipient Rights and Responsibilities

		3.10.16.1 Written Policy on Recipient Rights

		A.  To be treated with respect, and recognition of their dignity and need for privacy;

		B.  To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and responsibilities;

		C.  To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, within the limits of the plan network, including the right to refuse care from specific practitioners;

		D.  To participate in decision-making regarding their health care, including the right to refuse treatment;

		E.  To pursue resolution of grievances and appeals about the vendor or care provided;

		F.  To formulate advance directives;

		G.  To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be amended or corrected as specified in 45 CFR Part 164;

		H.  To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation; and

		I.  To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s condition and ability to understand.



		3.10.16.2 Written Policy on Recipient Responsibilities

		A.  Providing, to the extent possible, information needed by professional staff in caring for the recipient; and

		B.  Following instructions and guidelines given by those providing health care services.



		3.10.16.3 Communication of Recipient Policies to Providers

		3.10.16.4 Communication of Policies to Recipients

		3.10.16.5 Recipient Grievance and Appeals Procedures

		A.  Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish and monitor standards for timeliness;

		B.  Documentation of the substance of grievances, appeals, and actions taken;

		C.  Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for appeals;

		D.  Aggregation and analysis of grievance and appeal data and use of the data for quality improvement;

		E.  Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada Check Up recipients; and

		F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals.



		3.10.16.6 Recipient Suggestions

		3.10.16.7 Steps to Assure Accessibility of Services

		A.  The points of access to primary care, specialty care and hospital services are identified for recipients;

		B.  At a minimum, recipients are given information about:

		1. How to obtain services during regular hours of operations;

		2. How to obtain emergency and after-hour care;

		3. How to obtain emergency out-of-service area care;

		4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients and/or are responsible for their care; and

		5. How to access concierge services and if needed case management assistance from the vendor when needed to gain access to care.





		3.10.16.8 Information Requirements

		A.  Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) grade level that is readable and easily understood.

		B.  Written information must be available in the prevalent languages of the population groups served.



		3.10.16.9 Confidentiality of Patient Information

		A.  Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records;

		B.  Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of confidential information to persons outside of the vendor;

		C.  Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and shall not divulge it without the recipient’s authorization, unless:

		1. It is required by law, or pursuant to a hearing request on the recipient’s behalf;

		2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate insurance or other matters pertaining to payment; or

		3. It is necessary in compelling circumstances to protect the health or safety of an individual.



		D.  Must report any release of information in response to a court order to the recipient in a timely manner; and

		E.  May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency representatives who are subject to standards of confidentiality that are comparable to those of the State agency.



		3.10.16.10 Treatment of Minors

		3.10.16.11 Assessment of Recipient Satisfaction

		A.  The survey(s) must include content on perceived problems in the quality, availability and accessibility of care.

		B.  The survey(s) assess at least a sample of:

		1. All recipients;

		2. Recipient requests to change practitioners and/or facilities; and

		3. Disenrollment by recipients.



		C.  As a result of the survey(s), the vendor must:

		1. Identify and investigate sources of dissatisfaction;

		2. Outline action steps to follow up on the findings; and

		3. Inform practitioners and providers of assessment results.



		D.  The vendor must re-evaluate the effects of the above activities.





		3.10.17 Standard XI:  Standards for Availability and Accessibility

		3.10.18 Standard XII:  Medical Record Standards

		3.10.18.1 Accessibility and Availability of Medical Records

		A.  The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (th...

		B.  Records are available to health care practitioners at each encounter.



		3.10.18.2 Record Keeping

		A.  Medical Record Standards – The vendor sets standards for medical records.  The records reflect all aspects of patient care, including ancillary services.  These standards shall, at a minimum, include requirements for:

		1. Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID number;

		2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability status, address, employer, home and work telephone numbers, and marital status;

		3. Allergies – Medication allergies and adverse reactions are prominently noted on the record.  Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;

		4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious accidents, operations, and illnesses.  For children, past medical history relates to prenatal care and birth;

		5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a notation that immunizations are up to date with documentation of specific vaccines administered and those received previously (by hist...

		6. Diagnostic information;

		7. Medication information;

		8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are identified in the medical record;

		9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for patients twelve (12) years and over and seen three (3) or more times;

		10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultati...

		11. Emergency care;

		12. Hospitals and Mental Hospitals;

		a. Identification of the recipient;

		b. Physician name;

		c. Date of admission;

		d. Initial and subsequent stay review dates;

		e. Reasons and plan for continued stay if applicable;

		f. Date of operating room reservation if applicable;

		g. Justification for emergency admission if applicable; and

		h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:



		13. Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the individual has executed an advance directive and documents the receipt of information about advance directives by the recipient and ...

		14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of:

		a. History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting complaints;

		b. Plan of treatment;

		c. Diagnostic tests;

		d. Therapies and other prescribed regimens;

		e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  A specific time to return is noted in weeks, months, or as needed.  Unresolved problems from previous visits are addressed in subsequen...

		f. Referrals and results thereof; and

		g. All other aspects of patient care, including ancillary services.



		15. Entry Date – All entries must have date and time noted;

		16. Provider Identification – All entries are identified as to author;

		17. Legibility – The record is legible to someone other than the writer.  A second reviewer should evaluate any record judged illegible by one physician reviewer.





		3.10.18.3 Record Review Process

		A.  The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, completion and conformance to its standards; and

		B.  The record assessment system must address documentation of the items listed in Medical Records requirements above.





		3.10.19 Standard XIII:  Utilization Review

		3.10.19.1 Written Program Description

		3.10.19.2 Scope

		3.10.19.3 Pre-Authorization and Concurrent Review Requirements

		A.  Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals;

		B.  Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating physician, as necessary;

		C.  The reasons for decisions must be clearly documented and available to the recipient;

		D.  The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary medical, behavioral, and social care in accordance with community standards of practice;

		E.  There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider disputes.  Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization.  The Notice of ...

		F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient;

		G.  There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other measures;

		H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny,...

		I.  If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these standards.





		3.10.20 Standard XIV:  Continuity of Care System

		3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program mus...

		A.  Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the ca...

		B.  Assessment of the health condition for recipients with a positive screen.

		C.  Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and

		D.  Development and implementation of a care treatment plan, incorporating person centered planning and system of care principles for recipients in case management based on the assessment which includes:

		1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both development and implementation phases of the care treatment plan in the least restrictive environment;

		2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children (WIC) program; teen pr...





		3.10.20.2 The following components should be incorporated into the vendor case management program:

		A.  Identification

		B.  Screen

		1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from the date of enrollment in the MCO:

		a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive identification and to determine the need for case management services within ninety (90) calendar days of enrollment. Screening asse...

		b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be accomplished with in the...

		c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services.

		d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request.





		C.  Comprehensive Assessment

		D.  Prioritize Care Needs of the Recipient

		1. The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum:

		a. Develop a person centered care treatment plan (as described below);

		b. Implement recipient - level interventions;

		c. Continuously monitor the progress of the patient;

		d. Identify gaps between care recommended and actual care provided;

		e. Propose and implement interventions to address the gaps; and

		f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.





		E.  Person Centered Care Treatment Plan

		1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, designated fo...

		2. The vendor must arrange or provide for professional care management services that are performed collaboratively by the recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician assistan...

		3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, any co-morbidity, and the recipient’s psychological and community support needs.  At a minimum, the vendor’s case manager must at...

		4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment plans.



		F.  Designation of PCP

		G.  Case Management Program Staffing

		H.  Case Management Conditions

		1. The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health conditions:

		a. Congestive Heart Failure (CHF);

		b. Coronary Arterial Disease (CAD);

		c. Hypertension (excluding Mild Hypertension);

		d. Diabetes;

		e. Chronic Obstructive Pulmonary Disease (COPD);

		f. Asthma;

		g. Severe Mental Illness (SMI);

		h. High-Risk or High-Cost Substance Abuse Disorders;

		i. Severe Cognitive and/or Developmental Limitation;

		j. Recipients in Supportive Housing;

		k. HIV; and

		l. Recipients with Complex Conditions.





		I.  Case Management Strategies

		1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management methodology (e.g., gro...

		2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients.

		3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.



		J.  Information Technology System for Case Management:





		3.10.21 Standard XV:  IQAP Documentation

		3.10.21.1 Scope

		3.10.21.2 Maintenance and Availability of Documentation



		3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management Activity

		3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are documented and reported within the vendor’s organization and through the established QA channels.

		A.  Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations.

		B.  Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk management and resolution and monitoring of recipient grievances and appeals.

		C.  There is a linkage between quality assurance and the other management functions of the vendor such as:

		1. Network changes;

		2. Benefits redesign;

		3. Medical management systems (e.g., pre-certification);

		4. Practice feedback to practitioners;

		5. Patient education; and

		6. Recipient services.







		3.10.23 Standard XVII:  Data Collection

		3.10.23.1 Specific areas of study required will be stated in the contract.

		3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be accurate and complete.

		3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical care are required by due date.



		3.10.24 Standard XVIII:  Dispute Resolution

		3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.

		3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution.





		3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY

		3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.310.  The State’s Strategy has two basic purposes:

		3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, and

		3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, Medicaid  recipients in t...



		3.11.2 The purpose of this quality strategy is to:

		3.11.2.1 CFR 438.340 – State Responsibilities

		A.  Have a written strategy for assessing and improving the quality of managed care services offered by all managed care organizations (vendors);

		B.  Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it to final;

		C.  Ensure that the vendors comply with standards established by the DHCFP;

		D.  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed;

		E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, and two (2) regular reports on the implementation and effectiveness of the strategy; and

		F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s P...



		3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies

		A.  The Strategy incorporates procedures that:

		1. Assess the quality and  appropriateness of care and services furnished to all of the DHCFP medical assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health care needs;

		2. Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent contact between recipients and providers, staff recruitment, staff training, translation services, and the development of appropria...

		3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the DHCFP will complete this monitoring in line with the Strategy;

		4. Arrange for external quality reviews including a description of the annual independent external quality review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include but is not...

		5. That designates the performance measures and levels developed by CMS in consultation with States and other relevant stakeholders;

		6. Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality strategy;

		7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanction...

		8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and quality measurement and improvement.









		3.12 FISCAL REQUIREMENTS

		3.12.1 Vendor Fiscal Standards

		3.12.2 Performance Security Deposit

		3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end of the first quarter...

		3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capita...

		3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the following listed requirements:

		A.  A.M. Best A-VII rated insurance company;

		B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and

		C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance.



		3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the DHCFP in order to cover all outstanding liabilities.



		3.12.3 Vendor Liability

		3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following:

		A.  The vendor’s debts, in the event of the vendor’s insolvency;

		B.  For services provided to the recipient in the event of the organization failing to receive payment from the State for such services;

		C.  For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with the vendor fails to receive payment from the state or the organization for such services; or

		D.  Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor had directly provided the services.



		3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B.



		3.12.4 Payment of Claims

		3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided to enrolled recipients on dates of service when they were eligible for coverage unless the services are exclud...

		3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to paying the claim.

		3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to...

		3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered services.  The vendor must allow all in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the las...

		3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five  percent (95%) of all clean claim...

		3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall monitor its compliance with these procedures.

		3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In addition, this system must include edits to not allow for unbundling and the ability to pay certain State or local government providers the federal share ...

		3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care serv...

		3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, t...

		3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission.

		3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors.

		3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to support the claims processing function as described in the vendor’s proposal and incorporated by reference in the...

		3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s).

		3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the co...

		A.  Is identified in the Medicaid State plan;

		B.  Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable preventable through the application of procedures supported by evidence-based guidelines;

		C.  Has a negative consequence for the recipient;

		D.  Is auditable;

		E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;

		F.  Surgical or other invasive procedure performed on the wrong body part; and

		G.  Surgical or other invasive procedure performed on the wrong patient.





		3.12.5 Financial Solvency

		3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance.

		3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP.



		3.12.6 Third-Party Liability (TPL)

		3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and ...

		3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the lim...

		3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service cov...

		3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liabl...

		3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-party resources identified and communicated to the managed care organization by the DHCFP.

		3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right t...

		3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and regulations, currently established as seventy-two (72) months.

		3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State Victims of Crime.

		3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and regulations are met by the TPL business function.



		3.12.7 Subrogation

		3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to the insured against a third party with respect to any loss covered by t...

		3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to ...

		3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection activities and results. The managed care organization will then be expected to meet or exceed baseline target co...



		3.12.8 Reserving

		3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States.

		3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial ...

		3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank accounts or business agents located outside of the U.  S. are prohibited by this provision. Further, this Sectio...

		3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity located outside of the U.S. may be recovered by the State from the vendor.

		3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the Distri...

		3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Me...





		3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS

		3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and access to the State Fair Hearing system.

		3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for grievances include, but are not limited to, access to care, quality of services, interpersonal relationships betw...

		3.13.1.2 An appeal is a specific request for review of one of the following actions:

		A.  The denial or limited authorization of a requested service, including the type or level of service;

		B.  The reduction, suspension or termination of a previously authorized service;

		C.  The denial, in whole or in part, of payment for a service;

		D.  The failure to provide services in a timely manner; or

		E.  The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution and notification.



		3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers and subcontractors at the time they enter into a contract.

		A.  This information must include:

		1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing;

		2. The availability of assistance with filing;

		3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may be liable for the cost of any continued benefits if the action is upheld;

		4. The toll free number to file oral grievances and appeals; and

		5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service.





		3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The rep...

		3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in ...

		3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their ...

		3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well as contractual compliance.



		3.13.2 Recipient Grievances and Appeals

		3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient gr...

		3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the ...

		3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met:

		A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.

		C.  The services were ordered by an authorized provider.

		D.  The authorization period has not expired.

		E.  The recipient requests continuation of benefits.



		3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor mails an adverse appeal decision;

		C.  A State Fair Hearing decision adverse to the recipient is made, or

		D.  The service authorization expires or authorization limits are met.



		3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. ...

		3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about th...

		3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal....

		3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry.



		3.13.3 Authorization and Notice Timeliness Requirements

		3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s established timelines that may not exceed fourteen (14) calendar days following receipt of the request for ser...

		3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make ...



		3.13.4 Notice of Action

		3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adver...

		3.13.4.2 The notice must meet all of the following requirements:

		A.  Be available in the State-established prevalent non-English languages;

		B.  Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading proficiency); and

		C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d).



		3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must explain:

		A.  The action the vendor or its subcontractor has taken or intends to take;

		B.  The reasons for the action;

		C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision;

		D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures;

		E.  The procedures for exercising the recipient’s rights to appeal;

		F.  The circumstances under which expedited resolution is available and how to request it;

		G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pendin...

		H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman;

		I.  The specific regulations that support, or the change in federal or State law that requires the action; and

		J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based on change in law, the circumstances under which a hearing will be granted.



		3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, or reduction of previously authorized covered services.  This timeframe may be shortened to five (5) days if p...

		3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:

		A.  In the death of the recipient;

		B.  A signed written recipient statement requesting termination or giving information requiring termination or reduction of services (where the recipient understands that this must be the result of supplying that information);

		C.  The recipient’s admission to an institution where he is ineligible for Medicaid services;

		D.  The recipient’s address is unknown and mail directed to him has no forwarding address;

		E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth;

		F.  The recipient’s physician prescribes the change in level of medical care;

		G.  An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or

		H.  When being transferred from a nursing facility for the following reasons:

		1. The safety or health of individuals in a facility would be endangered;

		2. The residents health improves sufficiently to allow a more immediate transfer or discharge;

		3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or

		4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing facility transfers).





		3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of payment.

		3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute ...

		3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution notice.

		3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:

		A.  The right to request a State Fair Hearing, and how to do so;

		B.  The right to request to receive benefits while the hearing is pending, and how to make the request; and

		C.  That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action.





		3.13.5 Handling of Grievances and Appeals

		3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance.

		3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal.

		3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) business days after the vendor receives the expedited ...

		A.  The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person or in writing, in the case of the expedited resolution.

		B.  These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is in...



		3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:

		A.  The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to att...

		B.  Acknowledge receipt of each grievance and appeal;

		C.  Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any previous level of review or decision-making; and

		D.  Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the foll...

		1. An appeal of a denial that is based on medical necessity;

		2. A grievance regarding the denial of an expedited resolution of an appeal; or

		3. A grievance or appeal that involves clinical issues.





		3.13.5.5 The process for appeals also requires:

		A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient requests expedited resolution;

		B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of ex...

		C.  That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine the recipient’s case file, including medical records, and any other document and records considered during the appeals pro...

		D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a deceased recipient’s estate.



		3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include the results of the resolution process and the date it was completed. For appeals that are not wholly resol...

		A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;

		B.  The right to request to receive benefits while the hearing is pending and how to make this request; and

		C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s action.



		3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the disposition in addition to the required written notice.

		3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality strategy.

		3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the review of recipient complaints and appeals that have been received.



		3.13.6 State Fair Hearing Process

		3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhaus...

		3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(...

		3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the ...



		3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are Pending

		3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair Hearing is pending if all of the following conditions exist:

		A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action;

		B.  The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;

		C.  The services were ordered by an authorized provider;

		D.  The original periods covered by the original authorization have not expired; and

		E.  The recipient requests an extension of benefits.



		3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be continued until one of the following occurs:

		A.  The recipient withdraws the appeal;

		B.  Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until ...

		C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and

		D.  The time period of service limits of a previously authorized service has been met.



		3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the recipient while the appeal was pending, to the extent that they were furnished solely because of the requireme...

		3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the r...



		3.13.8 Provider Grievances and Appeals

		3.13.8.1 General Requirements

		A.  Ninety (90) calendar days after a grievance is filed; and

		B.  Thirty (30) calendar days after an appeal is filed.



		3.13.8.2 State Fair Hearings

		A.  Denial or limited authorization of a requested service;

		B.  Reduction, suspension or termination of a previously authorized service;

		C.  Denial, in whole or in part, of payment for a service;

		D.  Demand for recoupment; or

		E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution).

		F.  The denial for disenrollment for good cause.





		3.13.9 Expedited State Fair Hearing

		3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days ...

		A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or

		B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes.



		3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condit...

		3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting from the Fair Hearing process.





		3.14 MANAGEMENT INFORMATION SYSTEM (MIS)

		3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate and report vendor’s compliance with the contract requirements.

		3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outco...

		3.14.3 Eligibility Data

		3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new ...

		3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and shall notify DHCFP of such changes.

		3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.



		3.14.4 Encounter and Claims Records

		3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of su...

		3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted t...



		3.14.5 Data Requirements and Certification

		3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations.

		3.14.5.2 All encounter data must reflect all adjustments and voids.

		3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes specified by the DHCFP.

		3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to the State for purposes of developing vendor payment. Data must comply with the applicable certification requi...

		3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the following:

		A.  The vendor’s Chief Executive Officer;

		B.  The vendor’s Chief Financial Officer; and

		C.  An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the Chief Financial Officer.



		3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor must agree that he/she has read and understands the data certification requirement and agree to comply with all a...



		3.14.6 EPSDT Tracking System



		3.15 OPERATIONAL REQUIREMENTS

		3.15.1 Medical Director's Office

		3.15.2 The responsibilities of the Medical Director include the following:

		3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee;

		3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization management activities and monitoring the quality of care that vendor recipients receive;

		3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols;

		3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the adherence to, Plans of Correction;

		3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  All services prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced n...

		3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities;

		3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including oversight of provider education, in-service training and orientation;

		3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems;

		3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and

		3.15.2.10 Ensures coordination of out-of-network services.

		3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization review and quality assurance issues.



		3.15.3 Vendor Operating Structure and Staffing

		3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization occurs.  The organizational chart must depict each functional unit of the organization, numbers and types of sta...

		3.15.3.2 The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the following areas:

		A.  Executive management;

		B.  Operations Manager;

		C.  Accounting and budgeting;

		D.  Medical Director's office;

		E.  Medical Management, including quality assurance/utilization review;

		F.  Recipient services;

		G.  Provider services;

		H.  Grievances, appeals, and fair hearings;

		I.  Claims processing;

		J.  Management Information Systems (MIS); and

		K.  Program Integrity.



		3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. ...

		A.  Administrator;

		B.  Chief Financial Officer;

		C.  Medical Director;

		D.  Recipient Services Manager;

		E.  Provider Services Manager;

		F.  Grievance and Appeals Coordinator;

		G.  Claims Administrator; and

		H.  Nevada Operations Manager.





		3.15.4 Subcontractors

		3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the subcontract;

		3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s ability...

		3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- approved by DHCFP.  Prior to the awar...

		3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals;

		3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such agreements and subcontracts shall contain rele...

		3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve the vendor of its legal responsibility und...

		3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is ina...

		3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to periodic schedules established by the State, consistent with industry standards and/or State laws and regulations.  ...

		3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such subcontract; and

		3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five th...

		3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers.  DHCFP agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Sec...

		3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallow...



		3.15.5 Policies and Procedures

		3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network).

		3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s policies and procedures must be kept in a clear and up-to-date m...

		3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual...



		3.15.6 Implementation

		3.15.6.1 Vendor Plan

		A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first...

		B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and describing the vendor’s current state of readiness to perform all Contract obligations.  Until the service start date, the...

		C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start date, all deliverables to allow for timely DHCFP identified modifications.

		D.  Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure sati...

		E.  Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, telephones and equipment, are in place and operative as of the service start date.

		F.  Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet these requirements.

		G.  Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient access and remains in operation for the duration of the contract, unless ot...

		H.  Establish and implement enrollment procedures and maintain applicable enrolled recipient data.

		I.  Establish its Provider Network and maintain existing Provider Agreements with such Providers.



		3.15.6.2 Pre-Implementation Readiness Review



		3.15.7 Presentation of Findings

		3.15.8 Vendor Marketing Materials

		3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period.  The vendor must request and obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other location...

		3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written approval of the DHCFP.  This includes any updates to previously approved materials.  Although federal regulations ...

		3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that...

		A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or

		B.  The vendor is endorsed by CMS, the federal or state government, or similar entity.







		3.16 PROGRAM INTEGRITY

		3.16.1 General Requirements and Authorities

		3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis.

		3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the sam...

		A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act;

		B.  42 C.F.R.§ 438, Subpart H;

		C.  42 C.F.R. § 455 Subpart A, B and E;

		D.  42 C.F.R. § 1000 through 1008;

		E.  42 C.F.R. § 456.3, 456.4. 456.23;

		F.  42 C.F.R. § 457.950(a)(2);

		G.  Section 6032 of the Federal Deficit Reduction Act of 2005;

		H.  Nevada Revised Statutes, Chapter 422;

		I.  Nevada DHCFP Medicaid Services Manual; and

		J.  Nevada DHCFP Medicaid Billing Guides.





		3.16.2 Provider Credentialing

		3.16.2.1 The vendor is required to provide:

		A.  The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care pro...

		B.  The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the creden...

		C.  Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost.





		3.16.3 Provider Enrollment

		3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.

		3.16.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the pro...

		3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in the state where services are provided.

		3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements must be reported to the DHCFP.

		3.16.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentat...

		3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-crede...



		3.16.4 Provider Contracts

		3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medicall...

		3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution.  In addition, prior to distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit draft...

		3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives noted within this RFP.  The effort must include outreach to providers who are not currently participating in the D...

		3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies...

		3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, reducing or limiting medically necessary services.

		3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited.

		3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request.



		3.16.5 Provider Directory

		3.16.6 Provider Communications

		3.16.6.1 General Communications

		3.16.6.2 Provider Policy and Procedure Manual

		A.  The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved by the DHCFP.  The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall main...

		B.  The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of the DHCFP.  The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and mus...

		1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance;

		2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient enrollment data to participating providers;

		a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current electronic verification system.



		3. Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated services;

		4. The procedures for claims administration including the appeals process for denied claims;

		5. Provider credentialing criteria;

		6. Provider network management;

		7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations;

		8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent information necessary to submit a clean claim in a timely manner;

		9. Procedure to dispute adverse payment and contract decisions; and

		10. Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service utilization.





		3.16.6.3 Provider Workshops

		3.16.6.4 Provider Newsletter

		3.16.6.5 Network Maintenance

		A.  Maintenance of the network includes, but is not limited to:

		1. Initial and ongoing credentialing;

		2. Adding, deleting, and periodic contract renewal;

		3. Provider education; and

		4. Discipline/termination, etc.





		3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found to be out of compliance with the vendor’s medical management standards.

		3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time a...

		A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;

		B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and

		C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance ...





		3.16.7 Affiliations with Debarred or Suspended Persons

		3.16.7.1 Monitoring for Prohibited Affiliations

		A.  The vendor may not employ or contract with providers excluded from participation in federal healthcare programs.

		B.  The vendor may not be controlled by a sanctioned individual.

		C.  The vendor may not have a contractual relationship that provides for the administration and management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management o...

		D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:

		1. Any individual or entity excluded from participation in federal healthcare programs;

		2. Any entity that would provide those services through an individual or entity.



		E.  The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded fr...

		F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs.

		G.  The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspe...

		H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing agreem...





		3.16.8 Compliance Plan

		3.16.8.1 Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory compliance plan to guard against fraud and abuse.

		3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply with all applicable Federal and State program integrity standards.

		3.16.8.3 General Requirements

		A.  The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce compliance with all applicable laws, policies, and contract requirements.

		B.  The compliance plan must be reviewed and approved annually by the DHCFP.

		C.  The compliance plan must include the following elements, and any others as directed by the DHCFP:

		1. Written policies and procedures for the functions in this section;

		2. Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor staff, and the DHCFP;

		3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments;

		4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit;

		5. Specific objectives and goals for Program Integrity operations in the coming year; and

		6. The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines.

		7. The process that the vendor will use to complete internal program integrity monitoring and auditing.

		8. How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives.

		9. A report on the success of the objectives and goals from the previous year.







		3.16.9 Deficit Reduction Act

		3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid payment, do the following:

		A.  Establish and make readily available written policies for all employees of the vendor, including management, and of any subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 through...

		B.  Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and preventing fraud, waste, and abuse; and

		C.  Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and ...





		3.16.10 Under-utilization of Services

		3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered services are being provided, as required. If any under-utilized services are identified, the vendor must im...

		A.  An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to Medicaid-covered services;

		B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and

		C.  Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized.





		3.16.11 Embezzlement and Theft

		3.16.12 Verification of Services

		3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients.

		3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification.

		3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5.

		3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month.

		3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually transmitted di...



		3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments

		3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to report allegations of fraud, waste, abuse, or improper payments.

		3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their Nevada Medicaid website.

		3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant.

		3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must:

		A.  Be accessible and simple to use by the public, recipients and providers;

		B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and

		C.  Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or abuse.





		3.16.14 Vendor’s Program Integrity Unit

		3.16.14.1 Unit Composition

		A.  The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (...

		B.  The PIU must include a compliance officer and a compliance committee accountable to senior management.  The compliance officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or o...

		C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper payments, including FWA activities, as specified in the vendor contract.

		D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and updates on cases.

		E.  Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law enforcement.

		F.  The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients.

		G.  The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff.





		3.16.15 Fraud Identification and Referral

		3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP.

		3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to determine whether a credible allegation of fraud exists.

		3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days.

		3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the DHCFP:

		A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI);

		B.  Nevada Medicaid provider type;

		C.  Recipient’s name and Medicaid number;

		D.  Date and source of the original complaint or tip;

		E.  Description of alleged fraudulent activity, including:

		1. Specific laws or Medicaid policies violated;

		2. Dates of fraudulent conduct; and

		3. Approximate value of fraudulently obtained payments.



		F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken;

		G.  The findings from the vendor’s preliminary investigation and proposed actions;

		H.  After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds;

		I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to comply with the reporting requirements contained in this contract; and

		J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendo...





		3.16.16 Payment Suspensions

		3.16.17 Compliance Reviews

		3.16.18 Identification

		3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to:

		A.  Fraud hotline or website;

		B.  Referrals from the DHCFP;

		C.  Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling or data analysis; or

		D.  Verification of Service letters/EOB’s complaints.



		3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral.

		3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome.



		3.16.19 Review

		3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not limited to:

		A.  Encounter data;

		B.  Provider credentialing and enrollment records;

		C.  Provider self-audits;

		D.  Provider treatment records;

		E.  Prior authorization records;

		F.  Recipient verification of service letters/EOB’s;

		G.  Nevada Medicaid Services Manual (MSM); and

		H.  Nevada Medicaid Billing Guidelines.



		3.16.19.2 The PIU will determine which, if any, encounters were improper payments.



		3.16.20 Recovery and Education

		3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include:

		A.  The amount of the overpayment;

		B.  A detailed listing of the encounters affected;

		C.  Education and citations supporting the findings;

		D.  Options for repayment;

		E.  Any internal appeal rights afforded by the vendor; and

		F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted.



		3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit.

		3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, regardless of whether the vendor is able to recover the overpayment from the provider.



		3.16.21 Monetary Recoveries by State or Federal Entities

		3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgmen...

		3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by any government entity, including, but ...

		3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process.

		3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate.

		3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law enforcement to stand in the place of a vendor or client in the collection against a third party.



		3.16.22 Reporting Requirements

		3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide.

		3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to:

		A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors;

		B.  Every CAF;

		C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with Nevada Medicaid; and

		D.  Every provider that is de-credentialed or denied credentialing for whatever reason.



		3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to:

		A.  All active reviews and their status; and

		B.  All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment.



		3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost.



		3.16.23 Provider Compliance Reviews by the DHCFP

		3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies.

		3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be recovered and retained by the DHCFP.

		3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the DHCFP.

		3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after notification from DHCFP.



		3.16.24 Provider Preventable Conditions (PPC)

		3.16.25 Vendor Disclosures: Information on Ownership and Control

		3.16.26 Denial or Termination of Provider Participation.

		3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offen...

		3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any disclosure required.

		3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for participation in the program.





		3.17 REPORTING

		3.17.1 Encounter Reporting

		3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidate...

		3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program.  Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combine...

		3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808.

		3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of receipt of encounter.



		3.17.2 Summary Utilization Reporting

		3.17.3 Dispute Resolution Reporting

		3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its subcontractors.

		3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to recipients, the total number of recipient and appeals requests, and provider disputes filed, including repo...

		3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP.



		3.17.4 Quality Assurance Reporting

		3.17.5 Recipient Satisfaction Reporting

		3.17.6 Financial Reporting

		3.17.7 Sales and Transaction Reporting

		3.17.8 Other Reporting



		3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS

		3.18.1 Data Requirements

		3.18.1.1 Enrollment;

		3.18.1.2 Eligibility;

		3.18.1.3 Provider Network Data;

		3.18.1.4 PCP Assignment;

		3.18.1.5 Claims Payment; and

		3.18.1.6 Encounter Data.



		3.18.2 Interfaces

		3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.)

		3.18.2.2 Health Plan - Weekly Stop Loss File

		3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File

		3.18.2.4 Health Plan - Network Data File

		3.18.2.5 Health Plan - Client Update File

		3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP)

		3.18.2.7 MMIS - Encounter Data informational Errors File

		3.18.2.8 MMIS - SOBRA Error File

		3.18.2.9 MMIS - Stop Loss Error File

		3.18.2.10 MMIS - Stop Loss Rejection File

		3.18.2.11 MMIS - Health Plan Error File

		3.18.2.12 MMIS - Third Party Liability Update File

		3.18.2.13 MMIS - Client Demographic Data

		3.18.2.14 MMIS - Newborn Data

		3.18.2.15 MMIS - Daily Health Plan Recipient File

		3.18.2.16 MMIS - Health Plan Recipient File

		3.18.2.17 MMIS - Network Data Exception File

		3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates

		3.18.2.19 MMIS - Client PCP changes

		3.18.2.20 MMIS - Client Enrollment Updates

		3.18.2.21 MMIS - Health Plan Notification

		3.18.2.22 Health Division Immunization Registry

		3.18.2.23 Vital Statistics Birth Records



		3.18.3 Encounter Data Report Files

		3.18.3.1 Encounters must:

		A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of proposers.

		B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation,...

		C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the en...

		D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to timeframe to comply, the vendor will  have an additional 30 days to correct whereupon the DHCFP may, at its discretion, imp...





		3.18.4 HIPAA Transaction Requirements

		3.18.4.1 Premium payments (X12F 820);

		3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834);

		3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization);

		3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization);

		3.18.4.5 Claims encounter data (X12N 837 and NCPDP);

		3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and

		3.18.4.7 Payment and remittance advice (X12N 835-remittance advice).



		3.18.5 NPI/API Transaction Requirements

		3.18.5.1 Requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ Technical Proposal of vendor’s response.

		3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ord...

		3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to rece...

		3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must be fully detailed encounters following HIPAA requir...

		3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This API is issued by the State’s fiscal agent on be...



		3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance.



		3.19 DHCFP RESPONSIBILITIES

		3.19.1 External Quality Review

		3.19.2 Due Process

		3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair Hearing to all re...

		3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor.



		3.19.3 DHCFP On-Site Audits

		3.19.4 Actuarial Services

		3.19.5 Encounter Data Processing

		3.19.6 Website Access

		3.19.7 Operation Oversight



		3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES

		3.21 LIQUIDATED DAMAGES AND SANCTIONS
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 2 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: July 21, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 


 
RFP CHANGES: 
 
1. Old section: 


 
This information was under Scope of Work Section 3.18.5 NPI/API Transaction Requirements 


 
3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), 


including any taxonomy code(s), with their proposal, unless it is determined that they 
are neither a covered nor an eligible entity, in which case Atypical Provider Identifier 
(API) will be assigned by the State’s fiscal agent.  The vendor must electronically 
transmit and receive fully HIPAA compliant transactions.  This applies to all HIPAA 
regulations currently effective and those in draft form.  Throughout the duration of the 
initial contract and any extensions, the State will not bear any of the cost for any 
enhancements or modifications to the vendor information system(s) or the systems of 
any of the vendor subcontractors or vendors, to make it compliant with any HIPAA 
regulations.  This includes those HIPAA requirements currently in effect or future 
regulations as they become effective 
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New section: 
 


Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using 
table below and submitted with Part I B~ Technical Proposal of vendor’s response. 


 
Question Response 


Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  


 
2. RFP section deletions: 


 
RFP Section 3.4.4.2 C 5 to be deleted in its entirety. 
 
RFP Section 3.13.8.2 to be deleted in its entirety. 
 
RFP Section 3.16.6.1 to be deleted in its entirety. 
 
RFP Attachment Q ~ Managed Care Capitation Rates. Factor to apply to AGP rates: .9732" 


to be deleted. 
 


3. RFP section Changes: 
 
Section 3.14.13.5 should be 3.16.12.5. 
 
Section 3.7.2.6 Should state, "Have mechanisms to ensure compliance by providers". 
 
Section 3.16.3.6; delete the last letter "T. 


 
Section 3.5.7.9 A.2.e should be: 


e. Long Term Services and Supports  
f. Home Health or Personal Care services 
 


QUESTIONS AND ANSWERS: 
 
1. General question: Should a new entrant be awarded a contract, how will the initial membership 
 assignment work and would there be a minimum amount established? 
 


An open enrollment period will be conducted prior to full implementation of all contracts 
that result from this RFP.  Recipients will be given the opportunity to choose an MCO during 
this period. 
 
For recipients who do not select a vendor, or who are not automatically assigned to a vendor 
based on family or previous history, the DHCFP will, using an auto-assignment algorithm 
which assigns newly approved Medicaid and Check Up recipients to the new entrant/s 
awarded a contract.  The monthly auto assignment will be more heavily weighted to the new 
entrant/s until their enrollment reaches within approximately 10% of the other plans average 
enrollment. 
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2. General question: Please provide any current available operational/administrative reporting on 
 the existing managed care program for: number of authorizations monthly, number of claims 
 paid monthly, monthly call metrics, etc. 
 


To be responded to in Amendment 3. 
 
3. RFP Definition - Nevada Check Up (pg 26): Will members enrolled in the Nevada Check Up 
 (CHIP) program be required to pay a premium that Vendor would bill to recipients? 
 


No. 
 
4. RFP § 3.1.5 and RFP § 3.1.8 (pg 35): If significant changes are made to the geographic area, 
 covered population, and/or covered services it is noted that the capitation rates will be adjusted. 
 Does this include the ability of the Vendor to adjust its Administrative Rate to reflect the 
 changes? 
 


No, the mid-term rate development is performed by DHCFP.  
 
5. RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they will have a product available on the HIX as 
 stated in this section. 
 


Refer to question 2 of this amendment. 
 


6. RFP § 3.4.3.2(OO) (pg 46): Please define "Special Clinics". 
 


Special Clinics encompass Family Planning, Genetics, Licensed Birth Centers, Methadone, 
Public Health Clinic, School Based Health Centers, Rural Health Clinic, Federally Qualified 
Health Center, Indian Health Programs, Comprehensive Outpatient Rehabilitation Facility, 
Community Health Clinic (State Health Division), Special Children’s Clinic, TB Clinic, 
HIV, Substance Abuse Agency Model, Certified Community Behavioral Health Clinic. 


 
7. RFP § 3.4.4.2(I) (pg 52): Need clarification on the processes applicable to patient liability.  The 
 section indicates that 'the vendor is also required to collect any patient liability (PL) '.  How is 
 the patient liability amount determined and communicated to the vendor?  Does vendor in this 
 context include a provider with delegated responsibility to collect amounts from members, 
 which could be withheld from provider claim payments.   Is there guidance or regulations that 
 pertain to the application of billing members for PL and disenrollment consequences for unpaid 
 amounts. 
 


The MCO is required to cover the first 45 days of a Nursing Facility admission, pursuant 
to the Medicaid Services Manual (MSM) 3603.4c. The MCO is also required to collect any 
patient liability (pursuant to 42 Code of Federal Regulations (CFR) 435.725) for each month 
a capitated payment is received, pursuant to the MSM. Patient Liability (PL) is determined by 
the Division of Welfare and Supportive Services (DWSS). 


 
8. RFP § 3.4.6.2 (pg 59): Were these rates developed assuming the Vendors would be using the 
 FFS formulary or their own formularies? If a Vendor chooses to "utilize the FFS formulary", 
 how will the Managed Care Capitation Rates be adjusted to account for this difference in 
 expected claim cost? 
 


Amendment 2 RFP 3260 Page 3 of 51 







The rates were developed using the current Vendors’ claims experience. The Vendors have 
their own formularies. 


 
 
9.  RFP § 3.4.6.2 (pg 59): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they utilize the FFS formulary as stated in this 
 section: "Vendors who utilize the FFS formulary will receive a higher point value in the RFP 
 evaluation". 
 


The State does not disclose weight measures. 
 
10. RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and what 
 services are included in the global payment? 
 


Refer to question 2 of this amendment. 
 
11. RFP § 3.7 (pg 94): Will selected Vendors be financially responsible for cost settlements with 
 Critical Access Hospitals? 
 


No. 
 
12. RFP § 3.7 (pg 94): Will selected Vendors be financially responsible Graduate Medical 
 Expenses (GME) reimbursement to hospitals? 
 


No. 
 
13. RFP § 3.7.6.4 (pg 108): If the MCO is able to enroll current non-Medicaid providers into its 
 network, will DHCFP provide an expedited process for ensuring speedy enrollment into 
 Medicaid? 
 


The DHCFP has an expedited process for temporary enrollment process for out of state 
providers and single case agreements. 


 
14. RFP § 3.7.6.4 (pg 108): Can a provider outside the state of Nevada become a network provider, 
 or is the MCO restricted to single case agreements?  Do out of state providers require a Nevada 
 Medicaid ID in order to be part of the MCO network? 
 


The DHCFP only allows temporary enrollment for certain circumstances, usually emergency 
or single case.  Otherwise, the out-of-state provider would need to be fully enrolled in 
Medicaid FFS. 


 
15. RFP § 3.7.8.1 (pg 110): Subsections 3.7.8.1.A and 3.16.6.2.A state that vendors must prepare a 
 Provider Policy and Procedure Manual "for each distinct class of provider".  What is a "distinct 
 class of provider" in this context?  Would there be four classes - PCPs, specialists, facilities and 
 ancillary services? 
 


Yes. 
 
16. RFP § 3.8 (pg 112): This section requires that the vendor participate "financially" in the 
 HealthHIE Nevada statewide health information exchange.  Please clarify what participating 
 "financially" means. 
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The HIE financial participation refers to connection fee per recipient. Please contact HIE 
for further information. Refer to question 62 of this amendment. 


 
17. RFP § 3.9.2.3 (pg 113): A) How does the "bonus pool payment" mentioned in this section 
 interact/overlap with the P4P withholds and "performance payment" in Attachment U? B) How 
 is the “bonus pool payment” mentioned in this section funded? 
 


The bonus pool payment refers to the capitation withhold, the DHCFP will calculate an 
amount which will be withheld from the capitation payment for each participating Vendor 
that is equal to 1.25% of the net premium. Refer to RFP 3260 Attachment U ~ Pay for 
Performance (P4P). 


 
18. RFP § 3.16.25.1 (pg 197): This provision requires that the prescribed disclosures be provided at 
 certain specified times, including upon the vendor submitting the proposal (see subsection 
 A) Many states prescribe a particular form for this type of disclosure - does DHCFP have a 
  form it would like vendors to use?  Also, because this disclosure contains Social  
  Security numbers, dates of birth and information that would identify the vendor (which 
  is to be excluded from the Scope of Work response), please clarify how it should be 
  submitted (e.g., with Part 1C, Confidential Technical Submission). 
 


Refer to beginning of this amendment for RFP submittal change. 
 
19. RFP § 3.18.5.1 (pg 205): This section requires vendors to submit their NPI numbers and 
 taxonomy with their proposals, but the responses to Section 3 are not supposed to include any 
 identifying information.  Please confirm that the vendor may provide this information as an 
 added line to the table in Section 4.1.1 to be responsive to this requirement while conforming to 
 the anonymity requirements of Section 3. 
 


Refer to beginning of this amendment for RFP submittal change. 
 
20. RFP § 4.1.12.7 (pg 213): This section requests that vendors "Provide copies of any current 
 licenses or certification, including your license to operate as an HMO in Nevada."  Please 
 confirm that this request relates to licenses help by the vendor and does not include 
 professional licenses held by staff. 
 


Yes. 
 
21. RFP § 6.1 (pg 219): When developing the administrative rate bid percentage should we assume 
 the percentage will be a percentage of the medical cost rate component or will the percentage 
 be a percentage of the total medical plus administrative component? That is, if an MCO bids 
 Y%, will the administration amount paid to the MCO be (Y% x the medical cost rate) or will it 
 be (the medical cost rate / (1 - Y%) - the medical cost rate)? 
 


The administrative rate as a percentage of total medical costs. 
 
22. RFP § 9.3.3.4(C) (pg 213): Please confirm that vendors need only provide copies of those 
 material licensing, hardware and software agreements on which provision of services under the 
 RFP would be substantially dependent. 
 


Yes. 
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23. RFP § 10.1.2 (238): Will Section 3 - Scope of Work be included again as reference tool in the 
 Phase II evaluation? 
 


The State declines to answer. 
 
24. RFP § 11.2.5 (pg 242): Section 11.2.5 of the RFP provides an order of precedence in the event 
 of conflict between the various elements of the contract resulting from awards under the 
 RFP.  However, this section does not provide an order of precedence among the elements of the 
 RFP.  Please confirm that Section 3, the Scope of Work, of the RFP would govern in the event 
 of any conflict with an Attachment to the RFP. 
 


The order of precedence is set after any negotiations have been finalized. 
 
25. Attachment B:  Technical Proposal Certification of Compliance with Terms and Conditions of 
 RFP (pg 247): We understand that if a vendor would like to propose a minor change that 
 change should be included in the Exception Summary Form portion of Attachment B.  Would a 
 vendor suggesting minor edits still check "No" at the top of Attachment A or check "Yes" with 
 the proposed exceptions noted? 
 


If a vendor does not agree to the entire RFP and attachments they should not mark comply. 
 
26. Attachment Q: Managed Care Capitation Rates (pg 1): How will expenses related to the ACA 
 Provision 9010 Health Insurance Providers Fee be reconciled with the selected Vendors? 
 


Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; 
DHCFP reimburses the vendors accordingly. 


 
27. Attachment Q: Managed Care Capitation Rates (pg 1):  Please clarify whether these rates 
 include an administrative component or if these are just projections of medical claims costs. If 
 these capitation rates are a reflection of only medical costs, excluding any administration costs, 
 why are they different for each of the current plans? 
 


The rates include all rate components including Administrative. Rates between plans differ 
due to premium tax rates and varied claims/risk experience between their populations. 


 
28. Attachment Q: Managed Care Capitation Rates (pg 1): Are there any state premium taxes, fees, 
 and/or assessments that selected Vendors will be responsible for paying? If so, how will these 
 costs be factored into the Managed Care Capitation Rates? Are there any we should include in 
 our administrative component bid? 
 


State Premium Tax is included in the rates. 
 
29. Attachment Q: Managed Care Capitation Rates (pg 1): There is a row between the FMC/AO 
 and CHECK UP rates that is not labeled. Please identify what this row represents. The values 
 are $5,099.66; $5,087.53; $5,099.66; $5,087.53 (from left to right). 
 


They are labeled: they’re SOBRA maternity kick payments. 
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30. Attachment Q: Managed Care Capitation Rates (pg 1): Please explain what the highlighted
factor in the top left of the sheet is: "factor to apply to AGP rates: .9732".


Refer to the beginning of this amendment.


31. Attachment Q: Managed Care Capitation Rates (pg 1): Will the medical/claim portion of the
Managed Care Capitation Rates be risk adjusted between/among selected Vendors? If so,
please describe the methodology.


Yes. By applying the Chronic Illness and Disability Payment System (CDPS); these rates
were developed using version 6.0.


32. Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was
used to develop these Managed Care Capitation Rates, including volume/frequency of
historical Kick Payments by month for the last 24 months. Please provide an Actuarial
certification/memorandum that explains the development/build-up of these Managed Care
Capitation Rates.


Refer to question 2 of this amendment.


33. Attachment L: Caseload Projections (pg 1): Please provide the June 2016 enrollment/caseload
split by rate cells and regions that matches the rates shown in Attachment Q: Managed Care
Capitation Rates.


This data is not available as caseload projections are an estimate of the entire
population.  We do not project based on rate cells


34. Attachment L: Caseload Projections (pg 1): Please identify which columns contain the
enrollment that will be included in Managed Care effective 7/1/2017 (or the contract start date).


Attachment L represents total projected Medicaid Caseload.  Current Managed Care
eligibility is approximately 78% of the totals of columns C, D, and E.


35. Attachment U: Pay for Performance (P4P)(pg 1 of 2): A) What is the first possible time period
where a withhold would apply? It appears it would be calendar year 2019. Please confirm or
explain why it would be a different time period.  B) What time period would be the
“measurement year” for the first “performance payment” as noted in this attachment.


HEDIS measures are reported and validated on a calendar year. Base year measurement is
2018, and initial withhold year will be January 2019 - December 2019. Payment opportunity
for calendar year 2019 will be July 2020.


36. Section 1.2.2      page 5  The RFP states that an open enrollment process will be conducted
prior to full implementation of contracts resulting from this RFP. Please provide additional
clarification regarding the enrollment process. Will all existing recipients be required to re-
select health plans? If so, how will the auto-assignment process work so new entrants can
achieve viability?


Refer to question 1 of this amendment.
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37. Section 1.4.2.5 states: “. . . Incorporate managed care encounter data (shadow claims) into
the existing MMIS.” “The term “Shadow Claims” is also referenced in Sections 3.18.5.2 (page
205) and 3.18.5.3 (page 206).  We assume the term “shadow claims” refers to claims submitted
to and adjudicated by the Vendor, and subsequently reported to DHCFP as encounter data for
incorporation in DHCFP’s MMIS.  Please confirm whether our interpretation is accurate and if
not, please define “shadow claims.”


Shadow claims are those received by the vendor from a sub-capitated provider (by and large
at a zero paid amount).


38. Section 1.8.1.3 states “A Vendor shall not include a company name or any information that
identifies the company when responding to the questions in Section 3-Scope of work.” If
DHCFP cannot obtain specific identifying details surrounding the examples, data and
experience presented in a vendor’s proposal, it may be more difficult for the State to validate
such information and ensure it is obtaining the greatest value for Nevada Medicaid and Check
Up recipients. It also may be very difficult for vendors, particularly non-incumbents, to present
the appropriate level of detail related to their experience in other markets without inadvertently
identifying themselves and risking disqualification. Would DHCFP please consider removing
the anonymity requirements.


The State requests vendors to exercise their best judgment in their responses to Section 3 -
Scope of Work. Responses should contain sufficient detail to represent their ability to
substantially comply with terms of the scope of work or exceed expectations. The DHCFP
will follow the Phase I anonymous evaluation as described in this RFP.


39. Section 1.8.1.3, “Vendor shall not include a company name or any information that identifies
the company when responding to the questions in Section 3-Scope of Work”, however we have
been unable to find questions such as provided in Section 4. Please confirm when we can
expect the questions for the Section 3 - Scope of Work, or if none are forthcoming, please
provide specific instructions regarding how DHCFP expects vendors to respond to Section 3,
Scope of Work.


The State requests vendors to exercise their best judgment in their responses to Section 3 -
Scope of Work. Responses should contain sufficient detail to represent their ability to
substantially comply with terms of the scope of work or exceed expectations. The DHCFP
will follow the Phase I anonymous evaluation as described in this RFP.


40. Language in 3.16.6.2 (pages 184-185) is duplicative of Section 3.7.8.1 – Provider Policy and
Procedure Manual (page 110 - 111). Please clarify whether the duplicate requirement is
intentional and if not, please consider removing. If it is intentional, is it the State’s intention for
vendors to reply in full to duplicate questions, or may we refer to our response to the first stated
requirement?


The requirements apply to both sections and a respondent may respond once and confirm
that response applies to both sections.


41. Language in 3.16.6.3 (page 185) is duplicative of the language in Section 3.7.8.2 – Provider
Workshops (page 111). Please clarify whether the duplicate requirement is intentional and if
not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply
in full to duplicate questions, or may we refer to our response to the first stated requirement?
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Refer to question 40 of this amendment. 


42. Language in 3.16.6.4 (page 185) is duplicative of the language in Section 3.7.8.3 – Provider
Newsletter (page 111). Please clarify whether the duplicate requirement is intentional and if
not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply
in full to duplicate questions, or may we refer to our response to the first stated requirement?


Refer to question 40 of this amendment.


43. Language in 3.16.6.5 (pages 185-186) is duplicative of the language in Section 3.7.9 –
Network Maintenance (pages 111-112). Please clarify whether the duplicate requirement is
intentional and if not, please consider removing. If it is intentional, is it the State’s intention for
vendors to reply in full to duplicate questions, or may we refer to our response to the first
requirement?


Refer to question 40 of this amendment.


44. Section 3.2 states that extra points will be awarded to vendors who provide a Silver qualified
health plan on the Individual Exchange. As section 3.2 is part of a pass/fail section, please
clarify how the extra points will impact scoring in a Pass/Fail section.


The State does not disclose weight measures.


45. Section 3.4.2.5) of the SOW states: The vendor shall coordinate prior authorizations and  edit
patterns with those used in the fee-for-service program. Section 3.4.2.4 says that the MCO
can utilize different authorization requirements than what is used by the State as long as they
are not more restrictive. Please clarify which requirement is accurate.


Both requirements are accurate. The goal of this requirement is to align as many processes
as possible for administrative simplification for providers. Prior authorization requirements
cannot be so restrictive that they result in medically necessary services being denied, reduced
or terminated inappropriately or be applied strictly to manage costs.


46. Section 3.4.2.8 B. states members with disabilities must be given an extra 30 calendar days
to select a PCP.  Will DHCFP provide this information on the enrollment file?


No, this is the vendor's responsibility to coordinate based on recipient needs.


47. Section 3.4.4.2E-3 and 4. Please clarify what items 3 and 4 require.


RFP 3260 Section 
3.4.4.2 attachment to 


To open the document, double click on the icon. 


If you are unable to access the above inserted file 
once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 


48. Section 3.4.4.2.H: Please confirm whether the enrollment file will indicate the appropriate
contact (DCFS staff or guardian) for a child/recipient in child welfare/foster care. Please clarify
the process for ensuring the vendor has current information about who will have the most
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 complete information about an enrolled recipient in child welfare/foster care (such as current 
 caseworker, current guardian, biological parent/s, etc)?  
 


Child Welfare is not automatically enrolled in managed care and will have the option of a 
voluntary opt in per guardian. 


 
49. Section 3.4.4.4.6 states:  
 b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-
 NOW) back to the Medicaid MCO run quitline 
 
 c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) 
 data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing 
 agreement, at least biannually 
. 
 d. The approved MCO quitline vendor must be a member of NAQC. 
 
 Please confirm that if the MCO bidder or one of its wholly owned subsidiaries is a member of 
 NAQC and can fulfill all the collaboration, recipient assistance, and data collection/reporting 
 requirements of this contract, the subsidiary would meet the contract standard for a “selected 
 telephone quit line approved vendor?” 
 If not, can the department provide more specificity about what constitutes a “telephone quit line 
 approved vendor” who also meets the requirement for a “Medicaid MCO run quitline?” 
 


Correct.  A member of NAQC would meet the contract standards. 
 
50. Section 3.4.6.2 states that extra points will be awarded to vendors who utilize the fee-for-
 service formulary. As section 3.4 is part of the pass/fail section, please clarify how the extra 
 points will impact scoring in a Pass/Fail section. 
 


The State does not disclose weight measures. 
 
51. Section 3.4.7.1 states: “The vendor must reimburse certain types of providers with whom 
 formal contracts may not be in place…” Please specify which providers the State is referencing 
 in this section. 
 


Examples may include DHHS Divisions such as DPBH, ADSD, DCFS, counties, out of 
network or out of state providers. 


 
52. Section 3.5.2 states: “The vendor must accept recipients eligible for enrollment in the order 
 in which they apply without restriction, up to the limits set under the contract 42 CFR 
 438.6(d)(1).”  Review of this citation indicates it is up to the limits set by the state 
 contract.  Please clarify whether DHCFP intends to establish enrollment caps for contracted 
 health plans. 
 


No, the State does not establish enrollment caps for contracted health plans. 
 
53. The term “Enrollment Section” is used in Sections 3.5.1 (page 73), 3.5.7.6 (page 80), and 
 3.5.7.7 (page 80). In Section 3.5.1, the context of the term “enrollment section” implies that this 
 is a department within DHCFP.  However, in Sections 3.5.7.6, the term “Enrollment Sections” 
 appears to refer to a department within or under the control of the vendor. In Section 3.5.7.7, 
 we assume “Enrollment Section” refers to a department at DHCFP. Are we correctly assuming 
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 that “Enrollment Section” refers to a department or organization under the control of DHCFP 
 or the Vendor, depending on the Section context (as we have posited here)?  If we are incorrect, 
 please clarify.  
 


3.5.1 "Enrollment Section" refers to a function of the DHCFP. 
3.5.7.6 "Enrollment Section" refers to a function the vendor's department. 
3.5.7.7 "Enrollment Section" refers to a function of DHCFP.check 


 
54. Please clarify whether Section 3.5.7.9 A.2.e should be “Long Term Services and Supports, 
 including Home Health.” 
 


Refer to the beginning of this amendment.  
 
55. Please clarify whether Section 3.5.7.9 A.2.f should be “Home Health or Personal Care 
 Services.” 
 


Correct.  Should be "Home Health or Personal Care Services".  
 
56. Section 3.6.1.1.B.3 states that the following information must be included in the Member 
 Handbook, which must be mailed to each household:  
 A list of current network PCPs who are and who are not accepting new patients in the 
 recipient’s service area, including their board certification status, addresses, telephone numbers, 
 availability of evening or weekend hours, all languages spoken, with information on specialists 
 and hospitals. The list may be supplied as a separate document from the member handbook. 
 The provider list located on the vendor’s website shall be updated by the vendor monthly. 
 Please confirm that DHCFP intends for hard-copy directories to be provided only upon initial 
 enrollment in the plan, and then subsequently online only, except when requested by the 
 Recipient. Provider directory information can change so frequently that the information could 
 potentially be outdated by the time the Recipient receives the initial directory.  
 


The vendor must give each recipient written notice of any significant change.  Refer to 
Section 3.6.1.1 C. 
 
The DHCFP intends for hard-copy directories to be provided only upon initial enrollment in 
the plan, and then subsequently online only, except when requested by the recipient. 


 
57. Section 3.6.2.3.F states: “If the recipient requires assistance with accessing care, including 
 finding a provider, the Recipient Services Department will transfer the recipient to the in-
 person Concierge Services.”  Please clarify what DHCFP means by “in-person?”   
 


The DHCFP expects a representative will speak with and assist in finding a provider over 
and above providing a list or directing to the web as needed to meet intent of 3.6.2.3 in its 
entirety. 


 
58. Language appears to be missing on Section 3.7.2.6. Please provide missing language. 
 


Refer to beginning of this amendment. 
 
59. Section 3.7.5.7: Can the state please clarify if there are required appointment standards for 
 dental visits? 
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Dental is not included in this RFP. 
 
60. Section 3.7.7 states: 
 “. . . When queried at least 90% of listed providers will confirm participation in the vendor’s 
 network.” 
 Standard for Sanctions states: 
 At least ninety percent (90%) of listed providers will confirm participation in the Vendor’s 
 network and that their demographic data is accurate. 
 Question: Is the vendor required to audit its providers and submit the data to the Department, or 
 will the Department or its designee conduct such audits? Please clarify.  
 


The vendor is responsible for ensuring and maintaining records that demonstrate network 
adequacy. If the DHCFP discovers that the standard is not being met the vendor would be 
subject to intermediate sanctions. Other entities outlined in this RFP such as the DHCFP or 
it's EQRO vendor may also conduct such audits described in this section. 


 
61. Section 3.7.8.1.A states “The vendor must prepare, subject to the approval of the DHCFP, a 
 Provider Policy and Procedure Manual for each distinct class of provider.”  Please define 
 distinct class of provider.  
 


Refer to question 15 of this amendment. 
 
62. Section 3.8 states: The vendor must participate financially in the HealthHIE Nevada 
 statewide health information exchange as of the effective date of the contract. At a minimum, 
 the participation level must be based upon all recipient lives covered under this contract. 
 Additionally, the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients. We assume this means that Vendors must contract with HealthHIE Nevada and pay 
 all Per Member Per Month (PMPM) fees to HealthHIE so that all of the Vendor’s Medicaid and 
 Nevada Checkup recipients can be supported through the HealthHIE.  Is our assumption 
 correct? If not, please clarify this requirement? 
 


Yes. 
 
63. Please consider changing the term Care Treatment Plan to Care Plan (in Section 3.10.20.2 E 
 and elsewhere in the RFP where the term applies), in order to clearly distinguish between the 
 treatment plan developed by a provider and the care plan developed by the vendor (with 
 recipients/providers, and which incorporates provider treatment plans as well as vendor 
 interventions)? 
 


References to vendor case management program where the term reads care treatment plan, 
is referring to the care plan. Treatment plans are typically developed, revised or incorporated 
by the provider/PCP. Both care plans and treatment plans should be developed using person 
centered principles. 


 
64. Please confirm the timeframe for honoring an existing care plan for a new recipient. (Section 
 3.10.20.2 E) 
 


The vendor must have policies and procedures to ensure a recipient's smooth transition from 
FFS/other vendors. Unless otherwise identified in this RFP, changes to the care plan should 
be based on an updated assessment, recipient needs and medical necessity standards. 


 


Amendment 2 RFP 3260 Page 12 of 51 







65. The RFP states in Section 3.10.20.2 G: “Behavioral health case management must be available 
 24 hours a day, 7 days a week.” Please confirm that the vendor may meet this requirement 
 through telephonic availability of appropriately qualified staff if/when the recipient’s assigned 
 behavioral health case manager is not available (such as after hours). 


 
Yes. 


 
66. Section 3.10.20.2 J includes this phrase: “For example, vendor recipient services staff must 
 have access to a recipient’s case management notes and recent inpatient or emergency 
 department utilization if contacted by that recipient.” “Recipient services staff” primarily 
 include non-clinical/licensed staff (call center representatives), and that access by such non-
 clinical staff to case management notes would be inappropriate based on HIPAA Minimum 
 Necessary Rules. Please confirm that DHCFP’s reference to “recipient services staff,” in this 
 case, is limited to authorized staff who need access to case management notes to do their jobs? 
 


Yes. 
 
67. The last sentence in Section 3.12.6.6 states: “The vendor will be responsible to pay for the cost 
 incurred to complete the recovery of the TPL payment to the DHCFP.” Please provide 
 additional details related to this requirement.  
 


The DHCFP will pass any cost that the DHCFP incurs to recover TPL overpayments for 
MCO individuals back onto the responsible MCO. Please refer to section 3.12.6.4 and 
3.12.5.5. 


 
68. Please clarify to whom a Notice of Action must be provided upon the death of a recipient or 
 when the recipient’s address is unknown (Section 3.13.4.5.A & D). 
 


Upon the death of a recipient, the Notice of Action is sent to the last known address of the 
recipient.  All recipients have to provide an address to apply for Medicaid and all 
correspondence needs to be mailed to the address they listed.     


 
69. The last sentence in Section 3.16.3.6 appears to be truncated. Please provide the missing 
 language.  
  
 Refer to beginning of this amendment. 
 
70. Section 3.16.4.3 states that "the timing and other events associated with provider recruitment 
 must occur in a manner that will ensure meeting the objectives noted within this RFP."  Please 
 confirm that demonstration of an adequate provider network that meets all state adequacy 
 requirements by readiness review will meet this requirement for a new entrant.  
 


Any requirements identified in this RFP for network adequacy must be met. Refer to section 
3.15.6 


 
 If so, please confirm that the inability of a new entrant to show network adequacy at bid 
 submission will not result in a failing score on Section 3.  
 


The vendor does not need to show network adequacy at bid. Refer to section 3.15.6 
Implementation. 
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71. EOBs, if used, must be sent for all services with the exception of the services listed in section 
 3.14.13.5.”  There does appear to be a section 3.14.13.5 as referenced – please provide the 
 correct citation. 
 


Refer to beginning of this amendment. 
 


72. Will DHCFP please supply, or refer Vendors to where they may obtain, additional information 
 (e.g. formats, layouts, operational specifications) for items 3.18.2.1 thru 3.18.2.23? 
 


Yes, DHCFP will provide them prior to readiness/testing. These are largely ANSIx12/EDI 
transmittals for which there are standard definitions. 
See https://www.medicaid.nv.gov/providers/edi.aspx. 


 
73. Regarding the phrase: The vendor must provide the DHCFP with a National Provider Identifier, 
 (NPI), including any taxonomy code(s), with their proposal, unless it is determined that they 
 are neither a covered nor an eligible entity, in which case a typical Provider Identifier (API) 
 will be assigned by the State’s fiscal agent.  The vendor must electronically transmit and 
 receive fully HIPAA compliant transactions.  We assume that “with their proposal” should be 
 “with their transactions” as this is under a subheading titled “NPI/API Transaction 
 Requirements.”  The remaining text in the requirement also refers to “transactions” and not the 
 proposal response.  In addition, as a vendor, we do not have an NPI or API as defined in the 
 NPI Final Rule (45 CFR 160.103). Please confirm that DHCFP means the vendor must provide 
 DHCFP with the NPI, including taxonomy code(s), on applicable HIPAA mandated 
 transactions, in compliance with HIPAA regulations? 
 


The vendor must obtain and provide the DHCFP with a National Provider Identifier, (NPI), 
including any taxonomy code(s), with their proposal. The vendor must electronically 
transmit and receive fully HIPAA compliant transactions.  


 
74. Please confirm whether DHCFP is requesting the number of bilingual staff across an entire 
 company (all plans, all markets), or strictly those in Nevada? If only in Nevada, may new 
 entrants provide these figures for their largest health plan? If across all markets, will DHCFP 
 require the same information from current incumbents? 
 


Bi-lingual staff assigned to Nevada Medicaid.  All bidders must respond to this requirement. 
 
75. Regarding the column “Financial Participation Only”: we assume this refers to HealthHIE 
 providers who pay subscription access fees to HealthHIE but who only interact with HealthHIE 
 via the HIE Web Access function.  Are we correct in our assumption? We assume that the 
 column “Financial Participation and Provide Data into the HIE” means any HealthHIE 
 participating provider who sends clinical data (or otherwise makes clinical data available) to 
 other HealthHIE participants from that provider’s electronic medical record or electronic health 
 record system.  Are we correct in this assumption? If we are not correct, can DHCFP clarify the 
 meaning of the two columns in Section 4.1.13.1? 
 


Yes  
 
76. Section 9.1.13 states written responses must be in bold/italics. To enhance readability and 
 reduce page-counts, will the State consider allowing the bidders to submit written responses 
 using non-bold Times New Roman 11 pt. type ? Narrative that is in all bold/italics will increase 
 the length of the proposal, decrease readability ease,  and decrease ease of evaluation. 
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For ease of evaluation the State requests all vendor responses be in bold/italics. 


 
77. Section 9.1.13 states, “Written responses must be in bold/italics and placed immediately 
 following the applicable RFP question, statement and/or section.  Exceptions/assumptions to 
 this may be considered during the evaluation process.” Does DHCFP expect vendors to respond 
 to the RFP within the word document provided, or may vendors create their own template, as 
 long as the template follows all guidelines outlined in section 9 and addresses all requirements 
 in Section 3? 
 


Proposals are to be prepared in such a way as to provide a straightforward, concise 
delineation of capabilities to satisfy the requirements of this RFP. 


 
78. In Section 9.4.1, should the reference be Part 1C instead of Part 1B? 
 


Yes. 
 
79. Section 10: Would the State please provide more detail about Phase II of the scoring process, 
 including the point value of the Cost Proposal, and Section 4? 
 


The State declines to answer. 
 
80. Section 3: The RFP refers to a care management program, care management services, case 
 managers, and Care-Coordinators. Does the State require the use of the Care-Coordinator title, 
 or can Care Managers who meet the requirements of a Care-Coordinator (nurse and licensed, 
 master’s level behavioral health clinician) provide the full range of care management, case 
 management, and care coordination services required under the umbrella of an overall Care 
 Management Program? 
 


Yes as long as scope and service requirements are met. 
 
81. Section 9.1.14: Diagrams, graphs, or charts are often incorporated into a RFP response to 
 illustrate in a straightforward manner the capabilities of an information system or processes. 
 Regarding this phrase: “Unless specifically requested in this RFP, elaborate artwork, corporate 
 brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous 
 presentation materials are neither necessary nor desired”, are diagrams, graphs, or charts 
 supporting a RFP response considered elaborate artwork or other extraneous presentation 
 materials? 
 


Any diagram, graphs or charts that are germane to a vendor’s proposal are desirable. 
 
82. In section 3.4.2.5, pages 38-39, what are current authorization requirements?  
 


Refer to Medicaid Service Manual 100, Section 103.2 Authorization and appropriate service 
chapters of the MSM describes service coverage policy. 


 
83. In section 3.4.2.9, page 40, does this also apply to optional rural areas, or just the urban areas? 
 


Any areas necessary for the recipient to receive medically necessary services. 
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84. Are the covered services listed on pages 44-47 in section 3.4.3.2, the same services the current 
 vendors are responsible to cover under the 2016 rates provided in Attachment Q?  If not, please 
 describe each change. 
 


Vendors are required to cover all medically necessary services in Title XIX and Title XX1 
state plans and amendments, the MSM, or other medically necessary services identified in an 
EPSDT exam as described in section 3.4.4.3. 


 
85. Are there any changes expected to occur in the covered services for the capitation rates to be 
 developed effective July 1, 2017?  If so, please describe each change. 
 


This is yet to be determined. Any changes to reimbursement or covered services will be 
contingent upon funding allocated during the 18-19 Legislative session which will begin on 
February 6, 2017. 


 
86. Are the exclusions/limitations listed in section 3.4.4.2 a through o (pages 47-54) the same 
 exclusions/limitations applicable to the CY2016 rates provided in Attachment Q?  If not, please 
 describe each change. 
 


Yes. 
 
87. Are there any changes expected to occur in the exclusions/limitations listed in section 3.4.4.2 a 
 through o, for the capitation rates to be developed effective July 1, 2017?  If so, please describe 
 each change. 
 


Refer to question 85 of this amendment. 
 
88. Regarding section 3.4.12.3.h, how many prenatal months of coverage are included in the 
 maternity kick payment? 
 


The kick payment is less about covering costs of pre- and immediate post-natal care (it often 
doesn’t) than it is a balancing tool to account for relative risk of maternity events between 
the plans. 
 
Pre-natal management of care begins when the expectant mother presents, and includes 
everything medically necessary to a satisfactory health outcome as covered by monthly 
capitation payments 


 
89. Regarding Section 3.4.12.3H, are all services (i.e., including non-maternity related services) 
 provided during pre-natal, delivery, and post-natal time periods included in the kick payment or 
 just maternity-related services? 
 


Refer to question 88 of this amendment. 
 
90. Please provide a listing of all the facility and physician related codes that are covered under the 
 maternity kick payment. 
 


Refer to question 88 of this amendment. 
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91. Are there any anticipated changes in the services covered or payment methodology under the 
 maternity kick payment between the rates provided in Attachment Q and the rates to be 
 developed for July 1, 2017?  If so, please describe. 
 


No. 
 
92. Please provide a listing of all necessary requirements that trigger a maternity kick payment. 
 More specifically, please provide a complete listing of the medical codes and logic that are 
 used to trigger the maternity kick payment. 
 


The process is detailed thoroughly in 3.4.12.3 (H). 
 
93. Regarding section 3.4.12.3k, Please provide the specific requirements to trigger a low birth 
 weight supplemental payment. 
 


This is a manual process that begins with the Vendor providing clinical proof; the process is 
detailed thoroughly in 3.4.12.3 (K). 


 
94. Regarding section 3.4.12.3K, Please provide the SFY17 Low Birth Weight Supplemental 
 payment. 
 


It is currently $65,129. 
 
95. Regarding section 3.4.12.3K, Please provide by region the number of low birth weight babies 
 and the total incurred expenses for the last three State Fiscal Years. 
 


 
 
96. Regarding section 3.4.12.3.K How much money will be removed from the under one rate cell 
 to create the Low Birth Weight supplemental? 
 


As much as historical claims experience and trend suggest under actuarial analysis; the 
estimate is per thousand births. If over-estimated, the remainder is distributed to the plans 
according to relative risk; if under-estimated, the plans are at full risk beyond the actuarial 
estimate. 


 
97. Please provide the criteria for payment as referenced in section 3.4.12.3.k in the last paragraph 
 on page 68. 
 


Clinical proof of a live birth <1500 grams. 
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98. On page 69, Please clarify the following sentence: “No supplemental payments will be made 
 for deliveries beyond the number funded.”  What happens if there are more LBW babies than 
 anticipated by the state/actuary?  How will the funded number be distributed by MCO? 
 


Refer to question 96 and 97 of this amendment. The VLBW payments are a manual financial 
transaction following submission of clinical proof.  
 


99.  Section 3.5.4 states that vendors will be responsible for services retroactively when there are 
 eligibility errors. Are there any other situations where the vendors will be responsible for 
 retroactive coverage? 
 


A newborn to a mother enrolled in the plan at the time of birth would be a situation that 
would be an exception. 


 
100. Regarding section 3.5.4, if there are other situations where vendors will be responsible for non-
 eligibility related retroactive coverage, please describe each situation. 
 


Refer to question 99 of this amendment. 
 
101. Regarding section 3.5.4, Will there be any maximum limit (either in total or by region) set on 
 the enrollment by vendor?  If so, please describe. 
 


No. 
 
102. Regarding section 3.5.4, Will there be any minimum limit (either in total or by region) on the 
 enrollment by a selected vendor? If so, please describe. 
 


No. 
 
103. Regarding section 3.5.6.3, Will the auto-assignment algorithm be adjusted to help level out 
 members in the event that a new MCO is awarded the contract? 
 


Refer to question 1 of this amendment. 
 
104. Regarding section 3.5.7.2, What percentage of CSHCN, SED, and SMI members opt out 
 today? 
 


The percentage is unknown due to incomplete data, calendar year to date 213 have opted out. 
 
105. Regarding Attachment H: Please describe how vendors should fill out this Attachment.  There 
 is no space to fill in the administrative percentage.   
 


It is not intended to be “filled out”, it is a narrative defining cost components and how they 
should be differentiated in a submission, the format of which is up to the vendor/respondent. 


 
106. Regarding Attachment H: Since the bidders submit a “not-to-exceed administrative rate bid for 
 calendar year 2017 relative to the rates effective at the time of the proposal” .  Please confirm 
 that the effective rates referenced are those listed on Attachment Q.  Please also describe how 
 the bid/negotiated administrative rate will be adjusted before being applied to the rates effective 
 July 1, 2017 (which are now unknown). 
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The rates in Attachment Q are currently in our MMIS and paying to the current vendors. 
The administrative rate may or may not be adjusted for July 1, 2017 in a rate development 
cycle; if so, this would be according to actuarially sound principles. 


 
107. Regarding Attachment H: Please clarify that the non-medical load percentage bid is only for the 
 first contract year (7/1/17-6/30/18). 
 


We need further clarification to answer this question, there is no such limitation in the 
language. 


 
108. Regarding Attachment H: Are vendors supposed to provide a single percentage for all costs 
 outlined in Section 5?  Will the bid/negotiated percentage be applied to all rate cells, including 
 the maternity kick and low birth weight baby kick payments?  If the rate is blended across all 
 rate cells, please provide the member distribution that will be used for the blending. It would be 
 helpful if DHCFP would provide vendors a template to complete with their RFP response. 
 


Yes, we are seeking a composite rate to apply to the Vendor’s medical managed care services.  
 
109. Will there be an Actuarial Certification required as part of the submission by vendors?  If so, 
 please describe requirement and outline what would need to be in the certification. 
 


No. 
 
110. Section 6,  page 219, Please clarify what would be on the compact disc “containing the updated 
 Fee For Service rate at the end of each quarter” and what the vendor would need to do with 
 these discs. 
 


The data provided includes all changes, additions and deletions relating to Fee for Service 
Provider Types, covered codes, prior authorization requirements, and associated provider 
reimbursement rates for the DHCFP FFS program. The vendor would be responsible for 
updating their database to ensure comprehensive billing code coverage. 


 
111. Section 6,  page 219, Will there be any risk adjustment factors applied to the capitation rates to 
 adjust for acuity between selected vendors?  If so, please describe the software, data, timing, 
 and process that will be used. 
 


Yes, current rates were developed using version 6.0 of the  Chronic Illness and Disability 
Payment System (CDPS); using claims experience from two years prior. 


 
112. Regarding Attachment Q: Please describe why the rates presented in this attachment are 


different from those found 
here: http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Resources/Rates/NevadaMedicaid
ManagedCareCapitationRates.pdf 


 
Current rates have been provided as part of this RFP. The website will be updated to match. 


 
113. Regarding Attachment Q, Please provide the actuarial certification (which would outline the 
 rate development methodology) and supporting documents used in the development of these 
 rates. 


 
Refer to question 2 of this amendment. 


Amendment 2 RFP 3260 Page 19 of 51 



http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Resources/Rates/NevadaMedicaidManagedCareCapitationRates.pdf

http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Resources/Rates/NevadaMedicaidManagedCareCapitationRates.pdf





 
114. Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 
 utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 
 category of service) used to develop the capitation rates. 
  


Refer to question 2 of this amendment. 
 
115. Regarding section 6.2, will the selected vendors be able to meeting with DHCFP’s actuaries 
 during the development of the capitation rates that will be effective July 1, 2017? 
 


No, the DHCFP and their actuary develop draft capitated rates to be reviewed internally and 
then presented to the Vendors for review prior to the effective date. 


 
116. Regarding section 6.2.3.2, what is/was the effective date for the minimum medical loss ratio of 
 85%?  Please clarify the methodology (e.g., is it calculated across all rate cells?).  


 
85% is CMS’ absolute lower limit for MLR under the New Proposed Rule. It is expected that 
a cost-effective, quality Vendor will perform better than that. MLR is a composite rate based 
upon all revenue received and all claims paid.  


 
117. Regarding Attachment Q: Is there a state premium tax included in the capitation rates?  If so, 
 what is the percentage added to each of the capitation rates? 
 


Yes. The premium tax all successful Respondents can expect to pay is 3.5%. 
 
118. Regarding Attachment H:If there is a premium tax, should it be included in the Vendor’s 
 Administrative bid in Attachment H?  Please confirm whether or not there is any change in the 
 premium tax over these time periods. 
 


Premium Tax is included in the capitation rates. There has been a recent change in 
Premium Tax, however, at this time, precluding any Legislative change during the next 
Session (Spring 2017), the rate all successful Respondents can expect to pay is 3.5% 


 
119. Regarding Attachment Q: How is the Health Insurer Fee accounted for within the capitation 
 rates? 


 
It is not accounted for in capitation because it is very difficult to ascertain in advance: 
 
Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; 
DHCFP reimburses the Vendors accordingly. 


 
120. Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 
 change for the rates effective July 1, 2017?  If so, how? 
 


Refer to question 119 of this amendment. 
 
121. Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 
 change for the rates effective July 1, 2017?  If so, how? 
 


Refer to question 119 of this amendment. 
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122. Regarding Attachment H: How should the vendors account for the Health Insurer Fee? 
 


Refer to question 119 of this amendment. 
 
123. Regarding section 6.2: Please describe how the one year moratorium in the health insurer fee is 
 reflected in the rates and will be accounted for when analyzing vendor bids.   
 


The Health Insurer Fee is not in the rates.  Refer to question 119 of this amendment. 
 
124. Regarding section 6.2, If a vendor proposes a 15% administrative load for example that 
 contains nothing for premium tax or Health Insurer Fee, but the Capitation rates in Attachment 
 Q do include those fees, the 15% is understated.  If the rates developed for July 1, 2017 exclude 
 the Health Insurer Fee and/or premium tax, what administrative percentage will the vendor 
 receive?  The 15% or a different percentage? 
 


Rates will include the Premium Tax of 3.5%, but will not include the Health Insurer Fee 
(refer to question 119 of this amendment).  
 
The administrative rate may or may not be adjusted for July 1, 2017 in a rate development 
cycle. 


 
125. Regarding Attachment Q: Are there any provider supplemental or pass-through payments 
 included in the capitation rates?  If so, please list out all payment types and amounts included in 
 the rates. 
 


Please review this response as Attach Q does not indicate what is included in the cap rates. 
There is a MCO Enhanced Rate supplemental payment for safety net providers which is 
included in the capitation rates as described in the RFP 6.2.4.3. 


 
126. Attachment Q: What was the base data (time periods and sources) used in the development of 
 the capitation rates? 
 


Rates have been developed using eligibility files, health plan reported encounter data, 
financial statements and sub-capitation data from the participating health plans during State 
Fiscal Years (SFY) 2014 and 2015; eligibility, enrollment, and claims data through March 
2016 were also included.  


  
127. Attachment Q: Please describe how the experience from the current vendors was incorporated 
 in the rate development.  Was the experience re-priced to reflect the current or projected 
 Medicaid fee schedules?  Were there any adjustments applied to the current vendors experience 
 to account for differences between the Medicaid Fee schedule and what the vendors pay to 
 providers? 
 


Re: experience, refer to question 126 of this amendment; the DHCFP FFS rate schedule and 
MCO Vendor service rates are, for the most part, independent. The DHCFP FFS rate 
schedule comes into play during rate development when there is a known change in rate(s). 
In most cases, MCO Vendors are expected to negotiate their provider payment rates with 
economies of scale in mind and using the DHCFP FFS schedule as a starting point. 


 
128. Attachment Q: Are the capitation rates net of all pharmacy rebates (i.e., were the total 
 pharmacy costs reduced by the rebates received by the state)? 
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Yes; our rating approach applies rebate savings based on historical receipts.  


 
129. Attachment Q: What has Milliman assumed for the non-medical load in the rates included in 
 Attachment Q?  Please provide a breakdown of this assumption by the components (e.g., 
 administrative costs, profit, risk/margin, taxes).  What changes are anticipated for the rates 
 effective 7/1/17? 
 


Under the current rates in Attachment Q, the DHCFP developed capitation rates such that 
10.5% of premium (excluding premium tax) is available for administration and risk margin. 
Additional data will be provided upon the receipt of the nondisclosure statement. 


 
130. Section 6.2: Please clarify when the MCOs will be paid capitation (e.g., end of month of 
 member enrollment)? 
 


Currently and for the foreseeable future, capitation is prospective: enrollment and payment 
are known and transmitted to the Vendor prior to the end of a month for the month next; 
EFT payments typically adjudicate on the first Friday of the month for which the payments 
are due. 


 
131. Section 6.2: Please provide the most recent three years of managed care capitation rates paid to 
 the current providers in a format similar to Attachment Q. 
 


See attached for 2014-2016 rates. 


Attachement to 
question 131 of Amend     


To open the document, double click on the icon. 
 


If you are unable to access the above inserted file 
once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 
 
132. Attachment Q: How are claims for Hepatitis C accounted for in the capitation rates? 
 


Hepatitis drug expense is trended independently and is accounted for in the capitation rate. 
 
133. Section 6.2: What are the criteria for Hepatitis C coverage?  What is the range of Fibrosis 
 scores that vendors are responsible to cover? Are there any anticipated changes prior to the 
 development of the July 1, 2017 rates?  If so, please describe. 
 


Refer to question132 of this amendment. Refer to MSM 1200.  
 
134. Section 3.4.6.7: Has any consideration been given to carving out Hepatitis C medications from 
 the managed Medicaid capitation rates? 
 


The DHCFP currently has no plans to carve out Hepatitis C medications. 
 


135. Section 3.4.6.7: Please provide a list of Hepatitis C medications that are currently covered 
 under the states FFS formulary.  
 


Our PDL can be found at the following website: 
https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf  


Amendment 2 RFP 3260 Page 22 of 51 



mailto:srvpurch@admin.nv.gov

https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf





 
136. Attachment Q: Please describe how the capitation rates are adjusted for the stop-loss 
 reinsurance as found in section 3.4.8 and 6.2.1.3. Please provide amounts of premium charged 
 by rate cell. Do the rates shown in Attachment Q assume all transplants will be adjusted or only 
 a few? 
 


No reinsurance recoveries are included in the encounter information provided by the health 
plans, so the initial cost models are on a gross claims basis. The state reimburses plans for 
75% of inpatient hospital costs above $100,000 for any individual member. Using the claims 
information provided, expected stop loss recoveries were calculated by individual, then 
summarized and removed as a bottom line adjustment to each cost model. 


 
137. Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred by 
 region, rate cell, and transplant type for each of the last three state fiscal years. 


 
Refer to question 2 of this amendment. 


 
138. Attachment Q: Please provide the annual utilization trends used in the development of the 
 capitation rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
139. Attachment Q: Please provide the annual cost trends used in the development of the capitation 
 rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
140. Attachment Q: Please provide the annual per member per month trends used in the 
 development of the capitation rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
141. Attachment Q: Please provide a listing of and the factors applied for each historical program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Refer to question 2 of this amendment. 
 
142. Attachment Q: Please provide a listing of the factors applied for each prospective program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Refer to question 2 of this amendment. 
 
143. Attachment Q: Are there any expenses included that would be considered a “pass through” 
 payment to any provider or IGT where the vendor will have no risk?  If so, please describe each 
 type and process for payment.  For each pass through, please provide the amount included in 
 the rate by rate cell. 
 


Refer to question 2 of this amendment. 
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144. Attachment Q: Please clarify whether these rates are for calendar year 2016 or state fiscal year 
 2016 (e.g., 7/1/15-6/30/16)? 
 


Rates are typically set for a calendar year; this is the case for 2016. 
 


145. Attachment Q: Please confirm that the non-labeled rates in the middle of the page (e.g., 
 $5,099.66) are the maternity kick payments. 
 


They are labeled as such. 


 
146. Attachment Q: Please clarify the purpose of the “factor to apply to AGP rates: .9732” located at 
 the top of this page. 


 
This is an administrative note that should have been excised. 
 


147. Attachment Q: Please provide current and expected membership distribution by the rate cells 
shown on this attachment. 


 


 
 


148. Attachment H: the cost proposal indicates the possibility of different rates across MCOs. Does 
 this indicate that the state’s Actuary will be certifying to a range of rates? 
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The rates differ due to Premium Tax and CDPS risk scoring. The Actuary will certify to a 
range or specific rate according to the effective date of the applicable section of the New 
Proposed Rule. 


 
149. Section 6.2.5: Please provide the historical earn back percentage on an annual or state fiscal 
 year basis. 
 


There are no performance incentives or withholds under the current contract. 
 
150. Attachment Q: Please list what is included and excluded from the rates shown in this schedule 
 – for example, do these rates include a Pay for Performance amount?  If so, how much was 
 included? 
 


Refer to question 149 of this amendment. 
 


151. Regarding section 3.4.5, What is the historical percentage of members that are retroactively 
 enrolled in Nevada Medicaid and Nevada Check Up and what is the average number of days 
 for each program? 


 
We do not have these data available; however, these occurrences are rare outliers. 


 
152. Regarding section 3.4.13.1 please confirm that the following statement is referring to 
 quantitative treatment limitations: 
 A. The vendor must not apply any treatment limitation to mental health or substance use 
  disorder benefits in any classification that is more restrictive than the predominant 
  treatment limitation of that type applied to substantially all medical/surgical benefits in 
  the same classification furnished to recipients. Whether a treatment limitation is a  
  predominant treatment limitation that applies to substantially all medical/surgical  
  benefits in a classification is determined separately for each type of financial  
  requirement or treatment limitation. 
 


 Refer to the 42 CFR 438, the Mental Health Parity and Addiction Equity Act of 2008 
(MHPAEA) and the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). 


 
153. What methodology and assumptions were used to develop the managed care capitation rates in 
 attachment Q and what was the rationale for each assumption? 
 


Refer to question 2 of this amendment. 
 
154. What is the underlying utilization profile of the beneficiary population used in developing 
 capitation rates?  Please provide granular and comprehensive information on the population's 
 utilization by type of service (e.g., ED visits per 1000 members, OP surgical visits per 1000, IP 
 admissions per 1000 members, inpatient CMI). 
  


Refer to question 2 of this amendment. 
 
155. Section 3.4.2.4 page # 38 -  Eliminating an MCO’s ability to develop and administer prior 
 authorization requirements that are equally restrictive to the state’s and no greater represents a 
 significant departure from current contract standards. This change will significantly impact an 
 MCO’s ability to manage the care of its members. We recommend that the state remove this 
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 requirement and allow the current practice to continue, or  increase capitation payments 
 prospectively to account for the increased costs associated with this new requirement. 
 


The MCO can utilize different authorization requirements than what is used by the State, as 
long as they are not more restrictive.   


 
156. RFP Section 1.8.1 requires vendors to exclude their “company name or any information that 
 identifies the company when responding to the questions in Section 3 ~ Scope of Work.”   How 
 will the State uniquely identify each bidder’s submissions to ensure binders are grouped 
 together appropriately and scoring results are attributed to the correct bidder? 
 


Refer to Section 9 ~ Proposal Submission Requirements, Format and Content of RFP 3260. 
 


 157. Regarding RFP Section 1.8, please elaborate on what is "other information that would indicate 
 to an evaluator which company is proposing?" Nearly all aspects of any Vendor’s response to 
 the Scope of Work has the potential to indicate which company is proposing: years of 
 experience, unique relationships or providers, network scope and size, technical and clinical 
 solutions/tools, outcomes, staff experience, office locations, organizational capabilities, 
 etc.  This type of information is necessary for a complete and appropriate evaluation of Vendor 
 capabilities to perform the Scope of Work. Please confirm that Vendors are not prohibited from 
 including this type of information in response to the Scope of Work section, as omitting it from 
 the Scope of Work will result in an inherently incomplete evaluation that will not provide 
 DHCFP and the State of Nevada with the necessary and relevant information to make an 
 informed Vendor selection decision since many of the items in the Scope of Work are not 
 addressed in other parts of the proposal. 


 
Vendors are to use their best judgement and eliminate any relation to their company. 
 


158. In light of the issues raised in the above question (#2), and given the risk of disqualification, we 
 respectfully request that DHCFP provide additional detail and guidance regarding what is and 
 is not permissible within RFP Section 1.8.  
 • Are vendors prohibited from naming (using proper nouns, for example) tools,  
  partnerships, and subcontractors that we use to meet SOW requirements? 
 


• If information is relevant and applicable for a particular section, but may indirectly identify 
the proposing Vendor (as outlined in examples above), please confirm that the Vendor may 
include such information as long as there are no overt references to a Vendor name, 
address, or other specific contact information. 
 


• Generally, will DHCFP provide more guidance on the types of information that would be 
prohibited in this section? 


 
Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise 
their best judgment.  
 


159. If the Scope of Work should not contain the aforementioned details that may result in evaluator 
 identification of a Vendor, will  DHCFP provide the following information: 
 • Does the State want Vendors to include this information in Section 4?  If so, is there a 
  preferred methodology that will make it easier for evaluators to score?   
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Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise 
their best judgment.  


 
• If the Scope of Work is to be evaluated solely on a pass/fail basis, is DHCFP merely 


looking for an affirmation that Vendors will comply with all scope of work requirements 
rather than information and documentation of our experiences providing the same or similar 
services?   


 
No.  Vendors will be scored accordingly per the RFP.  Pass/Fail will be used to determine if 
vendor complied with initial instruction.  


 
160. Regarding RFP Section 2, the definition of "clean claim" includes this sentence "It includes a 
 claim with errors originating in the State's claims system."  Please provide clarification of this 
 part of the clean claim definition. 
 


A claim that can be processed without obtaining additional information from the provider of 
the service or from a third party.  
 


161. RFP Section 2, Acronyms/Definitions defines the "Vendor" as the “organization/individual 
 submitting a proposal in response to this RFP.” Please confirm that for purposes of responding 
 to this RFP regarding experience that the Vendor may include in their response the contracts 
 held by affiliate/parent organizations of the bidding entity. For example, a Vendor may have 
 relevant experience in other states through its parent and affiliate health plans. Please confirm 
 that affiliate and/or parent company experience may be represented in the responses relating to 
 experience and qualifications in the proposal. 
 


Yes 
 
162. In RFP Section 2, there is no text under the section heading numbered as “2.1” at the bottom of 
 page 33. Please confirm that there is no information missing. 
 


Yes. 
 
163. RFP Section 3.2 states:  “Vendors who have or will have a product available on the HIX will 
 receive a higher point value in the RFP evaluation." Please confirm that a vendor with an 
 affiliate/parent organization that has qualifying products on the HIX will meet this criteria. 
 


Yes.  
 
164. With regard to RFP Section 3.4.2.7 (E), in addition to NAC 695C.160, which stipulates 
 adequacy standards for PCP access, please confirm if ("NRS") 687B.490 still exists and needs 
 to be adhered to (network adequacy requirements published on June 30th, 2014)? 
 


Yes the NRS still exists; vendors are responsible for compliance with any applicable portion 
of the Nevada Insurance Code as administered by the Division of Insurance of the 
Department of Business and Industry. 


 
165. In RFP Section 3.4.2.8 (A), the requirement indicates that "recipients are not allowed to be 
 assigned at the clinic level" relating to PCP assignments. However, in 3.6.3.1, it indicates that 
 "Each enrolled recipient must be assigned to a PCP or Primary Care Site."  Please clarify the 
 difference between assigning to a "Primary Care Site" versus a "clinic level" assignment.  How 
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 is this different from how the FQHCs like to be identified?  Is an FQHC considered a primary 
 care site? 
 


A conflict in the current RFP is noted. Yes a Primary Care Site can be considered a PCP. 
Yes, an FQHC can be considered a primary care site.  


 
166. RFP Section 3.4.4.1 (A) states:  “The vendor may provide services in alternative inpatient 
 settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such 
 as Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than 
 traditional inpatient settings. By the 15th of every month the vendor must report to the DHCFP 
 the recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior 
 calendar month. Example: by August 15th the vendor must submit a list of Medicaid recipients 
 who had an IMD inpatient stay for more than 15 days during the month of July.”  Please 
 confirm whether this needs to be 15 consecutive or cumulative days in the month. 
 


It is 15 cumulative days. 
 
167. With regard to RFP Section 3.4.4.1 (B), please state who determines AVERAGE SNF rate. 
 


The DHCFP has a contract with a vendor to review and establish SNF rates on a quarterly 
basis. This includes determining the average SNF rate. 


 
168. RFP Section 3.4.4.2 (A) states:  “The vendor must coordinate with discharge planners for 
 transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the 
 appropriate care setting in a timely manner, within two (2) days after the recipient no longer 
 meets an acute level of care will result in the vendor reimbursing the acute care facility at the 
 average skilled nursing facility (SNF) rate or the administrative day reimbursement rate, 
 whichever is greater.”  Please provide clarification on whether the Vendor is required to 
 contract with Indian Health Services and Tribal Clinics? 
 


The DHCFP needs clarification as the Indian Health Services and Tribal Clinics are not 
related to SNFs. 


 
169. With regard to RFP Section 3.4.4.4, Tobacco Cessation Treatment is listed under the header 
 “Additional Preventive Services.” Under section 3.4.5.1 (on page 58), the RFP states that the 
 vendor is encouraged to offer additional preventive or cost effective services to enrolled 
 participants if the services do not increase the cost to the state. Can you confirm if tobacco 
 cessation treatment will be a contract requirement or are you suggesting that the chosen vendor 
 offer tobacco cessation treatment as a value added service? 
 


Yes, the DHCFP is suggesting that the service if offered as a value added service. 
 
170. With regard to RFP Section 3.4.6.2, can the State please provide an Excel version of the FFS 
 formulary to include, at a minimum: 
 • Drug Name, Strength, Dosage Form, Size 


•  GCN/HICL/GTC 
•  NDC number 
•  Formulary status 
•  Applicable prior authorization, step therapy requirement, etc. 


 
No. The information can be found at links below. 
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The drug name includes all strengths, and dosage forms. Our PDL is not specific to 
individual dosages or strengths. 
 
An NDC look-up tool can be found at the following website: 
http://www.fda.gov/Drugs/InformationOnDrugs/ucm142438.htm  
 
Our vendor uses the drug file from Medispan and drugs are classified by GPI, not by 
GCN/HICL/GTC.  
The PDL with prior authorization, quantity limit information can be found at the following 
website: 
https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf  


 
171. RFP Section 3.5.6.3 states:  “For recipients who do not select a vendor, or who are not 
 automatically assigned to a vendor based on family or previous history, the DHCFP will, using 
 an auto-assignment algorithm, assign the recipient to a vendor, based upon federally required 
 enrollment criteria and the approved Medicaid State Plan.”  To assist with our staffing models 
 and cost projections, will the State please provide the number of anticipated vendors and more 
 detail on the auto-assignment algorithm? 
 


Refer to question 1 of this amendment. 
 
172. With regard to RFP Section 3.6.2 (F), please clarify what is meant by "in-person" Concierge 
 Services. 
 


Refer to question 57 of this amendment. 
 
173. RFP Section 3.7 requires MCOs to conduct secret shopper surveys to identify appointment 
 standards and access to Home Health services.  Since the RFP did not appear to include 
 appointment standards for Home Health, please confirm this requirement and the standard the 
 survey should measure against. 
 


Home health is expected to be initiated as quickly as indicated by medical necessity and 
physician’s orders.  


 
174. With regard to RFP Section 3.7.6.2, does the State have a definition of “Substantive”? This 
 seems a bit vague as we are required to file any amendment or change to base contract that 
 would fall under this category. 
 


The State requests vendors to exercise their best judgment.  
 
175. With regard to RFP Section 3.9.2.3, HEDIS is based on a calendar year while the contract is 
 based on a fiscal year.  If the program goes into effect in the 3rd year of the contract (2019-
 2020), which HEDIS year will be evaluated:  2019 or 2020? 
 


Refer to question 35 of this amendment. 
 
176. RFP Section 3.10.20.2 (G) states:  “Behavioral health case management must be available 24 
 hours a day, 7 days a week.”  Is this reference in relation to maintaining a 24/7 crisis phone line 
 for BH crisis issues?  Does the term "Case Management" imply traditional case management 
 for non-emergent or non-emergency services 24 hours a day, 7 days a week? 
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The DHCFP expects some extended Behavioral Health Case Management hours available 
outside of the normal 8:00am – 5:00pm hours. 


 
Emergency or crisis coverage is required twenty-four (24) hours per day, seven (7) days per 
week which can be through a call line. 


 
177. RFP Section 3.12.4.4 increases/doubles the timely filing period for both in-state network 
 providers and out-of-state providers. While we understand the need to ease the administrative 
 burden on providers and maintain provider satisfaction, will the DHCFP be making 
 adjustments to rate setting to account for the delay in getting vendor encounters? 
 


No. 
 
178. Can the State confirm that section 3.12.4.4 stating the vendor must allow non-network 
 providers to submit an initial claim for covered services within 365 days is for emergency 
 services (3.4.2.14) and prior approved and negotiated covered services provided under 3.4.2.9.? 
 


Yes.  
 
179. RFP Section 3.13.8.2 states:  “A State Fair Hearing decision will be made within ninety (90) 
 calendar days from the date the recipient for direct access to a State Fair Hearing.”  Please 
 confirm this statement as it appears to be missing some language.   
 


Refer to beginning of this amendment. 
 
180. With regard to RFP Section 3.13.8.2 (A) and (F), please confirm that State Fair Hearings are 
 only currently eligible for members and clarify whether this will be required for Providers in 
 the future. 
 


The contract requires the MCE to allow enrollees and providers, acting on behalf of the enrollee and 
with the enrollee's written consent, to file appeals. [42 CFR 438.402(b)(1)] 


 
181. With regard to RFP Section 3.15.2.5, can a pharmacist review and deny on medications? 
 


No, they can refer it back to the prescriber with a recommendation. 
 
182. RFP Section 3.16.12.3 states:  "EOBs, if used, must be sent for all services with the exception 
 of the services listed in section 3.14.13.5."  The section number appears to be incorrect since 
 there is no section 3.14.13.5 in the RFP.  Please provide the correct reference. 
 


Refer to Section 3.16.12.5 of RFP 3260. 
 


183. RFP Section 3.17.7 states:  "The vendor must report transactions between the vendor and 
 parties in interest that are provided to the State or other agencies available to recipients upon 
 reasonable request." Please clarify the content and audience of this report requirement. 
 


Title 1903(m)(4)(b) requires the MCO to make any reports of transactions between the MCO 
and parties in interest that are provided to the State or other agencies available to recipients 
upon reasonable request. 
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184. RFP Section 4.1.7 states:  “Disclosure of any significant prior or ongoing contract failures, 
 contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable 
 or held liable in a matter involving a contract with the State of Nevada or any other 
 governmental entity.  Any pending claim or litigation occurring within the past six (6) years 
 which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract 
 is awarded as a result of this RFP must also be disclosed.”  Please confirm that: 
 • “contract” refers to similar projects performed for private, state and/or large local  
  government clients; 


•  “..significant prior or ongoing contract failures” refers to major enforcement actions 
 such as those resulting in appointment of temporary management, enrollment 
 suspension and/or contract termination and does not include collection of liquidated 
 damages. 


 
The RFP does not limit the term “contract” as used in 4.1.7 to a particular type or scale of 
government contract.  
 
The RFP does not limit the term “significant … contract failures” to exclude those failures 
that result in liquidated damages.  
 


185. Please confirm that vendors that are part of, and will leverage the experience and best practices 
 of, national companies should include details on its affiliates' experience in providing similar 
 services requested in this RFP. 
 


Yes and in anonymous manner as directed. 
 
186. In RFP Section 4.3.1, vendors are required to “provide a minimum of three (3) business 
 references from similar projects performed for private, state and/or large local government 
 clients within the last three (3) years,” and the RFP defines the "Vendor" as the 
 "organization/individual submitting a proposal in response to this RFP.” Please clarify whether 
 or not the State will allow vendors to include references that do not directly contract with the 
 vendor but instead partner with the vendor’s affiliates in the same corporate family. For 
 example, the vendor proposing to manage the Nevada Medicaid contract may have an affiliate 
 health plan that manages a Medicaid contract in another state similar in scope. 
 


Yes, we will allow vendors to include references from other states. 
 
187. In line with RFP Section 9.1.14 which indicates the State’s “continuing efforts to reduce solid 
 waste” and urges the prospective vendor to be environmental and cost conscious when 
 developing its response, will the State allow vendors to include large attachments (e.g., 
 attachments containing 50 pages or more) electronically only with placeholder pages in the 
 hardcopies referring the evaluator to the Flash Drives? 
 


Yes. 
 
188. The Submission Checklist on Page 245 requires a Table of Contents for Part IB only. Does the 
 State also want to see a Table of Contents for Parts IA, IC, II, and III? 
 


If the vendor chooses to add a table of content page that is fine with the State.  
 
189. Referencing Attachment U, with regard to the standards that determine the percentage of bonus 
 amount awarded, by Vendor’s performance measure, will the DHCFP use hybrid rates, 
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administrative rates, or final NCQA reported rates?  Three of the six measures outlined in 
Attachment U refer to hybrids: Childhood Immunization Status, Comprehensive Diabetes 
Care, and Frequency of Ongoing Prenatal Care. 


See information at links: 


http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-
17_QAPIS_Report_F1.pdf  


http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/FY2015_EQR_Technica
l_Report.pdf 


190. With regard to Attachment U, is the Pay-4-Performance program applied to combined 
membership? 


The DHCFP does not know what you mean with the term combined membership but this will 
be reported for Medicaid. 


191. With regard to HEDIS Measures outlined in Attachment U, the National Quality Foundation 
recommends the measure for Frequency of Prenatal Care no longer be endorsed based on lack 
of evidence suggesting that the number of prenatal care visits effects the outcome and the 
measure is difficult to report due to billing patterns.  Also, the DHCFP requirements state 
providers may bill a global rate when the member has been seen 7 or more times.  Under these 
guidelines, we will not be able to report the actual number of visits for all global claims for less 
than 7 visits or if the provider did not deliver all of the pregnancy related care, including 
delivery and post-partum care, because the codes are bundled (4-6 visits, 7-12 visits).  Will 
prenatal codes be required to be broken out? 


The DHCFP will consult with the EQRO vendor and MCOs if substitute measure is 
appropriate. 


192. Is the Scope of Work awarded a point value in Phase II of the evaluation or is it used only in 
Phase I and evaluated solely on a pass/fail basis? 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 


193. The RFP defines a Subcontractor as a “Third party, not directly employed by the contractor, 
who will provide services identified in this RFP. This does not include third parties who 
provide support or incidental services to the contractor.”  Throughout the Scope of Work, there 
are also references to “major subcontractors” or “material subcontractors.”  Based on the 
significant amount of background and experience information requested within Section 4.2 of 
the RFP for "subcontractors" it appears that DCHFP is primarily focused on those 
subcontractors that have a material role in the Offeror's operations, and not necessarily the full 
scope of all entities that may be considered "subcontractors" under the current definition. 


For the purposes of responding to Section 4.2 “Subcontractor Information,” please confirm that 
DHCFP intends for Vendors to provide information related to proposed major or material 
subcontractors.  Further, would DHCFP please provide additional information to define what 
qualifies as a “major” or “material” subcontractor? We recommend a definition that 
incorporates a materiality threshold (e.g. $5 million in annual subcontractor payments or 5% of 
capitation payments) to ensure that DHCFP receives all necessary information to evaluate 
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 Vendor responses, while not receiving a voluminous amount of information on subcontractors 
 that are not extensively engaged in or critical to Vendor operations. 
 


Any subcontractor who provides a service within the parameters of this RFP such as 
Behavioral Health management company, claims payment, pharmacy vendor, utilization 
management, TPL vendors, etc. We do not need to see subcontractors such as janitorial or 
mail vendors. 
 
Subcontractor: An individual or entity that has a contract with an MCO, PIHP, PAHP, or 
PCCM entity that relates directly or indirectly to the performance of the MCO’s, PIHP’s, 
PAHP’s, or PCCM entity’s obligations under its contract with the State.  A network provider 
is not a subcontractor by virtue of the network provider agreement with the MCO, PIHP, or 
PAHP. 


 
194. RFP Section 3.4.2.5 states:  “The vendor shall coordinate prior authorizations and edit patterns 
 with those used in the fee-for-service program.”  Please define “edit patterns.” 
 


The goal of this requirement is to align as many processes as possible in coordinating prior 
authorizations for administrative simplification for providers, vendors, and the DHCFP. 
Clinical edits must be based on evidence-based clinical criteria and nationally recognized 
peer-reviewed information. If the information about a recipient’s medical condition meets 
the clinical edit criteria, the claim can be approved. 


 
195. RFP Requirement: Section 3.8 states “The vendor must participate financially in the HealtHIE 
 Nevada statewide health information exchange as of the effective date of the contract. At a 
 minimum, the participation level must be based upon all recipient lives covered under this 
 contract. Additionally the plan will fund the PMPM connections for its Medicaid and Nevada 
 Checkup recipients.”  Can the State clarify the financial participation requirement above?  Can 
 the State provide information on the cost to the vendor (MCO) to meet the financial 
 participation requirement, including the minimum per recipient participation and PMPM 
 connection pricing methodology and fee structures?  Can the state clarify the meaning of the 
 PMPM connections requirement?  Can the state clarify if this is per provider or per 
 recipient?  Does this refer to the provider’s monthly HealtHIE participation fees or does it refer 
 reimbursing providers for any one-time connection and/or ongoing maintenance fees charged to 
 a provider by the provider’s EHR vendor to connect to the HIE? 
 


Connection is per recipient per month.   
 
196. RFP Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada 
 statewide health information exchange as of the effective date of the contract. At a minimum, 
 the participation level must be based upon all recipient lives covered under this contract. 
 Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients.” Does the State view it as a potential conflict of interest that the HealtHIE is a 
 private exchange owned and run by the parent organization of a competitor Medicaid health 
 plan? Does the financial participation requirement create a competitive inequity in the 
 administrative cost development given that ownership as other MCOs would incur an expense 
 and the owning plan would incur a potential income?   Would the State be willing to consider 
 alternative solutions to this private exchange? 
 


The HealtHIE is the only option available in Nevada at this time. 
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197. Please confirm that routine dental services are carved out and MCOs will not be required to 
 meet network adequacy for applicable provider types in Attachment M beyond those necessary 
 to provide covered dental and dental related emergencies. 
 


Correct.  Dental services are carved out.  
 
198. .Section 1.8.1.1: Please advise as to the scoring or other methodology used to determine if a 
 vendor passes or fails this phase of the submission. 
 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 
 
199. Sections 1.8.2 and 10.2: Please provide the scoring or other methodology used in Phase II in 
 the evaluation. 
 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 
 
200. Section 3.1.8:  What factors will the State consider in determining whether it is necessary to 
 adjust the capitation paid to the MCO? 
 


It is assumed that there will be an annual (CY) rate development cycle; mid-term adjustments 
are conducted in the case of benefit, policy and/or significant FFS rate schedule changes. 


 
201. Section 3.1.7: Please clarify if this means that the MCO will be required to have Network 
 providers in each of these catchment areas or if this means that the MCO must permit recipients 
 to obtain services from out of network providers in the catchment areas if there is no in-
 network provider in Nevada that is available in accordance with access and distance availability 
 requirements.  
 


The MCO must permit recipients to obtain services from out of network providers in the 
catchment areas. 


 
202. Section 3.1.3: Please confirm that new entrants who are not operational and therefore not 
 currently accredited by a nationally recognized organization are permitted to submit a bid in 
 connection with RFP 3260. 
 


Yes, vendor must work to meet acquiring accreditation at earliest possible time period. 
 
203. Section 3.1.3: Assuming new entrants who are not yet operational and therefore not currently 
 accredited by a nationally recognized organization are permitted to submit a bid in connection 
 with RFP 3260, please confirm that awarded vendors who are new entrants can apply for 
 interim accreditation after contract award and thereafter work toward full accreditation in 
 accordance with the appropriate nationally recognized accreditation organization timelines. 
 


Yes, refer to question 202 of this amendment. 
 
204. Section 3.1.7: Please provide the counties and cities of the catchment areas in California, 
 Arizona, Idaho and Utah. 
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https://www.medicaid.nv.gov/providers/enroll.aspx  


 
205. Section 3.4: With respect to the second paragraph noting the MCO can utilize different 
 authorization requirements than what is used by the State, as long as they are not more 
 restrictive, please confirm if all of the State’s authorization requirements can be found in the 
 State’s Medicaid Services Manual located in the following link provided in Sub-section 3.4.1 
 of the RFP, or if not, where such authorization requirements can be 
 found.    http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 


 
Yes. 


 
206. Section 3.4.2.5: Please confirm that with respect to the 4th paragraph of this subsection that the 
 requirement that “Any decision made by the vendor to deny a service authorization request or 
 to authorize a service in an amount, duration, or scope that is less than requested, must be made 
 by a health care professional who has appropriate clinical expertise in treating the recipient’s 
 condition or disease” means an appropriately licensed or certified health care professional in 
 the appropriate specialty and does not mean the health care professional must have treated the 
 exact condition or disease of the recipient, e.g. the chief medical director who is a family 
 practitioner or internist by background does not have to have performed surgery or treated all 
 types of cancer in order to make a determination about an authorization.   With respect to the 
 last paragraph of this subsection, please clarify what is meant when it says the vendor “shall 
 coordinate prior authorization and edit patterns” with those used in the fee-for-service program. 
 


Yes. Refer to question 194 of this amendment. 
 
207. Section 3.4.4.1.B:  Please confirm this requirement applies only if the vendor is at fault for it 
 taking more than 2 days to transfer a recipient and does not apply if any delay is due to the 
 hospital provider, e.g. lack of cooperation with the vendor. 
 


This is not based on fault. This describes payment for appropriate level of care.  
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208. Section 3.4.2.5: Please provide a list of services that require prior authorization. 
 


Refer to question 205 of this amendment. 
 
209. Section 3.5: Does the auto-assignment algorithm allow for a higher number of auto-assignment 
 to new entrants in order for them to gain adequate scale in a reasonable amount of time to be 
 viable as compared to current MCOs? 
 


Yes, refer to question 1of this amendment. 
 
210. Section 3.6.1.1.B:  Consistent with the State's goal of reducing solid waste as noted in the 
 submission requirements in Section 9.1.14, please confirm that the vendor may notify 
 recipients that the handbook is available electronically, and provide the link, or that a hard copy 
 is available upon request, and can do so both at the time of a recipient’s enrollment and with 
 respect to any updates.  
 


Refer to question 56 of this amendment. 
 
211. Section 3.6.2:  C. For grievance and appeals, may this function be fulfilled by the MCO's 
 Grievance and Appeals department as long as the Recipient Services Department has access to 
 the information?  
 


The intent of including grievance and appeals in the Recipient Services Department is so that 
the recipient has a single point of contact for a variety of common questions and problems. It 
would be appropriate for a Recipient Services Department to refer recipients to a work unit 
dedicated to those issues described in 3.6.2.3.C.  As long as medically necessary services are 
provided and meets requirements in the RFP the vendor may determine which staff 
completes the activity. 


 
212. Section 3.6.2.3: Please confirm that Concierge Services are not intended to be a separate 
 department but the Recipient Services Department may provide Concierge Services in order to 
 avoid transferring the member to multiple departments for assistance.  
 


Yes, the expectation is to provide recipients with the level of assistance necessary to meet 
needs and access services as opposed to just providing a list or directions to the web when 
additional assistance is requested or indicated. 


 
213. Sections 3.7.6.2 and 3.16.4.2 Please confirm that the requirement for the vendor to provide 
 DHCFP a copy of its base provider contract prior to execution does not apply to the extent 
 vendor needed to execute provider contracts in order to establish a provider network to obtain 
 its HMO certificate of authority from the NV Division of Insurance. 
 


This refers to the base contract template prior to execution, not all subsequent signed 
contracts. See question 174. 


 
214. Sections 3.7.8.1 (A) and (B):  Please confirm, or revise to specify, that the vendor may, to the 
 extent it deems it appropriate, provide a single provider manual for all providers, divided by 
 section as appropriate by provider type and that it is not required to provide separate and 
 distinct provider manuals by provider class, e.g. a provider manual for physicians, one for 
 hospitals, one for ancillary providers, etc.  
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Yes, refer to question 15 of this amendment. 
  
 Consistent with the State's goal of reducing solid waste as noted in the submission requirements 
 in Section 9.1.14, please also confirm that the vendor may notify providers that the provider 
 manual is available electronically, with hard copy available upon request, both upon provider 
 recruitment into the network and at the time of updating. 


 
The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) 
copy of the manual updates to each provider practice where several providers within the 
practice are participants in the network. One (1) hard copy and one (1) electronic copy of the 
Provider Manual shall be provided to the DHCFP. 


 
215. Section 3.10.7.10: Please advise how “statistically significant decline” is defined. Please also 
 revise to specify a quality penalty fee will not be assessed in the event of a decline in the 
 measure if the vendor’s score still remains above the state’s quality measure mean or goal as 
 appropriate. 
 


To determine if a change in PIP indicators or performance measures was “statistically 
significant,” we expect a p-value to be <=0.5. Statistical significance calculated with Chi-
Squared test for probability where p<=0.05.  The State intends to assess a penalty when a 
statistically significant decline occurs. 


 
216. Sections 3.12.2.1 and 3.12.2.2:  Please advise if the requirement for a minimum $15,000,000 
 performance statutory deposit with 10 business days following award of contract is based on a 
 statutory, regulatory or other state requirement, and if this provision can be revised to allow for 
 deposits of a lesser amount for new entrants who will have no members at the time of contract 
 award; consider tiered deposit amounts based on the number of members up to a specified 
 number at which point the specified minimum deposit as set forth in this subsection would 
 apply. 
 


No. 
 


217. Section 3.12.4.12: Please qualify the type of changes referred to by revising to state the “vendor 
 shall provide the DHCFP with information prior to implementation of any material changes to 
 the software system….” so that if minor changes are made or version updates to a system are 
 made that do not materially impact the claims processing function, then the vendor is not 
 required to submit information. 
 


Yes. 
 
218. Section 3.14.4.1: Please provide an explanation of how each category of service is defined.  
 


This is defined by Centers for Medicare and Medicaid Services (CMS). 
 
219. Section 3.15.12: Please confirm that only the Chief Medical Director/Chief Medical Officer of 
 the vendor is required to be licensed to practice in the State of Nevada and that assistant or 
 associate medical directors of the vendor, or medical directors hired by a subcontractor that 
 provides medical management or quality assurance services to or for the vendor are not 
 required to be licensed in NV but must hold a valid license in a state. 
 


Yes. 
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220. Section 3.16.3.6: Please confirm if the (T) at the end of this subsection should be deleted due to 
 a typo or if there is a sentence missing. 
 


Yes. 
 
221. Section 3.17.1: Please confirm what is meant by "receipt of encounter date". Does that mean 
 claim receipt date, claim adjudicate date, claim paid date, or encounter data extract date? 
 


Refer to question 72 of this amendment. 
 
222. Section 3.18.2.7: Will DHCFP provide this file?  What format/layout will file be in? 
 


Yes.  ANSIx12 EDI standard. 
 
223. Sections 4.1.7 and 10.4: Please confirm that the look back period for disclosures of the types of 
 prior incidents listed in these sections is six (6) years, consistent with the six (6) year look back 
 period for pending claims or litigation that may adversely affect the vendor's ability to perform 
 or fulfill its obligations.  
 


Yes. 
 
224. Sections 4.1.7 and 10.4: Please consider removing the qualifying (subjective) language “that 
 may adversely affect the vendor’s ability to perform or fulfill its obligations”.  
 


The State declines removal of language.  
 
225. Sections 4.1.7 and 10.4: Please identify if the scoring values are the same for companies who 
 have different outcomes in the disclosure. For example, if a vendor has no activities to disclose 
 but another vendor has a history of pending claims, litigation or fraudulent activities, the two 
 companies should not receive the same value in scoring. 
 


The State does not disclose weight measures.   
 
226. Sections 4.1.7 and 10.4: Please confirm that the information requested in these sections is 
 limited to matters brought by the State of Nevada or other governmental agency against the 
 vendor in connection with managed care contracts for health services and that it does not does 
 not include matters or allegations brought by providers, subcontractors, suppliers, or any entity 
 other than the State of Nevada or other governmental agency. 


 
Any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity. 


 
227. Sections 4.1.7 and 10.4: Pease confirm that the terms "significant..contract failures [and] 
 contract breaches" are limited to those situations which invoke contract termination provisions 
 such as those in Attachment D, Contract Form, Section 10(D), Cause Termination for Default 
 or Breach and do not include: (1) breach of contract litigation brought by a member, provider, 
 subcontractor, supplier or any entity other than the State of Nevada or other governmental 
 agency in connection with a managed care contract for health services; or (2)  regulatory 
 actions such as fines, sanctions, liquidated damages, warning letters, CAPs, etc.  If this is not 
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 what the State intended by the terms ""significant..contract failures [and] contract breaches," 
 please define these terms. 
 


The State is unable to provide specifics without appropriate context. 
 
228. Sections 4.1.7 and 10.4: Both of these sections request very similar disclosures using slightly 
 different language that, depending on the vendors' interpretation of the language in each 
 section, may result in each request having a slightly different scope such that separate but 
 largely overlapping and duplicative disclosures may be required for each section.  Please 
 confirm that the scope of information sought in Sections 4.1.7 and 10.4 are not intended to 
 differ.  If the requests in these two sections were intended to be identical, would the State be 
 amenable to choosing one consistent version of the request for use in both Sections 4.1.7 and 
 10.4? 
 


The State requests complete and full discloser of any alleged significant prior or ongoing 
contract failures, contract breaches, any civil or criminal litigation or investigations pending 
which involves the vendor or in which the vendor has been judged guilty or liable. 


 
229. Section 4.4: Please confirm that to the extent positions are not yet filled, especially due for a 
 new entrant to NV managed Medicaid, that the vendor can advise that the position is to be 
 filled and then provide a resume once any key individual is hired, and the key positions must be 
 filled and resumes provided by the contract start date. 
 


Key positions must be filled during readiness review and implementation. Refer to 3.15.3 and 
3.15.6 of the RFP. 


 
230. Sections 5.1 and 5.2: Is the vendor required to submit a single fixed price for the entire contract 
 that will be applied uniformly across all program rates?  Or can a vendor submit pricing that 
 varies by age, gender, region, program, etc.? 
 


In order to facilitate submission comparisons, a fixed-price and a composite PMPM is 
necessary; Respondents are free to provide additional granular detail. 


 
231. Section 5 implies that the bid must be a fixed per-recipient per month amount while Section 6.1 
 implies that the bid must be a percent of the medical expenses.  What is the bid requirement 
 and how will it be implemented in setting the Managed Care Blended Capitated Rate? 
 


See question 130 of this amendment, it addresses the composite rate and gross (not-to-
exceed) bid; 6.1 refers only to the Administrative load portion of the bid and is expressed as a 
percentage. 


 
232. Section 6.0: Will a data book and medical expense development document be provided that 
 supports the projected medical expenses in Attachment Q, and if so, will it be provided in 
 advance of the next Q&A period to allow for questions and review of such data to assist 
 vendors in developing their cost proposal? If it is not provided in advance of the proposal 
 submission date, will vendors have the opportunity to address new information and ask 
 questions at a later date?  
 


Refer to question 2 of this amendment. 
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233. Section 6.0: What is the anticipated nature of the quarterly changes to the rates?  Will the 
 vendor have an opportunity to review the changes to the capitation rates before they are 
 implemented? 
 


The vendor will have the opportunity to review changes. MCO rates are not updated 
quarterly. FFS reimbursement rates are typically based on a fixed year therefore the majority 
of rate changes occur for newly added codes or are the result of a program/policy change. 
The only rates that change on a quarterly basis are for Skilled Nursing Facilities in the 
DHCFP FFS program rate schedule.  


 
234. Section 6.0: What is the typical rate renewal process?  Does it include meetings with all 
 vendors with an opportunity for vendors to ask questions regarding the rate development? 
 


The DHCFP and their actuary develop draft capitated rates to be reviewed internally and 
then presented to the Vendors for review prior to the effective date. 


 
235. Section 6.0: How does the contract renewal period rate development differ from the quarterly 
 changes to the rates? 
 


There are not quarterly changes to capitation rates.  
 
236. Section 6.0: We could not find a provision regarding the acceptance of proposed rate 
 changes.  Are any capitation rate changes subject to mutual agreement or are they deemed final 
 after a set number of days post-delivery to the Vendor for their review and acceptance?  Is there 
 a formal contract amendment sign-off process? 
 


The DHCFP gives the vendor the opportunity to provide input in to data concerns or 
assumptions but the State has sole discretion in final rate setting based on budget authority 
and CMS approval. 


 
237. Section 9.2.3.1: Please confirm that the Title Page will be removed prior to evaluation of the 
 Scope of Work in order to maintain the vendor's anonymity. 
 


Yes. 
 
238. Section 9.2.3.2: To clarify, if the Scope of Work includes a question, the vendor will respond to 
 the question. If the Scope of Work does not include a question, the vendor will acknowledge its 
 understanding of the requirements and if applicable, will indicate its ability to comply. 
 


The scope of work needs sufficient detail in response for the State to determine and evaluate 
the vendor's ability to comply or exceed expectations. 


 
239. Section 9.4.1: Please confirm if the reference to Part IB should be Part IC, which refers to the 
 confidential technical proposal. 
 


Yes. 
 
240. Attachment D: Is Attachment BB Insurance Schedule mentioned in Attachment D intended to 
 refer to Attachment E Insurance Schedule for RFP 3260? 
 


Yes. 
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241. Attachment D, page 7: Consistent with the reference to paragraph 16 of the Insurance Schedule, 
item 1) "Contractor has provided the required evidence of insurance to the Contracting Agency 
of the State, and", please consider revising item 2 of the same section to also refer to "evidence 
of insurance" rather than insurance policies. Insurance policies are considered confidential. 
Consistent with the change, please also consider revising other references to insurance policies 
to "evidence of insurance". 


Vendors may use Attachment B within RFP 3260. 


242. Attachment D: An endorsement is not always required to add Additional Insureds such as when 
the vendor's coverage provides automatic Additional Insured status if and when required by 
written contract. To allow for various methods of adding Additional Insureds, please consider 
revising as follows:  "The State of Nevada, its officers, employees and immune contractors as 
defined in NRS 41.0307 shall be recognized as additional insureds on the vendor's General 
Liability Insurance policy for all liability arising from the Contract." 


These documents must be provided by the awarded vendor prior to contract start. 


243. Attachment D: Consistent with the changes requested to paragraph 16 of this document and due 
to the confidential nature of insurance policies, please consider revising C. Evidence of 
Insurance, 4. Review and Approval to read as follows: "Review and Approval: Evidence of 
insurance must be submitted for review and approval by the State prior to the commencement 
of work by Contractor.  Neither approval by the State nor failure to disapprove the insurance 
furnished by Contractor shall relieve Contractor of Contractor’s full responsibility to provide 
the insurance required by this Contract.  Compliance with the insurance requirements of this 
Contract shall not limit the liability of Contractor or its subcontractors, employees or agents to 
the State or others, and shall be in additional to and not in lieu of any other remedy available to 
the State under this Contract or otherwise.  The State reserves the right to request and review a 
copy of any evidence of insurance to assure compliance with these requirements." 


Refer to question 241 of this amendment. 


244. Attachment E: Consistent with the changes requested to   Attachment D (paragraph 16 and 
section C. Evidence of Insurance, 4. Review and Approval) and due to the confidential nature 
of insurance policies, please consider revising as follows: "All certificates required by this 
Contract shall be sent directly to Division of Health Care Financing and Policy, Attn: Tammy 
Ritter, 1100 East William Street, Suite 101, Carson City, NV 89701.  The State project/contract 
number and project description shall be noted on the certificate of insurance.  The State 
reserves the right to require evidence of insurance required by this Contract at any time.  DO 
NOT SEND CERTIFICATES OF INSURANCE TO THE STATES RISK MANAGEMENT 
DIVISION." 


Vendors may use Attachment B within RFP 3260. 


245. Section 9.2.3.2  The RFP states, “A vendor shall not include or refer to its name, address or 
other information that would indicate to an evaluator which company is proposing” and “A 
vendor shall not include or refer to its name, address or other information that would indicate to 
an evaluator which company is proposing.” Can the State provide more specifics as to what this 
information or indicators might be? Further, in order to best organize our response for the State, 
we use a stylized template. Although this does not provide a company name or any identifying 
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 information, the use of color/style, branding, and graphics could potentially be compared to the 
 non-anonymous portions of our submission, leading to the identification of our company. Can 
 the State provide more information regarding color, style, or graphics vendors should use in the 
 Scope of Work sealed submission? 
 


The State requests vendors to exercise their best judgment.  
 
246. Section 10.1.1  The RFP states that the Phase I Submission is an anonymous pass/fail 
 submission evaluation and that the Purchasing Division or other suitable individual will 
 perform the evaluation of the pass/fail portions of this solicitation. Can the State provide more 
 information regarding this phase of the evaluation? Specifically, what do vendors need to 
 achieve/accomplish in order to pass this phase? With the mandate that vendors not provide 
 “other information that would indicate to an evaluator which company is proposing,” can the 
 State clarify how much information vendors are to include within their Scope of Work response 
 to achieve a passing score while, at the same time, not providing distinguishing information? 
 


The State does not disclose this information.   
 
247. Amendment 1 The RFP language has been changed to read, “A Certificate of Authority must 
 be provided upon contract award.” Can the State clarify if “contract award” is the “Selection of 
 vendor” date included on Page 226 of the RFP, which is “on or about 9/22/16?”  If the Vendor 
 has Substantial Progress towards a COA will they be permitted to continue in the process after 
 9/22/16? 
 


Selection of vendor is on or about 9/22/16.  After the selection, there may be negotiations.  
Once this process is completed, the contract will be awarded.  The process should be 
completed and on the Board of Examiners agenda by 11/01/16 for approval at the 12/13/16 
meeting.  


 
248. Section 1.2.2  The RFP states: “The contracts resulting from this RFP shall be effective from 
 July 1, 2017, to June 30, 2021 with the possibility of two (1) year extensions if in the best 
 interest of the State. The mandatory geographic service areas included in the contracts will be 
 urban Clark and Washoe Counties.” Can the State clarify how many contracts will be awarded 
 for each service area? 
 


The State declines to answer. 
 
249. Section 3.4.6.2 Whether vendors choose to use the FFS formulary or one of their own, are 
 vendors permitted to negotiate and collect supplemental drug rebates from pharmaceutical 
 manufacturers? 


No.   
 
250. Section 3.4.6.2  The RFP states, “Vendors who utilize the FFS formulary will receive a higher 
 point value in the RFP evaluation.” Can clarification be provided as to how many additional 
 points will be provided to vendors that choose to utilize the FFS formulary? Further, as this is a 
 pass/fail evaluation, can the State provide detail on how points are awarded to vendors? 
 


The State does not disclose weight measures. 
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251. Section 9.1.13  The RFP states, “Written responses must be in bold/italics.” Does the State 
 have  a preferred font and/or size? Are exhibits, highlight boxes, and tables excluded from the 
 “bold/italics” requirement? Can Arial Regular/Narrow be used for exhibits and tables? 
 


The State requests vendors to exercise their best judgment.  
 
252. Section 9.1.14  Due to the complex nature of certain workflow/process flow diagrams, may 
 vendors use a larger paper size (e.g., 11x17) for those exhibits? 
 


Refer to question 251 of this amendment. 
 
253. Section 4.1.14  Can vendors submit the Financial Information in electronic format? Can this 
 information be included within the Public Records Flash Drive? 
 


No, refer to Section 9.6 of the RFP. 
 
254. Sections 9.2-9.6, 9.8  Vendors are being asked to provide a total of 35 binders. In an effort to 
 comply with the State’s request for vendors to not provide “unnecessarily elaborate responses 
 beyond what is sufficient to present a complete and effective response,” would the State 
 consider one original copy for each sealed package and an electronic copy? 


No. 
 
255. Section 3.12.2  Nevada appears to follow the National Association of Insurance Commissioners 
 (NAIC) guidelines. Would the State clarify if the $15,000,000 Performance Security Deposit 
 and subsequent adjustments can be included as part of the NAIC statutory capital requirements, 
 or if the $15,000,000 Performance Security Deposit is in addition to statutory capital 
 requirement following NAIC guidelines? 
 


This question should be directed to the Division of Insurance as they are the regulatory body 
for insurance companies which operate within the State.   


 
256. Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 
 vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 
 health plan (QHP) on the Individual Exchange of the State designated Health Insurance 
 Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 
 have a product available on the HIX will receive a higher point value in the RFP evaluation.” 
 As the Scope of Work is an anonymous pass/fail submission, can the State please clarify the 
 “higher point evaluation” aspect of the RFP evaluation? Further, the RFP does not appear to 
 provide any information regarding how Phase I Scope of Work submissions will be evaluated 
 other than vendors will either pass or fail this part of the evaluation; yet this requirement 
 appears to indicate there is a scoring methodology being applied. Can the State provide detailed 
 information on the overall Scope of Work scoring methodology as well as score weighting for 
 this specific QHP requirement? 
 


The State does not disclose weight measures. 
 
257. Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 
 vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 
 health plan (QHP) on the Individual Exchange of the State designated Health Insurance 
 Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 
 have a product available on the HIX will receive a higher point value in the RFP evaluation.” 
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 What is the state’s timeline expectation for Silver QHP implementation, including network 
 development? If an MCO commits to providing a Silver QHP, but cannot commit to a 2017 
 QHP go-live, will the MCO be scored lower? Can the State provide additional information to 
 score weighting for vendor submissions that may not include a Silver QHP commitment as 
 opposed to those that do? 
 


The bid requires the statement of willingness to comply as outlined in 3.2.3. The expectation 
is the requirement be initiated as soon as possible after Board of Examiners approval, but no 
later than 2018. 
 
The State does not disclose weight measures. 


 
258. Section 4.1.2  RFP Section 4.2.1.4 that states, “Provide the same information for any proposed 
 subcontractors as requested in Section 4.1, Vendor Information,” can the State clarify if 
 “Vendor Information” means all information included in 4.1 and its subsections, specifically, 
 4.1.12.7 (“provide copies of any current licenses or certifications, including your license to 
 operate as an HMO in Nevada”) and the information requested in 4.1.14.3 (“The last two years 
 and current year interim: A. Profit and Loss Statement and B. Balance Statement”)?  If vendors 
 are required to supply financial information for all subcontractors, can this information be 
 provided electronically? If not registered in Nevada, are subcontractors required to register as 
 foreign corporations before contract execution? 
 


The State does not require financials from subcontractors; however, it is the awarded 
vendor’s responsibility to ensure subcontractor meets all requirements outlined in the RFP.    


 
259. Section 11.1  The RFP states, “The information in this section does not need to be returned 
 with the vendor’s proposal.” However, Section 11.1.6 states, “Proposals must include any and 
 all proposed terms and conditions, including, without limitation, written warranties, 
 maintenance/service agreements, license agreements and lease purchase agreements. The 
 omission of these documents renders a proposal non-responsive.” Can the State clarify what 
 information, if any, included in RFP Section 11 needs to be included in proposal submissions? 
 


Refer to question 251 of this amendment. 
 
260. Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 
 conditions, including, without limitation, written warranties, maintenance/service agreements, 
 license agreements and lease purchase agreements. The omission of these documents renders a 
 proposal non-responsive.” If vendors are to include this information within proposal 
 submissions (see contradictory language in RFP Section 11.1), can the State clarify where the 
 information is to be included? 


 
Refer to question 251 of this amendment. 


 
261. Section 11.1.10  The RFP states, “A description of how any and all services and/or equipment 
 will be used to meet the requirements of this RFP shall be given, in detail, along with any 
 additional informational documents that are appropriately marked.” If vendors are to include 
 this information within their proposal submissions (see contradictory language in RFP Section 
 11.1), can the State clarify where the information is to be included? 
 


This section is to provide basic guidelines to ensure vendors submit a responsive proposal.  
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262. Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 
 conditions, including, without limitation, written warranties, maintenance/service agreements, 
 license agreements and lease purchase agreements. The omission of these documents renders a 
 proposal non-responsive.”  Can the State provide more information regarding what information 
 needs to be provided with vendor proposal submissions if vendors are to include this 
 information within their proposal submissions (see contradictory language in RFP Section 
 11.1)? Does this relate to any agreements with any proposed subcontractor for any/all proposed 
 services? Does this refer to providers within proposed networks? 
 


Refer to question 261 of this Amendment. 
 
263. Section 11.1.12  The RFP states, “Proposals which appear unrealistic in the terms of technical 
 commitments, lack of technical competence, or are indicative of failure to comprehend the 
 complexity and risk of this contract, may be rejected.” Can the State provide more guidance on 
 how vendors should provide detailed information regarding technical competence in the Scope 
 of Work while not violating the mandate to not present company information that “would 
 indicate to an evaluator which company is proposing?” 
 


Refer to question 261 of this Amendment. 
 
264. Section 3.4.2.15-A   The RFP states, “The CCP must identify the goals and objectives of the 
 vendor’s cultural competency program and encompass the goals and objectives described in the 
 DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS).“ Can the State 
 confirm the date and/or version of the DHCFP QAPIS for encompassing and aligning goals and 
 objectives. Is it the 2014-2015 version located here: 
 http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-
 2015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(
 QAPIS).pdf 
 


The correct link is below.  
 
http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-
17_QAPIS_Report_F1.pdf  


 
265. Section 3.5.7.10-R  The RFP states: “Receiving Long Term Services and Supports, such as but 
 not limited to, Personal Care Services and/or Home Health. When a recipient changes vendors 
 or reverts to FFS while hospitalized, the transferring vendor shall notify the receiving vendor, 
 the receiving provider, or [emphasis added] the DHCFP Quality Improvement Organization 
 (QIO) like vendor as appropriate.” 1. Can the State clarify which parties shall be notified and 
 what constitutes “as appropriate” (e.g. Should all providers and vendors rather than “or” be 
 notified, or only those involved in direct recipient care as outlined in discharge planning or 
 service coordination plan)?  2. Can the State indicate if there is a time frame for this 
 requirement--within what timeframe from change to FFS and notification? 
 


Notifications should be made to all involved parties providing, or who will be providing, 
direct recipient care.  If the member reverts to FFS, the QIO-like vendor should be notified.  
The notification process should be made as soon as the change is known.  Any transition 
between FFS, MCO vendors or the HIX should be coordinated to ensure medically necessary 
services are received timely and without interruption. The vendor must have policies and 
procedures to ensure a recipient's smooth transition from FFS/other vendors. Unless 


Amendment 2 RFP 3260 Page 45 of 51 



http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-%092015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(%09QAPIS).pdf

http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-%092015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(%09QAPIS).pdf

http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-%092015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(%09QAPIS).pdf

http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-17_QAPIS_Report_F1.pdf

http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-17_QAPIS_Report_F1.pdf





otherwise identified in this RFP, changes to the care plan should be based on an updated 
assessment, recipient needs and medical necessity standards. 


 
266. Section 3.4.2.5  The RFP states, “DHCFP, at its sole discretion, may require removal of the 
 prior authorization requirement based on reported approval percentage rates.” How does the 
 State determine the threshold for removing the requirement? 


 
The DHCFP will work with MCOs for continuity, access and to decrease administrative 
burden.  This may be accomplished through data analysis, national standards, quality 
initiatives or historical trends. 


 
267. Section 3.6.1.1-20  The RFP states, “To the extent available, quality and performance 
 indicators, including recipient satisfaction.” 1. Can the State clarify “to the extent available” 
 and the depth of information requested: Should proposer include particular indicators in the 
 Member Handbook itself—and with results--or pointers to indicators and/or results on public 
 websites? 2. Is this request for state-specific indicators or national? 


 
This is intended to be a general summary of state specific quality and performance 
indicators. There can be a reference to other documents or web for information on 
3.6.1.1.B.20. 


 
268. Section 9.2.3.1  Considering the requirement that Vendors should submit their response to 
 Scope of Work anonymously, should vendors leave the “Vendor Name” and “Address” fields 
 blank on the title page to the Scope of Work response? 
 


Yes. 
 
269. Sections 9.1.1 and 9.1.6  The RFP states, “Vendors’ proposals must be packaged and submitted 
 in counterparts; therefore, vendors must pay close attention to the submission requirements.” 
 RFP Section 9.1.6 states, “Vendors may submit their proposal broken out into the four (4) 
 sections required, or five (5) sections if confidential technical information is included, in a 
 single box or package for shipping purposes.” Please confirm it is permissible for Vendors to 
 include the entire response in a single package, including the scope of work response, 
 considering the scope of work response is an anonymous submission. 
 


Yes. 
 
270. Section 9.2.3.2  The RFP states: “Vendor shall not include a company name or any information 
 that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 
 Vendors must submit their response to the Scope of Work anonymously. A vendor shall not 
 include or refer to its name, address or other information that would indicate to an evaluator 
 which company is proposing.” Considering Scope of Work responses will not have any 
 information that identifies its organization, does the State have a mechanism in place that will 
 allow it to keep track of which anonymous Scope of Work response is submitted by each 
 vendor so it can identify which vendors have passed that evaluation portion? 


Yes. 
 
271. Section 10.2  The RFP states “Proposals shall be consistently evaluated and scored in 
 accordance with NRS 333.335(3) based upon the following criteria: 10.2.4 Expertise and 
 availability of key personnel.” Furthermore, section 3.15.3.3 of the RFP (p. 174-174) states 
 “With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
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 assigned to any other responsibility and must be housed in the vendor’s Nevada administrative 
 offices, key personnel may be responsible for more than one area.” This section also lists the 
 following eight named “key positions” for which Section 4.4 (p. 217) requires resumes: 
 Administrator, Chief Financial Officer, Medical Director, Recipient Services Manager, 
 Provider Services Manager, Grievance and Appeals Coordinator, Claims Administrator, and 
 Nevada Operations Manager. Please clarify State’s definition of “availability” and how 
 “availability of key personnel” is evaluated, measured, and scored when the RFP specifies the 
 Nevada Medicaid/CHIP Operations Manager as the only position that must be located in 
 Nevada without any other assigned responsibility. 
 


Key personnel must be available to meet all aspects of the RFP. 
The scoring information is not disclosed during this process.  


 
272. Attachment G and Section 4.4  The RFP states, “A resume must be completed for each 
 proposed key personnel responsible for performance under any contract resulting from this RFP 
 per Attachment G, Proposed Staff Resume.” RFP Section 9.3.3.7 states, “Vendors must include 
 all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this section.” And 
 Attachment G states, “A resume must be completed for all proposed prime contractor staff and 
 proposed subcontractor staff using the State format.” Is it required to provide Attachment G for 
 each key personnel for the contractor and subcontractor or is it for all proposed staff? 
 


A Resume for key personnel of the contractor and the subcontractor. 
 


273. Section 3.14.5.5  The RFP refers to a Vendor’s “Chief Executive Officer” please confirm if this 
 position is equivalent to the “Administrator” role, specified in RFP Section 3.15.3.3, or if the 
 “Chief Executive Officer” is an additional required position. 
 


Yes.  The State confirms that the Administrator is equivalent to the Chief Executive Officer. 
 
274. Section 3.6.3.2  The RFP states: “The vendor must offer every enrolled recipient a PCP or 
 Primary Care Site located within a reasonable distance from the enrolled recipient’s place of 
 residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from 
 the enrolled recipient’s place of residence per NAC 695C.160 without the written request of the 
 recipient.” This could raise concerns in remote rural areas in a state that covers more than 
 110,500 square miles. Would this rule apply if geographic areas are expanded beyond the 
 mandatory areas noted in RFP Section 1.2.2? If so, would exceptions be granted for remote 
 locations where there simply are no appropriate providers? 
 


If additional geographic areas are included during this contract period, there will be 
appropriate adjustments made to access standards. Rules stated in this RFP are for urban 
Washoe and Clark Counties. 


 
275. Attachment Q  Will an actuarial report detailing the development of the 2016 managed care 
 rates be available prior to the submission of the RFP? 
 


Refer to question 2 of this amendment. 
 
276. Section 5  Will a data book of historical medical costs be provided to assist in the bidders’ cost 
 proposal? 
 


Refer to question 2 of this amendment. 
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277. Section 6 Will the Administrative Rate be re-negotiated after the first year of the contract or as 
 there are changes to covered services or eligibility requirements? 
 


No 
 
278. Section 3.15  Are there any specific staffing ratios required by the vendor that should be 
 considered in the Administrative Rate? 
 


Except as specifically indicated in this RFP there are no staffing ratio requirements. There 
must be sufficient staffing levels of appropriately qualified staff to meet the requirements of 
this RFP. 
 


279. Section 3.4.3.2  HIS / Tribal Clinics are listed as Essential Community Providers that must be 
 contracted but are later listed as an “excluded population” in 3.4.4.2 and MCO is not required 
 to pay for services received at a Tribal Clinic. Must we contract with Tribal Clinics if an 
 excluded population? 
 


No contract is required but IHS/Tribal clinics must be identified as essential community 
providers and enrolled in network. 
 


280. Section 3.4.4.2  Do FQHCs maintain contracts with schools to provide School Based Child 
 Health Services under this contract? Are MCOs required to contract with both FHQCs and 
 School Based Child Health Services provider? 
 


Refer to beginning of this amendment. 
 
281. Section 3.16.6.1  Please clarify if documents used in the recruitment and network development 
 contracting phase, including mass mailings, require DHCFP prior approval? 


 
Refer to beginning of this amendment. 


 
282. Section 1.5.7   Can an employee from an awarded MCO sit on the DHCFP Medical Care 
 Advisory Committee? 
 


NRS 422.153 governs the composition of the Medical Care Advisory Committee. The 
Director of the Department of Health and Human Services appoints each member.   
  
 Given the function of the committee, the DHCFP interprets that it would be a conflict of 
interest for an employee from an MCO to sit on this committee. 


 
283. Section 1.7  Will the State make available historical MMIS data (e.g., providers utilization, 
 encounters, payments) to awarded vendors? 
 


Refer to question 2 of this amendment. 
 
284.  Section 3.7.4  Please clarify when MCOs need DHCFP approval of subcontracts - prior to 
 contract award or prior to go-live? 
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All Subcontracts, excluding network provider contracts but including delegation agreements, 
must be in writing and must be prior approved by the DHCFP. Refer to ATTACHMENT S – 
LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS 


 
285. Section 1.5.2  Can you confirm that non-emergency transportation is carved out of this contract 
 and procured separately by DHCFP? 
 


Yes.  The State confirms non-emergency transportation is carved out of the RFP. 
 
286. Section 3.2  The RFP states “Vendors who have or will have a product available on the HIX 
 will receive a higher point value in the RFP evaluation.”  Can the State provide more 
 information as to what the difference in point value, if any, would be between vendors who 
 intend to have a product available on the HIX and those who already have such a product? 
 


The State does not disclose weighted measures. 
 
287. Section 3.4  The RFP states, “The vendor shall not issue any insurance certificate or evidence 
 of insurance to any Medicaid or Nevada Check Up recipient. Any insurance duty shall be 
 construed to flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up 
 enrolled recipient.” The COA application requires a copy of the form of evidence of coverage 
 to be issues to the enrollees.  Can the State provide clarification as to whether the form of 
 evidence of coverage is issued by the vendor or by DHCFP? 
 


All Medicaid recipients receive a Medicaid card through DHCFP's QIO-like vendor. 
Eligibility should be verified through the Eligibility Verification System (EVS) at minimum 
monthly and/or prior to provision of services. 
 


288. Sections 3.7, 3.7.2.11, and 3.15.6.1  The RFP requires vendors to “establish and manage 
 appropriate provider networks and maintain existing written provider agreements…” The RFP 
 further states “the vendor must provide to the DHCFP supporting documentation…which 
 demonstrates it has the capacity to serve the expected enrollment in its service area in 
 accordance with the DHCFP’s standards for access to the care at the time it enters into the 
 contract with the State…” The RFP states, “Beginning no later than 60 days prior to the service 
 start date, the vendor shall implement procedures necessary to obtain executed subcontracts and 
 Medicaid provider agreements with a sufficient number of providers to ensure satisfactory 
 coverage of initial enrollments.” Can the State clarify the deadline when contracted provider 
 networks must be established? When the provider agreements need to be in place? 
 


By contract start date the vendor must have sufficient network to manage all recipient needs 
per contract ratios, access standards and all components of this RFP. 


 
289. Section 3.4.3.2 Please provide a definition of “Community Paramedicine” as an Essential 
 Community Provider. 
 


This is a new service. Prior to this program going live there will be an update to the MSM. 
 
290. Section 3.4.2.7 E. The geographic location of providers and enrolled recipients, considering 
 distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 
 by recipients, and whether the location provides physical access for recipients with disabilities. 
 Primary Care Provider (PCP) or Primary Care Site may not be more than 25 miles from the 
 enrolled place of residence without the written request of the recipient. RFP page 92 states that 
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 PCPs may not be more than 25 miles from the enrolled recipients place of residence.  The 
 7/7/16 memo regarding “Network Requirements for COA and RFP” shows a standard of 15 
 minutes or 10 miles for PCP access in a Metro area in the table.  Which standard are we 
 following, the 25-mile or 15-minute/10 mile standard? The State’s 7/7/16 memo regarding 
 “Network Requirements for COA and RFP” includes county populations but does not include 
 potential Medicaid population. Can the State provide projected Medicaid populations to be 
 covered? This information would help us to develop network based on density ratios. 
 


Unless there are substantial benefit and/or program changes (ie expansion of managed care 
to MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend 
and therefore no significant impact upon these metrics outside of routine program churn 
and population transience. 
 
The DHCFP has contract access standards that must be met. If additional standards are 
needed to meet COA requirements, then those would also need to be met. 


 
291. Section 2: The term care-coordinator is included in the definitions on page 13 but is not used 
 anywhere else in the RFP. Should this definition instead be for case manager, the term used 
 throughout the RFP? 
 


Yes, in the RFP those terms are interchangeable as long as service specification and 
qualifications are met. 


 
292. Section 3.1.7: Please provide more specific information about the catchment areas outside of 
 the State of Nevada. Will the vendor be required to establish contracts in these areas if 
 sufficient access can be provided with Nevada-based providers?  
 


The vendor would either need to establish a contract, cover services out of network, and/or 
ensure timely access with a contracted provider. Also refer to 3.4.2.9. See question 204 of this 
amendment. 


 
293. Section 3.2: What is the expected point differential between vendors who provide or propose to 
 provide plans on the State-Designated Health Insurance Exchange and those that do not? 
 


The State does not disclose weight measures.   
 
294. Section 3.4.4.4: Is it acceptable to provide Tobacco screening as part of an SBIRT intervention, 
 and is the SBIRT modality included in the proposed capitation rates? 
 


Tobacco screening is not a part of SBIRT intervention. 
 
295. Section 3.4.6: Are vendors permitted to include mail-order pharmacies in their networks? 
 


Yes, but the recipient may not be billed for the shipping fee.  
 
296. Attachment Q: Will DHCFP please provide the capitation rate development report completed 
 by the actuary in order for bidders to understand the methodology used to develop the rate 
 cells?  
 


Refer to question 2 of this amendment. 
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 5 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: July 27, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
QUESTIONS & ANSWERS 
 
The following responses are in reference to Amendment 2 of RFP 3260.  Question number’s below 
relate to the same question number in Amendment 2. 
 
2. General question: Please provide any current available operational/administrative  reporting on 
 the existing managed care program for: number of authorizations monthly, number of 
 claims paid monthly, monthly call metrics, etc. 
 


Attachment to 
Amendment 5 question   


Attachment to 
question 2 Amendmen   


 
5. RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they will have a product available on the HIX  as 
 stated in this section. 
 
 The State does not disclose weight measures.   
 
10. RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and 
 what services are included in the global payment? 
 


Attachment to 
Amendment 5 question  
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32. Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was 
 used to develop these Managed Care Capitation Rates, including volume/frequency of 
 historical Kick Payments by month for the last 24 months. Please provide an Actuarial 
 certification/memorandum that explains the development/build-up of these Managed Care 
 Capitation Rates. 
 


Refer to question 2 of this amendment. 
 
113. Regarding Attachment Q, Please provide the actuarial certification (which would outline the 
 rate development methodology) and supporting documents used in the development of these 
 rates. 


 
Refer to question 2 of this amendment. 


 
114. Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 
 utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 
 category of service) used to develop the capitation rates. 
  


Refer to question 2 of this amendment. 
 
137. Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred  by 


 region, rate cell, and transplant type for each of the last three state fiscal years. 
 


A databook will be released shortly.  This databook will contain claims reported from 
participating MCOs for State Fiscal Years (SFY) 2014 and 2015.  These claims, including an 
estimate of IBNR, were reconciled to claims reported (with IBNR) in financial documents 
presented by the participating MCOs to the State of Nevada.  In this process, it was 
determined that the difference between the two sources was small enough that it could be 
reasonably expected to be due to differences in IBNR estimates. 
 
The data presented in the databook is adjusted for estimated completion.  The incomplete 
data included one month of claims runout for one of the MCOs and two months for the other 
MCO.  Completion factors were applied to 6-month periods (e.g. Jan 2015 – Jun 2015).  No 
completion factor was applied to capitation payments as they were assumed to be complete.  
Note that factors are calculated and applied separately by plan and major service category 
(Inpatient, Outpatient, Physician, Pharmacy). 
 
The data in these cost models is also adjusted to be net of PCP enhancement payments put in 
place by the Affordable Care Act.  In Calendar Years 2013 and 2014, each health plan was 
required by federal law to make enhancement payments for primary care services provided 
by individuals classified as primary care physicians (PCPs).  The State of Nevada initially 
extended this mandate through June 30, 2015, then did not extend the mandate beyond June 
30. We removed any enhancements paid in the base data to account for this program. 
 
The databook does not separate costs by transplant type.  This has not been a standard part 
of rate development or data processing, and transplant type is not reflected in the State’s rate 
cell structure. 


 
138. Attachment Q: Please provide the annual utilization trends used in the development of the 


 capitation rates by region, rate cell, and category of service. 
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The table below shows the utilization and unit cost annualized trends used to develop the 
calendar year 2016 rates. 
 


Table 1 
Trend Rates Used in CY 2016 Rates 


 


 
 TANF/CKUP   Expansion  


   Utilization   Unit Cost   Utilization   Unit Cost  
 Inpatient  1.5% 0.0% 0.0% 0.0% 
 Outpatient  -2.5% 1.0% -3.5% 1.0% 
 Emergency Room  3.5% 0.5% 2.0% 0.5% 
 Professional  0.5% 2.0% 0.5% 2.0% 
 Pharmacy  3.4% 11.9% -2.0% 10.9% 
 Hepatitis C Drugs  41.3% -2.5% 48.4% -2.9% 
 Dental  0.5% 2.0% 0.5% 2.0% 
 OVERALL  1.1% 2.5% 1.4% 1.8% 


 
The trends were applied to the entire experience period at the level presented above, and do 
not vary by region or age/gender.  Sub-capitated costs were trended at the level appropriate to 
the type of service covered under the capitation.  For example, capitation payments intended 
to cover PCP services were trended at the Professional rate. 


 
139. Attachment Q: Please provide the annual cost trends used in the development of the capitation 


 rates by region, rate cell, and category of service. 
 


Please see the response to question #138 above. 
 


140. Attachment Q: Please provide the annual per member per month trends used in the 
 development of the capitation rates by region, rate cell, and category of service. 
 


Please see the response to question #138 above.  The per member per month trends are the 
product of the utilization and unit cost trends in Table 1. 
 


141. Attachment Q: Please provide a listing of and the factors applied for each historical program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Below is a list of historical program changes included in the rate development.  The impacts 
stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of 
developing each factor is the methodology used for the CY 2016 rates.  The databook does 
not include the impact of these adjustments. 
 


• Fee schedule adjustments: Experience period data was adjusted to account for 
historical fee schedule changes.   
 
The State of Nevada made changes to their fee schedules for several provider types 
effective July 1, 2015: 


o Acute Inpatient Hospitals, Excluding NICU Days 
o Physicians 
o Advanced Registered Nurse Practitioners 
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o Nurse Midwives, and  
o Physician Assistants. 


 
For the acute inpatient hospitals, per diem rates increased 5% effective July 1, 2015.  
Therefore, we applied a 5% increase to all paid claims at an acute inpatient facility, 
as identified by specialty codes provided by the health plans. The only exceptions to 
this increase were for payments for NICU bed days and Inpatient Behavioral Health 
claims which did not receive a 5% increase. 
 
For the other rate adjustments, we used specialty code to identify qualifying providers 
and claims. However, rate changes were applied as a percentage change to the paid 
amounts reported by the MCOs, with distinct percentages calculated for each unique 
combination of HCPCS, modifier, and provider type. For claims missing specialty 
code, we effectively populated specialty code by assuming these claims would follow 
the same distribution by provider type as those claims with specialty code populated 
for the same category of service.  
 
The State of Nevada has proposed making three additional changes to the fee 
schedule effective July 1, 2016. The proposed rate changes would increase Acute 
Inpatient Hospital rates (excluding NICU days and Inpatient Behavioral Health 
claims) by another 5%, increase Home Health reimbursement 25%, and increase 
Physician E&M rates by 5%. We have pro-rated the impact of these adjustments over 
the entire calendar year.  
 
The impact of the fee schedule adjustments was a 5.4% increase to total claims 
underlying our analysis (both historical and prospective fee schedule adjustments are 
included in this impact).  The impacts by population and major service category are 
shown in Table 2 below. 


 
Table 2 


Impacts of Fee Schedule Increases on CY 2016 Rates 
 


  
TANF 


 
Check-Up 


 
Expansion 


 
Total 


Service Category 
 


Impact 
 


Impact 
 


Impact 
 


Impact 


         Inpatient 
 


5.8% 
 


6.1% 
 


6.0% 
 


5.9% 
Outpatient 


 
0.0% 


 
0.0% 


 
0.0% 


 
0.0% 


Physician/Other 
 


10.7% 
 


11.5% 
 


8.3% 
 


9.9% 
Pharmacy 


 
0.0% 


 
0.0% 


 
0.0% 


 
0.0% 


Dental 
 


0.0% 
 


0.0% 
 


0.0% 
 


0.0% 
Capitation 


 
0.0% 


 
0.0% 


 
0.0% 


 
0.0% 


         Total   6.2%   5.7%   4.4%   5.4% 
 


• Safety Net Provider Access Enhancement Payment: Beginning January 2014, 
capitation rates were set to include an amount intended to ensure access to critical 
health care providers.  For 2016, the enhancement for TANF/CHAP and Check-Up 
prior to premium tax is $10.62 PMPM for TANF and Check-Up and $15.64 PMPM 
for Expansion.  This enhancement was allocated to rate cells as a fixed percentage of 
premium.  An increase of 7.1% was applied to TANF/CHAP and Check-Up, and a 
3.9% increase was applied to the Expansion population. 
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• Behavioral Health Facility Services: Due to a policy change approved by the State, in 
2015 MCOs began to cover Behavioral Health costs at Institutions for Mental 
Disorder (IMDs) in lieu of inpatient behavioral health services at higher cost 
facilities.     
 
Initial experience data suggests that this increased access to behavioral health 
services led to significantly increased utilization of behavioral health services.  To 
account for this increased utilization, we applied an increase in inpatient behavioral 
health services of 31.8% for TANF and Check-Up and 37.2% for Expansion to base 
period utilization.  This adjustment brought the base data to a level consistent with 
2015 YTD utilization.   
 
One driver of the need to make IMD services available was the need to increase the 
per diem cost paid for behavioral health services in acute facilities.  As a result of this 
per diem increase, we observed a significant, one-time increase in cost per day for 
behavioral health services.  It was necessary to account for this unit cost increase, 
while recognizing that a significant portion of behavioral health services are now 
being provided by lower cost IMDs.  To determine the appropriate adjustment, we 
calculated the actual cost per day in the first half of 2015.  The base period 
experience for inpatient behavior health services in each rate cell was then set to the 
greater of the assumed IMD cost per day ($650) and the actual base period cost.  
Because the base period cost differed by rate cell, the impact of this change also 
differed by rate cell.  The impact to the overall medical rate was 0.8% for TANF, 
1.1% for Check-Up and 1.9% for Expansion. 


 
• NICU Level II Payments:  In 2015, the State of Nevada changed their policy to pay 


NICU Interqual Level II claims at the Level III payment rate. 
 
Our determination of an appropriate adjustment for this change was developed using 
emerging experience from the first part of 2015 as a basis.  The impact to the claims 
data underlying our medical rate development was an increase of 19.9% to the 0-1 
year old rate cell in Washoe County and 16.5% in Clark County. 


 
• Expansion adjustments for duration and historical anti-selection:  We expect the 


Expansion population to differ between the projection period and the base period.  
These differences would arise from two key sources: 
 


o Changes in spending based on a member’s time from initial enrollment (or 
“duration”) - For example, previous rate development assumed there would be 
some level of pent-up demand, which would result in increased utilization 
during early durational periods for members who previously had not had 
healthcare coverage.   


o Changes based on the morbidity level of members – Previous rate development 
assumed that early enrollees in the Medicaid expansion program would be 
sicker, requiring more care and therefore driving up capitation rates in the 
initial stages of the program. 


 
According to our analysis, these impacts offset each other, with a net combined 
impact of 0.25% across Expansion rate cells. 
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142. Attachment Q: Please provide a listing of the factors applied for each prospective program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Below is a list of prospective program changes included in the rate development.  The 
impacts stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of 
developing each factor is the methodology used for the CY 2016 rates.  The databook doesn’t 
include the impact of these adjustments. 
 


• Fee schedule adjustments: Experience period data was adjusted to account for 
prospective fee schedule changes.  For a complete description of fee schedule 
adjustments, please see question #141. 
 


• ABA services: Beginning 1/1/2016, Applied Behavioral Analysis (ABA) services will 
be covered under managed care.  These services are available to individuals under 
age 21 based on medical necessity.  To be considered for this program, a diagnosis of 
Autism Spectrum Disorder (ASD) must be present. 
 
The assumed impact of including ABA services in the CY 2016 rates is $1.58 PMPM 
for TANF membership, $1.97 for Check-Up enrollees, and $0.05 for Expansion 
adults.  These amounts include administrative costs and premium tax.  The impact 
did differ by rate cell.   
 


• Hepatitis C: Beginning March 1, 2016, we expect that Nevada Managed Medicaid 
plans will no longer be able to restrict access to Hepatitis C drugs based on fibrosis 
level.  Prior to March 1, 2016, members with fibrosis levels 0, 1 and 2 were only 
prescribed a Hepatitis C drug if it was deemed medically necessary under the internal 
criteria used by each MCO.  Drug prescriptions are still based on medical necessity, 
but increased access and the new limitation on restrictions will likely increase 
utilization of Hepatitis C drugs. 


 
The trends applied to Hepatitis C, shown in Table 1, are meant to account for this 
program change. 


 
 143. Attachment Q: Are there any expenses included that would be considered a “pass  
  through” payment to any provider or IGT where the vendor will have no risk?  If so, 
  please describe each  type and process for payment.  For each pass through, please 
  provide the amount included in the rate by rate cell. 
 


 Refer to question 2 of this amendment. 
 


 153. What methodology and assumptions were used to develop the managed care capitation 
  rates in attachment Q and what was the rationale for each assumption? 
 


 Refer to question 2 of this amendment. 
 
154. What is the underlying utilization profile of the beneficiary population used in 


 developing capitation rates?  Please provide granular and comprehensive information on 
 the population's utilization by type of service (e.g., ED visits per 1000 members, OP 
 surgical visits per 1000, IP admissions per 1000 members, inpatient CMI). 
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 6 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: August 4, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 New opening date September 1, 2016  


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
RFP TIMELINE CHANGES: 
 


Task Date/Time 


Deadline for submitting questions 7/12/16 @ 5:00 PM 


Answers posted to website  On or about 7/19/16  


Deadline for submitting second set of questions 7/28/16 @ 5:00 PM 


Answers posted to website  On or about 8/4/16  


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 8/31/16  


Deadline for submission and opening of proposals No later than 2:00 PM on  9/1/16  


Evaluation period Phase I (approximate time frame) 9/2/16 ~ 9/22/16  


Evaluation period Phase II (approximate time frame) 9/23/16 ~ 9/27/16 


Selection of vendor  On or about 9/27/16 


Anticipated BOE approval 12/13/16 


Contract start date (contingent upon BOE approval) July 1, 2017 
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RFP REVISIONS: 
 


1. The following sections are to be revised: 1.8.1 (Phase I); 9.2.3.2 (Part IA) 10.1.1.1 (Phase I). 
 


Revised language:  
 


1.8.1 Phase I ~ RFP Submission  
 


Vendors must follow the guidelines below: 
 


1.8.1.1 The Phase I Submission is an Anonymous Pass/Fail Submittals 
Evaluation. 


 
1.8.1.2 The Purchasing Division or other suitable individual will perform the 


evaluation of the pass/fail portions of this solicitation. 
 
1.8.1.3 Vendor shall not include its company name, address, tradename, 


trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work.  


 
1.8.1.4 Vendors must submit their response to the Scope of Work 


anonymously.  A vendor shall not include in its response to the Scope of 
Work its company name, address, tradename, trademark, service mark, 
or any distinctive symbol, logo or slogan used by the vendor in its 
advertising materials.  The State will not be responsible for searching 
for or redacting any identifying information from the response to the 
Scope of Work. 


 
1.8.1.5 It is important that you submit all proposals in the form requested and 


complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements of this RFP.   


 
9.2.3.2 Tab I – Section 3 – Scope of Work 


 
Vendor shall not include its company name, address, tradename, 
trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work. 
 
Vendors must submit their response to the Scope of Work 
anonymously.  A vendor shall not include in its response to the Scope of 
Work its company name, address, tradename, trademark, service mark, 
or any distinctive symbol, logo or slogan used by the vendor in its 
advertising materials.  The State will not be responsible for searching 
for or redacting any identifying information from the response to the 
Scope of Work 
 
It is important that you submit all proposals in the form requested and 
complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements, Format and Content of this RFP.   
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Vendors must place their written response(s) in bold/italics immediately 
following the applicable RFP question, statement and/or section. 


 
10.1.1 Phase I ~ RFP Submission  


 
Vendors must follow the guidelines below: 


 
10.1.1.1 The Phase I Submission is an Anonymous Pass/Fail Submittals 


Evaluation. 
 
10.1.1.2 The Purchasing Division or other suitable individual will perform the 


evaluation of the pass/fail portions of this solicitation. 
 
10.1.1.3 Vendor shall not include its company name, address, tradename, 


trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work.  


 
10.1.1.4 Vendors must submit their response to the Scope of Work 


anonymously.  A vendor shall not include in its response to the Scope 
of Work its company name, address, tradename, trademark, service 
mark, or any distinctive symbol, logo or slogan used by the vendor in 
its advertising materials.  The State will not be responsible for 
searching for or redacting any identifying information from the 
response to the Scope of Work. 


 
10.1.1.5 It is important that you submit all proposals in the form requested and 


complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements of this RFP.   


 
2. RFP Section 3.16.25 must be submitted in Part I C ~ Confidential Technical Proposal. 


 
3. RFP Section 9.1.17 If a vendor changes any material RFP language, or fails to meet any 


mandatory RFP requirements, vendor’s response may be deemed non-responsive per NRS 
333.311. 
 


QUESTIONS & ANSWERS: 
 
1. Amendment 2: Q21 and Q129 (page 5 and page 22) - In Amendment 2, Questions 21 and 129 
 seem to provide different guidance. Question 21 states that the administrative rate in the Cost 
 Proposal (Attachment H) should be a percent of the medical costs. Question 129 states that 
 currently the administration and risk margin is 10.5% of premium. This point has a major 
 impact on the Cost Proposal. Please clarify whether we should provide the Cost Proposal 
 amount as a percent of medical costs or a percent of premium. 
 


% of med costs, as requested. 
 
2. Amendment 2: Q28 (page 6) - We have read your response to Question 28 in Amendment 2. 
 However, it was not clear to us if we should include the cost of premium tax in our 
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 administrative bid. Could you please clarify (i.e., should we include a line in our administrative 
 bid/Cost Proposal of 3.5% for premium tax)? 
 


Yes. 
 
3. Amendment 2: Q290 (page 49-50) - Question 290 in Amendment 2 references the 7/7/16 memo 
 regarding “Network Requirements for COA and RFP".  Where can MCO locate a copy of this 
 memo? 
 


The reference was in the question. The DHCFP is not aware of a memo dated 07/07/2016. 
Contact the Nevada Division of Insurance for information on obtaining a Certificate of 
Authority.   
If this was a memo from the Nevada Division of Insurance please contact them.  
 


4. RFP § 3.4.4.2.C.5 (page 50 of 268) - Item 2 of Amendment 2 indicated that Section 3.4.4.2.C.5 
 is to be deleted in its entirety, but the Attachment to Question 47 is a replacement of Section 
 3.4.4.2 and it includes Section 3.4.4.2.C.5.  Please confirm Section 3.4.4.2.C.5 should 
 nevertheless be deleted. 
 


Yes.  Section 3.4.4.2.C.5 is deleted.  
 
5. RFP § 3.16.25.1.A (page 197 of 268) - Question 18 of Amendment 2 requested clarification 
 regarding submission of information on ownership and control with the proposal.  Specifically, 
 the question asked whether there was a particular form the state would like vendors to use and 
 where in the proposal it should be submitted since Section 3 is supposed to exclude identifying 
 information.  The question asked whether it should be included in Part 1C, Confidential 
 Technical Submissions, because the disclosure includes Social Security Numbers and dates of 
 birth.  The answer was "Refer to the beginning of this amendment for RFP submittal 
 change."  However, the beginning of the amendment addressed only the information required 
 by section 3.18.5.1, not 3.16.25.1.  Please address the submission questions related to the 
 disclosure of information on ownership and control required by Section 3.16.25.1.A. 
 


Vendors should include response to this question in Part I C ~ Confidential Technical 
Proposal.   


 
6. RFP § 3.18.5.1 (page 205 of 268) - Item 1 of Amendment 2 refers to Section 3.18.5.1 as "the 
 old section" and indicates that "This information was under Scope of Work Section 3.18.5 
 NPI/API Transaction Requirements".  It then states that "Section 3.18.5.1 requested 
 information must be submitted under Section 4.1.3" in the table format provided.  Please clarify 
 this change - (a) is the entire paragraph that had been Section 3.18.5.1 now part of Section 4.1.3 
 in addition to the change in the table or (b) is the only change the addition of the two lines in 
 Section 4.1.3 and Section 3.18.5.1 remains unchanged? 
 


Yes the entire section that refers to providing any company information must be submitted 
under Section 4.1.3. 


 
7. Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - If a Vendor chooses to "utilize 
 the FFS formulary", how will the Managed Care Capitation Rates be adjusted to account for 
 this difference in expected claim cost? 
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Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of 
claims experience, trend, compliance, and performance. 


 
8. Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - What premium tax amount is 
 built into the Managed Care Capitation Rates in Attachment Q? Is it 3.5%? If not, please 
 provide the percentage. 
 
 Currently, it is 3.5% for Amerigroup; the effective rate is slightly less for HPN due to the 


sunset of a statutorial discount provision; respondents to this RFP can expect the rate to be 
3.5% barring any change in the 2017 Legislative Session. 


 
9. Amendment 2: Q128 and Q249; In Amendment 2, Questions 128 and 249 seem to provide 
 different guidance. Question 128 states that pharmacy rebate savings were included in the rates 
 (this is also confirmed in the data book provided in Amendment 5). However, Question 249 
 states that Vendors are not permitted to negotiate and collect supplemental drug rebates from 
 pharmaceutical manufacturers. Please clarify if Vendors are allowed to collect pharmacy 
 rebates from pharmaceutical manufacturers. 
 


Vendors that use their own PDL are able to negotiate contracts and collect supplemental 
drug rebates. If a prospective vendor chooses to use the FFS PDL they will not be able to 
collect  supplemental drug rebates. 


 
10. Amendment 2: Q249; Are Vendors allowed to collect pharmacy rebates from pharmaceutical 
 manufacturers if they choose to use the FFS formulary? 
 
 If they follow the FFS PDL then MCO’s will not be able to collect rebates. This will require 


a contract amendment with CMS. 
 
11. Section 3.16.25.2(A)(3): Given that social security numbers are highly sensitive and 
 protected personal information, to avoid inadvertent disclosure to the public, please confirm 
 that vendors are not required to provide this information in their ownership and control 
 disclosures required to be submitted with their proposals. See N.R.S.239B.030 and 
 N.R.S.603A.040. 
 
 Alternatively, in the spirit of N.R.S.239B.030 and N.R.S.603A.040, please confirm vendors can 
 exclude social security numbers from the original copy of their proposals and instead, provide 
 them in a separate envelope marked "Social Security Numbers, Confidential and Exempt from 
 Disclosure Under Attachment TBD." 
 


Refer to beginning of this RFP. 
 
12. Section 3.16.25: Section 42 CFR 455.104 regarding information on ownership and control 
 requires those disclosures to be made by managed care entities upon the proposal  submission.  
 See 42 CFR 455.104(c)(3)(i) and RFP Section 3.16.25.1(A).  Sections 42 CRF  455.105, 
 regarding information related to business transactions, and 42 CFR 455,106, regarding 
 information on persons convicted of crimes do not contain similar provisions requiring 
 disclosure at the time of bid submittal.  Consistent with the requirements of the Code of Federal 
 Regulations, please confirm that the only disclosures required at the time of bid submittal are 
 the vendor's ownership and control disclosures requested in RFP Sections 3.16.25.2-3.16.25.5 
 and that the business transaction and criminal conviction information requested in RFP 


Amendment 6 RFP 3260 Page 5 of 16 







 Sections 3.16.25.6 and 3.16.25.7 and the information requested in RFP Section 3.16.25.8  are 
 not required at the time of bid submittal. 
 
 


 Disclosures are due at any of the following times: 


 Upon the vendor submitting the proposal in accordance with the State's procurement 
 process. 


 Upon the vendor executing the contract with the State. 


 Upon renewal or extension of the vendor’s contract. 
 
 3.16.25.6 and 3.16.25.7 should be reported if available 
 
13. Section 8: In order to thoroughly review the answers to the first and second set of questions 
 including (i) the additional information that was provided through attachments and links in the 
 released amendments, and (ii) the data book, which the response to question 137 in 
 Amendment 5 says will be released shortly, to enable us to address any impact in our proposal 
 response, we respectfully request an extension for the deadline for the submission and opening 
 of proposals and ask that you consider an extension of twenty (20) business days. 
 
 The DHCFP is not able to accommodate the request for a twenty (20) business day 
 extension. The DHCFP will be able to allow a five (5) day extension with a new deadline for 
 submission and opening of proposals to no later than 2:00pm on 09/01/16. See updated RFP 
 timeline change above. 
 
14. Section 3.2: Please clarify how this requirement will receive a higher point value if the Scope 
 of Work is an Anonymous Pass/Fail Evaluation. 
 


Refer to beginning of this RFP. 
 
15. Section 3.4.6.2: Please clarify how this requirement will receive a higher point value if the 
 Scope of Work is an Anonymous Pass/Fail Evaluation. 
 


Refer to beginning of this RFP. 
 
16. 4.1.10 and 4.1.13 are exactly the same questions. Would the State consider eliminating one 
 question? 
 -4.1.10 Length of time vendor has been providing services described in this RFP to the public 
 and/or private sector. Please provide a brief description. 
 
 -4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
 public  and/or private sector. Please provide a brief description. 
 
 No. These are two separate requests.  If one is not applicable mark n/a.  
 
17. Attachment T includes a Section 1.2 and a Section 1.4, but no Section 1.3.  Please provide 
 the missing section?  
 
 There is no missing section.  The numbering has been corrected.  
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2017 Attachment T 
Forms & Reporting Gu      
 
 
18. Attachment T includes a Section 2.6.B and 2.6.D, but no Section 2.6.C. Please provide the 
 missing section.  
 
 There is no missing section.  The numbering has been corrected.  
 


2017 Attachment T 
Forms & Reporting Gu      
 
19. In Section 3.4.12.3. H Regarding the phrase: “Sixth Omnibus Budget Reconciliation Act aka 
 SOBRA,” Section 2 of the RFP (page 32) defines the “Supplemental Omnibus Budget 
 Reconciliation Act of 1996 (SOBRA).”  Is the SOBRA referred to in 3.4.12.3.H intended to be 
 the same SOBRA in Section 2 and used elsewhere in the RFP? If yes, does the “S” stand for 
 “Sixth” or “Supplemental?” 
 
 Yes. The "S" stands for "Supplemental" as defined by the State, it is referring to  the 
 Sixth Omnibus Budget Reconciliation Act (SOBRA) and is the same reference in 
 3.4.12.3.H and Section 2. 
 
20. Regarding the sentence in Section 3.12.4.7: “In addition, this system must include edits to not 
 allow for unbundling and the ability to pay certain State or local government providers the 
 federal share only.”  Please clarify this requirement. For example, please define “certain State 
 or local government providers” and “federal share only.”  
 
 For every dollar the state spends on Medicaid, the federal government matches at a rate that 
 varies year to year - Federal share only would be the federal match amount. Certain state or 
 local governments could include services provided through the counties or other DHHS 
 divisions (DPBH, ADSD, DCFS). 
  
21. Will the 834 file include any special needs or specific diagnosis codes/indicators for recipients? 
 If so, what will be included to assist the vendor in identifying new recipients who need a 
 specialty provider PCP assignment? 
 
 The 834 is a standard ANSIx12 transaction. Specification requirements will be determined at 
 a later date. 


 
22. Amendment 2, Question 1 has the following Question and State Response:  
 “Should a new entrant be awarded a contract, how will the initial membership assignment work 
 and would there be a minimum amount established?” 
 “An open enrollment period will be conducted prior to full implementation of all contracts that 
 result from this RFP.  Recipients will be given the opportunity to choose an MCO during this 
 period. 
 
 For recipients who do not select a vendor, or who are not automatically assigned to a vendor 
 based on family or previous history, the DHCFP will, using an auto-assignment algorithm 
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 which assigns newly approved Medicaid and Check Up recipients to the new entrant/s awarded 
 a contract.  The monthly auto assignment will be more heavily weighted to the new entrant/s 
 until their enrollment reaches within approximately 10% of the other plans average 
 enrollment.” 
 
 Please define the phrase “previous history.” Does this mean, for example, that a recipient who 
 does not select a plan could be auto-assigned back to the incumbent MCO in which they are 
 currently enrolled? If this is the case, would DHCFP consider modifying the auto-assignment 
 algorithm to better support financial viability for new entrants. For example, remove enrollment 
 in an incumbent MCO from the “previous history” definition.  If the answer is no, it may be 
 very difficult for a new entrant to achieve financial viability.   


 Refer to 3.5.6.1 and 3.5.6.3 
 Previous history refers to individuals who have been eligible in the past but lost eligibility for 
 two months or less as described in 3.5.6.4A.  
 
 If an individual is currently enrolled with an MCO and that plan is awarded a contract for 
 this RFP, the individual will remain with that MCO unless they choose another plan during 
 open enrollment. 
 
23. Amendment 2, Question 46 stated: “Section 3.4.2.8 B states members with disabilities must be 
 given an extra 30 calendar days to select a PCP.  Will DHCFP provide this information on the 
 enrollment file?” 
 DHCFP responded as follows: 
 No, this is the vendor's responsibility to coordinate based on recipient needs. 
 Please reconsider providing this information on the enrollment file, to the extent it is available. 
 Without this information, it will be very difficult for MCOs to identify recipients with a 
 disability AND comply with the requirement to assign all members to a PCP within 5 days. 
 
 The vendor can assign a PCP within the timeframe stated but members with disabilities must 


be given an extra 30 calendar days to make any changes. This information could be included 
in welcome packet or could be requested by the MCO with a reply card or welcome call.  


 
24. Amendment 2, Question 290 asked: Section 3.4.2.7 E. The geographic location of providers 
 and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the 
 means of transportation ordinarily used by recipients, and whether the location provides 
 physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care 
 Site may not be more than 25 miles from the enrolled place of residence without the written 
 request of the recipient. RFP page 92 states that PCPs may not be more than 25 miles from the 
 enrolled recipients place of residence.  The 7/7/16 memo regarding “Network Requirements for 
 COA and RFP” shows a standard of 15 minutes or 10 miles for PCP access in a Metro area in 
 the table.  Which standard are we following, the 25-mile or 15-minute/10 mile standard? The 
 State’s 7/7/16 memo regarding “Network Requirements for COA and RFP” includes county 
 populations but does not include potential Medicaid population. Can the State provide 
 projected Medicaid populations to be covered? This information would help us to develop 
 network based on density ratios. 
 
 Unless there are substantial benefit and/or program changes (ie expansion of managed care to 
 MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend 
 and therefore no significant impact upon these metrics outside of routine program churn and 
 population transience. 
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 The DHCFP has contract access standards that must be met. If additional standards are needed 
 to meet COA requirements, then those would also need to be met. 
 
 It appears that DHCFP answered one but not both questions posed by this bidder. Please 
 provide the exact distance standard MCOs are to use to determine network adequacy: 25-mile 
 or 15-minute/10 mile standard? 


 For standards required in this RFP see Section 3.6.3.2 Twenty-Five (25) Mile Rule. Also see 
 question #3. Additional standards may be required by the Division of Insurance for 
 certification and the direction would be to follow their guidance. 
 
25. Section 3.10.6.3.B states: The IQAP methodology must provide for review the entire range of 
 care provided by the vendor, including services provided to CSHCN, by assuring that all 
 demographic groups, care settings and types of services are included in the scope of the review. 
 The review of the entire range of care is expected to be carried out over multiple review periods 
 and not on a concurrent basis.  
 Please confirm the frequency with which DHCFP expects vendors to review the entire range of 
 care provided to recipients as part of the IQAP. 
 
 The DHCFP expects that this review occurs no less than annually. 
 
26. In response to the first round of bidders questions, DHCFP confirmed that dental services, 
 including orthodontics, are carved out. Since the MCO is responsible for coordinating EPSDT 
 and Comprehensive Well Child care services, please confirm that DHCFP will provide FFS 
 dental and orthodontic claims data so it can be incorporated into member records for the 
 purpose of coordinating care? 
 
 The DHCFP agrees that comprehensive data is needed for health care so to the extent 
 systems allow we will work to facilitate sharing data for coordination of care. Dental 
 providers will be responsible  to provide EPSDT and CMS-416 data for dental services. 


 
27. Amendment 2 clarified that RFP section 4.1.12.8 is asking for bilingual staff that will 
 specifically be assigned to Nevada. For new entrants, many of these staff positions are yet to be 
 filled. Please confirm that new entrants are exempt from this requirement. If not, please 
 confirm that in the absence of having a fully staffed plan until after contract award and Go 
 Live, new entrants may submit their bilingual recruitment/hiring goals. 
 


New entrants must have the ability to provide services to all eligible populations so new 
entrants are required to meet the terms outlined in the RFP and amendments. See section 
3.15.6. 


 
28. In the Submission Checklist on page 242 of the RFP, the table clearly states each tab heading 
 required for each binder. However, Section 9.1.10, states “Each section within the technical 
 proposal, scope of work and cost proposal must be separated by clearly marked tabs with the 
 appropriate section number and title as specified.”  Can you please clarify whether you would 
 like us to use only the tab headings specified for each binder as stated in the Submission 
 Checklist; if not, can vendors create tabs for only the 2 digit sections and headings (ie: 3.1, 3.2, 
 3.3, 3.4, etc.), since many of the tertiary numbers include full paragraphs and do not have 
 section titles. 
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 Yes. 
 
29. Amendment 2 stated that dental benefits are carved out from this contract. Please identify who 
 will manage these benefits, or whether dental services will return to the Fee-For-Service 
 system. 
 


The DHCFP is planning on posting a RFP for Dental Benefit Administration. The bidding 
opportunity will be available for any qualified vendor. 
The emergency dental services are part of the medical benefit plans provided by the Medicaid 
Managed Care Organizations. The medical benefit provides limited emergency dental 
coverage for dislocated jaw, traumatic damage to teeth and supporting structures, and 
removal of cysts; treatment of oral abscess of tooth or gum origin; treatment and devices for 
correction of craniofacial anomalies; and drugs. The medical benefit also provides coverage 
for hospital, physician, and related medical services (e.g. anesthesia and facility fees) 
associated with emergency dental care in these settings.  
 
The MCO must provide access to facilities and physician services that are necessary to 
support the dentist who is providing dental services to a Medicaid or CHIP Member under 
general anesthesia or intravenous (IV) sedation. 
 
The MCO is not responsible for reimbursing dental providers for preventive and therapeutic 
dental services obtained by individuals under the age of 21. 
 
The MCO is not responsible for reimbursing pregnancy related dental services  
 
The MCO is not responsible for reimbursing adult emergency care except when provided on 
an emergency basis in the emergency room, hospital or ambulatory surgery center. 
 


30. Please provide the cost and utilization actuarial estimates for the Very Low Birthweight 
 supplemental related to the experience provided in the reply to question 95. 
 
 This information is on page 17 of the CY2016 


 
31. The RFP Acronyms/Definitions section lists Key Personnel with the following definition: 
 “Vendor staff responsible for oversight of work during the life of the project and for 
 deliverables.” 
 RFP Section 3.15.3.3 states among other things . . . . The vendor shall inform DHCFP in 
 writing within seven (7) calendar days of any changes in the following key positions: 
 A. Administrator; 
 B. Chief Financial Officer; 
 C. Medical Director; 
 D. Recipient Services Manager; 
 E. Provider Services Manager; 
 F. Grievance and Appeals Coordinator; 
 G. Claims Administrator; and 
 H. Nevada Operations Manager. 
 In addition, Section 4.1.12.5 goes on to say “Provide the names, résumés, and any additional 
 pertinent information regarding key personnel responsible for performance of any contract 
 resulting from this RFP.  In addition, specify the specific responsibilities of each of these 
 individuals in relation to the requirements set forth herein.  This information must be included 
 in vendor’s technical response to the RFP.” 
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 Could the State clarify who they consider “key staff” for whom we must provide resumes?  We 
 would like to be as responsive as possible, but also want to keep in mind the State’s position 
 about long answers and excessive exhibits. 
 


The state requires the vendor to provide names, résumés and any additional information 
such as copy of professional licenses on any key staff member that is responsible for 
oversight of project deliverables including; Administrator; Chief Financial Officer; Medical 
Director; Recipient Services Manager; Provider Services Manager; Grievance and Appeals 
Coordinator; Claims Administrator; and Nevada Operations Manager. 


 
32. Regarding Attachment L, please provide a more specific mapping that details exactly which 
 populations correspond to the eligibility codes (0011, 0012, 0013, 0014, 0015, 0017, 0019) and 
 which codes correspond to the population that is being bid on ( i.e. which codes are Medicaid 
 and which are CHIP?). When comparisons of Attachment L were made to historical combined 
 FFS & MCO caseloads on the state website, there appeared to be inconsistencies with the 
 response in the first round of Q&A (Q34) that indicated columns C, D, and E were the 
 Medicaid and CHIP projections.  Please clarify. 
 
Cat 11 Medicaid Expansion  Currently mandatory Managed 


Care by region 
Cat 12 TANF/CHAP (Family Medical Assistance) Population Currently included in Managed 


Care by region 
Cat 13 Optional Adult Expansion Population Currently mandatory Managed 


Care by region 
Cat 14 MAABD Population Currently excluded from 


Managed Care  
Cat 15 1915c Waiver Population Currently excluded from 


Managed Care 
Cat 17 County Indigent Population Currently excluded from 


Managed Care 
Cat 19 Child Welfare Population Currently excluded from 


Managed Care 
 


Attachment L represents total projected Medicaid Caseload.  Current Managed Care 
eligibility is approximately 78% of the totals of columns C, D, and E. 


 
 The previous response is correct.  Approximately 78% of Categories 11,12, and 13 are 
 currently enrolled in Managed Care. 
 
33. Regarding Amendment 2 questions 117 and 129,  and Attachment Q, Please confirm that the 
 10.5% administrative load in addition to  the 3.5% taxes/fees discussed in Q&A are the same 
 across all rate cells (i.e.,  Medicaid, CHIP, and the Kick payments). If that is not the case, 
 please provide further detail as to how these loads vary. 
 
 Yes 
 
34. Regarding Attachment H, what amounts will be paid by the State to the MCOs for the Health 
 HIE tax paid by the MCOS?  When and how will these fees be paid? 
 
 This may refer instead to the Health Insurer Fee which is reimbursed by the DHCFP once 
 proof of payment is provided and reviewed. The HIE is not a tax. 
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35. Regarding Amendment 2, question 125, Please provide the amount of the MCO Enhanced Rate 
 supplemental payment for safety net providers. 
 


Provided in Exhibit 2 of  the 2016 MCO Rate document (redacted). 
 


36. Regarding Attachment U, please specify whether the 1.25% withheld will be the same 
 percentage withheld from each capitation rate (e.g., Medicaid, CHIP, and  Kick). If that is not 
 the case, please provide the withhold amounts that are anticipated by rate cell. 
 


Withholds would be 1.25% of capitation paid for a specified timeframe. 
 


37. Regarding Attachment H Please confirm the following regarding the RFP response submission: 
 1. Should the final bid should include premium tax of 3.5% but exclude the HIF tax? 
 
 2. Should the final bid include the Health HIE fee?  If so, please specify the expected 
  amount for CY2017 so that we can ensure our submission is correct. 
 
 3. Confirm that our form below contains the information requested -  if not, please  
  indication what additional information is needed: 
  Administrative & Other Costs: _______% of current CY16 rates 
  (includes  
  a) non-medical administrative costs per Section 5.1.1 
  b) medical administrative costs per Section 5.1.2 
  c) Other non-medical costs per Section 5.1 (including profit described in 5.2.1 and 
   Risk & Contingencies described in 5.2.2) 
 
 This will be part of admin cost.  The DHCFP does not know what this cost is, the vendor  


should contact the HIE for that information. 
 
38. Section 3.4.4.2.H: Will there be a specific rate cell for the Child Welfare population? How will 
 the more complex needs of this population factor into the rates in order to assure actuarial 
 soundness? 
 
 No, this will be a small number of recipients that may choose to opt in to managed care for 
 continuity of care. 
 
39. Section 3.4.6.2: The RFP indicates an incentive for Vendors to utilize the FFS formulary: 
 "Vendors who utilize the FFS formulary will receive a higher point value in the RFP 
 evaluation." Amendment 2, Question 8 states: "The rates were developed using the current 
 Vendors' claims experience. The Vendors have their own formularies." To the extent that the 
 current Vendor's formulary varies from a winning Vendor's FFS formulary, how will 
 consideration be given for the variance in expected pharmacy experience in the prospective 
 rates beginning July 2017 to ensure actuarial soundness? 
 
 Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of 
 claims experience, trend, compliance, and performance 
 
40. Amendment 2, Question 21 references the administrative rate bid percentage. Can you confirm 
 the percentages submitted in Section 5, Attachment H should be based on revenue? 
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 The only percentage requested in Attachment H is “Each vendor is required to submit a 
not-to-exceed Administrative Rate bid for calendar year 2017”, and that percentage is 
expected to be a function of medical cost (cost of claims). All costs described in Attachment 
H are included in the Administrative Rate, even those in 5.2—despite being described as not 
administrative—are included in the Administrative Rate which, in turn, is included in 
capitation).   


 
Section 5.1 defines Administrative Costs in terms of composition; it’s not asking for 
anything, it merely defines a part of what is included in the Administrative Rate Bid. 
 
Section 5.2 defines Non-Medical Costs to include in the Administrative Rate Bid, and it asks 
also for the Vendor’s expected profit margin and contingency margin as a function of 
(expected) income. 


 
41. Can a licensed Preferred Provider Organization (with a Certificate of Authority in the 
 appropriate counties) submit a proposal for Medicaid MCO Services or is the bidding MCO 
 required to have an HMO license in Nevada? 
 


A Preferred Provider Organization cannot apply. 
 
42. Is a bidding MCO required to cover dental services for the children of Nevada for Nevada 
 Check Up and Nevada Medicaid to meet EPSDT Service and Reporting guidelines? 
 
 No, they must coordinate services with the Dental Benefits Administrator. See question #29. 
 
43. Will the state consider dental services as part of an MCO bid to cover adults over 21 who are 
 eligible for benefits? 
 


Nevada State Plan has limited dental coverage for adults. See question #29. 
 
44. What are the network adequacy standards required for each of the following provider types: 
 a. Primary Care Physician 
 
 b. Specialty Physician 
 
 c. Ancillary Service Providers 
 


See 3.7.5 for specific standards. 


The Vendor must execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise 
qualified providers to provide enrolled recipients with all medically necessary covered 
services. 


 
45. With regard to RFP Section 3.10.18.2 (A) which stipulates requirements for medical record 
 standards and 3.10.18.3 (B) regarding the record assessment system, is the intent that the plan 
 conduct medical record review audits of hospitals in order to document requirements 
 3.10.18.2.A. numbers 11 and 12? 
 


No, the vendor must maintain medical records on its recipients for utilization review, control 
and management to facilitate recipient care. 42 CFR 456.111; 42 CFR 456.21 
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46. Sections 4.1.10, 4.1.11.1, and 4.1.11.13 appear to be asking the same question about the length 
 of time the vendor has been providing services. Please clarify if there is a difference. 
 


Refer to question 16. 
 
47. In Amendment 2, Question 185, a bidder asked if vendors “should include details on its 
 affiliates’ experience in providing similar services requested in the RFP,” to which the State 
 responded “Yes and in anonymous manner as directed.” Given that the State will allow all 
 vendors to detail affiliate experience providing similar services requested in the RFP, will the 
 State also allow the two incumbent vendors to include details on their experience providing 
 services under their current Nevada Medicaid and Check Up Contracts with DHCFP as long as 
 they do so in an “anonymous manner as directed?” 
 
 Yes, all bidders are required to follow the directions for proposal submission, format and 
 content as described in this RFP and amendments. 
 
 
48. Section 1.6.1 references consideration of “any oral or written presentations”. Please confirm 
 whether or not the state intends to incorporate oral presentations into the proposal evaluation 
 process. If so, please provide an approximate timeline for oral presentations. 
 
 No, oral presentations are not planned. 
 
49. Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada statewide 
 health information exchange as of the effective date of the contract.  At a minimum, the 
 participation level must be based upon all recipient lives covered under this contract. 
 Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients.”  Please confirm that the $.21 pmpm HIE financial participation connection fee cited 
 in the state’s response to Question #16 is this only financial participation requirement for the 
 vendor as there are no other HealtHIE participation fees applicable to health plans. 
 


The DHCFP contract does not require any other financial participation than what is 
identified in the RFP. The DHCFP does not know what the PMPM as this is between the 
vendor and the HIE. The DHCFP is not aware where the amount quoted in the question 
came from but that was not included in referenced question. 


 
50. The state identified that health plans are responsible for a $.21 pmpm HIE financial 
 participation connection fee.  Please confirm that health plans are not required to fund provider 
 connection fees for the HIE. 
 


Health plans are not required to fund provider connection fees for the HIE. 
 
51. As a follow up to the question above, if health plans are required to fund provider connection 
 fees for the HIE, how are these costs to be split across all of the health plans the provider 
 participates with? 
 


N/A the RFP does not require a provider connection fee. 
 
52. Per Amendment 2, response to question 178, can the State confirm that section 3.12.4.4 stating 
 the vendor must allow non-network providers to submit an initial claim for covered services 
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 within 365 days does not apply to pharmacy claims as pharmacy claims adjudicate at point-of-
 sale and out-of-network pharmacy information would not be available at the time of claim 
 adjudication? 
 


3.12.4.4 is referencing Medicaid's stale date for claims submission and payment. 
There are no out of network pharmacies.  


 
53. Please confirm the response to Question 181 was referring to network retail pharmacist denying 
 medication, but that staff pharmacists, based on 3.4.2.5 and listed in the definition of provider 
 of health care, may review and deny Prior Authorizations. 
 


A retail pharmacist cannot deny a medication, it would be referred back to the ordering 
physician if an issue was identified. A staff pharmacist of the vendor  may review and deny 
prior authorizations. 


 
54. With regard to RFP Section 3.4.6.2, should an MCO choose to implement, the State Medicaid 
 FFS drug formulary and drug clinical criteria, does the State have the processes in place to 
 deliver pharmacy-related information to the MCO’s including a weekly file with a list of new 
 covered NDC drugs, a finite list of covered drugs, drug coverage rules for all existing and new 
 drug products including high cost specialty drugs, and drug exception lists such as a list for 
 allowed ingredients for pharmacy compounded formulations?   
 


The DHCFP would work with the MCO’s to find a  process and format that would work.  
 
55. Please confirm that as a value added service, vendors have flexibility in the design of their 
 smoking cessation value added service benefit, including what tobacco cessation products to 
 cover, and may implement prior authorization and/or step therapy requirements.  
 


The DHCFP prefers that the service be covered as described but understands as a value 
added service the DHCFP cannot be that prescriptive. 


 
56. Please confirm that Attachment B is intended to be completed and executed by the vendors 
 only and that proposed subcontractors do not need to complete as part of the response to 
 4.2.1.4. 
 


See section 4.2.1.1 and section 3.7.4 
 
57. Requesting Medicaid Managed Care contracts for RFP 1988. 
 
 


1988 NOA for 
Posting.doc


Amerigroup Contract 
AA CC exec 05 14 13.p  


Contract AA CC exec 
05 14 13 - HPN.pdf  


AGP Amendment #1 - 
09.03.13 EXECUTED.p


AGP Amendment #2 - 
12.19.13 EXECUTED.p


AGP Amendment #3 - 
07.08.14 EXECUTED.p


AGP Amendment #4 - 
08.01.14 EXECUTED.p


AGP Amendment #5 - 
11.03.14 EXECUTED.p


AGP Amendment #6 - 
11.18.14 EXECUTED.p


AGP Amendment #7 - 
06.19.15 EXECUTED.p


AGP Amendment #8 - 
01.12.16 EXECUTED.p


AGP Amendment #9 - 
7.20.16 EXECUTED.pd 
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Hometown Health does not have any contract exceptions.  However, we would appreciate 
clarification regarding Paragraph 3 - Contract Term in Attachment D – Contract Form Amended 
that was provided in Amendment 7 to Request for Proposal 3260 on August 26, 2016.  That 
paragraph states: 


CONTRACT TERM.  This Contract shall be effective from       completion of the Required 
Approval in Paragraph 1 of this Contract  (anticipated to be     July 1, 2017                         ) 
to June 30, 2021                           , with the possibility of two  (1) year extensions if deemed to 
be in the best interest of the state, unless sooner terminated by either party as specified in 
paragraph ten (10). [Emphasis added] 


 


Please clarify whether “…with the possibility of two (1) year extensions…” should be read: 


a.      “…with the possibility of two (2) extensions of one (1) year in duration each…” or 
b.     “…with the possibility of a two (2) year extension…” or 
c.      “…with the possibility of a one (1) year extension…” or 
d.     a different interpretation. 
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4. COMPANY BACKGROUND AND REFERENCES


4.1 VENDOR INFORMATION


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Hometown Health Plan, Inc. 
Ownership (sole proprietor, partnership, 
etc.): 


Hometown Health Plan, Inc. is a 
non-profit corporation 


State of incorporation: Nevada 
Date of incorporation: March 31, 1987 
# of years in business: 29 
List of top officers: • Sy Johnson- Renown Health


Executive Vice President and
Chief Operating Officer


•Ty Windfeldt- Renown Health
Executive Vice President and
Hometown Health CEO


• Sam King- Hometown Health
Chief Financial Officer


Location of company headquarters: 50 W Liberty Street, Suite 1100, 
Reno NV 89501 


Location(s) of the company offices: • 50 W Liberty Street, Suite 1100,
Reno NV 89501
Company headquarters


• 10315 Professional Circle, Reno,
NV 89521
This location will serve northern
Nevada


• 8930 W. Sunset Rd., #200, Las
Vegas, NV 89148


• This location will serve southern
Nevada


• 830 Harvard Way, Reno, NV
89502 


• 911 Topsy Ln. #230, Carson City,
NV 89705


• 5100 Commerce Crossings Drive,
Louisville, KY 40229
Evolent Health, LLC. location
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Question Response 
supporting Passport Health 
Plan/Medicaid Center of 
Excellence 


• 800 North Glebe Road, Suite 500,
Arlington, Virginia 22203
Evolent Health, LLC. location
supporting Passport Health
Plan/Medicaid Center of
Excellence


Location(s) of the office that will provide 
the services described in this RFP: 


• 10315 Professional Circle, Reno,
NV 89521
This location will provide the
core operations for this contract
and will provide in-person
services for northern Nevada


• 8930 W. Sunset Rd., #200, Las
Vegas, NV 89148
This location will provide the in-
person services for southern
Nevada


• 5100 Commerce Crossings Drive,
Louisville, KY 40229
Evolent Health, LLC. location
supporting Passport Health
Plan/Medicaid Center of
Excellence


• 800 North Glebe Road, Suite 500,
Arlington, Virginia 22203
Evolent Health, LLC. location
supporting Passport Health
Plan/Medicaid Center of
Excellence
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Question Response 
Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


Current Nevada-based staff: 
 215 Local Hometown Health 
6,000  Local Renown System 
 6,215 Total Local Employees 


Planned Nevada-based staff1: 
 377 Local Hometown Health 
6,000  Local Renown System 
 5 Local Evolent  
 6,455 Total Local Employees 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


Current total staff nationally: 
 215 National Hometown Health 
6,000  National Renown System 
 500 National Evolent 
 6,715 Total National Employees 
Planned total staff nationally: 
 377 National Hometown Health 
6,000  National Renown System 
 600 National Evolent 
 6,977 Total National Employees 


Location(s) from which employees will be 
assigned for this project: 


Employees will be assigned for 
implementation from our local 
team based out of the Reno and 
Las Vegas, NV locations with 
support from our national team 
with Evolent Health based in 
Arlington, VA and Louisville, KY. 
• 8930 W. Sunset Road, Suite 200,


Las Vegas, NV 89148
• 10315 Professional Circle, Reno,


NV 89521
• 800 North Glebe Road, Suite 500,


Arlington, Virginia 22203
• 5100 Commerce Crossings Drive,


Louisville, KY 40229


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized 
pursuant to the laws of another state must register with the State of Nevada, 
Secretary of State’s Office as a foreign corporation before a contract can be 


1 These are preliminary estimates that assume the contract is awarded to one incumbent and 
two new vendors. 
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executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Hometown Health understands this requirement. Hometown Health 
Plan, Inc. is a domestic non-profit corporation incorporated in Nevada.  


Hometown Health will ensure its subcontractors register with the State of 
Nevada, Secretary of State’s Office as foreign corporation upon award. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must 
be appropriately licensed by the State of Nevada, Secretary of State’s 
Office pursuant to NRS76.  Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 


Question Response 
Nevada Business License 
Number: 


NV19871019956 


Legal Entity Name: Hometown Health Plan, Inc. 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No 


If “No”, provide explanation. 


At the time of award, Hometown Health will ensure all of its 
subcontractors have the appropriate licensure. 


4.1.4 Vendors are cautioned that some services may contain licensing 
requirement(s).  Vendors shall be proactive in verification of these 
requirements prior to proposal submittal.  Proposals that do not contain the 
requisite licensure may be deemed non-responsive. 


We have verified that Hometown Health holds the requisite licensure.  
Hometown Health is licensed with the Nevada Division of Insurance as a 
Health Maintenance Organization and Managed Care Organization. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?  


Yes X No 


If “Yes”, complete the following table for each State agency for whom 
the work was performed.  Table can be duplicated for each contract 
being identified. 
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Question Response 
Name of State agency: Public Employees’ Benefit Program 


(PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 1, 2011 to June 30, 2015 
(amended to June 30, 2017) 


Type of duties performed: HMO Health Plan 
Total dollar value of the 
contract: 


$359,200,000 


Question Response 
Name of State agency: Public Employees’ Benefit Program 


(PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 1, 2008 to June 30, 2012 
(this contract was replaced with 
new contract 7/1/11 to 6/30/15) 


Type of duties performed: HMO Health Plan 
Total dollar value of the 
contract: 


$199,800,000 


Question Response 
Name of State agency: Public Employees’ Benefit 


Program (PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 1, 2014 to June 30, 2019 


Type of duties performed: Statewide PPO Network Only 
Total dollar value of the 
contract: 


$8,033,380 


Question Response 
Name of State agency: Public Employees’ Benefit 


Program (PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 1, 2010 to June 30, 2014 


Type of duties performed: Statewide PPO Network Only 
Total dollar value of the 
contract: 


$4,850,000 


Question Response 
Name of State agency: Public Employees’ Benefit 


Program (PEBP) 
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Question Response 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 1, 2010 to June 30, 2014 


Type of duties performed: UM / Disease Management - 
Diabetes 


Total dollar value of the 
contract: 


$3,960,000 


Question Response 
Name of State agency: Public Employees’ Benefit 


Program (PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


July 2006- June 30, 2010 


Type of duties performed: PPO Network & Annual Health 
Fairs 


Total dollar value of the 
contract: 


$4,750,000 


Question Response 
Name of State agency: Public Employees’ Benefit 


Program (PEBP) 
State agency contact name: Damon Haycock (or predecessor) 
Dates when services were 
performed: 


June 11, 2013 to June 30, 2014 


Type of duties performed: UM/Case Management Services 
Total dollar value of the 
contract: 


$795,350 


Question Response 
Name of State agency: Nevada Department of Corrections 
State agency contact name: Chuck Schardin 
Dates when services were 
performed: 


October 1, 2011 to June 30, 2015 


Type of duties performed: PPO Network Only 
Total dollar value of the 
contract: 


$310,000 


Question Response 
Name of State agency: Nevada Department of Corrections 
State agency contact name: Chuck Schardin 
Dates when services were 
performed: 


7/1/14 – 6/30/18 


Type of duties performed: Full TPA Services 
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Question Response 
Total dollar value of the 
contract: 


$1,476,776.64 


4.1.6 Are you now or have you been within the last two (2) years an employee of 
the State of Nevada, or any of its agencies, departments, or divisions? 


Yes No X 


If “Yes”, please explain when the employee is planning to render 
services, while on annual leave, compensatory time, or on their own 
time? 


Hometown Health does not employ any person that is or has been an 
employee of the State of Nevada within the past two years. 


If you employ (a) any person who is a current employee of an agency 
of the State of Nevada, or (b) any person who has been an employee of 
an agency of the State of Nevada within the past two (2) years, and if 
such person will be performing or producing the services which you 
will be contracted to provide under this contract, you must disclose the 
identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


Hometown Health does not employ any person that is or has been an 
employee of the State of Nevada within the past two years. 


Our parent company, Renown Health, has formed the Child Health 
Institute, a new and expansive vision for improving children's health 
in Washoe County, which will advance a revolutionary new way of 
thinking about children's health.  Nicole Lamboley, former deputy 
insurance commissioner and former Chief of Staff for Ross Miller is 
the Administrator of the Child Health institute is headed by.  The 
relationship between Hometown Health and the Child Health 
Institute and Hometown Health is a payer-provider relationship. 


It should be noted that there may be many former State of Nevada 
employees that work for providers in the Hometown Health network. 
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 
breaches, civil or criminal litigation in which the vendor has been alleged 
to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded 
as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes No X 


If “Yes”, please provide the following information.  Table can be 
duplicated for each issue being identified. 


Question Response 
Date of alleged contract 
failure or breach: 


N/A 


Parties involved: N/A 
Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of 
the dispute: 


N/A 


If the matter has resulted in a 
court case: 


Court Case Number 
N/A N/A 


Status of the litigation: N/A 


4.1.8 Vendors must review the insurance requirements specified in Attachment 
E, Insurance Schedule for RFP 3260.  Does your organization currently 
have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 


Yes X No 


Any exceptions and/or assumptions to the insurance requirements 
must be identified on Attachment B, Technical Proposal Certification 
of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the 
evaluation process; however, vendors must be specific.  If vendors do 
not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.  
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Hometown Health does not have any exceptions to the insurance 
requirements. 


Upon contract award, the successful vendor must provide the 
Certificate of Insurance identifying the coverages as specified in 
Attachment E, Insurance Schedule for RFP 3260. 


We will comply with this requirement. 


4.1.9 Company background/history and why vendor is qualified to provide the 
services described in this RFP.  Limit response to no more than five (5) 
pages. 


Hometown Health Plan, Inc. is northern Nevada’s oldest, largest, and most experienced 
Health Maintenance Organization (HMO) and the only locally-owned and operated managed 
care organization.  Hometown Health was established in 1988 and operates as a non-profit 
organization.  We have been offering high quality managed care services since then for 
commercial products and since 1995 for our Medicare Advantage product, Senior Care Plus. 


Both Hometown Health Plan, Inc. and its sister company, Hometown Health Providers 
Insurance Company, Inc. our Preferred Provider Organization (PPO), hold full health plan 
URAC accreditation.  Together we offer large group, small group and individual commercial 
HMO and PPO plans as well as Medicare Advantage and Medicare Supplement plans.  We 
also offer third party administration services for self-funded health plans, workers' 
compensation and other insurers including: utilization management, case management, 
claims payment, network services and risk adjustment services. 


Hometown Health is a regional health care company, owned and operated by Renown Health, 
northern Nevada’s largest and most experienced health care delivery system.  Hometown 
Health’s sister company and primary hospital is Renown Regional Medical Center which is 
the area’s leading medical facility and northern Nevada’s only level II trauma center.  Our 
local perspective and relationships with providers allows quick turnaround of decisions 
regarding problem resolution, pre-certification determinations as well as accessibility for our 
customers and members allowing for more hands-on-service.  We are also able to respond to 
issues that are unique to the State of Nevada.  


We realized we could not adequately serve the state with only a northern Nevada network.  So, 
to better serve Nevadans, in January 2015, Hometown Health purchased OneHealth, 
competitive, fully credentialed network in southern Nevada.  All of the long-term employees 
who built that network and who have significant knowledge of the local relationships, 
competition and market conditions still work for us today. 


Once we were confident we had a robust state-wide network, we began a thorough review of 
our clinical programs.  Our care management and quality programs are second to none in 
Nevada.  As an example, we have consistently held a CMS four star or four and a half star 
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rating for our Senior Care Plus Medicare Advantage HMO plans for 6 years in a row.  
Because of this high quality, our providers and members are proud to recommend Hometown 
Health to their friends and family resulting significant year of year organic growth.  Our 
Senior Care Plus product holds a commanding 64.5% Medicare Advantage market share in 
the counties we serve. 


Yet, despite our success and our confidence in our clinical programs, we decided that 
Nevadans deserve the absolute best.  We needed to find a partner who, like us, understands the 
magnitude of this RFP and the importance of providing world class care management and 
quality programs to Medicaid beneficiaries.  We needed to find an organization with a deep 
understanding of the Medicaid population, significant experience in outcome based programs 
and whose values mirror our own.  We found all those things and more in Evolent Health. 


Evolent Health and its subsidiary, Passport Health Plan, have been providing Medicaid 
manage care services for 20 years.  They offer Medical Assistance (Medicaid), CHIP, 
Medicare, behavioral health, group health insurance, employee assistance, and workers' 
compensation products.  They hold multiple third-party certifications and accreditations 
including NCQA (4-stars), The Care InnovationsTM Validation Institute and JD Power and 
operate the highest rated Medicaid health plan in Kentucky.  


Together, Hometown Health and Evolent Health, have built experience across 780 client 
partners, 6 provider-sponsored plans, and 37 products that span Medicaid, Medicare 
Advantage, commercial and employee assistance domains, serving more than 1.5 million 
members, of which 500,000 are Medicaid recipients. 


Table 4.1.9-1 Medicaid Experience and Scope of Services 


We are passionate about serving children and families, including children with special health 
care needs and children in foster care, as well as adults with disabilities.  Our partnership 
brings together Hometown Health’s unique local experience and innovative programs like 
Renown’s Child Health Institute and Evolent’s leading population health solutions with 
Passport’s deep Medicaid experience to drive innovation in the delivery of health care services 
to Medicaid recipients. 


We intend to leverage Evolent’s Medicaid Center of Excellence (MCOE) that provides the 
infrastructure, clinical models and best-practices – in partnership with local providers – to 


Enrollment


Over 127,000


Over 65,000


Over 10,000


Over 300,000
X X X X X X X


X X X


X


X X X X X X X


Client Partner


X X X X X X X X


Evolent Scope of Services


Technology
Platform CM UM TPA PBM Quality RAF


Physician
Engagement


Finance &
Leadership


 


Maryland & DC 


Indiana 


Oregon 


Kentucky x         x 
Nearly 
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improve the health and quality of life of our communities by changing how healthcare is 
delivered. The MCOE brings the combined strength of: 


• Hometown Health’s strong provider relationships and local presence;
• Evolent Health’s population health expertise, technology and demonstrated success in


working with provider-led plans to deliver improved health outcomes and achieve cost
savings; and


• Passport Health Plan’s almost 20 years’ experience implementing effective strategies
specifically designed for Medicaid and CHIP recipients that have achieved sustained
improvements in measures of access to care, improved health outcomes, and recipient
and provider satisfaction.


Through the MCOE, we offer a full array of Medicaid services.  The scope of our services 
spans clinical operations, financial and administrative operations, and information technology 
and infrastructure support.  We specialize in two key areas: 1) Provider relationships and 2) 
Demonstrating clinical excellence and bending the cost curve. These two areas of focus are 
critical when serving Medicaid recipients to ensure access to care, provider engagement, cost 
management, and the delivery of high quality care.  


Provider Partnerships: We offer Nevada a different kind of managed care model.  Traditional 
national MCOs take a command and control approach to new markets. We differentiate 
ourselves from other MCOs because we are more closely aligned with the community. Unlike 
other MCOs, we understand that health care delivery starts with the providers.  Because we 
are a company founded by physicians for physicians and offer a complete array of provider 
support mechanisms, we more easily recruit physicians and other providers, resulting in 
improved access for the recipients we serve.  We emphasizes provider-driven initiatives using 
governance models, purpose-built operations and a commitment to clinical excellence 
resulting in increased physician engagement,  behavior change, high quality care and lower 
costs.  


To supplement Hometown Health’s physician led quality, credentialing and P&T committees, 
we will establish Medicaid Provider Advisory Committees (PACs) in Nevada using Evolent’s 
successful advisory committee structure deployed in other states. The PAC include providers 
in key leadership roles and provides feedback to the executive leadership to build and drive 
population health management initiatives. PAC responsibilities include:  


• Ensuring all providers are consulted and informed of key decisions to reduce confusion
and focus efforts on top priorities;


• Supporting providers in creating and developing innovative approaches to improve
quality of care for Medicaid recipients;


• Receiving feedback and inquiries from providers at all levels and communicating
responses to appropriate individuals or groups;


• Empowering leaders to solicit input from key providers; and
• Ensuring provider incentives exist to maintain engagement, both financial and non-


financial.
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We intend to use this nationally acclaimed model and our strong relationships with our local 
providers that are already providing services in our commercial network to build a robust 
Medicaid network.  We apply strict criteria in selecting the highest quality physicians, clinics, 
and hospitals to join our network of health care service providers in the communities we serve 
and have leveraged our provider relationships to build one of the most extensive provider 
networks in Nevada.   


Advanced information system solutions: Each of our operational solutions and technology 
platform are designed to help providers better serve recipients. By making the physician’s job 
easier and their interventions more effective, physicians are more engaged and satisfied. For 
this engagement, we will use Identifi®, Evolent’s proprietary, fully interoperable technology 
platform that aggregates and analyzes data, manages care workflows and engages providers 
and their patients. We deliver clinically relevant facts about our Medicaid recipients by 
applying predictive models and stratification logic to accurately highlight a clear set of 
priorities that providers use to positively impact health outcomes. 


Identifi® also supports all health plan work processes leveraging web-based efficiency to 
deliver critical information to providers. For example, our Utilization Management module 
supports web-enabled electronic authorizations. This greatly reduces the “ping pong” of 
authorization requests between providers and the health plan and accelerates the ability for 
providers to meet patient needs. These types of purpose-built operational capabilities span 
across the full platform of clinical, financial, and administrative domains.  Identifi® links our 
processes with those of our partners and other third parties to create a connected clinical 
delivery ecosystem, stratify populations, standardize clinical work flows and enable high-
quality, cost-effective care.  


Commitment to clinical excellence: We deploy a truly integrated care solution that brings 
together traditional health plan operations with population health capabilities and almost 20 
years of Medicaid experience. Our innovative clinical programs, all powered by integrated 
technology, drive the delivery of higher quality, more seamless and effective health care.  
Physicians and other providers are supported by aligned, geographically-based, culturally 
competent care teams working with other health plan operational staff on a single technology 
platform that integrates all internal and external data sources to help the provider deliver 
optimal care and improve recipient’s health outcomes.  


We employ the latest evidence-based models of care that emphasize integrated care delivery 
and focus on not only recipients’ health care needs but the social determinants of health. We 
design our health care management programs specifically for each population we serve and 
then apply an academic approach to evaluating these programs across our health system 
clients to determine the clinical and financial impact.  Our Medicaid model of care leverages 
Evolent’s and Passport Health Plan’s success achieving impressive outcomes.  


For example, the results of our Complex Case Management program evaluation in 2015 
compared “managed” and “unmanaged” patients from an Evolent partner’s population over a 
two-year span and revealed a statistically significant improvement as outlined below:   


• 30% reduction in inpatient admissions
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• 48% reduction in emergency department visits 
• 10% increase in primary care physician visits  


 
In addition to the comparison of managed versus unmanaged recipients, we have achieved 
similar results when compared to a control group.  Taking into account the natural service 
utilization trend of high-risk chronic patients, results from the program produced an estimated 
$2.2 million in cost avoidance for 1,000 high-risk recipients.  In addition to this internal 
evaluation, the results of our Complex Case Management program have been confirmed by 
The Care InnovationsTM Validation Institute, which is an independent expert. 
 
Passport’s HEDIS®2  and Healthy People 2020 measures reflect a commitment to the highest 
quality care. Passport currently exceeds the national Medicaid Quality Compass mean and 
state quality benchmarks for 117 measures. In 2015, Passport had 18 HEDIS Measures in the 
Medicaid Quality Compass 90th percentile, 34 in the 75th percentile, and 25 in the 50th 
percentile.  
 
In addition to the incredible clinical programs that Evolent brings to Nevada, Hometown 
Health offers a full suite of local services designed to assist our beneficiaries and providers 
meet their needs including: 


• My Benefits Coverage – A secure web-based portal that allows Medicaid beneficiaries to 
view information on claims, requests for referral authorization and eligibility, including 
current address, Primary Care Physician, copayments and pharmacy benefits. 


• Health Hot Line – A Registered Nurse, trained in telephone triage is ready to assist 
Medicaid beneficiaries seven days per week and refer them to the appropriate providers.   


• Reporting – Hometown Health provides regular customer service reports which include: 
claims turnaround time, the number of referrals approved or denied and telephone 
inquiries including the reason for the call.  These reports will enable DHCFP to closely 
monitor the administration of this plan and help you better understand Medicaid 
beneficiaries’ needs.  


 
Hometown Health has extensive knowledge and understanding of the State of Nevada and 
local government agencies and currently works with the Public Employees’ Benefits Program, 
Department of Corrections, Division of Insurance, the City of Reno, Washoe County, Washoe 
County School District, and other municipalities throughout Nevada.  Evolent has award 
winning Medicaid managed care experience in Kentucky, Maryland, Indiana, Oregon and 
Washington D.C.  Together, we have over 230 Hometown Health employees located in Reno 
and Las Vegas, another 6,000 Renown employees providing support to Hometown Health and 
more than 500 employees available outside of Nevada to meet the needs of DHCFP and your 
Medicaid beneficiaries. 
 
Due to the vast experience in working with large government entities, Hometown Health’s 
local not-for-profit status, the comprehensive products and service provided to our members 


2 HEDIS
  is a registered trademark of the National Committee for Quality Assurance 


(NCQA) 
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and our commitment to a stronger Nevada, we believe Hometown Health is the right choice 
for the State of Nevada Medicaid Managed Care program. 


 
4.1.9.1 Is your firm a Qualified Health Maintenance Organizations 


defined by 42 U.S.C 300e-9? 
 


Yes, Hometown Health is a qualified Health Maintenance 
Organization as defined by 42 U.S.C. § 300e-9.  Furthermore, 
Hometown Health holds a Certificate of Authority issued by 
the Nevada Division of Insurance to operate as a Health 
Maintenance Organization pursuant to NRS 695C.060 and is 
a URAC accredited Health Maintenance Organization. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to 


the public and/or private sector.  Please provide a brief description. 
 


Established in 1988, we remain northern Nevada’s oldest and largest 
health benefits organization.  We have been providing utilization 
management and case management services for decades and have 
provided similar services on behalf of CMS for Medicare Advantage 
recipients since 1995.  Our strategic partners have been providing 
managed care services related to Medicaid for nearly 20 years. 
 
Our combined experiences extend across 780 client partners, 6 provider-
sponsored plans, and 37 product launches that span across the public 
sector (Medicaid, Medicare Advantage) and the private sector 
(Commercial and Employee).  We serve more than 1.5 million recipients, 
500,000 of whom are Medicaid recipients.  Our partnership with Evolent 
and Passport Health Plan adds capabilities developed over almost 20 
years serving Medicaid and CHIP recipients in Kentucky; Passport 
Health Plan is the highest rated Medicaid plan in the state of Kentucky 
with an NCQA rating of 4 stars. 
 
Together, with our partners, we combine national best practices with 
local relationships that we believe make us more than qualified to provide 
the services described in this RFP. 


 
4.1.11 Corporate Background 


 
4.1.11.1 Provide a general description of the primary business of your 


organization and its client base. Include the length of time 
vendor has been providing services described in this RFP to the 
public and/or private sector.   


 
Hometown Health is a Reno-based, multi-service health care 
company serving 770 employer groups and 128,000 members 
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throughout Nevada.  Established in 1988, we remain northern 
Nevada’s oldest and largest health benefits organization 
offering a full suite of commercial fully insured, self-insured 
and Medicare product lines.   
 
Through our partnership with Evolent Health, we add 20 
years of national Medicaid managed care expertise to our 
offering.  Our combined experiences extend across 780 client 
partners, 6 provider-sponsored plans, and 37 product launches 
that span across the public sector (Medicaid, Medicare 
Advantage) and the private sector (Commercial and 
Employee).  We serve more than 1.5 million recipients, 
500,000 of whom are Medicaid recipients. 
 
Platform and Operations Services:  Identifi® is our 
proprietary fully interoperable technology platform that 
aggregates and analyzes data, manages care workflows, and 
engages providers and their patients. We deliver clinically 
relevant facts about our Medicaid recipients by applying 
predictive models and stratification logic to accurately 
highlight a clear set of priorities that providers can use to 
direct efforts toward the greatest opportunities to positively 
impact health outcomes. Identifi® links our processes with 
those of our partners and other third parties in order to create 
a connected clinical delivery ecosystem, stratify patient 
populations, standardize clinical work flows and enable high-
quality, cost-effective care. The configurable nature and broad 
capabilities of Identifi® help enhance the benefits to our 
partners and increase the effectiveness of our partners’ 
existing technology architecture.  
 
Operations services is defined as the set of solutions across the 
clinical, financial, and administrative continuum that enable 
health plans, health systems, and independent physician 
groups to manage risk, as well as clinical and quality 
outcomes. Our operations services solutions span across 
multiple populations to improve clinical performance, align 
physician networks, and fine tune financial and administrative 
management, all while supporting the transition of 
organizational change management.  
 
We will leverage Evolent’s extensive knowledge of Medicaid 
managed care and will deploy the following capabilities in 
Nevada: 
 


Managed Care Organization RFP 3260 Page 15 of 98 
 







Care Management: Evolent Care Management is a 
comprehensive care model that drives clinical excellence 
through a combination of physician partnership, predictive 
analytics, and NCQA-compliant clinical workflows. We 
promote continuity of care and case management through an 
organized program of recipient and provider engagement, 
clinical programs, specialized multidisciplinary care teams, 
and provider support, working together to meet recipient’s 
health care and social support needs. Our population health 
management model recognizes that a person’s total needs 
must be met, including social support needs, if meaningful 
gains are to made in improving a person’s health and 
functional outcomes. It is designed to holistically address 
recipient’s health care needs and includes outreach to and 
engagement of a recipient’s specialists and other providers, 
family and caregivers, and case managers from other 
programs, including schools and local social service 
programs. All of our care coordination activities include 
recipient and family outreach and education and recipient 
participation.    
 
Utilization Management: Evolent Utilization Management 
aligns the health system’s quality goals and clinical delivery 
with the MCO’s need to reduce inappropriate utilization and 
improve recipient and provider satisfaction through an 
NCQA-accredited model. We have nearly 20 years of 
experience furnishing Medicaid and CHIP-covered services to 
Medicaid families and children, children and adults with 
disabilities including dual eligible individuals, children in 
foster care and Medicaid expansion populations, including 
young adults aging out of foster care. We have an established, 
effective service authorization process that balances easy 
access to services while ensuring recipients receive:   


• The right service, equipment or treatment; 
• In the right setting; 
• By the right practitioner; and 
• At the right time. 


 
Our utilization review clinicians include UR nurses working 
on-site at hospitals to ensure recipients are receiving services 
at the correct level of care, and initiate transition of care to 
support recipients’ safe discharge and avoid readmission. Our 
UR clinicians work with case managers, care navigators, our 
quality and provider relations teams, to ensure recipients’ 
needs are met holistically and appropriately. Our NCQA 
health plan and NCQA UM certifications help ensure we have 
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the structure and process to support delivery of high quality 
health services appropriate to the recipient’s identified needs.    
 
Quality: Evolent Quality is a comprehensive suite of services 
and analytics focused on maximizing quality performance by 
identifying and closing gaps-in-care while improving the 
recipient experience. Evolent is continually enhancing its 
focus on HEDIS quality measures as well as others we deem 
uniquely important to the local community needs. Our 
Medicaid-specific experience includes almost 20 years 
achieving significant improvements in HEDIS and other 
measures and sustaining this improvement. In 2015, our 
partner Passport Health Plan had 18 HEDIS Measures in the 
Medicaid Quality Compass 90th percentile, 34 in the 75th 
percentile, and 25 in the 50th percentile. Our quality approach 
systematically improves delivery of preventive services, 
increases the use of evidence-based chronic condition and 
behavioral health management, and reduces health 
disparities.  
 
Our partnership to provide services for this RFP combines 
Evolent’s best practices from its national experience with 
Hometown’s knowledge of the local providers and local 
politics. 
 


4.1.11.2 Provide a brief history and current company ownership 
including the ultimate parent organization and major 
shareholders/principals.   


 
Hometown Health was founded in 1988 as Hospital Health 
Plan (HHP).  In 1996 we became Hometown Health Plan, 
northern Nevada’s only local, not-for-profit health insurance 
organization.  Hometown Health is wholly owned and 
operated by Renown Health, northern Nevada’s largest and 
most experienced health care delivery system.  Hometown 
Health’s sister company and primary hospital is Renown 
Regional Medical Center which is the area’s leading medical 
facility and northern Nevada’s only level II trauma center.  
Renown Health is a not-for-profit organization overseen by a 
Board consisting physicians and local leaders.  As a non-profit 
organization, Renown has no shareholders. 
 
Renown Regional Medical Center started as Washoe Clinic in 
1862 to treat victims of smallpox during the Comstock Lode 
silver boom.  In 1864, the year Nevada became a state, the 
Clinic became Washoe County Hospital, which was 
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transferred in 1984 to the newly created Washoe Health 
System, a private, not-for-profit corporation.  Washoe was 
rebranded to Renown in 2006 and in 2015 our strategic plan 
was redesigned to its current form to focus on making a 
genuine difference in the health and well-being of the people 
and communities we serve. 
 
Renown and Hometown Health continues to take an active 
interest in the betterment of all Nevadans.  Recently we have: 
• Implemented telemedicine in critical access rural 


hospitals for preliminary diagnosis and follow-up 
specialist care so patients do not have to drive 150 to 300 
miles to see a physician. 


• Opened a medical facility in Tonopah in June of 2016 
after the only other facility closed due to significant 
financial losses- not out of a benefit to Renown, but 
rather, because it was the right thing to do. 


• Built and sponsored a community paramedic program as 
a community partner. 


• Established a robust Center of Excellence with Stanford 
Medical Center to treat complicated or catastrophic 
diseases and illnesses.  


 
Hometown Health’s partner, Evolent Health, was founded in 
2011 through a partnership with The Advisory Board 
Company (a leading provider of insight-driven technology, 
research, and services for organizations in transforming 
industries, including health care) and the University of 
Pittsburgh Medical Center (UPMC) Health Plan (one of the 
nation’s top-ranked health systems.). Through Evolent’s 
acquisition of Passport Health Plan’s operating capabilities, 
Evolent has been providing the services described in this RFP 
for nearly 20 years and has secured a spot in the industry as a 
leader in helping provider-led health plans and health systems 
succeed in providing high quality care, at a lower cost, in a 
way that keeps providers engaged and working at the top of 
their licensure. 


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  


If so, please list the state of residence.  Does your resident state 
apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may 
be utilized in determining whether an inverse preference applies 
pursuant to Nevada Revised Statutes. 
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Hometown Health is based and incorporated in the State of 
Nevada.  Our partner, Evolent Health LLC, is a resident of the 
Commonwealth of Virginia. 


 
4.1.11.4 The location of disaster recovery back-up site. 


 
We are currently in the process of modernizing and migrating 
our data center and recovery processes.  Our Primary Data 
Center will be the Switch SUPERNAP facility in Las Vegas, 
NV with application migration beginning in November 2016.  
Our Secondary Data Center will be the Switch SUPERNAP 
facility located in the Reno Tahoe Industrial Park.  Data and 
applications will be redundant across both locations and are 
considered to be Active-Active locations.  We are on target to 
complete dual operations in April 2017.  
 


Figure 4.1.11.4 – Data center migration and modernization timeline 


 
 


4.1.11.5 The name, address and telephone number of the Vendor’s point 
of contact for a contract resulting from this RFP. 


 
Ty Windfeldt, CEO 
Hometown Health 
830 Harvard Way 
Reno, NV 89502 
(775)982-3170 


 
4.1.11.6 The size of organization in assets, revenue and people. 
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As discussed in section 4.1.9, Hometown Health consists of 
two companies, Hometown Health Plan, Inc. and Hometown 
Health Providers Insurance Company, Inc.  The services 
provided by each company complement the other and 
resources are shared.  Therefore, we are providing the assets 
and revenues of both companies.  Additionally, much of our 
administrative and financial support comes from our parent 
company Renown Health, also included below. 


• Hometown Health Plan, Inc. 
o Assets:             $ 79,015,754 
o Revenues:        $271,455,076 


• Hometown Health Providers Insurance Company Inc.: 
o Assets:             $45,632,491 
o Revenues:        $72,437,860 


• Renown Health: 
o Assets:             $1,536,430,000 
o Revenues:        $1,150,806,000 


 
Between the two Hometown Health companies we had a total 
of 215 employees as of 6/30/16.  We currently have an 
additional 42 positions budgeted to be filled by the end of the 
fiscal year for a total of 257 positions.  These positions fill our 
current needs without Nevada’s Medicaid contract.  
Additionally, Renown Health has 6,000 employees with 
administrative, HR and IT support available to assist 
Hometown Health as necessary for this contract. 
 
Upon award of the Medicaid managed care contract, 
Hometown Health has plans to increase staffing levels by 40 
to 120 positions, depending on whether the state awards this 
contract to two, three or four vendors (initial enrollment will 
be lower if more vendors are awarded) and whether the 
incumbents win (if the incumbents win, we anticipate lower 
enrollment than if all new vendors are selected). 


 
4.1.11.7 The organizational chart of your senior management by function 


including key personnel. 
 


See Attachment 4.1.11.7 
 
4.1.11.8 The areas of specialization. 


 
Hometown Health specializes health benefit administration.  
This includes but is not limited to: 1) ensuring the right 
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beneficiaries are enrolled in the right plan; 2) extensive large 
case, utilization and disease management; 3) statutory and 
regulatory review of plans; 4) paying claims; and 5) client 
reporting.  We administer a variety of complex health plans 
that must comply with a myriad of state and federal 
regulations. 


 
Our partnership with Evolent Health leverages their national 
expertise in demonstrated clinical excellence and bending the 
cost curve.  These areas of focus are critical when serving 
Medicaid recipients to ensure access, provider engagement, 
cost management, and the delivery of high quality care.  
 
Platform and Operations Services:  Identifi® is our 
proprietary fully interoperable technology platform that 
aggregates and analyzes data, manages care workflows, and 
engages providers and their patients. We deliver clinically 
relevant facts about our Medicaid recipients by applying 
predictive models and stratification logic to accurately 
highlight a clear set of priorities that providers can use to 
direct efforts toward the greatest opportunities to positively 
impact health outcomes. Identifi® links our processes with 
those of our partners and other third parties in order to create 
a connected clinical delivery ecosystem, stratify patient 
populations, standardize clinical work flows and enable high-
quality, cost-effective care. The configurable nature and broad 
capabilities of Identifi® help enhance the benefits to our 
partners and increase the effectiveness of our partners’ 
existing technology architecture.  
 
Operations services is defined as the set of solutions across the 
clinical, financial, and administrative continuum that enable 
health plans, health systems, and independent physician 
groups to manage risk, as well as clinical and quality 
outcomes. Our operations services solutions span across 
multiple populations to improve clinical performance, align 
physician networks, and fine tune financial and administrative 
management, all while supporting the transition of 
organizational change management.  
 
We provide a complete array of services to provider-sponsored 
health plans and health systems, including:  
• Technology platform  
• Care management 
• Utilization management 
• TPA services 
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• Pharmacy benefits management 
• Quality Assurance and Improvement  
• Risk adjustment services 
• Physician engagement  
• Finance and leadership  
• Electronic medical records optimization 


 
4.1.11.9 The Company’s main product/service lines and annual revenues 


for each product/service line for the two most recent years for 
which full data are available. 


 
Company Product/Service Line 2014 2015 
Hometown Health 
Plan, Inc. 


Comprehensive (Hospital & Medical) $107,825,783 $108,487,931 
Medicare $146,405,272 $162,733,008 


Hometown Health 
Providers Insurance 
Company, Inc. 


Comprehensive (Hospital & Medical) $55,566,218 $69,964,036 
Medicare (Dental) $2,555,157 $2,456,033 
Third Party Administration $6,581,187 $7,428,154 


 
Please note that Third Party Administration revenues shown 
above are not included in our statutory filings required for our 
fully-insured business, but are instead shown as an offset to 
general expenses.  Not included above are $114.5 million in 
annual claims paid by Hometown Health Providers Insurance 
Company, Inc. on behalf of self-funded clients. 
 


4.1.11.10 The corporate philosophy and mission statement. 
 


Our mission is to make a genuine difference in the health and 
well-being of the people and communities we serve. 
 
This mission statement was adopted two years ago and creates 
a key change to our strategy.   
 
First, we “make a genuine difference” – not just a difference.  
We want our customers to be positively impacted by our care 
both in the short term and the long term. 
 
Second, we are not simply focused on health care, but rather 
“health and well-being.”  It is no longer enough to provide 
excellent medical care (which, of course, we continue to do).  
We want to positively impact the whole person.  We want to 
provide the right conditions for our patients to thrive- because 
a thriving person is a healthy person.  We want to provide 
wellness services that reduce the need for specialty and acute 
care. 
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Finally, we recognize that we service both “people and 
communities.”  We continue to provide excellent service to our 
individual patients.  However, if we can provide appropriate 
support to the entire community, we can keep our individual 
patients happier and healthier. 
 
Renown’s vision: Renown Health, with our partners, will 
inspire better health in our communities. 
• We inspire being and staying healthy – even as we restore 


health for those in need. 
• We take an active role in community initiatives, with a 


renewed focus on the underserved. 
• We will have many partners because we cannot do it alone. 
• We address our community’s biggest health needs together. 


 
As part of our strategic plan, we have set our sights on three 
areas of focus called our key initiatives: 
• Integrate care and manage population health.  We are 


actively working on the goals of the Triple Aim: Improve 
the patient experience; Achieve better health through 
improved outcomes; and manage or reduce costs. 


• Build key relationships.  We already have many solid 
partnerships.  We will continue to build strong relationships 
as a foundation for success.  We feel that a strong 
relationship between the State of Nevada, Renown Health 
and Hometown Health is vital to ensure we remain Nevada 
Strong. 


• Grow our scale and scope with a focus on innovation.  We 
will grow by offering new and innovative programs that our 
patients and our communities need. 


 
Renown Health’s vision is supported by Hometown Health’s 
vision: Hometown Health will be the innovative, trusted, 
market leader providing integrated insurance services and 
products to improve the health of the communities we serve. 
 
Hometown Health’s key initiatives are: 
• Grow to meet health system objectives 
• Support a culture of innovation 
• Provide differentiated care delivery network based on 


quality and service 
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• Deliver on the quality and service promise to customers 
 
Over the past year, we have embarked on a mission to seek out 
and partner with a best-in-class managed care company whose 
corporate philosophy and value mirror ours.  We have found 
that in Evolent Health.  Evolent Health stands for a new 
approach to how health care is delivered in America. We strive 
to convey that, together with our health system clients, we are 
at the forefront of the momentous shift from volume-based to 
value-based care. Together, we can boldly lead the 
transformation to value-based care delivery across the nation. 
We embed and connect essential value-based care capabilities 
across the entire health system enterprise, including the teams, 
technology, and tools that become the foundation for 
operating a successful value-based business.  
 
At the center of Evolent’s philosophy is their mission and core 
values. They are at the foundation for every decision made.  
Evolent’s mission statement: To change the health of the 
nation by changing the way health care is delivered.  
Evolent’s core values:  
• Start by listening: In our continuous strides to improve our 


work, our relationships and ourselves, we listen first. With 
every interaction, we preserve and promote an open culture 
focused on the success, support, and development of all. 


• Excellence in all: We care intensely about the mission—
both Evolent’s and our clients—and set our sights on 
excellence in all that we do. We thoughtfully chart the 
course forward, bring our very best to even the smallest of 
steps, and make sure to celebrate our progress. 


• Own the opportunity: We hire great people who we trust to 
make Evolent and our clients proud, and we value and 
reward those who lead at all levels. We rise to the occasion, 
capitalizing on the freedom and responsibility we’ve been 
granted to make an impact. 


• Humility: To serve—our clients and each other—remains 
our highest honor and motivation, and we apply both 
empathy and experience in fulfilling our charter. We each 
expect and extend respect, understanding it takes many 
different perspectives to drive change. 


• Pioneer's spirit: Never satisfied with the status quo, we 
endeavor always to learn and to offer more. We take smart 
risks, and when we fail, we fail forward. We look toward 
the future, with the conviction and agility to achieve our 
vision. 
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• Unflinchingly can-do: We demand nothing short of run-
through-walls resolve in serving the ultimate customer—
the patient. We put team first, and presume the best of 
intentions and effort from one another. Through an 
environment that supports our whole selves, we sustain our 
commitment to going above and beyond. 


 
We could not have imagined a better partner in Evolent 
Health.  We are excited for the opportunity to work with 
Evolent to serve Nevada’s Medicaid population and look 
forward to demonstrating how wonderfully our combined 
values fit in with the State of Nevada. 


 
4.1.11.11 A description of any plans for future growth and development 


of your organization. 
 


Hometown Health has been growing its membership 
approximately 10% per year for the past several years.  We 
have made numerous investments in technology and people to 
meet the demands of this growth and we have outgrown our 
offices.  In February 2017, we will move our main office from 
our Harvard Way location to Professional Circle in southern 
Reno.  This new office has considerable room to increase staff 
to meet the demands of future business.  By September of this 
year we will have opened our new office on Sunset Road in 
Las Vegas which will have additional capacity. 
 
Because of the increasing cost of prescription drugs and the 
importance of prescription drug adherence to our clinical 
programs, in January 2017 we are launching HometownRx 
which will provide comprehensive pharmacy benefit 
management services.  This will allow our on-site culturally 
competent pharmacy staff to more closely manage our 
medication therapy management programs and provide better 
coordination with our medical staff. 
 
We have been increasing our investment in our most valuable 
resource – our people.  We strongly believe in hiring the best 
and brightest, ensuring each person is the right fit for the job 
and retaining that talent to the maximum extent possible.  To 
support these goals: 
• We utilize the McQuaig pre-employment survey to ensure 


our candidates are the right fit for the position. 
• We have created our Leader in Training program to 


identify potential leadership talent and train those 
individuals for future leadership positions. 
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• Our executives are given the opportunity to attend 
America’s Health Insurance Plans’ Executive Leadership 
Program which includes a week at Kellogg Business 
School.  Kellogg's Part-Time MBA program was ranked 
No. 1 by US News & World Report in 2010 and 2012. More 
recently, Kellogg's Part Time MBA program was ranked 
No. 1 by Bloomberg Businessweek. 


• We are in the process of identifying potential partner 
schools such as U.C. Berkley to provide leadership training 
to our managers. 


The results of our efforts can be seen in our employee 
engagement survey results in which over 97% of our 
employees have participated in the optional survey for three 
years in a row and the responses are largely positive.  We are 
proud of the results and look forward to continuing to display 
our commitment to our employees. 
 
In the past, Hometown Health has been mainly focused on 
providing services to citizens that live in northern Nevada.  
With our purchase of the OneHealth network in January 2015 
and our partnership with Evolent, we have begun plans for an 
increased presence in southern Nevada. 
 
We are aware of the significant growth opportunities this RFP 
represents and have begun to mobilize staff to ensure we have 
the proper resources, culturally competent staff and expertise 
to successfully implement this contract.  Evolent’s successful 
national Medicaid expertise will ensure strong execution of 
this project. 
 
Evolent currently supports all major lines of business in 
health care (Medicaid, Medicare, Individual Exchange, 
Commercial, and Employer), and has experience with 
Medicaid shared risk agreements. Evolent has clients who will 
require our support for the CMS Medicare Shared Savings 
Programs (MSSP) including the new NextGen ACO model. 
This model includes predictable financial targets, greater 
opportunities to coordinate care, and sets higher quality of 
care targets. Evolent has plans to continue to build solutions 
that support these populations and programs, the quality 
outcomes requirements, and the ways in which both upside 
and downside risk can be appropriately managed.  
 
Evolent continues to invest in and refine its Medicaid Model 
of Care focusing on fully integrated clinical solutions. Their 
population health management model recognizes that a 
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person’s total needs must be met, including social support 
needs, if meaningful gains are to made in improving a 
person’s health and functional outcomes. We are focused on 
developing innovative solutions through our Medicaid Center 
of Excellence that target the barriers providers face delivering 
high quality health care to a diverse population with pressing 
social needs. A key focus of our Medicaid Model of Care is 
meeting providers and recipients where they are – through our 
geographically-based, multi-disciplinary care teams; 
embedded case managers deployed in high volume practices to 
help providers and their patients at the point of care; mobile 
capabilities, sending clinicians and care navigators into the 
community to provide high-risk recipients with in-person care 
management; onsite utilization review clinicians located in 
high-volume hospitals focused on optimal transitions of care; 
and extensive community engagement, leveraging local 
resources from organizations recipients trust, including social 
service and faith-based organizations. We continue to develop 
our fully integrated physical health, behavioral health and 
social support model, leveraging our technology solutions and 
care management system. 
 
Through the remainder of 2016 and into 2017, both 
Hometown Health and Evolent Health plan to continue to 
invest in the technology platform and further supplement 
Identifi care clinical programs and utilization management, 
providing web-based access for providers to support critical 
clinical interventions like care gap closure, and additional 
functionality that streamlines the full suite of applications 
such as single sign-on. Evolent also is excited to deploy 
Identifi Pharmacy for a more integrated experience. We plan 
to invest in added CMS file integration in order to support our 
clients who will participate in CMS Next Generation ACO 
model. Identifi will also support secure provider/network 
communication portal that will span across many of the 
applications including Identifi care, network, pharmacy, 
community, and practice. We are making investments in HL7 
integration with Cerner EMRs. Also, at a core foundational 
level across the full suite of applications, Evolent is investing 
in provider data management and directory enhancements. 
 
Evolent will continue to add data assets to feed the over 1700 
clinical rules that drive its stratification logic. We will 
continue to add more clinical rules to our library as we are on 
pace approaching 2,000 rules in the near future. Evolent will 
further invest in refining our predictive modeling capabilities. 
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Evolent continues to invest in our care management solution, 
and most notably, the technological infrastructure support 
that ingests raw data and transforms it into actionable and 
digestible insights to aid providers in their ability to best meet 
the right patient needs with the right interventions and levels 
of care at the right time. We pair this with a harmonized 
workflow of utilization management and the financial 
performance discipline such that providers are not “jumping 
across” applications or dually entering patient information. 
The marriage of clinical and financial performance 
management is a keystone to what Evolent continues to grow 
toward with people, process, and technology. We work to 
ensure that our clinical programming and our technological 
infrastructure are configurable to meet the unique needs of 
the local community populations we serve. 
 


 
 
The experience and the capabilities necessary to support and 
succeed in these value-based care models will also benefit 
Nevada where appropriate. We look forward to partnering 
with the state to explore how our experience in these other 
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realms could apply and benefit the model of care serving the 
communities in Nevada. 
 
Evolent is also deploying the Healthify social and community 
resource solution to assist with finding the right social and 
community resources to meet recipient social needs. Healthify 
also supports referral workflow and reporting so that we may 
gain visibility to the benefits of meeting recipient’s social 
needs and the intersection to health access, cost, and quality. 
This web-enabled technology will be supported in conjunction 
with Identifi. 
 
Healthify enables the Evolent and Hometown Heakth care 
support team to find the right resources in the community that 
can help address recipients social needs. The broad categories 
that we can assess are resource programs for health, work, 
education, transportation, legal, financial support, housing 
and food. To highlight a few examples, the robust data base 
can help us visualize where resources are and we can align 
that with where recipients live and where their providers are 
as well. 
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4.1.11.12 Please identify any recent market expansion and/or business line 
addition by your organization.  Describe the implementation 
approach and methodology you employed for the market 
expansion and/or additional business line identified.  For 
example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 
In January 2015, Hometown Health purchased OneHealth, a 
provider network based in southern Nevada.  The purchase 
and integration of a network is a complex process which 
includes integration of credentialing and contracting policies, 
disruption and actuarial studies, document and insurance 
card changes and communication with providers, clients and 
members. 
 


 


• Length of time services have been provided: 2 Years (Since Q1 2015) 
• Self-funded employers (Since Q3 2015) 
• Commercial employers and individuals (Since Q3 2016) 
• Public employers and Medicaid (Starting Q3 2017) 


 
We are currently in the process of developing HometownRx, 
our own Pharmacy Benefit Management (PBM), services with 
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the help of Argus.  This implementation requires the 
integration of claims processing, network development, 
specialty and mail order pharmacy partners, rebate 
aggregation, building out our pharmacy and customer service 
teams, communication with our sales team and clients and 
much more. 
 


 


• Length of time services have been provided: In implementation (Starting Q1 2017) 
• Commercial and self-funded private and public employers and individuals (Starting Q1 


2017) 
• Medicaid (starting Q3 2017) 


 
Our partner, Evolent Health, has undergone or is in the 
process of completing its own complex implementations.  In 
the third quarter of 2016, Evolent entered into an agreement 
with St. Luke’s Health System comprised of seven hospitals in 
Idaho with 998 beds, more than 150 clinics, and urgent care 
and freestanding ER facilities. In the first quarter of 2017, 
Evolent will be providing care management services to 
150,000 recipients.  


 


 


• Length of time services have been provided: <1 Year (Since Q1 2016) 
• Public Sector Lines of Business managed: Next Generation ACO, Medicare 


Advantage, Individual Exchange (starting Q1 2017) 
• Private Sector Lines of Business managed: Employees, Commercial (starting Q1 2017) 


 
Starting the second quarter of 2016, Evolent entered into an 
agreement with Georgia Physicians for Accountable Care, an 
Accountable Care Organization with more than 650 
independent physicians. We currently provide care 
management services for 70,000 recipients.  


 


 
• Length of time services have been provided: <1 year (Since Q2 2016) 
• Number of lives Managed: 70,000 recipients currently 
• Public Sector Lines of Business managed: Medicare Shared Savings Program Track 1 


 
Evolent recently expanded its Medicaid capabilities with the 
completion of integration with Passport Health Plan, which 
successfully launched on July 1, 2016. The integration 
includes delivery of Evolent’s technology platform, Identifi, 
and a suite of clinical and administrative services to support 
the daily operations of the health plan. In addition, Evolent 
completed implementation of the Medicaid Center of 
Excellence formed in February 2016 to create a provider-
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sponsored, community-based model for Medicaid health plans 
across the nation. 
 
Evolent is also in the process of acquiring Valence Health. 
Valence has 20 years of industry experience and a rich history 
in supporting Medicaid service lines for 615,000 Medicaid 
recipients.  This addition will further strengthen Evolent’s 
administrative solutions to better serve the Medicaid 
population.  This transaction is subject to certain business and 
regulatory closing conditions. 
 
Evolent has completed 12 end-to-end implementations to 
support the operations and care management/care 
coordination of populations across the country. Every 
implementation has been delivered on schedule. The size and 
scope of these implementations range from contracts for 
services that impact a few thousand recipients and single care 
management programs to several hundred thousand recipients 
and complete care coordination for Medicaid. 
 
Implementation approach and methodology 
 
Evolent’s typical implementation plan consists of several 
interrelated work phases that determine how to plan, develop, 
control and deliver the contracted services. Figure 4.1.11.12-1 
illustrates the conceptual framework for the implementation 
process. 


 
Figure 4.1.11.12-1: Implementation Process 


 
 


To operationalize this project structure, our methodology 
follows a typical SDLC lifecycle as described below: 
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Phase 1: Planning 
 
Planning objectives include: 
• Refine and finalize the scope of technology; 
• Determine project resources; 
• Establish the timeline and create a detailed workplan; 
• Set go live dates for key milestones; 
• Identify risks/issues; and 
• Formally kick off the project with the Client and Evolent 


Team. 
 


The Planning phase encompasses the activities needed to set 
the stage for the project’s success. During this phase, 
processes and governance to drive the project's success are 
tailored to the client’s specific needs and established to ensure 
the project has the management tools required to deliver on-
time solutions of the highest quality.  During the kick-off 
meetings, we require representation from every functional 
area to ensure the project management team fully understands 
how the project impacts and relates to each department. 
 
During this phase, we use our business implementation project 
plan template to create a detailed project plan specific to the 
business being implemented.  The project plan includes system 
and process development, technical testing and user 
acceptance testing and post go-live transition to operations.   
 
Phase 2: Requirements Design 
 
Requirements Design Objectives are to: 
• Define requirements; and 
• Design a solution. 


 
Requirements Design refers to the process where we analyze, 
define, document and approve the various components that 
will encompass the scope of the project. The requirements 
analysis includes activities for defining client specific systems 
infrastructure, application functionality, connectivity and 
network methodologies between the client and Evolent.  
 
The requirements documentation includes business 
requirements, functional system requirements and operational 
requirements.  
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At this phase we also identify data requirements including 
administrative (eligibility and claims), clinical (encounter 
EMR data), and provider data. During the design portion of 
this phase we define clinical program names, numbers of, and 
locations of Care Management Staff, clinical program 
descriptions, clinical program workflows, clinical program 
letters, clinical program Identifi functions and features (such 
as drop downs and assessments) and stratification 
requirements. The following requirements may also be 
needed: Care Management requirements, Web resource 
requirements, Reporting requirements, and Communications 
requirements.  We also create user stories to ensure all 
possible scenarios are implemented and tested during Phase 3. 


Phase 3: Build and Test 


Build and Test Objectives: 
• Build a solution that aligns with the scope of work and


meets the end users’ expectations; and 
• Comprehensively test solution, create a plan for deployment


and end-user support. 


The building and testing phase is the part of the 
implementation in which the solution is built, coded, 
configured and tested according to the scope of the project. 
The activities included in this phase of the project are 
configuration and new development, system integration 
testing, and user acceptance testing. Identifi Model Office 
testing and preparation activities for implementation rollout 
are also performed during this phase.  


Modifications and new developments are addressed at this 
point in the implementation process. Modifications, if needed, 
are addressed and documented through the Change 
Management Board. 


Testing includes all of the processes required to test the 
functionality within each area of the solution and occurs as 
functional areas are completed. When the configuration of 
Identifi and care advising workflows are complete, operational 
readiness testing and clinical business user acceptance testing 
can be conducted. The clinical business users use Identifi 
Model Office to conduct their testing and training. 


For IT requirements (such as web design, interfaces and data 
base management) our IT department uses Agile management 


Managed Care Organization RFP 3260 Page 35 of 98 







methods in which the project is split into phases allowing 
feedback from business areas throughout the development life 
cycle. 
 
Phase 4: Launch and Monitor 
 
Launch and Monitor Objectives are: 
• Deploy Identifi platform and new IT processes; 
• Transition from implementation to technology operations; 


and 
• Continuously monitor technology platform performance. 


 
The final step in the IT-Client Implementation process, 
Launch and Monitor, is the roll-out of the fully functional and 
tested solution. During this phase, the client moves from 
implementation mode to production operations. 
 
Once the system is up and running, we continue ongoing post 
implementation support of the applications, interfaces, and 
programs that were created during the blueprint and design 
implementation and assist the client with maintenance 
features. 
 
We conducts a warranty period to monitor the solution and 
implements continuous improvement based on client and 
business input.  
 
Our projects end with a post-mortem meeting during which we 
review the implementation in its entirety to ensure our project 
processes benefit from our focus on continuous improvement. 
 
Delivery Team 
 
The Hometown-Evolent delivery team is responsible for 
ensuring on-time, on-budget delivery of project activities and 
deliverables across the Hometown-Evolent team and external 
stakeholders. This approach also establishes governance for 
the project. 
 
For Evolent’s Passport Health Plan expansion, Evolent 
leveraged dedicated office resources in the Louisville market 
in tandem with the national team of more than 500 
professionals comprised of top talent across the industry. 
Team members included individuals from some the nation’s 
leading payers and fully integrated ACOs, with deep expertise 
in both the strategy and operation of fully capitated risk 
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businesses. The team was customized for the Passport Health 
Plan implementation to ensure continued success with their 
current offerings while quickly transitioning support to the 
new care management platform. One Market President 
directed the integration while a local and a national 
partnership lead provided overall project management and 
leadership. 
 
During implementation, Evolent activated a team with 
members both on-site and in our offices: the mix of on-site 
and remote support fluctuates depending on implementation 
needs and project phase. Table 4.1.11.12-1 summarizes the 
roles and responsibilities of the Implementation Team. 
 


Table 4.1.11.12-1 Implementation Roles & Responsibilities 


Role Responsibilities 


Hometown Health Roles 


Project Champion 


Hometown Health assigns a Project Champion to each project who is 
accountable for all implementation activity.  The Project Champion is 
the senior team member and is knowledgeable about all aspects of the 
project.  While not necessarily involved in the day-to-day 
implementation activities, this individual ensures appropriate resources 
are available to the project management team and breaks down 
barriers so that the implementation team can focus on the project itself. 


Project Manager 


The Project Manager oversees all aspects of project management and 
serves as the primary point of contact for the client.  The Project 
Manager drives collaboration amongst the Hometown Health lead 
roles and all vendors to: 
• Drive accountability for the quality of overall service delivery for 


the implementation team 
• Oversee the development of the project governance, charters and 


end-to-end project plan 
• Ensure client deliverables are met as per contractual agreements 
• Oversee the communications of the overall implementation 


progress, risks and mitigation plans 


IT Project Manager 


The IT Project Manager oversees any aspect of project management 
that requires information technology builds or enhancement.  The IT 
Project Manager serves as the liaison between the business teams and 
the IT team.  The IT Project Manager is responsible for: 
• Oversees the development of the IT project plan and 


communications around client requirements and expectations 
• Management and acquisition of IT resources 
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Role Responsibilities 


• Managing and presenting overall technical implementation 
progress, risks and mitigation plans 


• Ensuring IT builds and enhancements are completed on-time.  


IT Implementation 
Lead 


The IT Implementation Lead serves as the primary point of contact for 
Hometown Health technical leadership, Evolent IT teams and third‐
party vendors involved in the implementation. In addition, the lead: 
• Drives accountability for technical service delivery for the 


Hometown Health IT teams in collaboration with the Project 
Manager Evolent Account Manager (Market President), Partner 
Account Delivery Lead and Clinical Solutions and Delivery Lead 


• Leads the IT Implementation team in the creation of the technical 
requirements and the development of the resulting solutions. 


• Provides quality assurance for client deliverables per contractual 
agreements 


Business Analyst Reviews the RFP, contract, regulations and client communications to 
methodically generate actionable business requirements. 


Network Lead 


The Network Lead is responsible for developing the network.  This 
includes: 
• Review and improvement of network policies and procedures and 


provider manual. 
• Contracting and credentialing of providers. 
• Providing feedback and assistance to the Communications Lead 


regarding provider communication. 
• Communication with providers to ensure they understand their 


responsibilities.  


Customer Service 
Lead 


The Customer Service Lead is responsible for the build out of the 
Customer Service department.  The Customer Service Lead’s 
responsibilities include: 
• Creation of a hiring and training plan. 
• Identification of Customer Service resource and space 


requirements.  
• Providing feedback to the Project Manager and the 


Communications Lead. 


Reimbursement 
Services Lead 


The Reimbursement Services Lead is responsible for the build out of 
the Reimbursement Services department.  The Reimbursement Service 
Lead’s responsibilities include: 
• Creation of a hiring and training plan. 
• Identification of Reimbursement Services resource and space 


requirements.  
• Providing feedback to the Project Manager. 


Reporting Lead The Reporting Lead provides ongoing support in accessing, 
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Role Responsibilities 


configuring and utilizing standard reports. He or she: 
• Consults with the Project Management team to understand needs, 


develop an analytics and reporting roadmap, and identify 
opportunities for improving the reporting inventory and support 
development of custom reports and analyses.  


Communications 
Lead 


The Communication Lead is responsible for the successful adoption of 
new tools and processes through effective communication planning 
and collateral development.  The Hometown Health Communication 
Lead works with the Project Manager and Evolent Communication 
Lead to provide:  
• Launch awareness 
• Leadership engagement 
• Physician engagement 
• Patient engagement 
• Care Advising program letters and educational materials 
• Clinical effectiveness program letters and educational materials 
• Provider Manuals and Recipient Handbooks and other provider 


and recipient materials 


Evolent Health Roles 


Market President 


Evolent assigns a Market President is responsible for all service and 
support activity. The Market President is the senior executive 
responsible for the local market and is highly knowledgeable about the 
services provided to the client. He or she develops and executes key 
strategic initiatives and oversees delivery and ongoing management of 
the market. 


Partner Delivery 
Account Lead 


The Account Lead serves as primary point of contact with Hometown 
Health during implementation. He or she drives the collaboration 
amongst the key Evolent lead roles to: 
• Drive accountability for the quality of overall service delivery for 


the Evolent implementation team in collaboration with the 
Hometown Health Project Manager, Evolent Account Manager 
(Market President), Technical Account Lead and Clinical 
Solutions and Delivery Lead 


• Oversee the development of the project governance, charters and 
end-to-end project plan 


• Ensure deliverables are met as per contractual agreements 
• Oversee the communications of the overall implementation 


progress, risks and mitigation plans 


Technical Account The Technical Account Lead serves as the primary point of contact for 
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Role Responsibilities 


Lead Hometown Health technical leadership, Evolent IT teams and third‐
party vendors involved in the implementation. In addition, the lead: 
• Drives accountability for technical service delivery for the Evolent 


IT teams in collaboration with the Evolent Account Manager 
(Market President), Partner Account Delivery Lead and Clinical 
Solutions and Delivery Lead 


• Oversees the development of the IT project plan and 
communications around client requirements and expectations 


• Provides quality assurance for client deliverables per contractual 
agreements 


• Manages and presents overall technical implementation progress, 
risks and mitigation plans 


Clinical Solutions 
and Delivery Lead 


The Clinical Solutions & Delivery Lead serves as the primary point of 
contact for client clinical leadership. In addition, the lead: 
• Drives accountability for clinical service delivery for the Evolent 


teams in collaboration with the Evolent Account Manager 
(Market President), Partner Account Delivery Lead and Technical 
Account Lead 


• Oversees development and implementation of the clinical models 
and services for partner sites, in accordance with Evolent’s model 
of care and identified best practices 


• Partners with Physician and Analytic teams to convert the clinical 
strategy into a clinical implementation plan 


• Partners with Business Process Solutions Lead and client clinical 
leads to support current state assessment and ensure future state 
is designed to deliver improvements to process and technology and 
meet clinician needs 


• Provides support for hiring and training of local market culturally 
competent clinical operations staff to launch partner operations 


Delivery Lead 


The Delivery Lead serves as the primary day-to-day point of contact for 
the client implementation team, which may include the lead of a 
Project Management Office (PMO), Program Managers and/or Project 
Managers. In addition, the lead: 
• Leads the coordination of all Evolent delivery resources and 


activities across the implementation workstreams through a 
coordinated set of project management tools. Depending on the 
size of the implementation, the Delivery Lead is supplemented 
with supporting Program and Project Managers 


• Provides expertise and support through deep understanding of 
Evolent Health’s services and products to pressure test 
assumptions and bring informed perspective to implementation 
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Role Responsibilities 


efforts 
• Oversees and facilitates the development of consolidated project 


plan across all Evolent work streams 
• Manages the production of client deliverables and the delivery 


timeframes of Evolent Health’s services and products to partner 
organizations 


• Brings rigor to risk management to identify and communicate 
project risks early in the process, and facilitate subsequent issue 
resolution 


• Interfaces with project teams to maintain consistent 
understanding of project status and identify variances to plan 


Business Process 
Solutions Lead 


The Business Process Solutions Lead presents the current state 
assessment findings, clinical workflows and business solutions to the 
partner. He or she: 
• Partners with Clinical Solutions and client clinical leads to 


perform current state assessment, documenting processes, 
delivering Gap Analysis Output and developing future state 
design 


• Is responsible for gathering Identifi business requirements, 
developing clinical process maps or workflows, standardizing 
operations procedures (SOPs), standardizing work and Model 
Office scenarios for care management and utilization 
management programs in the implementation phase. 


Partner Delivery 
Program Manager 


The Partner Delivery Program Manager coordinates the day-to-day 
delivery of the clinical and other non-technical portions of the 
implementation 
• Supports the communications and collaboration between clinical 


and other non-technical staff for each partner and the Evolent 
clinical and non-technical teams 


• Assists with the maintenance of the overall program plan, risk 
and issue log and status reports. 


IT Program 
Manager 


The IT Program Manager coordinates the day-to-day delivery of the IT 
and analytics portions of the implementation 
• Supports the communications and collaboration between 


technical staff for each partner and the Evolent IT team 
• Assists with the maintenance of the overall program plan, risk 


and issue log and status reports 


Analytics and 
Reporting Lead 


A Designated Analytics and Reporting Lead provides up front training 
and ongoing support in accessing, configuring and utilizing standard 
reports. He or she: 
• Consults with Hometown Health Project Management team to 
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Role Responsibilities 


understand needs, develop an analytics and reporting roadmap, 
and identify opportunities for improving the Evolent reporting 
inventory and support development of custom reports and 
analyses.  


• With Evolent support teams, provides up to 200 hours per year of 
support for custom report development to address complex needs. 


Communications 
Lead 


The Communication Lead is responsible for the successful adoption of 
new tools and processes through effective communication planning 
and collateral development for:  
• Launch awareness 
• Leadership engagement 
• Physician engagement 
• Patient engagement 
• Care Advising program letters and educational materials 
• Clinical effectiveness program letters and educational materials 
• Provider Manuals and Recipient Handbooks and other provider 


and recipient materials 
 
For this implementation, Hometown Health, Evolent and 
Passport have committed key personnel to be available and 
support the implementation to meet the agreed upon 
milestones. Hometown Health is ultimately accountable for 
this project’s successful implementation and ongoing 
operations.  We will ensure appropriate personnel are located 
on-site in Las Vegas and Reno to manage all aspects of the 
implementation and verify readiness in clinical and non-
clinical processes. 
 
In the implementation phase, Passport has assigned a 
Partner Account Delivery Lead, a Technical Account Lead 
and a Clinical Solutions Lead to form a dual lead role with 
the Evolent delivery team to lead and oversee the end-to-end 
delivery from clinical workflows through the technology 
lifecycle. These leaders are experienced in complex 
implementations and coordinated with Passport leadership 
during the course of the implementation to provide oversight 
and serve as points of escalation. Each of these leads brought 
experiences from prior implementations and incorporate best 
practices from those efforts into the work. The Partner 
Delivery Account Lead quarterbacked the engagement in 
terms of timelines, governance and issue resolution. All six 
leaders were accountable to the Market President. 
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Hometown Health’s successful implementations have 
stemmed from the dual project management approach 
between the business and IT teams.  Both the Project 
Manager and the IT Project Manager have formal project 
management backgrounds.  The Hometown Health Project 
Manager has experience successfully implementing a 
Medicaid program in Pennsylvania.   
 
Key to Evolent’s centralized program management function 
was the Delivery Lead role. The Delivery Lead is experienced 
in all facets of the implementation and has an understanding 
of key dependencies across all workstreams. In addition to 
understanding how to implement Identifi, the Delivery Lead 
is an experienced, seasoned program manager that was able 
to guide the multiple workstreams of the implementation. The 
Delivery Lead collaborated with the other workstream leads, 
such as for Data Management and Analytics to coordinate 
the many activities and milestones during the 
implementation. To accomplish this, the Delivery Lead was 
supported by Program Managers managing the day-to-day 
activities of all of the workstreams using standard project 
management methodologies. The Program Manager(s) were 
assigned to particular workstreams and worked closely with 
our clinical teams and Passport as well to track progress and 
help to solve problems. The Technical Programs Manager(s) 
supported the Delivery Lead by coordinating activities with 
Passport’s IT teams, external IT vendors and the Evolent IT 
team in Arlington, VA. This team structure provided the 
necessary governance and escalation paths to deliver the 
successful complex implementation. 
 
The Leads are ultimately responsible for the quality and 
timelines of the implementation.  


 
4.1.11.13 Length of time vendor has been providing services described in 


this RFP to the public and/or private sector.  Please provide a 
brief description. 


 
Established in 1988, we remain northern Nevada’s oldest and 
largest health benefits organization.  We have been providing 
utilization management and case management services for 
decades and have provided similar services on behalf of CMS 
for Medicare Advantage recipients since 1995.  Our strategic 
partners have been providing managed care services related to 
Medicaid for nearly 20 years. 
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Our combined experiences extend across 780 client partners, 6 
provider-sponsored plans, and 37 product launches that span 
across the public sector (Medicaid, Medicare Advantage) and 
the private sector (Commercial and Employee).  We serve 
more than 1.5 million recipients, 500,000 of whom are 
Medicaid recipients.  Our partnership with Evolent and 
Passport Health Plan adds capabilities developed over almost 
20 years serving Medicaid and CHIP recipients in Kentucky; 
Passport Health Plan is the highest rated Medicaid plan in the 
state of Kentucky with an NCQA rating of 4 stars. 
 
Together, with our partners, we combine national best 
practices with local relationships that we believe make us more 
than qualified to provide the services described in this RFP. 


 
4.1.12 Experience 


 
4.1.12.1 Explain in detail the experience your organization has in 


providing the services requested in this RFP, including specific 
experience with the following: 


 
A.  Managing a network of Medicaid Providers; 


 
Hometown Health, with its strategic partners have 
extensive experience managing every kind of provider 
network.  Our partner, Evolent Health has built 
successful, thriving Medicaid networks in Indiana, 
Kentucky, Maryland, Oregon and Washington, D.C. 
 
Evolent currently manages a Medicaid network which 
includes 30,000 network providers and pharmacies that 
serve nearly 300,000 Medicaid recipients in Kentucky.  
Our network philosophy demands that we provide access 
to providers that matches the services Medicaid recipients 
need and deserve. Our network includes providers for all 
covered services and includes providers who have 
experience serving Medicaid recipients including TANF; 
CHIP; aged, blind and disabled eligibility groups; and 
special populations including children in foster care.  As 
a result, we understand the challenges Medicaid 
recipients can encounter when seeking care, including 
access challenges in rural and urban areas. 
 
Our network management team is continuously 
evaluating our network to: 
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1) Ensure that we have open panel primary care 
provider and specialty access based on current 
membership;  


2) Offer and execute contracts with traditional and 
essential Medicaid providers including FQHCs, 
RHCs, public health departments and safety-net 
systems; 


3) Monitor network providers through management 
reports that assess if actual recipient visits meet 
internal targets; and  


4) Provide tools that make it easier for providers to 
deliver high quality health care.  


 
In addition to monitoring access through Geo-access 
mapping, secret shopper calls, and analysis of out-of-
network authorizations, recipient complaints and provider 
audits, we focus on provider performance. 


• We connect practicing providers who demonstrate 
evidence-based best practices with providers who 
need additional help improving their care delivery 
performance.  


• We also establish incentives to reward improved 
performance including gains on quality measures. 


• We seek providers who will partner with us through 
value-based payment methodologies and 
collaborative population health management. We 
welcome creative reimbursement methodologies, 
including global payments or sub-capitation when 
appropriate.  


• We use balanced scorecards to ensure our networks 
are delivering cost-effective, quality care, and use 
those dashboards to work with underperforming 
providers on better ways to deliver care and 
services.  


• We assist provider-sponsored health plan members 
and other providers with the creation and execution 
of network management policies that ensure 
compliance with federal and state-specific Medicaid 
requirements and guidelines.  


 
We intend to leverage Evolent’s extensive Medicaid 
network management experience to build our Medicaid 
network on top of our outstanding provider relationships. 
Out exceptional relationships with our providers have 
resulted in the most extensive network in northern 
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Nevada and one of the most competitive networks in 
southern Nevada.  Our management of our Senior Care 
Plus Medicare Advantage product has resulted in a 
market share of 64.5% in the counties we serve. 
 
Between our local relationships and national experience 
our Medicaid network will thrive in the same manner as 
our other networks. 


 
B.  Managed care programs for Medicaid recipients; 


 
Hometown Health has been managing the care for its 
Medicare Advantage population for over a decade in 
partnership with our providers.  This population includes 
dual eligible whose care presents unique challenges 
similar to that of the Medicaid population.  We have 
added Evolent’s world class Medicaid managed care 
programs on top of our solid foundation. 
 
Evolent currently deliver an array of operations and 
clinical services to provider-led health systems and 
Medicaid health plans serving over 500,000 Medicaid and 
CHIP in Kentucky, Maryland, Indiana, Oregon and 
Washington D.C.  
 


Table 4.1.12.1-1 Evolent’s Services for Medicaid Health Plans 


 
 
Across these programs we serve:  


• Medicaid and CHIP-enrolled children and adults 
who need routine primary and preventive care but 
who face challenges accessing this care due to their 
socio-economic situation;  


• Children with special health care needs including 
children in foster care or aging out of foster care, 
with developmental delays or disabilities, a Serious 


Enrollment


Over 127,000


Over 65,000


Over 10,000


Over 300,000
X X X X X X X


X X X


X


X X X X X X X


Client Partner


X X X X X X X X


Evolent Scope of Services


Technology
Platform CM UM TPA PBM Quality RAF


Physician
Engagement


Finance &
Leadership


 


Maryland & DC 


Indiana 


Oregon 


Kentucky x                  x 
Nearly 
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Emotional Disturbance (SED), or catastrophic care 
needs (including infants in the NICU); and 


• Adults with special health care needs including 
adults with disabilities, including physical 
disabilities or intellectual or developmental 
disabilities, and adults with Serious Mental Illness 
(SMI) and/or substance use disorders. 


Evolent also serves dual eligible recipients enrolled in 
Medicare fee-for-service or Medicare Advantage plans, 
including Dual Eligible Special Needs Plans (D-SNPs). 
 
The recipients Evolent serves live at home independently, 
with family support, and in-home and wrap-around 
services, and in assisted living facilities, nursing facilities, 
group homes or other shared living arrangements. 
Recipients include pregnant women with high-risk 
pregnancies and high-risk newborns.  
 
Many recipients need help navigating the health care and 
social support system and assistance accessing covered, 
carved-out and non-Medicaid services. Providers face 
challenges reaching and engaging recipients and keeping 
them engaged in their health care. In addition, providers 
are not well equipped to manage the often complicated 
and complex health care and social support needs of their 
Medicaid patients. 
 
Building on nearly 20 years of Medicaid experience 
through our MCOE partnerships, we have designed and 
implemented provider and recipient programs and 
supports designed specifically to drive improved health 
outcomes and deliver value to our Medicaid managed 
care customers and to each state.  
 
Recipients can transition between programs as their needs 
change. Our programs are described in Figure 4.1.12.1-1 
on the following page. 
 
Working in collaboration with our Medicaid partners we 
have built over 20 clinical programs targeting specific 
sub-populations, including: 


• NICU babies 
• Children with sickle cell disease 
• Children in foster care/guardianship  
• Children and adults with obesity 
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Figure 4.1.12.1-1 Program target population, stratification approch and profile 


 
 
Targeted programs are deployed in specific states based 
on the Medicaid populations’ health care profile and any 
state-specific requirements. 


 
The Evolent clinical programs are developed by providers, 
for providers, to deliver best-in-class provider alignment. 
They focus on empowering the physician to function as a 
lead clinician for the multi-disciplinary care teams to 
maximize the impact on quality, cost and member 
experience.  
 
Our care teams are geographically-aligned with specific 
primary care providers or practices and their patients. 
The multidisciplinary team of nurse case managers, 
behavioral health case managers, care navigators, 
dietitians, pharmacists and health educators works 
together with the physician, office staff and patient to 
provide the level of support each recipient needs. Our 
model also includes case managers embedded in high-
volume primary care practices who interact with the 
recipient and physician at the point of care. Geographic 
care team clinicians and care navigators provide mobile 
(in-person) visits to our highest risk recipients to help 
ensure their needs are met.  
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Evolent also embeds utilization review nurses at high-
volume hospitals to engage treating providers and their 
patients and families, and discharge planners at the point 
of care and support highly-coordinated transition home 
or to the next level of care. Using evidence-based 
practices, UR nurses in collaboration with 
geographically-aligned care teams provide the level of 
support the recipient needs, which may include 
enrollment into our hospital transition program for 
recipients at high-risk of hospital readmissions.   
 
Care teams and UR nurses also work collaboratively to 
identify recipients with high rates of ER use for non-
emergent conditions and enroll recipients into our 
comprehensive Emergent Care Program. Our Program 
focusses on strengthening or re-establishing the recipient 
and primary care provider relationship, helping the 
recipient and his or her treating provider identify feasible 
alternatives to ER use, engaging the recipient in health 
education, and coordinating access to additional services 
and supports based on specific needs that contribute to 
avoidable ER use (including homelessness, chronic pain, 
rare and difficult to treat conditions, or loss of a 
caregiver).  
 
Social Determinants and Community 
Engagement: Through the Medicaid Center of 
Excellence, Evolent and  its subsidiary, Passport Health, 
have a rich history supporting its community social 
resources and cultivating relationships to address not only 
recipient’s clinical needs but also the intersection of 
medical and social needs.  Our geographically-based case 
manager’s and care navigators work closely with the 
recipient and his or her family as applicable, providers, 
and local community agencies to collaborate on strategies 
to help make sure the recipient’s physical health, 
behavioral health, and social service needs are met 
without duplication of services. We continually seek 
methods to improve our outreach and engagement with 
Medicaid recipients. For example, Passport recently 
began working with a homeless shelter coalition to 
identify - using shared data - recipients who are receiving 
support from the shelters. The Medicaid Center of 
Excellence is now cross-referencing Passport’s member 
eligibility file to identify homeless recipients living at the 
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shelter, so that additional care support can be provided to 
these individuals as timely as possible. Passport also 
works with these shelters for transitional support after 
hospital discharge to help with the patient’s recovery and 
prevent hospital readmission. 
 
Passport partners with local community-based and faith-
based organizations to connect recipients to local 
programs targeting specific groups among the Medicaid 
membership. For example, Passport participates in the 
American Heart Association’s “Have Faith in Heart” 
events that provide screenings and education around 
heart disease, lifestyle choices, and identifying people who 
have hypertension. Have Faith in Heart is a faith-based 
program targeting churches with a predominantly 
African-American and Hispanic membership.  Passport 
has also recently forged a new partnership with the 
American Diabetes Association to collaborate on 
implementing multiple community events and programs 
focused on lifestyle changes. Through this ADA 
partnership Passport will be providing a “Train the 
Trainer” program targeted to area churches to train 
volunteers from the church, like health ministers, so they 
can administer the Live Empowered curriculum to their 
congregation. Live Empowered provides lifestyle and 
diabetes education targeted to the African-American 
community.   
 
Schools are especially important partners in our efforts to 
reach children and their families and engage them in 
health and wellness education, as well as coordination of 
children’s health care services with school-based services. 
Our Community Engagement Representatives in 
Kentucky in 106 school events in 25 different counties 
from January through August 2016. The Representatives 
also held 246 one-on-one meetings with Family Resource 
and Youth Services Coalitions (FRYSCs), school and 
childcare staff in 51 different counties 
 
Technology Platform: Identifi, our fully interoperable 
technology platform identifies recipients with future 
avoidable health events and supports delivery of evidence-
based interventions and coordination of care across 
providers, all while it continuously measures, manages 
and provides the information needed to improve 
performance. Identifi is used by all of our operating 
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partners to help with the management of recipient care 
across their lines of business.   
 
Key to our ability to impact health outcomes is our 
superior predictive modeling and risk stratification 
process, which identifies recipients who will be most 
impacted by our care model.  Evolent’s process for risk 
stratification is very different from typical payer-designed 
risk stratification platforms which have been designed to 
generate premiums.  Rather, our process identifies 
recipients with conditions and improves those recipients’ 
conditions. 
 
We build custom predictive models for each program and 
population to ensure that the models are targeting the 
most relevant outcomes for the population with the 
highest possible performance.  One of the most frequently 
cited measure of predictive performance is the model’s c-
statistic. A c-statistic of 0.5 indicates random change (e.g., 
a coin flip) at predicting a future event, while a value of 1 
is a perfect predictor. A model with a c-statistic 0.8 or 
higher is considered to have strong predictive ability. At 
0.82 Evolent’s model’s c-statistic is higher than the 
industry standard and indicates strong predictive ability. 
It ensures we are finding the right recipients at the right 
time.  


 
C.  Managing and improving health outcomes for program 


recipients; 
 


Hometown Health has developed a strong quality 
program to improve its collection of diagnosis data to 
identify at-risk populations and improve Medicare star 
rating, HEDIS measures and CAHPS survey results.  As 
a four star Medicare plan, we are a leader in results 
oriented care management.  Our program includes a 
significant reporting package to help our health services 
department identify members who need services.  We use 
multiple methods to contact our members and help direct 
their care, including outbound phone calls, letters and 
provider communication.  Our recent efforts have resulted 
in a 10% improvement in the collection of diagnosis data 
for member engagement opportunities in the past year 
and improvement in six star rating measures.  
Additionally, we are building programs with our school 
districts to help get care to underserved children.   
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Evolent has helped improve health outcomes across the 
populations they manage. Not only have our efforts been 
recognized by our clients, but our commitment to 
improving outcomes and bending the cost curve has been 
validated by a third party, The Care Validations Institute. 
Our care management outcomes include:  
 
Indiana University Health Complex Care Program 
Outcomes. Our Complex Case Management program 
provides care management for high-risk recipients with 
three or more chronic conditions. Our program 
evaluation in 2015 found that the program: 


• Reduced inpatient admissions 30%  
• Reduced ER visits 48%  
• Increased 10% primary care physician visits  


 
Indiana University Transition Care Program Outcomes. 
Our transition care program streamlines the post-
discharge process and reduces the likelihood of high-risk 
recipients being readmitted to the hospital. Our program 
evaluation in 2015 found that the program: 


• 9.0% point reduction in readmissions within 30 
days 


• 12.3% point reduction in readmissions within 60 
days 


• 17.2% point increase in PCP or specialist visits 
within 10 business days 


 
MedStar Health Outcomes. MedStar Health is a 10-
hospital system with 1,700 employed and 6,000 affiliated 
physicians where we currently manage 233,000 recipients, 
including 127,000 Medicaid recipients and provide care 
management services.  Our program evaluation in 2015 
found: 


• $6M in bottom line savings to employee plan, $31M 
below their trend 


• 6% reduction in surgical admissions 
• ~90% of inpatient and outpatient encounters 


occurring in-system 
• 6% reduction in inpatient PMPM 


 
Premier Health Outcomes: Premier Health is a 5-hospital 
system with 1,300 beds where we currently manage 86,000 
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recipients and provide care management and Identifi-
EMR integration services.  Our program evaluation in 
2015 found that the program: 


• 11% reduction in patient PMPM 
• 30% reduction in avoidable admissions 


 
Passport Health has achieved impressive outcomes for its 
Medicaid and CHIP recipients in Kentucky. Examples 
include: 
 
Preventive Care Including EPSDT 


• EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 
EPSDT screening national average of 60% and the 
2014 Nevada average participation rate of 67%.  


• Childhood Immunizations Combination 2 
experienced a 70% increase over the past 
approximately 15 years and remain above the 
Medicaid Quality Compass 90th percentile 


• Childhood Immunizations Combination 10 
experienced a 103% increase in 5 years and 
remains above the Medicaid Quality Compass 66th 
percentile 


• Adolescent Immunizations Combination 
1(Meningococcal, Tdap/Td) experienced a 46% 
increase in 5 years and remains above the Medicaid 
Quality Compass 90th percentile 


• Prenatal and Postpartum Care 
• Timeliness of prenatal care increased 17% since 


1999 and remains above the Quality Compass mean 
• Postpartum care increased 16% since 1999 and 


remains above the Quality Compass mean 
• Frequency of ongoing prenatal care (FPC) of 81% 


of expected visits increased 14% since 1999 and 
remains above the Quality Compass mean 


• Over the past five years: 
o Low birth weight deliveries have decreased 


by 35%.  The LBW rate in 2015 was 6.6% 
which is below the Healthy People 2020 goal 
of 7.8%.   


o Very Low Birth Weight deliveries have 
decreased by 37%.  The VLBW rate in 2015 
was 1.2%, below the Healthy People 2020 
goal of 1.4%. 
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o Preterm deliveries (less than 37 weeks) have 
decreased by 39% and are above the Healthy 
People 2020 goal of 11.4% 


 
Chronic Condition Management 


• Results from the asthma disease management 
program include: 
o Use of appropriate medication for people 


with asthma consistently rated at or above 
the 90th percentile of Quality Compass 
Medicaid 


o Medication management for people with 
asthma achieved 75% compliance rates, 
higher than both the mean and 90th 
percentile of Quality Compass Medicaid 


• Results from the diabetes disease management 
program include: 
o Hemoglobin A1c (HbA1c) testing increased 


33% and the testing rate is higher than the 
Quality Compass Medicaid mean 


o Diabetic Retinopathy Exams increased by 
53% and the exam rate is higher than the 
Quality Compass Medicaid mean 


• Monitoring for nephropathy increased by 177% 
and the rate of monitoring is higher than the 
Quality Compass Medicaid mean 


• Pharmacotherapy Management of COPD 
Exacerbation increased 77% in 5 years and exceeds 
the Medicaid Quality Compass 90th percentile  


 
Behavioral Health-Specific Outcomes 


• Follow-Up After Hospitalization for Mental Illness 
7 Days increased 25% over 1 year  


• Follow-Up After Hospitalization for Mental Illness 
30 Days increased 182% over 1 year  


• Diabetes Monitoring for People With 
Schizophrenia or Bipolar Disorder Who Are Using 
Antipsychotic Medications increased 8% over 3 
years  


• Diabetes Monitoring for People With Diabetes and 
Schizophrenia increased 24% over 3 years 


 
Access to Care 
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• Adults' Access/Availability to Ambulatory Health 
Services noted a 6% increase over 4 years and 
exceeds the Quality Compass 90th percentile 


• Children and Adolescents' Access to Primary Care 
Practitioners 
o 12-24 months has increased 11% over that 


past 10 years and exceeds the Quality 
Compass 90th percentile 


o 25 months - 6 years increased by 20% over 
10 years, which is above the Quality 
Compass mean and just shy of the Quality 
Compass 90th by 1.6 percentage points 


o 7-11 years increased by 21% over 10 years 
and is above the mean and just 0.5 
percentage points below the Quality Compass 
90th percentile 


o 12-19 years increased by 9% over 10 years 
and exceeds the Quality Compass 90th 
percentile 


 
D.  Administering Medicaid utilization and case management 


programs; 
 


Our partner, Evolent Health, currently provides care 
management services to 11 provider-sponsored health 
plans and systems, and utilization management services to 
6 of these health plans and systems. 
 
Combined Evolent and Passport have nearly 20 years of 
experience administering case management programs 
now serving over 500,000 recipients across more than 20 
clinical programs.   
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Table 4.1.12.1-2: Care Management and Utilization Management Services Clients 


 
 
Accreditation 
 
Evolent Health is certified by NCQA in Utilization 
Management (UM): NCQA’s UM Certification is offered 
to organizations that provide full scope UM services. 
Evolent has completed a Certification review necessary to 
demonstrate the quality of our UM program. Certification 
review included a rigorous on- and off-site evaluation of 
various performance standards, conducted by a team of 
physicians and managed care experts—the findings of 
which were analyzed by an oversight committee of 
physicians that assigned Certification.  
 
Evolent’s Case Management program is built on NCQA 
standards, meaning that recipients receive case 
management through an organization following 
nationally recognized standards. These standards include 
a collaborative process of assessment, planning, 
facilitation, care coordination and evaluation of services 
to meet recipient’s comprehensive medical, behavioral 
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health and psychosocial needs while promoting quality, 
cost-effective outcomes. Evolent will apply for NCQA 
Case Management Accreditation by the end of 2016.  
 
Evolent is accredited by the National Committee for 
Quality Assurance (NCQA) Patient and Practitioner 
Oriented Disease Management (DM) for our asthma, 
chronic obstructive pulmonary disease, coronary artery 
disease, diabetes, and heart failure programs.  
 
Integrated care management and utilization management 
 
Building on our MCOE partnerships’ almost 20 years of 
Medicaid experience, we have designed and implemented 
provider and recipient programs and supports designed 
specifically to drive improved health outcomes and deliver 
value to our Medicaid managed care customers and to 
each state. 
 
Evolent’s clinical programs, which include culturally 
competent case management staff working collaboratively 
with utilization management staff, include health 
education and care coordination for all recipients, disease 
management for recipients with specified conditions 
stratified into our low-or moderate-risk grouping, and 
case management programs targeting high-risk 
recipients. High-risk recipients are engaged in the case 
management program most suited to their needs based on 
diagnosis, level of care or complexity.  


• Complex case management: for high-risk recipients 
with longer term case management needs 


• Advanced illness care: for recipients approaching 
the end of life 


• Catastrophic care: for recipients with catastrophic 
conditions with a specialized NICU component 


• Emergent care: for recipients with frequent ED 
visits for ambulatory care sensitive conditions 


• Hospital transition: for recipients transitioning 
from inpatient care to home and at high risk of 
readmission 


• The high-risk component of our maternity care 
program: for women with high-risk pregnancies 


 
Recipients can transition between programs as their needs 
change. 
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Working in collaboration with our two large Medicaid 
partners we have built over 20 clinical programs targeting 
specific sub-populations, including: 


• NICU babies 
• Children with sickle cell disease 
• Children in foster care/guardianship  
• Children and adults with obesity.  
 


Targeted programs are deployed in specific states based 
on the Medicaid populations’ health care profile and any 
state-specific requirements. 
 
The Evolent clinical programs are developed by providers, 
for providers, to deliver best-in-class provider alignment. 
They focus on empowering the physician to serve as a 
clinician lead on the multi-disciplinary care teams to 
maximize the impact on quality, cost and member 
experience.  
 
Geographically-based care teams are aligned with 
primary care providers and their patients 
 
Our care teams are geographically-aligned with specific 
primary care providers or practices and their patients. 
The multidisciplinary team of nurse case managers, 
behavioral health case managers, care navigators, 
dietitians, pharmacists and health educators works 
together with the physician, office staff and patient, 
providing the level of support each recipient needs. Our  
model also includes case managers embedded in high-
volume primary care practices who interact with the 
recipient and physician at the point of care. Geographic 
care team clinicians and care navigators provide mobile 
(in-person) visits to our highest risk recipients to help 
ensure their needs are met.  
 
Clinical programs are supported by our advanced 
technology platform 
 
Our programs are administered using Identifi®, our 
proprietary fully interoperable technology platform that 
aggregates and analyzes data, manages care workflows 
and engages providers and their patients. Identifi delivers 
clinically relevant facts about our Medicaid recipients to 
providers and case managers by applying predictive 
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models and stratification logic to accurately highlight a 
clear set of priorities that providers can use to direct 
efforts toward the greatest opportunities to positively 
impact health outcomes. Identifi® links our processes 
with those of our partners and other third parties in order 
to create a connected clinical delivery ecosystem, stratify 
patient populations, standardize clinical work flows and 
enable high-quality, cost-effective care.  
 
Utilization management: Through our partnership with 
Passport Health Plan, we have developed and 
implemented a UM program customized for Medicaid 
managed care programs. The Medicaid UM process is 
built on our standard NCQA-certified UM program 
foundation, incorporating evidence-based protocols and 
practices, while being sensitive to the unique needs of 
Medicaid recipients and their health care communities. 
We implement closely coordinated UM and CM activities 
and have developed specialized approaches for Medicaid 
managed care programs. For example: 


• Inpatient Hospital Services: We embed utilization 
review nurses at high-volume hospitals to engage 
treating providers, their patients and families, and 
discharge planners at the point of care and support 
highly-coordinated transition home or to the next 
level of care. Using evidence-based practices, UR 
nurses in collaboration with geographically-aligned 
care teams provide the level of support the recipient 
needs, which may include enrollment into our 
hospital transition program for recipients at high-
risk of hospital readmission.   


• Emergency Room Overutilization: Care teams and 
UR nurses also work collaboratively to identify 
recipients with high rates of ER use for non-
emergent conditions and enroll recipients into our 
comprehensive Emergent Care Program. Our 
Program focusses on strengthening or re-
establishing the recipient and primary care 
provider relationship, helping the recipient and his 
or her treating provider identify feasible 
alternatives to ER use, engaging the recipient in 
health education, and coordinating access to 
additional services and supports based on specific 
needs that contribute to avoidable ER use 
(including homelessness, chronic pain, rare and 
difficult to treat conditions, or loss of a caregiver).  
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We use established utilization management standards and 
processes specified in a Medicaid UM Program 
Description that describes how we promote delivery of 
high-quality, medically necessary, and cost-efficient 
health care for Medicaid recipients. Our UM program 
supports receipt of: 


• The right service, equipment or treatment  
• In the right setting  
• By the right practitioner  
• To the right recipient 
• At the right time  
 


Our Utilization Management Committee reviews our UM 
program at least annually, reviewing the program 
structure, scope, and processes as well as information 
sources used for medical necessity and coverage 
determinations. We also evaluate the Medical Director 
and Medical Director of Behavioral Health roles and 
modify the UM Program Description as necessary.  
 
We evaluate the impact of the UM program using: 


• Recipient complaint, grievance and appeal data 
• The results of review of other recipient satisfaction 


data 
• Provider complaint and provider satisfaction 


surveys 
• Relevant UM data 
• Provider profiling 
• Over- and under‐utilization data and analysis 
 


Ongoing Evaluation of Our UM Program 
 
Poor quality of care can be the result of either under‐ or 
over‐ utilization of services. Monitoring of under‐
utilization is integral to our health management programs 
and specifically relative to services that may impact a 
recipient’s clinical condition, such as medication refills 
and routine testing.  


 
We evaluate our UM Program objectives, activities and 
results on a daily, monthly, quarterly, and annual basis. 
This ongoing evaluation allows us to detect, monitor, and 
evaluate over-utilization, under-utilization, inappropriate 
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utilization, and processes to improve the overall 
effectiveness of the UM program. We assess either under‐ 
or over‐ utilization of services through traditional UM 
strategies such as reporting and trending.  Over‐
utilization is assessed in the ambulatory setting through a 
review and analysis of diagnostic, laboratory, and 
pharmacy services, and in the inpatient setting through 
review of compliance with guidelines for admission and 
appropriateness of discharge planning. 
 
UM staff coordinate reviews with the Compliance and 
Care Management staff when patterns suggest 
inappropriate utilization trends and we make referrals for 
investigations and interventions as 
appropriate.  Additionally, our UM staff monitor 
providers for aberrant patterns of utilization. We monitor 
service utilization patterns among physicians, facilities, 
and recipients and respond to aberrant patterns through 
education, and when indicated, investigation for fraud, 
waste and abuse, and/or referral to a state’s Medicaid 
Fraud Control Unit.  
 
When an opportunity for improvement is identified the 
UM staff develop a plan of action to address the issue.  All 
performance improvement plans include an ongoing 
evaluation component to ensure that the goal has been 
achieved.  
 
Service Authorization 
 
We customize our policies and procedures governing 
service authorization to comply with each state’s 
Medicaid medical necessity requirements. Our utilization 
review procedures are designed to make sure authorized 
services meet recipient’s identified needs and improve or 
maintain a recipient’s health and functional status or 
prevent decline. Services for children are authorized to 
support a child’s (and adolescent’s) age-appropriate 
growth and development and include those services 
identified and available through EPSDT, including 
services not otherwise covered.  
 
We have established processes for prior authorization and 
concurrent review requests for both inpatient and 
outpatient services. Our prior-authorization and 
concurrent review process originates with a provider 
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request via phone, fax, or mail. The Nurse Reviewer 
collaborates with the provider to obtain the clinical 
documentation required for the review determination and 
coordinates his or her activities with the geographically-
aligned care team for recipients enrolled in case 
management.  
 
When applying criteria to a request for services we take 
the following information into consideration: age, 
comorbidities, complications, progress of treatment, 
psychosocial situation, home environment, as well as the 
availability and ability of the local health care system to 
provide for the recipient’s medical needs.  
 
Annually, we evaluate both recipient and provider 
satisfaction with the UM process in each state where we 
implement UM. We gather information from the 
following sources: 


• Provider satisfaction surveys 
• Recipient satisfaction reviews 
• Recipient/provider complaints and appeals that 


relate specifically to UM 
• Provider satisfaction with specific questions about 


the UM process 
• Soliciting feedback from recipient/providers who 


have been involved in appeals related to UM 
 
When analysis of the information gathered indicates there 
are areas of dissatisfaction, we work with the Medicaid 
health plan to develop action plans to improve on the 
areas of concern. Actions may include staff retraining in 
processes, regulations and cultural competency, 
development or revision of policies and procedures, and 
recipient/provider education.  


 
E.  Medicaid claims processing and adjudication; 


 
Through our partnership we have numerous years of 
successful coordination of Medicaid claims processing 
and adjudication.  We use a well-established claims 
system and processes including strict controls via our 
oversight function. Our claims processing system is 
configured to apply systematic edits for accuracy, 
timeliness, and completeness. All data from providers and 
subcontractors is also collected in an easy, standardized 
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format, screened for accuracy and stored at our data 
warehouse. We can receive electronically transmitted 
enrollment and eligibility data in a HIPAA 834 file format 
from government agencies on a daily basis as well as a 
HIPAA 834 file containing all members on a monthly 
basis. 
 
Maintaining complete and accurate membership data is 
critical to our ability to: 


• Provide demographic information to claims 
processing, data warehouse and online provider 
resources for eligibility checking 


• Apply TPL information to claims processing to 
ensure Medicaid is the payer of last resort 


 
Cost avoidance opportunities are maximized by the 
manner in which claims are adjudicated—and before they 
are paid. Claims that may be subject to some form of 
coordination of benefits are “flagged” in the system. 
When claims are flagged as a result of the presence of 
third-party responsibility, the adjudication process 
ensures that TPL information is considered prior to 
finalizing claim processing; assuring that Medicaid 
remains the payer of last resort. All electronically 
submitted medical and hospital claims can be adjudicated 
in batch mode. The batch mode capability allows us to 
automatically process a large amount of claims at one 
time. Staff may also adjudicate pended claims that have 
been mass-released for re-adjudication. Online edits 
reduce errors prior to batch submission. Manual 
operations are substantially reduced and claim processors 
can focus their attention on claims that require 
experienced judgment. 


 
F.  Project management; and 


 
The IT Project Management Office (ITPMO) of Renown 
Health reports to the CIO.  It is governed by the Renown 
Health Strategic Council and its sub-committees, 
including Hometown Health, which is chaired by their 
COO. The ITPMO Director is PMP, ITIL, and CSM 
Certified.  Additionally, all Project Managers are 
Certified Scrum Masters trained in Agile project 
management and 75% are PMI Certified PMPs. The team 
collectively has over 100 years of project management 
experience.   
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The ITPMO Project Portfolio includes large capital 
improvement programs, third party solution deployments 
(On-Premise and SaaS), EMR enhancements, new 
business expansion, and IT Infrastructure including 
Security and Compliance initiatives, as well as custom 
software development.  The most effective project 
management methodology is used depending on the 
requirements of each project.   
 
This proposal has been endorsed by the Renown Strategic 
Council and as such the project is prioritized as “high”. 
 
For projects such as these, we use dual teams that consist 
of professionals from the ITPMO teamed up with 
business implementation specialists who understand the 
business needs of the various departments.  Our Planning 
team provides Hometown Health the flexibility needed to 
quickly add resources to an implementation throughout 
the implementation life cycle as needed. 
 
To ensure proper Medicaid specific project management 
we will utilize a dedicated team of local and national 
resources partnered from Evolent and Hometown Health 
employing project management best practices. Through 
status meetings, dashboards, consistent document/ 
deliverable management, and issue and risk reports we 
ensure projects are delivered on time and as specified. 
Below are highlights for several of our partnerships 
displaying services provided, the governance model, 
staffing, and tools that were leveraged to ensure success. 


 
Table 4.1.12.1-3 Examples of Evolent’s Project Management Experience 


Client Project Scope 


 


• Evolent Services Implemented: Medicaid, Medicare Advantage, Medicare 
Shared Savings Program  


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 
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Client Project Scope 


 
MedStar Health is a 10-hospital system with 1,700 employed and 6,000 affiliated 
physicians where we currently manage 233,000 lives and provide care 
management services.   


 


• Length of time services have been provided: 4 years (Since Q3 2012) 
• Evolent Services Implemented: Medicaid, Medicare Advantage, Individual 


Exchange 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Indiana University Health is a 19-hospital system where we currently 
manage 190,000 lives and provide care management and Identifi-EMR 
integration services. 


 


• Length of time services have been provided: 3.5 years (Since Q4 2012) 
• Evolent Services Implemented: Medicare Advantage, Medicare Shared 


Savings Program Track 3  
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
WakeMed Key Community Care is comprised of 3 hospitals with ~27 
additional servicing facilities where we currently manage 144,000 lives 
and provide care management services. 
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Client Project Scope 


 


• Length of time services have been provided: 3+ years (Since Q2 2013) 
• Evolent Services Implemented: Medicare Advantage, Individual Exchange 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Premier Health is a 5-hospital system with 1,300 beds where we currently 
manage 86,000 lives and provide care management and Identifi-EMR 
integration services.   


 


• Evolent Services Implemented: Multiple MA Payer Partnerships, Individual 
Exchange, MSSP and NextGen ACO, Medicaid shared risk agreement 


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Deaconess Health System is comprised of 6 hospitals where we currently 
manage 65,000 lives and provide care management and Identifi-EMR 
integration services. 


 


• Evolent Services Implemented: Medicare Advantage, Medicare Shared 
Savings Program, Individual Exchange 


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Baptist Health is a 7-hospital system with 1 health plan where we currently 
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Client Project Scope 


manage 140,000 lives and provide care management services.  


 


• Evolent Services Implemented: Medicaid  
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Legacy Health is a 6-hospital system with 1,000+ physicians where we manage 
33,000 lives and provide care management and Identifi-EMR integration 
services.  


 


• Evolent Services Implemented: Medicare Shared Savings Program 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Vanderbilt Health Affiliated Network is comprised of 50+ hospitals with ~3,300 
in-network providers. We currently manage 107,000 lives (with potential for an 
additional 50,000 for 2017 MSSP) and provide care management services.  


 


• Evolent Services Implemented: MSSP Track 3 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Propel Health is a collaborative that includes 7 health systems partners, 1 
health plan partner, 14 hospitals, and 10 unique TPAs/PBMs. We currently 
manage 71,000 lives and provide care management services.  
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Client Project Scope 


 


• Length of time services have been provided: Close to 1 year 
• Evolent Services Implemented: Medicaid  
• Governance Model: Executive Leadership from Evolent and Passport 


providing project management; reporting directly to project steering 
committee and leveraging a team of dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Passport Health Plan is comprised of 10 hospitals where we currently manage 
nearly 300,000 lives and provide Medicaid care management services.  


 
G.  Qualifications of key personnel. 


 
Ty Windfeldt is Renown Health’s Senior Vice President 
for Insurance Services and Hometown Health’s CEO.  He 
has been CEO of Hometown Health for 6 years. 
 
Dr. Linda Ash-Jackson is a Renown Health Vice 
President and Hometown Health’s Chief Medical Officer.  
She has been operating as a CMO or Medical Director for 
over 27 years in various insurance organizations. 
 
Sam King is Hometown Health’s Chief Financial Officer.  
He has been a CFO in multiple hospitals and health 
insurance organizations for 10 years. 
 
Matthew Ladich is Hometown Health’s Chief Operating 
Officer.  Matt has been responsible for day-to-day 
operations of Hometown Health and Senior Care Plus for 
11 years. 
 
John Osmond is Hometown Health’s Director of Non-
Clinical Health Services.  He has been responsible for 
provider and member services for 10 years. 
 
Ryan Hopkins is Hometown Health’s Director of 
Customer Service.  He has been responsible for customer 
service and client management for 15 years. 
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Wendy Brown is Hometown Health’s Director of 
Information Technology.  She has been Director for three 
years and has been an integral part of Hometown Health 
IT operations for 18 years.  


 
Emilee Langer is Hometown Health’s Planning Manager.  
She has held various project management and leadership 
roles including Executive Director of an oral health 
coalition and CEO of an ambulatory surgical center. 
 
Throughout the implementation and ongoing operations, 
Hometown Health’s resources and operations will be 
supported by key Evolent resources.  Evolent has a 
management staff with experience running Medicaid 
managed care plans ranging from 100,000 to over 1 
million members. Our staff includes former Medicaid 
plan Chief Executive Officers, Chief Financial Officers, 
Regional Presidents, Chief Operating Officers, Chief 
Medical Officers, as well as staff with experience in sales 
and marketing, network development, operations and 
other critical functions. Their experience includes work 
with provider-sponsored health plans, multi-state for-
profit plans and private equity-owned plans. They have 
the background and skills necessary to manage the 
Nevada Medicaid provider-sponsored health plans at a 
low administrative expense ratio while providing high-
quality value-based results to recipients. Evolent also has 
a large and growing in-house team of finance and 
actuarial experts, including over 18 actuaries who 
collectively bring experience from every part of the health 
care industry, including Medicaid across dozens of states.  
 
Building relationships with government entities and 
regulatory bodies is critical to our market-based 
operations approach. Our experience demonstrates the 
value of in-depth expertise in the laws, regulations and 
policies that shape how care is delivered and accessed. 
This is particularly true in serving Medicaid populations, 
where county, state and federal guidance must be taken 
into consideration. Evolent’s approach entails 
understanding the existing relationships and past history 
of our clients in partnering with governing bodies and 
local legal counsel. We also tap into the experience of our 
team and our network of partners to develop a detailed 
view of the current political and legislative landscape in 
targeted geographies. We then map out a strategy that 
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outlines core objectives and a path for engaging key 
decision makers and influencers at all levels of 
government. 


 
Please see Attachment G for resumes. 


 
4.1.12.2 Describe your experience with performance incentives based on 


targeted health outcome standards.  In addition, identify specific 
performance measures that would provide the most meaningful 
measure of health care service delivery performance. 
 
Hometown Health’s partners are accustomed to operating in a 
managed care model that rewards strong performance for 
quality outcomes and HEDIS measures. The State of 
Kentucky renders a bonus for measure improvement and 
performance. The overall NCQA rating of 4 stars is evidence 
of strong management to these accountability measures. 
 
Additionally, our partners have supported non-HEDIS 
measures that are more custom defined to meet the unique 
needs of the community it serves. Such measures may address 
outcomes with respect to substance abuse and obesity. 
 
We have experience supporting incentives and provider 
recognition programs, many of which align to HEDIS 
measures, across the following areas: 


• EPSDT screening and participation 
• SBIRT 
• Breast cancer screenings 
• Cervical cancer screenings 
• Chlamydia screenings 
• ER utilization 
• PCP profile 
• Member satisfaction 
• Cholesterol screening 
• Diabetes: cholesterol screening, HbA1c testing, and 


nephropathy monitoring 
• Use of appropriate medications for people with asthma 
• Childhood immunizations 
• Adolescent immunizations 


 
Additionally, Hometown Health has been offering Senior Care 
Plus to Medicare Advantage eligible Nevadans for 21 years.  
As part of our Medicare Advantage contract with the Centers 
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for Medicare and Medicaid Services (CMS), we have excelled 
in CMS’s 5-star quality rating program that measures 
Medicare beneficiaries’ experience with their health plans and 
the health care system.  Health Plans that achieve a 4-Star or 
higher rating are eligible for incentive payment. Senior Care 
Plus has consistently achieved a 4-Star rating. 
 
The Star Ratings strategy is consistent with CMS’s Triple Aim 
(better care, healthier people/healthier communities, and 
lower costs through improvements) with measures spanning 
the following five broad categories: 


1. Outcomes:  Outcome measures focus on improvements 
to a recipient’s health as a result of the care provided. 


2. Intermediate outcomes:  Intermediate outcome measures 
help move closer to true outcome measures.  Controlling 
Blood Pressure is an example of an intermediate 
outcome measure where the related outcome of interest 
would be better health status for beneficiaries with 
hypertension.  


3. Patient experience:  Patient experience measures 
represent beneficiaries’ perspectives of the care they are 
received. 


4. Access:  Access measures reflect issues that may create 
barriers to receiving needed care. The Plan makes timely 
decisions about appeals is an example of an access 
measure. 


5. Process:  Process measures capture the method by which 
health care is provided. 


 
By aligning quality measures from payer to provider for both 
nationally accepted NCQA HEDIS measures as well as 
custom measures designed to meet the unique specific needs of 
the communities we serve, we ensure performance 
accountability. However, incentives for these quality measures 
alone do not guarantee success. We also support with the 
governance, training, and tools to help ensure providers and 
patients are engaged and successful. 
 
Payer Performance Incentives  
 
Our partner, Evolent, employs generally accepted groupers 
from leading actuarial and analytics authorities such as 
Truven and Milliman, to appraise risk exposures throughout 
various components of medical spending. Additionally, 
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Evolent has built some custom, proprietary performance 
scorecards to help assess and manage risk. By understanding 
the nature of the anticipated risk, Evolent can then wisely 
determine which provider groups are adequately prepared to 
manage the risk. Because Evolent is provider-led, we want to 
ensure a provider can be successful in accepting and 
managing risk before we contract with them in this fashion. 
Evolent takes a partnership approach and providers are more 
willing to work with us as a result. 
 
As an operating partner with a mission to help provider 
systems succeed, Evolent typically structures long term risk-
sharing arrangements with long-term renewability, commonly 
in 5 to 10 year increments. This is very different than other 
companies in the industry such as those who perform a quick 
consulting exercise and don’t stay the course to implement 
and operate, or provide turn-key technology solutions to 
ensure success. We ensures that our success and fate is tied to 
and aligned with that of our client partners. 
 
Additionally, Fourteen years ago, Hometown Health 
developed our Quality Is Premium Provider Incentive 
Program.  This program establishes rewards and recognitions 
to Primary Care Physicians meeting clinical practice 
standards based on the Health Plan Effectiveness Data 
Information Set (HEDIS) in the following areas: 
• Breast Cancer Screening:  The percent of women 50-74 


years of age who had a mammogram to screen for breast 
cancer in the last two years. 


• Eye Exam for Retinopathy:  The percent of recipients 18-75 
years of age with diabetes (type 1 and type 2) who had an 
eye exam to screen for diabetic retinopathy. 


• HbA1c Testing:  The percent of recipients 18 – 75 years of 
age with diabetes (type 1 and type 2) who had a HbA1c in 
CY 2016. 


• HbA1c less than 9.0:  The percent of recipients 18 – 75 
years of age with diabetes (type 1 and type 2) who have a 
HbA1c less than 9.0% in CY 2016. 


• Screening for Diabetic Nephropathy: The percent of 
recipients 18 – 75 years of age with diabetes (type 1 and 
type 2) who were screened for diabetic nephropathy in CY 
2016. 
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The Quality Is Premium Provider Incentive Program provides 
more favorable clinical outcomes and higher recipient 
satisfaction with their physician and the health plan.    


 
By leveraging Evolent’s national Medicaid expertise and 
programs and Hometown Health’s local programs and 
relationships with physicians, we are confident our clinical 
programs will improve quality, access and cost with Nevada’s 
Medicaid beneficiaries. 


 
4.1.12.3 Describe where you have invested in the improvement of 


services, treatment protocols, and development of best practices. 
 
To meet the needs of the changing health care landscape and 
recipients’ needs, we are committed to investing in the 
development of our services, protocols and best practices. Our 
partner, Evolent has accessed public and private capital 
markets to raise $320 million to invest in these areas. We want 
to ensure that we are not only meeting the needs of our clients, 
but the populations and communities they serve.  
 
People Investments: We invest heavily in hiring the best and 
brightest talent in health care. We have intentionally built a 
team of dedicated professionals and a genuine culture of 
purpose and collaboration. Hometown Health has been 
recognized for its high employee engagement rates and 
Evolent has been recognized for being a “Great Place to 
Work” by Becker’s Hospital Review in 2016 and they were the 
number three company on Glassdoor’s “Best Small and 
Medium Sized Companies to Work For in 2015”. Our teams 
strive every day to build an outstanding culture and take a 
great deal of pride in our efforts and results.  
 
Clinical Investments 
 
We are focused on continue refinement of our Medicaid 
Model of Care. We develop evidence-based programs that 
incorporate the latest advances in the health care and 
population health. 
 


Table 4.1.12.3-1 Evolent’s Clinical Investments 
Clinical program Program Goals and Investment    
Advanced Illness 
Care 


• Program Goal:  For recipients approaching the end of life; supports 
them/their care givers with exploration of their 
goals/values/preferences, development of a symptom response plan and 
completion of advance directives. 
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Clinical program Program Goals and Investment    
• Investments made: 


o Enhancements made to improve care quality, care coordination, 
and recipient experience at the end of life 


Catastrophic 
Care 


• Program Goal:  For recipients with severe, critical and advanced 
diseases; help facilitate getting the patient to the least restrictive 
environment, while minimizing avoidable Emergency Department (ED) 
visits and readmissions due to pain or complications of the patient’s 
medical condition/event. 


• Investments made:  
o Further developed program to meet NCQA Case Management 


(CM) accreditation requirements 
Complex Case 
Management  


• Program Goal:  For recipients with multiple complex chronic 
conditions and psychosocial needs and high predicted avoidable 
medical expense; improves recipient health and quality of life while 
lowering medical expense by reducing avoidable ED, specialist, and 
acute encounters. 


• Investments made:  
o Redesigned Complex Care assessment enabling care team to 


capture more information  
o Updated program to meet NCQA Disease Management 


accreditation requirements 
o Initial Screening assessment added for non-clinicians to screen 


for eligibility 
o Key Performance Indicator (KPI) metrics updated 
o Enhancements underway to further streamline assessment(s) 


for easier use by care team 
Disease 
Management  


• Program Goal:  For medium-risk recipients with one or two chronic 
conditions; improve patient health and quality of life while lowering 
medical expense by reducing avoidable ED, specialist, and acute 
encounters. 


• Investments made:  
o Enhancements made to expand the program to include more 


condition specific assessments and interventions for: asthma, 
diabetes, COPD, heart failure, and CAD 


o Enhanced condition specific assessments for each condition  
o Updated program to meet NCQA Disease Management 


accreditation requirements 
o Enhancements underway to further streamline assessment(s) 


for easier use by care team 
Emergent Care • Program Goal:  For recipients who over-utilize emergency and urgent 


care; decrease unplanned ED visits and admissions through targeting 
frequent fliers and connecting to planned care physician s and 
channels  


• Investment made:  
o Enhancements underway to further streamline assessment(s) 
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Clinical program Program Goals and Investment    
for easier use by care team 


Maternity Care • Program Goal:  For low- and high-risk pregnant recipients; ensure low 
risk maternity recipients are educated on the pregnancy process, 
ensure they are visiting their OB/GYN at least each trimester and 
ensure recipient is aware of signs and symptoms of potential maternal 
risks and mitigate risk for recipients identified as high risk. 


• Investments made:  
o New assessments launched to enhance screening for high risk, 


by trimester to improve ability to identify patient needs and 
thereby further customize care management 


o Redesign to add PGI and redesigned assessments 
Pediatric Care • Program Goal:  For pediatric recipients; improve childrens’ health and 


quality of life while lowering medical expense by reducing avoidable 
ED, specialist, and acute encounters. 


• Investments made:  
o Enhancements underway to further streamline assessment(s) 


for easier use by care team 
Hospital 
Transition  


• Program Goal:  For recently hospitalized recipients; decrease 
avoidable readmissions by creating a streamlined transition process 
and a productive environment at home. 


• Investments made:  
o Enhanced workflow for to improve efficiency and effectiveness 


of the program 
Fully Integrated 
Behavioral 
Health Care 


• Program Goal:  For recipients with behavioral health needs; stabilize 
symptoms and increase recipient and caregiver confidence in 
managing their own conditions 


Proactive Care • Program Goal:  For all recipients meeting criteria for receiving 
specific preventive and chronic condition care; identify and track care 
gaps and proactively identify opportunities to close them throughout 
the year, at every point of contact. 


• Investments made:  
o Launched Interactive Voice Response (IVR), print/mail, and 


telephonic interventions to further engage recipients with open 
care gaps  


 
Technology 
 
We invest in information technology and enhancements to 
Identifi to meet our client’s needs. Our investments in Identifi 
began shortly after launching services and have continued 
and accelerated since 2011. 


 
Table 4.1.12.3-2 Evolent’s Technology Investments 
Year Identifi Enhancements 
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2011 • Evolent gains access to UPMC care management tool, renamed Identifi  


2012 • Identifi launches at MedStar Health, the first deployment beyond UPMC 
• Significant investment made to enhance Identifi data warehouse and 


aggregation preparing for ability to handle multiple client deployments at 
the same time. 


2014 • Enhanced security protocols, re-architected clinical rules and stratification 
engine and added additional reporting capabilities  


• Identifi demonstrates multiple deployments launching at IUH, WKCC, 
Premier Health and VHAN  


• Identifi Care Redesign - Identifi Care is a web-based application that 
supports care managers in triaging recipients, conducting assessments, 
developing care plans and managing their list of prioritized action items. 


2015 • Launched Identifi Practice: A web-based application that engages physician 
practices that are operating outside the host EMR, enhanced Identifi to 
support risk adjustment functions. 


• Launched Identifi Utilization Management (UM): Web-based application 
that provides reporting and analytics to empower UM managers to have 
data-driven conversations with outlier providers 


2016 • Released Identifi 5.0 – Released improved workflow and technical 
integration for communication between Identifi Care, Identifi UM and 
Identifi Practice.  


• Introduced Single Sign-On capability, Complaints & Grievances module, 
Medicaid stratification, electronic authorizations for UM, Identifi 
Pharmacy, CMS file integration, Secure provider/network communication 
portal, HL7 integration with Cerner EMRs, expansion of risk adjustment for 
Medicaid, Individual Exchange, and NextGen ACO, provider data 
management and directory enhancements 


 
4.1.12.4 Describe the experience your organization has had working with 


state government and/or experience in specifically related 
services.   
 
Hometown Health has provided PPO network services to the 
State of Nevada Public Employees’ Benefits Program (PEBP) 
since 1998, HMO services to PEBP since 2008 and Utilization 
Management and Case Management services since 2013.  
Additionally, we have been providing third party 
administrative services to the State of Nevada Department of 
Corrections since 2011. 
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Table 4.1.12.4-1 Hometown Health’s Experience with State Government 
State Agency/Activity  Experience 
State of Nevada Public 
Employees’ Benefits Program 
PPO Network 


We have worked with PEBP since 1998 to develop a 
robust statewide network that includes providers in 
many of our rural and frontier areas.  We attend Board 
meetings and staff meetings and collaborate with other 
vendors. 


State of Nevada Public 
Employees’ Benefits Program 
HMO   


We have provided HMO services to PEBP since 2008.  
When a portion of the population was supposed to be 
covered by another vendor but wasn’t, Hometown 
Health expanded its Certificate of Authority to allow the 
members in the remote geographic area to be covered 
under Hometown Health.  At the request of PEBP, we 
purchased a web based provider selection tool to help 
PEBP members select low cost high quality providers.  
The tool cost Hometown Health in excess of $100,000 
but was not charged to the State.  Our interaction with 
PEBP includes assisting members with medical 
problems, interacting with staff and the Board and other 
stakeholders and working with PEBP IT to provide data 
transfers for actuarial review. 


State of Nevada Public 
Employees’ Benefits Program 
UM/CM   


We have provided UM/CM services to PEBP since 2013.  
Our interaction with PEBP includes assisting members 
with medical problems, interacting with staff and the 
Board and other stakeholders.       


State of Nevada Department of 
Corrections   


We have Third Party Administrative services to the 
Nevada Department of Corrections since 2011.  Our 
reimbursement services team has weekly interactions 
with the Department of Corrections to review claim 
inventory and other operational issues.       


State of Nevada Division of 
Insurance   


Our planning staff regularly interacts with the Division 
of Insurance for plan and rate filings.  Additionally, our 
Chief Medical Officer and our Director of Planning and 
Performance sit on the Commissioners Quarterly Life 
and Health Advisory Council.       


State of Nevada Silver State 
Health Insurance Exchange   


Our Chief Medical Officer was on the Plan 
Management Advisory Committee       


 
Our partner, Evolent, has worked collaboratively and 
successfully in Kentucky with the Cabinet for Health and 
Family Services (CHFS), Department for Medicaid Services 
(DMS) for many years.  CHFS is home to most of the 
Commonwealth’s human services and health care programs, 
including Medicaid, the Department for Community Based 
Services, and the Department for Public Health. Evolent’s 
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involvement is wide-ranging in scope.  For example, staff 
routinely participates in regularly scheduled operations and 
technology conference calls.  We have always viewed these 
calls as an opportunity to enhance communication and 
collaboration and have a history of bringing attention to issues 
and working with DMS to ensure we are meeting our 
contractual requirements.  
 
Our Kentucky experience also includes active participation 
with other program and support agencies.  These interactions 
further enhance our communication and collaboration with 
agencies that play an integral role in serving Medicaid 
recipients and are summarized below.   
 


Table 4.1.12.4-2 Evolent’s Experience with State Government 
State Agency/Activity  Experience 
Department for Medicaid 
Services:  Dental Technical 
Advisory Committee (TAC), 
Optometric TAC,  Medical  TAC,  
Children's TAC, Pharmacy TAC 


Attendance by Health Plan staff (and subcontractors, as 
appropriate).  We share Health Plan results, hear other 
Managed Care Organizations’ results and provide 
feedback to these committees on both challenges and 
solutions aimed at improving services for Medicaid 
recipients.  We collaborate with others to address health 
issues from a policy level. 


Department for Medicaid 
Services: Intellectual and 
Developmental Disabilities 
(IDD) TAC and Behavioral 
Health TAC   


Attendance by Health Plan staff, including the Director 
of Behavioral Health. We share Health Plan results, 
hear other MCOs’ results and identify opportunities for 
service delivery improvement for Medicaid recipients 
throughout the State. Medicaid recipients’ advocates, 
providers, and recipients themselves discuss their 
experiences. These discussions help us develop more 
effective and recipient-friendly policies for recipients 
with behavioral health needs and recipients with IDD.       


Department for Medicaid 
Services: State Pharmacy 
Director Meeting 


Attendance by the Health Plan’s Pharmacy Director.  
The DMS Pharmacy Director and all MCO Pharmacy 
Directors meet on a monthly basis at this open dialogue 
forum.  We discuss issues of common interest and share 
best practice utilization and disease management 
models.    


Department for Medicaid 
Services: State’s contracted 
EQRO   


The Health Plan works collaboratively with the state’s 
EQRO in its quality review activities including all audits 
and information requests.  Outstanding documentation 
and effective communication simplify the EQRO’s work.   


Department for Community 
Based Services (DCBS); 
Department of Aging and 
Independent Living; and 


Health Plan staff attends monthly meetings with DCBS 
foster care and guardianship leadership where we 
discuss ongoing issues pertinent to DCBS, DMS, the 
Health Plan and membership.  Additionally, we meet 
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State Agency/Activity  Experience 
Department of Behavioral 
Health, Developmental, and 
Intellectual Disabilities 


regularly with a representative from each of the nine 
DCBS and ten Guardianship regions to review recipient 
service plans and address any issues.  
Health Plan staff also attend DCBS, Department for 
Aging and Independent Living (DAIL) and foster care 
agency staff meetings when invited to discuss 
opportunities for collaboration and how to meet member 
needs.  We also work closely with this group to support 
the Department of Behavioral Health, Developmental, 
and Intellectual Disabilities (DBHDID) in directing the 
Cabinet’s response to an interim settlement agreement 
regarding the transition of individuals from personal 
care homes to community-based services. 
The Director of Behavioral Health also participates in 
monthly policy level meetings with the Department for 
Medicaid Services and sister agencies to address data 
management, service continuum development, and 
coordination of services across health plans.  The 
Director identifies problems and shares potential 
solutions for implementation. 


Numerous state-wide 
organizations/programs devoted 
to improving behavioral health 
services 
 
 
 


Our Director of Behavioral Health and other department 
staff are involved in numerous activities, centered on a 
community-based approach, to improving access to and 
outcomes for behavioral health.  We share our Health 
Plan experience, expand our own knowledge and 
strengthen our partnerships with these important entities 
to ultimately improve our service to our Medicaid 
recipients.   
Our Director of Behavioral Health is currently 
appointed by the Governor to serve on the Kentucky 
Board of Examiners of Psychology.  Two behavioral 
health staff members currently serve on the board of 
directors for the State’s Psychological Association.  A 
staff member also serves on the board of directors for 
the Kentucky Marriage and Family Therapists 
Association.  These roles allow us to stay abreast of the 
current issues in the field and to ensure our policies 
support the delivery of services in accordance with the 
current laws and industry standards.   
The State Interagency Council for Services to Children 
with Emotional Disabilities (SIAC) oversees the 
IMPACT program which coordinates local and state 
resources to serve children with severe emotional 
disabilities in their own homes, schools and 
communities, and to avoid out-of-home placements.  
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State Agency/Activity  Experience 
Mental Health Coalition brings together the collective 
voices of consumers, family members, advocates and 
providers to educate the public, to engage policy makers 
and to increase the resources necessary to address the 
Commonwealth’s human service needs while improving 
the mental health and well-being of all Kentuckians. 
Pediatric Behavioral and Mental Health Alliance of 
Kentucky aims to improve access to quality behavioral 
health services for children in the state, promote training 
of primary care providers in diagnosis and treatment of 
mental health problems, and advocate for integrated 
models of behavioral health care.  
Behavioral Health Subcommittee for the State’s Health 
Benefit Exchange reviews and makes recommendations 
on policy issues related to the provision of mental health 
and substance abuse services under the State’s Health 
Benefit Exchange. 
State’s Board of Examiners of Psychology administers 
and enforces the statutory authority and monitors the 
needs of the consuming public. The board examines and 
licenses all eligible candidates for entry into the 
profession of psychology. It recommends appropriate 
changes in the law to assure fairness and equality. The 
board conducts formal hearings when necessary and 
prosecutes by due process any violators of KRS 319. 
State’s Psychological Association’s mission is to 
promote psychology as a science and profession.  Their 
vision is to be a diverse and inclusive organization at the 
forefront of psychological practice, science, and 
advocacy to improve the quality of people’s lives. 
Kentucky Association for Marriage and Family Therapy 
(KAMFT) is dedicated to providing advocacy, support, 
training and other resources to both KAMFT members. 
KAMFT also strives to educate the public about how 
MFT can help with family, relationship, and mental 
health needs. 


Department for Public Health: 
Local Health Departments 


We have always maintained a close relationship with our 
local public health departments. We contract with local 
public health departments as direct access providers for 
preventive health and school-based services and have 
collaborated with these provider partners as well on 
numerous initiatives to improve health outcomes (e.g., 
smoking cessation and Healthy Start referrals).  
Representatives from public health departments have 
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State Agency/Activity  Experience 
historically participated on several key committees, such 
as Partnership Council, Finance Committee, 
Compliance Committee, and the Board of Directors. Our 
collaboration has provided Passport with an enhanced 
perspective of the medical needs of our members and our 
community. 


Department of Juvenile Justice 
(DJJ)  
 


Designated Health Plan staff act as the liaison to DJJ on 
behalf of our members.  Staff intervenes as necessary 
when issues and barriers arise for our members.  Staff 
also works with adoptive parents to coordinate services 
for our members.  Meetings with DJJ staff, family court 
judges and the administrative office of the courts teams 
further enhance communication about members 
involved with the DJJ.   


DMS, Department of Insurance, 
Office of the Inspector General,  
Office of the Attorney General, 
and Medicaid Fraud Control 
Unit 


We work collaboratively with these agencies and offices 
to identify and eliminate fraud, waste and abuse in the 
Medicaid Program including case preparation for 
provider prosecution as well as expert witness testimony 
when requested.  We routinely respond to requests for 
documents and information in a timely manner and 
facilitate staff interviews.  


Department of Insurance (DOI) Compliance staff interacts with the DOI on complaint 
issues and general state compliance requirements for 
our Certificate of Authority and any statutory reporting.  
Compliance staff also serves as the liaison to the office 
of the Commissioner of Medicaid as well as filing 
divisions, Financial Standards for audits, and the 
Consumer Protection Division for inquiries and 
complaints.   
 


Additionally, both Hometown Health and Evolent Health work 
with the insurance commissioner and the Departments or 
Divisions of Insurance staff for licensure, rate review, 
statutory filing, and risk-based capital requirements. In all of 
our interactions, we work hard to build relationships, quickly 
resolve any issues, and reduce and mitigate any level of effort 
burdens of staff. 
 
We understand the very public nature of state services and the 
importance of transparency.  As a PEBP vendor since 1998, 
we have attended every PEBP Board meeting since initial 
award and have worked as a partner to provide the best 
possible service under a very public spotlight.  We understand 
how these contracts end up being scrutinized by the State 
Board of Examiners and the Legislature and will work in 
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partnership with DHCFP to ensure our messaging is in 
alignment with program managers. 


4.1.12.5 Provide the names, résumés, and any additional pertinent 
information regarding key personnel responsible for 
performance of any contract resulting from this RFP.  In 
addition, specify the specific responsibilities of each of these 
individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to 
the RFP. 


Ty Windfeldt, Renown Health Senior Vice President and 
Hometown Health CEO 


Ty is the accountable leader for this project.  He will 
ensure Hometown Health has the necessary resources and 
talent to ensure a smooth implementation and quality 
operations. 


Ty has had a dynamic 19-year senior leadership and 
management career pioneered in leading with enthusiasm 
and passion.  He is experienced in all aspects of 
organizational management, design, and innovation to 
create highly skilled teams to achieve results. He 
consistently provides visions for the organization and 
pushes the team to increase revenue and maximize 
customer satisfaction. 


Dr. Linda Ash-Jackson, Renown Health Vice President and 
Hometown Health Chief Medical Officer 


Dr. Ash-Jackson is accountable for all clinical decisions 
for this project.  She will ensure all Medicaid recipients 
receive the clinically appropriate medical care and is 
accountable for the case management, utilization 
management and disease management programs. 


Dr. Ash-Jackson has thirty-five years of health care 
delivery and management experience marked by 
significant responsibilities and accomplishments in 
complex healthcare delivery system management for local 
and nationally known insurance and high-tech companies.  
She has a solid reputation for achieving quantifiable 
results, bottom-line improvements, defining opportunities, 
and motivating high performing medical and 
administrative teams.  Dr. Ash-Jackson has successful 
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record in management, design, and implementation of 
strategic and operational initiatives with the ability to 
manage operational level details and tasks as necessary. 


 
Sam King, Hometown Health Chief Financial Officer 


 
Sam is responsible for the financial solvency of Hometown 
Health and all financial reporting. 
 
Sam has twenty years of experience providing financial 
leadership in healthcare and insurance business 
environments and ten years of experience in key 
leadership roles in the Northern Nevada market. 


 
Matthew Ladich, Hometown Health Chief Operating Officer 


 
Matt is responsible for the overall day-to-day operations 
and effective administration of Hometown Health 
including project management, claims payment, customer 
service, information technology and human resources. 
 
Matt is a proven leader and consensus builder.  He works 
tirelessly to serve the community, Renown and Hometown 
Health stakeholders, and the healthcare needs of 
Hometown Health members throughout Nevada.  He is an 
AHIP Certified Health Insurance Executive, is a member 
of the City of Reno Senior Advisory Committee and was 
Renown Health’s Leader of the Year in 2010. 


 
John Osmond, Hometown Health Director of Non-Clinical 
Health Services 


 
John is responsible for oversight of the smooth 
functioning of the Health Services Department and related 
vendors. 
 
John as over 25 years of leadership experience with 
recognized strengths in operations, planning and 
implementation.  He has proven ability to train, motivate 
and supervise a diverse group of employees and extensive 
insurance experience focused on group health HMO, 
PPO, Medicare Advantage and self-insured plans.  John is 
a certified Transformational Healthcare Leader in Lean 
Manufacturing Principles. 
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Ryan Hopkins, Hometown Health Director of Customer 
Service 


Ryan is responsible for customer service which includes 
oversight over Hometown Health’s Customer Service Call 
Center and Appeals and Grievance Department. 


Ryan is tasked with ensuring his department provides the 
highest level of customer service, meeting stringent 
performance goals, and making sure that Hometown 
Health’s customer service evolves to function efficiently 
and effectively. 


Wendy Brown, Hometown Health Director of Information 
Technology 


Wendy is responsible for Hometown Health’s Information 
Technology Department which includes efficient the 
operation and enhancement of web applications, client 
data transfers, claims payment applications, process 
automation and back-up systems. 


Wendy has strong analytical and problem solving skills 
and seventeen years of expertise in executing and 
delivering software and hardware solutions in the 
healthcare industry.  She is experienced in gathering 
requirements and implementing solutions to automate and 
improve business processes through the use of technology. 
She is skilled in contract negotiation and project 
management and is a major contributor to compliance 
solutions. 


Emilee Langer, Hometown Health Planning Manager 


Emilee is responsible for managing the implementation of 
the Nevada Medicaid project and for ongoing regulatory 
compliance and account management. 


Emilee is a dynamic operations leader with proven 
expertise in business development and strategic planning. 
She has demonstrated results for generating start-up 
revenues, controlling costs and maximizing return on 
investment in for-profit and not-for-profit industries. She 
has an exceptional track record building and leading 
teams and achieving company objectives.  She is a 
connector who is adept at defining business and technical 
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requirements across operational areas and providing 
expert analysis to determine inside and outside 
partnerships for implementation. 


See Attachment G for resumes. 


4.1.12.6 Provide the names of any additional full-time staff and project 
supervisors with contract responsibilities in the following area: 


A. Information Systems 


Wendy Brown, IT Director 


B. Utilization/Case Management 


Richard Rosen, M.D. Medical Director 


C. Claims Payment 


Kathie Pittman, Reimbursement Services Director 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 
416) 


John Osmond, Non-Clinical Health Service Director 


E. Health Education 


Richard Rosen, M.D. Medical Director 


F. Data Coding 


John Osmond, Non-Clinical Health Service Director 


G. Contract Negotiation Specialists/Network Recruiters 


Joy Cleveland, Network Director 
Tracy Walker, Contract Manager 


H. Encounter Data 


David Hubbell, Decision Support Manager 
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I. Other staff as needed for project 


4.1.12.7 Provide copies of any current licenses or certifications, 
including your license to operate as an HMO in Nevada.  


See Attachment 4.1.12.7 for our Certificate of Authority and 
URAC Accreditation.  We are in the process of expanding our 
Certificate of Authority to include all of Nevada and do not 
anticipate any problems doing so. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and 
the languages spoken. 


Hometown Health is committed to ensuring we have the 
appropriate number of staff that are bilingual and that all 
staff are trained in cultural competency.  The following 
bilingual staff provide services to recipients from our 
Customer Service department based in Reno: 
• Veronica Cordova (Appeal and Grievance Coordinator)
• Nancy Arroyo-Garcia (Customer Service Rep) Spanish
• Vanessa Pena (Customer Service Rep) Spanish
• Alberto Cubilla (Customer Service Rep) Spanish
• Karla Zaragoza (Customer Service Rep) Spanish
• Maricela Cordova (Customer Service Rep) Spanish
• Macario Cordova (Customer Service Rep) Spanish
• Priyanka Malhotra (Customer Service Rep) Hindi


For health services issues, Evolent provides the appropriate 
number of bilingual staff based for the population they 
serve.  In existing states, approximately 5 percent of our staff 
are bilingual, which exceeds the required proportion based on 
the states’ demographics.  Evolent will hire additional 
bilingual staff as needed in Nevada, based on the number of 
non-English speaking recipients that are assigned to us. 


Both Hometown Health and Evolent ensure we can 
communicate with recipients in their preferred language 
through contracted interpreter and translation vendors. 


4.1.12.9 List any associations or organizations to which the organization 
belongs. 


Hometown Health belongs to America’s Health Insurance 
Plans (AHIP), a national organization representing nearly 
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1,300 member companies providing health insurance coverage 
to more than 200 million Americans.  AHIP is the national 
trade association representing the health insurance 
community. AHIP’s members provide health and 
supplemental benefits through employer-sponsored coverage, 
the individual insurance market, and public programs such as 
Medicare and Medicaid. AHIP advocates for public policies 
that expand access to affordable health care coverage to all 
Americans through a competitive marketplace that fosters 
choice, quality, and innovation. 


Hometown Health also belongs to the Nevada Association of 
Health Plans (NvAHP).  NvAHP is a statewide trade 
association representing companies providing health 
benefits/medical coverage to Nevadans. These plans represent 
41% of Nevada’s total insured population.  The primary goal 
of the association is to create a statutory and regulatory 
environment that permits Nevada’s health insurance plans to 
meet the needs of consumers, employers and public 
purchasers.  NvAHP is a unified voice advocating for issues 
important to Nevada’s health plans. 


Hometown Health is also a member of the Boys and Girls 
Club of Northern Nevada and the Education Alliance of 
Washoe County. 


Hometown’s parent company, Renown Health, participates in 
many associations and has many accreditations and awards 
including: 
• American Association of Gynecologic Laparoscopists


(AAGL)
• American Cancer Society
• American College of Surgeons’ Commission on Cancer


– Accredited
• American College of Radiology – Accredited Radiation


Oncology
• American Nurses Credentialing Center – Received the


Pathway to Excellence award.
• Children's Hospital Association
• Children’s Miracle Network Hospital
• College of American Pathologists
• Commission on Cancer of the American College of


Surgeons – Accredited
• Joint Commission on Accreditation of Healthcare


Organizations – Accreditation
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• Laboratory Accreditation Board of ABRET –
Accreditation


• Lung Cancer Alliance – Screening Center of Excellence
• National Accreditation Program for Breast Centers –


Accredited
• National Committee for Quality Assurance (NCQA)


Patient-Centered Medical Home Recognition
• Nevada Cancer Coalition
• Nevada Research Foundation - NCI Community


Oncology Research Program (NCORP)
• Society of Cardiovascular Patient Care – Accredited


Chest Pain Center
• Society of Chest Pain Centers – Heart Failure


Accreditation


Additionally, Evolent participates actively in national 
population health management forums and conferences and 
are a sponsor of industry leading research groups including 
KLAS, HISTalk and Beckers. Through partner relationships, 
they actively participate in the following associations and 
organizations – at both a national and local level:  
• America’s Health Insurance Plans (AHIP)
• American Heart Association: Nation’s oldest and largest


voluntary organization committed to fighting
cardiovascular diseases and stroke.


• Association for Community Affiliated Health Plans
(ACAP): ACAP is a national trade association
representing 56 not-for-profit safety net health plans in
26 states.  ACAP’s mission is to strengthen not-for-profit
Safety Net Health Plans in their work to improve the
health of lower income and vulnerable
populations.  Collectively, ACAP plans serve more than
17 million enrollees, representing more than 50 percent
of individuals enrolled in Medicaid-focused health
plans.


• CAPG, The Voice of Accountable Physician Groups:
CAPG is the leading association in the country
representing physician organizations practicing
capitated, coordinated care. Our membership currently
comprises more than 250 multispecialty medical groups
and independent practice associations (IPAs) across 40
states, the District of Columbia, and Puerto Rico.


• Cardinal Hill Rehab/Easter Seals: Provides services,
education, outreach, and advocacy for people living with
autism and other disabilities.
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• Coalition for the Homeless: Non-profit organization with
a mission to advocate for people who are homeless and
for the prevention and elimination of homelessness.


• Foundation for a Healthy Kentucky: Non-profit
organization devoted to improving the health of children
by engaging communities in testing innovative strategies
and to making public policy more responsive to the
health and health care needs of the people.


• Health Care Payment Learning and Action Network: To
help achieve better care, smarter spending, and healthier
people, the Department of Health and Human Services
(HHS) is working in concert with the private, public, and
non-profit sectors to transform the nation’s health
system to emphasize value over volume. HHS has a goal
of tying 30 percent of Medicare fee-for-service payments
to quality or value through alternative payment models
by 2016 and 50 percent by 2018.


• Health Care Transformation Task Force: industry
consortium that brings together recipients, payers,
providers and purchasers to align private and public
sector efforts to clear the way for a sweeping
transformation of the U.S. health care system.


• The Health Management Academy: Comprised of
executive members from the country's largest integrated
health systems and a strategic balance of the industry's
most innovative companies. Executive members
exchange best practices and benchmark information on
increasing the quality and efficiency of healthcare.


• Health Plan Alliance: The Health Plan Alliance brings
together health plans with similar values in collaborative
ways to improve their performance and succeed in their
markets in a goal to inspire and support health plans to
deliver exceptional service, drive transformational care,
and champion health and well-being.


• Healthy Hoops Coalition: Group of individuals and
organizations focused on the special needs of children
with asthma.


• Kentucky and Southern Indiana Stroke Association
(KSISA): Chapter of the National Stroke Association
whose mission is to improve public awareness of stroke
and its warning signs, as well as to reduce its incidence
and impact.


• March of Dimes: organization dedicated to helping
mothers have full-term pregnancies and researching the
problems that threaten the health of babies.
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• The Medical Society: Represents 2,100 practicing
physicians


• National Alliance on Mental Illness (NAMI): Self-help
organization that is part of a nationwide network devoted
to improving the lives of the seriously mentally ill and
decreasing the prevailing stigma associated with mental
illness.


• Regional Planning & Development Agency: provides
regional planning, review, and technical services in the
areas of public administration, social services,
transportation and community ridesharing programs.


• State Cancer Foundation: Community based network
that promotes education, research and service programs
related to cancer.


• State Chamber of Commerce: Organization which strives
to influence public policy in areas such as business
taxation and fiscal policy, environmental and safety
issues, workers compensation, health care and education
reform.


• State Lung Association: Chapter of the American Lung
Association that is mission driven to improve lung health
and prevent lung disease through education, advocacy
and research.


• State Mental Health Coalition: Organization that
supports collaboration and speaks with one advocacy
voice for the prevention and treatment of mental illness
and the promotion of mental health.


• State Primary Care Association: Not-for-profit 501(c)(3)
charitable organization with a mission to promote access
to comprehensive, community-oriented primary health
care services for the underserved.


• State Public Health Association: Organization that
provides leadership in public health policy and
education.


• State Refugee Ministries: Organization that assists
refugees who have been legally admitted to the United
States as victims of warfare or other forms of persecution
because of their religious or political beliefs.


• State Rural Health Association: Educates providers and
consumers on rural health issues and advocates actions
by private and public leaders to assure equitable access
to health care for rural residents.


• State Youth Advocates: Group whose work focuses on
ensuring equity for vulnerable children and families,
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especially lower-income, minority and otherwise 
disadvantaged youth. 


• Volunteers of America: Ministry of service responsible
for human service programs that support and empower 
America’s most vulnerable groups. 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the 
HealtHIE Nevada statewide health information exchange 
(HIE)?  Please indicate your answer using the following table: 


A review of the HealtHIE Nevada website indicates that only a 
handful of providers participate in the health information 
exchange.  Therefore, carriers with a higher number of 
providers would have a lower participation rate.  Hometown 
Health confirms of the 78 providers that participate in the 
HIE, Hometown contracts with 68 (87.2%).  We contract with 
7 out of 9 Acute Care Hospitals and all 7 diagnostic facilities.  
Of the 40 providers that utilize medical records systems that 
connect to the HIE, Hometown Health is contracted with 30 
(75%).  We do not know whether the providers participate 
financially.  Hometown Health’s parent’s company, Renown 
Health participates in HealtHIE Nevada through its electronic 
medical record system. 


Provider Category % Participation 
Financial 


Participation 
Only 


Financial 
Participation and 
Provide Data into 


the HIE 
Physician Unknown Unknown 
Acute Care Hospital Unknown Unknown 
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute 
Care, Skilled Nursing Facility, etc.) 


Unknown Unknown 


Laboratory Unknown Unknown 
Radiology Unknown Unknown 
All Other Unknown Unknown 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage 
providers in your network to participate in the HealtHIE Nevada 
statewide health information exchange?  Please describe. 


We are open to best practices that would allow for more 
efficient operations.  Furthermore, Hometown Health will 
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participate financially in the HealtHIE Nevada statewide 
health information exchange beginning on or before July 1, 
2017. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe 
how you use the tool to improve the health of your managed 
care populations and to control plan costs. 


Hometown Health does not participate in HealtHIE Nevada.  
However, it parent’s company, Renown Health participates 
through its electronic medical record system. 


4.1.14 Financial information and documentation to be included in Part III, 
Confidential Financial Information of vendor’s response in accordance 
with Section 9.5, Part III – Confidential Financial Information.  


This information is included in Part III, Confidential Financial 
Information 


4.1.14.1 Dun and Bradstreet Number 


This information is included in Part III, Confidential 
Financial Information 


4.1.14.2 Federal Tax Identification Number 


This information is included in Part III, Confidential 
Financial Information 


4.1.14.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 
B. Balance Statement 


This information is included in Part III, Confidential 
Financial Information 


4.2 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? 


Yes X No 


If “Yes”, vendor must: 
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4.2.1.1 Identify specific subcontractors and the specific 
requirements of this RFP for which each proposed 
subcontractor will perform services. 


Evolent Health will provide case management, utilization 
management, quality management, grievances and 
appeals management and provider management. 


Argus will provide pharmacy claim payment services. 


Diplomat Pharmacy will provide specialty drug services. 


EyeMed will provide vision services. 


4.2.1.2 If any tasks are to be completed by subcontractor(s), 
vendors must: 


A. Describe the relevant contractual arrangements; 


We have reviewed the Medicaid experience that 
Evolent Health has and are extremely impressed 
with their NCQA results, operational capabilities 
and personnel.  The contract is that of a delegated 
agreement specifically to provide Medicaid 
services.  In addition to delegating Medicaid 
functions, Evolent will share in the Medicaid risk.  
We pay a percent of the Medicaid cap rate. 


The Argus contract delegates pharmacy claims 
services for all lines of business.  We pay Argus a 
per claim and per member fee. 


The Diplomat Pharmacy contract delegates 
specialty pharmacy services.  We pay diplomat a 
percent of cost. 


The Eyemed contract delegates the provision of 
vision services. 


B. Describe how the work of any subcontractor(s) will 
be supervised, channels of communication will be 
maintained and compliance with contract terms 
assured; and 


During the implementation phase of the Medicaid 
project, Evolent will be closely monitored by 
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project management staff.  Once we have 
transitioned to an operational tempo, the 
appropriate accountable leader will monitor 
Evolent’s performance against regular 
performance metrics.  The accountable leader is 
the main point of contact for the vendor. 


Additionally, Hometown Health has a 
Performance team that reviews departments’ 
procedures and monitoring of vendors.  If the 
Performance team finds deficiencies in a 
department’s oversight of a vendor, that leader 
and his/her immediate supervisor are notified that 
corrective action needs to be taken. 


Finally, as with our other product lines, we will 
have weekly operational meetings to specifically 
discuss Medicaid operations and our vendors’ 
performance. 


C. Describe your previous experience with 
subcontractor(s). 


We are very pleased with the performance of our 
vendors.  We have been purchasing specialty drugs 
from Diplomat for several years and have no 
complaints.  We implemented EyeMed beginning 
1/1/16 and they have been an outstanding, 
extremely responsive partner.  Argus is scheduled 
to go live on 1/1/17 and Evolent is scheduled to go 
live on 7/1/17.  So far our interactions with both 
Argus and Evolent have been extremely 
professional and accommodating.   


4.2.1.3 Vendors must describe the methodology, processes and 
tools utilized for: 


A. Selecting and qualifying appropriate subcontractors 
for the project/contract; 


Generally, Hometown Health utilizes a rigorous 
formal RFP process much like this RFP process to 
select vendors.  We find that the RFP process 
allows us to clearly indicate our needs and 
provides a level playing field to select a vendor.  
For Evolent, we did not use the formal written 
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process.  Instead we used a lengthy interview 
process interviewing dozens of potential vendors. 


B. Ensuring subcontractor compliance with the overall 
performance objectives for the project;  


Contracts include performance measures for 
services that are delegated.  Depending on the 
service, those performance measures are recorded 
on a weekly, monthly, quarterly or annual process 
through regular operational review and formal 
audit.  Deficiencies are brought to the account 
manager’s attention so that the vendor can 
implement corrective action. 


C. Ensuring that subcontractor deliverables meet the 
quality objectives of the project/contract; and 


Performance guarantees are included in the 
delegation agreement and include contractual 
penalties for failure to meet standards.  However, 
through our continued review of the processes, we 
should be able to identify performance gaps long 
before a penalty needs to be assessed. 


Ultimately, performance under this contract is 
Hometown Health’s responsibility.  Hometown 
Health must ensure the appropriate attention and 
resources are provided to each issue. 


D. Providing proof of payment to any subcontractor(s) 
used for this project/contract, if requested by the 
State.  Proposal should include a plan by which, at 
the State’s request, the State will be notified of such 
payments. 


Should the state request proof of payment to any 
subcontractor for this contract, Hometown Health 
will provide such proof no more than three 
business days after Hometown Health receives the 
request in writing.  Such request may be made via 
email or paper. 
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4.2.1.4 Provide the same information for any proposed 
subcontractors as requested in Section 4.1, Vendor 
Information. 


Each of our vendors have provided the information in 
section 4.1 and that information is included in this 
submission. 


4.2.1.5 Business references as specified in Section 4.3, Business 
References must be provided for any proposed 
subcontractors. 


We have requested vendor references be sent from our 
collective clients directly to State Purchasing. 


4.2.1.6 Vendor shall not allow any subcontractor to commence 
work until all insurance required of the subcontractor is 
provided to the vendor. 


We will comply with this requirement. 


4.2.1.7 Vendor must notify the using agency of the intended use of 
any subcontractors not identified within their original 
proposal and provide the information originally requested 
in the RFP in Section 4.2, Subcontractor Information.  
The vendor must receive agency approval prior to 
subcontractor commencing work. 


We will comply with this requirement. 


4.3 BUSINESS REFERENCES 


4.3.1 Vendors should provide a minimum of three (3) business references from 
similar projects performed for private, state and/or large local government 
clients within the last three (3) years. 


4.3.2 Vendors must provide the following information for every business 
reference provided by the vendor and/or subcontractor: 


Please see attachment marked References. 


The “Company Name” must be the name of the proposing vendor or 
the vendor’s proposed subcontractor.   


Reference #: 
Company Name: 
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Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR SUBCONTRACTOR 
Project Name: 


Primary Contact Information 
Name: 
Street Address: 
City, State, Zip: 
Phone, including area code: 
Facsimile, including area code: 
Email address: 


Alternate Contact Information 
Name: 
Street Address: 
City, State, Zip: 
Phone, including area code: 
Facsimile, including area code: 
Email address: 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 
Original Project/Contract Start 
Date: 
Original Project/Contract End 
Date: 
Original Project/Contract Value: 
Final Project/Contract Date: 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 
Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Please see attachment marked References 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the 
business references that are identified in Section 4.3.2.  
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4.3.4 The company identified as the business references must submit the 
Reference Questionnaire directly to the Purchasing Division. 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received 
by the Purchasing Division on or before the deadline as specified in 
Section 8, RFP Timeline for inclusion in the evaluation process.  
Reference Questionnaires not received, or not complete, may adversely 
affect the vendor’s score in the evaluation process.   


4.3.6 The State reserves the right to contact and verify any and all references 
listed regarding the quality and degree of satisfaction for such performance. 


4.4 VENDOR STAFF RESUMES 


A resume must be completed for each proposed key personnel responsible for 
performance under any contract resulting from this RFP per Attachment G, 
Proposed Staff Resume. 


Please see attachment marked Attachment G – Proposed Staff Resumes. 
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Organizational Chart 
 
 


 


    


     


             


Medical 
Director 


Dr. Richard Rosen 


Renown President and Chief Executive Officer 
Dr. Anthony Slonim 


Renown Vice President, CEO Hometown Health 
Ty Windfeldt


Renown Chief Information Officer 
Ron Fuschillo 


Renown Chief Administrative Officer 
Dawn Ahner 


Hometown Health Board of Directors 


Renown Health Board of Directors 


Renown Chief Operating Officer 
Sy Johnson


Health Services 
Manager 


Rita Reilly 


Chief Medical Officer 
Dr. Linda Ash-Jackson 


Health & Wellness 
Manager 


Lori Mitchell 


Health Services 
Manager 


Storie Weissman


Pharmacy Manager 
Judy Britt 


Chief Financial Officer 
Sam King 


Sales & Marketing 


Sales & Marketing 
Director  


Ken Hamm 


Commercial Sales 
Manager  


Heather Reimer 


Information Technology 


IT Director  
Wendy Brown 


IT Manager  
Amy Judd Marketing Manager 


CJ Bawden 


Decision Support Planning & Performance 
(Product Development) 


Decision Support 
Manager  


Dave Hubbell 


Planning & 
Performance 


Director 
Jon Hager 


Customer Service 


Customer Service 
Director  


Ryan Hopkins 


Customer Service 
Manager 
Vacant 


Reimbursement 
Services 


Reimbursement 
Services Director  
Kathie Pittman 


Reimbursement 
Services Mgr  


Vacant 


Business Process 
Manager  


Tricha Hutchcraft 


Provider Relations & 
Contracting 


Contracting 
Manager  


Tracy Walker 


Chief Operating Officer 
Matt Ladich 


Director of Non-
Clinical 


Health Services 
John Osmond 


Renown Chief Medical Officer 
Dr. Max Coppes 


Finance Director 
Mary Ramelli 


Finance, Accounting, 
Underwriting, Premium 


Billing & Enrollment 


Legal & Compliance Health Services, Health 
& Wellness 


Contracting Director 
Joy Cleveland  


(TPA Network only) 


Associate General 
Counsel 


Jamie Winter 


Renown Corporate Compliance Officer 
Melinda Montoya 


Self-Funded 
Manager 


Stephanie Brooks 


Billing & Enrollment 
Manager  


Tammi Foote 


Planning Manager 
Em Langer 


Performance 
Manager  


Sarah Frey 


Compliance 
Manager 


Philip Ramirez 
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HMO Certificate of Authority 
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CERTIFICATE OF Full Accreditation
is awarded to


Hometown Health Plan
830 Harvard Way


Reno, Nevada 89502
for compliance with


Health Plan Accreditation Program 


pursuant to the


Health Plan, 7.1
Effective from the 07/01/2015 through the 07/01/2018 


Kylanne Green
President & Chief Executive Officer


Certificate Number: HPL003870 - 87359


URAC accreditation is assigned to the organization 
and address named in this certificate and is not 
transferable to subcontractors or other affiliated entities 
not accredited by URAC.


URAC accreditation is subject to the representations 
contained in the organization’s application for 
accreditation.  URAC must be advised of any changes 
made after the granting of accreditation.  Failure to 
report changes can affect accreditation status.


This certificate is the property of URAC and shall be 
returned upon request. 











830 Harvard Way • Reno, Nevada 89502 • 775-982-3000 • www.hometownhealth.com 


Hometown Health 


References 
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ssReference #: 1 
Company Name: Hometown Health Plan 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR SUBCONTRACTOR 
Project Name: Douglas County School District 


Primary Contact Information 
Name: Holly Luna 
Street Address: 1638 Mono Avenue 
City, State, Zip Minden, NV 89423 
Phone, including area code: 775-782-5131 ext. 1615 
Facsimile, including area code: 775-782-8351 
Email address: hluna@dcsd.k12.nv.us 


Alternate Contact Information 
Name: Cori Isherwood 
Street Address: 1638 Mono Avenue 
City, State, Zip Minden, NV 89423 
Phone, including area code: 775-782-7177 ext.1639 
Facsimile, including area code: 775-782-8351 
Email address: cisherwo@dcsd.k12.nv.us 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide DCSD with full TPA 
Services and PPO network 


Original Project/Contract Start 
Date: 


01/01/2009 


Original Project/Contract End 
Date: 


12/31/2017 


Original Project/Contract Value: $925,428 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Ongoing 
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Reference #: 2 
Company Name: Hometown Health Plan, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


           X VENDOR  SUBCONTRACTOR 
Project Name: City of Reno  


Primary Contact Information 
Name: Kelly Leerman   
Street Address: 1 East First Street 
City, State, Zip Reno, NV 89505 
Phone, including area code: 775-785-5854 
Facsimile, including area code: 775-334-2045 
Email address: leermank@reno.gov 


Alternate Contact Information 
Name: Marlene Chapel 
Street Address: 1 East First Street 
City, State, Zip Reno, NV 89505 
Phone, including area code: 775-334-2286 
Facsimile, including area code: 775-334-2045 
Email address: chapelm@reno.gov 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide City of Reno with full TPA 
services and EPO network 
 


Original Project/Contract Start 
Date: 


7/1/2010 


Original Project/Contract End 
Date: 


6/30/2017 


Original Project/Contract Value: $244,897 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing  


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Ongoing  
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Reference #: 3 
Company Name: Hometown Health Plan, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


        X VENDOR  SUBCONTRACTOR 
Project Name: Lyon County School District 


Primary Contact Information 
Name:   Shani Dues 
Street Address: 25 East Goldfield Avenue 
City, State, Zip Yerington, NV 89447 
Phone, including area code: 775-463-6800 
Facsimile, including area code: 775-463-6808 
Email address: Sdues@lyoncsd.org 


Alternate Contact Information 
Name: Tim Logan 
Street Address: 25 East Goldfield Avenue 
City, State, Zip Yerington, NV 89447 
Phone, including area code: 775-463-6800 
Facsimile, including area code: 775-463-6808 
Email address: tlogan@lyoncsd.org 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


We provide medical benefits for the 
employees of the Lyon County 
School District 


Original Project/Contract Start 
Date: 


07/01/2006 


Original Project/Contract End 
Date: 


Contract is still ongoing 


Original Project/Contract Value: 7,635.626.64 
Final Project/Contract Date: Contract is still ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes.  Contract is still ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes.  Contract is still ongoing 


 







Reference #: 4 
Company Name: Hometown Health Plan, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


        X VENDOR  SUBCONTRACTOR 
Project Name: Washoe County  


Primary Contact Information 
Name:  Ashley Farmer 
Street Address: 1001 E. Ninth Street Bldg. A 
City, State, Zip Reno, Nevada 89512 
Phone, including area code: 775-328-2088 
Facsimile, including area code: 775-328-6119 
Email address: afarmer@washoecounty.us 


Alternate Contact Information 
Name: Kristie Harmon 
Street Address: 1001 E. Ninth Street Bldg. A 
City, State, Zip Reno, Nevada 89512 
Phone, including area code: 775-328-2079 
Facsimile, including area code: 775-328-6119 
Email address: kharmon@washoecounty.us 


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


We provide HMO benefits for the 
employees of Washoe County. 


Original Project/Contract Start 
Date: 


07/01/2005 


Original Project/Contract End 
Date: 


Contract is still ongoing 


Original Project/Contract Value: $19,579.091.04 
Final Project/Contract Date: Contract is still ongoing 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes.  Contract is still ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes.  Contract is still ongoing 


 







Reference #: 5 
Company Name: Hometown Health Plan  


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Eldorado Resorts, Inc.  


Primary Contact Information 
Name: Bruce MacKay  
Street Address: 100 West Liberty St., Suite 1150 
City, State, Zip Reno, NV 89501 
Phone, including area code: 775.328.0106 
Facsimile, including area code: 775.337.9218 
Email address: bmackay@eldoradoresorts.com 


Alternate Contact Information 
Name: Lola Ortiz 
Street Address: 345 N Virginia St 
City, State, Zip Reno, NV 89501 
Phone, including area code: 775-785-9053 
Facsimile, including area code: 775-786-2197 
Email address: ortizl@eldoradoreno.com 


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide Eldorado with full TPA 
services and PPO network 
 


Original Project/Contract Start 
Date: 


7/1/2006 


Original Project/Contract End 
Date: 


6/30/2018 


Original Project/Contract Value: $60,304.32 
Final Project/Contract Date: Ongoing  
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Ongoing 
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Company Background and References 


Evolent Health 


Making a genuine difference in the health and well-being of the people and communities we serve 
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4. COMPANY BACKGROUND AND REFERENCES 


4.1 VENDOR INFORMATION


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Evolent Health LLC 
Ownership (sole proprietor, partnership, 
etc.): 


Evolent Health LLC, is a 
Delaware Limited Liability 
Company (LLC). Its parent 
holding company, Evolent Health, 
Inc., is a publicly traded company 
listed on the New York Stock 
Exchange (EVH)     


State of incorporation: Delaware 
Date of incorporation: December 14, 2011 
# of years in business: 5 
List of top officers: • Frank Williams – Chief


Executive Officer
Frank is responsible for all
aspects of the strategic and
operational management of
Evolent Health. He previously
served as Chairman and CEO of
The Advisory Board.


• Seth Blackley – President
Seth oversees overall company
strategy, product design, sales,
marketing and business
development for Evolent.
Previously, Seth was the
Executive Director of Corporate
Development and Strategic
Planning at The Advisory Board
Company, where he oversaw
partnerships and acquisitions,
key elements of new product
development and other strategic
growth initiatives.


• John Mach, MD – Chief
Medical Officer
John serves as Evolent's Chief
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Question Response 
Medical Officer overseeing 
clinical program results and 
physician engagement 
strategy.  Prior to joining 
Evolent, Dr. Mach was CEO of 
UnitedHealth Care's division 
Evercare, the nation's largest 
managed long-term care (LTC) 
Medicaid participant, with over 
100,000 members across six 
states. 


• Tom Peterson – Chief Operating
Officer
Tom leads client
implementations and provides
oversight over several markets
in which Evolent serves
Medicaid beneficiaries in a full
range of programs.  In addition,
Tom has experience as a Mental
Health Counselor working to
support the under-served
communities in partnership with
County Mental Health Clinics.
Tom has run growth businesses,
built organizations, developed
senior leaders and undergone
clinical training as a
psychotherapist. He has held
executive roles with The
Advisory Board Company,
leading H*Works, the
company’s consulting division,
as it doubled revenue over a
three-year period.


• Steve Wigginton – Chief
Development Officer
Steve is responsible for strategy,
marketing and health system
partnership development. Steve
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Question Response 
previously served as the 
President of Health Integrated, 
an integrated medical-
behavioral health management 
company specializing in high-
risk, multi-chronic care 
management for Medicaid 
managed care plans across the 
country. Under his leadership, 
Health Integrated established 
partnerships with community-
affiliated safety net providers 
and health plans to improve 
access, quality and cost for 
Medicaid recipients in 15 states. 


• Nicholas McGrane -- Chief
Financial Officer
Nicky McGrane serves as Chief
Financial Officer of Evolent
Health. Nicky has a deep
background in finance with over
twenty-five years of experience
across banking, private equity
and operations. Prior to joining
Evolent, Nicky spent fifteen
years at MidOcean Partners, a
middle market private equity
firm.


Location of company headquarters: 800 North Glebe Road, Suite 500 
Arlington, Virginia 22203 


Location(s) of the company offices: • 8930 W. Sunset Road, Suite 200,
Las Vegas, NV 89148
Location supporting Hometown
Health Plan


• 10315 Professional Circle,
Reno, NV 89521
Location supporting Hometown
Health Plan


• 110 North Main Street, Dayton,
OH 45402


Managed Care Organization RFP 3260 Page 3 of 80 







Question Response 
Location supporting Premier 
Health  


• 950 North Meridian Street, 
Indianapolis, IN 46204 
Location supporting Indiana 
University Health 


• 651 Perimeter Drive, Suite 400, 
Lexington, KY 40517 
Location supporting Baptist 
Health 


• 5100 Commerce Crossings 
Drive, Louisville, KY 40229 
Location supporting Passport 
Health Plan/Medicaid Center of 
Excellence 


• 3128 Smoketree Court, Raleigh, 
NC 27604 
Location supporting WakeMed 
Community Care 


• 23 Geary Street, Suite 300, San 
Francisco, CA 94108 
Location supporting all clients 


Location(s) of the office that will provide 
the services described in this RFP: 


• 8930 W. Sunset Road, Suite 200, 
Las Vegas, NV 89148 
Location supporting Hometown 
Health Plan 


• 10315 Professional Circle, 
Reno, NV 89521 
Location supporting Hometown 
Health Plan 


• 5100 Commerce Crossings 
Drive, Louisville, KY 40229 
Evolent Health, LLC. location 
supporting Passport Health 
Plan/Medicaid Center of 
Excellence 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


5 


Number of employees nationally with the 1,309 
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Question Response 
expertise to support the requirements in 
this RFP: 
Location(s) from which employees will be 
assigned for this project: 


Employees will be assigned for 
implementation from our local 
team based out of the Reno and 
Las Vegas, NV locations with 
support from our national team 
based in Arlington, VA and 
Louisville, KY. 
• 8930 W. Sunset Road, Suite 200, 


Las Vegas, NV 89148 
• 10315 Professional Circle, Reno, 


NV 89521 
• 800 North Glebe Road, Suite 


500, Arlington, Virginia 22203 
• 5100 Commerce Crossings Drive, 


Louisville, KY 40229 
 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized 
pursuant to the laws of another state must register with the State of Nevada, 
Secretary of State’s Office as a foreign corporation before a contract can be 
executed between the State of Nevada and the Awarded Vendor, unless 
specifically exempted by NRS 80.015. 


 
Evolent Health understands this requirement. Hometown Health Plan is 
already registered with the Nevada Secretary of State.  At the time of 
award, Evolent Health LLC will register with the State of Nevada, 
Secretary of State’s Office as foreign corporation. 


 
4.1.3 The selected Vendor, prior to doing business in the State of Nevada, must 


be appropriately licensed by the State of Nevada, Secretary of State’s 
Office pursuant to NRS76.  Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 


 
Question Response 


Nevada Business License 
Number: 


Pending contract award to primary 
vendor, Hometown Health Plan. 


Legal Entity Name: Evolent Health, LLC 
 


Is “Legal Entity Name” the same name as Vendor is doing business as? 
 


Yes X No  
 


If “No,” provide explanation. 
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At the time of award Evolent Health LLC will procure all required 
licenses in the State of Nevada. 


 
4.1.4 Vendors are cautioned that some services may contain licensing 


requirement(s).  Vendors shall be proactive in verification of these 
requirements prior to proposal submittal.  Proposals that do not contain the 
requisite licensure may be deemed non-responsive. 


 
Evolent will procure any and all necessary licenses, including but not 
limited to utilization review agent registration, and comply with all laws 
and regulations in Nevada. 


 
4.1.5 Has the Vendor ever been engaged under contract by any State of Nevada 


agency?   
 


Yes  No X 
 


If “Yes,” complete the following table for each State agency for whom 
the work was performed.  Table can be duplicated for each contract 
being identified. 


 
Question Response 


Name of State agency: N/A 
State agency contact name: N/A 
Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 
Total dollar value of the 
contract: 


N/A 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of 


the State of Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 
 


If “Yes,” please explain when the employee is planning to render 
services, while on annual leave, compensatory time, or on their own 
time? 
 
Evolent Health does not employ any person that is or has been an 
employee of the State of Nevada within the past two years. 
 
If you employ (a) any person who is a current employee of an agency of 
the State of Nevada, or (b) any person who has been an employee of an 
agency of the State of Nevada within the past two (2) years, and if such 


Managed Care Organization RFP 3260 Page 6 of 80 
 







person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity 
of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 
Evolent Health does not employ any person that is or has been an 
employee of the State of Nevada within the past two years. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 


breaches, civil or criminal litigation in which the Vendor has been alleged 
to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the 
Vendor’s ability to perform or fulfill its obligations if a contract is awarded 
as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 
If “Yes,” please provide the following information.  Table can be 
duplicated for each issue being identified. 


 
Question Response 


Date of alleged contract 
failure or breach: 


N/A 


Parties involved: N/A 
Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of 
the dispute: 


N/A 


If the matter has resulted in a 
court case: 


Court Case Number 
N/A N/A 


Status of the litigation: N/A 
 


4.1.8 Vendors must review the insurance requirements specified in Attachment 
E, Insurance Schedule for RFP 3260.  Does your organization currently 
have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 


 
Yes X No  
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Any exceptions and/or assumptions to the insurance requirements must 
be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation 
process; however, Vendors must be specific.  If Vendors do not specify 
any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Hometown Health does not have any exceptions to the insurance 
requirements. 
 
Upon contract award, the successful Vendor must provide the Certificate 
of Insurance identifying the coverages as specified in Attachment E, 
Insurance Schedule for RFP 3260. 
If Hometown Health is awarded a contract, upon contract award we 
will provide the Certificate of Insurance identifying the coverages as 
specified in Attachment E, Insurance Schedule for RFP 3260. We will 
furnish the State with certificates of insurance ACORD form (or equivalent 
approved by the State) as required by this Contract signed by a person 
authorized by that insurer to bind coverage on its behalf. We will 
ensure the project/contract number and project description is noted on 
the certificate of insurance.  We will send this directly to Division of 
Health Care Financing and Policy, Attn: Tammy Ritter, 1100 East 
William Street, Suite 101, Carson City, NV 89701.  We understand the 
State reserves the right to require complete, certified copies of all 
insurance policies required by this Contract at any time.   


 
4.1.9 Company background/history and why Vendor is qualified to provide the 


services described in this RFP.  Limit response to no more than five (5) 
pages. 
 
Evolent Health was founded in 2011 through a partnership with The 
Advisory Board Company and the University of Pittsburgh Medical 
Center (UPMC) Health Plan. UPMC Health Plan, through its Insurance 
Services Division, offers Medical Assistance (Medicaid), CHIP, 
Medicare, behavioral health, group health insurance, employee 
assistance, and workers' compensation products. Over these five years, 
we have built our experience across 12 client partners, 6 provider-
sponsored plans, and have launched 25 products associated with those 
plans that span Medicaid, Medicare Advantage, commercial and 
employee assistance domains, serving more than 1.4 million members, of 
which 500,000 are Medicaid recipients.  
 
In 2016, Evolent acquired the operational capabilities of Passport Health 
Plan (Kentucky) – an NCQA accredited and highest rated Medicaid 
health plan in the State, with a rating of 4 stars. Passport brings almost 
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20 years of Medicaid experience serving children and families, including 
children with special health care needs and children in foster care, as 
well as adults with disabilities.  Our partnership brings together Evolent’s 
leading population health solutions with Passport’s deep Medicaid 
experience to drive innovation in the delivery of health care services to 
Medicaid recipients.  
 
Evolent intends to further augment its Medicaid solutions with the 
announced acquisition of Valence Health, who also brings 20 years of 
experience in the domain and serves more than 615,000 Medicaid 
recipients.  This acquisition is expected to close in the 4th quarter of 2016. 
 
Evolent and Passport Health Plan have created the Medicaid Center of 
Excellence (MCOE) that provides the infrastructure, clinical models and 
best-practices – in partnership with local providers – to improve the 
health and quality of life of our communities by changing how 
healthcare is delivered. The MCOE brings the combined strength of: 


• Evolent Health’s population health expertise, technology and 
demonstrated success in working with provider-led plans to deliver 
improved health outcomes and achieve cost savings; and 


• Passport Health Plan’s almost 20 years’ experience implementing 
effective strategies specifically designed for Medicaid and CHIP 
recipients that have achieved sustained improvements in measures 
of access to care, improved health outcomes, and recipient and 
provider satisfaction. 


 
References to Evolent, Passport Health Plan and the MCOE refer to the 
collective experience of Evolent and its partner Passport Health Plan. 
 
To date, Evolent is managing the care of 1.4 million recipients across 25 
markets nationwide. Our model delivers value to health systems seeking 
high performance in a highly dynamic and competitive environment, 
such as Hometown Health.  We operate in multiple states, across multiple 
lines of business, and support health plans, health systems and provider 
groups in urban and rural areas. Though the Medicaid Center of 
Excellence we are currently providing selected services to MCOs serving 
over 500,000 Medicaid managed care recipients providing an array of 
services.  
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Table 4.1.9-1 Evolent’s Medicaid Experience and Scope of Services 


 
 


Evolent, through the MCOE, offers a full array of services to provider-
led health systems, health plans and insurers. The scope of our services 
range from full health plan partnerships to select delegated functions and 
spans clinical operations, financial and administrative operations, and 
information technology and infrastructure support.  Evolent specializes 
in two key areas: 1) Helping provider-led health plans succeed and 2) 
Demonstrating clinical excellence and bending the cost curve. These two 
areas of focus are critical when serving Medicaid recipients to ensure 
access to care, provider engagement, cost management, and the delivery 
of high quality care.  
 
Helping Provider-Led Health Plans Succeed  
 
Evolent is a different kind of health plan operating partner.  Traditional 
national MCOs take a command and control approach to new markets. 
By partnering with a provider-sponsor in the community we serve, we 
differentiate ourselves from other MCOs because we are more closely 
aligned with the community. Unlike other MCOs, we understand that 
health care delivery starts with the providers.  Because we are a company 
founded by physicians for physicians and offer a complete array of 
provider supports, we more easily recruit physicians and other providers, 
resulting in improved access for the recipients we serve. 
 
Our approach dramatically increases physician engagement and results 
in behavior change ultimately resulting in high quality care and lower 
costs. We’ve built our experience across 6 provider-sponsored plans, 25 
product launches and multiple third-party certifications including 
NCQA, The Care Innovations Institute and JD Power.  Evolent 
emphasizes provider-driven initiatives using governance models, purpose-
built operations and a commitment to clinical excellence.  
 
Success starts with a strong foundation. Since providers sit on the front 
lines of care, they have powerful insights into their systems, staff and 
individual patients. Our governance model puts providers in key 
leadership roles so they can be heard, but also held accountable to the 


Enrollment


Over 127,000


Over 65,000


Over 10,000


Over 300,000
X X X X X X X


X X X


X


X X X X X X X


Client Partner


X X X X X X X X


Evolent Scope of Services


Technology
Platform CM UM TPA PBM Quality RAF


Physician
Engagement


Finance &
Leadership
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decisions, initiatives and priorities set out by the governing board, which 
is comprised of physician leaders, heath plan leaders and health system 
leaders.  
 
Provider Partnerships  
 
We will establish Medicaid Provider Advisory Committees (PACs) in 
Nevada using our successful advisory committee structure deployed in 
other states. PACs are an integral part of our provider-focused model. 
The PAC enables providers to provide direct feedback to the executive 
leadership to build and drive population health management initiatives by 
providing strategic and operational direction. PAC responsibilities 
include:  


• Ensuring all providers are consulted and informed of key decisions 
to reduce confusion and focus efforts on top priorities;  


• Supporting providers in creating and developing innovative 
approaches to improve quality of care for Medicaid recipients; 


• Receiving feedback and inquiries from providers at all levels and 
communicating responses to appropriate individuals or groups; 


• Empowering leaders to solicit input from key provider constituents; 
and 


• Ensuring provider incentives exist to maintain engagement, both 
financial and non-financial. 


 
Figure 4.19-1 Evolent’s Provider Advisory Committee Organizational Structure for Nevada 
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Advanced information system solutions: Each of Evolent’s operational 
solutions and its technology platform are designed to help providers 
better serve recipients. By making the physician’s job easier and their 
interventions more effective, physicians are more engaged and satisfied. 
Identifi® is our proprietary fully interoperable technology platform that 
aggregates and analyzes data, manages care workflows and engages 
providers and their patients. We deliver clinically relevant facts about our 
Medicaid recipients by applying predictive models and stratification logic 
to accurately highlight a clear set of priorities that providers can use to 
direct efforts toward the greatest opportunities to positively impact health 
outcomes. 
 
Identifi® also supports all health plan work processes leveraging web-
based efficiency to deliver critical information to providers. For example, 
our Utilization Management module supports web-enabled electronic 
authorizations. This greatly reduces the “ping pong” of authorization 
requests between providers and the health plan and accelerates the ability 
for providers to meet patient needs. These types of purpose-built 
operational capabilities span across the full platform of clinical, 
financial, and administrative domains. 
 
Identifi® links our processes with those of our partners and other third 
parties in order to create a connected clinical delivery ecosystem, stratify 
populations, standardize clinical work flows and enable high-quality, 
cost-effective care. The configurable nature and broad capabilities of 
Identifi® help enhance the benefits to our partners increasing the 
effectiveness of our partners’ existing technology architecture.  
 
Commitment to clinical excellence: We deploy a truly integrated care 
solution that brings together traditional health plan operations with 
population health capabilities and almost 20 years of Medicaid 
experience. Our innovative clinical programs, all powered by integrated 
technology, drive the delivery of higher quality, more seamless and 
effective health care.  Physicians and other providers are supported by 
aligned, geographically-based care teams working with other health plan 
operational staff on a single technology platform that integrates all 
internal and external sources data sources to help the provider deliver 
optimal care and improve recipient’s health outcomes.  
 
Evolent is committed to demonstrating the impact of our care programs 
on the populations and recipients we serve.  We employ the latest 
evidence-based models of care that emphasize integrated care delivery 
and focus on not only recipients’ health care needs but the social 
determinants of health. We design our health care management 
programs specifically for each population we serve and then apply an 
academic approach to evaluating these programs across our health 
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system clients to determine the clinical and financial impact.  Our 
Medicaid model of care leverages Evolent’s and Passport Health Plan’s 
success achieving impressive outcomes.  
 
For example, the results of our Complex Case Management program 
evaluation in 2015 compared “managed” and “unmanaged” patients 
from an Evolent partner’s population over a two-year span. Review of the 
interventions revealed a statistically significant improvement as outlined 
below:   


• 30% reduction in inpatient admissions 
• 48% reduction in emergency department visits 
• 10% increase in primary care physician visits  


In addition to the comparison of managed versus unmanaged recipients, 
we have achieved similar results when compared to a control group.  
Taking into account the natural service utilization trend of high-risk 
chronic patients, results from the program produced an estimated $2.2 
million in cost avoidance for 1,000 high-risk recipients.  In addition to 
this internal evaluation, the results of our Complex Case Management 
program have been confirmed by The Care Innovations TM Validation 
Institute, which is an independent expert. 
 


“Validation by the Care Innovations Validation Institute confirms that 
Evolent’s highly coordinated delivery system has delivered outcomes 
that so far are unmatched by any other vendor in this segment. Of over 
one thousand population health vendors, Evolent is one of only 23 to 
receive this distinction, and is the only one focused specifically on case 
management.” 


–Al Lewis, co-author of Cracking Health Costs and a leading 
critic of population health industry outcomes 


 
Passport’s HEDIS®1  and Healthy People 2020 measures reflect a 
commitment to the highest quality care. Passport currently exceeds the 
national Medicaid Quality Compass mean and state quality benchmarks 
for 117 measures. In 2015, Passport had 18 HEDIS Measures in the 
Medicaid Quality Compass 90th percentile, 34 in the 75th percentile, and 
25 in the 50th percentile.  
 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined 
by 42 U.S.C 300e-9? 


 
No, Evolent Health LLC is not a Qualified Health Maintenance 
Organization.  However, the lead vendor, Hometown Health 


1 HEDIS
  is a registered trademark of the National Committee for Quality Assurance 


(NCQA) 
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Plan, Inc. is a qualified Health Maintenance Organization as 
defined by 42 U.S.C. § 300e-9. 


 
4.1.10 Length of time Vendor has been providing services described in this RFP 


to the public and/or private sector.  Please provide a brief description. 
 


While Evolent has been in existence for 5 years, our resources through 
the acquisition of Passport Health Plan’s operating capabilities, have 
nearly 20 years of experience providing the services described in this 
RFP.  Those experiences extend across 12 client partners, 6 provider-
sponsored plans, and 25 product launches associated with those plans 
that span across the public sector (Medicaid, Medicare Advantage) and 
the private sector (Commercial and Employee). We serve more than 1.4 
million recipients, 500,000 of whom are Medicaid recipients. Evolent’s 
partnership with Passport Health Plan in 2016, added capabilities 
developed over almost 20 years serving Medicaid and CHIP recipients in 
Kentucky; Passport Health Plan is the highest rated Medicaid plan in the 
state of Kentucky with an NCQA rating of 4 stars.  


 
4.1.11 Corporate Background 


 
4.1.11.1 Provide a general description of the primary business of your 


organization and its client base. Include the length of time vendor 
has been providing services described in this RFP to the public 
and/or private sector.   


 
Primary Business 
 
Our primary business is partnering with providers and provider 
sponsored health plans to launch and manage health plans.  As 
providers transition from fee-for-service toward value-based 
reimbursement, we help them with models and tools that manage 
risk successfully. We accomplish this by focusing on two key 
areas: 1) Transformation and 2) Platform and Operations 
Services. Through our acquisition of Passport Health Plan’s 
operating capabilities, we have been providing the services 
described in this RFP for nearly 20 years.   
 
Transformation services is comprised of a team of strategy 
consultants and health care experts that partner with health 
systems, independent physician groups, and health plans as they 
transition to value based care.  Evolent evaluates current state 
performance and/or readiness to assume risk in the form of 
provider-sponsored health plans and risk-sharing arrangements 
with commercial and government payers across all lines of 
business.  The team evaluates clients’ existing clinical programs 
and technology capabilities using claims, financial, and 
performance data (if available) and works with clients to create 
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high value networks to deliver care.  A detailed business case is 
created to understand the investments and potential profitability 
associated with each line of business and risk arrangement and 
ultimately define the strategic roadmap.   
 
Platform and Operations Services:  Identifi® is our proprietary 
fully interoperable technology platform that aggregates and 
analyzes data, manages care workflows, and engages providers 
and their patients. We deliver clinically relevant facts about our 
Medicaid recipients by applying predictive models and 
stratification logic to accurately highlight a clear set of priorities 
that providers can use to direct efforts toward the greatest 
opportunities to positively impact health outcomes. Identifi® 
links our processes with those of our partners and other third 
parties in order to create a connected clinical delivery ecosystem, 
stratify patient populations, standardize clinical work flows and 
enable high-quality, cost-effective care. The configurable nature 
and broad capabilities of Identifi® help enhance the benefits to 
our partners and increase the effectiveness of our partners’ 
existing technology architecture.  
 
Operations services is defined as the set of solutions across the 
clinical, financial, and administrative continuum that enable 
health plans, health systems, and independent physician groups 
to manage risk, as well as clinical and quality outcomes. Our 
solutions span across multiple populations to improve clinical 
performance, align physician networks, and fine tune financial 
and administrative management, all while supporting the 
transition of organizational change management.  
 
The capabilities we will deploy in Nevada include: 
 
Care Management: Evolent Care Management is a 
comprehensive care model that drives clinical excellence through 
a combination of physician partnership, predictive analytics, and 
NCQA-compliant clinical workflows. We promote continuity of 
care and case management through an organized program of 
recipient and provider engagement, clinical programs, 
specialized multidisciplinary care teams, and provider support, 
working together to meet recipient’s health care and social 
support needs. Our population health management model 
recognizes that a person’s total needs must be met, including 
social support needs, if meaningful gains are to made in 
improving a person’s health and functional outcomes. It is 
designed to holistically address recipient’s health care needs and 
includes outreach to and engagement of a recipient’s specialists 
and other providers, family and caregivers, and case managers 
from other programs, including schools and local social service 
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programs. All of our care coordination activities include 
recipient and family outreach and education and recipient 
participation.    
 
Utilization Management: Evolent Utilization Management aligns 
the health system’s quality goals and clinical delivery with the 
MCO’s need to reduce inappropriate utilization and improve 
member and provider satisfaction through an NCQA-accredited 
model. We have nearly 20 years of experience furnishing 
Medicaid and CHIP-covered services to Medicaid families and 
children, children and adults with disabilities including dual 
eligible individuals, children in foster care and Medicaid 
expansion populations, including young adults aging out of 
foster care. We have an established, effective service 
authorization process that balances easy access to services while 
ensuring recipients receive:   


• The right service, equipment or treatment; 
• In the right setting; 
• By the right practitioner; and 
• At the right time. 


 
Our utilization review clinicians include UR nurses working on-
site at hospitals to ensure recipients are receiving services at the 
correct level of care, and initiate transition of care to support 
recipients’ safe discharge and avoid readmission. Our UR 
clinicians work with case managers, care navigators, our quality 
and provider relations teams, to ensure recipients’ needs are met 
holistically and appropriately. Our NCQA health plan and 
NCQA UM certifications help ensure we have the structure and 
process to support delivery of high quality health services 
appropriate to the recipient’s identified needs.    
 
Quality: Evolent Quality is a comprehensive suite of services and 
analytics focused on maximizing quality performance by 
identifying and closing gaps-in-care while improving the 
recipient experience. Evolent is continually enhancing its focus 
on HEDIS quality measures as well as others we deem uniquely 
important to the local community needs. Our Medicaid-specific 
experience includes almost 20 years achieving significant 
improvements in HEDIS and other measures and sustaining this 
improvement. In 2015, our partner Passport Health Plan had 18 
HEDIS Measures in the Medicaid Quality Compass 90th 
percentile, 34 in the 75th percentile, and 25 in the 50th percentile. 
Our quality approach systematically improves delivery of 
preventive services, increases the use of evidence-based chronic 
condition and behavioral health management, and reduces 
health disparities.  
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Our Client Base 
 
The following figure provides the length of time and types of 
services we provide in the public and private sectors. 


 
Figure 4.1.11.1-1 Evolent’s Client Base 


 
 


Time Inception Medicaid
Medicare 


Advantage MSSP NextGen Exchange Employee CommercialClient Partner


<1 yrs 2Q2016 X


<1 yrs 1Q2016 X X X X X


X


<1 yrs 1Q2016
X


20+ yrs X


1+ yrs 1Q2015 X


2+ yrs 2Q2014 X X


2+ yrs 2Q2014 X X X


2+ yrs 2Q2014 X X X X X


X X X3 yrs 3Q2013 X X X


X X X3+ yrs 2Q2013 X


X


3+ yrs 4Q2012 X X X


4 yrs 3Q2012 X X X X


X


Public Sector Private Sector
Lines of Business


5 yrs 3Q2011 X X X
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Figure 4.1.11.1-2 Evolent’s Scope of Services 


 
 


4.1.11.2 Provide a brief history and current company ownership including 
the ultimate parent organization and major shareholders/principals.   


 
Brief History 
 
Evolent Health was founded in 2011 through a partnership with 
The Advisory Board Company (a leading provider of insight-
driven technology, research, and services for organizations in 
transforming industries, including health care) and the 
University of Pittsburgh Medical Center (UPMC) Health Plan 
(one of the nation’s top-ranked health systems.). Through our 
acquisition of Passport Health Plan’s operating capabilities, we 
have been providing the services described in this RFP for nearly 
20 years.  We have secured our spot in the industry as a leader in 
helping provider-led health plans and health systems succeed in 
providing high quality care, at a lower cost, in a way that keeps 
providers engaged and working at the top of their licensure.  
 
Current Company Ownership 
 


XX X


XX X


XX X X X X X


X


X X


XX X


X XX X X X


XX X X XX X X


X X X XX X X X X X


X X XX X


X XX X X X X


X X X X X XX X X


Quality RAF
Physician


Engagement
Finance &


Leadership
EMR
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Evolent Scope of Services


Technology
Platform CM UM TPA PBM
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Evolent Health LLC, is a Delaware Limited Liability Company 
(LLC). Its parent holding company, Evolent Health, Inc., is a 
publicly traded company listed on the New York Stock Exchange 
(EVH) with current market capitalization over $1 Billion.  
 
Over the past four years, Evolent has attracted investment by 
TPG Growth, a large private equity investor in the healthcare 
industry, and accomplished a successful initial public offering on 
the NYSE. Evolent has grown to an organization of over 1,300 
employees, serving two dozen health system partners nationwide, 
$160 million in annual revenue (2015), and a market 
capitalization of over $1 Billion. 
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4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If 
so, please list the state of residence.  Does your resident state apply 
a preference, which is not afforded to bidders or vendors who are 
residents in the state of Nevada?  This information may be utilized 
in determining whether an inverse preference applies pursuant to 
Nevada Revised Statutes. 


 
Evolent Health LLC is a resident of the Commonwealth of 
Virginia.  Virginia does apply a preference in awarding contracts 
where in the case of a tie low bid, preference is given to goods, 
services, and construction provided by Virginia persons, firms or 
corporations.  
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4.1.11.4 The location of disaster recovery back-up site. 
 


Any and all data obtained for the Nevada Medicaid 
implementation will be housed in our primary data center located 
in Pittsburgh, Pennsylvania with a full disaster recovery in the 
Microsoft Azure Cloud. The Identifi application is a cloud-based 
SaaS platform that is hosted at the UPMC Data Center, which is 
SSAE-16 SOC (1) certified. 


 
4.1.11.5 The name, address and telephone number of the Vendor’s point of 


contact for a contract resulting from this RFP. 
 


Christie Spencer 
Evolent Health 
5100 Commerce Crossings Drive 
Louisville, KY 40229 
(502) 585-8221 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 
As of March 2016, assets on the balance sheet were in excess of 
$856 million. Evolent achieved approximately $160 million in 
annual revenue in 2015. Evolent currently has 1,309 employees 
and now serves two dozen health systems nationwide by 
supporting various capacities and stages of value-based care.  


 
4.1.11.7 The organizational chart of your senior management by function 


including key personnel.  
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4.1.11.8 The areas of specialization. 


 
Evolent Health specializes in two key areas: 1) Helping provider-
led health plans succeed 2) Demonstrating clinical excellence 
and bending the cost curve.  These two areas of focus are critical 
when serving Medicaid recipients to ensure access, provider 
engagement, cost management, and the delivery of high quality 
care.  
 
Primary Business 
 
Our primary business is partnering with providers and provider 
sponsored health plans to launch and manage health plans.  As 
providers transition from fee-for-service toward value-based 
reimbursement, we help them with models and tools that manage 
risk successfully. We accomplish this by focusing on two key 
areas: 1) Transformation and 2) Platform and Operations 
Services. Through our acquisition of Passport Health Plan’s 
operating capabilities, we have been providing the services 
described in this RFP for nearly 20 years.   
 
Transformation services is comprised of a team of strategy 
consultants and health care experts that partner with health 
systems, independent physician groups, and health plans as they 
transition to value based care.  Evolent evaluates current state 
performance and/or readiness to assume risk in the form of 
provider-sponsored health plans and risk-sharing arrangements 
with commercial and government payers across all lines of 
business.  The team evaluates clients’ existing clinical programs 
and technology capabilities using claims, financial, and 
performance data (if available) and works with clients to create 
high value networks to deliver care.  A detailed business case is 
created to understand the investments and potential profitability 
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associated with each line of business and risk arrangement and 
ultimately define the strategic roadmap.   
 
Platform and Operations Services:  Identifi® is our proprietary 
fully interoperable technology platform that aggregates and 
analyzes data, manages care workflows, and engages providers 
and their patients. We deliver clinically relevant facts about our 
Medicaid recipients by applying predictive models and 
stratification logic to accurately highlight a clear set of priorities 
that providers can use to direct efforts toward the greatest 
opportunities to positively impact health outcomes. Identifi® 
links our processes with those of our partners and other third 
parties in order to create a connected clinical delivery ecosystem, 
stratify patient populations, standardize clinical work flows and 
enable high-quality, cost-effective care. The configurable nature 
and broad capabilities of Identifi® help enhance the benefits to 
our partners and increase the effectiveness of our partners’ 
existing technology architecture.  
 
Operations services is defined as the set of solutions across the 
clinical, financial, and administrative continuum that enable 
health plans, health systems, and independent physician groups 
to manage risk, as well as clinical and quality outcomes. Our 
solutions span across multiple populations to improve clinical 
performance, align physician networks, and fine tune financial 
and administrative management, all while supporting the 
transition of organizational change management.  
 
We provide a complete array of services to provider-sponsored 
health plans and health systems, including:  


• Technology platform  
• Care management 
• Utilization management 
• TPA services 
• Pharmacy benefits management 
• Quality Assurance and Improvement  
• Risk adjustment services 
• Physician engagement  
• Finance and leadership  
• Electronic medical records optimization 
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4.1.11.9 The Company’s main product/service lines and annual revenues 
for each product/service line for the two most recent years for 
which full data are available. 


 
Evolent’s main product lines are Transformation Services and 
Platform and Operations Services.  
 


Service Area   2014 Revenue 2015 Revenue 2016 Revenue  
(thru 06/30/16)  


Transformation 
Services $36.3 Million  $37.2 Million  $18.6 Million 


Platform and 
Operations Services $64.6 Million  $126.3 Million  $87.5 Million  


 
 


4.1.11.10 The corporate philosophy and mission statement. 
 


Corporate philosophy:  Evolent Health stands for a new 
approach to how health care is delivered in America. We strive to 
convey that, together with our health system clients, we are at the 
forefront of the momentous shift from volume-based to value-
based care. Together, we can boldly lead the transformation to 
value-based care delivery across the nation. We embed and 
connect essential value-based care capabilities across the entire 
health system enterprise, including the teams, technology, and 
tools that become the foundation for operating a successful 
value-based business.  
 
At the center of our philosophy is our mission and our core 
values. They are at the foundation for every decision made.  
Our mission statement: To change the health of the nation by 
changing the way health care is delivered.  
Our core values:  


• Start by listening: In our continuous strides to improve 
our work, our relationships and ourselves, we listen first. 
With every interaction, we preserve and promote an open 
culture focused on the success, support, and development 
of all. 


• Excellence in all: We care intensely about the mission—
both Evolent’s and our clients—and set our sights on 
excellence in all that we do. We thoughtfully chart the 
course forward, bring our very best to even the smallest of 
steps, and make sure to celebrate our progress. 


• Own the opportunity: We hire great people who we trust 
to make Evolent and our clients proud, and we value and 
reward those who lead at all levels. We rise to the 
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occasion, capitalizing on the freedom and responsibility 
we’ve been granted to make an impact. 


• Humility: To serve—our clients and each other—remains 
our highest honor and motivation, and we apply both 
empathy and experience in fulfilling our charter. We each 
expect and extend respect, understanding it takes many 
different perspectives to drive change. 


• Pioneer's spirit: Never satisfied with the status quo, we 
endeavor always to learn and to offer more. We take 
smart risks, and when we fail, we fail forward. We look 
toward the future, with the conviction and agility to 
achieve our vision. 


• Unflinchingly can-do: We demand nothing short of run-
through-walls resolve in serving the ultimate customer—
the patient. We put team first, and presume the best of 
intentions and effort from one another. Through an 
environment that supports our whole selves, we sustain 
our commitment to going above and beyond. 
 


4.1.11.11 A description of any plans for future growth and development of 
your organization. 


 
Evolent currently supports all major lines of business in health 
care (Medicaid, Medicare, Individual Exchange, Commercial, 
and Employer), and has experience with Medicaid shared risk 
agreements. We will have clients who will require our support for 
the CMS Medicare Shared Savings Programs (MSSP) including 
the new NextGen ACO model. This model includes predictable 
financial targets, greater opportunities to coordinate care, and 
sets higher quality of care targets. Evolent has plans to continue 
to build solutions that support these populations and programs, 
the quality outcomes requirements, and the ways in which both 
upside and downside risk can be appropriately managed.  
 
The experience and the capabilities necessary to support and 
succeed in these value-based care models will also benefit 
Nevada where appropriate. We look forward to partnering with 
the state to explore how our experience in these other realms 
could apply and benefit the model of care serving the 
communities in Nevada. 
 
Evolent plans to continue to invest heavily in our business across 
three major domains: People, Process, and Technology. 
 
People Investments: We invest heavily in hiring the best and 
brightest talent in health care. We have intentionally built a team 
of dedicated professionals and a genuine culture of purpose and 
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collaboration. Our company has been recognized for being a 
“Great Place to Work” by Becker’s Hospital Review in 2016 and 
we were the number three company on Glassdoor’s “Best Small 
and Medium Sized Companies to Work For in 2015”. We strive 
every day to build an outstanding culture and take a great deal of 
pride in our efforts and results. 
 
Over the next year, we plan to focus our People Investments on: 


• Talent Density. Industry leading acquisition and retention 
of high performers to ensure continued great service to 
our clients and the members we serve. 


• Leadership.  Pursuing our goal to have the best leaders in 
our industry through innovative leadership development 
programs and disciplined recruiting and selection efforts. 


• Culture.    Continuing to build our company culture 
through innovative programs and that advance our 
company values and mission. 


• Organizational Effectiveness.  Scaling talent programs 
and infrastructure to support continued company growth 
and culture. 


 
Process: Evolent continues to invest in and refine our Medicaid 
Model of Care focusing on fully integrated clinical solutions. 
Our population health management model recognizes that a 
person’s total needs must be met, including social support needs, 
if meaningful gains are to made in improving a person’s health 
and functional outcomes. We are focused on developing 
innovative solutions through our Medicaid Center of 
Excellence that target the barriers providers face delivering high 
quality health care to a diverse population with pressing social 
needs. A key focus of our Medicaid Model of Care is meeting 
providers and recipients where they are – through our 
geographically-based, multi-disciplinary care teams; embedded 
case managers deployed in high volume practices to help 
providers and their patients at the point of care; mobile 
capabilities, sending clinicians and care navigators into the 
community to provide high-risk recipients with in-person care 
management; onsite utilization review clinicians located in high-
volume hospitals focused on optimal transitions of care; and 
extensive community engagement, leveraging local resources 
from organizations recipients trust, including social service and 
faith-based organizations. We continue to develop our fully 
integrated physical health, behavioral health and social support 
model, leveraging our technology solutions and care 
management system. 
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Technology: In 2016, we plan to continue to invest in the 
technology platform and further supplement Identifi care clinical 
programs and utilization management, providing web-based 
access for providers to support critical clinical interventions like 
care gap closure, and additional functionality that streamlines 
the full suite of applications such as single sign-on. Evolent also 
is excited to deploy Identifi Pharmacy for a more integrated 
experience. We plan to invest in added CMS file integration in 
order to support our clients who will participate in CMS Next 
Generation ACO model. Identifi will also support secure 
provider/network communication portal that will span across 
many of the applications including Identifi care, network, 
pharmacy, community, and practice. We are making investments 
in HL7 integration with Cerner EMRs. Also, at a core 
foundational level across the full suite of applications, Evolent is 
investing in provider data management and directory 
enhancements. 
 
Evolent will continue to add data assets to feed the over 1700 
clinical rules that drive our stratification logic. We will continue 
to add more clinical rules to our library as we are on pace 
approaching 2,000 rules in the near future. Evolent will further 
invest in refining our predictive modeling capabilities. 
 
Evolent continues to invest in our care management solution, 
and most notably, the technological infrastructure support that 
ingests raw data and transforms it into actionable and digestible 
insights to aid providers in their ability to best meet the right 
patient needs with the right interventions and levels of care at the 
right time. We pair this with a harmonized workflow of 
utilization management and the financial performance discipline 
such that providers are not “jumping across” applications or 
dually entering patient information. The marriage of clinical and 
financial performance management is a keystone to what Evolent 
continues to grow toward with people, process, and technology. 
We work to ensure that our clinical programming and our 
technological infrastructure are configurable to meet the unique 
needs of the local community populations we serve. 
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Evolent is also deploying the Healthify social and community 
resource solution to assist with finding the right social and 
community resources to meet recipient social needs. Healthify 
also supports referral workflow and reporting so that we may 
gain visibility to the benefits of meeting recipient’s social needs 
and the intersection to health access, cost, and quality. This web-
enabled technology will be supported in conjunction with 
Identifi. 
 
Healthify enables Evolent care support team to find the right 
resources in the community that can help address recipients 
social needs. The broad categories that we can assess are 
resource programs for health, work, education, transportation, 
legal, financial support, housing and food. To highlight a few 
examples, the robust data base can help us visualize where 
resources are and we can align that with where recipients live 
and where their providers are as well. 
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4.1.11.12 Please identify any recent market expansion and/or business line 
addition by your organization.  Describe the implementation 
approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, 
what kind of planning and project management techniques, what 
resources and organization, etc.? 


In the third quarter of 2016, we entered into an agreement with 
St. Luke’s Health System comprised of seven hospitals in Idaho 
with 998 beds, more than 150 clinics, and urgent care and 
freestanding ER facilities. In the first quarter of 2017, we will be 
providing care management services to 150,000 recipients.  


• Length of time services have been provided: <1 Year (Since Q1 2016)
• Public Sector Lines of Business managed: Next Generation ACO, Medicare


Advantage, Individual Exchange (starting Q1 2017)
• Private Sector Lines of Business managed: Employees, Commercial (starting Q1 2017)


Starting the second quarter of 2016, we entered into an 
agreement with Georgia Physicians for Accountable Care, an 
Accountable Care Organization with more than 650 independent 
physicians. We currently provide care management services for 
70,000 recipients.  
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• Length of time services have been provided: <1 year (Since Q2 2016)
• Number of lives Managed: 70,000 recipients currently
• Public Sector Lines of Business managed: Medicare Shared Savings Program Track 1


Evolent recently expanded its Medicaid capabilities with the 
completion of integration with Passport Health Plan, which 
successfully launched on July 1, 2016. Our integration includes 
delivery of our technology platform, Identifi, and a suite of 
clinical and administrative services to support the daily 
operations of the health plan. In addition, we completed 
implementation of the Medicaid Center of Excellence formed in 
February 2016 to create a provider-sponsored, community-based 
model for Medicaid health plans across the nation. 


We are also in the process of acquiring Valence Health. Valence 
has 20 years of industry experience and a rich history in 
supporting Medicaid service lines for 615,000 Medicaid 
recipients.  This addition will further strengthen Evolent’s 
administrative solutions to better serve the Medicaid population.  
This transaction is subject to certain business and regulatory 
closing conditions. 


Evolent has completed 12 end-to-end implementations to support 
the operations and care management/care coordination of 
populations across the country. Every implementation has been 
delivered on schedule. The size and scope of these 
implementations range from contracts for services that impact a 
few thousand recipients and single care management programs 
to several hundred thousand recipients and complete care 
coordination for Medicaid. 


Implementation approach and methodology 


Evolent’s typical implementation plan consists of several 
interrelated work phases that determine how to plan, develop, 
control and deliver the contracted services. Figure 4.1.11.12-1 
illustrates the conceptual framework for the implementation 
process. 
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Figure 4.1.11.12-1: Implementation Process 


To operationalize this team structure, our methodology follows a 
typical SDLC lifecycle as described below: 


Phase 1: Planning 


Planning objectives include: 
• Refine and finalize the scope of technology;
• Determine project resources;
• Establish the timeline and create a detailed workplan;
• Set go live dates for key milestones;
• Identify risks/issues; and
• Formally kick off the project with the Client and Evolent


Team.


The Planning phase encompasses the activities needed to set the 
stage for the project’s success. During this phase, processes and 
governance to drive the project's success are tailored to the 
client’s specific needs and established to ensure the project has 
the management tools required to deliver on-time solutions of the 
highest quality.  


Phase 2: Requirements Design 


Requirements Design Objectives are to: 
• Define requirements; and
• Design a solution.


Requirements Design refers to the process where we analyze, 
define, document and approve the various components that will 
encompass the scope of the project. The requirements analysis 
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includes activities for defining client specific systems 
infrastructure, application functionality, connectivity and 
network methodologies between the client and Evolent.  


The requirements documentation includes business 
requirements, functional system requirements and operational 
requirements.  


At this phase we also identify data requirements including 
administrative (eligibility and claims), clinical (encounter EMR 
data), and provider data. During the design portion of this phase 
we define clinical program names, numbers of, and locations of 
Care Management Staff, clinical program descriptions, clinical 
program workflows, clinical program letters, clinical program 
Identifi functions and features (such as drop downs and 
assessments) and stratification requirements. The following 
requirements may also be needed: Care Management 
requirements, Web resource requirements, Reporting 
requirements, and Communications requirements.  


Phase 3: Build and Test 


Build and Test Objectives: 
• Build a solution that aligns with the scope of work and


meets the end users’ expectations; and 
• Comprehensively test solution, create a plan for


deployment and end-user support. 


The building and testing phase is the part of the implementation 
in which the solution is built, coded, configured and tested 
according to the scope of the project. The activities included in 
this phase of the project are configuration and new development, 
system integration testing, and user acceptance testing. Identifi 
Model Office testing and preparation activities for 
implementation rollout are also performed during this phase.  


Modifications and new developments are addressed at this point 
in the implementation process. Modifications, if needed, are 
addressed and documented through the Change Management 
Board. 


Testing includes all of the processes required to test the 
functionality within each area of the solution and occurs as 
functional areas are completed. When the configuration of 
Identifi and care advising workflows are complete, operational 
readiness testing and clinical business user acceptance testing 
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can be conducted. The clinical business users use Identifi Model 
Office to conduct their testing and training.  


Phase 4: Launch and Monitor 


Launch and Monitor Objectives are: 
• Deploy Identifi platform and new IT processes;
• Transition from implementation to technology operations;


and
• Continuously monitor technology platform performance.


The final step in the IT-Client Implementation process, Launch 
and Monitor, is the roll-out of the fully functional and tested 
solution. During this phase, the client moves from 
implementation mode to production operations.  


Once the system is up and running, Evolent continues ongoing 
post implementation support of the applications, interfaces, and 
programs that were created during the blueprint and design 
implementation and assists the client with maintenance features. 


Evolent conducts a warranty period to monitor the solution and 
implements continuous improvement based on client and Evolent 
business input.  


Delivery Team 


Evolent’s delivery team is responsible for ensuring on-time, on-
budget delivery of project activities and deliverables across the 
Evolent team and external stakeholders. This approach also 
establishes governance for the project. 


For our Passport Health Plan expansion, Evolent leveraged 
dedicated office resources in the Louisville market in tandem 
with the national team of more than 1,000 professionals 
comprised of top talent across the industry. Team members 
included individuals from some the nation’s leading payers and 
fully integrated ACOs, with deep expertise in both the strategy 
and operation of fully capitated risk businesses. The team was 
customized for the Passport Health Plan implementation to 
ensure continued success with their current offerings while 
quickly transitioning support to the new care management 
platform. One Market President lead the integration while a local 
and a national partnership lead provided overall project 
management and leadership. 
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During implementation, Evolent activated a team with members 
both on-site and in our offices: the mix of on-site and remote 
support fluctuates depending implementation needs and project 
phase. Table 4.1.11.12-1 summarizes the roles and 
responsibilities of the Implementation Team. 


Table 4.1.11.12-1 Evolent Implementation Roles & Responsibilities 
Role Responsibilities 


Market President 


Evolent assigns a Market President to each client location who is 
responsible for all service and support activity. The Market President is 
the senior executive responsible for the local market and is highly 
knowledgeable about the services provided to the client. He or she 
develops and executes key strategic initiatives on behalf of the client 
and oversees delivery and ongoing management of the market. 


Partner Delivery 
Account Lead 


The Account Lead serves as primary point of contact with the client 
during implementation. He or she drives the collaboration amongst the 
key Evolent lead roles to: 
• Drive accountability for the quality of overall service delivery for


the Evolent implementation team in collaboration with the 
Evolent Account Manager (Market President), Technical Account 
Lead and Clinical Solutions and Delivery Lead 


• Oversee the development of the project governance, charters and
end-to-end project plan


• Ensure client deliverables are met as per contractual agreements
• Oversee the communications of the overall implementation


progress, risks and mitigation plans


Technical Account 
Lead 


The Technical Account Lead serves as the primary point of contact for 
client technical leadership, Evolent IT teams and third‐party vendors 
involved in the implementation. In addition, the lead: 
• Drives accountability for technical service delivery for the Evolent


IT teams in collaboration with the Evolent Account Manager 
(Market President), Partner Account Delivery Lead and Clinical 
Solutions and Delivery Lead 


• Oversees the development of the IT project plan and
communications around client requirements and expectations


• Provides quality assurance for client deliverables per contractual
agreements


• Manages and presents overall technical implementation progress,
risks and mitigation plans


Clinical Solutions 
and Delivery Lead 


The Clinical Solutions & Delivery Lead serves as the primary point of 
contact for client clinical leadership. In addition, the lead: 
• Drives accountability for clinical service delivery for the Evolent


teams in collaboration with the Evolent Account Manager 
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Role Responsibilities 


(Market President), Partner Account Delivery Lead and Technical 
Account Lead 


• Oversees development and implementation of the clinical models
and services for partner sites, in accordance with Evolent’s model
of care and identified best practices


• Partners with Physician and Analytic teams to convert the clinical
strategy into a clinical implementation plan


• Partners with Business Process Solutions Lead and client clinical
leads to support current state assessment and ensure future state
is designed to deliver improvements to process and technology and
meet clinician needs


• Provides support for hiring and training of local market clinical
operations staff to launch partner operations


Delivery Lead 


The Delivery Lead serves as the primary day-to-day point of contact for 
the client implementation team, which may include the lead of a 
Project Management Office (PMO), Program Managers and/or Project 
Managers. In addition, the lead: 
• Leads the coordination of all Evolent delivery resources and


activities across the implementation workstreams through a
coordinated set of project management tools. Depending on the
size of the implementation, the Delivery Lead is supplemented
with supporting Program and Project Managers


• Provides expertise and support through deep understanding of
Evolent Health’s services and products to pressure test
assumptions and bring informed perspective to implementation
efforts


• Oversees and facilitates the development of consolidated project
plan across all Evolent work streams


• Manages the production of client deliverables and the delivery
timeframes of Evolent Health’s services and products to partner
organizations


• Brings rigor to risk management to identify and communicate
project risks early in the process, and facilitate subsequent issue
resolution


• Interfaces with project teams to maintain consistent
understanding of project status and identify variances to plan


Business Process 
Solutions Lead 


The Business Process Solutions Lead presents the current state 
assessment findings, clinical workflows and business solutions to the 
partner. He or she: 
• Partners with Clinical Solutions and client clinical leads to


perform current state assessment, documenting processes,
delivering Gap Analysis Output and developing future state
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Role Responsibilities 


design 
• Is responsible for gathering Identifi business requirements, 


developing clinical process maps or workflows, standardizing 
operations procedures (SOPs), standardizing work and Model 
Office scenarios for care management and utilization 
management programs in the implementation phase. 


Partner Delivery 
Program Manager 


The Partner Delivery Program Manager coordinates the day-to-day 
delivery of the clinical and other non-technical portions of the 
implementation 
• Supports the communications and collaboration between clinical 


and other non-technical staff for each partner and the Evolent 
clinical and non-technical teams 


• Assists with the maintenance of the overall program plan, risk 
and issue log and status reports. 


IT Program 
Manager 


The IT Program Manager coordinates the day-to-day delivery of the IT 
and analytics portions of the implementation 
• Supports the communications and collaboration between 


technical staff for each partner and the Evolent IT team 
• Assists with the maintenance of the overall program plan, risk 


and issue log and status reports 


Analytics and 
Reporting Lead 


A Designated Analytics and Reporting Lead provides up front training 
and ongoing support in accessing, configuring and utilizing standard 
reports. He or she: 
• Consults with the client’s reporting team to understand needs, 


develop an analytics and reporting roadmap, and identify 
opportunities for improving the Evolent reporting inventory and 
support development of custom reports and analyses.  


• Provides three days of in-person training in order to familiarize 
the client analysts with platform features, data model and specific 
Identifi reports, and establishes an internal super-user through a 
“train the trainer” approach.  


• With Evolent support teams, provides up to 200 hours per year of 
support for custom report development to address complex needs. 
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Role Responsibilities 


Communications 
Lead 


The Communication Lead is responsible for the successful adoption of 
new tools and processes through effective communication planning 
and collateral development for:  
• Launch awareness 
• Leadership engagement 
• Physician engagement 
• Patient engagement 
• Care Advising program letters and educational materials 
• Clinical effectiveness program letters and educational materials 
• Provider Manuals and Recipient Handbooks and other provider 


and recipient materials 
 


Like any large scale implementation, we asked Passport to 
commit key personnel to be available and support the 
implementation in order to meet the agreed upon milestones. 
This support is typically higher at the beginning of the 
implementation and tapers down significantly as the project 
progresses to launch and transitions to ongoing operations. 
 
In the implementation phase, Passport assigned a Partner 
Account Delivery Lead, a Technical Account Lead and a Clinical 
Solutions Lead to form a dual lead role with the Evolent delivery 
team to lead and oversee the end-to-end delivery from clinical 
workflows through the technology lifecycle. These leaders are 
experienced in complex implementations and coordinated with 
Passport leadership during the course of the implementation to 
provide oversight and serve as points of escalation. Each of these 
lead brought experiences from prior implementations and 
incorporate best practices from those efforts into the work. The 
Partner Delivery Account Lead quarterbacked the engagement in 
terms of timelines, governance and issue resolution. All six 
leaders were accountable to the Market President. 
 
Key to Evolent’s centralized program management function was 
the Delivery Lead role. The Delivery Lead is experienced in all 
facets of the implementation and has an understanding of key 
dependencies across all workstreams. In addition to 
understanding how to implement Identifi, the Delivery Lead is an 
experienced, seasoned program manager that was able to guide 
the multiple workstreams of the implementation. The Delivery 
Lead collaborated with the other workstream leads, such as for 
Data Management and Analytics to coordinate the many 
activities and milestones during the implementation. To 
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accomplish this, the Delivery Lead was supported by Program 
Managers managing the day-to-day activities of all of the 
workstreams using standard project management methodologies. 
The Program Manager(s) were assigned to particular 
workstreams and worked closely with our clinical teams and 
Passport as well to track progress and help to solve problems. 
The Technical Programs Manager(s) supported the Delivery 
Lead by coordinating activities with Passport’s IT teams, external 
IT vendors and the Evolent IT team in Arlington, VA. This team 
structure provided the necessary governance and escalation 
paths to deliver the successful complex implementation. 
 
The Leads are ultimately responsible for the quality and 
timelines of the implementation.  


 
4.1.11.13 Length of time vendor has been providing services described in 


this RFP to the public and/or private sector.  Please provide a brief 
description. 
 
Evolent Health has been providing the services described in this 
RFP since 2011.  Through our acquisition of Passport Health 
Plan’s operating capabilities, we have been providing the services 
described in this RFP for nearly 20 years.  The specific services 
and length of experience with each of our clients is provided in 
Table 4.1.11.13-1. 
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Table 4.1.11.13-1: Evolent’s Experience and Clients 


 
 


4.1.12 Experience 
 


4.1.12.1 Explain in detail the experience your organization has in providing 
the services requested in this RFP, including specific experience 
with the following: 


 
A.  Managing a network of Medicaid Providers; 


 
Evolent currently manages a Medicaid network which 
includes 30,000 network providers and pharmacies that 
serve over 300,000 Medicaid recipients in Kentucky.  Our 
network philosophy demands that we provide access to 
providers that matches the services Medicaid recipients 
need and deserve. Our network includes providers for all 
covered services and includes providers who have 
experience serving Medicaid recipients including TANF; 
CHIP; aged, blind and disabled eligibility groups; and 
special populations including children in foster care.  As 
a result, we understand the challenges Medicaid 
recipients can encounter when seeking care, including 
access challenges in rural and urban areas. 
 


Length of 
Time


5 years


4 years


3.5 years


3 years


3 years


2 years


2 years


2 years


1.5 years


1 year


< 1 year


<1 year
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Leadership
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Evolent Scope of Services
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X X X X X XX X X
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X X XX X
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XX X X XX X X


X XX X X X
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XX X X X X X


XX X


XX X
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Our network management team is continuously 
evaluating our network to: 


1) Ensure that we have open panel primary care 
provider and specialty access based on current 
membership;  


2) Offer and execute contracts with traditional and 
essential Medicaid providers including FQHCs, 
RHCs, public health departments and safety-net 
systems; 


3) Monitor network providers through management 
reports that assess if actual recipient visits meet 
internal targets; and  


4) Provide tools that make it easier for providers to 
deliver high quality health care.  


 
In addition to monitoring access through Geo-access 
mapping, secret shopper calls, and analysis of out-of-
network authorizations, recipient complaints and provider 
audits, we focus on provider performance. 


• We connect practicing providers who demonstrate 
evidence-based best practices with providers who 
need additional help improving their care delivery 
performance.  


• We also establish incentives to reward improved 
performance including gains on quality measures. 


• We seek providers who will partner with us through 
value-based payment methodologies and 
collaborative population health management. We 
welcome creative reimbursement methodologies, 
including global payments or sub-capitation when 
appropriate.  


• We use balanced scorecards to ensure our networks 
are delivering cost-effective, quality care, and use 
those dashboards to work with underperforming 
providers on better ways to deliver care and 
services.  


• We assist provider-sponsored health plan members 
and other providers with the creation and execution 
of network management policies that ensure 
compliance with federal and state-specific Medicaid 
requirements and guidelines.  
 


B.  Managed care programs for Medicaid recipients; 
 
We currently deliver an array of operations and clinical 
services to provider-led health systems and Medicaid 
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health plans serving over 500,000 Medicaid and CHIP in 
Kentucky, Maryland, Indiana, Oregon and Washington 
D.C.   


 
Table 4.1.12.1-1 Evolent’s Services for Medicaid Health Plans 


 
 
Across these programs we serve over 500,000 Medicaid 
recipients, including:  


• Medicaid and CHIP-enrolled children and adults 
who need routine primary and preventive care but 
who face challenges accessing this care due to their 
socio-economic situation;  


• Children with special health care needs including 
children in foster care or aging out of foster care, 
with developmental delays or disabilities, a Serious 
Emotional Disturbance (SED), or catastrophic care 
needs (including infants in the NICU); and 


• Adults with special health care needs including 
adults with disabilities, including physical 
disabilities or intellectual or developmental 
disabilities, and adults with Serious Mental Illness 
(SMI) and/or substance use disorders. 


We also serve dual eligible recipients enrolled in 
Medicare fee-for-service or Medicare Advantage plans, 
including Dual Eligible Special Needs Plans (D-SNPs). 
 
The recipients we serve live at home independently, with 
family support, and in-home and wrap-around services, 
and in assisted living facilities, nursing facilities, group 
homes or other shared living arrangements. Recipients 
include pregnant women with high-risk pregnancies and 
high-risk newborns.  
 
Many recipients need help navigating the health care and 
social support system and assistance accessing covered, 
carved-out and non-Medicaid services. Providers face 


Enrollment


Over 127,000


Over 65,000


Over 10,000


Over 300,000


Evolent Scope of Services


Technology
Platform CM UM TPA PBM Quality RAF


Physician
Engagement


Finance &
LeadershipClient Partner


X X X X X


X X X X X X X


X X X X


X X X


X X X X X X X
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challenges reaching and engaging recipients and keeping 
them engaged in their health care. In addition, providers 
are not well equipped to manage the often complicated 
and complex health care and social support needs of their 
Medicaid patients. 
 
Building on nearly 20 years of Medicaid experience 
through our MCOE partnerships, we have designed and 
implemented provider and recipient programs and 
supports designed specifically to drive improved health 
outcomes and deliver value to our Medicaid managed 
care customers and to each state.  
 
Recipients can transition between programs as their needs 
change. Our programs are described in Figure 4.1.12.1-1 


 
Figure 4.1.12.1-1 Program target population, stratification approch and profile 


 
 
Working in collaboration with our Medicaid partners we 
have built over 20 clinical programs targeting specific 
sub-populations, including: 


• NICU babies 
• Children with sickle cell disease 
• Children in foster care/guardianship  
• Children and adults with obesity 
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Targeted programs are deployed in specific states based 
on the Medicaid populations’ health care profile and any 
state-specific requirements. 
 
The Evolent clinical programs are developed by providers, 
for providers, to deliver best-in-class provider alignment. 
They focus on empowering the physician to function as a 
lead clinician for the multi-disciplinary care teams to 
maximize the impact on quality, cost and member 
experience.  
 
Our care teams are geographically-aligned with specific 
primary care providers or practices and their patients. 
The multidisciplinary team of nurse case managers, 
behavioral health case managers, care navigators, 
dietitians, pharmacists and health educators works 
together with the physician, office staff and patient to 
provide the level of support each recipient needs. Our 
model also includes case managers embedded in high-
volume primary care practices who interact with the 
recipient and physician at the point of care. Geographic 
care team clinicians and care navigators provide mobile 
(in-person) visits to our highest risk recipients to help 
ensure their needs are met.  
 
We also embed utilization review nurses at high-volume 
hospitals to engage treating providers and their patients 
and families, and discharge planners at the point of care 
and support highly-coordinated transition home or to the 
next level of care. Using evidence-based practices, UR 
nurses in collaboration with geographically-aligned care 
teams provide the level of support the recipient needs, 
which may include enrollment into our hospital transition 
program for recipients at high-risk of hospital 
readmissions.   
 
Care teams and UR nurses also work collaboratively to 
identify recipients with high rates of ER use for non-
emergent conditions and enroll recipients into our 
comprehensive Emergent Care Program. Our Program 
focusses on strengthening or re-establishing the recipient 
and primary care provider relationship, helping the 
recipient and his or her treating provider identify feasible 
alternatives to ER use, engaging the recipient in health 
education, and coordinating access to additional services 
and supports based on specific needs that contribute to 
avoidable ER use (including homelessness, chronic pain, 
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rare and difficult to treat conditions, or loss of a 
caregiver).  
 
Social Determinants and Community 
Engagement: Evolent's partner in the Medicaid Center of 
Excellence, Passport Health, has a rich history 
supporting its community social resources and cultivating 
relationships to address not only recipient’s clinical needs 
but also the intersection of medical and social needs.  Our 
geographically-based case manager’s and care navigators 
work closely with the recipient and his or her family as 
applicable, providers, and local community agencies to 
collaborate on strategies to help make sure the recipient’s 
physical health, behavioral health, and social service 
needs are met without duplication of services. We 
continually seek methods to improve our outreach and 
engagement with Medicaid recipients. For example, 
Passport recently began working with a homeless shelter 
coalition to identify - using shared data - recipients who 
are receiving support from the shelters. The Medicaid 
Center of Excellence is now cross-referencing Passport’s 
member eligibility file to identify homeless recipients 
living at the shelter, so that additional care support can be 
provided to these individuals as timely as possible. 
Passport also works with these shelters for transitional 
support after hospital discharge to help with the patient’s 
recovery and prevent hospital readmission. 
 
Passport partners with local community-based and faith-
based organizations to connect recipients to local 
programs targeting specific groups among the Medicaid 
membership. For example, Passport participates in the 
American Heart Association’s “Have Faith in Heart” 
events that provide screenings and education around 
heart disease, lifestyle choices, and identifying people who 
have hypertension. Have Faith in Heart is a faith-based 
program targeting churches with a predominantly 
African-American and Hispanic membership.  Passport 
has also recently forged a new partnership with the 
American Diabetes Association to collaborate on 
implementing multiple community events and programs 
focused on lifestyle changes. Through this ADA 
partnership Passport will be providing a “Train the 
Trainer” program targeted to area churches to train 
volunteers from the church, like health ministers, so they 
can administer the Live Empowered curriculum to their 
congregation. Live Empowered provides lifestyle and 
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diabetes education targeted to the African-American 
community.   
 
Schools are especially important partners in our efforts to 
reach children and their families and engage them in 
health and wellness education, as well as coordination of 
children’s health care services with school-based services. 
Our Community Engagement Representatives in 
Kentucky in 106 school events in 25 different counties 
from January through August 2016. The Representatives 
also held 246 one-on-one meetings with Family Resource 
and Youth Services Coalitions (FRYSCs), school and 
childcare staff in 51 different counties 
 
Technology Platform: Identifi, our fully interoperable 
technology platform identifies recipients with future 
avoidable health events and supports delivery of evidence-
based interventions and coordination of care across 
providers, all while it continuously measures, manages 
and provides the information needed to improve 
performance. Identifi is used by all of our operating 
partners to help with the management of recipient care 
across their lines of business.   
 
Key to our ability to impact health outcomes is our 
superior predictive modeling and risk stratification 
process, which identifies recipients who will be most 
impacted by our care model.  Evolent’s process for risk 
stratification is very different from typical payer-designed 
risk stratification platforms which have been designed to 
generate premiums.  Rather, our process identifies 
recipients with conditions and improves those recipients’ 
conditions. 
 
We build custom predictive models for each program and 
population to ensure that the models are targeting the 
most relevant outcomes for the population with the 
highest possible performance.  One of the most frequently 
cited measure of predictive performance is the model’s c-
statistic. A c-statistic of 0.5 indicates random change (e.g., 
a coin flip) at predicting a future event, while a value of 1 
is a perfect predictor. A model with a c-statistic 0.8 or 
higher is considered to have strong predictive ability. At 
0.82 Evolent’s model’s c-statistic is higher than the 
industry standard and indicates strong predictive ability. 
It ensures we are finding the right recipients at the right 
time.  
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C.  Managing and improving health outcomes for program 
recipients; 


 
Evolent has helped our clients improve health outcomes 
across the populations they manage. Not only have our 
efforts been recognized by our clients, but our 
commitment to improving outcomes and bending the cost 
curve has been validated by a third party, The Care 
Validations Institute. Our care management outcomes 
include:  
 
Indiana University Health Complex Care Program 
Outcomes. Our Complex Case Management program 
provides care management for high-risk recipients with 
three or more chronic conditions. Our program 
evaluation in 2015 found that the program: 


• Reduced inpatient admissions 30%  
• Reduced ER visits 48%  
• Increased 10% primary care physician visits  


 
Indiana University Transition Care Program Outcomes. 
Our transition care program streamlines the post-
discharge process and reduces the likelihood of high-risk 
recipients being readmitted to the hospital. Our program 
evaluation in 2015 found that the program: 


• 9.0% point reduction in readmissions within 30 
days 


• 12.3% point reduction in readmissions within 60 
days 


• 17.2% point increase in PCP or specialist visits 
within 10 business days 


 
MedStar Health Outcomes. MedStar Health is a 10-
hospital system with 1,700 employed and 6,000 affiliated 
physicians where we currently manage 233,000 recipients, 
including 127,000 Medicaid recipients and provide care 
management services.  Our program evaluation in 2015 
found: 


• $6M in bottom line savings to employee plan, $31M 
below their trend 


• 6% reduction in surgical admissions 
• ~90% of inpatient and outpatient encounters 


occurring in-system 
• 6% reduction in inpatient PMPM 
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Premier Health Outcomes: Premier Health is a 5-hospital 
system with 1,300 beds where we currently manage 86,000 
recipients and provide care management and Identifi-
EMR integration services.  Our program evaluation in 
2015 found that the program: 


• 11% reduction in patient PMPM 
• 30% reduction in avoidable admissions 


 
Passport Health has achieved impressive outcomes for its 
Medicaid and CHIP recipients in Kentucky. Examples 
include: 
 
Preventive Care Including EPSDT 


• EPSDT screening rates are within 5% of the CMS 
benchmark, significantly exceeding both the 2015 
EPSDT screening national average of 60% and the 
2014 Nevada average participation rate of 67%.  


• Childhood Immunizations Combination 2 
experienced a 70% increase over the past 
approximately 15 years and remain above the 
Medicaid Quality Compass 90th percentile 


• Childhood Immunizations Combination 10 
experienced a 103% increase in 5 years and 
remains above the Medicaid Quality Compass 66th 
percentile 


• Adolescent Immunizations Combination 
1(Meningococcal, Tdap/Td) experienced a 46% 
increase in 5 years and remains above the Medicaid 
Quality Compass 90th percentile 


• Prenatal and Postpartum Care 
• Timeliness of prenatal care increased 17% since 


1999 and remains above the Quality Compass mean 
• Postpartum care increased 16% since 1999 and 


remains above the Quality Compass mean 
• Frequency of ongoing prenatal care (FPC) of 81% 


of expected visits increased 14% since 1999 and 
remains above the Quality Compass mean 


• Over the past five years: 
o Low birth weight deliveries have decreased 


by 35%.  The LBW rate in 2015 was 6.6% 
which is below the Healthy People 2020 goal 
of 7.8%.   


o Very Low Birth Weight deliveries have 
decreased by 37%.  The VLBW rate in 2015 
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was 1.2%, below the Healthy People 2020 
goal of 1.4%. 


o Preterm deliveries (less than 37 weeks) have 
decreased by 39% and are above the Healthy 
People 2020 goal of 11.4% 


 
Chronic Condition Management 


• Results from the asthma disease management 
program include: 
o Use of appropriate medication for people 


with asthma consistently rated at or above 
the 90th percentile of Quality Compass 
Medicaid 


o Medication management for people with 
asthma achieved 75% compliance rates, 
higher than both the mean and 90th 
percentile of Quality Compass Medicaid 


• Results from the diabetes disease management 
program include: 
o Hemoglobin A1c (HbA1c) testing increased 


33% and the testing rate is higher than the 
Quality Compass Medicaid mean 


o Diabetic Retinopathy Exams increased by 
53% and the exam rate is higher than the 
Quality Compass Medicaid mean 


• Monitoring for nephropathy increased by 177% 
and the rate of monitoring is higher than the 
Quality Compass Medicaid mean 


• Pharmacotherapy Management of COPD 
Exacerbation increased 77% in 5 years and exceeds 
the Medicaid Quality Compass 90th percentile  


 
Behavioral Health-Specific Outcomes 


• Follow-Up After Hospitalization for Mental Illness 
7 Days increased 25% over 1 year  


• Follow-Up After Hospitalization for Mental Illness 
30 Days increased 182% over 1 year  


• Diabetes Monitoring for People With 
Schizophrenia or Bipolar Disorder Who Are Using 
Antipsychotic Medications increased 8% over 3 
years  


• Diabetes Monitoring for People With Diabetes and 
Schizophrenia increased 24% over 3 years 


 
Access to Care 
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• Adults' Access/Availability to Ambulatory Health 
Services noted a 6% increase over 4 years and 
exceeds the Quality Compass 90th percentile 


• Children and Adolescents' Access to Primary Care 
Practitioners 
o 12-24 months has increased 11% over that 


past 10 years and exceeds the Quality 
Compass 90th percentile 


o 25 months - 6 years increased by 20% over 
10 years, which is above the Quality 
Compass mean and just shy of the Quality 
Compass 90th by 1.6 percentage points 


o 7-11 years increased by 21% over 10 years 
and is above the mean and just 0.5 
percentage points below the Quality Compass 
90th percentile 


o 12-19 years increased by 9% over 10 years 
and exceeds the Quality Compass 90th 
percentile 


 
D.  Administering Medicaid utilization and case management 


programs; 
 


Evolent Health currently provides care management 
services to 11 provider-sponsored health plans and 
systems, and utilization management services to 6 of these 
health plans and systems. 
 
Combined Evolent and Passport have nearly 20 years of 
experience administering case management programs 
now serving over 500,000 recipients across more than 20 
clinical programs.   
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Table 4.1.12.1-2: Care Management and Utilization Management Services Clients 


 
 
Accreditation 
 
Evolent Health is certified by NCQA in Utilization 
Management (UM): NCQA’s UM Certification is offered 
to organizations that provide full scope UM services. 
Evolent has completed a Certification review necessary to 
demonstrate the quality of our UM program. Certification 
review included a rigorous on- and off-site evaluation of 
various performance standards, conducted by a team of 
physicians and managed care experts—the findings of 
which were analyzed by an oversight committee of 
physicians that assigned Certification.  
 
Evolent’s Case Management program is built on NCQA 
standards, meaning that recipients receive case 
management through an organization following 
nationally recognized standards. These standards include 
a collaborative process of assessment, planning, 
facilitation, care coordination and evaluation of services 
to meet recipient’s comprehensive medical, behavioral 
health and psychosocial needs while promoting quality, 
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cost-effective outcomes. Evolent will apply for NCQA 
Case Management Accreditation by the end of 2016.  
 
Evolent is accredited by the National Committee for 
Quality Assurance (NCQA) Patient and Practitioner 
Oriented Disease Management (DM) for our asthma, 
chronic obstructive pulmonary disease, coronary artery 
disease, diabetes, and heart failure programs.  
 
Integrated care management and utilization management 
 
Building on our MCOE partnerships’ almost 20 years of 
Medicaid experience, we have designed and implemented 
provider and recipient programs and supports designed 
specifically to drive improved health outcomes and deliver 
value to our Medicaid managed care customers and to 
each state. 
 
Our clinical programs, which include case management 
staff working collaboratively with utilization management 
staff, include health education and care coordination for 
all recipients, disease management for recipients with 
specified conditions stratified into our low-or moderate-
risk grouping, and case management programs targeting 
high-risk recipients. High-risk recipients are engaged in 
the case management program most suited to their needs 
based on diagnosis, level of care or complexity.  


• Complex case management: for high-risk recipients 
with longer term case management needs 


• Advanced illness care: for recipients approaching 
the end of life 


• Catastrophic care: for recipients with catastrophic 
conditions with a specialized NICU component 


• Emergent care: for recipients with frequent ED 
visits for ambulatory care sensitive conditions 


• Hospital transition: for recipients transitioning 
from inpatient care to home and at high risk of 
readmission 


• The high-risk component of our maternity care 
program: for women with high-risk pregnancies 


 
Recipients can transition between programs as their needs 
change. 
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Working in collaboration with our two large Medicaid 
partners we have built over 20 clinical programs targeting 
specific sub-populations, including: 


• NICU babies 
• Children with sickle cell disease 
• Children in foster care/guardianship  
• Children and adults with obesity.  
 


Targeted programs are deployed in specific states based 
on the Medicaid populations’ health care profile and any 
state-specific requirements. 
 
The Evolent clinical programs are developed by providers, 
for providers, to deliver best-in-class provider alignment. 
They focus on empowering the physician to serve as a 
clinician lead on the multi-disciplinary care teams to 
maximize the impact on quality, cost and member 
experience.  
 
Geographically-based care teams are aligned with 
primary care providers and their patients 
 
Our care teams are geographically-aligned with specific 
primary care providers or practices and their patients. 
The multidisciplinary team of nurse case managers, 
behavioral health case managers, care navigators, 
dietitians, pharmacists and health educators works 
together with the physician, office staff and patient, 
providing the level of support each recipient needs. Our  
model also includes case managers embedded in high-
volume primary care practices who interact with the 
recipient and physician at the point of care. Geographic 
care team clinicians and care navigators provide mobile 
(in-person) visits to our highest risk recipients to help 
ensure their needs are met.  
 
Clinical programs are supported by our advanced 
technology platform 
 
Our programs are administered using Identifi®, our 
proprietary fully interoperable technology platform that 
aggregates and analyzes data, manages care workflows 
and engages providers and their patients. Identifi delivers 
clinically relevant facts about our Medicaid recipients to 
providers and case managers by applying predictive 
models and stratification logic to accurately highlight a 
clear set of priorities that providers can use to direct 
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efforts toward the greatest opportunities to positively 
impact health outcomes. Identifi® links our processes 
with those of our partners and other third parties in order 
to create a connected clinical delivery ecosystem, stratify 
patient populations, standardize clinical work flows and 
enable high-quality, cost-effective care.  
 
Utilization management: Through our partnership with 
Passport Health Plan, we have developed and 
implemented a UM program customized for Medicaid 
managed care programs. The Medicaid UM process is 
built on our standard NCQA-certified UM program 
foundation, incorporating evidence-based protocols and 
practices, while being sensitive to the unique needs of 
Medicaid recipients and their health care communities. 
We implement closely coordinated UM and CM activities 
and have developed specialized approaches for Medicaid 
managed care programs. For example: 


• Inpatient Hospital Services: We embed utilization 
review nurses at high-volume hospitals to engage 
treating providers, their patients and families, and 
discharge planners at the point of care and support 
highly-coordinated transition home or to the next 
level of care. Using evidence-based practices, UR 
nurses in collaboration with geographically-aligned 
care teams provide the level of support the recipient 
needs, which may include enrollment into our 
hospital transition program for recipients at high-
risk of hospital readmission.   


• Emergency Room Overutilization: Care teams and 
UR nurses also work collaboratively to identify 
recipients with high rates of ER use for non-
emergent conditions and enroll recipients into our 
comprehensive Emergent Care Program. Our 
Program focusses on strengthening or re-
establishing the recipient and primary care 
provider relationship, helping the recipient and his 
or her treating provider identify feasible 
alternatives to ER use, engaging the recipient in 
health education, and coordinating access to 
additional services and supports based on specific 
needs that contribute to avoidable ER use 
(including homelessness, chronic pain, rare and 
difficult to treat conditions, or loss of a caregiver).  


 
We use established utilization management standards and 
processes specified in a Medicaid UM Program 
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Description that describes how we promote delivery of 
high-quality, medically necessary, and cost-efficient 
health care for Medicaid recipients. Our UM program 
supports receipt of: 


• The right service, equipment or treatment  
• In the right setting  
• By the right practitioner  
• To the right recipient 
• At the right time  
 


Our Utilization Management Committee reviews our UM 
program at least annually, reviewing the program 
structure, scope, and processes as well as information 
sources used for medical necessity and coverage 
determinations. We also evaluate the Medical Director 
and Medical Director of Behavioral Health roles and 
modify the UM Program Description as necessary.  
 
We evaluate the impact of the UM program using: 


• Recipient complaint, grievance and appeal data 
• The results of review of other recipient satisfaction 


data 
• Provider complaint and provider satisfaction 


surveys 
• Relevant UM data 
• Provider profiling 
• Over- and under‐utilization data and analysis 
 


Ongoing Evaluation of Our UM Program 
 
Poor quality of care can be the result of either under‐ or 
over‐ utilization of services. Monitoring of under‐
utilization is integral to our health management programs 
and specifically relative to services that may impact a 
recipient’s clinical condition, such as medication refills 
and routine testing.  


 
We evaluate our UM Program objectives, activities and 
results on a daily, monthly, quarterly, and annual basis. 
This ongoing evaluation allows us to detect, monitor, and 
evaluate over-utilization, under-utilization, inappropriate 
utilization, and processes to improve the overall 
effectiveness of the UM program. We assess either under‐ 
or over‐ utilization of services through traditional UM 
strategies such as reporting and trending.  Over‐
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utilization is assessed in the ambulatory setting through a 
review and analysis of diagnostic, laboratory, and 
pharmacy services, and in the inpatient setting through 
review of compliance with guidelines for admission and 
appropriateness of discharge planning. 
 
UM staff coordinate reviews with the Compliance and 
Care Management staff when patterns suggest 
inappropriate utilization trends and we make referrals for 
investigations and interventions as 
appropriate.  Additionally, our UM staff monitor 
providers for aberrant patterns of utilization. We monitor 
service utilization patterns among physicians, facilities, 
and recipients and respond to aberrant patterns through 
education, and when indicated, investigation for fraud, 
waste and abuse, and/or referral to a state’s Medicaid 
Fraud Control Unit.  
 
When an opportunity for improvement is identified the 
UM staff develop a plan of action to address the issue.  All 
performance improvement plans include an ongoing 
evaluation component to ensure that the goal has been 
achieved.  
 
Service Authorization 
 
We customize our policies and procedures governing 
service authorization to comply with each state’s 
Medicaid medical necessity requirements. Our utilization 
review procedures are designed to make sure authorized 
services meet recipient’s identified needs and improve or 
maintain a recipient’s health and functional status or 
prevent decline. Services for children are authorized to 
support a child’s (and adolescent’s) age-appropriate 
growth and development and include those services 
identified and available through EPSDT, including 
services not otherwise covered.  
 
We have established processes for prior authorization and 
concurrent review requests for both inpatient and 
outpatient services. Our prior-authorization and 
concurrent review process originates with a provider 
request via phone, fax, or mail. The Nurse Reviewer 
collaborates with the provider to obtain the clinical 
documentation required for the review determination and 
coordinates his or her activities with the geographically-
aligned care team for recipients enrolled in case 
management.  
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When applying criteria to a request for services we take 
the following information into consideration: age, 
comorbidities, complications, progress of treatment, 
psychosocial situation, home environment, as well as the 
availability and ability of the local health care system to 
provide for the recipient’s medical needs.  


Annually, we evaluate both recipient and provider 
satisfaction with the UM process in each state where we 
implement UM. We gather information from the 
following sources: 


• Provider satisfaction surveys
• Recipient satisfaction reviews
• Recipient/provider complaints and appeals that


relate specifically to UM
• Provider satisfaction with specific questions about


the UM process
• Soliciting feedback from recipient/providers who


have been involved in appeals related to UM


When analysis of the information gathered indicates there 
are areas of dissatisfaction, we work with the Medicaid 
health plan to develop action plans to improve on the 
areas of concern. Actions may include staff retraining, 
development or revision of policies and procedures, and 
recipient/provider education.  


E. Medicaid claims processing and adjudication; 


While claims processing and adjudication is not a 
function delegated to the MCOE, we coordinate this 
function for other clients. 


Through our partnership with Passport Health Plan, we 
have numerous years of successful coordination of 
Medicaid claims processing and adjudication utilizing a 
well-established system and processes including strict 
controls via our oversight function. Our claims 
processing system is configured to apply systematic edits 
for accuracy, timeliness, and completeness. All data from 
providers and subcontractors is also collected in an easy, 
standardized format, screened for accuracy and 
compliance with the National Correct Coding Initiative 
(NCCI) and stored at our data warehouse. We currently 
receive electronically transmitted enrollment and 
eligibility data in a HIPAA 834 file format from 


Managed Care Organization RFP 3260 Page 58 of 80 







government agencies on a daily basis as well as a HIPAA 
834 file containing all members on a monthly basis. 


Maintaining complete and accurate membership data is 
critical to our ability to: 


• Provide demographic information to claims
processing, data warehouse and online provider
resources for eligibility checking


• Apply TPL information to claims processing to
ensure Medicaid is the payer of last resort


Cost avoidance opportunities are maximized by the 
manner in which claims are adjudicated—and before they 
are paid. Claims that may be subject to some form of 
coordination of benefits are “flagged” in the system. 
When claims are flagged as a result of the presence of 
third-party responsibility, the adjudication process 
ensures that TPL information is considered prior to 
finalizing claim processing; assuring that Medicaid 
remains the payer of last resort. All electronically 
submitted medical and hospital claims can be adjudicated 
in batch mode. The batch mode capability allows us to 
automatically process a large amount of claims at one 
time. Staff may also adjudicate pended claims that have 
been mass-released for re-adjudication. Online edits 
reduce errors prior to batch submission. Manual 
operations are substantially reduced and claim processors 
can focus their attention on claims that require 
experienced judgment. 


F. Project management; and 


To ensure proper and client specific project management 
we utilize a dedicated team of local and national 
resources partnered with the client’s project team 
employing project management best practices. Through 
status meetings, dashboards, consistent 
document/deliverable management, and issue and risk 
reports we ensure projects are delivered on time and as 
specified. Below are highlights for several of our 
partnerships displaying services provided, the governance 
model, staffing, and tools that were leveraged to ensure 
success.  


Table 4.1.12.1-3 Examples of Evolent’s Project Management Experience 
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Client Project Scope 


 


• Evolent Services Implemented: Medicaid, Medicare Advantage, Medicare 
Shared Savings Program  


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
MedStar Health is a 10-hospital system with 1,700 employed and 6,000 affiliated 
physicians where we currently manage 233,000 lives and provide care 
management services.   


 


• Length of time services have been provided: 4 years (Since Q3 2012) 
• Evolent Services Implemented: Medicaid, Medicare Advantage, Individual 


Exchange 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Indiana University Health is a 19-hospital system where we currently manage 
190,000 lives and provide care management and Identifi-EMR integration 
services. 


 


• Length of time services have been provided: 3.5 years (Since Q4 2012) 
• Evolent Services Implemented: Medicare Advantage, Medicare Shared 


Savings Program Track 3  
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 
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Client Project Scope 


WakeMed Key Community Care is comprised of 3 hospitals with ~27 additional 
servicing facilities where we currently manage 144,000 lives and provide care 
management services. 


 


• Length of time services have been provided: 3+ years (Since Q2 2013) 
• Evolent Services Implemented: Medicare Advantage, Individual Exchange 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Premier Health is a 5-hospital system with 1,300 beds where we currently 
manage 86,000 lives and provide care management and Identifi-EMR 
integration services.   


 


• Evolent Services Implemented: Multiple MA Payer Partnerships, Individual 
Exchange, MSSP and NextGen ACO, Medicaid shared risk agreement 


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Deaconess Health System is comprised of 6 hospitals where we currently 
manage 65,000 lives and provide care management and Identifi-EMR 
integration services. 


 


• Evolent Services Implemented: Medicare Advantage, Medicare Shared 
Savings Program, Individual Exchange 


• Governance Model: Executive Leadership providing project management; 
reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 
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Client Project Scope 


 
Baptist Health is a 7-hospital system with 1 health plan where we currently 
manage 140,000 lives and provide care management services.  


 


• Evolent Services Implemented: Medicaid  
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Legacy Health is a 6-hospital system with 1,000+ physicians where we manage 
33,000 lives and provide care management and Identifi-EMR integration 
services.  


 


• Evolent Services Implemented: Medicare Shared Savings Program 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Vanderbilt Health Affiliated Network is comprised of 50+ hospitals with ~3,300 
in-network providers. We currently manage 107,000 lives (with potential for an 
additional 50,000 for 2017 MSSP) and provide care management services.  


 


• Evolent Services Implemented: MSSP Track 3 
• Governance Model: Executive Leadership providing project management; 


reporting directly to project steering committee and leveraging a team of 
dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Propel Health is a collaborative that includes 7 health systems partners, 1 
health plan partner, 14 hospitals, and 10 unique TPAs/PBMs. We currently 
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Client Project Scope 


manage 71,000 lives and provide care management services.  


 


• Length of time services have been provided: Close to 1 year 
• Evolent Services Implemented: Medicaid  
• Governance Model: Executive Leadership from Evolent and Passport 


providing project management; reporting directly to project steering 
committee and leveraging a team of dedicated functional leads 


• Staffing: Market President, Partner Delivery Account Lead, Technical 
Account Lead, Clinical Solutions and Delivery Lead, Business Process 
Solutions Lead, Partner Delivery Program Manager, IT Program Manager, 
Analytics and Reporting Lead, Communications Lead 


• Tools Utilized: project plan with deliverables in Microsoft project, client 
dedicated implementation SharePoint site, risk/issue tracking, recurring 
individuals and cross workstream meetings 


 
Passport Health Plan is comprised of 10 hospitals where we currently manage 
300,000 lives and provide Medicaid care management services.  


 
G.  Qualifications of key personnel. 


 
The key personnel required as part of this RFP will be 
filled by Hometown Health Plan’s resources.  However, 
throughout the implementation and ongoing operations, 
Hometown Health Plan’s resources and operations will 
be supported by key Evolent resources. 
 
Evolent has a management staff with experience running 
Medicaid managed care plans ranging from 100,000 to 
over 1 million members. Our staff includes former 
Medicaid plan Chief Executive Officers, Chief Financial 
Officers, Regional Presidents, Chief Operating Officers, 
Chief Medical Officers, as well as staff with experience in 
sales and marketing, network development, operations 
and other critical functions. Their experience includes 
work with provider-sponsored health plans, multi-state 
for-profit plans and private equity-owned plans. They 
have the background and skills necessary to manage the 
Nevada Medicaid provider-sponsored health plans at a 
low administrative expense ratio while providing high-
quality value-based results to recipients. Evolent also has 
a large and growing in-house team of finance and 
actuarial experts, including over 18 actuaries who 
collectively bring experience from every part of the health 
care industry, including Medicaid across dozens of states.  
 
Building relationships with government entities and 
regulatory bodies is critical to Evolent’s market-based 
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operations approach. Our experience demonstrates the 
value of in-depth expertise in the laws, regulations and 
policies that shape how care is delivered and accessed. 
This is particularly true in serving Medicaid populations, 
where county, state and federal guidance must be taken 
into consideration. Evolent’s approach entails 
understanding the existing relationships and past history 
of our clients in partnering with governing bodies and 
local legal counsel. We also tap into the experience of our 
team and our network of partners to develop a detailed 
view of the current political and legislative landscape in 
targeted geographies. We then map out a strategy that 
outlines core objectives and a path for engaging key 
decision makers and influencers at all levels of 
government. 


4.1.12.2 Describe your experience with performance incentives based on 
targeted health outcome standards.  In addition, identify specific 
performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Passport is accustomed to operating in a managed care model 
that rewards strong performance for quality outcomes and 
HEDIS measures. The State of Kentucky renders a bonus for 
measure improvement and performance. Passport’s overall 
NCQA rating of 4 stars is evidence of strong management to 
these accountability measures. 


Additionally, Passport has supported non-HEDIS measures that 
are more custom defined to meet the unique needs of the 
community it serves. Such measures may address outcomes with 
respect to substance abuse and obesity. 


Passport has experience supporting incentives and provider 
recognition programs, many of which align to HEDIS measures, 
across the following areas: 


• EPSDT screening and participation
• SBIRT
• Breast cancer screenings
• Cervical cancer screenings
• Chlamydia screenings
• ER utilization
• PCP profile
• Member satisfaction
• Cholesterol screening
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• Diabetes: cholesterol screening, HbA1c testing, and 
nephropathy monitoring 


• Use of appropriate medications for people with asthma 
• Childhood immunizations 
• Adolescent immunizations 
 


By aligning quality measures from payer to provider for both 
nationally accepted NCQA HEDIS measures as well as custom 
measures designed to meet the unique specific needs of the 
communities we serve, we ensure performance accountability. 
However, incentives for these quality measures alone do not 
guarantee success. We also support with the governance, 
training, and tools to help ensure providers and patients are 
engaged and successful. 
 
Payer Performance Incentives  
 
Evolent employs generally accepted groupers from leading 
actuarial and analytics authorities such as Truven and Milliman, 
to appraise risk exposures throughout various components of 
medical spending. Additionally, Evolent has built some custom, 
proprietary performance scorecards to help assess and manage 
risk. By understanding the nature of the anticipated risk, Evolent 
can then wisely determine which provider groups are adequately 
prepared to manage the risk. Because Evolent is provider-led, we 
want to ensure a provider can be successful in accepting and 
managing risk before we contract with them in this fashion. 
Evolent takes a partnership approach and providers are more 
willing to work with us as a result. 
 
As an operating partner with a mission to help provider systems 
succeed, we typically structure long term risk-sharing 
arrangements with long-term renewability, commonly in 5 to 10 
year increments. This is very different than other companies in 
the industry such as those who perform a quick consulting 
exercise and don’t stay the course to implement and operate, or 
provide turn-key technology solutions to ensure success. Evolent 
ensures that our success and fate is tied to and aligned with that 
of our client partners. 


 
4.1.12.3 Describe where you have invested in the improvement of services, 


treatment protocols, and development of best practices. 
 


To meet the needs of the changing health care landscape and 
recipients’ needs, Evolent is committed to advancing the mission 
of provider-led organizations by continuing to invest in the 
development of our services, protocols and best practices. We 
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have accessed public and private capital markets to raise $320 
million to invest in these areas. We want to ensure that we are 
not only meeting the needs of our clients, but the populations and 
communities they serve.  
 
People Investments: We invest heavily in hiring the best and 
brightest talent in health care. We have intentionally built a team 
of dedicated professionals and a genuine culture of purpose and 
collaboration. Our company has been recognized for being a 
“Great Place to Work” by Becker’s Hospital Review in 2016 and 
we were the number three company on Glassdoor’s “Best Small 
and Medium Sized Companies to Work For in 2015”. We strive 
every day to build an outstanding culture and take a great deal of 
pride in our efforts and results.  
 
Clinical Investments 
 
We are focused on continue refinement of our Medicaid Model 
of Care. We develop evidence-based programs that incorporate 
the latest advances in the health care and population health. 
 


Table 4.1.12.3-1 Evolent’s Clinical Investments 
Clinical program Program Goals and Investment    
Advanced Illness 
Care 


• Program Goal:  For recipients approaching the end of life; supports them/their 
care givers with exploration of their goals/values/preferences, development of a 
symptom response plan and completion of advance directives. 


• Investments made: 
o Enhancements made to improve care quality, care coordination, and 


recipient experience at the end of life 
Catastrophic 
Care 


• Program Goal:  For recipients with severe, critical and advanced diseases; 
help facilitate getting the patient to the least restrictive environment, while 
minimizing avoidable Emergency Department (ED) visits and readmissions 
due to pain or complications of the patient’s medical condition/event. 


• Investments made:  
o Further developed program to meet NCQA Case Management (CM) 


accreditation requirements 
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Clinical program Program Goals and Investment    
Complex Case 
Management  


• Program Goal:  For recipients with multiple complex chronic conditions and 
psychosocial needs and high predicted avoidable medical expense; improves 
recipient health and quality of life while lowering medical expense by reducing 
avoidable ED, specialist, and acute encounters. 


• Investments made:  
o Redesigned Complex Care assessment enabling care team to capture 


more information  
o Updated program to meet NCQA Disease Management accreditation 


requirements 
o Initial Screening assessment added for non-clinicians to screen for 


eligibility 
o Key Performance Indicator (KPI) metrics updated 
o Enhancements underway to further streamline assessment(s) for easier 


use by care team 
Disease 
Management  


• Program Goal:  For medium-risk recipients with one or two chronic 
conditions; improve patient health and quality of life while lowering medical 
expense by reducing avoidable ED, specialist, and acute encounters. 


• Investments made:  
o Enhancements made to expand the program to include more condition 


specific assessments and interventions for: asthma, diabetes, COPD, 
heart failure, and CAD 


o Enhanced condition specific assessments for each condition  
o Updated program to meet NCQA Disease Management accreditation 


requirements 
o Enhancements underway to further streamline assessment(s) for easier 


use by care team 
Emergent Care • Program Goal:  For recipients who over-utilize emergency and urgent care; 


decrease unplanned ED visits and admissions through targeting frequent fliers 
and connecting to planned care physician s and channels  


• Investment made:  
o Enhancements underway to further streamline assessment(s) for easier 


use by care team 
Maternity Care • Program Goal:  For low- and high-risk pregnant recipients; ensure low risk 


maternity recipients are educated on the pregnancy process, ensure they are 
visiting their OB/GYN at least each trimester and ensure recipient is aware of 
signs and symptoms of potential maternal risks and mitigate risk for recipients 
identified as high risk. 


• Investments made:  
o New assessments launched to enhance screening for high risk, by 


trimester to improve ability to identify patient needs and thereby 
further customize care management 


o Redesign to add PGI and redesigned assessments 
Pediatric Care • Program Goal:  For pediatric recipients; improve childrens’ health and quality 


of life while lowering medical expense by reducing avoidable ED, specialist, 
and acute encounters. 


• Investments made:  
o Enhancements underway to further streamline assessment(s) for easier 


use by care team 
Hospital 
Transition  


• Program Goal:  For recently hospitalized recipients; decrease avoidable 
readmissions by creating a streamlined transition process and a productive 
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Clinical program Program Goals and Investment    
environment at home. 


• Investments made:  
o Enhanced workflow for to improve efficiency and effectiveness of the 


program 
Fully Integrated 
Behavioral 
Health Care 


• Program Goal:  For recipients with behavioral health needs; stabilize 
symptoms and increase recipient and caregiver confidence in managing their 
own conditions 


Proactive Care • Program Goal:  For all recipients meeting criteria for receiving specific 
preventive and chronic condition care; identify and track care gaps and 
proactively identify opportunities to close them throughout the year, at every 
point of contact. 


• Investments made:  
o Launched Interactive Voice Response (IVR), print/mail, and 


telephonic interventions to further engage recipients with open care 
gaps  
 
Technology 
 
We invest in information technology and enhancements to 
Identifi to meet our client’s needs. Our investments in Identifi 
began shortly after launching services and have continued and 
accelerated since 2011. 


 
Table 4.1.12.3-2 Evolent’s Technology Investments 
Year Identifi Enhancements 


2011 • Evolent gains access to UPMC care management tool, renamed Identifi  


2012 • Identifi launches at MedStar Health, the first deployment beyond UPMC 
• Significant investment made to enhance Identifi data warehouse and 


aggregation preparing for ability to handle multiple client deployments at 
the same time. 


2014 • Enhanced security protocols, re-architected clinical rules and stratification 
engine and added additional reporting capabilities  


• Identifi demonstrates multiple deployments launching at IUH, WKCC, 
Premier Health and VHAN  


• Identifi Care Redesign - Identifi Care is a web-based application that 
supports care managers in triaging recipients, conducting assessments, 
developing care plans and managing their list of prioritized action items. 


2015 • Launched Identifi Practice: A web-based application that engages physician 
practices that are operating outside the host EMR, enhanced Identifi to 
support risk adjustment functions. 


• Launched Identifi Utilization Management (UM): Web-based application 
that provides reporting and analytics to empower UM managers to have 
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data-driven conversations with outlier providers 


2016 • Released Identifi 5.0 – Released improved workflow and technical 
integration for communication between Identifi Care, Identifi UM and 
Identifi Practice.  


• Introduced Single Sign-On capability, Complaints & Grievances module, 
Medicaid stratification, electronic authorizations for UM, Identifi 
Pharmacy, CMS file integration, Secure provider/network communication 
portal, HL7 integration with Cerner EMRs, expansion of risk adjustment for 
Medicaid, Individual Exchange, and NextGen ACO, provider data 
management and directory enhancements 


 
4.1.12.4 Describe the experience your organization has had working with 


state government and/or experience in specifically related services.   
 


We have worked collaboratively and successfully in Kentucky 
with the Cabinet for Health and Family Services (CHFS), 
Department for Medicaid Services (DMS) for many years.  CHFS 
is home to most of the Commonwealth’s human services and 
health care programs, including Medicaid, the Department for 
Community Based Services, and the Department for Public 
Health. Our involvement is wide-ranging in scope.  For example, 
staff routinely participates in regularly scheduled operations and 
technology conference calls.  We have always viewed these calls 
as an opportunity to enhance communication and collaboration 
and have a history of bringing attention to issues and working 
with DMS to ensure we are meeting our contractual 
requirements.  
 
Our Kentucky experience also includes active participation with 
other program and support agencies.  These interactions further 
enhance our communication and collaboration with agencies 
that play an integral role in serving Medicaid recipients and are 
summarized below.   
 


Table 4.1.12.4-1 Evolent’s Experience with State Government 
State Agency/Activity  Experience 
Department for Medicaid Services:  
Dental Technical Advisory 
Committee (TAC), Optometric TAC,  
Medical  TAC,  Children's TAC, 
Pharmacy TAC 


Attendance by Health Plan staff (and subcontractors, as 
appropriate).  We share Health Plan results, hear other 
Managed Care Organizations’ results and provide feedback to 
these committees on both challenges and solutions aimed at 
improving services for Medicaid recipients.  We collaborate 
with others to address health issues from a policy level. 


Department for Medicaid Services: 
Intellectual and Developmental 
Disabilities (IDD) TAC and 
Behavioral Health TAC   


Attendance by Health Plan staff, including the Director of 
Behavioral Health. We share Health Plan results, hear other 
MCOs’ results and identify opportunities for service delivery 
improvement for Medicaid recipients throughout the State. 
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State Agency/Activity  Experience 
Medicaid recipients’ advocates, providers, and recipients 
themselves discuss their experiences. These discussions help 
us develop more effective and recipient-friendly policies for 
recipients with behavioral health needs and recipients with 
IDD.       


Department for Medicaid Services: 
State Pharmacy Director Meeting 


Attendance by the Health Plan’s Pharmacy Director.  The 
DMS Pharmacy Director and all MCO Pharmacy Directors 
meet on a monthly basis at this open dialogue forum.  We 
discuss issues of common interest and share best practice 
utilization and disease management models.    


Department for Medicaid Services: 
State’s contracted EQRO   


The Health Plan works collaboratively with the state’s EQRO 
in its quality review activities including all audits and 
information requests.  Outstanding documentation and 
effective communication simplify the EQRO’s work.   


Department for Community Based 
Services (DCBS); Department of 
Aging and Independent Living; and 
Department of Behavioral Health, 
Developmental, and Intellectual 
Disabilities 


Health Plan staff attends monthly meetings with DCBS foster 
care and guardianship leadership where we discuss ongoing 
issues pertinent to DCBS, DMS, the Health Plan and 
membership.  Additionally, we meet regularly with a 
representative from each of the nine DCBS and ten 
Guardianship regions to review recipient service plans and 
address any issues.  
Health Plan staff also attend DCBS, Department for Aging 
and Independent Living (DAIL) and foster care agency staff 
meetings when invited to discuss opportunities for 
collaboration and how to meet member needs.  We also work 
closely with this group to support the Department of 
Behavioral Health, Developmental, and Intellectual 
Disabilities (DBHDID) in directing the Cabinet’s response to 
an interim settlement agreement regarding the transition of 
individuals from personal care homes to community-based 
services. 
The Director of Behavioral Health also participates in 
monthly policy level meetings with the Department for 
Medicaid Services and sister agencies to address data 
management, service continuum development, and 
coordination of services across health plans.  The Director 
identifies problems and shares potential solutions for 
implementation. 


Numerous state-wide 
organizations/programs devoted to 
improving behavioral health 
services 
 
 
 


Our Director of Behavioral Health and other department staff 
are involved in numerous activities, centered on a 
community-based approach, to improving access to and 
outcomes for behavioral health.  We share our Health Plan 
experience, expand our own knowledge and strengthen our 
partnerships with these important entities to ultimately 
improve our service to our Medicaid members.   
Our Director of Behavioral Health is currently appointed by 
the Governor to serve on the Kentucky Board of Examiners of 
Psychology.  Two behavioral health staff members currently 
serve on the board of directors for the State’s Psychological 
Association.  A staff member also serves on the board of 
directors for the Kentucky Marriage and Family Therapists 
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State Agency/Activity  Experience 
Association.  These roles allow us to stay abreast of the 
current issues in the field and to ensure our policies support 
the delivery of services in accordance with the current laws 
and industry standards.   
The State Interagency Council for Services to Children with 
Emotional Disabilities (SIAC) oversees the IMPACT program 
which coordinates local and state resources to serve children 
with severe emotional disabilities in their own homes, schools 
and communities, and to avoid out-of-home placements.  
Mental Health Coalition brings together the collective voices 
of consumers, family members, advocates and providers to 
educate the public, to engage policy makers and to increase 
the resources necessary to address the Commonwealth’s 
human service needs while improving the mental health and 
well-being of all Kentuckians. 
Pediatric Behavioral and Mental Health Alliance of Kentucky 
aims to improve access to quality behavioral health services 
for children in the state, promote training of primary care 
providers in diagnosis and treatment of mental health 
problems, and advocate for integrated models of behavioral 
health care.  
Behavioral Health Subcommittee for the State’s Health 
Benefit Exchange reviews and makes recommendations on 
policy issues related to the provision of mental health and 
substance abuse services under the State’s Health Benefit 
Exchange. 
State’s Board of Examiners of Psychology administers and 
enforces the statutory authority and monitors the needs of the 
consuming public. The board examines and licenses all 
eligible candidates for entry into the profession of psychology. 
It recommends appropriate changes in the law to assure 
fairness and equality. The board conducts formal hearings 
when necessary and prosecutes by due process any violators 
of KRS 319. 
State’s Psychological Association’s mission is to promote 
psychology as a science and profession.  Their vision is to be 
a diverse and inclusive organization at the forefront of 
psychological practice, science, and advocacy to improve the 
quality of people’s lives. 
Kentucky Association for Marriage and Family Therapy 
(KAMFT) is dedicated to providing advocacy, support, 
training and other resources to both KAMFT members. 
KAMFT also strives to educate the public about how MFT 
can help with family, relationship, and mental health needs. 


Department for Public Health: 
Local Health Departments 


We have always maintained a close relationship with our 
local public health departments. We contract with local public 
health departments as direct access providers for preventive 
health and school-based services and have collaborated with 
these provider partners as well on numerous initiatives to 
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State Agency/Activity  Experience 
improve health outcomes (e.g., smoking cessation and 
Healthy Start referrals).  Representatives from public health 
departments have historically participated on several key 
committees, such as Partnership Council, Finance 
Committee, Compliance Committee, and the Board of 
Directors. Our collaboration has provided Passport with an 
enhanced perspective of the medical needs of our members 
and our community. 


Department of Juvenile Justice 
(DJJ)  
 


Designated Health Plan staff act as the liaison to DJJ on 
behalf of our members.  Staff intervenes as necessary when 
issues and barriers arise for our members.  Staff also works 
with adoptive parents to coordinate services for our members.  
Meetings with DJJ staff, family court judges and the 
administrative office of the courts teams further enhance 
communication about members involved with the DJJ.   


DMS, Department of Insurance, 
Office of the Inspector General,  
Office of the Attorney General, and 
Medicaid Fraud Control Unit 


We work collaboratively with these agencies and offices to 
identify and eliminate fraud, waste and abuse in the Medicaid 
Program including case preparation for provider prosecution 
as well as expert witness testimony when requested.  We 
routinely respond to requests for documents and information 
in a timely manner and facilitate staff interviews.  


Department of Insurance (DOI) Compliance staff interacts with the DOI on complaint issues 
and general state compliance requirements for our Certificate 
of Authority and any statutory reporting.  Compliance staff 
also serves as the liaison to the office of the Commissioner of 
Medicaid as well as filing divisions, Financial Standards for 
audits, and the Consumer Protection Division for inquiries 
and complaints.   
 


Additionally, we work with the insurance commissioner and the 
Department of Insurance staff for licensure, rate review, 
statutory filing, and risk-based capital requirements. In all of our 
interactions, we work hard to build relationships, quickly resolve 
any issues, and reduce and mitigate any level of effort burdens of 
staff. 


 
4.1.12.5 Provide the names, résumés, and any additional pertinent 


information regarding key personnel responsible for performance 
of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to 
the requirements set forth herein.  This information must be 
included in vendor’s technical response to the RFP. 
 
The key Evolent Health personnel supporting Hometown Health 
are:  


• Mike Minor: National Medicaid President and Regional 
Market President 
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• Christie Spencer: President of the Medicaid Center of 
Excellence 


• Samrina Marshall: Vice President of Clinical 
Transformation 


 
4.1.12.6 Provide the names of any additional full-time staff and project 


supervisors with contract responsibilities in the following area: 
 


A.  Information Systems 
 
• Shandy Guharoy (SVP of IT) 
• Dan Bishop (SVP of IT) 


 
B.  Utilization/Case Management 


 
• Susan Davis (Managing Director, Clinical 


Operations) 
• Mary Beth Newman (Director of Care 


Coordination) 
 


C.  Claims Payment 
 
• Elaine Hayes (Director of Providers 


Claims/Reimbursement) 
• Erin Farrington (Director of Business 


Excellence/Claims Payment) 
 


D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 
416) 


 
• Catherine Ahearn (Senior Director, Health Care 


Quality Assurance) 
• Sherry Rumbaugh (Director, Quality Improvement) 
 


E.  Health Education 
 
• Samrina Marshall (Vice President of Clinical 


Transformation) 
 


F.  Data Coding 
 
• Shandy Guharoy (SVP of IT) 
• Dan Bishop (SVP of IT) 
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G.  Contract Negotiation Specialists/Network Recruiters 


 
• Mark Topash (Vice President of Network 


Contracting) 
 


H.  Encounter Data 
 
• Elaine Hayes (Director of Providers 


Claims/Reimbursement) 
 


I.  Other staff as needed for project 
 
• John Oleksyn (Managing Director of Partner 


Implementations) 
 


4.1.12.7 Provide copies of any current licenses or certifications, including 
your license to operate as an HMO in Nevada.   


 
Hometown Health Plan owns the licenses and certifications to 
operate as an HMO in Nevada.  Evolent Health will provide 
other appropriate licenses upon award. 


 
4.1.12.8 List any bilingual staff, the area to which they are assigned and the 


languages spoken. 
 
We supply the appropriate number of bilingual staff based for 
the population we serve.  In existing states, approximately 5 
percent of our staff are bilingual, which exceeds the required 
proportion based on the states’ demographics.  We will hire 
additional bilingual staff as needed in Nevada, based on the 
number of non-English speaking recipients that are assigned to 
us.  We ensure we can communicate with recipients in their 
preferred language through contracted interpreter and 
translation vendors. 


 
4.1.12.9 List any associations or organizations to which the organization 


belongs. 
 
We participate actively in national population health 
management forums and conferences and are a sponsor of 
industry leading research groups including KLAS, HISTalk and 
Beckers. Through partner relationships, we actively participate 
in the following associations and organizations – at both a 
national and local level:  
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• America’s Health Insurance Plans (AHIP): America’s 
Health Insurance Plans (AHIP) is the national trade 
association representing the health insurance community. 
AHIP’s members provide health and supplemental 
benefits through employer-sponsored coverage, the 
individual insurance market, and public programs such 
as Medicare and Medicaid. AHIP advocates for public 
policies that expand access to affordable health care 
coverage to all Americans through a competitive 
marketplace that fosters choice, quality, and innovation.   


• American Heart Association: Nation’s oldest and largest 
voluntary organization committed to fighting 
cardiovascular diseases and stroke. 


• Association for Community Affiliated Health Plans 
(ACAP): ACAP is a national trade association 
representing 56 not-for-profit safety net health plans in 
26 states.  ACAP’s mission is to strengthen not-for-profit 
Safety Net Health Plans in their work to improve the 
health of lower income and vulnerable 
populations.  Collectively, ACAP plans serve more than 
17 million enrollees, representing more than 50 percent of 
individuals enrolled in Medicaid-focused health plans.  


• CAPG, The Voice of Accountable Physician Groups: 
CAPG is the leading association in the country 
representing physician organizations practicing capitated, 
coordinated care. Our membership currently comprises 
more than 250 multispecialty medical groups and 
independent practice associations (IPAs) across 40 states, 
the District of Columbia, and Puerto Rico. 


• Cardinal Hill Rehab/Easter Seals: Provides services, 
education, outreach, and advocacy for people living with 
autism and other disabilities. 


• Coalition for the Homeless: Non-profit organization with 
a mission to advocate for people who are homeless and 
for the prevention and elimination of homelessness.  


• Foundation for a Healthy Kentucky: Non-profit 
organization devoted to improving the health of 
Kentucky’s children by engaging communities in testing 
innovative strategies and to making public policy more 
responsive to the health and health care needs of the 
people of Kentucky. 


• Health Care Payment Learning and Action Network: To 
help achieve better care, smarter spending, and healthier 
people, the Department of Health and Human Services 
(HHS) is working in concert with the private, public, and 
non-profit sectors to transform the nation’s health system 
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to emphasize value over volume. HHS has a goal of tying 
30 percent of Medicare fee-for-service payments to quality 
or value through alternative payment models by 2016 and 
50 percent by 2018.  


• Health Care Transformation Task Force: industry 
consortium that brings together recipients, payers, 
providers and purchasers to align private and public 
sector efforts to clear the way for a sweeping 
transformation of the U.S. health care system. 


• The Health Management Academy: Comprised of 
executive members from the country's largest integrated 
health systems and a strategic balance of the industry's 
most innovative companies. Executive members exchange 
best practices and benchmark information on increasing 
the quality and efficiency of healthcare. 


• Health Plan Alliance: The Health Plan Alliance brings 
together health plans with similar values in collaborative 
ways to improve their performance and succeed in their 
markets in a goal to inspire and support health plans to 
deliver exceptional service, drive transformational care, 
and champion health and well-being. 


• Healthy Hoops Coalition: Group of individuals and 
organizations focused on the special needs of children 
with asthma.  


• Kentucky and Southern Indiana Stroke Association 
(KSISA): Chapter of the National Stroke Association 
whose mission is to improve public awareness of stroke 
and its warning signs, as well as to reduce its incidence 
and impact. 


• Kentucky Association of Health Plans (KAHP): KAHP is 
a statewide trade association representing the interests of 
licensed health plans in Kentucky.  The Association seeks 
to increase public awareness about plans' services, 
efficiency, operations and health care delivery benefits. 
The Association facilitates communication among 
members and with the health care industry on issues of 
common concern, and maintains contact with health care 
associations in other states and nationally.  


• Kentucky Voices for Health: Coalition of Kentuckians 
whose goal is to assure access to high quality and 
affordable healthcare with an emphasis on prevention. 


• March of Dimes: organization dedicated to helping 
mothers have full-term pregnancies and researching the 
problems that threaten the health of babies. 


• The Medical Society: Represents 2,100 practicing 
physicians 
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• National Alliance on Mental Illness (NAMI) Kentucky: 
Self-help organization that is part of a nationwide 
network devoted to improving the lives of the seriously 
mentally ill and decreasing the prevailing stigma 
associated with mental illness. 


• Regional Planning & Development Agency: provides 
regional planning, review, and technical services in the 
areas of public administration, social services, 
transportation and community ridesharing programs. 


• State Cancer Foundation: Community based network that 
promotes education, research and service programs 
related to cancer. 


• State Chamber of Commerce: Organization which strives 
to influence public policy in areas such as business 
taxation and fiscal policy, environmental and safety 
issues, workers compensation, health care and education 
reform. 


• State Home Care Association: Represents 110 home 
health companies with nearly 175 locations that operate 
in all 120 counties of the state. 


• State Lung Association: Chapter of the American Lung 
Association that is mission driven to improve lung health 
and prevent lung disease through education, advocacy 
and research. 


• State Mental Health Coalition: Organization that 
supports collaboration and speaks with one advocacy 
voice for the prevention and treatment of mental illness 
and the promotion of mental health. 


• State Primary Care Association: Not-for-profit 501(c)(3) 
charitable organization with a mission to promote access 
to comprehensive, community-oriented primary health 
care services for the underserved.  


• State Public Health Association: Organization that 
provides leadership in public health policy and education. 


• State Refugee Ministries: Organization that assists 
refugees who have been legally admitted to the United 
States as victims of warfare or other forms of persecution 
because of their religious or political beliefs.  


• State Rural Health Association: Educates providers and 
consumers on rural health issues and advocates actions 
by private and public leaders to assure equitable access to 
health care for rural residents. 


• State Youth Advocates: Group whose work focuses on 
ensuring equity for vulnerable children and families, 
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especially lower-income, minority and otherwise 
disadvantaged youth. 


• Volunteers of America: Ministry of service responsible for 
human service programs that support and empower 
America’s most vulnerable groups. 


 
4.1.13 Health Information Exchange Questions: 


 
Evolent provides utilization management, care management, analytics, 
reporting and quality functions for our partners participating in Health 
Information Exchanges (HIEs), such as our partners in Indiana and 
Nevada.  For this Medicaid contract, Hometown Health will provide 
network services. 


 
4.1.13.1 What percentage of providers in your network participate in the 


HealtHIE Nevada statewide health information exchange (HIE)?  
Please indicate your answer using the following table: 


 
For this Medicaid contract, Hometown Health will provide 
network services. 


 
Provider Category % Participation 


Financial 
Participation 


Only 


Financial 
Participation and 
Provide Data into 


the HIE 
Physician N/A N/A 
Acute Care Hospital N/A N/A 
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute 
Care, Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 
Radiology N/A N/A 
All Other N/A N/A 


 
4.1.13.2 Do you now, or do you have plans in the next year to, encourage 


providers in your network to participate in the HealtHIE Nevada 
statewide health information exchange?  Please describe. 


 
N/A 
 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe 
how you use the tool to improve the health of your managed care 
populations and to control plan costs. 


 
N/A 
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4.1.14 Financial information and documentation to be included in Part III, 
Confidential Financial Information of Vendor’s response in accordance 
with Section 9.5, Part III – Confidential Financial Information.  


4.1.14.1 Dun and Bradstreet Number 


Argus Health’s Dun & Bradstreet number is 13-947-9927 


4.1.14.2 Federal Tax Identification Number 


Argus Health’s Federal Tax ID Number is not disclosed 
for proprietary purposes.   


4.1.14.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 
B. Balance Statement 


As a wholly-owned subsidiary of DST Systems, Inc., Argus 
Health’s audited financial information is included with 
DST’s financial statements. Financial data is accessible 
at http://www.dstsystems.com/investor-center/sec-filings/. 
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Reference #: 1 
Company Name: Evolent Health LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR       X SUBCONTRACTOR 
Project Name: Passport Health Plan 


Primary Contact Information 
Name: Mark Carter 
Street Address: 5100 Commerce Crossings Dr 
City, State, Zip Louisville, KY, 40229 
Phone, including area code: 502-585-8316 
Facsimile, including area code: 
Email address: mark.carter@passporthealthplan.com 


Alternate Contact Information 
Name: David Henley 
Street Address: 5100 Commerce Crossings Dr 
City, State, Zip Louisville, KY, 40229 
Phone, including area code: 502-585-8239 
Facsimile, including area code: 
Email address: david.henley@passporthealthplan.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Identifi Platform, Medicaid and Medicare 


Original Project/Contract Start 
Date: 


12/16/2015 


Original Project/Contract End 
Date: 


12/16/2028 


Original Project/Contract Value: % Premium, PMPMs, MLR Improvement 
Percentage 


Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 







Reference #: 2 
Company Name: Evolent Health LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR       X SUBCONTRACTOR 
Project Name: Deaconess Health System 


Primary Contact Information 
Name: Dr. James Porter 
Street Address: 600 Mary St. 
City, State, Zip Evansville, IN, 47710 
Phone, including area code: 812-450-2300 
Facsimile, including area code: 
Email address: james.porter@deaconess.com 


Alternate Contact Information 
Name: Cheryl Wathen 
Street Address: 600 Mary St. 
City, State, Zip Evansville, IN, 47710 
Phone, including area code: 812-450-3296 
Facsimile, including area code: 812-450-2155 
Email address: cheryl.wathen@deaconess.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Identifi Platform, Multiple MA Payer 
Partnerships, Individual Exchange, MSSP and 
NextGen ACO 


Original Project/Contract Start 
Date: 


October, 3 2013 


Original Project/Contract End 
Date: 


October 3, 2020 


Original Project/Contract Value: Based on PMPMs and Shared Savings 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 







Reference #: 3 
Company Name: Evolent Health LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR       X SUBCONTRACTOR 
Project Name: Premier Health Plan, Inc. 


Primary Contact Information 
Name: Dr. Jerry A. Clark 
Street Address: 110 N Main St 
City, State, Zip Dayton, OH 45402 
Phone, including area code: 937-499-9524 
Facsimile, including area code: 937-499-9593 
Email address: jaclark@premierhealth.com 


Alternate Contact Information 
Name: 
Street Address: 
City, State, Zip 
Phone, including area code: 
Facsimile, including area code: 
Email address: 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Identifi Platform.  Health Plan launch and 
ongoing operational support and management 
for: Medicare Advantage, Individual Exchange, 
Commercial Large Group, ASO 


Original Project/Contract Start 
Date: 


Q2 2013 


Original Project/Contract End 
Date: 


Q4 2021 


Original Project/Contract Value: Based on PMPMs and Shared Savings 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 







Reference #: 4 
Company Name: Evolent Health LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


         VENDOR       X SUBCONTRACTOR 
Project Name: Indiana University Health Plans 


Primary Contact Information 
Name: Dr. James T. Parker 
Street Address: 950 N. Meridian Street, Suite 200 
City, State, Zip Indianapolis, IN  46204 
Phone, including area code: 317-963-1152 
Facsimile, including area code: 317-963-9800 
Email address: jparker13@iuhealth.org 


Alternate Contact Information 
Name: Connie Brown 
Street Address: 950 N. Meridian Street, Suite 200 
City, State, Zip Indianapolis, IN  46204 
Phone, including area code: 317-963-9780 
Facsimile, including area code: 317-963-9802 
Email address: Cbrown20@iuhealth.org 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Identifi Platform, and Care Management / 
Utilization for Medicaid, Medicare Advantage, 
Individual Exchange, Commercial, & Employee 
plans.  Includes PBM for some lines of business. 
 
 


Original Project/Contract Start 
Date: 


Q2 2012 


Original Project/Contract End 
Date: 


December 31, 2020 


Original Project/Contract Value: >$150M 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 
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4   COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 


Company name: Argus Health Systems, Inc. 


Ownership (sole proprietor, partnership, etc.): Wholly owned subsidiary of DST 
Systems, Inc.  


State of incorporation: Delaware 


Date of incorporation: 1988 


# of years in business: 33 


List of top officers: N/A 


Location of company headquarters: Kansas City, MO 


Location(s) of the company offices: Kansas City, MO 


Location(s) of the office that will provide the 
services described in this RFP: 


Kansas City, MO 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


N/A 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


900 


Location(s) from which employees will be 
assigned for this project: 


Kansas City, MO 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized 
pursuant to the laws of another state must register with the State of Nevada, 
Secretary of State’s Office as a foreign corporation before a contract can be 
executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Confirmed 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must 
be appropriately licensed by the State of Nevada, Secretary of State’s 
Office pursuant to NRS76.  Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 


 


Question Response 


Nevada Business License Number: NV20091236320 


Legal Entity Name: Argus Health Systems, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


 


If “No”, provide explanation. 


 


4.1.4 Vendors are cautioned that some services may contain licensing 
requirement(s).  Vendors shall be proactive in verification of these 
requirements prior to proposal submittal.  Proposals that do not contain the 
requisite licensure may be deemed non-responsive. 


Confirmed 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the 
work was performed.  Table can be duplicated for each contract being 
identified. 


 


Question Response 


Name of State agency: N/A 
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Question Response 


State agency contact name: N/A 


Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of 
the State of Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, 
while on annual leave, compensatory time, or on their own time? 


 


If you employ (a) any person who is a current employee of an agency of the 
State of Nevada, or (b) any person who has been an employee of an agency 
of the State of Nevada within the past two (2) years, and if such person will 
be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such 
person in your response to this RFP, and specify the services that each 
person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 
breaches, civil or criminal litigation in which the vendor has been alleged 
to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded 
as a result of this RFP must also be disclosed. 


 


Does any of the above apply to your company? 
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Yes  No X 


 


If “Yes”, please provide the following information.  Table can be duplicated 
for each issue being identified. 


 


Question Response 


Date of alleged contract failure 
or breach: 


N/A 


Parties involved: N/A 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of 
the dispute: 


N/A 


If the matter has resulted in a 
court case: 


Court Case Number 


N/A N/A 


Status of the litigation: N/A 


 


4.1.8 Vendors must review the insurance requirements specified in Attachment 
E, Insurance Schedule for RFP 3260.  Does your organization currently 
have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 


 


Yes  No X 


 


Argus Health Systems maintains these coverages: 


Commercial General Liability Insurance – $2 million per occurrence/$5 million aggregate 


Managed Care Organization RFP 3260 Page 4 of 28 
 







Errors and Omissions Insurance – $5 million per occurrence/$5 million aggregate 


Workers Compensation Insurance –the highest statutory minimum that applies to any 
jurisdiction in which Argus Health renders services under its agreement with ClearScript.  


Employers Liability Insurance: $1 million per employee/$1 million per occurrence/$1 
million aggregate 


Umbrella/Excess Insurance:  $5 million per occurrence/$5 million aggregate 


Network Security or Computer Security and Privacy Liability Insurance: $3 million per 
occurrence/$3 million aggregate 


 


Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, 
vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any 
additional exceptions and/or assumptions during negotiations.  


 


Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3260. 


 


4.1.9 Company background/history and why vendor is qualified to provide the 
services described in this RFP.  Limit response to no more than five (5) 
pages. 


Argus Health offers pharmacy benefits solutions to customers for claims 
processing, account management, integrated services, and reporting free of any 
bias or conflict of interest. We offer a fully transparent model focused on full 
disclosure, program control and aligned objectives. We provide our customers 
independent advice, industry expertise, superior customer service, thought-
leadership, and integrated services to help improve member care while 
managing cost trends. 


In 2015, Argus Health processed 495 million paid claims supporting 42 million 
members. 


We help payers, providers, and pharmacy benefit managers identify and target 
intervention strategies that optimize outcomes for individuals across the entire 
health continuum. Specifically, we deliver proven expertise to manage 
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increasing complexities in government health programs, possess the critical 
claims mass to identify and manage consumer risk trend, and contract with 
best-in-class providers in specialty drugs and rebates. We provide all this with a 
broad team of industry leading talent. As a result, we can address the following 
opportunities for our clients: 


• Effective quality programs to help maximize federal incentives 


• Reduction of waste in pharmacy and medical drug benefit spend 


• Proactive identification and personalized management of expensive, 
complex chronic conditions. 


Argus Health is not connected in any way to the sale, manufacture, or 
distribution of drugs, and holds no interest in any pharmaceutical or health 
care companies. Our customers retain the level of control that meets their 
business needs. Our services include: 


Government Programs Administration 


Position your organization to focus on your highest priority – your members – 
by leveraging our comprehensive enrollment, administration, compliance and 
care management services for commercial and governmental markets, including 
Medicare and Medicaid.  


Specialty Drug Management 


We offer a unique, patient-centric set of specialty drug management tools and 
services – including medical benefit drug management, site of care strategies, 
and specialty pharmacy benefit – to help health plans manage quality of care 
and optimize spending.  


Trend Control and Quality Improvement Solutions 


We offer tailored programs to help you manage the complexities that are 
inherent to the industry including fraud waste and abuse, electronic prior 
authorization and utilization management, and quality improvement solutions 
such as HEDIS, Star5, and Argus Health medication adherence.  


Formulary and Rebate Management 


By integrating our formulary management platform into our claims 
adjudication system, we deliver enhanced self-service and full-service solutions 
that align your rebate strategy with your managed formulary, and provide unit 
cost price protections across key drugs.  


Pharmacy Network Solutions 


Our national retail pharmacy network services and management provides an 
alternative to traditional network solutions with full transparency and 
competitive rates across over 67,000 retail pharmacies, including all major 
chains and approximately 20,000 independents.  
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Core Claims Administration 


We process more pharmacy and medical claims combined than any other 
provider in the market. Our solution provides payers the flexibility, 
functionality, and automation required to meet the processing requirements of 
virtually any health plan. As a result, we help payers reduce the risks, costs, and 
business disruption associated with core system conversion. 


Member Services 


We support growth objectives efficiently, and cost-effectively, while delivering 
high service quality through comprehensive and flexible solutions such as Call 
Center, Member Fulfillment, Member Access, and more. 


Drug Discount Wrap (DDW) Program 


Argus Health’s Drug Discount Wrap (DDW) program offers members a savings 
off the retail cost of medications for prescriptions that are not covered in that 
member’s defined pharmacy benefit plan, thereby improving member 
satisfaction and providing affordability to our customers. 


Our business model assures our approach is based on aligned objectives: 


• Integrity through transparency — The Argus Health business model 
provides full disclosure and transparency to the customer, with no hidden 
fees or competing business relationships. 


• Choice — Argus Health is a true à la carte service provider. With Argus 
Health you can add or delete services without conflict. Argus offers a full 
range of services including Call Center, pharmacy network management, 
automated prior authorizations, ePrescribing, Medicare Part D EOB 
printing, online rebate administration tools, and Web pages for member 
access. Customers can also maintain relationships with their providers-
of-choice. 


• Customization — Argus Health provides flexibility in plan design, 
reporting, and information analysis so that customized solutions are 
tailored to meet each customer’s goals. Customers have control over 
pharmacy benefit designs, formulary decisions, and clinical programs. 


• Guardianship — To maintain data integrity and confidentiality, all data 
is managed according to HIPAA guidelines. The Winchester Data Center 
facility used by Argus Health is owned by our parent company DST 
Systems and is considered one of the nation’s top data centers. 


 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations 
defined by 42 U.S.C 300e-9? 


 


No. 
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4.1.10 Length of time vendor has been providing services described in this RFP to 
the public and/or private sector.  Please provide a brief description. 
 


Argus Health Systems, Inc. was established in 1983 as a subsidiary of Kansas 
City Southern Industries (KCSI) and began providing pharmacy claims 
processing services in 1986. 


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your 
organization and its client base. Include the length of time vendor 
has been providing services described in this RFP to the public 
and/or private sector.   


 


Argus Health is a preeminent provider of pharmacy and health 
outcomes optimization solutions to key healthcare organizations 
across the nation. Combining the predictive and prescriptive force of 
behavioral and biometric data with industry-leading clinical teams 
and world-class data scientists, Argus Health technology helps to 
identify and target intervention strategies that optimize outcomes for 
individuals. Headquartered in Kansas City, Mo., Argus Health serves 
a wide range of clients, including managed care organizations, 
pharmacy benefit managers, and pharmaceutical manufacturers. 


As a wholly owned subsidiary of DST Systems, we operate under 
DST’s healthcare division. We leverage the robust technology 
foundation and powerful analytic resources that are core DST 
strengths with industry-leading clinical expertise and strategic 
pharmacy and healthcare solutions. This unique scope allows Argus 
Health to address challenges across the entire healthcare continuum 
and deliver greater value for all of our customers. 


Our solutions are enhanced in that they are convergent. They 
combine pharmacy, medical and other data streams with technology 
and data strategies to optimize health outcomes. Together with DST 
Health Solutions, Argus Health can deliver a truly unique set of 
solutions that promotes clinical outcomes and value. Our parent 
company, DST Systems, Inc., is a leading provider of information 
processing and servicing solutions to the financial services, 
healthcare, asset management, brokerage, retirement and insurance 
markets. With a 47 year history, DST Systems, Inc. is the largest 
provider of third-party shareholder recordkeeping services to the 
mutual fund industry.  
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With our roots within DST Systems, Inc., Argus Health approaches 
the market with technology-based solutions. Pharmacy benefit 
managers focus on short-term profit derived from driving utilization 
to a preferred distribution channel. They expend resources 
maintaining facilities: brick-and-mortar stores and/or mail facilities. 
In contrast, Argus Health remains nimble and channel neutral. We 
focus on and invest in innovative technology and data strategies to 
deliver the best possible outcomes (clinical first, financial second and 
operational efficiencies third). In that way, we ensure long-term 
success for our customers and ourselves. 


Argus Health Systems began providing pharmacy claims processing 
services in 1986. 


4.1.11.2 Provide a brief history and current company ownership including 
the ultimate parent organization and major 
shareholders/principals. 


Argus Health Systems, Inc. was established in 1983 as a 
subsidiary of Kansas City Southern Industries (KCSI) and began 
providing pharmacy claims processing services in 1986. Argus 
Health was incorporated in the state of Delaware in 1988 and 
became a joint venture of DST Systems, Inc. and Financial 
Holding Corporation (FHC) in 1989. In February, 2009, DST 
Systems signed an agreement with Financial Holding Corporation 
to acquire its 50 percent ownership of Argus Health, thus making 
Argus Health a wholly owned subsidiary of DST. DST Systems 
operates a healthcare division called “DST Healthcare Holdings, 
Inc.” under which Argus Health operates. 


Financial filings are accessible at 
http://www.dstsystems.com/investor-center/sec-filings/. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  
If so, please list the state of residence.  Does your resident state 
apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may 
be utilized in determining whether an inverse preference applies 
pursuant to Nevada Revised Statutes. 


Argus Health Systems is located in Kansas City, Missouri. No 
preference in bidding is extended to Argus Health Systems. 


4.1.11.4 The location of disaster recovery back-up site. 


We have multiple business contingency back-up sites within a 
250 mile radius of our facilities.  The main back-up site is located 
in St. Louis, MO.   
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4.1.11.5 The name, address and telephone number of the Vendor’s point 
of contact for a contract resulting from this RFP. 


Contracting will be the responsibility of Hometown Health.  Argus 
Health’s main point of contact for contracting is Victoria 
Isherwood, Vice President of Sales.  Phone number is 612-227-
0184.   


4.1.11.6 The size of organization in assets, revenue and people. 


Financial filings are accessible at 
http://www.dstsystems.com/investor-center/sec-filings/. 


4.1.11.7 The organizational chart of your senior management by function 
including key personnel. 


Argus Health Executive Org Chart 


 


4.1.11.8 The areas of specialization. 


Argus Health offers pharmacy benefits solutions to customers for 
claims processing, account management, integrated services, 
and reporting.  Our offerings include:  


• POS Claims Processing 
• Decision Support 
• Pharmacy Networks 
• Preferred and Exclusive Networks 
• Specialty Networks 


Jonathan Boehm  
CEO 


Marc Palmer 
President & COO 


Mike Gentry 
CIO 


Rahul Singal 
CMO 


Anne Nativi 
SVP, Clinical & 


Network Operations 


AJ Ally 
VP, Clinical 
Operations 


Rayvelle Stallings, 
MD 


VP, Government 
Programs 


Ken Brame 
VP, Business 


Planning 


Jon Schlosser 
VP, Client 


Operations 


Shane Scott 
SVP, Business 
Development 


Mark Loshelder 
VP, Pharmacy 


Economics 


Candy Yakimo 
SVP, Compliance & 


Contracting 


John Morgan 
CFO 


Lisa Hilliard 
Human Resources 


Partner 
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• Pharmacy and Member Call Center 
• Rebate Administration 
• Clinical Tools 
• Member Access Web Portal 
• Medicare Part D Support 
• Managed Medicaid Support 
• ePrescribing 
• Consumer Directed Health Care 
• Automated Prior Authorization 
• Pharmacy Audits 
• Drug Discount Card 
• Medical Drug Management™ 
• Predictive Modeling Suite 
• Event Based Management 
• Print Fullfillment 


 


4.1.11.9 The Company’s main product/service lines and annual revenues 
for each product/service line for the two most recent years for 
which full data are available. 


Argus Health Systems is a wholly-owned subsidiary of DST 
Systems, Inc., a publicly traded company on the New York Stock 
Exchange under the symbol “DST.” Our parent company is a 
leading provider of information processing and servicing 
solutions to the financial services, healthcare, asset management, 
brokerage, retirement and insurance markets. Argus Health along 
with DST Health Solutions comprises DST Healthcare Services. 
DST Health Solutions focuses on medical claims processing 
software, business process outsourcing, care management, and 
analytics and provides us the ability to join medical and 
pharmacy data. Financials, including analyst calls, on DST 
Systems are accessible at http://www.dstsystems.com/investor-
center/. 


4.1.11.10 The corporate philosophy and mission statement. 


Argus Health is committed to a non-conflicted approach. We will 
ensure our incentives are aligned with those of our clients and 
with the post-ACA market’s focus on value and outcomes. 
Accordingly, we wrote vision and mission statements to guide us. 
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4.1.11.11 A description of any plans for future growth and 
development of your organization. 


 


Our solutions are enhanced in that they are convergent. They 
combine pharmacy, medical and other data streams with 
technology and data strategies to optimize health outcomes. 
Together with DST Health Solutions, Argus Health can deliver a 
truly unique set of solutions that promotes clinical outcomes and 
value. Our parent company, DST Systems, Inc., is a leading 
provider of information processing and servicing solutions to the 
financial services, healthcare, asset management, brokerage, 
retirement and insurance markets. With a 47 year history, DST 
Systems, Inc. is the largest provider of third-party shareholder 
recordkeeping services to the mutual fund industry.  


With our roots within DST Systems, Inc., Argus Health 
approaches the market with technology-based solutions. 
Pharmacy benefit managers focus on short-term profit derived 
from driving utilization to a preferred distribution channel. They 
expend resources maintaining facilities: brick-and-mortar stores 
and/or mail facilities. In contrast, Argus Health remains nimble 
and channel neutral. We focus on and invest in innovative 
technology and data strategies to deliver the best possible 
outcomes (clinical first, financial second and operational 
efficiencies third). In that way, we ensure long-term success for 
our customers and ourselves. 


4.1.11.12 Please identify any recent market expansion and/or 
business line addition by your organization.  Describe the 
implementation approach and methodology you employed for the 
market expansion and/or additional business line identified.  For 
example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Over the past two years we have been pursuing advanced solutions 
to address the Triple Aim: improving the patient experience of 


Vision 
Be the pre-eminent provider of pharmacy and healthcare solutions  


Mission 
Focus on achieving the best possible outcomes (clinical first, financial 


second and operational efficiencies third) by getting the most 
appropriate care delivered at the most appropriate price 
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care, improving the health of populations, and reducing the per 
capita cost of health care.  


Our solutions are enhanced in that they are convergent. They 
combine pharmacy, medical and other data streams with 
technology and data strategies to optimize health outcomes. With 
Argus Health and DST Health Solutions as part of a new brand 
— DST Health — we are able to deliver a truly unique set of 
solutions that promotes clinical outcomes and value.  


We chose to invest significantly in early 2016 in operational 
excellence. We are implementing Enlighten — a performance 
optimization and continuous improvement system. We are 
implementing management training and change management 
strategies to develop a high-performance culture and optimize 
service levels.  


We followed a dual track in building our new solutions and 
capabilities. We hired experienced personnel from health plans, 
consulting firms, and pharmacy benefit managers. We drew on 
the expertise and knowledge this group brings to build in-house 
solutions. We also pursued strategic alliances that helped us 
leapfrog our competition and enhanced our ability to bring best in 
class solutions to market faster, with the benefits of scale, 
integrated implementation and centralized oversight. Through our 
nimble approach, we moved from a PBA model to full service 
pharmacy solutions to convergent solutions in just two years. 


4.1.11.13 Length of time vendor has been providing services 
described in this RFP to the public and/or private sector.  Please 
provide a brief description. 


 


Argus Health Systems, Inc. was established in 1983 as a 
subsidiary of Kansas City Southern Industries (KCSI) and began 
providing pharmacy claims processing services in 1986. 


4.1.12 Experience 
 


4.1.12.1 Explain in detail the experience your organization has in 
providing the services requested in this RFP, including specific 
experience with the following: 


A.  Managing a network of Medicaid Providers; 


The Argus Health pharmacy networks have been in effect since 
2001. Our comprehensive networks include over 67,000 retail 
pharmacies. Our networks include all major chains and 
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approximately 20,000 independents. Argus Health offers 
multiple networks: a broad based national network, Specialty 
network, Medicare Part D networks including Long Term Care 
(LTC), Home Infusion Therapy (HIT), and Indian Tribal Units 
(ITU), and many custom networks built specifically for 
particular customers. Argus Health also provides 90 Day at 
Retail networks for both commercial and Medicare Part D 
plans. 


B.  Managed care programs for Medicaid recipients; 


Argus Health supports the managed care programs of our 
customers. 


C.  Managing and improving health outcomes for program 
recipients; 
 


Predictive Modeling 


Argus Health offers several applications based on the John’s 
Hopkins Adjusted Clinical Groups (ACG®) System. The Johns 
Hopkins ACG System assigns each member a risk score that 
estimate future healthcare resource utilization. Individuals 
who may potentially experience intensive healthcare needs are 
identified and can then be targeted for expanded primary care 
interventions or care management approaches.   


The ACG System provides models based on medical claims 
only, pharmacy claims only or combined medical and 
pharmacy claims: CareAnalyzer®, RiskAnalyzer™, and The 
Johns Hopkins ACG System - Rx Predictive Model (Rx-PM™). 


CareAnalyzer® is an analytic solution helps plans meet care 
management and regulatory reporting requirements. 
CareAnalyzer acts on integrated medical and pharmacy data to 
evaluate patient risk, care opportunities, and provider 
performance. CareAnalyzer can be operated either in-house or 
hosted by Argus Health.  


We have aligned with NCQA’s efforts to standardize physician 
measurement to ensure compatibility with current HEDIS 
processing and to support an effort to minimize required 
standards. As an NCQA-certified HEDIS software solution, 
CareAnalyzer supports the calculation of both administrative 
and hybrid measure rates. HEDIS measures can be run not 
only on the standard calendar year, as is required by NCQA, 
but on a user-defined analysis period as well. This provides 
health plans with a tool to continuously measure, monitor, and 
manage HEDIS rates throughout the year. 
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RiskAnalyzer uses medical and pharmacy claims to determine 
where provider coding is not capturing disease conditions 
under the Hierarchical Condition Category (HCC) model. In 
order to receive accurate payments, MAPD plans need to 
ensure providers are coding accurately and completely. 
RiskAnalyzer identifies opportunities most likely to result in a 
rate correction.  


Rx-PM is an innovative and accurate way to identify individual 
high-risk patients and estimate resource use using prescription 
utilization data, either alone or in combination with medical 
utilization data. RxPM helps plans:  


Understand disease prevalence and differentiate risk across 
groups 


Identify complex patients for referral to care coordination 
programs 


Identify poly-pharmacy members for Medication Therapy 
Management (MTM) 


Forecast pharmacy costs with improved accuracy 


Make improved predictions of total cost over standard age/sex 
methods 


Star5 


With thresholds for achieving a 5 star for most measures 
increasing each year, it becomes harder to achieve or maintain 
a high star rating. Today only 49% of Medicare Advantage 
Prescription Drug (MA-PD) Plans achieve greater than a 4 
star rating and earn the 5% quality bonus payment. A 
Medicare plan with a star rating of 4 or greater can earn an 
average $50 PMPM in quality bonus payments and 5 Star 
plans can enroll new members throughout the plan year to 
grow lives. CMS may terminate Medicare contracts that 
consistently score less than 3 stars for three consecutive years.  


Through our Star5™ program, Argus Health helps health 
plans optimize their quality program and improve Medicare 
Star Ratings. Our solution provides: 


Proprietary analytics engine: The engine analyzes medical and 
pharmacy claims using the Johns Hopkins ACG® System to 
assign risk based on cost and utilization and predicts future 
expenditures. Risk scores are included in our outcomes 
reporting with plans to include it in the Star5 application in 
future phases.  


Managed Care Organization RFP 3260 Page 15 of 28 
 







Proactive consultation: On a monthly basis, we identify 
individuals not meeting star measures and prioritize the 
population for targeted interventions.  


Easy to access, actionable information: Our Star5 application 
is a user-friendly online tool that provides timely access to star 
measure data for each Medicare contract. 


Data integration: Our analytic uses data from a variety of 
sources to optimize the complete picture. Some sources include, 
but are not limited to, medical claims, pharmacy claims, 
clinical parameters, lab values, and mock survey data. 


Outcomes: We link the interventions to the changes in health 
behaviors for the targeted members. 


Adherence 


Non-adherence (the extent to which patients do not take 
medicines as prescribed) is a significant problem which can 
lead to gaps in care, impacting quality of life, clinical outcomes 
and overall plan cost. According to 2013 CDC literature and 
the PBM Drug Trend Reports, poor adherence costs the U.S. 
health care system an estimated $300 billion annually. Twenty-
five percent of hospital ER visits are related to medication 
compliance. Additionally, medication adherence is quickly 
becoming an independent quality measure as seen in Medicare 
Stars ratings, driving an immediate change in both provider 
responsibility and the payer reimbursement system. 


The Argus Health Adherence program offers plans an efficient 
and accurate process to identify and stratify members, while 
applying risk-based metrics to prioritize members into 
appropriate levels of engagement. This approach allows health 
plans to focus on the right members at the right time to help 
maximize drug therapy in conditions where improved 
adherence to treatment is most likely to reduce total cost of 
care and improve ROI.  


Member identification and stratification: near real time 
identification of members with 8 targeted chronic conditions 
and display of proportion of days covered (PDC) scores in 
RxNova claim adjudication system. Our solution assigns ACG 
risk score, calculates gaps in therapy and provides weekly and 
monthly reports for targeted member interventions. 


Targeted Intervention through Prescriptive Analytics: member 
and disease level data and reports to help plans administer 
their own adherence programs. 
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Outcomes reporting: measures changes in adherence and gaps 
by condition at the group and member levels, and calculates 
cost savings associated with these changes using literature 
based savings estimates. 


Studies show that successfully keeping patients adherent 
(PDC>80) could save plans approximately $7,800 per member 
per year for cardiovascular conditions alone. While the 
objective of a plan adherence program is to reduce therapy 
drop off and help move non-adherent members to an adherent 
status, cost savings are generated when a member’s PDC score 
improves.  


 


Medical Drug Management 


Unlike drugs managed under the pharmacy benefit, pricing for a 
drug managed under the medical benefit is difficult to compare 
with pricing across other plans and other treatments. As a result, 
payments are inconsistent, and costs associated with these 
claims are difficult to manage. There is a need for an automated 
solution that is flexible to administer the plan medical policy, fits 
outside the workflow of the prior authorization process, and 
before the claim is paid. 


Our Medical Drug Management (MDM) solution offers a 
comprehensive solution for claims paid under the medical benefit 
that includes: 


Claims Editing and Repricing: Our rules engine helps identify and 
resolve incorrect claim submissions by applying the health plan’s 
medical policy and provider fee schedule. We use the industry 
standard medical claim format to integrate with the plan’s existing 
claims processing workflow. 
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Site of Care Management: Our solution focuses on key therapies 
shown to have the greatest potential for clinical and financial 
outcome improvement. We leverage our specialty pharmacy 
using dedicated clinicians to assess and redirect members to 
lower cost site of care. 


Medical Rebates: We utilize our medical rebate contracts to 
improve health plan revenue cycle management. We also support 
plans with their own contracts to report and submit eligible 
claims for rebates using the medical NCPDP format. 


Clinical pharmacist support on claims editing and error codes 
review 


Flexible administration and implementation of medical policies / 
fee schedules 


SOC option using an established SPP focusing on key therapies 


Retrospective and Prospective PA 


Extensive edits to medical claims across 750 HCPCS Codes  


Medical rebates for 7+ highly utilized specialty drugs 


According to a case study that analyzed 2014 Argus Health data 
for a Medicaid plan, 30% of drug-related medical claims submitted 
had errors. Separately, CMS estimates that 8-11% of total 
reimbursement for medically managed drugs is wasteful. 


Our approach to managing specialty under medical is depicted by 
our MDM Rules Engine which helps identify and resolve incorrect 
claim submissions by applying the health plan’s medical policy 
and provider fee schedule. We use the industry standard medical 
claim format to integrate with the plan’s existing claims 
processing workflow. 
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MDM Rules Engine 


 


 


D.  Administering Medicaid utilization and case management 
programs; 


Argus Health supports our customers’ clinical protocols and 
intervention programs. Argus Health believes clinical programs 
should be based upon the health plans’ goals for pharmacy 
management, not the goals of the PBM. We will assist with your 
development of programs. Argus Health has helped customers 
develop clinical programs to assist in managing drug spend while 
promoting quality care and minimizing disruptions to members. 
We will work with you to customize programs to support your 
strategic goals. 


E.  Medicaid claims processing and adjudication; 


We process more pharmacy and medical claims combined than 
any other provider in the market.  


In 2015, Argus Health processed 50 million Medicaid claims 
supporting 4.8 million Medicaid lives. 


F.  Project management; and 


The Argus Health implementation model is an integrated 
approach that leverages the collective knowledge of the 
Implementation team and an Argus Health core team. Each 
conversion is customized based on your specific business rules. 
We allow customers to define the edits, clinical programs, and 
program logic that best suit their requirements. Our integrated 
strategy ensures the progression from needs analysis to design 
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to launch is systematic and efficient while also being flexible and 
responsive. 


Argus Health’s Implementation project team is comprised of: 


• A senior implementation consultant who oversees the entire 
transition 


• A project manager who guides day-to-day activities aligned 
with the project plan 


• An implementation consultant with both industry and Argus 
Health knowledge who acts as the business owner for 
oversight and guidance making certain business needs are 
met 


• An Argus Health core team of your ongoing client services 
and operational support teams. Your client services team 
consists of one or more account managers; your core 
operational support team is from a variety of functional areas 
including eligibility, benefits, pharmacy networks, CMS 
compliance, and clinical support. These team members will 
continue to work with you after the implementation is 
complete. 


Because implementations require coordination of multiple 
concurrent projects and interdependent events, Argus Health 
follows the Project Management Institute methodology of IDEA: 


• Initiate 


• Design 


• Execute 


• Assess 


IDEA utilizes practices and tools such as: detailed project plan, 
project scope document, business requirements documentation, 
risk assessment, and change control process. 


Initiate:  An on-site kick-off meeting is held to introduce 
implementation participants from both organizations and form the 
foundation of partnership between the organizations. The project 
stakeholders from both organizations will establish the project 
governance including: 


• Team member roles and responsibilities 


• Project protocols and communication plans 


• Standard turn-around times 


• Change control processes 
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Argus Health will provide an implementation project plan for the 
stakeholders to discuss and approve, along with key milestones 
and the overall timeline. Also as part of the kick-off, which is 
usually 3 to 5 business days, Argus will conduct requirements 
gathering where we define and document overall project scope 
and identify any known risks. 


Design: Once the implementation framework is established, we 
move into the design phase where Argus will create and propose 
the program design for your review and approval. 


Execute: During the execution stage, as your programs are being 
built, we incorporate critical quality assurance processes. We 
include validation steps and tools throughout the execution 
phase. 


Assess: Our assessment phase includes the use of the Argus 
User Acceptance Testing (UAT) environment and provides the 
opportunity for complete end-to-end testing, from claim 
submission to financial processing and reporting, on a large 
volume of claim scenarios. 


G.  Qualifications of key personnel. 
 


J. Marc Palmer, President and COO 


Marc has responsibility for Business Development, Client Services, and Information 
Technology for Argus Health. Marc has spent a majority of his career in the healthcare 
industry, most recently serving as the Chief Executive Officer (CEO) of inVentive Medical 
Management (iMM). Prior to joining iMM in 2011, Marc served as CEO of ConnectYouCare, 
a division of Express Scripts, which offers benefit delivery platforms for consumer-
directed health plans. Marc held various leadership positions at Express Scripts including 
president and general manager for the labor division, vice president and general manager 
of the self-funded and carrier division, and vice president of business development. 
Previously, he held senior executive positions at Capitol America Life Insurance Company 
and Sunar Hauserman, Inc. He is a graduate of the University of Southern California with a 
Bachelor of Arts degree in education and public relations. 


Mike Gentry, Chief Information Officer (CIO) 


Mike Gentry joined Argus Health as the Chief Information Officer in February 2010. Mr. 
Gentry brings a wealth of knowledge and experience. He is a very innovative leader with a 
reputation for delivering consistent results for customers and focusing on improving 
operational efficiencies within the operation. He has been with DST since 1985. He has led 
several significant systems organizations domestically and internationally. Most recently, 
Mike was the CIO of International Financial Data Services with operations in Canada, 
United Kingdom, Luxembourg and Ireland. Prior to IFDS, he was the CIO of DST’s wholly 
owned Security Transfer subsidiary, EquiServe, from 2000-2005. Mike holds a B.S. in 
Computer Science from Kansas State University. 


Rahul Singal, Chief Medical Officer 


Rahul Singal is Chief Medical Officer for Argus Health. In that role, he works with senior 
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management teams on product positioning, consumer strategy, sales and marketing, and 
corporate development. With more than 17 years of experience in the clinical, operational, 
and financial aspects of health care, Dr. Singal has particular skill in the design, 
development, and marketing of programs that empower consumers and providers to make 
better health care decisions. Prior to joining Argus Health, Dr. Singal was co-founder, 
President, and CEO for WorldDoc Inc., a provider of member portals, integrated health risk 
assessments, and consumer engagement for payers and purchasers of care. He 
previously, served as Vice President and Medical Director for Southwest Medical 
Associates, a multi-specialty medical group. A graduate of the University of Southern 
California, Dr. Singal earned his medical degree at the Stanford University School of 
Medicine. He completed his residency training at the Washington University School of 
Medicine in St. Louis in Internal Medicine. While at Stanford, he spent three years as a 
scientist in an HIV vaccine laboratory. Dr. Singal has been published in the Journal of 
Managed Care and the Stanford Medical School Symposium. 


Jon Schlosser, Vice President, Client Services 


Jon Schlosser is responsible for ensuring service excellence and contractual compliance 
across the company’s customer base and facilitating all aspects of new client setup. He is 
a member of the Argus Health senior leadership team. With more than two decades of 
executive-level experience in healthcare operations, Mr. Schlosser’s current 
responsibilities include processing oversight in support of the company’s highly complex 
and demanding clients. Mr. Schlosser came to Argus Health from Express Scripts, one of 
the nation’s leading integrated pharmacy benefit management companies, where he was 
Vice President, Enterprise Operations Management and Integration. He previously served 
the company as Vice President, Client Services. Earlier in his career, Mr. Schlosser held 
management positions with SmithKline Beecham and Aetna Pharmacy Management. A 
graduate of University of St. Thomas in St. Paul, Minn., Mr. Schlosser earned a Bachelor of 
Arts Degree with majors in Speech Communication and Psychology. 


Anne Nativi, Senior Vice President, Clinical & Network Operations 


Anne Nativi is Senior Vice President, Clinical and Pharmacy Operations for Argus Health. 
In her role, Ms. Nativi is responsible for leading the Argus Health pharmacy network 
strategy and operations, clinical programs, and the Government Program Office. With 
more than 15 years’ experience in the healthcare industry, Ms. Nativi has a history of 
helping companies deliver exceptional service, deploy new products, and expand their 
customer base. Ms. Nativi came to Argus Health from Express Scripts, a St. Louis-based 
manager of prescriptions for 100 million Americans. While there, she held several key 
leadership positions, most recently serving as the Vice President, Consumer Services and 
Engagement. She previously was a Practice and Project Manager for the Washington 
University School of Medicine and a Senior Consultant with Ernst & Young, LLC. A 
graduate of the University of Illinois at Urbana-Champaign with a Bachelor of Science in 
Community Health, Ms. Nativi earned a Master of Health Administration from the Saint 
Louis University School of Public Health. 


Rayvelle Stallings, M.D., Vice President of Government Affairs 


Dr. Stallings leads Argus Health’s Government Programs Office (GPO). Our GPO offers 
proactive, consultative support to our customers in government programs (Medicaid, 
Medicare, and the Health Insurance Market “HIM”). With more than 30 dedicated Part D 
resources, our GPO collaborates with customers to provide the best government program 
support and consultative services possible. Rayvelle Stallings is a seasoned executive 
with a proven track record of leading teams to deliver outstanding results. Her experience 
working directly with patients to provide care and with clients to solve problems will add 
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additional strength and depth to our organization. Dr Stallings earned her Doctor of 
Medicine from Georgetown University School of Medicine. She also holds a Bachelor of 
Science from The John Hopkins University. 


AJ Ally, Vice President Clinical Operations  


AJ Ally has responsibility for developing and launching full-service capabilities, Mr. Ally 
oversees the company’s clinical program development and management and Pharmacy & 
Therapeutics committee. Mr. Ally has more than 17 years’ experience in the healthcare 
industry. Before joining Argus Health, Mr. Ally served as Vice President, Market Strategy 
for CVS Caremark, where he helped lead the company’s product development and 
marketing efforts. Previously, he was Senior Healthcare Consultant for Hewitt Associates, 
LLC responsible for Health & Welfare benefit strategy and design, and led the S.E. 
Pharmacy Practice. A frequent speaker at national healthcare conferences on various 
topics in pharmacy benefit management, Mr. Ally has authored several industry 
publications and white papers. He earned the PBMI Pharmacy Innovation Award for CVS in 
2012 and 2014. Mr. Ally is a Registered Pharmacist and holds an M.B.A. from the State 
University of New York at Buffalo.  


Christa Larkin – Vice President, Account Management and Implementation 


Christa supports commercial, Medicare, Medicaid, HIM, employer and PBM clients. Christa 
also has responsibility for the Implementation team and the Pharma/Drug Discount Card 
Operations team. Christa reports to Jon Schlosser, Vice President Client Services and 
Operations. Christa and her team are focused on leveraging best practices, driving 
process improvements, improving quality and ensuring we consistently meet our 
commitments. Christa works closely with the Strategic and Clinical Relationship 
Executives and the Clinical and Pharmacy Operations teams. Prior to Argus Health, 
Christa spent 18 years at Express Scripts, a fortune 22 company, in executive leadership 
roles in both Pharmacy Operations and Clinical Product Management. Prior to Express 
Scripts, Christa worked as a critical care nurse at a large healthcare system in St. Louis, 
MO. 


Jeff Brockner, Director, CMS Program Office (CPO) 


As the leader of the CPO, he is responsible for supporting global directives from the 
Centers for Medicare & Medicaid Services (CMS) that affect our customers Medicare Part D 
drug plans. The CPO team provides support though products, regulatory compliance, IT 
investments, and project management. The CPO support products such as print mail 
products (EOB and transition letters), prescription drug events (PDE), and plan finder 
pricing files. The CPO team provides support for CMS compliance reviews, internal, third-
party and CMS audits including the interpretation and clarification of CMS guidance and 
the maintenance of Argus’ Part D policies and procedures. The CPO team provides 
business ownership by developing the Medicare Part D system investment roadmap, 
documenting Part D business requirement and project management. Jeff joined Argus in 
2010. He has worked exclusively with the Medicare and Medicaid programs since 2000 
including several years with for the Centers for Medicare and Medicaid Services (CMS) and 
Ernst & Young’s advisory services. 
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4.1.12.2 Describe your experience with performance incentives based on 
targeted health outcome standards.  In addition, identify specific 
performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Argus Health supports the clinical care programs of our 
customers. 


4.1.12.3 Describe where you have invested in the improvement of 
services, treatment protocols, and development of best practices. 


CareConnect is a flexible and comprehensive case and care 
management system that automates the creation of care plans 
and health risk assessments. CareConnect enables care teams to 
collaboratively execute proactive care while optimizing resources 
across all levels of the healthcare system. CareConnect is an 
intuitive and easy-to-use application that can be tailored to the 
specific needs of any health plan. Because it can be maintained 
by non-technical staff, it provides a low total cost of ownership. 


CareConnect enables health plans to immediately lower medical 
costs while improving quality of care to their members. Benefits 
include: 


• Reduces medical and administrative costs 


• Improves clinical outcomes and members’ quality of 
life 


• Enables care managers to focus on critical clinical 
tasks 


• Integrates to industry standard clinical content for use 
in the creation of care plans 


• Improves care management quality through guideline 
compliance 


• Improves member satisfaction through a personalized 
care experience 


• Strengthens employer retention, satisfaction and the 
health plan’s competitive position 


• Empowers medical managers with the critical tools 
necessary to execute proactive, life-improving care 
while maximizing ROI 


4.1.12.4 Describe the experience your organization has had working with 
state government and/or experience in specifically related 
services.   


Argus Health supports several Medicaid customers in different 
states. We have considerable background in successfully 
administering Medicaid programs, including: 
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• Transparency Model for Medicaid:  The Argus Health business 
model of integrity, openness, honesty, and transparency 
attracts Medicaid customers because it is important to 
government entities that there be NO question of impropriety 
regarding the administrator’s relationships or source of 
income. 


• Years of Medicaid Experience:  We have been serving Medicaid 
customers since 1988. Our commitment enables our Medicaid 
customers to meet or exceed their specific business 
objectives. 


• Retail Pharmacy Network Options:  Argus Health offers retail 
pharmacy networks to Medicaid customers, including our 
broad national network, or customized networks. 


• Encounter Data Files:  In support of encounter data files, our 
system provides HIPAA compliant encounter claims data in 
batch files. Argus Health is very familiar with sending Medicaid 
encounter data to various sources for review and 
determination of benefits. Each state has a different layout for 
the Encounter file. We support customers in several states and 
we are able to produce as required. File transmissions are 
scheduled as required. 


• Using Medicaid Numbers on Member ID:  Argus Health has 
miscellaneous data fields on the member record that are used 
to track different types of Medicaid members. Argus Health has 
an alternate member ID field that can be used for inquiry 
purposes or other edits, depending on the business 
requirements.  


• Programs for Medicaid Members:  Argus Health also assists in 
the design, development, and implementation of multiple 
manufacturer programs ranging from senior prescription drug 
assistance programs, sample vouchers, Internet applications, 
discount coupons, free copays, and rebates processed at the 
point of service, and others. 


• Medicaid Benefit Design Consultation:  Given the costly 
Medicaid population and constraints on financial resources, 
Argus will provide benefit design input to facilitate improved 
outcomes and cost control. 


4.1.12.5 Provide the names, résumés, and any additional pertinent 
information regarding key personnel responsible for performance 
of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to 
the requirements set forth herein.  This information must be 
included in vendor’s technical response to the RFP. 


Contracting will be the responsibility of Hometown Health. 
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4.1.12.6 Provide the names of any additional full-time staff and project 
supervisors with contract responsibilities in the following area: 


A.  Information Systems 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


B.  Utilization/Case Management 


Not applicable to services provided by Argus Health Systems. 


C.  Claims Payment 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 
416) 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


E.  Health Education 


Not applicable to services provided by Argus Health Systems. 


F.  Data Coding 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


G.  Contract Negotiation Specialists/Network Recruiters 


Not applicable to services provided by Argus Health Systems. 


H.  Encounter Data 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


I.  Other staff as needed for project 


All Argus Health staff work to support customer deliverables and 
the Hometown Health account management team. 


4.1.12.7 Provide copies of any current licenses or certifications, including 
your license to operate as an HMO in Nevada.   


Not applicable to services provided by Argus Health Systems. 
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4.1.12.8 List any bilingual staff, the area to which they are assigned and 
the languages spoken. 


Argus Health has 24 x 7 x 365 access to translation services that 
support 180 different languages and dialects for English and non-
English speakers. A slight pause occurs when translation is 
needed. The average connection time to a translator is 32 
seconds. Argus Health Customer Service Representatives (CSRs) 
remain engaged throughout the call, providing the same standard 
of service provided to English speaking callers. 


4.1.12.9 List any associations or organizations to which the organization 
belongs. 


Argus Health associates are active in numerous industry 
workgroups and organizations, including MEDIC, NCPDP, WEDI, 
X12, AHLA, HCCA and AHIP. We also routinely work with CMS. 
Through these affiliations, Argus Health and its customers gain 
valuable insight to healthcare developments and trends. 
Influencing the industry and promoting approved standards 
extends to the active engagement by Argus Health with several 
Standard Development Organizations (SDOs). 


Argus Health has a large presence participating in National 
Council for Prescription Drug Programs (NCPDP). Argus 
associates support NCPDP Work Groups, Task Groups and 
several committees. Argus Health has consistently been at the 
forefront of recommending changes to and implementing new 
claims processing transaction standards, most recently those for 
D.0. We have associates serving as workgroup chairs and as 
participants in the voting groups polled on every ballot published 
by NCPDP. They take the information learned at NCPDP and work 
with our customers to decide what functionality needs to be 
implemented for their business needs.  


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the 
HealtHIE Nevada statewide health information exchange (HIE)?  
Please indicate your answer using the following table: 


 


Provider Category % Participation 


Financial 
Participation Only 


Financial 
Participation and 
Provide Data into 


the HIE 


Physician Not applicable  Not applicable  
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Acute Care Hospital Not applicable  Not applicable  


Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


Not applicable  Not applicable  


Laboratory Not applicable  Not applicable  


Radiology Not applicable  Not applicable  


All Other Not applicable  Not applicable  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage 
providers in your network to participate in the HealtHIE Nevada 
statewide health information exchange?  Please describe. 


Not applicable to services provided by Argus Health Systems. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe 
how you use the tool to improve the health of your managed care 
populations and to control plan costs. 


Not applicable to services provided by Argus Health Systems. 
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Reference #: 1 
Company Name: Argus 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: Inland Empire Health Plan (IEHP) 


Primary Contact Information 
Name: Dr. Chris Chan 
Street Address: 10801 Sixth Street 
City, State, Zip: Rancho Cucamonga, CA 91730 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: Chan-C@iehp.org 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Claims Processing (retail/mail) 
Pharmacy Network Contracting & Admin 
Pharmacy Call Center 
Clinical Benchmarking 
ePrescribing 
Medicare Part D 
BAE Support 
EOB - Print/Mail 
HPMS Reporting 
LICS Adjustments 
PDE 
Pricing and Pharmacy Files 
Transition Letter – Print/Mail 
Ad-hoc Reporting Tool 


Original Project/Contract Start 
Date: 


2010 


Original Project/Contract End 
Date: 


Currently providing services 


Original Project/Contract Value: Not disclosed 
Final Project/Contract Date: Not disclosed 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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Reference #: 2 
Company Name: Argus 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      X SUBCONTRACTOR 
Project Name: Providence Health Plan 


Primary Contact Information 
Name: Helen Noonan-Harnsberger, Pharm.D. 
Street Address: 3601 SW Murray Blvd 
City, State, Zip: Beaverton, OR 97005 
Phone, including area code: (503) 574-5708 
Facsimile, including area code: N/A 
Email address: helen.noonan@providence.org 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Claims Processing 
Medicaid Program Support 
Member Access 
Pharmacy Audits 
e-prescribing 
Member and Pharmacy Call Center 
Ad-hoc Reporting Tool 
Medicare Part D 
BAE Support 
EOB - Print/Mail 
HPMS Reporting 
LICS Adjustments 
PDE 
Pricing and Pharmacy Files 
Transition Letter – Print/Mail 


Original Project/Contract Start 
Date: 


2010 


Original Project/Contract End 
Date: 


Currently providing services 


Original Project/Contract Value: Not disclosed 
Final Project/Contract Date: Not disclosed 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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 Reference #: 3 
Company Name: Argus 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: 4D Pharmacy Management Systems 


Primary Contact Information 
Name: Jonathan Borsand, Pharmacy 


Management 
Street Address: 2520 Industrial Row Dr. 
City, State, Zip: Troy, MI. 48084 
Phone, including area code: (248) 341-8108 
Facsimile, including area code: N/A 
Email address: JDBorsand@magallanhealth.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Claims Processing (retail/mail) 
ePrescribing  
Medicaid Program Support 
Member Access 
Pharmacy Checks and Reports 
Pharmacy and Member Help Desk 
Rebate Administration 
Ad-hoc Reporting Tool 


Original Project/Contract Start 
Date: 


2001 


Original Project/Contract End 
Date: 


Currently providing services 


Original Project/Contract Value: Not disclosed 
Final Project/Contract Date: Not disclosed 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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830 Harvard Way • Reno, Nevada 89502 • 775-982-3000 • www.hometownhealth.com 


Company Background and References 


Diplomat Pharmacy Inc. 


Making a genuine difference in the health and well-being of the people and communities we serve 



http://www.hometownhealth.com/





4. COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Diplomat Pharmacy, Inc. 
Ownership (sole proprietor, partnership, 
etc.): 


Corporation 


State of incorporation: Michigan 
Date of incorporation: 3/21/1975 
# of years in business: 40 
List of top officers: Board Members-Philip 


Hagerman, Gary Kadlec, Sean 
Whelan, David Dreyer, Kenneth 
Klepper, Shawn Tomasello, 
Benjamin Wolin,  
Officer-Atheer Kaddis 


Location of company headquarters: 4100 South Saginaw Street, Flint 
MI 48507-2683 


Location(s) of the company offices: 4100 South Saginaw Street, Flint 
MI 48507-2683 


Location(s) of the office that will provide 
the services described in this RFP: 


4100 South Saginaw Street, Flint 
MI 48507-2683 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


1,175  


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


1,570 


Location(s) from which employees will be 
assigned for this project: 


4100 South Saginaw Street, Flint 
MI 48507-2683 


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant 


to the laws of another state must register with the State of Nevada, Secretary 
of State’s Office as a foreign corporation before a contract can be executed 
between the State of Nevada and the awarded vendor, unless specifically 
exempted by NRS 80.015. 


 
Diplomat understands the above requirement.  


 
 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office 







pursuant to NRS76.  Information regarding the Nevada Business License can 
be located at http://sos.state.nv.us.  


 
Question Response 


Nevada Business License 
Number: 


PH02367-Board of Pharmacy 


Legal Entity Name: Diplomat Specialty Pharmacy 
 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No X 
 


If “No”, provide explanation. 
 
Diplomat Pharmacy, Inc. is the legal name; however, we are doing 
business as Diplomat Specialty Pharmacy. 
 


 
4.1.4 Vendors are cautioned that some services may contain licensing 


requirement(s).  Vendors shall be proactive in verification of these 
requirements prior to proposal submittal.  Proposals that do not contain the 
requisite licensure may be deemed non-responsive. 


 
Diplomat Pharmacy Inc. understands the above requirements.  


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 


agency?   
 


Yes  No X 
 


If “Yes”, complete the following table for each State agency for whom 
the work was performed.  Table can be duplicated for each contract 
being identified. 
 


Question Response 
Name of State agency: N/A 
State agency contact name: N/A 
Dates when services were 
performed: 


N/A  


Type of duties performed: N/A 
Total dollar value of the 
contract: 


N/A 
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4.1.6 Are you now or have you been within the last two (2) years an employee of 
the State of Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 
If “Yes”, please explain when the employee is planning to render 
services, while on annual leave, compensatory time, or on their own 
time? 
 
If you employ (a) any person who is a current employee of an agency of 
the State of Nevada, or (b) any person who has been an employee of an 
agency of the State of Nevada within the past two (2) years, and if such 
person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity 
of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 


breaches, civil or criminal litigation in which the vendor has been alleged to 
be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as 
a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 
If “Yes”, please provide the following information.  Table can be 
duplicated for each issue being identified. 


 
Question Response 


Date of alleged contract 
failure or breach: 


N/A 


Parties involved: N/A 
Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of 
the dispute: 


N/A 


If the matter has resulted in a 
court case: 


Court Case Number 
  







Question Response 
Status of the litigation:  


 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, 


Insurance Schedule for RFP 3220.  Does your organization currently have or 
will your organization be able to provide the insurance requirements as 
specified in Attachment E. 


 
Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must 
be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify 
any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate 
of Insurance identifying the coverages as specified in Attachment E, 
Insurance Schedule for RFP 3220. 
 
Diplomat Pharmacy Inc. has no exception and agrees to comply with 
the terms of this RFP. 


 
4.1.9 Company background/history and why vendor is qualified to provide the 


services described in this RFP.  Limit response to no more than five (5) pages. 
 


Diplomat Pharmacy, Inc. is the nation’s largest independent specialty 
pharmacy dedicated to servicing the needs of patients, payors, biotechnology 
and pharmaceutical manufacturers, physicians, health systems, hospitals, 
and retailers. Veteran pharmacist Dale Hagerman started Diplomat in 1975 
as a traditional pharmacy with the philosophy of “Take good care of the 
patients and the rest will fall into place.” After 25 years of local service, 
Diplomat transitioned to specialty pharmacy operations. Diplomat is 
dedicated to the delivery of care and therapy management to patients 
nationwide and has built an exceptional reputation for developing creative, 
patient-centric programs that optimize treatment adherence.  
 
Today Diplomat’s Chairman and Chief Executive Officer is Dale’s son, Phil 
Hagerman, who keeps Diplomat focused on improving patient care 
management nationwide. Diplomat is licensed in all 50 states and has the 
ability to ship to all states and U.S. territories for all commercial and 
Medicare payors. Diplomat represents approximately 13 million managed 







lives supported nationally and fills approximately 800,000 prescriptions per 
year from our 18 locations across the United States. 
 
Diplomat can provide patients specialty services for the following disease 
states:  


• Alpha-1 antitrypsin deficiency 
• Anemia/blood modifiers 
• Ankylosing spondylitis 
• Autoimmune neuromuscular disorders 
• Bio-identical hormone therapy 
• Crohn’s disease 
• Cystic fibrosis 
• Growth hormone deficiency 
• Hemophilia 
• Hepatitis B 
• Hepatitis C 
• Hereditary angioedema (HAE) 
• HIV 
• Immune deficiencies 
• Infertility 
• Inflammatory myopathies 
• Lysosomal storage disorders (LSDs) 
• Multiple sclerosis 
• Neurological conditions such as chronic inflammatory 


demyelinating polyneuropathy (CIDP) 
• Nutrition and digestive disorders 
• Oncology  
• Osteoporosis 
• Psoriasis 
• Psoriatic arthritis 
• Pulmonary arterial hypertension 
• Respiratory syncytial virus (RSV) 
• Rheumatoid arthritis 
• Transplant  
• Ulcerative colitis 
• von Willebrand disease 


 
Diplomat Pharmacy, Inc. is a public company. Phil Hagerman, R.Ph, is 
Chairman of the Board of Directors and Chief Executive Officer. Diplomat 
is incorporated in the state of Michigan as a C corporation. 
 
Diplomat owns and operates 18 specialty pharmacies strategically located 
across the United States including: 


• Diplomat’s Great Lakes Distribution Center, Call Center, and 
Corporate Headquarters in Flint, Michigan 







• Diplomat Flint retail pharmacy (Michigan)  
• Diplomat Florida pharmacy  
• Diplomat California pharmacy  
• Diplomat Illinois pharmacy 
• EnvoyHealth non-commercial pharmacy in Flint, Michigan  
• American Homecare Federation (AHF) Connecticut pharmacy 
• American Homecare Federation(AHF) Massachusetts pharmacy 
• MedPro Rx North Carolina pharmacy 
• BioRx Ohio pharmacy  
• BioRx Iowa pharmacy 
• BioRx Massachusetts pharmacy  
• BioRx North Carolina pharmacy  
• BioRx California pharmacy  
• BioRx Arizona pharmacy  
• BioRx Minnesota pharmacy  
• Burman’s Specialty Pharmacy Pennsylvania (Brookhaven)  
• Burman’s Specialty Pharmacy Pennsylvania (Media)  


 
Diplomat’s pharmacy locations are operating at approximately 29% 
dispensing capacity and have the physical capacity to handle future 
expansion and growth. Diplomat purchased a 549,289 square foot facility in 
2010 that houses the company’s corporate headquarters, Great Lakes 
Distribution Center, noncommercial (PAP) pharmacy, call center, and 
patient assistance services. Features include enhanced security, enhanced 
temperature and humidity control, a third party logistics (3PL) system with 
wholesale management capabilities, and a diesel backup power generator. 
 
Differentiators  
Diplomat offers the following high-touch services that make us a strong 
specialty pharmacy partner: 


• Diplomat’s clinical programs deliver clinical and financial 
improvements customized to our clients’ needs 


• Industry leading compliance programs targeted at both individual 
drug therapies and all-inclusive programs for complex disease states 


• Personalized interaction with our clients to meet their needs in 
managing specialty pharmacy trend and spend without 
compromising quality of care  


• Commitment to healthcare excellence and to meeting and exceeding 
industry standards. Being independent allows us the flexibility to 
quickly respond to the needs of our partners and to customize 
programs  


• The ability, desire, and experience to pilot programs to develop new 
and improved ways to manage complex medication therapies while 
also managing ever rising costs 


• We work with our clients who own their own pharmacies, to provide 







back-end support services and will never compete with our clients for 
patients 


• Diplomat independently negotiates purchase and utilization 
discounts, operates with a transparency model, and offers an 
auditable financial structure to meet the needs of our clients 


• Competitive pricing on self-administered and office administered 
drugs to help achieve cost containment goals 


• Ability to address self-administered, office administered, and hospital 
outpatient administered drugs through our comprehensive approach 
to specialty pharmacy management 


• Innovative exact dose dispensing programs for high cost orals 
(oncology, HIV, etc.) 


• A highly qualified and expert team including clinical pharmacists, 
sales and marketing staff, patient care, and clinical support 
personnel to work with our clients and prescribers 


• A national footprint of pharmacies and nursing to address client 
needs for specialty infusion services, including site of care 
management programs  


• A successful history of gaining access to limited distribution drugs, 
both at the time of their launch and post-launch. Diplomat’s current 
portfolio includes more than 90 limited distribution drugs. 


• Diplomat has an innovative oncology management program called 
Diplomat Oncology Connect. The Oncology Connect team provides 
oncology infusion services including product preparation with 
proper dosing and coordination of timely delivery to the prescriber’s 
office or patient’s home.  


• Diplomat’s Retail Specialty Network (RSN) and Hospital Specialty 
Programs (HSP) offer enhanced specialty pharmacy support 
structures that assists patients with therapy and helps grow retail 
pharmacy and hospital outpatient pharmacy business. 


o Diplomat works with a national network of 11 retailers and 
independent pharmacy groups representing approximately 
4,100 retail pharmacy locations through our Retail Specialty 
Network (RSN).  


o RSN provides support for nearly 24,000 patients per month. 
o Diplomat’s Hospital Specialty Programs (HSP) services more 


than 65 hospitals providing tailored specialty services. 
 
Diplomat’s core specialty services include: 


• Fax/phone/e-prescription intake of prescriptions  
• A staff of call center representatives, care coordinators, and 


pharmacists available to consult with patients and prescribers on 
disease and drug therapy related questions 


• Benefits investigation including prior authorization support 







• Patient funding assistance including patient foundation support 
through 501(c)(3) organizations Overnight or second day shipment 
depending on product requirements and patient need 


• Refill reminder calls  
• Standard drug utilization review and utilization management review 


prior to shipment 
Adverse event and side-effect management  
Please see Exhibit 6 - Diplomat Specialty Services for an additional 
overview of Diplomat’s Specialty Services. 
 
Diplomat does not believe in a one size fits all specialty pharmacy program. 
Our autonomy allows us to be more nimble in our approach to patient care 
and spend management in response to the individual needs of each of our 
partners. The high-touch service model, for medications covered both under 
the pharmacy and medical benefit, is at the core of our business and to our 
patients, payors, and prescribers. It is the primary reason our partners 
continue to renew their contracts with us year after year. Our Account 
Management and Clinical teams will work hard as an extension of the 
Hometown Health team with the goal of uncovering opportunities to 
improve patient adherence through continuous monitoring of data; 
providing insight on drugs in the pipeline to help you make the best 
decisions on formulary changes; and sharing of industry trends. We will 
also provide strategies to manage Hometown Health clients’ ongoing 
specialty prescription drug costs through site optimization, utilization 
management, formulary management, and waste minimization (including 
our partial fill program and our policy to never auto-ship medications). 
 
At Diplomat, we believe in a strong focus on care collaboration to ensure 
optimal adherence for all specialty pharmacy and improving clinical 
programs under both the pharmacy and medical benefits. Our model in 
supporting our partners is and has always been 100% transparent. Our 
expertise is in specialty pharmacy which means the offering is not diluted 
with other services and you know exactly what you are paying for with proof 
through reporting presented during the standard quarterly review. With 
Diplomat the strategy is simple, by working closely together, we will create 
an environment for success. 


 
 


 
4.1.10 Length of time vendor has been providing services described in this RFP to 


the public and/or private sector.  Please provide a brief description. 
 
Diplomat has been in operation since 1975 and provided specialty pharmacy 
services since 2000. 


  







Diplomat Pharmacy, Inc. 
 


4.1.11 Financial information and documentation to be included in Part III, 
Confidential Financial Information of vendor’s response in accordance with 
Section 10.5, Part III – Confidential Financial Information.  


 
4.1.11.1 Dun and Bradstreet Number  


 
     07-423-2695 


 
 


4.1.11.2 Federal Tax Identification Number 
 
     38-2063100 


 
 


4.1.11.3 The last two (2) years and current year interim: 
 


4.1.11.3.1 Profit and Loss Statement  
4.1.11.3.2 Balance Statement 


 
As a publicly traded organization, Diplomat can only provide 
financial information that is publically available. 
  
Diplomat Pharmacy, Inc.’s financial reports are available from 
the following link: 
 
http://ir.diplomat.is/investors/sec-filings/ 
 
Diplomat’s financial statements can also be obtained from the 
U.S. Securities and Exchange Commission (SEC) website 
(www.sec.gov) by searching for Diplomat Pharmacy, Inc. or 
DPLO under Company Filings.  


 
 
 



http://ir.diplomat.is/investors/sec-filings/





  


 
Reference #: 1 
Company Name: Diplomat Pharmacy, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: Upper Peninsula Health Plan 


Primary Contact Information 
Name: Sheryl D. Waudby, MS, RPh 
Street Address: 228 W. Washington St. 
City, State, Zip: Marquette, MI 49855 
Phone, including area code: 906.225.7876 
Facsimile, including area code:  
Email address: sdwaudby@uphp.com 


Alternate Contact Information 
Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Transition of specialty patients to 
Diplomat from previous specialty 
pharmacy. 


Original Project/Contract Start 
Date: 


1/1/2014 


Original Project/Contract End 
Date: 


N/A 


Original Project/Contract Value:  
Final Project/Contract Date: N/A 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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Reference #: 2 
Company Name: Diplomat Pharmacy, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: Boston Medical Center HealthNet Plan 


Primary Contact Information 
Name: Arielle Ballard, MPH 
Street Address: Two Copley Place, Suite 600 
City, State, Zip: Boston, MA 02116 
Phone, including area code: Phone: 617.478.3545 
Facsimile, including area code: Fax: 617.897.0800 
Email address: Arielle.Ballard@BMCHP-


wellsense.org 
Alternate Contact Information 


Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Transition of specialty patients to 
Diplomat from previous specialty 
pharmacy. 


Original Project/Contract Start 
Date: 


3/16/2015 


Original Project/Contract End 
Date: 


N/A 


Original Project/Contract Value:  
Final Project/Contract Date: N/A 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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Reference #: 3 
Company Name: Diplomat Pharmacy, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: Wisconsin Physicians Services 


Primary Contact Information 
Name: Michael Chester 
Street Address: P.O. Box 11625 
City, State, Zip: Green Bay, WI 54307 
Phone, including area code: 920.490.6959 
Facsimile, including area code:  
Email address: mike.chester@wpsic.com 


Alternate Contact Information 
Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Transition of specialty patients to 
Diplomat from previous specialty 
pharmacy. 


Original Project/Contract Start 
Date: 


4/1/2014 


Original Project/Contract End 
Date: 


N/A 


Original Project/Contract Value:  
Final Project/Contract Date: N/A 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 
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Company Background and References 


EyeMed Vision Care 


 


Making a genuine difference in the health and well-being of the people and communities we serve 
 



http://www.hometownhealth.com/





4. COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: EyeMed Vision Care, LLC 
Ownership (sole proprietor, partnership, etc.): Limited Liability Corporation 
State of incorporation: Delaware 
Date of incorporation: June 10, 1999 
# of years in business: We’ve been providing vision benefits 


since 1988. 
List of top officers: EyeMed’s leadership team consists of 


the following individuals:  
 
 Lukas Ruecker - President 
 Mike Austin– VP, Provider 


Relations 
 Nelly Bonniol – Senior 


Director, Strategic 
Partnerships 


 Brian Haigis – VP, Finance 
 Kevin Hilst - SVP, Sales & 


Account Management 
 Cathy Holley – VP, Contracts & 


Licensing 
 Dr. John Lahr - Vice President 


& Medical Director 
 Matt MacDonald – VP, 


Marketing & Strategy 
 Jesseca Oscar – Senior 


Director, Human Resources 
 Gib Peters - VP, Operations 
 Mark Popp- VP, Strategic 


Operations 
 Jason Rome- VP, Sales & 


Account Management 
 Marzio Trevisan- CIO & VP, 


Information Technology 
 Marylin Seastrom- Vice 


President 
 Greg Matthews- Vice 


President of Economic Analysis 
 Joe Wende - Senior Director, 


Medical 
Location of company headquarters: 4000 Luxottica Place 


Mason, Ohio 45040 
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Question Response 
Location(s) of the company offices: 4000 Luxottica Place  


Mason, Ohio 45040 
Location(s) of the office that will provide the 
services described in this RFP: 


4000 Luxottica Place 
Mason, Ohio 45040 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


0  


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


618 


Location(s) from which employees will be 
assigned for this project: 


4000 Luxottica Place  
Mason, Ohio 45040 


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized 


pursuant to the laws of another state must register with the State of Nevada, 
Secretary of State’s Office as a foreign corporation before a contract can be 
executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 
 
Confirmed.  


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must 


be appropriately licensed by the State of Nevada, Secretary of State’s 
Office pursuant to NRS76.  Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 


 
Question Response 
Nevada Business License Number: 9742  
Legal Entity Name: First American Administrators 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No X 


 
If “No”, provide explanation. 
 
EyeMed’s wholly-owned subsidiary, First American Administrators (FAA), is 
located within our corporate headquarters. They provide certain claim 
administrative services to members and hold a TPA license in all jurisdictions 
that require them - including Nevada. 
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4.1.4 Vendors are cautioned that some services may contain licensing 
requirement(s).  Vendors shall be proactive in verification of these 
requirements prior to proposal submittal.  Proposals that do not contain the 
requisite licensure may be deemed non-responsive. 


 
Confirmed.  
 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


 


Yes  No X 


 
If “Yes”, complete the following table for each State agency for whom the work 
was performed.  Table can be duplicated for each contract being identified. 


 
Question Response 
Name of State agency: N/A 
State agency contact name: N/A 


Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of 


the State of Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
If “Yes”, please explain when the employee is planning to render services, while 
on annual leave, compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the 
State of Nevada, or (b) any person who has been an employee of an agency of 
the State of Nevada within the past two (2) years, and if such person will be 
performing or producing the services which you will be contracted to provide 
under this contract, you must disclose the identity of each such person in your 
response to this RFP, and specify the services that each person will be expected 
to perform. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 


breaches, civil or criminal litigation in which the vendor has been alleged 
to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity.  Any pending claim or litigation 
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occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded 
as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 


Yes  No X 


 
If “Yes”, please provide the following information.  Table can be duplicated for 
each issue being identified. 


 
Question Response 
Date of alleged contract failure 
or breach: 


N/A 


Parties involved: N/A 
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of 
the dispute: 


N/A 


If the matter has resulted in a 
court case: 


Court Case Number 
N/A N/A 


Status of the litigation: N/A 
 


4.1.8 Vendors must review the insurance requirements specified in Attachment 
E, Insurance Schedule for RFP 3260.  Does your organization currently 
have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 


 


Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions 
at time of proposal submission, the State will not consider any additional 
exceptions and/or assumptions during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3260. 
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4.1.9 Company background/history and why vendor is qualified to provide the 
services described in this RFP.  Limit response to no more than five (5) 
pages. 


 
EyeMed is one of the top managed vision care companies in the nation. More 
than 25 years ago, we were a small LensCrafters discount program and now we 
work with over 12,000 clients to help more than 42 million members see. 
 
Check out some of our major developments: 
 
1988 
Launched under the name LensCrafters Vision Care Management Systems 
 
1995 
We partner with LensCrafters on our network as they join the Luxottica family 
 
1999 
Even more provider options are offered to members – Ophthalmologists, 
Optometrists and Opticians 
 
2004 
Cole Managed Vision joins our team, offering members access to more of the 
nation’s leading optical retailers – Pearle Vision, Sears Optical, Target Optical 
and JCPenney Optical 
 
2010 
We begin supporting our clients’ disease management efforts through EyeMed 
HealthyEyes 
 
2011 
Innovative products are added to our range of plan options – benefits for kids 
and diabetic members, retinal imaging and funded LASIK options 
 
2013 
Online exam scheduling is offered through eyemed.com and EyePrefer is 
launched to give members a range of coverage to choose from for their vision 
care needs 
 
2014 
Launched new tools like our mobile app, allowing the member to manage their 
benefit directly from their smartphone, and our smart locator, with advanced 
search options like provider specialty, hours of operation and available frame 
brands - making access to vision benefits even more convenient! 
 
2015 
Members can now order contact lenses and frames using their in-network 
benefits through contactsdirect.com and Glasses.com 
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At EyeMed, we challenge the status quo, because we truly see vision 
differently. We’re focused on providing our members the network they want, 
benefits that redefine expectations and the experience of benefits made easy.  
 
When clients partner with us, they typically see more employees enroll, more 
use their benefits and more visit an in-network provider. Those are real results 
– because they create a healthier, happier and more productive workforce. 
 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined 
by 42 U.S.C 300e-9? 


 
No.  
 


4.1.10 Length of time vendor has been providing services described in this RFP to 
the public and/or private sector.  Please provide a brief description. 


 
We've been providing vision benefit programs since 1988. With over 25 years of 
experience, we have a world of knowledge in the vision benefits industry. In 
fact, EyeMed is 100% dedicated to vision care benefits. This allows us to narrow 
in on one specific product and service. It enables us to focus and excel in 
changing the way members experience eye care and eyewear – making sure 
they get the most out of their vision benefit.  


 
4.1.11 Corporate Background 


 
4.1.11.1 Provide a general description of the primary business of your 


organization and its client base. Include the length of time vendor 
has been providing services described in this RFP to the public 
and/or private sector.   


 
EyeMed has been providing vision benefit programs since 1988. With 
over 25 years of experience, 12,000 clients and 42 million members, we 
have a world of knowledge in the vision benefits industry. In fact, 
EyeMed is 100% dedicated to vision care benefits. This allows us to 
narrow in on one specific product and service. It enables us to focus and 
excel in changing the way members experience eye care and eyewear – 
making sure they get the most out of their vision benefit.  


 
4.1.11.2 Provide a brief history and current company ownership including 


the ultimate parent organization and major shareholders/principals.   
 


EyeMed is part of the Luxottica family of companies and 100% owned 
by Luxottica Retail North America. Luxottica is the leading retailer of 
fashion and prescription eyewear and boasts one of the most 
impressive brand portfolios in the industry.  
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Check out some of EyeMed’s major developments: 
 
1988 
Launched under the name LensCrafters Vision Care Management 
Systems 
 
1995 
We partner with LensCrafters on our network as they join the Luxottica 
family 
 
1999 
Even more provider options are offered to members – 
Ophthalmologists, Optometrists and Opticians 
 
2004 
Cole Managed Vision joins our team, offering members access to more 
of the nation’s leading optical retailers – Pearle Vision, Sears Optical, 
Target Optical and JCPenney Optical 
 
2010 
We begin supporting our clients’ disease management efforts through 
EyeMed HealthyEyes 
 
2011 
Innovative products are added to our range of plan options – benefits 
for kids and diabetic members, retinal imaging and funded LASIK 
options 
 
2013 
Online exam scheduling is offered through eyemed.com and EyePrefer 
is launched to give members a range of coverage to choose from for 
their vision care needs 
 
2014 
Launched new tools like our mobile app, allowing the member to 
manage their benefit directly from their smartphone, and our smart 
locator, with advanced search options like provider specialty, hours of 
operation and available frame brands - making access to vision 
benefits even more convenient! 
 
2015 
Members can now order contact lenses and frames using their in-
network benefits through contactsdirect.com and Glasses.com 


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If 


so, please list the state of residence.  Does your resident state apply 
a preference, which is not afforded to bidders or vendors who are 
residents in the state of Nevada?  This information may be utilized 
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in determining whether an inverse preference applies pursuant to 
Nevada Revised Statutes. 


 
While we were incorporated in Delaware, our domicile state is Ohio. In 
addition, we are not aware of a preference in the State of Ohio that is 
not afforded to residents of the State of Nevada.   


 
4.1.11.4 The location of disaster recovery back-up site. 


 
We know the importance of keeping our data secure because we know 
it helps protect members’ privacy. So, we’ve established an IT disaster 
recovery plan that covers critical aspects of our business. Our last 
update was in December 2015, and we review it annually. Fortunately, 
there has never been a need to implement the plan.  
 
This plan covers both major and minor events. It also provides for full 
redundancy of operating systems (hardware and connection lines) 
between our primary data center in Suwannee, Georgia and our 
alternate data center in Alpharetta, Georgia. This means we can 
recover service to our clients, members and providers quickly and 
efficiently with minimal interruption. 


 
4.1.11.5 The name, address and telephone number of the Vendor’s point of 


contact for a contract resulting from this RFP. 
 


Catherine Charlton  
Sr. National Account Manager 
4000 Luxottica Place 
Mason, Ohio 45040 
513.765.3347 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 
EyeMed has 618 employees and is part of the Luxottica family of 
companies. Because our financials aren’t reported separately, our 
revenue rolls up into the statements of Luxottica, the global leader in 
eyewear manufacturing and distribution. Luxottica’s annual revenue 
in 2014 was $10.2 billion and $10 billion in 2015.  
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4.1.11.7 The organizational chart of your senior management by function 
including key personnel. 


 


 


 
4.1.11.8 The areas of specialization. 


 
Our only focus is vision benefits. This allows us to narrow in on one 
specific product and service. 


 
4.1.11.9 The Company’s main product/service lines and annual revenues for 


each product/service line for the two most recent years for which 
full data are available. 


 
EyeMed is 100% dedicated to vision care benefits. And because our 
financials aren’t reported separately, our revenue rolls up into the 
statements of Luxottica, the global leader in eyewear manufacturing 
and distribution. Luxottica’s annual revenue in 2014 was $10.2 billion 
and $10 billion in 2015. 


 
 
 


4.1.11.10The corporate philosophy and mission statement. 
 


Philosophy: For us, helping members achieve better, healthier vision 
couldn’t be more important. It’s at the heart of our business, driving 
everything that we do. 
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As a company, we want to continue to challenge the status quo and 
provide our customers and their members with more of what’s best, 
not more of the same. We do that by giving members the network 
they want with vision benefits that redefine expectations, all while 
making the experience easy for them. 
 
Mission: To create the vision benefit solutions that members 
appreciate most. 


 
4.1.11.11A description of any plans for future growth and development of 


your organization. 
 


We'll continue to focus on growing our organization, but information 
on future changes, mergers or acquisitions is confidential.  


 
4.1.11.12Please identify any recent market expansion and/or business line 


addition by your organization.  Describe the implementation 
approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, 
what kind of planning and project management techniques, what 
resources and organization, etc.? 


 
We strive to be innovators in the vision industry. We’re always looking 
for new ways and new products to make the EyeMed experience even 
better. With clients and members at the center of everything we do, 
we continue to grow our business and use industry trends to determine 
market expansion and project management techniques.   


 
4.1.11.13Length of time vendor has been providing services described in 


this RFP to the public and/or private sector.  Please provide a brief 
description. 


 
We've been providing vision benefit programs since 1988. With over 25 
years of experience, we have a world of knowledge in the vision 
benefits industry. In fact, EyeMed is 100% dedicated to vision care 
benefits. This allows us to narrow in on one specific product and 
service. It enables us to focus and excel in changing the way members 
experience eye care and eyewear – making sure they get the most out 
of their vision benefit.  


 
 


4.1.12 Experience 
 


4.1.12.1 Explain in detail the experience your organization has in providing 
the services requested in this RFP, including specific experience 
with the following: 
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A.  Managing a network of Medicaid Providers; 
 


We have experience with Medicaid in multiple states as well as 
have the appropriated licenses. 


 
B.  Managed care programs for Medicaid recipients; 


 
We support multiple health plans across the country with 
various managed care programs to provide vision care 
solutions. 


 
C.  Managing and improving health outcomes for program 


recipients; 
 


We partner with health plans to support various diabetic 
outreach programs, which improve health outcomes.  


 
D.  Administering Medicaid utilization and case management 


programs; 
 


Not applicable.  
 


E.  Medicaid claims processing and adjudication; 
 


We support multiple health plans across the country including 
claims processing and adjudication.  


 
F.  Project management; and 


 
We have an Implementation team with years of experience 
delivering successful managed vision care implementations. In 
fact, they have received a 100% satisfaction rating for the past 
9 years in a row.  


 
G.  Qualifications of key personnel. 


 
Please see attached for a copy of Catherine’s resume.  


 
4.1.12.2 Describe your experience with performance incentives based on 


targeted health outcome standards.  In addition, identify specific 
performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


 
We work with our health plan partners to develop targeted programs 
for improving health outcomes (ex. diabetic retinal exams), but we are 
not paid on a contingent basis for a specific performance. The specific 
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performance measure would be the percentage of diabetics receiving 
a comprehensive eye exam.  


 
4.1.12.3 Describe where you have invested in the improvement of services, 


treatment protocols, and development of best practices. 
 


Take a look at the ways we target areas for quality improvement: 
 
Meetings and quality reviews by our leaders 
 Focus: overall quality 
 Description: organizational leaders from each department meet 


to review current performance against quality goals 
 
Key performance indicator report 
 Focus: overall quality 
 Description: a weekly report reviewed by management that 


identifies current performance across key areas of the business 
 
Customer satisfaction survey 
 Focus: customer satisfaction with the call center interaction 
 Description: an independent, ongoing survey that measures 


customers' satisfaction with their interaction with our Customer 
Care Center and is conducted daily and reviewed monthly by 
management. 


 
Member grievance procedure 
 Focus: member satisfaction 
 Description: a formal complaint process that ensures we resolve 


member issues quickly and document them to drive quality 
initiatives 


 
Member satisfaction survey (MSAT) 
 Focus: member satisfaction 
 Description: an independent, ongoing survey that measures 


members’ satisfaction with our network providers and is 
reported twice a year 


 
Provider satisfaction survey (PSAT) 
 Focus: provider satisfaction 
 Description: an annual assessment that looks into how we 


manage our provider network and identifies any areas where 
we can improve 


 
4.1.12.4 Describe the experience your organization has had working with 


state government and/or experience in specifically related services.   
 


EyeMed provides vision benefits for hundreds of government/public 
administration clients through our direct commercial business. But 
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with our insurance partner relationships, we are typically a 
subcontractor to the health plan who has a relationship with the state 
government.   


 
4.1.12.5 Provide the names, résumés, and any additional pertinent 


information regarding key personnel responsible for performance 
of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to 
the requirements set forth herein.  This information must be 
included in vendor’s technical response to the RFP. 


 
Please see attached for a copy of Catherine’s resume.  


 
4.1.12.6 Provide the names of any additional full-time staff and project 


supervisors with contract responsibilities in the following area: 
 


A.  Information Systems 
 


B.  Utilization/Case Management 
 


C.  Claims Payment 
 


D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 
416) 


 
E.  Health Education 


 
F.  Data Coding 


 
G.  Contract Negotiation Specialists/Network Recruiters 


 
H.  Encounter Data 


 
I.  Other staff as needed for project 


 
Please see the organizational chart above for specific details of 
our organization.  However, as the Account Manager, 
Catherine will field any questions through the organization in 
the event that inquiries need to be resolved across functions.  


 
4.1.12.7 Provide copies of any current licenses or certifications, including 


your license to operate as an HMO in Nevada.   
 


Please see attached for a copy of First American Administrators 
Nevada license.  
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4.1.12.8 List any bilingual staff, the area to which they are assigned and the 
languages spoken. 


 
In order to provide fast and comfortable service to everyone, we offer 
interpretation services in 217 languages. For added convenience, we 
also employ Spanish-speaking representatives in our Customer Care 
Center. No matter what language our members speak, we're here to 
make sure they get the most out of their vision plan. 


 
4.1.12.9 List any associations or organizations to which the organization 


belongs. 
 


We take on a leadership role in vision health, both as a participating 
member of the Care Continuum Alliance, as well as board membership, 
sponsorships and networking opportunities with industry-leading 
organizations, such as the National Association of Vision Care Plans, 
The Vision Council, American Optometric Association, American 
Academy of Optometry and Ophthalmology, Vision Expo and 
Optician's Association of America. 


 
4.1.13 Health Information Exchange Questions: 


 
4.1.13.1 What percentage of providers in your network participate in the 


HealtHIE Nevada statewide health information exchange (HIE)?  
Please indicate your answer using the following table: 


 
Provider Category % Participation 


Financial 
Participation Only 


Financial 
Participation and 
Provide Data into 
the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 


Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other N/A N/A 


 N/A N/A 
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4.1.13.2 Do you now, or do you have plans in the next year to, encourage 


providers in your network to participate in the HealtHIE Nevada 
statewide health information exchange?  Please describe. 


 
We do not have plans to have our providers participate at this time.  


 
4.1.13.3 If you currently participate in HealtHIE Nevada, please describe 


how you use the tool to improve the health of your managed care 
populations and to control plan costs. 


 
Not applicable.  
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Reference #: 1 
Company Name: EyeMed Vision Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: BlueCross BlueShield Tennessee 


Primary Contact Information 
Name: Susan Emmett 
Street Address: One Cameron Hill 
City, State, Zip: Chattanooga, TN 37402 
Phone, including area code: 423.535.6751 
Facsimile, including area code:  
Email address: Susan_Emmett@BCBST.com 


Alternate Contact Information 
Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Vision Network, Claims 
Administration, Customer Service 


Original Project/Contract Start 
Date: 


10/1/2009 


Original Project/Contract End 
Date: 


Current 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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Reference #: 2 
Company Name: EyeMed Vision Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR      X SUBCONTRACTOR 
Project Name: IU Health Plans 


Primary Contact Information 
Name: Eric Neuville 
Street Address: 950 N. Meridian Street, Suite #200 
City, State, Zip: Indianapolis, IN 46204 
Phone, including area code: (317) 963-1835 
Facsimile, including area code:  
Email address: eneuville@iuhealth.org 


Alternate Contact Information 
Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Vision Network, Claims 
Administration, Customer Service 


Original Project/Contract Start 
Date: 


1/1/15 


Original Project/Contract End 
Date: 


Current 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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Reference #: 3 
Company Name: EyeMed Vision Care 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR       X SUBCONTRACTOR 
Project Name: Optima Health 


Primary Contact Information 
Name: Mike Ryder 
Street Address: 4417 Corporation Lane 
City, State, Zip: Virginia Beach, VA 23462 
Phone, including area code: 757.552.7273 
Facsimile, including area code:  
Email address: jmryder@sentara.com 


Alternate Contact Information 
Name: N/A 
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Vision Network, Claims 
Administration, Customer Service 


Original Project/Contract Start 
Date: 


7/1/1999 


Original Project/Contract End 
Date: 


Current 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Plan Inc 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor: 


The following information requested pertains to the individual being proposed for this project. 


Name: Ty A. Windfeldt Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Chief Executive Officer 
# of Years in Classification: 5 # of Years with Firm: 20 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Dynamic 19-year senior leadership and management career pioneered in leading with enthusiasm 
and passion. Experienced in all aspects of organizational management, design, and innovation to 
create highly skilled teams to achieve results. Consistently evolving in a dynamic environment to 
increase revenue and maximize customer satisfaction. 


♦ Exceptionally well organized with a track record that demonstrates self-motivation, creativity,
and innovation to achieve both personal and professional goals.


♦ Results oriented with consistent operational performance evaluations, effective communication
skills, and engagement amongst multi-disciplinary teams.


♦ Fiscally responsible, setting and managing quarter of a Billion dollar budget to maximize
profitability while maintaining organizational effectiveness.


♦ Outstanding success in building and maintaining long term relationships with key decision
makers, establishing large volumes of business with high profit accounts with high levels of
retention and loyalty.


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


PROFESSIONAL EXPERIENCE  
2010 – Current   Hometown Health, Reno, NV 


 
CHIEF EXECUTIVE OFFICER  
Led Hometown Health to outperform in all aspects including profitability and growth during the 
country’s worst economic times. Generated the strongest results out of all the Accountable Groups 
within the Integrated Health System (Renown Health). Responsible to set strategic vision and 
develop business plans to ensure success.   


Key Achievements 
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♦ Exceeded profitability targets each year achieving the highest profitability the organization
had in its 24-year history.


♦ Established core leadership team to create business plans and strategic direction for health
care reform changes


♦ Secured capital budgets to invest significant resources into new systems for entry into the
health care exchanges.


♦ Created Healthy Tracks, a health and wellness program to promote health education and
improvement. Enrolled more than 30,000 employees in less than two years.


♦ Developed process improvement programs to maximize Hierarchical Condition Categories
(HCC) which led to significant increase in revenue from CMS.


2009 – 2010   Renown Health, Reno, NV  
VICE PRESIDENT BUSINESS DEVELOPMENT  
Senior leadership position with an integrated healthcare company generating revenues over $1 
billon and employs more than, 4,500 people. Participation on the Presidents Council to develop 
strategic initiatives and vision for the organization. Responsible for exceeding organizational goals 
and objectives, building relationships to generating new business, stewardship management and 
budgeting, and overseeing high functioning, complex teams to maximize efficient and effective 
processes.  


Key Achievements 


♦ Redesigned organizational structure to streamline work-flow, increasing productivity and
reducing expenses by 13%.


♦ Developed strategic business plan to focus on initiatives resulting in increased market
share from budgeted expectations.


♦ Implemented process improvement programs that align workflows with organizational
strategies and objectives.


♦ Created customer satisfaction feedback tool that provides information to stakeholders on a
timely basis to improve organizational effectiveness and increase sales by creating
products and services the customer desires.


2003 – 2009 Hometown Health, Reno, NV  
SALES AND SERVICE DIRECTOR 


Managed and directed the departments of Sales and Marketing, Customer Service, Health Hotline, 
Provider Relations, and Printed Materials. Was responsible for a team of 65 individuals, including 
four managers. Provided leadership and oversight for the organization, which included creating and 
implementing strategies and goals to meet the revenue and growth objectives, as established by the 
Board of Directors. Designed and implemented new products and services to meet the needs of the 
customer. Worked with other Directors and Senior Leadership to ensure the company was meeting 
its goals and objectives.  


Key Achievements 


♦ Maintained 97% retention of all existing accounts. Created new sales processes to
capitalize on the company’s strengths and leverage the local presence in service and
product offerings.


♦ Exceeded new business growth objectives and increased market share each year in the
position.
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♦ Identified the need to pursue and market Workers Compensation administration. Worked
with the team to create and implement a comprehensive marketing plan.


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
Masters of Business Administration 
University of Phoenix 
Bachelor of Science 
University of Nevada 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Certified Health Insurance Executive 
America’s Health Insurance Plans 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Gonzalo Hernandez 
Washoe County School District 
Reno, Nevada 
775-348-3853 
ghernandez@washoeschools.net 


Bruce Mackay 
Eldorado Hotel & Casino 
Reno, Nevada 
775-348-9280 
mackayb@eldoradoreno.com 


Mike Wurm, Chief Professional Officer 
Boys & Girls Club of Truckee Meadows 
Reno, Nevada 
775-331-5437 x203 
mwurm@bgctm.org 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Plan Inc 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor: 


The following information requested pertains to the individual being proposed for this project. 


Name: Matthew Ladich Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Chief Operating Officer 
# of Years in Classification: 1 # of Years with Firm: 15 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Hometown Health Administration - Renown Health Reno, NV – Chief Operating Officer (Mar 2015-Curr) 
• Collaborate with all operational areas of the organization, external partners to create one of the highest


rated plans in Nevada 
• Successful negotiation and implementation of multiple vendor contracts, including Pharmacy Benefit


Manager (PBM) 
• Institute process improvements projects resulting in greater Member satisfaction, structural modifications to


enhance effectiveness 
• Involved in all facets of operations; product development, financial activity, customer service, quality,


claims, information technology 


Hometown Health Government Programs - Renown Health Reno, NV – Director of Government Programs (Nov 
2006-Mar 2015) 


• Report directly to Vice President of Renown Health, CEO Hometown Health
• Accountable for the successful administration of all Medicare products (MAPD, PDP, MediGap) offered by


Hometown Health
• Established effective compliance program, managed CMS Audit activity, provided strategic direction for


oversight and monitoring
• Designed Business Plans, marketing campaigns, sales activity, resulting in Membership growth of 20%


each of the last 5 years


Hometown Health Government Programs - Renown Health Reno, NV – Senior Care Plus Manager (May 2005-Nov 
2006) 


• Report directly to Director of Government Programs
• Supervise a staff of individuals responsible for the successful administration of a Medicare Advantage


Health Insurance Plan
• Develop, implement and coordinate compliance program adhering to state and federal regulations and


requirements
• Design and develop sales and marketing activities to increase membership while adhering to Medicare


guidelines
• Identify and develop opportunities to maximize reimbursement and reconcile premium.


Hometown Health Information Resources - Washoe Health System Reno, NV – Business Analyst (Dec. 2004-May 
2005) 


• Report directly to Director of Marketing and Director of Customer Services
• Provide financial information, reporting, and analysis as an aid in system wide decision making
• Develop and maintain databases utilizing general ledger, medical management system, or Data


Warehouse (Access/SQL)
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• Identify medical cost and utilization patterns, which yield savings to Managed Care Plans (HMO,PPO,TPA,
Medicare)


• Design and develop data structures that provide easy and manageable access for user applications


Hometown Health Finance - Washoe Health System Reno, NV – Senior Financial Analyst (May 2003-Dec. 2004) 
• Report directly to Director of Finance
• Develop analytical reports of insured employer groups and medical providers' practices
• Develop analytical reports of operational and performance measures, as well as leadership accountabilities
• Develop, maintain, and enhance reporting system to monitor Incurred but Not Reported Liabilities (IBNR)
• Assist in Centers for Medicare and Medicaid Services “Adjusted Community Rates” filing and audit


Hometown Health Information Resources - Washoe Health System Reno, NV – Financial Analyst (June 2000-May 
2003) 


• Analyze provider fee schedules, referral and performance patterns
• Present analysis of underlying trends to senior management for purpose of enhancing understanding of


industry changes
• Identify, develop, and report on special projects and requests from senior management


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Hometown Health Administration - Renown Health Reno, NV – Chief Operating Officer (Mar 2015-Curr) 
• Collaborate with all operational areas of the organization, external partners to create one of the highest


rated plans in Nevada 
• Successful negotiation and implementation of multiple vendor contracts, including Pharmacy Benefit


Manager (PBM) 
• Institute process improvements projects resulting in greater Member satisfaction, structural modifications to


enhance effectiveness 
• Involved in all facets of operations; product development, financial activity, customer service, quality,


claims, information technology 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


• MBA - Master's in Business Administration (Mgt.) - University of the Pacific (COB) Stockton, CA
• BSBA - Bachelor of Science in Business Administration (HR Mgt.) - Northern Arizona University (COB)


Flagstaff, AZ
• In progress - MPA - Master’s in Public Administration (PSC) - University of Nevada-Reno (PS)  Reno, NV –


completed course work
• Kenston High School (College Preparatory) - Chagrin Falls, OH


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


• Certified Health Insurance Executive (AHIP) / Licensed Health Insurance producer in the State of the
Nevada (Active)


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


• Ty Windfeldt, Renown Vice President and Hometown Health CEO, Hometown Health, 775-982-3105, 775-
982-3740, twindfeldt@hometownhealth.com
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• Jodie Atchley,  Associate Vice President, Federal Health Reform and Medicare Programs, Rocky Mountain
Health Plan, 970-248-5053, jodie.atchley@rmhp.org


• Jeff Butcher, Chief Financial Officer (CFO), Providence Health Plan, 503-574-7500,
jbutcher@providencehealth.com
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Providers Insurance Company, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor: 


The following information requested pertains to the individual being proposed for this project. 


Name: Linda Ash-Jackson, M.D. Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Chief Medical Officer 
# of Years in Classification: 2 # of Years with Firm: 10 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Thirty five years of health care delivery and management experience marked by significant 
responsibilities and accomplishments in complex healthcare delivery system management for local and 
nationally known insurance and high tech companies        


Solid reputation for achieving quantifiable results, bottom-line improvements, defining opportunities, and 
motivating high performing medical and administrative teams 


Successful record in management, design, and implementation of strategic and operation al initiatives 
with the ability to manage operational level details and tasks as necessary 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Renown Health Vice President and   October 2014-present 
Chief Medical Officer Hometown Health July 2013-present 
Medical Director Hometown Health  March 2005 / June 2013 
Reno, Nevada 


• Responsible for all medical management functions for the market leader for 100,000 commercial
managed care and Medicare Advantage plan and TPA clients including medical policy, quality,
credentialing, utilization, case management, disease management, ad hoc contracting, fraud and
abuse evaluation and targeting, and pharmacy management for the largest provider sponsored
health plan in Northern Nevada


• Manage a staff of 50 employees; nurse case managers, pharmacists, quality specialists, and
referral specialists with administrative costs lower than benchmark for provider sponsored plan


• Interface daily with Sales, Marketing, and Underwriting on group selection, pricing, and client
service.


• Analyze and manage contracting and cost trends for the market
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• Significant responsibility for product design and development and management, medical
underwriting, and self-funded and fully insured customer contacts and support


• Frequently consult and present to clients both fully insured and self funded for cost and quality
management initiatives


• Actively manages the clinical side of Medicare HCC risk scoring process for reimbursement for
Medicare risk plan including data extract specifications, medical record review, and predictive
reimbursement modeling


• Increased Medicare risk score by 20% per year for past 3 years through data analysis, data
extract configuration, physician education, and improved medical record review process.


• Medicare Advantage Plan, Senior Care Plus, a 4.5 star plan, has the highest patient satisfaction
in the state with 15-20% membership growth year over year for past 4 years.  Five star Plan
overall, customer service, and Healthcare overall ratings.


• Developed Performance management program for both community and employed physicians
utilizing quality and utilization indicators


• Designed and managed physician and hospital portion of risk based contracting for HMO and
senior product


Utilization Management Medical Director Renown Health May 2006-March 2009 


• Physician advisor for Renown Regional Medical Center (licensed 800 beds) and Renown South
Meadows(licensed 76 beds) Medical Center including Renown Rehabilitation Hospital (licensed
60 beds)


• Conducted Medical Director Rounds with case managers four days a week and Difficult
Discharge meetings weekly for problem discharges with complex medical and funding problems


• Managed a staff of 65 including nurse case managers, social workers, and care coordination
assistants who provide all inpatient utilization review, case management, and discharge planning
for the 600 plus active beds in the Renown Health System


• Implemented CMS compliant Utilization Management plan for Renown Regional Medical Center,
Level II Trauma Center


• Successfully managed a Probe audit for the Rehabilitation Hospital in 2007-2008for dates of
service 2005-2006; Initial denial rate of 40 cases was 53%.  Reviewed and appealed through the
ALJ to a denial rate of 30%.


• Successful Probe follow up concurrent random focused prepayment review for Rehabilitation
Hospital resulted in denial rate of 15%.  Hospital was not placed on ongoing review.


Physician Advisor Renown Business Office May 2006-June 2011 


• Provide resource, peer to peer insurer medical director review, and direction to nurses for all
appeals and insurer and Medicaid and Medicaid denials.  Instrumental in physician review and


Revised:  09-25-13 Resume Form Page 2 of 6 







appeals that favorably resolved over 2 million dollars of Accounts Receivable for Medicaid 
patients as well as over $300,000 of commercial managed care claims 


• Physician advisor for RAC audit process, RAC responses  and management


Chief Medical Officer   December 2000- 
de Novis, Inc.  August 2004  
Health care payment system startup, 
Lexington, MA. 


• Served on initial senior team for product strategy and design


• Worked with language and data architecture design teams on detailed industry needs and
requirements that resulted in patented language and data architecture


• Developed and interpreted for medical policy, clinical protocols, and medical claims protocols;
involved with product design, business configuration, and deployment of the product for 2
successful Proof of Concept projects


• Performed detailed analysis of CHAMPUS program for potential deployment of system


• Produced written detailed analysis of Medicare claims payment systems commissioned by Center
for Medicare and Medicaid Services that resulted in additional consulting agreements with CMS


Senior Vice President, Sokolov, Schwab, and Bennett  April 2000-Dec. 2000 
Healthcare Consulting  
Los Angeles, CA 


• Created proposal for medical cost management and utilization management solutions
for major national health care insurer client


• Managed successful license review for local Los Angeles HMO in danger of losing its license


• Performed detailed analysis of hospital bed census and opportunities for efficiencies


Vice President and Core National Medical Director June 1994-Dec.1999 


Aetna Health Care 
Middletown, CT 


Successful career at Aetna was marked by increasing responsibility for national health care policy and 
health care operations responsibilities.  Aetna had 14 million members during career there 


• Functioned well using a mature balanced approach to management in a heavily matrixed,
complicated environment


• Managed a staff of 200 employees with 10 physician and non-physician direct reports and
budgets of 12- 15 million dollars


Responsibilities and accomplishments included: 
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• NCQA accreditations, credentialing, and quality improvement for all Aetna sites


o Achieved full NCQA accreditations in 13 markets over 2 ½ years after history of 2 failures


 Centralized credentialing policy and operations for all 300,000 + Aetna providers with reduction of
per physician credentialing cost of $200 to $80 and chaired National Peer review committee for
all PPO providers throughout US


 Led Business Process Reengineering Team for Aetna for project to standardize processes and
systems across 22 health plans and systems


 Developed with staff, Clinical Coverage Policy and Technology Assessments for first national
health care company web publication


 Chaired national Pharmacy and Therapeutics Committee Chairperson for formulary management


 Responsible for Care Management Policy and Operations including case management and
medical cost management activities including the consolidation of  55 utilization management
sites to12 sites with standard policy and programs including Milliman criteria


 Implemented standard based Clinical Coverage Policy and clinical guideline design and
implementation with disease management program roll out


 Consolidated Network Policy and Programs and streamlined them with consistent standards for
recruitment, credentialing, and contracting throughout the country that allowed for necessary local
adaptation for optimization of provider-health plan relationships


 Worked closely with PDM department to redefine data structure needed to support complex
contracting and network requirements that would also support credentialing policy and system
needs


 Performed Merger and Acquisition due diligence and operational planning and consolidation of
clinical departments in US and abroad for Aetna USHC merger, Aetna NYLCare merger with
substantial efficiencies and improved quality processes with consolidation of functions, and for
Aetna International’s acquisition of Cruz Blanca in Chile in 1998


 Operated rental PPO’s and Utilization Management company as acting CEO of Ethix Corporation,
maintaining customer base, employee morale, network size and profitability for 15 months until
the companies could be divested


Vice President and Medical Director of May 1989-June 1994 
CIGNA Health Plan of Florida, Tampa 


Chief of Staff of 2 Healthcare centers  August 1987-May 1989 
Utilization advisor and Chief of Internal Medicine 


 Staff Model


o Managed Staff model operations, 220 FTEs, 7 health care centers, 2 urgent care centers,
optical centers, and pharmacies, and managed the 45 employed physicians and
optometrists and 6-8 independent contracted physicians with less than 5% physician
turnover per year.
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o Directly supervised 16 direct reports including 11 physician direct reports, Health center
operations, optometry, pharmacy, quality improvement, network, and utilization
management


o Supervised renovation and relocation of 2 healthcare centers with design to decrease cost
per visit


o Established and staffed 2 urgent care centers to decrease overall emergency room costs
for health plan


o Established nurse advice line with protocols to improve members access to care,
decrease ER costs, and to redirect patients into care at health care centers


o Held bottom line responsibility for physician productivity and all costs associated with the
delivery of health care including physical plant and support employees


o Managed CIGNA's staff model trend at 3-5% over the 7 years.


 Physician productivity and staff model panel size grew by 20% during 1993 and
Staff model trend was –18%


 IPA and Staff


o Integrated Equicor group model and clinical and quality functions into CIGNA operations
and assumed Medical Director responsibility for both companies in 1990


o Developed and delivered group and physician medical cost profiling and incentive process


o Recruited and managed IPA network of 2000 private practice physicians and hospitals


o Implemented inpatient utilization management program based on Interqual criteria and
M&R targets, hospital review program, and case management program that resulted in
decreased medical trend and hospital days of less than 280 per thousand commercial
(early 1990’s days)


o Managed all risk based contracting, capitation contracting, and settlements


o Played instrumental role in CIGNA’s rise from sixth place to first place in market share for
membership over 2 year period and in winning CIGNA’s Superior Achievement Award four
of five years of her tenure


o Maintained combined IPA and Staff medical inflation at an annual rate of 6% over the 7
years


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Harvard University School of Medicine Clinical Fellow in Medicine 1977-80 
Boston, Massachusetts 


New England Deaconess Hospital Residency - Internal Medicine 1977-80 
Boston, Massachusetts 


Hahnemann Medical College and Hospital Medical Degree 1977 
Philadelphia, Pennsylvania 
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Case Western Reserve University Bachelor of Arts - Biology 1972 
Cleveland, Ohio 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Florida License #036150- active expires 1/31/2016  1980-present 


Nevada Administrative license #RL227- active expires 6/30/2017 2005-present 


Colorado Administrative license-inactive since 2006  2005 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Stephen Bajo, MD 
Renown Health Vice President 
Chief Medical Officer – Renown Medical Group 
1155 Mill Street 
Reno, NV 89502 
775.982.5592 
sbajo@renown.org 


Joe Jasmon, Chief Operating Officer 
The LaSalle Group 
545 East John Carpenter Freeway, Ste. 500 
Irving,TX 75062 
800.452.7255 
joejasmon@gmail.com 


Troy Smith, Vice President 
Optum Health  
775-742-8662 
Troy.Smith@optum.com  


Revised:  09-25-13 Resume Form Page 6 of 6 



mailto:sbajo@renown.org

mailto:joejasmon@gmail.com

mailto:Troy.Smith@optum.com





PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Hometown Health Plan, Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: x Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sam King  Key Personnel: 
(Yes/No) yes 


Individual’s Title: Chief Financial Officer  
# of Years in Classification: 4 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Twenty years of experience providing financial leadership in healthcare and insurance business 
environments. Ten years in key leadership roles in the Northern Nevada market. 
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Hometown Health  Reno, Nevada 


Chief Financial Officer 2012 – Present  
 Responsible for the overall financial management of Hometown Health companies 


 
Renown Regional Medical Center Reno, Nevada  


Chief Financial Officer 2010-2012 
 Responsible for the financial operations of northern Nevada’s largest tertiary care hospital 


 
Saint Mary’s Reno, Nevada  


      Chief Financial Officer 2007-2010  
 Financial leadership responsibility for the integrated health network including Saint Mary’s 


Regional Medical Center, Saint Mary’s Primary & Urgent Care Centers and Saint Mary’s Health 
Plans 


      
Renown Regional Medical Center Reno, Nevada  
Director of Finance 2003-2007 
 Financial leadership responsibility for the medical center. 


 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Golden Gate University, San Francisco, California — Master of Business Administration 
New School for Social Research, New York,  New York,  — Bachelor of Arts 
 
 


Revised:  09-25-13 Resume Form Page 1 of 2 







CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
AHIP Certified Healthcare Insurance Executive, June 2016 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
 
Helen Lidholm 
CEO, Saint Mary’s Regional Medical Center 
Former peer during CHW ownership 
775-770-3000 
Linkedin.com/in/helen-lidholm-1126541 
 
Mike Uboldi 
Former CEO, Saint Mary’s Regional Medical Center 
Prior supervisor (matrixed) during CHW ownership 
775-770-3000 
Linkedin.com/in/michael-j-uboldi-fache-154b019 
 
Gary Conner 
Former Regional Vice President & CFO 
Prior supervisor (direct) at CHW 
484-628-8000 
Linkedin.com/in/gary-conner-1054a277 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Hometown Health Plan, Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: John Osmond Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Non-Clinical Health Services 
# of Years in Classification: 5 Months # of Years with Firm: 5 Months 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Over 25 years of leadership experience in the insurance industry with a focus on group health HMO, 
PPO, Medicare Advantage and Self-insured plan operations. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Hometown Health Director of Non-Clinical, March 2016 – Present, Reno, NV 
Managing Principal, CGN Global, June 2015 – March 2016, Peoria, IL 
Hometown Health Director of Customer Service Operations, June 2007 – June 2015, Reno, NV 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Nevada – Reno, NV 
Bachelor of Science – Business Administration 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
State of Nevada Health and Life Insurance Producer 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Tara Canty, Vice President of Operations, ArroHealth, Phone - 309-678-8347, email:  
tdcanty@yahoo.com 
 
Jamie Winter, Associate General Counsel, Hometown Health, Phone 775-982-3246, Fax: 775-982-3740, 
email:jwinter@hometownhealth.com 
  
Tracy Walker, Manager of Contracting, Hometown Health, Phone 775-982-3008, Fax:  775-982-3740,  
Email: twalker@hometownhealth.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Plan Inc 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor: 


The following information requested pertains to the individual being proposed for this project. 


Name: Ryan Hopkins Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Customer Service 
# of Years in Classification: 4mos. # of Years with Firm: 1 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Management 


· Director of Customer Service Operations at Hometown Health, overseeing the Customer Service
Call Center and Appeals and Grievance Department. I am tasked with ensuring my department
provides the highest level of Customer Service, meeting stringent performance goals, and making
sure that Customer Service evolves to function efficiently and effectively.


Sales 


· Thirteen years of sales experience in medical/dental distribution and television broadcast air time.


Communication 


· Highly effective communicator experienced in delivering plans for new corporate initiatives,
employee evaluations and corrective actions. In current Director role, I chair and participate in
numerous committees focused on growth and compliance in the field of Health Insurance.


Leadership 


· Regularly lead teams from the front to meet key performance indicators.


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Director of Customer Service Operations | Hometown Health | June 2015-Present 


· Responsible for crafting a vision and path for the future working of Customer Service. I work
closely with Hometown Health Executives, other Directors, and departments to ensure Hometown
Health is delivering on the promise of top level service and coverage. I direct a department of 30
call center agents and five Appeals and Grievance Coordinators that operate as the first line of
contact with Hometown Health to deliver correct information and assist in delivering the highest
level of service to our members, employer groups and providers.
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Customer Service Manager | Hometown Health | June 2014-June 2015 


· Oversight of Customer Service Call Center of 30 agents offering top tier service to Hometown
Health Members and network providers. My responsibilities included daily direction of the call
center, evaluations and correcting areas of need within the team.


Inside Startegic Accounts Manager | Henry Schein | June 2011-June 2014 


· Responsible for managing some of the largest corporately owned dental groups in the nation. I
work between the customer’s corporate office, the individual clinics, and manufacturer partners to
facilitate needs and grow business. In 2012, I was given the team lead position and now assist in
tracking and maintaining sales reports, education, and team motivation.


Account Executive | Cox Communications | 2006-2011 


· Sold local airtime for the Northern Nevada Fox affiliate. Responsible for uncovering new
advertisers, creating sales presentations, and maintaining customers advertising needs on
television and internet.


Field Sales Consultant | Henry Schein Special Markets | 2004-2006 


· Field sales managing territory cover CA, NV, and UT. I sold dental supplies to Indian Health
Clinics, Community Health Centers and Correctional Facilities


Account Executive | Henry Schein Special Markets | 2003-2004 


· Inside account manager selling dental/medical supplies to west coast territory and managing
inbound sales calls.


Sales Representative | Sullivan-Schein Dental | 2001-2003 


· Telesales representative selling dental supplies to private practice office from across the country.


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


BA | May 2001 | University of Nevada, Reno 


· Major: Psychology
· Minor: Criminal Justice


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Insert here any certifications proposed individual has received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


• Stacy Meadows, Special Markets Manager, Henry Schein (775) 327-3200
s.meadows@henryschein.com


• Kathleen Titus, Director of Group Practice and Community Health, Henry Schein, (916) 325-3629
k.titus@henryschein.com


• John Osmond, Managing Principal at CGN Global (775)303-6132, john.osmond@cgnglobal.com
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Plan Inc 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor: 


The following information requested pertains to the individual being proposed for this project. 


Name: Wendy Brown Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Information Technology Director 
# of Years in Classification: 3 # of Years with Firm: 17 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Information Technology professional with strong analytical and problem solving skills.  Expertise in executing and 
delivering software and hardware solutions. Experienced in gathering requirements and implementing solutions to 
automate and improve business processes through the use of technology. Skilled in contract negotiation and 
project management.  Major contributor to compliance solutions.  Seventeen years of experience in the healthcare 
industry. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Renown Health, Reno, Nevada:  1998 - Present 
• Director, Information Technology (2013 – Present)


o Hands-on development responsibility primarily driving quality assurance during design and
realization of solutions;


o Lead design, estimation and planning tasks for solutions using technical and functional expertise;
o Generate and review project estimates, which include anticipated issues and risks;
o Manage projects, people, and scope and be responsible for quality of development team


throughout the project life-cycle;
o Manage budget, including large-scale project implementation and maintenance agreements;
o Project manage and implement strategic solutions for Hometown Health, including vendor selection


and contract negotiation.
• Information Technology Customer Liaison (2007 – 2013)


o Managed Hometown Health Information Technology staff, including application development,
database administration, application configuration and subject matter experts, and production;


o Liaison for Hometown Health operational departments to Information Technology Infrastructure
team;


o Managed budget, including large-scale project implementation and maintenance agreements;
o Project managed and implemented strategic solutions for Hometown Health, including vendor


selection and contract negotiation.
• Information Technology Manager (2005 – 2007)


o Oversight of application development and support; help desk; server installation and maintenance;
and desktop installation and maintenance for Hometown Health;


o Project managed and implemented strategic solutions for Hometown Health;
o Implemented claim EDI transactions for the Health Plan through a Clearinghouse, resulting in 99%


electronic claims transactions.
• Strategic Resources Supervisor (1999 – 2005)


o Implemented new core claims adjudication system for Hometown Health (DST);
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o HIPAA EDI chair for Renown, co-chair for Privacy and Security for Renown, including training
5000+ employees, physicians, vendors and volunteers;


o Oversight of application development and support; help desk; server installation and maintenance;
and desktop installation and maintenance for Hometown Health;


o Participated in discovery and remediation of systems for Y2K preparedness, resulting in no-system
downtime for Hometown Health.


• Application Specialist (1998 – 1999)
o Supported State Medicaid program offered by Hometown Health;
o Supported all electronic interfaces between the health plan and the hospital system;
o Front line assistance for all Hometown Health applications.


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


• University of Nevada Reno, Bachelors of Science Degree, Computer Information Systems, 1997
• Mesa Community College, Associates Degree, Business Management, 1992


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


• Chamber Leadership Reno Sparks 2015 Graduate


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Andrea Menicucci M.S., CCC-SLP 
Speech Language Pathologist  
Phone 775-287-1910 
Fax 775-324-2324 
amenicucci@charter.net.  


Jacki Hallerbach 
Executive Director 
Reno Tahoe Young Professionals Network 
(775) 237-8855 
No Fax 
execdirector@renotahoeypn.com 


Michael J Klaich, CPA 
Partner 
Eide Bailly LLP 
T 775.686.3201 
F 775.689-9299 
mklaich@eidebailly.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal:  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: x Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Emilee Langer  Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Manager, Product Development and Planning  
# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dynamic Operations Leader with proven expertise in business development and strategic planning. 
Demonstrated results for generating start-up revenues, controlling costs and maximizing return on 
investment in for-profit and not-for profit industries. Possessed an exceptional track record building and 
leading teams and achieving company objectives. A Connector who is adept at defining business and 
technical requirements across operational areas and providing expert analysis to determine inside and 
outside partnerships for implementation. 
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
Hometown Health, Reno, Nevada 


Manager, Product Development and Planning, Present 
 Lead business initiative planning for cross functional teams for product development and 


services including RFP generation, market analysis, vendor selection and implementation.   
 Established and implemented mechanisms to promote collaboration, coordination and 


communication across the organization with a focus on product development and business 
readiness and an overarching emphasis on business and community impact.  


 Served as the internal point of contact for operational development and coordinated 
marketing and communication materials to ensure maximum productivity, client satisfaction 
and accomplishment of strategic initiatives. 


 Provided vendor recommendations to senior leadership for key initiatives including operating 
systems, vision care services, pharmacy benefit management services, compensation 
management and claim editing.  Developed internal implementation plans for each project 
and coordinated meetings between vendors and key business owners across the 
organization. 


 Participated in monthly meetings as a member of the Policy and Procedure, Compliance and 
Delegation and Oversight committees. 


 Managed activities in preparation for URAC re-accreditation   
Custom Tool & Design, INC,  Erie, PA 


       Human Resource Manager, 2013 – 2015 
 Managed all aspects of human resources including hiring and salary negotiations for all 


positions including engineers, sales professionals, tradesmen and staff positions.  Re-
designed performance metrics and review process for entire organization. 
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 Negotiated insurance plan renewals for health, dental and vision plan renewals resulting in 
20% savings and  re-negotiated renewals for general and property insurance programs 
resulting in 40% savings to the company. 


 Managed payroll, accounts payable and accounts receivable.  Wrote and implemented 
employee policy and procedure handbook 


 Analyzed employee compensation and benefits packages and ensured compliance with state 
and federal mandates for workers compensation, unemployment compensation and 401K 
plans.   


 Coordinated training and all aspects of safety in compliance with OSHA and NTMA 
 Prepared Sales quotations in response to RFP. Reviewed CAD and engineering drawings 


and submitted requests for subcontracted components. 
 
PENNSYLVANIA COALITION FOR ORAL HEALTH       
Executive Director, 2013 
 Created a policy agenda to deliver oral health care services in Pennsylvania and provided 


recommendations to increase access and to stabilize reimbursement for dental service in urban, 
rural or otherwise underserved communities.  


  Reviewed and analyzed oral health plans for 21 states and provided “best practice” 
recommendations for service reimbursement, streamlined administration and consistent practices 
for credentialing reviews under Medical Assistance and subcontracted managed care programs.   


 Served as a member of the Steering Committee. 
 Wrote grants for additional funding and reviewed coalition finance reports. Reported on grant 


activities to funders as required. 
 Developed agenda, invited speakers and facilitated the coalition quarterly meetings, recorded 


minutes and provided reporting to the Steering Committee. 
 


The Salvation Army Dental Center, Oil City, PA 
Divisional Dental Director, 2009-2013 


 Led start-up of a non-profit dental center serving low-income and indigent citizens.   
 Coordinated all aspects of construction, equipment purchasing, vendor contracting, hardware 


and software installation and compliance with OSHA, and Pennsylvania Department of 
Health. 


 Created a business plan and marketing strategy to provide treatment to more than 200 
patients per week. Effectively controlled costs to achieve revenue and patient access goals. 


 Managed clerical and professional staff of 10, patient scheduling, payroll, accounts payable & 
receivable and prepared bank deposits.  Completed performance reviews and coordinated 
continuing education and professional development.   


 Represented the Salvation Army through community outreach as a member of a county-wide 
task force and was a frequent speaker at local, state-wide and national organizations about 
program capabilities.   


 Wrote grants and tracked awards totaling $650,000+ from state, local and private foundations 
over four years.  Prepared and delivered financial reports to Salvation Army leadership, 
grantors, and funding organizations.  


Pine Grove Ambulatory Surgical Center, LLC., Russell, PA 
Executive Director and CEO, 2007-2009 
 Led start-up and building construction for a 16, 000 sq ft ambulatory surgery center with annual 


revenues totaling $6.1M   
 Negotiated the purchase of surgical equipment, office equipment, hardware and software, and 


completed set up of practice management and operating systems. 
 Executed contracts with multiple managed care organizations and state agencies for medical 


service reimbursements in Pennsylvania and New York State.  
 Achieved required elements for licensing with Medicare, Medicaid, and the PA Department of 


Health in under 6 months. Facilitated scheduled and unscheduled reviews with state agencies. 
Served as a member of the Personnel, Quality Assurance and Patient Safety Committees. 
Assumed responsibility for risk management and delivered compliance reporting.   
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 Wrote manuals on Administration and Governance, Infection Control, Clinical Practice and 
Quality Review and Human Resources and led the organization in its preparation for AAAHC 
Accreditation.  Trained staff of 14 and 12 member Board of Directors. 


 Prepared agenda, recorded minutes and delivered financial reporting for monthly board of 
directors meeting.   


 Managed daily operations including payroll and benefits, patient scheduling and treatment, 
patient satisfaction surveys, accounts receivable and accounts payable, marketing and public 
relations. 


University of Pittsburgh, School of Dental Medicine, Pittsburgh Pa   
Public Health Program Consultant, 2007    
 Developed business plan for the University of Pittsburgh, School of Dental Medicine; Center for 


People with Special Needs using data collected through surveys and agency meetings.   
 Acted as a liaison between the University and the Special Needs community through attendance 


in coalition meetings and community health promotions.  Invited Keynote Speaker to the Arc of 
Pennsylvania during their Systems Advocacy and Government Affairs session with key 
legislators. 


 Collaborated with faculty and staff to determine patient scheduling capabilities and in 
consideration of student practicum and didactic class schedules 


 
Special Smiles, LTD, Philadelphia, PA 
Executive Director, 2000-2006 
 Coordinated start-up activities for a $2.8M dental surgery center specializing in services for 


people with developmental disabilities. 
 Managed daily operations and activities for clinical staff of 8 including scheduling, billing, payroll 


and monthly financial reporting. 
 Collaborated with state and local managed care organizations on the development of 


reimbursement and treatment guidelines.  Served as liaison to the Pennsylvania Department of 
Welfare, and presented best practices to local, state and national agencies. Invited speaker at the 
2006 American Public Health Association annual meeting in Boston, MA. 


 Guest speaker on Persons with Disabilities and program capabilities during annual conferences 
for National Oral Health, Special Care Dentistry and the Academy of Dentistry for Persons with 
Disabilities. 


United Health Care, Dental Benefit Providers, Bethesda, MD 
Director of Client Services 1997-1998 
National Account Executive, 1998-2000 
CIGNA Health Care, Philadelphia, PA & Chicago, IL 
Assistant Claim Manager, 1988-1990 
Group Benefit Specialist, 1990-1993; Gold Circle Qualifier 1990-1993 
Senior Group Benefit Specialist, 1993-1995; Gold Circle Qualifier 1993-1995 
Senior Client Manager, 1995-1997; Gold Circle Qualifier 1995-1997 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Drexel University, School of Public Health, Master of Public Health-Hygiea National Honor Society 
University of Pittsburgh, Bachelor of Science, Psychology 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dr. Cheryl Lerner 
VP of Professional Services 
Delta Dental of Colorado 
4582 S. Ulster St., Suite 800 
Denver, CO 80237 
(240)401-1373 
 
Dr. Mark Goldstein 
President  
Special Smiles, LTD 
2301 E. Allegheny Ave, Suite 202 
Philadelphia, PA 19134 
215-815-0130 (Cell) 
 
Cheryl Janssen 
Chief Executive Officer 
Kids Smiles 
2821 Island Avenue 
2nd Floor 
Philadelphia, PA 19153 
(215)492-9291 
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830 Harvard Way • Reno, Nevada 89502 • 775-982-3000 • www.hometownhealth.com 


Hometown Health  


Professional  Resumes 


Making a genuine difference in the health and well-being of the people and communities we serve 



http://www.hometownhealth.com/





Ty A. Windfeldt 
CHIEF EXECUTIVE OFFICER 


Operational Oversight • Strategic Business Plan Development • Team 
Motivation & Engagement • Key Account Management • Relationship 


Building •  Process Improvement • Financial Stability/Profitability 
PROFILE 


Dynamic 19-year senior leadership and management career pioneered in leading 
with enthusiasm and passion. Experienced in all aspects of organizational 
management, design, and innovation to create highly skilled teams to achieve results. Consistently evolving in a 
dynamic environment to increase revenue and maximize customer satisfaction. 


 Exceptionally well organized with a track record that demonstrates self-motivation, creativity, and innovation
to achieve both personal and professional goals.


 Results oriented with consistent operational performance evaluations, effective communication skills, and
engagement amongst multi-disciplinary teams.


 Fiscally responsible, setting and managing quarter of a Billion dollar budget to maximize profitability while
maintaining organizational effectiveness.


 Outstanding success in building and maintaining long term relationships with key decision makers, establishing
large volumes of business with high profit accounts with high levels of retention and loyalty.


“I feel very confident that Ty will be instrumental in taking this company in a new direction!” 
 - President, Renown Health System - 


PROFESSIONAL EXPERIENCE 
HOMETOWN HEALTH, RENO, NEVADA 


Chief Executive Officer, 2010 – Present 
 Led Hometown Health to outperform in all aspects including profitability and growth during the country’s


worst economic times. Generated the strongest results out of all the Accountable Groups within the Integrated 
Health System (Renown Health). Responsible to set strategic vision and develop business plans to ensure 
success. 


 Exceeded profitability targets each year achieving the highest profitability the organization had in its 24-year
history.


 Established core leadership team to create business plans and strategic direction for health care reform changes


 Secured capital budgets to invest significant resources into new systems for entry into the health care
exchanges.


 Created Healthy Tracks, a health and wellness program to promote health education and improvement.
Enrolled more than 30,000 employees in less than two years.


 Developed process improvement programs to maximize Hierarchical Condition Categories (HCC) which led to
significant increase in revenue from CMS.


Making a genuine difference in the health and well-being of the people and communities we serve 







Ty A. Windfeldt 
Page 2 


Vice President, Business Development, 2009 – 2010 
 Senior leadership position with an integrated healthcare company generating revenues over $1 billon and


employs more than, 4,500 people. Participation on the Presidents Council to develop strategic initiatives and 
vision for the organization. Responsible for exceeding organizational goals and objectives, building 
relationships to generating new business, stewardship management and budgeting, and overseeing high 
functioning, complex teams to maximize efficient and effective processes.  


 Redesigned organizational structure to streamline work-flow, increasing productivity and reducing expenses by
13%. 


 Developed strategic business plan to focus on initiatives resulting in increased market share from budgeted
expectations.


 Implemented process improvement programs that align workflows with organizational strategies and
objectives.


 Created customer satisfaction feedback tool that provides information to stakeholders on a timely basis to
improve organizational effectiveness and increase sales by creating products and services the customer desires.


Director, Sales and Service, 2003 – 2009 
 Managed and directed the departments of Sales and Marketing, Customer Service, Health Hotline, Provider


Relations, and Printed Materials. Was responsible for a team of 65 individuals, including four managers. 
Provided leadership and oversight for the organization, which included creating and implementing strategies 
and goals to meet the revenue and growth objectives, as established by the Board of Directors. Designed and 
implemented new products and services to meet the needs of the customer. Worked with other Directors and 
Senior Leadership to ensure the company was meeting its goals and objectives.  


 Maintained 97% retention of all existing accounts. Created new sales processes to capitalize on the company’s
strengths and leverage the local presence in service and product offerings.


 Exceeded new business growth objectives and increased market share each year in the position.


 Identified the need to pursue and market Workers Compensation administration. Worked with the team to
create and implement a comprehensive marketing plan.


EDUCATION 
University of Phoenix, Masters of Business Administration 
University of Nevada, Bachelor of Science 
America’s Health Insurance Plans, Certified Health Insurance Executive 


COMMUNITY INVOLVEMENT 
Aaron Arnoldsen Memorial Golf Committee, Co-Founder and Tournament Chairman 
Access to Healthcare Network, Current Board Member  
Builder Association of Northern Nevada, Current Board Member 
Boys and Girls Club of Truckee Meadows, Current Board Member 
First Health (A Coventry Company), Advisory Board Member 
University of Nevada Alumni, Current Board Member  
University of Nevada School of Community Health Sciences, Advisory Board Member 


AWARDS AND RECOGNITION 
University of Nevada, Professional Achievement Award – 2007 
Reno Gazette Journal / Young Professionals Network, Top 20 Under 40 – 2010 
Renown Health, Manager of the Year Award – 2003 
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Matthew C. Ladich 
CHIEF OPERATING OFFICER 


Operational Management •  Process Improvement •  Strategic Planning 
Compliance Management •  Vendor Negotiation 


PROFILE 
Proven leader and consensus builder.  Responsible for day-to-day operations and the 
effective administration of all products.  Works to serve the community, Renown and 
Hometown Health stakeholders, and the healthcare needs of Hometown Health 
members throughout Nevada.  


• Licensed Health Insurance Producer in the state of Nevada and an
• AHIP Certified Health Insurance Executive.  He is also a
• Member of the City of Reno Senior Advisory Committee.
• Renown Health’s Leader of the Year in 2010


PROFESSIONAL EXPERIENCE 


HOMETOWN HEALTH, RENO, NEVADA 
Chief Operating Officer, 2015– Present 


 Collaborate with all operational areas of the organization, external partners to create one of the highest rated
plans in Nevada


 Successful negotiation and implementation of multiple vendor contracts, including Pharmacy Benefit Manager
(PBM)


 Institute process improvements projects resulting in greater Member satisfaction, structural modifications to
enhance effectiveness


 Involved in all facets of operations; product development, financial activity, customer service, quality, claims,
information technology


Director, Government Programs, 2006-2015 
 Report directly to Vice President of Renown Health, CEO Hometown Health
 Accountable for the successful administration of all Medicare products (MAPD, PDP, MediGap) offered by


Hometown Health
 Established effective compliance program, managed CMS Audit activity, provided strategic direction for


oversight and monitoring
 Designed Business Plans, marketing campaigns, sales activity, resulting in Membership growth of 20% each of


the last 5 years
 Manager, Government Programs, 2005 – 2006 


 Report directly to Director of Government Programs
 Supervise a staff of individuals responsible for the successful administration of a Medicare Advantage Health


Insurance Plan
 Develop, implement and coordinate compliance program adhering to state and federal regulations and


requirements
 Design and develop sales and marketing activities to increase membership while adhering to Medicare


guidelines
 Identify and develop opportunities to maximize reimbursement and reconcile premium.
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Business Analyst, 2004-2005 
 Report directly to Director of Marketing and Director of Customer Services
 Provide financial information, reporting, and analysis as an aid in system wide decision making
 Develop and maintain databases utilizing general ledger, medical management system, or Data Warehouse


(Access/SQL)
 Identify medical cost and utilization patterns, which yield savings to Managed Care Plans (HMO,PPO,TPA,


Medicare)
 Design and develop data structures that provide easy and manageable access for user applications


Senior Financial Analyst, 2003-2004 
 Report directly to Director of Finance
 Develop analytical reports of insured employer groups and medical providers' practices
 Develop analytical reports of operational and performance measures, as well as leadership accountabilities
 Develop, maintain, and enhance reporting system to monitor Incurred but Not Reported Liabilities (IBNR)
 Assist in Centers for Medicare and Medicaid Services “Adjusted Community Rates” filing and audit


Financial Analyst, 2000-2003 
 Analyze provider fee schedules, referral and performance patterns
 Present analysis of underlying trends to senior management for purpose of enhancing understanding of


industry changes
 Identify, develop, and report on special projects and requests from senior management


EDUCATION 
MBA - Master's in Business Administration (Mgt.) - University of the Pacific (COB) Stockton, CA 
BSBA - Bachelor of Science in Business Administration (HR Mgt.) - Northern Arizona University (COB) Flagstaff, AZ  
In progress - MPA - Master’s in Public Administration (PSC) - University of Nevada-Reno (PS) Reno, NV – completed 
course work 
Kenston High School (College Preparatory) - Chagrin Falls, OH 


COMMUNITY INVOLVEMENT 
 Volunteer in community activities and events, specifically opportunities for young children and events for older


persons
 Pi Sigma Alpha – National Political Science Honor Society / Sigma Chi Fraternity - Public Relations and


Philanthropy Chairman
 Member of City of Reno Senior Advisory Committee – Chairperson 2009-2010


AWARDS AND RECOGNITION 
 Renown Health – Leader of the Year (Director) – 2010 / Hometown Health Employee of the Quarter July-


September 2002
 Certified Health Insurance Executive (AHIP) / Licensed Health Insurance producer in the State of the Nevada


(Active)
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Linda Ash-Jackson, MD 
CHIEF MEDICAL OFFICER


Medical Management • Utilization Management •  Product Design 
Operational Initiative Implementation •  Medicare Expertise 


PROFILE 
Thirty-five years of health care delivery and management experience marked by significant 
responsibilities and accomplishments in complex healthcare delivery system management 
for local and nationally known insurance and high-tech companies      


Solid reputation for achieving quantifiable results, bottom-line improvements, defining 
opportunities, and motivating high performing medical and administrative teams 


Successful record in management, design, and implementation of strategic and operational initiatives with the ability to 
manage operational level details and tasks as necessary 


PROFESSIONAL EXPERIENCE 


HOMETOWN HEALTH, RENO, NEVADA 
Renown Health Vice President, 2014-Present 
Chief Medical Officer, 2013– Present 
Medical Director, 2005-2013 


 Responsible for all medical management functions for the market leader for 100,000 commercial managed care
and Medicare Advantage plan and TPA clients including medical policy, quality, credentialing, utilization, case 
management, disease management, ad hoc contracting, fraud and abuse evaluation and targeting, and pharmacy 
management for the largest provider sponsored health plan in northern Nevada 


 Manage a staff of 50 employees; nurse case managers, pharmacists, quality specialists, and referral specialists
with administrative costs lower than benchmark for provider sponsored plan 


 Interface daily with Sales, Marketing, and Underwriting on group selection, pricing, and client service.
 Analyze and manage contracting and cost trends for the market
 Significant responsibility for product design and development and management, medical underwriting, and self-


funded and fully insured customer contacts and support
 Frequently consult and present to clients both fully insured and self-funded for cost and quality management


initiatives
 Actively manages the clinical side of Medicare HCC risk scoring process for reimbursement for Medicare risk


plan including data extract specifications, medical record review, and predictive reimbursement modeling
 Increased Medicare risk score by 20% per year for past 3 years through data analysis, data extract configuration,


physician education, and improved medical record review process.
 Medicare Advantage Plan, Senior Care Plus, a four star plan, has the highest patient satisfaction in the state with


15-20% membership growth year over year for past 4 years.  Four star Plan overall, customer service, and
Healthcare overall ratings.


 Developed Performance management program for both community and employed physicians utilizing quality
and utilization indicators


 Designed and managed physician and hospital portion of risk based contracting for HMO and senior product


RENOWN HEALTH, RENO, NEVADA 
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Director, Utilization Management, 2006-2009 
 Physician advisor for Renown Regional Medical Center (licensed 800 beds) and Renown South


Meadows(licensed 76 beds) Medical Center including Renown Rehabilitation Hospital (licensed 60 beds)
 Conducted Medical Director Rounds with case managers four days a week and Difficult Discharge meetings


weekly for problem discharges with complex medical and funding problems
 Managed a staff of 65 including nurse case managers, social workers, and care coordination assistants who


provide all inpatient utilization review, case management, and discharge planning for the 600 plus active beds in
the Renown Health System


 Implemented CMS compliant Utilization Management plan for Renown Regional Medical Center, Level II
Trauma Center


 Successfully managed a Probe audit for the Rehabilitation Hospital in 2007-2008for dates of service 2005-2006;
Initial denial rate of 40 cases was 53%.  Reviewed and appealed through the ALJ to a denial rate of 30%.


 Successful Probe follow up concurrent random focused prepayment review for Rehabilitation Hospital resulted
in denial rate of 15%.  Hospital was not placed on ongoing review.


Physician Advisor, 2006-2011 
 Provide resource, peer to peer insurer medical director review, and direction to nurses for all appeals and


insurer and Medicaid and Medicaid denials.  Instrumental in physician review and appeals that favorably
resolved over 2 million dollars of Accounts Receivable for Medicaid patients as well as over $300,000 of
commercial managed care claims


 Physician advisor for RAC audit process, RAC responses  and management


DE NOVIS, INC., HEALTH CARE PAYMENT STARTUP, LEXINGTON, MASSACHUSETTS 
Chief Medical Officer, 2000-2004 


 Served on initial senior team for product strategy and design
 Worked with language and data architecture design teams on detailed industry needs and requirements that


resulted in patented language and data architecture
 Developed and interpreted for medical policy, clinical protocols, and medical claims protocols; involved with


product design, business configuration, and deployment of the product for 2 successful Proof of Concept
projects


 Performed detailed analysis of CHAMPUS program for potential deployment of system
 Produced written detailed analysis of Medicare claims payment systems commissioned by Center for Medicare


and Medicaid Services that resulted in additional consulting agreements with CMS


SOKOLOV, SCHWAB, AND BENNETT HEALTHCARE, LOS ANGELES, CALIFORNIA 
Senior Vice President, 2000-2000 


 Created proposal for medical cost management and utilization management solutions for major national health
care insurer client


 Managed successful license review for local Los Angeles HMO in danger of losing its license
 Performed detailed analysis of hospital bed census and opportunities for efficiencies


AETNA HEALTH CARE, MIDDLETOWN, CONNECTICUT 
Vice President and Care National Medical Director, 1994-1999 
Successful career at Aetna was marked by increasing responsibility for national health care policy and health care 
operations responsibilities.  Aetna had 14 million members during career there 


 Functioned well using a mature balanced approach to management in a heavily matrixed, complicated
environment


 Managed a staff of 200 employees with 10 physician and non-physician direct reports and budgets of 12- 15
million dollars


Responsibilities and accomplishments included: 


 NCQA accreditations, credentialing, and quality improvement for all Aetna sites
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o Achieved full NCQA accreditations in 13 markets over 2 ½ years after history of 2 failures


 Centralized credentialing policy and operations for all 300,000 + Aetna providers with reduction of per
physician credentialing cost of $200 to $80 and chaired National Peer review committee for all PPO providers
throughout US


 Led Business Process Reengineering Team for Aetna for project to standardize processes and systems across 22
health plans and systems


 Developed with staff, Clinical Coverage Policy and Technology Assessments for first national health care
company web publication


 Chaired national Pharmacy and Therapeutics Committee Chairperson for formulary management
 Responsible for Care Management Policy and Operations including case management and medical cost


management activities including the consolidation of  55 utilization management sites to12 sites with standard
policy and programs including Milliman criteria


 Implemented standard based Clinical Coverage Policy and clinical guideline design and implementation with
disease management program roll out


 Consolidated Network Policy and Programs and streamlined them with consistent standards for recruitment,
credentialing, and contracting throughout the country that allowed for necessary local adaptation for
optimization of provider-health plan relationships


 Worked closely with PDM department to redefine data structure needed to support complex contracting and
network requirements that would also support credentialing policy and system needs


 Performed Merger and Acquisition due diligence and operational planning and consolidation of clinical
departments in US and abroad for Aetna USHC merger, Aetna NYLCare merger with substantial efficiencies
and improved quality processes with consolidation of functions, and for Aetna International’s acquisition of
Cruz Blanca in Chile in 1998


 Operated rental PPO’s and Utilization Management company as acting CEO of Ethix Corporation, maintaining
customer base, employee morale, network size and profitability for 15 months until the companies could be
divested


CIGNA HEALTH PLAN, TAMPA, FLORIDA 
Vice President and Medical Director, 1989-1994 
Chief of Staff of 2 Healthcare centers 
Utilization Advisor and Chief of Internal Medicine, 1987-1989 


Staff Model 


 Managed Staff model operations, 220 FTEs, 7 health care centers, 2 urgent care centers, optical centers, and
pharmacies, and managed the 45 employed physicians and optometrists and 6-8 independent contracted
physicians with less than 5% physician turnover per year.


 Directly supervised 16 direct reports including 11 physician direct reports, Health center operations, optometry,
pharmacy, quality improvement, network, and utilization management


 Supervised renovation and relocation of 2 healthcare centers with design to decrease cost per visit
 Established and staffed 2 urgent care centers to decrease overall emergency room costs for health plan
 Established nurse advice line with protocols to improve members access to care, decrease ER costs, and to


redirect patients into care at health care centers
 Held bottom line responsibility for physician productivity and all costs associated with the delivery of health


care including physical plant and support employees
 Managed CIGNA's staff model trend at 3-5% over the 7 years.


o Physician productivity and staff model panel size grew by 20% during 1993 and Staff model trend
was –18%


IPA and Staff 
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 Integrated Equicor group model and clinical and quality functions into CIGNA operations and assumed
Medical Director responsibility for both companies in 1990


 Developed and delivered group and physician medical cost profiling and incentive process
 Recruited and managed IPA network of 2000 private practice physicians and hospitals
 Implemented inpatient utilization management program based on Interqual criteria and M&R targets, hospital


review program, and case management program that resulted in decreased medical trend and hospital days of
less than 280 per thousand commercial (early 1990’s days)


 Managed all risk based contracting, capitation contracting, and settlements
 Played instrumental role in CIGNA’s rise from sixth place to first place in market share for membership over 2


year period and in winning CIGNA’s Superior Achievement Award four of five years of her tenure
 Maintained combined IPA and Staff medical inflation at an annual rate of 6% over the 7 years


MEDICAL MANAGEMENT EXPERIENCE 
Medical Director Hometown Health Plan March 2005-  


Present 


Utilization and Case Management Medical Director Renown Health May 2006- 
March 2009 


Acting CEO Ethix Corporation (rental PPOs and UM vendor), AUSHC Sept. 1998- 
Dec. 1999 


Vice President and Medical Director for Health Delivery on April 1998- 
NYLCare Merger Core Integration Team Dec. 1999 


Vice President and Medical Director, Patient Management,  July 1996 
Clinical Coverage Policy, Credentialing and Quality Management April 1999 
Aetna U.S. Healthcare 
151 Farmington Avenue, Hartford, CT   06156 


Vice President and Medical Director 1994-1996 
Aetna Health Plans Hartford, CT 
Health Services Organization,  


CIGNA Healthcare of Florida 
Vice President and Medical Director 1989-94 


Departmental Chairperson, Internal Medicine 1987-89 
CIGNA Health Plan of Florida 


Chief of Staff Clearwater Health Care Center 1988-89 
CIGNA Health Plan of Florida 
Chief of Staff Floriland Health Care Center 1987-88 


Utilization Department Advisor 1987-89 
CIGNA Health Plan of Florida 


Founding Member/Board of Directors, Quality Health Providers 1983-87 
Physician PPO in Palm Beach County 


Co-Founder, Medical Director and Executive Vice President 1984-87 
GEM Health Plans, a physician owned corporation 
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working through Heritage Health Plan of South Florida 


Chairperson, Medical Policy Board 1986-87 
Heritage Health Plan of South Florida 


Medical Record Committee 1984-85 
Doctors Hospital, Lake Worth, FL 


Steering Committee for Staff Development 1984 
Palms West Hospital, Wellington, FL 


Quality Assurance and Medical Audit Committee    1982-84 
John F. Kennedy Hospital, Lake Worth, FL 


MEDICAL PRACTICE EXPERIENCE 
Department Chairperson, Internal Medicine 1987-89 
CIGNA Health Plan of Florida 


University Community Hospital Admitting privileges 1987-89 
Tampa, Fl 


Solo Internal Medicine Practice 1981-87 
126 JFK Circle 
Atlantis, FL 33462 


John F. Kennedy Hospital Admitting privileges 1980-1987 
Atlantis, Fl 


Doctor Hospital Admitting Privileges 1981-1987 
Lake Worth, Fl 


Mid County Medical Center (clinic practice) 1980-81 
8190 Okeechobee Blvd. 
West Palm Beach, FL 33411 


PEER REVIEW EXPERIENCE 
Board of Directors, Florida PRO 1988-92 
Professional Foundation for Healthcare 


Physician Advisor, Florida PRO 1984-89 


EDUCATION 
Harvard University School of Medicine Clinical Fellow in Medicine 1977-80 
Boston, Massachusetts 


New England Deaconess Hospital Residency - Internal Medicine 1977-80 
Boston, Massachusetts 


Hahnemann Medical College and Hospital Medical Degree 1977 
Philadelphia, Pennsylvania 
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Case Western Reserve University Bachelor of Arts - Biology 1972 
Cleveland, Ohio 


Florida License #036150- active expires 1/31/2016 1980-present 


Nevada Administrative license #RL227- active expires 6/30/2017 2005-present 


Colorado Administrative license-inactive since 2006 2005 


COMMUNITY INVOLVEMENT 
Board Member, Girl Scouts of Nevada 2015-Present 


AWARDS AND RECOGNITION 
Appointed to Plan Certification and Management Advisory Committee for 2012-2013 
Silver State Insurance Exchange for Health Care Reform implementation 


American Health Insurance Plans Chief Medical Officer committee               2010-2014 


Northern Nevada Women of Achievement Honoree for outstanding contributions to workplace 2010 
or the community 


Nevada Academy of Health- appointed by State Senate majority leader to advisory board 2008 
that provided input and direction the Nevada Department of health initiatives 


American Board of Quality Assurance and Utilization Review 1987 


Diplomate  American Board of Internal Medicine 1980 


Janet M. Glasgow Award of American Medical Women's Association 1977 
for Outstanding Achievement in medical school 


Graduate with Distinction in Internal Medicine, Hahnemann Medical College 1977 


Alpha Omega Alpha 1976 
third year of medical school 
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Sam King 
CHIEF FINANCIAL OFFICER 


Financial Leadership •  Team Leader •  Strategic Planning 
Integrated Health Network Financial Management 


PROFILE 


Twenty years of experience providing financial leadership in healthcare 
and insurance business environments. Ten years in key leadership roles 
in the Northern Nevada market. 


PROFESSIONAL EXPERIENCE 


HOMETOWN HEALTH  RENO, NEVADA 
Chief Financial Officer 2012 – Present  
 Responsible for the overall financial management of Hometown Health companies


RENOWN REGIONAL MEDICAL CENTER RENO, NEVADA


Chief Financial Officer 2010-2012 
 Responsible for the financial operations of northern Nevada’s largest tertiary care hospital


SAINT MARY’S RENO, NEVADA
      Chief Financial Officer 2007-2010  


 Financial leadership responsibility for the integrated health network including Saint Mary’s Regional
Medical Center, Saint Mary’s Primary & Urgent Care Centers and Saint Mary’s Health Plans


RENOWN REGIONAL MEDICAL CENTER RENO, NEVADA


Director of Finance 2003-2007 
 Financial leadership responsibility for the medical center.


EDUCATION


Golden Gate University, San Francisco, California — Master of Business Administration 


New School for Social Research, New York,  New York,  — Bachelor of Arts 
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John K Osmond 
DIRECTOR OF NON-CLINICAL HEALTH SERVICES 


• Motivational Leadership
• Team Leader •  Strategic Planning


• Operations Management


PROFILE 


Over 25 years of leadership experience with recognized strengths in 
operations, planning and implementation. Proven ability to train, 
motivate and supervise a diverse group of employees. Extensive insurance experience focused on group 
health HMO, PPO, Medicare Advantage and Self-insured plans. Certified Transformational Healthcare 
Leader in Lean Manufacturing Principles.  


PROFESSIONAL EXPERIENCE 


HOMETOWN HEALTH  RENO, NEVADA 
Director of Non-Clinical Health Services 2016-Current  
 Responsible for the daily operations of the Health Services Department to include Utilization


Management, Quality Improvement 
 and Provider Credentialing
 Responsible for overseeing URAC accreditation, CMS Star’s HEDIS and member satisfaction quality


improvement measures
 Coordinates all vendor related services including regulatory audits and delegation oversight activities


CGN GLOBAL PEORIA, ILLINOIS


Managing Principle 2015-2016 
 Execute innovative strategies and services related to the Healthcare Practice
 Provide content expertise to clients regarding Value Based Healthcare and Managed Care
 Implement Accountable Care Organization strategies to improve patient care and operational


efficiency for our clients


HOMETOWN HEALTH RENO, NEVADA
      Director of Customer Service Operations 2007-2015 


 Responsible for the daily operations of the Customer Service Call Center, Member and Provider
Appeals, Provider Relations,


 Nurse Triage Hotline and Printed Materials
 Achieved a 5 Star rating from the Centers for Medicare and Medicaid Services (CMS) for the


Customer Service measure
 Actively participated in the Centers for Medicare and Medicaid Services (CMS) Plan and data


validation audits
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HOMETOWN HEALTH RENO, NEVADA


Marketing Manager 2004-2007 
 Responsible for the daily operations of the Sales and Marketing Department
 Responsible for establishing strategies to ensure retention of current commercial group and self-


insured clients
 Maintained an open dialogue with the Underwriting Department to establish a competitive rating


strategy


EDUCATION


University of Nevada, Reno  Bachelor of Science- Businesses Administration 
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Ryan Hopkins 
DIRECTOR OF CUSTOMER SERVICE 


Communicator •  Leader 
Problem Solver •  Team Builder 


PROFILE 
Management 


 Director of Customer Service Operations at Hometown Health, overseeing the Customer Service Call Center
and Appeals and Grievance Department. I am tasked with ensuring my department provides the highest level
of Customer Service, meeting stringent performance goals, and making sure that Customer Service evolves to
function efficiently and effectively.


Sales 
 Thirteen years of sales experience in medical/dental distribution and television broadcast air time.


Communication 
 Highly effective communicator experienced in delivering plans for new corporate initiatives, employee


evaluations and corrective actions. In current Director role, I chair and participate in numerous committees 
focused on growth and compliance in the field of Health Insurance. 


Leadership 
 Regularly lead teams from the front to meet key performance indicators.


PROFESSIONAL EXPERIENCE 
HOMETOWN HEALTH, RENO, NEVADA 


Director, Customer Service, 2015– Present 
 Responsible for crafting a vision and path for the future working of Customer Service. I work closely with


Hometown Health Executives, other Directors, and departments to ensure Hometown Health is delivering on 
the promise of top level service and coverage. I direct a department of 30 call center agents and five Appeals 
and Grievance Coordinators that operate as the first line of contact with Hometown Health to deliver correct 
information and assist in delivering the highest level of service to our members, employer groups and 
providers. 


Manger, Customer Service 2014– 2015 
 Oversight of Customer Service Call Center of 30 agents offering top tier service to Hometown Health


Members and network providers. My responsibilities included daily direction of the call center, evaluations and 
correcting areas of need within the team.  


HENRY SCHEIN, RENO, NEVADA 


Inside Strategic Accounts Manager, 2011-2014 
 Responsible for managing some of the largest corporately owned dental groups in the nation. I work between


the customer’s corporate office, the individual clinics, and manufacturer partners to facilitate needs and grow 
business. In 2012, I was given the team lead position and now assist in tracking and maintaining sales reports, 
education, and team motivation. 
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COX COMMUNICATIONS, RENO, NEVADA 
Account Executive, 2006-2011 


 Sold local airtime for the Northern Nevada Fox affiliate. Responsible for uncovering new advertisers, creating
sales presentations, and maintaining customers advertising needs on television and internet. 


HENRY SCHEIN SPECIAL MARKETS, RENO, NEVADA 
Field Sales Agent, 2004-2006 


 Field sales managing territory cover CA, NV, and UT. I sold dental supplies to Indian Health Clinics,
Community Health Centers and Correctional Facilities 


Account Executive, 2003-2004 
 Inside account manager selling dental/medical supplies to west coast territory and managing inbound sales


calls. 


SULLIVAN-SCHEIN DENTAL, 
Sales Representative, 2001-2003 


 Telesales representative selling dental supplies to private practice office from across the country.


EDUCATION 
University of Nevada, Reno 2001 


 Major: Psychology
 Minor: Criminal Justice


AWARDS AND RECOGNITION 
Chamber Leadership Reno Sparks 2015 Graduate 
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Wendy Brown 
DIRECTOR OF INFORMATION TECHNOLOGY  


Process Management and Improvement • Performance Monitoring 
Technology Leader •  Communicator 


PROFILE 
 Information Technology professional with strong analytical and problem


solving skills.  Expertise in executing and delivering software and hardware
solutions. Experienced in gathering requirements and implementing
solutions to automate and improve business processes through the use of
technology. Skilled in contract negotiation and project management.  Major
contributor to compliance solutions.  Seventeen years of experience in the
healthcare industry.


PROFESSIONAL EXPERIENCE 
HOMETOWN HEALTH, RENO, NEVADA 


Director, Information Technology , 2013– Present 
 Hands-on development responsibility primarily driving quality assurance during design and realization of


solutions;
 Lead design, estimation and planning tasks for solutions using technical and functional expertise;
 Generate and review project estimates, which include anticipated issues and risks;
 Manage projects, people, and scope and be responsible for quality of development team throughout the project


life-cycle;
 Manage budget, including large-scale project implementation and maintenance agreements;
 Project manage and implement strategic solutions for Hometown Health, including vendor selection and


contract negotiation.
Information Technology Customer Liaison, 2007 – 2013 


 Managed Hometown Health Information Technology staff, including application development, database
administration, application configuration and subject matter experts, and production;


 Liaison for Hometown Health operational departments to Information Technology Infrastructure team;
 Managed budget, including large-scale project implementation and maintenance agreements;
 Project managed and implemented strategic solutions for Hometown Health, including vendor selection and


contract negotiation.
 Information Technology Manager, 2005 – 2007 


 Oversight of application development and support; help desk; server installation and maintenance; and desktop
installation and maintenance for Hometown Health;


 Project managed and implemented strategic solutions for Hometown Health;
 Implemented claim EDI transactions for the Health Plan through a Clearinghouse, resulting in 99% electronic


claims transactions.
Strategic Resources Supervisor, 1999 – 2005 


 Implemented new core claims adjudication system for Hometown Health (DST);
 HIPAA EDI chair for Renown, co-chair for Privacy and Security for Renown, including training 5000+


employees, physicians, vendors and volunteers;
 Oversight of application development and support; help desk; server installation and maintenance; and desktop


installation and maintenance for Hometown Health;
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 Participated in discovery and remediation of systems for Y2K preparedness, resulting in no-system downtime
for Hometown Health.


Application Specialist, 1998 – 1999 
 Supported State Medicaid program offered by Hometown Health;
 Supported all electronic interfaces between the health plan and the hospital system;
 Front line assistance for all Hometown Health applications.


TETRA TECH,  RENO, NEVADA 
Marketing Database Coordinator, 1994-1998 


 Responded to RFPs for environmental consulting firm;
 Developed and maintained database of projects for ease of RFP responses;
 Desktop and server support for 30+ person office.


VIASOFT, PHOENIX, ARIZONA 
Customer Support Specialist, 1988-1993 


 Front line support for clients using Viasoft products (mainframe debugging tools);
 Coded PTFs for software bug fixes and tested all PTFs, created and validated all media being sent to clients;
 General office support for development team (50+ developers).


EDUCATION 
University of Nevada Reno, Bachelors of Science Degree, Computer Information Systems, 1997 
Mesa Community College, Associates Degree, Business Management, 1992 


AWARDS AND RECOGNITION 
Chamber Leadership Reno Sparks 2015 Graduate 
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Emilee W. Langer 
PLANNING MANAGER 


PROFILE 
Dynamic Operations Leader with proven expertise in business development and strategic planning. Demonstrated 
results for generating start-up revenues, controlling costs and maximizing return on investment in for-profit and not-
for-profit industries. Possesses an exceptional track record building and leading teams and achieving company 
objectives. A Connector who is adept at defining business and technical requirements across operational areas and 
providing expert analysis to determine inside and outside partnerships for implementation. 


PROFESSIONAL EXPERIENCE 


HOMETOWN HEALTH, RENO, NEVADA 
Manager, Planning, Present 
 Lead business initiative planning for cross functional teams for product development and services including


RFP generation, market analysis, vendor selection and implementation.  


 Established and implemented mechanisms to promote collaboration, coordination and communication across
the organization with a focus on product development and business readiness and an overarching emphasis on
business and community impact.


 Served as the internal point of contact for operational development and coordinated marketing and
communication materials to ensure maximum productivity, client satisfaction and accomplishment of strategic
initiatives.


 Provided vendor recommendations to senior leadership for key initiatives including operating systems, vision
care services, pharmacy benefit management services, compensation management and claim editing.
Developed internal implementation plans for each project and coordinated meetings between vendors and key
business owners across the organization.


 Participated in monthly meetings as a member of the Policy and Procedure, Compliance and Delegation and
Oversight committees.


 Managed activities in preparation for URAC re-accreditation


CUSTOM TOOL & DESIGN, INC,  ERIE, PA 
 Human Resource Manager, 2013 – 2015 
 Managed all aspects of human resources including hiring and salary negotiations for all positions including


engineers, sales professionals, tradesmen and staff positions.  Re-designed performance metrics and review 
process for entire organization. 


 Negotiated insurance plan renewals for health, dental and vision plan renewals resulting in 20% savings and  re-
negotiated renewals for general and property insurance programs resulting in 40% savings to the company. 


 Managed payroll, accounts payable and accounts receivable.  Wrote and implemented employee policy and
procedure handbook 


 Analyzed employee compensation and benefits packages and ensured compliance with state and federal
mandates for workers compensation, unemployment compensation and 401K plans.  


 Coordinated training and all aspects of safety in compliance with OSHA and NTMA
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 Prepared Sales quotations in response to RFP. Reviewed CAD and engineering drawings and submitted
requests for subcontracted components.


PENNSYLVANIA COALITION FOR ORAL HEALTH 
Executive Director, 2013 
 Created a policy agenda to deliver oral health care services in Pennsylvania and provided recommendations to


increase access and to stabilize reimbursement for dental service in urban, rural or otherwise underserved 
communities.  


 Reviewed and analyzed oral health plans for 21 states and provided “best practice” recommendations for
service reimbursement, streamlined administration and consistent practices for credentialing reviews under 
Medical Assistance and subcontracted managed care programs.   


 Served as a member of the Steering Committee.
 Wrote grants for additional funding and reviewed coalition finance reports. Reported on grant activities to


funders as required.
 Developed agenda, invited speakers and facilitated the coalition quarterly meetings, recorded minutes and


provided reporting to the Steering Committee.


THE SALVATION ARMY DENTAL CENTER, OIL CITY, PA 


Divisional Dental Director, 2009-2013 


 Led start-up of a non-profit dental center serving low-income and indigent citizens.
 Coordinated all aspects of construction, equipment purchasing, vendor contracting, hardware and software


installation and compliance with OSHA, and Pennsylvania Department of Health.
 Created a business plan and marketing strategy to provide treatment to more than 200 patients per week.


Effectively controlled costs to achieve revenue and patient access goals.
 Managed clerical and professional staff of 10, patient scheduling, payroll, accounts payable & receivable and


prepared bank deposits.  Completed performance reviews and coordinated continuing education and
professional development.


 Represented the Salvation Army through community outreach as a member of a county-wide task force and
was a frequent speaker at local, state-wide and national organizations about program capabilities.


 Wrote grants and tracked awards totaling $650,000+ from state, local and private foundations over four years.
Prepared and delivered financial reports to Salvation Army leadership, grantors, and funding organizations.


PINE GROVE AMBULATORY SURGICAL CENTER, LLC., RUSSELL, PA 


Executive Director and CEO, 2007-2009 


 Led start-up and building construction for a 16, 000 sq ft ambulatory surgery center with annual revenues
totaling $6.1M


 Negotiated the purchase of surgical equipment, office equipment, hardware and software, and completed set up
of practice management and operating systems.


 Executed contracts with multiple managed care organizations and state agencies for medical service
reimbursements in Pennsylvania and New York State.


 Achieved required elements for licensing with Medicare, Medicaid, and the PA Department of Health in under
6 months. Facilitated scheduled and unscheduled reviews with state agencies. Served as a member of the
Personnel, Quality Assurance and Patient Safety Committees. Assumed responsibility for risk management and
delivered compliance reporting.


 Wrote manuals on Administration and Governance, Infection Control, Clinical Practice and Quality Review
and Human Resources and led the organization in its preparation for AAAHC Accreditation.  Trained staff of
14 and 12 member Board of Directors.
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 Prepared agenda, recorded minutes and delivered financial reporting for monthly board of directors meeting.
 Managed daily operations including payroll and benefits, patient scheduling and treatment, patient satisfaction


surveys, accounts receivable and accounts payable, marketing and public relations.


UNIVERSITY OF PITTSBURGH, SCHOOL OF DENTAL MEDICINE, PITTSBURGH PA 
Public Health Program Consultant, 2007  
 Developed business plan for the University of Pittsburgh, School of Dental Medicine; Center for People with


Special Needs using data collected through surveys and agency meetings.  
 Acted as a liaison between the University and the Special Needs community through attendance in coalition


meetings and community health promotions.  Invited Keynote Speaker to the Arc of Pennsylvania during their 
Systems Advocacy and Government Affairs session with key legislators. 


 Collaborated with faculty and staff to determine patient scheduling capabilities and in consideration of student
practicum and didactic class schedules 


SPECIAL SMILES, LTD, PHILADELPHIA, PA 


Executive Director, 2000-2006 


 Coordinated start-up activities for a $2.8M dental surgery center specializing in services for people with
developmental disabilities.


 Managed daily operations and activities for clinical staff of 8 including scheduling, billing, payroll and monthly
financial reporting.


 Collaborated with state and local managed care organizations on the development of reimbursement and
treatment guidelines.  Served as liaison to the Pennsylvania Department of Welfare, and presented best
practices to local, state and national agencies. Invited speaker at the 2006 American Public Health Association
annual meeting in Boston, MA.


 Guest speaker on Persons with Disabilities and program capabilities during annual conferences for National
Oral Health, Special Care Dentistry and the Academy of Dentistry for Persons with Disabilities.


UNITED HEALTH CARE, DENTAL BENEFIT PROVIDERS, BETHESDA, MD 


Director of Client Services 1997-1998 


National Account Executive, 1998-2000 


CIGNA HEALTH CARE, PHILADELPHIA, PA & CHICAGO, IL 


Assistant Claim Manager, 1988-1990 


Group Benefit Specialist, 1990-1993; Gold Circle Qualifier 1990-1993 


Senior Group Benefit Specialist, 1993-1995; Gold Circle Qualifier 1993-1995 


Senior Client Manager, 1995-1997; Gold Circle Qualifier 1995-1997 


EDUCATION 
Drexel University, School of Public Health, Master of Public Health-Hygiea National Honor Society 
University of Pittsburgh, Bachelor of Science, Psychology 


COMMUNITY INVOLVEMENT 
Titusville Area YMCA – Board of Directors, Personnel Committee, Marketing Committee 
First Presbyterian Church of Titusville – Board of Directors, Personnel Committee, Outreach Committee 
Titusville High School Alumni Association – Advisory Board 
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AWARDS AND RECOGNITION 
      Hygeia National Honor Society, Drexel University 
      CIGNA Employee of the Year 1993 


PUBLICATIONS 
Weis, E., Journal of the Pennsylvania Dental Association – September/October 2000 – “Is a Win-Win Managed 
Care Negotiation Possible?” 
Langer, E., Chiao, J., Abstract Presentation – November 2006 – “Relationships in Oral Health among Persons with 
Developmental Disabilities”; American Public Health Association – National Conference, Boston MA  
Langer, E., CARING- The Salvation Army, International Publication, winter, 2010-2011 -“To Smile Again” 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Hometown Health Plan 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: √ 


The following information requested pertains to the individual being proposed for this project. 


Name: Christie Spencer Key Personnel: 
(Yes/No) No 


Individual’s Title: Market President 
# of Years in Classification: 5 # of Years with Firm: 5 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


A highly accomplished, innovative top health care payer execut ive , with extensive experience in business    
development, operations analysis, client relations, human resources / strategic planning, financial management,  
product development and proposal / project management in all segments of  the payer industry.  Streamlines 
processes to realize substantial increases in efficiency.  Collaborates with multiple internal / external parties to drive 
the completion of corporate goals.  A forward-thinking leader who utilizes a broad knowledge base to produce 
bottom-line results for an organization. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


University Health Care, Inc. d/b/a Passport Health Plan & Evolent Health collaboration Sept 2011 – current 
Medicaid Center of Excellence (MCOE)  


 Louisville, Kentucky 


Market President Feb 2016 - present   
• Instrumental in building support structure for Medicaid Center of Excellence (MCOE) expansion across the U.S.
• Collaboration with multiple departments for the advancement and preparation for readiness of Passport Health Plan


services to other states provided through the MCOE organization
• Forged the roadmap with subject matter experts for development of the MCOE structure and alignment and


implementation of the program and system structure
• Accountability for the medical loss ratio (MLR) for the Louisville market
• Oversight of nine directors with further governance of approximately 350 employees


Vice President/Chief Operating Officer     Sept 2011 – Feb 2016


• Decreased cost for provider-sponsored Medicaid managed care organization covering
approximately 250,000 lives and a $1.5B in annual revenue


• Responsible for leading employees in the areas of Claims, Enrollment, Customer Service,
Reimbursement, Audit, Encounters, Utilization Management, Case Management, Care Coordination,
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Quality Improvement, Pharmacy Management and Facilities oversight. 


RxCrossroads, an Omnicare Company  Mar 2008 – Sept 2011 
    Louisville, Kentucky 


Vice President  
• Collaborated with pharmaceutical manufacturers to develop marketing/ commercialization


strategies to increase sales and product uptake. 
• Deployed service-center components provided by company and business partners.
• Responsible for all components, including reimbursement hotlines, payer insurance research,


distribution, drug administration and financial assistance for patients with high-cost drug needs.
• Accountable for operations, human resources and client services for major pharmaceutical/ biotech


companies.
• Increased specialty drug sales to hospitals and physician offices
• Introduced new products, leading to organic growth of 30%
• Enhanced operational efficiencies through systems design modifications  and workflow mapping


improvement
• Developed a nation-wide home health nursing network


FirstSource Solutions    Mar 2006 – Mar 2008 
    Louisville, Kentucky 


Director  
• Responsible for operational results of this international Business Process Outsourcing Company.
• Responsible for over 150 health insurance claims processors and telephonic and field-based


client relations for the top insurance and healthcare payers in the country.
• Improved efficiencies through productivity improvements of 35%.
• Increased client retention to 100%, as well as loaded 20% in additional revenues.


Self-Employed  Jul 2003 – Mar 2006 
    Louisville, Kentucky 


Independent Contractor   
• Provided consulting/ contract work to major/ national medical management firms, quality


improvement organizations and third-party benefits and medical claims payers/ administrators. 
• Responsible for marketing, project management, proposal management, proposal writing,


business/ product development, workflow analysis and operational assessment. 


National Health Services, Inc., (acquired by SHPS, Inc.)       1995 – 2003 
    Louisville, Kentucky 


Senior Vice President 
• Oversaw activities for national medical management organization, including operations, account


management, sales, marketing, public relations and product development. 
• Managed company-held commercial insurers, Medicaid and State Employees payer contracts.
• Led organization to 100% growth through introduction of new products, enhanced proposal


response techniques and development of new sales channels.
• Introduced new products, including disease management, health risk assessment and demand


management.
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EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Masters of Business Administration  1991 
LOYOLA COLLEGE, Baltimore, Maryland 


Bachelor of Science: Business and Finance 1981 
OSWEGO UNIVERSITY, Oswego, New York 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Dr. Stephen Houghland, CMO, Passport Health Plan 
   5100 Commerce Crossings Drive 
   Louisville, KY 40229 
   Office: (502) 585-8369 
   Fax: (502) 585-7985 
   Stephen.Houghland@PassportHealthPlan.com 


Jennifer Hancock, CEO, Volunteers of America 
   570 South Fourth Street, Suite 100 
   Louisville, KY 40202 
   Office: (502) 636-4649 
   Fax: (502) 637-8111 
   JenniferH@VOAMid.org 


Tony Pino, Sr. V. President, Ameritox Ltd. 
   300 East Lombard Street, Suite 1610 
   Baltimore, MD 21202 
   Office: (888) 494-2165 
   Fax: (443) 220-0122 
   Tony.Pino@Ameritox.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Evolent Health 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: X 


The following information requested pertains to the individual being proposed for this project. 


Name: Michael Minor Key Personnel: 
(Yes/No) No 


Individual’s Title: National Medicaid & Regional President 
# of Years in Classification: 3 # of Years with Firm: 3 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


A proven senior leader with a 22+ year record of success in Medicare and Medicaid managed care.  An established track 
record implementing health plan start-ups, leading government-sponsored health plans across multiple geographies, and 
driving turn-around strategies.  Exhibits a high level of expertise, energy, and focus in consistently exceeding 
membership, revenue, and profitability objectives.  Experienced in building high-performing and delivery focused 
teams.  Operations, finance, and product expansion experience provides broad skill-set to meet new business growth, 
SG&A efficiency, and profitability targets. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Evolent: National Medicaid President                             Jun 2015 – Present 
    Arlington, Virginia 
Accountable for Medicaid health plan operations and financial functions for Evolent markets. Oversight of markets 
that include over 500k members and the development of new growth initiatives to meet individual state objectives. 


Evolent: Regional Market President              Aug 2013 – Jun 2015 
    Arlington, Virginia 
Complete accountability for the medical loss ratio (MLR) and P&L performance for the Northwest and Southeast 
markets.  Fully responsible for all business development and selling the business case to health system boards and 
health system executive teams.  Key objectives include building executive relationships, leading health plan management 
service organizations (MSOs), developing the strategic direction for health plan clinical operations, and creating new 
product launches for Medicare Advantage, Commercial, and Medicaid managed care products.  The Market President 
reports to the Corporate COO in Arlington, VA. 


• Successfully led the development of a corporate MSO entity for an 18 hospital health system.  Defined and built
the board structure to enable effective governance over all managed care population health functions. 


• Realigned and restructured the clinical organization, including the transition and/or hiring activities for over 90
staff, and redefining operational and clinical priorities in order to meet 2014 budget targets. 


• Effectively partnered with the chief medical officer and other physician leaders in developing a new incentive
model, which aligned the physician incentive structure and health plan MLR objectives. 


• Developed a clinical utilization savings strategy that identified over $30 million in cost opportunities for a large
provider-owned health plan that will allow them to reach profitability within 24-months. 


WellCare Health Plans, Inc.          Sept 2005 to Aug 2013 
    Louisville, Kentucky 
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State President                           Mar 2011 to Aug 2013 
Accountable for all health plan operations and full P&L accountability for $1.7 billion health plan with 225,000 
members.  Responsible for directing and leading over 170 Kentucky based clinical and operational staff located across 
six Kentucky offices.  Charged with developing strong and effective relationships with Kentucky providers, medical 
facilities, Cabinet for Health and Family Services (CHFS), Department of Insurance, Community Advocates, and 
Medical/Provider Associations.  Reported to Jesse Thomas, South Division President.  


• Developed and executed a member acquisition strategy that resulted in 100% membership growth (112,000 new
members) in 14 months and increased annual revenue from $600 million to $1.4 billion. 


• Executed medical utilization and cost initiative efforts that provided over $77 million in medical utilization and
cost improvements during the first twelve months of operations.  Medical trend improvements lead to a 
projected annual net income of $150 million.  


• Managed the build of a full provider network consisting of 17,000 providers in less than 120 days.
• Developed innovative clinical programs and provider reimbursement structures to improve quality outcomes


and align incentives.


South Division - COO                                                                                                                                          Jun 2008 to Mar 2011 
    Atlanta, Georgia 
Accountable for health plan operations and financial functions for the South Division Medicaid and Medicare business 
lines.  The South Division includes GA, TX, and LA and accounts for $1.8 billion in premium revenue, 560,000 
members, and over 300 staff.  Responsible for state and regional COOs, Medicare sales and product development, 
network development, provider strategy, finance, and medical economics.  Developed positive external relationships 
with State Regulators and State Legislators.  South Division states accounted for more than 25% of total company 
revenue and net income. 


• Successfully directed critical P&L initiatives that resulted in 4 consecutive years of EBITDA growth and 4
consecutive years with the #1 Georgia Medicaid market share (Over 1 million eligibles). 


• Completed over $80M in medical expense utilization reductions that included new network strategies, revisions
to contracting/reimbursement methodologies, changes in member acquisition plans, and utilization
management controls.


• Lead contracting and network development to successfully provide the company with negative medical trends
from 2008 to 2009 while maintaining network stability.


• Achieved 14% membership growth in 2009 and maintained #1 market share by positioning markets with key
provider partners and focusing on true membership capture opportunities.


• Established critical partnerships with ancillary providers that resulted in new contract agreements that saved
$14M in medical expense and lowered SG&A.


• Assisted state regulator in quantifying $300M in long-term savings due to MCO success.


Vice President of Finance                                                                                                   Sept 2005 to Jun 2008 
    Atlanta, Georgia 
Part of the executive team that successfully oversaw the start-up and development of new regional health plan where 
premium revenue grew from $0 to over $1Billion.  Responsible for finance and medical economics functions and 
accountable for complex medical cost and utilization analyses, P&L forecasting and planning, and developing financial 
models that ensured division strategies matched corporate budget expectations. Managed all aspects of $100 Million 
SG&A budget and reforecast projections.  Reported to Michael Cotton, Georgia Health Plan President.  


CENTENE CORPORATION    2003 to 2005 


    St. Louis, Missouri 
Centene Corporation is a leading, multi-line healthcare enterprise that provides programs and related services to address 
the needs of under-insured and uninsured individuals. Centene offers cost-effective coverage solutions for low-income 
populations through locally based health plans and a wide range of specialty services.  Reported to Carey Witty, CFO. 
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Corporate Director – Health Economics 
     St. Louis, Missouri 


• Managed all analytical resources and directed their efforts to ensure medical expense and premium supported
the Company’s short and long-term strategic focus. 


AMERIGROUP CORPORATION                                                                                                                                               2001 to 2003 
     Virginia Beach, VA,  
Amerigroup manages Medicaid, CHIP, Medicare, ABD and Long-Term Care programs covering approximately 2.8 
million members in 12 states. Reported to Kent Monical, VP Medical Finance. 


     AVP – Medical Finance, Provider Networks and Contract Analysis 


Promina, Atlanta, Georgia           1998 to 2001 
Director – Medical Economics and Financial Analysis 


BlueCross BlueShield of Georgia, Atlanta          1994 to 1998 
Manager – Finance, Business Analysis and Strategic Planning 


Saint Joseph’s Health System, Atlanta, Georgia          1992 to 1994 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Bachelor of Business Administration  1990 
UNIVERSITY OF LOUISVILLE – Louisville, KY 


Masters of Health Care Administration 1992 
XAVIER UNIVERSITY – Cincinnati, OH 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None listed 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Jim Parker, President, IU Health Plans 
   950 N. Meridian Street, Suite 200 
   Indianapolis, IN 46204 
   Office: (317) 963-1152 
   Fax: (317) 963-9800 
   JParker13@IUHealth.org 


Mark Carter, CEO, Passport Health Plan 
   5100 Commerce Crossings Drive 
   Louisville, KY 40229 
   Office:  (502) 585-8351 
   Fax: (502) 585-7985 
   Mark.Carter@PassportHealthPlan.com 
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Alan Cohn, CEO/President, Avesis Incorporated 
   10324 S. Dolfield Road 
   Owings Mills, MD 21117 
   Office: (410) 581-8700 x 12303 
   ACohn@Avesis.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Evolent Health 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: X 


The following information requested pertains to the individual being proposed for this project. 


Name: Samrina Marshall, MD, MPH Key Personnel: 
(Yes/No) No 


Individual’s Title: Vice President, Clinical Transformation 
# of Years in Classification: 1 # of Years with Firm: 1 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


As a physician executive with core interests in quality of care, performance standards and value-based care, I recognize 
these as critical drivers to improve health care outcomes. With 10 years of progressive clinical and managed care 
leadership experience, I have maintained my academic appointment as a board-certified pediatrician at UCDMC with 
over 20 years clinical experience. Core interests include reducing health care disparities, better coordination of care, 
quality performance, clinical integration and healthcare excellence.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


EVOLENT HEALTH             Sept 2015-current 
    Arlington, Virginia 


Vice President, Clinical Transformation 
• Leads clinical teams to develop and support health systems in clinical transformation for operational strategies


in population health and value-based care 
• Develop and support innovative, effective wellness, care management and quality improvement initiatives
• Lead and develop patient-centered, quality and efficient health delivery across systems
• Lead and support health systems to deliver the Triple Aim: better community health, better patient experience,


cost-effective care
• Lead and support physician alignment, engagement to drive population health strategies towards value-based


care


CALIFORNIA HEALTH AND WELLNESS (Centene)        Oct 2013 – Jun 2015  
    Sacramento, California 


Chief Medical Director 
• Medical Services:


o Medical Directors: supervision, training, performance, optimization of evidence-based guidelines, lead
advisor to clinical team


o Pharmacy: oversight of direct services and PBM. Safe opioid toolkit
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o Medical Management: complex case care, behavioral health integration, care coordination (maternity,
ED diversion, readmission) inpatient and neonatal nurse/case management rounds, appeals and
grievances


o Oversight of all medical care for our Medi-Cal members (175, 000) in 18 rural counties adjacent to
Sacramento and Imperial county (poorest county in California bordering Mexico)


• Quality:
o Quality metrics: NCQA, HEDIS performance, quality improvement projects, PQI (quality of care


issues), health plan and provider quality standards
o Patient safety, facility site review
o Developed model for provider P4P (pay for performance) and Value-Based Care
o Population Health Management and Performance: analytic integration, utilization and quality


• Network:
o Development and Management support
o Oversight for quality of care and standards for large network (5,000+) of primary care, specialist, clinic


and hospital medical providers
o Physician and provider education and training: faculty practice management, evidence-based medicine,


quality standards, medical necessity inpatient/outpatient training (InterQual, MCG). Support for
Patient-Centered Medical Home, Meaningful Use


o Performance standards, system improvement, EMR integration


o Telehealth: building team to implement pilot to enhance specialty access, building resources for safety
net providers


• Health Programs:
o Health Education (member and provider)
o Community Needs Assessment
o Community Outreach
o Cultural/Linguistics/Diversity accessibility


• Chair, committees: Credentialing, Quality Improvement, Utilization Management, Pharmacy, Peer Review,
Hospital and Practioner, Public Policy, Performance Improvement Team, Community Advisory Board


• Member, committees: Clinical Policy, Centene Executive Council for Diversity and Inclusion, CA
Department of Health Care Services Medical Director Quality


UNITED HEALTHCARE      Feb 2013 – Sept 2013 
    Minneapolis, Minnesota 


Senior Medical Director 
Clinical Services 


• Medical lead for a large team of medical directors, nurses and pharmacists for all commercial member prior
authorization requests. 


• Directly supervised team of 40 physician medical directors with 15 physician direct reports for all aspects of
medical management for UHC Clinical Services. 


• Evidence-based medicine guidelines use including medical policy consultation, creation and revision.
• Focus on health care quality and innovative medical service strategies.
• Led coordination and collaboration of internal and external business units to enhance health outcomes.
• Medical education for physician peers, community physician network.
• Health Care Reform implementation
• Lead, Affordability initiatives, Value-Based Care model


UNITED HEALTHCARE      Aug 2010 – Feb 2013 
    Minneapolis, Minnesota 


Medical Director 
Clinical Coverage Review 


• Medical necessity prior authorization including case decision, policy review and peer physician and nurse
education. 
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• Peer to peer communications.
• Committees:


o Medical Policy Advisory Committee (MPAC)
o Pharmacy team medical consultant


Social Responsibility committee
• Provide medical and pediatric consultation to all programs and staff.
• Use of Milliman Care Guidelines for medical necessity reviews.
• Leadership roles:


o Assisted transition to internal pharmacy benefit manager (Optum) for all Synagis reviews (2011-2012)
o Synagis team lead for medical review, policy revision, implementation , algorithm development and


coordination between Optum and UHC (CCR). Annual Synagis presentation for staff.
o System process improvement projects: lead for standardization of physician templates, workflow


efficiencies.
o Private Duty Nursing work group, developing criteria and tools for rigorous review
o Mentor, train and supervise new physicians
o Candidate physician interviews


HEALTH NET of CALIFORNIA       May 2006 – Aug 2010 
    Sacramento, California 


Regional Medical Director - State Health Programs 


Medical director for medical management, including utilization review, provider appeals and quality improvement 
initiatives such as pediatric obesity, diabetes, oral health and maternal/child health.  


• Medical management including utilization review and appeals.
• Medical policy revision.
• Direct divisions of Health Education, Nursing and Public Health staff on various quality initiatives.
• Oversee staff to improve access, quality and utilization of healthcare.
• Medical consultant for Sacramento region Healthy Kids Childrens Health Initiative, also chair for obesity, oral


health and maternal/child health initiatives.
• Conduct community medical provider trainings and presentations on various quality initiatives.
• Coordination with the Department of Health Services.
• Organized and gave several presentations at medical provider obesity forums.
• Quality assurance.
• Provide medical consultation to all programs and staff.
• Advisory Committee member, California Medical Association, Pediatric and Adolescent Obesity and Bariatric


Surgery toolkit development.


YOLO COUNTY HEALTH DEPARTMENT 2002 – Apr 2006 
    Woodland, California 


Assistant Health Officer 
Director, Maternal, Child and Adolescent Health (MCAH) 
Medical Director, California Childrens Services (CCS) 
Tuberculosis Controller 
Chair, Childhood Obesity Coalition 
Chair, Childrens Health Initiative (Yolo co. First 5 commission) QA 


Provide direct medical consultation for all medical services including communicable disease, emergency preparedness, 
women’s and children’s medical services and medical eligibility for services through the CCS program.  Develop and 
administer medical policies for quality improvement of healthcare systems and medical provider training.  Chaired the 
Childrens Health Initiative Healthy Kids workgroup to develop the insurance product for uninsured children. 


• Determine medical eligibility for CCS medical services/respond to appeals.
• Conduct regular case management review with nurses/staff
• Physician training and consultation regarding CCS eligibility
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• Direct medical consultation to all programs and staff in HD
• Determine program/policy/goals and interventions for all women’s and children’s services.
• Quality assurance reviews and quality improvement policy determination.
• Lead, nutrition and fitness initiative to address problem of childhood obesity.
• Organized 9/2004 Obesity conference; planning 9/2006 obesity conference directed towards provider training


for obesity management.
• Lead, MCAH (Maternal, Child and Adolescent Health) county breastfeeding rate study.
• Chair of Childrens Health Initiative (CHI Healthy Kids, First 5 commission funded) for uninsured children.
• Chair of CHI Quality Improvement sub-committee to determine QI guidelines for new insurance plan in


addition to existing HEDIS measures based on 2004 Yolo Co.  MCAH Needs Assessment.
• Lead, 2004 MCAH Needs Assessment.
• Tuberculosis case management/consultation.
• Emergency preparedness/Bioterrorism division consultant.
• Numerous presentations on childhood obesity to providers/community/school boards/civic leaders.
• Presentations on communicable diseases (Avian flu/West Nile virus/Tuberculosis/STDs).
• Editor, monthly Public Health column, Ask Yolo Health
• Executive committee, California Medial Association, Obesity Provider Toolkit
• Breastfeeding Promotions Advisory Committee, advisory board to DHS.
• Past committees (Yolo County):
• Chair, Community Childhood Obesity coalition (YFIT)
• Chair, Childrens Health Initiative Quality Assurance sub-committee
• Co-Chair, Childrens Health Initiative Steering committee
• Member, Childrens and Adolescent Health committee, Sacramento Sierra Valley Medical Society


CALIFORNIA DEPARTMENT OF HEALTH SERVICES 
CHILDRENS MEDICAL SERVICES BRANCH       2001-2002 
    Sacramento, California 


• Medical eligibility determination
• Case management with nurses/staff
• Determine policy change for quality improvement


KAISER PERMANENTE        1999-2001 
    Vacaville, California 


• Staff physician providing direct pediatric care.


UC DAVIS MEDICAL CENTER    1999-current 
    Sacramento, California 


Volunteer Clinical faculty, Department of Pediatrics 
• Direct patient care, in urgent care, continuity, weight management, newborn and endocrine clinics.
• Teaching/proctoring of medical students and residents.
• Core student/resident/staff pediatric lectures
• Use of EPIC EMRActive BLS, ACLS, PALS certification Medical volunteer: Remote
• Area Medical (RAM now known as California Careforce)


UC DAVIS MEDICAL CENTER         1994-1999 
    Sacramento, California 


Assistant Clinical Professor, Department of Pediatrics  


• Direct patient care at UCDMC at regional clinic (primary care network) in Davis.
• Teaching/proctoring of medical students/residents.
• Contributed to core pediatric lecture series.
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LECTURES/PRESENTATIONS 


Numerous provider and community presentations on various topics including obesity, asthma, perinatal care and 
medical management, scope and coordination of services with managed care, public agencies, hospital/medical groups, 
physician performance, value-based care, clinical integration and quality improvement. 


National Hispanic Medical Association, Panel, Rural Health, 2015 
Stanislaus County CHDP Provider conference, “Childhood and Adolescent Obesity” 2009, 2010. 
Regional CHDP Provider conference, “Management of Obesity using the CMA Obesity Toolkit”, March 2008 
Sacramento Provider Forum on Obesity Management, “Introduction of the CMA Obesity Toolkit”, March 2007 
Stanislaus Health Department, CHDP, “Obesity Management”, May 2006 
Childrens Hospital, Fresno, “ CCS Eligiblity and Review”, May 2006 
Latino Health Forum, “Obesity and Diabetes Prevalence and Health Impact, “ June 2005  
Childrens Health Alliance,  “Pediatric Obesity as Priority Health Concern,” January 2004 
UCDavis Health System, “Pulse” Medical Television:  Children and TV Viewing. 
Media expert Advisor: California Center for Public Health Advocacy 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Children’s Hospital of Los Angeles 1988-1991 
Pediatric internship and residency 
Resident of the Year Award, 1991 


University of Southern California, Los Angeles  1984-1988 
School of Medicine (MD degree) 


University of Los Angeles, Los Angeles 1982-1984 
School of Public Health (MPH, Epidemiology) 


University of Southern California, Los Angeles  1977-1981 
College of Arts and Sciences (BS degree, Biology/Psych) 


CMO Academy 
American College of Physician Executives  2014 


Sierra Health Foundation, Sacramento, CA 2003-2004 
USC Marshall School of Business  
Health Leadership Program  


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Active, unrestricted California medical license 1989-present 
Active, DEA certificate  1989-present 
Certified, American Board of Pediatrics  1991-present 
Diplomate, National Board of Medical Examiners 1991-present 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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Attachment G Resumes 


Argus Health 


Making a genuine difference in the health and well-being of the people and communities we serve 



http://www.hometownhealth.com/





PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Argus Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Christa Larkin Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Vice President, Account Management 
# of Years in Classification: 19 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Christa Larkin is Vice President, Account Management at Argus. She is also responsible for the 
Implementation team and the Drug Discount Card/Pharma teams. Prior to Argus, Christa spent 18 years at 
Express Scripts, a fortune 22 company, as a Vice President in executive leadership roles in both Pharmacy 
Operations and Clinical Product Management. Prior to Express Scripts, Christa worked as a critical care 
nurse at a large healthcare system in St. Louis, MO. 
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
October 1997 – 2015: Express-Scripts; 1 Express Way, St Louis, MO; Vice President, Pharmacy and 
Clinical Operations 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Missouri Baptist University; One College Park Dr., St Louis MO; Registered Nursing; 1989 
 
Washington University in St Louis – Olin Business School; One Brookings Drive, St Louis, MO; Master of 
Business Administration, 2015 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Registered Nurse, State of MO, 1989 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Available upon further request  
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 PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Argus Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Christopher Tinney Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director, Client Services 


# of Years in Classification: 18 # of Years with Firm: 
5 


(including 
previous 


role) 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
18 years of healthcare experience in a management roles of increasing responsibility. Experienced in 
claims, customer service, utilization management, case management, and analytics across commercial, 
Medicare (Part C and D) and Medicaid lines of business.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
January 2016 – July 2016: Cigna HealthSpring; 500 Great Circle Road, Nashville, TN; Stars Director – 
CMS Operations 
 
July 2013 – January 2016: Blue Cross and Blue Shield of Alabama; 450 Riverschase Pkwy East, 
Birmingham, AL; CMS Operations, Customer Service Manager 
 
November 2011 - July 2013: NaphCare, Inc.; 2090 Columbiana Rd, Suite 4000, Birgmingham, AL; 
Assistant Vice President, Clinical/Claims Operations 
 
2008 - November 2011: Blue Cross and Blue Shield of Alabama; 450 Riverschase Pkwy East, 
Birmingham, AL; Operations Manager, Utilization Management/Claims Processing 
 
2003 - 2008: Blue Cross and Blue Shield of Alabama; 450 Riverschase Pkwy East, Birmingham, AL; 
Manager, Claims Processing/Health Management Analytics  
 
1998 - 2003: DST Health Solutions; 333 W. 11th St, Kansas City, MO; Claims Supervisor/Account 
Coordinator 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Auburn University; 23 Samford Hall, Auburn, AL; BS, Health Administration, Magna Cum Laude; 1997 
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University of Phoenix, 1625 West Fountainhead Pkwy, Tempe, AZ; Master of Business Administration; 
2007 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Available upon further request  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Argus Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sam Warman Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Clinical Relations Executive 
# of Years in Classification: 17 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Director, Account Management: Directly led and managed Strategic Account Executives and Account 
Executives assigned to the Government Market Segment and Strategies group. Provided leadership, 
management and strategy within the market segment surrounding prescription benefits with impacts to 
client retention, client satisfaction, compliance for commercial, co-op, and Medicare Part D clients 
 
Director, Clinical Consulting: Directly supervised and managed the Clinical Consultant Pharmacists in 
their respective region to include State Government accounts, Employer Group Waiver Plans, and 
Retired Drug Subsidy Accounts. Responsibilities included ensuring accurate clinical benefit builds, 
serving as a liaison for corporate and regional clinical support, custom utilization and clinical program 
development, and formulary development and maintenance.  
 
Clinical Consultant: Worked in collaboration with Account Management teams to manage prescription 
benefit program for commercial and Medicare Part D accounts. Responsibilities included conducting 
academic detailing programs, conducting detailed claims analysis to determine prescription and cost 
trends and make recommendations on benefit design to lower or mitigate utilization and cost trend, and 
served as the clinical subject matter expert for new client implementations. 
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
December 2013-January 2015: Catamaran; 1600 McConnor Pkwy, Schaumburg, IL; Director, Account 
Management 
 
August 2010-December 2013: CatalystRx/Catamaran; 1600 McConnor Pkwy, Schaumburg, IL; Director, 
Clinical Services 
 
May 2007-August 2010: CatalystRx; Rockville, MD; Clinical Consultant 
 
December 2002-May 2007: Health Information Designs; Alabama; Clinical Pharmacist/Account Manager 
 
September 1999-December 2002: Fred’s Pharmacy; Pharmacy Manager 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Mississippi; 145 Martindale, University, Mississippi; BS, Biology 1990 and Pharmacy; 1995 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
APhA Certified Immunizing Pharmacist: May 2015 
 
Pharmacist License: 1995 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Available upon further request  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Argus Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Victoria Isherwood, PharmD Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Vice President, Sales 
# of Years in Classification: 10 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Victoria Isherwood is Vice President of Sales at Argus.  She is responsible for the development of sales 
plans and strategies that promote both Argus and client growth while also delivering excellent customer 
service.  She leads the sales process; guides the implementation process; guides the contracting 
process and oversees all communications between prospective clients and Argus.  Prior to Argus, 
Victoria spent five years at Pharmaceutical Strategies Group as the lead consultant in their Managed 
Care practice.  And prior to that, Victoria spent two years at Express Scripts as a Clinical Program 
Manager.   
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
April 2010 – February 2015: Pharmaceutical Strategies Group; 2901 North Dallas Pkwy, Suite 420, 
Plano, TX; Pharmacy Benefit Consultant 
 
May 2008 – April 2010: Express-Scripts; 1 Express Way, St Louis, MO; Clinical Program Manager 
 
September 2004 – May 2008: Walgreens; 200 Wilmot Road, Deerfield, IL; Dispensing Pharmacist/Intern 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Colorado Health Sciences Center, 13001 E 17th Pl, Aurora, CO; Doctor of Pharmacy, 2008 
 
St Cloud State University, 720 4th Ave South, St Cloud, MN; BS, Biochemistry, Summa Cum Laude; 
2002 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Doctor of Pharmacy, 2008 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Available upon further request  


Revised:  09-25-13 Resume Form Page 2 of 2 







830 Harvard Way • Reno, Nevada 89502 • 775-982-3000 • www.hometownhealth.com 


Attachment G Resumes 


Diplomat Pharmacy Inc. 


Making a genuine difference in the health and well-being of the people and communities we serve 



http://www.hometownhealth.com/





Revised:  09-25-13 Resume Form Page 1 of 2 


PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Diplomat Pharmacy, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: X 


The following information requested pertains to the individual being proposed for this project. 


Name: Susan O’Connor Faust Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Vice President, Payor Strategies 
# of Years in Classification: >1 # of Years with Firm: >1 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


SUMMARY OF QUALIFICATIONS 
 An accomplished sales and business development professional offering a diversified blend of


experience, including sales and marketing strategies, business development initiatives, staff 
training, operations management, customer service, sales information technology, and internal 
control systems. 


 A clear communicator and competent problem solver, who is able to identify objectives, establish
priorities, and achieve results under diverse and challenging market conditions. 


 Adhere to positive and participative management style, with consistent focus on maximizing
revenues and resources to achieve high profit margins and operating efficiencies. 


 Broad healthcare experience in specialty pharmacy, PBM, home infusion and home health.


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Diplomat Specialty Pharmacy 
Vice President, Payor Strategies, 2015 – Present 
 In her current role at Diplomat, Susan develops strategies and tactics for the expansion of


specialty pharmacy products and services, including specialty infusion, to Diplomat’s 
customers and prospects. She leads payor sales, account management and product 
development teams that promote and support efforts with payor partners in the development 
of specialty initiatives to achieve better outcomes in a cost-effective manner. 


Bioventus Global, LLC 
Vice President, Managed Markets, 2014 - 2015 
 Reporting to the CEO, with eight direct reports. Responsible for the creation and


implementation of the payor strategy for the company. 


 Key accomplishments include:
o Contracting with  all the major specialty pharmacies for the Supartz product to


increase profitability for that product
o Contract and implement “hub” for Supartz
o Implementation of CRM system for National Accounts
o Contracting with payors via the medical benefit for Exogen
o Revising the contracting process to create efficiencies
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Medco Health Solutions, Inc. 
Vice President, Specialty Services, Medco Health Plans Group, 2010 - 2013 
 Reporting to the chief clinical officer, Medco Health Plans Group; three direct reports with


dotted line support from the health plan account teams, representing ~ 50 health plan clients. 


 Key accomplishments include:
o 122% to specialty margin goal ~ $3 billion in sales
o Assisted organization in integration of specialty and PBM products and services as


well as integration of specialty sales personnel into PBM account teams
o Assisted in strategy for extension of specialty services to Puerto Rico
o Specialty speaker at Pinsonault Managed Markets Conference September 2011


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


 Certificat de Commerce et d’Industrie de Paris (CCIP)
o Universite de Paris/Alliance Francaise


 B.A. degree in French and Education
o St. Norbert College, Green Bay, WI


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


• Available upon request
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Diplomat Pharmacy, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: X 


The following information requested pertains to the individual being proposed for this project. 


Name: Troy Veldkamp Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Senior Account Manager, Payor Strategies 
# of Years in Classification: >1 # of Years with Firm: 6 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Troy is a senior account manager in Diplomat’s Payor Strategies Department. In this role, Troy supports 
a variety of clients including pharmacy benefit managers, managed care organizations, retail programs 
and employer groups. Troy strives to uphold and improve client relationships by maintaining current 
programs as well as presenting and implementing new initiatives.  


Troy joined Diplomat in 2010 as a patient care coordinator in the Multiple Sclerosis Center of Excellence 
where he was a leader in providing exceptional patient care and initiated process changes to improve the 
patient experience as well as patient care results. Troy was soon promoted to an implementation 
manager, where he worked diligently to seamlessly transition new clients to Diplomat. Shortly thereafter, 
he was promoted to the position of account manager. He brings experience in leadership, customer 
service and excellent communication skills that support his continued success at Diplomat.  


Troy holds a Bachelor’s Degree from the University of Michigan-Ann Arbor and a Master of Business 
Administration from the University of Michigan-Flint School of Management. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


Diplomat Specialty Pharmacy 
Senior Account Manager, Payor Strategies, 2015 - present 
 Manage a variety of clients, including pharmacy benefit managers, commercial health plans,


employer groups and government programs 
 Single point of contact for payor clients with $100,000,000+ in annual spend
 Responsible for initiating and implementing strategic projects to improve client programs and


outcomes
 Mentor other account managers within the department


Diplomat Specialty Pharmacy 
Account Manager, Managed Markets, 2012 - 2015 
 Facilitate business relationships with managed markets clients
 Plan, moderate and actively participate in client meetings
 Prepare, analyze and present reports measuring program performance
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Diplomat Specialty Pharmacy 
Implementation Manager, Managed Markets, 2011 -2012 
 Oversee implementation process for new managed care clients
 Responsible for the seamless transition of new clients


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Master of Business Administration, Awarded May 2014 
University of Michigan – Flint 


Bachelor of Arts, Psychology, Awarded August 2010 
University of Michigan – Ann Arbor 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


• Available upon request
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: EyeMed Vision Care 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: Subcontractor: X 


The following information requested pertains to the individual being proposed for this project. 


Name: Catherine Charlton Key Personnel: 
(Yes/No) Yes. 


Individual’s Title: Sr. National Account Manager,  EyeMed Vision Care 
# of Years in Classification: 1.5 # of Years with Firm: 9 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


EyeMed Vision Care | Senior National Account Manager, Strategic Partners 
 Responsible for the initiation and continued development of strategic partner relationships
 Facilitate and track resolution for all administrative inquiries and client requests
 Acts as a vision plan consultant, recommending services and plan enhancements based on employee


utilization and industry trends
 Conducts business and strategy reviews


EyeMed Vision Care | Sales Executive 
 Develop and execute strategies to meet goals
 Develop relationships with key partners
 Maintain existing and new accounts by ensuring partner satisfaction


Luxottica Retail | Sunglass Hut – Store Operations Senior Project Coordinator 
 Manage field projects
 Responsible for working with internal and external partners to determine timing, budget, scope of


work, impact to sales and communication to stores
 Operations/Field support – travel stores to gather key learnings and observe Store associates and


Field Managers to maximize business potentials
 Pattern other retailers for competitive insights
 Knowledge of all Sunglass Hut store Marketing, Merchandising, Theme and Operational initiatives to


provide resolution to all Field Managers


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


EyeMed Vision Care | Senior National Account Manager, Strategic Partners 
December 2014 – Present (Mason, Ohio) 
 Responsible for the initiation and continued development of strategic partner relationships
 Facilitate and track resolution for all administrative inquiries and client requests
 Acts as a vision plan consultant, recommending services and plan enhancements based on employee


utilization and industry trends
 Conducts business and strategy reviews
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EyeMed Vision Care | Sales Executive 
October 2011 – December 2014 (Mason, Ohio) 
 Develop and execute strategies to meet goals
 Develop relationships with key partners
 Maintain existing and new accounts by ensuring partner satisfaction


Luxottica Retail | Sunglass Hut – Store Operations Senior Project Coordinator 
March 2010 - September 2011 (Mason, Ohio) 
 Manage field projects
 Responsible for working with internal and external partners to determine timing, budget, scope of


work, impact to sales and communication to stores
 Operations/Field support – travel stores to gather key learnings and observe Store associates and


Field Managers to maximize business potentials
 Pattern other retailers for competitive insights
 Knowledge of all Sunglass Hut store Marketing, Merchandising, Theme and Operational initiatives to


provide resolution to all Field Managers


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 


Not applicable. 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Kentucky Life and Health Insurance License 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Name: Susan Emmett 
Title: Product Manager 
Organization: BlueCross BlueShield Tennessee 
Phone Number: 423.535.6751 
Fax Number: Not available.  
Email Address: susan_emmett@BCBST.com 


Name: Eric Nueville 
Title: Vice President 
Organization: IU Health Plans 
Phone Number: 317.963.1835 
Fax Number: Not available.  
Email Address: eneuville@iuhealth.org 


Name: Mike Ryder 
Title: Provider Contract Manager 
Organization: Optima Health 
Phone Number: 757.552.7273 
Fax Number: Not available.  
Email Address: jmryder@sentara.com 
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		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.



		4.1.14 Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information.

		4.1.14.1 Dun and Bradstreet Number

		4.1.14.2 Federal Tax Identification Number

		4.1.14.3 The last two (2) years and current year interim:

		A.  Profit and Loss Statement

		B.  Balance Statement







		4.2 SUBCONTRACTOR INFORMATION

		4.2.1 Does this proposal include the use of subcontractors?

		4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each proposed subcontractor will perform services.

		4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must:

		A.  Describe the relevant contractual arrangements;

		B.  Describe how the work of any subcontractor(s) will be supervised, channels of communication will be maintained and compliance with contract terms assured; and

		C.  Describe your previous experience with subcontractor(s).



		4.2.1.3 Vendors must describe the methodology, processes and tools utilized for:

		A.  Selecting and qualifying appropriate subcontractors for the project/contract;

		B.  Ensuring subcontractor compliance with the overall performance objectives for the project;

		C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and

		D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such payments.



		4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, Vendor Information.

		4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for any proposed subcontractors.

		4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the subcontractor is provided to the vendor.

		4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified within their original proposal and provide the information originally requested in the RFP in Section 4.2, Subcontractor Information.  The vendor must...





		4.3 BUSINESS REFERENCES

		4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed for private, state and/or large local government clients within the last three (3) years.

		4.3.2 Vendors must provide the following information for every business reference provided by the vendor and/or subcontractor:

		4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that are identified in Section 4.3.2.

		4.3.4 The company identified as the business references must submit the Reference Questionnaire directly to the Purchasing Division.

		4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process.  Reference Questionnaires not rec...

		4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality and degree of satisfaction for such performance.



		4.4 VENDOR STAFF RESUMES





		Hometown Health References

		Reference Sheet for RFP-City of Reno

		Reference Sheet for RFP-DCSD

		Tab VII -Attachment G - Staff Resumes

		Evolent Health Company Background and References

		COMPANY BACKGROUND - Evolent Health - Final to Submit

		4. OMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected Vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the Vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the Vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why Vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

		4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



		4.1.10 Length of time Vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Corporate Background

		4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.

		4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.

		4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? ...

		4.1.11.4 The location of disaster recovery back-up site.

		4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.

		4.1.11.6 The size of organization in assets, revenue and people.

		4.1.11.7 The organizational chart of your senior management by function including key personnel.

		4.1.11.8 The areas of specialization.

		4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.

		4.1.11.10 The corporate philosophy and mission statement.

		4.1.11.11 A description of any plans for future growth and development of your organization.

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For exam...

		4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



		4.1.12 Experience

		4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:

		A.  Managing a network of Medicaid Providers;

		B.  Managed care programs for Medicaid recipients;

		C.  Managing and improving health outcomes for program recipients;

		D.  Administering Medicaid utilization and case management programs;

		E.  Medicaid claims processing and adjudication;

		F.  Project management; and

		G.  Qualifications of key personnel.



		4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.

		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.



		4.1.14 Financial information and documentation to be included in Part III, Confidential Financial Information of Vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information.

		4.1.14.1 Dun and Bradstreet Number

		4.1.14.2 Federal Tax Identification Number

		4.1.14.3 The last two (2) years and current year interim:

		A.  Profit and Loss Statement

		B.  Balance Statement











		Reference Sheet #1 Passport

		Reference Sheet #2 Deaconess

		Reference Sheet #3 Premier

		Reference Sheet #4 IU Health

		Evolent Health Attachment G Resume Cover

		Attachment G - Christie Spencer Resume

		Vice President/Chief Operating Officer                    Sept 2011 – Feb 2016

		Louisville, Kentucky

		Vice President

		Louisville, Kentucky

		Independent Contractor

		Louisville, Kentucky

		Senior Vice President



		Attachment G - Mike Minor Resume

		Attachment G - Samrina Marshall Resume

		Argus Company Background and References

		Argus Attachment G Resume Cover

		Attachment G - Staff Resume - Christa Larkin

		Attachment G - Staff Resume - Christopher Tinney

		Attachment G - Staff Resume - Sam Warman

		Attachment G - Staff Resume - Victoria Isherwood

		Diplomat Company Background and References

		Diplomat Attachment G Resume Cover

		Attachment G - Susan Faust Resume

		Attachment G - Troy Veldkamp Resume

		EyeMed Company Background and References

		Reference List

		EyeMed Attachment G Resume Cover

		Attachment G - Staff Resume - EyeMed

		Attachment G - HTH Resume - Ty Windfeldt - October 2015

		Attachment G - HTH Resume - Matt Ladich - October 2015

		Attachment G - HTH Resume - Linda Ash-Jackson - October 2015

		Attachment G - HTH Resume - Sam King - August 2016

		Attachment G - HTH Resume - John Osmond - August 2016

		Attachment G - HTH Resume - Ryan Hopkins - October 2015

		Attachment G - HTH Resume - Wendy Brown - October 2015

		Attachment G - HTH Resume - E  Langer - August 2016

		PUBLICATIONS



		Attachment G - Resume - Ty Windfeldt

		Attachment G - Resume - Matt Ladich

		Attachment G - Resume - Linda Ash-Jackson

		Vice President and Core National Medical Director                    June 1994-Dec.1999

		Aetna Health Care



		Attachment G - Resume - Sam King

		Attachment G - Resume - Ryan Hopkins

		Attachment G - Resume - Wendy Brown

		Attachment G - Resume - Em Langer
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		4. COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

		4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Corporate Background

		4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.

		4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.

		4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? ...

		4.1.11.4 The location of disaster recovery back-up site.

		4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.

		4.1.11.6 The size of organization in assets, revenue and people.

		4.1.11.7 The organizational chart of your senior management by function including key personnel.

		4.1.11.8 The areas of specialization.

		4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.

		4.1.11.10 The corporate philosophy and mission statement.

		4.1.11.11 A description of any plans for future growth and development of your organization.

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For exam...

		4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



		4.1.12 Experience

		4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:

		A.  Managing a network of Medicaid Providers;

		B.  Managed care programs for Medicaid recipients;

		C.  Managing and improving health outcomes for program recipients;

		D.  Administering Medicaid utilization and case management programs;

		E.  Medicaid claims processing and adjudication;

		F.  Project management; and

		G.  Qualifications of key personnel.



		4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.

		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.
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		4. COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

		4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Corporate Background

		4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.

		4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.

		4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? ...

		4.1.11.4 The location of disaster recovery back-up site.

		4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.

		4.1.11.6 The size of organization in assets, revenue and people.

		4.1.11.7 The organizational chart of your senior management by function including key personnel.

		4.1.11.8 The areas of specialization.

		4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.

		4.1.11.10 The corporate philosophy and mission statement.

		4.1.11.11 A description of any plans for future growth and development of your organization.

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For exam...

		4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



		4.1.12 Experience

		4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:

		A.  Managing a network of Medicaid Providers;

		B.  Managed care programs for Medicaid recipients;

		C.  Managing and improving health outcomes for program recipients;

		D.  Administering Medicaid utilization and case management programs;

		E.  Medicaid claims processing and adjudication;

		F.  Project management; and

		G.  Qualifications of key personnel.



		4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.

		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.
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		4   COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

		4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Corporate Background

		4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.

		4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.

		4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? ...

		4.1.11.4 The location of disaster recovery back-up site.

		4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.

		4.1.11.6 The size of organization in assets, revenue and people.

		4.1.11.7 The organizational chart of your senior management by function including key personnel.

		4.1.11.8 The areas of specialization.

		4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.

		4.1.11.10 The corporate philosophy and mission statement.

		4.1.11.11 A description of any plans for future growth and development of your organization.

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For exam...

		4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



		4.1.12 Experience

		4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:

		A.  Managing a network of Medicaid Providers;

		B.  Managed care programs for Medicaid recipients;

		C.  Managing and improving health outcomes for program recipients;

		D.  Administering Medicaid utilization and case management programs;

		E.  Medicaid claims processing and adjudication;

		F.  Project management; and

		G.  Qualifications of key personnel.



		4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.

		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.









		COMPANY BACKGROUND AND REFERENCES- final.pdf

		4. COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

		4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?



		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Corporate Background

		4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has been providing services described in this RFP to the public and/or private sector.

		4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals.

		4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? ...

		4.1.11.4 The location of disaster recovery back-up site.

		4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP.

		4.1.11.6 The size of organization in assets, revenue and people.

		4.1.11.7 The organizational chart of your senior management by function including key personnel.

		4.1.11.8 The areas of specialization.

		4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for which full data are available.

		4.1.11.10 The corporate philosophy and mission statement.

		4.1.11.11 A description of any plans for future growth and development of your organization.

		4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  Describe the implementation approach and methodology you employed for the market expansion and/or additional business line identified.  For exam...

		4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.



		4.1.12 Experience

		4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience with the following:

		A.  Managing a network of Medicaid Providers;

		B.  Managed care programs for Medicaid recipients;

		C.  Managing and improving health outcomes for program recipients;

		D.  Administering Medicaid utilization and case management programs;

		E.  Medicaid claims processing and adjudication;

		F.  Project management; and

		G.  Qualifications of key personnel.



		4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards.  In addition, identify specific performance measures that would provide the most meaningful measure of health care service delivery performance.

		4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development of best practices.

		4.1.12.4 Describe the experience your organization has had working with state government and/or experience in specifically related services.

		4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the specific responsibilities of each of these individuals...

		4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area:

		A.  Information Systems

		B.  Utilization/Case Management

		C.  Claims Payment

		D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416)

		E.  Health Education

		F.  Data Coding

		G.  Contract Negotiation Specialists/Network Recruiters

		H.  Encounter Data

		I.  Other staff as needed for project



		4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada.

		4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.

		4.1.12.9 List any associations or organizations to which the organization belongs.



		4.1.13 Health Information Exchange Questions:

		4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)?  Please indicate your answer using the following table:

		4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada statewide health information exchange?  Please describe.

		4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care populations and to control plan costs.









		Diplomat COMPANY BACKGROUND AND FINANCIAL.pdf

		4. COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3220.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.





		 Diplomat’s Great Lakes Distribution Center, Call Center, and Corporate Headquarters in Flint, Michigan

		 Diplomat Flint retail pharmacy (Michigan)

		 Diplomat Florida pharmacy

		 Diplomat California pharmacy

		 Diplomat Illinois pharmacy

		 EnvoyHealth non-commercial pharmacy in Flint, Michigan

		 American Homecare Federation (AHF) Connecticut pharmacy

		 American Homecare Federation(AHF) Massachusetts pharmacy

		 MedPro Rx North Carolina pharmacy

		 BioRx Ohio pharmacy

		 BioRx Iowa pharmacy

		 BioRx Massachusetts pharmacy

		 BioRx North Carolina pharmacy

		 BioRx California pharmacy

		 BioRx Arizona pharmacy

		 BioRx Minnesota pharmacy

		 Burman’s Specialty Pharmacy Pennsylvania (Brookhaven)

		 Burman’s Specialty Pharmacy Pennsylvania (Media)

		Diplomat offers the following high-touch services that make us a strong specialty pharmacy partner:

		 Diplomat’s clinical programs deliver clinical and financial improvements customized to our clients’ needs

		 Industry leading compliance programs targeted at both individual drug therapies and all-inclusive programs for complex disease states

		 Personalized interaction with our clients to meet their needs in managing specialty pharmacy trend and spend without compromising quality of care

		 Commitment to healthcare excellence and to meeting and exceeding industry standards. Being independent allows us the flexibility to quickly respond to the needs of our partners and to customize programs

		 The ability, desire, and experience to pilot programs to develop new and improved ways to manage complex medication therapies while also managing ever rising costs

		 We work with our clients who own their own pharmacies, to provide back-end support services and will never compete with our clients for patients

		 Diplomat independently negotiates purchase and utilization discounts, operates with a transparency model, and offers an auditable financial structure to meet the needs of our clients

		 Competitive pricing on self-administered and office administered drugs to help achieve cost containment goals

		 Ability to address self-administered, office administered, and hospital outpatient administered drugs through our comprehensive approach to specialty pharmacy management

		 Innovative exact dose dispensing programs for high cost orals (oncology, HIV, etc.)

		 A highly qualified and expert team including clinical pharmacists, sales and marketing staff, patient care, and clinical support personnel to work with our clients and prescribers

		 A national footprint of pharmacies and nursing to address client needs for specialty infusion services, including site of care management programs

		 A successful history of gaining access to limited distribution drugs, both at the time of their launch and post-launch. Diplomat’s current portfolio includes more than 90 limited distribution drugs.

		 Diplomat has an innovative oncology management program called Diplomat Oncology Connect. The Oncology Connect team provides oncology infusion services including product preparation with proper dosing and coordination of timely delivery to the prescr...

		 Diplomat’s Retail Specialty Network (RSN) and Hospital Specialty Programs (HSP) offer enhanced specialty pharmacy support structures that assists patients with therapy and helps grow retail pharmacy and hospital outpatient pharmacy business.

		o Diplomat works with a national network of 11 retailers and independent pharmacy groups representing approximately 4,100 retail pharmacy locations through our Retail Specialty Network (RSN).

		o RSN provides support for nearly 24,000 patients per month.

		o Diplomat’s Hospital Specialty Programs (HSP) services more than 65 hospitals providing tailored specialty services.

		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial Information.

		4.1.11.1 Dun and Bradstreet Number

		4.1.11.2 Federal Tax Identification Number

		4.1.11.3 The last two (2) years and current year interim:

		4.1.11.3.1 Profit and Loss Statement

		4.1.11.3.2 Balance Statement









		Diplomat COMPANY BACKGROUND AND FINANCIAL.pdf

		4. COMPANY BACKGROUND AND REFERENCES

		4.1 VENDOR INFORMATION

		4.1.1 Vendors must provide a company profile in the table format below.

		4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the S...

		4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http:...

		4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed no...

		4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?

		4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any o...

		4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3220.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.





		 Diplomat’s Great Lakes Distribution Center, Call Center, and Corporate Headquarters in Flint, Michigan

		 Diplomat Flint retail pharmacy (Michigan)

		 Diplomat Florida pharmacy

		 Diplomat California pharmacy

		 Diplomat Illinois pharmacy

		 EnvoyHealth non-commercial pharmacy in Flint, Michigan

		 American Homecare Federation (AHF) Connecticut pharmacy

		 American Homecare Federation(AHF) Massachusetts pharmacy

		 MedPro Rx North Carolina pharmacy

		 BioRx Ohio pharmacy

		 BioRx Iowa pharmacy

		 BioRx Massachusetts pharmacy

		 BioRx North Carolina pharmacy

		 BioRx California pharmacy

		 BioRx Arizona pharmacy

		 BioRx Minnesota pharmacy

		 Burman’s Specialty Pharmacy Pennsylvania (Brookhaven)

		 Burman’s Specialty Pharmacy Pennsylvania (Media)

		Diplomat offers the following high-touch services that make us a strong specialty pharmacy partner:

		 Diplomat’s clinical programs deliver clinical and financial improvements customized to our clients’ needs

		 Industry leading compliance programs targeted at both individual drug therapies and all-inclusive programs for complex disease states

		 Personalized interaction with our clients to meet their needs in managing specialty pharmacy trend and spend without compromising quality of care

		 Commitment to healthcare excellence and to meeting and exceeding industry standards. Being independent allows us the flexibility to quickly respond to the needs of our partners and to customize programs

		 The ability, desire, and experience to pilot programs to develop new and improved ways to manage complex medication therapies while also managing ever rising costs

		 We work with our clients who own their own pharmacies, to provide back-end support services and will never compete with our clients for patients

		 Diplomat independently negotiates purchase and utilization discounts, operates with a transparency model, and offers an auditable financial structure to meet the needs of our clients

		 Competitive pricing on self-administered and office administered drugs to help achieve cost containment goals

		 Ability to address self-administered, office administered, and hospital outpatient administered drugs through our comprehensive approach to specialty pharmacy management

		 Innovative exact dose dispensing programs for high cost orals (oncology, HIV, etc.)

		 A highly qualified and expert team including clinical pharmacists, sales and marketing staff, patient care, and clinical support personnel to work with our clients and prescribers

		 A national footprint of pharmacies and nursing to address client needs for specialty infusion services, including site of care management programs

		 A successful history of gaining access to limited distribution drugs, both at the time of their launch and post-launch. Diplomat’s current portfolio includes more than 90 limited distribution drugs.

		 Diplomat has an innovative oncology management program called Diplomat Oncology Connect. The Oncology Connect team provides oncology infusion services including product preparation with proper dosing and coordination of timely delivery to the prescr...

		 Diplomat’s Retail Specialty Network (RSN) and Hospital Specialty Programs (HSP) offer enhanced specialty pharmacy support structures that assists patients with therapy and helps grow retail pharmacy and hospital outpatient pharmacy business.

		o Diplomat works with a national network of 11 retailers and independent pharmacy groups representing approximately 4,100 retail pharmacy locations through our Retail Specialty Network (RSN).

		o RSN provides support for nearly 24,000 patients per month.

		o Diplomat’s Hospital Specialty Programs (HSP) services more than 65 hospitals providing tailored specialty services.

		4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

		4.1.11 Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial Information.

		4.1.11.1 Dun and Bradstreet Number

		4.1.11.2 Federal Tax Identification Number

		4.1.11.3 The last two (2) years and current year interim:

		4.1.11.3.1 Profit and Loss Statement

		4.1.11.3.2 Balance Statement
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Attachment H – Cost Proposal 
RFP 3260 Medicaid Managed Care Organization Services 


 
 
Vendor Name: Hometown Health Plan Inc. 


 
 
Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated. 
 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 
determine rates is certified to be actuarially sound. 
 
Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017 
relative to the rates effective at the time of the proposal.  The DHCFP reserves the right to further 
negotiate this Administrative Rate prior to contract signing.  
 
**Note that this process may result in the participating health plans having different rates. 
 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In 
addition to a capitated rate to cover the costs of required medical services, an Administrative rate 
is paid to cover organizational costs. 
 
5.1 Administrative Costs 


 
There are two separate cost components in administrative costs: 
 
5.1.1 Non-Medical Administrative Costs:   


 
Those costs (both direct and indirect) necessary to administer the Medicaid 
managed care program. 
 
5.1.1.1 Direct Expenses:  Those expenses that can be charged directly as a 


part of the overall administrative costs; and, 
 


5.1.1.2 Indirect Expenses: Those elements of costs necessary in the 
performance of administering the program that are of such a nature 
that the amount applicable to the program cannot be determined 
accurately or readily (i.e., rent, heat, electrical power, salaries and 
benefits of management personnel which are allocated to different 
programs, etc.). 


 
5.1.2 Medical Administrative Costs 
 


5.1.2.1 Either direct or indirect, related to recipient medical care 
management (i.e., development of physician protocols for disease 
management, utilization review activities, case management costs, 
and medical information management systems). 
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5.1.2.2 DHCFP will review Medical Administrative Costs for reasonability 
and in the context of the benefit received by the client and DHCFP 
(i.e., is the cost of developing physician protocols for disease 
management less than or equal to the fiscal and health outcome 
benefit received). 


5.2 Non-Medical Costs: 
 


The following are not considered administrative costs.  They are, however, included in the 
overall percentage of non-medical costs, and will be reviewed for reasonableness by 
DHCFP: 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after 
expenses (net income, divided by total revenues received from DHCFP); and, 


 
5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside 


(as a percentage of the revenues received) for potential unknown risks and 
contingencies. 


 
Please see the following page for Hometown Health’s Administrative Expense Proposal. 
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Hometown Health is please to present this Administrative Expense Proposal. 


 


We request 10.85% of total premium (excluding taxes) for administrative expenses, 0.50% of 


total premium (excluding taxes) for profit and 2.00% total premium (excluding taxes) for risk 


and contingencies.  Please note that the percentages provided below are provided as a percent of 


estimated annual medical claims expenses. 


 


It also is important to note that, because Hometown Health is a domestically domiciled insurer, 


Hometown Health receives a premium tax credit in the amount of approximately 0.2% making 


our effective tax rate approximately 3.3%.  Because DHCFP pays the premium tax, this is an 


additional 0.2% savings to DHCFP through Calendar Year 2020 over the competition ($280,000 


per year based on the estimated annual medical costs provided below).  Please see NRS 680B.050 


as amended by Assembly Bill 3 of the 2014 Special Legislative Session or contact the Nevada 


Division of Insurance for more details.  


 


 


 Hometown Health Administrative Expenses 


Estimated Annual Medical Cost $114,113,400  


Administrative Cost 12.52% $14,288,868  


Profit 0.58% $658,473  


Risk and Contingencies 2.31% $2,633,893  


Total 15.41% $17,581,234  


Medical Administrative Costs Dir/Ind    Amount  


Utilization Management and Case Management       


Staffing Direct 2.37% $2,699,740  


Management Indirect 0.06% $65,847  


Clinical IT Platform and Program Support Direct 0.46% $526,779  


Pharmacy Benefit Clinical Oversight       


Staffing Direct 1.44% $1,646,183  


Management Indirect 0.12% $131,695  


Non-Medical Administrative Costs Dir/Ind     


Pharmacy Benefit Administration Direct 1.15% $1,316,946  


Medical Claim Payment and Customer Service       


Staffing Direct 2.31% $2,633,893  


Management Indirect 0.06% $65,847  


Network Management       


Staffing, Travel, Other Direct 0.69% $790,168  


Management Indirect 0.06% $65,847  


Financial and Actuarial Indirect 0.87% $987,710  


Governance Indirect 0.29% $329,237  


Corporate H/R, Compliance, Shared Services Indirect 0.58% $658,473  


Utilities, Rent, etc. Indirect 0.58% $658,473  


Sales and Marketing Indirect 1.50% $1,712,030  


    12.52% $14,288,868  
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3 Scope of Work 
Nevada demands a qualified MCO that offers experience improving the health of 
medical assistance recipients, advancing service access and satisfaction, and 
maximizing program efficiency, integrity, and responsiveness. 


With a mission to provide outstanding healthcare services to low-income Nevadans in the most 
efficient manner, the Division of Health Care Financing and Policy (DHCFP) looks to 
operate the Title XIX (Medicaid) and Title XXI State Child Health Insurance Program (CHIP 
or Nevada Check Up) at the highest possible level of quality, accountability, and cultural 
sensitivity. As described in its RFP, DHCFP is also committed to promoting equal access to 
healthcare at an affordable cost, restraining the growth of costs, and reviewing Medicaid and 
other State healthcare programs to maximize potential federal revenue. 


In a day when states are challenged to serve rising populations of individuals using fewer 
resources, finding the right solution to address a myriad of intricate requirements is of critical 
importance. Through this procurement, DHCFP seeks to partner with reliable MCOs to 
support the core elements of the Medicaid and Nevada Check Up programs. In response, we 
offer DHCFP a shared passion for service and an acute understanding of the complexities 
involved in the efficient and cost-effective operation of these important programs. 


Most MCOs will assert that they are fully capable of operating the Medicaid and Nevada 
Check Up programs, but we offer a full-scale, proven solution based on the principle of 
person-centered care. Our passion for service is complemented by demonstrated solutions, 
exemplary customer service, and dedicated project management to ensure our offering is as 
unique and varied as the individuals DHCFP serves each day. No other MCO offers the level 
of care, service, and passion that we do in regards to: 


• Emphasizing preventive care, early intervention, appropriate utilization, and quality care 
• Enhancing continuity of care through integrated medical, behavioral, and social care 
• Ensuring a medical home for Medicaid and Nevada Check Up recipients 
• Ensuring that each recipient can access high quality, comprehensive healthcare services 


within their service area 


Our model of care goes beyond the concept of only treating patients in need of immediate care. 
We take great pride in helping healthcare delivery organizations, like DHCFP, provide results-
oriented health management to all aspects of a member’s health, including their physical, 
social, and mental well-being. We focus on keeping our patient populations healthy, thereby 
minimizing the need for costly interventions, such as emergency department (ED) visits, 
hospitalizations, or imaging tests, by systematically addressing the needs of each and every 
member. 


We demonstrate in the following sections how our quality-driven approach places emphasis on 
sustained success in reducing healthcare inequities or health disparities. We offer years of 
experience recognizing and addressing differences in health status among distinct segments of 
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the population, including differences that occur by gender, race or ethnicity, education or 
income, disability, or geographic location. Each of these factors identifies groups of 
individuals who are vulnerable to poor health due to barriers they face in receiving necessary 
healthcare. While these concepts may be new to some or even ancillary to others, our 
company’s founder recognized the limitations of traditional care in keeping people healthy. 
Today, we continue to build upon our core values through close collaboration with our 
providers. 


As we have examined the Nevada Medicaid market over the past several years, we have 
watched its Medicaid population almost double between 2013 and 2016. At the same time, 
there has been a significant decline in the number of providers accepting Medicaid recipients, 
creating even greater access challenges not just in Washoe and Clark Counties but across the 
State. As we have met with many providers over the last year, their complaints have been that 
health plans have not focused their efforts on retention. We understand the constant need for 
providers to be in a shared partnership with consistent and open communication with their 
health plans. Nevada’s Medicaid market struggles with appointment access times with more 
than 70% of recent calls to schedule appointments resulting in appointments outside of 
contracted standard times. Our goal is to turn this around for the Medicaid and Check Up 
programs by demanding the highest standards as it relates to provider access and the need for 
constant, effective monitoring of their services. 


For example, our Value-based Reimbursement (VBR) strategy improves access by 
incentivizing network providers to focus on preventive care, improve quality/member 
outcomes, and streamline service coordination across all providers and care settings. This 
approach draws on our experience implementing provider incentive strategies in our other 
Medicaid and Medicare primary/acute care, MLTSS, Duals (MMP), and ABD markets. We 
strongly support the mission to achieve increased access and cost containment through 
improved quality, member health, and outcomes. Enterprise-wide, we currently exceed the 
U.S. Department of Health and Human Services (HHS) target of 30% in VBR models by the 
end of 2016. We have achieved this goal through our innovative pay-for-performance (P4P), 
Pay-for-Quality (P4Q), and other payment reform programs, as well as by leveraging the deep 
VBR experience of a select number of our health plans in other states, which partner with 
their state agencies to implement approaches similar to what we are planning for Nevada. 


We also attended the town hall meetings held across the State earlier this spring. From these 
meetings and follow-up discussions, we recognize an overwhelming issue that concerns both 
providers and Medicaid recipients – the challenge of truly integrating behavioral health (BH) 
into the existing programs. Our proposed solution includes a truly integrated BH/acute care 
model that takes into account the critical nature of behavioral health issues and their impact 
on our members’ overall health. 


We strongly believe that for these reasons—and others detailed throughout our proposal—that 
we are an ideal partner to support the DHCFP in achieving the Triple Aim of improving 
population health, improving healthcare quality and delivery, and reducing healthcare costs. 
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The following sections contain our full response to the State’s Scope of Work requirements: 


3.1, General 
3.2, Coordination with the State-designated Health Insurance Exchange (HIX) 
3.3, Vendor Duties and Responsibilities 
3.4, Medical Services 
3.5, Enrollment and Disenrollment Requirements and Limitations 
3.6, Recipient Services 
3.7, Network 
3.8, Medical Records 
3.9, Quality Assurance Standards 
3.10, Standards for Internal Quality Assurance Programs 
3.11, State Quality Assessment and Performance Improvement Strategy 
3.12, Fiscal Requirements 
3.13, Grievances, Appeals, and Fair Hearings 
3.14, Management Information System (MIS) 
3.15, Operational Requirements 
3.16, Program Integrity 
3.17, Reporting 
3.18, Information Systems and Technical Requirements 
3.19, DHCFP Responsibilities 
3.20, Cost Containment and/or Cost Avoidance Initiatives 
3.21, Liquidated Damages and Sanctions 


As required, we have not included a company name or any information that identifies our 
company when responding to the questions in Section 3, Scope of Work, and have submitted 
our response anonymously. We have not included or referred to our company name, address, 
trade name, trademark, service mark, or any distinctive symbol, logo, or slogan used by us in 
advertising materials. We understand that failure to comply with this requirement may cause a 
proposal to be rejected as non-responsive. As such, we have submitted our proposal in the 
form requested and completed the responses as instructed in Section 9, Proposal Submission 
Requirements, Format and Content of this RFP. Further, our responses to DHCFP have been 
provided in bold and italics immediately following the applicable RFP question, statement, 
and/or section. 


This procurement is an opportunity for DHCFP to advance the care provided to Medicaid and 
Nevada Check Up members with a program designed to meet immediate program-specific 
needs and yet scalable to accommodate future program growth. To achieve its goals, DHCFP 
must partner with an experienced and adaptable MCO capable of providing risk-based 
capitated services designed to support its medical assistance programs. This is no small task, 
and aligning with the right partner(s) is imperative to the overall success of these programs. 


We believe we are the vendor best equipped to partner with the State to meet its needs now and 
well into the future.  
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3.1  General 
3.1.1 Highly Qualified and Experienced Vendors 
The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a managed care program to 
assist the DHCFP in reaching its goal to provide quality health care to the targeted populations enrolled into a managed care entity. 


With DHCFP’s selection of our company, it will partner with a highly qualified and 
experienced vendor that will administer a managed care program to provide quality healthcare 
to targeted populations. In addition, our managed care program for Nevada will become part 
of a well-funded, multi-state MCO. We place significant emphasis on offering quality 
healthcare services to financially susceptible government-sponsored program recipients, such 
as those within Medicaid and CHIP programs. 


We provide critical healthcare services to our members across the country to improve or 
maintain their health status, and we can do the same for Nevada’s recipients. In many aspects, 
Nevada’s healthcare profile is similar to other states in which we already have a presence. The 
State’s population is growing—its Medicaid population through ACA has grown faster than 
any other state in the country in the last three years—and the healthcare delivery system is 
challenged to provide care to more individuals despite budget pressures and physician 
shortages. Understanding the reasoning behind Nevada’s delivery system and key aspects of 
the current Medicaid and Nevada Check Up programs has been a priority in our examination 
of states where we believe we can make a significant difference in recipient outcomes. 


Like Nevada, many of the states we serve share similar economic characteristics, social 
challenges, vulnerabilities, and key risk factors that lead to poor health outcomes despite, in 
some cases, higher healthcare utilization. With expansion, Nevada’s Medicaid enrollment has 
increased more than 80% since 2013, and now has nearly 640,000 recipients. This translates 
to more than 1 in 5 Nevadans now covered by Medicaid. Enrollees in Clark and Washoe 
counties account for some 90% of the State’s total Medicaid recipients, with the majority being 
adults (55%) and some 14% classified as Aged, Blind and Disabled (ABD). 


The State’s Medicaid expansion has put pressure on its budget, which will only increase when 
it begins paying for a portion of the expansion, which begins in 2017. It has also put key 
health conditions and related challenges squarely in the spotlight. Cardiovascular disease, 
cancer, diabetes, and chronic obstructive pulmonary disease (COPD) are the most prevalent 
chronic conditions in Nevada. In 2013, more than half a million State residents had at least 
one of these chronic diseases and 20% of the population had more than one. As a result, 
medical expenditures as a product of chronic conditions have resulted in high costs despite 
Nevada’s low population density. 


Adding to this challenge are persistent primary and specialty provider shortages in both urban 
and rural areas. Central/North urban areas of Las Vegas and outlying census tracts of Clark 
County have been identified as medically underserved. Meanwhile, nearly one third of Washoe 
County residents live in primary care professional shortage areas. The 2016 Primary Care 
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Needs Assessment of Nevada conducted by the Division of Public and Behavioral Health 
found that the limited number of providers accepting Medicaid was one of the State’s major 
hurdles to adequate healthcare access. 


Nevada also faces significant behavioral health (BH) challenges, many of which are 
alarmingly more prevalent than in other states. Mental health issues are exemplified in the 
rates of suicide in Clark County, which are higher than the national average and include men 
committing suicide at three times the rate of women. For non-Hispanic whites, that rate is 
more than twice as high as other racial/ethnic groups. The 2015 DHHS Needs Assessment 
further found significant gaps in BH services statewide, including adult and children’s 
residential BH services, crisis stabilization, acute intensive services (including mobile crisis), 
and intensive home-based services. 


Substance abuse, in particular, continues to exact a major social and economic toll. Drug-
induced deaths have nearly doubled over the past decade, and drug overdoses are consistently 
among the leading causes of injury mortality in Clark County. Approximately two-thirds of 
drug overdoses involved opioid analgesics, and high drug overdose rates in Clark County 
appear to be linked to higher-than-national prescribing patterns for opioid analgesics 
statewide. The DHHS June 2015 Needs Assessment found the largest gaps in substance abuse 
treatment services included shortages in youth/adult residential substance abuse treatment, 
peer recovery supports, and community-based recovery housing and education supports. These 
service gaps are exacerbated by a lack of MCOs that offer a proven model of integrated 
physical and BH services. Meanwhile, the State’s rural areas have the added disadvantage of 
limited availability of case management services. 


Lastly, Nevada struggles with key social determinants of health, for example food insecurity, 
adequate housing, and unemployment. The State also ranks last nationally in childhood 
education; in fact, during the 2011-2012 school year 40% of Nevada high school students did 
not graduate on time. 


To effectively address these challenges, our fully integrated managed care program for 
Nevada, backed by robust, cost-effective shared resources provided by our parent organization, 
supports the same caring treatment we have provided to our members since our founding. This 
approach has been successfully administered in communities nationwide to serve individuals 
and families with diverse primary/urgent medical, BH, and long-term care needs. From those 
with special needs, including ABDs and those requiring managed long-term supports and 
services (MLTSS), to mothers and babies, to senior citizens, everything we do continues to 
fulfill our mission to provide access to high-quality medical care to every individual. We 
continue to serve the same kinds of patients we have served since our inception, and we take 
an active role in every community where we operate. The people we care for trust us with their 
lives and we care about their health and well-being because it is the right thing to do. 


Our specialty focus is, and will remain, in the administration of patient-centered programs 
designed to meet the unique needs of each population and to improve or stabilize health 
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outcomes. The core principles that allow us to sustain cost containment balanced with positive 
outcomes for Nevada Medicaid/Check Up recipients include: 


• Quality. We offer a pervasive commitment to the quality of our providers and the care 
received by our members. We are committed to achieving NCQA accreditation for all of 
our health plans and will pursue NCQA accreditation in the State of Nevada with the goal 
to improve its ranks in national health outcomes. We have also developed provider focused 
Pay-for-Value (P4P) programs that encourage provider participation in improving quality 
and lowering costs of covered services. 


• Integrated Care. We are well prepared to address the unique needs of this diverse 
population by conducting functional assessments to ensure development of successful 
patient-centered plans of care, coordination of all healthcare and support services, and 
establishment of Medical and Behavioral Health Homes that respond to the medical and 
BH needs of all members. Many of our members receive a broad spectrum of care that 
often requires integration of overlapping services, such as acute care, pharmacy, dental, 
BH, substance abuse, and long-term care services. Our managed care and integrated care 
coordination approach addresses members’ unique health circumstances and is especially 
effective in providing a high degree of care management for members who have multiple 
or complex conditions. 


• Improved Provider Access for Rural Members. Our national experience in contracting 
with rural providers and health systems, including those located in bordering states, 
ensures members will have sufficient access to quality care even in the most remote 
communities. To support our efforts to establish quality access for all members, we will 
leverage our proven and emerging telehealth technologies and key Nevada provider 
partnerships to ensure members living in rural communities receive the services they need, 
including medical and behavioral healthcare, with the goal of consistently improving 
quality outcomes. 


• Incentivizing Providers to Achieve Targets. We offer value-based payments and pay-for-
performance/quality models as incentives for providers to participate in our networks and 
for meeting quality and efficiency performance measures, which enhances overall delivery 
of quality healthcare service for our members. Through value-based payments with clear 
objectives tied to performance and clinical quality benchmarks such as HEDIS measures, 
providers and other stakeholders benefit from: increased total compensation above 
Medicaid and Medicare reimbursements; investment opportunities in infrastructure and 
information sharing across patient care settings; and new operational processes and 
clinical proficiencies funded by value-based payments that promote sustained changes in 
how care is delivered. Additionally, non-financial incentives are available and can include 
educational offerings for provider staff, preferential member assignment to PCPs with 
superior quality scores, or imbedded case managers for high volume providers. 
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• Committed Partner. We are committed to developing a meaningful partnership with 
DHCFP to seamlessly address benefit changes, adhere to new requirements, be fiscally 
responsible stewards of public funds, and operate Nevada’s programs effectively. 


We address the Scope of Work general requirements in the following subsections. For more 
information about our ability to administer a managed care program to assist DHCFP in 
reaching its goal to provide quality healthcare to targeted populations, see our response in 
Part IB, Technical Proposal. 


3.1.1.1 Fundamental Commitment to Contract for Results 
The DHCFP’s fundamental commitment is to contract for results. A successful result is defined as the generation of discrete, 
defined, measurable, and beneficial outcomes that support its mission and objectives and satisfy the requirements of the resulting 
contract. The DHCFP expects potential vendors to prescribe specific solutions that will achieve the DHCFP’s objectives and the 
service levels described elsewhere in this RFP. This RFP describes what is required and places the responsibility for how it is 
accomplished on the vendor. Vendors should consider and identify cost saving and cost-avoidance methods and measures when 
developing their proposals. 


We understand that DHCFP defines a successful result as the generation of discrete, defined, 
measurable, and beneficial outcomes that support its mission and objectives and satisfy the 
requirements of the resulting contract. As such, upon award, we will prescribe specific 
solutions to help DHCFP achieve its objectives and the service levels described in the RFP. 


To best illustrate our understanding of DHCFP’s objectives, we respond to specific 
requirements within the RFP accordingly. Where appropriate, we identify and describe cost 
saving and cost-avoidance methods and measures within our response. 


3.1.2 Current Certificate of Authority 
Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid and Nevada Check Up 
recipients by the United States Secretary of Health and Human Services and the Insurance Commissioner of the State of Nevada 
are conditions precedent to the contract and shall continue as conditions during the term of any contract. The vendor must hold a 
current certificate of authority from the Nevada State Insurance Commissioner for the applicable contract period and throughout the 
contract period, or have a written opinion from the Insurance Commissioner that such a certificate is not required. The awarded 
vendor must provide proof of a valid certificate of authority prior to the contract readiness review. 


We will hold a current certificate of authority from the Nevada State Insurance Commissioner 
for the applicable contract period and throughout the contract period, or have a written 
opinion from the Insurance Commissioner that such a certificate is not required. We 
understand that, as an awarded vendor, proof of a valid certificate of authority must be 
provided prior to the contract readiness review. 


3.1.3 Accredited by a Nationally Recognized Organization 
The vendor will be required to be accredited by a nationally recognized organization that provides an independent assessment of 
the quality of care provided by the vendor. Accredited organizations must meet quality standards related to various aspects such as 
consumer protection, case management, and quality improvement activities and facilitates comparison of vendors due to consistent 
data requirements. 


As required, we will be accredited by a nationally recognized organization that provides an 
independent assessment of the quality of care that we provide, in compliance with the RFP 
requirements, as soon as we are eligible. We currently meet similar standards in our existing 
health plans. 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 


3.1-5 


3.1.4 Adhere to All Authorities 
The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and amendments, Code of Federal 
Regulations, and the Medicaid Services Manual. 


We adhere to all authorities, including the Title XIX, Title XXI state plans and amendments, 
Code of Federal Regulations, and the Medicaid Services Manual. 


3.1.5 Mandatory Geographic Service Areas 
The mandatory geographic service areas included in the contracts will be urban Clark and Washoe Counties. “Other geographic 
areas, services and Medicaid populations may be included in managed care during the course of this contract and are to be 
considered as covered for this Request for Proposal. Describe your willingness and ability to expand coverage to other geographic 
regions outside of the current mandatory areas. Should the DHCFP expand geographic areas, services or Medicaid populations, the 
DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.” 


We understand that the mandatory geographic service areas included in the contract will be 
urban Clark and Washoe Counties. Further, we understand that other geographic areas, 
services and Medicaid populations may be included in managed care during the course of this 
contract and are to be considered as covered for this procurement. 


We confirm our willingness and ability to expand coverage to other geographic regions 
outside of the current mandatory areas. We further acknowledge that should DHCFP expand 
geographic areas, services, or Medicaid populations, it will, if necessary, adjust the capitation 
paid to us to an actuarially sound rate at the time of the change. 


With more than three decades of managed care experience that includes Medicaid, Medicare 
Dual Eligible Special Needs Plans (D-SNP), and Medicare-Medicaid Plan (MMP) 
demonstration programs in several states, we offer a successful record of supporting member 
service delivery and managing provider network adequacy in urban, rural, and frontier 
geographic areas. 


We understand the challenges the State currently faces in serving its Medicaid recipients in 
rural areas. With Medicaid expansion, Nevada’s dramatic increase in enrollment coupled with 
a decline in providers accepting Medicaid has created critical primary and specialty provider 
shortages in historically underserved areas. To meet this challenge, our network management 
approach includes contracting with a broad range of qualified primary/acute and BH 
providers in the most accessible locations possible, including bordering states and catchment 
areas. This strategy has been successfully implemented in other states with similar 
geographies and rural Medicaid populations. Our approach further ensures appropriate and 
effective service delivery to members residing in remote border communities and/or when 
members require out-of-state treatment and in-state providers are outside time/distance 
standards to provide such services. 


We proactively recruit additional targeted providers as enrollment grows and/or medical 
service needs indicate. We further leverage robust telemedicine resources and partnerships, 
including the University of Nevada School of Medicine’s Project ECHO, as well as reliable 
ancillary services providers to address network gaps, ensure rural primary/specialty service 
delivery, and augment service delivery to members in urban areas. 
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We have built successful health plans with robust provider networks nationwide with a 
fundamental focus on provider retention. We have achieved this in part through our value-
based reimbursement (VBR) programs for providers, including a pay-for-performance 
program. We plan to offer similar VBR programs, where appropriate, across provider types to 
encourage participation in the Nevada Medicaid and Check Up programs. 


Our VBR agreements strive to better serve the needs of specific population segments through 
more robust elements of greater clinical integration. For instance, providers may receive 
additional compensation for telephonic outreach, preventive visits, or arranging for other 
preventive services, such as dental services, lead screening, mammograms, and cervical cancer 
screenings. Providers are also rewarded based on outcomes measures, such as reduced ED 
visits, which demonstrate enhanced primary care access. We support our VBR arrangements 
through our advanced claims / encounter and financial management systems that support fee-
for-service, capitated, and invoice-based arrangements. 


Key to our overall Nevada Medicaid and Check Up network development campaign, we have 
initiated outreach to all Essential Community Providers (ECPs) listed in RFP Attachment P, 
and are committed to securing LOIs and eventually contracting with all ECPs, including all 
Federally Qualified Health Centers (FQHCs), FQHC look-alikes, tribal clinics, and Rural 
Health Centers (RHCs) by program go-live. As such, we will continue to strengthen our 
network and fulfill our commitment to work with strategically located community providers 
that serve low-income populations throughout the state. 


3.1.6 Urban Areas 
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code. Both Washoe and Clark County have 
urban and rural areas; the MCOs are not required to establish a provider network in any rural / frontier areas unless necessary to 
provide access to care, nor are they required to serve any recipients who live in rural / frontier areas unless necessary to provide 
appropriate access to care. 


We understand that the mandatory geographic service areas included in the contracts will be 
urban Clark and Washoe Counties. Further, we understand that other geographic areas, 
services and Medicaid populations may be included in managed care during the course of this 
contract and are to be considered as covered for this procurement. 


3.1.7 Catchment Areas 
Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out of state treatment 
for a recipient is required when there is not a provider in Nevada who is able to provide services to the recipient. 


We understand that Medicaid has catchment areas in California, Arizona, Idaho, and Utah 
that are treated the same as in state and that out-of-state treatment for a recipient is required 
when there is not a provider in Nevada able to provide services to the recipient. 


We are experienced in this regard and look forward to applying our expertise on behalf of 
DHCFP. 
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3.1.8 Contract Expansion 
At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid Aged, Blind, and Disabled 
recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded from enrollment in a Managed Care 
Organization. Should the DHCFP expand geographic areas, services or Medicaid populations, or carve services out, the DHCFP 
will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change. 


We understand that this contract may be expanded to include services to Medicaid ABD 
recipients and/or other Medicaid or Nevada Check Up eligibility groups currently excluded 
from enrollment in an MCO at the sole discretion of DHCFP. Should DHCFP expand 
geographic areas, services or Medicaid populations, or carve services out, it will, if necessary, 
adjust the capitation paid the MCO to an actuarial sound rate at the time of the change. 


We look forward to sharing our vast ABD experience with DHCFP. We offer these individuals 
more focused care, including home care, as well as a person-centered model of care that is 
member, caregiver, and family-centric. Our experience is described in Part IB, Technical 
Proposal. 


3.1.9 Contracting with Other Agencies 
At the State’s sole option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, 
or various Washoe and Clark County entities or affiliates such as the University Of Nevada School Of Medicine Mojave Mental 
Health Clinics or other non-governmental entities affiliated with the government in providing medically necessary services, including 
behavioral health services. If this option is exercised and there is any resulting expense incurred by the vendor, the DHCFP will 
adjust the capitation rate so that it remains actuarially sound. 


We understand we may be required to contract with other agencies within the DHHS, the 
Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the 
University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-
governmental entities affiliated with the government in providing medically necessary services, 
including behavioral health services. 


If this option is exercised and there is any resulting expense incurred by us, we understand 
that the DHCFP will adjust the capitation rate so that it remains actuarially sound. 
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3.2 Coordination with the State-designated Health Insurance 
Exchange (HIX) 


In addition to providing Medicaid Managed Care services, the vendors are encouraged but not required to provide, at a minimum; 
one (1) Silver qualified health plan (QHP) on the Individual Exchange of the State designated Health Insurance Exchange (HIX), 
which could be either a State or the federal HIX. Vendors who have or will have a product available on the HIX will receive a higher 
point value in the RFP evaluation. The QHPs offered pursuant to this requirement must meet the qualifications of an MCO Transition 
QHP (to distinguish these plans from other QHPs that may not meet the following standards), as described below. 


We acknowledge that, in addition to providing Medicaid Managed Care services, vendors are 
encouraged but not required to provide, at a minimum, one Silver qualified health plan (QHP) 
on the Individual Exchange of the State-designated Health Insurance Exchange (HIX), which 
could be either a State or the federal HIX. 


We further acknowledge that vendors that have or will have a product available on the HIX 
will receive a higher point value in the RFP evaluation. We further acknowledge that the 
QHPs offered pursuant to this requirement must meet the qualifications of an MCO 
Transition QHP. 


We address the State’s specific requirements in the following subsections. 


3.2.1 Purpose of Request 
The purpose of this request is to minimize adverse impacts and improve continuity of care of individuals and families who have a 
change in Medicaid or CHIP eligibility status; to minimize the negative impacts related to recipients who move, sometimes 
frequently, between the programs, due to changes in eligibility status. An MCO Transition QHP must: 
1. Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act 


of 2010 (together referred to as the Affordable Care Act or ACA) and the associated Federal regulations; 
2. Meet the licensing requirements of the Department of Business and Industry, Division of Insurance; 
3. Make a good faith effort to use a similar provider network as is available to those eligible for Medicaid; 
4. Be available to consumers in the same geographic area as the geographic area served by the vendor’s MCO; 
5. Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the vendor’s QHP. The vendor is 


not required to consider out-of-network providers as in-network providers for any period of time for recipients who transition 
between any other company’s MCO or Medicaid plan or the vendors QHP; and 


6. Use a formulary that is similar to that of the vendor’s MCO. 


We acknowledge that the purpose of the State’s request in RFP Section 3.2.1 is to minimize 
adverse impacts and improve continuity of care of individuals and families that have a change 
in Medicaid or CHIP eligibility status and the negative impacts related to recipients who move, 
sometimes frequently, between programs due to changes in eligibility status. As such, our 
MCO Transition QHP will: 


• Meet the requirements of the Patient Protection and Affordable Care Act and the Health 
Care and Education Reconciliation Act of 2010 (together referred to as the Affordable 
Care Act or ACA) and the associated Federal regulations 


• Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance 


• Make a good faith effort to use a similar provider network as is available to those eligible 
for Medicaid; our network will be compliant with ACA network adequacy standards for 
reasonable access 
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• Be available to consumers in the same geographic area as the geographic area served by 
our MCO 


• Coordinate prior authorizations for recipients who transition between our MCO and our 
QHP. We will not be required to consider out-of-network providers as in-network providers 
for any period of time for recipients who transition between any other company’s MCO or 
Medicaid plan or our Marketplace QHP 


• Use a formulary formulary compliant to the ACA Benchmark formulary for Nevada 


We are one of the nation’s largest carriers of Marketplace QHPs and are licensed to operate 
these plans across all metal tiers in several states. We serve approximately 600,000 members 
nationwide, with the majority enrolled in our Silver tier plans, and manage both Federally 
Facilitated Marketplace (FFM) and State-Based Exchange plans. Our plans meet all federal 
ACA and state-level licensing requirements. 


We offer a 24-hour nurse line, highly competitive premiums, and a robust national pharmacy 
network that uses an ACA-compliant formulary, as well as an extensive provider and essential 
community-based organization network similar in size, scope, provider types, and geographic 
coverage to our Medicaid networks. This network synergy allows us to seamlessly coordinate 
prior authorizations for members transitioning between our Medicaid plans and Marketplace 
QHPs. 


Continuity of care without changing providers is possible for Marketplace QHP members who 
regain their Medicaid eligibility and re-enroll in our Medicaid health plan, which helps 
minimize service gaps and/or disruptions. 


Our large broker network enables us to provide personalized service, assist with enrollment, 
and field member questions. We further use the latest in technology, including a dedicated, 
secure website, auto pay, and a mobile website, to maximize outreach and member access to 
customer service. 


In the coming years, we plan to expand Marketplace coverage to additional counties in our 
current states, as well as establish new QHPs in additional states. 


3.2.2 QHPs 
This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the Individual or Small Business 
Health Option Program (SHOP) Exchanges within the State-designated HIX. Additionally, the vendor may designate other QHPs (at 
any of the metal tiers on the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if such 
QHPs meet the requirements described in this section. The MCO Transition QHP designation may be displayed on the website of 
the State-designated HIX where QHPs are sold, as other quality indicators may be displayed, at the discretion of the State-
designated HIX. 


We acknowledge that the State’s request as stated in RFP Section 3.2.1 does not preclude us 
from offering other QHPs at any of the metal tiers on the Individual or Small Business Health 
Option Program (SHOP) Exchanges within the State-designated HIX. Additionally, we 
understand that we may designate other QHPs (at any of the metal tiers on the Individual or 
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SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if such QHPs 
meet the requirements described in this section. 


As stated, we offer experience managing Marketplace QHPs across all metal tiers in several 
states, serving some 600,000 members nationwide, with the majority enrolled in our Silver tier 
plans. We further manage both FFM and State-Based Exchange plans. 


We further acknowledge that the MCO Transition QHP designation may be displayed on the 
website of the State-designated HIX where QHPs are sold, as other quality indicators may be 
displayed, at the discretion of the State-designated HIX. 


3.2.3 Product on the State-designated HIX 
If the vendor is indicating they will be providing a product on the State-designated HIX, they must provide a statement indicating 
willingness to comply with this section. Please describe any differences between Title XIX and Title XXI MCO plan and the MCO 
Transition QHP. Please provide any additional criteria that should be included to minimize the adverse impacts of churn. 


We are fully committed to providing a Marketplace QHP product on the State-designated HIX. 
Should we be awarded a Medicaid Managed Care contract, we will concurrently establish a 
QHP provider network within the designated counties with the goal of securing approval as a 
QHP for a 2018 plan year offering. 


While many companies are withdrawing from the Marketplace, we remain fully committed to 
our mission as well as these strategically important programs and their members. We have a 
successful record of working collaboratively with a wide range of stakeholders, including state 
agencies, providers, and advocacy groups, to minimize potential service disruptions, ensure 
continuity of care, and align with the vision and goals of the Marketplace program. We 
further plan to expand our Marketplace footprint to additional states in the near future, and 
we look forward to serving Nevada’s Medicaid populations and becoming a licensed QHP. 


Our Marketplace plans are focused on providing quality healthcare services to the uninsured 
and members receiving government assistance, including those transitioning from Medicaid; 
parents of CHIP members; low-income uninsured; heavily subsidized; and individuals who 
typically obtain care from safety net providers. 


More than 70% of our Marketplace membership includes individuals and families enrolled at 
the Silver metal level and who are under 250% of the federal poverty level (FPL). When 
members enroll in one of our QHPs upon loss of Medicaid eligibility, it enables them to stay 
with existing providers and keeps out-of-pocket expenses to a minimum. 


Differences Between Title XIX and Title XXI MCO Plan and MCO Transition QHP 
Our Medicaid and Marketplace plans are designed to serve individuals with low incomes on 
both sides of the transition point when they move in and out of Medicaid eligibility. For 
example, low income members at 100% to 150% FPL are eligible to enroll in our Silver level 
Marketplace plans. This enables members who transition to a Marketplace plan to keep their 
existing providers and ensure continuity of care. It also gives us the opportunity to serve 
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additional low-income people who share the same traits as our TANF population, especially 
the uninsured parents of our CHIP members. 


As Nevada is a Medicaid Expansion state, Low Income Individuals with incomes more than 
138% FPL will be eligible to enroll in our Silver level Marketplace QHP, with financial 
assistance through Applied Premium Tax Credits (APTC). 


Additional Criteria 
Continuity of care without changing providers is possible for our QHP members who regain 
their Medicaid eligibility and re-enroll in our Medicaid health plan, which helps minimize 
churn and potential gaps in service. To further minimize member churn between our 
Medicaid plans and QHPs, we implement the following criteria: 


• Employ a straightforward “all government health products and programs” contracting 
approach to building and managing our provider networks, ensuring as much as possible 
that the same providers are able to serve members enrolled in our Medicaid, Medicare 
Special Needs Plan (D-SNP), Medicare-Medicaid Plan (MMP), and Marketplace QHP 
plans 


• Establish reimbursement rates for our Marketplace QHP providers based on 
Medicaid/Medicare fee-for-service allowable payment rates to ensure: (i) low-income 
members have access to quality providers at the Silver level; (ii) payments are affordable 
and sustainable within pricing of our metal levels; and (iii) consistency for providers 
across government health products and programs 


• Offer value-based payment opportunities with key providers for demonstrated performance 
across significant quality measures to help our QHP members and other stakeholders to 
navigate the decision process 


3.2.4 Right to Modify 
The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the State and/or federal HIX, as 
determined by the Nevada Governor, the Nevada State Legislature, the Center for Consumer Information and Insurance Oversight 
(CCIIO), and/or other federal government entities. 


We acknowledge that DHCFP reserves the right to modify the RFP to meet the requirements 
and regulations of the State and/or federal HIX, as determined by the Nevada Governor, the 
Nevada State Legislature, the Center for Consumer Information and Insurance Oversight 
(CCIIO), and/or other federal government entities. 
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3.3 Vendor Duties and Responsibilities 
The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated key meetings scheduled by 
the DHCFP. The purpose of these meetings includes, but is not limited to, contract compliance, the DHCFP auditing functions and 
responsibilities, access to care, quality, and any other applicable issues concerning administration and management of the contract 
as well as program and service delivery. The frequency of such meetings may include, at a minimum, monthly teleconferences 
and/or videoconferences in addition to quarterly on-site meetings. The location of the on-site meetings will be at either the DHCFP 
administrative offices in Carson City or a site in Las Vegas. It is the sole responsibility of the DHCFP to provide reasonable 
advanced notice of such meetings, including location, time, date, and agenda items for discussion. 


We look forward to working collaboratively with DHCFP to deliver quality services, as we 
have for more than three decades with state Medicaid agencies in multiple states nationwide. 
Our senior and key staff, many of whom have chaired MCAC meetings and other groups for 
years, value their governance roles and the partnerships they have forged with our state 
partners. We welcome the opportunity to address concerns and improve the value of care 
through continuous dialogue with DHCFP. 


Our senior staff and other appropriate key staff will participate in all designated key meetings 
scheduled by DHCFP. We understand the purpose of these meetings includes, but is not 
limited to, contract compliance, DHCFP auditing functions and responsibilities, access to 
care, quality, and any other applicable issues concerning administration and management of 
the contract as well as program and service delivery. We understand such meetings will 
include, at a minimum, monthly teleconferences, and/or videoconferences in addition to 
quarterly onsite meetings either at DHCFP offices in Carson City or a site in Las Vegas. 


We acknowledge DHCFP’s responsibility to provide reasonable advanced notice of such 
meetings, including location, time, date, and agenda items for discussion. 
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3.4 Medical Services 
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP recipients shall not be less in 
amount, duration, and scope than those covered services specified in the respective State Plans for Title XIX and XXI programs and 
the Nevada Medicaid Service Manual, but may be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, 
duration, or scope shall be preceded by a review of impact on capitation amounts. 
MCO's are able and encouraged to provide value added services in addition to Title XIX and Title XXI State Plans. The vendor shall 
describe each of the expanded benefits it proposes to offer its recipients by eligible population. 
The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada Check Up recipient. Any 
insurance duty shall be construed to flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up enrolled 
recipient. 


The benefits package we provide to our DHCFP recipients will not be less in amount, 
duration, and scope than those covered services specified in the respective State Plans for Title 
XIX and XXI programs and the Nevada Medicaid Service Manual. Any changes in Title XIX 
or Title XXI benefit amounts, duration, or scope shall be preceded by a review of impact on 
capitation amounts. We will not issue any insurance certificate or evidence of insurance to 
any Medicaid or Nevada Check Up recipient. Any insurance duty shall be construed to flow to 
the benefit of the DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient. 


Value-added Services 
We offer several value-added services to promote healthy lifestyles and improved health 
outcomes among recipients. These services are designed to meet the specific needs of 
recipients in our effort to promote a holistic approach to our members’ health care. The 
following value-added services are dependent upon DHCFP approval, prior authorization, 
and available funding. Upon approval by DHCFP, we will provide the following value-added 
services for the agreed duration. We will collaborate with DHCFP in conjunction with 
guidance from internal senior medical staff, taking into account community needs and state 
medical initiatives to assess and improve overall program performance for subsequent rate 
periods. 


Gift Cards for Prenatal Visits 


We encourage pregnant recipients to receive early prenatal care by offering a gift card 
redeemable for a car seat. Recipients receive a specific gift card from Wal-Mart to choose 
either a Cosco Scenera 5 Point convertible car seat or a Cosco Scenera high back booster seat. 
The incentive is available to any pregnant recipient who receives prenatal care in the first 
trimester of their pregnancy or in the first 42 days of enrollment. There is a limit of one car 
seat per pregnancy, unless the recipient is having multiples, in which case the recipient is 
eligible for as many seats as expected births. 


Smoking Cessation 


This benefit provides up to $185.00 for over-the-counter tobacco cessation products for 
qualified recipients. Providers may make referrals for program participation. Service is limited 
to $185.00 per eligible recipient 18 years of age or older, or pregnant women of any age. Upon 
approval, this program will be facilitated through our member services department. 
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Weight Watchers® Program 


We enroll interested and eligible recipients in a local Weight Watchers program and provide 
vouchers for five consecutive weeks of program attendance at no cost. In addition to Weight 
Watchers program materials provided at meetings, we mail vouchers and fact sheets about the 
program along with suggestions for getting started with an exercise regimen. Within two 
months of issuing the initial vouchers, our health educator contacts the recipient to assess 
their success and commitment to the program. With the rise in obesity, the addition of the 
Weight Watchers program allows recipients access to a program that has proven weight loss 
results for its participants. Weight loss in overweight individuals subsequently results in 
improvement in health, such as lower blood pressure, less risk for or reversal of Type II 
Diabetes, and many other improvements in health and overall wellness. Eligible recipients 
may receive a maximum of 10 vouchers. The second set of five vouchers will be issued to 
recipients who show commitment and active participation in the program. 


Community Health Workers 


We will employ a robust workforce of community health workers who will diligently work with 
and connect recipients to additional services within the community. Community health 
workers serve to remove barriers to care by assisting recipients with housing, food resources, 
transportation needs, as well as non-covered services, which may be provided through other 
means. Community health workers also work with State agencies to connect recipients to 
additional programs involving smoking cessation as well as substance abuse support groups. 


3.4.1 General Information 
Each vendor must provide, either directly or through subcontractors, the managed care benefit package, as described in this RFP, 
to enrolled recipients to ensure all medically necessary services covered under the Title XIX and Title XXI State Plans are available 
and accessible to them. 
The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website at: 
http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 


We will provide, either directly or through subcontractors, the managed care benefit package, 
as described in this RFP, to enrolled recipients to ensure all medically necessary services 
covered under the Title XIX and Title XXI State Plans are available and accessible. We have 
thoroughly reviewed the State of Nevada Title XIX and Title XXI State Plans on the DHCFP 
website. 


As an experienced managed care organization with health plans in multiple states nationwide, 
state governments and federal agencies trust us to provide a wide range of quality healthcare 
services to families and individuals who qualify for government-sponsored programs. 
Collectively, our health plans serve Medicaid, Medicare, and Marketplace members who 
participate in Temporary Assistance for Needy Families (TANF); Aged, Blind or Disabled 
(ABD); Long-term Care (LTC); Managed Long-Term Services and Supports (MLTSS); State 
Children’s Health Insurance Program (SCHIP); Medicare Advantage Special Needs Plan (D-
SNP); or Medicare-Medicaid Plan (MMP) programs. Our members are supported by a 
provider network of nearly 230,000 primary care and specialist physicians and more than 
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1,500 hospitals. Our plans offer comprehensive, quality benefits and programs as well as 
access to a large selection of doctors, hospitals, and other healthcare providers at little or no 
out-of-pocket cost. 


3.4.2 Furnish Services 
The vendor must furnish services in the same amount, duration and scope as services furnished to recipients under fee-for-service 
Medicaid as set forth in 42 CFR 440.230, which states that the vendor: 


As an awarded vendor, we will furnish services in the same amount, duration, and scope of 
services provided to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230. 
We address these requirements in the following subsections. 


3.4.2.1 Ensure Sufficient Services 
Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected to achieve the purpose for which 
the services are furnished; 


We will ensure our services are sufficient in amount, duration, and scope and will achieve the 
purpose for which the services are furnished. 


3.4.2.2 No Arbitrary Denial or Reduction of Service 
May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of diagnosis, type of illness, 
or condition of the recipient; 


The required services will not be arbitrarily or inappropriately denied or reduced in amount, 
duration, or scope because of diagnosis, type of illness, or condition of the recipient. 


3.4.2.3 Appropriate Limits 
May place appropriate limits on a service on the basis of criteria applied under the Title XIX and Title XXI State plans, such as 
medical necessity, or for the purpose of utilization control, provided the services furnished can reasonably be expected to achieve 
their purpose; and 


We acknowledge that appropriate limits may be placed on a service on the basis of criteria 
applied under the Title XIX and Title XXI State plans, such as medical necessity, or for the 
purpose of utilization control, provided the services furnished can reasonably be expected to 
achieve their purpose. 


3.4.2.4 Specify Medically Necessary Services 
Must specify what constitutes “medically necessary services” to the extent to which the vendor is responsible for covering services 
related to the prevention, diagnosis and treatment of health impairments; the ability to achieve age appropriate growth and 
development; and the ability to attain, maintain, or regain functional capacity in a manner that is no more restrictive than that used in 
the State Medicaid and CHIP programs as indicated in State statutes and regulations, the Title XIX and Title XXI State Plans, and 
other State policy and procedures, including the Medicaid Services Manual (MSM). 
The MCO can utilize different authorization requirements than what is used by the State, as long as they are not more restrictive. 


Across our health plans nationwide, we ensure medically necessary services are provided to 
achieve age appropriate growth and development, and the ability to attain, maintain, or regain 
functional capacity. Our medically necessary services are provided in a manner that is no 
more restrictive than that used in the State Medicaid and CHIP programs as indicated in State 
statutes and regulations, the Title XIX and Title XXI State Plans, and other State policy and 
procedures, including the Medicaid Services Manual (MSM). We understand that different 
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authorization requirements than what are used by the State can be used, as long as they are 
not more restrictive. 


We define “medically necessary care” as services that providers, exercising prudent clinical 
judgment, would provide to a patient for the purpose of evaluating, diagnosing, or treating an 
illness, injury, disease or its symptoms and that are: 


• Appropriate and consistent with the diagnosis of the treating provider and the omission of 
which could adversely affect the recipient’s medical condition 


• Compatible with the standards of acceptable medical practice in the United States 


• Provided in a safe, appropriate and cost-effective setting given the nature of the diagnosis 
and the severity of the symptoms 


• Not provided solely for the convenience of the recipient or family, or the convenience of 
any healthcare provider 


• Not primarily custodial care unless custodial care is a covered service or benefit under the 
recipient’s evidence of coverage 


• There is no other effective and more conservative or substantially less costly treatment, 
service and setting available, and the service is not experimental, investigative, or cosmetic 
in nature 


Our commitment to ensure quality care through comprehensive health care management from 
prevention to treatment of health impairments benefits the entire care delivery system by 
effectively and efficiently managing existing resources. Our utilization management program 
focus further ensures that care is both medically necessary and demonstrates an appropriate 
use of resources based on the severity of illness and the site of service. 


3.4.2.5 Policies and Procedures for Authorizations of Services 
Must, for itself and its subcontractors, have in place and follow, written policies and procedures for the processing of requests for 
initial and continuing authorizations of services. 
The vendor must have in effect mechanisms to ensure consistent application of review criteria for authorization decisions and 
consult with the requesting and/or servicing provider, when necessary. 
The vendor shall monitor prior authorization requests. The DHCFP, at its sole discretion, may require removal of the prior 
authorization requirement based on reported approval percentage rates, to align prior authorization procedures across delivery 
entities, and if determined necessary for the proper administration of the Medicaid program. 
Any decision made by the vendor to deny a service authorization request or to authorize a service in an amount, duration, or scope 
that is less than requested, must be made by a health care professional who has appropriate clinical expertise in treating the 
recipient’s condition or disease. 
The vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-service program. 


Our company and our subcontractors have in place and follow written policies and procedures 
for the processing of requests for initial and continuing authorizations of services. For 
consistent application of review criteria for authorization decisions, our medical directors and 
utilization management staff use nationally recognized criteria for making decisions 
concerning medical necessity and appropriateness of services. The criteria sources used 
consist of one or more of the following: 
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• Medical Coverage Guidance Determinations 


• McKesson InterQual® CareEnhance Criteria by Diagnosis and DRG (Clinical Content, 
Level of Care Criteria and Care Planning Criteria). InterQual® Criteria is available to all 
Utilization Management staff in an online, web-based format and in hard copy 


• MCG CareGuidelines® 


• Apollo Managed Care Clinical Guidelines for Behavioral Health 


• American Society for Addiction Medicine Patient Placement Criteria 


• The Hayes Directory for New Medical Technologies 


• Comprehensive Medicaid Guidelines 


• Internally developed medical necessity criteria 


• Algorithms and guidelines from recognized professional societies 


• Advice from authoritative review articles and textbooks 


• Medicare guidelines 


• Health plan-specific criteria 


• Specialty consultations by a third party reviewer 


We monitor prior authorization requests, and understand DHCFP may require removal of the 
prior authorization requirement based on reported aproval percentage rates, to align prior 
authorization procedures across delivery entities. We require prior authorization for services, 
procedures, surgeries, devices, supplies, drugs, therapies, and other treatments. We maintain a 
specific list of prior authorization requirements, made available to all contracted providers via 
our provider manual and website. Upon request, we will provide a detailed description of the 
authorization/referral process for health care services. We will also make available, upon 
request, a detailed description of the processes used to determine medical necessity. 


We understand any decision made to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a health 
care professional who has appropriate clinical expertise in treating the recipient’s condition or 
disease. We coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. 


3.4.2.6 Furnish Information About Coverage 
If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral service because of an objection on 
moral or religious grounds, the vendor must furnish information about the services it does not cover to the DHCFP with its 
application for a Medicaid contract and whenever it adopts such a policy during the term of the contract. 


We have no moral or religious objections to providing coverage of a counseling or referral 
service. Should we identify any moral or religious objections to providing coverage, we will 
furnish information about the services not covered to the DHCFP with our application for a 
Medicaid contract and whenever such a policy is adopted during the term of the contract. 
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3.4.2.7 Maintain and Monitor a Network of Appropriate Providers 
Must maintain and monitor a network of appropriate providers that is supported by written agreements and is sufficient to provide 
adequate access to all services covered under the contract for all eligible recipients enrolled in the vendor's managed care program. 
In establishing and maintaining the network, the vendor must consider the following: 
A. The anticipated DHCFP recipient managed care enrollment; 
B. The numbers of network providers who currently are and are not accepting new Medicaid and Nevada Check Up recipients; 
C. The expected utilization of services including a description of the utilization management software or other process used by the 


plan, taking into consideration the characteristics and heath care needs of specific Medicaid and Nevada Check Up 
populations; 


D. The numbers and types of providers required to furnish the contracted Medicaid covered services; and 
E. The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, 


the means of transportation ordinarily used by recipients, and whether the location provides physical access for recipients with 
disabilities. Primary Care Provider (PCP) or Primary Care Site may not be more than 25 miles from the enrolled place of 
residence without the written request of the recipient. 


As an awarded vendor, we will successfully maintain and monitor a comprehensive network of 
appropriate providers supported by written agreements sufficient to provide adequate access to 
all services covered under the contract for all eligible recipients enrolled in our plan. 


As is standard practice for all of our health plans nationwide, we monitor network adequacy 
and address any network deficiencies by employing proven network development strategies 
and adequacy standards that ensure recipient access to care. Our provider network 
management and operations staff continuously monitors the network to ensure consistent 
compliance with all access standards. 


Using GeoAccess and Quest Analytics (ACC) report mapping solutions, we effectively monitor 
provider network accessibility for all provider types, identify network gaps, and confirm 
continued compliance with travel time and distance standards. Additional tools include 
recipient complaint data related to network access and recipient-to-provider ratios. As 
appropriate, we recruit additional targeted providers to augment the provider network as 
membership grows and/or medical service needs indicate. We also use GeoAccess reports or 
similar analysis to determine and monitor provider network accessibility and ensure our 
members with disabilities have access to provider sites that are sufficiently equipped to serve 
individuals with developmental and other disabilities. We continuously evaluate provider sites 
throughout our service areas, considering the required time and distance standards. 


Ensuring a Network of Appropriate Providers for Recipients 
As is standard practice for all of our health plans, to ensure a network of appropriate physical 
and behavioral health and other key health care providers, our network operations committee 
reviews the current network status on a monthly basis for each covered service to assess and 
ensure the network is adequate. 


We will follow well-established policies and procedures to dictate the ongoing proactive 
measures necessary to ensure adequate provider network capacity. When establishing and 
maintaining the provider network or requesting enrollment level increases, we review each 
covered service and related provider types independently to ensure adequate network capacity, 
and take the following into consideration: 
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• Anticipated enrollment 


• Number of participating providers who are and are not accepting new Medicaid and 
Nevada Check Up recipients 


• Expected utilization of services, taking into consideration the characteristics and health 
care needs of specific Medicaid and Nevada Check Up populations represented 


• Numbers and types (in terms of training, experience and specialization) of providers 
required to furnish the contracted Medicaid covered services 


• Geographic location of providers and recipients, considering distance (pursuant to NAC 
695C.160), travel time, the means of transportation ordinarily used by recipients and 
whether the location provides physical access for recipients with disabilities 


3.4.2.8 Choose Own Health Care Professional 
Must allow each recipient to choose his or her health care professional, including the PCP, to the extent possible and appropriate. 
A. Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be assigned at the clinic level. 
B. Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a specialist as their PCP. These 


recipients shall be allowed to select a State-operated clinic as their PCP. Any specialist can be a PCP based on medically 
necessary conditions. If a specialist is chosen as a PCP, they must be reported as a specialist. The specialist does not count 
as both a PCP and a specialist for reporting purposes. Recipients with disabilities must be given an additional 30 calendar days 
to select a PCP. 


C. Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to an appropriate network 
provider(s). 


D. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible. 
E. Must provide female recipients with direct access to a women’s health specialist within the network for covered care necessary 


to provide women’s routine and preventive health care services. This is in addition to the recipient’s designated PCP, if that 
source is not a women’s health specialist. 


Each recipient may choose his or her health care professional, as required, to the extent 
possible and appropriate. We encourage our recipients to participate in decisions about their 
health, including the ability to choose their own PCP to the extent the chosen PCP is 
contracted and is open to new recipients. Recipients have an individual physician assigned as 
their PCP and are not allowed to be assigned at the clinic level. 


Recipients with disabilities, chronic conditions, or complex conditions are allowed to select a 
specialist as their PCP. These recipients are allowed to select a State-operated clinic as their 
PCP. Any specialist can be a PCP based on medically necessary conditions. If a specialist is 
chosen as a PCP, they are reported as a specialist. The specialist does not count as both a PCP 
and a specialist for reporting purposes. Recipients with disabilities are given an additional 30 
calendar days to select a PCP. 


Recipients are encouraged to continue using their own provider(s) until the recipient can be 
transferred to an appropriate network provider(s). We allow pregnant recipients the continued 
use of their OB/GYN, if at all possible. We also provide female recipients with direct access to 
a women’s health specialist within the network for covered care necessary to provide women’s 
routine and preventive health care services. This is in addition to the recipient’s designated 
PCP, if that source is not a women’s health specialist. 
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We provide comprehensive information to recipients and/or their authorized representatives 
regarding the provider network in advance of initial enrollment to allow time to review options 
and select a PCP. All recipients receive a Welcome Kit that includes information on how to 
choose a PCP. This includes providing location, previous relationships, language, age and 
access to ensure continuity of care. The materials also include our transition of care policy 
and specific instructions on how to ensure continued access to their existing provider. 


Our primary goals are to keep recipients with their existing and/or preferred providers 
whenever possible and to ensure timely authorizations and coordination of needed services 
during this critical period of adjustment. Initially, utilizing the State’s 834 enrollment files, we 
will incorporate information about the newly enrolled recipient’s PCP and make every effort 
to preserve the existing relationships whenever possible. Recipient notification includes, but is 
not limited to: the PCP’s name; location; and telephone number. We also explain to recipients 
that they may select a different PCP. 


Recipients have the option to change their PCP at any time by contacting our recipient 
services representatives to select a new PCP. Patients’ trust and comfort level with their PCPs 
is essential; therefore we offer an array of PCPs from which recipients may select, including 
linguistically diverse providers representing threshold languages for general practice, family 
practice, internal medicine and pediatric provider types. Recipients also have access to our 
provider directory, which includes physical accessibility symbols to help recipients select a 
provider that meets any of their physical accessibility needs. 


We work closely with providers, and/or other agencies to ensure services for recipients in an 
active course of treatment for acute or chronic health conditions are not disrupted or 
interrupted post enrollment. This includes requesting a data feed with all open authorizations 
to allow our utilization management staff to proactively identify and reach out to recipients 
with continuity of care needs. Likewise, we work directly with the recipient’s prior provider 
and health plan in transitioning recipients to preserve existing relationships whenever 
possible. 


3.4.2.9 Out of Network Services 
Must cover services out of network for the recipient adequately and timely for as long as the vendor is unable to provide them. If the 
network is unable to provide necessary services covered under the contract to a particular recipient, the vendor must negotiate a 
contract and determine the rate or pay no more than the FFS rate. Must exhaust all out of network providers located within 25 miles 
of the recipient’s address before contracting with out of network providers located over 25 miles from recipient’s address. 


We cover services out-of-network for the recipient in an adequate and timely manner for as 
long as we are unable to provide them. If we are unable to provide necessary services covered 
under the contract to a particular recipient, we use single case agreements to negotiate a 
contract and determine the rate or pay no more than the FFS rate. We exhaust all out-of-
network providers located within 25 miles of the recipient’s address before contracting with 
out of network providers located over 25 miles from the recipient’s address. As is standard 
practice with our other state health plans, we negotiate single case agreements when a 
recipient and/or a provider contacts us for services, there is no available provider in the 
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network to provide the service, and an out-of-network qualified provider is willing to provide 
the needed services. We contact the provider and offer to sign a single case agreement to 
ensure the recipient continues to receive services from the specified provider. This ensures 
continuity of care and offers an opportunity for our utilization management team to identify 
in-network providers for transfer. Our network development team also works with identified 
out-of-network providers to pursue contracting opportunities to bring them into our network, 
ensuring the recipient can continue to see the established provider. 


We analyze utilization data provided by DHCFP, and continue to analyze utilization once the 
program is operational, to extend provider network coverage outside of the service area and 
ensure continuity of care. We also access out-of-state providers through our existing 
contracted provider network (e.g., affiliated health plans’ provider networks, nationally 
contracted vendor systems such as transplant facility networks). We explore relationships with 
strategic providers in bordering states that members tend to visit depending on where they 
reside. 


Our utilization management staff authorizes services to out-of-network providers in 
accordance with our existing out-of-network provider policy. To be approved, out-of-network 
requests should meet at least one of the following criteria: 


• Requested service is not currently available in-network in accordance with time or distance 
access standards 


• Requested service is uniquely provided by the out-of-network provider 


• Requested service/level of care is uniquely available at the out-of-network facility 


• Recipients’ continuation of any prior relationship with the out-of-network provider is 
medically necessary to ensure appropriate care based on our continuity of care policy 


• Requested services for conditions that threaten the recipient’s life or health 


• Same or equivalent services are not available in-network within policy stated guidelines 


An out-of-network practitioner/provider authorization is generally approved for up to three 
visits and/or an episode of care based on the clinical condition being treated and/or the course 
of treatment recommended. Additional visits(s) and/or services beyond the initially approved 
services must include the reason for the continued out-of-network access, medical necessity 
and the recipient's progress and/or response to the current plan of care. 


The same process is followed when a prior authorization request is received for conditions that 
threaten the member’s life, health, or optimum recovery. The reviewer will assist with the 
coordination of the out-of-network referral. The out-of-network practitioner/provider is 
instructed to communicate with the recipient’s prior care practitioner/provider to coordinate 
ongoing care and services. 


In the event a Nevada Medicaid recipient is in her first trimester of pregnancy and is receiving 
medically necessary services for prenatal care prior to enrollment, we are responsible for the 
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costs of continuation of the medically necessary services, including prenatal care and delivery 
without a prior authorization. The prior authorization is valid for up to 60 calendar days from 
the recipient’s enrollment or until the recipient may be reasonably transferred to a network 
provider without disruption in care. 


3.4.2.10 Second Opinions 
Must provide for a second opinion from a qualified health care professional within the network, or arrange for the recipient to obtain 
one outside of the network, at no cost to the recipient. 


Second opinions must be provided from a qualified health care professional within the 
network, or we will arrange for the recipient to obtain one outside of the network at no cost to 
the recipient. 


3.4.2.11 Out of Network Providers 
Must coordinate with out of network providers with respect to payment. 


As required, we will coordinate with out-of-network providers with respect to payment. 


3.4.2.12 Credentialed Providers 
Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this RFP. 


Our providers are credentialed as required by 42 CFR 438.214 and this RFP. For provider 
credentialing, we use the Visual Cactus credentialing management application, which allows 
business users to define and store custom provider attributes to maintain provider license, 
certification, education, and malpractice information. Visual Cactus also tracks Drug 
Enforcement Administration, Clinical Laboratory Improvement Amendments, and National 
Association of Boards of Pharmacy documentation, as applicable, as well as National 
Provider Identification IDs. Visual Cactus also has a robust security module to protect 
confidential information. We currently obtain approximately 80 percent of our credentialed 
provider information in the form of electronic applications from the Council for Affordable 
Quality Healthcare or through spreadsheets provided by groups delegated for credentialing. 


3.4.2.13 Network Providers Hours of Operation 
Must ensure that the network providers offer hours of operation that are no less than the hours of operation offered to commercial 
recipients orble to Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR 438.206; must meet and 
require its providers to meet State standards for timely access to care and services, taking into account the urgency of the need for 
services; must make services included in the RFP available twenty-four (24) hours per day, seven (7) days per week, when 
medically necessary; must establish mechanisms to ensure compliance by compara providers; monitor providers regularly to ensure 
compliance; and, must take corrective action if there is a failure to comply. 


We ensure that network providers’ hours of operation are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider services only 
Medicaid recipients pursuant to 42 CFR 438.206. As part of this process, we monitor network 
timely access to care and address any network deficiencies by employing proven network 
development strategies and adequacy standards that best ensure recipient access to care. 


Our network management and operations staff continuously evaluates our provider network to 
ensure providers meet standards for timely access to care and services. Providers not in 
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compliance are sent letters notifying them of the findings and the need for corrective action to 
meet the standard(s). Our provider services staff confirms that the deficiency has been 
corrected or, if unresolved, is referred to the network operations committee for further action. 
Ongoing evaluation includes periodic audits of provider appointment availability and wait 
times, including secret shopper and site visits by our provider services representatives. Our 
evaluation process is a comprehensive review of network capacity and access, which allows us 
to quickly identify and resolve any network issues. 


All Nevada Medicaid / Check Up recipients also have access to our dedicated toll-free 
multilingual nurse advice line operating 24/7/365. The nurse advice line performs triage 
services to ensure recipients receive care in the proper settings and is staffed by registered 
nurses with five to 20 years of acute care experience and three to four years of telephone 
triage experience. Nurses are also supported by other health professionals, such as on-call 
PCPs and other physicians. Nurse advice line staff provides culturally competent, 
comprehensive, and personalized clinical and non-clinical telephone services with significant 
competence in behavioral health and crisis intervention 


3.4.2.14 Emergency Coverage 
Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The vendor must have written policies 
and procedures describing how recipients and providers can obtain urgent coverage and emergency services after business hours 
and on weekends. Policies and procedures must include provision of direct contact with qualified clinical staff. Urgent coverage 
means those problems which, though not life-threatening, could result in serious injury or disability unless medical attention is 
received. 


We provide emergency coverage 24/7. Our nurse advice line assists recipients with their health 
care needs and also helps recipients access the care they need in urgent/emergent situations. 
We have written policies and procedures describing how recipients and providers can obtain 
urgent coverage and emergency services after business hours and on weekends. Our policies 
and procedures include directions on how to directly contact qualified clinical staff. We 
understand that urgent coverage means those problems which, though not life-threatening, 
could result in serious injury or disability unless medical attention is received. 
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3.4.2.15 Cultural Competency 
The vendor must participate in State and federal efforts to promote the delivery of services in a culturally competent manner to all 
recipients, including those with limited English proficiency and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 
100. For the purposes of this RFP, the State has identified the prevalent non-English language in Nevada to be Spanish. The BBA 
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors offer 
accessible and high quality services in a culturally competent manner. 
A. Cultural Competency Plan 


1. Each vendor must have a comprehensive cultural competency program, which is described in a written plan. The Cultural 
Competency Plan (CCP) must describe how care and services will be delivered in a culturally competent manner. The 
CCP must identify the goals and objectives of the vendor’s cultural competency program and encompass the goals and 
objectives described in the DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS). The CCP must 
be reviewed and updated annually and submitted to the DHCFP in the second quarter of each calendar year. 


2. The vendor must identify a staff person, title or position responsible for the CCP. If there is a change in the staff member 
responsible for the CCP, the vendor must notify the DHCFP. 


3. The CCP must contain a description of Staff Recruitment and Retention: 
 The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs of the vendor’s a.


recipients. Cultural competence is part of job descriptions. 
B. Education and Training 


1. The training program consists of the methods the vendor will use to ensure that staff at all levels and across all disciplines 
receive ongoing education and training in culturally and linguistically appropriate service delivery to recipients of all 
cultures. The vendor regularly assesses the training needs of the staff and updates the training programs, when 
appropriate. Trainings are also customized to staff based on the nature of the contacts they have with providers and/or 
recipients. 


2. The education program consists of methods the vendor will use for providers and other subcontractors with direct 
recipient contact. The education program will be designed to make providers and subcontractors aware of the importance 
of providing services in a culturally competent manner. The vendor must also make additional efforts to train or assist 
providers and subcontractors in receiving training in how to provide culturally competent services. 


C. Culturally Competent Services and Translation/Interpretation Services 
1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its membership, including 


maintaining an up-to-date demographic and cultural profile of the vendor’s recipients. A regular assessment of needs 
and/or disparities is performed, which is used to plan for and implement services that respond to the distinct cultural and 
linguistic characteristics of the vendor’s membership. Culturally competent care requires that the vendor regularly 
evaluate its network, outreach services and other programs to improve accessibility and quality of care for its 
membership. It must also describe the provision and coordination needed for linguistic and disability-related services. 


2. A vendor, at the point of contact, must make recipients aware that translation services are available. The services that are 
offered must be provided by someone who is proficient and skilled in translating language(s). The availability and 
accessibility of translation services should not be predicated upon the non-availability of a friend or family member who is 
bilingual. Recipients may elect to use a friend or relative for this purpose, but they must not be encouraged to substitute a 
friend or relative for a translation service. 


3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated materials convey 
intended meaning in a culturally appropriate manner. The vendor must provide translations in the following manner: 


 All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% (whichever is a.
less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that language. 


 All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 5% (whichever b.
is less) of the vendor’s recipients who also have LEP in that language. Vital materials must include, at a minimum, 
notices for denial, reduction, suspension or termination of services, and vital information from the member handbook. 


 All written notices informing recipients of their right to interpretation and translation services shall be translated into c.
the appropriate language when the vendor’s caseload consists of 1,000 recipients that speak that language and 
have LEP. 


D. Evaluation and Assessment of CCP 
1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities for improvement. A 


summary report of the evaluation must be sent to the DHCFP. The evaluation may, for example, focus on: comparative 
recipient satisfaction surveys, outcomes for certain cultural groups, recipient complaints, grievances, provider feedback 
and/or vendor employee surveys. If issues are identified, they must be tracked and trended, and actions must be taken to 
resolve the issue(s). 


2. The vendor shall adhere to professional standards of medical or paramedical care and services, and comply with all local, 
state and federal statutes, rules and regulations relating to the vendor's performance under the contract, including, but not 
limited to, non-interference with recipient/health care provider communications and prohibitions against factoring and 
accepting or paying kickbacks for services provided to the DHCFP recipients. 
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We will participate in State and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English proficiency 
and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100. 


We understand that for the purposes of this RFP, the State has identified the prevalent non-
English language in Nevada to be Spanish, and the BBA Regulations: Title 42 of the Code of 
Federal Regulations (42 C.F.R.) 438.206(c) (2) and the DHCFP requires that vendors offer 
accessible and high quality services in a culturally competent manner. 


Our experience as a leader in cultural competency serving ethnically diverse communities 
spans multiple decades. Our well-established Institute for Cultural Competency (ICC) 
demonstrates a commitment to quality healthcare delivery for all recipients. We recognize that 
the diverse cultural and ethnic backgrounds of our membership could create challenges and 
barriers to accessing health care services, therefore we created the ICC to provide the tools 
and training necessary that ensures our staff delivers health care services in a culturally 
competent way. Our programs and policies are designed to be culturally congruent with our 
regional membership. We take pride in an extremely diverse workforce representing many 
ethnicities and languages, and have successfully integrated multi-cultural teams in various 
settings. 


Cultural Competency Plan 
As is standard practice for all of our health plans, we will develop and implement a 
comprehensive Cultural Competency Plan (CCP) for the Nevada Medicaid and Check Up 
program that describes how care and services are delivered in a culturally competent manner. 
Our CCP identifies the goals and objectives of our cultural competency program and 
encompasses the goals and objectives described in the DHCFP Quality Assessment and 
Performance Improvement Strategy (QAPIS). Our CCP will be reviewed and updated 
annually and submitted to the DHCFP in the second quarter of each calendar year. 


Our CCP will ensure the provision of linguistic access and disability-related access to all 
recipients, including those with Limited English Proficiency. The plan will reflect the 
guidelines outlined in National Standards for Culturally and Linguistically Appropriate 
Services in Health Care, published by the U.S. Department of Health and Human Services, 
Office of Minority Health. The Cultural Competency Plan will describe how the individuals 
and systems within the organization will effectively provide services to people of all cultures, 
races, ethnic backgrounds and religions, as well as those with disabilities, in a manner that 
recognizes values, affirms and respects the worth of the individuals, and protects and 
preserves the dignity of each. The Cultural Competency Plan will be available on our secure 
provider website, as well as our internal intranet for employee access. We will identify a staff 
person responsible for the CCP. If there is a change in the staff member responsible for the 
CCP, we will notify the DHCFP. 


Our corporate CCP currently contains a description of staff recruitment and retention to meet 
our members’ cultural needs. Cultural competence is part of the job descriptions. To ensure 
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the cultural needs of Nevada Medicaid/Check Up recipients are met, we will recruit and hire 
local staff upon contract award. 


Education and Training 
Staff Education and Training. Staff at all levels and disciplines receive cultural competency 
education and training as part of their initial training program. Training consists of methods 
that are culturally and linguistically appropriate for service delivery to recipients of all 
cultures. We regularly assess the training needs of staff and update the training programs, 
when appropriate. Trainings are also customized for staff based on the nature of the contacts 
they have with providers and/or recipients. 


Provider Education and Training. Our provider cultural competency education program 
consists of methods providers and other subcontractors receive with direct recipient contact. 
The provider education program is designed to make providers and subcontractors aware of 
the importance of providing services in a culturally competent manner. We also make 
additional efforts to train or assist providers and subcontractors in receiving training in how 
to provide culturally competent services. 


Training and quality monitoring form the cornerstones of successful culturally competent 
service delivery. For that reason, we integrate the cultural competency program into our 
overall provider training and quality monitoring programs. An integrated quality approach 
strives to enhance the way people think about recipients, service delivery, and program 
development, so that cultural competency becomes part of everyday thinking. We offer 
educational opportunities in cultural competency concepts for providers on a regular basis. 
We also offer cultural competency education to providers, supporting staff and Community 
Based Organizations. 


We conduct provider training during provider orientation as well as annual reinforcement 
training. We also provide additional training reinforcement through Continuing Medical 
Education monographs developed by the health plan, and periodically accompanying provider 
communications. Our training modules can be delivered using a variety of methods, 
including: 


• Written materials – provider manual 


• Reference materials available through health plan representatives and the health plan 
Healthcare website 


• Integration of cultural competency concepts into provider communications 


• Continuing Medical Education 


Culturally Competent Services and Translation/Interpretation Services 
Our cultural competency services team reviews utilization data and quality measures to 
conduct ongoing evaluation of the cultural diversity of our membership, including 
maintaining an up-to-date demographic and cultural profile of our recipients. The following 
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regular assessment of needs and/or disparities is performed to ensure our programs are 
effectively meeting the needs of recipients and providers: 


• Annual review of recipient and practitioner demographics (preferred language, ethnicity, 
race) 


• Local geographic population demographics and trends derived from publicly available 
sources (Group Needs Assessment) 


• Network assessment 


• Applicable national demographics and trends derived from publicly available sources 


• Health status measures such as those measured by HEDIS, as available 


These assessments are used to plan for and implement services that respond to the distinct 
cultural and linguistic characteristics of our membership. We regularly evaluate our network, 
outreach services, and other programs to improve accessibility and quality of care for 
recipients. Further, we also describe the provision and coordination needed for linguistic and 
disability-related services. 


Upon initial contact, recipients are informed that translation services are available to them. 
The services we offer are provided by staff proficient and skilled in translating language(s). 
The availability and accessibility of our translation services is not predicated upon the non-
availability of a friend or family member who is bilingual. We allow recipients to elect to use a 
friend or relative for this purpose, however they are not encouraged to substitute a friend or 
relative for a translation service. 


Our quality review mechanism ensures that translated materials convey the intended meaning 
in a culturally appropriate manner. We provide translations in the following manner: 


• All materials are translated when we are aware that a language spoken by 3,000 or 10% 
(whichever is less) of our recipients who also have Limited English Proficiency (LEP) in 
that language 


• All vital materials are translated when we are aware that a language spoken by 1,000 or 
5% (whichever is less) of recipients who also have LEP in that language. Vital materials 
include notices for denial, reduction, suspension or termination of services, and vital 
information from the member handbook. 


• All written notices informing recipients of their right to interpretation and translation 
services are translated into the appropriate language when our caseload consists of 1,000 
recipients that speak that language and have LEP. 


Evaluation and Assessment of the CCP 
We will evaluate the CCP annually to determine its effectiveness and identify opportunities for 
improvement. A summary report of the evaluation will be sent to the DHCFP. The evaluation 
may, for example, focus on: comparative recipient satisfaction surveys, outcomes for certain 
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cultural groups, recipient complaints, grievances, providers’ feedback, and/or employee 
surveys. If issues are identified, they are tracked and trended, and actions are taken to resolve 
the issue(s). 


We will adhere to professional standards of medical or paramedical care and services and 
comply with all local, state and federal statutes, rules and regulations relating to our 
performance under the contract, including, but not limited to, non-interference with 
recipient/health care provider communications and prohibitions against factoring and 
accepting or paying kickbacks for services provided to DHCFP recipients. 


3.4.3 Vendor Covered Services 


3.4.3.1 Enrolled Recipient Services 
No enrolled recipient shall receive fewer services in the managed care program than they would receive in the current State 
Medicaid Plan, except for excluded services, Excluded Populations, Services and Coverage Limitations below. 


No enrolled recipient will receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services, excluded populations, 
services and coverage limitations set forth below. 


3.4.3.2 MCO Vendor Responsibilities 
At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically necessary services, provider types 
and locations (Refer to Attachments M ~ Provider Types and Attachment P ~ Essential Community Providers) which shall include, 
but may not be limited to, the following: 
A. Applied Behavior Analysis; 
B. Ambulatory Surgery Centers; 
C. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment; 
D. Case Management including care coordination for transitioning recipients to the appropriate level of care in a timely manner; 
E. Certified Registered Nurse Practitioner; 
F. Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients); 
G. Community Paramedicine; 
H. Dental and Dental Related Services for emergency and palliative care that is provided in an emergent or urgent care setting; 
I. Disposable Medical Supplies; 
J. Durable Medical Equipment; 
K. Early Periodic Screening, Diagnosis and Treatment (EPSDT); 
L. Emergency Transportation; 
M. End Stage Renal Disease Facilities; 
N. Family Planning Services; 
O. Hearing Aid Dispenser and Related Supplies; 
P. Home Health Agency; 
Q. Hospital Inpatient; 
R. Hospital Outpatient; 
S. Inpatient Medical Rehabilitation Center or Specialty Hospital; 
T. Intravenous Therapy (TPN); 
U. Laboratory - Pathology/Clinical; 
V. Medical Rehabilitation Center or Specialty Hospital; 
W. Mental Health Services: 


1. Inpatient Psychiatric Hospital; 
2. Mental Health Outpatient Clinic; 
3. Mental Health Rehabilitative Treatment; 
4. Psychologist; 
5. Outpatient Psychiatric; 
6. Residential Treatment Centers (RTC); 
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7. Case Management; 
8. Habilitation services; and 
9. Medication Management. 


X. Methadone Treatment; 
Y. Nursing Facilities; under 45-days (see 3.2.3.11); 
Z. Nurse Anesthetist; 
AA. Certified Nurse Midwife; 
BB. Opticians/Optometrists; 
CC. Outpatient Surgery; 
DD. Personal Care Aide; 
EE. Pharmacy; 
FF. Physician/Osteopath; 
GG. Physician Assistants; 
HH. Podiatrist (for EPSDT eligible recipients); 
II. Private Duty Nursing; 
JJ. Prosthetics; 
KK. Radiology and Noninvasive Diagnostic Centers; 
LL. Residential Treatment Centers; (with limitations); 
MM. Rural Health Clinics and Federally Qualified Health Centers (FQHC); 
NN. School Based Health Centers; 
OO. Special Clinics; 
PP. Swing Beds Stays, under 45 days; 
QQ. Therapy: 


1. Audiology; 
2. Occupational; 
3. Physical; 
4. Respiratory; 
5. Speech; 
6. Habilitation; and 


RR. Tobacco Cessation; 
SS. Transitional Rehabilitative Center; and 
TT. Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related immunosuppressant drugs. (see 
limitations). 
UU. Other services as defined in the Medicaid Services Manual (MSM). 


We will deliver all medically necessary services, including medical, behavioral and social 
health in a highly coordinated manner to Medicaid and Nevada Check Up recipients. Direct 
care of all covered benefits is provided by integrating care to improve quality outcomes and 
efficiencies across the healthcare delivery system; in turn decreasing costs through the 
reduction of unnecessary, inappropriate, and duplicative services. 


Our broad, robust provider network of primary and acute care providers, behavioral health 
professionals, clinics, hospitals, Essential Community Providers (ECPs), and other ancillary 
services providers offer the diverse range of services that Medicaid and Nevada Check Up 
recipients require. 


At a minimum, we provide directly or by subcontract, all covered medically necessary services, 
provider types, and locations, which includes, but is not limited to, the information in 
Table 3.4-1. 
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Table 3.4-1. Services, Types and Locations 
Service We Provide 


Applied behavior analysis  
Ambulatory surgery centers  
Alcohol and substance abuse treatment, including intensive outpatient 
treatment  


Case management, including care coordination for transitioning recipients to 
the appropriate level of care in a timely manner  


Certified Registered Nurse Practitioner  


Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients)  
Community Paramedicine  
Dental and dental-related services for emergency and palliative care that is 
provided in an emergent or urgent care setting  


Disposable medical supplies  


Durable medical equipment  
Early Periodic Screening, Diagnosis and Treatment (EPSDT)  


Emergency transportation  
End stage renal disease facilities   
Family planning services  


Hearing aid dispenser and related supplies  


Home health agency  
Hospital inpatient  


Hospital outpatient  
Inpatient medical rehabilitation center or specialty hospital  
Intravenous Therapy (TPN)  


Laboratory – pathology/clinical  


Medical rehabilitation center or specialty hospital  
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Service We Provide 


Mental health services, including: 
• Inpatient psychiatric hospital 
• Mental health outpatient clinic 
• Mental health rehabilitative treatment 
• Psychologist 
• Outpatient psychiatric 
• Residential Treatment Centers (RTC) 
• Case management 
• Habilitation services 
• Medication management 


 


Methadone treatment  
Nursing facilities under 45-days  
Nurse Anesthetist  


Certified Nurse Midwife  


Opticians/Optometrists  
Outpatient surgery  


Personal Care Aide  


Pharmacy  


Physician/Osteopath  
GG. Physician Assistants  
Podiatrist (for EPSDT eligible recipients)  


Private Duty Nursing  


Prosthetics  
Radiology and noninvasive diagnostic centers  


Residential Treatment Centers (with limitations)  


Rural Health Clinics and Federally Qualified Health Centers (FQHC)  


School-based health centers  
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Service We Provide 


Special clinics  


Swing beds stays, under 45 days   
Therapy, including: 
• Audiology 
• Occupational 
• Physical 
• Respiratory 
• Speech 
• Habilitation 


 


Tobacco cessation  


Transitional rehabilitative center  
Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, 
and related immunosuppressant drugs  


Other services as defined in the Medicaid Services Manual (MSM)  


3.4.4 Special Considerations 


3.4.4.1 Inpatient Hospital Services 
A. The vendor may provide services in alternative inpatient settings that are licensed by the State of Nevada, in lieu of services in 


an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than 
traditional inpatient settings. By the 15th of every month the vendor must report to the DHCFP the recipients who were 
admitted as an inpatient in an IMD for more than 15 days in the prior calendar month. Example: by August 15th the vendor 
must submit a list of Medicaid recipients who had an IMD inpatient stay for more than 15 days during the month of July. 


B. The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital destination. Failure to 
transfer the recipient to the appropriate care setting in a timely manner, within two (2) days after the recipient no longer meets 
an acute level of care will result in the vendor reimbursing the acute care facility at the average skilled nursing facility (SNF) 
rate or the administrative day reimbursement rate, whichever is greater. 


We acknowledge that we may provide services in alternative inpatient settings that are licensed 
by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for 
Mental Diseases (IMDs). By the 15th of every month, we will report to the DHCFP the 
recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior 
calendar month. We will coordinate with discharge planners for transitioning to the 
appropriate post-hospital destination. We understand that failure to transfer the recipient to 
the appropriate care setting in a timely manner, within two (2) days after the recipient no 
longer meets an acute level of care, will result us reimbursing the acute care facility at the 
average skilled nursing facility (SNF) rate or the administrative day reimbursement rate, 
whichever is greater. 
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3.4.4.2 Excluded Populations, Services and Coverage Limitations for 
individuals enrolled in Managed Care 


Per Amendment 2, RFP Changes 2, RFP section deletions: RFP Section 3.4.4.2 C 5 to be deleted in its entirety. 
Per Amendment 2, Question 47: Please replace RFP section with the following: 
 
A. The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under 


FFS or have current coverage limitations. The DHCFP reserves the exclusive right to include any of the following services as a 
covered benefit or modify coverage limitations at any time. The DHCFP will review and may adjust the capitation payment to 
ensure an actuarial sound rate is maintained and paid to the MCO at the time of the change to cover increased/decreased 
medical costs and/or expanded populations. The current exclusions and limitations are identified as follows: 
1. All services provided at Indian Health Service Facilities and Tribal Clinics. 
2. All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities 


and Tribal Clinics Provider Type 47 (PT). Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may 
choose to opt out of managed care. If an eligible Indian who is enrolled in managed care seeks covered services from 
IHS, the vendor must request and receive medical records regarding those covered services/treatments provided by IHS. 
If covered services are recommended by IHS and the recipient seeks those services through the vendor, the vendor must 
either provide the service or must document why the service is not medically necessary. The documentation may be 
reviewed by the DHCFP or other reviewers. The vendor is required to coordinate all services with IHS. If a Nevada 
Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian recipient elects to disenroll from the vendor, the 
disenrollment will commence no later than the first day of the second administrative month after which all covered 
medically necessary services will be reimbursed by FFS. 


3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal 
Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the 
DHCFP through the FFS fee schedule. 


B. Non-Emergency Transportation (NET) 
The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically necessary non-emergency 
transportation. The vendor and its subcontractors shall coordinate with the NET Broker, if necessary, to ensure NET services are 
secured on behalf of enrolled recipients. The vendor and its subcontractors must also verify medical appointments upon request by 
the DHCFP or the NET Broker. 


C. School-Based Child Health Services (SBCHS) with Limitations 
1. The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services 


through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up 
recipients. School-Based Health Clinics are separate and distinct from School-Based Child Health Services. 


2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, 
special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an 
evaluation. If the child is found eligible for these services, then an Individual Education Plan (IEP) is developed for the 
child. The IEP specifies services needed for the child to meet his/her educational goals. A copy of the IEP will be sent to 
the child’s PCP within the managed health care plan, and maintained in the recipient’s medical record. 


3. The school districts provide, through school district employees or contract personnel, the majority of specified medically 
necessary covered services. Nevada Medicaid reimburses the school districts for these services in accordance with the 
school districts’ provider contract. The current school district contracts will be maintained by the State; the MCO will not 
contract directly with the school district. 


4. The vendors will provide covered medically necessary services beyond those available through the school districts, or 
document why the services are not medically necessary. The documentation may be reviewed by the DHCFP or its 
designees. Title XIX Medicaid-eligible children are not limited to receiving health services through the school districts. 
Services may be obtained through the vendor rather than the school district if requested by the parent/legal guardian. 


5. The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC). These services must not have restrictions of prior authorization or PCP referral requirements. 
The vendor case manager shall coordinate with the school district in obtaining any services which are not covered by the 
plan or the school district. 


6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery 
systems support the integration of SBCHS with Medicaid managed care services. 


D. Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible 
for managed care. 


E. Adult Day Health Care 
1. Recipients requiring this service are eligible for managed care. 
2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM 


Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services. The vendor 
must ensure that recipients who are receiving ADHC services are receiving all medically necessary services covered in 
the managed care benefit package. 
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F. Home and Community Based Waiver Services (1915(c)). 
G. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments. 
H. All PASRR and LOC are performed by the DHCFP’s fiscal agent. 
I. Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined 
SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving 
covered medically necessary medical, mental health and mental health rehabilitation services. 


2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient 
who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why 
the assessment is necessary, and must obtain authorization from the minor recipient’s parent/guardian or from the 
enrolled adult or his/her personal representative to conduct the assessment and to release the determination to the 
DHCFP and/or its designee. 


Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the DHCFP HIPAA Privacy Rule 
Manual. This manual, as well as a sample personal representative designation form, is available upon request. 


3. The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the 
SED or SMI determination for its enrolled recipients. If any entity other than the vendor or its identified 
subcontractors/network providers makes a determination on behalf of a Medicaid recipient who is enrolled in managed 
care at the time such determination is made, the determination will be rejected and the entity will be directed to refer the 
enrolled recipient to the vendor for a determination and services. SED or SMI determinations made by authorized entities 
referenced in Chapter 400 of the MSM will be considered valid for recipients who transition from FFS to managed care. 
Likewise, determinations made by the vendor or its identified subcontractors/network providers will be considered valid for 
recipients who transition from managed care to FFS. SED or SMI determinations made by appropriately licensed mental 
health practitioners within the 12-month period preceding initial Medicaid eligibility will be considered valid for either FFS 
or managed care recipients. 


4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data 
collection are met. 


5. Recipients who receive either an SED or SMI determination must be redetermined at least annually. For recipients who 
have the option to and have voluntarily elected to remain enrolled in managed care, the process for these 
redeterminations is the same as for the initial SED or SMI determination as stated above. 


6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid 
managed care are located in Section 5 of the Forms and Reporting Guide. 


J. Targeted Case Management (TCM) 
TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts. Case management, which differs from 
TCM is required from the contracted Vendors. 


K. Child Welfare 
Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their guardian requests enrollment. 
There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves 
into managed care. Contracting with these providers is preferred as it will help ensure continuity of care of these recipients. 


L. All Nursing Facility Stays Over Forty-Five (45) Days 
Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar days of a nursing facility admission, 
pursuant to the Medicaid Services Manual (MSM). The vendor is also required to collect any patient liability (PL) for each month a 
capitated payment is received. The vendor shall notify the DHCFP on the 46th day that the recipient is to be disenrolled. The 
recipient will be disenrolled from the MCO and the stay will be covered by FFS commencing on the 46th day of the facility stay. 


M. Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 
Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a swing bed admission. The vendor is 
also required to collect any PL for each month a capitated payment is received. The vendor shall notify the DHCFP by the fortieth 
(40th) day of any swing bed stay expected to exceed forty-five (45) days. The recipient will be disenrolled from the MCO and the 
stay will be covered by FFS commencing on the forty-sixth (46th) day of the facility stay. 


N. Residential Treatment Center (RTC), Medicaid Recipients 
1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the 


admission date. Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all 
RTC charges including admission, bed day rate, and ancillary services until properly disenrolled from managed care. 
Recipients who are covered under Title XIX Medicaid will be disenrolled from the vendor on the first day of the next month 
following the RTC admission. Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the 
month following RTC admission. The RTC bed day rate and ancillary services will be reimbursed through FFS thereafter 
for this population. 


2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP. 
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3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted 
managed care enrollment for this population. If this is the case, the vendor will be responsible only for covered medically 
necessary services throughout the RTC stay. 


O. Residential Treatment Center (RTC), Nevada Check Up Recipients 
The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission 
date. Pursuant to the State of Nevada Title XXI State Plan, recipients who are covered under Nevada Check Up will remain enrolled 
with the vendor throughout their RTC admission. The vendor is responsible for reimbursement of all ancillary services [i.e., physician 
services, optometry, laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their RTC admission. The RTC 
admission and bed day rate will be covered by FFS for this population commencing on the first day of admission. 


P. Hospice 
Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled immediately. Nevada Check Up recipients 
will not be disenrolled, however payment for Nevada Check Up hospice services will be carved out and FFS should be billed. 


Q. Dental Services 
These include covered diagnostic, preventive or corrective services or procedures that include treatment of the teeth and associated 
structures of the oral cavity for disease, injury or impairment that may affect the oral or general health of the eligible Medicaid 
recipient up to age 21 years and eligible Nevada Check Up recipients up to the birth month of their 19th year; and dentures. Follow 
up for emergent and urgent dental care. 


R. Orthodontic Services 
Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1000. The MCO is 
responsible for ensuring referral and the coordination of care for orthodontic services, pursuant to this RFP. 


We understand that the DHCFP has determined the following services are either excluded as 
an MCO covered benefit and will be covered under FFS or they will have current coverage 
limitations. We further understand that the DHCFP reserves the exclusive right to include any 
of the following services as a covered benefit or modify coverage limitations at any time, and 
that they will review and may adjust the capitation payment to ensure an actuarial sound rate 
is maintained and paid to the MCO at the time of the change to cover increased/decreased 
medical costs and/or expanded populations. The current exclusions and limitations include all 
services provided at Indian Health Services Facilities and Tribal Clinics as well as eligible 
Native Americans who may access and receive covered medically necessary services at Indian 
Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT). 


Eligible Native Americans who are eligible as Nevada Title XIX or Title XXI recipients may 
choose to opt out of managed care. If an eligible Native American who is enrolled in managed 
care seeks covered services from IHS, we will request and receive medical records regarding 
those covered services/treatments provided by IHS. If covered services are recommended by 
IHS and the recipient seeks those services through us, we will either provide the service or 
document why the service is not medically necessary. We understand this documentation may 
be reviewed by the DHCFP or others. We are required to coordinate all services with IHS. If a 
Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Native American 
recipient elects to disenroll from us, the disenrollment will commence no later than the first 
day of the second administrative month after which all covered medically necessary services 
will be reimbursed by FFS. 


We are not responsible for payment of any service received by an enrolled recipient at an IHS 
facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to 
the DHCFP's Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule. 
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Non-Emergency Transportation (NET). We understand that the DHCFP contracts with a 
NET Broker who authorizes and arranges for all covered medically necessary non-emergency 
transportation. Our company and our subcontractors will coordinate with the NET Broker, if 
necessary, to ensure NET services are secured on behalf of enrolled recipients. Our company 
and our subcontractors will also verify medical appointments upon request by the DHCFP or 
the NET Broker. 


School-Based Child Health Services (SBCHS) with Limitations. Because the DHCFP has 
provider contracts with several school districts to provide certain medically necessary covered 
services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid 
and Title XXI Nevada Check Up recipients, School-Based Health Clinics are separate and 
distinct from School-Based Child Health Services. 


We acknowledge that eligible Medicaid recipients who are three years of age and older can be 
referred by their PCP, school physician, special education teacher, school nurse, school 
counselor, parent or guardian, or social worker to SBCHS for an evaluation. If the child is 
found eligible for these services, then an Individual Education Plan (IEP) is developed for the 
child. The IEP specifies services needed for the child to meet his/her educational goals. A copy 
of the IEP will be sent to the child’s PCP within our managed healthcare plan, and 
maintained in the recipient’s medical record. 


We understand that the State’s school districts provide, through school district employees or 
contract personnel, the majority of specified medically necessary covered services. Nevada 
Medicaid reimburses the school districts for these services in accordance with the school 
districts’ provider contract. We further understand that the current school district contracts 
are maintained by the State and that we will not contract directly with the school district. 


We will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation 
may be reviewed by the DHCFP or its designees. Title XIX Medicaid-eligible children are not 
limited to receiving health services through the school districts. Services may be obtained 
through us rather than the school district if requested by the parent/legal guardian. 


We will stay up-to-date on efforts to promote State standards for SBCHS and ensure our 
delivery systems support the integration of SBCHS with Medicaid managed care services. 


We understand that Intermediate Care Facility for Individuals with Intellectual Disabilities 
(ICF/IID) recipients requiring this service are not eligible for managed care. 


Adult Day Health Care. Recipients requiring this service are eligible for managed care. Adult 
Day Health Care (ADHC) services for eligible managed care recipients are covered under 
FFS pursuant to MSM Chapter 1800. We are responsible for ensuring referral and 
coordination of care for ADHC services and will ensure that recipients receiving ADHC 
services are receiving all medically necessary services covered in the managed care benefit 
package. 
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Home and Community Based Waiver Services (1915(c)). We are experienced with and can 
provide the services in this critical area. 


Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 
Assessments. Our care managers are experienced in providing the full range of assessments as 
needed. 


All PASRR and LOC are performed by the DHCFP’s fiscal agent. We understand that these 
services are covered by another entity. 


Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


We will ensure that recipients, who are referred for evaluation for SED/SMI, or who have 
been determined SED/SMI, are obtaining the medically necessary evaluations by a network 
PCP, and that the recipient is receiving covered medically necessary medical, mental health 
and mental health rehabilitation services. Our company or our identified 
subcontractors/network providers ensure that the parent/guardian of a minor recipient who is 
referred for SED assessment, or an adult who is referred for SMI assessment, is fully 
informed of the reason why the assessment is necessary, and obtain authorization from the 
minor recipient’s parent/guardian or from the enrolled adult or his/her personal 
representative to conduct the assessment and to release the determination to the DHCFP 
and/or its designee. 


Our company and our identified subcontractors/network providers are the only entities that 
have the authority to make the SED or SMI determination for our enrolled recipients. If any 
entity other than ours or our identified subcontractors/network providers makes a 
determination on behalf of a Medicaid recipient who is enrolled in managed care at the time 
such determination is made, the determination will be rejected and the entity will be directed to 
refer the enrolled recipient to us for a determination and services. SED or SMI determinations 
made by authorized entities referenced in Chapter 400 of the MSM will be considered valid for 
recipients who transition from FFS to managed care. Likewise, determinations made by our 
company or our identified subcontractors/network providers will be considered valid for 
recipients who transition from managed care to FFS. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding 
initial Medicaid eligibility will be considered valid for either FFS or managed care recipients. 


If an enrolled recipient is determined to be either SED or SMI, we will ensure that DHCFP 
requirements for data collection are met. 


Recipients who receive either an SED or SMI determination must be redetermined at least 
annually. For recipients who have the option to and have voluntarily elected to remain 
enrolled in managed care, the process for these redeterminations is the same as for the initial 
SED or SMI determination as stated above. We understand that forms to obtain consent for an 
SED/SMI evaluation, to document the determination, and to disenroll from Medicaid 
managed care are located in Section 5 of the Forms and Reporting Guide. 
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Targeted Case Management (TCM). TCM, as defined by Chapter 2500 in the MSM, is carved 
out of the managed care contracts. We understand however that case management, which 
differs from TCM is required from contracted vendors. 


Child Welfare. Recipients in Child Welfare and Foster Care are voluntarily enrolled in 
managed care if their guardian requests enrollment. There may be times when DCFS and 
County Child Welfare Providers have provided services to a FFS recipient who then moves 
into managed care. Contracting with these providers is preferred as it will help ensure 
continuity of care of these recipients. 


All Nursing Facility Stays Over 45 Days. Pursuant to the MSM, we are required to track and 
cover the first 45 calendar days of a nursing facility admission, pursuant to the Medicaid 
Services Manual (MSM). We are also required to collect any patient liability (PL) for each 
month a capitated payment is received. We will notify the DHCFP on the 46th day that the 
recipient is to be disenrolled. The recipient will be disenrolled from the MCO and the stay will 
be covered by FFS commencing on the 46th day of the facility stay. 


Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days. Pursuant to the MSM, we are 
required to cover the first 45 calendar days of a swing bed admission. We are also required to 
collect any PL for each month a capitated payment is received. We will notify the DHCFP by 
the 40th day of any swing bed stay expected to exceed 45 days. The recipient will be disenrolled 
from our MCO and the stay will be covered by FFS commencing on the 46th day of the facility 
stay. 


Residential Treatment Center (RTC), Medicaid Recipients. We are responsible for notifying 
the DHCFP of the recipient’s RTC admission within five calendar days of the admission date. 
Pursuant to the State of Nevada Title XIX State Plan, we are responsible for reimbursement of 
all RTC charges including admission, bed day rate, and ancillary services until properly 
disenrolled from managed care. Recipients who are covered under Title XIX Medicaid will be 
disenrolled from our MCO on the first day of the next month following the RTC admission. 
Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the month 
following RTC admission. The RTC bed day rate and ancillary services will be reimbursed 
through FFS thereafter for this population. 


We understand that we are responsible for ensuring a smooth transition to FFS Medicaid in 
accordance with this RFP. We further understand that the DHCFP reserves the right to 
amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed 
care enrollment for this population. If this is the case, we will be responsible only for covered 
medically necessary services throughout the RTC stay. 


Residential Treatment Center (RTC), Nevada Check Up Recipients. We are responsible for 
notifying the DHCFP of the recipient’s RTC admission within five calendar days of the 
admission date. Pursuant to the State of Nevada Title XXI State Plan, recipients who are 
covered under Nevada Check Up will remain enrolled with our MCO throughout their RTC 
admission. We are responsible for reimbursement of all ancillary services (i.e., physician 
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services, optometry, laboratory, and x-ray services, etc.) for Nevada Check Up recipients 
throughout their RTC admission. The RTC admission and bed day rate will be covered by FFS 
for this population commencing on the first day of admission. 


Hospice. Once admitted into hospice care, Medicaid Managed Care recipients will be 
disenrolled immediately. Nevada Check Up recipients will not be disenrolled, however 
payment for Nevada Check Up hospice services will be carved out and FFS should be billed. 


Dental Services. These include covered diagnostic, preventive or corrective services or 
procedures that include treatment of the teeth and associated structures of the oral cavity for 
disease, injury or impairment that may affect the oral or general health of the eligible 
Medicaid recipient up to age 21 years and eligible Nevada Check Up recipients up to the birth 
month of their 19th year; dentures; and follow up for emergent and urgent dental care. 


Orthodontic Services. Orthodontic services for eligible managed care recipients are covered 
under FFS pursuant to MSM Chapter 1000. We are responsible for ensuring referral and the 
coordination of care for orthodontic services, pursuant to this RFP. 
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3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services  
(Nevada Check Up) 


Per Amendment 7, Changes to RFP Sections, RFP Section 3.4.4.3 A is replaced with the following new language. 
A. The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age of twenty-one (21) 


years. The screening must meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 
1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.62. The vendor must conduct all 
interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500. 


B. Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or interperiodic screening 
must be provided to all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For 
Title XIX children, the vendor is responsible for reimbursement of all medically necessary services under EPSDT whether or 
not the service is in the Medicaid State Plan. The vendor is responsible for the oral examination component of the EPSDT 
physical exam and referral to a dental provider, as per the dental periodicity schedule or when medically necessary. The 
vendor is responsible for the coordination of care in order to ensure all medically necessary coverage is being provided under 
EPSDT. The services which need to be provided through the vendor include, but are not limited to, the following in accordance 
with 1905(r) of the Social Security Act and the MSM Chapter 1500: 


C. EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are 
basically one and the same and are billed using the same codes with the same reimbursement. The vendors are not required 
to pay for any treatments outside of the Title XXI state plan for Nevada Check Up recipients. 
1. Screening services which include a comprehensive health and developmental history (including assessment of both 


physical and mental health development); 
2. A comprehensive, unclothed physical exam; 
3. Age-appropriate immunizations (according to current American Committee on Immunization Practices – ACIP - schedule); 
4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by current federal 


requirements); 
5. Health education; 
6. Vision services; 
7. Dental services referrals; 
8. Hearing services; and 
9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 1905(a) of the 


Social Security Act to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the 
screening services, whether or not such services are covered under the State Medicaid Plan. 


D. The vendor is not required to provide any items or services determined to be unsafe or ineffective, or which are considered 
experimental. However, as long as there are peer reviewed studies showing the treatment to be effective in the case, this 
provides the basis for approval as non-experimental. Appropriate limits may be placed on EPSDT services based on medical 
necessity. 


E. The vendor is required to provide information and perform outreach activities to eligible enrolled children for EPSDT services. 
These efforts may be reviewed and audited by the DHCFP or its designee. Refer to the MSM, federal documents cited in this 
Section, and Information Requirements of this RFP. 


We understand and will comply with all requirements for the provision of covered services and 
benefits in accordance with Scope of Work 3.4.4.3 EPSDT Services (Medicaid) & Well 
Baby/Child Services (Nevada Check Up). We will ensure that recipients under the age of 21 
years receive the services available under the EPSDT requirements in MSM Chapter 1500 as 
well as 1902(a)(43), 1905(a)(4)(B), and 1905® of the Social Security Act, and 42 CFR 441.50 
through 441.62. All interperiodic screenings will be conducted as defined in MSM Chapter 
1500. 


In addition, medically necessary screening, diagnostic and treatment services identified in an 
EPSDT periodic or interperiodic screening will be provided to all eligible Medicaid children 
under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX 
children, we will be responsible for reimbursement of all medically necessary services under 
EPSDT whether or not the service is in the Medicaid State Plan. We will be responsible for the 
oral examination component of the EPSDT physical exam and referral to a dental provider, as 
per the dental periodicity schedule or when medically necessary. We will also be responsible 
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for the coordination of care in order to ensure all medically necessary coverage is being 
provided under EPSDT. 


EPSDT Screens 
We will provide all EPSDT screening services, ensuring recipients receive early screens to 
prevent the onset of health conditions and to diagnose and treat the condition as early as 
possible to improve the success of treatment and control costs, which include: 


• Screening services which include a comprehensive health and developmental history, 
including assessment of both physical and mental health development 


• A comprehensive, unclothed physical exam 


• Age-appropriate immunizations (according to current American Committee on 
Immunization Practices—ACIP—schedule) 


• Laboratory tests, including blood lead level assessment appropriate to age and risk as 
directed by current federal requirements 


• Health education 


• Vision services 


• Dental services referrals 


• Hearing services 


• Other necessary health care, diagnostic services, treatment, and other measures described 
in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical 
and mental illnesses and conditions discovered by the screening services, whether or not 
such services are covered under the State Medicaid Plan. 


We understand that EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well 
child screens (for Nevada Check Up recipients) are basically one and the same and are billed 
using the same codes with the same reimbursement. Further, we understand that we are not 
required to pay for any treatments outside of the Title XXI state plan for Nevada Check Up 
recipients. 


Recipients will receive comprehensive assessments of physical, mental health, vision, hearing 
and dental services to treat health problems and conditions including age-appropriate 
immunizations and laboratory tests. We will educate our providers regarding our EPSDT 
policies and procedures, and provide EPSDT tools to our providers to ensure all components 
of EPSDT visits are addressed and captured in our IT system to track health and development 
history. We will provide health education to recipients about the EPSDT benefit and its 
importance, preventive service guidelines, schedules, and where to access services to facilitate 
the completion of EPSDT visits through various written and oral methods. The importance of 
the EPSDT visit will also be communicated to pregnant recipients to set the expectations for 
well child visits early. 
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We will provide health care services and referrals, as appropriate, resulting from EPSDT 
screens. Our providers will refer children in need of further diagnostic and/or treatment 
services to correct or ameliorate defects, physical and mental illnesses, and conditions 
discovered by the EPSDT screening services. We will authorize coverage for all follow-up 
diagnostic and treatment services deemed medically necessary to prevent defects, physical and 
behavioral health issues, and conditions discovered by the screening services or to correct a 
problem discovered during an EPSDT visit. We will not provide any items or services that are 
unsafe or ineffective, or which are considered experimental; however, as long as there are 
peer reviewed studies showing the treatment to be effective in the case, this provides the basis 
for approval as non-experimental. WE understand that appropriate limits may be placed on 
EPSDT services based on medical necessity. 


Outreach Activities 
We will provide information and perform outreach activities to eligible enrolled children for 
EPSDT services that consist of sending a “birthday reminder” card in the month of their birth 
to those recipients who are not current on their EPSDT visits. This process provides a written 
reminder to the recipient and notification of screenings that need to occur. In addition to the 
birthday reminder card, we will regularly send written preventive services reminders to PCPs 
and recipients for EPSDT screenings. We will also conduct targeted outreach interventions to 
encourage recipients to receive preventive health screenings and well child visits, including 
conducting EPSDT reminder outreach calls to recipients who have not received EPSDT 
services according to the recommended schedules. We understand that these efforts may be 
reviewed and audited by the DHCFP or its designee. 
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3.4.4.4 Additional Preventive Services 
A. Tobacco Cessation Treatment 
B. Screening for tobacco use at every PCP visit; and 
C. For those who currently use tobacco products, provide at least two quit attempts per year of which each attempt includes at a 


minimum: 
1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence 


Treatment. These visits are in addition to any mental health coverage limits: 
 Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the DPBH. a.
 Individual tobacco cessation counseling / coaching. b.
 Group tobacco cessation counseling / coaching. c.


2. FDA approved cessation medications: 
 All FDA approved tobacco cessation medications, both prescription and over-the counter medications. Treatment a.


regimen should cover a minimum of 90 days. 
 Combination therapy – the use of a combination of medications, including but not limited to the following b.


combinations – should be allowed: 
• Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy (gum or nasal spray). 
• Nicotine patch and inhaler. 
• Nicotine patch and bupropion SR. 


3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment. 
4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the type, duration or 


frequency of tobacco cessation treatments included in this section. 
5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as necessary to ensure that 


recipients are given complete information about the coverage of tobacco cessation items and services. 
6. Vendor will partner with the DPBH to, at a minimum: 


 Promote the full Tobacco Cessation Benefit to recipients. a.
• Gain input from the DHCFP on promotional materials provided to recipients. Provide reports to DHCFP on 


promotional activities at least biannually. 
 Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to the Medicaid b.


MCO run quitline. 
 Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the selected c.


telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least biannually. 
 The approved MCO quitline vendor must be a member of NAQC. d.


Across all of our health plans, we take the treatment of smoking cessation for our members 
seriously. Our efforts in this area include tobacco cessation treatment and screening for 
tobacco use at every PCP visit. For those who currently use tobacco products, we also provide 
at least two quit attempts per year, which entails the following: 


• Effective counseling visits (as defined by U.S. Public Health Services Clinical Practice 
Guideline on Tobacco Dependence Treatment) in addition to any mental health coverage 
limits regarding intensive tobacco cessation counseling services through a telephone quit-
line or individual/group cessation counseling or coaching 


• FDA approved cessation medications, including FDA-approved cessation medications 
(prescription and OTC) or combination therapies, with treatment regimens covering a 
minimum of 90 days 


• Combination therapy, including, but not limited to, long-term (>14 weeks) nicotine patch 
and other nicotine replacement therapy (gum or nasal spray), Nicotine patch and inhaler, 
and Nicotine patch and bupropion SR 


• No “stepped-therapy” requirements placed on tobacco cessation treatment 
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• Prior authorization requirements not placed on tobacco cessation treatment or limitations 
on the type, duration or frequency of tobacco cessation treatments included in the RFP 


• Amending policies, evidences of coverage, formularies and/or drug brochures as necessary 
to ensure recipients are given complete information about the coverage of tobacco 
cessation items and services 


We will partner with the DPBH to promote the full Tobacco Cessation Benefit to recipients; 
triage MCO recipients who call the state-run quit line back to the Medicaid MCO run quitline; 
provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) 
data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing 
agreement, at least biannually; and ensure our approved MCO quitline vendor is a member of 
NAQC. We gain input from the DHCFP on promotional materials provided to recipients and 
provide reports to DHCFP on promotional activities at least biannually. 


3.4.5 Health Promotion and Education Programs 


3.4.5.1 Relevant Community Issues 
The vendor shall identify relevant community issues and health promotion and education needs of its recipients, and implement 
plans that are culturally appropriate to meet those identified needs and issues relevant to each of the target population groups of 
recipients served. The vendor shall use community-based needs assessments and other relevant information available from State 
and local governmental agencies and community groups. Health promotion and education activities shall be evidence-based, 
whenever possible, and made available in formats and presented in ways that meet the needs of all recipient groups. The vendors 
shall comply with all applicable State and federal statues, regulations and protocols on health wellness programs. The vendor shall 
submit a written description of all planned health promotion and education activities and targeted implementation dates to Nevada 
Division of Public and Behavioral Health, Chronic Disease Prevention and Health Promotion for approval, prior to implementation, 
including culturally and linguistically appropriate materials and materials developed to accommodate each of the enrolled target 
populations. Health promotion topics shall include, but are not limited to, the following: 
A. Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to include the following 


preventative cancer screenings: 
1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer; 
2. Mammography and Clinical Breast Exams for Breast Cancer; 
3. Low Dose CT Screening for Lung Cancer; and 
4. Pap Testing for Cervical Cancer. 


The vendor is encouraged to offer additional preventive or cost-effective services to enrolled recipients if the services do not 
increase the cost to the State. 


We will identify relevant community issues and health promotion and education needs of 
Nevada Medicaid/Check Up recipients, and implement plans that are culturally appropriate to 
meet those identified needs and issues relevant to each of the target population groups of 
recipients we serve. 


As is standard practice for all of our health plans, we use community-based needs assessments 
and other relevant information available from State and local governmental agencies and 
community groups. Health promotion and education activities are evidence-based, whenever 
possible, and made available in formats and presented in ways that meet the needs of all 
recipient groups. We comply with all applicable State and federal statues, regulations and 
protocols on health wellness programs and will submit a written description of all planned 
health promotion and education activities and targeted implementation dates to Nevada 
Division of Public and Behavioral Health, Chronic Disease Prevention and Health Promotion 
for approval, prior to implementation, including culturally and linguistically appropriate 
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materials and materials developed to accommodate each of the enrolled target populations. 
Health promotion topics typically include, but are not limited to, the following: 


• Early intervention and risk reduction strategies to avoid complications of disability and 
chronic illness to include the following preventative cancer screenings: 


– Colonoscopy, Fecal Occult Blood Test, and Fecal Immunochemical Test for Colorectal 
Cancer 


– Mammography and Clinical Breast Exams for Breast Cancer 


– Low Dose CT Screening for Lung Cancer 


– Pap Testing for Cervical Cancer 


– Pregnancy Rewards 


– Well-child and Immunization Programs 


– Asthma Disease Management 


– Smoking Cessation Program 


– Diabetes Disease Management 


We may offer additional preventitive cost-effective services to enrolled recipients that will not 
increase the cost to the State. 


3.4.6 Pharmacy Services 


3.4.6.1 Pharmacy Coverage Benefits 
Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans and the MSM Chapter 1200. 
Pharmacy services are included in the vendor benefit package. The vendor is expected to offer pharmacy benefits that mirror or 
exceed FFS. Pharmacies that process prescription drug claims for recipients must be enrolled as a Nevada Medicaid provider and 
licensed in good standing by the State Board of Pharmacy. 


We acknowledge that pharmacy coverage benefits are based on the Nevada Medicaid Title 
XIX and XXI State Plans and the MSM Chapter 1200. As the awarded vendor, we will provide 
pharmacy services through a carefully selected network of pharmacies, designed to meet the 
needs of our members and network providers. Our network pharmacies will be enrolled as a 
Nevada Medicaid provider and licensed in good standing by the State Board of Pharmacy. We 
currently manage pharmacy benefits for millions of Medicaid, Medicare, and Health 
Insurance Marketplace lives nationwide, and we are confident in our ability to execute and 
manage a pharmacy benefit for the DHCFP and the Nevada Medicaid/Check Up program.. 
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3.4.6.2 Pharmacy Formulary 
The vendor may design its own pharmacy formulary based on clinical guidelines though utilization of the FFS formulary is preferred. 
Vendors who utilize the FFS formulary will receive a higher point value in the RFP evaluation. The DHCFP shall approve the 
vendor’s formulary prior to implementation. Medications not covered in the vendor's formulary must be available through a non-
formulary request process based on prescriber certification and justification of medical necessity. Prior authorization criteria and 
quantity limits must be based on best practice or evidence based practice standards. Vendors may propose their drug benefit design 
but they may not be more restrictive than FFS and may not have co-pays. For specific therapeutic categories of drugs that have 
mandated coverage rules the vendor is expected to comply with NRS 422.4025. 


Our pharmacy formulary/ Preferred Drug List (PDL) is based on clinical guidelines. Through 
a NCQA-compliant process, we follow and enforce the Formulary/ (PDL) using utilization 
management tools such as prior authorization criteria, step therapy, quantity limits, and day 
supply limitations. As directed by DHCFP, the Formulary/PDL excludes coverage for any 
drug marketed by a company (or labeler) that is not a participant in the federal rebate 
program, and/or any drug classified by the FDA as a DESI drug. 


We perform in-house management of formulary adherence through utilization monitoring 
and management of prior authorization requests in accordance with best practices and FDA-
approved uses. Except with respect to prescriptions and pharmaceuticals ordered for in-patient 
hospital services, providers abide by our drug formularies and prescription policies, including 
those regarding the prescription of generic or lowest cost alternative brand name 
pharmaceuticals. Providers may obtain prior authorization if they believe a generic equivalent 
or formulary drug should not be dispensed; however, they acknowledge the authority of our 
contracted pharmacists to substitute generic equivalents for brand name drugs unless 
contraindicated on the prescription. 


We understand that vendors who utilize the FFS formulary will receive a higher point value in 
the RFP evaluation, and that DHCFP will approve our formulary prior to implementation. 


3.4.6.3 Preferred Specialty Pharmacy 
The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be readily accessible to all of the 
plan’s recipients. 


We understand that we are permitted to use a preferred specialty pharmacy as the awarded 
vendor. The specialty pharmacy used is readily accessible to all of our plan’s recipients, as 
medications can be shipped directly to their homes. 


3.4.6.4 Policy for Transitioning Recipient's Prescriptions 
The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another vendor, to the vendor. The vendor 
will not terminate a current prescription without consulting with the prescriber. The vendor must then document the reasons a drug is 
not medically necessary if a current prescription is terminated. 


We have policies and procedures in place for transitioning a recipient’s prescriptions from 
FFS, or another vendor to our plan. We notify the prescriber of prescriptions that require 
transition and document the reasons a drug is not medically necessary if a current 
prescription is terminated. 
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3.4.6.5 MSM Chapter 1200 
The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify that a specific brand of medication is 
medically necessary for a particular patient. The prescriber should document in the patient’s medical record the need for the brand-
name product in place of the generic form. Certification must comply with the following: certification must be in the prescriber’s own 
handwriting; certification must be written directly on the prescription blank; and a phrase indicating the need for a specific brand is 
required. (An example would be “Brand Medically necessary.”) 


We acknowledge MSM Chapter 1200 stipulates the conditions with which a prescriber must 
comply to certify that a specific brand of medication is medically necessary for a particular 
patient. The prescriber will document in the patient’s medical record the need for the brand-
name product in place of the generic form. Certification will comply with the following: 
certification must be in the prescriber’s own handwriting; certification must be written directly 
on the prescription blank; and a phrase indicating the need for a specific brand is required. 
(An example would be “Brand medically necessary.”) 


3.4.6.6 Lock-In Program 
Vendors must have a Lock-In program for recipients showing drug seeking behaviors. These recipients are locked-in to a specific 
pharmacy and/or a specific physician for controlled substances only. They can use any pharmacy for their non-controlled 
medications. Criteria should include recipients utilizing more than one pharmacy or 3 or more physicians for controlled substances, 
repeated ER visits for pain medication, cash payments for drugs or other drug seeking behaviors. Vendor must have a process 
where recipients can change lock in providers and have an override policy for instances where their locked in pharmacy is out of 
stock or the recipient is out of area and needs their controlled medication. 


As is standard for all of our health plans, we will implement a lock-in program designed for 
Nevada Medicaid recipients who demonstrate drug seeking behaviors. These recipients will be 
locked in to a specific pharmacy and/or specific physician for controlled substances only in 
order to correct the behavior. The goal of our program will be to educate recipients who may 
be misusing program benefits and to ensure program funds are used to provide optimum 
health services for recipients. Our FWA data mining process will identify recipients who have 
filled more than six controlled substances prescribed by more than three physicians for two or 
more months during the previous three-month period, repeated ER visits for pain medication, 
cash payments for drugs or other drug seeking behaviors. 


A patient profile will be developed for each recipient who meets the criteria for the review 
period. Recipient information and profiles will then be forwarded to our medical director, case 
management supervisor, pharmacy director, and compliance director for review and 
determination of candidacy for lock-in. Case management supervisors will perform outreach 
to recipients to educate them about appropriate medication utilization. 


Recipients will be assigned to the lock-in program only after several unsuccessful outreach 
counseling and education attempts have been made. Our lock-in program will allow recipients 
to change lock-in providers and offers an override policy for recipients that need their 
controlled medication when the pharmacy is out of stock or the recipient is out of the area. 
Recipients will be allowed to change providers only if they move or once per calendar year. 
Also, a team of specially trained nurses will perform reviews utilizing established state criteria 
to determine a recipient is eligible for placement in the program. They will consult with the 
manager or director of healthcare services when further guidance is needed. 
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3.4.6.7 Hepatitis C Medications 
For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity limits, etc., however plans may not use 
a standard for determining medical necessity that is more restrictive than is used in the Medicaid State Plan and MSM. 


For Hepatitis C medications, we acknowledge that we may use utilization control such as PA 
criteria and quantity limits. As required, we will not use a standard for determining medical 
necessity that is more restrictive than is used in the Medicaid State Plan and MSM. 


3.4.6.8 Pharmacy and Outpatient Administered Drug Encounters 
The vendors shall submit all pharmacy encounters and outpatient administered drug encounters to the DHCFP or its vendor and the 
DHCFP shall submit these encounters for rebates from manufacturers. The encounters shall be submitted in a mutually agreed 
upon format and in a mutually agreed upon timeframe, but no less than quarterly. The vendor agrees to modify the pharmacy claims 
processing systems to accommodate additional data elements in compliance with current National Council for Prescription Drug 
Programs (NCPDP) transactions standards and guidelines, such that pharmacy encounters can be submitted by the DHCFP for 
rebates. 
Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP or its vendor, the vendor shall, if needed, 
correct and resubmit any disputed encounters and send a response file that includes: corrected and resubmitted encounters and/or 
an explanation of why the disputed encounters could not be corrected. 


We will submit all pharmacy encounters and outpatient administered drug encounters to the 
DHCFP and our PBM for rebates from manufacturers in a mutually agreed upon format and 
in a mutually agreed upon timeframe, but no less than quarterly. Our established encounter 
data submission processes follow national industry standards and state companion guides to 
support National Council for Prescription Drug Programs (NCPDP) formats and proprietary 
formats as deemed applicable; such that pharmacy encounters can be submitted by DHCFP 
for rebates. 


Any disputed encounter file received from the DHCFP or our PBM will be corrected and 
resubmitted within 60 calendar days of receipt with a response file that includes corrected and 
resubmitted encounters and/or an explanation of why the disputed encounters could not be 
corrected. 


3.4.6.9 Medical Claims System 
The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) codes and related information 
necessary for the DHCFP to process the claim for rebates. Covered outpatient drugs dispensed to individuals eligible for medical 
assistance who are enrolled with the vendor shall be subject to the same rebate requirements as the DHCFP is subject under 
Section 1927 and the DHCFP shall collect such rebates from manufacturers. The vendor shall report to the DHCFP, on a timely and 
periodic basis specified by the U.S. Secretary of Health and Human Services (Secretary), information on the total number of units of 
each dosage from and strength and package size by NDC of each covered outpatient drug dispensed to recipients for which the 
entity is responsible for coverage (other than outpatient drugs) and other data as the Secretary determines necessary. 


As established for all of our health plans, our PBM claims system for the Nevada 
Medicaid/Check Up program will mandate that providers submit National Drug Code (NDC) 
codes and related information necessary for the DHCFP to process the claim for rebates. The 
claims processing system performs eligibility verification, claim adjudication, provider 
validation, duplicate claims edits, and concurrent drug utilization review (DUR) edits online, 
in real time. Other edits include recipient cost share calculation, incorrect price, expiration 
date and claim cost. Our claims system will maintain complete recipient’s history and instantly 
updates plan and eligibility specifications. 
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Covered outpatient drugs dispensed to recipients eligible for medical assistance will be subject 
to the same rebate requirements as the DHCFP is subject to under Section 1927 and the 
DHCFP will collect such rebates from manufacturers. 


We currently obtain and report Medicaid drug rebates through our PBM, which is responsible 
for negotiating and maintaining rebate contracts with pharmaceutical manufacturers on our 
behalf. Rebates are negotiated based on the degree of Formulary access of specific drugs in 
relation to other drugs. In some cases, additional rebates may also be awarded based on a 
drug’s market share in relation to other drugs. The PBM collects the rebates and passes on all 
or a portion of the rebate to us. Rebates are calculated and reported as specified in the 
contract(s) that the PBM has with each pharmaceutical manufacturer. The calculations 
depend on the contractual relationship with the drug manufacturer. In most cases the rebate is 
determined by taking a unit cost and multiplying it by the number of units, and multiplying 
that figure by a rebate percentage as defined within the contract to yield the final rebate. Unit 
is defined in terms of the lowest volume for the product, such as a tablet, gram, or milliliter. 


We will report to DHCFP on a timely and periodic basis specified by the U.S. Secretary of 
Health and Human Services, information on the total number of units of each dosage from 
and strength and package size by NDC of each covered outpatient drug dispensed to 
recipients, for which we are responsible for coverage and other data as the Secretary 
determines necessary. 


3.4.7 Children with Special Health Care Needs (CSHCN) and Mental 
Health Services for Adults 


3.4.7.1 Vendor Benefit Package 
The vendor benefit package must include certain services for recipients with special health care needs, including CSHCN, Early 
Intervention, and mental health services for adults. The vendor must reimburse certain types of providers with whom formal 
contracts may not be in place and coordinate these services with other services in the benefit package. 


Our benefit package includes services for recipients with special health care needs, including 
Children with Special Health Care Needs (CSHCN), Early Intervention, and mental health 
services for adults. We will reimburse certain types of providers with whom formal contracts 
may not be in place and coordinate these services with other services in our benefit package. 


For all of our health plans, we ensure that providers of care have the information necessary to 
identify CSHCN and those requiring mental health services for adults. This includes providing 
effective, timely, and coordinated care and services to these recipients. For the Nevada 
Medicaid/Check Up program, all new recipients will be oriented to the health plan within 10 
days of enrollment. All recipients identified as having special needs through the initial Health 
Risk Assessment (HRA) will receive a more comprehensive, secondary assessment by using 
designated assessment tools. The initial assessment will be completed as soon as practically 
possible, but no later than 90 days from the date of enrollment. The initial assessment may 
address the following: medical, social, environmental, mental/emotional health and chemical 
dependency factors. 
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3.4.7.2 Treatment Plan for Recipients with Special Health Care Needs 
The vendor must produce a treatment plan for recipients with special health care needs who are determined through an assessment 
by appropriately qualified health care professionals to need a course of treatment or regular care monitoring. The treatment plan 
must be: 
A. Developed by the recipient’s primary care provider with recipient participation, and in consultation with any specialists caring for 


the recipient; 
B. Approved by the vendor in a timely manner, if approval is required by the vendor; and 
C. In accordance with any applicable State quality assurance and utilization review standards. 
Must have a mechanism in place to allow these recipients direct access to a specialist through a standing referral or an approved 
number of visits, as deemed appropriate for the recipient’s condition and identified needs. 
The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting Guide of this RFP for all SED and 
SMI referrals and determinations, and must reimburse providers of these services pursuant to the referenced Nevada Medicaid 
policies and procedures. 


Using an assessment performed by qualified health care professionals, we produce a treatment 
plan for our Nevada Medicaid/Check Up recipients with special health care needs who require 
a specific course of treatment or regular care monitoring. Our care managers work with 
recipients and the recipient’s primary care provider in consultation with any specialists caring 
for the recipient to create a holistic, goal-oriented treatment plan. The plan we develop is 
approved in a timely manner and is developed in accordance with any applicable State quality 
assurance and utilization review standards. 


We use motivational interviewing to empower recipients to manage their health for improved 
health outcomes. Care managers also use a collaborative approach to involve all providers and 
agencies involved with the recipient’s care to prevent duplicative services and improve access 
to care. 


Our policies allow these recipients direct access to a specialist through a standing referral or 
an approved number of visits, as deemed appropriate for the recipient’s condition and 
identified needs. We adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting 
Guide of this RFP for all SED and SMI referrals and determinations, and reimburse providers 
of these services pursuant to the referenced Nevada Medicaid policies and procedures. 


We use a variety of established mechanisms to ensure recipients with specific or special health 
care needs receive appropriate information about the services that are available to them, 
including direct access to a specialist. When recipients are behind on their preventive health 
screening, care managers and PCPs are notified and specific information is sent or provided 
to them offering reminders and information on accessing the necessary services. We also 
distribute health education materials during preventive health screening events, health fairs 
and community outreach events. Recipients identified as having special health care needs, or 
who could also benefit, are enrolled in disease management programs, which include 
additional, disease-specific materials. 
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3.4.8 Transplantation of Organs and Tissue, and Related 
Immunosuppressant Drugs 


These services are covered, with limitations, when medically necessary. Coverage limitations for these services are defined in the 
Title XIX and Title XXI State Plans. The DHCFP covers Corneal, Kidney, Liver and Bone Marrow transplants and associated fees for 
adults. For children up to age 21, any medically necessary transplant that is not experimental will be covered. The vendor may claim 
transplant case reimbursement from the DHCFP for in-patient medical expenses above the threshold of $100,000 in a State Fiscal 
Year (July 1 – June 30). 75% of the expenses above $100,000 are reimbursed to the vendor. 


We acknowledge that transplantation of organs and tissue, and related immunosuppressant 
drugs are covered, according to limitations set forth in Title XIX and Title XXI State Plans, 
when medically necessary. We understand that DHCFP covers corneal, kidney, liver and bone 
marrow transplants and associated fees for adults. For children up to age 21, any medically 
necessary transplant that is not experimental will be covered. In addition, we may claim 
transplant case reimbursement from the DHCFP for in-patient medical expenses above the 
threshold of $100,000 in a State Fiscal Year (July 1 – June 30). We understand that 75% of 
the expenses above $100,000 are reimbursed. 


3.4.9 Out-of-Network Services 
If the vendor’s provider network is unable to provide medically necessary services covered under the plan to a particular recipient, 
the vendor must adequately and timely cover these services out of network for the recipient for as long as the vendor is unable to 
provide them. The vendor benefit package includes covered medically necessary services for which the vendor must reimburse 
certain types of providers with whom formal contracts may not be in place. The vendor must also coordinate these services with 
other services in the vendor benefit package. The services/providers are as follows: 


If our provider network is unable to provide medically necessary services covered under the 
plan to a particular recipient, we will adequately and efficiently cover these out-of-network 
services for the recipient for as long as we are unable to provide them. Our benefit package 
includes covered medically necessary services that reimburse certain types of providers with 
whom formal contracts may not be in place. We will coordinate these services with other 
services in our benefit package. We describe the services/providers in the sections below. 


3.4.9.1 Out-of-Network Providers 
A. When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the recipient needs to see a 


specialist for which the vendor has no such specialist in its network), the vendor must: 
1. Coordinate the care with out-of-network providers; 
2. Offer the opportunity to the out-of-network provider to become part of the network; and 
3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the Medicaid FFS rate.. 


When it is necessary for enrolled recipients to obtain services from out-of-network providers, 
we will obtain services from out-of-network providers. We coordinate care with the out-of-
network providers, offer the opportunity to the out-of-network provider to become part of the 
network, and negotiate a contract to determine the rate prior to services being rendered or pay 
no more than the Medicaid FFS rate. Key to ongoing network development efforts, we use 
single case agreements targeting highly-utilized out-of-network providers in rare instances in 
which we may have not have a contracted specialist, or a specialist within required 
time/distance standards, to serve a recipient’s specific health care need. We use the single case 
agreement process when a recipient and/or a provider contacts us for services, there is no 
available provider in the network, and an out-of-network qualified provider is willing to 
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provide the needed services. We then contact the provider and offer to sign a single case 
agreement to ensure the recipient continues to receive services from the specified provider. 
This ensures continuity of care and offers an opportunity for our utilization management team 
to identify in-network providers for transfer. Along with this process, our network 
development team will work with identified out-of-network providers to pursue contracting 
opportunities to bring them into our Nevada Medicaid/Check Up network, ensuring recipients 
can continue to see the established provider. 


3.4.9.2 Emergency Services 
A. The vendor must cover and pay for emergency services both in and out of state regardless of whether the provider who 


furnished the services has a contract with the vendor. The vendor must pay the out-of-network provider for emergency 
services, applying the “prudent layperson” definition of an emergency, rendered at a rate no more than the FFS rate. 


B. No prior or post-authorization can be required for emergency care provided by either network or out-of-network providers. The 
vendor may not deny payment for treatment obtained when the recipient has an emergency medical condition and seeks 
emergency services, applying the “prudent layperson” definition of an emergency; this includes the prohibition against denying 
payment in those instances in which the absence of immediate medical attention would have resulted in placing the health of 
the recipient in serious jeopardy, serious impairment to bodily function, or serious dysfunction of any bodily part or organ. The 
vendor may not deny payment for emergency services treatment when a representative of the vendor instructs the recipient to 
seek emergency services care. 


C. Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical condition as defined in this 
section on the basis of lists of diagnoses or symptoms, nor refuse to cover emergency services based on the emergency room 
provider, hospital, or fiscal agency not notifying the recipient’s PCP, Vendor, or the DHCFP of the recipient’s screening, and 
treatment within ten (10) calendar days of the presentation for emergency services. 


D. A recipient who has an emergency medical condition may not be held liable for payment of subsequent screening and 
treatment needed to diagnose the specific condition or stabilize the patient. The vendor is responsible for coverage and 
payment of services until the attending physician or the provider actually treating the recipient determines that the recipient is 
sufficiently stabilized for transfer or discharge and that determination is binding on the vendor. 


E. Non-emergent services provided in an emergency room are a covered service. Providers are expected to follow national 
coding guidelines by billing at the most appropriate level for any services provided in an emergency room setting. 


We will cover and pay for emergency services both in and out of state for our recipients 
regardless of whether the provider who furnished the services has a contract with us. We do 
not require prior or post-authorization for emergency care provided by either our network or 
out-of-network providers. In addition, we will not deny payment for treatment obtained when 
the recipient has an emergency medical condition and seeks emergency services. 


To decrease emergency services utilization, we developed a proven emergency services 
diversion strategy that focuses on reaching out to those identified recipients with high 
emergency services utilization. This strategy includes, but is not limited to: education on 
disease, symptom, and medication management for the appropriate level of care; appropriate 
use of PCP and hours of operation, Urgent Care, and/or emergency room; and/or assisting 
enrollee with establishing a medical home and/or redirecting to their PCP. 


Table 3.4-2 demonstrates our compliance with the State’s emergency services requirements. 
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Table 3.4-2. Emergency Services Requirements 
Requirement Compliance 


Cover and pay for emergency services both in and out of state regardless of whether the 
provider who furnished the services has a contract with the vendor. Pay the out-of-network 
provider for emergency services, applying the “prudent layperson” definition of an 
emergency, rendered at a rate no more than the FFS rate. 


 


No prior or post-authorization will be required for emergency care provided by either network 
or out-of-network providers. May not deny payment for treatment obtained when the recipient 
has an emergency medical condition and seeks emergency services, applying the “prudent 
layperson” definition of an emergency; including the prohibition against denying payment in 
those instances in which the absence of immediate medical attention would have resulted in 
placing the health of the recipient in serious jeopardy, serious impairment to bodily function, 
or serious dysfunction of any bodily part or organ. May not deny payment for emergency 
services treatment when a representative of the vendor instructs the recipient to seek 
emergency services care. 


 


Pursuant to 42 CFR 438.114, may not limit what constitutes an emergency medical condition 
as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover 
emergency services based on the emergency room provider, hospital, or fiscal agency not 
notifying the recipient’s PCP, vendor, or DHCFP of the recipient’s screening, and treatment 
within 10 calendar days of presentation for emergency services. 


 


A recipient who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize 
the patient. Responsible for coverage and payment of services until the attending physician 
or the provider actually treating the recipient determines that the recipient is sufficiently 
stabilized for transfer or discharge and that determination is binding on the vendor. 


 


Non-emergent services provided in an emergency room are a covered service. Providers are 
expected to follow national coding guidelines by billing at the most appropriate level for any 
services provided in an emergency room setting. 


 


 


3.4.10 Post-Stabilization Services 
Post-Stabilization services are covered services, related to an emergency medical condition 
that are provided after an enrollee is stabilized in order to maintain the stabilized condition or 
to improve or resolve the enrollee’s condition. Stabilization services are necessary after 
emergency services are rendered. The physician treating the recipient must decide when the 
condition is considered stable and safe for transfer or discharge to the next appropriate level 
of care. Our nurse advice line will be available 24/7 to guide and assist providers with 
questions. Our medical director will also be available for consultation. 
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3.4.10.1 Financial Responsibility 
The vendor is financially responsible for: 
A. Post-stabilization services obtained within or outside the network that are pre-approved by a network provider or organization 


representative; 
B. Post-stabilization services obtained within or outside the network that are not pre-approved by a network provider or other 


organization representative, but administered to maintain the recipient's stabilized condition within one (1) hour of a request to 
the vendor for pre-approval of further post-stabilization care services; and 


C. Post-stabilization care services obtained within or outside the network that are not pre-approved by a network provider or other 
organization representative, but are administered to maintain, improve, or resolve the recipient's stabilized condition if vendor 
does not respond to a request for pre-approval within one (1) hour, or the vendor cannot be contacted or the vendor and the 
treating physician cannot reach an agreement concerning the recipient's care and a network provider or other organization 
representative is not available for consultation. In this situation, the vendor must give the treating physician the opportunity to 
consult with a network physician and the treating physician may continue with care of the recipient until a network physician is 
reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-stabilization care it has not 
pre-approved ends when a network physician with privileges at the treating hospital assumes responsibility for the recipient’s 
care or a network physician assumes responsibility for the recipient's care through transfer or the vendor and the treating 
physician reach an agreement concerning the recipient's care or the recipient is discharged. 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an out-of-network provider to 
a recipient may be no greater than the amount the vendor would charge if the services had been obtained in network. 


Table 3.4-3 details our compliance and understanding of our financial responsibilities as it 
relates to post stabilization services. 


Table 3.4-3. Post Stabilization Services (Vendor Financial Responsibilities) 
Requirement Compliance 


Post-stabilization services obtained within or outside the network that are pre-approved by 
a network provider or organization representative  


Post-stabilization services obtained within or outside the network that are not pre-approved 
by a network provider or other organization representative, but administered to maintain 
the recipient's stabilized condition within one (1) hour of a request to us for pre-approval of 
further post-stabilization care services 


 


Post-stabilization care services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but are administered 
to maintain, improve, or resolve the recipient's stabilized condition if we do not respond to 
a request for pre-approval within one (1) hour, or we cannot be contacted or we and the 
treating physician cannot reach an agreement concerning the recipient's care and a 
network provider or other organization representative is not available for consultation. In 
this situation, we must give the treating physician the opportunity to consult with a network 
physician and the treating physician may continue with care of the recipient until a network 
physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met 


 


Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, our financial responsibility for post-
stabilization care we haves not pre-approved ends when a network physician with 
privileges at the treating hospital assumes responsibility for the recipient’s care or a 
network physician assumes responsibility for the recipient's care through transfer or we 
and the treating physician reach an agreement concerning the recipient's care or the 
recipient is discharged 


 


Pursuant to CFR 438.114(e), our charges for post stabilization care services provided by an 
out-of-network provider to a recipient may be no greater than the amount we would charge 
if the services had been obtained in network 


 


 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 


3.4-43 


3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers 
(RHC) 


The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC). Vendors 
may enter into contracts with FQHCs or RHCs provided that payments are at least equal to the amount paid to other providers for 
similar services. If the vendor does not have a contract with an FQHC or RHC, the vendor must pay at a rate equivalent to the FFS 
rate. This does not apply to out of network providers of emergency services. The vendor must demonstrate a good faith effort to 
negotiate a contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC providers in the vendor’s 
network. Contracting with just one provider at each FQHC or RHC does not constitute a good faith effort to include the FQHC or 
RHC in the vendor’s network. The vendor must report to the DHCFP payments and visits made to FQHCs and/or RHCs. The 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly reporting on FQHC/RHC activity. 


We pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural 
Health Clinic (RHC) and enter into contracts with FQHCs or RHCs provided that payments 
are at least equal to the amount paid to other providers for similar services. If do not have a 
contract with a specific FQHC or RHC we will pay at a rate equivalent to the FFS rate 
(excluding out of network providers of emergency services). We will demonstrate a good faith 
effort to negotiate a contract with FQHCs and RHCs and include all licensed and qualified 
FQHC and RHC providers in our network, reporting all payments and visits made to FQHCs 
and/or RHCs. We understand that DHCFP is responsible for FQHC wrap payments and we 
are responsible for quarterly reporting on all FHQC/RHC activity. 


3.4.11 Out-Of-State Providers 
When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the vendor must negotiate a contract to 
determine the rate prior to services being rendered. The vendor must inform the provider to accept vendor reimbursement as 
payment in full. The only exception is for TPL. The OOS provider must not bill, accept or retain payments from Medicaid or Nevada 
Check Up recipients. 


We negotiate a contract to determine the rate prior to service being rendered when it is 
necessary for recipients to obtain services from an out-of-state (OOS) provider prior to the 
services being rendered. We then inform the provider to accept our reimbursement as payment 
in full (except for TPL). We understand that the OOS provider must not bill, accept, or retain 
payments from Medicaid Check Up recipients. 


3.4.12 Obstetrical/GYN Services 


3.4.12.1 Screen for Maternal High Risk Factors 
The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women enrolled in the Vendor’s program for 
maternal high risk factors. These services are defined as preventive and/or curative services and may include, but are not limited to, 
patient education, nutritional services, personal care services or home health care, substance abuse services, and care coordination 
services, in addition to maternity care. Any identification of high-risk factors will require the PCP, OB provider, case manager or 
other health care professional to refer the woman who is determined to be at risk for preterm birth or poor pregnancy outcome to the 
vendor’s Case Manager. As appropriate, the vendor shall assist the recipient in contacting appropriate agencies for care 
coordination of non-covered/carved-out plan services or community health information. The vendor’s Case Manager will begin 
medical case management services for those risk factors identified. 


We screen Title XIX and Title XXI pregnant women in our program for maternal high risk 
factors. These services include, but are not limited to, patient education, nutritional services, 
personal care services or home health care, substance abuse services, and care coordination 
services, in addition to maternity care. A significant percentage of Medicaid-covered 
pregnancies are found to be at moderate to high risk for complications, which can lead to 
disease conditions for mother and baby. Due to a variety of social, economic and health-habit 
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related factors, the incidence of high-risk pregnancy and sub-optimal birth outcomes is higher 
in this population than a commercial insurance population. Delayed initiation of prenatal 
care, postpartum depression, a higher incidence of smoking, alcohol and drug use during 
pregnancy, maternal age, and a lower socio-economic status are some of the risk factors 
associated with this population. 


As required, these services are defined as preventive and/or curative services and may include, 
but are not limited to the following, in addition to maternity care: 


• Patient education 
• Nutritional services 
• Personal care services or home health care 
• Substance abuse services 
• Care coordination services 


If we identify high-risk factors, such determination requires the PCP, OB provider, case 
manager or other health care professional to refer the recipient who is determined to be at risk 
for preterm birth or poor pregnancy outcome to our care manager. As appropriate, we will 
assist the recipient in contacting the appropriate agencies for care coordination of non-
covered/carved-out plan services or community health information. Our care manager then 
begins medical case management services for those risk factors identified. 


We offer two significant programs that target high-risk pregnancies with success in improving 
women’s health and birth outcomes: 


• Pregnancy Health Management Program. Our Pregnancy Health Management Program 
is a population-based pregnancy program for all pregnant women of any age. The 
Pregnancy Health Management Program team forms a partnership with patients and 
families, teaching them to become active, responsible participants in the care and 
management of the pregnancy. This program strives to reduce costly hospitalizations 
through identification, trimester-specific assessments and interventions appropriate to the 
potential risks and needs identified. Early intervention and the provision of coordinated 
care over a continuum of settings can dramatically reduce the incidence of complications, 
pre-term hospitalizations and poor pregnancy outcomes. In addition, our team accepts 
referrals to the high risk pregnancy program from our utilization management 
department, our care management department, or directly from providers who are 
educated to make referrals. 


• 17P Program. Our utilization management team facilitates the administration of 17 Alpha-
Hydroxyprogesterone Caproate, a.k.a. “17P,” injectable medication shown to substantially 
reduce the rate of recurrent pre-term delivery. This treatment can significantly reduce the 
incidence of pre-term births. The high risk pregnancy team screens recipients and 
identifies recipients for whom use of this injectable medication is appropriate. 
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3.4.12.2 EQRO Onsite Reviews 
The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as needed to validate 
coordination and assess medical management of prenatal care and high-risk pregnancies. 


We understand that the DHCFP and/or the External Quality Review Organization (EQRO) 
will conduct on-site reviews as needed to validate coordination and assess medical 
management of prenatal care and high-risk pregnancies. 


3.4.12.3 Obstetrical Global Payment 
A. Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in payment to the obstetrician. 


Payment to the delivering obstetrician for normal routine pregnancy shall be based upon the services and number of visits 
provided by the obstetrician to the pregnant woman through the course of pregnancy. Payments are determined by Current 
Procedural Terminology (CPT) codes submitted by the provider. The vendor must provide separate payment for covered 
medically necessary services required as a result of a non-routine pregnancy. 


B. A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the recipient has been seen 
seven (7) or more times. If the obstetrician has seen the recipient less than seven (7) times, the obstetrician may be paid 
according to a negotiated rate of less than the FFS rates established for pregnancy-related CPT codes. 


C. Network Providers 
1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible pregnant recipient to a 


network provider. 
 Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible. a.


D. Non-network Providers 
The vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates established for pregnancy-related 
CPT codes. 
E. New Recipients within the Last Trimester of Pregnancy 
A pregnant woman who is enrolled with the vendor within the last trimester of pregnancy must be allowed to remain in the care of a 
non-network provider if she so chooses. The vendor must have policies and procedures for this allowance. 
F. Prior Authorization 
The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in accordance with 
community standards of practice. The DHCFP, at its discretion, may require removal of the prior authorization requirement for 
various procedures based on reported approval data and any other relevant information. The vendor is required to provide written 
notification to all affected network providers within thirty (30) days of the end of a reported quarter regarding the elimination of the 
prior authorization requirement. 
G. Certified Nurse Midwife Services 
The vendor must make certified nurse midwife services available to recipients if such services are available in the vendor's service 
area. If the vendor does not have a contract for said services, the vendor may pay the certified nurse midwife provider according to 
a negotiated rate not to exceed the FFS rates established for pregnancy-related CPT codes. 
H. Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 


1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying provider claim for the 
delivery, the vendor will receive the full Maternity Kick payment. In order for the vendor to qualify for a Maternity Kick 
payment for either a miscarriage or stillbirth, the recipient must be in the third trimester of pregnancy, which commences 
with the twenty-seventh (27th) week of gestation, when the miscarriage or stillbirth occurs. However, only one Maternity 
Kick payment will be processed per delivery episode regardless of how many babies are delivered. Maternity Kick claim 
adjudication will be initiated upon electronic receipt of birth information via the Provider Supplied Data File. The Provider 
Supplied Data File will specifically include: Provider Number, Record Type, Record Creation Date, Recipient Billing ID 
Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth Provider Number, Birth Location, 
and Gestational Weeks Pregnant. Additional birth information may be requested to complete SOBRA financial reporting. 
Vendor shall provide documentation required for verification within 21 calendar days of request by the DHCFP. Failure to 
comply may result in rejection of the SOBRA claim in question. 


2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated specifically with the 
covered delivery of a child, including prenatal and postpartum care. Ante partum care is included in the capitation rate 
paid for the mother. Costs of care for the newborn are included in the newborn capitation rate. 


3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the delivery. 
4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP will process and 


pay requests for payment within 30 days of receipt of the verifiable SOBRA request as defined in the Forms & Reporting 
Guide. 


I. Family Planning Services 
1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and supplies providers. 


Federal regulations grant the right to any recipient of childbearing age to receive family planning services from any 
qualified provider, even if the provider is not part of the vendor’s provider network. The vendor may not require family 
planning services to be prior authorized. Family planning services are provided to recipients who want to control family 
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size or prevent unwanted pregnancies. Family planning services may include education, counseling, physical 
examinations, birth control devices, supplies, and Norplant. 


2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one (21) years of age or 
older. Tubal ligations and vasectomies to permanently prevent conception are not covered for any recipient under the age 
of twenty-one (21) or any recipient who is adjudged mentally incompetent or is institutionalized. 


3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services rendered to its 
recipients at the FFS rate paid by the DHCFP. The vendor will be responsible for coordinating and documenting out-of-
plan family planning services provided to its recipients and the amounts paid for such services. 


J. Abortions 
1. The vendor may only cover abortions in the following situations: 


 If the pregnancy is the result of an act of rape or incest; or a.
 In the case where a woman suffers from a physical disorder, physical injury, or physical illness, including a life-b.


endangering physical condition caused by or arising from the pregnancy itself, which would, as certified by a 
physician, place the woman in danger of death unless an abortion is performed. 


No other abortions, regardless of funding can be provided as a benefit under the contract. 


K. Low Birth Weight Babies 
The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-weight supplemental payment for 
vendors. This amount will be determined by the State’s actuary, and will remain budget neutral to the State. Money drawn from the 0 
- 1 age group will be distributed in an actuarially sound manner to offset expenses to any vendor that receives a disproportionately 
large number of low birth weight babies. It is not expected that the money will end up evenly distributed between the vendors, nor is 
it expected that these supplemental payments will fully offset the actual medical cost of these low birth-weight babies. 
Once determined and agreed upon by the submitting vendor and the DHCFP as meeting the criteria for payment, any claims will be 
paid within 30 days of receipt by the DHCFP. The distribution will be incident based throughout the year and there will be no 
requirement for bundling of claims by the vendors. Although incident based, it is not limited by birth episode criteria but rather will be 
paid out for each child delivered; i.e. twice for twins, three times for triplets, etc. The weight to be considered low birth weight will be 
determined by the State with the mutual agreement of the State’s actuary and both vendors, and with the understanding that the 
actual weight in grams may be considered very low birth weight, or worse, by some national standards. 
The low birth weight funds determined by the State’s actuary are drawn from what would otherwise be paid in the form of capitation. 
Because the methodology applied must be neutral to the State, and there exists the possibility that, should enrollment trend exceed 
expectations, a deficit or surplus may occur. The number of low birth weight payments made during a plan year will be a function of 
caseload using a methodology determined by the DHCFP and its actuary and will adjudicate in accordance with birth date and time. 
No supplemental payments will be made for deliveries beyond the number funded. Conversely, should deliveries fall short of the 
number funded, any surplus will be paid back to the plans as in a manner determined by the State’s actuary, and mutually agreed 
upon by the vendors. 


L. Immunizations 
The vendor shall require its network providers to enroll and participate in the Vaccines for Children Program (VFC), which is 
administered by the DPBH. The Immunization Program will review and approve provider enrollment requests. The vendor shall 
require VFC enrolled providers to cooperate with the DPBH for purposes of performing orientation and monitoring activities 
regarding VFC Program requirements. 
Upon successful enrollment in the VFC Program, providers may request state supplied vaccine to be administered to recipients 
through eighteen (18) years of age in accordance with the most current Advisory Committee on Immunization Practices (ACIP) 
schedule and/or recommendation, and following VFC program requirements as defined in the VFC Provider Enrollment Agreement. 
The vendors must reimburse the VFC provider for the administration of vaccinations when immunizations were provided to their 
enrolled recipients. 


Per the RFP, length of time that a pregnant woman is enrolled with us will not be a 
determining factor in obstetrician payments. Payments to the delivering obstetrician for 
normal routine pregnancy will be based upon the services and number of visits provided by 
obstetricians to pregnant women through the course of pregnancy. Payments will be 
determined by Current Procedural Terminology (CPT) codes submitted by providers. As such, 
we will provide separate payments for covered medically necessary services required as a 
result of a non-routine pregnancy. 


Global payments will be paid to delivering obstetricians, regardless of network affiliation, 
when the recipient has been seen seven or more times. If the obstetrician has seen the 
recipient less than seven times, they will be paid according to a negotiated rate of less than the 
FFS rates established for pregnancy-related CPT codes. 
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For all cases, we apply time-tested policies and procedures for transitioning eligible pregnant 
recipients to a network provider. We will allow a pregnant recipient to use their current 
OB/GYN, if at all possible. For non-network providers, we will reimburse the provider at a 
negotiated rate of less than the FFS rates established for pregnancy-related CPT codes, as 
established and agreed upon. In addition, we will leverage existing policies and procedures for 
new recipients within the last trimester of pregnancy. These individuals will be allowed to 
remain in the care of a non-network provider if she so chooses. 


We provide further information in the following subsections. 


Prior Authorization 
Our prior authorization policies and procedures are consistent with the provision of prenatal 
care in accordance with community standards of practice. As an awarded vendor, we will work 
with DHCFP if, at its discretion, it decides to remove the prior authorization requirement for 
various procedures based on reported approval data and any other relevant information. We 
will provide written notification to all affected network providers within 30 days of the end of a 
reported quarter regarding the elimination of the prior authorization requirement. 


Certified Nurse Midwife Services 
We will make certified nurse midwife services available to recipients if such services are 
available in our service area. If we do not have a contract for these services, we will pay the 
certified nurse midwife provider according to a negotiated rate not to exceed the FFS rates 
established for pregnancy-related CPT codes. 


Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 
When a recipient gives birth to a live infant of any gestational age, and there is an 
accompanying provider claim for the delivery, we will accept the full Maternity Kick payment, 
which is used to offset most of the costs to vendors for costs associated specifically with the 
covered delivery of a child, including prenatal and postpartum care. As such, we understand 
that to qualify for these payments for either a miscarriage or stillbirth, recipients must be in 
the third trimester of pregnancy, which commences with the 27th week of gestation, when the 
miscarriage or stillbirth occurs. However, only one payment will be processed per delivery 
episode regardless of how many babies are delivered. Maternity Kick claim adjudication will 
be initiated upon electronic receipt of birth information through the Provider Supplied Data 
File. The Provider Supplied Data File will specifically include: 


• Provider Number 
• Record type 
• Record creation date 
• Recipient Billing ID Number 
• Recipient name 
• Recipient SSN 
• Delivery date 
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• Birth indicator 
• Gender 
• Birth Provider Number 
• Birth location 
• Gestational weeks pregnant 


We will request additional birth information, as needed, to complete SOBRA financial 
reporting. We will provide documentation required for verification within 21 calendar days of 
DHCFP request. We understand that failure to comply may result in rejection of the SOBRA 
claim in question. DHCFP will not pay a SOBRA payment when there is no accompanying 
provider claim for the delivery. 


We will request Maternity Kick Payment within 270 days from date of delivery, at which time 
DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable 
SOBRA request as defined in the Forms & Reporting Guide. 


Family Planning Services 
We will not restrict a recipient’s free choice of family planning services in compliance with 
federal regulations, which grant the right to any recipient of childbearing age to receive family 
planning services from any qualified provider, even if the provider is not part of our provider 
network. We will not require family planning services to be prior authorized. Family planning 
services (e.g., education, counseling, physical examinations, birth control devices, supplies, 
and Norplant) will be provided to recipients who want to control family size or prevent 
unwanted pregnancies. 


Pursuant to MSM Chapter 600, tubal ligations and vasectomies will be included for recipients 
21 years of age or older; however, tubal ligations and vasectomies to permanently prevent 
conception are not covered for any recipient under the age of 21 or any recipient who is 
adjudged mentally incompetent or is institutionalized. 


At a minimum, we will pay qualified out-of-network providers for family planning services 
rendered to our recipients at the FFS rate paid by DHCFP. As such, we will coordinate and 
document out-of-plan family planning services that we offer to our recipients and the amounts 
paid for such services. 


Abortions 
We will only cover abortions in the following situations: 


• If the pregnancy is the result of an act of rape or incest; or 


• In the case where a woman suffers from a physical disorder, physical injury, or physical 
illness, including a life-endangering physical condition caused by or arising from the 
pregnancy itself, which would, as certified by a physician, place the woman in danger of 
death unless an abortion is performed. 
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No other abortions, regardless of funding will be provided as a benefit under the contract. 


Low Birth Weight Babies 
For low birth weight babies, we understand: 


• The capitation payment for the 0 – 1 age group will be adjusted to allow funding for a low 
birth-weight supplemental payment for vendors, as determined by the State’s actuary; this 
will remain budget neutral to the State 


• Money drawn from the 0 – 1 age group will be distributed in an actuarially sound manner 
to offset expenses should we receve receives a disproportionately large number of low birth 
weight babies 


• The money will most likely not be evenly distributed between vendors, nor is it expected 
that these supplemental payments will fully offset the actual medical cost of these low 
birth-weight babies 


Once determined and agreed upon by us and DHCFP as meeting the criteria for payment, any 
claims will be paid within 30 days of receipt by DHCFP. The distribution will be incident 
based throughout the year and there will be no requirement for bundling of claims. Although 
incident based, we understand that this will not be limited by birth episode criteria but will be 
paid out for each child delivered (e.g., twice for twins, three times for triplets). The weight to 
be considered low birth weight will be determined by the State with the mutual agreement of 
the State’s actuary and vendors, and with the understanding that the actual weight in grams 
may be considered very low birth weight, or worse, by some national standards. 


The low birth weight funds determined by the State’s actuary will be drawn from what would 
otherwise be paid in the form of capitation. As the methodology applied must be neutral to the 
State, and there exists the possibility that, should enrollment trends exceed expectations, we 
understand that a deficit or surplus may occur. The number of low birth weight payments 
made during a plan year will be a function of caseload using a methodology determined by 
DHCFP and its actuary and will adjudicate in accordance with birth date and time. No 
supplemental payments will be made for deliveries beyond the number funded. Conversely, 
should deliveries fall short of the number funded, any surplus will be paid back to the plans as 
in a manner determined by the State’s actuary, and mutually agreed upon. 


Immunizations 
We will require our network providers to enroll and participate in the DPBH-administered 
Vaccines for Children Program (VFC), which reviews and approves provider enrollment 
requests. We will also require VFC-enrolled providers to cooperate with DPBH for purposes 
of performing orientation and monitoring activities regarding VFC Program requirements. 


Upon successful enrollment in the VFC Program, providers can request State-supplied 
vaccines to be administered to recipients through 18 years of age in accordance with the most 
current Advisory Committee on Immunization Practices (ACIP) schedule and/or 
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recommendation, and following VFC program requirements as defined in the VFC Provider 
Enrollment Agreement. 


We will reimburse VFC providers for the administration of vaccinations when immunizations 
have provided to our enrolled recipients. 


3.4.13 Mental Health Services 
Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to ensure that covered, medically 
necessary mental health services are provided to enrolled recipients. 


Mental health is truly an integral part of holistic healthcare. As such, we provide covered, 
medically necessary mental health services to enrolled recipients. Our patient-centered, fully 
integrated care management approach is based on best practices that have proven successful 
in managed care markets nationwide. We engage our Nevada Medicaid/Check Up recipients 
and their family/caregivers in the integration of physical health, mental health, and social 
supports to eliminate fragmentation of care and to provide a single, highly individualized plan 
of care that focuses on the abilities and preferences of each recipient. We identify recipients 
with mental health needs through a detailed screening process, including health assessments 
performed by case managers at enrollment and various times throughout the year. 


Standard assessment tools comprehensively address mental health conditions. Some recipients 
experience co-occurring mental health disorders. It is during the initial and subsequent 
contacts with the case manager that efforts are made to engage the recipient in active 
participation with the interdisciplinary care team and development of the care plan. 
Appropriate assessment tools are also available to case managers based on specific population 
needs. For example, case managers have access to tools that screen children, adolescents and 
adults based on their developmental stages and needs. The recipient’s perspective on their care 
needs and preferences is incorporated into the care planning process. 
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3.4.13.1 Mental Health Parity 
A. The vendor must not apply any treatment limitation to mental health or substance use disorder benefits in any classification 


that is more restrictive than the predominant treatment limitation of that type applied to substantially all medical/surgical 
benefits in the same classification furnished to recipients. Whether a treatment limitation is a predominant treatment limitation 
that applies to substantially all medical/surgical benefits in a classification is determined separately for each type of financial 
requirement or treatment limitation. 


B. The vendor may not impose a nonquantitative treatment limitation for mental health or substance use disorder benefits in any 
classification unless, under the policies and procedures of the vendor as written and in operation, any processes, strategies, 
evidentiary standards, or other factors used in applying the nonquantitative treatment limitation to mental health or substance 
use disorder benefits in the classification are comparable to, and are applied no more stringently than, the processes, 
strategies, evidentiary standards, or other factors used in applying the limitation for medical/ surgical benefits in the 
classification. Nonquantitative treatment limitations include: 
1. Medical management standards limiting or excluding benefits based on medical necessity or medical appropriateness, or 


based on whether the treatment is experimental or investigative; 
2. Formulary design for prescription drugs; 
3. Network tier design (such as preferred providers and participating providers); 
4. Standards for provider admission to participate in a network, including reimbursement rates; 
5. Methods for determining usual, customary, and reasonable charges; 
6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective (also known as fail-


first policies or step therapy protocols); 
7. Exclusions based on failure to complete a course of treatment; 
8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit the scope or 


duration of benefits for services provided; and 
9. Standards for providing access to out-of-network providers. 


C. The following classifications of benefits are the classifications used in applying mental health parity: inpatient services, 
outpatient services, emergency care, and prescription drugs. 


D. The vendor must complete analysis of its compliance with mental health parity and provide documentation to the DHCFP of 
this compliance by September 15, 2017. 


We will not apply any treatment limitation to mental health or substance use disorder benefits 
in any classification that is more restrictive than the predominant treatment limitation of that 
type applied to substantially all medical/surgical benefits in the same classification furnished 
to recipients. Whether a treatment limitation is a predominant treatment limitation that applies 
to substantially all medical/surgical benefits in a classification is determined separately for 
each type of financial requirement or treatment limitation. 


In addition, we understand that we may not impose a non-quantitative treatment limitation for 
mental health or substance use disorder benefits in any classification unless, under our 
policies and procedures as written and in operation, any processes, strategies, evidentiary 
standards, or other factors used in applying the non-quantitative treatment limitation to 
mental health or substance use disorder benefits in the classification are comparable to, and 
are applied no more stringently than, the processes, strategies, evidentiary standards, or other 
factors used in applying the limitation for medical/ surgical benefits in the classification. We 
understand for these purposes that non-quantitative treatment limitations include: 


• Medical management standards that limit or exclude benefits based on medical necessity 
or medical appropriateness, or are based on whether the treatment is experimental or 
investigative 


• Formulary design for prescription drugs 


• Network tier design 
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• Standards for provider admission to participate in a network, including reimbursement 
rates 


• Methods for determining usual, customary, and reasonable charges 


• Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is 
not effective 


• Exclusions based on failure to complete a course of treatment 


• Restrictions based on geographic location, facility type, provider specialty, and other 
criteria that limit the scope or duration of benefits for services provided 


• Standards for providing access to out-of-network providers 


We use the following classifications of benefits in applying mental health parity: inpatient 
services, outpatient services, emergency care, and prescription drugs. 


As required, we will complete an analysis of our compliance with mental health parity and 
provide documentation to the DHCFP of this compliance by September 15, 2017. 


3.4.13.2 Vendor Mental Health Services 
The vendor shall provide the following services: 
A. Inpatient Psychiatric Services 


1. To enable access to care, the vendor may provide services in alternative inpatient settings that are licensed by the State 
of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These alternative 
settings must be lower cost than traditional inpatient settings. 


2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) and 
Northern Nevada Adult Mental Health Services (NNAMHS). 


B. Mental Health Outpatient Clinic 
The vendor shall develop and provide information to the DHCFP on their incentives encouraging diversions from emergency rooms 
and psychiatric hospital placement into outpatient clinics, when appropriate. 


C. Mental Health Rehabilitative Treatment Services; 
D. Psychologist; 
E. Outpatient Psychiatric; 
F. Residential Treatment Center (RTC); 
G. Case Management; 
H. Habilitation Services: 
I. Methadone Treatment; and 
J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 


An important part of our health plan services, we provide all required inpatient psychiatric 
services and mental health outpatient services to Nevada Medicaid and Check Up recipients, 
as shown in Table 3.4-4. Details on specific areas follow. 


Table 3.4-4. Mental Health Services 
Mental Health Services Areas We provide 


Inpatient psychiatric services  
Mental health outpatient clinic  
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Mental Health Services Areas We provide 


Mental health rehabilitative treatment services  


Psychologist  


Outpatient psychiatric  


Residential treatment center  


Case management  


Habilitation services  


Methadone treatment  


Alcohol and substance abuse treatment, including intensive outpatient treatment  
 


Inpatient Psychiatric Services 
To facilitate access to care and ensure we provide services in a cost effective manner, we may 
provide services in alternative inpatient settings that are licensed by the State of Nevada, in 
lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). We 
will negotiate in good faith with Southern Nevada Adult Mental Health Services (SNAMHS) 
and Northern Nevada Adult Mental Health Services (NNAMHS). We understand SNAMHS 
and NNAMHS are vital safety net providers for mental health services. 


Mental Health Outpatient Clinic 
We will develop and provide information to the DHCFP on their incentives encouraging 
diversions from emergency rooms and psychiatric hospital placement into outpatient clinics, 
when appropriate. 


Emergency Services Diversion 
To decrease emergency services utilization, our emergency services diversion strategy focuses 
on reaching out to those identified recipients with high emergency services utilization. This 
strategy includes, but is not limited to education on disease, symptom and medication 
management for the appropriate level of care; appropriate use of PCP and hours of operation, 
urgent care, and/or ER; and/or assisting enrollee with establishing a medical home and/or 
redirecting to their PCP. 
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3.4.14 Coordination with Other Vendors and Other Services 


3.4.14.1 Procedures to Coordinate Services 
Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to coordinate services it may 
provide to the recipient with the services the recipient may receive from any other vendor including dental. Upon request or 
notification of need, the vendor is required to communicate with other vendors serving the recipient the results of its identification 
and assessment of any special health care needs to ensure that services are not duplicated, and to ensure continuity of care. The 
vendor’s procedures must ensure that, in the process of coordinating care, each recipient’s privacy is protected consistent with the 
confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


In accordance with 42 CFR 438.208(b)(2), (3) and (4), we coordinate services we provide with 
other vendors, such as dental services. Upon request or notification of need, we communicate 
with other vendors serving the recipient the results of our identification and assessment of any 
special health care needs to ensure that services are not duplicated and that continuity of care 
is not lost. Our procedures ensure while in the process of coordinating care, each recipient’s 
privacy is protected, consistent with the confidentiality requirements in 45 CFR Parts 160 and 
164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


3.4.14.2 Vendor Case Manager Coordination of Services 
The vendor case managers will be responsible for coordinating services with other appropriate Nevada Medicaid and non-Medicaid 
programs. This coordination includes referral of eligible recipients, to appropriate community resources and social service programs, 
including supportive housing. 


Our case managers are responsible for coordinating services with other appropriate Nevada 
Medicaid and non-Medicaid programs, including referral of eligible recipients to appropriate 
community resources and social service programs, including supportive housing. In fact, we 
employ community health workers with special training to connect recipients with services 
offered in the community including, housing, food, utility services, and non-covered services. 


3.4.14.3 Continuity of Services for Recipients with Special Needs 
In addition to routine care coordination with other vendors, the vendor is responsible for designating a specific clinician or case 
manager to ensure continuity of services for recipients with special needs. These recipients may include, but are not limited to: 
juveniles temporarily detained by a state or county agency; seriously emotionally disturbed children, adults with severe mental 
illness and individuals with substance abuse disorders; Children with Special Health Care Needs; homeless recipients; recipients 
with chronic conditions; and, women with high-risk pregnancies). Care coordination must address critical issues such as out-of-
home placement, specialized mental health services and therapies, and needs that may typically be filled by community resources 
and social service programs. 


In addition to routine care coordination with other vendors, we are responsible for designating 
a specific clinician or case manager to ensure continuity of services for recipients with special 
needs, which includes: 


• Juveniles temporarily detained by a state or county agency 
• Seriously emotionally disturbed children 
• Adults with severe mental illness 
• Individuals with substance abuse disorders 
• Children with special healthcare needs 
• Homeless recipients 
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• Recipients with chronic conditions 
• Women with high-risk pregnancies 


For each of these individuals, our care managers address critical issues such as out-of-home 
placement, specialized mental health services and therapies, and any needs that may typically 
be filled by community resources and social services. 
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3.5 Enrollment and Disenrollment Requirements and 
Limitations 


3.5.1 DHCFP and DWSS Eligibility and Enrollment Functions 
The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The vendor shall establish and 
implement enrollment procedures and maintain applicable enrolled recipient data. The vendor shall accept each recipient who is 
enrolled in or assigned to the vendor by the DHCFP and/or its enrollment sections and/or for whom a capitation payment has been 
made or will be made by the DHCFP to the vendor. The first date a Medicaid or Nevada Check Up-eligible recipient will be enrolled 
is not earlier than the applicable date in the Vendor’s specified contract. 


MCO eligibility and enrollment functions will be the responsibility of DHCFP and the DWSS. 
We will establish and implement enrollment procedures such as automated PCP assignment 
and ID card and welcome packet generation, and maintain applicable enrolled recipient data 
such as name, date of birth, type of program for which the member qualifies, whether the 
member has additional insurance, etc. Our inbound eligibility/enrollment process leverages a 
custom-developed, highly integrated technology solution that uses .NET and Microsoft 
BizTalk to provide extensibility and scalability for managing and processing inbound 
eligibility data before it is loaded into our proprietary administration system, through which 
the life cycle of member enrollment is recorded and managed. This includes enrollment lapses, 
disenrollments, changes in family composition, and changes in eligibility category that may 
determine access to certain benefits or cost-sharing requirements and movement in and out of 
a Nevada region. When applicable, we also transmit member eligibility/enrollment data 
securely to our subcontractors’ file transfer protocol (FTP) sites. We can accept HIPAA-
standard 834 enrollment data files as well as files based on proprietary formats. 


We will accept recipients who are enrolled or assigned to us by DHCFP and/or its enrollment 
sections and/or for whom a capitation payment has been made or agreed to (will be made to 
us) by DHCFP. Medicaid or Nevada Check Up-eligible recipients will be enrolled no earlier 
than the applicable date in our specified contract. 


3.5.2 Enrollment Eligibility in Application Order 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.5.2 is replaced with the following new language. 
The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, up to the limits set 
under the contract 42 CFR 438.3(d)(1).  The Vendor acknowledges that enrollment is mandatory except in the case of voluntary 
enrollment programs that meet the conditions set forth in 42 CFR 438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the 
basis of health status or need for health services, discriminate against recipients eligible to enroll. The vendor will not deny the 
enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the basis of race, color or 
national origin and will not use any policy or practice that has the effect of discrimination on the basis of race, color or national origin. 
The vendor must have written policies and procedures for enrolling all eligible populations. The vendor will accept as enrolled all 
recipients appearing on monthly enrollment reports.  The vendor may not encourage a recipient to disenroll because of health care 
needs or a change in health care status. Further, a recipient's health care utilization patterns may not serve as the basis for 
disenrollment from the vendor. 


We will accept recipients eligible for enrollment in the order of application, without 
restriction, up to the limits set under the contract 42 CFR 438.3(d)(1). We acknowledge that 
enrollment is mandatory, with the exception of voluntary enrollment programs that meet the 
conditions set forth in 42 CFR 438.50(a). Per 42 CFR 438.3(d)(3)(4) we will not discriminate 
against recipients eligible to enroll, based on health status or need for health services. We will 
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not deny the enrollment or discriminate against any Medicaid or Nevada Check Up recipients 
eligible to enroll, based on race, color, or national origin. We will not use any policy that has 
the effect of discrimination based on race, color, or national origin. Our written policies and 
procedures detail enrollment processes for all eligible populations. All recipients appearing on 
monthly enrollment reports will also be accepted as enrolled. 


We will never encourage a recipient to disenroll due to healthcare needs or a change in 
healthcare status; in fact, our company philosophy is built upon the opposite stance. We do 
not use recipient healthcare utilization as a basis for disenrollment. Rather, we work to retain 
members by actively reaching out to members with complex care needs through nurses, care 
management, and community-dedicated staff to ensure a holistic approach to serving the 
member. This high-touch approach helps us directly contact members, coordinate their care, 
and identify access issues that may not be apparent through other communication methods. 


3.5.3 Recipient Disenrollment 
If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the vendor, the recipient will not be re-
enrolled with the vendor unless the recipient wins an appeal of the disenrollment. The recipient may be enrolled with another 
vendor. 


Recipients who have been disenrolled as the result of a grievance against us will have the 
opportunity for re-enrollment if they win an appeal. Alternatively, the recipient may enroll 
with another vendor. 


3.5.4 Retroactive Enrollment 
The vendor is responsible for services rendered during a period of retroactive enrollment in situations where eligibility errors have 
caused an individual to not be properly and timely enrolled with the vendor. In such cases, the vendor shall only be obligated to pay 
for such services that would have been authorized by the vendor had the individual been enrolled at the time of such services. For 
in-state providers in these circumstances, the vendor shall pay the providers for such services only in the amounts that would have 
been paid to a contracted provider in the applicable specialty. Out-of-state providers in these circumstances will be paid according to 
a negotiated rate between the vendor and the out-of-state provider. The timeframe to make such corrections will be limited to 180 
days from the incorrect enrollment date. The DHCFP is responsible for payment of applicable capitation for the retroactive coverage. 


We will be responsible for services rendered during periods of retroactive enrollment in 
situations where errors have prevented the individual from being enrolled in a timely manner. 
In such cases, we will be obligated only to pay for such services that would have been 
authorized if the recipient had been enrolled at that time. 


For in-state providers in these circumstances, we will pay for such services only in the 
amounts that would have been paid to a contracted provider in the applicable specialty. Out-
of-state providers in these circumstances will be paid according to a rate we have negotiated 
with them. We understand that there is a 180-day limit following the incorrect enrollment date 
for making such correction, and that DHCFP is responsible for payment of applicable 
capitation for the retroactive coverage. 
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3.5.5 Notify Recipient of Status Change 
The vendor must notify a recipient that any change in status, including family size and residence, must be immediately reported by 
the recipient to their DWSS eligibility worker. The vendor must provide the DHCFP with notification of all births and deaths and 
demographic changes. 


We will notify recipients of their obligation to immediately report any status changes, 
including family size and residence, to their DWSS eligibility worker. We will also notify 
DHCFP of all births, deaths, and demographic changes through our proprietary 
administration system. 


3.5.6 New Enrollment Process 


3.5.6.1 Vendor Selection 
The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining 
an existing case will have the opportunity to select their vendor of choice at the time of application, or any time prior to the approval 
of their application. Absent a choice, the DHCFP will select a vendor for the recipients using an auto-assignment algorithm that 
distributes families between the vendors. These recipients will have ninety (90) days to change their mind and switch to another 
vendor. 


Newly approved Medicaid and Nevada Check Up recipients who have not previously been 
eligible in either program, and who are not joining an existing case, will have the opportunity 
to select a preferred vendor during the application process. We acknowledge that DHCFP will 
select a vendor for recipients who do not make a choice and this assignment will be made 
using an auto-assignment algorithm that distributes families appropriately between vendors. 
These recipients will have 90 days to change their mind and switch to a different vendor. 


3.5.6.2 Newborns 
A. The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider Supplied Data file 


located on the File Transfer Protocol (FTP) site. 
B. Medicaid-Eligible Newborns 


The vendor is responsible for Medicaid newborns as of the date of birth, provided the mother was actively enrolled or retro-
actively enrolled at the date of birth. 


C. Nevada Check Up/CHIP Newborns 
The Head of Household/Mother must notify the DWSS of the newborn within 14 days following the delivery in order to qualify to 
receive coverage from the date of birth. If the family into which the baby is born is a Nevada Check Up family currently 
receiving coverage from the vendor for a sibling of the newborn, and the newborn is qualified to receive coverage from the date 
of birth and is eligible for Nevada Check Up, the vendor shall receive a capitation payment and provide coverage for the month 
of birth. The vendor will also receive a capitation payment and provide coverage for all subsequent months that the child 
remains enrolled with the vendor. If notification is not received as required herein, the newborn will be enrolled as of the first 
day of the next administrative month from the date of notification. 


D. If the mother has other health insurance coverage that provides for 30 days of coverage for the newborn, the newborn will be 
enrolled as of the first day of the next administrative month. If the coverage extends beyond that 30 day period the child will not 
be eligible for Nevada Check Up until after the insurance expires and the child’s eligibility is determined under Nevada Check 
Up eligibility rules. 


We will report births electronically on a weekly basis to DHCFP via the Provider Supplied 
Data file located on the file transfer protocol (FTP) site. We will also maintain responsibility 
for Medicaid-eligible newborns beginning on their date of birth, provided the mother was 
actively enrolled or retroactively enrolled at the date of birth. 


We understand that the Head of Household/Mother must notify DWSS of the newborn within 
14 days following delivery in order to qualify to receive coverage from the date of birth. If this 
notification is not received as required, the newborn will be enrolled on the first day of the 
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next administrative month from the date of notification. We will receive a capitation payment 
and provide coverage for the month of birth if the baby is born into a Nevada Check Up family 
to whom we are already providing coverage for a sibling and the newborn is qualified to 
receive coverage from the date of birth and is eligible for Nevada Check Up. We will also 
receive a capitation payment and provide coverage for all subsequent months that the child 
remains enrolled. 


If the mother has other health insurance that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If 
that coverage extends beyond that 30-day period, the child will not be eligible for Nevada 
Check Up until after the insurance expires and the child’s eligibility is determined under 
Nevada Check Up eligibility rules. 


3.5.6.3 Auto-Assignment Process 
For recipients who do not select a vendor, or who are not automatically assigned to a vendor based on family or previous history, 
the DHCFP will, using an auto-assignment algorithm, assign the recipient to a vendor, based upon federally required enrollment 
criteria and the approved Medicaid State Plan. 


Recipients who do not select a vendor, or who are not automatically assigned to one based on 
family or previous history, will be assigned to one by DHCFP using an auto-assignment 
algorithm that takes into account federally required enrollment criteria and the approved 
Medicaid State Plan. 


3.5.6.4 Automatic Reenrollment 
A. The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada Check Up in the past but lost 
that eligibility, will vary depending on their length of ineligibility. Those returning recipients who were ineligible for two (2) months or 
less will be returned to their former vendor except in the event that their loss of eligibility caused them to miss the annual open 
enrollment period. Those returning recipients who were ineligible for more than two (2) months will be treated the same as those 
newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. 
B. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO enrollment for any period of 
time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program described above. 


Returning recipients who have previously been eligible for Medicaid or Nevada Check Up but 
have lost that eligibility will be assigned to various MCOs based on their length of ineligibility. 
Returning recipients who were ineligible for two months or less will be returned to their 
former vendor except in the event that their loss of eligibility caused them to miss the annual 
open enrollment period. Returning recipients who were ineligible for more than two months 
will be treated the same as those newly approved Medicaid and Nevada Check Up recipients 
who have never been eligible in either program described above. 


We will provide equitable treatment to recipients who have retained their Medicaid or Nevada 
Check Up eligibility, but have lost their MCO enrollment for a period of time; and to those 
newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program described above. 
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3.5.7 Disenrollment Requirements and Limitations 
Refer to Attachment R~ Disenrollment Form 


Recipients may request to disenroll for the following reasons: 


• The recipient moves out of our service area 


• We do not, because of moral or religious objections, cover the service the recipient seeks 


• The recipient needs related services (e.g., a cesarean section and a tubal ligation) to be 
performed at the same time; not all related services are available within the network; and 
the recipient’s primary care provider or another provider determines that receiving the 
services separately would subject the recipient to unnecessary risk 


• Other reasons explained by the recipient or responsible party and approved by the health 
plan 


• DHCFP determination 


Members may establish good cause for why they have met one of the approved disenrollment 
reasons above, and once approved by the health plan, they will be disenrolled from our plan 
effective based on the monthly administration cut-off date but not later than the first day of the 
second month following the month in which the enrollee made the request to disenroll. 
Members must continue to receive all medical care from us until the effective date of 
disenrollment. We will send the member a Notice of Decision regarding their request, as stated 
on Disenrollment Attachment R ~ Disenrollment Form. 


3.5.7.1 Eligible Indians 
Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose to be voluntarily enrolled in 
managed care. 
If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from the vendor, the disenrollment will 
commence no later than the first day of the second administrative month after which all covered medically necessary services will be 
reimbursed by FFS. 


Any individual who is eligible under this category as a Nevada Medicaid or Nevada Check Up 
recipient may choose to be voluntarily enrolled in managed care. Should a Nevada Medicaid 
or Nevada Check Up-eligible Native American recipient elect to disenroll from our plan, this 
will commence no later than the first day of the second administrative month after which all 
covered medically necessary services will be reimbursed by FFS. 


We will leverage our deep experience and best practices, developed in other key states working 
with diverse Native American populations and the healthcare professionals who care for them, 
to comfortably meet the exacting needs of Native American members and healthcare providers 
in Nevada. We will provide Native American members the option to receive covered services 
from a Tribal healthcare provider. Native American members may also choose a Tribal 
healthcare provider as their PCP if that provider participates in our network and has the 
capacity to provide the service. We will ensure that our provider network includes a sufficient 
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number of Tribal healthcare providers to give eligible members timely access to necessary 
services. 


Native American Healthcare Provider Resources 
Key resources we provide include a secure provider Web portal with links to information about 
providing care to diverse populations. For our contracted Nevada providers, the site will also 
feature information for Native American healthcare providers, offering advice and education 
about the importance of Native American belief systems related to health. We will continually 
add important culturally sensitive resources that are identified or requested. 


The site will also provide instructions on how to access available translation and 
transportation services for eligible members; and access to our provider manual, which 
provides clear instruction on how to access translation services. We ensure that culturally 
competent care is provided for all members, including native and non-native English speaking 
members as well as Native American members. We also provide cultural competency training 
and information to all contracted providers. 


Native American Staff 
We provide a Language Line for real-time interpretation services for our Native American 
members in all states in which we operate health plans. Additional translation services that 
cannot be handled in this way are also made available to our Native American members 
through a third party translation services provider. 


Provider Directory 
Our master provider database includes information on healthcare providers that help 
members select primary care and specialty providers (e.g., multiple language skills or gender). 


3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children 
With Special Health Care Needs (CSHCN) and Mental Health Services for 
Adults 


A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of disenrolling from managed care, if 
determined to be CSHCN, SED or SMI. The Nevada Medicaid expansion population, defined as childless adults ages 19-64, and 
the expanded parent and caretakers ages 19-64, who are made eligible as part of the Patient Protection and Affordable Care Act 
expansion population, cannot opt out of managed care, where available, based on a determination of serious mental illness (SMI). 
The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED to disenroll. However, during the contract period, the 
State may, at its sole discretion, remove the option for SED/SMI Medicaid recipients to be voluntarily disenrolled from managed care 
in the future. 
B. Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain enrolled with the managed care 
organization that is responsible for ongoing patient care. 


Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients will have the option 
to disenroll from managed care if they are determined to be CSHCN, SED, or SMI. The 
Nevada Medicaid expansion population, defined as childless adults ages 19-64, and the 
expanded parent and caretakers ages 19-64, who are made eligible as part of the Patient 
Protection and Affordable Care Act expansion population, will not be able to opt out of 
available managed care based on a determination of SMI. Further, we will not encourage any 
recipient to disenroll based on a determination of CSHCN, SED, or SMI. The State will have 
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sole discretion to remove the option for SED/SMI Medicaid recipients to be voluntarily 
disenrolled from future managed care. 


Pursuant to State of Nevada Title XXI, Nevada Check Up recipients will remain enrolled with 
the MCO responsible for ongoing patient care. 


3.5.7.3 Disenrollment or Change of MCO Vendor at the Request of the Recipient 
A. The DHCFP will hold an open enrollment period at least once every twelve (12) months. During open enrollment, recipients are 


free to change vendors or to remain with their current vendor. 
B. Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program who are not joining 


an existing case will be allowed to change their vendor within the first ninety (90) days of enrollment. These recipients must 
submit their request in writing to the DHCFP’s fiscal agent to request this change. 


C. Recipients who were ineligible for two (2) months or less will be returned to their former vendor except in the event that their 
loss of eligibility caused them to miss the annual open enrollment period. 


D. Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be treated the same as those 
newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either program described above. 
These recipients will be allowed a ninety (90) day right to change period during which they may switch vendors. These 
recipients must submit their request in writing to the DHCFP’s fiscal agent to request this change. 


E. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO enrollment 
for any period of time, will be treated the same as those newly approved Medicaid and Nevada Check Up recipients who have 
never been eligible in either program described above. 


F. Any recipient may request to switch vendors for good cause at any time. These recipients must contact their current vendor 
orally or in writing for permission to disenroll, and if approved, they will be allowed to choose from the remaining enrolled 
vendors. If there is only one other vendor they will be automatically assigned to that vendor. Should the vendor refuse the 
disenrollment due to a lack of good cause, the recipient can then appeal the decision first through the vendor’s appeals 
process and may be escalated to the State Fair Hearing process. Switching vendor’s to access a particular facility or provider 
will generally not be considered good cause. 
1. Good cause for disenrollment as defined in 42CFR438.56 includes: 


a. The recipient moves out of the vendor service area. 
b. The plan does not, because of moral or religious objections, cover the service the recipient seeks. 
c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be performed at the same 


time; not all related services are available within the network; and the recipient's primary care provider or another 
provider determines that receiving the services separately would subject the recipient to unnecessary risk. 


d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, 
lack of access to providers experienced in dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3) and if the State has notified the vendor it intends to 
terminate their contract. 


G. If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using the form supplied. The 
vendor must make a determination as expeditiously as the recipient’s health requires and within a timeline that may not exceed 
fourteen (14) calendar days following receipt of the request for disenrollment. The DHCFP will notify the State’s Fiscal Agent to 
effect the disenrollment at the first of the next administrative month. 


H. If the vendor denies the request for disenrollment for lack of good cause the vendor must send a Notice of Decision in writing to 
the recipient upon the date of the decision. Appeal rights must be included with the Notice of Decision. The vendor is required 
to inform the recipient of their right to first appeal through the vendor and if the appeal is denied to request a State Fair 
Hearing, how to obtain such a hearing, and representation rules must be explained to the recipient and provided by the vendor 
pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). The State ensures access to 
State Fair Hearing for any recipient dissatisfied with a determination that there is not good cause for disenrollment. 


I. The DHCFP requires that the recipient seek redress through the vendor’s grievance system before making a determination on 
the recipient's request. The grievance process, if used, must be completed in time to permit the disenrollment (if approved) to 
be effective no later than the first day of the second month following the month in which the recipient files the request. 
1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not required to make a 


determination. If the vendor cannot make a determination, the vendor may refer the request to the State. If the State 
determines there is not good cause for disenrollment, the recipient will be given access to the State Fair Hearing process. 


J. If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so that the recipient can 
be disenrolled within the timeframes specified, the disenrollment request is considered approved. 
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K. If the State Agency receives a request directly from the recipient, the recipient will be directed to begin the process by 
requesting disenrollment through their vendor. 


L. Disenrollment procedures are pursuant to 42 CFR 438.56(d). 


Recipients may request a change of MCO or even disenrollment. DHCFP will hold an open 
enrollment period at least once every 12 months and, during open enrollment, recipients will 
be free to change vendors or remain with their current vendor. 


Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program who are not joining an existing case will be allowed to change their vendor 
within the first 90 days of enrollment. These recipients must submit their request in writing to 
the DHCFP’s fiscal agent to request this change. 


Recipients who were ineligible for two months or less will be returned to their former vendor 
except in the event that their loss of eligibility caused them to miss the annual open enrollment 
period. Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two 
months will be treated the same as those newly approved Medicaid and Nevada Check Up 
recipients who have never been eligible in either program described above. These recipients 
will be allowed 90 days to switch vendors. These recipients must submit their request in 
writing to DHCFP’s fiscal agent to request this change. 


Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost 
their MCO enrollment for any period of time, will be treated the same as newly approved 
Medicaid and Nevada Check Up recipients who have never been eligible in either program 
described above. Any recipient may request to switch vendors for good cause at any time, and 
these recipients must contact their current vendor verbally or in writing for permission to 
disenroll; if approved, they will be allowed to choose from the remaining enrolled vendors. If 
there is only one other vendor, they will be automatically assigned to that vendor. If we refuse 
a disenrollment request due to lack of good cause, the recipient can appeal our decision first 
through our appeals process and then, if necessary, to the State’s Fair Hearing process. 
Switching vendors as a means of accessing a particular facility or provider will not be 
considered good cause. 


We understand and agree to the provisions of good cause for disenrollment, as defined in 
42CFR438.56. 


We will notify DHCFP using the form supplied if we determine that there is sufficient cause to 
disenroll a recipient. This determination must be made as expeditiously as the recipient’s 
health requires and within a timeline that may not exceed 14 calendar days following receipt 
of the request for disenrollment. DHCFP will notify the State’s Fiscal Agent to effect the 
disenrollment at the first of the next administrative month. 


If we deny a request for disenrollment for lack of good cause, we will send a Notice of 
Decision, which includes appeal rights, in writing to the recipient upon the date of the 
decision. We will inform the recipient of their right to first appeal through us and to request a 
State Fair Hearing if we deny their appeal. We will also inform the recipient of how to obtain 
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such a hearing and to explain representation rules and provide them in written form, pursuant 
to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). 


DHCFP will require recipients to seek redress through our grievance process prior to 
considering a recipient’s request. As such, our grievance process will take place in a timely 
fashion to allow a recipient’s disenrollment (if approved) to be effective no later than the first 
day of the second month following the month in which the request was made. 


If we approve a disenrollment as the result of a grievance claim, the State agency is not 
required to make a determination. Further, if we cannot make a determination, we will refer 
the request to the State. If the State determines there is not good cause for disenrollment, the 
recipient will be given access to the State Fair Hearing process. 


Failure by us or by the State to make a disenrollment determination so that the recipient can 
be disenrolled within specified timeframes will result in an automatic approval for the 
disenrollment. 


The State Agency will direct recipients requesting disenrollment to begin the process with us. 
We understand and agree to disenrollment procedures pursuant to 42 CFR 438.56(d). 


3.5.7.4 Disenrollment at the Request of the Vendor 
A. The vendor may request disenrollment of a recipient if the continued enrollment of the recipient seriously impairs the vendor’s 


ability to furnish services to either the particular recipient or other recipients. In addition, the vendor must confirm the recipient 
has been referred to the vendor’s Recipient Services Department and has either refused to comply with the referral or refused 
to act in good faith to attempt to resolve the problem. Prior approval by the DHCFP of a vendor’s request for the recipient’s 
disenrollment is required. The DHCFP will make a determination on such a request within ten business (10) days. If approval is 
granted, the recipient will be given notice by the vendor that disenrollment will occur effective the next administratively possible 
month. 


B. In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, the disenrollment shall be 
considered approved. 


C. A vendor may not request disenrollment of a recipient for any of the following reasons: 
1. An adverse change in the recipient’s health status; 
2. Pre-existing medical condition; 
3. The recipient’s utilization of medical services; 
4. Diminished mental capacity; 
5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued enrollment of such a 


recipient seriously impairs the vendor’s ability to furnish services to either the particular recipient or other recipients); 
6. A recipient’s attempt to exercise his/her grievance or appeal rights; or 
7. Based on the recipient’s national origin, creed, color, sex, religion, and age. 


D. Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 438.56(d)(2). 


We will request disenrollment of a recipient if their continued enrollment seriously impairs 
our ability to furnish services to the particular recipient or any other recipient. However, 
before making a disenrollment request, we will first refer the recipient to our member services 
department for resolution of the issue and that the recipient has either refused to comply with 
the referral or refused to act in good faith to attempt to resolve the problem. Prior approval 
from DHCFP will be required for a vendor-initiated disenrollment, and DHCFP will make a 
determination on such requests within 10 business days. If DHCFP approves the request, we 
will notify the recipient that the disenrollment will be effective the next administratively 
possible month. 
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The disenrollment will be considered approved should DHCFP fail to make a determination 
within the specified timeframe. 


We acknowledge that the following are not acceptable reasons for us to initiate a member 
disenrollment: 


• An adverse change in the recipient’s health status 


• Pre-existing medical condition 


• The recipient’s utilization of medical services 


• Diminished mental capacity 


• Uncooperative or disruptive behavior resulting from his/her special needs (except when 
continued enrollment of such a recipient seriously impairs the our ability to furnish 
services to either the particular recipient or other recipients) 


• A recipient’s attempt to exercise his/her grievance or appeal rights 


• Based on the recipient’s national origin, creed, color, sex, religion, and age 


Disenrollment due to the recipient relocating outside of our service area, pursuant to 42 CFR 
438.56(d)(2). 


3.5.7.5 Enrollment, Disenrollment and Other Updates 
A. The vendor must have written policies and procedures for receiving monthly updates from the DHCFP of recipients enrolled in, 


and disenrolled from, the vendor, and other updates pertaining to these recipients. The updates will include those newly 
enrolled with the vendor. The vendor must incorporate these updates into its management information system. 


B. An open enrollment period will be held annually. The open enrollment period may be changed at the State’s sole discretion. 
During the open enrollment period, a recipient may disenroll from their vendor without cause. 


C. Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each MCO enrolled recipient of 
the opportunity to terminate (or change) enrollment. Such notice shall be provided at least 60 days before each annual 
enrollment opportunity. 


We will maintain well-established written policies and procedures for receiving monthly 
updates from DHCFP with regard to recipients who are enrolled or disenrolled, along with 
other recipient-specific information. These updates will include a listing of newly enrolled 
recipients; and all updates will be incorporated into our management information system. 


We understand that there will be an open enrollment period each year. This open enrollment 
period may be changed at the State’s sole discretion and recipients may disenroll from any 
vendor without stating a reason during this period 


We acknowledge that DHCFP will provide notice to each recipient enrolled in an MCO of 
their opportunity to terminate or change their enrollment. Such notice shall be provided at 
least 60 days prior to each annual enrollment opportunity. 
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3.5.7.6 Enrollment Interface 
Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means by which the vendor’s 
Enrollment Sections can: 
A. Determine the number of recipients each enrolled PCP will accept as new patients; and 
B. Transmit recipient elections regarding PCP assignment for the forthcoming month. 


We will supply the technical means by which our enrollment sections can determine the 
number of recipients each enrolled PCP will accept as new patients, and also transmit 
recipient elections regarding PCP assignment for the forthcoming month. 


3.5.7.7 Provider Enrollment Roster Notification 
The vendor must either notify or provide the means for providers to verify recipients’ PCP selection. The vendor must establish and 
implement a mechanism to inform each PCP about any newly enrolled recipients assigned to the PCP on at least a monthly basis. 
This information must be made available to each PCP within five (5) business days of the vendor receiving the Membership File. 
The Enrollment Sections will pass the Membership File through the system for verification of eligibility prior to distribution to the 
vendor, who will in turn be responsible for keeping individual participating providers informed. The vendor may elect to update its 
Membership File more frequently to keep PCPs informed of the enrollment activity. 


We will either notify or provide a means for providers to verify recipients’ PCP selection. We 
will establish and implement a mechanism to inform each PCP about any newly enrolled 
recipients assigned to the PCP on at least a monthly basis. This mechanism will include our 
secure provider Web portal that currently offers providers a variety of tools to simplify their 
transactions such as checking member eligibility or following up the status of a claim. 


This information will be made available to each PCP within five business days of the date we 
receive the Membership File. 


Enrollment Sections will pass the Membership File through the system for verification of 
eligibility prior to distribution to us. We will be responsible for keeping the individual 
participating providers informed. We may elect to update our membership file more frequently 
to keep PCPs informed of the enrollment activity. 


3.5.7.8 Change in a Recipient's Status 
Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including changes in family size and 
residence, the vendor must electronically report the change(s) to the DHCFP via the provider supplied data file. 


Whenever there is a change in a recipient’s status, we will report that information 
electronically by secure file transfer protocol or other preferred HIPAA compliant State 
method to DHCFP via the provider-supplied data file. This change will be reported within 
seven calendar days of the date we learn of the recipient’s status change (e.g., changes in 
family size and residence). 
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3.5.7.9 Transitioning/Transferring of Recipients 
Per Amendment 2, RFP Changes 2, RFP section changes RFP Section 3.5.7.9 A.2.e. 
A. Transitioning Recipients into Vendors 
The vendor will be responsible for recipients as soon as they are enrolled and the vendor is aware of the recipient in treatment. The 
vendor must have policies and procedures including, without limitation, the following to ensure a recipient's smooth transition from 
FFS to the vendor: 
1. Recipients with medical conditions such as: 


a. Pregnancy (especially if high risk); 
b. Major organ or tissue transplantation services in process; 
c. Chronic illness; 
d. Terminal illness; 
e. Intractable pain; and/or 
f. Behavioral or Mental Health Conditions. 


2. Recipients who, at the time of enrollment, are receiving: 
a. Chemotherapy and/or radiation therapy; 
b. Significant outpatient treatment or dialysis; 
c. Prescription medications or durable medical equipment (DME); 
d. Behavioral or Mental Health Services; 
e. Long Term Services and Supports including Home; and 
f. Home Health or Personal Care services. 
g. Other services not included in the State Plan but covered by Medicaid under EPSDT for children. 


3. Recipients who, at enrollment: 
a. Are scheduled for inpatient surgery(s); 
b. Are currently in the hospital; 
c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to honor these prior 


authorizations; and/or 
d. Have post-surgical follow-up visits scheduled after their enrollment. 


We make every effort to streamline any transitions or transfers of recipients, either to or from 
another vendor. We take responsibility for recipients as soon as their enrollment is complete, 
and we become aware of them getting treatment. We have experience in states with similar 
populations and have developed comprehensive policies and procedures for those markets. We 
plan to leverage that experience and those policies and procedures including, without 
limitation, the following to ensure a recipient's smooth transition from FFS to us: 


1. Recipients with medical conditions such as: 


a. Pregnancy (especially if high risk) 
b. Major organ or tissue transplantation services in process 
c. Chronic illness 
d. Terminal illness 
e. Intractable pain 
f. Behavioral or Mental Health Conditions 


2. Recipients who, at the time of enrollment, receive: 


a. Chemotherapy and/or radiation therapy 
b. Significant outpatient treatment or dialysis 
c. Prescription medications or durable medical equipment (DME) 
d. Behavioral or Mental Health Services 
e. Long Term Services and Supports 
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f. Health or Personal Care services 
g. Other services not included in the State Plan but covered by Medicaid under EPSDT 


for children 


3. Recipients who, at enrollment: 


a. Are scheduled for inpatient surgery(s) 
b. Are currently in the hospital 
c. Have prior authorization approval for procedures and/or therapies for dates after 


their enrollment, to honor these prior authorizations 
d. Have post-surgical follow-up visits scheduled after their enrollment 


3.5.7.10 Transferring Recipients Between Vendors 
It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of reasons. When notified that a 
recipient has been transferred to another plan or to FFS, the vendor must have written policies and procedures for 
transferring/receiving relevant patient information, medical records and other pertinent materials to the other plan or current FFS 
provider. This includes any Care Management Organizations (CMOs) providing services to the FFS population. 
Prior to transferring a recipient, the vendor (via their subcontractors when requested by the vendor) within five (5) calendar days or 
as medical needs dictate must send the receiving plan or provider information regarding the recipient’s condition. This information 
shall include the name of the assigned PCP, as well as the following information, without limitation, as to whether the recipient is: 
A. Hospitalized; 
B. Pregnant; 
C. Receiving Dialysis; 
D. Chronically ill (e.g., diabetic, hemophilic, etc.); 
E. Receiving significant outpatient treatment and/or medications, and/or pending prior authorization request for evaluation or 


treatment; 
F. On an apnea monitor; 
G. Receiving behavioral or mental health services; 
H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family Service Plan (IFSP), which 


provides a case manager who assists in developing a plan to transition the child to the next service delivery system. For most 
children, this would be the school district and services are provided for the child through an Individual Education Program 
(IEP); 


I. Involved in, or pending authorization for, major organ or tissue transplantation; 
J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 
K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition; 
L. Referred to a Specialist(s); 
M. Receiving substance abuse treatment ; 
N. Receiving prescription medications; 
O. Receiving durable medical equipment or currently using rental equipment; 
P. Currently experiencing health problems; 
Q. Receiving case management (referral must include the case manager’s name and phone number); and 
R. Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services and/or Home Health. 


When a recipient changes vendors or reverts to FFS while hospitalized, the transferring vendor shall notify the receiving vendor, the 
receiving provider, or the DHCFP Quality Improvement Organization (QIO) like vendor as appropriate. 


It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety 
of reasons. Our vast experience in multiple state plans across the country has provided ample 
opportunity for us to develop effective and efficient written policies and procedures 
surrounding the transfer of a recipient from another vendor, to another vendor, or to FFS. 
For example, we have written policies and procedures related to transferring/receiving 
relevant patient information, medical records, and other pertinent materials to the other plan 
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or current FFS provider. This includes Care Management Organizations (CMOs) providing 
services to the FFS population. 


Prior to transferring a recipient, we will send the receiving plan or provider information 
regarding the recipient’s condition. This must take place within five calendar days or as 
medical needs dictate. This information will include the name of the assigned PCP, as well as 
the following information, without limitation, as to whether the recipient is: 


A. Hospitalized 


B. Pregnant 


C. Receiving dialysis 


D. Chronically ill (e.g., diabetic, hemophiliac, etc.) 


E. Receiving significant outpatient treatment and/or medications and/or pending prior 
authorization request for evaluation or treatment 


F. On an apnea monitor 


G. Receiving behavioral or mental health services 


H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an 
Individualized Family Service Plan (IFSP), which provides a case manager who assists 
in developing a plan to transition the child to the next service delivery system. We 
acknowledge that for most children this would be the school district and services are 
provided for the child through an Individual Education Program (IEP) 


I. Involved in or pending authorization for major organ or tissue transplantation 


J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition 


K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition 


L. Referred to a specialist(s) 


M. Receiving substance abuse treatment 


N. Receiving prescription medications 


O. Receiving durable medical equipment or currently using rental equipment 


P. Currently experiencing health problems 


Q. Receiving case management (referral must include the case manager’s name and phone 
number) 


R. Receiving Long Term Services and Supports, such as but not limited to, Personal Care 
Services and/or Home Health 
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When a recipient changes vendors or reverts to FFS while hospitalized, we will notify the 
receiving vendor, the receiving provider, or the DHCFP Quality Improvement Organization 
(QIO) like vendor as appropriate. 


3.5.8 Transitioning Recipients between Vendor and the State 
Designated Health Insurance Exchange (HIX) or other insurance 
product. 


A person may change eligibility status during a care episode. That person may then be eligible for Exchange coverage or other non-
exchange coverage to include individual and employer based coverage or Medicare. The vendor should have a procedure in place 
to notify any insurance carrier or plan of relevant patient information. 
This must be done in compliance with the Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws. 


Individuals may change eligibility status during a care episode and will then be eligible for 
Exchange coverage or other non-exchange coverage to include individual and employer based 
coverage or Medicare. 


We have substantial experience with transitions during a care episode, and have a written 
policy and procedure in place to notify the other insurance carrier or plan of the relevant 
patient information. This process complies with HIPAA and other privacy laws. 
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3.6 Recipient Services 
3.6.1 Information Requirements 
The vendor must have written information about its services and access to services including Recipient Services phone number 
available to recipients and potential recipients. This written information must also be available in the prevalent non-English 
languages, as determined by the State, in its particular geographic service area. The vendor must make free, oral interpretation 
services available to each recipient and potential recipient. This applies to all non-English languages, not just those that the State 
identifies as prevalent. 
The vendor is required to notify all recipients and potential recipients that oral interpretation is available for any language and written 
information is available in prevalent languages. The vendor must notify all recipients and potential recipients how to access this 
information. 
The vendor’s written material must use an easily understandable format and language. The vendor must also develop appropriate 
alternative methods for communicating with visually and hearing-impaired recipients, and accommodating physically disabled 
recipients in accordance with the requirements of the Americans with Disabilities Act of 1990. All recipients and potential recipients 
must be informed that this information is available in alternative formats and how to access those formats. The vendor will be 
responsible for effectively informing Title XIX Medicaid recipients who are eligible for EPSDT services, regardless of any thresholds. 


We will provide written information about our services as well as access to services, including 
a recipient services phone number, to members and potential recipients. We will make this 
written information available in the prevalent non-English languages, as determined by the 
State, in particular geographic service areas. We will also make free oral interpretation 
services available to each member and potential recipient. This applies to all non-English 
languages, not just those that the State identifies as prevalent. 


We will notify all members and potential recipients that oral interpretation is available for any 
language and written information is available in prevalent languages. We will notify all 
recipients and potential recipients how to access this information. 


Our written materials will be provided in an easily understandable format and language. We 
will also develop appropriate alternative methods for communicating with visually and 
hearing-impaired recipients, and accommodating physically disabled recipients in accordance 
with the requirements of the Americans with Disabilities Act of 1990. All recipients and 
potential recipients will be informed that this information is available in alternative formats 
and how to access those formats. We will be responsible for effectively informing Title XIX 
Medicaid recipients who are eligible for EPSDT services, regardless of any thresholds. 
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3.6.1.1 Member Handbook 
The vendor must provide all recipients with a Member Handbook. The vendor can meet this requirement by sending the Member 
Handbook to the head of the household. The handbook must be written at no higher than an eighth (8th) grade reading level and 
must conspicuously state the following in bold print. 
“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR INTERPRETED AS 
EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.” 
A. The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed. The DHCFP will review 


the handbook and has the sole authority to approve or disapprove the handbook, in consultation with the Medical Care 
Advisory Committee (MCAC). The vendor must agree to make modifications in handbook language if requested by the 
DHCFP, in order to comply with the requirements as described above or as required by CMS or State law. In addition the 
vendor must maintain documentation that the handbook is updated at least once per year. Prior to the contract start date, the 
initial handbook must be submitted to the DHCFP for its MCAC review. Thereafter, annual updates must be submitted to the 
DHCFP for approval before publication and/or distribution. 


B. The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of the recipient’s 
enrollment and must notify all recipients of their right to request and obtain this information at least once per year or upon 
request. The vendor will also publish the Member Handbook on the vendor’s Internet website upon contract implementation 
and will update the website, as needed, to keep the Member Handbook current. At a minimum, the information enumerated 
below must be included in the handbook: 
1. Explanation of their right to obtain available and accessible health care services covered under this contract; how to 


obtain health care services, including out-of-plan services; how to access them; the address and telephone number of the 
vendor’s office or facility; and the days the office or facility is open and services are available. 


2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive confirmation of 
their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation of the recipient's PCP selection 
may be via an ID card and not printed directly in the member handbook. 


3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s service area, including 
their board certification status, addresses, telephone numbers, availability of evening or weekend hours, all languages 
spoken, with information on specialists and hospitals. The list may be supplied as a separate document from the member 
handbook. The provider list located on the vendor’s website shall be updated by the vendor monthly. 


4. Any restrictions on the recipient’s freedom of choice among network providers. 
5. Procedures for changing a PCP. 
6. Recipient rights and protections as specified in 42 CFR 438.100. 
7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure that recipients 


understand the benefits to which they are entitled. 
8. Procedures for obtaining benefits, including authorization requirements. 
9. The extent to which, and how, recipients may obtain benefits, including family planning services, from out-of-network 


providers. 
10. Procedures for disenrollment without cause during the 90 day period beginning on the date the recipient receives notice of 


enrollment and the annual open enrollment period. The handbook must also have procedures for disenrolling with cause. 
11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up eligibility will be auto-


assigned as follows: by family affiliation (if other family members are enrolled); by history (assigned to the last vendor in 
which the recipient was enrolled); or randomly. 


12. The extent to which, and how, after-hours and emergency coverage are provided including: what constitutes an 
emergency medical condition; emergency and post stabilization services with reference to the definitions in 42 CFR 
438.114; the fact that prior authorization is not required for emergency services; the process and procedures for obtaining 
emergency services, including the 911-telephone system or its local equivalent; the locations of any emergency settings 
and other locations at which providers and hospitals furnish emergency and post stabilization services under the contract; 
and emergency transportation; the fact that, subject to regulatory limitations, the recipient has a right to use any hospital 
or other setting for emergency care and clarification of the appropriate use of emergency services; 


13. Explanation of procedures for urgent medical situations and how to utilize services, including the recipient services 
telephone number; clear definitions of urgent care; and how to use non-emergency transportation. 


14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, including explanation of 
authorization procedures. 


15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans but are not covered 
under the contract, including any cost sharing, and how transportation is provided. For a counseling or referral service that 
the vendor does not cover because of moral or religious objections, the vendor need not provide the information on how 
or where to obtain the service. The vendor must notify the State regarding services that meet this criteria and in those 
instances, the State must provide the information on where and how to obtain the service. 


16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of the vendor service 
area. 


17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the Grievances, Appeals, 
and Fair Hearings section of this RFP. 


18. Information on procedures for recommending changes in policies and services. 
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19. The vendor must provide adult recipients with written information on advance directives’ policies and include a description 
of applicable State law. This information must reflect changes in State law as soon as possible but no later than 90 days 
after the change. The vendor must ask each health care practice to ensure that a signed “Acknowledgment of Patient 
Information on Advance Directives” form is included in the recipient's medical record. 
(A sample form is available online at http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


20. To the extent available, quality and performance indicators, including recipient satisfaction. 
21. The vendor is also required to provide to the recipient upon request, information on the structure and operation of the 


vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h). 
22. The member handbook must include a distinct section for eligible recipients which explains the EPSDT program and 


includes a list of all the services available to children; a statement that services are provided to the recipient at no costs 
and a telephone number which the recipient can call to receive assistance in scheduling an appointment. 


23. Information regarding prescription coverage. 
24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care at the time of 


enrollment, and their right to continue that treatment under the vendor on a transitional basis. 
25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and the importance of 


doing so. 
26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including hotlines, e-mail 


addresses and the address and telephone number of the vendor’s fraud and abuse unit. 


C. The vendor must give each recipient written notice of any significant change, as defined by the State, in any of the 
enumerations noted above. The vendor shall issue updates to the Member Handbook, 30-days before the intended effective 
date, as described in 42 CFR 438.10(f)(4), when there are material changes that will affect access to services and information 
about the Managed Care Program. The vendor will provide notification when a change directly affects the ongoing care of the 
recipients. The vendor shall also provide such notices in its semi-annual recipient newsletters and shall maintain 
documentation verifying handbook updates 


D. The vendor must give written notice of termination of a contracted provider, within fifteen (15) business days after receipt or 
issuance of the termination notice. This notice shall be provided to each recipient who received his/her primary care from, or 
was seen on a regular basis by, the terminated provider. 


In compliance with DHCFP requirements set forth in the RFP, we will provide all recipients 
with a Member Handbook, sending a copy of the handbook to the head of the household. The 
handbook will be written at no higher than an 8th grade reading level and will conspicuously 
state, in bold print, the following: “THIS HANDBOOK IS NOT A CERTIFICATE OF 
INSURANCE AND SHALL NOT BE CONSTRUED OR INTERPRETED AS EVIDENCE 
OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.” 


We will submit the Member Handbook to DHCFP before it is published and/or distributed. 
DHCFP will review the handbook and has the sole authority to approve or disapprove the 
handbook, in consultation with the Medical Care Advisory Committee (MCAC). We agree to 
make modifications in the handbook language if requested by DHCFP, in order to comply 
with the requirements as described within the RFP or as required by CMS or State law. In 
addition, we will maintain documentation that the handbook is updated at least once per year. 
Prior to the contract start date, the initial handbook will be submitted to DHCFP for its MCAC 
review. Thereafter, annual updates will be submitted for approval before publication and/or 
distribution. 


We will mail the handbook to all of our recipients within five business days of receiving notice 
of the recipient’s enrollment and will notify all recipients of their right to request and obtain 
this information at least once per year or upon request. We will also publish the handbook on 
our website upon contract implementation and will update the website, as needed, to keep it 
current. 
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At a minimum, the following information will be included in the handbook: 


• Explanation of recipients’ rights to obtain available and accessible healthcare services 
covered under this contract; how to obtain healthcare services, including out-of-plan 
services; how to access them; the address and telephone number of our office or facility; 
and the days the office or facility is open and services are available 


• The role of the primary care provider (PCP) and a description of how the enrolled 
recipient will receive confirmation of their selection of a PCP, if a PCP was designated at 
the time of enrollment. Confirmation of the recipient's PCP selection may be through an 
ID card and not printed directly in the Member Handbook 


• A list of current network PCPs that are and are not accepting new patients in the 
recipient’s service area, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with information 
on specialists and hospitals. The list may be supplied as a separate document from the 
Member Handbook. The provider list located on our website will be updated monthly 


• Any restrictions on the recipient’s freedom of choice among network providers 


• Procedures for changing a PCP 


• Recipient rights and protections as specified in 42 CFR 438.100 


• The amount, duration, and scope of benefits available under the contract in sufficient 
detail to ensure that recipients understand the benefits to which they are entitled 


• Procedures for obtaining benefits, including authorization requirements 


• The extent to which, and how, recipients may obtain benefits, including family planning 
services, from out-of-network providers 


• Procedures for disenrollment without cause during the 90-day period beginning on the 
date the recipient receives notice of enrollment and the annual open enrollment period. 
The handbook must also have procedures for disenrolling with cause 


• A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada 
Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family 
members are enrolled); by history (assigned to the last vendor in which the recipient was 
enrolled); or randomly 
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• The extent to which, and how, after-hours and emergency coverage are provided 
including: what constitutes an emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 CFR 438.114; the fact that 
prior authorization is not required for emergency services; the process and procedures for 
obtaining emergency services, including the 911-telephone system or its local equivalent; 
the locations of any emergency settings and other locations at which providers and 
hospitals furnish emergency and post stabilization services under the contract; and 
emergency transportation; the fact that, subject to regulatory limitations, the recipient has 
a right to use any hospital or other setting for emergency care and clarification of the 
appropriate use of emergency services 


• Explanation of procedures for urgent medical situations and how to use services, 
including the Recipient Services telephone number; clear definitions of urgent care; and 
how to use non-emergency transportation 


• Policy on referrals for specialty care and for other benefits not furnished by the recipient’s 
PCP, including explanation of authorization procedures 


• How and where to access any benefits that are available under the Title XIX and Title XXI 
State Plans but are not covered under the contract, including any cost sharing, and how 
transportation is provided. For a counseling or referral service that we do not cover 
because of moral or religious objections, we will not provide the information on how or 
where to obtain the service. We will notify the State regarding services that meet this 
criteria and in those instances, the State will provide the information on where and how to 
obtain the service 


• Procedures for accessing emergency and non-emergency services when the recipient is in 
and out of our service area 


• Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) 
and the Grievances, Appeals, and Fair Hearings section of the RFP 


• Information on procedures for recommending changes in policies and services 


• We will provide adult recipients with written information on advance directives’ policies 
and include a description of applicable State law. This information will reflect changes in 
State law as soon as possible but no later than 90 days after the change. We will ask each 
healthcare practice to ensure that a signed “Acknowledgment of Patient Information on 
Advance Directives” form is included in the recipient's medical record 


• To the extent available, quality, and performance indicators, including recipient 
satisfaction 


• We will provide to the recipient upon request, information on our structure and operation 
and information about physician incentive plans as set forth in 42 CFR 438.6(h) 
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• The Member Handbook must include a distinct section for eligible recipients which 
explains the EPSDT program and includes a list of all the services available to children; a 
statement that services are provided to the recipient at no costs and a telephone number 
which the recipient can call to receive assistance in scheduling an appointment 


• Information regarding prescription coverage 


• Notification of the recipient’s responsibility to report any on-going care corresponding to a 
plan of care at the time of enrollment, and their right to continue that treatment under us 
on a transitional basis 


• Notification of the recipient’s responsibility to report any third-party payment service to us 
and the importance of doing so 


• Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses, and the address and telephone number of our fraud 
and abuse unit 


We will provide each recipient written notice of any significant change, as defined by the 
State, in any of the enumerations noted above. We will issue updates to the Member Handbook 
30 days before the intended effective date, as described in 42 CFR 438.10(f)(4), when there are 
material changes that will affect access to services and information about the Managed Care 
Program. We will provide notification when a change directly affects the ongoing care of the 
recipients. We will also provide such notices in our semi-annual recipient newsletters and will 
maintain documentation verifying handbook updates. 


We will provide written notice of termination of a contracted provider, within 15 business days 
after receipt or issuance of the termination notice. This notice will be provided to each 
recipient who received his/her primary care from, or was seen on a regular basis by, the 
terminated provider. 
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3.6.1.2 Advance Directives Requirements 
Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, including advance directives, 
vendors must have written policies and procedures with respect to all emancipated adult recipients receiving medical care through 
the vendor. Specifically, this act requires the vendor: 
A. To provide written information to each recipient at the time of enrollment concerning: 


1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right to accept or refuse 
medical treatment and the right to formulate advance directives; 


2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a requirement that the 
network provider present a statement of any limitations in the event the provider cannot implement an advance directive 
on the basis of conscience. At a minimum, the provider’s statement of limitation, if any, must: 
a. Clarify any differences between institution-wide conscience objections and those that may be raised by individual 


network providers; 
b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and 
c. Describe the range of medical conditions or procedures affected by the conscience objection. 


B. Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical record whether the recipient 
has executed an advance directive; 


C. Not to condition the provision of care or otherwise discriminate against an individual based on whether or not the individual has 
executed an advance directive; 


D. To ensure compliance with requirements of State laws regarding advance directives, including informing recipients that any 
complaints concerning the advance directives requirements may be filed with the appropriate State agency which regulates 
vendors; and 


E. To educate vendor staff and providers on issues concerning advance directives, at least annually. 


Sample advance directives policies, procedures and forms, as well as patient information concerning Nevada law, are available on 
the DHCFP’s website: http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination 
Act, including advance directives, we will have written policies and procedures with respect to 
all emancipated adult recipients receiving medical care through us. Specifically, this act 
requires us to: 


• Provide written information to each recipient at the time of enrollment concerning: 


– The recipient’s rights, under State law, to make decisions concerning medical care, 
including the right to accept or refuse medical treatment and the right to formulate 
advance directives 


– Our policies with regard to a recipient’s right to execute an advance directive, 
including a requirement that the network provider present a statement of any 
limitations in the event the provider cannot implement an advance directive on the 
basis of conscience. At a minimum, the provider’s statement of limitation, if any, must: 


 Clarify any differences between institution-wide conscience objections and those 
that may be raised by individual network providers 


 Identify the State legal authority pursuant to NRS 449.628 permitting such 
objections 


 Describe the range of medical conditions or procedures affected by the conscience 
objection 


• Educate the recipient to inform his/her provider to document in the recipient’s medical 
record whether the recipient has executed an advance directive 
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• Not condition the provision of care or otherwise discriminate against an individual based 
on whether or not the individual has executed an advance directive 


• Ensure compliance with requirements of State laws regarding advance directives, 
including informing recipients that any complaints concerning the advance directives 
requirements may be filed with the appropriate State agency which regulates vendors 


• Educate our staff and providers on issues concerning advance directives, at least annually 


We have established policies on advance directives across our health plans nationwide, and 
our Member (Recipient) Services staff is experienced in assisting our enrolled members with 
their advanced directive rights and questions. 


3.6.2 Recipient Services Department/Concierge Services 
The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) that personally assists 
recipients to find a service provider. This department must be adequately staffed with qualified individuals who shall also assist 
recipient, recipients’ family members, or other interested parties (consistent with laws on confidentiality and privacy) in obtaining 
information and services under the vendor’s plan. 


We will maintain a Recipient Services Department (that also includes a Concierge Service) 
that personally assists recipients to find a service provider. This department will be adequately 
staffed with qualified individuals who will also assist recipients, recipients’ family members, or 
other interested parties (consistent with laws on confidentiality and privacy) in obtaining 
information and services under our plan. 


We have used this model in our other plans nationwide to ensure our enrolled members have 
timely access to assistance with inquiries, grievances or appeals, and service providers, as 
needed. This team is able to help identify cultural, geographic, language, or other needs or 
barriers an enrolled member may have, and confirm the right connection is made. 


3.6.2.1 Recipient Services Department 
The Recipient Services Department is to be operated at a minimum, traditional business hours of Monday through Friday, 8:00 a.m. 
through 5:00 p.m., and not less than what is provided to the vendor’s commercial clients, if applicable. 


The Recipient Services Department will be operational, at minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is 
provided to commercial clients, if applicable. 


3.6.2.2 Toll-Free Hotline Number 
Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business hours of Monday through Friday, 
8:00 a.m. through 5:00 p.m. for recipient access. 


We will ensure that a toll-free hotline telephone number is operated, at a minimum, traditional 
business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. for recipient access. 
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3.6.2.3 Recipient Services Department 
At a minimum, Recipient Services Department staff must be responsible for the following: 
A. Explaining the operation of the vendor; 
B. Explaining covered benefits; 
C. Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner; 
D. Responding to recipient inquiries; and 
E. Providing Concierge Services. 
F. If the recipient requires assistance with accessing care, including finding a provider, the Recipient Services Department will 


transfer the recipient to the in-person Concierge Services. The in-person Concierge Service staff will assist the recipient to find 
a provider, this assistance is over and above providing a list of network providers or directing to the web. The Concierge will 
provide the following assistance: 
1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites. The vendor must report any PCP and/or 


Primary Care Sites changes electronically to the DHCFP. 
2. Assisting recipient to make appointments and obtain services; the vendor is required to find and schedule an appointment 


if the recipient reports they are unable to access or find a provider or make an appointment. 
3. Assisting recipient in obtaining out-of-area and out-of-network care. 
4. While the Recipient Services Department will not be required to operate after business hours, the vendor must comply 


with the requirement to provide urgent care and emergency coverage twenty-four (24) hours per day, seven (7) days per 
week. The vendor must have written policies and procedures describing how recipients and providers can obtain urgent 
coverage and emergency services after business hours and on weekends. Policies and procedures must include 
provision of direct contact with qualified clinical staff. Urgent coverage means those problems which, though not life-
threatening, could result in serious injury or disability unless medical attention is received. 


Our Recipient Services Department team is highly trained, compassionate, and efficient in 
handling all manner of recipient inquiries. We will ensure that, at minimum, our Recipient 
Services Department staff will be responsible for the following: 


• Explaining how we operate 


• Explaining covered benefits 


• Resolving, recording, and tracking recipient grievances and appeals in a prompt and 
timely manner 


• Responding to recipient inquiries 


• Providing concierge services 


If the recipient requires assistance with accessing care, including finding a provider, our 
Recipient Services Department will transfer the recipient to the in-person Concierge Services. 
The in-person Concierge Service staff will help the recipient find a provider, and this 
assistance is over and above providing a list of network providers or directing to the Web. The 
Concierge will provide the following assistance: 


• Assisting recipients in selecting and/or changing PCPs or Primary Care sites. We will 
report any PCP and/or Primary Care sites changes electronically to DHCFP 


• Assisting recipients to make appointments and obtain services; we will find and schedule 
an appointment if the recipient reports they are unable to access or find a provider or make 
an appointment 


• Assisting recipients in obtaining out-of-area and out-of-network care 
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• While our Recipient Services Department will not be required to operate after business 
hours, we will comply with the requirement to provide urgent care and emergency 
coverage 24/7. We will have written policies and procedures describing how recipients and 
providers can obtain urgent coverage and emergency services after business hours and on 
weekends. Policies and procedures will include provision of direct contact with qualified 
clinical staff. Urgent coverage means those problems which, though not life-threatening, 
could result in serious injury or disability unless medical attention is received. 


To provide the highest level of recipient services, all of our health plans nationwide strive for 
first call resolution. Our regular Member Services Representatives are able to perform all of 
the tasks that in-person Concierge Service staff performs. 


The in-person Concierge Service Staff will be used as required. Our goal is to fully address the 
recipient’s (or providers) needs on their initial call. 


3.6.3 Medical Provider Requirements 


3.6.3.1 Primary Care Provider (PCP) or Primary Care Site 
The vendor shall allow each enrolled recipient the freedom to choose from among its participating PCPs and change PCPs as 
requested. The vendor must implement procedures to ensure that each recipient has an ongoing source of primary care appropriate 
to their needs. 
Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days of the effective date of 
enrollment. Recipients with disabilities, chronic conditions, or complex conditions must be allowed to select a specialist as their 
PCP. If a specialist is chosen as a PCP, they should be reported as a specialist. The specialist does not count as both. Recipients 
with disabilities must be given an additional 30 calendar days to select a PCP. The vendor may auto-assign a PCP or Primary Care 
Site that has traditionally served the Medicaid population to an enrolled recipient who does not make a selection at the time of 
enrollment. If the enrolled recipient desires, the vendor shall allow him or her to remain with his or her existing PCP if the PCP is a 
recipient of vendor’s primary care network. 
 


Each enrolled recipient will have the freedom to choose from among our participating PCPs 
and change PCPs as requested. We will implement procedures to ensure that each recipient 
has an ongoing source of primary care appropriate to their needs. 


Each enrolled recipient will be assigned to a PCP or primary care site, within five business 
days of the effective date of enrollment. Recipients with disabilities, chronic conditions, or 
complex conditions must be allowed to select a specialist as their PCP. If a specialist is chosen 
as a PCP, they should be reported as a specialist. The specialist does not count as both. 
Recipients with disabilities must be given an additional 30 calendar days to select a PCP. We 
may auto-assign a PCP or primary care site that has traditionally served the Medicaid 
population to an enrolled recipient who does not make a selection at the time of enrollment. If 
the enrolled recipient desires, we will allow him or her to remain with his or her existing PCP 
if the PCP is in our primary care network. 


Through our integrated member and provider information system, we have processes 
developed for all of our health plans to ensure enrolled members are assigned to a PCP or 
primary care site. We honor a member’s freedom to choose from among our participating 
PCPs and also monitor for occasions where a new assignment should be made based on 
members seeking care from a new primary care site. Additionally, we deploy staff into the 
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community to actively work with members who may have special healthcare needs and assist 
them in establishing a medical home. At the request of members, our community staff is also 
available to attend physician appointments with members and provide follow-up coordination 
calls between members and specialists to ensure an appropriate level of care. 


3.6.3.2 Twenty-Five (25) Mile Rule 
The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a reasonable distance from the enrolled 
recipient’s place of residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from the enrolled 
recipient’s place of residence per NAC 695C.160 without the written request of the recipient. 


We will offer every enrolled recipient a PCP or primary care site located within a reasonable 
distance from the enrolled recipient’s place of residence. Regardless, the PCP or PCS will not 
be more than 25 miles from the enrolled recipient’s place of residence per NAC 695C.160 
without the written request of the recipient. 


3.6.3.3 Assignment of a PCP or Primary Care Site 
If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients with PCPs by one or more of the following 
criteria: 
A. Assigning enrolled recipients to a provider from whom they have previously received services, if the information is available; 
B. Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per NAC 695C.160 (25 Mile 


Rule); 
C. Assigning all children within a single family to the same PCP; 
D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating that condition, if the 


vendor knows of the condition; and/or 
E. Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient. 
The vendor shall ensure that enrolled recipients receive information about where they can receive care during the time period 
between enrollment and PCP selection/assignment. The vendor shall notify the enrolled recipient in writing of his or her assigned 
PCP within five (5) business days of assignment. 


We will ensure that if an enrolled recipient does not choose a PCP, we will match enrolled 
recipient s with PCPs by one or more of the following criteria: 


• Assigning enrolled recipients to a provider from whom they have previously received 
services, if the information is available 


• Designating a PCP or primary care site that is geographically accessible to the enrolled 
recipient per NAC 695C.160 (25 Mile Rule) 


• Assigning all children within a single family to the same PCP 
• Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced 


in treating that condition, if we know of the condition 
• Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to 


the recipient 


Enrolled recipients will receive information about where they can receive care during the time 
period between enrollment and PCP selection/assignment. We will notify the enrolled recipient 
in writing of his or her assigned PCP within five business days of assignment. Our fully 
automated enrollment and PCP auto assignment process allows us to process files daily and 
ensure timely communication with recipients. 
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3.6.3.4 Changing a PCP or Primary Care Site 
A. An enrolled recipient may change a PCP or PCS for any reason. The vendor shall notify enrolled recipients of the procedures 


for changing PCPs or Primary Care Sites. 
B. In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and allow recipients to select 


another primary care provider, or make a re-assignment within fifteen (15) business days of the termination effective date, and 
must provide for urgent care for enrolled recipients until re-assignment. 


C. The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the following circumstances: 
1. Specialized care is required for an acute or chronic condition; 
2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-five (25) miles. Such 


change will be made only with the consent of the recipient; 
3. The PCP ceases to participate in the vendor’s network; 
4. Legal action has been taken against the PCP, which excludes provider participation; or 
5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor network. 


D. The vendor shall track the number of requests to change PCPs and the reasons for such requests. 


Enrolled recipients can change a PCP or PCS for any reason, and we will notify them of the 
procedures for changing PCPs or primary care sites. In cases where a PCP has been 
terminated, we will notify enrolled members in writing and allow members to select another 
primary care provider, or make a re-assignment within 15 business days of the termination 
effective date, and we will provide for urgent care for enrolled members until re-assignment. 


We will initiate a PCP or primary care site change for an enrolled recipient under the 
following circumstances: 


• Specialized care is required for an acute or chronic condition 
• The enrolled member’s residence has changed such that distance to the PCP is greater 


than 25 miles. (Such change will be made only with the consent of the member) 
• The PCP ceases to participate in our network 
• Legal action has been taken against the PCP, which excludes provider participation 
• The recipient will be given the right to select another PCP or primary care site within our 


network 


We will track the number of requests to change PCPs and the reasons for such requests. 


The recipient services department tracks each call with a primary and secondary call code. We 
have the ability to customize reports based on State requirements and to ensure ongoing 
monitoring of member’s access to a primary medical provider. 


3.6.3.5 Use of Medical Homes and Accountable Care Organizations 
A. The vendor is encouraged to use existing patient-centered medical homes/health homes, when available and appropriate. 
B. Vendor should use supportive provider services and contracting to support the expansion of patient-centered medical 


homes/health homes. 
C. Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, when available and 


appropriate. 


We will use existing patient-centered medical homes/health homes (PCMH), when available 
and appropriate. We currently leverage a variety of resources across our health plans 
nationwide to increase the number of PCMH provider practices in our network. Members of 
our provider relations, quality, and clinical teams provide support and consultation to 
physicians’ offices to help them secure NCQA PCMH recognition and/or other PCMH 
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accreditation. We also reimburse practices an additional amount each month if they commit to 
a robust care coordination program for members to ensure all healthcare services are 
delivered in a timely, appropriate, and cost-effective manner. 


We will use supportive provider services and contracting to support the expansion of patient-
centered medical homes/health homes. To encourage our network providers to attain NCQA 
PCMH recognition, we offer incentives to support new PCMH provider practices and 
encourage additional providers to adopt PCMH principles of care, including electronic 
medical records; electronic prescribing; tracking and registries; and performance 
measurements. We further offer value-based reimbursement methodologies to those practices 
that function at a higher level of PCMH performance to create sustainability of the PCMH 
model of care and encourage collaboration with other PCMHs. Our network PCMH practices 
are engaged in regular member and provider performance reporting. Ongoing collaborative 
quarterly meetings are conducted to discuss progress toward meeting quality and performance 
measure outcomes. For example, an outcome of one quarterly meeting series with providers 
resulted in our development of a closer to real-time ED utilization report for providers, along 
with a dashboard for providers that compared quality measure performance to national 
benchmarks and peers. 


We will use Accountable Care Organizations (ACOs) and other innovative models when 
available and appropriate. 
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3.7 Network 
The vendor is required to establish and manage appropriate provider networks and maintain existing written provider agreements 
with such providers in geographically accessible locations. The vendor shall maintain a network of physicians, hospitals, and other 
health care professionals and ancillary services through which it provides the items and services included in covered benefits in a 
manner that complies with the requirements of this section and meets access standards described in this RFP, in the DHCFP’s 
Access to Care Plan, and the Code of Federal Regulations The vendor shall ensure that its network providers are appropriately 
credentialed, have a standard unique health identifier, and well-coordinated with other network services and services available 
outside of the health plan network. The network shall include an adequate number of PCPs, specialists, and hospitals appropriately 
credentialed as health care professionals located in geographically and physically accessible locations to meet the access 
standards specified in this RFP. The vendor will maintain a network of appropriate providers sufficient to provide access to all 
services covered in this RFP with consideration given to the number of expected recipients that may enroll. The vendor when 
establishing and maintaining its network will consider the expected utilization of services and the numbers and types (their training, 
experience, and specialization) of providers given the characteristics and health care needs of the specific Medicaid population 
enrolled with the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and Medical Director Services. The MCO must conduct secret shopper survey's to a 
statistically sound sample across their network as part of the Access to Care Monitoring Plan to identify appointment standards and 
access to services for PCPs, Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to reported 
annually. 
The vendor must describe their approach to network management including if the network will be an open or closed network and if 
some services are currently planned to be provided through subcontractors, sub capitation, fee for service or alternative models 
such as accountable care organizations. 
Network providers will be required to use designated practice guidelines and protocols. Prior to the contract start date the vendor 
shall identify the practice guidelines it intends to use for acceptance by the DHCFP. Submission shall occur after awarded contract 
but before the contract start date. The State shall accept or reject, in writing, within ten (10) business days of receipt. 
If the MCO puts a physician/physician group at substantial financial risk for services not provided by the physician/physician group, 
the MCO must ensure that the physician/physician group has adequate stop-loss protection. 


We will establish and manage appropriate provider networks and maintain existing written 
provider agreements with providers in geographically accessible locations. We will maintain a 
network of physicians, hospitals, and other healthcare professionals and ancillary services 
through which we will provide the items and services included in covered benefits in 
compliance with the requirements of the RFP, DHCFP’s Access to Care Plan, and the Code of 
Federal Regulation. All of our network providers are appropriately credentialed, have a 
standard unique health identifier, and are well-coordinated with other network services and 
services available outside of the health plan network. Our network will include an adequate 
number of PCPs, specialists, and hospitals appropriately credentialed as healthcare 
professionals located in geographically and physically accessible locations to meet the access 
standards specified in the RFP. We will maintain a network of appropriate providers sufficient 
to offer access to all services covered in the RFP with consideration given to the number of 
expected recipients that may enroll. When establishing and maintaining our network we will 
consider the expected utilization of services and the numbers and types (e.g., their training, 
experience, and specialization) of providers given the characteristics and healthcare needs of 
the specific Medicaid population enrolled with us. We have been in the Nevada market 
meeting with and securing letters of intent (LOIs) from a wide range of providers to 
participate in our Nevada Medicaid/Check Up network. 


To date, we have LOIs from nearly 40 major partner providers, including key 
primary/acute/specialty care and hospital systems representing some 1,600 qualified providers 
encompassing more than 60 provider types, along with major behavioral health (BH) 
providers and related systems in the State of Nevada. We have also initiated contact with all 
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Nevada ECPs, securing eight LOIs to date. Our goal is to contract with all ECPs by program 
go-live. 


Throughout our network build and eventual day-to-day monitoring, our provider network 
management oversight will include, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and medical director services. We will conduct secret 
shopper surveys to a statistically sound sample across our network as part of our Access to 
Care Monitoring Plan to identify appointment standards and access to services for PCPs, 
physician specialists, behavior health, pre- and post-natal obstetric, and home health. The 
results of these surveys will be provided at least annually. 


We ensure member choice through a diverse network of providers that we continually monitor 
to ensure access standards are met and maintained appropriately. To maximize access, our 
providers offer appropriate staffing levels and hours of operation, including after-hours 
availability. They are also vetted for their ability to accommodate individuals with physical 
and/or cognitive disabilities or other communication barriers (i.e., culture/language) and to 
serve specific, strategic geographic locations. We will meet or exceed DHCFP network 
standards. 


We employ proven contracting and development strategies specifically designed to meet or 
exceed adequacy standards. Our staff also provides quarterly reports to our quality 
improvement committee (QIC). These reports measure our network against documented 
program access standards, identifying areas for improvement and noting progress made to 
remedy any deficiencies noted during the previous quarter. 


We also use GeoAccess and Quest Analytics (Quest ACC) report mapping solutions that 
accurately monitor network accessibility, identify gaps and deficiencies, and verify compliance 
with time and distance standards. Other tools include feedback through the provider and 
member satisfaction committee, information from our call center and clinical team to identify 
needed providers, access appeals and grievances, and member-to-provider ratios to review 
network adequacy. 


With the exception of applicable exclusion lists such as List of Excluded Individuals and 
Entities and the Medicare Exclusion Database, our provider network will be open and may 
also include subcontractors, sub capitation, fee-for-service or alternative models such as 
accountable care organizations and value based care arrangements that serve to recognize and 
reward the highest quality and most cost effective care. 


A critical success factor in our network strategy to motivate providers to participate in the 
program will be to (i) use a straightforward contract and credentialing application process, (ii) 
ensure providers are aware of our rapid claims payment processes, and (iii) introduce them to 
our comprehensive provider network support services (e.g., member and provider claim or 
benefit inquiries and resolution). 
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Another key incentive driving our provider participation strategy will be our proven 
Accountable Care Continuum and Value-based Reimbursement model, which will range from 
limited P4P programs to gain sharing or risk sharing contract arrangements with fully 
accountable care entities. Knowing various providers fall across an entire spectrum of 
readiness for adoption and integration of P4P, we have developed our model to accommodate 
providers based on their readiness and ability to adopt and implement, then move them along 
the continuum to improved member outcomes and shared accountability. 


Stage I. All PCPs will be eligible for P4P programs. Our P4P program recognizes PCPs that 
have demonstrated sound clinical care practice and quality focused healthcare. The provider 
is paid a bonus payment of $25-$150 per member if performance targets are met, which are 
aligned with select HEDIS metrics considered to be of significant importance to Nevada 
recipients. Providers that have achieved initial P4P quality metrics and demonstrate a desire to 
progress move to Stage II. Eventually, providers that do not progress to Stage II may be 
dropped from the network. 


Stage II. Our PCMH program will offer three components valued at an additional 10%-15% 
of annual reimbursement: (1) pay grant dollars up to $1,000 to establish PCMH recognition 
or at a minimum complete five core courses of the NCQA PCMH credential; (2) pay a $2-$4 
per member per month care coordination fee; and (3) pay annual quality bonuses for 
achieving targets for select HEDIS measures. We recognize all national accreditation entities’ 
definition of PCMH including NCQA, JCAH and URAC, and will recognize, for purposes of 
additional compensation for care coordination, those providers who successfully complete the 
following NCQA PCMH modules: electronic medical records; patient tracking and registry 
functions; test tracking and referral tracking; e-prescribing; access and communication; and 
performance reporting and improvement. Stage II providers will be eligible for Stage III when 
contracted in good standing for at least one year. Providers that are qualified as Health 
Homes will also be eligible to participate in this Value-based Reimbursement program. 


Stage III. We will partner with well-managed PCMHs, Health Homes, Accountable Care 
Organizations, IPAs and medical groups to offer creative gain sharing arrangements with a 
focus on utilization metrics and improving the delivery of quality care. Such metrics may 
include overall medical cost ratio, inpatient days per 1,000, and readmissions. Gain sharing is 
distributed only if all quality indicators and performance metrics are met. Special emphasis is 
on reducing preventable hospital stays, nursing facility admissions, and/or ED utilization. 
Successful Stage III providers are eligible for Stage IV. 


Stage IV. Finally, we will partner with well-managed providers to offer creative full risk or 
increased risk gain sharing arrangements with a focus on utilization metrics to improve the 
delivery of quality care. Such metrics may include inpatient admission or readmission rates 
and/or ED utilization where the provider will share in a portion of the savings from resulting 
reductions in these key areas. Special emphasis will be on reducing preventable hospital stays, 
NF admissions, and/or ED utilization. Gain sharing opportunities will range from 20% to 30% 
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of savings shared with the providers. All gain sharing arrangements are predicated on 
achievement of quality metrics prior to any distribution of savings. 


Our network providers are required to use designated practice guidelines and protocols. Prior 
to the contract start date we will identify the practice guidelines we intend to use and submit to 
DHCFP for acceptance. We understand that the State will accept or reject, in writing, within 
10 business days of receipt. 


If we put a physician or a physician group at substantial financial risk for services not 
provided by the physician or the physician group, we will ensure that the physician or the 
physician group has adequate stop-loss protection. 


3.7.1 Practice Guidelines and Protocols 
The vendor must adopt practice guidelines and protocols which: 
3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field; 
3.7.1.2 Consider the needs of the vendor’s recipients; 
3.7.1.3 Are adopted in consultation with contracting health care professionals; and 
3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


For the Nevada Medicaid/Check Up program, we will adopt practice guidelines and protocols, 
which: 


• Are based on valid and reliable clinical evidence or a consensus of healthcare 
professionals in the particular field 


• Consider the needs of our recipients 
• Are adopted in consultation with contracting healthcare professionals 
• Are reviewed and updated periodically as needed to reflect our current practice standards 


As is standard practice for all of our sister health plans, all of our clinical review activities and 
protocols, including practice guidelines, will be developed, monitored, regularly reviewed, and 
updated as needed by our clinical management teams under the oversight of our quality 
management committee. All utilization management determinations will be premised upon 
generally accepted evidence-based clinical criteria such as the Interqual or the MCG Care 
Guidelines. In every instance, the primary consideration for all clinical activities is the well-
being of the patient.  


3.7.2 Vendor Responsibilities 
The Vendor must: 


We detail our responsibilities within 3.7.2, Vendor Responsibilities, subsections. 


3.7.2.1 Practice Guidelines 
Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon request, to recipients and 
potential recipients, including prior authorization policies and procedures; 


Practice guidelines, including prior authorization policies and procedures, will be 
disseminated to all affected providers through the provider manual prior to the contract start 
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date and, upon request, to members and potential members. These materials will also be 
available on our provider portal. 


3.7.2.2 Guideline Consistency 
Ensure that decisions for utilization management, recipient education, coverage of services, and other areas to which the guidelines 
apply are consistent with the guidelines; 


We ensure that decisions for utilization management, recipient education, coverage of 
services, and other areas to which the guidelines apply are consistent with the guidelines. 


3.7.2.3 Timely Access to Care and Services 
Meet and require its providers to meet State standards for timely access to care and services, taking into account the urgency of the 
need for services; 


We will meet and require all providers to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services. We achieve appointment 
access standards through ongoing provider compliance monitoring, evaluation, and reporting 
that is reviewed by our QIC and overseen by our chief medical officer. We will monitor trends 
based on individual providers, groups, and geographical areas. Network management staff 
will monitor member access and reports quarterly (more frequently during Year One 
operation) to the QIC. Reports measure the network against program access standards, 
identify areas for improvement, and identify progress made to remedy any deficiencies 
identified in the previous quarter. 


For members in historically underserved urban and rural areas, access to quality healthcare 
services can be a challenge, especially when they cannot access care through an existing plan 
and must visit out-of-network providers. We will continuously assess provider distribution to 
ensure adherence to appointment access standards. We use secret shopper calls and CAHPS 
survey results to monitor appointment access. We will recruit additional providers in key ZIP 
codes for services to augment the network as enrollment grows and/or medical service needs 
indicate. In the rare event a service gap develops, we will arrange access to similar out-of-
network providers (e.g., transportation) at no cost to members. We will obtain out-of-network 
letters of agreement (LOAs) with providers as urgent network needs arise or when notified 
that no available network provider exists within specified time and distance standards. 


We will offer ad hoc LOAs to qualified out-of-network providers willing to provide services, 
but unwilling to sign contracts, to offer adequate access. This ensures continuity of care and 
allows our utilization management team to identify in-network providers for potential transfer. 
These agreements also ensure non-contracted providers follow the same requirements as 
contracted providers for communication and coordination with the PCP and our care 
manager. 


If a contracted provider submits a request to refer a member to a non-contracted provider, or 
if a non-contracted provider requests access to necessary covered services, we will determine 
whether services are available through a contracted provider in compliance with program 
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requirements. We recommend services be directed in-network if within geographic access 
standards. 


The prior authorization process will be initiated if necessary covered services are not available 
in-network or within geographic access standards. Our chief medical officer determines if a 
case meets medical necessity criteria and the service is covered. If covered, we develop an LOA 
for the out-of-network provider. Every effort is made to contract with the out-of-network 
provider or when a member or participating provider requests a qualified provider be added to 
our network. 


We will proactively increase capacity, particularly in areas with provider shortages and access 
barriers. We will also contract with providers in bordering counties, as well as areas with 
shortages in key provider types. We will also seek LOIs in identified gap areas to minimize the 
need for out-of-network services. 


3.7.2.4 Hours of Operation 
Ensure that its providers offer hours of operation that are no less than the hours of operation offered to commercial recipients or 
comparable to Medicaid FFS, if the provider serves only Medicaid recipients; 


We will ensure providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only 
Medicaid recipients. 


It is critical that all members have access to appropriate care during regular hours of 
operation. As is standard for all of our health plans nationwide, we will fully and consistently 
comply with established provider coverage requirements for hours of operation that are no less 
than the hours of operation offered to commercial health plan members or enrollees in 
comparable Medicaid plans. We will regularly monitor for non-compliance with these 
standards through member complaints received by staff in member services, service 
coordination, or the member advocate. We will also conduct annual access and availability 
studies to assess compliance with standards. 


When we identify a PCP that does not meet the hours of operation requirements, a provider 
services representative will immediately contact the PCP office to investigate the complaint. 
The purpose of the investigation is to determine if the incident was a one-time occurrence or a 
systemic problem. In the rare occurrence of a systemic issue, the representative then educates 
the provider on required hours of operation. A re-audit of the provider’s hours of operation 
will be conducted several weeks later to confirm the issue has been resolved. If it has not been 
resolved, we will take additional corrective action including potentially closing the provider’s 
panel and/or terminating the provider’s contract. In these rare cases, the member will be 
reassigned to another provider and services will be authorized to ensure continuity of care. 
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3.7.2.5 24/7 Services 
Make services included in the contract available twenty-four (24) hours per day, seven (7) days a week, when medically necessary; 


Members will receive access to covered services 24/7/365, whether in a physician’s office, 
urgent care setting, or emergency setting, as needed. In other markets we currently contract 
with providers that offer morning, evening, weekend, and after-hours care. We offer urgent 
care case rates to qualified PCPs as part of an ongoing commitment to meet early morning 
and after-hour care requirements. In addition to standard compensation, we also reward 
providers with case rate payments for expanded operating hours. These arrangements result in 
access to quality care in appropriate settings and strengthen the personal physician/patient 
relationship. 


Our PCPs are required to provide 24/7 access to our members. As stated, Secret Shopper Calls 
to providers are made quarterly to ensure offices comply with required after-hours standards. 
Our provider services team also works with utilization management and quality teams to 
ensure our network facilities provide appropriate follow-up information to both members and 
PCPs. 


One of the fundamental components of our provider network is expanded access. PCPs 
provide patients with enhanced access to care through open scheduling, expanded hours, and 
new communication options. We have a long history of incentivizing primary care practices to 
offer expanded access, which is accomplished through the following: 


• PCPs that meet urgent care or after-hours care criteria, in addition to primary care 
criteria, may contract with us for both. Case rate payments, in addition to standard 
compensation, rewards providers for expanded access and ED diversion for minor 
illnesses 


• We reward physicians who see patients during after-hours, including early mornings and 
weekends, through an increased payment rate if ED utilization targets are met 


• We closely monitor stable ED usage rates. For example, in another market we paid more 
than $315,000 in incentives to physicians that met appropriate ED use targets 


Our staff queries contracted PCPs each year regarding open scheduling and whether their 
practices offer a block of time each day for urgent appointments. We use this opportunity to 
educate our providers about the importance of these blocks of time to prevent unnecessary ED 
utilization and to foster the PCP-patient relationship. Additionally, our provider directory lists 
the office hours of each practice to help members identify the availability of extended hours. 


We also provide a dedicated toll-free, multilingual Nurse Advice Line, which is staffed by 
registered nurses with an average of five to 20 years of acute care experience and three to four 
years of telephone triage experience. Nurses are also supported by other health professionals, 
such as on-call PCPs and other physicians. Our staff provide culturally competent, 
comprehensive, and personalized clinical and non-clinical telephone services. They are 
particularly well-versed in BH and crisis intervention, performing triage services to ensure 
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members receive care in the proper setting. They can also confirm eligibility and provide 
general health information. The Nurse Advice Line call center is accredited by URAC. 


3.7.2.6 Mechanisms to Ensure Compliance 
Per Amendment 2, RFP section Changes: RFP Section 3.7.2.6 should state, "Have mechanisms to ensure compliance by 
providers". 
Have mechanisms to ensure compliance by providers; 


As is standard operating practice for all of our health plans nationwide, we will have 
mechanisms in place to ensure compliance by our providers. To ensure compliance by our 
providers, we wholly integrate provider network performance measures into our quality 
improvement (QI) infrastructure, initiatives, and short- and long-term performance goals. Our 
QI staff consistently evaluates our overall strategy, analyzing relevant performance measures 
and preparing comprehensive reports. Our annual program evaluation also measures overall 
QI strategy effectiveness and includes assessment of service accessibility and availability of 
providers. Moreover, our QIC incorporates ongoing adequacy/access feedback from members, 
caregivers, community advocates, CBOs, healthcare and social service providers, and states to 
further augment overall network monitoring and strategy assessment. 


We will fortify network-based QI efforts by: 


• Identifying/recruiting safety net providers to become acute care network partners (e.g., 
safety net hospitals, PCPs/specialists that admit to those hospitals, FQHCs) 


• Recruiting providers who have achieved or are in the process of achieving meaningful use 
(EHR) technology capability, and have become or are in the process of becoming a 
certified medical home and demonstrating a commitment to quality 


• Recruiting providers demonstrating readiness to meet or report on quality measures 


• Recruiting high-volume providers meeting credentialing standards to strengthen our 
network 


Our quality improvement and medical advisory committees further monitor provider 
performance as frequently as monthly and incorporate results into the quality assurance and 
performance improvement (QAPI) program. Monitoring can be more frequent in response to 
grievances, complaints, or special investigations. We also use this information to award 
incentive payments and to credential providers for network participation. 


We will use current claims and encounter data to generate meaningful service utilization trend 
reports by provider and provider type, and individual provider profiles to be reviewed by our 
QIC, provider engagement team (PET), and individual physicians for under/over-utilization, 
including place of service and level of care. Our provider services representatives will contact 
providers falling short of performance goals to reinforce performance objectives and the 
importance of delivering quality and appropriate care based on best practice guidelines. Our 
PET meets with the provider and key staff on a regular basis to review quality outcomes/data; 
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compare providers to their peers; share provider profile results; define/report targeted 
performance measures; and solicit input on improving quality. 


Further, to identify and address high-risk health conditions related to population 
demographics, we will review key utilization data and quality measures to: 


• assess the network in terms of how it meets the enrollment profile 


• conduct an annual review of membership and provider demographics (preferred language, 
ethnicity, race, physical/cognitive disabilities, etc.) 


• analyze local and applicable national geographic population demographics and health 
status measures (i.e., HEDIS) as available, comparing selected measures, such as those in 
Healthy People 2010 


3.7.2.7 Monitor Providers 
Monitor providers regularly to determine compliance; 


As is standard operating practice for all of our health plans nationwide, we will have 
mechanisms and processes in place to regularly monitor our providers to determine 
compliance. These mechanisms and processes are described in detail in Proposal Section 
3.7.2.6, Mechanisms to Ensure Compliance.  


3.7.2.8 Corrective Action 
Take corrective action if there is a failure to comply by network providers; and  


Across all of our health plans nationwide, our provider services department consistently 
monitors contracted PCPs and other providers for compliance with network performance 
standards, most notably wait time and appointment standards. Providers not in compliance 
with performance standards are sent letters notifying them of findings and the need for 
corrective action. Our provider services staff confirms the deficiency has been corrected or, if 
unresolved, is referred to the network operations committee for further action. In the rare case 
that a deficiency is resolved, we take additional corrective action up to and including 
potentially closing the provider’s panel and/or terminating the provider’s contract. In these 
cases the member will be reassigned to another provider and services will be authorized to 
ensure continuity of care. 


3.7.2.9 Cultural Competency 
Participate in state and federal efforts to promote the delivery of services in a culturally competent manner to all recipients, including 
those with limited English proficiency and diverse cultural and ethnic backgrounds. 


We participate in state and federal efforts to promote delivery of services in a culturally 
competent manner, including those with limited English and diverse cultural and ethnic 
backgrounds. 


Our Cultural Competency Plan meets contract requirements and follows the national 
standards for Culturally and Linguistically Appropriate Services (CLAS) in Health Care, 
published by the U.S. Department of Health and Human Services (HHS), Office of Minority 
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Health (OMH). It includes staff training on numerous competencies to support member 
cultural, linguistic, physical, and/or cognitive needs. The plan is available on our website, and 
we conduct annual cultural competency training for all employees to further enhance the 
member experience. 


For example, guided by our Cultural Competency Plan, we have had deep experience building 
strong network relationships over the years with Indian Health Services, Tribal Health 
Providers (Tribal 638) and Urban Indian Health (I/T/U) providers in key states. We also work 
closely with key off-reservation providers trained in culturally competent service provision to 
further support access to a variety of quality healthcare services for—and communication 
with—our Native American members. 


We also support diverse communication needs by educating providers and directing them to 
appropriate resources. Provider training explores cultural competency and serving members 
who have cognitive deficits that require communication accommodations. It may include 
group sessions for larger health systems and provider groups, on-site training at provider 
offices, and/or training via teleconference. We also offer a provider orientation presentation 
on our website. 


NCQA recently awarded its Multicultural Health Care Distinction to all our health plans 
serving both Medicaid and MLTSS populations nationwide, recognizing their outstanding: 


• Race/ethnicity and language data collection 
• Language assistance services 
• Cultural responsiveness 
• Quality improvement with regard to culturally and linguistically appropriate services and 


reduced healthcare disparities 


3.7.2.10 Vendor May Not Discriminate 
The vendor may not discriminate for the participation, reimbursement, or indemnification of any provider who is acting within the 
scope of his/her license or certification under applicable State law, solely on the basis of that license, specialty or certification. The 
vendor may not discriminate against particular providers who serve high risk populations or specialized conditions that require costly 
treatment. If the vendor declines to include an individual or groups of providers in its network, it must give the affected network 
provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to require the vendor to contract 
with providers beyond the number necessary to meet the needs of its recipients; or, preclude the vendor from using different 
reimbursement amounts for different specialties or for different practitioners in the same specialty; or, preclude the vendor from 
establishing measures that are designed to maintain quality of services and control costs and are consistent with its responsibilities 
to recipients. 


We do not discriminate for the participation, reimbursement, or indemnification of any 
provider that acts within the scope of his/her license or certification under applicable State 
law, solely on the basis of that license, specialty or certification. Nor do we discriminate 
against particular providers who serve high risk populations or specialized conditions that 
require costly treatment. Should we decline to include an individual or groups of providers in 
our network, we will give the affected network provider(s) written notice of the reason for our 
decision. We understand that 42 CFR 438.12 (a) may not be construed to require us to 
contract with providers beyond the number necessary to meet the needs of its recipients; or, 
preclude us from using different reimbursement amounts for different specialties or for 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 


3.7-11 


different practitioners in the same specialty; or, preclude us from establishing measures that 
are designed to maintain quality of services and control costs and are consistent with our 
responsibilities to our members. 


3.7.2.11 Capacity to Serve 
The vendor must provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which demonstrates it has 
the capacity to serve the expected enrollment in its service area in accordance with the DHCFP’s standards for access to care at the 
time it enters into the contract with the State and any time there is a significant change in their operations that impact services. Such 
documentation must demonstrate that the vendor offers an appropriate range of preventive, primary care, and specialty services 
and maintains a network of providers that is sufficient in number, mix, and geographic distribution to meet the needs of the 
anticipated number of recipients in the service area. The vendor must submit such documentation at the time it enters into a contract 
with the State and at any time thereafter when there has been a significant change, as defined by the State, in the vendor’s 
operations that would affect adequate capacity and services, and as requested by the State to conduct an access to care analysis. 
A significant change includes but may not be limited to: 
A. Changes in the vendor’s services, benefits, geographic service area or payments; or 
B. Enrollment of a new population in the network. 


We will provide DHCFP supporting documentation, in a format specified by the State, which 
demonstrates we have the capacity to serve the expected enrollment in our service area in 
accordance with DHCFP’s standards for access to care at the time we enter into the contract 
with the State and any time there is a significant change in our operations that impact 
services. This documentation will demonstrate that we offer an appropriate range of 
preventive, primary care, and specialty services and maintain a network of providers that is 
sufficient in number, mix, and geographic distribution to meet the needs of the anticipated 
number of members in the service area. We will submit such documentation at the time we 
enter into a contract with the State and at any time thereafter when there has been a 
significant change, as defined by the State, in the our operations that would affect adequate 
capacity and services, and as requested by the state to conduct an access to care analysis. 


A significant change includes but may not be limited to changes in our services, benefits, 
geographic service area or payments or enrollment of a new population in the network.  


We are excited to work with the State if it indeed decides to expand the Nevada Medicaid and 
Check Up programs to encompass Aged, Blind and Disabled (ABD) populations and the 
State’s rural counties. We are a national leader in caring for ABD populations, with nearly 
390,000 members served by our sister health plans in multiple states nationwide. ABD 
individuals are often highly complex, requiring innovative, person-centered services and 
supports through home- and community-based services (HCBS) to keep them as independent 
as possible. Unlike our traditional Medicaid members, our ABD members typically manage 
multiple chronic illnesses, often require BH services, and are more likely to have greater 
limitations in activities of daily living (ADL). To meet these unique needs, we ensure our ABD 
members have access to diverse networks of qualified primary/acute, BH, and HCBS providers 
that are essential to our person-centered model of care. We are ready to bring this experience 
to Nevada should the State choose to include ABD populations in the future. 


Moreover, our Nevada Medicaid and Check Up network management approach includes a 
focus on maximizing service access for recipients in rural areas. Our sister health plans with 
similar populations and geographies have deep experience contracting with providers in 
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neighboring states and catchment areas to best serve members residing in remote and/or 
border communities. They also work closely with state agencies to identify and leverage 
existing telehealth capabilities and opportunities to further expand rural access. We have 
experience building rural provider networks that feature tele-behavioral health services, 
virtual urgent care, and even tele-retinal screening for members with diabetes. These 
capabilities and interventions further encompass telemonitoring, virtual care management, 
virtual education, and wellness outreach. For example, many of our sister health plans 
leverage secure Internet-based telehealth technology to facilitate consultations between 
members in their homes and providers in their offices. 


3.7.3 Network Management 


3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 
The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of contact with the vendor. As such, the PCP or 
the physician at the Primary Care Site is responsible for the following: 
A. Delivery of covered medically necessary, primary care services and preventive services, including EPSDT screening services 


and Well Baby/Child Services; 
B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 
C. Referrals for specialty care and other covered medically necessary services in the managed care benefit package; 
D. Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health and substance abuse 


services, within the vendor’s network; 
E. Continuity and coordination of the enrolled recipient’s health care; and 
F. Maintenance of a current medical record for the enrolled recipient, including documentation of all services provided by the 


PCP, and specialty or referral services, or out-of-network services such as family planning and emergency services. 


Although PCPs must be given responsibility for the above tasks, the vendor must agree to retain responsibility for monitoring PCP 
and Primary Care Site activities to ensure they comply with the vendor’s and the State’s requirements. The vendor is prohibited from 
imposing restrictions on the above tasks. 


We acknowledge that the PCP, or a physician in a primary care site (PCS), will serve as the 
initial point of contact for our recipients. We further acknowledge that PCP responsibilities 
include, but are not limited to, the following: 


• Delivery of covered medically necessary, primary care services and preventive services, 
including EPSDT screening services and well-baby/child services 


• Provision of 24/7 coverage 


• Referrals for specialty care and other covered medically necessary services in the managed 
care benefit package 


• Recipients will be allowed to self-refer for family planning, obstetrical, gynecological, 
mental health and substance abuse services, within our network 


• Continuity and coordination of the recipient’s healthcare 


• Maintenance of a current medical record for the recipient, including documentation of all 
services provided by the PCP, and specialty or referral services, or out-of-network services 
such as family planning and emergency services 
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As is standard for our sister health plans, additional PCP/PCS responsibilities include: 


• Participating in the health plan’s Grievance Program, Quality Improvement Program, and 
Utilization Review and Management Program, complying with all policies and procedures 
as directed by us 


• Participating in, and cooperating with, the health plan’s provider education and training 
efforts as well as enrollee education, health education, cultural and linguistic standards 


• Complying with health plan and any regulatory agency requirements regarding privacy 
and confidentiality of recipients’ health information and medical records, including 
mental health records. PCPs and PCS will not disclose or use any recipient personal 
information or medical information without obtaining the appropriate authorizations. 


• Complying, and rendering services in accordance with, the health plan policies and 
guidelines outlined in our Provider Manual 


We agree to retain responsibility for monitoring PCP and primary care site activities to ensure 
compliance with the State’s requirements and our contractual requirements. We will not 
impose restrictions on the above tasks. 


3.7.3.2 Laboratory Service Providers 
The vendor shall ensure that all laboratory testing sites providing services under this contract have a valid Clinical Laboratory 
Improvement Amendments (CLIA) certificate or a waiver of certificate of registration, a CLIA identification number, and comply with 
CLIA regulations as specified by 42 CFR Part 493. The vendor shall provide to the DHCFP, on request, copies of certificates of any 
laboratories with which it conducts business.  


We will ensure that all laboratory testing sites providing services under this contract have a 
valid Clinical Laboratory Improvement Amendments (CLIA) certificate or a waiver of 
certificate of registration, a CLIA identification number, and comply with CLIA regulations as 
specified by 42 CFR Part 493. Upon request, we will provide to DHCFP copies of certificates 
of any laboratories with which it conducts business. 


3.7.3.3 Essential Community Providers 
An essential community provider accepts patients on a sliding scale fee, determined on the income of the patient; does not restrict 
access or services due to financial limitations of a patient; and can demonstrate to the DHCFP that the restriction of patient base 
from this provider would cause access problems for either Medicaid or low-income patients. 


We understand that essential community providers (ECPs) are the key to a strong network in 
Nevada. Therefore, we have begun outreach and are forging relationships with all ECPs, 
including FQHCs and FQHC look-alikes, tribal clinics, and RHCs with the goal of 
contracting all ECPs by go live. We understand that an essential community provider accepts 
patients on a sliding scale fee, determined on the income of the patient; does not restrict access 
or services due to financial limitations of a patient; and can demonstrate to DHCFP that the 
restriction of patient base from this provider would cause access problems for either Medicaid 
or low-income patients. 
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3.7.3.4 Essential Community Providers 
The vendor is required to negotiate in good faith with all of the following essential community providers who are located in the plan’s 
geographic service area(s): 
A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care services; 
B. The University Medical Center of Southern Nevada to provide inpatient and ambulatory services; 
C. The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health clinics, to provide health care 


and behavioral health care services; 
D. School-Based Clinics; 
E. Aging and Disability Services Division (ADSD); 
F. Division of Public and Behavioral Health (DPBH); 
G. Substance Abuse Prevention and Treatment Agency (SAPTA); 
H. Community Centered Behavioral Health Clinics (CCBHC); 
I. Division of Child and Family Services (DCFS); and 
J. County Child Welfare Agencies. 
K. There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then 


moves into managed care. Contracting with these providers will help ensure continuity of care of these recipients. 
L. Any health provider designated by the DHCFP as an essential community provider. The DHCFP will notify the Vendor of 


providers designated by the DHCFP as essential community providers. 
M. At the States option, the vendor may be required to contract with other agencies within the DHHS, the Juvenile Justice system, 


Disproportionate Share Hospitals (DSH), or various County entities in providing medically necessary services, including 
behavioral health. If this option is exercised and there is any resulting additional expense incurred by the vendor, the DHCFP 
will adjust the capitation rate so that it remains actuarially sound. 


N. Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the provider as contracts 
with other providers in the same geographic area for similar services. Providers who work through one of the essential 
community providers must be negotiated in good faith. 


We will negotiate in good faith with all essential community providers located in our 
geographic service area(s), including: 


• A Federally Qualified Health Center (FQHC), FQHC look-alikes, or Rural Health Center 
(RHC) to provide healthcare services 


• The University Medical Center of Southern Nevada to provide inpatient and ambulatory 
services 


• The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental 
Health clinics, to provide healthcare and behavioral healthcare services 


• School-Based Clinics 
• Aging and Disability Services Division (ADSD) 
• Division of Public and Behavioral Health (DPBH) 
• Substance Abuse Prevention and Treatment Agency (SAPTA) 
• Community Centered Behavioral Health Clinics (CCBHC) 
• Division of Child and Family Services (DCFS) 
• County Child Welfare Agencies 


We understand that there may be times when DCFS and County Child Welfare Providers have 
provided services to a FFS recipient who then moves into managed care. Contracting with 
these providers will help ensure continuity of care of these recipients. When any health 
provider is designated by the DHCFP as an essential community provider, DHCFP will notify 
us of providers designated as essential community providers. 
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We agree that, at the State’s option, we may be required to contract with other agencies within 
DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various 
County entities in providing medically necessary services, including behavioral health. If this 
option is exercised and there is any resulting additional expense incurred, DHCFP will adjust 
the capitation rate so that it remains actuarially sound. 


Finally, we understand and agree that negotiating in good faith requires, at a minimum, 
offering contracts that are at least as beneficial to the provider as contracts with other 
providers in the same geographic area for similar services. Providers who work through one of 
the essential community providers will be negotiated in good faith. 


3.7.4 Subcontractors 


3.7.4.1 Subcontractor Agreements 
All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing, must be prior 
approved by the DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed Care 
Contract, as amended. The vendor may not delegate any item or requirement in the DHCFP Managed Care Contract to any 
subcontractor or network provider without the express, written approval of the DHCFP. The vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty equal to $25,000 for each incident. 
Without limitation the vendor must make all Subcontracts available within five (5) business days of a request by the DHCFP. This 
includes but is not limited to administrative, technical and medical providers. 


All subcontracts, excluding network provider contracts but including delegation agreements, 
will be in writing, prior approved by DHCFP, and contain all applicable items and 
requirements as set forth in the DHCFP Managed Care Contract, as amended. We will not 
delegate any item or requirement in the DHCFP Managed Care Contract to any subcontractor 
or network provider without the express, written approval of DHCFP. We understand that 
failure to obtain advance written approval of a Subcontract from DHCFP will result in the 
application of a penalty equal to $25,000 for each incident. All subcontracts will be made 
available without limitation within five business days of a request by DHCFP. This includes 
but is not limited to administrative, technical, and medical providers. 


3.7.4.2 Subcontractor Responsibility 
The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the performance of services to be 
provided to enrolled recipients on whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding the use of 
subcontractor(s), the vendor accepts and acknowledges its obligation and responsibility under this contract as follows: 
A. For the provision of and/or arrangement for the services to be provided under this contract and to ensure the coordination of 


care between medical, behavioral and social needs is maintained; 
B. For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; and 
C. For the payment of any and all claims payment liabilities owed to providers for services rendered to enrolled recipients under 


this RFP, for which a subcontractor is the primary obligor provided that the provider has exhausted its remedies against the 
subcontractor; provided further that such provider would not be required to continue to pursue its remedies against the 
subcontractor in the event the subcontractor becomes insolvent, in which case the provider may seek payment of such claims 
from the Vendor. For the purposes of this section, the term “Insolvent” shall mean: 
1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt or otherwise 


approving a petition seeking reorganization, readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or trustee, or 
liquidator or liquidators of a party or of all or any substantial part of its property upon the application of any creditor or 
other party entitled to so apply in any insolvency or bankruptcy proceeding or other creditor’s suit. 


D. For the oversight and accountability for any functions and responsibilities delegated to any subcontractor. The vendor shall 
indemnify, defend and hold the State of Nevada, the DHCFP and their officials, representatives and employees harmless from 
any and all liabilities, losses, settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ 
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fees) which are related to any and all claims payment liabilities owed to providers for services rendered to enrolled recipients 
under this RFP for which a subcontractor is the primary obligor. 


E. Subcontracts which must be submitted to the DHCFP for advance written approval include any subcontract between the 
vendor, excluding network provider contracts, and any individual, firm, corporation or any other entity engaged to perform part 
or all of the selected vendor’s responsibilities under the DHCFP Managed Care Contract. This provision includes, but is not 
limited to, contracts for vision services, mental or behavioral health services, claims processing, recipient services, provider 
services, cost containment services such as utilization management, third party liability, surveillance and utilization review, 
and/or pharmacy services. This provision does not include, for example, purchase orders. In addition, the vendor must provide 
written information to the DHCFP prior to the awarding of any contract or Subcontract regarding the disclosure of the vendor’s 
ownership interests of five percent (5%) or more in any delegated entity or Subcontractor. 


F. As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the procedures set forth in 
Attachment D, Contract Form. 


G. Subcontractor contracts may not be structured to provide financial or other incentives to providers and subcontractors for 
denying, reducing or limiting medically necessary services. 


H. The use of “gag” clauses in subcontractor contracts is prohibited. 


We accept and acknowledge that we may, as specified below, rely on subcontractors to perform 
and/or arrange for the performance of services to be provided to enrolled recipients on whose 
behalf DHCFP makes capitation payments to us. Notwithstanding the use of subcontractor(s), 
we accept and acknowledge our obligation and responsibility under this contract as follows: 


• For the provision of and/or arrangement for the services to be provided under this contract 
and to ensure the coordination of care between medical, behavioral and social needs is 
maintained. 


• For the evaluation of the prospective subcontractor’s ability to perform the activities to be 
delegated. 


• For the payment of any and all claims payment liabilities owed to providers for services 
rendered to enrolled members, for which a subcontractor is the primary obligor provided 
that the provider has exhausted its remedies against the subcontractor; provided further 
that such provider would not be required to continue to pursue its remedies against the 
subcontractor in the event the subcontractor becomes insolvent, in which case the provider 
may seek payment of such claims from us. For the purposes of this section, the term 
“Insolvent” will mean: 


– The adjudication by a court of competent jurisdiction or administrative tribunal of a 
party as a bankrupt or otherwise approving a petition seeking reorganization, 
readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; or 


– The appointment by such a court or tribunal having competent jurisdiction of a 
receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any 
substantial part of its property upon the application of any creditor or other party 
entitled to so apply in any insolvency or bankruptcy proceeding or other creditor’s suit. 
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• For the oversight and accountability for any functions and responsibilities delegated to 
any subcontractor, we will indemnify, defend and hold the State of Nevada, the DHCFP 
and their officials, representatives and employees harmless from any and all liabilities, 
losses, settlements, claims, demands, and expenses of any kind (including but not limited to 
attorneys’ fees) which are related to any and all claims payment liabilities owed to 
providers for services rendered to enrolled recipients under this RFP for which a 
subcontractor is the primary obligor. 


• We will submit subcontracts, excluding network provider contracts, to the DHCFP for 
advance written approval to include any subcontract between us and any individual, firm, 
corporation or any other entity engaged to perform part or all of our responsibilities under 
the DHCFP Managed Care Contract. This provision includes, but is not limited to, 
contracts for vision services, mental or behavioral health services, claims processing, 
recipient services, provider services, cost containment services such as utilization 
management, third party liability, surveillance and utilization review, and/or pharmacy 
services. This provision does not include, for example, purchase orders. In addition, we 
will provide written information to the DHCFP prior to the awarding of any contract or 
subcontract regarding the disclosure of our ownership interests of five percent or more in 
any delegated entity or subcontractor. 


• As part of our provider contracting and subcontracting, we will comply with the 
procedures set forth in Attachment D, Contract Form. 


• Subcontractor contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary 
services. 


• We understand the use of “gag” clauses in subcontractor contracts is prohibited. 


3.7.5 Access and Availability 
The vendor shall: 
3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 
3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance with access standards, 


and take appropriate corrective action, if necessary, to comply with such access standards. 
3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address issues and opportunities 


to improve health care access and availability for Medicaid and CHIP recipients. 
3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations through county and state 


public health clinics. 
3.7.5.5 Promotion of care management and early intervention services shall be accomplished by completing welcome calls and/or 


visits to new recipients. This method ensures that an orientation with emphasis on access to care, choice of PCP and 
availability of an initial health risk screening occurs proactively with each recipient who becomes enrolled. If a screening 
risk level determines need for further care management a care management referral will be completed. 


Provider access and availability is critical to our network management. We ensure adequate 
physical and geographic access to covered services for all of our members. On a quarterly 
basis, we use GeoAccess and Quest Analytics (Quest ACC) report mapping solutions to 
monitor provider network accessibility, identify network gaps, and confirm continued 
compliance with time and distance standards. Additional tools include member complaint data 
related to network access, LOA monitoring for out of network needs, and member-to-provider 
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ratios. The member and provider steering committee (MPSC) reviews these reports on a 
regular basis. If they identify network gaps for any specialty or in any region, they alert 
provider relations staff to take immediate corrective action and initiate targeted provider 
recruitment activities. 


We will actively partner with DHCFP, community providers, and stakeholders to identify and 
address issues and opportunities to improve healthcare access and availability for Medicaid 
and CHIP recipients. We will ensure access to health screenings, reproductive services, and 
immunizations through county and state public health clinics. Our approach promotes care 
management and early intervention services accomplished by completing welcome calls and/or 
visits to new recipients. We ensure that an orientation with emphasis on access to care, choice 
of PCP and availability of an initial health risk screening occurs proactively with each 
member upon enrollment. If a screening risk level determines need for further care 
management, a care management referral will be completed.  


3.7.5.6 Adequate Network 
Maintain an adequate network that ensures the following: 
A. PCP-To-Recipient Ratios 
The vendor must have at least one (1) full-time equivalent (FTE) primary care provider, considering all lines of business for that 
provider, for every one thousand five hundred (1,500) recipients per service area. However, if the PCP practices in conjunction with 
a health care professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per 
service area. 
B. PCP Network Requirements 
Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting eligible recipients per service area. 
This ratio cannot exceed the FTE requirement. In no case may a single provider accept more recipients than allowed by the FTE 
requirement. 
C. Primary Care Provider Participation 
Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must contractually agree to accept eligible 
recipients. At least fifty percent (50%) of the aforementioned PCPs must accept eligible recipients at all times. If the vendor has a 
contract with a Federally Qualified Health Center (FQHC) and/or the University of Nevada Medical School, the physicians of the 
MCOs can be counted to meet the fifty percent (50%) participation and fifty percent (50%) acceptance requirement. The DHCFP or 
its designee may audit the vendor’s network monitoring tool for compliance. 
D. Physician Specialists 
The vendor must provide access to all types of physician specialists for PCP referrals, and it must employ or contract with 
specialists in sufficient numbers to ensure specialty services are available in a timely manner. The vendor should provide access to 
at least two specialists/subspecialists in their service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one 
(1) specialist per one thousand five hundred recipients per service area (1:1,500). 
These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of physician specialist availability by specific 
service area. 
If a recipient is unable to arrange specialty care from a network provider, the vendor must arrange for services with a provider 
outside the vendor’s network. 


Our contracting goal for our Nevada Medicaid and Check Up program network is to meet or 
exceed the minimum PCP-to-member ratios, considering all lines of business for that 
provider, of one full-time equivalent PCP to 1,500 members per services area or one PCP to 
1,800 members if the PCP practices in conjunction with a healthcare professional.  


Our sister health plans nationwide use the following provider types to serve as PCPs: internal 
medicine practitioners; family practitioners; general practitioners; advanced practice nurses; 
physician assistants practicing under the supervision of a physician specializing in family 
practice, internal medicine, pediatrics or obstetrics/gynecology; and providers within FQHCs 
and RHCs and similar community clinics.  
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The quality of our primary care service networks supporting our sister health plans is 
enhanced by recognizing all provider types who deliver primary care as PCPs, as well as 
physician extenders who can apply the full scope of practice privileges allowed by certification 
and licensure. This policy enables our network physicians to have more time to care for more 
complex patients.  


Further augmenting our traditional Medicaid networks, we also manage networks of qualified 
providers through several primary care clinics supporting historically underserved 
communities in multiple states. Combined, these dedicated providers are responsible for more 
than 162,000 primary care visits each year. 


In the event a ratio cannot be achieved, we will seek to contract with PCPs in contiguous 
counties or service areas. Our PCP network will at all times meet the FTE requirements for 
accepting eligible recipients per service area. We understand that the ratio cannot exceed the 
FTE requirement and in no case will a single provider be able to accept more members than 
allowed by the FTE requirement. 


Per geographic service area, at least 50% of all network PCPs will be contractually required to 
accept eligible members. At least 50% of the aforementioned PCPs must accept eligible 
recipients at all times. If we have a contract with a Federally Qualified Health Center (FQHC) 
and/or the University of Nevada Medical School, the physicians can be counted to meet the 
50% participation and 50% acceptance requirement. We understand and accept that DHCFP 
or its designee may audit our network monitoring tool for compliance. 


Our Nevada Medicaid and Check Up programs network will provide access to all types of 
physician specialists for PCP referrals, and we will employ or contract with specialists in 
sufficient numbers to ensure specialty services are available in a timely manner. We will 
provide access to at least two specialists/subspecialists in each service area. We will meet or 
exceed the minimum ratio for specialists (i.e., those who are not PCPs) of one specialist per 
one thousand five hundred recipients per service area. We understand these ratios may be 
adjusted by DHCFP for under-served areas, upon the analysis of physician specialist 
availability by specific service area. If a member is unable to arrange specialty care from a 
network provider, we will arrange for services with a provider outside our network. 


Further, our provider network adequacy standards, supported by written policies and 
procedures, will be specifically designed to comply with all applicable program and contract 
requirements, and ensure consistent adherence to access and availability standards for all 
provider types, including a diverse range of specialty providers for all service areas. 
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When establishing and maintaining the provider network or requesting enrollment level 
increases, we review each covered service and related provider type independently to ensure 
adequate network capacity, and take the following into consideration: 


• Anticipated number of members 


• Expected utilization of services, taking into consideration the characteristics and 
healthcare needs of specific Medicaid populations represented 


• Numbers and types (in terms of training, experience and specialization) of providers 
required to furnish covered services 


• Numbers of participating providers who are not accepting new members 


• Geographic location of providers and members, considering distance, travel time, the 
means of transportation ordinarily used by members and whether the location provides 
physical access for Medicaid members with disabilities 


For immediate service issues, our care managers will identify the need for non-contracted 
specialty providers and coordinate with our provider contracting department to facilitate single 
case agreements. Continued use of non-contracted specialty providers will be reported to our 
network management and operations department for inclusion in network evaluations. In the 
long term, all issues related to specialty provider access will be reported to and reviewed by the 
network management and operations department and the quality improvement committee to 
ensure that a long-term solution is established. 
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3.7.5.7 Consistent Access to Covered Services 
Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as follows: 
A. Emergency Services 
Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) days a week, with unrestricted 
access, to enrolled recipients who present at any qualified provider, whether a network provider or an out-of-network provider. 
B. PCP Appointments 


1. Medically necessary, primary care provider appointments are available within two (2) calendar days; 
2. Same day, urgent care PCP appointments ; and 
3. Routine care PCP appointments are available within two (2) weeks. The two (2) week standard does not apply to regularly 


scheduled visits to monitor a chronic medical condition if the schedule calls for visits less frequently than once every two 
(2) weeks. 


C. Specialist Appointments 
For specialty referrals to physicians, therapists, behavioral health services, vision services, and other diagnostic and treatment 
health care providers, the vendor shall provide: 


1. Same day, emergency appointments within twenty-four (24) hours of referral; 
2. Urgent appointments within three (3) calendar days of referral; 
3. Routine appointments within thirty (30) calendar days of referral; and 
4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


D. Prenatal Care Appointments 
Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


1. First trimester within seven (7) calendar days of the first request; 
2. Second trimester within seven (7) calendar days of the first request; 
3. Third trimester within three (3) calendar days of the first request; and 
4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or maternity care provider, 


or immediately if an emergency exists. 


We will ensure members’ access to covered services is consistent with the degree of urgency, 
as follows: 


• Emergency services are provided immediately on a 24/7 basis, with unrestricted access, to 
members who present at any qualified provider, whether a network provider or an out-of-
network provider. 


• Medically necessary, primary care provider appointments are available within two 
calendar days with the exception of urgent care PCP appointments which are made 
available same day. Routine care PCP appointments are available within two weeks. This 
standard does not apply to regularly scheduled visits to monitor a chronic medical 
condition if the schedule calls for visits less frequently than once every two weeks. 


• For specialty referrals to physicians, therapists, behavioral health services, vision services, 
and other diagnostic and treatment healthcare providers, we will provide: 


– Same day, emergency appointments within twenty-four hours of referral 


– Urgent appointments within three calendar days of referral 


– Routine appointments within thirty calendar days of referral 


– Access to a child/adolescent specialist(s) when requested by the parent(s) 
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• Initial prenatal care appointments will be provided for enrolled pregnant members as 
follows: 


– First trimester within seven calendar days of the first request 


– Second trimester within seven calendar days of the first request 


– Third trimester within three calendar days of the first request 


– High-risk pregnancies within three calendar days of identification of high risk or 
immediately if an emergency exists 


3.7.5.8 Appointment Standards 
The vendor shall have established written policies and procedures: 
A. Disseminating its appointment standards to all network providers, and must assign a specific staff member of its organization to 


ensure compliance with these standards by the network. 
B. Concerning the education of its provider network regarding appointment time requirements, the vendor shall: 


1. Monitor the adequacy of its appointment process and compliance; and 
2. Implement a Plan of Correction (POC) when appointment standards are not met. 


Our established written policies and procedures for appointment standards are disseminated to 
all network providers. Our provider services representatives are responsible for ensuring 
compliance with these standards by the network. As part of our provider education process, we 
continuously monitor the adequacy of the appointment process and compliance and 
implement appropriate corrective action when appointment standards are not met.  


3.7.5.9 Office Waiting Times 
The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or specialist’s office is no more than one (1) 
hour from the scheduled appointment time, except when the provider is unavailable due to an emergency. Providers are allowed to 
be delayed in meeting scheduled appointment times when they “work in” urgent cases, when a serious problem is found, or when 
the patient has an unknown need that requires more services or education than was described at the time the appointment was 
scheduled. 


Our written guidelines require that a member’s waiting time at the PCP’s or specialist’s office 
is no more than one hour from the scheduled appointment time, except when the provider is 
unavailable due to an emergency. Providers will be allowed to be delayed in meeting scheduled 
appointment times when they “work in” urgent cases, when a serious problem is found, or 
when the patient has an unknown need that requires more services or education than was 
described at the time the appointment was scheduled. 


3.7.5.10 Access Exceptions 
Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to access standards set forth in this RFP. 
Such justifications shall include alternative standards that are equal to or better than the usual and customary community standards 
for accessing care. 


We will document and submit to DHCFP, in writing within 15 days, justification for 
exceptions to access standards set forth in this RFP. Such justifications will include 
alternative standards that are equal to or better than the usual and customary community 
standards for accessing care. 
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3.7.5.11 Provider Terminations 
A. The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of receipt or issuance of the 


termination notice, to each recipient who received his/her primary care from, or was seen on a regular basis by the terminated 
provider. 


B. If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP Provider Enrollment Unit 
within five (5) business days. 


C. The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all 
documentation, data, or records obtained, reviewed, or relied on by the vendor including but not limited to: 
1. Provider/patient files. 
2. Audit reports and findings. 
3. Medical necessity reviews. 


D. If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions 
related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG. 


We will give written notice of termination of a contracted provider, within 15 days of receipt or 
issuance of the termination notice, to each member who received his/her primary care from, or 
was seen on a regular basis by the terminated provider. If we decredential, terminate, or 
disenroll a provider, we will inform the DHCFP Provider Enrollment Unit within five business 
days. We will at a minimum provide DHCFP the basis, reasons or causes for such action and 
any and all documentation, data, or records obtained, reviewed, or relied on including but not 
limited to: 


• Provider/patient files 
• Audit reports and findings 
• Medical necessity reviews 


We understand that if the decredentialing, termination or disenrollment of a provider is due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse, DHCFP is 
responsible for notifying the MFCU or HHS-OIG. 


3.7.5.12 Notification of Significant Network Changes 
A. The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected change that would impair 


its provider network. This notification shall include: 
1. Information about the nature of the change and how the change will affect the delivery of covered services; and 
2. The vendor’s plans for maintaining the quality of recipient care if the provider network change is likely to result in deficient 


delivery of covered services. 
B. The vendor must notify the DHCFP of any change in its network that will substantially affect the ability of recipients to access 


services as soon as the change is known, or not later than fifteen (15) calendar days prior to the change. 


We will notify DHCFP designated staff, within one business day, of any unexpected change 
that would impair our provider network. This notification will include: 


• Information about the nature of the change and how the change will affect the delivery of 
covered services 


• Our plans for maintaining the quality of member care if the provider network change is 
likely to result in deficient delivery of covered services 


We will notify DHCFP of any change in our network that will substantially affect the ability of 
recipients to access services as soon as the change is known, or not later than 15 calendar 
days prior to the change. 
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3.7.5.13 Prohibited Practices 
The vendor shall take affirmative action so that recipients are provided access to covered medically necessary services without 
regard to race, national origin, creed, color, gender, gender identity, sexual preference, religion, age, and health status, physical or 
mental disability, except where medically indicated. Prohibited practices include, but are not limited to, the following: 
A. Denying or not providing an enrolled recipient a covered service or available facility; 
B. Providing an enrolled recipient a covered service which is different, or is provided in a different manner, or at a different time 


from that provided to other recipients, other public or private patients, or the public at large; 
C. Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the receipt of any covered 


medically necessary service, except where medically indicated; 
D. The assignment of times or places for the provision of services on the basis of race, national origin, creed, color, gender, 


gender identity, sexual preference, religion, age, physical or mental disability, or health status of the recipient to be served; 
E. The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from 


advising or advocating on behalf of a recipient who is his or her patient: 
1. For the recipient's health status, medical care, or treatment options, including any alternative treatment that may be self-


administered; 
2. For any information the recipient needs in order to decide among all relevant treatment options; 
3. For the risks, benefits, and consequences of treatment or non-treatment; and 
4. For the recipient's right to participate in decisions regarding his or her health care, including the right to refuse treatment, 


and to express preferences about future treatment decisions. 
F. The vendor is prohibited from paying for an item or service (other than an emergency item or service, not including items or 


services furnished in an emergency room of a hospital): 
1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or under this title; 
2. Furnished at the medical direction or on the prescription of a physician, during the period when such physician is excluded 


from participation and when the person furnishing such item or service knew, or had reason to know of the exclusion (after 
a reasonable time period after reasonable notice has been furnished to the person); 


3. Furnished by an individual or entity to whom the state has failed to suspend payments during any period when there is a 
pending investigation of a credible allegation of fraud against the individual or entity, unless the state determines there is 
good cause not to suspend such payments; 


4. With respect to any amount expended for which funds may not be used under the Assisted Suicide Funding Restriction 
Act of 1997; 


5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not covered under the 
Medicaid State Plans; or 


6. For home health care services provided by an agency or organization, unless the agency provides the state with a surety 
bond as specified in Section 1861(o)(7) of the Act. 


G. Charging a fee for a medically necessary covered service or attempting to collect a co-payment. 


If the vendor knowingly executes a subcontract with a provider with the intent of allowing, encouraging, or permitting the 
subcontractor to implement unreasonable barriers or segregate (i.e., the terms of the subcontract are more restrictive than the 
vendor’s contract with the DHCFP or incentives or disincentives are structured to steer enrolled recipients to certain providers) the 
vendor will be in default of its contract with the DHCFP. In addition, if the vendor becomes aware of any of its existing 
subcontractors’ failure to comply with this section and does not take immediate action, it will be in default of its contract with the 
DHCFP. 


We will take affirmative action so that recipients are provided access to covered medically 
necessary services without regard to race, national origin, creed, color, gender, gender 
identity, sexual preference, religion, age, and health status, physical or mental disability, 
except where medically indicated.  


Prohibited practices include, but are not limited to, the following: 


• Denying or not providing an enrolled recipient a covered service or available facility 


• Providing an enrolled recipient a covered service which is different, or is provided in a 
different manner, or at a different time from that provided to other recipients, other public 
or private patients, or the public at large 
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• Subjecting an enrolled recipient to segregation or separate treatment in any manner 
related to the receipt of any covered medically necessary service, except where medically 
indicated 


• The assignment of times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, gender identity, sexual preference, religion, age, 
physical or mental disability, or health status of the recipient to be served 


• We may not prohibit, or otherwise restrict, a healthcare professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a recipient who is his or 
her patient: 


– For the recipient's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered 


– For any information the recipient needs in order to decide among all relevant 
treatment options 


– For the risks, benefits, and consequences of treatment or non-treatment 


– For the recipient's right to participate in decisions regarding his or her healthcare, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions 


• We are prohibited from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital): 


– Furnished by any individual or entity that is excluded from participation under title V, 
XVIII, or XX or under this title 


– Furnished at the medical direction or on the prescription of a physician, during the 
period when such physician is excluded from participation and when the person 
furnishing such item or service knew, or had reason to know of the exclusion (after a 
reasonable time period after reasonable notice has been furnished to the person) 


– Furnished by an individual or entity to whom the state has failed to suspend payments 
during any period when there is a pending investigation of a credible allegation of 
fraud against the individual or entity, unless the state determines there is good cause 
not to suspend such payments 


– With respect to any amount expended for which funds may not be used under the 
Assisted Suicide Funding Restriction Act of 1997 


– With respect to any amount expended for roads, bridges, stadiums, or any other item or 
service not covered under the Medicaid State Plans 


– For home healthcare services provided by an agency or organization, unless the 
agency provides the state with a surety bond as specified in Section 1861(o)(7) of the 
Act 
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• Charging a fee for a medically necessary covered service or attempting to collect a co-
payment 


We understand that if we knowingly execute a subcontract with a provider with the intent of 
allowing, encouraging, or permitting the subcontractor to implement unreasonable barriers or 
segregate (i.e., the terms of the subcontract are more restrictive than our contract with 
DHCFP or incentives or disincentives are structured to steer enrolled recipients to certain 
providers), we will be in default of our contract with DHCFP. In addition, if we become aware 
of any of our existing subcontractors’ failure to comply with this section and do not take 
immediate action, we will be in default of our contract with DHCFP. 


3.7.6 Provider Contracts 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.7.6.10 is replaced with new language. 
3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements with a sufficient number of 


appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically 
necessary covered services. 


3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to execution. In addition, prior 
to distributing or executing any substantive changes or amendments to the base contract, the vendor shall submit drafts of 
standard language for any such contract to the DHCFP for review. Provider contracts must meet all state and federal 
requirements. Vendors are expected to submit all necessary information to demonstrate agreements are complete. The 
vendor shall submit any of its provider contracts to the DHCFP upon request 


3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the 
objectives noted within this RFP. The effort must include outreach to providers who are not currently participating in the 
DHCFP’s medical assistance programs or have a signed agreement but do not actively accept eligible recipients. 


3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for 
completion of the Medicaid provider enrollment. However, vendors may enter into single case agreements with non-
Medicaid providers as needed. Any provider located outside of the state of Nevada must be licensed in their home state of 
practice in order to enter into a single case agreement with a vendor. 


3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this monitoring on its providers, 
and for disciplining providers who are found to be out of compliance with the vendor’s medical management standards. 
The vendor must submit these policies and procedures to the DHCFP within ten (10) business days of the 
implementation. 


3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social Security Act and the reporting 
requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1). The vendor must provide 
information regarding its physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada Check Up recipient, 
upon request. The rules and guidelines for physician incentive plans also apply to the vendor’s subcontractors. 


3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers and subcontractors for 
denying, reducing, or limiting medically necessary services to a recipient. 


3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 
3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of the request. 
3.7.6.10 The vendor will support and participate in any future grants awarded to Medicaid that affect MCOs or MCO recipients. 
3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment. 


We will execute and maintain, for the term of the contract, written provider agreements with a 
sufficient number of appropriately credentialed, licensed, or otherwise qualified providers to 
provide enrolled recipients with all medically necessary covered services. We will provide, for 
DHCFP review, a copy of our base provider contract prior to execution. In addition, prior to 
distributing or executing any substantive changes or amendments to the base contract, we will 
submit drafts of standard language for any such contract to DHCFP for review. Provider 
contracts will meet all State and federal requirements, and we will submit all necessary 
information to demonstrate agreements are complete. Upon DHCFP request, we will submit 
any of our provider contracts. 
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Timing and other events associated with our provider recruitment efforts will occur in a 
manner that will ensure meeting the objectives noted within the RFP. This will include 
outreach to providers who are not currently participating in DHCFP’s medical assistance 
programs or have a signed agreement but do not actively accept eligible recipients. Prior to 
becoming a network provider, a provider who is a non-Medicaid provider will be referred to 
DHCFP for completion of the Medicaid provider enrollment. However, we will enter into 
single case agreements with non-Medicaid providers as needed. Any provider located outside 
of the State of Nevada will be licensed in their home state of practice in order to enter into a 
single case agreement with us. 


We have written policies and procedures for monitoring our network providers. Providers who 
are found to be out of compliance with our medical management standards are disciplined. 
Action plans address identified issues, and results are reported to the member-provider 
satisfaction committee. Through this process, we inform the provider network, stay current on 
provider issues, and minimize compliance issues to ensure positive member outcomes. The 
quality improvement committee monitors implementation of interventions and analyzes 
ongoing issues to identify further actions. Interventions might include targeting providers for 
additional training, adding new clinic or telemedicine capabilities, or admitting new providers 
to the network. Providers with a pattern of non-compliance or non-performance are subject to 
additional corrective action, up to and including termination. In the case of termination, we 
ensure minimal-to-no member care impact, network adequacy, and timely provider 
reimbursement. Policies and procedures will be submitted to DHCFP within 10 business days 
of the implementation. 


Our physician incentive plan will comply with section 1876 of the Social Security Act and the 
reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) 
(1). We will provide information regarding our physician incentive plan(s) to the State, CMS, 
and any Medicaid and Nevada Check Up recipient, upon request. The rules and guidelines for 
physician incentive plans also apply to our subcontractors. 


Provider contracts will not be structured to provide financial or other incentives to providers 
and subcontractors for denying, reducing, or limiting medically necessary services to a 
recipient. Further, “gag” clauses are prohibited from use in all of our provider contracts. All 
provider contracts will be made available to DHCFP within five business days of the request. 
We will support and participate in any future grants awarded to Medicaid that affect MCOs or 
MCO recipients. Finally, we acknowledge that we are subject to ACA requirements for 
Medicaid enrollment. 
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3.7.7 Provider Directory 
The vendor will publish its provider directory which includes all providers including FQHCs, and any subcontractors’ provider 
directory via an Internet website upon contract implementation and will update the website on a monthly basis for all geographic 
service areas. Listed providers in the MCO network must be active, currently providing care or accepting new patients on behalf of 
the MCO and the provider’s demographic data must be accurate. The vendor will provide the DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by the DHCFP, the vendor must confirm the network 
adequacy and accessibility of its provider network and any subcontractor’s provider network. When queried at least 90% of listed 
providers will confirm participation in the vendor’s network. 
On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the DHCFP a list of all providers who 
have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, decredentials or been removed from the 
active provider enrollment in the previous month. If the provider has been terminated, decredentials or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP upon termination within five (5) business days. 


We will publish our provider directory, which includes all providers, including FQHCs, and 
any subcontractors’ provider directory, through a website upon contract implementation and 
will update the website on a monthly basis for all geographic service areas. Providers listed in 
our network will be active, currently providing care or accepting new patients and will have 
accurate demographic data. We will provide DHCFP with the most current provider directory 
upon award for each geographic service area. Upon request by DHCFP, we will confirm the 
network adequacy and accessibility of our provider network and any subcontractor’s provider 
network. When queried at least 90% of listed providers will confirm participation in our 
network. 


On a monthly basis, no later than the 10th day of the month, we will submit a list of all 
providers to DHCFP that have been enrolled and a list of all providers that have disenrolled, 
deactivated, terminated, decredentialed or been removed from active provider enrollment in 
the previous month. If the provider has been terminated, decredentialed or disenrolled, the 
cause and all required documentation of the termination will be supplied to DHCFP upon 
termination within five business days. 


3.7.8 Provider and Recipient Communications 
All general communications to recipients must be written at an eighth (8th) grade level of understanding reflecting cultural 
competence and linguistic abilities. The DHCFP must approve initial mass letter mailings and brochures or any subsequent change 
in content for recipients, exclusive of medical educational and disease management information, prior to release. If the DHCFP does 
not respond within ten (10) business days the vendor may consider the communication approved. This provision does not pertain to 
communications on specific topics to individual recipients. 


All general communications to members will be written at an eighth grade level of 
understanding reflecting cultural competence and linguistic abilities. We understand DHCFP 
must approve initial mass letter mailings and brochures or any subsequent change in content 
for recipients, exclusive of medical educational and disease management information, prior to 
release. If DHCFP does not respond within 10 business days, we will consider the 
communication approved. We understand that this provision does not pertain to 
communications on specific topics to individual recipients. 


3.7.8.1 Provider Policy and Procedure Manual 
A. The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure Manual for each distinct 


class of provider. The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall 
maintain documentation verifying that the provider manual is reviewed and updated at least annually. 


B. Upon approval of the DHCFP, the vendor may publish the manual material related to more than one category of provider in a 
single volume. The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and 
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must update all copies of the manual in each provider’s possession when changes are made by the vendor. Provider update 
notices sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are made by the 
vendor. The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual 
updates to each provider practice where several providers within the practice are participants in the network. One (1) hard copy 
and one (1) electronic copy of the Provider Manual shall be provided to the DHCFP. That electronic copy must be updated with 
the same frequency as the hardcopy manual copies furnished to providers. The manual shall include, at a minimum, the 
following information: 
1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 
2. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient 


enrollment data to participating providers; 
3. Prior authorization procedures and requirements; 
4. The procedures for claims administration; 
5. Provider credentialing criteria; 
6. Provider network management; 
7. The benefits and limitations available to enrolled recipients under the program, including any restrictions on recipients’ 


freedom of choice imposed by the program and any/all payment obligations; 
8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all pertinent 


information necessary to submit a clean claim in a timely manner; 
9. Procedure to dispute adverse payment and contract decisions; and 
10. Policies and procedures to be implemented by the Vendor to manage quality improvement and recipient service 


utilization. 


We will prepare, subject to the approval of DHCFP, a provider policy and procedure manual 
for each distinct class of provider. We will document the approval of the provider manual by 
our medical director, and will maintain documentation verifying that the provider manual is 
reviewed and updated at least annually. 


Upon DHCFP approval, we will publish the manual material related to more than one 
category of provider in a single volume. We will furnish one copy of the manual to each 
provider upon recruitment into the network, and will update all copies of the manual in each 
provider’s possession when changes are made. Provider update notices sent via facsimile, 
mail, and e-mail may be used to update the provider manual when we make changes. We will 
furnish one copy of the manual and one copy of the manual updates to each provider practice 
where several providers within the practice are participants in the network. One hard copy and 
one electronic copy of the provider manual will be provided to DHCFP. The electronic copy 
will be updated with the same frequency as the hardcopy manual copies furnished to 
providers. The manual will include, at a minimum, the following information: 


• The policies and procedures to be implemented to ensure provider contract compliance 


• The procedures governing verification of member eligibility and the process for receiving 
and disseminating member enrollment data to participating providers 


• Prior authorization procedures and requirements 


• The procedures for claims administration 


• Provider credentialing criteria 


• Provider network management 


• The benefits and limitations available to enrolled members under the program, including 
any restrictions on members’ freedom of choice imposed by the program and any/all 
payment obligations 
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• Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner 


• Procedure to dispute adverse payment and contract decisions 


• Policies and procedures to be implemented to manage quality improvement and recipient 
service utilization 


3.7.8.2 Provider Workshops 
The vendor must conduct, at least annually, provider workshops in the geographic service area to accommodate each provider site. 
In addition to presenting education and training materials of interest to all providers, the workshops must provide sessions for each 
discrete class of providers whenever the volume of recent changes in policy or procedures in a provider area warrants such a 
session. All sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering services in 
order to ensure that the recipient is Medicaid-eligible and that claims are submitted to the responsible entity. Individual provider site 
visits will suffice for the annual training requirement. 


We will conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of 
interest to all providers, the workshops will provide sessions for each discrete class of 
providers whenever the volume of recent changes in policy or procedures in a provider area 
warrants such a session. All sessions will reinforce the need for providers to verify member 
eligibility and enrollment prior to rendering services in order to ensure that the member is 
Medicaid-eligible and that claims are submitted to the responsible entity. We understand that 
individual provider site visits will suffice for the annual training requirement. 


To best support the member experience, we will use proven training and continuing education 
methods for our network providers. These methods include in-person provider 
presentations/trainings, webinars, written materials, and “Just the Fax” communications for 
communicating ongoing program changes and/or updates. Our provider manual, newsletter, 
and bulletins will all be accessible 24/7 on our provider portal. We will identify relevant 
training topics through trend tracking and national recommendations, and through provider 
questions submitted to our provider services staff, QIC, or our CMO. We will update and/or 
develop new educational programs and training methods and materials to reinforce program 
quality care goals, and in particular, to engage providers in the delivery of care. 


Manuals will be sent to all new providers within five working days from contract and 
significant time is spent with administrators, physicians, and other applicable staff. Training 
methods will be tailored to provider availability and include scheduled face-to-face office 
visits, group training at public conference sites, self-paced training utilizing our learning 
management system, and/or via webinars. Within 30 days of contracting, we will offer training 
about program requirements and responsibilities and provider-specific information by 
provider type. We will offer additional training time slots for providers unable to participate 
within expected timeframes. Retraining will be offered on a case-by-case basis for providers 
experiencing difficulties meeting contract requirements. Our staff will support and connect 
providers to additional trainings and materials as needed or requested. 
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3.7.8.3 Provider Newsletter 
The vendor must publish a semi-annual newsletter for network providers. Topics may include practice guidelines, policy updates, 
quality management strategies, and other topics of provider interest. 


We will publish and mail a provider newsletter on at least a semi-annual basis, covering such 
topics as practice guidelines, policy updates, quality management strategies, and other items of 
provider interest. For example, a typical newsletter might note recent changes impacting 
providers, general information regarding the plan, updates on quality and compliance 
initiatives, and upcoming training events. 


3.7.8.4 Recipient Newsletter 
The vendor must publish a newsletter for enrolled recipients at least twice per year. The newsletter will focus on topics of interest to 
enrolled recipients and must be written at an eighth (8th) grade level of understanding reflecting cultural competence and linguistic 
abilities. 


The vendor must provide a copy of all newsletters to the DHCFP. Additionally, these newsletters and announcements regarding 
provider workshops must be published on the vendor’s website. 


We will publish a newsletter for members at least twice per year. The newsletter will focus on 
topics of interest to members and must be written at an eighth grade level of understanding 
reflecting cultural competence and linguistic abilities. We will provide a copy of all newsletters 
to the DHCFP. All newsletters and announcements regarding provider workshops will be 
published on our website. 


3.7.9 Network Maintenance 


3.7.9.1 Maintenance of Network 
Maintenance of the network includes, but is not limited to: 
A. Initial and ongoing credentialing; 
B. Adding, deleting, and periodic contract renewal; 
C. Provider education; and 
D. Discipline/termination, etc. 


Maintenance of the network includes, but is not limited to: 


• Initial and ongoing credentialing 
• Adding, deleting, and periodic contract renewal 
• Provider education 
• Discipline/termination, etc. 


Our specific approach to these items has been addressed throughout this proposal section. 
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3.8 Medical Records 
Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled recipient in accordance with 
this RFP. The records shall be available for review by duly authorized representatives of the State and CMS upon request. 
The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and availability, record keeping, 
and record review process for all medical records. Not more than ten (10) calendar days after submitting a request, the State shall 
have access to a recipient’s medical record, whether electronic or paper, and has the right to obtain copies at the vendor’s expense. 
The recipient’s medical record is the property of the provider who generates the record. The vendor shall assist the recipient or the 
parent/legal guardian of the recipient in obtaining a copy of the recipient’s medical records, upon written request, from the provider. 
Records shall be furnished in a timely manner upon receipt of such a request but not more than thirty (30) calendar days from the 
date of request. Each recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the requested medical 
records. The fee for additional copies shall not exceed the actual cost of time and materials used to compile copy and furnish such 
records. 
When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted provider must forward all 
medical records in their possession to the new provider within ten (10) business days from receipt of the request. 
The vendor must participate financially in the HealtHIE Nevada statewide health information exchange as of the effective date of the 
contract. At a minimum, the participation level must be based upon all recipient lives covered under this contract. Additionally the 
plan will fund the PMPM connections for its Medicaid and Nevada Checkup recipients. 
Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable health information disclosed 
electronically. 


In accordance with the RFP requirements, we will ensure that our contracted providers 
maintain accurate and complete medical records for each enrolled recipient. These records 
will be available for review by authorized State and Centers for Medicare and Medicaid 
Services (CMS) representatives upon request. As is standard practice supported by written 
policies and procedures across all of our health plans, we thoroughly vet our providers for 
Health Insurance Portability and Accountability Act (HIPAA) compliance, security, systems, 
and processes prior to contracting with them. Protected Health Information (PHI), including 
recipient medical records, is always protected and safeguarded unless required to conduct 
business or provide healthcare services. 


We will be responsible for handling highly sensitive medical data and related information, and 
take transmitting, storing, and protecting recipient privacy and confidentiality very seriously. 
We comply with all state and federal laws and regulations regarding medical records 
containing PHI and related confidential medical data. We use and disclose PHI in accordance 
with HIPAA requirements and other applicable laws. 


We maintain and regularly review appropriate written policies and procedures specific to 
medical records, to ensure the confidentiality, accessibility and availability, record keeping, 
and review process, and hold our vendors and providers to the same standards. We will make 
medical records available to the State in the appropriate format and at our own expense, 
within 10 calendar days of request submittal. 


Medical records are the property of the providers that generate them. For the Nevada 
Medicaid and Check Up programs, we will develop and implement policies, procedures, and 
contractual requirements for participating provider medical records content and 
documentation in compliance with DHCFP requirements and subject to DHCFP review and 
approval. Upon approval, we will communicate these policies and procedures to our network 
providers and ensure that our records and those of our participating providers document all 
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medical services received by recipients in accordance with State law and are consistent with 
utilization control requirements. 


Across our health plans nationwide, we proactively encourage our providers to use secure 
electronic health records (EHRs) to decrease the potential for medical errors and loss of data. 
We work with our providers to identify barriers they may experience in moving to electronic 
functionality, and we regularly evaluate our in-house tools (e.g., provider Web interface) and 
systems (e.g., claims and encounters management system) to determine areas for process 
improvements. To further encourage our providers to adopt secure EHR management 
technologies and protocols, we also participate in state-sponsored Health Information 
Exchange (HIE) sites nationwide intended to mobilize healthcare information electronically 
and securely across organizations within a certain geography or community. 


We will make requesting and obtaining copies of medical records easy for the recipient or the 
recipient’s parent/legal guardian. Through our secure, HIPAA-compliant recipient and 
provider Web interfaces, recipients, their caregivers (e.g., parent/legal guardian), and 
providers have 24/7 access to pertinent medical records and can request hard copy reports, as 
appropriate. Through the recipient Web interface, recipients have access to a wealth of 
pertinent health information including, but not limited to: 


• Service history 
• Medication history 
• Lab results, 
• Allergy information 
• Service request/authorizations and status 
• Care plan 


Recipients will also be able to download and/or print a record of this information. Recipients 
and providers can also call a toll-free hotline for additional support for accessing recipient 
medical records and other relevant health information and resources (see Proposal Section 
3.6.2, Recipient Services Department/Concierge Services, for more information) 


As appropriate and necessary, we will assist the recipient or the recipient’s parent/legal 
guardian with the process of accessing and/or receiving copies of medical records, and we will 
furnish medical records in a timely manner, upon request. We will furnish these records no 
more than 30 calendar days from the date of request. We acknowledge that each recipient or 
parent/legal guardian of the recipient is entitled to one free copy of the requested medical 
records, and additional copies will be provided at a fee that does not exceed the actual cost of 
the time and materials used to compile, copy, and furnish the records. 


In the event that a recipient changes his or her primary care provider or transitions to a new 
health plan, we have processes to forward all medical records to the new provider within 10 
business days from the receipt of the request. We facilitate a seamless transition of services, 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 


3.8-3 


and our management information system (MIS) is capable of transferring and sharing data 
between MCOs and other providers as needed to meet contract requirements. 


Integrated as part of our MIS described in Proposal Section 3.14, Management Information 
System, we maintain a secure and HIPAA-compliant multi-level medical management system 
and Web-based care management system that ensures secure entry, access, storage, and 
transfer of PHI and other critical medical data, while also aiding, tracking, and improving 
patient outcomes, as well as summarizing data for reporting of key performance indicators. 
Further, our electronic data interchange (EDI) solution complies with all EDI and HIPAA 
requirements for data transfer and acquisition. 


As an awarded vendor, we will contract with and participate financially in the HealtHIE 
Nevada statewide HIE as of the effective date of the contract (e.g., we will fund the PMPM 
connection fee for our Medicaid and Nevada Checkup recipients). Our systems and 
technology infrastructure is designed to support this effort, and we are highly experienced in 
the area of integrating systems for the secure electronic exchange of health information 
among providers, contractors, other MCOs, and state and government entities. 


We are currently, and on an ongoing basis, actively engaged with a number of state Medicaid 
agencies nationwide to develop and integrate HIE capabilities, which enables us to 
share/receive real-time recipient clinical and health-related information with/from state 
agencies. These initiatives allow for the timely availability of Medicaid recipient data and help 
improve care coordination and management of recipient care. Our scalable HIE platform 
allows for a seamless, single pane view of various recipient and related provider information. 
The platform provides a unique view of the recipient’s history and related care coordination 
and management activities, including information regarding enrollment, eligibility 
information, calls, HEDIS information, EHR, provider information, encounters, claims, care 
plans, lab data, and pharmacy data. This view allows our case managers to derive better 
planning, tracking, and decisions. 


We will work with the State to help achieve HIE objectives that allow widespread adoption and 
meaningful use of EHR. Our participation level will be based upon all lives covered under the 
contract, and we will fund the PMPM connections for Nevada Medicaid and Check Up 
recipients. 


Recipients will not be allowed to opt out of having their individually identifiable health 
information (i.e., PHI) disclosed electronically. Our policies and procedures generally limit 
the use and disclosure of a recipient’s PHI to the following: 


• For treatment, payment, and healthcare operations; 


• To the recipient or the recipient’s personal representative (e.g., parent or legal guardian); 


• To the Secretary of the U.S. Department of Health and Human Services; and 
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• As otherwise required or permitted by law, such as for public health purposes, legal 
proceedings, law enforcement, healthcare oversight activities (e.g., grievances, peer review, 
HEDIS studies, quality improvement program, and risk adjustment). 


For all other releases of a recipient’s PHI, the recipient or their personal representative must 
sign a written authorization consenting to the release of the information. Our policy is to limit 
releases of PHI to the minimum necessary information to perform a transaction or process or 
to respond to a request for information. Our staff must follow specified procedures to verify 
the identity and authority of the recipient prior to releasing PHI. 
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3.9  Quality Assurance Standards 
3.9.1 Overview 
The common goal of the managed care program is a successful partnership with quality health plans to provide care to the DHCFP 
recipients, while focusing on continuous quality improvement. The current recipient population encompasses the FMC Medicaid 
eligibility category, Nevada Check Up/CHIP, and AO populations. Traditionally, the Medicaid population is a high-risk, high-volume 
user of health care services. 
The role of managed care is to ensure accessibility and availability to appropriate health care, provide for continuity of care, and 
provide quality care to enrolled recipients. A major focus of managed care is health promotion and disease prevention. The 
aforementioned populations benefit from targeted preventive health care services, the quality and availability of which are monitored 
and evaluated by the DHCFP in conjunction with the DHCFP’s EQRO contractor. The vendor is required to work collaboratively with 
the DHCFP and the EQRO in these quality monitoring and evaluation activities. The vendor will designate a lead person to work 
with the DHCFP on quality management. By virtue of the DHCFP’s contract with the EQRO and the federal regulations which set 
forth the State’s mandates for an EQRO, the vendor will be required to provide reporting data beyond that stipulated in this section 
and will participate in those additional EQRO activities as assigned and required by the DHCFP. 


The common goal of the Nevada Medicaid and Check Up managed care programs is a 
successful partnership with quality health plans to provide care to recipients, while focusing 
on continuous quality improvement. We understand that the current recipient population 
encompasses the FMC Medicaid eligibility category, Nevada Check Up/CHIP, and AO 
populations, and that traditionally, the Medicaid population is a high-risk, high-volume user 
of healthcare services. 


In our managed care role, we will ensure accessibility and availability to appropriate health 
care, provide for continuity of care, and provide quality care to enrolled recipients, while 
keeping a major focus on health promotion and disease prevention. The aforementioned 
populations benefit from targeted preventive health care services, the quality and availability 
of which are monitored and evaluated by DHCFP in conjunction with its EQRO contractor. 
We will work collaboratively with DHCFP and the EQRO in these quality monitoring and 
evaluation activities and will designate a lead person to work with DHCFP on quality 
management. By virtue of DHCFP’s contract with the EQRO and the federal regulations 
which set forth mandates for an EQRO, we will provide reporting data beyond that stipulated 
in the RFP and will participate in those additional EQRO activities as assigned and required. 


With a quality-driven culture and infrastructure in place from our health plan’s inception, we 
draw upon our deep national subject matter expertise from our existing health plans in 
multiple states nationwide in quality program development. We create effective policies and 
procedures, report templates, documentation templates, and QI activities—with many in place 
before final implementation. We proactively employ appropriate tools to quickly assess and 
ensure readiness for comprehensive EQRO onsite reviews and meet or exceed DHCFP 
requirements. 
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3.9.2 Quality Measurements 


3.9.2.1 HEDIS Measures 
All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality Strategy are to be reported for a 
calendar year, using the most current version of National Committee for Quality Assurance (NCQA) HEDIS specifications. HEDIS 
measures may not necessarily correspond to the contract periods, but may overlap them. The DHCFP and/or the EQRO may 
conduct on-site review as needed to validate medical measures reported. The vendor must use audited data, and is responsible for 
ensuring all updates to the measure are reflected in the final, reported rates. The DHCFP reserves the right to require the vendor to 
conduct special focus studies and report on additional quality measures when requested. 


All HEDIS measures in Nevada’s Quality Strategy will be reported for a calendar year, using 
the most current version of NCQA HEDIS specifications, whether they correspond with the 
contract periods or overlap them. If selected as a vendor, we will use audited data and ensure 
that all updates to the measure are reflected in the final, reported rates. We acknowledge the 
expectation of onsite audits for validating medical measures reporting and the right of 
DHCFP to require us to conduct special focus studies and quality measures reporting when 
requested. 


Our monitoring of HEDIS and other standard measures helps assess if recipients are 
receiving services adequately. We monitor HEDIS rates monthly and perform a year-over-year 
comparison to assess the projected final rate and progress compared to the prior year. The 
monthly HEDIS-based scorecards provide information on improvement over time and 
progress towards goals through a comparative view of a provider’s current year against 
previous year performance measures and goal(s). When low performance themes or trends are 
identified, such as low rates in certain measures among the majority of provider sites, we focus 
intervention efforts on addressing contributing factors such as coding, missed opportunities, 
or whether recipients receive the service at another PCP facility site. 


We collect and report the rates for eligible HEDIS measures publicly in Quality Compass, the 
NCQA health care plan comparative tool. By collecting and reporting these rates, we can 
contribute to national quality benchmarks. We also voluntarily report our final rates for 
inclusion in NCQA’s annual Health Insurance Plan Ratings. Participation helps in 
identifying improvement opportunities and actively making changes to achieve higher quality 
outcomes. 


Additionally, we have an automated recipient treatment and appointment reminder system 
activated within a HEDIS tracking system. We track and monitor results to support the 
provision of follow up care at appropriate clinical intervals. System alerts flag recipients who 
miss services and prompt recipient services representatives to remind the recipient to obtain 
those services during incoming recipient calls. In addition, a HEDIS team makes outbound 
calls where needed services are identified. These calls to recipients and caregivers identify 
barriers to keeping the appointments. Barriers are tracked and presented to the quality team 
for review and exploration of potential interventions. 


It is an ongoing best practice for our quality and care teams to not only monitor and audit 
HEDIS results for reporting, but also to actively and purposefully use these results for 
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improving recipient care and services. We work to continually improve our HEDIS results and 
reflect this goal in our reporting. 


3.9.2.2 Performance Measures 
On an annual basis, MCO’s are required to report on all performance measures listed in the State Quality Strategy. 


If selected as an MCO for the State, we will report annually on all performance measures 
listed in the State Quality Assessment and Performance Improvement Strategy (Quality 
Strategy) 2016 – 2017. 


3.9.2.3 Quality Strategy Bonus Pool 
Beginning in the third year of this contract period, on July 1 of each year, the vendor may be eligible for a bonus pool payment for 
each of the quality strategy identified, audited HEDIS measures (calculated from the preceding calendar year's data) for which 
significant improvement, based on the DHCFP methodology, identified in Attachment U ~ Pay for Performance (P4P), has been 
demonstrated. 


As a selected vendor for the State, we will work to demonstrate significant improvement based 
on DHCFP methodology, with the goal of aligning quality strategies with key areas of 
population health needs and P4P goals. We appreciate the State’s incorporation of a bonus 
pool payment opportunity, beginning in the third year of the contract period and achievable 
annually, as based on preceding calendar year data for identified and audited HEDIS 
measures. 


3.9.2.4 Pregnancy 
A. Standard 


1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided with quality prenatal 
care. Quality prenatal care provides for increased access to prenatal services, and ensures necessary monitoring of high-
risk pregnancies to obtain healthy birth outcomes. 


2. The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal care in 
accordance with community standards of practice and the MSM. 


We will take affirmative steps to ensure eligible pregnant Medicaid recipients are provided 
with quality prenatal care that provides for increased access to prenatal services and ensures 
necessary monitoring of high-risk pregnancies to obtain healthy birth outcomes. 


Our existing prior authorization policies and procedures supporting our health plans 
nationwide are consistent with the provision of prenatal care in accordance with community 
standards of practice and the MSM. 


We utilize new unborn and Medicaid enrollment lists weekly to identify recipients eligible for 
prenatal care. Outbound calls are conducted by nurses to welcome these recipients to our 
pregnancy program, educate them about proper early and ongoing prenatal care, and answer 
questions they may have about their pregnancy. If needed, customer service or the nurses can 
assist these recipients in identifying participating providers for appropriate prenatal care. 
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3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health 
Assessments/Early Periodic Screening Diagnosis and Treatment 
(EPSDT)/Healthy Kids 


A. Standard 
1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to the national average 


for EPSDT screenings. Well Child Care promotes healthy development and disease prevention in addition to possible 
early discovery of disease and appropriate treatment. 


2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not be limited to: 
policy/procedure for EPSDT, service delivery, data tracking and analysis, language in primary care provider contracts, and 
the process for notification of recipients. Vendor internal quality assurance of the EPSDT program shall include monitoring 
and evaluation of the referrals that are the result of an EPSDT screening. 


B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal fiscal 
year (FFY), October 1st through September 30th. The vendor is required to submit the final CMS 416 Report to the DHCFP no 
later than March 1st after the FFY reporting period concludes. The vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year. The vendor is required to complete all line items of the CMS 416 Report 
and submit separate reports for the NCU, FMC, and CHIP Medicaid expansion. 
1.  If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than the Quality 


Improvement System for Managed Care (QISMIC) improvement measure, as determined by the DHCFP or its contracted 
EQRO, the DHCFP may require the vendor to submit a Plan of Correction (POC) to the DHCFP. 


We will take affirmative steps to achieve at least a participation rate greater than or equal to 
the national average for EPSDT screenings. We recognize that Well Child Care promotes 
healthy development and disease prevention in addition to possible early discovery of disease 
and appropriate treatment. 


DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but 
not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, 
language in primary care provider contracts, and the process for notification of recipients. 
Our internal quality assurance of the EPSDT program will include monitoring and evaluation 
of the referrals that are the result of an EPSDT screening. 


We will submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of 
the federal fiscal year (FFY), October 1st through September 30th. We agree to submit the 
final CMS 416 Report to the DHCFP no later than March 1st after the FFY reporting period 
concludes. We will also send a quarterly report in order to track our progress throughout the 
year and will complete all line items of the CMS 416 Report, submitting separate reports for 
the NCU, FMC, and CHIP Medicaid expansion. 


We understand that vendors who cannot satisfactorily demonstrate to the DHCFP at least a 
participation rate not less than the Quality Improvement System for Managed Care (QISMIC) 
improvement measure, as determined by the DHCFP or its contracted EQRO, may be required 
to submit a Plan of Correction (POC) to the DHCFP. 


3.9.2.6 Immunizations 
A. Standard 
The vendor shall ensure Age appropriate immunizations (according to current Advisory Committee on Immunization Practices 
(ACIP) schedule). 


We will ensure age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule). 
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3.9.2.7 Mental Health 
A. Standard 
The vendor shall take affirmative steps to ensure that covered medically necessary mental health, substance abuse and mental 
health rehabilitative services are provided to enrolled recipients as required in this RFP. Mental health is an integral part of holistic 
health care. 


We will take affirmative steps to ensure that covered medically necessary mental health, 
substance abuse, and mental health rehabilitative services are provided to enrolled recipients 
as required, recognizing that mental health is an integral part of holistic health care. 


Our services will align with the requirements of the Certified Community Behavioral Health 
Center (CCBHC) grant awarded to Nevada and will complement the activities of the Nevada 
Behavioral Health Planning and Advisory Council (BHPAC). We have reviewed Nevada’s 
Division of Public and Behavioral Health (DPBH) behavioral health (BH) gap analysis and 
State needs assessment reports and acknowledge that addressing these goals, and others, are 
integral in serving recipients in the State: 


• Improving early intervention for mental health and substance abuse 
• Engaging and connecting older Nevadans 
• Addressing disparities, including cultural, racial, regional, linguistic, and economic 
• Offering community-based care and services in the least restrictive settings, including 


online 
• Reaching subpopulations, including: homeless; lesbian, gay, bisexual, transgender, or 


questioning (LGBTQ); at-risk youth; and others, more effectively 
• Providing age-appropriate substance abuse treatment and facilities 
• Preventing suicide and facilitating access to education and care to reduce stigmas 
• Meeting social needs, including housing 


We share the goal of strengthening and supporting a continuum of care driven by stronger 
BH services and systems and resulting in stronger overall outcomes and improved quality of 
life for recipients. 


Our services will complement the CCBHC grant goal of integrating BH into primary care. We 
use a person-centered care management approach to engage recipients and their 
family/caregivers in a system of physical health, BH (including substance use disorder 
treatment), and social supports. This system provides a single, highly individualized plan of 
care that focuses on the abilities and preferences of each recipient and prevents care gaps. 


We will identify recipients with BH and substance abuse needs through screening and health 
assessments performed by our case managers at enrollment and at various times throughout 
the year. Standard assessment tools will comprehensively address substance abuse disorders 
and mental health conditions. Some recipients will experience co-occurring mental health 
and/or substance abuse disorders. Each condition will be addressed to adequately treat the 
needs of the whole person. During the initial and subsequent contacts with our case manager, 
we will engage the recipient in active participation with the care team and in the development 
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of a care plan. Appropriate assessment tools based on specific population needs, for example 
those that screen children, adolescents, and adults based on their developmental stages and 
needs, will also be available for case management. Moreover, we respect a recipient’s 
perspective on their care needs and preferences and will incorporate them into the care 
planning process. 


Once identified and referred for appropriate BH treatment, a recipient’s acute inpatient and 
outpatient medical care will be managed using a whole health approach that encompasses all 
aspects of individual care to encourage and promote adherence to both physical and BH 
treatment plans. 


Our PCPs are contractually required to screen and evaluate recipients for BH problems and 
refer them to a specialist as appropriate, with the recipient’s consent. In addition, PCPs may 
provide clinically appropriate BH services that are within the scope of their practice. We will 
provide training and reference materials for specific BH screening services (e.g., ADHD, 
depression brief screening tools, etc.). Additionally, BH subject matter experts are available to 
assist in referring and engaging recipients in BH treatment once identified by the PCP 
screening process. PCPs are instructed on how to work with the care management team in 
accessing BH care and in continuing to communicate treatment planning needs between the 
medical and BH providers. PCPs will also have materials available regarding best practice 
models and clinical practice guidelines for integrated care delivery. PCP training materials 
will be made available through provider meetings, our provider manual, and Web-based 
resources (with hard copies available upon request). Links to general professional reference 
sources will also be posted including, for example: the Substance Abuse and Mental Health 
Services Administration (SAMHSA), the American Psychiatric Association (APA), the 
American Academy of Pediatrics (AAP), and the American Academy of Child and Adolescent 
Psychiatry (AACAP). 


BH providers will also be contractually required to refer recipients to their PCP for medical 
care, with recipient and/or parental or guardian consent, when physical problems are known 
or suspected. They will also be required to send initial and quarterly (or more frequently if 
clinically indicated) summary reports of a recipient’s BH status to the PCP, with recipient 
and/or parental or legal guardian’s consent, as appropriate. 


Our integrated person-centered care management approach and transitions of care program, 
which assists in transitioning recipients from one setting to another, such as from inpatient to 
outpatient, are designed to address the fragmented care that often occurs with frequent 
inpatient admissions and readmissions. These programs provide additional support for BH 
services to enhance communication between PCPs and BH clinicians. 
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3.9.3 Plan of Correction (POC) Procedure 


3.9.3.1 Identify Improvements for Quality Rates 
The POC should identify improvements and/or enhancements of existing outreach, education and case management activities, 
which will assist the vendor to improve the quality rates/scores. A POC must include, but may not be limited to, the following: 
A. Specific problem(s) which require corrective action; 
B. The type(s) of corrective action to be taken for improvement; 
C. The goals of the corrective action; 
D. The time-table for action; 
E. The identified changes in processes, structure, internal/external education; 
F. The type of follow-up monitoring, evaluation and improvement; and 
G. The vendor staff person(s) responsible for implementing and monitoring the POC. 
H. The POC should also identify improvements and enhancements of existing outreach, and case management activities, if 


applicable. 


Upon contract award, and as applicable, our POC will identify improvements and/or 
enhancements of existing outreach, education, and case management activities, which will 
assist us in improving quality rates/scores. Our POC will include, but may not be limited to, 
the following: 


• Specific problem(s) which require corrective action 
• The type(s) of corrective action to be taken for improvement 
• The goals of the corrective action 
• The time-table for action 
• The identified changes in processes, structure, internal/external education 
• The type of follow-up monitoring, evaluation and improvement 
• The staff person(s) responsible for implementing and monitoring our POC 


Our POC will also identify improvements and enhancements of existing outreach, and case 
management activities, if applicable. 


Our culture of continuous quality improvement succeeds through ongoing system checks, 
regular internal reviews and reporting, recipient feedback, and continual assessments of 
outcomes data. We will aim to improve scores and preempt plans of correction in serving 
recipients and the State, but will comply with POC procedures as required. 


3.9.3.2 Vendor’s POC 
Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of notification by the DHCFP to submit 
a POC, as specified. The vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily addresses the actions 
needed to correct the deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring revision 
and/or necessary additions and request a satisfactory plan be submitted by the vendor, unless otherwise specified, within thirty (30) 
calendar days of receipt of the DHCFP’s second directive. If the vendor’s second plan is unsatisfactory, the DHCFP may declare a 
material breach. Within ninety (90) calendar days after the vendor has submitted an acceptable POC or one has been imposed, the 
DHCFP will initiate a follow-up review, which may include an on-site review. 


Unless otherwise specified by the DHCFP, we will have 30 calendar days from date of 
notification to submit a POC, as specified, which will be evaluated by DHCFP to determine 
whether it satisfactorily addresses the actions needed to correct the deficiencies. If our POC is 
unsatisfactory, DHCFP will indicate the section(s) requiring revision and/or necessary 
additions and request we submit a satisfactory plan, unless otherwise specified, within 30 
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calendar days of receipt of its second directive. If our second plan is unsatisfactory, DHCFP 
may declare a material breach. We acknowledge that within 90 calendar days after we have 
submitted an acceptable POC or one has been imposed, DHCFP will initiate a follow-up 
review, which may include an on-site review. 


3.9.3.3 Vendor’s Non-Compliance 
If the vendor’s non-compliance with the provision of covered medically necessary benefits and services becomes an impediment to 
ensuring the health care needs of recipients and/or the ability of providers to adequately attend to those health care needs, the 
DHCFP shall take an administrative sanction against the vendor. Such a sanction will disallow further enrollment and may also 
include adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will continue until vendor 
compliance with the provision of benefits/services is achieved. Liquidated damages, as outlined in the General Terms of the 
contract, may also be assessed if other measures fail to produce adequate compliance results from the vendor. 


DHCFP will take an administrative sanction against us if our non-compliance with the 
provision of covered medically necessary benefits and services becomes an impediment to 
ensuring recipient healthcare needs and/or the ability of providers to adequately attend to 
those needs. Such a sanction will disallow further enrollment and may also include adjusting 
auto-assignment formulas used for recipient enrollment purposes. Such sanctions will 
continue until we achieve compliance with the provision of benefits/services. Liquidated 
damages, as outlined in the General Terms of the contract, may also be assessed if our other 
measures fail to produce adequate compliance results. 


We work diligently to have a strong record of compliance across our health plans and to keep 
the care needs of recipients at the forefront. Our goal is to serve as facilitators in ensuring the 
right care at the right time, and to improve access to needed services and ancillary care for 
each and every recipient. 
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3.10 Standards for Internal Quality Assurance Programs 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.10 is replaced with the following new language. 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each managed care organization 
(vendor) to have an ongoing quality assessment and performance improvement program for the services it furnishes its recipients. 
Internal Quality Assurance Programs (IQAPs) consist of systematic activities, undertaken by the vendor, to monitor and evaluate the 
care delivered to enrolled recipients according to predetermined, objective standards, and effect improvements as needed. 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain the ability to collect and 
report data on race, ethnicity, sex, primary language, and disability status for applicant's and recipient's parents or legal guardians if 
applicants or recipients are minors or legally incapacitated individuals. 
An annual review of the vendor will be conducted by the DHCFP or its designee.  In addition, the DHCFP will monitor and analyze 
grievances and appeals, provider disputes and will periodically conduct patient and provider satisfaction surveys. 
The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP. 


Quality is integrated within every aspect of our organization: each department and every 
individual understands the importance of improved recipient outcomes and works to ensure 
that recipient needs are continually met. We employ established policies and procedures to 
prioritize QI topics, implement evidence-based guidelines, design process improvement 
interventions, and evaluate the effectiveness of QI activities. Adapting these methods for 
DHCFP can strengthen quality practices and outcomes for Nevada in step with the growth of 
care and services to more recipients. 


In compliance with the Federal regulations (42 CFR 438.330) mandate for the State, through 
its contracts, we will have an ongoing quality assessment and performance improvement 
program for the services we furnish for recipients. Our Internal Quality Assurance Programs 
(IQAPs) will consist of systematic activities, undertaken by us, to monitor and evaluate the 
care delivered to enrolled recipients according to predetermined, objective standards, and to 
effect improvements as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, we will develop and 
maintain the ability to collect and report data on race, ethnicity, sex, primary language, and 
disability status for applicant's and recipient's parents or legal guardians if applicants or 
recipients are minors or legally incapacitated individuals. 


We will undergo an annual review conducted by DHCFP or its designee. In addition, we 
acknowledge that DHCFP will monitor and analyze grievances and appeals and provider 
disputes, and will periodically conduct patient and provider satisfaction surveys. 


We will also evaluate the impact and effectiveness of our quality assessment and IQAP. 


3.10.1 Performance Improvement Projects 
The vendor must conduct performance improvement projects that are designed to achieve, through ongoing measurements and 
intervention, significant improvement, sustained over time that focus on clinical and non-clinical areas that are expected to have a 
favorable effect on health outcomes and recipient satisfaction and that involve the following: 
3.10.1.1 Measurement of performance using objective quality indicators; 
3.10.1.2 Implementation of system interventions to achieve improvement in quality; 
3.10.1.3 Evaluation of the effectiveness of the interventions; and 
3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


We will conduct performance improvement projects designed to achieve, through ongoing 
measurements and intervention, significant improvement, sustained over time that focus on 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 


3.10-2 


clinical and non-clinical areas that are expected to have a favorable effect on health outcomes 
and recipient satisfaction and that involve the following: measurement of performance using 
objective quality indicators; implementation of system interventions to achieve improvement in 
quality; evaluation of the effectiveness of the interventions; and planning and initiation of 
activities for increasing or sustaining improvement. 


Our data-driven clinical initiatives are targeted to the priority health needs of the recipient 
population identified by internal QI analyses as well as State requirements. We establish 
program priorities and performance goals for our QAPI Program and monitor progress. 
Using the principles of the QI process as a foundation, including Plan Do Study Act (PDSA), 
we systematically monitor and identify opportunities for improvement. Identified opportunities 
and gaps in performance may result in the development of a Performance Improvement 
Project (PIP). When an opportunity is identified, targeted interventions are developed by the 
QI department or the responsible functional area in collaboration with the designated 
subcommittees. This structure and linkage assures interdepartmental expertise and 
accountability for the interventions and final outcome. 


As part of the PIP development process, we establish measureable goals and track progress. 
We also employ rapid cycle process improvement. At the conclusion of the project and 
annually, the overall effectiveness of the project is evaluated. Projects may also be initiated to 
align with areas identified by State requirements and priorities, HEDIS reporting, and NCQA 
requirements. Additionally, as part of our commitment to quality, we will conduct community 
outreach health events and will partner with key providers to increase recipient access to 
missed services and improve HEDIS scores. 


QAPI work plans use data collected and processed through a number of mechanisms, such as 
electronic software and applications, manual collection processes, and external resources. The 
types of data/information monitored to identify opportunities for targeted performance and QI 
interventions include, but are not limited to, the following: 


• HEDIS reporting data 
• CAHPS and other recipient satisfaction survey data 
• Service authorization and care management process data and internal monitoring reports 
• Claims/encounter data trends and Electronic Visit Verification 
• Medical and behavioral health encounters and medication prescribing or usage trend data 


and reports requested and received from other health plans 
• Grievance and appeals 
• Audit results 
• Feedback and requests from providers, internal departments, or committees 
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Project goals or performance thresholds are developed based on the professional literature, as 
well as practical experience, industry standards, and available national benchmarks. Project 
evaluation includes an assessment of goals/performance thresholds. Specific sources used to 
identify goals and/or performance thresholds include, but are not limited to: 


• HEDIS/CAHPS Technical Specifications 
• NCQA Quality Compass and National Benchmarks 
• Regulatory standards and requirements 
• External Quality Review Organization (EQRO) requirements 
• Internal performance thresholds and goals 
• U.S. Preventive Services Task Force (USPSTF) recommendations 


We conduct clinical and nonclinical initiatives targeted to the priority needs of recipients and 
would align these to identified population needs and priorities in the State. Overall, our QAPI 
Program includes the following goals, which will be adapted and expanded to encompass all 
State Quality Strategy goals: 


• Define, demonstrate, and communicate the organization-wide commitment to and 
involvement in achieving improvement in quality of care, recipient safety, access, and 
quality of service 


• Design and maintain programs that improve care and service outcomes within identified 
recipient populations 


• Ensure program relevance through understanding of the health plan’s recipient 
demographics and provide services and interventions that address the diverse cultural, 
ethnic, racial, and linguistic needs of its membership 


• Promote an enhanced quality of life for recipients, emphasizing quality patient outcomes 
and keeping recipients safely in the community 


• Develop processes to continually measure and improve recipient and provider satisfaction 


• Use a multidisciplinary committee structure to facilitate the achievement of QI goals 


• Encourage and support a collaborative relationship among recipients/caregivers, 
providers, health plans, and regulators to promote coordinated care and improve efficiency 
and health outcomes 


• Protect the privacy and security of confidential recipient and provider information 


• Maintain NCQA accreditation 


We use standard metrics and data analysis for measuring effectiveness and demonstrated 
improvement in QAPI Program activities. These include: utilization metrics; grievances, 
complaints and appeals; and access and availability standards. Appropriate adjustments are 
made to account for seasonality, health risk or disease prevalence, geographic area, and data 
completion. Population analysis may identify specific adjustments needed to appropriately 
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interpret results. Recipient continuity with the plan or provider, benefit design and special 
needs program participation are additional factors considered. Similarly, provider analysis 
profiling facilities and providers may assist in adjustments needed to interpret results or 
identify aberrant patterns. 


Analyses may include various geographic groupings, such as eligibility, provider type, contract 
types, recipient cohorts based on disease, and health risk groupings. Such analyses are 
designed to answer questions related to appropriate utilization, performance improvement, 
and optimal care delivery within the healthcare environment. Analysis of these various 
categories provides options for in-depth understanding of the drivers of care and service. 


Overall effectiveness and demonstrated improvement are achieved through quantitative 
analysis of comparable data collected from internal and external normative and benchmark 
data and established thresholds and goals. If the comparative analysis indicates performance 
is under or over the baseline threshold, we perform root cause analysis and investigate 
underlying barriers to achieving the desired performance level or behavioral change. 
Comparable data may include: 


• Historical plan data that establishes utilization patterns, thresholds, and performance 
goals, including plan data from other plans, comparable products, regions, and providers 


• Consumer Assessment of Healthcare Providers and Systems (CAHPS) 


• HEDIS reporting data 


• NCQA Quality Compass and National Benchmarks 


• Accessing Care of Vulnerable Elders (ACOVE) quality measures 


• Regulatory standards and requirements 


• External Quality Review Organization (EQRO) requirements 


• Recipient complaint/grievance and appeals data 


• Nationally accepted industry standards and comparative data provided by associations 


• State Medicaid results and State and National Medicare results 


• Evidenced-based standards from medical literature 


Reports are designed to identify opportunities for improvement to support comparisons of the 
target population. Analytic methods include measuring performance on a monthly basis, 
comparing results to year-to-date, prior period, same period prior years, rolling three, six, or 
12 months, thresholds such as upper and lower control limits, goals, and benchmark data. 
Analysis of percent change and percent difference from thresholds and goals also supports 
identification of opportunities. All proposed evaluation metrics are critically reviewed prior to 
implementation using specific criteria. This is to ensure the validity and reliability of data, 
recognizing that extensive resources are devoted to quality and performance improvement 
activities and reporting. 
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While quantitative reporting is critical, analysis is incomplete without qualitative analysis. 
Analysts and interdepartmental resources collaborate on qualitative analysis drawing 
conclusions regarding the causes, consequences, and opportunities for management and 
improvement. We consider it essential to distribute reports and analyses into the hands that 
can effect change. Our QAPI Program structure is designed to assess, plan, implement, and 
evaluate activities based heavily on the gathering and analysis of utilization data. Data 
transformed into actionable information that is continuously measured and evaluated is at the 
core of the improvement activities of all of our internal quality committees. 


3.10.2 Report Performance Improvement Project Status 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.10.2 is replaced with the following new language. 
The vendor must report the status and results of each project to the DHCFP as requested, including those that incorporate the 
requirements of 42 CFR 438.330 (a)(2).  Each performance improvement project must be completed in a reasonable time period so 
as to generally allow information on the success of performance improvement projects to be available to the DHCFP for its annual 
review of the vendor’s quality assessment and improvement program. 


We will report the status and results of each project to DHCFP as requested, including those 
that incorporate the requirements of 42 CFR 438.330 (a)(2). Each performance improvement 
project will be completed in a reasonable time period to generally allow information on the 
success of performance improvement projects to be available to DHCFP for its annual review 
of our quality assessment and improvement program. 


As part of our ongoing evaluation process, reports and analyses will be documented 
electronically and compiled as part of the annual evaluation produced within the QI structure. 
Our annual quality program evaluation highlights completed activities during the year, goals 
achieved, opportunities for improvement, and planned interventions for the upcoming year. 
We also evaluate effective use of resources, leadership commitment, and committee 
participation. 


3.10.3 Performance Improvement Measurement Data 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.10.3.1 and 3.10.3.2 are replaced with the following new language. 
The Vendor must: 
3.10.3.1 Submit performance improvement measurement data annually using standard  measures required by the DHCFP, 


including those that incorporate the requirements of 42 CFR 438. 340 and 438.330 (a)(2); and 
3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the vendor’s 


performance. 


We will submit performance improvement measurement data annually using standard 
measures required by DHCFP, including those that incorporate the requirements of 42 CFR 
438.340 and 438.330(a)(2). We will also submit data specified by DHCFP that enables it to 
measure our performance. 


3.10.4 Current Standards and Guidelines 
The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA Standards and Guidelines. 


We will follow the most currrent sources for the IQAP guidelines and the most current NCQA 
Standards and Guidelines. 
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3.10.5 Maintenance of a Health Information System 
The vendor is required to maintain a health information system that collects, analyzes, integrates, and reports data in accordance 
with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The systems must provide information on areas 
including, but not limited to, utilization, grievances and appeals, and disenrollment for other than the loss of program eligibility. The 
basic elements of a health information system with which a vendor must comply include the following: 
3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services furnished to the 


recipients through an encounter data system or other methods as may be specified by the DHCFP; 
3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for completeness, logic and 


consistency in accordance with 42 CFR 438.242(b) (2); and 
3.10.5.3 Must collect service information received from providers in standardized formats. 
3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested to the DHCFP 


and upon request to CMS as required. 
3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of encounter data to the 


DHCFP. 


We will maintain a health information system that collects, analyzes, integrates, and reports 
data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. 
The systems will provide information on areas including, but not limited to, utilization, 
grievances and appeals, and disenrollment for other than the loss of program eligibility. We 
will comply with the basic elements of a system including but not limited to: 


• Collecting data on recipient and provider characteristics as specified by DHCFP, and on 
services furnished to the recipients through an encounter data system or other methods as 
may be specified by DHCFP 


• Verifying the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2) 


• Collecting service information received from providers in standardized formats 


• Making all collected data available as outlined in the reporting guide, attachments or as 
requested to DHCFP and upon request to CMS as required 


• Designating a lead person to collaborate with DHCFP on the review and submission of 
encounter data to DHCFP 


Our core platform is a multi-level medical management system that includes information/data 
on claims, membership, providers, authorization and other encounter data, including 
pharmacy data. 


We are committed to utilizing advanced, reliable, and user-friendly technology to minimize 
administrative burdens and simplify access to review information for our own staff as well as 
subcontracted and provider staff. Our strategic focus is on utilizing technology and automated 
solutions to alleviate administrative costs while enhancing information access and expediting 
authorization, grievance and appeals, and enrollment/disenrollment processes. 


3.10.6 Standard I: Written IQAP Description 
The vendor must have a written description of its IQAP. This written description must meet the following criteria: 


We will have a written description of our IQAP that includes the criteria following in RFP 
sections 3.10.6.1. through 3.10.6.7, following. 
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3.10.6.1 Goals and Objectives 
The written description of our IQAP will include goals and objectives. 


3.10.6.2 QA Objectives 
The written description must contain a detailed set of quality assurance (QA) objectives, which are developed annually and include a 
timetable for implementation and accomplishment. 


Our written description of our IQAP will contain a detailed set of quality assurance (QA) 
objectives, which are developed annually and include a timetable for implementation and 
accomplishment. 


3.10.6.3 Scope 
A. The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the quality of non-clinical 


aspects of service. Scope must also include availability, accessibility, coordination, and continuity of care. 
B. The IQAP methodology must provide for review of the entire range of care provided by the vendor, including services provided 


to CSHCN, by assuring that all demographic groups, care settings (e.g., inpatient, ambulatory, including care provided in 
private practice offices and home care); and types of services (e.g., preventive, primary, specialty care, and ancillary) are 
included in the scope of the review. The review of the entire range of care is expected to be carried out over multiple review 
periods and not on a concurrent basis. 


The scope of our IQAP will be comprehensive, addressing both the quality of clinical care and 
the quality of non-clinical aspects of service. Scope will also include availability, accessibility, 
coordination, and continuity of care. 


The IQAP methodology will provide for review of the entire range of care we provide, 
including services provided to CSHCN, by assuring that all demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided in private practice offices and home 
care); and types of services (e.g., preventive, primary, specialty care, and ancillary) are 
included in the scope of the review. The review of the entire range of care is expected to be 
carried out over multiple review periods and not on a concurrent basis. Per Amendment 6 to 
the RFP, we understand that DHCFP expects that this review occurs no less than annually. 


3.10.6.4 Specific Activities 
The written description must specify quality of care studies and other activities to be undertaken over a prescribed period of time, 
and methodologies and organizational arrangements to be used to accomplish them. Individuals responsible for the studies and 
other activities must be clearly identified and qualified to develop the studies and analyze outcomes. 


The written description of our IQAP will specify quality of care studies and other activities to 
be undertaken over a prescribed period of time, and methodologies and organizational 
arrangements to be used to accomplish them. Individuals responsible for the studies and other 
activities will be clearly identified and qualified to develop the studies and analyze outcomes. 


3.10.6.5 Continuous Activity 
The written description must provide for continuous performance of the activities, including tracking of issues over time. 


The written description of our IQAP will provide for continuous performance of the activities, 
including tracking of issues over time. Using a combination of innovative tools for tracking 
and trending and hands-on, face-to-face connections to gain vital feedback, our person 
centered care model is driven by continuous QI opportunities. We implement best practices 
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and innovations and measure results to meet immediate needs in providing care and services 
and to aim for better outcomes over time. These activities will be provided for in our IQAP. 


3.10.6.6 Provider Review 
A. Review by physicians and other health professionals of the process followed in the provision of health services must be 


conducted; and 
B. The vendor must provide feedback to health professionals and vendor staff regarding performance and patient health care 


outcomes. 


We will conduct review by physicians and other health professionals of the process followed in 
the provision of health services, and we will provide feedback to health professionals and our 
staff regarding performance and patient healthcare outcomes. 


We wholly integrate provider network performance measures into our QI infrastructure, 
initiatives, and short- and long-term performance goals. Our QI staff consistently evaluate our 
overall strategy, analyzing relevant performance measures and preparing comprehensive 
reports. Our Annual Program Evaluation also measures overall QI strategy effectiveness and 
includes assessment of service accessibility and availability of providers to deliver services. 
Moreover, our quality committee incorporates ongoing adequacy/access feedback from 
recipients, caregivers, community advocates, CBOs, healthcare and social service providers, 
and states to further augment overall network monitoring and strategy assessment. 


Our QI and medical advisory committees further monitor provider performance as frequently 
as monthly and incorporate results into the quality program. Monitoring can be more frequent 
in response to grievances, complaints, or special investigations. We also use this information 
to award incentive payments and to credential providers for network participation. 


We also use current claims and encounter data to generate meaningful service utilization 
trend reports by provider and provider type, and individual provider profiles to be reviewed by 
our quality committee, provider engagement teams, and individual physicians for under/over-
utilization, including place of service and level of care. Our provider services representatives 
contact providers falling short of performance goals to reinforce performance objectives and 
the importance of delivering quality and appropriate care based on best practice guidelines. 
Provider engagement personnel meet with the provider and key staff on a regular basis to 
review quality outcomes/ data; compare providers to their peers; share provider profile results; 
define/report targeted performance measures; and solicit input on improving quality. 


We further use key utilization data and quality measures to identify and address high-risk 
health conditions related to population demographics, including: assessment of the network to 
meet enrollment profile; annual review of membership and provider demographics (preferred 
language, ethnicity, race, physical/cognitive disabilities, etc.); local and applicable national 
geographic population demographics; health status measures (i.e., HEDIS) as available; and 
comparison with selected national benchmarks and measures. 
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3.10.6.7 Focus on Health Outcomes 
The IQAP methodology must address health outcomes to the extent consistent with existing technology. 


Our IQAP methodology will address health outcomes to the extent consistent with existing 
technology. In particular, we will monitor and report Hemoglobin A1c control for recipients 
with diabetes, blood pressure control for recipients with a diagnosis of hypertension, and 
hospital readmission rates, as examples. 


3.10.7 Standard II: Systematic Process of Quality Assessment and 
Improvement 


The IQAP must objectively and systematically monitor and evaluate the quality and appropriateness of care and service provided to 
recipients through quality of care studies and related activities, and pursues opportunities for improvement on an ongoing basis. The 
IQAP must have written guidelines for its Performance Improvement Projects (PIPs) and related activities. These guidelines include: 


Our IQAP will objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care studies and 
related activities, and will pursue opportunities for improvement on an ongoing basis. Our 
IQAP will have written guidelines for its Performance Improvement Projects (PIPs) and 
related activities. These guidelines include the following, as outlined in sections 3.10.7.1 
through 3.10.7.10. 


3.10.7.1 Clinical or Health Services Delivery Areas to be Monitored 
Specification of Clinical or Health Services Delivery Areas to be monitored. 


Our IQAP will include specification of the Clinical or Health Services Delivery Areas to be 
monitored. 


3.10.7.2 Monitoring and Evaluation of Care 
The monitoring and evaluation of care must reflect the populations served by the vendor in terms of age groups, disease categories 
and special risk status, including CSHCN. 


Monitoring and evaluation of care will reflect the populations we serve in terms of age groups, 
disease categories, and special risk status, including CSHCN. 


3.10.7.3 IQAP Must Monitor and Evaluate 
The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of concern selected by the DHCFP. 
These are selected from among those identified by the CMS and the DHCFP and are identified through the DHCFP Quality 
Assessment and Performance Improvement Strategy. 


Our IQAP will monitor and evaluate, at a minimum, care and services in certain priority areas 
of concern selected by DHCFP. We also acknowledge that these will be selected from among 
those identified by the CMS and DHCFP and are identified through DHCFP Quality 
Assessment and Performance Improvement Strategy. 
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3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 
438.358(b) 


Per Amendment 7, Changes to RFP Sections, RFP Section 3.10.7.4 is replaced with the following new language. 
A. Validation of Performance Improvement Projects required by the State to comply with requirements set forth in 42 CFR 


438.330 (b); and 
B. Projects that were under way during the preceding twelve (12) calendar months. 


Validation of Performance Improvement Projects (PIPs) required by the State will comply 
with requirements set forth in 42 CFR 438.330(b); and projects that were under way during 
the preceding 12 calendar months. 


3.10.7.5 Quality of Care Studies 
Quality of care studies are an integral and critical component of the health care quality improvement system. The vendor will be 
required annually to conduct and report on a minimum of two clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects 
focusing on prevention and care of acute and chronic conditions, high-volume services, high-risk services, and continuity and 
coordination of care; non-clinical PIPs include projects focusing on availability, accessibility, and cultural competency of services, 
interpersonal aspects of care, and appeals, grievances, and other complaints. 


We agree that quality of care studies are an integral and critical component of the healthcare 
QI system. We will annually conduct and report on a minimum of two clinical PIPs and three 
non-clinical PIPs. Our clinical PIPs will include projects focusing on prevention and care of 
acute and chronic conditions, high-volume services, high-risk services, and continuity and 
coordination of care; our non-clinical PIPs will include projects focusing on availability, 
accessibility, and cultural competency of services, interpersonal aspects of care, and appeals, 
grievances, and other complaints. 


3.10.7.6 PIPs 
The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care. The PIPs are designed to target 
and improve the quality of care or services received by managed care enrolled recipients. The vendor will utilize, as a resource, the 
Centers for Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of the CMS publication EQR 
Protocol 7 Implementation of Performance Improvement Projects. 


We support the purpose of PIPs to assess and improve processes, thus enhancing the outcomes 
of care, and their design to target and improve the quality of care or services received by 
managed care enrolled recipients. We will utilize, as a resource, the Centers for Medicare & 
Medicaid Services (CMS) guidelines as outlined in the most recent version of the CMS 
publication EQR Protocol 7 Implementation of Performance Improvement Projects. 


3.10.7.7 System for Improvement of Quality 
The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of the interventions; and institute 
planning and initiation of activities for increasing or sustaining improvement. 


We will implement a system to achieve improvement in quality; evaluate effectiveness of the 
interventions; and institute planning and initiation of activities for increasing or sustaining 
improvement. 
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3.10.7.8 Evaluation of impact and Effectiveness of Quality Assessment and 
IQAP 


The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP. 


We will evaluate the impact and effectiveness of our quality assessment and IQAP. 


3.10.7.9 Must Monitor and Evaluate 
At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor and evaluate other important 
aspects of care and service. 


At our discretion and/or as required or directed by DHCFP, our IQAP will monitor and 
evaluate other important aspects of care and service. 


3.10.7.10 Quality Penalty Fee 
A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality penalty fee until the measure increases 
above original measure or matches previous measure prior to decline. 


A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality 
penalty fee until the measure increases above original measure or matches previous measure 
prior to decline. 


3.10.8 Use of Quality Indicators 
Quality indicators are measurable variables relating to a specified clinical or health services delivery area, which are reviewed over a 
period of time to monitor the process or outcomes of care delivered in that area. 


3.10.8.1 Vendor Requirements 
The vendor is required to: 
A. Identify and use quality indicators that are objective, measurable, and based on current knowledge and clinical experience; 
B. Monitor and evaluate quality of care through studies which include, but are not limited to, the quality indicators also specified by 


the CMS , with respect to the priority areas selected by the DHCFP; 
C. Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective and sufficient to detect 


the need for program change; and 
D. Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and abuse is suspected, a referral 


must be made to the vendor’s PIU and the DHCFP SUR Unit for appropriate action. 


We will comply with vendor requirements for using quality indicators as measurable variables 
relating to a specified clinical or health services delivery area, which are reviewed over a 
period of time to monitor the process or outcomes of care delivered in that area. We will meet 
the vendor requirements, including but not limited to: 


• Identifying and using quality indicators that are objective, measurable, and based on 
current knowledge and clinical experience 


• Monitoring and evaluating quality of care through studies which include, but are not 
limited to, the quality indicators also specified by the CMS, with respect to the priority 
areas selected by DHCFP 


• Ensuring methods and frequency of data collection; ensuring data accuracy; and ensuring 
data is effective and sufficient to detect the need for program change 
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• Having mechanisms to detect under and over utilization and to follow up appropriately. If 
fraud and abuse is suspected, a referral will be made to our PIU and the DHCFP SUR 
Unit for appropriate action 


We conduct NCQA HEDIS reviews for all of our health plans on an annual basis in 
accordance with the NCQA Technical Specifications as published each year. The data and 
data collection methodology is reviewed and validated by an NCQA certified HEDIS auditor 
before the data is submitted to NCQA. 


3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  
A. The IQAP studies and other activities monitor quality of care against clinical care or health service delivery standards or 


practice guidelines specified in the Quality Strategy. 
B. The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by vendor providers; 
C. The standards/guidelines must focus on the process and outcomes of health care delivery, as well as access to care; 
D. The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines; 
E. The standards/guidelines must be included in provider manuals developed for use by the vendor’s providers, or otherwise 


disseminated, including but not limited to, on the provider website, in writing to all affected providers as they are adopted and to 
all recipients and potential recipients upon request; 


F. The standard/guidelines must address preventive health services; 
G. The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; and 
H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s providers, whether the 


providers are organized in groups, as individuals, or in combinations thereof. 


Our use of quality indicators will include, but not be limited to, the following clinical care 
standards/practice guidelines: 


• Our IQAP studies and other activities will monitor quality of care against clinical care or 
health service delivery standards or practice guidelines specified in the Quality Strategy 


• The standards/guidelines will be based on reasonable scientific evidence and developed or 
reviewed by our providers 


• The standards/guidelines will focus on the process and outcomes of healthcare delivery, as 
well as access to care 


• We will ensure a mechanism is in place for continuously updating the 
standards/guidelines 


• The standards/guidelines will be included in provider manuals developed for use by our 
providers, or otherwise disseminated, including but not limited to, on the provider website, 
in writing to all affected providers as they are adopted, and to all recipients and potential 
recipients upon request 


• The standard/guidelines will address preventive health services 


• The standards/guidelines will be developed for the full spectrum of populations enrolled in 
the plan 


• Our IQAP will use these standards/guidelines to evaluate the quality of care provided by 
our providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof 
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3.10.8.3 Analysis of Clinical Care and Related Services 
A. Qualified clinicians monitor and evaluate quality through the review of individual cases where there are questions about care, 


and through studies analyzing patterns of clinical care and related service. For issues identified in the IQAPs targeted clinical 
areas, the analysis must include the identified quality indicators and uses clinical care standards or practice guidelines. 


B. Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The Vendor must have 
mechanisms in effect to assess quality and appropriateness of care furnished to recipients with special health care needs. 


C. Clinical and related service areas requiring improvement are identified. 
D. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize 


interventions specifically designed to reduce or eliminate disparities in health care. 
E. The vendor shall allow the DHCFP access to clinical studies, when available and appropriate. 


In our analysis of clinical care and related services, we will comply with the following: 


• Qualified clinicians will monitor and evaluate quality through the review of individual 
cases where there are questions about care, and through studies analyzing patterns of 
clinical care and related service. For issues identified in our IQAPs targeted clinical areas, 
the analysis will include the identified quality indicators and will use clinical care 
standards or practice guidelines 


• Multi-disciplinary teams will be used, when appropriate, to analyze and address systems 
issues. We will have mechanisms in effect to assess quality and appropriateness of care 
furnished to recipients with special healthcare needs 


• Clinical and related service areas requiring improvement will be identified 


• We will work collaboratively with DHCFP to determine recipient race and ethnicity and 
will organize interventions specifically designed to reduce or eliminate disparities in 
healthcare 


• We will allow DHCFP access to clinical studies, when available and appropriate 


3.10.8.4 Implementation of Corrective Actions 
The IQAP must include written procedures for taking corrective action, as determined under the IQAP, whenever inappropriate or 
substandard services are furnished, or services that should have been furnished were not. 


Our IQAP will include written procedures for taking corrective action, as determined under 
the IQAP, whenever inappropriate or substandard services are furnished, or services that 
should have been furnished were not. 
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3.10.8.5 Written Corrective Action Procedures 
These written corrective action procedures must include: 
A. Specification of the types of problems requiring corrective action; 
B. Specification of the person(s) or body responsible for making the final determinations regarding quality problems; 
C. Specific actions to be taken; provision of feedback to appropriate health professionals, providers and staff; 
D. The schedule and accountability for implementing corrective actions; 
E. The approach to modifying the corrective action if improvements do not occur; and 
F. Procedures for terminating the affiliation with the physician, or other health professional or provider. 


As required, our written corrective action procedures will include, but not be limited to: 


• Specification of the types of problems requiring corrective action 
• Specification of the person(s) or body responsible for making the final determinations 


regarding quality problems 
• Specific actions to be taken; provision of feedback to appropriate health professionals, 


providers, and staff 
• The schedule and accountability for implementing corrective actions 
• The approach to modifying the corrective action if improvements do not occur 
• Procedures for terminating the affiliation with the physician, or other health professional 


or provider 


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC) 
A. As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure required changes have been 


made. In addition, changes in practice patterns must be monitored. 
B. The vendor must assure timely follow-up on identified issues to ensure actions for improvement have been effective. 


As actions are taken to improve care, we will monitor and evaluate the POC to assure required 
changes have been made. In addition, changes in practice patterns will be monitored. We will 
also assure timely follow-up on identified issues to ensure actions for improvement have been 
effective. 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP 
A. The vendor must conduct regular and periodic examination of the scope and content of the IQAP to ensure that it covers all 


types of services in all settings. 
B. At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the DHCFP which 


addresses: quality assurance studies and other activities completed; trending of clinical and service indicators and other 
performance data; demonstrated improvements in quality; areas of deficiency and recommendations for corrective action; and 
an evaluation of the overall effectiveness of the IQAP. 


C. The report should include evidence that quality assurance activities have contributed to significant improvements in the care 
delivered to recipients. 


In evaluating the continuity and effectiveness of our IQAP, we will conduct regular and 
periodic examination of the scope and content of the IQAP to ensure that it covers all types of 
services in all settings. Additionally, at the end of each calendar year, a written report on the 
IQAP will be prepared and submitted to DHCFP which addresses: quality assurance studies 
and other activities completed; trending of clinical and service indicators and other 
performance data; demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the overall effectiveness of the 
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IQAP. The report will include evidence that quality assurance activities have contributed to 
significant improvements in the care delivered to recipients. 


3.10.9 Standard III: Accountability to the Governing Body 
The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with quality improvement issues is 
not direct, a designated committee of the senior management of the vendor that is responsible for the vendor IQAP review. 
Responsibilities of the Governing Body for monitoring, evaluating and making improvements to care include: 


We acknowledge the State’s definition of a Governing Body, as well as its responsibilities, 
which we address in the following subsections. 


3.10.9.1 Oversight of IQAP 
There is documentation that the Governing Body has approved the overall IQAP and the annual IQAP. 


We will have documentation that the Governing Body has approved our overall IQAP and the 
annual IQAP. 


3.10.9.2 Oversight Entity 
The Governing Body has formally designated an entity or entities within the vendor to provide oversight of the IQAP and is 
accountable to the Governing Body, or has formally decided to provide such oversight as a committee of the whole. 


The Governing Body will formally designate an entity or entities within our organization to 
provide oversight of our IQAP and be accountable to the Governing Body, or will formally 
decide to provide such oversight as a committee of the whole. 


3.10.9.3 IQAP Progress Reports 
The Governing Body routinely receives written reports from the IQAP describing actions taken, progress in meeting quality 
assurance objectives, and improvements made. 


The Governing Body will routinely receive written reports from our IQAP describing actions 
taken, progress in meeting quality assurance objectives, and improvements made. 


3.10.9.4 Annual IQAP Review  
As part of our accountability, we will perform an annual IQAP review. 


3.10.9.5 Annual Quality Program Evaluation Report 
The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a written report on the IQAP. This 
annual quality program evaluation report shall be submitted to the DHCFP in the second calendar quarter and at minimum must 
include: 
A. Studies undertaken; 
B. Results; 
C. Subsequent actions and aggregate data on utilization and quality of services rendered; and 
D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


The governing body will formally review on a periodic basis, but no less frequently than 
annually, a written report on our IQAP. This annual quality program evaluation report will be 
submitted to DHCFP in the second calendar quarter and at minimum will include: studies 
undertaken; results; subsequent actions and aggregate data on utilization and quality of 
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services rendered; and an assessment of the IQAPs continuity, effectiveness, and current 
acceptability. 


3.10.9.6 Program Modification 
Upon receipt of regular written reports delineating actions taken and improvements made, the Governing Body must take action 
when appropriate, and direct that the operational IQAP be modified on an ongoing basis to accommodate review findings and issues 
of concern with the vendor. This activity is documented in the minutes of the meetings of the Governing Board in sufficient detail to 
demonstrate that it has directed and followed up on necessary actions pertaining to quality assurance. 


Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body will take action when appropriate, and direct that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
vendor. This activity will be documented in the minutes of the meetings of the Governing 
Board in sufficient detail to demonstrate that it has directed and followed up on necessary 
actions pertaining to quality assurance. 


3.10.10 Standard IV: Active QA Committee 
The IQAP must delineate an identifiable structure responsible for performing quality assurance functions within the vendor. 
This committee or other structure must have: 
3.10.10.1 Regular Meetings  


The structure/committee must meets on a regular basis with a specified frequency, no less than quarterly to oversee 
IQAP activities. This frequency must be sufficient to demonstrate that the structure/committee is following up on all 
findings and required actions. 


3.10.10.2 Established Parameters for Operating  
The role, structure and function of the structure/committee must be specified. 


3.10.10.3 Documentation  
There must be records documenting the structure and committee’s activities, findings, recommendations and actions. 


3.10.10.4 Accountability 
IQAP subcommittees must be accountable to the Governing Body and must report to it (or its designee) on a scheduled 
basis on activities, findings, recommendations and actions. 


3.10.10.5 Membership 
There must be active participation in the IQAP committee from vendor providers, who are representative of the 
composition of the vendor’s providers. 


Our IQAP will delineate an identifiable structure responsible for performing quality 
assurance functions within our organization. This committee or other structure will, at 
minimum: 


• Meet on a regular basis with a specified frequency, no less than quarterly to oversee IQAP 
activities. This frequency will be sufficient to demonstrate that the structure/committee is 
following up on all findings and required actions 


• Establish operating parameters. The role, structure, and function of the 
structure/committee will be specified 


• Document. There will be records documenting the structure and committee’s activities, 
findings, recommendations, and actions 


• Have accountability. IQAP subcommittees will be accountable to the Governing Body and 
will report to it (or its designee) on a scheduled basis on activities, findings, 
recommendations, and actions 
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• Have a membership. There will be active participation in the IQAP committee from our 
providers, who are representative of the composition of our providers 


3.10.11 Standard V: IQAP Supervision 
There must be a designated senior executive who is responsible for IQAP implementation. The vendor’s Medical Director has 
involvement in quality assurance activities. 


There will be a designated senior executive who is responsible for IQAP implementation. Our 
medical director will have involvement in quality assurance activities. 


3.10.12 Standard VI: Adequate Resources 
The IQAP must have sufficient material resources and staff with the necessary education, experience, or training to effectively carry 
out its specified activities. 


Our IQAP will have sufficient material resources and staff with the necessary education, 
experience, or training to effectively carry out its specified activities. 


3.10.13 Standard VII: Provider Participation in IQAP 
3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP through provider 


newsletters and updates to the provider manual. 


 3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician and non-physician 
providers, a requirement securing cooperation with the IQAP. 


3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the medical records of its 
recipients 


Participating physicians and other providers will be kept informed about our written IQAP 
through provider newsletters and updates to the provider manual. We will include in our 
provider contracts and employment agreements, for physician and non-physician providers, a 
requirement securing cooperation with the IQAP. Contracts will specify that hospitals and 
other vendors will allow us access to the medical records of its recipients. 


3.10.14 Standard VIII: Delegation of IQAP Activities 


3.10.14.1 Vendor Accountability for all IQAP Functions 
The vendor remains accountable for all IQAP functions, even if certain functions are delegated to other entities. If the vendor 
delegates any quality assurance activities to subcontractors or providers, it must: 


A. Have a written description of the delegated activities, the delegate’s accountability for these activities, and the frequency of 
reporting to the vendor; 


B. Have written procedures for monitoring and evaluating the implementation of the delegated functions, and for verifying the 
actual quality of care being provided; and 


C. Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated activities, including 
approval of quality improvement plans and regular specified reports. 


We will remain accountable for all IQAP functions, even if certain functions are delegated to 
other entities. If we delegate any quality assurance activities to subcontractors or providers, we 
will: 


• Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to us 
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• Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided 


• Maintain evidence of continuous monitoring and evaluation, completed at least quarterly 
of delegated activities, including approval of QI plans and regular specified reports 


3.10.15 Standard IX: Credentialing and Recredentialing  
The IQAP must contain provisions to determine whether physicians and other health care professionals, who are licensed by the 
State of Nevada and who are under contract to the vendor, are qualified to perform their services. These provisions are: 


The IQAP will contain provisions to determine whether physicians and other healthcare 
professionals, who are licensed by the State of Nevada and who are under contract to us, are 
qualified to perform their services. We address the IQAP provisions in the following 
subsections. 


3.10.15.1 Written Policies and Procedures 
The vendor will have written policies and procedures that include a uniform documented process for credentialing, which include the 
vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, recertifying and/or reappointment of 
practitioners. The vendor will comply with NAC 679B.0405 which requires the use of Form NDOI-901 for use in credentialing 
providers. 
The DHCFP reserves the right to request and inspect the credentialing process and supporting documentation. The vendor agrees 
to allow the DHCFP and/or its contracted EQRO to inspect its credentialing process and supporting documentation. 


Our IQAP will contain provisions to determine whether physicians and other healthcare 
professionals, who are licensed by the State of Nevada and who are under contract to us, are 
qualified to perform their services. These provisions include: 


• We will have written policies and procedures that include a uniform documented process 
for credentialing, which includes our initial credentialing of practitioners, as well as its 
subsequent recredentialing, recertifying and/or reappointment of practitioners. We will 
comply with NAC 679B.0405 which requires the use of Form NDOI-901 for use in 
credentialing providers 


• We understand that DHCFP reserves the right to request and inspect the credentialing 
process and supporting documentation. We agree to allow DHCFP and/or its contracted 
EQRO to inspect our credentialing process and supporting documentation 


3.10.15.2 Oversight by Governing Body 
The Governing Body, or the group or individual to which the Governing Body has formally delegated the credentialing function, will 
review and approve the credentialing policies and procedures. 


We will comply with the provision that the Governing Body, or the group or individual to 
which the Governing Body has formally delegated the credentialing function, will review and 
approve the credentialing policies and procedures. 
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3.10.15.3 Credentialing Entity 
The vendor will designate a credentialing committee, or other peer review body, which makes recommendations regarding 
credentialing decisions. 


As is standard practice for all of our health plans, we will designate a credentialing committee, 
or other peer review body, which makes recommendations regarding credentialing decisions. 


3.10.15.4 Scope 
The vendor will identify those practitioners who fall under its scope of authority and action. This must include, at a minimum, all 
physicians and other licensed independent practitioners included in the vendor’s provider network. 


We will identify those practitioners who fall under our scope of authority and action. This will 
include, at a minimum, all physicians and other licensed independent practitioners included in 
our provider network. 


3.10.15.5 Process 
The initial credentialing process obtains and reviews primary source verification of the following information, at a minimum: 
A. The practitioner holds a current valid license to practice in Nevada or a current valid license to practice in the state where the 


practitioner practices. 
B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of their license to 


prescribe drugs. 
C. Graduation from medical school and completion of a residency, or other post-graduate training, as applicable. 
D. Work history. 
E. Professional liability claims history. 
F. The practitioner holds current, adequate malpractice insurance according to the vendor’s policy. 
G. Any revocation or suspension of a State license or DEA number. 
H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical records). 
I. Any sanctions imposed by the OIG or the DHCFP. 
J. Any censure by any state or county Medical Association or any other applicable licensing or credentialing entity. 
K. The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical Examiners, the State 


Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and any other applicable licensing 
entities for all other practitioners in the plan. 


L. The application process includes a statement by the applicant regarding: 
1. Any physical or mental health problems that may affect current ability to provide health care; 
2. Any history of chemical dependency/ substance abuse; 
3. History of loss of license and/or felony convictions; 
4. History of loss or limitation of privileges or disciplinary activity; and 
5. An attestation to correctness/ completeness of the application. 


This information should be used to evaluate the practitioner’s current ability to practice. 
M. There is an initial visit to each potential primary care practitioner’s office, including documentation of a structured review of the 


site and medical record keeping practices to ensure conformance with the vendor’s standards. If the vendor’s credentialing 
process complies with the current NCQA standards, it is not required to conduct initial site visits. 


N. The vendor’s provider credentialing must comply with 42 CFR §1002.3. 
O. If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor concerns about provider 


fraud, integrity, or quality the vendor is required to report this to the DHCFP Provider Enrollment Unit within fifteen (15) 
calendar days. 


As part of the initial credentialing process we will obtain and review primary source 
verification of the following information, at a minimum: 


• That the practitioner holds a current valid license to practice in Nevada or a current valid 
license to practice in the state where the practitioner practices 


• That all practitioners authorized by the scope of their license to prescribe drugs have a 
Valid Drug Enforcement Administration (DEA) certificate 
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• Graduation from medical school and completion of a residency, or other post-graduate 
training, as applicable 


• Work history 


• Professional liability claims history 


• That the practitioner holds current, adequate malpractice insurance according to our 
policy 


• Any revocation or suspension of a State license or DEA number 


• Any curtailment or suspension of medical staff privileges (other than for incomplete 
medical records) 


• Any sanctions imposed by the OIG or DHCFP 


• Any censure by any state or county Medical Association or any other applicable licensing 
or credentialing entity 


• We will obtain information from the National Practitioner Data Bank, the Nevada Board 
of Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing 
boards for out- of-state providers, and any other applicable licensing entities for all other 
practitioners in the plan 


The application process will include a statement by the applicant regarding: 


• Any physical or mental health problems that may affect current ability to provide 
healthcare 


• Any history of chemical dependency/ substance abuse 
• History of loss of license and/or felony convictions 
• History of loss or limitation of privileges or disciplinary activity 
• An attestation to correctness/completeness of the application 


This information will be used to evaluate the practitioner’s current ability to practice. 


Additionally, there will be an initial visit to each potential primary care practitioner’s office, 
including documentation of a structured review of the site and medical record keeping 
practices to ensure conformance with our standards. However, we understand that if our 
credentialing process complies with the current NCQA standards, we are not required to 
conduct initial site visits. 


Our provider credentialing will comply with 42 CFR §1002.3.  


If we have denied credentialing or enrollment to a provider where the denial is due to our 
concerns about provider fraud, integrity, or quality, we will report this to the DHCFP Provider 
Enrollment Unit within 15 calendar days. We will comply with this requirement and 
timeframe. 
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3.10.15.6 Recredentialing 
A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or recertification) will be described in 
the vendor’s policies and procedures, including: 
A. Evidence that the procedure is implemented at least every sixty (60) months; 
B. The vendor conducts periodic review of information from the National Practitioner Data Bank and all other applicable licensing 


entities, along with performance data, on all practitioners, to decide whether to renew the participating practitioner agreement. 
At a minimum, the recredentialing, recertification or reappointment process is organized to verify current standing in required 
areas. 


C. The recredentialing, recertification or reappointment process also includes review of data from: 
1. Recipient grievances and appeals; 
2. Results of quality reviews; 
3. Utilization management; 
4. Recipient satisfaction surveys; and 
5. Re-verification of hospital privileges and current licensure, if applicable. 


D. The vendor’s provider recredentialing must comply with 42 CFR §1003.3 
E. If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 15 calendar days. If the 


decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse the DHCFP will notify HHS-OIG. 


Our process for the periodic re-verification of clinical credentials (recredentialing, 
reappointment, or recertification) will be described in our policies and procedures, including: 
evidence that the procedure is implemented at least every 60 months; and that we conduct 
periodic review of information from the National Practitioner Data Bank and all other 
applicable licensing entities, along with performance data, on all practitioners, to decide 
whether to renew the participating practitioner agreement. At a minimum, the recredentialing, 
recertification or reappointment process will be organized to verify current standing in 
required areas. The recredentialing, recertification, or reappointment process also includes 
review of data from: 


• Recipient grievances and appeals 
• Results of quality reviews 
• Utilization management 
• Recipient satisfaction surveys 
• Re-verification of hospital privileges and current licensure, if applicable 


Our provider recredentialing will comply with 42 CFR §1003. 


If we decredential, terminate, or disenroll a provider we will inform the State within 15 
calendar days. If the decredentialing, termination or disenrollment of a provider is due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse, we understand 
that DHCFP will notify HHS-OIG. 


3.10.15.7 Delegation of Credentialing Activities 
If the vendor delegates credentialing and recredentialing, recertification, or reappointment activities, there must be a written 
description of the delegated activities, and the delegate’s accountability for these activities. There must also be evidence that the 
delegate accomplished the credentialing activities. The vendor must monitor the effectiveness of the delegate’s credentialing and 
reappointment or recertification process. 


If we delegate credentialing and recredentialing, recertification, or reappointment activities, 
there will be a written description of the delegated activities, and the delegate’s accountability 
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for these activities. There will also be evidence that the delegate accomplished the 
credentialing activities. We will monitor the effectiveness of the delegate’s credentialing and 
reappointment or recertification process. 


3.10.15.8 Retention of Credentialing Authority 
The vendor retains the right to approve new practitioners and sites, and to terminate or suspend individual practitioners. The vendor 
has policies and procedures for the suspension, reduction or termination of practitioner privileges. 


We retain the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. We have policies and procedures for the suspension, reduction, or 
termination of practitioner privileges. 


3.10.15.9 Reporting Requirement 
The vendor must ensure there is a mechanism for, and evidence of implementation of, the reporting of serious quality deficiencies 
resulting in suspension or termination of a practitioner, to the appropriate authorities. 


We will ensure there is a mechanism for, and evidence of implementation of, the reporting of 
serious quality deficiencies resulting in suspension or termination of a practitioner, to the 
appropriate authorities. 


3.10.15.10 Provider Dispute Process 
The vendor must have a provider appeal process for instances wherein the vendor chooses to deny, reduce, suspend or terminate a 
practitioner’s privileges with the vendor. 


We will have a provider appeal process for instances wherein we choose to deny, reduce, 
suspend, or terminate a practitioner’s privileges with our organization. 


3.10.16 Standard X: Recipient Rights and Responsibilities 
The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges their rights and responsibilities. 


We will demonstrate a commitment to treating recipients in a manner that acknowledges their 
rights and responsibilities. 
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3.10.16.1 Written Policy on Recipient Rights 
The vendor must have a written policy that recognizes the following rights of recipients: 
A. To be treated with respect, and recognition of their dignity and need for privacy; 
B. To be provided with information about the vendor, its services, the practitioners providing care, and recipients’ rights and 


responsibilities; 
C. To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a chronic condition, 


within the limits of the plan network, including the right to refuse care from specific practitioners; 
D. To participate in decision-making regarding their health care, including the right to refuse treatment; 
E. To pursue resolution of grievances and appeals about the vendor or care provided; 
F. To formulate advance directives; 
G. To have access to his/her medical records in accordance with applicable federal and state laws and to request that they be 


amended or corrected as specified in 45 CFR Part 164; 
H. To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of coercion, discipline, 


convenience, or retaliation; and 
I. To receive information on available treatment options and alternatives, presented in a manner appropriate to the recipient’s 


condition and ability to understand. 


We have a written policy supporting all of our health plans that recognizes the rights of 
recipients, including, but not limited to, the following: 


• To be treated with respect, and recognition of their dignity and need for privacy 


• To be provided with information about our organization, our services, the practitioners 
providing care, and recipients’ rights and responsibilities 


• To be able to choose primary care practitioners, including specialists as their PCP if the 
recipient has a chronic condition, within the limits of the plan network, including the right 
to refuse care from specific practitioners 


• To participate in decision-making regarding their healthcare, including the right to refuse 
treatment 


• To pursue resolution of grievances and appeals about us or care provided 


• To formulate advance directives 


• To have access to his/her medical records in accordance with applicable federal and state 
laws and to request that they be amended or corrected as specified in 45 CFR Part 164 


• To guarantee the recipient’s right to be free from any form of restraint or seclusion used 
as a means of coercion, discipline, convenience, or retaliation 


• To receive information on available treatment options and alternatives, presented in a 
manner appropriate to the recipient’s condition and ability to understand 
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3.10.16.2 Written Policy on Recipient Responsibilities 
The vendor must have a written policy that addresses recipients’ responsibility for cooperating with those providing health care 
services. This written policy must address recipients’ responsibility for: 
A. Providing, to the extent possible, information needed by professional staff in caring for the recipient; and 
B. Following instructions and guidelines given by those providing health care services. 
The vendor should also include additional recipient responsibilities in their recipient communications (such as, the recipient is 
responsible for being on time for scheduled appointments and canceling appointments in a timely manner, the recipient is 
responsible for reporting fraud and/or abuse, etc.). 


We will have a written policy supporting all of our health plans that addresses recipients’ 
responsibility for cooperating with those providing healthcare services. This written policy will 
address recipients’ responsibility for: providing, to the extent possible, information needed by 
professional staff in caring for the recipient; and following instructions and guidelines given 
by those providing healthcare services. 


We will also include additional recipient responsibilities in our recipient communications 
(such as, the recipient is responsible for being on time for scheduled appointments and 
canceling appointments in a timely manner, the recipient is responsible for reporting fraud 
and/or abuse, etc.). 


3.10.16.3 Communication of Recipient Policies to Providers 
A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all participating providers upon initial 
credentialing and when significant changes are made. 


A copy of our policies on recipients’ rights and responsibilities will be provided to all 
participating providers upon initial credentialing and when significant changes are made. 


3.10.16.4 Communication of Policies to Recipients 
Upon enrollment, recipients are provided a written statement that includes information on their rights and responsibilities. 


Upon enrollment, recipients will be provided a written statement that includes information on 
their rights and responsibilities. 


3.10.16.5 Recipient Grievance and Appeals Procedures 
The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and providing recipient appeals. This 
system must include: 
A. Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. Vendors must establish 


and monitor standards for timeliness; 
B. Documentation of the substance of grievances, appeals, and actions taken; 
C. Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair Hearing process for 


appeals; 
D. Aggregation and analysis of grievance and appeal data and use of the data for quality improvement; 
E. Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada Medicaid and Nevada 


Check Up recipients; and 
F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


We will have a system(s) linked to our IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system will have, at minimum: 


• Procedures for registering and responding to grievances and appeals within thirty (30) 
calendar days. We will establish and monitor standards for timeliness 
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• Documentation of the substance of grievances, appeals, and actions taken 
• Procedures ensuring a resolution of the grievance and providing the recipient access to the 


State Fair Hearing process for appeals 
• Aggregation and analysis of grievance and appeal data and use of the data for QI 
• Compliance with DHCFP due process and fair hearing policies and procedures specific to 


Nevada Medicaid and Nevada Check Up recipients 
• Compliance with 42 CFR 438 Subpart F Grievance and Appeals 


3.10.16.6 Recipient Suggestions 
An opportunity must be provided for recipients to offer suggestions for changes in policies and procedures. 


An opportunity will be provided for recipients to offer suggestions for changes in policies and 
procedures. 


3.10.16.7 Steps to Assure Accessibility of Services 
The vendor must take steps to promote accessibility of services offered to recipients. These steps include: 
A. The points of access to primary care, specialty care and hospital services are identified for recipients; 
B. At a minimum, recipients are given information about: 


1. How to obtain services during regular hours of operations; 
2. How to obtain emergency and after-hour care; 
3. How to obtain emergency out-of-service area care; 
4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting medical patients 


and/or are responsible for their care; and 
5. How to access concierge services and if needed case management assistance from the vendor when needed to gain 


access to care. 


We will take steps to promote accessibility of services offered to recipients. These steps will 
include identifying points of access to primary care, specialty care, and hospital services for 
recipients, and, at minimum, information about: 


• How to obtain services during regular hours of operations 
• How to obtain emergency and after-hour care 
• How to obtain emergency out-of-service area care 
• How to obtain the names, qualifications, and titles of the professionals who provide and 


are accepting medical patients and/or are responsible for their care 
• How to access concierge services and if needed case management assistance from us when 


needed to gain access to care 


3.10.16.8 Information Requirements 
A. Recipient information (for example, subscriber brochures, announcements, and handbooks) must be written at an eighth (8th) 


grade level that is readable and easily understood. 
B. Written information must be available in the prevalent languages of the population groups served. 


Recipient information (for example, subscriber brochures, announcements, and handbooks) 
will be written at an 8th-grade level that is readable and easily understood. Written information 
will also be available in the prevalent languages of the population groups served. 
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3.10.16.9 Confidentiality of Patient Information 
The vendor must act to ensure that the confidentiality of specified patient information and records is protected. The vendor must: 


A. Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of medical records; 
B. Ensure patient care offices/sites have implemented mechanisms to guard against the unauthorized or inadvertent disclosure of 


confidential information to persons outside of the vendor; 
C. Hold confidential all information obtained by its personnel about recipients related to their examination, care and treatment and 


shall not divulge it without the recipient’s authorization, unless: 
1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 
2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, or to coordinate 


insurance or other matters pertaining to payment; or 
3. It is necessary in compelling circumstances to protect the health or safety of an individual. 


D. Must report any release of information in response to a court order to the recipient in a timely manner; and 
E. May disclose recipient records whether or not authorized by the recipient, to qualified personnel, defined as persons or agency 


representatives who are subject to standards of confidentiality that are comparable to those of the State agency. 


We will act to ensure that the confidentiality of specified patient information and records is 
protected. We will: 


• Establish in writing, and enforce, policies and procedures on confidentiality, including 
confidentiality of medical records 


• Ensure patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of 
our organization 


• Hold confidential all information obtained by our personnel about recipients related to 
their examination, care, and treatment and shall not divulge it without the recipient’s 
authorization, unless 


– It is required by law, or pursuant to a hearing request on the recipient’s behalf 


– It is necessary to coordinate the recipient’s care with physicians, hospitals, or other 
healthcare entities, or to coordinate insurance or other matters pertaining to payment 


– It is necessary in compelling circumstances to protect the health or safety of an 
individual 


• We will report any release of information in response to a court order to the recipient in a 
timely manner 


• We may disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency 


We recognize that we handle extremely sensitive information about our recipients, and we take 
protecting recipient privacy and confidentiality very seriously. We are committed to complying 
with all state and federal laws and regulations regarding Protected Health Information (PHI) 
and have stringent policies and robust systems in place to maintain and safeguard 
confidentiality of electronic and hard copy records. We use and disclose PHI in accordance 
with the requirements of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA) and other applicable laws. 
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3.10.16.10 Treatment of Minors 
The vendor must have written policies regarding the treatment of minors. 


We will have written policies regarding the treatment of minors. These policies will adhere to 
state and federal requirements regarding rights to consent to medical treatment and other 
services and will be in accordance with all HIPAA and other applicable laws. 


Our minor-specific policies encourage appropriate utilization of the Early and Periodic 
Screening, Diagnostic, and Treatment (EPSDT) program. The EPSDT program includes 
routine and episodic testing, diagnostic care, healthcare, and extra care to address care needs 
for recipients under the age of 21. 


3.10.16.11 Assessment of Recipient Satisfaction 
The vendor must conduct periodic surveys of recipient satisfaction annually with its services: 
A. The survey(s) must include content on perceived problems in the quality, availability and accessibility of care. 
B. The survey(s) assess at least a sample of: 


1. All recipients; 
2. Recipient requests to change practitioners and/or facilities; and 
3. Disenrollment by recipients. 


C. As a result of the survey(s), the vendor must: 
1. Identify and investigate sources of dissatisfaction; 
2. Outline action steps to follow up on the findings; and 
3. Inform practitioners and providers of assessment results. 


D. The vendor must re-evaluate the effects of the above activities. 


We will conduct annual periodic surveys of recipient satisfaction with our services, to include 
the following, at minimum, content on perceived problems in the quality, availability, and 
accessibility of care. 


Our survey(s) will assess at least a sample of all recipients; recipient requests to change 
practitioners and/or facilities; and disenrollment by recipients. As a result of the survey(s), we 
will: 


• Identify and investigate sources of dissatisfaction 
• Outline action steps to follow up on the findings 
• Inform practitioners and providers of assessment results 


We will reevaluate the effects of the above activities and apply quality and process 
improvements as applicable to best serve recipients. 


We conduct the NCQA Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
survey annually. Goals are set based on national benchmarks and interventions initiated for 
measures that do not achieve the target. 
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3.10.17 Standard XI: Standards for Availability and Accessibility 
The vendor must establish standards for access (e.g., to routine, urgent and emergency care; telephone appointments; advice; and 
recipient service lines) and complies with this RFP. Performance on these dimensions of access is assessed against the standards. 


We will establish standards for access (e.g., to routine, urgent and emergency care; telephone 
appointments; advice; and recipient service lines) and comply with this RFP. We understand 
that performance on these dimensions of access is assessed against the standards. 


3.10.18 Standard XII: Medical Record Standards 


3.10.18.1 Accessibility and Availability of Medical Records 
A. The vendor must include provisions in all provider contracts for HIPAA compliance with regard to access to medical records for 


purposes of quality reviews conducted by the Secretary of the United States, Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof. 


B. Records are available to health care practitioners at each encounter. 


We will include provisions in all provider contracts for HIPAA compliance with regard to 
access to medical records for purposes of quality reviews conducted by the Secretary of the 
United States, Department of Health and Human Services (the Secretary), DHCFP, or agents 
thereof. Records will be available to healthcare practitioners at each encounter. 


Access to records is essential for maintaining continuity of care and supporting best outcomes 
for recipients. Our technologies are fully compliant with the Health Information Portability 
Accountability Act (HIPAA) and conform to Federal and State privacy rules, while allowing 
for accessibility for approved practitioners and quality reviewers. 


Additionally, we require all of our subcontractors to perform at a high standard 
commensurate with our own business practices. We require all delegated entities to sign a 
Business Associate Agreement that covers all relevant HIPAA Rules, including: Breach; Data 
Aggregation; Designated Record Set; Disclosure; Healthcare Operations; Individual; 
Minimum Necessary; Notice of Privacy Practices; Required By Law; Secretary; Security 
Incident; Subcontractor; Unsecured Protected Health Information (or Unsecured PHI); and 
Use. 
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3.10.18.2 Record Keeping 
Medical records may be on paper or electronic. The vendor must take steps to promote maintenance of medical records in a legible, 
current, detailed, organized and comprehensive manner that permits effective patient care and quality review. Medical records must 
be maintained as follows: 
A. Medical Record Standards – The vendor sets standards for medical records. The records reflect all aspects of patient care, 


including ancillary services. These standards shall, at a minimum, include requirements for: 
1. Patient Identification Information – Each page on electronic file in the record contains the patient’s name or patient ID 


number; 
2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary language, disability 


status, address, employer, home and work telephone numbers, and marital status; 
3. Allergies – Medication allergies and adverse reactions are prominently noted on the record. Absence of allergies (no 


known allergies – NKA) is noted in an easily recognizable location; 
4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily identified including serious 


accidents, operations, and illnesses. For children, past medical history relates to prenatal care and birth; 
5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization record or a 


notation that immunizations are up to date with documentation of specific vaccines administered and those received 
previously (by history); 


6. Diagnostic information; 
7. Medication information; 
8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance concerns are 


identified in the medical record; 
9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse is present for 


patients twelve (12) years and over and seen three (3) or more times; 
10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record. Consultation, lab, and 


x-ray reports filed in the chart have the ordering physician’s initials or other documentation signifying review. Consultation 
and significantly abnormal lab and imaging study results have an explicit notation in the record of follow-up plans; 


11. Emergency care; 
12. Hospitals and Mental Hospitals; 


a. Identification of the recipient; 
b. Physician name; 
c. Date of admission; 
d. Initial and subsequent stay review dates; 
e. Reasons and plan for continued stay if applicable; 
f. Date of operating room reservation if applicable; 
g. Justification for emergency admission if applicable; and 
h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for: 


1. All hospital admissions that occur while the patient is enrolled with the vendor; and 
2. Prior admissions as necessary. 


13. Advance Directive – For medical records of adults age 18 and over, the medical record documents whether or not the 
individual has executed an advance directive and documents the receipt of information about advance directives by the 
recipient and confirms acknowledgment of the option to execute an advance directive. An advance directive is a written 
instruction such as a living will or durable power of attorney for health care relating to the provision of health care when 
the individual is incapacitated; and 


14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate evidence of: 
a. History and Physical Examination – Comprehensive subjective and objective information obtained for the presenting 


complaints; 
b. Plan of treatment; 
c. Diagnostic tests; 
d. Therapies and other prescribed regimens; 
e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit. A 


specific time to return is noted in weeks, months, or as needed. Unresolved problems from previous visits are 
addressed in subsequent visits; 


f. Referrals and results thereof; and 
g. All other aspects of patient care, including ancillary services. 


15. Entry Date – All entries must have date and time noted; 
16. Provider Identification – All entries are identified as to author; 
17. Legibility – The record is legible to someone other than the writer. A second reviewer should evaluate any record judged 


illegible by one physician reviewer. 
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We understand that medical records may be on paper or electronic. As is standard practice for 
all of our health plans, we will take steps to promote optimal maintenance of medical records 
in a legible, current, detailed, organized, and comprehensive manner that permits effective 
patient care and quality review. Medical records will be maintained as follows: 


Medical Record Standards. We will set standards for medical records. The records will reflect 
all aspects of patient care, including ancillary services. These standards shall, at a minimum, 
include requirements for: 


• Patient Identification Information—each page on electronic file in the record will contain 
the patient’s name or patient ID number 


• Personal/Demographic Data—personal/biographical data will include: age, sex, race, 
ethnicity, primary language, disability status, address, employer, home and work telephone 
numbers, and marital status 


• Allergies. Medication allergies and adverse reactions will be prominently noted on the 
record. Absence of allergies (no known allergies – NKA) will be noted in an easily 
recognizable location 


• Past Medical History (for patients seen three or more times)—past medical history will be 
easily identified, including serious accidents, operations, and illnesses. For children, past 
medical history relates to prenatal care and birth 


• Immunizations for Pediatric Records (ages 20 and under)—there will be a completed 
immunization record or a notation that immunizations are up to date with documentation 
of specific vaccines administered and those received previously (by history) 


• Diagnostic information 


• Medication information 


• Identification of Current Problems—significant illnesses, medical conditions and health 
maintenance concerns will be identified in the medical record 


• Smoking, Alcohol, or Substance Abuse—notation concerning cigarettes, alcohol, and 
substance abuse will be present for patients 12 years and over and seen three or more times 


• Consultations, Referrals, and Specialist Reports—notes from any consultations will be in 
the record. Consultation, lab, and x-ray reports filed in the chart will have the ordering 
physician’s initials or other documentation signifying review. Consultation and 
significantly abnormal lab and imaging study results will have an explicit notation in the 
record of follow-up plans 


• Emergency care 
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For Hospitals and Mental Hospitals, medical records will contain the following, at minimum: 


• Identification of the recipient 


• Physician name 


• Date of admission 


• Initial and subsequent stay review dates 


• Reasons and plan for continued stay if applicable 


• Date of operating room reservation if applicable 


• Justification for emergency admission if applicable 


• Hospital Discharge Summaries—discharge summaries are included as part of the medical 
record for all hospital admissions that occur while the patient is enrolled with us; and for 
prior admissions as necessary 


Advance Directive. We agree that for medical records of adults age 18 and over, the medical 
record will document whether or not the individual has executed an advance directive and will 
document the receipt of information about advance directives by the recipient and confirm 
acknowledgment of the option to execute an advance directive. We acknowledge that an 
advance directive is a written instruction such as a living will or durable power of attorney for 
healthcare relating to the provision of healthcare when the individual is incapacitated. 


Patient Visit Data. Documentation of individual encounters will provide at a minimum 
adequate evidence of: 


• History and Physical Examination—comprehensive subjective and objective information 
obtained for the presenting complaints 


• Plan of treatment 


• Diagnostic tests 


• Therapies and other prescribed regimens 


• Follow-up—encounter forms or notes will have a notation, when indicated, concerning 
follow-up care, call, or visit. A specific time to return will be noted in weeks, months, or as 
needed. Unresolved problems from previous visits will be addressed in subsequent visits 


• Referrals and results thereof 


• All other aspects of patient care, including ancillary services 


Medical records will also include and/or exhibit: 


• Entry Date. All entries will have date and time noted 


• Provider Identification. All entries will be identified as to author 
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• Legibility. The record will be legible to someone other than the writer. A second reviewer 
will evaluate any record judged illegible by one physician reviewer 


3.10.18.3 Record Review Process 
A. The vendor must have a system (record review process) to assess the content of medical records for legibility, organization, 


completion and conformance to its standards; and 
B. The record assessment system must address documentation of the items listed in Medical Records requirements above. 


As is standard practice for all of our health plans, we will have a system (record review 
process) to assess the content of medical records for legibility, organization, completion, and 
conformance to our standards; and the record assessment system will address documentation 
of the items listed in Medical Records requirements above. 


3.10.19 Standard XIII: Utilization Review 


3.10.19.1 Written Program Description 
The vendor must have a written utilization review management program description, which includes, at a minimum, policies and 
procedures to evaluate medical necessity, criteria used, information sources and the process used to review and approve the 
provision of medical services. 


As is standard practice for all of our health plans, we will have a written utilization review 
management program description, which includes, at a minimum, policies, and procedures to 
evaluate medical necessity, criteria used, information sources, and the process used to review 
and approve the provision of medical services. 


3.10.19.2 Scope 
The program has mechanisms to detect under-utilization as well as over-utilization. 


As is standard practice for all of our health plans, our program has mechanisms to detect 
under-utilization as well as over-utilization. We perform a quarterly review of our prior 
authorization codification list, in which we identify codes that are being over- or under-
utilized and make adjustments to what services will require prior authorization. This 
codification list is updated on our website and is available for both recipients and providers to 
access which services require authorization. 
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3.10.19.3 Pre-Authorization and Concurrent Review Requirements 
For vendors with pre-authorization or concurrent review programs: 
A. Pre-authorization and concurrent review decisions must be supervised by qualified medical professionals; 
B. Efforts must be made to obtain all necessary information, including pertinent clinical information, and consult with the treating 


physician, as necessary; 
C. The reasons for decisions must be clearly documented and available to the recipient; 
D. The vendor’s prior authorization policies and procedures must be consistent with provision of covered medically necessary 


medical, behavioral, and social care in accordance with community standards of practice; 
E. There must be well-publicized and readily available mechanisms for recipient appeals and grievances as well as provider 


disputes. Providers may pursue an appeal on the recipient’s behalf with the recipient’s written authorization. The Notice of 
Action must include a description of how to file an appeal; 


F. Appeal and grievance decisions are made in a timely manner as warranted by the health of the enrolled recipient; 
G. There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, provider satisfaction or other 


measures; 
H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to individuals or entities that 


conduct utilization management activities is not structured so as to provide incentives for the individual or entity to deny, limit, 
or discontinue medically necessary services to any recipient; and 


I. If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the delegate meets these 
standards. 


As a vendor with existing pre-authorization or concurrent review programs in health plans 
across several states, we will comply with the following: 


• Pre-authorization and concurrent review decisions will be supervised by qualified medical 
professionals 


• Efforts will be made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating physician, as necessary 


• The reasons for decisions will be clearly documented and available to the recipient 


• Our prior authorization policies and procedures will be consistent with provision of 
covered medically necessary medical, behavioral, and social care in accordance with 
community standards of practice 


• There will be well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action will include a 
description of how to file an appeal 


• Appeal and grievance decisions will be made in a timely manner as warranted by the 
health of the enrolled recipient 


• There will be mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction, or other measures 


• Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, we will ensure that compensation 
to individuals or entities that conduct utilization management activities is not structured so 
as to provide incentives for the individual or entity to deny, limit, or discontinue medically 
necessary services to any recipient 


• If we delegate responsibility for utilization management, we have mechanisms to ensure 
that the delegate meets these standards 
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We follow all regulatory requirements and time frames related to prior authorization and 
concurrent review. Decisions are based on medical necessity and are communicated to the 
provider and recipient, with appeal rights being given in the event of an adverse decision. We 
monitor monthly and quarterly reports to track and trend effectiveness of programs. We also 
monitor provider and recipient satisfaction thru CAHPS responses. All decisions are made by 
qualified healthcare professionals, and they are not incentivized in any way to deny services. 


3.10.20 Standard XIV: Continuity of Care System 
The vendor has put a basic system in place, which promotes continuity of care and case management. The vendor must take a 
comprehensive and collaborative approach to coordinate care for the eligible population and conditions as specified by DHCFP 
through an effective case management program, partnerships with primary care physicians and specialists, other service providers 
and recipient participation, recipient/family outreach and education, and the ability to holistically address recipient’s health care 
needs. Care coordination must include not only the specific diagnosis, but also the complexities of multiple co-morbid conditions, 
including behavioral health, and related issues such as the lack of social or family support. 
The MCO vendor will have a geographically based care manager for in person assistance. Upon request of the Director of DHHS 
and/or the Administrator of DHCFP, care managers must be available to conduct home visits of recipients within forty eight (48) 
hours of being identified as high risk for serious health, safety and welfare issues. 
The vendor will train staff, receive available technical assistance, and adhere to the system of care values and principles and will 
use evidenced based practices for individualized services. See Attachment V ~ for System of Care Principles. 


As is standard practice for all of our health plans, we will employ a proven system which 
promotes continuity of care and case management. We will take a comprehensive and 
collaborative approach to coordinate care for the eligible population and conditions as 
specified by DHCFP through an effective case management program, partnerships with 
primary care physicians and specialists, other service providers and recipient participation, 
recipient/family outreach and education, and the ability to holistically address recipient’s 
healthcare needs. Care coordination will include not only the specific diagnosis, but also the 
complexities of multiple co-morbid conditions, including behavioral health, and related issues 
such as the lack of social or family support. 


We will have a geographically based care manager for in-person assistance. Upon request of 
the Director of DHHS and/or the Administrator of DHCFP, care managers will be available to 
conduct home visits of recipients within 48 hours of being identified as high risk for serious 
health, safety, and welfare issues. 


We will train staff, receive available technical assistance, and adhere to the system of care 
values and principles and will use evidenced based practices for individualized services. We 
will also comply with Attachment V ~ for System of Care Principles. 


Our continuity of care system also includes the use of Community Health Workers who 
connect recipients with community resources such as housing, food, utility assistance, and 
non-covered benefits. As part of the integrated, person centered care team for recipients, our 
Community Health Workers help round out the holistic care plan to address each recipient’s 
needs on a case-by-case basis and within their community context. These workers serve in 
tandem with case managers. Our care model includes meeting the basic needs of recipients, 
understanding that factors such as housing support improved health outcomes. 
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3.10.20.1 Case Management Services 
Vendor must offer and provide case management services which coordinate and monitor the care of recipients with specific 
diagnosis and/or who require high-cost (over $50,000.00) or extensive services. The Vendor’s case management program must 
include, at a minimum, the following: 
A. Identification of recipients who potentially meet the criteria for case management; through health risk assessment and tailoring 


care management programs to the recipients need, respecting the role of the recipient to be a decision maker in the care 
planning process. 


B. Assessment of the health condition for recipients with a positive screen. 
C. Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management program; and 
D. Development and implementation of a care treatment plan, incorporating person centered planning and system of care 


principles for recipients in case management based on the assessment which includes: 
1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP participation in both 


development and implementation phases of the care treatment plan in the least restrictive environment; 
2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer Health Assistance 


(GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, such as the Women, Infant, Children 
(WIC) program; teen pregnancy programs; parenting programs; and Child Welfare programs. 


We will offer and provide case management services that coordinate and monitor the care of 
recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive 
services. Our case management program will include, at a minimum, the following: 


• Identification of recipients who potentially meet the criteria for case management; through 
health risk assessment and tailoring care management programs to the recipients need, 
respecting the role of the recipient to be a decision maker in the care planning process 


• Assessment of the health condition for recipients with a positive screen 


• Notification to the recipient’s PCP of enrollment in our case management program 


• Development and implementation of a care treatment plan, incorporating person centered 
planning and system of care principles for recipients in case management based on the 
assessment which includes: 


– The recipient, families, caregivers, formal and informal supports, other service 
providers, and PCP participation in both development and implementation phases of 
the care treatment plan in the least restrictive environment 


– Coordination with State and county agencies, such as ADSD, DCFS, Governor’s 
Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well 
as other public assistance programs, such as the Women, Infant, Children (WIC) 
program; teen pregnancy programs; parenting programs; and Child Welfare programs 


As is standard practice for all of our health plans, recipients receive a health risk assessment 
to determine their healthcare needs and related risk. Case managers then utilize a 
standardized tool to stratify recipients into the most appropriate case management level. 


Case managers work with recipients to develop a goal oriented, person centered care plan. 
Motivational interviewing is then utilized to empower recipients to manage their healthcare 
for improved health outcomes. Care plans are shared with providers to ensure integration of 
services and prevent duplication of services. 
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Reports are regularly generated and monitored for utilization trends and identification of 
recipients who would benefit from case management services. 


3.10.20.2 Case Management Program 
The following components should be incorporated into the vendor case management program: 
A. Identification 
The vendor must have mechanisms in place to screen and identify recipients potentially eligible for case management services. 
These mechanisms must include an administrative data review (e.g. diagnosis, cost threshold, access issues and/or service 
utilization) and may also include telephone interviews; mail surveys; provider/self-referrals; or home visits. 
B. Screen 


1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the following timeframes from 
the date of enrollment in the MCO: 
a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of a positive 


identification and to determine the need for case management services within ninety (90) calendar days of 
enrollment. Screening assessment for pregnant women, children with specialty health care needs, adults with special 
health care needs must be conducted within thirty (30) days; and 


b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO shall document 
the barrier(s) to completion and how the barriers shall be overcome so that the Health Needs Assessment can be 
accomplished with in the first one hundred and twenty (120) days. 


c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to identify the 
recipient’s existing and/or potential health care needs and assess the recipient’s need of case management services. 


d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon request. 
C. Comprehensive Assessment 
For those identified through the Health Needs Assessment Screening to potentially need case management services, a 
comprehensive assessment must be completed to evaluate the recipient’s physical health, behavioral health, co-morbid conditions, 
and psycho-social, environmental, and community support needs. The assessment must be completed by a physician, physician 
assistant, RN, LPN, licensed social worker, or a graduate of a two or four-year allied health program. If the assessment is completed 
by another medical professional, there should be oversight and monitoring by either a registered nurse or physician. 
Furthermore, the vendor must provide information to the recipient and their PCP that they have been identified as meeting the 
criteria for case management, including their enrollment into case management services. 
D. Prioritize Care Needs of the Recipient 


1. The vendor must develop methods to synthesize assessment information to prioritize care needs and develop person 
centered treatment plans. Once the recipients care needs have been identified, the vendor must, at a minimum: 
a. Develop a person centered care treatment plan (as described below); 
b. Implement recipient - level interventions; 
c. Continuously monitor the progress of the patient; 
d. Identify gaps between care recommended and actual care provided; 
e. Propose and implement interventions to address the gaps; and 
f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly. 


E. Person Centered Care Treatment Plan 
1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into case management 


and development of a person centered care treatment plan within ninety (90) calendar days of membership. The recipient, 
designated formal and informal supports, and the recipient's PCP must be actively involved in the development of the care 
treatment plan. Ongoing communication regarding the status of the care treatment plan may be accomplished between 
the vendor and the PCP’s designee (i.e. qualified health professional). Revisions to the clinical portion of the care 
treatment plan should be completed in consultation with the PCP. 


2. The vendor must arrange or provide for professional care management services that are performed collaboratively by the 
recipient, designated formal and informal supports, and a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, targeted case managers, and/or 
social workers) appropriate for the recipient’s condition and health care needs. 


3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and health condition, 
any co-morbidity, and the recipient’s psychological and community support needs. At a minimum, the vendor’s case 
manager must attempt to coordinate care with the recipient’s case manager from other health systems, including 
behavioral health. The person centered care treatment plan must also include specific provisions for periodic reviews of 
the recipient’s condition and appropriate updates to the plan. 


4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for recipients transferred 
into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan or any other existing care treatment 
plans. 
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F. Designation of PCP 
For recipients with case management needs, the designated PCP is the physician who will manage and coordinate the overall care 
for the recipient. In addition, the vendor will facilitate the coordination of the recipient’s care and ensure communication between the 
recipient, PCP, and other service providers and case managers. 
G. Case Management Program Staffing 
The vendor must identify the staff that will be involved in the operations of the case management program, including but not limited 
to: case manager supervisors, case managers, and administrative support staff. The vendor must identify the role/functions of each 
case management staff recipient as well as the required educational requirements, clinical licensure standards, certification and 
relevant experience with case management standards and/or activities. Furthermore, the vendor must provide case manager 
staff/recipient ratios based on the recipient risk stratification and different levels of care being provided to recipients. Behavioral 
health case management must be available 24 hours a day, 7 days a week. 
H. Case Management Conditions 


1. The vendor must, at a minimum, provide case management to recipients with the following clinical and behavioral health 
conditions: 
a. Congestive Heart Failure (CHF); 
b. Coronary Arterial Disease (CAD); 
c. Hypertension (excluding Mild Hypertension); 
d. Diabetes; 
e. Chronic Obstructive Pulmonary Disease (COPD); 
f. Asthma;  
g. Severe Mental Illness (SMI); 
h. High-Risk or High-Cost Substance Abuse Disorders; 
i. Severe Cognitive and/or Developmental Limitation; 
j. Recipients in Supportive Housing; 
k. HIV; and 
l. Recipients with Complex Conditions. 


However, vendor must focus on all recipient’s whose health conditions warrant case management services and should not limit 
these services only to recipients with these conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 
I. Case Management Strategies 


1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a recipient’s person 
centered treatment plan and coordinating the case management needs. Should a vendor employ a disease management 
methodology (e.g., grouper, predictive modeling, proprietary screening algorithms) to identify and/or stratify recipients in 
need of various levels of health coaching and care intervention, the methods must be validated by scientific research 
and/or nationally accepted and recognized in the health care industry. 


2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-based clinical 
guidelines or best practice approaches to assist in providing a high level of quality care to vendor recipients. 


3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The vendor will organize 
interventions specifically designed to reduce or eliminate disparities in health care. 


J. Information Technology System for Case Management: 
The vendor’s information technology system for its case management program must maximize the opportunity for communication 
between the vendor, PCP, the patient, other service providers and case managers. The vendor must have an integrated database 
that allows vendor staff that may be contacted by a recipient in case management to have immediate access to and review of the 
most recent information within the vendor’s information systems relevant to the case. The integrated database may include the 
following: administrative data, call center communications, service authorizations, person centered care treatment plans, patient 
assessments and case management notes. For example, vendor recipient services staff must have access to a recipient’s case 
management notes and recent inpatient or emergency department utilization if contacted by that recipient. The information 
technology system must also have the capability to share relevant information (i.e. utilization reports, person centered care 
treatment plans, etc.) with the recipient, the PCP, and other service providers and case managers. 
The vendor must submit a monthly report on the number of recipients receiving case management, their ages, geographic location 
and reason for case management. 


The following components will be incorporated into our case management program: 


Identification: We will have mechanisms in place to screen and identify recipients potentially 
eligible for case management services. These mechanisms will include an administrative data 
review (e.g., diagnosis, cost threshold, access issues, and/or service utilization) and may also 
include telephone interviews; mail surveys; provider/self-referrals; or home visits. 


Screen. We will conduct a Health Needs Assessment Screening for all new recipients with the 
following timeframes from the date of enrollment in the MCO: 
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• Will arrange for or conduct an initial screening assessment of new recipients, to confirm 
the results of a positive identification and to determine the need for case management 
services within 90 calendar days of enrollment. Screening assessment for pregnant women, 
children with specialty healthcare needs, and adults with special healthcare needs will be 
conducted within 30 days 


• We will document at least three attempts to conduct the screen. If unsuccessful we will 
document the barrier(s) to completion and how the barriers will be overcome so that the 
Health Needs Assessment can be accomplished within the first 120 days 


• Face-to-face assessments will be conducted, as necessary, to identify a recipient’s existing 
and/or potential healthcare needs and assess the recipient’s need of case management 
services 


• We will submit the Health Needs Assessment Screening form/s and data to DHCFP upon 
request 


Comprehensive Assessment. For those identified through the Health Needs Assessment 
Screening to potentially need case management services, a comprehensive assessment will be 
completed to evaluate the recipient’s physical health, behavioral health, co-morbid conditions, 
and psycho-social, environmental, and community support needs. The assessment will be 
completed by a physician, physician assistant, RN, LPN, licensed social worker, or a graduate 
of a two or four-year allied health program. If the assessment is completed by another medical 
professional, there will be oversight and monitoring by either a registered nurse or physician. 


Furthermore, we will provide information to the recipient and their PCP that they have been 
identified as meeting the criteria for case management, including their enrollment into case 
management services. 


Prioritize Care Needs of the Recipient. We will develop methods to synthesize assessment 
information to prioritize care needs and develop person centered treatment plans. Once the 
recipients care needs have been identified, we will, at a minimum: 


• Develop a person centered care treatment plan (as described below) 
• Implement recipient-level interventions 
• Continuously monitor the progress of the patient 
• Identify gaps between care recommended and actual care provided 
• Propose and implement interventions to address the gaps 
• Re-evaluate the recipient’s care needs and adjust the level of case management services 


accordingly 
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Person Centered Care Treatment Plan 


• Based on the assessment, we will assure and coordinate the placement of the recipient into 
case management and development of a person centered care treatment plan within 90 
calendar days of membership. The recipient, designated formal and informal supports, and 
the recipient's PCP will be actively involved in the development of the care treatment plan. 
Ongoing communication regarding the status of the care treatment plan will be 
accomplished between us and the PCP’s designee (i.e., qualified health professional). 
Revisions to the clinical portion of the care treatment plan will be completed in 
consultation with the PCP 


• We will arrange or provide for professional care management services to be performed 
collaboratively by the recipient, designated formal and informal supports, and a team of 
professionals (which may include physicians, physician assistants, nurses, specialists, 
pediatricians, pharmacists, behavior health specialists, targeted case managers, and/or 
social workers) appropriate for the recipient’s condition and healthcare needs 


• The person centered care treatment plan will reflect the recipient’s primary medical 
diagnosis and health condition, any co-morbidity, and the recipient’s psychological and 
community support needs. At a minimum, our case manager will attempt to coordinate 
care with the recipient’s case manager from other health systems, including behavioral 
health. The person centered care treatment plan will also include specific provisions for 
periodic reviews of the recipient’s condition and appropriate updates to the plan 


• We will honor ongoing person centered care treatment plans, as medically necessary, for 
recipients transferred into our plan from another Medicaid vendor, a State-designated 
HIX plan, or any other existing care treatment plans 


Designation of PCP. For recipients with case management needs, the designated PCP is the 
physician who will manage and coordinate the overall care for the recipient. In addition, we 
will facilitate the coordination of the recipient’s care and ensure communication between the 
recipient, PCP, and other service providers and case managers. 


Case Management Program Staffing. We will identify the staff that will be involved in the 
operations of the case management program, including but not limited to: case manager 
supervisors, case managers, and administrative support staff. We will identify the 
role/functions of each case management staff recipient as well as the required educational 
requirements, clinical licensure standards, certification and relevant experience with case 
management standards and/or activities. Furthermore, we will provide case manager 
staff/recipient ratios based on the recipient risk stratification and different levels of care being 
provided to recipients. BH case management will be available 24 hours a day, 7 days a week. 
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Case Management Conditions. We will, at a minimum, provide case management to recipients 
with the following clinical and behavioral health conditions: 


• Congestive Heart Failure (CHF) 
• Coronary Arterial Disease (CAD) 
• Hypertension (excluding Mild Hypertension) 
• Diabetes 
• Chronic Obstructive Pulmonary Disease (COPD) 
• Asthma 
• Severe Mental Illness (SMI) 
• High-Risk or High-Cost Substance Abuse Disorders 
• Severe Cognitive and/or Developmental Limitation 
• Recipients in Supportive Housing 
• HIV 
• Recipients with Complex Conditions 


However, we will focus on all recipients whose health conditions warrant case management 
services and should not limit these services only to recipients with these conditions (e.g., cystic 
fibrosis, cerebral palsy, sickle cell anemia, etc.). 


Case Management Strategies 


• We will follow best-practice and/or evidence-based clinical guidelines when devising a 
recipient’s person centered treatment plan and coordinating the case management needs. 
If employing a disease management methodology (e.g., grouper, predictive modeling, 
proprietary screening algorithms) to identify and/or stratify recipients in need of various 
levels of health coaching and care intervention, the methods will be validated by scientific 
research and/or nationally accepted and recognized in the healthcare industry. 


• We will develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high 
level of quality care to our recipients. 


• We will work collaboratively with DHCFP to determine recipient race and ethnicity and 
will organize interventions specifically designed to reduce or eliminate disparities in 
healthcare. 


Information Technology System for Case Management. The information technology system 
for our case management program will maximize the opportunity for communication between 
us, the PCP, the patient, other service providers, and case managers. We will have an 
integrated database that allows our staff-- that may be contacted by a recipient in case 
management--to have immediate access to and review of the most recent information within 
our information systems relevant to the case. The integrated database may include the 
following: administrative data, call center communications, service authorizations, person 
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centered care treatment plans, patient assessments, and case management notes. For example, 
our recipient services staff will have access to a recipient’s case management notes and recent 
inpatient or emergency department utilization if contacted by that recipient. The information 
technology system will also have the capability to share relevant information (i.e., utilization 
reports, person centered care treatment plans, etc.) with the recipient, the PCP, and other 
service providers and case managers. 


We will submit a monthly report on the number of recipients receiving case management, their 
ages, geographic location, and reason for case management. 


3.10.21 Standard XV: IQAP Documentation 


3.10.21.1 Scope 
The vendor must document that it is monitoring the quality of care across all services and all treatment modalities, according to its 
written IQAP. (This review of the entire range of care is expected to be carried out over multiple review periods and not on a 
concurrent basis.) 


As is standard practice for all of our health plans, we will document that we are monitoring 
the quality of care across all services and all treatment modalities, according to our written 
IQAP. (This review of the entire range of care is expected to be carried out over multiple 
review periods and not on a concurrent basis.) 


3.10.21.2 Maintenance and Availability of Documentation 
The vendor must maintain and make available to the DHCFP, and upon request to the Federal Secretary of Health and Human 
Services or any federal or state regulatory entities, studies, reports, protocols, standards, worksheets, minutes, or such other 
documentation as requested concerning its quality assurance activities and corrective actions. 


We will maintain and make available to DHCFP, and upon request to the Federal Secretary of 
Health and Human Services or any federal or state regulatory entities, studies, reports, 
protocols, standards, worksheets, minutes, or such other documentation as requested 
concerning our quality assurance activities and corrective actions. 
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3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity 
with Other Management Activity 


3.10.22.1 Results of QA Activity 
The findings, conclusions, recommendations, actions taken and results of the actions taken as a result of QA activity, are 
documented and reported within the vendor’s organization and through the established QA channels. 
A. Quality assurance information is used in credentialing, recredentialing, and/or annual performance evaluations. 
B. Quality assurance activities are coordinated with other performance monitoring activities, including utilization management, risk 


management and resolution and monitoring of recipient grievances and appeals. 
C. There is a linkage between quality assurance and the other management functions of the vendor such as: 


1. Network changes; 
2. Benefits redesign; 
3. Medical management systems (e.g., pre-certification); 
4. Practice feedback to practitioners; 
5. Patient education; and 
6. Recipient services. 


As is standard practice for all of our health plans, the findings, conclusions, 
recommendations, actions taken, and results of the actions taken as a result of QA activity, 
will be documented and reported within our organization and through the established QA 
channels. 


Quality assurance information will be used in credentialing, recredentialing, and/or annual 
performance evaluations. Quality assurance activities will be coordinated with other 
performance monitoring activities, including utilization management, risk management, and 
resolution, and monitoring of recipient grievances and appeals. 


We have experience addressing the linkage between quality assurance and our other 
management functions such as: 


• Network changes 
• Benefits redesign 
• Medical management systems (e.g., pre-certification) 
• Practice feedback to practitioners 
• Patient education 
• Recipient services 


We have studied these linkages to improve our overall QA and recipient care and services. 
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3.10.23 Standard XVII: Data Collection 
The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient satisfaction/complaint data on a 
regular basis, in accordance with Quality Assurance Standards. The vendor will submit information to DHCFP in accordance with 
the contract, performance measures and reports. Data for measures of quality, utilization, recipient satisfaction and access will be 
reported for the contract population. 
3.10.23.1 Specific areas of study required will be stated in the contract. 
3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be accurate and complete. 
3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal and obstetrical 


care are required by due date. 


We will provide DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Quality Assurance 
Standards. We will submit information to DHCFP in accordance with the contract, 
performance measures and reports. Data for measures of quality, utilization, recipient 
satisfaction, and access will be reported for the contract population. 


Specific areas of study required will be stated in the contract. We will submit accurate and 
complete data or studies as required by the contract by the required due date. 


We will complete monitoring and tracking of grievance/appeal information, childhood 
immunization, and prenatal and obstetrical care by the due date. 


We have a robust and well established process for compliance with required periodic reporting 
to State regulatory authorities in our existing contracts. This process will easily expand to 
cover the required reporting under this contract. DHCFP can be confident that this 
requirement will be met and exceeded as a performance requirement under this contract. 


3.10.24 Standard XVIII: Dispute Resolution 
The vendor must adequately staff a provider services unit to handle provider questions and disputes. 
3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within ninety (90) 


calendar days of the date of receipt with appropriate follow up to provider. 
3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider dispute to include 


the nature of it, the date filed, dates and nature of actions taken, and final resolution. 


We will adequately staff a provider services unit to handle provider questions and disputes; 
will resolve 90% of written, telephone, or personal contacts within 90 calendar days of the date 
of receipt with appropriate follow up to provider; and will maintain a written record in the 
form of a file or log for each provider dispute to include the nature of it, the date filed, dates 
and nature of actions taken, and final resolution 


Currently we have a formal Provider Complaint and Dispute system established for our health 
plans nationwide. This system provides for the timely and effective resolution of disputes 
between our company and our providers. This system is specific to providers and does not 
replace our formal recipient grievance system, which allows a provider to submit a grievance 
or an appeal on behalf of a recipient as provided. 


We offer a first level of provider appeals by assisting providers with any issues related to its 
recipients and/or services, and make every reasonable effort to resolve issues during the 
informal review process. Informal appeals may come to our attention by telephone, email, fax, 
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provider service representatives, or meetings. All provider informal appeals are entered into 
our call-tracking system integrated into our core information management system, allowing 
for the aggregation and trending of issues to enable prompt, appropriate action to reduce or 
eliminate future occurrences. 


Once an informal appeal has been received, it remains open in the call tracking system until 
the provider has been notified of the outcome. Routine reporting from this unit is reviewed by 
our Network Operations Committee and, as appropriate, health plan-level QI committees. We 
have dedicated provider services representatives in all of our service areas nationwide to 
ensure that contracted providers have access to training and assistance with the provider 
complaints and appeals system. We conduct provider training within 30 days of placing newly 
contracted providers, which includes a comprehensive review of our provider complaints and 
appeals process. 


We also have written policies and procedures for providers to submit provider claim disputes 
for determination. All claim disputes must be submitted in writing. Upon receipt of the claim 
dispute, we send a letter of acknowledgment to the provider. This letter is retained in the 
application for future reference. The dispute is reviewed by appropriate claims department 
personnel for resolution. The dispute is also reviewed to ensure the provider has included 
factual and legal details and any documents which support the facts of the case (e.g., payment, 
specific claim denial, quick pay discount). Our provider dispute resolution application tracks 
all claims information associated with the disputed provider claim. It also provides review, 
management, tracking, reporting, correspondence, and workflow capabilities for quick and 
systematic auditable resolution of provider disputes. 
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3.11 State Quality Assessment and Performance Improvement 
Strategy 


3.11.1 Quality Assessment and Performance Improvement Strategy  
Per Amendment 7, Changes to RFP Sections, RFP Section 3.11.1 is replaced with the following new language. 
The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and Performance Improvement 
Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438.310. The State’s Strategy has two basic purposes: 
3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, and 
3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by implementing multiple 


methods for “continuous quality improvement” in order to raise the quality of care provided to, and received by, 
Medicaid recipients in the state. 


We have reviewed the Nevada Check Up Managed Care Quality Assessment and Performance 
Improvement Strategy (the Strategy) pursuant to 42 CFR 438.310 and understand the basic 
purposes of ensuring compliance with federal and State statutory and regulatory requirements 
on quality, and going beyond compliance with the minimum statutory and regulatory 
requirements by implementing multiple methods for “continuous quality improvement” in 
order to raise the quality of care provided to, and received by, Medicaid recipients. 


In partnering with DHCFP, we will work to meet and exceed requirements to elevate the 
quality of care for recipients. We will also aim to identify “creative initiatives to continually 
monitor, assess, and improve access to care and quality and timeliness of services for Nevada 
Medicaid and Check Up recipients” (The Strategy, iii). 


3.11.2 Quality Strategy 
The purpose of this quality strategy is to: 


We describe the purpose of this quality below. 


3.11.2.1 CFR 438.340 – State Responsibilities 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.11.2.1 is replaced with the language reflected in the section title. 
A. Have a written strategy for assessing and improving the quality of managed care services offered by all managed care 


organizations (vendors); 
B. Obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for 


public comment before adopting it to final; 
C. Ensure that the vendors comply with standards established by the DHCFP; 
D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy periodically, as needed; 
E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever significant changes are made, 


and two (2) regular reports on the implementation and effectiveness of the strategy; and 
F. The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management and direction. The vendor 


is also required to participate in quality initiatives that align with the goals and objectives identified in the DHCFP’s 
Performance Measures, as defined in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and 
an annual Work Plan. 


We understand the purpose of the quality strategy and the CFR 438.340 State responsibilities. 
We will align our quality activities with the goals and objectives of the Strategy and the 
DHCFP’s overarching goal of “designing and implementing a coordinated and 
comprehensive system to proactively drive quality throughout the Nevada Medicaid and Check 
Up system” (The Strategy, iii). 
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We acknowledge, agree, and will comply with the vendor requirements as related to the 
following State responsibilities to: 


• Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (vendors) 


• Obtain the input of recipients and other stakeholders in the development of the strategy 
and make the strategy available for public comment before adopting it to final 


• Ensure that the vendors comply with standards established by DHCFP; (We, if selected as 
the vendor, will comply with standards established by DHCFP) 


• Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy periodically, as needed 


• Submit to CMS one copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two regular reports on the implementation and 
effectiveness of the strategy 


• Have DHCFP approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The vendor is also required to participate in quality initiatives 
that align with the goals and objectives identified in DHCFP’s Performance Measures, as 
defined in its budget. We will promulgate a two part Strategy: an overriding conceptual 
program and an annual Work Plan. (If selected as the vendor, we will participate in 
quality initiatives that align with the goals and objectives identified in DHCFP’s 
Performance Measures, as defined in its budget) 
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3.11.2.2 CFR 438.340 – Managed Care State Quality Strategy 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.11.2.2 is replaced with the language reflected in the section title. 
Quality of care activities will be monitored through information obtained in a quarterly MCO Care Coordination Report. These 
activities may include monitoring and technical assistance through site visits to the vendor, Chart audits, phone calls, etc. The 
DHCFP may validate the MCO Care Coordination report and may conduct a more in-depth review and/or request additional 
information. 
A. The Strategy incorporates procedures that: 


1. Assess the quality and appropriateness of care and services furnished to all of the DHCFP medical assistance program 
recipients enrolled in managed care under the vendor contract, as well as to enrolled recipients who have special health 
care needs; 


2. Require the vendor to develop a cultural competency plan that will include methods to encourage culturally-competent 
contact between recipients and providers, staff recruitment, staff training, translation services, and the development of 
appropriate health education materials. The vendor is responsible for promoting the delivery of services in a culturally 
competent manner, solely determined by the DHCFP, to all recipients including those with limited English proficiency 
(LEP) and diverse cultural and ethnic background. The vendor will develop methods to collect report and identify the race, 
ethnicity and primary language spoken of each enrolled recipient. The vendor will track primary language information in 
the health plans’ customer services systems. The DHCFP will provide race and ethnicity and primary language spoken 
data for the Medicaid population to the vendor(s) through a monthly interface. The vendors may alert the DHCFP, as part 
of the demographic update interface with DWSS NOMADS system, of any known discrepancies in the race and ethnicity 
or primary language data they receive from the DHCFP. This data will be utilized to gather baseline data and will lead to 
the development of a Performance Improvement Projects (PIP) or quality improvement project. Such a project will 
incorporate data from the State enrollment file according to the race and ethnicity categories as defined by CMS. The data 
will be used to generate stratified reports as recommended by CMS and HIPAA for race and ethnicity categories to 
identify disparities. The vendor’s will organize interventions specifically designed to reduce or eliminate disparities in 
health care; 


3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a description of how the 
DHCFP will complete this monitoring in line with the Strategy; 


4. Arrange for external quality reviews including a description of the annual independent external quality review of the 
timeliness, outcomes, and accessibility of the services covered under each vendor contract. This section should include 
but is not limited to a broad description of calculating HEDIS measures or designing performance improvement projects; 


5. That designates the performance measures and levels developed by CMS in consultation with States and other relevant 
stakeholders; 


6. Designates an information system that supports the initial and ongoing operation and review of the DHCFP’s quality 
strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality strategy. These 
sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology 
for using sanctions as a vehicle for addressing identified quality of care problems; and 


8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and operations, and 
quality measurement and improvement. 


Pursuant to CFR 438.340 Managed Care State Quality Strategy, we understand that quality of 
care activities will be monitored through information obtained in a quarterly MCO Care 
Coordination Report, and that these activities may include monitoring and technical 
assistance through site visits to the vendor, chart audits, phone calls, etc. We acknowledge that 
DHCFP may validate the MCO Care Coordination report and may conduct a more in-depth 
review and/or request additional information. Upon contract, we will comply with DHCFP 
MCO Care Coordination validation, request for information, and review efforts. 


We acknowledge, agree, and will comply with the vendor requirements as related to the 
following State activities, and we understand that the Strategy incorporates procedures to: 


• Assess the quality and appropriateness of care and services furnished to all DHCFP 
medical assistance program recipients enrolled in managed care under the contract, as 
well as to enrolled recipients who have special healthcare needs 
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• Per stated DHCFP requirements, develop a cultural competency plan that includes 
methods to encourage culturally competent contact between recipients and providers, staff 
recruitment, staff training, translation services, and the development of appropriate health 
education materials. We will promote the delivery of services in a culturally competent 
manner, solely determined by DHCFP, to all recipients including those with limited 
English proficiency (LEP) and diverse cultural and ethnic background. We will develop 
methods to collect, report, and identify the race, ethnicity, and primary language spoken of 
each enrolled recipient. We will track primary language information in the health plans’ 
customer services systems. We acknowledge that DHCFP will provide race and ethnicity 
and primary language spoken data for the Medicaid population through a monthly 
interface. We may alert DHCFP, as part of the demographic update interface with DWSS 
NOMADS system, of any known discrepancies in the race and ethnicity or primary 
language data we receive from the agency. We understand that this data will be used to 
gather baseline data and will lead to the development of a Performance Improvement 
Projects (PIP) or quality improvement project. We also understand that such a project will 
incorporate data from the State enrollment file according to the race and ethnicity 
categories as defined by CMS, and that the data will be used to generate stratified reports 
as recommended by CMS and HIPAA for race and ethnicity categories to identify 
disparities. We will organize interventions specifically designed to reduce or eliminate 
disparities in healthcare 


• Monitor and evaluate our compliance with the standards. This will include a description of 
how DHCFP will complete this monitoring in line with the Strategy 


• Arrange for external quality reviews, including a description of the annual independent 
external quality review of the timeliness, outcomes, and accessibility of the services covered 
under each vendor contract. This section will include but will not be limited to a broad 
description of calculating HEDIS measures or designing performance improvement 
projects 


• Designate the performance measures and levels developed by CMS in consultation with 
states and other relevant stakeholders 


• Designate an information system that supports the initial and ongoing operation and 
review of DHCFP’s quality strategy 


• Designate a description of how DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions meet the requirements specified in 42 CFR 438 Subpart I. 
DHCFP’s description specifies its methodology for using sanctions as a vehicle for 
addressing identified quality of care problems; and 


• Identify standards, at least as stringent as those in 42 CFRPart 438 for access to care, 
structure and operations, and quality measurement and improvement. 


We will comply with all tenets of this requirement. Our current cultural competency plans 
enterprise-wide incorporate these activities. 
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To monitor and evaluate our quality and process improvement strategy objectives and goals 
for all of our health plans, we employ a continuous quality improvement process to collect, 
analyze, monitor, evaluate, and report on quality performance and the effectiveness of 
programs and services offered to recipients. Our quality improvement plan and continuous 
process allow for effective and improved delivery of medical and behavioral healthcare and 
services to recipients. This process is used throughout the organization to support and improve 
procedures, systems, quality, cost, and outcomes. Data sources for improvements include, but 
are not limited to: 


• HEDIS measures based on claims and encounters and/or medical record review data, for 
example, Care for Older Adults 


• Claims and Encounters Based Measures not based on HEDIS, for example, Long-Term 
Care Urinary Tract Infection Rate 


• Survey measures and feedback from recipients and providers, including provider and case 
manager satisfaction 


• Case Management and Care Plan Data, including assessment information and outcomes 
data 


• Prior Authorization Data, including utilization management methodology and assigning 


To address health disparities and ongoing awareness of population-specific needs, we have a 
current Cultural Competency Plan that follows guidelines of National Standards for 
Culturally and Linguistically Appropriate Services (CLAS) in Health Care, published by the 
U.S. Department of Health and Human Services (HHS), Office of Minority Health (OMH). 
We will update this plan to align with specific needs in Nevada. Currently, the plan includes 
provider relations staff training on cultural, linguistic, and disability competencies to best 
serve participants of all cultures, races, ethnic backgrounds, and religions. 


We also conduct annual cultural competency training for all of our employees and report 
those who have completed training on a quarterly basis. Required policies include 
communicating in a recipient’s preferred language, both spoken and written, and providing 
guidance for service coordinators to access oral interpretation or sign language interpreter 
services. Our policies also require providers to offer interpretation services (not to include a 
family member). If a provider cannot offer interpreter services, we make arrangements for the 
recipient. 


We also maintain a Disability Awareness and Competency Policy where employees and 
providers are required to complete training to improve delivery of culturally appropriate and 
supportive services for our older adult recipients and people with disabilities. Topics covered in 
this training include: disability awareness and sensitivity; an overview of the American with 
Disabilities Act (ADA); disability health and healthcare disparities; accessibility issues and 
barriers; communication access (includes use of materials in alternative formats); and 
interpreter services (including use of qualified interpreters). 
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We recently earned recognition through the National Committee for Quality Assurance 
(NCQA) Multicultural Health Care (MHC) Distinction Program for our focus on improving 
culturally and linguistically appropriate services and reducing healthcare disparities. Five 
standards (race/ethnicity and language data, access and availability of language services, 
practitioner network cultural responsiveness, culturally and linguistically appropriate services 
programs, and reducing healthcare disparities) make up the program, and we were evaluated 
based on an evidence-based set of requirements. 


In aligning our quality activities with the DHCFP quality assessment and performance 
improvement strategy, we will support the mission of providing quality healthcare services, 
including Medicaid services, to low-income Nevadans in the most efficient manner, and 
promoting equal access to healthcare at an affordable cost to Nevada taxpayers, to restrain the 
growth of costs, and to review Medicaid and other State healthcare programs to maximize 
potential federal revenue (The Strategy, 1-7). 
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3.12 Fiscal Requirements 
3.12.1 Vendor Fiscal Standards 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified vendors. The vendor must comply 
with all DOI standards in addition to the managed care program standards described in this section. 


We acknowledge that the State of Nevada Division of Insurance (DOI) regulates the financial 
stability of all certified vendors. As such, we will comply with all DOI standards in addition to 
the managed care program standards described in the RFP. 


3.12.2 Performance Security Deposit 
The vendor must provide a performance security deposit in the form of a bond furnished by a surety company authorized to do 
business in the State of Nevada to the DHCFP in order to guarantee payment of the vendor’s obligations under this contract. The 
performance security deposit may be utilized by the DHCFP to remedy any breach of contract or sanctions imposed on the vendor. 


We will provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to DHCFP to ensure payment of 
our obligations under the contract. We understand that the performance security deposit may 
be used by DHCFP to remedy any breach of contract or sanctions imposed on us. See 
Proposal Section 3.12.2.3, Surety Bond, for additional information. 


3.12.2.1 Initial Deposit 
An initial deposit of $15,000,000 must be deposited within ten (10) business days following award of the contract to the vendor, as 
stated in the Attachment E ~ Insurance Schedule. This amount must be reviewed at the end of the first quarter of the contract period 
and may need to be increased or decreased to equal the actual required security deposit amount. 


The amount of the performance security deposit shall be equal to one hundred and ten percent (110%) of the highest month’s total 
capitation amount in the first quarter or fifteen million dollars ($15 million), whichever is greater. This must be deposited with the 
State Treasurer within fifteen (15) calendar days after the end of the first quarter of the contract. The total capitation amount is the 
sum of all capitation payments for all recipients for the month. 


We acknowledge that an initial deposit of $15,000,000 must be deposited within 10 business 
days following award of a contract, as stated in the Attachment E ~ Insurance Schedule. This 
amount will be reviewed at the end of the first quarter of the contract period and may need to 
be increased or decreased to equal the actual required security deposit amount. 


The amount of the performance security deposit will be equal to 110% of the highest month’s 
total capitation amount in the first quarter or $15 million, whichever is greater. This will be 
deposited with the State Treasurer within 15 calendar days after the end of the first quarter of 
the contract. The total capitation amount is the sum of all capitation payments for all 
recipients for the month. 


3.12.2.2 Increase Performance Security Deposit 
After the initial year of the contract the DHCFP will require the vendor to increase the performance security deposit amount to reflect 
an amount equal to one hundred and ten percent (110%) of the preceding year’s highest month’s total capitation payment or fifteen 
million dollars ($15 million), whichever is greater. 


We acknowledge that DHCFP will require an increase to the performance security deposit 
amount after the initial year of the contract to reflect an amount equal to 110% of the 
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preceding year’s highest month’s total capitation payment or $15 million, whichever is 
greater. 


3.12.2.3 Surety Bond 
Vendors submitting performance security to the State of Nevada in the form a surety bond must utilize a company that meets the 
following listed requirements: 


A. A.M. Best A-VII rated insurance company; 
B. Certified by the Department of Treasury, Financial Management Services for Nevada; and 
C. Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


We will use Marsh to broker the purchase of a bond from Liberty Insurance Company, which 
meets the following requirements: 


• A.M. Best A-VII rated insurance company 
• Certified by the Department of Treasury, Financial Management Services for Nevada 
• Licensed by the Nevada Department of Business and Industry, Division of Insurance 


3.12.2.4 Performance Security Deposit Length of Time 
The vendor must maintain the performance security deposit after the contract term for a length of time to be determined by the 
DHCFP in order to cover all outstanding liabilities. 


We acknowledge that we must maintain the performance security deposit after the contract 
term for a length of time to be determined by DHCFP to cover all outstanding liabilities. 


3.12.3 Vendor Liability 
The requirements set forth below shall be included in all subcontracts. 


We will address the vendor liability requirements set forth within the RFP in all subcontracts. 


3.12.3.1 Recipient Liability 
The vendor must ensure that its recipients are not held liable for any of the following: 


A. The vendor’s debts, in the event of the vendor’s insolvency; 
B. For services provided to the recipient in the event of the organization failing to receive payment from the State for such 


services; 
C. For services provided to a recipient in the event a health care provider with a contractual, referral, or other arrangement with 


the vendor fails to receive payment from the state or the organization for such services; or 
D. Payments to a provider who furnishes covered services under a contractual, referral, or other arrangement with the vendor in 


excess of the amount that would be owed by the recipient if the vendor had directly provided the services. 


We will ensure that recipients will not be held liable for any of the following: 


• Our debts, in the event of insolvency 


• Services provided to them, should we fail to receive payment from the State for such 
services 


• Services provided to them in the event a health care provider with a contractual, referral, 
or other arrangement with us fails to receive payment from the State or the organization 
for such services 
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• Payments to a provider that furnishes covered services under a contractual, referral, or 
other arrangement with us in excess of the amount that would be owed by the recipient if 
we had directly provided the services 


3.12.3.2 Continuation of Services 
To ensure continuation of services to recipients during insolvency pursuant to the Center for Medicare and Medicaid State Medicaid 
Manual (SMM) 2086.6.B. 


We will ensure continuation of services to recipients during insolvency pursuant to the Center 
for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


3.12.4 Payment of Claims 


3.12.4.1 Pay All Claims 
The vendor shall be responsible for paying all claims for properly accessed and, if necessary, authorized covered services provided 
to enrolled recipients on dates of service when they were eligible for coverage unless the services are excluded under the DHCFP 
managed care contract or the Nevada Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with state 
and federal statutes and regulations. Not meeting all federal requirements, including those for timely claims payment, may be 
considered a breach. 


We will be responsible for paying all claims for properly accessed and, if necessary, authorized 
covered services provided to enrolled recipients on dates of service when they were eligible for 
coverage unless the services are excluded under the DHCFP managed care contract or the 
Nevada Medicaid State Plan. 


We will adjudicate and pay all claims in accordance with State and federal statutes and 
regulations. Our claims processing system adjudicates to contract requirements, and we 
understand that not meeting all federal requirements, including those for timely claims 
payment, may be considered a breach. Following our standard claims payment process, we: 


• Can configure our system in accordance with DHCFP-specific requirements 


• Receive claims files from providers, which we then process and adjudicate. To meet 
program goals, providers must submit claims within 180 days of the date of service 


• Monitor claims adjudication accuracy and meet timeliness standards through well-tested 
processes 


• Monitor and manage claims inventory and key performance indicators (KPI) using 
various reports and applications. 


• Monitor regulatory and quality standards (e.g., claims statistics and claim history) through 
our reports, and can develop customized DHCFP reports by defining parameters for 
specific date ranges, line of business, types of claims, or other filters. We can produce 
these reports at any time and create ad hoc reports as required. 


Across our health plans enterprise-wide, we adjudicate over 97% of all clean claims within 30 
calendar days of receipt, 99% of all clean claims within 45 calendar days of receipt, and 
99.98% of all claims within 90 calendar days of receipt. In June 2016, our average 
turnaround time for all clean claims across our health plans was 5.35 days. 
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DHCFP can benefit from working with an experienced vendor known for partnering with its 
state clients to optimize formatting and reporting compliance. Through our claims processing 
system, we are able to improve the sorting, analysis, and redistribution of claims data. We can 
accommodate proprietary formats and welcome the opportunity to work closely with DHCFP 
to proactively address challenges and alleviate existing problem areas. 


3.12.4.2 Third Party Liability 
In cases where third party liability is known, the vendor must ensure that third party liability has been billed and processed prior to 
paying the claim. 


We ensure that third party liability will be billed and processed prior to paying a claim when 
third party liability is known. 


Our claims processing system captures third party resources and payment information, so 
DHCFP does not have to rely on its own after-the-fact efforts. We contract with a leading 
vendor to help review and determine third-party recovery cases associated with 
accidents/trauma. This vendor forwards refunds to us for posting into our claims processing 
system. We then process and coordinate claims using DHCFP-provided eligibility data and 
data from other insurance coverage. Our claims processing system supports full coordination 
of benefits (COB) functionality, including Medicare as primary coverage. 


We also contract with another leading vendor that has well-developed capabilities with regard 
to verifying additional member insurance coverage. This vendor’s services include cost 
avoidance and recovery mechanisms that use current information from other health plan 
coverage captured on their platform. The vendor verifies member eligibility on a monthly basis 
and adds to the member’s record when it identifies other insurance coverage. 


Our claims processing system coordinates other health insurance coverage at the claim line or 
at the claim header level to correctly calculate the payment due for services rendered, and to 
ensure appropriate and accurate cost avoidance. For services where we are a secondary payer, 
we direct payments in accordance with federal and DHCFP regulations. 


3.12.4.3 Sufficient Claims Processing System and Management Information 
System (MIS) 


The vendor must have a claims processing system and Management Information System (MIS) sufficient to support the provider 
payment and data reporting requirements specified in the contract. In addition, the vendor shall have the capability to electronically 
accept and adjudicate claims. 


We offer a claims processing system and Management Information System (MIS) sufficient to 
support the provider payment and data reporting requirements specified in the contract. Our 
claims processing system is fully integrated within our MIS. 


Our innovative MIS solution aggregates critical information from disparate sources, including 
DHCFP, provider, and subcontractor systems. It also offers a seamless, single-pane view of 
extensive member information. 
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Our claims processing system electronically accepts and adjudicates claims and fully 
integrates with our enrollment and provider master files to create a seamless view of activity 
for the entire organization. All data feeds are automated. All claim and encounter data is 
loaded to a data warehouse for management reporting, business intelligence, and data sharing 
with providers through our secure Web portal system. The comprehensive data warehouse is 
also used to provide information to the State for regular and ad-hoc reporting needs. 


Our core systems comply with all EDI and HIPAA privacy, security, and data exchange 
requirements. As part of our security management process and in compliance with HIPAA, we 
employ security tools, controls, and procedures that prevent, detect, contain, and correct risk to 
the confidentiality and availability of electronic protected health information (ePHI) and 
personally identifiable information (PII). 


For more about our IT Systems, including claims payment and MIS, see Proposal Sections 
3.14, Management Information Systems, and 3.18, Information Systems and Technical 
Requirements. 


3.12.4.4 Claims Submission 
The vendor must allow network and non-network providers to submit an initial claim for covered services. The vendor must allow all 
in-state network providers to submit claims for reimbursement up to one hundred eighty (180) days from the last date of service and 
out of state providers three hundred sixty five (365) days from the last date of service unless a shorter time period is negotiated. The 
vendor’s claims payment system must use standard claim forms. 


We will allow network and non-network providers to submit an initial claim for covered 
services. We will also allow all in-state network providers to submit claims for reimbursement 
up to 180 days from the last date of service and out of state providers 365 days from the last 
date of service unless a shorter time period is negotiated. 


We use standard claim forms and allow providers to submit, by mail or electronically, CMS-
1500 and UB-04 claims and any necessary documentation. Additionally, our secure provider 
Web portal offers providers a variety of tools to simplify their transactions, including the 
ability to check member eligibility or follow up on the status of a claim. 


3.12.4.5 Timely Claims Payment 
The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) and abide by the specifications 
of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must pay ninety five percent (95%) of all clean claims from 
practitioners, who are in individual or group practice or who practice in shared health facilities, within thirty (30) calendar days of the 
date of receipt. The vendor must pay ninety nine percent (99%) of all clean claims from practitioners, who are in individual or group 
practice or who practice in shared health facilities, within ninety (90) calendar days of the date of receipt. 


The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the claim and the date of payment is 
the date of the check or other form of payment. 


We will meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) (3) 
and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. 


We will pay 95% of all clean claims from practitioners, who are in individual or group 
practice or who practice in shared health facilities, within 30 calendar days of the date of 
receipt. We will pay 99% of all clean claims from practitioners, who are in individual or group 
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practice or who practice in shared health facilities, within 90 calendar days of the date of 
receipt. 


We understand that the date of receipt is the date we receive the claim as indicated by the date 
stamp on the claim and the date of payment is the date of the check or other form of payment. 


Our fully integrated MIS includes an encounter/claims processing module, which allows us to 
quickly and accurately record, process, and pay for healthcare claims. The claims module 
automates the entire payment process and enables us to process the claim or encounter to the 
highest level of productivity and efficiency. We use standard reports to monitor productivity, 
claims inventory, encounters, and compliance, as well as to conduct claims analysis on a 
variety of topics as needed. 


3.12.4.6 Written Policies and Procedures 
The vendor must have written policies and procedures for processing claims submitted for payment from any source and shall 
monitor its compliance with these procedures. 


We apply written policies and procedures to process claims submitted for payment from any 
source and monitor compliance with these procedures through our provider inquiry research 
and resolution team as well as our claims auditing team. We monitor key performance 
indicators to ensure we meet timely claims payment requirements and identify trends or 
systemic issues as quickly as possible. Our policies, processing guidelines, and business 
requirement documents go through a committee for review and approval to ensure all 
applicable subject matter experts are aware and approve of process changes. 


3.12.4.7 Deny Duplicate Claims 
The vendor’s claims processing system must ensure that duplicate claims are denied. In addition, this system must include edits to 
not allow for unbundling and the ability to pay certain State or local government providers the federal share only. 


Our MIS ensures that duplicate claims are denied by systematically reviewing all claims prior 
to payment for same/similar member name/ID, date of service, and procedure. If a claim is 
identified as a possible duplicate it is pended for manual review, at which point a claims 
processor will review the claims history to determine if the claim is a duplicate or not. 


Our system also includes edits to prevent unbundling as well as the ability to pay certain State 
or local government providers the federal share only. 


Additionally, we use a prepayment claims editing software tool that processes physician 
billings and outpatient claims to monitor inappropriate billing practices and achieve cost 
savings. Claims pass through a series of edits within the tool, which verify the appropriateness 
of each line item of the claim. The first stage of edits verifies that the billing meets the state-
specific guidelines. The next stage of edits verifies the payment against CMS guidelines, 
National Correct Coding Initiative (NCCI) edits, American Medical Association edits, as well 
as additional industry association edits as appropriate. 
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3.12.4.8 Paid Interest 
The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any contract 
entered into as a result of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of health care services on a 
claim that is not paid within the time provided in the contract or agreement at a rate of interest equal to the prime rate at the largest 
bank in Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, 
immediately preceding the date on which the payment was due, plus six percent (6%). The interest must be calculated from thirty 
(30) days after the date on which the claim is approved until the date on which the claim is paid. 


We agree for valuable consideration that NRS §695C.185 and NRS§695C.128 will apply to the 
terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the vendor 
to pay interest to a provider of health care services on a claim that is not paid within the time 
provided in the contract or agreement at a rate of interest equal to the prime rate at the largest 
bank in Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 
or July 1, as the case may be, immediately preceding the date on which the payment was due, 
plus six percent (6%). The interest will be calculated from 30 days after the date on which the 
claim is approved until the date on which the claim is paid. 


3.12.4.9 Alternative Payment Schedule 
The vendor and its providers may, by mutual agreement, establish an alternative payment schedule but such a schedule must be 
stipulated in the provider’s network contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, the DHCFP may 
assess a financial penalty for each day the vendor is out of compliance. 


We will establish an alternative payment schedule with our vendors and the schedule will be 
stipulated in the provider’s network contract. If we do not not pay claims in accordance with 
42 CFR 447.45d, we understand that DHCFP may assess a financial penalty for each day we 
are out of compliance. 


3.12.4.10 Accurate Pay of Claims 
The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately upon initial submission. 


We will accurately pay 95% of claims upon initial submission. In fact, our state health plans 
nationwide have performed at a higher standard on a sustained basis, achieving overall year-
to-date 2016 Medicaid claims accuracy of 99.29% as of July 25. 


3.12.4.11 Verify Reimbursed Services 
The vendor shall verify that reimbursed services were actually provided to enrolled recipients by providers and subcontractors. 


We verify that reimbursed services were provided to enrolled recipients by providers and 
subcontractors through our quality improvement audits and monitoring. These activities 
include member outreach, HEDIS chart reviews, and other audits. If a discrepancy is 
identified through our ongoing quality monitoring, a referral is sent to our compliance 
department for investigation. We investigate all referrals of potential member or provider 
fraud, and we train our employees on recognition, detection, and reporting of suspected 
activities of fraud, waste, and abuse (FWA). 
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3.12.4.12 Changes to the Software System 
The vendor shall provide the DHCFP with information prior to implementation of any changes to the software system to be used to 
support the claims processing function as described in the vendor’s proposal and incorporated by reference in the contract. 


Prior to implementing any changes to our claims processing system, we will provide all 
essential information to DHCFP as required. 


3.12.4.13 Medical Review of Claims 
A medical review of claims will be conducted when the appropriateness of service, procedure, or payment is in question. Medical 
reviews must be conducted by a licensed medical clinician(s). 


We conduct medical reviews of claims when the appropriateness of service, procedure, or 
payment is in question. We understand that medical reviews are to be conducted by licensed 
medical clinicians. 


We believe ongoing clinical consultation and utilization management are critical components 
of a fiscally effective health plan. We are committed to ensuring our recipients receive the 
right medical care, at the right time, and in the right setting. In addition to identifying 
potential under and over utilization, our medical review process helps us identify recipients 
with complex needs for case management and coordination of services. 


3.12.4.14 Compliance with Payment Policy 
The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment Policy. The vendor shall deny 
or recover payments to healthcare professionals and inpatient hospitals for care related to the treatment of the consequences of 
PPCs and Other Provider Preventable Conditions (OPPC) that meet the following criteria: 


A. Is identified in the Medicaid State plan; 
B. Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to be reasonable 


preventable through the application of procedures supported by evidence-based guidelines; 
C. Has a negative consequence for the recipient; 
D. Is auditable; 
E. Includes, at minimum, wrong surgical or other invasive procedure performed on a patient; 
F. Surgical or other invasive procedure performed on the wrong body part; and 
G. Surgical or other invasive procedure performed on the wrong patient. 


We comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment 
Policy. As such, we deny or recover payments to healthcare professionals and inpatient 
hospitals for care related to the treatment of the consequences of PPCs and Other Provider 
Preventable Conditions (OPPC) that meet the following criteria: 


• Is identified in the Medicaid State plan 


• Has been found by DHCFP, based upon a review of medical literature by qualified 
professionals, to be reasonable preventable through the application of procedures 
supported by evidence-based guidelines 


• Has a negative consequence for the recipient 


• Is auditable 


• Includes, at minimum, wrong surgical or other invasive procedure performed on a patient 
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• Surgical or other invasive procedure performed on the wrong body part 


• Surgical or other invasive procedure performed on the wrong patient 


We offer experience configuring provider preventable conditions so that they automatically 
deny payment beforehand, limiting the need for recovery work later. Claims auditing and 
recovery teams also ensure compliance. In addition, we have experience configuring benefits 
and system requirements for multiple lines of business in several states and our system is fully 
configurable to allow for customization per DHCFP requirements. 


3.12.5 Financial Solvency 
The vendor must demonstrate that it has adequate financial reserves and administrative ability to carry out its contractual 
obligations. The vendor must maintain financial records and provide the DHCFP with various financial statements and 
documentation upon request and as outlined in the contract and Attachment T ~ Forms and Reporting Guide, including any 
revisions or additions to the document. 


As an awarded vendor, we will maintain financial records and provide DHCFP with various 
financial statements and documentation upon request and as outlined in the contract and 
Attachment T ~ Forms and Reporting Guide, including any revisions or additions to the 
document. 


3.12.5.1 Copy of Annual Audit Report 
The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted to the Division of Insurance. 


We will submit a copy of our annual Independent Audit Report to DHCFP, as submitted to the 
Division of Insurance. 


3.12.5.2 Quarterly and Annual Financial Reports 
The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We will submit our quarterly and annual financial reports to DHCFP. 


3.12.6 Third-Party Liability (TPL) 


3.12.6.1 TPL Definition 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., Medicare), including group 
health plans, as defined in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service 
benefits plans and Section 6035 of the Deficit Reduction Act of 2005. TPL activities included in this contract are the Coordination of 
Benefits (COB) cost avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third parties and treat verified TPL as a resource of the 
Medicaid and CHIP recipient. 


We have read and understand DHCFP’s definition of TPL. 
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3.12.6.2 Payer of Last Resort 
Nevada Medicaid shall be the payer of last resort of all covered services in accordance with Federal regulations. The DHCFP 
contracted managed care organization, as the Division’s vendor, shall act as the State’s authorized agent for the limited purpose of 
TPL for cost avoiding claims, collection, within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-
party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. The managed care organization’s capitated 
payments include an offset in the rates for these collections. The contracted managed care organization shall vigorously pursue 
billing prior resources as these amounts are considered part of their risk based capitation payment. The managed care organization 
is required to secure signed acknowledgements from enrolled Medicaid recipients or their authorized representative confirming any 
prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.) and share that information with the DHCFP. Third-
party liability (TPL) is a self-reporting element. MCO’s are responsible for developing and distributing communication forms to 
enrolled Medicaid recipients. 


We acknowledge that Nevada Medicaid will be the payer of last resort of all covered services in 
accordance with federal regulations. As a contracted MCO and as the Division’s vendor, we 
will act as the State’s authorized agent for the limited purpose of TPL for cost avoiding claims, 
collection, within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of 
all third-party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. 


Our capitated payments will include an offset in the rates for these collections, and we will 
vigorously pursue billing prior resources as these amounts are considered part of our risk 
based capitation payment. We will secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior resources (e.g., Medicare, 
worker’s compensation, private insurance, etc.) and share that information with the DHCFP. 


We understand that TPL is a self-reporting element and that we will be responsible for 
developing and distributing communication forms to enrolled Medicaid recipients. Our 
established processes and vendor relationships help us identify potential TPL and verify 
coverage with recipients. In addition, our claims recovery unit is committed to recovering 
overpayments related to coordination of benefits and other inappropriate use of Medicaid 
funds. 


3.12.6.3 Identify Potential TPL 
The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service covered by other insurance based 
on recipient's type of TPL coverage and type of service (e.g., medical service claim with medical service coverage, pharmacy 
service claim with pharmacy coverage). Allow for TPL overrides when the other insurance is exhausted or the service is not covered 
by the other liable party, making Medicaid the payer of last resort for the claim. 


We will identify potential TPL, including that relating to Medicare, and deny the claim if it is 
for a service covered by other insurance based on recipient's type of TPL coverage and type of 
service (e.g., medical service claim with medical service coverage, pharmacy service claim with 
pharmacy coverage). Further, we will allow for TPL overrides when the other insurance is 
exhausted or the service is not covered by the other liable party, making Medicaid the payer of 
last resort for the claim. 


See Proposal Section 3.12.4.2, Third Party Liability, for more information regarding our 
approach to identifying potential TPL. 
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3.12.6.4 Billing Prior Resources 
The managed care organization is required to vigorously pursue billing prior resources. Vendor is required to obtain TPL information 
independently of the DHCFP for the purpose of avoiding claim payments or recovering payments made from liable third parties. All 
information on the third party, including collections and collection attempts, are to be reported to the DHCFP (including 
circumstances under which the third party refuses to pay) on the Third Party Monthly Report located in the Forms and Reporting 
Guide. TPL collections should also be reported to the DHCFP through encounter data and other required reports. 


We vigorously pursue billing prior resources and obtain TPL information independently of 
DHCFP for the purpose of avoiding claim payments or recovering payments made from liable 
third parties. All information on the third party, including collections and collection attempts, 
will be reported to DHCFP (including circumstances under which the third party refuses to 
pay) on the Third Party Monthly Report located in the Forms and Reporting Guide. TPL 
collections will also be reported to DHCFP through encounter data and other required 
reports. 


See Proposal Section 3.12.4.2, Third Party Liability, for more about our approach to billing 
prior resources. 


3.12.6.5 TPL Resources 
The managed care organization is responsible not only for pursuing third-party resources that it identifies but also for using third-
party resources identified and communicated to the managed care organization by the DHCFP. 


We will pursue identified third party resources and use DHCFP-identified third party 
resources as well. Our established procedures incorporate information from State-provided 
resources into our robust claims recovery process. 


3.12.6.6 TPL Recoveries 
TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate development by the DHCFP and its 
actuary. Vendor has 365 days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the right to recovery to 
the State unless vendor can provide evidence that the recovery effort is active and/or in dispute. The vendor will be responsible to 
pay for the cost incurred to complete the recovery of the TPL payment to the DHCFP. 


We acknowledge that TPL recoveries made by either us or DHCFP will be incorporated into 
capitated rate development by DHCFP and its actuary. We then have 365 days from claims 
paid date to recover TPL payment; after 365 days, we forfeit the right to recovery to the State 
unless we can provide evidence that the recovery effort is active and/or in dispute. 


We also maintain responsibility to pay for the cost incurred to complete the recovery of the 
TPL payment to DHCFP. 


3.12.6.7 Historical TPL Eligibility Data 
The vendor will maintain the minimum historical TPL eligibility data online in accordance with State and Federal rules and 
regulations, currently established as seventy-two (72) months. 


We will maintain the minimum historical TPL eligibility data online in accordance with State 
and federal rules and regulations, currently established as 72 months. 
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3.12.6.8 Exceptions to the TPL Rule 
Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health Care Needs (CSHCN); and State 
Victims of Crime. 


We understand that exceptions to the TPL rule include: Indian/Tribal Health Services (IHS); 
Children with Special Health Care Needs (CSHCN); and State Victims of Crime. 


3.12.6.9 TPL Business Function 
Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other State and Federal rules and 
regulations are met by the TPL business function. 


We will ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual, and other State and federal rules and regulations will be met by the TPL business 
function. 


3.12.7 Subrogation 


3.12.7.1 Subrogation Definition 
Subrogation in this section is the principle under which an insurer that has paid a loss under an insurance policy is entitled to all the 
rights and remedies belonging to the insured against a third party with respect to any loss covered by the policy. 


We acknowledge that subrogation in this section is the principle under which an insurer that 
has paid a loss under an insurance policy is entitled to all the rights and remedies belonging to 
the insured against a third party with respect to any loss covered by the policy. 


3.12.7.2 Casualty Claims 
The vendor must also determine if casualty claims are filed and recover costs through subrogation on behalf of both Medicaid and 
CHIP recipients. The managed care organization shall utilize the EVS eligibility system and TPL data provided to the MCO by the 
DHCFP to assist in accomplishing this objective. 


We will determine if casualty claims are filed and recover costs through subrogation on behalf 
of both Medicaid and CHIP recipients. We will also use the EVS eligibility system and TPL 
data provided to by DHCFP to assist in accomplishing this objective. 


3.12.7.3 TPL and Subrogation Collection Reports 
The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation collection reports to validate collection 
activities and results. The managed care organization will then be expected to meet or exceed baseline target collections as 
determined by the DHCFP and its actuaries. The baseline target amount will be built into future rates. If the managed care 
organization does not meet or exceed baseline TPL and subrogation collections, the DHCFP will conduct a review to determine if 
there is a legitimate reason. If there is no legitimate reason as determined by the Division, the difference between baseline and 
actual collections will be deducted from the managed care organization’s costs before the data is used to set future rates. The 
DHCFP will prospectively adjust capitation rates to account for expected TPL collections. 


We acknowledge that DHCFP will monitor and evaluate our TPL and subrogation collection 
reports to validate collection activities and results. Further, we understand that we will then be 
expected to meet or exceed baseline target collections as determined by DHCFP and its 
actuaries. The baseline target amount will be built into future rates. 


If we do not meet or exceed baseline TPL and subrogation collections, DHCFP will conduct a 
review to determine if there is a legitimate reason. If there is no legitimate reason, the 
difference between baseline and actual collections will be deducted from our costs before the 
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data is used to set future rates. DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 


3.12.8 Reserving 
As part of its accounting and budgeting function, the vendor will be required to establish an actuarially sound process for estimating 
and tracking incurred but not reported (IBNRs) claims. The vendor must provide documentation of the IBNRs review and certification 
by an actuary. The vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, 
and pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving methodology, the vendor must 
conduct annual reviews to assess the actuarial validity of its reserving methodology, and make adjustments as necessary.  


We understand that we will be required to establish an actuarially sound process for 
estimating and tracking incurred but not reported (IBNRs) claims as part of our accounting 
and budgeting function. We will provide documentation of the IBNRs review and certification 
by an actuary. We will also reserve funds by major categories of service (e.g., hospital 
inpatient, hospital outpatient, physician, and pharmacy) to cover both IBNRs and reported but 
unpaid claims (RBUCs). As part of our reserving methodology, we will conduct annual 
reviews to assess the actuarial validity of our reserving methodology, and make adjustments as 
necessary. 


Each month our chief actuary reviews and approves the IBNR accrual for each category of 
service before it is entered into our financial statements. Our external auditors review the 
calculation on a quarterly basis to verify the accuracy and completeness of the IBNR accrual 
prior to final certification of the financial statements. At year end, the chief actuary presents 
the certified actuarial opinion to the health plan’s board of directors for their approval of the 
report. 


3.12.9 Prohibition on Payments to Institutions or Entities Located 
Outside of the United States 


3.12.9.1 Payments and Services Prohibited Outside the U.S. 
Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the Act), the vendor shall not 
provide any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or 
entity located outside of the United States (U.S.). 


Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security 
Act (the Act), we will not provide any payments for items or services provided under the 
Medicaid State Plan or under a waiver to any financial institution or entity located outside of 
the United States (U.S.). 


3.12.9.2 Prohibits Payments Outside the U.S 
Payments for items or services provided under the Medicaid State Plan to financial institutions or entities such as provider bank 
accounts or business agents located outside of the U. S. are prohibited by this provision. Further, this Section prohibits payments to 
telemedicine providers located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are not 
permitted. 


We acknowledge that payments for items or services provided under the Medicaid State Plan 
to financial institutions or entities such as provider bank accounts or business agents located 
outside of the U. S. are prohibited by this provision. Further, this section prohibits payments to 
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telemedicine providers located outside of the U.S. Additionally, we understand that payments 
to pharmacies located outside of the U.S. are not permitted. 


3.12.9.3 Recovery by the State 
Any payments for items or services provided under the Medicaid State Plan or under a waiver to any financial institution or entity 
located outside of the U.S. may be recovered by the State from the vendor. 


We acknowledge that any payments for items or services provided under the Medicaid State 
Plan or under a waiver to any financial institution or entity located outside of the U.S. may be 
recovered by the State from us. 


3.12.9.4 Definition of United States 
For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United States” when used in a 
geographical sense, to mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to include the District of Columbia, 
Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa, when used under Title XIX.  


We acknowledge that, for purposes of implementing this provision, section 1101(a) (2) of the 
Act defines the term “United States” when used in a geographical sense, to mean the “States.” 
Section 1101(a)(1) of the Act defines the term “State” to include the District of Columbia, 
Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa, 
when used under Title XIX. 


3.12.9.5 Payments Outside the U.S. 
The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to medical assistance for which the 
State claims Federal funding under section 1903(a) of the Act. Tasks that support the administration of the Medicaid State Plan that 
may require payments to financial institutions or entities located outside of the U.S. are not prohibited under this statute. For 
example, payments for outsourcing information processing related to Plan administration or outsourcing call centers related to 
enrollment or claims adjudication are not prohibited under this statute. 


We acknowledge that the phrase, “items or services provided under the Medicaid State Plan or 
under a waiver” refers to medical assistance for which the State claims Federal funding under 
section 1903(a) of the Act. Tasks that support the administration of the Medicaid State Plan 
that may require payments to financial institutions or entities located outside of the U.S. are 
not prohibited under this statute (e.g., payments for outsourcing information processing 
related to Plan administration or outsourcing call centers related to enrollment or claims 
adjudication are not prohibited under this statute). 
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3.13 Grievances, Appeals, and Fair Hearings 
3.13.1 Establishment of Grievance Process 
The vendor shall establish a system for recipients and providers, which includes a grievance process, an appeal process, and 
access to the State Fair Hearing system. 


We will establish a system for recipients and providers, which includes a grievance process, an 
appeal process, and access to the State Fair Hearing system. We currently employ a well-
established grievance, appeal, and State Fair Hearing process that is fully compliant with all 
federal standards and State regulations. We maintain written policies and procedures, which 
are reviewed and updated annually, or sooner if necessary, that describe how a member may 
file a grievance or an appeal. Additionally, these policies and procedures explain the steps we 
take to resolve grievances and appeals, including the timeframes associated with each type. 


Grievances and/or appeals may be filed through our member services contact center or via 
mail, in-person, fax, or e-mail. The member may also submit a request through our secure 
member portal. Whether through verbal or written communications, we confirm that members 
are aware that our staff is available to assist them throughout each step of the process, 
understanding any timeframes that may apply, and the availability of translation assistance, 
toll-free calling, or TTY capability. 


Our staff fully investigates the substance of all grievances and appeals in order to fully resolve 
the grievance or make a determination on an appeal. Members are allowed to present 
evidence, examine their case, and consider all authorized or legal representatives as parties. 
For any grievance and appeals, we ensure that the individuals, or their subordinates, who 
make decisions on grievances and appeals have not participated in previous levels of review or 
decision making. We affirm that decisions are made by healthcare professionals, with the 
appropriate clinical expertise in treating the member’s condition or disease. Grievances that 
may involve clinical issues include, but are not limited to, quality of care issues and the denial 
of a request for an expedited resolution of an appeal. 


Members are notified that they have the right to seek a State Fair Hearing following our 
internal appeals process. A member who chooses to seek a hearing must do so within 90 
calendar days of the date of our appeal’s Notice of Resolution. 


Members are notified throughout all phases of the appeal and/or State Fair Hearing that 
benefits will continue if the following conditions are met: 


• The member or authorized representative files an appeal with us on or before the later of 
the following: within 10 business days after the notice of the adverse action is mailed, or 
within 10 business days after the intended effective date of the action, whichever is later 


• The appeal involves the termination, suspension or reduction of a previously authorized 
course of treatment 


• The services were ordered by an authorized provider 
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• The time period covered by the original authorization has not expired 


• The member or authorized representative requests an extension of services 


• If, at the member’s request, we continue the member’s benefits while the appeal is 
pending, the benefits will be continued until one of the following occurs: 


– The member withdraws the appeal 


– Ten days pass after we mail the notice of action, providing the resolution of the appeal 
against the member, unless the member, within the 10-day timeframe has requested a 
State Fair Hearing with continuation of benefits until a State Fair Hearing decision is 
reached 


– A State Fair Hearing Officer issues a hearing decision adverse to the member 


– The time period of service limits of a previously authorized service has been met 


– If the final resolution of the appeal is adverse to the member, we may recover the cost 
of the services furnished to the member while the appeal was pending 


Internal quality audits are performed regularly within the Appeals & Grievances department 
to ensure that all processes and written communications comply with State, federal, and 
NCQA requirements. 


3.13.1.1 Definition of Grievance 
A grievance is an expression of dissatisfaction about any matter other than one of the actions listed below. Possible issues for 
grievances include, but are not limited to, access to care, quality of services, interpersonal relationships between vendor staff and 
recipients or providers, and failure to respect a recipient’s rights. 


We acknowledge that a grievance is an expression of dissatisfaction about any matter other 
than one of the actions listed within the RFP. Possible issues for grievances include, but are 
not limited to, access to care, quality of services, interpersonal relationships between our staff 
and recipients or providers, and failure to respect a recipient’s rights. 


3.13.1.2 Appeal Actions 
An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type or level of service; 
B. The reduction, suspension or termination of a previously authorized service; 
C. The denial, in whole or in part, of payment for a service; 
D. The failure to provide services in a timely manner; or 
E. The failure of a vendor to process grievances, appeals or expedited appeals within required timeframes including resolution 


and notification. 


We acknowledge that an appeal is a specific request for review of one of the following actions: 


• The denial or limited authorization of a requested service, including the type or level of 
service 


• The reduction, suspension, or termination of a previously authorized service 
• The denial, in whole or in part, of payment for a service 
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• The failure to provide services in a timely manner 
• Our failure to process grievances, appeals, or expedited appeals within required 


timeframes including resolution and notification 


3.13.1.3 Information at Time of Enrollment 
The vendor must provide information about these systems to recipients at the time of enrollment. The vendor must inform providers 
and subcontractors at the time they enter into a contract. 
A. This information must include: 


1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing; 
2. The availability of assistance with filing; 
3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although the recipient may 


be liable for the cost of any continued benefits if the action is upheld; 
4. The toll free number to file oral grievances and appeals; and 
5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a service. 


We will provide information about our systems to recipients at the time of enrollment. We will 
inform providers and subcontractors at the time they enter into a contract of the following: 


• A recipient’s right to file grievances and appeals; the requirements and timeframes for 
filing 


• The availability of assistance with filing 


• A recipient’s right to request continuation of benefits during an appeal or State Fair 
Hearing although the recipient may be liable for the cost of any continued benefits if the 
action is upheld 


• The toll-free number to file oral grievances and appeals 


• Any DHCFP-determined provider’s appeal rights to challenge the failure to cover a service 


3.13.1.4 Monthly and Quarterly Reports 
The vendor must submit to the DHCFP monthly and quarterly reports that document the grievance and appeal activities listed on the 
templates located in the Forms and Reporting Guide in addition to Attachment W ~ Appeals and Grievances. The report should be 
broken out by hearing issue; date requested and dates resolved, program and outcome for tracking, trending and corrective action. 


We will submit monthly and quarterly reports to DHCFP that document the grievance and 
appeal activities listed on the templates located in the Forms and Reporting Guide in addition 
to Attachment W ~ Appeals and Grievances. The report will be broken out by hearing issue, 
date requested and dates resolved, program, and outcome for tracking, trending, and 
corrective action. 


Our Appeals and Grievances department maintains an efficient process for documenting, 
investigating, resolving, and reporting member grievances and appeals. Our process is 
transparent, streamlined, and easily understood and utilizes the Appeals and Grievances 
application. Our dedicated Appeals and Grievance team works closely with our members to 
ensure grievances and appeals are resolved promptly and that members receive all necessary 
services. Our application is capable of identifying and categorizing grievances and appeals in 
accordance with NCQA and state category requirements. We consistently track, trend, and 
report data related to grievances and appeals in compliance with NCQA reporting in the 
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following categories: Quality of Care, Access, Attitude and Service, Billing and Financial 
Issues, and Quality of Provider Office Site. From there, categories are drilled down into more 
specific information, relating to root cause and including any specific state regulatory 
reporting category requirements. These categories allow us to identify opportunities for 
improvement and implement appropriate interventions. Grievance data is analyzed on an 
ongoing basis. A formal analysis is provided quarterly along with an annual analysis for 
NCQA. 


Goals and performance thresholds are established based on this analysis. The results of the 
analysis are compared to previous measurements and established goals, and are discussed in 
quarterly Member and Provider Satisfaction Committee meetings as well as the Quality 
Improvement Committee. Root-cause analysis and barrier assessments are conducted to 
provide insight into issues that may have contributed to the causes and performance gaps in 
achieving established goals while opportunities for improvement are developed and 
implemented. 


We have the capability to submit grievance and appeals data on a regular basis as required by 
DHCFP. As is standard practice for all of our health plans, we will apply written policies and 
procedures to ensure adherence to reporting requirements. 


3.13.1.5 Contact Person 
The vendor shall have a contact person who is knowledgeable of the grievance and appeal procedures and shall direct all grievance 
and appeals, whether verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in writing, the recipient 
shall be instructed to file via mail or fax to the designated P.O. Box or fax number for medical appeals. 


An appeals and grievance coordinator who is knowledgeable of our procedures will direct all 
grievance and appeals, whether verbal or if a recipient chooses to file in writing. If a recipient 
chooses to appeal in writing, they will be instructed to file via mail or fax to the designated 
P.O. Box or fax number for medical appeals. 


3.13.1.6 Sufficient Support Staff 
The vendor shall have sufficient support staff (clerical and professional) available to process grievance and appeals in accordance 
with the requirements. The vendor shall notify the DHCFP of the names of appointed staff recipients and their phone numbers. Staff 
shall be knowledgeable about the applicable state and federal law, vendor's rules and regulations, and all court orders governing 
appeal procedures, as they become effective. 


We will ensure sufficient support staff (clerical and professional) are available to process 
grievances and appeals in accordance with RFP requirements. We will notify DHCFP of the 
names of appointed staff recipients and their phone numbers. Staff will be knowledgeable 
about applicable State and federal law, our rules and regulations, and all court orders 
governing appeal procedures, as they become effective. 


3.13.1.7 Annual Audit 
The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with federal and state regulations as well 
as contractual compliance. 


We acknowledge that DHCFP will conduct an annual audit of the appeals process to ascertain 
compliance with federal and State regulations as well as contractual compliance. 
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3.13.2 Recipient Grievances and Appeals 
Per Amendment 7, Changes to RFP Sections, RFP Section 3.13.2 is replaced with the following new language. 
The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 CFR 438 Subpart F 
(Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 
431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c) 438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions 
of NRS 695G.200- 695G 230 that regard grievances and appeals. 


We acknowledge that the authority for provisions concerning Member Grievances and 
Appeals detailed in the RFP are found in 42 CFR 438 Subpart F (Subsections 400-424). 
Additional and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), and 438.404(c) (4). 
NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 695G 230 that regard 
grievances and appeals. 


As is standard practice for all of our health plans, we have written policies and procedures in 
place to assure adherence to grievances and appeals processes. 


3.13.2.1 Recipient Grievance and Appeal System 
The vendor’s recipient grievance and appeal system must be in writing and submitted to the DHCFP for review and approval at the 
time the Vendor’s Policies and Procedures are submitted, and at any time thereafter when the vendor’s recipient grievances and 
appeals policies and procedures have been revised or updated (not including grammatical or readability revisions or updates). The 
vendor may not implement any policies and procedures concerning its recipient grievance and appeal system without first obtaining 
the written approval of the DHCFP. 


Our recipient grievance and appeals system will be in writing and submitted to DHCFP for 
review and approval at the time our policies and procedures are submitted, and at any time 
thereafter when our policies and procedures have been revised or updated (not including 
grammatical or readability revisions or updates). We will not implement any policies and 
procedures concerning our recipient grievance and appeal system without first obtaining 
DHCFP written approval. 


3.13.2.2 File and Appeal 
The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal within a reasonable State-defined 
timeframe that cannot be less than twenty (20) calendar days or exceed ninety (90) calendar days from the date on the entity’s 
notice of action. 


We will allow recipients, or providers acting on behalf of recipients, to file an appeal within a 
reasonable State-defined timeframe that cannot be less than 20 calendar days or exceed 90 
calendar days from the date on the entity’s notice of action. 


3.13.2.3 Continue the Recipient’s Benefits 
The vendor must continue the recipient’s benefits while an appeal is in process if all of the following conditions are met: 
A. The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor mailing the Notice of 


Action; or b) the intended effective date of the vendor’s proposed action. 
B. The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment. 
C. The services were ordered by an authorized provider. 
D. The authorization period has not expired. 
E. The recipient requests continuation of benefits. 


We will continue recipient benefits while an appeal is in process if all of the following 
conditions are met: 
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• The appeal is filed on or before the later of the following: a) within 10 calendar days of 
our mailing the Notice of Action; or b) the intended effective date of our proposed action 


• The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment 


• The services were ordered by an authorized provider 
• The authorization period has not expired 
• The recipient requests continuation of benefits 


3.13.2.4 Continue or Reinstate the Recipient’s Benefits 
The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the benefits must be continued until 
one of the following occurs: 
A. The recipient withdraws the appeal; 
B. The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days from the date the Vendor 


mails an adverse appeal decision; 
C. A State Fair Hearing decision adverse to the recipient is made, or 
D. The service authorization expires or authorization limits are met. 


We will continue or reinstate recipient benefits while an appeal is pending, and benefits will be 
continued until one of the following occurs: 


• The recipient withdraws the appeal 
• The recipient does not request a State Fair Hearing with continuation of benefits within 10 


days from the date we mail an adverse appeal decision 
• A State Fair Hearing decision adverse to a recipient is made 
• The service authorization expires or authorization limits are met 


3.13.2.5 Recipient Grievances 
A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a grievance or submit an appeal 
directly with the DHCFP. However, such grievances and appeals will be referred to the vendor for resolution. In the event a provider 
files an appeal on the recipient’s behalf, the provider must first obtain the recipient’s written permission with the exception of an 
expedited appeal. 


A recipient or a recipient’s representative (including a provider on behalf of a member) may 
file a grievance or submit an appeal directly with DHCFP. However, such grievances and 
appeals will be referred to us for resolution. In the event a provider files an appeal on a 
recipient’s behalf, the provider must first obtain a recipient’s written permission with the 
exception of an expedited appeal. 


Recipients or their authorized representative may file a grievance or appeal orally or in 
writing. An authorized representative can be anyone a recipient chooses, including a family 
member. While, providers cannot serve as an authorized representative for grievances, a 
provider may file an appeal on behalf of a recipient. With the exception of an expedited appeal 
by a recipient’s provider, a recipient’s written consent will be required for any authorized 
representative acting on their behalf. 
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3.13.2.6 Appeal Process 
In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not satisfied with the outcome, may 
request a State Fair Hearing from the DHCFP. The vendor is required to provide access to and information about the State Fair 
Hearing process in the event a recipient’s appeal is not resolved in favor of the recipient. Grievances are not eligible for referral to 
the State Fair Hearing process. 


In the case of appeals, recipients must first exhaust our appeals process, but if not satisfied 
with the outcome, they may request a State Fair Hearing from DHCFP. We will provide 
access to and information about the State Fair Hearing process in the event a recipient’s 
appeal is not resolved in favor of a recipient. Grievances are not eligible for referral to the 
State Fair Hearing process. 


For all of our current health plans, we have established procedures for corresponding with 
our members regarding their appeal rights. With each notice of adverse action, we send 
members an appeal request form and guidelines to help explain the process and steps needed. 
These documents provide the member with a direct phone number to call with any questions. 
We maintain written policies and procedures to ensure compliance with appeal processes. 


3.13.2.7 Oral or Written Appeal or Grievance 
A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either orally or in writing. Unless the 
recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. The vendor may not 
require a written signed appeal following an oral request for an expedited appeal. If a grievance or appeal is filed orally, the vendor 
is required to document the contact for tracking purposes and to establish the earliest date of receipt. There is no requirement to 
track routine telephone inquiries. 


A recipient, or a provider acting on behalf of a recipient, may file an appeal or grievance 
either orally or in writing. Unless a recipient has requested an expedited resolution, an oral 
appeal may be followed by a written, signed appeal. We will not require a written signed 
appeal following an oral request for an expedited appeal. If a grievance or appeal is filed 
orally, we will document the contact for tracking purposes and to establish the earliest date of 
receipt. Our goal is to assist a recipient or provider as expeditiously as possible in order for 
them to receive the appropriate care, in the right place, at the right time. 


3.13.2.8 Tracking Purposes 
For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry by the content of the inquiry. 


We acknowledge that an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry for tracking purposes. 


3.13.3 Authorization and Notice Timeliness Requirements 


3.13.3.1 Standard Authorization Decisions 
The vendor must provide standard authorization decisions as expeditiously as the recipient’s health requires and within the State’s 
established timelines that may not exceed fourteen (14) calendar days following receipt of the request for service, with a possible 
extension of up to fourteen (14) additional calendar days if the recipient or provider requests the extension; or, the vendor justifies 
(to the DHCFP upon request) a need for additional information and how the extension is in the recipient’s interests. The vendor must 
provide written notice of the reason for the extension and inform the recipient of their right to file a grievance. 


We maintain written policies and procedures to ensure compliance with authorization and 
notice timeliness requirement processes. We will provide standard authorization decisions as 
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expeditiously as a recipient’s health requires and within the State’s established timelines that 
may not exceed 14 calendar days following receipt of the request for service, with a possible 
extension of up to 14 additional calendar days if a recipient or provider requests the extension; 
or, we justify (to DHCFP upon request) a need for additional information and how the 
extension is in a recipient’s interests. We will provide written notice of the reason for the 
extension and inform a recipient of their right to file a grievance. 


Our authorization process is part of our integrated care management model in operation in all 
of our health plans. We monitor our timeframes closely to ensure our members have 
appropriate access to care without any unnecessary delay. 


3.13.3.2 Standard Timeframe 
For cases in which a provider indicates or the vendor determines that following the standard timeframe could seriously jeopardize 
the recipient’s life or health or ability to attain, maintain, or regain maximum function, the vendor must make an expedited 
authorization decision and provide a Notice of Action as expeditiously as the recipient’s health condition warrants and no later than 
seventy two (72) hours after receipt of the request for service. The vendor may extend the (72) hours’ time period by up to fourteen 
(14) calendar days if the recipient requests an extension or if the vendor justifies (to the DHCFP upon request) a need for additional 
information and how the extension is in the recipient’s best interest. The vendor must provide written notice of the reason for the 
extension and inform the recipient of their right to file a grievance. 


For cases where a provider indicates, or when we determine that following the standard 
timeframe could seriously jeopardize a recipient’s life or health or ability to attain, maintain, 
or regain maximum function, we will make an expedited authorization decision and provide a 
Notice of Action as expeditiously as a recipient’s health condition warrants and no later than 
72 hours after receipt of the request for service. We may extend the 72-hour time period by up 
to 14 calendar days if a recipient requests an extension or if we justify (to DHCFP upon 
request) a need for additional information and how the extension is in a recipient’s best 
interest. We will provide written notice of the reason for the extension and inform a recipient 
of their right to file a grievance. 


3.13.4 Notice of Action 


3.13.4.1 Written Notice of Action 
The vendor must provide a written Notice of Action to the recipient when the vendor takes action or makes an adverse determination 
affecting the recipient. If a provider has made a request on a recipient’s behalf and the vendor makes an adverse determination, the 
provider must be notified but this notification need not be in writing. 


As is standard practice for all of our health plans, we have written policies and procedures in 
place to assure adherence to notice of action processes within the State. We will provide a 
written Notice of Action to a recipient when we take action or make an adverse determination 
affecting the member. If a provider has made a request on a recipient’s behalf and we make 
an adverse determination, the provider will be notified but we understand that this notification 
does not need to be in writing. 
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3.13.4.2 Notice Requirements 
The notice must meet all of the following requirements: 
A. Be available in the State-established prevalent non-English languages; 
B. Be available in alternative formats for persons with special needs (visually impaired recipients, or recipients with limited reading 


proficiency); and 
C. Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d). 


Our notice will meet all of the following requirements: 


• Be available in the State-established prevalent non-English languages 
• Be available in alternative formats for persons with special needs (visually impaired 


members, or recipients with limited reading proficiency) 
• Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 


438.10(c) and (d) 


3.13.4.3 Written Notice of Action Requirements 
A written Notice of Action to the recipient must meet the following requirements and must explain: 
A. The action the vendor or its subcontractor has taken or intends to take; 
B. The reasons for the action; 
C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 
D. The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s internal appeal procedures; 
E. The procedures for exercising the recipient’s rights to appeal; 
F. The circumstances under which expedited resolution is available and how to request it; 
G. The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the following: within ten (10) 


calendar days of the vendor mailing the Notice of Action or the intended effective date or the proposed action pending the 
resolution of the appeal, how to request that benefits be continued, and the circumstances under which the recipient may be 
required to pay the costs of these services; 


H. That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman; 
I. The specific regulations that support, or the change in federal or State law that requires the action; and 
J. The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in cases of action based 


on change in law, the circumstances under which a hearing will be granted. 


A written Notice of Action to recipients will meet the following requirements and explain: 


• Our action or our subcontractor has taken or intends to take 


• The reasons for the action 


• The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision 


• The recipient’s right to request a State Fair Hearing after the member has exhausted our 
internal appeal procedures 


• The procedures for exercising a recipient’s rights to appeal 


• The circumstances under which expedited resolution is available and how to request it 


• The recipient’s rights to have benefits continue if the appeal is filed on or before the latter 
of the following: within 10 calendar days of our mailing of the Notice of Action or the 
intended effective date or the proposed action pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the recipient may 
be required to pay the costs of these services 
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• That the recipient may represent himself or use legal counsel, a relative, a friend, or other 
spokesman 


• The specific regulations that support, or the change in federal or State law that requires 
the action 


• The recipient’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a 
hearing will be granted 


3.13.4.4 Notice 
The vendor must give notice at least ten (10) calendar days before the date of action when the action is a termination, suspension, 
or reduction of previously authorized covered services. This timeframe may be shortened to five (5) days if probable recipient fraud 
has been verified. 


We will give notice at least 10 calendar days before the date of action when the action is a 
termination, suspension, or reduction of previously authorized covered services. This 
timeframe may be shortened to five days if probable recipient fraud has been verified. 


3.13.4.5 Notice by the Date of Action 
The vendor must give notice by the date of the action for the following circumstances: 
A. In the death of the recipient; 
B. A signed written recipient statement requesting termination or giving information requiring termination or reduction of services 


(where the recipient understands that this must be the result of supplying that information); 
C. The recipient’s admission to an institution where he is ineligible for Medicaid services; 
D. The recipient’s address is unknown and mail directed to him has no forwarding address; 
E. The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or commonwealth; 
F. The recipient’s physician prescribes the change in level of medical care; 
G. An adverse determination made with regard to the preadmission screening requirements for nursing facility admissions; or 
H. When being transferred from a nursing facility for the following reasons: 


1. The safety or health of individuals in a facility would be endangered; 
2. The residents health improves sufficiently to allow a more immediate transfer or discharge; 
3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or 
4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse action for nursing 


facility transfers). 


We will give notice by the date of the action for the following circumstances: 


• In the death of the recipient 


• A signed written recipient statement requesting termination or giving information 
requiring termination or reduction of services (where the recipient understands that this 
must be the result of supplying that information) 


• The recipient’s admission to an institution where he is ineligible for Medicaid services 


• The recipient’s address is unknown and mail directed to him has no forwarding address 


• The recipient has been accepted for Medicaid services by another local jurisdiction, state, 
territory, or commonwealth 


• The recipient’s physician prescribes the change in level of medical care 
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• An adverse determination made with regard to the preadmission screening requirements 
for nursing facility (NF) admissions 


• When being transferred from a NF for the following reasons: 


– The safety or health of individuals would be endangered 


– The residents health improves sufficiently to allow a more immediate transfer or 
discharge 


– An immediate transfer or discharge is required by the resident’s urgent medical needs 


– The resident has not resided in a NF for 30 calendar days (applies only to adverse 
action for NF transfers) 


3.13.4.6 Denial of Payment 
The vendor must give a Notice of Action on the date of action when the action is a denial of payment. 


We will give a Notice of Action on the date of action when the action is a denial of payment. 


3.13.4.7 Timeframes Expiration 
The vendor must give notice on the date that the timeframes expire when service authorization decisions are not reached within the 
timeframes for either standard or expedited service authorizations. Untimely service authorizations constitute a denial and are thus 
adverse actions. 


We will give notice on the date that the timeframes expire when service authorization decisions 
are not reached within the timeframes for either standard or expedited service authorizations. 
Untimely service authorizations constitute a denial and are thus adverse actions. 


3.13.4.8 Written Resolution 
The recipient’s right to receive written resolution notice that includes the results of the process and the date it was completed. In 
addition, reasonable efforts shall be made to provide oral resolution notice. 


A recipient will receive a written resolution notice that includes the results of the process and 
the date it was completed. In addition, reasonable efforts will be made to provide oral 
resolution notice. 


3.13.4.9 Appeals Not Resolved 
For appeals not resolved wholly in favor of the recipients, the notice must include: 
A. The right to request a State Fair Hearing, and how to do so; 
B. The right to request to receive benefits while the hearing is pending, and how to make the request; and 
C. That the recipient may be held liable for the cost of those benefits if the hearing decision upholds the MCO's action. 


For appeals not resolved wholly in favor of members, the notice will include: 


• The right to request a State Fair Hearing, and how to do so 
• The right to request to receive benefits while the hearing is pending, and how to make the 


request 
• That the recipient may be held liable for the cost of those benefits if the hearing decision 


upholds our action 
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3.13.5 Handling of Grievances and Appeals 
The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as expeditiously as the 
recipient’s health condition requires within the State’s established time frames specified as follows: 


As is standard practice for all of our health plans, we maintain written policies and procedures 
to ensure compliance with handling of grievances and appeals processes. 


We will dispose of each grievance and resolve each appeal and provide notice as expeditiously 
as a recipient’s health condition requires within the State’s established timeframes specified in 
the following subsections. 


3.13.5.1 Standard Disposition of Grievances 
The vendor is allowed no more than ninety (90) calendar days from the date of receipt of the grievance. 


We acknowledge that we are allowed no more than 90 calendar days from the date of receipt 
of the grievance. 


3.13.5.2 Standard Resolution of Appeals 
The vendor is allowed no more than thirty (30) calendar days from the date of receipt of the appeal. 


We acknowledge that we are allowed no more than 30 calendar days from the date of receipt 
of the appeal. 


3.13.5.3 Expedited Resolution of Appeals 
The vendor must resolve each expedited appeal and provide notice, as expeditiously as the recipient’s health condition requires, not 
to exceed three (3) business days after the vendor receives the expedited appeal request. The vendor is required to establish and 
maintain an expedited review process for appeals when the vendor determines or the provider indicates that taking the time for a 
standard resolution could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain maximum function. 
The vendor must ensure that punitive action is not taken against a provider who requests an expedited resolution or supports an 
appeal. If the vendor denies a request for an expedited resolution of an appeal, it must transfer the appeal to the standard timeframe 
of no longer than thirty (30) calendar days from the day the vendor receives the appeal (with a possible fourteen (14) calendar day 
extension) for resolution of appeal and give the recipient prompt oral notice of the denial and follow up within two (2) calendar days 
with a written notice. 
A. The vendor must inform the recipient of the limited time available to present evidence and allegations of fact or law, in person 


or in writing, in the case of the expedited resolution. 
B. These time frames may be extended up to fourteen (14) calendar days if the recipient requests such an extension or the 


vendor demonstrates to the satisfaction of the DHCFP that there is a need for additional information and how the extension is 
in the recipient’s interests. If the State grants the vendor’s request for an extension, the vendor must give the recipient written 
notice of the reason for the delay. 


We will resolve each expedited appeal and provide notice, as expeditiously as a recipient’s 
health condition requires, not to exceed three business days after we receive the expedited 
appeal request. We will establish and maintain an expedited review process for appeals when 
we determine or the provider indicates that taking the time for a standard resolution could 
seriously jeopardize a recipient’s life or health or ability to attain, maintain, or regain 
maximum function. We will ensure that punitive action is not taken against a provider that 
requests an expedited resolution or supports an appeal. If we deny a request for an expedited 
resolution of an appeal, we will transfer the appeal to the standard timeframe of no longer 
than 30 calendar days from the day we receive the appeal (with a possible 14 calendar day 
extension) for resolution of appeal and give the recipient prompt oral notice of the denial and 
follow up within two calendar days with a written notice. 
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We will inform recipients of the limited time available to present evidence and allegations of 
fact or law, in person or in writing, in the case of the expedited resolution. 


These timeframes may be extended up to 14 calendar days if a recipient requests such an 
extension or we demonstrate to DHCFP satisfaction that there is a need for additional 
information and how the extension is in a recipient’s interests. If the State grants our request 
for an extension, we will give the recipient written notice of the reason for the delay. 


3.13.5.4 Handling Grievances and Appeals 
In handling grievances and appeals, the vendor must meet the following requirements: 
A. The vendor must provide recipients any reasonable assistance in completing forms and taking other procedural steps, 


including assisting the recipient and/or the recipient’s representative to arrange for non-emergency transportation services to 
attend and be available to present evidence at the appeal hearing. This also includes, but is not limited to, providing interpreter 
services and toll-free numbers that have adequate teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and 
interpreter capability; 


B. Acknowledge receipt of each grievance and appeal; 
C. Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals were not involved in any 


previous level of review or decision-making; and 
D. Ensure that the individuals who make decisions on grievances and appeals are health care professionals who have the 


appropriate clinical expertise in treating the recipient’s condition or disease if the grievance or appeal involves any of the 
following: 
1. An appeal of a denial that is based on medical necessity; 
2. A grievance regarding the denial of an expedited resolution of an appeal; or 
3. A grievance or appeal that involves clinical issues. 


In handling grievances and appeals, we will meet the following requirements: 


• Provide recipients any reasonable assistance in completing forms and taking other 
procedural steps, including assisting the recipient and/or a recipient’s representative to 
arrange for non-emergency transportation services to attend and be available to present 
evidence at the appeal hearing. This also includes, but is not limited to, providing 
interpreter services and toll-free numbers that have adequate teletypewriter (TTY)/ 
Telecommunications device for the deaf (TDD) and interpreter capability 


• Acknowledge receipt of each grievance and appeal 


• Ensure that the individuals, or their subordinates, who make decisions on grievances and 
appeals were not involved in any previous level of review or decision-making 


• Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise in treating a recipient’s condition 
or disease if the grievance or appeal involves any of the following: 


– An appeal of a denial that is based on medical necessity 


– A grievance regarding the denial of an expedited resolution of an appeal 


– A grievance or appeal that involves clinical issues 


Our Appeals and Grienvance team is dedicated to serving our members and ensuring 
necessary care is not delayed. We strictly monitor turn around times to ensure members have 
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access to care. Our team also monitors grievances and appeals for trends and conducts root 
cause analysis to ensure an ongoing process improvement approach. 


3.13.5.5 Process for Appeals 
The process for appeals also requires: 
A. That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest possible filing date for 


the appeal) and must be confirmed in writing unless the recipient requests expedited resolution; 
B. That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as 


in writing, and that the recipient is informed by the Vendor of the limited time available for this in the case of expedited 
resolution; 


C. That the recipient and his/her representative is provided the opportunity, before and during the appeals process, to examine 
the recipient’s case file, including medical records, and any other document and records considered during the appeals 
process; and 


D. The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal representative of a 
deceased recipient’s estate. 


Our process for appeals will also include: 


• That oral inquiries seeking to appeal an action are treated as appeals (in order to establish 
the earliest possible filing date for the appeal) and will be confirmed in writing unless a 
recipient requests expedited resolution 


• That the recipient is provided a reasonable opportunity to present evidence, and allegations 
of fact or law, in person as well as in writing, and that we inform the recipient of the 
limited time available for this in the case of expedited resolution 


• That the recipient and his/her representative is provided the opportunity, before and 
during the appeals process, to examine the member’s case file, including medical records, 
and any other document and records considered during the appeals process 


• We are to include, as parties to the appeal, the recipient and his/her representative or the 
legal representative of a deceased recipient’s estate 


3.13.5.6 Notify the Recipient 
The vendor shall notify the recipient of the disposition of the grievance and appeal in written format. The written notice must include 
the results of the resolution process and the date it was completed. For appeals that are not wholly resolved in favor of the recipient, 
the notice must also include: 
A. The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so; 
B. The right to request to receive benefits while the hearing is pending and how to make this request; and 
C. That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer upholds the vendor’s 


action. 


We will notify recipients of the disposition of the grievance and appeal in written format. The 
written notice will include the results of the resolution process and the date it was completed. 
For appeals that are not wholly resolved in favor of the member, the notice will also include: 


• The right of the recipient to request a State Fair Hearing from DHCFP and how to do so 
• The right to request to receive benefits while the hearing is pending and how to make this 


request 
• That the recipient may be held liable for the cost of those benefits if the State Fair 


Hearing’s Officer upholds our action 
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3.13.5.7 Expedited Appeal Resolution Requests 
For expedited appeal resolution requests, the vendor is required to make a good faith effort to provide an oral notice of the 
disposition in addition to the required written notice. 


For expedited appeal resolution requests, we will make a good faith effort to provide an oral 
notice of the disposition in addition to the required written notice. 


3.13.5.8 Maintain Records of Grievances and Appeals 
The vendor is required to maintain records of grievances and appeals, which the DHCFP will review as part of the Division’s quality 
strategy. 


We will maintain records of grievances and appeals, which DHCFP will review as part of the 
Division’s quality strategy. 


3.13.5.9 Devote Portion of Committee Meetings 
The vendor shall devote a portion of its regularly scheduled Quality Management / Quality Improvement committee meetings to the 
review of recipient complaints and appeals that have been received. 


We will devote a portion of our regularly scheduled Quality Management/ Quality 
Improvement committee meetings to the review of recipient grievances and appeals that have 
been received. 


3.13.6 State Fair Hearing Process 


3.13.6.1 Description of State Fair Hearing Process 
The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s representative or the representative of a 
deceased recipient’s estate has the right to request a State Fair Hearing from the DHCFP when they have exhausted the vendor’s 
appeal system without receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be submitted in 
writing within ninety (90) calendar days from the date of the vendor’s notice of resolution. 


We will maintain written policies and procedures to ensure compliance with State Fair 
Hearing processes. We acknowledge that the State Fair Hearing process is described in MSM 
Chapter 3100. A recipient, recipient’s representative, or the representative of a deceased 
recipient’s estate has the right to request a State Fair Hearing from DHCFP when they have 
exhausted our appeal system without receiving a wholly favorable resolution decision. The 
request for a State Fair Hearing will be submitted in writing within 90 calendar days from the 
date of our notice of resolution. 


3.13.6.2 Right to a State Fair Hearing 
The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain such a hearing, and representation 
rules must be explained and provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 
42 CFR 438.414; and 42 CFR 438.10(g)(1). 


We will inform recipients of their right to a State Fair Hearing and how to obtain such a 
hearing. Representation rules will be explained and we will provide it in writing to the 
recipient pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1). 
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3.13.6.3 Participate in the State Fair Hearing process 
The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each circumstance in which a recipient for 
whom the vendor has made an adverse determination requests a State Fair Hearing. The vendor is bound by the decision of the 
Fair Hearing Officer. (Please refer to the Chapter 3100 of the MSM for timeframes for standard and expedited State Fair Hearings.) 


We will participate in the State Fair Hearing process, at our expense, in each circumstance in 
which one of our recipients who has had an adverse determination made requests a State Fair 
Hearing. We acknowledge that we are bound by the decision of the Fair Hearing Officer. 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and 
the State Fair Hearing are Pending 


3.13.7.1 Continue the Recipient’s Benefits 
The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is pending and while the State Fair 
Hearing is pending if all of the following conditions exist: 
A. The appeal is submitted to the vendor on or before the later of the following: within ten (10) days of the vendor mailing the 


Notice of Action; or, the intended effective date of the vendor’s proposed action; 
B. The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment; 
C. The services were ordered by an authorized provider; 
D. The original periods covered by the original authorization have not expired; and 
E. The recipient requests an extension of benefits. 


As is standard practice for all of our health plans, we will have written policies and procedures 
in place to assure adherence to the continuation of benefits for our Nevada Medicaid/Check 
Up recipients while our appeals process and State Fair Hearing are pending. We will continue 
recipient benefits while our internal appeals process is pending and while the State Fair 
Hearing is pending if all of the following conditions exist: 


• The appeal is submitted to us on or before the later of the following: within 10 days of our 
mailing of the Notice of Action; or, the intended effective date of our proposed action 


• The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment 


• The services were ordered by an authorized provider 
• The original periods covered by the original authorization have not expired 
• The member requests an extension of benefits 
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3.13.7.2 Recipient’s Benefits While Appeal is Pending 
If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is pending, the benefits must be 
continued until one of the following occurs: 
A. The recipient withdraws the appeal; 
B. Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal against the recipient, 


unless the recipient, within the 10-day timeframe has requested a State Fair Hearing with continuation of benefits until a State 
Fair Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 
D. The time period of service limits of a previously authorized service has been met. 


If, at recipient request, we continue their benefits while an appeal is pending, benefits will be 
continued until one of the following occurs: 


• The recipient withdraws the appeal 


• Ten days pass after we mail the notice of action, providing the resolution of the appeal 
against a recipient, unless a recipient, within the 10-day timeframe has requested a State 
Fair Hearing with continuation of benefits until a State Fair Hearing decision is reached 


• A State Fair Hearing Officer issues a hearing decision adverse to a recipient 


• The time period of service limits of a previously authorized service has been met 


3.13.7.3 Final Resolution of the Appeal 
If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of the services furnished to the 
recipient while the appeal was pending, to the extent that they were furnished solely because of the requirements of this section and 
in accordance with policy set forth in 42 CFR 431.230(b). 


If the final resolution of an appeal is adverse to a recipient, we will recover the cost of the 
services furnished to a recipient while the appeal is pending, to the extent that they were 
furnished solely because of the requirements of the RFP and in accordance with policy set 
forth in 42 CFR 431.230(b). 


3.13.7.4 Reversal of Action 
If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not furnished while the appeal was 
pending, the vendor must authorize or provide the disputed services promptly and as expeditiously as the recipient’s health 
condition requires. If the vendor or State Fair Hearing Officer reverses a decision to deny authorization of services, and the recipient 
received the disputed services while the appeal was pending, the vendor must pay for those services. 


If we or the Fair Hearing Officer reverses an action to deny, limit, or delay services that were 
not furnished while an appeal is pending, we will authorize or provide the disputed services 
promptly and as expeditiously as a recipient’s health condition requires. If we or the State 
Fair Hearing Officer reverses a decision to deny authorization of services, and the recipient 
received the disputed services while the appeal was pending, we will pay for those services. 
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3.13.8 Provider Grievances and Appeals 
The vendor must establish a process to resolve any provider grievances and appeals that are separate from, and not a party to, 
grievances and appeals submitted by providers on behalf of recipients. Written grievance and appeals procedures must be included, 
for review and approval, at the time the vendor policies and procedures are submitted to the DHCFP and at any time thereafter 
when the vendor’s provider grievance and appeals policies and procedures have been revised or updated. The vendor may not 
implement any policies and procedures concerning its provider grievance and appeal system without first obtaining the written 
approval of the DHCFP. 
The following provisions reflect minimum requirements and are not intended to limit the scope of the vendor’s grievance and 
appeals process for providers. 


We will establish a process to resolve any provider grievances and appeals that are separate 
from, and not a party to, grievances and appeals submitted by providers on behalf of 
recipients. Written grievance and appeals procedures will be included, for review and 
approval, at the time our policies and procedures are submitted to DHCFP and at any time 
thereafter when our provider grievance and appeals policies and procedures have been revised 
or updated. We may not implement any policies and procedures concerning our provider 
grievance and appeal system without first obtaining the written approval of DHCFP. 


As is standard for all of our health plans, we have a formal Provider Grievance and Dispute 
system that provides for the timely and effective resolution of any disputes between us and our 
providers. This system is specific to providers and does not replace our formal member 
grievance system that allows a provider to submit a grievance or an appeal on behalf of a 
member as provided. 


We offer assistance to providers with any issues related to our members and/or services, and 
make every reasonable effort to resolve issues during the informal inquiry process. Informal 
provider inquiries may come to our attention by telephone, email, fax, Provider Service 
Representatives, or meetings. All provider inquiries are entered into our call-tracking system 
allowing for the aggregation and trending of issues to enable prompt, appropriate action to 
reduce or eliminate future occurrences. Once an inquiry has been received, it remains open in 
the call tracking system until the provider has been notified of the outcome. Routine reporting 
from this unit is reviewed by our Network Operations Committee and, as appropriate, health 
plan-level Quality Improvement Committees. We have dedicated Provider Services 
Representatives to ensure our contracted providers have access to training and assistance with 
the Provider Grievance and Appeals system. We conduct provider training within 30 days of 
placing newly contracted providers, which includes a comprehensive review of our Provider 
Grievance and Appeals process. 


We understand that the provisions described in the following subsections reflect minimum 
requirements and are not intended to limit the scope of our grievance and appeals process for 
providers. 
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3.13.8.1 General Requirements 
The vendor must accept written or oral grievances and appeals that are submitted directly by the provider as well as those that are 
submitted from other sources, including the DHCFP. An oral appeal must be followed by a written, signed appeal; however, the oral 
appeal must count as the initial date of appeal. The vendor must keep a written or electronic record of each provider grievance and 
appeal to include a description of the issue, the date filed, the dates and nature of actions taken, and the final resolution. The vendor 
must issue a final decision, in writing, no later than: 
A. Ninety (90) calendar days after a grievance is filed; and 
B. Thirty (30) calendar days after an appeal is filed. 


We will accept written or oral grievances and appeals submitted directly by the provider as well 
as those that are submitted from other sources, including DHCFP. An oral appeal will be 
followed by a written, signed appeal; however, the oral appeal will count as the initial date of 
appeal. We will keep a written or electronic record of each provider grievance and appeal to 
include a description of the issue, the date filed, the dates and nature of actions taken, and the 
final resolution. We will issue a final decision, in writing, no later than: 


• Ninety calendar days after a grievance is filed 
• Thirty calendar days after an appeal is filed 


3.13.8.2 State Fair Hearings 
Per Amendment 2, RFP Changes 2, RFP section deletions: RFP Section 3.13.8.2 to be deleted in its entirety. 


Pursuant to NRS 422.306, when a provider has exhausted the vendor’s internal appeals process, the provider has the right to 
submit a written request to the DHCFP for a State Fair Hearing. It is the vendor’s responsibility to notify the provider of this right at 
the time the provider enters into a contract with the vendor and when the outcome of an appeal is not wholly in favor of the provider 
pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing decision will 
be made within ninety (90) calendar days from the date the recipient for direct access to a State Fair Hearing. Disputes eligible for 
the State Fair Hearing process include: 


A. Denial or limited authorization of a requested service; 
B. Reduction, suspension or termination of a previously authorized service; 
C. Denial, in whole or in part, of payment for a service; 
D. Demand for recoupment; or 
E. Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, appeal resolution). 
F. The denial for disenrollment for good cause. 


We acknowledge that the State deleted this section in RFP Amendment 2 on July 21, 2016. 


3.13.9 Expedited State Fair Hearing 


3.13.9.1 State’s Timeframe 
The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was first heard through the Vendors 
appeal process is as expeditiously as the recipient’s health condition requires, but no later than 3 working days from the State’s 
receipt of a hearing request for a denial of service that: 
A. Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited appeal timeframes, or 
B. Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 


As is standard practice for all of our health plans, we will have written policies and procedures 
in place to assure adherence to expedited State Fair Hearing requirements. We acknowledge 
that the State’s timeframe for reaching an expedited State Fair Hearing decision when the 
appeal was first heard through our appeal process is as expeditiously as a recipient’s health 
condition requires, but no later than three working days from the State’s receipt of a hearing 
request for a denial of service that: 
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• Meets the criteria for an expedited appeal process but was not resolved within our 
expedited appeal timeframes 


• Was resolved wholly or partially adversely using our expedited appeal timeframes 


3.13.9.2 Expedited State Fair Hearing Decision 
The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was made directly to the State’s Fair 
Hearing process without accessing the vendor appeal Process is as expeditiously as the recipient’s health condition requires, but no 
later than 3 working days from the State’s receipt of a hearing request for a denial of service that meets the criteria for an expedited 
resolution. 
The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, termination or other contract disputes 
between the vendor and its providers and/or subcontractors. Likewise, grievances are not eligible for State Fair Hearings. 


We acknowledge that the State’s timeframe for reaching an expedited State Fair Hearing 
decision when the appeal was made directly to the State’s Fair Hearing process without 
accessing our appeal process is as expeditiously as a recipient’s health condition requires, but 
no later than three working days from the State’s receipt of a hearing request for a denial of 
service that meets the criteria for an expedited resolution. 


We acknowledge that DHCFP will not accept requests for State Fair Hearings that address 
provider enrollment, termination, or other contract disputes between us and our providers 
and/or subcontractors. Likewise, grievances will not be eligible for State Fair Hearings. 


3.13.9.3 Fair Hearing Process 
The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting from the Fair Hearing 
process. 


We will abide by the decision of the Fair Hearing Officer and will comply with any decision 
resulting from the Fair Hearing process. 
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3.14 Management Information System (MIS) 
3.14.1 Operate an MIS 
The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information sufficient to substantiate 
and report vendor’s compliance with the contract requirements. 


Supporting our health plans nationwide, we operate a management information system (MIS) 
that comfortably meets DHCFP requirements. Our MIS enables us to maintain, provide, 
document, and retain information sufficient to substantiate and report on all compliance and 
contract requirements in support of all health plan functions. It supports all health plan 
management functions, including recipient management, provider management, care 
management, provider payment management, encounter data management, program integrity 
management, and recipient and provider services. We ensure that accurate, HIPAA-
compliant, and quality data is securely available to those that need it both through our systems 
and our processes. 


Our MIS can generate all required reports as well as additional ad hoc reports needed by 
DHCFP. Our report generation subsystem, integrated within our core MIS, is capable of 
supporting reporting requirements for a wide range of areas, including, but not limited to, 
grievances and appeals, claims payment, utilization management, care coordination, recipient 
services, membership, encounters, provider, and premium data. We also employ an array of 
supplemental tools, applications, and databases that enhance our ability to extract data and 
produce reports for submission to DHCFP as well as for support of internal operations and 
improvement efforts. 


3.14.2 MIS Capability 
The vendor shall have an MIS capable of documenting administrative and clinical procedures while maintaining the privacy and 
confidentiality requirements pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance and outcome 
data, as well as its policies for transmission of data from network providers as outlined in this RFP (See Attachment T Forms and 
Reporting Guide). The vendor shall have internal procedures to ensure that data reported to the DHCFP are valid and to test validity 
and consistency on a regular basis. 


Our MIS provides superior administrative processing functionality, including advanced care 
management technology that integrates clinical information and streamlines the care 
coordination process. We recognize that we will handle extremely sensitive recipient 
information, and we take protecting their privacy and confidentiality very seriously. As such, 
we apply stringent measures along with internally published guidelines, policies, and 
procedures to ensure all of our internal IT systems, and data access and processing protocols 
comply with Health Insurance Portability and Accountability Act (HIPAA) regulations. 
Information pertaining to recipients will be used and disclosed in accordance with HIPAA 
requirements and all other applicable federal and State privacy laws and regulations 
regarding Protected Health Information (PHI). 


We will provide DHCFP with aggregate performance and outcome data, as well as our 
policies for transmission of data from network providers as outlined in this RFP, and in 
accordance with Attachment T Forms and Reporting Guide. Our MIS supports reporting 
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requirements of all health plan operations and allows the development of ad hoc reports to 
enable plan management and DHCFP to make intelligent decisions regarding health plan 
activity. 


We will also apply internal procedures to ensure that data reported to DHCFP is valid, and we 
will test validity and consistency on a regular basis. These procedures will include quality and 
completeness checks to ensure the validity and accuracy of data maintained within our MIS, 
and compliance with DHCFP data submission and reporting requirements. 


3.14.3 Eligibility Data 


3.14.3.1 Enrollment System 
The vendor enrollment system shall be capable of linking records for the same enrolled recipient that are associated with different 
Medicaid and/or Nevada Check Up identification numbers; e.g., recipients who are re-enrolled and assigned new numbers. 


Our enrollment system is capable of linking records for the same enrolled recipients 
associated with different Medicaid and/or Nevada Check Up identification numbers. We will 
employ an established eligibility data management methodology to identify and resolve 
discrepancies between recipient eligibility files and internal membership records. During this 
process, we will identify and reconcile recipient information within our MIS, such as when a 
recipient re-enrolls and is assigned a new number. Our enrollment system is fully integrated 
with our MIS and manages the whole life cycle of recipient enrollment. 


Our enrollment system is automatically linked to our premium revenue reconciliation system, 
which will enable us to identify any differences between eligibly and the premium received. 
This process will ensure that all recipients are accurately listed as eligible in our claims system 
and that accurate accruals can be made for eligible recipients whose premiums have not been 
received yet. 


3.14.3.2 Eligibility Database 
The vendor shall update its eligibility database whenever enrolled recipients change names, phone numbers, and/or addresses, and 
shall notify DHCFP of such changes. 


We will update our eligibility database whenever enrolled recipients change names, phone 
numbers, and/or addresses. Accordingly, we will notify DHCFP of such changes, as required. 
We have engineered and implemented an eligibility data management methodology and 
technology solution to ensure that we maintain accurate and compliant eligibility data and 
resolve discrepancies that may exist between recipient eligibility files and the internal recipient 
records. 


3.14.3.3 Notify the DHCFP 
The vendor shall notify the DHCFP if the addresses of recipients are not accurate. 


We will notify DHCFP of pertinent discrepancies in enrollment and eligibility data, as 
required (e.g., if the addresses of recipients are not accurate). We will access appropriate 
DHCFP information systems, as necessary and required, to investigate enrollment and 
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eligibility information as needed. The enrollment process will continue once we have identified 
discrepancies and corrected the information within our MIS. We maintain comprehensive 
processes and procedures that ensure enrollment data is accurately loaded into our 
administration system. 


3.14.4 Encounter and Claims Records 


3.14.4.1 Encounter Data Reporting System 
The encounter data reporting system must be designed to assure aggregated, unduplicated service counts provided across service 
categories, provider types, and treatment facilities. The vendor shall use a standardized methodology capable of supporting CMS 
reporting categories for collecting service event data and costs associated with each category of service. 


Our encounter data reporting system is designed to assure aggregated, unduplicated service 
counts provided across service categories, provider types, and treatment facilities. We use a 
standardized methodology capable of supporting CMS reporting categories for collecting 
service event data and costs associated with each category of service. 


All encounters will undergo a thorough validation before the building of the State-required 
data formats. Submission of duplicate encounters is eliminated by virtue of the selection logic 
that controls the process of preparing encounters for submission. The process to create the 
encounter file includes a complete validation of encounters and claims data against state 
specific edits to ensure data is accurate and complete. All submitted claims/encounters will be 
logged to the system for future tracking purposes. 


We are able and responsible for submitting encounter data to government agencies (e.g., state 
and CMS) in adherence with the encounter submission and processing guidelines specific to 
Medicaid and Medicare contracts. We maintain an internal workflow system to monitor and 
report on all, multiple, or any one encounter throughout the entire life cycle of the 
encounter—from claims payment through submission. Our technologies ensure a 
comprehensive business process that supports the quality of encounter submissions. 


We submit timely, accurate, complete, and finalized Fee-for-Service (FFS) claims, capitated 
encounters and pharmacy encounters to state agencies. Our encounters process includes: 


• Inbound claims/encounter processing completeness checks 
• Acceptance and verification of encounter data via paper (e.g., scanning/imaging) 
• Enforcement of timely submission of encounter data from providers and subcontractors 
• Timely processing of claims and encounters, as well as diligent enforcement of system edits 


to ensure state data requirements are met 
• Internal monitoring of claims/encounter inventory including inventory totals, claims 


aging, and staff productivity 
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For encounter data submissions, we follow national industry standards and state companion 
guides as follows: 


• HIPAA X12N Medical (837P), Institutional (837I) and Dental (837D) formats 
• National Council for Prescription Drug Programs (NCPDP) and other proprietary formats 
• Encounter Status – ASC 277 Healthcare encounter status response files 
• Functional acknowledgements – ASC 999 transaction sets 


See Proposal Section 3.17.1, Encounter Reporting, for additional information regarding how 
we process and report encounters. 


3.14.4.2 Collect and Submit Service 
The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 and UB-04 format or an alternative 
format if prior approved by the DHCFP. The data submitted to the actuary must balance with the data submitted to the DHCFP. The 
data shall be submitted in accordance with the requirements set forth in the contract. The data shall include all services reimbursed 
by Medicaid. 


We will collect and submit service-specific encounter data in the appropriate CMS-1500 and 
UB-04 format or an alternative format if approved by DHCFP. Our integrated encounter data 
reporting system is capable of collecting and submitting encounter data in professional (CMS-
1500) and institutional (UB-04) formats. 


Additionally, data submitted to the actuary will balance with the data submitted to DHCFP. 
We will submit this data in accordance with the requirements set forth in the contract. The 
data will include all services reimbursed by Medicaid. 


3.14.5 Data Requirements and Certification 


3.14.5.1 Encounter Data Submission 
All encounter data must be submitted to the DHCFP or designated contractor per EDI standards and federal regulations. 


We will provide all encounter data files to DHCFP or the designated contractor in accordance 
with EDI standards and federal regulations. We will use national industry standards and State 
companion guides to support HIPAA-compliant formats, as well as National Council for 
Prescription Drug Programs (NCPDP) formats. We have also adopted HIPAA-compliant code 
sets for specific diagnoses and procedures to ensure outbound encounter data is ICD-10 
compliant. 


3.14.5.2 Adjustments and Voids 
All encounter data must reflect all adjustments and voids. 


We confirm that all submitted encounter data will reflect all adjustments and voids. We will 
conduct quality and completeness checks throughout the encounter submission process to 
ensure that submissions are complete and meet required standards. 
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Our encounter process includes the identification of adjustments and voids; therefore, we have 
the ability to report voids and adjustments in encounter files to the State or in a separate file, if 
necessary. 


3.14.5.3 Improper Payments 
Regardless of collection status, all improper payments must be adjusted or voided from the encounter data within timeframes 
specified by the DHCFP. 


We will adjust or void all improper payments from the encounter data within the timeframes 
specified by DHCFP, regardless of collection status. Through a series of quality and 
completeness checks, we ensure that encounter data is submitted in accordance with specific 
contract requirements. 


3.14.5.4 Certify Information 
The contract requires the vendor to certify enrollment information, encounter data, payment data, and other information submitted to 
the State for purposes of developing vendor payment. Data must comply with the applicable certification requirements for data and 
documents specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, based 
on best knowledge, information, and belief that the data are accurate, complete and truthful as required by the State for participation 
in the Medicaid program and constrained in contracts, proposals and related documents. 


We will certify enrollment information, encounter data, payment data, and other information 
submitted to the State for purposes of developing vendor payment. Submitted data will comply 
with the applicable certification requirements for data and documents as specified by DHCFP 
pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, 
based on best knowledge, information, and belief that the data are accurate, complete and 
truthful as required by the State for participation in the Medicaid program and constrained in 
contracts, proposals, and related documents. 


3.14.5.5 Certify Data 
The data submitted to the state by the vendor for purposes of determining vendor payments must be certified by one of the 
following: 
A. The vendor’s Chief Executive Officer; 
B. The vendor’s Chief Financial Officer; and 
C. An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief Executive Officer or the 


Chief Financial Officer. 


All data that we submit to the State for the purpose of determining vendor payments will be 
certified by the Chief Financial Officer and an individual who has delegated authority to sign 
for, and who reports directly to our Chief Executive Officer (e.g., the Chief Operations 
Officer). 


3.14.5.6 Compliance with the Requirement of Data Certification 
Compliance with the requirement of data certification in this agreement is a condition for payment by the government. The vendor 
must agree that he/she has read and understands the data certification requirement and agree to comply with all applicable laws 
and regulations 


We understand that compliance with data certification requirements is a condition for 
payment by the government. We confirm that we have read and understand the data 
certification requirements and will comply with all applicable laws and regulations. 
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3.14.6 EPSDT Tracking System 
The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible child by name and Medicaid 
identification number. The system shall allow the vendor to report annually on the CMS reporting form. This system shall be 
enhanced, if needed, to meet any other reporting requirements instituted by CMS or the DHCFP. 


Preventive and wellness care, such as the Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT) benefit, serves to promote recipient health and helps to maximize 
recipient health outcomes. Our MIS includes electronic systems and applications that track 
and monitor EPSDT activities for each enrolled Medicaid eligible child by name and Medicaid 
identification number. These systems include: 


• A Web-based information technology system to track referrals, service authorizations, and 
care delivered. This system enables simplified data retrieval from a centralized database 
through a user-friendly interface. The system also uses “HEDIS alerts” to flag recipients 
who have missed services, such as EPSDT. 


• A comprehensive and integrated care management system that provides a single source for 
assessments, configurable care planning, consent tracking, task and team management, 
alerts, progress tracking, communication creation, and ongoing monitoring of care and 
services. 


• A secure online portal, available 24/7 to recipients, their caregivers, and key stakeholders 
in the recipient’s health. The online portal enables us to communicate gaps in recipient 
care to our providers, such as identifying recipients with EPSDT missed services. 


• A business intelligence solution that allows us to comb through massive data collection 
and turn them into valuable business insights. Technology like this helps us from 
intervention lead generation to intervention coordination and outreach, and on to tracking 
these outreach results within the tool. In addition, we can build custom reports in hours 
that target precisely which providers are poor performers on preventive care (e.g., EPSDT) 
or which clusters of recipients need the most preventive services. 


Our MIS solution allows us to report annually on the CMS reporting form. We can configure 
and enhance our system to meet any other reporting requirements instituted by CMS or 
DHCFP. 
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3.15 Operational Requirements 
3.15.1 Medical Director’s Office 
The vendor must designate a Medical Director to be responsible for the oversight of development, implementation and review of the 
vendor's Internal Quality Assurance Program, including implementation of and adherence to any Plan of Correction. The Medical 
Director need not serve full time or be a salaried employee of the vendor, but the vendor must be prepared to demonstrate it is 
capable of meeting all requirements using a part-time or contracted non-employee director. The vendor may also use assistant or 
associate Medical Directors to help perform the functions of this office. The Medical Director and the vendor's Utilization 
Management and Internal Quality Assurance Plan Committee are accountable to the vendor's governing body. The Medical Director 
must be licensed to practice medicine in the State of Nevada and be board-certified or board-eligible in his or her field of specialty. 


Our staffing model includes a full-time medical director who oversees the development, 
implementation, and review of our internal quality assurance program, including 
implementation of and adherence to any plan of correction. Our medical director is licensed to 
practice medicine in the State of Nevada. Our medical director’s certifications include: 


• Nevada State Board of Medical Examiners. Licensed Physician and Surgeon 
• American Board of Internal Medicine. Diplomate 
• Medical Board of California. Licensed Physician and Surgeon 
• National Board of Medical Examiners. Diplomate 


In order to maintain the anonymous nature of our scope of work response, we have not 
identified our medical director by name in this section. See Part IB – Technical Proposal, 
Proposal Section 4.1.12.5, Key Personnel, for more information, including our medical 
director’s qualifications and experience, which demonstrate our capacity to meet all 
requirements for the role. 


Additionally, our project organization is structured to ensure clear lines of authority to 
facilitate quick escalation and resolution of issues throughout the project. Our medical 
director, as well as our utilization management and internal quality assurance plan 
committee, are accountable to corporate oversight, as well as our governing body, and have 
those resources at their disposal. 
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3.15.2 Responsibilities of the Medical Director 
The responsibilities of the Medical Director include the following: 
3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan committee; 
3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan (IQAP) and utilization 
management activities and monitoring the quality of care that vendor recipients receive; 
3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice guidelines and protocols; 
3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and implementation of, as well as the 
adherence to, Plans of Correction; 
3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services. All services prescribed by a PCP or 
requested by a recipient which are denied by the vendor must be reviewed by a physician, physician assistant, or advanced nurse 
practitioner with the reason for the denial being documented and logged; 
3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 
3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the vendor's providers, including 
oversight of provider education, in-service training and orientation; 
3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances and problems; 
3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education Programs (IEPs) are followed; and 
3.15.2.10 Ensures coordination of out-of-network services. 
3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP regarding utilization 
review and quality assurance issues. 


Table 3.15-1 includes the role description of the medical director. Our proposed director will 
meet all responsibilities as presented. 


Table 3.15-1. Medical Director Roles, Responsibilities, and Qualifications 
Responsibilities • Serves as co-chairman of our Utilization Management and Quality Assurance 


Plan committee 
• Directs the development and implementation of our Internal Quality Assurance 


Plan (IQAP) and utilization management activities and monitoring the quality of 
care that recipients receive 


• Oversees the development and revision of our clinical care standards and 
practice guidelines and protocols 


• Reviews all potential quality of care problems, and oversees the development, 
and implementation of, as well as the adherence to, Plans of Correction 


• Oversees our referral process for specialty and out-of-network services. 
Ensures that all services prescribed by a PCP or requested by a recipient which 
we deny are reviewed by a physician, physician assistant, or advanced nurse 
practitioner and that the reason for the denial is documented and logged 


• Oversees our provider recruitment and credentialing activities 
• Serves as a liaison between our organization and our providers, 


communicating regularly with our providers, including oversight of provider 
education, in-service training and orientation 


• Serves as our consultant to medical staff with regard to referrals, denials, 
grievances and problems 


• Ensures recipient Individual Family Service Plans (IFSPs) and Individualized 
Education Programs (IEPs) are followed 


• Ensures coordination of out-of-network services 
• Serves as liaison, to work with DHCFP regarding utilization review and quality 


assurance issues 


Qualifications • Licensed in the State of Nevada 
• Board-certified 
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3.15.3 Vendor Operating Structure and Staffing 
The vendor must assure the DHCFP that the organization is adequately staffed with experienced, qualified personnel. The vendor 
shall provide such assurances as follows: 


Our operating structure and staffing plan ensures that all State expectations and the needs of 
its population are not only met, but are met in the highest quality manner. Our initial staffing 
approach draws on our experience in other states. In the simplest sense, we base staff ratios 
on either the number of enrolled members served or, for internal-facing positions, on the 
number of colleagues supported, as well as services and geography. Upon award and 
enrollment, we adjust the staffing plan to account for the regions awarded and actual member 
counts as well as the specific needs of each region and our members in those regions. 


Our project team reports to the project administrator who maintains authority over the 
program and ensures timely and responsive decisions while enabling high-quality delivery of 
services. To build the program on the strongest foundation possible, we employ a transition 
team during the interim project stages. As leaders in their respective areas with a deep 
understanding of what it takes to successfully serve participants, transition team members are 
100% dedicated to the program throughout the transition. The transition team works 
holistically across functional areas to ensure all activities run smoothly and that we meet 
milestones and respond to DHCFP concerns in a timely manner. They also hone our staffing 
model by finding locally based and appropriately licensed candidates who exceed DHCFP’s 
high standards and our own stringent experience requirements. Key to our success is 
employing individuals who reside in, understand, and reflect the communities they support. 


The following subsections contain our proposed staffing plan, which details each functional 
area and the number of staff for each position, the location of our organizational chart 
outlining reporting relationships and lines of authority, our oversight and management plan, 
and our training and knowledge transfer approaches. 


3.15.3.1 Updated Organizational Chart 
Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a significant change in the organization 
occurs. The organizational chart must depict each functional unit of the organization, numbers and types of staff for each function 
identified, lines of authority governing the interaction of staff, and relationships with major subcontractors. The organizational chart 
must also identify key personnel and senior-level management staff and clearly delineate lines of authority over all functions of the 
Contract. The names of key personnel must be shown on the organizational chart. The State must approve all awarded vendor key 
staff. The State reserves the right to require the removal of any member of the awarded vendor's staff from the project. 


Proposal Section 4.1.11.7, Organizational Chart, located in Part IB – Technical Proposal, 
includes our preliminary project organization chart, which illustrates positions and functional 
areas, lines of authority, and reporting structure. The organizational chart depicts each 
functional unit of the organization, numbers and types of staff for each function identified, 
lines of authority governing the interaction of staff, and relationships with major 
subcontractors. It also identifies by name key personnel and senior-level management staff 
and clearly delineates lines of authority over all functions of the Contract. As members of the 
transition team embed themselves in Nevada and begin to build out our project team, we 
continually update our organizational chart to reflect the most up-to-date project organization. 
We will provide DHCFP with an updated organizational chart every six months or whenever a 
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significant change in the organization occurs. We understand all key staff positions are 
subject to State approval and we will solicit such approval, and wait until it is received, before 
employing any key personnel on the project. We also acknowledge the State’s right to require 
the removal of any member of our staff from the project. 


3.15.3.2 In Place Organizational, Management and Administrative Systems 
The vendor must have in place the organizational, management and administrative systems capable of fulfilling all contract 
requirements. At a minimum, the vendor must have qualified staff in the following areas: 
A. Executive management; 
B. Operations Manager; 
C. Accounting and budgeting; 
D. Medical Director's office; 
E. Medical Management, including quality assurance/utilization review; 
F. Recipient services; 
G. Provider services; 
H. Grievances, appeals, and fair hearings; 
I. Claims processing; 
J. Management Information Systems (MIS); and 
K. Program Integrity. 


We have in place the organizational, management, and administrative systems capable of 
fulfilling all contract requirements. We have personnel identified and engaged in all areas 
noted in RFP Section 3.15.3.2, including Executive management; Operations Manager; 
Accounting and budgeting; Medical Director's office; Medical Management, including quality 
assurance/utilization review; Recipient services; Provider services; Grievances, appeals, and 
fair hearings; Claims processing; Management Information Systems (MIS); and Program 
Integrity. Part IB – Technical Proposal, Proposal Section 4.1.11.7, Organizational Chart and 
4.1.12.5, Key Personnel, provides additional details about our staffing plan. 


We employ executive managers who offer expertise and experience in serving Medicaid and 
Medicare populations. Our executive staff applies their extensive experience in strategic 
planning, large complex project management, implementation, and operations to lead a 
dedicated team committed to meeting DHCFP goals and objectives. The organizational 
structure includes the required key personnel tasked to achieve exceptional operational 
performance and ensure responsiveness to member needs and fulfillment of contract 
requirements. 
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3.15.3.3 Personnel Key Positions 
With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility and 
must be housed in the vendor’s Nevada administrative offices, key personnel may be responsible for more than one area. The 
vendor shall ensure that all staff has appropriate training, education, and experience to fulfill the requirements of their positions, 
including the Nevada Medicaid/CHIP Operations Manager. The vendor shall inform DHCFP in writing within seven (7) calendar days 
of any changes in the following key positions: 
A. Administrator; 
B. Chief Financial Officer; 
C. Medical Director; 
D. Recipient Services Manager; 
E. Provider Services Manager; 
F. Grievance and Appeals Coordinator; 
G. Claims Administrator; and 
H. Nevada Operations Manager. 


We have identified and engaged personnel to fulfill each key personnel role identified in RFP 
Section 3.15.3.3 and understand that, with the exception of the Nevada Medicaid/CHIP 
Operations Manager, who may not be assigned to any other responsibility and must be housed 
in our Nevada administrative offices, key personnel may be responsible for more than one 
area. Further, we will ensure that all staff has appropriate training, education, and experience 
to fulfill the requirements of their positions, including the Nevada Medicaid/CHIP Operations 
Manage. 


To preserve the anonymous nature of our scope of work response, we have not identified by 
name any of our proposed staff in this proposal section. See Part IB – Technical Proposal, 
Proposal Section 4.1.12.5, Key Personnel, for the names and qualifications of our key 
personnel, including their training, education, and experience of each key personnel team 
member. We will inform DHCFP in writing within seven calendar days of any changes to our 
key personnel positions. 


We invest a great deal of time and resources to make sure that every employee is adequately 
equipped with the necessary tools and training to make the individual successful. We perform 
“population education” training so that all employees understand who our members are, how 
we are to interact with them, and that we serve them based on the mission of the company. We 
have a national training infrastructure where employees are trained on the policies and 
procedures that govern the health plan. 


3.15.4 Subcontractors 
The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health care professionals. 
The vendor shall comply with the following: 


We comply with the requirements in 42 CFR 438.214 regarding contracts with healthcare 
professionals. Additionally, we comply with requirements outlined in RFP sections 3.15.4.1 
through 3.15.4.12, as indicated on the following pages. 
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3.15.4.1 Subcontractor Requirements 
All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or activity delegated under the 
subcontract; 


Any subcontracts we execute as a result of this procurement will fulfill the requirements of 42 
CFR 438 that are appropriate to the service or activity delegated under the subcontract. 


3.15.4.2 Subcontractor Responsibilities 
The vendor is responsible for oversight of all network subcontracts and is accountable for any responsibilities it delegates to any 
subcontracted provider (AKA, subcontractor). The vendor must evaluate the prospective subcontractor’s ability to perform the 
activities to be delegated; 


We will provide oversight of all network subcontracts and, as such, we will be accountable for 
any responsibilities we delegate to any subcontracted provider (subcontractor). Furthermore, 
we will evaluate the prospective subcontractor’s ability to perform the activities to be 
delegated. 


3.15.4.3 Subcontracts for Administrative Services 
All subcontracts for administrative services provided pursuant to this RFP, including, but not limited to, utilization review, quality 
assurance, recipient services, and claims processing, shall be prior- approved by DHCFP. Prior to the award of any subcontract or 
execution of an agreement with a delegated entity, the vendor must provide written information to the DHCFP disclosing the 
vendor’s ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if applicable. All subcontracts shall 
be submitted to DHCFP for approval prior to their effective date. Failure to obtain advance written approval of a subcontract from 
DHCFP will result in the application of a penalty of $25,000 for each incident; 


All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, will 
be prior-approved by DHCFP. Prior to the award of any subcontract or execution of an 
agreement with a delegated entity, we will provide written information to DHCFP disclosing 
our ownership interest of five percent or more in the subcontractor or delegated entity, if 
applicable. We will submit all subcontracts to DHCFP for approval prior to their effective 
date. We understand that failure to obtain advance written approval of a subcontract from 
DHCFP will result in the application of a penalty of $25,000 for each incident. 


3.15.4.4 Names of Any Material Subcontractors 
By the service start date and whenever a change occurs, submit to DHCFP for review and approval the names of any material 
subcontractors the vendor has hired to perform any of the requirements of the Contract and the names of their principals; 


By the service start date and whenever a change occurs, we will submit to DHCFP for review 
and approval, the names of any material subcontractors we hire to perform any of the 
requirements of the Contract, including the names of the subcontractor(s)’ principals. We will 
also submit such information to DHCFP for any new subcontractor throughout the contract. 
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3.15.4.5 Written Agreements and Subcontracts 
Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all agreements and subcontracts to 
DHCFP within five (5) days of receiving such request. All such agreements and subcontracts shall contain relevant provisions of the 
contract appropriate to the subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention. The vendor has the responsibility to assure that 
subcontractors are adequately insured to current insurance industry standards; 


We maintain all agreements and subcontracts relating to the contract in writing and we will 
provide copies of all agreements and subcontracts to DHCFP within five days of receiving 
such request. All such agreements and subcontracts will contain relevant provisions of the 
contract appropriate to the subcontracted service or activity, specifically including but not 
limited to the provisions related to confidentiality, HIPAA requirements, insurance 
requirements and record retention. We acknowledge our responsibility to assure that 
subcontractors are adequately insured to current insurance industry standards. 


3.15.4.6 Fully Responsible for Meeting Requirements 
Remain fully responsible for meeting all of the requirements of the Contract regardless of any subcontracts for the performance of 
any Contract responsibility. No subcontract will operate to relieve the vendor of its legal responsibility under the Contract; 


While we partner with subcontractors to perform certain services and functions of the 
contract, we will maintain responsibility for meeting all of the requirements of the Contract 
regardless of any subcontractor performance of any Contract responsibility. We understand 
that no subcontract will operate to relieve our legal responsibility under the Contract. 


3.15.4.7 Delegated Activities and Report Responsibilities 
Must have a written agreement with the subcontractor that specifies the activities and report responsibilities delegated to the 
subcontractor and provides for revoking delegation or imposing sanctions if the subcontractor’s performance is inadequate or 
substandard; 


As required, we will have a written agreement with our subcontractors that specifies the 
activities and report responsibilities delegated to the subcontractor and provides for revoking 
delegation or imposing sanctions if the subcontractor’s performance is inadequate or 
substandard. 


3.15.4.8 Monitor the Subcontractor’s Performance 
Must monitor the subcontractor’s performance on an on-going basis and subject the subcontractor to formal review according to 
periodic schedules established by the State, consistent with industry standards and/or State laws and regulations. If the vendor 
identifies deficiencies or areas for improvement, the vendor and the subcontractor must take corrective action; 


As part of our established subcontractor-management model, we will monitor subcontractor 
performance on an on-going basis and subject them to formal reviews according to periodic 
schedules established by the State, consistent with industry standards and/or State laws and 
regulations. If we identify deficiencies or areas for improvement, we will take corrective action 
and work with the subcontractor to ensure any deficiencies are resolved. 
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3.15.4.9 Intention to Terminate 
Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s intention to terminate any such 
subcontract; and 


We will immediately notify DHCFP, in writing, upon notifying any material subcontractor of 
our intention to terminate their subcontract. 


3.15.4.10 Ownership of Any Subcontractor 
Within thirty-five (35) calendar days of the date of request, the vendor must provide full and complete information about the 
ownership of any subcontractor with whom the vendor has had business transactions totaling more than twenty-five thousand 
dollars ($25,000.00) during the twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. 
Failure to timely comply with the request will result in withholding of payment by the State to the vendor. Payment for services will 
cease on the day following the date the information is due and begin again on the day after the date on which the information is 
received. 


Within 35 calendar days of the date of request, we will provide full and complete information 
about the ownership of any subcontractor with whom we have had business transactions 
totaling more than $25,000 during the 12-month period ending on the date of request as 
required by 42 CFR 455.105. We understand that failure to comply with the request in a timely 
manner will result in the State withholding payment to us. We understand that payment for 
services will cease on the day following the date the information is due and begin again on the 
day after the date on which the information is received. 


3.15.4.11 Right to Review Contracts 
DHCFP retains the right to review contracts between the vendor and providers. DHCFP agrees to protect the terms of vendor-
Provider contracts, if the vendor clearly label individual documents as a "trade secret" or "confidential"” as per Section 25 of 
Attachment D, Contract Form. 


We acknowledge that DHCFP retains the right to review contracts between our providers and 
us. We understand that DHCFP agrees to protect the terms of vendor-provider contracts, if we 
clearly label individual documents as a "trade secret" or "confidential"” as per Section 25 of 
Attachment D, Contract Form. 


3.15.4.12 Financially Responsible 
In the event any network provider or subcontractor is determined not to meet federal requirements and results in a federal 
disallowance of federal funds, the vendor will be financially responsible to refund the amount of the federal disallowance and the 
corresponding state share to DHCFP. If such disallowance is treated as a default or breach, or otherwise subject the vendor to 
sanctions under Section 13 of Attachment D ~ Contract Form, any such liquidated damages are not exclusive and are in addition to 
any other remedies available under this contract. All existing subcontracts, requiring amendments to meet the requirements of this 
contract, shall be amended. All future subcontracts must meet the requirements of this contract and any amendments thereto. 


In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, we will refund the amount 
of the federal disallowance and the corresponding state share to DHCFP. If such 
disallowance is treated as a default or breach, or otherwise subjects us to sanctions under 
Section 13 of Attachment D ~ Contract Form, any such liquidated damages will not be 
exclusive and will be in addition to any other remedies available under this contract. 
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We will amend all existing subcontracts that require amendments to meet the requirements of 
this contract. All future subcontracts will meet the requirements of this contract and any 
amendments thereto. 


3.15.5 Policies and Procedures 


3.15.5.1 Written Policies and Procedures 
Written policies and procedures must be developed by the vendor to provide a clear understanding of the program and its 
operations to vendor staff, DHCFP, other DHCFP vendors and the providers (network and non-network). 


We will develop written policies and procedures to provide a clear understanding of the 
Nevada Medicaid/Check Up program and its operations to our staff, DHCFP, other DHCFP 
vendors, and the providers (network and non-network). As part of National Committee for 
Quality Assurance (NCQA) accreditation, and in line with industry best practices, all policies 
and procedures are rigorously reviewed annually and are reapproved by the relevant oversight 
committee. 


3.15.5.2 Developed Policies and Procedures 
Policies and procedures must be developed, in accordance with the DHCFP managed care contract, amendments, attachments, 
and MSMs, for each of the vendor functions. The vendor’s policies and procedures must be kept in a clear and up-to-date manual. 
The Policy and Procedure Manual will be used as a training tool, and subsequently as a reference when performing contract related 
activities. The Policy and Procedure Manual must be reviewed at least annually for accuracy and updated as needed. 


Our internal compliance oversight function performs multiple audits every year to selected 
policies and procedures to assess compliance and make recommendations for corrective action 
where needed. We will develop policies and procedures, in accordance with the DHCFP 
managed care contract, amendments, attachments, and MSMs, for each of the required 
functions. We will maintain our policies and procedures in a clear and up-to-date manual. As 
required, we use the Policy and Procedure Manual as a training tool, and subsequently as a 
reference when performing contract related activities. We will review the Policy and 
Procedure Manual at least annually for accuracy and update as needed. 


3.15.5.3 Vendor Policy and Procedure Manual 
DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor Policy and Procedure Manual, 
including any exhibits, attachments or other documentation included as part of the Vendor Policy and Procedure Manual. DHCFP 
reserves the right to review and reject any policies or procedures believed to be in violation of federal or state law. 


Our policies have been reviewed by multiple state regulators and are consistently in full 
compliance with federal and state law. We will provide DHCFP with at least three hard copies 
and an electronic copy of our Policy and Procedure Manual, including any exhibits, 
attachments or other documentation included as part of our Policy and Procedure Manual. 
We acknowledge DHCFP’s right to review and reject any policies or procedures believed to be 
in violation of federal or state law. 
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3.15.6 Implementation 


3.15.6.1 Vendor Plan 
The vendor shall: 
A. Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP has selected it for Contract 
negotiations, a detailed work plan and timeline for performing the obligations set forth in the Contract for the first contract year. 
B. Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have been made to either, and 
describing the vendor’s current state of readiness to perform all Contract obligations. Until the service start date, the vendor shall 
provide biweekly written updates to the work plan and timeline, and thereafter as often as DHCFP determines necessary. 
C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days prior to the service start 
date, all deliverables to allow for timely DHCFP identified modifications. 
D. Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall implement procedures necessary 
to obtain executed subcontracts and Medicaid provider agreements with a sufficient number of providers to ensure satisfactory 
coverage of initial enrollments. The DHCFP reserves the right to require an access report at any time after the service start date 
when barriers to access or network inadequacies are identified or are questionable. 
E. Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office space, post office boxes, 
telephones and equipment, are in place and operative as of the service start date. 
F. Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively with the DHCFP to meet 
these requirements. 
G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the 
open enrollment period for recipient access and remains in operation for the duration of the contract, unless otherwise directed or 
agreed to by the DHCFP. A single telephone number may be utilized as long as there is a menu option to channel different caller 
categories, e.g. recipients, providers, etc. 
H. Establish and implement enrollment procedures and maintain applicable enrolled recipient data. 
I. Establish its Provider Network and maintain existing Provider Agreements with such Providers. 


We employ a proven and practiced project management methodology, aligned with PMBOK 
best practices, to facilitate our implementation. Customized for each client’s distinct scope of 
work and business environment, this model has been successful on multiple implementations 
over several years. As a key component of our methodology, we develop and manage a work 
plan and timeline that outlines the activities, resources, and stakeholders necessary to 
complete implementation on time. 


Our experience has allowed us to identify potential risks and mitigation strategies, which we 
employ proactively. We will work closely with DHCFP throughout implementation to update 
and modify the document so that it accurately reflects the current project state and keeps focus 
on critical deadlines and milestones. As is the case in all of our state plans, both the work plan 
and the management structure will be tailored for Nevada so we meet State-specific 
requirements. Our EPMO team, along with a transition team and sponsor team, will update 
and maintain the plans for the life of the project, with DHCFP input and approval. As such, 
plans will continually reflect expectations and timelines, clearly delineate responsibilities, and 
define milestones and dependencies. We will comply with the requirements outlined in RFP 
Section 3.15.6.1, including: 


• We will develop and submit to DHCFP for approval our detailed work plan and timeline 
for performing the obligations set forth in the Contract for the first contract year, no later 
than one month after we are notified that DHCFP has selected us for Contract 
negotiations. 
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• We will provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing our current state of readiness to 
perform all Contract obligations. Until the service start date, we will provide biweekly 
written updates to the work plan and timeline, and thereafter as often as DHCFP 
determines necessary. 


• Unless otherwise agreed to by DHCFP, we will submit to DHCFP no less than 10 business 
days prior to the service start date, all deliverables to allow for timely DHCFP identified 
modifications. 


• Beginning no later than 60 calendar days prior to the service start date, we will implement 
procedures necessary to obtain executed subcontracts and Medicaid provider agreements 
with a sufficient number of providers to ensure satisfactory coverage of initial enrollments. 
We recognize DHCFP’s right to require an access report at any time after the service start 
date when barriers to access or network inadequacies are identified or are questionable. 


• We will ensure that all workplace requirements DHCFP deems necessary, including but 
not limited to office space, post office boxes, telephones, and equipment, will be in place 
and operative as of the service start date. 


• We will ensure that there is no interruption of covered services to enrolled recipients. We 
will work closely with DHCFP to meet these requirements. 


• We will establish a toll-free telephone number and ensure that it is in operation at our 
office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period for 
recipient access and remains in operation for the duration of the contract, unless 
otherwise directed or agreed to by DHCFP. We acknowledge that a single telephone 
number may be utilized as long as there is a menu option to channel different caller 
categories, e.g., recipients, providers, etc. 


• We have proven enrollment procedures that we will implement in Nevada. We will 
maintain applicable enrolled recipient data. These procedures are detailed in our work 
plan. 


• We will establish our provider network and maintain existing Provider Agreements with 
such providers. The activities related to provider network establishment are detailed in our 
work plan. 


3.15.6.2 Pre-Implementation Readiness Review 
DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and will, subject to the availability of 
the DHCFP resources, provide technical assistance as appropriate. The purpose of the readiness reviews is to assess the vendor’s 
readiness and ability to provide services to enrolled recipients. The areas that may be reviewed include, but are not limited to: 
financial operations; administration and organization; recipient services; provider network; quality improvement; and, management 
information systems, including claims processing and reporting systems. The vendor shall provide necessary documentation 
specified by the DHCFP and cooperate with the DHCFP or its designees in conducting the review. The DHCFP shall determine 
when the vendor may begin marketing and providing program services. Provision of services as set forth in the contract is also 
subject to review and prior approval of CMS. 


We look forward to working with DHCFP in its effort to conduct an Operational and 
Financial readiness review. We employ a number of proven tools to ensure go-live readiness 
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and to support the transition. Our implementation framework defines detailed requirements to 
ensure clear development and configuration and leverages extensive scenario-based testing to 
ensure operational readiness. As required, we will provide any necessary documentation 
specified by DHCFP, and we will cooperate with DHCFP or its designees in conducting the 
review. 


We recognize the purpose of the review is for DHCFP to assess our readiness and ability to 
provide services to enrolled recipients. We are prepared for readiness review of all areas, 
including, but not limited to financial operations; administration and organization; recipient 
services; provider network; quality improvement; and management information systems, 
including claims processing and reporting systems. We will provide necessary documentation 
specified by the DHCFP and cooperate with the DHCFP or its designees in conducting the 
review. The DHCFP shall determine when we may begin marketing and providing program 
services. We understand that provision of services as set forth in the contract is also subject to 
review and prior approval of CMS. 


3.15.7 Presentation of Findings 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal public presentations of statistical or analytical 
material that includes information about enrolled recipients. This material must protect specific individual recipient privacy and 
confidentiality to the extent required by both federal and state law and regulation. 


We value our recipients’ privacy and have stringent processes in place to ensure proper 
handling of recipient information. Our current operation has always been subject to these 
laws and we are experienced in assuring compliance with confidentiality laws. We will solicit 
DHCFP approval, and wait until it is received, prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled 
recipients. Our material will protect specific individual recipient privacy and confidentiality to 
the extent required by both federal and state law and regulation. 


3.15.8 Vendor Marketing Materials 


3.15.8.1 Develop Marketing Materials 
The vendor may develop marketing materials for distribution during any open enrollment period. The vendor must request and 
obtain permission from the DHCFP to distribute materials during an open enrollment period as well as in other locations or to 
implement an advertising campaign. Marketing materials must be submitted to the DHCFP for review and approval a minimum of 
sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. The MCAC Schedule is 
subject to change. Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding the requirement that the 
MCAC must review all vendor marketing materials, the DHCFP has the sole authority to approve or disapprove materials (including 
updates to existing materials), distribution and advertising campaigns. The vendor, or any provider, organization, or agency that 
contracts with the vendor, is not permitted to market directly to potential recipients. vendors are also prohibited from providing 
materials that contain false or misleading information, and from initiating cold calls to potential recipients. 


Our community engagement team is dedicated to educating recipients about our services and 
benefits. They will receive comprehensive training upon hire and periodically throughout the 
year to ensure full compliance with all marketing and enrollment requirements. Additionally, 
we will actively participate in State-developed trainings such as Medicaid Statewide Provider 
Trainings. Our community engagement team will attend and participate to the extent 
warranted or requested by the State. 
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As we develop marketing materials for distribution, we will request and wait for permission 
from DHCFP prior to distributing materials during an open enrollment period as well as in 
other locations or to implement an advertising campaign. We will submit marketing materials 
to DHCFP for review and approval a minimum of 60 days prior to the scheduled Medical Care 
Advisory Committee (MCAC) meeting for approval, We understand that the MCAC Schedule 
is subject to change and we will refer to DHCFP website, http://dhcfp.nv.gov to stay aware of 
revisions. We understand that DHCFP has the sole authority to approve or disapprove 
materials (including updates to existing materials), distribution and advertising campaigns. 
Neither we, nor or any provider, organization, or agency that contracts with us, will market 
directly to potential recipients. Additionally, we will never provide materials that contain false 
or misleading information, and we will never initiate cold calls to potential recipients. 


3.15.8.2 Approval of the DHCFP 
The vendor may not distribute, in any manner, marketing materials related to the managed care program without the prior written 
approval of the DHCFP. This includes any updates to previously approved materials. Although federal regulations require the MCAC 
to review vendor marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole 
authority to approve the vendor’s marketing materials. If DHCFP approval is granted, the vendor must distribute the materials to its 
entire service area to ensure that, before enrolling, the potential recipient receives the accurate oral and written information that 
he/she needs to make an informed decision regarding whether to enroll with the vendor. The vendor may not seek use of approved 
marketing materials to influence enrollment in conjunction with the sale or offering of any private insurance. The vendor may not, 
directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing activities. 


We will not distribute, in any manner, marketing materials related to the managed care 
program, including updates to previously approved materials, without the prior written 
approval of DHCFP. While we understand that federal regulations require the MCAC to 
review vendor marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 
1997, we recognize DHCFP’s sole authority to approve our marketing materials. If DHCFP 
approval is granted, we will distribute the materials to our entire service area to ensure that, 
before enrolling, the potential recipient receives the accurate oral and written information that 
he/she needs to make an informed decision regarding whether to enroll with us. We will not 
use approved marketing materials to influence enrollment in conjunction with the sale or 
offering of any private insurance. We will not, directly or indirectly, engage in door-to-door, 
telephone, or other cold-call marketing activities. 


3.15.8.3 Accurate Marketing 
The vendor must provide the methods by which it intends to assure the DHCFP that marketing, including plans and materials, is 
accurate and does not mislead, confuse, or defraud recipients or potential recipients or the DHCFP. Statements that will be 
considered inaccurate, false, or misleading include but are not limited to any assertion or statement that: 
A. The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or 
B. The vendor is endorsed by CMS, the federal or state government, or similar entity. 


All marketing materials we develop undergo multiple approval chains, with thorough review 
and assessment at each stage before receiving approval for distribution. Materials will be 
reviewed by government policy experts, our quality assurance department, and any other 
benefit-specific internal authority to help ensure materials are accurate and do not mislead, 
confuse, or defraud potential or existing recipients. We will not distribute any material until 
State approval is granted. We have never and will never include claims that are inaccurate, 
false, or misleading. We will never include any statement suggesting the recipient must enroll 
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with us in order to obtain or maintain benefits. We will never claim we are endorsed by CMS, 
the federal or state government, or a similar entity. 
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3.16 Program Integrity 
3.16.1 General Requirements and Authorities 


3.16.1.1 Internal Controls for Program Integrity 
The vendor shall have internal controls for Program Integrity including a Program Integrity Unit (PIU) designed to identify, review, 
recover and report improper payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis. 


We offer comprehensive internal controls for program integrity, including a centralized 
Program Integrity Unit (PIU). The program is designed to identify, review, recover, and report 
improper payments, including fraud, waste, and abuse (FWA) activities, on an ongoing basis. 
Our director of compliance is responsible for implementing and overseeing our Fraud, Waste, 
and Abuse Plan, which operates in accordance with federal and state statutes, regulations, 
and contract requirements. The director of compliance meets regularly with the State. We 
maintain a centralized toll-free Compliance Alertline and Internet-based system for reporting 
suspected violations. 


Further controls include: monitoring federal and state enforcement actions; reviewing the 
annual U.S. Health and Human Services Office of Inspector General’s (OIG) work plan for 
trends; reviewing employees, providers, and subcontractors/vendors against the OIG-excluded 
individuals and entities list; monitoring our provider network for terminated providers and 
determining if these terminations were related to FWA; including information on FWA and 
how to report issues in subcontract provisions, the Provider Manual, and the Member 
Handbook; and credentialing of practitioners and facilities. 


3.16.1.2 Federal and State Regulations Related to Program Integrity 
The vendor must be familiar with and compliant with all federal and state regulations related to Program Integrity, as well as all 
Nevada Medicaid policies. The Vendor must also require compliance from subcontractors and providers for the same. Medicaid 
payments to managed care health plans are government funds, funded by federal and state money. These payments made by State 
Medicaid to managed care entities, including but not limited to, managed care plans, pre-paid plans, subcontractors to managed 
care plans, and any sub-subcontractors, and providers of medical services, supplies or drugs, for the benefit of Medicaid recipients 
may be recovered if obtained by fraud. Any act of health care fraud involving such government funds will be subject to prosecution 
by the State Attorney General's Office under the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant 
citations for Program Integrity compliance include, but are not limited to, the citations below. 
A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 
B. 42 C.F.R.§ 438, Subpart H; 
C. 42 C.F.R. § 455 Subpart A, B and E; 
D. 42 C.F.R. § 1000 through 1008; 
E. 42 C.F.R. § 456.3, 456.4. 456.23; 
F. 42 C.F.R. § 457.950(a)(2); 
G. Section 6032 of the Federal Deficit Reduction Act of 2005; 
H. .Nevada Revised Statutes, Chapter 422; 
I. Nevada DHCFP Medicaid Services Manual; and 
J. Nevada DHCFP Medicaid Billing Guides. 


We are familiar and compliant with all federal and State regulations related to program 
integrity, and we have reviewed and acknowledge Nevada’s Medicaid policies. We will inform 
subcontractors and providers of their responsibilities and require their compliance with 
program integrity and FWA regulations. We acknowledge that Medicaid payments are funds 
that may be recovered if obtained by fraud. We further acknowledge that the State attorney 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 


3.16-2 


general’s office may prosecute any act of healthcare fraud involving such government funds 
under the State False Claims Act and any other applicable laws. 


In all of our health plans, we maintain compliance with federal regulations, including those 
cited by the State in the RFP. We will also comply with Nevada-specific regulations, including, 
but not limited to: the Nevada Revised Statutes, Chapter 422; the Nevada DHCFP Medicaid 
Services Manual; and the Nevada DHCFP Medicaid Billing Guides. 


We will check all current staff, subcontractors, and providers against the federal List of 
Excluded Individuals and Entities (LEIE) and the federal System for Award Management 
(SAM) to identify excluded parties on at least a monthly basis. We will also conduct these 
checks while engaging the services of new employees, subcontractors, and providers and 
during renewals of agreements and re-credentialing. We require our subcontractors that 
process Medicaid claims to complete an annual FWA training program. We will not engage 
the services of an entity that is in nonpayment status or is excluded from participation in 
federal health care programs under the Social Security Act. 


3.16.2 Provider Credentialing 


3.16.2.1 Policies and Procedures 
The vendor is required to provide: 
A. The vendor must have written credentialing and re-credentialing policies and procedures for determining and assuring that all 


providers under contract to the vendor, including PCP and Primary Care Specialists ,specialists and other health care 
professionals are licensed by the State of Nevada and qualified to perform the services. The vendor may not employ or 
contract with providers excluded from participation in the federal health care programs under Section 1128 of the Social 
Security Act. 


B. The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit ninety (90) 
calendar days prior to the start of the contract and ensure that all network providers meet the criteria. Changes to the 
credentialing process will need to be provided in writing to the DHCFP’s Provider Enrollment unit thirty (30) calendar days prior 
to the change. If the change is unanticipated, the vendor will notify the DHCFP’s Provider Enrollment unit within five (5) 
calendar days of the change. 


C. Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the vendor and furnished 
to the DHCFP and/or MFCU upon request, at no cost. 


We will maintain well-defined credentialing and re-credentialing policies and procedures to 
ensure that all providers under contract are licensed by the State and qualified to perform 
services. This includes PCP and Primary Care Specialists, specialists, and other healthcare 
professionals. 


We will complete initial credentialing before the effective date of the initial contract. This 
process includes verification of application and a site visit (as applicable). The re-
credentialing process occurs not less than every three years following initial credentialing to 
ensure program conformance with state standards and regulations. We will review data 
regarding quality of care and medical records, as well as government reports including the 
Medicaid Sanction Report and the OIG and General Services Administration (GSA) exclusion 
lists. We do not employ or contract with providers excluded from participation in federal 
healthcare programs under Section 1128 of the Social Security Act. 
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We will use multiple methods to educate and train providers on issues related to FWA. We will 
revise training annually to ensure the topics covered are relevant and current. For providers, 
we will make available an array of information about FWA that is published in multiple 
mediums. FWA will be a covered topic during the provider orientation training sessions 
conducted by our Provider Services department. Our provider manual and provider website 
will also provide educational information on FWA and how to report suspicious behavior. 


We will provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit no less than 90 days before the start of the contract. Our procedures ensure 
that all network providers meet these published criteria. If there are changes to the 
credentialing process, we will provide updated materials in writing to the Provider Enrollment 
unit 30 days before the change. If the change is unanticipated, we will notify the Provider 
Enrollment unit within five days of the change. 


Upon request, we will provide credentials for providers, subcontractors, or a subcontractor’s 
providers. These can be requested by either DHCFP or MFCU and will be delivered at no cost 
to the State. 


We offer a robust and well-established annual review process for all policies and procedures to 
ensure that the policies are up to date, complete, and properly adopted. This review process 
ensures optimal integration of the requirements in all of our internal processes. 


3.16.3 Provider Enrollment 


3.16.3.1 Comply with Federal Requirements 
The vendor must comply with federal requirements including the Patient Protection and Affordable Care Act (PPACA) of 2010 for 
Medicaid enrollments. 


We have written policies and procedures in place in all of our health plans nationwide that 
govern our process for reviewing and authorizing all provider network contracts. These 
policies and procedures comply with all federal requirements for Medicaid enrollments, 
including the Patient Protection and Affordable Care Act (PPACA) of 2010. 


We use a standard provider contract template reviewed and approved by the appropriate State 
agency. Should providers sign the standard template, no negotiation or changes are required. 
We also maintain a Preferred, Acceptable, Discouraged, Unacceptable (PADU) library to 
address financial and language changes to the standard template. 


3.16.3.2 Enroll New Providers 
The vendor may enroll new providers. A provider who is a non-Medicaid provider that has been enrolled by the vendor must be 
referred to Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a provider prior to the provider enrolling 
as a Medicaid provider, the provider is not permitted to provide services to the Medicaid MCO recipients until the provider is enrolled 
with Nevada Medicaid’s fiscal agent. The provider is not required to see FFS clients. 


We acknowledge that we may enroll new providers, but in doing so, we are required to refer 
the provider to Nevada Medicaid’s fiscal agent for enrollment. We further acknowledge that a 
provider is not permitted to provide services to Medicaid MCO recipients until Nevada 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 


3.16-4 


Medicaid’s fiscal agent completes the enrollment process. The provider is not required to see 
FFS clients as a condition of enrollment. 


3.16.3.3 Maintain a License in Good Standing 
All providers, both within the state of Nevada and outside the state of Nevada, are required to maintain a license in good standing in 
the state where services are provided. 


As is standard practice across all of our health plans, we will require all providers, both within 
and outside the State, to maintain a license in good standing in the state where services are 
provided. This requirement is a standard part of our Provider Services Agreement, reading as 
such: 


“Provider warrants and represents that it is appropriately licensed to render healthcare 
services within the scope of Provider’s practice, including having and maintaining a 
current narcotics number, where appropriate, issued by all proper authorities. Provider 
will provide evidence of licensure to Health Plan upon request. Provider will maintain 
its licensure in good standing, free of disciplinary action, and in unrestricted status 
throughout the term of this Agreement. Provider will immediately notify Health Plan of 
any change in Provider’s licensure status, including any disciplinary action taken or 
proposed by any licensing agency responsible for oversight of Provider.” 


3.16.3.4 Single Case Agreements 
The vendor may need to enter into single case agreements with non-Medicaid providers as needed. These single case agreements 
must be reported to the DHCFP. 


If covered services are not available within our network, we will use single case agreements 
and network development that targets highly utilized out-of-network providers. The single case 
agreement process is used when a member and/or a provider contacts us for services; there is 
no available provider in the network; and an out-of-network qualified provider is willing to 
provide needed services. We will report these single case agreements to DHCFP. 


We will contact the provider and offer to sign a single case agreement for that member to 
continue to receive services from the specified provider. This ensures continuity of care and 
provides the opportunity for our Utilization Management team to identify in-network providers 
for transfer. In addition, our Provider Contracting team will work with identified out-of-
network providers to pursue contracting opportunities in order to bring them into the network, 
ensuring members can continue to see the established provider. 


3.16.3.5 Provider Terminations 
Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider List, the vendor 
at a minimum must provide the DHCFP the basis, reasons or causes for such action and any and all documentation, data, or 
records obtained, reviewed, or relied on by the vendor including, but not limited to: provider/patient files; audit reports and findings; 
and medical necessity reviews. 


We will notify DHCFP of all provider disenrollments, de-credentialing, termination, or 
removal from the active provider list. We will provide a full description of the action and all 
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documentation, data, or records we consulted to arrive at the decision. This includes but is not 
limited to provider/patient files, audit reports and findings, and medical necessity reviews. 


Following such a termination, we will initiate a meeting of a multi-disciplinary team that 
includes leaders from our healthcare services, recipient services, and provider services 
departments. The team approaches recovery with the goal of promoting the best quality of care 
for the member and supporting seamless continuity of care to minimize disruption to members 
and providers. 


3.16.3.6 List of All Providers 
On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit to the DHCFP a list of all 
providers who have been enrolled and a list of all providers who have disenrolled, deactivated, terminated, de-credentialed or been 
removed from the active provider enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP within five (5) business days of the decision to terminate. 


As part of our standard reporting procedures, we will provide a list of all new provider activity 
to DHCFP. This includes all new enrollments and all disenrollments, de-activations, 
terminations, de-credentialing, or removal from the active provider list. The State will receive 
this report no later than the 10th calendar day of the month. 


In all cases where a provider has been terminated or otherwise is no longer part of the 
network, we will supply notification of the cause and all required documentation within five 
business days of the decision to terminate. 


3.16.4 Provider Contracts 


3.16.4.1 Written Provider Agreements 
The Vendor must execute and maintain, for the term of the contract, written provider agreements with a sufficient number of 
appropriately credentialed, licensed or otherwise qualified providers to provide enrolled recipients with all medically necessary 
covered services. 


Our provider network development and contracting strategy is wholly focused on coordinating 
the healthcare needs of Nevada’s wide range of eligible populations, including meeting the 
comprehensive physical, social, behavioral health (BH), and preventive health needs of our 
recipients. To achieve that goal, we will secure written provider agreements with a sufficient 
number of appropriately credentialed, licensed, or otherwise qualified providers so recipients 
receive all medically necessary services. This pool of providers will meet federal guidelines for 
geographic distribution and cultural diversity, and all will have signed provider contracts built 
on applicable regulatory requirements and our business standards. 


3.16.4.2 Base Provider Contract 
The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to execution. In addition, prior to 
distributing or executing any substantive changes or amendments to the base contract, the Vendor shall submit drafts of standard 
language for any such contract to the DHCFP for review. Provider contracts must meet all state and federal requirements. The 
Vendor shall submit any of its provider contracts to the DHCFP within 5 business days upon request. 


We will develop a base provider contract from the document we use in all of our health plans, 
which meets all federal requirements, but tailored to Nevada’s unique needs and 
requirements. DHCFP will receive a copy of this contract for review before implementation. 
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If the need arises to make substantive changes or amendments to the base contract, we will 
submit drafts of standard language to DHCFP for review. 


If the State wishes to see any of our provider contracts, we will submit a copy to DHCFP 
within five business days of the request. 


3.16.4.3 Provider Recruitment 
The timing and other events associated with provider recruitment must occur in a manner that will ensure meeting the objectives 
noted within this RFP. The effort must include outreach to providers who are not currently participating in the DHCFP's medical 
assistance programs or have a signed agreement but do not actively accept eligible recipients. 


With a multi-faceted provider network development strategy and recruiting effort, we will meet 
all objectives for adequacy and timing. As directed in RFP Section 3.15.6, we will begin to 
implement these procedures no later than 60 days before the service start date. This strategy 
includes outreach to providers that do not currently participate in DHCFP’s medical 
assistance programs, as well as those who have signed agreements but do not accept 
recipients. Measures we use to contact new providers include: 


• Outreach beginning during the RFP stage to physicians, hospitals and clinics, affiliated 
groups, potential subcontractors, health systems, and associations 


• Explanation of our expertise in collaborating with providers to manage Medicaid 
programs 


• Face-to-face meetings; direct mail; and phone and fax outreach to a wide range of PCPs, 
specialists, large provider groups, behavioral health providers and related entities, targeted 
hospitals, urgent care facilities, family planning and maternal / child health centers, 
FQHCs/RHCs, and other safety net and community-based providers 


• Generating GeoAccess software reports and/or similar electronic mapping solutions to 
continually monitor and refine provider network development outreach, focal points and 
targeting strategies to ensure composition requirements are maintained 


• Working with DHCFP and other key stakeholders to help identify and bolster areas where 
recipients may have historically had issues accessing healthcare services 


3.16.4.4 Monitoring Providers 
The vendor must also have written policies and procedures for monitoring its providers, and for disciplining providers who are found 
to be out of compliance with the vendor’s medical management standards. The vendor must submit these policies and procedures 
to the DHCFP within 5 business days upon change of policies and procedures or upon request. 


We employ written policies and procedures for monitoring providers in all of our health plans. 
Part of these written policies is a procedure for disciplining providers that are found to be out 
of compliance. These policies and procedures will be submitted to DHCFP for review within 
five business days after any changes, or upon request. 


Our provider services department consistently monitors contracted PCPs and other providers 
for compliance with network performance standards, most notably wait time and appointment 
standards. Providers not in compliance with performance standards receive letters notifying 
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them of findings and the need for corrective action. Our provider services staff follows up by 
confirming that the deficiency has been corrected. If the provider has not made the correction, 
the matter is escalated to the network operations committee. 


Our member-provider satisfaction committee continuously monitors and addresses all issues 
within the provider network and focuses on effective long-term strategies to improve the 
network. The committee reviews quarterly member grievance and appeal summaries, updated 
GeoAccess and time/distance reports, nurse advice line (NAL) reports, provider satisfaction 
surveys, and summaries of activity with non-contracted providers. We use this information to 
identify potential gaps in our networks, monitor member access to key specialties, and identify 
all necessary action items. 


3.16.4.5 Financial Incentives to Providers and Subcontractors 
Provider contracts must not be structured to provide financial or other incentives to providers and subcontractors for denying, 
reducing or limiting medically necessary services. 


Our provider contracts are not structured to provide financial or other incentives for denying, 
reducing, or limiting medically necessary services. In all of our health plans, our 
comprehensive incentive strategy is based on Value Based Reimbursement (VBR) and Pay for 
Performance (P4P) principles developed in collaboration with state agencies and providers. 
The goal of these incentives is to increase efficiency and improve member care. 


3.16.4.6 Gag Clauses 
The use of “gag” clauses in Provider contracts is prohibited. 


We do not use “gag” clauses in any of our provider contracts. We encourage open 
communication between providers and members to achieve the best possible health outcomes. 


3.16.4.7 Provider Contracts Availability 
All provider contracts must be made available to the DHCFP and / or MFCU within five (5) business days upon request. 


We will make all provider contracts available to DHCFP and/or MFCU within five business 
days upon request. 


3.16.5 Provider Directory 
The vendor must publish its provider directory and any subcontractors’ provider directory via an Internet website upon contract 
implementation and will update the website on a frequency no less than monthly for all geographic service areas. The vendor must 
provide the DHCFP with the most current provider directory upon contract award for each geographic service area. Upon request by 
the DHCFP, the vendor must confirm the network adequacy and accessibility of its provider network and any subcontractor’s 
provider network. 


Across all of our health plans nationwide, we maintain secure Web interfaces for providers 
and members, and will do so for providers and recipients in Nevada. These interfaces include 
a provider directory and any subcontractor’s provider directory. Our provider Web interface 
also allows providers to check member eligibility, file claims, review the status of claims or 
service requests, and obtain program information. This includes information about the drug 
formulary, prior authorization requirements, performance measurement results, medical 
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determination and practice guidelines, and standard reimbursement information. We will 
update the provider directory at least on a monthly basis for all geographic service areas. 


Upon contract award, we will provide DHCFP with the most current provider directory for 
each geographic service area. Upon request by DHCFP, we will confirm the adequacy and 
accessibility of our provider network and any subcontractor’s provider network. 


3.16.6 Provider Communications 


3.16.6.1 General Communications 
Per Amendment 2, RFP Changes 2, RFP section deletions: RFP Section 3.16.6.1 to be deleted in its entirety. 


All general communications to providers including mass letter mailings, fax-blasts, brochures, batch e-mails and communications 
specifically mentioned in this contract must be submitted to the DHCFP for approval prior to release. If the DHCFP does not respond 
within ten (10) business days the vendor may consider the communication approved. This provision does not pertain to 
communications on specific topics to individual providers and recipients. 


We acknowledge that the State deleted this section in RFP Amendment 2. 


3.16.6.2 Provider Policy and Procedure Manual 
A. The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider which must be approved 


by the DHCFP. The vendor shall document the approval of the provider manual by the vendor’s Medical Director, and shall 
maintain documentation verifying that the provider manual is reviewed and updated at least annually. The vendor will provide 
policy and procedure updates to the DHCFP within five (5) business days of the contract implementation, any significant 
changes in the manual or upon request. 


B. The vendor may publish the manual material related to more than one category of provider in a single volume upon approval of 
the DHCFP. The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the network, and must 
update all copies of the manual in each provider’s possession within five (5) business days when changes are made by the 
vendor. Provider update notices sent via facsimile, mail, and e-mail may be utilized to update the provider manual when 
changes are made by the vendor. The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) 
copy of the manual updates to each provider practice where several providers within the practice are participants in the 
network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the DHCFP. That 
electronic copy must be updated with the same frequency as the hardcopy manual copies furnished to providers. The manual 
shall include, at a minimum: 


i. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 
ii. The procedures governing verification of recipient eligibility and the process for receiving and disseminating recipient 


enrollment data to participating providers; 
a) At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility through the current 


electronic verification system. 
iii. Prior authorization procedures and requirements including the appeals process for denied, reduced or terminated 


services; 
iv. The procedures for claims administration including the appeals process for denied claims; 
v. Provider credentialing criteria; 
vi. Provider network management; 
vii. The benefits and limitations available to enrolled recipients under the program, including any restrictions on 


recipients’ freedom of choice imposed by the program and any/all payment obligations; 
viii. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; and all 


pertinent information necessary to submit a clean claim in a timely manner; 
ix. Procedure to dispute adverse payment and contract decisions; and 
x. Policies and procedures to be implemented by the vendor to manage quality improvement and recipient service 


utilization. 


We acknowledge the requirements in this section and agree to full compliance. See our 
response in Proposal Section 3.7.8.1, Provider Policy and Procedure Manual, for more 
information. 
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3.16.6.3 Provider Workshops 
The vendor must conduct, at least annually, provider workshops in the geographic service area to accommodate each provider site. 
In addition to presenting education and training materials of interest to all providers, the workshops must provide sessions for each 
discrete class of providers whenever the volume of recent changes in policy or procedures in a provider area warrants such a 
session. All sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering services in 
order to ensure that the recipient is Medicaid eligible and that claims are submitted to the responsible entity. Individual provider site 
visits will suffice for the annual training requirement. 


We acknowledge the requirements in this section and agree to full compliance. See our 
response in Proposal Section 3.7.8.2, Provider Workshops, for more information. 


3.16.6.4 Provider Newsletter 
The vendor must publish a semi-annual newsletter for network providers. Topics may include practice guidelines, policy updates, 
quality management strategies, and other topics of provider interest 


We acknowledge the requirements in this section and agree to full compliance. See our 
response in Proposal Section 3.7.8.3, Provider Newsletter, for more information. 


3.16.6.5 Network Maintenance 
A. Maintenance of the network includes, but is not limited to: 
1. Initial and ongoing credentialing; 
2. Adding, deleting, and periodic contract renewal; 
3. Provider education; and 
4. Discipline/termination, etc. 


We acknowledge the requirements in this section and agree to full compliance. See our 
response in Proposal Section 3.7.9.1, Network Maintenance, for more information. 


3.16.6.6 Written Policies and Procedures 
The vendor must have written policies and procedures for monitoring its network providers, and for disciplining those who are found 
to be out of compliance with the vendor’s medical management standards. 


In all of our health plans, we have written policies and procedures for monitoring providers. 
These policies and procedures include steps for disciplining providers who are found to be out 
of compliance. These policies and procedures will be submitted to DHCFP for review within 
five business days after any changes, or upon request. 


We have a robust and well-established annual review process for all policies and procedures to 
ensure that the policies are up to date, complete, and properly adopted. This review process 
ensures optimal integration of the requirements in all of our internal processes. 
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3.16.6.7 Appropriate Action 
The vendor must take appropriate action related to dual FFS and managed care network providers, and provide all documentation 
related to any disciplinary action, sanction, de-credentialing, removal from the provider panel to DHCFP in a time and manner as 
determined by the DHCFP as follows: 
A. Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken against a network 


provider, or any suspected provider fraud or abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit; 
B. The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's excluded Provider list at least 


monthly to confirm its network providers have not been sanctioned by the OIG or by the DHCFP; and 
C. If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or certification/licensing entity has 


taken an action or imposed a sanction against a network provider, the vendor shall review the provider’s performance related 
to this RFP and take any action or impose any sanction, including disenrollment from the vendor’s provider network. 


For all of our health plans, we are vigilant in monitoring dual FFS and network providers and 
enacting disciplinary measures where appropriate. If such measures are necessary in Nevada, 
we will provide all documentation to DHCFP in the time and manner prescribed by the 
agency. Our credentialing department is responsible for monitoring providers through various 
government reports, including: 


• Medicaid Sanction report 


• OIG and GSA exclusions lists 


• Medicaid suspended and ineligible provider list 


• Review of license reports from appropriate specialty board 


We monitor all of these sources on at least a monthly basis. When we become aware of any 
disciplinary action against a network provider, or of any suspected fraud or abuse, we will 
inform DHCFP’s Provider Enrollment Unit immediately. We will then review the provider’s 
performance related to this RFP and impose any necessary sanctions, up to and including 
disenrollment from our network. 


3.16.7 Affiliations with Debarred or Suspended Persons 


3.16.7.1 Monitoring for Prohibited Affiliations 
A. The vendor may not employ or contract with providers excluded from participation in federal healthcare programs. 
B. The vendor may not be controlled by a sanctioned individual. 
C. The vendor may not have a contractual relationship that provides for the administration and management or provision of 


medical services, or the establishment of policies, or the provision of operational support for the administration, management or 
provision of medical services, either directly and indirectly, with an individual convicted of certain crimes as described in section 
1128(b)(8)(B) of the Act. 


D. The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, utilization review, medical social 
work, or administrative services, with one of the following: 
1. Any individual or entity excluded from participation in federal healthcare programs; 
2. Any entity that would provide those services through an individual or entity. 


E. The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the vendor will not knowingly 
have a director, officer or partner who is or is affiliated with a person/entity that is debarred, suspended or excluded from 
participation in federal healthcare programs. 


F. The vendor is prohibited from knowingly having a person with ownership of more than 5% of the vendor’s equity who is (or is 
affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs. 


G. The vendor is prohibited from knowingly having an employment, consulting, or other agreement with an individual or entity for 
the provision of vendor contract items or services who is (or is affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 


H. If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is disbarred, suspended, or 
excluded from participation, the DHCFP will notify the Secretary of noncompliance. The State may continue the existing 
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agreement with the vendor unless the Secretary directs otherwise. The DHCFP may not renew or extend the existing 
agreement with the vendor unless the Secretary provides to the DHCFP and to Congress a written statement describing 
compelling reasons that exist for renewing or extending the agreement. 


We acknowledge the following requirements and ensure that we will not knowingly be out of 
compliance with any of the conditions: 


• We will not employ or contract with providers that have been excluded from participation 
in federal healthcare programs 


• We will not be controlled by a sanctioned individual 


• We will not have a contractual relationship that provides for the administration and 
management or provision of medical services or the establishment of policies, or the 
provision of operational support for the administration, management or provision of 
medical services, either directly or indirectly, with persons convicted of certain crimes 
pursuant to Section 1128(b)(8)(B) of the Social Security Act 


• We will not employ or contract, directly or indirectly, for the furnishing of healthcare, 
utilization review, medical social work, or administrative services, with either 


– An individual or entity excluded from participation in federal healthcare programs 


– An entity that would provide those services through an individual or entity 


• We will have policies and procedures to ensure that pursuant to 42 CFR 438.610, we will 
not knowingly have a director, officer, or partner who is, or is affiliated with, a person or 
entity that is debarred, suspended, or excluded from participation in federal healthcare 
programs 


• We will not knowingly have a person with ownership of more than 5 percent of our equity 
who is, or is affiliated with, a person/entity that is debarred, suspended, or excluded from 
participation in federal healthcare programs 


• We will not knowingly enter into an employment, consulting, or other agreement with an 
individual or entity to provide contract items or services that is, or is affiliated with a 
person/entity that is, debarred, suspended, or excluded from participation in federal 
healthcare programs 


• If DHCFP learns that we have a prohibited relationship with a person or entity that is 
disbarred, suspended, or excluded from participation, DHCFP will notify the Secretary of 
such non-compliance. The State may continue our existing agreement unless the Secretary 
directs otherwise. DHCFP may not renew or extend the existing agreement unless the 
Secretary gives DHCFP and Congress a written statement describing compelling reasons 
for renewing or extending the agreement 


As is standard practice for all of our health plans, we will check the federal and State 
published reports/databases within 30 days of release and query all providers in our claims 
payment system to identify a person or entity that is debarred, suspended, or excluded from 
participation in federal healthcare programs. 
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3.16.8 Compliance Plan 


3.16.8.1 Administrative and Management Arrangements or Procedures 
Vendors must have a program that includes administrative and management arrangements or procedures, including a mandatory 
compliance plan to guard against fraud and abuse. 


We maintain a comprehensive FWA program that operates in accordance with federal and 
State statutes, regulations, and contract requirements. The program emphasizes prevention 
and detection activities, which are aimed at reducing incidents of FWA. Our Compliance Plan 
details all of our procedures and safeguards. Our director of compliance oversees these efforts 
and our adherence to the Compliance Plan. 


An integral part of our prevention and detection of potential FWA is our Special Investigation 
Unit (SIU), which supports the director of compliance in preventing, detecting, investigating, 
and reporting all suspected or confirmed FWA instances to DHCFP. As part of its processes 
for deterring and preventing FWA, the SIU uses a fraud analytics tool. This dedicated 
resource for program integrity allows the SIU to identify outliers and schemes, including 
high-risk issues. The tool is a proprietary forensic editing system that combines multi-axis and 
rules-based analytics to conduct a detailed and global-level analysis of medical claims. The 
system is useful in identifying areas of risk with claims data, such as inaccurate payments, 
overpayment, and non-compliance with State and federal regulations. This system also has 
geospatial link analysis capabilities, allowing the SIU to identify potential collusive 
relationships. 


Our organization is also a member of the National Health Care Anti-Fraud Association, and 
of the Healthcare Fraud Prevention Partnership maintained by the Centers for Medicare and 
Medicaid Services (CMS). The SIU works closely with these organizations and reviews 
national trends to determine if we have encountered the FWA activities identified by other 
organizations. The SIU proactively opens investigations based on these leads. 


Our SIU conducts investigations related to detecting, preventing, and reducing FWA. 
Investigations may be based on referrals received through our toll-free help line; data mining 
of unusual claims/provider billing behaviors; enforcement actions/sanctions; and federal and 
State FWA reports, including work plans. The SIU conducts a preliminary investigation, 
which includes fact gathering (e.g., license verification, public records, claims history) to 
determine if the allegation has merit. The SIU also reviews its system to see if the suspect(s) 
have been previously investigated by the SIU to determine if there is a pattern of behavior 
indicative of intent to engage in unlawful activities. If further investigation is necessary, the 
matter will then go through the extensive investigation process. 


If extensive investigation determines that potential fraud may have occurred, the matter will be 
reported to DHCFP, and the SIU will take any necessary actions to recover funds that were 
inappropriately paid as a result of the potential fraud. If the matter involves waste or abuse 
(e.g., billing error), the SIU will send the provider an audit results letter detailing the findings 
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of the audit (to include educational materials as needed) and any corrective action required by 
the provider, along with the identified overpayment amount due from the provider. 


If at any point during the investigation we identify fraud or abuse, our compliance department 
reports the findings to the appropriate government agencies. 


3.16.8.2 Policies, Procedures, and Standards of Conduct 
Vendors will have written policies, procedures, and standards of conduct that articulate the organization’s commitment to comply 
with all applicable Federal and State program integrity standards. 


We maintain a written Code of Business Conduct and Ethics that addresses our commitment 
to comply with all applicable federal and State program integrity standards. In accordance 
with our Anti-Fraud and Deficit Reduction Act policy, all new employees are required to 
complete training on FWA through new employee orientation within 60 days of employment. 
This training introduces our written code and emphasizes the duty of all employees to report 
suspicious activity. Topics covered by the Code of Business Conduct and Ethics include: 


• Definitions of FWA 


• Examples that employees might encounter 


• How to report suspected cases 


• Mechanisms in place for confidential and anonymous reporting 


We further require all employees, including board members and our director of compliance, to 
complete annual training on the topic. This includes an online test that requires all employees 
to score 100% or re-take the exam. 


Additionally, training includes information on the False Claims Act, examples of healthcare 
fraud and abuse, tips for preventing fraud and abuse, and specific instructions for reporting 
suspected fraud and abuse to our compliance department. 


3.16.8.3 General Requirements 
A. The vendor must have a comprehensive compliance plan which encompasses the elements necessary to monitor and enforce 


compliance with all applicable laws, policies, and contract requirements. 
B. The compliance plan must be reviewed and approved annually by the DHCFP. 
C. The compliance plan must include the following elements, and any others as directed by the DHCFP: 


1. Written policies and procedures for the functions in this section; 
2. Standards for effective communication between the Compliance Officer, Program Integrity staff, management, vendor 


staff, and the DHCFP; 
3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, management and staff, and 


subcontractors on the prevention and detection of fraud, waste, abuse, and improper payments; 
4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit; 
5. Specific objectives and goals for Program Integrity operations in the coming year; and 
6. The process that the vendor will use to enforce program integrity standards through well publicized disciplinary guidelines. 
7. The process that the vendor will use to complete internal program integrity monitoring and auditing. 
8. How the vendor will promptly respond to detected program integrity offenses and develop corrective action initiatives. 
9. A report on the success of the objectives and goals from the previous year. 


We will submit our Compliance Plan prior to implementation for review and approval by 
DHCFP. We will re-submit the plan on an annual basis for the life of the contract, with each 
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version requiring DHCFP review and approval as well. This will ensure that the plan includes 
all necessary elements to monitor and enforce compliance with all applicable laws, policies, 
and contract requirements. The elements of the plan will include, but are not limited to: 


• Written policies and procedures for the functions listed in the RFP 


• Standards for effective communication between our director of compliance, our program 
integrity staff, management, our staff, and DHCFP 


• Mandatory ongoing training and education of the director of compliance, program 
integrity staff, management, staff, and subcontractors 


• Delineation of staff and division of responsibilities within our program integrity unit 


• Specific objectives and goals for program integrity operations in the coming year 


• Process used to enforce program integrity standards through well-publicized disciplinary 
guidelines 


• Procedures for responding promptly and corrective action initiatives to any detected 
program integrity offenses 


• Report on success of objectives and goals from the previous year 


3.16.9 Deficit Reduction Act 


3.16.9.1 Comply with Section 6032 of the Deficit Reduction Act of 2005 
In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a condition of receiving Medicaid 
payment, do the following: 
A. Establish and make readily available written policies for all employees of the vendor, including management, and of any 


subcontractor or provider, that provide detailed information about the False Claims Act established under sections 3729 
through 3733 of Title 31, United States Code, administrative remedies for false claims and statements established under 
chapter 38 of title 31, United States Code, any State laws pertaining to civil or criminal penalties for false claims and 
statements, and whistleblower protections under such laws, with respect to the role of such laws in preventing and detecting 
fraud, waste, and abuse in Federal health care programs (as defined in section 1128B(f) of the Social Security Act of 1932); 


B. Include as part of such written policies, detailed provisions regarding the vendor's policies and procedures for detecting and 
preventing fraud, waste, and abuse; and 


C. Include in any employee handbook for the vendor, a specific discussion of the laws described above, the rights of employees 
to be protected as whistleblowers, and the vendor's policies and procedures for detecting and preventing fraud, waste, and 
abuse. 


We acknowledge that the State requires compliance with Section 6032 of the Deficit Reduction 
Act. As with all of our health plans, maintaining compliance with all federal and state 
regulations is a priority, and we will comply with all of the conditions, including those 
highlighted by Nevada in the RFP: 
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• We establish and make readily available for all employees, including management, and for 
any subcontractor or provider, written policies that provide detailed information about the 
False Claims Act established under Sections 3729 through 3733 of Title 31,United States 
Code; administrative remedies for false claims and statements established under chapter 
38 of Title 31, United States Code; any State laws pertaining to civil or criminal penalties 
for false claims and statements; and whistleblower protections under such laws, with 
respect to the role of such laws in preventing and detecting fraud, waste, and abuse in 
federal healthcare programs (as defined in section 1128B(f) of the Social Security Act of 
1932) 


• We include, as part of these written policies, detailed provisions regarding our policies and 
procedures for detecting and preventing fraud, waste, and abuse 


• We include in our employee handbook a discussion of the laws described above, the rights 
of employees to be protected as whistleblowers, and our policies and procedures for 
detecting and preventing fraud, waste, and abuse 


3.16.10 Under-utilization of Services 


3.16.10.1 Potential Under-Utilization of Services 
Vendors must monitor for the potential under-utilization of services by their recipients in order to assure that all Medicaid-covered 
services are being provided, as required. If any under-utilized services are identified, the vendor must immediately investigate and, if 
indicated, correct the problem(s) which resulted in such under-utilization of services. The vendor’s monitoring efforts must, at a 
minimum, include the following activities: 
A. An annual review of their prior authorization procedures to determine that they do not unreasonably limit a recipient’s access to 


Medicaid-covered services; 
B. An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior authorization request to 


determine that the process does not unreasonably limit a recipient’s access to Medicaid-covered services; and 
C. Ongoing monitoring of vendor service denials and utilization in order to identify services which may be underutilized. 


We review claims data with a fraud analytics system employing multiple algorithms aimed at 
identifying billing outliers and patterns of behavior. This allows us to monitor service patterns 
by conducting data analysis to identify aberrant services patterns; potential areas of 
overutilization or underutilization; changes in provider billing behavior; and possible 
improper billing schemes. Data matching, trending and statistical analysis through the fraud 
analytics system allows for peer-to-peer provider comparisons for cost, service type, and 
diagnosis type. The fraud analytics system has proved effective in identifying questionable 
billing practices involving upcoding, modifier utilization, service inconsistency, unbundling, 
and numerous other scenarios. 


In potential cases of underutilization, we will further investigate to assure that all Medicaid-
covered services are being provided as required. If we identify any underutilized services, we 
correct the problem with provider education and other discipline as warranted. These 
monitoring activities include, at a minimum: 


• Annual review of prior authorization procedures to determine that we do not unreasonably 
limit a recipient’s access to Medicaid-covered services 
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• Annual review of procedures for providers to follow in appealing our denial of a prior 
authorization request, to determine that the process does not unreasonably limit a 
recipient’s access to Medicaid-covered services 


• Ongoing monitoring of vendor service denials and utilization to identify services that may 
be underutilized 


3.16.11 Embezzlement and Theft 
Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by employees, providers, and 
subcontractors. Any evidence of criminal activity must be reported to the appropriate authority and the DHCFP SUR unit within five 
(5) business days. 


We are vigilant in monitoring all of our operations to prevent and detect embezzlement or theft 
by employees, providers, and subcontractors. The SIU and Director of Compliance enforce the 
procedures and conduct initial investigations of any suspected incidences. Our proprietary 
fraud analytics program screens data for any unusual patterns that could suggest 
embezzlement or theft. We communicate these procedures thoroughly through our Code of 
Business Conduct and Ethics, our Compliance Plan, Provider Manual, and Member 
Handbook, and in all subcontractor agreements. 


If we discover any evidence of criminal activity, we will report it to the proper authority and 
DHCFP’s Surveillance and Utilization Review unit within five business days. 


3.16.12 Verification of Services 
3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients. 
3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for such verification. 
3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 3.14.13.5 3.16.12.5. 


Per Amendment 2, RFP Changes 2, RFP section Changes: RFP Section 3.14.13.5 should be 3.16.12.5. 
3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 
3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other recipients of the 


household, would be a violation of confidentiality requirements for women’s healthcare, family planning, sexually 
transmitted diseases, and behavioral health services. 


We have a process in place to verify that recipients receive services billed by providers. Each 
month, across our health plans, we conduct a mailing of Explanation of Benefits (EOBs) to 
4/10 of one percent of the paid claims universe for the previous month. The sample of 
recipients for whom claims were paid the previous month receive communication regarding 
the services they received. Recipients chosen for verification are chosen at random, and 
certain services of a sensitive nature will be excluded from this process. The excluded services 
are those that, if revealed to other recipients of a household, would be a violation of 
confidentiality requirements for women’s healthcare, family planning, sexually transmitted 
diseases, and behavioral health services. 


Recipients who report they did not receive the services are directed to contact our Member 
Services department. Member Services will screen incoming calls and determine if the matter 
is a misunderstanding or requires preliminary review by the SIU. Preliminary and extensive 
investigations will be conducted as needed. 
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We conduct various Quality Improvement (QI) audits and monitoring of preventive services as 
a method to ensure benefits are provided to recipients. If QI audits identify a discrepancy, the 
Compliance Department investigates further. 


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper 
Payments 


3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, recipients and providers to 
report allegations of fraud, waste, abuse, or improper payments. 


3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s front page of their 
Nevada Medicaid website. 


3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and reporting to the vendor's 
Program Integrity Unit complaint information entered by a fraud, waste and abuse complainant. 


3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 
A. Be accessible and simple to use by the public, recipients and providers; 
B. Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid website; and 
C. Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, waste or 


abuse. 


We have established a third-party compliance reporting system to report suspected FWA or 
improper payments, using a toll-free hotline and Internet-based reporting system. Employees, 
recipients, providers, and vendors can report any suspected non-compliance and/or FWA. 
This system is available 24/7. The hotline will be displayed prominently in a stand-alone frame 
on the front page of our Nevada Medicaid Website. 


In addition, we may receive referrals through other channels, including but not limited to: 
recipient referrals via our dedicated member and provider contact center; email; phone; in-
person visit to the Compliance Department; internal referrals from other departments; 
provider referrals; CMS alerts; news reports; OIG/MFCU alerts. 


All reports remain confidential to the extent permissible by law. Individuals can report 
information without fear of retaliation. 


3.16.14 Vendor’s Program Integrity Unit 


3.16.14.1 Unit Composition 
A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities include the identification, 


review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, including fraud, waste, and abuse 
(FWA) activities. 


B. The PIU must include a compliance officer and a compliance committee accountable to senior management. The compliance 
officer shall be available to communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, 
or other communication methods during State business hours. 


C. The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery and reporting of improper 
payments, including FWA activities, as specified in the vendor contract. 


D. The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to provide information and 
updates on cases. 


E. Qualified staff shall have experience in health care claims review, data analysis, professional medical coding or law 
enforcement. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 Medicaid recipients. 
G. The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the DHCFP for periodic 


meetings and trainings with SUR Unit staff. 


For all of our health plans, we establish and maintain a distinct PIU. For the Nevada 
Medicaid and Check Up programs, the responsibilities of this unit will include identifying, 
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reviewing, recovering, and reporting improper Medicaid and Nevada Check Up payments 
including FWA activities. Our director of compliance and our Compliance Committee report 
to senior management on a regular basis. The director of compliance will be available to 
communicate with DHCFP’s Program Integrity and SUR staff by telephone, email, or other 
methods during State business hours. 


The PIU employs adequate resources and qualified staffing to conduct review, recovery, and 
reporting of improper payments, including FWA activities, as specified in the contract. The 
PIU associate vice president is responsible for PIU development, implementation, and 
oversight. The PIU is staffed with nurse investigators, medical coding professionals, analysts, 
and a data analyst. This team will be represented by the director of compliance or the associate 
vice president, or designee, on at least a monthly basis in person or by telephone to provide 
information and updates on cases. 


In assigning these roles, we choose internal employees or hire externally based on 
demonstrated experience in healthcare claims and medical necessity review, data analysis, 
professional medical coding, or law enforcement. The PIU staffing levels are determined as 
needed, but in all cases will be at least one FTE per 50,000 Nevada Medicaid recipients in the 
area we serve. The PIU staff receives continuous training on FWA subject matter. Some of 
this training comes from the National Health Care Anti-Fraud Association, of which we are a 
member. In addition, staff will meet with DHCFP in Nevada periodically for meetings and 
training with SUR unit staff. 


3.16.15 Fraud Identification and Referral 


3.16.15.1 Establish Policies and Procedures 
Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to the SUR Unit of the DHCFP. 


We employ a well-defined process to guide our steps from the earliest stages of fraud 
identification and referralof credible allegations of fraud to the SUR unit of DHCFP. The PIU 
conducts objective investigations, which may begin based on a referral to the unit, or based on 
outliers in our fraud analytics system. We will review these procedures annually to ensure 
optimal integration with all of our internal processes. 


3.16.15.2 Preliminary Investigation 
When the vendor receives an allegation or tip related to potential fraud, the vendor must perform a preliminary investigation to 
determine whether a credible allegation of fraud exists. 


The preliminary investigation of a provider or subcontractor focuses on determining whether 
there are previous reports or investigations against the provider; determining whether the 
provider had ever received educational training on the matter for which the provider is being 
investigated; reviewing public records for information that may be pertinent to the 
investigation; reviewing the provider’s billing and claim submission pattern; and reviewing 
the provider’s payment history. 
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Our preliminary investigation of a recipient will focus on reviewing the acute care and ED 
claims submitted by providers for the recipient under suspicion; and analysis of pharmacy 
data submitted by providers. 


3.16.15.3 Credible Allegation of Fraud 
If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud referral to the SUR Unit of the 
DHCFP as soon as possible and within two (2) business days. 


If the initial investigation reveals that the allegation was based on a misunderstanding, an 
incorrect interpretation of procedures, a clerical error or another rational explanation, we will 
document the findings and close the investigation. However, if we determine that there is a 
credible allegation of fraud, we will submit a fraud referral to the State’s SUR Unit as soon as 
possible, and in all cases within two business days. 


3.16.15.4 Fraud Referral 
The vendor’s fraud referral must provide, at a minimum, the following information and any other information specified by the 
DHCFP: 
A. Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI); 
B. Nevada Medicaid provider type; 
C. Recipient’s name and Medicaid number; 
D. Date and source of the original complaint or tip; 
E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 
2. Dates of fraudulent conduct; and 
3. Approximate value of fraudulently obtained payments. 


F. Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any actions they have taken; 
G. The findings from the vendor’s preliminary investigation and proposed actions; 
H. After submitting the fraud referral, the vendor will take no further action on the specific allegation until the SUR Unit responds; 
I. If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its own investigation to 


comply with the reporting requirements contained in this contract; and 
J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to what further actions, if 


any, they may take which will not impair the investigation by the MFCU or other law enforcement agency. The vendor must 
provide the MFCU access to conduct private interviews of MCO personnel, subcontractors and their personnel, witnesses and 
recipients. MCO personnel, subcontractors and their personnel must cooperate fully in making MCO personnel, subcontractors 
and their personnel available in person for interviews, consultation, grand jury proceedings, pre-trial conference, and hearings, 
at their own expense. 


Our fraud referral to the SUR Unit provides, at a minimum: 


• Provider’s name, Medicaid provider number, or provider’s National Provider Identifier 
(NPI) 


• Nevada Medicaid provider type 


• Recipient’s name and Medicaid number 


• Date and source of the original complaint or tip 


• Description of alleged fraudulent activity, including: 


– Specific laws or Medicaid policies violated 


– Dates of fraudulent conduct 


– Approximate value of fraudulently obtained payments 
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• Other agencies or entities we have notified, and any actions those agencies have taken 


• Findings from our preliminary investigation and proposed actions 


After submitting the fraud referral, we will take no further action pending SUR Unit response. 
If the SUR Unit declines the fraud referral, we will proceed with our investigation to comply 
with the reporting requirements of this contract. If the SUR Unit accepts the fraud referral, 
the unit instructs us what further actions they will take which will not impair the investigation 
by the MFCU or other law enforcement agency. We will provide the MFCU with access to 
conduct private interviews of our personnel, subcontractors and their personnel, witnesses, 
and recipients. Our personnel, as well as subcontractors and their personnel, at their own 
expense will cooperate fully in being available for in-person interviews, consultation, grand 
jury proceedings, pre-trial conferences, and hearings. 


3.16.16 Payment Suspensions 
The vendor must establish policies and procedures to implement payment suspensions as directed by DHCFP, including those 
related to Credible Allegations of Fraud (CAF). 
If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails to do so, the DHCFP may 
impose penalties. 


We will establish policies and procedures to suspend payments as directed by DHCFP, 
including those related to credible allegations of fraud. The basis of these policies and 
procedures is 42 CFR 455.23, which requires a suspension of payment after the MFCU 
determines there is a credible allegation. If DHCFP, by its guidelines, directs us to suspend 
payments to an entity or individual, and we fail to do so, we underatand that we will incur 
DHCFP penalties. 


3.16.17 Compliance Reviews 
The vendor’s PIU must specifically address the identification, review, recovery, prevention, and reporting of improper payments, 
including fraud, waste, and abuse. 


Our PIU addresses the identification, review, recovery, prevention, and reporting of improper 
payments including FWA. 


3.16.18 Identification 


3.16.18.1 Review and Sources 
The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but are not limited to: 
A. Fraud hotline or website; 
B. Referrals from the DHCFP; 
C. Referrals from the vendor's own organization including utilizations of data systems to identify issues such as provider profiling 


or data analysis; or 
D. Verification of Service letters/EOB’s complaints. 


Our PIU will review all tips, complaints, and referrals in a timely manner. This information 
comes from a variety of sources, including but not limited to: our fraud hotline (telephone, 
email, or fax); referrals from DHCFP; referrals from within our organization, including our 
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data systems (such as provider profiling or data analysis) to identify issues; or complaints 
generated from our Explanation of Benefits process. 


3.16.18.2 Tips, Complaints, and Referrals 
All tips, complaints and referrals which allege recipient misconduct must be referred to the Division of Welfare and Social Services 
(DWSS) Investigations and Review (I & R) Unit. The DHCFP must be copied on the referral. 


In cases alleging recipient misconduct, we will refer all tips, complaints, and referrals to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I&R) Unit. We 
submit a copy of the referral to DHCFP. 


3.16.18.3 Tracked and Reported 
All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless of the outcome. 


Our PIU will track and report all referrals to DHCFP monthly, regardless of the outcome. 


3.16.19 Review 


3.16.19.1 Conduct a Review of Identified Issues 
The PIU will conduct a review of any identified issues by collecting and analyzing available relevant information, including, but not 
limited to: 
A. Encounter data; 
B. Provider credentialing and enrollment records; 
C. Provider self-audits; 
D. Provider treatment records; 
E. Prior authorization records; 
F. Recipient verification of service letters/EOB’s; 
G. Nevada Medicaid Services Manual (MSM); and 
H. Nevada Medicaid Billing Guidelines. 


During our review, we will collect and analyze available information, including but not limited 
to: 


• Encounter data 
• Provider credentialing and enrollment records 
• Provider self-audits 
• Provider treatment records 
• Prior authorization records 
• Recipient Explanations of Benefits (EOBs) 
• Nevada Medicaid Services Manual 
• Nevada Medicaid billing guidelines 


3.16.19.2 Improper Payments 
The PIU will determine which, if any, encounters were improper payments. 


Using the stated criteria and other information as needed, we will determine which encounters 
resulted in improper payments. The PIU will conduct data matching, trending, and statistical 
analysis through the fraud analytics system, which allows for peer-to-peer provider 
comparisons for cost, service type and diagnosis type. 
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3.16.20 Recovery and Education 


3.16.20.1 Identified Overpayments 
The PIU will notify the provider of the identified overpayment. The notification will include: 
A. The amount of the overpayment; 
B. A detailed listing of the encounters affected; 
C. Education and citations supporting the findings; 
D. Options for repayment; 
E. Any internal appeal rights afforded by the vendor; and 
F. The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with the vendor are exhausted. 


When our PIU determines that an overpayment has occurred, we notify the provider. Such 
notification includes: 


• Amount of overpayment 
• Detailed listing of encounters affected 
• Education and citations supporting the findings 
• Options for repayment 
• Any internal appeals rights we offer 
• Provider’s right to an Administrative Fair Hearing through DHCFP after internal appeals 


through our company are exhausted 


3.16.20.2 Collect and Retain Overpayments 
The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse investigation or audit. 


Our PIU will collect and retain overpayments resulting from our internal investigation or 
audit related to fraud or abuse. 


We use a prepayment Claims Editing Software (CES) tool to process physician billings and 
outpatient claims, monitor inappropriate billing practices, and achieve cost savings. These 
claims pass through a series of edits within the software tool, which verify the appropriateness 
of each line item of the claim. The first stage of edits verifies that the billing meets Medicaid 
guidelines. The next stage of edits verifies the payment against the CMS guidelines, National 
Correct Coding Initiative (NCCI) edits, American Medical Association edits, and other 
industry association edits as appropriate. 


The software tool identifies inappropriate billing practices upfront and produces a cost savings 
during the initial payment rather than obtaining re-payment through a recovery process. 


We also employ a Claims Recovery Unit that recovers overpayments for a variety of reasons 
related to coordination of benefits, duplicate billings, eligibility issues, and provider billing 
errors. 
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3.16.20.3 Affected Encounters 
All affected encounters will be adjusted or voided within sixty (60) calendar days following the identification of the overpayments, 
regardless of whether the vendor is able to recover the overpayment from the provider. 


Regardless of whether we have recovered an overpayment from the provider, all affected 
encounters will be adjusted or voided within 60 calendar days of the identification of 
overpayment. 


3.16.21 Monetary Recoveries by State or Federal Entities 


3.16.21.1 Monetary Recovery 
If any government entity including the Attorney General’s Office, either from restitutions, recoveries, penalties, fraud prosecutions, or 
fines imposed following a criminal prosecution or guilty plea, or through a civil settlement or judgment, or any other form of civil 
action, receives a monetary recovery from any entity, the entirety of such monetary recovery belongs exclusively to the State of 
Nevada and the vendor has no claim to any portion of this recovery. 


We acknowledge that if any government entity receives a monetary recovery from any entity, 
as the result of criminal or civil proceedings, the funds belong exclusively to the State, and we 
have no claim to any portion of the recovery. 


3.16.21.2 Subcontractors to Agree to Subrogate 
Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to subrogate, to the State of Nevada for all 
criminal, civil and administrative action recoveries undertaken by any government entity, including, but not limited to, all claims the 
vendor or subcontractors has or may have against any entity that directly or indirectly receives funds under this Contract including, 
but not limited to, any health care provider, manufacturer, wholesale or retail supplier, sales representative, laboratory, or other 
provider in the design, manufacture, marketing, pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, 
durable medical equipment, or other health care related products or services. 


We acknowledge that we are fully subrogated, and require our subcontractors to agree to 
subrogate, to the State for all criminal, civil, and administrative action recoveries undertaken 
by any government entity, including, but not limited to, all claims either our company or 
subcontractors may have against any entity that directly or indirectly receives funds under this 
contract. This includes but is not limited to any healthcare provider, manufacturer, wholesale 
or retail supplier, sales representative, laboratory, or other provider in the design, 
manufacture, marketing, pricing, or quality of drugs, pharmaceuticals, medical supplies, 
medical devices, durable medical equipment, or other healthcare-related products or services. 


3.16.21.3 Funds Recovered 
Any funds recovered and retained by a government entity will be reported to the actuary to consider in the rate-setting process. 


We acknowledge that any funds retained by a government entity will be reported to the actuary 
to consider in the rate-setting process. 


3.16.21.4 Specific Payments 
If any specific payments are identified as improper, those encounters must be adjusted or voided, as appropriate. 


We acknowledge that if any specific payments are identified as improper, the encounters will 
be adjusted or voided as appropriate. 
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3.16.21.5 Subrogation 
For the purposes of this Section only, “subrogation” means the right of any State of Nevada government entity or local law 
enforcement to stand in the place of a vendor or client in the collection against a third party. 


We acknowledge that, for the purposes of this section only, “subrogation” means the right of 
any State of Nevada government entity or local law enforcement to stand in the place of a 
vendor or client in the collection against a third party. 


3.16.22 Reporting Requirements 


3.16.22.1 Forms and Reporting Guide 
All information provided to the DHCFP must be submitted according to the format in the forms and reporting guide. 


We acknowledge that all information provided to DHCFP must be submitted according to the 
format detailed in the Forms and Reporting Guide of the RFP. 


3.16.22.2 Report Information 
The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, but is not limited to: 
A. Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, abuse or billing errors; 
B. Every CAF; 
C. Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any provider enrolled with 


Nevada Medicaid; and 
D. Every provider that is de-credentialed or denied credentialing for whatever reason. 


We will report certain information to DHCFP on a per-occurrence basis. This includes but is 
not limited to: 


• Every allegation, complaint, or referral pertaining to overpayments whether caused by 
fraud, waste, abuse, or billing errors 


• Every credible allegation of fraud 
• Each of our employees who is employed by, has ownership interest in, or contracts with 


any provider enrolled with Nevada Medicaid 
• Every provider that is de-credentialed or is denied credentialing for any reason 


3.16.22.3 Report Information on a Monthly Basis 
The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is not limited to: 
A. All active reviews and their status; and 
B. All completed reviews with a detailed reason, and the amount of each overpayment recovered from the vendor’s fraud and 


abuse investigation or audits. Each review must be reported even if the determination was that there was no overpayment. 


We will report certain information to DHCFP on a monthly basis. This includes but is not 
limited to: 


• All active reviews and their status 


• All completed reviews with a detailed reason, and the amount of each overpayment 
recovered from our fraud and abuse investigation or audits; each review will be reported 
even if it was determined that there was no overpayment 
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We employ a well-established process for identifying reporting requirements. This process 
involves automatic email notifications to the responsible parties to begin generation of the 
report well before the due date. This process will be used for this contract and ensure 100 
percent compliance with all reporting requirements. 


3.16.22.4 Provide Encounter Data 
Upon request, vendor must provide encounter data to the MFCU at no cost. 


Upon request, we will provide encounter data to the MFCU at no cost. 


3.16.23 Provider Compliance Reviews by the DHCFP 


3.16.23.1 Reviews of Encounter Data 
The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance with Nevada Medicaid policies. 


We acknowledge that DHCFP may conduct reviews of encounter data and providers to ensure 
compliance with Nevada Medicaid policies. 


3.16.23.2 Improper Payments 
Any improper payments discovered by the DHCFP, which have not been reported by the vendor as being under review, may be 
recovered and retained by the DHCFP. 


We acknowledge that any improper payments discovered by DHCFP, which have not been 
reported by us as being under review, may be recovered and retained by DHCFP. 


3.16.23.3 Withhold Payment 
The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of an overpayment discovered by 
the DHCFP. Any money withheld for this reason must be sent to the DHCFP. 


If DHCFP discovers overpayment and orders that we withhold payment to a provider in the 
network, we will instead send the money to DHCFP. 


3.16.23.4 Improper Payments Identified 
All improper payments identified by the DHCFP, must be adjusted or voided from the encounter data within sixty (60) days after 
notification from DHCFP. 


All improper payments identified by DHCFP will be adjusted or voided from the encounter 
data within 60 days of notification from DHCFP. 


3.16.24 Provider Preventable Conditions (PPC) 
The vendor must identify and report and require all providers and subcontractors to identify and report to the SUR Unit in DHCFP, 
provider preventable conditions that are associated with claims for Medicaid payment of with courses of treatment furnished to 
Medicaid patients for which Medicaid payment would otherwise be available. 


We identify and report, and require all providers and subcontractors to report, all provider 
preventable conditions associated with claims for Medicaid payment to the SUR Unit. These 
reports will include courses of treatment furnished to patients for which Medicaid payment 
would otherwise be available. 
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Our manager of data integrity will review the monthly report and prepare a Quality of Care 
form. The Quality Improvement department reviews the report for all claims received with 
provider preventable conditions. A Registered Nurse performs the initial review for the QI 
department and submits recommendations to the Chief Medical Officer and/or Medical 
Director for a final determination of actions required, including non-payment. 


3.16.25 Vendor Disclosures: Information on Ownership and Control 
Vendors must disclose information to the DHCFP on ownership and control; information related to business transactions; and 
information on persons convicted of a crime. If the vendor does not disclose required information under 42CFR 455.104, any federal 
funds withheld or recouped from or any penalties assessed upon the DHCFP will be withheld and recouped from or assessed upon 
the vendor. 


3.16.25.1 Disclosures are due at any of the following times: 
A. Upon the vendor submitting the proposal in accordance with the State's procurement process. 
B. Upon the vendor executing the contract with the State. 
C. Upon renewal or extension of the vendor’s contract. 
D. Within five (5) calendar days after any change in ownership of the vendor. 


3.16.25.2 Disclosures on Ownership and Control by Vendor. 
A. The following disclosures must be provided by the vendor (42 CFR 455.104(b), 1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the vendor that: 
a. Has direct, indirect, or combined direct/indirect ownership interest of five percent (5%) or more of the 


vendor’s equity. 
b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other obligation secured by the 


vendor if that interest equals at least five percent (5%) of the value of the vendor’s assets. 
c. Is an officer or director of a vendor organized as a corporation. 
d. Is a partner in a vendor organized as a partnership. 


2. The name and address of any person (individual or business entity) with an ownership or control interest in 
the vendor. The address for business entities must include as applicable primary business address, every 
business location, and P.O. Box address. 


3. Date of birth and Social Security Number (in the case of an individual). 
4. Other tax identification number (in the case of a business entity) with an ownership or control interest in the 


vendor or in any subcontractor in which the vendor has a 5 percent (5%) or more interest. 
5. If your firm is not a Qualified Health Maintenance Organization, provide the disclosures described at 42 


U.S.C. 1396b(m)(4)(A).” 


3.16.25.3 Whether the person (individual or business entity) with an ownership or control interest in the vendor is related to 
another person with ownership or control interest in the vendor as a spouse, parent, child, or sibling; or whether the 
person (individual or business entity) with an ownership or control interest in any subcontractor in which the vendor has 
a 5 percent (5%) or more interest is related to another person with ownership or control interest in the vendor as a 
spouse, parent, child, or sibling. 


3.16.25.4 The name of any other Medicaid provider or fiscal agent in which the person or corporation has an ownership or control 
interest. 


3.16.25.5 The name, address, date of birth, and Social Security Number of any managing employee of the vendor. 


3.16.25.6 Vendor requirements for collecting and validating information related to ownership and business transactions from 
providers or subcontractors. 
A. The vendor must enter into an agreement with each provider under which the provider agrees to furnish upon 


request, information related to ownership and business transactions. 
B. The vendor must require the provider or subcontractors to submit full and complete information about: 


1. The ownership of any subcontractor with whom the provider has had business transactions totaling more 
than $25,000 during the 12-month period ending on the date of the request; and 


2. Any significant business transactions between the provider and any wholly owned supplier, or between the 
provider and any subcontractor, during the 5-year period ending on the date of the request. 


3.16.25.7 Vendor’s requirements for collecting and validating information related to providers/subcontractors convicted of crimes. 
(42 CFR 455.106) 
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3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time upon written request by the vendor, the 
provider must disclose to the vendor the identity of any person who: 
B. Has ownership or control interest in the provider, or is an agent or managing employee of the 


provider/subcontractors; and 
C. Has been convicted of a criminal offense related to that person's involvement in any program under Medicare, 


Medicaid, or the Title XX services program since the inception of those programs. 


Per Amendment 6, Revised Language #2, we submit RFP Section 3.16.25 and all of its 
subsections in Part IC, Confidential Technical Proposal. See Part IC, Confidential Technical 
Proposal, Tab I – Section 3 – Scope of Work, Proposal Section 3.16.25, Vendor Disclosures: 
Information on Ownership and Control, for redacted content. This information constitutes 
proprietary, confidential and/or trade secret information pursuant to Nevada Revised Statutes 
sections 333.333, 333.020(5), and 600A.030(5). 


3.16.26 Denial or Termination of Provider Participation 


3.16.26.1 Refuse Agreement 
The vendor may refuse to enter into or renew an agreement with a provider if any person who has an ownership or control interest 
in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offense related to that 
person's involvement in any program established under Medicare, Medicaid or the Title XX Services Program. 


We acknowledge that we may refuse to enter into or renew an agreement with a provider if 
any person with an ownership or control interest in the provider, or who is an agent or 
managing employee of the provider, has been convicted of a criminal offense related to that 
person’s involvement in any program established under Medicare, Medicaid, or the Title XX 
services program. 


3.16.26.2 No Full and Accurate Disclosure 
The vendor may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and 
accurately make any disclosure required. 


We acknowledge that we may refuse to enter into or may terminate a provider agreement if the 
provider did not fully and accurately make a required disclosure. 


3.16.26.3 Notify the DHCFP Provider 
The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes on the provider's application for 
participation in the program. 


We acknowledge that we must promptly notify the DHCFP Provider Enrollment Unit of any 
action we take on the provider’s application for participation in the program. 
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3.17  Reporting 
The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ Forms and Reporting Guide, and 
this RFP unless otherwise agreed to in writing by both parties. Failure to meet all reporting requirements and timeframes as required 
by this RFP and all attachments thereto may be considered to be in default or breach of the contract. 
Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or documents received from the 
vendor may be open to public disclosure and copying. The State will have the duty to disclose, unless a particular record is made 
confidential by law or a common law balancing of interests. This includes compensation arrangements, profit levels, consumer 
satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 
Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the vendor agrees to indemnify and 
defend the State for honoring such a designation. The failure to label any document that is released by the State shall constitute a 
complete waiver of any and all claims for damages caused by any release of the records. If a public records request for a labeled 
document is received by the State, the State will notify the vendor of the request and delay access to the material until seven (7) 
business days after notification to the vendor. Within that time delay, it will be the duty of vendor to act in protection of its labeled 
record. Failure to act shall constitute a complete waiver. 


Our Report Generation subsystem, integrated within our claims administration system, is 
capable of supporting reporting requirements for a wide range of areas, including but not 
limited to grievances and appeals, claims payment, utilization management, care coordination, 
member services, membership, encounters, provider, and premium data. We have an array of 
other tools, applications, and databases that supplement what is available from our system and 
enhance our ability to extract data and produce reports or submissions to DHCFP as well as 
for support of internal operations. 


We will meet all reporting requirements and timeframes as required in Attachment T, Forms 
and Reporting Guide, and the rest of the RFP. We acknowledge that failure to meet these 
requirements and timeframes may be considered a default or breach of contract. 


We acknowledge that unless the material is clearly labeled as “confidential” or “trade secret,” 
information or documents we submit to the State may be open to public disclosure and 
copying. The State will have the duty to disclose unless disclosure is confidential by law or by a 
common-law balancing of interests. This includes compensation arrangements, profit levels, 
consumer satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS 
data. 


We further acknowledge that we are permitted to label individual documents as a “trade 
secret” or “confidential,” and that by doing so we agree to indemnify and defend the State for 
honoring such a designation. If we fail to properly label a document, we implicitly waive all 
claims for damages caused by a release of the document. If the State receives a public records 
request for a document labeled “trade secret” or “confidential,” the State notifies our 
company and delays access to the material for seven business days. During that delay, we must 
act to protect the labeled record; failure to do so shall constitute a complete waiver. 
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3.17.1 Encounter Reporting 


3.17.1.1 Submit Encounter Data 
Vendors must submit encounter data in accordance with the requirements in this contract, to include any revisions or additions 
which contain information regarding encounter data, including DHCFP’s media and file format requirements, liquidated damages 
and submittal timeframes. The vendor must assist DHCFP in its validation of encounter data. Compliance with reporting 
requirements is described in this RFP. 


We offer extensive experience submitting encounter data in strict accordance with 
requirements set forth by government agencies (state and CMS) in multiple states nationwide. 
We will customize our operations to submit accurate encounter data that meets DHCFP 
requirements as stated in this RFP and in any revisions or additions that contain information 
regarding encounter data. These requirements include DHCFP’s media and file formats, 
liquidated damages, and timeframe for submission. As part of the submission process, we 
work with providers and subcontractors to validate encounter data, thereby assisting DHCFP 
with this process. We have reviewed the RFP requirements regarding encounter data—in 
particular RFP Section 3.14.4, Encounter and Claims Records, and RFP Section 3.14.5, Data 
Requirements and Certification. Our established processes put us in full compliance with the 
State’s requirements as described in the RFP. 


In all of the states where we operate health plans, we consistently and accurately submit 
encounter data to appropriate government agencies that adheres to encounter submission and 
processing guidelines as outlined by each state’s Medicaid and/or Medicare contract. We 
follow national industry standards and state companion guides to support HIPAA X12N 
Medical (837P), Institutional (837I) and Dental (837D) formats, other proprietary formats, 
and National Council for Prescription Drug Programs (NCPDP) formats. We also submit 
timely, accurate, complete and finalized Fee-for-Service (FFS) claims, capitated encounters, 
and pharmacy encounters to state agencies when appropriate. 


We have implemented quality and completeness checks throughout the claims/encounter 
submission process to ensure submissions are complete and meet standards for quality, 
HIPAA compliance, and other criteria. We consistently validate the encounter data and 
perform analysis such as benchmarking to ensure the volume of encounters received and 
submitted. Encounter files are first validated to ensure they are HIPAA compliant. Invalid 
files are returned to providers for correction. Once the encounter file passes the HIPAA 
validation, the encounter data is reviewed to assure the file content meets HIPAA and internal 
standards. All encounters failing any of the inbound edits are denied back to the provider for 
correction. Before encounters are submitted to the State for processing, they undergo another 
series of internal outbound edits to assure data is complete and meets State encounter data edit 
requirements. Any encounters failing the internal edits are pended for manual review until the 
error(s) is/are resolved, after which it will be submitted to DHCFP for processing. 
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3.17.1.2 Separately Identified Data 
The vendor is required to submit encounter data for the Nevada Check Up program in the same manner as the Medicaid program. 
Nevada Check Up recipients must be separately identified from Medicaid recipients, but the information can be combined for 
submission. 


We will use the same format and delivery method for the Nevada Check Up program as we do 
for the Medicaid program. We acknowledge that Nevada Check Up recipients must be 
separately identified from Medicaid recipients, but that we may combine both sets of recipients 
for submission. We have the ability to send either one combined file or two separate files, and 
we will provide the information in the format the State desires. 


3.17.1.3 Amounts Expended for Providers 
The vendor may not submit encounter data for amounts expended for providers excluded by Medicare, Medicaid, or CHIP, except 
for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. 


We will not submit encounter data for amounts expended for providers that have been 
excluded by Medicare, Medicaid, or CHIP. This exclusion does not apply for emergency 
services, as directed by federal regulations 42 CFR 431.55(h) and 42 CFR 438.808. 


3.17.1.4 Proper and Accurate Reporting 
All encounters must be submitted for proper and accurate reporting and must be submitted within ninety (90) calendar days of 
receipt of encounter. 


We will submit all encounters for proper and accurate reporting within 90 calendar days of 
the receipt of encounter. As stated, before reaching the State, this encounter data will have 
been the subject of a thorough review process. 


3.17.2 Summary Utilization Reporting 
The vendor shall produce reports using HEDIS and must submit these reports in addition to other reports required by this contract in 
a timely manner. 


We will monitor and evaluate provider and member utilization patterns of over- and 
underutilization on an ongoing basis using data maintained in our medical management 
system. Data includes claims, membership, provider, authorization, and other encounter data. 
Our staff will analyze HEDIS statistics and other data to generate reports that identify 
opportunities for improvement. We will submit utilization data to the State on a quarterly 
basis, 45 days after each quarter ends, with year-to-date statistics included in the electronic 
submission as well. 


We consistently compare data to established thresholds to identify over- or under-utilization 
patterns, while other sources for data collection to monitor patterns include complaints from 
members or providers that suggest over- or under-utilization, denial trends, and utilization 
reports. Our reports will include but are not limited to those requested in Attachment T, Forms 
and Reporting Guide: 


• Admissions (acute care, admissions from ED visits, those hospitalized at time of 
enrollment) 


• Patient days 
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• Discharges (including transfers to non-acute-care setting and disenrollment of 
hospitalized patients) 


• Discharge days 
• ED visits 
• Physician services (PCP visits, EPSDT screening visits, specialty referral visits) 
• Drug prescriptions filled (retail generic, retail brand, mail order generic, mail order brand) 


3.17.3 Dispute Resolution Reporting 


3.17.3.1 Number and Types 
The vendor must provide the DHCFP with reports documenting the number and types of provider disputes, recipient grievances, 
appeals and fair hearing requests received by the vendor and its subcontractors. 


All provider disputes, recipient grievances, appeals, and fair hearing requests are logged into 
our system immediately and are automatically captured in our Appeals and Grievances 
Application, a Web-based database. The application is capable of identifying and categorizing 
complaints, grievances, and appeals received by us or our subcontractors in accordance with 
NCQA and state category requirements. Using this database, we will regularly provide the 
State with reports documenting the number and type of disputes. Data will be categorized 
according to NCQA guidelines of: Quality of Care, Access, Attitude and Service, Billing and 
Financial Issues, and Quality of Provider Office Site. Our Member-Provider Satisfaction 
Committee and Quality Improvement Committee review data on a quarterly and annual basis 
to establish and adjust goals and performance thresholds. 


3.17.3.2 Reports to Include 
These reports are to include, but not be limited to, the total number of recipient grievances, the total number of notices provided to 
recipients, the total number of recipient and appeals requests, and provider disputes filed, including reporting of all subcontractor’s 
recipient grievances, notices, appeals and provider disputes. The reports must identify the recipient grievance or appeal issue or 
provider dispute received; and verify the resolution timeframe for recipient grievances and appeals and provider disputes. 


Grievance reports will include, but not be limited, to: 


• Total number of recipient grievances 
• Total number of notices provided to recipients 
• Total number of recipient appeals requests 
• Provider disputes filed 
• Recipient grievance, appeal issue, or provider dispute received 
• Resolution timeframe 


The reports will include data related to subcontractors as well as the vendor. 


3.17.3.3 Comprehensive Information Retained for Review 
Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and provider dispute information, 
including, but not limited to, specific outcomes, shall be retained for each occurrence for review by the DHCFP. 


As stated, our database will capture all information related to grievances and disputes. We will 
retain information on recipient grievances, notice, and appeals; and provider disputes. This 
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information will include, but will not be limited to, specific outcomes. We will retain 
information for each occurrence for review by DHCFP. 


3.17.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines established jointly by the 
vendors, the DHCFP, and the External Quality Review Organization (EQRO), as well as those identified in this RFP. In addition, the 
vendor must provide outcome-based clinical reports and Management Reports as may be requested by the DHCFP. Should the 
vendor fail to provide such reports in a timely manner, the DHCFP will require the vendor to submit a POC to address contractual 
requirements regarding timely reporting submissions. 


As is standard practice for all of our health plans, we embark on a number of Performance 
Improvement Projects (PIPs) through our Quality Assessment and Performance Improvement 
(QAPI) program. During contract negotiations, we look forward to establishing guidelines for 
future projects in conjunction with DHCFP and the EQRO. In addition, we have reviewed 
RFP Section 3.10, which establishes priorities that PIPs achieve significant and lasting 
benefits based on four principles: 


• Measurement of performance using objective quality indicators 
• Implementation of system interventions to achieve improvement in quality 
• Evaluation of the effectiveness of interventions 
• Planning and initiation of activities for increasing or sustaining improvement 


Our QAPI Program fully integrates quality monitoring and improvement. We apply our 
Outcomes Based Process model to analyze specific conditions, diagnoses, operational 
processes, and services or populations for which measurable outcomes are desired. Our 
Quality Improvement Committee (QIC) presents these outcome-based reports, as well as 
management reports, to our Board of Directors. In addition, we will provide these reports as 
requested by DHCFP, including the reports cited in Attachment T. We acknowledge that if we 
fail to produce these reports in the specified or otherwise agreed-upon timely manner, we must 
submit a Plan of Correction (POC) to address contractual requirements regarding timely 
submissions. 


3.17.5 Recipient Satisfaction Reporting 
Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of Healthcare Providers and Systems 
(CAHPS) survey, as well as a CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient satisfaction prior to 
the third quarter of each contract year, unless the requirement is waived by the DHCFP due to an EQRO performed survey. This 
may be done in conjunction with the vendor’s own satisfaction survey. The DHCFP requires data stratified to indicate the 
satisfaction level of parents or guardians of Nevada Check Up participants. Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on access to specialist 
care and coordination of care from other health providers. The DHCFP may request a specific sample, and/or survey tool. Survey 
results must be disclosed to the State, and, upon State’s or recipient’s request, disclosed to recipients. 


Each year, we conduct a CAHPS survey that tracks recipient satisfaction for our child and 
adult patient populations. We also collect data for a CAHPS survey specifically for Children 
with Chronic Conditions (CCC). To meet DHCFP requirements, we will conduct this measure 
of recipient satisfaction prior to the third quarter of each contract year, unless DHCFP waives 
the requirement due to an EQRO survey that takes its place. 
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We acknowledge the following DHCFP requirements and allowances: 


• The CAHPS survey can occur in conjunction with our own satisfaction survey 


• Data must be stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants 


• We must report results from: 


– CAHPS Child Medicaid Survey 


– CAHPS CCC Survey 


– Supplemental Items for Child Questionnaires on access to specialist care and 
coordination of care from other health providers 


• DHCFP may request a specific sample and/or survey tool 


• Survey results must be disclosed to the State, and to recipients upon State or recipient 
request 


We are committed to transparency, and our website includes HEDIS and CAHPS scores, as do 
our newsletters. We apply an Outcomes Based Process model to analyze HEDIS measures and 
the annual performance review of the CAHPS survey. The process continues as a cycle of 
ongoing monitoring as outcomes are re-measured and the specific programs are enhanced 
with each cycle. Once approved for implementation, various departments and subcommittees 
continuously monitor the implemented activities and track the performance measures that 
have been defined. 


3.17.6 Financial Reporting 
The vendor must meet the financial reporting requirements set forth in the Forms and Reporting Guide, including any revisions or 
additions to the document. 


We have closely reviewed the requirements in the Forms and Reporting Guide, and we will 
meet the financial reporting requirements set forth, including any revisions or additions. We 
will adhere to the State’s requirement to submit reports on a monthly, quarterly, or annual 
basis, as noted in Attachment T, Section 2 of the RFP. 


3.17.7 Sales and Transaction Reporting 
The vendor must report transactions between the vendor and parties in interest that are provided to the State or other agencies 
available to recipients upon reasonable request. 


Upon reasonable request, we will report transactions between us and parties in interest that 
are provided to the State or other agencies available to recipients. 
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3.17.8 Other Reporting 
The vendor shall be required to comply with additional reporting requirements upon the request of the DHCFP. Additional reporting 
requirements may be imposed on the vendor if DHCFP identifies any area of concern with regard to a particular aspect of the 
vendor’s performance under this contract. Such reporting would provide the DHCFP with the information necessary to better assess 
the vendor’s performance. 


Our thorough commitment to data collection and our industry-standard network give us 
reporting capacity well beyond that requested by the State. We acknowledge that if DHCFP 
identifies an area of concern and believes additional information is necessary to assess our 
performance, the agency may increase the reporting requirements under this contract. 
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3.18  Information Systems and Technical Requirements 
3.18.1 Data Requirements 
The vendor will be required to provide compatible data in a DHCFP prescribed format for the following functions: 
3.18.1.1 Enrollment; 
3.18.1.2 Eligibility; 
3.18.1.3 Provider Network Data; 
3.18.1.4 PCP Assignment; 
3.18.1.5 Claims Payment; and 
3.18.1.6 Encounter Data. 


The information systems supporting our health plans nationwide are fully capable of meeting 
all technical and data submission requirements set forth in this RFP, including providing data 
in compatible DHCFP-prescribed format for the indicated functions: enrollment, eligibility, 
provider network data, PCP assignment, claims payment, and encounter data. In general, we 
exchange data using the Health Insurance Portability and Accountability Act (HIPAA) 
national standards for electronic data interchange (EDI) transaction sets based on X12, 
National Council for Prescription Drug Programs (NCPDP), and recommended key message 
types. We are HIPAA 5010 and ICD-10 compliant. 


Our management information systems (MIS) will support all health plan management 
functions and meet all Nevada Medicaid and Check Up program requirements. Our solution 
complies with all EDI and HIPAA requirements for data transfer and acquisition. Our MIS 
aggregates information from a variety of different sources and data formats, including 
information regarding enrollment, eligibility, calls, Healthcare Effectiveness Data and 
Information Set (HEDIS) information, electronic health records (EHR), provider information, 
encounters, claims, authorizations, care plans, lab data, and pharmacy data. 


We have extensive experience in submitting encounter data to government agencies (e.g., state 
and CMS). We are responsible for submitting encounter data to the appropriate government 
agencies adhering to the encounter submission and processing guidelines as outlined by each 
state’s Medicaid/Medicare contract. We follow national industry standards and state 
companion guides to support HIPAA X12N Medical (837P), Institutional (837I) and Dental 
(837D) formats, and other proprietary formats, National Council for Prescription Drug 
Programs (NCPDP) formats. We submit timely, accurate, complete and finalized Fee-for-
Service (FFS) claims, capitated encounters and pharmacy encounters to the state agencies 


We have implemented quality and completeness checks throughout the claims/encounter 
submission process to ensure that encounter submissions are complete and meet required 
standards. We work closely with providers to ensure that encounter data received is complete 
and meets our quality standards, valid code sets, HIPAA compliance, etc. We consistently 
validate the encounter data, performing analysis, such as benchmarking, to ensure volume of 
encounters received and submitted. 


Further, our MIS includes comprehensive report generation and transmission capabilities, 
which support reporting requirements of all health plan operations and allow the development 
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of ad hoc reports. Our systems have the capability to generate reports in various formats, 
including Microsoft Excel, Microsoft Access, Microsoft Word, character separated values, 
data interchange format, fixed length ASCII, Adobe PDF, HTML, XML, Rich-Text Format, 
and other formats as needed. All reports can be generated as hard copy or in an electronic 
format and transmitted automatically to a secure FTP site or email address. They can also be 
posted on our secure Web interface. 


See Proposal Section 3.14, Management Information System, for more information. 


3.18.2 Interfaces 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish schedules for each interface. The 
DHCFP’s Medicaid Management Information System (MMIS) will interface with the vendor’s system in the following areas, although 
not necessarily limited to these areas: 
3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the health plan pays.) 
3.18.2.2 Health Plan - Weekly Stop Loss File 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 
3.18.2.4 Health Plan - Network Data File 
3.18.2.5 Health Plan - Client Update File 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 
3.18.2.7 MMIS - Encounter Data informational Errors File 
3.18.2.8 MMIS - SOBRA Error File 
3.18.2.9 MMIS - Stop Loss Error File 
3.18.2.10 MMIS - Stop Loss Rejection File 
3.18.2.11 MMIS - Health Plan Error File 
3.18.2.12 MMIS - Third Party Liability Update File 
3.18.2.13 MMIS - Client Demographic Data 
3.18.2.14 MMIS - Newborn Data 
3.18.2.15 MMIS - Daily Health Plan Recipient File 
3.18.2.16 MMIS - Health Plan Recipient File 
3.18.2.17 MMIS - Network Data Exception File 
3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 
3.18.2.19 MMIS - Client PCP Changes 
3.18.2.20 MMIS - Client Enrollment Updates 
3.18.2.21 MMIS - Health Plan Notification 
3.18.2.22 Health Division Immunization Registry 
3.18.2.23 Vital Statistics Birth Records 
All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements of the National EDI 
Transaction Set Implementation Guide, vendors will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA-compliant technical specifications. 
The vendor shall be responsible at their own expense for any new and/or modified interfaces that may be required by CMS, 
including but not limited to, HIPAA regulations. 
Vendors may access additional information regarding the MMIS system and associated interfaces by requesting review of the 
redacted version of the First Health Services Contract and attachments. 


We will work closely with DHCFP staff and DHCFP’s fiscal agent to establish schedules for 
each interface, as required by the contract. Our highly configurable MIS will interface with 
DHCFP’s Medicaid Management Information System (MMIS) in the required areas indicated 
in RFP Section 3.18.2, Interfaces, and our system capabilities will accommodate additional 
system interfaces as required by DHCFP. 


Our Electronic Data Interchange (EDI) (i.e., claims, enrollment and eligibility, and 
authorization data) and Health Information Exchange (HIE) (i.e., clinical data) platforms 
enable us to share health-related information with external entities (e.g., DHCFP, other 



https://www.medicaid.nv.gov/providers/edi.aspx
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MCOs, pharmacies, hospitals, etc.). The EDI platform will interface with required systems to 
send/receive recipient information, including enrollment, eligibility, and encounter data, in 
the compliant formats. Our HIE platform and integrated MIS provides a single-pane view of 
extensive recipient information, including clinical data. We will work with DHCFP staff and 
DHCFP’s fiscal agent to achieve HIE objectives that allow widespread adoption and 
meaningful use of EHR. Our MIS directs these files into various subsystems and data 
repositories to drive internal reports and to assist in care coordination efforts. 


To ensure that we meet all technical specifications for the exchange of health information, 
our core information systems are fully integrated, scalable, and compliant with all EDI and 
HIPAA requirements for privacy, security, and data exchange. Further, as part of our security 
management process and in compliance with HIPAA, we employ security tools, controls, and 
procedures that prevent, detect, contain, and correct risks to the confidentiality and availability 
of electronic protected health information (ePHI) and Personally Identifiable Information 
(PII). 


We will maintain responsibility, at our own expense, for any new and/or modified interfaces 
that may be required by CMS, including, but not limited to, HIPAA regulations. Our system is 
designed and customized to meet the complex requirements of large government payer health 
programs. We are confident that our MIS and integrated systems are fully capable of 
supporting all health plan administration and management functions. Based on our 
deployment experience, we will work with DHCFP to establish and manage an 
implementation and operations plan over the life of the contract. 


3.18.3 Encounter Data Report Files 
The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s encounter data processing agent on a 
monthly basis. The DHCFP will provide the required data fields and data transfer instructions. In developing the encounter data 
interface, the vendor will be provided with companion guide and details of any applicable edits and descriptions of the edits. The 
vendor will have adequate access to fiscal agent staff to assist in the development of the interface. 


We will provide encounter data report files in prescribed data fields to DHCFP’s encounter 
data processing agent on a monthly basis. We understand that DHCFP will provide the 
required data fields and data transfer instructions. In developing the encounter data interface, 
we will be provided with companion guide and details of any applicable edits and descriptions 
of the edits. We confirm that we will coordinate with and have adequate access to fiscal agent 
staff to assist in the development of the interface. 


We use national industry standards and State companion guides to support HIPAA-compliant 
5010 Medical (837P), Institutional (837I) and Dental (837D) formats, as well as National 
Council for Prescription Drug Programs (NCPDP) formats. We also adopted HIPAA-
compliant code sets for specific diagnoses and procedures to ensure outbound encounter data 
is ICD-10 compliant. We trade and provide technical assistance to our subcontractors and 
providers to ensure compliance with the required formats. We also work with our EDI vendor 
to help improve the quality of submitted claims. 
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We understand that the State implemented a data warehouse system to store all Medicaid fee-
for-service claims, and MCO encounter claims and eligibility data. We also understand how 
complicated these systems can be at times and how difficult it can be for staff to pull the data 
in a meaningful, useful, and timely manner. The complexities of such systems can create a 
lack of confidence in the results produced through reports, and it takes time to build 
confidence in these systems. We recognize how important it is for a State agency to be able to 
rely on these systems to produce accurate and meaningful reports that are often used for 
reporting and to make good policy decisions. We are highly experienced in this area and can 
leverage our existing resources and expertise, based on the State’s need, to help ease this 
transition, which will help to ensure the State meets data and reporting obligations in a timely 
manner. 


3.18.3.1 Encounter Responsibilities 
Encounters must: 
A. Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The DHCFP will not entertain any 


requests for other compliance checkers to be used for the convenience of proposers. 
B. Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data successfully passing all encounter 


edits within the first six (6) months of submission, with ninety seven percent (97%) or as required by federal regulation, 
whichever is more stringent, passing all thereafter. In the event the vendor fails to demonstrate affirmative, good faith efforts to 
achieve these requirements, progressive sanctions, including monetary penalties, may be applied until data submissions meet 
the required standards. The vendor will not be held liable for encounters that do not successfully pass all encounter edits if the 
vendor is not solely responsible for the failure. 


C. Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete encounter data may create a false 
claim under the FCA and other laws. The undersigned hereby certifies the completeness, accuracy and truthfulness of the 
encounter data. 


D. Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and reasonable, agreed to 
timeframe to comply, the vendor will have an additional 30 days to correct whereupon the DHCFP may, at its discretion, 
impose sanctions in the form of liquidated damages. The liquidated damages would be two percent (2%) of one (1) month’s 
capitation, or ten thousand dollars ($10,000), whichever is greater until the Contractor is in compliance, as well as any fines or 
sanctions imposed upon the DHCFP by regulatory agencies as a result if the vendor’s non-compliance. 


We acknolwedge, understand, and will comply with the indicated encounter responsibilities. 
We confirm that encounters will: 


• Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. 
We understand DHCFP will not entertain any requests for other compliance checkers to 
be used for the convenience of plans. 


• Successfully pass encounter edits with a minimum of 95% of the data successfully passing 
all encounter edits within the first six months of submission, with 97% or as required by 
federal regulation, whichever is more stringent, passing all thereafter. In the event we fail 
to demonstrate affirmative, good faith efforts to achieve these requirements, progressive 
sanctions, including monetary penalties, may be applied until data submissions meet the 
required standards. We will not be held liable for encounters that do not successfully pass 
all encounter edits if we are not solely responsible for the failure. 


• Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete 
encounter data may create a false claim under the FCA and other laws. We will certify the 
completeness, accuracy and truthfulness of the encounter data. 
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Further, we understand that failure to demonstrate affirmative, good faith effort: if, after 
delivery of a plan of correction and reasonable, agreed to timeframe to comply, we will have 
an additional 30 days to correct whereupon DHCFP may, at its discretion, impose sanctions in 
the form of liquidated damages. We recognize that the liquidated damages would be two 
percent of one month’s capitation, or $10,000, whichever is greater until we are in 
compliance, as well as any fines or sanctions imposed upon DHCFP by regulatory agencies as 
a result of our non-compliance. 


3.18.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These include, but are not limited to: 
3.18.4.1 Premium payments (X12F 820); 
3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of authorization); 
3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 
3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 
3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 
3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 
In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, proposers will find EDI 
Companion Guides at the following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA compliant technical specifications for each transaction. 


We will accept and transmit all electronic transactions in a HIPAA-compliant format, as 
specified and required under the contract. We are prepared to submit all required data and 
reports in the format specified by DHCFP to support the Medicaid and Check Up program. 
These formats will include: 


• Premium payments (X12F 820) 
• Enrollment and disenrollment into a health plan (X12N 834) 
• Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 


authorization) 
• Referrals and prior authorizations (X12N 278-both request and approval of authorization) 
• Claims encounter data (X12N 837 and NCPDP) 
• Claims status Inquiry and response (X12N 276-inquiry and 277-response) 
• Payment and remittance advice (X12N 835-remittance advice) 


Our existing core information systems and applicable processes supporting our health plans 
nationwide fully comply with EDI and HIPAA requirements for privacy, security, and data 
exchange. We use a secure, HIPAA-compliant platform that allows for total integration of all 
systems, including those relating to transitions of care, claims payment, complex case 
management, case management, health management, and utilization management functions. 
Our systems provide the secure storage of integrated information, and enable appropriate data 
sharing among those who need it. We comply with all applicable HIPAA-compliant technical 
specifications for transaction. 



https://www.medicaid.nv.gov/providers/edi.aspx
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3.18.5 NPI/API Transaction Requirements 


3.18.5.1 National Provider Identifier 
Per Amendment 2, RFP Change 1: 
Old section: 
3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any taxonomy code(s), with their 
proposal, unless it is determined that they are neither a covered nor an eligible entity, in which case Atypical Provider Identifier (API) 
will be assigned by the State’s fiscal agent. The vendor must electronically transmit and receive fully HIPAA compliant transactions. 
This applies to all HIPAA regulations currently effective and those in draft form. Throughout the duration of the initial contract and 
any extensions, the State will not bear any of the cost for any enhancements or modifications to the vendor information system(s) or 
the systems of any of the vendor subcontractors or vendors, to make it compliant with any HIPAA regulations. This includes those 
HIPAA requirements currently in effect or future regulations as they become effective 
New section: 
Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ 
Technical Proposal of vendor’s response. 


Question Response 
Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  


 


See Proposal Section 4.1.3, Appropriately Licensed, submitted with Part I B~ Technical 
Proposal of our response, as required. 


3.18.5.2 Submitted Electronically 
All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes but is not limited to, 
providing the DHCFP, through its fiscal agent, the NPI on all providers, including billing, servicing, and OPR (ordering, prescribing, 
and referring). 


We will submit all encounters electronically as fully HIPAA-compliant shadow claims (i.e., 
claims that we receive from sub-capitated providers). This includes, but is not limited to, 
providing DHCFP, through its fiscal agent, the National Provider Identifier (NPI) on all 
providers, including billing, servicing, and OPR (ordering, prescribing, and referring). 


We maintain a custom-developed Web-based claims and encounters management system that 
offers a 360-degree view of claims and encounters, collects encounter data from all systems at 
a common gateway entry (i.e., raw 837 files), and processes the data through electronic 
submission. Our solution will process all claims and encounters according to contract 
requirements. See Proposal Section 3.12.4, Payment of Claims, for detailed information 
regarding our claims processing system. 


We generate encounter data for all covered services as well as any additional services. We 
manage all encounter data processing internally to ensure accuracy, timeliness, and 
completeness of submissions. Our system manages the flow, generation, and submission of 
encounter data. Our internal workflow monitors and reports on encounters throughout their 
lifecycle—from claims payment through submission to DHCFP. Further, we will monitor 
encounter data elements and the transmission process per DHCFP requirements. 
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Our encounter process includes: 


• Inbound claims/encounter processing completeness checks 
• Acceptance and verification of encounter data via paper (e.g., scanning/imaging) 
• Enforcement of timely submission of encounter data from providers and subcontractors 
• Timely processing of claims and encounters, as well as diligent enforcement of system edits 


to ensure State data requirements are met 
• Internal monitoring of claims/encounter inventory including inventory totals, claims 


aging, and staff productivity 


We work proactively to ensure compliance with encounter data submission requirements. If 
we identify missing, inaccurate, or invalid data elements, required fields, or code sets during 
the validation process, the claim/encounter may be rejected and returned for correction and 
resubmission. If data is missing, we reach out to the provider or subcontractor for 
remediation. 


All encounters are thoroughly validated before development of DHCFP-required data formats. 
Before encounters are submitted for processing, they are run through a series of internal 
outbound edits to ensure data is complete and meet applicable, contract-specific requirements. 
Failed encounters undergo a corrective process until resolution. 


3.18.5.3 Registered with the DHCFP as a Medicaid Provider 
Without exception, all providers contracting through the vendor must be registered with the DHCFP as a Medicaid provider. This 
includes any providers who are required to have NPI and those who are not required by CMS, but are eligible to receive an NPI. If 
an eligible provider submits their claims on paper, they must still use an NPI, and the shadow claim of that paper encounter must be 
submitted from the vendor to the State’s fiscal agent electronically and it must include the provider's NPI. This applies for any 
providers who have obtained a taxonomy code in addition to their NPI. The taxonomy code must be provided to the State’s fiscal 
agent, and that taxonomy code must be used appropriately on all encounters submitted to the State’s fiscal agent on behalf of the 
DHCFP. The same NPI and taxonomy codes must be used for any third party insurance, including but not limited to private 
insurance and Medicare, for which the vendor rebills. 


All providers with whom we contract will be registered with DHCFP as a Medicaid provider 
without exception. This includes providers that are required to have an NPI and those that are 
not required by CMS, but are eligible to receive an NPI. 


As part of our credentialing process, we aggregate pertinent provider information required by 
the contract, including identifying and verifying NPI and taxonomy codes. After verifying the 
affiliations and credentials of our providers, we configure all provide demographic and 
payment terms and conditions into our MIS. We will also maintain all data needed to comply 
with DHCFP standards for accurate designation of each provider. We maintain processes and 
procedures to ensure that our provider information is adequately maintained and updated 
accordingly. 


We will process all claims and encounters in accordance with contract requirements. To 
ensure accurate claims payment, each provider’s demographic information, including 
address, specialty, and all required identification numbers, is correctly maintained in our MIS. 
We will ensure that all claims, including paper claims, submitted by providers indicate the 
appropriate NPI, and we will provide the State’s fiscal agent with the shadow claim of that 
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paper encounter electronically. The submitted encounter will include the provider’s NPI. This 
applies for any providers that have obtained a taxonomy code in addition to their NPI. 


Additionally, we will provide the taxonomy code to the State’s fiscal agent, and will use the 
taxonomy code appropriately on all encounters submitted to the State’s fiscal agent on behalf 
of DHCFP. The same NPI and taxonomy codes will be used for any third party insurance, 
including but not limited to private insurance and Medicare, for which we rebill. 


See Proposal Section 3.12.4, Payment of Claims, for more information. 


3.18.5.4 Encounters from Sub-Capitated Providers 
Without exception, all encounters from sub-capitated providers must be captured by the Vendor and transmitted to the State’s fiscal 
agent following the guidelines outlined above. These must be fully detailed encounters following HIPAA requirements and using 
HIPAA compliant transactions, including but not limited to the use of NPI and taxonomy. Encounter data must include the individual 
NPI to identify the rendering provider or prescribing provider. 


We will capture and transmit all encounters from sub-capitated providers to the State’s fiscal 
agent following the guidelines outlined above, without exception. These fully detailed 
encounters will follow HIPAA requirements using HIPAA-compliant transactions, including, 
but not limited to, the use of NPI and taxonomy. Encounter data will include the individual 
NPI to identify the rendering provider or prescribing provider. 


We require all sub-capitated providers to submit encounter data. In addition, we contact 
providers directly to ensure compliance of encounter submissions. Providers may qualify for 
pay-for-performance rewards for submitting timely and accurate data. Providers are also 
subject to potential financial penalties for failure to submit timely and accurate data. We work 
closely with our providers to ensure they are in compliance with encounter data submission 
requirements. 


Encounter data submitted is a vital component of our collaborative relationship with our 
providers. Completeness and quality impacts the accuracy and validity of most metrics and, 
thus, our ability to identify best practices and provider issues. Therefore, meaningful 
discussions with our providers are based on the premise that reported performance reflects 
actual performance. We hold regular joint operations meetings with sub-capitated providers 
and large volume fee-for-service providers. At these meetings, claims and/or encounter status 
and issues are a standing agenda item to ensure providers are focused on achieving maximum 
compliance rates. 


3.18.5.5 Atypical 
For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering system will be used. The 
State calls this an Atypical Provider Identifier (API). This API is issued by the State’s fiscal agent on behalf of the State. The vendors 
must be capable of accepting and transmitting this API. All encounters from atypical providers must be captured by the vendors and 
submitted to the State’s fiscal agent using the API. The vendors must ensure that every atypical provider contracted with them has 
obtained this API from the State’s fiscal agent before any payment can be made by the vendor to that provider. 


We will accept and transmit Atypical Provider Identifiers (APIs) in accordance with contract 
requirements. We will submit encounters from atypical providers to the State’s fiscal agent 
using the API. We will ensure that every contracted atypical provider has obtained this API 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 


3.18-9 


from the State’s fiscal agent before we can make any payment to that provider. We confirm the 
API as part of our contracting process, and we update it as part of maintaining and 
reconciling our provider file. 


We capture, maintain, and reconcile provider information with the provider file on a regular 
basis. As part of our process, we cross-check our provider information against the provider 
information (e.g., Provider ID and/or NPI/API) stored in DHCFP’s MMIS. We can receive 
information in any file format, including flat file, Excel, and CSV. With appropriate 
documentation, we can process and match provider data against our repository. For identified 
discrepancies, we maintain a dedicated remediation team that triages issues and works with 
appropriate agencies for issue resolution. 


3.18.6 Maintain Current ICD and EDI Compliance 
Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) compliance 
as defined by CMS regulation and policy and no funding will be provided for contractor’s compliance. 


We will maintain current International Classification of Diseases (ICD) (i.e., currently ICD-
10) and HIPAA ASC X12 5010 EDI compliance as defined by CMS regulation and policy, and 
will comply with all compliance standards, versions, and code sets required by the Nevada 
Medicaid and Check Up programs. We understand that no funding will be provided for 
compliance, and ensure that we will remain compliant as required and necessary, at our own 
expense. 
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3.19  DHCFP Responsibilities 
DHCFP will be responsible for the following: 


We address DHCFP responsiblities in the following subsections. 


3.19.1 External Quality Review 
DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization (EQRO) to conduct 
independent, external reviews of the quality of services, outcomes, timeliness of, and access to the services provided by the vendor 
covered under the RFP. These reviews will be conducted at least annually. 


We acknowledge that DHCFP will contract, to the extent required by federal law, with an 
External Quality Review Organization (EQRO) to conduct independent, external reviews of 
the quality of services, outcomes, timeliness of, and access to, the services we provide, as 
covered under the RFP. These reviews will be conducted at least annually. 


We offer years of experience providing managed care to Medicaid, CHIP, Medicare-Medicaid 
Plan (MMP), Aged, Blind and Disabled (ABD), and other populations in multiple states. We 
participate in regularly scheduled EQRO audits in all states in which we operate health plans 
and provide all essential information to auditors in a timely manner to validate the appropriate 
levels of quality, healthy outcomes, and timely access to care for our recipients. 


We will work as DHCFP’s partner to accomplish EQRO reviews with as little incident as 
possible. 


3.19.2 Due Process 
3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check Up. The DHCFP is 


responsible for the appeals process for disenrollment from managed care programs and for providing a State Fair 
Hearing to all recipients who request such a hearing for all actions taken on medical assistance program benefits. 


3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and provide the fair 
hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a copy to the vendor. 


DWSS will be responsible for all appeals pertaining to eligibility for Medicaid and Nevada 
Check Up. DHCFP will be responsible for the appeals process for disenrollment from 
managed care programs and for providing a State Fair Hearing to all recipients who request 
such a hearing for actions taken on medical assistance program benefits. Further, DHCFP 
will receive all recipient requests for State Fair Hearings, arrange for the fair hearings, and 
provide information to the fair hearings officer. DHCFP will forward a copy to us upon 
receipt of the fair hearing request. 


We will apply our vast experience in grievances, appeals, and fair hearings serving Medicaid 
and CHIP populations to make the due process hearings as efficient as possible. 


See Proposal Section 3.13, Grievances, Appeals, and Fair Hearings, for more information 
about our established grievance, appeal, and State fair hearing process, which is fully 
compliant with all federal standards and state regulations. 
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3.19.3 DHCFP On-Site Audits 
The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of these audits is to confirm 
contract compliance and to more effectively manage DHCFP contract monitoring and oversight responsibilities of the vendor. These 
audits will be scheduled in advance and will focus on contract sections prior identified by the DHCFP. The vendor will be informed of 
the scheduling, focus of the audit and the expectations regarding vendor’s participation no less than thirty (30) days in advance of 
the on-site visit. The vendor will have all prior requested data and information available at the time the audit begins. 


DHCFP may schedule onsite audits at our primary place of business. The purpose of these 
audits is to confirm contract compliance and to more effectively manage DHCFP contract 
monitoring and oversight responsibilities. These audits will be scheduled in advance and will 
focus on contract sections identified in advance by DHCFP. We will be informed of the 
scheduling and the focus of the audit—and the expectations regarding our participation—no 
less than 30 days in advance of the onsite visit. We will have all prior requested data and 
information available at the time the audit begins. 


We offer decades of experience working closely and collaboratively with state agencies on 
onsite audits. Further, we perform regular internal quality audits within our Appeals & 
Grievances department to ensure that all processes and written communications comply with 
state, federal, and NCQA requirements. 


We currently engage in annual internal and external audits as well as several state audits that 
oversee IT controls for administrative, physical, and technical security. Audits are encouraged 
within our health plans as they provide us with opportunities to grow on an ongoing basis. 


3.19.4 Actuarial Services 
The DHCFP will provide or contract to the extent required by federal and state law with an actuarial contractor to establish rates 
using a methodology that is certified as actuarially sound and in compliance with state and federal law. Rate reviews will be 
conducted at least annually. 


DHCFP will provide—or contract to the extent required by federal and state law—with an 
actuarial firm to establish rates using a methodology that is certified as actuarially sound and 
in compliance with state and federal law. Rate reviews will be conducted at least annually. 


We offer decades of experience working collaboratively with actuarial contractors in other 
states. This experience wholly ensures accurate rate calculations, reasonable projects, and 
identification of new trends and has improved the overall rate setting process across our 
health plans. 


3.19.5 Encounter Data Processing 
The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review encounter data submitted by 
contracted vendors. It is DHCFP’s sole responsibility to determine the format in which the vendor must submit the encounter data.. 
In addition, the vendor encounter data, when requested, must be submitted to the DHCFP’s actuary. 


DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted vendors. It is DHCFP’s sole responsibility to 
determine the format in which we will submit encounter data. In addition, our encounter data 
will be submitted to DHCFP’s actuary, when requested. 
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We currently submit encounters using the industry standard EDI 837 transaction set layout. 
We also offer the capacity and capability to develop a custom file format, if necessary. We look 
forward to discussing the particular parameters for accepting, editing, processing, and 
reviewing encounter data with DHCFP upon contract award. 


Please refer to Proposal Section 3.18.3, Encounter Data Report Files, for more information. 


3.19.6 Website Access 
The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be accessed. 


DHCFP will maintain an Internet link on its official website at which our website can be 
accessed. In addition, we will provide a link to the DHCFP website on our website, which is 
something we currently do on similar contracts. 


3.19.7 Operation Oversight 
The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and disenrollment; processing 
grievance and appeals; violations subject to intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of the contract. 


DHCFP will apply standard procedures to monitor our operations related to recipient 
enrollment and disenrollment; processing grievances and appeals; violations subject to 
intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of the contract. 


We have worked with numerous other state agencies similarly and look forward to working 
with DHCFP to meet its needs. It is important to note that, to date, we have not had any state 
sanctions against us due to enrollment or disenrollment issues or for our responses to 
receipient-filed appeals and grievances. We assess grievances and appeals to identify 
opportunities for improvement and implement appropriate interventions to maintain high 
levels of satisfaction. 
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3.20 Cost Containment and/or Cost Avoidance Initiatives 
The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives that positively impact 
health outcomes and result in cost savings to the State. Cost containment and avoidance initiatives must be provided to the DHCFP 
for review and approval prior to implementation. 
The vendor will also demonstrate its ability to operate an effective claims processing system that minimizes payment errors and, 
through the effective use of system edits and audits, prevents loss of public funds to fraud, abuse, and/or waste. 


Developing policies and procedures that ensure cost containment and avoidance initiatives 
that positively impact health outcomes and result in cost savings to the State is an important 
part of our current business practice. Embedded in the work we do every day, we apply several 
cost containment and/or avoidance strategies across our functional areas, including utilization 
management and care management, and have strict processes in place for Medical and 
Pharmaceutical review to ensure the most appropriate costs. 


Our utilization management program is designed to ensure Nevada Medicaid/Check Up 
recipients receive quality health care services in a medically appropriate, cost-effective 
manner. We accomplish this by identifying services associated with high-cost, high-volume, 
and inappropriate utilization. Our program influences recipient care and contains costs by: 


• Managing covered benefits effectively and efficiently without compromising the quality of 
care 


• Ensuring that services are available in a timely manner, in appropriate settings, and are 
planned, individualized, and measured for effectiveness 


• Coordinating, directing, and routinely monitoring the quality and cost effectiveness of 
healthcare resource utilization , including emergency department (ED) use; inpatient, 
nursing facility (NF) and rehabilitation admissions; ancillary, out-of-network services; 
and behavioral health (BH) services 


• Reviewing processes to ensure care is safe and accessible 


We manage covered benefits effectively and efficiently while ensuring quality care is provided 
through several authorization processes, including prior authorization, concurrent review, 
and discharge planning. Additionally, we operate an effective claims processing system that 
minimizes payment errors and prevents loss of public funds to fraud, abuse, and/or waste 
through the effective use of system edits and audits. 


Our claims auditing team reviews high-dollar claims for billing accuracy and non-par ED 
claims for leveling and for accuracy of coding. Additionally, we use a prepayment claims 
editing software tool to monitor inappropriate billing practices and perform cost savings. 
Physician billings and outpatient claims are processed through this software tool. Claims pass 
through a series of edits within the software tool, which verify the appropriateness of each line 
item of the claim. The first stage of edits verifies that the billing meets State-specific 
guidelines. The next stage of edits verifies the payment against the CMS guidelines, National 
Correct Coding Initiative (NCCI) edits, American Medical Association edits, as well as 
additional industry association edits as appropriate. 
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The software tool identifies inappropriate billing practices upfront and produces a cost savings 
during the time of initial payment rather than obtaining re-payment through a recovery 
process. We also have a claims recovery unit that recovers overpayments for a variety of 
reasons related to coordination of benefits, duplicate billings, eligibility issues, and provider 
billing errors. This unit is committed to recovering Medicaid funds. 


Further, we offer value-based payments and pay-for-performance/quality models as incentives 
for providers to participate in our networks and for meeting quality and efficiency 
performance measures, which enhances overall delivery of quality healthcare service for our 
members. Through value-based payments with clear objectives tied to performance and 
clinical quality benchmarks such as HEDIS measures, providers and other stakeholders 
benefit from: increased total compensation above Medicaid and Medicare reimbursements; 
investment opportunities in infrastructure and information sharing across patient care 
settings; and new operational processes and clinical proficiencies funded by value-based 
payments that promote sustained changes in how care is delivered. Additionally, non-financial 
incentives are available and can include educational offerings for provider staff, preferential 
member assignment to PCPs with superior quality scores, or imbedded case managers for high 
volume providers. 


Cost containment and avoidance initiatives will be provided to DHCFP for review and 
approval prior to implementation. 
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3.21  Liquidated Damages and Sanctions 
The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all attachments, including the 
Forms and Reporting Guide. The vendor must file accurate, timely and complete reports to DHFCP. If the vendor fails to meet the 
contract requirements, liquidated damages or intermediate sanctions may be assessed. In addition to liquidated damages and 
intermediate sanctions, the vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies 
as a result of the vendor’s non-compliance. 
DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the MCO fails to provide required 
reports, or disclose ultimate ownership or control information and related party transactions as required by DHCFP policy. 
See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


We will comply with all terms and conditions stipulated in the current Contract, the RFP, and 
all attachments, including the Forms and Reporting Guide. In addition, we will file accurate, 
timely, and complete reports to DHCFP. 


We acknowledge that should we fail to meet the contract requirements, liquidated damages or 
intermediate sanctions may be assessed. In addition to liquidated damages and intermediate 
sanctions, we will be responsible for any fines or sanctions imposed upon DHCFP by 
regulatory agencies as a result of our non-compliance. 


Further, we understand that DHCFP may refuse to enter into a contract and may suspend or 
terminate an existing contract if an MCO fails to provide required reports, or disclose ultimate 
ownership or control information and related party transactions as required by policy. 
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State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc.  


Part IB – Technical Proposal 
RFP Title: MCO 


RFP: 3260 


Vendor Name: Molina Healthcare of Nevada, Inc. 


Address: 2725 E. Desert Inn Road, Suite 180 
Las Vegas, NV, 89121 


Opening Date: 09/01/2016 


Opening Time: 2:00 PM 


 


  


The term “Molina” encompasses the Bidder, Molina Healthcare of Nevada, Inc. and its parent organization Molina Healthcare, Inc. 
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Tab III – Vendor Information Sheet 
The vendor information sheet completed with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


We provide the Vendor Information Sheet with an original signature by an individual 
authorized to bind the organization as the following page. 
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A Amendment Signature Page 
The signature page from all amendments with an original signature by an individual authorized to bind the organization. 


We provide the signature page from all amendments with an original signature by an 
individual authorized to bind the organization as the following pages. 


  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
A-2 © 2016 Molina Healthcare, Inc. 


 


Page Intentionally Left Blank 





























































		2_01A_Amendment Signature Page

		2_01A1_Amendment 1 Signature Page_signed

		2_01A2_Amendment 2 Signature Page_signed

		2_01A3_Amendment 3 Signature Page_signed

		2_01A4_Amendment 4 Signature Page_signed

		2_01A5_Amendment 5 Signature Page_signed

		2_01A6_Amendment 6 Signature Page_signed

		Blank Page

		Blank Page

		Blank Page

		Blank Page

		Blank Page

		Blank Page

		2_01A7_Amendment 7 Signature Page_signed.pdf

		Blank Page







<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice






State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. B-1 


B Attachment A 
Confidentiality and Certification of Indemnification with an original signature by an individual authorized to bind the organization. 


We provide Attachment A, Confidentiality and Certification of Indemnification, including an 
original signature by an individual authorized to bind the organization, on the following 
pages. 
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C Attachment C 
Vendor Certifications with an original signature by an individual authorized to bind the organization. 


We provide Attachment C, Vendor Certifications, with an original signature by an individual 
authorized to bind the organization, as the following page. 
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D Attachment J 
Certification Regarding Lobbying with an original signature by an individual authorized to bind the organization. 


We provide Attachment J, Certification Regarding Lobbying, with an original signature by an 
individual authorized to bind the organization, as the following page. 
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State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. E-1 


E Vendor Licensing Agreements 
Copies of any vendor licensing agreements and/or hardware and software maintenance agreements. 


As a newly established entity that is not yet operational in Nevada, the vendor, Molina 
Healthcare of Nevada, Inc., does not have any licensing agreements and/or hardware and 
software maintenance agreements in place; therefore, we cannot provide any such agreements 
as part of this proposal. Once we are under contract with the State and have these agreements 
in place, we will provide those agreements to the State. Further, we will have access to 
licensing agreements, including hardware and software licensing and maintenance 
arrangements, through agreements held by our corporate affiliates. 
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State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. F-1 


F Applicable Certifications and/or Licenses 
Copies of applicable certifications and/or licenses. 


Molina Healthcare of Nevada, Inc., is in the process of obtaining our license to operate as a 
Medicaid managed care health insurance plan in Nevada. Given that, we are exempt from the 
Nevada business license requirement pursuant to 57 N.R.S. Section 680B.020. Therefore, at 
this time, we do not have any applicable certifications or licenses to provide. While under 
contract with the State, we will maintain appropriate licensure at all times and will provide 
that licensing information to the State as soon as it is available. 
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Tab V Attachment B 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP  
A. Attachment B with an original signature by an individual authorized to bind the organization must be included in this tab. 
B. If the exception and/or assumption require a change in the terms or wording of any section of the RFP, the contract, or any 


incorporated documents, vendors must provide the specific language that is being proposed on Attachment B. 
C. Only technical exceptions and/or assumptions should be identified on Attachment B.   
D. The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission deadline.  If 


vendors do not specify any exceptions and/or assumptions in detail at time of proposal submission, the State will not consider 
any additional exceptions and/or assumptions during negotiations. 


We provide Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP, as the following pages. Attachment B is signed with an original signature 
by an individual authorized to bind the organization. We have provided the specific language 
that is being proposed on Attachment B for our assumptions that require a change in the 
terms or wording of any section of the RFP, the contract, or any incorporated documents. We 
understand that only technical exceptions and/or assumptions should be identified on 
Attachment B. Further, we understand that the State will not accept additional exceptions 
and/or assumptions if submitted after the proposal submission deadline. We understand that if 
we do not specify any exceptions and/or assumptions in detail at time of proposal submission, 
the State will not consider any additional exceptions and/or assumptions during negotiations. 


  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
Tab V-2 © 2016 Molina Healthcare, Inc. 


 


Page Intentionally Left Blank 
 


 





















		2_01G_Attachment B

		2_01G_Attachment B_signed





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice






State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. 4-1 


4 Company Background and References 
More than 36 years’ experience serving individuals who rely on government-
assisted healthcare, backed by a culture of care, enthusiasm, and innovation, 
ensures Nevada’s goals are reached and, in some instances, surpassed. 


As a Medicaid expansion state, Nevada has experienced 
a dramatic enrollment increase over the past several 
years—a nearly 83% increase since December 20131. 
With more than 450,000 of its recipients enrolled with an 
MCO, ensuring they partner with the right organizations 
is of paramount importance to the State. Add to this the 
potential for statewide expansion and the inclusion of 
Age, Blind and Disabled (ABD) recipients, and the list of 
truly qualified partners that can support the State’s 
mission dwindles even further. 


A physician-led and family-run company, Molina has 
spent 36 years ensuring that no matter the situation, if an 
individual or family needs medical care and related 
support, we provide it. While other companies support 
both commercial and public sector organizations, our 
focus has been exclusively on individuals who rely on 
government assistance since day one. Most important, 
even as our company has grown exponentially in the last 
decade, we have remained true to our roots and 
committed to meeting our members’ needs and 
advocating on their behalf. We might be a Fortune 500 company, but our clients and our 
members get the same level of attention and care that Dr. Molina’s first clinic patient received 
when our doors opened in 1980. 


A Shared Purpose 
Our mission, values, and corporate culture are what truly set us apart from other vendors. We 
believe that everyone deserves access to quality healthcare services. We have spent more than 
three decades supporting Medicaid and CHIP programs and their participants across the 
country. Today we support more than 4.2 million members in 11 states and the 
Commonwealth of Puerto Rico, and are currently transitioning a new plan to Molina in the 
State of New York. Providing high quality services to Medicaid and Medicare recipients is not 
an ancillary line of business for Molina—it is, quite literally, the heart of our organization. 
Because of this foundation, we are an ideal partner for states like Nevada who face the 
challenges of caring for an ever growing population with fewer resources. As Exhibit 4-1 
                                                           
1 State of Nevada (2016). Division of Welfare and Supportive Services; April 2016 Welfare Caseload Summary. 
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shows, the core goals the State has set for its Medicaid and Check Up programs fully align 
with our own. This shared purpose means better coordination and more transparency for the 
State, and, most importantly, better service for its Medicaid recipients. 


 
Exhibit 4-1. Shared Goals 


Increase Consumer Access to Needed Services 
To ensure we meet the needs of Nevada Medicaid and CHIP recipients in the State’s rural 
areas, we focus on maximizing service access from the outset. We use innovative means to 
reach our rural members, working with our state partners to identify existing telehealth 
capacities and opportunities and expand access to underserved populations that could benefit 
from them the most. We have experience with a number of solutions, including tele-behavioral 
health services, virtual urgent care, and even tele-retinal screening for members with diabetes. 
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Telemonitoring, virtual care management, and virtual education and wellness outreach are 
additional tools and interventions available depending on the demographics of a particular 
region. For example, we use telemedicine services in many of our plans, which leverage 
secure Internet technology to facilitate consultations between members in their homes and 
providers in their offices. In New Mexico, for example, we have achieved a 15-percent 
increase in telemedicine specialist services in rural and frontier counties and an overall five-
percent decrease in emergency department (ED) use by offering members an alternative for 
non-emergent care. 


A Focus on Behavioral Health 
The importance of providing comprehensive behavioral 
health (BH) services to Medicaid and CHIP recipients 
cannot be understated. With a suicide rate consistently 
above the national average and a drug overdose rate that 
has nearly doubled in the last decade, Nevada’s 
recipients have the right to get the care they need in all 
aspects of their health. While most MCOs are just now 
realizing the impact of BH issues on program recipients, 
Molina has long believed that treating both the mind and 
body of our members is the ultimate key to success. 


With our recent acquisition of Pathways, Molina has 
become the only MCO in the industry that can provide 
BH services to our clients in whatever manner best fits 
their needs. We can perform full administration of BH 
services, serve in a coordination role with an outside 
MCO, or provide full administration in some areas, while 
working with an outside BH MCO for others. No other 
vendor offers Nevada this depth of expertise or 
capabilities to best serve the BH needs of its recipients. 
Our Pathways subsidiary brings significant experience 
meeting the BH needs of members in 23 states, including 
more than 1,100 individuals in Nevada. 


Between our overall corporate experience and the day-to-
day, real life experience our Nevada Pathways employees 
offer, we can provide the State a well-rounded health plan, one that takes into account critical 
BH needs. We can develop an approach to care that incorporates all critical social 
determinants, such as geography, race, and linguistic needs, helping Nevada members to 
break down whatever barriers to care they currently encounter and get the help they need, 
when they need it the most. 
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Caring for Mother and Child 
Today nearly half of births are financed by Medicaid2, a national statistic that is exceeded in 
Nevada, where 65% of births are covered by the Medicaid program3. With 41% of Medicaid 
beneficiaries statewide being pregnant woman and children4, MCOs need to focus a 
significant portion of their time and energy to improving health outcomes in this critical area. 
A significant percentage of Medicaid-covered pregnancies are found to be at moderate to high 
risk for complications. Delayed initiation of prenatal care, postpartum depression, a higher 
incidence of smoking, alcohol and drug use during pregnancy, maternal age, and a lower 
socio-economic status are some of the risk factors associated with this population. 


 
We offer programs that target high-risk pregnancies and have had great success in improving 
women’s health and birth outcomes. Our innovative Motherhood Matters Comprehensive 
Perinatal Services Program provides early identification, assessment, and intervention for 
normal to high-risk pregnancy cases. The program emphasizes identification of high-risk 
pregnancies, early entry into care, Comprehensive Perinatal Services Program (CPSP) 
services as appropriate, and effective education of members and caregivers regarding vital 
components in the overall management of pregnancy, postpartum care, and breastfeeding. 
Our utilization management team also promotes the administration of 17 Alpha-
Hydroxyprogesterone Caproate, a.k.a. “17P,” an injectable medication shown to substantially 
reduce the rate of recurrent pre-term delivery. An example of the success of this particular 
initiative follows. 


                                                           
2 Medicaid Covered Births, 2008 Through 2010, in the Context of the Implementation of Health Reform 
Markus, Anne Rossier et al. Women's Health Issues , Volume 23 , Issue 5 , e273 – e280 
3 Division of Health Care Financing and Policy, 2015. 
4 State of Nevada (2016). Division of Welfare and Supportive Services; April 2016 Welfare Caseload Summary 
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We offer perinatal case management services, where a case manager works with the member, 
her family, PCP, and any other care team members to develop an individualized plan of care 
that ensures the right care, at the right time, with the right specialist. 


We also offer incentives to our pregnant members to seek the care they need. For example, our 
Utah health plan uses a variety of initiatives to ensure better outcomes. Health educators send 
out informative mailers and make follow up calls throughout the year to members missing 
preventive and follow-up care. Members are also offered gift cards (Walmart, $5 to $20) for 
completion of certain services. The Healthy Baby and Me initiative focuses on prenatal and 
postpartum care offering incentives such as an infant car seat for completion of regular visits. 
Gift cards are also offered for completion of well child visits and childhood immunizations. In 
addition, alerts in our member database allow member services staff to educate and encourage 
members to complete services whenever they interact with a member over the phone. 
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A Collaborative Approach to Healthcare Management 
Whether a member calls our Nurse Advice Line or works with one of our care managers, we 
work with that member to not only educate them on their care options but also their options in 
terms of care settings. We develop and distribute materials to inform the established member 
about available services, providing education directly to members through mediums such as 
the member Web portal and Molina website, member handbook, newsletters, targeted mailings 
on health education, participation in health, wellness and disease management programs, and 
telephonic education delivered through the Nurse Advice Line. In addition, we coordinate with 
a member’s PCP and other providers to identify gaps in care that indicate a need for targeted 
education and training on particular health topics or accessing services. 


Equally important is our approach to working with our providers. The collaborative element to 
our provider relationships begins from the first day we reach out to establish that relationship 
down to the most seemingly mundane items such as provider documentation and referrals. 
Continually working with our providers to ensure they are knowledgeable in all aspects of 
care for our members is an ongoing part of our care management approach. We have a team 
dedicated to ensuring that our providers are well versed in all policies and procedures, 
including access standards and requirements to ensure adherence, cultural sensitivity, and 
quality. We routinely monitor our provider network, evaluating adherence and quality, to 
ensure they meet our high standards for care. If gaps are found, we work with that provider to 
remediate. We offer a strong record in developing broad-based provider networks that are 
appropriately tailored to support the diverse physical/behavioral and cultural needs of the 
communities we serve. 


The MCO for the Future 
As Nevada looks to the possibility of not only expanding its Medicaid program statewide but 
also adding in additional programs such as ABD, partnering with an MCO that brings an 
incomparable level of experience in these areas is critical for success. Caring for members 
with complex, sometimes multiple chronic illnesses, demands a level of care coordination that 
few companies want to take on, and even fewer do well. Our model of care is designed to adapt 
and evolve as the needs of our members demand—from the most basic of care to the most 
advanced. 


Just as Nevada has seen significant growth in its ABD population, Molina has grown in our 
ability to provide outstanding care for our ABD members. 
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Molina’s ABD footprint is highlighted in Exhibit 4-2. 


 
Exhibit 4-2. ABD Footprint 


We are intimately familiar with, and dedicated to meeting, the advanced healthcare needs of 
complex populations. Our model of care is one of the finest in the industry and has had our 
members as our central focus since the day Dr. Molina opened the doors to his first clinic 36 
years ago. For so many of the individuals that rely on government assistance for healthcare, 
their needs have been overshadowed by a complex web of systems and programs that 
historically hampered interaction, information sharing, and collaboration. Molina excels in 
achieving a higher level of coordination among all types of benefit programs (e.g., Medicare, 
Medical Assistance, Medicare/Medicaid Plans), ensuring our members receive the services 
they need all along the continuum of care. Coordination, communication, a holistic approach 
to care management, and teamwork—these are the ways in which we successfully manage our 
members’ care. An approach to care, in fact, that has gone from a family’s mission to the 
mission of more than 20,000 dedicated and caring employees nationwide. 
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Summary 
There is no better partner for Nevada than Molina to 
ensure that Medicaid and Check Up program recipients 
throughout the State receive the highest quality care and 
supports across programs that they all so richly deserve. 
We offer a model of care designed to achieve all of the 
State’s goals for the Nevada Medicaid and Check Up 
programs and a shared passion for service to those who 
might otherwise get lost in the labyrinth of today’s 
healthcare environment. Our mission is simply stated, yet 
profound in its importance to us as a company and to our 
employees who work tirelessly each day on behalf of our 
members—that everyone deserves quality healthcare. 
Our care model fully aligns with DHCFP and DHHS’ 
needs and our decades of experience provide us a greater 
level of insight and a deeper understanding of the needs 
that drive Medicaid and CHIP individuals, their 
caregivers, and their providers than any of our 
competitors can offer. We are excited to bring our 
experience, dedication, and energy to the Nevada 
Medicaid and Check Up programs. 


The following sections provide detailed information on our company, our mission, and the 
breadth of experience we bring to the Nevada Medicaid and Check Up programs. 
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4.1 Vendor Information 
4.1.1 Company Profile 
Vendors must provide a company profile in the table format below. 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, etc.):  
State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the services 
described in this RFP: 


 


Number of employees locally with the expertise to support 
the requirements identified in this RFP: 


 


Number of employees nationally with the expertise to 
support the requirements in this RFP: 


 


Location(s) from which employees will be assigned for this 
project: 


 


 
Question Response 


Company name: Molina Healthcare of Nevada, Inc. 


Ownership (sole proprietor, 
partnership, etc.): 


Molina Healthcare of Nevada, Inc., is a wholly owned subsidiary of 
Molina Healthcare, Inc., which is a publicly traded, for-profit 
corporation. 


State of incorporation: Molina Healthcare, Inc., is incorporated in the State of Delaware. 


Date of incorporation: Molina Healthcare of Nevada, Inc., was established in 2016. Molina 
Healthcare, Inc., was established in 1980 and began providing 
Medicaid health plan services in 1994. 


# of years in business: 36 years 


List of top officers: Joseph M. Molina, MD 
President, CEO and Chairman of the Board 
John C. Molina, JD 
Chief Financial Officer 
Terry P. Bayer, JD, MPH 
Chief Operating Officer 
Joseph W. White, CPA, MBA 
Chief Accounting Officer 
Jeff Barlow, JD, MPH 
Chief Legal Officer and Secretary 


Location of company headquarters: Molina Healthcare of Nevada’s parent company, Molina Healthcare, 
Inc., is headquartered in Long Beach, California. 


Location(s) of the company offices: Nevada 
2725 East Desert Inn Road, Suite 180 
Las Vegas, NV 89121 
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Question Response 
4773 Caughlin Parkway 
Reno, NV 89159 
 
309 West Lake Mead Boulevard 
Henderson, NV 89015 
 
California 
300 University Avenue, Suite 100 
Sacramento, CA 95825 
 
2277 Fair Oaks Boulevard, Suite 195 
Sacramento, CA 95825 
 
540 East Artesia Boulevard 
Long Beach, CA 90805 
 
One Golden Shore Drive 
Long Beach, CA 90802 
 
7400 Sunrise Boulevard 
Citrus Heights, CA 95610 
 
900 East Washington Street 
Colton, CA 92324 
 
9275 Sky Park Court #400 
San Diego, CA 92123 
 
1500 Hughes Way 
Long Beach, CA 90810 
 
2300 North Walnut Avenue 
Signal Hill, CA 90755 
 
200 Oceangate 
Long Beach, CA 90802 
 
445 East Anaheim Street 
Wilmington, CA 90744 
 
1627 East Anaheim Street 
Long Beach, CA 90813 
 
887 East Second Street 
Pomona, CA 91767 
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Question Response 
111 West Ocean Boulevard 
Long Beach, CA 90802 
 
44256 North 10th Street West 
Lancaster, CA 93534 
 
1650 South Euclid Avenue 
Ontario, CA 91762 
 
11748 Magnolia Avenue 
Riverside, CA 92503 
 
17500 Foothill Boulevard 
Fontana, CA 92324 
 
2279A East Palmdale Boulevard 
Palmdale, CA 93550 
 
184 - 190 East Highland Avenue 
San Bernardino, CA 92404 
 
7215 55th Street 
Sacramento, CA 95823 
 
3234 Marysville Boulevard 
Sacramento, CA 95815 
 
954 Sacramento Avenue 
Sacramento, CA 95605 
 
4215 Norwood Avenue 
Sacramento, CA 95838 
 
Florida 
8300 Northwest 33rd Street, Suite 400 
Doral, FL 33122 
 
3450 Buschwood Park Drive, Suite 200 
Tampa, FL 33618 
 
Illinois 
1520 Kensington Road 
Oak Brook, IL 60523 
 
1 West Old State Capital Plaza, Suite 300 
Springfield, IL 62701 
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Question Response 
 
Michigan 
100 West Big Beaver Road, Suite 600 
Troy, MI 48084 
 
409 East Jefferson Avenue, Suite 600 
Detroit, MI 48226 
 
New Mexico 
400 Tijeras Avenue Northwest, Suite 200 
Albuquerque, NM 87102 
 
Ohio 
3000 Corporate Exchange Drive 
Columbus, OH 43231 
 
25 Merchant Street 
Springdale, OH 45246 
 
6161 Oak Tree Boulevard 
Independence, OH 44131 
 
Puerto Rico 
654 Luis Muñoz Rivera Avenue 
San Juan, PR 00918 
 
South Carolina 
4105 Faber Place Drive, Suite 120 
North Charleston, SC 29405 
 
Texas 
15115 Park Row, Suite 110 
Houston, TX 77084 
 
84 Northeast Loop 410, Suite 200 
San Antonio, TX 78216 
 
4316 South McColl Road 
Edinburg, TX 78539 
 
445 Executive Center Boulevard, Suite 100 
El Paso, TX 79902 
 
6999 McPherson Avenue, Suite 213 
Laredo, TX 78041 
 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
  


 
© 2016 Molina Healthcare, Inc. 4.1-5 


Question Response 
5605 North McArthur Boulevard, Suite 400 
Irving, TX 75038 
 
Utah 
7050 Union Park Center 
Midvale, UT 84047 
 
Washington 
21540 30th Drive Southeast 
Bothell, WA 98021 
 
22125 17th Avenue Southeast 
Bothell, WA 98021 
 
5709 West Sunset Highway 
Spokane, WA 99224 
 
Wisconsin 
2400 South 102nd Street 
West Allis, WI 53227-2132 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Primary Office: 
2725 East Desert Inn Road, Suite 180 
Las Vegas, NV 89121 
 
Additional Nevada-based Offices: 
4773 Caughlin Parkway 
Reno, NV 89159 
 
309 West Lake Mead Boulevard 
Henderson, NV 89015 
 
Regional Office: 
7050 Union Park Center 
Midvale, UT 84047 
 
Corporate Support/Headquarters: 
200 Oceangate, Suite 100 
Long Beach, CA 90802 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


Molina currently has more than 80 employees in Nevada. As part of 
our transition process, our dedicated transition team will staff our 
plan for Nevada with locally based and appropriately licensed 
individuals. 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


Molina Healthcare of Nevada, Inc., is a newly formed entity. Molina 
Healthcare, Inc., has nearly 20,000 employees. 
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Question Response 


Location(s) from which employees 
will be assigned for this project: 


Primary Office: 
2725 E Desert Inn Road, Suite 180 
Las Vegas, NV 89121 
 
Additional Nevada-based Offices: 
4773 Caughlin Parkway 
Reno, NV 89159 
 
309 West Lake Mead Boulevard 
Henderson, NV 89015 
 
Regional Office: 
7050 Union Park Center 
Midvale, UT 84047 
 
Corporate Support/Headquarters: 
200 Oceangate, Suite 100 
Long Beach, CA 90802 


4.1.2 Registration 
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the 
State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the State of 
Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


Not applicable. Molina Healthcare of Nevada, Inc., is registered as a corporation within the 
State of Nevada. See Exhibits 4.1-1 and 4.1-2 for our proof of registration. 
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Exhibit 4.1-1. Molina Healthcare of Nevada Articles of Incorporation 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
4.1-8 © 2016 Molina Healthcare, Inc. 


 
Exhibit 4.1-2. Molina Healthcare of Nevada Corporate Charter 
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4.1.3 Appropriately Licensed 
The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, 
Secretary of State’s Office pursuant to NRS76. Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 
Per Amendment 2, RFP Change 1: 
New section: 
Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ 
Technical Proposal of vendor’s response. 
Question Response 
Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  
 


Question Response 


Nevada Business License Number: Exempt pursuant to 57 N.R.S. Section 680B.020 


Legal Entity Name: Molina Healthcare of Nevada, Inc. 


National Provider Identifier (NPI): Not applicable. Molina Healthcare of Nevada, Inc., is a 
health plan rather than a healthcare provider; 
accordingly, it does not provide or bill for healthcare 
services. Moreover, there is no taxonomy code for 
health plans.  


Atypical Provider Identifier (API): Not applicable. Molina Healthcare of Nevada, Inc., is a 
health plan rather than a healthcare provider; 
accordingly, it does not provide or bill for healthcare 
services. Moreover, there is no taxonomy code for 
health plans. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes  No  


 
If “No”, provide explanation. 


Not applicable. 


4.1.4 Licensing Requirement(s) 
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be proactive in verification of these 
requirements prior to proposal submittal. Proposals that do not contain the requisite licensure may be deemed non-responsive. 


Molina is always proactive about verifying licensure requirements prior to proposal 
submission and is in the process of obtaining a license in Nevada to operate as a Medicaid 
managed care health insurance plan. We maintain appropriate licensure at all times during 
the period of contract under any and all applicable laws. 



http://nvsos.gov/
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4.1.5 Nevada Engagement 
Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes  No  
 


If “Yes”, complete the following table for each State agency for whom the work was performed. Table can be duplicated for each 
contract being identified. 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were performed:  


Type of duties performed:  


Total dollar value of the contract:  


 
Not applicable. 


4.1.6 Nevada Employment 
Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, 
departments, or divisions? 


Yes  No  
 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory time, or on their 
own time? 


Not applicable. 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person who has been an 
employee of an agency of the State of Nevada within the past two (2) years, and if such person will be performing or producing the 
services which you will be contracted to provide under this contract, you must disclose the identity of each such person in your 
response to this RFP, and specify the services that each person will be expected to perform. 


Not applicable. 


4.1.7 Contract Disclosures 
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has 
been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any other governmental entity. 
Any pending claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No  
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If “Yes”, please provide the following information. Table can be duplicated for each issue being identified. 


Question Response 


Date of alleged contract failure or breach:  


Parties involved:  


Description of the contract failure, contract 
breach, or litigation, including the products or 
services involved: 


 


Amount in controversy:  


Resolution or current status of the dispute:  


If the matter has resulted in a court case: Court Case Number 


  


Status of the litigation:  


 
As a newly formed corporation (on July 14, 2016), Molina Healthcare of Nevada, Inc., has no 
prior or existing contractual relationships with the State of Nevada or government entities 
and, accordingly, has no failures, breaches, or litigation involving a contract with the State of 
Nevada or any other government entity to disclose. Likewise, there is no pending claim or 
litigation that may adversely affect the ability of Molina Healthcare of Nevada, Inc., to 
perform or fulfill its obligations if a contract is awarded as a result of this RFP. 


Molina Healthcare of Nevada, Inc., is an affiliate of multiple health plans under contract with 
various government agencies outside the State of Nevada, and can provide information on 
responsive matters with respect to those affiliates if requested. 


4.1.8 Insurance Requirements 
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3260. Does your 
organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E. 


Yes  No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, Technical Proposal 
Certification of Compliance with Terms and Conditions of RFP. Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific. If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the coverages as specified in 
Attachment E, Insurance Schedule for RFP 3260. 


We have reviewed the insurance requirements set forth in RFP Attachment E, Insurance 
Schedule for RFP 3260, and will provide the State with our Certificate of Insurance upon 
award. 
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4.1.9 Company Background/History 
Company background/history and why vendor is qualified to provide the services described in this RFP. Limit response to no more 
than five (5) pages. 


State governments and federal agencies trust us to provide a wide range of quality healthcare 
services to families and individuals who qualify for government-sponsored programs. We 
operate Medicaid plans in California, Florida, Illinois, Michigan, New Mexico, Ohio, Puerto 
Rico, South Carolina, Texas, Utah, Washington, and Wisconsin. In addition, we recently 
completed the acquisition of a health plan in New York. Collectively, our health plans serve 
more than 4.2 million Medicaid, Medicare, and Marketplace members who participate in 
Temporary Assistance for Needy Families (TANF); Aged, Blind or Disabled (ABD); Long-
term Care (LTC); Managed Long-Term Services and Supports (MLTSS); State Children’s 
Health Insurance Program (SCHIP); Medicare Advantage Special Needs Plan (D-SNP); or 
Medicare-Medicaid Plan (MMP) programs. Our members are supported by a provider network 
of nearly 230,000 primary care and specialist physicians and more than 1,500 hospitals. 


Our overall experience is highlighted in Exhibit 4.1-3. 


 
Exhibit 4.1-3. Molina’s Experience 


Our Medicare Advantage D-SNP plans, which we manage in nine states, meet the needs of 
individuals with Medicare or both Medicaid and Medicare coverage. These plans offer 
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comprehensive, quality benefits and programs as well as access to a large selection of doctors, 
hospitals, and other healthcare providers at little or no out-of-pocket cost. 


Molina also participates in federal Financial Alignment Duals Demonstration projects in six 
states, the most of any MCO in the nation. Today we serve more than 51,000 members as part 
of these demonstrations, the largest enrollment among MCOs nationwide. In these programs, 
we provide all Medicare and Medicaid services, including both institutional and home- and 
community-based services and supports. Molina also provides MLTSS to another 44,000 
members through established programs outside of the Duals Demonstration scope. This 
experience has enabled us not only to specialize in this area of care but to excel in providing 
MLTSS for our members enrolled in these programs. 


We also offer Marketplace (Exchange) plans in nine states where we have Medicaid health 
plans. When members enroll in a Molina Marketplace plan upon loss of Medicaid eligibility, it 
enables them to stay with existing providers and keep out-of-pocket expenses to a minimum. 
Continuity of care without changing providers also is possible for our Marketplace members 
who regain their Medicaid eligibility and re-enroll in one of our Medicaid health plans. While 
many companies are withdrawing from markets due to low margins and challenging rates, we 
remain fully committed to these strategically important programs and their members. We 
currently serve more than 597,000 members through Marketplace plans. 


Molina also owns and/or operates 25 direct delivery primary care clinics in California, 
Florida, New Mexico, Utah, and Washington, and we continue to look for expansion 
opportunities in underserved communities. Our medical offices provide primary care services 
such as prenatal care, immunizations, and flu shots. This experience provides us with deeper 
insight and understanding of care delivery challenges and opportunities, particularly in rural 
and underserved areas, than any other health plan. Our clinics manage more than 162,000 
primary care visits each year. 


A new Molina subsidiary, Pathways℠, is one of the largest national providers of accessible, 
outcome-based behavioral health (BH) services in the country. Operating in 23 states, 
including Nevada, Pathways allows us to more effectively integrate our members’ physical and 
BH care. With more than 80 employees in the State, our Pathways subsidiaries Choices Group 
and Maple Star have offered outstanding service in Nevada for well over 25 years. They serve 
more than 1,100 adults, families, and children statewide per year, providing the following 
services: 


• Substance abuse assessment and treatment services 
• Home-based basic skills and psychosocial rehabilitation 
• Mental health assessment and treatment services 
• Therapeutic foster care 
• Co-occurring treatment services 
• Medicaid services 
• Adult, adolescent, children, and veterans services 
• Care coordination / case management services 
• Onsite laboratory services—drug abuse testing 
• Criminal justice system, and specialty courts services 
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• DUI treatment services 
• Diversion treatment services 


Molina Medicaid Solutions, another wholly owned subsidiary, designs, develops, implements, 
and operates Medicaid management information systems. These systems provide state 
agencies with the technological foundation to meet current and future process and regulatory 
requirements. Molina Medicaid Solutions serves more than four million Medicaid 
beneficiaries in Idaho, Louisiana, Maine, New Jersey, West Virginia, and the U.S. Virgin 
Islands. 


A National Company with a Local Focus 
Whether it’s caring for members, community engagement and advocacy, job creation, 
environmental stewardship, or any number of other community interactions, we always aim to 
do more. We recognize the critical role of the communities in which we live and serve our 
members. As such, we expect our staff to be active and productive participants in their 
communities. Our commitment to community service is demonstrated through our vibrant, 
corporate-wide social responsibility initiative. As part of this initiative, we constantly identify 
grassroots organizations in the communities we serve, making contributions that have lasting 
impacts. From corporate giving and partnerships to community champions to volunteerism, 
our Molina family sets out each day to have an impact. 


The Molina HOPE corporate giving program provides 
micro-grants directly to community partners and has 
invested more than $2 million in local communities. For 
instance, Molina Corporate has funded National 
Hispanic Health Foundation scholarships. Molina 
Healthcare’s state health plans also donate money and 
supplies to a variety of community-based organizations. 


Our Community Champions award program also helps 
us build community partnerships, honoring unsung 
heroes (volunteers, health professionals, advocates) in 
our neighborhoods. Each honoree receives a $1,000 
grant to pass on to an organization of choice. In the last 
two years, the program has recognized 122 champions in seven states, distributing $120,000 in 
grants. 


Molina’s Helping Hands program provides employees with opportunities to invest time and 
energy in local charitable activities. Molina encourages employees to participate in Helping 
Hands activities by providing paid time off from work for their volunteer efforts. Our teams 
make giving back to their communities a priority and, as shown in Exhibit 4.1-4, they engage 
in many activities over the course of the year to do so. From health fairs to distributing 
essentials like water and blankets to making our members feel appreciated, community service 
is at the very heart of who we are as a company. 
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Exhibit 4.1-4. Molina Teams in the Community 


For example, Molina Healthcare of Puerto Rico has made community service a focal point for 
its staff. Our team made a surprise visit to a pediatric hospital in San Juan to give away more 
than 100 coloring books with crayons to patients as well as blankets and refreshments for their 
parents. In addition, more than 50 employees volunteered at Centro Deambulantes Cristo 
Pobre, a homeless shelter that our members frequently visit. The health plan also hosted a 
donation drive to collect clothing, personal hygiene items, and cash from employees. Employee 
volunteers then sorted the items, assembled personal care kits, and hosted a Molina Health 
and Wellness Fair where they handed out the donations and offered health screenings with 
Molina nurses and network providers. Our team also coordinated a two-part effort to benefit 
La Casa de Nuestra Gente in San Juan, a soup kitchen and community center for homeless or 
low-income individuals. During the first phase, employee volunteers painted and renovated the 
dining area of the soup kitchen. During the second, employees served lunch to local residents. 
The event also included music, games, free haircuts, HIV testing, and blood pressure and 
glucose screenings. 


Another example comes from Molina Healthcare of Michigan (MHM), which partnered with 
the Genesee County Health Department and Flint Community Schools to host a series of local 
support events to educate the community on the dangers of lead poisoning and encourage 
preventive measures. Each event offers free water filters and lead testing for children six and 
under. At the first two events alone, more than 360 children received free lead tests. MHM’s 
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chief medical officer, Dr. James Forshee, spoke with the CBS affiliate in Flint to stress the 
importance of being educated on the dangers of lead poisoning and urged viewers to visit their 
primary care physicians. Additionally, our employees organized a Helping Hands activity to 
donate 8,000 bottles of water to the Flint community. This effort was part of an ongoing water 
donation drive our team organized at its Troy and Detroit offices. As part of the health plan’s 
continued efforts to support the Flint community, an additional 15 free public events will take 
place in the coming months. 


In South Carolina, as temperatures dropped last winter, Molina Healthcare of South Carolina 
(MHSC) planned five giveaway events to help keep residents warm. At the first event, MHSC 
provided winter safety information and gave away 300 blankets and kids’ gloves to more than 
550 households at Shiloh Adventist Church in Charleston. 


 
Molina Healthcare of Texas (MHT) and Dallas Love 
Field Airport recently formed a unique partnership to 
showcase a collection of art by Dallas-area seniors 
living in nursing facilities (NFs). The Molina Quality 
Living Program (MQL) created the “Art with the 
Aging” collection, which highlighted works from 14 
NFs and 65 artists. The program demonstrates our 
commitment to facilitating effective care management. 
MQL rewards quality and efficiency for NFs that meet 
or exceed specific performance criteria in the provision of residential/custodial care to 
members. The exhibit opened January 8 with a ribbon-cutting event at the airport. More than 
150 people attended, including Anne Rote, MHT’s plan president, and Gary Jessee, the state’s 
Medicaid director. 


Whether it is food drives, art shows, or health fairs, Molina staff stands ready to go above and 
beyond in service to our communities. For us, giving back is a vital part of our corporate 
culture. We look forward to bringing this same energy and dedication to Nevada. 
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4.1.9.1 Qualified Health Maintenance Organizations 
Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


While our licensure in Nevada is pending, we will ensure that our firm is a Qualified Health 
Maintenance Organization as defined by 42 U.S.C 300e-9. 


4.1.10 Length of Time Services Provided 
Length of time vendor has been providing services described in this RFP to the public and/or private sector. Please provide a brief 
description. 


For more than 22 years, Molina has operated health plans in multiple states for 
government/public sector clients. Exclusively focused on serving individuals who rely on 
government assistance to meet their healthcare needs, today we support more than 4.2 million 
members in 12 states and the Commonwealth of Puerto Rico. Details can be found in the 
following sections. 


4.1.11 Corporate Background 


4.1.11.1 General Description of the Primary Business 
Provide a general description of the primary business of your organization and its client base. Include the length of time vendor has 
been providing services described in this RFP to the public and/or private sector. 


Molina has provided quality healthcare services to public sector organizations and individuals 
relying on government assistance for more than 36 years, experience that includes direct 
delivery clinics, health plans, and health management information systems. No other 
organization of its kind does all three. The following is a high-level summary of our services. 


Medicaid Health Plans 
Molina contracts with state governments, providing a wide range of quality healthcare services 
to families and individuals who qualify for government-sponsored programs, including 
Medicaid and SCHIP. Molina Healthcare offers Medicaid plans in California, Florida, 
Illinois, Michigan, New Mexico, Ohio, Puerto Rico, South Carolina, Texas, Utah, 
Washington, and Wisconsin. 


Medicare 
Molina offers Medicare Advantage plans designed to meet the needs of individuals with 
Medicare or both Medicaid and Medicare coverage. Molina Medicare plans offer 
comprehensive, quality benefits and programs including access to a large selection of doctors, 
hospitals, and other healthcare providers at little or no out-of-pocket cost. 


Integrated Medicaid/Medicare (Duals) 
We have been selected for several duals demonstration projects as part of a member-centered 
healthcare approach for people who are eligible for both Medicaid and Medicare. As we 
already work with these members through our Medicaid and Medicare health plans and have 
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for many years, this experience enables us to provide high-quality, coordinated care to these 
members, meeting their unique needs. 


Marketplace 
Molina Healthcare offers Marketplace plans in many of the states where we offer Medicaid 
health plans. Our plans allow our Medicaid members to stay with their providers as they 
transition between Medicaid and the Marketplace. Additionally, they remove financial barriers 
to quality care and keep members’ out-of-pocket expenses to a minimum. 


Medical Clinics (Direct Delivery) 
Molina Healthcare owns and/or operates medical clinics in California, Florida, New Mexico, 
Utah, and Washington and continues to look for expansion opportunities in member 
communities. Our medical offices provide primary care services such as prenatal care and 
immunizations to individuals who qualify for government-sponsored programs. 


Molina Medicaid Solutions 
A wholly owned subsidiary, Molina Medicaid Solutions designs, develops, implements, and 
operates Medicaid management information systems. Our expertise provides the technological 
foundation needed by state agencies to meet current and future Medicaid Information 
Technology Architecture (MITA) business process and regulatory healthcare requirements. 
Molina Medicaid Solutions’ fiscal agent contracts in Idaho, Louisiana, Maine, New Jersey, 
and West Virginia provide services to more than 3.4 million Medicaid beneficiaries. 


4.1.11.2 Brief History and Current Company Ownership 
Provide a brief history and current company ownership including the ultimate parent organization and major shareholders/principals. 


As stated, Molina Healthcare of Nevada is a wholly owned subsidiary of Molina Healthcare, 
Inc., which is a publicly traded corporation. The Molina story began with one man’s belief 
that when it comes to healthcare, everyone should be treated like family. As an emergency 
room (ER) physician, C. David Molina, MD, noticed that Medicaid and uninsured patients 
visited the ER in need of general healthcare services. Without family doctors, however, they 
did not always receive essential, consistent, and coordinated care. Feeling strongly that these 
individuals deserved better, Dr. Molina set out to do something about it. What began in 1980 
as a single clinic near Long Beach, California, providing low-income individuals and families 
with a place to get personalized healthcare has blossomed into a company with 12 health 
plans, 25 direct delivery clinics, and more than 4.2 million members. Exhibit 4.1-5 highlights 
our history. 
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Exhibit 4.1-5. Molina Company History 
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Dr. Molina’s initial effort has since become a family mission. Never forgetting their roots, the 
Molina children once in charge of sweeping floors, stocking shelves, and filing medical 
records now lead the company’s operations and strategic direction. Exhibit 4.1-6 highlights 
our leadership today. 


 
Exhibit 4.1-6. Company Leadership (l-r: J. Mario Molina, MD; Martha Molina-


Bernadett, MD; and John C. Molina) 


4.1.11.3 Resident of Nevada 
Is your firm a resident of Nevada or a resident of another state? If so, please list the state of residence. Does your resident state 
apply a preference, which is not afforded to bidders or vendors who are residents in the state of Nevada? This information may be 
utilized in determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Molina Healthcare of Nevada, Inc. is a resident of the State of Nevada. 


4.1.11.4 Location of Disaster Recovery Back-up Site 
The location of disaster recovery back-up site. 


Core IT systems are located in our primary data center in Albuquerque, New Mexico, and 
protected by a co-location/disaster recovery (DR) data center located in Richardson, Texas. 
Near real-time storage replication ensures that critical production data is available at the DR 
site. Production data backups are also copied to the DR site, providing a secondary data 
protection measure. 


In the event of a disaster preventing application functionality at the primary data center, the 
Disaster Recovery Team works with the IT infrastructure and application teams to coordinate 
the efforts needed to bring up the DR servers and connect them with the replicated data, 
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according to the DR plan documentation. This documentation is available for onsite review 
upon request. 


Our DR plan addresses procedures for recovering from a declared disaster at the primary data 
center that renders one or more production applications unusable in the primary site. 


Lower-level system failures and localized system outages are addressed through the normal 
production monitoring, notification, troubleshooting, and escalation procedures. As such, they 
do not normally warrant invocation of the DR plan. The DR plan would only be activated 
when it is declared by Molina IT senior management in instances when a failure, whatever the 
cause, renders an application unusable in the primary data center. These failures may be 
procedurally categorized into two main types: 


• A major disaster resulting in catastrophic damage to the primary data center 
• A technical issue that develops to the point where a decision is made to fail an application 


over to the DR site 


A major disaster event at the primary data center would be quickly detected by Molina staff in 
New Mexico and/or the Network Operations Center (NOC), where personnel monitor systems 
24/7. The NOC notifies the Enterprise Service Desk and then follows established 
troubleshooting, notification, and escalation procedures to summon the appropriate on-call 
subject matter experts. For complex issues, including a major disaster, the NOC opens a 
conference bridge to provide a central communication and collaboration venue. Damage 
assessment is performed by the critical facilities management team in New Mexico in 
conjunction with the IaaS Service Operations–Infrastructure staff located in New Mexico. 
Decisions are made by Molina IT senior management on how to meet the demands of the 
situation from within the framework of the Incident Command System. 


Since the probability of such a catastrophic event is very remote, a more realistic scenario 
would involve an issue that is detected and develops to the point where a decision is made to 
fail an application over to the DR site. 


Detection of an incident or impending event affecting an application could be made by any 
number of Molina staff, but most likely, the NOC, the application support team, or a business 
user. The Enterprise Service Desk is the single point of contact for reporting all incidents. The 
initial response of any Molina employee or business user detecting an issue should be to call 
the service desk at 888-562-5442, extension 114357 (11HELP). The service desk technician 
follows the established procedures to document, diagnose, and remediate the issue. 


If the Service Desk technician is unable to resolve the issue or determines that it is a Severity 1 
incident and requires escalation, he or she follows the prescribed procedures to notify the 
NOC. 


If the NOC is the first to identify the issue, the NOC also notifies the service desk and proceeds 
to follow the NOC’s established triage, notification, and escalation procedures, summoning 
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the appropriate IaaS Service Operations–Infrastructure on-call personnel. The NOC opens 
and maintains a bridge line for team collaboration. 


As part of the troubleshooting procedures, infrastructure and application management are 
notified and engaged. Management personnel reach out to the business community as 
appropriate. The decision to fail over an application to the DR site is the outcome of 
collaboration between the infrastructure, application, and business teams. 


4.1.11.5 Point of Contact 
The name, address and telephone number of the Vendor’s point of contact for a contract resulting from this RFP 


Molina’s point of contact for a contract resulting from this RFP is: 


Brian Monsen 
7050 Union Park Center #200 
Midvale, UT 84047 
P: 801-209-2842 
E: brian.monsen@molinahealthcare.com 


4.1.11.6 Size of Organization 
The size of organization in assets, revenue and people. 


As a newly formed entity, the financial strength and condition of the vendor is enhanced by 
our parent company, Molina Healthcare, Inc. Molina Healthcare of Nevada, Inc., is a wholly 
owned subsidiary of our publicly traded parent corporation, Molina Healthcare, Inc. 


Molina Healthcare, Inc., is a Fortune 500 corporation whose common stock is publicly traded 
on the New York Stock Exchange under the symbol MOH. As of December 31, 2015, Molina 
Healthcare, Inc., and its consolidated subsidiaries had over $4.2 billion in cash and 
marketable securities investments; working capital in excess of $1.5 billion; and immediate 
access to an additional $250 million under a revolving credit facility, which can be increased 
to $350 million subject to certain conditions. As of December 31, 2015, Molina Healthcare, 
Inc.’s health plans had aggregate statutory capital and surplus of approximately $1.35 billion, 
which exceeded the required minimum aggregate statutory capital and surplus of 
approximately $776 million by approximately 75% (or $574 million). 


Molina Healthcare Inc., employs approximately 20,000 staff nationwide. 


4.1.11.7 Organizational Chart 
The organizational chart of your senior management by function including key personnel. 


Exhibit 4.1-7, on the following page, provides our organizational chart at a senior 
management level, including all key personnel required in the RFP. Detailed information on 
our proposed key personnel and staffing approach can be found in Proposal Sections 4.1.12.5, 
Key Personnel, and 4.1.12.6, Additional Full-time Staff. 
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Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.11.7, Organizational Chart, Exhibit 4.1-7 
Organizational Chart, for redacted content. This information constitutes proprietary, 
confidential and/or trade secret information pursuant to Nevada Revised Statutes sections 
333.333, 333.020(5), and 600A.030(5). 


4.1.11.8 Areas of Specialization 
The areas of specialization. 


Serving Medicaid program participants is not an ancillary business for Molina, as it is for 
some of our competitors. Our company began, and continues today, with a mission to provide 
superior medical care and related support to low-income individuals. We provide a wide range 
of quality healthcare services to families and individuals who qualify for government-
sponsored programs, including Medicaid and SCHIP. The following pages detail our areas of 
specialization, which are followed by descriptions of our experience in each of our states. 


Medicaid/CHIP 
The CMS, Office of the Actuary, estimates that by 2020, more than 82 million individuals will 
be enrolled in Medicaid and CHIP programs nationwide. Unlike many of our competitors, 
Molina exclusively serves individuals relying on government-assisted healthcare programs. 
Prior to founding our company, Dr. C. David Molina cared for many patients in the ER who 
were on Medicaid and did not have access to a family doctor. He firmly believed that everyone 
deserved high-quality medical care regardless of their ability to pay and turned his life’s 
mission toward caring for the vulnerable and underserved. 


Today, 60% of our members participate in these critical programs. While our reach has 
expanded into additional, highly specialized program areas such as MLTSS and ABD, our 
Medicaid and CHIP members remain the very core of our membership. We currently provide 
Medicaid managed care plans in California, Florida, Illinois, Michigan, New Mexico, Ohio, 
Puerto Rico, South Carolina, Texas, Utah, Washington, and Wisconsin. In addition, we have 
recently completed our acquisition of Universal American’s Total Care Medicaid plan in New 
York. With the addition of a New York health plan, we will be in all five of the largest state 
Medicaid markets in the country. 
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Additional Benefit Programs 
As the service delivery needs of these diverse populations continue to evolve, so, too, has our 
ability to provide specialized health plans for members with a more complex set of needs. The 
following subsections detail our capabilities to serve the full range of Medicaid and Medicare 
programs as a natural extension of our core competency in Medicaid and CHIP programs, 
across the care continuum. Exhibit 4.1-8 highlights our experience in each of these areas. 


 
Exhibit 4.1-8. Molina’s Experience with Specialty Populations 
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Aged, Blind, and Disabled (ABD) 
ABD individuals are a highly complex population requiring innovative, person-centered 
services and supports through home- and community-based services to keep them in their 
homes and communities. Unlike traditional Medicaid participants, ABD members typically 
manage multiple chronic illnesses, require BH services, and are more likely to have greater 
limitations in activities of daily living (ADL). Because of these challenges, we offer these 
individuals more focused care, including home care, as well as a person-centered model of 
care that is member-, caregiver-, and family-centric. Today we serve 387,000 ABD members 
through 14 programs in 10 states, including California, Florida, Illinois, New Mexico, Ohio, 
South Carolina, Texas, Utah, Washington, and Wisconsin. We can readily take this expertise 
and apply it to Nevada should the State choose to include its ABD members in the future. 


Managed Long Term Services and Supports (MLTSS) 
We recognized early on that MLTSS would become an important area of focus, and we have 
spent three decades building and executing this core competency. Molina offers a long track 
record of incorporating home- and community-based services as well as long-term care 
services to better support the unique needs of each of our members. To facilitate this process, 
our focus is three-fold: 


• We use our deep understanding of social determinants of health to drive outcomes 
• We leverage technology and innovation to enhance our service and delivery capabilities 


across functional areas 
• We place an intense emphasis on careful, thoughtful coordination among programs, 


MCOs, and providers 


Over the past three decades, we have operated and managed several plans where members 
have required complex, coordinated, and highly personalized care. Today, we provide 
enhanced care coordination services in several states, including California, Illinois, Michigan, 
New Mexico, Ohio, South Carolina, and Texas, to more than 225,000 individuals. These 
services and supports have resulted in improved health outcomes and significant cost savings 
for these states. Notably, six of these programs serve MMP/Duals populations: California, 
Illinois, Michigan, Ohio, South Carolina, and Texas. 


MMP/Duals Market Leadership 
The market leader in providing managed care services and supports to dually eligible 
Medicare and Medicaid beneficiaries nationwide, we participate in six of the 13 MMP federal 
financial alignment demonstrations now underway in partnership with CMS and state 
Medicaid agencies. We serve more than 51,000 MMP members, the most of any MCO, in the 
following states: 
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• California (CalMediConnect). We participate in four counties. San Diego, Riverside, and 
San Bernardino counties started voluntary enrollment in April 2014 and passive 
enrollment in May 2014. Los Angeles County started passive and voluntary enrollment in 
July 2014 


• Illinois (MMAI). We participate in 15 counties in the Central Region. Voluntary 
enrollment started in March 2014, and passive enrollment started in June 2014 


• Michigan (Michigan Health Link). Molina participates in the two largest counties in the 
state: Wayne and Macomb. Voluntary enrollment started in May 2015, and passive 
enrollment began in July 2015 


• Ohio (MyCare Ohio). We operate in three regions (Southwest, Central, and West Central) 
in a total of 13 counties. Voluntary enrollment started in June 2014, and passive 
enrollment began in January 2015 


• South Carolina (Healthy Connections Prime). The state initially set a statewide service 
area; our primary focus is 25 counties. Voluntary enrollment started in February 2015, 
and passive enrollment will follow 


• Texas (Texas Dual Eligible Integration Project). Molina participates in five large counties 
with significant duals STAR+PLUS membership. Voluntary enrollment started in March 
2015, and passive enrollment began in April 2015 


Alongside CMS and our state partners, our primary focus with all of our MMP plans is to 
ensure that our members receive better coordinated and fully integrated care between their 
Medicaid and Medicare benefits. 


Medicare Advantage D-SNP 
For the past decade, we have provided Medicare Advantage D-SNP plans in several of our 
states. Today we are the ninth-largest D-SNP plan in the country and serve 44,000 D-SNP 
members. Of our rated contracts, five of our eight are rated at 3.5 stars overall; on Part D, five 
of our eight rated contracts are at 4 stars. 


Similar to MMP, our primary focus is working with CMS and state partners to ensure our 
members receive highly coordinated care between their Medicaid and Medicare benefits. We 
understand that these members are overwhelmed with co-morbidities, limited English, and low 
incomes. As a result, the care we provide is a crucial element toward living a healthier and 
longer life. Having this understanding, we provide member-centered care and information 
during all touch points and address issues as quickly as possible to ensure high member 
satisfaction. In addition, our care coordinators are experts in engaging and managing all 
necessary parties for timely and efficient care delivery tailored to each individual member. 
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Molina Marketplace 
Molina Marketplace plans provide quality healthcare 
services to people who receive government assistance, 
including those transitioning from Medicaid; parents of 
CHIP members; low-income uninsured; heavily 
subsidized; and individuals who typically obtain care from 
safety net providers. Our aim is to serve people with low 
incomes on both sides of the transition point when they 
move in and out of Medicaid eligibility. This enables 
members who transition to a Marketplace plan to keep 
their existing providers and ensures continuity of care. It 
also provides us the opportunity to serve additional low-
income people who share the same traits as our TANF 
population, especially the uninsured parents of our CHIP 
members. 


Today, Molina Marketplace is a top 10 carrier for Individual Marketplace plans. We serve 
more than 597,000 individuals through our plans in nine states. We manage seven Federally 
Facilitated Marketplace plans in Florida, Michigan, New Mexico, Ohio, Texas, Utah, and 
Wisconsin, as well as two State-Based Exchanges in California and Washington. Seventy-five 
percent of our members are enrolled in a silver plan, and more than 90 percent of our 
membership has coverage subsidized through Advanced Premium Tax Credits (APTCs). We 
offer a 24-hour Nurse Advice Line (NAL), highly competitive premiums, and a broad network 
of CVS/Caremark pharmacies as well as an extensive provider and community-based 
organization network. Our large broker network enables us to provide personalized service, 
help with enrollment, and field questions. We employ the latest in technology to maximize 
outreach and customer service access to our members, including a dedicated Web portal, auto 
pay capabilities, and a mobile Website. 


We hope to expand coverage to additional counties in our current states, as well as introduce 
new statewide plans for Illinois and South Carolina in the coming years. 


Behavioral Health (BH) 
As shown in Exhibit 4.1-10, we offer BH experience in 27 states, including Nevada, as well as 
the Commonwealth of Puerto Rico and the District of Columbia, through our Molina health 
plans and our Pathways operations. In fact, with the recent acquisition of Pathways, Molina 
has become the only MCO in the industry that can provide BH services to our clients in 
whatever manner best fits their needs, including performing full administration of BH 
services; serving in a coordination role with a BH MCO; serving in a hybrid role; or providing 
full administration in some areas while working with an outside BH MCO for others. 


 
Exhibit 4.1-9. Molina 


Marketplace Experience 
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Exhibit 4.1-10. BH Services Experience 


Through our comprehensive BH program, Molina helps our individual state plans to 
effectively coordinate and manage, where applicable, the delivery of the following services: 
screening, assessment, and referral triage; UM; pharmacy services; linkage to ancillary 
support services or other external state agencies; integrated coordination of chemical 
dependency assessment and treatment services (when a covered benefit), or linkage to such 
services when they are outside of the benefit structure; centralized NAL support; integrated 
case management; and external vendor oversight. 


Whether BH services are integrated with our state managed care plans or provided by another 
MCO, we offer unmatched expertise to ensure members receive the help they need whenever 
and wherever they need it, and this assistance is fully integrated with all other aspects of care. 


Relevant Experience by State 
Table 4.1-1 provides detailed plan information for each state, including relevant experience in 
each of our states serving Medicaid enrollees. 


Table 4.1-1. Relevant Experience by State 
State Experience 


Molina Healthcare of 
California, Inc. 


Our story starts in California in 1980, and over the course of the past three decades, 
Molina has built a strong reputation as a leading healthcare provider in the state. In 
1994, we became a licensed health plan. Today we serve more than 680,000 
members through Medi-Cal, Medicare, Medicare-Medicaid (Duals), and Covered 
California (Marketplace) health programs. More than 15,000 members are dual 
eligibles. Our service areas include Sacramento, Los Angeles, San Bernardino, 
Riverside, San Diego, and Imperial counties. We also own and operate 19 primary 
care clinics statewide. 
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State Experience 


Molina Healthcare of 
Florida, Inc. 


Our work for the State of Florida began in 2008. Today we serve approximately 
565,000 members through Medicaid, Medicare, and Health Insurance Exchange (HIE) 
programs. Our service areas include the entire east coast of the state, the western 
panhandle, and counties along the mid-to-southern Gulf Coast. Additionally, we 
operate two primary care clinics in Palm Beach. Our focus is serving MLTSS 
members, providing long-term care options, and coordinating and approving HCBS. 


Molina Healthcare of 
Illinois, Inc. 


For more than three years, we have provided managed care systems and operations 
services to the State of Illinois. Today we serve more than 201,000 members through 
Medicaid and Medicare–Medicaid (Duals) health programs, including more than 
4,000 MMP members. Our service area includes 19 counties throughout the state. 
The Illinois team specializes in HCBS waiver services, delivering a program that is 
highly successful in helping our members maintain their independence in the 
community and avoid institutionalization, as well as decreasing inpatient 
admissions and average length of stay. Of the more than 800 waiver members 
enrolled in 2015, we were able to help 99.6 percent of them stay out of a long-term 
care facility and live in their communities. 


Molina Healthcare of 
Michigan, Inc. 


For more than 20 years, we have provided managed care systems and operations 
for the State of Michigan. Today we serve more than 393,000 members statewide, 
including Medicaid (CHIP), Medicare, and MMP individuals. Our Duals 
Demonstration plan in the largest two counties in the state (Wayne and Macomb) 
serves nearly 10,000 individuals. Molina Healthcare of Michigan was rated four out 
of a possible five stars among Medicaid health plans in Michigan by the NCQA 
Medicaid Health Insurance Plan Ratings for 2015 – 2016. 


Molina Healthcare of 
New Mexico, Inc.  


For more than 19 years, we have provided managed care systems and operations 
for individuals throughout New Mexico. Today we serve more than 251,000 members 
through Medicaid, Medicare, and Health Insurance Marketplace programs. We also 
own and operate a primary care clinic in Albuquerque. In addition to our service to a 
large population of MLTSS members, our Marketplace membership increased 75 
percent from 2015 to 2016. In 2015, Molina Healthcare of New Mexico was a Piñon 
recipient for Quality New Mexico, rated four out of five stars, and was ranked the #1 
Medicaid Health Plan in New Mexico. In addition, in September 2015, Plan President 
Patty Kehoe was named one of the Top CEOs in New Mexico by Albuquerque 
Business First. 


Molina Healthcare of 
Ohio, Inc. 


Since 2005, we have provided managed care systems and operations in the State of 
Ohio. Today, we serve more than 341,000 members participating in Medicaid 
(Healthy Start [CHIP], Healthy Families, TANF, Transitional, ABD) and Medicare 
programs, including more than 10,000 MMP individuals. For our Duals 
Demonstration project, Molina participates in three key regions (Southwest, Central, 
and West Central) comprising 13 counties. In 2015, Molina Healthcare of Ohio was 
the recipient of the most stars in the Ohio Managed Care Plans Report Card, and the 
only plan to score Above Average in three categories. It was also a finalist in the 
Columbus Business First’s Corporate Caring Award in 2015, and the 2014 recipient 
of the Medical Mutual Pillar Award for Community Service. 


Molina Healthcare of 
Puerto Rico, Inc. 


One of our newest plans, Molina Healthcare of Puerto Rico provides services to 
more than 336,000 members participating in the commonwealth’s Government 
Health Plan (Medicaid) and CHIP programs in the East and Southwest regions. Our 
service areas span 18 provinces across Puerto Rico, with regional offices in 
Caguas, Humacao, Ponce, and Yauco. The plan started serving members in April 
2015 and will seek NCQA accreditation as soon as it is able to do so. Despite the 
ongoing financial challenges faced by the commonwealth, Molina continues to 
provide outstanding services to our members and remains a strong partner with the 
Puerto Rico Health Insurance Administration (ASES). 
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State Experience 


Molina Healthcare of 
South Carolina, Inc. 


For the past two years, we have provided managed care services to Medicaid and 
dual eligible individuals in South Carolina. Today, we serve more than 105,000 
members statewide. For the Duals Demonstration, our primary focus is 20 counties 
where we serve nearly 200 dual eligible members. While a newer plan, Molina 
Healthcare of South Carolina is already a committed member of the communities it 
serves. During the flooding that occurred in October 2015, our South Carolina health 
plan contributed $10,000 to the American Red Cross in Charleston to support 
disaster assistance efforts, including feeding and sheltering hundreds of residents 
affected by the disaster. In November 2015, Molina Healthcare of South Carolina 
donated 1,200 reusable grocery bags full of Thanksgiving fixings. 


Molina Healthcare of 
Texas, Inc. 


Since 2005, Molina Healthcare of Texas has provided managed care systems and 
operations to thousands of Texans participating in Medicaid, CHIP, CHIP Perinate, 
ABD, and Medicare programs. Today we serve more than 367,000 members 
statewide, including more than 16,000 MMP individuals. For the Duals 
Demonstration project, Molina participates in five large counties with significant 
duals STAR+PLUS membership. 
A huge state with a complex participant population demands focus on innovation, 
continuous improvement, and application of best practices. In November 2013, 
when the state decided to transition responsibility for long-term residential care to 
MCOs, what seemed like a straightforward change was actually quite the opposite. 
Requests for authorizations careened from agency to agency, which, in turn, sent 
daily authorization files to the health plan. To find an automated solution to address 
the issue, the Texas team worked to develop a long-term care payment calculator, 
which made a great impression on the state. During a readiness review, it calculated 
the correct rate for every tested claim. In addition, the solution allows many claims 
to process automatically, which is faster and less costly than the manual process. 
That means almost all NF LTC claims in Texas are paid in 10 days or less, making 
for happy providers who can, in turn, focus on caring for our members instead of 
chasing payments. 


Molina Healthcare of 
Utah, Inc. 


One of our longest-standing clients, the State of Utah has received managed care 
from Molina for nearly 20 years. Today we serve more than 151,000 members 
statewide who participate in Medicaid, CHIP, Medicare, and Health Insurance 
Exchange programs. We also own and operate primary care clinics in West Valley 
City and Orem. In an excellent example of how our plans rely on each other to share 
best practices, using a similar program started in 2009 at Molina Healthcare of New 
Mexico as a model, Molina Healthcare of Utah established traditional healing 
benefits for its Native American members. These benefits allow Native American 
members to go to their tribe’s traditional healers and be reimbursed up to $100 for 
those services. The program can be used once per year, and members can choose 
to receive program services in a hospital, health clinic, or even at home. 
Molina Healthcare of Utah is extremely active in the communities it serves. From 
adopting local families in need during the holidays to distributing Thanksgiving 
meals to providing basic school supplies to youth, our Utah health plan team makes 
going above and beyond a part of the job each day.  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
  


 
© 2016 Molina Healthcare, Inc. 4.1-31 


State Experience 


Molina Healthcare of 
Washington, Inc. 


Since 2000, we have provided managed care services to the State of Washington. 
Today we serve more than 709,000 members participating in Medicaid, CHIP, 
Medicare, and Health Benefit Exchange programs. We also own and operate Molina 
Medical, a primary care clinic located in Everett. In March 2015, Molina Healthcare of 
Washington became the first healthcare company in Washington to cover “Virtual 
Urgent Care” services through our NAL, which are available 24/7 for 16,000 
members in Tacoma. 
Our team is well versed in collaborating with public and private partners to ensure 
optimal support to plan members. For example, we partnered with the Washington 
State Department of Health and the Washington chapter of the American Academy 
of Pediatrics in September 2015 to secure a $16.3 million grant under the CMS 
Transforming Clinical Practice Initiative (TCPI) for the Washington Pediatric Practice 
Transformation Network (WPPTN). The WPPTN aims to improve health outcomes 
and reduce costs by providing technical assistance and peer-level support to help 
clinicians deliver care in an efficient, patient-centric manner. The WPPTN takes an 
innovative approach that combines stand-alone primary care and BH provider 
practices into an integrated practice transformation network. We will serve as the 
lead Medicaid MCO for the effort, providing all grant-related quality and utilization 
outcome data. 
In addition, Molina has partnered with the Critical Access Hospital Network and 
Empire Health Foundation to secure an $800,000 HRSA Rural Care Coordination 
Network Partnership Program grant. The grant, which runs through August 2018, 
supports the development of rural health networks that focus on care coordination 
activities for diabetes, congestive heart failure, and COPD. This is a new program for 
the HRSA that was initiated by the White House Rural Council. Project sites include 
Adams, Lincoln, and Pend Oreille counties. 


Molina Healthcare of 
Wisconsin, Inc. 


For nearly six years, we have provided managed care systems and operations 
services to Medicaid, CHIP, SSI, and Medicare program participants throughout 
Wisconsin. Today, we serve more than 134,000 members. Our team’s dedication to 
and support for our members has enabled us to expand each year into additional 
counties for both Medicare and Marketplace programs. In 2014 and 2015, Molina 
Healthcare of Wisconsin was named a CDC National Diabetes Prevention Program 
Partner. 


 


4.1.11.9 Main Product/Service Lines and Annual Revenue 
The Company’s main product/service lines and annual revenues for each product/service line for the two most recent years for 
which full data are available. 


Exhibit 4.1-11 provides our revenue breakdown by line of business. See Proposal Section 
4.1.11.8, Areas of Specialization, for detailed descriptions of our service lines as it relates to 
the services requested in the State’s RFP. 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
4.1-32 © 2016 Molina Healthcare, Inc. 


 
Exhibit 4.1-11. Revenue by Line of Business 


4.1.11.10 Corporate Philosophy and Mission Statement 
The corporate philosophy and mission statement. 


Molina is a company driven by a strong set of core values and overall vision that puts our 
members first. Our philosophy? Everyone deserves quality healthcare, regardless of 
circumstances. What began as one man’s mission and a single clinic has since become a 
corporate mission that supports more than 4.2 million members: to provide quality healthcare 
to individuals receiving government assistance. Our leadership, indeed our entire 
organization, is guided by a set of values that sets Molina apart from our peers. These values, 
and what they mean to Nevada, are shown in Exhibit 4.1-12. 
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Exhibit 4.1-12. Molina Values 


4.1.11.11 Plans for Future Growth 
A description of any plans for future growth and development of your organization. 


Molina is recognized as one of the fastest growing MCOs in the industry, and we constantly 
look for opportunities to provide quality healthcare services to individuals in need. As 
described in Proposal Section 4.1.11.2, Brief History and Current Company Ownership, and 
illustrated in Exhibit 4.1-5, Molina Company History, we have grown from a single clinic near 
Long Beach, California in 1980 to a company with 12 health plans, 25 direct delivery clinics, 
and more than 4.2 million members. Our 2015 highlights include an overall enrollment 
growth of 35% across our health plans, our acquisition of Pathways and eight health plans, 
and program expansion in Michigan, South Carolina, Texas, Washington, and Puerto Rico.   


Our plans for future growth will follow a similar path, with an emphasis on, amongst other 
things: 


• Organic growth in existing plans 
• In-market acquisitions 
• Transition of members and benefits from FFS to managed care 
• Capability-based provider acquisitions 
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Molina has seen its enrollment grow from 2.6 million members in December 2014 to our 
current enrollment of 4.2 million through a consistent focus on our corporate philosophy and 
mission. Our growth and development is detailed throughout Proposal Section 4.1, Vendor 
Information, and encapsulated by our recent acquisition of Universal American’s Total Care 
Medicaid plan in New York, which we describe in Proposal Section 4.1.12.1, Detailed 
Experience, as well as the following subsection. 


4.1.11.12 Recent Market Expansion 
Please identify any recent market expansion and/or business line addition by your organization. Describe the implementation 
approach and methodology you employed for the market expansion and/or additional business line identified. For example, what 
kind of planning and project management techniques, what resources and organization, etc.? 


Whether it is expanding our BH services footprint with our recent Pathways acquisition or 
bringing on new plans in new states, Molina applies a time-tested project management 
methodology to ensure the transition is a smooth one for all parties. In fact, we recently 
finalized our acquisition of Universal American’s Total Care Medicaid plan in New York. As 
part of the transaction, we are now taking over the care of approximately 39,000 members, 
and welcome approximately 90 employees to the Molina family. 


Our corporate enterprise project management office (EPMO) is dedicated to ensuring that the 
New York transition and all of our new plan or acquisition transitions are managed 
appropriately and run smoothly for all affected parties. To guide this effort, we draw upon 
more than three decades of experience developing and refining project management processes, 
tools, and communication techniques to serve state clients, providers, and individuals with 
complex needs. We take our proven approach and create a project management plan that 
addresses local needs and requirements. Nevada benefits from our controlled, comprehensive 
approach developed from our extensive knowledge of healthcare communities and tailored to 
address State-specific needs and those of its providers and participants. Our approach to 
project management is based upon: 


Successful History of On-time, Quality Implementations. Recognizing the needs of Medicaid 
populations, we approach each of our health plans and their communities with a focus on the 
individual characteristics that distinguish them, and we customize project management plans 
to meet their exact needs. Each implementation employed a project methodology based on a 
similar proven model that we offer Nevada. 


Flexibility and Scalability. One size does not fit all. At Molina, this is reflected in how we 
provide care to each of our members, how we proactively engage our providers, and how we 
partner with our state clients. We integrate a combination of Nevada-specific knowledge with 
decades of experience with similar implementations. Further, we have the capacity and 
internal controls to successfully serve initial enrollment and anticipated growth. 


Communication and Documentation. Employees are trained to engage in clear and effective 
oral and written communications, which are essential to relaying information and building 
relationships with members, providers, State employees, and community stakeholders. Our 
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people collaborate with our clients to create an approach that works for them and their 
provider and participant communities. Clear, concise, and accurate documentation is similarly 
critical for recording participant events, their preferences, and for sharing information with 
other healthcare professionals. We have enhanced our tools and processes to ensure well-
documented, traceable, and intentional controls throughout the entire project lifecycle. 


Performance Measurement and Management Tools. Measurement and management tools are 
used to track and report on project outcomes. The tools include state-defined metrics, real-time 
and retrospective measurement of program goals, population-specific and member-focused 
improvements, and validation of the outcomes. With these tools, processes, and the ongoing 
application of best practices, we deliver consistent, high-quality deliverables and service on 
time and on budget. Our tools include a Nevada-specific project charter, project plan, change 
control log, business requirements document, decision document, and other critical 
documentation. 


For a detailed discussion of our project management approach, including a discussion of 
these tools and our resources, see Proposal Section 4.1.12.1, Detailed Experience. 


4.1.11.13 Length of Time Providing Services 
Length of time vendor has been providing services described in this RFP to the public and/or private sector. Please provide a brief 
description. 


Molina has provided healthcare services for more than 36 years, including 22 years’ 
experience operating as a health plan providing similar services as those set forth in the 
State’s RFP. 


4.1.12 Experience 


4.1.12.1 Detailed Experience 
Explain in detail the experience your organization has in providing the services requested in this RFP, including specific experience 
with the following: 
A. Managing a network of Medicaid Providers; 
B. Managed care programs for Medicaid recipients; 
C. Managing and improving health outcomes for program recipients; 
D. Administering Medicaid utilization and case management programs; 
E. Medicaid claims processing and adjudication; 
F. Project management; and 
G. Qualifications of key personnel. 


We detail our experience providing the services requested in the RFP in the following 
paragraphs. 


Managing a Network of Medicaid Providers 
As one of the nation’s largest and most respected MCOs, Molina has a successful record of 
managing urban and rural Medicaid provider network adequacy in 11 states and the 
Commonwealth of Puerto Rico. Our network management approach leverages 35 years of 
applicable Medicaid and CHIP program experience. We ensure member choice using a 
diverse network of qualified providers that we continually monitor to ensure access standards 
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are met and maintained appropriately. To maximize access, our providers offer appropriate 
staffing levels and hours of operation, including after-hours availability. They are vetted for 
their ability to accommodate individuals with physical and/or cognitive disabilities or other 
communication barriers (i.e., culture/language) and to serve specific, strategic geographic 
locations. 


We employ proven contracting and development strategies specifically designed to meet or 
exceed DHCFP adequacy standards. Our staff also provides quarterly reports to our quality 
improvement committee (QIC) and reports more frequently as needed. These reports measure 
our network against documented DHCFP access standards, identifying areas for improvement 
and noting progress made to remedy any deficiencies noted during the previous quarter. Our 
network operations committee meets on a monthly basis to review the current network status 
for each covered service, including mix and geographic distribution, and addresses issues that 
emerge from collected data and reports throughout the previous month. Trends that have been 
identified are discussed and a strategy developed to address any discrepancies identified in 
meeting the needs of the minimum and anticipated enrollment levels. 


We leverage GeoAccess and Quest Analytics (Quest ACC) report mapping solutions to 
accurately monitor network accessibility, identify gaps and deficiencies, and verify compliance 
with time and distance standards. Other tools include complaint data related to network access 
and member-to-provider ratios. We also recruit additional targeted providers to strengthen our 
network as enrollment grows and/or medical service needs indicate. 


A National Leader in Medicaid Provider Network Management 
Combined, our 12 health plans manage robust provider networks encompassing more than 
230,000 primary care and specialist physicians and more than 1,500 hospitals serving our 
more than 4.2 million members across the spectrum of Medicaid and Medicare programs and 
populations. We also recently entered into an agreement to acquire Universal American’s 
Total Care Medicaid plan in New York, giving us a strong presence in the nation’s five largest 
state Medicaid markets. We will soon begin caring for Total Care’s approximately 39,000 
members along with managing a network of more than 3,500 quality primary and acute care 
providers.  


Medicare Advantage D-SNP. Established in nine states, our Medicare D-SNP plans offer our 
members access to a large and diverse selection of primary and acute care providers, hospitals, 
and other key ancillary healthcare providers. Molina is also the national leader in CMS 
Medicare-Medicaid (Duals) Demonstration projects, caring for some 53,000 members and 
managing dedicated, quality-focused provider networks encompassing a diverse roster of 
provider types. 


MLTSS. We manage provider networks supporting some 42,000 members enrolled in MLTSS 
programs nationwide. This experience has established Molina as a national leader in this 
critical healthcare space, while allowing us to continue expanding the breadth and depth of 
our provider network offerings, which include, but are not limited to: 
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• Primary/Acute/Specialty Care/Hospitals 
• LTSS (e.g., Home and Community-based Services, NFs) 
• Area Agencies on Aging (AAAs) and Centers for Independent Living (CILs) 
• FQHCs/RHCs 
• Ancillary Providers (e.g., Non-emergency Transportation, DME, 


Nutrition/Employment/Housing Supports, etc.)  


Marketplace. Serving some 600,000 Marketplace members in nine states, we employ a 
straightforward “all government health products and programs” contracting approach to 
building and managing our provider networks. This ensures as much as possible that the same 
providers are able to serve members enrolled in our Medicaid, Medicare D-SNP, MMP, and 
Marketplace plans. As such, members enrolling in a Molina Marketplace plan upon loss of 
Medicaid eligibility are often able to keep their current providers. We further support 
continuity of care by making it possible for Marketplace members who regain their Medicaid 
eligibility to re-enroll in our Medicaid health plan without changing providers. 


Molina Medical Clinics. We manage qualified providers through our 28 primary care clinics 
supporting historically underserved communities in six states. Combined, these dedicated 
providers are responsible for more than 162,000 primary care visits each year. 


Pathways. As a critical component of our fully integrated managed healthcare services 
approach, Pathways℠ is one of the largest national providers of accessible, outcome-based BH 
services in the country. Operating in 23 states, including Nevada, Pathways ably supports our 
proven, effective model of integrated physical and BH care. With more than 25 years of 
experience, Pathways is a leading provider of mental health and substance abuse services in 
the State of Nevada. 


Our Network Approach for Nevada 
Molina understands the challenges Nevada faces with its primary and specialty provider 
shortages in urban and rural areas. Central/North urban areas of Las Vegas and outlying 
census tracts of Clark County have been identified as medically underserved. Meanwhile, 
nearly one third of Washoe County residents live in primary care professional shortage areas. 
The Division of Public and Behavioral Health’s 2016 Primary Care Needs Assessment of 
Nevada found one of the State’s major hurdles to adequate healthcare access was the limited 
number of providers accepting Medicaid. 


To meet this challenge, our dedicated Nevada provider network development team is focused 
on building and managing a diverse, reputable, and high performing network to meet the 
physical and BH needs of Medicaid/Check-Up Program recipients. Our trusted network of 
compassionate, culturally sensitive providers align with our mission to provide quality health 
services across all required provider types, including primary/acute, behavioral health, 
ancillary service providers, and all Essential Community Providers (ECPs) listed in 
Attachment P, and meet or exceed applicable access criteria and adequacy standards for 
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covered services. We have engaged a wide range of key providers, including major hospitals 
and health systems, primary/acute and specialty physicians, BH providers, and all ECPs. 


We are partnering with our Nevada providers with the goal of empowering recipient choice, 
increasing recipient engagement, and improving recipient health outcomes. All providers will 
sign standard, DHCFP-approved service agreements built on our business standards, with 
many including sustainable value-based reimbursement incentives. Our providers are 
committed to providing quality healthcare for Nevada Medicaid/Check-Up Program recipients 
in an efficient and caring manner. 


To date, we have secured letters of intent (LOIs) from nearly 40 major partner providers, 
including key primary/acute/specialty care and hospital systems, representing some 1,600 
qualified providers encompassing more than 60 provider types, along with major BH providers 
and related systems in the State of Nevada. Our BH network will be further strengthened by 
our Pathways subsidiary and its national network of resources. We have also initiated contact 
with all Nevada ECPs, securing eight LOIs to date. Our goal is to contract with all ECPs by 
program go-live. Table 4.1-2 lists the key providers with which we have established 
relationships and/or secured signed LOIs. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.1, Detailed Experience, Table 4.1-2 
Nevada Medicaid/Check Up Partner Providers, for redacted content. This information 
constitutes proprietary, confidential and/or trade secret information pursuant to Nevada 
Revised Statutes sections 333.333, 333.020(5), and 600A.030(5). 


Improving Rural Access 
Our Nevada Medicaid/Check Up network management approach includes a focus on 
maximizing service access for recipients in rural areas. Our sister health plans with similar 
populations and geographies offer extensive experience contracting with providers in 
neighboring states and designated catchment areas to best serve members residing in remote 
and/or border communities. They also work closely with state agencies to identify and leverage 
existing telehealth capabilities and opportunities to further expand rural access. Some of our 
rural networks support tele-behavioral health services, virtual urgent care, and even tele-
retinal screening for members with diabetes. These capabilities and interventions further 
encompass telemonitoring, virtual care management, virtual education, and wellness 
outreach. For example, many of our plans leverage secure Web-based telehealth technologies 
to facilitate in-home/in-office consultations between members and their providers, 
respectively. Molina Healthcare of New Mexico (MHNM), for example, has been a longtime 
partner with the University of New Mexico’s Project ECHO. Currently in use by the University 
of Nevada, Reno School of Medicine, Project ECHO is a robust telehealth network serving 
patients in rural and underserved areas by linking specialist teams at an academic hub with 
primary care clinicians in local communities. MHNM has achieved a 15% increase in 
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telemedicine specialist services in rural and frontier counties and an overall 5% decrease in 
ED use by offering members an alternative for non-emergent care. 


Under the leadership of Carolyn Ingram, former Medicaid Director for the state of New 
Mexico and now Vice President of Policy at our corporate parent, Molina Healthcare Inc., 
Project ECHO was adopted by New Mexico Medicaid as a billable administrative service in 
2010, eligible for federal matching dollars. Recently, the state also received a CMMI grant to 
use the Project ECHO model to support outpatient intensivist teams for superutilizers. Molina 
Healthcare of New Mexico offers reimbursement to PCPs who seek specialty consultation for 
Molina members under their care through Project ECHO. Eligible providers receive a $150 
reimbursement for the presentation of Molina member cases to participating Project ECHO 
specialty clinics. Ms. Ingram’s expertise in helping launch Project ECHO in New Mexico, as 
well as her subsequent experience as part of the program’s technical assistance team run by 
the Center for Health Care Strategies, would be of enormous benefit in helping launch a 
similar program to serve rural recipients in Nevada. Project ECHO could lead to a variety of 
benefits for Medicaid, Check Up, and potential ABD recipients in rural areas statewide, 
including increased access to specialty care, capacity/competency of the PCP network, and 
overall recipient satisfaction with the program. Further benefits could include reductions in 
capitation rates over time and increases in the federal match for provider reimbursement for 
clinic participation and a concurrent decrease in State match.  


Continuous Network Improvement 
As is standard practice for all Molina health plans, our network management strategy for the 
Nevada Medicaid and Check Up programs ensures recipient access to the broadest range of 
primary/acute, ECPs, and ancillary providers in the most accessible locations possible. We 
place a premium on continuous network improvement and recipient access to quality services 
through ongoing monitoring and evaluation of provider availability, appointment, and 
performance standards. Table 4.1-3 provides a snapshot of our approach. 


Table 4.1-3. Continuous Network Improvement Cycle 
Stage Key Activities 


Educate Provider contracts and policies and procedures, including access standards and 
requirements to ensure adherence, cultural sensitivity, quality 
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Stage Key Activities 


Monitor and Evaluate Performance and Compliance 
• Data, including GeoAccess/Quest Analytics analysis, for all provider types; 


complaints; grievances; satisfaction surveys; network service gap/EVV 
analyses; service request/delivery timeframes; and provider network turnover 


Continuous Improvement 
• Quarterly reviews of grievance and appeal summaries, updated GeoAccess and 


time/distance reports, NAL reports, provider satisfaction surveys, and 
summaries of activity with non-contracted providers  


• Recipient complaints about accessibility, scheduling, wait times and delays and 
an annual access study that examines network’s appointment availability and 
after-hours access standards and related performance 


• Documentation of missed appointments and appropriate follow-ups  
• CAHPS and other satisfaction surveys to identify improvement opportunities 
• Random audits of all primary, high-volume specialty, and other select providers 


Remediate 
Gaps/Issues 


Notify provider in writing of findings and request corrective action. Confirm 
deficiency has been corrected or, if unresolved, refer to network operations 
committee for further action 


Implement Continuous 
Quality Improvements 


Implement best practices, innovations, VBP, and measure results 


 
As is standard practice for all of our health plans nationwide, our network operations 
committee reviews current network status on a monthly basis for each covered service to assess 
and ensure the network is adequate. For our Nevada Medicaid and Check Up network, we 
follow well-established policies and procedures to dictate the ongoing proactive measures 
necessary to ensure adequate provider network capacity. When establishing and maintaining 
the provider network or requesting enrollment level increases, we review each covered service 
and related provider types independently to ensure adequate network capacity, and take the 
following into consideration: 


• Anticipated number of recipients for enrollment 


• Number of participating providers who are and are not accepting new Medicaid and 
Nevada Check Up recipients 


• Expected utilization of services, taking into consideration the characteristics and health 
care needs of specific Medicaid and Nevada Check Up populations represented 


• Numbers and types (in terms of training, experience and specialization) of providers 
required to furnish the contracted Medicaid covered services 


• Geographic location of providers and recipients, considering distance (pursuant to NAC 
695C.160), travel time, the means of transportation ordinarily used by recipients and 
whether the location provides physical access for recipients with disabilities  
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Value-based Reimbursement (VBR) 
Our contracting approach includes value-based reimbursement (VBR) and pay-for-
performance/quality models to incentivize providers to participate in our network and meet 
quality and efficiency performance measures. These provider incentive programs, in place in 
our other health plans, further enhance our quality healthcare services delivery. Through 
value-based payments with clear objectives tied to performance and clinical quality 
benchmarks such as HEDIS measures, providers, and other stakeholders benefit from: 
increased total compensation above Medicaid and Medicare reimbursements; investment 
opportunities in infrastructure and information sharing across patient care settings; and new 
operational processes and clinical proficiencies funded by value-based payments that promote 
sustained changes in how care is delivered. Additionally, non-financial incentives are 
available and can include educational offerings for provider staff, preferential member 
assignment to PCPs with superior quality scores, or imbedded case managers for high volume 
providers. 


Managed Care Programs for Medicaid Recipients 
As previous sections relating to our experience demonstrate, State governments and federal 
agencies trust Molina to provide a wide range of quality healthcare services to families and 
individuals who qualify for government-sponsored programs, including Medicaid. Offering 
our members the support of a provider network with more than 1,500 hospitals and nearly 
230,000 primary care and specialist physicians, we operate health plans in California, Florida, 
Illinois, Michigan, New Mexico, Ohio, Puerto Rico, South Carolina, Texas, Utah, 
Washington, and Wisconsin. Collectively, we serve more than 4.2 million Medicaid, Medicare, 
ABD, LTC, MLTSS, CHIP, D-SNP, and MMP members. Exhibit 4.1-13 provides a summary 
of our experience. 
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Exhibit 4.1-13. Highlights of Molina’s Medicaid Experience 


Details on our experience serving Medicaid recipients can be found in Proposal Section 
4.1.11.8, Areas of Specialization. 


Managing and Improving Health Outcomes for Program Recipients 
More than 36 years ago, Dr. C. David Molina recognized the limitations of traditional care in 
keeping people healthy. He founded his company with the sole purpose of helping people who 
relied on government assistance to break down their barriers to high-quality healthcare. 
Today, we continue to build upon these core values through close collaboration and 
partnerships with our providers. 
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No MCO is more attuned to the healthcare needs of individuals relying on Medicaid services 
than Molina. Over time we have honed our skills and delivery methods to create an industry-
leading model of care for our members, one that recognizes the key drivers beyond medicine 
that can effect real, meaningful change in our members’ lives. Our model of care focuses on a 
holistic approach and puts the overall well-being of our members first, challenging the status 
quo of only treating patients in need of immediate care. We are at our best when helping 
healthcare delivery organizations, like DHHS and DHCFP, to provide results-oriented health 
management to all aspects of a member’s health, including their physical, social, and mental 
well-being. Molina thrives on keeping our patient populations healthy, thereby minimizing the 
need for costly interventions, such as ED visits, hospitalizations, and imaging tests, and 
systematically addresses the chronic needs of each and every member. 


The Triple Aim guides all that we do at Molina. To achieve this goal, we use our person-
centered care model and other key strategies, including transitioning members from facilities 
to their homes; maximizing access to services; and using data analytics and incentives to drive 
quality and improve outcomes. In addition, we strive to innovate at every turn. Whether we are 
using value-based reimbursement strategies to enhance services or working with community 
partners to ensure members have access to employment and housing opportunities, in our care 
model, no stone is left unturned. Our best days are when we help our members achieve the 
independence they dream of and the quality of life they desire. 


Quality and accountability are indispensable parts of our service delivery approach. We 
measure performance at all levels of our organization and provider network, working with 
each to constantly improve upon our capabilities. We are acutely aware of how the quality of 
our actions reflects not just on the health and well-being of our participants, but on the states 
that support them each and every day. For example, our Molina Quality Living program in 
Texas enables providers to receive up to an additional $70 per resident per month for meeting 
or exceeding quality and performance measure thresholds in various categories. These 
categories include a percent of long-stay residents who self-report moderate to severe pain and 
those whose need for help with daily activities has increased, among others. 


Since the program’s launch in March 2015, we have: 


• Increased participation from 52 NFs to 71 
• Realized a 200-percent increase in NFs that achieved a platinum, five-star rating 
• More than doubled the amount of silver, four-star rated facilities 


Exhibit 4.1-14 highlights some additional outcomes that demonstrate our ability to effect 
meaningful change in the lives of our members. 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
4.1-44 © 2016 Molina Healthcare, Inc. 


 
Exhibit 4.1-14. A Proven Model of Care 


Ten of our 12 plans are National Committee for Quality Assurance (NCQA) certified, and the 
remaining two are in process as they are newer plans. In addition, NCQA recently awarded its 
Multicultural Health Care Distinction to our California, Florida, Illinois, Michigan, New 
Mexico, Ohio, South Carolina, Texas, Utah, Washington, and Wisconsin health plans. The 
award certifies that they are culturally and linguistically sensitive organizations and provide 
outstanding services in the following areas: collection of race/ethnicity and language data; 
provision of language assistance; cultural responsiveness; quality improvement of culturally 
and linguistically appropriate services; and reduction of healthcare disparities. 


Administering Medicaid Utilization and Case Management Programs 
Our utilization management (UM) program is committed to comprehensive case management. 
This focus, from prevention through treatment, benefits the entire care delivery system by 
effectively and efficiently managing existing resources to ensure quality care. It also ensures 
that care is both medically necessary and demonstrates an appropriate use of resources based 
on the severity of illness and the site of service. 


Molina defines medically necessary care as services that a provider, exercising prudent 
clinical judgment, would provide to a patient for the purpose of evaluating, diagnosing, or 
treating an illness, injury, disease, or its symptoms and that are: 


• Appropriate and consistent with the diagnosis of the treating provider and the omission of 
which could adversely affect the member’s medical condition 


• Compatible with the standards of acceptable medical practice in the United States 


• Provided in a safe, appropriate, and cost-effective setting given the nature of the diagnosis 
and the severity of the symptoms 


• Not provided solely for the convenience of the member or family, or the convenience of 
any healthcare provider 
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• Not primarily custodial care unless custodial care is a covered service or benefit under the 
member’s evidence of coverage 


• There is no other effective and more conservative or substantially less costly treatment, 
service, and setting available, and the service is not experimental, investigational, or 
cosmetic in nature 


For consistent application of review criteria, our medical director and UM staff use nationally 
recognized criteria for making decisions concerning medical necessity and appropriateness of 
services. The criteria sources used are one or more of the following: 


• Molina Medical Coverage Guidance Determinations 


• McKesson InterQual® CareEnhance Criteria by Diagnosis and DRG (Clinical Content, 
Level of Care Criteria, and Care Planning Criteria). InterQual® Criteria is available to all 
UM staff in an online, web-based format and in hard copy 


• MCG CareGuidelines® 


• Apollo Managed Care Clinical Guidelines for Behavioral Health 


• American Society for Addiction Medicine Patient Placement Criteria 


• The Hayes Directory for New Medical Technologies 


• Comprehensive Medicaid Guidelines 


• Internally developed medical necessity criteria 


• Algorithms and guidelines from recognized professional societies 


• Advice from authoritative review articles and textbooks 


• Medicare guidelines 


• Health-plan-specific criteria 


• Specialty consultations by a third party reviewer 


UM controls include the application of these nationally recognized decision support criteria to 
ensure the most rigorous standards of appropriate medical necessity and utilization are 
employed. These criteria apply an “if–then” logic relative to clinical information that are 
compared against requested services, procedures, hospitalizations and treatments, etc., to 
ensure the appropriate setting achieves the desired health outcome. In an effort to achieve the 
quality and outcomes goals of DHHS, we use prior authorization for certain services and 
procedures. We work with physicians in active practice in developing and adopting criteria 
specific to their areas of expertise. Our utilization committee at the plan level includes internal 
and external physicians who formally review all prior authorization criteria to ensure the 
needs of the local community are met. Our care transition coaches, along with the UM nurses 
following the care a member receives in the facility, consult with physicians who provide care 
to facilitate discharge planning transitions to the most appropriate setting. 
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We also educate and train providers on specific prior authorization requirements, which are 
made available to all Molina contracted providers via the Provider Manual and website. 
Emergency care services do not require UM review or authorization regardless of whether the 
provider is an in-network or an out-of-network provider. If the member is admitted to the 
hospital subsequent to emergency treatment, notification of admission must be sent. 


Molina conducts pre-admission/admission reviews to determine the medical necessity and 
appropriateness of non-emergent admissions. Notification of admissions and requests for 
review may be made in writing, by telephone, or sent by fax. Evaluation is made by using 
accepted evidence-based medical criteria to determine the medical necessity of the admission 
and whether an alternative level of care could be rendered. Initial estimated length of stay is 
determined by Molina policy, based on historic information and Molina programs (InterQual, 
Encoder Pro). If the admission does not meet criteria for medical necessity as an inpatient 
stay, the case will be referred to a Molina physician or psychologist (when allowed) reviewer 
for determination. 


Concurrent review is the review of the medical appropriateness and medical necessity of 
continued hospitalization. The review is conducted prior to the end of an assigned length of 
stay, using criteria to evaluate the appropriateness of continued hospital level of care. We also 
apply Length of Stay criteria to appropriately assign a length of stay for inpatient admissions. 
During the course of an inpatient stay, frequent concurrent review is performed to make 
certain that the member is receiving appropriate care in an appropriate setting. All emergency 
admissions are also reviewed for appropriateness of the admission and length of stay. 
Internally developed Medical Coverage Guidance is used to review the medical necessity of 
new technologies. Additional established criteria includes, but is not limited to: 


• Hayes Biomedical Directory 
• Behavioral Health Level of Care Guidelines 
• American College of Obstetrics and Gynecology clinical practice guidelines 
• American Academy of Pediatrics Recommendations for Preventive Pediatric Health Care 
• U.S. Preventive Services Task Force Guide to Clinical Preventive Services 
• American College of Physicians practice guidelines 
• American Diabetes Association practice guidelines 
• American Society for Addiction Medicine Patient Placement Criteria 


Physicians in active practice are involved in developing and adopting criteria specific to their 
area of expertise. When criteria are not available, medical directors use evidence-based 
reviews from medical literature or consultation with appropriate specialists. We understand 
the importance of including DHHS benefit guidelines in the development of policies and 
procedures, so criteria for specific care are consistent with the state’s benefits. Molina uses 
internally developed Medical Coverage Guidance to review new technology. These criteria are 
developed using published scientific evidence, input from practicing specialists and 
professionals, committee review and approval, and regular review and revision. We use 
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service-specific assessment and screening tools. These tools are designed to accurately assess a 
member’s needs and contain qualifying criteria for services that aid the member to remain in 
the least restrictive setting. National data is a valuable source of information for use by case 
managers and other care team participants to inform decisions and monitor outcomes. 


UM reviewers obtain information from facility staff and providers on the clinical status, 
progress, and care provided to members. If the patient’s clinical presentation satisfies the 
criteria for continued inpatient stay, the UM reviewer informs the provider of the 
authorization and the number of days before the next concurrent review. If the UM reviewer is 
unable to authorize continued inpatient stay, the case is referred to the medical director or BH 
medical director to evaluate for medical necessity. UM reviewers participate in weekly hospital 
case reviews with the UM manager and medical director or BH specialist to discuss the 
progress of hospitalized members, the continued appropriateness of inpatient care, and the 
members’ discharge needs for transition to outpatient care. UM reviewers also may participate 
in BH multidisciplinary rounds with medical case managers, BH case managers, the medical 
director, and BH director. These rounds promote integration and continuity of care for 
hospitalized members with co-occurring physical and BH conditions. Discharge planning and 
facilitating transition to an appropriate setting also occurs. 


Inter-Rater Reliability 
In order to ensure consistent application of review criteria, Molina trains, monitors, and 
reviews UM staff on a regular basis. Policy and protocols guide the manner in which criteria 
are applied. Annual inter-rater reliability reviews and internal audits monitor the consistency 
of UM medical directors and staff in applying criteria. 


We use the McKesson Inter-Rater Reliability tool to assess the consistency of decisions made 
by our medical directors and UM staff. The process includes assessment of the 
appropriateness and consistency of clinical information reviewed, criteria applied, and 
medical decision-making. Results are shared with the medical directors and UM director and 
reported to our medical advisory committee and the quality improvement committee (QIC). 
When there is differentiation in decision-making, discussion and education will take place. 


Quality reviews to determine appropriate application of UM policies and procedures are 
conducted at least quarterly to review compliance with UM policies and procedures, such as 
documentation requirements and appropriate referrals to disease management and case 
management. Our UM supervisory staff uses guided discussions to provide training and 
feedback on any deficient areas. 


Managing Over- and Underutilization of Services 
Molina detects, monitors, and evaluates underutilization, overutilization, and inappropriate 
utilization of services on an ongoing basis and implements processes to address opportunities 
for improvement. Provider performance is evaluated for underutilization, overutilization, and 
appropriateness, including place of service and level of care. On an ongoing basis, Molina 
obtains providers’ hospital utilization and ED utilization from claims data. Data are compared 
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to the normal average practice utilization in the same practice category and a report is 
included in the provider’s file. This data flags any over- or underutilization outliers. 


The key to strong quality and utilization management includes the gathering and analysis of 
utilization data to ensure opportunities for improvement have been identified and met. Useful 
reporting is based on quality data, which is dependent upon its completeness, accuracy, and 
timeliness. Molina uses UM reports to perform analysis and gain analytical insight to drive 
improved management and health outcomes. Therefore, early and frequent collaboration 
between the analytic, medical, and UM functions is the key to leveraging reports into 
information and subsequently translating that information into action. The internal committee 
structure supports review, analysis, opportunity identification, and targeted activities to 
improve outcomes. 


There are multiple data sources and software tools available for utilization analysis. We use 
QNXT, MedInsight, and Care Management Technology System (CMTS), as described below. 


QNXT is our core system application that includes claims, membership, provider, 
authorization, and other encounter data, including pharmacy data. The key features of the 
QNXT system include: 


• Simplified data retrieval from a centralized database 
• Synchronized data in one central location 
• Flexible, powerful, and user-friendly Windows interface 


MedInsight, developed by Milliman USA, is a comprehensive performance measurement tool 
that uses an established data warehousing approach and covers all aspects of health plan 
operations, including utilization. It integrates our existing data warehouse and synchronizes 
medical, operational, and financial data for efficient utilization reporting. 


We use a Care Management Technology System (CMTS) for case management/disease 
management. CMTS integrates all systems related to care coordination, case management, 
disease management, claims history, and UM functions, providing integrated information 
sharing among appropriate staff. It provides a systematic and objective means to monitor, 
measure, and evaluate the care, services, and outcomes of members at both the individual and 
systemic levels. CMTS provides comprehensive health monitoring and reporting tools; case 
manager alerting; real-time member identification and stratification; customized real-time 
statistics and reports; and outbound communication methods tailored to the member. 
Individual healthcare plans maintained within CMTS are easily identifiable by the entire case 
management team, ensuring member needs can be appropriately addressed for holistic case 
management. This total integration of systems benefits the member and provider when 
discussing issues related to appropriate care and services. Member adherence is documented 
in the appropriate secure health management data platform. The effectiveness of interventions 
is monitored by case managers, and a systematic review of encounter data is performed by 
management, to help improve member health outcomes and ensure the quality and 
appropriateness of care and services. 
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The analyses produced from the above tools are designed to answer questions related to 
appropriate utilization and optimal care delivery within the regional healthcare environment. 
Utilization metrics are further aggregated into specific levels, such as claim type or service 
category, episodic grouping, clinical classifications, diagnostic categories, major practice 
categories, Generic Product Identifiers (GPIs), and therapeutic classes. Analysis of these 
various categories provides options for in-depth understanding of the drivers of utilization, 
whether under-, expected, or overutilization. 


Quantitative analysis is achieved by comparing collected data with internal and external 
normative and benchmark data and established thresholds and goals. If the comparative 
analysis indicates performance is under or over the threshold, Molina monitors and drills into 
the data at deeper levels. Comparable data may include: 


• Historical plan data that establishes utilization patterns and thresholds 
• Historical plan data from other Molina plans, and comparable products, regions, 


providers, and reports 
• NCQA Quality Compass 
• Milliman, Reden & Anders, Certitude, APC, % Medicare 
• State Medicaid results 
• Other regional health reporting initiatives 
• Comparative data from companies that provide utilization review guidelines 
• Comparative data, thresholds, and benchmarks provided by associations and MCOs 
• Evidenced based utilization standards from medical literature 


In addition to the data and analysis described above, we also use these systems to generate 
reports that identify specific members who need preventive care or who may benefit from 
specialized programs such as disease management, care coordination, or case management, 
including BH and long term care case management. We use CMTS to identify candidates for 
a variety of disease management and/or case management programs that we offer. CMTS 
mines the data on a schedule and identifies members based on programmed algorithms that 
include such clinical data as diagnoses and procedures. 


While quantitative reporting is critical, analysis is incomplete without qualitative analysis. 
Analysts and medical and utilization resources collaborate on qualitative analysis drawing 
conclusions regarding the causes, consequences, and opportunities for management. Methods 
may include fishbone diagramming or other tools to look for drivers and outcomes like 
interrelationship digraphs. Providers not meeting performance goals, including adherence to 
utilization guidelines, are contacted by our provider services representatives who reinforce 
performance objectives and the importance of partnering with Molina to deliver quality and 
appropriate care according to best practice guidelines. 
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Medicaid Claims Processing and Adjudication 
Molina uses QNXT as our core claims processing system, and JD Edwards Enterprise 
Resource Planning as our core financial system. All JD Edwards Enterprise Resource 
Planning system modules are robust and facilitate the flow of financial information. The 
system has a customizable interface with a script language that automates routine tasks as 
well as custom business alerts based on identifiable criteria that allow management to monitor 
financial performance at all levels. All data extracted from the finance subsystems can be 
published using Microsoft Excel, PDF, or HTML for further reporting analysis. 


Claim Payment Process Flow. The payment manager/financial subsystem module within 
QNXT consists of wizards to help process payments and generate fee-for-service and 
capitation payments, print checks for providers or members, void erroneous payments, 
generate remittance advice, and manage payment advances for providers. 


Molina’s accounting department manages the payment process. The payment or check write 
process gathers all claims payment, denial, and reversal/advances information based on the 
adjudication date specified by the payment analyst. The check write process has the flexibility 
to generate checks/remits by line of business, provider, adjudication date and time, receipt 
date, or date of service; accounting processes payment for claims adjudicated up through the 
previous business day. This allows the claims staff an opportunity to correct any pre-payment 
errors identified through audits prior to the payment process. 


The check write process is managed by an external vendor, FIS Global. In the QNXT payment 
module, the payment analyst selects the “skip check print” option, which converts the 
payments to a PAID status. The process steps include: 


• A file is created from QNXT based upon a predefined SQL process in the payment module 


• The file is transmitted via secure FTP to the vendor, FIS 


• FIS converts the file into a PDF version of the Remittance Advice, along with a paper 
check and posts to a shared website (shared between FIS and Molina personnel) 


• The information is then reviewed by the Molina Payment Analyst, and approved through 
the website 


• The vendor then prints all remits and checks, collates them, and mails them to the 
providers. For providers that receive electronic payments instead of a physical check, an 
ACH transaction file is submitted from FIS to the applicable financial institution 


In addition to standard claims information (such as Payee, Date, Claim ID, member 
information, and service codes/descriptions, the remittance advice also provides information 
on appeal submission guidelines if the provider contests the claim processed. 


Finance Process. While QNXT remains the primary system for eligibility, authorization, and 
claims administration, financial payment data is fed from QNXT into JD Edwards. The 
integration of claims check information into JD Edwards creates a single environment for 
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combined reporting of claims and non-claims payment activities. This helps to streamline 
reporting for Generally Accepted Accounting Principles (GAAP), tax (including 1099), and 
certain ad hoc uses of data. The import of data from QNXT into JD Edwards is accomplished 
via manual interface. Conversion of this data into JD Edwards is controlled and verified for 
completeness and accuracy through a comprehensive system of internal controls. Key internal 
controls include formal approval processes, formal and routinely performed reconciliation 
processes, segregation of duties, and internal audit review. 


While data from QNXT comprises the largest expense category posted to the JD Edwards 
system, there is a wide range of other transactions handled in JD Edwards in order to reflect 
the complete financial activities of the company. These include, but are not limited to: 


• Premium capitation ACH transfers from DCH to Molina are reconciled against the 
remittance advice files, roster files, and QNXT eligibility data prior to journal entry posting 


• Premium receipts from members or employers who have a premium share are posted 
through the Accounts Receivable Cash Receipts module 


• Medical expense payments that are not configurable in QNXT are paid through the 
Accounts Payable module 


• Most administrative expenses (other than payroll) are also paid through the Accounts 
Payable subsystem module 


• Payroll and benefit expenses are posted through Journal Entries using data extracts from 
ADP, Molina’s payroll administrator. Data received from ADP is reconciled with the 
financial data processed by the bank and with data maintained within the JD Edwards 
Human Resources subsystem module 


• Information collected from internal reports and outside sources is used for various 
estimates that require accrual according to GAAP and NAIC standards 


JD Edwards has a standard set of financial reports such as balance sheets, income statements, 
and budget related reports, with budget variance, year-to-date, and period-to-date report 
capabilities, and can be used for all general ledger, accounts payable, and financial statement 
presentations in conformity with GAAP. JD Edwards also allows for the creation of user 
defined reports. Molina has also developed a package of standardized reporting that accesses 
data from the back end of the system. 


Molina conducts regular internal audits of our claims adjudication processes. This audit 
verifies that the claims process is meeting all performance requirements and accuracy 
standards. Key elements of the internal audit are verification of the accuracy of payments 
against provider contract terms and adherence to regulatory and Molina guidelines and 
policies. Additionally, the audit ensures that all reimbursement requirements are implemented 
as specified in the contract. This audit function currently exists, and is in compliance with 
DCH contract requirements. Molina also uses vendors to provide post-payment review and 
audit of claims, such as EquiClaim and Health Management Systems, to provide inpatient 
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hospital bill audits and DRG validation audits. Health Management Systems also provides 
Molina with post-payment review of professional and outpatient data mining identifying 
incorrectly paid claim. 


Claims are audited daily by samples chosen using the Claims Audit Tool (CAT.NET), a third 
party application which allows for 30 filters to be used when pulling claim samples. Filters 
include billed amount, approved amount, service code, age of claim, and examiner, and allows 
auditors to pull random samples of claims for review. Sample claims are compared to the 
supporting documentation to ensure that the claim was properly processed. For each claim, 
the following minimum attributes are tested for accuracy: data entry (e.g., claims data 
correctly entered into the claims system as compared to the claims image), proper 
authorization, member eligibility, corroboration with contracted rate, duplicate payment has 
not occurred, denial reason appropriately applied, effect of modifier codes correctly applied, 
other insurance considered, and proper coding, including bundling/unbundling. 


Project Management 
Our project management approach has kept pace with industry change and has proved 
effective in all of the Medicaid managed care markets we serve. Our processes, 
documentation, and tools are designed specifically for state clients and their participant and 
provider communities. Our Enterprise Project Management Office (EPMO) oversees project 
management. Our methodology includes controls and tested processes based on industry-
aligned standards customized for the Medicaid environment. The EPMO’s mission is to 
ensure that new health plans and health plan expansions have the infrastructure, operational 
processes, and business systems needed to fulfill our mission of providing quality health 
services to those covered by government programs. The EPMO collaborates with all relevant 
stakeholders, including cross-functional teams within the health plan and corporate 
leadership to plan, manage, and deliver the project. The EPMO assigns a dedicated project 
manager for the implementation. 


Issue Identification, Assessment, Alternatives, and Resolution 
Effective risk management includes risk identification, risk assessment, risk response 
planning, and risk monitoring and control, which begins during project development and 
continues through implementation and thereafter. We employ a formal risk management 
process aligned with PMI’s Project Management Body of Knowledge. Through this process, 
we identify and manage potential issues or factors proactively, including an assessment of the 
probability and potential consequences of potential risks if ignored. 


Implementation/Readiness Review 
Risk Management Log. The Risk Management Log, housed in SharePoint and updated 
continuously as part of our project Impact Log, traces back to a Business Development Log 
(BDL) and tracks any possible risks or issues. We review and update the log daily to ensure 
that we identify risks early, communicate clearly, and respond quickly. We include key issues 
and risks in the weekly status report to ensure visibility and timely completion of critical items. 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
  


 
© 2016 Molina Healthcare, Inc. 4.1-53 


Issue Resolution. When issues or deficiencies are identified during the Readiness Review 
process, we work directly with the functional area in which the deficiency exists to develop a 
solution and implement it in a timely manner. Our Risk Management Log facilitates quick 
issue identification, and a variety of functional experts on the implementation team ensure 
timely resolution. 


Post Go-Live 
24/7 System Monitoring. The period immediately following the go-live date will require strict 
monitoring to ensure seamless transitions. Our systems are monitored 24/7 using multiple 
system availability and performance monitoring tools. The system alerts network operation 
center and network operation engineers when resources reach critical thresholds or 
experience problems. The alerts are detailed messages that provide critical information and 
direct network administrators to the root cause of a problem, thus reducing resolution time. 
We provide the State with information regarding system events, status updates, and resolutions 
on an hourly basis via email and telephone. 


Monitoring Claims Processing. Throughout the transitional period following go-live, our 
claims management team identifies and assesses deficiencies with individual claims or across 
the claims processing and payment system and develops a corrective action plan to research, 
resolve, and report back to team leadership on their resolution. Additionally, a cross-
functional provider payment initiative team identifies root causes and mitigates 
under/overpayments. This team consists of Molina staff offering end-to-end work experience 
and focusing on identifying and implementing more efficient claims processes. This 
operational team works closely with other functional teams, such as the centralized provider 
telephonic and Web portal teams, to understand the common payment inquiries and concerns 
expressed by the provider network. 


Resource Allocation and Deployment 
Resource allocation and deployment begins with human resource planning and continues with 
acquiring, developing, deploying, and managing the project team. Resource planning activities 
include determining the resources necessary to support the project organizational structure 
and a staffing plan, which outlines the roles, responsibilities, and reporting relationships. 
Although initial allocation begins during the Initiation and Planning and the Design and 
Development phases, we monitor, track, and supplement resources, as necessary, throughout 
the life of the contract. 


Staffing Plan. After collaboration and confirmation with our client, we deliver the final 
staffing plan shortly after the execution of the contract, including a resume for each key 
personnel member. During the Development Phase, our Transition Team, which includes both 
executive and required administrative functions, is focused on recruiting and hiring the right 
locally based staff to fill full-time equivalent (FTE) staffing needs in each functional area. 
This detailed staffing plan outlines the FTE needs for each functional area along with the 
number of hours per week each role is dedicated to the health plan. New staff members at all 
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levels participate in a comprehensive training program, which includes required corporate-
wide training, such as HIPAA policies; fraud, waste, and abuse; awareness; code of conduct; 
and plan-specific training particular to each functional area. 


Subcontractor Resource Allocation and Monitoring. Subcontractor selection and management 
are important elements of project management. We are responsible for subcontractor 
performance and have selected those with proven records of high-quality service. In addition 
to the pre-implementation site visit, we conduct annual site visits to our subcontractors to 
ensure compliance with the performance of all delegated functions. During the site visit, we 
review the policies, procedures, and applicable files and also interview staff. We maintain a 
monitoring plan for each subcontractor, which includes performance requirements for all 
delegated functions; required reporting and interfaces; a review of the financial operation and 
amounts paid for covered services, if applicable; and a review of contract compliance, logged 
complaints, and functional performance measurements. 


Reporting of Status and Other Regular Communications 
Successful project management requires a solid communications management strategy. In 
order to ensure effective communication, we employ dynamic informal and formal methods of 
communication with our state clients, including reporting and documentation, status 
meetings, executive visits, and walkthroughs. We also apply our rigorous project management 
approach to deploy a comprehensive communication plan that ensures thorough 
communication with all project stakeholders. Effective communication creates a bridge 
between diverse stakeholders, and that communication affects the entire project. It is critical to 
recognize all stakeholder groups, understand their needs, and keep them informed and 
effectively engaged. 


Molina applies the following industry standards for communications management: 


• Identify stakeholders that can impact the project 
• Document the communication needs of each identified stakeholder group 
• Distribute information in a manner preferred by each (e.g., status meetings or emails) 
• Manage their expectations related to the project 
• Report on project performance to ensure all stakeholders are kept apprised of project 


performance, progress, and potential changes (e.g., performance reports) 


We will offer Nevada a solid communications methodology, which we will present in full 
during project initiation. Our communications management process enables us to share 
information across the entire project and serves as a framework for open communication 
among project stakeholders. We also distribute a communications matrix that defines the types 
of project communications, purpose for the communication, frequency, and stakeholders 
affected. 
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Tools and Documentation 
Our project management methodology requires that we prepare a series of documents as part 
of planning, development, testing, production, rollout, and post-production support. We use 
our plan from the Initiation and Planning Phase through implementation, employing various 
measurement and management tools to gauge our progress. The following tools enable us to 
control and communicate project status, providing all stakeholders with the opportunity to 
monitor operational performance: 


• Project Charter 
• Project Plan 
• Change Control Log 
• Status Report 
• SharePoint Site 
• Business Requirement Document 
• Decision Document 
• Business Document Log 
• Impact Log 


Exhibit 4.1-15 provides more detail on the tools and documentation our team uses to manage 
our programs. 
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Exhibit 4.1-15. Business Implementation Tools 


Project Phases 
The EPMO framework provides guidance and best practices for planning, measuring, and 
overseeing complex projects over their entire lifecycle. Aligned with industry-standard models, 
the framework is flexible to allow our program management teams to leverage their industry 
expertise and build according to the State’s specific needs. Our project management approach 
uses six interdependent sub-phases: 1) Initiation and Planning; 2) Requirements; 3) Design 
and Development; 4) Testing; 5) Implementation and Training; and 6) Post-Implementation 
Support, as shown in Exhibit 4.1-16 and described in more detail on the following pages. 
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Exhibit 4.1-16. Molina’s Proven Project Management Methodology 


Initiation and Planning Phase 
Our Initiation and Planning Phase begins well before RFP release. We work for months 
leading up to the RFP release to understand a state’s goals, design, populations to be served, 
key stakeholders, and community needs (e.g., resources and barriers, access challenges, and 
resulting impacts). We interview state employees, talk with consumers, meet with advocacy 
groups, listen to providers, and learn about the participant populations’ service needs and 
program expectations. 


As we are a new health plan to Nevada, we have worked hard to understand the State’s 
participant and provider communities and healthcare environment and have gained 
invaluable insight. These activities have given us greater understanding and helped form the 
baseline of our proposed solution. 


Requirements Phase 
Upon RFP release, we begin to map a state’s specific requirements. We then customize a 
solution, which includes configuration design, staffing models, licensing and contracting, and 
more. We track, document, and execute solutions within our SharePoint project management 
workspace. Our proposal response and the base contract become our sources of traceability as 
we enter into contract discussions. 
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We follow a standard process to develop and modify work products during the Requirements 
Phase. We engage the Business Requirements Review Committee (BRRC), a multi-
departmental peer review committee that evaluates business requirement documents and 
benefit interpretation guidelines that govern configuration of QNXT. This study of our core 
administration system ensures accurate claims payment, technology systems, and 
departmental policies and procedures. QNXT supports full coordination of benefits 
functionality and serves as the authoritative source of participant eligibility and enrollment 
data. The BRD and Business Document Log (BDL) are key tools at this stage. The BDL serves 
as an inventory of IT development or system configuration deliverables, tracks assignments 
from beginning to end, and monitors the status of those assignments. 


We also assess the adequacy of our network, using GeoAccess maps in comparison to state 
and regulatory requirements. We are establishing a new provider network in Nevada to serve 
reipients based on the state’s covered services. We make efforts to contract with all significant 
providers in each service area. Additional work takes place to ensure that QNXT has received 
each provider’s demographic information, including address, specialty, and all required 
identification numbers (TPI, NPI, DADS). 


Design and Development Phase 
Upon contract award, we enter the Design and Development Phase. The phase begins with a 
series of meetings with the State to establish an Implementation Plan, define project 
management and reporting standards, establish contact with other contractors, establish a 
schedule for key activities and milestones, and clarify expectations for the content and format 
of contract deliverables. During the Design and Development Phase, the EPMO updates and 
develops internal deliverables required for operational and system readiness and creates all 
system modifications necessary to accommodate external interfaces. In addition to activities 
related to preparing for Readiness Review, we place increased emphasis on provider and 
participant training throughout the Design and Development Phase. We offer orientation and 
educational materials for providers, and we continue to meet with provider groups. We also 
deploy a variety of methods to educate providers on Molina policy, and ensure participants 
have the resources they need to make informed decisions. 


Testing Phase/Readiness Review 
During this phase, we complete internal testing working towards Readiness Review completion 
and go-live. We test all hardware, software, and telecommunications required to support the 
contract as well as produce data extracts and electronic data transfers and transmissions. In 
addition to testing with the State and/or designated agents, we conduct full user acceptance 
testing prior to program start date to validate business processes and procedures, data 
interfaces, and reporting functions. Simulation of business activities includes importing and 
exporting data files, calling in to the test team to request authorizations, inputting and paying 
claims, and generating exports and reports, such as provider remittance and encounters. The 
Testing Phase ensures staff and systems are operating according to plan and helps identify 
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potential issues from the perspective of providers, participants, and service partners. We also 
afford the provider community the opportunity to test claims payment transactions with us to 
avoid the potential disaster of cash flow shut-offs. 


We ensure our systems include the hardware and software necessary to manage all State-
required functions. We develop test plans according to subsystems and functional areas, and 
we perform internal validation before Readiness Review. The Transition Plan provides a 
schedule of activities and materials to be developed during this phase based on input from the 
State. 


We work with Nevada to complete Readiness Review through the following methods: 


• Desk Review. We submit policies and procedures via DocuShare or another method 
determined by the State for review and comment. We are familiar with DocuShare, and we 
train appropriate staff on its use to facilitate feedback 


• System Demonstration. We conduct a demonstration that allows Nevada to see how the 
system works, providing a sense of its functionality and usability 


• Site Visit. We host the State onsite, offering them the opportunity to meet those responsible 
for implementing and managing the contract; learn more about our policies and 
procedures; and gain a better understanding of our organizational structure, delegation, 
and subcontracting arrangements, staffing, and preparedness for enrollment 


Each method is based upon the requirements and timelines established in the Readiness 
Review Tool developed or preferred by Nevada. 


Implementation and Training Phase 
The Implementation and Training Phase follows Readiness Review approval and consists of 
activities that accommodate the proposed program start date. We release to production outputs 
from the Planning, Development, and Testing phases, and we begin processing production 
data including member eligibility, provider enrollment, provider contracting, authorizations, 
claims, and encounters. We also send member materials (e.g., ID cards) at this time. To 
facilitate continuity of care for members transitioning to Molina, we coordinate with their 
former MCOs and service providers and incorporate clinical member data into our care 
management process. This helps facilitate a smooth transition for members by ensuring they 
receive appropriate care on day one of participation. 


While our Transition Team has steadily recruited qualified local resources to assume 
operational roles, our staffing plan intensifies during the Implementation and Training phase, 
as onboarding and training activities increase. The Transition Team is heavily involved in 
training and developing our operational staff. Staff training is comprehensive, focusing on 
specific functional areas as well as corporate and State-specific areas. 
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We intend to work with the State to develop solutions to any unexpected implementation issues 
and be flexible in our implementation, understanding that program and contract requirements 
may change. 


Post-Implementation Support Phase 
During the Post-Implementation Support phase, we identify issues that affect plan operations 
and resolve them quickly. Following implementation, the Administrator and other key staff 
continually monitor the project to make sure we address objectives and ensure overall project 
quality remains at the highest level. 


Molina program leadership oversees program performance on a daily basis. External 
questions and concerns from the State, members, providers, advocacy groups, and other 
interested parties go through existing processes. 


Following contract award and continuing beyond implementation, we meet regularly with 
State leadership to address critical issues for quick escalation and resolution. We also use 
tracking and reporting tools to log, research, and resolve inquiries. 


Work Plan 
Our Project Work Plan details step-by-step activities to address specific Nevada requirements. 
We work with the State to finalize the plan and deliverables for approval. Our EPMO, in 
concert with our Transition Team and Sponsor Team, updates and maintains the plan over the 
life of the project, with State input and approval. This ensures the plan reflects expectations, 
clearly delineates responsibilities, and accurately defines the project schedule, including tasks 
and deliverables. Specifically, the final plan identifies: 


• Steps and associated timelines necessary for us to complete each subsequent task and 
related deliverables in accordance with the RFP 


• Milestones to be achieved 
• Critical path tasks that must be followed to avoid project delays 
• Molina personnel resources to be assigned to each task 
• State personnel resource assignment needs 


Qualifications of Key Personnel 
With support from an accomplished corporate team, Molina Healthcare of Nevada, Inc. 
operates as a distinct local entity empowered to partner closely with DHCFP and DHHS and 
address specific member needs. Table 4.1-4 details our leadership team, which is responsible 
for delivery and operations of the Nevada Medicaid and Check Up programs. The team reports 
to Administrator Dr. David Patton, who maintains authority over the program and ensures 
timely and responsive decisions while enabling high-quality delivery of services. Dr. Patton, 
who is directly employed by Molina, brings more than 20 years of executive management 
experience to this position, the past six of which have been dedicated to the healthcare sector. 
His expertise in health plan administration, feasibility planning, financial management, 
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strategic alliance development, training, and project management make him the ideal choice 
to lead Nevada’s Medicaid and Check Up programs. 


Table 4.1-4. Proposed Leadership Structure 
Position Person 


Administrator Dr. David Patton 


Chief Financial Officer Richard Rosenberg 


Medical Director Christopher Abbott, MD 


Recipient Services Manager Lisa Zerda 


Provider Services Manager Mark Cheney 


Grievance and Appeals Coordinator Rebecca Reingardt 


Claims Administrator Khaled Ghaly 


Nevada Operations Manager Darlene Dufault 


 
To build the Nevada Medicaid and Check Up programs on the strongest foundation possible, 
we employ a transition team during the interim project stages. Leaders in their respective 
areas with a deep understanding of what it takes to successfully serve Medicaid recipients, 
transition team members are 100% dedicated to the program throughout the transition. 


The transition team works holistically across functional areas to ensure all activities run 
smoothly and that we meet milestones and respond to State concerns in a timely manner. They 
also hone our staffing model by finding locally based and appropriately licensed candidates. 
Part of our success comes from employing individuals who reside in, understand, and reflect 
the communities they support. While we continue to grow as an organization, our focus 
remains on serving as a partner to our clients and as a meaningful support system for the 
people in our communities who deserve the best healthcare services possible. 


We provide details on these staff and their qualifications in Proposal Section 4.1.12.5, Key 
Personnel. 


4.1.12.2 Experience with Performance Incentives 
Describe your experience with performance incentives based on targeted health outcome standards. In addition, identify specific 
performance measures that would provide the most meaningful measure of health care service delivery performance. 


Our Value-based Reimbursement (VBR) strategy improves access by incentivizing network 
providers based on targeted health outcome standards related to preventive care, improved 
quality/member outcomes, and streamlined service coordination across all providers and care 
settings. This approach draws on our experience implementing provider incentive strategies 
across our Medicaid and Medicare markets. 


A vital incentive driving our provider participation strategy is our proven Accountable Care 
Continuum and VBR Model, which ranges from limited pay-for-performance (P4P) programs 
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to fully accountable Patient-Centered Medical Homes (PCMHs). Knowing providers fall 
across an entire spectrum of readiness for adoption and integration of P4P, we developed the 
model illustrated in Exhibit 4.1-17 to accommodate their varied states of readiness, moving 
them along the continuum to improved member outcomes and accountability. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.2, Experience with Performance 
Incentives, Exhibit 4.1-17 P4P Program, for redacted content. This information constitutes 
proprietary, confidential and/or trade secret information pursuant to Nevada Revised Statutes 
sections 333.333, 333.020(5), and 600A.030(5). 


We strongly support the mission to achieve increased access and cost containment through 
improved quality, member health, and outcomes. VBR rewards physicians and other providers 
for taking a broader, more active role in the management of members’ health and rewards 
them for outcomes, quality, and value instead of solely for visits or procedures. Because they 
are based upon more meaningful measures of healthcare service delivery, VBR agreements 
better serve the needs of specific population segments. For instance, providers may receive 
additional compensation for telephonic outreach, preventive visits, or arranging for other 
preventive services, such as dental services, lead screening, mammograms, or cervical cancer 
screenings. Outcomes measures, such as reduced ED visits that demonstrate enhanced 
primary care access are also used to reward providers. We further support our VBR 
arrangements through advanced claims/encounter and financial management systems that 
support fee-for-service (FFS), capitated, and invoice-based arrangements. 


Ultimately, these improvements enhance the quality of care and may also contain costs. 
Additionally, through meaningful value-based contracts, we align provider incentives with 
member panel health outcomes and achieve improved performance on standard quality 
measures (HEDIS). Table 4.1-5 details our quality improvement methods. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.2, Experience with Performance 
Incentives, Table 4.1-5 Quality Improvement Methods, for redacted content. This information 
constitutes proprietary, confidential and/or trade secret information pursuant to Nevada 
Revised Statutes sections 333.333, 333.020(5), and 600A.030(5). 


4.1.12.3 Improvement of Services 
Describe where you have invested in the improvement of services, treatment protocols, and development of best practices. 


Our quality improvement committee (QIC) is the foundation of our overall quality strategy. 
The QIC collects data, feedback, and innovations and uses the information to develop, 
monitor, and maintain the overall quality program, implementing service improvements as 
necessary. Measurement and analysis tools assist in prioritizing topics, implementing 
evidence-based guidelines, designing interventions, and evaluating the effectiveness of quality 
improvement (QI) activities. Within Molina, QI programs are housed locally, at the health 
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plan or program level, and are backed by the added strength of the national quality 
department. Quality subject matter experts coordinate quality program development, 
implementation, and evaluation with our plans like those proposed for Nevada. Our national 
quality team fully supports quality program goals for the State and will help develop and 
implement policy and procedure and report templates to drive consistency across Molina plans 
while capturing the unique requirements of Nevada. 


Molina collects and reports the rates for eligible HEDIS measures publicly in Quality 
Compass, the NCQA healthcare plan comparative tool. By collecting and reporting these rates, 
we can contribute to national quality benchmarks. We also voluntarily report our final rates 
for inclusion in NCQA’s annual Health Insurance Plan Ratings. Participation helps identify 
improvement opportunities and actively make changes to achieve higher quality outcomes. 


Performance Measures 
We track and report multiple performance measures, including HCBS and NF-based services, 
utilization, and timeliness of service delivery. We also support the work of the National Quality 
Forum (NQF) to produce a new framework for evaluating HCBS quality and performance 
measures. The framework categorizes performance measures that we collect and report. Our 
performance measure types are shown in Table 4.1-6. 


Table 4.1-6. National Quality Forum Measures 


Domains of HCBS Quality Measurement from NQF Does Molina 
Collect? 


Workforce (sufficient numbers and appropriately dispersed, dependability, respect for 
boundaries) Yes 


Consumer Voice (mechanism for input, outreach, diversity of consumer and workforce 
engagement) Yes 


Choice and Control (choice of program delivery models and providers, including self-
direction, agency, particular worker, setting) Yes 


Human and Legal Rights (delivery system promotes dignity and respect, privacy, informed 
consent) Yes 


System Performance (consumer engagement, participatory program design, waiting lists, 
backlog, financing and service delivery) Yes 


Community Inclusion (enjoyment or fun, employment, education, productivity, social 
connectedness, social participation) Yes 


Caregiver Support (training and skill-building, access to resources, caregiver and/or family 
assessment) Yes 


Effectiveness/Quality of Services (goals and needs realized, preferences met, health 
outcomes achieved, technical skills monitored, team performance, rebalancing) Yes 


Service Delivery (for example, accessibility, dependable, timely initiation of services, 
coordination) Yes 
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Domains of HCBS Quality Measurement from NQF Does Molina 
Collect? 


Equity (reduction in health and service disparities, access or waiting list, availability, 
timeliness, consistency) Yes 


Health and Well-Being (e.g., physical, emotional, or cognitive functioning, social well-
being, health status and wellness) Yes 


Table framework based on draft produced by the National Quality Forum for Home- and Community-based 
Measures. Adapted to categorize all reported performance measures. 


Example: Continuous Quality Improvement in Medication Management 
Molina employs a continuous quality improvement model to measure and improve our HEDIS 
rates through innovative programs. One example focuses on antidepressant medication 
management, where we identified areas for improvement and then designed a comprehensive 
intervention program to improve medication adherence. A Molina pharmacist led a team of 
pharmacy students, who placed one-on-one phone calls to members identified as being non-
adherent in taking their antidepressant medications. Personalized coaching calls using a high-
touch model (see Exhibit 4.1-18) helped identify and resolve unique, member-centric barriers, 
resulting in health team interventions. 


 
Exhibit 4.1-18. Quality Improvement: High-touch Model 


This innovative, high-touch pilot was successful, as the Anti-Depressant Medication 
Management Continuation Phase rate demonstrated higher monthly trends as compared to 
the previous year, as shown in Exhibit 4.1-19. As a result, this program to improve 
antidepressant medication adherence is now being implemented at other Molina plans. 
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Exhibit 4.1-19. Medication Adherence Intervention and HEDIS Improvement 


This is just one example of the effectiveness of our QI programs. We remain proactive to 
ensure we continously provide the highest quality services to our members. 


4.1.12.4 Experience Working with State Government 
Describe the experience your organization has had working with state government and/or experience in specifically related services. 


Unlike many of our competitors, our experience is in exclusively providing health plan 
services and operations for state government clients. In keeping with our mission, we continue 
to focus our efforts on providing quality healthcare to individuals who rely on government 
assistance. Since our founding, we have supported several with an array of services, including 
health plan services and Medicaid Management Information Systems (MMIS) support. Today 
we have health plans in 12 states and Puerto Rico that serve more than 4.2 million members. 
In addition, we provide MMIS systems and services in four states, serving an additional four 
million Medicaid beneficiaries. 


4.1.12.5 Key Personnel 
Provide the names, résumés, and any additional pertinent information regarding key personnel responsible for performance of any 
contract resulting from this RFP. In addition, specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein. This information must be included in vendor’s technical response to the RFP. 


Nowhere is the quality of personnel more important than in the staffing of an MCO. Not only 
must the personnel proposed for the MCO lead the industry in capabilities and requisite 
experience, they must also lead in the amount of heart and care they put into their roles each 
and every day. In an organization trusted with serving individuals relying on Medicaid and 
CHIP programs in particular, only the very best team will do. And who better to take care of 
Nevada’s population than a company who centers its health plans on one fundamental 
objective—treat every member like family. 


At Molina, we approach our staffing plans with the same precision and attention to detail used 
to ensure our members receive the care and support that works best for them. To build the 
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Nevada Medicaid and Check Up programs on the strongest foundation possible, our staffing 
approach uses a Transition Team during the interim project stages. Our Transition Team uses 
this time to fine-tune our staffing model by finding locally based and appropriately licensed 
candidates who not only meet, but also exceed, the State’s high standards as well as our own 
stringent experience requirements. 


 
Table 4.1-7 details the specific responsibilities of our key personnel. Details on their 
experience can be found in their resumes in Proposal Section 4.4, Proposed Staff Resume. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.5, Key Personnel, Table 4.1-7 Specific 
Responsibilities for Key Personnel, for redacted content. This information constitutes 
proprietary, confidential and/or trade secret information pursuant to Nevada Revised Statutes 
sections 333.333, 333.020(5), and 600A.030(5). 


Per Amendment 6, State’s answer to Question 31, we are providing the following copy of the 
Nevada State Board of Medical Examiners Special Purpose Medical License for our proposed 
Medical Director, Dr. Christopher Abbott, in Exhibit 4.1-20. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.5, Key Personnel, Exhibit 4.1-20 
Medical Director’s Medical License, for redacted content. This information constitutes 
proprietary, confidential and/or trade secret information pursuant to Nevada Revised Statutes 
sections 333.333, 333.020(5), and 600A.030(5). 
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4.1.12.6 Additional Full-time Staff 
Provide the names of any additional full-time staff and project supervisors with contract responsibilities in the following area: 
A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


A strong leadership team demands an equally qualified support team to ensure success for the 
Nevada Medicaid and Check Up programs. To secure the right individuals to serve 
permanently in the supervisory/functional roles identified in the State’s RFP, we took a 
similar approach to our support staff as we did with our leadership team. While some 
individuals highlighted in this section will serve the Nevada Medicaid and Check Up programs 
for the duration, the majority will serve in a transitional capacity until permanent, locally 
based staff are recruited and hired. We highlight our additional staff and project supervisors 
in paragraphs A through H. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.1.12.6, Additional Full-time Staff, Areas A 
through H, for redacted content. This information constitutes proprietary, confidential and/or 
trade secret information pursuant to Nevada Revised Statutes sections 333.333, 333.020(5), 
and 600A.030(5). 


4.1.12.7 Current Licenses or Certifications 
Provide copies of any current licenses or certifications, including your license to operate as an HMO in Nevada. 


As noted in Proposal Section 4.1.4, Molina is in the process of obtaining a license in Nevada 
to operate as a Medicaid managed care health insurance plan. We will maintain appropriate 
licensure at all times during the period of contract and meet the solvency standards under any 
and all applicable laws. 


4.1.12.8 Bilingual Staff 
List any bilingual staff, the area to which they are assigned and the languages spoken. 


As we hire our permanent Nevada team, we work to recruit the appropriate mix of bilingual 
staff to ensure we are able to communicate most effectively with our Nevada Medicaid/Check 
Up recipients. This dedication to diversity and focus on the culture and languages of our 
membership base is a corporate-wide core competency. As noted, our California, Florida, 
Illinois, Michigan, New Mexico, Ohio, South Carolina, Texas, Utah, Washington, and 
Wisconsin health plans were recently awarded NCQA’s Multicultural Health Care 
Distinction, certifying their cultural and linguistic sensitivity towards their membership. 
Among several outstanding services, this award recognizes the provision of language 
assistance and overall cultural responsiveness. 
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For example, our NAL is staffed with bilingual Registered Nurses with an average of 15-to-20 
years of acute care experience and three-to-four years of telephone triage experience to help 
members access appropriate care and services 24/7. In addition, more than 50% of our 
member services contact center staff is bilingual in English/Spanish. When needed, we also 
augment our capabilities with a language line that provides immediate translation services 
into an additional 250 different languages. 


We also have a team of community outreach coordinators, each focusing on a different part of 
the state, who will work with local health clinics, providers, small employer groups, churches, 
chapter houses, schools, and other organizations to help these groups understand how their 
clients may be able to access healthcare through the Nevada Medicaid/Check Up program. 
These coordinators are ethnically diverse, bilingual, and possess the compassion necessary to 
develop partnerships with the community, and reach out to assist underserved populations 
where a significant barrier to care is language. 


Our approach to cultural and linguistic diversity has been a focus of our company since our 
founding, helping us ensure we go the extra mile to ensure effective communication with 
program members. 


4.1.12.9 Associations or Organizations 
List any associations or organizations to which the organization belongs. 


Like most healthcare companies, Molina belongs to several organizations at the corporate, 
local plan, and even the individual level. For example, at the corporate level, our parent 
corporation Molina Healthcare, Inc., is a member of the following organizations/associations: 


• National Governors Association 
• Council of State Governments 
• America’s Health Insurance Plans 


On the individual level, our leaders are also active members in associations/organizations that 
are related to our work. Our President and CEO Dr. J. Mario Molina is a member of the 
Grolier Club, Zamorano, and the American Osler Society. He also serves on the boards of 
Johns Hopkins Medicine, the Aquarium of the Pacific, Homeboy Industries, and is an 
Overseer of the Huntington Library. Our CFO John Molina has been appointed to the Board 
of Directors of the Los Angeles Branch of the Federal Reserve Bank. He is also chairman of 
the Board of Directors of the Aquarium of the Pacific and a member of the Board of Directors 
for the Long Beach Convention and Visitors Bureau. He is also on the board of the 49er 
Foundation at California State University, Long Beach. 


Continuing to reinforce Molina’s leadership in reaching hard-to-reach populations, Executive 
Vice President of Research and Innovation Dr. Martha Bernadett founded the Molina 
Institute for Cultural Competency, which assists hospitals, health systems, and municipalities 
across the country in overcoming challenges of serving Latinos and underserved populations 
in a culturally congruent, cost-effective, practical, sustainable manner. She has also served as 
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principal investigator for grants from First5, The Robert Wood Johnson Foundation, and the 
Centers for Disease Control. 


As a new health plan to Nevada, we are currently not a member of any state organizations or 
associations, but as a general rule, our health plans are very active in both community, local, 
and state organizations and associations. Upon becoming a health plan in the State, we will 
very quickly join those associations/organizations in Nevada that have a direct impact on the 
work we do as an MCO, much like we have established in our sister health plans. As an 
example, Molina Healthcare of Utah is a member of the following organizations: 


• Utah Health Insurance Association 
• Coalition of Utah Medicaid Plans 
• Utah Medicaid Accountable Care Organizations (Leavitt Partners Sponsor) 
• Utah Hospital Association (Associate Membership) 
• Utah Health Insurance Network 


For Molina, the work we do each day for our members takes a village. We work earnestly to 
reach out and work with any and all organizations that further the work we do or whose work 
directly impacts the lives of the individuals we serve. 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 Percentage of Providers 
What percentage of providers in your network participate in the HealtHIE Nevada statewide health information exchange (HIE)? 
Please indicate your answer using the following table. 


Table 4.1-8 details the percentage of providers in our network who participate in the HealtHIE 
Nevada statewide HIE.  


Table 4.1-8. Percentage of Providers in Nevada’s HIE  


Provider Category 


% Participation 


Financial Participation 
Only 


Financial Participation 
and Provide Data into 


the HIE 


Physician 0% 0% 


Acute Care Hospital 0% 0% 


Other Inpatient Facility (e.g., Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


0% 0.04% 


Laboratory 0% 100% 


Radiology 0% 0% 


All Other 0% 0.06% 
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4.1.13.2 HealtHIE Nevada Statewide Health Information Exchange 
Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the HealtHIE Nevada 
statewide health information exchange? Please describe. 


As we continue to actively build our Nevada Medicaid/Check Up network, we will query all 
potential partner providers to determine their current participation in HealtHIE Nevada. 
Contingent upon award and based on the response from our network, we will coordinate with 
our providers to strongly encourage HealtHIE Nevada participation. The majority of our sister 
health plans nationwide have deep experience with their respective state HIEs that we will 
leverage for our partnership with HealtHIE Nevada. Examples of their experience are 
described in the following subsections.  


4.1.13.3 Participate in HealtHIE Nevada 
If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your managed care 
populations and to control plan costs. 


We do not currently participate in HealtHIE Nevada but plan, upon award, to participate in 
concert with our providers to improve the health of our recipients and control plan costs. To 
support our HIE partnership with DHCFP, we will leverage the deep experience of our health 
plans enterprise wide that are actively engaged with their respective Medicaid state agencies to 
develop and integrate HIE capabilities. These critical relationships allow our sister health 
plans to share and receive their members’ eligibility and clinical information with/from state 
agencies in real time. These initiatives also support the timely availability of a member’s data 
and help improve overall care coordination and management of member care. The following 
are two key examples of our sister health plans’ innovative HIE partnerships. 


Molina Healthcare of Washington – OneHealthPort 
Molina Healthcare of Washington was an early supporter of the state’s OneHealthPort HIE 
initiative and has promoted the project to key provider partners. Central among its diverse 
capabilities, OneHealthPort is designed to exchange timely information about notification of 
admission/discharge from acute care facilities between health plans and high volume 
facilities. Molina actively worked with OneHealthPort to implement the Admit, Discharge, 
Notification (ADN) transaction with key health systems, including Seattle Children’s Hospital 
and Virginia Mason Hospital. Hospitals receive acknowledgements that patient notifications 
were received by the health plan(s). These acknowledgements are accepted by health plans as 
proof of notification of admits and discharges from hospitals. Participating hospitals 
electronically connect and send to the HIE either: 


• Individual notifications, including individual admission and discharge notifications for 
patients who are members of health plans that require an admit notification 


• A daily census of all current inpatients and recently discharged patients who are members 
of health plans that require admit notifications. The census needs to include patients 
whose discharge did not yet appear on a census that was submitted to the health plan(s) 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
  


 
© 2016 Molina Healthcare, Inc. 4.1-71 


OneHealthPort also supports the secure transmission of lab results, radiology results, and 
immunizations, and promotes cost containment and administrative efficiency by connecting 
health plans, public payers, hospitals, practices, and public policy makers to develop related 
policies, best practices, and technology solutions. Molina continues to work with external 
stakeholders statewide to leverage their health information technology capabilities and is 
currently engaged in several additional HIE initiatives. 


Molina Healthcare of Michigan – Michigan Health Information Network 
Molina Healthcare of Michigan supports Michigan’s HIE goals by implementing several 
important use cases developed by the Michigan Health Information Network (MiHIN). The 
health plan contributes to, and is actively involved in, the development and standardization of 
new use cases that enhance the functionality of MiHIN for the provider community. Molina 
joined MiHIN as a Qualified Data Sharing Organization (QO) in October 2014, making it one 
of the first Medicaid health plans to become a QO. Since then, the health plan has been 
actively engaged with implementing and influencing outcomes impacting MiHIN, including 
operationalizing several use cases developed by MiHIN, such as the Admit, Discharge & 
Transfer (ADT) use case. The plan partners with MiHIN and the Michigan Department of 
Health and Human Services (MDHHS) to develop new use cases, such as the Integrated Care 
Bridge Record (ICBR), designed to seamlessly transfer patient information among health 
plans, mental health organizations, and physicians. 


Additionally, Molina encourages it contracted providers to adopt certified Electronic Health 
Record (EHR) technology and participate in the MiHIN through incentives and education. 
The health plan conducts regular provider surveys to track and trend HIE adoption and report 
the number and percentage of contracted providers connected to a Health Information 
Exchange Qualified Organization (HIE QO) to the MDHHS. Molina’s goal is to raise the 
percentage of its providers connected to an HIE QO each year until the entire provider 
community is connected. 


4.1.14 Financial Information and Documentation 
Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in 
accordance with Section 9.5, Part III – Confidential Financial Information. 


Dun and Bradstreet Number 


Federal Tax Identification Number 


The last two (2) years and current year interim: 
A. Profit and Loss Statement 
B. Balance Statement 


Per RFP Requirement 9.6.2.2, Tab II – Financial Information and Documentation, we 
include the information required in RFP Section 4.1.14, Financial Information and 
Documentation, within Part III – Confidential Financial Information. Molina Healthcare of 
Nevada, Inc. is a wholly owned subsidiary of our publicly traded parent corporation, Molina 
Healthcare, Inc. As a publicly traded Fortune 500 company, Molina Healthcare, Inc. must 
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publicly disclose our financial information and documentation; therefore, although we 
include our financial information and documentation in Part III – Confidential Financial 
Information, this information does not constitute proprietary, confidential, and/or trade secret 
information. 
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4.2 Subcontractor Information 
4.2.1 Subcontractor Use 
Does this proposal include the use of subcontractors? 


Yes  No Text 


 
If “Yes”, vendor must: 


4.2.1.1 Identify Specific Subcontractors 
Identify specific subcontractors and the specific requirements of this RFP for which each proposed subcontractor will perform 
services. 


MARCH Vision and CVS Health, our proposed subcontractors, have partnered with us in 
each of our state plans. Within each engagement, they have proven to be outstanding partners 
due to their network reach, quality of care, and understanding of our members’ needs. Due to 
their collaborative approach and our history of partnership, we have been able to build upon 
our experiences in each state, offering a more seamless project organization in every 
subsequent partnership. 


MARCH Vision Care has a story familiar to Molina. Founded by physicians Glenville A. 
March, Jr., M.D. and Cabrini T. March, M.D., MARCH specializes in the administration of 
vision care benefits for managed care organizations (MCOs), specifically for government 
sponsored programs such as Medicaid, Medicare, Medicare-Medicaid Plans, and Healthcare 
Exchange. Today, their nationwide network of eye care professionals includes 
ophthalmologists, optometrists, and opticians, at both private and large retail locations, 
providing members with convenient access to care, including weekends and evening hours. 


CVS Health offers pharmacy benefit management and prescription mail order services. They 
employ a combination of clinical interventions, discounted drug purchase arrangements and 
formulary management strategies to help manage drug costs for members. CVS was founded 
in 1963 when it opened its first store selling health and beauty products. Today, it maintains a 
network of over 68,000 retail network pharmacies, 24,000 pharmacists, and over 75 million 
PBM plan members. 


Table 4.2-1 identifies the specific RFP requirements for which each subcontractor is 
responsible. 


Table 4.2-1. Subcontractor Responsibilities and Scope of Work 
Subcontractor Responsibilities RFP Requirements 


CVS Health PBM and prescription mail order services 3.4.3.2, item EE 


MARCH Vision Administration of vision benefits for Molina members 3.4.3.2, item BB 
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4.2.1.2 Tasks Completed by Subcontractor 
If any tasks are to be completed by subcontractor(s), vendors must: 
A. Describe the relevant contractual arrangements; 
B. Describe how the work of any subcontractor(s) will be supervised, channels of communication will be maintained and 


compliance with contract terms assured; and 
C. Describe your previous experience with subcontractor(s). 


Contractual Arrangements 
Enterprise-wide, our subcontractors are all expected to perform at a standard commensurate 
with our own business practices. We require all delegated entities to sign a Business Associate 
Agreement that covers relevant HIPAA Rules, including: Breach; Data Aggregation; 
Designated Record Set; Disclosure; Health Care Operations; Individual; Minimum 
Necessary; Notice of Privacy Practices; Required By Law; Secretary; Security Incident; 
Subcontractor; Unsecured Protected Health Information (or Unsecured PHI); and Use. 


While our contracts for subcontractors include delegated services addenda, Molina remains 
accountability for the performance of all such functions. We determine delegated functions 
based on our network needs and the subcontractor’s ability to perform those functions. 
Specific activities assigned to a subcontractor in connection with each delegated function, and 
any requirements specific to such a function, are outlined in the delegated services addenda. 
The agreement includes provider policies and procedures that ensure subcontractor 
compliance with all NCQA, CMS, URAC, Medicaid, and Molina regulations as applicable, as 
well as all relevant Nevada contract and Scope of Work requirements. 


Subcontractor Supervision, Communication Channels, and Contract Compliance 
David Patton, our proposed Administrator, has ultimate accountability for ensuring the 
overall level of quality and delivery of services meet or exceeds contract standards. This 
accountability encompasses all proposed resources, including Molina and our subcontractors 
CVS Health and MARCH Vision Care, Inc. 


We integrate subcontractors into our project organization so that communication channels 
and lines of authority are clear and equivalent to any Molina resource. As the project 
organization changes required to be regularly updated and submitted to DHCFP, we will 
continually keep the State up to date as to the status of subcontractor performance and 
standing. 


Prior to delegating functions to a subcontractor, we conduct a comprehensive pre-delegation 
assessment of their ability and administrative capacity to perform each delegated function. 
This assessment includes a review of the subcontractor’s policies and procedures, committee 
minutes, and documentation management, as applicable. We also perform ongoing review and 
assessments as well as annual audits of the subcontractor’s performance of each delegated 
function within 12 to 14 months of the previous assessment date. At minimum, annual 
assessments include review of the subcontractor’s current functional policies and procedures 
and appropriate file reviews. 
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These regular assessments help ensure our subcontractors comply with all reporting 
requirements and frequency identified for the functional area(s) delegated. All reports are 
submitted to our Delegation Oversight Manager monthly or quarterly, depending on the 
subcontractor’s function. In Nevada, all reports will be reviewed by Molina’s Delegation 
Oversight staff, including a review of potential corrective actions items. Summary reports will 
also be delivered to the Delegation Oversight Committee for review. 


Previous Experience with Subcontractors 
As illustrated in Exhibit 4.2-1, we have partnered with MARCH Vision and CVS Health in all 
of our state plans, which include California, Florida, Illinois, Michigan, New Mexico, Ohio, 
South Carolina, Texas, Utah, Washington, and Wisconsin. 


 
Exhibit 4.2-1. Experience Working with Subcontractors 


4.2.1.3 Methodology, Processes and Tools 
Vendors must describe the methodology, processes and tools utilized for: 
A. Selecting and qualifying appropriate subcontractors for the project/contract; 
B. Ensuring subcontractor compliance with the overall performance objectives for the project; 
C. Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 
D. Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the State. Proposal should 


include a plan by which, at the State’s request, the State will be notified of such payments. 


We describe our methodology, process, and tools in place to oversee and manage our 
subcontractors in the following subsections. 


Selecting and Qualifying Appropriate Subcontractors 
While we chose CVS Health and MARCH Vision based on their outstanding performance in 
our partnerships in other states, we require all potential subcontractors to undergo a thorough 
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qualification process. Prior to partnering with any subcontractor, we employ specific metrics 
to evaluate their ability to perform delegated activities. We monitor subcontractor activities 
and performance to ensure compliance with all Agreement requirements. We evaluate 
prospective subcontractors’ ability to perform activities prior to delegation using DHCFP and 
federal regulatory requirements. 


We conduct thorough risk assessments to ensure vendors can meet contractual obligations 
through legal contract assessments, assessments of financial qualifications and ability to 
perform, and a security assessment to ensure the vendor’s infrastructure can protect PHI. 


Ensuring Subcontractor Compliance with Overall Performance Objectives 
We continue to monitor each subcontractor’s performance on an ongoing basis, including 
periodic formal reviews, on at least an annual basis, consistent with applicable NCQA 
standards. A delegation oversight committee oversees auditing and performance monitoring, 
and we conduct at least one annual site visit to audit each subcontractor’s performance to 
ensure compliance with all delegated functions. We also review monthly and quarterly reports 
to ensure performance of all delegated functions and responsibilities, conduct periodic and 
formal annual reviews and assessments of performance for each delegated function, or more 
frequently as required. 


Ensuring Subcontractor Deliverables Meet Quality Objectives 
Once the contract has begun and subcontractors are engaged and performing services, we 
employ mechanisms for oversight and monitoring of contract performance, enforcement of 
performance guarantees/requirements, and we imposes sanctions and/or penalties for failure 
to meet obligations, as necessary. Oversight of contracts includes further performance audits, 
measuring performance metrics, expense reports and contract provisions and vendor 
sanctions and business monitoring (e.g., Dun & Bradstreet). 


Our policies and procedures include guidelines for enforcement of non-performance and 
corrective actions used to improve performance, which may include corrective actions, 
sanctions, penalties (if contract contains performance guarantees) or revocation of delegated 
functions, or imposing other sanctions if performance is inadequate. 


Providing Proof of Payment 
We employ consistent methods for remitting payments to subcontractors. Payment terms and 
procedures are detailed in our subcontractor contract, an excerpt of which is illustrated in 
Exhibit 4.2-2. 
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Exhibit 4.2-2. Subcontractor Payment Contract Terminology 


Molina can provide either a canceled check or a bank verification of electronic payment as 
proof of payment to providers. We can also produce payment registers (lists of payments by 
provider and amount). 


4.2.1.4 Same Information 
Provide the same information for any proposed subcontractors as requested in Section 4.1, Vendor Information 


The following tables provide information for each of our subctonractors as requested in RFP 
Section 4.1 Vendor Information. 


Table 4.2-2. MARCH Vision Care Group 
 


4.1.1 Vendors must provide a company profile in the table format below. 


Company name:  March Vision Care Group, Incorporated 


Ownership (sole proprietor, partnership, 
etc.): 


100% owned by California Spring Holdings, PC 


State of incorporation: California 


Date of incorporation: February 14, 2001 


# of years in business: 15 


List of top officers: Glenville A. March, Jr., M.D., Secretary, Treasurer and Executive 
Vice President; 
Judy S. Fujimoto, M.D., President 


Location of company headquarters: 6701 Center Drive West, Suite 790 
Los Angeles, CA 90045 


Location(s) of the company offices:  6701 Center Drive West, Suite 790 
Los Angeles, CA 90045 
6601 Center Drive West, 2nd Floor 
Los Angeles, CA 90045 
21300 Victory Blvd., Suite 850 
Woodland Hills, CA 91367 
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Location(s) of the office that will provide 
the services described in this RFP: 
 


6701 Center Drive West, Suite 790 
Los Angeles, CA 90045 
6601 Center Drive West, 2nd Floor 
Los Angeles, CA 90045 
21300 Victory Blvd., Suite 850 
Woodland Hills, CA 91367 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


175 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


175 


Location(s) from which employees will 
be assigned for this project: 
 


6701 Center Drive West, Suite 790 
Los Angeles, CA 90045 
6601 Center Drive West, 2nd Floor 
Los Angeles, CA 90045 
21300 Victory Blvd., Suite 850 
Woodland Hills, CA 91367 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can 
be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 
March Vision Care Group, Incorporated, is in the process of qualifying to do business in the State of 
Nevada. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the 
State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 
Nevada Business License Number: The current foreign qualification number is pending. 
Legal Entity Name: March Vision Care Group, Incorporated 
Is “Legal Entity Name” the same name as vendor is doing business as? Yes 
National Provider Identifier (NPI): MARCH Vision Care does not have an NPI or API as we do not render care, 
but administer vision services. MARCH’s participating providers render care and all have NPIs.  
Atypical Provider Identifier (API): MARCH Vision Care does not have an NPI or API as we do not render care, 
but administer vision services. MARCH’s participating providers render care and all have NPIs.  


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be proactive 
in verification of these requirements prior to proposal submittal. Proposals that do not contain the requisite 
licensure may be deemed non-responsive. 
Business license will be obtained promptly after qualification is completed. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 
No 
If “Yes”, complete the following table for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified. 
Not applicable 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its 
agencies, departments, or divisions? 
No 
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If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory 
time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person 
who has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person 
will be performing or producing the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the services that each person 
will be expected to perform. 
Not applicable 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in 
which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity. Any pending claim or litigation occurring within the past six (6) years 
which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result 
of this RFP must also be disclosed. 
Does any of the above apply to your company? 
No 
 
If “Yes”, please provide the following information. Table can be duplicated for each issue being identified. 
Date of alleged contract failure or breach: 
Parties involved: 
Description of the contract failure, contract breach, or litigation, including the products or services involved: 
Amount in controversy: 
Resolution or current status of the dispute: 
If the matter has resulted in a court case: 
Court ___ / Case Number _____ 
Status of the litigation: 
Not Applicable 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 
3260. Does your organization currently have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 
Yes. MARCH Vision Care Group, Inc. will be able to meet and provide the insurance requirements. 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP. Limit 
response to no more than five (5) pages. 
MARCH® currently administers vision benefits for 6.3 million members in 18 states plus the District of 
Columbia. MARCH®’s membership consists of Medicaid, DSNP, MMP, CHIP, and Medicare members. 
Services administered by MARCH® include routine vision benefits; comprehensive eye examinations, 
eyeglass frames, lenses and contact lenses. Additionally, MARCH® administers medical services within 
the scope of licensure of an optometrist. With more than fifteen years of experience MARCH® has become 
an expert in administering vision care for members with government-sponsored benefits. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
This is not applicable to MARCH Vision Care Group, Inc. or the services they are contracted to provide. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector. 
Please provide a brief description. 
MARCH® has been administering vision services for more than 15 years. 


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the 
length of time vendor has been providing services described in this RFP to the public and/or private sector. 
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MARCH® currently administers vision benefits for 6.3 million members in 18 states plus the District of 
Columbia. MARCH®’s membership consists of Medicaid, DSNP, MMP, CHIP, and Medicare members. 
Services administered by MARCH® include routine vision benefits; comprehensive eye examinations, 
eyeglass frames, lenses and contact lenses. Additionally, MARCH® administers medical services within 
the scope of licensure of an optometrist. With more than fifteen years of experience MARCH® has become 
an expert in administering vision care for members with government sponsored benefits. MARCH®’s 
clients include Molina Healthcare, United Healthcare, Aetna Better Health, and Alameda Alliance for 
Health. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and 
major shareholders/principals. 
March Vision Care Group, Incorporated (“March Group”) was founded by Glenville A. March, Jr., M.D. and 
Cabrini T. March, M.D. over 15 years ago, with a groundbreaking platform in mind for delivering quality 
vision care. March Group receives administrative services from March Vision Care, Inc. (“March Inc.,” and 
together with March Group, “MARCH”). Today, March Group is owned by California Spring Holdings, PC, 
which is owned by Judy Fujimoto, MD, who is, in turn, affiliated with United Healthcare. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of residence. 
Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the 
state of Nevada? This information may be utilized in determining whether an inverse preference applies pursuant 
to Nevada Revised Statutes. 
March Group is a California corporation. To the best of our knowledge and information, California does 
not apply a preference not afforded to bidders or vendors who are residents in the state of Nevada. 


4.1.11.4 The location of disaster recovery back-up site. 
Cypress, California 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from 
this RFP. 
Ann Ritchey 
6701 Center Drive West, Suite 790 
Los Angeles, CA 90045 
(310) 216-2314 
aritchey@marchvisioncare.com 


4.1.11.6 The size of organization in assets, revenue and people. 
Total Assets: $9,063,506 
Total Revenue: $97,969,190 
People: 175 employees 


4.1.11.7 The organizational chart of your senior management by function including key personnel 
All key personnel are employed by Molina Healthcare of Nevada, Inc. 


4.1.11.8 The areas of specialization 
Administering vision benefits 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two 
most recent years for which full data are available. 
2015 
• Dual Eligible – $927,382 
• LTD – $6,900 
• Medicaid – $92,794,892 
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• CHIP – $939,804 
• Medicare – $3,300,212 
2014 
• Dual Eligible – $296,241 
• LTD – $6,606 
• Medicaid – $76,848,444 
• CHIP – $1,120,947 
• Medicare – $3,172,994 


4.1.11.10 The corporate philosophy and mission statement. 
Putting the focus on superior member care. 
MARCH® Vision Care (MARCH®) was founded by Glenville A. March, Jr., M.D. and Cabrini T. March, M.D. 
over 15 years ago, with a groundbreaking platform in mind for delivering quality vision care — one that 
not only focuses on early disease detection, but also uses state-of-the-art technology to help improve 
communication between members and their doctors. 
Fueled by their shared passion for providing unparalleled member care, both of these physicians 
understand the eyes are not just the windows to the soul, but also an important, and often telling, insight 
into one’s overall health. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
MARCH® continually pursues opportunities for growth and has successfully grown from approximately 4M 
members in January 2014 to 6.3 M members in 2016. 
MARCH® reviews its systems, reporting capabilities, and other offerings routinely to ensure the best 
possible solutions are being offered to its clients and their members. Future development will include 
enhanced online portal for health plan clients and automated provider directory accuracy. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion and/or additional 
business line identified. For example, what kind of planning and project management techniques, what resources 
and organization, etc.? 
MARCH® has an extensive Project Plan that is used for implementation. MARCH® meets with its clients on 
a regularly scheduled basis, typically weekly and conducts meetings with internal MARCH® constituents 
to ensure a successful implementation 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 
MARCH® has administered vision services for over 15 years. 


4.1.12 Experience 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following 


A. Managing a network of Medicaid Providers; 
MARCH®’s Provider Services team has a minimum of ten years’ experience managing a network of 
Medicaid providers on a national level. The director of provider services directs a team in managing 
physician contracting, network development, provider relations and provider operations across 18 states 
and works collaboratively with other departments and organizations to ensure compliance with state 
specific and federal rules and regulations impacting the Medicaid population. 


B. Managed care programs for Medicaid recipients; 
MARCH® works with Molina Healthcare and other MCOs who provide managed care programs for 
Medicaid recipients. Specifically, MARCH® hosts member calls to assist with inquiries about member 
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benefits and participating providers. 


C. Managing and improving health outcomes for program recipients; 
MARCH® has extensive experience assisting health plans such as Molina Healthcare with HEDIS 
Outcomes and Measurements. 


D. Administering Medicaid utilization and case management programs; 
As a subcontractor to Molina Healthcare of Nevada, administering vision benefits, MARCH® does not have 
experience administering Medicaid utilization and case management programs. 


E. Medicaid claims processing and adjudication; 
EDI claims transmit directly from MARCH®’s provider web portal, eyeSynergy®, to eyeManager (MARCH® 
proprietary data processing system), or are received through a claims clearinghouse. Paper claims are 
imaged, processed through an optical character recognition program (“OCR”), and imported into 
eyeManager. Paper claims that are not OCR-capable, such as non-red forms or handwritten claims, are 
manually keyed into eyeManager. Claims are processed on a fee-for-service basis and according to 
standard CMS and state regulatory guidelines unless otherwise directed by the health plan. MARCH®’s 
claims team has a greater than five years’ experience in the Medicaid claims industry.  


F. Project management; and 
MARCH® has an extensive project plan that is utilized for implementation. MARCH® meets with its clients 
on a regularly scheduled basis, typically weekly and conducts meetings with internal MARCH® 
constituents to ensure a successful implementation. The implementation is managed by a designated 
PMP project manager who has more than 10 years’ experience with MARCH®. 


G. Qualifications of key personnel. 
As a subcontractor to Molina Healthcare of Nevada, administering vision benefits, MARCH® does not 
employ any of the proposed key personnel. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards. In 
addition, identify specific performance measures that would provide the most meaningful measure of health care 
service delivery performance. 
As a subcontractor to Molina Healthcare of Nevada, administering vision benefits, this experience is not 
applicable to MARCH®. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development 
of best practices. 
Some recent investments in service improvement and best practices include: 
• Redesign of eyeSynergy®, MARCH®’s provider portal, to allow the collection of clinical information, 


including: 
– Presence of diabetic retinopathy 
– Presence of glaucoma 
– Presence of high blood pressure 
– Presence of high cholesterol 
– Presence of visual impairment 


 
– Neurological eye findings 
– Inflammatory eye problems 


• The above information is stored in MARCH®’s proprietary application and shared with Molina in monthly 
reports. 


MARCH®’s Quality Improvement Committee has developed Clinical Practice Guidelines that are published 
in MARCH®’s Provider Reference Guide. 
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4.1.12.4 Describe the experience your organization has had working with state government and/or experience in 
specifically related services. 
While MARCH® does not contract directly with state government clients, it does contract with MCOs who 
contract and interact with state governments. 
MARCH® has more than 15 years specializing in the administration of vision care benefits for managed 
care organizations, specifically for government sponsored programs such as Medicaid, Medicare, and 
Medicare-Medicaid Plans. Partnering with MCOs in 18 states gives MARCH® a unique understanding of the 
varied Medicaid benefits and Medicaid requirements. To support more than 6.2 million Medicaid members, 
MARCH®’s proprietary application, EyeManager, has been designed to administer varying benefit and 
payment structures, auto-adjudicate greater than 90% of claims and store a wide variety of data elements 
to allow for superior reporting. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific responsibilities 
of each of these individuals in relation to the requirements set forth herein. This information must be included in 
vendor’s technical response to the RFP. 
As a subcontractor to Molina Healthcare of Nevada, administering vision benefits, MARCH® does not 
employ any of the proposed key personnel 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in 
the following area: 
A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
As the prime vendor, Molina Healthcare of Nevada provides specific personnel with responsibilities for the 
areas outlined in RFP Section 4.1.12.6. MARCH® has a wide range of both dedicated and designated 
individuals to serve Molina and their clients. 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in 
Nevada. 
March Group holds Certified Organized Delivery System certification from the New Jersey Department of 
Banking and Insurance, Medical Board Fictitious Name Permit from the California Department of 
Consumer Affairs, and Utilization Review License from the New York State Department of Health. March 
Inc. holds a specialized health plan license from the California Department of Managed Health Care and 
various third party administrator licenses. Copies are enclosed. March Group’s qualification and business 
license in Nevada are in process. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 
16 Customer Service Representatives speak Spanish. 


4.1.12.9 List any associations or organizations to which the organization belongs. 
MARCH® does not belong to any associations or organizations relevant to the RFP. 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health 
information exchange (HIE)? Please indicate your answer using the following table: 
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Not applicable 


4.1.13.2 HealtHIE Nevada Statewide Health Information Exchange 
Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the 
HealtHIE Nevada statewide health information exchange? Please describe. 
Not applicable 


4.1.13.3 Participate in HealtHIE Nevada 
If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your 
managed care populations and to control plan costs. 
Not applicable 


4.1.14 Financial Information and Documentation 
Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s 
response in accordance with Section 9.5, Part III – Confidential Financial Information. 
Dun and Bradstreet Number  
Federal Tax Identification Number 
The last two (2) years and current year interim: 
A. Profit and Loss Statement  
B. Balance Statement 
Per Amendment 2, Question 258, MARCH does not provide financials. 
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Table 4.2-3. CVS Health 
Subcontractor Information – CVS Health 


4.1.1 Vendors must provide a company profile in the table format below. 


Company name:  CVS Health 


Ownership (sole proprietor, partnership, 
etc.): 


CaremarkPCS Health, L.L.C. ("CVS Health") is a wholly-owned 
direct subsidiary of CaremarkPCS, L.L.C., a subsidiary of 
Caremark Rx, L.L.C., whose ultimate parent company is CVS 
Health Corporation. 


State of incorporation: CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS 
Health, L.P.) was formed as a limited partnership in the State of 
Delaware. 


Date of incorporation: CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS 
Health, L.P.) was formed on May 31, 2000. It converted from a 
limited partnership to a limited liability company on January 1, 
2009. 


# of years in business: CVS Health has been providing PBM services since 1969. 


List of top officers: Following is the list of principal officers of Caremark PCS Health, 
L.L.C.: 
• Daniel P. Davison (President and Treasurer) 
• Thomas S. Moffatt (Vice President and Secretary) 
• Sheelagh M. Beaulieu (Assistant Treasurer) 
• Jeffrey E. Clark (Assistant Treasurer) 
• Erik J. Heikkenen (Assistant Secretary). 


Location of company headquarters: One CVS Drive 
Woonsocket, Rhode Island 02895 


Location(s) of the company offices: 
 


CaremarkPCS, L.L.C.'s primary location is at the following 
address: 
9501 E. Shea Boulevard 
Scottsdale, Arizona 85260 


Location(s) of the office that will provide 
the services described in this RFP: 
 


The locations that will provide services include the following: 
9501 E. Shea Boulevard 
Scottsdale, Arizona 85260 
 
750 West John Carpenter Freeway Suite 1200 
Irving, Texas 75039 
 
One CVS Drive 
Woonsocket, Rhode Island 02895 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


CVS Health employs 1,934 colleagues in the State of Nevada, 
1,121 of who are full-time employees. 
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Subcontractor Information – CVS Health 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


CVS Health employs individuals 21,070 nationally. 


Location(s) from which employees will 
be assigned for this project: 
 


The locations that will provide services include the following: 
9501 E. Shea Boulevard 
Scottsdale, Arizona 85260 
750 West John Carpenter Freeway Suite 1200 
Irving, Texas 75039 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can 
be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 
CVS HEALTH Confirms 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the 
State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 
Nevada Business License Number: NV20091142864 
Legal Entity Name: CaremarkPCS Health, L.L.C. 
Is “Legal Entity Name” the same name as vendor is doing business as? Yes 
National Provider Identifier (NPI): N/A 
Atypical Provider Identifier (API): N/A 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be proactive 
in verification of these requirements prior to proposal submittal. Proposals that do not contain the requisite 
licensure may be deemed non-responsive. 
CVS Health confirms. CVS Health is in material compliance with all rules and regulations that may have an 
impact on our operations. CVS Health has all applicable federal and state licenses required for the 
provision of PBM services, and they are licensed to conduct business in all 50 states, Puerto Rico, and the 
Virgin Islands. Each pharmacy holds a resident state license from the pharmacy board of the state in 
which the pharmacy is located. In addition, where required, each pharmacy is licensed as a non-resident 
pharmacy in states in which such pharmacy delivers product. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 
No 
 
If “Yes”, complete the following table for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified. 
Not applicable. 
CVS Health is not currently engaged in any PBM contracts with any state of Nevada agencies, nor have 
they had PBM contracts with State of Nevada agencies within the past 10 years. 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its 
agencies, departments, or divisions? 
No 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory 
time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person 
who has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person 
will be performing or producing the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the services that each person 
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Subcontractor Information – CVS Health 


will be expected to perform. 
CVS Health Corporation is a publicly traded corporation, and as such, cannot provide this information 
relative to its shareholders/owners. To the best of our knowledge, none of the CVS Health senior 
executives are current or former government officials.  


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in 
which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of 
Nevada or any other governmental entity. Any pending claim or litigation occurring within the past six (6) years 
which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result 
of this RFP must also be disclosed. 
Does any of the above apply to your company? 
 
No 
 
If “Yes”, please provide the following information. Table can be duplicated for each issue being identified. 
Date of alleged contract failure or breach: 
Parties involved: 
Description of the contract failure, contract breach, or litigation, including the products or services involved: 
Amount in controversy: 
Resolution or current status of the dispute: 
If the matter has resulted in a court case: 
Court ___ / Case Number _____ 
Status of the litigation: 
Not Applicable 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 
3260. Does your organization currently have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 
Yes 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP. Limit 
response to no more than five (5) pages. 
 
As a Fortune 10 company, CVS Health is the largest pharmacy health care provider in the United States 
with integrated offerings across the entire spectrum of pharmacy care. Through its unique suite of assets, 
it is reinventing pharmacy to offer innovative solutions that help people on their path to better health. CVS 
Health is focused on enhancing access to care, lowering overall health care costs for members and 
payors, and improving health outcomes. CVS Health effectively manages pharmaceutical costs and 
improves health care outcomes through the following divisions and associated start dates: 
• CVS/pharmacy: The retail division of CVS Health is America’s leading retail pharmacy. The first CVS 


store, selling health and beauty products, was founded in 1963 in Lowell, Mass. by brothers Stanley and 
Sidney Goldstein and partner Ralph Hoagland. 


• CVS/Caremark: The pharmacy benefit management (PBM) and mail service pharmacy division of CVS 
Health provides a full range of PBM services. Pharmaceutical Card System (PCS), a predecessor of 
Caremark, was founded in 1969 in Scottsdale, Arizona, effectively launching the pharmacy benefit 
management industry. 


• CVS/specialty: The specialty pharmacy division of CVS Health includes its specialty pharmacy services 
for patients who require treatment for rare or complex conditions. CVS pioneered hemophilia home care 
and began supplying specialty medications in 1978, via predecessor Baxter Health Care Corporation. 


• CVS/minuteclinic: The retail medical clinic division of CVS Health is the leading retail medical clinic 
provider in the United States. The first QuickMedx centers (the predecessor to MinuteClinic®) opened in 
the Minneapolis-St. Paul area in May 2000 as a more affordable alternative to ERs and urgent care 
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centers. 
CVS Health was recently recognized by Corporate Responsibility Magazine for jumping 50 spots to #29 on 
the Best Corporate Citizens List for its focus on health care, the environment and business leadership. 
CVS Health is ranked #31 on Fortune’s first “Change the World” list which recognizes companies that 
have made a sizable impact on major global social or environmental problems as part of their competitive 
strategy. This recognition is a reflection of the work being done across its enterprise to support its 
Corporate Social Responsibility platform.  
As a pharmacy innovation company, CVS Health’s enterprise-wide assets help to differentiate its offerings 
and enhance the outcomes for its clients in the following ways: 
• Unmatched purchasing scale 
• Utilizing its depth of clinical expertise 
• Expanding member choice and access for maintenance prescriptions 
• Focusing on Adherence with Pharmacy Advisor Counseling 
• Simplifying member savings with the ExtraCare Health Card 
• Enhancing the member experience. 


Unmatched Purchasing Scale 
CVS Health’s purchasing scale across all of its distribution channels makes it the largest purchaser of 
prescriptions in the United States. CVS Health fills more than one (1) billion prescriptions annually. 


Utilizing Its Depth of Clinical Expertise 
CVS Health’s insights build on its experience with consumer behavior through its retail CVS/pharmacy 
locations along with research collaborations with top-tier medical organizations, such as Harvard Medical 
School and Brigham and Women’s Hospital. 


Expanding Member Choice and Access for Maintenance Prescriptions 
The Maintenance Choice® program is one of the most popular programs among CVS Health’s clients, 
benefitting 2,213 clients and more than 21.1 million members, to date. 


Focusing on Adherence with Pharmacy Advisor® Counseling 
In 2013, CVS Health expanded its Pharmacy Advisor Counseling program to include more members who 
have prevalent, costly chronic conditions. With the success of this program in the commercial 
marketplace, CVS Health continues to evolve its products to help many clients and lines of business 
across diverse markets.  


Targeted Interventions 
The program is structured to provide the right level of assistance based on where a member is with their 
therapy. CVS Health leverages predictive analytics to deliver the optimal intervention at the right time, and 
through the most effective channel for the member. 


Simplifying Member Savings with the Extracare Health Card 
This program provides members with a 20% discount on thousands of CVS/pharmacy brand health-related 
items at CVS/pharmacy locations, as well as online. 


Enhancing the Member Experience 
CVS Health’s proprietary Personal Connection Model directly engages with members, and is proven to be 
effective because it is based on its depth of consumer insights and behavioral research; investments in 
technology; and the application of behavioral economics to reinforce appropriate clinical or cost-savings 
member actions. A few recent results include a 138% improvement in response rate with communications 
campaign to personalize member savings, a 50% increase in members moving to generics, and an 18% 
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increase in persistency through targeting of diabetes members. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
As a PBM, CVS Health is not a qualified Health Maintenance Organization as defined by 42 U.S.C. 300e-9. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector. 
Please provide a brief description. 
CVS Health has been providing PBM services since 1969. 


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. Include the 
length of time vendor has been providing services described in this RFP to the public and/or private sector. 
 
CVS Health is a leading PBM that provides specialty/biotech services, disease management and other 
health services related to prescription benefit management. Since first providing PBM services in 1969, 
CVS Health has grown to become a national leader in providing programs currently serving more than 
2,000 clients and their members across all 50 states, Puerto Rico, and the Virgin Islands. Through mail, 
retail, and specialty distribution channels, CVS Health administers programs for a diverse client base, 
including corporations, managed care organizations, insurance companies, government entities, unions, 
third-party administrators, and other organizations that pay for health care products and services. 
As stated, CVS Health has been providing PBM services since 1969. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization and 
major shareholders/principals. 
 
CaremarkPCS Health, L.L.C. ("CVS Health") is a wholly-owned direct subsidiary of CaremarkPCS, L.L.C., a 
subsidiary of Caremark Rx, L.L.C., whose ultimate parent company is CVS Health Corporation. 
As a Fortune 10 company, CVS Health, is the largest pharmacy health care provider in the United States 
with integrated offerings across the entire spectrum of pharmacy care. Through its unique suite of assets, 
CVS Health is reinventing pharmacy to offer innovative solutions that help people on their path to better 
health. It is focused on enhancing access to care, lowering overall health care costs for members and 
payors, and improving health outcomes. CVS Health manages pharmaceutical costs and improves health 
care outcomes through the following divisions and associated start dates: 
• CVS/pharmacy: The retail division of CVS Health is America’s leading retail pharmacy. The first CVS 


store, selling health and beauty products, was founded in 1963 in Lowell, Mass. by brothers Stanley and 
Sidney Goldstein and partner Ralph Hoagland. 


• CVS/caremark: The pharmacy benefit management (PBM) and mail service pharmacy division of CVS 
Health provides a full range of PBM services. Pharmaceutical Card System (PCS), a predecessor of 
Caremark, was founded in 1969 in Scottsdale, Arizona, effectively launching the pharmacy benefit 
management industry. 


• CVS/specialty: The specialty pharmacy division of CVS Health includes its specialty pharmacy services 
for patients who require treatment for rare or complex conditions. CVS Health pioneered hemophilia 
home care and began supplying specialty medications in 1978, via predecessor Baxter Health Care 
Corporation. 


• CVS/minuteclinic: The retail medical clinic division of CVS Health is the leading retail medical clinic 
provider in the United States. The first QuickMedx centers (the predecessor to MinuteClinic®) opened in 
the Minneapolis-St. Paul area in May 2000 as a more affordable alternative to ERs and urgent care 
centers. 


The table below lists the five largest shareholders of the common stock of CVS Health. 
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 Five (5) Largest Shareholders  


 Rank Firm Name % of outstanding shares Position  


 1 The Vanguard Group, 
Inc. 


6.66 71,529,011  


 2 Blackrock, Inc. 6.15 66,020,505  


 3 FMR LLC 4.55 48,866,979  


 4 State Street Corp  4.15 44,552,112  


 5 Wellington Management 
Company, LLP 


2.80 30,063,417  


 Total  24.31 261,032,024  


      


4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of residence. 
Does your resident state apply a preference, which is not afforded to bidders or vendors who are residents in the 
state of Nevada? This information may be utilized in determining whether an inverse preference applies pursuant 
to Nevada Revised Statutes. 
CVS Health is not a resident of Nevada. CVS Health is headquartered in Rhode Island.  
CaremarkPCS Health, L.L.C. (formerly known as AdvancePCS Health, L.P.) was formed as a limited 
partnership in the State of Delaware on May 31, 2000. It converted from a limited partnership to a limited 
liability company on January 1, 2009. 


4.1.11.4 The location of disaster recovery back-up site. 
CVS Health’s Production Data Center is located in Scottsdale, Arizona, which is a "hardened" facility 
designed to protect the computer systems and minimize any disruption to normal processing. Critical 
business functions running in its Production Data Center are being replicated real-time to its Woonsocket, 
Rhode Island Disaster Recovery Center. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract resulting from 
this RFP. 
Candace Dahl 
Director, Strategic Accounts 
CVS Health 
9501 E Shea Boulevard Mail Code 066 
Scottsdale, AZ 85260 
Phone: 480-614-7701 


4.1.11.6 The size of organization in assets, revenue and people. 
Total Assets: $93.7 billion 
Total Revenue: $153.3 billion 
People: CVS Health employs 21,070 nationally 
In 2016, CVS Health currently provides prescription benefit services to more than 79,000,000 lives. 


4.1.11.7 The organizational chart of your senior management by function including key personnel 
All key personnel are employed by Molina Healthcare of Nevada, Inc. 
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4.1.11.8 The areas of specialization 
CVS Health effectively manages pharmaceutical costs and improves health care outcomes through its 
pharmacy benefit management (PBM), mail order and specialty pharmacy division, CVS/caremark; its 
CVS/pharmacy® retail stores; and its retail-based medical clinic subsidiary, CVS/minuteclinic. 
CVS HEALTH PRESCRIPTION SERVICES 
CVS Health is a leading PBM that provides specialty/biotech services, disease management and other 
health services related to prescription benefit management. 
CVS HEALTH SPECIALTY 
CVS Health provides specialized management for more than 70 specialty disease states. CVS Health 
focuses on the specific needs of each member and emphasizes early intervention, prevention of 
complications, and management of drug utilization and compliance. These activities are supported by 
7,800 staff specialized to support these complex therapies, and a CareTeam model which includes 
pharmacists, nurses, and dieticians. 
CVS HEALTH Integrated Approach 
CVS Health’s integrated approach goes beyond the scope of the mail service program by reducing mail, 
retail, and specialty prescription drug costs and improving drug utilization.  


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for the two 
most recent years for which full data are available. 


 CVS Health’s main service lines include CVS/pharmacy and CVS/Caremark (represented 
below as Caremark Pharmacy Services). 


 


 Year CVS Health Caremark Pharmacy Services Percent of Revenue from 
Pharmacy Services 
Segment1 


 


 2015 $153.3 billion $100.4 billion 65.5%  


 2014 $139.4 billion $88.4 billion 63.4%  


 1Percent of revenue from Caremark Pharmacy Services excludes impact of intersegment 
eliminations. 


 


      


4.1.11.10 The corporate philosophy and mission statement. 
Following is CVS Health’s corporate philosophy and mission statement: 
“CVS Health is a pharmacy innovation company. 
Millions of times a day, close to home and across the country, we’re helping people on their path to better 
health. 
We’re reinventing pharmacy to have a more active, supportive role in each person’s unique health 
experience and in the greater health care environment—from advising on prescriptions to helping manage 
chronic and specialty conditions to providing quality walk-in medical care and pharmacy benefits 
management. 
Because we’re present in so many moments, in ways that are more affordable and effective, we’re able to 
positively influence health behavior and shape the future of health care for people, businesses and 
communities.” 


4.1.11.11 A description of any plans for future growth and development of your organization. 
CVS Health Corporation spends more than $1.5 billion per year across its enterprise to ensure its systems 
are leading-edge and provide superior capabilities needed in an increasingly complex, government 
regulated health care environment. Its corporate investment strategy also contemplates the health care 
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evolution, which is why CVS Health continues to make significant investments in the following areas: 
• Unlocking the value of adherence. CVS Health’s investments in clinical capabilities, including its 


Pharmacy Advisor Counseling program, have enabled it to improve member health and lower total 
costs for its customers. 


• Extending its specialty capabilities into the medical benefit. CVS Health’s specialty capabilities have 
been highly effective in helping clients manage specialty drug spend while promoting medication 
persistency for members. 


• Connecting and engaging physicians. In conjunction with their clinical programs, CVS Health is making 
complementary investments to support physician engagement and to encourage industry-wide 
connectivity that makes the right member-specific information available to the health care provider for 
evaluation and action. 


• Engaging members through digital strategies. CVS Health continues to invest in digital capabilities to 
better engage members, utilizing its enterprise-wide member touch points. CVS Health was recently 
honored as InformationWeek’s 2015 Elite 100 Winners and also as the 2015 CIO 100 Award Winner 
distinguished by creating business value through the effective and innovative use of information 
technology. 


• Establish a seamless experience for clients and members. CVS Health aims to create a seamless 
experience, helping to ensure that clients and members receive exceptional service from 
implementation through benefit access and reporting. 


Through the next several years, CVS Health will continue to invest substantial dollars to build a truly 
distinctive PBM offering.  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion and/or additional 
business line identified. For example, what kind of planning and project management techniques, what resources 
and organization, etc.? 
On December 16, 2015, CVS Health Corporation acquired Target Corporations’ pharmacy and clinic 
businesses. This included more than 1,660 pharmacies across 47 states where CVS Health operates them 
through a store-within-a-store format, branded as CVS/pharmacy. In addition, a CVS/pharmacy is included 
in all new Target stores that offer pharmacy services. Target’s nearly 80 clinic locations were rebranded as 
MinuteClinic. The transaction enabled CVS Health to reach more members, adding a new retail channel for 
its offerings, and expanding convenient options for consumers. 
On August 18, 2015, CVS Health acquired Omnicare, the leading provider of pharmacy services to long-
term care facilities. With the acquisition of Omnicare, CVS Health significantly expanded its ability to 
dispense prescriptions in assisted living and long-term care facilities, serving the senior patient 
population. CVS Health also expanded its presence in the rapidly growing specialty pharmacy business. 
Omnicare’s complementary specialty pharmacy platform and clinical expertise augment CVS Health’s 
capabilities and enable it to continue to provide innovative and cost-effective solutions to members and 
payors.  


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 
CVS Health has been providing PBM services since 1969 
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4.1.12 Experience 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following 


A. Managing a network of Medicaid Providers; 
CVS Health offers multiple retail network options to provide optimal geographic coverage while allowing 
clients to manage their pharmacy spend in the retail channel. The CVS Health National Network is 
available for maximum coverage at marketplace-competitive rates and fees, while limited networks such 
as the Advanced Choice Network, offer savings while eliminating network redundancy. CVS Health will 
develop a network in consultation with The State that meets GeoAccess requirements. CVS Health has 
had success in implementing preferred network strategies in multiple States for its Managed Medicaid 
clients. 
CVS Health is well versed in the State’s requirements for network management. They can provide required 
network quarterly and annual reporting. CVS Health has also developed a provider portal for education to 
providers on the benefits.  


B. Managed care programs for Medicaid recipients; 
CVS Health has extensive experience with managed care programs for Medicaid recipients. It supports 29 
Medicaid health plans and more than 12 million members. It manages 165 distinct lines of business in 25 
states for these clients.  
The following offerings have helped member plans manage Medicaid drug benefit needs: 
HealthTag®. CVS Health has helped Health Plans extend their reach to engage and retain members 
through its HealthTag program, which offers better coordination and provides more comprehensive care 
to members. CVS Health’s channels promote positive member behavior change and address opportunities 
to reduce health care costs. CVS Health has industry leading data and targeting algorithms that provide a 
near real-time view of member behavior, allowing them to better identify members who are most likely to 
positively respond to interventions. 
Pharmacy Advisor Counseling. CVS Health’s Pharmacy Advisor® Counseling program has helped improve 
adherence to chronic medications to manage the most common conditions in the Medicaid population, 
reducing associated adverse events and total health care costs. CVS Health accomplishes this through 
proactive one-on-one member counseling in person at retail or by phone.  
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C. Managing and improving health outcomes for program recipients; 
CVS Health offers programs to manage and improve health outcomes for program recipients. Some 
examples are described in the following paragraphs. 
Medicaid Medication Therapy Management Program 
For those high-risk members with the most complex and costly medication regimens, CVS Health offers a 
Medicaid Medication Therapy Management (MTM) program geared toward meeting the needs of Medicaid 
members. The program is designed to mitigate adverse medical events and enrich Medicaid members’ 
understanding of medication use, improve therapeutic outcomes by enhancing medication adherence, 
and reduce adverse drug events. The MTM program includes interventions for both members and 
prescribers. Its comprehensive medication reviews includes interactive, face-to-face or telephonic 
consultation, with follow-up interventions when necessary. The face-to-face consultations take place in 
retail pharmacies nationwide. The MTM program consists of two components: the Comprehensive 
Medication Review (CMR) and Targeted Medication Review (TMR). 
Comprehensive Medication Review (CMR) is an interactive, person-to-person medication review provided 
to the member by a pharmacist or other qualified provider and is offered at least annually. The CMR is a 
review of the beneficiary’s medications, including prescription, over-the-counter (OTC) medications, 
herbal therapies and dietary supplements, which assesses medication therapy and optimizes patient 
outcomes. The pharmacist may identify a drug therapy problem that requires immediate prescriber 
outreach during the CMR. If this occurs, the pharmacist is instructed to telephone or fax the appropriate 
prescriber to resolve the drug therapy problem. This service is intended to optimize therapeutic outcomes 
through improved medication use.  
Targeted Medication Reviews (TMRs) occur on a quarterly basis, starting during the month in which a 
beneficiary is targeted to participate in the MTM program. All beneficiaries who meet the MTM program 
targeting criteria will receive TMRs, whether or not the beneficiary, caregiver, or prescriber, is able to 
receive or accept the CMR service. 


D. Administering Medicaid utilization and case management programs; 
CVS Health’s Utilization Management programs have helped control high utilization, abuse, and access to 
high-cost drugs. CVS Health also provides exception processing and member-level overrides, at the 
State’s request. CVS Health’s experience in Medicaid allows it to provide recommendations for a highly 
managed, cost effective formulary while remaining clinically appropriate. CVS Health creates Medicaid-
specific criteria for prior authorization, step therapy, and quantity limit programs. 


E. Medicaid claims processing and adjudication; 
CVS Health uses state-of-the-art technology in administrating its clients’ pharmacy programs. Optimal 
technologies are selected based on individual systems applications to ensure flexible and reliable claims 
processing capabilities. 
CLAIMS ADJUDICATION 
CVS Health’s integrated retail and mail service claims adjudication network consists of a varied 
infrastructure composed mainly of many WAN/LAN architectures and a drive for customer services.  
DATA WAREHOUSING AND DECISION SUPPORT 
CVS Health’s data warehousing technology employs a combination of proprietary and third-party-
developed software systems in a client/server environment. This system provides access to ad hoc 
queries and reports—whether clinical, administrative, or financial in nature. 


F. Project management; and 
The knowledge and expertise contained within its managed Medicaid business segment allows them to 
improve the PMPM performance and operational efficiency of its managed Medicaid clients. CVS Health 
has supported plans and members within this exceptional sector of health care for 15 years. Plans are 
most successful managing costs and meeting requirements when they have access to Medicaid experts 
who are dedicated to helping them reach their goals. 
The clinical, account, and analytics experts within CVS Health’s managed Medicaid segment provide 
detailed, consultative support to help clients manage the complexities of their business, such as: 
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• PMPM Performance – CVS Health provides ongoing analysis and consultation for a variety of issues 
including management of PMPM performance to meet client goals during challenging budgetary times. 
CVS Health designed its PMPM Trend forecasting tool specifically for health plan support, given the 
need to evaluate opportunities at the therapeutic class level. 


• Specialty Medication Management – CVS Health’s specialty management capabilities can better address 
drug spend under both the pharmacy and medical benefit. CVS Health is the only specialty pharmacy 
that can integrate rare disease management—critical to help control overall costs related to this small 
but high cost population. 


• State Requirements – CVS Health maintains a dedicated Medicaid regulatory compliance support team 
that meets with client staff to discuss the regulations and Medicaid requirements in a particular state as 
they relate to PBM operations. On an ongoing basis, CVS Health has the capacity to review new 
requirements to advise clients on the impact of its operations. CVS Health will also proactively identify 
new and proposed requirements and communicate them to clients. 


• Formulary Management – From closed formularies to therapeutic interchange programs, CVS Health 
has the management expertise to develop the most appropriate level of formulary management. CVS 
Health has developed a Medicaid specific formulary template to provide appropriate clinical and cost 
effective formulary management for managed Medicaid coverage providers 


• NCQA accreditation – CVS Health supports NCQA Member Connection Standard MEM-4 by providing 
members with the information they need to understand and use their pharmacy benefits. This 
information is provided to members via its website, Caremark.com, and over the phone.  


• HEDIS scores – Through its comprehensive clinical solutions, CVS Health proactively engages 
members and their prescribers with evidence-based clinical health improvement opportunities that 
support client efforts in meeting or exceeding various HEDIS measures. 


• Network Management – CVS Health offers multiple retail network options—national, limited, and 
custom—to provide optimal geographic coverage while allowing clients to manage their pharmacy 
spend in the retail channel. CVS Health will develop a network in consultation with the client that meets 
GeoAccess requirements. CVS Health has had success in implementing preferred network strategies in 
multiple States for its Managed Medicaid clients. 


• Encounter Processing – CVS Health currently supports Medicaid encounter submissions in 23 states 
and the District of Columbia. CVS Health maintains a propriety encounter processing system (EMS) that 
interfaces with its claim adjudication engine to extract all adjudicated claims on a nightly basis. EMS is 
able to prepare NCPDP encounter file transactions for submission to the states in the states’ required 
formats. 


• Utilization Management – CVS Health creates Medicaid-specific criteria for prior authorization, step 
therapy, and quantity limit programs to helps control high utilization, abuse, and access to high-cost 
drugs. CVS Health can also provide exception processing and member-level overrides, at the client’s 
request. 


• Fraud, Waste and Abuse – CVS Health uses comprehensive tools, proven in solving fraud and abuse, to 
effectively control costs in all relevant areas of a Medicaid environment. 


G. Qualifications of key personnel. 
As a subcontractor to Molina Healthcare of Nevada, administering pharmacy benefits, CVS Health does 
not employ any of the proposed key personnel. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome standards. In 
addition, identify specific performance measures that would provide the most meaningful measure of health care 
service delivery performance. 
Evidence-Based Plan Design (EBPD), also known as Value-Based Benefit Design (VBBD), is a plan design 
strategy to help remove member cost barriers to medications proven to improve health outcomes. This 
innovative design helps to increase adherence, enhance health outcomes, and reduce total costs for its 
clients. CVS Health can administer any of the following approaches or combinations of strategies to meet 
The State’s goals including: 
• Therapy-based copay incentives 
• Compliance-based copay incentives with condition management initiatives 
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• Risk-based copay incentives for members with a high-health risk 
These plan design strategies provide an effective way to address the educational and behavioral barriers 
to compliance and promote good health care decisions. To support the plan design, CVS Health uses a 
highly effective combination of adherence interventions from across the PBM including adherence 
counseling, refill reminders, therapy drop-off, and personalized member communication to better engage 
members in their health. 
Since 1999, CVS Health has been a recognized leader in supporting EBPD initiatives. Through the years, 
CVS Health has worked with a number of early adopters of EBPD and have co-presented the results of 
these initiatives at national meetings and symposiums. As of 2016, nearly 145 CVS Health clients have 
implemented some form of EBPD focusing on diabetes, asthma, depression, and cardiovascular 
conditions. 
The following solutions are part of CVS Health’s core offering to EBPD clients: 
• Help The State in identifying people on the targeted drugs who have a targeted condition. 
• CVS Health’s claims system has the ability to administer accurate copays on the appropriate 


VBBD/EBPD program targeted drugs for the selected conditions. 
• CVS Health’s Analytic Consulting Services (ANCS) works with clients to meet their reporting needs 


surrounding VBBP and EBPD 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and development 
of best practices. 
CVS Health Corporation spends more than $1.5 billion per year across its enterprise to ensure its systems 
are leading-edge and provide superior capabilities needed in an increasingly complex, government 
regulated health care environment. There are a number of categories this sizable investment is directed 
to: 
• Regulatory – CVS Health supports all governmental regulatory requirements. Included but not exclusive 


are regulations from Medicare, Medicaid, and Affordable Care Act. 
• Member-facing – Member access thru a variety of digital entry points including support for Web portal, 


tablets, smart phones, and other digital devices. 
• Client requests – Support of client-specific needs. 
• Operational improvements – Continual upgrades are performed on operational systems such as claims 


processing, and mail service. 
• Clinical programs – In support of programs such as Pharmacy Advisor, Specialty Connect, and 


Maintenance Choice. 
• Infrastructure – CVS Health continually increases processing capacity. In addition, significant programs 


have been established to ensure security, privacy, and disaster recovery requirements are met. 
As a Fortune 10 company, CVS Health has the financial stability and resources to invest in the future, 
improving service and outcomes for its clients and the members they serve. 
Overall, these investments include: 
• Updates and additions to its facilities including a state-of-the-art mail service facility to ensure your 


members can access a low-cost prescription channel 
• Improvements in Customer Care systems and technology to enable better prescription management 


and consistent messaging across the enterprise 
• Clinical connective technology to allow all of its clinicians to see a single view of the member and be 


alerted to savings opportunities and/or opportunities for improved medication adherence 
• Enhanced digital capabilities for Web and mobile technology to help get the right info to the member 


when they want it and in an easy, understandable way 
• CVS Health is expanding its Health footprint through MinuteClinic locations and pharmacies for 


additional access to its clinicians. 
Within its specialty organization CVS Health has made significant improvements and investments that 
include: 
• New systems to capture more data for integrated medical/pharmacy reporting—including laboratory 
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data 
• Additional investments in its technological infrastructure to improve support for members, physicians, 


and clients, including additional online capabilities to enhance the member experience and provide an 
added touch point for therapy-specific CareTeam interaction 


• More convenient access for physicians via e-prescribing and ePA capabilities 
• Enabling video chats between members, the CareTeams, and a physician to provide decision support, 


including for drugs dispensed under the medical benefit 
• Additions of Executive and Clinical talent, skills, and experience 
CVS Health has the experience and integrated assets to continually build and deploy solutions that help 
contain costs, improve access, and utilize technology for its clients and their members. 


4.1.12.4 Describe the experience your organization has had working with state government and/or experience in 
specifically related services. 
CVS Health has 15 state government employers consisting of 2.8 million members. Additionally, CVS 
Health supports 29 Medicaid health plans and more than 14.5 million members. CVS Health is URAC 
accredited and has supported Medicaid managed care organizations since 1988. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific responsibilities 
of each of these individuals in relation to the requirements set forth herein. This information must be included in 
vendor’s technical response to the RFP. 
As a subcontractor to Molina Healthcare of Nevada, administering pharmacy benefits, CVS Health does 
not employ any of the proposed key personnel 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract responsibilities in 
the following area: 
A. Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 
As the prime vendor, Molina Healthcare of Nevada provides specific personnel with responsibilities for the 
areas outlined in RFP Section 4.1.12.6. CVS Health has a wide range of both dedicated and designated 
individuals to serve Molina and their clients. It has a broad account team dedicated to ensuring that all of 
the States needs are met.  


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an HMO in 
Nevada. 
Please refer to CVS Health’s license to provide PBM services in the State of Nevada. CVS Health will 
provide other licenses upon request. Please note, however, that CVS Health is not a licensed HMO. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 
CVS Health has an internal, Spanish-speaking team that offers bilingual assistance to all members as well 
as an additional language resource through Teleservices. 
CVS Health provides clients and members with access to multilingual interpretive services. Through these 
services, CVS Health supports more than 190 languages, including French, Spanish, German, Russian, 
and many Asian, African, Middle Eastern, European, and Pacific Island dialects. These services are 
available both during and after hours. 
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Subcontractor Information – CVS Health 


CVS Health’s standard communication materials are available in English. Communications in Spanish are 
available upon request.  
CVS Health can offer the following standard communication materials in Spanish: 
• Sections of the CVS Health Welcome Materials (Welcome Statement, Index, Benefits-At-A-Glance) 
• Drug list 
• Retail Information 
• Mail Service Information 
• Mail Service Invoice 
• Mail Service Patient advisory letter 
• Mail Service Prescription label 
• Mail Service Order forms 
• Generics Information 
• Generics Payroll Stuffer 
• Claim forms 
• Specialty Pharmacy Information 
• Specialty Beneficiary Education Materials 


4.1.12.9 List any associations or organizations to which the organization belongs. 
CVS Health has received accreditations from the following organizations: 
URAC 
CVS Health is URAC accredited in the following areas with noted expiration dates: 
• Pharmacy Benefit Management – URAC accredited for Pharmacy Benefit Management. This 


accreditation is effective through November 1, 2016. 
• Drug Therapy Management –URAC accredited for Drug Therapy Management. This accreditation is 


effective through November 1, 2016. 
• Mail Service Pharmacy – URAC accredited for Mail Service Pharmacy. This accreditation is effective 


through April 1, 2019. 
• Specialty Pharmacy – URAC accredited for Specialty Pharmacy. This accreditation is effective through 


April 1, 2019. 
• Health Call Center – URAC accredited for Health Call Center. This accreditation is effective through 


November 1, 2016. 
CVS/pharmacy was URAC accredited July, 31 2014 as the first national pharmacy to receive the 
Community Pharmacy Accreditation. All CVS/pharmacy and Longs Drug Store locations nationwide have 
earned this accreditation. Receiving this accreditation demonstrates the importance of individual patients 
and the care they receive to CVS Health. This accreditation is effective through August 1, 2017. 
Additionally, CVS Health was recognized by URAC with a bronze award in the 2013 Awards for Best 
Practices in Health Care Consumer Engagement and Protection for the Pharmacy Advisor® Counseling 
solution. The Best Practices Awards competition helps promote knowledge and understanding of what 
premier companies are doing to advance consumer protection and empowerment. 
JOINT COMMISSION 
CVS Health Specialty pharmacies are accredited under the Home Care standards of the Joint Commission 
for demonstrating compliance with Commission standards in all performance areas. The last triennial 
accreditation cycle was completed 2015. The next triennial accreditation cycle will start in 2018. 
Additionally, MinuteClinic is the first retail health care provider to achieve accreditation from The Joint 
Commission. The Commission’s state-of-the-art standards focus on patient safety and care quality, and 
are updated regularly to reflect the rapid advances in health care and medicine. The Joint Commission 
certification signifies that MinuteClinic complies with more than 180 national standards in the 
implementation of established clinical practice guidelines, as well as more than 500 performance 
measurements. The last triennial accreditation cycle was completed in 2015. The next triennial 
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Subcontractor Information – CVS Health 


accreditation cycle will start in 2018. 
NCQA 
Utilization Management – NCQA UM Certification. While it encompasses multiple facets of the 
organization, the primary areas of focus are prior authorization and appeals. This accreditation is effective 
through April 7, 2018. 
Case Management – Accreditation for Case management. The accreditation affirms CVS Health’s 
commitment to providing high quality, member-centered care that improves health outcomes and lowers 
costs. This important accreditation from NCQA validates CVS Health’s focus on providing effective, 
connected care for members with rare diseases who often have numerous doctors and medications. As 
part of the Case Management program, CVS Health manages care transitions and identifies and prevents 
potential problems to help members avoid costly emergency room visits and extended hospital stays. The 
program is supported by published guidelines and consensus statements as well as standards of medical 
practice. NCQA evaluates health care companies against 10 rigorous standards of case management 
developed with input from experts from the field, including researchers and state and federal regulators. 
This accreditation is effective through February 1, 2019. 
Disease Management – Awarded Full Patient and Practitioner Accreditation for the following disease 
management programs effective through August 8, 2017: 
• Amyotrophic Lateral Sclerosis 
• Hemophilia 
• Rheumatoid Arthritis 
• Chronic Inflammatory Demyelinating Polyradiculoneuropathy (CIDP) 
• Lupus 
• Scleroderma 
• Crohn’s Disease 
• Multiple Sclerosis 
• Seizure Disorders 
• Cystic Fibrosis 
• Myasthenia Gravis 
• Sickle Cell Anemia 
• Dermatomyositis 
• Parkinson’s Disease 
• Ulcerative colitis. 
• Gaucher Disease 
• Polymyositis 
 
INTERNATIONAL ORGANIZATION FOR STANDARDIZATION (ISO) 
CVS Health’s Data Center has been ISO certified since 2000, and is currently following the ISO 9001:2008 
standard. CVS Health’s focus is on customer satisfaction and continual improvement in maintaining these 
certifications. 
We continue to be audited internally and externally to meet the compliance/certification requirements of 
the ISO 9001:2008 quality management system (QMS) standard. The Data Center has successfully passed 
all external certification audits with zero non-conformities. These external audits have been conducted by 
Deloitte & Touche and NSF audit firms. 
CVS Health maintains a Best-In-Class performance maturity level by integrating ISO into its environment, 
along with its audit results and the team's commitment to ISO 9001. 
NATIONAL ASSOCIATION OF BOARDS OF PHARMACY (NABP) 
• VIPPS (Verified Internet Pharmacy Practice Sites) accreditation 
• DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics, and Supplies) accreditation—effective 


through September 9, 2016 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
4.2-28 © 2016 Molina Healthcare, Inc. 


Subcontractor Information – CVS Health 


• VAWD (Verified-Accredited Wholesale Distributors) accreditation—two specialty facilities 
CVS Health has had no accreditation denied, revoked, or terminated during the preceding 24-month 
period. 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide health 
information exchange (HIE)? Please indicate your answer using the following table: 
CVS Health does not actively track the participation rates of its national Network providers in relation to 
the HealtHIE Nevada statewide health information exchange (HIE). 


4.1.13.2 HealtHIE Nevada Statewide Health Information Exchange 
Do you now, or do you have plans in the next year to, encourage providers in your network to participate in the 
HealtHIE Nevada statewide health information exchange? Please describe. 
CVS Health is happy to discuss with the State ways in which it can assist in your interest in the HealtHIE 
Nevada statewide health information exchange. 


4.1.13.3 Participate in HealtHIE Nevada 
If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve the health of your 
managed care populations and to control plan costs. 
Not applicable. 


4.1.14 Financial Information and Documentation 
Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s 
response in accordance with Section 9.5, Part III – Confidential Financial Information. 
Dun and Bradstreet Number  
Federal Tax Identification Number 
The last two (2) years and current year interim: 
A. Profit and Loss Statement  
B. Balance Statement 
Per Amendment 2, Question 258, CVS Health does not provide financials. 


  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. 4.2-29 


4.2.1.5 Business References 
Business references as specified in Section 4.3, Business References must be provided for any proposed subcontractors. 


The experience of our subcontractors further strengthens our offering. To qualify their 
experience, both subcontractors have provided three references from current clients. We 
understand DHCFP’s instructions for sending Attachment F, Reference Questionnaire to our 
subcontractors’ references. Our subcontractors have directed each of their references to 
submit the questionnaire directly to the Purchasing Division by the deadline specified in RFP 
Section 8. We understand that questionnaires not received or completed by this deadline may 
adversely affect our score in the evaluation process. We also understand that the State may 
contact any or all references to discuss our subcontractors’ contract performance and client 
satisfaction. 


The tables on the pages that follow list our subcontractor references. 


MARCH Vision Care Reference 1 
Reference #: 1 


Company Name: MARCH Vision Care Group 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Vision Vendor for UnitedHealthcare Community & State 


Primary Contact Information 


Name: Daniel Denton 


Street Address: 26957 Northwestern Highway, Suite 400 


City, State, Zip: Southfield, MI 48033 


Phone, including area code: (248) 331-4241 


Facsimile, including area 
code: 


(877) 383-1393 


Email address: djdenton@uhc.com 


Alternate Contact Information 


Name: Kevin Beam 


Street Address: 1001 Brinton Road 


City, State, Zip: Pittsburgh, PA 15221 


Phone, including area code: (763) 283-2309 


Facsimile, including area 
code: 


(877) 383-1393 


Email address: kevin.beam@uhc.com 



mailto:kevin.beam@uhc.com
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Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MARCH Vision Care administers routine vision services and medical vision 
services within the scope of licensure for UnitedHealthcare Community & 
State in nine states.  


Original Project / Contract 
Start Date: 


08/2010 


Original Project / Contract 
End Date: 


Ongoing 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship 


Final Project / Contract Date: N/A 
MARCH Vision Group’s relationship with UnitedHealthcare Community & 
State is ongoing 


Was project/contract 
completed in time originally 
allotted, and if not, why not? 


The project was implemented on time. MARCH is still the vision vendor for 
UnitedHealthcare.  


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract has not yet been completed, but it is operating within 
budget. 


 


  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. 4.2-31 


MARCH Vision Care Reference 2 
Reference #: 2 


Company Name: MARCH Vision Care Group 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Vision Vendor for Essilor of America, Inc. 


Primary Contact Information 


Name: Gail Tarantino 
Regional Director, West – IHMS 


Street Address: 13555 N. Stemmons Freeway 


City, State, Zip: Dallas, TX 75234 


Phone, including area code: (661) 269-2095 


Facsimile, including area 
code: 


Not available 


Email address: gtarantino@essilorusa.com 


Alternate Contact Information 


Name: Rick Gadd 
Sr. VP Key Accounts and GM 


Street Address: 13555 N. Stemmons Freeway 


City, State, Zip: Dallas, TX 75234 


Phone, including area code: (214) 496-4919 


Facsimile, including area 
code: 


(972) 241-8601 


Email address: Rgadd@essilorusa.com 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MARCH Vision Care administers routine vision services and medical vision 
services within the scope of licensure of an optometrist in 18 states. Essilor 
provides the optical lens solution for MARCH in seven states.  


Original Project / Contract 
Start Date: 


05/01/2011 


Original Project / Contract 
End Date: 


Current 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship.   
Value for 2015:  $1,825,674.32 


Final Project / Contract Date: March Vision Care’s relationship with Essilor is ongoing.  
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Was project/contract 
completed in time originally 
allotted, and if not, why not? 


The contract was implemented on time. Essilor is still an optical lab partner 
of MARCH Vision Care’s.  


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract is ongoing and is performing as expected.  
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MARCH Vision Care Reference 3 
Reference #: 3 


Company Name: MARCH Vision Care Group 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Vision Vendor for Eye Associates of New Mexico 


Primary Contact Information 


Name: Molly K. Smith 
Eye Associates of New Mexico 


Street Address: 8801 Horizon Blvd. NE 


City, State, Zip: Albuquerque, NM 87113 


Phone, including area code: (505) 828-4922 


Facsimile, including area 
code: 


(505) 244.9566 


Email address: msmith@eyenm.com 


Alternate Contact Information 


Name: Janice E. Young, CFO 
Eye Associates of New Mexico 


Street Address: 8801 Horizon Blvd. NE 


City, State, Zip: Albuquerque, NM 87113 


Phone, including area code: (505) 768-1334 


Facsimile, including area 
code: 


(505) 244-9566 


Email address: young@eyenm.com 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MARCH Vision Care administers routine vision services and medical vision 
services within the scope of licensure of an optometrist for Molina 
Healthcare of New Mexico and UnitedHealthcare New Mexico Community & 
State. Eye Associates of New Mexico is a large provider group contracted 
with MARCH Vision Care to render care to Molina and UnitedHealthcare 
members.  


Original Project / Contract 
Start Date: 


8/1/2006 


Original Project / Contract 
End Date: 


Current 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship.   
Value for 2015:  $1,627,340.49 


Final Project / Contract Date: March Vision Care’s relationship with Eye Associates of New Mexico is 
ongoing.  



mailto:msmith@eyenm.com
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Was project/contract 
completed in time originally 
allotted, and if not, why not? 


The contract was implemented on time. Eye Associates of New Mexico is 
currently a participating provider for MARCH Vision Care.  


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract has not been completed and is operating as expected.  
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CVS Health Reference 1 
Reference #: 1 


Company Name: CVS Health 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Pharmacy Benefit Management for Healthfirst 


Primary Contact Information 


Name: Bhavesh Modi, Vice President; Pharmacy 


Street Address: 100 Church Street, 15th Floor 


City, State, Zip: New York, NY 10007 


Phone, including area code: (212) 209-6442 


Facsimile, including area 
code: 


Not available 


Email address: bmodi@healthfirst.org 


Alternate Contact Information 


Name: Helen Kourlas, Clinical Director, Pharmacy 


Street Address: 100 Church Street, 15th Floor 


City, State, Zip: New York, NY 10007 


Phone, including area code: (212) 209-6456 


Facsimile, including area 
code: 


Not available 


Email address: hkourlas@healthfirst.org 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


CVS Health provides Pharmacy Benefit Management and Pharmacy Claims 
Administration for Healthfirst. 


Original Project / Contract 
Start Date: 


01/2013 


Original Project / Contract 
End Date: 


Ongoing 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship 


Final Project / Contract Date: N/A 
CVS Health’s relationship with Healthfirst is ongoing 


Was project/contract 
completed in time originally 


The contract has not yet been completed, but all contract requirements to 
the present date have been completed on time and as originally allotted.  



mailto:hkourlas@healthfirst.org
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allotted, and if not, why not? 


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract has not yet been completed, but it is operating within 
budget. 
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CVS Health Reference 2 
Reference #: 2 


Company Name: CVS Health 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Pharmacy Benefit Management for Family Health Network 


Primary Contact Information 


Name: Robert Kritzler MD, Chief Medical Officer 


Street Address: 322 South Greene St 


City, State, Zip: Chicago, Il. 60607 


Phone, including area code: (312) 995- 1927 


Facsimile, including area 
code: 


Not available 


Email address: Rkritzler@myfhn.com 


Alternate Contact Information 


Name: Luenetta Jackson, Pharmacy Director 


Street Address: 322 South Green St Ste 400 


City, State, Zip: Chicago, Il. 60607 


Phone, including area code: (312) 802-6020 


Facsimile, including area 
code: 


Not available 


Email address: ljackson@myfhn.com 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


CVS Health provides Pharmacy Benefit Management and Pharmacy Claims 
Administration for Family Health Network. 


Original Project / Contract 
Start Date: 


04/2013 


Original Project / Contract 
End Date: 


Ongoing 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship 


Final Project / Contract Date: N/A 
CVS Health’s relationship with Family Health Network is ongoing 



mailto:ljackson@myfhn.com
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Was project/contract 
completed in time originally 
allotted, and if not, why not? 


The contract has not yet been completed, but all contract requirements to 
the present date have been completed on time and as originally allotted.  


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract has not yet been completed, but it is operating within 
budget. 


 


  







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc. 4.2-39 


CVS Health Reference 3 
Reference #: 3 


Company Name: CVS Health 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Pharmacy Benefit Management for CareSource 


Primary Contact Information 


Name: Jim Gartner, VP Pharmacy 


Street Address: 230 North Main St 


City, State, Zip: Dayton, OH 45402 


Phone, including area code: (937) 531-2878  


Facsimile, including area 
code: 


Not available 


Email address: James.Gartner@CareSource.com 


Alternate Contact Information 


Name: Monalisa Mohanty RPH, MBA 


Street Address: 230 North Main St 


City, State, Zip: Dayton, OH 45402 


Phone, including area code: (937) 487-4407 


Facsimile, including area 
code: 


(937) 487-1769 


Email address: monalisa.mohanty@CareSource.com 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


CVS Health provides Pharmacy Benefit Management and Pharmacy Claims 
Administration for CareSource 


Original Project / Contract 
Start Date: 


08/2008 


Original Project / Contract 
End Date: 


Ongoing 


Original Project / Contract 
Value: 


Value of services varies as this is an ongoing relationship 


Final Project / Contract Date: N/A 
CVS Health’s relationship with Family Health Network is ongoing 
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Was project/contract 
completed in time originally 
allotted, and if not, why not? 


The contract has not yet been completed, but all contract requirements to 
the present date have been completed on time and as originally allotted.  


Was project/contract 
completed within or under the 
original budget/ cost proposal, 
and if not, why not? 


N/A 
Note: The contract has not yet been completed, but it is operating within 
budget. 


 


4.2.1.6 Subcontractor Insurance Required 
Vendor shall not allow any subcontractor to commence work until all insurance required of the subcontractor is provided to the 
vendor.  


Molina will not allow either subcontractor to commence work until all insurance required of 
the subcontractor is provided. 


4.2.1.7 Notify the Using Agency 
Vendor must notify the using agency of the intended use of any subcontractors not identified within their original proposal and 
provide the information originally requested in the RFP in Section 4.2, Subcontractor Information. The vendor must receive agency 
approval prior to subcontractor commencing work. 


We will notify DHCFP of our intention to use additional subcontractors not identified in our 
proposal should we recognize a need to add any after contract award. We will not allow any 
additional subcontractor to commence work until we receive approval from DHCFP to do so. 
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4.3 Business References 
4.3.1  Vendors should provide a minimum of three (3) business references from similar projects performed for private, state 


and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor and/or 


subcontractor: The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.  


Reference #:  


Company Name:  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  
Primary Contact Information 


Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


 


Original Project/Contract Start Date:  
Original Project/Contract End Date:  
Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed in time originally allotted, 
and if not, why not?  
Was project/contract completed within or under the original 
budget/ cost proposal, and if not, why not?  


 
4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that are identified in 


Section 4.3.2. 
4.3.4 The company identified as the business references must submit the Reference Questionnaire directly to the Purchasing 


Division. 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on or before the 


deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process. Reference Questionnaires not 
received, or not complete, may adversely affect the vendor’s score in the evaluation process. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality and degree of 
satisfaction for such performance. 


Our long-standing Medicaid and CHIP managed care experience uniquely positions us to 
better serve Nevada’s Medicaid and Check Up populations. Successful past performance is a 
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significant indicator of our ability to meet the needs of the State and its stakeholders. To meet 
stakeholder references requirements; demonstrate our alignment with DHCFP goals; and 
highlight our vast experience serving similar populations across the country, we provide three 
representative references from our subsidiary health plans. 


We understand DHCFP’s instructions for sending Attachment F, Reference Questionnaire to 
our business references and have directed each of our references to submit the questionnaire 
directly to the Purchasing Division by the deadline specified in RFP Section 8. We understand 
that questionnaires not received or completed by this deadline may adversely affect our score 
in the evaluation process. We also understand that the State may contact any or all references 
to discuss Molina’s contract performance and client satisfaction. 


Reference Tables 1 – 3 list business references from three of Molina Healthcare of Nevada’s 
sister health plans and include all required information. 


Please refer to Part IC, Confidential Technical Proposal, Tab VI – Section 4 – Company 
Background and References, Proposal Section 4.3, Business References, Reference Tables  
1 – 3, for redacted content. This information constitutes proprietary, confidential and/or trade 
secret information pursuant to Nevada Revised Statutes sections 333.333, 333.020(5), and 
600A.030(5). 
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4.4 Attachment G Proposed Staff Resumes 
Please refer to Part IC, Confidential Technical Proposal, Tab VII – Attachment G, Proposed 
Staff Resumes 1 – 8, for redacted content. This information constitutes proprietary, 
confidential and/or trade secret information pursuant to Nevada Revised Statutes sections 
333.333, 333.020(5), and 600A.030(5). 
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Aetna Better Health 1.  Demonstrated Competence 15.0 10.0 9.0 8.0 6.0 6.0 8.0 117.5
of Nevada   


2.  Experience in performance of comparable engagements 20.0 9.0 10.0 8.0 6.0 7.0 8.0 160.0
5    


3.  Conformance with the terms of this RFP 20.0 10.0 10.0 8.0 5.0 8.0 8.0 163.3
 
4. Expertise and availability of key personnel 10.0 9.0 9.0 6.0 5.0 6.0 7.0 70.0
 
5.  Adequacy of management approach 10.0 10.0 10.0 7.0 7.0 7.0 8.0 81.7
  
6. MCO Transition QHP available on HIX? 1.0 1.0 10.0 7.0 5.0 10.0 8.0 6.8


  
7. Utilization of the FFS formulary? 2.0 2.0 10.0 10.0 10.0 10.0 10.0 17.3


8. Value Added Benefits 2.0 1.0 10.0 7.0 5.0 6.0 7.0 12.0


      
Phase I 628.7


   
      


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Amerigroup 1.  Demonstrated Competence 15.0 9.0 8.0 8.0 5.0 8.0 8.0 115.0
   


2.  Experience in performance of comparable engagements 20.0 10.0 8.0 8.0 5.0 8.0 7.0 153.3
7    


3.  Conformance with the terms of this RFP 20.0 7.0 8.0 8.0 6.0 9.0 7.0 150.0
 
4. Expertise and availability of key personnel 10.0 8.0 8.0 8.0 7.0 8.0 8.0 78.3
 
5.  Adequacy of management approach 10.0 8.0 7.0 7.0 4.0 8.0 7.0 68.3
  
6. MCO Transition QHP available on HIX? 1.0 1.0 10.0 7.0 6.0 10.0 10.0 7.3


  
7. Utilization of the FFS formulary? 2.0 2.0 10.0 10.0 10.0 10.0 10.0 17.3
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8. Value Added Benefits 2.0 1.0 10.0 7.0 6.0 8.0 10.0 14.0
 


      
Phase I 603.7


   
      


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Health Plan of Nevada 1.  Demonstrated Competence 15.0 8.0 9.0 8.0 7.0 9.0 8.0 122.5
   


6 2.  Experience in performance of comparable engagements 20.0 10.0 7.0 8.0 7.0 10.0 7.0 163.3
   


3.  Conformance with the terms of this RFP 20.0 7.0 5.0 7.0 7.0 10.0 7.0 143.3
 
4. Expertise and availability of key personnel 10.0 8.0 9.0 8.0 7.0 9.0 8.0 81.7
 
5.  Adequacy of management approach 10.0 8.0 5.0 7.0 8.0 9.0 7.0 73.3
  
6. MCO Transition QHP available on HIX? 1.0 1.0 10.0 7.0 5.0 10.0 10.0 7.2


  
7. Utilization of the FFS formulary? 2.0 1.0 5.0 10.0 5.0 5.0 10.0 12.0


8. Value Added Benefits 2.0 2.0 10.0 7.0 8.0 9.0 10.0 15.3


      
Phase I 618.7


   
      


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Hometown Health Plan 1.  Demonstrated Competence 15.0 6.0 5.0 7.0 4.0 5.0 7.0 85.0
   


4 2.  Experience in performance of comparable engagements 20.0 8.0 5.0 7.0 5.0 4.0 7.0 120.0
   


3.  Conformance with the terms of this RFP 20.0 10.0 7.0 5.0 3.0 0.0 8.0 110.0
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4. Expertise and availability of key personnel 10.0 8.0 5.0 6.0 5.0 5.0 7.0 60.0
 
5.  Adequacy of management approach 10.0 9.0 7.0 6.0 3.0 5.0 7.0 61.7
  
6. MCO Transition QHP available on HIX? 1.0 0.0 1.0 0.0 5.0 0.0 0.0 1.0


  
7. Utilization of the FFS formulary? 2.0 0.0 0.0 5.0 0.0 10.0 0.0 5.0


8. Value Added Benefits 2.0 1.0 5.0 6.0 4.0 5.0 6.0 9.0


      
Phase I 451.7


   
      


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Molina 1.  Demonstrated Competence 15.0 8.0 4.0 4.0 3.0 6.0 6.0 77.5
   


3 2.  Experience in performance of comparable engagements 20.0 10.0 5.0 4.0 4.0 6.0 6.0 116.7
   


3.  Conformance with the terms of this RFP 20.0 4.0 5.0 5.0 3.0 6.0 6.0 96.7
 
4. Expertise and availability of key personnel 10.0 3.0 4.0 5.0 3.0 6.0 6.0 45.0
 
5.  Adequacy of management approach 10.0 3.0 4.0 5.0 4.0 7.0 6.0 48.3
  
6. MCO Transition QHP available on HIX? 1.0 1.0 5.0 5.0 5.0 10.0 10.0 6.0


  
7. Utilization of the FFS formulary? 2.0 0.0 0.0 0.0 0.0 5.0 5.0 3.3


8. Value Added Benefits 2.0 0.0 4.0 3.0 5.0 5.0 6.8
5.0


      
Phase I 400.3
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Silversummit Healthplan 1.  Demonstrated Competence 15.0 7.0 10.0 7.0 7.0 8.0 8.0 117.5
   


2.  Experience in performance of comparable engagements 20.0 5.0 8.0 7.0 5.0 8.0 8.0 136.7
2    


3.  Conformance with the terms of this RFP 20.0 10.0 8.0 7.0 8.0 8.0 8.0 163.3
 
4. Expertise and availability of key personnel 10.0 7.0 10.0 6.0 5.0 7.0 8.0 71.7
 
5.  Adequacy of management approach 10.0 8.0 10.0 7.0 4.0 7.0 8.0 73.3
  
6. MCO Transition QHP available on HIX? 1.0 1.0 10.0 7.0 5.0 10.0 10.0 7.2


  
7. Utilization of the FFS formulary? 2.0 0.0 0.0 10.0 0.0 10.0 10.0 10.0


8. Value Added Benefits 2.0 2.0 10.0 7.0 7.0 8.0 10.0 14.7


      
Phase I 594.3


   
      


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Wellcare of Nevada 1.  Demonstrated Competence 15.0 7.0 6.0 6.0 4.0 7.0 8.0 95.0
   


1 2.  Experience in performance of comparable engagements 20.0 6.0 6.0 7.0 5.0 7.0 7.0 126.7
   


3.  Conformance with the terms of this RFP 20.0 10.0 5.0 7.0 3.0 8.0 8.0 136.7
 
4. Expertise and availability of key personnel 10.0 7.0 9.0 5.0 5.0 7.0 7.0 66.7
 
5.  Adequacy of management approach 10.0 7.0 8.0 7.0 3.0 7.0 7.0 65.0
  
6. MCO Transition QHP available on HIX? 1.0 1.0 10.0 5.0 5.0 10.0 10.0 6.8


  
7. Utilization of the FFS formulary? 2.0 1.0 5.0 10.0 5.0 10.0 10.0 13.7
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8. Value Added Benefits 2.0 1.0 10.0 6.0 5.0 7.0 9.0 12.7


      
Phase I 523.2


   
      







Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Aetna Better Health 1.  Demonstrated Competence 15.0 8.0 7.0 7.0 5.0 8.0 8.0 107.5
of Nevada   


2.  Experience in performance of comparable engagements 20.0 9.0 7.0 7.0 6.0 8.0 8.0 150.0
   


3.  Conformance with the terms of this RFP 20.0 8.0 6.0 7.0 5.0 8.0 7.0 136.7
 
4. Expertise and availability of key personnel 10.0 8.0 6.0 7.0 6.0 7.0 7.0 68.3
 
5.  Cost 20.0 6.0 6.0 6.0 6.0 6.0 6.0 120.0
  


 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


   
    Phase II 582.5


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Amerigroup 1.  Demonstrated Competence 15.0 9.0 6.0 7.0 8.0 8.0 7.0 112.5
  
2.  Experience in performance of comparable engagements 20.0 10.0 6.0 8.0 8.0 9.0 6.0 156.7


   
3.  Conformance with the terms of this RFP 20.0 10.0 5.0 8.0 7.0 9.0 6.0 150.0
  
4. Expertise and availability of key personnel 10.0 10.0 6.0 7.0 7.0 8.0 7.0 75.0
  
5.  Cost 20.0 5.0 5.0 5.0 5.0 5.0 5.0 100.0
  


 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


 
   594.2


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Health Plan of Nevada 1.  Demonstrated Competence 15.0 8.0 7.0 8.0 7.0 7.0 7.0 110.0
  
2.  Experience in performance of comparable engagements 20.0 10.0 7.0 8.0 7.0 9.0 6.0 156.7


Phase II







   
3.  Conformance with the terms of this RFP 20.0 8.0 5.0 6.0 7.0 7.0 6.0 130.0
 
4. Expertise and availability of key personnel 10.0 9.0 8.0 7.0 7.0 8.0 7.0 76.7
 
5.  Cost 20.0 4.0 4.0 4.0 4.0 4.0 4.0 80.0
  


  
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      
   
    553.3


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Hometown Health Plan 1.  Demonstrated Competence 15.0 6.0 3.0 5.0 5.0 6.0 5.0 75.0
  
2.  Experience in performance of comparable engagements 20.0 7.0 3.0 5.0 5.0 7.0 6.0 110.0


   
3.  Conformance with the terms of this RFP 20.0 8.0 5.0 5.0 5.0 8.0 6.0 123.3
 
4. Expertise and availability of key personnel 10.0 5.0 4.0 7.0 5.0 6.0 6.0 55.0
 
5.  Cost 20.0 3.0 3.0 3.0 3.0 3.0 3.0 60.0
  


 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


   
    423.3


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Molina 1.  Demonstrated Competence 15.0 7.0 7.0 6.0 5.0 7.0 5.0 92.5
  
2.  Experience in performance of comparable engagements 20.0 8.0 6.0 7.0 6.0 6.0 5.0 126.7


   
3.  Conformance with the terms of this RFP 20.0 8.0 5.0 6.0 5.0 6.0 5.0 116.7
 
4. Expertise and availability of key personnel 10.0 7.0 3.0 6.0 5.0 5.0 5.0 51.7
 
5.  Cost 20.0 5.0 5.0 5.0 5.0 5.0 5.0 100.0


Score


Phase II







  
 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


   
    487.5


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Silversummit Healthplan 1.  Demonstrated Competence 15.0 8.0 7.0 7.0 7.0 8.0 8.0 112.5
  
2.  Experience in performance of comparable engagements 20.0 8.0 6.0 7.0 7.0 8.0 8.0 146.7


  
3.  Conformance with the terms of this RFP 20.0 10.0 5.0 7.0 7.0 9.0 8.0 153.3
 
4. Expertise and availability of key personnel 10.0 8.0 5.0 7.0 7.0 8.0 8.0 71.7
 
5.  Cost 20.0 6.0 6.0 6.0 6.0 6.0 6.0 120.0
  


 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


   
    604.2


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5 Eval 6 Average
weighted 


Wellcare of Nevada 1.  Demonstrated Competence 15.0 6.0 6.0 6.0 4.0 6.0 6.0 85.0
  
2.  Experience in performance of comparable engagements 20.0 8.0 6.0 7.0 4.0 7.0 6.0 126.7


   
3.  Conformance with the terms of this RFP 20.0 9.0 5.0 6.0 5.0 7.0 6.0 126.7
 
4. Expertise and availability of key personnel 10.0 8.0 5.0 6.0 5.0 5.0 6.0 58.3
 
5.  Cost 20.0 5.0 5.0 5.0 5.0 5.0 5.0 100.0
  


 
 Pass/Fail p p p p p p


Financial Stability (pass/fail)      


Phase II


Phase II
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9.3.3.8 Vendors must include any other applicable reference material in this section clearly cross referenced with the proposal. 
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November 3, 2016

***NOTICE OF AWARD***

A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a

State issued solicitation document.  Contract for the services of an independent contractor do not 

become effective unless and until approved by the Board of Examiners.


		RFP/BID:

		3260





		For:

		Managed Care Organization





		Awarded Vendor

		Awarded Amount



		Aetna Better Health of Nevada, Inc.

		$7,598,968,175.00



		AMERIGROUP Nevada, Inc.

		$7,598,968,175.00



		Health Plan of Nevada, Inc. 

		$7,598,968,175.00



		SilverSummit Healthplan, Inc.

		$7,598,968,175.00





		Term 

		July 1, 2017 through June30, 2021 (4 years)





		Using Agency:

		Department of Health and Human Services, Division of Health Care Finance and Policy





************************************************************************************


This Notice of Award has been posted in the following locations:


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Health and Human Services

		1100 E. William Street

		Carson City





Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal

 within 10 days after the date of this Notice of Award.


NOTE:  This notice shall remain posted until November 15, 2016

Revised as of 10/05/11






State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 


Request for Proposal: 3260 
 


 
© 2016 Molina Healthcare, Inc.  


Part II – Cost Proposal 
RFP Title: MCO 


RFP: 3260 


Vendor Name: Molina Healthcare of Nevada, Inc. 


Address: 2725 E. Desert Inn Road, Suite 180 
Las Vegas, NV, 89121 


Opening Date: 09/01/2016 


Opening Time: 2:00 PM 


 


  


The term “Molina” encompasses the Bidder, Molina Healthcare of Nevada, Inc. and its parent organization Molina Healthcare, Inc. 


 







State of Nevada 
Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal: 3260 


 


 
 © 2016 Molina Healthcare, Inc. 
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PART I A – (PHASE I) SCOPE OF WORK 
“Per Amendment 2, Question 237, Title Page will be removed prior to 
evaluation of the Scope of Work in order to maintain the vendor's 
anonymity.” 
 
 


 


Part I A – Scope of Work 
RFP Title: MCO 
RFP: 3260 
Vendor Name: Aetna Better Health® of Nevada 
Address: 4500 E. Cotton Center Blvd. Phoenix, AZ  85040 
Opening Date: 9/01/16 
Opening Time: 2:00 PM 
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3.1 GENERAL


3. SCOPE OF WORK
3.1 GENERAL
3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will


administer a managed care program to assist the DHCFP in reaching its goal to provide
quality health care to the targeted populations enrolled into a managed care entity.


3.1.1.1 The DHCFP’s fundamental commitment is to contract for results. A successful
result is defined as the generation of discrete, defined, measurable, and
beneficial outcomes that support its mission and objectives and satisfy the
requirements of the resulting contract. The DHCFP expects potential vendors to
prescribe specific solutions that will achieve the DHCFP’s objectives and the
service levels described elsewhere in this RFP. This RFP describes what is
required and places the responsibility for how it is accomplished on the vendor.
Vendors should consider and identify cost saving and cost avoidance methods
and measures when developing their proposals.


We understand and will comply with the requirements of RFP Section 3.1.1.1.


Our organization has been providing quality, reliable, and innovative services to individuals,
governments, and businesses across the nation and internationally for many years. We have
helped generations of recipients access health care services necessary to reach their personal
goals, take care of their family, and attain a better quality of life.


We bring over 30 years of accumulated expertise and experience delivering successful
Medicaid program solutions across the nation. We provide a full scope of managed care
services, including physical and behavioral health and social services and supports. We serve
all Medicaid populations including:


 Children’s Health Insurance Program (CHIP)
 Temporary Aid to Needy Families (TANF)
 Children in Foster Care
 Medicaid Expansion
 Intellectually and Developmentally Disabled
 General or Serious Mental Illness
 Aged, Blind and Disabled (ABD)
 Dual Eligibles
 Long Term Services and Supports (LTSS)


The coordinated efforts of a skilled and experienced team provide quality operational support
to the clinical and social workers engaged to manage the care of several million Medicaid
recipients in many diverse States and regions of the United States.


NV Managed Care Organization RFP No.: 3260 1







3.1 GENERAL


We establish a local presence in each State. With knowledge gained through meeting and
partnering with key community organizations, providers, advocates, and stakeholders, our
goal is to earn the trust and support of locally established providers and advocacy groups.
Together we can deliver the best care for individuals and provide high quality, cost effective,
and integrated managed care services near their home and within the recipients’ community.


Our experience in current Medicaid markets demonstrates our ability to meet the needs that
the DHCFP has outlined in public presentations and the RFP that:


 Meets the triple aim of improved health of our recipients, improved recipient experience
of care, and total reduction of cost


 Collaborates thoughtfully with providers to transform their approach and assist their
efforts to become part of a high performing network that is truly patient centered


 Provides recipient specific and practice population level actionable data to providers and
assisting practices in understanding and managing that data


 Supports population based case management with providers assuming accountability for
the overall care of their recipients


 Creates multiple performance based, risk sharing, and shared savings paths to account for
differences, structures, and capabilities among providers


 Uses innovative, proprietary technology solutions to align incentives for providers and
drive quality of care


 Brings value added benefits unique to each market to serve our recipients better


We successfully create an opportunity for developing and expanding innovative payment and
incentive models to improve quality, reduce costs, transform care delivery, and move beyond
the traditional fee for service model.


We base our approach to cost saving on a comprehensive, value based solution
encompassing highly collaborative relationships with the provider community to maximize
their participation in our three core programs:


 Pay for Performance (P4P): rewards providers to perform simple administrative activities
that will enhance access and improve health outcomes


 Pay for Quality (P4Q): rewards providers for achieving better performance on a broad
spectrum of HEDIS measures for their recipient panel


 Patient Centered Medical Home (PCMH): rewards providers for increasing recipients’ level
of care coordination


These programs are proven approaches to improve care delivery, care coordination, and
population health management allowing us to address our recipients’ most critical needs. Our
multi level approach enables providers at any panel size to participate in the program that
best matches their practice capability and transformation goals. These arrangements help
improve quality, outcomes, and the cost effectiveness of care by creating incentives for
collaboration among providers in the system to do the right thing, at the right time, in the
right setting.
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3.1 GENERAL


The overall goals of our value based initiatives are to support and incentivize improved
outcomes. Our targeted populations include:


 Maternal, wellness, and birth outcomes
 Adolescent mental health and substance abuse
 Child and adolescent wellness and nutrition and fitness


Additionally, we will use value based initiatives to incentivize HEDIS based outcomes,
Early and Periodic Screening, Diagnostic and Treatment (EPSDT), wellness visits, provider
engagement, and collaboration within the integrated behavioral health and physical
health model.


Our experience shows that we can reduce costs and provide savings while improving the lives
of the recipients we serve. One example of this is how we have addressed opioid abuse, a
national crisis that sends more than 1,000 people to emergency rooms each day and results in
death for an estimated 19,000 Americans each year. To begin addressing this crisis, we sent
out personalized letters to almost 1,000 doctors who refill opioid prescriptions at a
considerably higher rate than their peers. These “super prescribers” are in the top 1 percent
when it comes to refilling opioid prescriptions, according to our claims data.


By sharing this data with the doctors, we can help them realize how far out of the norm their
prescribing habits are and implore them to reevaluate these patterns to decrease costs while
providing safer care for our recipients. We are also sending these providers the new opioid
guidelines from the Centers for Disease Control and Prevention (CDC) to encourage them to
consider other options to help their patients control pain.


Our proposal to the DHCFP provides us with an opportunity to demonstrate our ability to
leverage the breadth of experience and capabilities to provide discrete, defined, measurable,
and beneficial outcomes for the State.


3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected
number of Medicaid and Nevada Check Up recipients by the United States Secretary of
Health and Human Services and the Insurance Commissioner of the State of Nevada are
conditions precedent to the contract and shall continue as conditions during the term of
any contract. The vendor must hold a current certificate of authority from the Nevada
State Insurance Commissioner for the applicable contract period and throughout the
contract period, or have a written opinion from the Insurance Commissioner that such a
certificate is not required. The awarded vendor must provide proof of a valid certificate of
authority prior to the contract readiness review.


We understand and will comply with the requirements of RFP Section 3.1.2.
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3.1 GENERAL


3.1.3 The vendor will be required to be accredited by a nationally recognized organization that
provides an independent assessment of the quality of care provided by the vendor.
Accredited organizations must meet quality standards related to various aspects such as
consumer protection, case management, and quality improvement activities and
facilitates comparison of vendors due to consistent data requirements.


We understand and will comply with the requirements of RFP Section 3.1.3.


We are committed to accreditation by the National Committee for Quality Assurance (NCQA)
to demonstrate continuous quality improvement and meeting the expectations of the DHCFP,
recipients, providers, and community stakeholders.


We appreciate the value the NCQA and Utilization Review Accreditation Commission (URAC)
bring to the managed care industry. Establishing standards of quality performance and
measurements of outcomes that are universally applied and reviewed in a public forum brings
validation to the quality, innovative work being done in our organization.


Our parent organization is NCQA accredited in all 50 States and the District of Columbia for
Medicare and Commercial lines of business. Currently, nine of our mature Medicaid plans are
NCQA accredited. Three of those accreditations are noted as commendable. Accreditation is
in process for our other health plans.


To achieve a commendable level of NCQA accreditation, a health plan must demonstrate
strong performance in HEDIS clinical quality measures and Consumer Assessment of
Healthcare Providers and Systems (CAHPS®) patient experience measures over time. It must
also demonstrate performance against a comprehensive set of standards. We work on
continuous process improvement to better and best the standard measures overall.


3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and
amendments, Code of Federal Regulations, and the Medicaid Services Manual.


We understand and will comply with the requirements of RFP Section 3.1.4.


We will adhere to all authorities including the Title XIX, Title XXI State plans and
amendments, Code of Federal Regulations, and the Medicaid Services Manual.


3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and
Washoe Counties. “Other geographic areas, services and Medicaid populations may be
included in managed care during the course of this contract and are to be considered as
covered for this Request for Proposal. Describe your willingness and ability to expand
coverage to other geographic regions outside of the current mandatory areas. Should
the DHCFP expand geographic areas, services or Medicaid populations, the DHCFP will, if
necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the
change.”


We understand and will comply with the requirements of RFP Section 3.1.5.
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3.1 GENERAL


We are willing and able to support an expansion of coverage to geographic regions outside of
the current mandatory service areas of Clark and Washoe Counties. Nevada is a unique State
with an incredibly diverse geography. We attended the DHCFP stakeholder meetings around
the State in some very rural areas such as Ely, Elko, and Winnemucca and have listened to the
concerns of the local providers in those areas.


While the geography is quite different and the distance between populated areas is often
tremendous, Nevadans in these rural and frontier areas deserve the same robust case
management and coordination that the current recipients receive. In fact, the data indicate
that many health conditions are worse in the rural and frontier areas, such as a higher
reporting of obesity, smoking, and deaths from heart disease, to name a few. Also, there are
high levels of mental illness and behavioral health problems that have been aggravated by
the economic recession and slow recovery. This has been further compounded by high levels
of “at risk” behaviors including cigarette smoking and immoderate alcohol consumption, and
prescription drug abuse*.


Our focus on improving all health outcomes by using our Fully Integrated System of Care will
help achieve the DHCFP’s objectives of providing integrated medical, behavioral and social
components of care to make certain optimal outcomes.


Additionally, we met with many associations and providers representing the rural and
frontier areas and understand the challenges of recipients having adequate access to care.
We believe that the innovations we bring through telemedicine, value based provider
contracting and local provider engagement will incentivize providers to see more Medicaid
recipients. We propose an initial P4Q program with providers who will help increase health
quality metrics for our recipients.


We have the knowledge and expertise of supporting Medicaid expansions in several States.
Our internal operational teams have a robust work plan to assist with smooth expansions.


We have experience accepting complex populations within an existing Medicaid health plan
beyond what was originally contracted.


The central operational support structure of the organization guides the locally led health
plan leaders with technical and administrative expertise to deliver on expansion
requirements. The strength of having all of our health plans operate in consistent and
standard systems allows the local health plan to accept new recipients with minor retooling
beyond the original build and focus.


* Griswold, M. T. (2015, April 7). Health Care Disparities in Nevada. Retrieved August 16, 2016, from
http://med.unr.edu/Documents/unsom/statewide/rural/Presentations/15_
_April_7_2015_Health_Disparities_in_Nevada_Griswold.pdf
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3.1 GENERAL


3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip
code. Both Washoe and Clark County have urban and rural areas; the MCOs are not
required to establish a provider network in any rural / frontier areas unless necessary to
provide access to care, nor are they required to serve any recipients who live in rural /
frontier areas unless necessary to provide appropriate access to care.


We understand and will comply with the requirements of RFP Section 3.1.6.


Appropriate access to care is of the highest interest and responsibility for us as managed
care organization.


Access to providers is essential for recipients to achieve their physical health, behavioral
health, and personal growth goals. We understand health care delivery systems require
unique approaches to accommodate the diverse needs of specialists and primary care
providers (PCPs) for recipients in urban and rural/frontier settings. The challenge may be the
rugged terrain of the locale and the availability of basic services. The challenge is equal for
the individual and the providers. Creative and innovative solutions have assisted our
organization in other diverse markets.


We are prepared to file an annual network access plan, which includes specialists. This filing
demonstrates our compliance with network capacity and travel distance standards for
specialists.


Also, we monitor appointment access and travel distance times to make certain there is
adequate access and timely appointments for recipients seeing specialists. We do this
by using:


 Twice yearly GeoAccess® reviews
 Appointment access surveys
 Provider to recipient ratios for high volume specialties
 Review of recipient grievances and appeals for quality of service


In addition to having a network physically close to recipients, we will share information in
real time using our proprietary multidimensional platform that digitally unites recipients and
traditional and non traditional providers in a virtual environment so that they can all share
and communicate physical health, behavior health, and care information. This can help
reduce the access barriers associated with rural and frontier providers and low
population density.


We have been at the forefront of providing quality care to our recipients because of the
strong relationships we build and maintain over time. Strong provider networks indicate
excellent relationships and trust. We trust our providers to deliver quality care to our
recipients. They trust us to compensate them fairly, pay claims timely, provide them with
education and updates, and treat them with respect when they have other issues and
concerns. Collaborating with the providers in our network has made us and our network a
success story.
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3.1 GENERAL


In rural and frontier areas, we will enhance provider access by using telemedicine and
telemonitoring systems to bring a fuller array of specialists into the area.


We are committed to establishing a solid provider network in the rural and frontier areas
when necessary to provide appropriate access to care to our recipients.


3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the
same as in state. Out of state treatment for a recipient is required when there is not a
provider in Nevada who is able to provide services to the recipient.


We understand and will comply with the requirements of RFP Section 3.1.7.


By leveraging our collective experience and expertise, we will link providers across State lines
to establish new, sustainable delivery models that will create an efficient and coordinated
system of care spanning the health care system.


Our Case Management and Prior Authorization staff are familiar with finding the appropriate
type of physician or specialist for a recipient. Having existing relationships with providers in
the catchment areas of California, Arizona, Idaho and Utah makes it easier for us to
implement our approach to finding network providers. Crossing State lines will not be a
barrier for the Case Management team working as an advocate for the recipient. It is the
training of the Recipient Support team that will provide staff guidance to find the appropriate
solution to resolve and secure the identified care required for the recipient.


We have experience with arranging for and administering covered services for enrolled
recipients and will maintain and monitor our network, which is supported by written provider
agreements to meet the accessibility, availability, time, and distant standard requirements
outlined by the DHCFP.


We review the adequacy of the provider network by county and specialty to confirm the
providers are following the access standards and to address any access issues.


Our contracts with Federally Qualified Health Centers (FQHCs) and Rural Health Centers
(RHCs) outside the service area will help us to meet accessibility standards. For some of our
recipients, critical providers are located outside our service area, and we contract with them
to preserve the referral patterns. We build our networks with the recipients’ access needs in
mind. We allow FQHC and RHC clinics to participate as PCPs, streamlining the care
coordination and information transfer process between FQHCs, RHCs, and the PCP.


Our standard process for FQHCs and RHCs is to have signed agreements to function as PCPs
for our recipients. If an FQHC or RHC wants to act only as a specialist, we have existing
policies and protocols for coordinating care and transferring information between the
provider and the recipient’s PCP. Many of our FQHCs and RHCs provide some level of specialty
care in addition to primary care services.
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3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to
Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up
eligibility groups currently excluded from enrollment in a Managed Care Organization.
Should the DHCFP expand geographic areas, services or Medicaid populations, or carve
services out, the DHCFP will, if necessary, adjust the capitation paid the MCO to an
actuarial sound rate at the time of the change.


We understand and will comply with the requirements of RFP Section 3.1.8.


We have decades of experience serving ABD recipients and those individuals in the State’s
Home and Community Based Service waiver. We currently partner with 11 States to serve
ABD and Supplemental Security Income (SSI) recipients and 5 States with Managed LTSS. We
help our State partners reduce cost while increasing quality for ABD recipients receiving
services in their home or community while reducing the overall usage of nursing facilities for
LTSS recipients. We understand that the DHCFP is studying how other States are incorporating
these populations into managed care as a possible solution for Nevada. We support the
expansion of these populations into managed care. We stand ready to serve both ABD and
LTSS recipients in Nevada.


Our experience serving ABD and LTSS recipients uniquely positions us to serve additional
populations. We are prepared and skilled at increasing operational and clinical support and
have the infrastructure to accommodate such an expansion.


We will employ a dedicated project team comprised of highly experienced cross functional
leaders, subject matter experts and project managers to support the health plan to include
the ABD population or other eligibility groups currently excluded from enrollment in a
Managed Care Organization. The team will assess resource needs, system changes, staffing
adjustments and provide strategic collaboration with the health plan leaders allowing the
local health staff to continue with the day to day work of supporting the current health plan
recipients. The local staff and the project team will design, develop and successfully
implement the right solutions that meet or exceed Nevada’s requirements.


Key representation on the project team includes but is not limited to:


 Information Technology areas specializing in system configuration and programming for
enrollment, claims and encounter processing, reporting and innovative new technological
solutions to serve the needs of the Medicaid expansion recipients, their providers, and
the State.


 Recipient Services and Outreach Operations supporting the design and expansion of
support services dedicated to delivering the most appropriate, empathetic, efficient
and meaningful recipient communications, information and support for additional
Medicaid recipients.


 Community Liaison identifying and providing input for recipient’s needs and challenges.
 Learning and Performance teams to make sure expansion new hires receive


comprehensive and complete training promptly.


8 NV Managed Care Organization RFP No.: 3260







3.1 GENERAL


 Care Coordination contributing to the creation of an optimum healing environment that is
responsive to the needs of the multicultural and multilingual population, including
identifying and implementing the processes for recipient assessment, care planning,
ongoing monitoring, and reassessments.


 Utilization Management applying methodologies to develop utilization management
programs and track outcomes.


 Long Term Services and Supports responsible for the direction and management of the
LTSS unique requirements and solutions.


Our expansion project team uses a systematic approach to expansion implementations
that includes evaluating all deliverables, monitoring and reporting outcomes for quality
while maintaining a flexible and “nimble” approach to addressing State specific needs
and expectations.


3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies
within the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities
or affiliates such as the University Of Nevada School Of Medicine Mojave Mental Health
Clinics or other non governmental entities affiliated with the government in providing
medically necessary services, including behavioral health services. If this option is
exercised and there is any resulting expense incurred by the vendor, the DHCFP will adjust
the capitation rate so that it remains actuarially sound.


We understand and will comply with the requirements of RFP Section 3.1.9.


We understand and value the importance of partnering with State agencies, local provider
organizations and community entities that meet essential needs for Nevadans. The essential
community providers for behavioral health, providers affiliated with the University of Nevada
School of Medicine and agencies within DHHS or the juvenile justice system are critical to
meeting the needs of Medicaid recipients within the service systems they are familiar with.
We believe building stakeholder relationships are invaluable and help to make certain the
smooth delivery of care.


Current Partnership Discussions
We are committed to partnering locally to advance and improve care for residents of Nevada.
Providing for the needs of Medicaid populations is often complex and cannot be taken out of
the context of the communities in which recipients live and work. We are currently in
discussions with two community groups in Clark County. We are impressed with their
knowledge and commitment to the community and look forward to building a strong
foundation for increased services and support for the Medicaid population in Washoe County.
We are in discussions with Washoe County Health District, the University of Nevada – Reno
School of Medicine and will continue to explore partnerships with entities such as these to
help meet the needs of our recipients.
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Relationship Management
Our approach to relationship management among providers, public agencies, community
organizations, advocates, and recipients is grounded in our shared experiences forged in the
many diverse States and communities where we are currently engaged. Understanding the
existing provider relationships and the connections among service systems used by Medicaid
recipients is critical to being accepted as a partner within the State. We pride ourselves on
building relationships across service systems—both public and private—without being
required to contract with those providers.


Infrastructure to Support Community Partnerships
Internally, we share useful information about services and community resources; at staff
meetings, we discuss what is available to recipients. Our SharePoint site is a tool for our staff
to list, update, and retrieve information on these resources.


Our internal tools and resources effectively coordinate responsibility between multiple
entities. Our staff uses our established mixed services protocols, business rules, policies, and
procedures to take on coordination as a part of their routine job responsibilities. This
infrastructure enables our Case Managers to coordinate care smoothly between providers
and allows them to focus on recipient needs. We have a responsibility to our partners,
collaborators, and community partners for meeting specific requirements that are outlined in
our policies and procedures:


 Contractual requirements for care coordination with agencies and providers of non
covered services, and other contractors


 Referral and authorization requirements related to coordination of care
 Reporting requirements


Our Clinical Liaison develops effective working relationships between the health plan staff
and community organizations or agencies providing non covered services, including waiver
programs, and behavioral and physical health services.


As a clinical professional with senior experience, the Clinical Liaison serves a connection
between the health plan, State agencies, local government and non governmental
organizations, and recipient and family advocacy groups. The Clinical Liaison works closely
with health plan staff and attends interdisciplinary case rounds to mentor Case Managers on
care planning for complex cases. The Clinical Liaison may also participate in quality assurance
audits of complex cases. The Clinical Liaison will meet with the Clinical Director and staff of
non covered service providers to coordinate services, develop operational processes, and
establish communication. The Clinical Liaison will also develop processes for coordinating
treatment services between network providers, co management of complex cases, and
integration of care between our Case Managers and Agency Case Managers. They will also
coordinate recipient care with community agencies and the case management staff.
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We value the relationships we have developed with community groups and partners in other
regions where we have a Medicaid footprint and believe that these relationships help us to
better understand and serve the unique needs of our recipients.
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3.2 COORDINATION WITH THE STATE DESIGNATED
HEALTH INSURANCE EXCHANGE (HIX)


3. SCOPE OF WORK
3.2 COORDINATION WITH THE STATE DESIGNATED HEALTH
INSURANCE EXCHANGE (HIX)
In addition to providing Medicaid Managed Care services, the vendors are encouraged but not
required to provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual
Exchange of the State designated Health Insurance Exchange (HIX), which could be either a
State or the federal HIX. Vendors who have or will have a product available on the HIX will
receive a higher point value in the RFP evaluation. The QHPs offered pursuant to this
requirement must meet the qualifications of an MCO Transition QHP (to distinguish these
plans from other QHPs that may not meet the following standards), as described below.
3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of


care of individuals and families who have a change in Medicaid or CHIP eligibility
status; to minimize the negative impacts related to recipients who move, sometimes
frequently, between the programs, due to changes in eligibility status.


We understand and will comply with the requirements of RFP Section 3.2.1.


3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and
the Health Care and Education Reconciliation Act of 2010 (together referred to
as the Affordable Care Act or ACA) and the associated Federal regulations;


We understand and will comply with the requirements of RFP Section 3.2.1.1.


We have supported the Administration’s efforts to implement the Affordable Care Act (ACA)
and extend coverage to all Americans, maintaining a presence on and off the ILV public
exchanges since their inception in 2014. Our Medicaid expansion experience extends to States
that have changed their Medicaid expansion approaches over time. Since 2014, we have been
part of the Alpha team; a select group of carriers that meets twice weekly (once per month in
person) with CMS Technology Leads to partner on development of the road map, testing,
issue identification, and remediation. Our strong and steady voice, collaborating with CMS for
legislative evolution that fosters sustainability and affordability, gives us the experience and
passion to fully meet Nevada’s request for bidders to establish a Silver qualified health plan
(QHP) on the Individual Exchange of the State Designated Health Insurance Exchange (HIX).


Our background also enables us to recognize the importance and value of maintaining
continuity of care and access to existing providers for on going services and when Medicaid
eligibility is lost and a new private insurance health plan is selected.


Our QHP will offer a variety of coverage options—on and off the HIX—in the same geographic
areas as our managed care organization (MCO). We will use similar provider networks.
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3.2.1.2 Meet the licensing requirements of the Department of Business and Industry,
Division of Insurance


We understand and will comply with the requirements of RFP Section 3.2.1.2.


Our Silver MCO transition QHP will meet the requirements of the Patient Protection and
Affordable Care Act, the Health Care and Education Reconciliation Act of 2010, and the
licensing requirements of the Department of Business and Industry, Division of Insurance. We
are experienced in the operation of both State and Federal HIXs and will collaborate to
provide the HIX that affords the most benefit to the State of Nevada and to the individuals
who will be recipients.


3.2.1.3 Make a good faith effort to use a similar provider network as is available to
those eligible for Medicaid


We understand and will comply with the requirements of RFP Section 3.2.1.3.


Our insurance options will bridge gaps in coverage and avoid the churn often experienced by
low income families that move between private insurance coverage through the HIX and
Medicaid eligibility. Avoiding disruptions in an individual’s care is one way we achieve the
goal of delivering high quality care and improving the individual’s overall wellness. To affect
our goal of preventing the churn associated with disruption we will take the following steps:


 The configuration of our MCO transition QHP provider network will establish and
maintain geographic access across our service area


 Our QHP provider network will be based on the number of providers necessary to meet
the access needs of the QHP’s covered population


 The providers included in our MCO transition QHP network will also be included in our
MCO network


 For recipients who have lost eligibility in our MCO and who are migrating to our transition
QHP while receiving on going treatments, we will make reasonable efforts to have their
providers accept in network status in the transition QHP MCO


3.2.1.4 Be available to consumers in the same geographic area as the geographic area
served by the vendor’s MCO;


We understand and will comply with the requirements of RFP Section 3.2.1.4.


Our network for the MCO transition QHP will be available to consumers in the same
geographic area as that of our MCO.
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3.2.1.5 Coordinate prior authorizations for recipients who transition between the
vendor’s MCO and the vendor’s QHP. The vendor is not required to consider
out of network providers as in network providers for any period of time for
recipients who transition between any other company’s MCO or Medicaid plan
or the vendors QHP


We understand and will comply with the requirements of RFP Section 3.2.1.5


Coordination of prior authorizations for recipients who are transitioning from our MCO and
will be conducted by our Case Management team.


Our Case Managers will facilitate effective transitions between private insurers, HIX, and our
Medicaid MCO. Through our enrollment processes, we will identify recipients transitioning
who are transitioning from our MCO. Our Case Management team will review the current
authorizations for those recipients to determine what level and type of coordination is
required. We provide the services and support necessary to enable safe, effective transitions
and coordination of care. When recipients transition from our MCO to the transition QHP
MCO and they require a procedure from one of our MCO providers who is not in network
with the QHP MCO, we will make every effort to encourage the provider to accept
in network status.


The example below demonstrates the commitment and passion of our Recipient Services,
Case Management, and Network Services teams when one of our Medicaid MCO recipients
transitioned to our MCO transition QHP:


Committed to our recipient’s care
The recipient was transitioning at a time when he required knee surgery. The Recipient Services


Department accepted and routed the recipient’s calls to the appropriate departments.
The Network Services/Contracting team contracted with the recipient’s providers so that they
would be in network with the QHP. The Case Management team remained involved, making


sure that appointments were made, including those with a cardiologist to obtain
pre op clearance for the recipient’s knee surgery. The recipient was then followed


post operatively. The staff members at our plan worked diligently through this major issue to
see that the recipient received appropriate medically necessary treatment from qualified


in network providers. The collaboration and coordination of our internal team members with
the individual’s providers resulted in a successful surgery and follow up rehabilitation.


The scenario above is supported by our extensive experience and written policies and
procedures. These set the stage for us to assist recipients transitioning between exchange and
Medicaid plans and understand the need for an effective approach to optimizing transitions
of care and coordination. Also, our Integrated Care Management program and community
based programs use creative approaches for engagement.
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3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO.


We understand and will comply with the requirements of RFP Section 3.2.1.6.


To enhance continuity of care, our formulary will be the same across all of our plans in
Nevada. We will use the State’s formulary as required.


3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal
tiers on the Individual or Small Business Health Option Program (SHOP) Exchanges within
the State designated HIX. Additionally, the vendor may designate other QHPs (at any of
the metal tiers on the Individual or SHOP Exchanges within the State designated HIX) as
MCO Transition QHPs if such QHPs meet the requirements described in this section. The
MCO Transition QHP designation may be displayed on the website of the State
designated HIX where QHPs are sold, as other quality indicators may be displayed, at the
discretion of the State designated HIX.


We understand and will comply with the requirements of RFP Section 3.2.2.


We will assess the possibility of offering other metal level plans on the Nevada health
insurance exchanges per the requirements described in this section.


3.2.3 If the vendor is indicating they will be providing a product on the State designated HIX,
they must provide a statement indicating willingness to comply with this section. Please
describe any differences between Title XIX and Title XXI MCO plan and the MCO
Transition QHP. Please provide any additional criteria that should be included to
minimize the adverse impacts of churn.


We understand and will comply with the requirements of RFP Section 3.2.3.


There are several differences between our Title XIX and XXI MCO Plans and our MCO
transition QHP; these are detailed below:


Differences Between Our Title XIX and Title XXI MCO Plan and Our MCO
Transition QHP
 Value added services are limited to our Nevada Medicaid MCO recipients
 The numbers of providers contracted with our Nevada Medicaid MCO may be higher than


the number of providers contracted with our MCO transition QHP because of the
differences in enrollment numbers


 Consideration of out of network providers as in network providers for any period is
limited to our MCO


 The execution of Single Case Agreements will be limited to our Nevada Medicaid MCO
 Our QHP recipients will be responsible for deductibles and cost sharing based on the level


selected; however, there are no coinsurance or copays after the deductible
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 Specialty services such as Long Term Services and Supports Home and Community Based
Services will not be covered by the QHP, should these services be expanded into the MCO
contract


QHP staffing numbers are expected to differ from those of the QHP based on the enrollment
numbers of each plan


Our experience in operating MCO transition QHPs and HIX Plans in other parts of the country
enables us to understand the devastating impact of churn to low income recipients that move
between private insurance coverage, coverage through the HIX and Medicaid eligibility. We
have identified best practice strategies that are essential to preventing churn, they include
the following examples:


 Integrated Care Management: Our program addresses the total needs of the recipient
including the associated social determinants of health. Transition to the QHP MCO
includes coordination of care across providers and safe recipient transition.


 Recipient Services: Our experience in operating MCO Transition QHPs and HIX Plans in
other parts of the country has helped us to understand the importance of that our
Recipient Services staff have in assisting recipients to transition health plans successfully.


 Parity: As a large national insurance plan, we have established internal processes that
enable us to design benefits for our HIX Plans that fully meet and/or exceed Federal parity
requirements across services, e.g., behavioral health and substance use disorder.


 Formulary: Our Title XIX and Title XXI MCO, the MCO transition QHP and other HIX Plans
that we may offer will follow the same formulary. This is essential to minimizing churn
and promoting continuity of care.


 Provider Services: Coordinating with providers to accept in network status enables
recipients to retain the same providers.


3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and
regulations of the State and/or federal HIX, as determined by the Nevada Governor, the
Nevada State Legislature, the Center for Consumer Information and Insurance Oversight
(CCIIO), and/or other federal government entities.


We understand and will comply with the requirements of RFP Section 3.2.4.


We recognize the DHCFP’s right to modify this section to meet requirements and regulations,
and we will tailor our approach to the needs of the State of Nevada.
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3.3 VENDOR DUTIES AND RESPONSIBILITIES


3. SCOPE OF WORK
3.3 VENDOR DUTIES AND RESPONSIBILITIES
The vendor’s senior staff and other key staff as identified by the vendor shall participate in all
designated key meetings scheduled by the DHCFP. The purpose of these meetings includes, but
is not limited to, contract compliance, the DHCFP auditing functions and responsibilities, access
to care, quality, and any other applicable issues concerning administration and management of
the contract as well as program and service delivery. The frequency of such meetings may
include, at a minimum, monthly teleconferences and/or videoconferences in addition to
quarterly on site meetings. The location of the onsite meetings will be at either the DHCFP
administrative offices in Carson City or a site in Las Vegas. It is the sole responsibility of the
DHCFP to provide reasonable advanced notice of such meetings, including location, time, date,
and agenda items for discussion.


We understand and will comply with the requirements of RFP Section 3.3.


We understand from our experience in multiple health plans around the country that the key
leaders of our health plans must be deeply involved with our regulators. We also believe that
it is extremely important to have plan decision makers involved in these meetings and not
simply staff to take notes and report back to the health plan. All of our health plans have
senior leaders dedicated to serving the State’s Medicaid and CHIP recipients residing in that
State and personally work and live in the local community.


Exceeding the requirement, we have an expectation to build a strong partnership with the
State and local county officials. It is our business model to stay engaged with the State
administrators, to be on point for key discussions, share trending data, and review of
outcomes and expectations. Living locally helps us to understand better the communities we
serve and make sure that our senior/key staff will actively participate in all designated key
meetings scheduled by the DHCFP.
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3.4 MEDICAL SERVICES


3. SCOPE OF WORK
3.4 MEDICAL SERVICES
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP
recipients shall not be less in amount, duration, and scope than those covered services specified
in the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service
Manual, but may be more than stated therein. Any changes in Title XIX or Title XXI benefit
amounts, duration, or scope shall be preceded by a review of impact on capitation amounts.
MCO's are able and encouraged to provide value added services in addition to Title XIX And Title
XXI State Plans. The vendor shall describe each of the expanded benefits it proposes to offer its
recipients by eligible population.
The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or
Nevada Check Up recipient. Any insurance duty shall be construed to flow to the benefit of the
DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient.


We understand and will comply with the requirements of RFP Section 3.4.


Our relationships and our dedication to quality have created a culture of excellence and
continuous improvement. We seek to improve the health and wellness of each recipient as we
strive to achieve the Nevada Quadruple Aim to improve health care delivery, improve
population health, lower cost and improve efficiencies, and improve provider and patient
satisfaction in true partnership with our providers, recipients, and community partners.


Recognizing the value of the Nevada Quadruple Aim, we know that investing in quality
improvement strategies can also improve access to care and lower costs through education,
reduction of unnecessary service utilization, and better management of chronic diseases. Our
programs focus on areas that contribute to improving our recipients’ health, including
pregnancy, child and adult physical and behavioral health, nutrition and fitness. They are
guided by case management, education, and outreach for recipients, as well as, incentive
programs to encourage healthier behaviors. We also focus on educating and supporting our
providers and helping our recipients engage with their providers. Each of our innovative
quality programs in Nevada is in direct alignment with the DHCFP’s four core mission
statements summarized here: emphasizing preventative care and early intervention;
enhancing continuity of care; making medical homes available; and providing access to
high quality, comprehensive health care services. Through current programs and future
programs outlined below, we plan to work closely with DHCFP to create a healthier,
empowered Nevada.
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Emphasizing Preventive Care, Early Interventions
Assessing physical, mental, and social well being and development is important at every
stage of life, particularly during childhood and adolescence. Well child visits enable primary
care providers to


 Confirm that a child’s development is progressing normally
 Educate and prepare parents for future developments
 Detect any potential medical issues at early stages


Well care visits for adolescents


 Allow providers to discuss the many physical, emotional, and social changes that
accompany puberty and adolescence


 Help identify adolescents at risk for many preventable health problems related to
nutrition, physical activity, substance use, and sexuality, among other issues


We know how important and foundational these visits are so our case managers work directly with
recipients to address economic, transportation or other barriers that prevent them from attending the
preventive visits and engaging in the associated self care. We also incentivize recipients through
our value added programs to schedule and attend well child and adolescent well care visits to
keep our younger recipients healthy throughout childhood, adolescence, and into adulthood.


Our case managers and providers use HEDIS® reports to make sure that every single recipient
receives the appropriate care and screening. We use an Early Periodic Screening Diagnosis
and Treatment (EPSDT) tracking system built by our internal Informatics team. It is housed in
our NCQA certified HEDIS® (registered trademark of NCQA) software, and we follow the
NCQA technical specifications and guidelines. The system tracks all enrolled Medicaid eligible
children by name and Medicaid identification number and associated HEDIS® measures. In
this manner, we have up to date information about any gaps in care and our case managers
can easily intervene when a recipient has not met the EPSDT metrics.


We partner with local experts to make sure recipient access to the right provider
at the right time appropriate utilization
We understand that local care is the best solution and are committed to enhancing local
networks and providers. We are excited to partner with established providers in Nevada who
know and understand the issues and who have developed innovative and successful
approaches to high quality care. The Regional Emergency Medical Services Association
(REMSA) community paramedic program and the alternative ambulance transport program
are outstanding examples of the innovation occurring today in Nevada. We recognize high
quality programs and feel fortunate that our recipients will have their care through REMSA.
The community paramedic program will deliver 30 day post discharge care for our highest
risk recipients. The alternative ambulance transport system will assess those recipients who
call the 9 1 1 service for lower acuity medical conditions and they will then safely transfer our
recipients to a non urgent provider and in some cases this may even be the primary care
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provider. Once the transfer is complete, REMSA will notify our case managers so that we can
make sure the recipient has all the right care and services. We will discuss any information
about the recipient, (with the recipient’s permission) to make certain that the recipient has a
seamless care transition to the non urgent provider. During the transition conversation we
encourage the non urgent provider to communicate any post discharge care so that we can
coordinate follow up with the primary physical and or behavioral health provider. We will
also work directly with REMSA to make sure behavioral health issues are readily and equally
addressed and coordinated with area behavioral health providers.


We are also fortunate to partner with Access to Health Care Network and will be focused on
enhancing their care coordination services as well as their non urgent transportation so that
our recipients have access to transportation to providers for usual care.


We will also bring dental care to Nevada Check Up recipients by partnering with Federally
Qualified Health Centers (FQHC) that offer mobile units to deliver basic and essential services


Appropriate Utilization
We use multiple processes to evaluate and monitor the adequacy, sufficiency, and
appropriateness of services provided to our recipients. These processes include utilization
management reports, network access and availability surveys, and appeals and grievances
to gather feedback to make certain services are medically necessary, clinically appropriate,
and provided by the right practitioner in the appropriate setting. Some of the items we
gather and monitor are through the recipient’s appeal and grievance process. Complaints
regarding access or quality of care are monitored and trended to examine potential areas
for improvement.


Licensed, professional staff performs the following utilization management activities to
provide for the delivery of medically necessary benefits:


 Pre service, post service, concurrent review authorizations and notification of action
 Referral management (for example, specialist, out of network referrals, tertiary care


services, case management)
 Discharge planning and coordination of care post discharge
 Transitional care
 Clinical policy and criteria development
 Evaluation of outcomes data
 Evaluation of utilization reports including under or over utilization


Quality Care
We use HEDIS results to identify areas of successes and areas of opportunity for clinical
quality and satisfaction. We set specific annual performance goals based on national Nevada
specific benchmarks. We then develop an action plan for achieving those goals. These goals
run in parallel with the DHCFP strategic plan and objectives including our programs that focus
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on areas that contribute to improving our recipients’ health including pregnancy, child,
adolescent and adult physical and behavioral health, nutrition and fitness. The Quality
Improvement (QI) staff tracks and trends the specific HEDIS data related to these areas of
focus as required by DHCFP and NCQA:


 We analyze year over year changes in performance of HEDIS measures
 We use this data to identify quality of care concerns and improvement opportunities and


initiate action plans and increase performance where needed
 We identify opportunities with the primary care providers using our “Gaps in Care”


reports. We deliver these reports monthly to primary care providers and work with the
providers to improve their quality, which can be in the form of education about the
recipients, reminders for visits and screening and or identification of root causes with
specific provider interventions.


We are dedicated to operational excellence. We use an array of data collection methods to
monitor and analyze trends and patterns for program performance, quality improvement,
and informed decision making. We partner with providers and recipients to improve the
health of individuals and the population as a whole.


As an example, our current recipients in our asthma case management program achieved a
zero percent 30 day readmission rate, compared to a 4.8 percent readmission rate for
recipients with asthma who were not in the asthma case management program. Key factors
in this improvement were the building of trusting relationships between our Case Managers
and recipients; the facilitation of home health services to evaluate recipients’ homes for
asthma triggers, and assisting recipients and families in understanding the ways in which to
stabilize asthma without an Emergency Department (ED) visit, using a written asthma action
plan. As a result of these factors, recipient empowerment has led to a reduction in hospital
utilization. Additionally, our Case Managers reach out to providers to make certain they are
using national clinical guidelines for asthma care and appropriate medications so recipients
remain stable.


We support our providers with useful and timely data captured by HEDIS and national quality
measures, along with medical and social determinant expertise, helping them tackle the
tough challenges facing our recipients, such as violence, depression, substance abuse, and low
health literacy. Our relationships and our commitment to quality foster a culture of excellence
and continuous improvement. To promote high quality health care delivery, we will
implement and manage a Pay for Quality program for providers; this program will support
quality care initiatives by:


 Promoting preventive and condition specific care that results in a healthier population
 Enriching care delivery consistency and adherence to evidence based standards of care
 Improving quality and outcomes
 Promoting continuous quality improvement programs and activities
 Promoting care coordination between providers and our case managers us
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We continually seek opportunities to:


 Educate providers regarding HEDIS
 Provide HEDIS improvement incentives
 Pay providers for their time participating in integrated care team meetings
 Provide education and Continuing Medical Education (CME) credits
 Provide direct incentives to office staff to book seven day follow up hospitalization visits


for all discharged recipients (such as a gift card for excellent service);
 Develop focus groups for educational opportunities regarding managed care and


industry news.
 Link provider and recipient incentives


Case Management
Our Integrated Care Management program directly ties to our quality management
programs. All Case Managers receive monthly Gaps in Care reports, which alert them to
important acute and preventative care measures that are incomplete. For example, if a
recipient’s child has not received standard immunizations, the Case Manager is alerted and
can assist the recipient in arranging for those immunizations. When we compared recipients
who are not enrolled in our case management programs against recipients who are enrolled,
we found that our enrolled recipients are much more likely to complete important screening
and preventative measures. Our Case Managers also help recipients with acute care needs,
such as helping those with asthma stay on their medications. Our Case Managers attend to all
quality measures that impact a recipient’s life, such as breast and cervical screening, diabetes,
depression, weight management, and prenatal and post natal visits.


The table below is an example of one of our health plans and demonstrates that recipients in
case management are much more likely to complete the screening, visit or immunization.


Table 3.4 1: HEDIS Measures for Recipients in Case Management,
Compared to Recipients Not in Case Management (CM)


Category Measure Description In CM % Not in CM %


Asthma Asthma Medication Ratio 2016 63.0% 55.6%


Asthma
Medication Management for People
with Asthma 2016 70.1% 63.4%


Child Well Care Adolescent Well Care Visits 2016 50.6% 45.4%


Child Well Care Childhood Immunization Status 2016 22.5% 15.4%


Child Well Care
Follow Up Care for Children
Prescribed ADHD Medication 2016 56.3% 32.7%


Child Well Care Lead Screening in Children 2016 85.2% 63.5%
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Category Measure Description In CM % Not in CM %


Child Well Care
Well Child Visits in the Third, Fourth,
Fifth, and Sixth Years of Life 2016 76.0% 64.5%


Depression
Antidepressant Medication
Management 2016 62.5% 59.4%


Depression
Follow Up after Hospitalization for
Mental Illness 2016 Adult Medicaid 22.2% 14.7%


Diabetes/Weight Management
Adult Body Mass Index Assessment
2016 70.2% 27.4%


Diabetes/Weight Management Comprehensive Diabetes Care 2016 76.8% 75.8%


Pregnancy and Adult Woman
Screenings Breast Cancer Screening 2016 50.0% 42.2%


Pregnancy and Adult Woman
Screenings Cervical Cancer Screening 2016 73.7% 55.2%


Pregnancy and Adult Woman
Screenings Prenatal and Postpartum Care 2016 64.6% 55.5%


Enhancing Continuity of Care through Integrated Medical,
Behavioral, and Social Care


Fully Integrated System of Care
We believe our recipients are best served by a Fully Integrated System of Care, which requires
a coordinated network of physical and behavioral health care providers, traditional and non
traditional providers, as well as community based organizations. Our approach meets
recipients’ needs by being adaptable for each physical and behavioral condition providing for
resources available to meet the recipients in their community and develop an individualized
Fully Integrated System of Care. Our integrated care managers work directly not only with
community providers but extend their coordination with departments like the juvenile justice
department, local housing authority and employment agencies. This structured collaboration
among each recipient and the recipient’s practitioners, providers, Case Managers, family
recipients, circle of support, and community organizations enhances quality of care and
fundamentally changes the delivery of services to the individual recipient. Figure 3.4 1
represents an example of the breadth of support which may be necessary for recipients to
improve physical health and behavioral health outcomes and appropriately utilize resources
available to them through their providers and the community.
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Figure 3.4 1: Fully Integrated System of Care for a Recipient


We use an interdisciplinary care team (ICT), which collaborates to develop a comprehensive,
holistic, individualized care plan that expresses how the recipient’s assessed and articulated
goals, needs, and preferences will be met. Our collaborative ICT may assist providers in
developing integrated health homes and encourage them to be trained on trauma informed
care, mental health first aid, Screening, Brief Intervention and Referral to Treatment
(SBRIT)—a comprehensive, integrated, public health approach to the delivery of early
intervention and treatment services for persons with substance use disorders, as well as those
who are at risk of developing these disorders.


Recipient Identification and Stratification
We use multiple sources, data, and reports to identify recipients for Integrated Care
Management and monitor recipients with high utilization or emerging high risk
factors, including:


 834 enrollment file—encounter data
 Health risk assessments and our outreach questionnaire
 Recipient, caregiver, physician, pharmacy, and provider referrals
 Concurrent review and prior authorization referrals
 Medical, behavioral health, and pharmaceutical claims utilization reports
 Inpatient admission, readmissions, and avoidable admission reports
 Recipient utilization management reports
 ED high utilization and avoidable visits reports
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 Recipient with utilization totaling over $25,000 annually
 Engaging Recipients Using Community Health Workers report


All recipients—from those who are healthiest to those who are the sickest or most at risk due
to their medical, behavioral, and social comorbidities—receive person centered outreach and
follow up as determined by their needs. We engage these recipients in case management
programs to help them overcome barriers that limit their ability to manage their own health
and well being. We use motivational interviewing to enhance recipient engagement. We
educate them about disease management in the context of holistic Integrated Care
Management and help them remain in the least restrictive and most integrated environment
based on their preferences, needs, safety, burden of illness, and availability of family or other
supports. This is conducted in a manner consistent with each individual’s personal and
cultural values, beliefs, and preferences, and with the goal of helping individuals develop
resiliency, move toward recovery, and reach their self defined level of optimal functioning.


Figure 3.4 2: One of our Community Development Managers, with One of Our Young
Recipients and Her Mother


Engaging Recipients Using Community Health Workers


Our community health workers (CHWs) provide services within the Fully Integrated System of
Care program. They are an essential link to the local community and help us provide very
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specific care and services to our recipients. We are really fortunate to have partners like
Access to Health Care Network, who have successfully built important cultural bridges
between the local people without health insurance, providers, our recipients and
communities. We believe that Access to Health Care Network’s experience and reputation
with local providers will be very beneficial to our recipients. They understand the local issues,
have provided high quality care coordination to high risk individuals and together we will
expand their access and array of services in Clark and Washoe counties.


Together with Access to Health Care Network, we will address the individual barriers like lack
of transportation, adequate housing, employment counseling, access to nutritional food and
understanding how to prepare meals. We know that social determinants are important issues
which drive high rates of utilization and fully understand that effective interventions to
reduce these barriers must take place within the community. We look forward to working in
the community and building on the success of Access to Health Care Network. We believe that
our recipients will have higher quality, culturally competent and comprehensive care as is
evidenced by the results from Q2 and Q3 of 2015 Access to Health Care Network achieved:


 CHF reduced overall hospital readmission by 15.94%
 COPD reduced overall hospital readmission by 25.46%
 AMI reduced overall hospital re admission by 26.8%


Enriching Recipients’ Lives
To address the challenges of Nevada’s recipients, we will establish wellness centers in Clark
and Washoe counties. These centers will function as a “one stop shop” where recipients,
caregivers, providers, community organizations, and other stakeholders can use our meeting
spaces, computers the Internet, or access our community resources database. Staff will be
available to help with:


 Employment through our Workforce Specialist and other staff, including helping recipients
write resumes, providing interview coaching, and linking recipients to employers, General
Education Development (GED) or high school equivalency test support


 Offering support for children and families affected by deportation and children of
divorced parents


 Offering educational workshops on health and wellness related topics including healthy
cooking, nutrition, parenting, self esteem for teens, art therapy, and more


 Connecting recipients to services and social supports through our extensive database of
community services and support


 Providing support for mental health and substance use issues through our Peer Support
Specialists. These specialists have similar life experiences. They can relate to our recipients
and offer practical suggestions.


 Scheduling transportation and health and life coaching
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 Providing housing assistance through our Housing Specialist and other staff who link
recipients to resources for accessible housing, utility assistance, and other resources
including home modifications


Our wellness centers will be available to all recipients—with no limits—as well as
to caregivers, providers, community organizations, and other stakeholders
supporting recipients.


We further enhance our recipients’ access to the right care by using Community Health
Workers and a Tribal Network Liaison.


Community Health Workers will be deployed throughout the community in each region to
link recipients to: safe housing, local food markets, job opportunities and training, access to
health care services, community based resources, transportation, recreational activities and
other services. This assistance is available to all recipients and no prior authorization (PA)
is required.


The Tribal Network Liaison will serve as the liaison to tribal nations and as the single point of
contact for delivery of health services and any other issues concerning services to American
Indians. The Liaisons will address issues related to tribal structure and organization and will
provide outreach and education on access to and process for acquiring covered services.


Specific Provider Education to Enhance Quality of Care for Our Recipients


We encourage all of our behavioral health care providers to be fully integrated according to
the Substance Abuse and Mental Health Services Administration (SAMHSA)
Collaborative/Integration Framework. This model of integrated care depicts a continuum of
integration from “coordinated” to “co located” to “integrated.” When fully adopting an
integrated approach, care teams display seamless practice among both physical and
behavioral health care, and work with integrated information and communications systems.


We understand the importance of timely communication with providers.
By leveraging the existing Nevada health information platform, we will be able to respond
more timely and provide recipients with real time access to providers. Our solutions are
as follows:


 Telemedicine: Through our telemedicine programs, our recipients will be able talk with
licensed professionals for episodic (acute) services and general health question.
Physicians will also be able to conduct telephonic, video visits and
e prescribe medications.


 Leading edge Technology Services: We are creating exciting opportunities for our
provider partners through our highly innovative, HIPAA compliant Population Health
Management Technology Platform — a collaborative information platform to share
and aggregate actionable data across systems and organizations, thus promoting
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effective and efficient care coordination—particularly for complex, high- risk 
individuals. Our Population Health Management Technology Platform—which we will 
implement on a State-wide basis—connects the entire community of preferred 
support, including recipients, and persistently combs eligibility, provider, and claims 
data to create logical relationships among providers and care team members, 
facilitating communication, collaboration, and information-sharing among  
all stakeholders. 


• 24-Hour Call Center: Our recipients have access to our Nurse Information Line 24 hours a 
day/7 days a week. In our current markets, our call nurses have direct access to our 
case management platform and can directly connect the recipient with the case 
manager and or primary care provider if necessary. The call nurses also have access to 
our gaps in care reports as well the list of our hard to reach recipients so that when a 
recipient calls we can take that opportunity to engage the recipient in necessary care 
and services. Alternatively, our recipients can call our case managers directly and in 
some cases our case manager’s text recipients to remind them of appointments, 
provide disease management reminders or generally check in.  


• Recipient Portal: Our recipients will also have access to their own Nevada Specific 
Recipient Portal which guides them through health and wellness activities, offers 
direct access to case management, disease management activities as well as 
information about claims, benefits and recipient services.  


• Free cell phones: We will provide free cell phones to eligible recipients ages 18 and 
older. Recipients will have 350 minutes per month, free unlimited texting, and free 
calls to Recipient Services.  


We educate providers about Nevada -specific recipient incentives so they can use all the 
available recipient incentives available to encourage recipient participation, and as a tool for 
the provider office to promote recipient visits, see Table 3.4-2. 


Table 3.4-2: Recipient Value-Added Benefits 


Value-Added Benefit Eligible Population 


Adult vision exam Medicaid recipients 21 and older; 
no prior authorization required 


Diabetes care Medicaid recipients 21 and older 
with prior authorization 


Easy Access Disease Management 
Services 


Medicaid and Nevada Check Up 
recipients 


Healthy kids Nevada Check Up recipients ages 
birth–11 years 
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Value-Added Benefit Eligible Population 


Healthy teens Nevada Check Up recipients ages 
12–20 years 


Healthy adults Medicaid recipients 21 and older; 
no prior authorization required 


Medication Adherence Program 
for Chronic Illness 


Medicaid and Nevada Check Up 
recipients with chronic conditions; 
no prior authorization required 


Weight loss program Medicaid and Nevada Check Up 
recipients with prior authorization  


Tobacco Free Youth Nevada Check Up recipients ages 
11–17 


Mental health Medicaid and Nevada Check Up 
recipients; no prior authorization 
required 


Pregnancy Program Medicaid and Nevada Check Up 
recipients; no prior authorization 
required 


School and sports physical exams Nevada Check Up recipients; no 
prior authorization required 


Better Breathing Program Nevada Check Up recipients; prior 
authorization required 


Hypoallergenic Bedding Medicaid and Nevada Check Up 
recipients; prior authorization 
required 


24/7 Nurse Advice Line Medicaid and Nevada Check Up 
recipients 


Breast cancer screening and 
treatment 


Medicaid recipients 21 and older; 
prior authorization required for 
treatment 
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Providing a Medical Home for Medicaid and Nevada Check Up 
Recipients: 
We know that local medical homes are a proven strategy 
to improve care. Through our value based programs, we 
provide incentives for the extra administrative and clinical 
care coordination that providers need to develop their 
medical home competencies. In our current markets we 
have over 480 Medicaid Patient Centered Medical  
Homes (PCMH).  


Through value-based contracting in Nevada, we will we offer solutions to: 


• Improve the quality of and access to care by assisting providers in existing PCMHs to 
enhance their capabilities and case management. We will also develop new contracts  
with providers who have not developed PCMHs. Through the deployment of dedicated 
population health specialists, real-time gaps in care information, and continuous 
education about the recipients we serve, we will help providers develop the necessary 
capabilities for a PCMH. 


• Improve quality of care by incentivizing specific quality performance levels based on  
HEDIS measures 


Data Sharing Through Integrated Technology 
Our integrated technology is a collaborative information platform that digitally shares and 
aggregates actionable data across multiple systems and organizations with the purpose of 
promoting effective and efficient care coordination—including a recipient engagement,  
web-based experience. Our integrated technology is a versatile tool that connects the entire 
community of health care and community resource providers around an individual recipient 
or group of attributed recipients to verify the right care is delivered in the right way at the 
right time. 


Should DHCFP choose to expand Medicaid and Nevada Check Up programs throughout the 
State, add additional eligible populations, or increase or change benefits, we are ready and 
able to partner with Nevada to implement these same strategies in other areas. 


  


Nationally, we have over 800 
value-based programs, over 
970,000 recipients in PCMHs, 


and over 300 Accountable Care 
Organizations (ACOs) in place.
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3.4.1 General Information
Each vendor must provide, either directly or through subcontractors, the managed care
benefit package, as described in this RFP, to enrolled recipients to ensure all medically
necessary services covered under the Title XIX and Title XXI State Plans are available and
accessible to them.
The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s
website at:
http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/


We understand and will comply with the requirements of RFP Section 3.4.1.


We are known throughout the country for facilitating access to and coordinating the physical,
dental, behavioral, substance use, and social support care for high risk populations. In
collaboration with recipients and caregivers, providers, community organizations, and State
agencies, we provide high quality health care services to our recipients.


We value our relationship with our providers and reach out to our providers regularly to
identify their needs and offer targeted educational support, programmatic support, and issue
resolution so that our providers can serve our recipients better. This includes provider
education and information on:


 Managed Medicaid processes, including


 Covered benefits and benefit limitations
 Prior authorization
 Claim submission
 Appeals and grievances


 Updated standards of care (evidence based practice guidelines)
 Current local health emergencies and disaster preparedness
 Screening, Brief Intervention and Referral to Treatment ( SBIRT) —training programs
 Trauma informed care
 Opioid Management
 Appropriate management of antipsychotic medications in children and adolescents
 Pain management
 How to access information on their recipients using


 Population health tools
 Accessing information from our predictive modeling
 Recipient care plans – encourage recipient responsibility and self care
 Access to our Population Health Management Technology Platform
 Gaps in Care report
 Information about provider’s recipient panel
 Recipient panel list
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 Expanding our network across State borders based on recipients’ needs and the
community’s referral patterns


Our provider interventions are uniquely based on specific practice needs. For example, a focus
for providers in urban areas is using ACO relationships to increase collaboration and quality.
In rural areas, we have P4Q initiatives in which we pay small or individual practices for
attaining specific quality goals (for example, improved prenatal care visit rates and increased
adolescent well care visits). Through our value based solutions and PCMH support we verify
PCPs have open panels to new recipients and extended after hours care for our recipients. We
highlight rural provider successes through a provider of the month program, designed for
sharing rural provider success stories and best practices. We will conduct joint PCP and
dental provider events to enhance partnerships and reduce barriers to care. We sponsor PCP
and Community Mental Health Center events to enhance coordination of physical and
behavioral healthcare.


Collaboration with Providers
Through face to face meetings and ongoing provider training and education, we explain our
expectation that providers use evidence based guidelines and nationally recognized
protocols. We monitor the quality of care delivered by network providers to educate and
reward them for delivering best practice standards of care, achieving quality health
outcomes, effectively managing utilization and associated costs, and improving care
delivery behaviors.


Our Medical Directors review provider practices and utilization patterns. Practice guidelines
and protocols are reviewed annually for appropriateness to the specific population needs and
updated as applicable when nationally or community based clinical practice guidelines are
updated. During the review, we analyze and compare local physician practices against
nationally recognized protocols, reliable clinical evidence, and the consensus of health care
professionals. This process includes peer to peer consultation and submission of clinical
records in support of provider’s ability to practice safe, quality compliant, and medically
necessary health care services.


We monitor providers to verify that the guidelines are consistently applied, consider the
needs of the recipients, and allow for consultations with requesting practitioners/providers
when appropriate. If a provider is not complying with practice standards, the provider’s
performance and practice is presented at a Peer Review Committee. Upon review of the
incidents, and based upon the recommendations of the Committee, we will take one of the
following actions:


 Contact the provider to obtain additional information and suggest specific remediation
 Meet with the provider in person to review the gaps in performance and develop a


collaborative plan to address
 Send additional information and or educational material as is indicated
 Provide specific in person training to the provider


36 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


 May require the provider attend committee meetings to discuss the issue
 May reduce, restrict, suspend, or terminate the provider’s credentials
 May limit new recipient enrollment, issue sanctions, or other corrective actions


Specific Provider education to enhance quality of care for
our recipients
We encourage all of our behavioral health care providers to be fully integrated according to
the Substance Abuse and Mental Health Services Administration (SAMHSA)
Collaborative/Integration Framework. This model of integrated care depicts a continuum of
integration from “coordinated” to “co located” to “integrated.” When fully adopting an
integrated approach, care teams display seamless practice among both physical and
behavioral health care, and work with integrated information and communications systems.


Training in Mental Health First Aid
We will educate our providers on Mental Health First Aid (MHFA). MHFA is an evidence based
community educational program that trains people to assist someone experiencing a mental
health or substance use related crisis. For example, we will work directly with REMSA and
other first responders to train first responders in MHFA, teaching:


 Risk factors and warning signs for mental health and addiction concerns
 Strategies for how to help someone in both crisis and non crisis situations
 Where to turn for help for services for depression, anxiety and mood disorders, trauma,


psychosis, substance use, recovery, and resiliency


We have 30 certified MHFA instructors who have trained over 1,600 employees to date. All
recipient facing health plan staff (both clinical and non clinical) will be trained in MHFA, and
we will host training sessions for first responders.


3.4.2 The vendor must furnish services in the same amount, duration and scope as services
furnished to recipients under fee for service Medicaid as set forth in 42 CFR 440.230,
which states that the vendor:


We understand and will comply with the requirements of RFP Section 3.4.2.


According to the most recent census data, the percentage of people in the United States with
only Medicaid coverage was approximately 11.3 percent*. Because Medicaid is the sole
source of health insurance coverage for these individuals, we know how critical these benefits
are for recipients.


We will work in partnership with the DHCFP to improve health care delivery, improve
population health, and increase recipient and provider satisfaction through careful,


* http://www.census.gov/prod/2013pubs/p60 245.pdf 
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consistent, and standard application of covered benefits outlined in 42 CFR §440.230. Our
Integrated Care Management team and utilization management team partner with our
provider network to see that recipients receive the necessary care, in the appropriate amount,
duration, and scope that—at a minimum—are consistent with the fee for service (FFS)
Medicaid program, including:


 Ambulance/Transportation
 Birth Control/Family Planning
 Dental care coordination
 Disposable Medical Supplies
 Durable Medical Equipment
 Orthotics and Prosthetics
 Doctor Visits
 Emergency Room
 Eye Exams and Eyeglasses
 Healthy Kids/EPSDT or Preventive Health


Services for Children
 Hearing Tests
 Home Based Habilitation Services (HBHS)
 Home Health Care
 Hospice Care
 Hospital Care
 Immunizations
 Lab and Radiology Services


 Maternity Care
 Mental Health/Substance Abuse Services
 Midwife Services
 Nursing Home Services
 Occupational Therapy Services
 Over the Counter Drugs with


a Prescription
 Personal Care Services
 Physical Therapy Services
 Preventative Screenings
 Private Duty Nursing
 Prescription Drugs
 Smoking Cessation Products
 Specialists
 Speech and Hearing Services
 Transportation Services†


 Waiver Program Services‡


This means recipients’ benefits will remain the same when enrolling in our health plan.


Our Policies and Procedures Support Delivery of Medically
Necessary Benefits
Our established standard Utilization Management (UM) program guides health plan clinical
staff to coordinate delivery of the best possible care to recipients. The UM program
establishes the appropriate use of health care resources to confirm an effective and efficient
physical and behavioral health care delivery system. The UM program is a component of our
Quality Assessment and Performance Improvement (QAPI) program, which promotes
continuous monitoring and evaluation of care and services provided to our recipients. Results
and identification of opportunities for improvement contribute to the direction of quality
improvement activities.


† Non emergency transportation is not a Nevada Check Up benefit
‡ Not a Nevada Check Up benefit
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The UM program incorporates nationally recognized criteria, use of appropriate clinical
professionals, risk management, appropriate handling of service denials, and recipient and
practitioner appeal rights. We maintain compliance with Federal and State regulations and
guidelines as well as NCQA health plan accreditation standards.


Licensed, professional staff performs the following utilization management activities to verify
the delivery of medically necessary benefits:


 Pre service, post service, concurrent review authorizations and notification of action
 Referral management (for example, specialist, out of network referrals, tertiary care


services, and case management)
 Discharge planning and coordination of care post discharge
 Transitional care
 Clinical policy and criteria development
 Evaluation of outcomes data
 Evaluation of utilization reports including under or over utilization


3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to
reasonably be expected to achieve the purpose for which the services
are furnished;


We understand and will comply with the requirements of RFP Section 3.4.2.1.


We take pride in making sure that our recipients receive the proper benefit package and
covered services in the most integrated manner. We administer the comprehensive benefits
package through our UM processes, following evidence based medical necessity guidelines.
Our integrated case management program focuses on the unique and diverse needs of
each individual.


We also:


 Use required and approved criteria—including MCG, formerly Milliman Care Guidelines,
LOCUS, and CASSII—for behavioral health, physical health, and substance use disorder
treatment modalities


 Develop and use only evidence based criteria to:


 Review future treatment options
 Set prior authorization criteria
 Exercise other options for administering medical and behavioral health care benefits
 Guide appropriate physical and behavioral health, dental, and specialty care
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3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required
service solely because of diagnosis, type of illness, or condition of the recipient;


We understand and will comply with the requirements of RFP Section 3.4.2.2.


Our program does not arbitrarily deny or reduce the amount, duration, or scope of required
services solely based on diagnosis, type of illness, or condition. We continuously monitor our
policies and procedures for prior authorizations and utilization to see that our recipients
always receive the right care at the right time. Through this monitoring process, we focus on
reducing and eliminating avoidable or unnecessary barriers to care. Recipients are at the core
of every decision we make, and we know that consistent application of prior authorization for
initial services and continuing authorizations is critical to making certain recipients receive
the services they need in time and cost effectively. Our written policies and procedures define
business standards for all staff involved in the authorization process.


As a means to confirm consistent application, we train staff, provide regular updates on
revised criteria and policies, and evaluate using inter rater reliability assessments. We
provide more detail about consistent application of authorization criteria in our response to
Section 3.4.2.5.


3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under
the Title XIX and Title XXI State plans, such as medical necessity, or for the
purpose of utilization control, provided the services furnished can reasonably
be expected to achieve their purpose; and


We understand and will comply with the requirements of RFP Section 3.4.2.3.


Our UM process helps recipients get the appropriate care and, whenever possible, avoid the
risks associated with overuse, underuse, and misuse of health care interventions. We place
appropriate limits on services based on medical necessity, consistent with Medicaid coverage
and scientific evidence. We will work with the State to appropriately administer benefits.


We base decisions to require prior authorization for certain services on information such as
utilization data that identifies services likely to be over or under utilized or that may
potentially signal conditions (such as diabetes or depression) which might require extensive
clinical or case management intervention.


We communicate prior authorization requirements to providers in the provider manual, on
the plan website available to the network, in provider newsletter articles, and in provider
contracts. Requirements are also available to network providers upon request.


Our web based search tool and provider and Member Handbooks list the services that require
prior authorization, consistent with our plan policies and governing regulations—including
compliance with The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction
Equity Act of 2008 (MHPAEA). We update the list at least annually and revise it periodically,
as appropriate.
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Some examples of common services requiring prior or concurrent authorization are:


 Inpatient admission
 Skilled nursing admission
 Transplant
 Home care
 Therapy
 Durable medical equipment
 Intensive outpatient program


We will conduct an annual review and evaluate how the medical necessity criteria guidelines
meet the needs of Nevada’s Medicaid and Check Up programs and work with the State and
appropriate medical professionals to develop and provide updates as needed. The annual
review process involves appropriate physical health and behavioral health medical directors
and practitioners in developing, adopting, or reviewing evidenced based criteria. We advise
providers of changes to the prior authorization process using our provider manual, provider
newsletters, and provider communications when changes are made.


We update protocols annually applying the following:


 Currently acceptable health care practices
 Considerations of recipients with specialized needs
 Recipient and provider grievances and appeals


3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to
which the vendor is responsible for covering services related to the prevention,
diagnosis and treatment of health impairments; the ability to achieve age
appropriate growth and development; and the ability to attain, maintain, or
regain functional capacity in a manner that is no more restrictive than that used
in the State Medicaid and CHIP programs as indicated in State statutes and
regulations, the Title XIX and Title XXI State Plans, and other State policy and
procedures, including the Medicaid Services Manual (MSM).
The MCO can utilize different authorization requirements than what is used by
the State, as long as they are not more restrictive.


We understand and will comply with the requirements of RFP Section 3.4.2.4.


We define medically necessary as health care services or products that a prudent physician or
provider would offer to a patient to prevent, diagnose, or treat an illness, injury, or disease, or
any symptoms thereof, that are necessary and are:


 Provided in accordance with generally accepted standards of medical practice
 Clinically appropriate with regard to type, frequency, extent, location, and duration
 Not primarily provided for the convenience of the patient, physician, or another provider


of health care


NV Managed Care Organization RFP No.: 3260 41







3.4 MEDICAL SERVICES


 Required to improve a specific health condition of a recipient or to preserve the existing
state of health of a recipient


 The most clinically appropriate level of health care that may be safely provided to
a recipient


Simply put, we make certain recipients receive the right care in the right setting and at the
right time. Our medical necessity criteria are no more restrictive than that used by the State
Medicaid and CHIP programs, as indicated in State statutes and regulations, Title XIX, and
Title XXI.


To support authorization decisions, we use nationally recognized, evidence based medical
necessity criteria and apply them based on the needs of the individual recipient and
characteristics of the local delivery system. Our medical management clinical criteria policies
and procedures define eligible criteria sources and the process for adoption, review, and
approval of clinical criteria, keeping in mind the scope of covered benefits. We use evidenced
based criteria including but not limited to:


 State or Federal regulatory agencies
 Pharmacy clinical guidelines
 MCG, LOCUS, CASSII
 Internal Clinical Policy Bulletins—monographs based on objective, credible sources, (for


example, scientific literature, guidelines, consensus statements, and expert opinions for
new or emerging practices


 Internal Clinical Policy Council review
 Medicaid Services Manual and Definitions


In accordance with ACA 1557, our medical necessity determinations for services do not
discriminate on the basis of race, color, national origin, sex, age, or disability.


Through our UM and QM committees, providers are actively engaged in reviewing,
developing, and adopting clinical practice guidelines. Because we work with our providers to
continuously improve, we can deliver the right care, at the right time in the right setting for
our recipients.
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3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies
and procedures for the processing of requests for initial and continuing
authorizations of services.
The vendor must have in effect mechanisms to ensure consistent application of
review criteria for authorization decisions and consult with the requesting
and/or servicing provider, when necessary.
The vendor shall monitor prior authorization requests. The DHCFP, at its sole
discretion, may require removal of the prior authorization requirement based
on reported approval percentage rates, to align prior authorization procedures
across delivery entities, and if determined necessary for the proper
administration of the Medicaid program.
Any decision made by the vendor to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested,
must be made by a health care professional who has appropriate clinical
expertise in treating the recipient’s condition or disease.
The vendor shall coordinate prior authorizations and edit patterns with those
used in the fee for service program.


We understand and will comply with the requirements of RFP Section 3.4.2.5.


We have written policies and procedures for our UM department that outline the mechanism
used for consistent application of criteria. Working with our QM department, we review and
update our policies and procedures annually, seeing that prior authorizations and edit
patterns are coordinated with those used in the FFS program.


Ensuring Consistent Application of Review Criteria
As a means to make sure consistent application, we train staff, provide regular updates on
revised criteria and policies, and evaluate staff using inter rater reliability assessments. Inter
rater reliability assessments measure the objectivity and consistency with which staff apply
medical necessity criteria. The objectives of the inter rater reliability process are to:


 Evaluate annually the degree of consistency and objectivity of medical necessity decisions
made by staff who use criteria


 Evaluate our staffs understanding and application of medical necessity criteria
 Establish a performance improvement plan and appropriate monitoring for staff who


score below the inter rater reliability target


For Nevada, we will evaluate the following health plan staff members:


 Medical Director
 Staff Medical Directors
 Prior Authorization staff
 Medical Claims Review staff


NV Managed Care Organization RFP No.: 3260 43







3.4 MEDICAL SERVICES


 Integrated Care Management staff, as applicable
 Pharmacy technicians
 Pharmacists
 Concurrent Review staff
 Appeals Nurse or licensed behavioral health professionals


The health plan inter rater reliability administrator prepares a summary report for the
Administrator, Medical Director, and the QM/UM Committee of the health plan’s annual
inter rater reliability activity.


The Medical Director and managers or supervisors of the Medical Management department
will be responsible for developing corrective education plans for their staff who score
less than the 85 percent standard and monitoring their progress until staff meet the
required target.


Monitoring Prior Authorization Requests
Our QM/UM Committee’s primary purpose is to advise and make recommendations to the
Medical Director on the quality of care and service provided to recipients, including the
oversight of the UM program. The QM/UM Committee’s responsibilities for oversight of prior
authorizations include, but are not limited to:


 Monitor the medical appropriateness and necessity of health care services provided to
recipients using provider quality and utilization profiling


 Review the effectiveness of the utilization review process and make changes to the
process as needed


 Approve policies and procedures for UM that conform to industry standards, including
methods, timelines, and individuals responsible for completing each task


 Monitor consistent application of medical necessity criteria
 Monitor over and under utilization
 Identify areas of deficiency requiring Performance Improvement Plans (PIPs)
 Review and recommend approval, revision, or denial of medical review criteria


As we update our policies for Nevada, we will make certain our policies and procedures reflect
the prior authorization and edit patterns used in the Nevada FFS program.


In cases were the prior authorization of services is handled by a subcontractor, our Delegation
Committee monitors, evaluates, and advises on our subcontractors’ quality assurance plan
and ongoing reporting (such as prior authorization time standards and customer service).


We understand that the DHCFP, at its sole discretion, may require removal of the prior
authorization requirement based on reported approval percentage rates, to align prior
authorization procedures across delivery entities, and if determined necessary for the proper
administration of the Medicaid program. We will comply with the DHCFP’s requests.
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Communicating Prior Authorization Denials
Denial decisions are made by a staff Medical Director, or another clinician, who has the
clinical expertise in the recipient’s condition or disease necessary to make such decisions. In
the case of a denial, our policies include the following minimum requirements.


 We arrange for reviews of all denials and appeals by a medical professional with
experience or expertise comparable to the provider requesting the authorization.


 We clearly document the reasons for decisions and assign a Prior Authorization number to
track approvals and denials. Our documentation includes what criteria were used and
specifically why the request did not meet the criteria.


 We document any alternative service approved in lieu of the original request.


3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a
counseling or referral service because of an objection on moral or religious
grounds, the vendor must furnish information about the services it does not
cover to the DHCFP with its application for a Medicaid contract and whenever it
adopts such a policy during the term of the contract.


We understand and will comply with the requirements of RFP Section 3.4.2.6.


We do not exclude any covered benefits or services, such as reimbursement to providers
based on the provider’s conscience, religious beliefs, ethical principles, or policies. Our
procedures give providers the option to refer recipients to other network health care
providers and withdraw from specific cases. When a requested service is against the religious
or ethical beliefs of a PCP, or the PCP finds the recipient’s behavior unacceptable, we have
policies and procedures to reassign the recipient to another provider upon request. We do not
require providers to perform any treatment or procedure they object to for ethical reasons.


3.4.2.7 Must maintain and monitor a network of appropriate providers that is
supported by written agreements and is sufficient to provide adequate access
to all services covered under the contract for all eligible recipients enrolled in
the vendor's managed care program. In establishing and maintaining the
network, the vendor must consider the following:


We understand and will comply with the requirements of RFP Section 3.4.2.7.


We will develop a stable provider network sufficient to meet the needs of our recipients and
comply with network geographic and timeliness requirements by working with and in
partnership with local organizations. We have over 30 years’ experience serving vulnerable
populations (TANF, CHIP, Aged, Blind, and Disabled, and Long Term Services and Supports)
and will develop the provider network to serve the appropriate populations. All network
providers’ contracts will meet the specific requirements for Nevada.
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We have over 25 full time contracting resources on our national network deployment team
that will be dedicated to our network building activities. We provide a detailed description of
our network development practices in Section 3.7.


A. The anticipated DHCFP recipient managed care enrollment;


We understand and will comply with the requirements of RFP Section 3.4.2.7.A.


We will provide to the DHCFP supporting documentation that demonstrates our network has
the capacity to serve the expected enrollment in all service areas according to the DHCFP’s
standards for access to care. We will also review the network for providers that are not
accepting new recipients and the types and specialties of providers available to meet the
needs of the recipients.


We provide a more detailed description of our Access to Care and Monitoring Plan in
Section 3.7.5.


B. The numbers of network providers who currently are and are not accepting
new Medicaid and Nevada Check Up recipients;


We understand and will comply with the requirements of RFP Section 3.4.2.7.B.


We review open panel status to confirm where new recipients can be assigned and identify
providers who have reached their capacity or referral limits.


We survey our providers regularly to verify appointment availability consistent with State
standards, including if they are accepting new Medicaid and Nevada Check Up recipients. If
we discover an area of concern or concerning pattern over time, then we meet with providers
to better understand the issues and see how we can collaborate on solutions for timely
access. We then develop and implement an action plan that may include a contracting
initiative to add more providers to the network.


Additionally, we implement value based solution arrangements with larger practices that
provide financial incentives for the practice to be open to new patients and provide after
hours care.


We provide more details about how to confirm we have an adequate number of network
providers that are accepting new patients in Sections 3.7.


C. The expected utilization of services including a description of the utilization
management software or other process used by the plan, taking into
consideration the characteristics and heath care needs of specific Medicaid
and Nevada Check Up populations;


We understand and will comply with the requirements of RFP Section 3.4.2.7.C.
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Our medical directors review our authorization grid for trending, tracking, and population
knowledge on a quarterly basis. The grid then provides guidance to our skilled Nurses
reviewing requests for services to see that recipients are receiving the appropriate services.


To support ease of access for our providers, we have a utilization management software
system that allows providers to enter their authorizations online.


When an authorization request is received and more information is needed, we contact the
provider for the additional information to meet the needs to the recipients.


Our network of providers will include pediatricians, family physicians, general internal
medicine physicians, and obstetrical providers to meet recipients’ primary care needs. Our
network will also include urgent care, ancillary, behavioral, specialty, and safety net providers
located in geographic locations that meet the needs of recipients.


D. The numbers and types of providers required to furnish the contracted
Medicaid covered services; and


We understand and will comply with the requirements of RFP Section 3.4.2.7.D.


We understand that adequate access to care depends on successfully meeting the needs of
recipients and their families. Access is successful only when our recipients receive the right
care, at the right time, and in the right place, as defined by their goals and health care needs.


We measure provider availability by reviewing Geo Access reports, the number of providers
by specialty, appointment accessibility surveys, and recipient grievances regarding the lack of
availability of providers or practitioners.


We provide a more detailed description of our Access to Care and Monitoring Plan in
Section 3.7.


E. The geographic location of providers and enrolled recipients, considering
distance (pursuant to NAC 695C.160), travel time, the means of
transportation ordinarily used by recipients, and whether the location
provides physical access for recipients with disabilities. Primary Care
Provider (PCP) or Primary Care Site may not be more than 25 miles from the
enrolled place of residence without the written request of the recipient.


We understand and will comply with the requirements of RFP Section 3.4.2.7.E.


Using the Geo Access program, we review the medical and behavioral health provider
network against our recipient file quarterly and as needed as a tool for network disruption
analysis. We monitor physical access during onsite reviews.


We provide a more detailed description of our Access to Care and Monitoring Plan in
Section 3.7.


NV Managed Care Organization RFP No.: 3260 47







3.4 MEDICAL SERVICES


3.4.2.8 Must allow each recipient to choose his or her health care professional,
including the PCP, to the extent possible and appropriate.
A. Recipients will have an individual physician assigned as their PCP; recipients


are not allowed to be assigned at the clinic level.


We understand and will comply with the requirements of RFP Section 3.4.2.8.A.


We know a recipient’s choice of PCP is important to helping them be comfortable with the
care and services they receive. When a recipient does not select a PCP, our written policies
and procedures certify that they have been assigned PCPs. We contact the recipient within
five business days from the State agency’s notification of the recipient’s enrollment date and
educate the recipient on how to choose a different PCP. Our policies support the guiding
principles of attention to the wellness of the individual and emphasis on the person.


B. Recipients with disabilities, chronic conditions, or complex conditions shall
be allowed to select a specialist as their PCP. These recipients shall be
allowed to select a State operated clinic as their PCP. Any specialist can be a
PCP based on medically necessary conditions. If a specialist is chosen as a
PCP, they must be reported as a specialist. The specialist does not count as
both a PCP and a specialist for reporting purposes. Recipients with
disabilities must be given an additional 30 calendar days to select a PCP.


We understand and will comply with the requirements of RFP Section 3.4.2.8.B.


We understand that many times recipients with disabilities, chronic conditions, or complex
conditions prefer to simplify their care by choosing a specialist to serve as their PCP. Any
specialist taking care of a recipient with a disabling or chronic condition, such as an oncologist
or psychiatrist, must accept the terms and requirements of an acting PCP. Our systems can
quickly set up the specialist as a PCP. We will provide those with disabilities an additional 30
days to select their PCP.


C. Vendor must allow for continued use of a recipient’s provider(s) until the
recipient can be transferred to an appropriate network provider(s).


We understand and will comply with the requirements of RFP Section 3.4.2.8.C.


We are committed to providing a seamless transition of care for our recipients who are
receiving an active course of treatment upon enrollment. We understand the value and needs
of our recipients who have developed longstanding relationships with their providers.


Our recipient transition process assures that a recipient’s care continues without interruption
or delay during their transition into our health plan or if a recipient’s provider’s relationship
with us has been discontinued or terminated during the recipient’s eligible benefit period.


We will work with the recipient and provider to transition the recipient to an appropriate
network provider.
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Recipients transferring into our health plan and receiving treatment for chronic or acute
medical conditions (such as cancer, which includes chemotherapy, radiation therapy, or post
surgical follow up) may continue care with the treating practitioner or providers through the
lesser of:


 The current cycle or phase of active treatment
OR


 Up to 90 calendar days for recipients undergoing active treatment for a chronic or
acute condition


During the course of treatment, our Case Manager will help the recipient choose a provider
for future care.


D. Vendor must allow for a pregnant recipient’s continued use of their
OB/GYN, if at all possible.


We understand and will comply with the requirements of RFP Section 3.4.2.8.D.


We value our recipients’ preferences for continued relationships with their health care
provider. Pregnant recipients who transfer into our health plan may elect to continue
with their current maternity provider through the postpartum period—including an
out of network provider.


If a recipient is receiving care from an out of network provider, we would ask the provider to
obtain authorization for continuing the recipient’s services to establish that the provider
complies with payment requirements. Alternatively, a recipient may contact her perinatal
Case Manager for assistance in obtaining authorization for continuation of services.


E. Must provide female recipients with direct access to a women’s health
specialist within the network for covered care necessary to provide
women’s routine and preventive health care services. This is in addition
to the recipient’s designated PCP, if that source is not a women’s
health specialist.


We understand and will comply with the requirements of RFP Section 3.4.2.8.E.


We allow direct access to female recipients for women’s health services. We do not require
female recipients to seek prior authorization before seeking care from an in network women’s
health specialist. Female recipients of reproductive age may self refer for preventive women’s
reproductive health care services. Female recipients may self refer for one comprehensive
family planning visit each year and for unlimited follow up visits specifically related to family
planning services.


It is our policy that family planning services include a medical history and physical
examination (including pelvic and breast as indicated), medically necessary screening and
diagnostic tests, drugs and biologicals, medical supplies and devices, counseling, continuing
medical supervision, continuity of care and genetic counseling.
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Necessary follow up treatment not directly related to family planning must be obtained from
the recipient’s PCP.


3.4.2.9 Must cover services out of network for the recipient adequately and timely for
as long as the vendor is unable to provide them. If the network is unable to
provide necessary services covered under the contract to a particular recipient,
the vendor must negotiate a contract and determine the rate or pay no more
than the FFS rate. Must exhaust all out of network providers located within 25
miles of the recipient’s address before contracting with out of network
providers located over 25 miles from recipient’s address.


We understand and will comply with the requirements of RFP Section 3.4.2.9.


Our experience has proven that there are times when a recipient may need services that
cannot be provided by an in network provider for reasons out of the recipient’s, provider’s, or
our control. We allow providers to refer recipients to out of network providers for medically
necessary services that are beyond the scope of their contract or practice or the contract or
practice of other available in network providers.


Our Case Managers work with the recipient and the recipient’s provider to locate an out of
network provider that can provide the needed care and obtain appropriate authorizations.


Out of Network Provider Saves Recipient’s Vision
At 34 years old, Jackson’s ophthalmologist suspected he had ocular cancer. Knowing
that the services he’d need exceeded the specialty of the local, network provider,


his ophthalmologist requested he be referred to an out of network ocular oncologist.
Jackson’s Case Manager worked with the network provider and located an


out of network ocular oncologist at a nearby Center of Excellence.


Following the execution of the single case agreement, Jackson’s Case Manager coordinated
with the out of network provider to schedule an appointment and arrange for
transportation to get Jackson there. Jackson received the treatment he needed.


The provider treated him with the same level of care as an in network provider would have.
Jackson received ongoing care from this provider who was able to save his vision.


When referrals outside the network are required and authorized, we will require that all out
of network providers located within 25 miles of the recipient’s address be exhausted before
contracting with out of network providers located over 25 miles from recipient’s address. We
will assist recipients in locating the necessary providers closest to their geographic area.


Both referring and receiving providers are expected to comply with health plan policies,
documents, and requirements that govern referrals—including payment schedules that are no
more than the FFS rate.
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3.4.2.10 Must provide for a second opinion from a qualified health care professional
within the network, or arrange for the recipient to obtain one outside of the
network, at no cost to the recipient.


We understand and will comply with the requirements of RFP Section 3.4.2.10.


Second opinions are critical for recipients to make informed decisions regarding their health
care. Because we understand the importance of having appropriate information to render a
care decision, second opinions are not subject to prior authorization requirements for use of
in network providers. Out of network providers may be used if the network is limited in the
specialty for which the opinion is requested. Second opinions are rendered at no cost to
our recipients.


3.4.2.11 Must coordinate with out of network providers with respect to payment.


We understand and will comply with the requirements of RFP Section 3.4.2.11.


When we approve a recipient to go out of network because we are unable to provide a
medically necessary, covered service in network, we coordinate payment with the out of
network provider and verify that the cost to the recipient is no greater than it would be if the
service was furnished in network.


We communicate approved out of network referrals to our Provider Relations team to help
identify opportunities for expansion of the current network.


3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR
438.214 and in this RFP.


We understand and will comply with the requirements of RFP Section 3.4.2.12.


We have a rigorous credentialing process for our contracted providers, which include verifying
credentials and checking licensing and restrictions on State and Federal databases.


Providers who want to join our provider network must complete an application screening
form. The Network Development Department reviews the form and forwards the provider
information to our Credentialing and Network Coordination Unit (NCQA). Our NCQA certified
and URAC accredited Credentialing Verification Organization (CVO) is responsible for the
provider credentialing and re credentialing functions.


The CVO enters and maintains provider credentialing data in a company wide database. This
process affords us the ability to monitor provider and practitioner trends across our networks.
The CVO uses the company wide database in tandem with the secured credentialing database
for file management and work distribution. The credentialing database also supports imaging
technology for paper applications and electronically submitted credentialing applications.
These applications can be produced upon request to demonstrate our providers are
credentialed as required by 42 CFR §438.214.
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3.4.2.13 Must ensure that the network providers offer hours of operation that are no
less than the hours of operation offered to commercial recipients or
comparable to Medicaid FFS, if the provider services only Medicaid recipients
pursuant to 42 CFR 438.206; must meet and require its providers to meet State
standards for timely access to care and services, taking into account the
urgency of the need for services; must make services included in the RFP
available twenty four (24) hours per day, seven (7) days per week, when
medically necessary; must establish mechanisms to ensure compliance by
providers; monitor providers regularly to ensure compliance; and, must take
corrective action if there is a failure to comply.


We understand and will comply with the requirements of RFP Section 3.4.2.13.


We will contractually require our network providers to offer hours of operation that are
no less than the hours of operation offered to commercial recipients or comparable
Medicaid recipients.


All provider contracts are compliant with Section 1557 of the Patient Protection and
Affordable Care Act and include a Non Discrimination and Equitable Treatment of Recipients
clause. This clause requires the provider to treat each recipient equitably and serve each
recipient with the same degree of care and skill as customarily provided to commercial
recipient or comparable Medicaid recipients. Providers are mandated not to discriminate
against recipients on the basis of race, sex, ethnicity, gender, creed, ancestry, lawful
occupation, age, religion, marital status, sexual orientation, gender identity, mental or
physical disability, medical history, color, national origin, place of residence, health status,
claims experience, evidence of insurability (including conditions arising out of acts of domestic
violence), genetic information, source of payment for services, cost or extent of physician
services required, or any other grounds prohibited by law.


We conduct monthly random surveys of providers to verify their after hours access meets our
standards for 24/7 access to care, including the following:


 They maintain telephone access for after hours access to care.
 They have in office wait times within the contractual requirements.
 They have appointment times within the contractual requirements.
 They provide recipients with direct access to care using a call coverage service or a Nurse


Triage line.
 They avoid directing recipients to call 911 or going to the ED as the only option for after


hours access.


If we determine a provider is non compliant, we refer them to our Medical Director to
determine if corrective action is required.
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3.4.2.14 Must provide emergency coverage twenty four (24) hours per day, seven (7)
days per week. The vendor must have written policies and procedures
describing how recipients and providers can obtain urgent coverage and
emergency services after business hours and on weekends. Policies and
procedures must include provision of direct contact with qualified clinical staff.
Urgent coverage means those problems which, though not life threatening,
could result in serious injury or disability unless medical attention is received.


We understand and will comply with the requirements of RFP Section 3.4.2.14.


We have written policies and procedures for our providers. The information is included in
their contract and in our provider manual to make sure recipients have access to appropriate
care 24 hours a day, seven days a week. Providers with after hours availability are
highlighted in the provider directory. Our network includes ED and urgent care providers who
are available after business hours and weekends.


Recipients can access emergent medical and behavioral health care at any of our network or
non network provider hospitals 24 hours a day, seven days a week. To assist recipients, we
provide both medical and behavioral health Nurse or clinician advice toll free line services.
Our behavioral health clinicians staff a separate hotline for mental health crises. Our Nurse or
clinician advice lines are a valuable resource to our recipients.
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We support providers who use their best judgment when referring recipients to the ED—we
will not penalize the provider or the recipient. Our Nurses and clinicians assess the clinical
situation and help the recipient choose whether an ED, an urgent care center, or other
alternatives like a mobile crisis team are most appropriate. Our clinical team can also guide
the recipient in self care at home until their PCP is available. Our Nurse Health Line staff use
physician directed protocols for pointing the recipients to the appropriate care.


We offer recipients needing urgent care services access to urgent care and convenience clinics
across States. We contractually require all medical and behavioral health providers to be
available to direct care for our recipients 24/7 to treat an emergency medical condition.


REMSA
In partnership with the Regional Emergency Medical Services Authority (REMSA), a non profit
emergency service provider, we will be able to offer recipients in Washoe County additional
emergency benefits. REMSA staffs a nationally accredited medical emergency dispatch center,
provides community outreach programs and education, and is one of only three emergency
medical services (EMS) agencies in the world to be continuously accredited by three separate


Crisis Diversion Efforts Help Support
Recipients in Times of Need


Angelica was having suicidal ideation and feeling very depressed when
she arrived at the emergency department on Friday night at 10:00 p.m.


The health plan received a call from the emergency department saying they
wanted to admit Angelica to the behavioral health unit for the suicidal symptoms.
The health plan deployed the mobile crisis team to the emergency department.


The team discovered that Angelica had recently moved to Arizona from Georgia,
had three small children, and her husband worked full time, leaving her


with limited support. She had a history of depression and was abused as a child,
having experienced trauma in various foster care homes.


The mobile crisis team conducted a thorough assessment that included Angelica’s husband.
The team was able to stabilize Angelica’s symptoms and created a plan that included


a next day appointment with a trauma care provider that Angelica and her
husband could attend. Additionally, the mobile crisis team provided a variety of resources
including a food box, and arranged transportation to her appointment on the following day.


The mobile crisis team followed up with Angelica the day of her appointment and several times
during the week. Angelica reports that she is feeling better and attending counseling for the first
time while her neighbor watches her children. She is thankful that she didn’t have to go to the
hospital and can be home with her children while she continues to work on getting healthier.
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EMS oversight agencies. REMSA’s paramedics are continually trained and certified in the most
current life saving techniques, such as Advanced Life Support, Trauma Life Support, and
Neonatal Resuscitation.


REMSA's Community Health Programs are creating new care and referral pathways. These
resources see that patients—entering the 9 1 1 emergency medical services system with
urgent, low acuity medical conditions—receive the safest and most appropriate levels of
quality care at a lower overall cost. Funded by a Centers for Medicare and Medicaid Services
Health Care Innovation Award, these programs will reduce total patient care expenditures by
$10.5 million over four years:


 Nurse Health Line: Nurse Navigators provide 24/7 assessment, triage, and referral to
health care and community services using a non emergency number available to northern
Nevada residents.


 Community Paramedicine: Specially trained community paramedics perform in home
delegated tasks to improve the transition from hospital to home, such as point of care lab
tests, and encourage care plan adherence.


 Ambulance Transport Alternatives: Following an advanced assessment in the field,
paramedics provide alternative pathways of care for 9 1 1 patients, including
transport of:


 patients with low acuity medical conditions to urgent care centers and clinics
 inebriated patients directly to the detoxification center
 psychiatric patients directly to a mental health hospital


Crisis Response
We offer common interventions statewide for recipients and caregivers, including mobile
crisis units and a 24/7 crisis hotline.


In conjunction with mobile crisis units like those provided by United Way of Northern Nevada
and the Sierra, we can provide immediate support and intervention for youth and families in
behavioral and mental health crisis and reduce ED visits.


We also provide support to our English and Spanish recipients through our Behavioral
Health Crisis Line. Callers are routed to the Behavioral Health Crisis Line from our central
Recipient Services call center through either call prompts or “warm transfer” by Recipient
Services representatives.
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3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery
of services in a culturally competent manner to all recipients, including those
with limited English proficiency and diverse cultural and ethnic backgrounds
pursuant to MSM Chapter 100. For the purposes of this RFP, the State has
identified the prevalent non English language in Nevada to be Spanish. The BBA
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c)
(2), and the DHCFP requires that vendors offer accessible and high quality
services in a culturally competent manner.


We understand and will comply with the requirements of RFP Section 3.4.2.15.


We will participate in State and Federal efforts to promote the delivery of services in a
cultural competent manner, including to those with limited English proficiency and diverse
cultural and ethnic backgrounds, or disabilities, and regardless of gender, sexual orientation,
or gender identity as required by Title 42 of the Code of Federal Regulations (42 C.F.R.)
438.206(c) (2).


Cultural competency is part of the fabric of our organization, and we believe it must be a part
of every aspect of a recipient’s experience (Figure 3.4 3). Our national Cultural Engagement
and Health Care Equity (CEHCE) program focuses on effective and equitable care and services
by acknowledging and drawing from the culture, health beliefs, practices, preferred
language, and socioeconomic background of our recipients and their communities. Our CEHCE
program guides our delivery of culturally sensitive services, communications, and programs
through a focus on three pillars:


Increasing Cultural Competency
We know that the first step in
increasing cultural competency begins
with us. We work with recipients to
understand their cultural needs so we
can honor their cultural and language
preferences. We engage recipients in
ongoing conversation through recipient
advisory groups to make certain we
meet recipients’ needs with cultural
awareness and respect.


We work with the communities we
serve to understand any unique needs
and challenges recipients may be
experiencing that do not exist in our
national recipient base.


Figure 3.4 3: Cultural Competency the Foundation
of Our Health Care Equity Program
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For recipient facing roles (health plan staff, providers, provider staff, community
organizations), we provide cultural competency training to guide them to continuously
increasing levels of cultural competence.


Improving Health Literacy
We promoteaccess to health care services and resources by partnering with community
organizations to seek literacy learning opportunities for our recipients. For recipients with
limited English proficiency, we provide interpretation services including CHWs or Promotores
to reduce health care education gaps, when applicable. We inform recipients of their rights to
language assistance, train our staff and providers to identify and respond to needs for
language assistance, and conduct our own assessments of recipient language preferences and
service quality. Our materials are available in Spanish and can be quickly and easily adapted
to additional languages as needed.


Reducing Health Disparities
Our Health Care Equity programs are a good illustration of how we weave cultural
competency into our service delivery. We identify disparities and work collaboratively
with providers and community partners to develop measurable solutions. Using recipient
demographic, utilization, and social determinants of health data, we seek out evidence
of disparity in health care. In Nevada, we know that several of the disparities recipients
face include homelessness, extreme poverty, gambling addiction, language barriers,
and depression.


Our strategy consists of a systematic approach that integrates the socio ecological and
medical model into the care delivery system. For example, our Texas health plan partnered
with community organizations to increase health outcomes and reduce disparities for unique
populations. In the program, Promotores delivered face to face diabetes self management
coaching sessions to Hispanic recipients. In addition to the coaching sessions, the Promotores,
in collaboration with the Integrated Care Management team, linked the recipient to other
medical and community based services recipients needed.
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Reducing Infant Mortality in African Americans
Baby Box is a starter kit for a child’s first year of life. We are bringing this innovative program to
new moms and infants in one of our health plan groups where a high rate of infant mortality
exists (based on a community needs assessment and information provided by CHWs). This
program will offer low income mothers a serviceable, safe place for their infant to sleep.


We will provide Baby Box upon discharge or will mail it to the recipient’s home.


Baby Box comes with a mattress and fitted sheet; it is ventilated, portable, and meets all
American Society for Testing and Materials, U.S. Consumer Product and Safety Commission, and


Juvenile Products Manufacturers Association standards for safe sleeping spaces.


Parents can use Baby Box like a crib, providing a safe place for their babies
to sleep at night and nap during the day. It is a practical and proven


approach to increasing safety and health of infants.


We believe that all recipients should have equal access to and understanding of health care
regardless of race, ethnicity, age, gender, disability, socioeconomic, or another status. We
build a strong relationship with our recipients by learning from the protective factors (skills,
strengths, resources, supports or coping strategies) of their cultures and delivering
information according their reading and health literacy levels. To prevent a language
barrier, we provide interpretation and translation services to promote clear and
effective communication.


For recipients, we provide written materials:


 In both English and Spanish and translate materials when 3,000 or 10 percent of our
recipients speak a language other than English or Spanish.


 At reading levels that facilitate understanding. We require that all materials intended
for distribution to the Medicaid population be written at or below an eighth grade
readability level.


When recipients call Recipient Services, they are offered a Spanish language option to route
them directly to one of our Spanish speaking Recipient Services Representatives.


We offer sign language interpreters and provide their services for our recipients’ provider
appointments. We will document all interpreter offers and responses, including sign
language, in our business application system to indicate recipient preference.


We are eager to align with Federal and Nevada initiatives to promote culturally competent
delivery of services pursuant to MSM Chapter 100. We currently comply with Title 42 of the
Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and will comply with the DHCFP
requirement to offer accessible, high quality services in a culturally competent manner
to all recipients.


58 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


A. Cultural Competency Plan
1. Each vendor must have a comprehensive cultural competency


program, which is described in a written plan. The Cultural
Competency Plan (CCP) must describe how care and services will be
delivered in a culturally competent manner. The CCP must identify the
goals and objectives of the vendor’s cultural competency program and
encompass the goals and objectives described in the DHCFP Quality
Assessment and Performance Improvement Strategy (QAPIS). The CCP
must be reviewed and updated annually and submitted to the DHCFP
in the second quarter of each calendar year.


We understand and will comply with the requirements of RFP Section 3.4.2.15.A.1.


We will see that all Nevada Medicaid and Check Up recipients receive culturally competent
care and services by placing every recipient at the center of everything we do and seeking
their collaboration to make certain we are successful.


Direct Recipient Feedback Led to Culturally Competent
Educational Materials


As part of our Health Care Equity Minority Women’s Health program, we help
minority women improve their overall health by linking them to their PCP and


prevention screenings through educational materials. These materials have been
crafted in collaboration with recipients belonging to the target population.


As a result of this collaboration, we have developed materials that address the
culture, preferred language, and literacy level of these recipients. Below is an example


of educational materials we developed with Somali refugee women.


We will use the same strategy in Nevada.
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National Standards for Culturally and Linguistically Appropriate Services in
Health and Health Care
To serve our diverse recipients, providers, and their communities best, we use the enhanced
National Standards for Culturally and Linguistically Appropriate Services in Health and Health
Care (the National CLAS Standards) as the framework for developing and implementing the
policies, procedures, and practices that govern our delivery of care and services. The National
CLAS Standards help to advance health equity, improve quality, and help eliminate health
care disparities by providing a blueprint for individuals and health and health care
organizations to implement culturally and linguistically appropriate services.§


We strive to meet all 15 standards and will develop a Nevada specific Cultural Competency
Plan (CCP) to addresses each of the 14 standards in support of the first, the “Principle
Standard.” In so doing, and by achieving cultural competency, we will advance health equity
and reduce health disparities for Nevada recipients.


Principal Standard
“Provide effective equitable, understandable, respectful, and quality care and
services that are responsive to diverse cultural Health beliefs and practices,
preferred languages, health literacy, and other communication needs.”


We embrace both the spirit and letter of the Principal Standard, and we hold ourselves
accountable to it. We will continue to work with both individuals and community groups to
connect recipients, providers, and communities in Nevada to provide equitable, high quality
care and services.


Our national CEHCE program provides strategic direction, resource support, and additional
oversight for the local health plan CEHCE program. Our program exemplifies our commitment
to effective and equitable care and services by respecting and honoring each recipient’s
cultural health beliefs, practices, preferred language, and socioeconomic background, and
guides our delivery of culturally sensitive services, communications, and programs.


Under the strategic direction of our Administrator/Chief Executive Officer, the program
provides a comprehensive approach to ensuring culturally competent services. Our corporate
Head of Intercultural Engagement is the executive sponsor for cultural strategies. Our
corporate Chief Medical Officer oversees health equity and disparity reduction program
administration for all our health plans. The national program leaders align with the local
health plan Cultural and Health Equity Champion to provide programmatic support
and oversight.


§ https://www.thinkculturalhealth.hhs.gov/Content/clas.asp
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Cultural Competency Plan (CCP)
Our CCP provides the roadmap for implementing National CLAS Standards throughout our
organization, and for achieving cultural competency in all aspects of our operations, including
care delivery, communication, and language assistance. Our CCP includes a comprehensive
work plan that details specific CCP strategies and tasks for each department.


The CCP process is a dynamic, ongoing event beginning with document creation and
continuing as a workflow resource to guide culturally competent care delivery. Under the
direction of the executive sponsor and champion of our Nevada Cultural and Health Care
Equity (CHCE) program, the CHCE Advisory team will collaborate on the development of a
clear cut, organization wide cultural competency plan. The team will provide quarterly
reviews of the CCP to confirm continuous engagement, collaboration, and oversight of CCP
objectives. The plan will establish programs and processes to develop and maintain a
culturally competent staff and provider network. This comprehensive plan will identify our
strategies to assist providers, staff, and subcontractors to integrate cultural and linguistic
competence with health literacy in every aspect of operations, including marketing,
community outreach, and education programs. The plan will guide the actions that our
Nevada health plan will take to promote an understanding of and respect for the diverse
cultural backgrounds, attitudes, experiences, and beliefs of our recipients and their
communities. In Table 3.4 3 below we show the elements we will include in the Table of
Contents of the CCP.


Our CCP objectives will align with and support the DHCFP’s Quality Strategy Goals and
Objectives to improve health and wellness of Nevada’s Medicaid and Check Up populations.
Our Quality Management department will support the Cultural Competency and Health Care
Equity programs. This collaboration helps foster community involvement and direct
community events that promote the alignment of Cultural and Health Equity programs
with local recipient needs. Specifically, the CCP will address Goal 3 with the following
program deliverables:


 Objective 3.1: Review, revise, and submit annually the CCP to DHCFP for review.
 Objective 3.2: Using the Quarterly Cultural Demographics Report, the Health Care Equity


data dashboard, and the quality predictive risk stratification tool, the CHCE champion will
partner with medical management and quality management to make certain that cultural
data is used for performance measures and avoidable ED utilization, by race and ethnicity,
to determine where disparities exist. Quarterly publication and review of these reports
will drive the team to identify continually, organize, and target interventions to reduce
disparities and improve access to appropriate services for the Medicaid and Nevada Check
Up population.


 Objective 3.3: Our Nevada health plan will submit an annual evaluation of the CCP to the
DHCFP with the objective of a 100 percent “Met Compliance” score for all criteria listed in
our contract for CCP development, maintenance, and evaluation.
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Table 3.4 3: Our Nevada Cultural Competency Plan Index


Table of Contents Element Content Highlights


Introduction


(CLAS Standards 1, 2)


 Our commitment to cultural competency
o 2000 National CLAS Standards
o 2013 enhanced National CLAS Standards


 Our Health Care Equity (HCE) program and staff
o Our HCE Director


 Our Foundation Health Disparities project grants
 Authority and accountability for developing and implementing the


health plan’s Cultural Competency and Health Literacy Plan (CCP)


What is “Cultural Competency” versus
“Cultural Effectiveness”?


(CLAS Standards 4, 9)


 Definition of “culture”—going beyond race, ethnicity, and language
preference


 Cultural competency as a process
o Cultural awareness
o Cultural sensitivity
o Cultural humility


 Cultural effectiveness as a goal
 Disability as “a culture in itself”


Plan Scope


(CLAS Standards 2, 5, 6, 7, 9)


 “Cultural competency is woven throughout our operations”
 Enterprise wide training initial and ongoing requirements
 Cultural and linguistic needs assessment


Recipients


(CLAS Standards 5, 6, 7, 8, 11, 12, 13)


 Meeting the needs of recipients with disabilities
 Language services
 Our Voice: Our Documentation Standards
 Materials review and approval process
 Recipient Advisory Council
 Culturally competent distribution mechanisms
 Health plan website documentation 508 compliant and


WCAG 2.0 AA
 Alternative formats
 Recipient Advocates


Provider Network


(CLAS Standards 3, 4, 5, 6, 7, 8, 9, 11,
12, 13, 14, 15)


 Building a network designed to meet recipients’ needs
 Credentialing and Re Credentialing Committee Review
 Ongoing network oversight
 Providers and community health workers on the Utilization


Management/Quality Management Committee
 Provider education, training, and resources
 Network training opportunities
 Additional opportunities to educate providers: office visits,


provider directory, provider manual
 Provider network responsiveness
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Table of Contents Element Content Highlights


Staff


(CLAS Standards 2, 3, 4, 7, 9, 10, 12,
13, 15)


 Commitment to workforce diversity
 Cultural competency staff training and support programs
 Staff training and education materials
 Community Health Worker program
 Training and certification
 Community collaborations


Community Collaboration


(CLAS Standards 2, 3, 4, 7, 9, 10, 11,
12, 13, 14, 15)


 Community Outreach Department
 Recipient Advisory Council
 Recipient Services
 Complaints, grievances, and appeals
 Recipient
 Provider
 Community/Health Education Advisory Committee
 Utilization Management/Quality Management Committee
 Recipient Satisfaction Questionnaires
 Other feedback channels


Measurements


(CLAS Standards 9, 10, 15)


 At least annually, evaluate the CCP to measure improvement in
knowledge and practices relating to cultural competency and to
identify strengths and weaknesses in the organization.
Tools include:
o Recipient complaints and PCP change requests
o Recipient and provider satisfaction surveys
o Call monitoring reports
o Complaints, grievances, and appeals for issues related to CLAS,


such as whether the provider network is sufficient for
language or requires handicap accessible offices


o Meeting the needs of recipients who speak a language other
than English


o Demographic studies of the service population
o Availability and Accessibility Audits of provider offices


Review Process and Results


(CLAS Standards 4, 9, 10, 11, 15)


 Review schedule, committees, process
 Evaluate results in these categories:


o Organizational foundation documents
o Organizational composition and language
o Staff policies, procedures, and hiring practices
o Population based clinical program policies
o Program policies and procedures
o Skills and training
o Community and consumer involvement in the organization


NV Managed Care Organization RFP No.: 3260 63







3.4 MEDICAL SERVICES


Table of Contents Element Content Highlights


Policies and Procedures


(CLAS Standards 9, 10, 15)


 Health plan policies and procedures relating to cultural
competency


 Quality Assurance Plan
 Alignment with DHCFP Quality Strategy Goals and Objectives
 Oversight activities
 Assessment and evaluation—organizational and individual


2. The vendor must identify a staff person, title or position responsible
for the CCP. If there is a change in the staff recipient responsible for
the CCP, the vendor must notify the DHCFP.


We understand and will comply with the requirements of RFP Section 3.4.2.15.A.2.


Our Nevada Cultural and Health Care Equity (CHCE) Director will be responsible for
initiating the development of the CCP in collaboration with medical and quality management
and recipient and provider services. The CHCE Director will lead the cross functional CHCE
Advisory Group comprised of leaders and additional stakeholders in the health plan, and the
group will develop a dynamic plan that engages and holds accountable leaders from each
functional area.


The CHCE Director will be responsible for annual submission and review of the CCP. The
CCP will be subject to ongoing review by internal and external resources and an annual
formal review session led by recipients of the QM/UM Committee and Recipient Advisory
Council, including the CHCE Director. The plan will be submitted to our national Head of
Intercultural Engagement and Director of Health Care Equity annually for review and
presented to the National CHCE Collaborative for peer review and to the DHCFP for annual
review and evaluation.


The CHCE Director will have a matrix relationship with the national Head of Intercultural
Engagement Strategies and the National Director of Health Care Equity (HCE). At the national
strategy level, the National Director of HCE will work with our Executive Director of QM and
other health plan leaders to optimize allocation of resources, promote national visibility, and
maintain continuity of vision and execution. To maintain accountability for specific CCCP and
HCE program elements, we will engage our Cultural Competency and Health Care Equity
steering committee to serve as a resource across our entire organization.


Because transparency is critical for accountability, we include our community collaborators in
shaping the way we operate on a day to day basis. This collaboration makes certain we can
serve our recipients with the honor and respect they deserve.
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3. The CCP must contain a description of Staff Recruitment
and Retention:
a. The vendor must demonstrate how it plans to recruit


and retain staff who can meet the cultural needs of the vendor’s
recipients. Cultural competence is part of job descriptions.


We understand and will comply with the requirements of RFP Section 3.4.2.15.A.3.a.


We believe that we can best serve our recipients when our staff comes from the same diverse
backgrounds and cultures. That belief is why we assess annually the ability of our
organization and provider network to meet the socioeconomic, cultural, and linguistic needs
of our recipients, and our Nevada health plan staff will reflect Nevada’s demographic mix.


Cultural competency is embedded in our job descriptions and assessed during our annual staff
satisfaction survey to make sure we are meeting the needs of the populations we serve and
our staff.


We use a variety of internal, State, and Federal data sources and reporting tools to
understand the changing demographics of recipient populations. We analyze year over year
trends to identify and anticipate changes and adjust both our staff and network provider
recruitment and training programs to serve our recipients best.


Because we have a diverse workforce and
leadership team to serve our recipients
equitably and effectively, our parent
organization has been recognized
nationally as an employer of choice for
our commitment to building a culturally
diverse workforce. DiversityInc placed
them on the DiversityInc Top 50
Companies for Diversity list every year
since 2012.


The Human Rights Campaign has named our parent company as one of the “Best Places to
Work for lesbian, gay, bisexual and transgender (LGBT) employees” each year since this list
was created in 2002.


By considering all dimensions of diversity, raising awareness about the power of diversity,
and demonstrating inclusive leadership, we are in a better position to understand and meet
the unique needs of the people we serve across the health care system and empower them to
live healthier lives.


By being inclusive, we draw out different points of view that result in stronger solutions—and
true innovation. With this understanding, and with the national support of our parent
organization, we have developed and implemented enterprise wide diversity and inclusion
programs and initiatives.


Diversity in Our Culture
Diversity is embedded in our organization’s
culture. It is important in all aspects of our


business for our workforce, customers, suppliers,
and networks of health care professionals; in our


products and services; and through our
contributions to the communities we serve. It is


part of the way of doing business.
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Both diversity and inclusion are organizational priorities that drive business results. We
achieve these results through the implementation of an integrated, comprehensive strategy,
with a focus on four predictive modeling technique areas:


1. Execution and Accountability
2. Communication and Learning
3. Brand and Business Growth
4. Talent, Culture and Engagement


B. Education and Training
1. The training program consists of the methods the vendor will use to


ensure that staff at all levels and across all disciplines receive ongoing
education and training in culturally and linguistically appropriate service
delivery to recipients of all cultures. The vendor regularly assesses the
training needs of the staff and updates the training programs, when
appropriate. Trainings are also customized to staff based on the nature
of the contacts they have with providers and/or recipients.


We understand and will comply with the requirements of RFP Section 3.4.2.15.B.1.


We recognize recipients from different cultural backgrounds may have diverse perspectives
on their health and wellness; it is important that all our staff, and provider and community
partners understand this distinction. Recipient satisfaction, treatment adherence, and
positive health outcomes are directly related to good communication between the recipient
and their provider. For our staff, ongoing cultural learning will be reflected in improved
understanding and satisfaction for both recipients and providers. All recipient and provider
facing staff receive ongoing training in the delivery of culturally sensitive health care,
including poverty simulation, trauma informed care, MHFA, and more advanced behavioral
health sensitivity training.


Our national CEHCE program exemplifies our commitment to effective and equitable care and
services by respecting and honoring each recipient’s cultural health beliefs, practices,
preferred language, and socioeconomic background. Our commitment to cultural education
includes increased awareness of racial and ethnic cultures and the role that social
determinants of health play, while focusing on the unique health profile of Nevada’s
population such as Hispanics or Latinos, low social economic and rural communities, mental
illness, and so on. The driving force of this program is to draw from the protective factors
(skills, strengths, resources, supports or coping strategies) of the diverse culture and values of
our recipients. This strategy begins by:


 Requiring all staff to complete ongoing cultural competency education, which we refresh
each year to reflect local market cultural needs and current cultural learning best
practices. Training includes pre test and post test features to measure training
effectiveness for individuals and as an organization.


 Requiring all staff to complete Poverty Simulation Training.
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 Requiring all staff to complete MHFA training.
 Publishing Connect to Culture, a monthly all staff e mail, which infuses cultural awareness


and compassion into the daily workplace culture by providing focused development and
learning activities and resources.


 Providing 24/7 access to the internal Culture Collaboration website for cultural awareness
and health care disparity education, cultural data, and resources.


 Allocating 32 hours of paid time off annually for our staff to invest in their community
through volunteer work in specific recipient facing activities. We encourage staff to
participate in hands on projects and activities with community recipients to expand
cultural awareness and provide real community support.


2. The education program consists of methods the vendor will use for
providers and other subcontractors with direct recipient contact. The
education program will be designed to make providers and
subcontractors aware of the importance of providing services in a
culturally competent manner. The vendor must also make additional
efforts to train or assist providers and subcontractors in receiving
training in how to provide culturally competent services.


We understand and will comply with the requirements of RFP Section 3.4.2.15.B.2.


Our providers and community resource partners play an important role in meeting recipients’
need for culturally appropriate health care information and services. To establish cultural
alignment for each recipient, it is important that our provider community understand this
distinction. For a provider, cultural competency is the ability to communicate effectively with
patients, understanding their individual concerns and preferences, and prescribing a
treatment plan that recipients can comprehend and follow.


We create a continuum of cultural learning for our recipients, and the staff, providers, and
subcontractors who serve our recipients. Using the Relias Learning Management System
(LMS), we provide progressive cultural provider training on unique cultural needs of recipients
including ethnicity, religious preferences, poverty, mental illness, disabilities, urban and
remote rural cultural norms. The recurring training expands cultural competency and supports
provider practice transformation through continuously increasing cultural awareness and
sensitivity throughout the provider’s practice. In addition, training modules can be customized
to target specific health outcome improvement needs and HEDIS or other quality measures.
Providers are incentivized to participate in learning through CME credits and value based
contracting benefits. The Relias LMS has a full suite of reports that assists us in tracking
provider training compliance and supports the provider with related health outcomes tracking
aligned with quality measures.
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In addition, we support ongoing learning for all stakeholders in the health care delivery
system, as follows:


 Consumers:


 We work with recipients and their families to create health education programs that
speak directly to the linguistic, cultural, and social needs of our recipients.


o All our health plans provide information to recipients about medical conditions
when they complete online health appraisals. These appraisals may recommend
digital coaching to reduce risks with physical health or chronic conditions.


o Case Managers who are working with recipients may also provide education and
training to improve the management of the recipient’s physical and behavioral
chronic health conditions.


o Case Managers provide verbal coaching as well as written health education sheets
(Krames) on condition specific topics or areas of concern.


 We engage culturally aligned community health workers in reducing health care
education gaps for recipients through whole person health education and community
resource connections.


 The annual Health Education Fair provides a collaboration between our health plan
staff, community providers, educators, vendors, and our recipients to provide health
education and focused interventions (flu shots, BMI testing, weight management,
healthy eating, and exercise activities) for all participants.


 We partner with an array of community organizations, including educators,
employers, and service agencies, and focus on improving social determinants of health
for our recipients through learning and experience.


 We connect recipients to opportunities for continuing education, including GED
completion, life and work skills training, and options for meaningful employment.


 Providers and Advocates:


 We engage providers in ongoing learning through direct information from our
provider representatives.


 For another state plan we manage, we provide training to providers and other
stakeholders, such as foster homes, community service agencies, and behavioral
health organizations, on a variety of topics related to recipient care. Topics include,
but are not limited to, the following:


o Adoption of national evidence based clinical practice guidelines
o Screening and assessment tools
o Cultural competency
o Recovery oriented adult behavioral health services
o Autism spectrum disorder
o Diabetes
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o Alzheimer’s disease
o Eating disorders
o Chronic pain
o HIV/AIDs
o Tobacco cessation
o Introduction to chronic disease and mental health self management
o Coordination with PCPs


 We engage in bi directional education with advocates, working with stakeholders
to identify how treatments for medical conditions impact behavioral health, and
vice versa.


 Public Officials:


 We educate public officials regarding cultural trends and on continuing and emerging
cultural and health issues such as Neonatal Abstinence Syndrome.


C. Culturally Competent Services and Translation/Interpretation Services
1. The vendor describes the method for the ongoing evaluation of the


cultural diversity of its membership, including maintaining an up to date
demographic and cultural profile of the vendor’s recipients. A regular
assessment of needs and/or disparities is performed, which is used to
plan for and implement services that respond to the distinct cultural and
linguistic characteristics of the vendor’s membership. Culturally
competent care requires that the vendor regularly evaluate its network,
outreach services and other programs to improve accessibility and
quality of care for its membership. It must also describe the provision
and coordination needed for linguistic and disability related services.


We understand and will comply with the requirements of RFP Section 3.4.2.15.C.1.


We believe that all recipients deserve to have an equal understanding of and access to
health care regardless of race, ethnicity, age, gender, disability, socioeconomic, or another
status. It is our policy to communicate effectively with every recipient in a culturally
appropriate manner. We provide interpretation and translation services to provide clear and
effective communication.


We regularly assess our recipients’ service needs, preferences, and expectations through
information on the enrollment roster from the Agency. We send out new recipient welcome
kits and follow this mailing with a welcome call to request additional information to help us
serve our new recipients better. We specifically ask the recipient to share individual
preferences with us for written and oral communication, and we offer the recipient the
opportunity to self identify by race and ethnicity.
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We also maintain the demographic information in recipient
reports from the State, and as described previously, review
the information from our annual language needs
assessments and the utilization reports from our language


services vendor. We verify and update recipient information periodically and during each
encounter. Case Managers and community health workers assist with capturing language,
cultural, and other social determinants of health data to contribute to our cultural
demographics data repository.


Quarterly, we produce a Cultural Demographic report to update health plan staff on trends
and changes in recipient needs. The report includes data on race, ethnicity, language, and
other cultural preferences by geographic location.


All this information will support our efforts
to develop, implement, and measure the
effectiveness of our program and provide
culturally and linguistically appropriate
care and services to targeted populations.
Most importantly, this information will be
used to meet the needs and honor the
preferences of every recipient.


We will meet State requirements, follow
established company policies and
procedures, and conform to the National
CLAS Standards that address servicing
recipients with limited English proficiency.
Specifically, we will support this
commitment with our staff, providers, and
subcontractors who serve our recipients by:


 Informing recipients of their right to
language assistance in written
materials and at every point of contact,
including calls to Recipient Services, recipient materials, signage in facilities and provider
offices, face to face meetings, and telephone communications


 Training all staff and providers to identify and respond to any recipient’s need for
language assistance services


 Supplying translation and interpreter services through vendors who employ Certified
Medical Interpreters


 Reviewing language assistance vendor activity reports, and conducting our own
assessments of recipient language preferences and service quality


Figure 3.4 4: Demographics
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Written materials:


 Written materials are produced in English and Spanish.
 Recipient educational materials are produced at reading levels and in languages that


facilitate understanding. All materials intended for distribution to the Medicaid
population must be written at a sixth grade readability level.


 When 3,000 or 10 percent (whichever comes first) of our recipient population speak a
language other than English or have limited English proficiency, all materials are
translated into that language.


Our call center will offer a Spanish language option to
route the caller directly to one of our Spanish speaking
Recipient Services Representatives. If a Spanish
speaking Recipient Services Representative is not


available, or the caller requests another language, we will connect the recipient with our
language services vendor that offers immediate interpretation for more than 200 other
languages at no charge to the recipient.


To improve service to our recipients, we will do the following:


 Note the language preference in the recipient’s record to determine how best to assist
the recipient


 Offer sign language interpreters and provide their services for our recipient’s
provider appointments


 Document all interpreter offers and responses, including sign language, in the business
application system for future reference and for quality monitoring purposes


2. A vendor, at the point of contact, must make recipients aware that
translation services are available. The services that are offered must be
provided by someone who is proficient and skilled in translating
language(s). The availability and accessibility of translation services
should not be predicated upon the non availability of a friend or family
recipient who is bilingual. Recipients may elect to use a friend or relative
for this purpose, but they must not be encouraged to substitute a friend
or relative for a translation service.


We understand and will comply with the requirements of RFP Section 3.4.2.15.C.2.


According to the New England Journal of Medicine, 49.6 million Americans (18.7 percent of
U.S. residents) speak a language other than English at home; 22.3 million (8.4 percent) have
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limited English proficiency, speaking English less than “very well,” according to self ratings.**


In the most recent American Community Survey, over 20 percent of Nevada’s population
speaks Spanish as their primary language. We understand that limited language access can
be a serious barrier to receiving appropriate, timely care and preventive services.


Language barriers become more prevalent for recipients in prison, the juvenile justice system
and emergency departments—especially for recipients with mental illness and those who are
extremely poor. Because of the high correlation between those incarcerated and mental
health, it is critical for health plans to go beyond standard interpretation services to strive for
access to appropriate care for all.


Offering Language Interpretation to Remove Barriers to Care
We approach language interpretation from both telephonic and in person angles.


Telephonic: Our call system offers a Spanish language option that routes the caller directly to
a Spanish speaking Recipient Services Representative. If a recipient needs an interpreter for a
language other than Spanish, the Recipient Services Representative will connect them directly
to the appropriate language interpreter, and conference our language service vendor into the
call. Our language service vendor offers immediate translation services for more than 200
languages at no charge to the recipient.


After the service establishes a connection with the interpreter, the Recipient Services
Representative follows our protocol to interact with the interpreter and the recipient. The
recipient services representative documents the call in the recipient’s record as well as their
language preference.


We use American Sign Language interpreters for communicating with recipients who are deaf
or hearing impaired. We make key recipient materials available in alternative formats, such
as large print, audio, or Braille in a manner that takes into consideration the special needs of
those who are visually impaired, hearing impaired, or have limited reading proficiency.
Nevada TTY Relay Services are available at no cost to the recipient.


In Person: We offer sign language interpreters, as well as non English language interpreters,
and provide their services for our recipient and provider appointments. If the DHCFP desires,
we can offer in person interpreters for recipients seeking care while incarcerated.


** http://www.nejm.org/doi/full/10.1056/NEJMp058316
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3. The vendor must demonstrate that they use a quality review mechanism
to ensure that translated materials convey intended meaning in a
culturally appropriate manner. The vendor must provide translations in
the following manner:
a. All materials shall be translated when the vendor is aware that a


language is spoken by 3,000 or 10% (whichever is less) of the
vendor’s recipients who also have Limited English Proficiency (LEP)
in that language.


b. All vital materials shall be translated when the vendor is aware that
a language is spoken by 1,000 or 5% (whichever is less) of the
vendor’s recipients who also have LEP in that language. Vital
materials must include, at a minimum, notices for denial, reduction,
suspension or termination of services, and vital information from
the recipient handbook.


c. All written notices informing recipients of their right to
interpretation and translation services shall be translated into the
appropriate language when the vendor’s caseload consists of 1,000
recipients that speak that language and have LEP.


We understand and will comply with the requirements of RFP Section 3.4.2.15.C.3.a c.


Translation is not simply converting words from another language. For our communication
campaigns to create deeper connections with our audiences with limited English proficiency,
they need to be culturally adapted from a strategic, visual, and linguistic standpoint to
address the different lifestyle characteristics of Latino versus Asian versus African, and so on.
There must be a strong understanding of how cultural nuances can affect context—positively
or negatively.


Our translators follow a unique, holistic approach to engaging ethnic communities in a
meaningful, culturally relevant way. They make certain they capture the essence of the
message and transform it into the language and culture of the target audience, without
losing the integrity of the original message. More specifically, for the State of Nevada
contract, our translator will research the demographics of the audiences with limited English
proficiency, since it differs by state. In the case of Spanish, which is spoken in over 20 different
countries, they would identify the groups most widely represented in Nevada and culturally
adapt the content to match their unique cultures.  
This approach includes our cultural adaptation process. To identify any cultural red flags that
may exist in a translated document, the linguist uses a Cultural Adaptation Report. As a
result, our translators can validate that our message is accurate and culturally appropriate,
and that the look and feel (colors, graphics), slogans, and overall theme of the multi cultural
communication campaign, match the cultural values of our ethnic target audience.


In all translation we produce, we conform to ACA 1557 requirements for mental health parity.
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Translation Thresholds
All recipient materials, print and electronic, will be available in English and Spanish.


When we are aware that a language is spoken by 3,000 or 10 percent (whichever is less) of
our recipients who also have limited English proficiency, we will provide translated materials
in that language.


For vital materials (such as notices for denial, reduction, suspension, or termination of
services; vital information from the Member Handbook; and information about a recipient’s
right to interpretation and translation services), we will provide translations when a language
is spoken by 1,000 or five percent (whichever is less) of our recipients who also have limited
English proficiency.


D. Evaluation and Assessment of CCP
1. The vendor must evaluate the CCP annually to determine its


effectiveness and identify opportunities for improvement. A summary
report of the evaluation must be sent to the DHCFP. The evaluation
may, for example, focus on: comparative recipient satisfaction surveys,
outcomes for certain cultural groups, recipient complaints, grievances,
provider feedback and/or vendor employee surveys. If issues are
identified, they must be tracked and trended, and actions must be taken
to resolve the issue(s).


We understand and will comply with the requirements of RFP Section 3.4.2.15.D.1.


We know cultural competency is key to servicing our recipients and therefore believe the CCP
must be responsive and fluid to meet the changing needs of our recipient populations. To
make sure the CCP reflects the needs of our recipients, we engage learners (our staff,
providers, community partners) in continuous educational and experiential learning
opportunities to keep pace with the rapidly evolving cultural landscape of our global nation.


To be effective and responsive in adapting, the CCP is used and evaluated regularly. Our
evaluation approach includes:


 Review and Assessment of the CCP – The HCE Director leads the HCE Response team in the
quarterly review of the CCP to confirm that each business area is accountable for
completion of cultural engagement processes and activities and to identify evolving
opportunities for improvement.


 Reporting to DHCFP – The HCE Director completes a summary report of each evaluation
and submits it to the DHCFP.


 Regular Assessment of Provider and Subcontractor Network – We routinely assess our
provider and subcontractor panels for compliance with language assistance requirements.
We employ corrective actions as needed to achieve and maintain compliance with the
National CLAS Standards and internal standards.
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 Recipient Engagement and Feedback – The most important component of our approach is
using routine recipient communications to assess the effectiveness of programs. We solicit
recipient feedback on our interpretation and translation services through recipient focus
groups, advocacy council meetings, surveys, review of recipient contacts to Recipient
Services, and community outreach events and activities. This feedback helps strengthen
our understanding of recipients’ culture and language preferences and assists us in
meeting those needs and preferences through health plan staff; network and community
provider and subcontractor services; and actions and behaviors.


2. The vendor shall adhere to professional standards of medical or
paramedical care and services, and comply with all local, state and
federal statutes, rules and regulations relating to the vendor's
performance under the contract, including, but not limited to,
noninterference with recipient/health care provider communications
and prohibitions against factoring and accepting or paying kickbacks for
services provided to the DHCFP recipients.


We understand and will comply with the requirements of RFP Section 3.4.2.15.D.2.


3.4.3 Vendor Covered Services
3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program


than they would receive in the current State Medicaid Plan, except for excluded
services, Excluded Populations, Services and Coverage Limitations below.


We understand and will comply with the requirements of RFP Section 3.4.3.1.


The Medical Director and the senior management staff have oversight of our programs. The
programs we have developed are designed to benefit recipients and validate that they get
at—a minimum—the services identified in the State Medicaid plan.


We monitor for gaps in care and over and under utilization. We provide continuity of care for
recipients coming into the program and transitioning out of the program. We use record
reviews, UM metrics, and internal dashboards, and review grievances and appeals to make
certain recipients receive the services they are entitled to.
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3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all
covered medically necessary services, provider types and locations (Refer to
Attachments M ~ Provider Types and Attachment P ~ Essential Community
Providers) which shall include, but may not be limited to, the following:
A. Applied Behavior Analysis;
B. Ambulatory Surgery Centers;
C. Alcohol and Substance Abuse Treatment, including Intensive


Outpatient Treatment;
D. Case Management including care coordination for transitioning recipients to


the appropriate level of care in a timely manner;
E. Certified Registered Nurse Practitioner;
F. Chiropractor (for Early Periodic Screening, Diagnosis and


Teligible recipients);
G. Community Paramedicine;
H. Dental and Dental Related Services for emergency and palliative care that is


provided in an emergent or urgent care setting;
I. Disposable Medical Supplies;
J. Durable Medical Equipment;
K. Early Periodic Screening, Diagnosis and Treatment (EPSDT);
L. Emergency Transportation;
M. End Stage Renal Disease Facilities;
N. Family Planning Services;
O. Hearing Aid Dispenser and Related Supplies;
P. Home Health Agency;
Q. Hospital Inpatient;


R. Hospital Outpatient;


S. Inpatient Medical Rehabilitation Center or Specialty Hospital;


T. Intravenous Therapy (TPN);


U. Laboratory Pathology/Clinical;


V. Medical Rehabilitation Center or Specialty Hospital;


W. Mental Health Services:
1. Inpatient Psychiatric Hospital;
2. Mental Health Outpatient Clinic;
3. Mental Health Rehabilitative Treatment;
4. Psychologist;
5. Outpatient Psychiatric;
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6. Residential Treatment Centers (RTC);
7. Case Management;
8. Habilitation services; and
9. Medication Management.


X. Methadone Treatment;


Y. Nursing Facilities; under 45 days (see 3.2.3.11);


Z. Nurse Anesthetist;


AA. Certified Nurse Midwife;


BB. Opticians/Optometrists;


CC. Outpatient Surgery;


DD. Personal Care Aide;


EE. Pharmacy;


FF. Physician/Osteopath;


GG. Physician Assistants;


HH.Podiatrist (for EPSDT eligible recipients);


II. Private Duty Nursing;


JJ. Prosthetics;


KK. Radiology and Noninvasive Diagnostic Centers;


LL. Residential Treatment Centers; (with limitations);


MM. Rural Health Clinics and Federally Qualified Health
Centers (FQHC);


NN. School Based Health Centers;


OO. Special Clinics;


PP. Swing Beds Stays, under 45 days;


QQ. Therapy:
1. Audiology;
2. Occupational;
3. Physical;
4. Respiratory;
5. Speech;
6. Habilitation; and


RR. Tobacco Cessation;


SS. Transitional Rehabilitative Center; and
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TT. Transplantation of Title XIX and Title XXI State Plan covered organs and
tissue, and related immunosuppressant drugs. (see limitations).


UU. Other services as defined in the Medicaid Services Manual (MSM).


We understand and will comply with the requirements of RFP Section 3.4.3.2.A UU.


Whether delivered directly or through our approved subcontractors, our approach to the
delivery of all covered, medically necessary services is our Fully Integrated System of Care
framework (Figure 3.4 5).


Figure 3.4 5: Our Fully Integrated System of Care


The Fully Integrated System of Care is dynamic and readily adaptable as the recipient’s needs
change over time. Critical to the success of that structure is our Integrated Care Management
program for each recipient who requires collaboration among organizations and between
recipient and practitioners, providers, Case Managers, family, and circle of support.


Through more than three decades of experience, we have learned that many of our recipients
are confronted with multiple physical and behavioral conditions and biopsychosocial risk
factors. Integrated Care Management integrates physical and behavioral health, addressing
social determinants of health, and minimizing the complexity and fragmentation of services—
making access to a full spectrum of providers essential.


We know adequate access to care depends on successfully meeting the needs of recipients
and their families. Access is successful only when our recipients receive the right care, at the
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right time, and in the right place, as defined by their goals and health care needs. Again,
having a network composed of the right provider types to deliver all covered benefits is vital.


Because a provider network is only strong when providers can truly offer the full continuum
of care in a way that is coordinated, easy to access, and sensitive to the full range of the
recipient’s needs—including cultural, ethnic, linguistic, and other unique, individualized
needs—our philosophy and approach are informed by evidence based medicine and
best practices, responsive to changing needs, and built on a foundation of continuous
quality improvement.


We will execute and maintain written provider agreements with a sufficient number of
appropriately credentialed, licensed, and qualified providers.


The network—at a minimum—will meet the following Nevada time and distance standard.


Table 3.4 4: Time/Distance Standard


Provider Type Distance


PCPs 95% within 30 minutes driving time from residence


High Volume Specialists 95% within 90 minutes driving time from residence


We provide more details about how we support an adequate number of network providers to
cover medically necessary services in Section 3.7.6.


3.4.4 Special Considerations
3.4.4.1 Inpatient Hospital Services


A. The vendor may provide services in alternative inpatient settings that are
licensed by the State of Nevada, in lieu of services in an inpatient hospital
such as Institutions for Mental Diseases (IMDs). These alternative settings
must be lower cost than traditional inpatient settings. By the 15th of every
month the vendor must report to the DHCFP the recipients who were
admitted as an inpatient in an IMD for more than 15 days in the prior
calendar month. Example: by August 15th the vendor must submit a list of
Medicaid recipients who had an IMD inpatient stay for more than 15 days
during the month of July.


We understand and will comply with the requirements of RFP Section 3.4.4.1.A.


Providing timely and geographically convenient acute behavioral health treatment is
necessary for optimal clinical outcomes. Ideally, people experiencing a behavioral crisis would
have ready access to alternatives to inpatient hospitalization. We will work with State and
local stakeholders to create regional behavioral health emergency services systems of care
that include telephonic and walk in crisis intervention, peer warm lines, mobile crisis teams,
tele behavioral health support to general hospital EDs, 24/7 respite care, and 24/7 crisis
stabilization units.
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However, even the strongest behavioral health emergency services system cannot meet the
needs of every person experiencing a behavioral health crisis. When a person needs inpatient
hospitalization, care should take place quickly and as close to home as possible. Extended
stays in EDs waiting for transfer and long distance transport to a remote inpatient facility are
problematic for the recipient, and interfere with effective treatment and return home.


To mitigate these risks, we will contract with every inpatient behavioral health provider in
Nevada to provide acute inpatient hospitalization. This provider list includes both acute care
general hospitals with behavioral health units and free standing Institutions for Mental
Diseases (IMDs). We will assure that the cost of care in IMDs is lower than traditional
inpatient settings. Additionally, we will monitor utilization of IMDs, including the length of
stay of every person admitted. By the 15th day of each month, we will report to DHCFP the
recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior
calendar month.


B. The vendor must coordinate with discharge planners for transitioning to the
appropriate post hospital destination. Failure to transfer the recipient to
the appropriate care setting in a timely manner, within two (2) days after
the recipient no longer meets an acute level of care will result in the vendor
reimbursing the acute care facility at the average skilled nursing facility
(SNF) rate or the administrative day reimbursement rate, whichever
is greater.


We understand and will comply with the requirements of RFP Section 3.4.4.1.B.


Continuity of treatment upon discharge from inpatient hospitalization is critical for people to
sustain the benefits of inpatient treatment and continue to improve clinically. Equally
important, people need to transition to a safe, supportive, and stable living situation that
meets their needs and enables them to engage in treatment at the next level of care. Failure
to attend to both of these needs puts the recipient at risk of poor clinical outcomes and re
admission to the hospital, as well as other adverse consequences.


We coordinate with hospital discharge planners to create an optimal discharge plan tailored
to each individual. Our discharge planning begins within 24 hours of the health plan’s receipt
of notification of admission, as we complete the initial concurrent review. Our concurrent
review staff work in conjunction with the facility (including, but not limited to acute,
behavioral health, long term care, rehabilitation, and housing entities) to identify the covered
and non covered services required to meet the recipient’s discharge planning needs. We also
coordinate with plan case managers for recipients who are currently engaged in case
management or are candidates for case management upon discharge from the hospital.


We understand, after meeting with Nevada health systems, there not enough skilled nursing
facility (SNF) beds for Medicaid recipients, resulting in a high number of recipients not being
discharged promptly. As a result, the hospitals receive the Administrative Bed Day
reimbursement (less than they would receive for a new admission). Whenever a recipient is
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unable to transfer to the appropriate care setting within two days after they no longer meets
an acute level of care, we will reimburse the acute care facility at the average SNF rate or the
Administrative Day reimbursement rate, whichever is greater. We are actively pursuing ways
to improve timely discharges by:


 Meeting with SNFs to identify incentives that would make it possible for them to expand
their capacity to serve Medicaid recipients


 Collaborating with community organizations, home care agencies, and other home and
community based services providers to make it possible for more people to transition to
community settings rather than going to a long term institutional setting


 Developing a collaborative partnership with Maxim Health, a national provider of home
care and non medical companion services to pilot an innovative value based shared
savings model. This goal of this model would be to enable recipients to live in their homes
or other community settings.


3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled
in Managed Care.
A. The DHCFP has determined the following services are either excluded as an


MCO covered benefit and will be covered under FFS or have current
coverage limitations. The DHCFP reserves the exclusive right to include any
of the following services as a covered benefit or modify coverage limitations
at any time. The DHCFP will review and may adjust the capitation payment
to ensure an actuarial sound rate is maintained and paid to the MCO at the
time of the change to cover increased/decreased medical costs and/or
expanded populations. The current exclusions and limitations are identified
as follows:


We understand and will comply with the requirements of RFP Section 3.4.4.2.A.


We have extensive experiencing coordinating medically appropriate care for recipients,
regardless of payer source. We are also experienced in coordinating care external to our
benefit package and monitoring for duplication of service. Our philosophy is to be sure that
recipients get the care they need. We are operationally able to set coverage limitations and
can coordinate fee for service benefits when our recipients chose external vendors such as
Indian Health Services (IHS).


As a managed care organization with over 30 years of experience in serving the TANF/CHIP,
ABD, and LTSS populations, we are well positioned to support the State through geographic
expansions or additional recipient populations.


We provide supportive, seamless, and appropriate care for all of our Medicaid recipients. We
have experience working with recipients to coordinate services between Indian Health
Services, School Based Child Health Services, Child Welfare or Residential Treatment, and FFS
for Medicaid recipients. When a recipient requires services managed by more than one
organization, we develop a mixed service protocol to provide clear direction and
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responsibilities between the organizations so care is coordinated appropriately and
thoughtfully. In the mixed services protocol, each organization’s services and financial
responsibility for services rendered are clearly laid out and agreed to determining 1) benefit
management, 2) coordination of services, and 3) claim processing when there are multiple
funding streams or payers of services. This coordination should not burden the recipient and
should be invisible to them.


We know that whenever services are coordinated, there is an increase in recipient
satisfaction, a decrease in costs, and an increase in positive health outcomes. Our strategies
to facilitate coordination of services for recipients include:


 Coordinating all aspects of a recipient’s care, regardless of service or payer
 Engaging with nontraditional community providers of care and services to provide a


holistic approach
 Assisting recipients in the development of their care plan that encompasses all benefits


and services, with the goal of increasing transparency between the recipient’s circle of
support and providers


 Helping the recipient identify physical, behavioral, and social issues to determine how we
(and other providers) can best support the recipient


 Delivering extensive training for our Case Managers and Service Coordinators on the
recipient benefit package to enable our care teams to link recipients and their family
recipients to programs, services, and initiatives within their communities, to enhance the
recipient’s quality of life


Our Fully Integrated System of Care blends physical and behavioral health by managing all
Medicaid covered services; physical health and behavioral health services including those we
do not cover directly; and psychosocial services and supports regulated by government
agencies or offered by community based organizations. Our mature system improves
recipients’ ability to function in the most integrated setting, home, work, or in the
community. We neither duplicate nor disrupt existing clinical relationships; we understand
this disruption can worsen an already challenging situation. By assembling all entities to
develop a person centered care team, we collectively identify systemic drivers and constraints
that are the root causes of current health care barriers. Together, we promote opportunities
for improved outcomes for recipients through improved person centered service planning.


Secure Access to Care Coordination Data
Secure access to care coordination data is a challenge with which the industry grapples
due to lack of inter operability of systems and current data sharing limitations. To address
this issue, we aggregate recipient clinical and pharmacy data available through our data
warehouse and affiliated organizations and use that data as an integral part of our care
coordination model.


Data security is by far one of our most important priorities. We take extensive measures to
confirm availability of data to stakeholders without compromising data security and integrity.
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Our secure provider portal includes both public and protected sections, with access to the
provider manual and program updates, the ability to enter or check the status of medical
prior authorization requests, check recipient eligibility, obtain a list of their panel recipients,
find other participating providers, and check claims status.


Our goal is to develop a sustainable program to increase transparency and minimize service
fragmentation and cost shifting. By providing coordinated care, we are able to eliminate
service duplication and allow seamless care for our recipients. Our biopsychosocial model
supports coordinated care that links recipients and their families to community programs,
services, and initiatives to address the challenges our recipients face. Our goal is to administer
services that are appropriate, safe, and effective and that take place in the least restrictive
setting possible.


1. All services provided at Indian Health Service Facilities and Tribal Clinics.


We understand and will comply with the requirements of RFP Section 3.4.4.2.A.1.


2. All eligible Indians may access and receive covered medically necessary
services at Indian Health Service (IHS) facilities and Tribal Clinics Provider
Type 47 (PT). Eligible Indians who are eligible as Nevada Title XIX or Title
XXI recipients may choose to opt out of managed care. If an eligible
Indian who is enrolled in managed care seeks covered services from IHS,
the vendor must request and receive medical records regarding those
covered services/treatments provided by IHS. If covered services are
recommended by IHS and the recipient seeks those services through the
vendor, the vendor must either provide the service or must document
why the service is not medically necessary. The documentation may be
reviewed by the DHCFP or other reviewers. The vendor is required to
coordinate all services with IHS. If a Nevada Medicaid (Title XIX) or
Nevada Check Up (Title XXI) eligible Indian recipient elects to disenroll
from the vendor, the disenrollment will commence no later than the
first day of the second administrative month after which all covered
medically necessary services will be reimbursed by FFS.


We understand and will comply with the requirements of RFP Section 3.4.4.2.A.2.


We understand that IHS and tribal clinics provide critical services to Native American
populations throughout Nevada. From talking with several major Indian Health providers
throughout the State, we understand that many of the services they provide (for example,
domestic violence support, substance abuse counseling, mental health services, nutrition
education for recipients with diabetes, and breastfeeding support) could be enhanced
through coordination with the recipient’s health plan and other community organizations.


What we have heard from Nevada Urban Indians, Inc. is that one of their biggest needs is
sharing of information between organizations. As we continue to build relationships
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throughout the State, we will identify specific, actionable ways in which we can assist these
organizations in providing better information and care to our recipients who seek
their services.


Coordinating Care Across Entities
Our established, Fully Integrated System of Care coordinates care for our recipients, even
when they receive services from entities and programs outside the scope of the State’s
comprehensive benefit package. Our system facilitates an exchange of relevant recipient
information, as allowed under Federal and State law, between our service providers and
other entities delivering services to our recipients. This exchange of information supports
coordination of care in a recipient focused, whole person approach that incorporates the
need to address the impact of social determinants of health in improving health outcomes.


For recipients who seek care from IHS, we will request medical records specific to the covered
services or treatments provided by IHS. For services recommended by IHS but sought from a
network provider, we will either provide the service or document why the service is not
medically necessary.


Coordination with other entities supporting our recipients helps to increase the efficient use of
services and avoid any gaps or duplications in care. Our Case Managers contact the agencies
and programs to build coordinated care plans for recipients and follow up on services and
referrals to confirm services are received promptly. Our goal is to improve the safety and
effectiveness of each recipient’s health care while identifying and minimizing avoidable costs.


Voluntary Disenrollments
When an Indian recipient elects to disenroll from our health plan, we will disenroll the
recipient no later than the first day of the second administrative month after which all
covered medically necessary services will be reimbursed by FFS.


3. The vendor is not responsible for payment of any service received by an
enrolled recipient at an HIS facility or Tribal Clinic. The IHS facility or
Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent
and will be paid by the DHCFP through the FFS fee schedule.


We understand and will comply with the requirements of RFP Section 3.4.4.2.A.3.


B. Non Emergency Transportation (NET)
The DHCFP contracts with a NET Broker who authorizes and arranges for all
covered medically necessary non emergency transportation. The vendor
and its subcontractors shall coordinate with the NET Broker, if necessary, to
ensure NET services are secured on behalf of enrolled recipients. The
vendor and its subcontractors must also verify medical appointments upon
request by the DHCFP or the NET Broker.


We understand and will comply with the requirements of RFP Section 3.4.4.2.B.
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It is common practice in all our health plans to assist recipients by scheduling appointments,
verifying appointments, and arranging for or helping the recipient arrange for transportation
to their appointments. We will work closely with DHCFP’s broker to coordinate non
emergency transportation to medically necessary appointments for our recipients.


C. School Based Child Health Services (SBCHS) with Limitations
1. The DHCFP has provider contracts with several school districts to


provide certain medically necessary covered services through School
Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and
Title XXI Nevada Check Up recipients. School Based Health Clinics are
separate and distinct from School Based Child Health Services.


We understand and will comply with the requirements of RFP Section 3.4.4.2.C.1.


We know that School Based Child Health Services (SBCHS) often are the primary care providers
for many of our child recipients. To serve our recipients best, we contract with school districts,
using mixed services protocol, to define how we will work together to provide for the best
outcomes for the recipients.


In all our health plans serving child and teen recipients, working with school based services is a
critical component of making certain our recipients receive the right care. For example, we
routinely work closely with schools and other organizations who serve children to identify
dental needs that must be addressed to achieve optimal health outcomes.


Our Integrated Care Management program is the structure that our Care Coordinators and
Case Managers use to guide their holistic approach to care planning and care coordination—
including coordination with SBCHS to enhance needed services without duplication.


We collaborate with school based clinics in care planning and provide educational marketing
materials about plan specific programs and services to school counselors and clinics to assist
them in their referral of our teenage recipients and their families who are in need of services.


Working with School Districts to Best Serve Recipients
In one of our Medicaid plans in which the benefit management and funding
streams have required coordination and collaboration, we have executed


memorandums of understanding (MOUs) with each organization. Each MOU describes
how we will interact and operate and includes the mixed service protocol. This


proactive approach provides inter organizational transparency and clear guidance to manage
the benefits and care of our recipients. We will work in good faith to execute MOUs with
organizations with which we have shared responsibilities for the care of our recipients.
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2. Eligible Medicaid recipients who are three (3) years of age and older
can be referred by their PCP, school physician, special education
teacher, school nurse, school counselor, parent or guardian, or social
worker to SBCHS for an evaluation. If the child is found eligible for these
services, then an Individual Education Plan (IEP) is developed for the
child. The IEP specifies services needed for the child to meet his/her
educational goals. A copy of the IEP will be sent to the child’s PCP
within the managed health care plan, and maintained in the recipient’s
medical record.


We understand and will comply with the requirements of RFP Section 3.4.4.2.C.2.


Our recipient centric approach to integrated care connects us and encourages collaboration
with each of the agencies that provide services to our recipients. Throughout the school year
and summer months, our Case Managers facilitate communication and coordination among
providers on behalf of the recipient. Our Case Managers work with all providers involved in
the care plan and Individual Education Plan (IEP)—including services outside our health plan’s
covered benefits—to make certain that the needed care is received and all providers involved
in the recipient’s care have a copy of the IEP.


3. The school districts provide, through school district employees or
contract personnel, the majority of specified medically necessary
covered services. Nevada Medicaid reimburses the school districts for
these services in accordance with the school districts’ provider contract.
The current school district contracts will be maintained by the State; the
MCO will not contract directly with the school district.


We understand and will comply with the requirements of RFP Section 3.4.4.2.C.3.


We know that beyond contractual requirements, there is still a child that needs services, and
that is where we maintain focus. Using our mixed services protocol, we work school districts
to verify that services are coordinated and not duplicative:


1. We will communicate and coordinate with the school staff through our Case Managers.
2. We will include the school staff in our individual ICT meetings.


4. The vendors will provide covered medically necessary services beyond
those available through the school districts, or document why the
services are not medically necessary. The documentation may be
reviewed by the DHCFP or its designees. Title XIX Medicaid eligible
children are not limited to receiving health services through the school
districts. Services may be obtained through the vendor rather than the
school district if requested by the parent/legal guardian.


We understand and will comply with the requirements of RFP Section 3.4.4.2.C.4.
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While school districts are often able to supply for many of the needs of child and teen
recipients, we know they are not equipped to provide for all their needs. We work with school
districts to supplement the services they provide, not duplicate them. The guiding principles of
our case management approach include:


 Obtaining the care they need at the right time, at the right place
 Using an integrated, holistic approach rather than a disease specific or


problem focused approach
 Supporting recipients in the most integrated, least restrictive environment
 Facilitating transitions between systems of care
 Providing for access to a continuum of services and supports, based on complexities of


individual recipient needs or outcomes
 Engaging each recipient and recognizing the recipient’s strengths, capacities, and


addressing critical physical, behavioral, environmental, and social needs
 Employing evidence based practice to create optimal outcomes for recipients


When services requested are not medically necessary, we document why the services are not
medically necessary and will provide that documentation to the DHCFP or its designees. When
requested by the Nevada Check Up recipient’s parent or legal guardian, we will provide the
medically necessary services covered in the benefits package.


5. The vendor must reimburse school based health services provided by a
Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).
These services must not have restrictions of prior authorization or PCP
referral requirements. The vendor case manager shall coordinate with
the school district in obtaining any services which are not covered by the
plan or the school district.


Per Amendment 2, “RFP Section 3.4.4.2.C.5 to be deleted in its entirety” no response required.


6. The vendor will stay up to date on efforts to promote State standards
for SBCHS. The vendor will ensure their delivery systems support the
integration of SBCHS with Medicaid managed care services.


We understand and will comply with the requirements of RFP Section 3.4.4.2.C.6.


To serve our recipients best, we know that staying current on new and updated policies and
information from State and Federal agencies, as well as leading national organizations, is
critical. Our corporate and health plan teams constantly scan the environment for
information that may impact when and how care is delivered. When we find that changes or
additions are needed, we update the appropriate documents—including policies and
recipient specific documents in care plans—and inform all parties impacted by the changes
(for example, recipients, providers, employees, and subcontractors).
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D. Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID) Recipients requiring this service are not eligible for managed care.


We understand and will comply with the requirements of RFP Section 3.4.4.2.D.


For recipients with intellectual disabilities requiring the services of an Intermediate Care
Facility (ICF), our Case Managers facilitate and are integrally involved with coordinating the
clinical care for transition, including medications and other supplies and services so that all
will be in place at the onset of the recipient’s entry into the ICF or re entry into the community
or home, until they are no longer eligible for managed care.


E. Adult Day Health Care
1. Recipients requiring this service are eligible for managed care.


We understand and will comply with the requirements of RFP Section 3.4.4.2.E.1.


2. Adult Day Health Care (ADHC) services for eligible managed care
recipients are covered under FFS pursuant to MSM Chapter 1800.
The vendor is responsible for ensuring referral and coordination of
care for ADHC services. The vendor must ensure that recipients who
are receiving ADHC services are receiving all medically necessary
services covered in the managed care benefit package.


We understand and will comply with the requirements of RFP Section 3.4.4.2.E.2.


Our internal tools and resources (such as, mixed services protocols) allow us to effectively
coordinate responsibility between multiple entities. Our staff uses our established mixed
services protocols, business rules, policies, and desktops to take on coordination as a part of
our routine job responsibilities for services covered outside of our benefit package. This
infrastructure enables our Case Managers to coordinate care smoothly between providers
and allows them to focus on recipient specific needs. We have a responsibility to safeguard
our recipient’s safety and well being, enhance their quality of life, and improve or maintain
their level of functioning. When our recipients meet program specific requirements, we
collaborating with PCPs, external case managers, and community partners to arrange or
coordinate external services. Coordination activities include:


 Arranging recipient centered care to determine what is most important to our recipients
 Meeting contractual requirements for care coordination with external agencies and


providers of non covered services, and other contractors
 Arranging referrals and ensuring authorization for external benefits and providing


coordination of care
 Documenting a plan of care to include external and internal benefits
 Reporting when documentation and reporting requirements are met


We have experience coordinating and referring to external entities to provide adult day
health services, as well as providing for the medical needs for those receiving these services.
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In our Medicaid Long Term Services and Supports (MLTSS) programs, in six states, we have
experience providing the full array of MLTSS services in addition to medical services.


F. Home and Community Based Waiver Services (1915(c)).


We understand and will comply with the requirements of RFP Section 3.4.4.2.E.3.


We have experience providing a full array of Home and Community Based Waiver Services for
this population in our MLTSS programs in multiple States. We understand that these services
are not currently a component of this contract but are well positioned and experienced to
take on service provision for this population if the State expands the service population.


G. Pre Admission Screening and Resident Review (PASRR) and Level of Care
(LOC) Assessments.


We understand and will comply with the requirements of RFP Section 3.4.4.2.E.4.


H. All PASRR and LOC are performed by the DHCFP’s fiscal agent.


We understand and will comply with the requirements of RFP Section 3.4.4.2.E.5.


We have experience collaborating to make certain these documents are completed on time, in
accordance with State requirements in our other MLTSS program. While we understand that
the State will be doing this task, we are ready and able to perform these assessments under a
potential expansion in Nevada.


I. Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with
Limitations


1. The vendor must ensure that recipients, who are referred for
evaluation for SED/SMI, or who have been determined SED/SMI, are
obtaining the medically necessary evaluations by a network PCP, and
that the recipient is receiving covered medically necessary medical,
mental health and mental health rehabilitation services.


2. The vendor or its identified subcontractors/network providers must
ensure that the parent/guardian of a minor recipient who is referred
for SED assessment, or an adult who is referred for SMI assessment,
is fully informed of the reason why the assessment is necessary, and
must obtain authorization from the minor recipient’s
parent/guardian or from the enrolled adult or his/her personal
representative to conduct the assessment and to release the
determination to the DHCFP and/or its designee.
Note: Policy regarding who the DHCFP recognizes as a “personal
representative” is defined in the DHCFP HIPAA Privacy Rule Manual.
This manual, as well as a sample personal representative designation
form, is available upon request.
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3. The vendor and its identified subcontractors/network providers are
the only entities that have the authority to make the SED or SMI
determination for its enrolled recipients. If any entity other than the
vendor or its identified subcontractors/network providers makes a
determination on behalf of a Medicaid recipient who is enrolled in
managed care at the time such determination is made, the
determination will be rejected and the entity will be directed to
refer the enrolled recipient to the vendor for a determination and
services. SED or SMI determinations made by authorized entities
referenced in Chapter 400 of the MSM will be considered valid for
recipients who transition from FFS to managed care. Likewise,
determinations made by the vendor or its identified
subcontractors/network providers will be considered valid for
recipients who transition from managed care to FFS. SED or SMI
determinations made by appropriately licensed mental health
practitioners within the 12 month period preceding initial Medicaid
eligibility will be considered valid for either FFS or managed
care recipients.


4. If an enrolled recipient is determined to be either SED or SMI, the
vendor must ensure that DHCFP requirements for data collection
are met.


5. Recipients who receive either an SED or SMI determination must be
redetermined at least annually. For recipients who have the option
to and have voluntarily elected to remain enrolled in managed care,
the process for these redeterminations is the same as for the initial
SED or SMI determination as stated above.


6. Forms to obtain consent for an SED/SMI evaluation, to document
the determination, and to disenroll from Medicaid managed care are
located in Section 5 of the Forms and Reporting Guide.


We understand and will comply with the requirements of RFP Section 3.4.4.2.F.1.–6.


Medically Necessary Evaluations
We have a network of qualified, independently licensed behavioral health professionals who
will be able to evaluate recipients for the Seriously Emotionally Disturbed (SED)/Severely
Mentally Ill (SMI) if they are referred for evaluation or have been determined to be SED/SMI.
Our network providers will use the State’s form to make the determination.


Our health plan staff will oversee our providers for all clinical work, including the SMI/SED
determination. They will confirm that recipients, who do not opt out of the FFS, receive their
annual re determination in case there is a significant change in functioning.
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We will manage care for recipients with SMI/SED who stay with the health plan, considering
all their physical, behavioral, and social needs through the lens of the Fully Integrated System
of Care, and we will assist those recipients who opt out of the health plan services with
transition of care.


Informing Recipients
We will verify that the parent or guardian of a minor recipient who is referred for SED
assessment, or an adult who is referred for SMI assessment, is fully informed and in
agreement with the reason why the assessment is necessary. For minor recipients, we will
obtain authorization from the minor recipient’s parent or guardian and from the enrolled
adult or personal representative to conduct the assessment. We will then release the
determination to the DHCFP or its designee.


Educating Our Staff, Providers, and Recipients


Access to and education about mental health and substance use services continues to be a
growing need in the communities we serve. We train all recipient facing staff in the evidence
based MHFA to help them better assist the people they serve.


We offer comprehensive, ongoing education and tools for physical and behavioral health
providers statewide. The design and delivery of education programs are evidenced based and
can include:


 Integrated behavioral health


 Trauma Informed Care education and our Trauma Informed Care toolkit
 Mental Health First Aid (MHFA) workshops – MHFA reduces the stigma around the
treatment for mental health and substance use disorders and teaches participants
how to interact with someone who is experiencing mental health or substance
use symptoms


 Targeted education seminars about chronic condition management, including comorbid
and co occurring disorders like diabetes and alcohol use


We will offer comprehensive behavioral health education for recipients statewide. The design
and delivery of our education program for recipients are evidence based and include:


 Behavioral health maintenance and preventive care reminders
 Behavioral health, condition specific (disease management) mailers
 Availability of case management services
 Community based services based on social determinants of health
 Mental Health First Aid (MHFA)
 Trauma Informed Care organizational structure and treatment framework
 Parent support for recipients with serious emotional disturbance
 Substance use disorders
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Authority to Make the SED/SMI Determination
We understand that SED/SMI diagnoses have stigma attached that could extend well beyond
a recipient’s current situation—especially for children who may carry the stigma well into
their adult lives. Ethically, we have a responsibility to make sure that the diagnosis is
appropriate, they receive the services they need, and all DHCFP requirements for data
collection are met.


Annual Re Determinations
For recipients with SMI or SED who stay with the health plan, we will manage care and
provide an annual re determination for their SED and SMI condition or will provide re
determination if their condition changes prior to the annual review.


J. Targeted Case Management (TCM)
TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed
care contracts. Case management, which differs from TCM is required from
the contracted Vendors.


We understand and will comply with the requirements of RFP Section 3.4.4.2.G.


We collaborate with multiple providers, behavioral health supports, Targeted Case Managers
(TCMs), and other recipients of a recipient’s Integrated Care Team as a part of our Integrated
Care Management program for our complex recipients and those identified as part of the
vulnerable subpopulations. We provide ongoing education and support to our staff regarding
integration processes of other case management support teams.


Assessment and Care Planning
The Integrated Care Management Case Manager and the TCM work together to manage all
of the recipient’s social, economic, behavioral, and physical needs. All recipients eligible for
case management receive assessment and care planning through an Integrated Care Team,
which is the recipient’s selected group of individuals and providers who meet to plan the
recipient’s care. We create a written Individualized Care Plan (ICP), which outlines how we
will address all of the assessed and expressed needs of the recipient.


Our Integrated Care Management program is the structure that our Care Coordinators use to
guide their holistic approach to care planning and care coordination. It is an integrated,
comprehensive, and biopsychosocial model that allows for improved recipient health
outcomes through understanding, identification, care planning, and monitoring of recipients.
Our motivational interviewing techniques guide the Care Coordinator to “start with where the
recipient is,” ensuring that we first and foremost understand who the recipient is, what
matters to them, and how they want to live their life. Select high risk recipients are assigned
a Care Coordinator and together with the recipient, we do the following:


 Evaluate the current delivery of services and identify any existing gaps in care
 Coordinate with all other agencies involved in the care
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 Reinforce the person centered focus with the recipient to support and coordinate all
services, including Targeted Case Management for the recipient and caregivers


 Explain the Integrated Care Team process, assisting in the selection of their preferred
support system


 Develop back up plans for staff and recipient employed direct care workers
 Develop short and long term goals and develop the Individualized Care Plan.
 Evaluate needs and opportunities for improved socialization
 Educate recipients on self management activities
 Partner with housing organizations to place recipients in safe housing
 Evaluate the recipient’s environment to make certain they are safe
 Continually monitor and evaluate the potential abuse and neglect by care givers, or any


service providers, and systematically document and report to the State


TCMs are an Integral Part of Our Integrated Care Management Program
A recipient’s care plan may have overlapping goals, but not overlapping services. We work
closely with everyone involved in the recipient’s care so as not to duplicate interventions and
processes. The recipient’s care plan reflects the partnership between the TCM and Care
Coordinator to help the recipient improve health outcomes and accomplish goals.


We Incorporate and Make Use of Existing Care Plans
We collaborate with existing support resources, including TCMs, to develop an ICP for the
recipient. Exciting plans may include behavioral health care plans, disease management
plans, or other care plans that reflect current recipient needs. We incorporate existing
authorizations and preexisting care plans into the recipient’s ICP to provide continuity of care
for our recipients and their support systems. When multiple care plans exist, there is potential
for confusion and either duplication or omission of services, because someone thought
another plan was covering the need. Our Care Coordinators are trained in coordination with
other delivery systems and our Fully Integrated System of Care helps provide seamless and
non duplicative services.


K. Child Welfare
Recipients in Child Welfare and Foster Care are voluntarily enrolled in
managed care if their guardian requests enrollment.
There may be times when DCFS and County Child Welfare Providers have
provided services to a FFS recipient who then moves into managed care.
Contracting with these providers is preferred as it will help ensure
continuity of care of these recipients.


We understand and will comply with the requirements of RFP Section 3.4.4.2.H.


Children and youth in the Child Welfare and Foster Care system have commonly suffered one
or more adverse and potentially traumatizing experiences. They are especially vulnerable to
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re traumatization. We are committed to minimizing the risk of re traumatization whenever
and wherever possible. In addition, we understand the critical value of protective factors in
the lives of these children and youth. To that end we are committed to preserving and
strengthening current protective factors, including important relationships with physical and
behavioral health care providers, as well as providers of other services and supports that
address the social determinants of each person’s health.


County Child Welfare Providers are an important resource within the communities they serve.
We will implement several approaches to engage them in our provider network:


1. During the implementation phase before the go live date, we will engage the Nevada
Division of Child and Family Services (DCFS) to build an effective working relationship. This
engagement includes requesting a list of all County Child Welfare Providers, whom we will
encourage to become network providers.


2. When we learn about a prospective referral, we will request a meeting with the DCFS case
manager and any engaged County Child Welfare Providers to support the transition from
FFS into managed care. At that time, we will invite any County Child Welfare Providers
who are not part of our network to complete an application for credentialing.


3. When we receive a new recipient who is receiving services through DCFS from County
Child Welfare Providers who are not part of our network, we will immediately invite them
to complete an application for credentialing.


4. If any current County Child Welfare Providers prefer not to be a network provider, we will
offer them a single case agreement to prevent any disruption to the care they are
providing to our new recipient.


5. We will include County Child Welfare Providers as part of the Interdisciplinary Care Team
(ICT), at the request of the recipient and guardian.


L. All Nursing Facility Stays Over Forty Five (45) Days
Pursuant to the MSM, the vendor is required to track and cover the first
forty five (45) calendar days of a nursing facility admission, pursuant to the
Medicaid Services Manual (MSM). The vendor is also required to collect any
patient liability (PL) for each month a capitated payment is received. The
vendor shall notify the DHCFP on the 46th day that the recipient is to be
disenrolled. The recipient will be disenrolled from the MCO and the stay will
be covered by FFS commencing on the 46th day of the facility stay.


We understand and will comply with the requirements of RFP Section 3.4.4.2.I.


We identify recipients transitioning from the hospital at the time of an inpatient admission as
the Concurrent Review Nurse notifies the discharge planning team through our Inpatient
Census Report. During morning rounds, the recipient’s hospitalization is discussed with our
interdisciplinary team including our Care Coordinators, Medical Director, Behavioral Health
Lead, and Medical Management Leadership staff. After receiving the inpatient census notice,
the Care Coordinator schedules the pre discharge ICT meeting and contacts the recipient and
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Hospital Discharge Planner. Our transitions Care Coordinators develop a discharge plan based
on the recipient’s preferences, physical health, and social support needs. We identify the steps
necessary for successful transition as follows:


 Planning the discharge begins on the day of admission
 Analyzing the root cause for changes in the recipient’s status to prevent


avoidable readmissions
 Building relationships and trust with recipients and caregivers in a culturally


sensitive manner
 Using MCG and other medically necessary criteria to monitor and predict when a recipient


is approaching a different level of care, and facilitating their transition
 Developing a discharge care plan in collaboration with the inpatient discharge planning


staff, including recipient education about medical condition and medications
 Reconciling medications
 Coordinating follow up appointments and transportation, if needed
 Identifying behavioral health needs and coordinating with behavioral health providers,


specialty providers, durable medical equipment services, home health care, and other
needed services


 Building relationships and trust with nursing facility staff
 Assisting with transitions, treating recipients in place, documenting quality information,


and addressing any gaps in care in the nursing facility
 Monitoring care through report and medical records review, appeals, and grievances


Once admitted to a nursing facility, we will track and cover the recipient’s first 45 calendar
days of stay at a nursing facility. We will collect any patient liability for each month a
capitated payment is received.


If a nursing facility stay extends beyond 45 days, we will notify the DHCFP on the 46th day
that the recipient is to be disenrolled.


M. Swing Bed Stays In Acute Hospitals Over Forty Five (45) Days
Pursuant to the MSM, the vendor is required to cover the first forty five
(45) calendar days of a swing bed admission. The vendor is also required to
collect any PL for each month a capitated payment is received. The vendor
shall notify the DHCFP by the fortieth (40th) day of any swing bed stay
expected to exceed forty five (45) days. The recipient will be disenrolled
from the MCO and the stay will be covered by FFS commencing on the
forty sixth (46th) day of the facility stay.


We understand and will comply with the requirements of RFP Section 3.4.4.2.J.


We know that the Social Security Act permits certain small, rural hospitals to enter into a
“swing bed” agreement, under which the hospital can use its beds, as needed, to provide
either acute or SNF care.
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As we described above, we will work with the recipient, the ICT, and the SNF to provide a
smooth transition for the recipient into or out of a swing bed stay in an acute hospital.


Once admitted to an acute hospital for a swing bed stay, we will track and cover the
recipient’s first 45 calendar days of stay at the facility. We will collect any patient liability for
each month a capitated payment is received.


If a stay extends beyond 45 days, we will notify the DHCFP on the 46th day that the recipient
is to be disenrolled.


N. Residential Treatment Center (RTC), Medicaid Recipients
1. The vendor is responsible for notifying the DHCFP of the recipient’s


RTC admission within five (5) calendar days of the admission date.
Pursuant to the State of Nevada Title XIX State Plan, the vendor is
responsible for reimbursement of all RTC charges including
admission, bed day rate, and ancillary services until properly
disenrolled from managed care. Recipients who are covered under
Title XIX Medicaid will be disenrolled from the vendor on the first day
of the next month following the RTC admission. Recipients who enter
an RTC after cutoff will be retro disenrolled to the first day of the
month following RTC admission. The RTC bed day rate and ancillary
services will be reimbursed through FFS thereafter for this
population.


We understand and will comply with the requirements of RFP Section 3.4.4.2.K.1.


For recipients needing to be admitted to a residential treatment facility (RTC), our health plan
Care Coordinators work with the recipient, ICT, and the RTC to help make a smooth transition
for the recipient.


For Nevada Medicaid recipients transitioning from a psychiatric hospital to a RTC, we:


 See that current providers deliver quality care by participating with the facility during the
initial clinical assessment, working with the ICT, and measuring outcomes


 Initiate evidence based, intensive in home and community based family therapy


For Nevada Medicaid recipients transitioning from the community to a RTC, we:


 See that the facility receives a copy of the ICP and share knowledge regarding the root
cause of the admission


 Develop and update the recipient’s ICP with the recipient and the family to address the
root cause of admission and stabilize the home environment


 Identify and arrange for peer support groups as appropriate
 Collaborate with waiver services Case Managers as appropriate
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Within five calendar days of a Nevada Medicaid recipient’s admission into a RTC, we will
notify the DHCFP. We understand that we are responsible for reimbursement of all RTC
charges including admission, bed day rate, and ancillary services until the recipient is properly
disenrolled from managed care.


2. The vendor is responsible for ensuring a smooth transition to FFS
Medicaid in accordance with this RFP.


We understand and will comply with the requirements of RFP Section 3.4.4.2.K.2.


The transition from our health plan to FFS can be a confusing time for a recipient. They
frequently require assistance accessing the health care system when there is a change. Our
policy provides for the transfer of relevant information, including medical records and other
pertinent materials, as requested and authorized by the recipient. Our Case Managers will
assist the recipient to make certain the recipient receives the needed care as they transition.


3. The DHCFP reserves the right to amend the State of Nevada Title XIX
State Plan, which may result in uninterrupted managed care enrollment
for this population. If this is the case, the vendor will be responsible only
for covered medically necessary services throughout the RTC stay.


We understand and will comply with the requirements of RFP Section 3.4.4.2.K.3.


Because our Integrated Care Management program addresses recipients’ behavioral health
needs and coordinates these services (including RTC stays) on behalf of the recipient, we
regularly manage these services throughout our health plans. We are prepared to cover these
services for enrolled Nevada Medicaid recipients should the State amend the State of Nevada
Title XIX State Plan.


O. Residential Treatment Center (RTC), Nevada Check Up Recipients
The vendor is responsible for notifying the DHCFP of the recipient’s RTC
admission within five (5) calendar days of the admission date. Pursuant to
the State of Nevada Title XXI State Plan, recipients who are covered under
Nevada Check Up will remain enrolled with the vendor throughout their RTC
admission. The vendor is responsible for reimbursement of all ancillary
services [i.e., physician services, optometry, laboratory, and x ray services,
etc.] for Nevada Check Up recipients throughout their RTC admission. The
RTC admission and bed day rate will be covered by FFS for this population
commencing on the first day of admission.


We understand and will comply with the requirements of RFP Section 3.4.4.2.L.


We will take a whole person approach to every recipient no matter how long they have been
enrolled or if we manage part or all of their benefits. For recipients needing to be admitted to
an RTC, our health plan Care Coordinators work with the recipient, his or her integrated care
team, and the RTC to provide a smooth transition for the recipient.
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For Nevada Check Up recipients transitioning from a behavioral health hospital to a RTC, we:


 See that current providers deliver quality care by participating with the facility during the
initial clinical assessment, working with the ICT, and measuring outcomes


For Nevada Check Up recipients transitioning from the community to a RTC, we:


 See that the facility receives a copy of the ICP and share knowledge regarding the root
cause of the admission


 Develop and update the recipient’s ICP with the recipient and the family to address the
root cause of admission and stabilize the home environment


 Identify and arrange for peer supports as appropriate
 Collaborate with waiver services Case Managers as appropriate


Within five calendar days of a Nevada Check Up recipient’s admission into a RTC, we will
notify the DHCFP. We understand that Nevada Check Up recipients will remain enrolled in our
health plan during their stay at the RTC. During their stay, we will be responsible for
reimbursement of all ancillary services the recipient receives. We will coordinate with FFS as
needed to make certain that claims are paid according to the recipient’s covered benefits by
developing a mixed service protocol to help manage the benefits and claims.


Should the DHCFP choose to change its FFS structure, we would be happy to take on the
benefit management for this population.


P. Hospice
Once admitted into hospice care, Medicaid Managed Care recipients will be
disenrolled immediately. Nevada Check Up recipients will not be
disenrolled, however payment for Nevada Check Up hospice services will be
carved out and FFS should be billed.


We understand and will comply with the requirements of RFP Section 3.4.4.2.M.


Our Model of Care for the subpopulation receiving hospice benefits delivers comprehensive,
comforting, end of life care to recipients and their families. Our goal is to meet each
recipient’s needs in the most supportive and caring way. Our staff have compassionate care
training, advanced directive or Five Wishes training, and coordination of benefits training.


When a Nevada Medicaid recipient is admitted into hospice care, our Care Coordinator
will work with the recipient, their ICT, and the hospice provider to deliver education and
support regarding end of life care and share the recipient’s advance directive (if available) to
ease the transition. Once transitioned, we understand that hospice services will be covered
through FFS.


When a Nevada Check Up recipient is admitted into hospice care, we know that hospice
services may be concurrent with care related to curative or palliative (pain relieving)
treatment for the terminal condition. Our Case Manager will work the parent or guardian of
the recipient to keep transition to a minimum while seeing that the recipient receives the
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medical services needed. While the Nevada Check Up recipient will remain enrolled in our 
health plan, we will work with FFS as needed to make certain claims for the hospice services 
are paid appropriately. 


Q. Dental Services  
These include covered diagnostic, preventive or corrective services or 
procedures that include treatment of the teeth and associated structures of 
the oral cavity for disease, injury or impairment that may affect the oral or 
general health of the eligible Medicaid recipient up to age 21 years and 
eligible Nevada Check Up recipients up to the birth month of their 19th 
year; and dentures. Follow up for emergent and urgent dental care. 


We understand and will comply with the requirements of RFP Section 3.4.4.2.N. 


Oral health needs are best served through a combination of strategies that include 
coordination, collaboration, and oversight. Our predictive modeling technique is in the 
coordination of care at all levels.  


In line with our whole-person approach to wellness, our Care Coordinators help recipients 
access services to treat their oral health needs—including needs caused from traumatic injury; 
head and neck cancer, or impairment due to birth defect (such as, cleft palette). Care 
Coordinators serve as the connection point between the recipient, provider, and the DHCFP  
as appropriate.  


We will coordinate the care between the oral surgeon and dental providers for orthodontics, 
prosthetics, restorative services, and so on that may be required beyond the medical need.  


R. Orthodontic Services  
Orthodontic services for eligible managed care recipients are covered under 
FFS pursuant to MSM Chapter 1000. The MCO is responsible for ensuring 
referral and the coordination of care for orthodontic services, pursuant to 
this RFP. 


We understand and will comply with the requirements of RFP Section 3.4.4.2.O. 


When a recipient is in need of orthodontic services, we work with the recipient to get them 
access to the care they need. When an orthodontic need is identified by the recipient’s PCP or 
another provider, we assist in referring the recipient to the appropriate dentist or 
orthodontist for treatment. Care Coordinators serve as the connection point between the 
recipient, provider, and the DHCFP as appropriate. 
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3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up)  
A. The MCO vendor as applicable will be required to conduct EPSDT screenings 


of its recipients under the age of twenty one (21) years. The screening must 
meet the EPSDT requirements found in the MSM Chapter 1500; as well as 
1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 
CFR 441.50 through 441.62. The vendor must conduct all interperiodic 
screening on behalf of recipients, as defined in MSM Chapter 1500. 


We understand and will comply with the requirements of RFP Section 3.4.4.3.A. 


According to a report issued December 2015 by the Research Division of the Nevada 
Legislative Counsel Bureau, Nevada ranks 50th for the percent of children aged 19 to 35 
months who are fully immunized.††  


We are dedicated to making certain that all Medicaid-eligible recipients under the age of 21 
receive EPSDT services and parents, guardians, and providers are using the resources 
effectively. We will meet the requirements in MSM Chapter 1500 and additional 
requirements, including conducting all inter-periodic screenings (screenings for medically 
necessary intervals outside an established periodicity schedule). 


B. Medically necessary screening, diagnostic and treatment services identified 
in an EPSDT periodic or interperiodic screening must be provided to all 
eligible Medicaid children under the age of 21 years if the service is listed in 
42 U.S.C. § 1396 d(a). For Title XIX children, the vendor is responsible for 
reimbursement of all medically necessary services under EPSDT whether or 
not the service is in the Medicaid State Plan. The vendor is responsible for 
the oral examination component of the EPSDT physical exam and referral to 
a dental provider, as per the dental periodicity schedule or when medically 
necessary. The vendor is responsible for the coordination of care in order to 
ensure all medically necessary coverage is being provided under EPSDT. The 
services which need to be provided through the vendor include, but are not 
limited to, the following in accordance with 1905(r) of the Social Security 
Act and the MSM Chapter 1500: 


We understand and will comply with the requirements of RFP Section 3.4.4.3.B. 


We facilitate EPSDT well-child visits for eligible recipients under the age of 21 to identify 
health and developmental problems and coordinate care to make certain all medically 
necessary services are received.  


  


                                                            
†† http://www.leg.state.nv.us/Division/Research/Publications/Factsheets/HealthCareRankings.pdf 
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We use claims and encounter data to track compliance of EPSDT services. Additionally, we
send birthday reminders and missed appointment mailings to parents and guardians of
recipients to remind them of necessary age specific services, including well child visits
and immunizations.


C. EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child
screens (for Nevada Check Up recipients) are basically one and the same
and are billed using the same codes with the same reimbursement. The
vendors are not required to pay for any treatments outside of the Title XXI
state plan for Nevada Check Up recipients.
1. Screening services which include a comprehensive health and


developmental history (including assessment of both physical and
mental health development);


2. A comprehensive, unclothed physical exam;
3. Age appropriate immunizations (according to current American


Committee on Immunization Practices – ACIP schedule);
4. Laboratory tests (including blood lead level assessment appropriate to


age and risk as directed by current federal requirements);
5. Health education;
6. Vision services;
7. Dental services referrals;
8. Hearing services; and
9. Other necessary health care, diagnostic services, treatment, and other


measures described in Section 1905(a) of the Social Security Act to
correct or ameliorate defects and physical and mental illnesses and
conditions discovered by the screening services, whether or not such
services are covered under the State Medicaid Plan.


We understand and will comply with the requirements of RFP Section 3.4.4.3.C.1 9.


We cover an EPSDT well visit or screening in addition to a sick visit, sports physical, or a visit
for another purpose or procedure on the same day. EPSDT screening completion is also
included as our P4Q provider quality measure, which helps to encourage providers to conduct
the screenings.


Full EPSDT visits include:


 A comprehensive unclothed physical examination
 A comprehensive health and developmental history including assessment of both physical


and behavioral health developmental milestones
 Health education
 Appropriate immunizations according to age
 Laboratory tests as indicated
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 Lead screening at every EPSDT visit from 6 months to 6 years of age
 Hearing screening
 Vision screening
 Dental screening and referral to a dental provider, if needed


D. The vendor is not required to provide any items or services determined to
be unsafe or ineffective, or which are considered experimental. However, as
long as there are peer reviewed studies showing the treatment to be
effective in the case, this provides the basis for approval as
nonexperimental. Appropriate limits may be placed on EPSDT services
based on medical necessity.


We understand and will comply with the requirements of RFP Section 3.4.4.3.D.


We understand that we are not required to provide any items or service determined to be
unsafe or ineffective or are considered experimental. The safety and effectiveness of new or
emerging technologies or treatment is reviewed by our Clinical Policy Research and
Development team. We review evidence in the peer reviewed published medical literature,
technology assessments, structured evidence reviews, evidence based consensus statements,
expert opinions of health care providers, and evidence based guidelines from nationally
recognized professional health care organizations and government public health agencies
before considering the approval of an experimental or ineffective service.


E. The vendor is required to provide information and perform outreach
activities to eligible enrolled children for EPSDT services. These efforts may
be reviewed and audited by the DHCFP or its designee. Refer to the MSM,
federal documents cited in this Section, and Information Requirements of
this RFP.


We understand and will comply with the requirements of RFP Section 3.4.4.3.E.


We give recipients, parents or guardians, and providers general EPSDT educational materials
to support EPSDT adherence. The Member Handbook explains the EPSDT program, lists child
health guidelines, and offers tips to keep children and youth healthy. Recipient newsletters
supplement the Member Handbook by including articles about the value of the EPSDT
program. Similarly, the provider manual and newsletters provide information on the EPSDT
program, including how to report and bill for EPSDT services. Recipients and providers can
also access all EPSDT informational materials through our website.


Recipient Outreach
EPSDT outreach to recipients, providers, and the community is a multidisciplinary endeavor
that involves, Community Development, Quality Management, Recipient Services, Network
Development, Provider Services, and Informatics. Monthly, our Informatics team provides
EPSDT reports for all recipients age 20 and younger. The report also includes recipient level
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detail, such as address, telephone number, and PCP to assist in identifying and contacting
recipients who have missed EPSDT recommended services.


EPSDT tracking and outreach activities include:


 Reminder postcards – We send postcard reminders with age appropriate
recommendations to the households of recipients who have services coming due.


 Direct calls to current recipients – We make direct calls to those who are overdue for
service, and assist with scheduling appointments and transportation when applicable.


 Inbound call reminders – When recipients call Recipient Services, before the call ends, we
remind recipients with gaps in care of services of the services needed.


 Direct calls to new recipients – We call new recipients within 30 days of enrollment to
offer assistance in accessing well child visit services, following the periodicity schedule


 Welcome packet – These packets include information on EPSDT screenings and services.
 EPSDT information – We include information in the Member Handbook, on the website,


and in newsletters.


Provider Outreach
Our user friendly report for all PCPs identifies improvement opportunities and engages
providers in our quality improvement strategies and initiatives. The Gaps in Care report is a
HEDIS based profile created monthly. A list of recipients in need of EPSDT and other HEDIS
related services is included with the report. Providers are asked to contact recipients to
encourage them to get the services needed.


3.4.4.4 Additional Preventive Services
A. Tobacco Cessation Treatment
B. Screening for tobacco use at every PCP visit; and
C. For those who currently use tobacco products, provide at least two quit


attempts per year of which each attempt includes at a minimum:
1. Effective counseling as defined by U.S. Public Health Services Clinical


Practice Guideline on Tobacco Dependence Treatment. These visits are
in addition to any mental health coverage limits:


a. Intensive tobacco cessation counseling services through a
telephone quit line vendor approved by the DPBH.


b. Individual tobacco cessation counseling / coaching.
c. Group tobacco cessation counseling / coaching.


We understand and will comply with the requirements of RFP Section 3.4.4.4.A–C.


According to Centers for Disease Control and Prevention, 21.3 percent of deaths in Nevada
between 2006 and 2010 were due to tobacco, and 46 percent of cancers in Nevada during
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that same period were tobacco related.‡‡ We strongly support Nevada’s initiative to promote
tobacco cessation for a substance use related crisis that so heavily impacts the State’s
overall population.


The overarching goal of tobacco cessation treatment is to help our recipients understand the
health risks of tobacco use and elicit changes in recipients’ health related behaviors to
positively impact their current and future health and wellness. We use motivational
interviewing to collaborate and engage recipients in identifying their strengths and using
those strengths to enhance resiliency and outcomes. This work results in recipients’ improved
condition management and feelings of self worth.


The goals of our tobacco cessation intervention are to:


 Increase our recipients’ ability to self manage tobacco use with the goal of
complete cessation


 Increase the number of recipients using nicotine replacement therapy correctly, in both
frequency and dosing


 Reduce or delay morbidity (complications) and mortality associated with tobacco use
 Teach wellness and better overall management of tobacco use, resulting in healthier


lifestyle choices
 Refer recipients for tobacco cessation support programs for increased success
 Enlist family or other support entities as possible to aid in achieving and sustaining a


tobacco free lifestyle
 Engage the recipients’ provider in following nationally recognized and evidence based


guidelines for evaluation and treatment of tobacco use
 Screen for tobacco use at every PCP visit
 Track outcomes to identify opportunities to improve the interventions


Our Tiered Approach


Population health: For recipients who have low risk chronic conditions in addition to tobacco
use with a desire to reduce or quit and do not need or refuse case management at a higher
level, we:


 Provide information on the following components, available through the bi annual,
condition specific newsletter, health plan website, and in links to resources:


 Health behaviors, co existing medical and behavioral health conditions, and
psychosocial and behavioral health issues


 Support group counseling sessions in the community


 Provide information about online programs


‡‡ http://dpbh.nv.gov/Programs/OPHIE/Docs/TobaccoInfographicALLCounties/
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Supportive: For recipients who are identified as high risk for chronic condition management in
addition to indicating a desire to reduce or quit tobacco use but are not currently in case
management, we:


 Refer the recipient to supportive case management with a licensed Case Manager
 Provide the same information and access to tools as the Population Health


interventions plus:


 Telephonic outreach to recipient to perform the appropriate assessments based
on the specific conditions for which the recipient was identified for this
intervention, including:


o Health Risk questionnaire – includes assessment for co existing medical and
behavioral health conditions


o Outreach questionnaire
o Condition specific assessments


 Care plan development support based on the needs of the recipient, including
cultural, socioeconomic, transportation, education, and barriers to tobacco cessation.
The care plan is also sent to the health care provider to support communication and
care coordination.


 Appropriate condition specific education and assistance including the impact of
tobacco use on chronic conditions


 Collaboration with the PCP (with recipient consent) for the conditions and tobacco
cessation interventions, including nicotine replacement therapy


 Additional individual specialty consultation, including behavioral health support and
group counseling


 Continue until the recipient or care giver demonstrate improved chronic condition
management and tobacco use management skills with a goal of discharge by consensus of
the recipient or caregiver, Case Manager, and provider


Intensive: For recipients who are identified as biopsychosocially complex, high risk, and have
a chronic condition to manage comorbid conditions in addition to indicating a desire to
reduce or quit tobacco use, we:


 Complete the comprehensive care plan interview (CPI)
 Invite the recipient, their circle of support, those involved in the recipient’s care to be a
part of the ICT to support the recipient’s tobacco cessation


 Contact the recipient at least once a month and more often as the recipient’s
condition warrants


 Offer face to face visits on a quarterly basis
 Offer behavioral health support and group counseling
 Provide appropriate condition specific education and assistance including the impact
of tobacco use on these conditions
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Table 3.4 5: Our Standard Integrated Care Management Processes for Identifying Recipient
Centered Goals and an Agreed Upon Care Plan


Activities by Role


Case
Management
Department


 Follow all standard Integrated Care Management processes for intensive or supportive
case management, including documentation of goals, care plan actions, and appropriate
follow up by Case Management


 Confirm successful completion of the program when recipient:
o Is engaged in a provider or community program to assist with reducing or quitting


tobacco use
o Is using nicotine replacement therapy as prescribed
o Reports a progressive reduction in tobacco use or has quit


 The recipient may remain in Case Management for other issues or may be discharged
with information about how to re contact Case Management at any time in the future.


Providers  Follow nationally recognized guidelines for management of tobacco use
 See recipient regularly for follow up
 Collaborate with Case Managers and the recipient’s care team as needed, including


providing clinical information needed to appropriately educate and direct the recipient to
better manage tobacco use


 Screen for tobacco use at every PCP visit
 Offer support through group counseling


Tools and Support Resources


Health Plan Educational information may include, but is not limited to:
 Condition specific self care, normal progression of tobacco use, common complications,


signs of complications, methods of reducing or quitting use
 Referrals to smokefree.gov website information
 Collaborate with provider on possible tobacco cessation medication or patches
 Medication Adherence for Tobacco Cessation
 Tobacco Cessation Care plan for effective successful tobacco cessation
 Importance of physical activity as recommended by the recipient’s providers
 Details on tobacco use complications and risks
 Additional educational information on barriers to reducing or quitting, and interventions


and support resources to overcome barriers


Incentives and Associated Requirements


Recipient The following incentives are available to recipients:
 A $15 reloadable debit card for attending three sessions in person or telephonically with


a tobacco cessation counselor
 A $15 reloadable debit card for completing a nicotine replacement therapy plan


prescribed by PCP
 A $15 reloadable debit card for six months with no tobacco use as confirmed by the PCP


106 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


Tobacco Cessation Program
In partnership with Workplace Options, we have implemented Mayo Clinic’s evidence based
smoking cessation model. This tobacco cessation model supports individuals in their efforts to
quit using tobacco. Mayo Clinic Tobacco Quitline receives clinical oversight from the Mayo
Clinic Nicotine Dependence Center, a recognized leader in the treatment of tobacco use and
dependence since 1988. Through personalized telephonic coaching, education, and follow up,
we work to realize the participant’s decision to end tobacco use.


One on One Coaching


Our program uses one on one coaches, reflective listening, and motivational interviewing
techniques to deliver evidence based tobacco cessation.


The first step is an enrollment call, during which we will perform an intake to collect the
recipient’s general information and confirm eligibility. Following the initial intake, we will
schedule an Action Plan Call.


During the Action Plan Call, the health coach reviews the recipient’s goals and expectations
along with history of tobacco use, quit attempt history, and general health and wellness
information. Together, the health coach and recipient will develop an individualized quit plan.
The coach will schedule up to five support sessions to review the recipient’s progress and
adherence to the quit plan.


These one on one sessions incorporate relapse prevention strategies, referrals to other
available resources, and coaching around barriers, triggers, and coping.


ProgramMaterials


Each participant receives supporting materials to guide in the process. Materials include a
workbook, with one distinct version for smokers and another for users of smokeless tobacco,
and a medication booklet that outlines all tobacco cessation medications available on the
market today. These materials are available in hard copy or electronically.


Nicotine Replacement Therapy


During the Action Plan Call, the coach can review over the counter nicotine replacement
therapy (NRT) options with the participant. Options include transdermal patches, chewing
gum, and lozenges. If the participant meets eligibility requirements and is interested in
receiving NRT products, the coach will review FDA approved options. Together, the
participant and coach will determine which tobacco cessation aid may be most helpful. The
coach’s input is based on Mayo Clinic’s evidence based medical and lifestyle protocols. Mayo
Clinic provides ongoing medical oversight of these protocols to make sure that they reflect the
most current standards.


We can also educate participants on the four prescription options available for tobacco
cessation. This guidance will equip the participant for a conversation with their PCP.
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Coaching Follow Up, Outcomes, and Satisfaction


A Workplace Options wellness consultant will call the participant six months after enrollment
(seven months for the Tobacco Quit Line), when the coaching cycle is complete, to obtain
objective feedback on the performance of the coach and the program.


As our program evolves, we are actively looking to:


 Identify incentives for recipients to participate in the tobacco cessation program. Tobacco
users who are ready to quit will be enrolled in our Integrated Care Management program
for one on one coaching and education and coordination of treatment.


 Create targeted mailing information on the tobacco cessation program
 Send targeted tobacco cessation information at least three times a year to keep tobacco


users informed
 Support for recipients with SMI with peer support resources
 Identify opportunities for additional training opportunities for staff and providers, such as:


 Research employing psychiatric peer support and use of other recovery innovations
 Deploy the Pillars of Peer Support (http://www.pillarsofpeersupport.org/about.php)
 Gather data and measure tobacco cessation outcomes every six months


2. FDA approved cessation medications:
a. All FDA approved tobacco cessation medications, both


prescription and over the counter medications. Treatment
regimen should cover a minimum of 90 days.


b. Combination therapy – the use of a combination of
medications, including but not limited to the following
combinations – should be allowed:


 Long term (>14 weeks) nicotine patch and other nicotine
replacement therapy (gum or nasal spray).


 Nicotine patch and inhaler.
 Nicotine patch and bupropion SR.


We understand and will comply with the requirements of RFP Section 3.4.4.4.C.2.a b.


We will adhere to the FFS formulary. We also provide unlimited tobacco cessation
medications; for example:


 Bupropion and Bupropion SR
 Chantix®
 Nicotine gum, lozenges, and patches, which can be accessed over the counter
 Nicotrol® cartridge
 Nicotrol® nasal spray
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3. Vendor must not place “stepped therapy” requirements on tobacco
cessation treatment.


We understand and will comply with the requirements of RFP Section 3.4.4.4.C.3.


No step therapy requirements are in place related to tobacco cessation treatment.


4. Vendor must not place prior authorization requirements on tobacco
cessation treatment or limit the type, duration or frequency of
tobacco cessation treatments included in this section.


We understand and will comply with the requirements of RFP Section 3.4.4.4.C.4.


We do not limit any tobacco cessation treatments.


5. Vendor should amend policies, evidences of coverage, formularies
and/or drug brochures as necessary to ensure that recipients are
given complete information about the coverage of tobacco cessation
items and services.


We understand and will comply with the requirements of RFP Section 3.4.4.4.C.5.


We agree to review and amend policies, formularies, brochures, and other documents to
make certain that all Nevada recipients know they have the option and tools available to
discontinue using tobacco.


6. Vendor will partner with the DPBH to, at a minimum:
a. Promote the full Tobacco Cessation Benefit to recipients.


 Gain input from the DHCFP on promotional materials
provided to recipients. Provide reports to DHCFP on
promotional activities at least biannually.


b. Partner with DPBH to triage MCO recipients who call the state
run quitline (1 800 QUIT NOW) back to the Medicaid MCO run
quitline.


c. Provide aggregate North American Quitline Consortium
(NAQC) Minimal Data Set (MDS) data, via the selected
telephone quit line approved vendor, to the DPBH, per data
sharing agreement, at least biannually.


d. The approved MCO quitline vendor must be a recipient
of NAQC.


We understand and will comply with the requirements of RFP Section 3.4.4.4.C.6.a d.


We will provide information about tobacco cessation benefits in the Provider Manual and
Member Handbooks and on our website, and we will deliver targeted education.
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We will partner with the Nevada Division of Public and Behavioral Health (DPBH) to triage
our recipients who call the State run quitline and direct them to our tobacco cessation
treatment, screening, and program.


We will provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set
data, using the selected telephone quitline approved vendor, to the DPBH, per the data
sharing agreement, at least biannually.


Our quitline vendor, Mayo Clinic Tobacco Quitline, is a member of the NAQC.


3.4.5 Health Promotion and Education Programs
3.4.5.1 The vendor shall identify relevant community issues and health promotion and


education needs of its recipients, and implement plans that are culturally
appropriate to meet those identified needs and issues relevant to each of the
target population groups of recipients served. The vendor shall use community
based needs assessments and other relevant information available from State
and local governmental agencies and community groups. Health promotion and
education activities shall be evidence based, whenever possible, and made
available in formats and presented in ways that meet the needs of all recipient
groups. The vendors shall comply with all applicable State and federal statues,
regulations and protocols on health wellness programs. The vendor shall submit
a written description of all planned health promotion and education activities
and targeted implementation dates to Nevada Division of Public and Behavioral
Health, Chronic Disease Prevention and Health Promotion for approval, prior to
implementation, including culturally and linguistically appropriate materials and
materials developed to accommodate each of the enrolled target populations.
Health promotion topics shall include, but are not limited to, the following:


We understand and will comply with the requirements of RFP Section 3.4.5.1.


We use evidence based needs assessment tools developed for Medicaid recipients to assess
the needs of our recipients. Throughout all our health plans, we make use of community
health workers and Promotores as a mechanism to engage hard to reach recipients. Because
we recruit these critical resources from the communities in which our recipients live, they are
culturally similar to the recipient populations and typically bilingual. This commonality helps
to build trust with recipients and remove barriers to care. Being from the communities they
serve, they bring the expertise on recipient issues and concerns and serve as ambassadors,
providing face to face interactions to educate and connect recipients to needed services.


It is through those connections that we identified the need for a global influenza initiative.
This initiative promotes influenza vaccinations and early treatment among our recipients in
order to decrease morbidity. As we rolled out this new initiative this past flu season, we
introduced a coordinated promotion effort that included communication to recipients,
providers, and our staff (Table 3.4 6).
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Table 3.4 6: Tools and Materials Available to Support Our Global Influenza Initiative


Target Group Tools and Materials


Recipients  Recipient Service department hold message
 Case Management and Recipient Services live call – close with flu reminder
 Flu card mailer
 Telephonic outreach initiated by health plans
 Text notifications via Tracfone
 Interactive Voice Recognition (IVR) push voice notification
 Content for websites – banner and long script


Provider and
Office Staff


 Short script to add or insert into newsletters
 List of covered immunizations and medications (updated annually)
 Clinical and non clinical influenza briefings initiated by Provider Services
 Informational article in provider newsletters
 Self care education – presentation, poster, flyer
 Content for websites – banner and long script


Health Plan and
Enterprise wide


 Weekly flu data e mail
 End of season impact data


Understanding the Needs of Nevada Recipients
We appreciate that the need for prevention, early intervention, treatment, and follow up for
recipients related to chronic conditions, smoking, gambling, or any other addiction, because
we know engaging recipients in care requires that we understand their needs.


A Focus on Gambling Addiction


As part of our screening process, we assess recipients’ risk for problem gambling. When a
recipient is suspected of or self identifies as having an issue with gambling, we connect the
recipient with one of our network providers who can provide this care and also screen the
recipient for any mental health and substance use conditions.


We list problem gambling resources on our website, including:


 National Problem Gambling Helpline
 Nevada Council on Problem Gambling website
 Nevada Council on Problem Gambling brochure, “When the Fun Stops”
 Nevada Council on Problem Gambling brochure, “Risks and Resources, Problem Gambling


and Suicide”
 Links to the Nevada Department of Health and Human Services list of Problem Gambling


Fund Grant Awardees


In Nevada, we have partnered with Access to Healthcare Network (AHN), a trusted Nevada
non profit, to identify relevant community issues and health promotion and education needs.


Through discussion with them and other community resources, we have learned that a unique
issue for Nevada Medicaid recipients is gambling.
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Working with Access to Healthcare Network OB Care Management Program, we will screen
recipients for gambling issues and can track referrals, provide targeted education and
information about community resources, and coordinate behavioral health services.


Health Promotion and Education Activities
We use Krames Online (Figure 3.4 6) as our education resource library for recipients. It has
more than 4,000 health and medication topics. Recipients can search for answers 24 hours a
day. Krames Online lets recipients and their families find answers to most questions, both big
and small. Krames materials are available in English and Spanish and are often in additional
languages such as Chinese, French, Russian, and Vietnamese.


Figure 3.4 6: Krames Online Lets Recipients and
Their Families Find Answers to Most Questions
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Our Health Care Equity programs are a good illustration of how we deliver services in a
culturally and competent manner. They are designed to reduce the burden of disease in
traditionally under served populations, and they address the cultural and social economic
context of recipients belonging to populations that are experiencing or may be at risk of
health disparities. For instance, our HCE Asthma and Diabetes programs include Promotores
or CHWs who offer face to face coaching sessions to our hard reach recipients.


Given that our Promotores or CHWs come from the same communities as are hard to reach
recipients, they are intimately involved with the culture and social economic context of these
recipients. Additionally, the educational materials used in these programs are selected or
crafted based on the cultural and linguistic characteristics of our recipients. For instance, our
HCE Diabetes brochure is based on the Centers for Disease Control and Prevention Program
“Road to Health” resources which were designed “specifically for Community Health Workers
who provide education to Hispanic/Latino and African American Ancestry communities”.§§


Examples of these materials are provided below in Figures 3.4 7 and 3.4 8.


Figure 3.4 7: El Camino a la Buena Salud


§§ Center for Disease Control and Prevention. The Road to Health Toolkit. 2015Available at
http://www.cdc.gov/diabetes/ndep/pdfs/27 road to health training guide.pdf


NV Managed Care Organization RFP No.: 3260 113







3.4 MEDICAL SERVICES


Figure 3.4 8: Road to Health Educational Materials


In addition to our strategies listed above, we also use our HCE Dashboard as a mechanism to
identify the cultural and linguistic characteristics of our recipients. This dashboard serves as a
mechanism to identify and monitor populations experiencing or at risk of health disparities,
as seen below in Figure 3.4 9. The Overview tab contains descriptive statistics of social
determinants of health measures including: gender, age, race or ethnicity, language,
and condition.
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Figure 3.4 9: Our Health Care Equity Dashboard Serves as a Mechanism to Identify and
Monitor Populations Experiencing or at Risk of Health Disparities
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As part of our Promotores or CHW program, we gather data pertaining to social determinants
of health that are aligned with the framework established by Healthy People 2020*** and
which reflects five key areas:


 Economic stability
 Education
 Social and community context
 Health and health care
 Neighborhood and built environment


Data gathered by our Promotores or CHWs is later assessed by our Case Managers and
disseminated as deemed appropriate to make informed decisions that will improve and
protect the health of our recipients.


We will comply with all applicable State and Federal statues, regulations, and protocols on
health wellness programs. We will submit a written description of all planned health
promotion and education activities, along with and targeted implementation dates to the
Nevada DPBH, Chronic Disease Prevention and Health Promotion for approval, prior to
implementation. The plan will include the details of our culturally and linguistically
appropriate materials and materials to be developed to accommodate each of the enrolled
target populations.


A. Early intervention and risk reduction strategies to avoid complications of
disability and chronic illness to include the following preventative cancer
screenings:
1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test


for Colorectal Cancer;
2. Mammography and Clinical Breast Exams for Breast Cancer;
3. Low Dose CT Screening for Lung Cancer; and
4. Pap Testing for Cervical Cancer.


The vendor is encouraged to offer additional preventive or cost
effective services to enrolled recipients if the services do not
increase the cost to the State.


We understand and will comply with the requirements of RFP Section 3.4.5.1.A.


The ability to quickly identify high risk recipients and opportunities for early intervention to
reduce preventable hospital admissions or other avoidable expensive care are a main tool in
maximizing the health care dollar. Two tools we used to identify intervention opportunities
are our predictive modeling tools and Gaps in Care reports.


*** Health People 2020. Available https://www.healthypeople.gov/2020/topics objectives/topic/social
determinants of health
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Predictive Modeling
Specifically developed by us for the Medicaid population, our predictive modeling program
enables us to identify at risk recipients. We first identify recipients with a high medical risk
using our proprietary, evidence based predictive modeling application to analyze claims data.


Predictive modeling uses analytic methods that identify individuals who are at risk for high
cost or high utilization in the future. The scores are generated from Medicaid specific,
proprietary algorithms that we have developed internally based on data from our Medicaid
populations, as well as our clinical and informatics expertise. Inputs to the algorithms include:


 Demographics
 Medical claims
 Pharmacy claims data.


We run the model for our entire population monthly; the results are reviewed by the
appropriate teams for recipient contact and intervention opportunities. Using this
proprietary, evidence based predictive modeling tool, we identify recipients who are
candidates for intensive and supportive case management and recipients who could benefit
chronic condition management. We then stratify recipients for case management and disease
management based on the information we gather from our predictive modeling tool and
outreach activities which identifies their biopsychosocial complexity and the intensity of their
needs. These tools determine the recipient’s potential risk level and predict that case
management interventions can effectively improve the recipient’s outcome.


Our predictive modeling is the industry leading tool with demonstrated positive predictive
value for ED utilization of 72.1 percent, meaning 72.1 percent of predicted ED utilization will
actually occur in the next 12 months. Our inpatient model positive predictive value is superior
at 95.4 percent.


Gaps in Care Provider Reports
We publish user friendly reports for providers to identify improvement opportunities and to
engage in quality improvement strategies. The Gaps in Care Summary report is a HEDIS based
profile used to deliver monthly HEDIS data to primary care providers. This report is delivered
to the providers electronically or printed and hand delivered and helps PCPs in the
management of our HEDIS measures.


Accompanying this report card is a list of recipients who need the services listed for each
indicator. Providers have the option to call and discuss the reports in more detail with their
Provider Service Representatives. The Gaps in Care Summary report is an integral component
of our quality efforts to use provider profiles.


HEDIS results are used to identify areas of successes and areas of opportunity for clinical
quality and satisfaction. HEDIS results can also demonstrate marked progress over time. We
set specific annual performance goals based on national and State specific benchmarks. We
then develop an action plan for achieving the goals.
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The Quality Improvement staff tracks and trends HEDIS data as required by NCQA, as follows:


 Analyzing year to date and year over year changes in performance of HEDIS measures
 Using data to identify quality of care concerns and improvement opportunities to initiate


action plans and increase performance where needed
 Reviewing data to confirm that information is reasonable and aligned with


operational trends
 Outlining opportunities for PCPs to conduct interventions through the Gaps in Care report


In addition, we identify gaps in care in our system, and anyone having contact with a
recipient (for example, Recipient Services, Case Managers, subcontractors) have the
opportunity to remind recipients of any care gaps and offer to assist with
making appointments.


Additional Preventive, Cost Effective Services
Behavioral Health Screenings


We will use behavioral health screening tools with appropriate recipients in every region
throughout the State. They are available primarily by phone but can be completed in a face
to face setting. Our providers have access to the screening tools, and we have a network of
providers trained to use the Screening, Brief Intervention Referrals to Treat Services (SBIRT)
system. We will target rural providers for SBIRT training to expand this service using some of
the free training opportunities available throughout the State.


SBIRT is a tool we will promote and which providers can bill to use with their recipients to
identify issues with substance and alcohol abuse. To meet the growing need to identify
participants and treatment options, Network Development Department, in collaboration with
medical management, pharmacy leadership, and behavioral health leadership, has developed
a task force that identifies providers who are SBIRT trained.


First Episode Psychosis


In Fiscal Year (FY) 2011 2012, there were a total of 12,399 children (under 18) in the State that
were Medicaid eligible and estimated to have a SED. Of that total, the State provided services
to 3,989 in FY 2011 12, representing 32 percent of the estimated need. Of the remaining
population of Medicaid eligible children, 8,410 children were estimated to need, but not
receive services in FY 2011 12.


There is a total of 88,956 adults in the State of Nevada that are Medicaid eligible and are
considered to have a mental illness or SMI. State behavioral health provided services to
25,522 in FY 2011 12, representing 29 percent of the total of those estimated to be in need.
Over 60,000 adults were estimated to be in need, but it is unknown what number received
services in FY 2011 12.


The longer psychosis is left untreated, the greater the person’s life is disrupted. Delays in
treatment may lead to a slower and less complete recovery.
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Treatment for young people who have experienced psychosis is designed to be
comprehensive, individualized, and appropriate to the person’s age and stage of the illness.
All determinants of mental health are taken into consideration: biological, social,
psychological, recreational, economic, vocational, spiritual, and intellectual. Family and
recipient input and recommendations on all aspects of treatment and in all phases of the
illness are vital. It is important to recognize that the family often knows their relatives best
and will likely be the ones to support the ill relative throughout treatment and recovery.


Services typically offered include:


 Inpatient and outpatient treatment
 Innovative assessment and treatment recommendations
 Education
 Coordination for support with community resources
 Emotional support
 Consultation for families and professionals
 Follow up
 Opportunities to participate in research studies


3.4.6 Pharmacy Services
3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and


XXI State Plans and the MSM Chapter 1200. Pharmacy services are included in
the vendor benefit package. The vendor is expected to offer pharmacy benefits
that mirror or exceed FFS. Pharmacies that process prescription drug claims for
recipients must be enrolled as a Nevada Medicaid provider and licensed in good
standing by the State Board of Pharmacy.


We understand and will comply with the requirements of RFP Section 3.4.6.1.


Our approach to pharmacy management is an integrated strategic model built upon 30 years
of experience in developing, implementing, and managing programs that meet the needs of
the diverse populations we serve. This approach builds a program that coordinates
interdisciplinary access to pharmacy benefits in partnership with the recipient’s physical and
behavioral health providers and the health plan programs and services, including case
management. It also provides improved recipient clinical outcomes, cost management
initiatives, and quality improvement activities. These strategies directly align with the
DHCFP’s goals to make certain recipients have access to high quality, comprehensive health
care services in all service areas. We will require our pharmacy benefits managers to enroll as
Nevada Medicaid providers in good standing so they can participate in the pharmacy
network. Our PBM will validate the provider’s information based on reports to be provided by
the State.
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3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines
though utilization of the FFS formulary is preferred. Vendors who utilize the FFS
formulary will receive a higher point value in the RFP evaluation. The DHCFP
shall approve the vendor’s formulary prior to implementation. Medications not
covered in the vendor's formulary must be available through a non formulary
request process based on prescriber certification and justification of medical
necessity. Prior authorization criteria and quantity limits must be based on best
practice or evidence based practice standards. Vendors may propose their drug
benefit design but they may not be more restrictive than FFS and may not have
co pays. For specific therapeutic categories of drugs that have mandated
coverage rules the vendor is expected to comply with NRS 422.4025.


We understand and will comply with the requirements of RFP Section 3.4.6.2.


We agree to implement the State’s FFS formulary, including established prior authorization,
quantity level limits, and step therapy requirements. To better manage and provide support
to the ongoing maintenance of the formulary, we would request to collaborate with the
State’s pharmacy through participation on the State’s Pharmacy and Therapeutics Committee
and Medicaid Drug Utilization Review (DUR) board as a non voting recipient. In similar
Medicaid programs, our Pharmacy Directors participate as members of these groups.


Our National Pharmacy and Therapeutics Committee’s clinical strategies subcommittee
provides support and recommendations to states based on utilization trends and insight into
our strategies for new drugs to market that we are implementing in similar Medicaid
markets. Our formulary development process will begin with an evaluation and selection of
drugs for inclusion based on safety, efficacy, medical necessity, clinical appropriateness, and
cost, including alignment with the State’s FFS formulary and the § 1927 of the Social Security
Act, 42 U.S.C.A. 1396r 8(k)(6). This includes any use which is approved under the Federal
Food, Drug, and Cosmetic Act, 21 U.S.C.A. 301 et seq. or whose use is supported by the
nationally recognized pharmacy compendia, or peer reviewed medical literature and covered
by a Federal rebate contract.


We have established a comprehensive, evidence based clinical review process that enables us
to continuously review and select drugs in all appropriate therapeutic classes and
subcategories to add to our formulary. Key components of this process include:


 Selection of a clinically appropriate drug that supports effective therapy management to
best serve the medical needs of all recipients, including those with special needs


 Examination of peer reviewed medical literature and drug compendia for information
about the drug, including the relative ability of each agent to achieve its intended
therapeutic results


 Review of clinical research results to assess the drug’s pharmacology, safety, efficacy, and
dosage in comparison to alternative therapies currently available in the same drug class
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 Collaboration with independent physicians (including special needs and behavioral health
providers) for additional information and insight into local prescribing patterns


 Analysis of published data from clinical trials that led to the drug’s approval by the FDA
and evaluation of medical practice guidelines relevant to the drug’s approved indications


 Maintenance of a clinical approval pathway to all drugs covered by a Federal rebate
contract with appropriate clinical edits to assure appropriate use and prevent unjustified,
inappropriate, irresponsible, or improper use of a drug; prevent utilization of a drug
where there is insufficient medical necessity for its use; utilization of a drug where more
efficacious or safer drugs are available;


 Evaluation and analysis of new drug cost impact to plan when compared to formulary
alternatives; This includes an assessment utilization of combination drugs whether the
new product is less than separate prescriptions for individual ingredients; analysis of
return on investment for expected clinical outcome improvement of new and/or branded
drugs in exchange for their premium prices, factoring in any supplemental rebate
opportunities that may lower overall cost impact of new drug developments in the market
and formulary.


Our approved formulary will give prescribing providers access to a wide range of drugs and
assure a smooth transition for recipients from FFS to Managed Medicaid. However, we
recognize there may be situations when a non formulary drug may be required as part of a
recipient’s treatment plan. In these instances, the prescribing provider may request the non
formulary medication through our prior authorization process. To support continued access to
new therapies to market, we will automatically include these new drugs as non formulary
until they can be reviewed and evaluated by both the State’s P&T Committee and/or our
National P&T Committee for potential inclusion on the formulary. While these new drugs
remain non formulary, coverage is made available through the prior authorization process.


Our formulary will be reviewed continuously throughout the year for clinical and cost efficacy
assuring that each therapeutic category is reviewed at least annually and is in alignment with
the State’s FFS formulary. We conduct continuous monitoring of the marketplace, utilization
patterns, and potential recipient changes to adjust the formulary accordingly. Network
prescribing providers are invited to comment on the adequacy and appropriateness of the
formulary and to request drug additions, changes, or deletions. The formulary is approved in
totality and submitted to the department for approval annually. The National P&T Committee
reviews and evaluates proposed formulary changes based on a summary of the
aforementioned informational sources on a quarterly basis to decide if they approve the
proposed changes to the formulary. Once approved by the National P&T Committee, all
formulary changes are submitted to the State for review and approval.
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3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this
pharmacy must be readily accessible to all of the plan’s recipients.


We understand and will comply with the requirements of RFP Section 3.4.6.3.


We recognize the importance of specialty drugs in both positive clinical outcomes and the
substantial cost burden they represent. Because of this, we have developed a specialty
management program that effectively incorporates utilization control measures and recipient
care coordination for those accessing specialty drugs.


Specialty drug definition
We define a specialty pharmaceutical as one that
treats a complex, chronic, and/or rare diagnosis
and has one or more of the following:


 Has a high cost that potentially exceeds $5K
per year


 Is available through exclusive, restricted, or
limited distribution


 Has special storage, handling, and/or
administration requirements


 Requires recipient monitoring for safety and
efficacy of the drug


 Needs evaluation for risk mitigation strategies


Specialty pharmacy network
Our specialty pharmacy program objectives are to deliver value efficiently by combining drug
expertise and lower drug acquisition costs and support recipients’ and providers’ access to
specialty drugs. We have a contract with our pharmacy benefits manager (PBM) to use their
Specialty Pharmacy Network. We will submit this contract to DHCFP for review and approval.


Our PBM will allow any willing specialty pharmacy to participate in our PBM’s specialty
network if they agree to meet the specific criteria that promotes patient safety and
appropriate use of their medications. The criteria help confirm the specialty pharmacy can
support the benefit designs, provide the required clinical information, support achievement of
desired clinical outcomes, and are enrolled in the State’s Medicaid program.


Clinical support programs
Our specialty pharmacy program includes support for utilizing recipients through established
care teams that are available 24/7 to:


 Provide information on access to the specialty item and distribution process
 Review dosing and medication schedules with the recipient or caregiver
 Assist with any injection related issues


2015 Specialty drugs
accounted for 26 percent
of new drug costs despite
being less than 1 percent
of the total Rx claim
volume for a similar
Medicaid Program
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 Discuss how to manage any side effects and adherence to treatment
 Make certain safe and effective use of medicines
 Reinforce proper treatment guidelines for the recipient’s condition


To support and evaluate all aspects of the recipient health care needs, the pharmacy specialty
care team is part of the recipient’s interdisciplinary care team. Inclusion in the
interdisciplinary care team supports the sharing of care plan for the specialty drug with the
health plan case management team recipients. This collaboration supports the goals of the
care plan focused on improved outcomes and adherence to the established treatment.


Clinical and financial outcomes
We continually monitor, analyze, and identify opportunities for:


 Improvement in utilization and cost trends
 Recipient adherence and compliance with medication therapies
 Review and evaluation of specialty drugs for inclusion on the formulary
 Provider prescribing patterns and trends with treatment guidelines
 Successful integration of all key stakeholders into the interdisciplinary care team


During the first year of the Contract, we will monitor trend cost and utilization patterns to
identify clinical and cost containment strategies for implementation in subsequent years.


Our current approach to management of recipients using specialty drugs includes:


 Requiring prior authorization, clinical necessity review, and case management referrals
for high risk medication


 Analyzing utilization patterns and managing trends
 Coordinating and collaborating with specialty pharmacies and Case Managers
 Identifying and redirecting drug distribution from a retail pharmacy to a


specialty pharmacy
 Working with cross functional teams to identify and refer recipients to case


management; for example, Pharmacy Prior Authorization sends a referral notification
to case management upon receipt of a request for a Hepatitis C and/or Hemophilia
Medication request for early outreach and engagement to support Participant
compliance with treatment


In addition, we have a Hemophilia Program in place for another Medicaid program. The
interdisciplinary care team provides the following support in addition to the above:


 Dedicated Care Team consisting of a hemophilia trained pharmacist, nurses, and customer
service representatives making monthly or more frequent calls to recipients to monitor
bleeds, inventory levels and adherence to the prescribed therapy


 Nursing services for home infusion and training for adult and pediatric recipients
 Psychosocial and emotional support for recipients and caregivers
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Our PBM Specialty Hemophilia Program has demonstrated a savings of $175K through assay
management to less than 1 percent for the management of the appropriate dispensing of the
drug based on individual recipient need.


3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from
FFS, or another vendor, to the vendor. The vendor will not terminate a current
prescription without consulting with the prescriber. The vendor must then
document the reasons a drug is not medically necessary if a current prescription
is terminated.


We understand and will comply with the requirements of RFP Section 3.4.6.4.


We have established policies and procedures to support recipient transition from FFS and/or
another managed care organization (MCO). We know the importance of continuity of care
and the ability of recipients being able to continue their medication therapy, our prior
authorization team will collaborate with the Case Managers and the recipient’s prescribing
providers in the continuation of existing medication treatment regimens, assures there is no
disruption to prescribed drugs. Our continuity of care approach:


 Collaborate with the State at the implementation of the Medicaid program to obtain an
open prior authorization file for all enrolled recipients who are transitions from FFS to our
program. The open prior authorization file will be loaded to our PBMs claim adjudication
to support a smooth transition to our health plan. In addition, we will also work with the
State’s FFS program to obtain an open script transition from the State’s specialty
pharmacies to our specialty network; this transition will include a communication strategy
to be submitted for State approval.


 Complete a letter of agreement with other MCOs to share information of enrolled and dis
enrolled recipients in our health plan. Information to be shared will be all open prior
authorization including pharmacy, physical, and behavioral health to support the
establishment of prior authorizations and services that need set up to support a smoother
transition for recipients through sharing of information between the MCO. The same
processes would be developed between us and the State’s FFS program


 Complete a comprehensive comparison of the State’s Medicaid FFS pharmacy network
against our PBMs network to identify gaps and work with our PBM to outreach identified
pharmacies that may need to be added to the network to support utilizing recipients
and/or assure the recipients receive communication about the pharmacy not being
available in our PBMs network and providing a 90 day transition period to allow the
recipient to change retail pharmacy location.


 Transition the care strategy to support new recipients to us with three 30 day fills within
the first 90 days of enrollment.


Case Managers will work closely with the interdisciplinary team and pharmacy prior
authorization during the transition period to assure there are no gaps in access to
drug therapies.
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3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must
comply to certify that a specific brand of medication is medically necessary for a
particular patient. The prescriber should document in the patient’s medical
record the need for the brand name product in place of the generic form.
Certification must comply with the following: certification must be in the
prescriber’s own handwriting; certification must be written directly on the
prescription blank; and a phrase indicating the need for a specific brand is
required. (An example would be “Brand Medically necessary.”)


We understand and will comply with the requirements of RFP Section 3.4.6.5.


Our PBM pharmacy network contract requires that the pharmacy will dispense the requests
brand name drug when the prescription indicated “Brand Medically Necessary,” we will allow
DAW1 to process for the brand drug instead of driving toward the generic equivalent. If the
prescribing provider does not indicate brand is medically necessary and the State’s PDL is
driving the generic as the preferred drug, the brand drug would require prior authorization to
be submitted along with the MedWatch form and supporting medical records supporting the
request. A Clinical Pharmacist within our prior authorization team will complete a medical
necessity review of the request; if they are not able to approve based on the information
provided, the prior authorization will be forwarded to the health plan Medical Director
and/or assistant medical director for final determination.


3.4.6.6 Vendors must have a Lock In program for recipients showing drug seeking
behaviors. These recipients are locked in to a specific pharmacy and/or a
specific physician for controlled substances only. They can use any pharmacy
for their non controlled medications. Criteria should include recipients utilizing
more than one pharmacy or 3 or more physicians for controlled substances,
repeated ER visits for pain medication, cash payments for drugs or other drug
seeking behaviors. Vendor must have a process where recipients can change
lock in providers and have an override policy for instances where their locked in
pharmacy is out of stock or the recipient is out of area and needs their
controlled medication.


We understand and will comply with the requirements of RFP Section 3.4.6.6.


Our Recipient Restriction Program’s goal is to assist identified recipients in better utilizing
their available benefits to obtain the best overall health outcome. We regularly monitor
pharmacy and utilization data to identify potential abuse, misuse, or fraud. The focus of the
program is to support recipients’ biopsychosocial needs, assist the recipients to improve their
pharmacy and benefit utilization appropriate to their health care needs, and coordinate care
with the recipients’ PCP and other providers. A recipient is identified for potential enrollment
in the Recipient Restriction Program if they meet any of the following, including but not
limited to:
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 Recipient is seeking early refills of narcotic medications and/or other
controlled substances


 Recipient is seeking medications from different prescribers (more than 3 narcotic
prescribers in 90 days) and/or the use of multiple pharmacy locations to fill narcotic
prescriptions (more than one)


 Recipient is known to overuse consistently or misuse medications, especially Schedule II
and II medications


 Recipient record indicates more than three emergency department (ED) visits in 90 days
for pain and/or hospital admission for overdose poisoning within the past three months


 Recipient has violated a pain medication (usually narcotic) contract or case management
agreement related to pain/narcotic issues


 Recipient record indicates multiple PCP changes in the past year
 Recipient, family recipient, or involved third party reports the recipient pays cash to get


extra narcotics
 Provider referral of recipient for potential enrollment in the program


The recipient restriction team, which includes the Medical Director and/or assistant medical
director, pharmacy director, case management, and utilization management team to
evaluate recipients for possible enrollment in the restriction program upon review a minimum
of six months of physical health, behavioral health, and pharmacy utilization claims data.
Specifically, the team monitors monthly utilization reports, including the polypharmacy report
to identify high utilizing recipients with potential over utilization of the pharmacy benefit.
Upon enrollment in the recipient restriction program, the Case Manager will open an
Integrate Care Management case without business application, and send a notification to the
recipient and their PCP and our PBM to establish the lock in restriction. Recipients will be
either locked into one appropriate prescribing provider and/or one pharmacy for the specific
drug class, i.e. controlled substances, while allowing them to fill prescriptions at other
participating provider locations.


Our Case Manager will contact the recipient to provide education on the importance of
following a prescribed treatment regiment, taking medications as prescribed, and
maintaining communication with their assigned PCP. The team will continue to monitor the
recipient’s compliance with appropriate utilization and will re evaluate the recipient’s
restriction at least annually. Recipients can appeal a restriction. In the appeal, the recipient
needs to state why they feel the restriction is not appropriate or no longer applicable and
submit any documentation they have in support of their request. This can be done verbally or
in writing. All recipients are advised in writing of the outcome of the investigation of the
appeal, inclusive of fair hearing rights when necessary.


3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA
criteria, quantity limits, etc., however plans may not use a standard for
determining medical necessity that is more restrictive than is used in the
Medicaid State Plan and MSM.
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We understand and will comply with the requirements of RFP Section 3.4.6.7.


To support and evaluate the medically necessity of a Hepatitis C medications, we agree to use
the Medicaid State Plan and MSM criteria as part of our review process. As appropriate we
will make recommendations for the State’s P&T Committee to consider adjust to the Hep C PA
criteria. Through our Utilization Management trend and analysis of recipient and new drugs
to market for Hepatitis C drugs; we designed and implemented a clinical cost saving strategy
in December of 2013 for a Medicaid plan to focus on driving utilization of these high cost drug
therapies for Hep C. In order to drive appropriate utilization, we updated and continue to
maintain our PA Criteria for Hep C drugs based on recommendations by the American
Association for the Study of Liver Disease (AASLD), input from our National Clinical
Subcommittee and in alignment with the State’s P&T Committee, DUR Board and criteria
review committee. In addition, we have a dedication clinical strategies team that is
consistently monitoring the utilization trends, new drugs to market, clinical studies and
AASLD to continually update our PA criteria and approach for clinical review of Hep C drugs.
As a result, we have seen a cost avoidance savings of $46m over the last three (3) years
(12/1/13 – 3/31/16); we have also demonstrated a $2.1m estimated savings in 2016 by
moving to a preferred Hep C treatment regimen to treat all Geno Types. In addition, we have
seen a decrease of 20 percent of PA approvals due to the updated PA criteria.


In addition, to the review and management of Hep C drugs through the PA process; all
recipients approved for treatment regimen will have access to our Specialty Pharmacy
network of services. All aspects of the recipient health care needs, the pharmacy specialty
care team is part of the recipient’s interdisciplinary care team. Inclusion in the
interdisciplinary care team supports the sharing of the care plan for the specialty drug with


Cross functional strategies improve recipient outcomes
Using our cross functional identification strategy for Hep C in one of our Medicaid health plans,


we implemented a Case Management Program in 2015 with a goal to improve recipient
compliance with treatment regimens and reduce recipient non compliance with prescribed
therapy. During the first two quarters of 2016 (January to June 2016), we identified and


managed 119 recipients with approve Hep C medication therapy; through case management
outreach and interventions, including but not limited to outreach and assessment of recipients
ability to be compliant with prescribing treatment regiment, assist in removing barriers to


compliance, education to recipients on the importance of treatment regimen, and support to
prescribing providers to encourage recipient compliance and adherence. Through the Hep C


program, of the 119 recipients enrolled 34 percent have completed treatment while 65 percent
are still in progress; of the recipients that have completed treatment 10 percent have achieved
an SVR 12 (Sustained Viral Response), data is pending from the Provider’s on recipients and
outreach is in progress. The Case Management Team is actively following and tracking
compliance, SVR 12 response, and liver staging. Only one recipient was lost to follow up.


NV Managed Care Organization RFP No.: 3260 127







3.4 MEDICAL SERVICES


the health plan case management team recipients. This collaboration supports the goals of
the care plan focused on improved outcomes and adherence to the established treatment.


3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered
drug encounters to the DHCFP or its vendor and the DHCFP shall submit these
encounters for rebates from manufacturers. The encounters shall be submitted
in a mutually agreed upon format and in a mutually agreed upon timeframe,
but no less than quarterly. The vendor agrees to modify the pharmacy claims
processing systems to accommodate additional data elements in compliance
with current National Council for Prescription Drug Programs (NCPDP)
transactions standards and guidelines, such that pharmacy encounters can be
submitted by the DHCFP for rebates.
Within sixty (60) calendar days of receipt of any disputed encounter file from
the DHCFP or its vendor, the vendor shall, if needed, correct and resubmit any
disputed encounters and send a response file that includes: corrected and
resubmitted encounters and/or an explanation of why the disputed encounters
could not be corrected.


We understand and will comply with the requirements of RFP Section 3.4.6.8.


We use an Encounter Data Management (EDM) system to store encounter data from vendors
and format the data to meet State requirements. The EDM system monitors data for
accuracy, timeliness, and completeness prior to submitting encounter data to DHCFP. EDM
processes CMS1500, UB04 (or UB92), and ADA Dental; and the most current coding protocols
(standard Centers for Medicare and Medicaid Services procedure or service codes such as ICD
9, ICD 10, CPT 4, and HCPCS I, II). The EDM system accurately and consistently tracks
encounters throughout the submission continuum, including collection, validation, reporting,
and correction. The system accepts all HIPAA compliant electronic claims and pharmacy
transactions in standard formats.


We will submit the encounter data in a mutually agreed upon format and in a mutually
agreed upon timeframe, but no less than quarterly. We will modify the pharmacy claims
processing systems to accommodate additional data elements in compliance with current
National Council for Prescription Drug Programs (NCPDP) transactions standards and
guidelines, such that pharmacy encounters can be submitted by the DHCFP for rebates.


We will correct and resubmit any disputed encounters and send a response file to DHCFP that
includes corrected and resubmitted encounters and/or an explanation of why the disputed
encounters could not be corrected. If needed, we will send corrected files to DHCFP within 60
calendar days of receipt of any disputed encounter file.


128 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


3.4.6.9 The vendor’s medical claims system will mandate providers submit National
Drug Code (NDC) codes and related information necessary for the DHCFP to
process the claim for rebates. Covered outpatient drugs dispensed to
individuals eligible for medical assistance who are enrolled with the vendor
shall be subject to the same rebate requirements as the DHCFP is subject under
Section 1927 and the DHCFP shall collect such rebates from manufacturers. The
vendor shall report to the DHCFP, on a timely and periodic basis specified by
the U.S. Secretary of Health and Human Services (Secretary), information on the
total number of units of each dosage from and strength and package size by
NDC of each covered outpatient drug dispensed to recipients for which the
entity is responsible for coverage (other than outpatient drugs) and other data
as the Secretary determines necessary.


We understand and will comply with the requirements of RFP Section 3.4.6.9.


We delegate claim adjudication and pharmacy network contracting to our PBM. Our PBM will
require all contracted network pharmacies to use the NCPDP Point of Sale methodology
including the original 10 digit national data code (NDC) when submitting outpatient drug
claims. Our PBM will load a daily Medispan file that provides pricing and descriptive drug
information on name brand, generic, and OTC medications. It includes industry standard
identifiers for all brand and generic drugs on the market including National Drug Code (NDC),
Universal Product Code (UPC) and Health Related Item (HRI) numbers. Invalid NDC number
submissions will be rejected with a message back to the submitting pharmacy for correction.
If the submitted NDC on a claim does not match a valid Medispan NDC, the claim is rejected
with the NCPDP code 54 Non Matched Product/Service ID Number (NDC not on file). To
monitor overall claims processing and obtain real time statistical data, we have access to our
PBM’s reporting system.


We will report to the DHCFP, on a timely and periodic basis specified by the U.S. Secretary of
Health and Human Services (Secretary), information on the total number of units of each
dosage from and strength and package size by NDC of each covered outpatient drug
dispensed to recipients for which the entity is responsible for coverage (other than outpatient
drugs) and other data as the Secretary determines necessary.


For medical outpatient drug claims, we use AutoQ Controller to verify that NDC and units for
physician administered drugs are appropriate for the HCPCS billed by the providers. AutoQ
retrieves the NDC claim ID and claim lines from our operations management system data
table and calls the processing unit (solution service) with this information. Logging of this
activity occurs in the Plan Integration Database for all the claims processed by AutoQ. For
every active environment, AutoQ creates an entry in the log header table and individual
entries in the process log detail table for each claim. The referenced field of the process log
detail table will be populated with the details of the claim ID. For each claim the processing
unit (solution service) receives AutoQ will call the custom solutions which will implement
Department specific logic for NDC processing. Claims submitted with a HCPCS code must have
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a valid NDC number; the claims reviewer will utilize reimbursementcodes.com to validate the
NDC number and unit reimbursement calculations. Outpatient drug imbursement for medical
claims is based on the NDC units submitted and not the HCPCS codes.


We require all providers servicing our recipients, as well as our PBMs pharmacy network
providers to be enrolled with the Nevada Medicaid Program. To confirm enrollment with the
State’s program, and our PBM will validate the provider’s information based on the reports
provided by the State.


3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults
3.4.7.1 The vendor benefit package must include certain services for recipients with


special health care needs, including CSHCN, Early Intervention, and mental
health services for adults. The vendor must reimburse certain types of providers
with whom formal contracts may not be in place and coordinate these services
with other services in the benefit package.


We understand and will comply with the requirements of RFP Section 3.4.7.1.


Our recipient centric approach to case management is consistent with the State’s guiding
principles that emphasize the individual person, Fully Integrated System of Care
management, and encouragement of recipient responsibility and empowerment. We honor
our recipients’ values, needs, and priorities using a culturally sensitive approach. We
capitalize on each recipient’s strengths and supports and use motivational interviewing
techniques to enhance communication and recipient engagement. Integrated case
management manages the continuum of recipient care needs by providing acute and
solution focused interventions, chronic condition education, complex case management, and
end of life assistance—with the primary aim of keeping recipients in the most integrated and
least restrictive care environments possible.


In our view, recipients are best served by a Fully Integrated System of Care which requires a
coordinated network of physical and behavioral health care providers, as well as community
based organizations. Critical to the success of our Fully Integrated System of Care approach is
our recipient centric Integrated Care Management program which facilitates a team
approach led by our Case Managers. We are proposing to enhance our inter disciplinary case
management team with the addition of a dedicated pharmacist to support medication
reconciliation. Through more than three decades of experience, we have learned that our
most vulnerable, highest risk recipients are confronted with multiple physical and behavioral
conditions, biopsychosocial risk factors, and, in some instances, a disorganized system of care.
Additionally, complex recipients are far less likely to respond to standard care and are best
served by programs and clinical settings that meet their needs in a truly comprehensive
manner. Integrated Care Management accomplishes this objective by integrating physical
and behavioral health, addressing social determinants of health, and minimizing the
complexity and fragmentation of services.
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Beginning with the individual recipient, our objective is to understand his or her preferences
and goals, physical and behavioral health care needs, family and community supports,
strengths, and any barriers impacting his or her ability to access appropriate care—all with
the overarching objective of optimizing the recipient’s level of functioning and enabling him
or her to maintain or achieve an optimal level of independence. Our holistic, recipient
centered Integrated Care Management program is designed to meet the specific needs of
recipients, their families, and caregivers through our Case Managers, PCPs, other providers,
and community based agencies.


We use our biopsychosocial Integrated Care Management program for every recipient,
including children and adults with special health care needs. Our Case Managers are
available to support recipients and to ensure the delivery of integrated physical and
behavioral health services.


Recipients with special health care needs may have increased risk of serious or chronic
physical, developmental, behavioral, or emotional conditions. These recipients are identified
through our outreach process and predictive modeling system or may be identified through
self referral, provider referral or from a community agency or partner. Below is an example of
some of the diagnosis or areas of concern, but not an inclusive list:


 Depression
 Attention Deficit Disorder
 Behavioral problems
 Asthma
 Diabetes
 Frequent headaches
 Head injuries
 Traumatic brain injuries
 Arthritis
 Allergies
 Heart Problems
 Autism
 Physical and mental developmental delays


Each special needs recipient is fully assessed using our integrated biopsychosocial assessment
model. An integrated care team selected by the recipient of their circle of supports is
identified to include PCPs, Specialist, Community Based Agencies, school systems, juvenile and
adult justice systems and others involved in the recipient’s care. Our Fully Integrated System
of Care team meets regularly to develop a specialized care plan to meet the specialized needs
of the recipient. The Case Manager coordinates these services with PCPs, specialists, targeted
Case Managers, or other community based entities and services. Our Case Managers act as
the coordinator for all covered and non covered benefits to meet individualized needs. Our
Case Managers, through the integrated care team can provide coordination and education to
practitioners, providers and integrated care team recipients to confirm these individuals are
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appropriately identified and their specific needs are assessed, and a coordinated care plan is
developed to meet their physical and mental health needs.


Our case management teams assist these recipients and their circle of supports to:


 Develop and reinforce the plan of care to meet recipient specific needs with a focus on
root cause analysis of the current health status


 Assist with follow up appointments
 Assist with reducing barriers
 Coordinate and collaborate with the practitioner/provider to get the recipient set up with


appropriate services
 Coordinate with external entities such as housing coordinators, food pantries or other


entities to meet social determinants
 Coordinate with community or county available services such as vaccines for children,


WIC, or others
 Coordinate with juvenile justice systems, criminal justice systems to assist recipients in


their care needs.
 Collaborate with recipients for chronic condition self management
 Coordinate transition of care activities to ensure appropriate placements and discharges
 Facilitate coordinate with mental health, substance abuse agencies
 Facilitate and coordinate with child welfare agencies, adult protective services, public


fiduciary and other social service programs to meet specific unmet needs.


Our goal is to support methods for improved health outcomes including well child care, health
promotion, disease prevention, specialty care for those who require such care, diagnostic and
intervention strategies, home therapies, and ongoing ancillary services, as well as the long
term management of ongoing medical complications, social determinants of health, and
continuation of existing relationships to meet recipients specialized needs.


Children with Special Health Care Needs
Children with special health care needs (CSHCN) either have or are at greater risk for chronic
conditions. They were either born with these conditions or they developed them as they got
older. These conditions can be physical, emotional, developmental or behavioral. These
children also need health and other services that are not usually required by children of the
same age.


Our Integrated Care Management program gives the highest priority to those recipients
and children with special health care needs (CSHCNs), to include the following conditions
or circumstances:


 Co morbid physical and behavioral health conditions
 Developmental or intellectual disability
 HIV/AIDS
 Children in substitute (foster) care
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 A child with a chronic disabling condition under Title V (examples?)
 A recipient at risk of nursing facility placement
 An SSI disabled child
 A woman with a high risk pregnancy
 Homelessness


We understand that specialized needs may call for providers with whom formal contracts are
not in place. We agree to work to identify providers that can meet these specialized needs
and arrange single case agreements until such time as a full contract can be negotiated if the
specialty care needs dictate a continuing need.


Recipient Transition for “Age Out” Process
We use an integrated system of care approach to promote a successful and smooth transition
to adulthood for recipients with special needs as these families need our guidance and
support. Our care teams build long standing, trusting relationships with these families and
those that serve them, as we develop the integrated care team. Each recipient has a single
point of contact Case Manager who works with the recipient and their circle of supports to
develop an individualized, comprehensive personal transition plan. Education about the “age
out process” starts by the time the recipient turns 16 years of age. These recipients are
contacted every six months until such time as the transition plan is fully developed and
implemented. The formal transition process starts at least three months before the recipient’s
18th birthday and continues until at least six months after the 21st birthday. The special
needs children can include:


 Medically fragile recipients
 Recipients receiving in home private duty nursing services
 Recipients transitioning from pediatric extended care to waiver services
 Recipients transitioning from a pediatric skilled nursing facility
 Recipients identified by self, parent/guardian, pediatrician/family physician, pediatric


specialist, or behavioral health practitioner as requiring assistance


Developing a Recipient Transition Plan


Our Case Managers identify and monitor recipients under age 21 who are recipients of the
special needs population. In advance of a recipient turning 18, the recipient’s Case Manager
discusses with the recipient and family the goals, expectations, and specific care needs the
recipient is currently receiving and those that are anticipated after age 21. The Case Manager
conducts a comprehensive assessment of the recipient and works with the recipient and their
circle of support (parent or guardian and the care team) to develop an individualized
transition plan specific to the recipient’s special health care needs and abilities using a person
centered approach to include social needs, behavioral needs in addition to their physical and
medical needs. The transition plan may include such things as:
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 Applying for governmental based services (waivers)
 Discussing the process for guardianship
 Identifying appropriate care providers to meet recipient specific needs
 Identifying appropriate housing options
 Identifying social/vocational/work options
 Educating them about special needs trusts
 Discussing with them other care takers if their primary care taker passes away or can no


longer take care of them


We understand the complexities for our families in making this transition in understanding
who these recipients are, and their individualized goals for their future and the future of the
family. The transition development and implementation process may include an in home visit
by the Case Manager to assist in the planning process.


If the recipient is seeing a pediatrician or pediatric specialist, the Case Manager discusses the
need to transition to adult providers, such as a family physician or internist, and provides
assistance in identifying an array of provider appropriate to meet specialized recipient needs.
We also include the pediatrician or pediatric specialist in the transition discussions and others
involved in the recipient’s circle of support as a part of the transition team. We emphasize
specialized needs, the benefits of transitioning to an adult provider, care options including
provider types and service options available to access appropriate care, and social and
developmental considerations.


The Case Manager also discusses:


 The importance of bringing the recipient’s medical binder which the Case Manager has
coached the parent to create. This binder contains the recipient’s medical records, history
of appointments, medications, providers who have provided care and individual recipient
likes and dislikes.


 Education about the differences between adult providers and pediatric providers’ offices,
such as staff, location, office feel, and office hours


 The importance of interviewing potential new providers and doing a trial visit to the
office to ensure accessibility and the provider’s ability to communicate effectively with
the recipients.


 How to talk to providers about the recipient’s changing needs and the array of providers
to best meet these needs.


 The capabilities of the potential providers and their expertise in handling the recipient’s
medical condition. For example, a recipient may select a specialist as their PCP due to their
specific condition.


 Educational and/or vocational wishes of the recipient as well as practical and
realistic opportunities
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 Waivers or other services the recipient may be eligible for to meet specific needs
 Housing, environmental modifications, or DME necessary for the transition process (e.g., if


moving from facility to community).


We approve unlimited overlapping visits to pediatric and adult providers so recipients can
continue to see their pediatrician during transition until such time as they are comfortable
with their new provider. Recipients can meet a minimum of three new physicians to
determine if the new provider will meet their needs. This allows recipients, families, and
providers time to coordinate the transition of the recipient’s care from a pediatric to an adult
provider. Optimally, this overlapping time with pediatric and adult primary care providers will
improve the quality of patient and family centered care. We also ensure the recipient is
linked to culturally competent and experienced providers who understand the unique
medical needs.


If the recipient receiving private duty nursing, or in a pediatric facility our Case Manager
works with the State to determine waiver eligibility and begin the transition process for these
services. We look at:


 Recipient’s diagnoses, medications, care plan, and medical necessity documentation
 Medical and care interventions needed by the recipient
 Psychosocial information about the recipient’s home and school environment
 Need for home modifications, durable medical equipment, or other support services


We work collaboratively to assist the recipient in obtaining home and community based
services (waivers) to meet the recipient’s needs after aging out at age 21.


Providing Support through Waiver Process


Our Case Manager advises the recipient, parent/caregiver, and family that when the recipient
turns 21, his/her Medicaid benefits change and other resources will need to be in place to
ensure the recipient’s care needs will continue to be met. To facilitate the transition, the Case
Manager connects the recipient to the appropriate agencies and work in collaboration with
the agency target Case Managers. Our Case Manager and the target supports coordinator
work closely with the family to help the family to understand the benefits of various waivers
and to choose and apply for the most appropriate waiver. If the waiver slot is not available,
the Case Manager and the supports coordinator work to place the recipient on waiting lists
for the waiver(s). Our Case Manager and the supports coordinator collaborate throughout
this process, which may involve several years of care coordination. Care providers for the
waiver services assess the recipient and develop an individualized care plan for the transition
of services.


Optimally, the home care services and nursing care will be furnished by the same provider
used under Early and Periodic Screening, Diagnostic and Treatment services provided by us.


If waiver services cannot be implemented, our special needs coordinator works with the
waiver coordinator and to identify a backup plan to include any other potential mechanisms
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to meet needs. If waiver services are unavailable and no other service options are available to
meet the recipient’s specific needs, the Case Manager can work with the prior authorization
team and the medical director to obtain authorization of services that are necessary to
prevent gaps in services that would compromise recipient care.


Tracking the transition status of medically fragile young adults ages 18 to 21 is a priority for
us. On a biannual basis, we track and report on medically fragile recipients newly identified as
transitioning from pediatric to adult providers and monitor these recipients closely to ensure
needs are met.


3.4.7.2 The vendor must produce a treatment plan for recipients with special health
care needs who are determined through an assessment by appropriately
qualified health care professionals to need a course of treatment or regular
care monitoring. The treatment plan must be:


We understand and will comply with the requirements of RFP Section 3.4.7.2.


Our Integrated Care Management program mirrors the State’s principles for chronic case
management, utilizing evidence based guidelines and performed in a manner that
emphasizes the individual person while encouraging recipient responsibility. Management of
chronic conditions is optimized through an integrated approach—our Integrated Care
Management program affords recipients a holistic and recipient centered case management
approach proven both effective and efficient in meeting the specific needs of Medicaid
recipients, their families, caregivers, behavioral health, and primary care providers, health


Ensure continuity of services for recipients with special needs
Gan was 7 years old when he was in a car accident and became paraplegic.
At the time, his mother was in prison. When she got out of prison, she was


handed her son with no information on how to care for him.


Because Gan’s doctors found that his mother was not able to care for his health needs,
Child Protective Services got involved and took Gan away from his mother. So Gan


could come home, his mother bought the medical equipment he needed and enrolled
him in long term care, and Child Protective Services approved for Gan’s return home.


When Gan’s Case Manager visited him at home, she noticed that his mother
had purchased equipment for an adult and not a child. The Care Manager


assisted Gan’s mother getting a proper shower chair, bedside commode, and
coordinating a home health nurse to assist his mother to care for his skin


He has now been in his mother’s custody for a year. The home health nurse continues
to go to the home and talks to Gan and his mother on ways to prevent skin
breakdown and address any red marks before they become open wounds.
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homes, and other specialty providers. Integrated Care Management promotes productive
interactions between recipients (as well as their caregivers) and a specialized team of health
care professionals dedicated to delivering effective, efficient, timely, and recipient focused
support. A recipient centric care plan is a part of the process and incorporates the treatment
plan of any medical and behavioral treatments.


A. Developed by the recipient’s primary care provider with recipient
participation, and in consultation with any specialists caring for
the recipient;


We understand and will comply with the requirements of RFP Section 3.4.7.2.A.


Case Managers work in collaboration with PCPs and specialty providers to ensure treatment
is supported by the other activities in the care plan. Effective integrated and how to achieve
their agreed upon care plan goals. The care plan integrates the recipient’s preferences and
abilities to optimize self care, condition or symptom management, and outcomes. Our Case
Managers work with each recipient to keep them involved and moving toward independence
and/or optimal functioning.


A holistic approach is utilized to design and implement the care plan, and typically involves
multiple providers, individuals from the recipient’s personal life, community based
organizations, and services rendered but not covered by us.


Each care plan is guided by the following, overarching principles:


 An emphasis on self responsibility
 The importance of integrated physical and behavioral health care services and


community resources
 A strength based approach that builds on the recipient’s individual strengths and


resources to address the health problems
 A recovery model for managing chronic conditions
 A collaborative spirit that puts the recipient at the center of the plan development


B. Approved by the vendor in a timely manner, if approval is required by the
vendor; and


We understand and will comply with the requirements of RFP Section 3.4.7.2.B.


Because we participate in the development of the recipient centered care plan, we review and
approve the treatment plan through its initial creation and ongoing updates as recipient
preference dictates.
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C. In accordance with any applicable State quality assurance and utilization
review standards.
Must have a mechanism in place to allow these recipients direct access to a
specialist through a standing referral or an approved number of visits, as
deemed appropriate for the recipient’s condition and identified needs.
The vendor is required to adhere to MSM Chapter 400, and Section 5 of the
Forms and Reporting Guide of this RFP for all SED and SMI referrals and
determinations, and must reimburse providers of these services pursuant to
the referenced Nevada Medicaid policies and procedures.


We understand and will comply with the requirements of RFP Section 3.4.7.2.C.


Our elective referral policy monitors recipient’s access to medically necessary covered services
that are outside the scope of the primary care or treating practitioner’s practice or contract.
We do not require a recipient to obtain prior authorization for PCP or in network specialist for
an elective referral.


The objectives of our elective referral policy are to:


 Verify that the use of specialists and ancillary or allied health services is appropriate,
medically effective, and cost effective


 Encourage the use of participating practitioners and providers when appropriate
and available


 Expedite claims payment by issuing a prior authorization number for approved referrals
that require prior authorization


 Confirm that the need for the referral is documented and determined by a practitioner
 Refer and coordinate necessary services with other Medical Management departments


(e.g., Quality Management, Case Management, or Disease Management) and
communicate information as necessary to operational departments (e.g., Finance,
Recipient Services)


 We will reimburse these providers in accordance with the MSM Chapter 400, and section 5
of the Forms and Reporting Guide for all SED and SMI referrals and determinations to
meet Nevada Medicaid policies and procedures


3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs
These services are covered, with limitations, when medically necessary. Coverage
limitations for these services are defined in the Title XIX and Title XXI State Plans. The
DHCFP covers Corneal, Kidney, Liver and Bone Marrow transplants and associated fees
for adults. For children up to age 21, any medically necessary transplant that is not
experimental will be covered. The vendor may claim transplant case reimbursement
from the DHCFP for in patient medical expenses above the threshold of $100,000 in a
State Fiscal Year (July 1 – June 30). 75% of the expenses above $100,000 are reimbursed
to the vendor.
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We understand and will comply with the requirements of RFP Section 3.4.8.


Recipients who are identified as transplant recipients or potential recipients are enrolled in
our Integrated Care Management program where the Case Manager and concurrent review
clinician coordinate care and services with the recipient, provider, State agency, and any
other involved parties, providers, or agencies to facilitate seamless delivery of transplant
related services before and after the procedure. We cover:


 Pre transplant evaluation and care
 Medically necessary adult Corneal, Kidney, Liver and Bone Marrow transplants and


associated fees
 Non experimental, medically necessary transplants for children up to age 21
 Post transplant discharge follow up care, including coverage for related


immunosuppressant drugs covered in the FFS preferred drug list (PDL)


We support PCPs and specialist as they refer transplant patients to the transplant centers of
excellence for pre and post transplant care. Recipients who are identified as transplant
recipients or potential recipients are enrolled in our Integrated Care Management program
where the Case Manager and concurrent review clinician coordinate care services with the
recipient, provider, the DHCFP, and any other involved parties, providers, or agencies to
facilitate seamless delivery of transplant related services before and after the procedure.
While enrolled in the case management program, our staff will assist the recipient to remain
as healthy as possible to remain a transplant candidate and to be successful after transplant.
Pre transplant recipients and their caregivers will be educated on the transplant process and
criteria as well as receiving the emotional support needed during this treatment and waiting
period. Post transplant follow up will include assistance with medications and follow up care
as well as ongoing emotional support.


We understand we may request reimbursement for 75 percent of inpatient expenses in excess
of the annual threshold of $100,000 in a State Fiscal Year.


3.4.9 Out of Network Services
If the vendor’s provider network is unable to provide medically necessary services
covered under the plan to a particular recipient, the vendor must adequately and timely
cover these services out of network for the recipient for as long as the vendor is unable
to provide them. The vendor benefit package includes covered medically necessary
services for which the vendor must reimburse certain types of providers with whom
formal contracts may not be in place. The vendor must also coordinate these services
with other services in the vendor benefit package. The services/providers are as follows:
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3.4.9.1 Out of Network Providers
A. When it is necessary for enrolled recipients to obtain services from out of


network providers (i.e. the recipient needs to see a specialist for which the
vendor has no such specialist in its network), the vendor must:


1. Coordinate the care with out of network providers;
2. Offer the opportunity to the out of network provider to become


part of the network; and
3. Negotiate a contract to determine the rate prior to services


being rendered or pay no more than the Medicaid FFS rate.


We understand and will comply with the requirements of RFP Section 3.4.9.1.A.1 3.


Because Medicaid is the primary source of health care for low income families and children, it
is our duty to ensure that all our recipients have access to the care they need—even if that
means we authorize out of network services.


In situations where needed services cannot be provided in network, our Case Managers
initiate care for the recipient using our single case agreement approach with
out of network providers.


Rapid, Individualized Single Case Agreement Approach
When we are unable to provide services using in network providers, we coordinate care for
the recipient with an out of network provider within 48 hours or sooner if necessary. To
ensure that there is no delay in services, we obtain the single case agreements and determine
the rate for services being rendered concurrently with the delivery of care. If the out of
network provider delivers timely, quality care, and adds value to the network, we
immediately initiate the contracting process to add the provider to the network. Regardless of
when or if we contract with a provider, we pay no more than the Medicaid FFS rate and
recipients will never be charged or balance billed.


We monitor the services out of network providers deliver to ensure that our recipients receive
appropriate, quality care promptly. To determine if the out of network provider meets our
quality standards, we:


 Randomly sample and review claims from providers serving a particular subpopulation to
determine whether their pattern of practice conforms to what we would expect.


 Audit and analyze if the services that the provider is delivering conform to what is in the
recipient’s individualized care plan.


 Sample recipient records for HEDIS and quality studies.
 Review complaint trends to determine if there are reported quality of care concerns.
 Encourage open and regular communication with specialized providers that serve our


recipient with special health care needs.
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 Host regular provider forums targeting these providers to elicit feedback and exchange of
best practices.


3.4.9.2 Emergency Services
A. The vendor must cover and pay for emergency services both in and out of


state regardless of whether the provider who furnished the services has a
contract with the vendor. The vendor must pay the out of network provider
for emergency services, applying the “prudent layperson” definition of an
emergency, rendered at a rate no more than the FFS rate.


We understand and will comply with the requirements of RFP Section 3.4.9.2.A.


When a recipient is experiencing an emergency, we know getting immediate care from a
qualified provider must be their main focus—even if the provider is out of network. We cover
and pay for emergency services both in and out of State for both in network and out of
network providers. Our policy on emergency services indicates coverage and payment in the
following situations: To screen and stabilize the recipient without prior approval, where a
prudent layperson, acting reasonably, would have believed that an emergency medical
condition existed. We will interpret ‘prudent layperson’ according to applicable law.


We pay the out of network providers for emergency services at a rate no more than the
FFS rate.


B. No prior or post authorization can be required for emergency care provided
by either network or out of network providers. The vendor may not deny
payment for treatment obtained when the recipient has an emergency
medical condition and seeks emergency services, applying the “prudent
layperson” definition of an emergency; this includes the prohibition against
denying payment in those instances in which the absence of immediate
medical attention would have resulted in placing the health of the recipient
in serious jeopardy, serious impairment to bodily function, or serious
dysfunction of any bodily part or organ. The vendor may not deny payment
for emergency services treatment when a representative of the vendor
instructs the recipient to seek emergency services care.


We understand and will comply with the requirements of RFP Section 3.4.9.2.B.


Recipients may seek emergency services without obtaining prior or post authorization for the
emergency care received by in network or out of network providers. We will pay providers for
the services administered applying the legal ‘prudent layperson’ definition of an emergency
and/or in situations where we have advised the recipient to seek emergency care.


While we do not require prior or post notification, we encourage recipients and providers to
notify us so we may help coordination care and discharge planning.
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C. Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes
an emergency medical condition as defined in this section on the basis of
lists of diagnoses or symptoms, nor refuse to cover emergency services
based on the emergency room provider, hospital, or fiscal agency not
notifying the recipient’s PCP, Vendor, or the DHCFP of the recipient’s
screening, and treatment within ten (10) calendar days of the presentation
for emergency services.


We understand and will comply with the requirements of RFP Section 3.4.9.2.C.


We do not limit what constitutes an emergency medical condition based on the diagnoses or
symptoms. We do not refuse coverage of emergency services obtained even if the emergency
room provider, hospital, or fiscal agency does not notify us, the recipient’s PCP, or the DHCFP
of the recipient’s screening and treatment within 10 calendar days of the presentation for
emergency services.


D. A recipient who has an emergency medical condition may not be held liable
for payment of subsequent screening and treatment needed to diagnose
the specific condition or stabilize the patient. The vendor is responsible for
coverage and payment of services until the attending physician or the
provider actually treating the recipient determines that the recipient is
sufficiently stabilized for transfer or discharge and that determination is
binding on the vendor.


We understand and will comply with the requirements of RFP Section 3.4.9.2.D.


We do not hold recipients liable for payment of post emergency screening and treatment
needed to diagnose the specific condition or to stabilize the recipient. We cover services
needed until the attending physician or the provider treating the recipient determines that
the recipient is sufficiently stabilized for transfer or discharge.


E. Non emergent services provided in an emergency room are a covered
service. Providers are expected to follow national coding guidelines by
billing at the most appropriate level for any services provided in an
emergency room setting.


We understand and will comply with the requirements of RFP Section 3.4.9.2.E.


Our provider contracts and provider manual detail that providers are expected to follow
national coding guidelines by billing at the most appropriate level for any services provided in
an emergency room setting.


Additionally, on a monthly basis we monitor and identify recipients who may be using the ED
for non emergent conditions and who may benefit from case management and education on
alternative urgent care and after hours practice options.
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We share non emergent emergency room usage with our provider partners in order for their
Care Coordinators to engage those recipients on obtaining care at the right place and the
right time.


We also share best practices with providers to improve appointment and after hours
availability. For example, one of our health plans worked with a family practice whose
recipients had a pattern of high ED utilization. The plan determined that this was partially
attributed to lack of appointment availability at the practice. The plan recommended the
implementation of an open access appointment system. As a result, the provider realized a 10
percent reduction in ED visits among their patient panel and an improved no show rate from
more than 30 percent to 15 percent.
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3.4.10 Post Stabilization Services
3.4.10.1 The vendor is financially responsible for:


A. Post stabilization services obtained within or outside the network that are
pre approved by a network provider or organization representative;


B. Post stabilization services obtained within or outside the network that are
not pre approved by a network provider or other organization
representative, but administered to maintain the recipient's stabilized
condition within one (1) hour of a request to the vendor for pre approval of
further post stabilization care services; and


C. Post stabilization care services obtained within or outside the network that
are not pre approved by a network provider or other organization
representative, but are administered to maintain, improve, or resolve the
recipient's stabilized condition if vendor does not respond to a request for
preapproval within one (1) hour, or the vendor cannot be contacted or the
vendor and the treating physician cannot reach an agreement concerning
the recipient's care and a network provider or other organization
representative is not available for consultation. In this situation, the vendor
must give the treating physician the opportunity to consult with a network
physician and the treating physician may continue with care of the recipient
until a network physician is reached or one of the criteria in 42 CFR
438.114(e) and 42 CFR 422.113 is met.


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial
responsibility for post stabilization care it has not pre approved ends when
a network physician with privileges at the treating hospital assumes
responsibility for the recipient’s care or a network physician assumes
responsibility for the recipient's care through transfer or the vendor and the
treating physician reach an agreement concerning the recipient's care or the
recipient is discharged.


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care
services provided by an out of network provider to a recipient may be no
greater than the amount the vendor would charge if the services had been
obtained in network.


We understand and will comply with the requirements of RFP Section 3.4.10.1.A–E.


144 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


Since the Emergency Medical Treatment and Labor Act was passed in the mid 1980s, our
company has worked with providers to establish mutual post stabilization case management
requirements and standards. Over the years, we have worked with numerous providers and
recipients to:


 Coordinate care for recipients following an emergency event
 Consult with emergency department (ED) providers to ensure a recipient’s physical and


behavioral health needs are met
 Coordinate care to transition recipients to higher or lower levels of care as appropriate


In those cases, we provided coverage and were financially responsible for post stabilization
care services as will be the case for Nevada Medicaid and Nevada Check Up recipients.


We will cover post stabilization services under the following circumstances, without prior
authorization, whether or not the services are provided by a network provider if:


 Post stabilization services are obtained within or outside the network that are pre
approved by a network provider or health plan representative


 Post stabilization services are obtained within or outside the network that are not pre
approved by a network provider or health plan representative, but administered to
maintain the recipient's stabilized condition within one hour of a request to us for pre
approval of further post stabilization care services


 Our health plan representative and the treating practitioner could not reach an
agreement concerning the recipient’s care, and a health plan medical director was not
available for consultation


We always offer the treating practitioner an opportunity to consult with our health plan
medical director; therefore, the treating practitioner may continue with the recipient’s care
until a medical director is reached or any of the following criteria are met:


 A network physician with privileges at the treating hospital assumes responsibility for the
recipient’s care


 A network physician assumes responsibility for the recipient’s care through transfer
 Our health plan and the treating physician reach an agreement concerning the


recipient’s care
 The recipient is discharged


For out of network providers delivering post stabilization care services, per CFR 438.114(e),
reimbursement for services will be no greater than the amount allowed if the services had
been obtained in network.
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3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC)
The vendor must pay for services provided by a Federally Qualified Health
Center (FQHC) or a Rural Health Clinic (RHC). Vendors may enter into contracts
with FQHCs or RHCs provided that payments are at least equal to the amount
paid to other providers for similar services. If the vendor does not have a
contract with an FQHC or RHC, the vendor must pay at a rate equivalent to the
FFS rate. This does not apply to out of network providers of emergency
services. The vendor must demonstrate a good faith effort to negotiate a
contract with FQHCs and RHCs and include all licensed and qualified FQHC and
RHC providers in the vendor’s network. Contracting with just one provider at
each FQHC or RHC does not constitute a good faith effort to include the FQHC
or RHC in the vendor’s network. The vendor must report to the DHCFP
payments and visits made to FQHCs and/or RHCs. The DHCFP is responsible for
FQHC wrap payments; MCOs will be responsible for quarterly reporting on
FQHC/RHC activity.


We understand and will comply with the requirements of RFP Section 3.4.10.2.


We know that safety net providers like FQHCs and
RHCs serve a vital function in delivering care to the
underserved as well as providing a link to housing
support services, screening and treatment of sexually
transmitted diseases, and addiction services,
behavioral health, substance use disorder, EPSDT, and
services that address social determinants of health.


In Nevada, Federally Qualified Health Center (FQHC)
and Rural Health Centers (RHC) provide essential
services to Medicaid recipients, including, but not
limited to:


 Physician services
 Certified nurse midwife (CNM) services
 Clinical social worker (CSW) services
 Home Health Nurse services for homebound recipients in areas where there is a shortage


of Home Health Agencies


Because they are the front line of primary care services in their communities for this
vulnerable population, we understand the value these safety net providers offer Medicaid
recipients. We have a long standing history of partnering with FQHCs, RHCs, and other safety
net providers in all of our current Medicaid markets. In fact, we extend provider contracts to
all safety net providers—both inside and outside of the Contract services area to meet
accessibility standards.


In Nevada, as a value
added benefit, we will
work with FQHCs that
offer mobile units to
deliver basic and
essential dental
services to close
gaps in care
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We work with FQHC and RHC clinics to participate as PCPs, streamlining the care coordination
and information transfer process between FQHCs, RHCs, and the PCP. All our currently
contracted FQHCs and RHCs serving our health plan recipients in other States have signed
agreements to function as PCPs for our recipients. If an FQHC or RHC wants to act only as a
specialist, we have existing policies and recipients for coordinating care and transferring
information between the provider and the recipient’s PCP. Many of our FQHCs and RHCs
partners also provide dental and behavioral health services.


We reimburse FQHCs or RHCs at rates equal to the amount paid to other providers for similar
services. When recipients receive services from a safety net provider with whom we are not
contracted, we reimburse the provider at a rate equivalent to the FFS rate and then offer the
provider the opportunity to join our network.


We will report, at least quarterly, to the DHCFP payments and visits made to FQHCs and/or
RHCs. We acknowledge that the DHCFP is responsible for FQHC wrap payments.


3.4.11 Out Of State Providers
When it is necessary for recipients to obtain services from an out of state (OOS)
provider, the vendor must negotiate a contract to determine the rate prior to services
being rendered. The vendor must inform the provider to accept vendor reimbursement
as payment in full. The only exception is for TPL. The OOS provider must not bill, accept
or retain payments from Medicaid or Nevada Check Up recipients.


We understand and will comply with the requirements of RFP Section 3.4.11.


In situations where needed services cannot be provided by an in network provider, our Case
Managers initiate care for the recipient using our single case agreement approach with out
of state providers.


It is our practice to contract with providers outside the State service area to meet and
exceed accessibility standards based on existing referral patterns. For example, in the Reno
service area, we will recruit providers who provide services in California for the recipients who
reside in Reno area based upon pre existing and established referral patterns along those
border communities.


When it is feasible to do so, we initiate the contracting process to determine the rate prior to
services being rendered. However, when care needed is urgent or emergent, we obtain the
single case agreements and rate concurrently with the delivery of care to ensure needed
services are delivered promptly.


Regardless of when we contract with a provider, we pay no more than the Nevada Medicaid
FFS rate and inform the provider to accept the reimbursement as payment in full—meaning
recipients will never be charged or balance billed. Our single case agreement includes specific
language that prohibits the provider from collecting payment up front or balance billing the
recipient. Below is an example of this language from our single case agreement:
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PROVIDER shall not seek payment from Member for any Covered Service,
including without limitation amounts PLAN owes to PROVIDER under this Letter
of Agreement, except for any applicable deductible/copayment amounts or for
any non covered services, in which the Member is notified prior to rendering
non covered services.


If our recipients receive a bill or have paid a provider, our case management team can work
with the provider to ensure they understand the requirements of the agreement so recipients
do not incur any balance billing.


Exceptions for third party liability
We use taxpayer dollars wisely by paying claims only when appropriate, as we understand
that Medicaid is the payer of last resort. To prevent inappropriate claims payments, we direct
third party information to our Coordination of Benefits and Third Party Liability Departments.
Claims staff reviews all other payer sources before adjudicating claims payment. We train
coordination of benefits and claims analysts to adhere to written policies and procedures that
maximize other available sources of payment. Our case management team helps to identify
any third party liabilities. Early identification of possible third party liability improves our
ability to effectively act as the payer of last resort.


3.4.12 Obstetrical/GYN Services
3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI


pregnant women enrolled in the Vendor’s program for maternal high risk
factors. These services are defined as preventive and/or curative services and
may include, but are not limited to, patient education, nutritional services,
personal care services or home health care, substance abuse services, and care
coordination services, in addition to maternity care. Any identification of high
risk factors will require the PCP, OB provider, case manager or other health care
professional to refer the woman who is determined to be at risk for preterm
birth or poor pregnancy outcome to the vendor’s Case Manager. As
appropriate, the vendor shall assist the recipient in contacting appropriate
agencies for care coordination of non covered/carved out plan services or
community health information. The vendor’s Case Manager will begin medical
case management services for those risk factors identified.


We understand and will comply with the requirements of RFP Section 3.4.12.1.


We know that since 1990, Nevada has seen its infant mortality rate drop from 9.4 per 100
births to 5.1 per 100 births—a positive trend that already surpasses Healthy People 2020’s
goal†††. Our goal is to help Nevada continue improving its infant mortality rate by partnering


††† http://www.americashealthrankings.org/NV/IMR/2011
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with Access to Healthcare Network OB Case Management Program who is already a Nevada
leader in screening for and working with at risk pregnant recipients.


Screening Pregnant Recipients
From the moment we learn that a recipient is pregnant—through interactive voice response
(IVR) welcome call questionnaires, State enrollment files, self reported by the recipient or
provider, or claims data—we engage with the recipient to ensure we provide her with the
support and information she needs. We screen all pregnant recipients for risk factors such as
substance use, mental health wellness, and high risk conditions such as diabetes, asthma, and
history of preterm delivery.


Once a recipient’s pregnancy is confirmed and considered high risk, we assign the recipient a
Case Manager experienced in OB care and who understand the issues facing the recipient and
arrange for a face to face meeting. During the face to face meeting, we work with the
recipient to:


 Collect her demographic information (including the recipient’s educational and
family status)


 Assess the recipient to help identify her needs (physical, behavioral, environmental,
and cultural)


 Discuss her medical history (including history of prior pregnancies)
 Determine any risks for complications during her pregnancy
 Identify any additional chronic conditions where the recipient may benefit from self


management skills


We offer all pregnant women the opportunity to participate in case management. Because
we engage with pregnant recipients throughout their pregnancy, we use this initial screening
as a baseline for subsequent trimester screenings as a recipient’s needs may change
throughout her pregnancy.


During our initial face to face visit, we also work with the recipient to help her identify an
OB/GYN or PCP (if needed) and assist her with any community, social, or mental health
resources even if she does not agree to participate in case management.


Developing a Holistic Care Plan for Prenatal Care
To help our recipient develop a holistic care plan for her pregnancy, our Case Manager walks
the recipient through developing a plan for her maternity care as well as educational goals
and desires, nutritional needs and services, personal care services or home health care,
substance abuse services when needed, and care coordination services for needs she may
have to address, for example, her barriers to care and socioeconomic issues, which may
include transportation to appointments or setting up a WIC appointment.


Included in her care plan is also a plan for regular contact from the Case Manager and case
manager attendance at her OB appointments, when appropriate. Case Managers work to
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establish trusting relationships with recipients to help provide the recipient with needed
support, which includes helping recipients remove or address any barriers to care. This has
proven to reduce missed appointments significantly and improved outcomes for the birth.


Education


In preparing for pregnancy and childbirth, we make referrals to and encourage recipients to
participate in prenatal and childbirth education that is available within reach of their
geographic location. These services are often available at FQHCs, the hospital where the baby
will be delivered, or other local community agencies.


We educate recipients on the Text4baby program, the largest mobile health initiative in the
nation, using the power of cell phone technology to help pregnant and new mothers keep
themselves and their babies healthy. The service is for pregnant women and mothers with
infants under one year old. Recipients receive customized health information and safety tips
through text messages at no cost. Text4baby delivers information to pregnant and new
mothers need most, reaching them directly on their cell phones. Recipients sign up by texting
BABY (or BEBE for Spanish) to 511411 or by contacting case management. The recipient will
receive free text messages containing expert health tips and safety information, timed to
their due date or the baby’s birth date. After the delivery there is additional text messages on
postpartum depression and education on immunizations and well baby checks.


Alternative Living Needs


In cases where there is a risk of abuse or abandonment, we help our recipients make
alternative living arrangements that can be accessed within 24 hours’ notice. Alternative
living arrangements may be for the baby or the mother and her baby (in cases where there is
partner abuse that endangers the mother and/or baby).


Substance Use


We screen all pregnant women for substance use as we understand the incidence of maternal
opiate use and neonatal abstinence syndrome has increased dramatically in the last decade,
it is important to engage pregnant women with substance use disorder in prenatal care and
to optimize medical care for these women and their babies.


We implemented a specialized case management program called Neonatal Abstinence
Syndrome (NAS) Program, to identify pregnant women with significant substance use,
including opiate addiction. Our clinical case management team works with these women
throughout the pregnancy to engage them in substance use treatment and help them stay in
treatment for the duration of their pregnancy and the year after delivery. We also screen
recipients for co occurring mental health disorders and refer as appropriate.


The same Case Manager follows the baby in the hospital and for the first year of life, whether
or not the baby has NAS. Where fully implemented, this approach has been shown to reduce
the incidence of NAS, reduce the length of NICU stay for those babies with NAS, and promote
the health of the mother and baby during the critical first year of life.
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Co Morbidities


If a pregnant recipient has co morbidities (e.g., asthma, diabetes, cancer, tobacco use,
depression), we coordinate care to ensure they receive the care they need, which may include
home health visits, diabetes education, and nutritional services, to address and manage their
conditions during and after their pregnancy. We work with the recipient and her OB provider
or PCP to address her co morbid conditions to increase the recipient’s chance of a full term,
healthy delivery and reducing complications and a possible NICU admission.


Birthing and Baby Plan


During the course of the pregnancy, the recipient’s Case Manager works with her to develop a
birthing plan and baby plan to help empower her to be her own advocate. If the recipient
desires, we can arrange for her to select a mid wife or doula to meet her needs. We teach
women how to have conversations with providers about their birthing plans, so they are
supported in their wishes. We also help ensure the recipient has transportation to the hospital
(or her selected birthing location), a plan for contacting family and friends, as well as other
logistics she needs to consider.


Starting the 7th month of pregnancy, we help prepare the mother to be for bringing the baby
home. We discuss topics, such as:


 Assessing her needs (Are you prepared to take home a baby? What kind of supports do
you need to become a parent?)


 Assessing baby’s needs (crib, diapers, clothes blankets, safe sleeping)
 Understanding formula and/or breastfeeding benefits and challenges
 Selecting and arranging for pediatric care
 Enrolling in WIC
 Post discharge housing


Continuing Care Following Delivery
Following a recipient’s delivery, her Case Manager follows up with the recipient for six weeks’
post discharge to ensure she attends her post partum care appointments, to screen her for
postpartum depression, and continue education on the importance of keeping baby’s follow
up appointments. Where the recipients need extra supports, additional information, or new
services, we work with her to identify the appropriate providers and/or community services
and coordinate her care. We also discuss vaccine administration, the vaccine for children
program and provide a high level overview of EPSDT services.


Incenting Pregnant Recipients
One strategy for encouraging pregnant recipients’ use of prenatal care is our Pregnancy
Rewards program, a maternity care incentive program to strengthen their perinatal and post
partum case management program and improve perinatal and birth outcomes. Our program
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encourages pregnant recipients to begin prenatal care early and timely prenatal and
postpartum visits and includes:


 Recipient reminders by text message (Text4baby)
 Pregnancy Rewards recipient incentives for completing prenatal and postpartum care


 A diaper and wipe package ($50 value) for completion of Level 3 (11 or more visits
before and 1 visit after delivery)


 Breast pumps for nursing moms – Standard breast pumps available for all nursing
mothers without prior authorization. It requires a prescription from the provider


 Free prenatal and childbirth education classes – Group based classes offered by
childbirth education providers, who are notified that a recipient wants to enroll by the
recipient’s provider. We pay the educator for their services, at no cost to our recipients
Dedicated Perinatal Case Managers


After a live birth, the recipient receives a flyer to remind her to obtain postpartum care and to
call the health plan for the reward. Our staff confirms the qualifying visits and the level of the
award achieved and sends the recipient the selected Pregnancy Reward based on the level of
completion. Our case management staff track and follow through on prenatal and post
partum appointments through claims analysis, provider reports, and self reporting.


Service Discontinuation Notifications
Once perinatal case management services are no longer needed, we notify all current health
providers and integrated case management team recipients. For new mother recipients under
age 18, the PCP also receives a copy of the recipient’s health history. We continue to monitor
the perinatal recipient for at least 60 days post delivery to make sure all of their needs
are met.


Family Planning Referrals
Many perinatal case management recipients will use family planning services during their
case management that also include after delivery options to be discussed with their provider
and Case Manager including Long Acting Reversible Contraceptive (LARC). We offer referrals
to additional family planning services in their communities.


3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will
conduct on site reviews as needed to validate coordination and assess medical
management of prenatal care and high risk pregnancies.


We understand and will comply with the requirements of RFP Section 3.4.12.2.
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3.4.12.3 Obstetrical Global Payment
A. Length of time that the pregnant woman is enrolled with the vendor


is not a determining factor in payment to the obstetrician. Payment
to the delivering obstetrician for normal routine pregnancy shall
be based upon the services and number of visits provided by the
obstetrician to the pregnant woman through the course of pregnancy.
Payments are determined by Current Procedural Terminology (CPT)
codes submitted by the provider. The vendor must provide separate
payment for covered medically necessary services required as a result of a
non routine pregnancy.


We understand and will comply with the requirements of RFP Section 3.4.12.3.A.


Our OB Global payment policy is based on:


 Routine pregnancy: The services provided (determined by CPT code) to the recipient and
the number of visits, not on the length of time a pregnant woman is enrolled in our
health plan.


 Non routine pregnancy: The services provided (determined by CPT code) to the recipient
and the number of visits—not on the length of time a pregnant woman is enrolled in our
health plan—plus separate payment for covered medically necessary services required.


Services provided to pregnant women unrelated to the pregnancy are reimbursed outside of
the global obstetrical payment.


B. A global payment will be paid to the delivering obstetrician, regardless of
network affiliation, when the recipient has been seen seven (7) or more
times. If the obstetrician has seen the recipient less than seven (7) times,
the obstetrician may be paid according to a negotiated rate of less than the
FFS rates established for pregnancy related CPT codes.


We understand and will comply with the requirements of RFP Section 3.4.12.3.B.


C. Network Providers
1. For all cases, the vendor must have policies and procedures in place for


transitioning the eligible pregnant recipient to a network provider.
a. Vendor must allow for a pregnant recipient’s continued


use of their OB/GYN, if at all possible.


We understand and will comply with the requirements of RFP Section 3.4.12.3.C.1.a.


Our transition of care policy includes protocols for transitioning a pregnant recipient to an in
network provider as appropriate. Our recipient services manager is responsible for initiating
recipient notification and transition of care protocols to ensure a smooth transition of care for
our recipients and prevent gaps in service which could negatively impact our recipient’s care.
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Pregnant recipients who transfer into our health plan in the second or third trimester of their
pregnancy may elect to continue with their current maternity provider through the
postpartum period—including an out of network provider.


D. Non network Providers
The vendor may reimburse a non network provider at a negotiated rate of
less than the FFS rates established for pregnancy related CPT codes.


We understand and will comply with the requirements of RFP Section 3.4.12.3.D.


E. New Recipients within the Last Trimester of Pregnancy
A pregnant woman who is enrolled with the vendor within the last trimester
of pregnancy must be allowed to remain in the care of a non network
provider if she so chooses. The vendor must have policies and procedures
for this allowance.


We understand and will comply with the requirements of RFP Section 3.4.12.3.E.


F. Prior Authorization
The vendor’s prior authorization policies and procedures must be consistent
with the provision of prenatal care in accordance with community standards
of practice. The DHCFP, at its discretion, may require removal of the prior
authorization requirement for various procedures based on reported
approval data and any other relevant information. The vendor is required to
provide written notification to all affected network providers within thirty
(30) days of the end of a reported quarter regarding the elimination of the
prior authorization requirement.


We understand and will comply with the requirements of RFP Section 3.4.12.3.F.


We know local care delivery systems vary state to state. When assessing our prior
authorization policies and procedures, it is our practice to meet the community standards
of practice—in other words, we work with the established standards, we do not try to
change them.


If for any reason, prior authorization requirements change, we notify the impacted providers
in writing in advance of the change.


G. Certified Nurse Midwife Services
The vendor must make certified nurse midwife services available to
recipients if such services are available in the vendor's service area. If the
vendor does not have a contract for said services, the vendor may pay the
certified nurse midwife provider according to a negotiated rate not to
exceed the FFS rates established for pregnancy related CPT codes.


We understand and will comply with the requirements of RFP Section 3.4.12.3.G.


154 NV Managed Care Organization RFP No.: 3260







3.4 MEDICAL SERVICES


We will contract with available nurse midwives in Nevada to ensure adequate coverage and
access for pregnant recipients.


H. Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka
SOBRA)
1. When a recipient gives birth to a live infant of any gestational age, and


there is an accompanying provider claim for the delivery, the vendor will
receive the full Maternity Kick payment. In order for the vendor to
qualify for a Maternity Kick payment for either a miscarriage or stillbirth,
the recipient must be in the third trimester of pregnancy, which
commences with the twenty seventh (27th) week of gestation, when
the miscarriage or stillbirth occurs. However, only one Maternity Kick
payment will be processed per delivery episode regardless of how many
babies are delivered. Maternity Kick claim adjudication will be initiated
upon electronic receipt of birth information via the Provider Supplied
Data File. The Provider Supplied Data File will specifically include:
Provider Number, Record Type, Record Creation Date, Recipient Billing
ID Number, Recipient Name, Recipient SSN, Delivery Date, Birth
Indicator, Gender, Birth Provider Number, Birth Location, and
Gestational Weeks Pregnant. Additional birth information may be
requested to complete SOBRA financial reporting. Vendor shall provide
documentation required for verification within 21 calendar days of
request by the DHCFP. Failure to comply may result in rejection of the
SOBRA claim in question.


We understand and will comply with the requirements of RFP Section 3.4.12.3.H.1.


2. The Maternity Kick Payment is intended to offset most of the costs to
the vendors for costs associated specifically with the covered delivery of
a child, including prenatal and postpartum care. Ante partum care is
included in the capitation rate paid for the mother. Costs of care for the
newborn are included in the newborn capitation rate.


We understand and will comply with the requirements of RFP Section 3.4.12.3.H.2.


3. The DHCFP will not pay a SOBRA payment when there is no
accompanying provider claim for the delivery.


We understand and will comply with the requirements of RFP Section 3.4.12.3.H.3.
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4. Maternity Kick Payment requests must be submitted within 270 days
from date of delivery. The DHCFP will process and pay requests for
payment within 30 days of receipt of the verifiable SOBRA request as
defined in the Forms & Reporting Guide.


We understand and will comply with the requirements of RFP Section 3.4.12.3.H.4.


I. Family Planning Services
1. The vendor is prohibited from restricting the recipient’s free choice of


family planning services and supplies providers. Federal regulations
grant the right to any recipient of childbearing age to receive family
planning services from any qualified provider, even if the provider is not
part of the vendor’s provider network. The vendor may not require
family planning services to be prior authorized. Family planning services
are provided to recipients who want to control family size or prevent
unwanted pregnancies. Family planning services may include education,
counseling, physical examinations, birth control devices, supplies,
and Norplant.


We understand and will comply with the requirements of RFP Section 3.4.12.3.I.1.


In 2010, 29,000 Nevada women had an unintended pregnancy—a rate of 54 per 1,000 women
aged 15–44. In 2013, 187,410 women in Nevada were in need of publicly supported
contraceptive services and supplies.‡‡‡ We understand the need for family planning services
and supplies, which is why we do not restrict family planning services and supplied or require
prior authorization for obtaining their services.


Our Member Handbook contains information on how to obtain family planning benefits.
Family planning services as above require no prior authorization. If the recipient needs
assistance finding a women’s’ health provider, we can assist her. We will reduce any barriers
to family planning services such as transportation.


2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are
included for recipients twenty one (21) years of age or older. Tubal
ligations and vasectomies to permanently prevent conception are not
covered for any recipient under the age of twenty one (21) or any
recipient who is adjudged mentally incompetent or is institutionalized.


We understand and will comply with the requirements of RFP Section 3.4.12.3.I.2.


‡‡‡ https://www.guttmacher.org/fact sheet/state facts publicly funded family planning services nevada
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3. The vendor must, at a minimum, pay qualified out of network providers
for family planning services rendered to its recipients at the FFS rate
paid by the DHCFP. The vendor will be responsible for coordinating and
documenting out of plan family planning services provided to its
recipients and the amounts paid for such services.


We understand and will comply with the requirements of RFP Section 3.4.12.3.I.3.


J. Abortions
1. The vendor may only cover abortions in the following situations:


a. If the pregnancy is the result of an act of rape or
incest; or


b. In the case where a woman suffers from a physical
disorder, physical injury, or physical illness, including a
life endangering physical condition caused by or arising
from the pregnancy itself, which would, as certified by a
physician, place the woman in danger of death unless an
abortion is performed.


No other abortions, regardless of funding can be provided as a benefit
under the contract.


We understand and will comply with the requirements of RFP Section 3.4.12.3.J.1.a b.


Our prior authorization service for elective terminations requires the provider to supply a
medical necessity form and confirm it is needed because:


 The pregnancy is the result of an act of rape or incest OR
 The recipient suffers from a physical disorder, physical injury, or physical illness, including


a life endangering physical condition caused by or arising from the pregnancy itself, which
would, as certified by her provider, places the woman in danger of death unless an
abortion is performed


If those requirements are not met, we recipient’s assigned Case Manager works with her to
identify other sources of abortion services for the recipient.
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K. Low Birth Weight Babies
The capitation payment for the 0 1 age group will be adjusted to allow
funding for a low birth weight supplemental payment for vendors. This
amount will be determined by the State’s actuary, and will remain budget
neutral to the State. Money drawn from the 0 1 age group will be
distributed in an actuarially sound manner to offset expenses to any vendor
that receives a disproportionately large number of low birth weight babies.
It is not expected that the money will end up evenly distributed between
the vendors, nor is it expected that these supplemental payments will fully
offset the actual medical cost of these low birthweight babies.
Once determined and agreed upon by the submitting vendor and the
DHCFP as meeting the criteria for payment, any claims will be paid within 30
days of receipt by the DHCFP.
The distribution will be incident based throughout the year and there will
be no requirement for bundling of claims by the vendors. Although incident
based, it is not limited bybirth episode criteria but rather will be paid out for
each child delivered; i.e. twice for twins, three times for triplets, etc. The
weight to be considered low birth weight will be determined by the State
with the mutual agreement of the State’s actuary and both vendors, and
with the understanding that the actual weight in grams may be considered
very low birth weight, or worse, by some national standards.
The low birth weight funds determined by the State’s actuary are drawn
from what would otherwise be paid in the form of capitation. Because the
methodology applied must be neutral to the State, and there exists the
possibility that, should enrollment trend exceed expectations, a deficit or
surplus may occur. The number of low birth weight payments made during
a plan year will be a function of caseload using a methodology determined
by the DHCFP and its actuary and will adjudicate in accordance with birth
date and time. No supplemental payments will be made for deliveries
beyond the number funded. Conversely, should deliveries fall short of the
number funded, any surplus will be paid back to the plans as in a
manner determined by the State’s actuary, and mutually agreed upon by
the vendors.


We understand and will comply with the requirements of RFP Section 3.4.12.3.K.


We invite all women into case management in their first trimester of pregnancy to build a
trusting relationship and offer co visits with the case manager to increase knowledge
and understanding of prenatal development. The goal is to increase and encourage
adherence to OB appointments to improve the health of mothers and babies and minimize
low birth weight babies. We invite pregnant mothers who smoke to participate in our tobacco
cessation program.
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L. Immunizations
The vendor shall require its network providers to enroll and participate in
the Vaccines for Children Program (VFC), which is administered by the
DPBH. The Immunization Program will review and approve provider
enrollment requests. The vendor shall require VFC enrolled providers to
cooperate with the DPBH for purposes of performing orientation and
monitoring activities regarding VFC Program requirements.
Upon successful enrollment in the VFC Program, providers may request
state supplied vaccine to be administered to recipients through eighteen
(18) years of age in accordance with the most current Advisory Committee
on Immunization Practices (ACIP) schedule and/or recommendation, and
following VFC program requirements as defined in the VFC Provider
Enrollment Agreement.
The vendors must reimburse the VFC provider for the administration
of vaccinations when immunizations were provided to their
enrolled recipients.


We understand and will comply with the requirements of RFP Section 3.4.12.3.L.


The CDC estimates that the Vaccines for Children (VFC) Program will help prevent
322 million illnesses and health avoid 732,000 deaths for children born between
1994–2013.§§§ We believe in the importance of this program in preventing illness
and death, which is why all our provider contracts contain the requirement to enroll and
participate in the life saving program.


Recipients and providers will find information about the Nevada VFC program in the Member
Handbook, the website under health and wellness and the provider handbook. We train our
provider’s on the VFC program and the importance to participate in the program to better
coordinate the care and services of their recipients.


We reimburse the VFC provider for the administration of vaccinations when immunizations
are provided to our enrolled recipients utilizing the Nevada Market Medicaid Fee Schedule.


3.4.13 Mental Health Services
Mental health is an integral part of holistic health care. The vendor shall take affirmative
steps to ensure that covered, medically necessary mental health services are provided
to enrolled recipients.


We understand and will comply with the requirements of RFP Section 3.4.13.


§§§ http://www.cdc.gov/features/vfcprogram/
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We take extra measures to ensure that our recipients are able to access mental health,
substance abuse, and mental health rehabilitative services within the context of receiving
comprehensive, person centered care. Two strategies we use are:


1. Reimbursing individual or group behavioral health providers to hold appointments open in
their schedule for urgent appointments


2. Expanding behavioral health access through evidence based services such as mobile crisis
teams, 24/7 telephonic lines, and drop in centers.


All of our programs, including those to address mental health needs, put the recipient and
their needs and values first because we know that addressing all the aspects of their health
reduces barriers to care. We understand and practice whole person care throughout all our
health plan services like recipient services, utilization management, and case management.


Through more than three decades of experience, we have learned that many of our recipients
are confronted with complex physical and behavioral health conditions as well as significant
social factors that when uncoordinated lead to barriers in obtaining needed services. Because
access to a full spectrum of providers is essential in helping the recipient meet all their health
care needs, we work to minimize the complexity and fragmentation of services.


Our predictive modeling tool, which identifies recipients who are candidates for high and
low risk chronic condition management, shows that our highest risk recipients have multiple
physical and behavioral health conditions: 70 percent to 90 percent had comorbid behavioral
health conditions.


Factors that drive modeling include medical, behavioral, and pharmacy diagnoses, and claims
data. The tool predicts the likelihood of integrated case management making an impact and
ranks all plan recipients from highest to lowest risk.


3.4.13.1 Mental Health Parity
A. The vendor must not apply any treatment limitation to mental health or


substance use disorder benefits in any classification that is more restrictive
than the predominant treatment limitation of that type applied to
substantially all medical/surgical benefits in the same classification
furnished to recipients. Whether a treatment limitation is a predominant
treatment limitation that applies to substantially all medical/surgical
benefits in a classification is determined separately for each type of financial
requirement or treatment limitation.


We understand and will comply with the requirements of RFP Section 3.4.13.1.A.


Every day we see the benefits of the Mental Health Parity and Addiction Equity Act (MHPAEA)
for our recipients. We recognize that 20 percent of Medicaid recipients have mental health
diagnoses or cope with substance use disorders (MH/SUD), which often interfere with their
ability to engage in needed services. In addition, recipients with mental health diagnoses are
at higher risk for chronic medical conditions.
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We have developed a fully integrated approach to comprehensive, coordinated health care
that supports physical, behavioral, and pharmaceutical services—including social services—
for our recipients.


We fully support the goals of the MHPAEA, and we are dedicated to providing access to
comprehensive MH/SUD services and supports that is equivalent to medical/surgical access.
We are an industry leader in assuring clinical and financial models are parity compliant. Our
processes, policies, and procedures comply with MHPAEA at all levels of our program.


When MHPAEA passed in 2008, we implemented a national MHPAEA compliance workgroup,
comprising network, regulatory, clinical, and legal subject matter experts to conduct a
thorough review of and respond to the impact of MHPAEA on all key organizational functions
such as benefits, clinical case management processes and network contracting. When the
Proposed Rules for Medicaid were released we leveraged the experience of this MHPAEA
compliance workgroup to begin testing our programs.


What We Have Already Done
 Provided out of network coverage for behavioral health benefits when made available for


medical and surgical benefits.
 Created a multi departmental work group that includes senior leadership to evaluate and


continuously monitor program compliance with MHPAEA.
 Identified comparable service types between behavioral health and physical health service


subcategories.
 Compared behavioral health and physical health utilization to ensure we maintain


MHPAEA compliance within Medicaid prior authorization requirements.
 Conducted MHPAEA overview trainings for our Medicaid Compliance officers.
 Developed MHPAEA training content specific to utilization management, case


management, pharmacy, network contracting, and provider credentialing.
 Eliminated prior authorization non quantitative treatment limitations to behavioral


health benefits in any classification more stringently than the processes, strategies,
evidentiary standards, or other factors applied to medical surgical/benefits in the same
service classification unless required by the State.


Evidence Based Criteria
We adhere to NCQA Health Plan Accreditation requirements for utilization management and
will comply with Federal and State requirements for medical necessity determinations, and all
related State contract requirements.


In accordance with MHPAEA, we ensure that medically necessary covered services are not
arbitrarily or inappropriately denied or reduced in amount, duration or scope. This begins
with adopting and/or developing evidence based clinical support criteria for use by medical
necessity review staff. For both medical and mental health services, our review process
evaluates the existing criteria, determines any recommendations or changes and final
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acknowledgement or acceptance of the criteria, and will involve appropriate providers in
developing, adopting, and reviewing criteria.


In setting criteria, we consult:


 Criteria required by applicable State or Federal regulatory agencies
 Pharmacy clinical guidelines
 Behavioral health clinical guidelines from recognized agencies, such as American


Psychiatric Association, American Society of Addiction Medicine, and other
recognized sources


 Applicable MCGs as the primary decision support for most medical diagnoses
 Internal Clinical Policy Bulletins (monographs based on objective, credible sources, such as


scientific literature, guidelines, consensus statements, and expert opinions)
 Internal Clinical Policy Council Review


Notice of Action
To ensure transparency in determinations, we provide requested benefit and clinical criteria
information to review medical necessity determination factors. We also provide the reason
for denial of reimbursement or payment with respect to the mental health or SUD benefits to
recipients or requesting providers as part of our utilization management process.


Our Ongoing Evaluation and Compliance with MHPAEA
We conduct ongoing monitoring of compliance with MHPAEA through a variety of means
including our review of benefit authorization requirements, authorization processes, and
applicable limits, recipient appeals and grievances, recipient satisfaction surveys, PCP
screening of and referring recipients to MH/SUD services, medication utilization including
psychotropic drugs, inpatient utilization, inter rater reliability reports and GeoAccess reports.
These reviews will allow us to determine and respond to changes in access to and utilization
of MH/SUD services and supports.


B. The vendor may not impose a nonquantitative treatment limitation for
mental health or substance use disorder benefits in any classification unless,
under the policies and procedures of the vendor as written and in
operation, any processes, strategies, evidentiary standards, or other factors
used in applying the nonquantitative treatment limitation to mental health
or substance use disorder benefits in the classification are comparable to,
and are applied no more stringently than, the processes, strategies,
evidentiary standards, or other factors used in applying the limitation for
medical/ surgical benefits in the classification. Nonquantitative treatment
limitations include:
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1. Medical management standards limiting or excluding benefits based on
medical necessity or medical appropriateness, or based on whether the
treatment is experimental or investigative;


2. Formulary design for prescription drugs;
3. Network tier design (such as preferred providers and participating


providers);
4. Standards for provider admission to participate in a network, including


reimbursement rates;
5. Methods for determining usual, customary, and reasonable charges;
6. Refusal to pay for higher cost therapies until it can be shown that a


lower cost therapy is not effective (also known as fail first policies or
step therapy protocols);


7. Exclusions based on failure to complete a course of treatment;
8. Restrictions based on geographic location, facility type, provider


specialty, and other criteria that limit the scope or duration of benefits
for services provided; and


9. Standards for providing access to out of network providers.


We understand and will comply with the requirements of RFP Section 3.4.13.1.B.1 9.


Our senior medical management leadership has been fully engaged and supportive of
the gap analysis and evaluation at each of our Medicaid health plans. Our timeline for full
completion and compliance with the Mental Health Parity Act is ahead of target for the
national requirements.


Our continued partnership and close coordination with the DHCFP will facilitate the careful
review of the application of Non Quantitative Treatment Limits (NQTLs) as we compare
physical and behavioral health services and their application to all services, including but not
limited to home and community based and long term support services.


We evaluate and measure our compliance to MHPAEA through a multifaceted approach,
including policy review and adherence in respect to benefit authorization requirements,
authorization processes, and applicable limits. We will ensure that medical necessity
determinations for mental health or substance use benefits are available to all recipients in
the same manner as physical health benefits. We use evidentiary processes to review clinical
criteria for mental health and SUD services in the same way we do for medical and surgical
benefits. These types of benefits are in the same classification when determining the extent of
a benefit that is subject to NQTLs.


Network Providers and Out of Network Access
While we have well developed processes for providing out of network services when
necessary, we will conduct comprehensive ongoing monitoring and development of our
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physical and behavioral health network of providers. This ongoing development allows us to
maintain and exceed recipients’ satisfaction rates and access to care standards.


To do this, we will review multiple data sources, including quarterly GeoAccess® analyses,
appointment availability audits, recipient grievance information, closed panel reports and
non participating provider paid claims. If a network inadequacy or gap is discovered, our
Network Development team creates a plan to close the gap.


We are on the leading edge of providing telehealth services as one of several strategies to
improve recipient access. We are committed to providing services that are focused on
resiliency and recovery. With parity values in the forefront, we offer our recipients access to a
continuum of care, always working with the recipient and provider to ensure services are
delivered in the least restrictive setting, while continuing to respect and evaluate the
recipient's safety needs.


C. The following classifications of benefits are the classifications used in
applying mental health parity: inpatient services, outpatient services,
emergency care, and prescription drugs.


We understand and will comply with the requirements of RFP Section 3.4.13.1.C.


D. The vendor must complete analysis of its compliance with mental health
parity and provide documentation to the DHCFP of this compliance by
September 15, 2017.


We understand and will comply with the requirements of RFP Section 3.4.13.1.D.


Our behavioral health team has reviewed the rule, completed a gap analysis, and our timeline
for completion and compliance is on target.


3.4.13.2 The vendor shall provide the following services:


A. Inpatient Psychiatric Services
1. To enable access to care, the vendor may provide services in alternative


inpatient settings that are licensed by the State of Nevada, in lieu of
services in an inpatient hospital such as Institutions for Mental Diseases
(IMDs). These alternative settings must be lower cost than traditional
inpatient settings.


2. The vendor is required to negotiate in good faith with Southern Nevada
Adult Mental Health Services (SNAMHS) and Northern Nevada Adult
Mental Health Services (NNAMHS).


We understand and will comply with the requirements of RFP Section 3.4.13.2.A.1 2.


We appreciate the importance of having a full continuum of behavioral health services that
are fully integrated with physical health services to provide for the continuity of care required
during the treatment of behavioral health conditions. Making sure that Medicaid recipients
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get the right care at the right time is critical for their quality of life. By offering
evidence based alternatives to an inpatient or emergency room admission when
indicated, the recipient can stay in his/her community, surrounded by their supports and
familiar surroundings.


Avoiding higher levels of care promotes self efficacy/symptom management for the recipient
and their families and protects them from unnecessary confinement. In addition, the
appropriate level of care protects the financial resources for the plans and State. Our
practices align with the DHCFP’s goals in that our providers treat the recipients in the same
way/recovery, person centered principles to engage the recipients in high quality continuum
of care.


Our Fully Integrated System of Care brings together the physical, behavioral, and social needs
to provide a holistic, person centered approach to providing recipient’s the right care so they
can achieve important clinical and functional outcomes: at home, in school, at work, in the
community, and throughout life. Results of a high performing Fully Integrated System of
Care include:


 Improved health of individuals and lower cost of care
 Improved access to an expanded array of coordinated, community based, culturally and


linguistically competent treatments, services and supports
 Re balancing care from inpatient and long term institutional care to home and


community based treatment, services and supports
 Lower total cost of care


We agree to negotiate in good faith with SNAMHS and NNAMHS to meet recipient specific
needs and to coordinate care within our Fully Integrated System of Care.


Enabling access to behavioral health care
In 2015, we identified an opportunity to better impact the follow up of behavioral
health care post discharge of an inpatient stay and the transition of pediatric


recipients into adult care. The behavioral health data analysis and the
information regarding transition of care of recipients were presented to the Quality
Management/Utilization Management (QM/UM) Committee for recommendations.


As a result, we developed a behavioral health PIP aimed at better preparing and
assisting pediatric recipients in obtaining care by their 18th birthday (or emancipation


from being a minor). Recommendations and input from the QM/UM resulted in isolating
what information and language would be most beneficial for a pediatric recipient in


selecting a PCP. The feedback prompted a process enhancement for case management and
quality to identify and target the recipient before his or her transition into adult care.
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B. Mental Health Outpatient Clinic
The vendor shall develop and provide information to the DHCFP on their
incentives encouraging diversions from emergency rooms and psychiatric
hospital placement into outpatient clinics, when appropriate.


We understand and will comply with the requirements of RFP Section 3.4.13.2.B.


Diversion from higher levels of care consists of a multitude of methods from telephonic
hotlines to mobile crisis teams conducting a face to face assessment in a variety of settings
like an emergency department or a recipient’s home through a facility offering ambulatory
stays to allow recipients to work through their issues.


Our Integrated Care Management program helps facilitate access to a continuum of services
and supports based on the intensity and complexity of each recipient’s needs and decrease
avoidable emergency department utilization and psychiatric hospital placement.


Our accessibility standards for medical and behavioral health providers are listed below
(Table 3.4 7). As an incentive to providers, we pay individual or group behavioral health
providers to hold appointment in their schedule for urgent recipient needs. We pay the
providers for the time even if the appointment slots are not used. This helps ensure recipients
can be seen for counseling on the same day.


Table 3.4 7: 2015 Provider Appointment Accessibility


Standard for Appointment Access Goal


Appointment within six hours for a non threatening emergency 100%


Appointment for urgent care within 48 hours 100%


Routine appointment within 2 weeks/10 business days 100%


Appointment post admission within seven (7) calendar days after hospital discharge 100%


Alternative service models for diversion from inpatient level of care include building
relationships with and developing services where there are gaps. We use services that are
most appropriate for the recipient including community resources:


 Mobile crisis teams
 24/7 telephonic lines
 Intensive Outpatient Programs
 Partial hospitalization
 Residential Treatment Centers
 Crisis stabilization/Respite centers
 Behavioral Health Urgent care
 Drop in centers
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 Health homes
 Psychiatric Rehabilitation Treatment Centers (PRTF)
 Supportive housing/group homes
 Peer warm lines
 Telehealth services
 Same day outpatient urgent appointments


C. Mental Health Rehabilitative Treatment Services;


We understand and will comply with the requirements of RFP Section 3.4.13.2.C.


We contract with psychiatric rehabilitation services that embrace recipients in a welcoming,
engaging environment because we find that this welcoming approach encourages recipients’
strengths, choices, achievements, creativity, and goals. They provide the education and skill
building opportunities to develop healthier, more rewarding lives.


The approach is based on three principles:


1. Help recipients strengthen their social skills to build strong relationships and
support networks


2. recipients in recovery must take an active role in their path to wellness, with an emphasis
on setting and achieving goals, no matter how small


3. Empowerment and knowledge are essential to achieving sustained, long term recovery


D. Psychologist;
E. Outpatient Psychiatric;
F. Residential Treatment Center (RTC);


We understand and will comply with the requirements of RFP Section 3.4.13.2.D–F.


G. Case Management;


We understand and will comply with the requirements of RFP Section 3.4.13.2.G.


We have expanded our case management program to include our Care Coordination and Case
management partners Access to Healthcare Network OB Case Management Program who,
upon DHCFP approval, will assist us as a delegated entity to provide Care Coordination and
Case Management Services to our Nevada Medicaid and Check Up recipients. Access to
Healthcare Network OB Case Management Program is a trusted Nevada Non Profit
Organization who has been excelling and creating services and programs designed to assist
individuals, families and businesses manage health care effectively and efficiently for the non
insured population. They work with network providers to ensure prompt payment,
appropriate reimbursement rates, to increase access to care wrap around services that
recipients need. Their model has been successfully achieving improved health outcomes,
increased cost efficiency, and enhanced patient satisfaction. The success of this program
stems from its program philosophy and design which includes:
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 Relationships – foundation of mutual trust and respect using region based solutions
including PCPs, specialists, FQHCs, Medical Schools, Rural Health clinics, Telehealth,
Pharmacists, Aging and Disability Resource Centers (ADRCs) and a fully integrated
Advisory Committee to solidify these relationships.


 Recipient Centered Engagement – Recipient investment and commitment allowing
individuals to make their own decisions and guidance in finding their individual
personal motivation.


 Social Determinants of Health – Through community resources, we ensure recipients have
access to affordable and stable housing, nutritional foods, transportation, and access to
quality care.


 Care Coordination – Prompt identification to any barriers to meeting clinical needs
including health care system navigation, referral and authorizations, assisting in finding
providers, making appointments and arranging transportation, Access to Care also
provides access to financial planning services.


 Education – Chronic condition disease self management education via the Stanford
Chronic Disease Self Management programs tools and teaching methods allow education
for our recipients on topics such as: self care protocols, exacerbation warning signs,
emergent/urgent care options, proper nutrition, general health and health care literacy
increase the likelihood of success in managing Chronic conditions in our person centered
model of care.


 Behavioral Health During the psychosocial assessment process, mental health needs are
identified and services from these providers are arranged and integrated into the
recipient’s care plan.


 Value Adds – Financial coaching and assistance with taxes adds to the model by teaching
recipients financial responsibility, how tax liabilities can be offset with health care and
grants to match Health Savings Account Contributions are part of the program package.


H. Habilitation Services:


We understand and will comply with the requirements of RFP Section 3.4.13.2.H.


I. Methadone Treatment; and
J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient


Treatment.


We understand and will comply with the requirements of RFP Section 3.4.13.2.I–J.


Opioid addiction is quickly becoming one of the most prevalent issues our health plans and
providers face. According to the American Society of Addition Medicine, of the 21.5 million
Americans 12 or older that had a substance use disorder in 2014, 1.9 million had a substance
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use disorder involving prescription pain relievers and 586,000 had a substance use disorder
involving heroin.**** Per units prescribed per 100,000 patients, Nevada ranks:


 2nd highest for hydrocodone (Vicodin and Lortab)
 2nd highest for oxycodone (Percodan and Percocet)
 4th highest for methadone
 7th highest for codeine


To help address this growing trend, we work with our network of PCPs to enhance their
understanding of issues and challenges facing our recipients to help and encourage them to
become certified to provide methadone as well as other medication assisted treatments—
especially in rural service areas.


We encourage and promote through incentive payments the use of Screening, Brief
Intervention, and Referral to Treatment (SBIRT), and evidence based practice to identify,
reduce, and prevent problematic use, abuse, and dependence on alcohol and illicit drugs. In
Nevada, we will implement a MHFA training program and provide a trauma informed care
program to help providers better manage the changing needs of our Nevada recipient.


As part of our network development approach, we seek and contract with providers who
deliver a continuum of substance use disorder (SUD) treatment and co occurring treatment
options. We also work with our network providers to increase the number of providers who
are trained in Medication Assisted Treatment (MAT). We:


 Offer SUD specialist credentialing
 Provide plan staff, network providers, and recipients the ability to search for SUD


providers in our Network Provider Database
 Offer telebehavioral health SUD services
 Include requirements in our provider contracts that


 Require OB/GYNs to implement SBIRT
 Provide value based solution for addressing SUDs in general and opiates in particular


 Reimburse for CPT codes for SBIRT
 Deliver training and tools for health plan prior authorization and clinical staff to manage


an array of SUD services offered in their State using MCG, LOCUS and CASII
 Offer pharmacy management oversight, including monitoring provider practice patterns


**** http://www.asam.org/docs/default source/advocacy/opioid addiction disease facts figures.pdf
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3.4.14 Coordination with Other Vendors and Other Services
3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to


implement procedures to coordinate services it may provide to the recipient
with the services the recipient may receive from any other vendor including
dental. Upon request or notification of need, the vendor is required to
communicate with other vendors serving the recipient the results of its
identification and assessment of any special health care needs to ensure that
services are not duplicated, and to ensure continuity of care. The vendor’s
procedures must ensure that, in the process of coordinating care, each
recipient’s privacy is protected consistent with the confidentiality requirements
in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and
Accountability Act (HIPAA)].


We understand and will comply with the requirements of RFP Section 3.4.14.1.


We are creating exciting opportunities for our provider partners through our highly
innovative, HIPAA compliant Population Health Management Technology Platform — a
collaborative information platform to share and aggregate actionable data across systems
and organizations, thus promoting effective and efficient care coordination—particularly for
complex, high risk individuals.


Our mature Fully Integrated System of Care improves recipients’ ability to function in the
most integrated setting—home, work, or in the community. We neither duplicate nor
disrupt existing clinical relationships because we understand this can worsen an already
challenging situation.
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Figure 3.4 10: Fully Integrated System of Care


According to the Institute of Medicine, while less than 10 percent of Medicaid patients receive
uncoordinated care, those receiving fragmented care account for an average of 46 percent of
drug costs, 32 percent of medical costs, and 36 percent of total costs for the population.††††


That is why we developed and implemented a Fully Integrated System of Care that blends
physical and behavioral health by coordinating all:


 Initial screenings of each recipient to identify individual care and care coordination needs
no later than 90 days of enrollment date


 Access to all Medicaid covered services
 Non covered physical health and behavioral health services the recipient needs
 Psychosocial services/supports regulated by government agencies or offered by


community based organizations
 Care Planning based on identified needs, preferences, and sharing the person centered


care plan with those involved in the care of the recipient to avoid service duplication.
 Care transitions into the plan, out of the plan, and from one setting to another.


†††† Institute of Medicine (US) Roundtable on Evidence Based Medicine; Yong PL, Saunders RS, Olsen LA, editors.
The Healthcare Imperative: Lowering Costs and Improving Outcomes: Workshop Series Summary. Washington
(DC): National Academies Press (US); 2010. Synopsis and Overview. Available from:
http://www.ncbi.nlm.nih.gov/books/NBK53923/
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Working with the recipient and other vendors serving the recipient, our Case Manager
assembles all entities to develop an interdisciplinary care team. The interdisciplinary
care team:


 Collaborates to develop a comprehensive, holistic, individualized care plan that expresses
how the recipient’s assessed and articulated goals, needs, and preferences will be met


 Identifies systemic drivers and constraints that are the root causes of current health
care barriers


 Promotes opportunities for improved outcomes for recipients through improved
person centered service planning, ensuring services not duplicated


To ensure recipient’s privacy, we abide by the HIPAA Privacy Rule across the spectrum of the
Fully Integrated System of Care. Our staff have access to recipients’ records based on their
need to know in order to complete their job function.


3.4.14.2 The vendor case managers will be responsible for coordinating services with
other appropriate Nevada Medicaid and non Medicaid programs. This
coordination includes referral of eligible recipients, to appropriate community
resources and social service programs, including supportive housing.


We understand and will comply with the requirements of RFP Section 3.4.14.2.


One of the overarching goals of Healthy People 2020 is creating “social and physical
environments that promote good health for all.”‡‡‡‡ To help our recipients achieve this goal,
we know it is our responsibility to connect our recipients with appropriate community
resources and social services—including housing, employment, transportation, and access to
nutritious foods.


Our Case Managers coordinate services with WIC, shelters for homelessness and abuse, and
community mental health centers and other community partners based the needs expressed
by our recipients. Our Fully Integrated System of Care model provides the structure for
coordinating and referring our recipients to community resources and community based
programs, such as supportive housing. Our person centered care plan includes any referrals to
appropriate community resources, social services, housing programs, or other non covered
benefits, based on individual needs. Our integrated care team experience has proven effective
in working collaboratively to meet recipient specific needs. We will work with all community
programs, local social networks, providers, and state agencies to assist the recipients to
ensure they have access and knowledge of the services and resources available to them, such
as GED programs, employment programs or affordable housing.


‡‡‡‡ http://www.healthypeople.gov/2010/hp2020/advisory/SocietalDeterminantsHealth.htm
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3.4.14.3 In addition to routine care coordination with other vendors, the vendor is 
responsible for designating a specific clinician or case manager to ensure 
continuity of services for recipients with special needs. These recipients may 
include, but are not limited to: juveniles temporarily detained by a state or 
county agency; seriously emotionally disturbed children, adults with severe 
mental illness and individuals with substance abuse disorders; Children with 
Special Health Care Needs; homeless recipients; recipients with chronic 
conditions; and, women with high-risk pregnancies). Care coordination must 
address critical issues such as out-of-home placement, specialized mental 
health services and therapies, and needs that may typically be filled by 
community resources and social service programs. 


We understand and will comply with the requirements of RFP Section 3.4.14.3. 


We recognize that recipients with special needs are diverse individuals with varying medical 
and behavioral-health issues that are often complicated by socioeconomic or geographic 
factors. These recipients may include, but are not limited to: juveniles temporarily detained 
by a State or county agency; seriously emotionally disturbed children, adults with severe 
mental illness and individuals with substance abuse disorders; Children with Special Health 
Care Needs; homeless recipients; recipients with chronic conditions; and, women with high-
risk pregnancies. Because serving this population requires care that addresses each person’s 
unique circumstances, our Case Managers are specifically educated on these populations and 
use evidence based condition specific assessments with branching logic which guides the case 
manager to more detailed assessments and interventions depending on the acuity of the 
recipient. In addition, our case managers standardly assess any recipient with substance 
abuse for co-occurring mental and physical health issues to make certain that all conditions 
are comprehensively treated. We work with all providers, community supports, targeted care 
managers when appropriate and any other non-traditional provider. We function as a single 
point of contact and support for the recipient so that we can provide seamless continuity of 
services and improve the quality of life and health outcomes. 


Our Case Managers use an effective, Fully Integrated System of Care and service delivery 
approach to ensure we address recipients’ assessed and articulated needs in a holistic, 
coordinated manner—including care coordination of critical issues such as out-of-home 
placement, transitioning from a detention center, coordination of specialized mental health 
services and therapies, and needs that may typically be filled by community resources and 
social service programs. Used together with our Integrated Care Management program, our 
Fully Integrated System of Care helps to ensure each recipient with special needs achieves the 
best possible care outcomes. 
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Risk Stratification for Recipients with Special Needs 
Recipients with special health care needs may have an increased risk of serious or chronic 
physical, developmental, behavioral, or emotional conditions. We identify these  
recipients through: 


• Our outreach process 
• Predictive modeling system in which individuals are stratified into the appropriate level of 


case management  
• Through self-referral, provider referral, or from a community agency or partner referral 
• Using specialized assessments such as integrated biopsychosocial assessment.  


Using these methods to identify recipients with special needs, we can begin stratifying 
recipients to ensure our highest risk (Intensive) recipients' assessments are prioritized and are 
assessed promptly face to face by a registered nurse. Figure 3.4-11 illustrates our risk 
groupings and stratification. 


Figure 3.4-11: Case Management and Disease Management Stratification Levels 


 
Risk stratification allows us to monitor our recipients closely and specify the appropriate care 
and services to meet their needs. Recipients at the highest risk are stratified as intensive, and 
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lower risk recipients stratify as supportive. Recipients with special needs, who stratify as
intensive, receive monthly contact from their Case Manager and are seen face to face at least
quarterly. If recipients have a change in condition they will be offered a face to face
comprehensive reassessment.


Caseloads vary by service level given the variation and frequency of the interactions with the
recipient and his/her care team. If case managers carry a mixed caseload a case weight is
applied to ensure they have the appropriate capacity to meet the needs of their recipients.
Table 3.4 8 shows our standard caseload by service level.


Table 3.4 8: Standard caseload by service level


ICM Service Level ICM Caseload Ratios


Intensive 1:41


Case Managers as the Single Point of Contact
Each intensive or supportive recipient with special needs is assigned a Case Manager to serve
as their single point of contact. To ensure a recipient’s Case Manager understands and can
provide the right services in the right way at the right time, we require and/or provide
training to all of our case managers on topics such as:


 Social Determinants of Health
 Cultural and disability competency
 Management and self management of chronic conditions (disease management)
 Nutrition
 Behavioral health
 Counseling
 Communication techniques
 Advanced directives
 Durable medical equipment
 Dementia or other cognitive issues
 Caregiver strain
 Psychotropic medication
 Age related support issues
 End of life issues
 Readiness to change
 Care transitions
Circle of Support for Recipients with Special Needs
Having a circle of support is critical for recipients with special needs. Working with the
recipient, the assigned Case Manager walks him or her through selecting who will be part of
their interdisciplinary care team. While the recipient’s interdisciplinary care team may include
whomever they chose, the Case Manager will recommend the recipient include their PCP,
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needed specialists, community based agencies that serve the recipient’s needs (e.g.,
supportive housing, vocational rehabilitation, Narcotics Anonymous), school systems, and/or
representatives from the juvenile or adult justice systems.


Once formed, the interdisciplinary care team supports the recipient and the Case Manager
in the development of a specialized person centered care plan that meets his or her
specialized needs. With the recipient at the center of its focus, the interdisciplinary care team
works to address all the needs outlined in the care plan. For example, they may assist the
recipient with:


 Removing or reducing barriers to care
 Coordinating with external entities such as housing coordinators, food pantries or other


entities to meet social determinants
 Locating specialists (e.g., providers who specialize in high risk pregnancies) and


making appointments
 Coordinating with community or county available services such as vaccines for children or


nutritional programs like Women, Infants, and Children (WIC)
 Coordinating with juvenile justice systems, criminal justice systems to assist recipients in


their care or transition needs
 Collaborating with recipients for chronic condition self management
 Coordinating transition of care activities to ensure appropriate placements and discharges
 Coordinating with mental health or substance use agencies
 Coordinating with child welfare agencies, adult protective services, public fiduciary, and


other social service programs to meet specific unmet needs
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Ensure continuity of services for recipients with special needs
At 17 years old, John was shot three times. After spending five months moving back and


forth between the hospital and the rehabilitation facility, he returned home to continue his
recovery. When his Case Manager visited him shortly after he was discharged, she quickly
realized that neither John nor his mother fully understood how to care for John’s needs.


John’s Case Manager arranged for a home health nurse to visit John the next day.
Upon assessing John’s situation, his home health nurse noticed that he had wounds caused


from his catheter. His home health nurse recommended he be admitted to the local
children’s hospital immediately—John had a severe urinary tract infection.


Working with John’s home health nurse and the children’s hospital, his Case Manager
coordinated with a durable medical equipment vendor to obtain needed equipment
that had not previously been ordered when he was discharged and ensure it was


delivered before his discharge. John’s Case Manager also worked with the hospital to
ensure John would be assigned the same home health nurse he saw initially.


Before John was released from the children’s hospital, his Case Manager also
worked with child protective services to address the suspected neglect and secure


attendant care waiver services to assist with John’s long term care.


Because of the coordination efforts of John’s Case Manager, he returned home
and received the services he needed to continue his healing process.


First Episode Psychosis (FEP) for Specialized Behavioral Health Needs
Our child and adolescent behavioral health services include First Episode Psychosis; an
evidence based treatment program from the Institute of Center for Addiction and Mental
Health designed to address mental health psychosis in adolescents and young adults. A
person experiencing a first episode of psychosis may not understand what is occurring,
resulting in confusion and distress. All determinants of mental health are taken into
consideration, including biological, social, psychological, recreational, economic, vocational,
spiritual, and intellectual. Family and recipient input and recommendations on all aspects of
treatment and in all phases of the illness are vital. It is important to recognize that the family
often knows their relatives best and will likely be the ones to support the recipient over the
course of treatment and recovery. Other care coordination activities can include additional
recipient stakeholders who are involved in the recipient’s support, such as school personnel or
the U.S. Department of Education; Office of Juvenile Justice and Delinquency Prevention;
Women, Infants, and Children (WIC); U.S. Department of Housing and Urban Development;
community Case Managers and more. We engage recipients in FEP as quickly as possible to
ensure there is no further disruption in the progression of treatment and ultimately
decreasing the impact of psychotic symptoms on the recipient.
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Our approach includes ensuring:


 Inpatient and outpatient treatment
 Innovative assessment and treatment recommendations
 Education
 Coordination for support with community resources
 Emotional support
 Consultation for families and professionals
 Follow up
 Opportunities to participate in research studies


By employing this treatment at the first episode of psychotic symptoms, the recipient has a
better chance of disrupting the cycle of relapse and increasing his or her functional ability.
Increasing the time between relapses allows the recipient to stabilize his or her health
conditions and return to work/school.
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3. SCOPE OF WORK 
3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND 
LIMITATIONS 
3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the 


DWSS. The vendor shall establish and implement enrollment procedures and maintain 
applicable enrolled recipient data. The vendor shall accept each recipient who is enrolled 
in or assigned to the vendor by the DHCFP and/or its enrollment sections and/or for 
whom a capitation payment has been made or will be made by the DHCFP to the vendor. 
The first date a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not 
earlier than the applicable date in the Vendor’s specified contract. 


We understand and will comply with the requirements of RFP Section 3.5.1. 


We have existing procedures to accept recipient enrollment data based on assignment from 
State agencies. These procedures will meet the DHCFP and DWSS requirements for receiving 
enrollment data, enrolling the recipient in the health plan based on assignment for choice, 
and linking the enrollment data to the capitation payment for that recipient. Neither we, nor 
our subcontractors, conduct or participate in determinations of eligibility.  


3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they 
apply without restriction, up to the limits set under the contract 42 CFR 438.3(d)(1) . The 
Vendor acknowledges that enrollment is mandatory except in the case of voluntary 
enrollment programs that meet the conditions set forth in 42 CFR 438.50(a). Per 42 CFR 
438.3(d)(3)(4) the vendor will not, on the basis of health status or need for health 
services, discriminate against recipients eligible to enroll. The vendor will not deny the 
enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible 
to enroll on the basis of race, color or national origin and will not use any policy or 
practice that has the effect of discrimination on the basis of race, color or national origin. 
The vendor must have written policies and procedures for enrolling all eligible 
populations. The vendor will accept as enrolled all recipients appearing on monthly 
enrollment reports. The vendor may not encourage a recipient to disenroll because of 
health care needs or a change in health care status. Further, a recipient's health care 
utilization patterns may not serve as the basis for disenrollment from the vendor. 


We understand and will comply with the requirements of RFP Section 3.5.2. 


Our goal is to build and maintain relationships with recipients that improve their health and 
quality of life. 


Our written policies and procedures prevent discriminatory enrollment practices against any 
Medicaid or Nevada Check Up recipients based on their race, color, or national origin.  
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The State makes all recipient eligibility decisions; we will accept enrollment of recipients as 
directed by the State and do not dissuade enrollment or recommend disenrollment of 
recipients or their dependents based on health care needs, utilization patterns, or health 
status. We will enroll recipients within five business days of their assignment to our plan. 


Our enrollment process supports the ACA 1557 non-discrimination ruling and Nevada’s 
guiding principles of connecting recipients to health care homes, giving attention to the 
wellness of each recipient and emphasizing the needs of the person. Our procedures facilitate 
a seamless enrollment process through our extensive experience and strong working 
relationships with both the State agencies and enrollment brokers.  


We will enroll all individuals who select or whom the DHCFP assigns to our plan, and all 
benefits are available immediately upon enrollment.  


All staff receives training in the areas of cultural sensitivity and the enhanced National 
Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and Health 
Care to hold ourselves accountable to embracing and modeling values that will respect the 
needs of all recipients we serve. The 15 CLAS are the framework for developing and 
implementing policies, procedures, and practices for our recipients’ cultural, linguistic, and 
language needs. We will train our staff members on State laws, regulations and policies 
about Medicaid and Nevada Check Up enrollment guidelines. Recipients will receive 
appropriate education regarding our services and are not persuaded to enroll or disenroll in 
our plan. Utilization patterns are evaluated to enhance further our integrated approach to 
delivering care to recipients, but this never affects an enrollment or eligibility decision. 
Disenrollment will only occur when authorized by the appropriate State agency, at the 
recipient’s option as allowed under State and Federal regulation or through a “for cause” 
process defined within the contract.  


3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance 
filed by the vendor, the recipient will not be re-enrolled with the vendor unless the 
recipient wins an appeal of the disenrollment. The recipient may be enrolled with 
another vendor. 


We understand and will comply with the requirements of RFP Section 3.5.3.  


We make sure no punitive action is ever taken against a recipient for filing an appeal or 
grievance against our health plan. We also will not take a punitive action against a provider 
who supports a recipient’s appeal or grievance or provides evidence supporting an appeal  
or grievance.  


If a recipient wins an appeal of disenrollment, we understand the recipient may be enrolled 
with another vendor. 
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3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment
in situations where eligibility errors have caused an individual to not be properly and
timely enrolled with the vendor. In such cases, the vendor shall only be obligated to pay
for such services that would have been authorized by the vendor had the individual been
enrolled at the time of such services. For in state providers in these circumstances, the
vendor shall pay the providers for such services only in the amounts that would have
been paid to a contracted provider in the applicable specialty. Out of state providers in
these circumstances will be paid according to a negotiated rate between the vendor and
the out of state provider. The timeframe to make such corrections will be limited to 180
days from the incorrect enrollment date. The DHCFP is responsible for payment of
applicable capitation for the retroactive coverage.


We understand and will comply with the requirements of RFP Section 3.5.4.


We agree to pay for services provided to recipients that are not properly or timely enrolled
due to an eligibility error. In state and out of state providers will be paid for services provided
up to 180 days before the incorrect enrollment date if those services would have been
authorized had the recipient been correctly enrolled. The capitation rates for retroactive
coverage will be the responsibility of the DHCFP.


Our enrollment and eligibility process will look for discrepancies in recipient records to
prevent extended periods of retroactive eligibility. Our commitment to monitoring eligibility
files limits both the health plan’s liability to pay for services provided when eligibility is being
determined, and it also limits the DHCFP’s liability to make retroactive capitation payment.


We can receive daily eligibility files from the State through an electronic database which
receives, tracks, and loads the data files into our system. Additionally, our enrollment services
representatives are responsible for verifying and processing recipient eligibility per health
plan policy. The Enrollment Services department will perform daily, weekly, and monthly
audits to verify that recipients’ enrollment records are correct in our system. The audits will
compare the State eligibility file to our files and capture discrepancies in either data set. The
Enrollment Services team will make the necessary changes in our system, working with the
State as needed to verify and correct the data. Once the data is corrected the enrollment
team will work with the claims team to verify any impacted claims are corrected.


When we receive data from the State, the system may identify some recipient information as
having discrepancies. We will review and correct these manually. Enrollment services
representatives will work with the State to investigate these exceptions and confirm the
necessary corrections. Because of our collaborative approach with the State, we will typically
resolve these exceptions within two days. Our recipients will not be held responsible for any
services incurred during the resolution of these errors. We will also work with network
providers to pay for services they deliver during the eligibility error resolution process
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based on established fee schedules or single service agreements for non network or
out of state providers.


3.5.5 The vendor must notify a recipient that any change in status, including family size and
residence, must be immediately reported by the recipient to their DWSS eligibility
worker. The vendor must provide the DHCFP with notification of all births and deaths
and demographic changes.


We understand and will comply with the requirements of RFP Section 3.5.5.


We will send a welcome packet to all new recipients within five days of enrollment. The
welcome packet and Member Handbook will include information on the recipient’s obligation
to report changes in family size, residence, income, insurance coverage or other eligibility
impacting factors to the State through DWSS or other appropriate mechanisms allowed by
the State.


Beyond initial enrollment, our Recipient Services and Enrollment staff will update our internal
systems with demographic changes when recipients contact the health plan directly. Staff will
refer and transfer all eligible recipients to the DHCFP enrollment help line for assistance with
eligibility or enrollment changes. We also educate our recipients on their rights and
responsibilities regarding reporting to the State and how it benefits them. When we discover
a change in status that is not reflected in the State’s system, we will record those changes in
our recipient data system. We will regularly reconcile our data with the State eligibility files
for accuracy and agreement between our systems and the State systems. If we find
discrepancies between the two systems, we will report the changes to the DHCFP within the
designated timeframes.


3.5.6 New Enrollment Process
3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never


been eligible in either program who are not joining an existing case will have
the opportunity to select their vendor of choice at the time of application, or
any time prior to the approval of their application. Absent a choice, the DHCFP
will select a vendor for the recipients using an auto assignment algorithm that
distributes families between the vendors. These recipients will have ninety (90)
days to change their mind and switch to another vendor.


We understand and will comply with the requirements of RFP Section 3.5.6.1.
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As part of the Member Handbook previously referenced, recipients will be alerted when the
following events occur:


 They are granted 90 calendar days from the effective date of coverage to change to
another plan.


 They can change plans for any reason during this period, and the State will grant this
change without review.


 The State makes all recipient eligibility decisions; we will accept enrollment and
disenrollment of recipients as directed by the State.


3.5.6.2 Newborns
A. The vendor is required to report births electronically on a weekly basis to


the DHCFP via the Provider Supplied Data file located on the File Transfer
Protocol (FTP) site.


B. Medicaid Eligible Newborns
The vendor is responsible for Medicaid newborns as of the date of birth,
provided the mother was actively enrolled or retro actively enrolled at the
date of birth.


We understand and will comply with the requirements of RFP Sections 3.5.6.2 A–B.


Newborns of recipients enrolled at the time of the child's birth will be automatically enrolled
in the mother's health plan. Unless the mother chooses a different health plan for her child,
the child will remain with the mother's health plan.


We will use the DHCFP data file and File Transfer Protocol site to provide a weekly file of
births associated with our recipients. We collaborate internally and also externally with
providers/facilities to educate pregnant recipients about their benefits, rights, and
responsibilities. This includes reporting births to the State agencies so that eligibility and
demographic information remains current.
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C. Nevada Check Up/CHIP Newborns
The Head of Household/Mother must notify the DWSS of the newborn
within 14 days following the delivery in order to qualify to receive coverage
from the date of birth. If the family into which the baby is born is a Nevada
Check Up family currently receiving coverage from the vendor for a sibling
of the newborn, and the newborn is qualified to receive coverage from the
date of birth and is eligible for Nevada Check Up, the vendor shall receive a
capitation payment and provide coverage for the month of birth. The
vendor will also receive a capitation payment and provide coverage for all
subsequent months that the child remains enrolled with the vendor.
If notification is not received as required herein, the newborn will be
enrolled as of the first day of the next administrative month from the date
of notification.


We understand and will comply with the requirements of RFP Section 3.5.6.2.C.


We will educate expectant mothers about their responsibility to inform DWSS when they
deliver their baby so their baby can be enrolled for Medicaid coverage.


To make sure newborns receive services without delay, we have written policies and
procedures to enroll newborn children retroactively effective to the newborn’s date of birth.
Our processes cover the following:


 Processing of newborn enrollment
 Notifications about newborns
 Reconciliation and correction of newborn records


All enrolled recipients will be informed that at the time of a child’s birth the newborn child
will automatically be enrolled in the birth mother’s plan unless the mother chooses to select a
different health plan for the newborn child. If the mother does not select a different health
plan for the newborn child, then the newborn will be enrolled in the mother’s health plan and
will receive the same comprehensive benefits package from the date of birth until the
newborn is disenrolled from the plan. We understand that newborn capitation payments for
the month of birth and subsequent months will be received after the State has enrolled and
entered the newborn into the eligibility system.


To eliminate barriers to care, we use a temporary ID number for newborns when needed.
Temporary ID numbers for newborns consist of the acronym “NB” preceding the mother’s ID
number so we can link the baby and the mother. We also enter a restriction on the newborn
record so that claims do not pay under the temporary ID number. When a record for the
newborn appears on the 834 eligibility file, our system updates the newborn record with the
State issued, managed care ID number and removes the restriction. We then process claims
under the newborn’s State issued, managed care ID number. We will use audit reports to
manage and reconcile newborns with temporary ID numbers each week.
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D. If the mother has other health insurance coverage that provides for 30 days
of coverage for the newborn, the newborn will be enrolled as of the first
day of the next administrative month. If the coverage extends beyond that
30 day period the child will not be eligible for Nevada Check Up until after
the insurance expires and the child’s eligibility is determined under Nevada
Check Up eligibility rules.


We understand and will comply with the requirements of RFP Section 3.5.6.2.D.


To make sure newborns receive services without delay, we have written policies and
procedures to enroll newborn children retroactively effective to the newborn’s date of birth. If
the mother has other health insurance coverage at the time of the newborn birth, we will use
the 834 eligibility file to enroll the recipient in our health plan. We will work with expectant
mothers enrolled in our health plan to identify any additional insurance coverage that may be
available, and coordinate the benefits to verify the most efficient use of Nevada’s resources.


3.5.6.3 Auto Assignment Process
For recipients who do not select a vendor, or who are not automatically
assigned to a vendor based on family or previous history, the DHCFP will, using
an auto assignment algorithm, assign the recipient to a vendor, based upon
federally required enrollment criteria and the approved Medicaid State Plan.


We understand and will comply with the requirements of RFP Section 3.5.6.3.


3.5.6.4 Automatic Reenrollment
A. The MCO assignment of returning recipients, those who have been eligible


for Medicaid or Nevada Check Up in the past but lost that eligibility, will
vary depending on their length of ineligibility. Those returning recipients
who were ineligible for two (2) months or less will be returned to their
former vendor except in the event that their loss of eligibility caused them
to miss the annual open enrollment period. Those returning recipients who
were ineligible for more than two (2) months will be treated the same as
those newly approved Medicaid and Nevada Check Up recipients who have
never been eligible in either program described above.


B. Recipients who have retained their Medicaid or Nevada Check Up eligibility,
but have lost their MCO enrollment for any period of time, will be treated
the same as those newly approved Medicaid and Nevada Check Up
recipients who have never been eligible in either program described above.


We understand and will comply with the requirements of RFP Sections 3.5.6.4.A–B.


Our systems are configured to make certain as much continuity of care as possible for
recipients that have been enrolled in our plan. If a recipient loses eligibility for some reason
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and is reassigned to our plan or chooses our plan (as described by the automatic re
enrollment process) we will reconnect them with their prior Primary Care Provider (PCP) and
integrated care team where appropriate.


3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~
Disenrollment Form)


3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up
recipients may choose to be voluntarily enrolled in managed care.
If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to
disenroll from the vendor, the disenrollment will commence no later than the
first day of the second administrative month after which all covered medically
necessary services will be reimbursed by FFS.


We understand and will comply with the requirements of RFP Section 3.5.7.1.


3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With
Special Health Care Needs (CSHCN) and Mental Health Services for Adults:
A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients


have the option of disenrolling from managed care, if determined to be
CSHCN, SED or SMI. The Nevada Medicaid expansion population, defined as
childless adults ages 19 64, and the expanded parent and caretakers ages
19 64, who are made eligible as part of the Patient Protection and
Affordable Care Act expansion population, cannot opt out of managed care,
where available, based on a determination of serious mental illness (SMI).
The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED
to disenroll. However, during the contract period, the State may, at its sole
discretion, remove the option for SED/SMI Medicaid recipients to be
voluntarily disenrolled from managed care in the future.


B. Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up
recipients must remain enrolled with the managed care organization that is
responsible for ongoing patient care.


We understand and will comply with the requirements of RFP Section 3.5.7.2.A–B.


We will work to facilitate a smooth transition for Children with Special Health Care Needs,
Severely Emotionally Disturbed Children, and Adults with Severe Mental Illness that choose to
disenroll from managed care. We will never encourage a recipient to disenroll because of
his/her health status or mental illness.
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3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient
A. The DHCFP will hold an open enrollment period at least once every twelve


(12) months. During open enrollment, recipients are free to change vendors
or to remain with their current vendor.


B. Newly approved Medicaid and Nevada Check Up recipients who have never
been eligible in either program who are not joining an existing case will be
allowed to change their vendor within the first ninety (90) days of
enrollment. These recipients must submit their request in writing to the
DHCFP’s fiscal agent to request this change.


C. Recipients who were ineligible for two (2) months or less will be returned to
their former vendor except in the event that their loss of eligibility caused
them to miss the annual open enrollment period.


D. Recipients who lost their Medicaid or Nevada Check Up eligibility for more
than two months will be treated the same as those newly approved
Medicaid and Nevada Check Up recipients who have never been eligible in
either program described above. These recipients will be allowed a ninety
(90) day right to change period during which they may switch vendors.
These recipients must submit their request in writing to the DHCFP’s fiscal
agent to request this change.


E. Recipients who have retained their Medicaid or Nevada Check Up eligibility,
but have lost their managed care MCO enrollment for any period of time,
will be treated the same as those newly approved Medicaid and Nevada
Check Up recipients who have never been eligible in either program
described above.


F. Any recipient may request to switch vendors for good cause at any time.
These recipients must contact their current vendor orally or in writing for
permission to disenroll, and if approved, they will be allowed to choose
from the remaining enrolled vendors. If there is only one other vendor they
will be automatically assigned to that vendor. Should the vendor refuse the
disenrollment due to a lack of good cause, the recipient can then appeal the
decision first through the vendor’s appeals process and may be escalated to
the State Fair Hearing process. Switching vendor’s to access a particular
facility or provider will generally not be considered good cause.


1. Good cause for disenrollment as defined in
42CFR438.56 includes:


a. The recipient moves out of the vendor service area.
b. The plan does not, because of moral or religious objections,


cover the service the recipient seeks.
c. The recipient needs related services (for example a
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cesarean section and a tubal ligation) to be performed at
the same time; not all related services are available within
the network; and the recipient's primary care provider or
another provider determines that receiving the services
separately would subject the recipient to unnecessary risk.


d. Other reasons, including but not limited to, poor quality of
care, lack of access to services covered under the contract,
lack of access to providers experienced in dealing with the
recipient's health care needs or when the State imposes
intermediate sanctions, as described in 42 CFR
438.702(a)(3) and if the State has notified the vendor it
intends to terminate their contract.


G. If the vendor determines that there is sufficient cause to disenroll, they will
notify the DHCFP by using the form supplied. The vendor must make a
determination as expeditiously as the recipient’s health requires and within
a timeline that may not exceed fourteen (14) calendar days following
receipt of the request for disenrollment. The DHCFP will notify the State’s
Fiscal Agent to effect the disenrollment at the first of the next
administrative month.


H. If the vendor denies the request for disenrollment for lack of good cause the
vendor must send a Notice of Decision in writing to the recipient upon the
date of the decision. Appeal rights must be included with the Notice of
Decision. The vendor is required to inform the recipient of their right to first
appeal through the vendor and if the appeal is denied to request a State Fair
Hearing, how to obtain such a hearing, and representation rules must be
explained to the recipient and provided by the vendor pursuant to 42 CFR
431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).
The State ensures access to State Fair Hearing for any recipient dissatisfied
with a determination that there is not good cause for disenrollment.


I. The DHCFP requires that the recipient seek redress through the vendor’s
grievance system before making a determination on the recipient's request.
The grievance process, if used, must be completed in time to permit the
disenrollment (if approved) to be effective no later than the first day of the
second month following the month in which the recipient files the request.


1. If, as a result of the grievance process, the vendor approves the
disenrollment, the State agency is not required to make a
determination. If the vendor cannot make a determination, the
vendor may refer the request to the State. If the State
determines there is not good cause for disenrollment, the
recipient will be given access to the State Fair Hearing process.
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J. If the vendor or State agency (whichever is responsible) fails to make
a disenrollment determination so that the recipient can be disenrolled
within the timeframes specified, the disenrollment request is
considered approved.


K. If the State Agency receives a request directly from the recipient, the
recipient will be directed to begin the process by requesting disenrollment
through their vendor.


L. Disenrollment procedures are pursuant to 42 CFR 438.56(d).


We understand and will comply with the requirements of RFP Section 3.5.7.3.A–L.


We do not encourage disenrollment. We educate our staff, providers, and recipients on care
coordination and continuity of care to promote health and wellbeing. We take an active role
and will coordinate with the other managed care organization (MCO) to transition all medical
records and prior authorizations in the best interest of the recipient.


3.5.7.4 Disenrollment at the Request of the Vendor
A. The vendor may request disenrollment of a recipient if the continued


enrollment of the recipient seriously impairs the vendor’s ability to furnish
services to either the particular recipient or other recipients. In addition, the
vendor must confirm the recipient has been referred to the vendor’s
Recipient Services Department and has either refused to comply with the
referral or refused to act in good faith to attempt to resolve the problem.
Prior approval by the DHCFP of a vendor’s request for the recipient’s
disenrollment is required. The DHCFP will make a determination on such a
request within ten business (10) days. If approval is granted, the recipient
will be given notice by the vendor that disenrollment will occur effective the
next administratively possible month.


B. In the event the DHCFP fails to make a disenrollment determination within
the timeframes specified, the disenrollment shall be considered approved.


C. A vendor may not request disenrollment of a recipient for any of the
following reasons:


1. An adverse change in the recipient’s health status;
2. Pre existing medical condition;
3. The recipient’s utilization of medical services;
4. Diminished mental capacity;
5. Uncooperative or disruptive behavior resulting from his/her


special needs (except when continued enrollment of such a
recipient seriously impairs the vendor’s ability to furnish services
to either the particular recipient or other recipients);
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6. A recipient’s attempt to exercise his/her grievance or appeal
rights; or


7. Based on the recipient’s national origin, creed, color, sex,
religion, and age.


D. Disenrollment due to the recipient relocating outside of the vendor’s service
area, pursuant to 42 CFR 438.56(d)(2).


We understand and will comply with the requirements of RFP Sections 3.5.7.4.A–D.


We will educate recipients on their rights, including disenrollment as well as appeals and
grievances through the Member Handbook and health plan website. We will work to resolve
disputes with recipients that may lead them to request disenrollment. There are reasons for a
health plan disenrolling a recipient, but those reasons are never:


 Health status
 Pre existing medical conditions
 Utilization of services
 Diminished mental capacity
 Disruptive behavior related to special needs
 A recipient’s use of appeal or grievance rights
 National origin, creed, color, sex, religion, or age


We will follow the State’s guidelines for allowable reasons for disenrollment and the required
timeframes defined in 3.5.7.4.A.
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3.5.7.5 Enrollment, Disenrollment and Other Updates
A. The vendor must have written policies and procedures for receiving


monthly updates from the DHCFP of recipients enrolled in, and disenrolled
from, the vendor, and other updates pertaining to these recipients. The
updates will include those newly enrolled with the vendor. The vendor must
incorporate these updates into its management information system.


B. An open enrollment period will be held annually. The open enrollment
period may be changed at the State’s sole discretion. During the open
enrollment period, a recipient may disenroll from their vendor
without cause.


C. Notice of termination rights — The DHCFP shall, through its fiscal agent,
provide for notice to each MCO enrolled recipient of the opportunity to
terminate (or change) enrollment. Such notice shall be provided at least
60 days before each annual enrollment opportunity.


We understand and will comply with the requirements of RFP Sections 3.5.7.5.A–C.


Enrollment Procedures
When receiving daily eligibility files from the State through our Electronic Database
Interchange, this system will track and load the data files into our operations management
system. The system houses recipient eligibility data in addition to current provider contracts,
claims, authorization, and concurrent review data.


We will promptly validate and process the recipient’s enrollment and eligibility information.
Our Enrollment Services Representatives are responsible for verifying recipient eligibility per
health plan policy. The Enrollment Services Department will perform daily, weekly, and
monthly audits to verify that recipients’ enrollment records are correct in our system. The
audits will compare the State eligibility file to our operations management system and
capture discrepancies in either data set. Enrollment Services will make the necessary changes
to our operations management system, working with the State as needed to verify and
correct the data.


When we receive data from the State, the system may identify some recipient information as
having errors, so we review and correct those manually. Our Enrollment Services staff works
with the State to investigate these exceptions and confirm the necessary corrections. Because
of our collaborative approach with the State, we typically resolve these exceptions within two
days. Figure 3.5 1 shows our enrollment process.
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Figure 3.5 1: Process for Receiving, Processing, and Updating Recipient Enrollment
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3.5.7.6 Enrollment Interface
Upon initiation of the transition phase for a new vendor, the vendor must
furnish the technical means by which the vendor’s Enrollment Sections can:
A. Determine the number of recipients each enrolled PCP will accept as new


patients; and
B. Transmit recipient elections regarding PCP assignment for the


forthcoming month.


We understand and will comply with the requirements of RFP Sections 3.5.7.6.A–B.


3.5.7.7 Provider Enrollment Roster Notification
The vendor must either notify or provide the means for providers to verify
recipients’ PCP selection. The vendor must establish and implement a
mechanism to inform each PCP about any newly enrolled recipients assigned to
the PCP on at least a monthly basis. This information must be made available to
each PCP within five (5) business days of the vendor receiving the Membership
File. The Enrollment Sections will pass the Membership File through the system
for verification of eligibility prior to distribution to the vendor, who will in turn
be responsible for keeping individual participating providers informed. The
vendor may elect to update its Membership File more frequently to keep PCPs
informed of the enrollment activity.


We understand and will comply with the requirements of RFP Sections 3.5.7.7.


Providers have online access to enrollment information through a web based provider portal.
This portal will allow providers to view recipient roster, basic demographic information, and
eligibility and will be updated daily.


If selected, each recipient’s PCP will be printed on their ID card. PCPs will be able to easily
identify recipient selection by looking at the card. In the event a recipient does not have his or
her card at the time of service, the PCP may call the health plan to receive verification of
coverage as well as PCP selection.


3.5.7.8 Change in a Recipient's Status
Within seven (7) calendar days of becoming aware of any changes in a
recipient's status, including changes in family size and residence, the vendor
must electronically report the change(s) to the DHCFP via the provider supplied
data file.


We understand and will comply with the requirements of RFP Sections 3.5.7.8.


Beyond initial enrollment, our Recipient Services and Enrollment staff will update our internal
systems with demographic changes when recipients contact the health plan directly. Our staff
members will refer and transfer all eligible recipients to the DHCFP enrollment help line for
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assistance with eligibility or enrollment changes. We will also educate our recipients on their
rights and responsibilities regarding reporting to the State and how it benefits them. When
we discover a change in status that is not reflected in the State’s system, we record those
changes in our recipient data system. We will then reconcile our data with the State eligibility
files for accuracy and agreement between our systems and the State systems. If we find
discrepancies between the two systems, we will report the changes to the DHCFP within the
designated timeframes.


3.5.7.9 Transitioning/Transferring of Recipients
A. Transitioning Recipients into Vendors


The vendor will be responsible for recipients as soon as they are enrolled
and the vendor is aware of the recipient in treatment. The vendor must
have policies and procedures including, without limitation, the following to
ensure a recipient's smooth transition from FFS to the vendor:


1. Recipients with medical conditions such as:
a. Pregnancy (especially if high risk);
b. Major organ or tissue transplantation services in process;
c. Chronic illness;
d. Terminal illness;
e. Intractable pain; and/or
f. Behavioral or Mental Health Conditions.


2. Recipients who, at the time of enrollment, are receiving:
a. Chemotherapy and/or radiation therapy;
b. Significant outpatient treatment or dialysis;
c. Prescription medications or durable medical equipment


(DME);
d. Behavioral or Mental Health Services;
e. Long Term Services and Supports
f. Home Health or Personal Care services
g. Other services not included in the State Plan but covered


by Medicaid under EPSDT for children.
3. Recipients who, at enrollment:


a. Are scheduled for inpatient surgery(s);
b. Are currently in the hospital;
c. Have prior authorization approval for procedures and/or


therapies for dates after their enrollment, to honor these
prior authorizations; and/or
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d. Have post surgical follow up visits scheduled after their
enrollment.


We understand and will comply with the requirements of RFP Sections 3.5.7.9.A.1–3.


Our objective is to maintain the continuity and the quality of recipients’ care and services as
they enroll in, transfer out, or transfer care between providers. We will achieve this efficiently
and within timeframes set by the State by employing the following practices:


 Identification of recipients with a medical condition who are leaving or joining or
changing from one service provider to another


 Identification of and support for transferring recipients who need special assistance or
care during the transition


 Notification to essential parties and stakeholders (e.g., the receiving health plan,
recipients’ providers, facilities, advocates) regarding the transition of recipients and their
special needs


 Assignment of each new recipient to a PCP within the required timeframe after enrollment
 Mailing out of health plan information including a provider directory, Member Handbook,


information about available services such as Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) services, Case Management, and other preventive guidelines (e.g.,
Healthcare Effectiveness Data and Information Set [HEDIS®])


 Involvement of applicable health plan staff recipients, providers, advocates, and other
health plan staff as necessary so that transitions are seamless, and services continue
without disruption


 Monitoring of continuity and quality of care and services whether a transition involves a
single recipient or many


 Follow up as necessary to verify quality and continuity of service.


Recipients transferring or enrolling into our health plan:


 No claim for health services will be denied because a disease or physical condition existed
before the recipient’s eligibility date.


 No benefits will be paid for a treatment incurred in a hospital, provider office, or similar
clinical setting before the date the recipient is eligible and enrolled unless there is an
eligibility error being resolved based on RFP Section 3.5.4.


 Services previously determined to be medically necessary, authorized, and scheduled shall
not be denied or canceled based upon eligibility and benefits.


 Requests for refill prescriptions for recipients who are transferring in are directed by our
Prior Authorization department to the newly assigned PCP. If a newly assigned PCP is
unavailable or unwilling to order a prescription before seeing a recipient, the Chief
Medical Officer or designee may prior authorize a prescription refill written by the
recipient’s former provider until the recipient can schedule an appointment with the
new provider.
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 Long Term Care recipients taking non formulary medications at the time of transition will
receive a letter explaining that they are allowed a 30 day supply and two refills before
they are required to change to a formulary medication or request an exception to
continue the medication.


 Recipients receiving treatment for chronic or acute medical conditions (such as cancer,
which includes chemotherapy, radiation therapy, or post surgical follow up) may continue
care with the treating provider up to 90 calendar days for recipients undergoing active
treatment for a chronic or acute condition. Upon completion of treatment, we will help
the recipient choose a provider or provider for future care.


We will further work to verify continued access to providers, regardless of the reasons for
termination or change, including for new recipients coming to the plan with an existing
relationship. If a provider’s contract is discontinued or a recipient has an existing relationship,
we will allow affected recipients continued access to the provider, as follows:


 Continuation of treatment through the lesser of the current period of active treatment, or
for up to 90 calendar days for recipients undergoing active treatment for a chronic or
acute medical condition


 Continuation of care through the postpartum period for recipients in their second or third
trimester of pregnancy


Providers are responsible for making recipient records available to health plans to which
recipients are transferring, to providers (upon request) and in compliance with confidentiality
requirements of HIPAA. At a minimum, providers are requested to transmit medical records
related to:


 Current diagnostic tests and determinations
 Current treatment services
 Immunizations and EPSDT records
 Recent hospitalizations (within the past year) with concurrent review data and discharge


summaries (if data and summaries available)
 Current medications list
 Recent specialist referrals
 Behavioral health quarterly summaries
 Emergency care


We facilitate the transfer of pertinent medical records (as needed) and will transfer other
requested records that exceed the requirements of the policy if so directed or required by
the State.
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3.5.7.10 Transferring Recipients Between Vendors
It may be necessary to transfer a recipient from one vendor to another or to
FFS for a variety of reasons. When notified that a recipient has been transferred
to another plan or to FFS, the vendor must have written policies and
procedures for transferring/receiving relevant patient information, medical
records and other pertinent materials to the other plan or current FFS provider.
This includes any Care Management Organizations (CMOs) providing services to
the FFS population.
Prior to transferring a recipient, the vendor (via their subcontractors when
requested by the vendor) within five (5) calendar days or as medical needs
dictate must send the receiving plan or provider information regarding the
recipient’s condition. This information shall include the name of the assigned
PCP, as well as the following information, without limitation, as to whether
the recipient is:
A. Hospitalized;
B. Pregnant;
C. Receiving Dialysis;
D. Chronically ill (e.g., diabetic, hemophilic, etc.);
E. Receiving significant outpatient treatment and/or medications, and/or


pending prior authorization request for evaluation or treatment;
F. On an apnea monitor;
G. Receiving behavioral or mental health services;
H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an


Individualized Family Service Plan (IFSP), which provides a case manager
who assists in developing a plan to transition the child to the next service
delivery system. For most children, this would be the school district and
services are provided for the child through an Individual Education
Program (IEP);


I. Involved in, or pending authorization for, major organ or
tissue transplantation;


J. Scheduled for surgery or post surgical follow up on a date subsequent
to transition;


K. Scheduled for prior authorized procedures and/or therapies on a date
subsequent to transition;


L. Referred to a Specialist(s);
M. Receiving substance abuse treatment ;
N. Receiving prescription medications;
O. Receiving durable medical equipment or currently using rental equipment;
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P. Currently experiencing health problems;
Q. Receiving case management (referral must include the case manager’s


name and phone number); and
R. Receiving Long Term Services and Supports, such as but not limited to,


Personal Care Services and/or Home Health.
When a recipient changes vendors or reverts to FFS while hospitalized,
the transferring vendor shall notify the receiving vendor, the receiving
provider, or the DHCFP Quality Improvement Organization (QIO) like vendor
as appropriate.


We understand and will comply with the requirements of RFP Sections 3.5.7.10 A–R.


Our Recipient Transition policy supports the transferring of information from one health plan
to another for newly enrolled recipients transitioning to our plan from fee for service (FFS) or
another health plan. It is also for recipients transitioning out of our plan to another health
plan or to FFS. We recognize that the transition from one health plan to another is a critical
time for many recipients; they frequently need assistance in accessing the health care system
when there is a change.


We will work with providers who are not in our network or the previous health plan to confirm
a smooth transfer of care to appropriate network providers. This happens when a newly
enrolled recipient has an existing relationship with a medical health, behavioral health, or
substance use disorder provider that is not a network provider. Recipients undergoing
treatment for a chronic or acute medical condition will continue care with the treating
provider or provider through the current phase or cycle of treatment or up to 90 calendar days.
We will also facilitate and secure the recipient’s records from the out of network providers
as needed.


For recipients transferring out of our health plan or whose benefits end:


 We will not withhold services from departing recipients, including, but not limited to,
family planning, EPSDT services, medical testing, behavioral health and substance use
treatments, provider appointments and specialist referrals, pharmacy services, home
health, and durable medical equipment (DME).


 We will identify recipients receiving ongoing care that may not be interrupted, coordinate
the services needed, and notify other health plans, providers, and providers (as necessary)
to maintain the continuity of recipients’ care. We will help with a recipient’s transition to
other care, if necessary, when his/her benefits end.


 If a recipient who is transferring out requires ongoing prescription medication, the
recipient’s provider will be requested to prescribe either a supply of medication to last at
least 15 days and up to 30 days or as directed.
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 Follow up visits for surgery performed under the former health plan will be carried out by
the surgeon who performed the surgical procedure. If the provider requires additional
follow up visits outside the global period, the visits will be prior authorized.


 We will provide recipients who are transferring out with supplies and DME for up to 15
days after the transition date. The transition of services should be coordinated with the
receiving health plan’s prior authorization department. We are responsible for the
following equipment and supplies (at minimum) to be approved and ordered before the
recipient’s transition:


 Custom or power wheelchair or other custom equipment covered by the health plan
 Eyeglasses
 Hearing aids
 Dentures (excluding orthodontic services)
 Augmentative communication devices


3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance
Exchange (HIX) or other insurance product.
A person may change eligibility status during a care episode. That person may then be
eligible for Exchange coverage or other non exchange coverage to include individual and
employer based coverage or Medicare. The vendor should have a procedure in place to
notify any insurance carrier or plan of relevant patient information.
This must be done in compliance with the Health Insurance Portability and
Accountability Act (HIPAA) and other privacy laws.


We understand and will comply with the requirements of RFP Sections 3.5.8.


Our Recipient Transition policy supports the transferring of information from one health plan
to another for newly enrolled recipients transitioning to our plan from Fee for Service,
another health plan, between our health plan and the State Designated Health Insurance
Exchange or another insurance product.


We recognize that the transition from one health plan to another is a critical time for many
recipients; they frequently need assistance in accessing the health care system when there is
a change.


Our policy provides for the transfer of relevant information, including medical records and
other pertinent materials, to another health plan to facilitate a smooth transition.
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3.6 RECIPIENT SERVICES


3. SCOPE OF WORK
3.6 RECIPIENT SERVICES
3.6.1 Information Requirements


The vendor must have written information about its services and access to services
including Recipient Services phone number available to recipients and potential
recipients. This written information must also be available in the prevalent non English
languages, as determined by the State, in its particular geographic service area. The
vendor must make free, oral interpretation services available to each recipient and
potential recipient. This applies to all non English languages, not just those that the State
identifies as prevalent.
The vendor is required to notify all recipients and potential recipients that oral
interpretation is available for any language and written information is available in
prevalent languages. The vendor must notify all recipients and potential recipients how
to access this information.
The vendor’s written material must use an easily understandable format and language.
The vendor must also develop appropriate alternative methods for communicating with
visually and hearing impaired recipients, and accommodating physically disabled
recipients in accordance with the requirements of the Americans with Disabilities Act of
1990. All recipients and potential recipients must be informed that this information is
available in alternative formats and how to access those formats. The vendor will be
responsible for effectively informing Title XIX Medicaid recipients who are eligible for
EPSDT services, regardless of any thresholds.


We understand and will comply with the requirements of RFP Section 3.6.1.


We will tailor our communications approach to meet the requirements of the Nevada
Medicaid and Check Up contract, and to reflect the best practices we have developed during
our 30 years of service to Medicaid and TANF/CHIP recipients nationwide. Our proposed
marketing and recipient education materials and communications for Nevada reflect our
commitment to meet the needs of our recipients, providers, and their communities.


Our communications structure is built upon the foundation of facilitating communication that
is seamless, accessible, effective, timely, and centered on connecting recipients, providers,
internal staff, public and regulatory agencies. We communicate and educate in a manner that
is culturally and developmentally appropriate, and that considers each recipient’s physical
and cognitive abilities and level of literacy.


We have adopted the 15 enhanced National Standards for Culturally and Linguistically
Appropriate Services (CLAS) in Health and Health Care standards developed and promoted by
the United States Department of Health and Human Services and Office of Minority Health
(HHS OMH) including the Affordable Care Act (ACA) 1557 Non discrimination ruling. We are
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committed to following the Blueprint for Advancing and Sustaining CLAS Policy and Practice
or The Blueprint issued by the HHS OMH. We will use the Blueprint to guide how we design,
develop, and deliver recipient education and marketing materials under the TANF/CHIP
program for Nevada.


Because our recipients’ needs and cultural
backgrounds are diverse, we tailor our words, the
tone of our messages, and any graphic
representations in recipient materials or signage to
meet their needs, preferences, and expectations. The
nationally renowned Center for Plain Language has
recognized the efforts of our parent organization to
improve the simplicity and clarity of communication.


Giving a Warm Welcome with New Recipient Materials
We send a welcome packet to new recipients within five business days of receiving
notification from the State of a recipient’s future enrollment. Our new recipients may
be experiencing our health plan for the first time, and we are committed to building a
positive relationship from the beginning of their enrollment. The welcome packet includes
the following:


 Welcome letter: Introduces the recipient to our health plan and where to find critical
information in the Member Handbook.


 A hardcopy of the provider directory with information about how to access our searchable
provider directory on our website: A searchable database of primary care providers
(PCPs), contracted specialists and ancillary service providers, and subcontractors. We
update the online provider directory nightly.


 Member Handbook: Promotes learning about our benefits, TANF/CHIP program
information, and healthy outcomes including material and information required by the
State. We update the handbook and submit it to the State annually for approval before
use. The handbook is available in various formats for recipients with visual impairments or
who may have difficulty reading, and contains information on how to access and search
the provider directory online.


 Mailed separately from welcome packet is the Recipient ID card: Contains the recipient
name, ID number, issue date, PCP name and telephone number, what to do in case of
emergency, prior authorization phone number, and useful telephone numbers.


All new recipient materials, including the Member Handbook, will follow all applicable
regulations and contract requirements for content, format, State approval, and distribution.


The Center for Plain
Language has awarded
us the top honor for its
Plain Language Award
for the past five years.
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Interpretation Services
We provide our recipients with wide ranging language services and accommodations
for limited English proficiency and special needs. We will meet contract requirements,
follow established policies and procedures, and conform to CLAS standards that address
specific actions and behaviors of our staff, providers, and subcontractors who serve our
recipients. We:


 Inform recipients of their right to language assistance in written materials and at every
point of contact, including calls to Recipient Services, recipient materials, signs in facilities
and provider offices, face to face meetings, and telephone communications


 Train all staff and providers to identify and respond to any recipient’s need for language
assistance services


 Supply, free of charge to the recipient, translation and interpreter services through
vendors who employ Certified Medical Interpreters


 Review language assistance vendor activity reports and conduct assessments of recipient
language preferences and service quality


Our call center “call tree” offers a Spanish language option to route the caller directly to one
of our Spanish speaking Recipient Services Representatives (Representative). If a Spanish
speaking Representative is not available, or the caller requests another language, we
connect the recipient with our language interpreter vendor. Our language interpreter vendor
is a language services company that offers immediate interpretation for Spanish, Tagalog,
Chinese, German, French, Korean, Italian, Japanese, and more than 200 other languages at no
charge to the recipient.


The first time a recipient calls and requests an interpreter, we enter a memo on the recipient’s
record in our core system, so other staff see the recipient requires an interpreter. The memo
also notes the language needed and the services we have provided.


These services are available, upon request, at all provider offices at no cost to the recipient.
The language assistance service makes certain that our recipients who may have limited
English proficiency receive the same level of service as we provide to any other recipient.


Easily Understandable Communications
We create all recipient presentations and materials using what we call “plain speak.” This
means we:


 Use active voice in our written communications, avoiding jargon and technical language
when possible. We use clear word choices and express complete thoughts.


 Use legible type simple layouts and appropriate white space.
 Write in clear, easy to understand language, to simplify the complexities of the health


care system, including our recipients’ benefits and services.
 Organize written materials using short sentences and paragraphs.
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 Write materials at or below an eighth grade reading level, according to the Flesch Kincaid
Reading Ease scale.


 Translate our written English materials into Spanish and all other identified, commonly
used non English languages, free of charge, according to contract requirements. All letters
receive certification with letters of attestation to verify their accuracy.


 Provide materials on our website, mobile app, and secure recipient portal that are
compliant with the Americans with Disabilities Act (ADA) and Section 508 of the
Rehabilitation Act of 1973, as amended 29 U.S.C. §794(d); as well as compliant with Web
Content Accessibility Guidelines (WCAG) 2.0, an internationally recognized set of practices
recognized by the U.S. Department of Justice and United State Access Board.


 Comply with Section 1557, the non discrimination provision of the ACA. The law prohibits
discrimination on the basis of race, color, national origin, sex, age, or disability in certain
health programs or activities.


Communicating with Recipients with Visual and Hearing Impairments
Our sense of hearing is an essential part of everyday communication. For our Representatives
to better understand the experience of the hearing impaired, we use a training tool that
creates a hearing deficit for its users. The training tool gives Representatives an
understanding of how hearing loss changes perception. This type of training tool is critical to
prepare Representatives to work with hearing impaired recipients, and demonstrates our
commitment to serving recipients who are hard of hearing.


Our Representatives use several means to remove barriers to communicating with recipients
with hearing impairments. Nevada TTY Relay Services are available always at no cost to the
recipient. Additionally, recipients always have access to American Sign Language support in
their doctor’s office if they need it, at no cost to them or the provider.


We provide information about the availability of American Sign Language interpretation
during telephone communication with recipients who have a hearing impairment. We also
describe these services, along with TTY services, in various printed recipient materials,
including the welcome letter, Member Handbook, and recipient newsletters, all of which are
available on the website. We make a note in the recipient’s record to identify recipients who
are hearing impaired; this notation provides instruction on the recipient’s preferred means of
communication and is available to any of our staff when the recipient contacts us.


We offer solutions for recipients who have visual impairments. We offer the Member
Handbook in electronic audio format, large print, and Braille, upon request and free of
charge. Recipients will be able to increase the font size on our website to make materials
easier to read, even for those with only slight visual impairments. We provide an audio
version of the Member Handbook in MP3 format to help recipients who have difficulty
reading. Website materials are compatible with voice recognition software (screen readers).


Recipients who have trouble with printed recipient materials due to a visual impairment can
contact our Recipient Services department for assistance. Representatives are available to
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read and discuss the written materials and address any other questions or concerns. We make
a notation on the recipient’s record to identify recipients who are visually impaired to make
sure our staff is aware of the recipient’s special needs. The notation also explains the means
by which the recipient prefers to communicate.


Overall Communications Structure
Our collaborative approach to connectivity and the resulting quality outcomes for our
recipients is grounded in our suite of technology solutions. These solutions engage recipients
directly and provide staff recipients and providers with the information necessary to care for
our recipients. The solutions outlined in Table 3.6 1, below, provide communication and
information at the point of decision making, and support our stewardship role and
commitment to each recipient. Table 3.6 1 details the technology tools used for connectivity
and information sharing, along with the ways in which our accessible communication systems
connect end users and provide information in a manner that is easy and accessible.


Table 3.6 1: Communication Systems Accessibility and End User Information


Communications
System Use for Connectivity Accessibility


Who and How Information Available to End User


Integrated
Technology


System


Connects the entire
community of health care
and community resource
providers around an
individual recipient or
group of attributed
recipients.


Provides a 360 degree, unified view of
recipients’ data for providers at the
point of care; enables recipient
centered care team to manage care in
real time, regardless of care setting.


Secure Provider
Portal


Integrated with our
utilization management
system; connects
providers with internal
staff and other providers.


Includes both public and protected
sections to access provider manual,
service authorizations and referrals.
Allows users to obtain program updates,
check recipient eligibility, obtain a list of
panel recipients, find other participating
providers, and check claims status.


Secure Recipient
Portal


Enables recipients to
obtain information when
and where they need it;
connects recipients to
internal staff, providers,
regulatory agencies, and
community organizations.


Allows recipients to manage plan
benefits; change PCP; update contact
information; find forms or get new
recipient ID card; view personal health
history; track health goals; view claims
status.


Key
Recipient Regulatory Agencies Internet (Secured)


Providers Public Computers Mobile Phones Tablets
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Communications
System Use for Connectivity Accessibility


Who and How Information Available to End User


Member Mobile
App


Used to send personalized
appointment reminders
via text message, search
the provider directory,
and message their care
team.


Provides access to the Member
Handbook, and provider search. Allows
recipients to send messages to
Recipient Services, view medications,
check pharmacy and medical claims,
view ID card, and access additional
health resources such as Medline Plus.


External Public
Website


External facing website
connects the public,
recipients, providers and
regulatory agencies to
health related
information; compliant
with Americans with
Disabilities Act and
Section 508 of the
Rehabilitation Act of 1973,
as amended by 29 USC
§794(d) and WCAG 2.0
AA.


Public website (available in English and
Spanish) with searchable provider and
pharmacy directories, as well as
formularies; handbook; covered
services and benefits; special programs;
rights and responsibilities; fraud, waste,
and abuse; educational materials and
brochures; newsletters; information on
how to file complaints and appeals;
community resources; information on
case management; recipient access to
care plans, claims, and benefit details;
ID card requests; recipient materials are
available in alternative formats, upon
request.


Core Operating
System


Core data repository
serving as the source truth
for claims, recipient,
provider, utilization
management, and system
configuration standards.


Provider module contains unique
system generated provider
identification numbers and all billing
and tax reporting information.
Claims module shows the date of
receipt, history of actions taken on each
claim, and the date of payment,
including check number; accumulates
claims by specific benefit limits and
lifetime benefit rules, and scrubs and
edits this data for accuracy during
claims processing and payment.
Recipient module houses enrollment,
eligibility, coordination of benefits,
recipient conditions, recipient alerts,
and PCP assignments.


Case
Management


System


Our system connects an
entire community of
health care providers
around an individual
recipients or group of
recipients.


Delivers specific clinical data, care plans,
workflows, and reports to effectively
and efficiently manage care for high risk
recipients, regardless of care setting.


Key
Recipient Regulatory Agencies Internet (Secured)


Providers Public Computers Mobile Phones Tablets
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Communications
System Use for Connectivity Accessibility


Who and How Information Available to End User


Telehealth/
Telemedicine


Connecting licensed
professionals, recipients
can chat with a telehealth
provider. We also offer
telehealth services where
physicians provide
telephonic and video visits
with patients and
e prescribe medications.


Connects licensed professionals for
episodic (acute) services and general
health questions, where recipients can
chat with a telehealth provider; also
offers telehealth services where
physicians provide telephonic and video
visits with patients and e prescribe
medications.


In addition to these technological solutions, and as detailed throughout the response to this
section, our communication strategy for recipients also encompasses:


 Feedback from our Recipient Advisory Board
 Comprehensive written communications including our Member Handbook,


welcome packet
 24/7 support through our website, mobile application
 Face to face and telephonic interaction
 Recipient Services support with a dedicated call center, including after hours support


We offer providers a comprehensive training program that includes modules on using our
communications tools and protocols. This program includes webinars, site visits, a provider
portal guide (also available through our public website), a Provider Advisory Board, provider
workshops, and access to our locally based provider representatives.


3.6.1.1 Member Handbook
The vendor must provide all recipients with a Member Handbook. The vendor
can meet this requirement by sending the Member Handbook to the head of
the household. The handbook must be written at no higher than an eighth (8th)
grade reading level and must conspicuously state the following in bold print.
“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE
BETWEEN THE VENDOR AND THE RECIPIENT.”


We understand and will comply with the requirements of RFP Section 3.6.1.1.


We will send all recipients a Member Handbook within five days of enrollment.


Key
Recipient Regulatory Agencies Internet (Secured)


Providers Public Computers Mobile Phones Tablets
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Free Mobile Application
Another benefit available for our recipients includes 24/7 access to our mobile application.
This service is available to all recipients with smartphones or tablets. This free, singular,
application is available through the Apple application store and the Google Play store and
includes all functions needed for recipients. To secure the user’s access to protected health
information content, provide the right functions for the user, and customize the information
for the benefits available in Nevada—what the user sees is controlled by his or her login to
the system. By doing this:


 Recipients need only search for one application for their device. Other health care
organizations often have multiple applications available depending on the market and the
program, making it harder to know which application to select and install.


 Making the application widely available benefits recipients by providing information in a
convenient, portable format. We promote the application and explain how to install and
use it.


The Member Handbook and other printed recipient materials describe the application. We
also promote it on the publicly accessible part of the website. As we make welcome calls and
answer Recipient Services calls, the Representative asks the recipient if he or she knows about
the application and explains how to get it. Our Community Outreach staff talks about the
application at health fairs and other community presentations. Provider Service
Representatives encourage providers to tell our recipients about the application.


We understand and will comply with the requirements of RFP Section 3.6.1.1.A.


Before the contract start date, we will submit the Member Handbook to the DHCFP for
approval. We will update the Member Handbook at least annually; these updates will also be
submitted to the DHCFP for approval before publication and distribution. We will make any
modifications requested by the DHCFP before finalizing and distributing the Member
Handbook to recipients.


A. The vendor must submit the Member Handbook to the DHCFP before it is
published and/or distributed. The DHCFP will review the handbook and has
the sole authority to approve or disapprove the handbook, in consultation
with the Medical Care Advisory Committee (MCAC). The vendor must agree
to make modifications in handbook language if requested by the DHCFP, in
order to comply with the requirements as described above or as required by
CMS or State law. In addition, the vendor must maintain documentation that
the handbook is updated at least once per year. Prior to the contract start
date, the initial handbook must be submitted to the DHCFP for its MCAC
review. Thereafter, annual updates must be submitted to the DHCFP for
approval before publication and/or distribution.
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B. The vendor must mail the handbook to all recipients within five (5) business
days of receiving notice of the recipient’s enrollment and must notify all
recipients of their right to request and obtain this information at least once
per year or upon request. The vendor will also publish the Member
Handbook on the vendor’s Internet website upon contract implementation
and will update the website, as needed, to keep the Member Handbook
current. At a minimum, the information enumerated below must be
included in the handbook:


1. Explanation of their right to obtain available and accessible health
care services covered under this contract; how to obtain health care
services, including out of plan services; how to access them; the
address and telephone number of the vendor’s office or facility; and
the days the office or facility is open and services are available.


2. The role of the primary care provider (PCP) and a description of how
the enrolled recipient will receive confirmation of their selection of
a PCP, if a PCP was designated at the time of enrollment.
Confirmation of the recipient's PCP selection may be via an ID card
and not printed directly in the member handbook.


3. A list of current network PCPs who are and who are not accepting
new patients in the recipient’s service area, including their board
certification status, addresses, telephone numbers, availability of
evening or weekend hours, all languages spoken, with information
on specialists and hospitals. The list may be supplied as a separate
document from the member handbook. The provider list located on
the vendor’s website shall be updated by the vendor monthly.


4. Any restrictions on the recipient’s freedom of choice among
network providers.


5. Procedures for changing a PCP.
6. Recipient rights and protections as specified in 42 CFR 438.100.
7. The amount, duration and scope of benefits available under the


contract in sufficient detail to ensure that recipients understand the
benefits to which they are entitled.


8. Procedures for obtaining benefits, including authorization
requirements.


9. The extent to which, and how, recipients may obtain benefits,
including family planning services, from out of network providers.


10. Procedures for disenrollment without cause during the 90 day
period beginning on the date the recipient receives notice of
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enrollment and the annual open enrollment period. The handbook
must also have procedures for disenrolling with cause.


11. A recipient who has been disenrolled solely because he or she loses
Medicaid or Nevada Check Up eligibility will be auto assigned as
follows: by family affiliation (if other family members are enrolled);
by history (assigned to the last vendor in which the recipient was
enrolled); or randomly.


12. The extent to which, and how, after hours and emergency coverage
are provided including: what constitutes an emergency medical
condition; emergency and post stabilization services with reference
to the definitions in 42 CFR 438.114; the fact that prior
authorization is not required for emergency services; the process
and procedures for obtaining emergency services, including the
911 telephone system or its local equivalent; the locations of any
emergency settings and other locations at which providers and
hospitals furnish emergency and post stabilization services under
the contract; and emergency transportation; the fact that, subject
to regulatory limitations, the recipient has a right to use any
hospital or other setting for emergency care and clarification of the
appropriate use of emergency services;


13. Explanation of procedures for urgent medical situations and how
14. to utilize services, including the recipient services telephone


number; clear definitions of urgent care; and how to use non
emergency transportation.


15. Policy on referrals for specialty care and for other benefits not
furnished by the recipient’s PCP, including explanation of
authorization procedures.


16. How and where to access any benefits that are available under the
Title XIX and Title XXI State Plans but are not covered under the
contract, including any cost sharing, and how transportation is
provided. For a counseling or referral service that the vendor does
not cover because of moral or religious objections, the vendor need
not provide the information on how or where to obtain the service.
The vendor must notify the State regarding services that meet these
criteria and in those instances, the State must provide the
information on where and how to obtain the service.


17. Procedures for accessing emergency and non emergency services
when the recipient is in and out of the vendor service area.


18. Information on grievance and fair hearing procedures, as specified
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in 42 CFR 438.10(g) and the Grievances, Appeals, and Fair Hearings
section of this RFP.


19. Information on procedures for recommending changes in policies
and services.


20. The vendor must provide adult recipients with written information
on advance directives’ policies and include a description of
applicable State law. This information must reflect changes in State
law as soon as possible but no later than 90 days after the change.
The vendor must ask each health care practice to ensure that a
signed “Acknowledgment of Patient Information on Advance
Directives” form is included in the recipient's medical record. (A
sample form is available online at
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/


21. To the extent available, quality and performance indicators,
including recipient satisfaction.


22. The vendor is also required to provide to the recipient upon
request, information on the structure and operation of the vendor
and information about physician incentive plans as set forth in
42 CFR 438.6(h).


23. The member handbook must include a distinct section for eligible
recipients which explains the EPSDT program and includes a list
of all the services available to children; a statement that services
are provided to the recipient at no costs and a telephone number
which the recipient can call to receive assistance in scheduling
an appointment.


24. Information regarding prescription coverage.
25. Notification of the recipient’s responsibility to report any on going


care corresponding to a plan of care at the time of enrollment, and
their right to continue that treatment under the vendor on a
transitional basis.


26. Notification of the recipient’s responsibility to report any
third party payment service to the vendor and the importance
of doing so.


27. Explanation of fraud and abuse and how to report suspected
cases of fraud and abuse, including hotlines, e mail addresses
and the address and telephone number of the vendor’s fraud and
abuse unit.


We understand and will comply with the requirements of RFP Section 3.6.1.1.B.1 26.
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Our Member Handbook promotes learning and education related to our benefits, Nevada
specific information, and information required by the DHCFP. We send the Member Handbook
to all recipients within five days of enrollment. Our Member Handbook is also available via
our mobile app and on our website and is updated annually. We notify recipients of their right
to request and obtain this information at least once per year or upon request. It will be
available to recipients in the prevalent non English languages, as determined by the DHCFP,
in the particular geographic service area awarded.


Our Member Handbook will contain, at a minimum, all the information listed in Section
3.6.1.1.B of the RFP, including the following:


 Table of contents.
 A general description of our operations including the address and telephone number of


the office and hours of operation.
 A description of the PCP selection process and the PCP’s role as coordinator of services


including the purpose of, the necessity for, and how to use the recipient ID card.
 A listing of current PCPs who are or not accepting new patients in the recipients’ service


area including board certification status, addresses, telephone numbers, availability of
evening or weekend hours, all languages spoken and information on specialists and
hospitals. Any restrictions on a recipient’s freedom of choice of network providers will be
identified in the provider listing. This list is supplied separately from the Member
Handbook and available on our public website and mobile app.


 The recipient’s right and process on how to change their PCP or Primary Care Site (PCS) at
any time.


 Recipient rights and responsibilities 42 CFR 438.100.
 The amount, duration, and scope of benefits available to the recipient under the Contract.
 Procedures for obtaining benefits, including authorization requirements.
 How to obtain benefits, including family planning services and specialized behavioral


health service, from out of network providers.
 Procedures for disenrollment without cause during the 90 day period beginning on the


date the recipient receives notice of enrollment and during open enrollment.
 Processes for disenrolling with cause.
 Information regarding re enrollment in Medicaid including how the recipient will be auto


assigned to a managed care organization:


 Family affiliation (if other family recipients are enrolled)
 History (assigned to the last managed care organization the recipient was enrolled in)
 Random assignment
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 Comprehensive information about how and when to seek after hours and emergency
services including:


 Notification that prior authorization is not required for emergency services
 Use of the 911 telephone system or local equivalent location of emergency setting and
other locations which furnish emergency and post stabilization services


 Post stabilization care services
 Appropriate utilization of services including the emergency department for non
emergent conditions including the recipient’s right to use any hospital or another
setting for emergency care


 How to obtain emergency and non emergency medical transportation including:


 our recipient toll free number
 definitions of urgent care
 notification that prior authorization is not required for emergency services


 Policy on referrals for specialty care, including specialized behavioral health services and
for other benefits not furnished by the recipient’s PCP.


 How and where to access any benefits that are available under the Title XIX and Title XXI
State Plans but are not covered under the contract.


 The recipient’s right to refuse any medical service/diagnoses/treatment/service on
religious grounds.


 Procedures for accessing emergency and non emergency services when the recipient is in
and out of our geographic service area.


 Recipient grievance, appeal, and State fair hearing procedures and time frames.
 Information that welcomes and encourages recipients to provide recommendations for


changes in policies and services.
 Complete description and explanation of Advance Directives.
 Quality and performance indicators, including recipient satisfaction.


The Member Handbook instructs recipients on how to obtain additional information that is
available upon request, including:


 Our organizational structure and operation (not described elsewhere)
 Physician incentive plans
 Service utilization policies
 Description of EPSDT services including all services available to children at no cost and


description of how to get assistance making an appointment
 Information about covered immunizations
 Information regarding prescription coverage
 Notification of the recipient’s responsibility to report any ongoing care at the time of


enrollment including the right for the recipient to continue that treatment on a
transitional basis
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 How to notify us if recipient has a worker’s compensation claim, a pending personal injury
or medical malpractice lawsuit, or has been involved in an auto accident


 Reporting requirements for recipients about any other health insurance policy
 Reporting suspected provider fraud and abuse, including toll free numbers and website
 Appropriate/inappropriate behavior of recipients, including use and protection of the


recipient ID card(s)
 How to access and search the Provider Directory through our website and mobile app
 How to make, change, and cancel medical appointments
 Instructions on how to request multilingual interpretation and translation at no cost
 The date of the current Member Handbook revision


The Member Handbook also contains contact information for our Recipient Services
Department, chronic care and disease management, case management, quality management,
the grievance system, information on how to contact the DHCFP and the Recipient Services
Department toll free line and our website address.


C. The vendor must give each recipient written notice of any significant
change, as defined by the State, in any of the enumerations noted above.
The vendor shall issue updates to the Member Handbook, 30 days before
the intended effective date, as described in 42 CFR 438.10(f)(4), when there
are material changes that will affect access to services and information
about the Managed Care Program. The vendor will provide notification
when a change directly affects the ongoing care of the recipients. The
vendor shall also provide such notices in its semi annual recipient
newsletters and shall maintain documentation verifying handbook updates


We understand and will comply with the requirements of RFP Section 3.6.1.1.C.


We notify recipients of any significant changes to the enumerations noted in 3.6.1.1.B or
when a change directly affects the ongoing care of recipients a minimum of 30 days before
the intended effective date.


Any changes to benefits identified in the Member Handbook are also communicated to
recipients in the Recipient Newsletter which is available online. This newsletter is mailed
to all recipient households semi annually. If there is information that must be communicated
to recipients outside of the newsletter publication cycle, we send a special mailing to
all recipient households within 30 days of the change occurring and follow up with a
newsletter article.
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D. The vendor must give written notice of termination of a contracted
provider, within fifteen (15) business days after receipt or issuance of the
termination notice. This notice shall be provided to each recipient who
received his/her primary care from, or was seen on a regular basis by, the
terminated provider.


We understand and will comply with the requirements of RFP Section 3.6.1.1.D.


Under our policies and procedures, and as further detailed below in our response to 3.6.3.4, if
there is a provider termination, we will:


 Notify enrolled recipients in writing within fifteen business days after receipt or issuance
of the termination notice.


 Assist recipients to select another PCP, or make a reassignment within fifteen business
days of the effective termination date.


 Alert the DHCFP within five business days of the termination notification of any large
scale provider group or health system through the approved termination work plan.


Upon the effective termination date, our online provider directory will automatically update.
We then remove the provider from the provider portal and notify all internal departments.
Our Recipient Services Representatives will be available 24/7 to assist the recipient in finding
a new provider.


3.6.1.2 Advance Directives Requirements
Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’
Self Determination Act, including advance directives, vendors must have
written policies and procedures with respect to all emancipated adult
recipients receiving medical care through the vendor. Specifically, this act
requires the vendor:


A. To provide written information to each recipient at the time of
enrollment concerning:
1. The recipient’s rights, under State law, to make decisions


concerning medical care, including the right to accept or
refuse medical treatment and the right to formulate
advance directives;


2. The vendor’s policies with regard to a recipient’s right to execute
an advance directive, including a requirement that the network
provider present a statement of any limitations in the event the
provider cannot implement an advance directive on the basis
of conscience. At a minimum, the provider’s statement of
limitation, if any, must:


a. Clarify any differences between institution wide conscience
objections and those that may be raised by individual
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network providers;
b. Identify the State legal authority pursuant to NRS 449.628


permitting such objections; and
c. Describe the range of medical conditions or procedures


affected by the conscience objection.
B. Vendor will educate the recipient to inform his/her provider to document in


the recipient’s medical record whether the recipient has executed an
advance directive;


C. Not to condition the provision of care or otherwise discriminate against
an individual based on whether or not the individual has executed an
advance directive;


D. To ensure compliance with requirements of State laws regarding advance
directives, including informing recipients that any complaints concerning
the advance directives requirements may be filed with the appropriate
State agency which regulates vendors; and


E. To educate vendor staff and providers on issues concerning advance
directives, at least annually.
Sample advance directives policies, procedures and forms, as well as
patient information concerning Nevada law, are available on the DHCFP’s
website: http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/


We understand and will comply with the requirements of RFP Section 3.6.1.2.A–E.


Recipient wishes should drive health care. To help implement this objective, we take our
responsibility to educate recipients about their right to make informed decisions regarding
health care seriously. Whenever recipients plan their care in advance, they make sure their
wishes guide their care. In effect, advance directives enable recipients to assume
responsibility for care decisions when they are still capable of such decision making. We
established our written Advance Directives Policies and Procedures per Section 1902(w)(1) of
the Social Security Act, the Patients’ Self Determination Act. We educate our staff, providers,
and recipients regarding our advance directives policies and procedures.


Assisting Recipients with Advanced Directives
At the time of enrollment, we include information regarding advance directives in our new
recipient welcome letter and Member Handbook (also available on our website). This
communication encompasses:


 The recipient’s right to formulate advance directives.
 The recipient’s right to make decisions concerning medical care, including the right to


accept or refuse medical treatment.
 Our policies and procedures regarding recipients’ rights to execute an advance directive
 Recipient rights under Nevada law.
 The recipient’s right to file complaints with Nevada regarding non compliance.
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 The requirement that network providers present a statement of any limitations in the
event the provider cannot implement an advance directive on the basis of conscience.


 Direction to the recipient to inform his/her provider to document whether the recipient
has executed an advance directive.


 The recipient’s right to equal access to quality care regardless of whether he or she has
executed an advance directive.


 The explanation that any complaints concerning the advance directives requirements may
be filed with the State.


If recipients do not have an advanced directive, we educate them about what an advance
directive is and refer them to their PCPs and Case Managers for additional information. For
recipients who are minors, we educate their parents or legal guardians about advance
directives and refer them to their PCPs for additional information.


Our Recipient Services Representatives, available 24/7, are specifically trained to answer
recipient’s (and caregiver’s/ representative’s) questions regarding advance directives
including how to file a complaint.


Our Case Managers also discuss advance directives with recipients during the initial case
management assessment followed by additional information on advance directives, when
appropriate. We include articles about advance directives in our recipient newsletters that
may, for example, detail whom to give a copy to and where to store copies of advance
directives. Moreover, we are available to assist recipients in completing an advance directive
and ensuring that it is on file with their providers.


Staff and Provider Training
We are fully prepared to help recipients understand their rights. We educate our employees
on their responsibilities for protecting recipients’ rights, with specific training for advance
directives. Our staff and providers are educated and trained at least annually regarding
advance directives. All of our case management staff completes an advance directives module
in their initial orientation about helping recipients with these important decisions.


Our Provider Services Representatives educate providers about advance directive
documentation requirements via initial provider orientation, through the online and written
provider manual, and through recurring provider newsletters. We will also dedicate one
Provider Workshop or onsite training each year to issues concerning advance directives. This
education includes:


 Recipient rights and provider responsibilities concerning advance directives
 The prohibition against conditioning the provision of care or otherwise discriminating


against a recipient based on if the recipient has executed an advance directive
 Reminding providers to make sure the recipient’s medical record reflects whether the


recipient has executed an advance directive
 The provider’s obligation to follow the terms of an advance directive
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We reinforce compliance with Nevada laws and our contractual requirements regarding
advance directives through monitoring compliance during onsite medical record reviews and
provider orientations.


3.6.2 Recipient Services Department/Concierge Services
The vendor shall maintain a Recipient Services Department (that also includes a
Concierge Service) that personally assists recipients to find a service provider. This
department must be adequately staffed with qualified individuals who shall also assist
recipient, recipients’ family members, or other interested parties (consistent with laws
on confidentiality and privacy) in obtaining information and services under the
vendor’s plan.


We understand and will comply with the requirements of RFP Section 3.6.2.


Concierge Model of Support
Our recipients require and deserve reliable,
person centered, service excellence. To achieve
this, we use a concierge model of support. Our
Recipient Services Representatives are
professional, supportive, culturally competent,
and knowledgeable about the unique needs of
our recipients. Our staff coordinates access to health services and community resources for
recipients by using a hands on, personalized support process.


Our dedicated health plan Call Center will be located in Las Vegas. This means our staff is
based in the community to help in the right place, at the right time: Nevadans serving
Nevadans. Recipient calls received after hours, on the weekends and during holidays will be
answered by our centralized recipient call center. We will provide timely and accurate
Recipient Services support through adequate Call Center staffing and close monitoring of
performance standards. We will comply with all of the DHCFP’s reporting requirements, and
our Call Centers will meet, or exceed, all of the DHCFP’s performance standards.


Adequate Staffing to Handle Calls
Through adequate call center staffing and close monitoring of performance standards, we can
provide timely, accurate support to recipients, recipients’ family members, or other interested
parties (consistent with laws on confidentiality and privacy). Based on anticipated enrollment,
we use workforce management software to forecast adequate call center staffing. Our Call
Center Manager tracks trends and forecasts call volume to confirm availability of telephone
coverage for anticipated call volumes. The manager reviews productivity in real time to
identify peak times, schedule staff breaks, and time off without affecting service levels.
When call volume fluctuates, the manager can adjust the number of Representatives on the
queue. For example, the manager can reassign staff from other projects to phones, or enlist


Exceeding DHCFP
requirements


We will operate a Recipient Service
Call Center lines 24 hours per day; 7


days per week.
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another cross trained staff. We use dashboard data to identify needs for additional staff
training based on lags in answer time and as aids in forecasting future staffing needs. We
summarize data in a monthly report to conduct ongoing quality assurance for maintaining
performance standards.


Our nationwide experience demonstrates our ability to meet and/or exceed our internal
standards of:


 Answer 85 percent of all recipient and provider calls within 30 seconds or less
 Average hold time will be limited to 2 minutes or less
 Disconnect rate of all incoming calls will be limited to 5 percent or less


Our quality management staff reviews daily, weekly, monthly, and yearly call center statistics
to identify opportunities for improvement and implement quality initiatives.


Training Curriculum to Provide Qualified Responses
We require our Representatives to be educated, experienced, and trained to fulfill position
functions before they have contact with recipients. Our training approach to Recipient
Services helps our staff to connect with recipients where they are. We respect, understand,
respond and relate to each recipient, meeting their needs with every interaction. We train our
staff to connect with our recipients, to communicate and engage in a way that responds to
their language, medical, mental health, and safety needs. We understand that our recipients
need us, sometimes urgently, and we use every resource to reinforce our staff is trained to
provide the service, care, and options necessary for their safety and well being.


Our training includes:


 Cultural Competency and Health Literacy to recognize and understand the role of cultural
influences on health behaviors.


 Service Excellence to understand emotional intelligence to move past emotions, address
the core issue and help resolve the issue.


 Introduction to Communication Barriers which addresses illiteracy, medical illiteracy, and
communicating when speech or cognitive barriers exist (e.g., Traumatic Brain Injury).


 Training Vignettes which are short enactments that are based on real phone calls. Our
dedicated Medicaid Learning and Performance team developed vignettes related to
howour Representatives can effectively serve callers with communication barriers.


 Mental Health First Aid training: We train our staff to identify cues which may indicate a
recipient is in danger as the result of substance use and/or mental health crisis, and our
staff is trained to help the recipient coordinate the care they need and, if necessary,
engage emergency/crisis services. We train our Representatives to notice vocal cues and
respectfully, and patiently, provide recipients the guidance and reassurance that the
situation requires. A certified trainer facilitates the behavioral health crisis call training.


 Soft skills to provide an excellent Recipient Service experience: We train staff to improve
each call experience by focusing on providing empathy, taking ownership, providing
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options to recipients and framing communication in a way that supposed recipient
satisfaction and understanding.


Efficient, Courteous, and Appropriate Call Center Response
Accessible, clear, and precise communication is crucial to accurate and responsive service. We
make a note in the recipient’s record about their communication needs and preferences so
that our representatives can provide service tailored to the recipient.


Handling calls from our recipients with physical (speech) and cognitive impairments: We flag
these recipients in our core operating system so that we can quickly respond to their needs
upon answering the call. Our Representatives also have access to HIPAA releases. If present,
we will collaborate with the recipient’s caregiver to determine how to assist the recipient
best. If a caregiver is unavailable, we will warm transfer to a Case Manager who will assess
the recipient’s need.


Handling calls from our recipients who are hearing impaired: We provide services for the
hearing impaired through Nevada Relay using TTY. Our Representatives use these services to
communicate or facilitate accurate communication with hearing impaired recipients. When a
recipient requests, we provide no cost interpreter services.


Serving recipients with limited English proficiency: If a recipient speaks a language for which a
Representative is not available, we conference in a language service company that offers
access to Certified Medical Interpreters for immediate interpretation in more than 200
languages at no charge to the recipient.


Quality Assurance
We record 100 percent of incoming calls to our recipient call center to maintain quality
standards. The Recipient Services Manager analyzes calls for quality and accuracy of
information and meets with the Representative to review the call audits. The assessment
includes a review of the source of the call, nature of the inquiry, and call resolution through:


 Random, regularly occurring call audits (conducted on live or taped calls)
 Regular monitoring of staff live on the floor
 Viewing and recording Representative’s computer screens and keystrokes


We recognize Representatives who consistently exceed expectations as peer leaders during
annual management and compensation reviews. If a representative does not meet
expectations, the Recipient Services Manager coaches that individual, implements an action
plan, and makes recommendations to correct behavior and sustain improvement in service
and knowledge.
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3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional
business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not
less than what is provided to the vendor’s commercial clients, if applicable.


We understand and will comply with the requirements of RFP Section 3.6.2.1.


We will exceed the DHCFP requirements: Our Recipient Services Departments will be available
24 hours per day; 7 days per week.


3.6.2.2 Ensure that a toll free hotline telephone number is operated at a minimum,
traditional business hours of Monday through Friday, 8:00 a.m. through 5:00
p.m. for recipient access.


We understand and will comply with the requirements of RFP Section 3.6.2.2.


We will exceed the DHCFP requirements; we will operate all our toll free Call Center lines 24
hours per day; seven days per week. Recipients who call Recipient Services outside of regular
operating hours have access to our after hours Recipient Services Call Center and our 24 Hour
Nurse Line. Recipient Services will assist with questions regarding benefits, our provider
network, and claims. Our 24 hour Nurse Line will address clinical questions and concerns. 


3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the
following:


A. Explaining the operation of the vendor;
B. Explaining covered benefits;
C. Resolving, recording and tracking recipient grievances and appeals in a


prompt and timely manner;
D. Responding to recipient inquiries; and
E. Providing Concierge Services.


We understand and will comply with the requirements of RFP Section 3.6.2.3.A–E.


We fully empower our Recipient Services Representatives, Managers, and Supervisors to
connect with recipients to deliver information that is customized to their location and their
individual needs. Our Representatives are a diverse and highly professional staff that draws
from our more than 30 years of experience in the market. We continually support our
Representatives to improve and provide better service to our recipients:


 Our staff will consist of employees with backgrounds from ethnic minorities residing in the
State of Nevada. As in our other markets nationwide, our Representatives closely reflect
the recipient population they serve, which enriches the service we deliver as an
organization. This is a direct result of our focus on hiring for diversity in recent years.


 Our Representatives routinely receive various training sessions, including soft skills
training to speak to recipients more sensitively and provide compassionate support in
their time of need.
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 We encourage and support Representatives’ volunteerism in communities we serve. These
activities help Representatives gain a better understanding of how to serve recipients
from those communities. In turn, Representatives experience satisfaction from making a
positive impact on the field and the call center.


Our Representatives will understand the nuances of Nevada’s Medicaid and Check Up
programs and will be continually trained to diligently help recipients access the services they
need with sensitivity. This includes:


 Helping to choose a provider and making appointments
 Explaining their plan and benefits and responding to recipient inquiries
 Answering questions regarding our operations
 Facilitating services and transportation
 Assisting with suspected fraud, waste, and abuse reports
 Resolving, recording, and tracking recipient grievances and appeals promptly
 Providing Concierge Services


We are committed to helping deliver exemplary recipient service. Our Representatives are
trained and prepared to resolve recipient concerns in one contact, which includes, confirming
issue resolution with the recipient before the call is concluded. On the rare occasion they are
not able to offer a viable resolution, the Representative will execute a warm transfer to the
appropriate entity for resolution. Our Representatives stay on the line, make introductions,
and explain the reason for the call before completing the transfer. All warm transfer calls are
delineated separately in reports and metrics from other Call Center contacts.


F. If the recipient requires assistance with accessing care, including finding a
provider, the Recipient Services Department will transfer the recipient to the
in person Concierge Services. The in person Concierge Service staff will assist
the recipient to find a provider, this assistance is over and above providing a
list of network providers or directing to the web. The Concierge will provide
the following assistance:
1. Assisting recipients in selecting and/or changing PCPs or Primary


Care Sites. The vendor must report any PCP and/or Primary Care
Sites changes electronically to the DHCFP.


2. Assisting recipient to make appointments and obtain services;
the vendor is required to find and schedule an appointment if the
recipient reports they are unable to access or find a provider or
make an appointment.


3. Assisting recipient in obtaining out of area and
out of network care.


4. While the Recipient Services Department will not be required to
operate after business hours, the vendor must comply with the
requirement to provide urgent care and emergency coverage
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twenty four (24) hours per day, seven (7) days per week. The
vendor must have written policies and procedures describing how
recipients and providers can obtain urgent coverage and emergency
services after business hours and on weekends. Policies and
procedures must include provision of direct contact with qualified
clinical staff. Urgent coverage means those problems which, though
not life threatening, could result in serious injury or disability unless
medical attention is received.


We understand and will comply with the requirements of RFP Section 3.6.2.F.1 4.


Central to our concierge model of support, our Representatives will be trained and
empowered to assist recipients with finding a provider and accessing care. This assistance
goes above and beyond directing recipients to the provider directory, encompasses that which
is enumerated in 6.6.2.3.F, and is individualized to the unique needs of each recipient.


Our Representatives use their expertise and skills gained through training to provide
tailored support to recipients. They will question and actively listen to the
recipients/caregivers to understand:


 What he or she wants and needs in a provider
 Current barriers to care
 Cultural and linguistic needs
 Urgency of the situation


To be successful, every recipient interaction includes:


 Acknowledging the caller by name and using a friendly, inviting voice tone
 Assessing whether the recipient has limited English proficiency or is hearing impaired, and


if identified, transferring the recipient to the appropriate internal or external resource
 Gathering information regarding the situation in a manner that is non judgmental,


culturally competent, supportive of the recipient, and easy to understand
 Empathizing and demonstrating professionalism during the entire interaction
 Taking ownership of the recipient’s needs and fully resolving the issue to the best of his or


her ability
 Personalizing the experience for recipients by providing his or her name


We conduct periodic refresher training sessions with Representatives to listen for specific
vocal cues, including voice tones that provide reassurance to the recipient during a call.


Our Representatives provide concierge services that include assisting the recipient select or
change their PCP or PCS. They collaborate with Provider Services and Case Managers to find
available participating providers and out of network providers to serve the recipients
including creating single case agreements with providers; if necessary. We will report any PCP
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or PCS changes electronically to the DHCFP within the designated timeframes and in the
designated format.


If a recipient is having difficulty or requires assistance scheduling an appointment with a
provider, the concierge service team will facilitate finding a provider and scheduling the
appointment for the recipient.


24 Hour Nurse Line
We are available to our recipients any time they need us. As detailed above, recipients who
call Recipient Services outside of regular operating hours have access to our after hours
Recipient Services Call Center and our 24 Hour Nurse Line. Our 24 Hour Nurse Line is a health
information line staffed by registered nurses and available 365 days a year. Recipients who
benefit from this feature include parents who have a sick child at home in the middle of
the night or recipients who are unsure whether they should go to the Emergency
Department (ED).


Recipients will be able to speak to a nurse about their concerns and establish an appropriate
course of action for the presenting situation. Nurses triage recipient calls and health concerns
based on the severity of illness to determine an appropriate level of care and setting. Our
24 Hour nurses follow protocols written by physicians that define when to call a physician for
a specific medical condition, when to refer a recipient to Urgent Care or the ED, and when to
call 911.


Our Case Management department receives a daily report of recipients who called the
24 Hour Nurse Line the previous day. Our Case Managers call these recipients to determine
their current condition, review and coordinate care per the triage recommendations, and
confirm that a follow up appointment is scheduled with their PCP.   
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3.6.3 Medical Provider Requirements
3.6.3.1 Primary Care Provider (PCP) or Primary Care Site


The vendor shall allow each enrolled recipient the freedom to choose from
among its participating PCPs and change PCPs as requested. The vendor must
implement procedures to ensure that each recipient has an ongoing source of
primary care appropriate to their needs.
Each enrolled recipient must be assigned to a PCP or Primary Care Site, within
five (5) business days of the effective date of enrollment. Recipients with
disabilities, chronic conditions, or complex conditions must be allowed to select
a specialist as their PCP. If a specialist is chosen as a PCP, they should be
reported as a specialist. The specialist does not count as both. Recipients with
disabilities must be given an additional 30 calendar days to select a PCP. The
vendor may auto assign a PCP or Primary Care Site that has traditionally served
the Medicaid population to an enrolled recipient who does not make a
selection at the time of enrollment. If the enrolled recipient desires, the vendor
shall allow him or her to remain with his or her existing PCP if the PCP is a
recipient of vendor’s primary care network.


We understand and will comply with the requirements of RFP Section 3.6.3.1.


While recipient choice of PCP is important, when a recipient does not select a PCP, we make
certain they are assigned an individual PCP and not a clinic. Our processes require us to
contact the recipient within five business days from the State agency’s notification of the
recipient’s enrollment date. The welcome kit sent to the recipient will educate the recipient on
how to choose a different PCP. The recipient always has the option to change their PCP at any
time during their enrollment. Our policies support attention to wellness and assist with
matching the recipient to an individual PCP that meets the recipient’s cultural needs.


We understand that many times recipients with disabilities, chronic conditions, or complex
conditions prefer to choose a specialist or clinic to serve as their PCP. Recipients will be
afforded an additional 30 calendar days to select a PCP. Any specialist taking care of a
recipient with a disabling or chronic condition, such as an oncologist or psychiatrist, must
accept the terms and requirements of an acting PCP. Our recipient representatives will
coordinate as needed with provider relations and case management as needed to confirm
recipients can select the PCP of their choosing. Our systems can quickly set up the specialist
as a PCP. For reporting purposes, these providers will continue to be counted and identified
as specialists.


All recipients have a PCP assigned before becoming effective with our plan. We assign the
recipient selected PCP if noted on the recipient’s record in the 834 eligibility file. If the
recipient did not select a PCP upon enrollment, we assign one to him or her. To help us choose
the best PCP for the recipient, we consider the PCP of other family members or other current
provider relationships, the recipient’s language needs, and where the recipient lives. This
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process occurs when processing the 834 eligibility file, and in no case will a recipient go more
than five business days without a PCP or PCS. When contacting the recipient, we provide the
PCP’s name, location, and telephone number. Our process:


 Offers recipients freedom of choice within our network in selecting a PCP, including
the ability to change PCPs. This includes the ability to select from an extensive PCP
network, as well as from non traditional medical home providers when appropriate
(e.g., specialists).


 Permits recipients with disabilities, chronic conditions, or complex conditions to select a
specialist as their PCP.


 Allows new recipients who have an already established relationship with a PCP, who
is currently a Medicaid/CHIP provider but is not part of our network, to remain with the
PCP for the first 90 days of enrollment or until a provider agreement can be executed with
this provider or until we can arrange for the recipient’s seamless transition of care to a
new PCP.


 Encourages all recipients to be proactively involved in the selection of their PCP by
educating them about the important role of the PCP, their right to choose a PCP, factors to
consider in selecting a PCP, and the process for selecting and/or changing their PCP.


 Allows recipients an additional 30 calendar days to select a PCP. Moreover, we assist our
recipients with this process through 24/7 Recipient Service support and our Case
Management team.


 Supports the goal of successfully linking our recipients with PCPs with whom they can
establish a trusting relationship and who have the appropriate expertise and experience
to manage the unique care needs of the individual recipient.


 Honors existing PCP recipient relationships by allowing recipients to remain with his or
her existing PCP if the PCP is part of our network. If the PCP is not part of our network, we
will make efforts to contract him or her.


3.6.3.2 Twenty Five (25) Mile Rule
The vendor must offer every enrolled recipient a PCP or Primary Care Site
located within a reasonable distance from the enrolled recipient’s place of
residence, but in any event, the PCP or PCS may not be more than twenty five
(25) miles from the enrolled recipient’s place of residence per NAC 695C.160
without the written request of the recipient.


We understand and will comply with the requirements of RFP Section 3.6.3.2.


The recipient/PCP relationship is crucial to successful treatment and coordination of care, so
we work with recipients to make sure they are comfortable with their choice. Reinstated
recipients will be assigned to their previous PCPs. If a PCP is no longer in our network,
recipients assigned to that PCP will receive all necessary information and assistance to
change their PCP. If a recipient does not select a PCP, we will automatically assign one,
advising the recipient that he or she can change their PCP at any time. Our auto assignment
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logic uses a programmed hierarchy of factors to determine the best match for the recipient
in the following order: recipient’s current or past relationship with PCP, other family
recipient’s relationship with PCP, and the PCP’s geographic proximity to the recipient.
If the last factor in our hierarchy applies, we will assign each recipient to a PCP within 25
miles of his or her home. We also consider our recipient’s primary language at each level
of the auto assignment logic, making every effort to assign a PCP who speaks the same
primary language.


3.6.3.3 Assignment of a PCP or Primary Care Site
If an enrolled recipient does not choose a PCP, the vendor shall match enrolled
recipients with PCPs by one or more of the following criteria:


A. Assigning enrolled recipients to a provider from whom they have previously
received services, if the information is available;


B. Designating a PCP or Primary Care Site who is geographically accessible to
the enrolled recipient per NAC 695C.160 (25 Mile Rule);


C. Assigning all children within a single family to the same PCP;
D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner


experienced in treating that condition, if the vendor knows of the
condition; and/or


E. Assigning a recipient to a PCP upon receipt of a claim for services rendered
by a PCP to the recipient.
The vendor shall ensure that enrolled recipients receive information about
where they can receive care during the time period between enrollment and
PCP selection/assignment. The vendor shall notify the enrolled recipient in
writing of his or her assigned PCP within five (5) business days of assignment.


We understand and will comply with the requirements of RFP Section 3.6.3.3 A–E.


Our recipients—and their caregivers and representatives—work hard to create functional,
stable relationships with providers they trust. We will make every effort to preserve these
relationships through communications, planning, and contracting with those preferred
providers. We will use creative methods to help the recipient form a cohesive relationship
that leads to the best health outcomes. Our integrated model of care is based on pairing each
recipient with a PCP who serves the recipient’s physical, behavioral, and cultural needs. Our
PCP identification model places the recipient at the center of the health care delivery process.


Recipients can self select—or change—a PCP at any time. There is no lapse in time where a
recipient does not have a PCP. Upon processing the 834 eligibility enrollment file, all
recipients who have not self selected a PCP will be assigned to a PCP. In addition to our 24/7
personalized Recipient Services, our website, mobile app, and written correspondence obtain
detailed information about where they can receive care.
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The following fundamentals will be integral to our PCP identification process:


 Prioritizing existing relationships by keeping recipients with their current or previous PCP
 Keeping families together with the same PCP whenever possible and desired
 Linking each recipient to a PCP or PCS who is geographically accessible recipient per NAC


695C.160 (25 Mile Rule: we will assign each recipient to a PCP within 25 miles of his or
her home)


 Linking recipients to providers that speak their primary language
 Reviewing claims so that following receipt of a claim for services rendered by a PCP to the


recipient, the recipient may be assigned to that PCP


We permit recipients with special health care needs to select a specialist to act as their PCP
and encourage them to make the specialist PCP part of a full care team for all services they
may need, for example:


 Children with Special Health Care Needs will be assigned to a practitioner experienced in
treating that condition.


 Female recipients may select an OB/GYN or another specialist to provide primary care.


Within five business days of assignment, recipients will be notified, via the recipient welcome
packet of their assigned PCP. Our Recipient Services Representatives are available 24/7 to
answer any questions or concerns regarding the assignment. If a recipient needs assistance
between enrollment and the receipt of their welcome packet, our representatives will assist
the caller in finding services.


The recipient/PCP relationship is crucial to successful treatment and coordination of care, so
we work with recipients to make sure they are comfortable with their choice. Reinstated
recipients will be assigned to their previous PCPs. If a PCP is no longer in our network,
recipients assigned to that PCP will receive all necessary information and assistance to
change their PCP.
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3.6.3.4 Changing a PCP or Primary Care Site
A. An enrolled recipient may change a PCP or PCS for any reason. The vendor


shall notify enrolled recipients of the procedures for changing PCPs or
Primary Care Sites.


B. In cases where a PCP has been terminated, the vendor must notify enrolled
recipients in writing and allow recipients to select another primary care
provider, or make a reassignment within fifteen (15) business days of the
termination effective date, and must provide for urgent care for enrolled
recipients until re assignment.


C. The vendor may initiate a PCP or Primary Care Site change for an enrolled
recipient under the following circumstances:
1. Specialized care is required for an acute or chronic condition;
2. The enrolled recipient’s residence has changed such that distance


to the PCP is greater than twenty five (25) miles. Such change will
be made only with the consent of the recipient;


3. The PCP ceases to participate in the vendor’s network;
4. Legal action has been taken against the PCP, which excludes


provider participation; or
5. The recipient will be given the right to select another PCP or


Primary Care Site within the vendor network.
D. The vendor shall track the number of requests to change PCPs and the


reasons for such requests.


We understand and will comply with the requirements of RFP Section 3.6.3.4 A–D.


Enrolled recipients may change a PCP or PCS for any reason and at any time. The procedures
for changing PCPs or PCS are available in the Member Handbook, our mobile app and on our
website. Our Recipient Services Representatives are available 24/7 to guide and assist
recipients with this process. PCP changes will typically be effective the first day of the month
following a request.


Provider Termination Policies and Procedures
Our main priority is to protect our recipients and provide continuity of care. We are proactive
in these efforts. Our Provider Services and Network Development Departments monitor the
network on a weekly basis for viability and continuity, focusing on providers with known or
suspected viability problems or known to be at risk for closure. This monitoring will serve as
an early warning system and allow us to identify possible loss, prevent abrupt closure, avoid
disruption, and provide for seamless delivery of services to recipients.
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Under our policies and procedures, if there is a provider termination:


 We notify enrolled recipients in writing.
 We assist recipients to select another PCP or make a reassignment within fifteen business


days of the notice of termination.
 We notify the DHCFP within five business days of the termination notice of any large scale


provider group or health system through the approved termination work plan.
 We provide urgent care for enrolled recipients until re assignment of providers.
 If the termination is related to a Hospital or Specialty unit within a facility, we will provide


a comprehensive list of all network providers that are affected by the termination.
 Upon the effective term date, our online provider directory will automatically update;


the provider will be removed from the provider portal; all internal departments will
be notified.


Our provider network team will assess the network for any resulting gaps and target new
providers for contracting if necessary.


Our procedures also incorporate:


 Educational materials for recipients on how to access their medical records if their
provider’s office is closed


 Call Center scripts for use before, during, and after an emergency or provider termination
 Protocol specific to recipient transitions including how to address the recipient’s


emergency back up plan
 A process for handling recipient complaints and inquiries


We identify the number of recipients affected by running a report that considers the total
number of recipients assigned to that provider and the number of recipients with a pending or
approved prior authorization request for services from the provider 30 days before the
effective date of the provider’s termination. If the termination is involuntary or a result of the
State or DHCFP suspending or terminating a provider, notification occurs within five business
days of the decision. If voluntary, notification occurs at least 30 calendar days before the
effective date. We send each recipient a letter informing them of the pending provider
termination and including a list of in network providers that have been identified to meet the
recipient’s needs.


We will not initiate or change in an enrolled recipient’s PCP or PCS unless:


1. Specialized care is required for an acute or chronic condition, and the recipient’s current
PCP or PCS is unable to deliver this care appropriately and effectively.


2. The recipient’s residence has changed such that distance to the PCP is greater than 25
miles, and we have the express consent from the recipient to make this change.


3. The PCP terminates his or her participation in our network.
4. Legal action has been taken against the PCP that excludes provider participation.
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In all cases, our recipients will be given the right to select another PCP or PCS and will receive
our support and assistance as needed.


Our representatives track the number of PCP change request and the reasons for such
requests. We look for trends in PCP assignment changes by running reports on call reasons.
Some of these trends may include recipients abandoning a specific PCP or issues related to
network adequacy (for example, limited providers in one region). If many recipients are
leaving a specific PCP, we investigate the situation with Provider Services. PCP change results
are reported to our Service Improvement Committee and Quality Management Oversight
Committee. This information is used to make referrals to case management and identify any
provider trends that are prompting a provider visit.


3.6.3.5 Use of Medical Homes and Accountable Care Organizations


We understand and will comply with the requirements of RFP Section 3.6.3.5.


Our Commitment to using Medical Homes and Accountable
Care Organizations (ACO)
Reflecting our belief that value based purchasing arrangements where the provider, recipient,
and payer incentives are aligned are the vehicle by which the health care system will be
transformed, we have a dedicated business function for Value Based Payment (VBP) program
design and support. Through these programs, which are implemented in nearly all of our
plans nationwide, we reward providers for improving the quality of care by paying for value,
rather than paying for volume. This has been proven to increase quality outcomes for our
recipients. Our programs also offer incentives for the extra administrative and clinical care
coordination that providers deliver to our recipients through over 570 Medicaid Patient
Centered Medical Homes (PCMH). Nationally, we have over 800 Value Based programs, over
970,000 recipients in PCMH programs, and over 300 ACOs in place.


We take a comprehensive, collaborative approach to our VBP strategy with providers to
maximize participation with our core programs as follows:


 ACOs reward providers for access, affordability, improved patient experience and quality
of care through a gain share, risk share, or full risk arrangement. This helps address the
complex health needs of the entire community through a highly coordinated system of
care, including comprehensive primary care, specialty care, acute care, behavioral health
integration, and community services.


 Pay for Quality rewards providers for achieving better performance on a broad spectrum
of HEDIS® and utilization metrics for their recipient panel.


 PCMHs and Health Homes acknowledge the provider for the additional clinical and
administrative care coordination they administer in treating our recipients.
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A. The vendor is encouraged to use existing patient centered medical
homes/health homes, when available and appropriate.


We understand and will comply with the requirements of RFP Section 3.6.3.5.A.


We support the State’s goal to expand these models and will use existing PCMHs and
health homes wherever available and whenever appropriate. Our integrated model of care
considers each recipient’s unique and holistic health needs rather than focusing on each
medical diagnoses in a silo. We recognize that some recipients are best served in clinical
settings that can meet their needs in a comprehensive way: integrating physical and
behavioral health and addressing social determinants while minimizing the complexity and
fragmentation of services. Our model aligns with and recognizes the importance of medical
homes/health homes.


B. Vendor should use supportive provider services and contracting to support
the expansion of patient centered medical homes/health homes.


We understand and will comply with the requirements of RFP Section 3.6.3.5.B.


Some providers may already be fully integrated, offering a comprehensive array of health
services and coordinating wraparound psychosocial services, supported by robust business
operations. Other providers may have only recently begun to implement these capabilities.
Our flexible approach works well, regardless of a provider’s level of sophistication. We
support their development as medical homes and health homes through payment incentives,
technical assistance; embedding Case Managers and assigning a Population Health Specialist
(Specialist) assigned to each practice.


This Specialist assists medical homes and health homes in implementing evidenced based,
best practices that result in creation—and expansion—of health homes by sharing,
interpreting, coaching, and facilitating communication about quality, utilization and other
medical management outcomes with practices in a way that helps deliver better care. The
Specialist also works with providers on how to collaborate and integrate primary, acute,
pharmacy, and behavioral health aspects of care; as well using tools and reporting to
improve population management, meet quality measures, and decrease inpatient and
Emergency Department service utilization. The Specialist assists the medical homes and
health homes through tracking and reporting efforts that make certain collaboration across
the care continuum.


Another form of supportive provider services we offer is through our Provider Plan
Collaboration Team. This is a multidisciplinary team, which meets quarterly, working with the
Specialist as well as the practice to review progress in closing gaps, looking at financial and
clinical reporting and assist them with transitioning to the new process. Our goal is to help
practices succeed both financially and clinically with these models of care delivery. When
these partnerships succeed, our recipients improve their health status, and the overall
healthcare system is more efficient.
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This approach has been proven effective in several of our other Plans. For example, in one
plan: ED visits per 1,000 recipients in PCMH practices were 27 percent lower than rates for
non PCMH practices. Inpatient admissions per 1,000 recipients in PCMH practices were 13
percent lower, and days per 1,000 recipients were 29 percent lower in PCMH practices than
non PCMH practices.


C. Vendor is encouraged to use Accountable Care Organizations (ACOs) and
other innovative models, when available and appropriate.


We understand and will comply with the requirements of RFP Section 3.6.3.5.C.


ACOs are a key component of our vision for a more connected and effective health care
system: we developed our first ACO in 2007. We have ACO contracts and Letters of Intent for
Value Based Solution contracts throughout Nevada. We will continue the transformation of
health care services with the further development of ACOs—and other shared savings
arrangements—to improve the health of the communities we serve in Nevada.


Our vision on the value of ACOs encompasses the following:


 ACOs are an important component of our vision for a more connected system, and we
view ACOs as an important model for transforming the delivery system.


 Patient focused, collaborative care among health care providers is essential to improving
quality and reducing unnecessary costs in our health care system.


 Payers and clinicians must be focused on the most important consideration—the recipient
and the value we deliver together through better case management and optimal and
timely care.


 We support new market based solutions of collaboration that can create a sustainable
health care model for our nation—innovation at its best.


 There is no single ACO model. Models vary based on the provider organization and local
population needs; but, strong physician commitment is essential in all models.


 We have the experience and capabilities to lead provider organizations in establishing
themselves as ACOs, including successful collaboration models with providers that have
shown improved quality and reduced cost.


 Our capabilities are flexible and modular to accommodate an evolving marketplace.


In Table 3.6 2 on the following page, we provide an overview of the elements of our
successful ACO offerings.
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Table 3.6 2: Value Based Solutions ACO / Shared Savings
offerings help providers progress from Pay For Volume to Pay For Value


Solution Elements of the program,


Program eligibility All practices with 1000+ assigned recipients
Must maintain an open panel
Must provide and/or make sure after hours availability
Practices/systems collaboratively identified based on meeting the provider where they are
in their capabilities as well as meeting State’s goals for provider incentive programs


Payment model Member Benefit Ratio (MBR also known as Medical Loss Ratio) targets are developed
based on historical performance or Plan level performance
MBR shared savings is dependent on achieving quality and utilization metric targets
Initially all upside, and when the provider is ready, downside risk may be introduced


Performance
measurement


MBR and quality/utilization metrics are tracked quarterly moving to monthly reporting
Metrics and targets are matched to population, market dynamics, and historical
performance


Data and reporting Reporting includes gaps in care (monthly), provider profile reports (monthly) and shared
savings (monthly) reporting with rich data sets around quality, utilization costs


Collaboration
process


Quarterly Provider Plan Collaboration Team includes Medical Director, Chief Financial
Officer, Nevada Operations Manager or Director of Operations, Quality, Provider Relations
Representative and National VBS representative
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3. SCOPE OF WORK
3.7 NETWORK
The vendor is required to establish and manage appropriate provider networks and maintain
existing written provider agreements with such providers in geographically accessible locations.
The vendor shall maintain a network of physicians, hospitals, and other health care
professionals and ancillary services through which it provides the items and services included in
covered benefits in a manner that complies with the requirements of this section and meets
access standards described in this RFP, in the DHCFP’s Access to Care Plan, and the Code of
Federal Regulations The vendor shall ensure that its network providers are appropriately
credentialed, have a standard unique health identifier, and well coordinated with other network
services and services available outside of the health plan network. The network shall include an
adequate number of PCPs, specialists, and hospitals appropriately credentialed as health care
professionals located in geographically and physically accessible locations to meet the access
standards specified in this RFP. The vendor will maintain a network of appropriate providers
sufficient to provide access to all services covered in this RFP with consideration given to the
number of expected recipients that may enroll. The vendor when establishing and maintaining
its network will consider the expected utilization of services and the numbers and types (their
training, experience, and specialization) of providers given the characteristics and health care
needs of the specific Medicaid population enrolled with the vendor. The vendor’s management
oversight includes, but is not limited to, credentialing, maintenance, provider profiling, peer
review, dispute resolution and Medical Director Services. The MCO must conduct secret
shopper surveys to a statistically sound sample across their network as part of the Access to
Care Monitoring Plan to identify appointment standards and access to services for PCPs,
Physician Specialists, Behavior Health, Pre and Post Natal Obstetric, and Home Health, to
reported annually.
The vendor must describe their approach to network management including if the network
will be an open or closed network and if some services are currently planned to be provided
through subcontractors, sub capitation, fee for service or alternative models such as
accountable care organizations.
Network providers will be required to use designated practice guidelines and protocols. Prior to
the contract start date the vendor shall identify the practice guidelines it intends to use for
acceptance by the DHCFP. Submission shall occur after awarded contract but before the
contract start date. The State shall accept or reject, in writing, within ten (10) business days
of receipt.
If the MCO puts a physician/physician group at substantial financial risk for services not
provided by the physician/physician group, the MCO must ensure that the physician/physician
group has adequate stop loss protection.


We understand and will comply with the requirements of RFP Section 3.7.


NV Managed Care Organization RFP No.: 3260 235







3.7 NETWORK


We are an Established Health Plan with Nationwide Experience
With over 30 years of experience establishing and managing provider networks in 16 markets
across the country, we fully understand the importance of collaboration with providers to
transform health care delivery and bring greater quality and sustainability to the health care
system. Our philosophy is one of a patient centered, collaborative care approach: if a provider
network does not meet every individual’s unique supportive and medical needs, the network
is not adequate.


We have a long history of operating in Nevada with our commercial and Medicare plans and
serve over 141,000 recipients. Our existing commercial and Medicare network in Nevada has
over 3,200 primary care providers, nearly 17,000 specialists, 90 hospitals, and nearly 800
behavioral health providers. We are not new to the State, rather, we have institutional
knowledge about Nevada that we will leverage as we finalize our provider network for
TANF/CHIP.


We Understand the Needs of Nevada’s TANF/CHIP Recipients
We have met with key providers in Clark and Washoe Counties to understand their
expectations, recipient needs, and where we can strengthen the network. Our primary goal
during these visits was to understand what their experience is in the current Medicaid
environment, what challenges they currently face and what we can do as a new entrant to
partner with them to address these concerns (as detailed throughout our response). In
addition, we wanted to understand the clinical, behavioral, cultural, and social needs of our
recipients, their current providers, existing provider referral patterns, and any additional
supports that communities may need. By considering these essential elements, we will design
a provider network that meets and exceeds recipient, provider, and State expectations. A few
of the stakeholders we have met with include:


 Access to Healthcare Network (discount medical network, case management, care and
community resource coordination)


 Community Health Alliance (Federally Qualified Health Center)
 Desert Parkway Behavioral Healthcare Hospital (inpatient behavioral health services)
 HealthCare Partners Las Vegas (Independent Physician Association)
 Nevada State Medical Association
 Southern Nevada Health District (public health)
 Touro School of Medicine and Touro Mobile Care Unit
 University of Nevada School of Medicine
 Washoe County Medical Society
 Washoe County Health District


Our efforts to build relationships with Nevada providers and stakeholders have proved to be
invaluable. We have learned about the unique health care challenges facing the Nevada
TANF/CHIP population and have been presented with exciting opportunities to be on the
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forefront of health care transformation. These challenges include provider’s concerns
regarding sufficient and timely reimbursements and recipients’ inability to access specialists.
As detailed throughout our response, we are prepared and equipped to build, manage,
monitor, and maintain a fully compliant provider network that will address these challenges
voiced by these stakeholders while meeting the State’s goals and objectives.


Community Outreach
We met with both University of Nevada School of Medicine and Touro School of Medicine
Las Vegas. We learned that the residents in these programs have community outreach
commitments to satisfy; we will partner with them to identify areas of need for the


TANF/CHIP population where they can fulfill these commitments.
Touro developed a Mobile Care Unit program that provides services to Opportunity Village.


This mobile unit has two exam rooms and is staffed by a physician and a physician’s assistant.
Touro is adding a second mobile unit to improve access in the rural areas of Clark County.


Our partnership with Touro will improve access and a benefit to Medicaid recipients
who have transportation challenges.


In addition, Touro has recently opened a pediatric autism clinic that provides needed services to
children ages 18 months to 13 years. Pediatric autism specialists are in great need across the
nation, and our partnership will enable our Medicaid recipients to access this specialized care.


We Will Establish a Robust Provider Network
Our strategy to establish and maintain a network of appropriate providers sufficient to
provide access to all services covered for the Medicaid and Nevada Check Up population and
meet the access to care standards described in the DHCFP’s Access to Care Plan includes the
following elements:


1. Focusing the network build on areas with a high concentration of current and potential
eligible recipients, while remaining aware of geographic time and distance requirements
and normal referral patterns. Our goal is to create care opportunities that reflect current
recipient habit and preference.


2. Integrating a focus on person centered care through our biopsychosocial model,
developing competencies with providers of all types to incorporate care models that
consider the whole person rather than the presenting condition.


3. Expanding availability of Patient Centered Medical Homes (PCMHs) and Accountable Care
Organizations (ACOs) Statewide, collaborating with and providing support for Nevada
health homes, and using quality incentives to encourage participation with each.


4. Developing action plans and providing support to encourage positive outcomes with
providers who underperform in quality or operational metrics, and removing providers
from our network when they regularly fail to meet State or nationally accepted
performance standards.
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Our primary network development goal is to execute an agreement with all current Nevada
Medicaid providers; this includes all essential community providers. Local plan management
and staff will continue to determine network needs and execute on expansion during the
initial build and through the operation of the health plan by monitoring these services and
contracts where necessary so that our network reflects actual utilization patterns and
provider types.


We have analyzed and are further evaluating:


 The entire spectrum of licensed providers within the State
 The total number of recipients we will need to serve
 The geographic distribution of the recipients served
 The accessibility of providers in the proposed network (24 hour access to covered services


through a combination of extended provider office hours, urgent care, and telephonic
medicine or triage)


 Number and coverage distribution of internal staff for customer service for
24 hour assistance


 The prevalent conditions of recipients in the Geographical Statistical Area (GSA)
 The ethnic composition of the GSA
 The cultural competencies of the available providers


Our “Access to Care Plan” Will Exceed Network Requirements
Ultimately, adequate access to care depends on successfully meeting the needs of recipients
and their families. Access is successful only when our recipients receive the right care, at the
right time, and in the right place, as defined by their goals and health care needs. A provider
network is only strong when providers can truly offer the full continuum of care in a way that
is coordinated, easy to access, and sensitive to the full range of the recipient’s needs,
including cultural, ethnic, linguistic, and other unique, individualized needs. Our philosophy
and approach are informed by evidence based medicine and best practices, responsive to
changing needs, and built on a foundation of continuous quality improvement.


One of our objectives to realize that philosophy is to expand access to necessary and
integrated health care services—with an emphasis on primary care and behavioral health
services that focus on individualized wellness and prevention. We have enhanced and
applied policies, procedures, and processes to monitor our provider, and subcontractor
networks. This enables us to provide adequate network capacity, accessibility for our
recipients, and accuracy in our provider listings. Also, our network activities connect our
recipients with a health care home so that they can obtain services in the most effective
and appropriate setting.


Our Proven Credentialing Improves Access to Quality Care
The primary objective of our credentialing process is to verify that all of our network providers
meet our rigorous criteria for participation. The credentialing process for each provider is
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consistent with National Committee for Quality Assurance (NCQA), Utilization Review
Accreditation Commission (URAC) and CMS requirements, and is supported by the NCQA
certified and URAC accredited Credentialing Department. Our credentialing policies and
processes are compliant with State, Federal, and accrediting entity requirements and employ
standard methodologies for all provider types.


We Are Negotiating and Contracting with Ample Providers
The provider network that we use across multiple lines of business throughout the State is
expansive and stable. If awarded a contract for Medicaid and Nevada Check Up, we can
quickly and efficiently tailor participating agreements for the Medicaid required language
and reimbursement terms. To secure an expansive, robust, and compliant network, we will:


 Develop, maintain, and manage a provider network that meets or exceeds all of the
DHCFP’s composition requirements.


 Mitigate gaps in care in rural areas and where there are under represented or
unrepresented provider types by contracting with all willing providers, offering financial
incentives for after hours and weekend hours, and expanding access to care through
telehealth visits, retail clinics through CVS Minute Clinics, and telemedicine consultations.


 Cultivate productive and sustainable partnerships with providers starting at the
contracting stage, progressing during provider orientation, training and continuing
education efforts, and maintained through proactive and supportive provider relations
and communications.


 Offer an extensive and unique value based provider incentive program that requires after
hours care, supports care coordination, and will improve the cost efficiency of delivered
care while concurrently improving the quality of that care.


 Implement an efficient and effective credentialing and re credentialing process
 Confirm that our service delivery is culturally competent and focuses on reducing


health care disparities and improving health literacy by training our staff and our
participating providers.


 Prioritize continuity of care and seamless integrated care coordination for recipients.
 Consistently uphold access requirements and appointment standards.
 Provide recipients with their choice of providers to meet their cultural preferences.
 Maintain a sufficient number and type of providers to exceed the recipient to provider


ratio standards and needed for the services to be rendered.


The initial provider contracting experience plays an important role. Our local network
development staff initially contacts the provider via telephone or mail to discuss the program.
Staff will begin active negotiations with the provider with frequent telephone or in person
meetings as needed to gain provider participation. During the negotiation, contracting staff
will use the opportunity to provide initial education about our utilization management
programs, claims filing, encounter collection, claims payment, appeals, and other aspects of
managing our ongoing relationship.
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Our local and national provider relations’ teams work closely with our legal and compliance
teams to streamline the contracting process, removing unnecessary barriers to providers
while staying fully compliant with State and Federal regulations.


We intend to leverage our current network footprint of providers, outlined in Table 3.7 1
below, for the TANF/CHIP population.


Table 3.7 1: Current Network Footprint Provider List


Provider Type Clark Washoe All Others Combined


Hospitals (Total) 37 45 8 90


Acute Care Hospitals 22 30 5 57


Pediatric Hospital 1 5 1 7


Psychiatric Hospital 6 2 1 9


Rehabilitation Hospital 0 5 1 6


Specialty Hospital 8 3 0 11


PCPs (Total) 952 1,919 343 3,214


Family Medicine/Family Practice 183 349 172 704


General Practice 81 12 2 95


Internal Medicine 497 1,218 113 1,828


Pediatrics 191 340 56 587


Obstetrics and Gynecology 232 252 28 512


Neonatal Perinatal Medicine 23 0 0 23


Behavioral Health 583 200 0 783


Home Health Agency 24 20 1 45


Physician Specialties (Total) 12,049 3,790 958 16,797


All Others (Non Individual Total) 361 546 66 973


Total 13,399 6,300 1,375 21,074


We have over 25 full time contracting resources on our national network deployment team
that can be dedicated to our network building activities. We have demonstrated our ability to
build out broad and effective networks as demonstrated in our current markets of three
States within the Midwest Region within the last five years.


Our Access to Care Monitoring Plan is Comprehensive
Maintaining an excellent provider network requires constant care and monitoring. Everyone
who answers a telephone in Recipient Services, Provider Services, Medical Management,
Business Strategy, Quality Management, and Case Management is trained and empowered to
resolve provider adequacy issues. Each of these departments assists our locally based
network resources with ongoing network development and monitoring.
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Representatives from designated departments will meet to review reported, trending, and
outlier cases to determine network adequacy and expansion needs to maintain accessible and
quality service availability. These reviews will be supplemented by ongoing communication
with Provider Services, Medical Management, and the health plan’s executive team and will
emphasize accessibility and availability of care for all recipients. We will analyze all services,
including tertiary services, against the DHCFP’s travel distance and after hours requirements;
this is our baseline measurement.


Management Oversight
On a monthly basis, the interdisciplinary Access to Care Monitoring Committee meets to
review and evaluate access to care needs for our recipients. The locally based team consists of
department heads from Network Development and Contracting, Provider Relations, Recipient
Services, Medical Management, Community Outreach, Compliance and Quality and is chaired
by the health plan’s Nevada Operations Manager. The Access to Care Monitoring Committee
will review, discuss, and approve:


 Changes to provider network policies and procedures resulting from changes in State,
Federal, and accreditation standards


 Access to Care Monitoring activities to confirm compliance, identify any corrective actions,
if any, and improvement opportunities


 State, Federal, and accreditation network reports or reporting process for completeness
and accuracy


The Nevada Operations Manager, as Chair of the Access to Care Monitoring Committee, will
provide the Access to Care Monitoring Meeting Minutes and associated evidence reports to
the health plan Administrator and the Quality Management Committee on a quarterly basis.


The Quality Management Committee, chaired by the Medical Director, is accountable
for making sure that the provider network is compliant with all State, Federal, and
accreditation requirements.


The Director of Network Development and Contracting participates on the Scoreable Action
Item (SAI) committee, chaired by the Chief Financial Officer. The SAI committee is tasked with
identifying fee schedule and cost reduction opportunities and collaborations. The Director of
Network Development will provide input regarding any pricing concerns, access to care or
adequacy concerns and recommendation regarding proposals that could improve or impact
access to care or be potentially perceived as in conflict with 42 CFR 438 non discrimination
policy requirements.
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Access to Care Monitoring Activities
We generally prepare our monitoring activities and reports by county, as outlined in the Table
3.7 2 below.


Table 3.7 2: Access to Care Monitoring Plan


Monitoring Activities for Network Access, Adequacy, Availability and Completeness


Geo Access Reports We review GeoAccess® reports monthly which measures PCPs, specialists,
hospital, behavioral health, and vision against the State geographical access
standard requirement.


Conducting Provider
Secret Shopper
Surveys


We survey providers by telephone about their appointments and after hours access for
primary, maternity, high volume specialty care and behavioral health visits, including
24/7 availability.


Reviewing Providers’
Panel Status


We review open panel status to confirm where new recipients can be assigned and
identify providers who have reached their capacity or referral limits.


Reviewing PCP to
Recipient Ratios


We review ratios by provider type and by region to confirm availability of an adequate
number of PCPs.


Network Sufficiency We review utilization data for prevalent conditions, single case agreements, provider
referral issues (availability of specialties), the providers gained and lost report, and
unplanned network exits report to confirm sufficiency of the type and number
of providers.


Addressing Provider
Related Recipient
Concerns


We address recipient concerns by following up with and resolving issues related to
access, appointment availability and waiting times.


Reviewing Recipient
Grievances and
Feedback


We review quarterly analysis and trending of recipient grievances from the Grievance
and Complaint report to identify any potential availability or accessibility issues;
performing root cause analysis; and developing corrective action plans, if necessary.
Additionally, we receive input from Recipient Advisory Committee findings, recipient
survey results that include questions regarding access, appointment availability and wait
times, non participating prior authorizations and out of network requests.


Addressing ED Overuse We monitor and identify recipients who may be using the emergency department (ED)
for non emergent conditions and who may benefit from case management and
education on alternative urgent care and after hours practice options.


Compliance with
Practice Guidelines


We measure and monitor providers to confirm they are working within the scope of
their license and following plan’s policies and procedures, including following practice
guidelines. Provider utilization profiles and input from medical management are used to
identify those practices that are struggling or not compliant with requirements.


Conducting Provider
Directory Audits


We conduct monthly audits to confirm accuracy of provider listings and make weekly
updates to online Provider Directories to reflect changes in demographics and
panel status.
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Monitoring Activities for Network Access, Adequacy, Availability and Completeness


Conducting Provider
Network Reviews


We review provider network and recruitment activities of provider, behavioral, and
vision health networks monthly.


Conducting Network
Panel Studies with
Stakeholders


We conduct network access and availability studies for hospital, primary care, OB/GYN
(pre and post natal care), high volume specialty care, emergent care, urgent care, home
health care, and behavioral health. Additionally, we present for review our network
policy and procedures to advocacy advisory groups, recipient council and with oversight
by in network physicians on the Quality Management Committee.


Interdisciplinary Team
Collaboration


Our Medical Management, Network Contracting, Provider Relations, Recipient Services,
and Quality teams review and collaborate on a monthly basis to identify any access or
capacity concerns and address special needs such as vendors who specialize in complex
pediatric home care, autism, and/or specialized pediatric wheelchairs.


Access to Care: Taking Corrective Action When Necessary
The Nevada Operations Manager in partnership with Director of Network Development and
Contracting are accountable for developing, implementing and reporting on corrective action
plans associated with deficiencies in access to care as identified by the Access to Care
Monitoring Committee.


Through regular, in person, field visits, our Provider Service Representatives maintain a
collaborative relationship with each of the practices within our network. As a result, they can
identify potential areas requiring additional provider education before a recipient is affected.
However, some providers may still fall out of compliance with our standards. The most
common area where this can occur relates to timely appointment access. Our Provider Service
Representatives conduct secret shopper surveys each month. Based on the results of this
information, they identify any providers who fail to meet our access and availability
standards (for example, their after hours message tells the recipient to call the next day
instead of providing a source of immediate medical care).


When providers fall out of compliance, their assigned Provider Service Representative is
notified, and a letter is mailed or emailed to the affected practice. This corrective action, or
performance improvement plan, clearly identifies our standard and how the provider was
deficient in meeting that standard, as well as a timeframe for re survey. The provider or
practice staff may then contact the Provider Service Representative to address any issues or
concerns regarding meeting our expectations. For example, the practice may be making some
system changes to ensure that the standard is met. Our Provider Service Representatives
know these practices well, understand their office staff turnover challenges, and provide
whatever assistance is needed to educate them about our standards, or temporarily extend
the timeframe for resolution. As a result, most deficiencies are addressed before re survey.
We highlight our Corrective Action Plan (CAP) process in Figure 3.7 1 on the following page.
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Figure 3.7 1: Corrective Action Plan Process for Continuous Improvement


As necessary, cases are escalated to our Medical Director. He or she will review each case and
holds the authority to make an exception because of special circumstances, or make a
recommendation to terminate the provider from our network. Our Medical Director considers
each case individually. Consistent evaluation of trends in corrective action plans alerts us to
potential network accessibility gaps or concerns that could require system wide correction.


Network Development Opportunity
As identified by the Access to Care Monitoring Committee, the Director of Network
Development and Contracting will develop a corrective action, or performance improvement,
plan to address the deficiency or opportunity through a contracting action plan. The
contracting team will identify recruitment targets, define the proposed timeline and initiate
contracting contact efforts to resolve the deficiency or recommended enhancement. All health
plan senior leadership is engaged through our Contracting Committee, as chaired by the
Director of Network Development and Contracting, in receiving updates and providing input
regarding the contracting plan and initiatives. The Access to Care Monitoring Committee will
also receive monthly updates on the contracting plan progress.


Improving Access to Care
In one of our affiliate health plans, the State recently issued a new access requirement.
This changed the manner by which independent behavioral health providers counted


towards meeting the access standard. To comply with the new requirement, we needed to
add nearly 150 independent behavioral health providers to our network. We deployed a team


of five full time employees (from our local market and supplemented with resources
from our national recruitment center).


In less than 90 days, we were able to contract, credential, and meet the
newly defined adequacy standard.
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The Access to Care Monitoring Committee will re evaluate monthly to confirm that the
department has resolved any deficiencies or continues to be on track with the proposed
corrective action plan. Additional resources from our national contracting team can be
provided to assist the Nevada health plan to resolve any deficiency quickly.


Our Approach to Health Care Delivery: Transformative and
Value Based
Central to our approach to network development and maintenance is executing an
agreement with all current Nevada Medicaid providers, including all essential community
providers, in an open access model. So that recipients can obtain services in the most effective
and appropriate setting, we will align each to a health home, as appropriate. We target all
current Medicaid providers to capture the current referral patterns for potential recipients
because our main focus when building a network is to minimize disruption of care. Our
contracted network will be reimbursed on a fee for service (FFS) basis with a value based
component for eligible providers to incentivize for achieving quality metrics and outcomes.


We Are Committed to Medicaid System Transformation
We are not entering into Nevada merely to comply with contractual requirements. We want
to be a full partner to the State of Nevada. We are convinced—at every level of our company
and within our health plans—that the reforms pursued through innovative programs will
achieve the Triple Aim. We have seen the evidence that, through recipient centered care and
value based payment arrangements, everyone in the system benefits:


 Recipients get better care at a better cost
 Providers enjoy more flexibility
 Greater incentives provide recipients efficient and effective care
 Our health plan succeeds in its mission by achieving the Triple Aim for its customer, the


State of Nevada
 The State will succeed in improving public health at an optimal price point


We want to be a “learn and lead” partner, shoulder to shoulder with you as we innovate our
way toward true system transformation.


We share the goal of promoting and sustaining the health home model and moving qualified
providers through our value based services pathway towards the risk sharing model,
illustrated in Figure 3.7 2 on the following page.
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Figure 3.7 2: Our Value Based Program Continuum
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Our value based programs offer incentives for the extra administrative and clinical
care coordination that providers deliver to our recipients through over 480 Medicaid
PCMHs. Through value based contracting solutions and transformation collaboration,
we are:


 Improving access by incentivizing availability and collaboration with an integrated care
model and integrated delivery models


 Improving quality by incentivizing specific quality performance levels based on
HEDIS® measures


 Improving the patient experience by assisting providers in developing their PCMH
capabilities and case management through the deployment of dedicated population
health specialists and real time information exchange


 Lowering costs


We take a comprehensive, collaborative approach to our Value Based Programs (VBP)
strategy with providers to maximize participation with our core programs as follows:


 ACOs reward providers for access, affordability, improved patient experience and quality
of care through a gain share, risk based, or full risk arrangement. This helps address the
complex health needs of the entire community through a highly coordinated system of
care, including comprehensive primary care, specialty care, acute care, behavioral health
integration, and community services


 PCMHs and Health Homes acknowledge the
provider for the additional clinical and
administrative care coordination they
administer in treating our recipients


 Pay for Quality rewards providers for
achieving performance targets on a broad
spectrum of HEDIS and utilization metrics
for their recipient panel


Practice Guidelines
We require our network providers to use
nationally recognized practice guidelines and protocols based on nationally recognized
guidelines and resources including the Agency for Health Care Research and Quality (AHRQ),
The National Institutes of Health (NIH), and The National Guideline Clearing House. Before
contract start date, we will identify these guidelines for the DHCFP’s approval.


Financial Risk and Stop Loss Protection
If after obtaining experience under our shared savings value based model, both the provider
and we find value in further expanding our relationship with a risk based model, we will
present such model to the DHCFP for review and approval, before execution. This model
would include a provision for stop loss coverage. We will not put a provider group at risk


Our Value Based Programs
Offer Incentives for the
Extra Administrative and


Clinical Care
Nationally, we have over 800 VBP, over


970,000 recipients in PCMH programs, and
over 300 ACOs in place.
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without first evaluating and validating that the provider has the resources and capability to
manage the financial risk while improving the quality of care.


3.7.1 The vendor must adopt practice guidelines and protocols which:
3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care


professionals in the particular field;
3.7.1.2 Consider the needs of the vendor’s recipients;
3.7.1.3 Are adopted in consultation with contracting health care professionals; and
3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice


standards.


We understand and will comply with the requirements of RFP Section 3.7.1.


We based our model of care on nationally recognized guidelines and resources including the
AHRQ, the NIH, and The National Guideline Clearing House. Through face to face meetings
and ongoing provider training and education, we explain our expectation that providers use
evidence based guidelines and nationally recognized protocols. We monitor the quality of
care delivered by network providers to educate and reward them for delivering best practice
standards of care, achieving quality health outcomes, effectively managing utilization and
associated costs, and improving care delivery behaviors. When customizing our monitoring
efforts for TANF/CHIP providers, we consider the needs of our recipients while drawing from
consultation with health care professionals nationwide and the profiling experience of our
nationwide health plan affiliates.


Our Medical Directors review provider practices and utilization patterns. Practice guidelines
and protocols are reviewed annually for appropriateness to the specific population needs and
updated as applicable when nationally or community based clinical practice guidelines are
updated. During the review, we analyze and compare physician practices against nationally
recognized protocols, reliable clinical evidence, and the consensus of health care
professionals. This process includes peer to peer consultation and submission of clinical
records in support of provider’s ability to practice safe, quality compliant, and medically
necessary health care services.
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Wemonitor providers to confirm that the guidelines are consistently applied, consider the
needs of the recipients, and allow for consultations with requesting providers when
appropriate. If a provider is not complying with practice standards, the provider’s
performance and practice are presented at a Peer Review Committee. Upon review of the
incidents, and based upon the recommendations of the Committee, we will take one of the
following actions:


 Contact the provider to obtain additional information and suggest specific remediation
 Send information, educational material, or provide training to the provider
 Require the provider attend a committee meeting to discuss the issue
 Reduce, restrict, suspend, or terminate the provider’s credentials
 Limit new recipient enrollment, issue sanctions, or other corrective actions


We understand and will comply with the requirements of RFP Section 3.7.2.1.


Dissemination of Practice Guidelines
Our provider manual and provider website contains practice guidelines and prior
authorization policies and procedures. The Provider Manual—which is considered an
extension of our provider contract—is updated periodically, but at least annually. Our
Provider Manual is available on the website and can be provided in person, in the paper, by
our Provider Relations Representatives. The website is updated on an as needed basis to
reflect Program changes or changes in policy or information that affects our providers—but
no less than annually. We send e mail and provider portal notifications of practice guidelines
and best practice tips and reminders. We also publish our semi annual provider newsletter,
which will be posted to our portal and website, and provide new information each issue.
Providers can access training on practice guidelines online at their convenience. Provider
Services will track and monitor providers who complete online training.


Additionally, we give our PCMH, shared savings, and ACO partners monthly reports that help
them identify high risk recipients, frequent ED utilizers, as well as inpatient utilization for
their assigned recipients. The monthly reports are reviewed at least quarterly with on site
meetings hosted by our provider engagement team who can help the practices shape their
population health activities in association with the practice guidelines, and to assist us in
recommending changes to such practice guidelines.


3.7.2 The Vendor must:
3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract


start date and, upon request, to recipients and potential recipients, including
prior authorization policies and procedures;
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We understand and will comply with the requirements of RFP Section 3.7.2.2.


Ensuring Consistent Application of Practice Guidelines
Our Utilization Management Committee creates, reviews, and updates the clinical practice
guidelines and prior authorization policies and procedures—annually, at a minimum. Our
Medical Director chairs this Committee. Our Nevada Operations Manager is also a member of
the committee, which verifies that recipient education, coverage of services, and other area
decisions are made consistent with practice guidelines and contractual requirements. Our
Quality Committee collaborates with our Utilization Management Committee to confirm that
the approved clinical practice guidelines are consistent with all other clinical programs,
assessments, and care plans. 


We understand and will comply with the requirements of RFP Section 3.7.2.3.


Timely Access to Care—Including 24/7 Availability
We verify that each recipient has access to services
and supports they need when they need them. If a
recipient is unable to make an appointment
promptly, our Recipient Service Representative will
collaborate with our Provider Services Department
and contact the provider to facilitate access.


To confirm timely access to care, including that our
providers are available 24 hours a day, seven days a week when medically necessary, our
provider contracts include the following clause: “Access to Services. Covered Services shall be
provided in a manner which provides continuity of care including the availability of primary
care providers who will be responsible for coordinating the provision of health care services
for each Recipient. Provider’s hours of operation and provision for after hour services will be
reasonable. Company will have a documented system for monitoring and evaluating
accessibility of care, including a system for addressing problems that develop, which shall
include, but is not limited to, waiting times and appointments. In addition, Provider shall
provide or arrange for the provision of emergency health care services 24 hours a day,
7 days a week.”


3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage
of services, and other areas to which the guidelines apply are consistent with
the guidelines;


3.7.2.3 Meet and require its providers to meet State standards for timely access to care
and services, taking into account the urgency of the need for services;


We will offer telemedicine
through our vendor where
recipients can speak to a


board certified doctor 24/7
within 15 minutes of a request
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To help our providers comply with this clause, we:


 Maintain a strong provider network by monitoring network adequacy and targeting
provider recruitment activities.


 Use PCMHs which encourages after hours participation.
 Train providers on appointment wait time standards and call coverage requirements
 Collaborate through health plan committees.
 Seek feedback from Recipients and Recipients Service Representatives regarding any


access issues and referrals to new providers.
 Engage Case Managers when appropriate.
 Work with providers one on one to improve access.
 Use Value Based Contracting solutions to incentivize providers for meeting or exceeding


appointment and access standards. For example, participating PCPs who see a recipient
after regular office hours will receive additional reimbursement for after hours care. This
will provide recipients an opportunity to see a PCP instead of an ED visit. Through this
program, the PCP does not have to be the recipient’s PCP of record.


 Work with providers to assist them in corrective action plans when they are not meeting
these standards.


 Conduct provider secret shopper surveys by telephone regarding appointment and after
hours access to primary care, specialists, behavioral health providers, pre and post natal
obstetric, and Home Health providers.


 Mail postcard appointment reminders to recipients to reduce “no shows.” We are also
partnering with Access to Healthcare Network to evaluate other means and methods of
reducing the impact of “no shows” and “no calls” on the Nevada provider community.


We also share best practices with providers to improve appointment and after hours
availability. For example, one of our affiliate health plans worked with a family practice
whose recipients had a pattern of high ED utilization. The plan determined that this was
partially attributed to lack of appointment availability at the practice. The plan recommended
the implementation of an open access appointment system. As a result, the provider realized
a 10 percent reduction in ED visits among their patient panel and an improved no show rate
from more than 30 percent to 15 percent.


If a participating provider is not available for an urgently needed service, our Single Case
Agreement (SCA) approach is rapid and individualized; we coordinate care with an out of
network provider within 48 hours. Our Recipient Service Representatives:


 Find an out of network provider that meets the Recipient’s cultural preferences and their
cognitive and physical accessibility needs


 Schedule the appointment
 Authorize the service through an SCA that includes quality of care requirements
 Arrange for transportation (if needed)
 Follow up with Recipients regarding quality of care
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So there is no delay in services, the SCAs are obtained concurrently with the delivery of care. If
the out of network provider delivers timely, quality care, we immediately initiate the
contracting process.


We understand and will comply with the requirements of RFP Section 3.7.2.4.


Ensuring Uniform Hours of Operation Across Lines of Business
We will contractually require our network providers to offer hours of operation that are
no less than the hours of operation offered to commercial recipients or comparable
Medicaid recipients.


All provider contracts are compliant with Section 1557 of the Patient Protection and
Affordable Care Act (ACA) and include a Non Discrimination and Equitable Treatment of
Members clause. This requires the provider to treat each recipient equitably and serve each
recipient with the same degree of care and skill as customarily provided to commercial
recipients or comparable Medicaid recipients. Providers are mandated not to discriminate
against recipients on the basis of race, sex, ethnicity, gender, creed, ancestry, lawful
occupation, age, religion, marital status, sexual orientation, gender identity, mental or
physical disability, medical history, color, national origin, place of residence, health status,
claims experience, evidence of insurability (including conditions arising out of acts of domestic
violence), genetic information, source of payment for services, cost or extent of physician
services required, or any other grounds prohibited by law.


We understand and will comply with the requirements of RFP Section 3.7.2.5.


As detailed above in our response to Section 3.7.2.3, all providers are contractually required
to make services available 24/7, when medically necessary.


3.7.2.6 Have mechanisms to ensure compliance by providers;
3.7.2.7 Monitor providers regularly to determine compliance;
3.7.2.8 Take corrective action if there is a failure to comply by network providers; and


We understand and will comply with the requirements of RFP Sections 3.7.2.6–8.


As detailed above, in our response to RFP Section 3.7, our comprehensive Access to Care
Monitoring Plan incorporates mechanisms to maintain, monitor, and confirm compliance
with access standards. Should a provider fail to comply with these requirements, our


3.7.2.4 Ensure that its providers offer hours of operation that are no less than the
hours of operation offered to commercial recipients or comparable to Medicaid
FFS, if the provider serves only Medicaid recipients;


3.7.2.5 Make services included in the contract available twenty four (24) hours per day,
seven (7) days a week, when medically necessary;
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response to corrective action is swift, supportive of the provider’s needs, and intended to
protect our recipients.


Monitoring and Ensuring Provider Compliance
We will meet appointment accessibility requirements through ongoing monitoring of provider
availability and capacity. As detailed in Table 3.7 1 above, we monitor compliance on a
recurring basis using a variety of methods including:


 Weekly evaluation of provider complaints, including those regarding after hours access
 Monthly site visits to PCP offices
 Evaluation of ED data
 Availability surveys sent to recipients that include questions regarding after hours access
 Annual provider surveys
 Provider secret shopper surveys by telephone regarding appointment and after hours


access for primary, maternity, and high volume specialty care


On a monthly basis, the following statistics are provided to the Access to Care Monitoring
Committee and, on a quarterly basis, to our Quality Committee for review and consideration:


 Appointment availability survey results
 Recipient to PCP and specialist ratio statistics: measures network providers against


required ratios
 GeoAccess Reports: measures network against time/distance standards
 Open/Closed Panel Reports: measures percent of practices with open panels/total


practices
 Non participating provider Reports: measures claims and services approved for non


participating providers
 Provider after hours office hours: measures and identifies practices available after hours
 Urgent care provider report: measures and identifies practices available for urgent care


(walk in appointments)


Our toll free, 24/7 Recipient Services line will capture information regarding the dates and
times a recipient tried to contact a PCP, which will interface with our call tracking system.
This system will send an automated notification to the Provider Services Department, which
will contact the provider and follow up as necessary. Recipient Services Supervisors will
routinely review call documentation to determine whether a complaint should be filed. If a
recipient elects to submit a complaint, the Recipient Advocate will initiate the formal
complaint process within our Complaint and Appeal Database.


Addressing Provider Non Compliance
If the provider is found to be non compliant, we prefer to work together to identify a
collaborative solution if at all possible. Our Nevada Operations Manager and Director of
Network Development and Contracting are accountable for developing, implementing and
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reporting on corrective action plans associated with deficiencies in access to care as identified
by the Access to Care Monitoring Committee.


If we identify a provider who fails to meet the DHCFP’s appointment availability or after
hours coverage requirements, follow up actions may include an onsite office visit by a
Provider Services Representative for re education. If the provider’s behavior continues,
Provider Services will execute a CAP. The action plan may include a contracting initiative to
add more providers to the network. As detailed in Figure 3.7 1, above, our CAP process is
streamlined for effective and efficient results. 


If after offers for assistance a provider is unwilling to comply, then the health plan may
initiate termination due to breach provisions as described in the participating provider
agreement. This is, of course, our last resort. We prefer to identify a collaborative solution if
at all possible. Once the issue is settled, we will notify the recipient of the resolution.


3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a
culturally competent manner to all recipients, including those with limited
English proficiency and diverse cultural and ethnic backgrounds.


We understand and will comply with the requirements of RFP Section 3.7.2.9.


We are dedicated to the delivery of services in a culturally competent manner. Our Cultural
Competency and Health Care Equity strategy strives to provide understandable, readily
accessible, high quality health care services in a culturally competent manner to every
recipient we serve in Nevada and nationwide. To best serve our diverse recipients, providers,
and their communities in Nevada, we will use the enhanced National Standards for Culturally
and Linguistically Appropriate Services in Health and Health Care as the framework for our
Cultural Competency Plan and in developing and implementing the policies, procedures, and
practices that govern our delivery of care and services.


Our Cultural Competency and Health Care Equity strategy seeks to align with and support
Federal, State, and local initiatives to reduce health care disparities and to improve HEDIS and
other quality measures dedicated to improving health outcomes. In alignment with the
Patient Protection and ACA, we promote the use Community Health Workers (CHWs) to
bridge the disparity gap that can occur for recipients as a result of their cultural preferences.
Our strategy includes partnering with local community based organizations that employ
CHWs, such as Access to Healthcare Network, to deliver culturally competent services to
individuals with limited English proficiency and diverse cultural, ethnic and spiritual or
religious backgrounds.


We promote culturally competent service delivery through an array of learning opportunities
for our staff and providers, designed to improve cultural awareness. Our robust learning
program goes beyond traditional cultural competency training to offer training in the cultures
of poverty through Poverty Simulation Training, engaging local community members to share
cultural experiences and training our staff and providers on Mental Health First Aid, Trauma
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Informed Care, Disability Competent Care and unique cultural needs associated with age,
gender and other cultural preferences. We also contractually require providers’ adherence to
our cultural competency policies, which we detail in the Provider Manual.


Our Director of National Health Care Equity is currently participating in the National Council
for Behavioral Health Healthy Youth Leadership Institute, a program designed to improve the
health of adolescents and young adults through the identification of evidence and consensus
based practices. The program includes the promotion of cultural knowledge, understanding
and sensitivity and health literacy education practices and practical application throughout
employees, provider network, community partners and membership.


Furthermore, our Cultural and Health Care Equity program aligns with the Center for Disease
Control Office of Minority Health and Health Equity goals:


 Health Equity: Decrease health disparities, address social determinants of health, and
promote access to high quality preventive health care; eliminating health disparities is a
key priority in our enterprise.


 Women’s Health: Support and protect the health and safety of women and girls by
addressing health issues and identifying solutions; a key feature our Health Care Equity
program is our Minority Health program.


 Diversity and Inclusion: Create an organization where leadership embraces diversity and
inclusion and protects the health of diverse populations; our executive leadership includes
women, Hispanic, African American and sexual minorities and our overall employee
diversity ratios exceed those of our recipient diversity ratios.


 Organizational Capacity: Increase organizational capacity by aligning all resources to
achieve strategic priorities. Clear roles and responsibilities are established in the local
health plan to drive cultural and health equity strategies. Our national Cultural and Health
Care Equity teams will serve as support to the local plan to assist with the advancement of
health equity strategies in Nevada.


The program includes the promotion of cultural knowledge, understanding, and sensitivity,
and health literacy education practices and practical application throughout employees,
provider network, community partners and membership. Our Health Care Equity Diabetes
program aligns with Center for Disease Control and Prevention Road to Health.
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Upon contract execution, our health care equity staff will develop health care equity
strategies that support the State of Nevada Department of Health and Human Services Office
of Minority mission to:


 To improve the quality of health care services for members of minority groups
 To increase access to health care services for members of minority groups
 To disseminate information to and to educate the public on matters concerning health


care issues of members of minority groups*


3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or
indemnification of any provider who is acting within the scope of his/her license
or certification under applicable State law, solely on the basis of that license,
specialty or certification. The vendor may not discriminate against providers
who serve high risk populations or specialized conditions that require costly
treatment. If the vendor declines to include an individual or groups of providers
in its network, it must give the affected network provider(s) written notice of
the reason for its decision. 42 CFR 438.12 (a) may not be construed to require
the vendor to contract with providers beyond the number necessary to meet
the needs of its recipients; or, preclude the vendor from using different
reimbursement amounts for different specialties or for different practitioners in
the same specialty; or, preclude the vendor from establishing measures that are
designed to maintain quality of services and control costs and are consistent
with its responsibilities to recipients.


We understand and will comply with the requirements of RFP Section 3.7.2.10.


We do not discriminate for the participation, reimbursement or indemnification of any
provider who is acting within the scope of his or her license or certification under applicable
State law, solely on the basis of that license, specialty or providers who service high risk
populations or specialized conditions that require costly treatment per 42 CFR 438.


On an annual basis, our local Network Directors and Regional Senior Network Directors are
trained and recertified on this responsibility, as part of our standard Network Development
access and availability policies. Additionally, our Network Directors attend our cost
improvement planning and oversight meetings. Consequently, they can advise the health plan
as to when the project or proposed reimbursement change could be perceived as
discriminatory. Any network development project, action, or reimbursement action that
might be perceived as discriminatory is then reviewed by legal counsel to confirm that such
action and intent would be in compliance with 42 CFR 438.


* State of Nevada Department of Health and Human Services Office of Minority
http://dhhs.nv.gov/Programs/CHA/MH/
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3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format
specified by the DHCFP, which demonstrates it has the capacity to serve the
expected enrollment in its service area in accordance with the DHCFP’s
standards for access to care at the time it enters into the contract with the State
and any time there is a significant change in their operations that impact
services. Such documentation must demonstrate that the vendor offers an
appropriate range of preventive, primary care, and specialty services and
maintains a network of providers that is sufficient in number, mix, and
geographic distribution to meet the needs of the anticipated number of
recipients in the service area. The vendor must submit such documentation at
the time it enters into a contract with the State and at any time thereafter when
there has been a significant change, as defined by the State, in the vendor’s
operations that would affect adequate capacity and services, and as requested
by the State to conduct an access to care analysis. A significant change includes
but may not be limited to:
A. Changes in the vendor’s services, benefits, geographic service area or


payments; or
B. Enrollment of a new population in the network.


We understand and will comply with the requirements of RFP Section 3.7.2.11.


3.7.3 Network Management
3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities


The PCP or a physician in a Primary Care Site serves as the recipient’s initial
point of contact with the vendor. As such, the PCP or the physician at the
Primary Care Site is responsible for the following:
A. Delivery of covered medically necessary, primary care services and


preventive services, including EPSDT screening services and
Well Baby/Child Services;


B. Provision of twenty four (24) hour, seven (7) days per week coverage;
C. Referrals for specialty care and other covered medically necessary services


in the managed care benefit package;
D. Recipients shall be allowed to self refer for family planning, obstetrical,


gynecological, mental health and substance abuse services, within the
vendor’s network;


E. Continuity and coordination of the enrolled recipient’s health care; and
F. Maintenance of a current medical record for the enrolled recipient,


including documentation of all services provided by the PCP, and specialty
or referral services, or out of network services such as family planning and
emergency services.
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Although PCPs must be given responsibility for the above tasks, the vendor
must agree to retain responsibility for monitoring PCP and Primary Care Site
activities to ensure they comply with the vendor’s and the State’s
requirements. The vendor is prohibited from imposing restrictions on the
above tasks.


We understand and will comply with the requirements of RFP Section 3.7.3.1.A F. 


Access to care is at the heart of our philosophy, which is for our recipients to receive the right
care, at the right time, and the right place. One of our objectives to realize that philosophy is
to expand access to necessary and integrated health care services—with an emphasis on
primary care that focuses on individualized wellness and prevention. We encourage and
facilitate our recipients’ long term relationship with their primary care provider to maintain
care continuity and best meet each recipient’s health care needs by:


 Including the recipient’s PCP’s name and contact information on the Recipient ID card
 Assigning a Case Manager to our high risk and complex recipients to facilitate and


coordinate care


Primary Care and Primary Care Site Responsibilities
Our primary care network will include, sufficient in size and geography, general medicine,
family medicine, general internal medicine, general pediatrics, osteopathic medicine, rural
health clinics, family practices, and OB/GYNs, as designated by the recipient. Additionally, our
network includes urgent care sites, retail clinic sites, and our telehealth vendor, as well as our
24/7 nurse advice line, which can assist recipients with urgent care needs and who will refer
them back to the primary care providers for further follow up and coordination.


Our PCPs, or physicians at a PCS, are contractually obligated, within the scope of their license,
training, and certification to provide:


 Medically necessary services
 Preventative services
 Early and Periodic Screening, Diagnostic and Treatment (EPSDT) services as well as well


baby/child services, as further detailed below


We provide comprehensive in person training and educational materials with instructions and
procedures for providing and billing for these specific services, including Screening, Brief
Intervention, Referral to Treatment approach to screening for substance use, including
tobacco screening.


Participating practices are required by contract to provide 24/7 coverage and assist the
recipient in arranging for any necessary and appropriate specialty services. We collect
certification information for all practices and regularly survey the network providers to
confirm they are in compliance with both appointment availability standards as well as
24/7 coverage.
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EPSDT
We facilitate EPSDT well child visits for eligible recipients under the age of 21 to identify
health and developmental problems. We cover an EPSDT visit in addition to a sick visit,
sports physical, or a visit for another purpose or procedure on the same day. We include
EPSDT screening completion in our VBP incentive plan as our Pay for Quality provider
quality measure.


Full EPSDT visits include:


 A comprehensive unclothed physical examination
 A comprehensive health and developmental history including assessment of both physical


and behavioral health developmental milestones
 Health education
 Appropriate immunizations according to age
 Laboratory tests as indicated
 Lead screening at every EPSDT visit from 6 months to 6 years of age
 Hearing screening
 Vision screening
 Dental screening, beginning with the first tooth eruption but no later than 1 year of age


We recognize it is not always possible to complete all components of the full medical EPSDT
screening services during a single visit with a provider. Segments of the full EPSDT may be
completed by different providers. If our provider identifies a problem during a well child visit,
our provider can treat the problem at that time or refer the parent and child recipient to
providers, programs, or agencies that are qualified to treat the condition.


We educate recipients about the importance of EPSDT screening. All new recipients receive a
welcome call from our Case Management staff through interactive voice response (IVR) to
offer screenings for case management services, educate them about their benefits, and stress
the importance of taking advantage of these benefits. Each month we call our recipients to
offer assistance in accessing EPSDT well child visit services following the periodicity schedule.
We also provide scheduling assistance and transportation assistance through the State’s
transportation broker for those recipients who are eligible for the benefit.


We take full advantage of every contact we have with our recipient. Recipients with a gap in
care (e.g., behind on their EPSDT actions) are flagged in our system, and we discuss the
importance of these visits with the recipient if they call into speak with our team.


We use claims and encounter data to track compliance of EPSDT services. Additionally,
we send birthday reminders and missed appointment mailings to parents/guardians of
recipients to remind them of necessary age specific services, including well child visits
and immunizations.


We report well child visits through encounter data submissions per the requirements
regarding encounter data and appropriate well child codes established by the State agency.
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If other data are used in place of encounter data, appropriate certification of the data will
be performed.


Care Coordination and Continuity Of Care
We operate an open model: all recipients may self refer for family planning, obstetrical,
gynecology, substance abuse, and behavioral health services as well as any specialty service.
However, our PCPs are obligated to provide continuity and coordination of the recipient’s
health care. We support our providers to make certain that they are successful in this effort.


Select recipients, as identified utilizing our proprietary risk stratification model, are assigned
a health plan case manager. The case manager will assist the recipient in developing a
relationship with a PCP when needed. The case manager will also provide education and
other assistance in coordinating care as appropriate.


Additionally, when recipients are assigned to our health plan, our case management team
will coordinate any care plans with the existing providers with whom the recipient has a
relationship to maintain continuity and develop a transition of care plan. If the provider is
willing to accept payment at the Medicaid FFS rate and has a Medicaid ID, then the case
manager can authorize using the non participating provider until the care plan is completed
or until the provider has been contracted and credentialed by the plan. In some cases, the
case management team will ask the network development team to complete a single case
agreement if the provider is unwilling to accept and complete a participating agreement.


We have developed a policy that will provide for the transfer of relevant information,
including medical records and other pertinent materials, between providers to facilitate care
coordination and continuity of care for recipients.


If a recipient changes their PCP, the previous PCP will forward, at no cost to the recipient, the
recipient’s medical records to the recipient’s new PCP within 10 days of the request or before
the next scheduled appointment with the new PCP, whichever is earlier. When a PCP refers a
recipient to a specialist, the specialist must forward, at no cost to the recipient, appropriate
notes, x rays, reports, or other medical records to the specialist before the recipient’s
scheduled appointment.


Specialists must communicate in writing with the PCP to maintain the continuity of health
services for ongoing treatment. All summaries, evaluations, or recommendations should be
mailed or faxed within two weeks from the date of service.


We will also work with out of network providers to confirm there is a smooth transfer of care
to appropriate network providers. This happens when a newly enrolled recipient has an
existing relationship with a medical health, behavioral health, or substance abuse provider
outside of our network. We also facilitate and secure the recipient’s records from the out of
network providers as needed.
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Medical Records
The medical record is the property of the provider who generates the record. Per Nevada
Revised Statutes §629.05, our providers are required retain and make available all records
about any aspect of services furnished to minor recipients for inspection, evaluation, and
audit until the recipient turns 23 years old. Otherwise, providers are required to maintain
records for the longer of:


 A period of five years from the date of service
 Three years after final payment is made under the provider’s agreement and all pending


matters are closed


All providers are also contractually required to adhere to national medical record
documentation standards. As detailed in our written policies and procedures, our minimum
medical record requirements include documentation of all services provided by the PCP, and
specialty or referral services, or out of network services such as family planning and
emergency services.


Monitoring Providers
Our provider relations department—in collaboration with our quality management
department—is accountable for monitoring compliance with contractual, State and Federal
requirements. Non compliance is immediately reported to senior leadership so that correction
action can be initiated. Monitoring of the above tasks and responsibilities is done by ad hoc
on site office visits, secret shopper provider surveys; and monitoring complaints and
grievances. We do not, and will not, impose restrictions on the tasks detailed in Section 3.7.3
of this RFP.


3.7.3.2 Laboratory Service Providers
The vendor shall ensure that all laboratory testing sites providing services under
this contract have a valid Clinical Laboratory Improvement Amendments (CLIA)
certificate or a waiver of certificate of registration, a CLIA identification number,
and comply with CLIA regulations as specified by 42 CFR Part 493. The vendor
shall provide to the DHCFP, on request, copies of certificates of any laboratories
with which it conducts business.


We understand and will comply with the requirements of RFP Section 3.7.3.2. 


Our primary laboratory provider is Quest Diagnostics, a publicly traded company with a valid
Clinical Laboratory Improvement Amendments (CLIA) certificate. Quest Diagnostics patient
service centers are conveniently located throughout the covered service areas, with 24 centers
in Las Vegas and four locations in the Reno/Sparks area. As part of the credentialing process
for laboratories, we maintain copies of applicable licenses and valid CLIA certifications and, at
the request of the DHCFP, will provide our CLIA certification records. We will maintain copies
of certificates in our Nevada office within the provider relations files.
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3.7.3.3 Essential Community Providers
An essential community provider accepts patients on a sliding scale fee,
determined on the income of the patient; does not restrict access or services
due to financial limitations of a patient; and can demonstrate to the DHCFP that
the restriction of patient base from this provider would cause access problems
for either Medicaid or low income patients.


We understand and will comply with the requirements of RFP Section 3.7.3.3.


We value Essential Community Providers that serve Medicaid and low income patients in
their communities because we recognize that they are key to providing essential medical,
behavioral, social and other community services for this most vulnerable population. We have
long standing partnerships with Essential Community Providers in each of our current
Medicaid markets. In Nevada, our network development strategy will include extending
provider agreements to the following Essential Community Providers:


 Nevada Health Centers, MLK Center, Las Vegas (Div. NRHC)
 Nevada Health Centers. North Las Vegas (Div. NRHC)
 Nevada Health Center, Sierra, Carson City
 Nevada Health Centers, Carson City school based health center, Carson City
 Nevada Health Centers, Virginia City/Health and Wellness Hub, Virginia City Nevada


Health Centers, Elko Family Medical and Dental Center, Elko
 Nevada Health Centers, Amargosa Valley Medical Center, Amargosa Valley
 Nevada Health Centers, Cambridge Family Health Center, Las Vegas
 Nevada Health Centers, Eastern Family Medical and Dental Center, Las Vegas
 Nevada Health Centers, Henderson
 Nevada Health Centers, Las Vegas Outreach Clinic, Las Vegas
 Southern Nevada Health District, Las Vegas
 Washoe County Health District, Reno
 Community Health Alliance (CHA), Reno
 FirstMed Health and Wellness Center, Las Vegas
 Northern Nevada Hopes, Reno
 Searchlight Healthcare, Henderson NV
 First Person Complete Care, Las Vegas
 Carson City Health and Human Services
 Duckwater Tribal Clinic, Duckwater
 Elko Southern Bands Clinic, Elko
 Ely Shoshone Tribal Clinic
 Battle Mountain Tribal Clinic, Battle Mountain
 Fallon Paiute Shoshone Tribal Clinic
 Moapa Paiute Tribal Clinic, Moapa
 Walker River Paiute Tribal Clinic, Schurz
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 Yerington Paiute Tribal Clinic, Yerington
 Washoe Tribal Clinic, Gardnerville
 Reno Sparks Tribal Health Center, Reno
 Las Vegas Paiute Tribal Clinic, Las Vegas
 Pyramid Lake Tribal Clinic, Nixon
 Ft. McDermitt Tribal Clinic, Ft. McDermitt
 Owyhee Tribal Hospital, Owyhee
 Battle Mountain General Hospital Outpatient Clinic
 William Bee Ryrie Hospital Outpatient Clinic, Ely
 Mt. Grant Hospital, Hawthorne


In addition to extending provider contracts to each of these Essential Community Providers,
our Case Managers will foster partnerships with them so that the recipient’s Medicaid
benefits are coordinated with the recipient’s other eligible benefits. For example, we have
relationships with all Indian Health Services (IHS) providers in each of our current Medicaid
markets to coordinate recipient care, even if the IHS provider is not contracted with us. We
verify that the recipient’s Medicaid benefits are available and accessible to those who qualify
for both IHS and Medicaid benefits.


During stakeholder meetings, we learned that there is a challenge with IHS providers
obtaining health information data for their patients and managed care organizations
(MCOs). We will collaborate with IHS providers to develop a secure health information
exchange infrastructure in which we can provide them with the health care data that they
need to support their patients and our recipients fully in a transformative way. We will
provide our proprietary population health data sharing platform, at no cost to the IHS
provider—and care coordination support through our population health specialists to provide
nearly real time data, gaps in care analysis and pharmacy experience data with these
providers as a part our patient centric care coordination approach.


This solution exposes a standard set of recipient information on a common platform that
enables our IHS provider partners to access data that has traditionally been siloed and
inaccessible. This information supports comprehensive care coordination and population
health management.
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3.7.3.4 The vendor is required to negotiate in good faith with all of the following
essential community providers who are located in the plan’s geographic
service area(s):
A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to


provide health care services;
B. The University Medical Center of Southern Nevada to provide inpatient and


ambulatory services;
C. The University of Nevada School of Medicine (UNSOM) System, including


Mojave Mental Health clinics, to provide health care and behavioral health
care services;


D. School Based Clinics;
E. Aging and Disability Services Division (ADSD);
F. Division of Public and Behavioral Health (DPBH);
G. Substance Abuse Prevention and Treatment Agency (SAPTA);
H. Community Centered Behavioral Health Clinics (CCBHC);
I. Division of Child and Family Services (DCFS); and
J. County Child Welfare Agencies.
K. There may be times when DCFS and County Child Welfare Providers have


provided services to a FFS recipient who then moves into managed care.
Contracting with these providers will help ensure continuity of care of
these recipients.


L. Any health provider designated by the DHCFP as an essential community
provider. The DHCFP will notify the Vendor of providers designated by the
DHCFP as essential community providers.


M. At the States option, the vendor may be required to contract with other
agencies within the DHHS, the Juvenile Justice system, Disproportionate
Share Hospitals (DSH), or various County entities in providing medically
necessary services, including behavioral health. If this option is exercised
and there is any resulting additional expense incurred by the vendor, the
DHCFP will adjust the capitation rate so that it remains actuarially sound.


N. Negotiating in good faith requires, at a minimum, offering contracts that are
at least as beneficial to the provider as contracts with other providers in the
same geographic area for similar services. Providers who work through one
of the essential community providers must be negotiated in good faith.


We understand and will comply with the requirements of RFP Section 3.7.3.4. 


We fully support the principle of working with community providers to link recipients to care.
For over 30 years, we have worked closely with key safety net providers nationwide to
determine current capacity in both rural and urban areas, as well as to identify the need to


264 NV Managed Care Organization RFP No.: 3260







3.7 NETWORK


expand capacity in those areas. While the means by which we leverage our safety net
providers among urban and rural areas are similar, the needs of recipients within the
different counties are unique. As a result, the strategies for providing access to necessary care
can be specific to the area.


We welcome Federally Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs) as
PCPs for recipients, as they provide comprehensive services and outreach opportunities for
recipients. For example, they can provide specialty services such as behavioral health to which
PCPs can refer. Measures for identifying the need for safety net providers include Grievances
around access and availability to providers and services, HEDIS data analysis indicating gaps
in care, or GeoAccess reports revealing gaps in provider coverage.


We also serve on recipient advisory councils and community advisory councils with safety net
providers. Additionally, we sponsor events with safety net providers that include testing and
preventive health outreach. We work with PCPs to identify health care issues that can be
addressed at these events with the goal of improving recipient outcomes.


Our national Health Care Equity Team has designed a program of community health fairs to
connect our health plans with targeted, often underserved, communities. Through these local
community events, we promote increased understanding of the ways in which targeted
populations access Medicaid services and benefits. The objectives of our health fairs include:


 Targeting a geographic location where a racial/ethnic or traditionally underserved
population will benefit from engagement in Medicaid and primary care services


 Conducting community health fairs for targeted populations
 Partnering with health care providers and organizations that are trusted by the identified


population to develop and execute health fairs


3.7.4 Subcontractors
3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation


agreements, must be in writing, must be prior approved by the DHCFP, and
must contain all applicable items and requirements as set forth in the DHCFP
Managed Care Contract, as amended. The vendor may not delegate any item or
requirement in the DHCFP Managed Care Contract to any subcontractor or
network provider without the express, written approval of the DHCFP. The
vendor’s failure to obtain advance written approval of a Subcontract from the
DHCFP will result in the application of a penalty equal to $25,000 for each
incident. Without limitation the vendor must make all Subcontracts available
within five (5) business days of a request by the DHCFP. This includes but is not
limited to administrative, technical and medical providers.


We understand and will comply with the requirements of RFP Section 3.7.4.1.
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3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform
and/or arrange for the performance of services to be provided to enrolled
recipients on whose behalf the DHCFP makes Capitation payments to the
vendor. Notwithstanding the use of subcontractor(s), the vendor accepts
and acknowledges its obligation and responsibility under this contract
as follows:
A. For the provision of and/or arrangement for the services to be provided


under this contract and to ensure the coordination of care between
medical, behavioral and social needs is maintained;


B. For the evaluation of the prospective subcontractor’s ability to perform the
activities to be delegated; and


C. For the payment of any and all claims payment liabilities owed to providers
for services rendered to enrolled recipients under this RFP, for which a
subcontractor is the primary obligor provided that the provider has
exhausted its remedies against the subcontractor; provided further that
such provider would not be required to continue to pursue its remedies
against the subcontractor in the event the subcontractor becomes
insolvent, in which case the provider may seek payment of such claims
from the Vendor. For the purposes of this section, the term “Insolvent”
shall mean:
1. The adjudication by a court of competent jurisdiction or


administrative tribunal of a party as a bankrupt or otherwise
approving a petition seeking reorganization, readjustment,
arrangement, composition, or similar relief under the applicable
bankruptcy laws or any other similar, applicable Federal or State law
or statute; or


2. The appointment by such a court or tribunal having competent
jurisdiction of a receiver or receivers, or trustee, or liquidator or
liquidators of a party or of all or any substantial part of its property
upon the application of any creditor or other party entitled to so
apply in any insolvency or bankruptcy proceeding or other
creditor’s suit.


D. For the oversight and accountability for any functions and responsibilities
delegated to any subcontractor. The vendor shall indemnify, defend and
hold the State of Nevada, the DHCFP and their officials, representatives and
employees harmless from any and all liabilities, losses, settlements, claims,
demands, and expenses of any kind (including but not limited to attorneys’
fees) which are related to any and all claims payment liabilities owed to
providers for services rendered to enrolled recipients under this RFP for
which a subcontractor is the primary obligor.
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E. Subcontracts which must be submitted to the DHCFP for advance written
approval include any subcontract between the vendor, excluding network
provider contracts, and any individual, firm, corporation or any other entity
engaged to perform part or all of the selected vendor’s responsibilities
under the DHCFP Managed Care Contract. This provision includes, but is not
limited to, contracts for vision services, mental or behavioral health
services, claims processing, recipient services, provider services, cost
containment services such as utilization management, third party liability,
surveillance and utilization review, and/or pharmacy services. This
provision does not include, for example, purchase orders. In addition, the
vendor must provide written information to the DHCFP prior to the
awarding of any contract or Subcontract regarding the disclosure of the
vendor’s ownership interests of five percent (5%) or more in any delegated
entity or Subcontractor.


F. As part of its provider contracting and subcontracting, the Vendor agrees
that it shall comply with the procedures set forth in Attachment D,
Contract Form.


G. Subcontractor contracts may not be structured to provide financial or other
incentives to providers and subcontractors for denying, reducing or limiting
medically necessary services.


H. The use of “gag” clauses in subcontractor contracts is prohibited.


We understand and will comply with the requirements of RFP Section 3.7.4.2.A H and will
comply with the procedures in Attachment D, Contract Form.


We use subcontractors only when we have determined their use to be the most effective and
efficient for the State, our plan, and our recipients. In addition to contracting with our
affiliates for certain administrative services, we may use external subcontractors for
pharmacy and vision. These contracts will be in writing and contain all applicable items and
requirements in the DHCFP Managed Care Contract, as amended. Under RFP Section 3.7.4.1,
we will obtain prior approval by the DHCFP for all subcontracts, excluding network provider
contracts but including delegation agreements.


Our Oversight Process for Subcontractor Management
Our Delegation Oversight Committee, part of our comprehensive Quality Management
Committee structure, will be locally based and responsible for monitoring subcontractors. We
will assign “subcontractor liaisons” to conduct day to day, hands on monitoring for assigned
subcontractors. The subcontractor liaisons report to our Nevada Operations Manager and the
other members of our Delegation Oversight Committee. The subcontractor liaisons and
Delegated Oversight Committee will meet with subcontractors quarterly, or more frequently
if there are performance issues, to resolve issues or effectuate changes in contractual
requirements or regulations.
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As detailed in Table 3.7 3, our subcontractor oversight process is comprehensive, ongoing,
and designed to benefit our recipients.


Table 3.7 3: Subcontractor Oversight Process and Benefits Realized


Monitor or Review Process Frequency Benefit


Review credentialing and delegated function
policies and procedures; file reviews, against
NCQA and State specific standards


Initially
upon
contracting,
and
annually


Verifies the quality of subcontractors and
to confirms the prospective subcontractor’s
ability to perform the activities to
be delegated.


Monitor adherence to performance standards
through recurring administrative reports uploaded
to the Delegated Vendor SharePoint


Monthly
and
Quarterly


Issues are identified early and
resolved quickly.


Review and audit subcontractor reports for
compliance with contractual requirements


Monthly
and
Quarterly


Items out of compliance will be detected
early and resolved; subcontractor will be
held to a high level of performance because
they are consistently held to their
contractual requirements.


Review recipient and provider feedback on
subcontractor performance


Daily Timely resolution of issues; escalation of
ongoing or significant concerns to national
leadership; ability to provide adequate
access to quality care.


Recommend remedial actions, such as training or
more frequent monitoring, to address
performance issues


As needed Prevent recurring issues; provide adequate
access to care.


For those subcontractors to whom we delegate core services, we have additional oversight
and monitoring provisions that are consistent with standards defined by the NCQA. These
delegation oversight policies are in place currently, and we will review and update them to
reflect additional monitoring requirements under this Contract and NCQA standards.


Background and criminal screening
We are committed to recipient safety. We will not employ or contract with any individual who
has been debarred, suspended, or otherwise lawfully prohibited from participating in any
public procurement activity, or from participating in non procurement activities. We screen all
staff and subcontractors to determine whether any have been barred from participation in
Federal health care programs. We require an annual attestation from all subcontractors that
they have conducted criminal background checks on all of their staff who have access to
Protected Health Information of applicants and recipients. We will, upon request, provide the
State with a satisfactory criminal background check or an attestation that a satisfactory
criminal background check has been completed, for any of our employees or subcontractors
assigned to or proposed to be assigned to any aspect of the performance of this contract.


268 NV Managed Care Organization RFP No.: 3260







3.7 NETWORK


Ensuring Adequacy of Access and Timely Provider Reimbursement
Through the oversight methods above, we confirm that our subcontractors are continually
monitoring their networks for adequacy of access. If a deficiency within our subcontractor
networks, we have meaningful meetings with subcontractors through our Delegation
Oversight Committee. Through this collaboration, we help the subcontractor fill in gaps in
their provider network; this may include recruitment, rate or service process negotiations, for
example, to address a deficiency.


If we discover that a subcontractor’s access or accessibility is not meeting DHCFP
requirements or the recipient’s needs, our liaison works with the subcontractor to resolve the
issue efficiently. We place the subcontractor on an Improvement Action Plan with specified
targets and timelines, and we monitor provider access. We discuss both on a weekly basis.
During the time that the network access is not compliant, the subcontractor is required to do
out of network agreements when necessary. If non compliance continues, the subcontractor
will be subject to monetary penalties.


Our Vendor Relations Manager proactively researches provider reimbursement issues through
review of monthly claims reports submitted by subcontractors or, otherwise, through provider
concerns. Once alerted, our liaisons will contact their respective subcontractor to inform them
of the concern: we verify that immediate action is taken to resolve the issue. The
subcontractor liaisons follow up daily with the subcontractor. To make sure that the
subcontractor is paying claims timely and accurately moving forward, subcontractors are
required to provide documentation of the resolution and what measures were put in place to
avoid this issue from recurring.


Ensuring Quality of Care and Services Provided
Subcontractors are contractually required to have performance and quality improvement
goals and activities specific to the types of services they provide. We monitor and review
copies of their audits and oversight measures. Using a collaborative method through
our Delegation Oversight Committee, we work with subcontractors to improve their
performance, access, and accessibility and to meet improvement goals. One example is
that we work with subcontractors to validate their provider directory and files; this allows
for accurate and up to date information to facilitate sufficient and timely access and
accessibility for recipients.


3.7.5 Access and Availability
The vendor shall:


3.7.5.1 Ensure adequate physical and geographic access to covered services for
enrolled recipients.


We understand and will comply with the requirements of RFP Section 3.7.5.1.  
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As detailed above in our response to 3.7, 3.7.2.6, 3.7.2.7, and 3.7.2.8, we have a
comprehensive Access to Care Plan and Access to Care Monitoring Plan that will provide
adequate physical and geographic access to covered services.


3.7.5.2 On a quarterly basis, use geo access mapping and data driven analyses to
ensure compliance with access standards, and take appropriate corrective
action, if necessary, to comply with such access standards.


We understand and will comply with the requirements of RFP Section 3.7.5.2.  


GeoAccess mapping is one tool, among many, that we use to assess network adequacy. We
use it to measure travel time and distance to and from the recipient’s homes addresses. In the
absence of specific membership data, we use current Medicaid membership addresses, the
CMS anticipated Medicare membership data, or one recipient per each ZIP Code. We use
GeoAccess to identify areas where access and care gaps exist: weekly during implementation
and the first 180 days of operation, and then monthly through the life of the contract.


Before readiness review, our Network lead produces a weekly build tool that includes:


 A timeline including anticipated readiness review date and go live date for each zone
 Executive Summary stating general status and barriers to be reviewed and discussed
 Number of targets and number contracted
 GeoAccess reports, as described above


The results of the report and analysis are provided to the Access to Care Monitoring
Committee. The committee along with Network Director will develop a corrective action to
identify and recruit additional providers, if necessary, to comply with access standards. In
addition to GeoAccess reporting, key network adequacy information and feedback received
from stakeholders will be evaluated by our Network Development team. We use this and
other information (as outlined in the Access to Care Monitoring Plan, above) to constantly
evolve and build our network to meet each recipient’s needs.


Taking Corrective Action to Correct Network Deficiencies Should They Occur
Our Provider Services and Network Management Teams, routinely recruit PCPs, specialists,
and pharmacies to enhance our statewide networks and improve recipient access. In the
unlikely event that some providers remain outside our participating network, we have a
process to transition care and mitigate continuity of care issues. In another effort to
resolve network inadequacies, we will analyze other competitor networks and recruit any
identified non participating.


Short Term Interventions to Address Deficiencies


If medically necessary covered services are unavailable through a participating provider,
we arrange for immediate access to those services. We authorize services through an
out of network provider and facilitate transportation. If needed, our Network Department
negotiates a SCA for the service, usually within 24–48 hours. We never disrupt a recipient’s
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ongoing course of treatment with an out of network provider. The transition occurs when
treatment has been completed or the recipient’s condition is stable enough to allow a
transfer of care. When out of network care is authorized, we share information regarding the
out of network utilization with the recipient’s PCP to facilitate continuity of care.


Long Term Interventions to Address Deficiencies


Recruitment of out of network providers: To proactively provide consistent access to services
and avoid gaps, we recruit out of network providers with whom we have authorized care or
executed an SCA. We continually assess the use of out of network services to verify that our
network contains adequate numbers and types of providers. Our Network Management
Department uses this information to evaluate recruitment opportunities.


3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to
identify and address issues and opportunities to improve health care access and
availability for Medicaid and CHIP recipients.


We understand and will comply with the requirements of RFP Section 3.7.5.3.


The health plan activity seeks input from community providers, community organizations and
governmental entities to identify and address issues and opportunities to improve health care
access and availability. Over the last 17 months, we have met with providers and community
organizations, including: Access to Healthcare Network, Nevada Hospital Association, Nevada
State Medical Association, Community Health Alliance, Nevada Health Centers, Desert
Parkway Behavioral Healthcare Hospital, and Healthcare Partners in Las Vegas. The recurring
concerns expressed, and our solutions, are detailed in Table 3.7 4 on the following page
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Table 3.7 4: Nevada’s TANF/CHIP Provider Concerns and Our Targeted Solutions


Provider Concern Our Solution


At current Fee for Service rates, reimbursement is
unsustainable for providers. This concern was
specifically prevalent in Neonatal Intensive Care
Units (NICUs).


Using evidence based practices and interventions, we
collaborate with OB/GYNs, high risk OB/GYNs and other
providers to help our pregnant moms improve full term
deliveries and reduce the number of days in NICU. For
example, through our Neonatal Abstinence Syndrome (NAS)
program we partner with OBs to help pregnant moms obtain
the substance use treatment and supports necessary to
reduce NICU births and days in NICU. In one of our health
plans in the eastern region, we have been able to reduce the
number of NICU admissions for mothers enrolled in our NAS
program by 95 percent since we initiated the program in
early 2014.


Providers worry that MCOs will not process
claims in a timely.


As of July 31, 2016, we have paid close to 98 percent of
claims within 30 days and over 90 percent of claims within 15
days. This exceeds the State defined metric of 95 percent in
30 days.


There is a lack of post acute care beds. Skilled
Nursing Facilities (SNF) report that they have only
a few “Medicaid beds” available. The result is
that hospitals are unable to discharge recipients
when they are ready and have to accept an
“administrative bed day” for reimbursement.


We collaborate with community organizations and home
care agencies to address biosocial determinants that might
prohibit discharge to home.
We will incentivize SNFs to make beds available.
We are developing a collaborative partnership with
Maxim Health to deliver an innovative home care
solution addressing highly complex recipients that will
provide a home care alternative and additional
discharge to home solutions.


Providers do not feel supported in their discharge
planning and care coordination. This is negatively
affecting health outcomes for recipients.


We collaborate with health systems and PCPs to assist in care
coordination and discharge planning through technology and
staff support. For example, through our value based
solutions and data sharing platform, we improve provider
engagement in care coordination. Providers are given the
tools to identify their patients who have had avoidable
admissions and can develop care plans to reduce the
possibility of future avoidable admissions. These efforts
have been proven successful other markets: we have
experienced a reduction in ED visits and a reduction in
hospital admissions.


Recipients have difficulty accessing specialists
promptly within a reasonable distance


We incent health systems and ACOs so that each recipient
may obtain the right care, at the right time, at the right place.
We are also collaborating with Touro Medical to coordinate
mobile clinic access, to bring providers to recipients.
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3.7.5.4 The vendor will assure access to health screenings, reproductive services and
immunizations through county and state public health clinics.


We understand and will comply with the requirements of RFP Section 3.7.5.4.


We are expanding our current, and robust, network to include numerous Nevada public
health departments including: East Las Vegas Public Health Center, Southern Nevada Health
District and Washoe County Health District. Upon contract award, we will tailor contracts for
the TANF/CHIP population to include access to health screening, reproductive services and
immunizations. If the State expands beyond Clark and Washoe counties, we will contract with
all public health departments across the State. Recipients can contact Recipient Services
Representatives or their Case Manager for assistance with accessing resources and
coordinating this care.


3.7.5.5 Promotion of care management and early intervention services shall be
accomplished by completing welcome calls and/or visits to new recipients. This
method ensures that an orientation with emphasis on access to care, choice of
PCP and availability of an initial health risk screening occurs proactively with
each recipient who becomes enrolled. If a screening risk level determines need
for further care management a care management referral will be completed.


We understand and will comply with the requirements of RFP Section 3.7.5.5.  


We are committed to delivering the right service, at the right time, to each recipient. To allow
for retro enrollment, within 30 days of enrollment, our IVR technology system welcomes new
recipients to the plan and allows for early identification of high risk recipients needing a more
in depth health risk questionnaire (HRQ) and case management support.


The IVR Welcome Call is our primary method for:


 Completing an HRQ: If the recipient confirms that he or she has a chronic illness, special
need, are pregnant or were previously in a case management program before joining the
plan, we will warm transfer him or her to our Recipient Services Representatives for
completion of an HRQ


 Stressing the importance of reviewing their Member Handbook
 Assessing the recipient’s relationship with his or her current PCP
 Confirming whether if the PCP on ID card is correct
 Asking the recipient about other health insurance aside from Medicaid
 Offering additional benefit assistance at plan’s discretion (technology features include an


immediate transfer, call back, or provide the Recipient Services toll free number)


If the responses identify a health risk, the recipient is immediately referred to our Case
Management department for follow up services.


Once linked to a Case Manager, we use our proprietary predictive modeling tool, which was
developed specifically for use with the Medicaid population. This tool allows us to evaluate to
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view recipient’s complete, integrated physical behavioral profile, including identifying areas
of increased risk. This tool also helps us monitor those at highest risk for ED visits or inpatient
admissions. Our predictive modeling shows that our highest risk recipients have multiple
physical health conditions: 70 percent to 90 percent had comorbid behavioral health
conditions. Factors that drive modeling include medical, behavioral, and pharmacy diagnoses,
and claims data. The tool predicts the likelihood of integrated case management making an
impact and ranks all plan recipients from highest to lowest risk.


Our Integrated Care Management Program is available to the entire eligible population
across lines of business and to any recipient who needs, requests or requires case
management services. All recipients will receive person centered outreach and follow up.
Outside of our welcome call and health risk questionnaire, recipients may also be identified
for integrated care management in a variety of ways: predictive modeling, hospital discharge
data, health appraisal results, laboratory results, data from utilization management
processes, pharmacy data (if applicable), data supplied by recipients or caregivers, data
supplied by providers, data from health management, wellness or health coaching programs,
referrals from a variety of sources (surveillance), and State enrollment files. They are then
stratified based on their biopsychosocial complexity and the intensity of their needs and they
become a candidate for a particular level of integrated case management including chronic
condition management. Stratification may be based the recipient’s self reported conditions
and/or health care utilization (such as ED encounters or hospital utilization) or on a predictive
modeling tool, which identifies recipients likely to be future high utilizers based on claims and
diagnostic data. These tools determine the recipient’s potential risk level, and predict if case
management interventions can effectively improve the recipient’s outcome.


3.7.5.6 Maintain an adequate network that ensures the following:
A. PCP To Recipient Ratios.


The vendor must have at least one (1) full time equivalent (FTE) primary
care provider, considering all lines of business for that provider, for every
one thousand five hundred (1,500) recipients per service area. However, if
the PCP practices in conjunction with a health care professional the ratio is
increased to one (1) FTE PCP for every one thousand eight hundred (1,800)
recipients per service area.


B. PCP Network Requirements
Demonstrate that the capacity of the PCP network meets the FTE
requirements for accepting eligible recipients per service area. This ratio
cannot exceed the FTE requirement. In no case may a single provider accept
more recipients than allowed by the FTE requirement.


C. Primary Care Provider Participation
Per geographic service area, at least fifty percent (50%) of all of the
Network PCPs must contractually agree to accept eligible recipients.
At least fifty percent (50%) of the aforementioned PCPs must accept
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eligible recipients at all times. If the vendor has a contract with a Federally
Qualified Health Center (FQHC) and/or the University of Nevada Medical
School, the physicians of the MCOs can be counted to meet the fifty
percent (50%) participation and fifty percent (50%) acceptance requirement.
The DHCFP or its designee may audit the vendor’s network monitoring tool
for compliance.


D. Physician Specialists
The vendor must provide access to all types of physician specialists for PCP
referrals, and it must employ or contract with specialists in sufficient
numbers to ensure specialty services are available in a timely manner. The
vendor should provide access to at least two specialists/subspecialists in
their service areas. The minimum ratio for specialists (i.e., those who are not
PCPs) is one (1) specialist per one thousand five hundred recipients per
service area (1:1,500).


These ratios may be adjusted by the DHCFP for underserved areas, upon
the analysis of physician specialist availability by specific service area.
If a recipient is unable to arrange specialty care from a network provider,
the vendor must arrange for services with a provider outside the
vendor’s network.


We understand and will comply with the requirements of RFP Section 3.7.5.6.


As detailed in our response to RFP Section 3.7, we will use our Access to Care Plan to
make sure that we meet—or exceed—all PCP to recipient ratios and specialist
appointment times.


3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the
degree of urgency, as follows:
A. Emergency Services.


Emergency Services shall be provided immediately on a twenty four (24)
hour basis, seven (7) days a week, with unrestricted access, to enrolled
recipients who present at any qualified provider, whether a network
provider or an out of network provider.


B. PCP Appointments
1. Medically necessary, primary care provider appointments are available


within two (2) calendar days;
2. Same day, urgent care PCP appointments; and
3. Routine care PCP appointments are available within two (2) weeks. The


two (2) week standard does not apply to regularly scheduled visits to
monitor a chronic medical condition if the schedule calls for visits less
frequently than once every two (2) weeks.
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C. Specialist Appointments
For specialty referrals to physicians, therapists, behavioral health services,
vision services, and other diagnostic and treatment health care providers,
the vendor shall provide:
1. Same day, emergency appointments within twenty four (24) hours


of referral;
2. Urgent appointments within three (3) calendar days of referral;
3. Routine appointments within thirty (30) calendar days of referral; and
4. Vendor must allow access to a child/adolescent specialist(s) if


requested by the parent(s).
D. Prenatal Care Appointments


Initial prenatal care appointments shall be provided for enrolled pregnant
recipients as follows:
1. First trimester within seven (7) calendar days of the first request;
2. Second trimester within seven (7) calendar days of the first request;
3. Third trimester within three (3) calendar days of the first request; and
4. High risk pregnancies within three (3) calendar days of identification


of high risk by the vendor or maternity care provider, or immediately
if an emergency exists. 


We understand and will comply with the requirements of RFP Section 3.7.5.7.


We will contractually require our providers to meet the requirements of RFP Section 3.7.5.7.
We will outline these requirements in the provider manual (which is an extension of our
contracts). We will supplement this with in person education and provider workshops and
support our providers through the ongoing, consistent backing of our Provider Service
Representatives. Our policies and procedures will include provisions for educating providers
and working with them to develop and implement corrective actions if the provider does not
adhere to the requirements. Our approach for providing timely access will include the
following components:


 Maintaining a robust provider network by monitoring network adequacy and targeting
provider recruitment activities


 Hosting provider training sessions and follow up visits from our Provider Services staff
 Conducting ad hoc and in service provider office visits
 Ongoing monitoring and studies of appointment and after hours availability
 Follow up with providers who do not comply with appointment wait time and after hour


standards per our provider agreement
 Collaboration through health plan committees


We measure provider availability by reviewing GeoAccess reports, number of providers by
specialty, appointment accessibility surveys, and recipient grievances regarding lack of
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availability of providers. Using the GeoAccess program, we review the provider network
against our membership file on a quarterly basis, and whenever indicated, as a tool for
network disruption analysis. Our vision network availability is assessed by the subcontractors
and reported separately to our Quality Management Oversight Committee.


Annually, our Provider Relations department also conducts a provider accessibility survey of
primary care, emergency services, pre natal care, specialty care practices, and behavioral
health providers. On an ongoing basis, our “secret shopper” conducts surveys telephonically
to confirm access and appointment standards for routine, urgent, and emergent care are met.


Using our Access to Care Plan, we will meet, or exceed, appointment availability standards
outlined in 3.7.5.7 of this RFP.


To verify that providers are successful in meeting these standards, we assist their efforts with
our robust resources. For example, our Case Manager personally contacts pregnant mothers,
coordinate their care, and follow up each step of the way. As another example: we do not
restrict our recipient’s access to emergency care. Regardless of where they access care in an
emergency, we will reimburse these services.


If a recipient requires and uses emergency medical services from an out of network provider,
those services will be reimbursed and not be subject to prior authorization requirements. In
those where a current recipient requires non emergency services that are not available
through a participating provider, we will work to provide access to these services through our
prior authorization process so that care can be provided within a reasonable period per the
appointment standards.


3.7.5.8 Appointment Standards
The vendor shall have established written policies and procedures:
A. Disseminating its appointment standards to all network providers, and must


assign a specific staff member of its organization to ensure compliance with
these standards by the network.


B. Concerning the education of its provider network regarding appointment
time requirements, the vendor shall:
1. Monitor the adequacy of its appointment process and


compliance; and 
2. Implement a Plan of Correction (POC) when appointment standards


are not met. 


We understand and will comply with the requirements of RFP Section 3.7.5.8.


Please refer to our response to 3.7 and 3.7.2.


We maintain written policies and procedures that detail our appointment standards. These
policies and procedures are detailed in our Provider Manual—which is considered an
extension of our contracts. The Provider Manual is available 24/7 via our online provider
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portal and disseminated by our Provider Relations Representatives. We monitor provider
compliance on an ongoing basis through various methods, including secret shopper
surveys. If a provider is non compliant, we follow up with re education efforts and, as
necessary, CAPs.


3.7.5.9 Office Waiting Times
The vendor shall establish written guidelines that a recipient’s waiting time at
the PCP’s or specialist’s office is no more than one (1) hour from the scheduled
appointment time, except when the provider is unavailable due to an
emergency. Providers are allowed to be delayed in meeting scheduled
appointment times when they “work in” urgent cases, when a serious problem
is found, or when the patient has an unknown need that requires more services
or education than was described at the time the appointment was scheduled.


We understand and will comply with the requirements of RFP Section 3.7.5.9.


Please refer to our response to 3.7 and 3.7.2.


Office waiting time requirements are detailed in our Provider Manual, an extension of our
provider contract. Our Provider Relations Representatives train our providers—in person,
during recurring provider workshops and site visits, and via online and written
correspondence. We monitor compliance with these requirements through recipient
complaints and feedback.


3.7.5.10 Access Exceptions
Document and submit to the DHCFP, in writing within 15 days, justification for
exceptions to access standards set forth in this RFP. Such justifications shall
include alternative standards that are equal to or better than the usual and
customary community standards for accessing care.


We understand and will comply with the requirements of RFP Section 3.7.5.10.  


At this time, we are not requesting any access exceptions for Washoe or Clark Counties.
However, if the State expands geography into additional counties, we may need to request
exceptions at that time due to the lower density of provider service sites. We agree to follow
the terms of any contract related to having to request such exceptions.


3.7.5.11 Provider Terminations
A. The vendor must give written notice of termination of a contracted


provider, within fifteen (15) days of receipt or issuance of the termination
notice, to each recipient who received his/her primary care from, or was
seen on a regular basis by the terminated provider.


B. If the vendor decredentials, terminates, or disenrolls a provider, the
vendor must inform the DHCFP Provider Enrollment Unit within five
(5) business days.
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C. The vendor at a minimum must provide the DHCFP the basis, reasons or
causes for such action and any and all documentation, data, or records
obtained, reviewed, or relied on by the vendor including but not limited to:
1. Provider/patient files.
2. Audit reports and findings.
3. Medical necessity reviews.


D. If the decredentialing, termination or disenrollment of a provider is due to
suspected criminal actions, or disciplinary actions related to fraud or abuse,
the DHCFP is responsible for notifying the MFCU or HHS OIG.


We understand and will comply with the requirements of RFP Section 3.7.5.11.  


Our main priority is to protect our recipients and provide continuity of care: we are proactive
in these efforts. Our Provider Services and Network Development Departments monitor the
network on a monthly basis for viability and continuity, focusing on providers with known or
suspected viability problems or known to be at risk for closure. This monitoring will serve as
an early warning system and allow us to identify possible loss, prevent abrupt closure, avoid
disruption, and provide for seamless delivery of services to recipients.


When a provider indicates a desire to terminate their contractual relationship, we will take
the following steps to assess and mitigate the situation to find a collaborative solution or
have the provider rescind the termination request.


 Determine the root cause for the termination through discussion with the provider.
 Depending on the reason for the termination, a review of the provider’s claim history,


case management decisions, as examples, may be required and assessed internally to
develop a resolution to present to the provider.


 Outreach to the Commercial provider services team to determine if there are any issues
that could be affecting the Medicaid program.


 Provider Services will work with the Network Development team to describe the status of
the relationship since there may be a need for contract negotiation/clarification of intent.


 Provider Services and Network Development will contact the provider to arrange a
meeting to discuss the issues that have led to a termination decision, and identify
opportunities to retain the provider in the network. Concurrently, we will prepare for
the potential termination by notifying Recipient Services, Medical Management, Legal,
and Marketing.


 The Provider Services and Network Development team will meet with the provider with
the intent of resolving all issues that have brought about the termination.


 If we agree upon a resolution, we will work with the provider to extend contractual terms
or provide additional support to allow time to affect the cure of the root cause.
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Under our policies and procedures, if there is a provider termination:


 We will notify enrolled recipients in writing within fifteen days of receipt or issuance of
the termination notice.


 We assist recipients to select another primary care provider or make a reassignment
within fifteen business days of the termination effective date.


 If the termination is involuntary or a result of the State or the DHCFP suspending or
terminating a provider, notification occurs within five business days of the decision.


 We provide for urgent care for enrolled recipients until re assignment of providers
 If the termination is related to a Hospital or Specialty unit within a facility, we will provide


a comprehensive list of all network providers that are affected by the termination.
 Upon the effective term date, our online provider directory will automatically update;


the provider will be removed from the provider portal; all internal departments will
be notified.


 Our provider network team will assess the network for any resulting gaps and target new
providers for contracting if necessary.


If the termination is "for cause," our notice to the DHCFP will include the reasons or causes
for such action and any and all documentation, data, or records obtained, reviewed, or relied
on as a basis for our decision. We will, on request, provide the DHCFP with periodic updates
and information about specific potential provider terminations, including status of
renegotiation efforts.


3.7.5.12 Notification of Significant Network Changes
A. The vendor will notify the DHCFP’s designated staff, within one (1) business


day, of any unexpected change that would impair its provider network. This
notification shall include:
1. Information about the nature of the change and how the change will


affect the delivery of covered services; and
2. The vendor’s plans for maintaining the quality of recipient care if the


provider network change is likely to result in deficient delivery of
covered services.


B. The vendor must notify the DHCFP of any change in its network that will
substantially affect the ability of recipients to access services as soon as
the change is known, or not later than fifteen (15) calendar days prior to
the change.


We understand and will comply with the requirements of RFP Section 3.7.5.12.A B.
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3.7.5.13 Prohibited Practices
The vendor shall take affirmative action so that recipients are provided access
to covered medically necessary services without regard to race, national origin,
creed, color, gender, gender identity, sexual preference, religion, age, and
health status, physical or mental disability, except where medically indicated.
Prohibited practices include, but are not limited to, the following:
A. Denying or not providing an enrolled recipient a covered service or


available facility;
B. Providing an enrolled recipient a covered service which is different,


or is provided in a different manner, or at a different time from that
provided to other recipients, other public or private patients, or the public
at large;


C. Subjecting an enrolled recipient to segregation or separate treatment in any
manner related to the receipt of any covered medically necessary service,
except where medically indicated;


D. The assignment of times or places for the provision of services on the basis
of race, national origin, creed, color, gender, gender identity, sexual
preference, religion, age, physical or mental disability, or health status of
the recipient to be served;


E. The vendor may not prohibit, or otherwise restrict, a health care
professional acting within the lawful scope of practice, from advising or
advocating on behalf of a recipient who is his or her patient:
1. For the recipient's health status, medical care, or treatment options,


including any alternative treatment that may be self administered;
2. For any information the recipient needs in order to decide among all


relevant treatment options;
3. For the risks, benefits, and consequences of treatment or non


treatment; and
4. For the recipient's right to participate in decisions regarding his or her


health care, including the right to refuse treatment, and to express
preferences about future treatment decisions.


F. The vendor is prohibited from paying for an item or service (other than an
emergency item or service, not including items or services furnished in an
emergency room of a hospital):
1. Furnished by any individual or entity that is excluded from participation


under title V, XVIII, or XX or under this title;
2. Furnished at the medical direction or on the prescription of a physician,


during the period when such physician is excluded from participation
and when the person furnishing such item or service knew, or had
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reason to know of the exclusion (after a reasonable time period after
reasonable notice has been furnished to the person);


3. Furnished by an individual or entity to whom the state has failed to
suspend payments during any period when there is a pending
investigation of a credible allegation of fraud against the individual or
entity, unless the state determines there is good cause not to suspend
such payments;


4. With respect to any amount expended for which funds may not be used
under the Assisted Suicide Funding Restriction Act of 1997;


5. With respect to any amount expended for roads, bridges, stadiums,
or any other item or service not covered under the Medicaid State
Plans; or


6. For home health care services provided by an agency or organization,
unless the agency provides the state with a surety bond as specified in
Section 1861(o)(7) of the Act.


G. Charging a fee for a medically necessary covered service or attempting to
collect a co payment.
If the vendor knowingly executes a subcontract with a provider with
the intent of allowing, encouraging, or permitting the subcontractor to
implement unreasonable barriers or segregate (i.e., the terms of the
subcontract are more restrictive than the vendor’s contract with the
DHCFP or incentives or disincentives are structured to steer enrolled
recipients to certain providers) the vendor will be in default of its
contract with the DHCFP. In addition, if the vendor becomes aware of
any of its existing subcontractors’ failure to comply with this section and
does not take immediate action, it will be in default of its contract with
the DHCFP.


We understand and will comply with the requirements of RFP Section 3.7.5.13.A G.  


3.7.6 Provider Contracts
3.7.6.1 The vendor will execute and maintain, for the term of the contract, written


provider agreements with a sufficient number of appropriately credentialed,
licensed or otherwise qualified providers to provide enrolled recipients with all
medically necessary covered services.


3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider
contract prior to execution. In addition, prior to distributing or executing any
substantive changes or amendments to the base contract, the vendor shall
submit drafts of standard language for any such contract to the DHCFP for
review. Provider contracts must meet all state and federal requirements.
Vendors are expected to submit all necessary information to demonstrate
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agreements are complete. The vendor shall submit any of its provider contracts 
to the DHCFP upon request. 


3.7.6.3 The timing and other events associated with provider recruitment must occur in 
a manner that will ensure meeting the objectives noted within this RFP. The 
effort must include outreach to providers who are not currently participating in 
the DHCFP’s medical assistance programs or have a signed agreement but do 
not actively accept eligible recipients. 


3.7.6.4 Prior to becoming a network provider, a provider who is a non- Medicaid 
provider must be referred to the DHCFP for completion of the Medicaid 
provider enrollment. However, vendors may enter into single case agreements 
with non-Medicaid providers as needed. Any provider located outside of the 
state of Nevada must be licensed in their home state of practice in order to 
enter into a single case agreement with a vendor. 


3.7.6.5 The vendor must also have written policies and procedures for monitoring and 
complete this monitoring on its providers, and for disciplining providers who are 
found to be out of compliance with the vendor’s medical management 
standards. The vendor must submit these policies and procedures to the DHCFP 
within ten (10) business days of the implementation. 


3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of 
the Social Security Act and the reporting requirements outlined in CFR 422.208 
and 422.210, pursuant to 42 CFR 438.6(h) (1). The vendor must provide 
information regarding its physician incentive plan(s) to the State, CMS,  
and any Medicaid and Nevada Check Up recipient, upon request. The  
rules and guidelines for physician incentive plans also apply to the  
vendor’s subcontractors. 


3.7.6.7 Provider contracts may not be structured to provide financial or other 
incentives to providers and subcontractors for denying, reducing, or limiting 
medically necessary services to a recipient. 


3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 
3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) 


business days of the request. 
3.7.6.10 The vendor must participate in any future grants awarded to Medicaid that 


affect MCOs or MCO recipients. 
3.7.6.11 The vendor will be subject to ACA requirements for  


Medicaid enrollment. 


We understand and will comply with the requirements of RFP Section 3.7.6.1-11.  
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Adequate access to care depends on successfully meeting the needs of recipients and their 
families. Access is successful only when our recipients receive the right care, at the right time, 
and in the right place, as defined by their goals and health care needs. We believe that 
reaching agreements with providers requires collaboration and compromise and see the 
provider contracting process as the beginning of a long-term partnership, not a one-time 
negotiation. The provider contracting cycle involves initial contact by our provider contract 
team, negotiations, credentialing, contract execution, and provider orientation, an area 
where we excel. We tailor our contracts specifically to TANF/CHIP with dedicated staff  
who can talk to the providers about unique program needs. Our team will be based  
in the communities they serve, fostering a higher level of responsiveness and more  
personal relationships. 


Provider Recruitment 
We apply a community-based, collaborative approach to provider recruiting and contracting. 
Our team is based in the communities they serve, improving responsiveness and creating 
personal relationships with current providers and potential providers. The largest benefit to 
this approach is the ability to forge one-on-one relationships that improve the provider 
experience and increase the quality of care for recipients. The timing of our recruitment 
activities will be according to this RFP and after approval of our contract template documents 
by DHCFP, as required by this RFP. 


Our recruitment efforts include: 


• Weekly provider recruitment visits targeting high volume facilities and outpatient groups 
• Collaborating with professional and advocacy associations to identify providers of  


all types 
• Cultivating productive and sustainable relationships with providers beginning with 
• contracting, progressing through provider orientation, training and continuing education 


efforts, and maintaining through proactive and supportive provider services and 
communications 


• Offering an extensive and unique Value-Based Contracting solutions that will improve the 
cost-efficiency of delivered care while concurrently improving the quality of care 


• Implementing an efficient and effective credentialing and re-credentialing process for 
traditional and non-traditional providers 


• Using dedicated staff who can talk with the providers about unique program needs 
• Outreach to providers who are not currently participating in the DHCFP’s medical 


assistance programs or have a signed agreement but do not accept eligible recipients 
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Table 3.7 5, below, outlines our compliance with the provider contract requirements
noted herein:


Table 3.7 5: Nevada TANF/CHIP Contract Compliance Approach


RFP Requirement Our Approach to Compliance


3.7.6.1 The vendor will execute and maintain, for
the term of the contract, written provider
agreements with a sufficient number of
appropriately credentialed, licensed or
otherwise qualified providers to provide
enrolled recipients with all medically
necessary covered services.


We will execute and maintain written provider
contracts with appropriately credentialed, licensed, or
otherwise qualified providers.


Contract template reference: Covered Services. Those
health care services for which a recipient is entitled to
receive coverage under the terms and conditions of a
Plan. The Parties agree that Company is obligated to
pay for only those Covered Services that are
determined to be Medically Necessary, as determined
per the recipient’s applicable Plan.


3.7.6.2 The vendor will provide, for the DHCFP’s
review, a copy of its base provider
contract before execution. Also, before
distributing or executing any substantive
changes or amendments to the base
contract, the vendor shall submit drafts of
standard language for any such contract to
the DHCFP for review. Provider contracts
must meet all State and Federal
requirements. Vendors are expected to
submit all necessary information to
demonstrate agreements are complete.
The vendor shall submit any of its provider
contracts to the DHCFP upon request.


Base contract templates including the Nevada
regulatory specific addenda will be provided to DHCFP
for review and approval before execution. Additionally,
we agree that prior distributing or executing
substantive changes or amendments; we will submit
drafts of standard language for such contract for
review. Our contracts will meet all State and Federal
requirements. We will submit any of provider contracts
to DHCFP upon request and within five business days.
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RFP Requirement Our Approach to Compliance


3.7.6.3 The timing and other events associated
with provider recruitment must occur in a
manner that will meet the objectives
noted within this RFP. The effort must
include outreach to providers who are not
currently participating in the DHCFP’s
medical assistance programs or have a
signed agreement but do not accept
eligible recipients.


Our network development plan and contracting will
comply with the timing associated with this RFP. Our
plan includes recruitment targets and outreach to
providers who are not currently participating in the
DHCFP’s medical assistant programs or do not accept
eligible recipients. Our contracting strategies include
value based solutions which provide additional
incentive opportunities in which many providers find
very attractive in comparison to FFS only. We also pay
claims quickly further enhancing our provider
proposition to participate. And lastly, we work with
community stakeholders, associations and advocacy
groups to identify what are the barriers to participation
and to develop innovative solutions to create improved
access to care, such as Touro’s School of Medicine’s
mobile clinic, retail/urgent care clinics (CVS Minute
Clinics) and telehealth solutions.


3.7.6.4 Before becoming a network provider, a
provider who is a non Medicaid provider
must be referred to the DHCFP for
completion of the Medicaid provider
enrollment. However, vendors may enter
into single case agreements with non
Medicaid providers as needed. Any
provider located outside of the State of
Nevada must be licensed in their home
State of practice to enter into a single case
agreement with a vendor.


When we contract and credential Nevada
licensed/eligible providers, we require that they
provide us with their Nevada assigned Medicaid ID
before their inclusion in the network. If the provider
does not have the appropriate Nevada Medicaid ID,
then we will ask them to complete the Medicaid
provider enrollment process and provide us with the
Medicaid ID once provided by the DHCFP. We would
only authorize using a non participating provider or
enter into a single case agreement with a provider who
does not have a Nevada Medicaid ID if they are out of
State and/or there is an urgent or emergent need for
such service or if our Case Manager is authorizing a
transition of care plan in which the eligible recipient’s
existing licensed provider does not have a Medicaid ID.


3.7.6.5 The vendor must also have written policies
and procedures for monitoring and
complete this monitoring on its providers,
and for disciplining providers who are
found to be out of compliance with the
vendor’s medical management standards.
The vendor must submit these policies and
procedures to the DHCFP within 10
business days of the implementation.


We have written policies and procedures for
monitoring providers and disciplining providers who are
found to be out of compliance with medical
management standards as communicated to providers
through our provider manual and reminders provided
through newsletters and provider training. Please refer
to the Access to Care Monitoring Plan that more fully
describes how we monitor for compliance.
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RFP Requirement Our Approach to Compliance


3.7.6.6 If the vendor has a physician incentive
plan, it must comply with section 1876 of
the Social Security Act and the reporting
requirements outlined in CFR 422.208 and
422.210, under 42 CFR 438.6(h) (1). The
vendor must provide information
regarding its physician incentive plan(s)
to the State, CMS, and any Medicaid
and Nevada Check Up recipient, upon


request. The rules and guidelines for
physician incentive plans also apply to the
vendor’s subcontractors.


Our incentive plans comply with State and Federal
regulations. We will provide information regarding our
incentive plans, upon request. If a subcontractor
incorporates any incentive plans, then we will audit
such plans to confirm they meet all contractual and
regulatory requirements.


3.7.6.7 Provider contracts may not be structured
to provide financial or other incentives to
providers and subcontractors for denying,
reducing, or limiting medically necessary
services to a recipient.


Our proposed agreement states that:
No Inducement to Deny Covered Services. Provider
acknowledges and agrees that this Agreement does not
contain any financial incentive or make any payment
that acts directly or indirectly as an inducement to limit
Medically Necessary health care services.


3.7.6.8 Using “gag” clauses in Provider contracts
is prohibited.


Our proposed agreement states that:
Company shall not prohibit, or otherwise restrict,
Provider from advising or advocating on behalf of a
recipient who is his or her patient, for the following:
(i) the recipient’s health status, medical care, or
treatment options, including, but not limited to, any
alternative treatment that may be self administered;
(ii) any information the recipient needs to decide
among all relevant treatment options; (iii) the risks,
benefits, and consequences of treatment or non
treatment; and (iv) the recipient’s right to participate in
decisions regarding his or her health care, including, but
not limited to, the right to refuse treatment and to
express preferences about future treatment decisions.
This Section 7.3 shall continue to be in effect for one
year after the expiration or termination (for any reason)
of this Agreement.


3.7.6.9 All provider contracts must be made
available to the DHCFP within five business
days of the request.


We will comply and make available to DHCFP any
provider contract within five business days of
the request.
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RFP Requirement Our Approach to Compliance


3.7.6.10 The vendor will support and participate in
all activities related to the DHCFP’s
Medicaid Adult Incentive Grant. The
vendor must participate in any future
grants awarded to Medicaid that affect
MCOs or MCO recipients.


We look forward to supporting and participating in
DHCFP’s Medicaid Adult Incentive Grant activities. We
additionally have experience with numerous models of
recipient incentive programs in which we would
welcome an opportunity to share with DHCFP our
experience and results. For example, in some markets,
we offer incentive gift cards to diabetic recipients per
A1C blood test obtained or expanded foot care
benefits, such as therapeutic shoes or inserts, for
diabetic recipients.


3.7.6.11 The vendor will be subject to ACA
requirements for Medicaid enrollment


As related to Section 1557 of the Patient Protection and
Affordability Care Act, we are currently implementing
compliance action plans to confirm that we are
compliant will all requirements of Section 1557
throughout our organization. Our legal and compliance
team are monitoring progress and completion of all
action plans.


3.7.7 Provider Directory
The vendor will publish its provider directory which includes all providers including
FQHCs, and any subcontractors’ provider directory via an Internet website upon contract
implementation and will update the website on a monthly basis for all geographic service
areas. Listed providers in the MCO network must be active, currently providing care or
accepting new patients on behalf of the MCO and the provider’s demographic data must
be accurate. The vendor will provide the DHCFP with the most current provider directory
upon contract award for each geographic service area. Upon request by the DHCFP, the
vendor must confirm the network adequacy and accessibility of its provider network and
any subcontractor’s provider network. When queried at least 90% of listed providers will
confirm participation in the vendor’s network.
On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit
to the DHCFP a list of all providers who have been enrolled and a list of all providers who
have disenrolled, deactivated, terminated, decredentials or been removed from the
active provider enrollment in the previous month. If the provider has been terminated,
decredentials or disenrolled, the cause and all required documentation of the
termination will be supplied to the DHCFP upon termination within five (5) business days.


We understand and will comply with the requirements of RFP Section 3.7.7.  


We estimate that close to 25 percent of provider contact information changes each year and
even the slightest change can create a chain reaction of inconvenience for all parties involved.
To verify that our directory meets the highest standards for accuracy, our Nevada Operations
Manager is accountable for the integrity of the Provider Directory.
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Exceeding DHCFP requirements, the online version of the provider directory will be updated
every night and available to recipients and the public. Upon contract execution, our Provider
Directory will be published online and searchable via our mobile app. Our print Provider
Directory will be available upon request in any language a recipient needs it in.


The Provider Manual instructs providers to contact Provider Services when they move, add a
new location, or make any other change that will affect the accuracy and completeness of the
Provider Directory. Once we receive the request, our Provider Services Representative will
verify and process the information. We conduct monthly audits to confirm accuracy of
provider listings. Our internal audit department also randomly audits provider data entries to
verify the provider’s demographic data and whether the provider is:


 Active and currently providing care
 Accepting new patients


In addition to our web based directory and our electronic file, we will maintain a hard copy
directory and update it regularly. Anyone who wants to will be able to print a provider search
results from our website. If a recipient calls Recipient Services and asks for a provider search,
we can print it and send it as we would any other piece of recipient correspondence.


Upon contract award, we will provide DHCFP with the most current provider directory
upon for each geographic service area. Upon request by DHCFP, we will confirm the
network adequacy and accessibility of our provider network and any subcontractor’s
provider network.


Updates to the DHCFP
By the 10th day of each month, in the prescribed format, we will send DHCFP a list of
providers who have, in the previous month, been:


 Enrolled
 Disenrolled, deactivated, terminated, or decredentialed
 Removed from the active provider enrollment


If the provider has been terminated, decredentials or disenrolled, the cause and all required
documentation of the termination will be supplied to the DHCFP upon termination within five
business days.
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3.7.8 Provider and Recipient Communications
All general communications to recipients must be written at an eighth (8th) grade level
of understanding reflecting cultural competence and linguistic abilities. The DHCFP must
approve initial mass letter mailings and brochures or any subsequent change in content
for recipients, exclusive of medical educational and disease management information,
prior to release. If the DHCFP does not respond within ten (10) business days the vendor
may consider the communication approved. This provision does not pertain to
communications on specific topics to individual recipients.


We understand and will comply with the requirements of RFP Section 3.7.8.


Exceeding DHCFP standards, we write materials at or below an 8th grade reading level, using
the Flesch Kincaid readability formula and certify compliance. To reflect cultural competence
and linguistic abilities, we create all recipient presentations and materials using what we call
“plain speak.” This means we:


 Use active voice in our written communications, avoiding jargon and technical language
when possible. We use clear word choices and express complete thoughts.


 Use legible type in at least 10 point font size (with some exceptions, such as recipient ID
cards and the provider directory), simple layouts, and appropriate white space.


 Write in clear, easy to understand language, helping us simplify the complexities of the
health care system, including our recipients’ benefits and services.


 Organize written materials using short sentences and paragraphs.
 Translate our written English materials into Spanish and all other identified, commonly


used non English languages, free of charge, according to contract requirements. All letters
receive certification with letters of attestation to verify their accuracy.


 Provide materials on our website, mobile app, and secure recipient portal that are
compliant with the Americans with Disabilities Act (ADA) and Section 508 of the
Rehabilitation Act of 1973, as amended 29 U.S.C. § 794(d); as well as compliant with Web
Content Accessibility Guidelines 2.0, an internationally recognized set of practices
recognized by the U.S. Department of Justice and United State Access Board.


 Comply with Section 1557, the non discrimination provision of the ACA. The law prohibits
discrimination on the basis of race, color, national origin, sex, age, or disability in certain
health programs or activities.


All initial mass letter mailings and brochures for recipients, exclusive of medical
educational and disease management information, will be submitted to the DHCFP for
approval before release.


290 NV Managed Care Organization RFP No.: 3260







3.7 NETWORK


3.7.8.1 Provider Policy and Procedure Manual
A. The vendor must prepare, subject to the approval of the DHCFP, a Provider


Policy and Procedure Manual for each distinct class of provider. The vendor
shall document the approval of the provider manual by the vendor’s
Medical Director, and shall maintain documentation verifying that the
provider manual is reviewed and updated at least annually.


We understand and will comply with the requirements of RFP Section 3.7.8.1.A.


We prepare a Provider Policy and Procedure Manual for each distinct class of provider; we
understand the DHCFP must approve these. We will document the approval of the provider
manual by our Medical Director, and will maintain documentation verifying that the provider
manual is reviewed and updated at least annually. We will provide policy and procedure
updates to the DHCFP within five business days of the contract implementation, any
significant changes in the manual or upon request. See Section 3.7.8.1 of this RFP for specifics
about our provider policy and procedure manual.
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B. Upon approval of the DHCFP, the vendor may publish the manual material
related to more than one category of provider in a single volume. The
vendor must furnish one (1) copy of the manual to each provider upon
recruitment into the network, and must update all copies of the manual in
each provider’s possession when changes are made by the vendor. Provider
update notices sent via facsimile, mail, and e mail may be utilized to update
the provider manual when changes are made by the vendor. The vendor can
meet this requirement by furnishing one (1) copy of the manual and one (1)
copy of the manual updates to each provider practice where several
providers within the practice are participants in the network. One (1) hard
copy and one (1) electronic copy of the Provider Manual shall be provided to
the DHCFP. That electronic copy must be updated with the same frequency
as the hardcopy manual copies furnished to providers. The manual shall
include, at a minimum, the following information:
1. The policies and procedures to be implemented by the vendor to


ensure provider contract compliance;
2. The procedures governing verification of recipient eligibility and the


process for receiving and disseminating recipient enrollment data to
participating providers;


3. Prior authorization procedures and requirements;
4. The procedures for claims administration;
5. Provider credentialing criteria;
6. Provider network management;
7. The benefits and limitations available to enrolled recipients under the


program, including any restrictions on recipients’ freedom of choice
imposed by the program and any/all payment obligations;


8. Administrative and billing instructions, including: a list of procedure
codes; edits; units; payment rates; and all pertinent information
necessary to submit a clean claim in a timely manner;


9. Procedure to dispute adverse payment and contract decisions; and
10. Policies and procedures to be implemented by the Vendor to manage


quality improvement and recipient service utilization.


We understand and will comply with the requirements of RFP Section 3.7.8.1.B.  


We will develop a Provider Manual for each distinct class of provider—PCPs, specialists,
facilities, and ancillary providers—specific to Nevada’s Medicaid and Check Up programs.
Following the DHCFP’s and our Medical Director’s approval, the Provider Manual will serve as
an important source of information for providers regarding program requirements and our
policies and procedures. The Provider Manual will be made accessible on our website through
our provider portal. Our Provider Manual is used to promote the dissemination of timely,
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accurate, and sufficient information to network providers, and non participating providers
when requested.


The Provider Manual will serve as a source of information regarding our operations, covered
services, policies and procedures, Federal and State statutes and regulations, telephone
access, and special requirements so that all contract requirements are met. As an extension to
the provider contract, the Provider Manual is referenced during provider training sessions.
Providers are obligated to fully comply with the Provider Manual and failure to do so may
result in a corrective action plan and possible termination.


The Provider Manual is provided to all network providers upon the effective date of the plan,
as well as to all newly contracted providers within twenty calendar days after the provider
is placed into an active status. The Provider Manual along with any bulletins outlining
changes to the Manual will be available in hard copy upon request as well as online via
our website.


At a minimum, our Provider Manual will include the following information:


 Policies and procedures to verify provider contract compliance
 Procedures governing verification of recipient eligibility
 Process for receiving and disseminating recipient enrollment data
 Prior authorization procedures and requirements
 Procedures for claims administration
 Credentialing criteria
 Provider network management
 Appointment standards
 Office waiting times standards
 24/7 availability standards
 Benefits and limitations available to enrolled recipients under the program
 Any restrictions on recipients’ freedom of choice imposed by the program
 Any/all payment obligations
 Administrative and billing instructions, including: a list of procedure codes, edits, units,


and payment rates
 All pertinent information necessary to submit a clean claim promptly
 Procedure to dispute adverse payment and contract decisions
 Policies and procedures to manage quality improvement and recipient service utilization
 Emergency Services Responsibilities, including responsibility to educate recipients


regarding the appropriate use of emergency services
 EPSDT program services and standards
 Grievance/appeal procedures for both recipient and provider
 Medical necessity standards as well as practice guidelines or other criteria that will be


used in making medical necessity decisions
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 Practice protocols/guidelines, including in particular guidelines about treatment of
chronic/complex conditions common to the enrolled populations if used by the contractor
to monitor and/or evaluate provider performance


 Subcontractors’ responsibilities
 Procedures for screening and referrals for mental health/substance abuse services
 Medical records standards
 Recipient rights and responsibilities


Per Section 508 of the Rehabilitation Act of 1973, as amended 29 U.S.C. § 794 (d), we will see
that our Provider Manual meets 508 compliance regulations.


Provider Manual Update Process
Led by the Provider Services Manager, the Provider Manual is reviewed and updated on an
annual basis by the Subject Matter Experts (SME) for each section to confirm that our current
practices and contract requirements are reflected in the written policies and procedures. For
example, the Claims Department reviews the claims and billing sections. The SME is
responsible for updates, corrections or suggestions and bases updates on NCQA, State of
Nevada bulletins, and internal policy changes. Once the sections have been reviewed and
audited, the updates are presented to our Medical Director and the entire management team
for further review and recommendation and then released to the DHCFP for review and
approval. We maintain documentation verifying that the provider manual is reviewed and
updated at least annually.


We will provide all updates of the manual, clearly showing all changes and updates to the
DHCFP for review for compliance with the contract whenever changes are made. If the DHCFP
notes any discrepancies, we will notify our providers of the changes to the Provider Manual
within a thirty day cure period, or earlier if urgent. We will develop and disseminate
bulletins as needed to incorporate all changes to the Provider Manual. All bulletins will be
mailed to the DHCFP at least three calendar days before publication or mailing to the
providers or as soon as feasible. DHCFP shall have the right to issue and/or modify the
bulletins at any time.
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3.7.8.2 Provider Workshops
The vendor must conduct, at least annually, provider workshops in the
geographic service area to accommodate each provider site. In addition to
presenting education and training materials of interest to all providers, the
workshops must provide sessions for each discrete class of providers whenever
the volume of recent changes in policy or procedures in a provider area
warrants such a session. All sessions should reinforce the need for providers to
verify recipient eligibility and enrollment prior to rendering services in order to
ensure that the recipient is Medicaid eligible and that claims are submitted to
the responsible entity. Individual provider site visits will suffice for the annual
training requirement.


We understand and will comply with the requirements of RFP Section 3.7.8.2.


As detailed below, our initial and ongoing provider education efforts exceed
DHCFP requirements. 


We will conduct, at least annually, provider workshops in the geographic service area to
accommodate each provider site. Our workshops will provide sessions for each discrete class
of providers wherever the volume of recent changes in policy or procedures in a provider area
warrants such a session. All sessions will reinforce the need for providers to verify recipient
eligibility and enrollment before rendering services to confirm that the recipient is Medicaid
eligible and that claims are submitted to the responsible entity.


Initial Provider Education
Our Provider Relations Department educates our network providers on our policy and
procedures and information regarding the Nevada Medicaid and Check Up programs,
including any regulatory updates. Trainings are delivered by our Provider Relations Liaisons,
with assistance from Medical Management and other department leads who will respond to
provider questions about processes and continuity of care, specifically how is this handled,
what is the referral process, and how do the providers exchange information.


Newly contracted providers will receive mandatory training within 180 days of start up (or
when the provider signs a contract with us) using comprehensive orientation kits augmented
by our Provider Manual, Provider Contracts, and the contract between us and the DHCFP. In
addition, training webinars will be available to providers and their offices online within 30
days of our start up date.


For current Medicaid providers, we offer educational opportunities with in depth trainings on
rotating topics, and we will include non traditional providers in that rotation by creating
specific training surrounding the needs of the provider population. Provider education and
training will be important functions of our Provider Relations Department. Our training
program will include assistance from our cross departmental staff, and will be offered in
various settings using a specific orientation kit for these types of providers.
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The Provider Orientation Kits, which the providers will be able to keep for future reference,
will contain documents outlining key topics of interest to providers, along with a
comprehensive PowerPoint presentation. Our Provider Orientation Kit will include
the following:


 Welcome Letter
 Orientation Kit overview document
 PowerPoint presentation; listed below are some examples of topics in the


PowerPoint presentation:


 Overview of the population served
 Covered services for all programs
 Claims submission procedures and differences per provider type
 Identification and treatment of depression among elderly people and people
with disabilities


 Identification and treatment of alcohol/substance abuse
 Identification of abuse and neglect
 Coordination of care with Mental Health and Substance Abuse providers, including
instruction regarding policies and procedures for maintaining the centralized
recipient record


 Cultural sensitivity to providing health care to various ethnic groups
 Rules surrounding billing recipients
 Overview of provider types servicing the plan


 Fraud, waste and abuse guide
 Neglect and abuse guide
 Cultural competency guide
 Quick reference guide
 Forms (e.g., medical prior authorization; pharmacy prior authorization; provider dispute;


sterilization consent)
 Health Plan Contact sheet
 Link to our provider secure web portal navigation guide
 Link to our provider recipient portal navigation guide
 Any contracts that need to be signed related to the above mentioned portals
 Link to the Provider Manual


This standardized curriculum shall address, at a minimum, the service authorizations process,
continuity of care, community resources, claims processes, and cultural competency.


Provider Workshops and Ongoing Provider Education
In addition to initial provider orientation and recurring provider workshops, our Provider
Relations staff will conduct regularly scheduled provider office visits with contracted
providers as well as ad hoc training sessions as needed to review additional education needs.


296 NV Managed Care Organization RFP No.: 3260







3.7 NETWORK


Provider Relations Representatives will reinforce the information provided during the initial
orientation, and communicate updates or changes to program standards, laws, regulations,
and requirements.


We supplement these routine provider office visits with ad hoc provider office visits, webinars,
and provider workshops. Our provider workshops will provide a venue for providers to gather,
share ideas and questions, and benefit from the collaboration. The feedback received will
inform our Provider Services and training approach.


Provider training documents along with our current Provider Newsletter and Provider Manual
will be available to providers, online, 24/7. The Provider Manual will include detailed
information about the Nevada Medicaid and Check Up program standards and our health
plan’s requirements regarding the programs, our policies and procedures, information about
the needs of recipients with special needs, applicable Federal and State regulations, and
provider contractual requirements. The Provider Orientation Kit, Provider Manual, and
Provider Newsletters will be used to promote the knowledge and expertise of network
providers regarding recipients and the administrative processes required to assist in
measuring the provider’s performance in the area of special needs as well as quality of care
outcomes. We will also provide updates and additional information regarding Nevada’s
TANF/CHIP programs, and our health plan requirements, through dissemination of materials
such as periodic bulletins, mailings, notifications sent with the provider’s claims remittance
advice, and updates to our website.


Provider Relations Representatives will also be available by telephone, email, and surface
mail to answer questions that may arise between visits and provide information.


3.7.8.3 Provider Newsletter
The vendor must publish a semi annual newsletter for network providers.
Topics may include practice guidelines, policy updates, quality management
strategies, and other topics of provider interest.


We understand and will comply with the requirements of RFP Section 3.7.8.3.


Our communication team collaborates across all functional departments for relevant
information to include in our semi annual Provider Newsletters, for example:


 Announcements and details regarding provider workshops
 Network wide initiatives, such as publishing standards
 Changes in program policy or Plan Benefits
 Practice guidelines
 Administrative procedures (e.g., clinical practice guidelines, billing, claims payment,


reporting, policy, and or contract changes)
 Quality management strategies
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Providers are notified via postcard mailings that a new newsletter is posted to the
website. The postcard also alerts providers about critical updated contained in the
Provider Newsletter.


3.7.8.4 Recipient Newsletter
The vendor must publish a newsletter for enrolled recipients at least twice per
year. The newsletter will focus on topics of interest to enrolled recipients and
must be written at an eighth (8th) grade level of understanding reflecting
cultural competence and linguistic abilities.
The vendor must provide a copy of all newsletters to the DHCFP. Additionally,
these newsletters and announcements regarding provider workshops must be
published on the vendor’s website.


We understand and will comply with the requirements of RFP Section 3.7.8.4.


Exceeding RFP requirements, we publish Recipient Newsletters on a quarterly basis and
provide a copy of each to the DHCFP. As with all of our recipient communications, this
correspondence is written at an 8th grade level of understanding. These communications
provide prevention and wellness information as well as specific actions recipients can take to
meet their goals. At the same time, we meet our goals for helping recipients achieve a higher
quality of life with improved health and prolonged wellness. We use a professional newsletter
publishing company to prepare our recipient newsletters, which are distributed to all recipient
households. When appropriate, we design and develop customized content to support State
strategic priorities and initiatives, as well as our targeted health and quality improvement
programs, studies, and initiatives. We strive to make each issue a fun and informative read
that our recipients will eagerly anticipate. Newsletters also contain information that helps
recipients make the best use of their plan, for example:


 Developing healthy eating habits
 Having a healthy pregnancy
 Domestic violence awareness and prevention
 Why well child visits are important
 Health in all seasons (e.g., flu prevention)
 Appropriate utilization of the ED
 Understanding how communicating with the recipient’s PCP or PCMH helps to provide the


recipient with the best care
 Why keeping scheduled visits with the PCP or PCMH is important


The recipient newsletters are available on our public website including information about
provider forums.
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3.7.9 Network Maintenance
3.7.9.1 Maintenance of the network includes, but is not limited to:


A. Initial and ongoing credentialing;
B. Adding, deleting, and periodic contract renewal;
C. Provider education; and
D. Discipline/termination, etc.


We understand and will comply with the requirements of RFP Section 3.7.9.1.


Initial and Ongoing Credentialing
Our NCQA certified and URAC accredited process supports superior quality standards through
extensive provider data collection, business criteria assessment, primary source verification,
and enhanced data gathering. Upon receipt of a credentialing application, we make every
reasonable effort to complete primary source verification within 45 days of receiving a
completed application, unless State regulations require a shorter timeframe.


Information such as personal conduct history, malpractice history, disciplinary actions,
loss or limitation of hospital privileges, active professional liability coverage, State
licensure, and relevant training experience is evaluated to insure quality care and to verify
their good standing with regulatory and oversight organizations. We closely review these
qualifications making sure that each provider meets our professional, technical, ethical and
access standards.


We have a special unit that is responsible for the ongoing monitoring of State board
sanctions, loss of license, and Office of Personnel Management/Office of Inspector General
reporting between credentialing cycles to capture any adverse activity that would result in
non renewal or termination of licensure. These State and Federal reports are reviewed as
often as they are made available, and processes are in place to communicate the information
to the appropriate Network and/or Quality contact for immediate action to be taken per the
type of adverse action being reported.


On an ongoing basis, we also use multiple processes to evaluate and monitor the adequacy,
sufficiency, and appropriateness of services provided to our recipients though the Access to
Care Monitoring Plan. These include utilization management reports, network access and
availability, surveys and appeals, and grievance data to gather feedback to verify that
services are medically necessary, clinically appropriate, and provided by the appropriate
provider in the appropriate setting. We also gather feedback through the recipient’s appeals
and grievance processes, as well as through complaints about access or quality of care
concerns. These are monitored and trended to determine potential areas for improvement.
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Adding, Deleting, and Periodic Contract Renewal
Our standard provider contracts are “evergreen” and renew without additional burden on the
provider or our health plan. The contract states: “This Agreement shall be effective for an
initial term (“Initial Term”) of one (1) year from the Effective Date, and thereafter shall
automatically renew for additional terms of one (1) year each (each a “Renewal Term”),
unless either Party elects, upon not less than one hundred eighty (180) days prior written
notice to the other Party, to non renew the Agreement effective at the end of the Initial Term
or any Renewal Term.” Our contracts also contain amendment language which allows us to
amend contracts under two scenarios:


 Regulatory Amendments: “Company may amend this Agreement at any time to comply
with Law or any requirements of a private sector accreditation organization, as
reasonably interpreted by Company. Company shall notify Provider of such legally
required modification. Such amendment shall be effective upon written notice to Provider
and shall not require the written consent of Provider.” 


 Non regulatory Amendments: “Company may amend this Agreement upon ninety days’
advance written notice to Provider. Provider shall have thirty days in which to reject such
amendment, or as required by State law. The Amendment will have been deemed
accepted, unless rejected by the Provider.”


Our Provider Relations Representatives work with the providers during site visits to assist in
our efforts to add and delete providers. They conduct roster audits during every site visit to
obtain information necessary to update the provider’s contract. Providers may also work with
their assigned Representative to update their information at any time.  
Provider Education
Locally based Provider Service Representatives will train our providers. Our Nevada specific
provider training is tailored to the unique and diverse providers who serve the TANF/CHIP
population. Depending upon the needs of providers, education will be conducted in provider
workshops, through webinars, or via one on one communication at the providers’ offices. Our
Provider Services Representatives will complete disability, linguistic, and cultural competency
training and, in turn, will offer this training to providers.


We will educate providers during the initial provider orientation, provider office visits,
webinars, the Provider Manual (which will be considered an extension of our provider
contract), Provider Newsletters, bulletins, our website, and provider educational forums. We
will document appointment and wait time standards in our Provider Manual. As we mature in
the market, and our membership increases, we will develop a pay for performance
component that targets access and availability. In addition, we will provide a Provider
Orientation Kit which will be distributed to each provider during training and made available
on our website.
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Provider Discipline and Termination
Through regular, in person, field visits, our Provider Service Representatives maintain a
collaborative relationship with each of the practices within our network. As a result, they can
identify potential areas requiring additional provider education before a recipient is affected.
However, some providers may still fall out of compliance with our standards; as detailed in
our response to RFP Section 3.7, our approach to provider discipline and termination is agile
and effective. The most common areas where providers become non compliant can occur
relate to appointment access and documentation. Our Provider Service Representatives
conduct secret shopper surveys each month. Based on the results of this information, they
identify any providers who fail to meet our access and availability standards (for example,
their after hours message tells the recipient to call the next day instead of providing a source
of immediate medical care).


When providers fall out of compliance, their assigned Provider Service Representative is
notified and a letter is mailed or emailed to the affected practice. This corrective action, or
performance improvement, plan clearly identifies our standard and how the provider was
deficient in meeting that standard, as well as a timeframe for re survey. The provider or
practice staff may then contact the Provider Service Representative to address any issues or
concerns regarding meeting our expectations. For example, the practice may be making some
system changes to verify that the standard is met. Our Provider Service Representatives know
these practices well, understand their office staff turnover challenges, and provide whatever
assistance is needed to educate them about our standards, or temporarily extend the
timeframe for resolution.
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3. SCOPE OF WORK 
3.8 MEDICAL RECORDS 
Complete medical records shall be maintained by the vendor’s contracted providers, for each 
enrolled recipient in accordance with this RFP. The records shall be available for review by duly 
authorized representatives of the State and CMS upon request.  
The vendor shall have written policies and procedures to maintain the confidentiality, 
accessibility and availability, record keeping, and record review process for all medical records. 
Not more than ten (10) calendar days after submitting a request, the State shall have access to a 
recipient’s medical record, whether electronic or paper, and has the right to obtain copies at 
the vendor’s expense.  
The recipient’s medical record is the property of the provider who generates the record. The 
vendor shall assist the recipient or the parent/legal guardian of the recipient in obtaining a copy 
of the recipient’s medical records, upon written request, from the provider. Records shall be 
furnished in a timely manner upon receipt of such a request but not more than thirty (30) 
calendar days from the date of request. Each recipient or parent/legal guardian of the recipient 
is entitled to one (1) free copy of the requested medical records. The fee for additional copies 
shall not exceed the actual cost of time and materials used to compile copy and furnish  
such records.  
When an enrolled recipient changes primary care providers and/or health plans, the vendor’s 
contracted provider must forward all medical records in their possession to the new provider 
within ten (10) business days from receipt of the request.  
The vendor must participate financially in the HealtHIE Nevada statewide health information 
exchange as of the effective date of the contract. At a minimum, the participation level must be 
based upon all recipient lives covered under this contract. Additionally, the plan will fund the 
PMPM connections for its Medicaid and Nevada Checkup recipients.  
Medicaid and Nevada Checkup recipients may not opt out of having their individually 
identifiable health information disclosed electronically. 


We understand and will comply with the requirements of RFP Section 3.8.  


Medical Records Policies and Procedures 
We require our contracted providers to maintain complete medical records for each enrolled 
recipient. Consistent organization and documentation in medical records are central to our 
Quality Management initiative to maintain care continuity and promote quality, effective 
care. Accordingly, our standards for medical records are adopted from the NCQA and 
Medicaid Managed Care Quality Assurance Reform Initiative (QARI). These are the minimum 
acceptable standards within our provider network. To ensure that records are available for 
review by the State and CMS upon request, our written policies and procedures include the 
following medical record review criteria:  
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• All provider records must be maintained in a legible, current, organized, and detailed 


manner that permits effective recipient care and quality review.  
• The recipient’s medical record must be legible, organized in a consistent manner, and 


remain confidential and accessible to authorized persons only. 
• All medical records must be made available electronically. 
• Providers must comply with all applicable laws and regulations about the confidentiality 


of recipient medical records, including obtaining required, written consents to disclose 
confidential medical records for complaint and appeal reviews. 


All contracted providers are educated about requirements and timeframes related to medical 
records during initial orientation, through ongoing training in provider workshops, site visits, 
and correspondence, and in the provider manual.  


Our policies and procedures have been proven effective—in numerous health plans 
nationwide—to maintain the confidentiality, accessibility and availability, and record keeping 
and review process for all medical records. These policies and procedures support processes 
that keep medical records confidential per 42 CFR, Part 431, Subpart F, and have been 
developed and established to comply with the Privacy and Security provisions of the Health 
Insurance Portability and Accountability Act (HIPAA). 


Timely Access to Medical Records for Inspection 
Medical records are the property of the provider who generates the records. Under the terms 
of this RFP, and in line with Nevada Revised Statutes § 629.061, we require providers to make 
medical records available for inspection within five working days after receiving the request. 
This requirement makes certain we will be able to comply with—or exceed—the requirements 
in this RFP to: 


• Provide the State access to a recipient’s medical record within ten calendar days 
• Furnish medical records to recipients within thirty calendar days 
• See that our providers forward a recipient’s medical records to new providers or health 


plans within ten business days 


Upon request, we will be available to help the recipient or the State obtain a copy of the 
recipient’s medical records. We will ensure that each recipient (or representative) receives 
one copy of the requested medical records at no cost. Should the State request a recipient’s 
medical records, we will incur all expenses. 


Medical Record Documentation  
All providers are also contractually required to adhere to national medical record 
documentation standards. As detailed in our written policies and procedures, our minimum 
medical record documentation requirements include:  
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• Identification information on each page of the medical record  
• Identifying demographics including name, address, telephone number, employer, 


Medicaid identification number, gender, age, date of birth, marital status, next of kin, 
and, if applicable, guardian or authorized representative 


• Initial history, including prenatal care and birth history of the recipient’s mother while 
pregnant with the recipient, family medical history, social history, operations, illnesses, 
accidents, and preventive laboratory screenings  


• Past medical history including disabilities and previous illnesses or injuries, smoking, 
alcohol or substance abuse, allergies and adverse reactions to medications, and surgeries  


• Immunization records  
• Dental history, if available, and current dental needs and services 
• Current problem list  
• Recipient visit data  
• Fiscal records  
• Current medications, therapies, and other prescribed regimens  
• Reports from referrals, consultations, and specialists 
• Emergency or urgent care reports and hospital discharge summaries 
• Advance directives 
• Requests for release of information and subsequent releases 


Medical Record Retention 
In accordance with Nevada Revised Statutes §629.05, our providers are required to retain and 
make available all records regarding any aspect of services furnished to minor recipients for 
inspection, evaluation, and audit until the recipient turns 23 years old. Otherwise, providers 
are required to maintain records for the longer of: 


• Five years from the date of service OR 
• Three years after final payment is made under the provider’s agreement and all pending 


matters are closed 


Medical Record Audits 
To assess compliance with established standards, we will conduct routine medical record 
audits before offering or continuing a provider’s contract, or as requested by our Quality 
Management Coordinator or Chief Medical Officer. After the review, our Quality 
Management Coordinator documents the results, reviews the results with the Chief Medical 
Officer, and prepares a report to be sent to the provider. 


If the review score does not meet standards, we may require the provider to develop and 
implement a corrective action plan, which we must first approve. The Quality Management 
Coordinator is also responsible for monitoring applicable follow-up activities and 
documenting the reviews and corrective actions. Medical record review results are used in 
recredentialing reviews or quality management reviews, as appropriate. Any provider who 
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fails to meet a minimum score of 90 percent on any area reviewed will be subject to a 
supplemental review for those areas within 180 days of the initial review. 


Participation in Nevada’s Health Information Exchange (HIE) 
We currently participate and connect with HIEs in four states and are in negotiations with 
HIEs in two additional states. This experience will guide our efforts in collaborating with 
HealtHIE Nevada to help the State develop a connected community of providers. We agree to:  


• Financially participate in the HealtHIE Nevada statewide HIE as of the effective date of  
the contract 


• Fund the PMPM connections for our Medicaid and Nevada Check Up recipients  


Further, we understand and acknowledge that Medicaid and Nevada Check Up recipients may 
not opt out of having their individually identifiable health information disclosed electronically 
or as defined by State or Federal law. 


Our Proprietary Care Coordination System Easily Integrates with HIEs and Other 
HIE Systems 
Our Population Health Management technology platform is connected to many HIE systems 
in multiple states. The system is designed to expose a standard set of recipient information on 
a common platform that enables our provider partners to access data that has traditionally 
been siloed and inaccessible. This information supports comprehensive care coordination and 
population health management.  


The system can be used by providers of all types regardless of their technology sophistication 
or readiness. We have successfully engaged different providers who are actively using this 
system. They include large hospital systems, Federally Qualified Health Centers (FQHC), and 
Community Mental Health Centers, with other non-traditional providers such as homeless 
shelters and home care providers. While our deployments began earlier this year, interest 
with our provider community has been exceptionally high. We have adoption rates above 92 
percent for targeted providers. Additionally, we were able to deploy our care coordination 
system quickly with the average time to system set-up and training occurring within two to 
three weeks. 


Our efforts to integrate this system with State and private HIEs has demonstrated success—
nationwide—in improving health outcomes. For example, in January of 2016, we 
implemented this system in our Michigan plan. Working with a major health system, several 
FQHCs, and community health centers to transform the traditional approach to transitions of 
care, we focused on managing over 112 high-risk recipients. While early, this initiative has 
proven effective in avoiding hospital readmission rates within thirty days of discharge. Other 
outcome trends are starting to emerge, including: 


• 15 percent reduction in emergency department utilization. 
• 13 percent improvement in care management engagement. 


306 NV Managed Care Organization RFP No.: 3260







 3.8 MEDICAL RECORDS


 


 


• 35 percent of recipients were provided access to behavioral health services that had not 
received these services before implementation of the system. 


• 35 percent of recipients identified alignment with a proper primary care provider (PCP). 
These recipients had seen a different PCP or no consistent PCP before implementation of 
the system. 


These successes are linked to improved communication and streamlined data sharing, 
including direct connectivity to one of the State’s largest HIEs. Our care coordination system 
provides the entire care team actionable information that in turn drives clear recipient touch 
points and reduces or eliminates barriers to care. Through sharing data on a common system, 
we help provider partners build trust in one another, create more efficient workflows, 
facilitate clear hand-offs and responsibilities, resolve issues quickly, and establish shared 
ownership among the team members directly focused on solving issues for the recipient.  


For Nevada, an important part of our data sharing strategy includes direct links to HealtHIE 
Nevada. We will use this system to incorporate admission, discharge and transfer (ADT) data 
with CCDs, and claims data into the patient care record. Integration of our care coordination 
system and HIEs, including HealtHIE Nevada, will give providers in Nevada unprecedented 
access to a 360-degree view of recipients’ data on a single platform. As depicted in Figure  
3.8-1 below, this system will alert the care team of important ADT activities or if other acute 
events are detected and immediate intervention is needed. This information will be used to 
facilitate care coordination and early interventions.  


Figure 3.8-1: Care Coordination Information Exchange Process Flow 


 
Our participation with HealtHIE Nevada will also provide a source of financial support to 
expand the scope of services and data sharing to our provider network, based upon recipient 
participation and availability of meaningful data. 
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3. SCOPE OF WORK
3.9 QUALITY ASSURANCE STANDARDS
3.9.1 Overview


The common goal of the managed care program is a successful partnership with quality
health plans to provide care to the DHCFP recipients, while focusing on continuous
quality improvement. The current recipient population encompasses the FMC Medicaid
eligibility category, Nevada Check Up/CHIP, and AO populations. Traditionally, the
Medicaid population is a high risk, high volume user of health care services.
The role of managed care is to ensure accessibility and availability to appropriate health
care, provide for continuity of care, and provide quality care to enrolled recipients. A
major focus of managed care is health promotion and disease prevention. The
aforementioned populations benefit from targeted preventive health care services, the
quality and availability of which are monitored and evaluated by the DHCFP in
conjunction with the DHCFP’s EQRO contractor. The vendor is required to work
collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation
activities. The vendor will designate a lead person to work with the DHCFP on quality
management. By virtue of the DHCFP’s contract with the EQRO and the federal
regulations which set forth the State’s mandates for an EQRO, the vendor will be
required to provide reporting data beyond that stipulated in this section and will
participate in those additional EQRO activities as assigned and required by the DHCFP.


We understand and will comply with the requirements of RFP Section 3.9.1.


Our Quality Management Department and leadership team drive quality measurements and
expectations throughout the individual health plans. We agree with and support the DHCFP’s
interest in providing accessible, high quality, cost efficient health care to all DHCFP recipients.
The Quality Management team understands the fundamental role played by the continuous
quality improvement approach in providing this optimal care delivery and health outcomes.
Our experience working with CMS and Medicaid is to provide and report on Quality
Improvement Projects and Performance Improvement Projects (PIP) on an annual basis.
The goal is always to improve care and recipient experience while improving the process
for efficiency.


Our experience of investing in quality improvement strategies has improved access to care,
reduced unnecessary service utilization such as emergency department (ED) visits, and led to
better management of chronic diseases, such as diabetes, asthma in adults and children –
with the additional focus on smoking and second hand smoke. We look forward to being an
active partner with Nevada’s DHCFP. We understand the External Quality Review
Organization (EQRO) review is a standard review of all quality monitoring and evaluation
activities. The Quality Management Director is the designated senior leader to work with the
DHCFP and the EQRO.
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Strategy for Achieving Improved Quality Performance
We are committed to continuous improvement of quality outcome measures for the DHCFP
program. Within 18 months of contract initiation, we will earn our National Committee for
Quality Assurance (NCQA) accreditation by meeting strict standards related to quality and
recipient satisfaction and the recipient’s experience with the health plan. We seek to improve
the health and wellness of each recipient as we endeavor to achieve the triple aim of
increasing access to care, improving the quality of care, and reducing the cost of care, in true
partnership with our providers, recipients, and community partners.


Our overall improvement strategy involves a “Whole Person Approach” whereby we assess
the needs of each recipient to provide outreach and education activities that address all
measures that apply to each recipient. When we identify a recipient based on a particular
needed service, we follow with coordinating care for ALL services the recipient requires.


The whole approach also includes frequent (bi monthly) education webinar offerings to
providers on HEDIS® measures. The education provides an overview of the measures, coding
information, documentation that outlines specific HEDIS requirements, how to obtain access
to the electronic gaps in care lists provided via our website, information on incentives for
recipients and providers. At one of our health plans, this approach led to an improvement in
87 of the 121 (71 percent) administrative data rates for the calendar year 2015.


In support of our strategic approach, the Quality Management Department will support our
provider network and the DHCFP population with recipients of the team dedicated to HEDIS
improvement activities such as:


 Connecting recipient with a primary care provider (PCP) and arranging transportation to
receive care


 Addressing recipient psychosocial issues that are taking priority over needed
preventive care


 Assisting recipients with navigating the health care system
 Educating and engaging recipients and providers on the importance of timely preventive


services using incentives and multichannel communications (mobile, print, on line,
and telephonic)


 Keeping providers abreast of HEDIS measures specifications related to timeliness of
services and correct billing codes


 Supporting providers to improve access through the reduction of no shows
 Delivering monthly Gaps in Care list to all PCPs; the list shows by recipient what services


are needed for any HEDIS measure related to the recipient


We embed continuous quality improvement in everything we do. Every staff recipient
maintains annual performance goals directly linked to achieving quality results. Our
commitment to quality begins with our Administrator and chair of our cross functional
Quality Management Oversight Committee (QMOC) and extends to every staff recipient. Our
multi faceted approach includes the following:
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 Local staff serving local needs: We will recruit, hire, and train local staff that live and work
in Nevada. All employees will attend comprehensive quality improvement training that
includes position specific information, an overview of local community resources, and
quality improvement requirements for their respective positions.


 Aligned technologies and incentives among stakeholders: We provide incentives and
approaches that align behaviors between the DCHP goals and the actions of our plan and
those of our providers. For example, our value based contracting program combines
incentive payments with tools and reporting to help providers make informed decisions
that promote quality outcomes.


The foundation that supports our strategy is structure and accountability found within our
comprehensive Internal Quality Assurance Program (IQAP). The IQAP program guides
continuous quality improvement for the assessment of recipients’ care, delivery systems, and
recipient/provider satisfaction while optimizing health outcomes and managing costs. Our
IQAP supports the DHCFP Program quality improvement strategy, and in full compliance with
State and Federal Quality Assessment and Performance Improvement (QAPI) program
standards and guidelines.


The IQAP promotes a health plan wide endeavor, and our management team uses an
integrated and collaborative approach that involves each functional area, including the
medical management, quality management, informatics, provider services, recipient services
and claims units. We gather accurate, timely, and relevant information about the quality of
our operational, administrative and healthcare delivery through our provider network. We
gather and analyze data to determine favorable and unfavorable quality patterns to develop
interventions successfully to improve health outcomes and manage utilization of covered and
medically necessary services.


A key element is that we disseminate root cause analysis and lessons learned throughout the
health plan, and this analysis forms the basis for process improvement activities. Our Board of
Directors (Board) is ultimately responsible for all aspects of our IQAP program which includes
the evaluation and oversight of our efficiency, effectiveness, and outcomes.


Our Quality Management team uses the Consumer Assessment of Healthcare Providers and
Systems (CAHPS®)—a recipient satisfaction survey—results to identify opportunities for
improvement and track progress towards goals responding to and improving the recipient’s
satisfaction and experience with our health plan. We recognize the surveys cover topics
important to recipients and focus on those aspects of quality that recipients are best qualified
to assess. Quality Management analyzes results, and when they identify opportunities for
improvement, they create an Improvement Action Plan. For example, in one of our health
plans, for the 2015 survey dates, our CAHPS scores for customer service were below the 50th
percentile. We developed an action plan to target opportunities within the customer service
call center to improve the recipient experience.
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As a result of our improvement efforts, one of our health plans most recent CAHPS ratings for
Customer Service improved as follows:


 Adult CAHPS: Improved from 25th percentile to 50th percentile
 Child CAHPS: Improved from 25th percentile to 50th percentile
 CHIP CAHPS: Improved from below 25th percentile to 25th percentile


Our role is to provide the right care at the right time in the right way to DHCFP recipients to
increase accessibility and availability to appropriate health care services and to provide
continuity of care. We place a premium on prevention focused activities such as cancer
screening, tobacco cessation and immunizations, including flu vaccinations to improve health
outcomes and decrease cost. We have a nationwide influenza program to increase flu
vaccinations for all of our Medicaid recipients.


We have substantial experience in collaborating with State agencies and EQROs in reviews
through Medicaid managed care programs in other States and fully expect to leverage that
experience into solid quality outcomes in Nevada. Our work in other State Medicaid managed
care programs includes:


 Participating in statewide quality assessment and improvement advisory groups: We
participate in regular meetings with State agencies and other health plans to share best
practices, as well as participate in various quality subcommittees and workgroups.


 Collecting feedback from the consumer advisory committees: We participate in regular
consumer based advisory meetings with the inclusion of our recipients to provide
consumer input.


 Following State quality improvement strategies: We adhere and often exceed the
requirements contained within State specific quality improvement strategies for a
Medicaid managed care program by working with the recipients, providers, and
key stakeholders.


 We work closely with our provider network to improve quality outcomes, reduce
potentially avoidable unnecessary utilization and to improve recipient experience
with care.


 Improving quality outcomes and recipient’s experience with health care by using
benchmarked Provider HEDIS Gaps in Care reports that can be drilled down to the
individual recipient level to identify care needed, such as mammograms, immunizations,
well visits and Pap smears.


 Distributing and making available the Provider HEDIS Gaps in Care reports for all Primary
Care Physicians. The report makes providers aware of their low performance or
opportunities for improvement. The report also identifies for the health plan which
providers are lower performing providers where our efforts for improvement need to be
focused on.
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 Educating recipients on more appropriate means of accessing services such as contacting
their Primary Care Physician, the 24/7 Nurse Advice Line, or an Urgent Care Center before
going to the ED for non life threatening conditions such as the cold or flu.


 Supporting government oversight: We pride ourselves in rigorously complying with
requirements for oversight by Federal and State governments and approvals by CMS.


3.9.2 Quality Measurements
3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in


Nevada’s Quality Strategy are to be reported for a calendar year, using the most
current version of National Committee for Quality Assurance (NCQA) HEDIS
specifications. HEDIS measures may not necessarily correspond to the contract
periods, but may overlap them. The DHCFP and/or the EQRO may conduct
onsite review as needed to validate medical measures reported. The vendor
must use audited data, and is responsible for ensuring all updates to the
measure are reflected in the final, reported rates. The DHCFP reserves the right
to require the vendor to conduct special focus studies and report on additional
quality measures when requested.


We understand and will comply with the requirements of RFP Section 3.9.2.1.


Our progress in achieving the Triple Aim of improving health outcomes, improving the patient
experience and decreasing cost, are captured by HEDIS measures and the positive results.


We track HEDIS measures throughout all our Medicaid Health Plans, including those identified
in Nevada’s Quality Strategy. We will make all updates to the measures so that they are
reflected in the final, reported rates. We currently are engaged in multiple focus studies and
look forward to working with the DHCFP on additional opportunities.


We are currently conducting a focus study related to diabetes outcomes improvement in one
of our Medicaid programs. Within this study, through Gaps in Care reporting, providing
incentives for annual checkups and contact, we exceeded all goals set for 2015 in the areas
of hemoglobin A1c testing and levels, retinal screening, nephropathy care, and blood
pressure levels.


We house our HEDIS measures, results, and data in our NCQA certified HEDIS software. The
software and the results are NCQA audited. We follow NCQA technical specifications for data
collection for both administrative and hybrid measures. We will comply with the EQRO onsite
review to validate medical measures reported.


3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures
listed in the State Quality Strategy.


We understand and will comply with the requirements of RFP Section 3.9.2.2.
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We are partners with the State’s efforts to improve health outcomes through participating in
the State Quality Strategy, and we, therefore, acknowledge the requirement to report
annually on all performance measures listed in the Quality Strategy. We will comply with the
requirement on a timely basis. We understand these measures include the following:


 Children and adolescents: access to primary care physicians, well child visits, weight
assessment and counseling for nutrition and physical activity, immunizations, and
dental visits


 Adults with diabetes: HbA1c rates, eye exam rates, medical attention for nephropathy,
and blood pressure


 Individuals with asthma: medication management
 Health plans: annual submission of cultural competency plans and evaluation of their


cultural competency programs and race and ethnicity specific performance measures and
rates of avoidable emergency room utilization


 New mothers and infants: postpartum visit rates, timeliness of prenatal care and
frequency of prenatal visits


 Recipients with behavioral health conditions: follow up for children prescribed ADHD
medication, reduction of multiple concurrent antipsychotics in children and adolescents,
reductions in behavioral health related hospital readmissions, and increased follow up
after hospitalization


 CMS quality measures: number of CMS adult and child core measures reported


We have existing systems, policies and procedures for the collection, analysis and routine
reporting of these indicators and will closely work with our Nevada network to gather and
report these data on a timely basis.


3.9.2.3 Beginning in the third year of this contract period, on July 1 of each year, the
vendor may be eligible for a bonus pool payment for each of the quality
strategy identified, audited HEDIS measures (calculated from the preceding
calendar year's data) for which significant improvement, based on the DHCFP
methodology, identified in Attachment U ~ Pay for Performance (P4P), has
been demonstrated.


We understand and will comply with the requirements of RFP Section 3.9.2.3.


We acknowledge the potential availability of a bonus pool payment, beginning in the third
year of the contract, based upon improvements in HEDIS measures. We appreciate the
willingness of the DHCFP to provide incentives for enhanced performance related to HEDIS
measures and will be working hard to achieve improvements in these measures. Two of our
key strategies, which have proven successful in other States, include working with providers
to develop person centered treatment plans with recipients and supplying providers with
reports and data to track progress in meeting established population based goals. These and
other strategies and efforts will be brought to bear in demonstrating improvements in the
HEDIS measures identified in Attachment U – Pay for Performance.
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We are a national leader in using value based purchasing (VBP) to engage providers with
payment models that align payment for quality care. We bring this same commitment to
engage providers with new and innovative payment models to expand incentive programs
that will support transforming the healthcare delivery and payment systems. A key part of
our VBP program has been through the expanded use of pay for performance (P4P) initiatives
that reward providers for achieving quality outcomes for our recipients. We base our VBP
strategy on our extensive experience implementing P4P programs within multiple Medicaid
programs. Pay for Quality (P4Q), rewards providers for achieving performance targets on a
broad spectrum of HEDIS and utilization metrics for their recipient panel.


3.9.2.4 Pregnancy
A. Standard
1. The vendor shall take affirmative steps to ensure eligible pregnant


Medicaid recipients are provided with quality prenatal care. Quality
prenatal care provides for increased access to prenatal services, and
ensures necessary monitoring of high risk pregnancies to obtain
healthy birth outcomes.


We understand and will comply with the requirements of RFP Section 3.9.2.4.A.1.


We take affirmative steps to optimize birth outcomes in our recipients such as early
screenings and identification and have incorporated evidence based practices and established
quality metrics (e.g., HEDIS timeliness of prenatal care) in this area to track our effectiveness
and progress as a system of care.


Early Screenings for to Identify Pregnant Recipients
From the moment we learn that a recipient is pregnant—through interactive voice response
(IVR) welcome call questionnaires, State enrollment files, self reported by the recipient or
provider, or claims data—we engage with the recipient to provide her with the support and
information she needs. We screen all pregnant recipients for risk factors such as substance
use, mental health wellness, and high risk conditions such as diabetes, asthma, and history of
preterm delivery. Several of our plans use pharmacy data when a prescription for prenatal
vitamins is initially filled, for early identification.


We have dedicated core prenatal programs, such as the “Access to Healthcare Network OB
Case Management Program,” a specialty obstetrics program in which every pregnant
recipient is assigned a Case Manager and in which high risk recipients are enrolled in a
specialized obstetrics program.


For pregnant recipients with a substance use disorder and infants with neonatal abstinence
syndrome, we have a special program for these recipients. Our value added program
offers incentives to pregnant women for the attendance of prenatal appointments and post
partum checkups.
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2. The vendor’s prior authorization policies and procedures must be
consistent with the provision of prenatal care in accordance with
community standards of practice and the MSM.


We understand and will comply with the requirements of RFP Section 3.9.2.4.A.2.


We attest that our prior authorization policies and procedures will be consistent with the
provision of prenatal care according to community standards of practice and the MSM. We
believe it is important that recipients are comfortable with their prenatal care and their
prenatal care provider, and we, therefore, allow recipients to select their OB/GYN provider—
whether in or out of network.


3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early
Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids


A. Standard
1. The vendor shall take affirmative steps to achieve at least a


participation rate greater than or equal to the national average
for EPSDT screenings. Well Child Care promotes healthy
development and disease prevention in addition to possible early
discovery of disease and appropriate treatment.


We understand and will comply with the requirements of RFP Section 3.9.2.5.A.1.


We have a strong record of achievement in this area in our other State Medicaid programs
(please see Table 3.9 1 below an example from one of our health plans). We are driven by the
critical importance of age appropriate comprehensive and preventive health care services for
children and adolescent of which we are prepared to apply successful practices in Nevada. We
will track, trend and review data with the DHCFP on areas of particular concern or challenge
in the Nevada Medicaid and Check Up populations.


Table 3.9 1: Weight Assessment and Counseling for Nutrition and
Physical Activity for Children and Adolescents


HEDIS
Indicators


HEDIS 2014
(CY 2013)


HEDIS 2015
(CY 2014)


HEDIS 2016
(CY 2015)


Overall Percentage
Improvement


Body Mass
Index 36.57% 52.55% 62.96% 72.16%


Nutrition
Counseling 43.75% 52.55% 61.81% 41.28%


Activity
Counseling 38.66% 48.91% 56.71% 46.69%
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Achieving maximal Early Periodic Screening Diagnosis and Treatment (EPSDT) participation
rates requires strong provider and recipient education and outreach, as well as systems to
track participation rates, and, as indicated, plan and execute improvements. For recipients,
we support EPSDT participation through many methods: recipient newsletters, the Member
Handbook, surveys, on hold messaging, health related brochures, and website content. Our
Member Handbook describes the EPSDT program, features child health guidelines, and offers
tips to keep children and youth healthy. Recipient newsletters include articles about the value
of the EPSDT program.


Providers
Our Provider HEDIS Gaps in Care report is a HEDIS based profile used to deliver monthly HEDIS
data to PCPs. The report compares an individual provider to provider group performance and
overall health plan network performance, as well as NCQA benchmarks on the set of HEDIS
measures. The provider Gaps in Care reports shows recipients in need of services such as
mammograms, Pap smears, and immunizations. We make the Gaps in Care reports available
to providers, our Recipient Services, Quality staff, Case Management and Utilization
Management departments so they are knowledgeable of our performance and patient health
care outcomes.


2. The DHCFP and/or the EQRO may conduct desk and/or on site
review as needed, to include, but not be limited to:
policy/procedure for EPSDT, service delivery, data tracking and
analysis, language in primary care provider contracts, and the
process for notification of recipients. Vendor internal quality
assurance of the EPSDT program shall include monitoring and
evaluation of the referrals that are the result of an EPSDT screening.


We understand and will comply with the requirements of RFP Section 3.9.2.5.A.2.


We will cooperate with the DHCFP and/or the EQRO in any desk or on site reviews related to
any aspect of the delivery of EPSDT services to recipients. We have quality assurance systems
in place to track and measure high quality EPSDT services to children and adolescents. This
includes data regarding referrals that are made as part of the EPSDT screening process. We
will make available all EPSDT related data upon the request of the DHCFP or EQRO in the
format requested and during desk and/or on site reviews.


A recent EQRO experience with one of our Medicaid contracts identified the need for
homebound recipients to receive vaccinations. Although offering recipients transportation to
a provider’s office was an option, we recognized that might not work for everyone. To
address this issue, the health plan contracted with several Home Care Agencies to
vaccinations in the home. This provided additional protection for homebound recipients while
increasing EPSDT rates and access to care.
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B. The vendor is required to submit the CMS 416 EPSDT Participation
Report to the DHCFP for each quarter of the federal fiscal year (FFY),
October 1st through September 30th. The vendor is required to submit
the final CMS 416 Report to the DHCFP no later than March 1st after the
FFY reporting period concludes. The vendor must send a quarterly
report in order to track the progress the Vendor is making throughout
the year. The vendor is required to complete all line items of the CMS
416 Report and submit separate reports for the NCU, FMC, and CHIP
Medicaid expansion.


We understand and will comply with the requirements of RFP Section 3.9.2.5.B.


We understand the EPSDT reporting requirements and agree to submit EPSDT related reports
as required by DHCFP: 1) CMS 416 EPSDT Participation Reports for each quarter of the Federal
fiscal year, and 2) CMS 416 Report no later than March 1st after the Federal fiscal year
concludes. This reporting cycle is aligned with our internal generation of quarterly EPSDT
reporting. As indicated by the data, we work with providers to address identified efficiencies
through a quality improvement cycle. This is a standard quality activity we carry out in all our
State Medicaid programs.


1. If the vendor cannot satisfactorily demonstrate to the DHCFP
at least a participation rate not less than the Quality
Improvement System for Managed Care (QISMIC)
improvement measure, as determined by the DHCFP or its
contracted EQRO, the DHCFP may require the vendor to
submit a Plan of Correction (POC) to the DHCFP.


We understand and will comply with the requirements of RFP Section 3.9.2.5.B.1.


We fully intend to meet the participation rates not less than the QISMIC improvement
measure (e.g., the national average for EPSDT screenings) established by the DHCFP or its
contracted EQRO and will closely monitor such rates on an ongoing basis. We aggressively
work to maintain and exceed rates above the QISMIC improvement measure, as well as
address identified deficiencies through various means, including but not limited to
performance improvement plans. However, as the case arises and upon the request of DHCFP,
we will develop and submit a Plan of Correction within the required timeframes.
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Table 3.9 2 is example of several EPSDT measures for one of our plans and how they increased
the rates:


Table 3.9 2: EPSDT Measures of a Current Plan


Measure 2016 2015 2015 NCQA 50th percentile


Annual Dental
Visits (Ages 2 – 20)


57.87% 51.13% 54.69%


Current Initiatives  Partnering with and developing community events where screenings are offered
 Provider P4Q incentive post profiles to the web for providers to retrieve
 Gaps in care lists to all providers on monthly basis
 Targeted direct live calls where providers are having difficulty getting in touch


with recipient
 Outbound calls to recipients providing reminders of care due and assistance


in scheduling
 Inbound recipient reminders to see dentist


Measure 2016 2015 2015 NCQA 50th percentile


Lead Screening in
Children


83.80% 74.77% 71.93%


Current Initiatives  Targeted live calls to recipients without lead screening by 15 months
 Outreach to providers notifying of gaps in lead screenings
 SMS Text messaging providing health tip messages and educational messages


to recipients


Measure 2016 2015 2015 NCQA 50th percentile


Well Child Visits in
the First 15
Months of Life, 6
or more visits


64.58% 57.41% 59.76%


Current Initiatives  Partnering with and developing community events where screenings are offered
 Provider P4Q incentive post profiles to the web for providers to retrieve
 Gaps in care lists to all providers on monthly basis
 Targeted direct live calls where providers are having difficulty getting in touch


with recipient
 Outbound calls to recipients providing reminders of care due and assistance


in scheduling
 Recipient diaper incentives for 0 12 months of age
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Measure 2016 2015 2015 NCQA 50th percentile


Adolescent Well
Care Visits


50.69% 53.94% 49.15%


Current Initiatives  EPSDT coordinator outreach to offices with low EPSDT rates
 Outbound calls to recipients providing reminders of care due and assistance


with scheduling
 Monthly gaps in care reports to providers from plan
 Text messaging with reminders to caregivers with Smartlink phones


3.9.2.6 Immunizations
A. Standard
The vendor shall ensure Age appropriate immunizations (according to
current Advisory Committee on Immunization Practices (ACIP) schedule).


We understand and will comply with the requirements of RFP Section 3.9.2.6.


We understand the critical importance and benefits of delivering age appropriate
vaccinations consistent with the ACIP schedule to the individual being immunized as well as to
the community as a whole (i.e., preventing community wide outbreaks). We will comply with
and follow the Advisory Committee on Immunization Practices (ACIP) schedule and track
progress in this regard. Based upon immunization data, we will work with providers and our
recipients to enhance immunization rates.


Age appropriate immunizations are a priority and a very important component of EPSDT. One
of our Medicaid health plans has a PIP to increase the number of recipients receiving the
childhood combo 2 vaccinations. We successfully increased the childhood combo 2
immunization rate from 65.28 percent in 2015 to 75.87 percent in 2016—a statistically
significant increase of 10.59 percent.
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We have several plans with childhood and adolescent immunizations rate at or above the
NCQA 75th or 90th percentile:


Table 3.9 3: Immunization Measures


IMMUNIZATIONS MEASURES & HEDIS 2016 PERFORMANCE


HEDIS MEASURE
CATEGORY Measure Subset


Number of Plans at or Exceeding
the HEDIS 75th Percentile National
Benchmark


Number of Plans at or Exceeding the
HEDIS 90th Percentile National
Benchmark


Child Immunization
(CIS)


Combination #2 1 2


Combination #3 1 2


Combination #4 0 3


Combination #9 2 2


Combination #10 3 1


Immunization for
Adolescents (IMA) Combination #1 5 1


3.9.2.7 Mental Health
A. Standard
The vendor shall take affirmative steps to ensure that covered medically
necessary mental health, substance abuse and mental health rehabilitative
services are provided to enrolled recipients as required in this RFP. Mental
health is an integral part of holistic health care.


We understand and will comply with the requirements of RFP Section 3.9.2.7.


All recipients can self refer for behavioral health services. We pride ourselves in taking extra
measures so that our recipients can access mental health, substance abuse, and mental
health rehabilitative services within the context of receiving comprehensive, person centered
holistic care. Two strategies we use are:


1. Reimbursing individual or group behavioral health providers to hold appointments open in
their schedule for urgent appointments.


2. Expanding behavioral health access through evidence based services such as mobile crisis
teams, 24/7 telephonic lines, and drop in centers.


All of our programs, including those to address mental health needs, put the recipient and
their needs and values first because we know that addressing all the aspects of their health
reduces barriers to care. We understand and practice whole person care throughout all our
health plan services like recipient services, utilization management, and case management.
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Fully integrated system of care that works for the recipient
Our data proves that fully integrated, person centered case management increases
recipient satisfaction, decreases costs, and increases positive health outcomes. Our Fully
Integrated System of Care provides the overarching strategy and framework for our care
coordination process delivering a holistic, recipient centered approach that is both achieved
and maximized.


We are known for facilitating access to and coordinating the physical, dental, behavioral, and
social support care for high risk populations. In collaboration with recipients and caregivers,
providers, community organizations and State agencies, we provide high quality health care
services to meet the needs of our recipients.


We expect providers to offer physical and behavioral health care assessments and services
that are integrated bi directionally. Meaning, for the recipient, there is no wrong door when
attempting to access the care necessary for the complex interactions of behavioral and
physical health conditions. We encourage all of our behavioral health care providers to be
fully integrated according to the Substance Abuse and Mental Health Services Administration
(SAMHSA) Collaborative/Integration Framework. This model of integrated care depicts a
continuum of integration from “coordinated” to “co located” to “integrated.” When fully
adopting an integrated approach, care teams display seamless practice among both physical
and behavioral health care, and work with integrated information and communications
systems. We encourage coordination and collaboration between providers. Case
management helps with the coordination through case management services and our
Integrated Care Team (ICT) meetings which includes the care team.


3.9.3 Plan of Correction (POC) Procedure
3.9.3.1 The POC should identify improvements and/or enhancements of existing


outreach, education and case management activities, which will assist the
vendor to improve the quality rates/scores. A POC must include, but may not be
limited to, the following:


A. Specific problem(s) which require corrective action;
B. The type(s) of corrective action to be taken for improvement;
C. The goals of the corrective action;
D. The time table for action;
E. The identified changes in processes, structure,


internal/external education;
F. The type of follow up monitoring, evaluation and improvement; and
G. The vendor staff person(s) responsible for implementing and monitoring


the POC.
H. The POC should also identify improvements and enhancements of


existing outreach, and case management activities, if applicable.
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We understand and will comply with the requirements of RFP Section 3.9.3.1.


We approach a plan of correction (POC) as an opportunity to address deficiencies and to
make systemic improvements in our practices, policies, and procedures. In this regard, we
adhere to the requirements listed in Subsection A–H above in addressing a POC.


Our Director of Quality Management oversees the entire POC procedure with direct reporting
to the Medical Director and Administrator. We have existing standard policies and procedures
in place that guide the development, implementation, monitoring, and evaluation of a POC.
We have a template which guides the process to document the identification of the problem,
identification of root causes, corrective actions, a monitoring methodology, process
timeframes, persons responsible, and outcomes. Also, the process culminates in an outcome
summary that includes lessons learned, opportunities for improvement and enhancements of
outreach, education, and case management activities, and identified changes in processes,
structures, and education required related to the specific problem or issue.


3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar
days from date of notification by the DHCFP to submit a POC, as specified. The
vendor’s POC will be evaluated by the DHCFP to determine whether it
satisfactorily addresses the actions needed to correct the deficiencies. If the
vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring
revision and/or necessary additions and request a satisfactory plan be
submitted by the vendor, unless otherwise specified, within thirty (30) calendar
days of receipt of the DHCFP’s second directive. If the vendor’s second plan is
unsatisfactory, the DHCFP may declare a material breach. Within ninety (90)
calendar days after the vendor has submitted an acceptable POC or one has
been imposed, the DHCFP will initiate a follow up review, which may include an
onsite review.


We understand and will comply with the requirements of RFP Section 3.9.3.2.


We understand that the DHCFP may require a POC to remedy identified deficiencies, and we
commit to using our existing POC policies and procedures to respond rapidly to the initial POC
request. A POC will be developed as described in the preceding section and, as needed, we
will respond to additional DHCFP requests for revisions and additions until a satisfactory plan
has submitted. In responding to a POC request, we will adhere to all required DHCFP
timeframes, including the requirements to submit a POC within 30 days of initial notification
and within 30 days of a request for revision. We understand that if our second plan is
unsatisfactory that this represents a potential material breach and that the DHCFP will
conduct a follow up review of an acceptable POC within 90 days of acceptance of the POC.


Our Director of Quality Management will oversee the development and execution of any POCs
that touch on outreach, education and case management activities that the DHCFP has raised
as opportunities for improvements and/or enhancements.
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3.9.3.3 If the vendor’s non compliance with the provision of covered medically
necessary benefits and services becomes an impediment to ensuring the health
care needs of recipients and/or the ability of providers to adequately attend to
those health care needs, the DHCFP shall take an administrative sanction
against the vendor. Such a sanction will disallow further enrollment and may
also include adjusting auto assignment formulas used for recipient enrollment
purposes. Such sanctions will continue until vendor compliance with the
provision of benefits/services is achieved. Liquidated damages, as outlined in
the General Terms of the contract, may also be assessed if other measures fail
to produce adequate compliance results from the vendor.


We understand and will comply with the requirements of RFP Section 3.9.3.3.


We understand the severity and responsibility that we are taking on within this contract, and
it is our full intention to comply and exceed the expectations and requirement within this RFP.
We understand the importance of compliance related to the health of our recipients. We have


a history and a culture of maintaining compliance with all Medicaid contracts. We have
internal measures, and reporting structures for reviewing medical necessity/denials for
consistency of application of criteria. We provide education to staff on an ongoing cycle,
and recipient appeals are handled judiciously, given the recipient’s condition. While our
Administrator and Medical Director are ultimately responsible for compliance, we use
Compliance Officers to guide staff in managing the recipients and service delivery. Our
medical director is available to educate providers regarding the provision of medically
necessary benefits and services, and, within the context of new and emerging technologies
(e.g., telehealth), we use a committee to make medical necessity determinations. We have
no sanctions.
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3. SCOPE OF WORK 


3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE 
PROGRAMS 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, 
require each managed care organization (vendor) to have an ongoing quality 
assessment and performance improvement program for the services it furnishes its 
recipients. Internal Quality Assurance Programs (IQAPs) consist of systematic 
activities, undertaken by the vendor, to monitor and evaluate the care delivered to 
enrolled recipients according to predetermined, objective standards, and effect 
improvements as needed. 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must 
develop and maintain the ability to collect and report data on race, ethnicity, sex, 
primary language, and disability status for applicant's and recipient's parents or legal 
guardians if applicants or recipients are minors or legally incapacitated individuals.  
An annual review of the vendor will be conducted by the DHCFP or its designee. In 
addition, the DHCFP will monitor and analyze grievances and appeals, provider 
disputes and will periodically conduct patient and provider satisfaction surveys. 
The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


We understand and will comply with the requirements of RFP Section 3.10. 


Comprehensive quality assurance is key to providing high-quality health care to the DHCFP 
recipients. We weave quality into everything we do every day—in every interaction with our 
recipients, providers, stakeholders and each other. Our quality management approach is an 
integral component of our operational management system, leading to improved health 
outcomes, effective diagnosis and treatment, and improved recipient and provider 
satisfaction. This reflects our commitment to recipients in all areas of service while affirming 
the organization’s attitude of care in all we do. 


Our Quality Management Program is a comprehensive, integrated program that is in 
compliance with the State’s Quality Management Strategy. We perform continuous quality 
improvement activities under the scope of the Internal Quality Assurance (IQAP) Work Plan 
and across the organization. We review our quality program annually through the Quality 
Management Evaluation. 


We collect race, ethnicity, gender, primary language, and disability status for recipients and 
recipient's parents or legal guardians as data to appropriately identify the population. Data is 
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collected through the following tools: Health Care Equity (HCE) dashboard, health care risk 
assessment, HEDIS® data, Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) survey, Predictive Modeling Tool, and enrollment file. We stratify our data to 
understand our recipients better. We work with all of the aligned States to continue to collect 
pertinent data. Through our Early and Periodic Screening, Diagnostic and Treatment program 
we emphasize preventive care for children and young adults.  


Through our affiliated Medicaid health plans, we have worked in partnership with refugee 
communities such as the Somali community to incorporate their cultural preferences into 
health literacy efforts, including the co-creation of educational materials. Our efforts were 
appreciated and impactful in their community.  


All of our Medicaid health plans on an annual basis track and trend grievances and appeals, 
provider disputes, and patient and provider satisfaction surveys. The results offer us 
opportunities to impact our care delivery system as part of the continuous improvement 
process cycle.  


3.10.1 The vendor must conduct performance improvement projects that are designed to 
achieve, through ongoing measurements and intervention, significant improvement, 
sustained over time that focus on clinical and non-clinical areas that are expected to 
have a favorable effect on health outcomes and recipient satisfaction and that involve 
the following: 


We understand and comply with the requirements of RFP Section 3.10.1. 


We use Performance Improvement Projects (PIPs) to address deficiencies and test methods for 
improving performance in select areas. These PIPs show measurable results from our 
disciplined approach to Continuous Quality Improvement (CQI) methods and tools. Examples 
of recent projects in our other State Medicaid programs include: 


• Childhood Immunizations: We have a PIP focusing on increasing the HEDIS rate for 
childhood immunizations. Outcomes: 2015 = 36.81 percent, 2016 = 43.62 percent—a 6.81 
percent increase. 


• Asthma: We launched a PIP focused on recipient education through home health visits for 
recipients hospitalized with an asthma diagnosis. In the first year, the rate of asthma 
readmissions for our recipients improved by 18 percent. 


• Diabetes: We developed a PIP that focuses on improving the diabetic health of our 
recipients as evidenced by the improvement of the HEDIS Comprehensive Diabetic Care 
sub-measures. All five of the Comprehensive Diabetic Care sub-measures that we track 
improved from the start of the PIP. 


• Controlling high blood pressure: A PIP in the area of hypertension control produced the 
following results: 2013 = 23.94 percent; 2014 = 46.78 percent and 2015= 61.38 percent—a 
37.44 percent increase from the 2013 baseline measurement.  
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3.10.1.1 Measurement of performance using objective quality indicators;  


We understand and comply with the requirements of RFP Section 3.10.1.1. 


Quality improvement is a plan-wide endeavor, integrated by: 


• Interdepartmental monitoring process and activities (such as those for referring 
quality/risk issues, recipient/provider complaints, grievances, and appeals) 


• Business application systems 
• Databases that are accessible to all areas 
• The structure of oversight committees with representation from across the plan and from 


the provider network and the recipient population as well 


We go above and beyond the State’s requirements. Our criteria for areas of concern and 
related indicators are objective, measurable and based on national benchmarks or historical 
data. The quality of our health care services is based on specific objective performance and 
outcome measures from data sets such as HEDIS, CAHPS, utilization data, complaints and 
appeals, and telephone customer services. The data is continuously monitored to identify 
areas in need of improvement and, potentially, the development of a PIP. Provided below is a 
brief description of the sources of objective quality indicators:  


• HEDIS data set: We contract with a vendor that uses a National Committee for Quality 
Assurance (NCQA) certified HEDIS software to produce the measures. We also contract 
with a certified NCQA HEDIS auditor who reviews the systems and processes for data 
integration and performs medical record review. 


• CAHPS Surveys: These surveys are conducted by a CMS-approved vendor. We analyze  
and report the results of the survey to our Quality Management/Utilization  
Management Committee and Quality Management Oversight Committee as well as 
develop and monitor corrective action plan as necessary, and monitor progress on the 
improvement activities. 


• Recipient Utilization Data: We continuously review recipient utilization data to identify 
trends and patterns in service utilization, including a review of potential under- and  
over-utilization. 


• Complaints and Appeals: We monitor and measure timeliness of appeal decisions through 
the appeals business application system. To make sure there is fairness of the recipient 
appeal, we have medical management and the appeals team monitor Independent 
Review Entity overturns to determine gaps in decisions if any. 


• Telephone Customer Service: Our calls are routed using automated call center software. 
This application provides automatic call routing, distribution, and reporting that enables 
agents to handle calls effectively while improving overall productivity. 
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3.10.1.2 Implementation of system interventions to achieve improvement  
in quality; 


We understand and comply with the requirements of RFP Section 3.10.1.2. 


We structure each PIP to achieve demonstrable improvement and to sustain the improvement 
over time. PIPs include performance indicators that are objective, measurable, and based on 
national benchmarks or historical data. We include interventions to achieve improvement in 
quality; evaluation of effectiveness; and planning and initiation of activities for increasing or 
sustaining improvement.  


We have a strong track record in conducting effective PIPs in a variety of areas. In Table 3.10-
1 below, we document our success in PIPs from our affiliated and administered health plans.  


Table 3.10-1: We Have Solid Experience in Conducting PIPs 


PIP Topic Outcome % Change Years 


Community-Based Care 
Coordination—Care Coordination 
within 14 days of hospital 
discharge 


Care coordination activity either during 
the hospital stay or within 14 days of 
discharge—Increased from 87.50% (Re-
measurement 1) to 94.55% (Re-
measurement 2), a statistically significant 
increase of 7.05%. The Re-measurement 2 
rate of 94.55% was also a statistically 
significant increase from the targeted 
baseline goal of 77.01% (an increase of 
17.54%). 


Increased 
7.05% 


Baseline 
2012; 
Reporting 
since 2013 
 


Community-Based Care 
Coordination  


Ambulatory follow-up with a provider 
and/or received community resources 
within 14 days—This was a statistically 
significant improvement over the 
previous year’s rate of 67.82% and the 
baseline rate of 57.35% as well as the 
target goal for Re-measurement 2 of 
71.04%.  


Increased 
13.69% 
from 
baseline 


Baseline 
2012; 
Reporting 
since 2013 
 


Follow-up After Hospitalization for 
Mental Illness—7 day 


7-Day follow-up improved from 28.22% 
(H2015) to 34.25% (H2016) 


Increased 
6.02% 


Baseline 
2015, 
reporting 
2016 


Follow-up After Hospitalization for 
Mental Illness—30 day 


30-day follow-up improved from 47.01% 
(H2015) to 51.83% (H2016) 


Increased 
4.82% 


 


Emergency Department (ED)—
High Utilizer 


According to the NCQA Quality Compass, 
the number of ED visits per 1000 recipient 
months has increased by 18.28% between 
2012 and 2014.  


Increased 
8.54 % 


2013–
2014 
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PIP Topic Outcome % Change Years 


Major Depression Improved to 90th Percentile for both the 
Acute/Continuation phases in final year 


90th 
percentile 


2013 -
2015 


Increasing Childhood 
Immunizations by Age 2 


Significant rate increase H2015—36.81%, 
H2016—43.62% 


Increased 
6.81% 


2014–
ongoing 


Improve access to and utilization 
of preventive care with focus on 
adolescents 12-21 


Adolescent Well-Care increases: H2014—
64.81%, H2015—65.28%, H2016—70.14% 
 


Increased 
5.33% 


2012–
ongoing 


Improve access to and utilization 
of preventive care with focus on 
3-6-year-olds 


Well-Child Visits in the Third, Fourth, Fifth 
and Sixth Years of Life (W34) increases: 
H2015—80.33%, H 2016—83.33% 


Increased 
3.0% 


2012–
ongoing 


Improve access to and utilization 
of preventive care with focus on 
3-6-year-olds 


W34 increases: H2015—71.53%, H2016—
76.62% 


Increased 
5.09% 


2012–
ongoing 


In all PIP activities, the Quality Management/Utilization Management Committee 
collaborates with executive leadership, management staff, and provider network to verify 
compliance with Federal and State requirements, as well as nationally recognized 
accreditation standards. 


3.10.1.3 Evaluation of the effectiveness of the interventions; and 


We understand and comply with the requirements of RFP Section 3.10.1.3. 


We evaluate the effectiveness of our interventions and have structural, procedural and 
technological solutions in place that are continually monitored for effectiveness and are 
reported to senior leaders on a quarterly basis. We use reliable and well-established 
statistical methodologies to evaluate our PIPs and analyze the data source to confirm its 
appropriateness. Our informatics department cross checks and validates all PIP-related data.  


3.10.1.4 Planning and initiation of activities for increasing or  
sustaining improvement. 


We understand and will comply with the requirements of RFP Section 3.10.1.4. 


Our standardized and structured PIP methodology includes a process for planning, monitoring 
and analyzing the PIP initiative, whether the PIP is required by the State or developed by our 
health plan. We review data to identify opportunities for improvement and solicit input from 
our recipients who participate in advisory councils. We seek best practices and encourage 
innovation from our employees at the local health plans and other Medicaid health plans 
nationwide. Communication across all levels internally and externally provides us with a rich 
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source of creative thought from the individuals who work closest with our recipients and 
providers. We also seek input from the State and collaborate with leaders from the State 
agencies and departments.  


Before implementing and designing PIP activities, we examine relevant clinical data, survey 
information, and encounter data that relates to the quality of care, utilization of services, or 
other factors that impact membership, providers, or the larger community. Our PIP topic 
selection process take into account the prevalence of conditions among recipients, the need 
for specific services, identified barriers to service, demographic characteristics, identified 
cultural disparities, and health risks among recipients or the community. 


We structure each PIP to achieve demonstrable improvement and to sustain the improvement 
over time. PIPs include performance indicators that are objective, measurable, and based on 
national benchmarks or historical data. We also include interventions to achieve 
improvement in quality; evaluation of effectiveness; and planning and initiation of activities 
for increasing or sustaining improvement.  


The Plan-Do-Study-Act (PDSA) model for continuous improvement is used to assess our 
processes for tracking, trending, analyzing, and acting upon performance measures and 
surveillance data. Our PDSA approach involves leadership from our entire organization. Our 
approach to developing and implementing interventions is through the following steps: 


1. Plan: Recognize an opportunity and plan a change. 
2. Do: Test the change. Carry out a small-scale study. 
3. Study: Review the test, analyze the results and identify what we have learned. 
4. Act: Take action based on what you learned in the study step. 


Figure 3.10-1: Plan-Do-Study-Act Cycle 
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If the change did not have the anticipated impact, the cycle is repeated. We incorporate 
successful interventions into ongoing systems and use what we learned to plan new 
improvements, beginning the cycle again. 


The Medical Director, Quality Management/Utilization Management Committee, and the 
Quality Management Oversight Committee review and approve all PIP proposals, ongoing 
activities, and outcomes. Under the supervision of our Medical Director, the Quality 
Management Department, led by the Quality Assessment and Improvement Coordinator, is 
responsible for managing, tracking, and reporting PIP activities. After the Quality 
Management Department prepares PIP proposals for review by the Quality 
Management/Utilization Management Committee, the Committee will select each PIP topic 
based on:  


• Contractual requirements 
• Impact on a significant portion of our recipients, including special health care needs and 


high volume or high-risk conditions 
• Feasibility of achieving and sustaining improvements in recipients’ health, functional 


status or satisfaction as a result of the PIP  
• Objective performance indicators including State performance measures 


All planned interventions in PIPs share the goal of improving the quality of the services that 
our recipients receive. We tie these interventions to a qualitative or quantitative 
measurement. As we evaluate interventions or activities, we modify the criteria to match the 
increased level of improvement or sustainability. Annually, we evaluate each PIP to 
determine whether we should close the PIP if there is not a State-required timeframe 
involved, allow more time for an intervention, or implement a new intervention.  


3.10.2 The vendor must report the status and results of each project to the DHCFP as 
requested, including those that incorporate the requirements of 42 CFR 438.330 (a)(2). 
Each performance improvement project must be completed in a reasonable time 
period so as to generally allow information on the success of performance 
improvement projects to be available to the DHCFP for its annual review of the 
vendor’s quality assessment and improvement program. 


We understand and will comply with the requirements of RFP Section 3.10.2. 


Our current process is to develop written reports documenting the status and results for each 
PIP. The reports include: 


• Project methods, including objectives and measurable indicators 
• Results and analysis  
• Outcomes and implications, and  
• Recommendations 
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The reports will be submitted to the DHCFP no later than the designated timeframe. We are 
available to meet with the DHCFP to discuss and review for its annual review of our quality 
assessment and improvement program.  


Quality activities are carried out under the direction of the Quality Management/Utilization 
Management Committee and the manager or director of the department undertaking the 
improvement activity. The Quality Management/Utilization Management Committee is 
responsible for reviewing and suggesting new and/or improved quality activities, directing 
and reviewing quality activities, designating evaluation and study design procedures. The 
Quality Management department is responsible for tracking and monitoring all quality 
activities and facilitating the reporting to the Quality Management/Utilization Management 
Committee, Quality Management Oversight Committee and when applicable to regulators. 
Study results are also made available to appropriate internal departments, practitioners, and 
providers. PIP reports are submitted to the Medical Director for final review and approval.  


3.10.3 The Vendor must: 
3.10.3.1 Submit performance improvement measurement data annually using 


standard measures required by the DHCFP, including those that 
incorporate the requirements of 42 CFR 438.340 and 438.330(a)(2); and 


3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the 
DHCFP to measure the vendor’s performance. 


We understand and will comply with the requirements of RFP Sections 3.10.3.1–2. 


We gather data from across the organization to improve the quality, outcomes, and level  
of recipient and provider satisfaction related to the services we deliver. This data, in  
addition to any other data requested by DHCFP, will be submitted to DHCFP on an annual 
basis. At a minimum, the data will include a summary of information from the following data 
sets: HEDIS, CAHPS, utilization management, complaints and appeals, and telephone 
customer services.  


3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most 
current NCQA Standards and Guidelines. 


We understand and will comply with the requirements of RFP Section 3.10.4. 


We use NCQA standards and guidelines daily as an integral part of our quality management 
program. The NCQA quality standards and guidelines are embedded within each department. 
We adopt practice guidelines and standards of care that meet NCQA standards and State 
requirements. Below are examples of how we incorporate NCQA standards into each function 
of the health plan:  
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• Analyzing results from annual NCQA audits 
• Using NCQA-certified software to manage the annual HEDIS process, including the  


CAHPS survey 
• Confirming case management notes comply with the State Contract and meet NCQA 


standards by performing monthly audits  
• Following NCQA credentialing and re-credentialing standards 


We use Health Management’s national policy and process for adopting and updating 
evidence-based Clinical Practice Guidelines and Preventative Health Services Guidelines from 
recognized sources that follow NCQA standards. Guidelines are submitted to the Quality 
Management/Utilization Management Committee for final approval. 


We are committed to accreditation by NCQA to demonstrate continuous quality  
improvement and meeting the expectations of the State, our recipients, our providers, and 
community stakeholders. 


3.10.5 The vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the 
objectives of the ongoing IQAP. The systems must provide information on areas 
including, but not limited to, utilization, grievances and appeals, and disenrollment for 
other than the loss of program eligibility. The basic elements of a health information 
system with which a vendor must comply include the following: 
3.10.5.1 Collect data on recipient and provider characteristics as specified by the 


DHCFP, and on services furnished to the recipients through an encounter 
data system or other methods as may be specified by the DHCFP; 


We understand and will comply with the requirements of RFP Sections 3.10.5 and 3.10.5.1. 


We use sophisticated management information systems to support our Quality Management 
program. Data housed in multiple systems are integrated to allow for tracking a variety of 
quality indicators, including but not limited to utilization, grievances and appeals and 
enrollment and disenrollment. Also, this data capacity includes the ability to collect and 
analyze recipient and provider characteristics. Our Information Technology department, as 
well as other needed corporate and local health plan resources, provide standard and ad-hoc 
reporting and analysis support to Quality Management staff in: 


• Measuring progress related to the IQAP goals and objectives 
• Monitoring our progress in improving the health outcomes of recipients 
• Decreasing the cost of care 
• Providing a satisfactory recipient experience 


Our encounter data system is a key source of recipient utilization data and related provider 
data. Through this system, we completely or partially deny claims that are submitted without 
required information or with invalid information as well as deny claims that are submitted 
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untimely. Providers are required to resubmit the claim with valid information before they will 
receive payment. Following adjudication and payment, we extract and export claims data 
from this platform to our encounter data management system.  


Our encounter data management system can export encounter data for CMS-1500 and UB-04 
claim format and generate files in X12N 837 format and NCPDP standard format files. Our 
Encounter Management department validates the receipt of all claims data into the 
encounter data management system using a transfer validation report to assist with the 
completeness of encounter data submissions. The Encounter Management department 
researches, tracks, and reports any discrepancy until that discrepancy is completely resolved.  


We collect claims data submitted by providers and report all applicable encounter data per  
42 CFR 438.242 or as requested by DHCFP and/or CMS.  


3.10.5.2 Verify the data received from providers is accurate, and timely, and 
screen the data for completeness, logic and consistency in accordance 
with 42 CFR 438.242(b) (2); and 


We understand and will comply with the requirements of RFP Section 3.10.5.2. 


Our Encounter Management department is responsible for verifying the accuracy and 
timeliness of data received from providers. The Encounter Management department also 
screens the data for completeness, logic, and consistency. The Encounter Management 
department researches, tracks, and reports all discrepancies in the encounter submissions 
until these discrepancies are completely resolved.  


3.10.5.3 Must collect service information received from providers in standardized 
formats. 


We understand and will comply with the requirements of RFP Section 3.10.5.3. 


Our encounter data management system can export encounter data for CMS-1500 and UB-04 
claim format and generate files in X12N 837 format and NCPDP standard format files.  


3.10.5.4 Make all collected data available as outlined in the reporting guide, 
attachments or as requested to the DHCFP and upon request to CMS as 
required. 


We understand and will comply with the requirements of RFP Section 3.10.5.4. 


We can generate routine reports and special ad-hoc reports as needed. We will make all 
collected data available to DHCFP and CMS as outlined in the reporting guide, attachment, 
and upon request or as required. 
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3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and 
submission of encounter data to the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.10.5.5. 


In Nevada, an Encounter Lead staff person will be designated to collaborate with the DHCFP 
on the review and submission of encounter data to the DHCFP. 


3.10.6 Standard I: Written IQAP Description  
The vendor must have a written description of its IQAP. This written description must 
meet the following criteria: 


We understand and will comply with the requirements of RFP Section 3.10.6. 


We have a written IQAP program description and policies and procedures describing our 
IQAP. The foundation of our IQAP is to provide continuous quality improvement for the 
assessment of recipients’ care, delivery systems, and recipient/provider satisfaction while 
optimizing health outcomes and managing costs. Our program supports quality improvement 
strategies and to be in full compliance with State and Federal quality assurance program 
standards and guidelines. 


We have a track record of success in establishing and maintaining high-quality standards for 
our operations and networks. Our experience includes sustaining continuous quality and 
process improvement in our clinical and operational programs that result in changing the way 
our recipients view their health and their role in achieving and maintaining positive health 
outcomes. This leads to increases in recipient and provider satisfaction.  


The IQAP program is a health plan-wide endeavor, and our management team uses an 
integrated and collaborative approach that involves each functional area, including the 
medical management, quality management, informatics, provider services, recipient services 
and claims units. We gather accurate, timely, and relevant information about the quality of 
our operational, administrative and healthcare delivery through our provider network.  
We focus on gathering and analyzing data to determine favorable and unfavorable  
quality patterns because this information is vital to our ability to successfully develop 
interventions to improve health outcomes and manage utilization of covered and medically 
necessary services.  


3.10.6.1 Goals and Objectives. 


We understand and will comply with the requirements of RFP Section 3.10.6.1. 


On an annual basis, the Quality Management Department coordinates the development of a 
detailed and comprehensive IQAP plan and work plan that serves as a guide to efforts to 
verify quality. The IQAP plan and work plan are submitted to the Quality 
Management/Utilization Management Committee and the Quality Management Oversight 
Committee for approval and are then reported to the board of directors. The work plan is 
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evaluated annually to assess the effectiveness of initiatives and results are reported to the 
Quality Management/Utilization Management and Quality Management Oversight 
Committee Committees as well as to the board of directors. 


The Quality Management/Utilization Management Committee reviews progress on a monthly 
basis and makes recommendations for quality improvement activities, as indicated. The work 
plan includes multiple goals and objectives spanning our full spectrum of care and support. 
Areas of focus include but are not limited to the quality of care, access to care, recipient and 
provider satisfaction, health outcomes, and other quality indicators. We develop a detailed 
work plan, which includes a timetable for accomplishment.  


The purpose of the quality management program is to: 


• Promote improvement in the quality of care provided to enrolled recipients through 
established processes, including: 


− Monitoring, evaluating and identifying areas for improvement in the service delivery 
system and provider network  


− Implementing action plans and activities to correct deficiencies and/or improve overall 
quality care and clinical operations 


− Initiating performance improvement projects to address trends identified through 
monitoring activities, reviews of complaints and allegations of abuse, provider 
credentialing and profiling, utilization management reviews, as examples 


• Comply with Federal and State requirements 
• Make sure that executive and management staff participates in the quality management 


and performance improvement processes 
• Make certain that the development and implementation of quality management and 


performance improvement activities include contracted provider participation and 
information provided by recipients, their family/representative and/or caregiver 


• Identify the best practices for quality management and performance improvement 
• Continuously review, evaluate and improve the quality and safety of clinical care and 


services considering demographic groups, races, ethnicities, recipients with special or 
complex health needs, care settings and types of services provided to a culturally and 
linguistically diverse membership 


3.10.6.2 The written description must contain a detailed set of quality assurance 
(QA) objectives, which are developed annually and include a timetable for 
implementation and accomplishment. 


We understand and will comply with the requirements of RFP Section 3.10.6.2. 


The DHCFP established quality goals and objectives to improve the health and wellness of 
Nevada Medicaid and Nevada Check Up recipients will be included in the written description, 
and a timetable for implementation and accomplishment for each objective will also be 
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included. The IQAP program, implemented immediately upon the initiation of the contract, 
guides continuous quality improvement for the assessment of recipients’ care, delivery 
systems, and recipient/provider satisfaction have a detailed set of objectives. The first year 
we will establish a baseline, 2nd year accomplish a 5 percent improvement over baseline and 
going forward work toward continued year over year improvement. Unless otherwise 
indicated, all objectives will follow the Quality Improvement System for Managed Care 
(QISMC) methodology to increase rates. QISMC is a CMS initiative that set forth standards 
and guidelines for health care quality for Medicaid and Medicare health plans (Managed Care 
Organizations [MCOs], Prepaid Inpatient Health Plans [PIHPs], and Medicare Advantage 
plans) to address MCO and PIHP quality assessment and PIPs. We set goals as applicable for 
HEDIS and other quality measures performance rates in alignment with the DHCFP goals 
related to: 


• Improving key performance rates such as children and adolescent wellness checks 
• Increasing the use of evidence-based guidelines for chronic conditions 
• Reducing health care disparities 
• Improving prenatal and postpartum visits 
• Increasing care for behavioral health conditions 
• Increasing reporting of child and adult core measures to meet DHCFP targets or to meet or 


exceed the NCQA 50th percentile for the majority of the measures within three years of 
the award 


Goal 1: Improve The Health and Wellness of Nevada’s Medicaid and Nevada 
Check Up Population By Increasing The Use Of Preventive Services.  
• Objective 1.1a: Increase children’s and adolescents’ access to primary care providers 


(PCPs) (12–24 months).  
• Objective 1.1b: Increase children’s and adolescents’ access to PCPs (26 months–6 years).  
• Objective 1.1c: Increase children’s and adolescents’ access to PCPs (7–11 years).  
• Objective 1.1d: Increase children’s and adolescents’ access to PCPs (12–19 years).  
• Objective 1.2: Increase well-child visits (0–15 months).  
• Objective 1.3: Increase well-child visits (3–6 years).  
• Objective 1.4a: Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (body mass index [BMI] percentile).  
• Objective 1.4b: Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (counseling for nutrition).  
• Objective 1.4c: Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (counseling for physical activity).  
• Objective 1.5: Increase immunizations for adolescents.  
• Objective 1.6: Increase annual dental visits for children.  
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• Objective 1.7: Increase human papillomavirus vaccine for female adolescents.  
• Objective 1.8: Increase adolescent well-care visits.  
• Objective 1.9: Increase childhood immunization status (all combos, 2–10).  


Goal 2: Increase Use of Evidence-Based Practices for Recipients with  
Chronic Conditions.  
• Objective 2.1: Increase rate of HbA1c testing for recipients with diabetes.  
• Objective 2.2: Decrease rate of HbA1c poor control (>9.0 percent) for recipients  


with diabetes.  
• Objective 2.3: Increase rate of HbA1c good control (<8.0 percent) for recipients  


with diabetes.  
• Objective 2.4: Increase rate of eye exams performed for recipients with diabetes.  
• Objective 2.5: Increase medical attention for nephropathy for recipients with diabetes.  
• Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for recipients  


with diabetes.  
• Objective 2.7a: Increase medication management for people with asthma—medication 


compliance 50 percent.  
• Objective 2.7b: Increase medication management for people with asthma—medication 


compliance 75 percent.  


Goal 3: Reduce and/or Eliminate Health Care Disparities For Medicaid And 
Nevada Check Up Recipients.  
• Objective 3.1: Verify that health plans develop, submit for review, and annually revise 


cultural competency plans.  
• Objective 3.2: Stratify data for performance measures and avoidable emergency 


department utilization by race and ethnicity to determine where disparities exist. 
Continually identify, organize, and target interventions to reduce disparities and improve 
access to appropriate services for the Medicaid and Nevada Check Up population.  


• Objective 3.3: Confirm that each MCO submits an annual evaluation of their cultural 
competency program to the DHCFP. The MCOs must receive a 100 percent Met compliance 
score for all criteria listed in the MCO contract for cultural competency program 
development, maintenance, and evaluation.  


Goal 4: Improve The Health And Wellness Of New Mothers And Infants, And 
Increase New-Mother Education About Family Planning And Newborn Health 
And Wellness.  
• Objective 4.1: Increase the rate of postpartum visits.  
• Objective 4.2: Increase timeliness of prenatal care.  
• Objective 4.3: Increase frequency of prenatal care visits. 
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Goal 5: Increase Use of Evidence-Based Practices for Recipients with Behavioral 
Health Conditions.  
• Objective 5.1a: Increase follow-up care for children prescribed attention-


deficit/hyperactivity (ADHD) medication—initiation phase.  
• Objective 5.1b: Increase follow-up care for children prescribed ADHD medication—


continuation and maintenance phase.  
• Objective 5.2: Reduce use of multiple concurrent antipsychotics in children  


and adolescents.  
• Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 days of 


discharge. (Improvement based on MCO PIP goals.)  
• Objective 5.4: Increase follow-up after hospitalization for mental illness—7 days.  
• Objective 5.5: Increase follow-up after hospitalization for mental illness—30 days.  


Goal 6: Increase Reporting Of CMS Quality Measures.  
• Objective 6.1: Increase the number of CMS adult core measures reported to the Medicaid 


and CHIP Program (MACPro) System.  
• Objective 6.2: Increase the number of CMS child core measures reported to MACPro. 


3.10.6.3 Scope 
A. The scope of the IQAP must be comprehensive, addressing both the 


quality of clinical care and the quality of nonclinical aspects of 
service. Scope must also include availability, accessibility, 
coordination, and continuity of care. 


We understand and will comply with the requirements of RFP Section 3.10.6.3. 


The scope of our annual IQAP work plan is broad, as it addresses both the quality of clinical 
care and the quality of nonclinical aspects of service. Areas for tracking include but are not 
limited to: 


• State quality strategy goals  
• Availability, accessibility, coordination, and continuity of care 
• Quality assurance, utilization review, and peer review plan with overview of goal areas 
• HEDIS measures 
• Major initiatives to comply with CMS and State quality strategies 
• Quality improvement and work plan monitoring 
• Provider network access and availability and service improvements 
• Cultural competency 
• Fraud and abuse monitoring 
• Population profile 
• Improvements in case management and clinical services/programs 
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• Findings on initiatives and quality reviews 
• Effectiveness of quality program structure 
• Comprehensive quality improvement work plans 
• Recipient satisfaction 
• Chronic conditions 
• Fraud, waste and abuse 
• Privacy and security 


B. The IQAP methodology must provide for review of the entire range 
of care provided by the vendor, including services provided to 
CSHCN, by assuring that all demographic groups, care settings  
(e.g., inpatient, ambulatory, including care provided in private 
practice offices and home care); and types of services (e.g., 
preventive, primary, specialty care, and ancillary) are included in 
the scope of the review. The review of the entire range of care is 
expected to be carried out over multiple review periods and not on 
a concurrent basis. 


We understand and will comply with the requirements of RFP Section 3.10.6.3. 


We acknowledge the critical need to provide high-quality health care to our entire recipient 
population across all care settings. Our IQAP goals and objectives are developed to reflect this 
breadth, as we include objectives: 


• For specific populations (e.g., children with special health care needs and Long Term 
Service and Supports [LTSS]) 


• By setting, including hospitals, home care, and primary care 
• By services (e.g., preventative screening tests) 


Examples of metrics used to evaluate progress in meeting work plan goals and  
objectives include:  


• Administrative data such as call tracking, answer time, and first contact resolution rates 
• Service authorizations and determinations, including throughput times for standard and 


expedited requests, prior authorization trends, timely and effective notice of  
adverse determinations  


• Risk assessment data gathered on an ongoing basis and reviewed quarterly to confirm 
appropriate capture of the recipient’s health care conditions, testing, and documentation 
of care 


• Recipient safety assessment data such as fall risk assessments and adverse event rates 
• Immunization rates for influenza and pneumococcal vaccines 
• Acute care utilization rates, including admission rates, re-admission rates, emergency 


department utilization 
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• Grievance and appeals volume, trending, resolution timeframes 
• Timely access to care with the coordination of HCBS services timeframes 
• Utilization of evidence-based practice and clinical practice guidelines such as retinal 


screenings, lipid profiles, and Hemoglobin A1c rates for diabetics 


These data indicators are also reviewed across recipient populations (e.g., elderly and 
racial/ethnic minorities) to identify any health care disparities and tracked over multiple 
review periods. 


3.10.6.4 Specific Activities 
The written description must specify quality of care studies and other 
activities to be undertaken over a prescribed period of time, and 
methodologies and organizational arrangements to be used to 
accomplish them. Individuals responsible for the studies and other 
activities must be clearly identified and qualified to develop the studies 
and analyze outcomes. 


We understand and will comply with the requirements of RFP Section 3.10.6.4. 


Our IQAP Work Plan contains the written description describing our quality of care initiatives 
to be conducted during the year or over a multi-year period. This work plan includes 
Performance Improvement Projects required by the State or selected by the health plan, with 
detailed methods and anticipated results. Our history of conducting successful PIPs is 
summarized in Table 3.10-1. The Director of Quality Management is responsible for the 
studies and other activities. A requirement for this position is substantial experience in 
conducting evaluation studies, including the ability to create rigorous study methods, to 
assess adherence to study protocols, and to review and analyze study data.  


3.10.6.5 Continuous Activity 
The written description must provide for continuous performance of the 
activities, including tracking of issues over time. 


We understand and will comply with the requirements of RFP Section 3.10.6.5. 


Our IQAP work plan is based on the premise that quality activities and measures require 
ongoing monitoring, and we build into our planning and evaluations methodologies the 
requirement to track issues through a continuous cycle. Using a continuous PDSA cycle,  
we can better establish trends and identify patterns within the metrics for the  
following purposes: 


• Analyzing year-to-date and year-over-year changes in performance of HEDIS measures 
• Using data to identify quality of care concerns and improvement opportunities to initiate 


action plans and increase performance where needed 
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• Reviewing data to confirm that information is reasonable and aligned with  


operational trends  
• Outlining opportunities for Primary Care Providers to conduct interventions through the 


gaps in care report 


3.10.6.6 Provider Review 
A. Review by physicians and other health professionals of the process 


followed in the provision of health services must be conducted; 
and; 


We understand and will comply with the requirements of RFP Section 3.10.6.6.A. 


As a valuable standard part of the Quality Management/Utilization Management committee, 
participating physicians engage in reviewing and approving the IQAP. Participating 
physicians include independently licensed behavioral health practitioners, OB/GYNs, 
pediatricians, internal medicine, and family practice. They are responsible for annually 
reviewing and approving the IQAP and are responsible for contributing professional clinical 
input. We also use the participating physicians to provide recommendations on policies, 
procedures, PIPs and other quality improvement-related projects.  


B. The vendor must provide feedback to health professionals and 
vendor staff regarding performance and patient health care 
outcomes. 


We understand and will comply with the requirements of RFP Section 3.10.6.6.B. 


Our Provider HEDIS Gaps in Care (GIC) report is a HEDIS-based profile used to deliver monthly 
HEDIS data to PCPs. The report compares an individual provider to provider group 
performance and overall health plan network performance, as well as NCQA benchmarks on 
the set of HEDIS measures. The provider Gaps in Care reports shows recipients in need of 
services such as mammograms, Pap smears, and immunizations. The Gaps in Care reports are 
made available to providers, our Recipient Services, Quality staff, Case Management and 
Utilization Management (Utilization Management) departments to make sure they are 
knowledgeable of our performance and patient health care outcomes. 


3.10.6.7 Focus on Health Outcomes  
The IQAP methodology must address health outcomes to the extent 
consistent with existing technology. 


We understand and will comply with the requirements of RFP Section 3.10.6.7. 
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The IQAP methodology addresses health outcomes by using existing technology such as: 


• Our recipient engagement forums  
• Business management platform 
• Mobile technology to stay connected to the recipient 
• Informed health line (24/7 Nurse Advice Line) 


We have also developed a new and proprietary system that is a comprehensive Medicaid-
centric population health management technology solution. This system captures information 
real time to create a 360-degree, unified view of recipients’ data for providers at the point of 
care, allowing the Interdisciplinary Care Team (ICT) to manage care regardless of setting. The 
new system also allows providers to access HEDIS gaps in care reports and submit HEDIS 
documentation to the health plan to address any noted deficits. 


3.10.7 Standard II: Systematic Process of Quality Assessment and Improvement 
The IQAP must objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an 
ongoing basis. The IQAP must have written guidelines for its Performance Improvement 
Projects (PIPs) and related activities. These guidelines include: 


We understand and will comply with the requirements of RFP Section 3.10.7. 


We are committed to improving the health of DHCFP recipients by bringing to bear our 
substantial experience in quality improvement. We use data collection and monitoring of 
performance on standardized and State and plan-specific measures to identify and design 
appropriate interventions specific to the population being served. Driven by our IQAP, we 
apply a continuous quality improvement cycle (i.e., Plan-Do-Study-Act), leveraging our robust 
data systems and technologies to get results. Since quality assurance is an organization-wide 
responsibility, we verify that all staff members have the proper education and training in 
quality assurance. In addition, we have systems in place to routinely seek and receive input 
from recipients, providers and other stakeholders in the development of our IQAP and its 
annual goals and objectives to verify that our work is locally informed and reflects the needs 
and concerns of the communities we serve.  


Our underlying strategy focuses on continuous improvement and allows us to intervene 
rapidly when data monitoring reveals inconsistencies in care or responding to recipient or 
provider concerns. It is our process to prioritize high risk and high volume areas of recipient 
care in selecting IQAP activities. 


Our Quality Management/Utilization Management Committee (Quality 
Management/Utilization Management) is directly responsible for systematically monitoring 
the quality of care data and identifying the need for any special studies, PIPs, or other types 
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of review or evaluation. Provided below is a brief outline of the responsibilities of the Quality 
Management/Utilization Management Committee:  


• Monitor the medical appropriateness and necessity of health care services provided to 
recipients utilizing provider quality and utilization profiling 


• Review the effectiveness of the utilization review process and make changes to the 
process as needed 


• Approve policies and procedures for utilization management that conform to industry 
standards, including methods, timelines, and individuals responsible for completing  
each task 


• Monitor consistent application of medical necessity criteria 
• Apply clinical practice guidelines 
• Monitor over- and underutilization 
• Review outliers 
• Monitor results of medical records reviews and associated corrective action plans to 


confirm that PCPs provide high-quality health care that is documented according to 
established standards 


• Review and evaluate data sets and other information, such as recipient demographics, 
costs, and performance indicator results and recommended actions 


• Review and approve quality of studies, standards, clinical guidelines, trends in quality and 
utilization management measures, outcomes, and results of provider medical record 
reviews and recipient/provider satisfaction surveys 


• Identify areas of deficiency requiring performance improvement 
• Review and recommend approval, revision, or denial of medical review criteria 
• Review and evaluate the results of IQAP activities (such as HEDIS results), reports, data 


sets, study results, and general information related to programs, systems, and processes 


The development and implementation of PIPS is a cornerstone of our approach to quality 
management, and the PIP process is specifically outlined in our policies and procedures. The 
Stated purpose of these policies and procedures is “to identify the design, methodological and 
reporting elements recognized as essential to effective, well-structured PIPs.”  


Briefly, the requirements of conducting the PIP include demonstrating:  


• The relevance of the activity to recipients or practitioners/providers 
• A valid study design 
• Quantitative and qualitative analysis of results  
• Barrier analysis  
• Determination of opportunities for improvement 
• Strong, timely interventions 
• Improvement 
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Design elements must include: 


• A defined numerator and denominator 
• The sampling approach used 
• The sample size calculation 
• Measurement periods and seasonality effects 
• Appropriateness of the statistical test 
• Population impact 


We have a strong track record in conducting effective PIPs in a variety of clinical areas. 
Examples of recent PIP projects in our State Medicaid programs include:  


Asthma: We launched a PIP focused on recipient education through home health visits for 
recipients hospitalized with an asthma diagnosis. In the first year, the rate of asthma 
readmissions for our recipients improved by 18 percent. 


Diabetes: We developed a PIP that focuses on improving the diabetic health of our recipients 
as evidenced by the improvement of the HEDIS Comprehensive Diabetic Care sub-measures. 
All five of the Comprehensive Diabetic Care sub-measures that we track improved from the 
start of the PIP. 


3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be 
monitored. 


We understand and will comply with the requirements of RFP Section 3.10.7.1. 


Our IQAP quality improvement strategy includes the specification of specific clinical or health 
services areas and related data indicators for ongoing or time-limited special monitoring. 
These areas and indicators are identified by the Quality Management/Utilization 
Management Committee through review of a variety of data sources and include a minimum 
indicators identified in the Quality Strategy, additional HEDIS indicators, and any other 
indicators that may be warranted dependent upon the particular population to be served and 
community health status challenges or concerns. These indicators are included in the annual 
IQAP work plan. The Medical Director chairs the Quality Management/Utilization 
Management committee and clinical and health services related indicators or activities are 
monitored in these meetings, no less than ten times a year.  


3.10.7.2 The monitoring and evaluation of care must reflect the populations 
served by the vendor in terms of age groups, disease categories and 
special risk status, including CSHCN. 


We understand and will comply with the requirements of RFP Section 3.10.7.2. 


Our IQAP quality improvement strategy relies on an ongoing and comprehensive review, 
evaluation, and analysis of available service data. To this end, we have embedded monitoring 
and evaluation as a core activity across all our service delivery responsibilities. This includes 
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conducting data reviews that analyze patterns of care delivery by age group, disease 
category, and special risk status, including children with special health care needs. Analysis  
of this data drives policy and practice changes related to age, disease condition and 
 special needs. 


Furthermore, in our annual internal Quality Management Assessment, we analyze 
demographic patterns among our recipients. Each year a population assessment is conducted 
by case management to assess enrollment composition. Membership profile data is used to 
increase awareness of health care needs within the membership and to prioritize and drive 
programs to improve health outcomes. Clinical staff qualifications are reviewed to verify that 
Case Managers are adequately able to manage the population. 


In 2015, we identified an opportunity better to impact the follow-up of behavioral health care 
post-discharge of an inpatient stay and the transition of pediatric recipients into adult care. 
The behavioral health data analysis and the information regarding the transition of care 
recipients were presented to the Quality Management/Utilization Management Committee 
for recommendations. The behavioral health PIP was developed, and the initiative enhanced 
to prepare better and assist pediatric recipients in obtaining care by their 18th birthday or 
emancipation from being a minor. Recommendations and input from the Quality 
Management/Utilization Management resulted in isolating what information and language 
would be most beneficial for a pediatric recipient in selecting a PCP. The feedback prompted a 
process enhancement for case management and quality to identify and target the recipient 
before his or her transition into adult care.  


3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in 
certain priority areas of concern selected by the DHCFP. These are 
selected from among those identified by the CMS and the DHCFP and are 
identified through the DHCFP Quality Assessment and Performance 
Improvement Strategy. 


We understand and will comply with the requirements of RFP Section 3.10.7.3. 


Our IQAP will monitor and evaluate care and services in certain priority areas of concern 
selected by the DHCFP. We strongly believe that data is the foundation by which we evaluate 
and enhance our care and service delivery processes and outcomes. Our IQAP depends on a 
continuous process of monitoring and evaluating care and service data. Given our strong 
information, data and analytic systems, we are willing participants in any studies or inquiries 
in those areas of concern identified by the CMS and the DHCFP and are otherwise identified in 
the DHCFP Quality Assessment and Performance Improvement Strategy. Table 3.10-2 below 
provides an example (from one of our State Medicaid plans) of our capacity to track 
indicators potentially of concern.  
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Table 3.10-2: NCQA Report Card Scores 


 Indicates improvements from previous year 


 HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY 2014) 


HEDIS 2016 


(CY 2015) 


Health Plan and State: Statewide 


Annual Dental Visits (ADV)—Total  50.67% 50.23% 50.23% 


Adolescent Well-Care Visits (AWC) 44.19% 50.85% 54.40% 


Use of Appropriate Medications for People with Asthma 
(ASM)—Total  


88.75% 89.38% retired 


Well-Child Visits in the First 15 Months of Life (W15)—6+ 
Well-Child Visits 


62.53% 57.99% 62.65% 


Ambulatory Care (AMB)—ED Visits 75.93 73.37 74.57 


 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 
438.358(b): 


A. Validation of Performance Improvement Projects required by the 
State to comply with requirements set forth in 42 CFR 438.330(b); 
and 


B. Projects that were under way during the preceding twelve (12) 
calendar months. 


We understand and will comply with the requirements of RFP Section 3.10.7.4.A-B. 


Per 42 CFR 438.358(b), we are willing to work with the DHCFP and/or an external quality 
review organization (EQRO) in the validation of data from any PIPs we conduct. This includes 
any PIPs there were underway during the preceding 12 calendar months. As outlined in 
3.10.7, we have highly rigorous methods for conducting PIPs, and we are happy to cooperate 
with DHCFP in the review of these PIPs. 
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3.10.7.5 Quality of care studies are an integral and critical component of the 
health care quality improvement system. The vendor will be required 
annually to conduct and report on a minimum of two clinical PIPs and 
three non-clinical PIPs. Clinical PIPs include projects focusing on 
prevention and care of acute and chronic conditions, high-volume 
services, high-risk services, and continuity and coordination of care; non-
clinical PIPs include projects focusing on availability, accessibility, and 
cultural competency of services, interpersonal aspects of care, and 
appeals, grievances, and other complaints. 


We understand and will comply with the requirements of RFP Section 3.10.7.5. 


We acknowledge the immense value of quality of care studies and use such studies to guide 
our clinical and administrative service delivery. We look forward to working with the DHCFP 
in conducting a minimum of two clinical PIPs and three non-clinical PIPs on an annual basis. 
Our Quality Management/Utilization Management Committee, as described previously, 
determines the need for PIPs and follows a written protocol in developing the methodology 
for the PIP.  


Indeed, we have substantial PIP experience with proven results that focus on prevention, 
chronic conditions such as diabetes, coordination of care, and improving childhood 
immunizations. In one of our State Medicaid programs, we conducted a childhood 
immunization PIP through which we generated a statistically significant rate increase from 
36.81 percent in 2014 to 432.62 percent in 2015.  


In a non-clinical PIP, we improved satisfaction (as measured through CAHPS) among plan 
recipients by 4.0 percent (from 73.2 percent in 2015 to 77.2 percent in 2016). This particular 
PIP evaluated age, gender, ethnicity and race, along with potential barriers and external 
factors such as a change in membership volume and limitation to the service area, i.e., 
change from 15 counties before July 2014 vs. two counties after July 2014. The study also 
included a barrier analysis from a recipient, provider, and systems perspective and 
implemented various interventions addressing recipient education, Recipient Service 
Representative interaction, first call resolution, cultural/language barriers, network 
access/availability, and website functionality. 


3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing 
the outcomes of care. The PIPs are designed to target and improve the 
quality of care or services received by managed care enrolled recipients. 
The vendor will utilize, as a resource, the Centers for Medicare & 
Medicaid Services (CMS) guidelines as outlined in the most recent version 
of the CMS publication EQR Protocol 7 Implementation of Performance 
Improvement Projects 


We understand and will comply with the requirements of RFP Section 3.10.7.6. 
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Through our substantial experience in operating State Medicaid programs, we are familiar 
with the CMS publication, External Quality Review (EQR) Protocol 7 Implementation of 
Performance Improvement Projects, and have incorporated this protocol (listed below) into 
our PIP processes. 


1. Select the study topic(s) 
2. Define the study question(s)  
3. Select the study variables(s)  
4. Use a representative and generalizable sample  
5. Use sound sampling methods (if sampling is used)  
6. Reliably collect data  
7. Implement intervention and improvement strategies 
8. Analyze data and interpret study results 
9. Plan for “real” improvement 
10. Achieve sustained improvement  


As mentioned in Section 3.10.7, we have a successful history of conducting PIPs in areas  
such as asthma and diabetes. Within these particular PIPs, we successfully used the  
CMS EQR Protocol 7.  


3.10.7.7 The vendor must implement a system to achieve improvement in quality; 
evaluate effectiveness of the interventions; and institute planning and 
initiation of activities for increasing or sustaining improvement. 


We understand and will comply with the requirements of RFP Section 3.10.7.7. 


We acknowledge the critical importance of an effective quality assurance program and 
related continuous quality improvement methods to the high-quality delivery of care and 
services. Our quality management program continuously improves and monitors the medical 
care, recipient safety, behavioral health services, and the delivery of services to recipients, 
including ongoing assessment of program standards to determine the quality, accessibility 
and appropriateness of care, case management, and coordination. A key focus of our quality 
program is improving the recipient’s biological, psychological, and social well-being with an 
emphasis on quality of care and the non-clinical aspects of all services. Where the recipient’s 
condition is not amenable to improvement, our goal is to implement measures to assist the 
recipient to live safely in the least restrictive setting. Incorporating the CQI concept, our 
quality program is comprehensive and integrated throughout the health plan and the 
provider network. We promote the integration of our quality management activities with 
other systems, processes, and programs throughout the health plan.  


The quality management program is a health plan-wide endeavor, and the management 
team uses an integrated and collaborative approach that involves each functional area. Our 
quality program also includes a structure of oversight committees with representation from 
across the health plan as well as the provider network and recipient population. 
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The purpose of the quality management program is to: 


• Promote improvement in the quality of care provided to enrolled recipients through 
established processes, including: 


− Monitoring, evaluating, and identifying areas for improvement in the service delivery 
system and provider network 


− Implementing action plans and activities to correct deficiencies and/or improve overall 
quality care and clinical operations 


− Initiating performance improvement projects to address trends identified through 
monitoring activities, reviews of complaints and allegations of abuse, provider 
credentialing and profiling, and utilization management reviews 


• Comply with Federal and State requirements 
• Make sure that executive and management staff participates in the quality management 


and performance improvement activities that include contracted provider participation 
and information provided by recipients, their family/representative, and/or caregiver 


• Identify the best practices for quality management and performance improvement 
• Continuously review, evaluate, and improve the quality and safety of clinical care and 


services considering demographic groups, races, ethnicities, recipients with special or 
complex health needs, care settings and types of services provided to a culturally and 
linguistically diverse membership 


Table 3.10-3 below provides a summary of our quality improvement strategy. 


Table 3.10-3: Quality Improvement Strategy 


Focus Improvement Activities 


Monitoring • Monitoring and tracking HEDIS rates throughout the year 
• Monitoring recipient and provider complaints, appeals, and grievances 
• Holding monthly Quality Management/Utilization Management Committee meetings of 


participating providers 
• Establishing policies and procedures to achieve and maintain compliance with internal 


and external standards, regulatory and accrediting-body requirements, and all applicable 
Federal and State laws and regulations 


• Monitoring patient safety to improve the safety of care delivered to recipients and 
support practitioners and providers 


• Monitoring prevention and wellness activities to identify gaps in care and health disparity 
• Monitoring recipients’ accessibility of care 
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Focus Improvement Activities 


Evaluating • Enhancing recipient satisfaction by administering an annual CAHPS and Behavioral Health 
Satisfaction survey for each region, with results reported to the DHSS, recipients, 
providers, and the Quality Management/Utilization Management Committee 


• Enhancing provider satisfaction by administering an annual survey with results reported 
to providers and the Quality Management Oversight Committee 


• Evaluating annually the program results provided to the DHCFP for the fiscal year under 
the Contract requirements 


• Evaluating annually the program results presented to the Quality 
Management/Utilization Management Committee and the Board of Managers for the 
calendar year 


• Annually presenting a Quality Improvement Program Description/Strategy and work plan 
to the Quality Management/Utilization Management Committee, Quality Management 
Oversight Committee, and the Board of Managers 


• Reviewing of translation line utilization to identify specific cultural/linguistic needs 
• Evaluating the quality management of behavioral health activities and  


outcome measures  
• Evaluating the implementation of new technology to enhance recipients’ engagement  
• Evaluating initiatives that focus on coordinating and integrating fragmented services 


Implementing 


 


• Complying with NCQA standards and maintaining our Commendable Accreditation status 
• Complying with State requirements 
• Performing barrier analysis and implementing interventions 
• Annually presenting a Quality Improvement Program Description/Strategy and work plan 


to the Quality Management/Utilization Management Committee and the Board  
of Managers 


As related to specific interventions, we measure, track, and evaluate the effectiveness of 
these interventions using the PDSA method of quality improvement. We use the PDSA cycle 
for testing change by developing a plan to implement the change (Plan), carrying out the 
plan/intervention (Do), observing and learning from the consequences (Study), and 
determining what modifications or expansion should be made based on the initial  
changes (Act).  


During planning, we define the objective, outline the questions and expectations, establish 
data collection procedures, carry out the plan, and collect the data. We then analyze the data, 
compare the results with our expectations, and summarize results. We use what we learned 
to plan the next cycle and implement the change. The PDSA cycle, a tool for CQI, provides a 
framework for developing and implementing changes that lead to improvement. We apply 
appropriate statistical methods to the results to determine what level of a difference the 
intervention made. The results are tracked over time and the cycle repeated as needed until 
the desired goal is achieved. 
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3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness 
of its quality assessment and IQAP. 


We understand and will comply with the requirements of RFP Section 3.10.7.8. 


It is imperative that we have a high functioning quality assurance process to make sure 
accurate, timely and effective approaches towards making improvements to clinical and non-
clinical services. We evaluate our IQAP on an annual basis. During the evaluation, we review 
and establish quality management and performance improvement goals for the upcoming 
year. Opportunities for improvement identified in the evaluation or articulated by State 
regulators or other key stakeholders drive the development of the goals and objectives. The 
IQAP and associated work plan for the upcoming year incorporate these goals and objectives 
as well as recommended changes. The Quality Management Department is responsible for 
preparing the annual evaluation and submitting it for review and approval to the Quality 
Management/Utilization Management Committee, the Quality Management Oversight 
Committee, and the Board of Directors. 


Our Board of Directors (Board) is ultimately responsible for all aspects of our IQAP. This 
responsibility includes the evaluation and oversight of our efficiency, effectiveness, and 
outcomes. The Board provides strategic management direction to the IQAP and evaluates the 
degree to which the philosophy and scope of the IQAP are incorporated within each 
operational/management unit and across the health plan’s operations. The Board delegates 
authority to the Administrator of the health plan to develop and administer the IQAP. The 
Administrator delegates authority and responsibility to our Medical Director to execute all 
aspects of the program. The Medical Director has responsibility, accountability, and authority 
for directing the development and implementation of the IQAP.  


3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the 
vendor’s IQAP must also monitor and evaluate other important aspects of 
care and service. 


We understand and will comply with the requirements of RFP Section 3.10.7.9. 


We have the systems, capacity, and experience in place to monitor care and services and have 
a robust IQAP already in place to do so. We are willing partners to DHCFP to monitor and 
evaluate other aspects of care and service at its discretion.  


3.10.7.10 A statistically significant decline in one PIP (HEDIS or NONHEDIS will result 
in a quality penalty fee until the measure increases above original 
measure or matches previous measure prior to decline. 


We understand and will comply with the requirements of RFP Section 3.10.7.10. 


We acknowledge that a statistically significant decline in one PIP (HEDIS or non-HEDIS) will 
result in a quality penalty fee until the measure increases above the baseline measure or at 


352 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


least matches the previous measure before the decline. While we will do our best to make 
certain that our PIPs result in improved outcomes, we acknowledge the quality penalty fee.  


3.10.8 Use of Quality Indicators 
Quality indicators are measurable variables relating to a specified clinical or health 
services delivery area, which are reviewed over a period of time to monitor the process 
or outcomes of care delivered in that area. 


We understand and will comply with the requirements of RFP Section 3.10.8. 


We build our IQAP around measurable indicators of clinical effectiveness, recipient 
satisfaction, access to care, recipient need, cost, and many other indicators. We describe 
below how we identify and track these measures over time as a gauge of our effectiveness in 
care delivery.  


3.10.8.1 The vendor is required to: 
A. Identify and use quality indicators that are objective, measurable, 


and based on current knowledge and clinical experience; 


We understand and will comply with the requirements of RFP Section 3.10.8.1.A. 


We have strong and clear indicators that provide a quantitative measure of our effectiveness 
in delivering high quality, accessible and prevention-focused health care. Examples  
include but are not limited to emergency department utilization, preventable  
readmissions, medication reconciliation, readmission prevention, follow-up appointments 
within 7 days, and reassessment within 14 days after an inpatient stay. In addition, we 
monitor measures related to particular disease conditions or preventive services such as 
asthma, diabetes, childhood immunizations, alcohol and drug treatment, and anti-
depressants. Many of these are standard HEDIS metrics. We also develop, as needed, 
community- or plan-specific measures.  


B. Monitor and evaluate quality of care through studies which include, 
but are not limited to, the quality indicators also specified by the 
CMS, with respect to the priority areas selected by the DHCFP; 


We understand and will comply with the requirements of RFP Section 3.10.8.1.B. 


We monitor and evaluate the quality of care through studies such as PIPs and focus studies. 
Quality indicators of interest for study are often identified through utilization over or 
underutilization such as low rates of retinal screening and/or childhood immunization and 
gaps in care data. In addition, we will be monitoring progress in meeting Nevada Quality 
Strategy objectives and related data indicators.  
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Recent study-related quality indicators that have been monitored: 


• High blood pressure 
• Well-child visits/checkups 
• Childhood and adolescent immunizations 
• Weight, physical activity and nutrition counseling in children 
• Diabetic HbA1c testing and control 
• Diabetic nephropathy 
• Lead screening in children 
• ED utilization 
• 7-day follow-up after hospitalization for mental illness  
• Asthma readmissions 
• Annual dental visits 
• Prenatal care timeliness 
• Post-partum care 
As an example of our use of quality indicators and effectiveness in performance improvement, 
we provide some data from one of our Adult, Blind, and Disabled State Medicaid programs: 


Table 3.10-4: Performance Improvement 


Quality Indicators Baseline Year 1 % Decrease 


ED visits per recipient per month 118.9 99.1 17% 


Proportion of high-frequency users of ED services 15.3 7.3 52% 


% of ED visits that resulted in inpatient admission 20.3% 15.7% 23% 


We look forward to partnering with the DHCFP in the quality of care studies involving these 
and other indicators, including measures germane to particular areas of concern or interest in 
among Nevada Medicaid recipients. 


C. Ensure methods and frequency of data collection; ensure data 
accuracy; and ensure data is effective and sufficient to detect the 
need for program change; and 


We understand and will comply with the requirements of RFP Section 3.10.8.1.C. 


We adhere to rigorous standards in conducting special studies and PIPs. Our PIPs are 
conducted according to the CMS EQR Protocol 7 Implementation of Performance 
Improvement Projects, which includes guidance in variable selection, sampling, data 
collection, the frequency of data collection, and ensuring data accuracy and data  
analysis is effective and sufficient to detect the need for program change. We provide an 
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example below that demonstrates our ability to use data effectively to guide program 
practices and evaluation.  


ED Reduction PIP: At the onset of this PIP, the health plan focused on seven ED diagnoses for 
inappropriate usage for high utilizers in the ED. However, after the numbers for these 
diagnoses were very low and the data collection cumbersome and manual, we shifted to 
utilizing ambulatory ED HEDIS measures for monthly collection and outreach. This turned out 
to be a much more efficient way of collecting the data and capturing high utilizers. The health 
plan learned quickly that it is much easier defining our performance indicators using HEDIS 
measures as compared with creating our own logic, so the mid-year program change was 
successful on several levels and helped to improve our ability to identify more high utilizers 
more quickly.  


D. Have mechanisms to detect under and over utilization and to 
 follow up appropriately. If fraud and abuse is suspected, a referral 
must be made to the vendor’s PIU and the DHCFP SUR Unit for 
appropriate action. 


We understand and will comply with the requirements of RFP Section 3.10.8.1.D. 


Our utilization management team evaluates the results of utilization and performance 
improvement monitoring to identify utilization and performance trends. It reports significant 
trends to the Quality Management/Utilization Management Committee and the Quality 
Management Oversight Committee. It will also report utilization data and information to 
select providers. Utilization results are a component of provider quality reports and will be 
part of standard review during formal quality management processes, such as credentialing 
and re-credentialing. When we identify under- or over-utilized services, we immediately 
investigate and correct the problem. 


The health plan monitors for the potential underutilization of services by their recipients to 
assure that all covered services are being provided, as required. If any underutilized services 
are identified, the health plan immediately investigates and corrects the problem or problems 
that resulted in such underutilization of services. In addition, the health plan conducts an 
ongoing review of service denials and must monitor utilization on an ongoing basis to identify 
services that may be underutilized. This review must consider the expected utilization of 
services regarding the characteristics and health care needs of the recipient population. 


In circumstances in which review of under- or over-utilization detects potential fraud and 
abuse, then our provider investigation unit called the Special Investigations Unit is 
immediately notified, as will the DHCFP SUR for appropriate action. 
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3.10.8.2 Use of Clinical Care Standards/Practice Guidelines 
A. The IQAP studies and other activities monitor quality of care against 


clinical care or health service delivery standards or practice 
guidelines specified in the Quality Strategy. 


We understand and will comply with the requirements of RFP Section 3.10.8.2.A. 


We monitor the quality of care through standard HEDIS measures to determine, for instance, 
whether recipients with diabetes are receiving the needed care such as HbA1c testing and 
annual diabetic eye exam to determine if our Diabetic Clinical Practice Guideline is being 
followed by providers. In addition, we track tobacco-related services such as cessation 
referrals. Other areas of interest based on Nevada-specific health disparities include asthma, 
chronic kidney, chronic obstructive pulmonary disease, coronary artery disease, multiple 
sclerosis, and eating disorders. We have systems and processes in place and can track these 
State-specific measures such as our monthly HEDIS data/reports and our Provider Gaps in 
Care report.  


B. The standards/guidelines are based on reasonable scientific 
evidence and developed or reviewed by vendor providers; 


We understand and will comply with the requirements of RFP Section 3.10.8.2.B. 


We base our clinical practice guidelines on national standards, reasonable medical evidence, 
and expert consensus from board-certified practitioners from appropriate specialties. We 
submit guidelines to the Quality Management/Utilization Management team. To make sure 
broad expertise in guidelines review, we include on the Quality Management/Utilization 
Management team contracted practitioners with expertise in internal medicine, family 
practice, OB/GYN, pediatrics, emergency medicine, and behavioral health (including 
psychiatrists). Our clinical practice guidelines represent the best practices that our affiliate 
health plans use today. We use national policy and process for adopting and updating 
evidence-based Clinical Practice Guidelines and Preventative Health Services Guidelines from 
recognized sources that follow NCQA standards.  


C. The standards/guidelines must focus on the process and outcomes 
of health care delivery, as well as access to care; 


We understand and will comply with the requirements of RFP Section 3.10.8.2.C. 


To assess the effectiveness of the guidelines, we monitor selected recommended services by 
providers along with related recipient outcomes. Our quality committees evaluate overall 
performance and assess the need for new programs. We link the results to individual provider 
profiles and use this information to evaluate over- and under-utilization and determine the 
need for recipient and provider education to improve practice patterns. 
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In addition, on an annual basis, we measure performance against two aspects of care for four 
clinical practice guidelines, including two that focus on behavioral health (one which 
addresses children and adolescents) to determine how providers adhere to our approved 
clinical practice guidelines. We annually measure performance against two preventive health 
guidelines. We also review HEDIS Effectiveness of Care outcomes, if applicable, and other 
data as needed. 


D. The vendor must ensure a mechanism is in place for continuously 
updating the standards/guidelines; 


We understand and will comply with the requirements of RFP Section 3.10.8.2.D. 


Our Medical Director, applicable medical committees, network physicians, and, if necessary, 
external consultants review guidelines, recommend changes, and approve national guidelines 
adopted by our company as changes occur. These guidelines are reviewed and approved on 
an ongoing basis, but not less than every two years, by our Quality Management/Utilization 
Management committee. They review information contained within the guidelines to make 
certain it remains consistent with medical advancements in technology and standards of care.  


E. The standards/guidelines must be included in provider manuals 
developed for use by the vendor’s providers, or otherwise 
disseminated, including but not limited to, on the provider website, 
in writing to all affected providers as they are adopted and to all 
recipients and potential recipients upon request; 


We understand and will comply with the requirements of RFP Section 3.10.8.2.E. 


We use multiple resources and media for dissemination of clinical practice guidelines  
to our providers and recipients. We maintain a complete inventory of adopted clinical  
practice guidelines on our website. We also use the following formats for disseminating  
the guidelines: 


• Provider Manual 
• Website 
• Provider newsletters 
• Blast faxes 
• Site visits and individual provider training 
• New provider onboarding  
• Provider group meetings 


A provider may obtain an applicable, current, and valid copy of our practice guidelines from 
our website or by contacting our Provider Services Department. We also disseminate the 
clinical practice guidelines through our prior authorization, concurrent review, quality 
management, and case management staff when they interact with participating or  
out-of-network providers upon request. We offer access to current and potential recipients 
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through our website, Member Handbook, recipient newsletters, or by contacting Recipient 
Services. Providers may request a copy of the clinical practice guidelines at any time by 
contacting their provider services representative, the health plan, or the Medical Director. 


F. The standard/guidelines must address preventive health services; 


We understand and will comply with the requirements of RFP Section 3.10.8.2.F. 


Our clinical practice guidelines address preventive health services by incorporating standards 
from a wide variety of organizations, including but not limited to the Centers for Disease 
Control Prevention (e.g., adult and children’s immunization schedules), American Cancer 
Society (cancer screening guidelines), and the U.S. Preventive Services Task Force. In  
addition, we intend, as indicated to add guidance or emphasize existing guidance regarding 
Nevada-specific concerns such as tobacco use, substance use, and substance use in pregnancy, 
and depression.  


G. The standards/guidelines must be developed for the full spectrum 
of populations enrolled in the plan; and 


We understand and will comply with the requirements of RFP Section 3.10.8.2.G. 


Our standard clinical practice guidelines address the full spectrum of populations enrolled in 
the plan, including any special populations identified by the DHCFP. However, we also have 
substantial experience in addressing population-wide needs, as well as more circumscribed 
special population needs. We are excited to provide comprehensive services for LTSS and the 
aged, blind, and disabled (ABD) populations across the full spectrum of services, including but 
not limited to immunizations, chronic conditions, and mental illness.  


H. The IQAP shall use these standards/guidelines to evaluate the 
quality of care provided by the vendor’s providers, whether the 
providers are organized in groups, as individuals, or in combinations 
thereof. 


We understand and will comply with the requirements of RFP Section 3.10.8.2.H. 


To evaluate the quality of care provided by our contracted providers, we monitor selected 
recommended services by providers (individual and/or in groups) along with related recipient 
outcomes as compared to our clinical practice guidelines. Our quality committees evaluate 
overall performance and assess the need for remedial programs. We also link the results to 
individual provider profiles and use this information to evaluate over- and under-utilization 
and determine the need for recipient and provider education to improve practice patterns. In 
this manner, our clinical practice guidelines serve as a barometer with which to measure 
provider quality of care. 
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3.10.8.3 Analysis of Clinical Care and Related Services 
A. Qualified clinicians monitor and evaluate quality through the review 


of individual cases where there are questions about care, and 
through studies analyzing patterns of clinical care and related 
service. For issues identified in the IQAPs targeted clinical areas, the 
analysis must include the identified quality indicators and uses 
clinical care standards or practice guidelines. 


We understand and will comply with the requirements of RFP Section 3.10.8.3.A. 


Our Quality Management Department conducts medical record documentation audits of 
network PCP. This review includes auditing for medical record criteria and documentation 
standards to facilitate communication, coordination, and continuity of care and to promote 
effective and confidential patient care and quality review.  
In addition, our Medical Management Department screens and reviews medical documents to 
identify potential adverse events as well as quality, utilization, safety, or risk issues in the 
care or services delivered to recipients. We require any staff member who perceives a 
potential quality of care, risk management, or safety issue to refer the issue to the Quality 
Management Department. A referral may originate in any health plan department, such as 
Case Management, Utilization Management, Appeal and Grievance, Recipient Services,  
or the recipient herself. The originating department documents the issue on a Potential 
Quality or Care (PQoC) investigation form and forwards it to the Quality Management 
Department for evaluation. Quality Management Nurses may review and assign a different 
functional area within the organization to review and address the needs as indicated.  
The Quality Management staff document and track PQoC issues in the PQoC business 
applications system. 
The Medical Director oversees the peer review investigation of these referrals and follows the 
quality review process, which includes: 


• Concurrent or retrospective evaluation of medical records to determine the quality of the 
care and services provided 


• Referral of potential issues to the Quality Management/Utilization Management 
Committee, the Quality Management Oversight Committee, and/or Credentialing and 
Performance Committee for review and recommendation as appropriate 


• Notification to the Board of Directors indicating the decision and course of action 
rendered by the Credentialing Performance Committee and National Quality Oversight 
Committee (NQOC) 


• Analysis of identified issues for tracking and trending 
• Quarterly Reporting of findings to designated committees 
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• Notification to the appropriate regulatory board or agency of provider Contract 


termination, suspension, or limitations due to quality of care issues 
• Development and implementation of corrective action plans as necessary 
• Provision of fair hearing right to providers 


In circumstances in which issues are identified in the IQAPs targeted clinical areas, the 
analysis will include the identified quality indicators and use clinical care standards or 
practice guidelines. 


B. Multi-disciplinary teams are required, when appropriate, to analyze 
and address systems issues. The Vendor must have mechanisms in 
effect to assess quality and appropriateness of care furnished to 
recipients with special health care needs. 


We understand and will comply with the requirements of RFP Section 3.10.8.3.B. 


We serve our most vulnerable recipients with special health care needs by continuously 
assessing the quality and appropriateness of care provided to our recipients. Our most 
vulnerable recipients may include special needs children, recipients at risk for poor health 
conditions, and recipients with behavioral health conditions, including SMI. Additional special 
needs that we target include chronic conditions such as asthma, diabetes, and hypertension. 
We also include high-risk pregnancies in our special needs category for monitoring quality 
and appropriateness of care. 


Multi-disciplinary teams such as our interdisciplinary care teams are used to analyze and 
address the recipient’s special health care needs. 


Our ICT are led by a Case Manager and is composed of the recipient and any other person 
that the recipient chooses, including his/her caregivers, health care and service providers such 
as the PCP, specialists, the recipient’s family and/or representative. The ICT may also include 
health plan staff such as the staff Medical Director(s), behavioral health specialists, 
pharmacist, utilization management, case management, or another appropriate health  
plan staff. This team works together to coordinate the delivery of services to the recipient  
and to address system issues.  


The recipient’s assigned Case Manager facilitates ICT meetings for his/her assigned  
recipients. The ICT discussions may include any physical health, behavioral health  
and socio-cultural factors that may be having an impact on the recipient’s overall  
health or place the recipients at risk for an adverse outcome. The ICT is developed  
as a forum to address the recipient’s specific needs based on those needs, the team’s 
expertise in physical and behavioral health, long-term services and supports, and social  
and community services.  


The ICT will assist with the identification of critical root causes of the recipient’s situation and 
suggest activities and community resources that are likely to help meet the recipient’s goals 
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with input from the recipient and the caregiver(s), developing risk mitigation strategies as 
needed. Evidence-based guidelines, as well as policies and procedures or other criteria 
standards, are used to support recommendations and decisions. 


Mechanisms in effect to assess quality and appropriateness of care:  


• Are incorporated in how we screen and assess recipients, evaluate the need for health 
care services, and collect data regarding recipient needs 


• Use our integrated model of care that allows us to assess physical health, behavioral 
health, or ancillary services to support recipients in achieving their health care goals 


• Are also sensitive to the biopsychosocial needs and social determinants of health that 
affect how recipients access and respond to care 


• Monitor and evaluate service delivery systems and the provider network to make  
certain competence to serve recipients with special health care needs and meet State  
and Federal requirements 


C. Clinical and related service areas requiring improvement  
are identified. 


We understand and will comply with the requirements of RFP Section 3.10.8.3.C. 


Clinical and related service areas that may require improvement, are identified by reviewing 
multiple sources of data: 


• Ongoing feedback and input from stakeholders such as recipients, family members, 
caregivers, providers, subcontractors, and others 


• We examine and monitor clinical, CAHPS and provider survey results, financial, 
demographic, or encounter data that relate to quality of care, utilization of services, or 
factors that impact membership, providers, or the larger community 


• Grievance, complaint and appeal data 
• Case Management activities, provider meetings, or in the course of meeting with State 


representatives, community stakeholders, and others 
• HEDIS results/outcomes and over and under-utilization information 


We also consider factors such as the prevalence of a condition among recipients, the need for 
specific services, identified barriers to service, demographic characteristics, identified racial 
disparities, and health risks among recipients or the community served. We use this data and 
associated health factors in the selection process for focus areas.  


We evaluate all feedback, input, and anecdotal information within the context of how to 
improve our system performance. We provide this information to the relevant quality 
committees for consideration during their decision-making about development and 
implementation of initiatives, including PIPs. This information, combined with actionable data 
resulting from past and current initiatives, drives our future program development, including 
the IQAP Work Plan. 
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D. The vendor will work collaboratively with the DHCFP to determine 
recipient race and ethnicity. The vendor will organize interventions 
specifically designed to reduce or eliminate disparities in  
health care. 


We understand and will comply with the requirements of RFP Section 3.10.8.3.D. 


We will work collaboratively with the DHCFP to determine recipient race and ethnicity and to 
organize interventions to reduce or eliminate disparities in health care. Upon identifying key 
health disparities, we tailor interventions to meet the unique/specific race or ethnicity to 
address health care disparities.  


0ur Health Care Equity Program is based on the California Endowment health equity 
framework. Our health care equity strategy consists of a systemic approach that integrates 
the socio-ecological and medical model into the clinical pathway. 


Whereas research highlights the benefits of deploying downstream approach interventions 
such as improving access to care as a vehicle to strengthen provider relations, research also 
stresses that upstream interventions that address the social determinants of health can lead 
to a reduction of health disparities. By adopting this systemic approach, we can deploy 
upstream and downstream interventions as deemed necessary in the different communities 
of Clark and Washoe counties.  


While we have multiple mechanisms by which we identify health disparities including our 
internal proprietary Case Management report to identify recipients in need, our HEDIS Gaps in 
Care report among others, our Health Care Equity Dashboard is the key mechanism by which 
we identify and monitor populations experiencing or at risk of health disparities. The 
Dashboard offers descriptive recipient statistics of the social determinants of health measures 
by age, gender, race/ethnicity, language, and condition (e.g., depression, diabetes and 
asthma). HEDIS data are broken out to help identify groups that might benefit from targeted 
outreach activities and these data are mapped at a county level to provide a visual 
representation of disparities by geography. Further, rolling 12-month trend line data are 
provided related to utilization rates, with an ability to filter selections by age, gender, 
race/ethnicity, and language.  


Our Health Care Equity programs are designed in collaboration with individuals from target 
community or population, local plan’s Health Care Equity Sponsor, HCE Champion, Medical 
Director and supporting staff. This collaborative strategy includes the support and technical 
assistance of our National Health Care Equity Team.  


During the first year, our HCE programs in Nevada will include the implementation of the 
following programs to begin addressing some of the gaps identified in the Nevada Health 
Gaps Report.  
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Diabetes Intervention: We plan to implement during the first contract year our Health Care 
Equity Diabetes program which includes Promotores (i.e., Community Health Workers) to 
conduct face-to-face interventions to recipients living in geographic areas with high ED rates 
related to this condition. Promotores will provide coaching sessions based on the Center for 
Disease Control and Prevention “Road to Health”, a diabetes education toolkit designed in 
collaboration with Hispanics and African Americans. 


Mario’s story below is a good illustration as to how we address both upstream and 
downstream variables to improve and protect the health of our recipients. 


Addressing Both Upstream and Downstream Variables 
Mario is a Hispanic 17-year-old having difficulties managing his diabetes.  


He continuously declined to participate in the Integrated Care Management  
program. We deployed Delma, one of our Promotores, to engage Mario in  


face-to-face coaching sessions. Delma lives in the same community as Mario,  
shares his culture, and understands the social context of the largely Hispanic  


community. Thanks to Delma, we have been able to identify the factors contributing  
to difficulties in diabetes control for Mario and his family (his mother and father also 
have diabetes). She discovered they lacked health insurance, drank too much soda,  


and led a sedentary lifestyle. Now, thanks to Delma’s frequent visits and her cultural 
insight, Mario and his family have made healthy lifestyle adjustments, are receiving 


comprehensive care through our Integrated Care Management program, and are  
on the road to improved control of their diabetes and better health. 


As part of our Promotores/Community Health Workers program, we gather data about social 
determinants of health that is aligned with the framework established by the Healthy People 
2020 initiative. These data are assessed by our Case Managers and disseminated as deemed 
appropriate to make informed decisions to improve and protect the health of  
DHCFP recipients. 


E. The vendor shall allow the DHCFP access to clinical studies, when 
available and appropriate. 


We understand and will comply with the requirements of RFP Section 3.10.8.3.E. 


We will gladly provide the DHCFP access to our clinical studies and data related to our 
recipients. We have an interest in sharing best practices with DHCFP and other participating 
health plans with the hope that sharing this information can improve the quality of care 
delivered to DHCFP recipients and health outcomes. 
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3.10.8.4 Implementation of Corrective Actions  
The IQAP must include written procedures for taking corrective action,  
as determined under the IQAP, whenever inappropriate or substandard 
services are furnished, or services that should have been furnished  
were not.. 


We understand and will comply with the requirements of RFP Section 3.10.8.4. 


We pride ourselves that our providers offer the right care at the right time in the right way to 
DHCFP recipients. However, we also have safeguards in place to detect deficiencies in care 
delivery, and we have processes to investigate, and as indicated, require corrective action. 
Our IQAP has written policies and procedures for taking corrective action whenever 
inappropriate or substandard services are furnished, or services should have been furnished.  


3.10.8.5 These written corrective action procedures must include: 
A. Specification of the types of problems requiring corrective action; 
B. Specification of the person(s) or body responsible for making the 


final determinations regarding quality problems; 
C. Specific actions to be taken; provision of feedback to appropriate 


health professionals, providers and staff; 
D. The schedule and accountability for implementing 


corrective actions; 
E. The approach to modifying the corrective action if improvements 


do not occur; and 
F. Procedures for terminating the affiliation with the physician, or 


other health professional or provider. 


We understand and will comply with the requirements of RFP Section 3.10.8.5.A-F. 


The following information describes our policies and procedures to detect and respond to 
circumstances in which a provider has potentially provided an inappropriate or substandard 
service or has neglected to offer a required or medically appropriate service. This information 
is also germane to our response to Section 3.10.8.3 and is repeated here. It addresses the 
information requested in Subsections A–F above. 


Our Medical Management Department screens and reviews medical documents to identify 
potential adverse events as well as quality, utilization, safety, or risk issues in the care or 
services delivered to recipients. In addition, we require any staff member who perceives a 
potential quality of care, risk management, or safety issue to refer the issue to the Quality 
Management Department. A referral may originate in any health plan department, such as 
Case Management, Utilization Management, Appeal and Grievance, Recipient Services, or the 
recipient herself. The originating department documents the issue on a PQoC investigation 
form and forwards it to the Quality Management Department for evaluation. Quality 
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Management Nurses may review and assign a different functional area within the 
organization to review and address the needs as indicated. The Quality Management staff 
document and track PQoC issues in the PQoC business applications system. 


The Medical Director oversees the peer review investigation of these referrals and follows the 
quality review process, which includes: 


• Concurrent or retrospective evaluation of medical records to determine the quality of the 
care and services provided 


• Referral of potential issues to the Quality Management/Utilization Management 
Committee, the Quality Management Oversight Committee, and/or Credentialing and 
Performance Committee for review and recommendation as appropriate 


• Notification to the Board of Directors indicating the decision and course of action 
rendered by the Credentialing and Performance Committee and NQOC 


• Analysis of identified issues for tracking and trending 
• Quarterly Reporting of findings to designated committees 
• Notification to the appropriate regulatory board or agency of provider Contract 


termination, suspension, or limitations due to quality of care issues 
• Development and implementation of corrective action plans as necessary 
• Provision of fair hearing right to providers 


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC) 
A. As actions are taken to improve care, the vendor must monitor and 


evaluate the POC to assure required changes have been made. In 
addition, changes in practice patterns must be monitored. 


We understand and will comply with the requirements of RFP Section 3.10.8.6.A. 


It is the responsibility of the Quality Management Department and the health plan’s Medical 
Director to monitor and evaluate the plan of correction. As actions are taken to improve care, 
the effectiveness of the action(s) are monitored and evaluated to assure required changes 
have been made, and to verify that changes in practice patterns are monitored. 


B. The vendor must assure timely follow-up on identified issues to 
ensure actions for improvement have been effective. 


We understand and will comply with the requirements of RFP Section 3.10.8.6.B. 


We verify timely follow-up on identified issues to make sure that actions for improvement 
have been effective by scheduled and ongoing monitoring and the reporting/involvement of 
various Quality Improvement committees such as the Quality Management/Utilization 
Management Committee and the Quality Management Oversight Committee, as applicable. 


NV Managed Care Organization RFP No.: 3260 365







3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  
A. The vendor must conduct regular and periodic examination of the 


scope and content of the IQAP to ensure that it covers all types of 
services in all settings. 


We understand and will comply with the requirements of RFP Section 3.10.8.7.A. 


Our IQAP continuously improves and monitors the medical care, recipient safety, behavioral 
health services, and the delivery of services to recipients, including ongoing assessment  
of program standards to determine the quality, accessibility and appropriateness of  
care, case management, and coordination. We review and update our IQAP annually to  
make sure it reflects current health care goals and objectives, breadth of care services  
and care settings, and any changes in technology or medical advances. In addition, we 
conduct an internal evaluation of the results of our quality programs and performance of  
the plan to determine opportunities for improvement based on national benchmarks such  
as NCQA standards.  


B. At the end of each calendar year, a written report on the IQAP must 
be prepared and submitted to the DHCFP which addresses: quality 
assurance studies and other activities completed; trending of 
clinical and service indicators and other performance data; 
demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the 
overall effectiveness of the IQAP. 


We understand and will comply with the requirements of RFP Section 3.10.8.7.B. 


Annually, we evaluate the overall effectiveness of the IQAP and work plan. The annual plan 
evaluation assesses the year’s completed and on-going activities. It provides analyses of 
results of IQAP initiatives (including barriers to care), identifies areas of deficiency and 
recommendations for corrective action), and reports progress made in our efforts to influence 
safe clinical practices across the network. The identification of data trends allows us to 
identify opportunities for improvement and to modify the coming year’s clinical programs as 
necessary. Upon completion of the annual IQAP evaluation, we develop specific IQAP goals 
for the coming year. The goals are based on opportunities for improvement identified in  
the evaluation as well as those articulated by the DHCFP or other key stakeholders. These 
goals and recommended changes are incorporated into the subsequent year’s program and 
work plan. 


C. The report should include evidence that quality assurance activities 
have contributed to significant improvements in the care delivered 
to recipients. 


We understand and will comply with the requirements of RFP Section 3.10.8.7.C. 
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Our annual IQAP evaluation report includes discussion/analysis of each area of the annual 
report of findings, assessment of progress towards meeting goals, accomplishments, barriers 
and continued need for quality improvement. An important component of the report is an 
evaluation of the impact of quality assurance activities on care quality. The report, at a 
minimum, provides detailed analysis of each of the following areas that contribute to 
improving the quality of care to recipients:  


• Quality assurance, utilization review, and peer review plan with overview of goal areas 
• Practitioner participation and leadership involvement in the quality  


improvement program 
• Evaluation of the need for restructuring or making a change in the IQAP for the 


subsequent year 
• Major initiatives to comply with State quality strategy  
• Quality improvement and work plan monitoring  
• Provider network access and availability and service improvements, including access and 


utilization of dental services  
• Cultural competency 
• Fraud and abuse monitoring  
• Population profile 
• Improvements in case management and clinical services/programs 
• Findings on initiatives and quality reviews  
• Effectiveness of quality program structure  
• Effectiveness of the management of chronic conditions and the disease  


management program  
• Behavioral health services (includes mental health and substance abuse services)  
• Discussion of the health education program 
• Recipient and provider satisfaction 
• Recipient safety  
• Fraud, waste and abuse and privacy and security 
• Delegation oversight 
• Recipient Service access 


3.10.9 Standard III: Accountability to the Governing Body 
The Governing Body of the vendor is the Board of Directors or, where the Board’s 
participation with quality improvement issues is not direct, a designated committee of 
the senior management of the vendor that is responsible for the vendor IQAP review. 
Responsibilities of the Governing Body for monitoring, evaluating and making 
improvements to care include: 


We understand and will comply with the requirements of RFP Section 3.10.9. 
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Our Board of Directors (Board) is ultimately responsible for all aspects of our IQAP. This 
responsibility includes the evaluation and oversight of our efficiency, effectiveness, and 
outcomes. The Board provides strategic management direction to the IQAP and evaluates the 
degree to which the philosophy and scope of the IQAP are incorporated within each 
operational/management unit and across the health plan’s operations. The Board delegates 
authority to the Administrator of the health plan to develop and administer the IQAP. The 
Administrator delegates authority and responsibility to our Medial Director to execute all 
aspects of the program. The Medical Director has a responsibility, accountability, and 
authority for directing the development and implementation of the IQAP.  


Supporting our Medical Director is our Quality Management department and our formal 
committees (i.e. Quality Management Oversight Committee, Quality Management/Utilization 
Management Committee, Credentialing and Performance Committee, and Service 
Improvement Committee and ad hoc work groups formed to address specific quality 
assessment and improvement issues. These committees have a cross-functional membership 
and play a leading role in setting our strategic direction and assessing our performance. A key 
element is that we disseminate root-cause analysis and lessons learned throughout the health 
plan, and this analysis forms the basis for process improvement activities. In addition, our 
established partnerships with stakeholders in the health care and social services communities 
support several community-based health improvement initiatives, and we solicit public input 
on our IQAP. 


Our Medical Director also has the support of our corporate medical management personnel to 
continually strengthen and improve our ability to develop, implement, monitor/evaluate, and 
replicate quality initiatives. The collection of accurate, timely, and complete quality 
management data and results of clinical performance measures is pivotal to developing 
successful interventions to improve health outcomes and quality of care. 


3.10.9.1 Oversight of IQAP 
There is documentation that the Governing Body has approved the overall 
IQAP and the annual IQAP. 


We understand and will comply with the requirements of RFP Section 3.10.9.1. 


Chaired by our Chief Executive Officer, our Quality Management Oversight Committee 
monitors and evaluates the operational aspects required for the delivery of high-quality care. 
This Committee bears responsibility for reviewing the IQAP program description, work plan, 
and annual evaluation, and submitting recommendations for approval to the Board of 
Directors and the DHCFP. The Board’s approval is documented in the IQAP meeting minutes. 
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3.10.9.2 Oversight Entity 
The Governing Body has formally designated an entity or entities within 
the vendor to provide oversight of the IQAP and is accountable to the 
Governing Body, or has formally decided to provide such oversight as a 
committee of the whole. 


We understand and will comply with the requirements of RFP Section 3.10.9.2. 


Our Quality Management Oversight Committee is designated by the Board of Directors to 
provide executive oversight of the IQAP and is accountable to the Board for quality 
management and performance improvement activities, including the annual IQAP program 
description, work plan, and evaluation, and work to make sure the IQAP plan is integrated 
throughout the organization, and among departments, delegated organizations and  
network providers.  


While the Quality Management Oversight Committee provides executive oversight of quality 
activities and their integration across the plan, other formal committees, subcommittees, and 
ad hoc work groups advise and guide the IQAP. See Figure 3.10-2 on the following page. The 
committee members foster collaborative partnerships and integrate medical functions, 
operations departments, the provider network, and recipients into the IQAP through their 
participation on one or more committees, overlapping membership and leadership 
responsibilities, and integrated reporting requirements. The quality management department 
provides the administrative support for the coordination of committee meetings, meeting 
preparations, and follow-up activities.  
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Figure 3.10-2 Quality Management Oversight Structure 


 


3.10.9.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP 
describing actions taken, progress in meeting quality assurance objectives, 
and improvements made. 


We understand and will comply with the requirements of RFP Section 3.10.9.3. 


The Quality Management Oversight Committee chaired by the Administrator, provides 
executive oversight of the IQAP quality activities and their integration across the plan 
through its receipt and review of reports and minutes from the committees. The Governing 
Body, the Board of Directors annually reviews and approves the IQAP and other written 
reports. The Administrator on behalf of the Quality Management Oversight Committee 
submits the written reports describing actions taken, progress in meeting quality assurance 
objectives, and improvements made to the Board of Directors. 


3.10.9.4 Annual IQAP Review 


We understand and will comply with the requirements of RFP Section 3.10.9.4. 


Our Administrator, on behalf of the Quality Management Oversight Committee, annually 
submits to the Board of Directors an evaluation of the prior year’s IQAP activities, summary 
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reports, data, outcomes of studies, and credentialing activities. This review serves as the basis 
for the development of the upcoming year’s IQAP plan. 


3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less 
frequently than annually, a written report on the IQAP. This annual 
quality program evaluation report shall be submitted to the DHCFP in the 
second calendar quarter and at minimum must include: 


We understand and will comply with the requirements of RFP Section 3.10.9.5. 


On behalf of the Medical Director, our Administrator submits an annual report and monthly 
progress reports regarding the status of our IQAP to our Board of Directors. The annual report 
will be submitted to the DHCFP in the second calendar quarter and will include elements 
noted below in Subsections A–F (further described below).  


A. Studies undertaken; 


We understand and will comply with the requirements of RFP Section 3.10.9.5.A. 


Within our annual IQAP report, we will include a summary of progress and/or results relating 
to any studies we conduct within this contract. We use the NCQA Quality Improvement 
Activity format to complete documentation of studies. This summary will include a discussion 
of the implications of study data and findings and best practices in the delivery high-quality 
health care to DHCFP recipients.  


B. Results; 


We understand and will comply with the requirements of RFP Section 3.10.9.5.B. 


Our annual IQAP report will at a minimum provide an update on progress relating to all goals 
and objectives listed in the IQAP work plan. For those goals and objectives for which progress 
has been slow or insufficient, a plan of action will be provided, summarizing the action steps 
to be taken to remediate the situation and implications for planning in the upcoming year. In 
addition, we will report on all PIPs in the annual IQAP report. This will include a summary of 
the PIP objectives, outcomes, learning, and next steps. 


An actual example of a PIP report is described below: 


• Area for improvement: Behavioral Health appointment access. 
• Goal: 100 percent of behavioral health practitioners surveyed will meet the standards of 


behavioral health practitioner appointment availability (e.g., an appointment within six 
hours for a non-threatening emergency; an appointment for urgent care within 48 hours; 
routine appointment within two weeks/10 business days; appointment post-admission 
within seven calendar days after hospital discharge). 
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• Findings: The appointment compliance rate was 100 percent, which met the compliance 


goal. There was no data from 2014 available to use as a comparison. This survey will be 
used as a baseline for the 2016 survey. This survey was conducted with behavioral health 
providers after July of 2015 post-transition of behavioral health services into the plan and 
system migration. Since the survey results were favorable, there are no specific concerns. 
Sometimes, the behavioral health practitioner makes their own appointments, which 
posed some difficulty in keeping the survey in a “secret shopper” format. 


C. Subsequent actions and aggregate data on utilization and quality of 
services rendered; and 


We understand and will comply with the requirements of RFP Section 3.10.9.5.C. 


The annual IQAP report will include a compendium of data on utilization and service quality, 
including but not limited to data regarding HEDIS indicators and data relating to the goals 
and objectives in the Nevada Quality Strategy.  


D. An assessment of the IQAPs continuity, effectiveness and current 
acceptability. 


We understand and will comply with the requirements of RFP Section 3.10.9.5.D. 


The annual IQAP report will also include an overarching evaluation of the continuity, 
effectiveness, and acceptability of the IQAP. This self-assessment is the purview of the Quality 
Management Oversight Committee and includes recommendations for improvement in the 
IQAP in subsequent years.  


Specifically, the annual IQAP evaluation report includes the following:  


• Evaluation of the need for restructuring or making a change in the Quality Improvement 
program for the subsequent year 


• Findings on initiatives and quality reviews  
• Effectiveness of quality program structure  
• Effectiveness of the management of chronic conditions and the disease  


management program   


372 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


3.10.9.6 Program Modification 
Upon receipt of regular written reports delineating actions taken and 
improvements made, the Governing Body must take action when 
appropriate, and direct that the operational IQAP be modified on an 
ongoing basis to accommodate review findings and issues of concern  
with the vendor. This activity is documented in the minutes of the 
meetings of the Governing Board in sufficient detail to demonstrate 
 that it has directed and followed up on necessary actions pertaining to 
quality assurance. 


We understand and will comply with the requirements of RFP Section 3.10.9.6. 


Upon receipt of regular written reports delineating the actions that were taken and 
improvements made, the Board of Directors takes action when appropriate, and direct  
that the operational IQAP be modified on an ongoing basis to accommodate review  
findings and issues of concern with our IQAP. This Board action is documented in the meeting 
minutes in sufficient detail to demonstrate that the Board has directed and followed up on 
required actions.  


3.10.10 Standard IV: Active QA Committee 
The IQAP must delineate an identifiable structure responsible for performing quality 
assurance functions within the vendor.  
This committee or other structure must have: 


We understand and will comply with the requirements of RFP Section 3.10.10. 


Our quality management program is a health plan-wide endeavor, and the management 
team uses an integrated and collaborative approach that involves each functional area. Our 
quality program includes a structure of oversight committees with representation from across 
the health plan as well as the provider network and recipient population. This organizational 
structure was previously provided in Figure 3.10-2 in Section 3.10.9.2. 


3.10.10.1 Regular Meetings 


The structure/committee must meet on a regular basis with a specified 
frequency, no less than quarterly to oversee IQAP activities. This 
frequency must be sufficient to demonstrate that the 
structure/committee is following up on all findings and required actions. 


We understand and will comply with the requirements of RFP Section 3.10.10.1. 
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Formal committees and subcommittees that advise and guide the IQAP process meet on a 
regular basis with a specified frequency, no less than quarterly to oversee IQAP activities. See 
below specific meeting frequencies. These meeting frequencies are in line with NCQA 
standards and are sufficient to demonstrate that the structure/committee is following up on 
all findings and required actions. 


• Quality Management Oversight Committee: minimum of six times a year and more 
frequently if necessary 


• Quality Management/Utilization Management Committee: meets no less than ten times 
per year 


• Delegation Committee: meets quarterly and more frequently if necessary 
• Credentialing and Performance Committee: meets at least every 45 days 
• Practitioner Appeal Committee: meets as needed 
• Quality Oversight Committee: meets at least 10 times a year 
• Pharmacy and Therapeutics Committee: meets quarterly 
• Service Improvement Committee: meets at least quarterly 
• Grievance Committee: meets monthly 
• Appeals Committee: meets as needed 
• Member Advisory Committee: meets quarterly 
• Compliance Committee: meets quarterly, or more frequently, as necessary 
• Policy Committee: meets monthly  


3.10.10.2 Established Parameters for Operating  


The role, structure and function of the structure/committee must  
be specified. 


We understand and will comply with the requirements of RFP Section 3.10.10.2. 


Our IQAP documents the role, structure and function of each formal committee and 
subcommittee, as provided below: 


Quality Management Oversight Committee 
The primary purpose of the Quality Management Oversight Committee is to integrate quality 
management and performance improvement activities throughout the health plan and the 
provider network. The committee provides executive oversight of the IQAP program and 
makes recommendations to the board of directors about quality management and 
performance improvement activities, including the annual IQAP Program Description,  
IQAP Work Plan, and IQAP Evaluation and work to make sure the IQAP plan is integrated 
throughout the organization, and among departments, delegated organizations and  
network providers.  
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Major Responsibilities 
• Make certain that the IQAP is integrated throughout the organization, among its 


departments, contractors, and stakeholders 
• Verify that the IQAP work plan is implemented and completed 
• Confirm that quality activities improve the quality of care and services provided  


to recipients 
• Review and revise the IQAP program description and work plan annually and submit a 


recommendation for their approval to the board of directors 
• Review and approve committee reports from all medical committees 
• Review, evaluate and make recommendations on the results of IQAP initiatives; review 


recipient/provider satisfaction survey results 
• Advise or make recommendations to improve the health plan 
• Assist in developing action plans; review and approve submitted action  


plans/progress reports 
• Recommend pertinent policy decisions involving quality 
• Review and evaluate company-wide performance monitoring activities, including case 


management, customer service, credentialing claims, grievance and appeals, prevention 
and wellness, provider service and quality and utilization management 


Membership 
• Administrator / Chief Executive Officer (Chairperson)  
• Nevada Operations Manager / Chief Operating Officer  
• Chief Financial Officer  
• Medical Director / Chief Medical Officer 
• Director of Quality Management  
• Director of Medical Management  
• Compliance Director  
• Director of Network Contracting  
• Director of Provider Services  
• Director of Recipient Services  
• Director or manager from other functional areas within the health plan 


Meeting Interval and Documentation 
The Quality Management Oversight Committee meets a minimum of six times a year and 
more frequently if necessary. Minutes are recorded at all meetings and are provided to the 
Board of Directors for review, comments, and approval. Minutes are kept safe, confidential 
and protected. 
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Quality Management/Utilization Management Committee 
The Quality Management/Utilization Management Committee’s primary purpose is to advise 
and make recommendations to the Medical Director on matters about the quality of care and 
service provided to recipients including the oversight and maintenance of the IQAP and 
utilization management programs. The Quality Management Oversight Committee receives 
summary reports for review and approval and submits reports semi-annually to the Board  
of Directors. 


Major Responsibilities 
• Review and evaluate data sets and other information, such as recipient demographics, 


costs, and performance indicator results along with recommended actions 
• Review and approve studies, standards, and clinical guidelines 
• Review trends in quality and utilization management measures, outcomes, and review 


results of provider medical record reviews  
• Review and recommend approval, revision, or denial of medical review criteria  
• Review and evaluate the results of IQAP activities (such as HEDIS results, reports, data 


sets, study results, recipient and provider satisfaction survey findings and general 
information related to programs, systems, and processes) 


• Identify opportunities to improve the care and services provided to recipients, and 
recommend solutions to the Medical Director 


• Assist in developing action plans, review and approve action plans submitted to the 
committee from other sources and review action plan progress reports 


• Review and approve the IQAP and Medical Management program description, work plan 
and annual evaluations 


• Conduct peer review and investigate quality of care or service and recipient safety issues, 
make recommendations to the Medical Director, and request follow-up by the 
Credentialing and Performance Committee, if appropriate 


• Recommend and direct quality management activities and policy and operations changes 
• Review utilization issues (cases) requested by the Medical Director 
• Review quarterly utilization reports from delegated entities and make recommendations 


for improvement, if necessary 
• Review, evaluate and recommend practitioner, provider and recipient educational 


activities and interventions 
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Membership 
• Medical Director (Chairperson) 
• Staff Medical Director(s)  
• Behavioral health practitioner  
• Cross representation of network providers, including PCPs/medical homes, specialists, 


pediatrician, OB/GYN, dentists, behavioral health providers 
• Director of Quality Management  
• Director of Medical Management  
• Support staff as requested 


Meeting Intervals and Documentation 
The Quality Management/Utilization Management Committee meets no less than ten times 
per year. Minutes are kept and are reported to the Quality Management Oversight 
Committee for review and forwarded to the Board of Directors. Minutes and documents are 
kept safe, confidential and protected. 


Delegation Committee  
The Delegation Committee advises and makes recommendations to the Quality Management 
Oversight Committee about delegated relationships. 


Major Responsibilities 
• Evaluate each delegate or prospective delegate’s quality assurance plan and ongoing 


reporting (such as prior authorization time standards and customer service) 
• Review the results of oversight assessments conducted by the health plan to monitor the 


performance of delegated or prospective delegated entities and make recommendations 
to the Quality Management Oversight Committee regarding delegation status and 
corrective action plans 


• When deemed necessary, request and monitor corrective action plans from  
delegated entities 


• Monitor and evaluate delegated functions via regular reports, at least semi-annually 
through reporting as defined in the delegation agreement 
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Membership 
• Medical Director (Chairperson) 
• Compliance Manager  
• Chief Operating Officer or designee  
• Director of Medical Management  
• Director of Quality Management  
• Representatives from Recipient Services 
• Provider Services and Grievance Department 
• Other selected staff or departments 


Meeting Interval and Documentation 
The committee meets quarterly and more frequently if necessary. Minutes are documented 
and kept safe in a confidential file in the Compliance Department. Summary reports are sent 
to the Quality Management Oversight Committee and the Board of Directors. 


Credentialing and Performance Committee  
The Quality Management Oversight Committee has delegated decision-making authority to 
the Credentialing and Performance Committee. This committee is responsible for 
credentialing and re-credentialing individual providers (i.e., practitioners) who deliver services 
to recipients. This committee is also responsible for conducting professional review activities 
involving the providers whose professional competence or conduct adversely affects, or could 
adversely affect the health or welfare of recipients. 


Major Responsibilities 
• Receive and review, at a minimum, health practitioner/professional and provider 


credentials that do not meet the health plan’s credentialing criteria (i.e., that are not 
complete, “clean” as defined by the health plan, and approved by the Medical Director) 


• Conduct peer review evaluations 
• Make decisions regarding actions on the credentialing or re-credentialing  


information presented 


Membership 
• Regional Medical Director (Facilitator) 
• Representatives from a range of participating practitioners in specialties that include 


primary care and high volume specialists; other specialty practitioners may be included as 
necessary for peer review, e.g., dentists, chiropractors  


• Behavioral health practitioners including a psychiatrist, a psychologist, and a master’s 
level behavioral health clinician 
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Meeting Interval and Documentation 
The Credentialing and Performance Committee meets at least every 45 days. Summaries  
of committee minutes are reported to the Quality Management Oversight Committee and to 
the Board of Directors. Minutes are documented and kept in a safe, confidential and 
protected file. 


Practitioner Appeals Committee (PAC)  


The purpose of the PAC is to conduct professional review hearings of providers who appeal 
decisions made by the Credentialing and Performance Committee involving professional 
competence or conduct of the provider. The committee, facilitated by a Medical Director, 
consists of providers appointed on an ad hoc basis by the Credentialing and Performance 
Committee. The committee reports through the Credentialing and Performance Committee 
and to the Quality Management Oversight Committee. 


Membership 
• A health plan Medical Director facilitates the meetings 
• At least one-fourth of the membership of PAC is composed of participating  


network providers 
• At least one peer who is licensed in the same State as each practitioner reviewed by  


the committee 
• At least one voting member who practices in a specialty substantially like the specialty of 


the practitioner, if specialty knowledge is required by the nature of the appeal 


Meeting Interval and Documentation 
The Practitioner Appeals Committee meets as needed. Summary reports are recorded for all 
meetings and are sent to the Credentialing and Performance Committee, Quality 
Management Oversight Committee and the Board of Directors. Minutes are recorded and 
kept safe, confidential and protected.  


Quality Oversight Committee (QOC)  
The Quality Management Oversight Committee has delegated authority to the QOC to 
conduct the credentialing/re-credentialing of facilities/organizational providers/vendors and 
the review of facilities/organizational providers/vendors’ potential quality of care issues  
and complaints.  


Major Responsibilities 
• Review and evaluate identified potential quality of care concerns related to 


facilities/organizational providers/vendors 
• Make decisions regarding actions on the credentialing and re-credentialing of 


facilities/organizational providers/vendors 
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Membership 
• Regional Head of Health Care Delivery or designee chairs the meetings 
• Representatives from Network Services, Recipient Services, Compliance,  


Medical Management 


Meeting Interval and Documentation 
The Quality Oversight Committee meets at least 10 times a year. Minutes are recorded at all 
meetings. Summary reports are provided to the Quality Management Oversight Committee 
and the Board of Directors. Minutes and documents are kept safe, confidential and protected. 


Service Improvement Committee 
The Service Improvement Committee advises and makes recommendations to the Quality 
Management Oversight Committee and/or management regarding customer (recipient and 
provider) issues. 


Major Responsibilities 
• Review and evaluate data, surveys and trends in recipient and provider complaints, 


grievances and appeals to identify opportunities for improvement in recipient  
and provider satisfaction; formulate initiatives and recommendations to drive  
continuous improvement  


• Review/evaluate and make recommendations about operational measures (such as prior 
authorization time standards, claims payment standards, customer service time 
standards, recipient enrollment and disenrollment reconciliation) 


• Review/evaluate and make recommendations about compliance with standards for  
claim reporting  


• Review reports from the Member Advisory Committee and recommends action 


Membership 
• Director of Operations (Chairperson)  
• Medical Director 
• Representatives from Recipient Services, Provider Services, Medical Management, Quality 


Management, Compliance and Grievance and Appeals departments  
• Other selected staff or departments as required 
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Meeting Interval and Documentation 
The Service Improvement Committee meets at least quarterly. Minutes are documented and 
kept in a safe, confidential and protected file in the Recipient Services Department. Summary 
reports are sent to the Quality Management Oversight Committee and the Board of Directors. 


Grievance Committee 
The Grievance Committee reviews issues of expression of dissatisfaction by recipients or 
providers including complaints. 


Major Responsibilities 
• Review and evaluate recipient grievances on an ongoing basis. 
• Review, evaluate and make recommendations on identified opportunities  


for improvement. 
• Maintain records according to applicable regulations and contractual requirements. 


Membership 
• Grievance and Appeals manager (Chairperson) 
• Compliance Officer 
• Grievance and Appeals Analyst 
• Representatives from Recipient Services, Quality Management, Medical Management and 


Provider Services Departments 
• At least one recipient advocate  


Meeting Interval and Documentation 
The committee meets monthly. Minutes are documented and kept safe in a confidential file in 
the Grievance and Appeals Department. Summary reports are sent to the Service 
Improvement Committee.  


Appeals Committee 
The Appeals Committee reviews and renders decisions on appeals filed by recipients or 
providers on behalf of recipients. 


Major Responsibilities 
• Review and render decisions on appeals 
• Render decisions per contractual requirements 
• Maintain records according to applicable regulations and contractual requirements 
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Membership 
• Grievance and Appeals Manager (Chairperson)  
• Compliance Officer 
• Medical Director   
• Representatives from Quality Management and Utilization Management departments 
• If clinical issue—staff Registered Nurse 
• If clinical issue—physician with same or similar specialty 
Meeting Interval and Documentation 
The committee meets as needed. Minutes are documented and kept safe in a confidential file 
in the Grievance and Appeals Department. Summary reports are sent to the Service 
Improvement Committee. 


Recipient Advisory Committee  
The Recipient Advisory Committee provides feedback to the health plan regarding  
strategies for improving recipient care and services including health education and other 
recipient materials. 


Major Responsibilities 
• Review and recommend strategies to improve clinical performance measures, cultural 


competency, recipient outreach plans, recipient educational materials (e.g. readability, 
content), prevention programs, satisfaction survey tools and other initiatives requested by 
Quality Management Oversight Committee. 


• Solicit enrolled recipient feedback and opinion regarding issues related to access and the 
quality of care and services provided to recipients as well as potential programs, activities 
and educational materials. 


Membership 
• Manager of Recipient Services (Chairperson) 
• Health plan staff member  
• Quality Management representative 
• Health plan recipient representatives (maximum of 15 representatives) 
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Meeting Interval and Documentation 
The Recipient Advisory Committee meets quarterly. Minutes along with summary reports are 
recorded for all meetings and are provided to the Quality Management Oversight Committee 
and/or Service Improvement Committee for review and consideration. Minutes of meetings 
are kept safe, confidential and protected. 


Pharmacy and Therapeutics Committee (P&T) 
The P&T Committee is responsible for advising and making recommendations to the  
Quality Management Oversight Committee and/or the Medical Director regarding the 
pharmacy program.  


Major Responsibilities 
• Reviews and assists in development and maintenance of the formulary  


• Advises and makes recommendations on recipient and provider educational materials and 
programs related to medications and other pharmacy products 


• Monitors contracted pharmacy services and makes recommendations for improvements 


• Participate in the evaluation of new technology related to medications and other 
pharmacy products.  


Membership 
• Senior Medical Director (Chairperson) 
• American Medical Association Chief Medical Officer 
• American Medical Association Chief Pharmacist 
• American Medical Association Directors of Pharmacy 
• AM American Medical Association A Senior Medical Director 
• Medicaid Pharmacists including a pharmacy director  
• Medicaid staff Medical Directors   
• Network pharmacists and physicians 


Meeting Interval and Documentation 
The Pharmacy and Therapeutics Committee meets quarterly. Minutes along with summary 
reports are recorded for all meetings and are provided to Quality Management Oversight 
Committee and board of directors. Minutes and documents are kept safe, confidential  
and protected. 
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Compliance Committee (CC) 
The CC reviews, monitors and assesses the effectiveness of the health plan’s compliance plan. 


Major Responsibilities 
• Review and approve an annual work plan of compliance activities, including identifying 


yearly priorities, areas of risk and vulnerabilities including those areas identified by the 
Office of Inspector General/Medicaid Program Integrity 


• Confirm health plan is meeting all contract requirements 
• Analyze identified compliance risks as well as potential compliance risks and related 


corrective actions  
• Be aware of new regulatory requirements, State agency updates and applicable  


laws and support their implementation, including health plan policy and  
procedure changes  


• Review EQR activities and audits and related corrective action plan activity, and  
advise accordingly 


• Review all auditing and monitoring activities conducted by any regulatory agency and 
recommend and/or review internal monitoring and corrective action plans  


• Strategize to determine best practices for identifying non-compliant activity or fraud 
including anonymous hotline or other reporting mechanisms 


• Review fraud reports and follow-up actions 
• Review information regarding the performance of delegates related to compliance and/or 


fraud and abuse  
• Consider various strategies and approaches to promote overall health plan compliance  
• Discuss and provide input on proposed contract changes, new business opportunities and 


network expansion, and RFPs as they pertain to compliance 
• Support the allocation of resources to address compliance corrective actions and 


compliance gaps 
• Identify strategies and opportunities to promote compliance as a core competency and 


compliant business conduct and integrity within the health plan operation 


Membership 
• Manager of Compliance (Chairperson) 
• Chief Executive Officer  
• Chief Operating Officer  
• Medical Director  
• Director of Medical Management  
• Director of Quality Management  
• Manager of Operations 
• Manager of Complaints and Grievances 
• Government Liaison 
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• Quality Management Consultant(s) 
• Provider Relations Manager 
• Behavioral Health Coordinator 


Meeting Interval and Documentation 
The Compliance Committee meets quarterly, or more frequently, as necessary. Minutes along 
with summary reports for all meetings are provided to Quality Management Oversight 
Committee and the Board of Directors. Minutes and documents are kept in a safe, 
confidential and protected file in the Compliance Department and/or other area approved by 
the Compliance Manager. 


Policy Committee 
The Policy Committee provides a forum for the consistent development, implementation, 
approval and communication of all health plan policies. 


Major Responsibilities 
• Facilitate the development, implementation, approval and dissemination of policies per 


all applicable accrediting and regulatory requirements 
• Use standard policy and procedure templates to make sure comprehensive and consistent 


approach to policy development 
• Serve as the repository for all policies and provide interdepartmental integration 
• Facilitate annual review and that appropriate revisions are approved by  


applicable committees 
• Facilitate exchange of knowledge of departmental policies 
• Identify any gaps in departmental policies 


Membership 
Participants are expected to be present and/or have a replacement participate in the 
meetings to make sure that a quorum is present to conduct business. Simple majority votes of 
the quorum will constitute committee approval. Each department maintains a policy grid and 
updates departmental specific policies. The committee includes the following participants  
or designee: 


• Compliance Manager (Chairperson)  
• Manager, Recipient Services, Appeals  
• Director of Medical Management 
• Director of Quality Management 
• Director of Provider Services 
• Finance  
• Administrative support 
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Meeting Interval and Documentation 
The Policy Committee meets monthly; additional meetings are scheduled if deemed 
necessary. Minutes are presented to the Quality Management Oversight Committee for 
review and acceptance. Minutes and documents are kept safe, confidential and protected. 


3.10.10.3 Documentation 
There must be records documenting the structure and committee’s 
activities, findings, recommendations and actions. 


We understand and will comply with the requirements of RFP Section 3.10.10.3. 


An assigned staff member records minutes for each Quality Management Oversight 
Committee meeting. Minutes include the name of the committee, date, a list of committee 
members present and a list of guests, if applicable. The minutes reflect activities, findings, 
recommendations, and actions. Committee members review all minutes. After committee 
approval, an assigned staff member submits signed and dated minutes to appropriate 
committees, which are stored in confidential files. 


3.10.10.4 Accountability 
IQAP subcommittees must be accountable to the Governing Body and 
must report to it (or its designee) on a scheduled basis on activities, 
findings, recommendations and actions. 


We understand and will comply with the requirements of RFP Section 3.10.10.4. 


The Board of Directors has ultimate accountability for the IQAP program and related 
processes, activities, and systems. This includes responsibility for implementing systems and 
processes for monitoring and evaluating the care and services recipients receive through the 
health delivery network.  


The Board of Directors receives quality management and performance improvement activities 
reports on a scheduled basis that include activities, findings, recommendations and actions 
from the following committees: 


• Quality Management Oversight Committee  
• Quality Management/Utilization Management Committee  
• Delegation Committee 
• Credentialing and Performance Committee  


− Practitioner Appeal Committee 


• Quality Oversight Committee 
• Pharmacy and Therapeutics Committee 
• Service Improvement Committee 
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− Grievance Committee 
− Appeals Committee 


• Member Advisory Committee 
• Compliance Committee 
• Policy Committee 


3.10.10.5 Membership 
There must be active participation in the IQAP committee from 
vendor providers, who are representative of the composition of the 
vendor’s providers. 


We understand and will comply with the requirements of RFP Section 3.10.10.5. 


There is active participation in the IQAP committees from our contracted network  
providers. Please see Section 3.10.10.2 for details regarding membership in each formal 
committee and subcommittee that advises our IQAP. The following committees have  
provider representatives:  


• Quality Management/Utilization Management Committee  


− Cross representation of network providers, including PCP, specialists, pediatricians, 
OB/GYNs, dentists, and behavioral health providers  


• Credentialing and Performance Committee  


− Representatives from a range of participating practitioners in specialties that include 
primary care and high volume specialists. Other specialty practitioners may be 
included as necessary for peer review, e.g., dentists and chiropractors.  


− Behavioral health practitioners including a psychiatrist, a psychologist, and a master’s 
level behavioral health clinician 


• Practitioner Appeals Committee—subcommittee to Credentialing and  
Performance Committee 


− At least one-fourth of the membership of Practitioner Appeals Committee is composed 
of participating network providers 


• Pharmacy and Therapeutics Committee 


− Network pharmacists and physicians 


3.10.11 Standard V: IQAP Supervision 
There must be a designated senior executive who is responsible for IQAP 
implementation. The vendor’s Medical Director has involvement in quality  
assurance activities. 


We understand and will comply with the requirements of RFP Section 3.10.11. 
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The Board delegates authority to the Administrator of the health plan to develop and 
administer the IQAP program. The Administrator delegates authority and responsibility to our 
Medical Director to execute all aspects of the program. The Medical Director has a 
responsibility, accountability, and authority for directing the development and 
implementation of the IQAP.  


Our Medical Director is accountable for directing the development and implementation of the 
IQAP program. This includes the following tasks, responsibilities, and requirements:  


• Serves as chair of Quality Management/Utilization Management Committee and as the 
liaison to the board of directors, accountable and for all IQAP activities and initiatives 


• Allocates and manages, in collaboration with the chief executive officer, the resources 
necessary to successfully carry out all IQAP activities 


• Reviews and approves all IQAP activities 
• Is available to health plan staff for consultation on referrals, case management cases, 


denials, grievances, appeals, quality of care concerns and other  
• Is directly involved in the health plan provider recruiting, medical home development and 


credentialing activities 
• Is familiar with local standards of medical practice and nationally accepted standards  


of practice 
• Has knowledge of due process for resolving issues between participating providers and 


the health plan administration, including those related to medical decision making and 
utilization review 


• Is available to review, advise and take action on questionable hospital admissions, 
medically necessary days and all other medical care and medical cost issues 


• Is directly involved in the health prior authorization/concurrent review process and/or 
denial of services and makes sure that medical decisions are made on time 


• Consults with providers on denied authorization or complex cases and participates in 
education and training of providers, e.g., use of evidence-based guidelines 


• Has knowledge of current peer review standards and techniques 
• Has knowledge of risk management standards 
• Is directly accountable to all IQAP activities and oversees and is accountable for: 
• Referrals to the department and appropriate agencies for cases involving quality of care 


that have adverse effects or outcomes  
• The process for potential practitioner/provider fraud and abuse investigation, review, 


sanctioning and referral to the appropriate oversight agencies 


3.10.12 Standard VI: Adequate Resources 
The IQAP must have sufficient material resources and staff with the necessary 
education, experience, or training to effectively carry out its specified activities. 


We understand and will comply with the requirements of RFP Section 3.10.12. 
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We have sufficient material resources and will have sufficient staff with the necessary 
education, experience, or training to effectively carry out its specified activities. 


The Quality Management departments dedicated and experienced resources consist of a 
Director of Quality Management, HEDIS Manager, Accreditation Manager, Prevention and 
Wellness outreach staff (when applicable) and Quality Management nurses. 


Our health plans integrate quality management and performance improvement processes 
into all departments, and each department is responsible for selected processes, functions, 
and monitoring activities. The departments carry out these monitoring activities as a part of 
daily operational routines and report the results to the appropriate internal departments, 
committees or external agencies as required. Although the Quality Management department 
has dedicated resources, under the direction of the Medical Director, the IQAP is the 
responsibility of the health plan. 


3.10.13 Standard VII: Provider Participation in IQAP 


We understand and will comply with the requirements of RFP Section 3.10.13. 


Our providers are a primary resource for critical information to assist us in identifying best 
practices and improving processes to provide accessibility and availability of services and 
enhance the quality of care of our recipient. Participating physicians are voting members of 
our clinical Quality Management/Utilization Management Committee. As part of the Quality 
Management/Utilization Management committee, the physicians are responsible annually, 
for reviewing and approving the IQAP. The independently licensed behavioral health 
practitioners, OB/GYNs, pediatricians, internists, family practitioners and other providers are 
included in reviewing and approving the IQAP and providing input into our clinical processes, 
and making recommendations on policies, procedures, reviewing the clinical practice 
guidelines. The knowledge, input, and feedback from the committee physicians are used to 
develop and create interventions for our PIPs, help us understand the root cause of an issue, 
and assist with other quality improvement clinical-related activities that impact the IQAP. 


3.10.13.1 Participating physicians and other providers must be kept informed about 
the written IQAP through provider newsletters and updates to the 
provider manual. 


We understand and will comply with the requirements of RFP Section 3.10.13.1. 


Participating physicians and other providers are kept informed about the written IQAP 
through provider newsletters, our web portal, fax blasts and updates to the provider manual. 
We share an overview our successes with the IQAP related to providers, as well as 
opportunities for improvement. 
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3.10.13.2 The vendor must include in its provider contracts and employment 
agreements, for physician and non-physician providers, a requirement 
securing cooperation with the IQAP. 


We understand and will comply with the requirements of RFP Section 3.10.13.2. 


All physician and non-physician provider contracts include a statement about the IQAP and 
the requirements related to the program, including data reporting, records reviews, and other 
elements of the quality assurance program that affect providers.  


3.10.13.3 Contracts must specify that hospitals and other vendors will allow the 
vendor access to the medical records of its recipients. 


We understand and will comply with the requirements of RFP Section 3.10.13.3. 


All contracts with hospital and other vendors include notification that we have access to the 
medical records of recipients. 


3.10.14 Standard VIII: Delegation of IQAP Activities 


We understand and will comply with the requirements of RFP Section 3.10.14. 


3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain 
functions are delegated to other entities. If the vendor delegates any 
quality assurance activities to subcontractors or providers, it must: 


We understand and will comply with the requirements of RFP Section 3.10.14.1. 


We acknowledge accountability for all IQAP functions, even if certain functions are  
delegated to other entities. If such delegation occurs, we will adhere to the requirements 
below, as described. 


A. Have a written description of the delegated activities, the 
delegate’s accountability for these activities, and the frequency of 
reporting to the vendor; 


We understand and will comply with the requirements of RFP Section 3.10.14.1.A. 


In such situation in which we delegate IQAP functions to another entity, we will establish a 
written legally binding agreement in which the delegate entity’s responsibilities are 
specifically outlined, as our reporting requirements, including frequency.  


B. Have written procedures for monitoring and evaluating the 
implementation of the delegated functions, and for verifying the 
actual quality of care being provided; and 


We understand and will comply with the requirements of RFP Section 3.10.14.1.B. 
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The written agreement with the delegated entity will include detailed procedures for 
monitoring and evaluating the implementation of the delegated functions and for  
verifying the actual quality of care provided. Our Quality Management/Utilization 
Management Committee will be involved in drafting and negotiating this written  
agreement and its contents. 


C. Maintain evidence of continuous monitoring and evaluation, 
completed at least quarterly of delegated activities, including 
approval of quality improvement plans and regular specified 
reports. 


We understand and will comply with the requirements of RFP Section 3.10.14.1.C. 


We will continuously monitor and evaluate the efforts of the delegated entity through a 
variety of means, including but not limited to the requirement of quarterly progress reports, 
site visits, and records reviews. Any quality improvement plans generated by the delegated 
entity must be approved by the Quality Management/Utilization Management Committee 
before implementation.  


3.10.15 Standard IX: Credentialing and Recredentialing 
The IQAP must contain provisions to determine whether physicians and other health 
care professionals, who are licensed by the State of Nevada and who are under 
contract to the vendor, are qualified to perform their services. These provisions are:. 


We understand and will comply with the requirements of RFP Section 3.10.15. 


Our credentialing process evaluates the qualifications of providers (individual licensed 
providers and organizations) who provide care to recipients. We conduct this process before 
the provider is permitted to join the provider network and also reviews and re-evaluates 
credentials on a regular basis. Our Credentialing and Application Management unit has also 
held Utilization Review and Accreditation Commission (URAC) Credentials Verification 
Organization accreditation since 2003.  
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3.10.15.1 Written Policies and Procedures 
The vendor will have written policies and procedures that include a 
uniform documented process for credentialing, which include the 
vendor’s initial credentialing of practitioners, as well as its subsequent 
recredentialing, recertifying and/or reappointment of practitioners. The 
vendor will comply with NAC 679B.0405 which requires the use of Form 
NDOI-901 for use in credentialing providers. 
The DHCFP reserves the right to request and inspect the credentialing 
process and supporting documentation. The vendor agrees to allow the 
DHCFP and/or its contracted EQRO to inspect its credentialing process 
and supporting documentation. 


We understand and will comply with the requirements of RFP Section 3.10.15.1. 


Our policies and procedures relating to credentialing and re-credentialing are in writing. We 
comply with NAC 679B.0405 and use form NDO1-901 for credentialing. When we receive a 
credentialing application from a potential provider, the information is submitted to our 
Credentialing and Application Management unit for primary source verification. Primary 
source verification is the authentication process of the information submitted by the provider. 
The credentialing process fully complies with all State and Federal regulatory requirements, 
as well as the benchmarks established by NCQA and URAC, while meeting recipient demand 
for competent and qualified providers. We welcome the DHCFP and/or its contracted EQRO to 
inspect any and all aspects of our credentialing process and supporting documentation. 


Our Credentialing and Application Management unit matches all application information 
received by us against an Enterprise Practitioner Database, which identifies whether the 
applicant is already credentialed as a provider and current primary source information, if 
available. If current primary source information is available, the information is returned to us 
for review by the health plan’s Credentialing and Performance Committee.  


For applicants without current primary source information, or whose information does not 
match records in the Enterprise Practitioner Database, we consult the Council for Quality 
Affordable Healthcare’s (CAQH) Universal Credentialing Data Source Form database to verify 
the provider’s credential application. We minimize the administrative burden of the 
application process by allowing providers to access the national application available through 
the CAQH. CAQH is a not-for-profit organization that assists providers in satisfying time-
consuming credentialing requirements of health care organizations. If a provider is not in 
CAQH’s system, our provider services staff requests a more comprehensive application from 
the provider. 
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3.10.15.2 Oversight by Governing Body  
The Governing Body, or the group or individual to which the Governing 
Body has formally delegated the credentialing function, will review and 
approve the credentialing policies and procedures. 


We understand and will comply with the requirements of RFP Section 3.10.15.2. 


We have a Quality Oversight Committee and Credentialing Performance Committee who is 
responsible for reviewing and approving credentialing policies and procedures. Additionally, 
these governing bodies are accountable to the Quality Management Utilization Management 
Committee which has accountability to the Quality Management Oversight Committee that is 
accountable to the Board of Directors. The Quality Management Oversight Committee has 
delegated credentialing decision-making authority to the Credentialing and Performance 
Committee for credentialing and re-credentialing individual providers who deliver services  
to recipients.  


3.10.15.3 Credentialing Entity 
The vendor will designate a credentialing committee, or other peer review 
body, which makes recommendations regarding credentialing decisions. 


We understand and will comply with the requirements of RFP Section 3.10.15.3. 


The Quality Management Oversight Committee has delegated decision-making authority to 
the Credentialing and Performance Committee. This committee is responsible for 
credentialing and re-credentialing individual providers (i.e., practitioners) who deliver services 
to recipients. This committee is also responsible for conducting professional review activities 
involving the providers whose professional competence or conduct adversely affects, or could 
adversely affect the health or welfare of recipients. 


3.10.15.4 Scope 
The vendor will identify those practitioners who fall under its scope of 
authority and action. This must include, at a minimum, all physicians and 
other licensed independent practitioners included in the vendor’s 
provider network. 


We understand and will comply with the requirements of RFP Section 3.10.15.4. 
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3.10.15.5 Process 
The initial credentialing process obtains and reviews primary source 
verification of the following information, at a minimum:. 


A. The practitioner holds a current valid license to practice in Nevada 
or a current valid license to practice in the state where the 
practitioner practices. 


B. Valid Drug Enforcement Administration (DEA) certificate for  
all practitioners authorized by the scope of their license to 
prescribe drugs. 


C. Graduation from medical school and completion of a residency, or 
other post-graduate training, as applicable. 


D. Work history. 


E. Professional liability claims history. 


F. The practitioner holds current, adequate malpractice insurance 
according to the vendor’s policy. 


G. Any revocation or suspension of a State license or DEA number. 


H. Any curtailment or suspension of medical staff privileges (other 
than for incomplete medical records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Medical Association or any 
other applicable licensing or credentialing entity. 


K. The vendor obtains information from the National Practitioner Data 
Bank, the Nevada Board of Medical Examiners, the State Board of 
Osteopathic Medicine, any equivalent licensing boards for out- of-
state providers, and any other applicable licensing entities for all 
other practitioners in the plan. 
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L. The application process includes a statement by the applicant 
regarding: 


1. Any physical or mental health problems that may affect 
current ability to provide health care; 


2. Any history of chemical dependency/ substance abuse; 
3. History of loss of license and/or felony convictions; 
4. History of loss or limitation of privileges or disciplinary 


activity; and 
5. An attestation to correctness/ completeness of the 


application. 
This information should be used to evaluate the practitioner’s 
current ability to practice. 


M. There is an initial visit to each potential primary care practitioner’s 
office, including documentation of a structured review of the site 
and medical record keeping practices to ensure conformance with 
the vendor’s standards. If the vendor’s credentialing process 
complies with the current NCQA standards, it is not required to 
conduct initial site visits. 


N. The vendor’s provider credentialing must comply with 42 CFR 
§1002.3. 


O. If the vendor has denied credentialing or enrollment to a provider 
where the denial is due to vendor concerns about provider fraud, 
integrity, or quality the vendor is required to report this to the 
DHCFP Provider Enrollment Unit within fifteen (15) calendar days.  


We understand and will comply with the requirements of RFP Section 3.10.15.5.A-O.  


By reviewing and verifying the credentials of potential network providers, we help verify the 
delivery of high-quality care to recipients. Our credentialing and re-credentialing process is 
consistent with recognized HMO industry standards, including NCQA, URAC, applicable State 
and Federal CMS requirements, including compliance with 42 CFR §1002.3. Our Credentialing 
and Application Management unit is certified under the NCQA Credentials Verification 
Organization certification program for all 10 certification options as follows:  


• Valid license to practice in Nevada or a current valid license to practice in the State where 
the practitioner practices 


• Valid Drug Enforcement Administration (DEA) Certification for all practitioners authorized 
by scope of their license to prescribe drugs 


• Education and training including graduation from medical school and completion of a 
residency or other post-graduate training, as applicable 
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• Liability/malpractice claims history 
• Any revocation of suspension of State license or DEA certification 
• Application and attestation content 
• Practitioner application processing 
• Medical board sanctions 
• Medicare/Medicaid sanctions 
• Ongoing monitoring of sanctions 
• Work history 


Individual providers. The provider’s licensure, education and training, evidence of graduation, 
and specialty training are validated. Screening for felony convictions is performed, the 
National Practitioner Data Bank is queried, and the provider’s DEA Controlled Substances 
Registration Certificate is verified. State licensure and malpractice insurance coverage are 
also examined. If a provider has unexplained employment gaps greater than six months, 
records of adverse actions, or history of professional liability claims, more detailed 
information is gathered and site visits may be conducted. The credentialing application 
requires an attestation regarding the provider’s ability to perform essential functions which 
fall within the professional license scope. Application questions include illegal drug use, 
history of loss of license, history of loss or limitation of privileges or disciplinary activity, 
current malpractice insurance coverage, and the correctness of their application. Further 
investigation is initiated when a provider applying for credentialing responds affirmatively 
regarding: medical condition which may impair ability to practice medicine (reasons for any 
inability to perform essential functions of the position, with or without accommodation), use 
of chemical or illegal substances, supervised rehabilitation program, or any claims history of 
disciplinary or adverse action related to the practitioner’s professional liability that resulted 
in settlements or judgments paid by or on behalf of practitioner.  


Organizational providers. An assessment is conducted to confirm the provider is in good 
standing with State and Federal regulatory bodies and that the provider has been reviewed 
and approved by a recognized accrediting body. If the provider is not accredited, an onsite 
quality assessment is conducted. Our credentialing activities will also confirm that community 
agencies comply with standards of accreditation, licensure, and certification from the State.  


Once the primary source verification process is completed, the application goes to the health 
plan’s Credentialing and Performance Committee. This committee is chaired by the health 
plan Medical Director and includes representatives from a range of providers in specialties 
that include primary care and high volume specialists as well as other specialty providers as 
necessary for peer review, (e.g., dentists, cardiologists). The committee is responsible for 
conducting professional review activities involving the providers whose professional 
competence or conduct adversely affects, or could adversely affect the health or welfare  
of recipients.  
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We conduct ongoing monitoring of sanctions for credentialed providers and ongoing 
monitoring of quality of care. Our provider services department and Credentialing and 
Performance Committee share information, whenever it is received, concerning sanctions of 
providers by licensing bodies. On a monthly basis, we review the Office of the Inspector 
General’s List of Excluded Individuals/Entities and terminate any providers who are no longer 
qualified to perform Medicaid/Medicare services.  


We understand that part of ensuring a robust provider network to meet the needs of our 
recipients is to minimize administrative burdens on our providers and/or potential providers. 
To minimize the administrative burden of the application process, practitioners will use CAQH. 
CAQH’s ProView allows providers to submit one application to meet the needs of all of the 
health plans and hospitals participating in the CAQH effort. To maintain the accuracy of the 
data, CAQH sends providers a reminder every 90 days to re-attest to their information.  


Health plans and hospitals designated by providers obtain application information directly 
from the CAQH database. This eliminates the need for multiple organizations to contact the 
provider for the same information. CAQH gathers and stores detailed data for more than 1 
million providers nationwide. We use CAQH ProView for credentialing all provider types, and 
CAQH ProView is compliant with State-required credentialing applications. 
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3.10.15.6 Recredentialing 
A process for the periodic re-verification of clinical credentials (re-
credentialing, reappointment, or recertification) will be described in the 
vendor’s policies and procedures, including: 


A. Evidence that the procedure is implemented at least every sixty 
(60) months; 


B. The vendor conducts periodic review of information from the 
National Practitioner Data Bank and all other applicable licensing 
entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. 
At a minimum, the re-credentialing, recertification or 
reappointment process is organized to verify current standing in 
required areas. 


C. The re-credentialing, recertification or reappointment process also 
includes review of data from: 
1. Recipient grievances and appeals; 
2. Results of quality reviews; 
3. Utilization management; 
4. Recipient satisfaction surveys; and 
5. Re-verification of hospital privileges and current licensure, if 


applicable. 
D. The vendor’s provider re-credentialing must comply with  


42 CFR §1003.3 
E. If the vendor decredentials, terminates or disenrolls a provider the 


vendor must inform the State within 15 calendar days. If the 
decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions related to 
fraud or abuse the DHCFP will notify HHS-OIG. 


We understand and will comply with the requirements of RFP Section 3.10.15.6. 


Our re-credentialing, reappointment, and recertification of providers occurs at least once 
every three years and fully conforms to the requirements of 42 CFR §1003.3. Each practitioner 
or organizational provider is subject to review to maintain participation in our network. The 
re-verification of clinical credentials includes confirmation of licensure (and information on 
sanctions or limitations on licensure), board certification if the provider was due to be re-
certified, professional liability insurance coverage and updated claims history, and any 
restrictions from Medicare and Medicaid. As part of the re-verification process, Primary 
Source Verification is again performed by our NCQA certified/URAC accredited organization 
and reviewed by National Credentialing and Performance Committee.  
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Our re-credentialing, reappointment and recertification process follow standards established 
by State, regulatory bodies and accrediting organizations such as NCQA.  


Individual providers. We consider the following factors in our re-credentialing, reappointing 
and recertifying process and secure primary source verification, as required:  


• Licensure and/or certification verified through State licensing boards in geographical 
areas where network providers will care for our recipients 


• Board certifications (when applicable) 
• Loss of/limitation of hospital admitting privileges (when applicable) 
• Current professional liability coverage 
• DEA and State controlled-drug substance registration, when applicable, through 


verification by the U.S. Department of Commerce National Technical Information Service 
(when applicable) 


• Disciplinary history or adverse actions related to licensure and DEA registration, which we 
query through State licensing boards and the National Practitioner Databank (NPDB) 


• State Board sanctions and loss of license 
• Medicare Opt-Out 
• Office of Personnel Management/Office of Inspector General reports 
• Recipient complaints 
• Internally identified potential quality of care concerns 
• Malpractice insurance claims history to examine any possible trends and to look for 


evidence that might suggest any probable substandard professional performance in  
the future 


• Mental and physical health to determine if the provider’s history might suggest any 
probable substandard professional performance in the future 


• Medicare/Medicaid disciplinary actions  
• Professional education and training through verification by the American Medical 


Association Masterfile, American Osteopathic Association, and specialty board or specific 
residency/training program (highest level of education, depending on provider type) 


• Work history  
Our re-credentialing, recertification and reappointment process also includes a review of 
recipient grievances and appeals, quality reviews, utilization management, recipient 
satisfaction survey results, and re-verification of hospital privileges and current licensure. 
Our policy requires that if we de-credential, terminate or dis-enroll a provider, we inform the 
State within 15 calendar days. We understand that if the de-credentialing, termination or 
disenrollment of a provider is due to suspect criminal actions or disciplinary actions related to 
fraud or abuse, the DHCFP will notify HHS-OIG.  
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3.10.15.7 Delegation of Credentialing Activities  
If the vendor delegates credentialing and re-credentialing, recertification, 
or reappointment activities, there must be a written description of the 
delegated activities, and the delegate’s accountability for these activities. 
There must also be evidence that the delegate accomplished the 
credentialing activities. The vendor must monitor the effectiveness of the 
delegate’s credentialing and reappointment or recertification process. 


We understand and will comply with the requirements of RFP Section 3.10.15.7. 


Delegation agreements include a written description of the delegated credentialing  
activities, both party’s accountability, including what is covered under the credentialing 
program, frequency of reporting (semi-annually), and how a delegate’s performance will be 
assessed annually.  


We monitor delegate performance by conducting an annual audit (and/or post-contractual 
audit) and evaluation on each credentialing delegate using the Data Collection Tool. The 
review includes the delegate’s credentialing policies and procedures, the approval process, 
the process for ongoing monitoring, and a sample of credentialing/re-credentialing files 
based on NCQA’s 8/30 file methodology as outlined in the delegation agreement. If a 
delegate does not meet established thresholds, a corrective action plan or re-audit may  
be required.  


3.10.15.8 Retention of Credentialing Authority  
The vendor retains the right to approve new practitioners and sites, and 
to terminate or suspend individual practitioners. The vendor has policies 
and procedures for the suspension, reduction or termination of 
practitioner privileges. 


We understand and will comply with the requirements of RFP Section 3.10.15.8.  


We have policies and procedures for the suspension, reduction or termination of practitioner 
privileges. The scope of this policy outlines when there is a change in the network due to the 
voluntary or involuntary provider and/or subcontractor terminations and our notification 
process for recipients, providers or subcontractors, appropriate regulatory agencies and 
internal departments. 


We retain the right to terminate, reduce or suspend individual providers from our network. If 
we do terminate a provider, the provider services manager is responsible for notifying 
Compliance who will then notify DHCFP of this change to the provider network. All other 
network changes will be communicated to DHCFP during the quarterly provider network file 
reporting process. It is the responsibility of the provider services manager, in coordination 
with the recipient services manager, to initiate recipient notification and transition of care 
protocols when a provider is terminated for any reason. These processes make certain a 
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smooth transition of care for our recipients and prevent gaps in service which could 
negatively impact our recipient’s care. 


3.10.15.9 Reporting Requirement 
The vendor must ensure there is a mechanism for, and evidence of 
implementation of, the reporting of serious quality deficiencies  
resulting in suspension or termination of a practitioner, to the 
appropriate authorities. 


We understand and will comply with the requirements of RFP Section 3.10.15.9. 


We will notify DHCFP at least 45 days before the effective date of a suspension, termination, 
or voluntary withdrawal of a provider or subcontractor from participation in this program. If 
the termination is "for cause”, our notice to DHCFP will include the reasons for the 
termination. We will arrange immediate coverage by a provider and or subcontractor of the 
same specialty, expertise, or service provision and will submit a new contract with a 
replacement provider and or subcontractor to DHCFP 45 days before the effective date. We 
will, on request, provide DHCFP with periodic updates and information about the specific 
potential provider and or subcontractor terminations, including the status of renegotiation 
efforts. If a network laboratory terminates from our network, we will inform DHCFP 90 days 
before the effective date of the laboratory’s scheduled termination. 


3.10.15.10 Provider Dispute Process 
The vendor must have a provider appeal process for instances wherein 
the vendor chooses to deny, reduce, suspend or terminate a practitioner’s 
privileges with the vendor. 


We understand and will comply with the requirements of RFP Section 3.10.15.10. 


If we terminate, suspend or reduce a provider and or subcontractor’s contract, we must 
provide the provider and or subcontractor with the right to appeal the action. We will provide 
written notice to the provider and or subcontractor regarding his/her right to appeal the 
action, which must include the reason for the suspension, termination or reduces (non-
renewal), notice of his/her right to a review hearing, and the process and timing for 
requesting a hearing. We will make certain that the majority of the hearing panel members 
are peers of the affected provider and or subcontractor. Appeal requirements do not apply in 
cases involving imminent harm to a patient care, a determination of fraud, or a final 
disciplinary action by the State licensing board or other governmental agency that impairs the 
provider and or subcontractor’s ability to practice, or if the provider and or subcontractor 
voluntarily agreed to leave our network. 


We understand that provider and or subcontractor resource consumption patterns shall not 
constitute “cause” unless we can demonstrate we have in place a risk adjustment system that 
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takes into account recipient health-related differences when comparing across providers and 
or subcontractors. 


We shall assure immediate coverage by a provider and or subcontractor of the same 
specialty, expertise, or service provision and shall submit a new contract with a replacement 
provider and or subcontractor to DHCFP 45 days before the effective date. 


Upon request, we will provide DHCFP with periodic updates and information about the 
specific potential provider and or subcontractor terminations, including the status of 
renegotiation efforts. 


3.10.16 Standard X: Recipient Rights and Responsibilities 
The vendor must demonstrate a commitment to treating recipients in a manner 
that acknowledges their rights and responsibilities. 
3.10.16.1 Written Policy on Recipient Rights 


The vendor must have a written policy that recognizes the following 
rights of recipients: 
A. To be treated with respect, and recognition of their dignity and 


need for privacy;. 
B. To be provided with information about the vendor, its services, the 


practitioners providing care, and recipients’ rights and 
responsibilities; 


C. To be able to choose primary care practitioners, including 
specialists as their PCP if the recipient has a chronic condition, 
within the limits of the plan network, including the right to refuse 
care from specific practitioners;. 


D. To participate in decision-making regarding their health care, 
including the right to refuse treatment;. 


E. To pursue resolution of grievances and appeals about the vendor or 
care provided;. 


F. To formulate advance directives; 
G. To have access to his/her medical records in accordance with 


applicable federal and state laws and to request that they be 
amended or corrected as specified in 45 CFR Part 164; 


H. To guarantee the recipient’s right to be free from any form of 
restraint or seclusion used as a means of coercion, discipline, 
convenience, or retaliation; and 


I. To receive information on available treatment options and 
alternatives, presented in a manner appropriate to the recipient’s 
condition and ability to understand. 
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We understand and will comply with the requirements of RFP Sections 3.10.16 and 
3.10.16.1.A-I. 


We recognize that recipients fully informed of their rights and responsibilities are more likely 
to take an active role in their own health care, and we do everything we can to make sure 
that recipients, staff, and providers are aware of the full range of rights accorded to DHCFP 
recipients. We comply with all requirements in 42 CFR 438.100 and OMPP requirements 
related to recipient rights and responsibilities. 


Upon initial enrollment, all recipients receive a Member Handbook by mail within 5 days of 
enrollment that contains information about being an active partner in their health care by 
understanding their rights and responsibilities. Further, to help foster engagement among 
recipients, we also present that information on our public website. On at least an annual  
basis the recipient newsletter includes information that reviews recipient rights and 
responsibilities. Additionally, we make the Member Handbook available through a  
mobile app.  


Our Member Handbook contains, at a minimum, all the information listed in Section 3.10.16.1 
of the RFP that is applicable under our Contract, including the following recipient rights 
 and responsibilities: 


• Be treated with respect and with consideration for the recipient’s dignity and privacy 
• Be provided with information about us, our services, practitioners providing care within 


our network and recipients’ rights and responsibilities 
• Be able to choose PCPs, including specialists as their PCP if the recipient has a chronic 


condition, within the limits of the plan network, including the right to refuse care from 
specific practitioners 


• Participate in decisions regarding health care, including the right to refuse treatment for 
religious reasons or for any other reason 


• Recipient grievance, appeal, and State fair hearing procedures and time frames 
• Complete description and explanation of Advance Directives, as in 42 CFR §489 
• Be able to request and receive a copy of medical records and request that they are 


amended or corrected 
• Be free from any form of restraint or seclusion used to coerce, discipline, convenience  


or retaliate 
• Receive information on available treatment options and alternatives, presented in a 


manner appropriate to the recipient’s condition and ability to understand 
• Receive all information in a manner and format the recipient can understand 
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3.10.16.2 Written Policy on Recipient Responsibilities 
The vendor must have a written policy that addresses recipients’ 
responsibility for cooperating with those providing health care services. 
This written policy must address recipients’ responsibility for: 


A. Providing, to the extent possible, information needed by 
professional staff in caring for the recipient; and 


B. Following instructions and guidelines given by those providing 
health care services. 
The vendor should also include additional recipient responsibilities 
in their recipient communications (such as, the recipient is 
responsible for being on time for scheduled appointments and 
canceling appointments in a timely manner, the recipient is 
responsible for reporting fraud and/or abuse, etc.). 


We understand and will comply with the requirements of RFP Section 3.10.16.2.A-B. 


We understand that engaged recipients are more likely to seek routine and acute health care, 
as needed. We place Recipient Responsibilities (indicated below) in our Member Handbook to 
inform recipients, their families and caregivers of the reciprocal relationship between the 
recipient and the system of care we offer. These responsibilities are: 


• Give your health care providers all the information they need 
• Tell the health plan and DHCFP about your concerns, questions, or problems 
• Be respectful to the health care providers who are giving you care 
• Ask for more information if recipient does not understand care, treatment plan or  


health condition 
• Use ID cards when attending health care appointments or receiving services, do not let 


anyone else use card and let us know if ID card is lost or stolen 
• Know the name of PCP and Case Manager if one is assigned 
• Know about his/her health care and the steps to take to get care 
• Do not use emergency department for non-emergent services 
• Tell us when there are changes to address or telephone number 
• Tell DHCFP when there are changes in family size, income, or address 
• Understand your health problems and participate in setting own health goals 
• Let providers know if the recipient’s health changes 
• Schedule appointments during office hours when possible; be on time; call if the recipient 


will be late to or miss appointment; talk to providers about the care needed. 
• Ask if there are other options and how they can help; ask about risks of other options 
• Follow provider’s advice; if recipient is not comfortable with the advice, recipients are 


encouraged to have a discussion with their provider 
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• Tell us about any other insurance recipient has; tell us if recipient is applying for any  
new benefits 


• Give doctor a copy of living will or advance directive 
• Get all the preventive care needed to stay healthy 
• Live a healthy lifestyle. Avoid unhealthy activities 
• If recipient does not agree with a provider, they can follow the steps to file a grievance 


Additionally, the recipients’ responsibilities include obtaining referrals when appropriate, 
asking questions when they do not understand the PCPs’ instructions, informing the health 
plan when receiving care upon enrollment and to make an appointment when needing 
routine care. 


3.10.16.3 Communication of Recipient Policies to Providers 
A copy of the vendor’s policies on recipients’ rights and responsibilities is 
provided to all participating providers upon initial credentialing and when 
significant changes are made. 


We understand and will comply with the requirements of RFP Section 3.10.16.3. 


We believe it is critical that our contracted providers are aware of the recipient’s rights and 
responsibilities in the delivery of care to recipients. We verify this by listing the recipient 
rights and responsibilities in our Provider Manual, which is distributed to all providers upon 
contracting/credentialing. The recipient rights and responsibilities are also available on our 
website and are routinely included in our Provider Newsletter. In addition, we provide 
updated information on recipient rights and responsibilities when material changes or 
revisions occur, which is about every two years. 


3.10.16.4 Communication of Policies to Recipients 
Upon enrollment, recipients are provided a written statement that 
includes information on their rights and responsibilities. 


We understand and will comply with the requirements of RFP Section 3.10.16.4. 


We send the Member Handbook to recipients within five days of enrollment. Our Member 
Handbook promotes adult learning and education related to the recipient’s benefits, rights, 
responsibilities and information necessary to use their services. We update the Member 
Handbook at least annually and will submit the draft handbook to DHCFP for approval before 
finalizing it and distributing it to recipients.  
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3.10.16.5 Recipient Grievance and Appeals Procedures  
The vendor must have a system(s) linked to the IQAP for addressing 
recipients’ grievances and providing recipient appeals. This system  
must include: 


A. Procedures for registering and responding to grievances and 
appeals within thirty (30) calendar days. Vendors must establish 
and monitor standards for timeliness; 


B. Documentation of the substance of grievances, appeals, and 
actions taken; 


C. Procedures ensuring a resolution of the grievance and providing 
the recipient access to the State Fair Hearing process for appeals;  


D. Aggregation and analysis of grievance and appeal data and use of 
the data for quality improvement; 


E. Compliance with DHCFP due process and fair hearing policies and 
procedures specific to Nevada Medicaid and Nevada Check Up 
recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


We understand and will comply with the requirements of RFP Section 3.10.16.5.A-F. 


We have established a comprehensive grievance system process for both recipients and 
providers inclusive of appeals, grievances and State Fair Hearings. Our grievance system is in 
compliance with 42 CFR 438 Subpart F Grievance and Appeal. We base our grievance system 
process on our Medicaid best practice. We resolve appeals and grievances as quickly as the 
recipient’s health condition requires and in compliance with Federal and State regulations. 
Our approach treats recipients in an equitable, effective, and appropriate manner, regardless 
of ethnic and cultural backgrounds. Our goal is to make the process as easy as possible for our 
recipients so that they understand what to do along each step of the way.  


The objectives of our recipient grievance system are to: 


• Promote recipient education regarding appeal, grievance, and State fair hearing rights 
• Verify that recipient appeals and grievances are acknowledged and addressed in a 


manner that supports an equitable outcome 
• Facilitate the resolution of issues that affect quality of care and services 
• Identify discernable trends that represent an opportunity to improve health outcomes and 


processes to affect our recipients' experience positively or to increase  
recipient satisfaction 


• Facilitate compliance with contractual requirements and NCQA standards, including 
Federal and State laws and rules 
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• Promote effective management of recipient appeals and grievances 
• Provide for accurate maintenance of required documentation 
• Comply with reporting requirements 


There are multiple ways our recipients can tell us about a problem. They can tell us in person, 
call us, send an email, send a fax or send a letter through the postal mail. We listen to what 
the recipient wants and direct them to the appropriate Grievance System Process.  


They can either file a grievance to express dissatisfaction about services received (for 
example, quality of care, the way they were treated by the provider or health plan staff or 
vendor), or they can file an appeal which asks us to review an action taken by us. In either 
case, there are timelines for getting back to the recipient with a decision. The recipient can 
request an expedited resolution for appeal decisions if they or their provider believes that 
waiting the standard timeframe would cause harm to their health. Expedited appeal requests 
are reviewed to determine if they meet criteria. If they do not meet criteria, they will be 
transferred to the standard processing timeframe. We will send written notice of the transfer 
and maintain the original received date. 


The Grievance System process is undertaken with the utmost regard to protecting the 
confidentiality of protected health information in compliance with our privacy policies and 
Health Insurance Portability and Accountability Act (HIPAA) requirements. Upon receipt, each 
case type is assigned a tracking number in the Appeal and Grievance application. This 
tracking number is used by the Appeal and grievance manager to monitor each appeal 
throughout the research and resolution process. An investigation of the appeal or grievance 
will take place and will be documented. The investigation will include documentation of 
evidence from all parties. The documentation will include but is not limited to: 


• The date of the call or written notification 
• The name of the requestor 
• The recipient identification number 
• A short summary of the issues 
• Date of disposition/resolution 
• The nature of the disposition/resolution 
• The date of communication of the disposition/resolution 


The recipient will receive an Appeal Decision or Grievance Resolution letter, explaining the 
decision or resolution and why. The Appeal Decision or Grievance Resolution letters also 
explain next level appeal rights as applicable.  


Although DHCFP requires that expedited appeals be resolved within three business days, we 
will resolve all expedited appeals within 72 hours of receipt. We use a shorter time frame 
because it is in the best interest of the recipient to receive a decision on care or services as 
quickly as possible. We will make a good faith attempt to give the recipient prompt oral 
notification of the decision followed by a written decision letter. 
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We will establish a real-time Quality Assurance program to review appeal and grievance 
cases to identify potential issues within the individual process step timeframe to all for 
corrections before it becomes an issue. We also have corporate Appeal and Grievance 
Oversight team who will conduct regularly scheduled reviews of recipient and provider 
appeals, grievances and State Fair Hearings. Any identified issues are reported to the health 
plan leaders to develop and implement a corrective action plan. Corrective action plans are 
monitored through completion, and the plan is subject to reassessment. 


Our Appeal and Grievance Committees includes cross-functional representatives from 
Recipient Services, Provider Services, Compliance, Case Management, or other departments 
who review appeals and grievances regularly to resolve appeals and grievances and to 
identify trends. The committee reports findings quarterly, to the Service Improvement 
Committee and Quality Management Oversight Committee, summarizing the frequency and 
resolution of all requests. 


This provides Senior Management with the authority to take corrective action to address the 
issues affecting individual recipient satisfaction and to stabilize trends within the delivery 
system as a whole. For example, if we identify a grievance trend of providers who exceed the 
threshold for appointment availability or office wait-time, we take corrective action and 
evaluate our network for potential gaps. 


Consistent evaluation of appeal and grievance trends allows compliance and executive staff, 
working with Quality Management, to improve medical, network, operations, and 
management areas that require additional focus. Having cross-functional oversight of appeal 
and grievance processing also improves overall program effectiveness. 


3.10.16.6 Recipient Suggestions 
An opportunity must be provided for recipients to offer suggestions for 
changes in policies and procedures.  


We understand and will comply with the requirements of RFP Section 3.10.16.6 


We solicit suggestions and recommendations from our recipients regarding all aspects of our 
services, policies, and procedures. Recipients are encouraged to offer input and feedback in 
the Member Handbook, on our website and in our recipient newsletter. In addition, we 
encourage input through contact with Recipient Services and our website “contact us” page. 
Additionally, we seek feedback from recipients during community outreach events. 
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3.10.16.7 Steps to Assure Accessibility of Services  
The vendor must take steps to promote accessibility of services 
offered to recipients. These steps include: 


A. The points of access to primary care, specialty care and hospital 
services are identified for recipients;  


B. At a minimum, recipients are given information about: 
1. How to obtain services during regular hours of operations; 
2. How to obtain emergency and after-hour care;  
3. How to obtain emergency out-of-service area care;  
4. How to obtain the names, qualifications and titles of the 


professionals who provide and are accepting medical patients 
and/or are responsible for their care; and  


5. How to access concierge services and if needed case 
management assistance from the vendor when needed to 
gain access to care. 


We understand and will comply with the requirements of RFP Section 3.10.16.7 


We understand the importance of providing recipients with widely accessible information 
regarding our services. Our robust communications program offers multiple avenues for 
recipients to obtain meaningful information about a variety of topics—how to access primary, 
specialty and hospital services—in the best format for them. To this end, we include 
comprehensive written materials such as our Member Handbook and our Provider Directory, 
both of which are available on our website as well. Recipients can access information 
telephonically through Recipient Services as well.  


Our website offers interactive access to recipients and potential recipients to gain  
information on available programs, services, and providers. Our website is consistent with 
advanced digital accessibility for recipients who have special needs. In addition to 
information on accessing primary, specialty, and hospital care, our website offers information 
on the following:  


• How to obtain services during regular hours of operation 
• How to obtain emergency and after-hours care 
• How to obtain emergency out-of-service area care 
• How to obtain the names, qualifications, and titles of the professionals who provide and 


are accepting medical patients and/or are responsible for their care 
• How to access concierge services and if needed case management assistance when 


needed to gain access to care 
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3.10.16.8 Information Requirements  
A. Recipient information (for example, subscriber brochures, 


announcements, and handbooks) must be written at an eighth 
(8th) grade level that is readable and easily understood. 


B. Written information must be available in the prevalent 
languages of the population groups served.  


We understand and will comply with the requirements of RFP Section 3.10.16.8 


To make sure that recipients can easily understand our written materials, we develop our 
written materials in easily understood language and a format that takes into consideration 
the special needs of our recipients—for example, those with limited reading proficiency. We 
write all recipient materials at an 8th-grade reading level to make sure broad access and 
understandability. All recipient information will be available in prevalent non-English 
languages, as determined by the State, and alternative forms, e.g., large print, Braille, audio 
formats for recipients with sensory impairments in the particular geographic service  
area awarded.  


3.10.16.9 Confidentiality of Patient Information  
The vendor must act to ensure that the confidentiality of specified 
patient information and records is protected. The vendor must: 


We understand and will comply with the requirements of RFP Section 3.10.16.9. 


A. Establish in writing and enforce policies and procedures on 
confidentiality including confidentiality of medical records; 


We understand and will comply with the requirements of RFP Section 3.10.16.9.A. 


We have written policies and procedures in place to comply with the HIPAA Privacy Rule, 
provisions of the Health Information Technology for Economic and Clinical Health (HITECH) 
Act and will make sure that our confidentiality policies and procedures conform to  
Nevada law.  


B. Ensure patient care offices/sites have implemented mechanisms to 
guard against the unauthorized or inadvertent disclosure of 
confidential information to persons outside of the vendor; 


We understand and will comply with the requirements of RFP Section 3.10.16.9.B. 


We require our affiliates and business partners, including our providers, to protect the privacy 
and confidentiality of recipient information as required by HIPAA, and we will incorporate the 
requirements of Nevada law as well. Providers as Covered Entities under HIPAA are required 
to apply appropriate administrative, technical and physical safeguards to protect the privacy 
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and security of recipients’ medical information and verify against unauthorized acquisition, 
use or disclosure of protected health information (PHI). 


C. Hold confidential all information obtained by its personnel about 
recipients related to their examination, care and treatment and 
shall not divulge it without the recipient’s authorization, unless: 


1. It is required by law, or pursuant to a hearing request on the 
recipient’s behalf;  


2. It is necessary to coordinate the recipient’s care with physicians, 
hospitals, or other health care entities, or to coordinate 
insurance or other matters pertaining to payment; or  


3. It is necessary in compelling circumstances to protect the health 
or safety of an individual. 


We understand and will comply with the requirements of RFP Section 3.10.16.9.C.1-3. 


Our policies prohibit disclosures of PHI without authorization or as otherwise permitted under 
HIPAA. Disclosures of PHI required by law, to coordinate treatment, payment, and health care 
operations and to protect the health of an individual are all permissible disclosures  
under HIPAA. 


D. Must report any release of information in response to a court order 
to the recipient in a timely manner; and 


We understand and will comply with the requirements of RFP Section 3.10.16.9.D. 


Our policies require notification of a recipient of any release of the recipient’s information  
in response to a court order. The recipient will be notified within 30 days of the release of  
the information.  


E. May disclose recipient records whether or not authorized by the 
recipient, to qualified personnel, defined as persons or agency 
representatives who are subject to standards of confidentiality that 
are comparable to those of the State agency. 


We understand and will comply with the requirements of RFP Section 3.10.16.9.E. 


Our HIPAA privacy policies detail the circumstances under which we may disclose recipient 
information without the recipient’s authorization. Permissible disclosures under HIPAA are 
outlined in our Disclosures to Third Parties policy, which includes reporting certain 
information to State agencies when required. 
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3.10.16.10 Treatment of Minors 
The vendor must have written policies regarding the treatment  
of minors.  


We understand and will comply with the requirements of RFP Section 3.10.16.10. 


We have written policies regarding the treatment of minors. Our documents describe the 
process used by our health plans to protect the confidentiality of the recipient’s PHI for both 
adults and minor children. 


Our health plan personnel are trained not to release any recipient information including 
medical records, complaints, grievance and appeal records or other related information 
without verifying the caller can access this information. 


The Recipient Services Representative verifies at a minimum the recipient’s identity by using 
the following pieces of information: 


• Recipient ID # or social security # 
• Recipient full name 
• Date of birth of the recipient 
• Recipient address and phone numbers 
• Caller’s identity and relationship to recipient 


Information regarding the parent or guardian of a minor provided by the State on the 
enrollment file is loaded into our business application system. Recipient Services 
representatives use this information to verify that the caller can access information on the 
minor. After verification of an individual’s identity (as a parent or personal representative of a 
minor), our Recipient Services Department will release eligibility and claim information and 
answer questions about the minor’s coverage. 


Per Nevada law, we will not release any information related to a minor's mental health, 
substance abuse, reproductive health or sexually transmitted diseases to a parent or personal 
representative without the minor's authorization. In addition, we will not release a minor’s 
PHI without his or her authorization to a parent or personal representative if the minor is 
emancipated under Nevada law.  


3.10.16.11 Assessment of Recipient Satisfaction  
The vendor must conduct periodic surveys of recipient satisfaction 
annually with its services: 


We understand and will comply with the requirements of RFP Section 3.10.16.11. 


We understand that individuals who are satisfied with and engaged in their health care 
services are more likely to seek routine and acute care services promptly that can maintain or 
improve their health care status. We, therefore, are committed to offering care, services, and 
support in ways that meet the needs of our recipients. Critical to our ability to meet our 
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recipients’ needs and standards is a regular process to determine whether we are offering 
services in an acceptable manner, and if not, how we can improve. To this end, we use various 
methods to stay in touch with our recipients about our services. These are described in  
detail below. 


A. The surveys must include content that address or cover any 
perceived problems in quality, availability and accessibility of care. 


We understand and will comply with the requirements of RFP Section 3.10.16.11.A. 


To better understand the issues and concerns of our recipients and how we can best help 
them, we conduct periodic surveys that focus on quality, availability, and accessibility of care. 
Our surveys produce results that measure and monitor recipient satisfaction with our services:  


• Identify areas for improvement 
• Create action plans to address identified issues  
• Clarify for our network providers areas for improvement and the associated rationale  


Subsequent surveying is used to measure any resultant changes and whether further action  
is needed. 


A key component of our strategy in assessing recipient satisfaction is the conduct of the 
nationally recognized CAHPS survey. CAHPS is owned and administered by the Agency for 
Healthcare Research and Quality (AHRQ) and conducted by survey vendors who must be 
certified by NCQA. Health plans or State agencies hold the contracts with the certified survey 
vendors, and the surveys are administered under uniform NCQA protocols and requirements. 
CAHPS Medicaid surveys include 


• Adult 5.0H 
• Child 5.0H 
• Child with Children with Chronic Conditions (CCC) 5.0H 


The CAHPS 5.0H surveys capture accurate and reliable information from consumers about 
their experiences with health care. The surveys include a core set of questions, with some 
questions grouped to form composites, or summary results, of key areas of care and service. 
Examples of survey questions and composite groups include: 


• Rating of Personal Doctor  
• Rating of Specialist Seen Most Often 
• Rating of All Health Care 
• Rating of Health Plan 
• Getting Needed Care (composite) 
• Getting Care Quickly (composite) 
• How Well Doctors Communicate (composite) 
• Customer Service (composite) 
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As a result of the CAHPS survey, we can identify and investigate the sources of recipient 
dissatisfaction. Our method for this investigation is to create interdisciplinary workgroups 
that include key stakeholders from various departments, our Recipient Advisory Committee as 
well as participating providers, when applicable. An action plan is created to address any 
findings. Practitioners and providers are informed of the assessment results in our Provider 
Newsletter, provider forums, and the web portal. Results are analyzed and disseminated 
throughout the IQAP committee structure, internally through department communication 
protocols, and to recipients and providers. The PDSA process is used to assess performance 
improvement opportunities and planned interventions. Actions are decided and approved, 
and ongoing updates are provided through the formal IQAP Program structure.  


The CAHPS survey is conducted annually, and the impact of the action plans are re-evaluated 
annually. However, we do not wait for the next survey to determine if our action plan is 
effective. We have interim metrics/mechanism to monitor the effects of our action plan; for 
example, we monitor complaints, grievances and appeals, disenrollment rates and reasons, 
PCP change rates and reasons, and who the providers are. 


B. The survey(s) assess at least a sample of: 
1. All recipients;  
2. Recipient requests to change practitioners and/or facilities; and 
3. Disenrollment by recipients. 


We understand and will comply with the requirements of RFP Section 3.10.16.11.B.1-3. 


Within the CAHPS survey, we sample across several population groups to make certain  
we have results representative of our overall recipient population, as well as important 
subgroups. Two key subgroups for which we specially sample include recipients who  
have made requests to change practitioners and/or facilities and recipients who have  
dis-enrolled. Both of these subpopulations represent subgroups that can provide important 
insights into challenges faced by our recipients and the means by which we can improve our 
care and services.  


C. As a result of the survey(s), the vendor must: 
1. Identify and investigate sources of dissatisfaction; 


We understand and will comply with the requirements of RFP Section 3.10.16.11.C.1. 
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As a result of the survey(s), we review all aspects of the plan to research, resolve, and 
eliminate, when possible, the source of dissatisfaction. Identification and investigation 
include reviewing: 


• Recipient and Provider Appeals  
• Member Advisory Council meetings 
• Recipient Potential Quality of Care issues 
• Recipient Quality of Service issues  


We will work with all applicable departments to identify solutions: 


• Case Managers and Outreach Coordinators 
• Our Recipient Call Center 
• Executive Staff 
• Provider Relations 


The data sources above, are used to identify trends and patterns and to access the need for 
change. Results of the surveys are used to develop an action plan that addresses areas 
identified for improvement or is a source of dissatisfaction for the recipients. The root cause 
of dissatisfaction and barriers to improvement are addressed in the action plan.  


2. Outline action steps to follow up on the findings; and 


We understand and will comply with the requirements of RFP Section 3.10.16.11.C.2. 


CAHPS survey results are an integral part of our IQAP Program. Recipient satisfaction with 
health care and health plan providers and services is an important aspect of how we measure 
our performance. Steps to follow-up on findings include but are not limited an action plan, 
analyzing and disseminating survey results throughout the IQAP committee structure, 
specifically, the Service Improvement Committee that is chaired by the Chief Operation 
Officer. The Service Improvement Committee advises and makes recommendations to the 
Quality Management Oversight Committee and/or management about customer (recipient 
and provider) issues.  


Our strategy to follow up on the findings also includes continuously gathering, analyzing, 
monitoring and act upon feedback and information collected daily from our recipients and 
providers. The PDSA cycle is applied daily, monthly, or annually to help us continuously listen 
to our recipients and improve satisfaction and the recipient’s experience.  


3. Inform practitioners and providers of assessment results.  


We understand and will comply with the requirements of RFP Section 3.10.16.11.C.3. 


Practitioners and providers are informed of the survey results at least annually in a provider 
fax blast and/or newsletter. Actions taken to address the weakness in addition to survey 


NV Managed Care Organization RFP No.: 3260 415







3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


 
questions or results the providers can assist with such as care coordination, recipients getting 
appointments quickly, are also included. 


D. The vendor must re-evaluate the effects of the above activities. 


We understand and will comply with the requirements of RFP Section 3.10.16.11.D. 


The PDSA process is used to assess performance improvement opportunities, re-evaluate 
activities implemented to address the results/findings, and planned interventions. Actions  
are decided and approved, and ongoing updates are provided through the formal IQAP 
Program structure.  


An example of re-evaluating the effects of activities is our one of our Non-Clinical Recipient 
Satisfaction PIPs: 


One of our health plans has a non-clinical PIP focusing on Recipient Satisfaction. The PIP used 
the 2011-2014 Adult (18+ years) CAHPS response for How Satisfied are you with your health 
Plan to monitor year-over-year trends and use the 2015 result of 73.2 percent as the baseline. 
The Plan also recognized that the CAHPS response for recipient satisfaction with health plan 
declined from 2012 to 2013 by 14 percent. However, the rates improved by 10 percent 
between 2013 and 2014 to 76.2 percent pushing the plan above the NCQA 75th percentile with 
73.54 percent. The objective of the PIP was to determine if targeted intervention such as 
provider and recipient education and outreach results made a positive impact on recipient 
loyalty, outcomes, and satisfaction. 


The study evaluated age, gender, ethnicity and race of the population along with potential 
barriers and external factors such as a change in membership volume and limitation to the 
service area (i.e., change from 15 counties before July 2014 vs. 2 counties after July 2014). 
This evaluation and the study using the PDSA model provided a better understanding of the 
population that the plan serves. The study also completed barrier analysis from recipient, 
provider, systems perspective, and implemented various interventions to address recipient 
education, Customer Service Representative interactions, first call resolution, 
cultural/language barriers, network access/availability, website functionality, etc.  


The result for the first measurement year CAHPS 2016 was an improvement of 4 percent  
(77.2 percent) compared to Baseline of 73.2 percent.  


3.10.17 Standard XI: Standards for Availability and Accessibility 
The vendor must establish standards for access (e.g., to routine, urgent and emergency 
care; telephone appointments; advice; and recipient service lines) and complies with 
this RFP. Performance on these dimensions of access is assessed against the standards. 


We understand and will comply with the requirements of RFP Section 3.10.17. 


We acknowledge the importance that recipients have full access to the services offered 
through this contract, including but not limited to routine, urgent and emergency care, 
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telephone appointments, advice, recipient service lines. We have significant experience  
in developing systems, policies, and practices that provide for this full accessibility and 
availability, including to populations with limited English proficiency or other  
cultural barriers.  


To track our success in maintaining accessibility and availability as required by this contract, 
we will be employing many methods. These will include quarterly go-access mapping and 
data-driven analysis to make certain compliance with access standards; review of telephone 
wait times, dropped calls, and call volume among people calling Recipient Services and for an 
appointment; and recipient complaints and/or grievances. Metrics in this regard will be 
compared to DHCFP requirements, national benchmarks, and our other State Medicaid 
programs. As indicated, corrective action will be taken when indicators suggest correctable 
deficiencies. Please see Section 3.7.5.6 for more detail about our approach to meeting specific 
accessibility and availability requirements.  


3.10.18 Standard XII: Medical Record Standards 


We understand and will comply with the requirements of RFP Section 3.10.18. 


Our providers are responsible for maintaining medical records to protect the confidentiality of 
PHI. We keep records current in a detailed, organized, and comprehensive manner that 
permits effective recipient care and quality review. Records are available and accessible for 
quality review under the HIPAA. 


3.10.18.1 Accessibility and Availability of Medical Records 
A. The vendor must include provisions in all provider contracts for 


HIPAA compliance with regard to access to medical records for 
purposes of quality reviews conducted by the Secretary of the 
United States, Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof. 


We understand and will comply with the requirements of RFP Section 3.10.18.1.A. 


It is our current and universal practice to include in all provider contracts provisions for HIPAA 
compliance specifically related to quality reviews conducted by the U.S. Department of Health 
and Human Services and its agents. We work hard to educate our providers about the release 
of medical information, including this specific provision. Provider education channels include 
our Provider Manual and website, provider forums and provider newsletters.  


B. Records are available to health care practitioners at each 
encounter. 


We understand and will comply with the requirements of RFP Section 3.10.18.1.B. 


Medical records should facilitate communication, coordination, and continuity of care. We, 
therefore, require our network providers to maintain current, detailed and organized medical 
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records using a medical recordkeeping system, either hard copy or electronic, that allows for 
the collection, processing, maintenance, storage, retrieval, and distribution of recipient 
records at each encounter. We conduct periodic medical record reviews to verify conformity 
with good professional clinical practice and appropriate health management. 


3.10.18.2 Record Keeping 
Medical records may be on paper or electronic. The vendor must take 
steps to promote maintenance of medical records in a legible current, 
detailed, organized and comprehensive manner that permits effective 
patient care and quality review. Medical records must be maintained  
as follows: 


A. Medical Record Standards – The vendor sets standards for medical 
records. The records reflect all aspects of patient care, including 
ancillary services. These standards shall, at a minimum, include 
requirements for: 


We understand and comply with the requirements of RFP Section 3.10.18.2.A. 


Our written policies outline standards for medical record keeping practices and the oversight 
process for recipient medical records maintained by practitioners/providers. The oversight of 
recipient medical records is conducted to determine whether they conform to nationally 
recognized accreditation, State, and Federal standards. Specifically, we require our providers 
to keep records current in a detailed, organized, and comprehensive manner that permits 
effective recipient care and quality review; they also must document recipient health 
information to meet the needs of continued patient care, legal requirements, research, 
education, and other legitimate uses. We require providers to maintain the records in a way 
that protects recipient integrity, makes certain their confidentiality, proper use, and 
accessibility and availability to each patient as the law requires. We require our providers to 
store medical records in an area that does not allow for unauthorized retrieval.  


Our Medical Records policy specifically outlines required elements of a medical record, and 
these include all of those listed in Subsections 1–17 below. 


1. Patient Identification Information – Each page on electronic file in the 
record contains the patient’s name or patient ID number; 


2. Personal/Demographic Data – Personal/biographical data includes: 
age, sex, race, ethnicity, primary language, disability status, address, 
employer, home and work telephone numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently 
noted on the record. Absence of allergies (no known allergies – NKA) 
is noted in an easily recognizable location; 


418 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


4. Past Medical History [for patients seen three (3) or more times] – Past 
medical history is easily identified including serious accidents, 
operations, and illnesses. For children, past medical history relates to 
prenatal care and birth; 


5. Immunizations for Pediatric Records [ages twenty (20) and under] – 
There is a completed immunization record or a notation that 
immunizations are up to date with documentation of specific vaccines 
administered and those received previously (by history); 


6. Diagnostic information; 
7. Medication information; 
8. Identification of Current Problems – Significant illnesses, medical 


conditions and health maintenance concerns are identified in the 
medical record; 


9. Smoking, Alcohol or Substance Abuse – Notation concerning 
cigarettes, alcohol and substance abuse is present for patients twelve 
(12) years and over and seen three (3) or more times; 


10. Consultations, Referrals, and Specialist Reports – Notes from any 
consultations are in the record. Consultation, lab, and x-ray reports 
filed in the chart have the ordering physician’s initials or other 
documentation signifying review. Consultation and significantly 
abnormal lab and imaging study results have an explicit notation in 
the record of follow-up plans; 


11. Emergency care; 
12. Hospitals and Mental Hospitals; 


a. Identification of the recipient; 
b. Physician name; 
c. Date of admission; 
d. Initial and subsequent stay review dates; 
e. Reasons and plan for continued stay if applicable; 
f. Date of operating room reservation if applicable; 
g. Justification for emergency admission if applicable; and 
h. Hospital Discharge Summaries – Discharge summaries are 


included as part of the medical record for: 
1. All hospital admissions that occur while the patient is 


enrolled with the vendor; and  
2. Prior admissions as necessary.  


We understand and will comply with the requirements of RFP Section 3.10.18.2.A.1–12. 
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13. Advance Directive – For medical records of adults age 18 and over, the 
medical record documents whether or not the individual has executed 
an advance directive and documents the receipt of information about 
advance directives by the recipient and confirms acknowledgment of 
the option to execute an advance directive. An advance directive is a 
written instruction such as a living will or durable power of attorney 
for health care relating to the provision of health care when the 
individual is incapacitated; and 


We understand and will comply with the requirements of RFP Sections 3.10.18.2.A.13. 


By policy, we provide all recipients age 18 years and older with written information about 
advance directives at the time of enrollment and on an annual basis thereafter. Their decision 
regarding advanced directives is noted in the recipient’s medical record, as is an 
acknowledgment that information regarding advanced directives was offered. Recipients  
are informed that their care is not conditioned on their choice to have or not to have an 
advance directive.  


14. Patient Visit Data – Documentation of individual encounters must 
provide at a minimum adequate evidence of: 


a. History and Physical Examination –Comprehensive 
subjective and objective information obtained for the 
presenting complaints; 


b. Plan of treatment; 
c. Diagnostic tests; 
d. Therapies and other prescribed regimens; 
e. Follow-up – Encounter forms or notes have a notation, 


when indicated, concerning follow-up care, call or visit. A 
specific time to return is noted in weeks, months, or as 
needed. Unresolved problems from previous visits are 
addressed in subsequent visits; 


f. Referrals and results thereof; and 
g. All other aspects of patient care, including  


ancillary services. 
15. Entry Date – All entries must have date and time noted; 
16. Provider Identification – All entries are identified as to author; 
17. Legibility – The record is legible to someone other than the writer. A 


second reviewer should evaluate any record judged illegible by one 
physician reviewer. 


We understand and will comply with the requirements of RFP Sections 3.10.18.2.A.14–17. 
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3.10.18.3 Record Review Process 
A. The vendor must have a system (record review process) to assess 


the content of medical records for legibility, organization, 
completion and conformance to its standards; and 


B. The record assessment system must address documentation of the 
items listed in Medical Records requirements above. 


We understand and will comply with the requirements of RFP Section 3.10.18.3.  


We review medical records of participating or potential participating PCPs, primary care 
obstetricians, including those who care for recipients with special needs, specialists acting as 
a PCP (such as certain internists, oncologists, and nephrologists), and other providers as 
requested by the Medical Director. Reviews are conducted every three years or before 
offering or continuing a provider’s contract, or as requested by the Director of Quality 
Management or the Medical Director. 


Medical record reviews are carried out under the direction of the Medical Director in 
collaboration with the Director of Quality Management. The Quality Management 
Department is responsible for operations related to the review, and a Quality Management 
coordinator reviews the records collected from or onsite at the provider’s office. After the 
review, the Quality Management coordinator documents the results, reviews the results with 
the Medical Director or designee, and prepares a report to be sent to the provider.  


When a review score does not meet standards, we may require the provider to develop and 
implement a corrective action plan, which we must first approve. The Quality Management 
coordinator is also responsible for monitoring applicable follow-up activities and 
documenting the reviews and corrective actions. Medical record review results may be used in 
re-credentialing reviews or quality management reviews as appropriate. Any provider, who 
fails to meet a minimum score of 90 percent on any area reviewed, will be subject to review 
for those areas within 180 days of initial review. 


3.10.19 Standard XIII: Utilization Review 
3.10.19.1 Written Program Description 


The vendor must have a written utilization review management program 
description, which includes, at a minimum, policies and procedures to 
evaluate medical necessity, criteria used, information sources and the 
process used to review and approve the provision of medical services. 


We understand and will comply with the requirements of RFP Section 3.10.19.1. 
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Utilization Management Program 
Our established standard Utilization Management program guides health plan clinical staff to 
coordinate delivery of the best possible care to recipients through our detailed, written 
Utilization Management program description. The Utilization Management program 
establishes the appropriate use of health-care resources to make sure an effective and 
efficient physical and behavioral health care delivery system through annually and as needed 
updated policies and procedures. Our Utilization Management program incorporates 
nationally recognized criteria, use of appropriate clinical professionals, and clinical practice 
guidelines as our standards of practice. We maintain compliance with Federal and State 
regulations and guidelines as well as NCQA health plan accreditation standards. 


The Utilization Management program is a component of our IQAP which promotes continuous 
monitoring and evaluation of care and services provided to our recipients. Results and 
identification of opportunities for improvement contribute to the direction of quality 
improvement activities.  


Our licensed professional staff perform all standard Utilization Management  
activities, including:  


• Pre-service, post-service, concurrent review authorizations and notification of action 
• Referral management (e.g., specialist, out-of-network referrals, tertiary care services, 


case management) 
• Discharge planning and coordination of care post discharge 
• Transitional care 
• Integrated care management (case management and chronic condition management) 
• Clinical policy and criteria development 
• Evaluation of outcomes data 
• Evaluation of utilization reports including under—or overutilization 


Evaluation of Medical Necessity 
Criteria 
To evaluate medical necessity, our Utilization Management program staff closely follow an 
established set of criteria, listed below, in order of identified priority: 


• Criteria required by applicable State or Federal regulatory agency  
• Pharmacy clinical guidelines 
• Applicable Milliman Care Guidelines (MCGs) as the primary decision support for most 


medical diagnoses and conditions  
• Clinical Policy Bulletins 
• Clinical Policy Council Review  
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For behavioral health services, we use: 


• MCG 
• Level of Care Utilization System (LOCUS)—behavioral health services for adults 
• Children and Adolescent Service Intensity Instrument (CASII) behavioral health services for 


children and adolescents 
• American Society of Addiction Medicine (ASAM)—substance abuse services 


Clinical Practice Guidelines 
Our clinical practice guidelines outline the information sources used to inform our Utilization 
Management practices. We establish our clinical practice guidelines based on national 
standards, reasonable medical evidence, and expert consensus from board-certified 
practitioners from appropriate specialties. Our Medical Director, applicable medical 
committees, network physicians, and, if necessary, external consultants review guidelines, 
recommend changes, and approve national guidelines as changes occur. They review 
information contained within the guidelines to make certain it remains consistent with 
medical advancements in technology and standards of care. These guidelines are reviewed 
and approved on an ongoing basis, but no less than every two years, by our Quality 
Management/Utilization Management committee. 


These guidelines are adopted to promote consistent application of evidence-based treatment 
methodologies, facilitate the improvement of health care and reduce unnecessary variations 
in care. Examples of our clinical practice guidelines include: 


Table 3.10-5: Clinical Practice Guideline Sources1 


Guideline Source 


Asthma National Heart, Lung, and Blood Institute Expert Panel Report 3: Guidelines for the 
Diagnosis and Management of Asthma Full Report 2007. 


Asthma and pregnancy We have adopted pregnancy-related clinical practice guidelines from the American 
Congress of Obstetricians and Gynecologists (ACOG) to provide treatment guidance to 
PCPs. 


ADHD American Academy of Pediatrics (AAP): Diagnosis, Evaluation, and Treatment of ADHD 
in Children and Adolescents, October 2011. American Academy of Child and 
Adolescent Psychiatry (AACAP): Practice Parameter for the Assessment and Treatment 
of Children and Adolescents with Attention-Deficit/Hyperactivity Disorder, July 2007. 


Bright Futures AAP: Bright Futures. Recommendations for Preventive Pediatric Health Care. Updated 
10/2015. 


                                                            
1 Clinical practice guidelines are not intended to replace or preclude clinical judgment. 
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Guideline Source 


Coronary artery 
disease 


American College of Cardiology Foundation (ACCF)/American Heart Association (AHA): 
Guideline for the Diagnosis and Management of Patients with Stable Ischemic Heart 
Disease, 2012. ACCF/AHA: Focus Update of the Guideline for the Diagnosis and 
Management of Patients with Stable Ischemic Heart Disease, 2014. 


Diabetes American Diabetes Association: Standards of Medical Care in Diabetes, 2016. 


Gestational diabetes We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Hypertension and 
pregnancy 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Major depressive 
disorder 


American Psychiatric Association (APA): Practice Guideline for the Treatment of 
Patients with Major Depressive Disorder, Third Edition (Oct. 2010). AACAP: Practice 
Parameter for the Assessment and Treatment of Children and Adolescents with 
Depressive Disorders, Nov. 2007.  


Preeclampsia and 
eclampsia 


We have adopted pregnancy-related clinical practice guidelines from the ACOG. 


Prenatal and 
postpartum 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Preterm labor We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Substance abuse  APA: Treatment of Patients with Substance Use Disorders, Second Edition (May 2006). 
AACAP: Practice Parameter for the Assessment and Treatment of Children and 
Adolescents with Substance Use Disorders, June 2005. 


Substance abuse and 
pregnancy 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Depression Adolescents aged 12 to 18 years. Screen for major depressive disorder. Implemented 
with adequate systems in place to confirm the accurate diagnosis, effective 
treatment, and appropriate follow-up.  


Human 
immunodeficiency 
virus (HIV) 


Adolescents 15 years of age and over. 


Tobacco use 
prevention 


School-age children and adolescents: Primary care clinicians provide interventions, 
including education or brief counseling, to prevent initiation of tobacco use.  


Vision At least once between the ages of 3 to 5 years to detect the presence of amblyopia or 
its risk factors. 


Vaccinations Refer to the Centers for Disease Control and Prevention online at Immunizations 
Schedules/CDC/ACIP. 
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Processes Used to Review and Approve Provision of Medical Services 
The determination of whether a service is medically necessary is made on a case-by-case 
basis, taking into account the individual needs of the recipient and allowing for consultation 
with requesting practitioners/providers.  


Certain medical services, while being medically necessary, may exceed established coverage 
guidelines. In these circumstances, coverage determination is based on the health plan’s 
utilization management alternative procedures, which may include a referral to a licensed 
physician with the appropriate clinical expertise for review.  


If primary criteria are not clear enough to make a determination and the requested service is 
not addressed by our organization's clinical practice guidelines, the Medical Director may 
submit a request for a position determination to our Clinical Policy Council, using the 
Emerging Technology Review/Medical Review Request form. The Policy Council will research 
literature applicable to the specific request and, when a determination is reached, will 
promptly respond to the Medical Director.  


When criteria are present but unclear about the situation, the reviewing Medical Director 
may contact the requester to discuss the case or may consult with a board-certified physician 
from an appropriate specialty area before making a determination of medical necessity.  


3.10.19.2 Scope 
The program has mechanisms to detect under-utilization as well as 
overutilization. 


We understand and will comply with the requirements of RFP Section 3.10.19.2. 


Monthly, the Medical Director and the director of Medical Management are responsible for 
analyzing utilization data. Our predictive modeling technique enables them to identify over 
and under-utilization. At a minimum, the Medical Director presents quarterly summaries of 
this information to the Quality Management/Utilization Management Committee. The 
Quality management/Utilization Management committee is responsible for providing 
feedback to the Medical Director and approving action plans including adjustments to the 
IQAP program. 


We analyze data to identify trends and performance improvement opportunities. 
Additionally, utilization data and information may be reported to select providers. Utilization 
results are an important component of provider quality reports and are regularly reviewed 
during formal quality management processes, such as credentialing and re-credentialing. 
When we identify suspicious over-utilization at the provider level, we make appropriate 
referrals to our Quality Management and/or to our Program Integrity unit for additional 
investigation. When underutilized services are identified, we immediately use our 
performance improvement processes to investigate the root cause and to correct the problem 
to assure that all covered services are being provided.  
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Chaired by our Medical Director, our Quality Management/Utilization Management 
Committee includes participating providers from all managed care regions. It includes 
primary care and specialty physicians, as well as our Behavioral Health Medical Director. The 
Quality Management/Utilization Management Committee monitors and evaluates the 
quality of care delivery, including: 


• Over- and under-utilization 
• Outliers at the system and provider levels 
• Reviewing and evaluating data sets and other information, such as recipient 


demographics, costs, and performance indicator results and recommended actions 
• Reviewing and evaluating the results of IQAP activities (such as HEDIS results), reports, 


data sets, study results, and general information related to programs, systems,  
and processes 


• Reviewing and approving studies, standards, clinical guidelines, trends in quality and 
utilization management measures, outcomes, and results of provider medical record 
reviews and recipient/provider satisfaction surveys 


• Reviewing and recommending approval, revision, or denial of medical review criteria 
• Medical appropriateness and necessity of health care services provided to recipients using 


quality and utilization profiling of providers 
• The effectiveness of the utilization review process, with changes made as improvements 


are identified 
• Approving policies and procedures for utilization management that conform to industry 


standards, including methods, timelines, and individuals responsible for completing  
each task 


• Consistent application of medical necessity criteria 
• Application of clinical practice guidelines 
• Results of medical records reviews and associated corrective action plans to confirm  


that PCPs provide high-quality health care that is documented according to  
established standards 


Our Medical Director and Director of Integrated Care Management analyze utilization data, 
identifying areas of concern in the plan’s performance and identifying recommendations for 
action planning.   
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3.10.19.3 Pre-Authorization and Concurrent Review Requirements 
For vendors with pre-authorization or concurrent review programs: 


We understand and will comply with the requirements of RFP Section 3.10.19.3. 


A. Pre-authorization and concurrent review decisions must be 
supervised by qualified medical professionals 


We understand and will comply with the requirements of RFP Section 3.10.19.3.A. 


Only our health care professionals make medical necessity determinations for health care 
services during the course of utilization review. They are qualified to make the determination 
through their training, related experience and their certification/licensure per State and 
Federal regulations. Our Medical Director, registered nurses, independently licensed 
behavioral health professionals, and licensed social workers to support and administer  
pre-authorization and concurrent review decisions as defined by the Utilization Management 
program. Only a staff Medical Director can issue a denial of services for medical necessity;  
our staff Medical Directors are held accountable for all Utilization Management decisions. 


B. Efforts must be made to obtain all necessary information, including 
pertinent clinical information, and consult with the treating 
physician, as necessary; 


We understand and will comply with the requirements of RFP Section 3.10.19.3.B. 


At the point of entry, electronic or verbal, our staff evaluates the service request for necessary 
relevant clinical information to make a medical determination. If the request lacks the 
necessary clinical information, the requesting provider is contacted to send the required 
documentation. Notice is generated that includes the specific information needed to make the 
decision and the period given to provide the information. Several attempts are made, as 
needed, to gather the necessary information. Our staff Medical Directors contacts the 
provider to discuss the request to make the best possible decision for the recipient. After 
determination, our staff Medical Directors remain available for discussion with attending 
Physicians or other ordering providers. 


C. The reasons for decisions must be clearly documented and 
available to the recipient; 


We understand and will comply with the requirements of RFP Section 3.10.19.3.C. 


The practitioner/provider and the recipient are provided with written notification (i.e., Notice 
of Action) of any decision to deny, reduce, suspend or terminate a service authorization 
request, limits, or to authorize a service in the amount, duration or scope that is less than 
requested or denies payment, in whole or part, for a service.  
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To make certain of transparency, we provide Notice of Actions for all requested services, 
written in an easily understood format in the recipient’s language at appropriate literacy 
level (8th-grade level). An explanation for any adverse determination and the criteria used to 
render the medical necessity determination is always included in the Notice of Action.  


D. The vendor’s prior authorization policies and procedures must be 
consistent with provision of covered medically necessary medical, 
behavioral, and social care in accordance with community 
standards of practice;  


We understand and will comply with the requirements of RFP Section 3.10.19.3.D. 


Our prior authorization policies and procedures incorporate nationally recognized criteria, use 
of guidance from appropriate clinical professionals, and clinical practice guidelines as our 
standards of practice. These are described in our response to 3.10.19.1 above.  


In addition to meeting the national and community standards of practice, we take a step 
further and evaluate the local health care delivery practice in making our service provision 
decisions. As an example, our determinations for Behavioral Health and specialty services are 
made in alignment with parity requirements.  


E. There must be well-publicized and readily available mechanisms for 
recipient appeals and grievances as well as provider disputes. 
Providers may pursue an appeal on the recipient’s behalf with the 
recipient’s written authorization. The Notice of Action must include 
a description of how to file an appeal; 


We understand and will comply with the requirements of RFP Section 3.10.19.3.E. 


We use a variety of methods to educate our recipients and providers about our Grievance 
System processes, including grievances, appeals, and State fair hearings.  


We maintain and implement written policies and procedures to detail the operation of our 
Grievance System. The policies define communication of Grievance System processes in the 
Member Handbook, on the website, and in the Provider Manual. Our policies and procedures 
are currently provided for review and approval by the individual State agencies and our 
internal governing body. The policies and procedures identify the individuals who have the 
authority to administer the Grievances System procedure and the providers can request 
appeals on behalf of the recipients. 


Instructions include: 


• The requirement and time frames for filing an appeal or grievance 
• The availability of assistance in the filing process 
• The toll-free numbers the recipient can use to file an appeal or grievance by phone 
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• The procedures for exercising the rights to appeal if a denial, termination, suspension, or 
reduction of services is issued 


• The procedures for exercising the rights to request a State fair hearing within 90 calendar 
days from the date on the health plan’s notice of action  


• The recipient can represent himself or herself or designate a legal counsel, a relative, a 
friend, a provider or another spokesperson to represent him or her 


• Specific regulations that support the appeal process or the change in Federal or State law 
that requires a change to the appeal process  


• The fact that, when requested by the recipient:  


− Benefits will continue if the recipient files an appeal, or files a request for a State fair 
hearing within the time frames including requested continuation of services  


− The recipient may be required to pay the cost of services furnished while the appeal is 
pending if the final decision is adverse to the recipient 


• Any appeal rights the State chooses to make available to providers to challenge the 
failure of the organization to cover a service 


Additionally, every Notice of Action provided to the recipient includes a detailed explanation 
on how the recipient can file an appeal. All recipient materials are written at an 8th-grade 
level, and templates are submitted for approval before being made available to recipients. 
Alternative formats such as translation services, audio tapes, sign language, large font, TTY 
Relay, as well as other reasonable accommodations are made available to all recipients  
at no cost. Our staff is also skilled in assisting recipients with obtaining interpreter services  
as needed. 


F. Appeal and grievance decisions are made in a timely manner as 
warranted by the health of the enrolled recipient; 


We understand and will comply with the requirements of RFP Section 3.10.19.3.F. 


We recognize the importance of responding, processing and resolving appeals and grievances 
as expeditiously as the recipient’s health condition requires. We recognize recipients’ rights to 
appeal a notice of action and to file a grievance. Our recipients or their representatives, 
designated in writing, including a provider, may file a written or a verbal appeal within 90 
calendar days from the date on our notice of action and a grievance at any time.  


Verbal appeals must be followed by a written and signed appeal. The appeals process 
provides that verbal inquiries seeking an appeal are treated as appeals (to establish the 
earliest possible filing date for the appeal) and are followed up with a signed written appeal. 
Verbal requests for an expedited appeal do not need to be followed in writing. In addition, 
provider representatives for expedited appeals do not need to be designated in writing.  


Expedited appeal requests will be reviewed to determine if taking the time for a standard 
resolution could seriously jeopardize our recipient’s life or health or ability to attain, 
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maintain, or regain maximum function. If the expedited decision-making time frame is 
denied, the appeal will be transferred to the standard resolution time frame and we will make 
reasonable attempts to provide oral notice of the decision and will send written notice of the 
transfer within two calendar days. 


We will resolve all standard appeals and grievances within 
30 calendar days of receipt. When taking 30 calendar days to 
process an appeal could seriously jeopardize the recipient’s 
life or health or ability to attain, maintain, or regain 
maximum function, we will process the appeal in an 
expedited timeframe. Although DHCFP requires that 
expedited appeals be resolved within three business days, 
we will resolve all expedited appeals as quickly as the recipient’s health condition requires 
and within a shorter 72 hours timeframe. Our shorter timelines for expedited appeals is 
especially impactful over weekends and holidays providing much-enhanced service. When the 
recipient’s health condition requires a more urgent decision, we have clinical staff available to 
review expedited cases around the clock, 24/7, and use an even shorter time frame in the best 
interest of our recipients to receive care and service decisions as quickly as necessary. We will 
make a good faith attempt to give the recipient prompt oral notification of the decision 
followed by a written decision letter. 


When we receive a grievance as the result of us taking a denying expedited processing of or 
taking an extension on the decision-making timeframe for prior authorization or appeal we 
will process that grievance in an expedited timeframe. All grievances that meet these criteria 
will be processed within 72 hours from receipt.  


Table 3.10-6: Grievance System—Timeframe to Process 


Denials Timeframe for Notification 


Standard Appeal or Grievance Within thirty (30) calendar days from receipt 


Expedited Appeal or Grievance  Within seventy-two (72) hours from receipt 


 


G. There are mechanisms to evaluate the effects of the program using 
data on recipient satisfaction, provider satisfaction or other 
measures; 


We understand and will comply with the requirements of RFP Section 3.10.19.3.G. 


The standard Utilization Management program gathers feedback from recipients via the 
annual CAHPS survey, an annual provider satisfaction survey and case management survey. 
We also look at complaints, appeals, and grievances in the interim- these are monitored at 


Over and Above 
We will resolve all expedited 
appeals within 72 hours of 


receipt. 
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least monthly and more frequently as needed. Other measures include HEDIS scores, including 
if the provider is meeting call volumes and other items indicative of provider satisfaction. 


Monthly the Medical Director and the director of Medical Management are responsible for 
analyzing utilization data, identifying areas of concern in the plan’s performance and 
identifying recommendations for action. At a minimum, the Medical Director presents 
quarterly summaries of this information to the Quality Management/Utilization 
Management Committee (Quality Management/Utilization Management). The Quality 
Management/Utilization Management committee is responsible for providing feedback to 
the Medical Director and approving action plans including adjustments to the IQAP program. 


• The health plan regularly monitors the following performance improvement indicators to 
assess compliance with established performance standards, including:  


− Timeliness of utilization decisions and notification to practitioners/providers  
and recipients 


− Accuracy with which utilization information is documented 
− Timeliness of referrals to maintain continuity of recipients’ care (e.g., for post-


discharge services) to obtain assistance in coordinating services (e.g., to case 
management), or to follow up on potential issues (e.g., quality/utilization/risk 
management referrals) 


− Utilization of services 


Results of utilization/performance improvement monitoring are evaluated to identify 
utilization and performance trends and are reported to appropriate medical committees for 
recommendation. Utilization data and information may be reported to 
practitioners/providers. Utilization results are included as components of physician profiles 
and reviewed during formal quality management processes, such as  
credentialing/re-credentialing. 


H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must 
ensure that compensation to individuals or entities that conduct 
utilization management activities is not structured so as to provide 
incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any recipient; and 


We understand and will comply with the requirements of RFP Section 3.10.19.3.H. 


We do not incentivize providers or staff to deny, limit, or discontinue medically necessary 
services to any recipient.  


• Compensation to individuals or entities that conduct utilization management activities 
is not structured to provide incentives for the individual or entity to deny, limit, or 
discontinue medically necessary covered services to any recipient per 42 CFR §438.6(h), 
42 CFR §422.208, and 42 CFR §422.210. 
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• The Utilization Management clinicians, physician reviewers, other professional 


providers, and independent medical consultants who perform utilization review 
services are not rewarded or given incentives based on their coverage  
review decisions.  


•  Utilization management decision making is based only on appropriateness of care  
and service and the existence of coverage. We do not provide financial incentives  
for utilization management decision-makers to encourage decisions that result  
in underutilization. 


I. If the vendor delegates responsibility for utilization management, it 
has mechanisms to ensure that the delegate meets these 
standards. 


We understand and will comply with the requirements of RFP Section 3.10.19.3.I. 


Delegated functions are closely tracked to assure that recipients receive safe and optimum 
quality care and service across the provider network. We maintain close oversight and 
monitoring of these Delegated Entities to mitigate risk and verify their conformance with our 
requirements, accreditation and regulatory standards to minimize the potential for adverse 
regulatory, operational and service impact to our recipients.  


We contract with select external entities for the performance of operations/functions for 
high-tech radiology, pain management, nuclear cardiology, vision and dental.  


• Each Delegated Entity must demonstrate conformance to our program requirements for 
all delegated activities.  


• Delegated entities are required to demonstrate that they have developed comprehensive, 
fully operational programs consistent with the standards of the NCQA and, where 
applicable, the Joint Commission (JCA), URAC, the Center for Medicare and Medicaid 
Services (CMS) and applicable State regulatory authorities.  


• We retain the ability to exercise control of policy and program development, as well as 
oversight for all delegated activities. 


• Our established structured oversight process includes initial, periodic, and interim  
reviews and reports to evaluate programs of prospective Delegated Entities and  
Sub-Delegated Entities. 


• We interact with the Delegated Entity to monitor progress at least quarterly and audit the 
delegated functions at least annually.  


• Delegated Entities’ clinical care guidelines, Utilization Management program description, 
and quality management program description are presented annually to the Quality 
Management/Utilization Management Committee.  
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• Any audit findings are also submitted to the appropriate oversight committee. Corrective 
action plans are developed with the Delegated Entity for any problems found during an 
audit or interim interaction.  


• Significant deviations and corrective action plans are monitored by the appropriate 
oversight committee.  


Delegated functions will be returned if the Delegated Entity fails to comply with standards or 
is uncooperative with the oversight process or requirements. Our processes include 
confirmation that the delegated organization performs the function appropriately and in 
compliance with applicable standards and requirements. We maintain ultimate responsibility 
for fulfilling the terms and conditions of all of our contracts and conforming to all standards 
and requirements. It is our practice to monitor decisions that are made on the health plan’s 
behalf so that they are consistent throughout the network. We are responsible and 
accountable for the delegation of these functions, including any resulting fines, sanctions, 
recipient disruption, “double” payments to providers, and litigation. We do not delegate 
quality management, recipient service, or grievance/appeals activities.  


3.10.20 Standard XIV: Continuity of Care System 
The vendor has put a basic system in place, which promotes continuity of care and case 
management. The vendor must take a comprehensive and collaborative approach to 
coordinate care for the eligible population and conditions as specified by DHCFP 
through an effective case management program, partnerships with primary care 
physicians and specialists, other service providers and recipient participation, 
recipient/family outreach and education, and the ability to holistically address 
recipient’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including 
behavioral health, and related issues such as the lack of social or family support.  
The MCO vendor will have a geographically based care manager for in person 
assistance. Upon request of the Director of DHHS and/or the Administrator of DHCFP, 
care managers must be available to conduct home visits of recipients within forty eight 
(48) hours of being identified as high risk for serious health, safety and welfare issues. 
The vendor will train staff, receive available technical assistance, and adhere to the 
system of care values and principles and will use evidenced based practices for 
individualized services. See Attachment V ~ for System of Care Principles. 


We understand and will comply with the requirements of RFP Section 3.10.20. 


Continuity of Care System  
Our Fully Integrated System of Care is an effective network of community-based physical 
health, dental health, behavioral health, and psycho-social services delivered through a 
coordinated continuum of care to recipients with complex, chronic health care needs.  
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Our Nevada MCO recipients and their families may require assistance from multiple health 
care and psycho-social programs and services, all of which are frequently disconnected from 
one other. The goal of our Fully Integrated System of Care approach is to impact this 
fragmented delivery system by creating and facilitating collaboration among all programs, 
services, and care team members. This coordinated network will be able to meet the full 
spectrum of a recipient's physical health, behavioral health and social needs 
(biopsychosocial). In addition, the Fully Integrated System of Care model will achieve the 
“triple aim” of improving recipient experiences, improving the health of priority populations, 
and reducing total health care costs. 


The pictorial below provides a visual representation of our entire Fully Integrated System of 
Care, including: 


• A robust network of PCP 
• A coordinated network of physical, behavioral health care and LTSS providers 
• An array of Community-based organizations such as the Nevada Access Health Plan 
• A full complement of Governmental agencies, such as those associated with the Child 


Welfare systems 
• Advocacy organizations 
• Our ICM Case Manager 


Figure 3.10-3 Fully Integrated System of Care Model 
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Case Management 
Our ICM program drives the effectiveness of the Fully Integrated System of Care. It is 
supported by our comprehensive recipient, Utilization Management, quality management 
and Network services programs. Our technologic solutions provide the backbone of the Fully 
Integrated System of Care. 


Our Integrated Care Management program is the key to the success of our Fully Integrated 
System of Care. Our recipient-centric approach to case management is consistent with the 
State’s guiding principles that emphasize the individual person, fully integrated case 
management, and encouragement of recipient responsibility and empowerment. We 
incorporate a culturally-sensitive approach to honoring our recipients’ values, needs, and 
priorities. Our tiered ICM program includes intensive and supportive levels that are structured 
so that the appropriate level of case management is provided to our recipients. The program 
includes detailed processes for recipient and family outreach and education and a holistic 
method to address the full complement of bio-social needs of the recipient. Our ICM program 
is completely integrated enabling our staff to manage the care of recipients who may have a 
single health condition, multiple co-morbid conditions and or co-occurring Behavioral  
Health conditions.  
Our ICM program will include an adequate number of bilingual English/Spanish speaking staff 
to meet the needs of our Nevada recipients. We will also include a geographically placed 
Integrated Case Manager for recipients requiring in-person assistance. Upon the request of 
the Director of DHHS and/or the Administrator of DHCFP, our Case Managers will be available 
to conduct home visits of recipients within 48 hours of being identified as high risk for serious 
health, safety and welfare issues. 


The ICM staff collaborates directly with recipients, PCPs, specialty practitioners, community 
providers, Case Managers, family members, and the associated circle of support. Often they 
work with stakeholder and community organizations to make sure that the full complement 
of bio-social needs of the recipient is met, and continuity of care is achieved. Beginning with 
the individual recipient, our goal is to understand preferences and goals, physical and 
behavioral health care needs, family and community supports, strengths, and to identify any 
barriers affecting the person’s ability to access appropriate care. Our overarching objective is 
to optimize the recipient’s functional level and enable the achievement of an optimal level of 
independence. Our personal approach to individualized case management is a differentiator 
of our ICM program. Examples include:  


• Recipients are commonly educated using preventive care reminders for health 
maintenance and condition-specific (disease management) mailers.  


• Recipients are introduced to our Integrated Care Management program, and if 
appropriate, are enrolled in case management.  


• Recipients receive one-on-one support from a Case Manager.  
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• The Case Manager takes the time to understand their personal story, their needs, values, 


and goals and then provides the recipient with appropriately staged education about their 
health conditions.  


• The Case Manager helps the recipient engage in healthier behaviors, choices and 
encourages personal responsibility to help empower the recipient to improve his or  
her well-being.  


• The Case Manager talks with the recipient and shares how case management and care 
coordination is available to them to assist in gaining access to community-based services 
based on their physical, behavior health and social challenges. 


Our Fully Integrated System of Care provides the overarching strategy and framework for our 
care coordination process to confirm our holistic, recipient-centered approach is both 
achieved and maximized. Two, key aspects of this overarching framework are (1) our 
predictive modeling technique identification and stratification and (2) integrated care team 
support. The table below provides a description of the steps and activities in our ICM process.  


Table 3.10-7 Integrated Care Management Program 


Step Activity 


1 Recipient identified through predictive modeling or other referrals from other sources 


2 A Care Coordinator is assigned to the recipient 


3 Non-licensed case management assistant fills out the Health Risk Assessment to determine need for 
case management 


4 The licensed case management assistant schedules face to face appointment with Care Coordinator 


5  Care Coordinator meets with the recipient to assess, identify the individualized Care Team and to 
develop and individualize Integrated Care Plan (ICP) 


6 The ICP is stored in the integrated online medical management system  


7 Care Coordinator has ongoing meets with the recipient 
Intensive recipient= monthly face to face meetings 
Supportive recipient = monthly telephone call and quarterly face to face visit 
Both intensive and support= When there is a change in status, the recipient is reassessed, and there is 
a change in plan of care as necessary 


8 ICP is uploaded in the system  


9 ICP is updated in our Population Health Management Technology Platform system so that the ICP can 
be sent electronically to providers and the care team; the recipient also has access through the system 


10 The cycle continues through the recipient’s case management  


436 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


Examples of effectiveness of our care coordination from current Medicaid experience: 


Recipient Centered Care Coordination 
Sheila, a Spanish-speaking recipient of a Medicaid health plan, has been diagnosed with a high-
risk pregnancy, bipolar disorder, depression, and anxiety. She was recently referred to her health 


plan court liaison, Jane, after she was arrested for trying to steal medications. She is currently 
unemployed, homeless, her depression is getting worse, and she stopped taking her medications 
because she could not afford them. Jane has developed a good relationship with the court due 
to successfully assisting other health plan recipients in similar situations, and appeared in court 


with Sheila and a Spanish-speaking translator. Jane was able to intervene to prevent Sheila’s 
incarceration, and then worked together with Sheila and her health plan Case Manager, Anne, 


to address Sheila’s other health care and psycho-social needs. 
 


Anne, Sheila’s Case Manager, stated: “I knew Sheila was in a dangerous situation and needed to 
speak with a mental health professional right away. I also knew she needed stable housing and 


support during her pregnancy.” Jane and Anne worked together to develop a care plan for 
Sheila, and communicated the plan to Sheila’s entire care team, including the court system, her 


providers, and her family. Thanks to Jane, Anne and the care team, Sheila got the help she 
needed, has stable housing, regular behavioral health care, and is taking her medications. She is 


feeling hopeful and optimistic about her health and the health of her baby. 


Our ICM staff provides individualized case management services customized to meet the 
needs of each person.  


• Staff members include licensed Registered Nurses, licensed Social Workers and non-
licensed support staff licensed.  


• When working with recipients, we consider their health risk assessment results, primary 
diagnosis, co-morbidities, co-occurring conditions and the social determinants affecting 
their health. This helps us to identify outreach and engagement strategies and to 
understand the individual’s current and anticipated service needs. It also enables us to 
know what and how to coordinate and communicate effectively with PCPs, specialists, 
other providers, tertiary treatment providers and system of care partners so that the total 
health needs of the recipient can be met in a holistic manner.  


• We recognize that in some situations, the recipient’s PCP and/or other service providers 
will be conducting case management. When this occurs, our ICM Case Managers will 
facilitate information-sharing between the recipient and the external Case Manager to 
coordinate care and maintain continuity of services.  


• As noted in Section 3.02 of this proposal, when the recipient is moving from the MCO to a 
health exchange or other health insurance program, our ICM staff will work with our 
network services team and integrated provider network to maintain the current service 
providers when possible. This step will have a positive impact on continuity of care.  
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Other factors affecting the effectiveness of case management are described in depth below.  


Partnerships with PCP 
We recognize that in Nevada case management is often done by external providers or 
external programs and that the effectiveness of our Fully Integrated System of Care is 
dependent on our ability to coordinate effectively with these Case Managers. Our ICM will 
collaborate with external Case Managers to promote care coordination and continuity of 
care. When the PCP is acting as the Case Manager, we will work in partnership so that 
recipients we are following through our intensive or supportive ICM services receive the 
timely and holistic services that meet their individualized needs.  
Provider Education 


We also understand that the Integration of physical and behavioral health care encompasses 
more than co-locating services and coordinating efforts. It involves breaking down centuries-
old assumptions about the separation of body and mind and the rigid silos in which health 
care professionals are traditionally trained to provide care. We are active in educating all 
providers about the comorbidities that often accompany mental illness and substance use, 
screening for these conditions and collaborating with physical and behavioral health 
providers, nurses, and nurse practitioners to achieve measurable improvement in physical and 
behavioral health. We promote a shared understanding that behavioral and physical 
conditions are inextricably linked, and we have a shared language about the treatment that 
replaces the traditional belief in the separation between the two domains. 


Recipient/Family Outreach and Education 


Recipients are commonly educated using preventive care reminders for health maintenance 
and condition-specific (disease management) mailers. Recipients are introduced to our 
Integrated Care Management program, and if appropriate, are enrolled in case management. 
Recipients receive one-on-one support from a Case Manager. The Case Manager takes the 
time to understand their personal story, their needs, values, and goals and then provides the 
recipient with appropriately staged education about their health conditions. The Case 
Manager helps the recipient engage in healthier behaviors, choices and encourages personal 
responsibility to help empower the recipient to improve his or her well-being.  


The Case Manager talks with the recipient and shares how case management and care 
coordination is available to them to assist in gaining access to community-based services 
based on their physical, behavior health and social challenges. 


Holistically Addressing Recipients Health Care Needs 


We take an individualized approach to recipient care, with our objective being to understand 
his or her preferences, values and goals, physical and behavioral health care needs, social 
determinants of care, family and community supports, strengths, and any barriers affecting 
his or her ability to access appropriate care—all with the overarching objective of optimizing 
the recipient’s level of functioning and enabling him or her to maintain or achieve an optimal 
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level of independence. Our holistic, recipient-centered Integrated Care Management program 
meets the specific needs of recipients, their families, and caregivers through our Case 
Managers, PCPs, specialized providers, and community-based agencies. 


Case management and care coordination are critical components of our Fully Integrated 
System of Care ensuring individuals are receiving the health care services they need to 
promote their good health.  


• We address management of identified chronic illness diagnosis, such as diabetes, as well 
as the social determinants of acquiring and maintaining good health.  


• We have a system design in place to make certain sufficient geographically based Case 
Managers to support our recipient’s needs for in-person assistance.  


• We will hire staff who live in the local communities who can best represent the cultural 
and linguistic needs of the population.  


• We will use Spanish speaking staff as well as Promotores and Peer Support Specialists to 
meet the individualized need of the recipients.  


•  Our staff will be available to conduct home visits as needed, and are ready and willing to 
comply with the 48-hour response time to referrals from the community or DHCFP. 


Training—Fully Integrated System of Care  
Our goal is to improve access and coordination of community-based, culturally and 
linguistically competent treatments, services and supports. Our interdisciplinary staff will look 
for opportunities to impact the service delivery at a systemic level. This approach is baked 
into our training. Our educators present themes and population-based issues to the System of 
Care staff who will work with external providers, stakeholders, and community members to 
partner to develop plans to improve service delivery of care. 


Our training methodologies include: 


• Instructor-led classroom sessions 
• Online courses  
• On-the-job training 
• Coaching  


We supplement training through the following tactics: 


• Conducting online assessments of staff understanding, knowledge, and retention 
• Offering additional training as needed 
• Documenting and maintaining training course attendance through our learning 


management system 
• Annually reviewing and updating our training curriculum annually, or as changes to our 


programs, State and Federal laws and regulations occur 
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Once a candidate is hired, we provide a comprehensive orientation and training program. 
This process includes specific training to reinforce our mission, values, and commitment to 
high quality, efficient health care. More than simply a collection of various resources, in a 
high-performing Fully Integrate System of Care all the pieces work better together to help 
each recipient achieve important clinical and functional outcomes: at home, in school, at 
work, in the community, and throughout life. The results will be: 


• Improved health of individuals and lower cost of care 
• Improved access to an expanded array of coordinated, community-based, culturally and 


linguistically competent treatments, services and supports 
• Re-balancing care from inpatient and long-term institutional care to home and 


community-based treatment, services and supports 
• Lower total cost of care 
• Our Fully Integrated System of Care approach accounts for the numerous recipients that 


fall into more than one vulnerable sub-population. 


To that end, our training programs enable our staff members to have the consistent 
experience and necessary background knowledge to serve all recipients; this verifies our staff 
is trained to be culturally, linguistically, and disability competent. For example, we provide in-
depth training on the following:  


• Issues that affect recipients beyond the medical and behavioral health benefits,  
such as housing, transportation, education, nutrition, behavioral health and  
trauma-informed care 


• Social determinants of health are critical to our recipient’s health  
• Recovery and resiliency principles to promote hope  


Staff learns to help recipients achieve improved health outcomes, integrate care, improve the 
quality of care and services, emphasize person-centered planning, and enhance preventive 
and disease condition management to reduce the rate of costly avoidable care.  


• Staff will also be trained to find community resources and make referrals to applicable 
agencies and programs. Below is an example of how we will use available resources:  


− Staff will be taught how and when to make referrals and to collaborate with the 
Access to Healthcare Network Medical Discount Plan. This organization will be a 
tremendous Fully Integrated System of Care partner when family members who are 
not eligible for Medicaid or Health Insurance through the exchange or are 
undocumented immigrants need to get access to medical treatment at a greatly 
reduced price.  
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3.10.20.1 Vendor must offer and provide case management services which 
coordinate and monitor the care of recipients with specific diagnosis 
and/or who require high-cost (over $50,000.00) or extensive services.  
The Vendor’s case management program must include, at a minimum, 
the following: 


We understand and will comply with the requirements of RFP Section 3.10.20.1. 


Integrated case management manages the continuum of recipient care needs by providing 
acute and solution-focused interventions, chronic condition education, complex case 
management, and end-of-life assistance—with the primary aim of keeping recipients in the 
most integrated and least restrictive care environments possible. 


Through more than three decades of experience, we have learned that our most vulnerable, 
highest-risk recipients are confronted with multiple physical and behavioral conditions, 
biopsychosocial risk factors, and, sometimes, a disorganized system of care. Additionally, 
complex recipients are far less likely to respond to standard care and are best served by 
programs and clinical settings that meet their needs in a truly comprehensive manner.  


A. Identification of recipients who potentially meet the criteria for 
case management; through health risk assessment and tailoring 
case management programs to the recipients need, respecting 
the role of the recipient to be a decision maker in the care  
planning process. 


We understand and will comply with the requirements of RFP Section 3.10.20.1.A. 


Our organization’s model of Integrated Care Management (ICM) identifies our most bio-
psycho-socially complex and vulnerable recipients with whom we have an opportunity to 
make a significant difference. We engage these recipients in case management programs to 
remove or lessen barriers that limit their ability to manage their own health and well-being, 
to educate them about their chronic conditions and to help them remain in the least 
restrictive and most integrated environment based on their preferences, needs, safety, 
burden of illness, and availability of family or other supports.  


Specifically developed for the Medicaid population, our proprietary predictive modeling 
program enables us to identify at-risk recipients. The program identifies recipients who are 
candidates for intensive and supportive case management and recipients who are candidates 
for high- and low-risk chronic condition management. The program has been evaluated to be 
the industry-leading predictive modeling tool with demonstrated positive predictive value for 
ED utilization of 72.1 percent, meaning 72.1 percent of predicted ED utilization will occur in 
the next 12 months. The inpatient model positive predictive value is superior at 95.4 percent.  


We first identify recipients with a high medical risk by analyzing claims data. Inputs to the 
algorithms include demographics, medical claims, and pharmacy claims data. We run the 
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model for our entire population monthly; the results are reviewed by the appropriate teams 
for recipient contact and intervention opportunities. We then stratify recipients for case 
management and disease management based on the data and outreach activities which 
identify their biopsychosocial complexity and the intensity of their needs.  


The following tools determine the recipient’s potential risk level and predict that case 
management interventions can effectively improve the recipient’s outcome:  


• Predictive modeling 
• Health Risk Questionnaire 
• Enrollment data from States 
• Surveillance 


Predictive modeling uses analytic methods that identify people at risk of high cost and/or 
high utilization in the future by using medical, behavioral and pharmacy diagnoses and claims 
data, and the likelihood of integrated case management making an impact, to rank all plan 
recipients from highest to lowest risk in our General Risk Model (GRM).  


The top 1 percent of recipients in the GRM is combined with recipients at high or moderate 
risk for inpatient utilization and high risk for emergency department utilization in a  
report that is produced monthly. The risk rankings feed directly into our case management 
software to allow health plans to identify and prioritize recipients for outreach into  
intensive or supportive case management as well as those who would benefit from chronic 
condition management. 


Based on the clinical complexity, the importance of both physical and behavioral health 
conditions, and their contribution to clinical outcomes, we reviewed pertinent literature, 
adopted national standards for the care of chronic illnesses, consulted with experts in the 
variety of relevant fields, and configured our program to meet the needs of our recipients. 


B. Assessment of the health condition for recipients with a  
positive screen. 


We understand and will comply with the requirements of RFP Section 3.10.20.1.B. 


New recipients receive health risk assessments (HRAs) which provide initial information about 
recipients’ health status and health risk characteristics and identifies recipients whose health 
history needs further review. The HRA captures self-reported responses that drive a risk score 
to help determine if the recipient needs case management. It is also used to gather 
information on the recipient’s physical, psychological, and social health. 


Recipients whose needs indicate that they should be enrolled in our case management 
program are contacted by our staff to assess their needs further.  
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Depending on recipients’ needs, our clinical team determines the appropriate assessments 
based on the recipients’ responses during their interviews. Our Integrated Case Managers and 
staff also use the following tools when appropriate: 


• Edinburgh Postpartum Depression Scale: Screens for postpartum depression. 
• Perinatal Assessment Tool: Reviews maternal history and evaluates risk for healthy birth 


outcomes. 
• Outreach Questionnaire: Initial recipient contact questionnaire to determine social and 


cultural preferences, needs and services currently receiving. 
•  K6: Used by Integrated Case Managers to screen for signs/symptoms to identify adults 


who are likely to have a serious mental illness.  
• Patient Health Questionnaire 9 (PHQ-9): The PHQ-9 is a 9 item instrument used to screen, 


diagnose, monitor and measure the severity of depression. 
• PSC-17: Pediatric Symptom Checklist (PSC) is a brief screening questionnaire that is used 


by pediatricians and other health professionals to improve the recognition and treatment 
of behavioral health, psychosocial and developmental problems in children. 


• UNCOPE: The UNCOPE is a brief general screening instrument to identify adults who are 
likely to have a substance use disorder.  


• CRAFFT: The CRAFFT is a screening tool recommended by the American Academy of 
Pediatrics' Committee on Substance Abuse. 


• Anxiety Assessment Tool (for adults): Used by Integrated Case Managers to screen for 
signs/symptoms or anxiety for successful intervention and identification of other possible 
concerns—includes GAD 7—screens adults for anxiety and other disorders. 


• Pediatric Asthma Assessment Tool (for children): Used by Case Managers to evaluate the 
understanding and needs related to the condition.  


Uncovering the dynamic changes occurring in each recipient’s life, we provide easy access  
to a full range of services based on each recipient’s personal and cultural values, beliefs,  
and preferences. 


C. Notification to the recipient’s PCP of the recipient’s enrollment in 
the vendor’s case management program; and 


We understand and will comply with the requirements of RFP Section 3.10.20.1.C. 


We understand PCP are central to our recipients’ care. Our PCPs make sure recipients receive 
the right care at the right time, coordinating all medical services so that recipients benefit 
from a cohesive, customized Person-Centered Service Plan. 


Direct mail notifications are sent to providers when recipients are enrolled in all levels of 
integrated case management. The recipient and the provider each receive a welcome letter 
and a care plan letter. Both letters discuss the case management program 
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Following completion of the recipient directed care plan, the Case Manager shares it with the 
recipient, PCP and the care team (with permission from the recipient) through our secure Web 
portal (accessed through our website). The care plan discusses the recipient’s priorities, tasks 
and who is assigned to each task. There is also a phone number listed in the letter so the PCP 
or recipient can call the Case Manager directly with questions. As the care plan is updated, 
new ones are sent to the recipients and the providers.  


Case management interventions also include provider communications. Provider 
interventions encourage using evidence-based guidelines and protocols and can encourage 
additional educational and training support. A Medical Director may contact directly a 
provider or provider group to provide information and education on specific topics. 


Individualized letters are sent to recipients when they are identified with a chronic condition. 
These letters inform the recipient how they became eligible for the program, how to get more 
information and how to opt out if they so choose. 


Our website will be a resource for recipient and providers regarding chronic condition 
management programs and interventions. 


D. Development and implementation of a care treatment plan, 
incorporating person centered planning and system of care 
principles for recipients in case management based on the 
assessment which includes: 


We understand and will comply with the requirements of RFP Section 3.10.20.1.D. 


Care managers compile assessment and all available information, including the recipient’s 
input to formulate a complete view of the recipient’s situation and his/her priorities, including 
his/her values and goals within our care treatment plan. This information is created with the 
recipient for accuracy and identifies the recipient’s strengths and barriers to improved health.  


Using motivational interviewing techniques, our Case Managers help to elicit critical 
information and promote engagement. Furthermore, they are trained to use our integrated 
“Care Planning Interview,” a group of assessments that enable them to understand better the 
medical, behavioral and social issues confronting each recipient. Our philosophy and training 
are that during the interview there are two experts in the room, the recipient is the expert of 
their personal experience and current challenges, the Case Manager is the expert on chronic 
condition management and the impact of social determinants.  


Our case management program is “integrated” as it reflects our belief that case management 
must address the recipient’s medical, behavioral and social needs in an integrated fashion 
and must address the continuum of acute, chronic needs. Our Case Managers are nurses and 
independently licensed behavioral health providers who are trained to assist recipients in 
coordinating medical and/or behavioral health services, as well as those available in the 
community and/or that are not covered in the recipient’s benefits package.  


444 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


The next step is the critical thinking required to identify the root cause(s) of poor health or 
poor engagement with health care for that recipient. If the recipient’s critical issue is having 
food on the table, their symptoms of diabetes are less important. We need to include social 
determinants of health, meeting the recipient where they are and as time and trust are built 
move to some of our more clinical priorities. 


Any psychosocial issues and cognitive limitations that impact recipients are incorporated into 
their individualized care plans, as are the cultural practices and beliefs that are most 
important to them. Barriers to improving health and root causes of poor health outcomes are 
specifically addressed to help both the Case Manager and the recipient better understand 
what has prevented full engagement with a suggested clinical treatment or plan of care. Once 
these issues are identified, by the recipient and informed by the care team, truly 
individualized and collaborative care planning can begin. 
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Figure 3.10-4: Integrated Care Management 4-Phase Program 
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Case Formulation 
The case formulation or the case synthesis is the recipient’s story; the synthesis of information 
gathered with the recipient in the driver’s seat, caregivers, providers, and other care team 
participants to identify and understand the recipient’s current situation and barriers to better 
health. Other data that contribute to case formulation include but are not limited to claims, 
the General Risk Model (GRM), and previous authorization notes. 


The purpose of case formulation or synthesis is to verify the care plan:  


• Addresses the recipient’s priority issues 
• Responds to the recipient complexity, not to the reductive clinical variables related to 


each disease and condition independently 
• Facilitates the recipient’s ability to self-monitor care plan effectiveness over time 


ICM Care Planning and Interventions  
Case Managers facilitate a multidisciplinary approach to care planning by partnering with the 
recipient, primary care provider, specialty care and behavioral health providers, community 
social workers, ancillary providers, caregivers, pharmacy providers, hospital discharge 
planners and family recipients or the interdisciplinary care team when requested by the 
recipient. They will also collaborate with utilization reviewers, pharmacy, recipient services, 
and other internal resources to make certain all appropriate information in considered for 
incorporation in the recipient’s care plan. 


Through these partnerships Case Managers drive the interdisciplinary care team to the 
identification of root causes, or the underlying reason(s), for a recipient’s poor health or high 
utilization of health care resources. We know that responding only to the recipient’s 
presenting issue, or symptoms, does not provide a long-term solution, and recipients will be 
more likely to continue experiencing difficulty if root causes are left unattended. Once root 
causes have been uncovered, and the recipient agrees on the root cause, care plan goals and 
interventions can be most effectively applied. 


The recipient and clinician’s plan of care are shared with the provider(s) and others in the 
recipient’s circle of support, as long as the recipient permits.  


• The Plan of Care is periodically adjusted to meet the recipient’s needs, and progress 
toward goals is tracked on the written plan of care and in the case management business 
application system. 


•  An individualized plan of care may include specific interventions or tasks that will 
facilitate the recipient achieving his/her care plan and self-management goals, for 
example completing referrals, assisting a recipient with access to a provider or a 
community resource, or staff making follow-up calls to be sure the recipient received the 
care or services needed.   
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• To formulate a plan of care the recipient and Case Manager first collaborate to identify:  


− Specific and measurable goals to which the recipient/caregiver agrees 
− The recipient’s strengths, protective factors, and barriers to meet identified goals2 


The plan of care is reviewed and revised on specific schedules based on the level of service  
the recipient is enrolled in. It is also updated whenever there is a change in condition, status 
or placement.  


1. The recipient, families, caregivers, formal and informal supports, 
other service providers, and PCP participation in both 
development and implementation phases of the care treatment 
plan in the least restrictive environment; 


We understand and will comply with the requirements of RFP Section 3.10.20.1.D.1. 


We understand that the recipient and their support system need to drive our treatment 
planning process to assist the individual to live as independently and self-sufficiently as 
possible. The care plan—driven by the recipient’s goals, values, needs and individual 
preferences to achieve optimal outcomes—is dynamic, living document updated in 
collaboration with each recipient.  
• Our Care Managers develop the individualized care plan in partnership with the recipient, 


his or her PCP, specialty care, dental care, and behavioral health providers, other 
practitioners, community social workers and providers, ancillary providers, caregivers, 
clinical pharmacist, providers, hospital discharge planners, and family recipients.  


•  Care managers collaborate with utilization reviewers, pharmacy, recipient services,  
and other internal resources to make sure all appropriate information for the care plan  
is considered.  


Figure 3.10-5: Recipient’s circle of experts 


 
                                                            
2 NCQA HP 2016 QI5 A13 
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We encourage recipients to live per their personal preferences and sustain family and 
personal connections, as well as community involvement. We form an integrated care team 
that surrounds each recipient with his or her chosen circle of support, including family 
members and formal and informal supports that may include the recipient’s friends, 
caregivers, and family’s faith practices. Additionally, we assist the recipient’s circle of support 
by assessing them for stress and burnout to make certain sustainability of the caregiver-
recipient relationship. This is accomplished through the annual comprehensive assessment, 
monthly contact (for intensive recipients), and quarterly face-to-face visits.  


Of critical importance within the recipient’s care plan is caregiver support.  


• We encourage participation in personal interests to meet social needs and provide time 
for caregivers to preserve their own needs and well-being.  


• We also refer caregivers to support groups that can help them avoid burnout and feelings 
of becoming overwhelmed, as well as increase their overall understanding of their family 
recipient’s condition. 


Successful case management requires sound mechanisms for team collaboration and 
communication. Our Case Managers accomplish this objective by partnering with recipients, 
PCPs, their families or caregivers, specialty care providers, and external agencies. With the 
recipient’s consent, critical information in care plans is shared with providers, recipients, and 
their families or caregivers when developed and updated. This makes certain all stakeholders 
are educated and informed on the recipient’s goals and treatment plan. 


2. Coordination with State and county agencies, such as ADSD, DCFS, 
Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; 
DWSS, and SAPTA as well as other public assistance programs, such as 
the Women, Infant, Children (WIC) program; teen pregnancy 
programs; parenting programs; and Child Welfare programs. 


We understand and will comply with the requirements of RFP Section 3.10.20.1.D.2. 


We collaborate with State and county agencies, public assistance programs, various 
community partners, and stakeholders to assist in enabling the recipient to receive the holistic 
services that are needed to improve the quality of life. We understand that our recipients’ 
health and well-being begins in their own homes, schools, workplaces, neighborhoods  
and communities.  


We understand that access to social and economic opportunities, resources and local supports 
have a major impact on the person’s perception of health. We assess the social determinants 
of health based on the Healthy People 2020 framework which includes: 


• Economic Stability: poverty, employment, food security, and housing stability 
• Education: high school graduation, enrollment in higher education, language, and 


literacy, and early childhood education and development 
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• Social and Community Context: social cohesion, civic participation, discrimination, and 


incarceration 
• Health and Health Care: access to primary care and specialist plus health literacy  
• Neighborhood and Built Environment: access to healthy foods, quality of housing, crime 


and violence and environmental conditions 


We collaborate with various community partners and stakeholders to assist with coordination 
of care. Services typically include inpatient and outpatient treatment; innovative assessment 
and treatment recommendations; education; coordination for support with community 
resources; emotional support, consultation for families and professionals; follow-up services; 
and opportunities to participate in research studies. 


3.10.20.2 The following components should be incorporated into the vendor case 
management program: 


A. Identification 
The vendor must have mechanisms in place to screen and identify 
recipients potentially eligible for case management services. These 
mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, access issues and/or service utilization) 
and may also include telephone interviews; mail surveys; 
provider/self-referrals; or home visits. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.A. 


We recognize that accurately identifying recipients in need of case management is a critical 
component of the process. All new recipients receive a welcome call to screen for health  
care needs, case management, continuity of care or special needs. The recipients are  
screened and sent to the appropriate team member to assist in continuing services or 
initiating case management. 


Additionally, specifically developed for the Medicaid population, our evidence-based 
predictive modeling technique enables us to identify at-risk recipients. Through using 
predictive modeling, we classify recipients who have a high medical risk score. The scores are 
generated from Medicaid-specific, proprietary algorithms that we have developed internally 
based on data from our Medicaid populations, as well as our clinical and informatics 
expertise. Inputs to the algorithms include: 


• Demographics 
• Medical claims 
• Pharmacy claims  


We run the program for our entire Nevada MCO population monthly; the results are reviewed 
by the appropriate teams to determine which recipients require outreach and intervention. 
We offer intensive and supportive case management for recipient candidates with high- and 
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low-risk chronic condition management. We then stratify recipients for case management 
and disease management based on the information we gather from our predictive modeling 
technique and our outreach activities. Experientially, we have found that biopsychosocial 
complexity affects the intensity of recipient need.  


The pictorial below provides a visual depiction of the holistic outputs of our risk  
stratification program.  


Figure 3.10-6: Holistic Outputs of our Risk Stratification Program 
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B. Screen 
1. The vendor shall conduct a Health Needs Assessment Screening 


for all new recipients with the following timeframes from the 
date of enrollment in the MCO: 


a. Must arrange for or conduct an initial screening 
assessment of new recipients, to confirm the results of a 
positive identification and to determine the need for case 
management services within ninety (90) calendar days of 
enrollment. Screening assessment for pregnant women, 
children with specialty health care needs, adults with 
special health care needs must be conducted within thirty 
(30) days; and 


We understand and will comply with the requirements of RFP Section 3.10.20.2.B.1.a. 


All new recipients receive a welcome call to screen for health care needs, case management, 
continuity of care or special needs within 90 days of enrollment. The recipients are screened 
and sent to the appropriate team member to assist in continuing services or initiating case 
management. If identified as a special population, the screening shall be conducted in no less 
than 30 days. Recipients who are pregnant or have identified chronic conditions are 
automatically assigned to population health where their utilization can be monitored, and 
they can be contacted again as indicated. 


b. The MCO shall document at least three (3) attempts to 
conduct the screen. If unsuccessful the MCO shall 
document the barrier(s) to completion and how the 
barriers shall be overcome so that the Health Needs 
Assessment can be accomplished with in the first one 
hundred and twenty (120) days. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.B.1.b. 


We document all attempts to contact the recipient (telephone, letter, e-mail, fax, and 
authorized caregiver channels). Recipients who cannot be located or communicated with after 
three (3) or more attempts over a two (2) week period may be excluded from case 
management. Recipients who could not be reached but who are pregnant or have identified 
chronic conditions are automatically assigned to population health where their utilization can 
be monitored, and they can be contacted again as indicated. All barriers will be documented 
in the recipient’s record to verify the HNA is completed timely. 
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c. Face-to-face assessments shall be conducted, as 
necessary. The goals of the assessment are to identify the 
recipient’s existing and/or potential health care needs 
and assess the recipient’s need of case management 
services. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.B.1.c. 


We acknowledge the importance of conducting assessments with individuals in-person as 
needed. We use condition-specific assessments and care planning tools that are based on 
nationally recognized, evidence-based clinical practice guidelines to help recipients with 
chronic condition self-management, providing them education and encouragement to learn 
the skills of self-management, when possible, and assisting them in accessing the services and 
supports related to those issues. 


The Case Manager also evaluates the recipient’s current living situation and preferences and 
his/her need for additional covered and non-covered services and supports. Based on this 
assessment, the recipient’s assigned level of case management may be modified so that the 
case management strategies are aligned with the recipient’s individual needs, preferences, 
and prioritized goals. 


Services and evaluations may be offered telephonically or face-to-face according to the 
recipient’s needs or preferences. Recipients in intensive case management are offered 
quarterly face-to-face visits. Recipients eligible will receive their assessments and 
reassessments through face-to-face visits. These contacts will occur at a place mutually 
agreed to by the recipient and the Case Manager. Case Managers will work with the 
recipient/representative, recipient’s family or circle of support, providers, social service 
agencies and community organizations as needed and as permitted and agreed to by  
the recipient. 


d. The MCO will submit their Health Needs Assessment 
Screening form/s and data to the DHCFP upon request. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.B.1.d. 


Our organization has a robust data collection and reporting capability and will submit all 
forms and data to DHCFP as requested. 
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C. Comprehensive Assessment 
For those identified through the Health Needs Assessment 
Screening to potentially need case management services, 
comprehensive assessment must be completed to evaluate the 
recipient’s physical health, behavioral health, co-morbid conditions, 
and psycho-social, environmental, and community support needs. 
The assessment must be completed by a physician, physician 
assistant, RN, LPN, licensed social worker, or a graduate of a two or 
four-year allied health program. If the assessment is completed by 
another medical professional, there should be oversight and 
monitoring by either a registered nurse or physician. 
Furthermore, the vendor must provide information to the 
recipients and their PCP that they have been identified as meeting 
the criteria for case management, including their enrollment into 
case management services. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.C. 


Assessment and Screening 
While both clinical and non-clinical staff may complete questionnaires, assessments require a 
clinical Case Manager for purposes of clinical judgment and decision-making. All assessments 
are completed by qualified staff and closely monitored by our professionals. Depending upon 
the recipient’s needs and risks, the Case Manager may use any or a combination of these 
questionnaires and assessments. The list that follows reflects the current condition specific 
assessments and screeners we use within our integrated case management to inform the 
development of a care plan. The table below includes our condition specific assessments  
and screeners: 


Table 3.10-8: Condition-Specific Assessments and Screenings 


Condition Specific Assessments And Screeners 


• Asthma assessment 
• Pregnancy and trimester assessment 
• CAD assessment 
• COPD assessment 
• Diabetes assessment 
• HF assessment 
• Depression assessment 
• SF10 and SF12 assessment 
• Anxiety assessment 
• GAD7 screener 
• SAFE risk falls assessment 


• Post-Partum  
• Edinburgh postpartum depression screener  
• Hypertension assessment 
• Pain assessment 
• Sickle Cell assessment 
• Weight Management assessment 
• UNCOPE screener 
• CRAFFT screener 
• PHQ9 screener 
• K6 screener 
• PSC17 screener 
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Condition Specific Assessments And Screeners 


• Safety questionnaire 
• Pre and post-transplant 
• Infant assessment 
• HIV/AIDS assessment 


• Hepatitis C assessment 
• End Stage Renal Disease assessment 
• Cancer assessment 


Communications 
The recipient and the provider each receive a welcome letter and a care plan letter. Both 
letters discuss the case management program. The care plan is agreed upon by the recipient 
and the Case Manager and shared with the PCP. The care plan discusses the recipient’s 
priorities, tasks and who is assigned to each task. There is also a phone number listed in the 
letter so the PCP or recipient can call the Case Manager directly with questions. As the care 
plan is updated, new ones are sent to the recipient and the providers. 


 Case management interventions also include provider communications. Provider 
interventions encourage using evidence-based guidelines and protocols and can encourage 
additional educational and training support. Direct mail notifications are sent to providers 
when recipients are enrolled in all levels of integrated case management. Providers (with 
recipient permission as needed) are provided copies of care plans to enhance coordination 
and collaboration of care. A  Medical Director may contact directly a provider or provider 
group to provide information and education on specific topics. 3 


Individualized letters are sent to recipients when they are identified with a chronic condition. 
These letters inform the recipient how they became eligible for the program, how to get more 
information and how to opt out if they so choose.4 


Our health plan website is a resource for Nevada recipients and providers regarding chronic 
condition management programs and interventions. Providers can request to enroll recipients 
in integrated case management simply by using a form found on the website.5 


                                                            
3 NCQA HP 2016 QI6 G1-2 
4 NCQA HP 2016 QI6 D1-3 
5 NCQA HP 2016 QI6 G1-2 
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D. Prioritize Care Needs of the Recipient 
1. The vendor must develop methods to synthesize assessment 


information to prioritize care needs and develop person 
centered treatment plans. Once the recipients care needs have 
been identified, the vendor must, at a minimum: 


a. Develop a person centered care treatment plan (as 
described below); 


b. Implement recipient - level interventions; 
c. Continuously monitor the progress of the patient; 
d. Identify gaps between care recommended and actual 


care provided; 
e. Propose and implement interventions to address the 


gaps; and 
f. Re-evaluate the recipient’s care needs and adjust the 


level of case management services accordingly. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.D.1.a-f. 


Our approach to prioritizing the needs of the recipient is as follows:  


• All assessment and screening information is gathered and synthesized to best inform the 
development of an individualized care plan with input from the recipient, family support, 
PCP and other stakeholders.  


• All information regarding the recipient is incorporated into their care plan, including  
input from the recipient, family, primary care provider, and others, including behavioral 
health providers.  


• Our care plans cover all aspects of the recipient’s life that may be affecting their  
health, including their medical needs, their behavioral challenges and the health of  
their environment.  


• Services identified in the individualized service plan are implemented immediately, with 
constant and consistent monitoring toward goals with the recipient.  


• The Case Manager and the care team arrange for the coordination of both covered and 
non-covered services for the recipient.  


• We partner with recipients, their families, community supports, community-based Case 
Managers, providers, and practitioners to enhance care outcomes.  


• We encourage all recipients to follow the age-appropriate screening and health-
maintenance guidelines, as well as evidence-based care for chronic physical and 
behavioral illnesses.  


• Our Case Managers contact all providers and stakeholders for their input and on-going 
involvement to best meet the needs of the recipients.  
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• The plan is reviewed and revised on specific schedules based on the level of service the 
recipient is enrolled in. It is also updated whenever there is a change in condition, status 
or placement.  


• Gaps in care are quickly identified in our business application system to alert Case 
Managers to follow up with the recipients and their providers to obtain appropriate 
clinical screenings and comply with clinical practice guidelines.  


• When the recipient is not sufficiently progressing toward their identified goals,  
alternative solutions are developed to reduce barriers, and a new plan is developed  
and implemented.  


• We closely track our ICM interventions at the Intensive, Supportive, and Population Health 
to confirm all recipient needs are met. 


Table 3.10-9: Intensive, Supportive, and Population Health interventions  


Intensive Supportive Population Health6 


• Outreach/Enrollment 
• Welcome Letter  
• Face to face visits (quarterly at 


minimum)  
• PCPs notification of enrollment, 


education about the program and 
services and how they can best 
support their patient 


• Encouraging recipients to 
communicate with their care and 
service providers 


• Comprehensive bio-psychosocial 
assessment including behavioral 
health and substance use 
screening with review of social 
determinants of health 


• Condition-specific assessments for 
physical and behavioral health 


• Case Formulation/Synthesis 
(summary of the recipient’s story) 


• Integrated plan of care and service 
plans (if recipient is LTSS eligible) 


• Chronic condition management 
• Recipients’ education and 


coaching to self-manage their 
conditions and issues  


• Monthly care plan updates based 


• Outreach/Enrollment 
• Welcome Letter 
• Face to face visits (required 


for LTSS) 
• PCPs notification of 


enrollment, education about 
the program and services and 
how they can best support 
their patient 


• Condition-specific 
assessments for conditions of 
focus 


• Bio-psychosocial care plan 
which includes activities for 
chronic conditions, and 
service plans  


• Chronic condition 
management 


• Coaching on the management 
of conditions and issues and 
self-care 


• Encouraging recipients to 
communicate with their care 
and service providers 


• Education on disease process, 
self-management skills, and 
adherence to recommended 


• Low/No Risk pregnant 
recipients: Quarterly 
screening to identify risk 
factors  


• Dually enrolled Medicare-
Medicaid: Annual HRQ, low-
risk care plans, Krames 
materials 


• Welcome letter and bi-
annual newsletter for low-
risk chronic condition 
management 


• Special populations: 
monitoring/tracking per 
State requirements  


• PCPs notification of 
enrollment, education 
about the program and 
services and how they can 
best support their patient 


• Not applicable for LTSS 
recipients 


                                                            
6 NCQA HP 2016 QI6 A1, QI6 D, QI6 G 
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Intensive Supportive Population Health6 


on progress toward goals 
• Recipient contacts as clinically 


indicated (monthly at minimum)  
• Complex care coordination with 


both internal and the recipient’s 
multi-disciplinary care team 
includes the recipient’s identified 
support system 


• Case rounds 
• Integrated care team meetings 


(duals & LTSS)7 
• Bi-annual Newsletter for primary 


chronic condition 
• Krames educational sheets 


testing and treatment 
• Quarterly (minimum) care 


plan updates  
• Recipient contacts as clinically 


indicated (every 90 days at 
minimum) 


• Care team coordination  
• Case rounds 
• Integrated care team 


meetings (duals & LTSS)8 
• Bi-annual Newsletter for 


primary chronic condition 
• Krames educational sheets 


Our Integrated Care Management Goals and Objectives outlines the programmatic goals as 
well as the measurement frequency and results of findings. Monthly, quarterly and annually, 
we are evaluating the data to improve outcomes for our recipients. 


Table 3.10-10: Care Management Goals and Objectives 


Integrated Care Management Goals And Objectives9 


Goals Measurements 


Integrated Care Management Program Goals: Strive to improve recipient health outcomes to help recipients 
regain optimum health in the right setting and in a cost effective manner 


Assess population size and demographic 
characteristics of recipients to define health 
service needs ensuring accessible health 
care and appropriate quality improvement 
interventions 


• Conduct an annual:  
o Membership profile (population assessment) that includes 


the entire membership as well as enrollment in the 
Integrated Care Management program 


o Evaluation of processes  
o Evaluation of resources  


                                                            
7 NCQA HP 2016 QI6 H 
8 NCQA HP 2016 QI6 H 
9 NCQA HP 2016 QI5 B4 
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Integrated Care Management Goals And Objectives9 


Goals Measurements 


Align identified recipients with the 
appropriate level of care determined by 
their individual needs 


• Using established criteria, evaluate monthly and quarterly 
reports: 
o Monthly predictive modeling reports  
o Health Risk Questionnaires 
o Referrals to case management 
o Condition-specific assessments 


Facilitate access to a continuum of services 
and supports based on the intensity and 
complexity of each recipient’s needs 


Decrease avoidable inpatient utilization 
• Evaluate monthly: 


o IP admissions report 
o Seven and 30-day readmission rate reports  


Decrease avoidable emergency department utilization 
• Evaluate monthly: 


o ED admission per thousand report 
o Recipients with more than one ED admission 


Increase use of specialty care and services targeted to specific 
recipient needs 
• Evaluate monthly specialists visits per thousand report 


Promote timely care plan interventions with 
performance goals that support recipients 
receiving care in the most integrated, least 
restrictive, and cost-effective setting while 
encouraging optimal functioning and 
acknowledging personal preferences 


• Conducting monthly file audits to evaluate: 
o Follow-up at predetermined intervals to monitor 


achievement of goals in the individual recipient’s treatment 
plan 


o Development and implementation of self-management 
plans  


o Education and recipient and family or caretaker 
involvement 


• Engaging practitioners, service providers, and the recipient’s 
representative(s) in the development of the plan of care to 
support the recipient achieving his/her goals 


• Assisting recipients with achievement of individualized goals, 
such as meaningful employment or palliative care needs  


Promote and facilitate behavioral changes 


• Provide education and information to recipients about their 
conditions, medications, available services and resources, and 
options that will help them to achieve their plan of care goals 


• Evaluate pre/post SF10 and/or SF12 assessments 
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Integrated Care Management Goals And Objectives9 


Goals Measurements 


Promote equitable access to high-quality 
care and services. Identify and reduce social, 
educational, racial and ethnic disparities in 
health care through care coordination and 
collaboration with network management 


• Evaluate monthly HEDIS data 
• Facilitate and support integrative clinical programs and HEDIS 


based initiatives that address cultural and linguistic needs of our 
recipients 


• Promote initiatives to address racial and ethnic disparities in 
health care 


Promotion of health literacy 


• Inclusion of articles in semi-annual chronic condition 
newsletters 


• Internal staff training—semiannual (using plain language in 
communication) 


• Promotion of external communication resources  
• Technological improvements (e.g., track phone, cellular phone 


applications) 


Establish and implement procedures to 
integrate recipient health information by 
promoting collaboration and coordination 
across all departments  


• Regular review occurring in the following areas: 
o HEDIS Gaps in Care 
o Health appraisals 
o Health information line 
o Interdisciplinary case rounds 
o Interdisciplinary care team meetings 


Improve the recipient experience with 
health care delivery 


• Monitor monthly grievance and appeals reports 
• Conduct ongoing recipient satisfaction surveys 


Promote using health, preventive and 
routine care and services to promote health 
and wellness  


• Recipient education through quarterly recipient newsletter 
articles 


• Recipient education through semi-annual chronic condition 
recipient newsletters 


• Promotion of wellness visits (as part of treatment goals) 
• Offer incentives  


Decrease institutionalization by assisting 
recipients in remaining in, or returning to, 
their placement of preference while 
allowing them to reside in the least 
restrictive environment suitable to meet 
their needs.  


 


 


Quarterly monitoring of percentage of recipients institutionalized 
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Integrated Care Management Goals And Objectives9 


Goals Measurements 


Chronic Condition Management within Integrated Care Management Goals 


Chronic Condition Management within Integrated Care Management Goals: Strive to improve recipients’ 
functional status and their ability to self-manage their chronic condition so that they can minimize the extent, to 
which it interferes with their lives, as well as to identify and manage co-morbid conditions as needed. It aims to 
reduce longer-term premature morbidity (complications) and mortality of the condition. 


Promote appropriate medication 
adherence/compliance 


• Evaluate monthly HEDIS measures 
o HEDIS Gaps in Care follow-up 


Encourage reduction and/or elimination of 
smoking and other complicating factors (e.g. 
poor diets, obesity, self-damaging 
behaviors) 


• Evaluate monthly HEDIS measures 
o HEDIS Gaps in Care follow-up 


Identify and facilitate treatment of 
problems early, before they become 
catastrophic or more complex 


Decrease risk of adverse outcomes, when 
such outcomes may be modifiable 


• Evaluate percentage of readmission to intensive case 
management (measured quarterly)  


• Percentage of recipients in our predictive modeling Group 4 


Educate recipients on the signs and 
symptoms of their primary and comorbid 
conditions 


 Semi-annual chronic condition management newsletters 


 


E. Person Centered Care Treatment Plan 
1. Based on the assessment, the vendor must assure and 


coordinate the placement of the recipient into case  
management and development of a person centered care 
treatment plan within ninety (90) calendar days of membership. 
The recipient, designated formal and informal supports, and the 
recipient's PCP must be actively involved in the development of 
the care treatment plan. Ongoing communication regarding 
 the status of the care treatment plan may be accomplished  
between the vendor and the PCP’s designee (i.e. qualified 
 health professional). Revisions to the clinical portion of the 
care treatment plan should be completed in consultation with 
the PCP. 
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We understand and will comply with the requirements of RFP Section 3.10.20.2.E.1. 


We recognize that a successful care plan requires ongoing input and engagement from the 
recipient and their support system. Case Managers facilitate a multidisciplinary approach to 
care planning by partnering with the recipient, primary care provider, specialty care and 
behavioral health providers, community social workers, ancillary providers, caregivers, 
pharmacy providers, hospital discharge planners and family recipients or the interdisciplinary 
care team when requested by the recipient. They also collaborate with utilization reviewers, 
pharmacy, recipient services and other internal resources to confirm all appropriate 
information in considered for incorporation in the recipient’s care plan. This care plan is 
developed no greater than 90 days from enrollment of the recipient to best and most 
efficiently direct care as soon as possible. 


• The recipient and clinician’s plan of care are shared with the provider(s) and others in the 
recipient’s circle of support, as long as the recipient permits.  


•  It is periodically adjusted to meet the recipient’s needs, and progress toward goals  
is tracked on the written plan of care and in the case management business  
application system.  


• The plan is reviewed and revised on specific schedules based on the level of service the 
recipient is enrolled with input from all parties. It is also updated whenever there is a 
change in condition, status or placement.  


• Based on the recipient’s needs, Case Managers use condition-specific assessments and 
care plan interventions to assist them with chronic condition management, thereby 
including traditional “disease management” within the ICM process rather than it being 
managed separately.  


• All recipients receive person-centered outreach and follow-up, from those who are 
healthiest to those who are the sickest or most at-risk due to their medical, behavioral 
and/or social comorbidities; pregnant women, mothers and children in TANF; ABD; those 
who are Medicare-Medicaid Eligible (MME), dual-eligible; recipients needing long-term 
services and supports who have a chronic illness or disability who either meet an 
institutional level of care or are considered at risk of an institutional level of care.  


2. The vendor must arrange or provide for professional case 
management services that are performed collaboratively by 
the recipient, designated formal and informal supports, and a 
team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, 
behavior health specialists, targeted case managers, and/or 
social workers) appropriate for the recipient’s condition and 
health care needs. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.E.2.  
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We recognize the importance of providing case management services that are targeted to the 
unique needs of the recipient and delivered through the most appropriate venue, either 
professionally or through natural supports. Our case management staff include licensed 
physicians, physician assistants, nurses, specialists, pediatricians, pharmacists, behavioral 
health specialists, Targeted Case Managers, and social workers. When Targeted Case 
Managers work for a provider and/or community service organizations, our case 
management team collaborates and coordinates to affect the best outcome for the recipient.  


Our case management model has three levels to support the individual needs of our 
recipients: Intensive, Supportive, and Population Health. They are described below. 
Additionally, see our response to D. above for the goals and objections of each level of our 
case management model. 


Intensive Case Management 
Intensive case management is intended for people with complex conditions to help them 
receive coordinated care, based on a customized approach to each individual’s unique 
circumstances. It includes a highly individualized range of interventions to help recipients and 
their families manage serious and complex conditions that are persistent and substantially 
disabling or life threatening. These conditions are marked by biological, psychological, and/or 
social comorbidities that interfere with standard care delivery. Intensive case management 
interventions will include chronic condition management education as appropriate as well as 
assistance with accessing care across the continuum for as long as in necessary to stabilize or 
impact care outcomes. 


Supportive Case Management 
Supportive case management includes problem-solving interventions that focus on improving 
access to, and effectiveness and safety of, standard health care for individual recipients. 
Supportive case management is targeted towards recipients who have lesser clinical 
and biopsychosocial complexity. It may include longitudinal case management of recipients in 
our LTSS population or may be brief and condition focused for other recipients, including 
chronic condition management.  


Population Health 
This level of case management offers basic educational outreach and includes individualized 
services to recipients who require routine screening, monitoring, and follow-up.  
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3. The person centered care treatment plan should reflect the 
recipient’s primary medical diagnosis and health condition, any 
co-morbidity, and the recipient’s psychological and community 
support needs. At a minimum, the vendor’s case manager 
must attempt to coordinate care with the recipient’s case 
manager from other health systems, including behavioral 
health. The person centered care treatment plan must also 
include specific provisions for periodic reviews of the 
recipient’s condition and appropriate updates to the plan. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.E.3. 


Every assessment we conduct includes attention to co-morbidities to help reduce unhealthy 
behaviors by identifying the primary diagnosis and need for services to inform the care plan. 
We recognize that the recipient’s behavioral health is equally as important as their medical 
needs, and work closely with their Case Managers from other systems to coordinate and 
maximize care.  


All information regarding the recipient is incorporated into their care plan, including input 
from the recipient, family, primary care provider, and others, including behavioral health 
providers. Our care plans cover all aspects of the recipient’s life that may be affecting their 
health, including their medical needs, their behavioral challenges and the health of their 
environment. Our Case Managers contact all providers and stakeholders for their input and 
on-going involvement to best meet the needs of the recipients. The plan is reviewed and 
revised on specific schedules based on the level of service the recipient is enrolled in. It is also 
updated whenever there is a change in condition, status or placement.  


4. The vendor must honor ongoing person centered care 
treatment plans, as medically necessary, for recipients 
transferred into the vendor’s plan from another Medicaid 
vendor, a State-designated HIX plan or any other existing care 
treatment plans. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.E.4. 


We recognize the in-depth process that must be accomplished to develop an individualized 
care plan and the burden it can place on the recipient, family, and other stakeholders to 
repeat a recent process. As such, services identified in current care plans created by another 
entity and transferred to us will be continued upon enrollment. Review by our team, with the 
recipient’s input, will occur over time as progress and needs change. 
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F. Designation of PCP 
For recipients with case management needs, the designated PCP is 
the physician who will manage and coordinate the overall care for 
the recipient. In addition, the vendor will facilitate the coordination 
of the recipient’s care and ensure communication between the 
recipient, PCP, and other service providers and case managers. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.F. 


Successful case management requires sound mechanisms for team collaboration and 
communication, and we recognize the PCP as the cornerstone of this team. Our Case 
Managers accomplish this objective of collaboration by partnering with recipients, PCPs, their 
families or caregivers, specialty care providers, and external agencies. With the recipient’s 
consent, critical information in care plans is shared with providers, recipients, and their 
families or caregivers when developed and updated. This makes certain all stakeholders are 
educated and informed on the recipient’s goals and treatment plan. Sharing information is 
two-directional (through fax, email, text, telephone, and face-to-face interaction) in the  
form of: 


• The recipient’s health risk questionnaire 
• Care planning assessment, or condition-specific assessment 
• Other Plan divisions such as recipient services, prior authorization, and Informed  


Health Line 
• Concurrent review and discharge planning 
• Ancillary providers such as community-based Case Managers, State social workers, 


juvenile courts, schools, and comprehensive substance treatment and rehabilitation 


Information is shared through care plans, as well as through telephonic interactions with 
providers/practitioners, and community resources. Collaboration is of key importance to both 
receiving and sharing information. In collaboration with each recipient and his or her 
supports, our integrated care team (led by a highly-trained Case Manager who serves as the 
recipient’s single point-of-contact) partner to create a plan of care that includes mutually-
agreed upon recipient-centered goals, along with actions for the recipient and his or her 
supports. The Case Manager and the care team arrange for the coordination of both covered 
and non-covered services for the recipient. We partner with recipients, their families, 
community supports, community-based Case Managers, providers, and practitioners to 
enhance care outcomes. We encourage all recipients to follow the age-appropriate screening 
and health-maintenance guidelines, as well as evidence-based care for chronic physical and 
behavioral illnesses. Every assessment and encounter include attention to co-morbidities and 
to reducing unhealthy behaviors (such as tobacco use or substance use) in a recipient-
centered manner.  
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In addition, Interdisciplinary Case Rounds and Interdisciplinary Care Team Meetings are held 
to increase the success and reduce barriers with complex cases. 


Interdisciplinary Case Rounds10 
Interdisciplinary case rounds are held at least twice monthly and provide a forum for the case 
management team, utilization management staff and clinical leaders to discuss complex 
recipients and collaborate on ways to better assist them. The clinical leaders also interface 
with the provider community when needed to assist our ICM team and to enhance care for 
our recipients. Providers may be invited to attend integrated case rounds in person or  
by phone.  


Interdisciplinary Care Team Meetings11 
Where contractually required or clinically indicated, a plan will hold ICT meetings. The 
Integrated Care Team meetings always include the recipient and other designees as 
requested by the recipient or required by the State. The team commonly includes the 
recipient, recipient’s family or supports, provider(s) and the plan’s case management staff 
and clinical leaders or others involved in the recipient’s care.  


G. Case Management Program Staffing 
The vendor must identify the staff that will be involved in the 
operations of the case management program, including but not 
limited to: case manager supervisors, case managers and 
administrative support staff. The vendor must identify the 
role/functions of each case management staff recipient as well as 
the required educational requirements, clinical licensure standards, 
certification and relevant experience with case management 
standards and/or activities. Furthermore, the vendor must provide 
case manager staff/recipient ratios based on the recipient risk 
stratification and different levels of care being provided to 
recipients Behavioral health case management must be available 24 
hours a day, 7 days a week. 


We understand and will comply with the requirements of RFP Section 3.10.20.G. 


  


                                                            
10 NCQA HP 2016 QI5 B5 
11 NCQA HP 2016 QI5 B5 
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Our Integrated Care Management program is supervised by experienced and licensed medical 
and clinical staff. The program incorporates well-defined standards for the different level of 
staffing, including: 


• Licensed Case Managers: assigned the most complex recipients and may assist with 
clinical needs of less complex recipients. This position requires a registered nurse or an 
independently licensed, master’s level behavioral health professional (e.g. LCSW, LPC). 


• Case Management Coordinators: assigned to manage recipients whose care coordination 
needs may be complex, but who do not require a licensed Case Manager or complex 
clinical judgment to manage (e.g., recipients in long-term services and supports who may 
have multiple home and community-based non-clinical service needs). A Bachelor’s degree 
is the minimal requirement for this position, but a Master’s degree in a health care or 
related field is preferred. 


• Case Management Associates: assist recipients and the case management team with non-
clinical activities such as initial outreach calls, completing health risk appraisals, arranging 
transportation, helping recipients with scheduling appointments, mailing letters and 
reminders including making sure low-risk chronic condition management mailings are 
sent, and other activities that support our recipients and our Case Managers. 


We make sure all of our staff are qualified and receive comprehensive on-going training, 
education, and coaching. 


Caseloads vary by service level given the variation and frequency of the interactions with the 
recipient and his/her care team. If Case Managers carry a mixed caseload, a case weight is 
applied to make sure they have the appropriate capacity to meet the needs of their recipients.  


Table 3.10-11: ICM Caseload Ratios by Service Level 


Caseload 


ICM Service Level ICM Caseload Ratio LTSS Caseload Ratio 


Intensive 1:41 1:35 (HCBS/Community) 
1:50 (Nursing Facility) 


Supportive 1:125 1:50 (HCBS/Community) 
1:130 (Nursing Facility) 


Population Health 1:400 (dually enrolled only) Not applicable 
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H. Case Management Conditions 
1. The vendor must, at a minimum, provide case management  


to recipients with the following clinical and behavioral  
health conditions: 


a. Congestive Heart Failure (CHF); 
b. Coronary Arterial Disease (CAD); 
c. Hypertension (excluding Mild Hypertension); 
d. Diabetes; 
e. Chronic Obstructive Pulmonary Disease (COPD); 
f. Asthma; 
g. Severe Mental Illness (SMI); 
h. High-Risk or High-Cost Substance Abuse Disorders; 
i. Severe Cognitive and/or Developmental Limitation; 
j. Recipients in Supportive Housing; 
k. HIV; and 
l. Recipients with Complex Conditions. 


However, vendor must focus on all recipient’s whose 
health conditions warrant case management services and 
should not limit these services only to recipients with 
these conditions (e.g., cystic fibrosis, cerebral palsy, sickle 
cell anemia, etc.). 


We understand and will comply with the requirements of RFP Section 3.10.20.H.1.a-l. 


Chronic Condition Management Interventions12 
A component of ICM that is offered in each service level is assistance with the management of 
chronic conditions. We work closely with recipients to address medical and behavioral issues 
related to their asthma, diabetes, heart failure, chronic obstructive pulmonary disease, 
coronary artery disease, depression and any other condition that warrants close tracking and 
monitoring. For our recipients with Serious Mental Illness, we identify their needs and conduct 
case management and wrap around services to support them in the least restrictive 
environment to help them achieve the highest level of self-sufficiency possible.  


Condition management interventions include telephonic and print education on self-
monitoring, health behaviors, referral for appropriate medical testing, assistance with 
techniques to better adhere to medication regimens and treatment plans addressing recipient 
rationale for non-adherence, collaboration (with recipient’s consent) with providers and 
                                                            
12 NCQA HP 2016 QI 6A  
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caregivers, and provision of resources external to the organization, as appropriate. Further, 
as behavioral health and substance use issues are commonly co-occurring, each recipient 
identified as having problems in one of these areas (either by self-report, referral, initial 
assessment or claims data) is screened for both issues so that the appropriate resources and 
services can be arranged. 


These assessments are based on national clinical guidelines for care and self-management of 
specific chronic illnesses and include:  


• Asthma (adult and pediatric modules)  
• Chronic obstructive pulmonary disease (COPD) 
• Coronary artery disease (CAD) 
• Depression  
• Diabetes 
• Heart failure (HF) 
• Others indicated by State contract 


 Additionally, recipients are screened for behavioral health and substance use disorders using 
the following: 


• K-6 
• UNCOPE  
• PSC-17  
• CRAFFT 
• PHQ9 
• Edinberg Post-partum 
• GAD7 


These assessments and screening tools are used to generate chronic condition management 
education and to evaluate whether recipients are receiving the recommended care for their 
chronic conditions. If the screenings indicate a problem, the Case Manager will arrange for 
the recipient to receive an assessment and any recommended services with the appropriate 
provider. Case Managers also use care plan intervention options to help address a recipient’s 
chronic condition goals. Interventions associated with the management of chronic conditions 
typically include:  
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Table 3.10-12: Care Plan Interventions 


CARE PLAN INTERVENTIONS 


• Referral to PCP and/or specialty 
provider for a full clinical assessment 
(e.g. allergist, pulmonologist) 


• Facilitate access to durable medical 
equipment (DME) (e.g. Peak Flow 
Meter, Nebulizer peak flow meter, 
nebulizer) 


• Review of the recipient’s co-
morbidities for possible referral to 
intensive case management 


 


• Referral to community agencies and support programs (e.g., 
support groups) 
o Condition-specific educational mailings targeted toward 


the recipient’s unique conditions 
o Bi-annual condition specific newsletters 
o Website for recipients and providers for access to 


condition related information and educational materials 
(i.e. Krames, Medline Plus)  


o Provider notification of recipient enrollment 
o Collaboration with providers on care plan goals, 


appointment follow-up, and both treatment and care 
 plan adherence 


o Introductory letter explaining the program benefits, 
services and how providers are involved 


o Periodic health review of claims (medical and  
pharmacy) activity  


o Informed health line (nurse line) 
o Recipient and provider web portals to access care plans 


and recipient information 
o Encouraging recipients to communicate with their care and 


service providers 
o Psychosocial issues and cognitive limitations are 


incorporated into the individualized care plan as are the 
cultural practices and beliefs that are most important to 
the recipient 


o Arranging transportation as indicated 
o Access to online health appraisals  
o Access to wellness programs to address health behaviors 


that may affect the recipient’s overall health (e.g.: physical 
activity, tobacco use, alcohol consumption). 


Integrated Interventions13 
Through our Integrated Care Management program all aspects of the recipient’s care are 
reviewed. Services are coordinated to avoid duplication and identify gaps in care. Tools used 
in this integrated program include HEDIS, health appraisals, health information line, 
integrated care meetings, cultural competency, and diversity projects and always in 
collaboration with the recipient and protecting the recipient’s confidentiality. 


                                                            
13 NCQA HP 2016 QI6 H1-5 
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I. Case Management Strategies 
1. The vendor must follow best-practice and/or evidence-based 


clinical guidelines when devising a recipient’s person centered 
treatment plan and coordinating the case management needs. 
Should a vendor employ a disease management methodology 
(e.g., grouper, predictive modeling, proprietary screening 
algorithms) to identify and/or stratify recipients in need of 
various levels of health coaching and care intervention, the 
methods must be validated by scientific research and/or 
nationally accepted and recognized in the health care industry. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.I.1. 


Clinical Practice Guidelines14  
Clinical guidelines are reviewed by a standing clinical committee called the National Guideline 
Committee. The guidelines are from nationally recognized sources and are referenced in the 
assessments and are updated at least every two years and whenever significant changes are 
made to national guidelines.  


When assessments for a specific condition (e.g., heart failure, depression) are developed or 
revised, these national guidelines are incorporated into the assessment and associated care 
plan intervention options. The name of the guideline(s) used and link(s) to the entire 
document are provided within the assessment. All guidelines are available as links from the 
plan’s website and in the provider manual. Providers are educated about where to find these 
guidelines when they join the plan and when guidelines are revised. 


The ICM program was developed in 2010 and was based on a review of literature indicating 
that people who have complex illnesses and comorbid conditions, who require care across 
multiple clinical and social domains, are likely to be less responsive to standard care and more 
likely to benefit from an individualized approach to meeting their unique healthcare needs.15 


                                                            
14 NCQA HP 2016 QI5 B1; QI7 C 
15 Stiefel, et al. Operationalizing Integrated Care on a Clinical Level the INTERMED Project. Med Clin N Am 90 
(2006) 713-758. 
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To further augment this program we have incorporated evidence-based practices and 
national care guidelines to create clinical algorithms that assist with conducting the most 
appropriate assessment and managing recipients. Assessments used by Case Managers were 
developed using evidenced-based clinical practice guidelines promulgated by nationally 
recognized entities including but not limited to:16  


• Centers for Disease Control and Prevention 
• Case Management Society of America 
• American Congress of Obstetricians and Gynecologists 
• Center for Adolescence and Substance Abuse Research 
• ADA Standards of Medical Care in Diabetes 
• National Heart, Lung, and Blood Institute Asthma Guideline 
• The Global Initiative for Chronic Obstructive Lung Disease 
• ACCF and AHA Heart Failure Guideline 
• APA Depression Guideline 
• AHA/ACCF Coronary and Other Atherosclerotic Vascular Disease 


An analysis of our Medicaid’s own claims experience showed that people with multiple 
complex illnesses and especially those with co-morbid behavioral health and physical health 
disorders required frequent and repeated physical health treatment, suggesting that they 
were not achieving sustainable clinical improvement. Our predictive modeling showed that 
our highest risk recipients—those at highest risk of requiring inpatient admission and 
Emergency Department treatment over the upcoming 12 months—had multiple physical 
health conditions, and 70 percent to 90 percent had co-morbid behavioral health conditions.17  


2. The vendor must develop and implement mechanisms to 
educate and equip physicians with evidence-based clinical 
guidelines or best practice approaches to assist in providing a 
high level of quality care to vendor recipients. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.I.2. 


Provider education is a cornerstone of our program. We offer continuing education 
opportunities to keep providers informed both about our services and about important health 
care issues. Multiple components are common for providers statewide, including: 


• Cultural Competency specific to the provider’s region and panel profile, including the 
State’s Community Action 


• Poverty Simulation 


                                                            
16 NCQA HP 2016 QI5 B1 
17 NCQA HP 2016 QI5 B1 
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• Targeted seminars with continuing medical education/continuing education unit credits 
for attendees 


• Plan updates (e.g., claims payment, new benefits, or changes in benefit structure) 
• Integrated behavioral health 
• Education on Trauma Informed Care and a Trauma Informed Care Toolkit 
• Mental Health First Aid 
• Value Based Services 
• Assistance with patient-centered medical home transformation 


We tailor our provider education programs for the unique needs of the urban and rural.  


Tailoring Our Provider Education Programs  
For The Unique Needs Our Recipients 


For example, in urban areas, regional seminars are commonly conducted at large hospitals 
and draw participation from the majority of our affiliated PCP practices. Rural providers have 


access to Web-based seminars with similar content, which saves time having to travel to 
events. We also deploy both postal and e-mail educational campaigns to support rural 
providers. We will provide education about our Integrated Care Management program, 


chronic condition management seminars, ongoing mentoring of office managers  
by Provider Relations Representative, and postal mail campaigns and e-mail.  


Additionally, our plan Health Equity program, supported by our national Health  
Care Equity Team, includes targeted strategies to educate providers who serve recipients  


from racial and ethnic minority populations and refugee or immigrant communities. 


We value our relationship with our providers and solicit information from providers on a 
continued basis to identify needs and offer targeted educational support, programmatic 
support, and issue resolution so that our providers can best serve our recipients. This includes 
provider education on the following: 


• Managed Medicaid processes 
• Prior Authorization 
• Claim submission 
• Appeals and Grievances 
• Updated standards of care (evidence-based practice guidelines) 
• Information about current local health emergencies and disaster preparedness 
• How to access information on his/her recipients 
• Population health tools 
• Accessing information from our predictive modeling 
• Recipient care plans—encourage recipient responsibility and self-care 
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• Access to integrated technology—information-sharing platform to enhance coordination 


among the provider, recipient, and our organization 
• Gaps in care (recipient-specific information on screening, wellness, and condition-specific 


testing recommended but not yet completed) 
• Information about provider’s recipient panel 
• Recipient panel list 


Our provider interventions are uniquely based on practice locations.  


Unique Provider Interventions 
For example, a focus for providers in urban areas is leveraging Accountable Care Organization 


relationships to increase collaboration and quality. In rural areas, we have pay-for-quality 
initiatives in which we pay small or individual practices for attaining specific quality goals 


(e.g., improved prenatal care visit rates, increased adolescent well-care visits). Through our 
Value Based Services and patient-centered medical home support, we make sure that PCPs 
have open panels to new recipients and have extended, after-hours care for our recipients. 
We conduct focus groups with the provider’s front-desk staff to more clearly understand  
staff needs as well as examine the local culture and values of our recipients. These staff 


members also form our Practice Manager Advisory Committee. We highlight rural provider 
successes through a provider-of-the-month program where we share rural provider success 


stories and best practices. We will conduct joint PCP and dental provider events to  
enhance partnerships and reduce barriers to care. We sponsor PCP and Community Mental 


Health Center events to enhance coordination of physical and behavioral healthcare. 


 


3. The vendor will work collaboratively with the DHCFP to 
determine recipient race and ethnicity. The vendor will 
organize interventions specifically designed to reduce or 
eliminate disparities in healthcare. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.I.3. 


Our recipient-centric approach to case management is consistent with the State’s guiding 
principles that emphasize the individual person, fully integrated case management, and 
encouragement of recipient responsibility and empowerment. We incorporate a culturally-
sensitive approach to honoring our recipients’ values, needs, and priorities. 


All levels of integrated case management include the provision of education and 
encouragement to recipients to learn self-management skills and their value and to 
coordinate access to the appropriate services and supports. Program elements recognize  


474 NV Managed Care Organization RFP No.: 3260







 3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS


 


 


(1) health literacy, (2) ethnic and cultural disparities in care, and (3) linguistic issues that may 
impede the treatment and management of a recipient’s health conditions. 


Based on the recipient’s specific needs, activities are coordinated with and conducted by the 
appropriate licensed clinical professional under the direction of the Medical Director and the 
director of medical management. We use standardized tools that include evidence-based 
clinical practice guidelines which are an integral part of our clinical assessments and are 
reviewed and updated annually. Furthermore, they are integrated into our case management 
documentation system for ease of access and care plan development based on the individual 
preferences and conditions.  


Cultural Competency and Diversity Projects 
Our goal is to address specific cultural and language needs that might challenge a recipient’s 
ability to access care or understand practices that lead to optimum health outcomes. We 
understand that cultural competency goes well beyond ensuring availability of a language 
interpreter or translating printed materials into languages other than English. There are 
questions in our assessments that elicit cultural beliefs so that the Case Manager can begin to 
understand how these are affecting the recipient’s health and how they can coordinate the 
care and services that will meet the recipient’s cultural needs. Cultural competency is a part of 
all case management training and is expected to be an integral part of the mentoring of 
integrated case management employees by their managers and clinical leaders. Recipients 
are identified and included in improvement projects to meet their individual needs. 
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J. Information Technology System for Case Management: 
The vendor’s information technology system for its case 
management program must maximize the opportunity for 
communication between the vendor, PCP, the patient, other 
service providers and case managers. The vendor must have an 
integrated database that allows vendor staff that may be contacted 
by a recipient in case management to have immediate access to 
and review of the most recent information within the vendor’s 
information systems relevant to the case. The integrated database 
may include the following: administrative data, call center 
communications, service authorizations, person centered care 
treatment plans, patient assessments and case management notes. 
For example, vendor recipient services staff must have access to a 
recipient’s case management notes and recent inpatient or 
emergency department utilization if contacted by that recipient. 
The information technology system must also have the capability to 
share relevant information (i.e. utilization reports, person centered 
care treatment plans, etc.) with the recipient, the PCP, and other 
service providers and case managers.  
The vendor must submit a monthly report on the number of 
recipients receiving case management, their ages, geographic 
location and reason for case management. 


We understand and will comply with the requirements of RFP Section 3.10.20.2.J. 


Case Management Business Application System  
Our case management system is a web-based application that allows Case Managers to work 
in an office, at home or remotely as in a recipient’s home. It is a role-based system that 
specifies the level of access based on staff title and position.  


• Every entry is stamped with the Case Manager’s name, identification and the date and 
time the entry is made.  


• Automated clinical algorithms identify indicated assessment and care plan follow-ups 
which are placed into a “Parking Lot” in the recipient’s case management record.  


• The parking lot serves as a reminder to the Case Manager so that the interventions can be 
considered for future discussion and care planning with the recipient. Case Managers also 
have a task list composed of both automated and created tasks to assist them in 
managing and prioritizing the activities involved in the recipient’s care planning. 
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•  The software application provides an integrated system for collecting and tracking 
information. It is used to document health and risk assessment, questionnaire results, case 
management information, interdisciplinary case rounds and care team activity. 


•  Information from the Health Information line is also assessable from the system and 
reportable in multiple formats.  


3.10.21 Standard XV: IQAP Documentation 
3.10.21.1 Scope 


The vendor must document that it is monitoring the quality of care across 
all services and all treatment modalities, according to its written IQAP. 
(This review of the entire range of care is expected to be carried out over 
multiple review periods and not on a concurrent basis.) 


We understand and will comply with the requirements of RFP Section 3.10.21.1. 


Quality is the basis of everything we do. The responsibility to monitor, evaluate, and act upon 
opportunities for improvement extends beyond our Quality Management department. Our 
management team uses an integrated and collaborative approach that involves each 
functional area, and each of our staff members participates in our quality assessment and 
improvement process. Our written IQAP provides an annual focus for our collective efforts to 
provide high-quality health care with improved recipient outcomes. 


We track care quality across the full spectrum of care -- across services, treatments, and 
populations. Areas of examination include but are not limited to: 


• Utilization of preventative services 
• HEDIS rates and CAHPS results 
• Complaints and grievances 
• Credentialing and re-credentialing activities 
• Case management outcomes 
• Health care disparities 
• Patient safety 
• Preventable emergency department visits and hospitalizations 


In addition, our focus is in both clinical and non-clinical aspects of service, including but not 
limited to availability, accessibility, coordination, and continuity of care. Our monitoring 
activities span multiple years to facilitate analysis of trends and patterns. Please see Sections 
3.10.1 and 3.10.6.2 for more information about our specific areas of interest and how they 
are incorporated into our IQAP work plan.  
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3.10.21.2 Maintenance and Availability of Documentation 
The vendor must maintain and make available to the DHCFP, and upon 
request to the Federal Secretary of Health and Human Services or any 
federal or state regulatory entities, studies, reports, protocols, standards, 
worksheets, minutes, or such other documentation as requested 
concerning its quality assurance activities and corrective actions. 


We understand and will comply with the requirements of RFP Section 3.10.21.2. 


We will submit all required reports to the State regarding the results of internal monitoring, 
evaluation, and action plan implementation according to a required schedule. The reports will 
include targeted health indicators monitored by the State agency and specific quality data 
periodically requested by the Federal government. The reports will be in the format and 
frequency specified by the State agency. We also make revisions to reports as requested by 
the State, and we will comply with all subsequent changes in report format and frequency 
specified by DHCFP. We also provide the State’s external evaluators access to documentation, 
medical records, premises, and staff as deemed necessary by the State for the independent 
external review by the designated EQRO. 


3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management 
Activity 


3.10.22.1 The findings, conclusions, recommendations, actions taken and results of 
the actions taken as a result of QA activity, are documented and reported 
within the vendor’s organization and through the established QA 
channels. 


We understand and will comply with the requirements of RFP Section 3.10.22.1. 


Quality assurance is a plan-wide endeavor, and we believe it is critical that results of our 
quality assurance efforts are shared with staff members, our provider network, and health 
plan recipients. For instance, our Annual Evaluation report will be submitted to DHCFP 
according to required timeframes and to the NCQA to meet compliance. In addition, however, 
the report will be presented to the Quality Management/Utilization Management 
Committee, Quality Management Oversight Committee, and to our Board of Directors. This 
review includes a focus on health outcomes and quality of care. Cross-departmental inter-
disciplinary teams are assigned to develop action plans for performance improvement in 
areas of particular concern. Furthermore, routine and ad-hoc reports on PIPs, focus studies, 
service monitors, complaints, grievances and appeals, peer-to-peer reviews, HEDIS, and 
CAHPS surveys are distributed across the organization, to providers, and to recipients,  
as appropriate. 


Furthermore, we publish user-friendly reports for providers to identify improvement 
opportunities and to engage in quality improvement strategies. The “Gaps in Care Summary” 
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report is a HEDIS-based profile used to deliver monthly HEDIS data to primary care providers. 
This report is delivered to the providers electronically and helps PCPs in the management of 
our HEDIS measures. The Gaps in Care Summary report is an integral component of our 
quality efforts to use Provider Profiles.  


A. Quality assurance information is used in credentialing, re-
credentialing, and/or annual performance evaluations. 


We understand and will comply with the requirements of RFP Section 3.10.22.1.A. 


Information gained through quality assurance efforts informs other health plan processes, 
including provider credentialing, re-credentialing and performance evaluations. For instance, 
quality of care investigations may be brought to the Credentialing and Performance 
Committee for review and recommendations as related to credentialing, re-credentialing and 
performance evaluations. The results of recipient satisfaction surveys are submitted to the 
Credentialing and Performance Committee as well to identify potential issues or trends 
related to individual providers. This type of information, in addition to other required 
information, provides a well-rounded picture of the provision of quality health care by  
a provider. 


B. Quality assurance activities are coordinated with other 
performance monitoring activities, including utilization 
management, risk management and resolution and monitoring of 
recipient grievances and appeals. 


We understand and will comply with the requirements of RFP Section 3.10.22.1.B. 


We coordinate quality assurance activities with other performance monitoring activities (i.e., 
utilization management, risk management, and grievance and appeals monitoring) both 
through our management practices and through our multi-disciplinary quality assurance 
committees, e.g., Credentialing and Performance and Quality Management/Utilization 
Management Committees.  


As an example, the results of the medical record documentation audits are also submitted to 
the Credentialing and Performance Committee and the Quality Management/Utilization 
Management Committee if there are notable provider deficiencies. Similarly, when individual 
providers reach thresholds related to the quality of care issues, one or both of these 
committees reviews the results and takes necessary action.  


Utilization results are a component of provider quality reports and are part of standard 
review during formal quality management processes, such as credentialing and re-
credentialing. Our Medical Director and Director of Integrated Care Management analyze 
utilization data, identifying areas of concern in the plan’s performance and identifying 
recommendations for action planning. The Medical Director will present this information to 
the Quality Management/Utilization Management Committee. The Quality 
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Management/Utilization Management Committee will then provide feedback to the Medical 
Director and approve action plans, including adjustments to the IQAP program. We report the 
results of these action plans to the Quality Management/Utilization Management 
Committee, and we reassess the issue for additional interventions. 


C. There is a linkage between quality assurance and the other 
management functions of the vendor such as: 
1. Network changes; 
2. Benefits redesign; 
3. Medical management systems (e.g., precertification); 
4. Practice feedback to practitioners; 
5. Patient education; and 
6. Recipient services. 


We understand and will comply with the requirements of RFP Section 3.10.22.1.C.1-6.  


Network Changes  
Changes in our provider network (e.g., additions or losses) can influence indicators such as 
recipient and provider satisfaction, continuity of care, and emergency department utilization. 
Our cross-functional management system and multi-disciplinary quality assurance 
committees are positioned to identify associations between network changes and related 
quality indicators and to remediate the potential impact on quality of care.  


Benefits Redesign  
We recognize the impact that our benefits package potentially has on quality of care, 
utilization, health outcomes, and recipient and provider satisfaction. For this reason, we 
closely monitor utilization, outcomes, and satisfaction on an ongoing basis in multiple 
organizational settings, including our quality assurance committees. When the data provide 
an indication that a revision of our benefits package can improve our quality of care, we 
encourage committee members to make recommendations for potential benefits redesign. As 
indicated, we use our continuous quality improvement cycle (Plan-Do-Study-Act) to evaluate 
changes in recipient benefits.  


Medical Management Systems  
Our medical management systems and practices are critically important to our ability to 
deliver high-quality health care. Quality assurance data related to activities such as utilization 
review, grievance and appeals, and prior authorization inform medical management policies 
and procedures and identify areas for performance improvement.  
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Feedback to Providers 
Quality assurance data can be highly beneficial to individual providers. For instance, to assess 
the effectiveness of the clinical practice guidelines, we monitor selected recommended 
services by provider along with related recipient outcomes. We link the results to individual 
provider profiles and use this information to determine the need for recipient and provider 
education to improve practice patterns. 


In addition, quarterly provider profiles are distributed to network primary care providers. 
These profiles contain confidential lists of recipients with conditions such as asthma, chronic 
obstructive pulmonary disease, diabetes, and heart failure and related information regarding 
recipient test dates, emergency department visits, and hospitalizations. This information 
helps providers conduct outreach to recipients in need of assistance in managing their  
chronic conditions. 


Patient Education  
Health education is a key strategy towards empowering recipients to manage their health 
care and embrace healthier lifestyles. Data from HEDIS measures and CAHPS surveys assists 
departments across the health plan to identify areas in need of improvement and to devise 
strategies to work with recipients, providers, stakeholder, and partners to address areas in 
need of improvement.  


Recipient Services 
CAHPS survey data greatly informs our efforts to meet recipient needs and expectations 
relating to high-quality health care. This data can be directly applied by our Recipient Services 
department in tailoring and improving recipient services related to accessibility of 
information through call lines and the plan’s website, the availability of appointments and 
referrals and other data directly available and trackable over time through annual surveys 
such as CAHPS.  


3.10.23 Standard XVII: Data Collection 
The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, 
and recipient satisfaction/complaint data on a regular basis, in accordance with  
Quality Assurance Standards. The vendor will submit information to DHCFP in 
accordance with the contract, performance measures and reports. Data for measures 
of quality, utilization, recipient satisfaction and access will be reported for the 
 contract population. 


We understand and will comply with the requirements of RFP Section 3.10.23. 


Through our years of experience in providing State Medicaid program services, we have 
developed well-tested data collection and entry protocols, standard analytics, and the 
information management systems to generate the required reports to the DHCFP per the 
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contract. These reports will quantitatively describe our progress in assisting the DHCFP in 
providing high-quality health care to its Medicaid and CHIP recipients. Data will be provided 
regarding at a minimum utilization, cost, quality assurance, and recipient 
satisfaction/complaint data. Our full set of HEDIS and CAHPS data will be included in these 
reports. In addition, as previously described, we will be making accessible to the DHCFP data 
regarding any special studies, PIPs or other forms of structured data gathering. We agree to 
adhere to other requirements in the contract, including reporting time frames and points  
of contact.  


3.10.23.1 Specific areas of study required will be stated in the contract. 


We understand and will comply with the requirements of RFP Section 3.10.23.1. 


We partner with the DHCFP to conduct studies for any specific areas stated in the contract. 
We have extensive experience in conducting a variety of studies and look forward to 
contributing to the base of knowledge regarding Medicaid managed care. 


3.10.23.2 Data or studies required by the contract must be submitted by the 
required due date, and be accurate and complete. 


We understand and will comply with the requirements of RFP Section 3.10.23.2. 


3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood 
immunization, and prenatal and obstetrical care are required by due 
date. 


We understand and will comply with the requirements of RFP Section 3.10.23.3. 


We support the State’s interest in tracking the critical quality of care indicators, and we have 
the capacity to collect and report on numerous such indicators, including grievances and 
appeals, childhood immunizations and prenatal and obstetrical care. This information will be 
included in its report to DHCFP by the contractually required due date.  


3.10.24 Standard XVIII: Dispute Resolution 
The vendor must adequately staff a provider services unit to handle provider 
questions and disputes. 


We understand and will comply with the requirements of RFP Section 3.10.24.  


Our Provider Services Representative’s (PSR) primary responsibility is to respond to provider 
calls and written correspondence. Our expectation and standard are that each PSR will deliver 
superior provider service that is professional, supportive, and culturally sensitive. We require 
that our PSRs have appropriate education, experience, and training to fulfill all functions of 
their position. 
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We empower our PSRs to help providers with questions and disputes including appeals and 
grievances to minimize frustration, improve resolution timeframes, and verify that recipients 
get the care they need. We train PSRs to understand the differences between inquiries and 
disputes (appeals and grievances). 


Upon receipt of a provider request, all the facts are reviewed to determine if it is an inquiry or 
if it is in the provider’s best interest to file a claim reconsideration, appeal or grievance. 
General questions are processed as an inquiry. Calls related to a lost or incomplete claim 
form, requests for additional clinical for the claim or unapproved referrals will be classified as 
and processed as a claim reconsideration. Cases related to a formal request to review our 
claim denial not related to a reconsideration are classified and processed as an appeal. Cases 
related to dissatisfaction not related to a denial are classified and processed as a grievance. 
All provider appeals and grievances are forwarded to the appeal and grievance department 
for documentation, processing, resolution, tracking and trending. Please refer to Section 
3.13.8 for additional details.  


3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or 
personal contacts within ninety (90) calendar days of the date of 
receipt with appropriate follow up to provider.  


We understand and will comply with requirements of RFP Section 3.10.24.1. 


Through our provider appeal and grievance process, we resolve any disputes with a 
contracted health care provider using the terms of our contractual agreement. This also 
includes claim disputes that may arise between the two parties. We work with our  
contracted health care providers to make sure disputes do not disrupt or interfere with a 
recipient’s services.  


Providers have the right to file a formal appeal or grievance on their own behalf. The provider 
appeal and grievance process does not replace the recipient grievance system, which allows a 
provider to submit a grievance or an appeal on behalf of a recipient. When a provider submits 
a grievance or appeal on behalf of a recipient, the requirements of the recipient grievance 
system apply. 


  


NV Managed Care Organization RFP No.: 3260 483







3.10 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


 
The PSR will resolve all provider inquiries a minimum of 90 percent of the time within 90 
calendar days and will respond to the provider, by phone, email, fax or postal mail as 
appropriate. The Appeal and grievance coordinator will resolve a minimum of 90 percent all 
provider of provider disputes as follows:  


Table 3.10–13: Grievance System; Timeframe to Process Provider Cases 


Case Timeframe to Process 


Provider Appeal Within 30 calendar days of receipt 


Provider Grievance  Within 45 calendar days of receipt 


We resolve provider appeals within 30 calendar days of receipt of the appeal and inform the 
provider of the resolution in writing. Although DHCFP requires that provider grievances be 
resolved within 90 calendar days, we will resolve all provider grievances within 45 calendar 
days. We use a shorter time frame because it is in 
the best interest of our providers.  


We will resolve all provider appeals and 
grievances within the specified timeframe and 
will send written notification no later than 10 
calendar days from the date of the decision. 


3.10.24.2 A written record in the form of a file or log is to be maintained by the 
vendor for each provider dispute to include the nature of it, the date 
filed, dates and nature of actions taken, and final resolution. 


We understand and will comply with the requirements of RFP Section 3.10.24.2. 


We will log and track all inquiries/questions in our call tracking system. We will log and track 
all disputes (appeals and grievances) in our appeal and grievance application. We maintain 
records of appeal and grievance cases. Documentation includes but is not limited to: 


• Date of receipt 
• Method of receipt, verbally or in writing  
• Case type, recipient or provider 
• Summary of each problem  
• Category of problem in alignment with Attachment W of the Nevada RFP 
• Name of the person filing the appeal or grievance 
• Date of disposition 
• Disposition summary 
• Coverage determination for appeals 
  


Over and Above 
We will resolve all provider grievances 


within forty-five (45) calendar days. 
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We use an internal, proprietary application that supports the appeal and grievance process by 
tracking recipient and provider appeals and grievances from inception to resolution. This 
helps us to address issues affecting individual recipient and provider satisfaction and to 
identify potential trends in the delivery system as a whole. Our staff analyzes these trends 
and takes prompt, corrective steps to continue to meet performance standards. 
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3. SCOPE OF WORK 
3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE 
IMPROVEMENT STRATEGY 
3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality 


Assessment and Performance Improvement Strategy (henceforth, referred to as the 
Strategy), pursuant to 42 CFR 438.310. The State’s Strategy has two basic purposes: 


3.11.1.1 To ensure compliance with federal and state statutory and regulatory 
requirements on quality, and 


3.11.1.2 To go beyond compliance with the minimum statutory and regulatory 
requirements by implementing multiple methods for “continuous quality 
improvement” in order to raise the quality of care provided to, and received by, 
Medicaid recipients in the state. 


We understand and will comply with the requirements of RFP Section 3.11.1. 


We are anxious to partner with the DHCFP in meeting the goals and objectives outlined in its 
Quality Assessment and Performance Improvement Strategy (2016–2017) and agree to 
comply with all related requirements, including Federal and State regulatory requirements. 
Furthermore, through our plan-wide approach to quality assurance, we are committed to 
exceeding the minimum statutory and regulatory requirements for continuous quality 
improvement. As described in Section 3.10, we manage quality on multiple levels—case 
management, utilization management, and recipient services—throughout the organization. 
Table 3.11-1 provides information on improvements in controlling high blood pressure and 
outcomes made by one of our Medicaid programs. The improvements in testing, outcomes, 
and monitoring are a testament to our quality assurance effectiveness in the area of chronic 
diseases, such as diabetes.  
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Table 3.11-1: Controlling High Blood Pressure 


Measure 2016 2015 2015 NCQA 50th Percentile 


Controlling High Blood 
Pressure 


60.63% 58.48% 57.53% 


Current initiatives to 
improve the blood 
pressure measure: 


• Partnering with community events where screenings are offered 
• Provider Webinar education sessions 
• Provider pay-for-quality (P4Q) incentive - post profiles to the web for 


providers to retrieve 
• Gaps in Care reports to all providers on monthly basis 
• Targeted direct live calls where providers are having difficulty getting in 


touch with recipient 
• Outbound calls to recipients providing reminders of care due and assistance 


in scheduling  
• Inbound recipient reminders to see primary care provider (PCP)  
• Integrated care management 


Examples of activities performed by some of our health plans to support the 2016-17 Quality 
Strategy include:  


• Increasing the use of preventive services 
• Increasing the use of evidence-based practices for recipients with chronic conditions 
• Reducing health care disparities 
• Improving the health and wellness of new mothers and infants 
• Increasing new mother education about family planning 
• Increasing use of evidence-based practices for recipients with behavioral health conditions 
• Increasing reporting of CMS quality measures 
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Table 3.11 2: HEDIS Rates and Current Initiatives


Measure 2016


%


2015


%


2015 NCQA
50th
Percentile


Increase from the Previous Year


Annual Dental
Visits (Ages 2 –
20)


57.87% 51.13% 54.69% 6.74 percentage point increase


Current initiatives  Partnering with and developing community events where screenings are offered
 Provider P4Q incentive: post profiles to the web for providers to retrieve
 Gaps in Care reports to all providers on monthly basis
 Targeted direct live calls where providers are having difficulty getting in touch


with recipient
 Outbound calls to recipients providing reminders of care due and assistance


in scheduling
 Inbound recipient reminders to see dentist


Measure 2016


%


2015


%


2015 NCQA
50th
Percentile


Increase from the Previous Year


Lead Screening in
Children


83.80% 74.77% 71.93% 9.03 percentage point increase


Current initiatives  Targeted live calls to recipients without lead screening by 15 months of age
 Outreach to providers notifying of gaps in lead screenings
 SMS text messaging providing health tips and educational messages to recipients
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Measure 2016


%


2015


%


2015 NCQA
50th
Percentile


Increase from the Previous Year


Well Child Visits
in the First 15
Months of Life, 6
or more visits


64.58% 57.41% 59.76% 7.17 percentage point increase


Current initiatives  Partnering with and developing community events where screenings are offered
 Provider P4Q incentive: post profiles to the web for providers to retrieve
 Gaps in Care reports to all providers on monthly basis
 Targeted direct live calls where providers are having difficulty getting in touch


with recipient
 Outbound calls to recipients providing reminders of care due and assistance


in scheduling
 Recipient diaper incentives for 0 12 months of age


Measure 2016


%


2015


%


2015 NCQA
50th
Percentile


Increase from the Previous Year


Comprehensive
Diabetes Care,
HbA1c Poorly
Controlled*


39.87%* 43.28% 42.22% 3.41 percentage point decrease in poor
control*


Current initiatives  Partnering with community events where screenings are offered
 Diabetes Disease Management
 Use of Diabetes Navigator for recipient face to face visits and collaboration


with providers
 Recipient educational and appointment reminder mailing
 Provider Webinar education sessions
 Recipient and PCP notification of lab results and gaps in care
 Provider P4P incentive post profiles to the web for providers to retrieve
 Gaps in Care reports to all providers on monthly basis
 Targeted direct live calls where providers are having difficulty getting in touch


with recipient
 Outbound calls to recipients providing reminders of care due and assistance


in scheduling
 Inbound recipient reminders to see PCP


* Lower is better.
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Measure 2016 


% 


2015 


% 


2015 NCQA 
50th 
Percentile 


Increase from the Previous Year 


Frequency of 
Ongoing Prenatal 
Care, > 81% 


61.92% 61.86% 59.49% .06 percentage point increase 


Current initiatives • SMS text messaging through a vendor providing health tips and educational messages  
to recipients 


• Provider P4P incentive - post profiles to the web for providers to retrieve 
• Provider Webinar education sessions 
• Gaps in Care reports to all providers on monthly basis 
• Targeted direct live calls where providers are having difficulty getting in touch  


with recipient 
• Outbound calls to recipients by perinatal case management providing reminders of care 


due and assistance in scheduling 
• Recipient rewards program 


 


3.11.2 The purpose of this quality strategy is to: 
3.11.2.1 CFR 438.340 – State Responsibilities 


A. Have a written strategy for assessing and improving the quality of managed 
care services offered by all managed care organizations (vendors); 


B. Obtain the input of recipients and other stakeholders in the development of 
the strategy and make the strategy available for public comment before 
adopting it to final; 


C. Ensure that the vendors comply with standards established by the DHCFP;  
D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and 


update the strategy periodically, as needed; 
E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised 


strategy whenever significant changes are made, and two (2) regular reports 
on the implementation and effectiveness of the strategy; and 


F. The DHCFP will approve the Strategy and maintain ultimate authority for 
overseeing its management and direction. The vendor is also required to 
participate in quality initiatives that align with the goals and objectives 
identified in the DHCFP’s Performance Measures, as defined in the DHCFP 
budget. The Strategy is in two parts: an overriding conceptual program and 
an annual Work Plan. 


We understand and will comply with the requirements of RFP Section 3.11.2.A-F. 


NV Managed Care Organization RFP No.: 3260 491







3.11 STATE QUALITY ASSESSMENT AND 
PERFORMANCE IMPROVEMENT STRATEGY 


 
We will partner with the DHCFP in all efforts to carry out the two purposes of the Quality 
Strategy and meet the goals and objectives outlined in the Quality Strategy. Our contributions 
will include, but not be limited to directly providing input into the goals, objectives, and 
strategies of subsequent Quality Strategy reports.  


We will support the Quality Strategy by encouraging input from our recipients in Member 
Advisory Councils, from partners and stakeholders in our Quality Management/Utilization 
Management Committee meetings, provider forums, and other meetings. We will comply 
with the standards by reporting performance measure data on time, contributing information 
on best practices, and participating in quality initiatives aligned with the Quality Strategy and 
initiatives aligned with the DHCFP goals and objectives. We also welcome the opportunity to 
assist the DHCFP in identifying key performance areas with the greatest impact on the health 
of Nevadans and in achieving the State’s goals to contain costs and deliver high-quality 
health care. We will participate in periodic reviews of the effectiveness of the Quality Strategy 
as applicable. 


3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies  
Quality of care activities will be monitored through information obtained  
in a quarterly MCO Care Coordination Report. These activities may include 
monitoring and technical assistance through site visits to the vendor,  
Chart audits, phone calls, etc. The DHCFP may validate the MCO Care 
Coordination report and may conduct a more in-depth review and/or request 
additional information. 


We understand and will comply with the requirements in RFP Section 3.11.2.2. 


We monitor Care Coordination internally by using data such as HEDIS® (registered trademark 
of NCQA) and by closely tracking and monitoring the information in our Internal Quality 
Assurance Programs (IQAP). We commit to submitting our Managed Care Organization 
(MCO) Care Coordination Reports on a quarterly basis and to being available for the DHCFP 
monitoring and technical assistance- related to information in the MCO Care Coordination 
Report. In addition, we will be available for in-depth reviews and additional information at 
the convenience of the DHCFP.  


A. The Strategy incorporates procedures that: 
1. Assess the quality and appropriateness of care and services 


furnished to all of the DHCFP medical assistance program recipients 
enrolled in managed care under the vendor contract, as well as to 
enrolled recipients who have special health care needs; 


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.1. 
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We are committed to working with the DHCFP to achieve the goals and objectives outlined in
the Quality Strategy and meeting related Federal requirements (CFR 438.204). This
commitment includes submitting required reports on time, providing input into the Quality
Strategy, participating in quality initiatives, cooperating with the DHCFP quality reviews,
and adhering to requirements related to culturally competent care. Provided below is
a brief description of how we will work in partnership with the DHCFP to achieve the
Quality Strategy while adhering to the Federal program requirements listed above in
Subsections A1 – A8.


We have policies and procedures for all recipients, including recipients who have special
health needs. Our policies and procedures support us in monitoring quality and
appropriateness of care and services including accessibility, availability, level of care,
continuity, timeliness, and clinical effectiveness of care and covered services. Further, we
actively monitor to confirm that appropriate services are being delivered to recipients and
recipients with special health needs; if not, to rapidly remediate the circumstance. We work
to provide special needs recipients with access to providers who may speak a different
language, use sign language, or specialize in specific physical or genetic conditions. Special
needs recipients have an active role in developing standards or performing monitoring by
providing feedback about their health plan in satisfaction surveys, the Member Advisory
Council, in their patient centered care plans, and in complaints, grievances, and appeals.


2. Require the vendor to develop a cultural competency plan that will
include methods to encourage culturally competent contact
between recipients and providers, staff recruitment, staff training,
translation services, and the development of appropriate health
education materials. The vendor is responsible for promoting the
delivery of services in a culturally competent manner, solely
determined by the DHCFP, to all recipients including those with
limited English proficiency (LEP) and diverse cultural and ethnic
background. The vendor will develop methods to collect report and
identify the race, ethnicity and primary language spoken of each
enrolled recipient. The vendor will track primary language
information in the health plans’ customer services systems. The
DHCFP will provide race and ethnicity and primary language spoken
data for the Medicaid population to the vendor(s) through a
monthly interface. The vendors may alert the DHCFP, as part of the
demographic update interface with DWSS NOMADS system, of any
known discrepancies in the race and ethnicity or primary language
data they receive from the DHCFP. This data will be utilized to
gather baseline data and will lead to the development of a
Performance Improvement Projects (PIP) or quality improvement
project. Such a project will incorporate data from the State
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enrollment file according to the race and ethnicity categories as
defined by CMS. The data will be used to generate stratified reports
as recommended by CMS and HIPAA for race and ethnicity
categories to identify disparities. The vendor’s will organize
interventions specifically designed to reduce or eliminate disparities
in health care;


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.2.


Our efforts in the area of cultural competency are highlighted below. Our efforts in providing
culturally competent care are also described in detail in Section 3.4.2.15.


Our health risk questionnaires (HRQs) and comprehensive assessments collect social
determinants such as language, ethnicity, cultural, social, mental, or physical conditions that
assist us in coordinating services and care for our recipients. The HRQ is available to recipients
upon enrollment. We collaborate and coordinate with community resources and
organizations such as Women, Infants, and Children (WIC), Family Services, and community
and cultural centers, to meet social, physical, or mental needs. We will have a designated
community liaison to work with these agencies.


 Cultural competency planning: We build our services, programs, and policies around
respecting and honoring each recipient’s cultural beliefs, practices, preferred language,
and socioeconomic background. Cultural competency is part of the fabric of our
organization and infuses every aspect of our recipient interactions and local,
community based care delivery. To operationalize our interest in culturally competent
care, we develop a Cultural Competency Plan in every state based on the enhanced
National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health
and Health Care. The CLAS standards are the framework for developing and implementing
the policies, procedures, and practices that govern the delivery of care and services.
Our cultural competency plan in Nevada will address each of the 15 standards, and
its objectives will align with the Quality Strategy. The plan will be reviewed and
revised annually.


 Cultural and linguistic access and data collection: We provide interpretation and
translation services to provide clear and effective communication with our recipients. We
also maintain recipient demographic information in recipient reports from the State and
review the information from our annual language needs assessments and the utilization
reports from our language service vendor. Case Management and community health
workers assist in capturing the primary language, cultural, and other social determinants
of health data to contribute to our cultural demographics data repository. All of this
information supports our efforts to develop, implement, and measure the effectiveness of
our services to individuals with limited English proficiency or those from diverse racial,
cultural, or ethnic backgrounds. We have developed a Health Care Equity dashboard to
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track at a plan level the cultural and linguistic characteristics of our recipients and to
identify and assist those recipient groups experiencing health care disparities.


 Eliminating health care disparities: We are eager to work in concert with the DHCFP in
identifying and addressing health care disparities among Medicaid and Nevada Check Up
recipients. Our process includes working collaboratively with internal and external
stakeholders to identify health care disparities, and using a rapid cycle program
development, conducting pilot tests in market segments, and bringing to scale solutions
identified during pilot testing.


As an example of our commitment to addressing cultural and linguistic access and related
health disparities, we offer a brief summarization of our Health Care Equity programs below.


Health Care Equity Programs
Our Health Care Equity (HCE) programs are designed to reduce the burden of disease in
traditionally underserved populations. They address the cultural and social economic context
of recipients belonging to populations that are experiencing or may be at risk of health
disparities. For instance, our HCE Asthma and Diabetes programs use “Promotores,” or
community health workers (CHWs), to offer personal coaching to our hard to reach recipients.
We use Promotores to conduct this work because they share social, cultural, and linguistic
characteristics with our recipients and can bring empathy, shared context, and enhanced
communication capacity to this work. In addition, the educational materials used in these
programs are selected or tailored to the cultural and linguistic characteristics of our
recipients. Our HCE Diabetes project is based on the Centers for Disease Control and
Prevention Program “Road to Health” resources, which were designed specifically for
Promotores to provide education to Hispanic or Latino and African American ancestry
communities. An example of these materials is provided in Figures 3.11 1 and 3.11 2 on the
following page.
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Figure 3.11 1: El camino a la buena salud


Figure 3.11 2: Road to Health educational materials


Similarly, our Minority Women’s Health program was designed to improve the overall health
of minority women by linking them to their PCP and prevention screening. The educational
materials were crafted in collaboration with recipients belonging to the target population. As
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a result of this collaboration, we were able to develop materials that address the culture,
preferred language, and literary level of these recipients. We intend to use this same strategy
in Nevada.


These and our many other efforts to address disparities among ethnic and racial minority
recipients and others are connected to our overall approach towards meeting the quality
improvement strategies and goals of the DHCFP. We commit to using our best practice
strategies and resources in the area of cultural competency to help Nevada and the DHCFP
identify and remediate gaps in health care access, quality, and outcomes.


3. Monitor and evaluate the contracted vendors’ compliance with
the standards. It will include a description of how the DHCFP will
complete this monitoring in line with the Strategy;


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.3.


We commit to working as partners with the DHCFP in meeting the requirements of this
subsection. As a vendor, we monitor compliance with the standards internally in our IQAP and
quality meetings. Our network providers and their staff are educated by our Provider
Relations team on cultural competency through forums, seminars, or webinars. We will track
any issues through our formal complaint system and Appeals and Grievances team, to
monitor compliance.


4. Arrange for external quality reviews including a description of the
annual independent external quality review of the timeliness,
outcomes, and accessibility of the services covered under each
vendor contract. This section should include but is not limited to a
broad description of calculating HEDIS measures or designing
performance improvement projects;


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.4.


We commit to working as partners with the DHCFP in meeting the requirements of this
subsection by participating in the external quality reviews arranged by the DHCFP.


5. That designates the performance measures and levels developed by
CMS in consultation with States and other relevant stakeholders;


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.5.


We commit to working as partners with the DHCFP in meeting the requirements of
this subsection.


6. Designates an information system that supports the initial and
ongoing operation and review of the DHCFP’s quality strategy;


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.6.
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We commit to working as partners with the DHCFP in meeting the requirements of
this subsection.


7. Designates a description of how the DHCFP uses intermediate
sanctions in support of its quality strategy. These sanctions meet
the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s
description specifies its methodology for using sanctions as a vehicle
for addressing identified quality of care problems; and


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.7.


We commit to working as partners with the DHCFP in meeting the requirements of
this subsection.


8. Identifies standards, at least as stringent as those in 42 CFR Part 438
for access to care, structure and operations, and quality
measurement and improvement.


We understand and will comply with the requirements of RFP Section 3.11.2.2.A.8.


We commit to working as partners with the DHCFP in meeting the requirements of
this subsection.
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3. SCOPE OF WORK 
3.12 FISCAL REQUIREMENTS 
3.12.1 Vendor Fiscal Standards  


The State of Nevada Division of Insurance (DOI) regulates the financial stability of all 
certified vendors. The vendor must comply with all DOI standards in addition to the 
managed care program standards described in this section. 


We understand and will comply with the requirements of RFP Section 3.12.1.  


We will comply with all State of Nevada Division of Insurance standards including all 
provisions related to statutory deposits, reporting requirements, and obtaining and renewing 
our certificate of authority.   


3.12.2 Performance Security Deposit 
The vendor must provide a performance security deposit in the form of a bond furnished 
by a surety company authorized to do business in the State of Nevada to the DHCFP in 
order to guarantee payment of the vendor’s obligations under this contract. The 
performance security deposit may be utilized by the DHCFP to remedy any breach of 
contract or sanctions imposed on the vendor. 


We understand and will comply with the requirements of RFP Section 3.12.2.  


3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business 
days following award of the contract to the vendor, as stated in the Attachment 
E ~ Insurance Schedule. This amount must be reviewed at the end of the first 
quarter of the contract period and may need to be increased or decreased to 
equal the actual required security deposit amount. 
The amount of the performance security deposit shall be equal to one hundred 
and ten percent (110%) of the highest month’s total capitation amount in the 
first quarter or fifteen million dollars ($15 million), whichever is greater. This 
must be deposited with the State Treasurer within fifteen (15) calendar days 
after the end of the first quarter of the contract. The total capitation amount is 
the sum of all capitation payments for all recipients for the month. 


We understand and will comply with the requirements of RFP Section 3.12.2.1.  


We will make an initial deposit of $15 million within ten business days following the award of 
the contract. We will review the amount of the deposit at the end of the first quarter and 
adjust the security deposit to meet the requirement to be equal to 110 percent of the highest 
month’s total capitation amount in the first quarter or $15 million, whichever is greater. We 
will deposit any required adjustment with the State Treasure within 15 calendar days after 
the end of the first quarter of the contract.   
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We will maintain minimum capital and surplus through income from operations and if 
necessary, from additional contributions from our parent company. Our resources to fund the 
required capitalization levels are readily available, meeting or exceeding State and Federal 
requirements in all States where we operate Medicaid health plans.  


3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to 
increase the performance security deposit amount to reflect an amount equal 
to one hundred and ten percent (110%) of the preceding year’s highest month’s 
total capitation payment or fifteen million dollars ($15 million), whichever  
is greater. 


We understand and will comply with the requirements of RFP Section 3.12.2.2.  


After the initial year of the contract, we will increase the performance security deposit to an 
amount equal to 110 percent of the preceding year’s highest month’s total capitation 
payment or $15 million, whichever is greater.  


3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a 
surety bond must utilize a company that meets the following listed 
requirements: 
A. A.M. Best A-VII rated insurance company; 
B. Certified by the Department of Treasury, Financial Management Services for 


Nevada; and 
C. Licensed by the Nevada Department of Business and Industry, Division  


of Insurance. 


We understand and will comply with the requirements of RFP Section 3.12.2.3.  


3.12.2.4 The vendor must maintain the performance security deposit after the contract 
term for a length of time to be determined by the DHCFP in order to cover all 
outstanding liabilities. 


We understand and will comply with the requirements of RFP Section 3.12.2.4.  


We agree to maintain the performance security deposit after the contract term for the length 
of time to be determined by the DHCFP to cover all outstanding liabilities. 
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3.12.3 Vendor Liability 
The requirements set forth below shall be included in all subcontracts. 
3.12.3.1 The vendor must ensure that its recipients are not held liable for any of  


the following: 
A. The vendor’s debts, in the event of the vendor’s insolvency; 
B. For services provided to the recipient in the event of the organization failing 


to receive payment from the State for such services; 
C. For services provided to a recipient in the event a health care provider with 


a contractual, referral, or other arrangement with the vendor fails to receive 
payment from the state or the organization for such services; or 


D. Payments to a provider who furnishes covered services under a  
contractual, referral, or other arrangement with the vendor in excess of  
the amount that would be owed by the recipient if the vendor had directly 
provided the services. 


We understand and will comply with the requirements of RFP Sections 3.12.3.1.A–D.  


In the unlikely event of insolvency, our provider contracts include protection against recipients 
being billed for charges covered under the provider rate. Additionally, our Member Handbook 
will contain information on how to contact our company if they receive a bill for any reason. 
We will also be employing a Recipient Concierge, who will be tasked with assisting the 
recipient in accessing care, selecting providers, making appointments, and will act as a one-
stop resource for the recipient if issues such as this arise. 


We are a large company with current favorable ratings from Standard & Poor’s, Moody’s and 
A.M. Best. We have a long history of financial stability, with financial resources that far 
exceed the fiscal soundness requirements outlined in this RFP. We will maintain minimum 
capital and surplus through income from operations and will comply with all State and 
Federal financial requirements. The parent company will unconditionally guarantee 
performance in each and every obligation, warranty, covenant, term, and condition of the 
contract executed by the parties. There is no maximum limit to the financial support that will 
be provided. 


3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to 
the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


We understand and will comply with the requirements of RFP Section 3.12.3.2.  


Our provider contracts include protections for Medicaid recipients in the two areas related to 
the Center for Medicare and Medicaid State Medicaid Manual 2086.6.B: 


• Our recipients are not held liable for services they receive 
• They continue to receive services through the end of the period for which we have  


been paid  
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We will confirm continuation of services to recipients both in the pre-insolvency and post-
insolvency period per the terms of those provisions. 


3.12.4 Payment of Claims 
3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, 


if necessary, authorized covered services provided to enrolled recipients on 
dates of service when they were eligible for coverage unless the services are 
excluded under the DHCFP managed care contract or the Nevada Medicaid 
State Plan. The vendor will adjudicate and pay all claims in accordance with 
state and federal statutes and regulations. Not meeting all federal 
requirements, including those for timely claims payment, may be considered a 
breach. 


We understand and will comply with the requirements of RFP Section 3.12.4.1.  


We are committed to achieving the highest level of timeliness in the claims adjudication and 
payment process. We accomplish this through focused claims inventory and workflow 
management practices, data monitoring and analysis, and management oversight.  


Our claims platform is configured to support all claims statutes, and our performance has 
consistently met or exceeded regulatory requirements.  


3.12.4.2 In cases where third party liability is known, the vendor must ensure that third 
party liability has been billed and processed prior to paying the claim. 


We understand and will comply with the requirements of RFP Section 3.12.4.2.  


Claims received for recipients with documented other insurance and no remittance advice 
attached, are denied and returned to the provider with instructions to submit to the other 
insurance company for primary payment. Payment is coordinated for claims received with a 
remittance advice attached. 


3.12.4.3 The vendor must have a claims processing system and Management 
Information System (MIS) sufficient to support the provider payment and data 
reporting requirements specified in the contract. In addition, the vendor shall 
have the capability to electronically accept and adjudicate claims. 


We understand and will comply with the requirements of RFP Section 3.12.4.3.  


Our claims adjudication system is a HIPAA-compliant, rules-based information processing 
system. It includes 28 integrated modules that maintain and process healthcare 
administration data, allowing us to increase administrative efficiency, improve the quality of 
care, and position ourselves for compliance with the International Classification of Disease, 
10th Edition. 


The system contains every data element required for claims data submission. The provider 
module contains the unique provider identification number generated by the system, plus all 
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billing and tax reporting information. The claims module shows the date of receipt, the 
history of actions taken on each claim, and the date of payment, including the check number. 
The system accumulates claims by specific benefit limits and lifetime benefit rules. It reviews 
and edits this data for accuracy during claims processing and payment. 


To maximize the quality and correctness of our claims process, our system uses several 
techniques to review and edit claims data. These include: 


• Duplicate billing logic 
• ClaimCheck® edits 
• Coding accuracy 
• Procedure code guidelines 
• Procedure code definition policies 
• Technologies to detect questionable billing practices  


We have systems, technology, processes, and analytical staff in place to comply with the 
current and future reporting requirements. We strive to automate required reports wherever 
possible to optimize timeliness and accuracy of report generation and transmission. We 
transmit reports in a variety of ways, including e-mail, web portal, secure file transfer 
protocol, or other as dependent on the report. 


Although we strongly encourage electronic filing of claims, we accept claims submitted in 
both electronic and paper form from our providers. Providers will work with their electronic 
billing vendor to submit Electronic Data Interchange (EDI) claims to us. Multiple 
clearinghouses offer electronic claim submission, providing a broad range of submission 
options for our providers. Providers can access our portal 24 hours a day to submit and verify 
prior authorizations, confirm enrollment, check claim status, review covered health services 
and view program benefits. 


Figure 3.12-1: Claim Process, outlines the actions taken from claim receipt through payment. 
Table 3.12-1 demonstrates our strong auto-adjudication rate for Medicaid claims. 
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Table 3.12-1: Claim Auto-Adjudication Rates 


Year Auto Adjudication 
Rate Q1 


Auto Adjudication 
Rate Q2 


Auto Adjudication 
Rate Q3 


Auto Adjudication 
Rate Q4 


2015 81.6% 82.9% 82.9% 82% 


2016 85.4% 87.3% Reported in Oct. 2016 Reported in Jan. 2017 


 


3.12.4.4 The vendor must allow network and non-network providers to submit an initial 
claim for covered services. The vendor must allow all in-state network providers 
to submit claims for reimbursement up to one hundred eighty (180) days from 
the last date of service and out of state providers three hundred sixty five (365) 
days from the last date of service unless a shorter time period is negotiated. 
The vendor’s claims payment system must use standard claim forms. 


We understand and will comply with the requirements of RFP Section 3.12.4.4.  


We understand and will comply with the State regulated claim submission timeframes for in- 
and out-of-network providers. Standard claim forms are required for paper claim submissions. 
We require the use of the Accredited Standards Committee X12 5010 version electronic 
transactions. We monitor claims and other inbound transactions through compliance-
checking software used internally and by our designated clearinghouses. We receive 
electronic claims through multiple EDI clearinghouses using the format mandated by the 
HIPAA transaction regulation 


3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 
447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) 
(6) and NRS 695C.185. The vendor must pay ninety five percent (95%) of all 
clean claims from practitioners, who are in individual or group practice or who 
practice in shared health facilities, within thirty (30) calendar days of the date of 
receipt. The vendor must pay ninety nine percent (99%) of all clean claims from 
practitioners, who are in individual or group practice or who practice in shared 
health facilities, within ninety (90) calendar days of the date of receipt. 
The date of receipt is the date the vendor receives the claim as indicated by the 
date stamp on the claim and the date of payment is the date of the check or 
other form of payment. 


We understand and will comply with the requirements of RFP Section 3.12.4.5.  


We are committed to achieving the highest level of timeliness in the claims adjudication and 
payment process. This is accomplished through focused claims inventory and workflow 
management practices, data monitoring and analysis, and management oversight. In 2015, 
Medicaid processed 49.87 million claims. Total Medicaid claims processed for 2016, through 
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June 30th, is 25 million. Table 3.12-2 demonstrates our strong performance in timely payment 
of Medicaid claims. 


Table 3.12-2: Timely Claims Payments 


Year Q1 Claims Processed 
in 30 Days 


Q2 Claims Processed 
in 30 Days 


Q3 Claims Processed 
in 30 Days 


Q4 Claims Processed 
in 30 Days 


2015 96.4% 96.6% 97.3% 97.1 


2016 96.8% 96.6% Reported in Oct. 2016 Reported in Jan. 2017 


 


3.12.4.6 The vendor must have written policies and procedures for processing claims 
submitted for payment from any source and shall monitor its compliance with 
these procedures. 


We understand and will comply with the requirements of RFP Section 3.12.4.6.  


We have established written policies and procedures that are used for the processing of all 
Medicaid claims submitted. Our policies and procedures are reviewed and updated as 
requirements change, but no less than annually. These detailed procedures are used to 
confirm the timely and accurate payment of claims.  


To verify adherence to our policies and procedures, we use automated claims processing, 
manual claims adjudication, and check and remittance advice production/distribution on a 
daily, weekly, and monthly basis, a suite of tools, and scheduled and ad-hoc reports to 
monitor claim receipts. Tools and reports include: 


• Pended Claims Tool and Reports: Include all claims that fail auto adjudication and/or are 
suspended for manual review. 


• Non-Final Claims Tool and Reports: Identify all claims in any status other than those 
finalized through the finance payment process.  


• Claims Performance Reporting: Monitors turnaround time for clean claims. 


The standard and ad-hoc reports help us proactively manage claims workflow. Based on this 
analysis, Operations take appropriate actions to address any trends that indicate a potential 
issue, such as turnaround times or inventory levels for aging claims. Our approach enables us 
to identify the root cause of the problem immediately and develop and implement the 
appropriate action plan. 


Managed separately from Medicaid Claim Operations, the Medicaid Claim Quality Control 
Program independently assesses the effectiveness of the Medicaid claims system 
configuration and claim procedures against the resulting adjudication process. The Medicaid 
Claim Quality Program performs one percent random audit based upon an individual 
analyst’s prior day’s production. There is an overall outcome of one percent of the individual 
processor’s monthly production by the end of the audit cycle month. 0.15 percent of the total 
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auto-adjudicated (MASSA) claims will be selected for audit based upon the prior day’s MASSA 
production with an overall outcome of 0.15 percent by the end of the audit cycle month. 


Claims with billed charges of $70,000 and greater, as well as claims with paid amounts of 
$30,000 and greater, are subject to 100 percent pre-pay high-dollar audit review daily. 


Target audits are also performed upon request and look at a predetermined population. 
These include Contract, Benefit, Provider, Diagnosis, Procedure, Specific Service, and Place  
of Service. 


Each audit includes key departmental issues identified in addition to a summary of financial 
and procedural accuracy. We finalize, publish, and distribute monthly and quarterly audit 
results to the business units. This includes trend reports that identify trends by error type, 
claim ID, and analyst ID to the business units. The data enables the Claim Operations 
Department to conduct continuous quality improvement discussions. 


All results and audit files are shared via e-mail to the respective business units. We then post 
and retain the results in our internal tracking databases for future reference. Based on audit 
findings our management staff will coach, provide, and track additional training as needed. 


3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are 
denied. In addition, this system must include edits to not allow for unbundling 
and the ability to pay certain State or local government providers the federal 
share only. 


We understand and will comply with the requirements of RFP Section 3.12.4.7.  


The claims adjudication system edits the data input to determine duplication of services. 
Examples of duplication include same recipient, same date, same network provider, same 
service, or any combination of these criteria. All claim lines are subject to duplicate logic. This 
logic protects against paying for services rendered by the same provider or other providers 
within the same provider group. The logic also allows for claim lines to be considered for 
services that may look like a duplicate, but are necessary (e.g., lab work or certain therapies). 


3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and 
NRS§695C.128 shall apply to the terms of any contract entered into as a result 
of this RFP. NRS§695C.128 requires the vendor to pay interest to a provider of 
health care services on a claim that is not paid within the time provided in the 
contract or agreement at a rate of interest equal to the prime rate at the largest 
bank in Nevada, as ascertained by the Commissioner of Financial Institutions, 
on January 1 or July 1, as the case may be, immediately preceding the date on 
which the payment was due, plus six percent (6%). The interest must be 
calculated from thirty (30) days after the date on which the claim is approved 
until the date on which the claim is paid. 


We understand and will comply with the requirements of RFP Section 3.12.4.8. 
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3.12.4.9 The vendor and its providers may, by mutual agreement, establish an 
alternative payment schedule but such a schedule must be stipulated in the 
provider’s network contract. If the vendor does not pay claims in accordance 
with 42 CFR 447.45d, the DHCFP may assess a financial penalty for each day 
the vendor is out of compliance. 


We understand and will comply with the requirements of RFP Section 3.12.4.9. 


3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95%) of 
claims paid accurately upon initial submission. 


We understand and will comply with the requirements of RFP Section 3.12.4.10. 


3.12.4.11 The vendor shall verify that reimbursed services were actually provided to 
enrolled recipients by providers and subcontractors. 


We understand and will comply with the requirements of RFP Section 3.12.4.11.  


We will use Verification of Services (VOS) letters to verify if services reimbursed to providers 
were furnished to recipients. We investigate all recipient reports of misuse of their ID card 
and VOS notices that include services recipients believe were not provided to them. We 
exclude sensitive services such as behavioral health, HIV/AIDS, and other flagged diagnosis 
codes from the sample.  


Our Case Managers monitor billed services that appear duplicative or delivered to someone 
other than the recipient in question. Our provider manual and provider training include a 
requirement for providers to view ID cards before providing services to our adult recipients. 
We reinforce the requirement at site visits and when we suspect staff non-compliance. 


We mail a Verification of Services letter to recipients for each selected claim, explaining  
the claim. Written at an 8th-grade reading level, this letter includes required VOS fields. 
Recipients are instructed to call Recipient Services if they did not receive these services or 
have any questions.  


3.12.4.12 The vendor shall provide the DHCFP with information prior to 
implementation of any changes to the software system to be used to 
support the claims processing function as described in the vendor’s 
proposal and incorporated by reference in the contract. 


We understand and will comply with the requirements of RFP Section 3.12.4.12.  


Our system change and release management process currently meets this standard by 
providing adequate lead time to obtain prior approval for major modifications. Our process 
delivers a structured, fully recoverable framework in which to implement and manage 
planned changes and scheduled releases, including conformity with Federal, State, and 
contract-specific requirements. Small projects and enhancements have ad hoc releases, while 
large project releases are driven by regulatory mandates or business needs. 
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3.12.4.13 A medical review of claims will be conducted when the appropriateness of 
service, procedure, or payment is in question. Medical reviews must be 
conducted by a licensed medical clinician(s). 


We understand and will comply with the requirements of RFP Section 3.12.4.13. 


We will conduct a medical review of claims whenever the appropriateness of service, 
procedure or payment is in question.  


Our team of Quality Management Nurse Consultant (QMNC) examines emergency room 
claims and route for payment any services that meet the definition of “emergency”. Claims 
submitted for emergency room services that do not satisfy medical appropriateness 
requirements are routed to a physician for further examination. RN clinical claims reviewers 
examine claims for appropriate level of care (LOC) coding and, when necessary, reduce the 
LOC to the appropriate level before payment. When a provider resubmits a claim for 
reconsideration of payment, the claim and supporting documentation will be sent to the 
QMNC who will review the submitted documentation and make a determination to override 
the edit if needed. In making the determination, the QMNC will consider the Health Plan’s 
guidelines, the provider’s contractual agreement, AMA and CPT coding guidelines, clinical 
knowledge, Medical Director’s input and Medicare’s CCI edits and State guidelines. All of our 
QMNC’s are Registered Nurses with clinical coding and billing expertise. 


3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable 
Conditions (PPCs) – Payment Policy. The vendor shall deny or recover 
payments to healthcare professionals and inpatient hospitals for care 
related to the treatment of the consequences of PPCs and Other Provider 
Preventable Conditions (OPPC) that meet the following criteria: 
A. Is identified in the Medicaid State plan; 
B. B. Has been found by the DHCFP, based upon a review of  


medical literature by qualified professionals, to be reasonable 
preventable through the application of procedures supported by 
evidence-based guidelines; 


C. Has a negative consequence for the recipient; 
D. Is auditable; 
E. Includes, at minimum, wrong surgical or other invasive procedure 


performed on a patient; 
F. Surgical or other invasive procedure performed on the wrong body  


part; and 
G. Surgical or other invasive procedure performed on the wrong patient. 


We understand and will comply with the requirements of RFP Sections 3.12.4.14.A–G.  
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We have written Utilization Management policies and Claim procedures in place to comply 
with 42 CFR 447.26 provider-preventable conditions (PPC) and other provider-preventable 
conditions (OPPC). Our policies facilitate the identification of potential PPC’s and OPPC’s 
define criteria and process to evaluate and investigate the PPC and OPPC. The claim business 
application system prevents auto-adjudication of claims identified for clinical review.  
Pended claims are referred to a concurrent review nurse to initiate the investigation process.  
Upon the completion of the review, the claim is returned to the processing analyst to finalize 
for payment.  


3.12.5 Financial Solvency 
The vendor must demonstrate that it has adequate financial reserves and 
administrative ability to carry out its contractual obligations. The vendor must maintain 
financial records and provide the DHCFP with various financial statements and 
documentation upon request and as outlined in the contract and Attachment  T  ~  
Forms  and  Reporting  Guide,  including  any  revisions  or additions to the document. 
3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the 


DHCFP, as submitted to the Division of Insurance. 
3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.12.5.  


We are a large company with current favorable ratings from Standard & Poor’s, Moody’s and 
A.M. Best. We have a long history of financial stability, with financial resources that far 
exceed the fiscal soundness requirements outlined in this RFP. The parent will unconditionally 
guarantee performance in each and every obligation, warranty, covenant, term, and 
condition of the contract executed by the parties. There is no maximum limit to the financial 
support that will be provided. 


We will maintain all financial records and provide to the DHCFP per Attachment T ~ Forms 
and Reporting Guide. We comply with all similar reporting requirements in other States which 
we serve Medicaid recipients.  


3.12.6 Third-Party Liability (TPL) 
3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g.,  insurance 


company) or program (e.g., Medicare), including group health plans, as defined 
in Section 607(1) of the Employee Retirement Income Security Act of 1974 [29 
USC and 1167 (1)]  service benefits plans and Section 6035 of the Deficit 
Reduction Act of 2005. TPL activities included in this contract are the 
Coordination of Benefits (COB) cost avoidance of Medicaid claims. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers are 
required to take all reasonable measures to identify legally liable third parties 
and treat verified TPL as a resource of the Medicaid and CHIP recipient. 


We understand and will comply with the requirements of RFP Section 3.12.6.1. 
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We direct third-party information to our Third-Party Liability (TPL) and Coordination of 
Benefits (COB) departments. Our TPL/COB analysts are guided by written policies and 
procedures that maximize use of other available sources of payment and recovery. We 
developed these policies and procedures under Federal regulations, State rules, and using the 
30 years of Medicaid Managed Care experience of our company. We also have a relationship 
with a third party TPL vendor to provide TPL/COB services.  


TPL collection and recovery negotiations begin as soon as third-party resources are identified. 
The goal for collection activities is to collect 100 percent of what we paid that is the 
responsibility of a third-party insurance company. If there are not enough funds available to 
cover the entire amount paid, the goal is to collect 100 percent of available resources to 
maximize the amount we are owed. When there is a compromise or negotiation required, our 
TPL vendor seeks our approval above an established negotiation threshold before committing 
to any recovery on our behalf.  


We begin TPL/COB efforts at the earliest point possible, educating providers of their 
responsibility to identify other existing coverage to maximize TPL/COB identification and 
recovery opportunities. The early identification of possible TPL resources greatly increases our 
ability to research those resources effectively, process claims as payer of last resort, and 
pursue recovery of medical expenses paid. We accomplish this by: 


• Educating our recipients 
• Working with our providers during their orientation and providing them with  


ongoing training 
• Collecting TPL 


3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in 
accordance with Federal regulations. The DHCFP contracted managed care 
organization, as the Division’s vendor, shall act as the State’s authorized agent 
for the limited purpose of TPL for cost avoiding claims, collection, within the 
limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-
party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. 
The managed care organization’s capitated payments include an offset in the 
rates for these collections. The contracted managed care organization shall 
vigorously pursue billing prior resources as these amounts are considered part 
of their risk based capitation payment. The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid recipients 
or their authorized representative confirming any prior resources (e.g., 
Medicare, worker’s compensation, private insurance, etc.) and share that 
information with the DHCFP. Third-party liability (TPL) is a self-reporting 
element. MCO’s are responsible for developing and distributing communication 
forms to enrolled Medicaid recipients. 


We understand and will comply with the requirements of RFP Section 3.12.6.2. 
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Effective use of other available sources of payment requires collaboration across multiple 
departments within our company. We involve staff in the COB and TPL Departments, Provider 
Services, Claims Inquiry/Claims Research, and Recipient Services. Through this collaborative 
approach, we identify other available sources of payment and capture them in our business 
processing system to position Nevada Medicaid as the payer of last resort. 


We will secure signed acknowledgments from enrolled Medicaid recipients, or their 
authorized representative, confirming any prior resources (e.g., Medicare, worker’s 
compensation, private insurance) and share that information with the DHCFP. We will 
develop and distribute communication forms to enrolled recipients. 
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Figure 3.12-2: Workflow for COB Enrollment Analyst in  
Our Operations Management System Environments 
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Our staff receives ongoing updates through department meetings to reinforce their 
responsibility in identifying and referring possible COB/TPL cases. Cases are submitted to the 
COB and TPL Departments using standardized forms. New hire staff orientation also includes 
this training. 


Fiscal Requirements 
If any of our staff receives lien and claims history inquiries directly from attorneys and 
casualty insurance companies, the correspondence is sent to the TPL Department for 
processing. If they receive correspondence, inquiries, or notifications regarding other health 
insurance, they forward it to the COB Department for processing. 


Recipient Education 
Our Member Handbook clearly explains our recipients’ rights and responsibilities and is 
available through our Welcome Packet and recipient portal. They include the recipient’s 
responsibility to inform our company or another designated recovery entity about any TPL to 
assist in its recovery. This includes the recipient’s responsibility to:  


• Disclose information regarding health insurance or other third-party resources upon 
enrolling in our health plan or upon being eligible for such benefits. 


• Notify our company and the DHCFP of any health insurance obtained after becoming 
eligible for and enrolling in a Medicaid plan.  


• Notify providers of any health and casualty coverage held and other third-party resources 
at the time medical care is rendered. 


• Notify our company of any casualty or liability insurance that may cover medical 
treatment received due to an injury. 


• Execute and deliver instruments and papers needed by our company or the DHCFP in 
pursuit of subrogation claims. 


• Notify our company and the DHCFP when filing suit against a third-party insurance. 
• Notify our company and the DHCFP before entering into any settlement with a  


third-party insurance. 
• Recognize our company or the DHCFP rights to subrogate third-party recoveries that the 


recipient may receive from other payers. 


Provider Orientation and Ongoing Training 
Our Provider Service staff trains our network providers about their important role in the 
TPL/COB process and their responsibility to identify, capture, and report TPL/COB 
information. Our provider orientation process, along with other provider educational 
materials, such as our Provider Manual, includes information regarding our claims handling 
process and procedures for COB and third-party recovery. Our website and provider 
newsletters also offer provider education and training. 


Provider Services Representatives educate providers during new provider orientation sessions 
and provider visits. Our provider education topics include: 
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• Clean claims submission requirements (e.g., CMS1500 and UB04 forms) 
• Timeliness of claims submissions 
• Claims inquiry process 
• EDI requirements 
• Claims payment timeframes 
• Secure web portal functions and features 
• TPL and COB 
• Subrogation 
• Review of contractual obligations regarding claims submission and related provisions such 


as HIPAA and Fraud, Waste, and Abuse 
• Responsibility to notify our company about other insurance or third parties liable 


 for payment 
• Responsibility to notify our company upon receipt of funds from third parties or other 


insurance entities for services paid by our company 


3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if 
it is for a service covered by other insurance based on recipient's type of TPL 
coverage and type of service (e.g., medical service claim with medical service 
coverage, pharmacy service claim with pharmacy coverage). Allow for TPL 
overrides when the other insurance is exhausted or the service is not covered 
by the other liable party, making Medicaid the payer of last resort for the claim. 


We understand and will comply with the requirements of RFP Section 3.12.6.3. 


When we receive a claim for a recipient with documented other insurance and no remittance 
advice attached, we deny and return the claim to the provider with instructions to submit to 
the other insurance company. We process claims with a remittance advice attached for 
covered recipients with documented other insurance coverage, so we are the payer of  
last resort.  


We make every effort to identify situations where recipients have other commercial health, 
property and casualty, workers’ compensation, or Medicare insurance coverage. When we 
discover that a recipient has other commercial health insurance coverage, we document it in 
our operations management system. We configure and test internal processing systems to 
support these processes and coordinate benefits. We maximize allowable recoveries and 
minimize recovery cost.  


We coordinate payment on secondary claims as the difference between the third-party 
payment and the Medicaid allowable charge. We have included the following examples to 
illustrate our liability amount. 
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Table 3.12-3: Example 1 – No Recipient Cost-Share with Other Insurance 


Payment Amount Description 


Provider Charges $100 This is the provider charge. 


Other Insurance Payment $75 This is the other insurance 
 provider payment. 


Medicaid Allowable $80 This is the maximum Medicaid 
provider reimbursement. 


Our Payment $5 This is the difference between the 
Medicaid allowable and other 
insurance payment (the amount 
billed the patient). Our systems are 
set to pay this amount to the 
provider in this example. 


 


Payment Amount Description 


Provider Charges $100 This is the provider charge. 


Provider Contractual Adjustment $25 This is the amount the  
provider must write off as a 
contractual adjustment. 


Recipient Co-Pay $25 The recipient is not responsible for 
this cost-sharing amount. 


Medicaid Allowable $80 This is maximum Medicaid  
provider reimbursement. 


Our Payment $30 This is the difference between the 
Medicaid allowable and other 
insurance allowable. 


Remaining Recipient $0 The recipient has no 
 remaining liability. 
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3.12.6.4 The managed care organization is required to vigorously pursue billing prior 
resources. Vendor is required to obtain TPL information independently of the 
DHCFP for the purpose of avoiding claim payments or recovering payments 
made from liable third parties. All information on the third party, including 
collections and collection attempts, are to be reported to the DHCFP (including 
circumstances under which the third party refuses to pay) on the Third Party 
Monthly Report located in the Forms and Reporting Guide. TPL collections 
should also be reported to the DHCFP through encounter data and other 
required reports. 


We understand and will comply with the requirements of RFP Section 3.12.6.4. 


The three major sources of internal identification of TPL resources are:  


1. Other health insurance coverage identified by the DHCFP staff, by our COB Department, 
by the eligibility TPL vendor or reported by the recipient or a provider. 


2. Accident and casualty insurance coverage discovered by our staff, by the casualty TPl 
vendor or reported by the recipient or a provider. 


3. Tort or accident information identified by the DHCFP staff, by the casualty TPl vendor, or 
reported by the recipient or legal counsel.  


4. Our staff will submit other health insurance TPL resource information to the COB 
Department and tort or accident information to the TPL Department. This submission 
occurs as soon as we identify the resource.  


We send our eligibility TPL vendor eligibility files and paid claims files monthly to facilitate 
TPL leads and recovery opportunities. The vendor will use the data to produce information 
about commercial health insurance for our recipients, providing other insurance coverage 
data where applicable. We import the other insurance information provided by the vendor 
and process it in our operations management system for coordination of benefits and cost 
avoidance purposes. The vendor will also use the claim files to bill prior resources in situations 
where other health insurance has been identified and not yet billed on services covered by the 
other insurance.  


Our casualty TPL vendor uses additional methods such as follow-up questionnaires, database 
searches, courthouse searches, police reports, and provider and health plan contacts to obtain 
missing information and verify information. Standard and custom reporting confirms that our 
investigation process is thorough and complete. 


When our TPL Department identifies possible recovery cases, they review internal referrals, 
external correspondence, and information from telephone inquiries daily. They open and 
document cases in our operations management system and forward the available 
information to our casualty TPL vendor through a secure FTP connection daily.  


Our casualty TPL vendor contacts the third-party resource to begin negotiation and recovery 
discussions. The recovery process begins as soon as a TPL resource or coverage is identified, so 
we meet the requirement of recovery initiation within 60 days of identification. If our casualty 
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TPL vendor discovers other medical insurance or TPL resources during their investigation, they 
send the information to our TPL Department, who forwards the information to our COB 
Department for processing. 


We continue to maximize the recovery of third-party resources as the payer of last resort for 
services rendered to our recipients. In the first six months of 2016, we saved more than $8 
million through our eligibility TPL vendor’s recovery efforts and more than $238 million on 
claims paid as secondary to another payer. There is no dollar threshold on recoveries. We 
pursue all TPL opportunities identified internally, by third-party resources or by the DHCFP. 


The COB and TPL departments review submissions, facilitate updates to our operations 
management system, and prepare the Third Party Monthly report for submission to the 
DHCFP. Additional reporting to the DHCFP is presented through encounter data and other 
required reports. 


3.12.6.5 The managed care organization is responsible not only for pursuing third-party 
resources that it identifies but also for using third-party resources identified 
and communicated to the managed care organization by the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.12.6.5. 


Our COB Department will forward any subrogation and casualty resources identified by the 
DHCFP to our TPL Department to be used in pursuing possible third-party recovery. 


Our internal TPL department forwards the DHCFP identified resources to our casualty  
TPL vendor to use in the identification and verification of other recovery opportunities 
including subrogation, medical malpractice, workers’ compensation, personal injury and 
casualty recovery. 


Our internal COB department uses third-party resource information provided by the DHCFP. 
We validate and process the information in our operations management system to coordinate 
benefits and adjust affected claims, making Medicaid the payer of last resort. Required 
communication or reporting for TPL will be sent in the format and frequency determined by 
the DHCFP. 


3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into 
capitated rate development by the DHCFP and its actuary. Vendor has 365 days 
from claim paid date to recover TPL payment; after 365 days, vendor forfeits 
the right to recovery to the State unless vendor can provide evidence that the 
recovery effort is active and/or in dispute. The vendor will be responsible to  
pay for the cost incurred to complete the recovery of the TPL payment to  
the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.12.6.6. 


The recipient is never held responsible for payments we do not make a recovery on. 
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3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in 
accordance with State and Federal rules and regulations, currently established 
as seventy-two (72) months. 


We understand and will comply with the requirements of RFP Section 3.12.6.7. 


3.12.6.8  Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 


We understand and will comply with the requirements of RFP Section 3.12.6.8. 


3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual and other State and Federal rules and regulations are met by the TPL 
business function. 


We understand and will comply with the requirements of RFP Section 3.12.6.9. 


Our TPL/COB analysts are guided by written policies and procedures that maximize use of 
other available sources of payment and recovery. Our policies and procedures were 
developed under Federal regulations, State rules, and our 30 years of Medicaid Managed 
Care experience. Our COB and TPL staff are trained throughout daily operations with a focus 
on accuracy and compliance. Training is conducted across both departments whenever new or 
modified State/Federal regulations are implemented. 


3.12.7 Subrogation 
3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid 


a loss under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss covered 
by the policy. 


We understand and will comply with the requirements of RFP Section 3.12.7.1. 


Compliance with all Federal and State of Nevada laws and regulations for third party liability 
and subrogation will be followed. 


3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs 
through subrogation on behalf of both Medicaid and CHIP recipients. The 
managed care organization shall utilize the EVS eligibility system and TPL data 
provided to the MCO by the DHCFP to assist in accomplishing this objective. 


We understand and will comply with the requirements of RFP Section 3.12.7.2. 


Recovery Identification 
Early identification of possible casualty TPL opportunities is a key component of our cost 
recovery strategy so that the State is the payer of last resort. Our pay and chase process 
focuses on the identification and verification of other recovery opportunities to include 
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subrogation, medical malpractice, workers’ compensation, personal injury, and casualty 
recovery. We provide our recovery vendor with a weekly data file of paid claims. The recovery 
vendor analyzes all the data per State and Federal laws and regulations including a focus on 
the required trauma-related treatment codes. The vendor sends recipient questionnaires to 
confirm possible recovery opportunities. The vendor uses proprietary algorithms to assess 
diagnosis, procedural and other coded elements as well as performing research in private 
insurance and government reporting databases, court records, workers’ compensation and 
accident reporting sites, and public records to optimize recovery opportunities. All 
departments are trained to refer casualty related information discovered while working with 
providers and recipients or processing claims. Information is sent to our TPL Department for 
processing and forwarded to the TPL vendor. All attorney and casualty insurance company 
correspondence and lien requests are documented and forwarded to the TPL vendor daily 
through a secure connection. TPL data provided by DHCFP will also be used in potential  
case identification. 


When our TPL Department identifies resources regarding other health insurance, they 
forward them to the COB Department for processing and reporting to the State. When our 
COB Department identifies resources regarding subrogation and casualty, they are forwarded 
to the TPL Department. 


Recovery Pursuit 
Our TPL vendor provides us with subrogation and recovery services. Their services include 
identification and investigation of possible TPL liability recovery opportunities, negotiation 
with attorneys and casualty insurance companies, legal representation and lien filing, case 
reviews, and mandatory State report generation. They are aware of the importance of timely 
recovery activity and use the daily correspondence we forward to them and the 
correspondence they receive directly along with the weekly paid claim activity we forward to 
them to open cases and start recovery. Cases, where a third party is identified, are acted on 
quickly to obtain the maximum recovery available for Medicaid. Data mining and 
investigation is performed aggressively with each weekly paid claim file. 


Recovery Reporting 
We have successfully performed all TPL and Subrogation functions for over 20 years,  
including producing timely, accurate reporting. We make our records available for audit and 
review and certify that all money collected from third-party resources is identified on 
recipients’ behalf. 


Every month, the TPL vendor forwards the recoveries for the month along with various 
internal and State-required reports to the TPL Department. The TPL Department reviews the 
reporting, verifies the reporting matches the funds recovered, and updates the cases in the 
claims management system. TPL forwards the required reports to the health plan contact to 
be incorporated into the required State reporting. Third-party liability recoveries for 2015 
were slightly more than $9 million. 


520 NV Managed Care Organization RFP No.: 3260







3.12 FISCAL REQUIREMENTS


  


 


Early identification of possible casualty TPL opportunities is a key component of our cost 
recovery strategy so that the State is the payer of last resort. Our pay and chase process 
focuses on the identification and verification of other recovery opportunities to include 
subrogation, medical malpractice, workers’ compensation, personal injury, and casualty 
recovery. We provide our recovery vendor with a weekly data file of paid claims. The recovery 
vendor analyzes all the data per State and Federal laws and regulations including a focus on 
the required trauma-related treatment codes. The vendor sends recipient questionnaires to 
confirm possible recovery opportunities. The vendor uses proprietary algorithms to assess 
diagnosis, procedural and other coded elements as well as doing research in private insurance 
and government reporting databases, court records, workers compensation and accident 
reporting sites, and public records to optimize recovery opportunities. All departments are 
trained to refer any casualty related information they discover while working with providers 
and recipients or processing claims to our TPL Department for processing. TPL data provided 
by DHCFP will also be used in potential case identification. 


When our TPL Department identifies resources regarding other health insurance, they 
forward them to the COB Department for processing and reporting to the State. 


We have successfully performed all TPL and Subrogation functions for over 20 years,  
including producing timely, accurate reporting. We make our records available for audit and 
review and certify that all money collected from third-party resources is identified on 
recipients’ behalf.  


3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and 
subrogation collection reports to validate collection activities and results. The 
managed care organization will then be expected to meet or exceed baseline 
target collections as determined by the DHCFP and its actuaries. The baseline 
target amount will be built into future rates. If the managed care organization 
does not meet or exceed baseline TPL and subrogation collections, the DHCFP 
will conduct a review to determine if there is a legitimate reason. If there is no 
legitimate reason as determined by the Division, the difference between 
baseline and actual collections will be deducted from the managed care 
organization’s costs before the data is used to set future rates. The DHCFP will 
prospectively adjust capitation rates to account for expected TPL collections. 


We understand and will comply with the requirements of RFP Section 3.12.7.3. 


Every month, the TPL vendor forwards the recoveries for the month along with various 
internal and State-required reports to the TPL Department. The TPL Department reviews the 
reporting, verifies the reporting matches the funds recovered, and updates the cases in the 
claims management system. TPL forwards the required reports to the health plan contact to 
be incorporated into the required State reporting. Third-party liability recoveries for 2015 
were slightly more than $9 million. 
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3.12.8 Reserving 
As part of its accounting and budgeting function, the vendor will be required to establish 
an actuarially sound process for estimating and tracking incurred but not reported 
(IBNRs) claims. The vendor must provide documentation of the IBNRs review and 
certification by an actuary. The vendor must reserve funds by major categories of service 
(e.g., hospital inpatient, hospital outpatient, physician, and pharmacy) to cover both 
IBNRs and reported but unpaid claims (RBUCs). As part of its reserving methodology, the 
vendor must conduct annual reviews to assess the actuarial validity of its reserving 
methodology, and make adjustments as necessary. 


We understand and will comply with the requirements of RFP Section 3.12.8. 


Regarding liability management practices for “Incurred but Not Reported Claims” (IBNR) and 
“Received but Unadjudicated Claims,” we adhere to monthly monitoring practices. We have a 
sound actuarial reserving process for estimating and tracking health care costs that have 
been incurred but not recorded. Our Chief Financial Officer and our valuation team provide 
oversight to this process. The actuarial team conducts the reserve of funds. Our Chief Actuary 
reviews the monthly reserve methodology.  


The value of Claims Incurred but Not Received is estimated monthly using the process 
described in this section. This entire process is repeated separately for each region. 


Claims incurred and paid in the most recent 36 months are obtained from the Actuarial 
Services Database, which in turn is populated from our operations management system. 
Triangles are in a standard format, showing the month of payment in one dimension and 
month of service in the other. Separate triangles are obtained for each of 12 categories  
of expense: 


• Dental 
• Emergency Department 
• Home Health 
• Inpatient Facility 
• Laboratory 
• Medical Pharmacy 
• Mental Health 
• Miscellaneous Medical 
• Primary Care Physician 
• Radiology 
• Selected Ambulatory Facility 
• Specialist Physician 


The reserve model includes several completion factor methods. These include the average of 
6, 9, or 12 ratios, with the option to exclude the highest and lowest ratio from each average. 
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Once the completion factor methodology has been selected, the reserve model applies the 
completion factors to paid claims PMPM to develop initial estimates of incurred claims 
PMPM, using the following formula for each month of service: 


• Estimated Incurred Claims PMPM = Claims Paid to Date/Completion Factor 
• Claims are assumed to be complete after 24 months of run out 


Actuarial Judgment 
In some cases, it may be appropriate to adjust the initial estimates. Numerous items are 
considered, including:  


• The number of check runs in a month—8 or 10, depending on the calendar 
• The change in claim inventory during the month 
• Known or projected physical health and behavioral health admits per 1,000 for each 


month of service 
• Known or projected deliveries per 1,000 
• State-mandated or value-add benefit changes 
• Provider contracting changes 
• Claim submission or payment issues 
• Seasonality and trend 


Long Inpatient Stays 


Adjustments must be made for known long inpatient stays for which claims have not yet been 
paid. The amount expected to be paid for each stay is added to the estimated incurred claims 
for the appropriate months of service. 


Determine the IBNR Reserve 


The IBNR reserve is calculated by summing across all months of service the estimated incurred 
claims less the claims paid to date. 


Add Margin 


The margin is added as a provision for adverse deviation. We currently add 9 percent of IBNR 
as margin. In addition to providing a buffer against unfavorable runout, this 9 percent margin 
covers loss adjustment expenses. 


Internal Review 


To provide a sound actuarial reserving process and liability management practices, we 
internally perform a minimum of three levels of oversight. Reserves are reviewed by: 


• A credentialed actuary 
• Our CFO and Corporate Finance 
• Our valuation actuary 


Any necessary changes identified by the internal reviews are made. 
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Also, an annual review of the reserve methodology is performed by an outside auditing firm, 
Klynveld, Peat, Marwick & Goerdeler. 


Received but Unadjudicated Claims 
We review all outstanding non-finalized claims daily to monitor received but non-adjudicated 
claims. Aging reports track each claim and the associated dollars of that claim. We use aging 
reports and ad-hoc queries to monitor the non-finalized claims. All non-finalized claims are 
loaded into secure and protected reporting databases maintained by the Claims and Service 
Reporting Group. Only the Claims and Service Reporting Group can make any changes to the 
data or table structures in the databases. Additional users are granted “read-only” access. To 
gain access to protected shared drives, each user must have director-level approval. The 
pended claim databases are used only for reporting purposes and managing workload. All 
pend reports are refreshed daily and cumulatively. 


Each team works, as necessary, with other areas of the company to resolve the pend issue 
based on the pend. All teams work pended claims in a first-in/first-out order. We are 
responsible for working pended claims and will be compliant with the State’s regulation on 
paying interest for late payments. 


3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States. 
3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the 


Social Security Act (the Act), the vendor shall not provide any payments for 
items or services provided under the Medicaid State Plan or under a waiver to 
any financial institution or entity located outside of the United States (U.S.). 


We understand and will comply with the requirements of RFP Section 3.12.9.1. 


We meet the requirements of Section 6505 of the ACA; we will not provide payments for items 
or services provided under the Medicaid State Plan or a waiver to any financial institution or 
entity located outside of the United States. 


3.12.9.2 Payments for items or services provided under the Medicaid State Plan to 
financial institutions or entities such as provider bank accounts or business 
agents located outside of the U. S. are prohibited by this provision. Further,  
this Section prohibits payments to telemedicine providers located outside of 
the U.S. Additionally; payments to pharmacies located outside of the U.S. are 
not permitted. 


We understand and will comply with the requirements of RFP Section 3.12.9.2. 


We will not provide payment for items or services under the Medicaid State plan to  
entities outside of the United States including but not limited to telemedicine providers  
and pharmacies. 
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3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or 
under a waiver to any financial institution or entity located outside of the U.S. 
may be recovered by the State from the vendor. 


We understand and will comply with the requirements of RFP Section 3.12.9.3. 


3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act 
defines the term “United States” when used in a geographical sense, to mean 
the “States.” Section 1101(a)(1) of the Act defines the term “State” to include 
the District of Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern 
Mariana Islands, and American Samoa, when used under Title XIX. 


We understand and will comply with the requirements of RFP Section 3.12.9.4. 


3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under 
a waiver” refers to medical assistance for which the State claims Federal 
funding under section 1903(a) of the Act. Tasks that support the administration 
of the Medicaid State Plan that may require payments to financial institutions 
or entities located outside of the U.S. are not prohibited under this statute. For 
example, payments for outsourcing information processing related to Plan 
administration or outsourcing call centers related to enrollment or claims 
adjudication are not prohibited under this statute. 


We understand and will comply with the requirements of RFP Section 3.12.9.5. 
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3. SCOPE OF WORK 
3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS 
3.13.1 The vendor shall establish a system for recipients and providers, which includes a 


grievance process, an appeal process, and access to the State Fair Hearing system. 


We understand and will comply with the requirements of RFP Section 3.13.1. 


We have established a comprehensive grievance system process for both recipients and 
providers inclusive of appeals, grievances, and State Fair Hearings. We base our grievance 
system process on our Medicaid best practice. We resolve appeals and grievances as quickly 
as the recipient’s health condition requires and in compliance with Federal and State 
regulations. Our approach treats recipients in an equitable, effective, and appropriate 
manner, regardless of ethnic and cultural backgrounds. Our goal is to make the process  
as easy as possible for our recipients so that they understand what to do along each step  
of the way.  


The objectives of our recipient grievance system are to: 


• Promote recipient education regarding appeal, grievance, and State fair hearing rights. 
• Verify that recipient appeals and grievances are acknowledged and addressed in a 


manner that supports an equitable outcome. 
• Facilitate the resolution of issues that affect the quality of care and services. 
• Identify discernable trends that represent an opportunity to improve health outcomes  


and processes to affect our recipients' experience positively or to increase recipient 
satisfaction. 


• Facilitate compliance with contractual requirements and National Committee for Quality 
Assurance standards, including Federal and State laws and rules. 


• Promote effective management of recipient appeals and grievances. 
• Provide for accurate maintenance of required documentation. 
• Comply with reporting requirements. 


There are multiple ways our recipients can tell us about a problem. They can tell us in person, 
call us, send an email, send a fax or send a letter through the postal mail. We listen to what 
the recipient wants and direct them to the appropriate Grievance System Process.  


They can either file a grievance to express dissatisfaction about services received (e.g., quality 
of care, the way they were treated by the provider or health plan staff or vendor), or they can 
file an appeal which asks us to review an action taken by us. In either case, there are 
timelines for getting back to the recipient with a decision. The recipient can request an 
expedited resolution for appeal decisions if they or their provider believes that waiting for the 
standard timeframe would cause harm to their health. Expedited appeal requests are 
reviewed to determine if they meet criteria. If they do not meet criteria, they will be 
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transferred to the standard processing timeframe. We will send written notice of the transfer 
and maintain the original received date. 


The Grievance System process is undertaken with the utmost regard to protecting the 
confidentiality of protected health information in compliance with our privacy policies and 
HIPAA requirements. Upon receipt, each case type is assigned a tracking number in the 
Appeal and Grievance application. This tracking number is used by the Appeal and Grievance 
manager to monitor each appeal throughout the research and resolution process. An 
investigation of the appeal or grievance will take place and will be documented. The 
investigation will include documentation of evidence from all parties. The documentation will 
include but is not limited to: 


1. The date of the call or written notification 
2. The name of the requestor 
3. The recipient identification number 
4. A short summary of the issues 
5. Date of disposition/resolution 
6. The nature of the disposition resolution 
7. The date of communication of the disposition/resolution 


The recipient will receive an Appeal Decision or Grievance Resolution letter, explaining the 
decision or resolution and why. The Appeal Decision or Grievance Resolution letters also 
explain next level appeal rights as applicable.  


We will make certain that no punitive action is ever taken against a recipient for filing an 
appeal or grievance or against a provider who requests an appeal or grievance or who 
supports a recipient’s appeal or grievance. 


3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one 
of the actions listed below. Possible issues for grievances include, but are not 
limited to, access to care, quality of services, interpersonal relationships 
between vendor staff and recipients or providers, and failure to respect a 
recipient’s rights. 


We understand and will comply with the requirements of RFP Section 3.13.1.1. 


Recipient Services Representatives document the grievance in our operating system and 
assign it to the Appeal and Grievance Department. An Appeal and Grievance coordinator will 
document the grievance in the appeal and grievance application and assume primary 
responsibility for processing and resolving recipient grievances and for disseminating 
information to recipients about their grievance rights. 


Grievances are then categorized as either quality of service or care issues. We use the  
sub-categories defined in the Attachment W of the Nevada RFP for accurate reporting and 
identification of recurring issues and opportunities for improvement. Service issue grievances 
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include accessibility or communication concerns. Quality of Care grievances involve 
circumstances related to medical care or treatment (for example, missed diagnosis). 


For service-related grievances, the Appeal and Grievance coordinator may refer the grievance 
to another appropriate department. That department thoroughly researches each grievance 
using applicable statutory, regulatory, and contractual provisions, as well as our written 
policies and procedures, collecting pertinent facts from all parties. Any grievances that 
include a potential quality-of-care issue are referred to Quality Management (QM) through 
the National Quality Database for review by a health care professional to determine if it is 
appropriate to conduct further review through the Potential Quality of Care Investigation 
process. If upon review, QM determines that a grievance requires immediate medical 
attention, the case would be reviewed by a health care professional with appropriate clinical 
expertise and resolved as expeditiously as the recipient’s health requires, but not to exceed 
the standard grievance timeframe from receipt of the grievance. QM will collaborate with 
Appeal and Grievance to resolve the grievance.  


To promote correct identification, detection, and referral of potential quality-of- care issues, 
we conduct training for staff in all departments who have recipient-facing roles including 
Appeal and Grievance, Recipient Services, and Case Management, among others. 


3.13.1.2 An appeal is a specific request for review of one of the following actions: 
A. The denial or limited authorization of a requested service, including the type 


or level of service; 
B. The reduction, suspension or termination of a previously authorized service; 
C. The denial, in whole or in part, of payment for a service; 
D. The failure to provide services in a timely manner; or 
E. The failure of a vendor to process grievances, appeals or expedited appeals 


within required timeframes including resolution and notification. 


We understand and will comply with the requirements of RFP Sections 3.13.1.2.A–E. 


Recipient Services Representatives document the appeal in our operating system and assign it 
to the Appeal and Grievance Department. An Appeal and Grievance coordinator will 
document the appeal in the appeal and grievance application and assume primary 
responsibility for processing and resolving recipient appeals and for disseminating 
information to recipients about their appeal rights. 


Appeals are categorized using the categories defined in the Attachment W of the  
Nevada RFP for accurate reporting and identification of recurring issues and opportunities  
for improvement.  


The Appeal and Grievance coordinator will collaborate with the Utilization Management 
department on the resolution of appeals. Each appeal is thoroughly researched using 
applicable clinical guidelines, statutory, regulatory, and contractual provisions, as well as our 
written policies and procedures, collecting pertinent facts from all parties. The case will be 
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reviewed by a health care professional with appropriate clinical expertise and resolved as 
expeditiously as the recipient’s health requires, but not to exceed the standard appeal 
timeframe from receipt of the appeal. In cases where waiting the standard appeal timeframe 
could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function, we will process the appeal in an expedited timeframe. If the recipient 
requested an expedited decision and waiting the standard timeframe will not cause harm to 
their health the case will be transferred to the standard timeframe, and we will notify the 
recipient in writing within two calendar days of receipt of the request. 


3.13.1.3 The vendor must provide information about these systems to recipients at the 
time of enrollment. The vendor must inform providers and subcontractors at 
the time they enter into a contract. 


We understand and will comply with the requirements of RFP Section 3.13.1.3. 


We use a variety of methods to educate our recipients at the time of enrollment and providers 
at the time of contract about Grievance System processes including appeals, grievances and 
State Fair Hearings. After the initial year of the contract, we will increase the performance 
security deposit amount as required. 


Recipient Education 
We educate recipients about the grievances system and any changes through written 
materials such as in the Member Handbook, in the Recipient Newsletter, on our website, and 
in recipient notifications (e.g., notice of action and notice of resolution). The Member 
Handbook is included in the Welcome Packet mailed to the recipient’s home at the time of 
their enrollment.  


Provider Education 
We distribute information on the grievance system to all network providers as well as 
subcontractors at the time they enter into a contract with us. We distribute this information 
through the Provider Manual and our website. We provide this information to all network 
providers as part of their orientation. The grievances system is also reviewed during new 
provider orientation in-service and subsequent site visits. We train our Provider Service 
Representatives (PSR) s to guide network providers through the process as needed. 


For out-of-network providers, we may use one or more of the following three means to 
communicate this information, all of which are issued within 10 days of the events noted: 


• A faxed confirmation of an approved prior authorization referring them to the Provider 
Manual for applicable policies and procedures. 


• A prompt pay report (sent weekly for any claim in a non-finalized status) that refers them 
to the Claims Inquiry/Claims Research (CI/CR) line; gives them the address for 
reconsiderations; notifies them of their right to file a claim appeal on their own behalf 
within 90 calendar days; and refers them to a PSR for more information. 
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• A remittance advice that refers them to our CI/CR line gives the address for 
reconsiderations, notifies them of their right to file a claim appeal on their own behalf 
within 90 calendar days, and refers them to a PSR for more information. 


A. This information must include: 
1. The recipient’s right to file grievances and appeals; the requirements 


and timeframes for filing; 
2. The availability of assistance with filing; 
3. The recipient’s right to request continuation of benefits during an 


appeal or State Fair Hearing although the recipient may be liable for 
the cost of any continued benefits if the action is upheld; 


4. The toll free number to file oral grievances and appeals; and 
5. Any DHCFP determined provider’s appeal rights to challenge the 


failure of the organization to cover a service. 


We understand and will comply with the requirements of RFP Sections 3.13.1.3.A.1-5 


Instructions in the Member Handbook, Provider Manual, and our website will at a  
minimum include: 


• The right to file an appeal or grievance. 
• The requirement and timeframes for filing an appeal or grievance. 
• The availability of assistance in the filing process. 
• The ability to designate a representative including a provider to act on behalf of  


the recipient. 
• The toll-free numbers that the recipient can use to file an appeal or grievance by phone. 
• The procedures for exercising the rights to appeal if a denial, termination, suspension or 


reduction of services is rendered. 
• The procedures for exercising the rights to request a State fair hearing within specified 


timeframe from the date on the health plan’s Appeal Decision letter.  
• That the recipient may represent himself or designate a legal counsel, a relative, a friend, 


a provider or another spokesperson to represent them. 
• The specific regulations that support the appeal process or the change in Federal or State 


law that requires a change to the appeal process.  
• The fact that, when requested by the recipient.  
• Benefits will continue if the recipient files an appeal or a request for State fair hearing 


within the timeframes specified for filing has requested continuation of services. 
• The recipient may be required to pay the cost of services furnished while the appeal is 


pending if the final decision is adverse to the recipient. 
• Any appeal rights that the DHCFP chooses to make available to providers to challenge the 


failure of the organization to cover a service. 
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All recipient appeal and grievance materials are submitted to the State for approval before 
being made available to our recipients. Alternative formats such as translation services, audio 
tapes, sign language, large font, TTY Relay Nevada as well as other reasonable 
accommodations are made available to recipients at no cost. Our staff is skilled in assisting 
recipients with obtaining interpreter services as needed. 


3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that 
document the grievance and appeal activities listed on the templates located in 
the Forms and Reporting Guide in addition to Attachment W ~ Appeals and 
Grievances. The report should be broken out by hearing issue; date requested 
and dates resolved, program and outcome for tracking, trending and corrective 
action. 


We understand and will comply with the requirements of RFP Section 3.13.1.4. 


Documentation and Reporting 
We will log and track all appeals and grievances in our appeal and grievance application. We 
maintain records of appeal and grievance cases types. Documentation includes but is not 
limited to: 


• Date of receipt 
• Method of receipt, verbally or in writing  
• Case type, recipient or provider 
• Summary of each problem  
• Category of problem in alignment with Attachment W of the Nevada RFP 
• Name of the person filing the appeal or grievance 
• Date of disposition 
• Disposition summary 
• Coverage determination for appeals 


We fully expect to meet or exceed all processing standards for appeals and grievances, and 
we share our results with the DHCFP to confirm our performance. The Appeal and Grievance 
coordinator submits monthly and quarterly reports to the DHCFP in their required template 
including all required data points. Upon request, we make these reports available for public 
inspection using de-identified data. 


We understand that should the DHCFP request any change in the format or frequency of these 
reports; they will provide us with advance notice of the change. The DHCFP may publicly 
disclose summary information regarding the nature of appeals and grievances and related 
dispositions or resolutions in consumer information materials. 


We maintain appeals and grievances data for five years from the date of resolution. 
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3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance 
and appeal procedures and shall direct all grievance and appeals, whether 
verbal or the recipient chooses to file in writing. Should a recipient choose to 
appeal in writing, the recipient shall be instructed to file via mail or fax to the 
designated P.O. Box or fax number for medical appeals. 


We understand and will comply with the requirements of RFP Section 3.13.1.5. 


Our Recipient Services Representative’s (RSR) primary responsibility is to respond to recipient 
calls and written correspondence. Our expectation and standard is that each RSR will deliver 
superior recipient service that is professional, supportive, and culturally sensitive. We require 
that our RSRs have appropriate education, experience, and training to fulfill all functions of 
their position. 


We train RSRs to understand the differences between inquiries, grievances, and appeals. We 
empower them to help recipients with all aspects of the grievance system processes to 
minimize frustration, improve resolution timeframes, and verify that recipients get the care 
they need. 


Recipient Services Representatives document the appeal or grievance in our operating system 
and assign it to the Appeal and Grievance Department. An Appeal and Grievance coordinator 
will document the appeal or grievance in the appeal and grievance application and assume 
primary responsibility for processing and resolving appeals and grievances. 


To confirm our staff is knowledgeable about our grievance system processes, including 
appeals, grievances and State Fair Hearings and capable of rendering excellent assistance to 
our recipients, our Learning and Performance Department develops our training curriculum 
using the Analysis, Design, Development, Implementation, and Evaluation model of 
instructional design. To make certain that all staff receive role-specific training in accepting 
and processing of appeals, grievances, and State Fair hearings we record attendance for each 
training course in our learning management system. Our Learning and Performance 
Department also tracks and provides an assessment of each training taking into account 
participant feedback to allow for continuous quality improvement of the training materials.  


Our Appeal and Grievance coordinators have the appropriate education, training, and 
expertise so that we make optimal and impartial recipient-focused decisions that support 
State and Federal policy and guidelines. The Appeal and Grievance manager is responsible for 
managing the processing, resolution, reporting and identification of trends for all appeal and 
grievance scenarios, including requests for State Fair Hearings. The Appeal and Grievance 
manager reports to the Chief Operating Officer who has the authority to engage other 
departments as needed and to implement improvement activities. 
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3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) 
available to process grievance and appeals in accordance with the 
requirements. The vendor shall notify the DHCFP of the names of appointed 
staff recipients and their phone numbers. Staff shall be knowledgeable about 
the applicable state and federal law, vendor's rules and regulations, and all 
court orders governing appeal procedures, as they become effective. 


We understand and will comply with the requirements of RFP Section 3.13.1.6. 


All health plan departments (e.g., Medical Management, Quality, and Recipient/Provider 
Services) receive initial and ongoing role specific training about our grievance system 
processes in the identification and processing of an appeal, grievance or State Fair Hearing. 
The Member Handbook and the website provide the Recipient Services toll-free number for 
recipients and providers to file an appeal or grievance.  


This training teaches our staff how to assist recipients who want to file an appeal, grievance 
or State Fair Hearing. We combine this training with an effective health literacy and cultural 
competency training program. 


We will provide the DHCFP with the following contact information of staff that are 
knowledgeable about the appeal and grievance processes: 


• The toll-free number for recipient services  
• The Appeal and Grievance Manager 
• The Appeal and Grievance Oversight Team 
• Compliance Officer 


3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain 
compliance with federal and state regulations as well as contractual 
compliance. 


We understand and will comply with the requirements of RFP Section 3.13.1.7. 


3.13.2 Recipient Grievances and Appeals 
The authority for the following provisions concerning Recipient Grievances and Appeals 
is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced 
regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 
431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c) 438.404(c) (4). NRS695G.090 
exempts Medicaid from the provisions of NRS 695G.200- 695G 230 that regard 
grievances and appeals. 


We understand and will comply with the requirements of RFP Section 3.13.2. 
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3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and 
submitted to the DHCFP for review and approval at the time the Vendor’s 
Policies and Procedures are submitted, and at any time thereafter when the 
vendor’s recipient grievances and appeals policies and procedures have been 
revised or updated (not including grammatical or readability revisions or 
updates). The vendor may not implement any policies and procedures 
concerning its recipient grievance and appeal system without first obtaining the 
written approval of the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.13.2.1. 


All initial or subsequent changes or revisions to the appeal and grievance processes and 
materials will be submitted to the DHCFP for approval before implementation. Recipients are 
then notified at least 30 calendar days in advance of any changes, when possible. 


3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the 
recipient, to file an appeal within a reasonable State-defined timeframe that 
cannot be less than twenty (20) calendar days or exceed ninety (90) calendar 
days from the date on the entity’s notice of action. 


We understand and will comply with the requirements of RFP Section 3.13.2.2. 


We recognize recipients’ rights to appeal a Utilization Management denial, termination, 
suspension or reductions of coverage for requested items or services.  


Recipients or recipients’ representatives, including a provider, may file a written or a verbal 
appeal, grievance or request a State fair hearing.  


Representatives must be designated in writing. Unless the recipient is requesting an 
expedited appeal resolution, a verbal appeal request must be followed by a written, signed 
appeal. Our appeal processes differ depending on whether the appeal requires expedited or 
standard resolution. 


Table 3.13-1: Grievance System; Recipient Timeframes to Request 


Case Timeframe to Request 


Appeal (Standard or Expedited) Within 90 Calendar days from the Utilization Management 
Notice of Action letter. 


State Fair Hearing  Within 90 Calendar days from the Appeal Decision letter. 


Grievance (Standard or Expedited) At any time. 
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3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process 
if all of the following conditions are met: 
A. The appeal is filed on or before the later of the following: a) within ten (10) 


calendar days of the vendor mailing the Notice of Action; or b) the intended 
effective date of the vendor’s proposed action. 


B. The appeal involves the termination, suspension, or reduction of a 
previously authorized course of treatment. 


C. The services were ordered by an authorized provider. 
D. The authorization period has not expired. 
E. The recipient requests continuation of benefits. 


We understand and will comply with the requirements of RFP Sections 3.13.2.3.A–E. 


A recipient may continue to receive services during the appeals process under the following 
circumstances: 


• The recipient requests an appeal. 
• Within 10 calendar days of the mailing of the notice of action. 
• The intended effective date of the proposed action. 
• The recipient’s benefits will be continued if the recipient or the provider files the appeal as 


stated above and the appeal involves the termination, suspension, or reduction of a 
previously authorized course of treatment.  


• The services were ordered by an authorized provider.  
• The original period covered by the original authorization has not expired.  
• The recipient requests an extension of the benefits. 


3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal 
is pending, and the benefits must be continued until one of the following 
occurs: 
A. The recipient withdraws the appeal; 
B. The recipient does not request a State Fair Hearing with continuation of 


benefits within ten (10) days from the date the Vendor mails an adverse 
appeal decision; 


C. A State Fair Hearing decision adverse to the recipient is made, or 
D. The service authorization expires or authorization limits are met. 


We understand and will comply with the requirements of RFP Sections 3.13.2.4.A–D. 


Recipients will continue to receive benefits during a pending appeal until one of the  
following occurs: 


• The recipient withdraws the appeal. 
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• Ten calendar days pass after we mail the Appeal Decision letter, providing the resolution 
of the appeal against the recipient, unless the recipient, within the 10 calendar day 
timeframe, has requested a State fair hearing with the continuation of benefits until a 
State fair hearing decision is reached. 


• A State fair hearing officer issues a hearing decision adverse to the recipient. 
• The period or service limits of a previously authorized service has been met.  


3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a 
recipient) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the vendor for 
resolution. In the event a provider files an appeal on the recipient’s behalf, the 
provider must first obtain the recipient’s written permission with the exception 
of an expedited appeal. 


We understand and will comply with the requirements of RFP Section 3.13.2.5. 


At any time during the appeal and grievance process, a recipient may designate a 
representative. A representative is a person who assists with the appeal or grievance on the 
recipient’s behalf, including but not limited to, a family member, friend, guardian, primary 
care provider (PCP), woman’s health care provider (WHCP), or an attorney. The recipient must 
designate a representative in writing. 


If needed, the Appeal and Grievance coordinator or another staff member will help recipients 
to complete forms and take other procedural steps. As needed, we will provide information  
in alternative formats such as translation services, audio tapes, sign language, large font,  
TTY Relay as well as will make other reasonable accommodations available to recipients  
at no cost. 


3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal 
process, but if not satisfied with the outcome, may request a State Fair Hearing 
from the DHCFP. The vendor is required to provide access to and information 
about the State Fair Hearing process in the event a recipient’s appeal is not 
resolved in favor of the recipient. Grievances are not eligible for referral to the 
State Fair Hearing process. 


We understand and will comply with the requirements of RFP Section 3.13.2.6. 


Recipient education on the website, in the Member Handbook, and the provider manual  
will include: 


• The requirement that internal appeals must be exhausted before requesting a State  
Fair Hearing.  


• The availability of assistance in the filing process. 
• The procedures for exercising the rights to request a State fair hearing within specified 


timeframe from the date on the health plan’s notice of action.  
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• That the recipient may represent himself or designate a legal counsel, a relative, a friend, 


a provider or another spokesperson to represent them. 
• The fact that, when requested by the recipient  


− Benefits will continue if the recipient a request for State fair hearing within the 
timeframes specified for filing has requested continuation of services. 


− The recipient may be required to pay the cost of services furnished while the State 
Fair Hearing is pending if the final decision is adverse to the recipient. 


The State Fair Hearing process shall provide recipients with an opportunity for a State Fair 
Hearing before an impartial hearing officer. The parties to the State Fair Hearing include  
the health plan, the recipient, and his or her representative or the representative of a 
deceased recipient’s estate. We will comply with decisions reached as a result of the State 
Fair Hearing process. 


3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or 
grievance either orally or in writing. Unless the recipient has requested an 
expedited resolution, an oral appeal may be followed by a written, signed 
appeal. The vendor may not require a written signed appeal following an oral 
request for an expedited appeal. If a grievance or appeal is filed orally, the 
vendor is required to document the contact for tracking purposes and to 
establish the earliest date of receipt. There is no requirement to track routine 
telephone inquiries. 


We understand and will comply with the requirements of RFP Section 3.13.2.7. 


A recipient or their representative including a provider as defined in 3.13.2.5 may file an 
appeal or grievance verbally or in writing. 


We document the received date of verbal request to establish the earliest possible filing date 
for the appeal or grievance. Unless the recipient is requesting an expedited appeal resolution, 
a verbal request must be followed by a written, signed appeal or grievance. 


3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a 
routine telephone inquiry by the content of the inquiry. 


We understand and will comply with the requirements of RFP Section 3.13.2.8. 


Upon receipt of a recipient request, all of the facts are reviewed to determine if the case 
should be processed as an inquiry, appeal or grievance. General questions are processed as an 
inquiry. Calls related to an action where we denied, reduced, suspended or terminated an 
item or service will be classified as and processed as an appeal. Cases not related to an action 
are classified and processed as a grievance.  
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3.13.3 Authorization and Notice Timeliness Requirements 
3.13.3.1 The vendor must provide standard authorization decisions as expeditiously  


as the recipient’s health requires and within the State’s established timelines 
that may not exceed fourteen (14) calendar days following receipt of the 
request for service, with a possible extension of up to fourteen (14) additional 
calendar days if the recipient or provider requests the extension; or, the vendor 
justifies  (to the DHCFP upon request) a need for additional information and 
how the extension is in the recipient’s interests. The vendor must provide 
written notice of the reason for the extension and inform the recipient of their 
right to file a grievance. 


We understand and will comply with the requirements of RFP Section 3.13.3.1. 


We will make prior authorization decisions as expeditiously as the recipient’s health condition 
requires not to exceed 14 calendar days. We will send notification of the decision to the 
recipient and copy the practitioner /provider.  


The resolution period may be extended up to 14 calendar days if: 


• The recipient requests the extension. 
• We show that there is a need for additional information and that the delay is in the 


recipient's best interest. 
• We demonstrate to the satisfaction of the DHCFP that there is a need for additional 


information and how the delay is in the recipient’s interest. 


If the resolution timeframe is being extended and was not requested by the recipient, we will 
give written notice of the delay within the original processing timeframe. The written notice 
will inform the recipient that they may file a grievance if they disagree with the decision for 
the extension. 


3.13.3.2 For cases in which a provider indicates or the vendor determines that following 
the standard timeframe could seriously jeopardize the recipient’s life or health 
or ability to attain, maintain, or regain maximum function, the vendor must 
make an expedited authorization decision and provide a Notice of Action as 
expeditiously as the recipient’s health condition warrants and no later than 
seventy two (72) hours after receipt of the request for service. The vendor may 
extend the (72) hours’ time period by up to fourteen (14) calendar days if the 
recipient requests an extension or if the vendor justifies (to the DHCFP upon 
request) a need for additional information and how the extension is in the 
recipient’s best interest. The vendor must provide written notice of the reason 
for the extension and inform the recipient of their right to file a grievance. 


We understand and will comply with the requirements of RFP Section 3.13.3.2. 


In cases where the provider indicates or we determine that waiting the standard 14-day 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, 
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maintain, or regain maximum function, or when a prudent layperson, possessing an average 
knowledge of medicine and health, to reasonably expect the absence of immediate medical 
attention to result in the following: (1) placing the health of the individual (or, with respect to 
a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (2) 
serious impairment to bodily functions; or (3) serious dysfunction of any bodily organ or part; 
we will process the request in an expedited timeframe. When we receive an expedited service 
authorization request, we immediately forward the request to a Prior Authorization Clinician 
(a Nurse or independently licensed behavioral health professional) designated for urgent 
reviews. The Prior Authorization Clinician evaluates the request and either approves the 
service or refers the case to a Medical Director for an expedited.  


We will resolve urgent concurrent expedited requests authorization requests within 24 hours 
of receipt and all other expedited authorization requests within 72 hours. Once the Medical 
Director approves or denies the request, we notify the recipient and copy the requesting 
provider within the 24 and 72 hours respectively of the request for service.  


The resolution period may be extended up to 14 calendar days if: 


• The recipient requests the extension. 
• We show that there is a need for additional information and that the delay is in the 


recipient's best interest. 
• We demonstrate to the satisfaction of the DHCFP that there is a need for additional 


information and how the delay is in the recipient’s interest. 


If the resolution timeframe is being extended and was not requested by the recipient, then we 
will give written notice of the delay within the original processing timeframe. The written 
notice will inform the recipient that they may file a grievance if they disagree with the 
decision for the extension. 


3.13.4 Notice of Action 
3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the 


vendor takes action or makes an adverse determination affecting the recipient. 
If a provider has made a request on a recipient’s behalf and the vendor makes 
an adverse determination, the provider must be notified but this notification 
need not be in writing. 


We understand and will comply with the requirements of RFP Section 3.13.4.1. 


We will send a written Notice of Action to the recipient and copy the provider. 


540 NV Managed Care Organization RFP No.: 3260







 3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS


 


 


3.13.4.2 The notice must meet all of the following requirements: 
A. Be available in the State-established prevalent non-English languages; 
B. Be available in alternative formats for persons with special needs (visually 


impaired recipients, or recipients with limited reading proficiency); and 
C. Use easily understood language and format requirements of 42 CFR 


438.404(c); 42 CFR 438.10(c) and (d). 


We understand and will comply with the requirements of RFP Sections 3.13.4.2.A–C. 


Our notice will be written in easily understandable language at the 8th-grade level in the 
recipient’s preferred language and will be available in the State-established non-English 
languages. We tailor the letter to the specific recipient and to the conditions and disposition 
of the item or service that was denied. We also provide interpreter services, alternate 
material formats including but not limited to, braille, and large font, audio and toll-free 
numbers that have TTY/TDD capability available. 


3.13.4.3 A written Notice of Action to the recipient must meet the following 
requirements and must explain: 
A. The action the vendor or its subcontractor has taken or intends to take; 
B. The reasons for the action; 
C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees 


with decision; 
D. The recipient’s right to request a State Fair Hearing after the recipient has 


exhausted the vendor’s internal appeal procedures; 
E. The procedures for exercising the recipient’s rights to appeal; 
F. The circumstances under which expedited resolution is available and how to 


request it; 
G. The recipient’s rights to have benefits continue if the appeal is filed on or 


before the latter of the following: within ten (10) calendar days of the 
vendor mailing the Notice of Action or the intended effective date or the 
proposed action pending the resolution of the appeal, how to request that 
benefits be continued, and the circumstances under which the recipient 
may be required to pay the costs of these services;. 


H. That the recipient may represent himself or use legal counsel, a relative, a 
friend, or other spokesman; 


I. The specific regulations that support, or the change in federal or State law 
that requires the action; and 


J. The recipient’s right to request an evidentiary hearing if one is available or a 
state agency hearing, or in cases of action based on change in law, the 
circumstances under which a hearing will be granted. 
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We understand and will comply with the requirements of RFP Sections 3.13.4.3.A–J. 


The Notice of Action will include: 


• The decision and date it was completed. 
• The specific reason for the action, customized to the recipient circumstances, and in easily 


understandable language. 
• A reference to the benefit provision, guideline, or protocol or another similar criterion on 


which the denial decision was based. 
• Notification that, upon request, the practitioner or recipient, if applicable, may obtain a 


copy of the actual benefit provision, guideline, protocol, or another similar criterion on 
which the denial decision was based. 


• Notification that practitioners have the opportunity to discuss medical and behavioral 
healthcare utilization management denial decisions with a physician or other  
appropriate reviewer. 


• A description of appeal rights, including the right to submit written comments, 
documents, or other information relevant to the appeal. 


• An explanation of the appeals process, including the right to recipient representation 
(with the recipient’s permission) and the time frames for deciding appeals. 


• The recipient’s or practitioner/provider’s (with written permission of the recipient) right to 
request a State Fair Hearing upon completion of the appeal process.  


• A recipient may designate a representative. A representative is a person who assists with 
the appeal on the recipient’s behalf, including but not limited to, a family member, friend, 
guardian, PCP, WHCP, or an attorney. 


− The recipient must designate a representative in writing. 


• Instructions about how to request a State Fair Hearing. 
• The circumstances under which expedited resolution is available and how to request a 


State Fair Hearing. 
• A description of the expedited appeals process for urgent pre-service or urgent  


concurrent denials. 
• The recipient’s right to request continued benefits pending the resolution of the appeal or 


pending a State Fair Hearing, how to request continued benefits and the circumstances 
under which the recipient may be required to pay the costs of these benefits. 


− To continue each level of appeal must be requested within 10 calendar days of the 
prior denial. 


• Translation service information. 
• The procedures for exercising the rights specified in this section. 


If an adverse decision is rendered due to a change in Federal or State law, the Notice of  
Action will include the recipient’s right to an evidentiary hearing and how to request a State 
Fair Hearing. 
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3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of 
action when the action is a termination, suspension, or reduction of previously 
authorized covered services. This timeframe may be shortened to five (5) days if 
probable recipient fraud has been verified. 


We understand and will comply with the requirements of RFP Section 3.13.4.4. 


We will provide the recipient with a written Notice of Action and copy the 
practitioner/provider at least 10 calendar days before the effective date of a change in  
service such as the decision to deny, reduce, suspend or terminate previously authorized 
covered services. 


3.13.4.5 The vendor must give notice by the date of the action for the following 
circumstances: 
A. In the death of the recipient; 
B. A signed written recipient statement requesting termination or giving 


information requiring termination or reduction of services (where  
the recipient understands that this must be the result of supplying  
that information); 


C. The recipient’s admission to an institution where he is ineligible for 
Medicaid services; 


D. The recipient’s address is unknown and mail directed to him has no 
forwarding address; 


E. The recipient has been accepted for Medicaid services by another local 
jurisdiction, state, territory, or commonwealth; 


F. The recipient’s physician prescribes the change in level of medical care; 
G. An adverse determination made with regard to the preadmission screening 


requirements for nursing facility admissions; or 
H. When being transferred from a nursing facility for the following reasons: 


1. The safety or health of individuals in a facility would  
be endangered; 


2. The residents health improves sufficiently to allow a more 
immediate transfer or discharge; 


3. An immediate transfer or discharge is required by the resident’s 
urgent medical needs; or 


4. The resident has not resided in a nursing facility for thirty (30) 
calendar days (applies only to adverse action for nursing  
facility transfers). 


We understand and will comply with the requirements of RFP Sections 3.13.4.5.A–H. 


We will send notification according to the circumstances described. 
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3.13.4.6 The vendor must give a Notice of Action on the date of action when the action 
is a denial of payment. 


We understand and will comply with the requirements of RFP Section 3.13.4.6. 


We have written Utilization Management policies and written claim procedures to verify 
claims are processed according to State requirements. 


3.13.4.7 The vendor must give notice on the date that the timeframes expire when 
service authorization decisions are not reached within the timeframes for either 
standard or expedited service authorizations. Untimely service authorizations 
constitute a denial and are thus adverse actions. 


We understand and will comply with the requirements of RFP Section 3.13.4.7. 


Table 3.13-2: Recipient Notification of Authorization Decisions 


Denials Timeframe for notification 


Urgent pre-service denials  Within 72 hours of the receipt of the request 


Non-urgent pre-service denials Within 14 days of the receipt of the request 


Post-service denials Within 30 days of the receipt of the request 


If services are to be reduced, suspended,  
or terminated 


10 days’ advance notice to seek other arrangements 


Table 3.13-3: Provider Notification of Authorization Decisions 


Decision Timeframe for notification How we notify 


Urgent pre-service requests  Within 72 hours of the receipt of  
the request 


Verbal, electronic, or written 
communication 


Non-urgent pre-service requests  Within 14 days of the receipt of  
the request 


Verbal, electronic, or written 
communication 


Urgent concurrent requests Within 24 hours of the receipt of  
the request 


Verbal, electronic, or written 
communication 


Retro- and post-service reviews Within 30 days of the receipt of  
the request 


Electronic or written 
communication 
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Decision Timeframe for notification How we notify 


If services are to be reduced, 
suspended, or terminated 


10 days’ advance notice to seek  
other arrangements 


Electronic or written 
communication 


 


3.13.4.8 The recipient’s right to receive written resolution notice that includes the 
results of the process and the date it was completed. In addition, reasonable 
efforts shall be made to provide oral resolution notice. 


We understand and will comply with the requirements of RFP Section 3.13.4.8. 


We will make a good faith attempt to provide a verbal resolution of the decision, and we will 
send written resolution notice including the date of resolution, the decision and appeal rights.  


Recipients will receive a written notice of decision as defined in Section 3.13.4.3. It will be 
written in easily understandable language at the 8th-grade level in the recipient’s preferred 
language and will be available in the State-established non-English languages. We tailor  
the letter to the specific recipient and to the conditions and disposition of the item or service 
that was denied. We also provide interpreter services, alternate material formats including 
but not limited to, braille, large font, audio and toll-free numbers that have TTY/TDD 
capability available 


3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice  
must include: 
A. The right to request a State Fair Hearing, and how to do so; 
B. The right to request to receive benefits while the hearing is pending, and 


how to make the request; and 
C. That the recipient may be held liable for the cost of those benefits if the 


hearing decision upholds the MCO's action. 


We understand and will comply with the requirements of RFP Section 3.13.4.9. 


The written notice of the appeal decision will include: 


• The results of the appeal process and the date it was completed. 
• For appeals not resolved wholly in the favor of the recipient, the right to request a State 


Fair Hearing and the processes involved to request a hearing. 
• The right to request a continuation of benefits while the hearing is pending and how to 


make the request. 
• Notification that the recipient may be held liable for the cost of those benefits if the 


hearing decision upholds our action. 
• A reference to the benefit provision, guideline, protocol or another similar criterion on 


which the appeal decision was based. 
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• Notification that the recipient can obtain, free of charge and, upon request, a copy of the 


actual benefit provision, guideline, protocol or another similar criterion on which the 
appeal decision was based. 


• Notification that the recipient is entitled to receive, free of charge and, upon request, 
reasonable access to and copies of all documents relevant to the appeal. Relevant 
documents include documents or record relied upon and document and records submitted 
in the course of making the appeal decision. 


• A list of the titles and qualifications of each individual participating in the appeal review, 
including specialty, as appropriate. Participant names need not be included in the written 
notification to the recipients, but must be provided to recipients, upon request. 


3.13.5 Handling of Grievances and Appeals 
The vendor is required to dispose of each grievance and resolve each appeal and to 
provide notice as expeditiously as the recipient’s health condition requires within the 
State’s established time frames specified as follows: 


We understand and will comply with the requirements of RFP Section 3.13.5. 


Table 3.13-4: Grievance System; Timeframe to Process 


Denials Timeframe for notification 


Standard Appeal or Grievance Within 30 calendar days from receipt 


Expedited Appeal or Grievance  Within 72 hours from receipt 


 


3.13.5.1 Standard disposition of grievances: The vendor is allowed no more than ninety 
(90) calendar days from the date of receipt of the grievance. 


We understand and will comply with the requirements of RFP Section 3.13.5.1. 


We will resolve all standard grievances within 30 calendar days of receipt. When the 
grievance is the result of the denial of expedited processing of an appeal or prior 
authorization or when we take an extension on an appeal or prior authorization decision-
making timeframe we will resolve the grievance in an expedited timeframe. 


3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than  
thirty (30) calendar days from the date of receipt of the appeal. 


We understand and will comply with the requirements of RFP Section 3.13.5.2. 


We will resolve all standard appeals within 30 calendar days of receipt. When  
waiting the standard timeframe could seriously jeopardize the recipient’s life or health  
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or ability to attain, maintain, or regain maximum function. We will process the appeal  
in an expedited timeframe. 


3.13.5.3 Expedited resolution of appeals: The vendor must resolve each expedited 
appeal and provide notice, as expeditiously as the recipient’s health condition 
requires, not to exceed three (3) business days after the vendor receives the 
expedited appeal request. The vendor is required to establish and maintain an 
expedited review process for appeals when the vendor determines or the 
provider indicates that taking the time for a standard resolution could seriously 
jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function. The vendor must ensure that punitive action is not taken 
against a provider who requests an expedited resolution or supports an appeal. 
If the vendor denies a request for an expedited resolution of an appeal, it must 
transfer the appeal to the standard timeframe of no longer than thirty (30) 
calendar days from the day the vendor receives the appeal (with a possible 
fourteen (14) calendar day extension) for resolution of appeal and give the 
recipient prompt oral notice of the denial and follow up within two (2) calendar 
days with a written notice. 
A. The vendor must inform the recipient of the limited time available to 


present evidence and allegations of fact or law, in person or in writing, in 
the case of the expedited resolution. 


B. These time frames may be extended up to fourteen (14) calendar days if the 
recipient requests such an extension or the vendor demonstrates to the 
satisfaction of the DHCFP that there is a need for additional information and 
how the extension is in the recipient’s interests. If the State grants the 
vendor’s request for an extension, the vendor must give the recipient 
written notice of the reason for the delay. 


We understand and will comply with the requirements of RFP Sections 3.13.5.3.A–B. 


When waiting the standard timeframe could seriously 
jeopardize the recipient’s life or health or ability to attain, 
maintain, or regain maximum function, we will process the 
appeal in an expedited timeframe. Although the DHCFP 
requires that expedited appeals be resolved within three 
business days, we will resolve all expedited appeals as 
quickly as the recipient’s health condition requires and 
within 72 hours of receipt. We have clinical staff available to review expedited cases around 
the clock and use a shorter time frame as it is in the best interest of our recipients to receive a 
decision on care or services as quickly as possible. We will make a good faith attempt to give 
the recipient prompt verbal notification of the decision followed by a written decision letter. 


Over and Above 
We will resolve all expedited 


appeals within 72 hours  
of receipt. 
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Expedited appeal requests received from the recipient will be reviewed to determine if 
waiting the standard timeframe would seriously jeopardize the recipient’s life or health or 
ability to attain, maintain, or regain maximum function. If we deny the recipient’s request for 
an expedited decision, we will make good-faith attempt to give prompt verbal notification of 
the decision and will transfer the case to the standard timeframe and send a written notice 
within two calendar days. 


The resolution period may be extended up to 14 calendar days if: 


• The recipient requests the extension. 
• We show that there is a need for additional information and that the delay is in the 


recipient's best interest. 
• We demonstrate to the satisfaction of the DHCFP that there is a need for additional 


information and how the delay is in the recipient’s interest. 


If the resolution timeframe is being extended and was not requested by the recipient, we will 
give written notice of the delay within the original processing timeframe. The written notice 
will inform the recipient that they may file a grievance if they disagree with the decision for 
the extension. 


We will confirm that no punitive action is ever taken against a recipient for filing an appeal or 
grievance or against a provider who requests an appeal or grievance or who supports a 
recipient’s appeal or grievance. 
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3.13.5.4 In handling grievances and appeals, the vendor must meet the following 
requirements: 
A. The vendor must provide recipients any reasonable assistance in completing 


forms and taking other procedural steps, including assisting the recipient 
and/or the recipient’s representative to arrange for non-emergency 
transportation services to attend and be available to present evidence at 
the appeal hearing. This also includes, but is not limited to, providing 
interpreter services and toll-free numbers that have adequate 
teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and 
interpreter capability; 


B. Acknowledge receipt of each grievance and appeal; 
C. Ensure that the individuals, or their subordinates, who make decisions on 


grievances and appeals were not involved in any previous level of review or 
decision-making; and 


D. Ensure that the individuals who make decisions on grievances and appeals 
are health care professionals who have the appropriate clinical expertise in 
treating the recipient’s condition or disease if the grievance or appeal 
involves any of the following: 
1. An appeal of a denial that is based on medical necessity; 
2. A grievance regarding the denial of an expedited resolution of an 


appeal; or. 
3. A grievance or appeal that involves clinical issues. 


We understand and will comply with the requirements of RFP Sections 3.13.5.4.A–D. 


All staff receive role specific training and can provide reasonable assistance in explaining  
the appeal and grievance process, forms, completion of forms, or other procedural steps 
including non-emergency transportation services to attend and be available to present 
evidence at the appeal or grievance hearing. This includes providing interpreter services, 
alternate material formats, and toll-free numbers that have TTY/TDD capability available.  
If a recipient asks for assistance, we assign one of our staff to help him or her throughout  
the appeal or grievance process. 
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The Appeal and Grievance coordinator documents the appeal or grievance in the appeal and 
grievance application acknowledges as follows: 


Table 3.13-5: Grievance System; Timeframe to Acknowledge 


Case Timeframe to Process 


Standard Appeal or Grievance In writing within three calendar days of receipt 


Expedited Appeal or Grievance  Verbal at the time of receipt or in writing at recipient's 
request within three calendar days 


Individuals who render a decision on an appeal or grievance will not be involved in any prior 
decision making. If deciding one of the following: 


1. An appeal of a denial that is based on medical necessity 
2. A grievance regarding the denial of an expedited resolution of an appeal 
3. A grievance or appeal that involves clinical issues 


A provider of the same or similar specialty with appropriate clinical expertise in treating the 
recipient’s condition or disease, as determined by the State agency, in treating the recipient’s 
condition or disease that was not involved in any prior decision-making and is not a 
subordinate of the original decision maker will render the decision on the case. 


3.13.5.5 The process for appeals also requires: 
A. That oral inquiries seeking to appeal an action are treated as appeals (in 


order to establish the earliest possible filing date for the appeal) and must 
be confirmed in writing unless the recipient requests expedited resolution; 


B. That the recipient is provided a reasonable opportunity to present evidence, 
and allegations of fact or law, in person as well as in writing, and that the 
recipient is informed by the Vendor of the limited time available for this in 
the case of expedited resolution; 


C. That the recipient and his/her representative is provided the opportunity, 
before and during the appeals process, to examine the recipient’s case file, 
including medical records,  and any other document and records considered 
during the appeals process; and 


D. The vendor to include, as parties to the appeal, the recipient and his/her 
representative or the legal representative of a deceased recipient’s estate. 


We understand and will comply with the requirements of RFP Sections 3.13.5.5.A–D. 


We document the date we received the verbal request to establish the earliest possible filing 
date for the appeal. Unless the recipient is requesting an expedited appeal resolution, a 
verbal request must be followed by a written, signed appeal.  
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The recipient and his or her representative are provided a reasonable opportunity to present 
evidence and allegations of fact or law, in person as well as in writing. We will inform the 
recipient of the limited time available for presenting evidence and allegations of fact or law, 
in person as well as in writing in the case of expedited resolution. We take all information into 
account during the appeals process without regard to whether the information was submitted 
or considered in the initial consideration of the case, and implement the decision of appeal if 
it overturns the initial denial. 


The recipient and his or her representative are provided with an opportunity, before and 
during the appeals process, to examine the recipient’s case file, including medical records, 
and any other documents and records considered during the appeals process. 


The recipient and/or the recipient’s representative may present supporting documentation or 
evidence in person or in writing on or before the date of the appeal meeting date. The 
recipient and/or their representative may request to review the recipient’s file or clinical 
records that will be presented to the appropriate person, persons or department before and 
or during the appeals process by contacting the Appeal and Grievance manager. 


The parties to the appeal include the health plan, the recipient, and his or her representative 
or the representative of a deceased recipient’s estate. 


3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and 
appeal in written format. The written notice must include the results of the 
resolution process and the date it was completed. For appeals that are not 
wholly resolved in favor of the recipient, the notice must also include: 
A. The right of the recipient to request a State Fair Hearing from the DHCFP 


and how to do so; 
B. The right to request to receive benefits while the hearing is pending and 


how to make this request; and 
C. That the recipient may be held liable for the cost of those benefits if the 


State Fair Hearing’s Officer upholds the vendor’s action. 


We understand and will comply with the requirements of RFP Section 3.13.5.6. 


The written notice of the appeal decision or grievance resolution will include: 


• The results of the resolution process and the date it was completed. 
• For appeals not resolved wholly in the favor of the recipients, the right to request a State 


fair hearing and the processes required to file a hearing. 
• The right to request a continuation of benefits while the hearing is pending and how to 


make the request. 
• Notification that the recipient may be held liable for the cost of those benefits if the 


hearing decision upholds our action. 
• A reference to the benefit provision, guideline, protocol or another similar criterion on 


which the appeal decision was based. 
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• Notification that the recipient can obtain, free of charge and, upon request, a copy of the 


actual benefit provision, guideline, protocol or another similar criterion on which the 
appeal decision was based. 


• Notification that the recipient is entitled to receive, free of charge and, upon request, 
reasonable access to and copies of all documents relevant to the appeal. Relevant 
documents include documents or record relied upon and document and records submitted 
in the course of making the appeal decision. 


• A list of the titles and qualifications of each individual participating in the appeal review, 
including specialty, as appropriate. Participant names need not be included in the written 
notification to the recipients, but must be provided to recipients, upon request. 


3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a 
good faith effort to provide an oral notice of the disposition in addition to the 
required written notice. 


We understand and will comply with the requirements of RFP Section 3.13.5.7. 


Although DHCFP requires that expedited appeals be resolved within three business days, we 
will resolve all expedited appeals as quickly as the recipient’s health condition requires and 
within 72 hours of receipt. We have clinical staff available to review expedited cases around 
the clock and use a shorter time frame because it is in the best interest of our recipients to 
receive a decision on care or services as quickly as possible. We will make a good faith 
attempt to give the recipient prompt verbal notification of the decision followed by a written 
decision letter. 


3.13.5.8 The vendor is required to maintain records of grievances and appeals, which 
the DHCFP will review as part of the Division’s quality strategy. 


We understand and will comply with the requirements of RFP Section 3.13.5.8. 


We will log and track all appeals and grievances in our appeal and grievance application. We 
maintain records of appeal and grievance decisions made or received either verbally or in 
writing that includes but is not limited to a short, dated summary of each problem, name of 
the person filing the grievance or appeal, date of receipt of the grievance or appeal, date of 
decision, and the disposition for grievances and the date of resolution for appeals.  


We maintain appeals and grievances data for seven years from the date of resolution. 


3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality 
Management / Quality Improvement committee meetings to the review of 
recipient complaints and appeals that have been received. 


We understand and will comply with the requirements of RFP Section 3.13.5.9. 


We will establish and maintain an Appeal and a Grievance committee. Our Appeal and 
Grievance Committees includes cross-functional representatives from Recipient Services, 
Provider Services, Compliance, Case Management, or other departments who review appeals 
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and grievances regularly to resolve appeals and grievances and to identify trends. The 
committee reports findings quarterly, to the Service Improvement Committee (SIC) and 
Quality Management Oversight Committee, summarizing the frequency and resolution  
of all requests. 


This provides Senior Management with the authority to take corrective action to address the 
issues affecting individual recipient satisfaction and to stabilize trends within the delivery 
system as a whole. For example, if we identify a grievance trend of providers who exceed the 
threshold for appointment availability or office wait-time, we take corrective action and 
evaluate our network for potential gaps. 


Consistent evaluation of appeal and grievance trends allows compliance and executive staff, 
working with Quality Management, to improve medical, network, operations, and 
management areas that require additional focus. 


Having cross-functional oversight of appeal and grievance processing improves overall 
program effectiveness. 


Table 3.13-6: Nevada Quality Committees 


Cross-Functional 
Representative 


Format Frequency Objective 


Appeal Committee Meeting Bi-weekly Review and decide appeals. Track/trend data, 
analyze, identify concerns and root causes for 
grievances filed, and collaborate for solutions. 


Grievance Committee Meeting Bi-weekly Review and resolve grievances. Track/trend data, 
analyze, identify concerns and root causes for 
grievances filed, and collaborate for solutions. 


Quality Management 
Oversight Committee 


Quality of 
Care reporting 


Quarterly Executive oversight of the Quality Management 
Program; review, recommend, and provide 
feedback to the Quality Management/Utilization 
Management Committee based on recommended 
clinical and service quality improvement studies. 


Service Improvement 
Committee 


Meeting Quarterly Track and trend suggested improvement 
opportunities. 


Quality Management Quality Quarterly file 
review 


File review to validate compliance with Grievance 
System policies, procedures, and contract-required 
standards. 
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3.13.6 State Fair Hearing Process 
3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. 


A recipient, recipient’s representative or the representative of a deceased 
recipient’s estate has the right to request a State Fair Hearing from the DHCFP 
when they have exhausted the vendor’s appeal system without receiving a 
wholly favorable resolution decision. The request for a State Fair Hearing must 
be submitted in writing within ninety (90) calendar days from the date of the 
vendor’s notice of resolution. 


We understand and will comply with the requirements of RFP Section 3.13.6.1. 


A recipient or their representative including a provider as defined in 3.13.2.5 may file a 
request for a State Fair Hearing upon completion of the health plan appeal process within 90 
calendar days from the Appeal Decision letter. 


The parties to the State Fair Hearing include the health plan, the recipient, and his or her 
representative or the representative of a deceased recipient’s estate. 


3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair 
Hearing, how to obtain such a hearing, and representation rules must be 
explained and provided in writing to the recipient by the vendor pursuant to 42 
CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). 


We understand and will comply with the requirements of RFP Section 3.13.6.2. 


The State Fair Hearing process shall provide recipients with an opportunity for a State Fair 
Hearing before an impartial hearing officer. The parties to the State Fair Hearing include  
the health plan, the recipient, and his or her representative or the representative of a 
deceased recipient’s estate. We will comply with decisions reached as a result of the State 
Fair Hearing process.  


Recipient education on the website in the Member Handbook and the provider manual 
includes but is not limited to: 


• The requirement that internal appeals must be exhausted before requesting a State  
Fair Hearing.  


• The availability of assistance in the filing process. 
• The procedures for exercising the rights to request a State fair hearing within specified 


timeframe from the date on the health plan’s notice of action.  
• That the recipient may represent himself or designate a legal counsel, a relative, a friend, 


a provider or another spokesperson to represent them. 
• The fact that, when requested by the recipient.  


− Benefits will continue if the recipient a request for State fair hearing within the 
timeframes specified for filing has requested continuation of services. 
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− The recipient may be required to pay the cost of services furnished while the State 
Fair Hearing is pending if the final decision is adverse to the recipient. 


3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s 
expense, in each circumstance in which a recipient for whom the vendor has 
made an adverse determination requests a State Fair Hearing. The vendor  
is bound by the decision of the Fair Hearing Officer. (Please refer to the  
Chapter 3100 of the MSM for timeframes for standard and expedited State  
Fair Hearings.). 


We understand and will comply with the requirements of RFP Section 3.13.6.3. 


We will devote necessary staff resources to the documentation, resolution, and tracking of 
State Fair Hearing requests. This includes copying of files, creating summaries as requested 
and participation in the State Fair Hearing at our own cost. 


If the State fair hearing officer reverses the decision to deny, limit or delay services, we will 
authorize or provide the disputed services promptly and as expeditiously as the recipient’s 
health condition requires. 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing 
are Pending. 


We understand and will comply with the requirements of RFP Section 3.13.7. 


The requirements and how to request continuation of benefits is included on the website, in 
the Member Handbook, and in the provider manual. 


3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal 
appeals process is pending and while the State Fair Hearing is pending if all of 
the following conditions exist: 
A. The appeal is submitted to the vendor on or before the later of the 


following: within ten (10) days of the vendor mailing the Notice of Action; 
or, the intended effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a 
previously authorized course of treatment; 


C. The services were ordered by an authorized provider; 
D. The original periods covered by the original authorization have not expired; 


and 
E. The recipient requests an extension of benefits. 


We understand and will comply with the requirements of RFP Sections 3.13.7.1.A-E. 


A recipient may continue to receive services during the appeals process under the  
following circumstances: 
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• The recipient requests an appeal or a State fair hearing: 


− Within 10 calendar days of the mailing of the notice of action. 
− Within 10 calendar days of the mailing of the appeal decision letter. 
− The intended effective date of the proposed action. 


The recipient’s benefits will be continued if the recipient or the provider files the appeal as 
stated above and the appeal involves the termination, suspension, or reduction of a 
previously authorized course of treatment; the services were ordered by an authorized 
provider; the original period covered by the original authorization has not expired, and the 
recipient requests extension of the benefits. 


3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits  
while the appeal is pending, the benefits must be continued until one of the 
following occurs: 
A. The recipient withdraws the appeal; 
B. Ten (10) days pass after the vendor mails the notice of action, providing the 


resolution of the appeal against the recipient, unless the recipient, within 
the 10-day timeframe has requested a State Fair Hearing with continuation 
of benefits until a State Fair Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the 
recipient; and 


D. The time period of service limits of a previously authorized service has  
been met. 


We understand and will comply with the requirements of RFP Sections 3.13.7.2.A-D. 


If the recipient requests benefits to be continued or reinstated while the appeal is pending, 
the benefits will continue until one of the following occurs: 


• The recipient withdraws the appeal. 
• Ten calendar days pass after we mail the Appeal Decision letter, providing the resolution 


of the appeal against our recipient, unless our recipient, within the 10-calendar day time 
frame, has requested a State fair hearing with the continuation of benefits until a State 
fair hearing decision is reached. 


• State fair hearing officer issues a hearing decision adverse to the recipient. 
• The period or service limits of a previously authorized service has been met. 


3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may 
recover the cost of the services furnished to the recipient while the appeal was 
pending, to the extent that they were furnished solely because of the 
requirements of this section and in accordance with policy set forth in  
42 CFR 431.230(b). 


We understand and will comply with the requirements of RFP Section 3.13.7.3. 
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If the final resolution of the appeal is adverse to the recipient, that is, the decision upholds our 
action, we may recover the cost of the services furnished to the recipient while the appeal is 
pending, to the extent that they were furnished solely because of the requirements of this 
section. The recipient is informed that he/she can be financially liable for the services that 
were rendered during this process. 


3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay 
services that were not furnished while the appeal was pending, the vendor 
must authorize or provide the disputed services promptly and as expeditiously 
as the recipient’s health condition requires. If the vendor or State Fair Hearing 
Officer reverses a decision to deny authorization of services, and the recipient 
received the disputed services while the appeal was pending, the vendor must 
pay for those services. 


We understand and will comply with the requirements of RFP Section 3.13.7.4. 


If we or the State Fair Hearing officer reverses a decision to deny, limit, or delay services that 
were not furnished while the appeal was pending, we will promptly authorize or provide the 
disputed services, and as expeditiously as our recipient’s health condition requires. 


3.13.8 Provider Grievances and Appeals 
The vendor must establish a process to resolve any provider grievances and appeals that 
are separate from, and not a party to, grievances and appeals submitted by providers on 
behalf of recipients. Written grievance and appeals procedures must be included, for 
review and approval, at the time the vendor policies and procedures are submitted to 
the DHCFP and at any time thereafter when the vendor’s provider grievance and appeals 
policies and procedures have been revised or updated. The vendor may not implement 
any policies and procedures concerning its provider grievance and appeal system without 
first obtaining the written approval of the DHCFP. 
The following provisions reflect minimum requirements and are not intended to limit the 
scope of the vendor’s grievance and appeals process for providers. 


We understand and will comply with the requirements of RFP Section 3.13.8. 


Written Policies and Procedures 


We have written policies and procedures for administering the provider appeal and grievance 
process. The Quality Management Oversight Committee is directly responsible for, as the 
State requires, reviewing and approving the Provider Appeal and Grievance Policies; the 
Quality Management Oversight Committee also confirms that procedures are in effect to 
implement the Provider Appeals and Grievance Policies. The Quality Management Oversight 
Committee, which meets quarterly, records minutes for all meetings, which it keeps safe, 
confidential, and protected. 
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All initial or subsequent changes or revisions to the provider appeal and grievance processes 
and materials will be submitted to the DHCFP for approval before implementation. Providers 
are then notified at least 30 calendar days in advance of any changes, when possible. 


Through our provider appeal and grievance process, we will resolve any disputes with a 
contracted health care provider using the terms of our contractual agreement. This also 
includes claim disputes that may arise between the two parties. We will work with our 
contracted health care providers to verify that disputes do not disrupt or interfere with a 
recipient’s services.  


Providers have the right to file a formal grievance or appeal on their own behalf. The provider 
appeal and grievance process does not replace the recipient grievance system, which allows a 
provider to submit a grievance or an appeal on behalf of a recipient. When a provider submits 
a grievance or appeal on behalf of a recipient, the requirements of the recipient grievance 
system apply. 


Overview 


Effective and efficient interaction with providers begins with education. Often, a grievance or 
appeal is simply the result of a misunderstanding about our policies or processes. Our 
provider training helps prevent billing or prior authorization request errors and policy or 
process misinterpretations that can lead to an appeal or grievance. We have well-
documented processes and tools to guide providers who want to file an appeal or grievance. 


We provide a training program, which includes assistance from our staff, including the State 
and other contracted managed care organizations, to providers in myriad settings using a 
variety of materials. Our training is a comprehensive orientation to providers who join our 
network before the start of operations as well as to those who join after operations begin. 
We provide ongoing education to providers.  


Our Provider Services staff delivers training alongside Medical Management or another 
department lead. We educate in-network providers regarding the claim reconsiderations 
process and appeal and grievance processes through provider orientation training; provider 
educational forums; during provider office visits; through the Provider Manual; through our 
website; or on calls with the Provider Services Department. Out-of-network providers are 
educated regarding the appeal and grievance processes on the website via the Provider 
Manual and by calling the Provider Services Department. 


During our orientation and initial onsite training for new providers, we educate providers and 
their staff on the following: 


• Authorizations, policies, and processes. 
• Claims submission, adjudication, and payment policies and processes. 
• Appeal and grievance processes. 


During the training, we explain the administrative tools available to providers if they need to 
submit an appeal or grievance. In these first onsite visits, and later through scheduled and 
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nonscheduled provider office visits, we ask providers for feedback on administrative processes 
to improve our processes and tools. 


Classification and Investigation 


Upon receipt of a provider request all the facts are reviewed to determine if it is in the 
provider’s best interest to file a claim reconsideration, appeal or grievance. General questions 
are processed as an inquiry. Calls related to a lost or incomplete claim form, requests for 
additional clinical for the claim or unapproved referrals will be classified as and processed as 
a claim reconsideration. Cases related to a formal request to review our claim denial not 
related to a reconsideration are classified and processed as an appeal. Cases related to 
dissatisfaction not related to a denial are classified and processed as a grievance.  


Provider Claim Reconsideration Process 


Network providers may file a dispute verbally or in writing directly to us to resolve billing, 
payment and other administrative disputes for any reason including but not limited to: lost or 
incomplete claim forms or electronic submissions; requests for additional explanation as to 
services or treatment rendered by a health care provider; inappropriate or unapproved 
referrals initiated by the provider; or any other reason for billing disputes.  


Claim related disputes can be called into our Claims Inquiry Claims Research team or in 
writing to our Claims team along with supporting documentation. We also have an optional 
Claim Reconsideration Form providers may use, which is accessible on the website. Responses 
to these concerns are provided by the Claims Inquiry Claims Research team by phone or via 
the remittance advice if the claim is eligible for re-processing. 


Provider Appeals 


A provider may file a formal appeal in writing or a formal request to reconsider a decision 
with us within 90 calendar days from the claim denial.  


The Appeal and Grievance Department coordinates and manages provider appeals, and 
disseminates information to the provider about the status of the appeal. 


If requested, we send an acknowledgment letter within five business days summarizing the 
appeal that instructs how to: 


• Revise the appeal within the timeframe specified in the acknowledgment letter. 
• Withdraw an appeal at any time until Appeal Committee review. 


The Appeal Committee then reviews all research, if related to medical necessity the 
committee will include a provider with the same or similar specialty. The committee will 
consider the additional information and will issue an appeal decision. 


Provider Grievances  


Both network and out-of-network providers may file a grievance verbally or in writing directly 
with us about our policies, procedures, or any aspect of our administrative functions including 
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dissatisfaction with the resolution of a payment dispute, or provider grievance that is not 
requesting review of a denial within 90 calendar days from the date of the issue.  


The Appeal and Grievance Department coordinates and manages the provider grievance 
process and disseminates information to the provider about the grievance status. 


If the grievance requires research or input by another department, the Appeal and Grievance 
Department will coordinate with that department to thoroughly research each grievance, 
applying all applicable statutes, regulations, and contractual provisions as well as our written 
policies and procedures to collect pertinent facts from all parties. The Grievance Committee is 
then responsible for the decision, which it makes once it receives the grievance and all 
research. The Grievance Committee will include a provider with the same or similar specialty 
if the grievance includes a clinical component. The committee considers the additional 
information and resolves the grievance. 


Tracking and Trending of Appeals and Grievances  


We use an internal, proprietary application that supports the appeal and grievance process by 
tracking recipient and provider appeals and grievances from inception to resolution. This 
helps us to address issues affecting individual recipient and provider satisfaction and to 
identify potential trends in the delivery system as a whole. Our staff analyzes these trends 
and takes prompt, corrective steps to continue to meet performance standards. 


As part of our global commitment to quality and service improvement, we use data from 
provider appeals and grievances and the recipient grievance system to identify opportunities 
to improve individual staff or provider performance as well as our overall performance in 
functional areas (for example, grievance, medical management, provider network). In turn, 
we use these data to monitor the effectiveness of the implemented interventions in 
addressing any identified deficiencies within our operation. Our goals are to: 


• Use appeal and grievance data to drive our performance improvement process and 
improve operations or outcomes, or to make recommendations to the State about 
potential process improvements such as a change to an administrative rule. 


• Reduce the number of recipient appeals and grievances that are initially filed with us or 
that result in State fair hearing requests. 


• Improve the effectiveness and quality of our operational processes. 
• Increase recipient and provider satisfaction with the services provided. 
• Decrease the number of denial decisions that are reversed during the recipient and 


provider appeal processes. 
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3.13.8.1 General Requirements 
The vendor must accept written or oral grievances and appeals that are 
submitted directly by the provider as well as those that are submitted from 
other sources, including the DHCFP. An oral appeal must be followed by a 
written, signed appeal; however, the oral appeal must count as the initial date 
of appeal. The vendor must keep a written or electronic record of each provider 
grievance and appeal to include a description of the issue, the date filed, the 
dates and nature of actions taken, and the final resolution. The vendor must 
issue a final decision, in writing, no later than:  
A. Ninety (90) calendar days after a grievance is filed; and 
B. Thirty (30) calendar days after an appeal is filed. 


We understand and will comply with the requirements of RFP Section 3.13.8.1. 
Filing an Appeal or Grievance  
Filing Appeals 


We will accept verbal or written appeals from our providers, other sources or the DHCFP 
within 90 days from the denial. We document the date we received the verbal request to 
establish the earliest possible filing date for the appeal. A verbal request must be followed  
by a written, signed appeal. We will accept appeals submitted from other sources, including 
the DHCFP. 


We will make a good faith attempt to get the written signed appeal from the provider. If we 
do not receive the written signed appeal within 15 calendar day from the verbal request,  
we will dismiss the case and close the appeal. We will send the provider a written notice  
of dismissal.  


If we receive a written signed appeal after the original request was dismissed, we will open a 
new appeal with the date of the signed appeal as the received date for determining 
compliance with expected turnaround times.  


A peer-to-peer discussion between the treating practitioner and us is not considered  
to be a formal appeal request, although the treating practitioner may request a formal 
appeal based on the outcome of the discussion. All formal appeals and grievances are 
documented, processed and tracked in our Appeal and Grievance application. Please see 
“Documentation” below. 


For all pre-service or concurrent services, the provider can verbally request an expedited 
appeal when waiting for the standard review timeframe could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum function. Expedited 
appeal requests made by a provider are considered to be on behalf of the recipient and 
subject to the recipient appeal policies and timeframes. 
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Filing Grievances 


Providers may file a grievance verbally or in writing within 90 days from the date of the issue. 
We document the date we received the verbal request to establish the earliest possible filing 
date for the grievance. A verbal request must be followed by a written, signed grievance. We 
will accept grievances submitted from other sources, including the DHCFP. 


Documentation 


We will log and track all appeals and grievances in our appeal and grievance application. We 
maintain records of appeal and grievance decisions made or received either verbally or in 
writing that includes but is not limited to a short, dated summary of each problem, name of 
the person filing the grievance or appeal, date of receipt of the grievance or appeal, date of 
decision, and the disposition for grievances and the date of resolution for appeals.  


Upon receipt, each case type is assigned a tracking number in the Appeal and Grievance 
application. This tracking number is used by the Appeal and Grievance manager to monitor 
each appeal throughout the research and resolution process. An investigation of will take 
place and will be documented. The investigation will include documentation of evidence from 
all parties. The documentation will include but is not limited to: 


1. The date of the call or written notification. 
2. The name of the requestor. 
3. The provider identification number. 
4. A short summary of the issues. 
5. Date of disposition/resolution. 
6. The nature of the disposition/resolution. 
7. The date of communication of the disposition/resolution. 


We maintain appeals and grievances data for seven years from the date of resolution. 


Timeframes for Resolution 


The Appeal and Grievance coordinator documents the appeal or grievance in the appeal and 
grievance application and resolves provider cases follows: 


Table 3.13-7: Grievance System; Timeframe to Process Provider Cases 


Case Timeframe to Process 


Provider Appeal Within 30 calendar days of receipt 


Provider Grievance  Within 45 calendar days of receipt 
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Although DHCFP requires that provider grievances be resolved within 90 calendar days,  
we will resolve all provider grievances within  
45 calendar days. We use a shorter time frame 
because it is in the best interest of our providers. 


We will resolve all provider appeals and 
grievances within the specified timeframe and 
will send written notification no later than  
10 calendar days from the date of the decision. 


We resolve provider appeals within 30 calendar days of receipt of the appeal and inform the 
provider of the resolution in writing. 


3.13.8.2 State Fair Hearings 
Pursuant to NRS 422.306, when a provider has exhausted the vendor’s internal 
appeals process, the provider has the right to submit a written request to the 
DHCFP for a State Fair Hearing. It is the vendor’s responsibility to notify the 
provider of this right at the time the provider enters into a contract with the 
vendor and when the outcome of an appeal is not wholly in favor of the 
provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; 
and 42 CFR 438.10(g)(1). A State Fair Hearing decision will be made within 
ninety (90) calendar days from the date the recipient for direct access to a State 
Fair Hearing. Disputes eligible for the State Fair Hearing process include: 
A. Denial or limited authorization of a requested service; 
B. Reduction, suspension or termination of a previously authorized service; 
C. Denial, in whole or in part, of payment for a service; 
D. Demand for recoupment; or 
E. Failure of the vendor to meet specified timeframes (e.g., authorization, 


claims processing, appeal resolution). 
F. The denial for disenrollment for good cause. 3.13.9 Expedited 


Per Amendment 2, “RFP Section 3.13.8.2 to be deleted in its entirety” no response required. 


Over and Above 
We will resolve all provider grievances 


within 45 calendar days. 
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3.13.9 Expedited State Fair Hearing 
3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision 


when the appeal was first heard through the Vendors appeal process is as 
expeditiously as the recipient’s health condition requires, but no later than  
3 working days from the State’s receipt of a hearing request for a denial of 
service that: 
A. Meets the criteria for an expedited appeal process but was not resolved 


within the vendor’s expedited appeal timeframes, or 
B. Was resolved wholly or partially adversely using the vendor’s expedited 


appeal timeframes. 


We understand and will comply with the requirements of RFP Sections 3.13.9.1.A–B. 


We understand the State’s requirements for accepting and processing an Expedited State  
Fair Hearing.  


We will devote necessary staff resources to the documentation, resolution, and tracking of 
Expedited State Fair Hearing requests. This includes copying of files, creating summaries as 
requested and participation in the State Fair Hearing at our own cost. 


If the State fair hearing officer reverses the decision to deny, limit or delay services, we will 
authorize or provide the disputed services promptly and as expeditiously as the recipient’s 
health condition requires. 


3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision 
when the appeal was made directly to the State’s Fair Hearing process without 
accessing the vendor appeal Process is as expeditiously as the recipient’s health 
condition requires, but no later than 3 working days from the State’s receipt of 
a hearing request for a denial of service that meets the criteria for an expedited 
resolution. The DHCFP will not accept requests for State Fair Hearings that 
address provider enrollment, termination or other contract disputes between 
the vendor and its providers and/or subcontractors. Likewise, grievances are 
not eligible for State Fair Hearings. 


We understand and will comply with the requirements of RFP Section 3.13.9.2. 


We understand the State’s requirements for accepting and processing an Expedited State Fair 
Hearing submitted directly to the State when the criteria for expedited resolution is met. 


We also understand that in compliance with Amendment 2, Question 180, we will allow 
recipients and providers, acting on behalf of the recipient with the recipient’s written consent, 
to file State Fair Hearings. 
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3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must 
comply with any decision resulting from the Fair Hearing process. 


We understand and will comply with the requirements of RFP Section 3.13.9.3. 


We will comply with decisions reached as a result of the State Fair Hearing process. If the 
State fair hearing officer reverses the decision to deny, limit or delay services, we will 
authorize or provide the disputed services promptly and as expeditiously as the recipient’s 
health condition requires. 
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3. SCOPE OF WORK 
3.14 MANAGEMENT INFORMATION SYSTEM (MIS) 
3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and 


retaining information sufficient to substantiate and report vendor’s compliance with the 
contract requirements. 


We understand and will comply with the requirements of RFP Section 3.14.1.  


Our Management Information System (MIS) combines integrated modular, third party, and 
proprietary applications. Our systems are highly configurable and designed specifically to 
support the Medicaid, Medicare, and Long-Term Services and Supports populations. These 
systems are widely regarded as the premier, best-in-class option to address the unique 
requirements of Medicaid eligibility, enrollment, and payment functions. Our systems offer a 
broad and flexible set of program design options and an overarching structure to promote 
initiatives which simplify administrative tasks associated with complex benefit plans. Our MIS 
system supports integrated care coordination and lowers costs, improves quality, and drives 
better care. The MIS components enable comprehensive case management programs and 
tighter integration with behavioral and physical health. 


Management Information System 
Our platform is built on Microsoft’s .NET architecture which provides a high degree of 
flexibility, scalability, and integration with other systems. Its database is Microsoft’s SQL 
Server which enables a variety of applications to maintain, provide, document, and retain 
information and to produce standardized as well as customized reports to substantiate and 
report compliance with the DHCFP contract requirements.  


Our management information platform supports the contractual requirements of 
maintaining, providing, documenting, and retaining information utilizing the  
following functions: 


• Claims data, including adjudication, payment, coordination of benefits, and third-party 
liability for medical, behavioral health, pharmacy, and dental services 


• Recipient demographic and enrollment data, eligibility (including prior coverage data), 
and assignment of primary care providers (PCPs) 


• Provider contract data, including reimbursement agreements, provider demographics,  
and contract terms 


• DHCFP reference file data 
• Case Management records 
• Utilization Management data 
• Health care quality measures (HEDIS®, Predictive Modeling Techniques) 
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Data Reporting 
We employ systems, technology, processes, and analytical staff to comply with the DHCFP’s 
reporting requirements. We strive to automate required reports wherever possible to 
optimize timeliness and the accuracy of report generation and transmission. We transmit 
reports in a variety of ways, including (but not limited to) email, Web portal, or secure file 
transfer protocol. The Contract Compliance Officer manages reporting and data submissions 
to the DHCFP. 


Our best-in-class and validated Medicaid Data Warehouse (MDW) is the centralized, 
integrated data repository used across multiple Medicaid plans. This data warehouse is a 
platform for secure, scalable, and consistent transactions across the Medicaid data spectrum 
and promotes data-driven decision making.  


MDW provides historical operational and analytical data content from multiple internal and 
external disparate data sources. MDW aggregates regular data feeds we receive from the 
pharmacy, dental, vision, and laboratory subcontractors/providers. Our data collection 
capabilities interface with other systems containing recipient, provider, claims processing, 
case management, and reference file data. MDW stores Medicaid data for a variety of subject 
areas including recipients, service providers, PCPs, pharmacies, enrollment, medical claims, 
dental claims, pharmacy claims, and behavioral health claims. We use standardized sort keys 
to group these subject areas to confirm recipients and providers are reflected consistently 
throughout the MDW. 


We can produce a variety of reports including ad-hoc reports, as well as those for CMS, the 
DHCFP, and for internal business purposes. Using MDW, we can combine data from disparate 
sources to generate comprehensive data analysis reports which can be viewed through 
Tableau’s web interface. 


We catalog every statutory, regulatory, and compliance-based report across the organization. 
These reports are centralized and standardized with associated metrics to improve data 
integrity and consistency. The report catalog can identify existing reports which may meet—
or meet with minor modification—the requirements of any new requests, minimizing the 
need to develop any reports from scratch. Centralizing reporting in this manner improves data 
integrity while providing complete, accurate, and timely submission of reports. 
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3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical 
procedures while maintaining the privacy and confidentiality requirements pursuant to 
HIPAA. The vendor shall provide the DHCFP with aggregate performance and outcome 
data, as well as its policies for transmission of data from network providers as outlined in 
this RFP (See Attachment T Forms and Reporting Guide). The vendor shall have internal 
procedures to ensure that data reported to the DHCFP are valid and to test validity and 
consistency on a regular basis. 


We understand and will comply with the requirements of RFP Section 3.14.2. 


The following items demonstrate our ability to fulfill the MIS requirements set by the DHCFP: 


Documenting Administrative and Clinical Procedures  
Our administrative staff captures and documents interactions with recipient and providers in 
our centralized core platform. Our clinical staff captures clinical and case management 
information in our case management system. Each of these systems maintains the privacy 
and confidentiality requirements under HIPAA. 


Reporting Aggregate Performance and Outcome Data 
Our MDW platform receives regular data feeds from all internal and external systems and can 
interface with other systems containing recipient, provider, claims processing, case 
management, and reference file data. Using this system, we can provide aggregate 
performance and outcome data as required by the DHCFP. 


Policies for Transmission of Data from Network Providers 
We will hold our network providers accountable for providing and transmitting accurate, 
timely data as outlined in Attachment T Forms and Reporting Guide. We require using the 
Accredited Standards Committee X12 5010 version electronic transactions. We monitor claims 
and other inbound transactions through compliance-checking software used internally and by 
our designated clearinghouses. We receive electronic claims through multiple Electronic Data 
Interchange (EDI) clearinghouses, using the format mandated by the HIPAA transaction 
regulation, to an electronic mailbox that will be established specifically for the DHCFP. 
Providers can submit EDI claims to our primary third-party vendor, or they may submit them 
indirectly by using their claims clearinghouse.  


Internal Validation Processes 
We incorporate a variety of internal processes to validate the integrity and compliance of 
eligibility, enrollment, provider, claim, encounter, and utilization management data to 
provide the DHCFP with timely, accurate submissions. We incorporate internal and external 
tools to validate all EDI transactions are in compliance with HIPAA transaction regulations. 
Our validation begins with the delivery of services; we require all participating providers to 
submit all services with the appropriate codes. The claims system validates recipient data, 
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provider data, and current coding protocol, including validation of diagnosis ICD10, CPT-4, 
HCPCS I/II, revenue codes, modifiers, place of service, bill type, timely filing, prior 
authorization requirements, benefit application (including limitations and exclusions), 
Coordination of Benefits application and claims history review for duplicate claim.  


Secondary to our claims system, the encounter management system offers further validation 
as well as accurately and consistently tracking encounters throughout the submission 
continuum. We monitor, on a regular basis, any changes proposed by regulators around 
HIPAA, privacy, electronic transactions standards, and security, and verify internal procedure 
and policies are updated to support new change. 
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3.14.3 Eligibility Data 
3.14.3.1 


The vendor enrollment system shall be capable of linking records for the same 
enrolled recipient that are associated with different Medicaid and/or Nevada 
Check Up identification numbers; e.g., recipients who are re-enrolled and 
assigned new numbers. 


We understand and will comply with the requirements of RFP Section 3.14.3.1. 


Our enrollment system generates an internal system ID number for each recipient which 
matches the files from DHCFP. Our recipient matching logic uses more than 20 identifying 
factors (e.g., name, address, birth date) to link the DHCFP file records to recipient records in 
our system. We maintain one record per recipient in our system, regardless of changes, so 
that all current and historical data can be reviewed at any time. 


If recipient’s record is duplicated in our system, our Enrollment Services department 
researches and consolidates the records based on a report that we generate daily. 


3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients 
change names, phone numbers, and/or addresses, and shall notify DHCFP of 
such changes. 


We understand and will comply with the requirements of RFP Section 3.14.3.2. 


When a recipient initiates a change to his/her name, phone number, and/or address, it is 
updated in our operations management system, so we have the most accurate and up-to-
date contact information. Recipient-initiated changes are validated in DHCFP’s eligibility 
verification system. If the data in our system does not match the data from DHCFP, we will 
report the changes to DHCFP so that the two systems can be reconciled. No changes that 
impact eligibility will be entered into our system unless we receive the information from 
DHCFP. Our goal is to maintain the most accurate recipient information in our system and 
reconcile our data with DHCFP efficiently. 


3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are  
not accurate. 


We understand and will comply with the requirements of RFP Section 3.14.3.3. 


We use returned mail and recipient information to verify the accuracy of addresses provided 
by the DHCFP. Also, we use our enrollment processing logic and daily reports to identify 
addresses that are invalid or incomplete. When we identify that a recipient’s address is 
incorrect or invalid, we will notify the DHCFP in a format and frequency determined by  
the DHCFP. 
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In addition to our internal reconciliation, our subcontractors use their address management 
systems to reconcile our data with U.S. Postal Service data to so we can deliver recipient 
materials timely and accurately. This minimizes the frequency of returned mail and allows us 
to deliver materials to recipients while address information is being reconciled between our 
system and DHCFP. Our goal is to maintain the most accurate recipient information in our 
system and reconcile our data with DHCFP efficiently. 


3.14.4 Encounter and Claims Records 
3.14.4.1 The encounter data reporting system must be designed to assure aggregated, 


unduplicated service counts provided across service categories, provider types, 
and treatment facilities. The vendor shall use a standardized methodology 
capable of supporting CMS reporting categories for collecting service event data 
and costs associated with each category of service. 


We understand and will comply with the requirements of RFP Section 3.14.4.1. 


We have a strong history of managing encounters and claims records for multiple Medicaid 
programs across several States. Our encounter data management system extracts and stores 
data from our internal claim system and sub-contracted vendor. This data is aggregated for 
all service categories, provider types, and treatment facilities. With this data accumulated in 
one central repository, we can efficiently identify duplicated services and prevent them from 
being submitted on our encounter files. 


Our encounter management system stores data related to all categories of service such as 
inpatient hospital services, emergency room, professional and pharmacy utilization. We  
use industry standard methodologies for claim and encounter processing, which enables  
us to support reporting of service event data and costs associated with each to meet the 
DHCFP requirements.  


3.14.4.2 The vendor shall collect and submit service specific encounter data in the 
appropriate CMS-1500 and UB-04 format or an alternative format if prior 
approved by the DHCFP. The data submitted to the actuary must balance with 
the data submitted to the DHCFP. The data shall be submitted in accordance 
with the requirements set forth in the contract. The data shall include all 
services reimbursed by Medicaid. 


We understand and will comply with the requirements of RFP Section 3.14.4.2. 


Our encounter management system accepts all HIPAA-compliant electronic claims and 
pharmacy transactions in standard formats. Our system can export encounter data for CMS-
1500 and UB-04 claim formats and generate files in X12N 837 format and National Council for 
Prescription Drug Programs (NCPDP) standard format files and has the scalability to be 
modified to an alternative format if prior approved by the DHCFP.  
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We use the following reports to confirm data submitted by the actuary balances to the data 
submitted to DHCFP on the encounter files. 


• Transfer Validation Report: This report confirms all services paid by our claims system are 
extracted from the encounter system. 


• End-to-End Financial Reconciliation Report: This report balances finalized claim volume 
and dollars in our claims system against accepted encounters from the DHCFP. 


• Monthly Vendor Completeness Report: This report balances subcontracted vendor paid 
claim volume and dollars against what has been accepted by the DHCFP. 


The following figure depicts the encounter data submission process: 


Figure 3.14-2: Encounter Data Submission Operational Process 
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3.14.5 Data Requirements and Certification 
3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor 


per EDI standards and federal regulations. 


We understand and will comply with the requirements of RFP Section 3.14.5.1. 


Our encounter data management system can generate files in X12N 837 format and NCPDP 
per EDI standards and Federal regulations. We verify completeness of submission using the 
reporting tools identified in 3.14.4 and will be submitted to the DHCFP or designated 
contractor as required. 


3.14.5.2 All encounter data must reflect all adjustments and voids. 


We understand and will comply with the requirements of RFP Section 3.14.5.2. 


Encounter errors which require claim re-adjudication are reprocessed in the appropriate claim 
system. The adjusted claim is imported into our encounter data management system for 
resubmission to the DHCFP per the encounter correction protocol. The system generates, as 
required, the appropriate void, replacement, and/or corrected records. 


3.14.5.3 Regardless of collection status, all improper payments must be adjusted or 
voided from the encounter data within timeframes specified by the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.14.5.3. 


We understand and will comply with the DHCFP’s requirement of 60 days to void, adjust, or 
resubmit all improper payments from the encounter data regardless of collections status. 


3.14.5.4 The contract requires the vendor to certify enrollment information, encounter 
data, payment data, and other information submitted to the State for purposes 
of developing vendor payment. Data must comply with the applicable 
certification requirements for data and documents specified by DHCFP pursuant 
to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, 
based on best knowledge, information, and belief that the data are accurate, 
complete and truthful as required by the State for participation in the Medicaid 
program and constrained in contracts, proposals and related documents. 


We understand and will comply with the requirements of RFP Section 3.14.5.4. 


We certify the completeness, accuracy, and integrity of all data, including enrollment 
information, encounter data, payment data, and other information submitted to the DHCFP 
to develop vendor payment. We will comply with the applicable certification requirements for 
data and documents specified by the DHCFP under 42 C.F.R. § 438.604, 438.606 and 
457.950(a)(2), and will certify, based on the best knowledge, information, and belief that our 
data is accurate, complete, and truthful, as required by the DHCFP for participation in the 
Medicaid program and as constrained by contracts, proposals, and related documents. 
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We have several internal processes that verify the timely, accurate, and compliant enrollment 
information, claims, and encounters processing for purposes of developing vendor payment. 
These processes include claim audits, encounter audits, and the reporting used to monitor 
data transmission to the DHCFP. 


Audits 
We conduct random, statistically valid audits on the claims validating system configuration. 
Standard audits are determined using a statistically valid sample, based on the total 
population size. Additionally, we conduct target claim audits to look at a predetermined 
population to provide focused audits identified either by the Audit team or requested by the 
organization. Target audit review areas include contract, benefit, provider, diagnosis, 
procedure, specific service, and place of service. 


We finalize, publish, and distribute monthly and quarterly audit results to the business units. 
This includes reports which identify trends by error type, claim ID, and analyst ID. Based on 
trend reports and audit findings, management will coach staff as well as provide and track 
additional training for process improvement as needed. In addition to claim audits, 
Encounters Quality staff performs a procedural audit of encounter edits so that all processes 
and workflows are correctly followed.  


Reporting 
Encounter Management uses multiple reports to monitor and track data transmission to the 
DHCFP. Using these reports, we can monitor the accuracy, timeliness, and completeness of 
encounter transactions. 


Report examples are as follows: 


• Transfer Validation Report: This report confirms all current paid encounters are extracted 
from our claims system into the encounter system. 


• Monthly Compliance Report: This report monitors timeliness and accuracy results by 
month of submission. 


• End-to-End Financial Reconciliation Report: This report balances finalized claim volume 
and dollars in our claims system against accepted encounters from the DHCFP. 


• Monthly Vendor Completeness Report: This report balances finalized vendor claim volume 
and dollars against our encounter system and what has been accepted by the DHCFP. 
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3.14.5.5 The data submitted to the state by the vendor for purposes of determining 
vendor payments must be certified by one of the following: 
A. The vendor’s Chief Executive Officer; 
B. The vendor’s Chief Financial Officer; and  
C. An individual who has delegated authority to sign for, and who reports 


directly to the vendor’s Chief Executive Officer or the Chief Financial Officer. 
3.14.5.6 Compliance with the requirement of data certification in this agreement is a 


condition for payment by the government. The vendor must agree that he/she 
has read and understands the data certification requirement and agree to 
comply with all applicable laws and regulations 


We understand and will comply with the requirements of RFP Sections 3.14.5.5–6. 


All data submitted to DHCFP will be certified by the Administrator/Chief Executive Officer, 
Chief Financial Officer (CFO), and/or an individual with delegated authority that reports 
directly to the Administrator or CFO. We have read and understand the data certification 
requirement and agree to comply with all applicable laws and regulations as outlined by CMS 
and/or the DHCFP.  


3.14.6 EPSDT Tracking System 
The vendor shall operate a system that tracks EPSDT activities for each enrolled 
Medicaid eligible child by name and Medicaid identification number. The system shall 
allow the vendor to report annually on the CMS reporting form. This system shall be 
enhanced, if needed, to meet any other reporting requirements instituted by CMS  
or the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.14.6. 


Our system is capable of tracking all Early and Periodic Screening, Diagnostic and Treatment 
(EPSDT) activities for eligible recipients. We use an EPSDT tracking system built by our internal 
Informatics team. It is housed in our National Committee for Quality Assurance (NCQA)-
certified HEDIS software, and we follow the NCQA technical specifications and guidelines. The 
system tracks enrolled Medicaid eligible child by name and Medicaid identification number. 
Measures are updated with any changes to CMS requirements to verify calculated results 
meet current specifications. In 2017, we will be transitioning production of the EPSDT quality 
tracking to a quality metrics dashboard in Tableau. Implementation of any required changes 
to the metrics by CMS will continue. 
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3. SCOPE OF WORK 
3.15 Operational Requirements 
3.15.1 Medical Director's Office 


The vendor must designate a Medical Director to be responsible for the oversight of 
development, implementation and review of the vendor's Internal Quality Assurance 
Program, including implementation of and adherence to any Plan of Correction. The 
Medical Director need not serve full time or be a salaried employee of the vendor, but 
the vendor must be prepared to demonstrate it is capable of meeting all requirements 
using a part-time or contracted non-employee director. The vendor may also use 
assistant or associate Medical Directors to help perform the functions of this office. The 
Medical Director and the vendor's Utilization Management and Internal Quality 
Assurance Plan Committee are accountable to the vendor's governing body. The Medical 
Director must be licensed to practice medicine in the State of Nevada and be board-
certified or board-eligible in his or her field of specialty. 


We understand and will comply with the requirements of RFP Section 3.15.1. 


Our Medical Director is responsible for the oversight of development, implementation, and 
review of our Internal Quality Assurance Program, including implementation of and 
adherence to any Plan of Correction. The Medical Director and our Utilization Management 
and Internal Quality Assurance Plan Committee are accountable to the Board of Directors. 
The Medical Director is licensed to practice medicine in the State of Nevada and board-
certified/board-eligible in his or her field of specialty. 


Our Medical Director will be a full-time staff member who will serve as the Chief Medical 
Officer for the Plan, a member of our executive team, and will work onsite at the local health 
plan. The Medical Director will be familiar with the local standard of practices and nationally 
accepted standards of practice and will serve as a liaison to the DHCFP. 


The Medical Director has responsibility for providing oversight for all components of the 
medical management department, including quality management, case management, special 
needs unit management, utilization management, disease management, and liaison to the 
external pharmacy and dental programs. The Medical Director is involved in all major clinical 
program components of the operation and directly participates in the oversight of the Special 
Needs Unit, Quality Management Department, and Utilization Management Departments. 
The Medical Director directs and participates in the development of standards governing the 
availability of required services in compliance with Medicaid rules and regulations, and assists 
in the development of operational policies and procedures that impact medical care. 
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3.15.2 The responsibilities of the Medical Director include the following: 
3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality 


Assurance Plan committee; 
3.15.2.2 Directs the development and implementation of the vendor's Internal Quality 


Assurance Plan (IQAP) and utilization management activities and monitoring 
the quality of care that vendor recipients receive; 


3.15.2.3 Oversees the development and revision of the vendor's clinical care standards 
and practice guidelines and protocols; 


3.15.2.4 Reviews all potential quality of care problems, and oversees the development, 
and implementation of, as well as the adherence to, Plans of Correction; 


3.15.2.5 Oversees the vendor's referral process for specialty and out-of network 
services. All services prescribed by a PCP or requested by a recipient which are 
denied by the vendor must be reviewed by a physician, physician assistant, or 
advanced nurse practitioner with the reason for the denial being documented 
and logged; 


3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 
3.15.2.7 Serves as a liaison between the vendor and its providers, communicating 


regularly with the vendor's providers, including oversight of provider 
education, in-service training and orientation; 


3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, 
denials, grievances and problems; 


3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized 
Education Programs (IEPs) are followed; and 


3.15.2.10 Ensures coordination of out-of-network services. 
3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to 


work with DHCFP regarding utilization review and quality assurance issues. 


We understand and will comply with the requirements of RFP Sections 3.15.2.1–11. 


As the co-chairman of our Utilization Management and Quality Assurance Plan Committee, 
our Medical Director has direct responsibility for our Medical Management Department 
which includes Case Management, Quality Management, and Utilization Management.  


As the liaison to the board of directors for the Plan, the Medical Director is accountable for all 
Internal Quality Assurance Plan (IQAP) and utilization management activities and initiatives. 
This role includes responsibility for allocating and managing, in collaboration with the 
Administrator, any and all resources necessary to successfully carry out all IQAP activities and 
for reviewing and approving all IQAP activities. Ultimately, the clinical responsibility, to make 
sure all of the recipients receive quality care rests with the Medical Director.  
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Through participation in our governance and Quality Management Committees, the Medical 
Director is responsible for overseeing the development and revisions of clinical standards and 
practice guidelines.  


Additionally, the Medical Director has responsibility for the evaluation of the quality of  
care rendered by our network providers. He/she will maintain the essential mechanisms of 
cost containment and control to achieve and maintain appropriate utilization of high-cost 
provider services.  


In collaboration with the Quality Management department and medical committees, the 
Medical Director is responsible for the quality of care our recipients received. This includes 
quality management and performance improvement activities and adherence to any Plan of 
Correction. Our commitment is to meet consistently or exceed the goals of the DHCFP.  


The Medical Director is involved in reviewing potential quality/risk management referral, in 
collaboration with other physical and behavioral health designated medical directors in the 
Plan. The Medical Director also provides clinical and quality consultation with staff and 
network providers to resolve any issues between providers and the plan including reviews of 
denials of services. This includes denials and appeals, making medical decisions, and 
utilization management decisions. At times, it is the role of the Medical Director to intervene 
directly when there is a questionable hospital admission, authorization, a complex case, 
length of stay disagreement or consultation on the use of evidence-based guidelines.  


The Medical Director will have direct involvement in the recruitment and credentialing of 
providers. He/she will make certain any out-of-network referrals are coordinated, referred to 
network staff on single case arrangements  and recruitment activities that may be indicated. 
The Medical Director oversees the referral and coordination process for out-of-network 
services. All services prescribed by a primary care provider (PCP) or requested by a recipient 
that are denied will be reviewed by a physician, physician assistant, or advanced nurse 
practitioner with the reason for the denial being documented and logged.  


The Medical Director serves as a liaison to our providers, communicating regularly with the 
providers, including oversight of provider education, in-service training, and orientation. 


In addition to the responsibilities noted above, the Medical Director provides mentoring 
which includes but is not limited to: 


• Focused and practical teaching 
• Critical thinking 
• Professional development 
• Fostering and leading collaborative practice among the clinical team 


The Medical Director also assists our case managers whenever recipients have acute medical 
decompensation, are in an acute behavioral health crisis (e.g., suicidal, needs immediate 
intervention), or when additional collaboration or feedback is required. Our Medical Director 
will be available to our staff for consultation on referrals, denials, and grievances.  
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Additionally, the Medical Director facilitates integrated case rounds as follows:  


• Minimum of monthly; recommended at least every two weeks 
• Intensive recipients are the major focus 
• Case management and utilization management staff included 
• Mentoring opportunity for the Medical Director to help make sure case managers are 


examining all biopsychosocial issues of every recipient  
• Root causes are discussed 
• Appropriate motivational interviewing techniques  


The Medical Director is responsible for leadership of strategic medical management activities 
that contribute to the performance of the health plan and promote quality of care for our 
recipients. Responsibilities include: 


• Development and implementation of: 


− Medical programs 
− Policies 
− Evaluating medical cost  
− Return on investment analyses 
− Enhancing relationships with providers, facilities, and regulatory agencies  
− Acting as a key clinical and business partner in network development 
− Product design  
− Strategic planning  


• Overseeing and participating in: 


− Peer review 
− Credentialing 
− IQAP related functions including  
− Compliance with Individual Family Service Plans and Individualized Education 


Programs 


Our Medical Director will guide our Case Management team in the coordination of  
out-of-network services. 


Under the direction of the Medical Director, we will work with the DHCFP to demonstrate  
our adherence to quality standards and utilization management. 
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Figure 3.15-1: Medical Management Organizational Chart 
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3.15.3 Vendor Operating Structure and Staffing 
The vendor must assure the DHCFP that the organization is adequately staffed with 
experienced, qualified personnel. The vendor shall provide such assurances as follows: 
3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months 


or whenever a significant change in the organization occurs. The organizational 
chart must depict each functional unit of the organization, numbers and types 
of staff for each function identified, lines of authority governing the interaction 
of staff, and relationships with major subcontractors. The organizational chart 
must also identify key personnel and senior-level management staff and clearly 
delineate lines of authority over all functions of the Contract. The names of key 
personnel must be shown on the organizational chart. The State must approve 
all awarded vendor key staff. The State reserves the right to require the 
removal of any member of the awarded vendor's staff from the project. 


We understand and will comply with the requirements of RFP Section 3.15.3.1.  


We will provide the DHCFP with an updated organizational chart, every six months or 
whenever a significant change in the organization occurs. The organizational chart depicts 
each functional unit of the organization, numbers and types of staff for each function in our 
Managed Care Organization (MCO) with lines of authority governing the interaction of staff, 
and relationships with major subcontractors. The organizational chart identifies key 
personnel and senior-level management staff and clearly delineates lines of authority over all 
functions of the Contract. The names of key personnel are in the organizational chart. We 
understand that the DHCFP must approve all our key staff and the DHCFP reserves the right to 
require the removal of any recipient of our key staff from the project. 


The next page, we have included our initial organizational chart which contains the 
specifications required in this section. 
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3.15.3.2 The vendor must have in place the organizational, management and 
administrative systems capable of fulfilling all contract requirements. At a 
minimum, the vendor must have qualified staff in the following areas: 
A. Executive management; 
B. Operations Manager; 
C. Accounting and budgeting; 
D. Medical Director’s office; 
E. Medical Management, including quality assurance/utilization review; 
F. Recipient services; 
G. Provider services; 
H. Grievances, appeals, and fair hearings; 
I. Claims processing; 
J. Management Information Systems (MIS); and 
K. Program Integrity 


We understand and will comply with the requirements of RFP Sections 3.15.3.2.A–K. 


We are experienced in recruiting and retaining talented, experienced, qualified staff 
necessary for the successful implementation and operation of our organizational, 
management and administrative systems. The key staff as listed in Section 3.15.3.2 will be in 
place at the start of healthcare delivery. Additionally, our proposed executive and leadership 
team has extensive experience drawn from other Medicaid markets.  


• We use an established and proven staffing plan process that will serve as the foundation 
for successful implementation of the Nevada health plan.  


• Hiring will be completed in phases to make sure positions are filled before time-sensitive 
dates (e.g., open enrollment, the contract effective date). Future staffing levels will be 
phased per membership growth.  


• Our hiring managers are equipped with training and hiring toolkits for behavioral based 
interviewing to make sure we are leveraging the most effective interview tools to identify 
qualified talent and organizational fit for each position. 


• An important part of our hiring process is our background screening process.  
• Our Human Resources department will develop detailed and clear job descriptions with 


accompanying clarification of required training, certifications, education, and experience. 
This department will thoroughly examine each candidate’s job qualifications, including 
education, experience, and references. Candidates will be further examined by the 
supervisors and managers, in their individual departments, to determine if they have the 
appropriate qualifications, knowledge, and experience for the position. A key 
consideration is an individual’s alignment with our culture of putting the recipient at the 
center of all that we do. 
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Due to anonymity requirements of this section, please refer to Section 4.1.12.1 for our key 
personnel biographies.  


3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who 
may not be assigned to any other responsibility and must be housed in the 
vendor’s Nevada administrative offices, key personnel may be responsible for 
more than one area. The vendor shall ensure that all staff has appropriate 
training, education, and experience to fulfill the requirements of their 
positions, including the Nevada Medicaid/CHIP Operations Manager. The 
vendor shall inform DHCFP in writing within seven (7) calendar days of any 
changes in the following key positions: 
A. Administrator; 
B. Chief Financial Officer; 
C. Medical Director; 
D. Recipient Services Manager; 
E. Provider Services Manager; 
F. Grievance and Appeals Coordinator; 
G. Claims Administrator; and 
H. Nevada Operations Manager 


We understand and will comply with the requirements of RFP Sections 3.15.3.3.A–H.  


We understand that except for the Nevada Medicaid/CHIP Operations Manager, who may 
not be assigned to any other responsibility and must be housed in the Nevada administrative 
offices, our other key personnel may be responsible for more than one area. We will make 
sure all staff has appropriate training, education, and experience to fulfill the requirements of 
their positions, including the Nevada Medicaid/CHIP Operations Manager. We will inform 
DHCFP in writing within seven calendar days of any changes in the following key positions 
listed above. 


We will deliver high quality operational, clinical and soft skills training to employees to 
prepare them to embrace the health plan’s culture and functions and succeed within their 
role. All training is State and Federally compliant and aligns with our organization’s values.  


Our training approach incorporates innovative training techniques, including:  


• Instructor-led training with a high level of staff inclusion  
• Use of adult learning principles that help increase staff engagement  
• Simulated and realistic scenario-based training  
• Interactive activities, assessments, and hands-on training 
• Interactive eLearning courses that promote self-paced learning and scheduling flexibility  
• Training methods that help promote empathy, compassion for and connection with  


our recipients  
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We strive to be an inspiration to our staff while maintaining excellence in training delivery 
and measurement of outcomes. 


Initial Onboarding 
Once a candidate is hired, we provide a comprehensive orientation and training program. 
This process includes specific training to reinforce our mission, values, and commitment to 
high quality, efficient health care. 


Staff Training Overview 
We require our staff to have the education, experience, and training to perform their 
respective duties. We have a user-friendly, comprehensive learner-centric training curriculum 
to accommodate different learning styles. It includes instructor-led classroom sessions, 
interactive online training tools (e.g., online courses, self-paced training videos, vignettes) 
and on-the-job training. We supplement training by conducting online assessments of staff 
understanding, knowledge, and retention, and we offer additional training as needed. We 
document and maintain training course attendance through our learning management 
system. We review and update our training curriculum annually or as changes to our 
programs, Medicaid requirements, Nevada, and Federal laws and regulations occur. 


Knowledge Transfer Approach 
As new staff is added to the Nevada team, they will be required to complete onboarding, 
orientation, and all health plan-specific initial and ongoing training. Our training and 
knowledge transfer approach makes sure continuity of operations and provider relationships 
as new staff join the team. 


In addition to passing written, verbal, or case-scenario tests, staff is monitored for proficiency 
45 to 60 days after initial training. They must submit an attestation after each training 
session that confirms they have completed the training and understand how to use the 
information to do their job. Throughout their time as an employee, staff can provide feedback 
about how well our training prepares them for their job, and what would improve training. 
We continuously use employee feedback to improve training to serve our recipients better. 


Orientation and Initial Training  
Orientation and initial training begin upon hire. This initial phase provides new staff with 
foundational information including but not limited to: 


• Our organization’s culture and internal operations 
• An introduction to and overview of the health plan program 
• Introduction to Medicare/Medicaid/Duals 
• HIPAA, Fraud, Waste and Abuse 
• CMS requirements  
• Business Conduct and Integrity 
• Identification of Quality of Care Issues and Critical Incidents 
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• An Overview of Medicaid 


− Recipient Populations 
− Government Regulations 
− Benefits 
− Waivers 
− Lines of Business 


• An overview of the Nevada’s Medicaid program policies and procedures 
• Health Disparities and Cultural Sensitivity 
• Cultural competency and health literacy 
• Compliance 
• Systems navigation 
• Mental Health First Aid 
• Contractual, Nevada, and Federal requirements specific to individual job functions 
• Core training for the following:  


− Welcome to Our Organization (for all staff)  
− Claims Processing System  
− Recipient Services  
− Provider Services/Relations  
− Soft Skills  
− Claims Research  
− Integrated Care Management  
− Integrated Long Term Case Management  
− Motivational Interviewing  
− Case Management Face-to-Face Visits  
− Behavioral Health  
− Managing Common Physical Health Conditions  
− Milliman Care Guidelines  
− Notice of Action  
− Utilization Management Foundation and Systems  
− Utilization Management Clinical  
− Medical Director focused training  
− Quality Management  
− Coaching for Peak Performance  
− Leadership Orientation  


Position-Specific Training 
Upon successful completion of initial training, staff attends focused training specific to the 
performance of their respective roles. During this phase, new staff must demonstrate 
knowledge, retention, and understanding of the material covered in the initial training. 
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Throughout position-specific training, participants use systems in a training environment that 
mirror the production (live) environment. Participants work with practice members and case 
scenarios that match the recipient population to enhance the learning. Our Policies and 
Procedures are job specific and referenced during training. Workbooks, Job aids and learning 
tools are provided during training and serve as resources during and after the training class. 
Participant skills are evaluated during and after training. Training topics, depending on the 
role, include training for department specific policies, desktops and procedures, health plan 
resources and their corresponding locations, additional soft-skills specific training (based on 
their respective role) and using systems and databases. We will provide position-specific 
training that supports all of the following job functions:  


• Recipient Services  
• Provider Services/Relations  
• Integrated Care Management  
• Integrated Long Term Case Management  
• Utilization Management  
• Quality Management  
• Appeals and Grievances  
• After Hours  
• Behavioral Health  
• Claims  
• Claims Inquiry and Claims Research  
• Clinical Call Center  
• Clinical Contracting  
• Provider Date Services  
• Enrollment  
• Medical Directors  
• Pharmacy  
• Special Investigations Unit  


Long Term Support Services training will be available for case managers to support recipients 
that participate in waiver programs or require long-term care benefits and services.  


Nevada Program 
We will use the Nevada Policy and Procedure Manual as a tool and resource to develop our 
training program for our staff. Following completion of position-specific training, we will 
require staff to attend and participate in our health plan’s program training. During this 
phase, they must demonstrate knowledge, understanding, and retention of the material 
covered in the initial and position-specific training. Program training will familiarize our staff 
with the diversity needs of our recipients; the roles and responsibilities of staff; the types of 
services provided; Waivers; and the challenges facing our recipients and providers in Nevada. 
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Staff members working with providers receive mentoring and evaluation through on-the-job 
training at the outset of their service and receive additional training as necessary. 


Training Liaison Program 
We pair each new employee with an onsite training liaison who provides ongoing support and 
knowledge transfer. Training Liaisons are senior colleagues who have experience in the 
position they are supporting and are an extension of our Learning and Performance team.  


Ongoing Training 
Staff will participate in mandatory, ongoing training and development, supporting  
continued compliance, promoting cultural competency and health literacy, and aiding 
business continuity planning. Quality of care issues, service concerns, recipient and  
provider complaints, and program changes resulting in regulatory updates all inform  
our training curriculum. 


We determine additional ongoing training needs by trends in business operations; the 
tracking and trending of issues in specific areas; feedback from managers; and new 
requirements, policies, or procedures. Ongoing training modalities include instructor-led 
training sessions, online memo reviews, in-services, e-learning courses, and presentations. 
Our staff receives periodic electronic training reminders and updates regarding our policies 
and procedures. 


Our Human Resources department maintains an online internal calendar of scheduled 
training and education sessions. Supervisors of new employees access this calendar to  
register new and existing staff for training that is specific to the contract requirements,  
topic, and position. 


We continue our commitment to training our staff to make sure our recipients receive 
appropriate, quality care in all settings. A structured training and development program 
confirms our staff members have the consistent experience and necessary background 
knowledge to serve our recipients; this makes certain our staff are trained to be culturally, 
linguistically, and disability competent.  


Our training program enables our staff to appreciate the impact their roles can have on the 
lives of our recipients. For example, we provide in-depth training on integrated issues that 
affect recipients, such as housing, transportation, education, nutrition, behavioral health and 
trauma-informed care. We train our staff to find community resources and make referrals to 
applicable agencies and programs. Training emphasizes a holistic, person-centered approach 
to recipient issues. Staff learns to help recipients achieve improved health outcomes, 
integrate care, improve the quality of care and services, emphasize person-centered planning, 
and enhance preventive and disease condition management to reduce the rate of costly 
avoidable care.  
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3.15.4 Subcontractors 
The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts 
with health care professionals. 


The vendor shall comply with the following: 
3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are 


appropriate to the service or activity delegated under the subcontract; 


We understand and will comply with the requirements of RFP Section 3.15.4.1.  


We will comply with the requirements of 42 CFR 438.214 regarding contracts with health care 
professionals. We will have all subcontracts fulfill the requirements of 42 CFR 438 that are 
appropriate to the service or activity delegated under the subcontract. 


3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is 
accountable for any responsibilities it delegates to any subcontracted provider 
(AKA, subcontractor). The vendor must evaluate the prospective 
subcontractor’s ability to perform the activities to be delegated; 


We understand and will comply with the requirements of RFP Section 3.15.4.2.  


We will have oversight of all network subcontracts and are accountable for any 
responsibilities we delegate to any subcontracted provider/subcontractor. We will evaluate 
the prospective subcontractor’s ability to perform the activities to be delegated. 


Per Contract requirements, our policies require a written, signed subcontractor agreement for 
all subcontracting arrangements. The subcontractor agreement outlines the responsibilities of 
the parties; defines the parties’ relationship, rights, and obligations; specifies how we monitor 
the subcontractor’s performance; and includes the required DHCFP Contract provisions and 
other terms, including remedies if the subcontractor does not meet contractual obligations. 


We use comprehensive policies and procedures as part of our Quality Management program 
for non-affiliate general service subcontractors to monitor, evaluate, and manage the 
responsibility for any subcontracted program function. We have successful relationships with 
non-affiliated general service subcontractors in other Medicaid managed care markets, and 
we will continue to work with them. We will also work with subcontractors to comply with 
our standards, National Committee for Quality Assurance (NCQA) standards, and Federal and 
State laws and regulations. 


We routinely monitor subcontractors’ quality of care, services, and the quality of reporting 
data under any subcontract through our Quality Management Program. The written 
subcontract defines ongoing monitoring activities, including the requirement that 
subcontractors provide reports twice a year, or more frequently if necessary, and information 
appropriate to the scope of the subcontracted functions. We have comprehensive policies and 
procedures for subcontractor performance to meet our needs and expectations, the DHCFP, 
our recipients and providers, and other stakeholders. 
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In deciding to subcontract, we assess the: 


• Business need for subcontracting 
• Cost, benefit, and the subcontractor’s readiness to assume the obligations under a 


subcontract, including the financial integrity, management expertise, and Information 
Technology capabilities of the subcontractor 


• Potential impact on clinical care and service to recipients 


We use a subcontractor pre-assessment questionnaire in the decision-making process. When 
the health care service subcontractor is providing administrative services, our subcontracting 
process includes a review of the prospective subcontractor’s program for adherence to 
standards of the health plan, NCQA, and compliance with applicable Federal and State laws 
and regulations. Appropriate staff reviews relevant documentation before conducting an 
onsite assessment. We use standardized audit tools for evaluation and documentation during 
the assessment of the prospective health care service subcontractor’s program. The 
completed assessment report documents the strengths and opportunities for improvement of 
the prospective subcontractor’s program and is used by the Quality Management 


The Quality Management Operational Committee reviews and approves our subcontracted 
relationships. At a minimum, we perform an assessment of each subcontracted provider 
entity annually and report the results to the Quality Management Operational Committee. 


Our Nevada-based Operations department will conduct hands-on monitoring by assigned 
staff in the Operations Staff daily including a review of dashboard reports, telephone, and 
email conversation with subcontractor liaisons. This department acts as the subcontractor’s 
liaison. Oversight is conducted by an internal and locally-based team from our Compliance, 
Medical Management, Quality, Health Services, and Provider Services Departments. 


Specifically, these departments work together to: 


• Conduct readiness reviews to verify the subcontractor’s ability to perform  
subcontracted functions 


• Monitor subcontractor adherence to performance standards through recurring 
administrative reports 


• Review and audit subcontractor reports for compliance with contractual requirements 
• Review recipient and provider feedback on subcontractor performance 
• Recommend remedial actions, such as training or more frequent monitoring, to address 


subcontractor performance issues 
• Track corrective action plans to satisfactory completion 


The result of this inter-departmental effort is that our monitoring process is a fluid, iterative, 
and collaborative process. Our Compliance Department touches base with Operations daily to 
discuss concerns, issues, and needs regarding subcontractors. Our Operations Department, 
together with our Compliance, Health Services, Medical Management, and Quality 
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Departments, participates in quarterly meetings with subcontractors to educate them about 
topics or emphasize issues, including: 


• Relevant State and Federal legislation and regulations 
• Contractual obligations to the DHCFP 
• Performance expectations or concerns 
• Reporting requirements 


The frequency of these meetings are increased to twice a week or monthly as needed to 
address pressing issues, new legislation, or regulatory changes. 


We also conduct quarterly oversight meetings with each subcontractor where we review 
outcomes, effectiveness, performance, and contract compliance. The oversight committee 
analyzes and disperses monthly, quarterly and annual reports to key departments. Any 
operational items are discussed and evaluated during oversight meetings, with actions 
agreed upon and reviewed by the committee. Each Oversight Committee is made up of 
representatives from various departments: Operations, Compliance, Quality Improvement, 
Health Services, Finance, Network Operations, Provider Relations, Customer Service 
Operations, and Grievances and Appeals. 


Tailoring our monitoring methods for each Health Care Service subcontractor 


We determine the type and level of monitoring on a case-by-case basis depending on the 
health care service subcontractor, the services being provided under a subcontract and the 
subcontractor’s performance history with us. As part of our monitoring process, we require 
the subcontractor to submit reports in a manner and frequency that meets our contractual 
obligations with the DHCFP. These reports include information about performance against  
the metrics, standards, and service-level agreements defined in the subcontract. This 
information is cross-referenced with recipient feedback and peer-to-peer reviews to  
establish accuracy in reporting. 


We proactively address a Health Care Service subcontractor’s failure to meet standards. 


We require all subcontractors to follow all pertinent Federal and Nevada laws and 
regulations. If a subcontractor fails to meet any applicable standard, we may pursue various 
sanctions, remedial actions, or other remedies because of such failure, per the terms of the 
applicable subcontract. Our remedies include: 


• Requiring the subcontractor to cure any breach and provide a corrective action plan 
demonstrating appropriate controls are in place to prevent future breaches 


• Pursuing indemnification from any subcontractor for any financial penalty, fine, or 
interest assessed against us as a result of the subcontractor’s failure to meet required 
standards, or offsetting the amount of any such penalty, fine, or interest against 
payments owed by us to the subcontractor 


• Assessing performance credits against subcontractors if they fail to meet designated 
standards for claims processing and encounters 
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We use any or all of these remedies to address a subcontractor’s non-compliance. If not 
resolved, or if the subcontractor repeatedly fails to meet service levels or align performance 
with applicable standards, we may terminate the subcontract for material breach of contract. 


3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, 
including, but not limited to, utilization review, quality assurance, recipient 
services, and claims processing, shall be prior approved by DHCFP. Prior to the 
award of any subcontract or execution of an agreement with a delegated entity, 
the vendor must provide written information to the DHCFP disclosing the 
vendor’s ownership interest of five percent (5%) or more in the subcontractor 
or delegated entity, if applicable. All subcontracts shall be submitted to DHCFP 
for approval prior to their effective date. Failure to obtain advance written 
approval of a subcontract from DHCFP will result in the application of a penalty 
of $25,000 for each incident; 


We understand and will comply with the requirements of RFP Section 3.15.4.3.  


All subcontracts for administrative services provided under this RFP, including, but not limited 
to, utilization review, quality assurance, recipient services, and claims processing, are prior 
approved by DHCFP. Before the award of any subcontract or execution of an agreement with 
a delegated entity, we will provide written information to the DHCFP disclosing ownership 
interest of five percent or more in the subcontractor or delegated entity, if applicable. All 
subcontracts will be submitted to DHCFP for approval before their effective date. We 
understand that failure to obtain advance written approval of a subcontract from DHCFP will 
result in the application of a penalty of $25,000 for each incident. 


3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for 
review and approval the names of any material subcontractors the vendor has 
hired to perform any of the requirements of the Contract and the names of 
their principals; 


We understand and will comply with the requirements of RFP Section 3.15.4.4.  


By the service start date and whenever a change occurs, we will submit to DHCFP for review 
and approval the names of any material subcontractors we have hired to perform any of the 
requirements of the Contract and the names of their principals. 


3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing. 
Provide copies of all agreements and subcontracts to DHCFP within five (5) days 
of receiving such request. All such agreements and subcontracts shall contain 
relevant provisions of the contract appropriate to the subcontracted service or 
activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record 
retention. The vendor has the responsibility to assure that subcontractors are 
adequately insured to current insurance industry standards; 
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We understand and will comply with the requirements of RFP Section 3.15.4.5.  


We will maintain all agreements and subcontracts relating to the contract in writing and 
provide copies of all agreements and subcontracts to the DHCFP within five days of receiving 
such request. All such agreements and subcontracts will contain relevant provisions of the 
contract appropriate to the subcontracted service or activity, specifically including but not 
limited to the provisions related to confidentiality, HIPAA requirements, insurance 
requirements and record retention. We have the responsibility to assure that subcontractors 
are adequately insured to current insurance industry standards. 


3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract 
regardless of any subcontracts for the performance of any Contract 
responsibility. No subcontract will operate to relieve the vendor of its legal 
responsibility under the Contract; 


We understand and will comply with the requirements of RFP Section 3.15.4.6.  


We remain fully responsible for meeting all of the requirements of the Contract regardless of 
any subcontracts for the performance of any Contract responsibility. No subcontract will 
operate to relieve us of its legal responsibility under the Contract.  


3.15.4.7 Must have a written agreement with the subcontractor that specifies the 
activities and report responsibilities delegated to the subcontractor and 
provides for revoking delegation or imposing sanctions if the subcontractor’s 
performance is inadequate or substandard; 


We understand and will comply with the requirements of RFP Section 3.15.4.7.  


We will have a written agreement with the subcontractor that specifies the activities and 
report responsibilities delegated to the subcontractor and provides for revoking delegation or 
imposing sanctions if the subcontractor’s performance is inadequate or substandard. 


3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and 
subject the subcontractor to formal review according to periodic schedules 
established by the State, consistent with industry standards and/or State laws 
and regulations. If the vendor identifies deficiencies or areas for 
improvement, the vendor and the subcontractor must take corrective action; 


We understand and will comply with the requirements of RFP Section 3.15.4.8.  


We monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If deficiencies or areas 
for improvement are identified, we will take corrective action.  


596 NV Managed Care Organization RFP No.: 3260







 3.15 OPERATIONAL REQUIREMENTS


 


 


3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material 
subcontractor of the vendor’s intention to terminate any such subcontract; 
and 


We understand and will comply with the requirements of RFP Section 3.15.4.9.  


We will notify the DHCFP, in writing, immediately upon notifying any material subcontractor 
of our intention to terminate any such subcontract. 


3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must 
provide full and complete information about the ownership of any 
subcontractor with whom the vendor has had business transactions totaling 
more than twenty-five thousand dollars ($25,000.00) during the twelve-month 
(12-month) period ending on the date of request as required by 42 CFR 
455.105. Failure to timely comply with the request will result in withholding of 
payment by the State to the vendor. Payment for services will cease on the 
day following the date the information is due and begin again on the day after 
the date on which the information is received. 


We understand and will comply with the requirements of RFP Section 3.15.4.10.  


We will provide full and complete information about the ownership of any subcontractor with 
whom we have had business transactions totaling more than $25,000.00 during the 12-month 
period ending on the date of the request as required by 42 CFR 455.105. We will notify the 
DHCFP within 35 calendar days of the date of the request. We understand that failure to 
timely comply with the request will result in the withholding of payment by the State to us. 
Payment for services will cease on the day following the date the information is due and 
begins again on the day after the date on which the information is received. 


3.15.4.11 DHCFP retains the right to review contracts between the vendor and 
providers. DHCFP agrees to protect the terms of vendor-Provider contracts, if 
the vendor clearly label individual documents as a "trade secret" or 
"confidential" as per Section 25 of Attachment D, Contract Form. 


We understand and will comply with the requirements of RFP Section 3.15.4.11.  


We understand that the DHCFP retains the right to review contracts between providers and 
us. DHCFP agrees to protect the terms of our Provider contracts if we clearly label individual 
documents as a "trade secret" or "confidential."  
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3.15.4.12 In the event any network provider or subcontractor is determined not to meet 
federal requirements and results in a federal disallowance of federal funds, 
the vendor will be financially responsible to refund the amount of the federal 
disallowance and the corresponding state share to DHCFP. If such 
disallowance is treated as a default or breach, or otherwise subject the vendor 
to sanctions under Section 13 of Attachment D ~ Contract Form, any such 
liquidated damages are not exclusive and are in addition to any other 
remedies available under this contract. All existing subcontracts, requiring 
amendments to meet the requirements of this contract, shall be amended. All 
future subcontracts must meet the requirements of this contract and any 
amendments thereto. 


We understand and will comply with the requirements of RFP Section 3.15.4.12.  


We understand that if any network provider or subcontractor is determined not to meet 
Federal requirements and results in a Federal disallowance of Federal funds, we will be 
financially responsible for refunding the amount of the Federal disallowance and the 
corresponding State share to DHCFP. If such disallowance is treated as a default or breach, or 
otherwise subject to sanctions under Section 13 of Attachment D Contract Form, any such 
liquidated damages are not exclusive and are in addition to any other remedies available 
under this contract. All existing subcontracts, requiring amendments to meet the 
requirements of this contract, will be amended. All future subcontracts will meet the 
requirements of this contract and any amendments to it. 


3.15.5 Policies and Procedures 


3.15.5.1 Written policies and procedures must be developed by the vendor to provide a 
clear understanding of the program and its operations to vendor staff, DHCFP, 
other DHCFP vendors and the providers (network and non-network). 


We understand and will comply with the requirements of RFP Section 3.15.5.1.  


Comprehensive policies and procedures for every functional area within the health plan are 
established to make sure our organization, all staff, the State, and providers possess a clear 
understanding of the program and its operations. These written policies and procedures direct 
daily operations per sound business practices, applicable statutes, rules and regulations, and 
contract requirements. The Policy Committee provides a forum for the consistent 
development, implementation, approval, and communication of all our policies and 
procedures. Policy Committee participants maintain written guidelines for developing, 
reviewing, and approving all policies and procedures. They review all policies and procedures 
at least annually to verify the health plan’s written policies reflect current practices. The 
Administrator dates and signs reviewed policies. The Medical Director approves and signs all 
Medical Management and Quality Management related policies. 
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3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP 
managed care contract, amendments, attachments, and MSMs, for each of the 
vendor functions. The vendor’s policies and procedures must be kept in a clear 
and up-to-date manual. The Policy and Procedure Manual will be used as a 
training tool, and subsequently as a reference when performing contract 
related activities. The Policy and Procedure Manual must be reviewed at least 
annually for accuracy and updated as needed. 


We understand and will comply with the requirements of RFP Section 3.15.5.2.  


Each department maintains its policies and procedures. Our policy and procedure manual is 
reviewed and updated annually or as necessary, and all policies are reviewed and approved 
by our Policy Committee. All of our policies and procedures are established per Federal and 
State regulations. 


All materials are available electronically to staff members. Policies and procedures are an 
integral component of our training program. Staff members are required to read and attest  
to a full understanding of all policies that apply to their role. After training, staff members 
refer to policies and procedures to confirm compliance while conducting their day-to-day  
job responsibilities. 


3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic 
copy of the Vendor Policy and Procedure Manual, including any exhibits, 
attachments or other documentation included as part of the Vendor Policy 
and Procedure Manual. DHCFP reserves the right to review and reject any 
policies or procedures believed to be in violation of federal or state law. 


We understand and will comply with the requirements of RFP Section 3.15.5.3.  


We will provide the DHCFP with at least three hard copies and an electronic copy of our  
Policy and Procedure Manual, including any exhibits, attachments or other documentation 
included as part of our Policy and Procedure Manual. We understand the DHCFP reserves the 
right to review and reject any policies or procedures believed to be in violation of Federal or 
State law.  
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3.15.6 Implementation 


3.15.6.1 Vendor Plan 
The vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month 
after notification that DHCFP has selected it for Contract negotiations, a 
detailed work plan and timeline for performing the obligations set forth in 
the Contract for the first contract year. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.A.  


We will develop and submit a comprehensive plan within one month after notification of 
selection by the DHCFP. Our plan will be developed using the international standards as 
established and approved by the Project Management Institute. 


B. Provide DHCFP with updates to the initial work plan and timeline, 
identifying adjustments that have been made to either, and describing  
the vendor’s current state of readiness to perform all Contract obligations. 
Until the service start date, the vendor shall provide biweekly written 
updates to the work plan and timeline, and thereafter as often as DHCFP 
determines necessary. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.B.  


We will provide the DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the current State of readiness to 
perform all Contract obligations. We will provide biweekly written updates to the work plan 
and timeline, until the service start date, or thereafter if the DHCFP determines necessary.  


C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than 
ten (10) business days prior to the service start date, all deliverables to 
allow for timely DHCFP identified modifications. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.C. 


We have a standardized process to review all deliverables, obtain compliance approval and 
submit the contractual compliant documents to the DHCFP before ten days of the start date, 
to verify timely modifications if required. 


D. Beginning no later than sixty (60) calendar days prior to the service start 
date, the vendor shall implement procedures necessary to obtain executed 
subcontracts and Medicaid provider agreements with a sufficient number of 
providers to ensure satisfactory coverage of initial enrollments. The DHCFP 
reserves the right to require an access report at any time after the service 
start date when barriers to access or network inadequacies are identified or 
are questionable. 
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We understand and will comply with the requirements of RFP Section 3.15.6.1.D. 


We are experienced in closely monitoring the execution of subcontracts and Medicaid 
Provider Agreements. Network contracting has begun in the State of Nevada, and we will 
work diligently to obtain a Network that is adequate and submit the executed contracts  
60 calendar days before the service start date. We are, and we will continually monitor our 
progress with achieving access to standards. As we assess our progress, if revisions to our 
plan are necessary, we will initiative process changes expeditiously. Our Medical Director  
will participate in our GeoAccess® reviews and support our recruitment of key provider  
types. We understand that the DHCFP reserves the right to require an access report at any 
time after the service start date when barriers to access or network inadequacies are 
identified or are questionable. 


E.  Ensure that all workplace requirements the DHCFP deems necessary, 
including but not limited to office space, post office boxes, telephones and 
equipment, are in place and operative as of the service start date. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.E. 


The implementation team has staff dedicated to finding and leasing office space, setting up 
post office boxes and telephones and ordering office equipment needed to begin health plan 
operations. These staff have already initiated the search for office space for staff that will 
support the management of the Nevada Medicaid population. The dedicated real-
estate/telecom staff  have a detailed work plan with deliverable dates that will be 
incorporated into the overall implementation work plan for review by the DHCFP for 
completion of requirements.  


F. Ensure that there is no interruption of covered services to enrolled 
recipients and work cooperatively with the DHCFP to meet these 
requirements. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.F. 


Our first objective is to maintain the continuity and coordination of the recipients’ benefits 
and services. Our staff follows written policies and procedures that enable them to support 
newly enrolled recipients transitioning into our plan from fee-for-service or another health 
plan. These policies also support staff to assist consistently recipients transitioning out of our 
plan to another health plan or fee-for-service. Our staff coordinates the bi-directional flow of 
information to facilitate a seamless transition.  


The transition from one health plan to another is a critical time for many recipients; they 
frequently require assistance accessing the health care system when there is a change. Our 
Recipient Transition policy provides for the transfer of relevant information, including medical 
records and other pertinent materials, to another health plan to provide a smooth transition.  
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The Recipient Transition policy provides guidance around the following  
“Transfer-in” procedures: 


• Identifying recipients who are transferring into our health plan 
• Obtaining existing Plans of Care to support continuity of care 
• Assisting in coordinating care for recipients transitioning into our plan who are receiving 


ongoing services or treatment of active and/or chronic high-risk conditions (e.g., 
chemotherapy, home dialysis, maternity care, behavioral health services)  


• Obtaining prior authorization files from the relinquishing health plan, as applicable 
• When necessary, requesting recipients’ medical records and clinical information from 


practitioners in relinquishing health plans 
• Assigning a primary care practitioner, if applicable, for newly enrolled recipients who have 


not already selected one 
• Forwarding information about enrolling high-risk recipients, as applicable, to their  


newly assigned primary care practitioners, ancillary providers, and/or applicable 
departments and units 


• Maintaining processes in applicable departments and units to monitor new recipients’ 
appointments for availability, accessibility, and timeliness 


• Mailing information about the health plan to each household with a new recipient within 
the required period after enrollment, including the following information: 


− Welcome letter encouraging the recipient to call Recipient Services to select a primary 
practitioner and information about using the nurse advice line 


− Member Handbook 
− List of network practitioners and providers 


• Maintaining confidentially of each recipient’s medical records and personal health 
information during the enrollment transition 


The included “Transfer Out” procedures are as follows: 


• Identifying recipients who are transferring out of our health plan 
• Sending out the care plan to support continuity of care 
• Generating reports to identify recipients transitioning out of our plan who require 


coordination of services during the transition  
• Informing practitioners/providers of recipients on their rosters who are transitioning out 


of our plan and the practitioner/providers’ obligations in maintaining continuity of care 
(e.g., continuing medication, follow-up surgery appointments, maternity care, requesting 
and transmitting records, obtaining prior authorization as necessary from the receiving 
health plan) 
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• Notifying receiving health plans about transitioning recipients’ health care needs  
• Facilitating the transfer of pertinent medical records and the timely notification of 


recipients, subcontractors or other providers, as appropriate during transition 
• Maintaining confidentially of each recipient’s medical records and personal health 


information during the enrollment transition 


G. Ensure that a toll-free telephone number is in operation at the vendor’s 
office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment 
period for recipient access and remains in operation for the duration of the 
contract, unless otherwise directed or agreed to by the DHCFP. A single 
telephone number may be utilized as long as there is a menu option to 
channel different caller categories, e.g. recipients, providers, etc. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.G. 


We will use a systematic phone tree to support telephonic recipient services for the recipients 
of our Nevada MCO. We are experienced in managing recruitment, hiring and training of 
recipient services staff so that phone numbers can be active as of 8:00 am on the first day of 
open enrollment and that we answer calls within the timeliness requirements of the contract. 
Our phone lines will be open 24 hours a day seven days a week. After business hours, our 
central call center located in an adjacent State will manage our Nevada calls. These after-
hours Recipient Services staff will be trained on the Nevada requirements and will use the 
same business application systems as used by our Nevada staff, facilitating coordination and 
communication at shift changes. 


H. Establish and implement enrollment procedures and maintain applicable 
enrolled recipient data. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.H. 


All 834 enrollment files are loaded within 24 hours of receipt. Daily 834 change files are 
reconciled with our system within 24 hours, and monthly 834 full files are reconciled with our 
system within five business days. We will comply with the State’s request for procedures to 
maintain all applicable recipient data, understanding the State determines all eligibility and is 
the source of truth for recipient data. 


I. Establish its Provider Network and maintain existing Provider Agreements 
with such Providers. 


We understand and will comply with the requirements of RFP Section 3.15.6.1.I.  


We will establish a Provider Network and maintain existing Provider Agreements with  
such Providers. Refer to Section 3.7 for specifics around our provider networks and  
provider agreements.  
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3.15.6.2 Pre-Implementation Readiness Review 
DHCFP may conduct Operational and Financial Readiness Reviews on all 
awarded vendors and will, subject to the availability of the DHCFP resources, 
provide technical assistance as appropriate. The purpose of the readiness 
reviews is to assess the vendor’s readiness and ability to provide services to 
enrolled recipients. The areas that may be reviewed include, but are not limited 
to: financial operations; administration and organization; recipient services; 
provider network; quality improvement; and, management information 
systems, including claims processing and reporting systems. The vendor shall 
provide necessary documentation specified by the DHCFP and cooperate with 
the DHCFP or its designees in conducting the review. The DHCFP shall 
determine when the vendor may begin marketing and providing program 
services. Provision of services as set forth in the contract is also subject to 
review and prior approval of CMS. 


We understand and will comply with the requirements of RFP Section 3.15.6.2. 


We understand that the DHCFP may conduct Operational and Financial Readiness Reviews. 
We understand the purpose of the readiness review is to assess our readiness and ability to 
provide services to enrolled recipients. The areas that may be reviewed include, but are not 
limited to financial operations; administration and organization; recipient services; provider 
network; quality improvement; and, management information systems, including claims 
processing and reporting systems.  


We will provide necessary documentation as specified by the DHCFP and cooperate with  
the DHCFP or its designees in conducting the review. We understand that the DHCFP will 
determine when we can begin marketing and providing program services. We understand 
that provision of services as in the contract is also subject to review and prior approval  
of CMS. 


Our implementation approach is informed and shaped by many years of Medicaid 
implementation experience nationwide. Our focused and proven implementation process 
enables us to continue to serve the needs of our participants while we work to achieve full 
compliance and a seamless transition to new regulatory and contractual requirements. Our 
health plan expertise is supported by the unparalleled backing of our extensive clinical, 
operational and technology implementation experts. This team of dedicated experts follows  
a proven implementation process based on numerous, successful implementations and 
program expansions.  


Project Management Methodology: Our project management methodology for the DHCFP 
implementation is founded on the framework of the Project Management Institute’s (PMI) 
methodology. We have adapted and refined this methodology based upon over 30 years of 
experience in program implementations and to account for the complexities of managed 
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health care programs. We will also tailor our approach to the specific requirements of the 
DHCFP and the State of Nevada to be prepared for readiness for health plan operations. 


3.15.7 Presentation of Findings 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal 
public presentations of statistical or analytical material that includes information about 
enrolled recipients. This material must protect specific individual recipient privacy and 
confidentiality to the extent required by both federal and state law and regulation. 


We understand and will comply with the requirements of RFP Section 3.15.7.  


We will obtain the DHCFP’s approval before publishing or making formal public presentations 
of statistical or analytical material that includes information about enrolled recipients. This 
material will protect specific individual recipient privacy and confidentiality to the extent 
required by both Federal and State law and regulation.  


We recognize and respect the recipient’s right to privacy. We employ comprehensive policies 
and procedures to safeguard using protected health information and treat all recipient 
information with the strictest confidentiality. We comply with all HIPAA, State, and Federal 
requirements. We will not include any information in materials we publish or present publicly 
that would violate requirements or compromise recipients’ privacy.  


3.15.8 Vendor Marketing Materials 


3.15.8.1 The vendor may develop marketing materials for distribution during any open 
enrollment period. The vendor must request and obtain permission from the 
DHCFP to distribute materials during an open enrollment period as well as in 
other locations or to implement an advertising campaign. Marketing materials 
must be submitted to the DHCFP for review and approval a minimum of sixty 
(60) days prior to the scheduled Medical Care Advisory Committee (MCAC) 
meeting for approval. The MCAC Schedule is subject to change. Please refer to 
the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding the 
requirement that the MCAC must review all vendor marketing materials, the 
DHCFP has the sole authority to approve or disapprove materials (including 
updates to existing materials), distribution and advertising campaigns. The 
vendor, or any provider, organization, or agency that contracts with the vendor, 
is not permitted to market directly to potential recipients. vendors are also 
prohibited from providing materials that contain false or misleading 
information, and from initiating cold calls to potential recipients. 


We understand and will comply with the requirements of RFP Section 3.15.8.1.  


We will develop marketing materials for distribution during any open enrollment period. We 
will request and obtain permission from the DHCFP to distribute materials during an open 
enrollment period as well as in other locations or to implement an advertising campaign. 
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Marketing materials will be submitted to the DHCFP for review and approval a minimum of 
60 days before the scheduled Medical Care Advisory Committee (MCAC) meeting for approval.  


We understand that the MCAC Schedule is subject to change and will refer to the DHCFP 
website, http://dhcfp.nv.gov for revisions. We understand that notwithstanding the 
requirement that the MCAC must review all our marketing materials, the DHCFP has the sole 
authority to approve or disapprove materials (including updates to existing materials), 
distribution and advertising campaigns.  


We will not market directly to potential recipients nor will we allow our providers, 
organization, or agency that contracts with us to market directly to potential recipients. We 
will not provide materials that contain false or misleading information or initiate cold calls to 
potential recipients. 


3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to 
the managed care program without the prior written approval of the DHCFP. 
This includes any updates to previously approved materials. Although federal 
regulations require the MCAC to review vendor marketing materials pursuant 
to Section 4707 (a) of the Balance budget Act of 1997, the DHCFP has sole 
authority to approve the vendor’s marketing materials. If DHCFP approval is 
granted, the vendor must distribute the materials to its entire service area to 
ensure that, before enrolling, the potential recipient receives the accurate oral 
and written information that he/she needs to make an informed decision 
regarding whether to enroll with the vendor. The vendor may not seek use  
of approved marketing materials to influence enrollment in conjunction  
with the sale or offering of any private insurance. The vendor may not,  
directly or indirectly, engage in door-to-door, telephone, or other cold-call 
marketing activities. 


We understand and will comply with the requirements of RFP Section 3.15.8.2.  


We will not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of the DHCFP including any updates to previously 
approved materials. We understand that although Federal regulations require the MCAC to 
review our marketing materials, under Section 4707 (a) of the Balanced Budget Act of 1997, 
the DHCFP has sole authority to approve our marketing materials.  


If DHCFP approval is granted, we will distribute the materials to our entire service area to 
make sure, before enrolling, the potential recipient receives the accurate oral and written 
information that he/she needs to make an informed decision regarding whether to enroll in 
our health plan. We will not use approved marketing materials to influence enrollment with 
the sale or offering of any private insurance. We will not directly or indirectly, engage in door-
to-door, telephone, or other cold-call marketing activities. 
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Ensuring our Recipients Can Understand Our Marketing Materials 
We use several means to remove barriers to communicating with recipients with hearing and 
visual impairments. TTY/TTD Relay Services are available always at no cost to the recipient. 
We commonly use TTY/TTD services to assist recipients who are hearing impaired. Sign 
language interpreters are available upon request with notice. We also provide large-print, 
Braille, and audio versions of printed materials upon request. For the visually impaired, 
Recipient Services staff is also available to read and explain our materials to a recipient. Our 
recipient web portal offers recipients easy access to large-print Member Handbooks in English 
and Spanish.  


We translate our written English materials into Spanish and all other identified, commonly 
used non-English languages, free of charge, according to Contract requirements. If we have 
more than 200 recipients, or five percent of our program membership, who speak a single 
language other than English as a primary language, we will offer general services and 
materials in that language, free of charge to the recipient. We also tell recipients that these 
translated documents are available in a specific language and how they can obtain them. 


We write materials at or below an eighth-grade reading level, according to the  
Flesch-Kincaid Reading Ease scale. Materials that we use in multiple markets also  
meet the eighth-grade level.  


Our written materials undergo an established and thorough internal compliance and legal 
review before we submit them to the MCAC for review and approval.  


We also use our Member Advisory Committee (MAC) participants to review recipient 
material. Our MAC participants represent diverse backgrounds and program perspectives, 
including those of recipients, families, caregivers, providers, community organizations, 
recipient advocates, and rotating staff. Committee members will include participants from 
across the State who represents a variety of recipient needs and preferences.  


Following are two recent examples of MAC ideas that we implemented: 


• Many older kids, who are our recipients, received backpacks at the back-to-school fairs 
but do not like carrying them with our logo on them. The suggestion was made to omit 
the logo on the backpack and use a removable luggage tag branded with our logo, which 
we did. 


• One recipient suggested a plastic reference card for carrying in a wallet, similar in size to a 
credit/debit card; the card contains helpful phone numbers and contact information. The 
cards have been created and distributed with very good response. 


Anytime we implement a recipient suggestion, we announce it at the MAC meetings so 
recipients can see tangible evidence of their input. 
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3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP 
that marketing, including plans and materials, is accurate and does not mislead, 
confuse, or defraud recipients or potential recipients or the DHCFP. Statements 
that will be considered inaccurate, false, or misleading include but are not 
limited to any assertion or statement that: 


A. The recipient must enroll with the vendor in order to obtain benefits or in 
order not to lose benefits; or 


B. The vendor is endorsed by CMS, the federal or state government, or  
similar entity. 


We understand and will comply with the requirements of RFP Section 3.15.8.3.A-B.  


Our marketing, including plans and materials, is accurate and does not mislead, confuse, or 
defraud recipients or potential recipients or the DHCFP. Our marketing materials will not 
contain any assertion or statement that the recipient must enroll in our health plan to obtain 
benefits or in order not to lose benefits; or that we are endorsed by CMS, the Federal or State 
government, or similar entity. 


We have a rigorous marketing material internal review process established to make certain 
our marketing materials do not contain misleading or false information, are clinically sound 
and are written, so they are easy to read and understand, and translated appropriately. 


• The originator of the communication must secure designated staff review and provide 
feedback to verify the messages are appropriate for the target audience, meet the 
communication objective and comply with regulatory and compliance requirements. 


• Health plan staff designated by the Administrator must review recipient communications. 
Reviewing staff may include the Recipient Services Manager, Provider Services Manager, 
Medical Management staff, Marketing or Outreach staff.  


• After the designated staff review and provide feedback on the communication, the 
Administrator (or designee) must approve the communication and verify the document 
has received legal and compliance review. 


• If a written communication to a recipient includes medical information (other than 
reminders of covered benefits), the communication must contain an approved disclaimer 
and be approved by the Medical Director. 


• Collateral materials for communication with recipients also must be reviewed and 
approved by the Medicaid Director of Marketing (or designee), who is responsible for the 
design of the communication and for confirming that the document has received medical 
review if necessary.  


• Medicaid Marketing is also responsible for verifying the material is correctly translated 
and converted into alternative formats as required by the regulator, and assigning a 
marketing compliance number to be printed on the document for tracking purposes. 
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• Once all internal health plan approvals are obtained, the marketing materials will be 
submitted to the DHCFP for review and approval a minimum of 60 days before the 
scheduled MCAC meeting for approval. 


• Once final materials are produced, they are distributed to Recipient Services and other 
appropriate departments for reference. The Medicaid Marketing department maintains 
the final documents to verify version control and accuracy for reprints, among others.  
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3. SCOPE OF WORK 
3.16 Program Integrity  
3.16.1 General Requirements and Authorities 


3.16.1.1 The vendor shall have internal controls for Program Integrity including a 
Program Integrity Unit (PIU) designed to identify, review, recover and report 
improper payments, including fraud, waste and abuse (FWA) activities, on an 
ongoing basis. 


We understand and will comply with the requirements of RFP Section 3.16.1.1. 


We have a program integrity unit that develops these policies across all of our health plans 
and will implement those controls in the Nevada Medicaid and Check Up plan with the 
required number of staff and reporting required by the RFP. See section 3.16.8 for details 
regarding the Program Integrity Unit (PIU) and ways we identify, review, recover and report 
improper payments, including fraud, waste, and abuse (FWA) activities, on an ongoing basis. 


3.16.1.2 The vendor must be familiar with and compliant with all federal and state 
regulations related to Program Integrity, as well as all Nevada Medicaid policies. 
The Vendor must also require compliance from subcontractors and providers 
for the same. Medicaid payments to managed care health plans are 
government funds, funded by federal and state money. These payments made 
by State Medicaid to managed care entities, including but not limited to, 
managed care plans, pre-paid plans, subcontractors to managed care plans, and 
any sub-subcontractors, and providers of medical services, supplies or drugs, 
for the benefit of Medicaid recipients may be recovered if obtained by fraud. 
Any act of health care fraud involving such government funds will be subject to 
prosecution by the State Attorney General's Office under the State False Claims 
Act ("FCA''), as well as any other applicable laws. Relevant citations for Program 
Integrity compliance include, but are not limited to, the citations below. 


A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


B. 42 C.F.R.§ 438, Subpart H; 


C. 42 C.F.R. § 455 Subpart A, B and E; 


D. 42 C.F.R. § 1000 through 1008; 


E. 42 C.F.R. § 456.3, 456.4. 456.23; 


F. 42 C.F.R. § 457.950(a)(2); 


G. Section 6032 of the Federal Deficit Reduction Act of 2005; 


NV Managed Care Organization RFP No.: 3260 611







3.16 PROGRAM INTEGRITY 


 


 
 


H. Nevada Revised Statutes, Chapter 422; 


I. Nevada DHCFP Medicaid Services Manual; and 


J. Nevada DHCFP Medicaid Billing Guides. 


We understand and will comply with the requirements of RFP Section 3.16.1.2.A-J.  


We are compliant with all Federal and State regulations related to Program Integrity, as well 
as all Nevada Medicaid policies. We also require compliance from subcontractors and 
providers. Medicaid payments to managed care health plans are government funds, funded 
by Federal and State money. These payments made by State Medicaid to managed care 
entities, including but not limited to, managed care plans, pre-paid plans, subcontractors to 
managed care plans, and any sub-subcontractors, and providers of medical services, supplies 
or drugs, for the benefit of Medicaid recipients may be recovered if obtained by fraud. Any act 
of health care fraud involving such government funds will be subject to prosecution by the 
State Attorney General's Office under the State False Claims Act, as well as any other 
applicable State or Federal laws. Additional information regarding procedures to guard 
against fraud and abuse is outlined in our Scope of Work RFP Section 3.16.8.1. 


3.16.2 Provider Credentialing 


3.16.2.1 The vendor is required to provide: 


A. The vendor must have written credentialing and recredentialing policies and 
procedures for determining and assuring that all providers under contract to 
the vendor, including PCP and Primary Care Specialists, specialists and other 
health care professionals are licensed by the State of Nevada and qualified 
to perform the services. The vendor may not employ or contract with 
providers excluded from participation in the federal health care programs 
under Section 1128 of the Social Security Act. 


We understand and will comply with the requirements of RFP Section 3.16.2.1.A. 


Our written policies and procedures for credentialing and recredentialing are essential to 
make sure our recipients receive quality care and are an integral component of the quality 
management program. Our written credentialing and recredentialing National Committee  
for Quality Assurance (NCQA) accredited policies and procedures include verifying that 
providers, including primary care providers (PCPs) and Primary Care Specialists, specialists 
and other health care professionals, are licensed by the State of Nevada and qualified to 
perform the services. Additionally, we do not employ or contract with providers excluded 
from participation in the Federal health care programs under Section 1128 of the Social 
Security Act. 


We will credential and contract with only those providers that pass the State level ACA 
screening (National Plan and Provider Enumeration System, Death Master File, State monthly 
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licensure screening, System for Award Management [formerly EPLS], List of Excluded 
Individuals and Entities [LEIE] through the MED file) as well as any site visits the State 
conducts for moderate and high-risk providers. We will work in collaboration with the State. 
If adverse information is discovered, a provider may be excluded. We will not contract with 
any provider, or provider affiliated with someone who has delinquent unpaid overpayments. 
Nor do we make payments to institutions or entities outside the United States. We require all 
subcontractors and delegated entities to apply the same due diligence for credentialing, re-
credentialing, and monthly monitoring. 


B. The vendor shall provide credentialing criteria for review and approval 
by DHCFP’s Provider Enrollment unit ninety (90) calendar days prior to 
the start of the contract and ensure that all network providers meet 
the criteria. Changes to the credentialing process will need to be 
provided in writing to the DHCFP’s Provider Enrollment unit thirty (30) 
calendar days prior to the change. If the change is unanticipated, the 
vendor will notify the DHCFP’s Provider Enrollment unit within five (5) 
calendar days of the change. 


We understand and will comply with the requirements of RFP Section 3.16.2.1.B.  


Our full credentialing process includes primary source verification of education, residency, and 
malpractice case history. We also review sanction reports during initial credentialing and 
every three years after that during recredentialing. We will provide credentialing criteria for 
review and approval by DHCFP’s Provider Enrollment unit 90 calendar days before the start of 
the contract and confirm that all network providers meet the criteria. Changes to the 
credentialing process will be provided in writing to the DHCFP’s Provider Enrollment unit  
30 calendar days before the change. If the change is unanticipated, we will notify the DHCFP’s 
Provider Enrollment unit within five calendar days of the change. We follow NCQA 
credentialing and recredentialing standards, and our credentialing program is NCQA-certified.  


Also, we monitor any new activity through monthly reports including:  


• National Practitioner Data Bank (includes any Medicare and Medicaid sanctions) 
• State and Federal sanctions, exclusions, terminations, and debarments on licensure 


including providers who are considered delegated for credentialing 
• Federal sanctions, exclusions, terminations, and debarments as published by the  


U.S. Department of Health and Human Services Office of Investigations database,  
the U.S. Office of Personnel Management (OPM) database, and the Excluded Parties  
List System 


• Information from the DHCFP regarding adverse findings for ACA screening  
and revalidation 
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Credentialing 
The primary objective of our streamlined credentialing process is to verify all providers meet 
our rigorous criteria for network participation. We credential all organizational, individual, 
and non-traditional community-based service providers using tailored procedures and 
standards. We confirm all providers are appropriately educated, trained, qualified, and 
competent, according to requirements that best fit the standards of the profession in which 
they practice.  


Credentials Requirements  
After receipt of a complete application, we complete the initial credentialing processes from 
primary source verifications, prepare a credentials file and present it to the credentialing 
committee. We verify at least the following information: 


• Graduation from a school accredited in the healthcare professional’s discipline and 
completion of residency or other post-graduate training as applicable. 


• Specialty board eligibility or certification is required as applicable. 
• Current valid State license(s) to practice which must be in effect at the time of the 


credentialing decision, including information about restriction or loss of license by any 
State licensure body. We check all State licenses associated with each provider, within the 
State of Nevada and outside the State of Nevada. 


Secondary Source Verification 
• Valid Drug Enforcement Administration or Controlled Dangerous Substance certificate, as 


applicable (valid copy or viewing of current certificate is adequate) 
• Work history for the previous five years (primary source verification not required; 


applicant is to provide explanation for gaps) 
• A five-year history of professional liability/malpractice claims that resulted in settlements 


or judgments paid by or on behalf of the healthcare professional 
• Clinical privileges in good standing at the hospital(s) designated as the healthcare 


professional’s admitting facilities 
• Current malpractice insurance as required by contract 
• Confirm eligibility for participation in Medicare-using information on excluded providers 


(from Office of the Inspector General [OIG], LEIE through the MED file) and Opt-Out 
Providers (from Medicare Part B carrier) 


• For physicians, any other information from the National Practitioner Data Bank 


Verification sources include the American Medical Association Physician Master File, the 
Federation Credentials Verification Service, the American Board of Medical Specialties, the 
National Technical Information Service databases, or other NCQA-approved data banks. 
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Application and Attestation 
The healthcare professional must complete the online CAQH application (signed and dated 
and information collected must be no more than six months old on the date which the 
professional is determined to be eligible for contract) and includes a current, signed 
attestation regarding the following: 


• Reason(s) for any inability to perform the essential functions of the position, with or 
without accommodation 


• Lack of present illegal drug use 
• History of loss of license and/or felony convictions 
• History of loss or limitation of privileges or disciplinary activity 
• Correctness and completeness of the application 
• Attestation that the application is correct and complete 


Verification of Malpractice, Sanction Activity, or Convictions 
We query applicable sources for the following information before the committee’s decision 
and include the information in the healthcare professional’s credentialing file: 


• Information about sanctions, exclusions, terminations, and debarments on licensure  
as applicable 


• Information about Medicare and Medicaid sanctions, exclusions, terminations, and 
debarments activity 


• Information about felony convictions as reported on applicable registries 


Sources may include the National Practitioners Data Bank (NPDB), Healthcare Integrity and 
Protection Data Bank (HIPDB), the Federation of State Medical Boards (FSMB), the OIG, LEIE 
through the MED file, State agencies, or other NCQA-approved data banks or reports. 


Initial Site Visit 
Network Management conducts an initial site visit of primary healthcare professionals who 
will serve as a PCP to recipients, obstetricians/gynecologists, high-volume specialists or 
behavioral health professionals to verify that the provider’s office and medical record keeping 
practices meet our standards. PCPs and OB/GYN physicians must comply with vaccine and 
drug storage regulations, emergency and resuscitation equipment policies, and the Americans 
with Disabilities Act standards. 


Our network consists of providers that have met our credentialing requirements, NCQA and 
State criteria for credentialing or re-credentialing, which includes review and approval of the 
physician’s board certification/licensing status and Medicare sanction status. Our 
subcontractors, affiliates, and providers will be required by contract to follow all RFP 
requirements, collect ownership information, and confirm the debarment status of all of their 
providers as part of their credentialing and re-credentialing process. 
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Recredentialing 
The recredentialing process confirms the continued quality of our network by identifying 
changes that may have occurred since the last credentialing cycle and determining whether a 
health care professional continues to meet our credentialing standards. Failure to renew a 
health care professional’s credentialing status within this timeframe may result in the 
healthcare professional’s termination from the network. At the request of the Medical 
Director, the Credentialing and Performance Committee or the administrators, 
recredentialing may be initiated as a result of the findings related to ongoing monitoring. 


We also consider the following internal information during the recredentialing process: 


• Physician profile information 
• Recipient grievances (complaints) 
• Utilization data 
• Performance improvement and monitoring (i.e., performance measure rates) 
• Results of medical record review audits for PCPs, OB/GYNs, and high volume specialists 
• Quality data/issues/activity 
• Recipient satisfaction information 


C. Credentials for network providers, subcontractors, or subcontractor’s 
providers shall be provided by the vendor and furnished to the DHCFP 
and/or MFCU upon request, at no cost. 


We understand and will comply with the requirements of RFP Section 3.16.2.1.C. 


We will provide credentialing information to the DHCFP and/or MFCU upon request and at no 
cost as required in the timelines identified.  


3.16.3 Provider Enrollment 


3.16.3.1 The vendor must comply with federal requirements including the Patient 
Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


We understand and will comply with the Federal requirements of RFP Section 3.16.3.1, 
including the Patient Protection and Affordable Care Act of 2010 for Medicaid enrollments. 
We are experienced at complying with all Federal requirements for Medicaid enrollments. 


3.16.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid 
provider that has been enrolled by the vendor must be referred to Nevada 
Medicaid’s fiscal agent for enrollment. Although the vendor may enroll a 
provider prior to the provider enrolling as a Medicaid provider, the provider is 
not permitted to provide services to the Medicaid MCO recipients until the 
provider is enrolled with Nevada Medicaid’s fiscal agent. The provider is not 
required to see FFS clients. 
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We understand and will comply with the requirements of RFP Section 3.16.3.2. 


We will refer all non-Medicaid providers to Nevada Medicaid’s fiscal agent for enrollment. 
Our providers are not permitted to provide services to the Medicaid managed care 
organization (MCO) recipients until the provider is enrolled with Nevada Medicaid’s  
fiscal agent. 


3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, 
are required to maintain a license in good standing in the state where services 
are provided. 


We understand and will comply with the requirements of RFP Section 3.16.3.3.  


We validate a provider’s license and good standing, both within the State of Nevada and 
outside the State of Nevada, during our credentialing process. We are checking active 
licensure on a monthly basis including any sanction, exclusions, terminations, and 
debarments. We describe our credentialing process in more detail in RFP Section 3.16.2. 


3.16.3.4 The vendor may need to enter into single case agreements with  
non-Medicaid providers as needed. These single case agreements  
must be reported to the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.16.3.4.  


We enter into single case agreements with both out-of-network Medicaid and non-Medicaid 
providers and will educate them to enroll with the Nevada Medicaid’s fiscal agent as needed 
to serve the needs of our recipients. We will report all single case agreements to the DHCFP. 
Single case agreements are essential for making sure those who need targeted care such as 
organ transplants are provided with the care they need with providers uniquely qualified to 
deliver it. 


3.16.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated 
or removed from the active Provider List, the vendor at a minimum must 
provide the DHCFP the basis, reasons or causes for such action and any and all 
documentation, data, or records obtained, reviewed, or relied on by the vendor 
including, but not limited to: provider/patient files; audit reports and findings; 
and medical necessity reviews. 


We understand and will comply with the requirements of RFP Section 3.16.3.5.  


If a provider is disenrolled, de-credentialed, terminated or removed from the active Provider 
List, we will provide the DHCFP the basis, reasons, or causes for such action and any and all 
documentation, data, or records obtained, reviewed, or relied on by us including, but not 
limited to: provider/patient files; audit reports and findings; and medical necessity reviews. 
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We will not employ or contract with providers excluded from participation in Federal health 
care programs or any other State plan.  


We will not contract with any provider, or provider affiliated with someone who has 
delinquent unpaid overpayments. We require all subcontractors and delegated entities to 
apply the same due diligence for credentialing, recredentialing, and monthly monitoring. 


The recipients that we serve are at the center of everything we do. At the time of a provider 
termination, we identify the number of recipients affected by the provider termination. Thirty 
days before the effective date of the provider’s termination, we run a report that considers 
the total number of recipients assigned to that provider and the number of recipients with a 
pending or approved prior authorization request for services from the provider. If the 
termination is involuntary or a result of the State’s suspending or terminating a provider, 
notification occurs within five business days of the decision. If voluntary, notification occurs at 
least 30 calendar days before the effective date. 


The recipient will receive a letter informing them of a pending specialist termination which 
includes a list of in-network specialists that have been identified to meet the recipient’s 
needs. If the provider is a PCP, the recipient will be auto-assigned to a new PCP and notified 
they have a right to change this assignment.  


3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the 
vendor will submit to the DHCFP a list of all providers who have been enrolled 
and a list of all providers who have disenrolled, deactivated, terminated, de-
credentialed or been removed from the active provider enrollment. If the 
provider has been terminated, de-credentialed or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP 
within five (5) business days of the decision to terminate.  


We understand and will comply with the requirements of RFP Section 3.16.3.6. 


We will submit to the DHCFP a list of all providers who have been enrolled and a list of all 
providers who have disenrolled, deactivated, terminated, de-credentialed or been removed 
from the active provider enrollment on a monthly basis, no later than the tenth calendar  
day of the month. If the provider has been terminated, de-credentialed or disenrolled, the 
cause and all required documentation of the termination will be supplied to the DHCFP within 
five business days of the decision to terminate. 


We will refer a provider who is not enrolled in Nevada’s Medicaid program to the State for 
enrollment and will not permit them to provide services to recipients until the provider is 
enrolled with the State and credentialed with us. 
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3.16.4 Provider Contracts 


3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written 
provider agreements with a sufficient number of appropriately credentialed, 
licensed or otherwise qualified providers to provide enrolled recipients with all 
medically necessary covered services. 


We understand and will comply with the requirements of RFP Section 3.16.4.1.  


We are an experienced Medicaid MCO; we have established policies and procedures for 
recruiting, contracting, and maintaining a network of qualified providers to deliver all 
medically necessary covered services. We will make certain our network of qualified 
providers, appropriately credentialed and licensed, is sufficient to meet the needs of the 
population and also to meet the State requirements. 


3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider 
contract prior to execution. In addition, prior to distributing or executing any 
substantive changes or amendments to the base contract, the Vendor shall 
submit drafts of standard language for any such contract to the DHCFP for 
review. Provider contracts must meet all state and federal requirements. The 
Vendor shall submit any of its provider contracts to the DHCFP within 5 
business days upon request. 


We understand and will comply with the requirements of RFP Section 3.16.4.2. 


We will provide for the DHCFP review, a copy of our base provider contract before execution. 
We will submit drafts of standard language before distributing or executing any substantive 
changes or amendments to the base contract to the DHCFP for review. Additionally, we will 
submit any of our provider contracts to the DHCFP within five business days upon request. We 
are experienced at executing provider contracts that meet all State and Federal requirements.  


3.16.4.3 The timing and other events associated with provider recruitment must occur in 
a manner that will ensure meeting the objectives noted within this RFP. The 
effort must include outreach to providers who are not currently participating in 
the DHCFP's medical assistance programs or have a signed agreement but do 
not actively accept eligible recipients. 


We understand and will comply with the requirements of RFP Section 3.16.4.3.  


We will make sure the timing and other events associated with provider recruitment occur in 
a manner that will meet the objectives within this RFP. The effort will include contacting 
providers who are not currently participating in the DHCFP's medical assistance programs or 
has a signed agreement but has not accepted eligible recipients. See section 3.7 for specific 
details around network recruitment activities that comply with this contract. 
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3.16.4.4 The vendor must also have written policies and procedures for monitoring its 
providers, and for disciplining providers who are found to be out of compliance 
with the vendor’s medical management standards. The vendor must submit 
these policies and procedures or upon request. 


We understand and will comply with the requirements of RFP Section 3.16.4.4.  


We currently have written policies and procedures for monitoring our providers, and for 
disciplining providers who are found to be out of compliance with our medical management 
standards and will submit these policies and procedures or upon request.  


Our established integrated processes and activities continuously monitor the performance of 
providers and the care and services they provide to recipients. Our oversight activities 
effectively gauge identified facets of a practitioner’s or provider’s performance, identify 
opportunities for improvement, and then take appropriate and required action to confirm: 


• Services are available and accessible to recipients in compliance with our requirements 
and standards 


• The quality of care provided promotes optimum health outcomes 
• The health care and services provided are cost-effective 


Also, our corrective action processes support continuous process improvement:  


• Providers who are identified as not meeting performance goals are notified by letter 
within 30 days of identification. Details of the specific issues of concern are noted, and a 
request is made for a written corrective action plan to be submitted to the health plan 
within 30 days. 


• Quality Management with the Medical Director and applicable supporting staff as 
necessary review responses to evaluate the appropriateness of the proposed plan.  


• If a provider fails to submit a response or the response fails to meet expectations, Quality 
Management coordinates with the Medical Director and Provider Services to identify the 
most appropriate resource to contact the provider to facilitate an appropriate corrective 
action plan. 


• Providers receive written confirmation of the acceptance of a corrective action plan  
and are notified of the timeframe for reassessment. Reassessment periods are based upon 
the specific issues of concern but occur within six months of the date of the corrective 
action plan. 


• Upon reassessment, providers who continue to fail to meet performance expectation are 
referred to our Credentialing and Performance Committee for peer review and further 
corrective action determination.  
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3.16.4.5 Provider contracts must not be structured to provide financial or other 
incentives to providers and subcontractors for denying, reducing or limiting 
medically necessary services. 


We understand and will comply with the requirements of RFP Section 3.16.4.5.  


Our provider contracts do not provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. 


3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


We understand and will comply with the requirement of RFP Section 3.16.4.6.  


Our provider contracts do not contain gag clauses. 


3.16.4.7 All provider contracts must be made available to the DHCFP and /or MFCU 
within five (5) business days upon request. 


We understand and will comply with the requirements of RFP Section 3.16.4.7.  


We will distribute all provider contracts to the DHCFP and/or MFCU within five business days 
upon request. 


3.16.5 Provider Directory 
The vendor must publish its provider directory and any subcontractors’ provider 
directory via an Internet website upon contract implementation and will update the 
website on a frequency no less than monthly for all geographic service areas. The 
vendor must provide the DHCFP with the most current provider directory upon contract 
award for each geographic service area. Upon request by the DHCFP, the vendor must 
confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. 


We understand and will comply with the requirements of RFP Section 3.16.5.  


We exceed DHCFP’s requirement; our online provider directories are updated nightly for all 
geographic service areas. These updates promote recipient access to the most current 
information. We advise recipients about our online directories in the recipient welcome 
packet. The directory includes the names, specialty, telephone numbers, address, whether 
accepting new patients or not, and languages spoken of all providers. For physicians, this 
listing shall also include board certification status. We also inform recipients that they can 
receive a mailed hard copy of the directory upon request.  


Upon contract award, we will provide the DHCFP with the most current provider directory  
for each geographic service area. Upon request by the DHCFP, we will confirm the network 
adequacy and accessibility of our provider network and any subcontractor’s provider 
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network. See Section 3.7.5 for specific details around how we monitor network adequacy  
and accessibility. 


3.16.6 Provider Communications 


3.16.6.1 General Communications 
All general communications to providers including mass letter mailings, fax-
blasts, brochures, batch e-mails and communications specifically mentioned in 
this contract must be submitted to the DHCFP for approval prior to release. If 
the DHCFP does not respond within ten (10) business days the vendor may 
consider the communication approved. This provision does not pertain to 
communications on specific topics to individual providers and recipients. 


Per Amendment 2, “RFP Section 3.16.6.1 to be deleted in its entirety.” no response  
is required. 


3.16.6.2 Provider Policy and Procedure Manual 


A. The vendor must prepare a Provider Policy and Procedure Manual for each 
distinct class of provider which must be approved by the DHCFP. The vendor 
shall document the approval of the provider manual by the vendor’s 
Medical Director, and shall maintain documentation verifying that the 
provider manual is reviewed and updated at least annually. The vendor will 
provide policy and procedure updates to the DHCFP within five (5) business 
days of the contract implementation, any significant changes in the manual 
or upon request. 


We understand and will comply with the requirements of RFP Section 3.16.6.2.A.  


We prepare a Provider Policy and Procedure Manual for each distinct class of provider and 
understand these must be approved by the DHCFP. We will document the approval of the 
provider manual by our Medical Director, and will maintain documentation verifying that the 
provider manual is reviewed and updated at least annually. We will provide policy and 
procedure updates to the DHCFP within five business days of the contract implementation, 
any significant changes in the manual or upon request. See Section 3.7.8.1 of this RFP for 
specifics about our provider policy and procedure manual. 
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B. The vendor may publish the manual material related to more than 
one category of provider in a single volume upon approval of the 
DHCFP. The vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all 
copies of the manual in each provider’s possession within five (5) 
business days when changes are made by the vendor. Provider update 
notices sent via facsimile, mail, and  
e-mail may be utilized to update the provider manual when changes 
are made by the vendor. The vendor can meet this requirement by 
furnishing one (1) copy of the manual and one (1) copy of the manual 
updates to each provider practice where several providers within the 
practice are participants in the network. One (1) hard copy and one 
(1) electronic copy of the Provider Manual shall be provided to the 
DHCFP. That electronic copy must be updated with the same 
frequency as the hardcopy manual copies furnished to providers. The 
manual shall include, at a minimum: 


1. The policies and procedures to be implemented by the vendor to 
ensure provider contract compliance; 


2. The procedures governing verification of recipient eligibility and 
the process for receiving and disseminating recipient enrollment 
data to participating providers; 


a. At the time of service, the vendor or its subcontractors shall 
verify every enrolled recipient’s eligibility through the 
current electronic verification system. 


3. Prior authorization procedures and requirements including the 
appeals process for denied, reduced or terminated services; 


4. The procedures for claims administration including the appeals 
process for denied claims; 


5. Provider credentialing criteria; 


6. Provider network management; 


7. The benefits and limitations available to enrolled recipients 
under the program, including any restrictions on recipients’ 
freedom of choice imposed by the program and any/all  
payment obligations; 
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8. Administrative and billing instructions, including: a list  
of procedure codes; edits; units; payment rates; and all  
pertinent information necessary to submit a clean claim in a 
timely manner; 


9. Procedure to dispute adverse payment and contract  
decisions; and 


10. Policies and procedures to be implemented by the vendor to 
manage quality improvement and recipient service utilization. 


We understand and will comply with the requirements of RFP Section 3.16.6.2.B. 


We will develop a Provider Manual for each distinct class of provider—PCPs, specialists, 
facilities, and ancillary providers—specific to the Nevada TANF/CHIP program. Following 
DHCFP’s and our Medical Director’s approval, the Provider Manual will serve as an important 
source of information for providers regarding program requirements and our policies and 
procedures. The Provider Manual will be made accessible on our website through our provider 
portal. Our Provider Manual is used to promote the dissemination of timely, accurate, and 
sufficient information to network providers, and non-participating providers when requested.  


The Provider Manual will serve as a source of information regarding our operations, covered 
services, policies and procedures, Federal and State statutes and regulations, telephone 
access, and special requirements to confirm that all contract requirements are met. As an 
extension to the provider contract, the Provider Manual is referenced during provider training 
sessions. Providers are obligated to comply fully with the Provider Manual, and failure to do 
so may result in a corrective action plan and possible termination. 


The Provider Manual is provided to all network providers upon the effective date of the plan, 
as well as to all newly contracted providers within twenty calendar days after the provider is 
placed into an active status. The Provider Manual along with any bulletins outlining changes 
to the Manual will be available in hard copy upon request as well as online via our website.  


At a minimum, our Provider Manual will include the following information: 


• Policies and procedures to confirm provider contract compliance 
• Procedures governing verification of recipient eligibility  
• Process for receiving and disseminating recipient enrollment data 
• Prior authorization procedures and requirements 
• Procedures for claims administration 
• Credentialing criteria 
• Provider network management 
• Appointment standards 
• Office waiting times standards 
• 24/7 availability standards 
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• Benefits and limitations available to enrolled recipients under the program 
• Any restrictions on recipients’ freedom of choice imposed by the program  
• Any/all payment obligations 
• Administrative and billing instructions, including a list of procedure codes, edits, units, and 


payment rates 
• All pertinent information necessary to submit a clean claim promptly 
• Procedure to dispute adverse payment and contract decisions 
• Policies and procedures to manage quality improvement and recipient service utilization 
• Emergency Services Responsibilities, including responsibility to educate recipients 


regarding the appropriate use of emergency services 
• Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) program services  


and standards 
• Grievance/appeal procedures for both recipient and provider 
• Medical necessity standards as well as practice guidelines or other criteria that will be 


used in making medical necessity decisions 
• Practice protocols/guidelines, including in particular guidelines for treatment of 


chronic/complex conditions common to the enrolled populations if used by the contractor 
to monitor and/or evaluate provider performance 


• Subcontractors’ responsibilities  
• Procedures for screening and referrals for the mental health/substance abuse services 
• Medical records standards 
• Recipient rights and responsibilities 


Per Section 508 of the Rehabilitation Act of 1973, as amended 29 U.S.C. § 794 (d), we will see 
that our Provider Manual meets 508 compliance regulations. 


Provider Manual Update Process 
Led by the Provider Services Manager, the Provider Manual is reviewed and updated on an 
annual basis by the Subject Matter Experts (SME) for each section to confirm that our current 
practices and contract requirements are reflected in the written policies and procedures. For 
example, the Claims Department reviews the claims and billing sections. The SME is 
responsible for updates, corrections or suggestions and bases updates on NCQA, State of 
Nevada bulletins, and internal policy changes. Once the sections have been reviewed and 
audited, the updates are presented to our Medical Director and the entire management team 
for further review and recommendation and then released to the DHCFP for review and 
approval. We maintain documentation verifying that the provider manual is reviewed and 
updated at least annually. 


We will provide all updates of the manual, clearly showing all changes and updates to the 
DHCFP for review for compliance with the contract whenever changes are made. If the DHCFP 
notes any discrepancies, we will notify our providers of the changes to the Provider Manual 
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within a thirty-day cure period, or earlier if urgent. We will develop and disseminate bulletins 
as needed to incorporate all changes to the Provider Manual. All bulletins will be mailed to 
DHCFP at least three calendar days before publication or mailing to the providers or as soon 
as feasible. The DHCFP shall have the right to issue and/or modify the bulletins at any time. 


3.16.6.3 Provider Workshops 
The vendor must conduct, at least annually, provider workshops in the 
geographic service area to accommodate each provider site. In addition to 
presenting education and training materials of interest to all providers, the 
workshops must provide sessions for each discrete class of providers whenever 
the volume of recent changes in policy or procedures in a provider area 
warrants such a session. All sessions should reinforce the need for providers to 
verify recipient eligibility and enrollment prior to rendering services in order to 
ensure that the recipient is Medicaid eligible and that claims are submitted to 
the responsible entity. Individual provider site visits will suffice for the annual 
training requirement. 


We understand and will comply with the requirements of RFP Section 3.16.6.3.  


We will conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. Our workshops will provide sessions for each discrete class 
of providers wherever the volume of recent changes in policy or procedures in a provider area 
warrants such a session. All sessions will reinforce the need for providers to verify recipient 
eligibility and enrollment before rendering services to verify that the recipient is Medicaid 
eligible and that claims are submitted to the responsible entity.  


Initial Provider Education 
Our Provider Relations Department educates our network providers on our policy and 
procedures and information regarding the Nevada TANF/ CHIP Programs, including any 
regulatory updates. Training is delivered by our Provider Relations Liaisons, with assistance 
from Medical Management and other department leads who will respond to provider 
questions about processes and continuity of care, how is this handled, what is the referral 
process, and how do the providers exchange information. 


Newly contracted providers will receive mandatory training within 180 days of start-up (or 
when the provider signs a contract with us) using comprehensive orientation kits augmented 
by our Provider Manual, Provider Contracts, and the contract between us and the DHCFP. 
Also, training webinars will be available to providers and their offices online within 30 days of 
our start-up date. 


For current Medicaid providers, we offer educational opportunities with in-depth training on 
rotating topics, and we will include non-traditional providers in that rotation by creating 
specific training surrounding the needs of the provider population. Provider education and 
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training will be important functions of our Provider Relations Department. Our training 
program will include assistance from our cross-departmental staff, and will be offered in 
various settings using a specific orientation kit for these types of providers.  


The Provider Orientation Kits, which the providers will be able to keep for future reference, 
will contain documents outlining key topics of interest to providers, along with a 
comprehensive PowerPoint presentation. Our Provider Orientation Kit will include  
the following: 


• Welcome Letter 
• Orientation Kit overview document 
• PowerPoint presentation – Listed below are some examples of topics in the PowerPoint 


presentation: 


− Overview of the population served  
− Covered services for all programs 
− Claims submission procedures and differences per provider type 


• Identification and treatment of depression among elderly people and people  
with disabilities 


• Identification and treatment of alcohol/substance abuse 
• Identification of abuse and neglect 
• Coordination of care with Mental Health and Substance Abuse providers,  


including instruction regarding policies and procedures for maintaining the  
centralized recipient record 


• Cultural sensitivity to providing health care to various ethnic groups 
• Rules surrounding billing recipients 
• Overview of provider types servicing the plan  
• Fraud, waste and abuse guide 
• Neglect and abuse guide 
• Cultural competency guide 
• Quick reference guide 
• Forms (e.g., Medical Prior Authorization; Pharmacy Prior Authorization; Provider Dispute; 


Sterilization Consent)  
• Health Plan Contact sheet 
• Link to our secure provider-web portal navigation guide 
• Link to our recipient portal navigation guide 
• Any contracts that need to be signed related to the portals mentioned above 
• Link to the Provider Manual  


This standardized curriculum shall address, at a minimum, the service authorizations process, 
continuity of care, community resources, claims processes, and cultural competency. 
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Provider Workshops and Ongoing Provider Education 
In addition to initial provider orientation and recurring provider workshops, our Provider 
Relations staff will conduct regularly scheduled provider office visits with contracted 
providers as well as ad hoc training sessions as needed to review additional education needs. 
Provider Relations Representatives will reinforce the information provided during the initial 
orientation, and communicate updates or changes to program standards, laws, regulations, 
and requirements.  


We supplement these routine provider office visits with ad hoc provider office visits, webinars, 
and provider workshops. Our provider workshops will provide a venue for providers to gather, 
share ideas and questions, and benefit from the collaboration. The feedback received will 
inform our Provider Services and training approach. 


Provider training documents along with our current Provider Newsletter and Provider Manual 
will be available to providers, online, 24/7. The Provider Manual will include: detailed 
information about the Nevada Medicaid Managed Care and TANF/CHIP program standards 
and our health plan’s requirements regarding the programs, our policies and procedures, 
information about the needs of recipients with special needs, applicable Federal and State 
regulations, and provider contractual requirements. The Provider Orientation Kit, Provider 
Manual, and Provider Newsletters will be used to promote the knowledge and expertise of 
network providers regarding recipients and the administrative processes required to assist in 
measuring the provider’s performance in the area of special needs as well as the quality of 
care outcomes. We will also provide updates and additional information regarding Nevada’s 
TANF/CHIP programs, and our health plan requirements, through the dissemination of 
materials such as periodic bulletins, mailings, notifications sent with the provider’s claims 
remittance advice, and updates to our website.  


Provider Relations Representatives will also be available by telephone, email, and surface 
mail to answer questions that may arise between visits and provide information. 


3.16.6.4 Provider Newsletter 
The vendor must publish a semi-annual newsletter for network providers. 
Topics may include practice guidelines, policy updates, quality management 
strategies, and other topics of provider interest 


We understand and will comply with the requirements of RFP Section 3.16.6.4.  


Our communication team collaborates across all functional departments for relevant 
information to include in our semi-annual Provider Newsletters; for example:  


• Announcements and details regarding provider workshops 
• Network-wide initiatives, such as publishing standards 
• Changes in program policy or plan benefits 
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• Practice guidelines 
• Administrative procedures (e.g., clinical practice guidelines, billing, claims payment, 


reporting, policy, and or contract changes) 
• Quality management strategies 


Providers are notified via postcard mailings that a new newsletter is posted to the  
website. The postcard also alerts providers about critical updated contained in the  
Provider Newsletter. 


3.16.6.5 Network Maintenance 
A. Maintenance of the network includes, but is not limited to: 


1. Initial and ongoing credentialing; 
2. Adding, deleting, and periodic contract renewal; 
3. Provider education; and 
4. Discipline/termination, etc. 


We understand and will comply with the requirements of RFP Section 3.16.6.5.  


Initial and Ongoing Credentialing 
Our NCQA certified and Utilization Review Accreditation Commission accredited process 
supports superior quality standards through extensive practitioner data collection, business 
criteria assessment, primary source verification, and enhanced data gathering. Upon receipt 
of a credentialing application, we make every reasonable effort to complete primary source 
verification within 45 days of receiving a completed application, unless State regulations 
require a shorter timeframe. 


Information such as personal conduct history, malpractice history, disciplinary actions, loss or 
limitation of hospital privileges, active professional liability coverage, State licensure, and 
relevant training experience is evaluated to confirm the quality care and to verify their good 
standing with regulatory and oversight organizations. We closely review these qualifications 
so that each practitioner meets our professional, technical, ethical and access standards. 


We have a special unit that is responsible for the ongoing monitoring of State board 
sanctions, loss of license, and Office of Personnel Management/Office of Inspector General 
reporting between credentialing cycles to capture any adverse activity that would result in 
non-renewal or termination of licensure. These State and Federal reports are reviewed as 
often as they are made available, and processes are in place to communicate the information 
to the appropriate Network and/or Quality contact for immediate action to be taken per the 
type of adverse action being reported. 


On an ongoing basis, we also use multiple processes to evaluate and monitor the adequacy, 
sufficiency, and appropriateness of services provided to our recipients through the Access to 
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Care Monitoring Plan. These include utilization management reports, network access and 
availability, surveys and appeals, and grievance data to gather feedback to confirm services 
are medically necessary, clinically appropriate, and provided by the appropriate practitioner 
in the appropriate setting. We also gather feedback through the recipient’s appeals and 
grievance processes, as well as through complaints about access or quality of care concerns. 
These are monitored and trended to determine potential areas for improvement.  


Adding, Deleting, and Periodic Contract Renewal  
Our standard provider contracts are “evergreen” and renew without additional burden on the 
provider or our health plan. The contract states: “This Agreement shall be effective for an 
initial term (“Initial Term”) of one (1) year from the Effective Date, and thereafter shall 
automatically renew for additional terms of one (1) year each (each a “Renewal Term”), 
unless either Party elects, upon not less than one-hundred eighty (180) days prior written 
notice to the other Party, to non-renew the Agreement effective at the end of the Initial Term 
or any Renewal Term.” Our contracts also contain amendment language which allows us to 
amend contracts under two scenarios: 


• Regulatory Amendments: “Company may amend this Agreement at any time to comply 
with Law or any requirements of a private sector accreditation organization, as 
reasonably interpreted by Company. Company shall notify Provider of such legally 
required modification. Such amendment shall be effective upon written notice to Provider 
and shall not require the written consent of Provider.” 


• Non-regulatory Amendments: “Company may amend this Agreement upon ninety days’ 
advance written notice to Provider. Provider shall have thirty days in which to reject such 
amendment, or as required by state law. The Amendment will have been deemed 
accepted, unless rejected by the Provider.” 


Our Provider Relations Representatives work with the providers during site visits to assist in 
our efforts to add and delete providers. They conduct roster audits during every site visit to 
obtain information necessary to update the provider’s contract. Providers may also work with 
their assigned Representative to update their information at any time.  
Provider Education  
Locally-based Provider Service Representatives will train our providers. Our Nevada-specific 
provider training is tailored to the unique and diverse providers who serve the TANF/CHIP 
population. Depending upon the needs of providers, education will be conducted in provider 
workshops, through webinars, or via one-on-one communication at the providers’ offices. Our 
Provider Services Representatives will complete disability, linguistic, and cultural competency 
training and, in turn, will offer this training to providers. 


We will educate providers during the initial provider orientation, provider office visits, 
webinars, the Provider Manual (which will be considered an extension of our provider 
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contract), Provider Newsletters, bulletins, our website, and provider educational forums.  
We will document appointment and wait time standards in our Provider Manual. As we 
mature in the market, and our membership increases, we will develop a pay for  
performance component that targets access and availability. Also, we will provide a  
Provider Orientation Kit which will be distributed to each provider during training and  
made available on our website. 


Provider Discipline and Termination  
Through regular, in-person, field visits, our Provider Service Representatives maintain a 
collaborative relationship with each of the practices within our network. As a result, they can 
identify potential areas requiring additional provider education before a recipient is affected. 
However, some providers may still fall out of compliance with our standards; as detailed in 
our response to RFP Section 3.7, our approach to provider discipline and termination is agile 
and effective. The most common areas where providers become non-compliant relates to 
appointment access and documentation. Our Provider Service Representatives conduct secret 
shopper surveys each month. Based on the results of this information, they identify any 
providers who fail to meet our access and availability standards (for example, their after-
hours message tells the recipient to call the next day instead of providing a source of 
immediate medical care). 


When providers fall out of compliance, their assigned Provider Service Representative is 
notified, and a letter is mailed or emailed to the affected practice. This corrective action, or 
performance improvement plan, clearly identifies our standard and how the provider was 
deficient in meeting that standard, as well as a timeframe for re-survey. The provider or 
practice staff may then contact the Provider Service Representative to address any issues or 
concerns regarding meeting our expectations. For example, the practice may be making some 
system changes to ensure that the standard is met. Our Provider Service Representatives 
know these practices well, understand their office staff turnover challenges, and provide 
whatever assistance is needed to educate them about our standards, or temporarily extend 
the timeframe for resolution. 


3.16.6.6 The vendor must have written policies and procedures for monitoring its 
network providers, and for disciplining those who are found to be out of 
compliance with the vendor’s medical management standards. 


We understand and will comply with the requirements of RFP Section 3.16.6.6.  


We have written policies and procedures for monitoring our providers, and for disciplining 
providers who are found to be out of compliance with our medical management standards 
and will submit these policies and procedures or upon request. See Section 3.16.4.4 for 
specifics around monitoring provider compliance with our medical management standards. 
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3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care 
network providers, and provide all documentation related to any disciplinary 
action, sanction, de-credentialing, removal from the provider panel to DHCFP in 
a time and manner as determined by the DHCFP as follows: 


We understand and will comply with the requirements of RFP Section 3.16.6.7.  


We will take appropriate action related to dual fee-for-service and managed care network 
providers, and provide all documentation related to any disciplinary action, sanction, de-
credentialing, and removal from the provider panel to DHCFP in a time and manner as 
determined by the DHCFP in RFP Section 3.16.6.7. 


A. Upon the vendor’s awareness through public sources of any disciplinary 
action, or any sanction taken against a network provider, or any suspected 
provider fraud or abuse, the vendor shall immediately inform the DHCFP’s 
Provider Enrollment Unit; 


We understand and will comply with the requirements of RFP Section 3.16.6.7.A. 


We will immediately inform the DHCFP’s Provider Enrollment Unit when we become aware 
through public sources of any disciplinary action, or any sanction taken against a network 
provider, or any suspected provider fraud or abuse. We also will initiate our internal processes 
of investigation and move recipients to another provider.  


B. The vendor is required to check the Office of the Inspector General 
(OIG) website and DHCFP's excluded Provider list at least monthly to 
confirm  
its network providers have not been sanctioned by the OIG or by the 
DHCFP; and 


We understand and will comply with the requirements of RFP Section 3.16.6.7.B.  


We will check the OIG website and DHCFP’s excluded Provider list at least monthly to confirm 
its network providers have not been sanctioned by the OIG or by the DHCFP.  


C. If the vendor is notified or discovers that the OIG, DHCFP or another 
State Medicaid agency or certification/licensing entity has taken an 
action or imposed a sanction against a network provider, the vendor 
shall review the provider’s performance related to this RFP and take 
any action or impose any sanction, including disenrollment from the 
vendor’s provider network. 


We understand and will comply with the requirements of RFP Section 3.16.6.7.C.  
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If we are notified or discover that the OIG, DHCFP, or another State Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network 
provider, we shall review the provider’s performance related to this RFP and take any action 
or impose any sanction, including disenrollment from our provider network. 


3.16.7 Affiliations with Debarred or Suspended Persons 


3.16.7.1 Monitoring for Prohibited Affiliations 
A. The vendor may not employ or contract with providers excluded from 


participation in federal healthcare programs. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.A. 


We will not employ or contract with providers excluded from participation in Federal 
healthcare programs. 


B. The vendor may not be controlled by a sanctioned individual. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.B.  


We will not be controlled by a sanctioned individual.  


C. The vendor may not have a contractual relationship that provides for 
the administration and management or provision of medical services, 
or the establishment of policies, or the provision of operational 
support for the administration, management or provision of medical 
services, either directly and indirectly, with an individual convicted of 
certain crimes as described in section 1128(b)(8)(B) of the Act. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.C.  


We will not have a contractual relationship that provides for the administration and 
management or provision of medical services, or the establishment of policies, management 
or provision of medical services, either directly or indirectly, with an individual convicted of 
certain crimes as described in Section 1128(b)(8)(B) of the Act. 


D. The vendor may not employ or contract, directly or indirectly, for the 
furnishing of health care, utilization review, medical social work, or 
administrative services, with one of the following: 


1. Any individual or entity excluded from participation in federal 
healthcare programs; 


2. Any entity that would provide those services through an 
individual or entity. 


We understand and will comply with the requirements of RFP Sections 3.16.7.1.D.1–2. 
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We will not employ or contract, directly or indirectly for the furnishing of health care, 
utilization review, medical social work, or administrative services, with any individual or 
entity excluded from participation in Federal health care programs or any entity that would 
provide those services through an individual or entity.  


E. The vendor’s must have policies and procedures for ensuring that, 
pursuant to 42 CFR 438.610, the vendor will not knowingly have a 
director, officer or partner who is or is affiliated with a person/entity 
that is debarred, suspended or excluded from participation in federal 
healthcare programs. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.E.  


We will have policies and procedures for ensuring that,  42 CFR 438.610, we will not 
knowingly have a director, officer or partner who is or is affiliated with a person/entity that is 
debarred, suspended or excluded from participation in Federal healthcare programs. 


F. The vendor is prohibited from knowingly having a person with 
ownership of more than 5% of the vendor’s equity who is (or is 
affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.F.  


We will not knowingly have a person with ownership of more than five percent of our equity 
who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in Federal healthcare programs. 


G. The vendor is prohibited from knowingly having an employment, 
 consulting, or other agreement with an individual or entity for the  
provision of vendor contract items or services who is (or is affiliated  
with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


We understand and will comply with the requirements of RFP Section 3.16.7.1.G.  


We will not knowingly have employment, consulting, or another agreement with an 
individual or entity for the provision of our contract items or services who is (or is affiliated 
with a person/entity that is) debarred, suspended or excluded from participation in Federal 
healthcare programs. 


We will not employ or contract with any individual who has been debarred, suspended, or 
otherwise lawfully prohibited from participating in any public procurement activity, or from 
participating in non-procurement activities. We screen all staff, providers, and subcontractors 
to determine whether any have been barred from participation in Federal health care 
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programs. We require an annual attestation from all subcontractors that they have 
conducted criminal background checks on all of their staff who have access to Protected 
Health Information (PHI) of DHCFP applicants and recipients. We will, upon request, provide 
DHCFP with a satisfactory criminal background check or an attestation that a satisfactory 
criminal background check has been completed, for any employee or subcontractor assigned 
to or proposed to be assigned to any aspect of the performance of this contract. 


Network Contracts 
As stated in Section 3.16.2.1.B, our full credentialing process includes reviewing sanction 
reports during initial credentialing and every three years after that during recredentialing. 
We follow NCQA credentialing and recredentialing standards, and our credentialing program 
is NCQA-certified. Also, we monitor any new activity through monthly reports including:  


• National Practitioner Data Bank (includes any Medicare and Medicaid sanctions) 
• State and Federal sanctions on licensure including providers who are considered 


delegated for credentialing 
• Federal sanctions, as published by the U.S. Department of Health and Human Services 


Office of Investigations database, the U.S. OPM database, and the Excluded Parties  
List System 


The healthcare professional must complete the online CAQH application (signed and dated 
and information collected must be no more than six months old on the date which the 
professional is determined to be eligible for contract) and includes a current, signed 
attestation regarding the following: 


• Reason(s) for any inability to perform the essential functions of the position, with or 
without accommodation 


• Lack of present illegal drug use 
• History of loss of license and/or felony convictions 
• History of loss or limitation of privileges or disciplinary activity 
• Correctness and completeness of the application 
• Attestation that the application is correct and complete 


We will query applicable sources for the following information before the committee’s 
decision and include the information in the healthcare professional’s credentialing file: 


• Information about sanctions or limitations on licensure as applicable 
• Information about Medicare and Medicaid sanctions activity 
• Information about felony convictions as reported on applicable registries 


Sources may include the NPDB, HIPDB, the FSMB, the OIG, LEIE through the MED file, State 
agencies, or other NCQA-approved data banks or reports. 
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Contracts Secured Through Procurement Process 
Third parties contracted through Procurement are checked against disbarment lists (e.g., OIG, 
General Services Administration [GSA], Denied Parties List) before contracting. We require an 
annual attestation from all contractors that they have conducted criminal background checks 
on all of their staff who have access to PHI of DHCFP applicants and recipients. We will, upon 
request, provide DHCFP with a satisfactory criminal background check or an attestation that a 
satisfactory criminal background check has been completed, for any contractor assigned to or 
proposed to be assigned to any aspect of the performance of this contract. 


Employment Contracts 
Federal law prohibits us from knowingly employing individuals who have been convicted of 
any felony crime involving dishonesty or breach of trust, or been convicted of an offense 
under Section 320603 of the Violent Crime Control and Law Enforcement Act of 1994,  
18 U.S.C. Section 1033 (Federal insurance crime law). Therefore, if a candidate has been 
convicted of any felony crime described above, whether disclosed by the candidate or 
discovered during the background investigation process, the individual is not eligible for hire. 


Additionally, Federal law prohibits us from knowingly employing individuals to work on 
certain Federally funded health care programs if those individuals are barred from working on 
such programs because of: 


• Health care fraud 
• Patient abuse or neglect 
• Licensing board actions 
• Defaulting on Health Education Assistance Loans 
• Certain criminal convictions for fraud, kickbacks or controlled substances 
• Being listed on one of the following Federal databases: Office of Inspector General List, 


General Services Administration, or Excluded Parties List System 


Table 3.16-1: Employment verification 


 Usage Criteria Content 


Level 1 • Minimum required for all new hires • Employment verification for the past seven 
years, including dates of employment, salary, 
job performance (if released to Vendor by 
current/prior employer(s)) 


• Education, highest degree obtained, beginning 
with an Associate Degree 


• Verification of clinical and professional licenses
• Criminal record search-State and county level 


(of residence and/or work location) 
• National database search of all US Federal 


Appellate and District Court files 
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 Usage Criteria Content 


• National Security/Terrorist Watch List; Sex 
Offender Registries; Office of Foreign Assets 
Control (OFAC) Terrorism Watch List; Denied 
Persons List; and Interpol Most Wanted List  


• Motor Vehicle Record check 
• Pre-hire Social Security Number validation 
• OIG and GSA Exclusion Lists 
• In addition to the background check, all 


candidates are required to pass a drug 
screening. For more information, see Drug 
Testing Policy  


Level 2 • For positions with significant 
management or fiduciary 
responsibilities and/or financial 
operational responsibilities; OR 


• Positions that require financial skills 
AND where the incumbent would have 
access to sensitive data (e.g., social 
security numbers, bank account 
information, personal health 
information) 


• Positions include (but are not limited 
to): Sales and Sales Support, Audit 
Operations, Finance, Accounting, 
Underwriting, Actuarial, Claims 


• Level 1 plus: Credit Report including credit 
history, personal financial history 


Level 3 • Positions for which findings of personal 
liability (e.g., fraud, malpractice) are 
relevant AND where the incumbent 
would have access to sensitive data, 
e.g., social security numbers, bank 
account information, personal health 
information) 


• Positions include (but are not limited 
to): Pharmacists, Lawyers, Nurses, 
Doctors, Sales and Sales Support 


• Level 1 plus: Civil Litigation Records 


Level 4 • All Sr. Executive and Executive level 
positions 


• Positions with significant management 
responsibility (e.g., Administrator, his 
direct reports, their direct reports) 


• Level 1 plus 2 & 3 


Acquired 
Employee 
Limited 
Check 


• Employees who join the company 
through stock acquisitions 


• Criminal record search-State and county level 
(of residence and/or work location) 


• National database search of US Federal 
Appellate and District Court files 


• National Security/Terrorist Watch List; Sex 
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 Usage Criteria Content 


Offender Registries; OFAC Terrorism Watch 
List; Denied Persons List; and Interpol Most 
Wanted List 


• Motor Vehicle Record check 
• Pre-hire Social Security Number validation 
• OIG and GSA Exclusion Lists 
• Since these employees are not new hires, 


verification of clinical and professional licenses 
is done by the department through their 
regular business process for current 
employees who require a license - not through 
the Acquired Employee Limited Check 
background check process 


Rehired 
Employees 


• Any employee who is rehired within  
12 months of original hire and full 
background check – employees rehired 
more than 12 months after they have 
had a full background check by the 
vendor must undergo Level 1 or higher, 
depending on the job requirements. 


• Employment verification for any employment 
that was not reported/verified on previous 
background check 


• Education, highest degree obtained, beginning 
with an Associate Degree, for any education 
that wasn't reported/verified on the last 
background check 


• Verification of clinical and professional licenses
• Criminal record search-State and county level 


(of residence, school, and/or work location) 
• National database search of all U.S. Federal 


Appellate and District Court files 
• National Security/Terrorist Watch List; Sex 


Offender Registries; OFAC Terrorism Watch 
List; Denied Persons List; and Interpol Most 
Wanted List 


• Motor Vehicle Record check 
• Pre-hire Social Security Number validation 
• OIG and GSA Exclusion Lists 
• Credit and/or civil litigation check if required 


for the new job 
• Drug testing requirements are determined 


based on Vendor's Drug Testing Policy 


Additional 
Requests 


• Depending on the position's 
requirements, additional verifications 
may also be requested. 


• Examples include (but are not limited to), 
expanded background investigations, 
citizenship requirements, security clearance 
requirements, high school, GED, technical or 
graduate school diplomas, certificates or 
degrees, board certifications 
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H. If the DHCFP learns that the vendor has a prohibited relationship with 
a person or entity who is disbarred, suspended, or excluded from 
participation, the DHCFP will notify the Secretary of noncompliance. 
The State may continue the existing agreement with the vendor 
unless the Secretary directs otherwise. The DHCFP may not renew  
or extend the existing agreement with the vendor unless the 
Secretary provides to the DHCFP and to Congress a written statement 
describing compelling reasons that exist for renewing or extending 
the agreement. 


We understand and will comply with the requirements of RFP Section 3.16.7.H.  


3.16.8  Compliance Plan 
3.16.8.1 Vendors must have a program that includes administrative and management 


arrangements or procedures, including a mandatory compliance plan to guard 
against fraud and abuse. 


We understand and will comply with the requirements of RFP Section 3.16.8.1.  


We have a program that includes administrative and management arrangements or 
procedures including a mandatory compliance plan to guard against fraud and abuse. 


Expertise in Fraud, Waste, and Abuse Prevention 
We leverage the expertise of our national Special Investigations Unit (SIU) to detect, review 
and investigate potential FWA. The SIU supports all lines of business, making it easier to spot 
FWA trends. For example, if a provider is improperly billing one type of claim, the SIU 
automatically checks other lines of business for the same improper billing by that provider. If 
there is exposure within a specific line of business, SIU refers the issue to our dedicated 
investigative team. We review all allegations and look into issues that appear through data 
mining or any other method. The SIU will communicate findings to our Nevada-based 
Compliance Officer for follow-up.  


We use IBM’s Fraud and Abuse Management System (FAMS) as our SIU’s primary proactive 
detection tool. FAMS models provider behavior and identifies outliers based on elements from 
a library of over 8,000 discrete or custom measures built by our SIU technology staff.  


Our SIU participates in the National Health Care Anti-Fraud Association (NHCAA). Founded in 
1985, NHCAA includes approximately 85 private health companies and public sector law 
enforcement members. It promotes the exchange of fraud-related information, provides 
training, and shares information regarding investigative tools and techniques. NHCAA offers 
training opportunities for SIU staff to advance investigator skills as well as training on new 
schemes observed in the industry.  
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NHCAA grants the Accredited Healthcare Fraud Investigator designation to individuals who 
meet certain qualifications related to professional experience, specialized training, formal 
education and demonstrated knowledge in the detection, investigation or prosecution of 
health care fraud. Several SIU staff members hold this designation and support others who 
pursue it; we are continually improving the group’s expertise. 


Fraud, Waste, and Abuse Controls and Policies 
We document FWA policies and procedures in our Program Integrity Plan, which guides the 
prevention, detection, and correction of non-compliant operational practices and improper or 
unethical conduct including incidents of FWA. We base our Compliance Program and Program 
Integrity Plan on the “Seven Elements of an Effective Compliance Program,” as outlined in the 
OIG Compliance Program Guidance, along with the program integrity standards outlined in 
this RFP.  


Our internal Nevada website will feature current policies and procedures directing our 
Program Integrity Plan. An accessible resource for all of our staff, this plan serves as the 
procedural guide for handling all suspected FWA cases affecting DHCFP membership. 


Our procedures guide staff on the referral process for FWA complaints. Using claims editing 
software, we automatically review professional claims that reach an initial adjudicated status 
of pay against nationally recognized standards, such as the Correct Coding Initiative (CCI). The 
system edits each claim against the CCI standard before the claim reaches final adjudication 
status. CCI editing uses historical claims information to detect and correct questionable billing 
practices and assists in identifying fraudulent and abusive patterns.  


We conduct all business lines based on the highest ethical standards and in strict compliance 
with applicable Federal and State laws and regulations. We do not tolerate health care FWA 
in any of our relationships with internal and external parties. We will identify, report, 
monitor, and when appropriate, refer for prosecution, situations in which suspected fraud or 
abuse occurs. There are numerous laws, both Federal and State, addressing health care fraud 
and establishing the framework for prosecuting criminal acts and the initiation of civil 
proceedings. Statutes that apply include: 


• Federal False Claims Act  
• Whistleblower Protection 
• Anti-Kickback Statute 
• Health Information Portability and Accountability Act of 1996 (HIPAA) 


We will submit our Program Integrity Plan, which includes treatment of FWA, to the State for 
approval before implementation and whenever changes are made. We will assist the State 
with FWA prosecution by reporting all investigative findings promptly. 
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Our FWA plan includes the following:  


• Prevention through training and monitoring 
• Detection through reviews and audits 
• Reporting (internal and external) through hotlines, websites, system updates, and 


notifications to relevant parties 
• Review through investigation, communication, and inspection 
• Corrective action through education, pre-payment review, recoupment where permitted, 


and termination 


Program Integrity Officer 
Our Nevada-based Program Integrity Officer (PIO) leads all program integrity efforts. This 
individual reports directly to the Health Plan Administrator on fraud, waste, and abuse issues 
and oversees the PIU which coordinates, collaborates, reviews, and investigates fraud and 
abuse issues. The PIO has open and immediate access to our SIU leadership, tools, and 
supports—meeting all DHCFP requirements. The SIU’s team of experienced, full-time 
investigators, field fraud (claims) analysts, medical director, dedicated information 
technology team, and supporting management and administrative staff all help to support 
our compliance activities.  


Effective Communication Between Compliance Officer and Staff 
Our Compliance Officer communicates with our staff about our FWA program through: 


• Periodic training highlighting the contract’s FWA requirements and ways to report 
suspected fraud are presented during staff training days 


• Annual Code of Conduct training, which includes our written standards of organization 
conduct and how to report potential compliance issues 


• Compliance alert line contact information, which is posted throughout our offices and on 
the reverse side of our staff members’ identification cards 
Links to the Compliance website and the fraud reporting tool on our company intranet  
home page 


3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that 
articulate the organization’s commitment to comply with all applicable Federal 
and State program integrity standards. 


We understand and will comply with the requirements in RFP Section 3.16.8.2.  


We have written policies, procedures, and standards of conduct that articulate the 
organization’s commitment to comply with all applicable Federal and State program  
integrity standards.  
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As detailed in our written Code of Conduct, we conduct all business based on the highest 
ethical standards and in strict compliance with applicable Federal and State laws and 
regulations. We do not tolerate health care FWA in any of our relationships with internal and 
external parties. We will identify, report, monitor, and when appropriate, refer for 
prosecution, situations in which suspected fraud or abuse occurs. There are numerous laws, 
both Federal and State, addressing health care fraud and establishing the framework for 
prosecuting criminal acts and the initiation of civil proceedings. 


Statutes that apply include: 


• Federal False Claims Act 
• Whistleblower Protection 
• Anti-Kickback Statute 
• HIPAA 


3.16.8.3 General Requirements 


A. The vendor must have a comprehensive compliance plan which 
encompasses the elements necessary to monitor and enforce compliance 
with all applicable laws, policies, and contract requirements 


We understand and will comply with the requirements of RFP Section 3.16.8.3.A.  


We are committed to maintaining a comprehensive compliance plan which encompasses the 
elements necessary to monitor and enforce compliance with all applicable laws, policies, and 
contract requirements. Program integrity requires a clearly articulated anti-fraud and abuse 
plan. The Compliance Plan includes the following focus areas:  


• Prevention through training and monitoring 
• Detection through reviews and audits 
• Reporting (internal and external) through hotlines, websites, system updates, and 


notifications to relevant parties 
• Review through investigation, communication, and inspection 
• Corrective Action through education, pre-payment review, recoupment where permitted, 


and termination 


B. The compliance plan must be reviewed and approved annually by  
the DHCFP.  


We understand and will comply with the requirements of RFP Section 3.16.8.3.B.  


We will submit our Compliance Plan, which includes treatment of FWA, to the DHCFP for 
annual approval.   
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C. The compliance plan must include the following elements, and any 
others as directed by the DHCFP: 


1. Written policies and procedures for the functions in this section;  


We understand and will comply with the requirements of Section 3.16.8.3.C.1. 


FWA policies and procedures are included in our Compliance Plan. Our Compliance Plan 
guides the prevention, detection, and correction of non-compliant operational practices and 
improper or unethical conduct including incidents of FWA. We base our Compliance program 
and Compliance Plan on the Seven Elements of an Effective Compliance Program, as outlined 
in the OIG Compliance Program Guidance along with the program integrity standards 
outlined in this RFP.  


2. Standards for effective communication between the Compliance 
Officer, Program Integrity staff, management, vendor staff, and 
the DHCFP; 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.2.  


We have standards for effective communication between the Compliance Officer, Program 
Integrity staff, management, staff and the DHCFP included in our Compliance Plan. 


Our Compliance Officer uses several mechanisms to communicate with our staff, including: 


• Periodic training highlighting the contract’s FWA requirements and ways to report 
suspected fraud are presented during staff training days 


• Annual Code of Conduct training, which includes our written standards of organization 
conduct and how to report potential compliance issues 


• Our Compliance hotline contact information, which is posted throughout our offices and 
on the backs of our staff’ identification cards 


• Links to the Compliance website and the Fraud Reporting tool on our intranet home page 


3. Mandatory on-going training and education of the Compliance 
officer, Program Integrity staff, management and staff, and 
subcontractors on the prevention and detection of fraud, waste, 
abuse, and improper payments; 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.3.  


In our Compliance Plan, we mandate on-going training and education of the Compliance 
Officer, Program Integrity staff, management and staff, and subcontractors on the prevention 
and detection of fraud, waste, abuse, and improper payments.  


We train, expect, and require staff to respond to and report suspected or known fraud  
and abuse. Internally, we provide initial and ongoing fraud awareness training for  
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Claims Processors, Recipient Service Representatives, Provider Service Representatives,  
Field staff, and subcontractors. Training covers fraud awareness, detection and reporting,  
and State reporting mandates. This training is part of our overall compliance training.  
Upon completion of initial and ongoing compliance training, our staff must acknowledge in 
writing their participation, understanding of the information provided, and adherence to 
compliance requirements.  


We hold periodic joint oversight meetings with the subcontractors that provide services for 
the contract. Training on FWA is a standing agenda item for all subcontractor oversight 
meetings. At every meeting, we review the procedure and requirements for reporting FWA. 
We include documentation of this training in the meeting minutes and report completion of 
the training to the Compliance Committee.  


The FWA portion of the annual Compliance Program training creates awareness regarding 
the indicators of health care fraud, which in turn promotes the appropriate reactions and 
responses to potential fraud situations. Increasing early detection is a primary goal of the 
training and is a benchmark of its effectiveness. The fraud, waste, and abuse training includes 
the detection of fraud in the following areas: 


• Overcharging and overpayment detection 
• Claims processing guidelines 
• Medical coding 
• Duplicate bills 
• Excessive charges 
• Unnecessary services or supplies 
• Over utilization 
• Services not rendered or drugs not dispensed 
• Miscoded or misleading claim information 
• Drug switching 
• Hospital inpatient or outpatient billing abuse or inappropriate commitment or 


confinement 
• Addressing FWA referrals 
• The SIU referral process 
• Ineligible groups or members of groups 
• Statutory requirements dealing with fraud referrals 


4. Delineation of the staff and division of responsibilities within the 
vendor’s Program Integrity Unit;  


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.4.  


Our Compliance Plan includes the delineation of the staff and division of responsibilities 
within our Program Integrity Unit. Our Board of Directors delegates the design, 
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administration, maintenance, monitoring, and daily functions of the FWA plan to our 
Program Integrity Officer (SIU Investigator).  


Though, ultimately accountable to the Board of Directors, the Program Integrity Officer 
reports directly to our Chief Executive Officer. Our Program Integrity Officer, located in 
Nevada, has direct access to senior management and legal counsel. We have established 
written criteria that outline the authority and responsibilities of the Program Integrity Officer, 
as well as a job description that defines required and essential skills and experience.  


The Program Integrity Officer serves as the primary point of contact regarding suspected or 
known FWA issues and coordinates closely with the Contract Compliance Coordinator. Our 
Program Integrity Officer fosters open lines of communication across all levels of the 
organization by facilitating training for new hires on FWA compliance, conducting annual 
compliance review training, and attending departmental meetings on FWA compliance. 


5. Specific objectives and goals for Program Integrity operations in 
the coming year; and 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.5.  


Our Compliance Plan contains specific objectives and goals for Program Integrity operations 
in the coming year. 


6. The process that the vendor will use to enforce program integrity 
standards through well publicized disciplinary guidelines. 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.6.  


Our compliance plan includes the process that we will use to enforce program integrity 
standards through well-publicized disciplinary guidelines. 


Disciplinary Guidelines 
Our Code of Conduct explains to all new hires and annually after that to all staff that 
disciplinary action will be taken, up to and including termination, for:  


• Failure to follow the Code of Conduct or other internal policies 
• Breaking any laws or regulations that apply to the us 
• Telling a staff member to violate the Code of Conduct, policy, law, or a regulation 
• Failing to share information, or providing false information in connection with an 


investigation, about a violation of the Code of Conduct, law, or a regulation 
• Retaliation against another staff who, in good faith, reports a suspected violation or who 


cooperates or helps with an investigation 
• Neglecting to address or report a violation of the Code of Conduct, or a law or regulation, 


committed by someone you manage 
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When functional business areas fail to resolve non-compliant activities, our Compliance 
Officer escalates concerns to and works closely with the Chief Medicaid Compliance Officer or 
designee to determine if disciplinary action is appropriate. Disciplinary action takes place in a 
variety of ways, including: coaching, refresher training, policy reminder and notice, one-time 
warning, suspension without pay, financial consequences, reporting relationship change or 
transfer to another position, notification to external entities such as law 
enforcement/regulatory agencies and licensing boards, and termination of employment. 


Enforcing Disciplinary Guidelines  
We communicate non-compliant business practices to the business unit using the following: 


• Verbal and written consultations 
• Internal Notices of Non-Compliance 
• Requests for Corrective Action Plans 
• Mandatory Management Action Plans (issued with an internal audit receiving a “High 


Priority” result) 


Our methods for communicating non-compliant behavior by staff include: 


• Verbal Notice 
• Written Notice 
• Performance Improvement Action Plan, and other disciplinary action up to and  


including termination 


If communication of the problem fails to stimulate sufficient action, the Chief Medicaid 
Compliance Officer has the authority to continue to escalate the issue and to recommend an 
increase to the severity of the disciplinary action. 


7. The process that the vendor will use to complete internal 
program integrity monitoring and auditing. 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.7.  


Our compliance plan includes the process that we will use to complete internal program 
integrity monitoring and auditing.  


Our Mission is to deliver a world-class Medicaid compliance program that provides value to 
our customers. We will accomplish this mission by developing proactive monitoring and 
tracking systems that prevent, detect and correct conduct that violates the law or our value 
system. In doing so, we will give all our staff the ability to achieve success while adhering to 
our high ethical standards.  
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We satisfy our mission by following these strategies: 


• Staffing and governance: Create an environment that encourages collaboration and cross 
training. Establish and maintain an effective system for resolving and escalating issues.  


• Policies, procedures, and code of conduct: Maintain clear policies and procedures that 
address the risks. Maintain a Code of Conduct to inform all staff of their responsibilities. 
Develop oversight and monitoring programs to verify staff adhere to our policies, 
procedures, and Code of Conduct. 


• Effective training and education: Create and deliver effective and meaningful training 
programs to all staff about the compliance responsibilities related to their jobs. 


• Communication: Strengthen our business culture by communicating our values and 
policies in a targeted and meaningful way that engages all staff. 


• Effective system for routine monitoring and identification of risk: Establish and maintain 
easily accessible systems for staff to interact with Compliance and management so that 
they can ask questions and raise concerns. With Internal Audit, develop and coordinate a 
Compliance (Program Integrity) Plan to review key business activities that we conduct 
following the law and our policies, procedures, and Code of Conduct. 


• Effectively publicize disciplinary guidelines: Publish disciplinary guidelines and our Code of 
Conduct on our Medicaid Internal “Hub” site and the Compliance and Regulatory Affairs 
home page. Continue to communicate standards during town halls, team meetings, and 
through established printed communication. 


• Procedures and systems for prompt reporting: Maintain and communicate clear, objective 
and efficient systems, training, and tools for the investigation of suspected compliance 
violations. Apply fair and consistent discipline for compliance violations. 


We employ the IBM FAMS to identify proactively providers where behavior differs 
significantly from that of their peers. Providers are profiled by peer group, specialty,  
product, geography.  


Our annual review of the plan is a suite of four different reports showing high dollar 
specialties, providers and procedure codes. This gives an insight to the investigator on which 
specialties to review for further outlier behavior.  


Our suite of high dollar specialties, providers and procedure codes reports: 


• Specialty Summary 
• Provider Summary for the Top 5 Specialties 
• Procedure Code Summary for the Top 5 Specialties 
• High-level billings of 99214 & 99215 against all E&M (99211 thru 99215) by Specialty 


Also, on an annual basis, we review the OIG Work Plan to identify new areas of focus. 
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Additionally, we have “Data Mining Quarterly Summary Reports” which is a suite of  
12 different outlier reports, the SIU investigator will review providers listed as outliers  
and fill out a “Quarterly Report Validation” sheet.  


Data Mining Quarterly Summary Reports: 


• Top 99215 Providers 
• Top 99205 Providers 
• Top Mod 25 Providers 
• Top 99354-99355 Providers 
• Top 90837 Providers 
• Top 90838 Providers 
• Top 99284-99285 Providers 
• Top Homecare Providers 
• Top DME Providers 
• Top Ambulance ALS Non-Emergency 
• Top Ambulance ALS Emergency 
• Top Adult Day Care Providers S5101, S5102, S5105 


Data Mining Meetings are held with the purpose of discussing new trends and schemes as 
well as the prioritization of data mining studies. Our Medical Director, Nurses and Certified 
Coders, as well as other SIU employees, all participate in the discussion. For our “SIU Data 
Mining Work Plan” the Project Team Lead will create a provider summary report based on 
specific schemes identified thru various sources. The report is then given to the investigator 
for further review and appropriate action.  


Compliance meetings are held to review and identify Medicaid Compliance Risks Areas  
which include:  


• Regulatory Reporting and Filings 
• Provider contract loads 
• Claims payment timeliness and accuracy 
• Encounters 
• FWA-Identification and recovery, Exclusion screening, Reporting to external regulators 
• Provider network adequacy 
• Recipient service levels 
• Appeals (provider and/or recipient) 
• Migrations and Implementations of New Plans 
• Delegated vendor oversight 
• CVS/Pharmacy 
• Transportation 
• Prior Authorizations – Plan Specific Work Plan.  
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If any risks or concerns are identified, corrective action will be taken immediately. 


8. How the vendor will promptly respond to detected program 
integrity offenses and develop corrective action initiatives. 


We understand and will comply with the requirements of 3.16.8.3.C.8.  


Our compliance plan includes how we will promptly respond to detected program integrity 
offenses and develop corrective action initiatives. 


Procedures for Prompt Response to Detected Offenses 
A key part of our compliance strategy is to respond promptly when we detect an offense. We 
do that by maintaining and communicating clear, objective, and efficient systems, training, 
and tools to identify and investigate suspected compliance violations. Supervisors have access 
to all case information to monitor timeliness of case handling. 


If we find and confirm a violation, we focus on applying fair and consistent disciplinary 
actions. These begin with education and can range all the way through to termination  
of the staff or provider from the network and prosecution, as indicated by the seriousness  
of the offense. 


Corrective Action  
After the SIU Investigator has concluded the investigation of the case, the Investigator 
completes an investigation report that includes the allegation, an executive summary, case 
notes, and recommendations such as a recovery figure and suggested corrective actions. The 
SIU presents the report to the Compliance Officer and the Compliance Committee. The 
committee, which includes representatives from Compliance, Medical Management, Provider 
Relations, Finance, and Legal, reviews the case and determines the appropriate actions. We 
base corrective actions on our analysis of the report findings, interpretation of applicable law, 
the provisions of our contractual requirements, and our provider contracts. Possible corrective 
actions may include: 


• The claim or claims are paid, denied in part, or denied completely. If the claims are 
already paid, a decision to deny, in whole or in part, results in a recovery action against 
the provider when permitted by the State. 


• The provider or recipient FWA activity is reported to appropriate State and Federal 
agencies. 


• If a potentially fraudulent case involves a staff member, we will initiate a staff action per 
the Code of Conduct, which can include suspension or termination of the staff. 


If the claims involve a network provider, the Compliance Committee determines corrective 
action for the provider, which can include the following: provider education, recommendation 
for replacement of billing staff within the provider’s office, or termination of the provider 
from the network. 
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9. A report on the success of the objectives and goals from the 
previous year. 


We understand and will comply with the requirements of RFP Section 3.16.8.3.C.9.  


Our compliance plan will contain a report on the success of the objectives and goals from the 
previous year.  


Below are two previous success stories identified by different avenues of fraud, waste  
and abuse identification. (Data mining, assisting with law enforcement and verification  
of services): 


• The SIU identified several providers billing newborn hearing screenings using Current 
Procedural Terminology (CPT) 92587 and 92586. Per State Medicaid policy, the case rate is 
paid to the facility for mother or infant and no additional reimbursement is allowed. The 
SIU worked with the State to implement a system edit to deny claims billed separately 
from the facility rate. Due to the system edit, more than $800,000 was recovered, and 
more than $500,000 in cost was avoided. 


• A nurse reviewer and operator of one of our centers, instructed her employees to submit 
over 6,000 false claims to insurers for un-provided services. She admitted that she billed 
Medicaid and private insurers for visits with physicians even though they never treated 
her clients. We collaborated with State prosecutors and Federal investigators to 
investigate this matter. This provider was sentenced to serve 366 days in prison & pay 
restitution of $724,359 for health care fraud. The vendor was awarded restitution 
amounting to $8,199.66.  


3.16.9 Deficit Reduction Act 


3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the 
vendor must, as a condition of receiving Medicaid payment, do the following: 
A. Establish and make readily available written policies for all employees of the 


vendor, including management, and of any subcontractor or provider, that 
provide detailed information about the False Claims Act established under 
sections 3729 through 3733 of Title 31, United States Code, administrative 
remedies for false claims and statements established under chapter 38 of 
title 31, United States Code, any State laws pertaining to civil or criminal 
penalties for false claims and statements, and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and 
detecting fraud, waste, and abuse in Federal health care programs (as 
defined in section 1128B(f) of the Social Security Act of 1932); 


We understand and will comply with the requirements of RFP Section 3.16.9.1.A. 
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We will fulfill the Section 6032 of the Deficit Reduction Act of 2005. We understand as a 
condition of receiving payment, we must establish and make readily available written policies 
for all our employees, including management, and of any subcontractor or provider, that 
provide detailed information about: 


• The False Claims Act established under sections 3729 through 3733 of Title 31, United 
States Code 


• Administrative remedies for false claims and statements established under chapter 38 of 
title 31, United States Code,  


• Any State laws about civil or criminal penalties for false claims and statements 
• Whistleblower protections under such laws, with respect to the role of such laws in 


preventing and detecting fraud, waste, and abuse in Federal health care programs (as 
defined in section 1128B(f) of the Social Security Act of 1932) 


Our written policy, entitled the Code of Conduct, represents that we conduct all business lines 
based on the highest ethical standards and in strict compliance with applicable Federal and 
State laws and regulations. We are committed to complying with all applicable Federal and 
State laws, regulations and other requirements on FWA. 


These laws define fraud and establish the framework for prosecuting criminal acts and the 
initiation of civil proceedings. Some of the statutes that apply include the: 


• Federal False Claims Act  
• Whistleblower Protection 
• Anti-Kickback Statute 
• HIPAA 


Our Code of Conduct is the fundamental component of Program Integrity. We require that all 
staff complete training on the Code of Conduct upon hire and annually ater that. The Code of 
Conduct has five key premises that guide all activities: 


• We make good on our promises because, quite simply, it is our way. Each of us must be 
committed to the highest standards of business conduct. 


• Our Promises to the Company: all of our business decisions must be made in our best 
interest. 


• Our Promises to One Another: we treat one another with respect and collaborate to 
achieve results. 


• Our Promises to Conduct Business Fairly: our reputation and continued success depend on 
each of us conducting business in a fair, honest, and responsible manner. 


• Our Promises to the Community: we strive to be a responsible corporate citizen, improving 
the quality of life in the communities where we live and work. This starts with our mission 
statement and corporate values and is demonstrated through our application of 
responsible business policies and practices. 
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B. Include as part of such written policies, detailed provisions regarding 
the vendor's policies and procedures for detecting and preventing 
fraud, waste, and abuse; and 


We understand and will comply with the requirements of RFP Section 3.16.9.1.B.  


We have written policies for preventing and detecting FWA which include detailed 
information about the False Claims Act. All staff members must complete Business Conduct 
and Integrity Training on our Code of Conduct upon hire and annually after that. The Code of 
Conduct explains our policies and procedures for detecting and preventing FWA, explains the 
related laws, and how whistleblowers are protected from retaliation.  


C. Include in any employee handbook for the vendor, a specific 
discussion of the laws described above, the rights of employees to be 
protected as whistleblowers, and the vendor's policies and 
procedures for detecting and preventing fraud, waste, and abuse. 


We understand and will comply with the requirements of RFP Section 3.16.9.1.C  


We have included in our employee handbook, a specific discussion of the laws described 
above, the rights of employees to be protected as whistleblowers, and our policies and 
procedures for detecting and preventing FWA. 


We have written policies for preventing and detecting FWA which include detailed 
information about the False Claims Act. All staff members must complete Business Conduct 
and Integrity Training on our Code of Conduct upon hire and annually after that. The Code of 
Conduct explains our policies and procedures for detecting and preventing FWA, explains the 
related laws, and how whistleblowers are protected from retaliation.  


3.16.10 Under-utilization of Services 
3.16.10.1 Vendors must monitor for the potential under-utilization of services by their 


recipients in order to assure that all Medicaid-covered services are being 
provided, as required. If any under-utilized services are identified, the vendor 
must immediately investigate and, if indicated, correct the problem(s) which 
resulted in such underutilization of services. The vendor’s monitoring efforts 
must, at a minimum, include the following activities: 


We understand and will comply with the requirements of RFP Section 3.16.10.1. 


We will monitor gaps in care (such as pap smears and mammograms and diabetic eye exams) 
Healthcare Effectiveness Data and Information Set (HEDIS®) and EPSDT rates for the potential 
underutilization of services by our recipients to assure that all covered services are being 
provided, as required. If any underutilized services are identified, we will immediately 
investigate and correct the problem or problems that resulted in such underutilization of 
services. We will do reminder mailings to recipients when recipients call into the health plan 
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or the health plan contacts the recipients, to close these gaps in care. We will notify providers 
of gaps by many avenues, provider portal, mailings, and medical chart reviews.  


A. An annual review of their prior authorization procedures to determine  
that they do not unreasonably limit a recipient’s access to Medicaid- 
covered services; 


We understand and will comply with the requirements of RFP Section 3.16.10.1.A.  


We will conduct an annual review of our prior authorization procedures to determine that 
they do not unreasonably limit a recipient’s access to Medicaid-covered services. 


B. An annual review of the procedures providers are to follow in 
appealing the vendor’s denial of a prior authorization request to 
determine that the process does not unreasonably limit a recipient’s 
access to Medicaid-covered services; and 


We understand and will comply with the requirements of RFP Section 3.16.10.1.B.  


We will conduct an annual review of procedures providers are to follow in appealing the 
denial of a prior authorization request to determine that the process does not unreasonably 
limit a recipient’s access to Medicaid-covered services.  


C. Ongoing monitoring of vendor service denials and utilization in order 
to identify services which may be underutilized. 


We understand and will comply with the requirements of RFP Section 3.16.10.1.C.  


We will review service denials and monitor utilization on an ongoing basis to identify services 
that may be underutilized. This review will consider the expected utilization of services 
regarding the characteristics and health care needs of the recipient population. 


We have a two-step process to define and monitor for potential under-utilization of services 
by our recipients: 


1. Review reports and conduct data analyses to identifying patterns and trends of  
under-utilization 


2. Address variations in the utilization of services 


STEP 1: Data Analyses and Identification of Under-Utilization 
During this step, we compare patterns of health care service utilization compared to known 
benchmarks. We use measurable performance indicators based on an assessment of 
evidence-based standards, benchmarks, and analytics. For example, over utilization of the 
Emergency Department (ED) could be a sign of underuse of PCP services or discharge 
planning/case management services. We also sort data by regional and geographic area, 
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provider type, and recipient age range. Our Medical Management team then uses statistical 
methodologies to trend data over specific periods of time. 


The following are reports that we routinely analyze and a description of the ways that these 
reports help us to identify and monitor under-utilization of health services: 


• Utilization Management reports: 


− Outpatient Care 
− ED utilization and cost reports are used as a marker for the under-utilization of PCPs 
− Prior authorization and claims reviews may indicate under-utilization of pharmacy 


services, durable medical equipment (DME), home health care services, sub-specialties, 
and preventive health benefits. 


− Inpatient Care 
− Avoidable admissions reports and readmissions reports may be suggestive of the 


underutilization of appropriate primary care or other outpatient care/services, 
insufficient discharge planning, or failed transitions to lower levels of care 


• HEDIS reports: 


− HEDIS data compares our data to national benchmarks and is a marker for under-
utilization of preventive and chronic condition care. 


− Provider performance profiles help us track utilization patterns that vary and 
practitioner/facility quality of concerns. These reports also help us identify trends that 
can be addressed through provider outreach and provide critical information 
regarding provider practice patterns. 


− Gaps in Care reports are used to identify recipient gaps in preventive care and chronic 
condition care at an aggregate and individual recipient level. 


• Our health plan case management business application system has indicators that help us 
identify under-utilization of care at the individual recipient level. This tool is used to 
predict those recipients who will best benefit from case management by calculating an 
overall risk score for each recipient. 


• Claims data provides us information at an aggregate and individual recipient level when 
critical services are not being used. This data helps us to verify that care and services are 
being provided in a timely and appropriate setting. 


• Cost reports for trending categories of expenses. We can include per recipient per month 
utilization, costs or unit costs for various inpatient and outpatient services with quarterly 
and year over year comparisons. Reports have sort and drill down features to focus on 
specific populations or services and include quarterly and year over year comparisons. 


• Medical management dashboards trend on various metrics for utilization management 
and case management. The dashboard includes such metrics as bed days, the average 
length of stay, costs, and utilization rates for inpatient and outpatient services. 
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• Trend reports also known as heat maps give a quick visual trend of key metrics for a high-
level overview of inpatient and outpatient services. Reports can be sorted by recipient 
groups and by categories of expense, e.g., inpatient medical, home health care, ED. 
Reports use color coding and arrows to reflect positive and negative trends. (See example 
of heat map in Figure 3.16-1). 


• Our case management staff make it a daily priority to identify individual recipients that 
are not receiving the appropriate or necessary preventive or chronic care services. 


• Pharmacy reports are available from the State and are used to identify if recipients fail to 
refill their prescriptions. On an aggregate level, they assist in identifying patterns and 
trends in various prescription drug categories. 


• Practitioner audits/medical record audits are conducted by the quality team and screen 
for compliance with clinical pactices guidelines including preventive health needs and 
chronic case management. 


Figure 3.16-1: Tableau Claims Report/Heat Map Results: Initial analyses  


 
The analysis showed recipients were under-utilizing dental care and behavioral health care 
and over-utilizing the ED. This Heat Map report shows us that recipients are now using 
appropriate care in an appropriate setting with dental and behavioral health utilization is up, 
and ED use is down. 


We use this suite of reports to provide our Medical Management leadership team with a 
comprehensive framework for examining utilization patterns and trends. These reports are 
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reviewed by the Service Improvement Committee, who will evaluate root causes and develop 
recommended interventions to correct variances that may negatively impact recipient health 
outcomes and quality of care. The reports and recommendations are presented to the Quality 
Management/Utilization Management Committee for consideration, recommendation, and 
approval. Follow-up discussions between the Service Improvement Committee and the 
Quality Management/Utilization Management Committee focus on tailoring intervention 
strategies to improve quality and cost-effectiveness across Nevada’s continuum of care. 
Reports, recommendations, and actions are then reviewed by the Quality Management 
Oversight Committee as a final oversight for reviewing potential utilization issues. We also 
compare our utilization performance measure results to targeted benchmarks, such as HEDIS 
75th percentile and monthly, quarterly, year-over-year trends, and comparative data to 
others, to identify areas for improvement. 


STEP 2: Addressing Variations in Utilization of Care 
Based on variations that we identify in our initial analyses, our Medical Director, Utilization 
Management Coordinator, and/or Quality Management may take one or more of the 
following steps: 


• Perform additional in-depth analyses to improve understanding of trends and variances. 
• Refer recipients who may benefit from Integrated Care Management or a community 


health program. 
• Implement recipient and/or provider education related preventive health services. 
• Make recommendations for continuing education. 
• Make a referral of practitioner to the Quality Management Committee for peer review  


as appropriate. 
• Administer peer-to-peer reviews. 
• Monitor the data to determine whether the trend continues or is simply a one- 


time anomaly. 
• Take immediate action to remedy the situation, especially when a recipient’s safety  


is at risk. 
• Identify clinical issues and refer them to the Medical Director or designee for discussion 


with providers. 
• Deliver provider education and outreach by our Medical Director or designee. 
• Based on provider performance profiling, we may place providers on corrective action; 


practitioners found to be out of compliance with standards are reviewed, and deficiencies 
are addressed. 


• Terminate contracts if necessary. 
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The following are examples of identified cases of under-utilization and corrective actions that 
we implemented: 


• Through our ongoing data analyses, we discovered that the number of recipient prenatal 
care and visits was decreasing, and the number of low birth weight (LBW) in newborns 
year-over-year was increasing. Recipients did not understand the importance of early and 
ongoing prenatal care. In response to this, we developed the OB Prenatal Incentive 
Program with the goal of improving birth outcomes by encouraging pregnant women to 
attend prenatal visits. The pregnant recipient collects signatures for five valid visits to an 
OB provider for prenatal care. When we receive the signed brochure validating the visits, 
the recipient receives a $30 reloadable debit card incentive. 


• Although there has been an increase in the utilization of the recipient incentive, we 
recognized that the overall utilization of the program needed improvement. In 2015, we 
began the process of redesigning the recipient incentive program to encourage recipients 
to access important prenatal services and emphasize the responsibility that each recipient 
must take to have a healthy baby. 


• In 2014, there were 5,146 live births and 184 unique recipients received at least one 
incentive. This was a 3.5 percent utilization rate. 


• Recipient usage of the incentive increased from 2012 to 2013. In 2012, 397 incentives were 
mailed to recipients in comparison to 644 in 2013. 


• It is well recognized that poor dental care for pregnant women can lead to LBW babies. To 
address this concern, we implemented a program. The program assures that pregnant 
recipients who have reached their 21st birthday receive proper dental care. The program 
also provides information on the importance of good mouth health for mom and baby. 


• Since the program began in 2013, nearly 8,594 patients have been treated who otherwise 
would not have received services. 


• The percentage of mothers who received dental services increased to 11.62 percent in 
2015 compared to a rate of 8.62 percent in 2014. 


Our Review Process for Service Denials 


The Medical Director or designee must review all potential denials and all requests that do 
not clearly meet criteria for coverage. The Medical Director or designee may decide to deny 
authorization based on clinical criteria or benefit coverage. Only a Medical Director may 
decide to deny an authorization based on medical necessity and appropriateness. If a decision 
requires specialized judgment, we maintain a list of specialist providers who are available to 
participate in the utilization review process. We review the denial rate for prior 
authorizations and bring the Utilization Timeliness report to the Quality 
Management/Utilization Management Committees on a quarterly basis. Periodically we 
evaluate the list of codes requiring prior authorization to determine if prior authorization 
should continue or if new codes should be added. This includes a review of utilization, costs, 
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and approval versus denial data to assure that there is a consideration for potential over and 
under-utilization of services. 


Ongoing Utilization Monitoring System 


We monitor utilization and performance improvement indicators to track the effective use of 
clinical resources and services. We use indicators to track utilization fundamentals and will 
add others, such as HEDIS or other comparable indicators, as needed to reflect State 
regulatory or business requirements. The indicators apply utilization data and information, 
such as trending reports and data sets showing over- or under-utilization of resources or 
identifying specific diseases or large populations with a specific disease. These are brought to 
Quality Management/Utilization Management Committees for review on a monthly and 
quarterly basis as they trend upwards for identifying gaps in care. 


Health Care Equity (HCE) Program 


As part of the State’s efforts to reduce health disparities, we will regularly use our reports and 
data to rank disease and condition priorities among various ethnic and racial groups in 
Nevada. We also use our data to monitor for appropriate utilization of inpatient and 
outpatient services and address any provider outliers within these priority populations. 


We have identified health disparities as a chief focus area and have established the National 
HCE program to support initiatives set forth at the State and national level. The purpose of 
this comprehensive program is to deploy interventions to close the gaps that contribute to 
health disparities in these priority populations. The HCE program offers an array of 
interventions including our evidenced based Community Health Worker (CHW) program. Our 
CHW program offers a comprehensive strategy to recruit, train and deploy health workers as 
a mechanism to engage recipients with the overall health system and social services while 
building the capacity of local organizations. A key aspect of our program is to recruit health 
workers who are intimately involved with focus priority communities to serve as cultural 
bridges between our recipients, communities, providers and overall health system. Our CHW 
are trained to serve as adjuncts to existing programs within our Medicaid Fully Integrated 
System of Care Model. 


A few examples of CHW program intervention focuses are: 


• Infant Mortality in African Americans: We deploy CHW Outreach and engage African 
American women who are pregnant or who have recently given birth and offer face-to-
face coaching sessions on the benefits of appropriate pre-natal care, well-child care, 
immunizations, and post-partum care. 


• Diabetes Intervention: Diabetes ranks as a health priority for African Americans –including 
adolescents, our Diabetes program for Nevada includes CHW face-to-face interventions to 
recipients living in geographic areas with high ED related to this condition. CHW will 
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provide coaching sessions based on the Centers for Disease Control and Prevention “Road 
to Health,” a Diabetes education toolkit designed in collaboration with African Americans. 


• Adolescent Substance Abuse and Behavioral Health: Upon discharge of these individuals, 
we organize in-home assessments within three days of discharge, offer peer support and 
CHW support to facilitate compliance with partum care as well as behavioral health 
follow up. Our CHWs help these recipients gain access to community resources and 
actively work with local organizations to identify support for their caregivers to help these 
recipients achieve their goals. 


3.16.11 Embezzlement and Theft 
Vendors must monitor activities on an ongoing basis to prevent and detect 
embezzlement or theft by employees, providers, and subcontractors. Any evidence of 
criminal activity must be reported to the appropriate authority and the DHCFP SUR unit 
within five (5) business days. 


We understand and will comply with the requirements of RFP Section 3.16.11.  


We will monitor activities on an ongoing basis to prevent and detect embezzlement or theft 
by employees, providers, and subcontractors and will report any evidence of criminal activity 
to the appropriate authority and DHCFP SUR unit within five business days. 


We monitor for and respond to potential incidents involving embezzlement and theft in full 
accordance with the FWA provisions and our Code of Conduct and Compliance program. 


We maintain policies to confirm that staff are conducting business in a legal and ethical 
manner. These policies guide the detection, prevention, and investigation of embezzlement, 
internal theft, and other forms of staff fraud. All staff complete annual education and training 
on these policies and the Code of Conduct. Staff members are required to report any 
suspected violations of the Code of Conduct and Compliance program by internal staff, 
providers or subcontractors to their immediate supervisor, manager, our Compliance Officer, 
an Investigative Services, or the telephone hotline made available to employees to report 
suspected behaviors. 


Providers and recipients may report suspected FWA by calling our services operations hotlines 
or through our websites. We publish the hotline number on our recipients’ Explanations of 
Benefits (EOBs) and provider remittance advice. Through recipient and provider manuals, we 
direct recipients and providers to report suspected FWA to us or the Nevada DHCFP SUR Unit. 
Additional details on identifying and reporting FWA are available to recipients and providers 
on our website. 


Subcontractors can report suspected FWA by contacting the vendor following the instructions 
in the FWA training materials or those on our website. Staff members will route referrals  
to the SIU and report suspected cases to the State. We discuss FWA with subcontractors at 
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every oversight meeting, emphasizing the requirement to report all suspected fraud cases 
within 24 hours.  


Procedures for Prompt Response to Detected Offenses 
We respond promptly when we detect an offense. We maintain and communicate clear, 
objective, and efficient systems, training, and tools to identify and investigate suspected 
compliance violations. Supervisors can access all case information to monitor the timeliness  
of case handling. 


If we find and confirm a violation, we apply fair and consistent disciplinary actions. These 
include education, termination of the subcontractor, staff or provider from the network, and 
even prosecution, as indicated by the seriousness of the offense. 


Procedures for reporting to the State agency, including the requirement of a quarterly fraud, 
waste, and abuse report and using State-approved forms. 


We refer suspected fraudulent activity to the State agency on the MCO Referral Form within 
24 hours of identification and include the required information in the quarterly State FWA log. 
We promptly assign referrals to an investigator for further review.  


3.16.12 Verification of Services 


3.16.12.1 The vendor must verify that services billed by providers were actually 
provided to recipients. 


We understand and will comply with the requirements of RFP Section 3.16.12.1.  


We will verify that services billed by providers were provided to recipients. We will investigate 
all recipient reports of misuse of their ID card and when a recipient reports that their 
Verification of Services (VOS) notice includes services they believe were not provided to them. 


3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of 
Services (VOS) letters for such verification. 


We understand and will comply with the requirements of RFP Section 3.16.12.2.  


In addition to sending out VOS letters to confirm services were furnished, the following 
activities are also performed to verify services: 


• Our Case Managers watch for billed services that appear duplicative or delivered to 
someone other than the recipient in question. 


• Our provider contracts contain language that requires providers to follow our fraud and 
abuse policies and procedures. Providers must follow requirements regarding fraud and 
abuse as a condition of payment. 
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• Our provider manual and provider training include a requirement for providers to view  
ID cards before providing services to our adult recipients. We reinforce that requirement 
at site visits and when we suspect office staff non-compliance. 


• We engage in continuous outreach and education efforts through our Member 
Handbooks, website and other materials to educate our recipients on how to recognize 
the signs of FWA and how to report them. For example, in recipient education, we will 
include training on how to report if recipients suspect providers are billing for services 
they did not receive. 


Corrective Actions 
We have a corrective action process to recover overpayments and educate providers and shall 
follow this process in response to services not rendered. The Corrective Action Plan (CAP) is 
specific to address the particular misconduct identified. Our process includes a discrepancy 
letter along with a CAP identifying the provider deficiencies and areas of improvement and 
the plan’s expectation to correct these deficiencies within a specific period. CAPs are 
presented to the compliance committee on at least a quarterly basis. We follow up with the 
provider to confirm prompt responses to the identified offenses and to verify compliance. If 
we suspect FWA, this will be referred to our SIU for further investigation and reported to 
DHCFP as required by this RFP. 


Examples of Past Program Reviews 
• In one of our health plans in 2013, the Manager for Long Term Care received an email 


from a recipient reporting a Self-Directed Attendant Care provider’s timesheet indicated 
that she worked 72 hours when she only worked 12. The recipient reported this to the 
police. The provider billed for these services. On further data analysis by our SIU, it was 
also identified that the provider submitted claims for home health care when the patient 
was hospitalized. The amount of $13,894.20 was recovered from the provider. 


• In April of 2013, our health plans mailed monthly Recipient Verification letters to 
recipients. One recipient’s mother called the fraud hotline to report she received a 
verification letter regarding services that had been rendered by a Counselor for her son. 
The mother stated that the provider had not seen her son in over two years. A review of 
additional dates of service with the mother determined that there was a total of 40 dates 
of service billed, which were not rendered to her son. This information was reported to the 
SIU for further investigation. SIU identified an overpayment amounting to $202,897.42. 
Both the Counselor and her assistant were convicted of Medicaid Fraud. 


3.16.12.3 EOBs, if used, must be sent for all services with the exception of the 
services listed in section 3.14.13.5. 


We understand and will comply with the requirements of RFP Section 3.16.12.3.  
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We will not send EOBs, but we will be sending out VOS letters as required. 


3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 
recipients each month. 


We understand and will comply with the requirements of RFP Section 3.16.12.4.  


3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information 
that, if revealed to other recipients of the household, would be a violation 
of confidentiality requirements for women’s healthcare, family planning, 
sexually transmitted diseases, and behavioral health services. 


We understand and will comply with the requirements of RFP Section 3.16.12.5. 


We will suppress information in VOS letters that, if revealed to other recipients of the 
household, would be a violation of confidentiality requirements for women’s healthcare, 
family planning, sexually transmitted diseases, and behavioral health services.  


The VOS letters exclude information that, if revealed to other recipients of the household, 
would be a violation of confidentiality requirements for women’s healthcare, family planning, 
sexually transmitted diseases, and behavioral health services. The VOS letters are written at 
an 8th-grade reading level; this letter includes required VOS fields, so it is easily understood by 
our recipient population. Recipients are instructed to call Recipient Services if they did not 
receive these services or have any questions.  


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone 
number for the public, recipients and providers to report allegations of 
fraud, waste, abuse, or improper payments. 


We understand and will comply with the requirements of RFP Section 3.16.13.1.  


We will acquire, maintain and monitor a hotline telephone number for the public, recipients 
and providers to report allegations of fraud, waste, abuse or improper payments. 


3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame 
placed on the vendor’s front page of their Nevada Medicaid website. 


We understand and will comply with the requirements of RFP Section 3.16.13.2. 


Our hotline number will be prominently displayed in a stand-alone frame placed on our front 
page of the Nevada Medicaid website. 


3.16.13.3 The telephone line may be augmented by a web page used specifically for 
collecting and reporting to the vendor's Program Integrity Unit complaint 
information entered by a fraud, waste and abuse complainant. 
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We understand and will comply with the requirements of RFP Section 3.16.13.3.  


3.16.13.4 If the vendor also uses a web page for receiving program integrity 
complaints, it must: 


A. Be accessible and simple to use by the public, recipients  
and providers; 


We understand and will comply with the requirements of RFP Section 3.16.13.4.A.  


Our web page will be accessible and simple to use by the public, recipients and providers.  


B. Have a stand-alone highlighted button or link on the vendor's front 
page of their Nevada Medicaid website; and 


We understand and will comply with the requirements of RFP Section 3.16.13.4.B.  


We will have a stand-alone highlighted button or link on the front page of our Nevada 
Medicaid website.  


C. Be identified with language which states clearly the button or link is 
for use in reporting Medicaid fraud, waste or abuse. 


We understand and will comply with the requirements of RFP Section 3.16.13.4.C.  


Our web page will be identified with language that states clearly the button or link is for use 
in reporting Medicaid FWA. 


3.16.14 Vendor’s Program Integrity Unit 


3.16.14.1 Unit Composition 


A. The vendor must establish and maintain a distinct Program Integrity Unit 
(PIU) whose responsibilities include the identification, review, recovery, and 
reporting of improper Medicaid and Nevada Checkup payments, including 
fraud, waste, and abuse (FWA) activities. 


We understand and will comply with the requirement of RFP Section 3.16.14.1.A.  


We will establish and maintain a distinct PIU whose responsibilities include the identification, 
review, recovery, and reporting of improper Medicaid and Nevada Checkup payments, 
including FWA activities. 


Our Fraud and Abuse Investigator(s) will be our locally based recipient of the Medicaid SIU. 
We will staff one investigator per 50,000 Medicaid recipients in our plan. 


We leverage the expertise of the Medicaid SIU to continue detection and for review and 
investigation of potential cases of FWA. The SIU supports all internal lines of business, making 
it easier to spot FWA trends. For example, if a provider is improperly billing commercial 
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claims, the SIU has a process for automatically checking Medicaid lines of business for the 
same improper billing by that provider. If there is exposure within the Medicaid business, SIU 
refers the issue for investigation by the dedicated Medicaid investigative team. This process 
allows us to review the allegations we receive through data mining or any other method and 
gives us additional leads. The SIU communicates the findings to our Nevada-based 
Compliance Officer for follow-up actions. 


B. The PIU must include a compliance officer and a compliance 
committee accountable to senior management. The compliance 
officer shall be available to communicate with the DHCFP Program 
Integrity and SUR staff by telephone, email, text message, or other 
communication methods during State business hours. 


We understand and will comply with the requirement of RFP Section 3.16.14.1.B.  


Our PIU will include a compliance officer and a compliance committee accountable to senior 
management. The compliance officer shall be available to communicate with the DHCFP 
Program Integrity and SUR staff by telephone, email, text message, or other communication 
methods during State business hours. 


Our Compliance Officer reports to our Administrator. The Compliance Officer chairs the 
Compliance Committee, which meets at least quarterly. The Compliance Committee includes 
senior management including representatives from the Medical Management, Quality, 
Health Services, Provider Relations, Legal, Recipient Services, and Finance departments. The 
Compliance Committee recommends, reviews, and monitors internal controls such as 
compliance issues including FWA, regulatory and contractual compliance, and corrective 
action plans; it also identifies potential compliance gaps. Compliance Officer actions include 
reporting to the State using State-approved forms, recovery of monies or additional education 
where applicable and assisting the State with the prosecution. 


C. The PIU shall have adequate resources and qualified staffing available 
to conduct reviews, recovery and reporting of improper payments, 
including FWA activities, as specified in the vendor contract. 


We understand and will comply with the requirement of RFP Section 3.16.14.1.C.  


The PIU will have adequate resources and qualified staffing available to conduct reviews, 
recovery, and reporting of improper payments, including FWA activities, as specified in the 
vendor contract. 


The Corporate SIU is responsible for the overarching health care fraud and abuse program. 
The SIU is a team of experienced professional investigators with the background necessary to 
pursue all types of cases, from the simple to the complex. They work closely with the 
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Compliance Officer and financial areas and outside agencies such as the FBI and have 
developed extensive networks inside and outside the company. 


Most referrals to the SIU come from the claims processors and analysts, who are on the front 
line in our service centers across the country, and who are trained to identify potential fraud 
and abuse, document it, and report it to the SIU for investigation. Additionally, SIU receives 
referrals from law enforcement (primarily the FBI), from the NHCAA, and from other health 
care companies.  


The SIU is responsible for:  


• Centralized data mining including technology-based pre-pay solution 
• Policy/procedure development to support standardization and adoption of best practices 


across all health plans 
• Management of FWA cases that span plans or are national in nature 


Dedicated Program Integrity Officer 
Supporting the Compliance Officer, the Compliance Committee, and all program integrity 
efforts are the Nevada-dedicated Fraud, Waste, and Abuse Investigator. The FWA 
Investigator receives specialized training through the SIU on using all of our systems and tools 
to address FWA. They also must complete a boot camp training segment that covers claims, 
provider credentialing, utilization management, enrollment, and coordination of benefits, 
among other topics.  


The PIO Investigator:  


• Reports to the Administrator and manages investigations 
• Educates providers and manages recoveries 
• Engages Compliance Plan staff and leadership on local FWA activities, requirements,  


and actions  
• Leads audit preparation and are accountable for audit performance  
• Accesses provider records in conducting investigations of known or suspected acts of 


health care fraud and abuse  
• Communicates and cooperates with Federal and Commonwealth agencies about the 


prosecution of specific health care fraud cases  
• Makes internal and external referrals in the required timeframes 


We will submit the State required Program Integrity Referral Form(s) within 10 business days 
from opening an investigation. If a Provider/Recipient is marked as a credible allegation of 
fraud, SIU Investigator will submit the case information to the State agency on the State 
required Program Integrity Referral Form(s) within two business days of identification. SIU 
Investigator will submit the State required Monthly/Quarterly Program Integrity Reports no 
later than the 10th business day following the end of the month/quarter.  
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D. The PIU will have adequate resources to meet either in person or  
via telephone on a monthly basis to provide information and updates 
on cases. 


We understand and will comply with the requirement of RFP Section 3.16.14.1.D.  


Our PIU will have adequate resources to meet either in person or via telephone on a monthly 
basis to provide information and updates on cases. 


E. Qualified staff shall have experience in health care claims review, data 
analysis, professional medical coding or law enforcement. 


We understand and will comply with the requirements of RFP Section 3.16.14.1.E.  


Our current Medicaid Program Integrity staff handling fraud, waste and abuse investigations 
include the following background: 


• Certified pharmacy technicians 
• Certified professional coders 
• Certified fraud examiners 
• Medicaid compliance backgrounds 
• Accredited health care fraud investigators 
• Registered Nurse 
• Lawyer 
• Law enforcement 
• Claims processing backgrounds 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must 
be at least one per 50,000 Medicaid recipients. 


We understand and will comply with the requirements of RFP Section 3.16.14.1.F.  


The number of full-time equivalents dedicated to the PIU is at least one per 50,000  
Medicaid recipients. 


G. The PIU staff must receive on-going training in conducting compliance 
reviews, and must travel to the DHCFP for periodic meetings and 
trainings with SUR Unit staff. 


We understand and will comply with the requirements of RFP Section 3.16.14.1.G.  


The PIU staff receive on-going training in conducting compliance reviews, and will travel to 
the DHCFP for periodic meetings and training with SUR Unit staff. 
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Also, SIU investigators receive specialized training focused on the investigative process and 
key State and Federal regulations. That training includes: 


• The duties and functions of the SIU 
• Investigation guidelines, conducting interviews, report writing, information disclosure, 


and law enforcement relations 
• Potential health care and pharmacy fraud indicators 
• The procedures and processes for referring and addressing suspicious claims 
• The investigation process for suspected recipient and provider fraud 
• The referral procedure for communication between the Health Plan, appropriate 


authorities and the SIU 
• State and Federal laws and regulations 
• Selected advanced FWA training topics as described above 


3.16.15 Fraud Identification and Referral 


3.16.15.1 Vendor shall establish policies and procedures to identify and refer 
credible allegations of fraud to the SUR Unit of the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.16.15.1.  


We have established policies and procedures to identify and refer credible allegations of fraud 
to the SUR Unit of the DHCFP.  


If a Provider/Recipient is marked as a credible allegation of fraud, SIU Investigator will submit 
the case information to the SUR Unit of the DHCFP within two business days of identification. 
SIU Investigator will submit the State required Monthly/Quarterly Program Integrity Reports 
no later than the 10th business day following the end of the month/quarter.  


3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, 
the vendor must perform a preliminary investigation to determine 
whether a credible allegation of fraud exists.  


We understand and will comply with the requirements in RFP Section 3.16.15.2.  


If we receive a tip related to potential fraud, we will perform a preliminary investigation to 
determine whether a credible allegation of fraud exists. 


3.16.15.3 If the vendor determines that there is credible allegation of fraud, the 
vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon 
as possible and within two (2) business days.  


We understand and will comply with the requirements of RFP Section 3.16.15.3.  
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If we determine that there is a credible allegation of fraud, we will submit a fraud referral to 
the SUR Unit of the DHCFP as soon as possible and within two business days.  


3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following 
information and any other information specified by the DHCFP: 


A. Provider’s name, Medicaid provider number or provider’s National Provider 
Identifier (NPI); 


B. Nevada Medicaid provider type; 


C. Recipient’s name and Medicaid number; 


D. Date and source of the original complaint or tip; 


E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


2. Dates of fraudulent conduct; and 


3. Approximate value of fraudulently obtained payments. 


F. Any other agencies or entities (e.g., medical board, law enforcement) 
notified by vendor, and any actions they have taken; 


G. The findings from the vendor’s preliminary investigation and proposed 
actions;  


We understand and will comply with the requirements of RFP Sections 3.16.15.4.A–G.  


Our fraud referral will provide, at a minimum, the information in A-G above and any other 
information specified by the DHCFP. 


H. After submitting the fraud referral, the vendor will take no further 
action on the specific allegation until the SUR Unit responds; 


We understand and will comply with the requirements of RFP Section 3.16.15.4.H. 


We will refrain from taking further action after submitting the fraud referral until the SUR 
Unit responds. 


I. If the SUR Unit notifies the vendor that the fraud referral is declined, 
the vendor must proceed with its own investigation to comply with 
the reporting requirements contained in this contract; and 


We understand and will comply with the requirements of RFP Section 3.16.15.4.I 
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We will proceed with our own investigation to comply with the reporting requirements 
contained in the contract once the SUR Unit notifies that the fraud referral is declined. 


J. If the SUR Unit notifies the vendor that the fraud referral is accepted, 
the vendor will be instructed as to what further actions, if any, they 
may take which will not impair the investigation by the MFCU or other 
law enforcement agency. The vendor must provide the MFCU access 
to conduct private interviews of MCO personnel, subcontractors and 
their personnel, witnesses and recipients. MCO personnel, 
subcontractors and their personnel must cooperate fully in making 
MCO personnel, subcontractors and their personnel available in 
person for interviews, consultation, grand jury proceedings, pre-trial 
conference, and hearings, at their own expense. 


We understand and will comply with the requirements of RFP Section 3.16.15.4.J.  


We will provide the MFCU access to conduct private interviews with our personnel, 
subcontractors and their personnel, witnesses and recipients. Our personnel, subcontractors, 
and their personnel will cooperate fully in making our personnel subcontractors and their 
personnel available in person for interviews, consultation, grand jury proceedings, pre-trial 
conference and hearings, at our own expense. 


3.16.16 Payment Suspensions 
The vendor must establish policies and procedures to implement payment suspensions 
as directed by DHCFP, including those related to Credible Allegations of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, and 
the vendor fails to do so, the DHCFP may impose penalties. 


We understand and will comply with the requirements of RFP Section 3.16.16.  


We have established policies and procedures to implement payment suspensions as directed 
by DHCFP, including those related to Credible Allegations of Fraud. We initiate corrective 
actions in instances of detected FWA. Further, we suspend payment to any provider when 
instructed to do so by the DHCFP or another authorized agency. We understand that the 
DHCFP may impose penalties for failure to suspend payments. 


3.16.17 Compliance Reviews 
The vendor’s PIU must specifically address the identification, review, recovery, 
prevention, and reporting of improper payments, including fraud, waste, and abuse. 


We understand and will comply with the requirements of RFP Section 3.16.17.  
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PIU will specifically address the identification, review, recovery, prevention, and reporting of 
improper payments, including fraud, waste, and abuse. 


Our Nevada-based PIO will lead all program integrity efforts. This individual will report 
directly to the Health Plan Administrator on fraud, waste, and abuse issues and will oversee 
the PIU which coordinates, collaborates, reviews, and investigates fraud and abuse issues. 
The PIO has open and immediate access to all of our SIU’s leadership, tools, and supports—
meeting all DHCFP requirements. The SIU’s team of experienced, full-time investigators,  
field fraud (claims) analysts, medical director, dedicated information technology team,  
and supporting management and administrative staff all help to support our  
compliance activities. 


We prevent fraudulent claims and detect questionable claims payments with various tools, 
including business intelligence software that identifies providers whose billing, treatment, or 
patient demographic profiles differ significantly from that of their peers. Our program 
integrity plan discusses the data systems, resources, and staff that perform fraud, abuse, and 
other compliance responsibilities. 


Identifying potential FWA intervention begins with claims system edits, including: 


• Recipient Eligibility 
• Covered or Non-Covered Services 
• Services within the Scope of the Network Provider’s Practice 
• Duplication of Services 
• Prior Authorization 
• Invalid Procedure Codes 
• Data accuracy, over-utilization standards, and durable medical equipment guidelines 


The IBM FAMS is our SIU’s primary proactive detection tool. The SIU has built more than  
60 specialty models and has applied the models to more than 1.1 million providers. FAMS 
monitors provider behavior and identifies outliers based on elements chosen from a library of 
over 8,000 discrete measures, or custom measures built by the SIU technology staff. FAMS, 
using the models, profiles providers by peer group, specialty, product, geography, and so on. 


Investigators use Universal Web Information Delivery, a reporting application, to retrieve 
data. Investigators can run standard reports by Tax ID, National Provider Identifier, recipient 
ID, procedure codes, and so forth. SIU uses these reports to supplement investigations and to 
identify additional potential fraud situations and schemes. 


Thorough detection of potential FWA requires various resources and a multi-pronged 
approach including: 


• Toll-free, 24-hour telephone hotline for reports of actual or suspected FWA 
• Case referrals from law enforcement (Federal and State) and regulatory agencies 
• Trends and specific case referrals obtained through our affiliations with national 
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• industry groups 
• IBM FAMS 
• Claims editing software 


All staff members are trained to identify and immediately refer potential incidents of FWA to 
the Compliance Department. The Compliance Department refers potential cases to the State 
and SIU staff, experienced in investigative techniques. SIU returns the findings with 
recommendations for action. The Compliance Officer and compliance consultant present the 
findings and recommendations to the FWA Committee for approval to implement. 


3.16.18 Identification 


3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. 
Sources may include, but are not limited to: 


A. Fraud hotline or website; 


We understand and will comply with the requirements of RFP Section 3.16.18.1.A.  


Our PIU will review all tips, complaints and referrals promptly using sources that include but 
are not limited to, a fraud hotline or website.  


B. Referrals from the DHCFP; 


We understand and will comply with the requirements of RFP Section 3.16.18.1.B.  


Our PIU will review all tips, complaints and referrals promptly using sources that include but 
are not limited to, referrals from the DHCFP.  


C. Referrals from the vendor's own organization including utilizations of 
data systems to identify issues such as provider profiling or data 
analysis; or 


We understand and will comply with the requirements of RFP Section 3.16.18.1.C.  


Our PIU will review all tips, complaints and referrals promptly using sources that include but 
are not limited to, referrals from our organization including utilizations of data systems to 
identify issues such as provider profiling or data analysis. 


D. Verification of Service letters/EOB’s complaints 


We understand and will comply with the requirements of RFP Section 3.16.18.1.D.  
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Our PIU will review all tips, complaints and referrals promptly using sources that include but 
are not limited to, VOS letters/EOB’s complaints.  


3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be 
referred to the Division of Welfare and Social Services (DWSS) Investigations 
and Review (I & R) Unit. The DHCFP must be copied on the referral. 


We understand and will comply with the requirements of RFP Section 3.16.18.2.  


All tips, complaints, and referrals which allege recipient misconduct will be referred to the 
Division of Welfare and Social Services Investigations and Review Unit, and the DHCFP will be 
copied on the referral. 


3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP 
monthly regardless of the outcome. 


We understand and will comply with the requirements of RFP Section 3.16.18.3.  


All tips, complaints, and referrals will be tracked and reported to the DHCFP monthly 
regardless of the outcome. 


3.16.19 Review 


3.16.19.1 The PIU will conduct a review of any identified issues by collecting and 
analyzing available relevant information, including, but not limited to: 


A. Encounter data; 


B. Provider credentialing and enrollment records; 


C. Provider self-audits; 


D. Provider treatment records; 


E. Prior authorization records; 


F. Recipient verification of service letters/EOB’s; 


G. Nevada Medicaid Services Manual (MSM); and 


H. Nevada Medicaid Billing Guidelines. 


We understand and will comply with the requirements of RFP Section 3.16.19.1.A-H.  


We collect and analyze data from various sources such as those listed in RFP Section 3.16.19.1 
when we review issues. 


3.16.19.2 The PIU will determine which, if any, encounters were improper payments.  


We understand and will comply with the requirements of RFP Section 3.16.19.2.  
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Our PIU will determine which, if any, encounters were improper payments. We have formal 
procedures, policies, and tools to review, identify, and address FWA.  


3.16.20 Recovery and Education 
3.16.20.1 The PIU will notify the provider of the identified overpayment. The 


notification will include: 
A. The amount of the overpayment; 


B. A detailed listing of the encounters affected; 
C. Education and citations supporting the findings; 
D. Options for repayment; 
E. Any internal appeal rights afforded by the vendor; and 
F. The provider's right to an Administrative Fair Hearing through the 


DHCFP after internal appeals with the vendor are exhausted. 


We understand and will comply with the requirements of RFP Section 3.16.20.1.A-F.  


Our PIU will notify the provider of the identified overpayment. The notification of 
overpayment will include the items A-F listed above. 


3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor 
fraud and abuse investigation or audit. 


We understand and will comply with the requirements of RFP Section 3.16.20.2.  


Our PIU will collect and retain the overpayments resulting from a fraud and abuse 
investigation or audit.  


We have a corrective action process to recover overpayments and educate Providers and shall 
follow this process in response to such violations as outlined in our contract. The corrective 
action plan is specific to address the particular misconduct identified. Our process includes a 
discrepancy letter along with a CAP identifying the provider deficiencies and areas of 
improvement and the health plan’s expectation to correct these deficiencies within a specific 
period. We follow up with the provider to confirm prompt responses to the identified offenses 
and to verify compliance. 


3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar 
days following the identification of the overpayments, regardless of whether 
the vendor is able to recover the overpayment from the provider. 


We understand and will comply with the requirements of RFP Section 3.16.20.3.  


All affected encounters will be adjusted or voided within 60 calendar days following the 
identification of the overpayments, regardless of whether we can recover the overpayment 
from the provider. Our encounter data management system can generate the appropriate 
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void, replacement or correction record to report recovery of overpayments to providers per 
DHCFP’s requirements.  


3.16.21 Monetary Recoveries by State or Federal Entities 
3.16.21.1 If any government entity including the Attorney General’s Office, either from 


restitutions, recoveries, penalties, fraud prosecutions, or fines imposed 
following a criminal prosecution or guilty plea, or through a civil settlement or 
judgment, or any other form of civil action, receives a monetary recovery 
from any entity, the entirety of such monetary recovery belongs exclusively to 
the State of Nevada and the vendor has no claim to any portion of this 
recovery. 


We understand and will comply with the requirements of RFP Section 3.16.21.1.  


We understand that if any government entity including the Attorney General’s Office, either 
from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a 
criminal prosecution or guilty plea, or through a civil settlement or judgment, or any other 
form of civil action, receives a monetary recovery from any entity, the entirety of such 
monetary recovery belongs exclusively to the State of Nevada and we have no claim to any 
portion of this recovery. 


3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its 
subcontractors to agree to subrogate, to the State of Nevada for all criminal, 
civil and administrative action recoveries undertaken by any government 
entity, including, but not limited to, all claims the vendor or subcontractors 
has or may have against any entity that directly or indirectly receives funds 
under this Contract including, but not limited to, any health care provider, 
manufacturer, wholesale or retail supplier, sales representative, laboratory, 
or other provider in the design, manufacture, marketing, pricing, or quality of 
drugs, pharmaceuticals, medical supplies, medical devices, durable medical 
equipment, or other health care related products or services. 


We understand and will comply with the requirements of RFP Section 3.16.21.2. 


We will require all subcontractors to agree to subrogate to the State of Nevada for all 
criminal, civil and administrative action recoveries undertaken by any government entity. 


3.16.21.3 Any funds recovered and retained by a government entity will be reported to 
the actuary to consider in the rate-setting process. 


We understand and will comply with the requirements of RFP Section 3.16.21.3. 


We will report any funds recovered and retained by a government entity to the actuary for 
consideration in the rate-setting process. 
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3.16.21.4 If any specific payments are identified as improper, those encounters must be 
adjusted or voided, as appropriate. 


We understand and will comply with the requirements of RFP Section 3.16.21.4.  


If any specific payments are identified as improper, those encounters will be adjusted or 
voided, as appropriate. Encounter errors that require claim re-adjudication are reprocessed in 
the appropriate claim system; the adjusted claim is imported into the encounter data 
management system for resubmission to DHCFP per the encounter correction protocol.  


3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any 
State of Nevada government entity or local law enforcement to stand in the 
place of a vendor or client in the collection against a third party. 


We understand and will comply with the requirements of RFP Section 3.16.21.5.  


We understand that for this Section only, “subrogation” means the right of any State of 
Nevada government entity or local law enforcement to stand in the place of a vendor or client 
in the collection against a third party. We will confirm our policies and procedures comply 
with all Federal and State of Nevada laws and regulations for third-party liability (TPL), 
coordination of benefits (COB), and subrogation. We will be compliant with all the DHCFP 
reporting requirements related to TPL, COB, and subrogation. 


3.16.22 Reporting Requirements 
3.16.22.1 All information provided to the DHCFP must be submitted according to the 


format in the forms and reporting guide. 


We understand and will comply with the requirements of RFP Section 3.16.22.1. 


We will submit all information to the DHCFP according to the format in the forms and 
reporting guide. 


3.16.22.2 The vendor must report certain information to the DHCFP on a per 
occurrence basis. This includes, but is not limited to: 


A. Every allegation, complaint, or referral pertaining to overpayments whether 
caused by fraud, waste, abuse or billing errors; 


B. Every CAF; 


C. Every employee of the vendor who is employed by, has ownership 
interest in, or contracts with, any provider enrolled with Nevada 
Medicaid; and 


D. Every provider that is de-credentialed or denied credentialing for 
whatever reason. 


We understand and will comply with the requirements of RFP Sections 3.16.22.2.A–D. 


NV Managed Care Organization RFP No.: 3260 675







3.16 PROGRAM INTEGRITY 


 


 
 


We will report certain information as defined in A-D above to the DHCFP on a per  
occurrence basis. 


3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. 
This includes, but is not limited to: 


A. All active reviews and their status; and 


B. All completed reviews with a detailed reason, and the amount 
of each overpayment recovered from the vendor’s fraud and 
abuse investigation or audits. Each review must be reported 
even if the determination was that there was no overpayment. 


We understand and will comply with the requirements of RFP Sections 3.16.22.3.A–B. 


We will report required information in A and B above to the DHCFP on a monthly basis. 


3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


We understand and will comply with the reporting requirements in RFP Section 3.16.22.4.  


Upon request, we will provide encounter data to the MFCU at no cost. 


3.16.23 Provider Compliance Reviews by the DHCFP 
3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to 


ensure compliance with Nevada Medicaid policies. 


We understand and will comply with the requirements of RFP Section 3.16.23.1.  


We understand the DHCFP may conduct reviews of encounter data and MCO providers to 
confirm compliance with Nevada Medicaid policies.  


3.16.23.2 Any improper payments discovered by the DHCFP, which have not been 
reported by the vendor as being under review, may be recovered and 
retained by the DHCFP. 


We understand and will comply with the requirements in RFP Section 3.16.23.2. 


We understand that any improper payments discovered by the DHCFP, which have not been 
reported by us as being under review, may be recovered and retained by the DHCFP. 


3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its 
network as a result of an overpayment discovered by the DHCFP. Any money 
withheld for this reason must be sent to the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.16.23.3. 
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We will withhold payment, upon instruction to a provider in our network as a result of an 
overpayment discovered by the DHCFP and to send the money withheld for that reason to the 
DHCFP. 


3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided 
from the encounter data within sixty (60) days after notification from DHCFP. 


We understand and will comply with the requirements of RFP Section 3.16.23.4. 


We will adjust or void all improper payments identified by the DHCFP from the encounter 
data within 60 days after notification from the DHCFP. 


3.16.24 Provider Preventable Conditions (PPC) 
The vendor must identify and report and require all providers and subcontractors to 
identify and report to the SUR Unit in DHCFP, provider preventable conditions that are 
associated with claims for Medicaid payment of with courses of treatment furnished to 
Medicaid patients for which Medicaid payment would otherwise be available. 


We understand and will comply with the requirements in RFP Section 3.16.24.  


We will identify and report and require all providers and subcontractors to identify and report 
to the SUR Unit in DHCFP, PCC’s that are associated with claims for Medicaid payment with 
courses of treatment furnished to Medicaid patients for which Medicaid payment would 
otherwise be available.  


We have policies and procedures in place to comply with 42 CFR 447.26 on provider 
preventable conditions and other provider-preventable conditions. These policies facilitate 
the identification of potential PPC’s, define criteria and systematic process to evaluate and 
investigate the PPC.  


Provider Preventable Conditions 
The minimum set of conditions, including infections and events, that States must identify for 
non-payment are: 


Category 1 – Health Care-Acquired Conditions (For Any Inpatient Hospitals Settings  
in Medicaid) 


• Foreign Object Retained After Surgery  
• Air Embolism  
• Blood Incompatibility  
• Stage III and IV Pressure Ulcers  
• Falls and Trauma; including Fractures, Dislocations, Intracranial Injuries, Crushing Injuries, 


Burns, Electric Shock  
• Catheter-Associated Urinary Tract Infection  
• Vascular Catheter-Associated Infection  
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• Manifestations of Poor Glycemic Control; including Diabetic Ketoacidosis, Nonketotic 
Hyperosmolar Coma, Hypoglycemic Coma, Secondary Diabetes with Ketoacidosis, 
Secondary Diabetes with Hyperosmolarity  


• Surgical Site Infection Following:  


− Coronary Artery Bypass Graft - Mediastinitis  
− Bariatric Surgery; including Laparoscopic Gastric Bypass, Gastroenterostomy, 


Laparoscopic Gastric Restrictive Surgery  
− Orthopedic Procedures; including Spine, Neck, Shoulder, Elbow 
− Cardiac Implantable Electronic Device 


• Deep Vein Thrombosis/Pulmonary Embolism following Total Knee Replacement or Hip 
Replacement with pediatric and obstetric exceptions 


• Iatrogenic Pneumothorax with Venous Catheterization 


Category 2 – Other Provider-Preventable Conditions (For Any Health Care Setting) 


• Wrong Surgical or other invasive procedure performed on a patient  
• Surgical or other invasive procedure performed on the wrong body part  
• Surgical or other invasive procedure performed on the wrong patient  
• OPPCs identified in the State’s plan and according to the requirements of the final 


regulation 


Our claim business application system stops automatic processing of claims identified for 
clinical review. Pended claims are referred to a concurrent review nurse to investigate the 
initiate the investigation process.  


Our Concurrent Review Clinician is responsible for the following: 


• Identifying possible PPC during the concurrent review process or from claim pend reports 
• Documenting in the authorization record in the Utilization Management module of the 


claims business application system that the claim should be pended for PPC review 
• Obtaining medical record to determine validation of the PPC event 
• Reviewing medical record with the Medical Director or designated medical director 
• Documenting the findings of the medical director in the claims business  


application system 


− If clinical review indicates no PPC the pend claim indicator is turned off in the 
authorization record in the Utilization Management module of the claims business 
application system 


− If PPC is identified by clinical review, clinician completes the Perceptions of Quality of 
Care Investigation Intake form and submits to Quality Management along with copies 
of any available medical records that document the PPC concern  
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Our Medical Director renders a final determination on the existence of a PPC based on clinical 
judgment in collaboration with the Quality Management Nurse. Lastly, the Claims Analyst 
reviews claims pended for possible PPC to determine if a medical director review has occurred  


• If review is not documented in the Utilization Management module of the claims  
business application system claims analyst consults concurrent review clinician for  
status of the investigation 


• If review is documented the claims analyst proceeds with processing of the claim per 
claims processing standards for PPC 


On-going Monitoring 
The Quality Management and Utilization Management Departments are responsible for 
tracking and trending all PPC referrals. The analysis of trending, including recommendations 
for intervention strategies for areas of noted concern, is reported quarterly to the Quality 
Management/Utilization Management Committee. 


3.16.25 Vendor Disclosures: Information on Ownership and Control 
Vendors must disclose information to the DHCFP on ownership and control; 
information related to business transactions; and information on persons convicted of 
a crime. If the vendor does not disclose required information under 42CFR 455.104, 
any federal funds withheld or recouped from or any penalties assessed upon the 
DHCFP will be withheld and recouped from or assessed upon the vendor. 


We understand and will comply with the requirements of RFP Section 3.16.25.  


We understand that we must disclose information to the DHCFP on ownership and control; 
information related to business transactions; and information on persons convicted of a 
crime. We understand that if we do not disclose required information under 42CFR 455.104, 
any Federal funds withheld or recouped from or any penalties assessed upon the DHCFP will 
be withheld and recouped from or assessed upon us.  


3.16.25.1 Disclosures are due at any of the following times: 


A. Upon the vendor submitting the proposal in accordance with the 
State's procurement process. 


We understand and will comply with the requirements of RFP Section 3.16.25.1.A. 


We will provide disclosures upon submission of the proposal per the State’s  
procurement process.  


Given question 5 in Amendment 6, asking where vendors should place ownership and control 
information in light of the anonymity requirements in Section 3, and based on the State’s 
response to Question 5, which indicates that vendors should include their ownership and 
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control disclosures in Part IC-Confidential Technical Proposal, we have included our ownership 
and control disclosures in Part IC-Confidential Technical Proposal. 


B. Upon the vendor executing the contract with the State. 


We understand and will comply with the requirements of RFP Section 3.16.25.1.B. 


We will provide disclosures upon our execution of the contract with the State. 


C. Upon renewal or extension of the vendor’s contract. 


We understand and will comply with the requirements of RFP Section 3.16.25.1.C. 


We will provide disclosures upon renewal or extension of our contract. 


D. Within five (5) calendar days after any change in ownership of the 
vendor. 


We understand and will comply with the requirements of RFP Section 3.16.25.1.D. 


We will provide disclosures within five calendar days after any change in ownership. 


3.16.25.2 Disclosures on Ownership and Control by Vendor. 


A. The following disclosures must be provided by the vendor (42 CFR 
455.104(b), 1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control 
interest in the vendor that: 


a. Has direct, indirect, or combined direct/indirect ownership 
interest of five percent (5%) or more of the vendor’s equity. 


b. Owns five percent (5%) or more of any mortgage, deed of 
trust, note, or other obligation secured by the vendor if that 
interest equals at least five percent (5%) of the value of the 
vendor’s assets. 


c. Is an officer or director of a vendor organized as a 
corporation. 


d. Is a partner in a vendor organized as a partnership. 


2. The name and address of any person (individual or business 
entity) with an ownership or control interest in the vendor. The 
address for business entities must include as applicable primary 
business address, every business location, and P.O. Box address. 


3. Date of birth and Social Security Number (in the case of an 
individual). 
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4. Other tax identification number (in the case of a business entity) 
with an ownership or control interest in the vendor or in any 
subcontractor in which the vendor has a 5 percent (5%) or more 
interest. 


5. If your firm is not a Qualified Health Maintenance Organization, 
provide the disclosures described at 42 U.S.C. 1396b(m)(4)(A).” 


We understand and will comply with the requirements of RFP Section 3.16.25.2.A.1-5.  


Under the requirement in Section 3.16.25.1.A, we have provided these disclosures with our 
proposal. To comply with the RFPs anonymity requirements, these disclosures are provided in 
Part IC-Confidential Technical Proposal per the instructions in Amendment 6, Question 5. 


3.16.25.3 Whether the person (individual or business entity) with an ownership or 
control interest in the vendor is related to another person with ownership or 
control interest in the vendor as a spouse, parent, child, or sibling; or whether 
the person (individual or business entity) with an ownership or control 
interest in any subcontractor in which the vendor has a 5 percent (5%) or 
more interest is related to another person with ownership or control interest 
in the vendor as a spouse, parent, child, or sibling. 


We understand and will comply with the requirements of RFP Section 3.16.25.3.  


Under the requirement in Section 3.16.25.1.A, we have provided these disclosures with our 
proposal. To comply with the RFPs anonymity requirements, these disclosures are provided in 
Part IC-Confidential Technical Proposal per the instructions in Amendment 6, Question 5. 


3.16.25.4 The name of any other Medicaid provider or fiscal agent in which the person 
or corporation has an ownership or control interest. 


We understand and will comply with the requirements of RFP Section 3.16.25.4.  


Under the requirement in Section 3.16.25.1.A, we have provided these disclosures with our 
proposal. To comply with the RFPs anonymity requirements, these disclosures are provided in 
Part IC-Confidential Technical Proposal per the instructions in Amendment 6, Question 5. 


3.16.25.5 The name, address, date of birth, and Social Security Number of any 
managing employee of the vendor. 


We understand and will comply with the requirements of RFP Section 3.16.25.5. 
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Under the requirement in Section 3.16.25.1.A, we have provided these disclosures with our 
proposal. To comply with the RFPs anonymity requirements, these disclosures are provided in 
Part IC-Confidential Technical Proposal per the instructions in Amendment 6, Question 5. 


3.16.25.6 Vendor requirements for collecting and validating information related to 
ownership and business transactions from providers or subcontractors. 


A. The vendor must enter into an agreement with each provider under 
which the provider agrees to furnish upon request, information 
related to ownership and business transactions.  


We understand and will comply with the requirements in RFP Section 3.16.25.6.A.  


We will include language in our agreements with each of our providers under which the 
provider must agree to furnish, upon request, information related to ownership and business 
transactions. 


B. The vendor must require the provider or subcontractors to submit full 
and complete information about: 


1. The ownership of any subcontractor with whom the provider has 
had business transactions totaling more than $25,000 during the 
12-month period ending on the date of the request; and 


2. Any significant business transactions between the provider and 
any wholly owned supplier, or between the provider and any 
subcontractor, during the 5-year period ending on the date of 
the request. 


We understand and will comply with the requirements of RFP Sections 3.16.25.6.B.1–2.  


To comply with the RFPs anonymity requirements and per the instructions in Amendment 6, 
Question 5, please see Part IC-Confidential Technical Proposal for additional information. 


3.16.25.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


We understand and will comply with the requirements of RFP Section 3.16.25.7.  


Information related to providers/subcontractors convicted of crimes as specified in 42 CFR 
455.106 is collected before contracting through our provider application and Provider & 
Subcontractor Disclosure of Ownership & Controlling Interest Worksheet. We validate the 
information by checking the System for Award Management (formerly EPLS) and the LEIE 
through the MED file. Contracts with providers/subcontractors may not be signed and 
services may not be provided until this process is completed. 
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Also, we will include a provision in our provider, and subcontracting agreements requiring 
providers and subcontractors to disclose the information requested in 42 CFR 455.106, 
relating to information on persons convicted of crimes, before we enter into or renew a 
provider or subcontracting agreement, or upon written request.  


3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time 
upon written request by the vendor, the provider must disclose to the vendor 
the identity of any person who: 


A. Has ownership or control interest in the provider, or is an agent or 
managing employee of the provider/subcontractors; and 


B. Has been convicted of a criminal offense related to that person's 
involvement in any program under Medicare, Medicaid, or the Title XX 
services program since the inception of those programs. 


We understand and will comply with the requirements of RFP Sections 3.16.25.8.A–B.  


Before we enter or renew a provider agreement, or at any time upon written request by us, 
the provider must disclose to us the identity of any person who has ownership or control 
interest in the provider, or is an agent or managing employee of the provider/subcontractors 
and has been convicted of a criminal offense related to that person's involvement in any 
program under Medicare, Medicaid, or the Title XX services program since the inception of 
those programs. 


3.16.26 Denial or Termination of Provider Participation. 
3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if 


any person who has an ownership or control interest in the provider, or who 
is an agent or managing employee of the provider, has been convicted of a 
criminal offense related to that person's involvement in any program 
established under Medicare, Medicaid or the Title XX Services Program. 


We understand and will comply with the requirements of RFP Section 3.16.26.1.  


We may refuse to enter into or renew an agreement with the provider, any person who has 
an ownership or control interest in the provider, agent or managing employee of the provider 
who has been convicted of a criminal offense related to that person’s involvement in any 
program established under Medicare, Medicaid or the Title XX Services Program. 


3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement 
if it determines that the provider did not fully and accurately make any 
disclosure required. 


We understand and will comply with the requirements of RFP Section 3.16.26.2.  
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We may refuse to enter into or may terminate a provider agreement if we determine that the 
provider did not fully and accurately make any disclosure required. 


3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment  
Unit of any action it takes on the provider's application for participation  
in the program. 


We understand and will comply with the requirements of RFP Section 3.16.26.3.  


We understand the importance of promptly notifying the DHCFP Provider Enrollment Unit of 
any action it takes on the provider’s application for participation in the program. We 
understand that the DHCFP is required to report any known disclosures from a provider 
regarding owners who have a criminal conviction to OIG within two weeks of the DHCFP 
exposure to the information. 
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3. SCOPE OF WORK 
3.17 REPORTING 
3.17 The vendor must meet all reporting requirements and timeframes as required in 


Attachment T ~ Forms and Reporting Guide, and this RFP unless otherwise agreed to in 
writing by both parties. Failure to meet all reporting requirements and timeframes as 
required by this RFP and all attachments thereto may be considered to be in default or 
breach of the contract. 
Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, 
information or documents received from the vendor may be open to public disclosure and 
copying. The State will have the duty to disclose, unless a particular record is made 
confidential by law or a common law balancing of interests. This includes compensation 
arrangements, profit levels, consumer satisfaction levels, audits and findings, pertinent 
litigation, and outcomes/HEDIS data. 
Vendor may clearly label individual documents as a "trade secret" or "confidential" 
provided that the vendor agrees to indemnify and defend the State for honoring such a 
designation. The failure to label any document that is released by the State shall constitute 
a complete waiver of any and all claims for damages caused by any release of the records. 
If a public records request for a labeled document is received by the State, the State will 
notify the vendor of the request and delay access to the material until seven (7) business 
days after notification to the vendor. Within that time delay, it will be the duty of vendor 
to act in protection of its labeled record. Failure to act shall constitute a complete waiver. 


We understand and will comply with the requirements of RFP Section 3.17.  


We will be responsible for program reporting. We continue to foster our culture of quality and 
meaningful data analysis. We focus on producing timely, accurate, and compliant reports to 
help the State make informed decisions and promote its goals of providing high-quality, cost-
effective, and integrated care to recipients. We deliver all required operational reports, 
adhere to required report formats, including using prescribed templates, and meet the report 
schedule as specified in the RFP. We will cooperate with the State in validating our reports. 


3.17.1 Encounter Reporting 


3.17.1.1 Vendors must submit encounter data in accordance with the requirements in 
this contract, to include any revisions or additions which contain information 
regarding encounter data, including DHCFP’s media and file format 
requirements, liquidated damages and submittal timeframes. The vendor must 
assist DHCFP in its validation of encounter data. Compliance with reporting 
requirements is described in this RFP. 


We understand and will comply with the requirements of RFP Section 3.17.1.1.  
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Our Encounter Data Management System offers functionality to accurately, and consistently 
track encounters throughout the submission continuum including the collection, validation, 
reporting, and correction of encounter data. The encounter system can generate HIPAA-
compliant 837 (I, D, and P) and NCPDP electronic claim transactions in a standard format. It 
also supports the most current coding protocols, including standard CMS procedure or service 
codes such as ICD-9, ICD-10, CPT-4, HCPCS-I, II. Our encounter system can also be modified, 
updated, or upgraded as needed to comply with State and/or CMS mandated revisions or 
additions. We have systems, technology, processes, and analytical staff in place to comply 
with the State’s current and future reporting requirements. We strive to automate required 
reports wherever possible to optimize timeliness and accuracy of report generation and 
transmission. We can transmit files and reports to the DHCFP in a variety of ways, including 
secure email, web portal, secure file transfer protocol, or through other means as required by 
the DHCFP. The Compliance Report Catalog, a report-tracking application, consistently 
documents and tracks report deliverables. 


3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up 
program in the same manner as the Medicaid program.  Nevada Check Up 
recipients must be separately identified from Medicaid recipients, but the 
information can be combined for submission. 


We understand and will comply with the requirements of RFP Section 3.17.1.2.  


We have experience identifying and serving different populations within our health plan 
based on their eligibility, such as Medicaid eligible children, pregnant women and Children’s 
Health Insurance Program children, Aged Blind, Disabled, and Long-Term Services and 
Supports. Our system can distinguish between recipient participation in Medicaid and Nevada 
Check Up programs. Our encounter system can generate encounter data files for each 
program individually or combined as required the DHCFP. 


3.17.1.3 The vendor may not submit encounter data for amounts expended for 
providers excluded by Medicare, Medicaid, or CHIP, except for emergency 
services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. 


We understand and will comply with the requirements of RFP Section 3.17.1.3.  


Our systems have the capability of identifying providers excluded by Medicare, Medicaid, or 
CHIP, except for emergency services under 42 CFR 431.55(h) and 42 CFR 438.808, thereby 
preventing any encounters associated with these providers from being submitted to the 
DHCFP. Additionally, on a monthly basis, the Exclusion lists are checked and compared 
against our provider network to make sure we do not contract with providers who are 
excluded from Medicare, Medicaid, or CHIP. 


3.17.1.4 All encounters must be submitted for proper and accurate reporting and must 
be submitted within ninety (90) calendar days of receipt of encounter. 


We understand and will comply with the requirements of RFP Section 3.17.1.4.  
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Our Encounter Management Unit uses functional reports to monitor the accuracy, timeliness, 
and financial completeness of encounter submissions. We will submit all encounters  
within the 90-day timeframe. Moreover, we will commit to submitting 97 percent of 
encounters accurately. 


3.17.2 Summary Utilization Reporting 
The vendor shall produce reports using HEDIS and must submit these reports in addition 
to other reports required by this contract in a timely manner. 


We understand and will comply with the requirements of RFP Section 3.17.2. 


We produce reports internally in a system created by our Informatics Team. The reports and 
data are housed in our National Committee for Quality Assurance (NCQA)-certified HEDIS® 
software. HEDIS and other measures are updated as applicable to meet NCQA technical 
specifications or CMS requirements. HEDIS results and reports are also NCQA audited. We will 
submit reports as required by the contract, promptly.  


3.17.3 Dispute Resolution Reporting 


3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and 
types of provider disputes, recipient grievances, appeals and fair hearing 
requests received by the vendor and its subcontractors. 


We understand and will comply with the requirements of RFP Section 3.17.3.1.  


We do not delegate the processing of any appeals and grievances to our subcontractors. We 
will document provider appeals and grievances as well as recipient appeals, grievances, and 
State Fair Hearings by the categories such as Recipient Hearing Issue, Hearing Program, Final 
outcome, as defined in Attachment W of the Nevada RFP; in addition to identifying any trends 
in support of capturing potential issues for the States consideration. 


The Appeal and Grievance Coordinator will submit monthly and quarterly reports to the 
DHCFP in their required template, and will include all required data points. Upon request, we 
will make these reports available for public inspection using de-identified data. 


We understand that should the DHCFP request any change in the format or frequency of these 
reports, they will provide us with notice of the change. The DHCFP may publicly disclose 
summary information regarding the nature of appeals and grievances and related 
dispositions or resolutions in consumer information materials. 


3.17.3.2 These reports are to include, but not be limited to, the total number of 
recipient grievances, the total number of notices provided to recipients, the 
total number of recipient and appeals requests, and provider disputes filed, 
including reporting of all subcontractor’s recipient grievances, notices, appeals 
and provider disputes. The reports must identify the recipient grievance or 
appeal issue or provider dispute received; and verify the resolution timeframe 
for recipient grievances and appeals and provider disputes. 
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We understand and will comply with the requirements of RFP Section 3.17.3.2. 


We will log and track all appeals and grievances in our appeal and grievance application. We 
maintain records of appeal and grievance case types. Documentation includes but is not 
limited to: 


• Date of receipt 
• Method of receipt (verbally or in writing)  
• Case type (recipient or provider) 
• Summary of each problem  
• Category of problem in alignment with Attachment W of the Nevada RFP 
• Name of the person filing the appeal or grievance 
• Date of disposition 
• Disposition summary 
• Coverage determination for appeals 
• Total number of cases 


We fully expect to meet or exceed all processing standards for appeals and grievances, and 
we will share our results with the DHCFP to confirm our performance. The Appeal and 
Grievance Coordinator will submit monthly and quarterly reports to the DHCFP in their 
required template, and will include all required data points. 


3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair  
hearing requests, and provider dispute information, including, but not  
limited to, specific outcomes, shall be retained for each occurrence for  
review by the DHCFP. 


We understand and will comply with the requirements of RFP Section 3.17.3.3. 


We use an internal, proprietary application that supports the grievance system processes, 
including provider disputes (appeals and grievances on their behalf), recipient appeals, 
grievances, and State Fair Hearings, including those from a representative with written 
consent on behalf of the recipient. The application automatically assigns a tracking number to 
each case for documentation, processing, tracking, and trending of all provider disputes, 
recipient appeals, grievances, and State Fair Hearings from inception to resolution.  


In addition to the basic information listed in 3.17.3.2 above, the application contains a 
comprehensive file for each case. This file includes copies of initial denials for appeals, 
additional clinical information submitted with the appeal, and all written correspondence 
related to the appeal or grievance, including documentation of actions taken by us along with 
a resolution summary.  


We maintain appeal and grievance data for five years from the date of resolution. 
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3.17.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to 
guidelines established jointly by the vendors, the DHCFP, and the External Quality 
Review Organization (EQRO), as well as those identified in this RFP. In addition, the 
vendor must provide outcome-based clinical reports and Management Reports as may 
be requested by the DHCFP. Should the vendor fail to provide such reports in a timely 
manner, the DHCFP will require the vendor to submit a POC to address contractual 
requirements regarding timely reporting submissions. 


We understand and will comply with the requirements of RFP Section 3.17.4. 


We identify quality improvement opportunities to implement PIPs that reflect the health care 
priorities of the Medicaid population in the State we are serving. We will develop and 
implement Performance Improvement Projects (PIPs) to improve recipient health outcomes 
and satisfaction through ongoing measurements and interventions.  


We will complete performance projects specified by the State and the PIPs identified in this 
RFP. Outcome-based clinical reports and Management Reports will be produced when 
requested by the DHCFP. PIPs will be completed timely to provide the DHCFP the  
appropriate information on the success of the PIPs for during the annual review process and 
as may be requested. 


Topics for PIPs may be areas of importance or weakness, or we may identify them based on 
internal business requirements. Before designing and implementing PIP activities, we will 
examine relevant clinical, survey, financial, demographic, and encounter data that relate to 
the quality of care, utilization of services, or other factors that impact membership, providers, 
or the larger community. Our PIP topic selection process take into account the prevalence of 
conditions among recipients, the need for specific services, identified barriers to service, 
demographic characteristics, identified cultural disparities, and health risks among recipients 
or the community. 


Examples of PIPs we have successfully implemented as a Medicaid MCO in other States based 
on the community’s needs include the following: 


• Asthma PIP  
• Diabetes PIP 
• Follow-up After Hospitalization – Behavioral Health PIP 
• Improving Oral Health PIP (non-clinical) 
• Childhood Immunization PIP 
• Provider Directory Accuracy PIP (non-clinical) 


We structure each PIP to achieve demonstrable improvement and to sustain the improvement 
over time. PIPs include performance indicators that are objective, measurable, and based on 
national benchmarks or historical data. We also include interventions to achieve 
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improvement in quality, evaluation of effectiveness, and planning and initiation of activities 
for increasing or sustaining improvement.  


We use reliable and well-established statistical methodologies to evaluate our PIPs. Our 
expert quality management personnel make significant efforts to verify that data is accurate 
and reliable. For example, we analyze the data source to confirm it is appropriate to answer 
the study. We also schedule completion of the projects to allow us sufficient time each year to 
analyze outcomes and use the information in planning quality of care or service activities for 
the following year. 


The Medical Director, Quality Management/Utilization Management Committee, and the 
Quality Management Oversight Committee review and approve all PIP proposals, ongoing 
activities, and outcomes. Under the supervision of our Medical Director, the Quality 
Management Department, led by the Quality Management Director, is responsible for 
managing, tracking, and reporting PIP activities. After the Quality Management Department 
prepares PIP proposals for review by the Quality Management/Utilization Management 
Committee, the Committee will select each PIP topic based on:  


• Contractual requirements 
• Impact on a significant portion of our recipients, including special health care needs and 


high volume or high-risk conditions 
• Feasibility of achieving and sustaining improvements in recipients’ health, functional 


status or satisfaction as a result of the PIP  
• Objective performance indicators including State performance measures 


Additionally, the Quality Management Department collaborates with executive and 
management staff to make certain that each PIP complies with CMS, State contractual or 
regulatory requirements, and nationally recognized accreditation standards. 


All planned interventions in PIPs share the goal of improving the quality of the services that 
our recipients receive. We tie these interventions to a qualitative or quantitative 
measurement. Using the Plan-Do-Study-Act model for continuous improvement, we evaluate 
interventions or activities; we modify the criteria to match the increased level of improvement 
or sustainability.  
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Figure 3.17-1: Plan-Do-Study-Act 


 


3.17.5 Recipient Satisfaction Reporting 
Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment 
of Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for 
Children with Chronic Conditions (CCC), measuring recipient satisfaction prior to the 
third quarter of each contract year, unless the requirement is waived by the DHCFP due 
to an EQRO performed survey. This may be done in conjunction with the vendor’s own 
satisfaction survey. The DHCFP requires data stratified to indicate the satisfaction level 
of parents or guardians of Nevada Check Up participants. Vendors are required to report 
results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and the 
Supplemental Items for the Child Questionnaires on access to specialist care and 
coordination of care from other health providers. The DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, upon 
State’s or recipient’s request, disclosed to recipients. 


We understand and will comply with the requirements of RFP Section 3.17.5. 


We conduct Consumer Assessment of Healthcare Providers and Systems (CAHPS®) annual 
recipient satisfaction surveys for each State where we are currently a Medicaid MCO.  
We will collect and submit to the DHCFP a child and adult CAHPS survey, as well as a CAHPS 
survey for Children with Chronic Conditions, before the quarter of each contract year. The 
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data will be stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants. 


In addition, the results will be reported to the DHCFP, our executive staff, recipients, 
providers, and our Quality Management Committee meetings. A sample and/or the survey 
tool will be available for the DHCFP. The tool will be submitted to the State for approval 
before use. We understand that in addition to the survey results being disclosed to the State, 
upon the State’s or recipient’s request, the results will be disclosed to recipients. We also 
share a summary of the results with recipients in our Recipient Newsletter, and with providers 
in either a Provider Newsletter or fax blast. 


Table 3.17-1 below, shows the number of our health plan with CAHPS results in each 
category. Our summary of our 2016 CAHPS survey results across our Medicaid health plans 
that are in the NCQA 75th and 90th percentile. 


Table 3.17-1: Our 2016 CAHPS Survey Results  


 
Total # at 75th 
Percentile 


Total # at 90th 
Percentile 


Total # of Our 
Medicaid Health 
Plans at or above 
75th Percentile 


% of the 
Total # 
Plans at or 
Above the 
75th 
Percentile 


Measures -ADULT CAHPS 


Rating of Personal Doctor 0 1 1 11.1% 


Rating of Specialist Seen Most 
Often 1 1 2 22.2% 


Rating of All Health Care 1 1 2 22.2% 


Composite Measures         


Getting Needed Care 1 0 1 11.1% 


Getting Care Quickly 3 1 4 44.4% 


How Well Doctors 
Communicate 


(retired in 2015-display only) 4 5 9 100.0% 


Customer Service 0 1 1 11.1% 


Coordination of Care 0 1 1 11.1% 
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A total of 9 of our Medicaid Plans administered Adult CAHPS survey 


 


 
Total # at 75th 
Percentile 


Total # at 90th 
Percentile 


Total # of Our 
Medicaid Health 
Plans at or above 
75th Percentile 


% of the 
Total # 
Plans at or 
Above the 
75th 
Percentile 


Measures -CHILD CAHPS 


Rating of Personal Doctor 6 7 13 92.9% 


Rating of Specialist Seen Most 
Often 4 5 9 64.3% 


Rating of All Health Care 2 9 11 78.6% 


Rating of Health Plan 3 3 6 42.9% 


Composite Measures         


Getting Needed Care 5 0 5 35.7% 


Getting Care Quickly 1 7 8 57.1% 


How Well Doctors 
Communicate 


(retired in 2015-display only) 3 9 12 85.7% 


Customer Service 3 3 6 42.9% 


Coordination of Care 3 3 6 42.9% 


A total of 14 of our Medicaid Plans administered Child CAHPS survey 


Summary: As indicated above, many of our consumers rate our health plans at and above the 
75th percentile in areas of Rating of Personal Doctor, Rating of Specialist Seen Most Often, 
Rating of All Health Care, Getting Care Quickly, and How well Doctors Communicate. These 
rating indicators are critical as they show our recipients have a strong relationship with their 
provider and our health plan and can receive care promptly. The positive rating particularly 
stands out for the Child CAHPS survey which is very important as the majority of our 
recipients are children. 
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We aim for the 90th percentile or higher on every measure. We have workgroups and 
committees to review the ratings and survey responses carefully. We use all available 
resources to gather feedback directly from our recipients and find solutions to improve care 
by removing potential barriers such as our local Member Advisory Committees. We continue 
to apply best practices to improve the recipient experience and satisfaction continuously. 


3.17.6 Financial Reporting 
The vendor must meet the financial reporting requirements set forth in the Forms 
and Reporting Guide, including any revisions or additions to the document. 


We understand and will comply with the requirements of RFP Section 3.17.6.  


As an experienced Medicaid MCO, we meet financial reporting requirements of other State 
programs throughout the country. We will deliver the required financial reports as outlined in 
Attachment T 2.4 Financial Reporting Requirement Tables to the DHCFP. We understand we 
are to use Generally Accepted Accounting Principles when preparing our financial reports.  
We will use the format provided for each required report and will submit computer  
generated reports completed on software approved by the State. We will submit an electronic 
copy of all reports.  


We are a large company with favorable ratings from Standard & Poor’s, Moody’s and A.M. 
Best. We also have a long history of financial stability, with financial resources that far 
exceed the fiscal soundness requirements outlined in this RFP. We will maintain financial 
records and provide the DHCFP with annual audited financial statements certified by an 
independent certified public accountant. 


3.17.7 Sales and Transaction Reporting 
The vendor must report transactions between the vendor and parties in interest that are 
provided to the State or other agencies available to recipients upon reasonable request. 


We understand and will comply with the requirements of RFP Section 3.17.7. 


We will report transaction between our organization and parties in interest that are provided 
to the State or other agencies available to recipients upon reasonable request. 


3.17.8 Other Reporting 
The vendor shall be required to comply with additional reporting requirements upon the 
request of the DHCFP. Additional reporting requirements may be imposed on the 
vendor if DHCFP identifies any area of concern with regard to a particular aspect of the 
vendor’s performance under this contract. Such reporting would provide the DHCFP 
with the information necessary to better assess the vendor’s performance. 


We understand and will comply with the requirements of RFP Section 3.17.8. 


We have experience providing requested ad hoc reports to Medicaid State departments, 
which we are contracted with, and will work with the DHCFP to also provide any ad hoc 
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reports. We understand the DHCFP reserves the right to request ad hoc reports from our 
health plan. When requested, we will submit the report in a timely. Such reports may be 
required and requested for program planning and by the DHCFP to demonstrate and  
confirm compliance with the DHCFP Managed Care Contract at any time during the term of 
said Contract. 
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3. SCOPE OF WORK 
3.18 INFORMATION SYSTEMS AND TECHNICAL 
REQUIREMENTS 
3.18.1 Data Requirements 


The vendor will be required to provide compatible data in a DHCFP prescribed format for 
the following functions: 
3.18.1.1 Enrollment; 
3.18.1.2 Eligibility; 
3.18.1.3 Provider Network Data; 
3.18.1.4 PCP Assignment; 
3.18.1.5 Claims Payment; and 
3.18.1.6 Encounter Data. 


We understand and will comply with the requirements of RFP Sections 3.18.1.1–6. 


We are supporting all of following Electronic Data Interchange (EDI) file format successfully 
for all of our existing Medicaid State contracts today. We can share data in an industry 
standard format or any other proprietary format based on the DHCFP’s requirement.  
Our information systems can transmit, receive, and process the following data files in  
Table 3.18-1. 


Table 3.18-1: Data Files Supported 


Transaction Description 


3.18.1.1 Enrollment 


ANSI X12 834 Benefit Enrollment and Maintenance 


3.18.1.2 Eligibility 


ANSI X12 270 Eligibility, Coverage, or Benefit Inquiry 


ANSI X12 271 Eligibility, Coverage, or Benefit Information/Response 


3.18.1.3 Provider Network Data 


DHCFP defined file format Healthcare Provider Information 
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Transaction Description 


3.18.1.4 PCP Assignment 


ANSI X12 834 PCP assignment 


3.18.1.5 Claims Payment  


ANSI X12 837I Health Care Claim - Institutional Claim/Encounter 


ANSI X12 837P Health Care Claim - Professional Claim/Encounter 


ANSI X12 837D Health Care Claim - Dental Claim/Encounter 


3.18.1.6 Encounter Data 


ANSI X12 837I Health Care Claim - Institutional Claim/Encounter 


ANSI X12 837P Health Care Claim - Professional Claim/Encounter 


ANSI X12 837D Health Care Claim - Dental Claim/Encounter 


NCPDP D.0 Pharmacy Claim/Encounter Transaction 


NCPDP PAH Pharmacy Claim/Post Adjudication History 


Additional File Types Supported 


ANSI X12 276 Health Care Claim Status Request 


ANSI X12 277 Health Care Claim Status Notification 


ANSI X12 278 Health Care Services Review Information /Prior Authorization 


ANSI X12 820 Premium Payments 


ANSI X12 835 Health Care Claim Payment/Advice 
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3.18.2 Interfaces 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to 
establish schedules for each interface. The DHCFP’s Medicaid Management Information 
System (MMIS) will interface with the vendor’s system in the following areas, although 
not necessarily limited to these areas: 
3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to 


clients for whom the health plan pays.) 
3.18.2.2 Health Plan - Weekly Stop Loss File 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act  


(SOBRA) File 
3.18.2.4 Health Plan - Network Data File 
3.18.2.5 Health Plan - Client Update File 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 
3.18.2.7 MMIS - Encounter Data informational Errors File 
3.18.2.8 MMIS - SOBRA Error File 
3.18.2.9 MMIS - Stop Loss Error File 
3.18.2.10 MMIS - Stop Loss Rejection File 
3.18.2.11 MMIS - Health Plan Error File 
3.18.2.12 MMIS - Third Party Liability Update File 
3.18.2.13 MMIS - Client Demographic Data 
3.18.2.14 Newborn Data 
3.18.2.15 MMIS - Daily Health Plan Recipient File 
3.18.2.16 MMIS - Health Plan Recipient File 
3.18.2.17 MMIS - Network Data Exception File 
3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 
3.18.2.19 MMIS - Client PCP changes 
3.18.2.20 MMIS - Client Enrollment Updates 
3.18.2.21 MMIS - Health Plan Notification 
3.18.2.22 Health Division Immunization Registry 
3.18.2.23 Vital Statistics Birth Records 
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All transactions must be in a HIPAA-compliant format. In addition to 
complying with the requirements of the National EDI Transaction Set 
Implementation Guide, vendors will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These 
companion guides contain HIPAA-compliant technical specifications. 
The vendor shall be responsible at their own expense for any new and/or 
modified interfaces that may be required by CMS, including but not limited 
to, HIPAA regulations. 
Vendors may access additional information regarding the MMIS system and 
associated interfaces by requesting review of the redacted version of the First 
Health Services Contract and attachments. 


We understand and will comply with the requirements of RFP Sections 3.18.2.1–23. 


We will establish a schedule with each entity and will comply with HIPAA and EDI standards. 
We will comply with the DHCFP’s State companion guides along with National EDI 
Transaction Set Implementation Guides. We will assume any costs needed to create the 
required interfaces or to meet the transmission schedule required by CMS, the DHCFP, and 
any designated fiscal intermediary. We monitor, on a regular basis, any changes proposed by 
regulators around HIPAA, privacy, electronic transactions standards, and security, and 
confirm internal procedure and policies are updated to support new changes. We successfully 
support any industry standard file format or proprietary file format with our multiple existing 
Medicaid State contracts. 


3.18.3 Encounter Data Report Files 
The vendor must provide encounter data report files in prescribed data fields to the 
DHCFP’s encounter data processing agent on a monthly basis. The DHCFP will provide 
the required data fields and data transfer instructions. In developing the encounter data 
interface, the vendor will be provided with companion guide and details of any 
applicable edits and descriptions of the edits. The vendor will have adequate access to 
fiscal agent staff to assist in the development of the interface. 


3.18.3.1 Encounters must: 


A.  Successfully pass through the HIPAA compliance editors used by the State’s 
fiscal agent. The DHCFP will not entertain any requests for other compliance 
checkers to be used for the convenience of proposers. 


We understand and will comply with the requirements of RFP Sections 3.18.3.1.A. 


Our encounter management system is HIPAA compliant; we will work with the State’s fiscal 
agent to guarantee a successful pass of files. We will submit files following the companion 
guide and details of any applicable edits and descriptions of the edits in prescribed data fields 
within timeframes established by the DHCFP. We will work with the designated fiscal agent 
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staff to assist in the development of the interface. We will verify that our system sends 
encounters through the DHCFP’s fiscal agency compliance checkers for HIPAA.  


On a regular basis, we monitor any changes proposed by regulators around HIPAA, privacy, 
electronic transactions standards, and security and confirm internal procedures and policies 
are updated to support new changes. 


For our existing State Medicaid contracts, we can use State provided fiscal agents to validate 
the encounter data validation for accurate submission. 


B. Successfully pass encounter edits with a minimum of ninety five percent 
(95%) of the data successfully passing all encounter edits within the first six 
(6) months of submission, with ninety seven percent (97%) or as required by 
federal regulation, whichever is more stringent, passing all thereafter. In the 
event the vendor fails to demonstrate affirmative, good faith efforts to 
achieve these requirements, progressive sanctions, including monetary 
penalties, may be applied until data submissions meet the required 
standards. The vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the vendor is not solely responsible 
for the failure. 


We understand and will comply with the requirements of RFP Section 3.18.3.1.B. 


We will comply with 95 percent acceptance during the first six months and 97 percent 
acceptance after the six-month period ends, or as mandated by the DHCFP, or as required by 
Federal regulation. We understand the potential monetary penalties which may be levied if 
encounter data submissions do not meet specified standards and will comply with the 
penalties if applicable. 


Among the unique features of our encounter data management system is functionality which 
enables the encounter team to apply the DHCFP encounter editing profiles proactively on 
records which may be unacceptable to the DHCFP. These enable the Encounter Management 
department to evaluate all data files from the claims processing system and third-party 
contractors (e.g., pharmacy) for accuracy and completeness before submission to the DHCFP. 
Our Encounter Management department can customize our encounter data management 
system scrub edits to match the edit standards and other requirements of the DHCFP, thus 
enabling us to align our encounter edit configuration with the DHCFP’s edit configuration, 
where possible. The Encounter Management department will work closely with the DHCFP, 
whenever necessary, to confirm completeness and accuracy of encounter data. 


For all our existing State Medicaid contracts, we maintain on average encounter acceptance 
rate higher than 97 percent. In our most recent implementation, we are achieving 99 percent 
acceptance rate within first six months. For one of our large Medicaid State contracts, we 
submit on average 3.3 million encounters every month, and we exceed acceptance rate of 
98.5 percent on average every month. 
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C. Be complete and accurate to establish capitation rates. Providing inaccurate 
or incomplete encounter data may create a false claim under the FCA and 
other laws. The undersigned hereby certifies the completeness, accuracy 
and truthfulness of the encounter data. 


We understand and will comply with the requirements of RFP Section 3.18.3.1.C. 


We will certify that our encounters are complete, accurate, and truthful to enable the 
accurate establishment of capitation rates. Through our experience, we have an 
understanding and the knowledge of the critical importance of providing complete and 
accurate encounter data to the DHCFP. Supporting the DHCFP’s goals, mission, and objectives 
we know that providing accurate and complete encounter data will allow the State to 
measure the programs results accurately and maximize program efficiency, effectiveness, and 
integrity and reduce operational costs. Without all of the data, the programs cannot be 
monitored appropriately. 


D. Failure to demonstrate affirmative, good faith effort: if, after delivery of a 
plan of correction and reasonable, agreed to timeframe to comply, the 
vendor will have an additional 30 days to correct whereupon the DHCFP 
may, at its discretion, impose sanctions in the form of liquidated damages. 
The liquidated damages would be two percent (2%) of one (1)  month’s 
capitation, or ten thousand dollars ($10,000), whichever is greater until the 
Contractor is in compliance, as well as any fines or sanctions imposed upon 
the DHCFP by regulatory agencies as a result if the vendor’s noncompliance. 


We understand and will comply with the requirements of RFP Section 3.18.3.1.D. 


We recognize the potential monetary penalties which may be levied and will comply with 
plans of correction as appropriate to avoid penalties. 
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3.18.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. 
These include, but are not limited to: 
3.18.4.1 Premium payments (X12F 820); 
3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and 


approval of authorization); 
3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 


authorization); 
3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 
3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 
3.18.4.7 Payment and remittance advice (X12N 835-remittance advice).  


In addition to complying with the requirements of the National EDI Transaction 
Set Implementation Guide, proposers will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These 
companion guides contain HIPAA compliant technical specifications for each 
transaction. 


We understand and will comply with the requirements of RFP Sections 3.18.4.1–7. 


Our management information system will accept and transmit all electronic transactions in a 
HIPAA-compliant format and will comply with the requirements of the National EDI 
Transaction Set Implementation Guide for each transaction. Additional information was 
provided on all supported EDI file format in section 3.18.1. 


On a regular basis, we monitor any changes proposed by regulators around HIPAA, privacy, 
electronic transactions standards, and security and verify internal procedures and policies are 
updated to support new changes. 


3.18.5 NPI/API Transaction Requirements 


3.18.5.1 Amendment 2 replace this requirement with the following: 
Section 3.18.5.1 requested information must be submitted under Section 4.1.3 
using the table below and submitted with Part 1B ~ Technical Proposal of 
vendor’s response.  


  


NV Managed Care Organization RFP No.: 3260 703







3.18 INFORMATION SYSTEMS AND TECHNICAL 
REQUIREMENTS 


 
Per State Amendment 2, requirement 3.18.5.1 is now included in Section 4.1.3. 


3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 
'shadow claims.' This includes but is not limited to, providing the DHCFP, 
through its fiscal agent, the NPI on all providers, including billing, servicing, and 
OPR (ordering, prescribing, and referring). 


We understand and will comply with the requirements of RFP Section 3.18.5.2. 


We are currently contracted with multiple States where we submit HIPAA-compliant 
transactions as per the schedules defined by each State. This includes data collected from 
‘shadow claims’, sub-capitated providers, for claims processed internally within our claims 
system, as well as claims submitted by our contracted vendors, such as our Pharmacy Benefit 
Manager. We can submit all pertinent claim information on encounter files including NPI/API 
and taxonomy information as applicable for billing, servicing, and OPR (ordering, prescribing, 
and referring) provider types. Our encounter management system can validate 
invalid/missing NPI/API/taxonomy information so that we can exclude invalid/missing 
encounters from the DHCFP submissions until corrected claim data can be obtained. 


3.18.5.3 Without exception, all providers contracting through the vendor must be 
registered with the DHCFP as a Medicaid provider. This includes any providers 
who are required to have NPI and those who are not required by CMS, but are 
eligible to receive an NPI. If an eligible provider submits their claims on paper, 
they must still use an NPI, and the shadow claim of that paper encounter must 
be submitted from the vendor to the State’s fiscal agent electronically and it 
must include the provider's NPI. This applies for any providers who have 
obtained a taxonomy code in addition to their NPI. The taxonomy code must be 
provided to the State’s fiscal agent, and that taxonomy code must be used 
appropriately on all encounters submitted to the State’s fiscal agent on behalf 
of the DHCFP. The same NPI and taxonomy codes must be used for any third 
party insurance, including but not limited to private insurance and Medicare, 
for which the vendor rebills. 


We understand and will comply with the requirements of RFP Section 3.18.5.3.  


When we contract with and credential Nevada licensed/eligible providers, we require that 
they provide us with their Nevada assigned Medicaid ID before their inclusion in the network. 
If the provider does not have the appropriate Nevada Medicaid ID, then we will ask them to 
complete the Medicaid provider enrollment process and provide us with the Medicaid ID once 
provided by the DHCFP.  


Our management information system supports the retention of both the NPI and taxonomy 
codes and will be used appropriately on all encounters submitted to the State’s fiscal agent, 
the DHCFP, and any third party insurance on behalf of the DHCFP. If a provider submits their 
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claims on paper, we will require the provider to use an NPI, and the shadow claim of that 
paper encounter must be submitted from our organization to the State’s fiscal agent 
electronically and will include the provider’s NPI. 


3.18.5.4 Without exception, all encounters from sub-capitated providers must be 
captured by the Vendor and transmitted to the State’s fiscal agent following the 
guidelines outlined above. These must be fully detailed encounters following 
HIPAA requirements and using HIPAA compliant transactions, including but not 
limited to the use of NPI and taxonomy. Encounter data must include the 
individual NPI to identify the rendering provider or prescribing provider. 


We understand and will comply with the requirements of RFP Section 3.18.5.4.  


Currently, we contract with multiple States where we submit HIPAA-compliant encounter 
transactions per the schedules defined by each respective State. This includes data collected 
from sub-capitated providers for claims processed internally within our claims system, as well 
as claims submitted by our contracted vendors, such as our Pharmacy Benefit Manager. We 
submit all pertinent claim information on encounter files, including NPI/API and taxonomy 
information for billing, rendering, and OPR (ordering, prescribing, and referring) providers. 
Our encounter management system uses both in-build business rules as well custom 
configured business rules to validate invalid/missing NPI/API/taxonomy information so that 
we can prevent invalid encounters from being submitted.  


We use the following reports to confirm all encounters including sub-capitated provider 
encounters are captured and submitted: 


• Transfer Validation Report: This report confirms all paid claims are extracted from the 
claims system into the encounter management system. 


• End-to-End Financial Reconciliation Report: This report compares finalized claim volume 
and dollars against accepted encounters. 


• Monthly Vendor Completeness Report: This report compares finalized vendor claim 
volume and dollars against accepted encounters. 


3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a 
similar state devised numbering system will be used.  The State calls this an 
Atypical Provider Identifier (API). This API is issued by the State’s fiscal agent on 
behalf of the State. The vendors must be capable of accepting and transmitting 
this API. All encounters from atypical providers must be captured by the 
vendors and submitted to the State’s fiscal agent using the API. The vendors 
must ensure that every atypical provider contracted with them has obtained 
this API from the State’s fiscal agent before any payment can be made by the 
vendor to that provider. 


We understand and will comply with the requirements of RFP Section 3.18.5.5.  
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For providers who are defined as “Atypical,” we require an API as a part of the credentialing 
and contracting process. If a provider does not have an API, we will refer them to the State’s 
fiscal agent to obtain one. Our encounter data management system can extract the API and 
transmit that value on the encounter file. Our system also can prevent claims and/or 
encounters with missing/invalid API values from being submitted to the DHCFP or the  
State’s fiscal agent until corrective actions can be completed before making any payment to 
the provider. 


3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and 
Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy 
and no funding will be provided for contractor’s compliance. 


We understand and will comply with the requirements of RFP Section 3.18.6.  


We maintain current International Classification of Diseases (ICD) and EDI compliance as 
defined by CMS regulation and policy. On a regular basis, we have a dedicated EDI support 
team who monitors both the CMS and the industry for any EDI or ICD code set changes to 
verify our systems are updated to support new requirements. We are ICD-10 compliant with 
all of our State Medicaid contracts as well as our CMS dual contracts as per CMS regulation 
effective 10/01/2015. 
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3. SCOPE OF WORK 
3.19 DHCFP Responsibilities 
DHCFP will be responsible for the following: 
3.19.1 External Quality Review 


DHCFP will contract, to the extent required by federal law, with an External Quality 
Review Organization (EQRO) to conduct independent, external reviews of the quality of 
services, outcomes, timeliness of, and access to the services provided by the vendor 
covered under the RFP. These reviews will be conducted at least annually. 


We understand and will comply with the requirements of RFP Section 3.19.1.  


In the States we serve, we comply with requests by appointed external evaluators to examine 
our quality of service, outcomes, timeliness, and access to services. We know from our 
Medicaid managed care experience in many other States that the best programs include 
strong oversight from State agencies and a contracted external quality review organization 
(EQRO). We strongly support the DHCFP’s comprehensive accountability program and commit 
to a working partnership with State auditors, actuaries, and the contracted EQRO. 


3.19.2 Due Process 
3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and 


Nevada Check Up. The DHCFP is responsible for the appeals process for 
disenrollment from managed care programs and for providing a State Fair 
Hearing to all recipients who request such a hearing for all actions taken on 
medical assistance program benefits. 


We understand and will comply with the requirements of RFP Section 3.19.2.1.   


3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the 
fair hearings and provide the fair hearings officer. Upon receipt of the fair 
hearing request, DHCFP will forward a copy to the vendor. 


We understand and will comply with the requirements of RFP Section 3.19.2.2.   


3.19.3 DHCFP On-Site Audits 
The DHCFP may schedule on-site audits at the vendor’s primary place of business. The 
purpose of these audits is to confirm contract compliance and to more effectively 
manage DHCFP contract monitoring and oversight responsibilities of the vendor. These 
audits will be scheduled in advance and will focus on contract sections prior identified by 
the DHCFP. The vendor will be informed of the scheduling, focus of the audit and the 
expectations regarding vendor’s participation no less than thirty (30) days in advance of 
the on-site visit.  The vendor will have all prior requested data and information available 
at the time the audit begins. 
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We understand and will comply with the requirements of RFP Section 3.19.3.  


We have a reputation for delivering results as promised and making documentation available 
to the State to validate our performance and compliance.  


3.19.4 Actuarial Services 
The DHCFP will provide or contract to the extent required by federal and state law with 
an actuarial contractor to establish rates using a methodology that is certified as 
actuarially sound and in compliance with state and federal law. Rate reviews will be 
conducted at least annually. 


We understand and will comply with the requirements of RFP Section 3.19.4. 


3.19.5 Encounter Data Processing 
The DHCFP will contract with an encounter data processing agent to accept, edit, 
process, and review encounter data submitted by contracted vendors. It is DHCFP’s sole 
responsibility to determine the format in which the vendor must submit the encounter 
data. In addition, the vendor encounter data, when requested, must be submitted to the 
DHCFP’s actuary. 


We understand and will comply with the requirements of RFP Section 3.19.5.  


Our Encounter Data Management (EDM) System offers extensive functionality, including the 
capabilities for data sharing. EDM can support the most current coding protocols; for 
example, standard CMS procedure or service codes such as ICD-9, ICD-10, CPT-4, HCPCS-I, II. 
We will comply with DHCFP’s requested format for submissions.  


3.19.6 Website Access 
The DHCFP will maintain an Internet link on its official website at which the vendor’s 
website can be accessed. 


We understand and will comply with the requirements of RFP Section 3.19.6.  


We are proud of our websites and welcome the opportunity to have another avenue from 
which our recipients and providers may access their health care information and educational 
materials. 


3.19.7 Operation Oversight 
The DHCFP has procedures for monitoring the vendor’s operations related to recipient 
enrollment and disenrollment; processing grievance and appeals; violations subject to 
intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of the contract. 


We understand and will comply with the requirements of RFP Section 3.19.7.  
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3. SCOPE OF WORK 
3.20 COST CONTAINMENT AND/OR COST AVOIDANCE 
INITIATIVES 
3.20 The vendor shall develop policies and procedures that ensure cost containment and 


avoidance initiatives that positively impact health outcomes and result in cost savings to 
the State. Cost containment and avoidance initiatives must be provided to the DHCFP 
for review and approval prior to implementation. 
The vendor will also demonstrate its ability to operate an effective claims processing 
system that minimizes payment errors and, through the effective use of system edits 
and audits, prevents loss of public funds to fraud, abuse, and/or waste. 


We understand and will comply with the requirements of RFP Section 3.20. 


Our Strategy 
With an aging population, rising health care costs and strained budgets, quality health care is 
an urgent national priority. Our organization is an industry leader in coordinating care and 
controlling costs. We believe cost containment and cost avoidance are two initiatives critical 
to the success of any organization. As part of our overall strategy, we monitor our managed 
Medicaid health plans’ programs, services, and expenses to identify opportunities for cost 
containment and avoidance initiatives. We view this as paramount to our fiscal responsibility 
to our State partners. We will notify the State of Nevada of any and all cost containment and 
avoidance initiatives and obtain approval, before implementation.  


We have standard policies and procedures that confirm cost containment and avoidance 
including, but not limited to, the following processes and programs: 


• Coordination of Benefits (COB), including Third Party Liability (TPL) 
• Subrogation 
• Retrospective Post-Payment Recoveries  
• Fraud, Waste and Abuse (FWA) Detection 
• Claims System Information 
• Quality Assurance through review and edit  
• Utilization Management 


Coordination of Benefits, Including Third-Party Liability  
The most effective approach to third party liability is cost avoidance, under which claims 
covered by other available resources are prevented from being processed. Our sophisticated 
information technology infrastructure uses proprietary software to expedite identification of 
recipients with other forms of insurance and isolate any claims that must be submitted to 
other payers. This process confirms our ability to inform regulators quickly via confidential 
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electronic transmission of any discrepancies, further enabling the regulator to investigate the 
third-party coverage status of a Medicaid recipient. 


Once TPL is identified and verified directly with the other payer, we coordinate activities to 
make certain costs for services are either avoided or recovered from the liable party. If we are 
unable to establish TPL timely, the claim is adjudicated, and post-payment recovery is 
pursued, as appropriate. Our policies and procedures make sure Medicaid is always the payer 
of last resort through a thorough investigation of claims for potential third-party payers.  


We identify evidence of overlapping coverage through a variety of information resources. To 
achieve this goal, we participate in a collaborative industry-wide solution: CAQH® COB Smart. 
We send our recipient coverage data each week to CAQH, which identifies the individuals 
with benefits that should be coordinated. Standard primacy rules are then applied to 
determine the correct order of benefits, and that information is then shared with all 
participating plans that insure the recipient. In this way, corresponding claims can be 
processed the first time correctly. 


For our Medicaid plans, our internal savings from processing claims with the secondary payer 
for the first six months in 2016 equaled approximately $239 million. 


Subrogation 
Our pay and chase process focuses on the identification and verification of other recovery 
opportunities to include subrogation, medical malpractice, workers’ compensation, personal 
injury, and casualty recovery. We provide our recovery vendor with a weekly data file of paid 
claims. The recovery vendor analyzes all the data per State and Federal laws and regulations 
including a focus on the required trauma-related treatment codes. The vendor sends recipient 
questionnaires to confirm possible recovery opportunities. The vendor uses proprietary 
algorithms to assess diagnosis, procedural and other coded elements as well as research into 
court records, workers’ compensation, and accident reporting sites, and public records to 
optimize recovery opportunities. 


When the TPL Department identifies resources regarding other health insurance, they 
forward them to the COB Department for processing and reporting to the State. 


Every month, the TPL vendor forwards the recoveries for the month along with various 
internal and State-required reports to the TPL Department. The TPL Department reviews the 
reporting, verifies the reporting matches the funds recovered, and updates the cases in the 
claims management system. TPL forwards the required reports to the health plan contact to 
be incorporated into the required State reporting. Our Medicaid third-party liability recoveries 
for 2015 were slightly more than $9 million. 


Retrospective Post-Payment Recoveries 
We use an auto-recoupment process for overpayments through our core transaction system. 
When an overpayment to a provider has been identified post-claims payment, we send the 
provider a letter requesting an immediate refund or advising the provider to file an appeal 
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within 30 days. If the provider does not respond within 30 days, we send a second letter that 
allows the provider an additional 30 days. At the end of that time, we send a third and final 
letter allowing another 10 days for payment before the affected claim is down-adjusted and 
the overpayment referred for collection. 


Fraud, Waste, and Abuse Detection 
All of our employees that work with State and Federally funded health care programs, 
specifically, are required to participate annually in fraud, waste and abuse training. This 
training allows each employee to comprehend fully the types of health care fraud, how to 
identify FWA, and how to report. In addition to this training, employees are required to 
complete Business Conduct and Integrity training to support our cost containment and cost 
avoidance initiatives. Detailed procedures guide staff on the referral process for FWA 
complaints. Our FWA plan includes the following:  


• Prevention through training and monitoring 
• Detection through reviews and audits 
• Reporting (internal and external) through hotlines, websites, system updates, and 


notifications to relevant parties 
• Review through investigation, communication, and inspection 
• Corrective action through education, pre-payment review, recoupment where permitted, 


and termination 


Specifically, we leverage the expertise of our national Special Investigations Unit (SIU) to 
detect, review and investigate potential FWA. The SIU supports all lines of business, making it 
easier to spot FWA trends. For example, if a provider is improperly billing one type of claim, 
the SIU automatically checks other lines of business for the same improper billing by that 
provider. If there is exposure within a specific line of business, SIU refers the issue to our 
dedicated investigative team. We review all allegations and look into issues that appear 
through data mining or any other method. The SIU will communicate findings to our 
Compliance Officer for follow-up. 


Claims System Information 
Our claims adjudication system is a HIPAA-compliant, rules-based information processing 
system. It includes 28 integrated modules that maintain and process health care 
administration data, allowing us to increase administrative efficiency and improve the quality 
of care. 


The system contains all data elements required for claims data submission and adjudication. 
The provider module contains the unique provider identification number generated by the 
system, plus all billing and tax reporting information. The claims module shows the date of 
receipt, the history of actions taken on each claim, and the date of payment, including the 
check number. The system accumulates claims by specific benefit limits and lifetime benefit 
rules and scrubs and edits this data for accuracy during claims processing and payment. 
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We partner with industry leaders ClaimCheck™ and Cotiviti Healthcare for clinical editing 
solutions. They assist payer organizations in automating correct coding and medical policy 
decisions. Also, they detect coding irregularities, conflicts, or errors while making 
recommendations for correction. Our editing vendors ensure we provide a robust coding and 
clinical review to allow for accuracy in our claim processing. 


For the duration of January through June of 2016, our Medicaid health plans, we have been 
able to avoid $47 million, based on our use of clinical edits. 


Below, Table 3.20-1 provides examples of our claims processing system clinical edits and 
descriptions showing how we minimize payment errors and avoid loss of public funds due to 
potential fraud, abuse, and/or waste.  


Table 3.20-1: Clinical Editing Supports Payment Accuracy 


Clinical Edit Description 


Age An age edit is defined when the provider assigns an age-specific 
procedure to a patient whose age is outside of the designated age 
range. All age edits are being reviewed to verify adherence to 
Section 1557 of the Patient Protection and Affordable Care Act. 


Gender A gender conflict may occur when the provider assigns a gender-
specific procedure to a patient of the opposite gender. However, all 
gender edits are being reviewed to verify compliance with Section 
1557 of the Patient Protection and Affordable Care Act. 


Incidental The correct coding based on a procedure that is carried out at the 
same time as a primary procedure but is either clinically integral to 
the performance of the primary procedure or requires little 
additional physician resources, thereby not requiring separate 
reimbursement. 


Mutually Exclusive Procedures The correct coding guidelines based on a separate billing for two or 
more procedures that are usually not performed during the same 
patient encounter on the same date of service. 


Procedure Unbundling Edits The correct coding guidelines are based on rebundling as using two 
or more procedure codes to describe a procedure or event when a 
single procedure code exists. We follow the DHCFP requirements 
and do not recode for the DHCFP. 


Medical Visit Logic A medical visit edit looks for medical visits when it is billed on the 
same date of service as procedure code. We follow the DHCFP 
requirements and do not recode for the DHCFP. 


Duplicates A duplicate edit applies based on a review of the services on the 
same date of service, Current Procedural Terminology (CPT) code, 
provider, modifier, and billed dollars on the claim. 
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Clinical Edit Description 


NCCI Code-to-Code Pairs The National Correct Coding Initiative (NCCI) edits are developed 
based on coding conventions defined in the American Medical 
Association's (AMA) CPT Manual, current standards of medical and 
surgical coding practice, input from specialty societies, and analysis 
of current coding practice.  


Medically Unlikely Edits (MUEs) An MUE (Medically Unlikely Edit) is a unit of service (UOS) edit for a 
Healthcare Common Procedure Coding System (HCPCS)/CPT code for 
services rendered by a single provider/supplier to a single recipient 
on the same date of service. 


Durable Medical Edits  The correct coding edits related to select Durable Medical 
Equipment (DME) payment policies. These DME edits include DME 
rentals, oxygen and oxygen systems, hospital beds and accessories, 
external infusion pumps, and anatomic or functional modifiers 
required for DME services. 


Procedure Code Definition The correct coding is based on the definition or nature of a 
procedure code or combination of procedure codes. These editing 
policies will either bundle or recode procedures based on the 
appropriateness of the code selection. We follow the DHCFP 
requirements and do not recode for the DHCFP. 


Procedure Code Guidelines System edits in place follow the guidelines and instructions in the 
AMA CPT-4 Book and the CMS HCPCS Book on code usage. For 
example, if a provider submits a claim with a HCPCS code which 
refers to an anatomical site, the claim system will deny the code and 
require an anatomical modifier to be billed. 


Multiple Procedure Reductions  The multiple procedure reduction applies to the additional 
procedure(s) or services that may be identified by appending a 51-
modifier to take a reduction in payment.  


Assistant Surgeon Editing  The assistant surgeon edit is when a procedure is submitted with an 
assistant surgeon modifier; e.g., 80, 81, or 82.  


Add-On Logic Based on CPT 
Guidelines 


The add-on edit looks at the appropriate billing of the add-on codes 
with the primary procedure codes. According to CPT guidelines, the 
primary and add-on codes need to be billed together. 


New Visit Frequency  One new patient visit is allowed per provider within a three-year 
time frame. Any subsequent new patient Evaluation & Management 
visit codes will be replaced with a comparable, established patient 
visit code. 


Professional, Technical, and Global 
Services  


The professional, technical, and global looks at the appropriate 
billing services between professional, technical, and global services 
billed on the date of service. Overlap of services can be identified 
with this particular edit.  
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Quality Assurance Through Review and Edit  
To maximize the quality and correctness of our claims process, our system uses several 
techniques to review and edit claims data. These include: 


• Duplicate billing logic 
• ClaimCheck edits 
• Cotiviti Healthcare editing 
• Coding accuracy 
• Durable Medical Equipment editing 
• Procedure code guidelines 
• Procedure code definition policies 
• Technologies to detect questionable billing practices 


The claims adjudication system edits the data input to determine duplication of services. 
Examples of such duplication include same recipient, same date, same network provider, 
same service, or any combination of these criteria. All claim lines are subject to duplicate 
logic. This logic protects against paying for services rendered by the same provider or other 
providers within the same provider group. The logic also allows for claim lines to be 
considered for services that may look like a duplicate, but are necessary (e.g., lab work or 
certain therapies). 


Table 3.20-2 identifies the CCI edits, a description of each type of edit, and the results, 
showing the importance and confirming the accuracy of our claims processing.  


Table 3.20-2: CCI Control Edits 


Type of Edit Edit Description Results 


Recipient Eligibility The adjudication system validates the 
date of service against the recipient’s 
enrollment segment to determine 
whether the recipient was eligible on 
the date of service.  


If the recipient was not eligible on 
the date of service, the system 
automatically denies the claim 
using the appropriate. 


Covered/Non-Covered Services The system automatically determines 
whether specific services, using the 
CPT, Revenue, or HCPCS codes, are 
covered under the contract or benefit 
rules of the plan. 


If services are not covered, the 
system automatically denies that 
claims line. If the services are up-
coded or unbundled, the system 
returns a recommendation to deny 
the claim line along with the 
specific reason, offering the 
appropriate HIPAA remittance 
remark for the Electronic 
Remittance Advice. 
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Type of Edit Edit Description Results 


Required Documentation For certain services, the system is 
configured to require additional 
documentation.  


The claim pends or is denied until 
the documentation is received. For 
example, a signed consent form is 
required documentation for 
sterilization procedures. 


Services within the Scope of 
the Network Provider’s 
Practice 


The system is configured by specialty 
to allow certain procedures to be 
performed only by select network 
provider types.  


The claim is denied if the procedure 
does not match the provider 
specialty or taxonomy. For 
example, the system will not 
process a claim for a magnetic 
resonance imaging test by a 
gastroenterologist. 


Prior Authorization The system has a separate 
configuration for prior authorization 
templates and associated service 
groups. This configuration provides 
the flexibility to create code-level 
authorizations if needed. The system is 
organized to automatically identify 
certain types of authorizations for 
Medical Director review. Claims edit 
rules validate the claim against the 
network provider, recipient, dates of 
service, services rendered, and units 
authorized. 


The claim pends or is denied until 
the authorization is received. For 
authorization cases requiring 
Medical Director review, the 
system will pend the claim until the 
review is completed and notated in 
the system. 


Invalid Procedure Codes We configure reference files by year 
and procedure code. As new codes are 
added, terminated, or changed, we 
update the codes in the system, so the 
system is always in compliance with 
HIPAA standards.  


If a network provider bills a code 
that has terminated, the system 
denies the claims line and advises 
the provider the code is invalid. 


These system edits promote the accurate processing of claims, identify needed process 
improvements, and support effective claims adjudication. 


Utilization Management, Case Management, and Cost Containment 
Cost containment processes certainly include utilization management. This can be proactive, 
as we review requests to approve high-cost procedures or treatments against national 
guidelines and the individual recipient’s medical records to determine medical necessity.  
If a procedure or treatment is not deemed medically necessary, it may be denied. If there  
is a less costly and equally effective service or a less costly and equally safe venue to  
receive the requested service, then we will redirect the recipient and the recipient’s  
provider to that service or venue. Concurrent utilization review occurs when a recipient is 
hospitalized and results in active discharge planning to shorten the recipient’s stay and/or 
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reduce the likelihood of readmission. Our Case Management Department may be involved in 
this process. 


Cost containment may also start before a service is needed to prevent costly care. One 
example of this is our Neonatal Abstinence Syndrome Program. This case management 
program identifies women during pregnancy who have substance use disorder and works to 
get them into treatment. The goal is to reduce the number of neonatal intensive care unit 
(NICU) admissions for neonatal abstinence syndrome (NAS) or shorten the length of stay for 
those babies with NAS, as well as to reduce the rate of return to substance use during the first 
year after delivery. In one plan, our NICU length of stay for has decreased by a day and the 
average cost of a NICU stay has decreased by over 10 percent. 
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3. SCOPE OF WORK 
3.21 LIQUIDATED DAMAGES AND SANCTIONS 
3.21 The vendor must comply with all terms and conditions stipulated in the current Contract, 


the RFP, and all attachments, including the Forms and Reporting Guide. The vendor must 
file accurate, timely and complete reports to DHFCP. If the vendor fails to meet the 
contract requirements, liquidated damages or intermediate sanctions may be assessed. 
In addition to liquidated damages and intermediate sanctions, the vendor will be 
responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies as 
a result of the vendor’s non-compliance. 
DHCFP may refuse to enter into a contract and may suspend or terminate an existing 
contract if the MCO fails to provide required reports, or disclose ultimate ownership or 
control information and related party transactions as required by DHCFP policy. 
See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


We understand and will comply with the requirements of RFP Section 3.21. 


We have read, understand, and will comply with Attachment S – Liquidated Damages and 
Intermediate Sanctions. We will comply with all terms and conditions stipulated in the 
contract, RFP, RFP attachments, including the Forms and Reporting Guide. We will file 
accurate, timely, and complete reports to the DHCFP. If we fail to meet contract requirements, 
we understand liquidated damages or intermediate sanctions may be assessed. In addition to 
liquidated damages and intermediate sanctions, we understand we will be responsible for 
any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result of our 
non-compliance. 


Compliance is a core value of our organization and as such we will comply with all terms and 
conditions stipulated in the current Contract, the RFP, and all attachments (including the 
Forms and Reporting Guide). We recognize that the requirements stated herein are 
considered critical to the efficient operations of the State of Nevada and as such we will file 
accurate, timely, and complete monthly, quarterly, semi-annual, and annual reports to the 
DHCFP along with any and all miscellaneous deliverables. The mode of delivery of the reports 
and deliverables can include a return receipt that will be kept on file for audit purposes. We 
understand that if we fail to meet the contract requirements, liquidated damages or 
intermediate sanctions may be assessed. In addition to liquidated damages and intermediate 
sanctions, we will be responsible for any fines or sanctions imposed upon the DHCFP by 
regulatory agencies as a result of our non-compliance. Our recipients will not be held liable 
for any charges incurred, and we shall continue to perform all services under the contract 
unless otherwise specified. We understand that the DHCFP may refuse to enter into a contract 
and may suspend or terminate an existing contract if we fail to provide required reports, or 
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disclose ultimate ownership or control information and related party transactions as required 
by the DHCFP policy. 
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Attachment H – Cost Proposal 


RFP 3260 Medicaid Managed Care Organization Services 
 
 
 
Vendor Name: ___________________________________________________ 


 
 
Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated. 
 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 
determine rates is certified to be actuarially sound. 


 
Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017 
relative to the rates effective at the time of the proposal.  The DHCFP reserves the right to further 
negotiate this Administrative Rate prior to contract signing.  
 
**Note that this process may result in the participating health plans having different rates. 


 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In 
addition to a capitated rate to cover the costs of required medical services, an Administrative rate 
is paid to cover organizational costs. 
 
5.1 Administrative Costs 


 
There are two separate cost components in administrative costs: 
 
5.1.1 Non-Medical Administrative Costs:   


 
Those costs (both direct and indirect) necessary to administer the Medicaid 
managed care program. 
 
5.1.1.1 Direct Expenses:  Those expenses that can be charged directly as a 


part of the overall administrative costs; and, 
 


5.1.1.2 Indirect Expenses: Those elements of costs necessary in the 
performance of administering the program that are of such a nature 
that the amount applicable to the program cannot be determined 
accurately or readily (i.e., rent, heat, electrical power, salaries and 
benefits of management personnel which are allocated to different 
programs, etc.). 


 
5.1.2 Medical Administrative Costs 
 


5.1.2.1 Either direct or indirect, related to recipient medical care 
management (i.e., development of physician protocols for disease 
management, utilization review activities, case management costs, 
and medical information management systems). 


Molina Healthcare of Nevada, Inc. 







 
5.1.2.2 DHCFP will review Medical Administrative Costs for reasonability 


and in the context of the benefit received by the client and DHCFP 
(i.e., is the cost of developing physician protocols for disease 
management less than or equal to the fiscal and health outcome 
benefit received). 


 
5.2 Non-Medical Costs: 


 
The following are not considered administrative costs.  They are, however, included in the 
overall percentage of non-medical costs, and will be reviewed for reasonableness by 
DHCFP: 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after 
expenses (net income, divided by total revenues received from DHCFP); and, 


 
5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside 


(as a percentage of the revenues received) for potential unknown risks and 
contingencies. 
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5 Cost 
Molina’s not-to-exceed Administrative Rate bid is 10.0% of the total capitation rate (excluding 
the premium tax of 3.5%). 


Table 5-1. Molina Administrative Rate Bid 


Administrative Component 
Administrative Rate Bid 


 (% of total capitation rate 
 [excluding premium tax]) 


Non-Medical Administrative Costs 5.5% 


Medical Administrative Costs 2.5% 


Profit 1.5% 


Risk and Contingencies 0.5% 


Administrative Total 10.0% 


 
Our administrative rate bid does not consider costs associated with the premium tax of 3.5% 
and the Health Insurer Fee. We anticipate paying premium taxes of 3.5% of revenue (i.e., the 
percentage of the total capitation rate including premium tax). Our administrative bid rate 
assumes any changes to the premium tax rate would be reflected in the capitation rates. Our 
administrative rate bid is based on an enrolled population exceeding 125,000 members with 
total medical costs of $140 per member per month. 


5.1 Administrative Costs 
There are two separate cost components in administrative costs: 


We acknowledge that there are two separate cost components in administrative costs. 


5.1.1 Non-Medical Administrative Costs 
Those costs (both direct and indirect) necessary to administer the Medicaid managed care program. 


Our estimate for the Non-Medical Administrative costs is 5.5% of the total capitation rate 
(excluding the premium tax of 3.5%), including direct and indirect non-medical administrative 
costs of 2.5% and 3.0%, respectively. 


5.1.1.1 Direct Expenses 
Those expenses that can be charged directly as a part of the overall administrative costs; and 


Our estimate for Non-Medical Direct Administrative costs is 2.5% of the total capitation rate 
(excluding the premium tax of 3.5%) related to expenses that can be charged directly as part 
of the overall administrative costs. 
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5.1.1.2 Indirect Expenses 
Those elements of costs necessary in the performance of administering the program that are of such a nature that the amount 
applicable to the program cannot be determined accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of 
management personnel which are allocated to different programs, etc.). 


Indirect expenses are those elements of costs necessary in the performance of administering 
the program that are of such a nature that the amount applicable to the program cannot be 
determined accurately or readily (i.e., rent, heat, electrical power, salaries and benefits of 
management personnel which are allocated to different programs, etc.). Our estimate for Non-
Medical Indirect Administrative costs is 3.0% of the total capitation rate (excluding the 
premium tax of 3.5%) related to expenses that cannot be charged directly as part of the overall 
administrative costs. 


5.1.2 Medical Administrative Costs 


5.1.2.1 Either Direct or Indirect 
Either direct or indirect, related to recipient medical care management (i.e., development of physician protocols for disease 
management, utilization review activities, case management costs, and medical information management systems). 


Our estimate for Medical Administrative costs is 2.5% of the total capitation rate (excluding 
the premium tax of 3.5%) related to direct and indirect medical administrative costs. We 
acknowledge that these costs are related to recipient medical care management (i.e., 
development of physician protocols for disease management, utilization review activities, case 
management costs, and medical information management systems). 


5.1.2.2 DHCFP Review 
DHCFP will review Medical Administrative Costs for reasonability and in the context of the benefit received by the client and DHCFP 
(i.e., is the cost of developing physician protocols for disease management less than or equal to the fiscal and health outcome 
benefit received). 


We acknowledge that DHCFP will review Medical Administrative Costs for reasonability and 
in the context of the benefit received by the client and DHCFP (i.e., is the cost of developing 
physician protocols for disease management less than or equal to the fiscal and health 
outcome benefit received). 


5.2 Non-Medical Costs 
The following are not considered administrative costs. They are, however, included in the overall percentage of non-medical costs, 
and will be reviewed for reasonableness by DHCFP: 


We understand that the following are not considered administrative costs. They are, however, 
included in the overall percentage of non-medical costs, and will be reviewed for 
reasonableness by DHCFP. 
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5.2.1 Profit 
The percentage of profit which the Contractor anticipates receiving after expenses (net income, divided by total revenues received 
from DHCFP); and 


Our estimate for profit is 1.5% of the total capitation rate (excluding the premium tax of 
3.5%). 


5.2.2 Risk and Contingencies 
That amount which the Contractor anticipates setting aside (as a percentage of the revenues received) for potential unknown risks 
and contingencies. 
Vendors must provide detailed fixed prices for all costs associated with the responsibilities and related services. Clearly specify the 
nature of all expenses anticipated (refer to Attachment H, Cost Schedule). 


Our estimate for risk and contingencies is 0.5% of the total capitation rate (excluding the 
premium tax of 3.5%). See Table 5-1, Molina Administrative Rate Bid, for more information. 
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6 Financial 
Consideration shall be paid on a risk-based capitated rate basis. The methodology used to determine the rates has been certified to 
be actuarially sound. 
DHCFP will review and revise the rates, using a certified actuarially sound capitation rate method. 
The vendor will receive from the DHCFP, a compact disc containing the updated Fee For Service rate at the end of each quarter. 
The vendor will be notified by letter from DHCFP of changes to the capitated rates or to the benefit package as they occur. Rates 
will be actuarially determined prior to any subsequent contract renewal period. 


We recognize that consideration will be paid on a risk-based capitated rate basis and that the 
methodology used to determine the rates has been certified to be actuarially sound. We 
understand that DHCFP will review and revise the rates, using a certified actuarially sound 
capitation rate method, and that we will receive from the DHCFP a compact disc containing 
the updated Fee For Service rate at the end of each quarter. DHCFP will notify us by letter of 
changes to the capitated rates or to the benefit package as they occur. Furthermore, rates will 
be actuarially determined prior to any subsequent contract renewal period. 


6.1 Vendor Administrative Rate Bid 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS. In addition to a capitated rate to cover the 
costs of required medical services, an Administrative rate is paid to cover organizational costs. This cost is a percentage of the 
Managed Care Blended Capitated Rate. 
This Section shall be included in Attachment H, Cost Proposal. Each vendor is required to submit a not-to-exceed Administrative 
rate bid for calendar year 2017 relative to the rates effective June 1, 2016. The DHCFP reserves the right to further negotiate this 
Administrative Rate prior to contract signing. Note that this process may result in the participating health plans having different rates. 


We acknowledge that an actuarially sound rate will be developed by DHCFP’s actuary and 
certified by CMS. In addition to a capitated rate to cover the costs of required medical services, 
an Administrative rate is paid to cover organizational costs. This cost is a percentage of the 
Managed Care Blended Capitated Rate. 


We have included this within Section 5.0, Cost, following Attachment H, and we understand 
that each vendor is required to submit a not-to-exceed Administrative rate bid for calendar 
year 2017 relative to the rates effective June 1, 2016. In addition, the DHCFP reserves the 
right to further negotiate this Administrative Rate prior to contract signing. We understand 
that this process may result in the participating health plans having different rates. 


6.2 Managed Care Capitated Rates 
DHCFP agrees to pay the vendor the capitated rate for all Medicaid and Nevada Check Up recipients who enroll with the vendor 
except for conditions that are denied by CMS under 42 CFR 438.730(e). The vendor will be capitated for all services in the vendor 
benefit package described in Section 3, Scope of Work. 


Molina recognizes that DHCFP agrees to pay us the capitated rate for all Medicaid and 
Nevada Check Up recipients who enroll with us except for conditions that are denied by CMS 
under 42 CFR 438.730(e). We will be capitated for all services in the vendor benefit package 
described in Section 3, Scope of Work. 
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6.2.1 Managed Care Capitated Rates 
Payments will be made in the following manner in accordance with Attachment Q ~ Managed Care Capitated Rates 


We acknowledge that payments will be made in the following manner in accordance with 
Attachment Q ~ Managed Care Capitated Rates. 


6.2.1.1 Payment 
For each Medicaid and Nevada Check Up recipient enrolled with the vendor, DHCFP shall make a prepaid, per-recipient, per-month 
payment as payment in full for any and all medically necessary covered services included in this contract provided to the recipient. 
All capitation payments will be paid monthly. In the event the vendor does not receive a monthly capitation payment for an eligible 
recipient, the vendor shall have one hundred eighty (180) days to submit a request for a retroactive capitation payment to the 
DHCFP. The DHCFP shall process requests for retroactive capitation payments within sixty (60) days of receipt. Payments will be 
sent to the vendor by the fiscal agent, by either electronic funds transfer or overnight mail. The vendor shall be responsible for direct 
payment of any and all overnight mail charges. The vendor must meet the requirements of 42 CFR 438.606 regarding certification of 
data used for billing purposes. 


It is our understanding that, for each Medicaid and Nevada Check Up recipient enrolled with 
us, DHCFP will make a prepaid, per-recipient, per-month payment as payment in full for any 
and all medically necessary covered services included in this contract provided to the recipient. 
Furthermore, all capitation payments will be paid monthly. In the event we do not receive a 
monthly capitation payment for an eligible recipient, Molina will have 180 days to submit a 
request for a retroactive capitation payment to the DHCFP. The DHCFP will process requests 
for retroactive capitation payments within 60 days of receipt, and payments will be sent to us 
by the fiscal agent, by either electronic funds transfer or overnight mail. We will be 
responsible for direct payment of any and all overnight mail charges and will meet the 
requirements of 42 CFR 438.606 regarding certification of data used for billing purposes. 


6.2.1.2 Recover Pro-rated Capitation 
The DHCFP reserves the right to recover pro-rated capitation whenever the vendor’s responsibility to pay medical claims ends in 
mid-month. A situation where a mid-month capitation recovery may occur includes, but is not limited to: 
A. Recipient is placed in an out-of-home placement and does not voluntarily opt in to managed care; and 
B. Recipient enters an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID). 


We acknowledge that the DHCFP reserves the right to recover pro-rated capitation whenever 
our responsibility to pay medical claims ends in mid-month. A situation where a mid-month 
capitation recovery may occur includes, but is not limited to: 


• Recipient is placed in an out-of-home placement and does not voluntarily opt in to 
managed care; and 


• Recipient enters an Intermediate Care Facility for Individuals with Intellectual Disabilities 
(ICF/IID). 
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6.2.1.3 Risk for Recipient Inpatient Hospital Medical Costs 
The DHCFP will assume partial risk for recipient inpatient hospital medical costs that exceed one hundred thousand dollars 
($100,000.00) during a State Fiscal Year (SFY). The DHCFP will reimburse the vendor at seventy-five percent (75%) of the vendor's 
paid amount for a recipient’s inpatient hospital medical costs above one hundred thousand dollars ($100,000.00) threshold, inclusive 
of a thirty-day (30-day) period prior to the commencement of the SFY. The vendor will be responsible for the remaining twenty-five 
percent (25%) of the costs and shall continue to care for the recipient under the terms of the contract. Requests for reimbursement 
must be accompanied by all required documentation. Complete and correct Stop Loss requests must be submitted within three-
hundred sixty-five (365) days of the date of service, unless an out of state provider is utilized in which case the MCO will have an 
additional forty five (45) days to submit the claim, on a submission within a contract period per 42 CFR 447.45-447.46. The DHCFP 
shall process complete requests for reimbursement within sixty (60) days of receipt of a complete and correct request for 
reimbursement. 
The managed care organization is responsible for providing the DHCFP with a “Recipient High-Cost Report” that identifies individual 
recipients that have incurred inpatient medical costs of at least $50,000.00 during the contract year. See the Attachment T ~ Forms 
and Reporting Guide for the “Recipient High-Cost Report” with instructions for completion and submittal. The vendor is also 
responsible for applying intensive case management principles for all recipients identified on the Recipient High-Cost Report or who 
are at risk of reaching the $100,000.00 Stop Loss threshold. The Forms and Reporting Guide contains the case management 
criteria that are expected to be implemented by the vendor and instructions for completion of the review. If the vendor utilizes an 
alternative Stop Loss Review form or documented process it may request DHCFP to consider it as an equivalent tracking reporting 
tool. These Case Management Stop Loss Review documents will be evaluated by the DHCFP when determining the vendor’s 
adherence to effective case management of high cost recipients. The DHCFP and/or the EQRO may conduct on-site reviews as 
needed to validate the vendor’s coordination and assess medical management of high-cost recipients. Insufficient documentation of 
adequate case management shall be subject to review/audit and may result in the reduction and/or disallowance of stop loss 
payments. 


Molina understands that the DHCFP will assume partial risk for recipient inpatient hospital 
medical costs that exceed $100,000.00 during a State Fiscal Year (SFY). The DHCFP will 
reimburse us at 75% of our paid amount for a recipient’s inpatient hospital medical costs 
above $100,000.00 threshold, inclusive of a 30-day period prior to the commencement of the 
SFY. We will be responsible for the remaining 25% of the costs and will continue to care for 
the recipient under the terms of the contract. Requests for reimbursement will be accompanied 
by all required documentation. Complete and correct Stop Loss requests will be submitted 
within 365 days of the date of service, unless an out of state provider is utilized in which case 
we will have an additional 45 days to submit the claim, on a submission within a contract 
period per 42 CFR 447.45-447.46. The DHCFP will process complete requests for 
reimbursement within 60 days of receipt of a complete and correct request for reimbursement. 


We will be responsible for providing the DHCFP with a “Recipient High-Cost Report” that 
identifies individual recipients that have incurred inpatient medical costs of at least $50,000.00 
during the contract year as instructed in Attachment T ~ Forms and Reporting Guide for the 
“Recipient High-Cost Report” with instructions for completion of the review. We will also be 
responsible for applying intensive case management principles for all recipients identified on 
the Recipient High-Cost Report or who are at risk of reaching the $100,000.00 Stop Loss 
threshold. We understand that the Forms and Reporting Guide contains the case management 
criteria that are expected to be implemented by us and instructions for completion of the 
review. If we utilize an alternative Stop Loss Review form or documented process we may 
request DHCFP to consider it as an equivalent tracking reporting tool. These Case 
Management Stop Loss Review documents will be evaluated by the DHCFP when determining 
our adherence to effective case management of high cost recipients. We recognize that the 
DHCFP and/or the EQRO may conduct onsite reviews as needed to validate our coordination 
and assess medical management of high-cost recipients. Insufficient documentation of 
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adequate case management will be subject to review/audit and may result in the reduction 
and/or disallowance of stop loss payments. 


6.2.1.4 Maternity Payment 
For Medicaid and CHIP recipients who give birth during a given month, and who are enrolled with the vendor on the date and time of 
the birth, and there is an accompanying provider claim for the delivery, the DHCFP shall make a one-time (1-time) maternity 
payment to the Vendor performing the delivery to cover the cost of maternity care for Medicaid and CHIP recipients. The maternity 
payment will be paid in the first month following the month of the DHCFP’s receipt of an electronic submission of the record of the 
child's delivery. The electronic submission must be received within 180 days of the date of birth. The payment is a “maternity kick 
payment/ SOBRA” to offset most of the costs to the vendor for costs associated specifically with the covered delivery of a child, 
including prenatal and postpartum maternity expenses. Ante partum care for the prospective mother and all infant care are covered 
by their respective capitation rates. The vendor will also receive a full-month capitated payment for the birth mother and the child for 
the month of birth if the child is eligible from the date of birth. 
It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no accompanying provider claim for the 
delivery. 
A. For Medicaid newborns, the vendor shall receive a capitation payment for the month of birth and for all subsequent months the 


child remains program eligible and enrolled with the vendor. 
B. For those Medicaid enrolled recipients exempt from mandatory enrollment for the reasons specified below, payments will be 


made as follows: 
1. For Medicaid recipients enrolled with the vendor on a voluntary basis due to the identification as “Children with Special 


Health Care Needs” (CSHCN), DHCFP will make a prepaid, per recipient, per month payment as payment in full for any 
and all covered services provided to the recipient. The prepaid, per-recipient, per-month payment includes the cost of the 
initial assessment from the Nevada Early Intervention Program. The payment will be determined in the same manner as it 
is for other recipients: by cohort in the rate schedule. 


2. For Medicaid recipients enrolled with the vendor on a voluntary basis due to identification of a serious emotional 
disturbance (SED) or a serious mental illness (SMI), the DHCFP will make a prepaid, per recipient, per month payment as 
payment in full for any and all medically necessary covered services provided to the recipient. This payment includes the 
cost of the initial assessment for determining SED or SMI as well as on-going patient care all covered medically 
necessary mental health services. The payment will be determined in the same manner as it is for other recipients: by 
cohort in the rate schedule (Attachment Q- Managed Care Capitated Rate). 


3. Medicaid-eligible eligible Indian can enroll with a vendor on a voluntary basis and DHCFP will make a prepaid, per-
recipient, per- month payment as payment in full for any and all covered services provided to the recipient. The payment 
will be determined in the same manner as it is for other recipients: by cohort in Attachment Q- Managed Care Capitated 
Rate. Eligible Indian recipients can access services at Indian Health Service facilities (IHS) and Tribal Clinics while 
enrolled with the Vendor. The vendor is not responsible for payment of any service received by an enrolled recipient at an 
IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to DHCFP’s Fiscal Agent and will 
be paid by DHCFP through the Medicaid FFS fee schedule. The vendor must adhere to the requirements set forth in the 
RFP for voluntary eligible Indians, recipients assessed as CSHCN, SED or SMI. 


C. For each month the DHCFP pays a capitated payment to the vendor on behalf of a recipient, the vendor is responsible for 
providing all covered medically necessary services for that recipient. 


D. The vendor must not accept compensation for work performed under the contract from any other department of the State of 
Nevada, from either Medicaid or Nevada Check Up recipients, or from any other source including the federal government or 
other clients except for the collection of third-party liability (TPL). 


We acknowledge that, for Medicaid and CHIP recipients who give birth during a given month 
and who are enrolled with us on the date and time of the birth, and there is an accompanying 
provider claim for the delivery, the DHCFP will make a one-time maternity payment to us 
when performing the delivery to cover the cost of maternity care for Medicaid and CHIP 
recipients. The maternity payment will be paid in the first month following the month of the 
DHCFP’s receipt of an electronic submission of the record of the child's delivery. The 
electronic submission must be received within 180 days of the date of birth. The payment is a 
“maternity kick payment/ SOBRA” to offset most of the costs associated specifically with the 
covered delivery of a child, including prenatal and postpartum maternity expenses. Ante 
partum care for the prospective mother and all infant care are covered by their respective 
capitation rates. We will also receive a full-month capitated payment for the birth mother and 
the child for the month of birth if the child is eligible from the date of birth. 
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We understand that it is not the intent of the DHCFP to pay a SOBRA payment in a situation 
where there is no accompanying provider claim for the delivery. 


• For Medicaid newborns, we will receive a capitation payment for the month of birth and 
for all subsequent months the child remains program eligible and enrolled with us. 


• For those Medicaid enrolled recipients exempt from mandatory enrollment for the reasons 
specified below, payments will be made as follows: 


– For Medicaid recipients enrolled with us on a voluntary basis due to the identification 
as “Children with Special Health Care Needs” (CSHCN), DHCFP will make a 
prepaid, per recipient, per month payment as payment in full for any and all covered 
services provided to the recipient. The prepaid, per-recipient, per-month payment 
includes the cost of the initial assessment from the Nevada Early Intervention 
Program. The payment will be determined in the same manner as it is for other 
recipients: by cohort in the rate schedule. 


– For Medicaid recipients enrolled with us on a voluntary basis due to identification of a 
serious emotional disturbance (SED) or a serious mental illness (SMI), the DHCFP 
will make a prepaid, per recipient, per month payment as payment in full for any and 
all medically necessary covered services provided to the recipient. This payment 
includes the cost of the initial assessment for determining SED or SMI as well as on-
going patient care all covered medically necessary mental health services. The payment 
will be determined in the same manner as it is for other recipients: by cohort in the rate 
schedule (Attachment Q- Managed Care Capitated Rate). 


– We understand that Medicaid-eligible Native American can enroll with us on a 
voluntary basis and DHCFP will make a prepaid, per-recipient, per- month payment as 
payment in full for any and all covered services provided to the recipient. The payment 
will be determined in the same manner as it is for other recipients: by cohort in 
Attachment Q- Managed Care Capitated Rate. Eligible Native American recipients can 
access services at Indian Health Service facilities (IHS) and Tribal Clinics while 
enrolled with us. We are not responsible for payment of any service received by an 
enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic 
will submit their claims directly to DHCFP’s Fiscal Agent and will be paid by DHCFP 
through the Medicaid FFS fee schedule. We recognize that we must adhere to the 
requirements set forth in the RFP for voluntary eligible Native Americans, recipients 
assessed as CSHCN, SED or SMI. 


• For each month the DHCFP pays a capitated payment to us on behalf of a recipient, we 
will be responsible for providing all covered medically necessary services for that recipient. 


• We will not accept compensation for work performed under the contract from any other 
department of the State of Nevada, from either Medicaid or Nevada Check Up recipients, 
or from any other source including the federal government or other clients except for the 
collection of third-party liability (TPL). 
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6.2.2 Disputed Capitation and Requests for Retroactive Capitation 
Any notice of disputed capitation and requests for retroactive capitation payments must be made by the vendor in writing in required 
format (refer to the Forms and Reporting Guide) within one hundred eighty (180) calendar days from the date of receipt of a 
particular month's capitation. The notice must include the recipients Medicaid ID number and month of enrollment; if the recipient is 
a child, the notice must additionally include the mother’s Medicaid ID number and month of enrollment. Failure to notify DHCFP 
within one hundred eighty (180) days waives the right of the vendor to seek an adjustment. No payment shall be made unless such 
changes or adjustments and the amount therefore have been authorized in writing by DHCFP. DHCFP shall make its determination 
within sixty (60) working days from receipt of a dispute. The vendor may appeal any DHCFP decision concerning capitation 
disputes, adjustment decisions or retroactive capitation payments. 


We acknowledge that any notice of disputed capitation and requests for retroactive capitation 
payments must be made by us in writing in required format (as described on the Forms and 
Reporting Guide) within 180 calendar days from the date of receipt of a particular month's 
capitation. The notice will include the recipients Medicaid ID number and month of 
enrollment; if the recipient is a child, the notice must additionally include the mother’s 
Medicaid ID number and month of enrollment. We understand that failure to notify DHCFP 
within 180 days waives our right to seek an adjustment. No payment will be made unless such 
changes or adjustments and the amount therefore have been authorized in writing by DHCFP. 
We also understand that DHCFP will make its determination within 60 working days from 
receipt of a dispute, and that we may appeal any DHCFP decision concerning capitation 
disputes, adjustment decisions, or retroactive capitation payments. 


6.2.3 Capitation Recovery and Adjustments 
Per Amendment 7, Changes to RFP Sections, RFP Section 6.2.3 changes are reflected in the section title and replaced with the 
following new language. 
The DHCFP reserves the right to adjust capitation payments or to bill the Vendor to recover improperly paid capitation for a period of 
not more than three (3) years. 


We recognize that the DHCFP reserves the right to adjust capitation payments or to bill 
Molina to recover improperly paid capitation for a period of not more than three (3) years. 


6.2.3.1 Incarcerated Recipients 
A recipient who becomes incarcerated will remain in their MCO until their aid category changes or their Medicaid eligibility 
terminates. DHCFP may recover capitation payments for those recipients incarcerated in a public institution, effective the date the 
aid category changes. Section 1905A of the Social Security Act excludes federal financial participating (FFP) for medical care 
provided to inmates except “when the inmate is admitted as an inpatient in a hospital, nursing facility, juvenile psychiatric facility, or 
intermediate care facility”. FFP is available for any covered Medicaid services that are provided to the inmate “while an inpatient in 
these facilities”. 


We understand that recipients who become incarcerated will remain in their MCO until their 
aid category changes or their Medicaid eligibility terminates. DHCFP may recover capitation 
payments for those recipients incarcerated in a public institution, effective the date the aid 
category changes. Section 1905A of the Social Security Act excludes federal financial 
participating (FFP) for medical care provided to inmates except “when the inmate is admitted 
as an inpatient in a hospital, nursing facility, juvenile psychiatric facility, or intermediate care 
facility.” FFP is available for any covered Medicaid services that are provided to the inmate 
“while an inpatient in these facilities.” 
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6.2.3.2 Periodic Reports 
The vendor shall provide periodic reports of Medical Loss Ratio (MLR), in a time and manner established by the State, and in 
accordance with CMS’ methodology [Id. § 438.8(e)]. The vendor shall provide the report no later than within 12 months of the end of 
a year for which the MLR pertains. The vendor shall also require any third party vendor providing claims adjudications activities to 
provide all underlying data associated with MLR reporting to the vendor within 180 days of the end of the MLR reporting year, or 
within 30 days of a request by the vendor (whichever comes sooner) to calculate and validate the accuracy of MLR reporting. The 
state will collect a remittance for the applicable years in which the vendor’s MLR falls below 85%. 


We will provide periodic reports of Medical Loss Ratio (MLR), in a time and manner 
established by the State, and in accordance with CMS’ methodology [Id. § 438.8(e)]. We will 
provide the report no later than within 12 months of the end of a year for which the MLR 
pertains. Furthermore, we will also require any third party vendor providing claims 
adjudications activities to provide all underlying data associated with MLR reporting to us 
within 180 days of the end of the MLR reporting year, or within 30 days of our request 
(whichever comes sooner) to calculate and validate the accuracy of MLR reporting. The State 
will collect a remittance for the applicable years in which our MLR falls below 85%. 


6.2.4 Enhanced Capitation Payments 


6.2.4.1 Targeted Service Enhancements 
The per member per month capitation amounts established through the actuarially certified rates, which will include additional 
funding for targeted services to safety net providers 


We acknowledge that targeted service enhancements are the per member per month capitation 
amounts established through the actuarially certified rates, which include additional funding 
for targeted services to safety net providers. 


6.2.4.2 Provider Access Payment (PAP) Program 
A. The DHCFP will increase the per member capitation payments to the Contractor for enhanced payments to providers. 
B. The DHCFP’s Actuary vendor will calculate the per member capitation payment based on the CMS Upper Payment Limit 


requirements for Medicaid reimbursement. 


We understand that the DHCFP will increase the per member capitation payments to Molina 
for enhanced payments to providers. Furthermore, the DHCFP’s Actuary vendor will 
calculate the per member capitation payment based on the CMS Upper Payment Limit 
requirements for Medicaid reimbursement. 


6.2.4.3 Hospital, Mental Health, and Ground Emergency Transportation Safety 
Net Providers (Safety Net) 


A. The DHCFP will increase the per member capitation payments to support increased payment for in-patient, out-patient hospital, 
behavioral health, and ground emergency transportation services provided by Nevada safety net providers to Medicaid 
recipients. 


Molina acknowledges that the DHCFP will increase the per member capitation payments to 
support increased payment for in-patient, out-patient hospital, behavioral health, and ground 
emergency transportation services provided by Nevada safety net providers to Medicaid 
recipients. 
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6.2.4.4 Federal Regulations 
In accordance with Federal regulations, payments from the Medicaid agency (DHCFP) to the MCOs must be actuarially sound. 


We understand that, in accordance with Federal regulations, payments from the Medicaid 
agency (DHCFP) to the MCOs must be actuarially sound. 


6.2.4.5 Different Sources 
Nevada can use different sources to fund the non-federal share of expenditures, such as Inter-governmental Transfer (IGT) or 
provider tax/assessments. 


We recognize that Nevada can use different sources to fund the non-federal share of 
expenditures, such as Inter-governmental Transfer (IGT) or provider tax/assessments. 


6.2.4.6 Earmarked Funds 
The funds will be earmarked to fund a separately identified enhancement to the capitation rate paid to the MCOs. 


Molina acknowledges that funds will be earmarked to fund a separately identified 
enhancement to the capitation rate paid to the MCOs. 


6.2.4.7 Enhanced Funding 
The MCOs must use the enhanced funding to provide payments to the safety net provider(s). 


We understand that we must use the enhanced funding to provide payments to the safety net 
provider(s). 


6.2.4.8 Cannot Mandate Enhanced Funding 
The state’s contract with the MCOs cannot mandate that the enhanced funding be used to pay specific providers or to make 
payments according to any particular payment methodology. The enhanced payments are contingent upon IGT funding. If IGT 
funding is not available, DHCFP will notify the MCOs within a reasonable time frame of 30-days and the enhanced MCO rates will 
be recertified retro-actively if necessary. 


We acknowledge that the State’s contract with the MCOs cannot mandate that the enhanced 
funding be used to pay specific providers or to make payments according to any particular 
payment methodology. The enhanced payments are contingent upon IGT funding. If IGT 
funding is not available, DHCFP will notify the MCOs within a reasonable time frame of 30-
days and the enhanced MCO rates will be recertified retro-actively if necessary. 


6.2.4.9 Enhanced Payments 
The DHCFP will make the enhanced payments to the MCOs on a monthly basis as part of their regular capitation payments, based 
on monthly enrollment data. 


We understand that, based on monthly enrollment data, the DHCFP will make the enhanced 
payments to the MCOs on a monthly basis as part of their regular capitation payments. 
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6.2.4.10 Enhanced Rate 
The enhanced rate is subject to the availability of sufficient non-federal share of funding. If there is not sufficient IGT funds, the 
DHCFP may not continue to pay the enhanced rate to the MCO. 


We recognize that the enhanced rate is subject to the availability of sufficient non-federal 
share of funding and understand that, if there is not sufficient IGT funds, the DHCFP may 
not continue to pay the enhanced rate to the MCO. 


6.2.4.11 No Obligation to Pay the Enhancement 
The plans will not be obligated to pay the enhancement if the funding isn’t provided. 


We understand that plans will not be obligated to pay the enhancement if the funding isn’t 
provided. 


6.2.5 Pay for Performance 
The DHCFP reserves the right to establish a Pay for Performance (P4P) Incentive System to provide financial rewards to vendor’s 
that achieve specific levels of performance in program priority areas. The PMPM capitated payments are the total payments to the 
plan except in a situation in which the plan receives a pay for performance (P4P) remittance through the P4P plan. (See Attachment 
U~ Pay-For-Performance.) 
The DHCFP will allow movement from P4P to value based purchasing as the contract progresses. 


We acknowledge that the DHCFP reserves the right to establish a Pay for Performance (P4P) 
Incentive System to provide financial rewards to vendor’s that achieve specific levels of 
performance in program priority areas. The PMPM capitated payments are the total payments 
to the plan except in a situation in which the plan receives a pay for performance (P4P) 
remittance through the P4P plan. Furthermore, we understand that the DHCFP will allow 
movement from P4P to value based purchasing as the contract progresses. 
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6.3 Billing 
6.3.1 Payment Prior to Receipt 
The State does not issue payment prior to receipt of goods or services. 


We understand that the State does not issue payment prior to receipt of goods or services. 


6.3.2 Bill the State 
The vendor must bill the State as outlined in the approved contract and/or payment schedule. 


We acknowledge that we must bill the State as outlined in the approved contract and/or 
payment schedule. 


6.3.3 Propose an Alternative Payment Option 
Vendors may propose an alternative payment option. Alternative payment options must be listed on Attachment I, Cost Proposal 
Certification of Compliance with Terms and Conditions of the RFP. Alternative payment options will be considered if deemed in the 
best interest of the State, project or service solicited herein. 


We recognize that we may propose an alternative payment option but that it must be listed on 
Attachment I, Cost Proposal Certification of Compliance with Terms and Conditions of the 
RFP. Furthermore, we understand that alternative payment options will be considered if 
deemed in the best interest of the State, project or service solicited herein. 





		4_05.0_Cost Attachment H - Cost Proposal

		Attachment H – Cost Proposal

		RFP 3260 Medicaid Managed Care Organization Services

		Vendor Name: ___________________________________________________

		5.1 Administrative Costs

		5.1.1 Non-Medical Administrative Costs:

		5.1.1.1 Direct Expenses:  Those expenses that can be charged directly as a part of the overall administrative costs; and,

		5.1.1.2 Indirect Expenses: Those elements of costs necessary in the performance of administering the program that are of such a nature that the amount applicable to the program cannot be determined accurately or readily (i.e., rent, heat, electrical p...





		5.2 Non-Medical Costs:

		5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net income, divided by total revenues received from DHCFP); and,

		5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a percentage of the revenues received) for potential unknown risks and contingencies.





		4_05.0a_Cost_

		4_06.0_Financial_
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Ronda Miller 
Purchasing Officer II 
State of Nevada Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 


September 1, 2016 Laurie Brubaker 
Chief Executive Officer & President 
Phone: 602-659-1160 
 
4500 E. Cotton Center Blvd. 
Phoenix, AZ  85040 


AETNA BETTER HEALTH® OF NEVADA 


RE:  Request for Proposal: 3260 Managed Care Organization 


Dear Ms. Miller: 


Aetna Better Health® of Nevada (Aetna) is pleased to present its response to the State of 
Nevada’s Request for Proposal (RFP) 3260 for Managed Care Organization. We would consider 
it a privilege to serve the State’s most vulnerable citizens with the provision of creative and 
competitive solutions designed to improve the member-centric care delivery system and 
effectively meet the diverse needs of Nevadans. 
 
For more than three decades, we have collaborated with our State customers to establish 
Medicaid programs tailored to the specific benefit and program needs of each State. We continue 
to forge meaningful partnerships with the creation of effective solutions that fully address the 
challenging health and social issues of our Medicaid recipients. Today, Aetna serves more than 
three million recipients through Medicaid managed care plans in 16 states, including Arizona, 
Florida, Illinois, Kentucky, Louisiana, Maryland, Michigan, Missouri, Nebraska, New York, 
New Jersey, Ohio, Pennsylvania, Texas, Virginia, and West Virginia. Recently, we were also 
awarded a contract for California’s Medi-Cal managed care program which includes coverage of 
the LTSS population in San Diego. 
 
We are confident in our ability to meet the State’s objectives to improve recipient access to 
medically necessary covered services, provide them with choices for managed health care, 
manage utilization of services to ensure healthy outcomes, reduce operational costs, incorporate 
managed care encounter data, streamline program administration, enable continuity of care 
coordination, provide quality improvement processes, and provide integrated medical, 
behavioral, and social care components to ensure optimal outcomes. Over our 30-year history, 
Aetna has initiated a vast array of solutions to support the goals and needs of our State Medicaid 
customers that directly align with the State’s objectives. Many of these initiatives are offered 
within our State Medicaid programs as enhanced services and programs (value-added services) 
and are included in our proposal to the State to further improve the health of each recipient and 
to increase the quality of care. 
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 7 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization  


DATE OF AMENDMENT: August 26,  


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: September 1, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 


 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
Attachment D ~ Contract for to be replaced with the following: 
 


Attachment D - 
Contract Form-Amend 


 
To open the document, double click on the icon. 


 
If you are unable to access the above inserted file 


once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 
 


 
Changes to RFP Sections: 
 
Old Language 
   


 3.7.6.9   The vendor will support and participate in all activities related to the DHCFP’s 
      Medicaid Adult Incentive Grant.  The vendor must participate in any future 
      grants awarded to Medicaid that affect MCOs or MCO recipients.   


 
New Language  


3.7.6.9 The vendor will support and participate in any future grants awarded to  
Medicaid that affect MCOs or MCO recipients.   
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Old Language 


 
3.10  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 


 Federal regulations (42 CFR 438.240) mandate that States must, through its 
 contracts, require each managed care organization (vendor) to have an ongoing 
 quality assessment and performance improvement program for the services it 
 furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 
 systematic activities, undertaken by the vendor, to monitor and evaluate the care 
 delivered to enrolled recipients according to predetermined, objective standards, 
 and effect improvements as needed. 
 
 In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 
 must develop and maintain the ability to collect and report data on race, 
 ethnicity, sex, primary language, and disability status for applicant's and 
 recipient's parents or legal guardians if applicants or recipients are minors or 
 legally incapacitated individuals.   
 
 An annual review of the vendor will be conducted by the DHCFP or its 
 designee.  In addition, the DHCFP will monitor and analyze grievances and 
 appeals, provider disputes and will periodically conduct patient and provider 
 satisfaction surveys.   
 
 The vendor must have its own evaluation of the impact and effectiveness of its 
 quality assessment and IQAP.  


 
New Language  


 
3.10  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 


 Federal regulations (42 CFR 438.330) mandate that States must, through its 
 contracts, require each managed care organization (vendor) to have an ongoing 
 quality assessment and performance improvement program for the services it 
 furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 
 systematic activities, undertaken by the vendor, to monitor and evaluate the care 
 delivered to enrolled recipients according to predetermined, objective standards, 
 and effect improvements as needed. 
 
 In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 
 must develop and maintain the ability to collect and report data on race, 
 ethnicity, sex, primary language, and disability status for applicant's and 
 recipient's parents or legal guardians if applicants or recipients are minors or 
 legally incapacitated individuals.   
 
 An annual review of the vendor will be conducted by the DHCFP or its 
 designee.  In addition, the DHCFP will monitor and analyze grievances and 
 appeals, provider disputes and will periodically conduct patient and provider 
 satisfaction surveys.   
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 The vendor must have its own evaluation of the impact and effectiveness of its 
 quality assessment and IQAP.  


 
Old Language 


 
3.10.2  The vendor must report the status and results of each project to the  DHCFP as 
  requested, including those that incorporate the requirements of 42 CFR 438.240 
  (a)(2).  Each performance improvement project must be completed in a  
  reasonable time period so as to generally allow information on the success of 
  performance improvement projects to be available to the DHCFP for its annual 
  review of the vendor’s quality assessment and improvement program. 


 
New Language  


 
3.10.2  The vendor must report the status and results of each project to the  DHCFP as 
  requested, including those that incorporate the requirements of 42 CFR 438.330 
  (a)(2).  Each performance improvement project must be completed in a  
  reasonable time period so as to generally allow information on the success of 
  performance improvement projects to be available to the DHCFP for its annual 
  review of the vendor’s quality assessment and improvement program. 


 
Old Language 


 
3.10.3.1  Submit performance improvement measurement data annually using standard 
   measures required by the DHCFP, including those that incorporate the  
  requirements of 42 CFR 438. 204 and 438.240 (a)(2); and 
 
3.10.3.2  Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 
  to measure the vendor’s performance.  


 
New Language  
 


3.10.3.1  Submit performance improvement measurement data annually using standard 
   measures required by the DHCFP, including those that incorporate the  
  requirements of 42 CFR 438. 340 and 438.330 (a)(2); and 
 
3.10.3.2  Submit to the DHCFP data specified by the DHCFP which enables the DHCFP 
  to measure the vendor’s performance.  


 
Old Language 
 


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR  
  438.358(b): 
 
 A. Validation of Performance Improvement Projects required by the State to  
  comply with requirements set forth in 42 CFR 438.240 (b); and 
 
 B. Projects that were under way during the preceding twelve (12) calendar months. 
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New Language  
 
3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR  
  438.358(b): 
 
 A. Validation of Performance Improvement Projects required by the State to  
  comply with requirements set forth in 42 CFR 438.330 (b); and 
 
 B. Projects that were under way during the preceding twelve (12) calendar months. 


 
Old Language 


 
3.11.1  The DHCFP has developed a Medicaid and Nevada Check Up Managed  Care 
  Quality Assessment and Performance Improvement Strategy (henceforth,  
  referred to as  the Strategy), pursuant to 42 CFR 438.200. 
 


New Language  
 
3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care 


Quality Assessment and Performance Improvement Strategy (henceforth, 
referred to as  the Strategy), pursuant to 42 CFR 438.310. 


 
Old Language 


 
3.11.2.1 CFR 438.202   State Responsibilities  
 


New Language 
 


3.11.2.1 CFR 438.340   State Responsibilities  
 
 
Old Language 
 


3.11.2.2 CFR 438.204 –  Elements of State Quality Strategies 
 
 
New Language 


 
3.11.2.2 CFR 438.340 –  Managed Care State Quality Strategy 


 
Old Language 
 


3.4.4.3  EPSDT Services (Medicaid) & Well Baby/Child Services    
  (Nevada Check Up) 


A The MCO vendor as applicable will be required to conduct  EPSDT 
 screenings of its recipients under the age of twenty- one (21) years.  The 
 screening must meet the EPSDT requirements found in the MSM 
 Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
 the Social Security Act, and 42 CFR 441.50 through 441.63.  The 
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 vendor must conduct all interperiodic screening on behalf  of recipients, 
 as defined in MSM Chapter 1500. 


 
New Language 


3.4.4.3  EPSDT Services (Medicaid) & Well Baby/Child Services    
  (Nevada Check Up) 


 


A The MCO vendor as applicable will be required to conduct  EPSDT 
 screenings of its recipients under the age of twenty- one (21) years.  The 
 screening must meet the EPSDT requirements found in the MSM 
 Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
 the Social Security Act, and 42 CFR 441.50 through 441.62.  The 
 vendor must conduct all interperiodic screening on behalf  of recipients, 
 as defined in MSM Chapter 1500. 


 
Old Language 


 
3.5.2  The vendor must accept recipients eligible for enrollment in the order in which 
  they apply without restriction, up to the limits set under the contract 42 CFR 
  438.6(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 
  the case of voluntary enrollment programs that meet the conditions set forth in 
  42 CFR 438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis 
  of health status or need for health services, discriminate against recipients  
  eligible to enroll. The vendor will not deny the enrollment nor discriminate 
  against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
  basis of race, color or national origin and will not use any policy or practice that 
  has the effect of discrimination on the basis of race, color or national origin. The 
  vendor must have written policies and procedures for enrolling all eligible  
  populations. The vendor will accept as enrolled all recipients appearing on 
  monthly enrollment reports.  The vendor may not encourage a recipient to  
  disenroll because of health care needs or a change in health care status. Further, 
  a recipient's health care utilization patterns may not serve as the basis for  
  disenrollment from the vendor.   


 
New Language 


 
3.5.2  The vendor must accept recipients eligible for enrollment in the order in which 
  they apply without restriction, up to the limits set under the contract 42 CFR 
  438.3(d)(1) .  The Vendor acknowledges that enrollment is mandatory except in 
  the case of voluntary enrollment programs that meet the conditions set forth in 
  42 CFR 438.50(a).  Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the basis 
  of health status or need for health services, discriminate against recipients  
  eligible to enroll. The vendor will not deny the enrollment nor discriminate 
  against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
  basis of race, color or national origin and will not use any policy or practice that 
  has the effect of discrimination on the basis of race, color or national origin. The 
  vendor must have written policies and procedures for enrolling all eligible  
  populations. The vendor will accept as enrolled all recipients appearing on 
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  monthly enrollment reports.  The vendor may not encourage a recipient to  
  disenroll because of health care needs or a change in health care status. Further, 
  a recipient's health care utilization patterns may not serve as the basis for  
  disenrollment from the vendor.   
 


Old Language 
 
3.13.2  Recipient Grievances and Appeals 


 
The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from 
the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
New Language 


 
3.13.2  Recipient Grievances and Appeals 
 


The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424). Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c)  
438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 


 
Old Language  
  


6.2.3     Capitation Recovery 
 
The DHCFP reserves the right to adjust capitation payments or to bill the 
Vendor to recover improperly paid capitation.   


 
New Language  
 


6.2.3     Capitation Recovery and Adjustments 
 
The DHCFP reserves the right to adjust capitation payments or to bill the 
Vendor to recover improperly paid capitation for a period of not more than 
three (3) years. 


 
QUESTIONS AND ANSWERS: 
 


1. Can the State please clarify if the administrative rate bid should be a percentage of premium 
paid to the plans, or a percentage of the plans’ medical costs?  Can the State please provide an 
administrative rate bid template to ensure consistency in the bidders responses? Specifically, 
the following statements seem to conflict with each other and have the potential to cause 
confusion and differing interpretations by the bidders: 
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• Currently the administrative allowance included by the State’s actuaries in the rates is 
stated as a percentage of premium (the amount paid to the plans).  
 


• Section 6.1 of the original RFP indicated “This cost is a percentage of the Managed Care 
Blended Capitated Rate.” (the amount paid to the plan) 


 
• Question 21 of Amendment 2 states, “The administrative rate as a percentage of total 


medical costs.” (we assume this is the medical costs paid by the plans, excluding 
administrative costs?) 


 
• Question 1 of Amendment 6 states, “% of med costs, as requested”. (we assume this is the 


medical costs paid by the plan, excluding administrative costs?) 
 


In order to provide the same administrative dollars to a plan, these percentage must differ, with 
the percentage of claims being higher than the percentage of premium basis. Also, historically, 
the administrative allowance of 10.5% of premium used by the State’s actuaries in the rate 
development excluded the 3.5% premium tax. Since the premium tax is established as a 
percentage of premium, the bidders will need to adjust this percentage upwards to reflect the 
proper allowance for premium tax in their bid. The State should ensure that the bidders have 
reflected this in their administrative cost submission if that is the State’s intent. We are 
concerned that bidders could become confused about this, and would respectfully suggest that 
the State develop an administrative rate bid template and circulate it to potential bidders in 
order to avoid confusion and ensure consistency in the bids. 


 
As stated in Section 6.1 of the original RFP, the administrative rate is a percentage of 
the capitation rate. 
  
The premium tax of 3.5% is also included in the rates as a percentage of total premium.  
 
The formula for total premium is: 
 ( 	 	 	 	 )	/	( 	– 	 	%	 − 	 	%) 	+	( 	 	 )	– 	 	 	%  


 
The plan’s request and concern are noted, but we do not plan to release a bid template 
at this time. 
 


 
2. Can the State please provide the formula for how the administrative bid percentage will be 


incorporated to the rates? 
 


For example, if the State’s actuaries project a medical cost of $100 PMPM, how will the 
administrative percentage be applied to develop a final rate?  Will it be $100 / (1 – admin bid 
%), or some other formula? 


 
Your example is confirmed. If the State’s actuaries project a medical cost of $100 
PMPM, the administrative percentage will be applied as $100 / (1 – admin bid %). 


 
3. Can the State please clarify what is meant by “an expected income basis” in the response to 


Question #40, or consider removing that requirement from the RFP?  We are concerned, that 
the response to Q&A Question # 40 of Amendment 6 stated that the profit and contingency 
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 6 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: August 4, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 New opening date September 1, 2016  


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
RFP TIMELINE CHANGES: 
 


Task Date/Time 


Deadline for submitting questions 7/12/16 @ 5:00 PM 


Answers posted to website  On or about 7/19/16  


Deadline for submitting second set of questions 7/28/16 @ 5:00 PM 


Answers posted to website  On or about 8/4/16  


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 8/31/16  


Deadline for submission and opening of proposals No later than 2:00 PM on  9/1/16  


Evaluation period Phase I (approximate time frame) 9/2/16 ~ 9/22/16  


Evaluation period Phase II (approximate time frame) 9/23/16 ~ 9/27/16 


Selection of vendor  On or about 9/27/16 


Anticipated BOE approval 12/13/16 


Contract start date (contingent upon BOE approval) July 1, 2017 
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RFP REVISIONS: 
 


1. The following sections are to be revised: 1.8.1 (Phase I); 9.2.3.2 (Part IA) 10.1.1.1 (Phase I). 
 


Revised language:  
 


1.8.1 Phase I ~ RFP Submission  
 


Vendors must follow the guidelines below: 
 


1.8.1.1 The Phase I Submission is an Anonymous Pass/Fail Submittals 
Evaluation. 


 
1.8.1.2 The Purchasing Division or other suitable individual will perform the 


evaluation of the pass/fail portions of this solicitation. 
 
1.8.1.3 Vendor shall not include its company name, address, tradename, 


trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work.  


 
1.8.1.4 Vendors must submit their response to the Scope of Work 


anonymously.  A vendor shall not include in its response to the Scope of 
Work its company name, address, tradename, trademark, service mark, 
or any distinctive symbol, logo or slogan used by the vendor in its 
advertising materials.  The State will not be responsible for searching 
for or redacting any identifying information from the response to the 
Scope of Work. 


 
1.8.1.5 It is important that you submit all proposals in the form requested and 


complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements of this RFP.   


 
9.2.3.2 Tab I – Section 3 – Scope of Work 


 
Vendor shall not include its company name, address, tradename, 
trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work. 
 
Vendors must submit their response to the Scope of Work 
anonymously.  A vendor shall not include in its response to the Scope of 
Work its company name, address, tradename, trademark, service mark, 
or any distinctive symbol, logo or slogan used by the vendor in its 
advertising materials.  The State will not be responsible for searching 
for or redacting any identifying information from the response to the 
Scope of Work 
 
It is important that you submit all proposals in the form requested and 
complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements, Format and Content of this RFP.   
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Vendors must place their written response(s) in bold/italics immediately 
following the applicable RFP question, statement and/or section. 


 
10.1.1 Phase I ~ RFP Submission  


 
Vendors must follow the guidelines below: 


 
10.1.1.1 The Phase I Submission is an Anonymous Pass/Fail Submittals 


Evaluation. 
 
10.1.1.2 The Purchasing Division or other suitable individual will perform the 


evaluation of the pass/fail portions of this solicitation. 
 
10.1.1.3 Vendor shall not include its company name, address, tradename, 


trademark, service mark, or any distinctive symbol, logo or slogan used 
by the vendor in its advertising materials  when responding to the 
questions in Section 3 ~ Scope of Work.  


 
10.1.1.4 Vendors must submit their response to the Scope of Work 


anonymously.  A vendor shall not include in its response to the Scope 
of Work its company name, address, tradename, trademark, service 
mark, or any distinctive symbol, logo or slogan used by the vendor in 
its advertising materials.  The State will not be responsible for 
searching for or redacting any identifying information from the 
response to the Scope of Work. 


 
10.1.1.5 It is important that you submit all proposals in the form requested and 


complete the responses as instructed in Section 9 ~ Proposal 
Submission Requirements of this RFP.   


 
2. RFP Section 3.16.25 must be submitted in Part I C ~ Confidential Technical Proposal. 


 
3. RFP Section 9.1.17 If a vendor changes any material RFP language, or fails to meet any 


mandatory RFP requirements, vendor’s response may be deemed non-responsive per NRS 
333.311. 
 


QUESTIONS & ANSWERS: 
 
1. Amendment 2: Q21 and Q129 (page 5 and page 22) - In Amendment 2, Questions 21 and 129 
 seem to provide different guidance. Question 21 states that the administrative rate in the Cost 
 Proposal (Attachment H) should be a percent of the medical costs. Question 129 states that 
 currently the administration and risk margin is 10.5% of premium. This point has a major 
 impact on the Cost Proposal. Please clarify whether we should provide the Cost Proposal 
 amount as a percent of medical costs or a percent of premium. 
 


% of med costs, as requested. 
 
2. Amendment 2: Q28 (page 6) - We have read your response to Question 28 in Amendment 2. 
 However, it was not clear to us if we should include the cost of premium tax in our 
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 administrative bid. Could you please clarify (i.e., should we include a line in our administrative 
 bid/Cost Proposal of 3.5% for premium tax)? 
 


Yes. 
 
3. Amendment 2: Q290 (page 49-50) - Question 290 in Amendment 2 references the 7/7/16 memo 
 regarding “Network Requirements for COA and RFP".  Where can MCO locate a copy of this 
 memo? 
 


The reference was in the question. The DHCFP is not aware of a memo dated 07/07/2016. 
Contact the Nevada Division of Insurance for information on obtaining a Certificate of 
Authority.   
If this was a memo from the Nevada Division of Insurance please contact them.  
 


4. RFP § 3.4.4.2.C.5 (page 50 of 268) - Item 2 of Amendment 2 indicated that Section 3.4.4.2.C.5 
 is to be deleted in its entirety, but the Attachment to Question 47 is a replacement of Section 
 3.4.4.2 and it includes Section 3.4.4.2.C.5.  Please confirm Section 3.4.4.2.C.5 should 
 nevertheless be deleted. 
 


Yes.  Section 3.4.4.2.C.5 is deleted.  
 
5. RFP § 3.16.25.1.A (page 197 of 268) - Question 18 of Amendment 2 requested clarification 
 regarding submission of information on ownership and control with the proposal.  Specifically, 
 the question asked whether there was a particular form the state would like vendors to use and 
 where in the proposal it should be submitted since Section 3 is supposed to exclude identifying 
 information.  The question asked whether it should be included in Part 1C, Confidential 
 Technical Submissions, because the disclosure includes Social Security Numbers and dates of 
 birth.  The answer was "Refer to the beginning of this amendment for RFP submittal 
 change."  However, the beginning of the amendment addressed only the information required 
 by section 3.18.5.1, not 3.16.25.1.  Please address the submission questions related to the 
 disclosure of information on ownership and control required by Section 3.16.25.1.A. 
 


Vendors should include response to this question in Part I C ~ Confidential Technical 
Proposal.   


 
6. RFP § 3.18.5.1 (page 205 of 268) - Item 1 of Amendment 2 refers to Section 3.18.5.1 as "the 
 old section" and indicates that "This information was under Scope of Work Section 3.18.5 
 NPI/API Transaction Requirements".  It then states that "Section 3.18.5.1 requested 
 information must be submitted under Section 4.1.3" in the table format provided.  Please clarify 
 this change - (a) is the entire paragraph that had been Section 3.18.5.1 now part of Section 4.1.3 
 in addition to the change in the table or (b) is the only change the addition of the two lines in 
 Section 4.1.3 and Section 3.18.5.1 remains unchanged? 
 


Yes the entire section that refers to providing any company information must be submitted 
under Section 4.1.3. 


 
7. Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - If a Vendor chooses to "utilize 
 the FFS formulary", how will the Managed Care Capitation Rates be adjusted to account for 
 this difference in expected claim cost? 
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Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of 
claims experience, trend, compliance, and performance. 


 
8. Attachment Q: Managed Care Capitation Rates (Page 1 of 1) - What premium tax amount is 
 built into the Managed Care Capitation Rates in Attachment Q? Is it 3.5%? If not, please 
 provide the percentage. 
 
 Currently, it is 3.5% for Amerigroup; the effective rate is slightly less for HPN due to the 


sunset of a statutorial discount provision; respondents to this RFP can expect the rate to be 
3.5% barring any change in the 2017 Legislative Session. 


 
9. Amendment 2: Q128 and Q249; In Amendment 2, Questions 128 and 249 seem to provide 
 different guidance. Question 128 states that pharmacy rebate savings were included in the rates 
 (this is also confirmed in the data book provided in Amendment 5). However, Question 249 
 states that Vendors are not permitted to negotiate and collect supplemental drug rebates from 
 pharmaceutical manufacturers. Please clarify if Vendors are allowed to collect pharmacy 
 rebates from pharmaceutical manufacturers. 
 


Vendors that use their own PDL are able to negotiate contracts and collect supplemental 
drug rebates. If a prospective vendor chooses to use the FFS PDL they will not be able to 
collect  supplemental drug rebates. 


 
10. Amendment 2: Q249; Are Vendors allowed to collect pharmacy rebates from pharmaceutical 
 manufacturers if they choose to use the FFS formulary? 
 
 If they follow the FFS PDL then MCO’s will not be able to collect rebates. This will require 


a contract amendment with CMS. 
 
11. Section 3.16.25.2(A)(3): Given that social security numbers are highly sensitive and 
 protected personal information, to avoid inadvertent disclosure to the public, please confirm 
 that vendors are not required to provide this information in their ownership and control 
 disclosures required to be submitted with their proposals. See N.R.S.239B.030 and 
 N.R.S.603A.040. 
 
 Alternatively, in the spirit of N.R.S.239B.030 and N.R.S.603A.040, please confirm vendors can 
 exclude social security numbers from the original copy of their proposals and instead, provide 
 them in a separate envelope marked "Social Security Numbers, Confidential and Exempt from 
 Disclosure Under Attachment TBD." 
 


Refer to beginning of this RFP. 
 
12. Section 3.16.25: Section 42 CFR 455.104 regarding information on ownership and control 
 requires those disclosures to be made by managed care entities upon the proposal  submission.  
 See 42 CFR 455.104(c)(3)(i) and RFP Section 3.16.25.1(A).  Sections 42 CRF  455.105, 
 regarding information related to business transactions, and 42 CFR 455,106, regarding 
 information on persons convicted of crimes do not contain similar provisions requiring 
 disclosure at the time of bid submittal.  Consistent with the requirements of the Code of Federal 
 Regulations, please confirm that the only disclosures required at the time of bid submittal are 
 the vendor's ownership and control disclosures requested in RFP Sections 3.16.25.2-3.16.25.5 
 and that the business transaction and criminal conviction information requested in RFP 
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 Sections 3.16.25.6 and 3.16.25.7 and the information requested in RFP Section 3.16.25.8  are 
 not required at the time of bid submittal. 
 
 


 Disclosures are due at any of the following times: 


 Upon the vendor submitting the proposal in accordance with the State's procurement 
 process. 


 Upon the vendor executing the contract with the State. 


 Upon renewal or extension of the vendor’s contract. 
 
 3.16.25.6 and 3.16.25.7 should be reported if available 
 
13. Section 8: In order to thoroughly review the answers to the first and second set of questions 
 including (i) the additional information that was provided through attachments and links in the 
 released amendments, and (ii) the data book, which the response to question 137 in 
 Amendment 5 says will be released shortly, to enable us to address any impact in our proposal 
 response, we respectfully request an extension for the deadline for the submission and opening 
 of proposals and ask that you consider an extension of twenty (20) business days. 
 
 The DHCFP is not able to accommodate the request for a twenty (20) business day 
 extension. The DHCFP will be able to allow a five (5) day extension with a new deadline for 
 submission and opening of proposals to no later than 2:00pm on 09/01/16. See updated RFP 
 timeline change above. 
 
14. Section 3.2: Please clarify how this requirement will receive a higher point value if the Scope 
 of Work is an Anonymous Pass/Fail Evaluation. 
 


Refer to beginning of this RFP. 
 
15. Section 3.4.6.2: Please clarify how this requirement will receive a higher point value if the 
 Scope of Work is an Anonymous Pass/Fail Evaluation. 
 


Refer to beginning of this RFP. 
 
16. 4.1.10 and 4.1.13 are exactly the same questions. Would the State consider eliminating one 
 question? 
 -4.1.10 Length of time vendor has been providing services described in this RFP to the public 
 and/or private sector. Please provide a brief description. 
 
 -4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
 public  and/or private sector. Please provide a brief description. 
 
 No. These are two separate requests.  If one is not applicable mark n/a.  
 
17. Attachment T includes a Section 1.2 and a Section 1.4, but no Section 1.3.  Please provide 
 the missing section?  
 
 There is no missing section.  The numbering has been corrected.  
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2017 Attachment T 
Forms & Reporting Gu      
 
 
18. Attachment T includes a Section 2.6.B and 2.6.D, but no Section 2.6.C. Please provide the 
 missing section.  
 
 There is no missing section.  The numbering has been corrected.  
 


2017 Attachment T 
Forms & Reporting Gu      
 
19. In Section 3.4.12.3. H Regarding the phrase: “Sixth Omnibus Budget Reconciliation Act aka 
 SOBRA,” Section 2 of the RFP (page 32) defines the “Supplemental Omnibus Budget 
 Reconciliation Act of 1996 (SOBRA).”  Is the SOBRA referred to in 3.4.12.3.H intended to be 
 the same SOBRA in Section 2 and used elsewhere in the RFP? If yes, does the “S” stand for 
 “Sixth” or “Supplemental?” 
 
 Yes. The "S" stands for "Supplemental" as defined by the State, it is referring to  the 
 Sixth Omnibus Budget Reconciliation Act (SOBRA) and is the same reference in 
 3.4.12.3.H and Section 2. 
 
20. Regarding the sentence in Section 3.12.4.7: “In addition, this system must include edits to not 
 allow for unbundling and the ability to pay certain State or local government providers the 
 federal share only.”  Please clarify this requirement. For example, please define “certain State 
 or local government providers” and “federal share only.”  
 
 For every dollar the state spends on Medicaid, the federal government matches at a rate that 
 varies year to year - Federal share only would be the federal match amount. Certain state or 
 local governments could include services provided through the counties or other DHHS 
 divisions (DPBH, ADSD, DCFS). 
  
21. Will the 834 file include any special needs or specific diagnosis codes/indicators for recipients? 
 If so, what will be included to assist the vendor in identifying new recipients who need a 
 specialty provider PCP assignment? 
 
 The 834 is a standard ANSIx12 transaction. Specification requirements will be determined at 
 a later date. 


 
22. Amendment 2, Question 1 has the following Question and State Response:  
 “Should a new entrant be awarded a contract, how will the initial membership assignment work 
 and would there be a minimum amount established?” 
 “An open enrollment period will be conducted prior to full implementation of all contracts that 
 result from this RFP.  Recipients will be given the opportunity to choose an MCO during this 
 period. 
 


NV Managed Care Organization RFP No.: 3260 Tab IV - Page 17







 For recipients who do not select a vendor, or who are not automatically assigned to a vendor 
 based on family or previous history, the DHCFP will, using an auto-assignment algorithm 
 which assigns newly approved Medicaid and Check Up recipients to the new entrant/s awarded 
 a contract.  The monthly auto assignment will be more heavily weighted to the new entrant/s 
 until their enrollment reaches within approximately 10% of the other plans average 
 enrollment.” 
 
 Please define the phrase “previous history.” Does this mean, for example, that a recipient who 
 does not select a plan could be auto-assigned back to the incumbent MCO in which they are 
 currently enrolled? If this is the case, would DHCFP consider modifying the auto-assignment 
 algorithm to better support financial viability for new entrants. For example, remove enrollment 
 in an incumbent MCO from the “previous history” definition.  If the answer is no, it may be 
 very difficult for a new entrant to achieve financial viability.   


 Refer to 3.5.6.1 and 3.5.6.3 
 Previous history refers to individuals who have been eligible in the past but lost eligibility for 
 two months or less as described in 3.5.6.4A.  
 
 If an individual is currently enrolled with an MCO and that plan is awarded a contract for 
 this RFP, the individual will remain with that MCO unless they choose another plan during 
 open enrollment. 
 
23. Amendment 2, Question 46 stated: “Section 3.4.2.8 B states members with disabilities must be 
 given an extra 30 calendar days to select a PCP.  Will DHCFP provide this information on the 
 enrollment file?” 
 DHCFP responded as follows: 
 No, this is the vendor's responsibility to coordinate based on recipient needs. 
 Please reconsider providing this information on the enrollment file, to the extent it is available. 
 Without this information, it will be very difficult for MCOs to identify recipients with a 
 disability AND comply with the requirement to assign all members to a PCP within 5 days. 
 
 The vendor can assign a PCP within the timeframe stated but members with disabilities must 


be given an extra 30 calendar days to make any changes. This information could be included 
in welcome packet or could be requested by the MCO with a reply card or welcome call.  


 
24. Amendment 2, Question 290 asked: Section 3.4.2.7 E. The geographic location of providers 
 and enrolled recipients, considering distance (pursuant to NAC 695C.160), travel time, the 
 means of transportation ordinarily used by recipients, and whether the location provides 
 physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care 
 Site may not be more than 25 miles from the enrolled place of residence without the written 
 request of the recipient. RFP page 92 states that PCPs may not be more than 25 miles from the 
 enrolled recipients place of residence.  The 7/7/16 memo regarding “Network Requirements for 
 COA and RFP” shows a standard of 15 minutes or 10 miles for PCP access in a Metro area in 
 the table.  Which standard are we following, the 25-mile or 15-minute/10 mile standard? The 
 State’s 7/7/16 memo regarding “Network Requirements for COA and RFP” includes county 
 populations but does not include potential Medicaid population. Can the State provide 
 projected Medicaid populations to be covered? This information would help us to develop 
 network based on density ratios. 
 
 Unless there are substantial benefit and/or program changes (ie expansion of managed care to 
 MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend 
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 and therefore no significant impact upon these metrics outside of routine program churn and 
 population transience. 
 
 The DHCFP has contract access standards that must be met. If additional standards are needed 
 to meet COA requirements, then those would also need to be met. 
 
 It appears that DHCFP answered one but not both questions posed by this bidder. Please 
 provide the exact distance standard MCOs are to use to determine network adequacy: 25-mile 
 or 15-minute/10 mile standard? 


 For standards required in this RFP see Section 3.6.3.2 Twenty-Five (25) Mile Rule. Also see 
 question #3. Additional standards may be required by the Division of Insurance for 
 certification and the direction would be to follow their guidance. 
 
25. Section 3.10.6.3.B states: The IQAP methodology must provide for review the entire range of 
 care provided by the vendor, including services provided to CSHCN, by assuring that all 
 demographic groups, care settings and types of services are included in the scope of the review. 
 The review of the entire range of care is expected to be carried out over multiple review periods 
 and not on a concurrent basis.  
 Please confirm the frequency with which DHCFP expects vendors to review the entire range of 
 care provided to recipients as part of the IQAP. 
 
 The DHCFP expects that this review occurs no less than annually. 
 
26. In response to the first round of bidders questions, DHCFP confirmed that dental services, 
 including orthodontics, are carved out. Since the MCO is responsible for coordinating EPSDT 
 and Comprehensive Well Child care services, please confirm that DHCFP will provide FFS 
 dental and orthodontic claims data so it can be incorporated into member records for the 
 purpose of coordinating care? 
 
 The DHCFP agrees that comprehensive data is needed for health care so to the extent 
 systems allow we will work to facilitate sharing data for coordination of care. Dental 
 providers will be responsible  to provide EPSDT and CMS-416 data for dental services. 


 
27. Amendment 2 clarified that RFP section 4.1.12.8 is asking for bilingual staff that will 
 specifically be assigned to Nevada. For new entrants, many of these staff positions are yet to be 
 filled. Please confirm that new entrants are exempt from this requirement. If not, please 
 confirm that in the absence of having a fully staffed plan until after contract award and Go 
 Live, new entrants may submit their bilingual recruitment/hiring goals. 
 


New entrants must have the ability to provide services to all eligible populations so new 
entrants are required to meet the terms outlined in the RFP and amendments. See section 
3.15.6. 


 
28. In the Submission Checklist on page 242 of the RFP, the table clearly states each tab heading 
 required for each binder. However, Section 9.1.10, states “Each section within the technical 
 proposal, scope of work and cost proposal must be separated by clearly marked tabs with the 
 appropriate section number and title as specified.”  Can you please clarify whether you would 
 like us to use only the tab headings specified for each binder as stated in the Submission 
 Checklist; if not, can vendors create tabs for only the 2 digit sections and headings (ie: 3.1, 3.2, 
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 3.3, 3.4, etc.), since many of the tertiary numbers include full paragraphs and do not have 
 section titles. 
 
 Yes. 
 
29. Amendment 2 stated that dental benefits are carved out from this contract. Please identify who 
 will manage these benefits, or whether dental services will return to the Fee-For-Service 
 system. 
 


The DHCFP is planning on posting a RFP for Dental Benefit Administration. The bidding 
opportunity will be available for any qualified vendor. 
The emergency dental services are part of the medical benefit plans provided by the Medicaid 
Managed Care Organizations. The medical benefit provides limited emergency dental 
coverage for dislocated jaw, traumatic damage to teeth and supporting structures, and 
removal of cysts; treatment of oral abscess of tooth or gum origin; treatment and devices for 
correction of craniofacial anomalies; and drugs. The medical benefit also provides coverage 
for hospital, physician, and related medical services (e.g. anesthesia and facility fees) 
associated with emergency dental care in these settings.  
 
The MCO must provide access to facilities and physician services that are necessary to 
support the dentist who is providing dental services to a Medicaid or CHIP Member under 
general anesthesia or intravenous (IV) sedation. 
 
The MCO is not responsible for reimbursing dental providers for preventive and therapeutic 
dental services obtained by individuals under the age of 21. 
 
The MCO is not responsible for reimbursing pregnancy related dental services  
 
The MCO is not responsible for reimbursing adult emergency care except when provided on 
an emergency basis in the emergency room, hospital or ambulatory surgery center. 
 


30. Please provide the cost and utilization actuarial estimates for the Very Low Birthweight 
 supplemental related to the experience provided in the reply to question 95. 
 
 This information is on page 17 of the CY2016 


 
31. The RFP Acronyms/Definitions section lists Key Personnel with the following definition: 
 “Vendor staff responsible for oversight of work during the life of the project and for 
 deliverables.” 
 RFP Section 3.15.3.3 states among other things . . . . The vendor shall inform DHCFP in 
 writing within seven (7) calendar days of any changes in the following key positions: 
 A. Administrator; 
 B. Chief Financial Officer; 
 C. Medical Director; 
 D. Recipient Services Manager; 
 E. Provider Services Manager; 
 F. Grievance and Appeals Coordinator; 
 G. Claims Administrator; and 
 H. Nevada Operations Manager. 
 In addition, Section 4.1.12.5 goes on to say “Provide the names, résumés, and any additional 
 pertinent information regarding key personnel responsible for performance of any contract 
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 resulting from this RFP.  In addition, specify the specific responsibilities of each of these 
 individuals in relation to the requirements set forth herein.  This information must be included 
 in vendor’s technical response to the RFP.” 
 Could the State clarify who they consider “key staff” for whom we must provide resumes?  We 
 would like to be as responsive as possible, but also want to keep in mind the State’s position 
 about long answers and excessive exhibits. 
 


The state requires the vendor to provide names, résumés and any additional information 
such as copy of professional licenses on any key staff member that is responsible for 
oversight of project deliverables including; Administrator; Chief Financial Officer; Medical 
Director; Recipient Services Manager; Provider Services Manager; Grievance and Appeals 
Coordinator; Claims Administrator; and Nevada Operations Manager. 


 
32. Regarding Attachment L, please provide a more specific mapping that details exactly which 
 populations correspond to the eligibility codes (0011, 0012, 0013, 0014, 0015, 0017, 0019) and 
 which codes correspond to the population that is being bid on ( i.e. which codes are Medicaid 
 and which are CHIP?). When comparisons of Attachment L were made to historical combined 
 FFS & MCO caseloads on the state website, there appeared to be inconsistencies with the 
 response in the first round of Q&A (Q34) that indicated columns C, D, and E were the 
 Medicaid and CHIP projections.  Please clarify. 
 
Cat 11 Medicaid Expansion  Currently mandatory Managed 


Care by region 
Cat 12 TANF/CHAP (Family Medical Assistance) Population Currently included in Managed 


Care by region 
Cat 13 Optional Adult Expansion Population Currently mandatory Managed 


Care by region 
Cat 14 MAABD Population Currently excluded from 


Managed Care  
Cat 15 1915c Waiver Population Currently excluded from 


Managed Care 
Cat 17 County Indigent Population Currently excluded from 


Managed Care 
Cat 19 Child Welfare Population Currently excluded from 


Managed Care 
 


Attachment L represents total projected Medicaid Caseload.  Current Managed Care 
eligibility is approximately 78% of the totals of columns C, D, and E. 


 
 The previous response is correct.  Approximately 78% of Categories 11,12, and 13 are 
 currently enrolled in Managed Care. 
 
33. Regarding Amendment 2 questions 117 and 129,  and Attachment Q, Please confirm that the 
 10.5% administrative load in addition to  the 3.5% taxes/fees discussed in Q&A are the same 
 across all rate cells (i.e.,  Medicaid, CHIP, and the Kick payments). If that is not the case, 
 please provide further detail as to how these loads vary. 
 
 Yes 
 
34. Regarding Attachment H, what amounts will be paid by the State to the MCOs for the Health 
 HIE tax paid by the MCOS?  When and how will these fees be paid? 
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 This may refer instead to the Health Insurer Fee which is reimbursed by the DHCFP once 
 proof of payment is provided and reviewed. The HIE is not a tax. 
 
35. Regarding Amendment 2, question 125, Please provide the amount of the MCO Enhanced Rate 
 supplemental payment for safety net providers. 
 


Provided in Exhibit 2 of  the 2016 MCO Rate document (redacted). 
 


36. Regarding Attachment U, please specify whether the 1.25% withheld will be the same 
 percentage withheld from each capitation rate (e.g., Medicaid, CHIP, and  Kick). If that is not 
 the case, please provide the withhold amounts that are anticipated by rate cell. 
 


Withholds would be 1.25% of capitation paid for a specified timeframe. 
 


37. Regarding Attachment H Please confirm the following regarding the RFP response submission: 
 1. Should the final bid should include premium tax of 3.5% but exclude the HIF tax? 
 
 2. Should the final bid include the Health HIE fee?  If so, please specify the expected 
  amount for CY2017 so that we can ensure our submission is correct. 
 
 3. Confirm that our form below contains the information requested -  if not, please  
  indication what additional information is needed: 
  Administrative & Other Costs: _______% of current CY16 rates 
  (includes  
  a) non-medical administrative costs per Section 5.1.1 
  b) medical administrative costs per Section 5.1.2 
  c) Other non-medical costs per Section 5.1 (including profit described in 5.2.1 and 
   Risk & Contingencies described in 5.2.2) 
 
 This will be part of admin cost.  The DHCFP does not know what this cost is, the vendor  


should contact the HIE for that information. 
 
38. Section 3.4.4.2.H: Will there be a specific rate cell for the Child Welfare population? How will 
 the more complex needs of this population factor into the rates in order to assure actuarial 
 soundness? 
 
 No, this will be a small number of recipients that may choose to opt in to managed care for 
 continuity of care. 
 
39. Section 3.4.6.2: The RFP indicates an incentive for Vendors to utilize the FFS formulary: 
 "Vendors who utilize the FFS formulary will receive a higher point value in the RFP 
 evaluation." Amendment 2, Question 8 states: "The rates were developed using the current 
 Vendors' claims experience. The Vendors have their own formularies." To the extent that the 
 current Vendor's formulary varies from a winning Vendor's FFS formulary, how will 
 consideration be given for the variance in expected pharmacy experience in the prospective 
 rates beginning July 2017 to ensure actuarial soundness? 
 
 Capitation rates are actuarially sound and adjusted, and distributed based upon analyses of 
 claims experience, trend, compliance, and performance 
 


Tab IV - Page 22 NV Managed Care Organization RFP No.: 3260







Amendment 6 RFP 3260 Page 13 of 16 


40. Amendment 2, Question 21 references the administrative rate bid percentage. Can you confirm 
 the percentages submitted in Section 5, Attachment H should be based on revenue? 
 
 The only percentage requested in Attachment H is “Each vendor is required to submit a 


not-to-exceed Administrative Rate bid for calendar year 2017”, and that percentage is 
expected to be a function of medical cost (cost of claims). All costs described in Attachment 
H are included in the Administrative Rate, even those in 5.2—despite being described as not 
administrative—are included in the Administrative Rate which, in turn, is included in 
capitation).   


 
Section 5.1 defines Administrative Costs in terms of composition; it’s not asking for 
anything, it merely defines a part of what is included in the Administrative Rate Bid. 
 
Section 5.2 defines Non-Medical Costs to include in the Administrative Rate Bid, and it asks 
also for the Vendor’s expected profit margin and contingency margin as a function of 
(expected) income. 


 
41. Can a licensed Preferred Provider Organization (with a Certificate of Authority in the 
 appropriate counties) submit a proposal for Medicaid MCO Services or is the bidding MCO 
 required to have an HMO license in Nevada? 
 


A Preferred Provider Organization cannot apply. 
 
42. Is a bidding MCO required to cover dental services for the children of Nevada for Nevada 
 Check Up and Nevada Medicaid to meet EPSDT Service and Reporting guidelines? 
 
 No, they must coordinate services with the Dental Benefits Administrator. See question #29. 
 
43. Will the state consider dental services as part of an MCO bid to cover adults over 21 who are 
 eligible for benefits? 
 


Nevada State Plan has limited dental coverage for adults. See question #29. 
 
44. What are the network adequacy standards required for each of the following provider types: 
 a. Primary Care Physician 
 
 b. Specialty Physician 
 
 c. Ancillary Service Providers 
 


See 3.7.5 for specific standards. 


The Vendor must execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise 
qualified providers to provide enrolled recipients with all medically necessary covered 
services. 


 
45. With regard to RFP Section 3.10.18.2 (A) which stipulates requirements for medical record 
 standards and 3.10.18.3 (B) regarding the record assessment system, is the intent that the plan 
 conduct medical record review audits of hospitals in order to document requirements 
 3.10.18.2.A. numbers 11 and 12? 
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No, the vendor must maintain medical records on its recipients for utilization review, control 
and management to facilitate recipient care. 42 CFR 456.111; 42 CFR 456.21 


 
46. Sections 4.1.10, 4.1.11.1, and 4.1.11.13 appear to be asking the same question about the length 
 of time the vendor has been providing services. Please clarify if there is a difference. 
 


Refer to question 16. 
 
47. In Amendment 2, Question 185, a bidder asked if vendors “should include details on its 
 affiliates’ experience in providing similar services requested in the RFP,” to which the State 
 responded “Yes and in anonymous manner as directed.” Given that the State will allow all 
 vendors to detail affiliate experience providing similar services requested in the RFP, will the 
 State also allow the two incumbent vendors to include details on their experience providing 
 services under their current Nevada Medicaid and Check Up Contracts with DHCFP as long as 
 they do so in an “anonymous manner as directed?” 
 
 Yes, all bidders are required to follow the directions for proposal submission, format and 
 content as described in this RFP and amendments. 
 
 
48. Section 1.6.1 references consideration of “any oral or written presentations”. Please confirm 
 whether or not the state intends to incorporate oral presentations into the proposal evaluation 
 process. If so, please provide an approximate timeline for oral presentations. 
 
 No, oral presentations are not planned. 
 
49. Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada statewide 
 health information exchange as of the effective date of the contract.  At a minimum, the 
 participation level must be based upon all recipient lives covered under this contract. 
 Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients.”  Please confirm that the $.21 pmpm HIE financial participation connection fee cited 
 in the state’s response to Question #16 is this only financial participation requirement for the 
 vendor as there are no other HealtHIE participation fees applicable to health plans. 
 


The DHCFP contract does not require any other financial participation than what is 
identified in the RFP. The DHCFP does not know what the PMPM as this is between the 
vendor and the HIE. The DHCFP is not aware where the amount quoted in the question 
came from but that was not included in referenced question. 


 
50. The state identified that health plans are responsible for a $.21 pmpm HIE financial 
 participation connection fee.  Please confirm that health plans are not required to fund provider 
 connection fees for the HIE. 
 


Health plans are not required to fund provider connection fees for the HIE. 
 
51. As a follow up to the question above, if health plans are required to fund provider connection 
 fees for the HIE, how are these costs to be split across all of the health plans the provider 
 participates with? 
 


N/A the RFP does not require a provider connection fee. 
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52. Per Amendment 2, response to question 178, can the State confirm that section 3.12.4.4 stating 
 the vendor must allow non-network providers to submit an initial claim for covered services 
 within 365 days does not apply to pharmacy claims as pharmacy claims adjudicate at point-of-
 sale and out-of-network pharmacy information would not be available at the time of claim 
 adjudication? 
 


3.12.4.4 is referencing Medicaid's stale date for claims submission and payment. 
There are no out of network pharmacies.  


 
53. Please confirm the response to Question 181 was referring to network retail pharmacist denying 
 medication, but that staff pharmacists, based on 3.4.2.5 and listed in the definition of provider 
 of health care, may review and deny Prior Authorizations. 
 


A retail pharmacist cannot deny a medication, it would be referred back to the ordering 
physician if an issue was identified. A staff pharmacist of the vendor  may review and deny 
prior authorizations. 


 
54. With regard to RFP Section 3.4.6.2, should an MCO choose to implement, the State Medicaid 
 FFS drug formulary and drug clinical criteria, does the State have the processes in place to 
 deliver pharmacy-related information to the MCO’s including a weekly file with a list of new 
 covered NDC drugs, a finite list of covered drugs, drug coverage rules for all existing and new 
 drug products including high cost specialty drugs, and drug exception lists such as a list for 
 allowed ingredients for pharmacy compounded formulations?   
 


The DHCFP would work with the MCO’s to find a  process and format that would work.  
 
55. Please confirm that as a value added service, vendors have flexibility in the design of their 
 smoking cessation value added service benefit, including what tobacco cessation products to 
 cover, and may implement prior authorization and/or step therapy requirements.  
 


The DHCFP prefers that the service be covered as described but understands as a value 
added service the DHCFP cannot be that prescriptive. 


 
56. Please confirm that Attachment B is intended to be completed and executed by the vendors 
 only and that proposed subcontractors do not need to complete as part of the response to 
 4.2.1.4. 
 


See section 4.2.1.1 and section 3.7.4 
 
57. Requesting Medicaid Managed Care contracts for RFP 1988. 
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 5 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: July 27, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 


 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
QUESTIONS & ANSWERS 
 
The following responses are in reference to Amendment 2 of RFP 3260.  Question number’s below 
relate to the same question number in Amendment 2. 
 
2. General question: Please provide any current available operational/administrative  reporting on 
 the existing managed care program for: number of authorizations monthly, number of 
 claims paid monthly, monthly call metrics, etc. 
 


Attachment to 
Amendment 5 question   


Attachment to 
question 2 Amendmen   


 
5. RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they will have a product available on the HIX  as 
 stated in this section. 
 
 The State does not disclose weight measures.   
 
10. RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and 
 what services are included in the global payment? 
 


Attachment to 
Amendment 5 question  
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32. Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was 
 used to develop these Managed Care Capitation Rates, including volume/frequency of 
 historical Kick Payments by month for the last 24 months. Please provide an Actuarial 
 certification/memorandum that explains the development/build-up of these Managed Care 
 Capitation Rates. 
 


Refer to question 2 of this amendment. 
 
113. Regarding Attachment Q, Please provide the actuarial certification (which would outline the 
 rate development methodology) and supporting documents used in the development of these 
 rates. 


 
Refer to question 2 of this amendment. 


 
114. Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 
 utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 
 category of service) used to develop the capitation rates. 
  


Refer to question 2 of this amendment. 
 
137. Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred  by 


 region, rate cell, and transplant type for each of the last three state fiscal years. 
 


A databook will be released shortly.  This databook will contain claims reported from 
participating MCOs for State Fiscal Years (SFY) 2014 and 2015.  These claims, including an 
estimate of IBNR, were reconciled to claims reported (with IBNR) in financial documents 
presented by the participating MCOs to the State of Nevada.  In this process, it was 
determined that the difference between the two sources was small enough that it could be 
reasonably expected to be due to differences in IBNR estimates. 
 
The data presented in the databook is adjusted for estimated completion.  The incomplete 
data included one month of claims runout for one of the MCOs and two months for the other 
MCO.  Completion factors were applied to 6-month periods (e.g. Jan 2015 – Jun 2015).  No 
completion factor was applied to capitation payments as they were assumed to be complete.  
Note that factors are calculated and applied separately by plan and major service category 
(Inpatient, Outpatient, Physician, Pharmacy). 
 
The data in these cost models is also adjusted to be net of PCP enhancement payments put in 
place by the Affordable Care Act.  In Calendar Years 2013 and 2014, each health plan was 
required by federal law to make enhancement payments for primary care services provided 
by individuals classified as primary care physicians (PCPs).  The State of Nevada initially 
extended this mandate through June 30, 2015, then did not extend the mandate beyond June 
30. We removed any enhancements paid in the base data to account for this program. 
 
The databook does not separate costs by transplant type.  This has not been a standard part 
of rate development or data processing, and transplant type is not reflected in the State’s rate 
cell structure. 


 
138. Attachment Q: Please provide the annual utilization trends used in the development of the 


 capitation rates by region, rate cell, and category of service. 


Tab IV - Page 28 NV Managed Care Organization RFP No.: 3260







Amendment 5 RFP 3260 Page 3 of 7 


The table below shows the utilization and unit cost annualized trends used to develop the 
calendar year 2016 rates. 
 


Table 1 
Trend Rates Used in CY 2016 Rates 


 


 
 TANF/CKUP   Expansion  


   Utilization   Unit Cost   Utilization   Unit Cost  


 Inpatient  1.5% 0.0% 0.0% 0.0% 
 Outpatient  -2.5% 1.0% -3.5% 1.0% 
 Emergency Room  3.5% 0.5% 2.0% 0.5% 
 Professional  0.5% 2.0% 0.5% 2.0% 
 Pharmacy  3.4% 11.9% -2.0% 10.9% 
 Hepatitis C Drugs  41.3% -2.5% 48.4% -2.9% 


 Dental  0.5% 2.0% 0.5% 2.0% 


 OVERALL  1.1% 2.5% 1.4% 1.8% 
 
The trends were applied to the entire experience period at the level presented above, and do 
not vary by region or age/gender.  Sub-capitated costs were trended at the level appropriate to 
the type of service covered under the capitation.  For example, capitation payments intended 
to cover PCP services were trended at the Professional rate. 


 
139. Attachment Q: Please provide the annual cost trends used in the development of the capitation 


 rates by region, rate cell, and category of service. 
 


Please see the response to question #138 above. 
 


140. Attachment Q: Please provide the annual per member per month trends used in the 
 development of the capitation rates by region, rate cell, and category of service. 
 


Please see the response to question #138 above.  The per member per month trends are the 
product of the utilization and unit cost trends in Table 1. 
 


141. Attachment Q: Please provide a listing of and the factors applied for each historical program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Below is a list of historical program changes included in the rate development.  The impacts 
stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of 
developing each factor is the methodology used for the CY 2016 rates.  The databook does 
not include the impact of these adjustments. 
 


• Fee schedule adjustments: Experience period data was adjusted to account for 
historical fee schedule changes.   
 
The State of Nevada made changes to their fee schedules for several provider types 
effective July 1, 2015: 


o Acute Inpatient Hospitals, Excluding NICU Days 
o Physicians 
o Advanced Registered Nurse Practitioners 
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o Nurse Midwives, and  
o Physician Assistants. 


 
For the acute inpatient hospitals, per diem rates increased 5% effective July 1, 2015.  
Therefore, we applied a 5% increase to all paid claims at an acute inpatient facility, 
as identified by specialty codes provided by the health plans. The only exceptions to 
this increase were for payments for NICU bed days and Inpatient Behavioral Health 
claims which did not receive a 5% increase. 
 
For the other rate adjustments, we used specialty code to identify qualifying providers 
and claims. However, rate changes were applied as a percentage change to the paid 
amounts reported by the MCOs, with distinct percentages calculated for each unique 
combination of HCPCS, modifier, and provider type. For claims missing specialty 
code, we effectively populated specialty code by assuming these claims would follow 
the same distribution by provider type as those claims with specialty code populated 
for the same category of service.  
 
The State of Nevada has proposed making three additional changes to the fee 
schedule effective July 1, 2016. The proposed rate changes would increase Acute 
Inpatient Hospital rates (excluding NICU days and Inpatient Behavioral Health 
claims) by another 5%, increase Home Health reimbursement 25%, and increase 
Physician E&M rates by 5%. We have pro-rated the impact of these adjustments over 
the entire calendar year.  
 
The impact of the fee schedule adjustments was a 5.4% increase to total claims 
underlying our analysis (both historical and prospective fee schedule adjustments are 
included in this impact).  The impacts by population and major service category are 
shown in Table 2 below. 


 
Table 2 


Impacts of Fee Schedule Increases on CY 2016 Rates 
 


  
TANF 


 
Check-Up 


 
Expansion 


 
Total 


Service Category 
 


Impact 
 


Impact 
 


Impact 
 


Impact 


         Inpatient 
 


5.8% 
 


6.1% 
 


6.0% 
 


5.9% 


Outpatient 
 


0.0% 
 


0.0% 
 


0.0% 
 


0.0% 


Physician/Other 
 


10.7% 
 


11.5% 
 


8.3% 
 


9.9% 


Pharmacy 
 


0.0% 
 


0.0% 
 


0.0% 
 


0.0% 


Dental 
 


0.0% 
 


0.0% 
 


0.0% 
 


0.0% 


Capitation 
 


0.0% 
 


0.0% 
 


0.0% 
 


0.0% 


         Total   6.2%   5.7%   4.4%   5.4% 


 
• Safety Net Provider Access Enhancement Payment: Beginning January 2014, 


capitation rates were set to include an amount intended to ensure access to critical 
health care providers.  For 2016, the enhancement for TANF/CHAP and Check-Up 
prior to premium tax is $10.62 PMPM for TANF and Check-Up and $15.64 PMPM 
for Expansion.  This enhancement was allocated to rate cells as a fixed percentage of 
premium.  An increase of 7.1% was applied to TANF/CHAP and Check-Up, and a 
3.9% increase was applied to the Expansion population. 
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• Behavioral Health Facility Services: Due to a policy change approved by the State, in 
2015 MCOs began to cover Behavioral Health costs at Institutions for Mental 
Disorder (IMDs) in lieu of inpatient behavioral health services at higher cost 
facilities.     
 
Initial experience data suggests that this increased access to behavioral health 
services led to significantly increased utilization of behavioral health services.  To 
account for this increased utilization, we applied an increase in inpatient behavioral 
health services of 31.8% for TANF and Check-Up and 37.2% for Expansion to base 
period utilization.  This adjustment brought the base data to a level consistent with 
2015 YTD utilization.   
 
One driver of the need to make IMD services available was the need to increase the 
per diem cost paid for behavioral health services in acute facilities.  As a result of this 
per diem increase, we observed a significant, one-time increase in cost per day for 
behavioral health services.  It was necessary to account for this unit cost increase, 
while recognizing that a significant portion of behavioral health services are now 
being provided by lower cost IMDs.  To determine the appropriate adjustment, we 
calculated the actual cost per day in the first half of 2015.  The base period 
experience for inpatient behavior health services in each rate cell was then set to the 
greater of the assumed IMD cost per day ($650) and the actual base period cost.  
Because the base period cost differed by rate cell, the impact of this change also 
differed by rate cell.  The impact to the overall medical rate was 0.8% for TANF, 
1.1% for Check-Up and 1.9% for Expansion. 


 
• NICU Level II Payments:  In 2015, the State of Nevada changed their policy to pay 


NICU Interqual Level II claims at the Level III payment rate. 
 
Our determination of an appropriate adjustment for this change was developed using 
emerging experience from the first part of 2015 as a basis.  The impact to the claims 
data underlying our medical rate development was an increase of 19.9% to the 0-1 
year old rate cell in Washoe County and 16.5% in Clark County. 


 
• Expansion adjustments for duration and historical anti-selection:  We expect the 


Expansion population to differ between the projection period and the base period.  
These differences would arise from two key sources: 
 


o Changes in spending based on a member’s time from initial enrollment (or 
“duration”) - For example, previous rate development assumed there would be 
some level of pent-up demand, which would result in increased utilization 
during early durational periods for members who previously had not had 
healthcare coverage.   


o Changes based on the morbidity level of members – Previous rate development 
assumed that early enrollees in the Medicaid expansion program would be 
sicker, requiring more care and therefore driving up capitation rates in the 
initial stages of the program. 


 
According to our analysis, these impacts offset each other, with a net combined 
impact of 0.25% across Expansion rate cells. 
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142. Attachment Q: Please provide a listing of the factors applied for each prospective program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Below is a list of prospective program changes included in the rate development.  The 
impacts stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of 
developing each factor is the methodology used for the CY 2016 rates.  The databook doesn’t 
include the impact of these adjustments. 
 


• Fee schedule adjustments: Experience period data was adjusted to account for 
prospective fee schedule changes.  For a complete description of fee schedule 
adjustments, please see question #141. 
 


• ABA services: Beginning 1/1/2016, Applied Behavioral Analysis (ABA) services will 
be covered under managed care.  These services are available to individuals under 
age 21 based on medical necessity.  To be considered for this program, a diagnosis of 
Autism Spectrum Disorder (ASD) must be present. 
 
The assumed impact of including ABA services in the CY 2016 rates is $1.58 PMPM 
for TANF membership, $1.97 for Check-Up enrollees, and $0.05 for Expansion 
adults.  These amounts include administrative costs and premium tax.  The impact 
did differ by rate cell.   
 


• Hepatitis C: Beginning March 1, 2016, we expect that Nevada Managed Medicaid 
plans will no longer be able to restrict access to Hepatitis C drugs based on fibrosis 
level.  Prior to March 1, 2016, members with fibrosis levels 0, 1 and 2 were only 
prescribed a Hepatitis C drug if it was deemed medically necessary under the internal 
criteria used by each MCO.  Drug prescriptions are still based on medical necessity, 
but increased access and the new limitation on restrictions will likely increase 
utilization of Hepatitis C drugs. 


 
The trends applied to Hepatitis C, shown in Table 1, are meant to account for this 
program change. 


 
 143. Attachment Q: Are there any expenses included that would be considered a “pass  
  through” payment to any provider or IGT where the vendor will have no risk?  If so, 
  please describe each  type and process for payment.  For each pass through, please 
  provide the amount included in the rate by rate cell. 
 


 Refer to question 2 of this amendment. 
 


 153. What methodology and assumptions were used to develop the managed care capitation 
  rates in attachment Q and what was the rationale for each assumption? 
 


 Refer to question 2 of this amendment. 
 
154. What is the underlying utilization profile of the beneficiary population used in 


 developing capitation rates?  Please provide granular and comprehensive information on 
 the population's utilization by type of service (e.g., ED visits per 1000 members, OP 
 surgical visits per 1000, IP admissions per 1000 members, inpatient CMI). 
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State of Nevada 


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 2 to Request for Proposal 3260 


RFP TITLE: Managed Care Organization 


DATE OF AMENDMENT: July 21, 2016 


DATE OF RFP RELEASE: July 1, 2016 


OPENING DATE: August 25, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Procurement Staff Member 
 
 
The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 


 
RFP CHANGES: 
 
1. Old section: 


 
This information was under Scope of Work Section 3.18.5 NPI/API Transaction Requirements 


 
3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), 


including any taxonomy code(s), with their proposal, unless it is determined that they 
are neither a covered nor an eligible entity, in which case Atypical Provider Identifier 
(API) will be assigned by the State’s fiscal agent.  The vendor must electronically 
transmit and receive fully HIPAA compliant transactions.  This applies to all HIPAA 
regulations currently effective and those in draft form.  Throughout the duration of the 
initial contract and any extensions, the State will not bear any of the cost for any 
enhancements or modifications to the vendor information system(s) or the systems of 
any of the vendor subcontractors or vendors, to make it compliant with any HIPAA 
regulations.  This includes those HIPAA requirements currently in effect or future 
regulations as they become effective 
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New section: 
 


Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using 
table below and submitted with Part I B~ Technical Proposal of vendor’s response. 


 
Question Response 


Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  


 
2. RFP section deletions: 


 
RFP Section 3.4.4.2 C 5 to be deleted in its entirety. 
 
RFP Section 3.13.8.2 to be deleted in its entirety. 
 
RFP Section 3.16.6.1 to be deleted in its entirety. 
 
RFP Attachment Q ~ Managed Care Capitation Rates. Factor to apply to AGP rates: .9732" 


to be deleted. 
 


3. RFP section Changes: 
 
Section 3.14.13.5 should be 3.16.12.5. 
 
Section 3.7.2.6 Should state, "Have mechanisms to ensure compliance by providers". 
 
Section 3.16.3.6; delete the last letter "T. 


 
Section 3.5.7.9 A.2.e should be: 


e. Long Term Services and Supports  
f. Home Health or Personal Care services 
 


QUESTIONS AND ANSWERS: 
 
1. General question: Should a new entrant be awarded a contract, how will the initial membership 
 assignment work and would there be a minimum amount established? 
 


An open enrollment period will be conducted prior to full implementation of all contracts 
that result from this RFP.  Recipients will be given the opportunity to choose an MCO during 
this period. 
 
For recipients who do not select a vendor, or who are not automatically assigned to a vendor 
based on family or previous history, the DHCFP will, using an auto-assignment algorithm 
which assigns newly approved Medicaid and Check Up recipients to the new entrant/s 
awarded a contract.  The monthly auto assignment will be more heavily weighted to the new 
entrant/s until their enrollment reaches within approximately 10% of the other plans average 
enrollment. 
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2. General question: Please provide any current available operational/administrative reporting on 
 the existing managed care program for: number of authorizations monthly, number of claims 
 paid monthly, monthly call metrics, etc. 
 


To be responded to in Amendment 3. 
 
3. RFP Definition - Nevada Check Up (pg 26): Will members enrolled in the Nevada Check Up 
 (CHIP) program be required to pay a premium that Vendor would bill to recipients? 
 


No. 
 
4. RFP § 3.1.5 and RFP § 3.1.8 (pg 35): If significant changes are made to the geographic area, 
 covered population, and/or covered services it is noted that the capitation rates will be adjusted. 
 Does this include the ability of the Vendor to adjust its Administrative Rate to reflect the 
 changes? 
 


No, the mid-term rate development is performed by DHCFP.  
 
5. RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they will have a product available on the HIX as 
 stated in this section. 
 


Refer to question 2 of this amendment. 
 


6. RFP § 3.4.3.2(OO) (pg 46): Please define "Special Clinics". 
 


Special Clinics encompass Family Planning, Genetics, Licensed Birth Centers, Methadone, 
Public Health Clinic, School Based Health Centers, Rural Health Clinic, Federally Qualified 
Health Center, Indian Health Programs, Comprehensive Outpatient Rehabilitation Facility, 
Community Health Clinic (State Health Division), Special Children’s Clinic, TB Clinic, 
HIV, Substance Abuse Agency Model, Certified Community Behavioral Health Clinic. 


 
7. RFP § 3.4.4.2(I) (pg 52): Need clarification on the processes applicable to patient liability.  The 
 section indicates that 'the vendor is also required to collect any patient liability (PL) '.  How is 
 the patient liability amount determined and communicated to the vendor?  Does vendor in this 
 context include a provider with delegated responsibility to collect amounts from members, 
 which could be withheld from provider claim payments.   Is there guidance or regulations that 
 pertain to the application of billing members for PL and disenrollment consequences for unpaid 
 amounts. 
 


The MCO is required to cover the first 45 days of a Nursing Facility admission, pursuant 
to the Medicaid Services Manual (MSM) 3603.4c. The MCO is also required to collect any 
patient liability (pursuant to 42 Code of Federal Regulations (CFR) 435.725) for each month 
a capitated payment is received, pursuant to the MSM. Patient Liability (PL) is determined by 
the Division of Welfare and Supportive Services (DWSS). 


 
8. RFP § 3.4.6.2 (pg 59): Were these rates developed assuming the Vendors would be using the 
 FFS formulary or their own formularies? If a Vendor chooses to "utilize the FFS formulary", 
 how will the Managed Care Capitation Rates be adjusted to account for this difference in 
 expected claim cost? 
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The rates were developed using the current Vendors’ claims experience. The Vendors have 
their own formularies. 


 
 
9.  RFP § 3.4.6.2 (pg 59): Please elaborate on the amount of higher point value as a percent of total 
 possible points that Vendors will receive if they utilize the FFS formulary as stated in this 
 section: "Vendors who utilize the FFS formulary will receive a higher point value in the RFP 
 evaluation". 
 


The State does not disclose weight measures. 
 
10. RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and what 
 services are included in the global payment? 
 


Refer to question 2 of this amendment. 
 
11. RFP § 3.7 (pg 94): Will selected Vendors be financially responsible for cost settlements with 
 Critical Access Hospitals? 
 


No. 
 
12. RFP § 3.7 (pg 94): Will selected Vendors be financially responsible Graduate Medical 
 Expenses (GME) reimbursement to hospitals? 
 


No. 
 
13. RFP § 3.7.6.4 (pg 108): If the MCO is able to enroll current non-Medicaid providers into its 
 network, will DHCFP provide an expedited process for ensuring speedy enrollment into 
 Medicaid? 
 


The DHCFP has an expedited process for temporary enrollment process for out of state 
providers and single case agreements. 


 
14. RFP § 3.7.6.4 (pg 108): Can a provider outside the state of Nevada become a network provider, 
 or is the MCO restricted to single case agreements?  Do out of state providers require a Nevada 
 Medicaid ID in order to be part of the MCO network? 
 


The DHCFP only allows temporary enrollment for certain circumstances, usually emergency 
or single case.  Otherwise, the out-of-state provider would need to be fully enrolled in 
Medicaid FFS. 


 
15. RFP § 3.7.8.1 (pg 110): Subsections 3.7.8.1.A and 3.16.6.2.A state that vendors must prepare a 
 Provider Policy and Procedure Manual "for each distinct class of provider".  What is a "distinct 
 class of provider" in this context?  Would there be four classes - PCPs, specialists, facilities and 
 ancillary services? 
 


Yes. 
 
16. RFP § 3.8 (pg 112): This section requires that the vendor participate "financially" in the 
 HealthHIE Nevada statewide health information exchange.  Please clarify what participating 
 "financially" means. 
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The HIE financial participation refers to connection fee per recipient. Please contact HIE 
for further information. Refer to question 62 of this amendment. 


 
17. RFP § 3.9.2.3 (pg 113): A) How does the "bonus pool payment" mentioned in this section 
 interact/overlap with the P4P withholds and "performance payment" in Attachment U? B) How 
 is the “bonus pool payment” mentioned in this section funded? 
 


The bonus pool payment refers to the capitation withhold, the DHCFP will calculate an 
amount which will be withheld from the capitation payment for each participating Vendor 
that is equal to 1.25% of the net premium. Refer to RFP 3260 Attachment U ~ Pay for 
Performance (P4P). 


 
18. RFP § 3.16.25.1 (pg 197): This provision requires that the prescribed disclosures be provided at 
 certain specified times, including upon the vendor submitting the proposal (see subsection 
 A) Many states prescribe a particular form for this type of disclosure - does DHCFP have a 
  form it would like vendors to use?  Also, because this disclosure contains Social  
  Security numbers, dates of birth and information that would identify the vendor (which 
  is to be excluded from the Scope of Work response), please clarify how it should be 
  submitted (e.g., with Part 1C, Confidential Technical Submission). 
 


Refer to beginning of this amendment for RFP submittal change. 
 
19. RFP § 3.18.5.1 (pg 205): This section requires vendors to submit their NPI numbers and 
 taxonomy with their proposals, but the responses to Section 3 are not supposed to include any 
 identifying information.  Please confirm that the vendor may provide this information as an 
 added line to the table in Section 4.1.1 to be responsive to this requirement while conforming to 
 the anonymity requirements of Section 3. 
 


Refer to beginning of this amendment for RFP submittal change. 
 
20. RFP § 4.1.12.7 (pg 213): This section requests that vendors "Provide copies of any current 
 licenses or certification, including your license to operate as an HMO in Nevada."  Please 
 confirm that this request relates to licenses help by the vendor and does not include 
 professional licenses held by staff. 
 


Yes. 
 
21. RFP § 6.1 (pg 219): When developing the administrative rate bid percentage should we assume 
 the percentage will be a percentage of the medical cost rate component or will the percentage 
 be a percentage of the total medical plus administrative component? That is, if an MCO bids 
 Y%, will the administration amount paid to the MCO be (Y% x the medical cost rate) or will it 
 be (the medical cost rate / (1 - Y%) - the medical cost rate)? 
 


The administrative rate as a percentage of total medical costs. 
 
22. RFP § 9.3.3.4(C) (pg 213): Please confirm that vendors need only provide copies of those 
 material licensing, hardware and software agreements on which provision of services under the 
 RFP would be substantially dependent. 
 


Yes. 
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23. RFP § 10.1.2 (238): Will Section 3 - Scope of Work be included again as reference tool in the 
 Phase II evaluation? 
 


The State declines to answer. 
 
24. RFP § 11.2.5 (pg 242): Section 11.2.5 of the RFP provides an order of precedence in the event 
 of conflict between the various elements of the contract resulting from awards under the 
 RFP.  However, this section does not provide an order of precedence among the elements of the 
 RFP.  Please confirm that Section 3, the Scope of Work, of the RFP would govern in the event 
 of any conflict with an Attachment to the RFP. 
 


The order of precedence is set after any negotiations have been finalized. 
 
25. Attachment B:  Technical Proposal Certification of Compliance with Terms and Conditions of 
 RFP (pg 247): We understand that if a vendor would like to propose a minor change that 
 change should be included in the Exception Summary Form portion of Attachment B.  Would a 
 vendor suggesting minor edits still check "No" at the top of Attachment A or check "Yes" with 
 the proposed exceptions noted? 
 


If a vendor does not agree to the entire RFP and attachments they should not mark comply. 
 
26. Attachment Q: Managed Care Capitation Rates (pg 1): How will expenses related to the ACA 
 Provision 9010 Health Insurance Providers Fee be reconciled with the selected Vendors? 
 


Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; 
DHCFP reimburses the vendors accordingly. 


 
27. Attachment Q: Managed Care Capitation Rates (pg 1):  Please clarify whether these rates 
 include an administrative component or if these are just projections of medical claims costs. If 
 these capitation rates are a reflection of only medical costs, excluding any administration costs, 
 why are they different for each of the current plans? 
 


The rates include all rate components including Administrative. Rates between plans differ 
due to premium tax rates and varied claims/risk experience between their populations. 


 
28. Attachment Q: Managed Care Capitation Rates (pg 1): Are there any state premium taxes, fees, 
 and/or assessments that selected Vendors will be responsible for paying? If so, how will these 
 costs be factored into the Managed Care Capitation Rates? Are there any we should include in 
 our administrative component bid? 
 


State Premium Tax is included in the rates. 
 
29. Attachment Q: Managed Care Capitation Rates (pg 1): There is a row between the FMC/AO 
 and CHECK UP rates that is not labeled. Please identify what this row represents. The values 
 are $5,099.66; $5,087.53; $5,099.66; $5,087.53 (from left to right). 
 


They are labeled: they’re SOBRA maternity kick payments. 
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30. Attachment Q: Managed Care Capitation Rates (pg 1): Please explain what the highlighted 
 factor in the top left of the sheet is: "factor to apply to AGP rates: .9732". 
 


Refer to the beginning of this amendment.  
 
31. Attachment Q: Managed Care Capitation Rates (pg 1): Will the medical/claim portion of the 
 Managed Care Capitation Rates be risk adjusted between/among selected Vendors? If so, 
 please describe the methodology. 
 


Yes. By applying the Chronic Illness and Disability Payment System (CDPS); these rates 
were developed using version 6.0. 


 
32. Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was 
 used to develop these Managed Care Capitation Rates, including volume/frequency of 
 historical Kick Payments by month for the last 24 months. Please provide an Actuarial 
 certification/memorandum that explains the development/build-up of these Managed Care 
 Capitation Rates. 
 


Refer to question 2 of this amendment. 
 
33. Attachment L: Caseload Projections (pg 1): Please provide the June 2016 enrollment/caseload 
 split by rate cells and regions that matches the rates shown in Attachment Q: Managed Care 
 Capitation Rates. 
 


This data is not available as caseload projections are an estimate of the entire 
population.  We do not project based on rate cells 


 
 
34. Attachment L: Caseload Projections (pg 1): Please identify which columns contain the 
 enrollment that will be included in Managed Care effective 7/1/2017 (or the contract start date). 
 


Attachment L represents total projected Medicaid Caseload.  Current Managed Care 
eligibility is approximately 78% of the totals of columns C, D, and E. 


 
35. Attachment U: Pay for Performance (P4P)(pg 1 of 2): A) What is the first possible time period 
 where a withhold would apply? It appears it would be calendar year 2019. Please confirm or 
 explain why it would be a different time period.  B) What time period would be the 
 “measurement year” for the first “performance payment” as noted in this attachment. 
 


HEDIS measures are reported and validated on a calendar year. Base year measurement is 
2018, and initial withhold year will be January 2019 - December 2019. Payment opportunity 
for calendar year 2019 will be July 2020. 


 
36. Section 1.2.2      page 5  The RFP states that an open enrollment process will be conducted 
 prior to full implementation of contracts resulting from this RFP. Please provide additional 
 clarification regarding the enrollment process. Will all existing recipients be required to re-
 select health plans? If so, how will the auto-assignment process work so new entrants can 
 achieve viability? 
 


Refer to question 1 of this amendment. 
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37. Section 1.4.2.5 states: “. . . Incorporate managed care encounter data (shadow claims) into 
 the existing MMIS.” “The term “Shadow Claims” is also referenced in Sections 3.18.5.2 (page 
 205) and 3.18.5.3 (page 206).  We assume the term “shadow claims” refers to claims submitted 
 to and adjudicated by the Vendor, and subsequently reported to DHCFP as encounter data for 
 incorporation in DHCFP’s MMIS.  Please confirm whether our interpretation is accurate and if 
 not, please define “shadow claims.”  
 


Shadow claims are those received by the vendor from a sub-capitated provider (by and large 
at a zero paid amount). 


 
38. Section 1.8.1.3 states “A Vendor shall not include a company name or any information that 
 identifies the company when responding to the questions in Section 3-Scope of work.” If 
 DHCFP cannot obtain specific identifying details surrounding the examples, data and 
 experience presented in a vendor’s proposal, it may be more difficult for the State to validate 
 such information and ensure it is obtaining the greatest value for Nevada Medicaid and Check 
 Up recipients. It also may be very difficult for vendors, particularly non-incumbents, to present 
 the appropriate level of detail related to their experience in other markets without inadvertently 
 identifying themselves and risking disqualification. Would DHCFP please consider removing 
 the anonymity requirements.   
 


The State requests vendors to exercise their best judgment in their responses to Section 3 - 
Scope of Work. Responses should contain sufficient detail to represent their ability to 
substantially comply with terms of the scope of work or exceed expectations. The DHCFP 
will follow the Phase I anonymous evaluation as described in this RFP. 


 
39. Section 1.8.1.3, “Vendor shall not include a company name or any information that identifies 
 the company when responding to the questions in Section 3-Scope of Work”, however we have 
 been unable to find questions such as provided in Section 4. Please confirm when we can 
 expect the questions for the Section 3 - Scope of Work, or if none are forthcoming, please 
 provide specific instructions regarding how DHCFP expects vendors to respond to Section 3, 
 Scope of Work.  
 


The State requests vendors to exercise their best judgment in their responses to Section 3 - 
Scope of Work. Responses should contain sufficient detail to represent their ability to 
substantially comply with terms of the scope of work or exceed expectations. The DHCFP 
will follow the Phase I anonymous evaluation as described in this RFP. 


 
40. Language in 3.16.6.2 (pages 184-185) is duplicative of Section 3.7.8.1 – Provider Policy and 
 Procedure Manual (page 110 - 111). Please clarify whether the duplicate requirement is 
 intentional and if not, please consider removing. If it is intentional, is it the State’s intention for 
 vendors to reply in full to duplicate questions, or may we refer to our response to the first stated 
 requirement? 
 


The requirements apply to both sections and a respondent may respond once and confirm 
that response applies to both sections. 


 
41. Language in 3.16.6.3 (page 185) is duplicative of the language in Section 3.7.8.2 – Provider 
 Workshops (page 111). Please clarify whether the duplicate requirement is intentional and if 
 not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply 
 in full to duplicate questions, or may we refer to our response to the first stated requirement? 
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Refer to question 40 of this amendment. 
 
42. Language in 3.16.6.4 (page 185) is duplicative of the language in Section 3.7.8.3 – Provider 
 Newsletter (page 111). Please clarify whether the duplicate requirement is intentional and if 
 not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply 
 in full to duplicate questions, or may we refer to our response to the first stated requirement? 
 


Refer to question 40 of this amendment. 
 
43. Language in 3.16.6.5 (pages 185-186) is duplicative of the language in Section 3.7.9 – 
 Network Maintenance (pages 111-112). Please clarify whether the duplicate requirement is 
 intentional and if not, please consider removing. If it is intentional, is it the State’s intention for 
 vendors to reply in full to duplicate questions, or may we refer to our response to the first 
 requirement? 
 


Refer to question 40 of this amendment. 
 
44. Section 3.2 states that extra points will be awarded to vendors who provide a Silver qualified 
 health plan on the Individual Exchange. As section 3.2 is part of a pass/fail section, please 
 clarify how the extra points will impact scoring in a Pass/Fail section. 
 


The State does not disclose weight measures.   
 
45. Section 3.4.2.5) of the SOW states: The vendor shall coordinate prior authorizations and  edit 
 patterns with those used in the fee-for-service program. Section 3.4.2.4 says that the MCO 
 can utilize different authorization requirements than what is used by the State as long as they 
 are not more restrictive. Please clarify which requirement is accurate. 
 


Both requirements are accurate. The goal of this requirement is to align as many processes 
as possible for administrative simplification for providers. Prior authorization requirements 
cannot be so restrictive that they result in medically necessary services being denied, reduced 
or terminated inappropriately or be applied strictly to manage costs. 


 
46. Section 3.4.2.8 B. states members with disabilities must be given an extra 30 calendar days 
 to select a PCP.  Will DHCFP provide this information on the enrollment file? 
 


No, this is the vendor's responsibility to coordinate based on recipient needs. 
 
47. Section 3.4.4.2E-3 and 4. Please clarify what items 3 and 4 require. 
 


RFP 3260 Section 
3.4.4.2 attachment to  


To open the document, double click on the icon. 
 


If you are unable to access the above inserted file 
once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 
 
48. Section 3.4.4.2.H: Please confirm whether the enrollment file will indicate the appropriate 
 contact (DCFS staff or guardian) for a child/recipient in child welfare/foster care. Please clarify 
 the process for ensuring the vendor has current information about who will have the most 
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 complete information about an enrolled recipient in child welfare/foster care (such as current 
 caseworker, current guardian, biological parent/s, etc)?  
 


Child Welfare is not automatically enrolled in managed care and will have the option of a 
voluntary opt in per guardian. 


 
49. Section 3.4.4.4.6 states:  
 b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-
 NOW) back to the Medicaid MCO run quitline 
 
 c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) 
 data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing 
 agreement, at least biannually 
. 
 d. The approved MCO quitline vendor must be a member of NAQC. 
 
 Please confirm that if the MCO bidder or one of its wholly owned subsidiaries is a member of 
 NAQC and can fulfill all the collaboration, recipient assistance, and data collection/reporting 
 requirements of this contract, the subsidiary would meet the contract standard for a “selected 
 telephone quit line approved vendor?” 
 If not, can the department provide more specificity about what constitutes a “telephone quit line 
 approved vendor” who also meets the requirement for a “Medicaid MCO run quitline?” 
 


Correct.  A member of NAQC would meet the contract standards. 
 
50. Section 3.4.6.2 states that extra points will be awarded to vendors who utilize the fee-for-
 service formulary. As section 3.4 is part of the pass/fail section, please clarify how the extra 
 points will impact scoring in a Pass/Fail section. 
 


The State does not disclose weight measures. 
 
51. Section 3.4.7.1 states: “The vendor must reimburse certain types of providers with whom 
 formal contracts may not be in place…” Please specify which providers the State is referencing 
 in this section. 
 


Examples may include DHHS Divisions such as DPBH, ADSD, DCFS, counties, out of 
network or out of state providers. 


 
52. Section 3.5.2 states: “The vendor must accept recipients eligible for enrollment in the order 
 in which they apply without restriction, up to the limits set under the contract 42 CFR 
 438.6(d)(1).”  Review of this citation indicates it is up to the limits set by the state 
 contract.  Please clarify whether DHCFP intends to establish enrollment caps for contracted 
 health plans. 
 


No, the State does not establish enrollment caps for contracted health plans. 
 
53. The term “Enrollment Section” is used in Sections 3.5.1 (page 73), 3.5.7.6 (page 80), and 
 3.5.7.7 (page 80). In Section 3.5.1, the context of the term “enrollment section” implies that this 
 is a department within DHCFP.  However, in Sections 3.5.7.6, the term “Enrollment Sections” 
 appears to refer to a department within or under the control of the vendor. In Section 3.5.7.7, 
 we assume “Enrollment Section” refers to a department at DHCFP. Are we correctly assuming 
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 that “Enrollment Section” refers to a department or organization under the control of DHCFP 
 or the Vendor, depending on the Section context (as we have posited here)?  If we are incorrect, 
 please clarify.  
 


3.5.1 "Enrollment Section" refers to a function of the DHCFP. 
3.5.7.6 "Enrollment Section" refers to a function the vendor's department. 
3.5.7.7 "Enrollment Section" refers to a function of DHCFP.check 


 
54. Please clarify whether Section 3.5.7.9 A.2.e should be “Long Term Services and Supports, 
 including Home Health.” 
 


Refer to the beginning of this amendment.  
 
55. Please clarify whether Section 3.5.7.9 A.2.f should be “Home Health or Personal Care 
 Services.” 
 


Correct.  Should be "Home Health or Personal Care Services".  
 
56. Section 3.6.1.1.B.3 states that the following information must be included in the Member 
 Handbook, which must be mailed to each household:  
 A list of current network PCPs who are and who are not accepting new patients in the 
 recipient’s service area, including their board certification status, addresses, telephone numbers, 
 availability of evening or weekend hours, all languages spoken, with information on specialists 
 and hospitals. The list may be supplied as a separate document from the member handbook. 
 The provider list located on the vendor’s website shall be updated by the vendor monthly. 
 Please confirm that DHCFP intends for hard-copy directories to be provided only upon initial 
 enrollment in the plan, and then subsequently online only, except when requested by the 
 Recipient. Provider directory information can change so frequently that the information could 
 potentially be outdated by the time the Recipient receives the initial directory.  
 


The vendor must give each recipient written notice of any significant change.  Refer to 
Section 3.6.1.1 C. 
 
The DHCFP intends for hard-copy directories to be provided only upon initial enrollment in 
the plan, and then subsequently online only, except when requested by the recipient. 


 
57. Section 3.6.2.3.F states: “If the recipient requires assistance with accessing care, including 
 finding a provider, the Recipient Services Department will transfer the recipient to the in-
 person Concierge Services.”  Please clarify what DHCFP means by “in-person?”   
 


The DHCFP expects a representative will speak with and assist in finding a provider over 
and above providing a list or directing to the web as needed to meet intent of 3.6.2.3 in its 
entirety. 


 
58. Language appears to be missing on Section 3.7.2.6. Please provide missing language. 
 


Refer to beginning of this amendment. 
 
59. Section 3.7.5.7: Can the state please clarify if there are required appointment standards for 
 dental visits? 
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Dental is not included in this RFP. 
 
60. Section 3.7.7 states: 
 “. . . When queried at least 90% of listed providers will confirm participation in the vendor’s 
 network.” 
 Standard for Sanctions states: 
 At least ninety percent (90%) of listed providers will confirm participation in the Vendor’s 
 network and that their demographic data is accurate. 
 Question: Is the vendor required to audit its providers and submit the data to the Department, or 
 will the Department or its designee conduct such audits? Please clarify.  
 


The vendor is responsible for ensuring and maintaining records that demonstrate network 
adequacy. If the DHCFP discovers that the standard is not being met the vendor would be 
subject to intermediate sanctions. Other entities outlined in this RFP such as the DHCFP or 
it's EQRO vendor may also conduct such audits described in this section. 


 
61. Section 3.7.8.1.A states “The vendor must prepare, subject to the approval of the DHCFP, a 
 Provider Policy and Procedure Manual for each distinct class of provider.”  Please define 
 distinct class of provider.  
 


Refer to question 15 of this amendment. 
 
62. Section 3.8 states: The vendor must participate financially in the HealthHIE Nevada 
 statewide health information exchange as of the effective date of the contract. At a minimum, 
 the participation level must be based upon all recipient lives covered under this contract. 
 Additionally, the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients. We assume this means that Vendors must contract with HealthHIE Nevada and pay 
 all Per Member Per Month (PMPM) fees to HealthHIE so that all of the Vendor’s Medicaid and 
 Nevada Checkup recipients can be supported through the HealthHIE.  Is our assumption 
 correct? If not, please clarify this requirement? 
 


Yes. 
 
63. Please consider changing the term Care Treatment Plan to Care Plan (in Section 3.10.20.2 E 
 and elsewhere in the RFP where the term applies), in order to clearly distinguish between the 
 treatment plan developed by a provider and the care plan developed by the vendor (with 
 recipients/providers, and which incorporates provider treatment plans as well as vendor 
 interventions)? 
 


References to vendor case management program where the term reads care treatment plan, 
is referring to the care plan. Treatment plans are typically developed, revised or incorporated 
by the provider/PCP. Both care plans and treatment plans should be developed using person 
centered principles. 


 
64. Please confirm the timeframe for honoring an existing care plan for a new recipient. (Section 
 3.10.20.2 E) 
 


The vendor must have policies and procedures to ensure a recipient's smooth transition from 
FFS/other vendors. Unless otherwise identified in this RFP, changes to the care plan should 
be based on an updated assessment, recipient needs and medical necessity standards. 
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65. The RFP states in Section 3.10.20.2 G: “Behavioral health case management must be available 
 24 hours a day, 7 days a week.” Please confirm that the vendor may meet this requirement 
 through telephonic availability of appropriately qualified staff if/when the recipient’s assigned 
 behavioral health case manager is not available (such as after hours). 


 
Yes. 


 
66. Section 3.10.20.2 J includes this phrase: “For example, vendor recipient services staff must 
 have access to a recipient’s case management notes and recent inpatient or emergency 
 department utilization if contacted by that recipient.” “Recipient services staff” primarily 
 include non-clinical/licensed staff (call center representatives), and that access by such non-
 clinical staff to case management notes would be inappropriate based on HIPAA Minimum 
 Necessary Rules. Please confirm that DHCFP’s reference to “recipient services staff,” in this 
 case, is limited to authorized staff who need access to case management notes to do their jobs? 
 


Yes. 
 
67. The last sentence in Section 3.12.6.6 states: “The vendor will be responsible to pay for the cost 
 incurred to complete the recovery of the TPL payment to the DHCFP.” Please provide 
 additional details related to this requirement.  
 


The DHCFP will pass any cost that the DHCFP incurs to recover TPL overpayments for 
MCO individuals back onto the responsible MCO. Please refer to section 3.12.6.4 and 
3.12.5.5. 


 
68. Please clarify to whom a Notice of Action must be provided upon the death of a recipient or 
 when the recipient’s address is unknown (Section 3.13.4.5.A & D). 
 


Upon the death of a recipient, the Notice of Action is sent to the last known address of the 
recipient.  All recipients have to provide an address to apply for Medicaid and all 
correspondence needs to be mailed to the address they listed.     


 
69. The last sentence in Section 3.16.3.6 appears to be truncated. Please provide the missing 
 language.  
  
 Refer to beginning of this amendment. 
 
70. Section 3.16.4.3 states that "the timing and other events associated with provider recruitment 
 must occur in a manner that will ensure meeting the objectives noted within this RFP."  Please 
 confirm that demonstration of an adequate provider network that meets all state adequacy 
 requirements by readiness review will meet this requirement for a new entrant.  
 


Any requirements identified in this RFP for network adequacy must be met. Refer to section 
3.15.6 


 
 If so, please confirm that the inability of a new entrant to show network adequacy at bid 
 submission will not result in a failing score on Section 3.  
 


The vendor does not need to show network adequacy at bid. Refer to section 3.15.6 
Implementation. 
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71. EOBs, if used, must be sent for all services with the exception of the services listed in section 
 3.14.13.5.”  There does appear to be a section 3.14.13.5 as referenced – please provide the 
 correct citation. 
 


Refer to beginning of this amendment. 
 


72. Will DHCFP please supply, or refer Vendors to where they may obtain, additional information 
 (e.g. formats, layouts, operational specifications) for items 3.18.2.1 thru 3.18.2.23? 
 


Yes, DHCFP will provide them prior to readiness/testing. These are largely ANSIx12/EDI 
transmittals for which there are standard definitions. See 
https://www.medicaid.nv.gov/providers/edi.aspx. 


 
73. Regarding the phrase: The vendor must provide the DHCFP with a National Provider Identifier, 
 (NPI), including any taxonomy code(s), with their proposal, unless it is determined that they 
 are neither a covered nor an eligible entity, in which case a typical Provider Identifier (API) 
 will be assigned by the State’s fiscal agent.  The vendor must electronically transmit and 
 receive fully HIPAA compliant transactions.  We assume that “with their proposal” should be 
 “with their transactions” as this is under a subheading titled “NPI/API Transaction 
 Requirements.”  The remaining text in the requirement also refers to “transactions” and not the 
 proposal response.  In addition, as a vendor, we do not have an NPI or API as defined in the 
 NPI Final Rule (45 CFR 160.103). Please confirm that DHCFP means the vendor must provide 
 DHCFP with the NPI, including taxonomy code(s), on applicable HIPAA mandated 
 transactions, in compliance with HIPAA regulations? 
 


The vendor must obtain and provide the DHCFP with a National Provider Identifier, (NPI), 
including any taxonomy code(s), with their proposal. The vendor must electronically 
transmit and receive fully HIPAA compliant transactions.  


 
74. Please confirm whether DHCFP is requesting the number of bilingual staff across an entire 
 company (all plans, all markets), or strictly those in Nevada? If only in Nevada, may new 
 entrants provide these figures for their largest health plan? If across all markets, will DHCFP 
 require the same information from current incumbents? 
 


Bi-lingual staff assigned to Nevada Medicaid.  All bidders must respond to this requirement. 
 
75. Regarding the column “Financial Participation Only”: we assume this refers to HealthHIE 
 providers who pay subscription access fees to HealthHIE but who only interact with HealthHIE 
 via the HIE Web Access function.  Are we correct in our assumption? We assume that the 
 column “Financial Participation and Provide Data into the HIE” means any HealthHIE 
 participating provider who sends clinical data (or otherwise makes clinical data available) to 
 other HealthHIE participants from that provider’s electronic medical record or electronic health 
 record system.  Are we correct in this assumption? If we are not correct, can DHCFP clarify the 
 meaning of the two columns in Section 4.1.13.1? 
 


Yes  
 
76. Section 9.1.13 states written responses must be in bold/italics. To enhance readability and 
 reduce page-counts, will the State consider allowing the bidders to submit written responses 
 using non-bold Times New Roman 11 pt. type ? Narrative that is in all bold/italics will increase 
 the length of the proposal, decrease readability ease,  and decrease ease of evaluation. 
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For ease of evaluation the State requests all vendor responses be in bold/italics. 


 
77. Section 9.1.13 states, “Written responses must be in bold/italics and placed immediately 
 following the applicable RFP question, statement and/or section.  Exceptions/assumptions to 
 this may be considered during the evaluation process.” Does DHCFP expect vendors to respond 
 to the RFP within the word document provided, or may vendors create their own template, as 
 long as the template follows all guidelines outlined in section 9 and addresses all requirements 
 in Section 3? 
 


Proposals are to be prepared in such a way as to provide a straightforward, concise 
delineation of capabilities to satisfy the requirements of this RFP. 


 
78. In Section 9.4.1, should the reference be Part 1C instead of Part 1B? 
 


Yes. 
 
79. Section 10: Would the State please provide more detail about Phase II of the scoring process, 
 including the point value of the Cost Proposal, and Section 4? 
 


The State declines to answer. 
 
80. Section 3: The RFP refers to a care management program, care management services, case 
 managers, and Care-Coordinators. Does the State require the use of the Care-Coordinator title, 
 or can Care Managers who meet the requirements of a Care-Coordinator (nurse and licensed, 
 master’s level behavioral health clinician) provide the full range of care management, case 
 management, and care coordination services required under the umbrella of an overall Care 
 Management Program? 
 


Yes as long as scope and service requirements are met. 
 
81. Section 9.1.14: Diagrams, graphs, or charts are often incorporated into a RFP response to 
 illustrate in a straightforward manner the capabilities of an information system or processes. 
 Regarding this phrase: “Unless specifically requested in this RFP, elaborate artwork, corporate 
 brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous 
 presentation materials are neither necessary nor desired”, are diagrams, graphs, or charts 
 supporting a RFP response considered elaborate artwork or other extraneous presentation 
 materials? 
 


Any diagram, graphs or charts that are germane to a vendor’s proposal are desirable. 
 
82. In section 3.4.2.5, pages 38-39, what are current authorization requirements?  
 


Refer to Medicaid Service Manual 100, Section 103.2 Authorization and appropriate service 
chapters of the MSM describes service coverage policy. 


 
83. In section 3.4.2.9, page 40, does this also apply to optional rural areas, or just the urban areas? 
 


Any areas necessary for the recipient to receive medically necessary services. 
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84. Are the covered services listed on pages 44-47 in section 3.4.3.2, the same services the current 
 vendors are responsible to cover under the 2016 rates provided in Attachment Q?  If not, please 
 describe each change. 
 


Vendors are required to cover all medically necessary services in Title XIX and Title XX1 
state plans and amendments, the MSM, or other medically necessary services identified in an 
EPSDT exam as described in section 3.4.4.3. 


 
85. Are there any changes expected to occur in the covered services for the capitation rates to be 
 developed effective July 1, 2017?  If so, please describe each change. 
 


This is yet to be determined. Any changes to reimbursement or covered services will be 
contingent upon funding allocated during the 18-19 Legislative session which will begin on 
February 6, 2017. 


 
86. Are the exclusions/limitations listed in section 3.4.4.2 a through o (pages 47-54) the same 
 exclusions/limitations applicable to the CY2016 rates provided in Attachment Q?  If not, please 
 describe each change. 
 


Yes. 
 
87. Are there any changes expected to occur in the exclusions/limitations listed in section 3.4.4.2 a 
 through o, for the capitation rates to be developed effective July 1, 2017?  If so, please describe 
 each change. 
 


Refer to question 85 of this amendment. 
 
88. Regarding section 3.4.12.3.h, how many prenatal months of coverage are included in the 
 maternity kick payment? 
 


The kick payment is less about covering costs of pre- and immediate post-natal care (it often 
doesn’t) than it is a balancing tool to account for relative risk of maternity events between 
the plans. 
 
Pre-natal management of care begins when the expectant mother presents, and includes 
everything medically necessary to a satisfactory health outcome as covered by monthly 
capitation payments 


 
89. Regarding Section 3.4.12.3H, are all services (i.e., including non-maternity related services) 
 provided during pre-natal, delivery, and post-natal time periods included in the kick payment or 
 just maternity-related services? 
 


Refer to question 88 of this amendment. 
 
90. Please provide a listing of all the facility and physician related codes that are covered under the 
 maternity kick payment. 
 


Refer to question 88 of this amendment. 
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91. Are there any anticipated changes in the services covered or payment methodology under the 
 maternity kick payment between the rates provided in Attachment Q and the rates to be 
 developed for July 1, 2017?  If so, please describe. 
 


No. 
 
92. Please provide a listing of all necessary requirements that trigger a maternity kick payment. 
 More specifically, please provide a complete listing of the medical codes and logic that are 
 used to trigger the maternity kick payment. 
 


The process is detailed thoroughly in 3.4.12.3 (H). 
 
93. Regarding section 3.4.12.3k, Please provide the specific requirements to trigger a low birth 
 weight supplemental payment. 
 


This is a manual process that begins with the Vendor providing clinical proof; the process is 
detailed thoroughly in 3.4.12.3 (K). 


 
94. Regarding section 3.4.12.3K, Please provide the SFY17 Low Birth Weight Supplemental 
 payment. 
 


It is currently $65,129. 
 
95. Regarding section 3.4.12.3K, Please provide by region the number of low birth weight babies 
 and the total incurred expenses for the last three State Fiscal Years. 
 


 
 
96. Regarding section 3.4.12.3.K How much money will be removed from the under one rate cell 
 to create the Low Birth Weight supplemental? 
 


As much as historical claims experience and trend suggest under actuarial analysis; the 
estimate is per thousand births. If over-estimated, the remainder is distributed to the plans 
according to relative risk; if under-estimated, the plans are at full risk beyond the actuarial 
estimate. 


 
97. Please provide the criteria for payment as referenced in section 3.4.12.3.k in the last paragraph 
 on page 68. 
 


Clinical proof of a live birth <1500 grams. 
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98. On page 69, Please clarify the following sentence: “No supplemental payments will be made 
 for deliveries beyond the number funded.”  What happens if there are more LBW babies than 
 anticipated by the state/actuary?  How will the funded number be distributed by MCO? 
 


Refer to question 96 and 97 of this amendment. The VLBW payments are a manual financial 
transaction following submission of clinical proof.  
 


99.  Section 3.5.4 states that vendors will be responsible for services retroactively when there are 
 eligibility errors. Are there any other situations where the vendors will be responsible for 
 retroactive coverage? 
 


A newborn to a mother enrolled in the plan at the time of birth would be a situation that 
would be an exception. 


 
100. Regarding section 3.5.4, if there are other situations where vendors will be responsible for non-
 eligibility related retroactive coverage, please describe each situation. 
 


Refer to question 99 of this amendment. 
 
101. Regarding section 3.5.4, Will there be any maximum limit (either in total or by region) set on 
 the enrollment by vendor?  If so, please describe. 
 


No. 
 
102. Regarding section 3.5.4, Will there be any minimum limit (either in total or by region) on the 
 enrollment by a selected vendor? If so, please describe. 
 


No. 
 
103. Regarding section 3.5.6.3, Will the auto-assignment algorithm be adjusted to help level out 
 members in the event that a new MCO is awarded the contract? 
 


Refer to question 1 of this amendment. 
 
104. Regarding section 3.5.7.2, What percentage of CSHCN, SED, and SMI members opt out 
 today? 
 


The percentage is unknown due to incomplete data, calendar year to date 213 have opted out. 
 
105. Regarding Attachment H: Please describe how vendors should fill out this Attachment.  There 
 is no space to fill in the administrative percentage.   
 


It is not intended to be “filled out”, it is a narrative defining cost components and how they 
should be differentiated in a submission, the format of which is up to the vendor/respondent. 


 
106. Regarding Attachment H: Since the bidders submit a “not-to-exceed administrative rate bid for 
 calendar year 2017 relative to the rates effective at the time of the proposal” .  Please confirm 
 that the effective rates referenced are those listed on Attachment Q.  Please also describe how 
 the bid/negotiated administrative rate will be adjusted before being applied to the rates effective 
 July 1, 2017 (which are now unknown). 
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The rates in Attachment Q are currently in our MMIS and paying to the current vendors. 
The administrative rate may or may not be adjusted for July 1, 2017 in a rate development 
cycle; if so, this would be according to actuarially sound principles. 


 
107. Regarding Attachment H: Please clarify that the non-medical load percentage bid is only for the 
 first contract year (7/1/17-6/30/18). 
 


We need further clarification to answer this question, there is no such limitation in the 
language. 


 
108. Regarding Attachment H: Are vendors supposed to provide a single percentage for all costs 
 outlined in Section 5?  Will the bid/negotiated percentage be applied to all rate cells, including 
 the maternity kick and low birth weight baby kick payments?  If the rate is blended across all 
 rate cells, please provide the member distribution that will be used for the blending. It would be 
 helpful if DHCFP would provide vendors a template to complete with their RFP response. 
 


Yes, we are seeking a composite rate to apply to the Vendor’s medical managed care services.  
 
109. Will there be an Actuarial Certification required as part of the submission by vendors?  If so, 
 please describe requirement and outline what would need to be in the certification. 
 


No. 
 
110. Section 6,  page 219, Please clarify what would be on the compact disc “containing the updated 
 Fee For Service rate at the end of each quarter” and what the vendor would need to do with 
 these discs. 
 


The data provided includes all changes, additions and deletions relating to Fee for Service 
Provider Types, covered codes, prior authorization requirements, and associated provider 
reimbursement rates for the DHCFP FFS program. The vendor would be responsible for 
updating their database to ensure comprehensive billing code coverage. 


 
111. Section 6,  page 219, Will there be any risk adjustment factors applied to the capitation rates to 
 adjust for acuity between selected vendors?  If so, please describe the software, data, timing, 
 and process that will be used. 
 


Yes, current rates were developed using version 6.0 of the  Chronic Illness and Disability 
Payment System (CDPS); using claims experience from two years prior. 


 
112. Regarding Attachment Q: Please describe why the rates presented in this attachment are 


different from those found here: 
http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Resources/Rates/NevadaMedicaidMana
gedCareCapitationRates.pdf 


 
Current rates have been provided as part of this RFP. The website will be updated to match. 


 
113. Regarding Attachment Q, Please provide the actuarial certification (which would outline the 
 rate development methodology) and supporting documents used in the development of these 
 rates. 


 
Refer to question 2 of this amendment. 
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114. Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 
 utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 
 category of service) used to develop the capitation rates. 
  


Refer to question 2 of this amendment. 
 
115. Regarding section 6.2, will the selected vendors be able to meeting with DHCFP’s actuaries 
 during the development of the capitation rates that will be effective July 1, 2017? 
 


No, the DHCFP and their actuary develop draft capitated rates to be reviewed internally and 
then presented to the Vendors for review prior to the effective date. 


 
116. Regarding section 6.2.3.2, what is/was the effective date for the minimum medical loss ratio of 
 85%?  Please clarify the methodology (e.g., is it calculated across all rate cells?).  


 
85% is CMS’ absolute lower limit for MLR under the New Proposed Rule. It is expected that 
a cost-effective, quality Vendor will perform better than that. MLR is a composite rate based 
upon all revenue received and all claims paid.  


 
117. Regarding Attachment Q: Is there a state premium tax included in the capitation rates?  If so, 
 what is the percentage added to each of the capitation rates? 
 


Yes. The premium tax all successful Respondents can expect to pay is 3.5%. 
 
118. Regarding Attachment H:If there is a premium tax, should it be included in the Vendor’s 
 Administrative bid in Attachment H?  Please confirm whether or not there is any change in the 
 premium tax over these time periods. 
 


Premium Tax is included in the capitation rates. There has been a recent change in 
Premium Tax, however, at this time, precluding any Legislative change during the next 
Session (Spring 2017), the rate all successful Respondents can expect to pay is 3.5% 


 
119. Regarding Attachment Q: How is the Health Insurer Fee accounted for within the capitation 
 rates? 


 
It is not accounted for in capitation because it is very difficult to ascertain in advance: 
 
Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; 
DHCFP reimburses the Vendors accordingly. 


 
120. Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 
 change for the rates effective July 1, 2017?  If so, how? 
 


Refer to question 119 of this amendment. 
 
121. Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 
 change for the rates effective July 1, 2017?  If so, how? 
 


Refer to question 119 of this amendment. 
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122. Regarding Attachment H: How should the vendors account for the Health Insurer Fee? 
 


Refer to question 119 of this amendment. 
 
123. Regarding section 6.2: Please describe how the one year moratorium in the health insurer fee is 
 reflected in the rates and will be accounted for when analyzing vendor bids.   
 


The Health Insurer Fee is not in the rates.  Refer to question 119 of this amendment. 
 
124. Regarding section 6.2, If a vendor proposes a 15% administrative load for example that 
 contains nothing for premium tax or Health Insurer Fee, but the Capitation rates in Attachment 
 Q do include those fees, the 15% is understated.  If the rates developed for July 1, 2017 exclude 
 the Health Insurer Fee and/or premium tax, what administrative percentage will the vendor 
 receive?  The 15% or a different percentage? 
 


Rates will include the Premium Tax of 3.5%, but will not include the Health Insurer Fee 
(refer to question 119 of this amendment).  
 
The administrative rate may or may not be adjusted for July 1, 2017 in a rate development 
cycle. 


 
125. Regarding Attachment Q: Are there any provider supplemental or pass-through payments 
 included in the capitation rates?  If so, please list out all payment types and amounts included in 
 the rates. 
 


Please review this response as Attach Q does not indicate what is included in the cap rates. 
There is a MCO Enhanced Rate supplemental payment for safety net providers which is 
included in the capitation rates as described in the RFP 6.2.4.3. 


 
126. Attachment Q: What was the base data (time periods and sources) used in the development of 
 the capitation rates? 
 


Rates have been developed using eligibility files, health plan reported encounter data, 
financial statements and sub-capitation data from the participating health plans during State 
Fiscal Years (SFY) 2014 and 2015; eligibility, enrollment, and claims data through March 
2016 were also included.  


  
127. Attachment Q: Please describe how the experience from the current vendors was incorporated 
 in the rate development.  Was the experience re-priced to reflect the current or projected 
 Medicaid fee schedules?  Were there any adjustments applied to the current vendors experience 
 to account for differences between the Medicaid Fee schedule and what the vendors pay to 
 providers? 
 


Re: experience, refer to question 126 of this amendment; the DHCFP FFS rate schedule and 
MCO Vendor service rates are, for the most part, independent. The DHCFP FFS rate 
schedule comes into play during rate development when there is a known change in rate(s). 
In most cases, MCO Vendors are expected to negotiate their provider payment rates with 
economies of scale in mind and using the DHCFP FFS schedule as a starting point. 


 
128. Attachment Q: Are the capitation rates net of all pharmacy rebates (i.e., were the total 
 pharmacy costs reduced by the rebates received by the state)? 
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Yes; our rating approach applies rebate savings based on historical receipts.  


 
129. Attachment Q: What has Milliman assumed for the non-medical load in the rates included in 
 Attachment Q?  Please provide a breakdown of this assumption by the components (e.g., 
 administrative costs, profit, risk/margin, taxes).  What changes are anticipated for the rates 
 effective 7/1/17? 
 


Under the current rates in Attachment Q, the DHCFP developed capitation rates such that 
10.5% of premium (excluding premium tax) is available for administration and risk margin. 
Additional data will be provided upon the receipt of the nondisclosure statement. 


 
130. Section 6.2: Please clarify when the MCOs will be paid capitation (e.g., end of month of 
 member enrollment)? 
 


Currently and for the foreseeable future, capitation is prospective: enrollment and payment 
are known and transmitted to the Vendor prior to the end of a month for the month next; 
EFT payments typically adjudicate on the first Friday of the month for which the payments 
are due. 


 
131. Section 6.2: Please provide the most recent three years of managed care capitation rates paid to 
 the current providers in a format similar to Attachment Q. 
 


See attached for 2014-2016 rates. 


Attachement to 
question 131 of Amend     


To open the document, double click on the icon. 
 


If you are unable to access the above inserted file 
once you have doubled clicked on the icon, 
please contact Nevada State Purchasing at 


srvpurch@admin.nv.gov for an emailed copy. 
 
132. Attachment Q: How are claims for Hepatitis C accounted for in the capitation rates? 
 


Hepatitis drug expense is trended independently and is accounted for in the capitation rate. 
 
133. Section 6.2: What are the criteria for Hepatitis C coverage?  What is the range of Fibrosis 
 scores that vendors are responsible to cover? Are there any anticipated changes prior to the 
 development of the July 1, 2017 rates?  If so, please describe. 
 


Refer to question132 of this amendment. Refer to MSM 1200.  
 
134. Section 3.4.6.7: Has any consideration been given to carving out Hepatitis C medications from 
 the managed Medicaid capitation rates? 
 


The DHCFP currently has no plans to carve out Hepatitis C medications. 
 


135. Section 3.4.6.7: Please provide a list of Hepatitis C medications that are currently covered 
 under the states FFS formulary.  
 


Our PDL can be found at the following website: 
https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf  
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136. Attachment Q: Please describe how the capitation rates are adjusted for the stop-loss 
 reinsurance as found in section 3.4.8 and 6.2.1.3. Please provide amounts of premium charged 
 by rate cell. Do the rates shown in Attachment Q assume all transplants will be adjusted or only 
 a few? 
 


No reinsurance recoveries are included in the encounter information provided by the health 
plans, so the initial cost models are on a gross claims basis. The state reimburses plans for 
75% of inpatient hospital costs above $100,000 for any individual member. Using the claims 
information provided, expected stop loss recoveries were calculated by individual, then 
summarized and removed as a bottom line adjustment to each cost model. 


 
137. Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred by 
 region, rate cell, and transplant type for each of the last three state fiscal years. 


 
Refer to question 2 of this amendment. 


 
138. Attachment Q: Please provide the annual utilization trends used in the development of the 
 capitation rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
139. Attachment Q: Please provide the annual cost trends used in the development of the capitation 
 rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
140. Attachment Q: Please provide the annual per member per month trends used in the 
 development of the capitation rates by region, rate cell, and category of service. 
 


Refer to question 2 of this amendment. 
 
141. Attachment Q: Please provide a listing of and the factors applied for each historical program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Refer to question 2 of this amendment. 
 
142. Attachment Q: Please provide a listing of the factors applied for each prospective program 
 change used in the development of the capitation rates by region, rate cell, and category of 
 service. 
 


Refer to question 2 of this amendment. 
 
143. Attachment Q: Are there any expenses included that would be considered a “pass through” 
 payment to any provider or IGT where the vendor will have no risk?  If so, please describe each 
 type and process for payment.  For each pass through, please provide the amount included in 
 the rate by rate cell. 
 


Refer to question 2 of this amendment. 
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144. Attachment Q: Please clarify whether these rates are for calendar year 2016 or state fiscal year 
 2016 (e.g., 7/1/15-6/30/16)? 
 


Rates are typically set for a calendar year; this is the case for 2016. 
 


145. Attachment Q: Please confirm that the non-labeled rates in the middle of the page (e.g., 
 $5,099.66) are the maternity kick payments. 
 


They are labeled as such. 


 
146. Attachment Q: Please clarify the purpose of the “factor to apply to AGP rates: .9732” located at 
 the top of this page. 


 
This is an administrative note that should have been excised. 
 


147. Attachment Q: Please provide current and expected membership distribution by the rate cells 
shown on this attachment. 


 


 
 


148. Attachment H: the cost proposal indicates the possibility of different rates across MCOs. Does 
 this indicate that the state’s Actuary will be certifying to a range of rates? 
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The rates differ due to Premium Tax and CDPS risk scoring. The Actuary will certify to a 
range or specific rate according to the effective date of the applicable section of the New 
Proposed Rule. 


 
149. Section 6.2.5: Please provide the historical earn back percentage on an annual or state fiscal 
 year basis. 
 


There are no performance incentives or withholds under the current contract. 
 
150. Attachment Q: Please list what is included and excluded from the rates shown in this schedule 
 – for example, do these rates include a Pay for Performance amount?  If so, how much was 
 included? 
 


Refer to question 149 of this amendment. 
 


151. Regarding section 3.4.5, What is the historical percentage of members that are retroactively 
 enrolled in Nevada Medicaid and Nevada Check Up and what is the average number of days 
 for each program? 


 
We do not have these data available; however, these occurrences are rare outliers. 


 
152. Regarding section 3.4.13.1 please confirm that the following statement is referring to 
 quantitative treatment limitations: 
 A. The vendor must not apply any treatment limitation to mental health or substance use 
  disorder benefits in any classification that is more restrictive than the predominant 
  treatment limitation of that type applied to substantially all medical/surgical benefits in 
  the same classification furnished to recipients. Whether a treatment limitation is a  
  predominant treatment limitation that applies to substantially all medical/surgical  
  benefits in a classification is determined separately for each type of financial  
  requirement or treatment limitation. 
 


 Refer to the 42 CFR 438, the Mental Health Parity and Addiction Equity Act of 2008 
(MHPAEA) and the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). 


 
153. What methodology and assumptions were used to develop the managed care capitation rates in 
 attachment Q and what was the rationale for each assumption? 
 


Refer to question 2 of this amendment. 
 
154. What is the underlying utilization profile of the beneficiary population used in developing 
 capitation rates?  Please provide granular and comprehensive information on the population's 
 utilization by type of service (e.g., ED visits per 1000 members, OP surgical visits per 1000, IP 
 admissions per 1000 members, inpatient CMI). 
  


Refer to question 2 of this amendment. 
 
155. Section 3.4.2.4 page # 38 -  Eliminating an MCO’s ability to develop and administer prior 
 authorization requirements that are equally restrictive to the state’s and no greater represents a 
 significant departure from current contract standards. This change will significantly impact an 
 MCO’s ability to manage the care of its members. We recommend that the state remove this 
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 requirement and allow the current practice to continue, or  increase capitation payments 
 prospectively to account for the increased costs associated with this new requirement. 
 


The MCO can utilize different authorization requirements than what is used by the State, as 
long as they are not more restrictive.   


 
156. RFP Section 1.8.1 requires vendors to exclude their “company name or any information that 
 identifies the company when responding to the questions in Section 3 ~ Scope of Work.”   How 
 will the State uniquely identify each bidder’s submissions to ensure binders are grouped 
 together appropriately and scoring results are attributed to the correct bidder? 
 


Refer to Section 9 ~ Proposal Submission Requirements, Format and Content of RFP 3260. 
 


 157. Regarding RFP Section 1.8, please elaborate on what is "other information that would indicate 
 to an evaluator which company is proposing?" Nearly all aspects of any Vendor’s response to 
 the Scope of Work has the potential to indicate which company is proposing: years of 
 experience, unique relationships or providers, network scope and size, technical and clinical 
 solutions/tools, outcomes, staff experience, office locations, organizational capabilities, 
 etc.  This type of information is necessary for a complete and appropriate evaluation of Vendor 
 capabilities to perform the Scope of Work. Please confirm that Vendors are not prohibited from 
 including this type of information in response to the Scope of Work section, as omitting it from 
 the Scope of Work will result in an inherently incomplete evaluation that will not provide 
 DHCFP and the State of Nevada with the necessary and relevant information to make an 
 informed Vendor selection decision since many of the items in the Scope of Work are not 
 addressed in other parts of the proposal. 


 
Vendors are to use their best judgement and eliminate any relation to their company. 
 


158. In light of the issues raised in the above question (#2), and given the risk of disqualification, we 
 respectfully request that DHCFP provide additional detail and guidance regarding what is and 
 is not permissible within RFP Section 1.8.  
 • Are vendors prohibited from naming (using proper nouns, for example) tools,  
  partnerships, and subcontractors that we use to meet SOW requirements? 
 


• If information is relevant and applicable for a particular section, but may indirectly identify 
the proposing Vendor (as outlined in examples above), please confirm that the Vendor may 
include such information as long as there are no overt references to a Vendor name, 
address, or other specific contact information. 
 


• Generally, will DHCFP provide more guidance on the types of information that would be 
prohibited in this section? 


 
Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise 
their best judgment.  
 


159. If the Scope of Work should not contain the aforementioned details that may result in evaluator 
 identification of a Vendor, will  DHCFP provide the following information: 
 • Does the State want Vendors to include this information in Section 4?  If so, is there a 
  preferred methodology that will make it easier for evaluators to score?   
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Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise 
their best judgment.  


 
• If the Scope of Work is to be evaluated solely on a pass/fail basis, is DHCFP merely 


looking for an affirmation that Vendors will comply with all scope of work requirements 
rather than information and documentation of our experiences providing the same or similar 
services?   


 
No.  Vendors will be scored accordingly per the RFP.  Pass/Fail will be used to determine if 
vendor complied with initial instruction.  


 
160. Regarding RFP Section 2, the definition of "clean claim" includes this sentence "It includes a 
 claim with errors originating in the State's claims system."  Please provide clarification of this 
 part of the clean claim definition. 
 


A claim that can be processed without obtaining additional information from the provider of 
the service or from a third party.  
 


161. RFP Section 2, Acronyms/Definitions defines the "Vendor" as the “organization/individual 
 submitting a proposal in response to this RFP.” Please confirm that for purposes of responding 
 to this RFP regarding experience that the Vendor may include in their response the contracts 
 held by affiliate/parent organizations of the bidding entity. For example, a Vendor may have 
 relevant experience in other states through its parent and affiliate health plans. Please confirm 
 that affiliate and/or parent company experience may be represented in the responses relating to 
 experience and qualifications in the proposal. 
 


Yes 
 
162. In RFP Section 2, there is no text under the section heading numbered as “2.1” at the bottom of 
 page 33. Please confirm that there is no information missing. 
 


Yes. 
 
163. RFP Section 3.2 states:  “Vendors who have or will have a product available on the HIX will 
 receive a higher point value in the RFP evaluation." Please confirm that a vendor with an 
 affiliate/parent organization that has qualifying products on the HIX will meet this criteria. 
 


Yes.  
 
164. With regard to RFP Section 3.4.2.7 (E), in addition to NAC 695C.160, which stipulates 
 adequacy standards for PCP access, please confirm if ("NRS") 687B.490 still exists and needs 
 to be adhered to (network adequacy requirements published on June 30th, 2014)? 
 


Yes the NRS still exists; vendors are responsible for compliance with any applicable portion 
of the Nevada Insurance Code as administered by the Division of Insurance of the 
Department of Business and Industry. 


 
165. In RFP Section 3.4.2.8 (A), the requirement indicates that "recipients are not allowed to be 
 assigned at the clinic level" relating to PCP assignments. However, in 3.6.3.1, it indicates that 
 "Each enrolled recipient must be assigned to a PCP or Primary Care Site."  Please clarify the 
 difference between assigning to a "Primary Care Site" versus a "clinic level" assignment.  How 
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 is this different from how the FQHCs like to be identified?  Is an FQHC considered a primary 
 care site? 
 


A conflict in the current RFP is noted. Yes a Primary Care Site can be considered a PCP. 
Yes, an FQHC can be considered a primary care site.  


 
166. RFP Section 3.4.4.1 (A) states:  “The vendor may provide services in alternative inpatient 
 settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such 
 as Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than 
 traditional inpatient settings. By the 15th of every month the vendor must report to the DHCFP 
 the recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior 
 calendar month. Example: by August 15th the vendor must submit a list of Medicaid recipients 
 who had an IMD inpatient stay for more than 15 days during the month of July.”  Please 
 confirm whether this needs to be 15 consecutive or cumulative days in the month. 
 


It is 15 cumulative days. 
 
167. With regard to RFP Section 3.4.4.1 (B), please state who determines AVERAGE SNF rate. 
 


The DHCFP has a contract with a vendor to review and establish SNF rates on a quarterly 
basis. This includes determining the average SNF rate. 


 
168. RFP Section 3.4.4.2 (A) states:  “The vendor must coordinate with discharge planners for 
 transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the 
 appropriate care setting in a timely manner, within two (2) days after the recipient no longer 
 meets an acute level of care will result in the vendor reimbursing the acute care facility at the 
 average skilled nursing facility (SNF) rate or the administrative day reimbursement rate, 
 whichever is greater.”  Please provide clarification on whether the Vendor is required to 
 contract with Indian Health Services and Tribal Clinics? 
 


The DHCFP needs clarification as the Indian Health Services and Tribal Clinics are not 
related to SNFs. 


 
169. With regard to RFP Section 3.4.4.4, Tobacco Cessation Treatment is listed under the header 
 “Additional Preventive Services.” Under section 3.4.5.1 (on page 58), the RFP states that the 
 vendor is encouraged to offer additional preventive or cost effective services to enrolled 
 participants if the services do not increase the cost to the state. Can you confirm if tobacco 
 cessation treatment will be a contract requirement or are you suggesting that the chosen vendor 
 offer tobacco cessation treatment as a value added service? 
 


Yes, the DHCFP is suggesting that the service if offered as a value added service. 
 
170. With regard to RFP Section 3.4.6.2, can the State please provide an Excel version of the FFS 
 formulary to include, at a minimum: 
 • Drug Name, Strength, Dosage Form, Size 


•  GCN/HICL/GTC 
•  NDC number 
•  Formulary status 
•  Applicable prior authorization, step therapy requirement, etc. 


 
No. The information can be found at links below. 
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The drug name includes all strengths, and dosage forms. Our PDL is not specific to 
individual dosages or strengths. 
 
An NDC look-up tool can be found at the following website: 
http://www.fda.gov/Drugs/InformationOnDrugs/ucm142438.htm  
 
Our vendor uses the drug file from Medispan and drugs are classified by GPI, not by 
GCN/HICL/GTC.  
The PDL with prior authorization, quantity limit information can be found at the following 
website: 
https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf  


 
171. RFP Section 3.5.6.3 states:  “For recipients who do not select a vendor, or who are not 
 automatically assigned to a vendor based on family or previous history, the DHCFP will, using 
 an auto-assignment algorithm, assign the recipient to a vendor, based upon federally required 
 enrollment criteria and the approved Medicaid State Plan.”  To assist with our staffing models 
 and cost projections, will the State please provide the number of anticipated vendors and more 
 detail on the auto-assignment algorithm? 
 


Refer to question 1 of this amendment. 
 
172. With regard to RFP Section 3.6.2 (F), please clarify what is meant by "in-person" Concierge 
 Services. 
 


Refer to question 57 of this amendment. 
 
173. RFP Section 3.7 requires MCOs to conduct secret shopper surveys to identify appointment 
 standards and access to Home Health services.  Since the RFP did not appear to include 
 appointment standards for Home Health, please confirm this requirement and the standard the 
 survey should measure against. 
 


Home health is expected to be initiated as quickly as indicated by medical necessity and 
physician’s orders.  


 
174. With regard to RFP Section 3.7.6.2, does the State have a definition of “Substantive”? This 
 seems a bit vague as we are required to file any amendment or change to base contract that 
 would fall under this category. 
 


The State requests vendors to exercise their best judgment.  
 
175. With regard to RFP Section 3.9.2.3, HEDIS is based on a calendar year while the contract is 
 based on a fiscal year.  If the program goes into effect in the 3rd year of the contract (2019-
 2020), which HEDIS year will be evaluated:  2019 or 2020? 
 


Refer to question 35 of this amendment. 
 
176. RFP Section 3.10.20.2 (G) states:  “Behavioral health case management must be available 24 
 hours a day, 7 days a week.”  Is this reference in relation to maintaining a 24/7 crisis phone line 
 for BH crisis issues?  Does the term "Case Management" imply traditional case management 
 for non-emergent or non-emergency services 24 hours a day, 7 days a week? 
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The DHCFP expects some extended Behavioral Health Case Management hours available 
outside of the normal 8:00am – 5:00pm hours. 


 
Emergency or crisis coverage is required twenty-four (24) hours per day, seven (7) days per 
week which can be through a call line. 


 
177. RFP Section 3.12.4.4 increases/doubles the timely filing period for both in-state network 
 providers and out-of-state providers. While we understand the need to ease the administrative 
 burden on providers and maintain provider satisfaction, will the DHCFP be making 
 adjustments to rate setting to account for the delay in getting vendor encounters? 
 


No. 
 
178. Can the State confirm that section 3.12.4.4 stating the vendor must allow non-network 
 providers to submit an initial claim for covered services within 365 days is for emergency 
 services (3.4.2.14) and prior approved and negotiated covered services provided under 3.4.2.9.? 
 


Yes.  
 
179. RFP Section 3.13.8.2 states:  “A State Fair Hearing decision will be made within ninety (90) 
 calendar days from the date the recipient for direct access to a State Fair Hearing.”  Please 
 confirm this statement as it appears to be missing some language.   
 


Refer to beginning of this amendment. 
 
180. With regard to RFP Section 3.13.8.2 (A) and (F), please confirm that State Fair Hearings are 
 only currently eligible for members and clarify whether this will be required for Providers in 
 the future. 
 


The contract requires the MCE to allow enrollees and providers, acting on behalf of the enrollee and 
with the enrollee's written consent, to file appeals. [42 CFR 438.402(b)(1)] 


 
181. With regard to RFP Section 3.15.2.5, can a pharmacist review and deny on medications? 
 


No, they can refer it back to the prescriber with a recommendation. 
 
182. RFP Section 3.16.12.3 states:  "EOBs, if used, must be sent for all services with the exception 
 of the services listed in section 3.14.13.5."  The section number appears to be incorrect since 
 there is no section 3.14.13.5 in the RFP.  Please provide the correct reference. 
 


Refer to Section 3.16.12.5 of RFP 3260. 
 


183. RFP Section 3.17.7 states:  "The vendor must report transactions between the vendor and 
 parties in interest that are provided to the State or other agencies available to recipients upon 
 reasonable request." Please clarify the content and audience of this report requirement. 
 


Title 1903(m)(4)(b) requires the MCO to make any reports of transactions between the MCO 
and parties in interest that are provided to the State or other agencies available to recipients 
upon reasonable request. 
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184. RFP Section 4.1.7 states:  “Disclosure of any significant prior or ongoing contract failures, 
 contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable 
 or held liable in a matter involving a contract with the State of Nevada or any other 
 governmental entity.  Any pending claim or litigation occurring within the past six (6) years 
 which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract 
 is awarded as a result of this RFP must also be disclosed.”  Please confirm that: 
 • “contract” refers to similar projects performed for private, state and/or large local  
  government clients; 


•  “..significant prior or ongoing contract failures” refers to major enforcement actions 
 such as those resulting in appointment of temporary management, enrollment 
 suspension and/or contract termination and does not include collection of liquidated 
 damages. 


 
The RFP does not limit the term “contract” as used in 4.1.7 to a particular type or scale of 
government contract.  
 
The RFP does not limit the term “significant … contract failures” to exclude those failures 
that result in liquidated damages.  
 


185. Please confirm that vendors that are part of, and will leverage the experience and best practices 
 of, national companies should include details on its affiliates' experience in providing similar 
 services requested in this RFP. 
 


Yes and in anonymous manner as directed. 
 
186. In RFP Section 4.3.1, vendors are required to “provide a minimum of three (3) business 
 references from similar projects performed for private, state and/or large local government 
 clients within the last three (3) years,” and the RFP defines the "Vendor" as the 
 "organization/individual submitting a proposal in response to this RFP.” Please clarify whether 
 or not the State will allow vendors to include references that do not directly contract with the 
 vendor but instead partner with the vendor’s affiliates in the same corporate family. For 
 example, the vendor proposing to manage the Nevada Medicaid contract may have an affiliate 
 health plan that manages a Medicaid contract in another state similar in scope. 
 


Yes, we will allow vendors to include references from other states. 
 
187. In line with RFP Section 9.1.14 which indicates the State’s “continuing efforts to reduce solid 
 waste” and urges the prospective vendor to be environmental and cost conscious when 
 developing its response, will the State allow vendors to include large attachments (e.g., 
 attachments containing 50 pages or more) electronically only with placeholder pages in the 
 hardcopies referring the evaluator to the Flash Drives? 
 


Yes. 
 
188. The Submission Checklist on Page 245 requires a Table of Contents for Part IB only. Does the 
 State also want to see a Table of Contents for Parts IA, IC, II, and III? 
 


If the vendor chooses to add a table of content page that is fine with the State.  
 
189. Referencing Attachment U, with regard to the standards that determine the percentage of bonus 
 amount awarded, by Vendor’s performance measure, will the DHCFP use hybrid rates, 
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 administrative rates, or final NCQA reported rates?  Three of the six measures outlined in 
 Attachment U refer to hybrids: Childhood Immunization Status, Comprehensive Diabetes 
 Care, and Frequency of Ongoing Prenatal Care. 
 


See information at links: 
 
http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-
17_QAPIS_Report_F1.pdf  
 
http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/FY2015_EQR_Technica
l_Report.pdf 


 
190. With regard to Attachment U, is the Pay-4-Performance program applied to combined 
 membership? 
 


The DHCFP does not know what you mean with the term combined membership but this will 
be reported for Medicaid. 
 


191. With regard to HEDIS Measures outlined in Attachment U, the National Quality Foundation 
 recommends the measure for Frequency of Prenatal Care no longer be endorsed based on lack 
 of evidence suggesting that the number of prenatal care visits effects the outcome and the 
 measure is difficult to report due to billing patterns.  Also, the DHCFP requirements state 
 providers may bill a global rate when the member has been seen 7 or more times.  Under these 
 guidelines, we will not be able to report the actual number of visits for all global claims for less 
 than 7 visits or if the provider did not deliver all of the pregnancy related care, including 
 delivery and post-partum care, because the codes are bundled (4-6 visits, 7-12 visits).  Will 
 prenatal codes be required to be broken out? 
 


The DHCFP will consult with the EQRO vendor and MCOs if substitute measure is 
appropriate. 


 
192. Is the Scope of Work awarded a point value in Phase II of the evaluation or is it used only in 
 Phase I and evaluated solely on a pass/fail basis? 
 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 
 
193. The RFP defines a Subcontractor as a “Third party, not directly employed by the contractor, 
 who will provide services identified in this RFP. This does not include third parties who 
 provide support or incidental services to the contractor.”  Throughout the Scope of Work, there 
 are also references to “major subcontractors” or “material subcontractors.”  Based on the 
 significant amount of background and experience information requested within Section 4.2 of 
 the RFP for "subcontractors" it appears that DCHFP is primarily focused on those 
 subcontractors that have a material role in the Offeror's operations, and not necessarily the full 
 scope of all entities that may be considered "subcontractors" under the current definition. 
 
 For the purposes of responding to Section 4.2 “Subcontractor Information,” please confirm that 
 DHCFP intends for Vendors to provide information related to proposed major or material 
 subcontractors.  Further, would DHCFP please provide additional information to define what 
 qualifies as a “major” or “material” subcontractor? We recommend a definition that 
 incorporates a materiality threshold (e.g. $5 million in annual subcontractor payments or 5% of 
 capitation payments) to ensure that DHCFP receives all necessary information to evaluate 
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 Vendor responses, while not receiving a voluminous amount of information on subcontractors 
 that are not extensively engaged in or critical to Vendor operations. 
 


Any subcontractor who provides a service within the parameters of this RFP such as 
Behavioral Health management company, claims payment, pharmacy vendor, utilization 
management, TPL vendors, etc. We do not need to see subcontractors such as janitorial or 
mail vendors. 
 
Subcontractor: An individual or entity that has a contract with an MCO, PIHP, PAHP, or 
PCCM entity that relates directly or indirectly to the performance of the MCO’s, PIHP’s, 
PAHP’s, or PCCM entity’s obligations under its contract with the State.  A network provider 
is not a subcontractor by virtue of the network provider agreement with the MCO, PIHP, or 
PAHP. 


 
194. RFP Section 3.4.2.5 states:  “The vendor shall coordinate prior authorizations and edit patterns 
 with those used in the fee-for-service program.”  Please define “edit patterns.” 
 


The goal of this requirement is to align as many processes as possible in coordinating prior 
authorizations for administrative simplification for providers, vendors, and the DHCFP. 
Clinical edits must be based on evidence-based clinical criteria and nationally recognized 
peer-reviewed information. If the information about a recipient’s medical condition meets 
the clinical edit criteria, the claim can be approved. 


 
195. RFP Requirement: Section 3.8 states “The vendor must participate financially in the HealtHIE 
 Nevada statewide health information exchange as of the effective date of the contract. At a 
 minimum, the participation level must be based upon all recipient lives covered under this 
 contract. Additionally the plan will fund the PMPM connections for its Medicaid and Nevada 
 Checkup recipients.”  Can the State clarify the financial participation requirement above?  Can 
 the State provide information on the cost to the vendor (MCO) to meet the financial 
 participation requirement, including the minimum per recipient participation and PMPM 
 connection pricing methodology and fee structures?  Can the state clarify the meaning of the 
 PMPM connections requirement?  Can the state clarify if this is per provider or per 
 recipient?  Does this refer to the provider’s monthly HealtHIE participation fees or does it refer 
 reimbursing providers for any one-time connection and/or ongoing maintenance fees charged to 
 a provider by the provider’s EHR vendor to connect to the HIE? 
 


Connection is per recipient per month.   
 
196. RFP Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada 
 statewide health information exchange as of the effective date of the contract. At a minimum, 
 the participation level must be based upon all recipient lives covered under this contract. 
 Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 
 recipients.” Does the State view it as a potential conflict of interest that the HealtHIE is a 
 private exchange owned and run by the parent organization of a competitor Medicaid health 
 plan? Does the financial participation requirement create a competitive inequity in the 
 administrative cost development given that ownership as other MCOs would incur an expense 
 and the owning plan would incur a potential income?   Would the State be willing to consider 
 alternative solutions to this private exchange? 
 


The HealtHIE is the only option available in Nevada at this time. 
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197. Please confirm that routine dental services are carved out and MCOs will not be required to 
 meet network adequacy for applicable provider types in Attachment M beyond those necessary 
 to provide covered dental and dental related emergencies. 
 


Correct.  Dental services are carved out.  
 
198. .Section 1.8.1.1: Please advise as to the scoring or other methodology used to determine if a 
 vendor passes or fails this phase of the submission. 
 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 
 
199. Sections 1.8.2 and 10.2: Please provide the scoring or other methodology used in Phase II in 
 the evaluation. 
 


Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process. 
 
200. Section 3.1.8:  What factors will the State consider in determining whether it is necessary to 
 adjust the capitation paid to the MCO? 
 


It is assumed that there will be an annual (CY) rate development cycle; mid-term adjustments 
are conducted in the case of benefit, policy and/or significant FFS rate schedule changes. 


 
201. Section 3.1.7: Please clarify if this means that the MCO will be required to have Network 
 providers in each of these catchment areas or if this means that the MCO must permit recipients 
 to obtain services from out of network providers in the catchment areas if there is no in-
 network provider in Nevada that is available in accordance with access and distance availability 
 requirements.  
 


The MCO must permit recipients to obtain services from out of network providers in the 
catchment areas. 


 
202. Section 3.1.3: Please confirm that new entrants who are not operational and therefore not 
 currently accredited by a nationally recognized organization are permitted to submit a bid in 
 connection with RFP 3260. 
 


Yes, vendor must work to meet acquiring accreditation at earliest possible time period. 
 
203. Section 3.1.3: Assuming new entrants who are not yet operational and therefore not currently 
 accredited by a nationally recognized organization are permitted to submit a bid in connection 
 with RFP 3260, please confirm that awarded vendors who are new entrants can apply for 
 interim accreditation after contract award and thereafter work toward full accreditation in 
 accordance with the appropriate nationally recognized accreditation organization timelines. 
 


Yes, refer to question 202 of this amendment. 
 
204. Section 3.1.7: Please provide the counties and cities of the catchment areas in California, 
 Arizona, Idaho and Utah. 
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https://www.medicaid.nv.gov/providers/enroll.aspx  


 
205. Section 3.4: With respect to the second paragraph noting the MCO can utilize different 
 authorization requirements than what is used by the State, as long as they are not more 
 restrictive, please confirm if all of the State’s authorization requirements can be found in the 
 State’s Medicaid Services Manual located in the following link provided in Sub-section 3.4.1 
 of the RFP, or if not, where such authorization requirements can be 
 found.    http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 


 
Yes. 


 
206. Section 3.4.2.5: Please confirm that with respect to the 4th paragraph of this subsection that the 
 requirement that “Any decision made by the vendor to deny a service authorization request or 
 to authorize a service in an amount, duration, or scope that is less than requested, must be made 
 by a health care professional who has appropriate clinical expertise in treating the recipient’s 
 condition or disease” means an appropriately licensed or certified health care professional in 
 the appropriate specialty and does not mean the health care professional must have treated the 
 exact condition or disease of the recipient, e.g. the chief medical director who is a family 
 practitioner or internist by background does not have to have performed surgery or treated all 
 types of cancer in order to make a determination about an authorization.   With respect to the 
 last paragraph of this subsection, please clarify what is meant when it says the vendor “shall 
 coordinate prior authorization and edit patterns” with those used in the fee-for-service program. 
 


Yes. Refer to question 194 of this amendment. 
 
207. Section 3.4.4.1.B:  Please confirm this requirement applies only if the vendor is at fault for it 
 taking more than 2 days to transfer a recipient and does not apply if any delay is due to the 
 hospital provider, e.g. lack of cooperation with the vendor. 
 


This is not based on fault. This describes payment for appropriate level of care.  
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208. Section 3.4.2.5: Please provide a list of services that require prior authorization. 
 


Refer to question 205 of this amendment. 
 
209. Section 3.5: Does the auto-assignment algorithm allow for a higher number of auto-assignment 
 to new entrants in order for them to gain adequate scale in a reasonable amount of time to be 
 viable as compared to current MCOs? 
 


Yes, refer to question 1of this amendment. 
 
210. Section 3.6.1.1.B:  Consistent with the State's goal of reducing solid waste as noted in the 
 submission requirements in Section 9.1.14, please confirm that the vendor may notify 
 recipients that the handbook is available electronically, and provide the link, or that a hard copy 
 is available upon request, and can do so both at the time of a recipient’s enrollment and with 
 respect to any updates.  
 


Refer to question 56 of this amendment. 
 
211. Section 3.6.2:  C. For grievance and appeals, may this function be fulfilled by the MCO's 
 Grievance and Appeals department as long as the Recipient Services Department has access to 
 the information?  
 


The intent of including grievance and appeals in the Recipient Services Department is so that 
the recipient has a single point of contact for a variety of common questions and problems. It 
would be appropriate for a Recipient Services Department to refer recipients to a work unit 
dedicated to those issues described in 3.6.2.3.C.  As long as medically necessary services are 
provided and meets requirements in the RFP the vendor may determine which staff 
completes the activity. 


 
212. Section 3.6.2.3: Please confirm that Concierge Services are not intended to be a separate 
 department but the Recipient Services Department may provide Concierge Services in order to 
 avoid transferring the member to multiple departments for assistance.  
 


Yes, the expectation is to provide recipients with the level of assistance necessary to meet 
needs and access services as opposed to just providing a list or directions to the web when 
additional assistance is requested or indicated. 


 
213. Sections 3.7.6.2 and 3.16.4.2 Please confirm that the requirement for the vendor to provide 
 DHCFP a copy of its base provider contract prior to execution does not apply to the extent 
 vendor needed to execute provider contracts in order to establish a provider network to obtain 
 its HMO certificate of authority from the NV Division of Insurance. 
 


This refers to the base contract template prior to execution, not all subsequent signed 
contracts. See question 174. 


 
214. Sections 3.7.8.1 (A) and (B):  Please confirm, or revise to specify, that the vendor may, to the 
 extent it deems it appropriate, provide a single provider manual for all providers, divided by 
 section as appropriate by provider type and that it is not required to provide separate and 
 distinct provider manuals by provider class, e.g. a provider manual for physicians, one for 
 hospitals, one for ancillary providers, etc.  
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Yes, refer to question 15 of this amendment. 
  
 Consistent with the State's goal of reducing solid waste as noted in the submission requirements 
 in Section 9.1.14, please also confirm that the vendor may notify providers that the provider 
 manual is available electronically, with hard copy available upon request, both upon provider 
 recruitment into the network and at the time of updating. 


 
The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) 
copy of the manual updates to each provider practice where several providers within the 
practice are participants in the network. One (1) hard copy and one (1) electronic copy of the 
Provider Manual shall be provided to the DHCFP. 


 
215. Section 3.10.7.10: Please advise how “statistically significant decline” is defined. Please also 
 revise to specify a quality penalty fee will not be assessed in the event of a decline in the 
 measure if the vendor’s score still remains above the state’s quality measure mean or goal as 
 appropriate. 
 


To determine if a change in PIP indicators or performance measures was “statistically 
significant,” we expect a p-value to be <=0.5. Statistical significance calculated with Chi-
Squared test for probability where p<=0.05.  The State intends to assess a penalty when a 
statistically significant decline occurs. 


 
216. Sections 3.12.2.1 and 3.12.2.2:  Please advise if the requirement for a minimum $15,000,000 
 performance statutory deposit with 10 business days following award of contract is based on a 
 statutory, regulatory or other state requirement, and if this provision can be revised to allow for 
 deposits of a lesser amount for new entrants who will have no members at the time of contract 
 award; consider tiered deposit amounts based on the number of members up to a specified 
 number at which point the specified minimum deposit as set forth in this subsection would 
 apply. 
 


No. 
 


217. Section 3.12.4.12: Please qualify the type of changes referred to by revising to state the “vendor 
 shall provide the DHCFP with information prior to implementation of any material changes to 
 the software system….” so that if minor changes are made or version updates to a system are 
 made that do not materially impact the claims processing function, then the vendor is not 
 required to submit information. 
 


Yes. 
 
218. Section 3.14.4.1: Please provide an explanation of how each category of service is defined.  
 


This is defined by Centers for Medicare and Medicaid Services (CMS). 
 
219. Section 3.15.12: Please confirm that only the Chief Medical Director/Chief Medical Officer of 
 the vendor is required to be licensed to practice in the State of Nevada and that assistant or 
 associate medical directors of the vendor, or medical directors hired by a subcontractor that 
 provides medical management or quality assurance services to or for the vendor are not 
 required to be licensed in NV but must hold a valid license in a state. 
 


Yes. 
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220. Section 3.16.3.6: Please confirm if the (T) at the end of this subsection should be deleted due to 
 a typo or if there is a sentence missing. 
 


Yes. 
 
221. Section 3.17.1: Please confirm what is meant by "receipt of encounter date". Does that mean 
 claim receipt date, claim adjudicate date, claim paid date, or encounter data extract date? 
 


Refer to question 72 of this amendment. 
 
222. Section 3.18.2.7: Will DHCFP provide this file?  What format/layout will file be in? 
 


Yes.  ANSIx12 EDI standard. 
 
223. Sections 4.1.7 and 10.4: Please confirm that the look back period for disclosures of the types of 
 prior incidents listed in these sections is six (6) years, consistent with the six (6) year look back 
 period for pending claims or litigation that may adversely affect the vendor's ability to perform 
 or fulfill its obligations.  
 


Yes. 
 
224. Sections 4.1.7 and 10.4: Please consider removing the qualifying (subjective) language “that 
 may adversely affect the vendor’s ability to perform or fulfill its obligations”.  
 


The State declines removal of language.  
 
225. Sections 4.1.7 and 10.4: Please identify if the scoring values are the same for companies who 
 have different outcomes in the disclosure. For example, if a vendor has no activities to disclose 
 but another vendor has a history of pending claims, litigation or fraudulent activities, the two 
 companies should not receive the same value in scoring. 
 


The State does not disclose weight measures.   
 
226. Sections 4.1.7 and 10.4: Please confirm that the information requested in these sections is 
 limited to matters brought by the State of Nevada or other governmental agency against the 
 vendor in connection with managed care contracts for health services and that it does not does 
 not include matters or allegations brought by providers, subcontractors, suppliers, or any entity 
 other than the State of Nevada or other governmental agency. 


 
Any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity. 


 
227. Sections 4.1.7 and 10.4: Pease confirm that the terms "significant..contract failures [and] 
 contract breaches" are limited to those situations which invoke contract termination provisions 
 such as those in Attachment D, Contract Form, Section 10(D), Cause Termination for Default 
 or Breach and do not include: (1) breach of contract litigation brought by a member, provider, 
 subcontractor, supplier or any entity other than the State of Nevada or other governmental 
 agency in connection with a managed care contract for health services; or (2)  regulatory 
 actions such as fines, sanctions, liquidated damages, warning letters, CAPs, etc.  If this is not 
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 what the State intended by the terms ""significant..contract failures [and] contract breaches," 
 please define these terms. 
 


The State is unable to provide specifics without appropriate context. 
 
228. Sections 4.1.7 and 10.4: Both of these sections request very similar disclosures using slightly 
 different language that, depending on the vendors' interpretation of the language in each 
 section, may result in each request having a slightly different scope such that separate but 
 largely overlapping and duplicative disclosures may be required for each section.  Please 
 confirm that the scope of information sought in Sections 4.1.7 and 10.4 are not intended to 
 differ.  If the requests in these two sections were intended to be identical, would the State be 
 amenable to choosing one consistent version of the request for use in both Sections 4.1.7 and 
 10.4? 
 


The State requests complete and full discloser of any alleged significant prior or ongoing 
contract failures, contract breaches, any civil or criminal litigation or investigations pending 
which involves the vendor or in which the vendor has been judged guilty or liable. 


 
229. Section 4.4: Please confirm that to the extent positions are not yet filled, especially due for a 
 new entrant to NV managed Medicaid, that the vendor can advise that the position is to be 
 filled and then provide a resume once any key individual is hired, and the key positions must be 
 filled and resumes provided by the contract start date. 
 


Key positions must be filled during readiness review and implementation. Refer to 3.15.3 and 
3.15.6 of the RFP. 


 
230. Sections 5.1 and 5.2: Is the vendor required to submit a single fixed price for the entire contract 
 that will be applied uniformly across all program rates?  Or can a vendor submit pricing that 
 varies by age, gender, region, program, etc.? 
 


In order to facilitate submission comparisons, a fixed-price and a composite PMPM is 
necessary; Respondents are free to provide additional granular detail. 


 
231. Section 5 implies that the bid must be a fixed per-recipient per month amount while Section 6.1 
 implies that the bid must be a percent of the medical expenses.  What is the bid requirement 
 and how will it be implemented in setting the Managed Care Blended Capitated Rate? 
 


See question 130 of this amendment, it addresses the composite rate and gross (not-to-
exceed) bid; 6.1 refers only to the Administrative load portion of the bid and is expressed as a 
percentage. 


 
232. Section 6.0: Will a data book and medical expense development document be provided that 
 supports the projected medical expenses in Attachment Q, and if so, will it be provided in 
 advance of the next Q&A period to allow for questions and review of such data to assist 
 vendors in developing their cost proposal? If it is not provided in advance of the proposal 
 submission date, will vendors have the opportunity to address new information and ask 
 questions at a later date?  
 


Refer to question 2 of this amendment. 
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233. Section 6.0: What is the anticipated nature of the quarterly changes to the rates?  Will the 
 vendor have an opportunity to review the changes to the capitation rates before they are 
 implemented? 
 


The vendor will have the opportunity to review changes. MCO rates are not updated 
quarterly. FFS reimbursement rates are typically based on a fixed year therefore the majority 
of rate changes occur for newly added codes or are the result of a program/policy change. 
The only rates that change on a quarterly basis are for Skilled Nursing Facilities in the 
DHCFP FFS program rate schedule.  


 
234. Section 6.0: What is the typical rate renewal process?  Does it include meetings with all 
 vendors with an opportunity for vendors to ask questions regarding the rate development? 
 


The DHCFP and their actuary develop draft capitated rates to be reviewed internally and 
then presented to the Vendors for review prior to the effective date. 


 
235. Section 6.0: How does the contract renewal period rate development differ from the quarterly 
 changes to the rates? 
 


There are not quarterly changes to capitation rates.  
 
236. Section 6.0: We could not find a provision regarding the acceptance of proposed rate 
 changes.  Are any capitation rate changes subject to mutual agreement or are they deemed final 
 after a set number of days post-delivery to the Vendor for their review and acceptance?  Is there 
 a formal contract amendment sign-off process? 
 


The DHCFP gives the vendor the opportunity to provide input in to data concerns or 
assumptions but the State has sole discretion in final rate setting based on budget authority 
and CMS approval. 


 
237. Section 9.2.3.1: Please confirm that the Title Page will be removed prior to evaluation of the 
 Scope of Work in order to maintain the vendor's anonymity. 
 


Yes. 
 
238. Section 9.2.3.2: To clarify, if the Scope of Work includes a question, the vendor will respond to 
 the question. If the Scope of Work does not include a question, the vendor will acknowledge its 
 understanding of the requirements and if applicable, will indicate its ability to comply. 
 


The scope of work needs sufficient detail in response for the State to determine and evaluate 
the vendor's ability to comply or exceed expectations. 


 
239. Section 9.4.1: Please confirm if the reference to Part IB should be Part IC, which refers to the 
 confidential technical proposal. 
 


Yes. 
 
240. Attachment D: Is Attachment BB Insurance Schedule mentioned in Attachment D intended to 
 refer to Attachment E Insurance Schedule for RFP 3260? 
 


Yes. 
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241. Attachment D, page 7: Consistent with the reference to paragraph 16 of the Insurance Schedule, 
 item 1) "Contractor has provided the required evidence of insurance to the Contracting Agency 
 of the State, and", please consider revising item 2 of the same section to also refer to "evidence 
 of insurance" rather than insurance policies. Insurance policies are considered confidential. 
 Consistent with the change, please also consider revising other references to insurance policies 
 to "evidence of insurance". 
 


Vendors may use Attachment B within RFP 3260. 
 
242. Attachment D: An endorsement is not always required to add Additional Insureds such as when 
 the vendor's coverage provides automatic Additional Insured status if and when required by 
 written contract. To allow for various methods of adding Additional Insureds, please consider 
 revising as follows:  "The State of Nevada, its officers, employees and immune contractors as 
 defined in NRS 41.0307 shall be recognized as additional insureds on the vendor's General 
 Liability Insurance policy for all liability arising from the Contract." 


 
These documents must be provided by the awarded vendor prior to contract start. 


 
243. Attachment D: Consistent with the changes requested to paragraph 16 of this document and due 
 to the confidential nature of insurance policies, please consider revising C. Evidence of 
 Insurance, 4. Review and Approval to read as follows: "Review and Approval: Evidence of 
 insurance must be submitted for review and approval by the State prior to the commencement 
 of work by Contractor.  Neither approval by the State nor failure to disapprove the insurance 
 furnished by Contractor shall relieve Contractor of Contractor’s full responsibility to provide 
 the insurance required by this Contract.  Compliance with the insurance requirements of this 
 Contract shall not limit the liability of Contractor or its subcontractors, employees or agents to 
 the State or others, and shall be in additional to and not in lieu of any other remedy available to 
 the State under this Contract or otherwise.  The State reserves the right to request and review a 
 copy of any evidence of insurance to assure compliance with these requirements." 
 


Refer to question 241 of this amendment.  
 
244. Attachment E: Consistent with the changes requested to   Attachment D (paragraph 16 and 
 section C. Evidence of Insurance, 4. Review and Approval) and due to the confidential nature 
 of insurance policies, please consider revising as follows: "All certificates required by this 
 Contract shall be sent directly to Division of Health Care Financing and Policy, Attn: Tammy 
 Ritter, 1100 East William Street, Suite 101, Carson City, NV 89701.  The State project/contract 
 number and project description shall be noted on the certificate of insurance.  The State 
 reserves the right to require evidence of insurance required by this Contract at any time.  DO 
 NOT SEND CERTIFICATES OF INSURANCE TO THE STATES RISK MANAGEMENT 
 DIVISION." 
 


Vendors may use Attachment B within RFP 3260. 
 
245. Section 9.2.3.2  The RFP states, “A vendor shall not include or refer to its name, address or 
 other information that would indicate to an evaluator which company is proposing” and “A 
 vendor shall not include or refer to its name, address or other information that would indicate to 
 an evaluator which company is proposing.” Can the State provide more specifics as to what this 
 information or indicators might be? Further, in order to best organize our response for the State, 
 we use a stylized template. Although this does not provide a company name or any identifying 
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 information, the use of color/style, branding, and graphics could potentially be compared to the 
 non-anonymous portions of our submission, leading to the identification of our company. Can 
 the State provide more information regarding color, style, or graphics vendors should use in the 
 Scope of Work sealed submission? 
 


The State requests vendors to exercise their best judgment.  
 
246. Section 10.1.1  The RFP states that the Phase I Submission is an anonymous pass/fail 
 submission evaluation and that the Purchasing Division or other suitable individual will 
 perform the evaluation of the pass/fail portions of this solicitation. Can the State provide more 
 information regarding this phase of the evaluation? Specifically, what do vendors need to 
 achieve/accomplish in order to pass this phase? With the mandate that vendors not provide 
 “other information that would indicate to an evaluator which company is proposing,” can the 
 State clarify how much information vendors are to include within their Scope of Work response 
 to achieve a passing score while, at the same time, not providing distinguishing information? 
 


The State does not disclose this information.   
 
247. Amendment 1 The RFP language has been changed to read, “A Certificate of Authority must 
 be provided upon contract award.” Can the State clarify if “contract award” is the “Selection of 
 vendor” date included on Page 226 of the RFP, which is “on or about 9/22/16?”  If the Vendor 
 has Substantial Progress towards a COA will they be permitted to continue in the process after 
 9/22/16? 
 


Selection of vendor is on or about 9/22/16.  After the selection, there may be negotiations.  
Once this process is completed, the contract will be awarded.  The process should be 
completed and on the Board of Examiners agenda by 11/01/16 for approval at the 12/13/16 
meeting.  


 
248. Section 1.2.2  The RFP states: “The contracts resulting from this RFP shall be effective from 
 July 1, 2017, to June 30, 2021 with the possibility of two (1) year extensions if in the best 
 interest of the State. The mandatory geographic service areas included in the contracts will be 
 urban Clark and Washoe Counties.” Can the State clarify how many contracts will be awarded 
 for each service area? 
 


The State declines to answer. 
 
249. Section 3.4.6.2 Whether vendors choose to use the FFS formulary or one of their own, are 
 vendors permitted to negotiate and collect supplemental drug rebates from pharmaceutical 
 manufacturers? 


No.   
 
250. Section 3.4.6.2  The RFP states, “Vendors who utilize the FFS formulary will receive a higher 
 point value in the RFP evaluation.” Can clarification be provided as to how many additional 
 points will be provided to vendors that choose to utilize the FFS formulary? Further, as this is a 
 pass/fail evaluation, can the State provide detail on how points are awarded to vendors? 
 


The State does not disclose weight measures. 
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251. Section 9.1.13  The RFP states, “Written responses must be in bold/italics.” Does the State 
 have  a preferred font and/or size? Are exhibits, highlight boxes, and tables excluded from the 
 “bold/italics” requirement? Can Arial Regular/Narrow be used for exhibits and tables? 
 


The State requests vendors to exercise their best judgment.  
 
252. Section 9.1.14  Due to the complex nature of certain workflow/process flow diagrams, may 
 vendors use a larger paper size (e.g., 11x17) for those exhibits? 
 


Refer to question 251 of this amendment. 
 
253. Section 4.1.14  Can vendors submit the Financial Information in electronic format? Can this 
 information be included within the Public Records Flash Drive? 
 


No, refer to Section 9.6 of the RFP. 
 
254. Sections 9.2-9.6, 9.8  Vendors are being asked to provide a total of 35 binders. In an effort to 
 comply with the State’s request for vendors to not provide “unnecessarily elaborate responses 
 beyond what is sufficient to present a complete and effective response,” would the State 
 consider one original copy for each sealed package and an electronic copy? 


No. 
 
255. Section 3.12.2  Nevada appears to follow the National Association of Insurance Commissioners 
 (NAIC) guidelines. Would the State clarify if the $15,000,000 Performance Security Deposit 
 and subsequent adjustments can be included as part of the NAIC statutory capital requirements, 
 or if the $15,000,000 Performance Security Deposit is in addition to statutory capital 
 requirement following NAIC guidelines? 
 


This question should be directed to the Division of Insurance as they are the regulatory body 
for insurance companies which operate within the State.   


 
256. Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 
 vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 
 health plan (QHP) on the Individual Exchange of the State designated Health Insurance 
 Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 
 have a product available on the HIX will receive a higher point value in the RFP evaluation.” 
 As the Scope of Work is an anonymous pass/fail submission, can the State please clarify the 
 “higher point evaluation” aspect of the RFP evaluation? Further, the RFP does not appear to 
 provide any information regarding how Phase I Scope of Work submissions will be evaluated 
 other than vendors will either pass or fail this part of the evaluation; yet this requirement 
 appears to indicate there is a scoring methodology being applied. Can the State provide detailed 
 information on the overall Scope of Work scoring methodology as well as score weighting for 
 this specific QHP requirement? 
 


The State does not disclose weight measures. 
 
257. Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 
 vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 
 health plan (QHP) on the Individual Exchange of the State designated Health Insurance 
 Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 
 have a product available on the HIX will receive a higher point value in the RFP evaluation.” 
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 What is the state’s timeline expectation for Silver QHP implementation, including network 
 development? If an MCO commits to providing a Silver QHP, but cannot commit to a 2017 
 QHP go-live, will the MCO be scored lower? Can the State provide additional information to 
 score weighting for vendor submissions that may not include a Silver QHP commitment as 
 opposed to those that do? 
 


The bid requires the statement of willingness to comply as outlined in 3.2.3. The expectation 
is the requirement be initiated as soon as possible after Board of Examiners approval, but no 
later than 2018. 
 
The State does not disclose weight measures. 


 
258. Section 4.1.2  RFP Section 4.2.1.4 that states, “Provide the same information for any proposed 
 subcontractors as requested in Section 4.1, Vendor Information,” can the State clarify if 
 “Vendor Information” means all information included in 4.1 and its subsections, specifically, 
 4.1.12.7 (“provide copies of any current licenses or certifications, including your license to 
 operate as an HMO in Nevada”) and the information requested in 4.1.14.3 (“The last two years 
 and current year interim: A. Profit and Loss Statement and B. Balance Statement”)?  If vendors 
 are required to supply financial information for all subcontractors, can this information be 
 provided electronically? If not registered in Nevada, are subcontractors required to register as 
 foreign corporations before contract execution? 
 


The State does not require financials from subcontractors; however, it is the awarded 
vendor’s responsibility to ensure subcontractor meets all requirements outlined in the RFP.    


 
259. Section 11.1  The RFP states, “The information in this section does not need to be returned 
 with the vendor’s proposal.” However, Section 11.1.6 states, “Proposals must include any and 
 all proposed terms and conditions, including, without limitation, written warranties, 
 maintenance/service agreements, license agreements and lease purchase agreements. The 
 omission of these documents renders a proposal non-responsive.” Can the State clarify what 
 information, if any, included in RFP Section 11 needs to be included in proposal submissions? 
 


Refer to question 251 of this amendment. 
 
260. Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 
 conditions, including, without limitation, written warranties, maintenance/service agreements, 
 license agreements and lease purchase agreements. The omission of these documents renders a 
 proposal non-responsive.” If vendors are to include this information within proposal 
 submissions (see contradictory language in RFP Section 11.1), can the State clarify where the 
 information is to be included? 


 
Refer to question 251 of this amendment. 


 
261. Section 11.1.10  The RFP states, “A description of how any and all services and/or equipment 
 will be used to meet the requirements of this RFP shall be given, in detail, along with any 
 additional informational documents that are appropriately marked.” If vendors are to include 
 this information within their proposal submissions (see contradictory language in RFP Section 
 11.1), can the State clarify where the information is to be included? 
 


This section is to provide basic guidelines to ensure vendors submit a responsive proposal.  
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262. Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 
 conditions, including, without limitation, written warranties, maintenance/service agreements, 
 license agreements and lease purchase agreements. The omission of these documents renders a 
 proposal non-responsive.”  Can the State provide more information regarding what information 
 needs to be provided with vendor proposal submissions if vendors are to include this 
 information within their proposal submissions (see contradictory language in RFP Section 
 11.1)? Does this relate to any agreements with any proposed subcontractor for any/all proposed 
 services? Does this refer to providers within proposed networks? 
 


Refer to question 261 of this Amendment. 
 
263. Section 11.1.12  The RFP states, “Proposals which appear unrealistic in the terms of technical 
 commitments, lack of technical competence, or are indicative of failure to comprehend the 
 complexity and risk of this contract, may be rejected.” Can the State provide more guidance on 
 how vendors should provide detailed information regarding technical competence in the Scope 
 of Work while not violating the mandate to not present company information that “would 
 indicate to an evaluator which company is proposing?” 
 


Refer to question 261 of this Amendment. 
 
264. Section 3.4.2.15-A   The RFP states, “The CCP must identify the goals and objectives of the 
 vendor’s cultural competency program and encompass the goals and objectives described in the 
 DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS).“ Can the State 
 confirm the date and/or version of the DHCFP QAPIS for encompassing and aligning goals and 
 objectives. Is it the 2014-2015 version located here: 
 http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-
 2015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(
 QAPIS).pdf 
 


The correct link is below.  
 
http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-
17_QAPIS_Report_F1.pdf  


 
265. Section 3.5.7.10-R  The RFP states: “Receiving Long Term Services and Supports, such as but 
 not limited to, Personal Care Services and/or Home Health. When a recipient changes vendors 
 or reverts to FFS while hospitalized, the transferring vendor shall notify the receiving vendor, 
 the receiving provider, or [emphasis added] the DHCFP Quality Improvement Organization 
 (QIO) like vendor as appropriate.” 1. Can the State clarify which parties shall be notified and 
 what constitutes “as appropriate” (e.g. Should all providers and vendors rather than “or” be 
 notified, or only those involved in direct recipient care as outlined in discharge planning or 
 service coordination plan)?  2. Can the State indicate if there is a time frame for this 
 requirement--within what timeframe from change to FFS and notification? 
 


Notifications should be made to all involved parties providing, or who will be providing, 
direct recipient care.  If the member reverts to FFS, the QIO-like vendor should be notified.  
The notification process should be made as soon as the change is known.  Any transition 
between FFS, MCO vendors or the HIX should be coordinated to ensure medically necessary 
services are received timely and without interruption. The vendor must have policies and 
procedures to ensure a recipient's smooth transition from FFS/other vendors. Unless 
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otherwise identified in this RFP, changes to the care plan should be based on an updated 
assessment, recipient needs and medical necessity standards. 


 
266. Section 3.4.2.5  The RFP states, “DHCFP, at its sole discretion, may require removal of the 
 prior authorization requirement based on reported approval percentage rates.” How does the 
 State determine the threshold for removing the requirement? 


 
The DHCFP will work with MCOs for continuity, access and to decrease administrative 
burden.  This may be accomplished through data analysis, national standards, quality 
initiatives or historical trends. 


 
267. Section 3.6.1.1-20  The RFP states, “To the extent available, quality and performance 
 indicators, including recipient satisfaction.” 1. Can the State clarify “to the extent available” 
 and the depth of information requested: Should proposer include particular indicators in the 
 Member Handbook itself—and with results--or pointers to indicators and/or results on public 
 websites? 2. Is this request for state-specific indicators or national? 


 
This is intended to be a general summary of state specific quality and performance 
indicators. There can be a reference to other documents or web for information on 
3.6.1.1.B.20. 


 
268. Section 9.2.3.1  Considering the requirement that Vendors should submit their response to 
 Scope of Work anonymously, should vendors leave the “Vendor Name” and “Address” fields 
 blank on the title page to the Scope of Work response? 
 


Yes. 
 
269. Sections 9.1.1 and 9.1.6  The RFP states, “Vendors’ proposals must be packaged and submitted 
 in counterparts; therefore, vendors must pay close attention to the submission requirements.” 
 RFP Section 9.1.6 states, “Vendors may submit their proposal broken out into the four (4) 
 sections required, or five (5) sections if confidential technical information is included, in a 
 single box or package for shipping purposes.” Please confirm it is permissible for Vendors to 
 include the entire response in a single package, including the scope of work response, 
 considering the scope of work response is an anonymous submission. 
 


Yes. 
 
270. Section 9.2.3.2  The RFP states: “Vendor shall not include a company name or any information 
 that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 
 Vendors must submit their response to the Scope of Work anonymously. A vendor shall not 
 include or refer to its name, address or other information that would indicate to an evaluator 
 which company is proposing.” Considering Scope of Work responses will not have any 
 information that identifies its organization, does the State have a mechanism in place that will 
 allow it to keep track of which anonymous Scope of Work response is submitted by each 
 vendor so it can identify which vendors have passed that evaluation portion? 


Yes. 
 
271. Section 10.2  The RFP states “Proposals shall be consistently evaluated and scored in 
 accordance with NRS 333.335(3) based upon the following criteria: 10.2.4 Expertise and 
 availability of key personnel.” Furthermore, section 3.15.3.3 of the RFP (p. 174-174) states 
 “With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
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 assigned to any other responsibility and must be housed in the vendor’s Nevada administrative 
 offices, key personnel may be responsible for more than one area.” This section also lists the 
 following eight named “key positions” for which Section 4.4 (p. 217) requires resumes: 
 Administrator, Chief Financial Officer, Medical Director, Recipient Services Manager, 
 Provider Services Manager, Grievance and Appeals Coordinator, Claims Administrator, and 
 Nevada Operations Manager. Please clarify State’s definition of “availability” and how 
 “availability of key personnel” is evaluated, measured, and scored when the RFP specifies the 
 Nevada Medicaid/CHIP Operations Manager as the only position that must be located in 
 Nevada without any other assigned responsibility. 
 


Key personnel must be available to meet all aspects of the RFP. 
The scoring information is not disclosed during this process.  


 
272. Attachment G and Section 4.4  The RFP states, “A resume must be completed for each 
 proposed key personnel responsible for performance under any contract resulting from this RFP 
 per Attachment G, Proposed Staff Resume.” RFP Section 9.3.3.7 states, “Vendors must include 
 all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this section.” And 
 Attachment G states, “A resume must be completed for all proposed prime contractor staff and 
 proposed subcontractor staff using the State format.” Is it required to provide Attachment G for 
 each key personnel for the contractor and subcontractor or is it for all proposed staff? 
 


A Resume for key personnel of the contractor and the subcontractor. 
 


273. Section 3.14.5.5  The RFP refers to a Vendor’s “Chief Executive Officer” please confirm if this 
 position is equivalent to the “Administrator” role, specified in RFP Section 3.15.3.3, or if the 
 “Chief Executive Officer” is an additional required position. 
 


Yes.  The State confirms that the Administrator is equivalent to the Chief Executive Officer. 
 
274. Section 3.6.3.2  The RFP states: “The vendor must offer every enrolled recipient a PCP or 
 Primary Care Site located within a reasonable distance from the enrolled recipient’s place of 
 residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from 
 the enrolled recipient’s place of residence per NAC 695C.160 without the written request of the 
 recipient.” This could raise concerns in remote rural areas in a state that covers more than 
 110,500 square miles. Would this rule apply if geographic areas are expanded beyond the 
 mandatory areas noted in RFP Section 1.2.2? If so, would exceptions be granted for remote 
 locations where there simply are no appropriate providers? 
 


If additional geographic areas are included during this contract period, there will be 
appropriate adjustments made to access standards. Rules stated in this RFP are for urban 
Washoe and Clark Counties. 


 
275. Attachment Q  Will an actuarial report detailing the development of the 2016 managed care 
 rates be available prior to the submission of the RFP? 
 


Refer to question 2 of this amendment. 
 
276. Section 5  Will a data book of historical medical costs be provided to assist in the bidders’ cost 
 proposal? 
 


Refer to question 2 of this amendment. 
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277. Section 6 Will the Administrative Rate be re-negotiated after the first year of the contract or as 
 there are changes to covered services or eligibility requirements? 
 


No 
 
278. Section 3.15  Are there any specific staffing ratios required by the vendor that should be 
 considered in the Administrative Rate? 
 


Except as specifically indicated in this RFP there are no staffing ratio requirements. There 
must be sufficient staffing levels of appropriately qualified staff to meet the requirements of 
this RFP. 
 


279. Section 3.4.3.2  HIS / Tribal Clinics are listed as Essential Community Providers that must be 
 contracted but are later listed as an “excluded population” in 3.4.4.2 and MCO is not required 
 to pay for services received at a Tribal Clinic. Must we contract with Tribal Clinics if an 
 excluded population? 
 


No contract is required but IHS/Tribal clinics must be identified as essential community 
providers and enrolled in network. 
 


280. Section 3.4.4.2  Do FQHCs maintain contracts with schools to provide School Based Child 
 Health Services under this contract? Are MCOs required to contract with both FHQCs and 
 School Based Child Health Services provider? 
 


Refer to beginning of this amendment. 
 
281. Section 3.16.6.1  Please clarify if documents used in the recruitment and network development 
 contracting phase, including mass mailings, require DHCFP prior approval? 


 
Refer to beginning of this amendment. 


 
282. Section 1.5.7   Can an employee from an awarded MCO sit on the DHCFP Medical Care 
 Advisory Committee? 
 


NRS 422.153 governs the composition of the Medical Care Advisory Committee. The 
Director of the Department of Health and Human Services appoints each member.   
  
 Given the function of the committee, the DHCFP interprets that it would be a conflict of 
interest for an employee from an MCO to sit on this committee. 


 
283. Section 1.7  Will the State make available historical MMIS data (e.g., providers utilization, 
 encounters, payments) to awarded vendors? 
 


Refer to question 2 of this amendment. 
 
284.  Section 3.7.4  Please clarify when MCOs need DHCFP approval of subcontracts - prior to 
 contract award or prior to go-live? 
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All Subcontracts, excluding network provider contracts but including delegation agreements, 
must be in writing and must be prior approved by the DHCFP. Refer to ATTACHMENT S – 
LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS 


 
285. Section 1.5.2  Can you confirm that non-emergency transportation is carved out of this contract 
 and procured separately by DHCFP? 
 


Yes.  The State confirms non-emergency transportation is carved out of the RFP. 
 
286. Section 3.2  The RFP states “Vendors who have or will have a product available on the HIX 
 will receive a higher point value in the RFP evaluation.”  Can the State provide more 
 information as to what the difference in point value, if any, would be between vendors who 
 intend to have a product available on the HIX and those who already have such a product? 
 


The State does not disclose weighted measures. 
 
287. Section 3.4  The RFP states, “The vendor shall not issue any insurance certificate or evidence 
 of insurance to any Medicaid or Nevada Check Up recipient. Any insurance duty shall be 
 construed to flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up 
 enrolled recipient.” The COA application requires a copy of the form of evidence of coverage 
 to be issues to the enrollees.  Can the State provide clarification as to whether the form of 
 evidence of coverage is issued by the vendor or by DHCFP? 
 


All Medicaid recipients receive a Medicaid card through DHCFP's QIO-like vendor. 
Eligibility should be verified through the Eligibility Verification System (EVS) at minimum 
monthly and/or prior to provision of services. 
 


288. Sections 3.7, 3.7.2.11, and 3.15.6.1  The RFP requires vendors to “establish and manage 
 appropriate provider networks and maintain existing written provider agreements…” The RFP 
 further states “the vendor must provide to the DHCFP supporting documentation…which 
 demonstrates it has the capacity to serve the expected enrollment in its service area in 
 accordance with the DHCFP’s standards for access to the care at the time it enters into the 
 contract with the State…” The RFP states, “Beginning no later than 60 days prior to the service 
 start date, the vendor shall implement procedures necessary to obtain executed subcontracts and 
 Medicaid provider agreements with a sufficient number of providers to ensure satisfactory 
 coverage of initial enrollments.” Can the State clarify the deadline when contracted provider 
 networks must be established? When the provider agreements need to be in place? 
 


By contract start date the vendor must have sufficient network to manage all recipient needs 
per contract ratios, access standards and all components of this RFP. 


 
289. Section 3.4.3.2 Please provide a definition of “Community Paramedicine” as an Essential 
 Community Provider. 
 


This is a new service. Prior to this program going live there will be an update to the MSM. 
 
290. Section 3.4.2.7 E. The geographic location of providers and enrolled recipients, considering 
 distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 
 by recipients, and whether the location provides physical access for recipients with disabilities. 
 Primary Care Provider (PCP) or Primary Care Site may not be more than 25 miles from the 
 enrolled place of residence without the written request of the recipient. RFP page 92 states that 
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 PCPs may not be more than 25 miles from the enrolled recipients place of residence.  The 
 7/7/16 memo regarding “Network Requirements for COA and RFP” shows a standard of 15 
 minutes or 10 miles for PCP access in a Metro area in the table.  Which standard are we 
 following, the 25-mile or 15-minute/10 mile standard? The State’s 7/7/16 memo regarding 
 “Network Requirements for COA and RFP” includes county populations but does not include 
 potential Medicaid population. Can the State provide projected Medicaid populations to be 
 covered? This information would help us to develop network based on density ratios. 
 


Unless there are substantial benefit and/or program changes (ie expansion of managed care 
to MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend 
and therefore no significant impact upon these metrics outside of routine program churn 
and population transience. 
 
The DHCFP has contract access standards that must be met. If additional standards are 
needed to meet COA requirements, then those would also need to be met. 


 
291. Section 2: The term care-coordinator is included in the definitions on page 13 but is not used 
 anywhere else in the RFP. Should this definition instead be for case manager, the term used 
 throughout the RFP? 
 


Yes, in the RFP those terms are interchangeable as long as service specification and 
qualifications are met. 


 
292. Section 3.1.7: Please provide more specific information about the catchment areas outside of 
 the State of Nevada. Will the vendor be required to establish contracts in these areas if 
 sufficient access can be provided with Nevada-based providers?  
 


The vendor would either need to establish a contract, cover services out of network, and/or 
ensure timely access with a contracted provider. Also refer to 3.4.2.9. See question 204 of this 
amendment. 


 
293. Section 3.2: What is the expected point differential between vendors who provide or propose to 
 provide plans on the State-Designated Health Insurance Exchange and those that do not? 
 


The State does not disclose weight measures.   
 
294. Section 3.4.4.4: Is it acceptable to provide Tobacco screening as part of an SBIRT intervention, 
 and is the SBIRT modality included in the proposed capitation rates? 
 


Tobacco screening is not a part of SBIRT intervention. 
 
295. Section 3.4.6: Are vendors permitted to include mail-order pharmacies in their networks? 
 


Yes, but the recipient may not be billed for the shipping fee.  
 
296. Attachment Q: Will DHCFP please provide the capitation rate development report completed 
 by the actuary in order for bidders to understand the methodology used to develop the rate 
 cells?  
 


Refer to question 2 of this amendment. 
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E. COPIES OF ANY VENDOR LICENSING AGREEMENTS AND/OR 
 HARDWARE AND SOFTWARE MAINTENANCE AGREEMENTS. 
 Not applicable.  
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F. COPIES OF APPLICABLE CERTIFICATIONS AND/OR LICENSES. 
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4. COMPANY BACKGROUND REFERENCES 
4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Aetna Better Health of Nevada Inc. (Aetna Better Health 
of Nevada) 


Ownership (sole proprietor, partnership, etc.): 
Corporation; Aetna Better Health of Nevada Inc. is 
wholly owned by Aetna Health Holdings, LLC, which in 
turn is wholly owned by Aetna Inc. 


State of incorporation: Nevada 


Date of incorporation: August 12, 2016 


# of years in business: 


Aetna Better Health of Nevada Inc. is a newly 
incorporated entity that is not yet operational. Our 
affiliate Aetna Life Insurance Company, which is a 
wholly owned subsidiary of our parent company, Aetna 
Inc., was incorporated in June, 1853 and has been 
serving Nevada communities for 112 years, since 1904. 
In addition, our affiliate, Aetna Medicaid Administrators 
LLC, which will be providing the majority of plan 
management other administrative services for Aetna 
Better Health of Nevada, brings 30 years of Medicaid 
experience. 


List of top officers: 


Directors 
• Laurie A. Brubaker 
• Debra J. Bacon 
• Mark Fisher 
Principal Officers 
• Laurie A. Brubaker, Chief Executive Officer and 


President 
• Elaine R. Cofrancesco, Vice President and Treasurer 
• Robert M. Kessler, Vice President and Secretary 
• Debra J. Bacon, Vice President and Assistant 


Treasurer 
• Steven M. Conte, Controller 
• Dawn M. Schoen, Assistant Controller 
• Kevin J. Casey, Senior Investment Officer 


Location of company headquarters: 
1140 N. Town Center Dr., Suite 190 
Las Vegas, NV 89144 
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Question Response 


Location(s) of the company offices: 
1140 N. Town Center Dr., Suite 190 
Las Vegas, NV 89144 


Location(s) of the office that will provide the services 
described in this RFP: 


1140 N. Town Center Dr., Suite 190 
Las Vegas, NV 89144 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


Projected: 138 staff members will support the health 
plan locally to carry out the requirements in this RFP. 


Number of employees nationally with the expertise to 
support the requirements in this RFP: 


Projected: 92 staff members will support the health 
plan nationally to carry out the requirements in this 
RFP. 


Location(s) from which employees will be assigned for 
this project: 


Health Plan Operations 
1140 N. Town Center Dr., Suite 190 
Las Vegas, NV 89144 
 
Claims Operations, Recipient Services (after hours) 
4500 E. Cotton Center Blvd. 
Phoenix, AZ 85040 
 
Enrollment and Eligibility 
252 Chapman Road, Suite 250 
Newark, DE 19702-5406 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


Aetna Better Health of Nevada Inc. is a domestic Nevada corporation. It is not organized 
pursuant to the laws of another State and, therefore, is not required to register with the State 
of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be 
executed with the State of Nevada. 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76. Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 


Question Response 


Nevada Business License Number: NV20161477081 


Legal Entity Name: Aetna Better Health of Nevada Inc. 


National Provider Identified (NPI) Not Applicable  


Atypical Provider Identified (API) Not Applicable 


 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 3







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 


Figure 4.1-1: Nevada State Business License 
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Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No X 


 


If “No”, provide explanation. 


Aetna Better Health of Nevada Inc. (Aetna)* will be filing to do business as Aetna Better 
Health of Nevada. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors 
shall be proactive in verification of these requirements prior to proposal submittal. 
Proposals that do not contain the requisite licensure may be deemed non-responsive. 


We understand and will comply with requirement 4.1.4. We are currently in the process of 
obtaining a Certificate of Authority and, in accordance with the requirement in Amendment 1 
of the RFP, we will have that in place by contract award. In addition, as set forth in Section 
4.1.3 above, we have obtained our Nevada State Business License. We are proactively 
verifying the applicability of any other licensing requirements and will have all requisite 
licensure in place within required time frames. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed. Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: Not applicable 


State agency contact name: Not applicable 


Dates when services were performed: Not applicable 


                                                            
* "Aetna" refers to the Vendor and/or its affiliate that own, administer, or support Medicaid/CHIP or other 
government subsidized public health business, as well as affiliates in any other line of business discussed in this 
proposal. In limited circumstances where clarity dictates differentiating between Aetna entities, we will use Aetna, 
Inc. when referring to our parent company and Aetna Better Health of Nevada when referring to the health plan. 
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Question Response 


Type of duties performed: Not applicable 


Total dollar value of the contract: Not applicable 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 


Yes  No X 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity. 
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


 


Yes  No X 


Aetna Better Health of Nevada is newly incorporated, not yet operational, and has not yet 
been a party to a contract with a government entity. Therefore, it has no contract failures, 
contract breaches, or civil or criminal litigation to report involving a contract between it and 
any other governmental entity. 


In the past six years, no Medicaid health plan owned by Aetna Inc. or managed by Aetna has 
had prior or ongoing contract failures, contract breaches, or civil or criminal litigation 
involving a Medicaid contract with the State of Nevada or other governmental entity, which 
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we consider significant. As part of a large Medicaid organization, government entities in 
other states where Aetna conducts Medicaid business have imposed liquidated damages, 
fines, sanctions, Corrective Action Plans (CAPs), etc. on other Medicaid health plans which are 
owned by Aetna Inc. or managed by Aetna. None of these instances were “significant” in that 
they resulted in a government entity taking adverse action against these health plans such as 
debarment, suspension of enrollment, or contract termination. In addition, we do not view 
the amounts of any liquidated damages, fines, or other monetary sanctions that have been 
assessed against any of these Medicaid health plans as significant in that they would 
adversely affect the health plans’ ability to perform or fulfill their obligations under their 
contracts with a government entity for Medicaid services.  


In the past six years, no Medicaid health plan owned by Aetna Inc. or managed by Aetna has 
been involved in any significant prior or ongoing civil or criminal litigation alleging or 
resulting in liability with respect to a Medicaid contract with the State of Nevada or other 
governmental entity. Medicaid health plans owned by Aetna Inc. or managed by Aetna are at 
times involved in nonmaterial litigation, usually related to a single claim for benefits by a 
recipient or payment for provider services. These do not involve contract failures, contract 
breaches, or other types of allegations brought by or against the State of Nevada or other 
government entity involving a contract for Medicaid services.  


There have been no pending claims or litigation within the past six years that would adversely 
affect Aetna Better Health of Nevada’s ability to perform or fulfill its obligations if a contract 
is awarded as a result of this RFP. 


If “Yes”, please provide the following information. Table can be duplicated for each issue 
being identified. 


 


Question Response 


Date of alleged contract failure or breach: Not Applicable  


Parties involved: Not Applicable  


Description of the contract failure, contract 
breach, or litigation, including the products or 
services involved: 


Not Applicable  


Amount in controversy: Not Applicable  


Resolution or current status of the dispute: Not Applicable  


If the matter has resulted in a court case: 
Court Case Number 


Not Applicable  Not Applicable  


Status of the litigation: Not Applicable  


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 7







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 3260. Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions 
of RFP. Exceptions and/or assumptions will be taken into consideration as part of the 
evaluation process; however, vendors must be specific. If vendors do not specify any 
exceptions and/or assumptions at time of proposal submission, the State will not 
consider any additional exceptions and/or assumptions during negotiations.  
Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


As required, we have completed Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP, with no exceptions or assumptions. Aetna understands and 
will comply with the State’s requirement to provide the Certificate of Insurance, upon contract 
award, identifying the coverages specified in Attachment E, Insurance Schedule for RFP 3260. 


With more than 30 years of Medicaid experience, Aetna serves over three million TANF, CHIP, 
ABD, Dual-eligible, and LTSS recipients in 16 States. Our history reflects our deep experience 
and commitment to serving Medicaid populations. We consider it a privilege to serve our 
State customers’ most vulnerable citizens and we work tirelessly and compassionately to 
build and foster those relationships. 


Company Background and History 
Aetna Better Health of Nevada Inc. (Aetna) is a subsidiary of Aetna Inc. Aetna Inc’s wholly 
owned subsidiary, Aetna Life Insurance Company, incorporated in 1853, has over 160 years of 
experience and has served Nevada communities for 112 years, since 1904. Our parent, Aetna 
Inc., is one of the nation’s leading diversified health care benefits companies. Currently 
headquartered in Hartford, Connecticut, Aetna, Inc. is a publicly traded corporation (NYSE: 
AET) and joined the ranks of the prestigious Fortune 50 in 2015. As an organization, we are 
known for providing quality, reliable services to individuals, governments, and businesses and 
for successfully improving the health and well-being of generations of individuals. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP. Limit response to no more than five (5) pages.  
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Aetna’s Medicaid organization brings over 30 years of experience and expertise delivering 
successful solutions to complex problems for Medicaid populations. Our Medicaid heritage 
began with Schaller Anderson, Incorporated(“Schaller Anderson”), a privately held Medicaid 
managed care company founded in 1986 and acquired by Aetna Inc. in 2007. Founders Donald 
Schaller and Joseph Anderson had been the director and deputy director of the Arizona Health 
Care Cost Containment System (AHCCCS), the Arizona Medicaid program. At the time of its 
creation in 1981, AHCCCS became the first fully capitated statewide managed care program in 
the nation. This success was followed by the Arizona Long-Term Care System in 1989, the first 
statewide, fully capitated managed care program for individuals eligible for institutional care. 
From its founding, Schaller Anderson was at the forefront of innovation in Medicaid managed 
care as States emulated Arizona’s success. Aetna has built upon this foundation as it has 
expanded across the nation. Today, we serve over three million Medicaid recipients in 16 
States, including low income children, pregnant women and families, people with disabilities, 
seniors eligible for Medicare and Medicaid, and people living in long-term care facilities and 
community-based services.  


Our history demonstrates that we are highly qualified to successfully serve and administer 
Medicaid managed care programs in Nevada. We have provided service excellence and 
helped to improve health outcomes for Temporary Aid to Needy Families (TANF) and 
Children’s Health Insurance Program (CHIP) recipients in 12 States where we serve community 
members with similar health needs.  


Committed to Serving Nevada and its Recipients 
Aetna is excited about the opportunity to partner with Nevada to resolve the challenges and 
barriers with which its population is confronted. We understand the unique health challenges 
confronting many Nevadans in the Las Vegas, Reno, rural and frontier areas. We also 
understand there is a significant percentage of residents struggling with drug and alcohol use, 
behavioral health and socio-economic issues, suicide, homelessness, and health conditions 
such as obesity, heart disease, and HIV/AIDS. Aetna is eager to collaborate with the State in 
its campaign to improve the health and well-being of its communities. 


As part of Nevada’s communities, we are also invested in its citizens and committed to 
partnering with community organizations and programs to enhance connectivity and to 
expand access to services, improve resources, and increase quality. We have already met with 
more than 200 community groups and residents where we have garnered invaluable feedback 
about the needs and concerns of Nevadans. We applaud the State’s commitment to education 
and to the health and economic development of Medicaid recipients and we are confident in 
our ability to positively impact the State’s most vulnerable citizens. 


Our depth of experience has resulted in increased quality and improved administration of 
managed care for States, providers, communities and, most importantly for the Medicaid 
recipients we are honored to serve. With a solid footprint across the nation and a pioneering 
approach to managed care, our overall approach centers on positively impacting recipients’ 
behaviors, broadening access to services and care, and eliminating fragmented care. This all-
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inclusive approach encompasses our distinctive Fully Integrated System of Care (FISOC), 
Integrated Care Management model, and predictive modeling program (CORE); enhanced 
services and programs designed to further integrate care; regional wellness centers and 
community health workers; innovative partnerships; leading-edge technology services; and 
transformation of health care delivery with value-based programs. 


Integrated Care Management and Predictive Modeling: In our view, recipients are best served 
by a Fully Integrated System of Care (FISOC) which requires a coordinated network of physical 
and behavioral health care providers, as well as community-based organizations. Critical to 
the success of our FISOC approach is our recipient-centric Integrated Care Management model 
which facilitates a team approach led by our care managers. Through our vast experience, we 
have learned that our most vulnerable, highest-risk recipients are confronted with multiple 
physical and behavioral conditions, biopsychosocial risk factors, and, in some instances, a 
disorganized system of care. Additionally, complex recipients are far less likely to respond to 
standard care and are best served by programs and clinical settings that meet their needs in a 
truly comprehensive manner. Integrated Care Management accomplishes this objective by 
integrating physical and behavioral health, addressing social determinants of health, and 
minimizing the complexity and fragmentation of services. Beginning with the individual 
recipient, our objective is to understand his or her preferences and goals, physical and 
behavioral health care needs, family and community supports, strengths, and any barriers 
impacting his or her ability to access appropriate care—all with the overarching objective of 
optimizing the recipient’s level of functioning and enabling him or her to maintain or achieve 
an optimal level of independence. Our holistic, recipient-centered Integrated Care 
Management program is designed to meet the specific needs of recipients, their families, and 
caregivers through our care managers, PCPs, other providers, and community-based agencies. 


Specifically developed by Aetna for the Medicaid population, our Consolidated Outreach and 
Risk Evaluation (CORE) predictive modeling program enables us to identify at-risk recipients. 
We first identify recipients with a high medical risk using our proprietary, evidence-based 
CORE application to analyze claims data. Predictive modeling uses analytic methods that 
identify individuals who are at risk for high cost or high utilization in the future. The scores 
are generated from Medicaid-specific, proprietary algorithms that we have developed 
internally based on data from our Medicaid populations, as well as our clinical and 
informatics expertise. Inputs to the algorithms include demographics, medical claims, and 
pharmacy claims data. We run the model for our entire population monthly; the results are 
reviewed by the appropriate teams for recipient contact and intervention opportunities. Using 
this proprietary, evidence-based predictive modeling tool, CORE identifies recipients who are 
candidates for intensive and supportive case management and recipients who are candidates 
for high- and low-risk chronic condition management. We then stratify recipients for case 
management and disease management based on the information we gather from CORE and 
outreach activities which identifies their biopsychosocial complexity and the intensity of their 
needs. These tools determine the recipient’s potential risk level and predict that case 
management interventions can effectively improve the recipient’s outcome. CORE is the 
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industry-leading predictive modeling tool with demonstrated positive predictive value for 
emergency department (ED) utilization of 72.1%, meaning 72.1% of predicted ED utilization 
will actually occur in the next 12 months. CORE’s inpatient model positive predictive value is 
superior at 95.4%.  


Enhanced Services and Programs: Our Aetna Better Living suite of programs offers incentives 
to recipients that enable them to achieve their health goals and achieve positive health 
outcomes. Such outcomes include improved HEDIS measures, improved utilization of 
preventive health interventions, increased patient education, and increased recipient visits 
with PCPs and dentists. Aetna Better Living programs promote personal responsibility and 
improved health outcomes. Whenever possible, we tie our recipient incentives to 
complementary provider incentives to strengthen the relationships between recipients and 
PCPs and to increase program participation in an effort to improve health outcomes. All 
recipients may participate in our programs and are eligible for multiple incentives. We will 
use a variety of methods to expand program participation annually; our local case managers, 
HEDIS outreach coordinators, and our Recipient Services division will play a key role in helping 
to educate recipients on these programs, as well as fostering engagement and participation. 


Regional Wellness Centers and Community Health Workers: To further integrate programs 
and services, we will establish Aetna Better Living Regional Wellness Centers within the State 
where recipients, caregivers, providers, community organizations, and other stakeholders can 
meet face-to-face with care coordinators, provider relations staff, community health workers, 
employment and workforce specialists, and community resource team members. To better 
understand and engage our communities, we will also utilize community health workers to 
identify critical non-covered services and the local organizations that can help to serve our 
recipients’ needs.  


Innovative Partnerships: We have engaged Nevada’s innovative Access to Healthcare 
Network (AHN) and expect to partner with AHN to expand service versatility and geography 
to meet Nevada recipients’ unique needs. Additionally, in partnership with Regional 
Emergency Medical Services Authority (REMSA), we expect to provide emergent response and 
triage to Nevadans, as well as ensure the best possible level of care to meet urgent needs. 
Furthermore, our telemedicine partnerships will enhance access for recipients in rural and 
frontier areas. 


Leading-edge Technology Services: We are creating exciting opportunities for our provider 
partners through our highly innovative, HIPAA-compliant population health management 
technology solution known as CareUnify —a collaborative information platform to share and 
aggregate actionable data across systems and organizations, thus promoting effective and 
efficient care coordination—particularly for complex, high-risk individuals. Our CareUnify 
platform connects the entire community of preferred support, including recipients, and 
persistently combs eligibility, provider, and claims data to create logical relationships among 
providers and care team members, facilitating communication, collaboration, and 
information-sharing among all stakeholders. 
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Our informed health line provides recipients with 24-hour, toll-free access to a team of 
registered nurses who are experienced in providing information on a variety of health topics. 
This program features an audio/video health library with a recorded collection of more than 
2,000 health topics available in both English and Spanish. The audio/video health library 
contains information about common conditions and diseases, age- and gender-specific health 
issues, dental care, mental health, substance abuse, weight loss, and much more. The 
informed health line can also be accessed by email. Reports that track recipients accessing the 
informed health line are integrated into our case management program on a daily basis. 


To improve recipient access to information and services, our mobile application is available, 
free of charge, to all recipients with iOS and Android mobile devices, including Smartphones 
and tablets. Using this application, recipients can search for providers, facilities, urgent care 
centers and walk-in clinics. They can log on to our secure recipient website where they can 
view claims, coverage, their personal health records, ID care information, complete health 
assessments and enroll in online health coaching, and more. Additionally, we are developing 
complementary mobile application capabilities for providers that will enable them to access 
our CareUnify platform to share real-time, clinical information and remain connected to their 
patients and their Aetna integrated care teams, as well as monitor patient panels, receive 
timely notifications of critical events, initiate and conduct secure, telehealth visits from their 
phones or tablets, track medication fills, and access cost and quality scoring dashboards. 


Transformation of Health Care Delivery with Value-Based Programs: We continue to build on 
our experience, our expanded capabilities, and our strong provider relationships to drive 
quality, efficient care, and an overall improved patient health care experience. Through these 
value-based programs, implemented across nearly all of our 16plans, we reward providers for 
improving quality of care by paying for value rather than volume—proven to increase quality 
outcomes for our recipients. These programs, coupled with our recipient incentives, will 
provide for more effective approaches to care delivery, care coordination, and continually 
improve population health management. Our multi-level approach enables providers at any 
panel size to participate with one of our programs that best matches their practice capability 
and transformation goals. Over time, providers with larger capacity can participate in more 
advanced payment models, such as shared savings and full-risk arrangements.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 
300e-9? 


No. The vendor is not a Qualified Health Maintenance Organization defined by 42 U.S.C. 300e-
9. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector. Please provide a brief description 


With a history rich in dedication and passion for providing improved health care for the most 
vulnerable populations, Aetna brings 30 years of Medicaid experience in facilitating smooth 
transitions from fee-for-service programs to managed care for countless providers and 
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recipients. During this time, we have successfully partnered with States and local 
communities to improve quality of care, increase choice and access to care, improve 
utilization of services, and reduce costs, with the overarching objective of improving the 
health and well-being of the recipients we serve.  


Today, Aetna serves more than three million recipients through Medicaid managed care plans 
in 16 States, including Arizona, Florida, Illinois, Kentucky, Louisiana, Maryland, Michigan, 
Missouri, Nebraska, New York, New Jersey, Ohio, Pennsylvania, Texas, Virginia, and West 
Virginia. We have served seven of those States for more than 20 years and the eighth State 
for more than 18 years, in addition to the legacy we are building nationwide. The tables 
below show our timeline as well as our deep history of service to Medicaid recipients.  


Figure 4.1-2: Aetna Medicaid: History in the Making  
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Figure 4.1-3: Aetna’s Deep History Managing Medicaid Health Plans  


 
 


Recently, we were awarded a contract for California’s Medi-Cal managed care program in 
Sacramento and San Diego which includes coverage of the Long Term Services and Supports 
(LTSS) population in San Diego County. Aetna’s Medicaid organization is an experienced 
leader in the managed care industry. We are keenly focused on improving health care 
outcomes for our recipients through coordinated, individualized care. We possess the 
seasoned leadership, knowledge, tools, technologies, policies, and procedures necessary to 
successfully implement, administer, and manage Nevada’s program. Most importantly, we 
have committed and experienced staff members who are dedicated to making a positive 
impact on the lives and well-being of every Nevada Medicaid recipient. 


Aetna Inc.  
Aetna has been providing quality, reliable services to businesses, individuals, and 
governments since 1853, when Aetna Life Insurance Company, a wholly owned subsidiary of 
our parent company, Aetna Inc., was incorporated. Aetna Life Insurance Company has over 
160 years of experience and has served Nevada communities since 1904 (112 years). 
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4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and 
its client base. Include the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 


Aetna is one of the nation’s leading diversified health care 
benefits companies, serving an estimated 46.5 million 
individuals with information and resources to enable them to 
make better-informed decisions regarding their health care. 
Aetna has been providing quality, reliable services to 
businesses, individuals, and governments since 1853, when 
Aetna Life Insurance Company, a wholly owned subsidiary of 
our parent company, Aetna Inc., was incorporated.  Aetna 
Life Insurance Company has over 160 years of experience and 
has served Nevada communities since 1904 (112 years), 
currently serving over 150,000 commercial and Medicare customers in the State. 


Figure 4.1-4: Aetna’s National Experience 


 


 
Aetna offers a broad range of traditional, voluntary, and consumer-directed health insurance 
products including medical, pharmacy, dental, and behavioral health, and related services 
including group life and disability plans, medical management capabilities, Medicaid health 
care management services, workers' compensation, administrative services, and health 


Aetna Life Insurance 
Company has over 160 years 
of experience and has served 


Nevada communities since 
1904 (112 years), currently 


serving over 150,000 
commercial and Medicare 


customers in the State. 
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information technology products and services. Our customers include employer groups, 
individuals, college students, part-time and hourly workers, health plans, health care 
providers, governmental units, government-sponsored plans, labor groups, and expatriates. 
In particular, our Medicaid health plans serve at-risk populations including children in foster 
care systems, veterans, individuals with Severe Mental Illness (SMI), and Native Americans in 
coordination with Indian Health Services. 


The major business services we provide include the following three categories. 


• Health care which comprises medical, pharmacy, dental, behavioral health, and vision 
plans offered on both a risk basis (where we assume all or a majority of the financial risk 
for health care costs) and an employer-funded basis (where the employer, under an 
administrative services contract assumes all or a majority of the risk). Our health care 
business is divided into the following major customer areas: 


− Employer-sponsored insurance, including programs for national and local-based 
companies, as well as Federal and State governments. We also offer insurance 
products on and off the Health Insurance Exchange for individuals.  


− Government services offerings spanning the full range of programs for Medicare and 
Medicaid recipients, including dual eligible recipients  


− Other health care products such as medical management and data analytics services, 
medical stop loss insurance, workers’ compensation administrative services, and 
products that provide access to our provider networks 


Aetna brings over 30 years of collective expertise and experience delivering successful 
solutions to complex issues for the Medicaid program. Our goal is to partner with Nevada to 
solve challenges and remove barriers for Medicaid recipients. Our Medicaid heritage began 
with Schaller Anderson, Incorporated (“Schaller Anderson”), a privately held Medicaid 
managed care company founded in 1986 and acquired by Aetna Inc. in 2007. Schaller 
Anderson founders Donald Schaller and Joseph Anderson had been the director and deputy 
director of the Arizona Health Care Cost Containment System (AHCCCS), the Arizona Medicaid 
program. At the time of its creation in 1981, AHCCCS was the first fully capitated statewide 
managed care program in the nation. This success was followed by the Arizona Long-Term 
Care System in 1989, the first statewide, fully capitated managed care program for 
individuals eligible for institutional care. From its founding, Schaller Anderson was at the 
forefront of innovation in Medicaid managed care as States across the nation emulated 
Arizona’s success. Aetna has built upon this foundation as it has expanded across the nation. 
Today, we serve over three million Medicaid recipients in 16 States. The recipients we are 
privileged to serve include low income children, pregnant women and families, individuals 
with disabilities, seniors eligible for Medicare and Medicaid, and individuals served in long-
term care facilities and community-based services.  
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Table 4.1-1: Aetna’s Experience Managing Medicaid Health Plans 


State/Population 
Served 
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Arizona ● ● ● ● ● ● ● 


Florida ● ● ● ●   ● 


Illinois ●  ● ● ● ● ● 


Kentucky ● ● ●   ● ● 


Louisiana ● ● ●   ● ● 


Maryland ● ● ●   ● ● 


Michigan ● ● ● ● ● ● ● 


Missouri ● ●     ● 


Nebraska ● ● ●     


New Jersey ● ● ● ●  ● ● 


New York    ● ●  ● 


Ohio    ● ●  ● 


Pennsylvania ● ● ●   ●  


Texas ● ●     ● 


Virginia ● ● ●    ● 


West Virginia ●     ● ● 


 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   


History 
Aetna has been providing quality, reliable services to businesses, individuals, and 
governments since 1853, when Aetna Life Insurance Company, a wholly owned subsidiary of 
our parent company, Aetna Inc., was incorporated.  Aetna Life Insurance Company has over 
160 years of experience and has served Nevada communities since 1904 (112 years). Now one 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 17







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 
of the nation’s leading diversified health care benefits companies, headquartered in Hartford, 
Connecticut, Aetna Inc. is a publicly traded, investor-owned corporation (NYSE: AET) and 
joined the ranks of the prestigious Fortune 50 in 2015; in that year Aetna’s total revenue was 
$60.3 billion.  


Figure 4.1-5: State of Nevada Insurance License for Aetna Life Insurance


 
Figure 4.1-6: Aetna Medicaid: History in the Making 


 
Aetna Medicaid Administrators LLC (formerly Schaller Anderson, LLC) was acquired by Aetna 
Inc. in 2007 and has become Aetna Inc.’s national Medicaid subsidiary. Aetna Medicaid 
Administrators provides plan management, consulting, and other administrative services for 
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Medicaid programs nationally. Schaller Anderson, Incorporated (“Schaller Anderson”), the 
parent company of Aetna Medicaid Administrators’ predecessor, Schaller Anderson, LLC, was 
founded in 1986 by Dr. Donald Schaller and Joseph Anderson. Initially a consulting firm, 
Schaller Anderson broadened its scope to include health plan administration and later, health 
plan ownership. Today, Aetna Medicaid Administrators offers management and consulting 
services to governments and private health care organizations nationwide. 


In 2013, Aetna acquired Coventry Health Care, Inc. (Coventry Health Care), making the 
combined organization the third largest health care benefits company in America, based on 
membership, serving an estimated 22 million medical recipients. 


Ownership 
Aetna Better Health of Nevada Inc., a Nevada corporation, is a wholly owned subsidiary of 
Aetna Health Holdings, LLC, a wholly owned subsidiary of Aetna Inc., the ultimate parent 
organization which is a publicly traded company. Aetna Better Health of Nevada Inc. was 
incorporated on August 12, 2016. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please 
list the state of residence.  Does your resident state apply a preference, which is 
not afforded to bidders or vendors who are residents in the state of Nevada? 
This information may be utilized in determining whether an inverse preference 
applies pursuant to Nevada Revised Statutes. 


Yes. Aetna Better Health of Nevada is a resident of Nevada. 


4.1.11.4 The location of disaster recovery back-up site. 


We mirror all critical data and applications in 
redundant data centers located in Windsor and 
Middleton, Connecticut.  


In the event of a disastrous situation, our primary 
concern is to ensure our Medicaid recipients are 
safe and that critical services continue without 
interruption. Our high-level disaster backup and 
recovery (DBAR) plans will recover a data center 
and its critical components. Our plans originate 
from more than 50 detailed IT infrastructure 
plans that are maintained by each critical support area. They contain processes and 
procedures necessary to recover all functions, services, and equipment needed to recover 
either data center. They are centrally maintained by Aetna’s Disaster Recovery Planning 
Services (DRPS) group, are stored at each data center and offsite, and are updated semi-
annually or as needed by the respective infrastructure area. 


In the event of a disastrous 
situation, our primary concern 


is to ensure our Medicaid 
recipients are safe and that 


critical services continue  
without interruption.  
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Proving our Resilience  
Our data centers are hardened and resilient; no storm or natural disaster has ever disrupted 
their operations. Additionally, if either location were to encounter a disruption, through a 
contractual relationship with our hardware vendor, the system(s) would be recovered within 
four hours of the crisis event.  


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for 
a contract resulting from this RFP. 


The primary point-of-contact for a contract resulting from this RFP is: 


Laurie Brubaker, Chief Executive Officer and President 


4500 E. Cotton Center Boulevard 


Phoenix, Arizona  85040 


602-659-1160 


4.1.11.6 The size of organization in assets, revenue and people. 
 


Aetna Inc. Assets, Revenue and People 


Assets $53.4 billion 


Revenue $60.3 billion 


Staff 50,000 


 


4.1.11.7 The organizational chart of your senior management by function including key 
personnel. 


The State of Nevada and its Medicaid and Check-Up recipients will be directly supported by a 
comprehensive, cross-functional team working in Nevada, as well as other staff across 
Aetna’s Medicaid organization. The team assigned to Nevada possesses the experience, 
leadership, and operational acumen necessary to successfully implement, launch, and deliver 
its managed care program. We are committed to delivering high-quality, high-touch service 
through direct interactions with the State to ensure each recipient in Nevada receives 
necessary care in a timely manner. Our in-depth experience providing Medicaid support and 
services to numerous State governments directly translates to our ability to successfully 
support Nevada and its recipients. 


The State’s management and operations teams will be directly supported by a leadership 
team that includes the following key individuals: 
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4.1.11.8 The areas of specialization. 


Aetna’s Medicaid organization specializes in meeting the individual needs of Medicaid and 
CHIP recipients by addressing health care requirements, cultural and social barriers, and the 
systems of care within each State. With a solid footprint in across the nation and a pioneering 
approach to managed care, our proposal demonstrates Aetna’s direct alignment with the 
State’s goals and objectives. 


Aetna’s Medicaid reach spans 16 States and includes vast experience with Temporary 
Assistance to Needy Families (TANF), Children’s Health Insurance Program (CHIP), Aged, Blind 
and Disabled (ABD), Dual-eligibles, and children in foster care. We also provide specialized, 
industry leading programs for recipients with serious mental illness, intellectual and 
developmental disabilities, and long-term services and supports (LTSS). 


With the 2014 founding of Mercy Maricopa Integrated Care in Arizona, we manage the first 
capitated program for recipients with Serious Mental Illness (SMI) which fully and effectively 
integrates behavioral and physical health care in the context of each recipient’s social needs.  
Understanding the growing epidemic of addiction and substance use disorders, particularly 
for this at-risk population, we have chosen to focus key initiatives on this challenge. We 
support the full spectrum of treatment programs and invest in innovative pharmacy 
management and intervention initiatives to move our recipients toward recovery.    


Our heritage includes participating in the first fully capitated Managed Long Term Supports 
and Services (MLTSS) program in the nation in 1989, and we continue to provide superior 
service with unique, community-based resource partnerships to support the complex health 
and social needs of these recipients. 


Our overall approach, as detailed throughout this proposal, centers on positively impacting 
recipients’ behaviors, broadening access to services and care, and eliminating fragmented 
care. This all-inclusive approach encompasses our distinctive Fully Integrated System of Care 
(FISOC), Integrated Care Management model, and predictive modeling program (CORE); 
enhanced services and programs designed to further integrate care; leading-edge technology 
and services; transforming health care delivery with value-based solutions, and more.  


Through more than three decades of experience, we have learned that our most vulnerable, 
highest-risk recipients are confronted with multiple physical and behavioral conditions, 
biopsychosocial risk factors, and, in some instances, a disorganized system of care. 
Additionally, complex recipients are far less likely to respond to standard care and are best 
served by programs and clinical settings that meet their needs in a truly comprehensive 
manner. Integrated Care Management accomplishes this objective by integrating physical 
and behavioral health, addressing social determinants of health, and minimizing the 
complexity and fragmentation of services. 


Beginning with the individual recipient, our objective is to understand his or her preferences 
and goals, physical and behavioral health care needs, family and community supports, 
strengths, and any barriers impacting his or her ability to access appropriate care—all with 
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the overarching objective of optimizing the recipient’s level of functioning and enabling him 
or her to maintain or achieve an optimal level of independence. Our holistic, recipient-
centered Integrated Care Management approach is designed to meet the specific needs of 
recipients, their families, and caregivers through our care managers, PCPs, other providers, 
and community-based agencies. 


Our dedication to ensuring culturally competent care for all recipients is also key to effectively 
meeting recipients where they are.  We understand that health and health care inequities can 
occur as a result of cultural barriers and, most importantly, that poverty, mental illness, and 
rural isolation can result in gaps in care. Our robust program of cultural and health equity 
uses health data and recipient input to develop disparity interventions and engage 
employees, providers, and the community in ongoing learning to ensure every recipient has 
access to achieve health care equity. 


 


4.1.11.9 The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are 
available. 


 


Summary of Nevada revenue 
Annual Revenue2 2015 2014 


Commercial 244,998,195  
  


276,434,013  


Medicare 
    


30,368,751  
    


27,386,070  


FEHBP 
      


3,086,532  
      


2,739,977  


Total 
  


278,453,478  
  


306,560,060  


 


Summary of Aetna Inc. 


Annual Revenue 2015 2014 


Commercial Premium Revenue 
         


28,708.6  
         


28,563.2  


Government Premium Revenue 
         


22,909.5  
         


20,999.0  


Other Revenue 
           


8,718.4  
           


8,441.0  


Total in millions 60,336.5  58,003.2  


 


                                                            
2 Provided on a Statutory basis 
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4.1.11.10 The corporate philosophy and mission statement. 


Aetna’s mission is to empower individuals to live healthier lives. 
We achieve this mission by operating based on our core values—
integrity, excellence, caring, and inspiration. These values place 
the individuals we are privileged to serve at the center of all that 
we do. 


Aetna Inc. Chairman, CEO, and President Mark Bertolini states, “Everything we do at Aetna 
starts with our values—a clear, strongly held set of core beliefs that reflect who we are and 
what you can expect from us. We created our core values together, as a company and with 
guidance from our customers. Our values carry through our thoughts and actions every day, 
inspire innovation in our products and services, and drive our commitment to excellence in all 
we do.” 


• Integrity – Do the right thing for the right reason. 
• Excellence – We strive to deliver the highest quality and value possible through simple, 


easy and relevant solutions. 
• Caring – We listen to and respect our customers and each other so we can act with insight, 


understanding and compassion. 
• Inspiration – We inspire each other to explore ideas that can make the world a better 


place. 


Those values (Figure 4.1-8) are exemplified in our daily activities, inspire innovation in our 
products and services, and drive our ongoing commitment to excellence.  


Figure 4.1-8: Aetna’s Core Values 


 


Aetna’s mission is to 
empower individuals 
to live healthier lives. 
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AETNA MEDICAID MISSION 
Aetna Medicaid’s mission is to improve every life we touch as good stewards of those we 
serve. This philosophy reflects our commitment to holistic, truly integrated health care 
services. As we partner with providers, community resources, and integrated care teams, we 
strive to positively and thoughtfully impact each stakeholder. Our commitment to recipients 
includes ensuring culturally aligned, appropriate, high-quality care and services. Our 
commitment to our employees is exemplified in our 
training, development, and benefits programs. Our 
commitment to our providers is evidenced as we 
partner to ensure effective health care delivery and 
support efficient, effective practices. We are 
committed to providing quality health care services 
to Nevadans in the most efficient manner possible, 
promoting equal access at an affordable cost. We will 
steward our commitment to the Nevada community 
through employment opportunities, community 
partnerships for development and increased health literacy, and through investment in a 
healthier Nevada for the benefit of every resident.   


4.1.11.11 A description of any plans for future growth and development of your 
organization. 


The Aetna organization is continually growing and developing through the creation of new 
products and through strategic acquisitions and new business alliances. Significant emphasis 
is on developing and maintaining products and service offerings to serve existing and new 
customers, such as Nevada, both through organic growth and acquisitions, as well as new 
business alliances such as Accountable Care Organization (ACO) arrangements. We remain 
poised to respond promptly to emerging industry trends and local market needs.  


Innovative Products 
The introduction of new products and tools such as the Healthagen® portfolio of products, 
including Accountable Care Solutions, Active Health Management Inc. and Medicity Inc. 
health information technology solutions, further enhance our strategy to transform the 
provider network model to make health care more accessible and affordable. Our consumer 
products and tools such as bswift LLC and iTriage provide consumers with important tools to 
make health care more convenient, help them make informed health care choices, connect 
them to providers, and help them navigate the evolving health care system.  


CareUnify™ 
To better serve our Medicaid recipients, we are implementing our proprietary CareUnify 
platform in all of our Medicaid States. CareUnify encourages real-time health information 
exchange and increases our ability to influence population health outcomes.   


Aetna Medicaid’s 
mission is to improve 
every life we touch as 


good stewards of those 
we serve.   
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Value-Based Solutions 
Our growing value-based solutions and Accountable Care Organization strategies are 
engaging providers in risk-sharing that makes improved health outcomes more profitable for 
provider participants. This aligns incentives by paying providers to increase quality, as 
opposed to simply performing procedures. We continue to develop and enhance our existing 
products and to expand our initiative to improve the transparency of our products and 
pricing. 


Affordable Care Act 
We are providing managed care services to Affordable Care Act Low Income Adult Medicaid 
expansion in nine of our States and we anticipate continuing this expansion work in those 
States that choose to take advantage of this option.   


Building Healthier Communities in Nevada 
Our Medicaid managed care program recently expanded to include California where the Live 
Well San Diego program is known as a model for engaging communities and improving 
health outcomes. In Arizona, our programs serve Arizonans in a unique, rapidly expanding 
collaboration to effectively integrate behavioral and physical health services in an industry 
leading model. Those neighboring markets will provide opportunities for Nevada to 
collaborate and innovate for the benefit of Nevada recipients. In Nevada, we will partner with 
community organizations such as Southern Nevada Health District and Truckee Meadows 
Tomorrow to expand health services and improve lives. We stand ready to serve not only 
existing recipient populations in Nevada, but also the expansion to ABD, LTSS, and rural 
services for Rural and Frontier residents across the State.   


Humana 
Aetna Inc., the ultimate parent company of Aetna Better Health of Nevada, has entered into a 
definitive agreement with Humana Inc., under which Aetna Inc. will acquire all outstanding 
shares of Humana at closing. The transaction will have no impact on the ownership structure 
of Aetna Better Health of Nevada. 


4.1.11.12 Please identify any recent market expansion and/or business line addition 
by your organization.  Describe the implementation approach and 
methodology you employed for the market expansion and/or additional 
business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


Over the past 18 months, we have successfully implemented 14 new or expanded programs; 
all completed on-time, compliant with State requirements, and aligned with our “no noise 
implementation” ideal. 
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2015 Program Implementations "Go Live" 


Pennsylvania  ACA – additional population 01/01/2015 
New Jersey Medicaid/Long Term Support Services - new health plan 01/01/2015 
Louisiana Medicaid – new health plan 02/01/2015 
New York Duals – additional population 02/01/2015 
Michigan Duals - additional population 03/01/2015 
West Virginia Behavioral Health – additional benefit 10/01/2015 
West Virginia  ACA – additional population 10/01/2015 
Louisiana Behavioral Health/Severe Mental Illness - additional population 12/01/2015 
Florida Healthy Kids – geographic expansion 10/01/2015 


 
2016 Program Implementations "Go Live" 


Michigan Medicaid Geographic Expansion 01/01/2016 
Illinois Managed Long Term Support Services - additional population 07/01/2016 
Louisiana ACA - additional population 07/01/2016 
Texas STAR Kids - additional population 11/01/2016 
California Medi-Cal (Sacramento & San Diego) – new health plan (in 
progress) 


07/01/2017 


Implementation Goals 
During implementation, our primary goal is to ensure the seamless transition of recipients 
with minimal disruption and impact. We engage providers and community partners early and 
often, forming collaborative relationships in advance to ensure readiness. We strive to 
engage all stakeholders through comprehensive 
planning and thorough, effective communication to 
facilitate a seamless implementation. While 
implementations are complex and involve many 
“moving parts,” we are confident in our seasoned 
approach and thorough attention to detail. This “no 
noise implementation goal” translates to our 
recipients’, providers’, State partners’, and other stakeholders’ complete satisfaction.  


Our implementation approach is informed by decades of nationwide Medicaid experience.  


Our focused and proven implementation process enables us to continue to serve the needs of 
our recipients as we work to achieve full compliance and a seamless transition to new 
regulatory and contractual requirements. Our local health plan expertise is supported by the 
unparalleled backing of Aetna’s extensive clinical, operational, and technology 


Aetna’s primary goal is to 
ensure the seamless transition 


of recipients with minimal 
disruption and impact. 
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implementation experts. This team of dedicated experts follow a proven implementation 
process based on numerous, successful implementations and program expansions.  


Ensuring Successful Implementation: Aetna’s Expansion Success in 
Louisiana 
Aetna has a record of success in Medicaid expansion in several States, and most recently in 
Louisiana.  


On January 12, 2016, Governor Edwards signed an executive order to implement ACA 
Medicaid expansion in Louisiana effective July of 2016. Aetna Better Health of Louisiana, one 
of the Medicaid managed care organizations in the State’s “Healthy Louisiana” Medicaid 
program, employed a project management approach to prepare to serve this population. This 


comprehensive project plan 
included enhancing the provider 
network, hiring staff, expanding 
office facilities, developing 
outreach materials, and 
supporting State enrollment 
initiatives. On May 19, 2016, the 
State conducted a readiness 
review site visit and approved 
Aetna as ready for enrollment. 
The first enrollment file arrived on 
June 2, with 25,000 new 
recipients—all systems were 


ready for the July 1 
implementation.  


Each implementation is unique, as is each community and state of the implementation. 
Engaging with all stakeholders early in the process is key to ensuring successful 
implementations. For program or product expansions, we work with existing stakeholders 
and engage new stakeholders. With new market implementations, spending time in the 
community and building relationships with providers, community organizations, and residents 
is vital. For example, in preparation for working with Nevadans, our staff met with over 250 
stakeholder organizations, including community organizations, providers, associations, and 
advocacy groups to begin building relationships, identify helpful partnerships to support 
recipient health outcomes, and engage the community.   


Project Management Methodology 
Our project management methodology is grounded in the framework of the Project 
Management Institute’s (PMI) methodology. We have adapted and refined this methodology 
based upon more than 30 years of experience in program implementations and to account for 


Figure 4.1-9: Louisiana Governor Edwards and 
Secretary Gee meet with Aetna Better Health of 


Louisiana outreach staff during an expansion 
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the complexities of managed health care programs. We also tailor our approach to the 
specific requirements of the State.  


Our Implementation department employs dedicated, highly experienced project managers. 
Our dedicated implementation director and project managers organize, support, and provide 
oversight to the numerous work streams of program implementation through the integration 
of multiple individual sub-projects into a master high-
level project plan. Our process allows each sub-
project to follow established best practices related to 
a specific function and requirement, or set of 
requirements. In practice, this approach enables our 
technology team to follow Aetna’s disciplined and 
robust system development life cycle while 
concurrently allowing our training team to follow 
their best practices curriculum development and 
delivery approach.  


Reporting of status and communication is key to 
effective, successful implementations. Within our 
extensive and rigorous implementation governance, 
we use status reporting and meetings to monitor the 
implementation. Our implementation team completes a weekly status report that is reviewed 
with the local health plan and Aetna’s Medicaid leadership. This status report serves as a tool 
for leadership recommendations, approvals, and decisions. Any identified risks that require 
immediate intervention are communicated and addressed within one business day. The team 
works collaboratively across departments to identify risks, discuss mitigation strategy, and 
resolve issues as quickly as possible.  


Preparing for Operational Readiness 
A crucial part of our implementation is gathering, confirming, and incorporating any State 
regulatory and technical requirements into our clinical services, administrative operations, 
transactional platforms, and program management. Our business systems and processes 
support our staff in a manner that serves the individual needs of each recipient and provider. 
We conduct a focused, intensive, multi-day review of the contract with key subject matter 
experts, the health plan, and shared services leaders to clearly understand State requirements 
and to achieve shared ownership of program requirements and related deliverables. Based on 
the direction established in this requirement review session, each work group updates its 
operational and technical work plan document and begins to fulfill deliverables such as 
review and update of policies and procedures, recipient and provider materials, system 
applications, and training material. 


We conduct extensive system testing with a dedicated team and detailed test plan to govern 
all testing. The plan specifies the test data set, expected results, and test protocols and rules. 


When a managed care plan 
in the Commonwealth of 


Kentucky left without 
notice, Aetna received and 


seamlessly transitioned 
68,000 recipients in 48 


hours to ensure continuity 
of care and recipient 


satisfaction. 
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At each stage, testers must document any identified defects, coordinate the correction of 
those defects with the appropriate team members, and document their approval of the 
system test results at 100% before they move to the next stage in the testing process. Our 
testing encompasses (a) functional area testing (e.g., health risk assessment, integrated case 
team functionality, utilization management functionality, benefit/covered services); (b) 
performance testing (e.g., enrollment of new and transitioning recipients, ID card process, 
claims testing, reporting); (c) user acceptance testing and end-to-end testing; and (d) other 
system-specific tests, including Section 508 testing of our external websites to ensure 
accessibility for recipients with disabilities. 


As we proceed through the implementation, we prepare our readiness review tool, which 
maps all contractual health plan department requirements to our activities and deliverables 
in preparation for our pre-readiness review. Our pre-review helps validate our preparation, 
identifies any gaps and specifies actions to resolve gaps prior to the contractual readiness 
review. During the official readiness review, our Aetna Better Health of Nevada health plan 
leaders, staff, and the Implementation team will demonstrate a full contractually compliant 
program. 


Operations Deployment 
Thirty days prior to each regional effective date, we conduct a detailed deployment readiness 
review where senior leadership and the Implementation team review the following for 
completeness and accuracy:  


• Status of completion of all major tasks and deliverables 
• Systems functionality 
• Staffing and training 
• Resolution of any significant issues 


Prior to the review, we prepare our day-by-day deployment schedule of activities, including 
promotion of our applications to production, receipt, and processing of the enrollment file, 
transmission of enrollment information to our vendors, generation and distribution of 
recipient ID cards and materials, and numerous other activities. 


One week prior to the effective date, a Deployment Command Center team is assembled and 
daily meetings are scheduled. Together, we review the status of key start-up activities and 
deliverables and identify any potential issues or risks. Additionally, the Deployment Command 
Center staff monitors all key performance metrics for the program, including clinical services, 
operations, file exchanges, and regulatory reports. Measures are monitored daily to ensure 
our performance complies with and meets the needs of recipients and providers. Any issues 
identified are managed through our issue tracking log within the Aetna library in our 
SharePoint system. We prioritize and monitor resolution based on the impact to recipients 
and providers and regulatory or contract compliance.  
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4.1.11.13 Length of time vendor has been providing services described in this RFP to 
the public and/or private sector.  Please provide a brief description. 


With a history rich in dedication and passion for providing improved health care for States’ 
most vulnerable populations, Aetna brings 30 years of Medicaid experience in facilitating 
smooth transitions from fee-for- service programs to managed care for countless providers 
and recipients. During this time, we have successfully partnered with States and local 
communities to improve quality of care, increase choice and access to care, improve 
utilization of services, and reduce costs, with the overarching objective of improving the 
health and well-being of the recipients we serve.  


Today, Aetna serves more than three million recipients through Medicaid managed care plans 
in 16 States, including Arizona, Florida, Illinois, Kentucky, Louisiana, Maryland, Michigan, 
Missouri, Nebraska, New York, New Jersey, Ohio, Pennsylvania, Texas, Virginia, and West 
Virginia. We have served seven of those States for more than 20 years and the eighth State 
for more than 18 years, in addition to the legacy we are building nationwide. The tables 
below show our timeline as well as our deep history of service to Medicaid recipients.  


Figure 4.1-10: Aetna Medicaid: History in the Making  
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Figure 4.1-11: Aetna’s Deep History Managing Medicaid Health Plans  


 
 


Recently, we were awarded a contract for California’s Medi-Cal managed care program in 
Sacramento and San Diego which includes coverage of the Long Term Services and Supports 
(LTSS) population in San Diego County. Aetna’s Medicaid organization is an experienced 
leader in the managed care industry. We are keenly focused on improving health care 
outcomes for our recipients through coordinated, individualized care. We possess the 
seasoned leadership, knowledge, tools, technologies, policies, and procedures necessary to 
successfully implement, administer, and manage Nevada’s program. Most importantly, we 
have committed and experienced staff members who are dedicated to making a positive 
impact on the lives and well-being of every Nevada Medicaid recipient. 


Aetna Inc.  
Aetna has been providing quality, reliable services to businesses, individuals, and 
governments since 1853, when Aetna Life Insurance Company, a wholly owned subsidiary of 
our parent company, Aetna Inc., was incorporated.  Aetna Life Insurance Company has over 
160 years of experience and has served Nevada communities since 1904 (112 years).  


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services 


requested in this RFP, including specific experience with the following: 


Aetna remains at the forefront of the delivery of successful Medicaid program solutions 
across the nation. For more than three decades, we have collaborated with our State 
customers to establish Medicaid programs tailored to the specific benefit and program  
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needs of each State. We continue to forge meaningful partnerships with the creation of 
effective solutions that fully address the challenging health and social issues of our  
Medicaid recipients.  


As a pioneer in managed Medicaid programs for TANF and LTSS/ABD populations, we are 
committed to improve recipient access to medically necessary services, to manage service 
utilization to affect healthy outcomes, and to decrease operational costs through streamlined 
claims processing and auto-adjudication.  


Aetna is a seasoned leader in the integration of effective care—we authored the “roadmap.” 
An early champion of true integration of behavioral and physical care, our Arizona 
collaboration between Mercy Maricopa Integrated Care (MMIC) and Mercy Care Plan serves 
as a prime example of a highly visible model of integration that the nation is watching. 


State Contracts 
Today, Aetna serves more than three million recipients through Medicaid managed care plans 
in 16 states (Figure 4.1-12), including Arizona, Florida, Illinois, Kentucky, Louisiana, Maryland, 
Michigan, Missouri, Nebraska, New York, New Jersey, Ohio, Pennsylvania, Texas, Virginia, 
and West Virginia. Recently, we were also awarded a contract for California’s Medi-Cal 
managed care program which includes coverage of the LTSS population in San Diego.  
The map that follows depicts those States where our Medicaid Plans operate and the  
covered populations.  


Figure 4.1-12: Aetna Medicaid’s Managed Care Footprint 
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ACA Experience: Medicaid Expansion 
Aetna has supported the Administration’s efforts to implement the Affordable Care Act (ACA) 
and extend coverage to all Americans. Since the passage of the ACA, we have worked 
collaboratively and tirelessly to extend Medicaid in nine States, including Arizona, Illinois, 
Kentucky, Louisiana, Maryland, Michigan, New Jersey, Pennsylvania, and West Virginia. We 
have established covered benefits in accordance with the State’s requirements and have also 
developed the necessary enrollment processes, written policies and procedures, system 
configuration, and tracking mechanisms necessary to support the new population. We have 
established Case management programs to serve the working poor. We coordinate their care 
and support the continuity of that care as recipients move between Medicaid and other 
Health Insurance programs or Health Insurance Exchanges (HIXs).  


In States such as Iowa and Pennsylvania which have changed their approaches over time, we 
have been flexible in working with the States to accomplish their goals for Medicaid 
expansion. We are prepared to do the same for other State clients as the national health care 
environment evolves.  


ACA Experience: Health Insurance Exchanges 
Since 2014, we have been part of the Alpha team, a select group of carriers that meets twice 
each week (and once per month in person) with CMS technology leads to partner on the 
development of the road map, testing, issue identification, and remediation. We have a 
strong and steady voice in the Alpha meetings. Our experience extends to collaborating with 
CMS for legislative evolution that fosters sustainability and affordability.  


We benefit from the lessons we have learned from the many States where we have 
participated in Health Information Exchanges. In our experience, the needs of recipients of 
those QHPs closely mirror those of Medicaid recipients, as opposed to commercial recipients. 
Our ability to learn from the past and look to the future affords us the experience necessary 
to fully meet the State’s goals of serving populations that may churn between our Nevada 
Medicaid managed care organization, the transition QHP, and other insurance. We stand 
ready to implement a Silver Plan QHP in Nevada and look forward to collaborating with  
the State.  


Our pioneering history, national Medicaid managed care experience, and our Health 
Insurance Exchange experience, all support our readiness to implement and scale our 
Medicaid managed care organization to meet the needs of the State and its recipients and 
health care consumers. We are highly skilled in the management of the administrative, 
operational, and clinical requirements described in the RFP’s Scope of Work. Additionally, we 
are practiced in offering solutions that align with the goals of the State and the three aims of 
Health and Human Services’ National Quality strategy, including:  


• Better Care: Improve the overall quality, by making health care more patient-centered, 
reliable, accessible, and safe 
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• Healthy People/Healthy Communities: Improve the health of the U.S. population by 
supporting proven interventions to address behavioral, social and, environmental 
determinants of health in addition to delivering higher-quality care 


• Affordable Care: Reduce the cost of quality health care for individuals, families, 
employers, and government 


National and Local Initiatives  
Over its 30-year history, Aetna has initiated a host of solutions to support the goals and needs 
of our State Medicaid customers, many of which directly align with the State’s objectives. In 
Table 4.1-2 that follows we list the State’s objectives and our existing solutions to achieve 
those objectives. Some of these initiatives are offered within our State Medicaid programs as 
enhanced programs and services (value-added services) and are included in our proposal to 
the State.  


Table 4.1-2: DHCFP Objectives and Aetna’s National Initiatives 


DHCFP OBJECTIVE SOLUTION 


Improve recipient 
access to medically 
necessary covered 
services 


• Geo-access mapping and network sufficiency strategies  
• Use of licensed clinical social workers and advanced practice nurses to expand access 
• Robust Telehealth (MD Live) programs 
• Recruit Medicaid and HIX provider networks 
• Establishment of single case agreements to support access 


_____________________________________________________________________ 


The following access to medically necessary care solutions are enhanced programs and 
services offered in some of Aetna’s State Medicaid programs; these programs and services 
will be included in the Nevada Medicaid program proposed to the State. 


• Deployment of community health workers throughout the community to link recipients to 
health care services  


• Provision of Tribal Network Liaisons to tribal nations as the single point of contact for the 
delivery of health care services 


• Expansion of Non-Emergency Transportation (NET) 
• Free cell phones with 350 minutes per month, free unlimited texting, and free calls to 


Recipient Services: available to recipients 18 and older; no prior authorization required.  
• School-based health services through the promotion of use of school-based dental care 


through FQHCs with mobile units; partner with school clinics to close gaps; partner with 
Federally Qualified Health Centers (FQHC) that offer mobile units to deliver basic and 
essential services 


• Telemedicine to increase access to acute and psychiatric services 


Provide recipients 
choices for managed 
health care 


• Implement managed care program 
• Network expansion of Nevada providers who accept Medicaid by having Aetna 


Commercial network participants accept Medicaid 
• Implement a transition QHP MCP 


Manage the utilization 
of services to achieve 


• Establish Fully Integrated Systems of Care (FISOC) 
• Conduct evidence-based predictive modeling  
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DHCFP OBJECTIVE SOLUTION 


health outcomes, 
including prevention 
and early intervention 
through case 
management and 
effective outreach 
programs 


• Provide care gap reports to support outreach and wellness services 
• Partner with ACOs, FQHCs, RHCs, PMHCs, and CMHCs for case management  
• Facilitate statewide community-based care coordination for high-risk and acuity recipients 


through Nevada Health Care Access  
• Meet the Triple Aim by supporting the appropriate level of medically necessary care for 


low-acuity 911 callers through REMSA 
• Implement emergency department diversion programs 
• Establish readmission prevention programs 
• Develop level of care and transition programs 
• Operate OB case management and Neonatal Abstinence Syndrome programs 
• The following prevention solutions are effective enhanced programs and solutions 


offered in some of Aetna’s State Medicaid programs; these programs and services will 
be included in the Nevada Medicaid program proposed to the State. 


• Adult vision exam and eyeglass  
• Diabetes care incentives  
• Healthy kids incentivizing recipients  
• Healthy teens wellness rewards  
• Healthy adult wellness rewards  
• Hypoallergenic bedding  
• Medication adherence program for chronic illness  
• Nurse advice line  
• Weight loss program incentives  
• Tobacco-free incentives for youth  
• Mental health follow-up visit incentives  
• PROMISE pregnancy program incentives 
• Annual school and sports physical exams  
• Better breathing extra inhaler 
• Breast cancer genetic screening and procedure coverage  


Reduce operational 
costs to include cost-
avoidance initiatives 


• Create and manage a comprehensive fraud, waste, and abuse program 
• Increase claims auto-adjudication rates 
• Simplify credentialing processes 
• Establish pharmacy lock-outs 
• Establish a network of medication assisted treatment providers 


Streamline and 
simplify Medicaid and 
Nevada Check Up 
health care program 
administration and 
encouraging provider 
participation 


• Implement value-based payment solutions with providers 
• Build a comprehensive Medicaid network 
• Simplify credentialing  
• Streamlining Prior Authorization processes  
• Create multi-pronged approaches to provider training including face-to-face, webinars, 


use of Relias Learning Management Systems  


Enable continuity of 
care coordination 
between health care 
systems, including (but 
not limited to) the 


• Silver Qualified Health Plan that meets the MCO Transition QHP requirements on 
Nevada’s exchange 


• Encourage provider participation in HIEs 
• Provide comprehensive Integrated Care Management programs 
• Implement CareUnify™ to support coordination with hospitals, FQHCs, PCMH’s, CMHC’s, 
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DHCFP OBJECTIVE SOLUTION 


State and/or Federal 
HIX 


and large practice groups


Provide and implement 
a process for 
continuous quality 
improvement 


• Provide a corporate and contract-wide approach to continuous quality improvement 
through a committee governance structure 


• Maintain focus on total population health and health disparities through the use of an IT 
platform that facilitates coordination of care for one individual or a cohort of recipients 


Provide integrated 
medical, behavioral, 
and social components 
of care to achieve 
optimal outcomes  


• Operate a Fully Integrated Systems of Care (FISOC) that changes the paradigm of case 
management 


• Partner with CMHCs to facilitate holistic care 
• Use community partnerships to meet social determinants of health 
• Offer mobile health clinics 
• Implement population-specific programs, such as those for children in the foster care 


system, persons with serious mental illness 
___________________________________________________________________ 


The following behavioral and social solutions are effective enhanced programs and services 
offered in some of Aetna’s State Medicaid programs; these programs and services will be 
included in the Nevada Medicaid program proposed to the State. 


• Housing Specialist to support stable housing for the homeless 
• Mental health first aid training to first responders 
• Employment Specialist 
• Peer specialists to provide “lived experiences” to our recipients to promote recovery and 


resilience 
• Educational workshops and life coaching at our regional wellness centers to support 


healthy living 
• Data base of state-wide community supports  
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A. Managing a network of Medicaid Providers; 


Aetna builds comprehensive provider networks to meet 
the complex health, cultural, and geographic needs of our 
Medicaid recipients. We successfully manage our 
comprehensive provider networks to ensure high quality, 
culturally diverse, credentialed and geographically 
accessible provider groups with the goal of increased 
access and choice for recipients. We are experienced in 
establishing multiple payment strategies for our Medicaid 
provider network, including full and partial risk, 
capitation, fee-for-service, and bundled services. These 
are based on the type of provider, panel size and, in some 
instances, the provider’s NCQA designation. Aetna’s 
network includes large hospital systems, ACOs, FQHCs, 
CMHCs, PCMHs, specialty, and community providers, 
among others.  


Building and Implementing Medicaid Networks  
We are experienced in the creation and execution of successful network development plans. 
For example, in 2014 we built a statewide Medicaid provider network in Louisiana in just nine 
weeks. We contracted with 8,500 providers in anticipation of supporting up to 250,000 
recipients. Our ability to recruit providers in a short period of time was due to our national 
reputation for short turnaround times for credentialing, claims payments within 30 days, and 
industry-leading auto-adjudication rates. 


In addition to contract with providers, we also informed and trained them over the course of 
that nine-week period. We educated them about the Louisiana Medicaid program, the 
covered services available to recipients, and the providers’ responsibilities as network 
participants. The contract was implemented timely and with network sufficiency.  


For our provider network implementations for new systems of care in Arizona, Illinois, 
Kentucky, Ohio, and New York, we applied our proven implementation methodology. While 
our techniques are rigorous, they are also flexible to meet the unique needs of any contract. 
We recognize that the implementation of a provider network for a new system of care often 
means bringing new provider types, services, and payment methods into our network. This 
requires system configuration changes that include pre-planning, high-level hardware and 
software capacity planning, resource planning, and system readiness preparation. It creates 
an infrastructure that both lays the foundation for and expedites subsequent implementation 
activities. 


As a readiness step to manage a network of providers, we employ the same processes in each 
new Medicaid health plan market that we enter. To develop our network, we use both 
quantitative and qualitative data to project network needs, goals, and performance targets, 


Aetna is a pioneer in the use 
of value-based programs 


which are implemented in all 
of its Medicaid managed care 


plans. In some of State 
Medicaid contracts, as many 


as 85% of our Medicaid 
providers participate in our 


value-based programs. 
Nationally, we have 15,600 
providers participating in a 


variety of value-based 
program types.  
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and establish measurement methodologies to address priorities. We use our Recipient and 
Provider Advisory Committees to involve recipients, family members, providers, and key 
community stakeholders in our development efforts. In addition, we: 


• Build a list of targets we intend to contract with using State-specific utilization data 
• Collaborate with provider organizations for contracting 
• Review provider contracts before finalizing to determine activities needed to 


operationalize them 
• Load and track approved contracts in our contract system  
• Monitor our network composition to meet requirements 


Improving Network Quality 
We are committed to continuous quality and recipient satisfaction improvement and 
understand that provider relationships and education are significant contributors. Through 
our 30+ years of experience managing Medicaid Health Plan networks, we recognize the 
importance of our Provider Relations Liaisons (PRL) team. 
These staff members meet with providers in their offices 
with the goal of improving the experience between 
providers and recipients and to give providers additional 
support. Provider Relations Liaisons address barriers the 
provider has encountered preventing engagement with 
our recipients, collaborate to identify causes, and develop 
solutions or interventions to improve the efficiency and 
effectiveness of the provider/recipient relationship. In 
addition, they provide opportunities for ongoing provider 
learning through the Relias Learning Management 
System which supports provider development of cultural 
awareness and understanding of the social and complex health needs our recipients face.  


Assessing and Maintaining Network Standards  
Across our Medicaid health plan contracts, we use a variety of mechanisms to verify 
compliance with network standards and develop interventions to address gaps,  
as appropriate:  


• Distance standards: We use Geo-Access® reports for measuring and monitoring 
• Appointment and after-hour access: Our staff conduct random telephone surveys of 


provider offices to make sure that they are maintaining scheduled office hours  
• Cultural competency training: We recognize the importance of provider cultural 


competency to the recipients we serve. As an example of our commitment, we offer our 
Mercy Maricopa contracted providers access to the Relias Learning Management System 
where they receive Web-enabled cultural competency training free of charge. An 
additional library of free trainings on evidence-based practices is also included.  


• PCP access: PCP to recipient ratios are reviewed by service area to determine needs. 


To illustrate the success of our 
processes to achieve network 
sufficiency, in the most recent 


External Quality Review 
Organization evaluations of our 


Medicaid Health Plans in 
Maryland, Nebraska, and West 


Virginia we received 100% on all 
EQRO elements, including access 


and availability.  
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• When deficiencies are identified a host of recruitment efforts are undertaken, including 


contracting with our commercial network of providers, reviewing rates and offering 
incentives for participation when necessary 


• Urgent care centers access: We monitor the number of urgent care center contracts 
needed to support our enrollment numbers. For example, we recently recognized a need 
to increase the number of Urgent Care Centers in one of our States to increase access to 
lower levels of care and reduce emergency department utilization. Therefore, we have 
contracted with CVS’ national network of Minute Clinics.  


• Pharmacy access: Quarterly, we analyze the GeoAccess® data supplied by our pharmacy 
network CVS Health to be sure that recipients have adequate access to routine and 
specialty drugs 


• Hospitals access: We review access and availability of our tertiary facilities. We are 
contracted with over 5600 hospitals nationally  


Recruitment Strategies 
Timeliness of credentialing processes and timeliness of claims processing is important to 
providers during the recruitment process. Once a completed credentialing packet is received, 
Aetna’s turnaround time is 45 days, while the industry standard is 90 days and 60 days the 
gold standard. 


In the second quarter of 2016, 96.6% of our claims were processed within 30 days. From the 
first quarter of 2015 forward, we have consistently processed between 96.4% and 97.3% of 
our claims within 30 days. In the second quarter of 2016, 87.3% of our claims were auto-
adjudicated. From quarter one of 2015 forward, we have continuously moved our auto-
adjudication rates forward.  


Table 4.1-3: Timely Claims Payments 


Year Q1 Claims Processed 
in 30 Days 


Q2 Claims Processed 
in 30 Days 


Q3 Claims Processed 
in 30 Days 


Q4 Claims Processed 
in 30 Days 


2015 96.4% 96.6% 97.3% 97.1% 


2016 96.8% 96.6% Reported in Oct. 2016 Reported in Jan. 2017 


Table 4.1-4: Claims Adjudication Rates 


Year Auto Adjudication 
Rate Q1 


Auto Adjudication Rate 
Q2 


Auto Adjudication 
Rate Q3 


Auto Adjudication 
Rate Q4 


2015 81.6% 82.9% 82.9% 82% 


2016 85.4% 87.3% Reported in Oct. 2016 Reported in Jan. 2017 
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The turnaround times for credentialing, along with our timeline claims payment and auto-
adjudication rates will support our ability to effectively recruit Medicaid providers.  


Building upon Aetna’s Nevada Commercial Network 
Our experience in other States such as Louisiana, where we ramped up a Medicaid network of 
8,500 providers in nine weeks, has taught us that the best starting point for provider 
recruitment is our existing commercial network. Aetna operates a significant and diverse 
commercial network in Nevada. Statewide, this network includes 90 hospitals, 3,200+ PCPs, 
and 500+ OB/GYNs. Because of the number of commercial providers in our network, we are 
confident in our ability to quickly ramp up a Medicaid network in Nevada. The table that 
follows depicts our Nevada commercial network by provider type. 


Table 4.1-5: Current Commercial Network Footprint Provider List 


Provider Type Clark Washoe All Others Combined 


Hospitals (Total) 37 45 8 90 


Acute Care Hospitals 22 30 5 57 


Pediatric Hospital 1 5 1 7 


Psychiatric Hospital 6 2 1 9 


Rehabilitation Hospital 0 5 1 6 


Specialty Hospital 8 3 0 11 


PCPs (Total) 952 1,919 343 3,214 


Family Medicine/Family Practice 183 349 172 704 


General Practice 81 12 2 95 


Internal Medicine 497 1,218 113 1,828 


Pediatrics 191 340 56 587 


Obstetrics and Gynecology 232 252 28 512 


Neonatal-Perinatal Medicine 23 0 0 23 


Behavioral Health 583 200 0 783 


Home Health Agency 24 20 1 45 


Physician Specialties (Total) 12,049 3,790 958 16,797 
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Provider Type Clark Washoe All Others Combined 


All Others (Non-Individual Total) 361 546 66 973 


Total 13,399 6,300 1,375 21,074 


Additional Recruiting Tactics 
Table 4.1-6 highlights some additional strategies Aetna has implemented to promote provider 
recruitment. We recognize that providers often are contracted with fifteen or more insurance 
companies. Frequently, their recipient panels are spread among multiple plans, meaning they 
assume a significant administrative burden. Aetna works to simplify that burden with 
features designed to streamline processes for providers and simplify our recruiting efforts.  


Table 4.1-6: Simplifying Providers’ Administrative Burden with Streamlined Processes 


Feature Benefit 


Provider portals Contract information, frequently asked questions (FAQs), clinical guidelines—all 
available online. Filing claims, requesting authorizations, checking eligibility, and 
more—all available 24/7/365. No time wasted on the telephone. 


Network Staff Dedicated Provider Relations Representative, available for face-to-face visits, 
telephonically, or via email or text. Knowledgeable, helpful, and highly mobile staff to 
support the needs of providers. Providers can call them directly—no need to go through 
an endless 1-800 call tree.  


Provider training Multiple training modes are available: face-to-face at the provider’s office, at local 
provider meetings, via our web-based Learning Management System or via our 
webinars.  


Provider 
credentialing  


Provider credentialing, is streamlined approach moves providers through credentialing 
quickly.  


Monitoring Access to Care and the Network 
As a pioneer Medicaid health plan organization, we have developed tools for monitoring 
compliance with access standards, appointment wait times, after-hours standards, and 
administrative details, including: 


• Monitoring overall network adequacy using GeoAccess® and other reporting  
• Monitoring recipient complaints, grievances, appeals, and satisfaction data related to 


appointment wait times 
• Reviewing the annual appointment availability survey and report  
• Reviewing the annual after-hours study and report 
• Verifying providers are enrolled in Medicaid and have a valid ID number 
• Obtaining information about ownership and control 
• Identifying excluded providers and persons convicted of crimes 
• Including quality and utilization measures in the recredentialing process 
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In instances where a network provider is unable to meet access or appointment availability 
standards, Aetna’s network team:  


• Conducts provider education regarding the standards 
• Works with the provider to resolve the issues 
• Locates additional providers to meet recipient needs 
• Initiates recruitment efforts to add providers 


Table 4.1-7 provides an example of monitoring at the plan level. It shows results of the 
appointment availability survey conducted with a random sample of providers for the period 
of July 1, 2014, through June 30, 2015 in one of our health plans similar in population and size 
to Nevada. These results indicate the plan’s network met current appointment availability 
requirements at the level of 99.3% to 100% and no corrective actions were required. 


Table 4.1-7: Appointment Availability (July 1, 2014 to June 30, 2015)  


Provider Type Appointment Type Average Standard % Results 


Primary Care Provider 
(PCP) (475 PCPs 
surveyed) 


Emergency services 24/7 99.9% 


Urgent care Same business day 99.9% 


Non-urgent preventive 
care 14 working days 100% 


After-hours care 27/7 100% 
High Volume Specialist 


Routine Care 30 working days 99.3% 


OB/GYN (75 OB/GYNs 
surveyed) 


First trimester maternity 
care 14 working days 100% 


Second trimester 
maternity care 7 working days 100% 


High-risk maternity care 3 working days 100% 


We are also experienced in monitoring our Medicaid health plan contracts for adherence to 
State and Federal requirements and for quality. The following details numerous activities that 
encompass our provider management processes. 


Table 4.1-8: Provider Network Monitoring Tools 


Activity Description 


Geo Access Reports We review GeoAccess® reports monthly which measures PCPs, Specialists, Hospital, 
Behavioral Health, Dental and Vision against the State geographical access standard 
requirement. 


Conducting Provider 
Secret Shopper Surveys 


We survey providers by telephone about their appointments and after-hours access 
for primary, maternity, high-volume specialty care and behavioral health visits, 
including 24/7 availability.  
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Activity Description 


Reviewing Providers’ 
Panel Status 


We review open panel status to confirm where new recipients can be assigned and 
identify providers who have reached their capacity or referral limits.  


Reviewing PCP to 
Recipient Ratios 


We review ratios by provider type and by region to confirm availability of an adequate 
number of PCPs 


Network Sufficiency We review utilization data for prevalent conditions, single case agreements, provider 
referral issues (availability of specialties), the providers gained and lost report, and 
unplanned network exits report to confirm sufficiency of the type and number of 
providers 


Addressing Provider 
Related Recipient 
Concerns 


We address recipient concerns by following up with and resolving issues related to 
access, appointment availability and waiting times 


Reviewing Recipient 
Grievances and 
Feedback 


We review quarterly analysis and trending of recipient grievances from the Grievance 
and Complaint report to identify any potential availability or accessibility issues; 
performing root cause analysis; and developing corrective action plans, if necessary. 
Additionally, we receive input from Recipient Advisory Committee findings, recipient 
survey results that include questions regarding access, appointment availability and 
waiting times, non-participating prior authorizations and out-of-network requests 


Addressing ED Overuse We monitor and identify recipients who may be using the Emergency Department (ED) 
for non-emergent conditions and who may benefit from case management and 
education on alternative urgent care and after-hours practice options.  


Compliance with 
Practice Guidelines 


We measure and monitor providers to confirm they are working within the scope of 
their license and following plan’s policies and procedures, including following practice 
guidelines. Provider utilization profiles and input from medical management are 
utilized to identify those practices that are struggling or not compliant with 
requirements.  


Conducting Provider 
Directory Audits 


We conduct monthly audits to confirm accuracy of provider listings and make weekly 
updates to online Provider Directories to reflect changes in demographics and panel 
status 


Conducting Provider 
Network Reviews 


We review provider network and recruitment activities of provider, behavioral, dental 
and vision health networks monthly 


Conducting Network 
Panel Studies with 
Stakeholders 


We conduct network access and availability studies for hospital, primary care, OB/GYN 
(pre and post-natal care), high volume specialty care, emergent care, urgent care, 
home health care, dental, and behavioral health.  


Interdisciplinary Team 
Collaboration 


 


Our Medical Management, Network Contracting, Provider Relations, Recipient 
Services, and Quality teams review and collaborate on a monthly basis to identify any 
access or capacity concerns and address special needs such as vendors who specialize 
in complex pediatric home care, autism, and/or specialized pediatric wheelchairs 
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Improving Capacity 
As previously noted, in instances where a network provider is unable to meet access or 
appointment availability standards, Aetna and its subcontractor Provider Service teams: 


• Conduct provider education regarding the standards 
• Work with the provider to resolve the issues 
• Locate additional providers to meet recipient needs 
• Conduct recruitment efforts to add providers 


Provider Services Representatives review standards with any network provider who is non-
compliant. We then re-survey the provider within three months. Additionally, to improve 
provider capacity we: 


• Pay additional dollars for providing after-hours services 
• Incorporate requirements for open panels and extended office hours into the PCMH and 


ACO/Shared Savings/VBS models paid for by a monthly PMPM allowance 
• Contract for and collaborate with university systems to provide telemedicine services 


We look forward to partnering with providers to support improved health outcomes for 
Nevada Medicaid recipients. In addition more than 200 community organizations we have 
visited, Aetna has received 38 letters of community support and has met with providers to 
discuss value-based programs that will incentivize providers to achieve higher standards of 
patient care, pursue increased Medicaid recipient education and understanding, and pursue 
medical home arrangements.  


NCQA Certified Credentialing Process 
Aetna adheres to NCQA credentialing standards. Our policies and procedures reflect all 
necessary requirements established by NCQA. We use the Council for Affordable Quality 
Healthcare Universal Credentialing Data Source. Our process supports superior quality 
standards through extensive practitioner data collection, business criteria assessment and 
primary source verification. Nationwide, we process credentialing applications from  
all provider types within 45 calendar days of receipt of a completed application to  
committee decision.  


Our processes include monitoring for State Board sanctions, loss of license, and Office of 
Inspector General reporting, among others. During recredentialing, we review reports from 
the Department of Health and Human Services; recipient pre-appeals; appeals and 
complaints, utilization review outliers; claims history; internally identified potential quality of 
care concerns; and identified non-standard procedures.  


Initiating Value-Based Programs  
Aetna is transforming its provider incentive model, measuring what matters most and 
providing an opportunity for many provider types to be rewarded for effective and efficient 
care, while helping to transform the delivery system. Our value-based solutions (VBS) 
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incentive model includes not only primary care but expands into the other treatment venues 
and provider types such as behavioral health, Community Mental Health Centers, Federally 
Qualified Health Centers, Rural Health Centers, and certain high-volume specialists. While 
value-based programming may be challenging for some of these provider types, Aetna has 
extensive and proven experience with these models in its commercial, Medicare Advantage, 
and Medicaid lines of business, with over 800 agreements in place across all lines of business 
and over 15,600 individual providers participating in our VBS. 


To successfully care for our Medicaid recipients across the 
county and provide high quality integrated care, we 
support the development of the key competencies of 
PCPs, FQHCs, RHCs, CMHCs (with demonstrated 
integration of physical health), integrated delivery 
systems, and select specialty care providers across the 
nation. We measure performance of each PCMH on 
continued execution of key measures: readmission rate, 
extended hours, e-mail to recipients, Emergency 
Department (ED) visit rate, annual visit rate, and 
medication reconciliation. We package the program with 
the standard Pay for Quality (P4Q) Program as an incentive to providers to progressively 
enhance their PCMH capabilities. All eligible practices then receive a monthly care 
coordination fee. We base targets and baseline rates on market dynamics. 


While participation rates in VBS vary across Medicaid plans, we are seeing high penetration 
rates of VBS in some of our plans. For example, in Arizona where we have a large 
concentration of Medicaid TANF and CHIP recipients, 85% of the network currently 
participates in VBS.  


Through our experience, we find that six key factors drive the adoption and success of any 
VBS or provider incentive program. They are: 


• Goal alignment: Align the State’s quality improvement goals with incentives to reward 
providers for quality and health care outcomes 


• Provider engagement: Meet providers where they are in their capabilities and tailor 
incentive programming to match their infrastructure. Develop and give opportunities to 
ALL providers to participate in incentive programming, regardless of practice types. This is 
where engagement begins 


• Integrated care management: Coordinate the actions of recipients, caretakers, and 
providers through an integrated care team model approach that drives quality outcomes 


• Analytics and data sharing: Share actionable data to allow providers to manage recipient 
health needs and close gaps in care 


• Health care technology: Provide innovative tools and applications to enhance and 
advance provider capabilities, giving providers greater visibility into patients’ health care 
activities 


Aetna has extensive and proven 
experience with these models in 


its commercial, Medicare 
Advantage, and Medicaid lines 


of business, with over 800 
agreements in place across all 


lines of business and over 15,600 
individual providers 


participating in our VBS.  
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• Recipient engagement: Share critical health care information with recipients to empower 
and encourage active participation to promote self-management 


Expanding VBS to Non-Traditional Providers 
Aetna already is committed to expanding and further developing innovative payment and 
incentive models to include non-traditional providers as well. One example is our work with a 
nationally recognized home health provider to develop a value-based payment model that 
specifically addresses the needs of complex recipients, especially highly complex newborns 
with significant skilled and unskilled support needs. We plan to initially finalize a  
Pay-for-Quality (P4Q) arrangement that will include emergency department (ED) visit  
and readmission reduction goals—and we are discussing how we may be able to evolve  
into a shared savings/episodic/bundle arrangement once we obtain baseline metrics under 
the P4Q model. Our goal is to improve access and quality and reduce costs, thereby 
transforming care delivery.  


Approach 
We begin our approach to a comprehensive VBS strategy based on collaborative relationships 
with the provider community. Our goal is to engage providers in our core programs, where 
they make sense. We follow with the development of programming that encourages 
participation with additional provider types (such as non-traditional provider types), beyond 
the primary care realm. Our core programs include the following: 


• Pay-for-Quality (P4Q) which rewards providers for achieving better performance on a 
broad spectrum 
of HEDIS and utilization metrics for their Aetna recipient panel 


• Patient Centered Medical Home (PCMH) which helps 
address the complex health needs of the entire 
community through a highly coordinated system of 
care, including comprehensive primary care, specialty 
care, acute care, behavioral health integration, and 
community services 


• Accountable Care Organizations (ACO) which rewards 
providers for access, affordability and quality of care in either a gain share, risk share or 
full-risk manner 


Aetna has met with approximately 20 providers and organizations to discuss value based 
contracting arrangements that will incentivize providers to achieve higher standards of 
patient care, pursue increased Medicaid recipient education and understanding and pursue 
medical home arrangements.  


Progressing to Full-Risk Contracts 
Aetna recognizes the benefits of full-risk contracting to improving quality, decreasing costs 
and improving the care experience. We also know that for many practices the move to full 


Aetna paid out  
over $700,000 to Missouri 


PCMHs in a  
12-month period  
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risk contracting includes a progression from P4Q, to PCMH to ACO. As demonstrated in Figure 
4.1-13, we support practices through these steps, engaging them and offering guidance and 
support throughout the progression.  


Figure 4.1-13: Provider Incentive Progression to Improve Access, Quality, and Affordability  


 


Managing Out-of-Network and Single-Case Agreements  
Aetna’s State Medicaid network administrators make every effort to encourage providers to 
become enrolled as a Medicaid provider. In States such as Nevada where we operate 
Commercial Networks we work closely with our commercial providers in an effort for them to 
accept Medicaid – this step universally increases access for our Medicaid recipients.  


At the outset of a Medicaid contract, some providers delay in enrolling in Medicaid or in 
accepting a provider contract. In such instances, we maintain continuity of care in accordance 
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with State requirements and in the best interest of our recipients through our out of network 
agreements. 


While single-case agreements are not the preferred method, they are often-times necessary. 
In cases where the recipient has complex needs that cannot be managed by a network 
provider to the degree needed, a single-case agreement will be offered so our recipients’ 
needs can be supported. To facilitate consistency, our written and documented Policies and 
Procedures describe Out of Network services and Single Case Agreements.  


B. Managed care programs for Medicaid recipients   


Managed Care Administration and Operation 
We have administered and operated recipient-focused and quality-driven Medicaid managed 
care programs since 1986. Currently, we provide Medicaid Health Plans in 16 States as shown 
in Table 4.1-9. We cover a full-range of Medicaid populations, including TANF, CHIP, ABD/SSI, 
LTSS, Duals, ACA, and BH Carve-in.  


Table 4.1-9: Overview of Aetna’s Medicaid Program Experience 


State/Population 
Served 


TA
N


F 


CH
IP


 


AB
D/
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I 
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SS
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AL


S 


AC
A 


BH
 C


AR
VE


 IN
 


Arizona ● ● ● ● ● ● ● 


Florida ● ● ● ●   ● 


Illinois ●  ● ● ● ● ● 


Kentucky ● ● ●   ● ● 


Louisiana ● ● ●   ● ● 


Maryland ● ● ●   ● ● 


Michigan ● ● ● ● ● ● ● 


Missouri ● ●     ● 


Nebraska ● ● ●     


New Jersey ● ● ● ●  ● ● 


New York    ● ●  ● 


Ohio    ● ●  ● 
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State/Population 
Served 
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Pennsylvania ● ● ●   ●  


Texas ● ●     ● 


Virginia ● ● ●    ● 


West Virginia ●     ● ● 


We have a deep history of providing a broad range of Medicaid programs across these  
States, including: 


Table 4.1-10: Aetna’s National Medicaid Programs 


• ACA Medicaid Expansion 
• Aged, Blind and Disabled (ABD) 
• Children in foster care 
• Children with special needs 
• Children's Health Insurance Program (CHIP) 
• Developmentally Disabled (DD) 
• Individuals with general or serious mental illness 


(GMH/SMI) 


• Substance abuse 
• Long Term Care (LTC) 
• Long-Term Support Services (LTSS) 
• Medically and clinically needy 
• Medicare-Medicaid dual eligible 
• Medicare Special Needs Plan (SNP) 
• Temporary Aid to Needy Families (TANF) 
• Working uninsured 


Administering Medicaid Programs: Aetna’s Unique Perspective 
Our administrative experience in delivering and operating managed care programs for 
Medicaid recipients gives us a unique perspective. We understand the specific differences in 
each State’s Medicaid programs and manage our contracts and administer our programs 
accordingly. We operate the full continuum of Medicaid populations and programs 
nationwide.  


In every State where we operate, with the exception of two, behavioral health services are 
“carved into” our Medicaid contracts, enabling us to understand the provider challenges 
associated with integration and the strategies, such as P4Q that make it work. The 
operational integrity and individualized approaches necessary to manage LTSS and ABD 
populations is significant. It broadens our scope and extends our Medicaid health plan 
infrastructure, but also facilitates our understanding of the true meaning of “social 
determinants of health.” This background makes us a better Medicaid partner to our State 
customers who are looking for solutions for complex populations.  


Our wide breath of experience gives us the contextual framework, administrative, clinical and 
operational infrastructure necessary to support Nevada’s TANF and CHIP populations and to 
expand into Managed LTSS in the future, should the State decide to do so.  
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Table 4.1-11 provides a brief description of our administrative and operational services that 
support managed care programs. 


Table 4.1-11: Administrative and Operational Services Supporting Managed Care Programs 


Services Examples of Functions 


Administrative Services • Contract compliance 
• Regulatory compliance, including fraud, waste, and abuse services 
• Claims management 
• IT Infrastructure, services, and support 
• Finance and Accounting 
• Human Resources 
• Subcontractor oversight 
• Recipient Services and enrollment 
• Program Integrity 


Finance • Budget 
• Actuarial Support 
• Accounts Payable and Receivable 


Provider Services/Network 
Management 


• Contracting, including ensuring access and quality standard are met 
• Value Based Solutions 
• Provider Relations 
• Credentialing 
• Access to Care 
• Network Development and Adequacy 


Case management • Integrating primary care, specialty care, vision care, and behavioral health 
care needs 


• Improving access to care for recipients with barriers (e.g., providing 
transportation to doctor appointments) 


• Conducting community-based outreach 
• Behavioral Health Crisis management 
• Coordinating with Tribal Organizations 
• Offering employment, housing and peer support services 
• Ensuring coordination of care for recipients with special needs  


Utilization Management • Over- and under-utilization 
• Programs to reduce readmissions and emergency department use for non-


emergent situations 


Quality Management  • HEDIS Measures and Reporting; Effectiveness Measures;  
• Quality of Care 
• NCQA Accreditation  
• Quality Improvement Programs 
• Subcontractor Quality 
• Grievance and Appeals 
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Medicaid Programs for Special Populations 
We have chosen to highlight the following programs for specialty populations because they 
are serve recipients who have needs similar to those of Nevada’s managed care recipients.  


Neonatal Abstinence Program 
We are committed to identifying and addressing health care issues, particularly for pregnant 
and post-partum recipients and their babies. The incidence of maternal opiate use and 
Neonatal Abstinence Syndrome (NAS) has increased dramatically in the last decade. Aetna 
believes it is important to engage pregnant women with substance use disorder in prenatal 
care, screen them for co-occurring behavioral health diagnoses, and provide appropriate 
referrals to optimize care for these women and their babies. We developed and implemented 
a specialized case management program, known as the Neonatal Abstinence Syndrome (NAS) 
Program, designed to identify pregnant women with significant substance use, including 
opiate addiction. Our clinical case management team works with these women throughout 
the pregnancy to engage them in substance use treatment, help them stay in treatment for 
the duration of their pregnancy and the year after delivery. As is or standard, they are also 
screened for other mental health disorders and referred for behavioral health specialty care 
as needed. The same care manager follows the baby in the hospital and for the first year of 
life, whether or not the baby has NAS. Where fully implemented this approach has been 
shown to reduce the incidence of NAS, reduce the length of NICU stay for those babies with 
NAS, and promote health of the mother and baby during the critical first year of life.  


In April of 2015, the program was implemented in our Pennsylvania Plan. In April of 2016, we 
began collaborating with the behavioral health managed care organizations in Michigan to 
implement a similar NAS program in that State. We anticipate similar outcomes after the 
implementation of the program in both Pennsylvania and Michigan. We will expand to other 
States, as appropriate.  


Figure 4.1-14: NICU Admissions per Mother 
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Recipient Success Story 
Alison, a 28 year-old pregnant woman was not attending her OB appointments and 


was using non-prescribed Suboxone instead of following a Methadone treatment 
plan for opiate addiction. She was not enrolled in a Comprehensive Substance 


Treatment and Rehabilitation (CSTAR) program, and did not respond to the initial 
case management outreach calls. When she was reached she was just over half way 


through her pregnancy at 21 weeks gestation. Through motivational interviewing 
and active listening, the care manager built a trusting relationship with Alison and 


encouraged her to grant permission for us to speak with her mother, who was 
desperate to obtain help for her daughter. At time of enrollment in case 


management, our hope was that Alison would agree to substance use treatment  
and thereby increase the likelihood she would have a healthy baby. Her opiate  
use put her at risk for preterm delivery and other pregnancy complications, but 


abruptly stopping opiates is equally dangerous for the pregnancy and the infant. 
After engaging Alison in case management, she did agree to a goal of treating  


her opiate addiction, and we helped her enroll in the CSTAR program.  
With the support of her mother and her care manager, Alison was able follow 
through with substance abuse treatment including methadone replacement  


therapy and consistently kept her OB appointments.  


Post-Intervention Outcome 


Alison attended all of her OB and CSTAR appointments. She did not have a preterm 
delivery, but delivered her baby at 37.4 weeks. The infant was admitted to NICU  


due to methadone withdrawal, but this was an anticipated outcome and  
was appropriately treated. Transportation was arranged for Alison to visit her 
newborn while hospitalized. She and her baby continued to be engaged in case 


management with the same care manager. By building a trusting relationship with 
Alison, our care manager was successful in breaking down barriers and helping 


Alison achieve the best outcome possible for her pregnancy. 


Children with Special Needs: Autism Spectrum Disorder (ASD) 
In Arizona, we operate extensive programs for children and youth who are diagnosed or at 
risk for Autism Spectrum Disorder. Through our Birth to Five program, we collaborate and 
support the State’s efforts to achieve early diagnoses and treatment. Our program includes 
Applied Behavior Analysis (ABA).  


We appreciate that ABA is an evidence-based practice that focuses on the use of techniques 
and principles to bring about meaningful and positive change in behavior. We have worked 
with AHCCCS (the State Medicaid agency), the provider community and State advocates to 
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increase the number of available ABA certified providers in the State. However, we also 
understand that ABA is not effective for all children with ASD, therefore, our program also 
includes other evidence-based behavioral interventions. To support the child remaining at 
home - we offer respite services for the families. Our provider care managers are required to 
develop recipient-specific plans of care and crisis plans which support the parent’s ability to 
manage the child’s behaviors in times of escalation. To further support children with ASD who 
also have co-occurring behavioral health staying in their homes or in the community, we offer 
a specialized rapid response program. Contracted specialty health providers who are experts 
in ASD, provide consultative services to parents and caretakers 24/7. This tactic has been 
effective in reducing the use of Emergency Rooms and crisis services for this population. 


Children Engaged in the Foster Care and Juvenile Justice Systems  
Children in the child welfare system are a special population with very individualized 
situations, thus making it challenging to coordinate their health care needs. To highlight, our 
flexibility and capability to manage very State-specific programs and approaches, we have 
chosen to present our experience working with children who are engaged in the child welfare 
system in Pennsylvania and in Arizona.  


Pennsylvania 


• These children often experience frequent disruptions in their health care when they are 
placed in the foster care system, reunited with their families, and then often placed with 
the foster care system again.  


• Due to these disruptions in their lives, which can also include the loss of Medicaid 
eligibility, often the children’s medical records are lost or slow to transfer from one doctor 
to another as they transfer between foster care situations.  


• The transitions can make continuity of care difficult.  


The responsibility of medical management for this vulnerable population lies with a foster 
family, a residential facility, or a parent who is challenged to meet his or her own social needs 
while ensuring children get the appropriate medical services. These children have a wide 
variety of health care and social needs. Most require physical health services and have 
behavioral health issues. Most of the children have the “all-important need” to be accepted 
by their peers and acting out behavioral is common at home and at school. Substance use 
disorders and teen pregnancies are high among these children.  


To effectively coordinate the care for this population we establish partnerships with State 
agencies, other health plans, providers, and stakeholders. We develop foster-specific care 
plans for children requiring mental and substance use disorders support and create specific 
policies and procedures for establishing care plans for complex foster cases requiring multiple 
combinations of care. We outreach to State child welfare staff for assistance in medical 
records sharing prior to a child’s transfer to substitute care placement.  


The care manager is responsible for reaching out to the caseworker, foster family, or guardian 
to develop a relationship and quickly identify any physical health needs or  
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gaps in care and coordinating with the EPSDT coordinator. Our checklist includes, but is  
not limited to:  


• Does the child have an existing PCP or medical home?  
• Has the child been seen by any medical specialists?  
• Does the child currently have any active prescriptions and/or DME needs?  
• Is the child currently receiving behavioral health services?  
• Has the child received regular dental services?  
• Has the child received a comprehensive health evaluation since entering substitute care 


(last 30 days)?  
• Has HIV testing been considered for the child?  
• Does the child need any EPSDT services, including but not limited to immunizations, 


hearing/vision/lead screenings, and testing for developmental delays?  


Arizona 


In Arizona, we also coordinate with the Foster Care System through our children’s system of 
care team and contracted targeted case management program. Our team members 
collaborate with the Arizona Department of Child Safety, Arizona Medicaid, other stakeholder 
organizations and our children’s system of care providers to make sure that children and 
adolescents engaged with the AZ child welfare system receive the services they need. The 
goals are:  


• To reduce the trauma of being removed from parent/s or guardian;  
• To decrease the churn in foster care placements due to the placement provider lacking the 


skills necessary to care for the child; and, 
• To increase access to behavioral health services for the child, the placement provider and 


the parent/s or guardian. 


Our contracted providers are required to conduct a Behavioral Health assessment within 48 
hours of the child’s placement, unless an emergent need is identified. When children have 
significant behavioral health needs, they may be placed in an HCTC Home (Home Care 
Training for the Home Care Client). 


• This evidence-based practice includes special training to our HCTC providers that includes 
trauma-informed principles and evidence-based behavioral management techniques.  


• It also provides children a chance to experience and practice the intimacy of family 
connections related to longer-term positive stability and permanency.  


• These children might otherwise have been placed away from their communities, including 
in out-of-state and more restrictive institutional settings.  


• Since the inception of our Mercy Maricopa Integrated Care Contract in Arizona, we have 
had very few children placed out-of-state and are committed to continuing to this trend 
which is aligned with our trauma-informed principles.  


Due to the number of our adolescents in our Arizona program who are involved in the State’s 
juvenile justice program, we contract with behavioral health providers for co-location at 
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juvenile detention centers and courts. When these adolescents are transitioning from a 
juvenile detention center back into the child welfare system, the provider staff facilitates  
the on-going behavioral health services that will be required at HCTC homes or to  
placement homes.  


A full continuum of services is offered for the foster care population, examples include: HCTC, 
Multi-System Therapy (MST), Multi-System Therapy for Youth with Problem Sexual 
Behaviors (MST-PSB), Intensive Outpatient Program (IOP), Family Psycho-social education, co-
occurring residential, residential, and traditional therapies.  


Adults with Serious Mental Illness 


Adults with Serious Mental Illness have complex needs. Their conditions impact their quality 
of life, the lives of their families and the community. In our Arizona Mercy Maricopa 
Integrated Care (MMIC) Contract, we provide fully integrated care for over 20,000 adults with 
Medicaid who are designated as Seriously Mentally Ill (SMI). This contract, which began in 
2014, was one of the first of its kind in the nation. We provide a full complement of services, 
we are responsible for providing case management for recipients who have a host of complex 
medical problems and co-occurring biologic and personality type behavioral health 
conditions. Over 40% of these recipients also have co-occurring substance use disorders.  


Our care managers coordinate with providers, provider care managers and targeted care 
managers to facilitate the full complement of services required to manage the individualized 
holistic needs of the recipients in this population. This Arizona program includes a FISOC with 
the following Health Plan employed administrators: Adult System of Care, SMI services, Crisis 
services, Housing, Recovery and Rehabilitation Services. Additionally, there is a Court 
Coordinator and associated staff who works directly with the courts and jails in Maricopa 
County to prevent jail booking for persons with SMI and when necessary to foster healthy 
community re-entry. These MMIC staff collaborates with the complement of stakeholders 
who are invested in the Arizona SMI System of Care, this includes providers, first responders 
and advocacy organizations.  


Coordinating with Tribal Nations in Arizona 
We are highlighting our experience in coordinating with Tribal Nations in Arizona because, 
similar to Nevada, the State’s population of Native Americans and Tribal Nations is above the 
National average. 


Arizona is home to 22 Tribes, each with a distinct history, language and culture as well as vast 
differences in reservation lands. Some of the Tribes within Maricopa County include: 


• Fort McDowell Yavapai Nation 
• Salt River Pima Maricopa Indian Community 
• Tohono O’odham Nation 
• Gila River Indian Community 
• Pascua Yaqui Tribe Guadalupe 
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We honor their Tribe status as sovereign nations and provide culturally appropriate and 
accessible services that address the challenges the population faces in obtaining needed care. 
We recognize the distinct culture and history that shapes each Tribe and how these influences 
can affect a recipient’s care.  


We make covered services available to American Indians regardless of whether they live on or 
off reservation and supports their choice of accessing services through our plans, the Tribal 
Regional Behavioral Authorities or an Indian Health Service (IHS) or 638 tribal providers. To 
maximize recipient choice and integrated care, we contract with tribal programs and 
collaborate with IHS and 638 providers. 


Through face-to-face meetings and ongoing communication with tribal and IHS providers, 
facilities, and stakeholders, our goal is to facilitate meaningful discussions to maximize the 
accessibility of services for American Indians in our coverage area. We establish rapport, 
improve consultation efforts with tribal governments, incorporate outreach to these 
communities, and educate American Indian recipients on the integrated health care  
delivery system.  


Our Tribal Coordinator serves as a liaison and the single point of contact regarding delivery of 
health services or any issues concerning American Indians. The Tribal Coordinator routinely 
meet with tribal leaders to build strong, collaborative relationships, addresses issues, and 
works with provider staff and tribal agencies to deliver culturally responsive services.  


Gambling Addiction 
Through our experience operating a plan in New Jersey and though our own EAP programs, 
we are aware of the devastation and toll gambling addiction can have on recipients and their 
families. We understand that this significant problem behavioral impacts many of the 
individuals who are eligible for Nevada Medicaid.  


Desert Parkway Behavioral Health Hospital in Las Vegas currently contracts with Aetna’s 
commercial line of business in Nevada. The hospital provides gambling addiction services for 
our commercial plan. We have a Letter of Support and Intent from Desert Parkway and we 
will contract with them to provide gambling addiction services for our Nevada recipients. 
They also recently held a ribbon cutting ceremony in Washoe County where they will open a 
Behavioral Health hospital next year, extending their reach.  


We anticipate being able to leverage our Commercial network as well as the experience of 
our Commercial colleagues in building a robust solution to this critical issue.  


C. Managing and Improving Health Outcomes for Program Recipients  


In our view, recipients are best served by a Fully Integrated System of Care (FISOC) which 
requires a coordinated network of physical and behavioral health care providers, as well as 
community-based organizations. Critical to the success of our FISOC approach is our recipient-
centric Integrated Care Management model which facilitates a team approach led by our care 
managers. Through more than three decades of experience, we have learned that our most 
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vulnerable, highest-risk recipients are confronted with multiple physical and behavioral 
conditions, biopsychosocial risk factors, and, in some instances, a disorganized system of care. 
Additionally, complex recipients are far less likely to respond to standard care and are best 
served by programs and clinical settings that meet their needs in a truly comprehensive 
manner. Integrated Care Management accomplishes this objective by integrating physical 
and behavioral health, addressing social determinants of health, and minimizing the 
complexity and fragmentation of services. 


Beginning with the individual recipient, our objective is to understand his or her preferences 
and goals, physical and behavioral health care needs, family and community supports, 
strengths, and any barriers impacting his or her ability to access appropriate care—all with 
the overarching objective of optimizing the recipient’s level of functioning and enabling him 
or her to maintain or achieve an optimal level of independence. Our holistic, recipient-
centered integrated case management approach is designed to meet the specific needs of 
recipients, their families, and caregivers through our care managers, PCPs, other providers, 
and community-based agencies. 


More than simply a collection of various resources, in a mature FISOC all the pieces work in 
concert to help each recipient achieve important clinical and functional outcomes: at home, in 
school, at work, in the community, and throughout life. The results are: 


• Improved health of individuals 
• Improved access to an expanded array of coordinated, community-based, culturally and 


linguistically competent treatments, services and supports 
• Re-balancing care from inpatient and long-term institutional care to home and 


community-based treatment, services & supports 
• Lower total cost of care 
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Quality Improvement Efforts to Support Recipient Health 
Quality improvement is part of every employee’s role at Aetna. We are committed to 
continuous quality improvement to the aim of improved health outcomes for our recipients. 
Our proven results are evident in consistently high NCQA status ratings and across quality, 
medical management and health equity programs. We use multiple quality improvement 
methods to support recipient health. Below, we provide examples of programs that we use to 
support the health of our recipients and the outcomes resulting from these programs.  
NCQA Accreditation 
All of our eligible plans are accredited by NCQA. Currently, 10 Aetna Medicaid plans are 
accredited, with an additional four plans in the process of accreditation completion. NCQA 
accreditation demonstrates a commitment to quality, outstanding clinical performance, and 
consumer experience. Three of our plans have achieved an NCQA accreditation level of 
“Commendable” which is only awarded to those organizations with well-established 
programs for service and clinical quality that meet rigorous requirements for consumer 
protection and quality improvement. This demonstrates our understanding of quality, both in 
terms of recipient experience and clinical and operational excellence. Table 4.1-12 indicates 
the NCQA accreditation status of our State Medicaid Programs.  


Table 4.1-12: Aetna Medicaid - Accreditation Status 


Entity Type of 
Accreditation 


Line of 
Business Product 


Scored 
on 
HEDIS 


Scored 
on 
CAHPS 


Accreditation 
Expiration 


Current 
Status 


Aetna Better Health 
of Missouri, LLC 


Health Plan 
Accreditation Medicaid HMO Yes Yes 08/12/2017 Commend


able 


Coventry Health Care 
of Florida, Inc. 


Health Plan 
Accreditation Medicaid HMO Yes Yes 05/14/2017 Commend


able 


Maryland Care Inc., 
DBA Maryland 
Physicians Care 


Health Plan 
Accreditation Medicaid HMO Yes Yes 03/04/2019 Commend


able 


Aetna Better Health 
of Kentucky 


Health Plan 
Accreditation Medicaid HMO Yes Yes 08/21/2017 Accredited 


Aetna Better Health 
of Michigan, Inc. 


Health Plan 
Accreditation Medicaid HMO Yes Yes 09/14/2018 Accredited 


Aetna Better Health 
Inc., a Pennsylvania 
Corporation 


Health Plan 
Accreditation Medicaid HMO Yes Yes 01/19/2018 Accredited 


Aetna Better Health 
of Virginia 


Health Plan 
Accreditation Medicaid HMO Yes Yes 04/24/2018 Accredited 
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Entity Type of 
Accreditation 


Line of 
Business Product 


Scored 
on 
HEDIS 


Scored 
on 
CAHPS 


Accreditation 
Expiration 


Current 
Status 


Coventry Health Care 
of Nebraska, Inc. 
DBA Aetna Better 
Health of Nebraska 


Health Plan 
Accreditation Medicaid HMO Yes Yes 12/26/2016 Accredited 


Coventry Health Care 
of West Virginia, Inc. 


Health Plan 
Accreditation Medicaid HMO Yes Yes 10/28/2016 Accredited 


Aetna Better Health 
of Texas 


Interim Health 
Plan 
Accreditation* 


Medicaid HMO No No 06/21/2017 Accredited 


Aetna Better Health 
of Illinois 


Interim Health 
Plan 
Accreditation* 


Medicaid 
Medicare HMO No No pending Scheduled 


Aetna Better Health 
of New Jersey 


Interim Health 
Plan 
Accreditation* 


Medicaid HMO No No pending Scheduled 


Aetna Better Health 
of Ohio 


Interim Health 
Plan 
Accreditation* 


Medicaid HMO No No pending Scheduled 


Aetna Better Health 
of Louisiana 


Interim Health 
Plan 
Accreditation* 


Medicaid HMO No No pending Scheduled 


Health Lifestyle Outcomes 
We are highlighting the outcomes of our ShowMe Better Health program, which operates in 
Missouri, as we are proposing similar wellness and community outreach initiatives offered in 
Missouri as value-added benefits in this proposal for Nevada. Our results demonstrate the 
value of our programming.  


Through our ShowMe Better Health program, we partner with community organizations to 
promote proper eating habits, equipping recipients with the knowledge to make healthier 
food choices, and engage in healthier lifestyle changes to improve their overall health. The 
tables below demonstrate some of our ShowMe outcomes in Missouri.  
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Table 4.1-13: Weight Assessment and Counseling for Nutrition and Physical Activity 
for Children/Adolescents (WCC) 


HEDIS 
INDICATORS 


HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY2014) 


HEDIS 2016  


(CY 2015) 


Overall 
Percentage 
Improvement 


Body Mass Index 36.57 52.55 62.96 72.16% 


Nutrition 
Counseling 


43.75 52.55 61.81 41.28% 


Activity 
Counseling 


38.66 48.91 56.71 46.69% 


 
Diabetes Care: HEDIS Improvements 
We are providing HEDIS scores for Comprehensive Diabetes Care from Missouri. They are 
listed in Table 4.1-14 that follows which reflects improvements gained by our strong approach 
to recipient empowerment and responsibility. Our ShowMe Healthy Adults program in 
Missouri offers incentives designed to encourage recipients to take initiative to schedule and 
attend appointments, and to adhere to treatment plans. The outcomes that follow 
demonstrate the success of our incentives. If awarded the contract in Nevada, we will offer 
similar incentives for recipients.  


Table 4.1-14: Comprehensive Diabetes Care 


HEDIS INDICATORS HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY2014) 


HEDIS 2016  


(CY 2015) 


Overall 
Percentage 
Improvement 


Hemoglobin A1c 
(HbA1c) testing 


72.02 79.08 78.81 9.42% 


HbA1c control 
(<8.0%) (first-year 
indicator) 


32.40 38.44 36.20 11.73% 


Medical attention 
for nephropathy 


61.77 63.75 84.55  36.88% 


PCMH Utilization and Screening Improvements 


We are providing the following information from our Nebraska program because it highlights 
the value of our Pay for Quality (P4Q) program. We are aware that Nevada has an interest in 
promoting P4Q and value-based solutions. The outcomes that follow demonstrate the impact 
our P4Q has on performance and outcomes, positively impacting utilization and costs.  
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In Nebraska, we initiated the P4Q Program in 2015 to begin acclimating providers to where 
they are in their transition to value-based reimbursement. This all-upside program was aimed 
toward participating network PCPs who have a panel size of at least 50 recipients and who 
would be accepting new NE recipients during the remainder of the year. The P4Q Program 
supports our quality care initiatives by:  


• Promoting care that results in a healthier population by improving quality and outcomes  
• Enriching care delivery consistency and adherence to efficacy-based standards of care  
• Promoting a continuous quality improvement orientation  
• Promoting care coordination between providers and the health plan, resulting in greater 


recipient engagement 


The program is led our local Nebraska CMO and is supported by our Nebraska health services 
management team and the Operations, Finance, Network Management, Quality 
Management, Provider Services, and Recipient Services Departments. In addition, the Claims 
and Information Technology departments are providing support for HEDIS and utilization 
metrics. The table below notes the positive impact HEDIS measures and performance targets 
for PCMH program participants. 


Table 4.1-15: PCMH Improved Outcomes 


  All PCMHs All Health Plan 


ED and Inpatient (IP) 
Utilization 


ED Visits/1000  359 419 


IP Admissions/1000  43.5 77.1 


Screening 
Breast Cancer 59.5%  51.4% 


Colorectal Cancer  28.4% 27.1% 


Children Exams 
Well-Child: 3 to 6 years 60.8%  60.5% 


Adolescent Well Care 50.9% 49.4% 


Obstetrical Management 
Prenatal 58.2% 42.7% 


Postpartum 39.4% 33.8% 


HEDIS Outcomes Improvements  
We are presenting HEDIS improvements in Nebraska as they demonstrate the effectiveness of 
collaboration between our Quality Management program and the State of Nebraska to 
develop innovative solutions to improve HEDIS measurements.  


Through our tracking and trending, we were aware that the health plan HEDIS Combo 2 
immunization rate was 62.04%. The following year, the rate fell 0.48% to 61.56%. We 
recognized the need to improve childhood wellness by promoting childhood vaccinations and 
initiated several interventions to improve childhood immunization rates: 
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• In coordination with the State immunization registry, we created an electronic file to 


transfer the registry data to the health plan data warehouse. Using the State registry is 
not mandatory by providers but many use it. Having this additional data was directly 
attributed to the increase in immunization rates in 2014. 


• Discussed barriers to obtaining immunizations with the Clinical Advisory Committee 
providers  


• Case management staff worked closely with PCMH partners promoting collaboration and 
practitioner engagement, updating them on the status of 
the health plan immunization project and identifying 
opportunities for their involvement.  


• We implemented provider gap in care reports to detect 
recipients who have identified gaps in preventive and 
condition-specific care. All PCPs receive these reports 
monthly. Provider offices can use the reports to quickly 
identify recipients needing services and reach out to 
schedule appointments.  


• A well-child reminder recipient mailer was developed in addition to the existing EPSDT 
appointment reminders. This mailing was sent to recipients/parents or guardians of 
children who have not accessed any health care in 2015.  


The project goal is to increase the Combo 2 vaccination rate by 5% each year over a three-
year period, with a stretch goal of 80.79% (NCQA 75th percentile). We continue to work with 
our recipients and providers to identify barriers to obtaining immunizations. Working through 
the barriers with providers, community partners, and recipients helps us continue to improve 
our childhood immunization rates.  


Sample Performance Improvement Resulting from a Recipient Grievance 
When one of our State Medicaid Plans was reviewing trend data, we observed an increase in 
recipients who were being balance-billed from an area provider in the eastern/central Region 
of the State. The Appeals Team worked with Provider Relations, Recipient Services, and 
Marketing/Communications to find a solution. The provider indicated he/she was 
experiencing system issues, and would work with us to resolve the balance-billing issue for 
our recipients. Provider Services worked with the provider on education. Recipient Services 
developed a balanced billing script to provide the recipients affected with progress updates. 
Marketing included balanced billing instructions in the quarterly Provider Newsletter. As a 
result of recipient grievance, we were able to identify a billing issue trend that required 
additional provider education necessary to resolve the issue. 


Engagement Outcomes 
Our approach to engaging recipients includes community-based outreach and case 
management for our highest-risk recipients. We use Community Health Workers (CHWs) to 
coordinate services for recipients within approved community settings. CHWs serve as trusted 


Outcomes: Baseline HEDIS 
Year 1 showed a Combo 2 
rate of 61.56%. The HEDIS 
re-measurement rate for 
Year 2 demonstrated an 


increase to 71.76%. This is a 
16.7% increase. 
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liaisons or intermediaries between a variety of services and the community, linking recipients 
and families to services, facilitating access to care, and improving the quality and cultural 
competence of service delivery. Several Aetna plans have seen positive results from CHW 
programs; for example:  


• In collaboration with the Medical Clinic of North Texas, we developed CHW program to 
address disparities in minorities with Diabetes. Using culturally and linguistically 
appropriate patient health education materials, a diabetic educator and care coordinator 
assisted recipients in diabetic education and coaching. Over the two-year pilot program, 
there has been an overall improvement in Hemoglobin A1C of 1.6% points.  


A CHW program for our Medicaid recipients in Delaware addressed ED use by African 
American and Latino recipients with asthma. This initiative combined culturally 


appropriate activities, such as age-appropriate recipient educational materials, nurse 
outreach by telephone, optional home assessments and physician engagement. The 


results showed a reduction of 24% in ED visits and a 37% reduction in inpatient utilization. 


Example of How a State Plan Responds to Provider Survey Results  
Developing New Training Methods 


In Missouri, Our Provider Satisfaction Survey revealed 
that providers want more convenient options to 
access information. For example, providers have 
requested provider orientation, which covers many of 
our required screening activities, to be presented via 
webinar. They have also assessed our communication 
efforts via our provider portal and stated that what 
was available on the portal was useful, but that 
improvements were needed in how we inform 
providers about how to use features of our Web 
portal. As a result, provider training programs were 
updated with provider input.  


Expanding Provider Training on SBIRT and Trauma-Informed Care  


We are also in the process of implementing a mental health first aid training program and we 
are developing a trauma-informed care program to help providers better manage the 
changing needs of our Medicaid populations. For example, the figure below serves as an 
example of one of our trauma informed care provider tools which address adverse childhood 
experiences.  


Substance abuse is prevalent in 
many of our recipient populations 
and part of our provider training 


topics. We currently support the use 
of Screening, Brief Intervention, and 
Referral to Treatment (SBIRT), and 
evidence-based practice to identify, 


reduce, and prevent problematic use, 
abuse, and dependence on alcohol 


and illicit drugs. 
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Innovations to Improve Health Outcomes  
Aetna invests in innovations that support the rapidly evolving needs of our State customers 
and the health care and social complexities of the recipients we serve. Below we provide 
examples of two tools that we use in our Medicaid contracts that will support us to meet the 
objectives of this RFP and the administration and operation of our Nevada Medicaid contract 
and FISOC. 


CareUnify™ 
Aetna is creating new and exciting opportunities for our provider partners through the 
development of our highly innovative, HIPAA-compliant population health management 
technology solution known as CareUnify™. The primary purpose of CareUnify is to create a 
collaborative information platform to digitally share and aggregate actionable data across 
systems and organizations with the purpose of promoting effective and efficient care 
coordination— particularly for complex, high-risk individuals. Our CareUnify tool is a dynamic 
software application that creates a single instance to connect the entire community of health 
care providers around an individual recipient or complete patient panel.  


• CareUnify serves as a “care traffic control” solution that provides a 360-degree view 
where all information is captured to provide a common and secure data source for 
providers to access a single comprehensive patient record.  


• The strength of CareUnify rests in the system’s ability to timely expose a variety of clinical 
data and other critical pieces of the care record including: service and care plans, 
workflows, behavioral health notes, gaps in care, social determinants of health, total cost 
of care and population health management dashboards in a manner that enables the 
integrated care team to collectively manage care for all recipients.  


• The system user interface is intuitively designed to provide an easy-to-navigate dashboard 
for a provider’s panel that gives specific detail on each recipient, including the ability to 
quickly identify high-risk recipients and opportunities for early intervention to reduce 
preventable hospital admissions or other avoidable expensive care.  
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Since March of 2016, we have deployed CareUnify in five States, Ohio, Michigan, Illinois, 
Louisiana and Arizona, with over 25 major providers in production covering nearly 100 sites. 
Upon award, we will deploy CareUnify with our Nevada providers. While our deployments 
began earlier this year, interest within our provider community has been exceptionally high, 
with adoption rates exceeding 92% for providers we have targeted for system use. 


• The provider types who are actively using CareUnify include large hospital systems, 
Federally Qualified Health Centers (FQHC) and Community Mental Health Centers (CMHC).  


• Additionally, we were able to deploy CareUnify quickly with the average time to system 
set-up and training occurring within two to three weeks.  


• We have experienced success in our approach to working with those clinic sites that are 
committed to value-based arrangements and also have a team approach to care, and we 
are excited about working with the broader community including State agencies, PCPs, 
specialists, community providers and social service agencies. 


Consolidated Outreach and Risk Evaluation (CORE) Predictive Modeling Program 
Specifically developed by Aetna for the Medicaid population, our Consolidated Outreach and 
Risk Evaluation (CORE) predictive modeling program enables us to identify at-risk recipients. 
We first identify recipients with a high medical risk using our proprietary, evidence-based 
CORE application to analyze claims data. Predictive modeling uses analytic methods that 
identify individuals who are at risk for high cost or high utilization in the future. The scores 
are generated from Medicaid-specific, proprietary algorithms that we have developed 
internally based on data from our Medicaid populations, as well as our clinical and 
informatics expertise. Inputs to the algorithms include demographics, medical claims, and 
pharmacy claims data. We run the model for our entire population monthly; the results are 
reviewed by the appropriate teams for recipient contact and intervention opportunities. Using 
this proprietary, evidence-based predictive modeling tool, CORE identifies recipients who are 
candidates for intensive and supportive case management and recipients who are candidates 
for high- and low-risk chronic condition management. We then stratify recipients for case 
management and disease management based on the information we gather from CORE and 
outreach activities which identifies their biopsychosocial complexity and the intensity of their 
needs. These tools determine the recipient’s potential risk level and predict that case 
management interventions can effectively improve the recipient’s outcome. CORE is the 
industry-leading predictive modeling tool with demonstrated positive predictive value for 
emergency department (ED) utilization of 72.1%, meaning 72.1% of predicted ED utilization 
will actually occur in the next 12 months. CORE’s inpatient model positive predictive value is 
superior at 95.4%.  
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Figure 4.1-18: Aetna Medicaid Consolidated Outreach and Risk Evaluation 


 


Value-Added Benefits to Support State Medicaid Programs  
As Aetna joins Nevada and DHCFP in fostering healthier lives for recipients, we are eager to 
bring additional value to the community. The following pages describe some of the enhanced 
services and programs (value-added services) we offer in our various Medicaid programs 
throughout the country. These encompass the comprehensive list of value-added programs 
we are offering to Nevada.  
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Figure 4.1-19: Aetna Better Living Recipient Incentive Program 
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Aetna Better Living: Enriching Recipients’ Lives 
Recipients are confronted with daily challenges that 
require a careful balance of support outlets and 
services. We address these requirements and also offer 
enhanced services and programs that provide 
assistance in each recipient’s preferred environment. 
With ready access to necessary resources and benefits, 
recipients’ lives and outlook are positively impacted, 
thus enabling them to focus on making the best choices possible for their health and 
independence. 


We will establish Aetna Better Living Regional Wellness Centers in every region we serve. 
These centers will function as a one-stop-shop where recipients, caregivers, providers, 
community organizations and other stakeholders can use our meeting spaces, computers and 
Internet, or access our community resources database. Staff will be available to assist 
recipients with: 


• Employment through our Workforce Specialist and other staff, including helping recipients 
write resumes, providing interview coaching and linking recipients to employers, 
GED/High School Equivalency Test support 


• Hosting GED classes and support groups for children and families affected by deportation 
and children of divorced parents 


• Offering educational workshops on health and wellness related topics including healthy 
cooking, nutrition, parenting, self-esteem for teens, and more 


• Connecting recipients to services and social supports through our extensive database of all 
available community services and support 


• Support for mental health and substance abuse issues through our Peer Support 
Specialists with similar life experiences who can relate to our recipients and offer practical 
suggestions 


• Scheduling transportation and health and life coaching in Regional Wellness Center 
• Housing through our Housing Specialist and other staff who link recipients to resources for 


accessible housing, utility assistance, and other resources including home modifications  


Our Wellness Centers will be available to all recipients – with no limits – as well as caregivers, 
providers, community organizations, and other stakeholders supporting recipients. 


Aetna Better Living: Connecting to Community Supports and Services  
Community health workers will be deployed throughout the community in each region to link 
recipients to safe housing, local food markets, job opportunities and training, access to health 
care services, community-based resources, transportation, recreational activities, and other 
services. This assistance is available to all recipients; no prior authorization (PA) required. 
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Tribal Network Liaisons will serve as liaisons to tribal nations and as the single point-of-
contact for delivery of health services and any other issues concerning services to American 
Indians. The liaisons will address issues related to tribal structure and organization and will 
provide outreach and education on access to and process for acquiring covered services. 


Aetna Better Care: Rewarding Healthy Decisions  
The Aetna Better Care: Rewarding Health Decisions information is confidential and can be 
found in Part IC – Confidential Technical Proposal. 
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Aetna Better Communities: Mental Health First Aid 
Mental health first aid is an evidence-based community 
educational program that trains individuals to assist 
others experiencing a mental health or substance use-
related crisis. We will work with the Regional EMS 
Authority (REMSA) and other first responders to train 
first responders in mental health first aid, including:  


• Risk factors and warning signs for mental health and addiction concerns 
• Strategies for how to help someone in both crisis and non-crisis situations 
• Where to turn for help for services for: depression, anxiety and mood disorders, trauma, 


psychosis, substance use, recovery and resiliency 


Aetna has approximately 30 certified mental health first aid instructors across and has 
trained over 1,600 employees to-date. All recipient-facing health plan staff (both clinical and 
non-clinical) will be trained in mental health first aid and we will host training sessions for 
first responders. 
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Aetna Better Access: Expanding Access  
• Expanded Non-Emergency Transportation (NET) 


dramatically improves service, quality, and 
accessibility, offering our recipients (NET) when MTM 
cannot meet the transportation time-frame for a 
medical appointment or refuses a transportation 
request in an event where transportation would be beneficial to the recipient’s outcome 
and overall cost of care. Available to all recipients; PA required.  


• Free cell phones with 350 minutes per month, free unlimited texting, and free calls to 
Recipient Services: available to recipients 18 and older; no PA required.  


• Expanded recipient services call center hours to assist recipients 24 hours a day/7 days 
 a week  


• School based health services through the promotion of use of school-based dental care 
through FQHCs with mobile units and partner with school clinics to close gaps, and with 
Federally Qualified Health Centers (FQHC) that offer mobile units to deliver basic and 
essential services. 


Aetna Better Solutions: Technology Innovations 
Telemedicine: Connecting licensed professionals for 
episodic (acute) services and general health 
questions, where recipients can speak with a 
telehealth provider; also offer telehealth services 
where physicians provide telephonic and video visits 
with patients and e-prescribe medications 


D. Administering Medicaid Utilization and Case Management Programs  


Aetna has operated utilization management (UM) programs for over 30 years. During that 
time, the program has transformed in alignment with State and Federal Medicaid initiatives, 
such as Medicaid expansion. Our program integrates systems for managing, monitoring, 
evaluating, and improving the utilization of the care and services recipients receive. Aetna 
fully facilitates the integration of the physical and behavioral health care services rendered by 
contracted providers. We use a biopsychosocial clinical model to evaluate the individual 
needs of each recipient relative to his or her physical and behavioral health. The model 
incorporates utilization management decision-making criteria so that the appropriate 
evidenced-based clinical settings and services are used to treat co-occurring behavioral and 
physical disorders. 


The utilization management program includes Aetna’s focus on quality and pursues the 
common principle of providing optimal clinical practices in all settings by balancing 
behavioral/physical health management, operations, and finance components, as indicated 
in the utilization management goals and objectives in Table 4.5.2-7. The Utilization 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 75







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 


 


Management Department is a component of the overarching Medical Management 
Department.  


Table 4.1-16: Utilization Management Program Goals and Objectives 


Utilization Management 
Goals 


Objectives 


Support effective, 
appropriate, and timely 
utilization  


• Monitor utilization of facilities and medically necessary services against 
established goals and benchmarks based on evidence based clinical guidelines 


• Monitor and evaluate care and services for accessibility and continuity of care 
by trending location of services, gaps in care and appeals and grievances 


Provide referral 
management  


• Document and evaluate patterns of utilization of physicians, specialty 
providers, contracted hospitals and ancillary services  


• Monitor barriers to access of care and services 
• Collaborate with physical and mental health homes 


Collaborate with Aetna’s 
departments (for 
example, case 
management and quality) 
in collecting and sharing 
utilization data  


• Promote early identification, intervention, and referral to the appropriate 
level of care 


• Identify recipients with special care needs and facilitate the delivery of care 
• Identify and monitor performance measures that focus on preventive care, 


access to care, chronic care and utilization 


Control the growth of 
health care expenditures  


• Apply sound clinical guidelines and community practice standards 


Improve the clinical care 
and cost-effectiveness of 
physicians’ practice 
patterns  


• Promote use of evidence based clinical guidelines and care paths  


Improve the quality of 
care and services  


• Conduct utilization review activities to identify quality of care, risk 
management and utilization management issues; implement follow-up 
measures to remedy the issues identified 


• Identify waste, duplication, delays, and miscommunication in the medical 
services provided to recipients 


• Establish process improvement practices to reduce and/or eliminate 
deficiencies 


• Promote preventive care and health promotion programs 
• Evaluate data from satisfaction surveys, grievances and appeals 


Promote culturally 
competent practices 
throughout the plan and 
its network of 
practitioners and 
providers  


• Offer provider educational webinars 
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Utilization Management: Organizational Structure 
Through our years of experience in implementing and operating utilization management 
programs, we have found that organizational structure is key. The utilization management 
program reports to the Medical Management department. The CMO/Medical Director has 
the responsibility and authority for the functions and determinations made by staff. Our 
organizational chart is included below. All utilization management activities follow written 
Policies and Procedures which are review no less than annually.  


Figure 4.1-20:  Sample Medical Management Organizational Chart 


 


Our utilization management programs are configured to meet the needs of our State 
customers and their recipients--- they are aligned to help us to achieve the three aims of the 
Health and Human Services Department’s National Quality Strategy (NQS) of:  


• Better Care: Improve the overall quality, by making health care more patient-centered, 
reliable, accessible, and safe.  


• Healthy People/Healthy Communities: Improve the health of the U.S. population by 
supporting proven interventions to address behavioral, social and, environmental 
determinants of health in addition to delivering higher-quality care.  


• Affordable Care: Reduce the cost of quality health care for individuals, families, 
employers, and government. 
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Our national Medicaid medical management programs include utilization management which 
encompasses prior authorization and concurrent review, and care coordination which includes 
case management. Our utilization management and care coordination programs are fully 
integrated. Through our Integrated Care Management model, we support the holistic  
needs of recipients in need of medical, behavioral health and long term support services 
(when applicable). 


Our medical management program also includes Medical Directors and Behavioral Health 
Medical Directors and our Pharmacy Director and Pharmacy Prior Authorization team.  


Utilization Management Experience  
We have found through our 30+ year history of conducting utilization management that a 
solid leadership structure leads to consistency in operations. Our Chief Medical 
Officer/Medical Director has the responsibility and accountability for our medical 
management programs. The Vice President of Medical Management, who is a licensed 
medical professional, is responsible for the operations of Medical Management programs. 
The utilization management director, a licensed nurse, oversees the day to day operations of 
prior authorization and concurrent review. The director is supported by licensed nurse prior 
authorization and concurrent review supervisors.  


Licensed Medical professionals such as MDs, DOs, NPs, PAs, RNs, LPNs, licensed Clinical 
Psychologists, and licensed SWs conduct our utilization management reviews. We are 
experienced in conducting the following UM services:  


UM Services Experience 


• Pre-service, post-service, concurrent review 
authorizations and notification of action 


• Referral management (i.e., specialist, out-of-
network referrals, tertiary care services, case 
management) 


• Discharge planning and coordination of care post 
discharge 


• Transitional care 


• Integrated Care Management (case management 
and chronic condition management) 


• Clinical policy and criteria development 
• Evaluation of outcomes data 
• Evaluation of utilization reports including under – 


or overutilization 
 


Over the years, we have worked with a wide variety of criteria, often as directed by our State 
customers. Through, the years, we have found the following evidence-based criteria are best 
suited to the complex needs of the Medicaid populations we serve.  


For medical services: 


• Criteria required by applicable State or Federal regulatory agency  
• Pharmacy clinical guidelines 
• Applicable Milliman Care Guidelines (MCGs) as the primary decision support for most 


medical diagnoses and conditions  
• Aetna Clinical Policy Bulletins (CPBs) 


Tab VI (4.1) - Page 78 NV Managed Care Organization RFP No.: 3260







 AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information


 


 
 


• Aetna Clinical Policy Council Review  


For behavioral health services: 


• MCG 
• Level of Care Utilization System (LOCUS) – behavioral health services for adults 
• Children and Adolescent Service Intensity Instrument (CASII) behavioral health services for 


children and adolescents 
• American Society of Addiction Medicine (ASAM) – substance abuse services 


Additionally, we have extensive experience in implementing Clinical Practice Guidelines 
(CPGs). Our CPGs outline the information sources used to inform our utilization management 
practices. The CPGs are based on national standards, reasonable medical evidence, and 
expert consensus from board-certified practitioners from appropriate specialties. Our Medical 
Director/CMO, applicable medical committees, network physicians, and, if necessary, external 
consultants review guidelines, recommend changes, and approve national guidelines as 
changes occur. They review information contained within the guidelines to make certain it 
remains consistent with medical advancements in technology and standards of care. These 
guidelines are reviewed and approved on an ongoing basis, but no less than every two years, 
by our QM/UM committee. The table that follows describes our CPGs:  


Clinical Practice Guideline Experience 


Asthma and pregnancy We have adopted pregnancy-related clinical practice guidelines from the American 
Congress of Obstetricians and Gynecologists (ACOG) to provide treatment guidance  
to PCPs. 


Attention 
Deficit/Hyperactivity 
Disorder (ADHD) 


American Academy of Pediatrics (AAP): Diagnosis, Evaluation, and Treatment of ADHD 
in Children and Adolescents, October 2011. American Academy of Child and Adolescent 
Psychiatry (AACAP): Practice Parameter for the Assessment and Treatment of Children 
and Adolescents with Attention-Deficit/Hyperactivity Disorder, July 2007. 


Bright Futures AAP: Bright Futures. Recommendations for Preventive Pediatric Health Care. Updated 
10/2015. 


Coronary artery 
disease 


American College of Cardiology Foundation (ACCF)/American Heart Association (AHA): 
Guideline for the Diagnosis and Management of Patients with Stable Ischemic Heart 
Disease, 2012. ACCF/AHA: Focus Update of the Guideline for the Diagnosis and 
Management of Patients with Stable Ischemic Heart Disease, 2014. 


Diabetes American Diabetes Association: Standards of Medical Care in Diabetes, 2016. 


Gestational diabetes We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Hypertension and 
pregnancy 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 
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Clinical Practice Guideline Experience 


Major depressive 
disorder 


American Psychiatric Association (APA): Practice Guideline for the Treatment of 
Patients with Major Depressive Disorder, Third Edition (Oct. 2010). AACAP: Practice 
Parameter for the Assessment and Treatment of Children and Adolescents with 
Depressive Disorders, Nov. 2007.  


Preeclampsia and 
eclampsia 


We have adopted pregnancy-related clinical practice guidelines from the American 
Congress of Obstetricians and Gynecologists (ACOG). 


Prenatal and 
postpartum 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Preterm labor We have adopted pregnancy-related clinical practice guidelines from ACOG. 


Substance abuse  APA: Treatment of Patients with Substance Use Disorders, Second Edition (May 2006). 
AACAP: Practice Parameter for the Assessment and Treatment of Children and 
Adolescents with Substance Use Disorders, June 2005. 


Substance abuse and 
pregnancy 


We have adopted pregnancy-related clinical practice guidelines from ACOG. 
 


Depression Adolescents aged 12 to 18 years. Screen for major depressive disorder. Implemented 
with adequate systems in place for accurate diagnosis, effective treatment, and 
appropriate follow-up.  


Human 
immunodeficiency virus 
(HIV) 


Adolescents 15 years of age and over. 
 


Tobacco use prevention School-age children and adolescents: Primary care clinicians provide interventions, 
including education or brief counseling, to prevent initiation of tobacco use.  


Vision At least once between the ages of 3 to 5 years to detect the presence of amblyopia or its 
risk factors. 


Vaccinations Refer to the Centers for Disease Control and Prevention online at Immunizations 
Schedules / CDC/ACIP 


Processes to Review and Approve Services 
We have learned that it is essential that the determination of whether a service is medically 
necessary is made on a case-by-case basis, taking into account the individual needs of the 
recipient and allowing for consultation with requesting practitioners/providers.  


Experientially, we have found that certain medical services, while being medically necessary, 
may exceed established coverage guidelines. In these circumstances, coverage determination 
is based on our UM alternative procedures, which may include a referral to a licensed 
physician with the appropriate clinical expertise for review.  


If primary criteria are not clear enough to make a determination and the requested service is 
not addressed by our organizations CPGs, the medical director may submit a request for a 
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position determination to our established Clinical Policy Council, using the Emerging 
Technology Review/Medical Review Request form. The Policy Council researches literature 
applicable to the specific request and, when a determination is reached, promptly responds to 
the medical director.  


When criteria are present but unclear in relation to the situation, the reviewing Medical 
Director may contact the requester to discuss the case or may consult with a board-certified 
physician from an appropriate specialty area before making a determination of  
medical necessity.  


Review Process for Service Denials  
Through our years of operating utilization management programs, our written policies and 
procedures have required that the Medical Director or designee must review all potential 
denials and all requests that do not clearly meet criteria for coverage. The Medical Director or 
designee may decide to deny authorization based on clinical criteria or benefit coverage. Only 
a Medical Director may decide to deny an authorization based on medical necessity and 
appropriateness. If a decision requires specialized judgment, we maintain a ready list of 
specialist providers who are available to participate in the utilization review process. We 
review the denial rate for prior authorizations and bring the Utilization Timeliness report to 
the Quality Management/Utilization Management Committees on a quarterly basis. 
Periodically, Aetna evaluates the list of codes requiring prior authorization to determine if 
prior authorization should continue or if new codes should be added. This includes a review of 
utilization, costs and approval versus denial data to identify potential over and under-
utilization of services. 


Detecting Under- and Over- Utilization 
Nationwide, our utilization management team performs retrospective reviews to understand 
the pattern, issues and problems in utilization. We use our findings to improve quality and 
outcomes for our recipients while maintaining cost efficiency. We look for trends in over- and 
under-utilization, using multiple approaches.  


• Retrospective Claims Review- Our Medicaid informatics team uses a robust set of 
analytics. In addition to standard inpatient, emergency department, and outpatient 
utilization management reports, we use Tableau Reader and Software Manager for our 
UM reporting suite. For our Medical Management reporting suite. Capabilities of the 
Tableau report package include: 


− A high-level view of clinical and pharmacy utilization and costs;  
− Standardized rate groups (TANF, CHIP, ABD), metrics, and reports for cross-plan 


comparison;  
− Multiple metrics (PMPM, Utilization/1,000, and Cost/Unit);  
− Drill-downs into claims categories of expense.  


o These tools are used for early identification of trends in utilization. 
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o  Our Trend Review workgroup thoroughly researches to determine root causes and 
implement mitigation initiatives.  


o Summaries of review activities and resulting initiatives are also reviewed with our 
Utilization Management Committee and our Clinical Advisory Committee as 
appropriate to solicit local input with regard to findings and proposed courses of 
action.  


• Service Improvement Committee (SIC) – SIC routinely reviews trend reports from each 
department on a monthly basis to identify problems or concerns. This includes:  


− Inpatient admissions, length of stay, bed days/1,000, and appeals and grievances data 
that may signal a utilization concern.  


− Data is summarized by categories so that we can identify trends over time.  
− The committee will explore root causes and recommend steps to resolve concerns.  
− Minutes and findings are shared with the Quality Management Oversight Committee.  


• Special Investigations Unit (SIU) – SIU conducts analysis of claims data, billing practices, 
and documentation to support services rendered and billed. If any inappropriate trends  
or patterns are identified, the unit will take appropriate interventions with the provider  
so that concerns are addressed and resolved and that recipients are receiving  
appropriate care. 


• Gaps in Care Reports – We provide our PCPs with profiling reports that compare their 
performance to their contracted Health Plan and NCQS benchmarks. These reports can 
identify patterns in under-utilization. Summary data is shared with the appropriate 
governance committee which in most cases the Clinical Advisory committee who takes 
actions including but not limited to a Corrective Action Plan.  


Controlling Utilization 
Aetna has developed comprehensive and integrated initiatives and programs to control 
utilization types most often associated with both over and underutilization. Examples are 
depicted in the chart that follows: 


Table 4.1-17: Initiatives to Reduce Unnecessary Utilization 


Initiative Addresses Un-necessary 
ED Usage 


Addresses Avoidable 
Hospitalizations 


Addresses Hospital Re-
admissions 


Integrated Care 
Management       


Case management – ED 
Redirection     


Case management – Post 
ED Discharge Call Out 
Program 
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Initiative Addresses Un-necessary 
ED Usage 


Addresses Avoidable 
Hospitalizations 


Addresses Hospital Re-
admissions 


24-Hour Nurse Advice 
Line and Care Manager 
Collaboration 


      


PCMH (Value-Based 
Solutions)       


Re-admission Program      
Recipient Lock-In 
Program       


Controlling Utilization and Achieving the Triple Aim 
Aetna has begun discussions with REMSA to provide Community Health Programs for our 
Nevada program in the case of award. REMSA creates new referral services for individuals 
who call 911 but who have low acuity medical conditions. REMSA offers a 24/7 Nurse 
Navigator Line, Community Paramedics who perform in-home delegated tasks to improve the 
transition from hospital to home, and provide transport of 911 callers to urgent care centers. 
REMSA is funded by a CMS grant with an expectation that the service will save $10.5 Million 
in health care costs over four years, the goal being to facilitate the right care at the right time 
by the right person. REMSA’s program results from October 2013 to December 2015 include:  


Table 4.1-18: REMSA Program Utilization Results 


REMSA Program Utilization Result 


 


Nurse Health Line 


 


• 3,904 ED visits avoided 
• 580 ambulance transports avoided 
• 57,000 total calls 
• Saving to date: $5,093,283 


Community Paramedicine 


• 99 readmissions avoided 
• 33 ED visits avoided 
• 242 ambulance transports avoided 
• 1,431 enrolled patients served 
• Savings to date: $1,965,814 


Ambulance Transport Alternatives 


• 1,374 ED visits avoided 
• 123 ambulance transports avoided 
• 5.3% repatriation rate 
• 1,374 alternative transports 
• Savings to date: $1,758, 847 


Controlling NICU Utilization through Case Management 
All pregnant recipients are offered case management, with intensive outreach to those with 
high risk pregnancies. From 2015 to-date, our program in Missouri resulted in a 2.1% decrease 
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in NICU utilization per thousand with $1.8M in savings due to decreased utilization. The 
parents of all babies in the NICU are outreached and offered case management. Our goal is to 
keep them in case management for the first year of life to increase preventive care visits and 
immunizations, coordinate specialty care, and reduce readmissions to the hospital.  


Decreasing Inpatient and ED Rates through Case management  
Our Pennsylvania Health Choices Plan demonstrated a significant improvement for our high-
risk recipients in case management during 2015, with a 63% reduction in inpatient admissions 
and a 38.6% reduction in emergency room visits, exceeding our baseline goal of 5% reduction.  


Value-Based Programs through ACOs to Increase Utilization of Preventive Care  
The use of full-risk contracting has served to increased screening rates for two of our 
Medicaid plans. We monitor and track screening results of contracted ACOs to assess 
utilization of preventive care measures.  


Table 4.1-19: PCMH Provider Screening Results 


State Measure 
Non-PCMH provider 
practice results 


PCMH provider practice 
results 


Arizona  Breast cancer screening 48.9% 54.2% 


Combination 1 
immunizations 


65.4% 70% 


Dental visit ages 2 – 3 46% 48.7% 


CDC eye exam 40.2% 44.7% 


Illinois High-tech radiology 
usage* 


147.2/1000 130.5/1000 


Data Mining to Identify Under-utilization  
Through our ongoing data analyses in one of our Medicaid plans of similar size and 
population to Nevada, we discovered that the number of recipient prenatal care and visits 
was decreasing, and the number of low birth weight (LBW) in newborns year-over-year was 
increasing. Recipients did not understand the importance of early and ongoing prenatal care. 
In response to this, we developed the OB Prenatal Incentive Program with the goal of 
improving birth outcomes by encouraging pregnant women to attend prenatal visits. The 
pregnant recipient collects signatures for five valid visits to an OB provider for prenatal care. 
When we receive the signed brochure validating the visits, the recipient receives a reloadable 
debit card incentive. A similar incentive will be offered in Nevada as a value added benefit.  


• Our analyses also showed us that dental care for pregnant recipients was being under-
utilized. Once a recipient reaches 21, they no longer have dental benefits in Missouri. It is 
well recognized that poor dental care for pregnant women can lead to LBW babies. To 
address this concern, we implemented the Smiling Stork program. The program assures 
that pregnant recipients who have reached their 21st birthday receive proper dental care. 
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The Smiling Stork program also provides information on the importance of good mouth 
health for mom and baby.  


• Since the Smiling Stork program began in 2013, nearly 8,594 patients have been treated 
who otherwise would not have received services.  


• The percentage of mothers who received dental services increased to 11.62 percent in 
2015 compared to a rate of 8.62 percent in 2014. 


When our utilization management monitoring and data analysis indicates unnecessary 
emergency department (ED) usage, avoidable admissions, and hospital readmissions,  
our programs across the nation use several major initiatives to reduce utilization, including 
the following: 


• Integrated Care Management: Our Integrated Care Management model focuses on the 
early identification of recipients who are most in need of support.  


− Whether recipients need intensive or supportive Case Management, our Nurses work 
so that they receive the appropriate care in the right setting.  


− We prevent costly ED visits and hospitalizations by empowering the recipient to self-
manage their conditions and adhere to their treatment plans.  


• Case management – ED Redirection Program: The Integrated Care Management staff 
receive a monthly report of ED super-utilizers.  


− On the first occurrence of three or more ED visits in three months, we send a letter to 
the recipient to educate him or her on appropriate usage of the ED, provide him or her 
information regarding our 24-Hour Informed Health Line, and include a listing of all 
urgent care facilities in his or her ZIP code.  


− On the second occurrence, an Integrated Care Management staff member calls the 
recipient to discuss usage, options, and barriers and to connect the recipient to his or 
her PCP.  


− If warranted, we enroll the recipient in Integrated Care Management. For the third or 
more occurrences, we urge the recipient to enroll in Integrated Care Management, but 
if he or she refuses, we continue to make check-in calls and provide additional 
education.  


• Case management – Post ED Discharge Call-Out Program: We receive daily recipient ED 
discharge reports for our large contracted hospitals.  


− Integrated Care Management staff call these recipients and encourage actions to 
avert further ED usage or hospitalization.  


− During the call, we explore barriers and knowledge deficits; educate the recipient on 
appropriate usage of the ED, urgent care centers, and his or her PCP office; determine 
his or her current status; and redirect to his or her PCP for follow-up.  


• 24-Hour Nurse Line and Case management collaboration: We receive a daily report 
identifying all recipients who called the Nurse Line on the previous day.  
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− The report includes the nature of the call and the triage recommendation. Integrated 
Care Management staff call the recipients to check on status, determine whether they 
followed the triage recommendation, educate them as appropriate, and refer them to 
their PCP for follow-up to avert future ED visits, hospitalization, or re-hospitalization.  


• Patient-Centered Medical Homes (PCMHs) (Value-Based Solutions): Aetna has pursued 
PCMH relationships since 2010.  


− We give these providers incentives to coordinate care to improve cost-effectiveness, 
reduce utilization (specifically admissions, re-admissions, and ED super-utilizers), and 
improve quality outcomes on selected HEDIS measures specific to our targeted 
populations, such as diabetics and high-risk pregnancy.  


• Readmission Program: Our Care managers work closely with the Concurrent Review staff 
and hospital discharge planners to create a safe and appropriate Discharge Plan for the 
recipient with consideration for social determinants of health.  


− Within three days of discharge, the Care Manager will call the recipient to review 
discharge instructions, complete a medication reconciliation, remind about or assist 
with setting up follow-up appointments, and assess for any knowledge deficits or 
barriers to care. 


• Recipient Lock-In Program: When recipients are determined to be abusing or over-utilizing 
services, we will work in conjunction with the State to restrict the recipient’s access to one 
primary care physician, one pharmacy and/or one hospital for outpatient services to 
establish better coordination of care.  


− Recipients who have restricted services are in Integrated Care Management and 
comply with documentation requirements. Every two years, or more frequently if 
needed, we review a recipient’s need for restricted services.  


Discharge Planning  
Through our experience conducting concurrent review and discharge planning, we have the 
philosophy that re-admission prevention begins on the day of admission, not on the day of 
discharge, and should address the root causes that led to the current admission. Discharge 
planning is used to helps us maintain continuity of care and prevent re-admissions. All steps 
involved in the discharge planning process are to deliver a smooth, safe, and appropriate 
transition to another level of care. This includes considerations for social determinants of 
health, such as housing, food, safety and support systems, as well as consideration for a 
recipient’s preferences. Our discharge planning program includes the following steps:  


• We use our Inpatient Census Tool for daily documentation of recipients who are admitted 
to inpatient settings. From day 1, we access the social determinants of health that may 
impact the Discharge Plan.  
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• We contact the acute care facility’s Discharge Planning staff to review the recipient’s 
condition and begin the discussion about post-discharge services and follow-up needs, 
including home health services if necessary. This discussion includes a medication 
evaluation and reconciliation. We arrange PCP visits if necessary.  


• Before discharge the Care Manager contacts the recipient’s care and service providers and 
informs them of the expected date of discharge. The Care Manager, recipient, and 
interdisciplinary Care Team discuss needs and adjust service authorizations to meet the 
recipient’s needs.  


• We proactively identify recipients at risk for re-admission using our CORE predictive 
modeling application. This increases the success rate of care transitions by monitoring 
patient  


• We collaborate with PCPs, PCMHs, and other providers to safely transition recipients to 
their homes.  


Case Management (Integrated Care Management) 


 Critical to the success of our Fully Integrated System of Care (FISOC) approach is our 
recipient-centered Integrated Care Management model. Through more than three decades of 
experience, we have learned that our most vulnerable, highest-risk recipients are confronted 
with multiple physical and behavioral conditions, biopsychosocial risk factors, and limited 
protective factors. Additionally, complex recipients are best served by programs and clinical 
settings that meet their needs in a truly comprehensive manner. Integrated Care 
Management accomplishes this objective by incorporating physical and behavioral health, 
addressing social determinants of health, and minimizing the complexity and fragmentation 
of services. Fundamental to the Fully Integrated System of Care and Integrated Care 
Management is our ongoing collaboration and alignment with the recipient, family, PCP, 
other providers and external stakeholders. 


  


Our Integrated Care Management program includes the monitoring,  
care coordination, and case management services necessary to support 


recipients with specific diagnoses and those who require high-cost  
(over $50,000) or extensive services. Our recipient-centered approaches  


are designed to meet the holistic needs of our recipients. 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 87







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 


 


Monitoring Medicaid Populations 
The following describes several tools that support our monitoring of Medicaid populations.  


Table 4.1-20: Monitoring Tools 


Method Description 


CORE Specifically developed by Aetna for the Medicaid population, our Consolidated Outreach and 
Risk Evaluation (CORE) predictive modeling program enables us to identify at-risk recipients. 
We first identify recipients with a high medical risk using our proprietary, evidence-based 
CORE application to analyze claims data.  
• The scores are generated from Medicaid-specific, proprietary algorithms that we have 


developed internally based on data from our Medicaid populations and our clinical and 
informatics expertise.  


• Inputs to the algorithms include demographics, medical claims, and pharmacy claims 
data, including emergency room usage and IP admissions.  


• We run the model for our entire population monthly; the results are reviewed by the 
appropriate teams for recipient contact and intervention opportunities.  


• Our Integrated Care Management team uses to CORE to support their identification of 
recipients who, due to their diagnosis, complex condition or high-costs are appropriate 
for Integrated Care Management services.  


Daily IP 
Census 


Nationwide, we have found our daily census a valuable monitoring tool for our UM and Care 
Coordination staff.  


• The census supports our discharge planning and transition management approaches, and 
apprises our staff of recipients who have diagnoses, complex conditions and/or high costs 
that indicate care coordination and case management are necessary.  


• The census is used on a daily basis for monitoring to identify recipients appropriate 
 for Integrated Care Management.  


HRA Across our Medicaid contracts, we use information provided through recipient Health Risk 
Assessments to support our monitoring activities. HRA data provides us with the ability to 
identify at-risk recipients who meet the requirements of our Integrated Care Management 
program.  


• Recipients are referred to our Integrated Care Management program for further 
assessment.  


Other We also conduct additional monitoring and generate referrals to Integrated Care Management 
through the following “failsafe” methods: 
• Direct provider referrals 
• Review of call information to recipient and provider services 
• Review of complaints, grievances and appeal information 
• Prior Authorization, Concurrent and Retrospective Review information 
• Grievance and Appeals data  


Monitoring ED Visits to Identify Recipients for Integrated Care Management 
According to CMS data, most ED visits by Medicaid enrollees under age 65 are actually for 
urgent and serious medical problems. Medicaid patients use hospital ED services more 
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frequently because they have difficulty getting in to see their regular physician. Non-urgent 
visits comprise only about 10 percent of all ED visits by Medicaid recipients. Furthermore, as 
noted by CMS, Medicaid patients use hospital emergency department services more 
frequently because they have difficulty getting in to see their regular physician. However, 
other studies have shown that frequent use of the ED is a result of a combination of 
psychological and medical needs that cannot be addressed only through primary care.  


For over ten years, understanding this information and using our Integrated Care 
Management principles, recipients with a specified number of ED visits (contract dependent) 
in a six-month period have been referred to our Integrated Care Management team for 
review.  


• Our CMs work to understand the root cause(s) of high ED utilization for individual 
recipients.  


• They identify barriers to routine and preventive care.  
• Frequently, super-utilizers also need social support such as stable housing, nutritional 


counseling, transportation assistance, and socialization.  
• We work with the recipient to remove or lessen these barriers and address their social 


issues.  
• During care planning visits with recipients and their circle of support, care managers 


provide educational materials to recipients, including information on the locations of 
urgent care settings closest to recipients’ homes, as well as information about when to 
use an urgent care setting instead of an emergency room.  


• We also provide this information when recipients transition from higher levels of care to 
the community. Care managers regularly educate recipients and their caregivers on 
appropriate use of emergency services, including when and how to contact  
their PCP. 


Local Approach to Care Coordination to Meet the Needs of Nevada 
Aetna has engaged local resources through 
subcontract arrangements to enhance care 
coordination and to address the specific needs of 
our recipients in Nevada.  


Access to Healthcare Network (AHN) has been 
approached to implement a project in the Reno 
area to conduct outreach to pregnant women in 
addition to outreach to other vulnerable 
populations. AHN is a statewide non-profit 
whose mission is to increase access to 
healthcare and community based resources and services to low income and underserved 
Nevada residents with the overarching goal of improving the overall health and wellness of 
our communities. Over the past ten years AHN has developed, implemented and refined a 
system of integrated care coordination and non-clinical case management.  


With intensive care coordination 
and a keen focus on complex 
recipients, Aetna significantly 


decreased its emergency 
department (ED) utilization rate in 


one of our health plans by 6.4% 
since 2014. 
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AHN has realized improved health outcomes with its approach to Care Coordination and non-
clinical case management. Over nine years AHN has accomplished the following outcomes: 


• Provided access to essential healthcare services to over 35,000 uninsured and 
underinsured Nevada residents 


• Reduced preventable ED visits for uninsured and underinsured Nevada residents as 
evidenced by a consistent ED utilization rate of 4.2-4.6 ED visits per 1,000 recipients 
 per month 


• Achieved an appointment no call/no show rate of less than 1% across the entirety of our 
provider network  


Integrated Care Management /Case Management 
Aetna’s Integrated Care Management program identifies our most biopsychosocially complex 
and vulnerable recipients with whom we have an opportunity to make a significant 
difference. We engage these recipients in case management programs and conduct case 
management to remove or lessen barriers that limit their ability to manage their own health 
and well-being. We educate them about disease management, enhance their engagement, 
and help them remain in the least restrictive and most integrated environment based on their 
preferences, needs, safety, burden of illness, and availability of family or other supports. This 
is conducted in a manner consistent with each individual’s personal and cultural values, 
beliefs, and preferences, and with the goal of helping individuals develop resiliency, move 
toward recovery, and reach their self-defined level of optimal functioning. 


Recipient Identification and Stratification  
CORE predictive modeling identifies recipients who are candidates for intensive (our highest 
level of Case management) and supportive case management (our mid-level case 
management) and recipients who are candidates for high- and low-risk chronic condition 
management. Our predictive modeling shows that our highest-risk recipients have multiple 
physical health conditions: 70% to 90% had comorbid behavioral health conditions. Factors 
that drive modeling include medical, behavioral, and pharmacy diagnoses, and claims data. 
The tool predicts the likelihood of integrated case management making an impact and ranks 
all plan recipients from highest to lowest risk.  


Recipients are stratified into levels for case management and disease management based on 
the information we gather from CORE and outreach activities which identify their 
biopsychosocial complexity and the intensity of their needs. Stratification is based on the 
recipient’s self-reported conditions and health care utilization, such as emergency department 
encounters, hospital utilization, or chronic conditions. The predictive modeling tool identifies 
recipients likely to be future high-utilizers based on claims and diagnostic data. These tools 
determine the recipient’s potential risk level and predict that case management interventions 
can effectively improve the recipient’s outcome. Figure 4.1-21 illustrates our risk groupings 
and stratification. 
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Figure 4.1-21: Case Management and Disease Management Stratification Levels  


 
As we conduct the initial assessments, we begin to identify elements of the care plan, 
including recipient-identified and prioritized goals, activities, and information to foster the 
recipient’s ability to make informed decisions regarding his or her care, navigate the delivery 
system, and follow treatment plans. Then the final care plan can address identified barriers 
that may inhibit the recipient from reaching their goals or adhering to the care plan. The care 
plan provides solutions to help reduce or eliminate those barriers. 


Also, this enables us to develop trusting relationships through an in-depth understanding of 
the recipient and his or her needs.  


• The care manager uses motivational interviewing techniques to establish trust and 
engage the recipient.  


• We respect the recipient’s personal story and take the time to listen intently so that we 
can identify his or her individual needs, preferences, and objectives, as well as connect his 
or her values to healthy behavior change.  


• The care manager provides information and education as the recipient needs it, and 
requests it and in a culturally sensitive way, taking into account the individual’s health 
literacy.  
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• Our goal is to promote improved health literacy, and encourage self-management of the 
recipient’s health conditions.  


• They are also included in the prioritization of goals that consider recipient, family, and 
caregiver needs, along with goals, preferences, culture, abilities, and the desired level of 
involvement in the care plan.  


• We also encourage providers and other support services to participate in care planning. 


Figure 4.1-22: Integrated Care Management Four-Phase Program  
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Interventions Across All Levels of Care 
For our most complex recipients, intensive case management interventions include disease 
management information and education, as appropriate, as well as assistance with accessing 
care across the continuum, remaining in active intensive case management for as long as 
necessary to stabilize or impact care outcomes. Recipients who are less complex, but who are 
still experiencing difficulty understanding or stabilizing their conditions, also receive disease 
management and care plan interventions to stabilize them through the supportive level of 
case management. The care manager, in collaboration with the recipient and his or her care 
team, addresses any conditions that are 
contributing to poor health, chronic or 
otherwise.  


Difficult-To-Reach Recipients 
For recipients who are difficult to reach,  
we use a multi-pronged approach to  
identify, engage, and manage the care of 
these recipients.  


• We flag these recipients in our case 
management and utilization management 
systems so that when a recipient has an 
emergency department visit, hospital visit, or any other form of utilization, our care 
managers are alerted and, in some cases, can connect with the recipient immediately.  


• The recipient's providers are notified that we are trying to reach the recipient. We engage 
community health workers who live in the communities to connect directly with hard-to-
reach recipients and begin the engagement process.  


• We visit homeless shelters, churches, and other local community gathering places to 
connect with our recipients and to establish relationships with the goal of appropriately 
enrolling and engaging them in case management and reconnecting them with their 
providers.  


• We include a Housing Coordinator in our programs to assist people in securing stable 
housing as quickly as possible.  


• We also establish connections with the criminal justice system, education system, and 
supportive housing system. When appropriate, we contract with providers to co-locate at 
jails and courts to establish continuity of care and to facilitate medication reconciliation 
and adherence and follow-up treatment  


• When recipients decline case management, we listen carefully to understand their reasons 
and we continue to offer support and guidance without pressure to engage them in case 
management.  


• We listen and follow-up, continuing to maintain relationships with recipients so that if 
they change their minds about case management, we provide them with our direct phone 
number and point person to contact.  


Our Integrated Care Management activities 
do not vary in type between the intensive 
and supportive levels, as they each receive 


assessment, education, targeted 
interventions, care coordination and care 
plans—all of which focus on their unique 
needs. The difference is in the intensity, 


complexity, and frequency of the 
interventions, recipient contacts, and care 


team meetings. 
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• All recipients who have targeted chronic medical and behavioral conditions are provided 
with appropriate bi-annual, condition-specific newsletters even if they decline case 
management.  


− We track and report on recipients who receive disease management mailings within 
the population health level of case management.  


Focusing on Recipients’ Strengths and Successes 
 Our Integrated Care Management program 
reflects our belief that case management must 
address the recipient’s medical, behavioral, 
and social needs in a holistic way and must 
also address the individual’s continuum of 
acute and chronic needs.  


Our care managers are nurses and 
independently licensed behavioral health 
providers who are prepared to coordinate 
medical services, behavioral health services, 
community services and those that are not 
covered in the recipient’s benefits package.  


• Using motivational interviewing 
techniques, our care managers elicit 
critical information about recipients’ daily activities, values, beliefs, and health-related 
behaviors, as well as any social or behavioral issues which may represent barriers.  


• We focus on defining strengths and ways the recipient has been successful, as well as, 
identify ways the recipient has not been able to successfully manage his or her physical 
and behavioral health issues.  


• Our care managers use an integrated care planning interview tool designed to guide the 
care manager through the process of developing a comprehensive and realistic plan of 
care for the medical, behavioral, and social issues confronting each recipient.  


• Care managers work directly with recipients so that all information is accurate, represents 
a complete view of the recipient’s situation, and most importantly, includes the recipient’s 
values and goals, as well as any strengths and barriers, to improved health. 


Identification of Root Causes of Poor Health and Engagement 
Barriers to improving health and root causes of poor health outcomes are specifically 
addressed to help both the care manager and the recipient better understand what has 
prevented full engagement with a suggested clinical treatment or plan of care. Once these 
issues are identified, by the recipient and informed by the care team, truly individualized and 
collaborative care planning can begin. 


We will use our experience in other States 
such as Arizona and Missouri to inform our 
Integrated Care Management program in 
Nevada. For example, in Arizona we have 


learned of the value that a Housing 
Coordinator and Employment Coordinator 
can have in meeting the most basic needs 
of our homeless recipients. Through our 


many meetings with Nevada stakeholders, 
we recognize the State’s concerns about 


homelessness. Therefore, our program will 
include a Housing Coordinator and 
Employment Services Coordinator. 
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Care Managers as the Single Point-Of-Contact 
We have learned that it takes time to build 
trust and that building it can be expedited 
when recipients talk to the same person all the 
time. Our well-trained care managers serve as 
the single point-of-contact for each recipient.  


• We collaborate with the recipient, his or her 
supports, and his or her Integrated Care 
Management team to create a plan of care 
that includes mutually-agreed upon 
recipient-centered goals and actions for the 
recipient and recipient supports.  


• The care manager and his or her Integrated 
Care Management team arrange for both 
covered and non-covered services to be coordinated for the recipient.  


• We collaborate with recipients, their families, community supports, community-based 
care managers, providers, and practitioners to enhance care outcomes.  


• We encourage all recipients to follow age-appropriate screening and health-maintenance 
guidelines, as well as evidence-based care for chronic physical and behavioral illnesses.  


• Every assessment and encounter includes attention to co-morbidities and to reducing 
unhealthy behaviors (such as tobacco use or substance use) in a recipient-centered 
manner.  


• We identify the issues that affect all recipients, including their physical and behavioral 
health concerns, as well as their caregiver issues and circle of support needs, community 
health support needs, transportation challenges, access to care challenges, and their 
knowledge gaps that prevent them from achieving their personal health care goals.  


Inter-Disciplinary Case Rounds 
We initiated inter-disciplinary case rounds over three decades ago. Our Medicaid programs 
across the country have continued this best practice since their inception. At least twice 
monthly, we provide a forum for the Integrated Care Management and UM staff and clinical 
leaders to discuss complex recipients and to collaborate on ways to better assist them. Our 
clinical leaders also interface with the provider community, when needed, to assist our inter-
disciplinary case management team and to enhance recipient care. Providers may be invited 
to attend integrated case rounds in person or by phone.  


Care Plan Documentation 
We document each aspect of the plan in our case management information system and track 
progress toward the recipient’s stated goals.  


Through our experience in managing 
Medicaid programs across the country, we 


recognize that the critical thinking is 
required to identify the root cause(s) of 
poor health or poor engagement with 


health care for that recipient. Therefore, 
any psychosocial issues and cognitive 
limitations that impact recipients are 


incorporated into their individualized care 
plans, as are the cultural practices and 


beliefs that are most important to them. 
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• We can share the care plan via CareUnify and revise the plan whenever requested by the 
recipient or recipient’s representative, or as the recipient’s health, services, self-
management, or placement needs change.  


• When the care plan is initiated, and each time it is revised, the recipient agrees to the plan 
(either verbally or by signature) and receives a copy; copies are shared with the recipient 
and his or her care team.  


• We can mail a hard copy of the care plan to targeted individuals who are part of the 
recipient’s integrated care plan.  


• We can also use text messaging to remind recipients and their caregivers about time-
sensitive goals. 


Referrals to Community Organizations 
Through our experience working with Medicaid recipients across the country, we understand 
that our recipients’ health and well-being should begin in their own homes, schools, 
workplaces, neighborhoods, and communities. Additionally, the health and well-being of our 
recipients is determined, in part, by access to social and economic opportunities, resources 
and supports available in their homes, neighborhoods, and communities, the quality of their 
schooling, the safety of their workplaces, the cleanliness of their water, food, and air, and the 
nature of their social interactions and relationships. We understand that eating well and 
staying active, not smoking, obtaining recommended immunizations and screening tests, and 
visiting a physician—all influence the overall our health of our recipients. As a result, we 
assess the social determinants of health based on the Healthy People 2020 framework 
including: 


• Economic Stability – poverty, employment, food 
security, and housing stability 


• Education – high school graduation, enrollment 
in higher education, language and literacy, and 
early childhood education and development 


• Social and Community Context – social cohesion, 
civic participation, discrimination, and 
incarceration 


• Health and Health Care – access to primary care 
and specialist plus health literacy  


• Neighborhood and Built Environment – access to 
healthy foods, quality of housing, crime and 
violence and environmental conditions 


During the initial care planning interview, we often find that it is the social determinants of 
health that must be addressed first to help our recipients better engage to improve their 
personal health and well-being. Whether or not recipients are actively engaged in case 
management, they may require care coordination to access community-based services to 


In each State where we offer 
Medicaid programs, we maintain a 


current data base for case 
management staff and recipient 


services staff of community 
organizations that offer services and 


goods in recipients’ local 
communities. These organizations 
can be pivotal in helping us reach 


recipients where they are and relate 
to them in ways that are culturally 


appropriate. 
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Figure 4.1-23: Community Development Team 
Recipient at health fair 


address and mitigate the social determinants that negatively impact their health. Our inter-
disciplinary staff, using our extensive database of community services, refers and coordinates 
non-covered services with recipients such as:  


• Food banks 
• Housing assistance 
• Utilities assistance 
• Home modifications to enable recipients to remain in the community 
• Social supports 
• Clothing 
• Caregiver support 


The following are some of the important ways Aetna partners with community and social 
supports to assist recipients: 


• Collaboration when benefits are exhausted and/or external community services 
engagement is required to meet a recipient’s needs (examples: Alcoholics Anonymous, 
Narcotics Anonymous, Debtors Anonymous, Ministries, Faith-based organizations, Grief 
Support Groups, free Legal Services organizations)  


• Referrals to and coordination with the Special Supplemental Nutrition Program for 
Women, Infants and Children (WIC) to meet the nutritional needs of pregnant and nursing 
women and their babies 


• Coordination with Veterans Administration benefits (U.S. Department of Veterans Affairs) 
• Referrals to and coordination with homeless shelters  
• Referrals to and coordination with crisis lines for teenagers or adults  
• Referrals and coordination with domestic violence Referrals to and coordination with 


community food banks/pantries  


Furthermore, we will also utilize 
community health workers to identify 
critical non-covered services and the local 
organizations that can address serve our 
recipients’ needs.  


In addition to supporting health needs, 
Aetna employs a community development 
team that canvasses the States we serve to 
seeking opportunities to improve access to 
care and to community services. Team 
members meet with community leaders, 
listen to their needs, and work to build and 
foster partnerships within the community.  
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Figure 4.1-24: One of our Community 
Development Managers, with one of our young 


recipients  


Additionally, they: 


• Serve on non-profit boards 
• Provide meals for shut-ins 
• Picnics in collaboration with parks and 


recreation divisions across the State 


Nationwide in our Medicaid programs, Aetna’s 
community development team  
serves to support our Integrated Care 
Management efforts by keeping our care 
managers aware of location-specific community 
supports and programs available to the 
recipients enrolled in our Integrated Care 
Management program. 
 


Measurable Clinical Outcomes 
Across the country, our Integrated Care Management programs have been responsible for 
Aetna achieving significant measurable clinical improvements.  


HEDIS  


Integrated care management, including disease management outreach to our recipients, has 
yielded significant health improvement outcomes, as evidenced by our 2015 HEDIS rates. 
Figure 4.1-25 depicts HEDIS rates for recipients in case management, compared to recipients 
not in case management, for targeted populations. 


Aetna Community Development Staff: Personal Stories 
This team is comprised of men and women who view their positions as much more than a job; Kim 
Lynch, one the newest recipients of our community development team in Missouri, states, “I am so 


excited to work for Aetna! This isn’t a job; this is my personal mission. Our team is known for 
always going above and beyond and that’s why I was so happy to come back to managed care.” 
Several of our team members experienced times in their childhood when they felt the pangs of 


hunger and would say they struggled to make it. Stephanie Thomeczek, Community Development 
Manager, writes, “I was one of six children, and I can tell you that I know what it is like to go to 


bed hungry and to have the power turned off. It’s easy for me to empathize with our families 
because even though these periods in my life were brief, as a child they were significant. I made it 
my mission long ago that I would do my part to stretch resources, work with others, and increase 
the ability for my community to become healthier. That is why I am so proud to work for Aetna. 


They allow me to continue my mission and, using our resources, we now provide assistance to non-
profit agencies and provider partners that are on the front lines doing good work. Our missions are 


aligned and we do the right thing for the right reason.” 
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Figure 4.1-25: 2015 HEDIS rates for case management recipients  
versus non-case management recipients  


 


Our focused case management program for recipients admitted with asthma includes face-to-
face follow-up by a care manager with education about asthma triggers, correct use of 
medications, and use of a written asthma action plan. In its first year (2013), this program 
eliminated readmissions for participating recipients with asthma. Both inpatient and 
emergency department costs were reduced by 40%, while PCP costs and visits increased, as 
anticipated. In the second year of the program, inpatient and total costs per asthmatic 
recipient continued to decline. 


Case Management Success Story
A three year-old with CP with complications of bacterial meningitis; hydrocephalous and VP 
shunt and mom was having trouble getting DME and services. Our care manager provided 


education and assistance arranging for DME, transportation and housing support. Following 
the intervention of case management, the child has not required inpatient or ED services 


and is doing much better. 
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Pregnancy Dental Care 
Several of our Medicaid Health Plans offer the Smiling Stork Program. In collaboration with 
our partner, DentaQuest, informs our pregnant recipients that they have dental benefits 
during pregnancy, including dental screenings, cleanings, and any restorative care, if 
necessary. It is well established in the medical literature that periodontal (gum) disease can 
contribute to prematurity and low birth-weight babies. Therefore, adequate dental services 
for pregnant women can actually reduce health care expenditures. The percentage of women 
who complete a dental cleaning or treatment after being informed of the benefit has 
increased (8% in 2014 and 11.6% in 2015, respectively), and we will be collecting outcomes 
data to include gestational age at birth and birth weight to monitor the success of this 
program. Upon, award, we look forward to collaborating with the State’s dental partner to 
encourage out pregnant recipients to seek dental care – this activity will be performed by our 
sub-contractor Nevada Access to Health Care who will conduct outreach activities and face-
to-face care coordination.  


MLTSS  
We have included some our LTSS outcomes because we are aware that Nevada may be 
interested in expanding its Medicaid programs into new populations. Our Integrated Care 
Management program has been critical to achieving the MLTSS successes noted as follows. 
The Community Health Workers who support engagement and the Care managers who are 
coordinating services and collaborating with wide array of stakeholders work to transition 
MLTSS recipients from institutional settings into the community and then to make sure that 
these vulnerable individuals have the supports and services to maintain an improved quality 
of life in a home setting.  


• Our experience in MLTSS markets show reduction in inpatient visits and readmissions 
when recipients are in the least restrictive environment with the proper supports and 
appropriately engaged in the community.  


• For example, in Arizona, 75% of the MLTSS population are living in the community and 
Hospital admissions decreased by 16%.  


The table that follows illustrates that Aetna Medicaid’s LTSS programs have been highly 
successful in keeping vulnerable recipients in the least restrictive environment: Over a two-
year period in Florida, we increased the HCBS ratio by nearly 10% through NF diversion and 
transitions.  
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Table 4.1-21: Ratio of HCBS recipients to all LTSS recipients 


State/Program Program Effective 
Date 


HCBS Ratio- ratio of HCBS to All LTSS 
Recipients 


Current HCBS 
Ratio 


At Program 
Inception 


Change Since 
Inception 


Florida  


MLTSS 


2014- Current 48.0% 8.0% 56.0% 


Illinois 


Integrated Care Program 
(ICP) 


2013- Current 50.0% 17.4% 67.3% 


Ohio 


MyCare Dual Demo 


2014- Current 44.8% 14.4% 59.2% 


 


E. Medicaid Claims Processing and Adjudication 


As an enterprise, Aetna processed nearly 337 million claims in 2015. We know how to process 
and adjudicate claims. We are able to efficiently deliver the high volume using expert, 
dedicated staff, industry best practices, and advanced technology. We are upholding the 
company’s standard by achieving high quality marks year-over-year. Since 2014, we have 
exceeded defined quality goals for claim payment processing. For example, measured against 
a goal of 98 percent efficiency for pay incidence, we achieved the following: 


• 2014: 99.3 percent 
• 2015: 98.71 percent 
• 2016 (YTD): 98.48 percent 


We also far surpassed the benchmark for procedure accuracy.  


As part of our efforts to understand the needs of Nevada, we have met with many providers 
throughout the State. They have emphasized the two key aspects of Claims Management that 
are most important to them:  


• Timely claims processing and payment 
• Provider education and training 


Timely Claims Payments 
The tables that follow demonstrate our experience in paying claims timely. Also, they show 
our auto-adjudication rates. Through our 30-year history in paying claims for Medicaid TANF 
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and CHIP populations, we understand that timeliness is best served by establishing systems 
and processes that promote high rates of auto-adjudication.  


In the second quarter of 2016, 96.6% of our claims were processed within 30 days. From the 
first quarter of 2015 forward, we have consistently processed between 96.4% and 97.3% of 
our claims within 30 days. In the second quarter of 2016, 87.3% of our claims were auto-
adjudicated. From quarter one of 2015 forward, we have continuously moved our auto-
adjudication rates forward. 


Table 4.1-22: Timely Claims Payments 


Year Q1 Claims Processed 
in 30 Days 


Q2 Claims Processed 
in 30 Days 


Q3 Claims Processed 
in 30 Days 


Q4 Claims Processed 
in 30 Days 


2015 96.4% 96.6% 97.3% 97.1 


2016 96.8% 96.6% Reported in Oct. 2016 Reported in Jan. 2017 


Table 4.1-23: Claims Adjudication Rates 


Year Auto Adjudication 
Rate Q1 


Auto Adjudication Rate 
Q2 


Auto Adjudication 
Rate Q3 


Auto Adjudication 
Rate Q4 


2015 81.6% 82.9% 82.9% 82% 


2016 85.4% 87.3% Reported in Oct. 2016 Reported in Jan. 2017 


  


Our claims adjudication system is a 
HIPAA-compliant, rules-based 
information processing system. It 
includes 28 integrated modules that 
maintain and process health care 
administration data, allowing us to 
increase administrative efficiency and 
improve the quality of care. 


The system contains all data elements 
required for claims data submission and 
adjudication. The provider module 
contains the unique provider 
identification number generated by the 
system, plus all billing and tax reporting 
information. The claims module shows the date of receipt, the history of actions taken on 
each claim, and the date of payment, including the check number. The system accumulates 


The SIU identified several providers, in an 
Aetna Better Health Plan, billing newborn 


hearing screenings, Current Procedural 
Terminology (CPT) 92587 and 92586. Per 


that State’s Medicaid policy, the case rate is 
paid to the facility for mother or infant and 


no additional reimbursement is allowed. The 
SIU worked with the plan to implement a 


system edit to deny claims billed separately 
from the facility rate. Due to the system edit, 


more than $800,000 was recovered and 
more than $500,000 in cost was avoided. 
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claims by specific benefit limits and lifetime benefit rules. It scrubs and edits this data for 
accuracy during claims processing and payment.  


 Provider Education and Support for Claims Submission 
Providers are best able to submit cleam claims when they receive comprehensive training on 
“how to submit a claim via the provider portal” and “how to work with a clearinghouse, when 
they first enroll as an Aetna provider. Each provider has an assigned Provider Relation 
Representative (PRL) who meet with providers face-to-face and are available telephonically 
and via email. We also offer web-based trainings. Aetna works directly with multiple 
clearinghouses so that it is as easy for providers as possible to submit claims. We also offer 
town halls and sponsor local meetings with groups of providers by type to review their needs 
and to strategize solutions when they are needed. Although, we accept paper claims, we 
actively work with providers to support their ability to submit electronically. Our high auto-
adjudication rates demonstrate our ability to work with clearinghouses and to help providers 
transition to electronic submissions.  


As part of our ABD and LTSS programs in other States, we have developed processes to pay a 
wide array of HCBS providers, using a variety of payment methods. We have developed 
special training programs to assist these providers who are often individuals or very small 
agencies that require rapid payment to meet their cash flow needs.  


Editing Stops Inappropriate Billing 
We use claims editing software so that both professional and facility claims reaching an 
adjudicated status of “Pay” are automatically reviewed against nationally recognized 
standards, such as the Correct Coding Initiative (CCI). These system capabilities use historical 
claims information to detect and correct questionable billing practices and assist in 
identifying fraudulent and abusive patterns. Both professional and facility claims that reach 
an adjudicated status of “Pay” receive a CCI control edit. These edits include: 


• Recipient eligibility – The adjudication system validates the date of service against the 
recipient’s enrollment. If the recipient is not eligible on the date of service, the system will 
automatically deny the claim using the appropriate HIPAA-approved remittance 
comment. 


• Covered or non-covered services – If services are not covered, the system will 
automatically deny that claim line. If the services are up-coded, or unbundled, the system 
sends a recommendation to deny the claim line with the specific reason why. 


• Services within the scope of the network provider’s practice – The system is configured by 
specialty to allow certain procedures to be performed only by selected network provider 
types. The system also reviews claim lines that are set to pay for network provider billing 
appropriateness by specialty. 


• Duplication of services – The system has a comprehensive set of edits to determine 
duplication of services using criteria such as recipient, date, network provider, service, or a 
combination 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 103







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 


 


• Prior authorization – The system has a separate configuration for prior authorization 
templates and associated service groups. Claim edit rules will validate the claim against 
the network provider, recipient, dates of service, services rendered, and units authorized. 


• Invalid procedure codes – Files are configured annually for procedure code using HIPAA 
standards. If a network provider bills a terminated code, the system will deny the claim 
line and advise the network provider the code is invalid. 


• Other edits – Checks for data accuracy, over-utilization standards, and durable medical 
equipment 


In addition, the claims adjudication system has edits in place to hold claims for manual review 
and generates daily reports of such claims. We also perform periodic review of closed claims. 
We have established policy and procedures to attest to the accuracy, completeness, and 
truthfulness of claims and payment data per 42 CFR §457.950(a)(2). 


Avoiding and Detecting Fraud and Abuse 
At Aetna, we are committed to 
collaborating with State and Federal 
agencies to combat Medicaid fraud, waste, 
and abuse. In this section, we detail the 
ways in which our staff prevents, enforces, 
and reports fraud, waste, and abuse, 
including auditing claims, identifying 
potential overpayments, and educating 
employees, subcontractors, providers, and 
recipients on their role in prevention. 


We have made significant contributions to 
the field of fraud, waste, and abuse, 
including the following: 


• Aetna is a development partner of IBM’s Fraud & Abuse Management System (FAMS) 
• Aetna is a founding member of the National Health Care Anti-Fraud Association (NHCAA), 


the leading national organization focused exclusively on the fight against health fraud. 
• Aetna is a founding member of the Medical Identity Fraud Alliance, the first public/private 


cooperative specifically uniting all stakeholders in jointly developing solutions and best 
practices for the prevention, detection, and remediation of medical identity fraud. 


• Aetna is a member of the CMS Health Care Fraud Prevention Partnership (HFPP), a 
voluntary public/private partnership between the Federal government, State officials, law 
enforcement, private health insurance plans and associations, and health care anti-fraud 
associations. The HFPP focuses on data sharing and analytics, plus training, outreach, 
education and information sharing. 


• Aetna is a member of the CMS Healthcare Anti-Fraud Task Force. 


Aetna’s 2015 Missouri 
Recovery Efforts 


Aetna’s Missouri FWA savings for 2015 
equaled $21,096,291* 


For 2016 to date, Aetna’s FWA savings are 
$16,181,511* 


*This includes recoveries and other cost 
avoidance activities. 
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Our Program Integrity Officer (PIO) leads all program integrity efforts. This individual reports 
directly to the Health Plan Administrator on fraud, waste, and abuse issues and oversees the 
Program Integrity Unit (PIU) which coordinates, collaborates, reviews, and investigates fraud 
and abuse issues. The PIO has open and immediate access to all of Aetna Special Investigation 
Unit’s (SIU) leadership, tools, and supports—meeting all Agency requirements.  


We focus on proactive detection of fraud, waste, and abuse, grounded in the OIG seven 
elements of an effective compliance program including: 


• Staffing and governance – Creating an 
environment that encourages collaboration 
and cross training. Establishing and 
maintaining an effective system for resolving 
and escalating issues. 


• Policies, procedures, and code of conduct – 
Maintaining clear policies and procedures that 
address the risks. Maintaining a Code of 
Conduct to inform all staff of their 
responsibilities. Developing oversight and 
monitoring programs to ensure staff adheres to 
our policies, procedures, and Code of Conduct. 


• Training and education – Creating and 
delivering effective and meaningful training 
programs to all staff about the compliance 
responsibilities related to their jobs. 


• Communication – Strengthening our business 
culture by communicating our values and 
policies in a targeted and meaningful way that 
engages all staff. 


• System for routine monitoring and identification of risk – Establishing and maintaining 
easily accessible systems for staff to interact with Compliance and management so they 
can ask questions and raise concerns. With our Internal Audit teams, developing and 
coordinating a Compliance (Program Integrity) Plan to review key business activities that 
we conduct, following the law and policies, procedures, and Code of Conduct of Aetna, our 
parent company. 


• Disciplinary standards – Publishing disciplinary standards and our Code of Conduct on the 
Aetna Medicaid intranet site and on the Compliance and Regulatory Affairs home page. 
Communicating standards during town halls, team meetings, and through established 
printed communication. 


• Procedures and systems for prompt reporting – Maintaining and communicating clear, 
objective, and efficient systems, training, and tools for the investigation of suspected 
compliance violations. Applying fair and consistent discipline for compliance violations. 


Fraud detection 
success 


A nurse and operator of Cornerstone 
Counseling Center based in 


Centerville, MO, instructed her staff 
to submit over 6,000 false claims to 


insurers for services that had not been 
provided. She admitted that she billed 


Medicaid and private insurers for 
visits with physicians even though 


they never treated her clients. 


We collaborated with State 
prosecutors and federal authorities 


during the investigation. 


The woman was sentenced to serve 
366 days in prison and pay restitution 


of $724,359 for health care fraud. 
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We maintain strict due diligence when seeking out potential fraud and abuse. We have an 
action plan to investigate suspected fraud and abuse by staff, subcontractors, providers, 
recipients, or others with whom we do business. We will provide our policies and procedures 
to the MHD. We will cooperate with the Agency, providing data, and communicating 
regularly. 


Claims Processes 
The following describes our experience managing the key elements of claims processing and 
adjudication that are associated with efficiency for pay incidence and timeliness and 
accuracy. 


Audit Trail Of All Claims 
Figure 4.1-26 on the following page is a Life of A Claim flow chart that details Aetna’s flow of 
claims from receipt until payment. There are three basic phases in the claim lifecycle: claim 
origination, claim adjudication, and post-adjudication. In the claim origination phase, the 
provider obtains any service verification and prepares either a paper or electronic claim. The 
claim is submitted to a claim clearinghouse such as Change Healthcare for routing to us as the 
health plan for processing.  


We load the claims into our claim processing system for further processing. At this point, the 
claim enters the claim adjudication phase. A series of edits are applied and the claims will 
pay, pend, or deny in the adjudication process.  


If the claim passes all edits, the provider is paid for the services rendered. If the claim fails 
edits and has a status of pend, the claim will route to an analyst for further review. Claims 
can deny for multiple reasons. For example, if a recipient was not active at the time of service; 
more information is required for payment. All adjudication reasons are notated on the 
provider’s electronic remittance advice for reconciliation purposes using standard reason 
codes. 
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Clinical Editing 
For more than two decades, Aetna has partnered with industry leaders ClaimCheck™ and 
Cotiviti Healthcare for clinical editing solutions. They assist payer organizations in automating 
correct coding and medical policy decisions. Also, they detect coding irregularities, conflicts, 
or errors while making recommendations for correction. Our editing vendors verify that we 
provide a robust coding and clinical review to allow for accuracy in our claim processing. 


Quality Assurance through Review and Edit  
To maximize the quality and correctness of our claims process, we have configured our system 
to use several techniques to review and edit claims data. These include: 


• Duplicate billing logic 
• ClaimCheck edits 
• Cotiviti Healthcare editing 
• Coding accuracy 
• Durable Medical Equipment editing 
• Procedure code guidelines 
• Procedure code definition policies 
• Technologies to detect questionable billing practices 


Duplicate Billing Logic 
The claims adjudication system edits the data input to determine duplication of services. 
Examples of such duplication include same recipient, same date, same network provider, 
same service, or any combination of these criteria. All claim lines are subject to duplicate 
logic. This logic protects against paying for services rendered by the same provider or other 
providers within the same provider group. The logic also allows for claim lines to be 
considered for services that may look like a duplicate, but are necessary (e.g., lab work or 
certain therapies). 


Claims Management Tools and Reports 
To create the most effective process for monitoring timely claim payment we use a suite of 
tools, scheduled and ad-hoc reports to monitor claim receipts, automated claims processing, 
manual claims adjudication, and check and remittance advice production/distribution on a 
daily, weekly, and monthly basis. These tools and reports include: 


• Pended Claims Tool and Reports: Include all claims that fail auto adjudication and/or are 
suspended for manual review. 


• Non-Final Claims Tool and Reports: Identify all claims in any status other than those 
finalized through the finance payment process.  


• Claims Performance Reporting: Monitors turnaround time for clean claims. 


The standard and ad-hoc reports help us proactively manage claims workflow. Based on this 
analysis, Operations takes appropriate action to address any trends that indicate a potential 
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issue such as turnaround times or inventory levels for aging claims. Our approach is to 
immediately identify the root cause of the problem and develop and implement the 
appropriate action plan. 


Claims Data Integrity and Audit 
Through our national experience, we understand the importance of incorporating a Medicaid 
Claim Quality Control Program that independently assesses the effectiveness of the Medicaid 
claims system configuration and claim procedures against the resulting adjudication process. 
A claim audit follows process steps, as illustrated in Figure 4.1-27. 


Figure 4.1-27: Claim Audit Process 


 


• Planning – Conducts routine and ad-hoc audits based on timelines and business needs 
• Data gathering – Extracts claim data from the adjudication system using sampling 


methodology 
• Verification – Accesses and verifies data against the required attributes of the DHCFP 
• Completion – Evaluates test results and identifies issues 
• Reporting – Documents results and issues reports to operational departments 


We complete all audits using the attributes required by our State customers make certain our 
systems meet or exceed the guidelines and objectives of the American Institute of Certified 
Public Accountants Statement on Standards for Attestation Engagements No. 16, Reporting 
on Controls at a Service Organization.  


Claims End-To-End Audits 
Aetna’s end-to-end audits are completed using the following attributes: 


• Validate the contractual appropriateness of the provider attachment to the contract and 
fee schedules in accordance to the contract 


• Filter on the contract to review the different contract types individually for proper 
application of reimbursement methodologies and calculations 


• Filter on the benefit to review the benefit. Benefits are reviewed to identify various 
reimbursement methodologies to apply correct payment calculations and identify specific 
requirements such as: PA requirements, accumulators, age limitations, exclusions, co-
pays, deductibles, co-insurance, etc. 


• Claim Validation: Complete Claim Form data field validation viewing the paper claim 
submitted via Alchemy or viewing the EDI data submitted. All claims are subjected to 
analysis that involves but is not limited to the following: valid coding, timely filing, prior 
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authorization requirements, benefit application (including limitations and exclusions), 
Coordination of Benefits application, claims history review for duplicate claim, manual 
pricing application, special provider agreements, modifier discounts, and claims 
bundling/unbundling.  


Valid Audits 
Random, statistically valid audits are conducted on the claims validating system 
configuration. Standard audits are determined using a statistically valid sample, based on the 
total population size. Target claim audits look at a predetermined population to provide a 
focused audit that is identified either by the Audit Team or requested by Aetna. Target audit 
reviews include contract, benefit, provider, diagnosis, procedure, specific service, and place of 
service. 


The Quality Review Core Audits are completed using the following attributes: 


• Claim validation is what was billed vs. what is in the processing system 
• Verifying claim handling based upon desktop procedures 
• Validate pricing on manually priced claims 


Verifying claim handling encompasses procedures related to edits that fire, timely filing, claim 
memos, resubmissions, adjustment claims, refunds, etc. 


Audit Process 
The Medicaid Claims Quality Department performs 1 percent random audit based upon an 
individual analyst’s prior day’s production. There is an overall outcome of 1 percent of the 
individual processor’s monthly production by the end of the audit cycle month. 0.15 percent of 
the total auto-adjudicated (MASSA) claims will be selected for audit based upon the prior 
day’s MASSA production with an overall outcome of 0.15 percent by the end of the audit cycle 
month. 


Claims with billed charges of $70,000 and greater, as well as claims with paid amounts of 
$30,000 and greater, are subject to 100 percent pre-pay high-dollar audit review daily. Target 
audits are also performed upon the request, and look at a predetermined population. These 
include: Contract, Benefit, Provider, Diagnosis, Procedure, Specific Service, and Place of 
Service. 


By placing the recipients we serve at the center of what we do, we have worked diligently 
with the provider community to quickly identify and resolve any system 
configuration/payment issues. Table 4.1-24 below highlights our Missouri experience. As 
demonstrated, we have continued to process claims on a timely basis since August 2015. 
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Table 4.1-24: Percent of Claims finalized within 30 Days to 
In-Network and Out-of-Network Providers  


Jun 
2015 


Jul 
2015 


Aug 
2015 


Sep 
2015 


Oct 
2015 


Nov 
2015 


Dec 
2015 


Jan 
2016 


Feb 
2016 


Mar 
2016 


Apr 
2016 


May 
2016 


Avg 


100 98.78 95.45 97.58 99.76 99.74 99.61 99.60 99.69 98.93 98.96 99.78 98.99 


*Service level goal is 95 percent or better 


 
Received but Non-adjudicated Claims 
Aetna’s claims processes include reviewing all outstanding non-finalized claims on a daily 
basis to monitor received but non-adjudicated claims. Aging reports track each claim and the 
associated dollars of that claim. We use aging reports and ad-hoc queries to monitor the non-
finalized claims. All non-finalized claims are loaded into secure and protected reporting 
databases maintained by the Claims and Service Reporting Group. Only the Claims and 
Service Reporting Group can make any changes to the data or table structures in the 
databases. Each team works, as necessary, with other areas of the company to resolve the 
pend issue based on the pend. All teams work pended claims in a first-in/first-out order. We 
are responsible for working pended claims and will be compliant with the State’s regulation 
on paying interest for late payments. 


The following case study describes Aetna Better Health of Missouri’s collaboration with the 
Missouri Medicaid Agency during the ICD-10 conversion process. 


 


Being a Proactive Partner with Missouri Medicaid Agency  
 for Smooth ICD-10 Conversion 


Aetna and MO HealthNet (the State’s Medicaid Agency) demonstrated their strong partnership and 
spirit of collaboration in preparing for the ICD-10 conversion in 2015. Aetna’s internal cross-


functional team met three times per week for one month prior to migration, and resumed that 
schedule for 60 days post-migration. 


We compared the percentage of rejects for incorrect ICD-9s prior to the conversion with the 
percentage of rejects for incorrect ICD-9s/ICD-10s. Additionally, we met on a routine basis with MO 
HealthNet Division staff, Missouri Hospital Association representatives, and other health plans to 
determine if we identified any trends across the State. We conducted cross-functional health plan 
meetings each week to discuss ICD-10 trends identified from an analysis of provider claims calls, 


Provider Relations Representative site visits, phone calls to Provider Relations, and any trends from 
daily claim processing. This model allowed us to quickly review claims and correct any errors before 


they were released on check runs. The high level of collaboration with all stakeholders helped to 
support a successful migration. 
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F. Project management; and 


Our project management approach is informed and shaped by decades of nationwide 
Medicaid experience. Our history demonstrates that we are highly qualified to successfully 
serve and administer Medicaid managed care programs in Nevada. Today, Aetna serves over 
3 million recipients through Medicaid managed care plans in 16 states. 


The project management methodology we use is grounded in the framework of the Project 
Management Institute’s (PMI) methodology. We have adapted and refined this methodology 
based upon more than 30 years of experience in program implementations and to account for 
the complexities of managed health care programs. We also tailor our approach to the 
specific requirements of the State.  


Aetna has a strong track record of successful 
implementations and contract renewals for Medicaid health 
plans. An effective strategic project teams is a critical part of 
our success. We deliver results on time and within budget. 
Our approach is based on proven, formal project and 
program management and governance methodologies. 


 


2015 Program Implementations "Go Live" 


Pennsylvania  ACA – additional population 01/01/2015 


New Jersey Medicaid/Long Term Support Services - new health plan 01/01/2015 


Louisiana Medicaid – new health plan 02/01/2015 


New York Duals – additional population 02/01/2015 


Michigan Duals - additional population 03/01/2015 


West Virginia Behavioral Health – additional benefit 10/01/2015 


West Virginia  ACA – additional population  10/01/2015 


Louisiana Behavioral Health/Severe Mental Illness - additional population 12/01/2015 


Florida Healthy Kids – geographic expansion 10/01/2015 


2016 Program Implementations "Go Live" 


Michigan Medicaid Geographic Expansion 01/01/2016 


Illinois Managed Long Term Support Services - additional population 07/01/2016 


Louisiana ACA - additional population 07/01/2016 


Texas STAR Kids - additional population 11/01/2016 


California Medi-Cal (Sacramento & San Diego) – new health plan (in progress) 07/01/2017 


Over the past 18 months, 
we have successfully 


implemented 14 new or 
expanded programs. 


Tab VI (4.1) - Page 112 NV Managed Care Organization RFP No.: 3260







 AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information


 


 
 


Project Management Team 
Our Implementation department employs dedicated and highly experienced project 
management resources.  


• Our dedicated implementation director and project managers will organize, support, and 
provide oversight to the numerous work streams of program implementation through the 
integration of multiple individual sub-projects into a master high-level project plan. 


• Our process allows each sub-project to follow established best practices related to a 
specific function, requirement, or set of requirements. In practice, this approach enables 
our technology team to follow Aetna’s disciplined and robust system development life 
cycle while concurrently allowing our training team to follow their best practices 
curriculum development and delivery approach.  


Laura Wray is our Implementation Director for Nevada business initiatives. She will oversee a 
locally based Project Management Team to manage major business initiatives in Nevada. 
Members of the team have substantial health plan administration, technical, and operations 
experience, as well as competencies in project management, application development and 
system development life cycles and business improvement methodologies. Examples of 
responsibilities of the Project Management Team are:  


• Analyzes of current operations and evaluation as to whether any modifications or 
enhancements are necessary for the new initiative.  


• Project management and governance and coordination of resources and expertise for new 
contract requirements.  


• Organization of workgroups to include appropriate Subject Matter Experts to address 
each component of the overall implementation, including areas such as Provider Network, 
Health Plan Operations, and Medical Management.  


Every project team member is empowered to quickly react to any issues that might arise 
during implementation. Team members can bring issues to leadership or address them 
directly with their functional lead as identified. By combining empowerment and an open 
door, honest approach to management with systematic tracking tools, we have cultivated an 
effective and efficient approach to implementation and risk management. Additionally, 
through our risk management practices, we identify sources of risk to our successful delivery 
of the new program and develop risk mitigation strategies to deploy to avoid issues from 
emerging. 


Our approach to resources allocation and deployment includes the following: 


• A comprehensive staffing plan for overall implementation 
• A detailed work plan listing all activities necessary to implement, modify, and verify our 


core processing platform, ancillary applications, business processes and workflows, and 
surrounding new contract initiatives 


• Staffing assignments to the activities on the work plan 
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Applying Lessons Learned  
Our project management approach incorporates the lessons learned and improvements 
developed from our extensive experience implementing Medicaid programs and leveraging 
the information collected during formal lessons learned review sessions. During our 
implementations, we identify and document lesson learned opportunities as we work through 
risks and issues, followed by an in-depth post implementation lessons learned review session. 
From analysis of lessons learned, we select and make ongoing improvements to our 
implementation methodology. This expertise will guide us through our Nevada 
implementation so that our approach remains recipient focused, responsive, and flexible. 


Staffing Plan 
One of our strategic commitments is to recruit, hire and develop top talent. Aetna invests in 
hiring qualified individuals who are aligned with our values and mission in order to provide 
the best possible service to our recipients and other constituents. We have created a clearly 
defined, yet flexible, staffing plan designed to address all requirements found in the RFP.  


• Staff Recruitment: Led by the Health Plan Administrator/Chief Executive Officer and our 
local leadership team, with the support of implementation team experts, we will recruit 
experienced Medicaid managed care candidates from Nevada. Key positions will be 
Nevada-based. If necessary to find those with specific experience, we may recruit 
nationally, or use staff from other Aetna health plans.  


• Hiring Process: We use established and proven hiring procedures including team 
interviewing for key and leadership roles. Our hiring managers are equipped with training 
and hiring toolkits for behavioral based interviewing so that we are leveraging the most 
effective interview tools to identify qualified talent and organizational fit for each 
position.  


• Pre-employment screening process: An important part of our hiring process is our 
background screening process. Our Human Resources Department will thoroughly 
examine each candidate’s job qualifications, including education, experience and 
references. Candidates will be further examined by the supervisors and managers in their 
individual departments to determine if they have the appropriate qualifications, 
knowledge and experience.  


We are committed to the safety of our recipients and conduct background screening and 
criminal background checks for personnel that have one-on-one, in-person contact with our 
recipients. Our background screening process includes validation that the potential employee 
is not on the Medicare/Medicaid exclusion list nor was found liable in the last 10 years or 
currently facing criminal or civil action. 


On-boarding and Training  
We verify that all staff members are well trained on the specifics of their job responsibilities. 
Aetna provides a comprehensive orientation and training program designed to “on-board” 
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new personnel. This process includes specific training to reinforce our mission, values, and 
commitment to high quality and efficient health care for recipients. It also includes in depth 
position specific functional and system training. 


Our Learning and Performance (L&P) Department has responsibility for the development, 
implementation, and management of our staff training program. The L&P Department 
provides dedicated resources so that our staff receives appropriate orientation, education, 
and training to succeed in their positions.  


The L&P Department develops a training curriculum using the Analysis, Design, Development, 
Implementation, and Evaluation (ADDIE) model of instructional design. They will work with 
the local health plan and implementation team to customize training materials to meet the 
requirements of the new contract globally and for each staff position’s role. Topics include:  


• Aetna’s organization and operations 
• An overview of Medicaid (Medicaid 101) 
• Cultural competency and health literacy 
• Mental Health First Aid 
• Compliance, systems navigation and contract 
• Health Plan Overview Training 
• An overview of the State Agency requirements 
• Service Excellence and Soft Skills 
• Position Specific functional training 
• State and Federal requirements specific to individual job functions 
• Program Integrity (fraud, waste and abuse) 


We train staff through instructor led classroom sessions, online courses, and on the job 
training. During instructor led training, we evaluate knowledge retention daily using online 
assessments and a criteria checklist. These help us decide if we need to conduct additional 
training. We also communicate progress of instructor led courses via a daily training debrief 
call to the supervisors and/or managers of staff attending training. In our learning 
management system, we record attendance for each training course, and can generate 
reports for all courses on demand to verify that staff has attended all required training and 
can meet our high standards for job knowledge and competency. Using these methods, we 
are able to provide successful training to our staff and the best possible support to our 
recipients. 
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Work plan and staffing assignments 
The Master Work Plan is managed by the Implementation Director, stored on the Project 
Collaboration Team Intranet Site, and is reviewed at weekly Project Management team 
meetings to monitor for potential risks and issues and so that key tasks and deliverables are 
on track. In addition to the Master Work Plan, each functional lead develops and manages a 
detailed work plan for all milestones, deliverables, and tasks required for his/her functional 
area. The Master Work Plan, as well as functional area work plans, all contain project 
milestones, deliverables, tasks, and dates.  


During project initiation and planning, the Project Management Team identifies department 
and individual resources for new initiatives and program requirements. The Implementation 
Director works with each department lead and senior leadership to negotiate staffing 
assignments and availability to mitigate risks to both the implementation and existing 
operations that might arise out of staff assignments. 


Adequate and timely reporting 
Reporting of status and communication is key to effective, successful implementations. 
Within our extensive and rigorous implementation governance, we use multiple Project 
Management Tools to monitor the implementation.  


• We maintain a Project Collaboration Team Intranet Site (Microsoft SharePoint) as an 
information repository and communication vehicle for all project participants. We use this 
site for various project-tracking tools. 


• We use an Issue Tracking Log on the Project Collaboration Team Intranet Site. This user-
friendly tool tracks issues and potential problems identified by any Project Management 
team member. The log tracks who owns the issue and allows us to prioritize, track, and 
monitor issue status. We can also assess the inventory of issues to determine whether 
there are problematic trends. The Implementation Director has overall responsibility for 
the log. The Project Management Team reviews open issues at least weekly; these reviews 
result in either immediate resolution of assignment to a subgroup. All issues are tracked 
until resolved. 


Aetna Success Story 
A mother called our Recipient Services line to get assistance with transportation for her daughter, 


who has ADHD and other behavioral health issues, which prevented her from being able to use public 
transportation. The mother struggled with the process of arranging transportation due to her own 


behavioral health issues. Our MSR contacted MTM, our non-emergent transportation services vendor, 
and also reached out to the doctor's office to start the Level of Need form. The MSR also worked 


internally to have the transportation approved. Although there were several roadblocks, the MSR 
stayed in contact with the recipient and the doctor's office until the recipient’s concern was 


successfully resolved. 
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• Our implementation team completes a weekly status report to identify and address issues 
and risks that is reviewed with the local health plan leadership and Aetna Medicaid 
leadership. Each functional area lead completes a weekly status report for their functional 
area and submits it through the Project Collaboration Team Intranet Site. The weekly 
status reports serve as a tool for leadership recommendations, approvals, and decisions. 
Any identified risks that require immediate intervention are communicated and addressed 
within one business day.  


The team works inter-departmentally and collaboratively to identify risks, discuss mitigation 
strategy, and resolve issues as timely as possible. Please refer to our response to requirement 
4.1.11.12 for additional information. 


G. Qualifications of key personnel. 


Our proposed key personnel for Nevada (Table 4.1-25) bring a collective wealth of knowledge, 
experience, and expertise implementing and operating Medicaid managed care programs 
across the nation.  


Availability of Key Personnel 
In our view (and based on our experience in 16 health 
plans across the country), key leaders of our health 
plans must be actively involved in the communities we 
serve, partnering with stakeholders, providers, State 
agencies, and community organizations.  


Furthermore, it is critically important that plan decision-
makers remain actively involved in meetings with the State, as opposed to simply sending 
staff to take notes and report back to the health plans. All of our health plans employ senior 
leaders who are dedicated to serving each State’s Medicaid and CHIP recipients residing in 
that State and who work and live in the local communities they serve.  


We are committed to building and fostering strong partnerships with the State and local 
county officials. Our business model focuses on initial and sustained engagement with State 
administrators, actively participating in key 
discussion, sharing trending data, and reviewing 
outcomes and expectations. 


The pages that follow include biographical resumes for the key personnel proposed for the 
State; resumes for each individual are provided in Tab VII, Attachment G. 


  


Our key leadership team 
members are available to 
meet with DHCFP officials  


at any time. 
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Table 4.1-25: Proposed Staffing Positions for Key Personnel 


Position Individual Years of Relevant Experience 


Administrator/CEO Dwayne Sansone  6 years 


Nevada Operations Manager/COO  Eileen Shaw  40 years 


Chief Financial Officer  Deb Bacon  15 years 


Medical Director Dr. Barry Markman  15 years  


Recipient Services Manager Mia Williams  19 years 


Provider Services Manager Donette Koehler  6 years 


Grievance and Appeals Coordinator Patrice Stevens  9 years 


Claims Administrator Joel Coppadge  12 years 


Additional Key Personnel 


Nevada Medicaid Government Liaison Mike Easterday  22 years 


 
Biographical Resumes of Key Staff 
Health Plan Administrator/Chief Executive Officer, Dwayne Sansone 


Dwayne Sansone will serve as the Health Plan 
Administrator/Chief Executive Officer for Aetna Better Health of 
Nevada. He currently serves as vice president for network and 
value based solutions for Aetna’s Medicaid business unit. Prior 
to this position, Dwayne served as vice president of new 
business development during key Aetna integrations. He has 
contributed to numerous business development projects, most 
notably Innovation Health,  Aetna’s Accountable Care 
Organization venture with Inova Health System in northern 
Virginia, and High-Tech Digital, Aetna’s Health Information 
Exchange in China. Dwayne was instrumental in forming 
strategic relationships with Allstate, IBM, and CVS Caremark. 
Prior to joining Aetna, Mr. Sansone spent 12 years in the 
financial services industry where he held positions in investment banking, equity research, 
and public accounting. Dwayne holds a Master of Business Administration from The 
Wharton School at the University of Pennsylvania where he was a Citigroup Fellow. 
Additionally, he holds a bachelor’s degree in business administration from the University of 
Michigan where he was a Michigan Scholar. Dwayne is also a certified public accountant. 
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Nevada Operations Manager/Chief Operating Officer, Eileen Shaw 


Eileen Shaw will serve as the Nevada Operations 
Manager/Chief Operating Officer for Aetna Better Health of 
Nevada. With 15 years of Aetna service, Eileen Shaw possesses 
in-depth clinical and managerial experience. In her current role 
as director of implementation, Eileen has led the 
implementation team for the past eight years where she 
provides day-to-day leadership and operational direction for 
the design, build-out, and successful implementation of new 
health plan operations and current health plan expansions. 
Eileen is a Registered Nurse of 40 years and has served in 
numerous leadership roles, including corporate director of 
Pathways to Chronic Care, director of Care Management, 
director of Utilization Management, and manager of Care and 
Disease Management. Eileen earned a bachelor’s degree in nursing at Monroe Community 
College in Rochester, New York. She has maintained her R.N. licensure in New York since 
1976 and in Arizona since 2003, respectively. 


 


Chief Financial Officer, Debra Bacon 


Deb Bacon will serve as the Chief Financial Officer for Aetna 
Better Health of Nevada. She currently provides financial 
leadership to the Aetna Medicaid organization. Her 
responsibilities include financial reporting and analysis, 
strategic planning, business development, and health plan 
management. Deb brings invaluable experience in leadership 
and a deep knowledge of financial and operational roles in 
public accounting and consulting. Prior to assuming her current 
role, she served as finance director and then as a regional CFO 
for Aetna Medicaid. In both positions, she supported the 
financial reporting and planning process. Prior to joining Aetna, 
Deb served as CFO for Children’s Hospital of Orange County 
Health Alliance (CHOC) and director of financial planning and 
corporate controller for Schaller Anderson, LLC—now Aetna Medicaid Administrators LLC. 
Deb is a certified public accountant and holds both bachelors and masters degrees in 
professional accountancy from the University of Nebraska at Lincoln. 
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Medical Director/Chief Medical Officer, Dr. Barry Markman 


Dr. Markman will serve as Medical Director/Chief Medical 
Officer for Aetna Better Health of Nevada. Dr. Markman 
presently serves as senior Medicaid medical director where he is 
primarily responsible for supporting the Special Investigative 
Unit. Dr. Markman joined Aetna in 2012 where he served as 
Aetna’s medical director for the Kentucky Medicaid Division 
with responsibilities that included utilization review and case 
management. He also serves as a member of the National 
Quality Forum with the Surgical Measure Committee. During his 
tenure in managed care, Dr. Markman has developed several 
surgical quality platforms, as well as collaborated on Med Tech 
policies. Previously, Dr. Markman spent 18 years in private 
practice in Las Vegas where he performed reconstructive/ 
cosmetic surgeries, conducted research, and served as adjuvant clinical professor at the 
University of Nevada and Touro University Medical School. Dr. Markman is board-certified 
in general and plastic surgery and an honor graduate of New York University Medical 
School in New York where he completed his residency at the University of Texas Southwest-
Dallas. He holds an honors undergraduate degree in economics at Union College in 
Schenectady, New York, and a Master of Business Administration and paralegal 
certification from the University of Nevada, Las Vegas. 


 


Recipient Services Manager, Mia Williams 


Mia Williams will serve as the Recipient Services Manager for 
Aetna Better Health of Nevada. Mia Williams is an experienced 
Medicaid professional who has served as manager of Service 
Operations for one of our local health plans for 18 years where 
she is responsible for the development of all Recipient Services 
processes and procedures for new implementations, migrations, 
and expansions. Mia has also served in several management 
and leadership positions, including Customer Services, Prior 
Authorization, and Recipient and Provider Services. She is skilled 
in leveraging the talents and support of all team members while 
achieving goals. Mia holds a bachelor’s degree in business 
management from Strayer University in Maryland. 
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Provider Services Manager, Donette Koehler 


Donette Koehler will serve as Provider Services Manager for 
Aetna Better Health of Nevada. With 15 years of experience in 
the health care industry, Donette Koehler has played a critical 
role in the success of many implementations during her six 
years at Aetna, primarily in Provider Relations in both Medicaid 
and Duals Demonstration products. Donette has served as 
provider services manager/senior project manager since 2010 
where she is responsible for all operational aspects of provider 
relations, including provider retention and education, writing 
provider relations materials, and developing and maintaining 
credentialing and re-credentialing processes. Prior to joining 
Aetna, Donette served in numerous management roles with 
Benefit Options & Healthcare Group of Arizona and the Insurers 
Administrative Corporation, respectively. She anticipates completing her associate degree 
coursework in business management in 2018 at Glendale Community College and 
anticipates earning Project Management Professional certification in 2017. 


 


Appeals and Grievances Coordinator, Patrice Stevens 


Patrice Stevens will serve as the Appeals and Grievances 
Coordinator for Aetna Better Health of Nevada. With 14 years 
of experience in quality management and nine years in 
grievance systems oversight, Patrice presently serves as director 
of appeals and grievances where she directs the design, 
development, and implementation of our appeals and 
grievances program for all new health plans, as well as 
monitors and audits system programs and processes. Prior to 
joining Aetna, Ms. Stevens served as director of clinical quality 
programs, North Region, at CIGNA HealthCare. Patrice holds a 
bachelor’s degree in Family Studies from the University of New 
Hampshire; she is also a certified Justice of the Peace in New 
Hampshire. 
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Claims Administrator, Joel Coppadge 


Joel Coppadge will serve as the Claims Administrator for Aetna 
Better Health of Nevada. With more than 28 years of health 
care operations management experience, Joel joined Aetna in 
2000 where he presently serves as head of Centralized Service 
Operations. Joel is responsible for oversight of provider calls, 
claims processing, encounter processing, and provider and 
benefit configuration. He holds a Bachelor of Science in Business 
Administration from Delaware State University. 


 


Nevada Medicaid Government Liaison, Michael Easterday 


Michael Easterday will serve as the Nevada Medicaid 
Government Liaison for Aetna Better Health of Nevada. As 
Aetna Medicaid’s vice president of business development for the 
western region, Michael (Mike) is responsible for working with 
new and current markets in the western United States, with an 
emphasis on bringing unique solutions for high-cost, high-acuity 
populations to State governments. Mike also serves as 
government liaison for new business in the region. As a resident 
of Sparks, Nevada, he resides in close proximity to Carson City 
and available to meet with State officials. 


Mike has worked in both managed health care and government 
affairs for numerous years, and possesses experience in business 
development, compliance, and government affairs. He also 
practiced law with Moore, Taylor and Thomas, P.A.  


For several years, Mike served in several key advisory roles to Governor Mark Sanford, to the 
Lieutenant Governor, and to the Department of Health and Human Services. Among those 
roles was serving as director of the Lieutenant Governor’s Office on Aging. He also served as a 
legislator for eight years.  


Mike holds two bachelor degrees from Bob Jones University and a law degree from the 
University of South Carolina School of Law. 
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4.1.12.2 Describe your experience with performance incentives based on targeted 
health outcome standards. In addition, identify specific performance measures 
that would provide the most meaningful measure of health care service 
delivery performance. 


Provider Incentive Programs 
Provider incentive programs are designed to improve access to needed services, improve 
quality of health, improve the recipient experience, and bend the cost trend. Physicians and 
other care providers require the right information at the right time to engage in accurate and 
meaningful dialogs with their patients—our recipients—to make evidence-based treatment 
recommendations and reach shared decisions for improved quality and appropriate use of 
resources. All must be present to realize change. 


Aetna continues to transform its provider incentive model, measuring what matters most and 
providing an opportunity for many provider types to be rewarded for effective and efficient 
care, while helping to transform the delivery system. Our Value-Based Solutions (VBS) 
incentive model includes primary care, but also expands into other treatment venues and 
provider types such as behavioral health, community mental health centers, Federally 
Qualified Health Centers, Rural Health Centers, and certain high-volume specialists. While 
value-based programming may be challenging for some of these provider types, Aetna has 
extensive and proven experience with VBS incentive models in our commercial, Medicare 
Advantage, and Medicaid lines of business, with over 800 agreements in place across all lines 
of business, including 300 ACOs. 


Table 4.1-26 that follows demonstrates the ways in which our successful ACO partnerships 
lead to improved recipient status. 


Table 4.1-26: Successful ACO Partnerships 


State Measure 
Non-PCMH provider 
practice results 


PCMH provider 
practice results 


Arizona  Breast cancer screening 48.9% 54.2% 


Combination 1 immunizations 65.4% 70% 


Dental visit ages 2 – 3 46% 48.7% 


CDC eye exam 40.2% 44.7% 


Illinois High-tech radiology usage3 147.2/1000 130.5/1000 


  


                                                            
3 Reduction shows improved patient safety and reduced exposure to radiation 
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Value-Based Solutions 
Our priority is to successfully and positively impact the health outcomes of every recipient in 
Nevada, while working to transform the health care system. This objective is accomplished, in 
part, through value-based solutions (VBS) agreements wherein provider and payer incentives 
are aligned. We employ a dedicated business function for VBS program design and support 
that focuses on the continuum of VBS activities and programs, as well as on understanding 
and working with provider groups of varying capabilities. Our programs reward physicians for 
improving quality of care through programs that pay for value, as opposed to volume, and we 
base our approach on a comprehensive VBS strategy of collaborative relationships with the 
provider community to maximize their participation with core programs such as: 


• Pay-for-Quality (P4Q) which rewards providers for achieving improved performance on a 
broad spectrum of HEDIS and utilization metrics for their recipient panel 


• Patient-Centered Medical Homes (PCMHs) which help to address the complex health 
needs of the entire community through a highly coordinated system of care, including 
comprehensive primary care, specialty care, acute care, behavioral health integration, 
and community services 


• Accountable Care Organizations (ACOs) which reward providers for access, affordability, 
and quality of care in a gain-share, risk-share, or full-risk manner. A menu of HEDIS 
metrics important to the existing population, as well as cost and utilization measures 
(such as emergency department visits/1000, readmission rates) is included.  


Our current VBS programs include a progression from P4Q to shared savings, full-risk, and 
joint venture arrangements, including programs suitable for ACOs. Aetna has implemented 
many of these programs in nearly all of our plans across 16 states. Moreover, we have used 
the results and feedback from providers to develop more appropriate, informational, and 
actionable models and reporting. The lessons learned have also led us to develop additional 
coordinated population health capabilities to help providers support the care and 
management of recipients. 


Through our experience, we find that six key factors drive the relationship-building, adoption, 
and success of any provider incentive program or value based strategy. They are: 


• Goal alignment: Align the State’s quality improvement goals with incentives to reward 
providers for quality and health care outcomes 


• Provider engagement: Meet providers where they are in their capabilities and tailor 
incentive programming to match their infrastructure. Develop and give opportunities for 
all providers to participate in incentive programming, regardless of practice types. This is 
where engagement begins 


• Integrated case management: Coordinate the actions of recipients, caretakers, and 
providers through an integrated care team model approach that drives quality outcomes 


• Analytics and data sharing: Share actionable data to allow providers to manage recipient 
health needs and close gaps in care 
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• Health care technology: Provide innovative tools and applications to enhance and 
advance provider capabilities, giving providers greater visibility into patients’ health care 
activities 


• Recipient engagement: Share critical health care information with recipients to empower 
and encourage active participation to promote self-management 


Figure 4.1-28: Aetna’s Value-Based Program Continuum  


 
While Aetna already has existing VBS programs for providers, we remain committed to 
expanding and further developing innovative payment and incentive models to include non-
traditional providers. One example is our work with a nationally recognized home health 
provider to develop a VBS model that specifically addresses the needs of complex recipients, 
including for example, highly complex recipients with significant skilled and unskilled support 
needs. We plan to initially finalize an incentive arrangement that will include emergency 
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department visit and readmission reduction goals—and we are discussing the ways in which 
we will evolve into a shared savings/episodic/bundle arrangement. Our goal is to improve 
access and quality and reduce costs, thereby transforming care delivery.  


Engaging Providers 
We begin our approach to a comprehensive value based strategy grounded in collaborative 
relationships with the provider community through strategically targeting specific providers 
and integrated delivery systems.  


• Our goal is to engage providers in our core programs, where they make sense. We follow 
with development of programming that encourages participation with additional provider 
types (such as non-traditional provider types), beyond the primary care realm. We will 
develop a Provider Incentives focused workgroup specifically to address the needs of 
providers and recipients in Nevada. 


• Aetna’s process for identifying potential provider partners is ongoing. Once identified, we 
contact the providers, either in person or by written letter, to invite them to partner with 
us. For those providers with whom we already have a value based partnership, we meet 
with them throughout the year to continually assess their capabilities and interest in 
moving across the continuum of value based solutions.  


• Our agreements are collaborative and outline the expectations of both stakeholders to 
encourage collective accountability for outcomes. Most importantly, we are flexible with 
providers to understand their capabilities and modify programming, as needed. 


Aetna has already met with numerous providers in Nevada to discuss value-based contracting 
arrangements that will incentivize providers to achieve higher standards of patient care, 
pursue increased Medicaid recipient education, and understand and pursue medical home 
arrangements. 


Because there are various provider system structures with differing capabilities, Aetna’s 
offerings are highly flexible to meet providers where they are in their evolution toward value 
based solutions. The table that follows summarizes our program components for practices of 
varying sizes and capabilities: 


Table 4.1-27: Program Components for Provider Practices 
The Program Components for Provider Practices table is confidential and can be found in  


Part IC – Confidential Technical Proposal. 
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Implementation and Provider Support 
To support the providers in meeting goals and objectives, Aetna will: 


• Provide regular reporting obtained from financial records, claims encounter data, 
predictive modeling CORE risk assignments, and other data 


• Meet with PCMH and shared savings provider partners at least quarterly to review 
performance data, discuss challenges and barriers to improvement, and provide technical 
advice as applicable to improving population health capabilities 


• Provide on-demand education to provider partners to include such topics as: 


− Clinical workflow 
− Collaboration between provider types through CareUnify (our highly innovative 


collaborative information platform to share and aggregate actionable data across 
systems and organizations promoting effective and efficient care coordination, 
particularly for complex, high-risk individuals) 


− Cultural competency 
− Development of specific Continuing Medical Education (CME) for providers 
− Education regarding dental, vision, transportation, interpreter services and other 


value adds 
− Recipient-specific access issues 
− Mental Health First Aid 
− Navigating Medicaid for providers 
− Practice transformation 
− Relias Training (an electronic learning management system with access to an 


extensive library of health care related trainings, as well as internally developed 
trainings, that allows users to independently take training courses and tracks usage) 


− SBIRT Training (Screening, Brief Intervention, and Referral to Treatment - an evidence-
based practice used to identify, reduce, and prevent problematic use, abuse, and 
dependence on alcohol and illicit drugs) 


− Telehealth connections/availability 
− Understanding population/disparities 
− Use of social media to reach recipients 
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Recommendations for Meaningful Measures 
We monitor the success of VBS arrangements through performance measures and establish 
goals for each performance measure intended to improve the outcomes for our recipients. 
The performance measures and goals are customized to address the specific needs of our 
recipients. Performance measures for Pay for Quality (P4Q) arrangements typically include 
specific HEDIS measures related to quality initiatives. PCMH arrangements are assessed on 
continued execution of key measures, such as readmission rate, extended hours, emergency 
department visit rate, cultural competency training, and measures around substance abuse. 
ACO arrangements are evaluated based on cost, quality, and utilization indicators. 


Based on a 2015 University of Nevada School of Medicine report entitled, “Health Disparities 
in Nevada,”4 we have identified the following disease conditions as potential targets for 
provider incentives in the State:  


Table 4.1-28: Disease conditions as potential targets for provider incentives 
Condition HEDIS Measure 


Cardiovascular Disease (CVD) • Controlling High Blood Pressure 


Asthma • Medication Management for People With Asthma 


Chronic Obstructive Pulmonary 
Disease (COPD) 


• PCE Pharmacotherapy Management of COPD Exacerbation 


Diabetes • Comprehensive Diabetes Care 
o Comp Diabetes BP Control <140/90 
o Comp Diabetes HbA1c Control <8 


Obesity • ABA Adult BMI Assessment 
• WCC Weight Assessment and Counseling for Nutrition and 


Physical Activity for Children/Adolescents 


Tobacco • Advising Smokers and Tobacco Users to Quit 


Substance Use Disorder (SUD) • Initiation and Engagement in substance use disorder (SUD) care 


Behavioral Health • Antidepressant Medication Management 
• Follow-Up Care for Children Prescribed ADHD Medication 
• Follow-Up After Hospitalization for Mental Illness 


o Follow-up within 30 days of discharge 
o Follow-up within 7 days of discharge 


Through our collaboration with each provider interested in implementing a VBS arrangement, 
we establish appropriate performance measures and goals, as well as standardized data and 
reporting requirements. Reports are reviewed at least quarterly through appropriate 
committees with representation from quality management, utilization management, and 
provider services. Reports are shared with providers as an indication of progress toward 
goals. 


                                                            
4 University of Nevada School of Medicine. 2015. “Health Disparities in Nevada.” 
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PCMH Profile Dashboard—Lessons Learned in Missouri 
The complete PCMH Profile that is shared with our PCMH partners contains recipient 
identifiable data for their assigned recipient. We look for variances from the health plan 
global experience, as well as trends over time. 


Based on nine months of recent Missouri experience with a PCMH provider partner, we have 
identified several opportunities in evaluating their high-risk recipients and possible opportunities to 
address their complex health care needs to reduce emergency department visits and readmissions. 


Through the Missouri Better Health Provider Plan Collaboration Team meetings, we collaborate 
with providers to review and discuss joint efforts to impact high-risk patients individually and the 


population as a whole. 


Recipient Incentives to Promote Positive Outcomes  
Aetna also offers recipients incentive programs that encourage recipients to access important 
preventive services and emphasize the responsibility and ownership each recipient must take 
for his or her individual health. Our Aetna Better Living suite of programs offers incentives to 
recipients to assume that responsibility and to make healthy choices. These choices enable 
recipients to achieve their health goals and achieve positive health outcomes. Such outcomes 
include improved HEDIS measures, improved utilization of preventive health interventions, 
increased patient education, and increased recipient visits with PCPs. Whenever possible, we 
tie our recipient incentives to complementary provider incentives to strengthen the 
relationships between recipients and PCPs and to increase program participation in an effort 
to improve health outcomes. 


Figure 4.1-29: Aetna Better Living Recipient Incentive Program 
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Aetna Better Living: Enriching Recipients’ Lives 
Recipients are confronted with daily challenges that 
require a careful balance of support outlets and services. 
We address these requirements and also offer enhanced 
services and programs that provide assistance in each 
recipient’s preferred environment. With ready access to 
necessary resources and benefits, recipients’ lives and 
outlook are positively impacted, thus enabling them to focus on making the best choices 
possible for their health and independence. 


We will establish Aetna Better Living Regional Wellness Centers in every region we serve. 
These centers will function as a one-stop-shop where recipients, caregivers, providers, 
community organizations and other stakeholders can use our meeting spaces, computers and 
Internet, or access our community resources database. Staff will be available to assist 
recipients with: 


• Employment through our Workforce Specialist and other staff, including helping recipients 
write resumes, providing interview coaching and linking recipients to employers, 
GED/High School Equivalency Test support 


• Hosting GED classes and support groups for children and families affected by deportation 
and children of divorced parents 


• Offering educational workshops on health and wellness related topics including healthy 
cooking, nutrition, parenting, self-esteem for teens, and more 


• Connecting recipients to services and social supports through our extensive database of all 
available community services and support 


• Support for mental health and substance abuse issues through our Peer Support 
Specialists with similar life experiences who can relate to our recipients and offer practical 
suggestions 


• Scheduling transportation and health and life coaching in Regional Wellness Center 
• Housing through our Housing Specialist and other staff who link recipients to resources for 


accessible housing, utility assistance, and other resources including home modifications  


Our Wellness Centers will be available to all recipients – with no limits – as well as caregivers, 
providers, community organizations, and other stakeholders supporting recipients. 


Aetna Better Living: Connecting to Community Supports and Services  
Community health workers will be deployed throughout the community in each region to link 
recipients to safe housing, local food markets, job opportunities and training, access to health 
care services, community-based resources, transportation, recreational activities, and other 
services. This assistance is available to all recipients; no prior authorization (PA) required. 


Tribal Network Liaisons will serve as liaisons to tribal nations and as the single point-of-
contact for delivery of health services and any other issues concerning services to American 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.1) - Page 131







 
AETNA BETTER HEALTH® OF NEVADA  
4.1 Vendor Information 
 


 


Indians. The liaisons will address issues related to tribal structure and organization and will 
provide outreach and education on access to and process for acquiring covered services. 


Aetna Better Care: Rewarding Healthy Decisions  
The Aetna Better Care: Rewarding Health Decisions information is confidential and can be 
found in Part IC – Confidential Technical Proposal. 
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Aetna Better Communities: Mental Health First Aid 
Mental health first aid is an evidence-based 
community educational program that trains 
individuals to assist others experiencing a mental 
health or substance use-related crisis. We will work 
with the Regional EMS Authority (REMSA) and other 
first responders to train first responders in mental 
health first aid, including:  


• Risk factors and warning signs for mental health and addiction concerns 
• Strategies for how to help someone in both crisis and non-crisis situations 
• Where to turn for help for services for: depression, anxiety and mood disorders, trauma, 


psychosis, substance use, recovery and resiliency 


Aetna has approximately 30 certified mental health first aid instructors across and has 
trained over 1,600 employees to-date. All recipient-facing health plan staff (both clinical and 
non-clinical) will be trained in mental health first aid and we will host training sessions for 
first responders. 
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Aetna Better Access: Expanding Access  
• Expanded Non-Emergency Transportation (NET) 


dramatically improves service, quality, and 
accessibility, offering our recipients (NET) when MTM 
cannot meet the transportation time-frame for a 
medical appointment or refuses a transportation 
request in an event where transportation would be 
beneficial to the recipient’s outcome and overall cost 
of care. Available to all recipients; PA required.  


• Free cell phones with 350 minutes per month, free unlimited texting, and free calls to 
Recipient Services: available to recipients 18 and older; no PA required.  


• Expanded recipient services call center hours to assist recipients 24 hours a day/7 days a 
week  


• School based health services through the promotion of use of school-based dental care 
through FQHCs with mobile units and partner with school clinics to close gaps, and with 
Federally Qualified Health Centers (FQHC) that offer mobile units to deliver basic and 
essential services. 


Aetna Better Solutions: Technology Innovations 
Telemedicine: Connecting licensed professionals for 
episodic (acute) services and general health questions, 
where recipients can speak with a telehealth provider; 
also offer telehealth services where physicians provide 
telephonic and video visits with patients and e-
prescribe medications. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


Aetna’s unwavering commitment to leading the industry in best practices and innovative care 
strategies drives its ongoing investment in continuous process improvements, innovative 
services and support, and excellence in treatment protocols. The following represent a 
sampling of the ways in which Aetna is making investments in each of these areas. 


Improvement of Services 
Emergency department reduction program  
We invest in emergency department (ED) utilization programs in every State we serve. We 
bring this effective management program to Nevada to improve services for Nevada 
recipients. For example, Aetna Better Health of Illinois has demonstrated significant success in 
decreasing unnecessary emergency department for their ABD eligible recipients. Using a 
robust internal process to detect and minimize unnecessary ED utilization, Illinois’ ABD 
recipients have realized reductions in ED trends over the past year.  


Tab VI (4.1) - Page 134 NV Managed Care Organization RFP No.: 3260







 AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information


 


 
 


Table 4.1-29: Emergency trends 


IL Aged, Blind, and Disabled Recipients 


Emergency Department visits Down 12% from prior year 


ED Utilization per 1000 Down 22.5 % from prior year 


We attribute this success to: 


• Inviting ED utilizers into our case management program 
• Helping them understand appropriate use of ED 
• Helping recipients manage chronic conditions 
• Providing easy access to local urgent care centers 
• Scheduling primary care physician ( PCP) and specialty visits 
• Assisting recipients to navigate the health care system 


Mobile technology 
To improve recipient access to information and services, our mobile application is available, 
free of charge, to all recipients with iOS and Android mobile devices, including Smartphones 
and tablets. Using this application, recipients can search for providers, facilities, urgent care 
centers and walk-in clinics. They can log on to our secure recipient website where they can 
view claims, coverage, their personal health records, ID care information, complete health 
assessments and enroll in online health coaching, and more. Additionally, we are developing 
complementary mobile application capabilities for providers that will enable them to access 
our CareUnify platform to share real-time, clinical information and remain connected to their 
patients and their Aetna integrated care teams, as well as monitor patient panels, receive 
timely notifications of critical events, initiate and conduct secure, telehealth visits from their 
phones or tablets, track medication fills, and access cost and quality scoring dashboards. 


We also utilize text messaging, connected to our case management system, to provide 
appointment and medication reminders to recipients and to engage youth recipients in 
healthy dialog. With real-time access to recipients through text messaging, we increase 
consistency of contact and keep our recipients informed of important case management 
activities and resources.  


Regional Wellness Centers 
To further integrate programs and services, we establish Aetna Better Living Regional 
Wellness Centers where recipients, caregivers, providers, community organizations, and other 
stakeholders can meet face-to-face with care coordinators, provider relations staff, 
community health workers, employment and workforce specialists, and community resource 
team members. To better understand and engage our communities, we also utilize 
community health workers to identify critical non-covered services and the local organizations 
that can help to serve our recipients’ needs.  
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Aetna Better Health: Nutrition & Fitness Education 
To address the root causes of chronic conditions, Aetna has invested in research-based 
programs known as Aetna Better Health.  


As shown in Table 4.1-30 below, this program in Missouri has shown continuous improvement 
in HEDIS rates for children and adolescents over the past three years. During this time frame 
Aetna has focused on recipient engagement and provider education related to documentation 
and claims submissions for all three HEDIS® sub-measures. Through this program, we partner 
with community organizations to promote proper eating habits, equipping recipients with the 
knowledge to make healthier food choices, and engage in healthier lifestyle changes to 
improve their overall health. 


Table 4.1-30: Weight Assessment and Counseling for Nutrition and Physical Activity 
for Children/Adolescents  


HEDIS 
INDICATORS 


HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY2014) 


HEDIS 2016  


(CY 2015) 


Overall Percentage 
Improvement 


Body Mass Index 36.57 52.55 62.96 72.16% 


Nutrition 
Counseling 


43.75 52.55 61.81 41.28% 


Activity 
Counseling 


38.66 48.91 56.71 46.69% 


Aetna Better Health: Adult Preventive Care and Screening 
Aetna Better Health also targets access to care disparities for adults that have a direct impact 
on health outcomes. Our preventive care and screening program is designed to engage adult 
recipients in physical and behavioral health screening. Unmanaged diabetes often leads to 
other severe health concerns such as blindness, heart disease, stroke, foot ulcers, teeth loss, 
and kidney failure. Proper treatment and management of health and wellness can delay or 
prevent development of diabetes and its related complications.5 


Our HEDIS scores for Comprehensive Diabetes Care in Table 4.12.3-2 reflect improvements 
gained by our strong approach to recipient empowerment and responsibility. 


  


                                                            
5 http://health.mo.gov/living/healthcondiseases/chronic/diabetes/pdf/FactSheet.pdf 
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Table 4.1-31: Comprehensive Diabetes Care in Missouri 


HEDIS INDICATORS HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY2014) 


HEDIS 2016  


(CY 2015) 


Overall 
Percentage 
Improvement 


Hemoglobin A1c 
(HbA1c) testing 


72.02 79.08 78.81 9.42% 


HbA1c control 
(<8.0%) (first-year 
indicator) 


32.40 38.44 36.20 11.73% 


Medical attention 
for nephropathy 


61.77 63.75 84.55 36.88% 


Our program offers incentives designed to encourage recipients to take initiative to schedule 
and attend appointments, and to adhere to treatment plans. It specifically encourages 
recipients between the ages of 18 and 75 with diabetes to seek a routine annual checkup, and 
receive a $15 reloadable debit card incentive when they have achieved a goal such as a 
Hemoglobin A1c, as recommended by their health care provider.  


We also conduct interventions for services that were expected but did not occur, according to 
recommended national best practices and care plans, and include educational articles in our 
recipient newsletter to inform recipients on topics such as the progression of diabetes and 
treatment options. Additionally, we connect providers to gaps in care (GIC) reports so they 
can easily identify recipients who have not received recommended services for diabetic care. 
In addition to HEDIS-outreach phone calls, in 2016, we began a campaign to conduct 
quarterly interactive voice response (IVR) automated outbound calls and ad-hoc live calls to 
diabetic recipients to ask them about their diabetes and proactively prompt them to inquire 
on outstanding items. We ask recipients if they would like to be contacted by us for follow-up 
resources and assistance in making appointments and transportation to appointments. We 
can use these automated and live calls for general or targeted outreach. In 2015, we targeted 
outreach to increase diabetic retinal eye care to help 1,200 recipients make appointments for 
these exams. This year, we are adding voice recordings from each recipient’s personal PCP to 
the automated reminders for a more person-centered experience. 


Telehealth for Remote Monitoring: Connecting Nevadans for Better Care 
Our telehealth goal is to improve access to care and create a convenient, connected care 
experience for our Nevada recipients. Telehealth and remote monitoring technologies are 
changing the way health care is delivered today. With our strong focus on the recipient care 
experience and achieving health outcomes, Aetna Better Health is committed to improving 
access to care for our recipients who may have significant obstacles such as travel distance, 
mobility, or behavioral health considerations that prevent them from engaging in traditional 
in-person office visits. We view telehealth as a critical part of our innovation and population 
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health strategy, removing barriers and helping our recipients receive high quality care where 
and when they need it. In our experience, we have found that innovative telehealth tools 
offer new opportunities for recipients to connect to care in a manner that is convenient and 
easy to use for both the recipient and provider. With improvements in mobile and internet-
based technologies, telehealth is widely viewed as a cost-effective approach that can 
transform care delivery while also improving health outcomes and reducing total costs. In 
Nevada, we are committed to investing in the use of telehealth technologies, especially for 
those living in frontier and underserved urban areas that will benefit from timely access to 
primary and advanced specialty care.  


As we look to promote and advance telehealth in Nevada, key goals for our comprehensive 
telehealth strategy include: 


• Create an easy-to-use option for our providers to deliver, and recipients to receive care 
• Reduce costs including inappropriate use of emergency departments and urgent care 
• Support connectivity to our network and ensure care coordination with the recipient’s 


primary care physician (PCP), patient-centered medical home (PCMH) and behavioral 
health and other specialists 


• Support provider to provider collaboration that optimizes care coordination for the 
recipient 


• Enhance the health plan care manager/ recipient relationship and outreach capabilities 
• Support the expansion, innovation and adoption of telehealth core competencies across 


Nevada 


We understand telehealth is new for many providers, but we also recognize some health care 
organizations in Nevada are leading the way with telehealth programs that we will partner 
with. Our overarching telehealth strategy will feature the following approach with our 
provider network: 


• Reimbursing providers currently providing telehealth services in accordance with State 
regulations and the current fee schedule 


• Partnering with innovative providers who already offer existing telehealth technologies  
• Offering an alternative telehealth platform free of charge to our network providers 


through our preferred partner MDLive to support collaboration and recipient access 
• Utilizing remote patient monitoring for select recipients with a focus on those with chronic 


conditions and for those in need of monitoring after an inpatient hospitalization  
• Offering a common virtual platform through our MDLive partner where the entire 


integrated care team can virtually meet to coordinate care  


In order to for telehealth to have a meaningful impact, our belief is that a multifunctional 
platform and approach is needed across the care continuum to facilitate optimal care 
coordination activities. Aetna’s telehealth program will support several options for clinical 
interaction and consultation among the entire integrated care team and recipients. Table 4.1-
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32 summarizes our telehealth relationship support model featuring the following 
relationship-specific interactions: 


Table 4.1-32: Building connections among recipients, providers, and Aetna through telehealth 


Relationship Telehealth Platform Use and Capabilities  


Provider to 
provider 


We will use an existing provider platform or offer an internet, web-based platform for State 
licensed professionals to consult on services and treatment recommendations- Key use case 
examples: 
• Specialist to multiple PCPs for education and seminars on best practices 
• Specialist to multiple PCPs on specific case rounds recommendations 
• Entire provider care team to support live case rounds  


Provider to 
recipient 


Either through an existing platform or using our telehealth technology, we will enable our 
provider network to deliver care remotely to recipients for acute, episodic primary care and 
certain specialty care services – Key use case examples: 
• Recipient in PCP office is set up with a virtual visit with a distant site specialist 
• Recipient in a behavioral health office sets up virtual visit with PCP for physical health 


needs 


Behavioral health 
provider to 
recipient 


To address the needs of recipients who require behavioral health services, we will partner 
with providers to offer online counseling and therapy sessions with licensed behavioral health 
professionals in a secure environment as allowed under State regulations 


Care manager to 
recipient 


Virtual, face-to-race visits with our care managers will be used in order to promote a more 
trusted relationship- Key use case examples:  
• Care manager to offer frequent and as needed virtual check-in visits while recipient at 


home 
• Virtual collaborative case round with other community service providers which can 


include the recipient and family 


 


Monitoring Recipients at Home 
As part of our comprehensive telehealth strategy, Aetna Medicaid will also invest in a 


remote patient monitoring program focused on recipients with specific chronic 
diseases such as asthma or for mothers experiencing a high risk pregnancy. Aetna 
Medicaid is currently contracting with a national remote monitoring expert Care 


Innovations- a joint venture between GE™ and Intel™- where we will offer the Health 
Harmony iHealth technology beginning in 2017. 


Remote Patient Monitoring: Enabling Recipients to Remain Healthy at Home  
As part of our comprehensive telehealth strategy, Aetna Medicaid will also invest in a remote 
patient monitoring program focused on recipients with specific chronic diseases such as 
asthma or for mothers experiencing a high risk pregnancy. Aetna Medicaid is currently 
contracting with a national remote monitoring expert Care Innovations- a joint venture 
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between GE™ and Intel™- where we will offer the Health Harmony iHealth technology 
beginning in 2017. 


Our remote patient monitoring effort will feature providing our recipients an iPad mini™ with 
up to four peripheral devices that include a weight scale, pulse oximeter (to measure blood 
oxygen), blood pressure cuff and glucometer (to measure blood sugar). The devices will be 
automatically 4G enabled with call center and delivery support to and from a recipient’s 
home. The unit is designed for simple set up where the iPad will be tailored to each recipient 
listing their name on the landing page with as easy to follow instructions and videos on how 
to use the devices, contact their provider and care manager or how to seek emergency help. 
The tablet will also provide educational content on disease management, warning signs of 
worsening condition and also allows for our care managers to videoconference and “face-
time” with recipients to check in when needed and to provide any assistance needed.  


Figure 4.1-30: Remote Patient Monitoring System 


 


As part of our telehealth program, we will educate our providers and recipients on State 
regulatory requirements for written agreements signed by recipients prior to the first 
telehealth consultation. Providers will receive training on the information they must discuss 
with recipients, including recipients are free to consent to or decline telehealth related 
treatment; transmission of data and video conferencing is secure; access information related 
to the telehealth visit will be shared per the recipient treatment consent and the Telehealth 
law. Providers will also be educated on the requirements to obtain a signed agreement from 
the recipient confirming that the recipient has discussed and received all written information 
from their provider, fully understands the telehealth service benefits and limitations; and that 
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a copy of the signed statement will be kept in the recipient’s medical record. The Provider and 
Recipient Web portals will also include information on the telehealth option along with 
requirements written agreements that can be downloaded from the health plan’s website. 


Promoting use of telehealth health services 


To promote awareness and to maximize the effectiveness of our telehealth program, our 
network, case management and provider and recipient services teams will use the following 
information and materials: 


• Detail telehealth services and opportunities in the provider directory 
• Educate providers during contracting and regular outreach about the availability of 


telehealth and remote monitoring  
• Work with our provider partners such as SWOPE, or MDLive vendor to promote 


knowledge and adoption of these capabilities  
• Introduce the service to recipients and families, though the Member Handbook, Web 


portal recipient newsletter, case managers, and interactions with other health plan staff 


Treatment Protocols 
Chronic Condition Management: Improving Daily Living 
We invest in the improvement of treatment protocols for chronic conditions, which align with 
the conditions Nevada’s identified in the goals and objectives for managed care: Congestive 
heart failure, Coronary Heart Disease, COPD, asthma. Our treatment protocols are effective 
for all recipients with these conditions and are exceptional resources for complex care 
recipients as Nevada considers expanding care to Long Term Support and Services and ABD 
recipients.  


Smoking cessation for improved health outcomes 
Our partner, Workplace Options (WPO), provides the Mayo Clinic’s evidence based smoking 
cessation quit-line, their outcomes are: 


• 57 percent quit rate6 
• 98 percent of respondents reported they would recommend the program to others trying 


to quit tobacco  
• Almost 80 percent of recipients take advantage of Nicotine Replacement Therapy (NRT) 


offered by their health plan 
• Help recipients resolve ambivalence in favor of behavior change 


HEDIS and Quality Measurement: Improving Gaps in Care 
We invest in advanced tracking mechanisms and a robust suite of reports on chronic condition 
management to identify gaps in care for recipients based on HEDIS and other quality 


                                                            
6 Responder rate is standardized industry methodology that defines the denominator as all who enrolled and the 
numerator as those who responded reporting no tobacco use in the last 30 days. 
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measurement interventions. Through our tracking system we provide timely data and can 
work more effectively with providers and community partners to make measurable 
improvements and reduce gaps in care for chronic condition recipients.  


Figure 4.1-31: Medicaid Gaps in Care Summary 


The Medicaid Gaps in Care Summary Report is confidential and can be found in  
Part IC – Confidential Technical Proposal. 


 


 


 


 


 


 


 


 


Neonatal Abstinence Syndrome Program 
We are committed to identifying and addressing health care issues for pregnant and post-
partum recipients and their babies. The incidence of maternal opiate use and Neonatal 
Abstinence Syndrome (NAS) has increased dramatically in the last decade. Aetna believes it is 
important to engage pregnant women with substance use disorders in prenatal care, screen 
them for co-occurring behavioral health diagnoses, and provide appropriate referrals to 
optimize care for these women and their babies. We developed and implemented a 
specialized case management program, known as the Neonatal Abstinence Syndrome (NAS) 
Program, designed to identify pregnant women with significant substance use, including 
opiate addiction. Our clinical case management team works with these women throughout 
the pregnancy to engage them in substance use treatment, help them stay in treatment for 
the duration of their pregnancy and the year after delivery. As is our standard, they are also  
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screened for other mental health disorders and referred for behavioral health specialty care 
as needed. The same care manager follows the baby in the hospital and for the first year of 
life, whether or not the baby has NAS. Where fully implemented this approach has been 
shown to reduce the incidence of NAS, reduce the length of NICU stay for those babies with 
NAS, and promote health of the mother and baby during the critical first year of life.  


In April of 2015, the program was implemented in our Pennsylvania Plan. In April of 2016, we 
began collaborating with the behavioral health managed care organizations in Michigan to 
implement a similar NAS program in that State. We anticipate similar outcomes after the 
implementation of the program in both Pennsylvania and Michigan. We will expand to other 
States, as appropriate.  


Figure 4.1-32: NICU Admissions per Mother Enrolled in NAS Program 


 


Depression Condition Management Program 
Major depression can lead to serious impairment in daily functioning, including change in 
sleep patterns, appetite, concentration, energy and self-esteem, and can ultimately lead to 
suicide—the 10th-leading cause of death in the United States each year. Researchers believe 
that more than 50 percent of people who commit suicide suffer from depression.7 Prescription 
antidepressants are a critical component of the effective care of individuals with depression, 
particularly for adolescents and new mothers with postpartum depression. Leaving 
depression untreated or inadequately treated can have significant consequences on 
individuals and their families. Proper management of antidepressant use is essential to 
maximizing the effectiveness and safety of treatment, and to improving a person’s well-
being. In particular, patients should be monitored carefully during the first months of 
treatment and following changes in treatment. We recognize the value of consistent 
antidepressant medication management, and monitor Antidepressant Medication 
                                                            
7 http://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality/2015-table-of-
contents/antidepressant 
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Management (AMM) HEDIS and claims data to identify opportunities for interventions for 
providers and our case management team. We will employ a clinical pharmacist, care 
managers, and Community Health Workers to conduct onsite visits virtually (via a live video 
web meeting) to resolve any questions or concerns related to medication adherence, multi-
drug interactions, or other medication-related questions. 


Table 4.1-33: Antidepressant Medication Management 


HEDIS INDICATORS HEDIS 2014 


(CY 2013) 


HEDIS 2015 


(CY2014) 


HEDIS 2016  


(CY 2015) 


Overall 
Percentage 
Improvement 


Antidepressant 
Medication 
Management – 
acute 


54.93 51.17 59.52 8.36% 


Antidepressant 
Medication 
Management – 
continue 


38.09 35.34 41.44 8.79% 


Once we identify recipients for outreach, we provide a number of educational resources for 
them, and for their parents and caregivers as appropriate, on access to prescriptions, primary 
care, and specialty care, as well as techniques to improve recipient adherence to medication 
regimens and treatment plans. We monitor recipient compliance with treatment plans and 
screening. We screen for co-occurring mental health and substance use disorder conditions 
and offer case management to help recipients, including parents and caregivers as 
appropriate, understand the clinical information they receive. We also help to coordinate care 
by ensuring that clinical practice guidelines are always available to practitioners. Our 24-hour 
telephonic Informed Health Line (IHL) is always available to recipients to answer any 
questions related to their care and resources, including medications. 


Our Informed Health Line provides recipients with 24-hour, toll-free access to a team of 
registered nurses who are experienced in providing information on a variety of health topics. 
This program also features an audio/video health library with a recorded collection of more 
than 2,000 health topics available in both English and Spanish. The audio/video health library 
contains information about common conditions and diseases, age- and gender-specific health 
issues, dental care, mental health, substance abuse, weight loss, and more. The Informed 
Health Line can also be accessed by email. Reports that track recipients accessing the 
Informed Health Line are integrated into our case management program on a daily basis. 
Based on discussion between our nurses and recipients, if appropriate, we also provide 
referrals to PCPs and/or specialists for full clinical assessments as well as referrals to 
community agencies and support programs (e.g., support groups) for physical and behavioral 
health issues.  
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Our care managers collaborate with providers on care plan goals, appointment follow-ups, 
and treatment and care plan adherence. Our care managers share a copy of recipient care 
plans with their providers as soon as they are created in our system, based on their 
preference for mailed or electronic documents. General and targeted (specific to a particular 
recipient’s needs) education is also available to recipients and providers through: 


• Educational materials on the tools and information available through the recipient and 
provider web portals are provided in the initial enrollment letter, with reminders issued in 
newsletters, social media, and mailings to encourage use of the portal. 


• Providers receive a copy of their recipient’s case management care plan as soon as it is 
created, based on their preference for mailed or electronic documents. 


• Recipients receive condition-specific educational mailings targeted toward their unique 
conditions. 


• Recipients also receive biannual condition-specific newsletters. 
• Recipients and providers have access to a website that serves as a central resource for 


educational materials. By providing multiple web tools for condition-related information 
and educational materials (e.g., Krames, Medline Plus) we are able to engage more 
providers to actively use other web tools—such as our provider portal services—to view 
recipient information.  


• We expand use of portal utilities and the gaps in care report, to provide targeted data and 
information for each provider’s recipients, facilitating person-centered care and reducing 
gaps in preventive care.  


• We send introductory letters explaining Integrated Care Management program benefits, 
services, and provider involvement. Our letters are recipient-friendly and easy to 
understand with respect to format, reading level, and content. These letters are available 
in Americans with Disabilities Act formats, and can be translated in the recipient’s 
preferred language. 


We share Nevada’s goal of improving access to these needed services, and we recognize the 
importance of providing high quality mental health care through childhood, adolescence, and 
adulthood to meet that goal. We look forward to partnering with Nevada communities to 
bring improved health outcomes to Nevada as well. Aetna is committed to providing high 
quality care for the best patient outcomes to advance all of our recipients’ health status, 
ultimately leading to healthier communities.  


Development of Best Practices 
Health Care Equity Program 
Cultural competency and the reduction of health care disparities are among our core values 
and are national key initiatives for Aetna. We remain committed to continuously increasing 
cultural awareness, supporting health literacy, and developing targeted programs to reduce 
health care disparities and ensure health care equity for every recipient, regardless of race, 
ethnicity, gender, socio- economic status or other special needs. Aetna’s Health Care Equity 
(HCE) program focuses on three pillars of action including 1) program development to reduce 
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and eliminate specific disparities for our recipients; 2) supporting health literacy in recipient 
communities; and 3) supporting our Aetna Medicaid Cultural Competency strategies to 
increase cultural awareness and sensitivity. This approach provides a continuum of learning 
and action that includes ongoing education for employees, providers, and recipients, along 
with opportunities for employees and community organizations to partner in meaningful 
work to reduce health care disparities among our recipients. The program relies on the 
combination of health care data and real-life recipient stories to identify gaps and design 
actions to meet the specific needs of local market populations. 


We invest in the local communities we serve to identify the ways in which recipients’ unique, 
cultural backgrounds impact their ability to access health care. Our cultural and health equity 
program includes partnering with community organizations, learning from community 
recipients, and developing customized local programs to bridge gaps and connects recipients 
to the care they need to live healthier lives. Two of many examples include Nebraska and 
West Virginia where we reduce food insecurity through partnerships with local food banks 
and Head Start to bring healthy food to families. In Texas and Louisiana, we partner with 
community health workers to connect with Hispanic and African American families for 
improved diabetes and asthma education and treatment.  


Assessing local differences in health outcomes or access to care based on social or ethnic 
disparities is led by a dedicated staff within Aetna Medicaid and teams in each health plan. 
This structure allows Aetna to achieve our goal of improving health by reducing disparities 
while addressing local needs and conditions with each of our partner States. The resources of 
Aetna Medicaid are available without requiring a one-size-fits-all State approach to reduce 
health disparities.  


Real-time Connected Care Teams through CareUnify™ 
Care coordination can only occur when the entire care team can share and view the same 
data sets in near or real-time. Our Integrated Care Management begins with a connected 
community of traditional and nontraditional providers, care team members, care managers, 
patients, and caregivers connected to recipients’ circle of support—all operating on the same 
platform. This connected community (Figure 4.1-33) must be visible to each other, have access 
to the same data and follow the same plan of care. The Integrated Care Management team 
must be on the same page and able to easily collaborate on coordinating care in a patient 
centered environment. 
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Figure 4.1-33: Real-time Connected Community 


 
The CareUnify “engine” uses a proprietary data formula to continuously sort through 
eligibility, provider, and claims data creating logical relationships among providers and care 
team members. The system not only connects providers and the care team members based on 
common recipients, but also facilitates communication, collaboration, and information-
sharing among all stakeholders with specific user roles and permissions based on recipients 
consent. The CareUnify system logic understands the role of each user in relationship to the 
individual patient and larger panel. The system is intuitively designed to properly align 
providers so that they are defined in the system based on the role each provider plays in 
relation to the recipient or their role in delivering specific care and services. This simply means 
that when users login to CareUnify, they not only have secure access to their own patients, 
but they are automatically and appropriately connected to the larger group of providers and 
care team members in other care settings who are providing care for the same patients. 


Our philosophy and vision is built upon creating a new model for data sharing with the 
following strategic principles:  


• Empowering physicians and interdisciplinary care team communities by giving all 
stakeholders access to a comprehensive patient record and dashboard to make timely 
information-driven decisions 
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• Providing the ability to aggregate relevant data from multiple sources interfaced on a 
single platform exposing the data at the right time and place to the care team  


• Making it easy to partner and coordinate care across organizational walls and jointly 
manage individuals and entire populations 


• Identifying high risk recipients to foster early engagement and efficient resource 
alignment 


• Mobilizing community resources to support comprehensive primary tied to health and 
wellness  


• Creating data feedback loops to support new delivery models such as medical homes and 
sophisticated value-based arrangements driven by payment based on achieving quality 
outcomes  


Our view is that the strategic and timely sharing of analytics and data is no longer only nice to 
have, but is rapidly becoming a must have. Providers will expect to see information when and 
where they need it, and recipients will demand their care experience be easy, seamless and 
patient-centered. Innovation in connectivity and data sharing will help providers to transform 
their practices. Better data improves care delivery and, as providers help patients make 
meaningful connections with their integrated care teams, health outcomes will improve and 
providers will shift more attention to preventative services and investing in wellness.  


Community Living Room: Increasing Recipient Comfort 
We support the Community Living Room (CLR) concept, a nationally recognized, evidence-
based psychiatric rehabilitation program that provides a welcoming, engaging environment 
to embrace its “guests” who are having a difficult time in traditional care setting. The concept 
has been in existence for over a decade and promotes the idea that a recipient with a 
behavioral health issue can often avoid hospitalization by having a safe place to work 
through their issue and develop a plan to stay safe and return to their home. Community 
living rooms can offer ambulatory and overnight stays. 


Our Mercy Maricopa Integrated Care MCO in Arizona has used this program since 2014. 
Recovery International (AZ) started the living room along with their recovery mission in 2002. 
They have documented decreased hospital admissions from a high of 24% in July 2003 to 10% 
one year later (a diversion of 1,080 hospital admissions), representing an estimated savings in 
hospitalization costs of $10,000,000. This is a great example of how a managed healthcare 
company in partnership with a community recovery partner can create savings in high costs 
services and redistribute funding to allow the development of more recovery alternative and 
peer support services.  


Aetna is committed to investing in technology and innovation to develop industry leading 
best practices to improve care for our recipients. Aetna Better Health’s commitment to 
continuous quality and improvement and innovation in healthcare transformation is tied 
heavily to working alongside our provider and community partners to best determine how we 
can use new technology to address the triple aim of reduced costs, improved health and an 
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optimal care experience for our recipients. We look forward to working with the State to 
advance telehealth policy and conduct additional programs or other State-desired initiatives 
to prove out new and innovative delivery models that can demonstrate value for the 
recipients we are serving. 


Consolidated Outreach and Risk Evaluation (CORE) Predictive Modeling Program 
Specifically developed by Aetna for the Medicaid population, our Consolidated Outreach and 
Risk Evaluation (CORE) predictive modeling program enables us to identify at-risk recipients. 
We first identify recipients with a high medical risk using our proprietary, evidence-based 
CORE application to analyze claims data. Predictive modeling uses analytic methods that 
identify individuals who are at risk for high cost or high utilization in the future. The scores 
are generated from Medicaid-specific, proprietary algorithms that we have developed 
internally based on data from our Medicaid populations, as well as our clinical and 
informatics expertise. Inputs to the algorithms include demographics, medical claims, and 
pharmacy claims data. We run the model for our entire population monthly; the results are 
reviewed by the appropriate teams for recipient contact and intervention opportunities. Using 
this proprietary, evidence-based predictive modeling tool, CORE identifies recipients who are 
candidates for intensive and supportive case management and recipients who are candidates 
for high- and low-risk chronic condition management. We then stratify recipients for case 
management and disease management based on the information we gather from CORE and 
outreach activities which identifies their biopsychosocial complexity and the intensity of their 
needs. These tools determine the recipient’s potential risk level and predict that case 
management interventions can effectively improve the recipient’s outcome. 


CORE is the industry-leading predictive modeling tool with demonstrated positive predictive 
value for emergency department (ED) utilization of 72.1%, meaning 72.1% of predicted ED 
utilization will actually occur in the next 12 months. CORE’s inpatient model positive 
predictive value is superior at 95.4%. 


Access to Healthcare Network (AHN): Investing in Nevada partnership 
We have expanded our case management program to include our care coordination partner, 
Access to Healthcare Network (AHN). With the State’s approval, AHN will assist us as a 
delegated entity to provide case coordination and case management services to Nevada 
TANF/CHIP recipients. Access to Healthcare Network is a trusted Nevada Non-Profit 
Organization that develops programs designed to assist individuals, families, and businesses 
manage healthcare effectively and efficiently for the non-insured population. They work with 
network providers to ensure prompt payment, appropriate reimbursement rates, to increase 
access to care wraparound services that recipients require. We are collaborating to 
implement this proven model to the Medicaid TANF/CHIP populations in Nevada, as well as 
future populations the State may expand to include. This model has successfully achieved 
improved health outcomes, cost effectiveness and patient satisfaction. The success of this 
program stems from its program philosophy and design which includes: 
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• Relationships – foundation of mutual trust and respect using region based solutions 
including PCPs, specialists, FQHCs, Medical Schools, Rural Health clinics, Telehealth, 
Pharmacists, Aging and Disability Resource Centers (ADRCs) and a fully integrated 
Advisory Committee to solidify these relationships.  


• Recipient-centered Engagement – Recipient investment and commitment allowing 
individuals to make their own decisions and guidance in finding their individual personal 
motivation 


• Social Determinants of Health – Through community resources, we ensure recipients have 
access to affordable and stable housing, nutritional foods, transportation, and access to 
quality care  


• Care Coordination – Prompt identification to any barriers to meeting clinical needs 
including health care system navigation, referral and authorizations, assisting in finding 
providers, making appointments and arranging transportation, Access to Care also 
provides access to financial planning services  


• Education – Chronic condition disease self-management education via the Stanford 
Chronic Disease Self-Management programs tools and teaching methods allow education 
for our recipients on topics such as: self-care protocols, exacerbation warning signs, 
emergent/urgent care options, proper nutrition, general health and health care literacy 
increase the likelihood of success in managing Chronic conditions in our person centered 
model of care.  


• Behavioral Health - During the psychosocial assessment process, mental health and 
substance use needs are identified and services from these providers are arranged and 
integrated into the recipient’s care plan 


• Value Adds – Financial coaching and assistance with taxes adds to the model by teaching 
recipients financial responsibility, how tax liabilities can be offset with health care and 
grants to match Health Savings Account Contributions are part of the program package.  


The partnership with AHN is an example of Aetna’s commitment to identifying solutions in 
the States we partner with and building on what already works. Care coordination is 
important to Aetna’s person centered approach, using our knowledge of the Nevada provider 
community helps implement systems that achieve our programmatic goals.  


4.1.12.4 Describe the experience your organization has had working with state 
government and/or experience in specifically related services. 


Aetna is a pioneer in the management of Medicaid programs which we have offered across 
the nation for more than 30 years. We presently serve more than three million Medicaid 
recipients through managed care programs in 16 States. Aetna is a thought leader, 
collaborating with its State clients to meet their unique needs, to provide quality 
individualized services to covered populations, and to address the health care disparities of 
the communities we serve.  
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Table 4.1-34: Aetna’s Experience Managing Medicaid Health Plans 


State/Population 
Served 


TA
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SS
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AC
A 


BH
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VE


 IN
 


Arizona ● ● ● ● ● ● ● 


Florida ● ● ● ●   ● 


Illinois ●  ● ● ● ● ● 


Kentucky ● ● ●   ● ● 


Louisiana ● ● ●   ● ● 


Maryland ● ● ●   ● ● 


Michigan ● ● ● ● ● ● ● 


Missouri ● ●     ● 


Nebraska ● ● ●     


New Jersey ● ● ● ●  ● ● 


New York    ● ●  ● 


Ohio    ● ●  ● 


Pennsylvania ● ● ●   ●  


Texas ● ●     ● 


Virginia ● ● ●    ● 


West Virginia ●     ● ● 
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Figure 4.1-34: Aetna’s National Experience 


 


 


Experience working with State Medicaid Agencies 
Over the years, we have collaborated with State Medicaid agencies, State Health 
Departments, State Mental Health agencies, State Substance abuse agencies, State Attorney 
General Officer, State Departments of Administration, State Departments of Insurance, 
Criminal and Juvenile Court and Justice Systems, Mental Health Courts, State Social Services 
and Child Welfare agencies, Area Agencies on Aging, County and City governments, First 
responders, Public Safety Net Hospitals, Tribal Governments, among others. The following 
represent just a few of those collaborations. 


TANF and CHIP Collaborations 


 


Aetna Better Health of Kentucky collaborated with the State’s Medicaid agency to 
accept recipients who were transitioning from another Medicaid Managed Care 


Organization that was pulling out of the State due to concerns over rates. We partnered 
with the Commonwealth to resolve its urgent need to maintain timely services and 


continuity of care for its Medicaid population. 
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• Aetna Better Health of West Virginia collaborated with the State Medicaid agency to 
develop and implement a community-based outreach program to address Neonatal 
Abstinence Syndrome. We developed this program was a direct response to a request 
from the West Virginia Medicaid Director for assistance in dealing with this fast growing 
epidemic 


• Aetna Better Health of Kentucky collaborated with the Commonwealth’s Medicaid agency 
to accept recipients transitioning from another Medicaid managed care organization that 
was pulling out of the Commonwealth due to concerns over rates. We worked with the 
Commonwealth to resolve its urgent and desperate need to maintain timely services and 
continuity of care for its Medicaid population.  


Long Term Services and Support (LTSS) Collaborations 
• In Arizona, working closely with the State Medicaid Agency, we were a pioneer in 


establishing integrated care for LTSS recipients. Established in 1989, this was one of the 
first health plans in the country serving waiver recipients. A priority of the program has 
been to transition recipients from institutional settings to home and community-based 
settings. As a result, we successfully achieved a “rebalancing” ratio that has been 
sustained for several decades. 


Seriously Mentally Ill Integrated Care (SMI) Collaborations 
• Through extensive collaboration with the Arizona State Medicaid agency, Arizona’s State 


Health Department and former Department of Behavioral Health Services, and multiple 
other State and Maricopa County agencies, we implemented and operate one of the 
nation’s first fully integrated Medicaid Managed Care entity for persons designated as 
Seriously Mentally Ill. The organization provides a Fully Integrated System of Care that 
has transformed the care delivery system for this population. 


Affordable Care Act (ACA) Collaborations 
• In Medicaid programs that we manage across the county, we have customized our 


approach for Medicaid expansion populations established through the Affordable Care 
Act. Examples include Arizona, Illinois, Kentucky, Louisiana, New Jersey, Maryland, 
Michigan, Pennsylvania, and West Virginia. In each of these States, we participated in 
countless meetings with the State Medicaid agencies, Departments of Insurance, and 
Departments of Administration to launch and support outreach and enrollment efforts 
from each respective State.  


• We also collaborated with State customers across the nation to offer Qualified Health 
Plans through State and the Federal exchanges. While there have been recent change in 
the States where we offer plans on the exchanges, we remain committed to their success 
and look forward to working with the Federal government and with our State customers 
to design solutions. Furthermore, we welcome the opportunity to partner with the State 
of Nevada to implement a Silver QHP. 
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These examples demonstrate our ability to meet the current needs of Medicaid managed care 
TANF and CHIP populations in Nevada, along with our willingness and capability to help 
Nevada move ABD and MLTSS into managed care. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information 
regarding key personnel responsible for performance of any contract resulting 
from this RFP. In addition, specify the specific responsibilities of each of these 
individuals in relation to the requirements set forth herein. This information 
must be included in vendor’s technical response to the RFP. 


With 30 years of managed Medicaid experience in 16 States, Aetna is skilled in recruiting and 
retaining talented, experienced, qualified staff necessary for the successful implementation 
and operation of our organizational, management, and administrative systems. Key staff 
members are in place at the outset of our health care delivery; additionally, our proposed 
executive and leadership team has extensive experience drawn from other Medicaid markets.  


Availability of Key Personnel 
In our view (and based on our experience in 16 health 
plans across the country), key leaders of our health 
plans must be actively involved in the communities we 
serve, partnering with stakeholders, providers, State 
agencies, and community organizations.  


Furthermore, it is critically important that plan decision-
makers remain actively involved in meetings with the State, as opposed to simply sending 
staff to take notes and report back to the health plans. All of our health plans employ senior 
leaders who are dedicated to serving each State’s Medicaid and CHIP recipients residing in 
that State and who work and live in the local communities they serve.  


We anticipate building and fostering strong partnerships with the State and local county 
officials. Our business model focuses on initial and sustained engagement with State 
administrators, actively participating in key discussion, sharing trending data, and reviewing 
outcomes and expectations. 


Please refer to Tab VII – Attachment G for resumes of our key personnel; the following pages 
detail the responsibilities and qualifications of our key personnel. 


  


Aetna’s key leadership team 
members are available to 
meet with DHCFP officials  


at any time. 
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Dwayne Sansone 
RFP Title: Administrator/Chief Executive Officer 
Aetna Title: Vice President of Operations 


Job Responsibilities This full-time position is the primary executive point 
person and day-to-day liaison with the State's regulator of 
Medicaid programs. The Administrator/Chief Executive 
Officer is responsible for the general administration and 
implementation of all contract requirements, including 
oversight of the budget and accounting system. The 
Administrator/Chief Executive Officer is responsible for 
the daily conduct and operations of the State’s Medicaid 
plan. 
The Administrator/Chief Executive Officer Establishes and 
maintains a system for reviewing/assessing the State 
contract, for reporting regarding the contract, and for 
recommending actions to improve services to the State 
agency.  
Responsibilities include, but are not limited to, the 
following: 
• 100 percent assigned to the contract, with overall responsibility for the administration of 


the contract and daily operations, including overseeing the budget and accounting 
system.  


• Communicates State agency requirements for program implementations; coordinates 
with internal resources to implement contract requirements; communicates ongoing 
implementation progress with representatives of the State and regulatory agencies.  


• Assists representatives of the State agency, as requested, regarding issues related to all 
administrative services.  


• Achieves and maintains full understanding of the contract/requirements, programs and 
policies, including service scope, special service features, history of service issues, and 
contact with State representatives. - Implements contract requirements.  


• Oversees the day-to-day operations of the staff (including Medical Director and 
Compliance Officer).  


• Manages operations within the prescribed budget.  
• Attends multiple State level meetings.  
• Macro-environmental view of competitive landscape, regulatory and legislative impact 


to the plan.  
• Develops safety net provider relations, provider services, community involvement and 


promotes awareness of the plan.  
• Strategic planning and development of operating plan to support business operations.  
• Works with management team to develop quality improvement and cost savings 


initiatives.  
• Motivates and leads a high-performance management team, recruiting, training, 


developing, and retaining experienced staff. 
• Certifies any data submitted to the State from the health plans 


Biography Dwayne Sansone will serve as the Health Plan Administrator/Chief Executive Officer for 
Aetna Better Health of Nevada. He currently serves as vice president for network and value 
based solutions for Aetna’s Medicaid business unit. Prior to this position, Dwayne served as 
vice president of new business development during key Aetna integrations. He has 
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Dwayne Sansone 
RFP Title: Administrator/Chief Executive Officer 
Aetna Title: Vice President of Operations 


contributed to numerous business development projects, most notably Innovation Health,  
Aetna’s Accountable Care Organization venture with Innovation Health System in northern 
Virginia, and High-Tech Digital, Aetna’s Health Information Exchange in China. Dwayne was 
instrumental in forming strategic relationships with Allstate, IBM, and CVS Caremark. Prior to 
joining Aetna, Mr. Sansone spent 12 years in the financial services industry where he held 
positions in investment banking, equity research, and public accounting. Dwayne holds a 
Master of Business Administration from The Wharton School at the University of 
Pennsylvania where he was a Citigroup Fellow. Additionally, he holds a bachelor’s degree in 
business administration from the University of Michigan where he was a Michigan Scholar. 
Dwayne is also a certified public accountant. 
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Deb Bacon  
RFP Title: Chief Financial Officer 
Aetna Title: Chief Financial Officer, Aetna Medicaid 


Job Responsibilities The Chief Financial Officer (CFO) is responsible for the 
overall financial operations and management of fiscal 
operations. 
The CFO is responsible for all financial matters; including 
strategic planning, budgeting/forecasting, reporting, 
analysis and capital management. The CFO will implement 
accounting systems, financial operations and effective 
policies and procedures to support operations in 
compliance with Federal and State laws, contractual 
requirements and applicable accounting principles and 
requirements. The CFO serves as a key member of the 
executive team. 
Responsibilities include, but are not limited to, the 
following: 
• Provides day-to-day leadership to the organization’s 


finance operations. 
• Ensures that the policies, procedures and contract performance standards for the 


department are in compliance with Federal, State and company policies and regulations. 
• Monitors business processes and systems to ensure integrity of the organization’s data 


and systems. 
• Reviews, communicates and presents operating budgets and forecasts. 
• Oversees preparation of accurate and timely financial and data reporting. 
• Sets financial targets and measures for the organization that are appropriate and 


support organizational goals and contractual requirements. 
• Monitors and drives performance via the collection and analysis of key financial and 


service data. Enhances reporting and analytic capabilities that will allow for the 
availability and use of key financial reports and data presented in a useful and 
meaningful way.  


• Produces financial reports to support monthly, quarterly, and annual reporting 
requirements, including the external audit for the Company and financial reporting in 
accordance with the contract terms. 


• Oversees the development of key medical analytics information including benchmark 
data to support business decisions. This includes the development of reporting tools that 
will measure the impact of targeted initiatives and to provide leading indicator 
information on claim costs.  


• Participates as an active member of the management team and support successful 
operations through the development, support and execution of applicable business 
processes and strategies. 


• Ensures compliance with all Medicaid and Medicare financial regulations and reporting 
requirements.  


• Prepares, and presents for approval, business forecasts and annual operating budgets. 
• Identifies key financial issues and trends; collaborates with leadership to develop and 


implement related action plans. 
• Represents in meetings with external constituents such as the customer, auditors, 


providers and community advocacy groups. 
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Deb Bacon  
RFP Title: Chief Financial Officer 
Aetna Title: Chief Financial Officer, Aetna Medicaid 


• Provides critical thinking and related analysis to leadership to support business 
operations and improvements; analyze financial, departmental and organizational 
activity reports and recommend solutions. 


• Provides financial and business analyses of operational performance, variances, 
operating alternatives and program and investment initiatives. 


• Develops and presents recommendations for action on a wide range of financial matters. 
• Interprets financial reports for management team. 
• Serves as key contact for the State, corporate and various functions and agencies. 
• Actively monitors legislative and political developments affecting the organization from a 


financial perspective. 
• Actively participate and interact with other departments regarding significant issues 


affecting the organization’s financial statements. 


Biography Deb Bacon will serve as the Chief Financial Officer for Aetna Better Health of Nevada. She 
currently provides financial leadership to the Aetna Medicaid organization. Her 
responsibilities include financial reporting and analysis, strategic planning, business 
development, and health plan management. Deb brings invaluable experience in leadership 
and a deep knowledge of financial and operational roles in public accounting and consulting. 
Prior to assuming her current role, she served as finance director and then as a regional CFO 
for Aetna Medicaid. In both positions, she supported the financial reporting and planning 
process. Prior to joining Aetna, Deb served as CFO for Children’s Hospital of Orange County 
Health Alliance (CHOC) and director of financial planning and corporate controller for Schaller 
Anderson, LLC—now Aetna Medicaid Administrators LLC. Deb is a certified public accountant 
and holds both bachelors and masters degrees in professional accountancy from the 
University of Nebraska at Lincoln. 
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Dr. Barry Markman  
RFP Title: Medical Director/Chief Medical Officer 
Aetna Title: Senior Medicaid Medical Director 


Job 
Responsibilities 


The Medical Director is responsible for the oversight of 
development, implementation, and review of the Internal 
Quality Assurance Programs (IQAP), including 
implementation of and adherence to any Plan of 
Correction. The Medical Director serves full-time and 
supports meeting all requirements. The Medical 
Director/Chief Medical Officer leads associate Medical 
Directors to help perform the functions of this office. The 
Medical Director is accountable to the governing body, 
the board of directors. The Medical Director is licensed to 
practice medicine in the State of Nevada and is board-
certified or board-eligible in his or her field of specialty. 
Responsibilities include, but are not limited to, the 
following: 
• Serves as co-chairman of the vendor's Utilization 


Management and Quality Assurance Plan committee; 
• Directs the development and implementation of the vendor's Internal Quality Assurance 


Plan (IQAP) and utilization management activities and monitoring the quality of care that 
vendor recipients receive; 


• Oversees the development and revision of the vendor's clinical care standards and 
practice guidelines and protocols; 


• Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


• Oversees the vendor's referral process for specialty and out-of network services. All 
services prescribed by a PCP or requested by a recipient which are denied by the vendor 
must be reviewed by a physician, physician assistant, or advanced nurse practitioner 
with the reason for the denial being documented and logged; 


• Oversees the vendor's provider recruitment and credentialing activities; 
• Serves as a liaison between the vendor and its providers, communicating regularly with 


the vendor's providers, including oversight of provider education, in-service training and 
orientation; 


• Serves as the vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 


• Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 


• Ensures coordination of out-of-network services. 
• Serves as vendor’s liaison to DHCFP regarding utilization review and quality assurance 


issues. 


Biography Dr. Markman will serve as Medical Director/Chief Medical Officer for Aetna Better Health of 
Nevada. Dr. Markman presently serves as senior Medicaid medical director where he is 
primarily responsible for supporting the Special Investigative Unit. Dr. Markman joined Aetna 
in 2012 where he served as Aetna’s medical director for the Kentucky Medicaid Division with 
responsibilities that included utilization review and case management. He also serves as a 
member of the National Quality Forum with the Surgical Measure Committee. During his 
tenure in managed care, Dr. Markman has developed several surgical quality platforms, as 
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Dr. Barry Markman  
RFP Title: Medical Director/Chief Medical Officer 
Aetna Title: Senior Medicaid Medical Director 


well as collaborated on Med Tech policies. Previously, Dr. Markman spent 18 years in private 
practice in Las Vegas where he performed reconstructive/ cosmetic surgeries, conducted 
research, and served as adjuvant clinical professor at the University of Nevada and Touro 
University Medical School. Dr. Markman is board-certified in general and plastic surgery and 
an honor graduate of New York University Medical School in New York where he completed 
his residency at the University of Texas Southwest-Dallas. He holds an honors undergraduate 
degree in economics at Union College in Schenectady, New York, and a Master of Business 
Administration and paralegal certification from the University of Nevada, Las Vegas. 
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Mia Williams 
RFP Title: Recipient Services Manager 
Aetna Title: Manager of Service Operations 


Job 
Responsibilities 


The Recipient Services Manager oversees the operations in a 
local service center handling a customer service function, 
which may include claims, recipient or provider services, 
billing, enrollment, accounts receivable and implementation 
services. 
Responsibilities include, but are not limited to, the 
following: 
• Oversees Recipient Services Department that personally 


assists recipients to find a service provider and assists 
recipients, recipients’ family members, or other 
interested parties (consistent with laws on 
confidentiality and privacy) in obtaining information 
and services under our health plan 


• Develops, monitors and reviews performance reports 
and service performance trends for each account 
against the plan and recommends specific actions or 
remedies as necessary. 


• Develops and maintains strong collaborative relationships within operations as well as with 
patient management, sales and Marketing, Underwriting, Utilization Management, and 
network management in establishing appropriate service level agreements. 


• Develops, trains, evaluates, and coaches staff to provide cost effective claim processing and 
claim and customer service while ensuring that quality standards are met. 


• Assesses individual and team performance on a regular basis and provide candid and timely 
developmental feedback; monitors training plans and ensure training needs are met. 


• Establishes a clear vision aligned with company values; sets specific challenging and 
achievable objectives and action plans; motivates others to balance customer needs and 
business success; challenges self and others to look to the future to create quality products, 
services, and solutions. 


• Attracts, selects, and retains high caliber, diverse talent able to successfully achieve or 
exceed business goals; builds a cohesive team that works well together. 


• Creates and maintains tools, job aids, and training materials to help employees in their 
efforts to resolve issues and improve their relationship with customers. 


• Collects, analyzes and reports on operations information in support of process, systems, 
and policy redesign. 


• Effectively applies and enforces Aetna HR policies and practices, i.e. Family Medical 
Leave/Employee Medical Leave, Attendance, Code of Conduct, and Disciplinary Guidelines. 


• Effectively manages cross-functional projects that support the business strategy. 


Biography Mia Williams will serve as the Recipient Services Manager for Aetna Better Health of Nevada. 
Mia Williams is an experienced Medicaid professional who has served as manager of Service 
Operations for one of our local health plans for 18 years where she is responsible for the 
development of all Recipient Services processes and procedures for new implementations, 
migrations, and expansions. Mia has also served in several management and leadership 
positions, including Customer Services, Prior Authorization, and Recipient and Provider Services. 
She is skilled in leveraging the talents and support of all team members while achieving goals. 
Mia holds a bachelor’s degree in business management from Strayer University in Maryland. 
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Donette Koehler 
RFP Title: Provider Services Manager 
Aetna Title: Senior Project Manager, Implementation 


Job 
Responsibilities 


The Provider Services Manager provides direction to 
operations regarding policy and procedures related to 
claims and providers. 
Responsibilities include, but are not limited to, the 
following: 
• Manages a team of Provider Relations 


Representatives who ensure the provider data 
entered into the provider database is accurate and 
the provider documentation is complete and 
accurate. 


• Disseminates appointment standards to all network 
providers, and assigns a specific staff member of its 
organization to ensure compliance with these 
standards by the network. 


• Monitors the adequacy of its appointment process 
and compliance 


• Implements a Plan of Correction (POC) when appointment standards are not met 
• Facilitates Provider Advisory Group meetings and works with management to implement 


suggested changes. 
• Works with Quality Management to develop appropriate provider measures and 


implement those measures in the provider community. 
• Develops provider communications including provider newsletters. 
• Develops and implements provider satisfaction surveys and uses results to manage 


relationships and educate staff. 
• Provides service to providers by resolving problems and advising providers of new 


protocols, policies, and procedures. 
• Negotiates, reviews, and prepares draft agreements with alternative delivery system 


facilities, laboratories, and group practices. 
• Manages the development and monitoring of provider contracts. 
• Resolves administrative problems affecting network providers, patients, and Plans within 


contracted guidelines. 
• Researches and coordinates the resolution of provider’s claims and capitation issues. 
• Coordinates provider status information with Recipient Services and other internal 


departments. 
• Recruits, develops, and motivates staff. Initiates and communicates a variety of 


personnel actions including, employment, termination, performance reviews, salary 
reviews, and disciplinary actions. 


• Performs other related duties as required. 


Biography Donette Koehler will serve as Provider Services Manager for Aetna Better Health of Nevada. 
With 15 years of experience in the health care industry, Donette Koehler has played a critical 
role in the success of many implementations during her six years at Aetna, primarily in 
Provider Relations in both Medicaid and Duals Demonstration products. Donette has served 
as provider services manager/senior project manager since 2010 where she is responsible for 
all operational aspects of provider relations, including provider retention and education, 
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Donette Koehler 
RFP Title: Provider Services Manager 
Aetna Title: Senior Project Manager, Implementation 


writing provider relations materials, and developing and maintaining credentialing and re-
credentialing processes. Prior to joining Aetna, Donette served in numerous management 
roles with Benefit Options & Healthcare Group of Arizona and the Insurers Administrative 
Corporation, respectively. She anticipates completing her associate degree coursework in 
business management in 2018 at Glendale Community College and anticipates earning 
Project Management Professional certification in 2017. 
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Patrice Stevens 
RFP Title: Grievance and Appeals Coordinator 
Aetna Title: Director of Appeal and Grievance 


Job Responsibilities The Grievance and Appeals Coordinator manages the 
team's productivity and resources, communicates 
productivity expectations and balances workload to 
achieve customer satisfaction through prompt/accurate 
handling of customer concerns. 
Responsibilities include, but are not limited to, the 
following:  
• Manages a team of clinical and or non-clinical 


personnel  
• Serves as a content model expert and mentor to 


team in regards to Aetna's policies and procedures, 
accreditation requirements, and State and Federal 
law and all court orders governing appeal 
procedures, as they become effective 


• Manages to performance measures and standards for 
quality service and cost effectiveness and coaches the team and individuals to take 
appropriate action. 


• Select staff using clearly defined requirements in terms of education, experience, 
technical and performance skills. 


• Build strong functional teams through formal training, diverse assignments, coaching, 
mentoring, and other developmental techniques. 


• Assesses developmental needs and collaborates with others to identify and implement 
action plans that support the development of high performing teams and individuals. 


• Ensures work of team meets Federal and State requirements and quality measures, with 
respect to letter content and turnaround time for Appeals and Complaints handling. 


• Ensures all Complaints and Appeals units are utilizing the National tracking tool to ensure 
reporting consistency and trend analysis. 


• Holds individuals/team accountable for results; recognize/reward as appropriate. 
• Lead change efforts while managing transitions within a team. 
• Identifies trends involving non-clinical & clinical issues and reports on and recommends 


solutions. 


Biography Patrice Stevens will serve as the Appeals and Grievances Coordinator for Aetna Better Health 
of Nevada. With 14 years of experience in quality management and nine years in grievance 
systems oversight, Patrice presently serves as director of appeals and grievances where she 
directs the design, development, and implementation of our appeals and grievances program 
for all new health plans, as well as monitors and audits system programs and processes. Prior 
to joining Aetna, Ms. Stevens served as director of clinical quality programs, North Region, at 
CIGNA HealthCare. Patrice holds a bachelor’s degree in Family Studies from the University of 
New Hampshire; she is also a certified Justice of the Peace in New Hampshire. 
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Joel Coppadge 
RFP Title: Claims Administrator 
Aetna Title: Head of Centralized Service Operations 


Job 
Responsibilities 


Responsible for the Medicaid full risk business operations 
including encounters, provider calls, and claims 
administration.  Oversight of operations includes remote 
locations in Harrisburg, PA, Sunrise, FL Jacksonville, FL, 
Springfield, MO, Houston, TX, Phoenix, AZ, New Albany, 
OH, Newark, DE and Allentown, PA  
Responsibilities include, but are not limited to, the 
following: 
• Responsible for 980 full time employees with an 


annual budget of $51.3 million 
• Main function includes; Claims processing, Provider 


Call, Encounter Submissions 
• Develops strategic, operational, and tactical business 


plans to achieve desired business goals  
• Builds and maintains collaborative relationships and 


alliances with internal partners and external 
customers  


Biography Joel Coppadge will serve as the Claims Administrator for Aetna Better Health of Nevada. With 
more than 28 years of health care operations management experience, Joel joined Aetna in 
2000 where he presently serves as head of Centralized Service Operations. Joel is responsible 
for oversight of provider calls, claims processing, encounter processing, and provider and 
benefit configuration. He holds a Bachelor of Science in Business Administration from 
Delaware State University. 
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Eileen Shaw 
RFP Title: Nevada Operations Manager/COO 
Aetna Title: Director of Implementation 


Job 
Responsibilities 


The Nevada Operations Manager/COO is responsible for 
leading and managing all hands-on operational aspects 
and activities of various functional areas within the Plan 
which may include: Claims, Provider Services, Information 
Technology, Grievance and Appeals, Recipient Services, 
and Medical Management. Assists the Plan leader in the 
successful growth and performance of the Plan. The 
Manager of Operations also interfaces, collaborates and 
works cooperatively with corporate office functional 
leaders and centralized business departments. 
The Nevada Operations Manager/COO provides day-to-
day leadership and management to a service organization 
that mirrors the mission and core values of the company. 
Interfaces with corporate office staff, as required. 
Responsibilities include, but are not limited to, the 
following: 
• Responsible for driving the Plan to achieve and surpass performance metrics, 


profitability, and business goals and objectives. 
• Responsible for employee compliance with, and measurement and effectiveness of all 


Business Standards of Practice including Project Management and other processes 
internal and external. Provides timely, accurate, and complete reports on the operating 
condition of the Plan. Develops policies and procedures for assigned areas. Ensuring that 
other impacted areas, as appropriate, review new and changed policies. 


• Assists the Plan leader in collaborative efforts related to the development, 
communication and implementation of effective growth strategies and processes. May 
be required to spearhead the implementation of new programs, services, and 
preparation of bid and grant proposals. 


• Collaborates with the Plan management team and others to develop and implement 
action plans for the operational infrastructure of systems, processes, and personnel 
designed to accommodate the rapid growth objectives of the organization. 


• Assists in defining marketing and advertising strategies within State guidelines. 
Participates in the development and implementation of marketing policies for the Plan, 
and ensures their compliance with program regulations. 


• Provides assistance in preparation and review of budgets and variance reports for 
assigned areas. 


• Works cooperatively with Network Development team in the development of the 
provider network. Acts as client-care officer through direct contact with all stakeholders. 


• Serves as a liaison with regulatory and other State administration agencies and 
communicates activity to Administrator/Chief Executive Officer and reports back to Plan. 


• Communicates, motivates and leads a high performance management team. Attract, 
recruit, train, develop, coach, and retain staff. Fosters a success-oriented, accountable 
environment within the Plan. 


• Ensures that performance evaluations and compensation decisions for employees are 
not influenced by the financial outcomes of claims decisions. 


• Assures compliance to and consistent application of law, rules and regulations, company 
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Eileen Shaw 
RFP Title: Nevada Operations Manager/COO 
Aetna Title: Director of Implementation 


policies and procedures for all assigned areas. 
• Prompt response with a sense of urgency/priority to customer requests. Documented 


follow through/closure. 


Biography Eileen Shaw will serve as the Nevada Operations Manager/Chief Operating Officer for Aetna 
Better Health of Nevada. With 15 years of Aetna service, Eileen Shaw possesses in-depth 
clinical and managerial experience. In her current role as director of implementation, Eileen 
has led the implementation team for the past eight years where she provides day-to-day 
leadership and operational direction for the design, build-out, and successful implementation 
of new health plan operations and current health plan expansions. Eileen is a Registered 
Nurse of 40 years and has served in numerous leadership roles, including corporate director 
of Pathways to Chronic Care, director of Care Management, director of Utilization 
Management, and manager of Care and Disease Management. Eileen earned a bachelor’s 
degree in nursing at Monroe Community College in Rochester, New York. She has maintained 
her R.N. licensure in New York since 1976 and in Arizona since 2003, respectively. 
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Mike Easterday  
RFP Title: Nevada Medicaid Government Liaison 
Aetna Title: Nevada Medicaid Government Liaison 


Job 
Responsibilities 


The Nevada Medicaid Government Liaison is responsible 
for formulating and executing a business strategy to 
identify products and services, qualify appropriate 
business sector and other identified client markets, and 
drive the business development process for an assigned 
division of the company. This individual works 
collaboratively with sector Administrator/Chief Executive 
Officer, medical directors, product line vice presidents 
and other senior managers to identify and successfully 
sell these products and services. Actively interfaces with 
government officials on health plan operations and 
agency expectations. 
Responsibilities include, but are not limited to, the 
following: 
• Structuring, negotiating, and implementing a variety 


of transactions with clients to realize the company’s 
business development objectives. 


• Effectively sources, leads due diligence, and leads buy and sell activities related to 
business sector clients and markets. 


• Identifies potential companies, products, market sectors, and geographic scope for 
collaborations and partnering projects. 


• Develops business case and sales approach for each potential customer or partner. 
• Gains internal consensus with product development, product owners and account 


managers, information technology, finance and legal. 
• Oversees development of competitive analyses of companies, products, and market 


research in support of business sector products and services. 
• Identifies opportunities for expansion into new product areas. 
• Ensures that contractual and technical bid pricing for all new business accounts meet 


company’s margin return requirements. 
• Recruits, develops and motivates staff. Initiates and communicates a variety of personnel 


actions including employment, termination, performance reviews, salary reviews, and 
disciplinary actions. 
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Mike Easterday  
RFP Title: Nevada Medicaid Government Liaison 
Aetna Title: Nevada Medicaid Government Liaison 


Biography Michael Easterday will serve as the Nevada Medicaid Government Liaison for Aetna Better 
Health of Nevada. As Aetna Medicaid’s vice president of business development for the 
western region, Michael (Mike) is responsible for working with new and current markets in 
the western United States, with an emphasis on bringing unique solutions for high-cost, high-
acuity populations to State governments. Mike also serves as government liaison for new 
business in the region. As a resident of Sparks, Nevada, he resides in close proximity to 
Carson City and available to meet with State officials. 
Mike has worked in both managed health care and government affairs for numerous years, 
and possesses experience in business development, compliance, and government affairs. He 
also practiced law with Moore, Taylor and Thomas, P.A.  
For several years, Mike served in several key advisory roles to Governor Mark Sanford, to the 
Lieutenant Governor, and to the Department of Health and Human Services. Among those 
roles was serving as director of the Lieutenant Governor’s Office on Aging. He also served as 
a legislator for eight years.  
Mike holds two bachelor degrees from Bob Jones University and a law degree from the 
University of South Carolina School of Law. 


 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following areas: 
B. Information Systems 
C. Utilization/Case Management 
D. Claims Payment 
E. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
F. Health Education 
G. Data Coding 
H. Contract Negotiation Specialists/Network Recruiters 
I. Encounter Data 
J. Other staff as needed for project 


Local Community-Based Plan 
We understand a local presence with dedicated personnel is imperative to fully collaborating 
with recipients, providers, and communities alike. There is simply no substitute for being 
there—in Nevada—with the people with whom we interact and serve each day.  


All of our recipient- and provider-facing staff members will be located in the community. Our 
case managers will be in the community—not in a call center—and will go where they are 
needed to meet with, connect with, and build trusting relationships with the recipients they 
serve. Our provider services representatives will make direct office visits in Nevada to 
educate, answer questions, and resolve issues and concerns. Community development 
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workers will create, coordinate, and present educational presentations at local events where 
they will provide important health information for all Nevadans who attend. Recipient 
services representatives who answer phone calls will also be located in our Nevada offices 
where they will speak from experience as they assist recipients with questions and care 
access.  


Nevadans Serving Nevadans: Staffing model 
We anticipate employing 138 staff in Nevada 
to support the State’s recipients. To better 
serve recipients and providers, staff will be 
located in both regions. We anticipate an additional 92 staff to support  
Nevada in centralized functions, totaling 230 staff to support the project overall.  


In addition to our proposed key personnel, we are recruiting the following additional full-time 
staff and project supervisors to build our Nevada health plan. Our health plan is also provided 
with oversight and support from our experienced corporate staff. By leveraging our corporate 
staff’s national experience with Medicaid managed care and the local knowledge and 
experience of our health plan staff, we will provide the optimal solution to meet the unique 
needs of every Nevada recipient.  


Value Added Staff 
To support DHCFP’s mission and goals, we will also hire the following value-added staff for 
our health plan in order to better serve the unique needs of Nevada recipients. 


• Culture & Health Care Equity Director  
• Regional Wellness Center Directors 
• Indian Affairs Liaison/Indian Health 


Services Specialist 
• Housing and Community Resource 


Specialist 
• Workforce/Employment Specialist 
• Peer Support Specialists 


• Community Health Workers 
• Practice Transformation Consultants 
• Child System of Care Administrator 
• Adult System of Care Administrator 
• Recovery & Resiliency Administrator 
• Behavioral Health Emergency Services 


Administrator 
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Additional Full Time Staff and Project Supervisors 
Table 4.1-35: Additional full-time staff and project supervisors with contract responsibilities 


Information Systems  


Project Supervisors for Implementation and Ongoing Operational Support 


• Fariba Alim-Marvasti, Executive Director Services- Delivery, Process, and Strategy – Medicaid IT 
• Vinod Swarna, Informatics/Reports 
• Anil Kedia, Director, IT-Aetna Medicaid 
• Sanjay Sambasivan, Senior IT Project Manage Medicaid IT 
• Richard Burkitt- IT Project Manager 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Manager, Reporting 
• Data Analysis 
• Informatics Analyst 
• Information Systems Coordinators 


 


Utilization Management/Case Management 


Project Supervisors for Implementation and Ongoing Operational Support 


• Mary Ingram, Utilization Management Director 
• Marcia LeBlanc, Administrator 
• Leslie Thiele, Case Management Director 
• Stephanie Saba, Pharmacy Director 
• Cynthia Parris, Project Manager 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Medical Director 
• Director, Medical Management 
• Administrative Assistant/Project Coordinator 
Pharmacy 
• Clinical Pharmacist 
• Pharmacy Director 
• Pharmacy Supervisor 
• Pharmacy Technician 
• Pharmacy Quality Assurance 
Concurrent Review 
• Concurrent Review Nurse Supervisor 
• Concurrent Review Clinicians 
Case Management 
• Director of Care Management 
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Utilization Management/Case Management 


• Behavioral Health Coordinator 
• Case Management Supervisor 
• Care Manager 
• Case Management Associates 
Utilization Management 
• Manager of Utilization Management 
• Prior Authorization Manager 
• Prior Authorization Clinicians 
• Prior Authorization Reps 


 
Claims Payment 


Project Supervisors for Implementation and Ongoing Operational Support 


• Colleen Gurule, Senior Director Service Operations 
• Shirley Mitchell, Operations Senior Project Manager 
• Jill Murphy De Orio, Manager, Service Operations 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Claims Supervisor 
• Claims Analysts 
• CICR Reps 
• Claims Quality / Auditor 


 


Quality Improvement and Reporting 


Project Supervisors for Implementation and Ongoing Operational Support 


• Dr. Sandra White, Executive Director, Health Care Quality 
• Jackie Collins, Senior Director, Health Care Quality- Performance Improvement and Interventions 
• Kim Herink Senior Director, Health Care Quality- Delegation/Structure 
• Sarah Neeley, Senior Director, Health Care Quality- HEDIS/CMS 416 
• Jacquelyn Roschbach, Senior Director, Health Care Quality- NCQA/URAC Accreditation  


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Director, Quality Management 
• NCQA Project Manager/Specialist 
• HEDIS Manager 
• Health Care QM Manager 
• Prevention & Wellness Coordinator 
• Outreach Coordinator - HEDIS 
• QM Nurse Consultant 
• QM Consultant 
• Potential Quality of Care Nurse Consultant 
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Health Education 


Project Supervisors for Implementation and Ongoing Operational Support 


• Stephanie Brewer, Sr. Director, Head, Intercultural Engagement Strategies 
• Jacqleen Musarra, Director of Health Education 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Recipient Advocate / Recipient Concierge 
• Community Outreach Manager 
• Community Relations / Outreach Coordinator 
 
Data Coding 


Project Supervisors for Implementation and Ongoing Operational Support 


• Melanee Jones, Director- Provider Data Services 
• Stephanie Churchill, Data Senior Project Lead 
• Evelyn Willie-Paddock, Testing Lead 
• Mary Boyd, Coding/Reporting Testing Manager 
• Erena Tovias, Testing Supervisor  


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Application Support Analysts 
• Provider Data Analysts  
• Provider Data Services Sr. Analysts 
• Business Analysts 


Contract Negotiation Specialists/Network Recruiters  


Project Supervisors for Implementation and Ongoing Operational Support 


• Kim Sizemore, Executive Director Network & National Accounts 
• Kevin Phelan, Sr. Director, Network  
• Gary Strong, Sr. Director, Network  
• Tricia Hamm, Director, Network  
• Marcia James, Senior Director Network Management 
• Mark Douglas, Director of Strategic Planning and Medicaid Innovations 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Frank Mcquade, Network Manager 
• Michelle Ripley, Network Manager 
• Michael Cook, Network Manager 
• Susan Desantis, Contract Negotiator 
• Marlene Flickinger, Contract Negotiator 
• Randi Bert, Contract Negotiator 
• Network Manager 
• Director, Network 
• Credentialing Specialist 
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Data Coding 


• Manager, Provider Services 
• Provider Phone Representatives  
• Provider Relations Liaisons 


 


Encounter Data 


Project Supervisors for Implementation and Ongoing Operational Support 


• Colleen Gurule, Senior Director Service Operations  
• Melissa Sevchik, Director of Service Operations/Encounters 
• Jeffrey Crosby, Senior Informatics Analyst 
• Lynda Urquidez, Manager, Business Information Management & Analysis 
• Niketa Hira, Project Lead 


Dedicated Full-Time Personnel (will be hired upon contract award) 


• Encounters Validation Analyst 
• Encounters Technical Analyst 
• Encounters Correction Analyst 


 


Other Staff 


Dedicated Full-Time Personnel (will be hired upon contract award) 


Value Added Staff 
• Culture & Health Care Equity Director  
• Regional Wellness Center Directors 
• Indian Affairs Liaison/Indian Health Services Specialist 
• Housing and Community Resource Specialist 
• Workforce/Employment Specialist 
• Peer Support Specialists 
• Community Health Workers 
• Practice Transformation Consultants 
• Child System of Care Administrator 
• Adult System of Care Administrator 
• Recovery & Resiliency Administrator 
• Behavioral Health Emergency Services Administrator 
Compliance 
• Compliance Director 
• SIU Sr. Investigator 
Enrollment 
• Supervisor, Enrollment Services 
• Enrollment Representatives 
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Other Staff 


• COB Analysts 
Appeals & Grievances 
• Manager, Appeals & Grievances 
• Appeals and Grievances Coordinators 
• Appeals and Grievances Analyst 
Recipient Services 
• Manager, Recipient Services 
• Supervisor 
• Recipient Services Representatives 
• After Hours Supervisor 
• After Hours Associates 
Finance 
• Finance Director 
• Senior Finance Analyst 
• Finance Analysts 
Implementation (dedicated for the implementation of the project) 
• Laura Wray, Implementation Director 
• Implementation Managers 
• Implementation Project Managers 
• Implementation Business Analyst 
• Trainers  
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4.1.12.7 Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada. 


Aetna Better Health of Nevada is in the process of obtaining its Certificate of Authority to 
operate an HMO from the Division of Insurance; and, in accordance with the requirement in 
Amendment 1 of the RFP, we will have that in place by contract award. We will provide 
evidence of our Certificate of Authority once received. Please see Figure 4.1-35 below for our 
Nevada State Business License. 


Figure 4.1-35: Nevada State Business License 
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4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages 
spoken. 


In our view, all recipients deserve equal understanding of and access to health care, 
regardless of race, ethnicity, age, gender, disability, socio-economic, or another status. It is 
our policy to communicate effectively with every recipient in a culturally appropriate manner 
and in the recipient’s primary language. We provide interpretation and translation services to 
ensure clear and effective communications.  


Our local health plan employees reflect the recipients we serve in each community and we 
hire dual language employees to meet our recipients’ needs, in addition to providing 
language translation services. Our call center will offer a Spanish language option to route 
callers directly to one of our Spanish-speaking Recipient Services representatives. If a Spanish-
speaking Recipient Services representative is not available, or the caller requests another 
language, we will connect the recipient with our language services vendor which offers 
immediate interpretation for more than 200 languages. We will refer to the documented 
language preference in the recipient’s record to determine how best to assist the recipient in 
the future. We will offer sign language interpreters and provide their services in provider 
offices for our recipients during appointments. We will document all interpreter offers and 
responses, including sign language, in the business application system for future reference 
and for quality monitoring purposes. 


Aetna currently employs 480 self-identified dual-language employees and 77% of those 
employees are Spanish speaking.  We are committed to hiring bilingual staff to serve Nevada 
recipients throughout our local Recipient and Provider Services and Case Management teams. 
The snapshot that follows depicts the self-reported dual-language employees in primary roles 
within our Medicaid health plans. 


Table 4.1-36: Aetna Self-Reported Dual-Language Employees 


Health Plan Role English/Dual Language # of employees 


Actuarial Chinese 1 


Administration Spanish 
Filipino 
Gujarati 


9 
1 
1 


Analyst Spanish 
Filipino 
French 
German 
Japanese 


16 
1 
1 
1 
1 


Application Developer Spanish 3 
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Health Plan Role English/Dual Language # of employees 


Business Program Manager Spanish 
Chinese 


2 
1 


Business Consultant Spanish 1 


Call Center Spanish 
German 
Farsi 
Creole 


21 
1 
1 
1 


Medical Management Spanish 
Chinese 
Creole 
Filipino 
French 
Polish 
Russian 
German 
Hebrew 
Hindi 
American Sign Language 


161 
4 
2 
1 
15 
3 
6 
1 
1 
24 
2 


Provider Relations Spanish 28 


Quality Management Spanish 
 


19 


Community Development Spanish 
American Sign Language 


16 
3 


Appeals & Grievances Spanish 3 


Customer Service Spanish 49 


Eligibility Consultant Spanish 
Chinese 
French 


13 
1 
1 


Medical Director Spanish 
French 
Italian 


3 
1 
1 


Pharmacy Spanish 
French 
German 


4 
3 
4 
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Health Plan Role English/Dual Language # of employees 


Chinese 1


Project Management Spanish 
German 
French 
Creole 
Dutch 
Kannada 
Tamil 
Telugu 
Hindi 
Russian 
American Sign Language 


11 
1 
1 
1 
1 
1 
1 
2 
1 
1 
1 


Social Worker Spanish 
Creole 
French 
Italian 
Portuguese 
Romanian 
Japanese 
American Sign Language 


12 
6 
2 
1 
1 
1 
1 
1 


 TOTAL: 480 


 


4.1.12.9 List any associations or organizations to which the organization belongs. 


Aetna is a member of the United States Chamber of Commerce, Republican Governors 
Association and the Democratic Governors Association. Through financial sponsorships, we 
also support the National Association of Insurance Commissioners, the National Association 
of Counties, and the National Association of Medicaid Directors. 


We conduct business in 50 States and belong to the local chamber of commerce in nearly 
every State we serve, as well as participate in most State health plan associations. In 
addition, local health plan employees participate as members of community organizations 
that invest in the health, well-being, and economic growth of the local communities we serve.  
For example, Dr. Amy Kahn, our Medical Director in Nevada, is a member of the Washoe 
County Medical Society, the Nevada State Medical Association, and the board development 
committee for Keep Truckee Meadows Beautiful. 


As part of the Nevada community, we intend to join local professional and civic associations 
reflective of our company values, our business goals, and the needs of the recipients we serve. 
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In preparing to respond to this request for proposal, our Community Development team met 
with over 200 organizations (listed on the following pages) and received 38 letters of support 
from community organizations that are eagerly awaiting our partnership to improve the lives 
of every Nevadan we serve.   


Please view Tab VIII Other Informational Material, Appendix 5 for letters of support. 


Figure 4.1-36: Aetna Better Health® of Nevada Outreach – Statewide 
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4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE 


Nevada statewide health information exchange (HIE)? Please indicate your 
answer using the following table: 


To complete the table below, we identified providers 
contracted with our Aetna affiliates conducting 
commercial business who are participants in the 
HealtHIE Nevada State health information exchange. 


• There were a total of 79 provider entities and one 
payor who are listed currently as participants with 
HealthHIE.  


• The following table indicates that approximately 
50% of the providers who are participating and providing data to the HIE are contracted 
with our affiliates conducting commercial business.  Aetna Better Health of Nevada 
expects to leverage this commercial provider network by contracting with willing 
providers in that network  for any Medicaid business awarded to it as a result of this RFP. 


Table 4.1-37: HIE providers participating 


Provider Category 


% Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician Not available <1% 


Acute Care Hospital Not available 4% 


Other Inpatient Facility (e.g. 
Rehabilitation, 


Not available 0% 


Long Term Acute Care, Skilled 
Nursing 


Not available Not available 


Facility, etc.) Not available Not available 


Laboratory Not available 100% 


  


50% of the providers who 
are participating and 


providing data to the HIE 
are contracted in our 


network. 
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Table 4.1-38: Network providers contracted with Aetna’s commercial affiliates who are 
participating and providing data to the HIE  


Type Nevada Providers on HIE 
Roster 


Aetna Participating 
Providers on HIE Roster 


% Aetna Participating 
Providers 


Acute Care Hospitals 9 4 44% 


Other IP Facilities 0 0 0% 


Physician Entities (Clinics) 66 29 44% 


Reference Lab 4 4 100% 


Total 79 37 47% 


Our organization has experience working with some of the country’s largest HIEs in other 
States and recognizes the value of sharing data with the entire continuum of providers. In our 
experience, garnering participant engagement with HIE can be challenging; for those entities 
that are already using HealtHIE Nevada, we will encourage participation in our value-based 
solutions which will give providers financial incentives to adopt health information exchanges 
and share information. We will also work with our entire network to encourage participation 
with all network providers to share information across the continuum of care. Please refer to 
our response to requirement 4.1.13.2 for a description of our approach to encourage and 
promote HealtHIE Nevada.  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in 
your network to participate in the HealtHIE Nevada statewide health 
information exchange? Please describe. 


Our organization is deeply engaged with health information exchanges (HIEs) in several 
States, including many of the country’s largest and most successful HIEs, such as Michigan 
Health Connect and the Ohio Health Information Partnership. We recognize the importance of 
a connected community of providers. We are excited to work with HealtHIE Nevada and the 
State to help drive more effective care coordination and improved quality outcomes. In fact, 
we have prioritized HIE connectivity as part of our larger population health strategy to help 
our provider network better manage its populations with real-time actionable data, 
particularly for those recipients with more complex care issues. As we have done in other 
markets, we will examine opportunities to tie in HealtHIE as part of our data sharing and 
value-based contracting strategies. Central to this approach has been the use of CareUnify 
that can directly interface and link into HIEs like HealtHIE Nevada. Our platform is also 
designed to link directly to our providers’ electronic health records (EHR) and other data 
sources, such as HealtHIE, to create a common place where providers can see a full 360-
degree view of their recipients. Figure 4.1-39 depicts our platform design which aggregates 
the best of our claims data and analytics along with other data sources, such as HealtHIE 
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Nevada, in a highly user-friendly, actionable interface that complements our providers’ 
current EHR and other clinical systems.  


Figure 4.1-39: Aetna’s CareUnify Platform 


 
In addition to offering an Admissions Discharge Transfer (ADT) feed exchange through 
HealtHIE, we will examine other use cases we can implement with HealtHIE, such as quality 
gaps closure, medication reconciliation and follow-up after an inpatient event.  


By tying relevant clinical use cases with meaningful data for providers to employ in their daily 
clinical work, we can encourage the expansion of HealtHIE Nevada. Further, we will work 
directly with HealtHIE to develop new data sharing opportunities to engage providers and 
encourage them to use the system. This is particularly important as we seek to align and grow 
our value-based payment arrangements. Therefore, while encouraging providers to 
participate and become data contributors is important for all parties, we will partner with the 
State and HealtHIE to create a value proposition and messaging strategy to incentivize 
providers and other key stakeholders in the continuum of care to participate in HealtHIE. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use 
the tool to improve the health of your managed care populations and to 
control plan costs. 


We do not currently participant in HealthHIE Nevada, this requirement is not applicable. 
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4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 


Aetna understands and complies with 4.1.14. Our financial information and documentation is 
included in Part III, Confidential Information.  


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number 


4.1.14.3 The last two (2) years and current year interim: 
A. Profit and Loss Statement 
B. Balance Statement 


Aetna Inc.’s financial statements (4.1.14.1-3) are provided in Part III – Confidential Financial 
Information.  
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4. COMPANY BACKGROUND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 
4.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  


 
If “Yes”, vendor must: 


 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for 
which each proposed subcontractor will perform services. 


We understand and will comply with requirement 4.2.1.1.  


Aetna Better Health of Nevada Inc. (Aetna) Aetna§§ is firmly committed to its mission to 
empower individuals to live healthier lives. We instill this mission within the culture of our 
own organization and seek to engage subcontractors that will uphold our mission when 
serving our recipients. We only use external subcontractors whenever we determine their use 
to be the most effective and efficient for the Contractor, our plan, and recipients. 
Subcontractors that provide direct services to our recipients are subject to our program 
integrity internal controls. 


In selecting subcontractors, our primary considerations include quality, service, cost, and 
compliance—all of which are characteristics essential to ensuring our ability to connect with 
recipients and providers. We select and use subcontractors only when we are assured they 
will perform services both efficiently and effectively and based on their established 
relationships with our recipients and providers, increased capacity, and specific experience or 
expertise.  


The following are third party subcontractors we expect to utilize for the provision of services 
under this contract. All other services will be provided by Aetna Better Health of Nevada and 
our affiliates or through network providers. 


• Access to Healthcare Network: Non-clinical care coordination 
• Superior Vision: Vision services 
• CVS: Pharmacy services 
• eviCore (previously MedSolutions): Radiology, cardiology, and laboratory services 


                                                            
§§ "Aetna" refers to the Vendor and/or its affiliate that own, administer, or support Medicaid/CHIP or other 
government subsidized public health business, as well as affiliates in any other line of business discussed in this 
proposal. In limited circumstances where clarity dictates differentiating between Aetna entities, we will use Aetna, 
Inc. when referring to our parent company and Aetna Better Health of Nevada when referring to the health plan. 
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4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 
A. Describe the relevant contractual arrangements; 
B. Describe how the work of any subcontractor(s) will be supervised, channels 


of communication will be maintained and compliance with contract terms 
assured; and 


C. Describe your previous experience with subcontractor(s). 


We understand and will comply with requirement 4.2.1.2.a through c. 


Contractual Arrangements with Subcontractors 
Access to Healthcare Network (AHN) 
Access to Healthcare Network (AHN) is a trusted Nevada Non-Profit Organization. We will 
enhance our Case Management by using AHN for non-clinical care coordination for our 
vulnerable recipients. AHN has achieved positive outcomes for vulnerable recipients by 
building trusting relationship, person centered engagement, addressing socioeconomic 
determinants of health, care coordination of clinical treatment plans and improving recipient 
education. Their commitment has resulted in improving the overall health and wellness of 
their program recipients. Over the past ten years, AHN has successfully developed, 
implemented, and refined an effective system of integrated care and service coordination. An 
example of this is the AHN OB Program. Through effective care coordination and appropriate 
prenatal and post-partum care, AHN has produced positive outcomes of decreased 1) preterm 
deliveries; 2) low birth weight babies; and 3) NICU admissions in comparison to national 
averages and pregnant women not engaged in their OB Care Program. 


Superior Vision 
Superior Vision (formerly known as Block Vision) began managing eye care services on behalf 
of health plans in 1990. Superior Vision specializes in serving both Medicaid and Medicare 
government-sponsored programs. Superior Vision currently manages services on behalf of 
more than seven million Medicaid and Medicare beneficiaries across 20 States and the District 
of Columbia. Superior Vision’s services include management of wellness (routine) vision and 
medical eye care services. Its operations infrastructure is designed to meet the needs of these 
complex populations, including culturally and medically diverse beneficiaries. Superior 
Vision’s comprehensive quality management program is National Committee for Quality 
Assurance (NCQA)-compliant and includes disease management services. 


CVS Health 
We optimize our pharmacy program to combine the policies, processes, and expertise of 
Aetna’s pharmacists who specialize in Medicaid with the systems and transaction processing 
capabilities of CVS Health. In doing so, we retain control of those decision-making elements 
critical to ensuring high-quality services that reflect an understanding of the specific needs of 
our beneficiaries. CVS Health has successfully provided similar services to all of Aetna’s 
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affiliated health plans across the country. CVS Health has been providing PBM services to 
Aetna since 2011. 


eviCore Solutions 
eviCore solutions address health care services, including radiology, cardiology, medical 
oncology, radiation therapy, sleep, post-acute care, musculoskeletal and therapy, and 
molecular and laboratory services. eviCore has more than 190 medical directors, covering 28 
specialties, more than 200 physicians on advisory panels, and more than 450 nurses. With 
more than 90 clients, eviCore manages over 90 million beneficiaries in all 50 States.  


Subcontractor Supervision, Communication, and Compliance 
Aetna employs a vendor relations manager who oversees our subcontractors to verify they 
are operating in compliance with Aetna and the DHCFP’s contract guidelines. The vendor 
relations manager works closely with all vendors in the areas of business operations, 
compliance, contracting, and recipient and provider satisfaction. In addition to the ability to 
utilize our Provider Line and Provider website, subcontractors have a direct line of 
communication to the vendor relations manager to quickly address and resolve any issues. 


Subcontractor compliance is monitored prior to execution of an agreement and continuously 
thereafter. Together with the quality management coordinator, the vendor relations 
manager is responsible for coordinating methods to improve patient care, including 
subcontractor quality improvement activities. Our provider relations manager is responsible 
for implementing a subcontractor auditing program to oversee compliance with Aetna and 
State regulations.  


Experience with Subcontractors 
We have a proven history of success with multiple subcontractors and extensive experience 
utilizing subcontractors in each of the States in which we operate. We apply detailed policies, 
procedures, and processes necessary to monitor our provider and subcontractor networks. 


We understand and will comply with requirement 4.2.1.3.a through d. 


 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.2) - Page 3







 
AETNA BETTER HEALTH® OF NEVADA  
4.2 Subcontractor Information 
 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 
A. Selecting and qualifying appropriate subcontractors for the 


project/contract; 
B. Ensuring subcontractor compliance with the overall performance objectives 


for the project;  
C. Ensuring that subcontractor deliverables meet the quality objectives of the 


project/contract; and 
D. Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State. Proposal should include a plan 
by which, at the State’s request, the State will be notified of such 
payments. 


Subcontractor Selection 
Guided by the Triple Aim (better population health, better recipient experience, at lower 
costs), our primary considerations as we select subcontractors are quality, service, cost, and 
compliance—all characteristics essential to ensuring our ability to connect with our recipients 
and providers. Furthermore, we ensure our values—integrity, excellence, caring, and 
inspiration—are reflected in each of our subcontractors.  


We evaluate and select subcontractors with which Aetna has established successful 
relationships in other Medicaid managed care markets or that adhere to Aetna’s health plan 
standards and NCQA standards, as appropriate, and follow all applicable Federal and State 
laws and regulations. Prior to determining a subcontracting relationship, we assess the 
following: 


• Business need for subcontracting 
• Cost, quality, and benefit of utilizing a particular subcontractor  
• Potential impact on the clinical care and services to our beneficiaries 


We conduct readiness reviews to confirm all subcontractors are operationally ready to 
perform their delegated responsibilities, including financial integrity and management 
expertise, as well as to assess the subcontractor’s information technology capabilities. We 
will create a Readiness Review Tool specific to the requirements of each subcontractor based 
on DHCFP and Aetna regulations. 


Subcontractor Compliance 
Existing and new subcontractors are subject to our delegation oversight process which is 
implemented initially upon contracting and ongoing for continued vendor oversight. We 
collaborate closely with our subcontractors to assess compliance with performance 
objectives. Moreover, our subcontractors also play a key role in program integrity. We meet 
regularly with subcontractors to maintain proper oversight and accountability. For example, 
we meet monthly with our pharmacy benefit subcontractor to review specific fraud, waste, 
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and abuse matters and to maintain proper reporting. These proactive meetings enable us to 
coordinate and direct investigations with our subcontractors. 


Additionally, for example, our pharmacy benefits manager (CVS Health) conducts internal 
monthly audits which have resulted in substantial savings in corrected claims for one of our 
affiliate health plans. We present reports on our subcontractors’ oversight activities at our 
Quarterly Delegated Oversight Committee meetings and on subcontractors’ fraud, waste and 
abuse reports at our Quarterly Program Integrity Committee meetings, or more frequently as 
needed.  


We provide subcontractors with initial training and, when necessary, re-train in aspects of 
contract requirements that are included in their scope of work. Our goal is to ensure our 
subcontractors successfully perform their duties. We require our subcontractors to comply 
with all DHCFP requirements. We monitor subcontractors through the Delegation Oversight 
Committee with representatives from our Compliance, Medical Management, Quality, 
Recipient Services, and Provider Relations Departments. Locally, this committee monitors 
operational and clinical performance measures. If a subcontractor does not correct identified 
issues, he/she is placed on a Corrective Action Plan (CAP) that outlines activities the 
subcontractor must perform to address the noted deficiencies. 


At the national level, our Delegation Management Unit performs subcontractor oversight 
activities by conducting annual audits of subcontractor performance in accordance with 
contractual, Aetna, and NCQA standards. 


Subcontractor Deliverables 
Subcontractor deliverables are reviewed through the Delegation Oversight Committee. The 
multi-departmental representation of the Committee enables analysis and assessment of all 
subcontractor deliverables to assess the quality of services being provided and that the 
services meet the objectives of the subcontract. The Committee also identifies areas in need 
of improvement and the need for intervention.  


All subcontracts include requirements for the submission of regular deliverables. As part of 
our delegation oversight process, deliverables are tracked as part of subcontractor 
compliance. 


Proof of Subcontractor Payment 
At the State’s request, we are prepared to provide proof of payment to any of our 
subcontractors. We have comprehensive subcontractor payment policies and procedures so 
that our subcontractors receive payment in a timely manner. At the request of the State, we 
will notify the State at the same time as our subcontractors are notified of payment being 
processed. We notify subcontractors of payment through remittance advices which can be 
provided to the State upon request. 


We do not structure our subcontracts to provide financial or other incentives to providers and 
subcontractors for denying, reducing, or limiting medically necessary services. In the case of 
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an insolvent subcontractor, we accept responsibility to reimburse any providers of the 
insolvent subcontractor.  


4.2.1.4 Provide the same information for any proposed subcontractors as requested in 
Section 4.1, Vendor Information. 


We understand and will comply with requirement 4.2.1.4. Each proposed subcontractor has 
responded to the information requested in Section 4.1, Vendor Information. Please refer to 
Appendix tabs 1 – 4 for each completed subcontractor form.  


4.2.1.5 Business references as specified in Section 4.3, Business References must be 
provided for any proposed subcontractors. 


We understand and will comply with requirement 4.2.1.5. Please see Section 4.3 for our 
business references for the proposed subcontractors. 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided to the vendor. 


We understand and will comply with requirement 4.2.1.6. As part of our subcontracting 
process, we review insurance certification to verify that all insurance requirements are met 
prior to execution of the subcontract. No work is permitted to commence until the 
subcontract is executed. 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors 
not identified within their original proposal and provide the information 
originally requested in the RFP in Section 4.2, Subcontractor Information. The 
vendor must receive agency approval prior to subcontractor commencing 
work. 


We understand and will comply with requirement 4.2.1.7. We understand that if we intend to 
enter into any additional subcontract arrangements not identified in this proposal, we will 
provide all of the information requested in this RFP in Section 4.2, Subcontractor Information. 
We will not execute any additional subcontracts without the prior, written approval of 
DHCFP. 
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4. COMPANY BACKGROUND REFERENCES 
4.1 Vendor Information 
4.1.1 Vendors must provide a company profile in the table format below. 


 
Question Response 


Company name: ACCESS TO HEALTHCARE NETWORK, INC. 
(AHN) 


Ownership (sole proprietor, partnership, etc.): NON-PROFIT 501 C (3) 


State of incorporation: NEVADA 


Date of incorporation: JULY 10, 2006 


# of years in business: 10 


List of top officers: 


KEN RETTERATH, PRESIDENT 


MICHELLE KLING, SECRETARY 


NANCY BROWN, TREASURER 


Location of company headquarters: 4001 S. VIRGINIA ST., STE F, RENO, NV 


Location(s) of the company offices: 4001 S. VIRGINIA ST., STE F, RENO, NV 


Location(s) of the office that will provide the 
services described in this RFP: 4001 S. VIRGINIA ST., STE F, RENO, NV 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


CURRENTLY TWELVE, TO HIRE SEVERAL 
MORE 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


0 


Location(s) from which employees will be 
assigned for this project: 4001 S. VIRGINIA ST., STE F, RENO, NV 
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4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 


Question Response 


Nevada Business License Number: NA, NON-PROFIT 


Legal Entity Name: ACCESS TO HEALTHCARE NETWORK, 
INC. 


National Provider Identified (NPI) NA 


Atypical Provider Identified (API) NA 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


If “No”, provide explanation. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 
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4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 


Yes X No  


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: The STATE OF NEVADA, AGING AND 
DISABILITY SERVICES DIVISION 


State agency contact name: CHEYENNE PASQUALE 


Dates when services were performed: 7/1/13 TO PRESENT 


Type of duties performed: AGING AND DISABILITY RESOURCE 
CENTERS 


Total dollar value of the contract: CURRENT CONTRACTS $446,997 


  


 


Question Response 


Name of State agency: The STATE OF NEVADA, AGING AND 
DISABILITY SERVICES DIVISION 


State agency contact name: WANDA BROWN 


Dates when services were performed: 7/1/2011 TO PRESENT 


Type of duties performed: MEDICARE FOR PATIENTS AND 
PROVIDERS (MIPPA) 


Total dollar value of the contract: CURRENT CONTRACT $40,000 


 


Question Response 


Name of State agency: The STATE OF NEVADA, AGING AND 
DISABILITY SERVICES DIVISION 


State agency contact name: WANDA BROWN 
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Question Response 
Dates when services were performed: 7/1/2011 TO PRESENT 


Type of duties performed: 
STATE INSURANCE ASSISTANCE 
PROGRAM (SHIP) AND SENIOR 
MEDICARE PATROL (SMP) 


Total dollar value of the contract: CURRENT CONTRACT $213,880 


 


Question Response 


Name of State agency: 
The STATE OF NEVADA, 
DEPARTMENT OF HEALTH AND 
HUMAN SERVICES 


State agency contact name: DAN OLSEN 


Dates when services were performed: 4/1/2011 TO PRESENT 


Type of duties performed: HIV/AIDS PART B AND ORAL 
HEALTHCARE 


Total dollar value of the contract: CURRENT CONTRACTS $1,670,957 


 


Question Response 


Name of State agency: The STATE OF NEVADA, DIVISION 
OF PUBLIC & BEHAVIORAL HEALTH 


State agency contact name: RANI REED 


Dates when services were performed: 7/1/2011 TO PRESENT 


Type of duties performed: COLORECTAL CANCER SCREENING 


Total dollar value of the contract: CURRENT CONTRACT $207,502 


 


Question Response 


Name of State agency: The STATE OF NEVADA, DIVISION 
OF PUBLIC & BEHAVIORAL HEALTH 


State agency contact name: RANI REED 


Dates when services were performed: The STATE OF NEVADA, DIVISION 
OF PUBLIC & BEHAVIORAL HEALTH 


Type of duties performed: WOMEN’S HEALTH CONNECTION 
PROGRAM 


Tab VI (4.2) - Page 12 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
Question Response 
Total dollar value of the contract: CURRENT CONTRACT $7,200,000 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


 


Yes  No X 
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If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 
Date of alleged contract failure or 
breach:  


Parties involved:  


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


 


Amount in controversy:  


Resolution or current status of the 
dispute:  


If the matter has resulted in a court 
case: 


Court Case Number 


  


Status of the litigation:  


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional 
exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
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4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages.  


History of Access to Healthcare Network 
Beginning in 2006 and based on its “Shared Responsibility model,” Access to Healthcare 
Network (AHN) is an innovative, comprehensive, statewide non-profit whose missions is to 
increase access to healthcare and community based resources and services to low income and 
underserved Nevada households with the overarching goal of improving the health and 
wellness of our communities. AHN is governed by a 32 member board of directors 
representing all geographic areas of the state, and has five physical locations throughout 
Nevada. In early 2002, a wide-ranging group of Washoe County community leaders 
participated in a series of community forums that resulted in a collaboratively designed, 
unified strategy for improving access to healthcare in Northern Nevada. This evolving 
collaborative planning process led to the successful attainment of nearly $3 million in Healthy 
Communities Access Program (HCAP) funding from the U.S. Health Resources and Services 
Administration (HRSA) between 2004 and 2005. The cessation of HCAP funding in 2006 forced 
the network to re-think its original priorities, which led to the restructuring of the project’s 
goals and objectives and made way for the development of AHN’s first program, the Medical 
Discount Plan (MDP), in 2007.   


The MDP’s overall purpose is to increase the health and wellness of uninsured or 
underinsured working poor Nevada residents through shared responsibility and community 
wide partnerships. To accomplish this AHN focuses on the following objectives:  


1. Provide a dignified and self-responsible mechanism that allow uninsured and 
underinsured Nevada residents to access essential healthcare services through the 
creation and maintenance of a network of providers that offer care at a reduced fee in 
exchange for payment at the time of service 


2. Align with the Medical Home and Patient Centered Care Models by requiring each MDP 
member to establish with a Primary Care Professional (PCP) and engage with our 
integrated system of care coordination and non-clinical case management 


3. Reduce inappropriate and unnecessary acute care (ER and in-patient hospitalization) by 
focusing on increased utilization of best practice clinical and community preventive 
services and increased engagement with prescribed clinical treatment plans  


4. Increase system efficiencies by “wrapping around” low income, working poor persons with 
a range of healthcare services, health interventions and socioeconomic resources within 
one organization  


5. Facilitate this through a community’s “Shared Responsibility” and efficient use of 
healthcare and community resources 


The Medical Discount Plan Provider Network 


The MDP network is currently composed of over 2,000 providers throughout the State of 
Nevada, including; hospitals, primary care, specialty care, urgent care, home health, DME, 
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pharmacy, dental, etc., that have agreed to offer their services to our members at a vastly 
reduced fee in exchange for payment at the time of service. The following is a sample of MDP 
contracted providers: 


• Hospitals: Banner Churchill Community Hospital, Carson Tahoe Regional Medical Center, 
Humboldt General Hospital, Pershing General Hospital, Renown Regional Medical Center, 
Saint Mary’s Regional Medical Center, Tahoe Forest Health System, William Bee Ririe 
Hospital 


• Primary Care: Banner Health Physicians, CareMore Medical Group, Carson Tahoe Medical 
Group, Community Health Alliance, Healthcare Partners of Nevada, Nevada Health 
Centers, Northern Nevada HOPES, Renown Medical Group, Saint Mary’s Medical Group, 
UMC Quick Care Centers, University of Nevada Reno School of Medicine, University of 
Nevada Las Vegas School of Medicine 


• Specialty Care and Diagnostics: Associated Anesthesiologist of Reno, Banner Health 
Physicians, Carson Tahoe Medical Group, Desert Radiology, GI Consultants, 
Gastroenterology Associates, General Vascular Associates, Nevada Cardiology Associates, 
Quest Diagnostics, Reno Diagnostics, Reno Orthopedic Clinic, Renown Medical Group, 
Saint Mary’s Medical Group, Tahoe Forest Health System, University of Nevada Reno 
School of Medicine, University of Nevada Las Vegas School of Medicine, Western Surgical 
Group 


The reduced fees our providers have agreed to allow our members, the uninsured in our 
community access to the essential healthcare services they need at a price they can afford. 
The following is an example of MDP provider fees: 


Service Type AHN Fee 


Primary Care Consultation $40 


Specialty Care Consultation $65 


In-Office Procedures – Provider Fee 50% of Medicare 


Hospital Based Procedures – Provider Fee 75% of Medicare 


Out-Patient Procedures – Hospital Fee 35% of Medicaid 


Out-Patient Surgeries – Hospital Fee  75% of Medicaid 


In-Patient Hospital Services $400 per day with a $3,000 cap per 
admission 
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MDP Care Coordination and Non-Clinical Case Management 


In order to meet its goals of improving the health and wellness of its members AHN 
developed, implemented and refined over the past 10 years a system of integrated care 
coordination and non-clinical case management is provided at some level, depending upon 
need, to every MDP member. AHN care coordinators engage in and are responsible for: 


• Establishing and maintaining relationships with our members based upon the ideals of 
mutual trust and respect 


• Patient navigation of members through the healthcare system 
• Coordination of clinical treatment plans in partnership with network providers 
• Referral, authorization and claims processing 
• Surgery scheduling and coordination 
• Identification of financial need related to clinical treatment plans 
• Financial counseling and coaching related to clinical treatment plans 
• Identification of socioeconomic needs of MDP members 
• Referral and linkage to appropriate community resources 
• Identify gaps in available community resources 
• General health literacy education 
• Education on appropriate utilization of healthcare services 
• Education on urgent/emergent care options and appropriate utilization of  


emergency services 


Program Accomplishments 


Over the course of its nine years of operation the AHN MDP has: 


• Provided access to essential healthcare services for over 35,000 uninsured and 
underinsured Nevada residents 


• Reduced preventable ER visits for uninsured and underinsured individuals throughout 
Nevada as evidenced by a consistent ER utilization rate of between 4.2 - 4.6 ER visits per 
1,000 members per month 


• Achieved an appointment no call/no show rate of less than 1% across the entirety of our 
provider network 


 
Other AHN Programs and Services 


In addition to its MDP, AHN also administers other health-related and non-health related 
services to uninsured and underinsured and low to moderate income Nevadans, so it is truly a 
one-stop solution; research has shown that providing a holistic range of services 
simultaneously improves outcomes for the individual while showing increased system and 
organizational efficiencies. These services include:  


• Statewide call center/help line that provides healthcare and community resource 
eligibility/screening and referral services – receives 36,000 calls annually 


• Care management and care coordination services 
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• Non-emergent medical transportation services 
• Chronic disease self-management programs 
• Food and nutrition access and education programs 
• Financial wellness programs 
• Administration of several government programs including: 


− Senior Health Insurance Program – Medicare counseling and enrollment services 
− Women’s Health Connection 
− Colon Cancer Screening Program 
− Ryan White Program 
− Aging and Disability Resource Centers 


 
Care Coordination and Care Management Services 


Starting in 2013, we decided to use the care coordination and case management expertise we 
gained through the MDP and other healthcare programs to start a care management division. 
This new division was creating with the intention of creating new and innovative services 
designed to achieve the healthcare triple aim of improving health outcomes, increasing 
patient satisfaction and reducing overall healthcare costs.  


Transition Care Management (TCM) Program 


We currently operate a TCM program in partnership with Saint Mary’s Regional Medical 
Center (SMRMC) designed to reduce 30-day hospital re-admission rates for high risk Medicare 
and Medicaid patients with a focus on three diagnoses: congestive heart failure (CHF), chronic 
obstructive pulmonary disease (COPD) and Acute Myocardial Infarction (AMI). Since January 
of 2015 we have served 798 socioeconomically and clinically high risk SMRMC patients with 
an overall program engagement rate of 72%.  


Over the course of the program we have achieved a reduction in the overall 30 day hospital 
re-admission rate as follows: 


• CHF Patients - we achieved a re-admission rate reduction of 15.94% 
• COPD Patients – we achieved a re-admission rate reduction of 25.46% 
• AMI Patients– we achieved a re-admission rate reduction of 26.87% 


OB Care Management Program 


We currently operate an OB care management program in partnership with Saint Mary’s 
Regional Medical Center designed to serve Medicaid and self-pay OB patients with the  
goal of improving their pre-natal, post-partum and pediatric treatment plan compliance. 
Since January of 2015 we have served 498 Medicaid and self-pay OB patients with an 
engagement  
rate of 64%.  


Over the course of the program we have achieved the following results in relation to patient 
treatment plan compliance: 
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• Pre-Natal Care – pre-natal treatment plan compliance rate of 99% 
• Post-Partum Care –post-partum treatment plan compliance rate of 94% 
• Pediatric Care –pediatric treatment plan compliance rate of 100% 


Over the course of the program we have achieved the following improvements in pregnancy 
related health outcomes: 


• C-Section Rates –C-section rate reduction of 32% 
• Pre-Term Delivery –pre-term delivery rate reduction of 37% 
• Low Birth Weight – low birth weight rate reduction of 49%  
• NICU Admissions –NICU admission rate reduction of 28% 


Chronic Care Management (CCM) Program 


From 2013 to 2016, we operated a diabetes care management program in partnership with 
Community Health Alliance (CHA), a local FQHC, designed to serve high risk uninsured type II 
diabetics with the goal improving health outcomes as defined by the following health 
indicators: A1C, LDL, total cholesterol, blood pressure and BMI. Over the course of the 
program we served 235 high risk uninsured type II diabetes with an overall engagement rate 
of 73%. The average length of client engagement was 1.2 years. 


Over the course of the program we achieved the following results in relation to patient 
treatment plan compliance and health care utilization: 


• We achieved a 99% compliance rate in relation to the clients diabetic treatment plan 
• There were a total of 5 ER visits over the lifetime of the program 
• There was a total of 1 hospital admission over the life of the program 


Over the course of the program we achieved the following results in relation to health 
indicator improvement: 


• Blood Pressure - achieved a reduction in average blood pressure of 2.5% 
• BMI – achieved a reduction in average BMI of 2.6% 
• Total Cholesterol – achieved a reduction in average total cholesterol of 9% 
• LDL – achieved a reduction in average LDL cholesterol of 15.5% 
• A1c – achieved a reduction in average A1c levels of 8.9% 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 
300e-9? 


 NO 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description 


Access to Healthcare Network (AHN) began providing services in Washoe County in 2006.  
AHN incorporated in the state of Nevada in July 2006 and received their non-profit status with 
the IRS in July of 2006.  AHN’s first program, Medical Discount Program began in 2007 in 
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Washoe County, with expansion statewide in 2011.  In 2009 AHN added the administration of 
Government Programs in Northern Nevada and Statewide (see attached).  


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and 
its client base. Include the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 


Access to Healthcare Network (AHN) is a private non-profit organization whose mission is 
access to healthcare for uninsured, underinsured, and insured Nevadans through shared 
responsibility and community-wide partnerships.  


AHN has provided Healthcare access to low-income Nevadans (the majority are 200 percent 
of the FPL and below) who are uninsured, underinsured, and insured either on Medicaid, 
Medicare or on an ACA individual product, for over nine years. AHN began in Washoe County 
in 2007, expanded to rural Northern Nevada in 2009, and expanded to Clark County in 2011.  
AHN has served over 200,000 low-income Nevadans since 2007.  


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   


Access to Healthcare Network (AHN) was formed in 2007 in response to the uninsured crisis in 
Washoe County.  AHN incorporated as a non-profit with the Nevada Secretary of State in July 
2007.  AHN became a 501 C (3), earning IRS status in July 2007.  AHN became a licensed 
Medical Discount Plan in 2007, and has kept that license in good standing with the Nevada 
Division of Insurance since that time. As a 501 C (3), AHN is governed by 23 member Board of 
Directors (see attached list).  AHN follows a Board of Directors approved set of Bylaws (see 
attached)  


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please 
list the state of residence.  Does your resident state apply a preference, which 
is not afforded to bidders or vendors who are residents in the state of 
Nevada? This information may be utilized in determining whether an inverse 
preference  applies pursuant to Nevada Revised Statutes. 


 Resident of Nevada 


 NO 


4.1.11.4 The location of disaster recovery back-up site. 


 Carbonite Cloud Backup  
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4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for 
a contract resulting from this RFP. 


 Sherri Rice, Chief Executive Officer 


 4001 S. Virginia St. Ste F 


 Reno, NV 89502 


 (775) 284-9079 


4.1.11.6 The size of organization in assets, revenue and people. 


Access to Healthcare Network, Inc.:  


 Total Assets June 30, 2016 $1,862,250 


 Total Revenue Year ended June 30, 2016 $7,852,484 


 Number of employees, eighty-two (82) 


4.1.11.7 The organizational chart of your senior management by function including key 
personnel. 


 Please refer to our Organizational Chart 


4.1.11.8 The areas of specialization. 


 Care Coordination of Medicare, Medicaid and private insurance clients 


 Care Management of Medicare, and Medicaid clients 


 Hispanic population 


 Senior population 


 Medicare policies 


 HIV/AIDS clients 


 Breast and cervical cancer screening 


 Financial coaching for low-income individuals 


 Non-emergent medical transportation  


 ACA individual insurance products 


 Provider recruitment 


 Dental access 


 Helpline for medical access 


 Colon cancer screening 


 Aging and Disability services 
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 Low-income seniors 


 Provide network maintenance 


 Internal 211 services 


 Access to health care for the uninsured 


 Individual development accounts 


 Relationship building  


 System design and implementation 


4.1.11.9 The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are 
available. 


Please see our Statements of Activities for the year ended June 30, 2016 


 Government and Agency Grants $4,482,064 
 Medical and dental discount membership program $1,677,698 
 Health Insurance Enrollment Fees $828,290 


 Care Management Services $300,123 


4.1.11.10 The corporate philosophy and mission statement. 


Access to Healthcare’s mission and purpose is to increase access to healthcare services for 
uninsured, underinsured, and insured low-income Nevadans through shared responsibility 
and community-wide partnerships. AHN acts as an intermediary organization to support, 
strengthen, integrate and expand the health care delivery system with oftentimes disparate 
players (both public and private) that are already providing care and services to low-income 
residents of Nevada. Through it’s shared responsibility model, AHN accomplishes this by 
combining its range of medical and non medical related services to wrap around an individual 
and family in a coordinated manner. AHN philosophy is simple: all low-income individuals and 
families in Nevada should receive adequate access to quality healthcare services, and these 
services should be accomplished with dignity, compassion, and understanding.  


4.1.11.11 A description of any plans for future growth and development of your 
organization. 


Access to Healthcare’s future project includes the expansion of its Care Management and 
Transportation Programs by partnering with community hospitals and insurance carriers as 
well as expanding our Health Insurance Services Program. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by 
your organization.  Describe the implementation approach and methodology 
you employed for the market expansion and/or additional business line 
identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 
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Throughout our history, AHN has successfully planned, implemented, and sustained a number 
of projects similar in scope and complexity.  AHN has a proven track record of results-oriented 
project design, implementation, and sustainability. Our latest project to design, implement 
and sustain non-emergency medical transportation details.   


AHN Non-Emergency Medical Transportation Program: AHN began the implementation of its 
Non-emergent Medical Transportation Program in fall 2015, beginning actual direct 
transportation services in January 2016.  The AHN Non-Emergency Medical Transportation 
program consists of two parts: 1. A regionally coordinated, centralized dispatch center for 
northern Nevada; and 2. Direct service non-emergency medical transportation services that 
focus on residents within the Reno/Sparks city limits (who could also utilize RTC and bus 
services), as well as those residents that live outside the Reno/Sparks city limit (outside of the 
ADA Paratransit Loop/unincorporated Washoe County.  For example, Spanish Springs, 
Lemmon Valley, Sun Valley, and North Valleys).  


Direct service non-emergency medical transportation services 


In addition to the SNTC Help Line, AHN proposes to continue to provide direct service non-
emergent medical related transportation services for low-income seniors and individuals with 
disabilities and other low-income underserved populations. Hours of operation of AHN direct 
transportation services would be Monday through Friday 9-6pm. Examples of non-emergent 
medical related transportation destinations would include hospital to home, post-discharge 
outpatient hospital services, doctor’s appointments, pharmacy to pick up medications and/or 
related items, to pick and/or repair medical durable goods, or other ancillary services. The 
SNTC Help Line will be the referral source for AHN’s direct transportation services. 


Drivers for the AHN direct transportation services are trained in best practices for  
transportation and/or para-transit transportation services for the target population and/or 
other applicable populations, first aid and CPR, customer service, and community resources 
that may be available to participants because of age, disability status, and/or household 
income. Drivers offer door-to-door customer service with a special emphasis on individuals 
with disabilities. Additionally, AHN continually explores smart phone technology and its 
possible applications for increased dispatch/scheduling efficiency, customer satisfaction 
surveys, non-transportation related information and referral services for participants, and 
real-time data collection and analysis. 


AHN drivers are also outreach specialists. All van passengers receive info on the following 
programs: 


• Medicare counseling 
• Ryan White eligibility 
• Breast and cervical cancer screening 
• Colon cancer screening 
• ACA individual health insurance 
• Medical Discount Program 
• Dental/Vision Program 
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• Disability and aging services 
• Prenatal 
• Cancer program 


Regionally coordinated, centralized dispatch center for northern Nevada 


The Transportation Help Line and dispatch center capacity will be enhanced by this proposal 
and will continue to serve as the centralized coordination hub for all existing non-emergent 
transportation services in Washoe County not operated by the RTC. The Transportation Help 
Line has a dedicated phone line specific to transportation services in the Reno/Sparks Metro 
Area for low-income seniors and individuals with disabilities and other low-income 
underserved populations who reside in the Reno/Sparks Metro Area. The Transportation Help 
Line operates with staff 8am-6pm Monday through Friday, with voice messages left from 
participants during off-hours, all off-hour voice mail messages will be returned to participants 
by the following business day.  


In addition to being a centralized coordinator of transportation services, the Transportation 
Help Line also provides screening and referral for non-transportation social and human 
services in the Reno/Sparks Metro Area, this could include, for example, AHN medical services 
and administered government programs, Medicare or Medicaid when applicable, housing 
services, energy and rental assistance, food assistance, Aging and Disability Resource 
Center(s) and related independent living services, prescription drug assistance, etc. In short, 
AHN sees this proposal as perfect compliments to its range of services that work to holistically 
meet the needs of participants by “wrapping around” them with a range of services all at one 
time. Research and AHN’s own experience has shown that this holistic approach is more 
resource efficient for organizations while at the same time exponentially benefiting the 
participants because wraparound services leverage and multiply the positive impacts  
of each intervention.  


4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


Access to Healthcare Network (AHN) began providing services in Washoe County since 2006.  
AHN incorporated in the state of Nevada in July 2006 and received their non-profit status with 
the IRS in July of 2006.  AHN’s first program, Medical Discount Program began in 2007 in 
Washoe Country, with expansion statewide in 2011.  In 2009 AHN added the administration 
of government programs in Northern Nevada and Statewide. 


4.1.12 Experience 


4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 


A. Managing a network of Medicaid Providers; 


 N/A 
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B. Managed care programs for Medicaid recipients; 


 N/A 


C. Managing and improving health outcomes for program recipients; 


As mentioned previously in section 4.1.9, managing and improving health outcomes in some 
shape way or form is a component of every program we operate. We gained extensive 
experience in managing and improving health outcomes for uninsured and underinsured 
populations through the creation, implementation and administration of our Medical 
Discount Plan. This was an essential component of that program given that continued 
participation of our network providers, specifically our hospital partners, was dependent 
upon decreasing inappropriate acute care utilization and increasing member engagement 
and compliance with appropriate primary care, specialty care and other out-patient services. 


To accomplish these goals we developed over time an integrated system of care coordination 
and non-clinical care management services through: 


• Discussions with our network providers 
• Discussions with our community partners 
• Research of best practice care coordination models 
• Research of best practice non-clinical case management models 
• Our own organic discovery process of what worked through experimentation, outcome 


monitoring and continued adjustment of process and systems 


The outcome of our work in developing a system of non-clinical care management and care 
coordination designed to serve a low income and under resourced population is a philosophy 
based upon the following themes: 


Client Centered Engagement 


We design our programs to be truly client centered. It’s not just a catch phrase for us. It’s 
embedded in everything we do. We understand that for someone to make long term positive 
change they must be invested and committed to the process and the only way for that to 
happen is if they are making their own decisions and finding their own motivations. We 
simply help guide them down the path. 


Case Management of the Socioeconomic Determinants of Health 


The fundamentals of our care management programs are built around the understanding 
that to help someone become and stay healthy and achieve the healthcare triple aim you 
must address the socioeconomic determinants of health. A best practice clinical treatment 
plan cannot accomplish its goal if the patient cannot afford their medications, has a lack of 
stable housing, goes without access to healthy foods, lacks the transportation needed to see 
their physicians, or has an unmanaged mental illness, etc. That is why every one of our clients 
is provided with high touch case management services with one of our highly trained social 
workers/community health workers who will identify any existing socioeconomic needs and 
work with community organizations to address those needs. We have even built our own 
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internal database of community resources to help us more easily and quickly identify 
available resources that could provide our clients access to the services they need when  
they need them. 


Care Coordination of the Clinical Treatment Plan 


In addition to socioeconomic case management we also provide care coordination services 
designed to help ensure the client gets access to the right care at the right time. We do this by 
helping to achieve a greater connection and collaboration between treating physicians, 
identifying any logistical and/or systemic barriers that may prevent someone from following 
through on their clinical treatment plan, being a support system and advocate for the client 
every step of the way. 


Client Education 


We understand that even if the client has adequate resources and motivation it will be 
difficult for them to be successful, especially in the long term, without the education they 
need to manage their disease and navigate the healthcare system. Every one of our care 
managers are trained in the Stanford Chronic Disease Self-Management program and use the 
tools/teaching methods therein to educate our clients on topics such as: self-care protocols, 
exacerbation warning signs, emergent/urgent care options, proper nutrition, general health 
and healthcare literacy, etc. 


With this newly crafted foundation and philosophy in hand we then set to develop a detailed 
set of systems and process that we believed would be essential to the success of any care 
management program. Examples of these process and systems are listed below: 


• Establishing and maintaining relationships with our members based upon the ideals of 
mutual trust and respect 


• Patient navigation of clients throughout their journey of the healthcare and health  
insurance systems 


• Work with program providers and partners to develop a clinical and socioeconomic 
risk/needs profile for each client that will inform the development of a comprehensive 
care  
management plan 


• Coordination of a patient centered clinical treatment plan in partnership with program 
providers, clients, client caregivers and family members 


• Work with program providers to ensure treatment plans are patient centered 
• Identify the presence of any barriers that may prevent the client from successfully 


engaging with a prescribed treatment plan 
• Design and implement creative solutions in conjunction with program providers and 


partners to overcome any identified barriers 
• Continually work with program providers and partners to gauge the client’s level of 


engagement and success in relation to their prescribed clinical treatment plan 


Tab VI (4.2) - Page 26 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
− Utilize the “teach back” method to determine the clients level of understanding in 


regards to treatment plans, self-care protocols, medication usage and management, 
DME usage, exacerbation warning signs and symptoms 


− When necessary provide non-clinical education and support for disease processes, 
general self-care protocols, medication usage and management, DME usage, 
exacerbation warning signs and symptoms 


− When necessary link clients with program providers to ensure they obtain necessary 
clinical education related to disease processes, self-care protocols specific to their 
diagnosis, medication usage, DME usage, exacerbation warning signs and symptoms 
specific to their diagnosis 


− Work with program providers and partners to ensure medication reconciliation is done 
as needed/necessary 


− Attend provider visits as necessary to provide support to both the client and  
program providers 


− Ensure medical history, treatment plan and clinical documentation flow appropriately 
between providers and care givers 


− Utilize the “teach back” method to determine the clients level of understanding in 
regards to treatment plans, self-care protocols, medication usage and management, 
DME usage, exacerbation warning signs and symptoms 


− When necessary provide non-clinical education and support for disease processes, 
general self-care protocols, medication usage and management, DME usage, 
exacerbation warning signs and symptoms 


− When necessary link clients with program providers to ensure they obtain necessary 
clinical education related to disease processes, self-care protocols specific to their 
diagnosis, medication usage, DME usage, exacerbation warning signs and symptoms 
specific to their diagnosis 


− Identify the presence of any socioeconomic needs that may prevent a client from 
receiving the greatest possible benefit from a best practice clinical treatment plan 


− Determine all available community resources that can serve to address previously 
identified socioeconomic needs 


− Establish and maintain positive working relationships with existing community 
organizations to ensure accurate and up to date information about service availability, 
processes and systems 


− Provide high touch non-clinical case management to ensure linkage to and 
engagement with identified community resources 


− Identify gaps in available community resources and work to fill those gaps through 
community wide partnerships 


− Work with program providers and partners to identify the presence pf any behavioral 
health needs and develop an appropriate treatment plan 


− Coordination of the behavioral treatment plan in partnership with program providers, 
clients, client caregivers and family members 
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− Provide general health literacy education on topics such as: healthcare terminology, 


the healthcare system, the health insurance system, types of healthcare providers and 
services, etc. 


− Provide education on appropriate use of preventive healthcare services 
− Provide education on urgent/emergent care options and appropriate utilization of 


emergency services 
− Provide non-clinical education on chronic disease self-management through the use of 


programs such as the Stanford Chronic Disease Self-Management Program 
− Identify potential lifestyle changes that would benefit the client in becoming and  


staying well 
− Identify the client’s readiness to engage with the behavior change process, including 


any  potential motivations and/or psychological barriers to positive change 
− Support the client through the behavior change process by assisting them in; taking 


responsibility for their own health and healthcare, setting appropriate and achievable 
goals, creating pragmatic plans to achieve those goals, learning how to fail 
successfully and maintaining the motivation to keep trying 


− Provide high-touch non clinical case management to ensure linkage to and 
engagement with community resources and services that can assist the client through 
the behavior change process 


A Partnership with Community Health Alliance – Diabetes Care Management 


In 2013, with our newly crafted set of principles, systems and processes, we endeavored to 
put our care management programs to the test through a partnership with a local FQHC, 
Community Health Alliance (CHA). CHA tasked us with providing care management and care 
coordination services to their population of uninsured and unmanaged type II diabetic 
patients with the explicit goal of improving their diabetes related health outcomes.  


The health indicators that would be used to judge health improvement were: A1C, LDL, total 
cholesterol, blood pressure and BMI. In order for the program to be deemed a success CHA 
specified that we would have to show an improvement on average in at least two health 
indicator across all program participants. 


Over the course of the program from 2013 to 2016 we served 235 clinically and 
socioeconomically high risk clients with an overall program engagement rate of 73%. This 
means we were able to successfully engage with 73% of the patients that CHA referred to 
participate in the diabetes management program. 


Program Participant Demographics 


The population of clients we served through this program was composed of very low  
income and socioeconomically needy individuals. Below are some demographics related to 
this population: 


• 100% of the population were uninsured 


• 98% of the population lived below 150% of the federal poverty level 
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• 69% of the population lived below 138% of the federal poverty level 


• 87% of the population did not speak fluent English 


• 76% of the population were non-legal residents 


Program Outcomes 


Healthcare Utilization 


• Program participants had a 99% compliance rate in regards to their diabetic primary 
care and specialty care treatment plan as defined by their providers 


• There were five total ER visits over the course of the program for an average ER 
utilization rate of 0.59 visits per 1,000 members per month  


• There was one in-patient admission over the course of the program 


Health Indicators 


• 82% of program participants showed an improvement in at least two health indicator 
areas 


• 62% of program participants showed an improvement in at least three health indicator 
areas 


Co-Hort Comparison 


In partnership with CHA we were able to complete a “study” comparing the outcomes of AHN 
program participants vs a co-hort of CHA patients that were referred to the program but did 
not participate. The results of this comparison are below: 


 
 
 


 


 


 


 


 


This program ended in early 2016 due to a lack of continued funding. 


Partnerships with Saint Mary’s Regional Medical Center 


Based upon on our success with the CHA diabetes care management program we were 
approached by Saint Mary’s Regional Medical Center (SMRMC) in late 2014 about developing 
two care management programs designed to reduce hospital re-admissions and improve the 
health outcomes of OB patients established with their Women Health Center. 


  


AHN Program Participants 


 


CHA Co-Hort Group  
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Transition Care Management (TCM) Program 


In January of 2015, in partnership with SMRMC, we began operation of a TCM program 
designed to reduce the 30-day readmission rates of high risk Medicaid, Medicare and self-pay 
patients with a focus on three diagnoses: congestive heart failure (CHF), chronic obstructive 
pulmonary disease (COPD), and myocardial infarction (AMI). 


Since the start of the program in early 2015 we have served 798 clinically and 
socioeconomically high risk SMRMC patients with an overall program engagement rate of 
72%. This means we were able to successfully engage with 72% of the patients referred by 
SMRMC for program participation. 


Program Participant Demographics 


The following is some demographic information related to the population of program 
participants: 


• 97% of program participants lived below 200% of the federal poverty level 
• 71% of program participants lived below 138% of the federal poverty level 
• 43% of program participants were on Medicaid 
• 48% of program participants were on Medicare 
• 9% of program participants were uninsured 
• 5% of program participants were homeless or in an unstable housing situation 
• 4% of program participants had a diagnosed severe mental illness 
• 9% of program participants suffered from a verified substance use disorder 


Benchmark Re-Admission Rate 


The SMRMC database and analytics system administered by Truven Health Analytics is able to 
provide what it determines to be a “benchmark” re-admission rate for a specific population. 
This benchmark re-admission rate is what Truven believes the expected re-admission rate 
should be for the population in question. 


• CHF Patients – program participants had a re-admission rate 5.46% less than the 
benchmark re-admission rate determined by Truven 


• COPD Patients – program participants had a re-admission rate 12.34% less than the 
benchmark rate determined by Truven 


• AMI Patients– program participants had a re-admission rate 5.07% less than the 
benchmark rate determined by Truven 


OB Care Management Program 


In January of 2015, in partnership with SMRMC, we began operation of an OB care 
management program designed to improve pregnancy related treatment compliance for 
Medicaid and self-pay clients. Saint Mary’s believed that by increasing treatment plan 
compliance we would also see improved health outcomes for both the mother and baby. 


Since the start of the program in early 2015 we have served 450 socioeconomically  
high risk SMRMC OB patients with an overall program engagement rate of 64%. This means 
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we were able to successfully engage with 64% of the patients referred by SMRMC for 
program participation. 


Program Participant Demographics 


The following is some demographic information related to the population of program 
participants: 


• 100% of program participants lived below 165% of the federal poverty level 
• 46% of program participants lived below 138% of the federal poverty level 
• 74% of program participants were on Medicaid 
• 26% of program participants were uninsured 
• 6% of program participants were homeless or in an unstable housing situation 
• 2% of program participants had a diagnosed severe mental illness 
• 1% of program participants suffered from a verified substance use disorder 


Program Outcomes 
Treatment Plan Compliance 


Pre-Natal Care – we achieved a treatment plan compliance rate of 99% - meaning that 99% of 
prescribed pre-natal appointments were attended within the appropriate timeframe 


Post-Partum Care – we achieved a treatment plan compliance rate of 94%  - meaning  
that 94% of prescribed post-partum appointments were attended within the  
appropriate timeframe 


Pediatric Care – we achieved a treatment plan compliance rate of 100% - meaning that every 
child born as part of the program established with a primary care provider within 2 weeks of 
discharge from the hospital 


Health and Utilization Outcomes 


In partnership with SMRMC we were able to complete a “study” comparing the outcomes of 
AHN program participants vs. a co-hort of SMRMC patients that were referred to the program 
but did not participate. The results of this comparison are listed below: 


C-Section Rates 


• SMRMC Non-program participants – 33.1% 
• AHN Program participants –24.2% 


Pre-Term Delivery Rates 


• SMRMC Non-program participants – 7.4% 
• AHN Program participants –   4.7% 


Low Birth Weight 


• SMRMC Non-program participants – 9.1% 
• AHN Program participants – 4.7% 


NICU Rates (NICU Admissions) 
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• SMRMC Non-program participants – 10.7% 
• AHN Program participants – 7.8% 


Staffing 


We staff all our care management programs with LCSW’s, LSW’s and community health 
workers who, when possible, are of the same peer group as the population of clients we 
serve. We believe that having our staff be of the same culture and background of the clients 
we serve helps us to create and maintain relationships working relationships based upon the 
ideals of mutual respect and trust. We also work to employee individuals who have a strong 
passion for what they do and the people they serve. We whole heartedly believe that it is very 
difficult to be successful in engaging clients in the behavior change process if you do not have 
a sincere and honest desire to be of assistance no matter how challenging the client may be. 


Training 


All of our staff go through a rigorous one month training process where they learn our 
method of care coordination and case management before they are allowed to engage with 
clients. Even after they have obtained a caseload of clients we have instituted a six month 
extended training process where they are provided with further in-depth training and 
coaching to ensure they have a strong grasp of the systems and processes we believe have 
made our care management programs such as success. 


In addition our staff are all trained in the following: 


• The Stanford Chronic Disease Self-Management Program 


− Senior leadership is trained to teach every new staff member the principals contained 
in the chronic disease self-management program 


− Some select staff are trained to become leaders of an class  
− Classes are held in both English and Spanish 


• Motivational Interviewing 


− Senior leadership is trained to provide education to every new staff member on 
successful ways to engage in motivational interviewing 


• Teach Back Method 


− Senior leadership is trained to provide education on the “teach back” method of 
engaging a client to determine knowledge level and retention 


• Bridges Out Poverty 


− Senior leadership is trained to teach the Bridges Out Poverty class to every new staff 
member 


− The purpose of the Bridges Out of Poverty is to provide staff with cultural competency 
training related to individuals who live in poverty 
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Non-Emergent Medical Transportation 


Participants of our care management programs are eligible to receive transportation 
assistance through our non-emergent medical transportation division. 


Food and Nutrition Services 


In partnership with several local organizations, including the Great Basin Food Co-Op and the 
Food Bank of Northern Nevada, we have developed a food and nutrition program available to 
participants of our care management programs that is designed to address issues related to 
food access, nutrition education and cooking education. 


Community Resource Database 


To assist us in efficiently and effectively linking our clients to essential socioeconomic 
resources we created and maintain our own internal community resource database which is 
currently composed of over 1,200 different community resources and organizations 
throughout the State of Nevada. 


D. Administering Medicaid utilization and case management programs; 


N/A – We do not have experience in administering Medicaid utilization or clinical case 
management programs. As referenced in section 4.1.12.1 – C, we operate non-clinical care 
management and care coordination programs that are designed to integrate with existing 
clinical case management programs. 


E. Medicaid claims processing and adjudication; 


AHN has been operating a community-based Pediatric Oncology Medical Practice since  
2014.  For the practice, AHN prepared all Medicaid claims and is involved in the adjudication 
of claims. 


F. Project management; and 


Over the course of our 9 year history we have extensive experience in efficiently and 
effectively managing a project from the inception phase all the way through to 
implementation, standardization and maintenance. Our extensive skills and experience at 
creating and implementing a product of the highest quality in a short amount of time is one 
of the reasons we believe we have been so successful. 


The Medical Discount Plan was designed, tested and implemented within one year of initial 
conception. We believe this is an incredible feat of project management given that we 
created an extensive network of providers who were willing to consistently provide services at 
less than a Medicaid rate in the span of 12 months. In addition the MDP was a tremendous 
success right from the start and continues to be so to this day. 


In 2012 we applied to become one of the cooperative insurance carriers that were proposed 
under the Affordable Care Act. Our proposal, which took us three months to complete, took us 
all the way to Washington D.C for the 2nd round of evaluations with Deloitte. We believe we 
were able to get as far as we did in our bid to create a not for profit insurance company from 
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scratch due to our tremendous ability to systematically and strategically put a project 
management in place that will meet our timeline and quality targets.  


The two care management programs we developed in partnership with Saint Mary’s Regional 
Medical Center were taken from concept to complete implementation in the span of two 
months. By the end of that time we had all necessary program protocols built and ready to be 
used from the initial risk stratification process down to how the program would be evaluated. 
Again, we believe we were able to accomplish this and achieve the programmatic results we 
have seen because of our tremendous ability to collaborate, communicate, plan and 
implement systems and processes. 


G. Qualifications of key personnel. 


Please refer to our Job Descriptions 


4.1.12.2 Describe your experience with performance incentives based on targeted 
health outcome standards. In addition, identify specific performance measures 
that would provide the most meaningful measure of health care service 
delivery performance. 


We do not have any experience related to a reimbursement model which includes 
performance incentives based on targeted health outcome standards. 


All of our current care management programs are funded on a PM/PM or flat funding basis 
based upon our continuing ability to meet certain program targets related to either health 
outcome metrics as is the case with the Chronic Care Management Program, healthcare 
utilization metrics, as is the case with the Transition Care Management Program, or both, as 
is the case with the OB Care Management program. If the programs at any time failed to 
achieve the specific standards set down by our program partners our partnership would be 
dissolved and our services terminated for cause. 


We are very open to the idea of performance incentives based upon targeted health 
outcomes and believe the best way to measure performance would be to look at both health 
outcome and healthcare utilization metrics such as: 


• Utilization of best practice preventive services such as primary care, specialty care, 
diagnostic testing and screenings, etc. 


• Utilization of prescribed medications 
• Utilization of health and wellness programs and classes 
• ER utilization rates 
• Hospital admission rates 
• Hospital re-admission rates 
• Incidence rates of complications related to specific diagnoses such as diabetes, pregnancy, 


heart disease, lung disease, etc. 
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4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


We incorporate a comprehensive quality management plan into everyone one of our care 
management programs to ensure that the data we used to evaluate our efforts is sound and 
assess if our care management protocols are as effective as they can be in achieving the 
desired program outcomes. 


Though we are continually looking for process improvement opportunities we have a 
standardized system whereby senior leadership meets once a quarter to evaluate program 
progress and the effectiveness of our care management protocols in achieving the desired 
program outcomes. We are able to do this because our process and system documents, which 
include all methodologies required to manage the life cycle of a participant in one of our care 
management programs, are created in such a way to make to our protocols verifiable and 
repeatable. This process is informed by data obtained from our own internal database 
system, the database system of program providers/partners, discussions with program 
providers/partners and the ideas of our own front line staff. We purposefully include our care 
coordinators in this process believing they are the ones who truly understand the dynamics of 
how our clients interact with our programs and can provide us insight ways to make 
improvements. 


4.1.12.4 Describe the experience your organization has had working with state 
government and/or experience in specifically related services. 


Ryan White Program (RW) provides eligibility determination for Ryan White Part B. Those 
eligible are provided access to life-saving medications and essential supportive care services 
for low-income, underinsured, and uninsured people living with HIV/AIDS. ADAP-AIDS Drugs 
Assistance Program helps uninsured or under-insured. SPAP-State Pharmaceutical Assistance 
Program assists Medicare Part D clients with their medication copays and premiums. We also 
refer the client to apply for Low Income Subsidy. NVCOB- Nevada copay benefits assist with 
formulary approved medication copays for insured clients.  HIP-Health Insurance Program is 
to pay for health Insurance premiums and copays. We assist with paying premium payments 
for employer-sponsored Insurance, private insurance, and the affordable care act.  If enrolled 
in ACA they must have an AHN Broker for premium assistance. RWPB – Ryan White Wrap 
around Services is for people who are not receiving medication assistance through ADAP HICP 
OR SPAP. The purpose is to be able to access other Ryan White services. We enroll clients in 
the Patient Care Fund Program if they meet the requirements. PCF assists all uninsured Ryan 
White Part B eligible participants with their specialist co-pays or full cost of related 
medical/dental services. Service must be related to HIV/AIDS as identified by their Primary 
Care Professional (PCP). We also enroll clients that are uninsured in AHN’s MDP and we care 
coordinate all of their services. We provide transportation to and from any Medical or Ryan 
White Part B Providers in Northern Nevada and Rural Areas. We provide transportation for all 
members eligible on AHN’s Vans. We also provide the client with bus passes, gas voucher, or a 
taxi voucher depending on the source of transportation needed. 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.2) - Page 35







AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information 


 
Senior Medicare Patrol program (SMP) empowers and assists Medicare beneficiaries, their 
families, and caregivers to prevent, detect and report healthcare fraud, errors, and abuse 
through outreach counseling, and education. Staff and volunteers provide information on 
how to protect Medicare beneficiary personal information, detect errors as well as potential 
fraud and abuse, and how to report errors and suspicious activity.  Potential fraud and abuse 
complaints are reported to the appropriate authorities for investigation.  Referrals to other 
community resources are made as needed. 


State Health Insurance Assistance Program (SHIP) provides Medicare information, counseling, 
and assistance to Medicare Beneficiaries in northern Nevada, a volunteer based 
program.  SHIP Volunteers offer FREE one-on-one assistance and counseling with  
respect to many problems seniors encounter regarding Medicare, supplemental 
health insurance, and long-term care options. The Nevada Medicare SHIP Program provides 
assistance in the following areas: Information on eligibility and benefits for Medicare 
programs including enrollment in Part D, prescription drug benefit plan, general Medicare 
coverage, and limitations.  


Aging and Disability Resource Center program (ADRC) provides information assistance and 
access to a wide variety of programs and services to Nevada seniors, individuals with 
disabilities and caregivers. The aim is to provide a one-stop access to a seamless system of 
support that is consumer driven so individuals are empowered to make informed decisions 
about the services and benefits they need or want.  


Medicare Improvements for Patient & Providers Act Program (MIPPA) goal is to help low-
income Medicare beneficiaries apply for programs that make Medicare 
affordable.  Specifically, assists with two programs that help pay for their Medicare costs: 


The Medicare Part D Extra Help/Low-Income Subsidy (LIS/Extra Help), which helps pay for the 
Part D premium and reduces the cost of prescriptions at the pharmacy, and 


The Medicare Savings Programs (MSPs), which help pay for Medicare Part B. 


The Women’s Health Connection Program (WHC) offers access to primary and specialty 
healthcare providers for breast and cervical cancer screenings for women ages 21-64 years 
old in Nevada. WHC staff care coordinates each woman to ensure that she receives timely and 
appropriate screening, diagnostic testing and overcome barriers that may prevent them from 
receiving follow-up and regular screening services. If a woman is diagnosed with either breast 
or cervical cancer their care coordinator enrolls her in the breast and cervical Medicaid, WHC 
is the only agency who can provide this service. 


 Colorectal Cancer Screening Program (CRCCP) offers access to primary and specialty 
healthcare providers for FIT tests and Colonoscopies for men and women 50-64 years old in 
Nevada. The CRCCP care coordinator ensures that CRCCP clients receive timely, appropriate 
screening, diagnostic testing and overcome barriers that may prevent them from receiving 
follow-up and regular screening services. If a member is diagnosed with colon cancer the care 
coordinator assists with finding resources to help with treatment and follow- up care. 
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4.1.12.5 Provide the names, résumés, and any additional pertinent information 
regarding key personnel responsible for the performance of any contract 
resulting from this RFP. In addition, specify the specific responsibilities of each 
of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please refer to our Job Descriptions 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


A. Information Systems 


 Klint Atchley, Information Technology Manager 


 Trevor Rice, Chief Operating Officer  


B. Utilization/Case Management 


 Trevor Rice, Chief Operating Officer  


 Denise Everett, Care Management Senior Director 


C. Claims Payment 


 N/A 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


 N/A 


E. Health Education 


 Trevor Rice, Chief Operating Officer  


 Denise Everett, Care Management Senior Director 


 Nancy Herrera, Care Manager 


 Julio Mendoza, Care Manager 


 Jennifer Fiege, Care Manager 


F. Data Coding 


 N/A 


G. Contract Negotiation Specialists/Network Recruiters 


 Sherri Rice, Chief Executive Officer  


 Trevor Rice, Chief Operating Officer  


 Liz Ortiz, Senior Director of Provider and Member Services 
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H. Encounter Data 


 Trevor Rice, Chief Operating Officer  


I. Other staff as needed for project 


 


4.1.12.7 Provide copies of any current licenses or certifications, including your license 
to operate as an HMO in Nevada. 


Please refer to our licenses/certifications 


4.1.12.9 List any associations or organizations to which the organization belongs. 


 Better Business Bureau (BBB) 


 Chamber of Commerce  


 Truckee Meadow Human Services 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages 
spoken. 


AHN has been serving the low to the low to moderate- income Hispanic population for almost 
a decade.  60 percent of our staff is bilingual in Spanish and English, and culturally competent.  
Our bilingual staff includes medical discount plan care coordinators, helpline staff, women’s 
health connection staff, colon cancer screening staff, aging disability resources center staff, 
reception staff, Ryan White program staff, health insurance program staff, care management 
staff, and fiscal department staff.  


4.1.12.9 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 
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4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE 
Nevada statewide health information exchange (HIE)?  Please indicate your 
answer using the following table:  N/A 


 


Provider Category % Participation 


Financial 


Participation Only 


Financial 


Participation and 


Provide Data into 


the HIE 


Physician   


Acute Care Hospital   


Other Inpatient Facility (e.g. Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


  


Laboratory   


Radiology   


All Other    


 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in 
your network to participate in the HealtHIE Nevada statewide health 
information exchange? Please describe. 


 N/A 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use 
the tool to improve the health of your managed care populations and to 
control plan costs. 


 N/A 
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AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information 


 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number 


Access to Healthcare Network Inc.’s (4.1.14.1-2) are provided in Part III – Confidential 
Financial Information. 


4.1.14.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


Per Amendment 2, Question 258, “The State does not require financials from subcontractors; 
however, it is the awarded vendor’s responsibility to ensure subcontractor meets all 
requirements outlined in the RFP.”  


B. Balance Statement 


Per Amendment 2, Question 258, “The State does not require financials from subcontractors; 
however, it is the awarded vendor’s responsibility to ensure subcontractor meets all 
requirements outlined in the RFP.”  
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  AETNA BETTER HEALTH® OF NEVADA 


Attachment B – Technical Proposal Certification of Compliance 
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  AETNA BETTER HEALTH® OF NEVADA 


4.1.10 – Certification of Registration (Medical Discount Plan)
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  AETNA BETTER HEALTH® OF NEVADA 


4.1.11.2 – Board of Directors 
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  AETNA BETTER HEALTH® OF NEVADA 


4.1.11.2 – Access to Healthcare Network Bylaws 
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  AETNA BETTER HEALTH® OF NEVADA 


4.1.11.9 – Statements of Activities for the year ended June 30, 2016
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  AETNA BETTER HEALTH® OF NEVADA 


4.1.12.1.G and  4.1.12.5 – Job Descriptions
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Job Description  
Title: Chief Executive Officer 
Reports to: Board of Directors 
Status: Exempt 
 
SUMMARY: Acts as Chief Executive Officer and Chief Financial Officer  Responsible for managing the affairs of the organization under the general  oversight of the Board of Directors by performing the following duties.  
  
ESSENTIAL DUTIES AND RESPONSIBILITIES: Include the following Other duties may be assigned  
   Leadership 


• Provide direction for the organization, sets goals, anticipates future needs of the organization 
• Knowledgeable in current and possible future policies, practices, trends, technology and information affecting the organization 
• Successfully works with others (staff and Board) to set and achieve goals, values and encourages others’ input and expertise 
• Success in getting Board and staff to work together effectively 
• Ability to maneuver through complex political situations, anticipate “land mines” and plan approach accordingly. 
• Accountable, can admit to making mistakes and learns from them 
• Adaptable (open to and able to effectively cope with change, handles multiple and changing priorities quickly and comfortably.) 
• Seeks feedback and accepts input 
• Adheres to an appropriate and effective set of core values and beliefs, acts as a role model in all professional interactions    


  Financial Acumen 
• Ability to balance budget 
• Ability to project expenditures and revenue estimates for current and future budgets 
• Knowledge related to fundraising, including grants and foundations 
• Compliance with government and/or granting requirements      
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   Program Management    
• Adherence to strategic plan with monitoring and evaluation of progress 
• Development of internal monitoring systems, quality improvement and quality assurance 
• Acts in the best interest of the client, gets first hand client information and uses it for improvement in service provision 
• Makes decisions in a timely manner 
• Strong problem solving skills 
• Abide by all HIPAA requirements   


   COMMUNITY AND PUBLIC RELATIONS 
• Relationships established with clients in all constituencies 
• Strong relationship with Board of Directors, including responsiveness to     Board requests, effective Board communication, and Board development 
• Strong relationship with the private sector as well as Local, State, and Federal agencies  


    Human Resources 
• Developing clear, thoughtful, and functional organizational policies 
• Development of staff job descriptions, employee competencies and provision of timely evaluations 
• Encouragement of personal and professional staff development 
• Determines adequate and appropriate supervision of staff   


   Communication 
• Expresses information correctly, clearly and effectively in writing and speaking 
• Actively listens 
• Provides Board and staff information they need to know in a timely manner 
• Uses multiple forms of communication effectively, i.e. email, phone, meetings and memo 
• Is effective in a variety of settings, such as formal presentations, one-on-one, small and large groups 
 
Supervisory Responsibilities Directly supervises 5-8 employees. Carries out supervisory responsibilities in accordance with the organization’s policies and applicable laws.  Responsibilities 
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include interviewing, hiring, and training employees; planning, assigning, and directing work; appraising performance; rewarding and disciplining employees; addressing complaints and resolving problems   
Qualifications To perform this job successfully, an individual must be able to perform each duty satisfactorily.  The requirements listed below are representative of the knowledge, skill, and/or ability required.  Reasonable accommodations may be made to enable individuals with disabilities to perform the essential functions  
Education and/or Experience Master’s degree in business, healthcare management, public health or similar field with three (3) to five (5) years leadership experience in non-profit and/or medical business environment; or equivalent combination of education and experience.  Experience in fund development, public relations and human resources a plus  
Language Skills Ability to read, analyze and interpret organization’s policies and procedures, applicable federal and state laws that relate to human resources.  Ability to write reports, business correspondence and procedure manuals.  Ability to effectively present information and respond to questions from groups, managers, clients, customers and the general public  
Mathematical Skills Ability to add, subtract, multiply, and divide in all units of measure, using whole numbers, common fractions, and decimals. Ability to compute rate, ratio, and percent to draw and interpret bar graphs  
Reasoning Ability  Ability to apply common sense understanding to carry out instructions furnished in written, oral, or diagram form.  Ability to deal with problems involving several concrete variables in standardized situations   


QUALIFICATIONS 
• Bachelor’s degree preferred.  Or a combination of college level education and in-depth experience working with personnel 
• Minimum three years supervisory experience  
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• Minimum two years computer experience including Microsoft operating systems, word processing 
• Demonstrated written and verbal communication skills 
• Excellent interpersonal skills and facilitation skills 
• Experience making group presentations and conducting training 
• Excellent organizational skills 
• Be able to stand between 3 – 6 hours per day 
• Be able to sit at a computer for up to 4 - 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 10 pounds with a fair consistency 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada 


 
 


WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 


 
       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                                    __ ______ ___________________________________ (Print Name)                      


10.21.2014  S.R. 
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                                                                       JOB DESCRIPTION  
TITLE:  Chief Operating Officer 
REPORTS TO:  Chief Executive Officer  
SUPERVISES:  Provider & Member Services Sr. Director, Health Management Director, Enrollment and Eligibility Director, Front Office Manager 
BASED AT:  Access to Healthcare Network Reno Office 
Status:  Exempt   
Key Responsibilities and Accountabilities:   The COO implements the systems AHN uses to produce and deliver all its programs and services.  The COO is responsible for ensuring that AHN policies, processes, procedures and quality measures are implemented consistently in each AHN region and all programs 
 
Job Purpose:  Reporting to the chief executive officer and as a peer to the chief financial officer, the chief operating officer leads internal operations that support AHN’s growth and ability for AHN to fulfill its mission. The COO accomplishes these goals by developing short- and long-term strategies, ensuring that systems perform at an optimal level and producing top-quality programs and services while decreasing costs and increasing revenues  
 
Responsibilities: 


• Serve as an internal leader of the organization 
• Lead and manage directors, who have the following responsibilities: Member Services, Provider Recruitment, Quality Assurance, Sales, Specialty Care Coordination, ACA Enrollment and Eligibility, HIP Care Coordination, Enrollment and Eligibility and Operations 
• Conduct regular meetings and sessions to ensure that tasks and projects are completed as per the priorities of the set tasks 
• Provide for all staff a strong day-to-day leadership presence; bridge local, regional and statewide operations and support an open-door policy among all staff 
• Daily troubleshoot and solve micro and macro issues; continually develop or refine internal processes based on daily issues that arise 
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• Lead the performance management process that measures and evaluates progress against goals for the organization 
• Serve as a liaison between fiscal operations and program/member operations 
• Serve as a liaison between human resource functions and program/member operations 
• Implement and lead a continuous quality improvement process throughout the program and service areas, focusing on systems/process improvement. Promote regular and ongoing opportunities for all staff to give feedback on program operations 
• Cultivate the core values and culture within AHN 
• Instill a human capital development and “coaching” culture within AHN 
• Lead internal communications efforts through active communications to all staff including meetings, announcements, and reports 
• Work with the board of directors: present to the board at meetings and committees as needed 
• Abide by all HIPAA requirements 
• Gain a clear and basic knowledge of Access to Healthcare Network  Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
• Must attend staff meetings and be willing to meet with CEO and CFO on a consistent and regular basis 
• Ability to adapt to changing work environment and duties 
• Other duties as assigned 


 
Key Qualifications . 
Results: proven track record of exceeding goals and a bottom-line orientation; evidence of the ability to consistently make good decisions through a combination of analysis, wisdom, experience, and judgment; problem solving, project management, and creative resourcefulness  
Strategic Vision and Agility: ability to think strategically, anticipate future consequences and trends, and incorporate them into the organizational plan  
Capacity Building: ability to effectively build organization and staff capacity, developing a topnotch workforce and the processes that ensure the organization runs smoothly  
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Leadership and Organization: exceptional capacity for managing and leading people; a team builder who has experience in scaling up organizations; ability to connect staff both on an individual level and in large groups; capacity to enforce accountability, develop and empower topnotch leaders from the bottom up, lead from the top down, cultivate entrepreneurship, and learn the strengths and weaknesses of the team so as to put people in a position to succeed  
Action Oriented: enjoys working hard and looks for challenges; able to act and react as necessary, even if limited information is available; not afraid to take charge of a situation; can overcome resistance to leadership and take unpopular stands when necessary  
General Management: thorough understanding of finance, systems, and HR; broad experience with the full range of business functions and systems, including strategic development and planning, budgeting, business analysis, finance, information systems, human resources, and marketing  


QUALIFICATIONS 
 
• Bachelor’s degree in social work, public health administration, sociology, psychology or related health field preferred 
• Five years minimum management experience of multiple staff and complex systems 
• Strong verbal and communication skills 
• Minimum two years computer experience including Microsoft operating systems, word processing, spreadsheets, data base input and report generation 
• Excellent customer service skills 
• Be able to stand between 3 – 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 20 pounds with a fair consistency 
• Be able to sit at a computer for up to 6 hours at a time 
• Excellent communication and customer service skills 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada 


     WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 
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       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                   ______________________________________________ (Print)       


10.23.2014  S.R. 
  


 
  
  
  
  


Tab VI (4.2) - Page 78 NV Managed Care Organization RFP No.: 3260







 


                               


JOB DESCRIPTION  
TITLE:  Chief Financial Officer 
REPORTS TO:  CEO 
SUPERVISES:  Bookkeeper I, Bookkeeper II 
BASED AT:  Access to Healthcare Network office  
Status:  Exempt  
KEY RESPONSIBILITIES AND ACCOUNTABILITIES:  
JOB PURPOSE:  The CFO is responsible to ensure that AHN financial policies and procedures are accurately and efficiently followed, that time-sensitive data to include grants management, fiscal reporting, budget monitoring, financial record-keeping, vendor research and payroll issues is accurate and timely. The fiscal Manager also acts as primary human resource contact for the organization.    


• Develop and manage record keeping and procedures to account for receipts and disbursements, maintains financial records, provides monthly financial reports 
• Assist the CEO in developing and monitoring the monthly and annual budget 
• Coordinate payments for payroll with payroll service 
• Maintain the financial record-keeping systems and activities, including processing accounts payable and receivable, vendor/invoice research, posting of monthly financial reports, timesheets, payroll reports, grant financial billing and reporting and daily bank deposits. 
• Responsible for all grants management including reporting and fiscal audit. 
• Responsible for accurate and timely filing of IRS 990 form 
• Liaison to AHN annual audit firm 
• Supervision of Book keeper, Administrative Assistant and Reception and IT consultant. 
• Oversee the development and maintenance of an inventory and record-keeping system for equipment 
• Maintain effective filing systems (hard-copy and/or computerized systems) to ensure access to relevant records and information 
• Responsible for on-going record keeping and tracking of employee benefits, employment history and other employee-related material including 1099 preparation for independent contractors. 
• Serve as primary human resource contact.  Prepare and coordinate all information for new hires 
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• Oversee all maintenance and upkeep of faxing, photocopying and computer systems  
• Manages outside computer and printing consultants 
• Perform other duties and responsibilities as requested with a sense of humor and team spirit 
• Act as liaison between AHN and out-sourced entities 
• Lead staff for the successful implementation and daily function of all equipment and the out-source of repair for equipment 
• Responsible for management of patient care fund to include appropriate record-keeping  


OTHER REQUIREMENTS: 
• Keep in communication with all AHN departments 
• Abide by all HIPAA requirements  
• Gain clear and working knowledge of all AHN processes 
• As needed to drive to and from various locations 
• Gain a clear and basic knowledge of Access to Healthcare Network  Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
• Must attend staff meetings and be willing to meet with manager on a consistent and regular basis 
• Ability to adapt to changing work environment and duties 
• Other duties as assigned 


  
QUALIFICATIONS: 


• Minimum 5 years experience in grants management, fiscal record keeping and reporting in a nonprofit setting 
• Minimum 5 years of Supervisory experience including, ability to carry out supervisory responsibilities in accordance with AHN personnel policies and applicable laws 
• Strong administrative and organizational skills, with an emphasis on time management and the ability to plan, organize and implement various activities within a time-pressured environment   
• College degree in Business administration, accounting, statistics and/or combination of education and experience, licensed CPA or MBA preferred 
• Ability to work both independently and as part of a Team 
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• Excellent organizational skills (oral and written) and the ability to excel at details, multi-tasking and working under pressure 
• Must have excellent computer skills extensive experience and skilled in the use of software programs such as MS Word, Excel and PowerPoint and Budgets.   
• Excellent organizational skills 
• Be able to stand between 3 – 6 hours per day 
• Be able to sit at a computer for up to 4 - 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 20 pounds with a fair consistency 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada  


WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 


 
       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                                    __ ______ ___________________________________ (Print Name)    


10.24.2014 S.R.    
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JOB DESCRIPTION 
 
TITLE:  Quality Assurance Salesforce Analyst/Grant Writer 
REPORTS TO:  Chief Operating Officer 
SUPERVISES:  Not Applicable 
BASED AT:  Access to Healthcare Network, Reno Office 
STATUS:  Exempt  
JOB PURPOSE:  The Quality Assurance Salesforce Analyst/Grant Writer is highly organized, has excellent writing, research, editing and computer skills and is responsible for formulating and maintaining quality control measures of all AHN programs and providing Salesforce support to all AHN staff.  The Quality Assurance Salesforce Analyst/Grant Writer has experience in securing new funding opportunities, compiling data and has comprehensive knowledge of research and the ability to distinguish and identify funding opportunities. The Quality Assurance Salesforce Analyst/Grant Writer works in partnership with all program and department supervisors to develop program evaluation benchmarks and leverage data collected in Salesforce to deliver reports against those benchmarks. The Quality Assurance Salesforce Analyst/Grant Writer organizes and delivers employee training programs to ensure the ongoing accuracy of data collection.  The Quality Assurance Salesforce Analyst/Grant Writer has analytical, design, problem solving, technical, interpersonal, oral and written skills and possesses visionary fund raising and leadership skills.  


KEY RESPONSIBILITIES AND ACCOUNTABILITIES: 
• Keep up-to-date on how to incorporate new Salesforce features that would improve functionality for AHN 
• Responsible for grant writing for all AHN programs 
• Manage Salesforce licensing process for new hires,  all training - oversees role and permission structures 
• Develop and update a Salesforce Data Quality Handbook for employees that defines best practices  
• Support staff with general user trouble shooting and user customization 
• Ensure database integrity by monitoring employee data entry  
• Clean and build Salesforce components that enable data collection consistent with grant guidelines and requirements, as well as internal program evaluation metrics 
• Work with outside consultant to specify Salesforce programming needs for features that are beyond the scope of  a Salesforce Administrator 
• Detail all special programs deemed necessary  
• Build reports for program directors and department supervisors including the Chief Executive Officer, Chief Operating Officer, Chief Financial Officer, Grants 
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Administrator, Provider Recruiter,  Employer Recruiter, Eligibility and Enrollment Supervisor/Helpline, Member Services Manager, Program Directors for ADAP, SHIP, and Washoe County Program 
• Conduct needs assessments with departments at key points in project timelines 
• Work collaboratively with department/program heads to determine accountability benchmarks for programs, desired insights, and report formats 
• Develop standards for report outputs and formats 
• Assist in interpretative analysis of report data over time 
• Meet report deadlines 
• Develop a queue system to prioritize staff reporting requests 
• Generates revenues for AHN’s programs and services through timely submission of well researched, well written and well documented grant/fundraising proposals. 
• Leverage report insights to improve the “packaging” and presentation of AHN to outside entities such as new providers, funders, community and government agencies 
• Preparation of proposals, grant applications, detailed and accurate correspondence  


OTHER REQUIREMENTS: 
• Gain a clear and working knowledge of  the full scope AHN services and internal protocols, including: 
• AHN administrative duties and Chief Executive Officer accountability to the Board of Directors and funding agencies 
• The expected outcome measurements of various grants AHN currently manages as well as those of foundation leads  
• Patient Care Fund processing 
• Provider recruitment process and ongoing provider management 
• The Helpline caller screening algorithm, AHN member eligibility requirements and enrollment procedures 
• SHIP, Nevada Check-Up, Medicare and Medicaid enrollment criteria and process as well as terminology and practices 
• ADAP and NHAP terminology and practices 
• Care Coordination, member management and referrals 
• Maintain good working relationships with department(s) and program supervisor(s) 
• Analyze organizational needs, determine the type of data that needs to be collected and how that data is best stored within the Salesforce architecture to enable accurate reporting  
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• Must attend periodic staff and planning meetings and be willing to meet with the Chief Operating Officer on a consistent and regular basis, and 
• Must attend periodic training in various locations. 15% of job is estimated to consist of regional travel requirement with periodic overnight travel required to accommodate initial or on-going training needs  
• Abide by all HIPAA requirements 
• Gain a clear and basic knowledge of Access to Healthcare Network  Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
• Must attend staff meetings and be willing to meet with director on a consistent and regular basis 
• Ability to adapt to changing work environment and duties 
• Other duties as assigned 


  
QUALIFICATIONS 


• Minimum 5 years experience with nonprofit database implementations - experience working with nonprofit organizations that use Salesforce CRM for client and/or donor management is highly desired 
• Minimum 5 years successful grant writing experience in a non profit organization 
• Salesforce Certified Administrator, Consultant or Developer preferred 
• Enthusiasm for training new users of Salesforce- teaching background or other significant presentation experience preferred 
• Excellent project management, analytical skills, and attention to detail 
• Knowledge of federal grant guidelines 
• Ability to maintain confidentiality 
• Ability to produce results under extreme timeline pressure 
• Self-directed and able to work both collaboratively and independently 
• Able to manage multiple projects simultaneously 
• Must possess excellent communication skills both written/visual and oral 
• Experience in a healthcare-related field and/or computer science background is a plus 
• Be able to stand between 3 – 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 10 pounds with a fair consistency 
• Be able to sit at a computer for up to 6 hours at a time 
• Excellent communication and customer service skills 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada 
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         WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 


 
       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                   ______________________________________________ (Print)  
 
 
 
 
 


10.23.2014  S.R. 
•       
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JOB DESCRIPTION  
TITLE: Care Management Division - Senior Director  
REPORTS TO:  COO 
SUPERVISES: Care Management Staff 
BASED AT:  Access to Healthcare Network Head Quarters – Reno, NV 
Status: Exempt  


• JOB PURPOSE:  The Senior Director of Care Management serves as the focal point for the development, implementation and management of innovative healthcare program established contracts/products/and community relationships in relation to the AHN Care Management Division such as: hospital re-admission reduction program, disease management programs, case management programs, health coaching services, care coordination and patient navigation services.  
 
KEY RESPONSIBILITIES AND ACCOUNTABILITIES: 


 
• Serve as internal and external leader and focal point of the Care Management Division; supporting all current and future business and community care management relationships and contracts on behalf of Access to Healthcare Network 
• Lead the development and design of new and innovative healthcare programs/products  
• Lead the project management of new innovative healthcare programs/products 
• Lead the development and design of  integrated  and effectual process and systems specific to the goal and function of the program/product 
• Lead the development of program/product scope and purpose 
• Lead the development of individual program and division staffing design 
• Lead in the development of performance management strategy using benchmarks and analytics to determine program/product success 
• Lead the contract development and design of the AHN Care Management Division programs/products with Renown Regional Medical Center, Hometown Health -  Health Plans  
• Key conduit to provider protocols, obligations and relationships of University of Nevada, Reno and University of Nevada, Las Vegas Student Outreach Clinic, Medical Student Clinic and Access to Healthcare Network provider contracts in relation to the AHN Care Management Division 
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• Lead development support of Access to Healthcare Network/Saint Mary’s Regional Medical Center Family and University of Nevada, Reno Community Medicine Residency Program in relation to the AHN Care Management Division  
• Assist the fiscal department in the creation and implementation of a program/product budget/strategic plan for staffing and resource needs 
• Assist the fiscal department in the creation and implementation of a division budget/strategic plan for staffing and resource needs 
• Assist in the development of new business partnerships as individual product lines are created 
• Develop and maintain working relationships with AHN partner organizations 
• Develop and implement coordinated strategies that ensure proper and effective communication between all program/product partners during start-up, implementation and maintenance 
• Assist in the development and maintenance of program materials (both internal and external) 
• Develop and implement initial and follow-up training strategies for program staff 
• Assist in the hiring and training of program employees  
• Conduct regular meetings and sessions to ensure that tasks and projects are completed as per the priorities of the set tasks 
• Provide for the division a strong day-to-day leadership presence 
• Implement and lead a continuous quality improvement process throughout each individual program and the division as whole focusing on systems/process improvement. Promote regular and ongoing opportunities for all staff to give feedback on program operations 
• Cultivate the core values and culture of AHN within the division 
• Instill a human capital development and “coaching” culture within the division 
• Lead internal communications efforts through active communications to all staff including meetings, announcements, and reports 
• Abide by HIPAA requirements 
• Gain a clear and basic knowledge of Access to Healthcare Network Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
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• Must attend staff meetings and be willing to meet with manager on a consistent and regular basis 
• Ability to adapt to changing work environment and duties 
• Other duties as assigned   


Key Qualifications 
. 


Case Management: extensive experience in the case management of high need/high 
risk populations through complex systems, extensive knowledge of strategies to achieve 
successful behavior change with high need/high risk populations, extensive knowledge 
in socio-economic needs assessment and strategies to provide for identified needs 
 
Results: proven track record of exceeding goals and a bottom-line orientation; evidence of the ability to consistently make good decisions through a combination of analysis, wisdom, experience, and judgment; problem solving, project management, and creative resourcefulness  
Strategic Vision and Agility: ability to think strategically, anticipate future consequences and trends, and incorporate them into the strategic for the division  
Capacity Building: ability to effectively build division and staff capacity, developing a topnotch workforce and the processes that ensures each individual program and the division as a whole runs smoothly and effectively  
Leadership and Organization: exceptional capacity for managing and leading people; a team builder who has experience in creating new programs and developing department/division capacity; ability to connect with staff both on an individual level and in large groups; capacity to enforce accountability, develop and empower topnotch leaders from the bottom up, lead from the top down, cultivate entrepreneurship, and learn the strengths and weaknesses of the team so as to put people in a position to succeed  
Action Oriented: enjoys working hard and looks for challenges; able to act and react as necessary, even if limited information is available; not afraid to take charge of a situation; can overcome resistance to leadership and take unpopular stands when necessary  
QUALIFICATIONS 


 
• MSW or other related field, or combination of education and experience 
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• MPH or other related field, or combination of education and experience 
• LCSW or other related field, or combination of education and experience 
• RN or other related field, or combination of education and experience 
• Minimum 3 -4 years' experience in the case management of high need/high risk populations 
• Minimum 3 -4 years' experience in the management of multiple staff and complex systems 
• Minimum 3 -4 years' years working in health care or other related field. 
• Minimum three year computer experience including Microsoft operating systems, word processing, spreadsheets, data base input and report generation 
• Strong verbal and communication skills 
• Excellent customer service skills 
• Excellent communication skills, both oral and written 
• Excellent organizational skills 
• Be able to stand between 3 – 6 hours per day 
• Be able to sit at a computer for up to 4 - 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 20 pounds with a fair consistency 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada  


WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment  *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: _______________________________________________________                                                                                                                           (Signature) 
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                                                                                                         Date: ___________________________                                                                ________________________________________________________________________                                                                                                                                       (Print)    
SR 10.23.2014 


TR 5.2015         
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TITLE:              Human Resource Manager 
REPORTS TO:    CEO 
SUPERVISES:      No one 
BASED AT:         Access to Healthcare Network Northern Nevada Office 
Status:              Exempt  
KEY RESPONSIBILITIES AND ACCOUNTABILITIES:  Reporting to the CEO and serving as a member of the Leadership Team, the Human Resource Manager’s primary responsibility is ensuring effective personnel management by providing leadership for Access to Healthcare Network.  The Human Resource Manager oversees personnel compliance, reinforcing policies, procedures and interpersonal functions.  The Human Resource Manager provides an employee-oriented; high performance culture that emphasizes empowerment, quality, productivity, and standards; goal attainment, and the recruitment and ongoing development of a superior workforce.  The Human Resource Manager contributes to the development and implementation of Human Resource strategies, policies and practices.   


• Develop and implement employee recruitment and retention procedures 
• Develop and implement all new hire functions; job descriptions, postings, Resume screenings, interview prep and facilitation, job offers, orientations, maintenance of employee personnel files  
• Performance management: Oversee and implement all aspects of the evaluation process; evaluation content, staff surveys, results, self-evaluations, scheduling and processing of merit raises 
• Develop, support and implement employee discipline process and procedures 
• Responsible for HR annual file audit 
• Responsible for updating and maintaining accuracy for all job descriptions 
• Oversee and manage FMLA  
• Manage Intern and volunteer program 
• Update and manage Employee handbook 
• Update staff phone list 
• Facilitate all aspects of AHN Staff Meetings 
• Payroll administrator; Responsible for payroll QM and monthly payroll allocation dispersement 
• With AHN corporate attorney, Present annual HIPAA and Sexual Harassment trainings 
• HIPAA Compliance Officer 
• Safety Officer 
• Perform safety committee meetings in compliance with OSHA regulations 
• Maintain Workers Comp regulations and submit appropriate forms when/as needed 
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• Plan, develop and implement strategy for HR management and development 
• Communicate with other departmental manager to understand all necessary aspects and needs of HR development, and to ensure they are fully informed of HR objectives, purposes and achievements 
• Administer group medical benefits and facilitate annual open enrollment 
• Respond to and oversee all unemployment claims in a timely manner 
• Plan and execute annual staff retreat 
• Plan and execute internal events to ensure positive morale and cohesiveness 
• Plan and execute special events as needed 
• Gain a clear and basic knowledge of Access to Healthcare Network  Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
• Must attend staff meetings and be willing to meet with manager on a consistent and regular basis 
• Ability to adapt to changing work environment and duties 
• Other duties as assigned 


 
QUALIFICATIONS 


• Bachelor’s degree preferred.  Or a combination of college level education and  experience working with in a Human resources department 
• Minimum three years experience in human resources department  
• Minimum three years supervisory experience  
• Minimum two years computer experience including Microsoft operating systems, word processing 
• Demonstrated written and verbal communication skills 
• Excellent interpersonal skills and facilitation skills 
• Experience making group presentations and conducting training 
• Excellent organizational skills 
• Be able to stand between 3 – 6 hours per day 
• Be able to sit at a computer for up to 4 - 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 20 pounds with a fair consistency 
• Must have valid Driver’s license 
• Required to pass a background check through the State of Nevada 


 
 


WORK ENVIRONMENT 
• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 
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       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                                    __ ______ ___________________________________ (Print Name)       
10.21.2014 S.R. 


4.28.2015 M.Q. Safety  
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JOB DESCRIPTION  
TITLE:   IT Manager 
REPORTS TO:  CFO 
SUPERVISES:  No one 
BASED AT:  Access to Healthcare Network office  
Status: Exempt 
 
Job Purpose:  The Infrastructure Manager’s role is to plan, organize, and manage staff and overall operations to ensure the stable operation of the organization’s IT infrastructure. This includes developing, maintaining, supporting, and optimizing key functional areas, particularly network infrastructure, server infrastructure, data communications, and telecommunications systems. The Infrastructure Manager will also schedule and direct activities to resolve hardware and software problems in a timely and accurate fashion.  
Key Responsibilities and Accountabilities:    


• Design and implement short- and long-term strategic plans to ensure infrastructure capacity meets existing and future requirements. 
• Develop, implement, and maintain policies, procedures, and associated training plans for infrastructure administration and project management. 
• Participate in the development of IT strategies in collaboration with the executive team. 
• Conduct research and make recommendations on products, services, protocols, and standards in support of all infrastructure procurement and development efforts. 
• Establish service level agreements with business units.  
• Prepare RFPs, bid proposals, contracts, scope of work reports, and other documentation for infrastructure projects and associated efforts. 
• Negotiate with vendors, outsourcers, and contractors to secure infrastructure-specific products and services. 
• Assist with the planning and deployment of infrastructure security measures. 
• Manage and set priorities for the design, maintenance, development, and evaluation of all infrastructure systems, including LANs, WANs, Internet, intranet, security, wireless implementations, and so on. 
• Conduct feasibility studies for various upgrade projects, improvements, and other conversions. 
• Define hardware and software standards in conjunction with owners and stakeholders. 
• Test network performance and provide network performance statistics and reports; develop strategies for maintaining network infrastructure. 
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• Test server performance and provide network performance statistics and reports; develop strategies for maintaining server infrastructure. 
• Manage operational costs; conduct near- and long-term financial forecasts for expanded functionality/user base. 
• Establish and maintain regular written and in-person communications with the organization’s executives, decision-makers, stakeholders, department heads, and end users regarding pertinent infrastructure activities. 
• Practice IT asset management, including maintenance of component inventory and related documentation. 
• Direct and administrate a contingent of network analysts and technicians, and where necessary, conduct performance reviews and corrective action.   


Other Requirements 
• Abide by all HIPAA requirements  
• Must attend staff meetings and be willing to meet with manager on a consistent and regular basis 
• Gain a clear and basic knowledge of Access to Healthcare Network  Services 
• Gain a basic and clear working knowledge of the Shoretel phone system 
• Gain a basic and clear working knowledge of Salesforce 
• Ability to be both compassionate and professional while serving our population 
• Ability to be both compassionate and professional with staff 
• Ability to adapt to changing work environment and duties 
•  Other duties as assigned 


 
Qualifications 


• Four-year university degree or college diploma in the field of computer science and/or equivalent work experience. 
• Certifications in MSDN. 
• 5 years’ experience managing and delivering infrastructure design and operational excellence. 
• Exceptional knowledge of service and application delivery, as well as successful service level agreement accomplishments. 
• Hands-on experience in troubleshooting hardware. 
• Knowledge of current protocols and standards. 
• Application support experience. 
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• Experience in interpreting the applicability of local and federal laws/regulations to company operations. 
• Ability to make sound and logical judgments. 
• Demonstrated leadership and personnel/project management skills. 
• Good understanding of the organization’s goals and objectives. 
• Strong interpersonal, written, and oral communication skills. 
• Ability to perform general mathematical calculations for the purpose of creating needs assessments, budgets, and so on. 
• Able to conduct research into issues and products as required. 
• Ability to prioritize and execute tasks in a high-pressure environment and make sound decisions in emergency situations. 
• Ability to present ideas in a user-friendly language. 
• Highly self-motivated and directed. 
• Keen attention to detail. 
• Proven analytical and problem-solving abilities. 
• Strong customer service orientation. 
• Experience working in a team-oriented, collaborative environment. 
• On-call availability- 30% Travel via airplane and vehicle. 
• Dexterity of hands and fingers to operate a computer keyboard, mouse, power tools, and to handle other computer components. 
• Occasional inspection of cables in floors and ceilings. 
• Lifting and transporting of moderately heavy objects, such as computers and peripherals. 
• Excellent organizational skills 
• Be able to sit at a computer for 6 – 8 hours per day 
• Be able to stand between 3 – 6 hours per day 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 30 pounds with a fair consistency 
• Be able to bend, squat, reach, twist, push, pull, grasp, kneel and crawl with a fair consistency 
• Excellent communication and customer service skills 
• Must have Driver’s license 
• Required to pass a background check through the State of Nevada 


 
 
WORK ENVIRONMENT 


• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment 
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       *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: ______________________________________________ (Signature)                                                                                                      Date: ___________________________                                   ______________________________________________ (Print)                 
10.23.2014  S.R.     
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JOB DESCRIPTION  
TITLE: ACCESS CARE MANAGER 
REPORTS TO: SENIOR DIRECTOR CARE MANAGEMENT 
SUPERVISES:  N/A 
BASED AT:  Access to Healthcare Network (AHN) Office 
Status: Non-Exempt 
 
Job Purpose:  The Access Care Manager facilitates the coordination of clinical care and socioeconomic services for clients deemed to be at high risk for a hospital re-admission with a focus on two main goals:   1. Assist the client in becoming and staying healthy 2. Prevent unnecessary hospital re-admissions  The Access Care Manager will pro-actively work to achieve these goals by identifying barriers that may prevent the patient/client from becoming and staying well, such as, lack of financial resources, transportation needs, poor health literacy, poor access to necessary care, etc., and finding creative solutions to overcoming those barriers. The Access Care Manager will collaborate with program partners such as, hospital case management, home health agencies, treating physicians and community organizations to ensure the patient/client has access to treatment, resources and support they need to achieve positive health outcomes. The patient care manager must develop a basic working knowledge of the disease processes of their clients in in order to advocate, support and problem solve on their behalf and ensure that they participate in and receive the proper treatment and resources. The patient care manager will be held to high, result-based expectations of achievement in a fast-paced, ever-changing environment.  
KEY RESPONSIBILITIES AND ACCOUNTABILITIES:    


• Create and maintain positive relationships with AHN clients based upon a foundation of mutual trust and respect 
• Create and maintain positive working relationships with AHN program partners based upon a foundation of diligence, timeliness and follow through 
• Complete a risk/needs assessment - work with the client to identify clinical, socioeconomic and mental/emotional barriers to them achieving positive health outcomes  
• Develop care coordination/case management plan - work to identify and implement creative solutions to overcome barriers identified in the risk/needs assessment  
• Successfully care manage clients through their prescribed clinical treatment plan to achieve positive health outcomes 
• Successfully care manage clients through complex socioeconomic situations to achieve positive health outcomes 
• Diligently follow Access to Healthcare guidelines and protocols when it comes to client care management 
• Provide clients with health coaching and behavioral modification services as needed/when appropriate 
• Help educate clients as needed/when appropriate on appropriate self-care techniques and protocols including: diet and nutrition, medication management, stress management, wound care, etc. 
• Screen for and refer to appropriate health-related programs and classes 
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• Assist members in the appropriate use of their health insurance benefits including: office visit co-pays, delivery fees, authorization policies, in and out-of-network services, etc.  
• Act as an advocate for the client as needed/when appropriate with program partners, treating physicians/providers, insurance companies, community organizations to ensure the client is receiving the care/resources they need 
• Participate in team meetings designed to enhance the effectiveness of both individual staff and the program as a whole 
• Gain a clear understanding of CPT codes and ICD-9 codes  
• Process, maintain and gather protected health information from clients and program partners in a manner compliant with all HIPPA regulations. 
• Maintain proper notes and documentation 
• Abide by all AHN policies and guidelines 
• Have fun and keep a sense of humor!!! 
• Other tasks and duties as assigned 


 
OTHER REQUIREMENTS: 


• Ability to be both compassionate and professional while serving our population 
• Ability to successfully engage and communicate with patients/clients to achieve desired behavior modification and associated health outcomes 
• Must successfully complete required training in topics such as: motivational interviewing, chronic disease self-management, effective communication, health coaching, etc. 
• Must be willing and able to see clients in a hospital and/or clinic setting 
• Must gain a working knowledge of all software systems associated with the position: Microsoft applications, provider EMR systems, etc. 
• Be able to stand between three to six hours per day 
• Able to sit and work at a computer for up to eight hours at a time 
• Be able to withstand hand/wrist deviation and repetition 
• Be able to lift, carry up to 20 pounds with a fair consistency 
• Must have valid Nevada driver’s license 
• Required to pass a background check through the State of Nevada  


QUALIFICATIONS 
o Education (required): 


o Master’s degree in Social Work              Prefer the following: 
o Licensed clinical social worker 
o Certified health coach 
o Combination of education and experience 


o Experience (prefer the following): 
o Two years working in healthcare related social work, case management or clinical care coordination 
o Two years working with socioeconomically disadvantage populations 
o Health related education and coaching 


o Excellent interpersonal skills 
o Excellent customer service skills.  


WORK ENVIRONMENT 
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• The noise level in the work environment is usually moderate and the employee usually works in a climate-controlled office environment  *The statements herein are intended to describe the general nature and level of the position, but are not necessarily a complete list of responsibilities, duties and skills required of employee(s) so classified.  As such, responsibilities, duties, and required skills may be changed, expanded, reduced, or deleted to meet the business needs of Access to Healthcare Network.  Furthermore, they do not establish a contract or implied contract for employment.   As an equal opportunity employer, we are committed to identifying and developing the skills and leadership of people from diverse backgrounds.  We encourage all qualified candidates to apply.    Reviewed & accepted by: _______________________________________________(Signature)                                                                                             Date: ___________________________                       ________________________________________________________________________(Print)  
10.23.2015 TR 
8.12.2016  DE 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 
 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Sherri Rice Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Chief Executive Officer 
# of Years in Classification: 20+ # of Years with Firm: 9 


 


 
 


Ms. Rice has over 40 years of proven, result-oriented leader in non-profit management, medical 
business management, new program development, community partnership, project design, program 
analysis, program marketing and corporate training. Ms. Rice currently serves as the CEO of Access to 
Healthcare Network (AHN) whose mission is to increase access to health care for uninsured Nevada 
residents.  She is responsible for creating and implementing the “Shared Responsibility Matrix” which 
engages all sectors of society in the process of increasing access to health care for the uninsured. Ms. 
Rice is a recipient of the Truckee Meadows Tomorrow Silver Star Award, 1997, Soroptimist 
International Women of Achievement Award, 2000, and the Mike O’Callaghan Humanitarian Lifetime 
Achievement Award, 2002.  Under her steward, AHN received the Agency of The Year from the 
Truckee Meadows Human Services Association in 2009. 
. 


 
 


• Chief Executive Officer (CEO), Access to Healthcare Network, 2005 – Present. Directs program to 
increase access to health care for uninsured Nevada residents. Responsible for creating and 
implementing the Shared Responsibility Matrix which engages all sectors of society in the process 
of increasing access to health care for the uninsured. Responsibilities include development of the 
comprehensive provider Network, development and implementation of the long-term sustainability 
strategy, development of collaborations and partnerships with key community stakeholders, 
advocating for program to local and state governments, financial management, administrative 
oversight, and development of marketing materials and strategy. Provides direction to Board of 
Directors on vision, strategic planning, values and priorities. Manages 57 staff and an annual $4.5 
million budget. 


• Director, CSA/Head Start, 2001 – 2005. Directed 14 sites, 600 children in a direct service 
educational institution for low-income children ages 3-5 years old. Managed 85 staff members 
including management staff, teachers, teacher assistants, family service providers, food service 
workers, and maintenance personnel. Responsibilities included assurance of program quality, 
creation and maintenance of community collaborations, staff training, and adherence to federal 
regulations, family program involvement, and Board of Directors liaison and program expansion 
management. Oversaw daily operations and an annual $6 million budget.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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• Executive Director, Racial Justice Institute, 2000 – 2004. Created the Institute in 1998 through the 
YWCA. The Racial Justice Institute mission is the elimination of racism through education, 
information and dialogue. The mission is accomplished through three programs: The Nevada 
Intelligence, a quarterly newspaper on racial issues, Diversity training for non-profits, businesses 
and school districts. 


• Human Services Consultant, Sherri Rice and Associates, 2000 – Present. Specializes in state-
wide project management to include grant writing, project analysis, and project evaluation 
including detailed graphic design report writing. Skilled at staff conflict mediation, organization 
strategic planning, non-profit board development, non-profit fiscal management and employee 
training. Specialist in start-up program development and workshop facilitation tailored to the 
needs of the organization. 


•  Specific Project Development, Children’s Trust Find Statewide Child Abuse Prevention Plan, 
2001 – 2002.  State of Nevada Study on Girls in the Juvenile Justice System. 


• Executive Director, Reno/Sparks YWCA, 1996 – 2000. Led reorganization during transitional 
period/financial crisis. Guided staff and Board of Directors to the creation of a solvent, productive 
organization. Responsible for financial management, administration, program creation and direction, 
customer relations, intergovernmental and community relations. Provided direction in organization 
development, problem-solving, public relations and market analysis of new and existing programs. 
Provided direction to Board of Directors on vision, strategic planning, values and priorities.  
Oversaw daily operations; 50 staff members, 45,000 square foot recreational facility and an annual 
$1.5 million budget. 


• Executive Director, Mammography Center of Reno, 1987 – 1996. Co-founder. Served as 
Executive Director. Established in 1987 as the first Breast Cancer Screening Program in 
Northern Nevada. Implemented innovative women’s health programs offering women high 
quality, low cost mammography services. Created an educational program consisting of 
literature, videos, speaker’s bureau, and health fairs held to increase community awareness and 
access, especially to ethnic and senior populations. Responsible for marketing, outreach, 
community and medical relations, presentations and communication for local and rural business 
and health sectors. Managed 12 staff members and an annual $500,000 budget. 


 
EDUCATION 


Information required should include: institution name, city, state, degree and/or Achievement and date 
completed/received. 


 
 
Associate of Arts, Emergency Medical Services, Fullerton College, Fullerton, CA, 1970. 


 


 
 


• EMT II certification 
• 15 years of 15 CEU’s per year in emergency medicine 
• Graduate of Johnson & Johnson Management Fellowship Program at John E. Anderson 


Graduate School of Management, UCLA, June 2003 
• Continuing education at University of Nevada, Reno and Truckee Meadows Community College 
• TRAINING 


o Conflict in the Workplace 
o Leadership 
o Non-Profit 
management  
o Women in Leadership 
o Business Management  
o Non-Profit finances 


CERTIFICATIONS
Information required should include: type of certification and date completed/received. 
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o Grant writing 
o Program measuring tools and outcome evaluation 
o How to deal with the angry patient 
o How to facilitate family discussions during a terminal illness 
o Family and the cancer diagnosis 
o Leadership Academy, American Express 
o Leadership development, executive management 
o Cultural Bridges Anti-racism workshop, part 1, 2, 3 
o Human Resources certification 
o Dismantling Racism, 2000 


 


 
 


Ken Retterath,  Director, Washoe County Department of Social Services,  (p)  775-328-2778 
(email) krettera@mail.co.washoe.nv.us 


 
Helen Lidholm,  CEO, St. Mary’s Regional Medical Center,  ( p )  775-770-3230 
(email) HLidholm@primecarehealth.com 


 
Katy Simon,  President, Simon and Associates Consulting,  (p )  775-232-7077 
(email) ksimon@simonandassociates.us


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Trevor Rice 
Key Personnel: 


(Yes/No) YES 


Individual’s Title: Chief Operating Officer 
# of Years in Classification: 9 # of Years with Firm: 9 


 


 
 


Humanistic, driven, program visionary: as COO, Trevor Rice is directly responsible for the creation, 
implementation and success of daily operations of all health and healthcare related programs at Access 
to Healthcare Network. This includes duties such as: program design and implementation, quality 
management oversight, long term strategic planning, development of partnerships and collaborations 
with key community stakeholders, administrative oversight and assisting with financial oversight. 


 


 
 


Access to Healthcare Network 2007 - current 
Creation, Operational Oversight, QM and Supervision of 32 staff across the following programs: 


 
Care Management and Care Coordination Programs 
Range of programs designed to achieve the triple aim of healthcare (improved outcomes, increased cost 
effectiveness, enhanced patient satisfaction) with a focus on socioeconomically needy and clinically 
high-risk patients. Our models have proven to be effective in reducing unnecessary/unwanted utilization 
such as: in-patient admissions/re-admissions and inappropriate ER visits, increasing appropriate 
utilization: such as primary and specialty care, while at the same time improving health outcomes. 


 
Medical Discount Program (MDP) 
With membership in the MDP, members get discounted medical services through our network of 2,000+ 
local Nevada providers. The AHN Medical Discount Program follows a Shared Responsibility Model 
where members pay a small, income-based membership fee for access to the discounted provider 
network and AHN Personal Healthcare Coordination services. Participating healthcare providers receive 
a timely, yet reduced, payment. Being part of a Shared Responsibility Model means that everyone gives 
a little, and everyone benefits. 


 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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Health Insurance Program 
Offers Nevadans FREE one-on-one health insurance enrollment services with Licensed Health Insurance 
Brokers. Members enrolled by AHN then receive free Personal Healthcare Coordination for the duration 
of their insurance coverage, which means they have a partner in effectively managing all facets of using 
their health insurance plan and navigating the healthcare system. 


 
Statewide Community Helpline and Resource Database 
A helpline (call center) designed to help low income individuals get screened for and gain access to 
needed health and socioeconomic related resources and programs using a proprietary community 
resource database. 


 


 
 


University of Nevada Reno – Professional Management Program, 2010 
University of Washington- Seattle, WA – B.A., 1999 


 


 
 


Bridges Out of Poverty – Certified Trainer, 2013 
Stanford Chronic Disease Management Program – Certified Trainer, 2009 


 


 
 


Ken Retterath, Director, Washoe County Department of Social Services,  ( p )  775-328-2778 
(email) krettera@mail.co.washoe.  nv.us 


 
Helen Lidholm, CEO, St. Mary’s Regional Medical Center,  ( p )  775-770-3230 
(email) HLidholm@primecarehealth.com 


 
Katy Simon, President, Simon and Associates Consulting,  (p) 775-232-7077 
(email) ksimon@simonandassociat  es.us 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address. 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Michael J. O’Carroll Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Chief Financial Officer
# of Years in Classification: 20+ # of Years with Firm: 2 


 


 
 


Years of experience in not for profit and for profit financial management, public accounting, auditing, 
management advisory, income tax preparation and planning, accounting systems design and 
implementation, financial planning and auditing. 


 


 
 


• Chief Financial Officer, Access to Healthcare Network, 2012 – Present. Direct and control the 
financial functions of AHN, including long/short range planning, budgeting, fiscal and managerial 
reporting, investments and internal control; Oversee daily business operations, including payroll, 
accounts payable, grant and agreement billings and collections, grant accounting, accounting 
information systems design and implementation; Oversight and maintenance of Institute insurance 
policies including workmen’s compensation insurance, general liability, auto, real and personal 
property, directors and officers and errors and omissions; Preparation of monthly and annual financial 
statements and operational reports; Review and approval of all project budgets including 
establishment of proper cost billing rates and project match; Responsible for preparation of supporting 
documentation and interaction between management and the Institute’s external audit firm during 
annual financial statement and A-133 audits and with federal and major grant auditors as required; 
Compilation and oversight over the cost recovery system related to all private and governmental 
grants and compliance documentation; Serve as staff liaison to the Finance Committee of the  
Board of Directors and the Board of Directors as a whole. 


 
• Inyo Mono Advocates for Community Action Inc., 2011 – 2012. Performed essentially 


same functions and responsible for same activities as indicated above with AHN. 
 


• Financial Manager, The Great Basin Institute, 2004 – 2010. Performed essentially same 
functions and responsible for same activities as indicated above with AHN. 


 
• Controller, Geometric Services Association. 


 


• Corporate Director, Boomtown, Inc. Hotels and Casinos. 


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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University of Nevada, Reno. B.S. Degree in Accounting. 
 


 
 


Certified Public Accountant, in current good standing. 
 


 
 


Ken Retterath,  Director, Washoe County Department of Social Services, (p) 775-328-2778 
(email) krettera@mail.co.washoe.nv.us 


 


Helen Lidholm CEO, St. Mary’s Regional Medical Center, (p) 775-770-3230 
(email) HLidholm@primecarehealth.com 


 


Katy Simon,  President, Simon and Associates Consulting, (p )775-232-7077 
(email) ksimon@simonandassociates.us 


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.


CERTIFICATIONS
Information required should include: type of certification and date completed/received. 


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Travis Rice Key Personnel: 
(Yes/No) YES 


Individual’s Title: Database Director and Grant Writing 
# of Years in Classification: 3 # of Years with Firm: 3 


 


 
 


Experienced, highly motivated, creative, flexible, results-oriented leader with the ability, knowledge and 
experience to motivate and activate a variety of individuals and groups to a common goal. I have the ability 
to identify and assess the complex dimensions of an issue or challenge, seek out and synthesize large 
amounts of information, identify proven and effective strategies, and facilitate their implementation 


 


 
 


Access to Healthcare Network, Database Director, Grant Writer, 2013 – Present  
Responsible for overall administration of AHN’s Salesforce client management system, primary and 
secondary research activities. Responsible for all grant writing and fund development activities. Also 
responsible for new program/service need identification, identification of sustainability, design 
implementation, and project management. Assists with overall organization strategic planning. 


 
W. Travis Rice Consulting, Principal, 2009 – Present  
Currently work with three organizations providing research, strategic (service) planning, 
evaluation, program design, grant writing, and database related consulting services. 
• -Access to Healthcare Network (www.accesstohealthcare.org) 


o Provide database design and evaluation, general research, community needs assessments, 
and community asset mapping in relation to the implementation of the AHN model in 
various communities throughout the U.S. The AHN model provides access to healthcare for 
the working poor; those individuals and families who do not receive health access through 
employment and who do not qualify for public health access. 
http://accesstohealthcare.org/home.asp 


• -Native American Youth & Family Center (www.nayapdx.org): Provide ETO database design, reporting 
o building, and maintenance coaching, documentation of internal database related process,  


Business Objects report custom report building, consulting on approaches for evaluation in NAYA 
grant proposals. 


• -Self Enhancement, Inc. (http://www.selfenhancement.org/): Provide ETO database design, 
reporting building, and maintenance coaching, documentation of internal database related 
process, Business Objects report custom report building, consulting on approaches for evaluation 
in SEI grant proposals. Additionally, research and recommendations on evidence-based and 
promising practice strategies and evaluation metrics. 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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University of Nevada, Reno; Reno, NV, 2007 
MSW, Advanced Generalist (Micro/Mezzo/Macro), Phi Alpha Honor Society 
Master’s Thesis: Individual’s Ideal Family Dynamics and Their Socio-Political Opinions, Is There a 
Relationship? A Study of Modern Framing and Communication 
 


 


University of Hawaii, Maui Community College; Maui, HI, 2002 
A.S. in Electronics and Computer Engineering 


 


Willamette University College of Liberal Arts; Salem, OR, 1996  
B.S. in Sociology, minor in Business Economic 
Watford School of Music and Literature; Watford, England, 1995 


 
 


Economics, literature, history, and theatre  
 
 


 
 


2013: Salesforce Administrator Training. 
2012: Bridges out of Poverty training. 
2012: Introduction to Project Management: Knight Associates, Inc. 
2009: Social Solutions ETO performance management software, Certified GOLD Site Administrator 


 


 
 


Lynn Ward, Director of Finance and Operations Native American Youth & Family Center Portland, OR,  
(p) 503-288-8177 
(email), lynnw@nayapdx.org, (website) www.nayapdx.org 


 


Kelly Marschall, Principal, Social Entrepreneurs Inc., Reno, NV,  (p)  775-324-4567 
sboxx@socialent.com 


 


Sheila Leslie, Assemblywoman, Chair of Nevada, Health and Human Services Committee; Coordinator 
Washoe County Drug Court Reno, NV, (p) 775 325-6769 
(email) sleslie@asm.state.nv.us 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Denise L. Everett, MA, MFT, LADC 
Key Personnel: 


(Yes/No) YES 


Individual’s Title: Care Management Senior Director 
# of Years in Classification: 10 # of Years with Firm: 5 mo. 


 


 
 


Executive Director with extensive leadership and experience in nonprofit, humanistic scopes of work. 
Highly skilled in strategic planning, program development, budget development, education, training, 
research and presentation. Strong community advocate, with years invested in higher education and 
community agencies. Experienced in grant research, project management, administration, 
management, donor relations and funding. 


 


 
 
Quest Counseling and Consulting, Inc., Reno, NV, Sept. 2006 – March 2016 


• Executive Director for a nonprofit substance use, mental health and co-occurring disorders 
agency serving adults and adolescents (Outpatient for all ages and genders and Transitional 
Housing for male teens) including medication assisted treatment program 


• Overall administration of agency with 45 employees and $2,000,000 budget; supervise 
clinical and professional staff 


• Budget development and fiscal management 
• Grant research, writing and grants management; monitor and evaluate program performance 
• Liaison with community including funders, donors, referral  sources and regulatory agencies; 


membership on boards, committees and coalitions 
• Co-ordinate services with other stakeholders including courts, university, various governmental 


agencies (especially Washoe County) and community providers Assist Board to develop 
annual strategic plan; establishing goals and objectives; developing policy; writing policies  
and procedures 


 
University of Nevada, Reno, NV, January 2014 – May 2014: Sept. – Dec. 2012 


• Clinical supervision of students and teaching 
• Instructor for the Center for the Application of Substance Abuse Technologies (CASAT),  


CAS 491 Practicum 
• Peer Support Specialist 
• Practicum Supervisor for the Center for the Application of Substance Abuse Technologies 


(CASAT), Peer Recovery Specialist Program 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.2) - Page 117







Revised: 09-25-13 Resume Form Page 2 of 3 


Principle Consulting, LLC, Reno, NV, Dec. 2003 – Sept. 2006 
• CEO/Consultant: Substance abuse intervention, prevention, treatment and recovery 


programming; management issues; juvenile justice. 
• Contracts included: UNR/Center for the Application of Substance Abuse Technologies (CASAT); 


Juvenile Justice Office (through Join Together Northern Nevada); State of NV Bureau of Alcohol 
and Drug Abuse; Quest Counseling and Consulting, Inc.; State of Nevada Youth Parole Bureau / 
Division of Child and Family Services 


• Created and managed projects; researched and wrote reports; conducted focus groups, 
gathered and reported on data; wrote policies and procedures; wrote grants 


 
University of Nevada, Reno, NV, June 2005 – Sept. 2006 


• Project Director for the Frontier Recovery Network (see below) 2004 Fall Semester 
University of Nevada, Reno 


• Instructor for the Mountain West Addiction Technology Transfer Center. 
 


University of Nevada, Reno, NV, Oct. 2001 – Dec. 2003 
• Project Director for the Frontier Recovery Network; a CSAT funded project facilitated by 


the Center for the Application of Substance Abuse Technologies (CASAT) at UNR. The 
FRN developed peer to peer support services (groups, activities, trainings, etc.) for 
individuals in recovery from substance use disorders 


• Developed programs; facilitated  groups; wrote protocol including ethical standards for 
participants; supervised staff and volunteers; managed grant activities; ensured 
programmatic compliance 


• 2002 Winter Semester University of Nevada, Reno, Reno, NV: Instructor for the Mountain West 
Addiction Technology Transfer Center. Taught semester class: “Addiction Treatment II” 


 
Sage Wind Reno, NV, 1994 – 2001 


• Executive Director for a full continuum (Assessment/Evaluation, Early Intervention, Outpatient, 
Intensive Outpatient, Residential, Transitional Housing, and Family and Mental Health 
Services) substance use disorder treatment facility for adolescents. 


• The agency annual budget, number of staff and the number of clients served tripled during my tenure. 
• Overall administration of agency; staff supervision 
• Budget development and fiscal management 
• Grant writing and grants management 
• Liaison with community including funders, donors, referral sources and regulatory agencies; 


membership on boards, committees and coalitions 
• Co-ordinated services with other stakeholders including courts (provider for first juvenile  


drug court in Washoe County), university, various governmental agencies and other 
community providers 


• Assisted Board in developing annual strategic plan; establishing goals and objectives; 
developed policy; wrote policies and procedures 


 


 
 


1992 Master of Arts: Counseling and Educational Psychology Department  
University of Nevada, Reno, NV  
1989 Bachelor of Arts: Social Psychology/Social Health Resources 
University of Nevada, Reno, NV


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
2000 Licensed Drug and Alcohol Counselor # 618 1996 Licensed Marriage and Family Therapist # 713 


1996 Certificate: Non-profit Management, University of Nevada, Reno, NV  


1995 Bureau of Alcohol and Drug Abuse Certified Program Administrator #506 


1991 Bureau of Alcohol and Drug Abuse Certified Alcohol and Drug Abuse Counselor # 1281 


2009 PUBLICATION: Encyclopedia of Substance Abuse, Prevention, Treatment, & Recovery: 
Editors, Gary L. Fisher and Nancy A. Roget, Sage Publications, Inc. Thousand Oaks, CA.  
pgs. 761 – 763, “Recovery” 


 


 
 


Sheila Leslie, Washoe County Behavioral Health Program Coordinator,  ( p )  775 328-2771 
 


Kevin Quint, Chief. Substance Abuse Prevention and Treatment Agency: Div. of Public and Behavioral 
Health, (p) 775 684-4077 


 
Nancy Roget, Executive Director, Center for the Application of Substance Abuse Technologies 
(CASAT),  ( p )  775 784-6265 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: YES 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Mia Quinn Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Human Resources Manager 
# of Years in Classification: 4 # of Years with Firm: 4 


 


 
 


Educated and 30 years’ experience in Personnel Management, HR Practices and Legal Aspects  
and Liability, Employment Placement, Administration and Business Design, Standards and  
Review, Organizational Planning; Speech and Business Communication; Trend Research and 
Organizational Statistics. 


 
Extensive experience in Successful Personnel Management, Policy and Procedure; Employee 
Recruitment and Retention, Employee Relations, De-escalation, Corrective Support, Coaching and 
Action, Benefit Facilitation and Management, Compensation and Payroll Facilitation specializing in Grant 
Allocations, Training, Job Descriptions, Executive Management Communication Staff Liaison. 


 


 
Access to Healthcare Network   Human Resources Manager, 2013 – current 


• Human Resources; Training, Operations and Development 
• Administration of Compensation, Benefits, Unemployment and Workers Comp 
• Recruitment, Hiring, Employee Process, Placement and Practices, Onboarding and Retention 
• Employee Review and Support 
• Creation and Implementation of Internship program; Volunteer program and Manual 
• HIPPA Compliance Officer, Policies, Procedures, Training 
• Creation and Implementation of Safety Program and manual, Safety Officer 
• Creation and Implementation of Organizational Onboard Process 
• Employee policy and procedure implementation and regulation 
• iSolved Administrator 
• Staff Retreat Co-Chairman, Staff Events 
• Director of Programs and Criteria: CCNN and University of Nevada Interns and AARP Volunteers 


 
Sierra Nevada College Bookstore Manager, 2011 – 2013 
Personnel Management:  Retail Manager of 3 locations, Website Development, Food and Beverage 
Manager, Textbook Buyer, Special Event Coordinator, On and off site Marketing, Nebraska Book buyer, 
Store Remodel and Presentation, Buyer 


 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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Sole proprietor, Name Droppers, 1997 – 2011 
Human Resources/Personnel Management:  Successful in Management, Training, Communication, 
Standards, Review, QM, Retention 
Financial Management/PR/Product Development/Buyer: Payroll, Fiscal Auditing, Local, State and Federal 
Tax Reporting and Preparation, Inventory Practices and Control, General Accounting, Records and 
Financial Planning 


 


 
 


BS Textile/Apparel Marketing; Minor in Business Administration, University of Nevada, 1993 
 


 
 


Human Resources Management Certification; University of Nevada 
2015 Bridges Out of Poverty Certification 
NNHRA Member 2014, 2015, 2016 
SHRM Member 2013, 2014, 2015, 2016 
SHRM Conference 2015 
iSolved Administrator 2015, 2016 
HIPPA Compliance Training 2013, 2014, 2015, 2016 
CCNN Internship Site Affiliate/Administrator 2013, 2014, 2015, 2016 
AARP Volunteer Site Affiliate 2013, 2014, 2015, 2016 
Clever Magazine Cover and Feature Business Article 
Awarded Best of Reno Customer Service 2000 


 


 
 


Chris King, Vice President Prime Healthcare, (p) 775.770.6250, (cell) 775.544.7343 
(f) 775.770.7368, (email) cking5@primehealthcare.com 


 
Leroy Hardy, Retired Vice President of Institutional Advancement, Sierra Nevada College, (p) 213.359.9800 
(email) leroyboyhardy@aol.com  


 
Michele Sullivank, CFO, Treasurer, Truckee Meadows Water Authority,  (p )  775.834.8284 
(f) 775.834.8153, (email) msullivan@tmwa.com 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Klint Atchley Key Personnel: 
(Yes/No) Yes 


Individual’s Title: IT Manager 
# of Years in Classification: 2.5 # of Years with Firm: 2.5 


 


 
 


Successful EPM Application Manager—Consultant, with expertise in customer liaison, training, SharePoint and 
Project Server implementations and management. Extensive expertise as an MS Project Server Expert in 
several EPM implementations/migrations and currently qualified as a Microsoft Certified Information 
Technology Professional. 


 
IT Manager Access to Healthcare Network, May 2014 – current 


• Oversight of all end user IT services including Active Directory, Exchange, file share, printing, IM, telephony, 
and fiscal software 


• Proactive infrastructure support of servers, telephony, faxing, printing, and network devices at 6 locations - 
onsite and remote 


• Management of all Helpdesk activities for 80+ end users from ticket creation, troubleshooting, research, 
resolution, and ticket closure 


• Providing technical expertise for client software and hardware upgrades, including servers, workstations, 
mobile, and 3rd Party software 


• Strategic Planning with organization’s leadership for future IT needs and requirements 
• Working directly with hardware and software vendors where specific escalation to these vendors is needed 
• Management of all IT purchasing, including hardware, software, utilities, services and licensing 


 
Skillset: Generating, modifying, and maintaining reporting for telephony, printing, purchasing and helpdesk activities 
EPM Application Manager; Consultant, with expertise in customer liaison, training, SharePoint and Project Server 
implementations and management.  Extensive expertise as an MS Project Server Expert in several EPM 
implementations/migrations and qualified as a Microsoft Certified Information Technology Professional. 
Microsoft’s Enterprise Environment. Administrator for Windows Server 2003/2008/2008R2 & SQL Server 
2005/2008/2012.  Hyper-V.  VMWare. Microsoft Project Pro/Project Server 2010/2013. SharePoint Services & 
MOSS 2007/2010/2013.  Extensive Workstation/Laptop/Smartphone. Windows 3.1–Windows 8. Microsoft  
Office technologies 2000–2013. Linux. Printing systems. Audio/Video. Microsoft Round Table technologies. 
Microsoft Communicator/Lync 2010. Various Cisco switches and routers.  CAT 5e/6e cabling.  Emerson  
Enterprise UPS devices.


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 


NV Managed Care Organization RFP No.: 3260 Tab VI (4.2) - Page 123







Revised: 09-25-13 Resume Form Page 2 of 3 


 


 


 


Xogenous LTD, Carson City NV January, 2014 – Current 
Managed Services Support Technician 


• Support of servers, workstations, and network devices for businesses throughout the Reno/Sparks,  
and Carson City/Tahoe region 


• Proactive support of client IT environments, both hosted in the in-house Datacenter and remote  
client locations 


• Providing technical expertise for client software and hardware upgrades, including servers, workstations, 
mobile, and 3rd Party software 


• Working directly with hardware and software vendors where specific escalation to these vendors is needed 
• Professional and courteous handling of computer hardware/software, printing, and telephony requests, 


escalating where needed 
 


Secretary of State, State of Nevada—Carson City NV, July 2013 – December 2013 
Information Technology Technician 6 Supervisor 


• Supervising and mentoring the Helpdesk of three IT Tech employees providing technical systems support to 
~150 employees 


• Managing  employee  timecards,  time  off  requests,  training  needs,  work  performance  standards,  and 
performance evaluations 


• Consulting for a systems refresh project to bring the agency to Windows 7 from Windows XP including 
hardware refreshes 


• Working directly with hardware and software vendors where specific escalation to these vendors is needed 
• Professional and courteous handling of computer hardware/software, printing, and telephony requests, 


escalating where needed 
• Escalation point for tier 2 and 3 user support issues and requests 


 
Materus Global, Reno NV, May 2013 – August 2013 
Windows 7 Upgrade Consultant at Renown Health 


• Consulted for a Windows 7 Upgrade project consisting of 4700+ computer systems connected to the Renown 
domain networks 


• Built new systems and rebuilt viable current systems with Windows 7 installing all department specific 
applications and tools 


• Worked directly with Renown employees to survey, build, and schedule deployments of new systems 
• Handled troubleshooting and support of newly deployed systems for 48 hours after deploy before handoff to 


local helpdesks 
• Mentored and supported entry level technicians throughout the project guiding them with best practices and 


procedures 
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title  


held during the term of the contract/project and details of contract/project. 
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IQ Systems, Reno NV, May 2006 – March 2013 
Project Server Administrator at Microsoft Licensing, GP 


• Overall administration of three Project Server 2010 environments consisting of three servers each: SIT 
(dev)/UAT/Production 


• SQL  Server  2008/2012,  MOSS  2010/2013,  Project  Server  2010/2013  installation,  configuration,  and 
maintenance under SLA 


• BI reporting support for multiple departments 
• Tier 1, 2, and 3 support of Windows Server, MOSS, Project Server PWA, Project Pro, and SQL server for 


extensive MS user base 
• Consulting and design for the onboarding of new departments such as AdOps, and World Wide Credit 


Services within Microsoft 
 


 
 


Truckee Meadows Community College, Reno NV, Network Administration, 200 1– 2004    
 


 
 


Certified HIPAA Security officer for organization providing guidance on HIPAA technology related issues 
A+ Hardware and software – 2006 
70-270: Installing, Configuring, and Administering Microsoft Windows XP Professional – 2006 
70-177: TS: Microsoft Project Server 2010, Configuring – 2012 
Microsoft Certification ID: 5537697 


 


 
 


Todd Killmon – Port of Oakland – CMMS Coordinator,  ( p )  510-221-8576 


Sean Rico – Xogenous LTD – Director of Managed Services, ( p )  775-741-5626 


Carl Samuels – Unisys – Customer Engineer, (p) 775-453-5584


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.


CERTIFICATIONS 
Information required should include: type of certification and date completed/received.


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


 
 


Check the appropriate box as to whether the proposed individual is 
prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jennifer Fiege 
Key Personnel: 


(Yes/No) NO 


Individual’s Title: Specialty Care Coordinator 


# of Years in Classification:  # of Years with Firm: 8 mo. 
 


 
 


Dedicated professional with a Master’s Degree in Social Work specializing in challenging environments 
and extreme circumstances. Compassionate, exemplary work ethic. Detailed history with case 
management, individual support, supervising staff, conducting assessments and resource management. 
Experienced in program eligibility, networking and collaboration. 


 


 
 


THE EDDY HOUSE YOUTH RESOURCE CENTER: Youth Support and Crisis Manager 
(Feb. 2015 – Present) Reno, NV 


• Assist with the launch of the Youth Resource Center 
• Preparing reports and maintain records for each client 
• Ensuring legal compliance with all child welfare laws, regulations, and policies for services 
• Oversee scheduling of staff and volunteers 
• Participate in hiring process for staff 
• Identify training needs for staff and volunteers and assist with the development of workshops 
• Participate in planning meetings and assist with the development and implementation 


of program objectives, policies, procedures, and standards 
 


MAPLE STAR SPECIALIZED COMMUNITY SERVICES: Case Manager/Rehabilitation Coordinator Reno, NV 
• Receive/evaluate referral material regarding children and youth in need 
• Provide advocacy and liaison with schools, justice system, social services and health services 
• Provides supervisory oversight to staff and facilitate one on one and group supervision 
• Supervise/Coordinate staff and rehab workers 
• Provide consultation to family care providers both individually and in groups 


regarding educational needs, resources and advocacy for youth 
• Engage in community and public relations – participating in task forces, planning committees 


and community network 
• Participates in quality assurance program to evaluate services and outcomes.


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Company Name Submitting Proposal: 


 
Aetna Better Health of Nevada Inc. 
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BIG BROTHERS BIG SISTERS OF NORTHERN NEVADA: Match Support Specialist, Reno, NV,  
Feb. 2014 – Sept. 2014)  


• Timely and comprehensive assessments and recommendations for individual/family 
• Provide support and supervision to an assigned caseload of Big/Little matches 
• Annual review and outcome evaluations 
• Collaboration with community and family to establish annual case plans 
• Provide on-going support including, crisis intervention, counseling; advocacy & referrals 
• Provide training and orientation for parents, children and volunteers 
• Collaborate with other service delivery staff to ensure smooth transition among functions 


 
ENVIRONMENTAL ALTERNATIVES: SOCIAL WORKER, Oroville, CA, June 2013 – Feb. 2014 


• Provide consultation to clients, guidance to foster families, and liaison services 
• Involved in interview and hiring process. Trained and supervised 
• Develop a treatment plan, implement the plan and supervise the progress 
• Conduct weekly home visits as part of the individual treatment plan 
• Write progress, quarterly and court-ordered reports; attend court hearings 
• Assess and evaluate clients and foster families 
• Review and monitor foster and group homes for compliance with laws and regulations, 


including helping the family or group home maintain state required records 
 


 
 


CALIFORNIA STATE UNIVERSITY, CHICO – Chico, CA, June 2012 – May 2013 
Masters Degree in Social Work – May 2013 


CALIFORNIA STATE UNIVERSITY, CHICO – Chico, CA, 2008 – 2010 
Bachelors Degree in Social Work – May 2010 
 


 
 
 


 
 


Marie Baxter, Executive Director – The Eddy House, ( p )  775.384.1129 
www.edyhouse.org 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


EDUCATION 
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received. 
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4. COMPANY BACKGROUND REFERENCES 
4.3  Business References 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


 


Reference #: 1 


Company Name: Access to Healthcare Network  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Community Health Alliance – Care Management Services 


Primary Contact Information 


Name: Chuck Duarte 


Street Address: 680 S Rock Blvd 


City, State, Zip: Reno, NV 89502 


Phone, including area code: 775-336-3017 


Facsimile, including area code: n/a 


Email address: cduarte@chanevada.org 


Alternate Contact Information 


Name: n/a 


Street Address: n/a 


City, State, Zip: n/a 


Phone, including area code: n/a 


Facsimile, including area code: n/a 


Email address: n/a 


Project Information 
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Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


The contract with CHA was to provide chronic 
disease care management services for type II 
diabetics. 


Original Project/Contract Start Date: March 2013 


Original Project/Contract End Date: March 2016 


Original Project/Contract Value: $514,687 total 


Final Project/Contract Date: March 2013 – March 2016 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Reference #: 2 


Company Name: Access to Healthcare Network   


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR x SUBCONTRACTOR 


Project Name: Ryan White Program   


Primary Contact Information 


Name: Dan Olsen  


Street Address: 4126 Technology Way, Suite 200 


City, State, Zip: Carson City, NV 89706 


Phone, including area code: (775) 684-4247 


Facsimile, including area code: (775) 684-4056 


Email address: djolsen@health.nv.gov 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip:  


Phone, including area code:  


Facsimile, including area code:  


Email address: 
 
 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


RYAN WHITE PROGRAM:  
ADAP, Transportation, Oral Health, and 
Eligibility 


Original Project/Contract Start Date: 2009 


Original Project/Contract End Date: Ongoing  


Original Project/Contract Value: $1,670,956.00 Annual Budget 


Final Project/Contract Date: Ongoing 
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Was project/contract completed in time 
originally allotted, and if not, why not? 


Annual Audits – No Findings  


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


N/A  
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Reference #: 3 


Company Name: Access to Healthcare Network  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Saint Mary’s Regional Medical Center – Care Management Services 


Primary Contact Information 


Name: Helen Lidholm 


Street Address: 235 W 6th St 


City, State, Zip: Reno, Nv 89503 


Phone, including area code: 775-850-1188 


Facsimile, including area code: n/a 


Email address: hlidholm@primehealthcare.com 


Alternate Contact Information 


Name: n/a 


Street Address: n/a 


City, State, Zip: n/a 


Phone, including area code: n/a 


Facsimile, including area code: n/a 


Email address: n/a 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


The contract with SMRMC is to provide: 
Hospital transition care management (re-
admission reduction) and OB care 
management service 


Original Project/Contract Start Date: January 2015 


Original Project/Contract End Date: n/a - Currently ongoing 


Original Project/Contract Value: $310,123 annually 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time Yes – currently ongoing 
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originally allotted, and if not, why not? 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes – currently ongoing 
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4. COMPANY BACKGROUND REFERENCES 
4.1 Vendor Information 
4.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Superior Vision Benefit Management, Inc. 


Ownership (sole proprietor, partnership, etc.): Privately-held corporation 


State of incorporation: New Jersey 


Date of incorporation: May 1990 


# of years in business: 25+ 
List of top officers: Kirk Rothrock, Chief Executive Officer and 


President 
Brian Silverberg, Chief Financial Officer and 
Treasurer 
Audrey Weinstein, Senior Vice President 
and Secretary 
Stephanie Lucas, Senior Vice President 


Location of company headquarters: Linthicum, Maryland 


Location(s) of the company offices: Florham Park, New Jersey; Rancho Cordova, 
California; and Boca Raton, Florida 


Location(s) of the office that will provide the 
services described in this RFP: Linthicum, Maryland 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


Superior Vision Benefit Management, Inc. 
does not currently have employees based in 
Nevada. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


166 employees nationally with the 
expertise to support the requirements of 
this RFP. 


Location(s) from which employees will be 
assigned for this project: 


We will service the Aetna Better Health 
Nevada Medicaid Program from our 
Linthicum, Maryland headquarters.  
Support services will be provided from our 
locations in Florham Park, New Jersey and 
Boca Raton, Florida. 
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4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 
 


Superior Vision Benefit Management, Inc., is registered and in good standing with the State of 
Nevada, Secretary of State’s Office, as a foreign corporation. 


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


  
Question Response 


Nevada Business License Number: NV19931050440 


Legal Entity Name: Superior Vision Benefit 
Management, Inc. 


National Provider Identified (NPI) Not Applicable; Superior Vision is not 
the direct provider of care. 


Atypical Provider Identified (API) Not Applicable; see above. 
 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes X No  


 
If “No”, provide explanation. 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 
 


Superior Vision Benefit Management, Inc. is currently licensed by the State of Nevada as a 
Non-Resident Third Party Administrator. 
 
Please refer to Exhibit 1 for a copy of the Nevada TPA License for Superior Vision Benefit 
Management, Inc. 
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4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 
 


Yes  No X 


 
If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 
Question Response 
Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were performed: N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 
 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 


Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 


criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 
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If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 
Question Response 
Date of alleged contract failure or 
breach:  


Parties involved:  
Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute:  


If the matter has resulted in a court 
case: 


Court Case Number 
  


Status of the litigation:  
 
 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 3260.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 
Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional 
exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
 


We have noted the following assumption in Attachment B: 
 
Attachment E – Insurance Schedule for RFP 3260, Section A.6.  Performance Security in the 
amount of $15M is not applicable to Superior Vision Benefit Management, Inc., in its capacity 
as a subcontractor to Aetna Better Health. 


Yes  No X 
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4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages.  


 
For more than 25 years, Superior Vision has managed vision benefits on behalf of both health 
plans specializing in government-sponsored programs and commercial group business.  The 
following provides an overview of some key distinguishing features that allow us to deliver 
superior vision benefits management to our clients and their valued members. 
 
Superior Government Programs Expertise 
Based upon our breadth and depth of public-sector program experience, our operations 
infrastructure has been carefully designed around meeting the special needs of these 
populations and the technical requirements that typically accompany such programs. Our 
policies, procedures and program resources – both human and systems – are geared toward 
meeting public-sector program needs, and our high levels of client, member and provider 
satisfaction demonstrate our success. 
 
Specifically, the following areas have been highly developed to meet the needs of all of our 
client health plans and members, with a special emphasis on public-sector programs: 
 


• making appropriate accommodations for members with special needs 
• provision of services in a culturally-competent manner 
• data management and program reporting, including compliance with applicable 


state-required and/or federally-required performance standards and  
reporting templates  


• comprehensive quality management program that complies with NCQA and 
applicable local, state and federal standards 


• fraud, waste and abuse monitoring/action 
• disease management and member outreach initiatives 
• customized account management 
• personalized customer service 


  
We are confident that our long-term experience managing services on behalf of government 
programs makes us uniquely qualified to delivering outstanding service to Aetna Better 
Health and members enrolled through the Nevada Medicaid program. 
 
Superior Choice & Access 
Superior Vision believes in offering members choice and flexibility—and we have built our 
business on these concepts.  We deliver on our promise by providing the broadest and most 
diverse provider network in the industry.  Our network includes all types of eye care 
professionals – optometrists, ophthalmologists and opticians – as well as both independent 
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and retail-based practitioners.  Many individuals prefer the traditional medical office setting 
of a private practitioner, while others prefer to receive their eye care in a retail environment, 
often for their convenient hours and locations.  Superior Vision’s network offers the “best of 
both worlds,” giving members complete choice in where to receive their eye care.  Feedback 
from our clients and members alike consistently reinforces that this is a highly-valued feature 
of our program. 
 
Superior Eyewear Selection 
Superior Vision’s program allows members to freely choose their eyewear from any frames 
and lenses carried by a participating provider.  We do not manufacture or sell eyeglass frames 
and lenses, and we do not restrict members to selecting their eyewear from a designated 
frame collection in order to receive the full value of their eyewear benefit.  Use of a “frame 
collection” system limits a member’s choices and diminishes the perceived value of their 
vision benefits coverage.  By contrast, our members are allowed to select their frame from a 
provider’s entire inventory.  All participating providers are required to offer members a 
selection of frames within applicable benefit allowance amounts to ensure that members who 
wish to receive eyewear at no out-of-pocket cost may do so.    
 
Superior Value 
Superior Vision is committed to delivering cost savings and maximum value to our health plan 
clients.  We negotiate significant discounts with our participating providers and employ 
extensive technology to ensure highly-efficient operations, all with an eye on containing 
costs.  We recognize the challenging financial environment in which health plans operate and 
work hard to pass our savings on to our clients.   
 
Superior Management Across the Eye Care Spectrum  
While there are a number of vision benefits managers who administer wellness vision 
services, very few manage services across the full spectrum of eye care.  Superior Vision is 
proud to be a leader and the industry’s most experienced manager of comprehensive eye care 
programs, including medical eye care management.  Our medical eye care management 
program provides an advanced level of specialization through the utilization of 
comprehensive clinical protocols and claims edits specific to eye care procedures.  Our 
program delivers medical eye care cost savings of 20% or more to our health plan clients.   
 
Superior Customer Service and Member Engagement 
Superior Vision strives to ensure that every member has a positive eye care encounter.  To 
that end, we offer a variety of resources for assisting members in obtaining program 
information, identifying participating providers and addressing any questions or issues that 
might arise.  This includes our call center staffed by friendly and knowledgeable service 
professionals, as well as our telephone Interactive Voice Response Unit (IVR) and our website, 
www.superiorvision.com.  Additionally, our program provides members with easy access to 
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their vision coverage.  Members simply contact the participating Superior Vision provider of 
their choice to schedule an appointment and, together with the provider, we do the rest! 
 
Furthermore, Superior Vision is committed to helping our client health plans reach out to 
those members who are at greatest risk of developing eye care problems to encourage them 
to take advantage of their vision benefits.  The Member Outreach function within our 
Customer Service area conducts a number of activities aimed at encouraging diabetic 
members to receive their annual dilated eye exam.  Our program has helped our clients 
achieve higher levels of compliance with key quality initiatives.  
  
Superior Implementation and Ongoing Account Management 
Superior Vision has extensive experience with client onboarding and is committed to 
providing a streamlined implementation process.  Our Account Management team will work 
closely with Aetna Better Health through every step of the implementation process to ensure 
a smooth and seamless transition for Aetna Better Health’s staff and members.  Many of our 
clients have remarked that our organized and thorough implementation approach resulted in 
a transition process that was the easiest they have ever experienced. 
 
Superior Vision is equally committed to providing comprehensive, world-class program 
support.  Once the implementation is complete, we will continue to work tirelessly on behalf 
of Aetna Better Health and its Nevada Medicaid members to ensure that we meet all program 
management needs.  This includes the delivery of a wide variety of program reports that will 
allow Aetna Better Health to monitor our performance of delegated functions, designated 
Account Management contacts to provide timely issue resolution and responses to any ad hoc 
inquiries/requests, and regular meetings to review program performance and the continuous 
evolution of our program management to ensure a robust vision program for Aetna Better 
Health and its Nevada Medicaid members.   
 
In Closing 
Superior Vision provides an experienced team that will deliver the choice, value, customer 
service, member satisfaction and program support that clients look for in a vision benefits 
manager.  We are committed to partnering with Aetna Better Health to provide optimal 
service and value to Aetna Better Health and its valued Nevada Medicaid members. 
 
4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-


9? 
 
No, not applicable to Superior Vision in its capacity as a subcontractor to Aetna Better Health. 
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4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description 


 
Superior Vision has more than 25 years of experience managing high-quality vision benefit 
plans and, together with its affiliates, currently manages vision benefits on behalf of more 
than 11 million members nationwide.  Our clients include 56 health plans representing 
approximately 8 million members and 6,250 employer groups representing approximately 3 
million members. 
 
Since 1994, Superior Vision has specialized in the management of vision programs on  
behalf of health plans participating in public-sector programs such as Medicaid, CHIP and 
Medicare Advantage. We currently manage vision and/or medical eye care benefits on  
behalf of approximately 7 million Medicaid/CHIP members and 700,000  
Medicare Advantage members. 
 
Our company has a long history managing vision benefits on behalf of both groups and health 
plans.  The world-class service we deliver is demonstrated by our high client retention and 
consistent growth, as well as by the excellent relationships we maintain with our large and 
diverse provider panel.  
 
4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and 
its client base. Include the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 


 
Superior Vision provides a full range of eye care benefit management services, including 
wellness vision, medical optometry and ophthalmology services.  We have more than 25 years 
of experience managing vision benefits on behalf of both health plans specializing in 
government-sponsored programs and commercial group business.  Superior Vision, together 
with its affiliates, currently manages vision benefits on behalf of more than 11 million 
members nationwide.  Our clients include 56 health plans representing approximately 8 
million members and 6,250 employer groups representing approximately 3 million members. 
 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   


 
Superior Vision is an independent managed vision care company that has been in business for 
over 25 years.  From the beginning, and throughout our history, we have remained focused on 
our goal of providing members with superior service and freedom of choice.  We have realized 
that goal by developing the largest and most diverse vision provider network in the industry.  
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Today, as a leading eye and vision health solutions company, Superior Vision delivers the 
greatest access, choice, and value to our clients and their members.   
 
Superior Vision Benefit Management, Inc. is a private, wholly-owned subsidiary of Block 
Vision Holdings Corporation and an indirect, wholly-owned subsidiary of Superior Vision 
Corporation and Wink Parent, Inc., a privately-held Delaware corporation.   
 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please 
list the state of residence.  Does your resident state apply a preference, which 
is not afforded to bidders or vendors who are residents in the state of 
Nevada? This information may be utilized in determining whether an inverse 
preference  applies pursuant to Nevada Revised Statutes. 


 
Superior Vision Benefit Management, Inc. (“Superior Vision”) is incorporated in the State of 
New Jersey and has a principal place of business in Maryland.  It is our understanding, 
however, that as a subcontractor to Aetna Better Health, the issue of bidder preference is not 
applicable to Superior Vision, rather it is applicable to Aetna Better Health as the direct bidder 
for this RFP.  
 


4.1.11.4 The location of disaster recovery back-up site. 
 
Superior Vision’s systems are housed in its off-site data center in Owings Mills, MD, which is a 
physically secure location for our servers, network infrastructure and internet-facing 
services.  The data center is leased through a colocation company, and provides infrastructure 
floor space, coupled with redundant power, cooling, access control, physical security, backup 
battery and generator power, and 24/7 monitoring staff to assist as needed.  Superior 
Vision’s Rancho Cordova, CA office would also be used as a recovery facility to maintain 
business continuity. 
 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for 
a contract resulting from this RFP. 


 
Stephanie J. Lucas 
Senior Vice President, Health Plan Services 
325 Columbia Turnpike, Suite 303 
Florham Park, New Jersey 07932 
Telephone: 973.514.1191 or 866.246.9589, x 1191 
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4.1.11.6 The size of organization in assets, revenue and people. 
 
The information provided below is for Block Vision Holdings Corporation, the direct parent 
company of Superior Vision Benefit Management, Inc. 
 
Assets (as of 12/31/15): $29,670,000 
Revenue (as of 12/31/15): $168,298,000  
FTE (as of 06/30/16):  166 
 


4.1.11.7 The organizational chart of your senior management by function including key 
personnel. 


 
Please refer to Exhibit 2 for an organizational chart of senior management. 
 


4.1.11.8 The areas of specialization. 
 
Superior Vision provides benefit management services for the full spectrum of eye care to 
both health plans specializing in government-sponsored programs and commercial group 
business.  At Superior Vision, we pride ourselves on being more than just a vision benefits 
company.  Our mission to “See Yourself Healthy” extends well beyond benefits, driving us to 
promote the importance of eye health and overall wellness.  Ensuring that our members 
understand the impact that proper eye care received through the vision benefit can have on 
their lives is at the very core of what we do.  
 
Superior Vision believes in offering members choice and flexibility—and we have built our 
business on these concepts.  We deliver on our promise by providing the broadest and most 
diverse provider network in the industry.  Our network includes all types of eye care 
professionals – optometrists, ophthalmologists and opticians – as well as both independent 
and retail-based practitioners.  Many individuals prefer the traditional medical office setting 
of a private practitioner, while others prefer to receive their eye care in a retail environment, 
often for their convenient hours and locations.  Superior Vision’s network offers the “best of 
both worlds,” giving members complete choice in where to receive their eye care.  Feedback 
from our clients and members alike consistently reinforces that this is a highly-valued feature 
of our program. 
 
Superior Vision’s program allows members to freely choose their eyewear from any frames 
and lenses carried by a participating provider. We do not manufacture or sell eyeglass frames 
and lenses, and we do not restrict members to selecting their eyewear from a designated 
frame collection in order to receive the full value of their eyewear benefit. Use of a “frame 
collection” limits members’ choices and diminishes the perceived value of their vision benefits 


Tab VI (4.2) - Page 152 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
coverage.  By contrast, our members are allowed to select their frame from a provider’s entire 
inventory. All participating providers are required to offer members a selection of frames 
within applicable benefit allowance amounts to ensure that members who wish to receive 
eyewear at no out-of-pocket cost may do so. 
 
The experienced and dedicated team at Superior Vision works tirelessly to deliver the choice, 
value, customer service, and program support that our clients deserve.  In doing so, we are 
able to provide robust vision programs that encourage and incite members to utilize their 
benefits – all with the goal of helping them to see themselves healthy. 
 


4.1.11.9 The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are 
available. 


 
Superior Vision is engaged in the management of vision and/or medical eye care  
benefit programs. 
 
(1) Health Plan Services Segment – Management of vision and eye health benefits on 
behalf of Health Plan clients.   
(2) Group Vision Segment – Management of a complete range of eye care benefits on 
behalf of employer groups and other group vision customers.   
 
 
 
 
 
 
 


4.1.11.10 The corporate philosophy and mission statement. 
 
Superior Vision’s mission is to help our members enjoy the wonders of their sight through 
healthy eyes and vision. We care for our members by delivering broad and affordable access 
to vision care, unwavering commitment to outstanding service, and resources to help them 
make informed vision care choices that offer the greatest value. 


4.1.11.11 A description of any plans for future growth and development of your 
organization. 


 
Superior Vision’s plan for future growth and development centers on staying true to our 
mission of providing broad and affordable access to vision care.  We continually monitor the 


  2015 
(in 000's) 


2014 
(in 000’s) 


HPS 129,026 116,276 
Group 36,394 32,569 
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evolving health benefits marketplace to uncover new and emerging opportunities to service 
additional programs and populations in an ever-expanding geographic footprint. 
 


4.1.11.12 Please identify any recent market expansion and/or business line addition by 
your organization.  Describe the implementation approach and methodology 
you employed for the market expansion and/or additional business line 
identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 
Superior Vision frequently experiences market expansion and/or business line additions with 
both existing and newly-added client health plans.  A recent example of this occurred when a 
state first transitioned its Medicaid program from a state-operated, traditional Medicaid 
program to a Managed Medicaid program utilizing managed care organizations.  Two of 
Superior Vision’s existing health plan clients who were active in other states expanded their 
service areas to include this state and selected Superior Vision to manage their wellness vision 
and medical optometry programs in the new market.  Together, these expansions represent 
the addition of approximately 385,000 members to Superior Vision’s Medicaid line of 
business.  Superior Vision was well-positioned for this market expansion as we maintain a 
national panel of contracted providers, giving us excellent geographic coverage.  Superior 
Vision followed its standard implementation process of establishing a Project Implementation 
Plan (including responsible parties, projected start and completion dates by task, and 
progress tracking with heat map coding) and Implementation Workgroup with each client.  
The Project Implementation Plan covers all aspects of the planning and implementation 
process, including but not limited to the following:  contract execution, network access and 
provider communication, benefits configuration, eligibility and encounter data testing, 
regulatory and operational reports, financial arrangements, customer service/complaints, 
and quality assurance.  The Implementation Workgroup met with each client in accordance 
with an established meeting schedule, and such meetings were used to walk through open 
items on the project plan and to ensure that all tasks were completed on schedule.  Both 
clients’ implementations were highly successful, with all systems and personnel fully ready 
prior to the go-live date. 
 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


 
Superior Vision has more than 25 years of experience managing high-quality vision benefit 
plans and, together with its affiliates, currently manages vision benefits on behalf of more 
than 11 million members nationwide.  Our clients include 56 health plans representing 
approximately 8 million members and 6,250 employer groups representing approximately 3 
million members. 
 


Tab VI (4.2) - Page 154 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
Since 1994, Superior Vision has specialized in the management of vision programs on  
behalf of health plans participating in public-sector programs such as Medicaid, CHIP and  
Medicare Advantage. We currently manage vision and/or medical eye care benefits on  
behalf of approximately 7 million Medicaid/CHIP members and 700,000  
Medicare Advantage members. 
 
Our company has a long history managing vision benefits on behalf of both groups and health 
plans.  The world-class service we deliver is demonstrated by our high client retention and 
consistent growth, as well as by the excellent relationships we maintain with our large and 
diverse provider panel. 
 


4.1.12 Experience 


4.1.12.1 Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 


A. Managing a network of Medicaid Providers; 
 
Superior Vision manages a contracted and participating network that includes tens of 
thousands of eye care professionals who render services to members enrolled through 
Medicaid health plans.   Our negotiated fee schedules represent a significant discount from 
usual and customary fees, in order to control costs and maximize value.  Our Provider 
Relations team works closely with our provider network to ensure that participating providers 
understand and comply with applicable Medicaid requirements, and that all members have 
easy access to high-quality vision care services. 
 


B. Managed care programs for Medicaid recipients; 
 
Superior Vision has specialized in the management of vision and eye health programs on 
behalf of Medicaid members for more than 20 years.  We currently manage wellness vision 
benefits on behalf of 56 health plans serving approximately eight million public-sector 
program members, including more than 7 million individuals enrolled through Medicaid and 
CHIP programs.  We are very familiar with the benefits and program administration 
requirements of public-sector programs and based upon our breadth and depth of public-
sector program experience, our operations infrastructure has been carefully designed around 
meeting the special needs of a Medicaid population and the technical requirements that 
typically accompany such programs. 
 
Our policies, procedures and program resources – both human and systems – are geared 
toward meeting public-sector program needs, and our high levels of client, member and 
provider satisfaction demonstrate our success. 
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C. Managing and improving health outcomes for program recipients; 
 
Superior Vision is committed to helping our client health plans optimize members’ health 
outcomes.  One important initiative in this regard is our diabetic management/outreach 
program, in which we encourage members who are at greatest risk of developing eye care 
problems to take advantage of their vision benefits.  Specifically, this means encouraging 
diabetic members to receive their annual dilated retinal exam.  In recent years, we have 
developed a Member Outreach function that is devoted to helping our client health plans 
effectively manage high-risk populations.  Superior Vision is performing a number of 
activities, including but not limited to, the following: member outreach mailings, member 
outreach telephone campaigns, health fairs/clinic days, and in-home visits for members 
whose condition poses a challenge to an in-office visit.  Our programs have assisted our 
health plan partners in achieving higher levels of member compliance.  We work closely with 
many of our health plan partners to constantly enhance outreach efforts based upon recent 
successes, all with the goal of increasing member compliance and improving eye health. 
 


D. Administering Medicaid utilization and case management programs; 
 
Utilization management is not applicable to wellness vision services (routine eye exams and 
corrective eyewear) insofar as services are available ‘on-demand’ for which a medical 
necessity determination is not applicable.  Our Customer Service team works closely with our 
client health plans and/or Medicaid program advocates to ensure that a Medicaid member 
who has a special need with regard to vision care services receives any accommodations that 
may be necessary to ensure equal access to covered services.  This may mean making an 
exception to standard benefit parameters and/or program policies in order to ensure that the 
member’s vision care needs are fully met.   
 
Further, our Medical/Surgical Eye Care program provides an advanced level of specialization 
through the utilization of comprehensive clinical protocols and claims edits specific to eye 
care procedures. Our program disallows reimbursement for overlapping diagnostic services 
and ensures that services are reimbursed at the appropriate frequency based upon the 
member’s condition.  Additionally, through prior authorization of surgical eye care 
procedures, we ensure that surgery is rendered in accordance with nationally-recognized 
clinical protocols, avoiding unnecessary member risk and related expense. 
 
Superior Vision’s continuous monitoring of new and emerging technologies and treatment 
options is designed to deliver state-of-the-art eye care in a highly effective and cost-efficient 
manner. Recent years have seen the introduction of numerous advances in eye care 
diagnostic procedures and therapeutic treatments, with more on the horizon. Our extensive 
resources include a team of general and sub-specialty ophthalmologists and optometrists to 
ensure clinical expertise in all areas of eye care. Superior Vision is dedicated to helping our 
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clients navigate these developments to ensure that members receive the best care available 
in the most cost-efficient manner. 
 


E. Medicaid claims processing and adjudication; 
 
Claims processing and adjudication is among the core services that Superior Vision performs 
on a delegated basis on behalf of our Medicaid health plan clients.  We adjudicate more than 
1.5 million claims per year, more than 90% of which are auto-adjudicated based upon default 
programming of benefits and reimbursement schedules, thereby lending a high degree of 
accuracy to our processes.  We perform internal auditing of claims and consistently score 
greater than 99% on both procedural and financial accuracy.   
 


F. Project management; and 
 
Superior Vision regularly utilizes project management techniques to implement new business 
and internal process improvement projects.  When initiating a new project, a project 
workgroup is established and a project lead is designated who is tasked with project 
oversight and accountability.  A project plan is developed which identifies - by individual task 
- responsible parties, projected start and completion dates, progress tracking toward 
completion dates, with utilization of heat map coding for monitoring and prioritization.  
Superior Vision has utilized this methodology for numerous projects of varying scope and 
magnitude, with excellent results.      
 


G. Qualifications of key personnel. 
 
Superior Vision has developed a team of dedicated professionals throughout all levels of our 
organization.  Our staff includes individuals with many years of experience in all areas of 
managed health care, including compliance, quality management, network relations, account 
management, claims, customer service, IT and medical management.  Our organization is 
continuously evolving and adding new talent to ensure that our team continues to reflect the 
highest level of expertise for the benefit of our clients, their members and our participating 
providers.  Please refer to the resumes included in Attachment G for more information 
regarding the qualifications of key personnel who will be responsible for executing  
this program. 
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4.1.12.2 Describe your experience with performance incentives based on targeted 
health outcome standards. In addition, identify specific performance measures 
that would provide the most meaningful measure of health care service 
delivery performance. 


 
Superior Vision is committed to helping our client health plans optimize members’ health 
outcomes. One important initiative in this regard is our diabetic management/outreach 
program, in which we encourage members who are at greatest risk of developing eye care 
problems to take advantage of their vision benefits.  Specifically, this means encouraging 
diabetic members to receive their annual dilated retinal exam.  In recent years, we have 
developed a Member Outreach function that is devoted to helping our client health plans 
effectively manage high-risk populations.  Superior Vision is performing a number of 
activities, including but not limited to, the following: member outreach mailings, member 
outreach telephone campaigns, health fairs/clinic days, and in-home visits for members 
whose condition poses a challenge to an in-office visit.  Our programs have assisted our 
health plan partners in achieving higher levels of member compliance, and some 
arrangements have allowed us to earn performance incentives based upon our results.  We 
work closely with many of our health plan partners to constantly enhance outreach efforts 
based upon recent successes, all with the goal of increasing member compliance and 
improving eye health. 
 
As indicated above, the most meaningful measure of health care service delivery performance 
relative to vision benefits is diabetic retinal exams.   
 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


 
Superior Vision is committed to ensuring that members enrolled through our client health 
plans have excellent access to high quality eye care services.  Honoring this commitment 
involves investing in and developing best practices for both clinical and  
administrative services.    
 
For wellness vision care services (routine eye exam and corrective eyewear), members may 
self-refer to the participating provider of their choice; wellness vision is an “on-demand” 
benefit for which no determination of medical necessity is applicable.   The company has 
invested in the development of clinical protocols that include appropriate guidelines for 
wellness eye exams and eyewear dispensing, in addition to numerous protocols for a wide 
range of medical eye care services, including surgical procedures that are applicable to those 
health plans on whose behalf we manage medical eye care services.  Our clinical protocols 
conform to the guidelines of the Centers for Medicare & Medicaid Services, the American 
Optometric Association, the American Academy of Ophthalmology and other nationally-


Tab VI (4.2) - Page 158 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
recognized bodies, to ensure that our standards represent the highest and most current in the 
industry.  Our clinical guidelines are reviewed on a regular basis and are implemented by a 
team of clinicians led by our Senior Vice President & Clinical Director, an optometrist, and our 
Vice President of Medical Affairs, an ophthalmologist.  Our clinical resources also include a 
group of clinical consultants – optometrists and ophthalmologists – who represent a variety 
of eye care sub-specialties and geographic areas.  As new and emerging technologies and 
treatments are introduced in eye care, our clinical team reviews the service/treatment and 
develops clinical protocols applicable to such technology/treatment to ensure that our clinical 
protocols continue to evolve to reflect best practices.  
 
We also place a significant focus on developing process improvement initiatives and diligently 
ensuring best practices in all aspects of our program administration.   We have made material 
investments in the deployment of enhanced technology to optimize our operations and 
service model.  This year alone, we have successfully implemented the following  
technology enhancements: 
 


• Advanced call center software for improved workforce management and reporting 
• Upgraded IVR system with additional member-centric capabilities 
• Enhanced benefits platform with increased functionality and efficiency  
• New user-friendly member and provider web portal with expanded features and 


enhanced security  
 
Superior Vision’s management team is engaged in a continuous program review to identify 
and implement opportunities to improve the service – both clinical and administrative – that 
we deliver to our client health plans and their members. 
 


4.1.12.4 Describe the experience your organization has had working with state 
government and/or experience in specifically related services. 


 
Superior Vision currently manages wellness vision benefits on behalf of 56 health plans 
serving approximately eight million Medicaid, CHIP and Medicare Advantage members.  We 
are very familiar with the benefits and program administration requirements of  
public-sector programs. 
 
Based upon our breadth and depth of public-sector program experience, our operations 
infrastructure has been carefully designed around meeting the special needs of these 
populations and the technical requirements that typically accompany such programs. Our 
policies, procedures and program resources – both human and systems – are geared toward 
meeting public-sector program needs, and our high levels of client, member and provider 
satisfaction demonstrate our success. 
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Specifically, the following areas have been highly developed to meet the needs of all of our 
client health plans and members, with a special emphasis on public-sector programs: 
 


• making appropriate accommodations for members with special needs 
• provision of services in a culturally-competent manner 
• data management and program reporting, including compliance with applicable state-


required and/or federally-required performance standards and reporting templates  
• comprehensive quality management program that complies with NCQA and applicable 


local, state and federal standards 
• fraud, waste and abuse monitoring/action 
• disease management and member outreach initiatives 
• customized account management 
• personalized customer service 


  


We are confident that our long-term experience managing services on behalf of government 
programs makes us uniquely qualified to delivering outstanding service to Aetna Better 
Health and its Nevada Medicaid members. 
 


4.1.12.5 Provide the names, résumés, and any additional pertinent information 
regarding key personnel responsible for performance of any contract resulting 
from this RFP. In addition, specify the specific responsibilities of each of these 
individuals in relation to the requirements set forth herein. This information 
must be included in vendor’s technical response to the RFP. 


 
The key personnel responsible for performance of any contract resulting from this RFP  
are as follows: 
 
Brian Silverberg 
Chief Financial Officer 
As Chief Financial Officer, Mr. Silverberg is responsible for monitoring the financial 
performance of the company with regard to both short- and long-term operational goals, 
budgets, and forecasts.  He oversees a team of associates whose areas of responsibility 
include accounts receivable, accounts payable, financial analysis, budgeting and forecasting, 
cash and financial management. 
 
Greg Pontius 
Chief Information Officer 
As Chief Information Officer, Mr. Pontius is responsible for providing vision and leadership for 
developing and implementing Superior Vision’s information technology initiatives. He directs 
the planning and implementation of an enterprise IT system that supports the needs of the 
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company’s varying business operations in order to deliver cost effectiveness as well as service 
quality and efficiency. 
  
Audrey Weinstein 
Senior Vice President and General Counsel 
Ms. Weinstein serves as the company’s Senior Vice President and General Counsel. She has 
oversight responsibility for the legal, regulatory and compliance matters affecting the 
company’s business. Ms. Weinstein also oversees the company’s contracting activities and 
works with the company’s Account Management leadership staff to document the functions 
delegated to the company by its health plan clients and the company’s associated 
performance standards. Ms. Weinstein also provides strategic oversight for Superior Vision’s 
quality management program and compliance plan. 
 
Stephanie Lucas 
Senior Vice President, Health Plan Services (Business Development & Account Management)  
As Senior Vice President, Health Plan Services (Business Development & Account 
Management), Ms. Lucas has oversight responsibility for ensuring that Superior Vision not 
only meets but exceeds the service expectations of Superior Vision’s health plan clients and 
their members.  She is also responsible for increasing the company’s business by developing 
relationships with an ever-expanding client base, as well as for leveraging growth 
opportunities with existing clients.   
 
Sandra Wood 
Senior Vice President, Health Plan Services (Operations) 
As Senior Vice President, Health Plan Services (Operations), Ms. Wood’s areas of operational 
responsibility include claims, customer service, medical/surgical eye care and utilization 
management.  She works to ensure that each of these areas functions with a high degree of 
accuracy, consistency and efficiency in order to effectively service the needs of the company’s 
clients, members and participating providers. 
 
Joshua Silverman 
Vice President, Network & Corporate Development 
Mr. Silverman is Superior Vision’s Vice President, Network & Corporate Development, with 
oversight responsibility for managing the company’s large and diverse network of 
participating eye care professionals.  He is responsible for network expansion as needed to 
support the company’s short and long-term growth goals to ensure adequate access to 
covered vision care services, as well as for managing the company’s relationship with its 
contracted providers, including leveraging cost management opportunities.   
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Resumes for each of our key personnel have been completed and provided using the template 
in Attachment G – Proposed Staff Resume. 
 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


A. Information Systems 
 
Paul Howard, Director of IT Application Services 
Kevin Sandbek, Director of IT Infrastructure Services 
 


B. Utilization/Case Management 
 
Tom Middleton, Senior Director, Health Plan Services 
Teresa Gettier, Manager of Medical Management 
 


C. Claims Payment 
 
Tom Middleton, Senior Director, Health Plan Services 
Lisa Reynolds, Director of Claims 
Teresa Gettier, Manager of Medical Management 
 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
 
Melissa Archie-Burton, Director Quality Management and Auditing 
 


E. Health Education 
 
Debora Toporzycki, Customer Service Supervisor 
 


F. Data Coding 
 
Paul Howard, Director of IT Application Services 
Tom Middleton, Senior Director, Health Plan Services 
Teresa Gettier, Manager of Medical Management 
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G. Contract Negotiation Specialists/Network Recruiters 
 
Tara Gray, Director of Network Development and Provider Relations 
 


H. Encounter Data 
 
Paul Howard, Director of IT Application Services 
 


I. Other staff as needed for project 
 
Legal 
Amy Lohman, Associate General Counsel 
Carla Bryant, Director of Compliance 
 
Finance 
Craig Schmid, Controller 
Ryan Law, Sr. Manager, Business Analytics 
 
Customer Service 
Debora Toporzycki, Customer Service Supervisor 
 


4.1.12.7 Provide copies of any current licenses or certifications, including your license 
to operate as an HMO in Nevada. 


 
Please refer to Exhibit 1 for a copy the Nevada TPA License for Superior Vision Benefit 
Management, Inc. 
 


4.1.12.9 List any associations or organizations to which the organization belongs. 
 
Medicaid Health Plans of America, Association for Community Affiliated Plans 
 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages 
spoken. 


 
We currently employ 8 bilingual Customer Service Specialists and one bilingual Provider 
Relations Representative that speak Spanish.  We also utilize language line translation 
services as needed for members whose primary language is neither English nor Spanish. 
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4.1.12.9 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


 
*Please note that this appears to be a partial duplicate to Question 4.1.12.6. 
 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE 
Nevada statewide health information exchange (HIE)?  Please indicate your 
answer using the following table: 


 
This information is not currently monitored. 
 


Provider Category % Participation 


Financial 
Participation Only 


Financial 
Participation and 
Provide Data into 


the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 
Other Inpatient Facility (e.g. Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other  N/A N/A 


 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in 
your network to participate in the HealtHIE Nevada statewide health 
information exchange? Please describe. 


 
Superior Vision is amenable to working with Aetna Better Health and the State of Nevada to 
identify and encourage providers in our network to participate in the HealtHIE Nevada 
statewide health information exchange. 
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4.1.13.3  If you currently participate in HealtHIE Nevada, please describe how you use 
the tool to improve the health of your managed care populations and to 
control plan costs. 


Not Applicable. 


4.1.14  Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 


4.1.14.1  Dun and Bradstreet Number 


4.1.14.2  Federal Tax Identification Number 


Superior Vision Benefit Management, Inc.’s (4.1.14.1‐2) are provided in Part III – Confidential 
Financial Information. 


4.1.14.3  The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


Per Amendment 2, Question 258, “The State does not require financials from subcontractors; 
however, it is the awarded vendor’s responsibility to ensure subcontractor meets all 
requirements outlined in the RFP.”  
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4.1.11.7 – Exhibit 2 – Superior Vision Organizational Chart  
of Senior Management
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4.1.12.5 – Resumes of Key Staff
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Brian D. Silverberg 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Chief Financial Officer & Treasurer  


# of Years in Classification: 3 # of Years with Firm: 3 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As Chief Financial Officer, Mr. Silverberg is responsible for monitoring the financial performance of the 
company with regard to both short- and long-term operational goals, budgets, and forecasts.  He oversees 
a team of associates whose areas of responsibility include accounts receivable, accounts payable, 
financial analysis, budgeting and forecasting, cash and financial management. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
Timeframe: 09/2013 – Present     Employer’s Name: Superior Vision 
Location: 939 Elkridge Landing Road, Suite 200, Linthicum, MD 21090 
Position Title: Chief Financial Officer & Treasurer 


 
Timeframe: 06/2006 – 08/2013   Employer’s Name: EyeMed Vision Care (part of Luxottica Retail) 
Location: 4000 Luxottica Place, Mason, OH 45040 
Position Title: Vice President Finance  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Institution Name: Miami University 
City/State: Oxford, OH 
Degree Received: B.A 
Date Completed: 05/1989 
 
Institution Name: Duke University 
City/State: Durham, NC 
Degree Received: M.B.A 
Date Completed: 05/1993 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
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Revised:  09-25-13 Resume Form Page 2 of 2 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
1. Ben Cutting 
 Email:  Ben.cutting@standardregister.com 
 
2. Kevin Hilst 
 Email:  Khilst@eyemed.com 
 
3. Kirk Rothrock 
 President & CEO, Superior Vision Benefit Management, Inc. 
 Telephone:  800-243-1401, ext. 1434 
 Email:  krothrock@superiorvision.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Greg Pontius 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Chief Information Officer 


# of Years in Classification: 20 # of Years with Firm: 4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As Chief Information Officer, Mr. Pontius is responsible for providing vision and leadership for developing 
and implementing Superior Vision’s information technology initiatives. He directs the planning and 
implementation of an enterprise IT system that supports the needs of the company’s varying business 
operations in order to deliver cost effectiveness as well as service quality and efficiency. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
Chief Information Officer 
Superior Vision 
Linthicum, MD 
2012 – Present  
 
Senior Vice President, Business Quality Administrator 
HealthSpring, Inc. 
2010 – 2012  
 
Senior Vice President and Chief Information Officer 
Bravo Health 
1996 – 2010  
Baltimore, Maryland Area 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Michigan State University - The Eli Broad Graduate School of Management 
Master of Business Administration (MBA), Finance, General 
 
Michigan State University 
Bachelor of Science (B.S.) 
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CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
1. Marjan Fakki 
 Vice President of Member Services & Appeals and Grievances 
 Office:  443-552-3272 
 Mobile:  310-497-9464 
 Email:  mfakki@myriversidehealth.com 
 
 Ms. Fakki can be contacted between 8:00 and 5:00 EST at the office number listed above or after 


5:00 EST at the mobile number provided. 
 
2. George Davidsen III  
 Owner/CEO-Owner 
 Gulf Delta 3 Technologies Group  
 Mobile:  443-761-1527 
 
3. Kirk Rothrock 
 President & CEO 
 Superior Vision Benefit Management, Inc. 
 Telephone:  800-243-1401, ext. 1434 
 Email:  krothrock@superiorvision.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Audrey M. Weinstein 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Vice President and General Counsel 


# of Years in Classification: 20 # of Years with Firm: 20 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Audrey Weinstein – Ms. Weinstein serves as the company’s Senior Vice President and General Counsel. 
She has oversight responsibility for the legal, regulatory and compliance matters affecting the company’s 
business. Ms. Weinstein also oversees the company’s contracting activities and works with the company’s 
Account Management leadership staff to document the functions delegated to the company by its health 
plan clients and the company’s associated performance standards. Ms. Weinstein also provides strategic 
oversight for Superior Vision’s quality management program and compliance plan. 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
Timeframe: 12/1995- Present      Employer’s Name: Superior Vision Benefit Management, Inc. 
Location: 939 Elkridge Landing Road, Suite 200, Linthicum, MD 21090 
Position title: Senior Vice President, Secretary and General Counsel 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Institution name: State University of New York             
City/State:  Albany, NY 
Degree received: B.A. 
Date Received: 08/1980 
 
Institution name: Benjamin N. Cardoza School of Law 
City/State: New York, NY 
Degree received: JD 
Date Received: 06/1984 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Kirk Rothrock, President & CEO, Superior Vision Benefit Management, Inc., 800-243-1401, ext. 1434, 
krothrock@superiorvision.com 
 
Andrew Alcorn, former President Superior Vision Benefit Management, Inc., 973-524-3072, 
aalcorn24@gmail.com 
 
Howard Hoffmann, Managing Partner, De Novo Perspectives, 914-552-7603, hhoffmann@dnp.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Stephanie J. Lucas 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Vice President, Health Plan Services 


# of Years in Classification: 22 # of Years with Firm: 22 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As Senior Vice President, Health Plan Services (Business Development & Account Management), Ms. Lucas has 
oversight responsibility for ensuring that Superior Vision not only meets but exceeds the service expectations of 
Superior Vision’s health plan clients and their members.  She is also responsible for increasing the company’s 
business by developing relationships with an ever-expanding client base, as well as for leveraging growth 
opportunities with existing clients.   
 
Ms. Lucas has more than 28 years of multi-faceted experience in the managed health care industry, with expertise 
in the areas of customer service, provider relations, contract negotiation, business development and account 
management.  She works extensively with health plans to identify solutions for delivering access to the full range of 
vision and medical eye care services to a variety of populations and markets.  Her focus is on developing value-add 
programs that deliver quality of care and cost control for the benefit of Superior Vision’s client health plans and their 
members. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
Superior Vision Benefit Management   Feb. 1994 – Present 
Linthicum, Maryland  
Senior Vice President, Health Plan Services 
 
Business development and account management oversight; responsible for developing and servicing Superior 
Vision’s relationships with its numerous health plan clients, the majority of which serve government-sponsored 
programs such as Medicaid and Medicare, requiring expertise in the areas of regulatory compliance and proficiency 
meeting service level agreements.  Oversight responsibility for the company’s account management initiatives. 
 
Maxicare Indiana, Inc.    Oct. 1987 – Jan. 1994 
Indianapolis, Indiana 
Provider Relations Specialist 
Customer Service Representative II 
 
Ms. Lucas’ managed health care career originated in the customer service area, with periods dedicated to servicing 
marquee accounts and to complaint research/resolution, which included conducting member and provider hearings.  
She subsequently moved to the area of provider relations, where she managed risk-based relationships with 
numerous independent practice associations and engaged in hospital contracting and ancillary vendor contracting.   
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Revised:  09-25-13 Resume Form Page 2 of 2 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Butler University, Indianapolis, Indiana, Master of Business Administration, August 1995 
 
Franklin College, Franklin, Indiana, Bachelor of Arts, May 1987 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Health Producers’ License (resident license in New Jersey; in Nevada, Ms. Lucas maintains a Non-Resident 
Producer, Health,  License number 182043, expires 01/01/2019) 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
(1) Maren Hill, AVP, National Ancillary & Non-Par Management, Total Health and Network, Cigna HealthCare, 


telephone:  860-787-7465, fax: 615.440.7712, email: maren.hill@cigna.com   
(2) Stephanie Thayer-Thompson, Sr. Manager, Ancillary Contracting, MedStar Family Choice, Inc.; telephone: 


410-933-3040; fax: 410-350-7414; email: stephanie.n.thayer@medstar.net 
(3) Richard Sanchez, Managing, Partner, Visibility Management; telephone: 727-641-3659; fax: 727-538-7751; 


email: richard@visibilitymgmt.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sandra Wood 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Vice President, Health Plan Services 


# of Years in Classification: 1.5 # of Years with Firm:  1.5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Sandy Wood – As Senior Vice President, Health Plan Services (Operations), Ms. Wood’s areas of 
operational responsibility include claims, customer service, medical/surgical eye care and utilization 
management.  She works to ensure that each of these areas functions with a high degree of accuracy, 
consistency and efficiency in order to effectively service the needs of the company’s clients, members 
and participating providers. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the term of the 


contract/project and details of contract/project. 


 
Superior Vision       2015-present 
Senior Vice President, Health Plan Services 
Medecision                                                                                     2012-2015 
Health Solutions Consultant, Sales Operations & Readiness               
Sedgwick        2011-2012 
Director, Client Services 
Specialty Risk Services             2010-2011 
Vice President, Care Management,  
Director Nurse Case Management and Utilization Review 
Excellus BlueCross BlueShield     2008-2010 
Director, Member Care Management Programs 
American Health Holding, Inc.                                                2007-2008 
Vice President, Corporate Operations 
GatesMcDonald [Nationwide® Better Health]   2004-2007 
Vice President, Medical Management Services                                            
Intracorp         1994-2004  
Director, Business Development & Operations   
      


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
BS Nursing, Alfred University College of Nursing and HealthCare, Alfred, NY 1980 
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CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 
RN #329614-1, New York      RN #317003, Ohio     RN # RN636108, Pennsylvania 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Carol Helton, SVP Health Plan Solutions, 781-534-0269, carolhelton1@gmail.com 
 
Kathleen Larson Day, Paradox Healthcare Strategies, Principal Consultant, 617-710-3318, 
klarsonday@paradoxhealthcarestrategies.com 
 
Colleen Dudley, Vice President, Client Partner at Medecision, 610-283-2731, 
colleen.dudley@medecision.com, 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: 
X 


Superior Vision Benefit 
Management, Inc. 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joshua Silverman 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Vice President, Network & Corporate Development 


# of Years in Classification: 2 1/2 # of Years with Firm: 2 1/2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
An accomplished operations and financial executive with 15+ years of Health Care experience.  A hands-
on executive in all aspects of network and operations, with extensive experience in specialty benefits, the 
retail service business, and physician group practices. Strong P&L experience leading individual 
business segments and working for and with the leading health insurers in the country. In depth cross 
functional healthcare experience in both the payer and provider markets – expert experience in provider 
services, provider contracting, call and claim centers. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
2013 – Present; Superior Vision; Linthicum, MD; Vice President, Network & Corporate Development 
 
2007 – 2013; Columbia Maryland; UnitedHealthcare; Vice President of Strategy and Performance 
Management (2009 – 2013) and Director of Financial Planning and Analysis (2007 – 2009) 
 
2005 – 2007; Dallas, TX; Broadlane; Manager of Client Analytics 
 
2002 – 2005; Irving, TX/Hunt Valley, MD; Caremark Incorporated (Now CVS/Caremark); Senior 
Financial Analyst 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
University of Texas at Dallas, Richardson, Texas, Masters of Business Administration, August 2007 
University of Colorado – Boulder, Boulder, Colorado, Bachelors of Arts in Political Science, May 1999 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Mr. Don Yee; CEO; Kids Care Dental; (916) 718-2662; don@dkyee.com 
Mr. Kyle Stern; Managing Partner; HealthScape Advisors; (312) 256-8649; kstern@healthscape 
Mr. David Gaio; Head of Client Delivery, and Operations. Government and Employer Markets; Optum 
Data Management; (860) 986-3061; dgaio@yahoo.com 
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4.3 – Business References – Superior Vision Benefit Management, Inc.
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4.3 Business References


 


4. COMPANY BACKGROUND REFERENCES 
4.3  Business References 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


 


Reference #: 1 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Priority Partners Health Plan (Medicaid)/Johns Hopkins HealthCare 
(Medicare Advantage) 


Primary Contact Information 


Name: Lori Lopiccolo 


Street Address: 6704 Curtis Court 


City, State, Zip: Glen Burnie, MD 21060 


Phone, including area code: 410-762-5279 


Facsimile, including area code: 410-424-4604 


Email address: llopiccolo@jhhc.com 


Alternate Contact Information 


Name: Dana J. Thomas 


Street Address: 6701-D Curtis Court 


City, State, Zip: Glen Burnie, MD 21060 


Phone, including area code: 410-762-5914 


Facsimile, including area code: 410-424-4604 


Email address: DaThomas@jhhc.com 
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AETNA BETTER HEALTH® OF NEVADA 
4.3 Business References 


 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision 
benefits on behalf of Priority Partners Health 
Plan for its Medicaid and Medicare 
Advantage programs. 


Original Project/Contract Start Date: Medicaid: June 1997/Medicare Advantage: 
January 2016 


Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
of such information. 


Final Project/Contract Date: N/A – Still in effect 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 
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4.3 Business References


 


Reference #: 2 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Evergreen Health 


Primary Contact Information 


Name: Neal Fried 


Street Address: 3000 Falls Road 


City, State, Zip: Baltimore, MD 21211 


Phone, including area code: 443-963-2811 


Facsimile, including area code: N/A 


Email address: nrf@evergreenmd.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision 
benefits on behalf of Evergreen Health for its 
Marketplace and commercial programs. 


Original Project/Contract Start Date: January 2014 


Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
of such information. 


Final Project/Contract Date: N/A – Still in effect 
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AETNA BETTER HEALTH® OF NEVADA 
4.3 Business References 


 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 
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4.3 Business References


 


Reference #: 3 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: The Health Plan 


Primary Contact Information 


Name: Jennifer Johnson 


Street Address: 52160 National Road East  


City, State, Zip: St. Clairsville, OH 43950 


Phone, including area code: 740-695-7850 


Facsimile, including area code: N/A 


Email address: JJohnson@healthplan.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision and 
medical optometry benefits on behalf of The 
Health Plan for its Medicaid program. 


Original Project/Contract Start Date: January 2008 


Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
of such information. 


Final Project/Contract Date: N/A – Still in effect 
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Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 
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4. COMPANY BACKGROUND REFERENCES 
4.1 Vendor Information 
4.1.1 Vendors must provide a company profile in the table format below. 


 
Question Response 


Company name: 


CaremarkPCS Health, L.L.C. ("CVS Health") 
is a wholly-owned direct subsidiary of 
CaremarkPCS, L.L.C., a subsidiary of 
Caremark Rx, L.L.C., whose ultimate parent 
company is CVS Health Corporation. 


Ownership (sole proprietor, partnership, etc.): 


In April of 2011, CVS Caremark acquired the 
Medicare Part D business of Universal 
American, an investment that has made 
CVS/caremark a top provider of service in 
the Medicare Part D market segment, one 
of the nation's fastest growing health care 
segments. 


 


In April of 2012, CVS Caremark acquired the 
standalone PDP business of Health Net, a 
leading PDP sponsor.  The acquisition added 
approximately 425,000 members to the 
CVS/caremark PDP program.  This is 
another important step in our Medicare 
growth plan and reflects our strategic vision 
of being one of the largest and best-in-class 
Medicare Part D providers in the country.  


 


In June 2012, CVS Caremark acquired the 
remaining interest in Generation Health 
that it did not already own. 


 


On March 18, 2013, CVS Caremark acquired 
NovoLogix, a privately held medical 
pharmacy software company based in 
Minneapolis.  The transaction furthers our 
position as a leading specialty pharmacy 
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Question Response 


provider and enhances our ability to help 
clients and their members better manage 
their specialty medications and related 
costs. 


 


On December 10, 2013, CVS Caremark and 
Cardinal Health announced the signing of 
an agreement to form the largest generic 
sourcing entity in the U.S., which is the 
world’s largest generic drug market.  Both 
companies are contributing their sourcing 
and supply chain expertise to this new 
venture and are committing to source 
generic drugs through it.  The U.S.-based 
sourcing entity, Red Oak Sourcing, was 
operational July 1, 2014, and will have an 
initial term of ten years.  This partnership 
will enable CVS Caremark to maintain our 
leadership role in navigating the dynamic 
U.S. generics market.  This new sourcing 
entity will maintain CVS Caremark and 
Cardinal Health’s leadership positions as we 
drive value for our respective customers, 
clients, and shareholders in a capital-
efficient manner. 


 


On January 16, 2014, CVS Caremark 
acquired Coram LLC ("Coram"), the 
specialty infusion services and enteral 
nutrition business unit of Apria Healthcare 
Group Inc.  Coram is one of the nation's 
largest providers of comprehensive infusion 
services, providing infusion therapies and 
nutrition services to more than 20,000 
members each month.  Coram cares for 
members primarily through home infusion 
as well as a national network of more than 
84 locations, including more than 65 
ambulatory infusion suites.  Bringing 
together CVS Caremark's unique range of 
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Question Response 


specialty pharmacy services with Coram's 
infusion capabilities expands our specialty 
offering, and our comprehensive services 
enable us to streamline care management 
for members as well as their physicians, 
leading to better health outcomes while 
avoiding unnecessary costs. 


 


On August 18, 2015 - CVS Health acquired 
Omnicare, the leading provider of 
pharmacy services to long-term care 
facilities.  With the acquisition of Omnicare, 
CVS Health significantly expanded our 
ability to dispense prescriptions in assisted 
living and long-term care facilities, serving 
the senior patient population. We also 
expanded our presence in the rapidly 
growing specialty pharmacy business.  
Omnicare’s complementary specialty 
pharmacy platform and clinical expertise 
augment our capabilities and enable us to 
continue to provide innovative and cost-
effective solutions to members and payors.  


 


On December 16, 2015 - CVS Health 
Corporation acquired Target Corporations’ 
pharmacy and clinic businesses.  This 
included more than 1,660 pharmacies 
across 47 states where we operate them 
through a store-within-a-store format, 
branded as CVS/pharmacy. In addition, a 
CVS/pharmacy is included in all new Target 
stores that offer pharmacy services. 
Target’s nearly 80 clinic locations were 
rebranded as MinuteClinic.  The transaction 
enabled CVS Health to reach more 
members, adding a new retail channel for 
our offerings, and expanding convenient 
options for consumers. 
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Question Response 


State of incorporation: 


Caremark Rx, L.L.C. (formerly known as 
Twain MergerSub, L.L.C.) was formed in the 
State of Delaware on October 31, 2006 as 
Twain MergerSub Corp.  It is the successor 
by merger with Caremark Rx, Inc., which 
was incorporated in the State of Delaware 
on August 14, 1995. 


 


CaremarkPCS Health, L.L.C. (formerly 
known as AdvancePCS Health, L.P.) was 
formed as a limited partnership in the State 
of Delaware on May 31, 2000.  It converted 
from a limited partnership to a limited 
liability company on January 1, 2009. 


 


Caremark, L.L.C. (formerly known as 
Caremark Inc.) was formed in the State of 
California on June 6, 1979.  It converted 
from a corporation to a limited liability 
company on April 30, 2007. 


 


Date of incorporation: April 30, 2007 


# of years in business: 47 years 


List of top officers: 


Following is the list of principal officers of 
CaremarkPCS Health, L.L.C.: 


•Daniel P. Davison (President and 
Treasurer) 


•Mark C. Proulx (Senior Vice President) 


•Allison L. Brown (Vice President) 


•Jonathan C. Roberts (Vice President) 


•Sara M. Hankins (Secretary) 


Location of company headquarters: 
One CVS Drive 


Woonsocket, Rhode Island 02895 
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Question Response 


Location(s) of the company offices: 


Our principal place of business is located at 
One CVS Drive, Woonsocket, Rhode Island 
02895. CaremarkPCS Health, L.L.C. has 
multiple locations in the United States and 
Puerto Rico. 


Location(s) of the office that will provide the 
services described in this RFP: 


The services described in this RFP will be 
provided primarily from our offices in 
Northbrook, Illinois and Scottsdale, Arizona.


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


CVS Health has 1700 employees in the state 
of Nevada. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


CVS Health has approximately 24,687 PBM 
employees. 


Location(s) from which employees will be 
assigned for this project: 


Employees for this RFP will be assigned 
primarily from our offices in Northbrook, 
Illinois and Scottsdale, Arizona. 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


Not applicable 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 


Question Response 


Nevada Business License Number: NV20091142864 


Legal Entity Name: CaremarkPCS Health, L.L.C. 


National Provider Identified (NPI) Not Applicable 


Atypical Provider Identified (API) Not Applicable 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No x 


 


If “No”, provide explanation. 


Entity does business as CVS Health 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 
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Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were performed:  


Type of duties performed:  


Total dollar value of the contract:  


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


 


 
Yes  No X 
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If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 
Date of alleged contract failure or 
breach:  


Parties involved:  


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


 


Amount in controversy:  


Resolution or current status of the 
dispute:  


If the matter has resulted in a court 
case: 


Court Case Number 


  


Status of the litigation:  


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


Not Applicable 


Yes  No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional 
exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
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Not applicable 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages.  


CVS Health is a pharmacy innovation company that has grown into a Fortune 10 corporation 
and become the largest integrated provider of prescriptions and pharmacy care in the United 
States.  We have been providing pharmacy benefit management (PBM) services since 1969.  
Today we serve more than 2,000 clients and their members across all 50 states, Puerto Rico, 
and the Virgin Islands.  Through mail, retail, and specialty distribution channels, we 
administer programs for a diverse client base, including corporations, managed care 
organizations, insurance companies, government entities, unions, third-party administrators, 
and other organizations. 


 


The dynamic CVS Health organization we have become today arrives with a tremendous 
synergy and a collective history that is rich in innovation, integrity, vision, customer service, 
and an unwavering commitment to improving health care.  Following is a chronology on our 
development in reinventing pharmacy toward helping people on their path to better health: 


 


1969: Pharmaceutical Card System (PCS) is founded in Scottsdale, Arizona, a move that 
ultimately launches the pharmacy benefit management industry.  


 


1978: Baxter Healthcare Corp., in Deerfield, Illinois, launches the First National Hemophilia 
Home Service, where we pioneered the concept of home infusion for hemophilia patients. 


 


1983: Hemophilia Patient Home Health Care is launched. 


 


1985: Baxter begins providing prescription benefit management services.  Baxter Healthcare 
Corporation’s Prescription Service Division tapped its expertise in health-care cost 
management to begin providing PBM services to better manage clients’ prescription costs.  As 
a division of Baxter, Caremark launches Mail Service Pharmacy, IGIV Home Care Services, and 
Growth Hormone Distribution and Services.  


 


1986: Caremark opens its first mail service pharmacy in Lincolnshire, Illinois. 


 


1987: David D. Halbert and Jon S. Halbert found Advance Paradigm, Inc.; PCS launches RECAP 
(Remote Electronic Claims Adjudication Process), the first online, real-time prescription claims 
adjudication system. 
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1990: Caremark opens the San Antonio, Texas, mail service pharmacy, showcasing the 
proprietary TriStar Pharmacy Manager dispensing system. 


 


1991: Caremark purchases Prescription Health Services (PHS). 


 


1992: Caremark spins off from Baxter for PBM business and created Caremark International, 
Inc. that began operating as an independent company, with no ties to its former parent.  The 
Caremark formulary is developed, and Clinical Intervention Programs are introduced. 


 


1993: Caremark opens its Redlands, California, facility and Fort Lauderdale, Florida, 
pharmacy.  Advance Paradigm acquires Paradigm Pharmacy Management. PCS distributes 
the first annual “Clinical Formulary and Prescribing Guidelines” to 385,000 physicians. 


 


1994: Caremark expands product lines and sets up additional offices in Northbrook, Illinois.  
Eli Lilly and Company acquires PCS from McKesson. 


 


1995: Caremark and Advance Paradigm each launch disease management programs.  


 


1996: Advance Paradigm announces its initial public offering.  PCS opens its first mail service 
pharmacy in Fort Worth, Texas, and introduces Performance Health disease management 
programs plus outcomes analysis tools for clients and manufacturers.  MedPartners, Inc., of 
Birmingham, Alabama, purchased Caremark International, Inc.  Initially a physician practice 
management company, MedPartners, Inc. changed its name to Caremark Rx, Inc. in 
September 1999 to reflect its focus on core pharmaceutical service operations. 


 


1998: Caremark defines pharmaceutical services as its core operating unit and establishes a 
National Pharmacy & Therapeutics Committee.  Advance Paradigm acquires Innovative 
Medical Research, Inc., enters into clinical trials and outcomes research, launches an online 
drugstore, and acquires Baumel-Eisner Neuromedical Institute.  


 


1999: Caremark launches online prescription refills.  Advance Paradigm acquires PBM 
operations of Foundation Health Pharmaceutical Services and rolls out 
BuildingBetterHealth.com, its Internet e-Health portal, Lilly, sells PCS to Rite Aid Corp.   
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2000: Advance Paradigm acquires FFI Health Services and invests in Consumer Health 
Interactive, a San Francisco-based provider of Web-enabled marketing solutions.  
Advance Paradigm purchases PCS Health Systems, and the two companies combine to 
become AdvancePCS. 


 


2001: Caremark’s Lincolnshire pharmacy expands and relocates to Mount Prospect, Illinois.  
AdvancePCS teams up with Express Scripts and Merck-Medco to form SureScripts (formerly 
RxHub), an electronic exchange that enables the processing of electronic prescriptions and the 
exchange of prescription information.  AdvancePCS steps into the specialty pharmacy market 
with the launch of AdvancePCS SpecialtyRx.  The process involves the acquisition of specialty 
pharmacy provider TheraCom, Inc., and a joint venture with specialty pharmacy and 
distribution company, Priority Healthcare Corp. 


 


2002: Caremark opens its fourth mail service pharmacy in Phoenix, Arizona.  Caremark 
merges the prescription benefit management business and the specialty pharmacy business 
to become one Caremark.  AdvancePCS purchases Accordant Health Services, a premier care 
management company focusing on patients with complex chronic and progressive diseases.  
AdvancePCS opens the Wilkes-Barre, Pennsylvania, mail service pharmacy. 


 


April 2002: Caremark Rx, Inc. acquires Choice Source Therapeutics, a specialty distribution 
business focused primarily on providing pharmacy and clinical services for patients with 
hemophilia.  That business, with 2002 revenues of $43 million, operated out of 4 pharmacy 
locations and 3 satellite offices in the United States and Puerto Rico.  Choice Source had built 
an excellent reputation in all areas, including customer service, reimbursement verification, 
and compliance.  CVS/caremark viewed the business as an excellent fit within its existing 
specialty distribution area and as an opportunity to expand its hemophilia product line.  
Choice Source Therapeutics is a wholly owned subsidiary of Caremark Rx, Inc.   


 


2003: Caremark Rx, Inc. and AdvancePCS announce a strategic combination. 


 


March 2004: AdvancePCS merges with Caremark Rx, Inc. Caremark Rx, Inc. acquired 
AdvancePCS and its predecessors’ organization that originated the PBM concept in 1969, thus 
becoming the second largest PBM in the nation.  This acquisition created a $33 billion 
company and joined two highly complementary organizations in providing the most extensive 
array of health care offerings available from a single source by providing more product 
choices at a lower cost for clients, and improved outcomes for the members  
CVS/caremark serves.   
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2007: CVS Corporation and Caremark Rx, Inc. complete their “merger of equals” transaction, 
creating the nation's premier integrated pharmacy services provider, CVS/caremark.  CVS 
Corporation included a PBM subsidiary, PharmaCare Management Services (founded in 1994), 
which later becomes known as Caremark PhC, L.L.C.  The combined company, renamed CVS 
Caremark Corporation, unified the nation's largest pharmacy chain with a leading 
pharmaceutical services company, creating the opportunity to deliver unique products and 
services that can help manage costs for employers and improve access and choice for 
consumers.  This merger helped create the industry-leading service model we offer today.  
Using our increased touch points, innovative technology, and consumer trust, we can help 
improve health and reduce total costs for our clients. 


 


2008: Effective October 30, 2008, CVS Caremark Corporation acquires Longs Drug Stores 
Corporation (“Longs”), which includes Longs’ retail drugstores and its Rx America subsidiary.   


 


November 2009: CVS/caremark acquires a majority interest in the genetic benefit 
management company Generation Health, an investment that will expand our 
pharmacogenomics capabilities.  These genetic test counseling services for physicians and 
patients help provide our clients and their members with smarter drug therapy management, 
better outcomes, and reduced total costs.  In June 2012, CVS/caremark acquired the 
remaining interest in Generation Health that it did not already own. 


 


April 2011: In April of 2011, CVS Caremark acquired the Medicare Part D business of Universal 
American, an investment that has made CVS Caremark a top provider of service in the 
Medicare Part D market segment, one of the nation's fastest growing health care segments. 


 


April 2012: CVS Caremark acquired the standalone PDP business of Health Net, a leading PDP 
sponsor. The acquisition added approximately 425,000 members to the CVS Caremark  
PDP program. This is another important step in our Medicare growth plan and reflects  
our strategic vision of being one of the largest and best-in-class Medicare Part D providers in 
the country. 


 


March 18, 2013 – CVS/caremark acquired NovoLogix, a privately held medical pharmacy 
software company based in Minneapolis.  The transaction furthers our position as a leading 
specialty pharmacy provider and enhances our ability to help clients and their members 
better manage their specialty medications and related costs. 


 


December 10, 2013 - CVS Caremark and Cardinal Health announced the signing of an 
agreement to form the largest generic sourcing entity in the U.S., which is the world’s largest 


Tab VI (4.2) - Page 214 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
generic drug market.  Both companies are contributing their sourcing and supply chain 
expertise to this new venture and are committing to source generic drugs through it.  The 
U.S.-based sourcing entity, Red Oak Sourcing, was operational July 1, 2014, and will have an 
initial term of ten years.  This partnership will enable CVS Caremark to maintain our 
leadership role in navigating the dynamic U.S. generics market.  This new sourcing entity will 
maintain CVS Caremark and Cardinal Health’s leadership positions as we drive value for our 
respective customers, clients, and shareholders in a capital-efficient manner. 


 


January 16, 2014 - CVS/Caremark acquired Coram LLC ("Coram"), the specialty infusion 
services and enteral nutrition business unit of Apria Healthcare Group Inc.  Coram is one of 
the nation's largest providers of comprehensive infusion services, providing infusion therapies 
and nutrition services to more than 20,000 members each month.  Coram cares for members 
primarily through home infusion as well as a national network of more than 84 locations, 
including more than 65 ambulatory infusion suites.  Bringing together CVS/caremark's unique 
range of specialty pharmacy services with Coram's infusion capabilities expands our specialty 
offering, and our comprehensive services enable us to streamline care management for 
members as well as their physicians, leading to better health outcomes while avoiding 
unnecessary costs. 


 


September 3, 2014 - CVS Caremark announced a corporate name change to CVS Health to 
reflect our broader health care commitment.  We also ended tobacco sales in our stores and 
launched a comprehensive and uniquely personalized smoking cessation campaign.  CVS 
Health is at the forefront of a changing health care landscape and has the expertise to drive 
innovations needed to shape the future of health.  CVS Health includes the company’s retail 
business, which continues to be called CVS/pharmacy; its pharmacy benefit management 
business, which is known as CVS/caremark; its walk-in medical clinics, CVS/minuteclinic; and 
its growing specialty pharmacy services, CVS/specialty.  With more than 7,800 retail 
pharmacies, more than 1,000 walk-in medical clinics, a leading pharmacy benefits manager 
with nearly 65 million plan members, and expanding specialty pharmacy services,  
CVS Health enables people, businesses and communities to manage health in more 
affordable, effective ways. 


 


September 4, 2014 - Various subsidiaries of CVS Health complete the asset acquisition of 
Miami-based Navarro Discount Pharmacy, the largest Hispanic-owned drugstore chain in the 
U.S.  The transaction includes Navarro’s 33 retail drugstore locations and Navarro Health 
Services, a specialty pharmacy business serving patients with complex or chronic diseases. 


 


August 18, 2015 - CVS Health acquired Omnicare, the leading provider of pharmacy services 
to long-term care facilities.  With the acquisition of Omnicare, CVS Health significantly 
expanded our ability to dispense prescriptions in assisted living and long-term care facilities, 
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serving the senior patient population. We also expanded our presence in the rapidly growing 
specialty pharmacy business.  Omnicare’s complementary specialty pharmacy platform and 
clinical expertise augment our capabilities and enable us to continue to provide innovative 
and cost-effective solutions to members and payors.   


 


December 16, 2015 - CVS Health Corporation acquired Target Corporations’ pharmacy and 
clinic businesses.  This included more than 1,660 pharmacies across 47 states where we 
operate them through a store-within-a-store format, branded as CVS/pharmacy. In addition, 
a CVS/pharmacy is included in all new Target stores that offer pharmacy services. Target’s 
nearly 80 clinic locations were rebranded as MinuteClinic.  The transaction enabled CVS 
Health to reach more members, adding a new retail channel for our offerings, and expanding 
convenient options for consumers. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 
300e-9? 


Not applicable 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description 


CVS Health is leading PBM that provides specialty/biotech services, disease management and 
other health services related to prescription benefit management.  Since first providing PBM 
services in 1969, we have grown to become a national leader in providing programs currently 
serving more than 2,000 clients and their members across all 50 states, Puerto Rico, and the 
Virgin Islands.  Through mail, retail, and specialty distribution channels, we administer 
programs for a diverse client base, including corporations, managed care organizations, 
insurance companies, government entities, unions, third-party administrators, and other 
organizations that pay for health care products and services. 


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and 
its client base. Include the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 


Through mail, retail, and specialty distribution channels, CVS Health administers pharmacy 
management and healthcare innovation programs for corporations, managed care 
organizations, insurance companies, government entities, unions, third-party administrators, 
and other organizations that pay for health care products and services. 


 


OUR ENTERPRISE CAPABILITIES 


As a Fortune 10 company, CVS Health, is the largest pharmacy health care provider in the 
United States with integrated offerings across the entire spectrum of pharmacy care.  
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Through our unique suite of assets, we are reinventing pharmacy to offer innovative solutions 
that help people on their path to better health.  We are focused on enhancing access to care, 
lowering overall health care costs for members and payors, and improving health outcomes.  
We effectively manage pharmaceutical costs and improve health care outcomes through our 
pharmacy benefit management (PBM), mail order and specialty pharmacy division, 
CVS/caremark; our CVS/pharmacy® retail stores; and our retail-based medical clinic 
subsidiary, CVS/minuteclinic. 


 


CVS HEALTH PRESCRIPTION SERVICES 


CVS Health is leading PBM that provides specialty/biotech services, disease management and 
other health services related to prescription benefit management.  Since first providing PBM 
services in 1969, we have grown to become a national leader in providing programs currently 
serving more than 2,000 clients and their members across all 50 states, Puerto Rico, and the 
Virgin Islands.  Through mail, retail, and specialty distribution channels, we administer 
programs for a diverse client base, including corporations, managed care organizations, 
insurance companies, government entities, unions, third-party administrators, and other 
organizations that pay for health care products and services. 


 


PBMs have evolved considerably over the last 45 years due to the growing recognition of the 
powerful role prescription drugs play in the management of overall health care expenditures.  
The need to manage drug benefits for plan sponsors has never been greater.  As the largest 
integrated provider of prescriptions and pharmacy care in the United States, CVS Health has 
the resources to provide premier quality pharmaceutical care helping deliver what plans want 
most – cost savings and greater member satisfaction. 


 


We understand that offering open access to pharmacy services and honoring consumer 
preferences (retail, mail delivery, or personal consultation with a CVS pharmacist) sets us 
apart from other health care providers.  This method of care reinforces the positive behaviors 
of members and promotes an elevated level of consumer trust – both important elements of 
our industry-leading service model.  CVS Health has grown in a competitive industry and 
we’ve built our products and services around that service model, with the goal of improving 
health and reducing total costs for our clients. 


 


Investments in Quality and Technology 


As a result of ongoing investments in quality and technology, CVS Health has brought 
integrated mail and retail drug distribution to a higher level.  Through sophisticated 
information management systems, every prescription administered by CVS Health is subject 
to a process that promotes timeliness, member safety, effective communication, and client 
goals for plan management. 
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Retail Network Offering 


Our retail network offering provides added convenience to members, by giving them the 
option to obtain their prescriptions at pharmacies nationwide that currently participate in the 
CVS Health National Network.  Additionally, we provide unique services via CVS/pharmacy 
locations via our Maintenance Choice offering.  Our network options provide online, real-time 
drug utilization review and are managed by CVS Health and our networks are designed to 
balance pharmacy access and client savings. 


Mail Service Offering 


Our industry-leading mail service pharmacies and support facilities operate in unison to 
process and deliver your members’ prescription medications as seamlessly and quickly as 
possible.  Our technologically advanced mail pharmacies run in an automated, paperless 
environment with efficiencies that allow dispensing and shipping from the facility most 
appropriate for the client members based on several factors, including most efficient 
prescription order processing time and proximity to a member’s desired shipping destination 
(allowing for a reduced total transit time). 


 


Governed by comprehensive quality assurance standards and Total Quality Management 
practices, each CVS Health mail service processing pharmacy screens every order to identify 
possible drug interactions or allergies and to promote clinical drug safety and appropriate 
use.  Computerized edits verify member eligibility and plan design compliance.  Members will 
benefit from reduced out-of-pocket expenses; timely prescription delivery; simplified order 
and refill procedures, with toll-free assistance available from CVS/caremark Customer Care 
Representatives Registered Pharmacists are available 24 hours a day to answer any questions 
members may have regarding their prescribed medications. 


 


CVS HEALTH SPECIALTY  


In 1978, CVS Health specialty pioneered the concept of home infusion for hemophilia patients 
and then we expanded these services to encompass specialized management for more than 
70 specialty disease states.  We take a high-touch, personalized approach to help improve 
health and reduce total costs for our clients.  We focus on the specific needs of each member 
and emphasize early intervention, prevention of complications, and management of drug 
utilization and compliance.  These activities are supported by 7,800 staff specialized to 
support these complex therapies, and our CareTeam model which includes pharmacists, 
nurses, and dieticians. 


 


Members nationwide receive services provided by our network of specialty pharmacies, 
access to more than 9,500 CVS/pharmacy stores nationwide, and availability of our 
ambulatory infusion suites.  We have worked hard to create high-quality, innovative specialty 
pharmacy services to help maximize control over cost drivers now and into the future.  We 
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take into account the entire picture of specialty spend, regardless of the benefit, site of 
service, or distribution channel to help each client manage their specialty spend across 
pharmacy and medical benefits.  This includes PBM-like capabilities and management for 
drugs under the medical benefit, support for all infusion needs via Coram CVS/specialty 
infusion services, and enhanced nursing services to support comorbidities. 


 


CVS HEALTH INTEGRATED APPROACH 


CVS Health has proven that one of the best ways to improve health and reduce total costs is 
through a fully integrated prescription drug benefit program.  Our integrated approach goes 
beyond the scope of the mail service program by reducing mail, retail, and specialty 
prescription drug costs and improving drug utilization.  Our goal is to manage and touch all 
prescriptions, provide a holistic view of the medications for your members across medical and 
pharmacy benefits, and ultimately helping them on their path to better health. 


  


NV Managed Care Organization RFP No.: 3260 Tab VI (4.2) - Page 219







AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information 


 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   


PHARMACY OWNERSHIP 


In March 2007, CVS Corporation merged with Caremark Rx, Inc. creating the nation's premier 
integrated pharmacy services provider.  The combined company, renamed CVS Caremark 
Corporation, unified one of the nation's largest pharmacy chains with a leading 
pharmaceutical services company, creating the opportunity to deliver unique products and 
services that can help manage costs for clients and improve access and choice for consumers. 


 


Effective October 30, 2008, CVS Caremark Corporation acquired Longs Drug Stores 
Corporation (“Longs”), which includes Longs’ retail drugstores and its Rx America subsidiary. 


 


In September, 2014, various subsidiaries of CVS Health completed the asset acquisition of 
Miami-based Navarro Discount Pharmacy, the largest Hispanic-owned drugstore chain in the 
U.S. The transaction included Navarro’s 33 retail drugstore locations and Navarro Health 
Services, a specialty pharmacy business serving patients with complex or chronic diseases. 


 


In December 2015, CVS Health Corporation acquired Target Corporations’ pharmacy and clinic 
business, which included more than 1,660 pharmacies across 47 states, which will be operated 
through a store-within-a-store format, and branded as CVS/pharmacy. In addition, a 
CVS/pharmacy will be included in all new Target stores that will offer pharmacy services. 
Further, all of Target’s nearly 80 clinic locations were rebranded as part of the acquisition as 
MinuteClinic. 


 


Today, the joint enterprise is named CVS Health. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please 
list the state of residence.  Does your resident state apply a preference, which 
is not afforded to bidders or vendors who are residents in the state of 
Nevada? This information may be utilized in determining whether an inverse 
preference  applies pursuant to Nevada Revised Statutes. 


Not applicable 


4.1.11.4 The location of disaster recovery back-up site. 


Our Production Data Center is located in Scottsdale, Arizona, which is a "hardened" facility 
designed to protect the computer systems and minimize any disruption to normal processing.  
Critical business functions running in our Production Data Center are being replicated real-
time to our Woonsocket, Rhode Island Disaster Recovery Center.  In addition to the replicated 
data, backups of the critical application software and databases required for processing are 
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taken on a regular basis and either replicated to our recovery site or sent offsite to a secure 
storage facility. 


 


We use both an internal site and alternate site recovery strategy for the Data Center and 
critical business units.  Additionally, we contract with SunGard Availability Services in 
Carlstadt, New Jersey for use of their hot site of similar equipment in the event a  
disaster is declared. 


 


In the event of a disaster affecting the specialty system, recovery is performed at our 
Woonsocket, Rhode Island data center with a standby system of similar configuration and all 
transactions are directed to that recovery environment.  In the event a file requires 
restoration, the backup tapes are recalled and the file restored. 


 


CVS Health central hardware (mainframe) is located at its Scottsdale, Arizona Data Center. 


 


Our Integrated Claims Adjudication System is linked to our network of retail pharmacies 
through switching companies as well as direct lines to our Scottsdale, Arizona facility from 
many of the major pharmacy chains. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for 
a contract resulting from this RFP. 


Larry Schacht/227 Crosswinds Court, Coraopolis, PA 15108/412-295-5904 


4.1.11.6 The size of organization in assets, revenue and people. 


CVS Health has approximately 24,687 PBM employees. 


CVS Health’s total annual revenue in 2015 was $153.3 billion.  The Pharmacy Services 
segment’s total annual revenue in 2015 was $100.4 billion.   
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4.1.11.7 The organizational chart of your senior management by function including key 
personnel. 


 


4.1.11.8 The areas of specialization. 


The client will benefit from the following advantages when electing to work with CVS Health: 


• As the largest purchaser of pharmaceuticals in the United States, our clients receive the 
financial benefit of our purchasing power and can be confident in our long-term stability. 


• Each client, regardless of size, is supported by a designated Account team, which includes 
clinical experts and analytical resources, limiting the burden of additional management 
tasks on the plan sponsor’s internal benefits team.  This team of experts help our clients 
better manage pharmacy trend, specialty trend and holistic patient management. 


• As one of the largest and most experienced PBMs, we have strong relationships with  
health plans across the nation, ensuring that coordination with the medical benefit is 
efficient and seamless. 


• Our versatile portfolio of medication management solutions, from plan design 
administration and support, to personalized, patient-centric clinical interventions enables 
us to better drive behavior change, improve health, and reduce total health care costs. 


• Through our flexible business model, the client will have better of control regarding plan 
design, network arrangements, and formulary and clinical management. 


• Better pharmacy management for specialty drugs that may be covered/hidden in the 
medical benefit. 


• Insight and timely access to new drug launches. 
• Formulary management expertise. 
• Comprehensive view of overall pharmacy costs and patient management that may be 


causing trend increases versus medical providers whose primary focus and expertise is on 
medical costs.  


• Extensive reporting and analytics capabilities unmatched by health plans.  Our solutions 
allow in-depth and proactive analysis that we provide as a standard course of action. 


Tab VI (4.2) - Page 222 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
• Quarterly and annual meetings focused on the pharmacy benefit and how it impacts on 


the pharmacy and medical landscape on our clients. 


 


MAINTAINING CARE COORDINATION 


Health care coordination and integration is achievable through today’s technology, and our 
current relationships allow us to work with medical carriers to offer fully-integrated, real-time 
HDHP arrangements; coordinated clinical efforts, through daily data feeds and strategy 
planning; and pharmacy and medical data integration for the creation of full medical 
histories.   Therefore, our standard practices and up-to-date systems mitigate the potential 
inefficiencies that are sometimes associated with choosing a pharmacy carve-out model. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are 
available. 


CVS Health’s total annual revenue in 2015 was $153.3 billion.  The Pharmacy Services 
segment’s total annual revenue in 2015 was $100.4 billion.   


 


CVS Health’s total annual revenue in 2014 was $139.4 billion.  The Pharmacy Services 
segment’s total annual revenue in 2014 was $88.4 billion.   


4.1.11.10 The corporate philosophy and mission statement. 


CVS Health is a pharmacy innovation company.   


 


Millions of times a day, close to home and across the country, we’re helping people on their 
path to better health. 


 


We’re reinventing pharmacy to have a more active, supportive role in each person’s unique 
health experience and in the greater health care environment—from advising on prescriptions 
to helping manage chronic and specialty conditions to providing quality walk-in medical care 
and pharmacy benefits management. 


 


Because we’re present in so many moments, in ways that are more affordable and effective, 
we’re able to positively influence health behavior and shape the future of health care for 
people, businesses and communities. 


 


Health is everything. 
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4.1.11.11 A description of any plans for future growth and development of your 
organization. 


CVS Health Corporation spends more than $1.5 billion per year across our enterprise to ensure 
our systems are leading-edge and provide superior capabilities needed in an increasingly 
complex, government regulated health care environment.  


As a Fortune 10 company, our corporate investment strategy also contemplates the health 
care evolution, which is why we continue to make significant investments in the  
following areas: 


• Unlock the value of adherence. Our investments in clinical capabilities have enabled us to 
improve member health and lower total costs for our customers.  While this value is an 
integral part of our proposal to the client, we believe we have only begun to unlock 
adherence-related value for our clients, and continue to invest accordingly. 


• Extend our specialty capabilities into the medical benefit.  Our specialty capabilities have 
been highly effective in helping our clients manage specialty drug spend while promoting 
medication persistency for members. 


• Connect and engage physicians. In conjunction with our clinical programs, we are making 
complementary investments to support physician engagement and to encourage industry-
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wide connectivity that makes the right member-specific information available to the 
health care provider for evaluation and action. 


• Engage members through digital strategies. We continue to invest in digital capabilities to 
better engage members, utilizing our enterprise-wide member touch points.  We were 
recently honored as InformationWeek’s 2015 Elite 100 Winners and also as the 2015 CIO 
100 Award Winner distinguished by creating business value through the effective and 
innovative use of information technology. 


• Establish a seamless experience for clients and members. Our aim is to create a seamless 
experience, helping to ensure that clients and members receive exceptional service from 
implementation through benefit access and reporting. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by 
your organization.  Describe the implementation approach and methodology 
you employed for the market expansion and/or additional business line 
identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


The deal CVS Health announced, in June 2015, to acquire Target’s pharmacy and clinic 
businesses has closed effective December 16, 2015. Included in the transaction are: 


• More than 1,660 retail pharmacies in 47 states. They will operate under the 
CVS/pharmacy brand through a store-within-a-store format. We now have more than 
9,500 CVS/pharmacy locations across the United States. 


• Approximately 80 retail clinics that will operate under the MinuteClinic® brand. CVS 
Health will open up to 20 new clinics in Target within the next three years. The new clinics 
will be part of the CVS/minuteclinic™ plan to operate 1,500 clinics. 


• We welcome approximately 14,000 of their pharmacy and health care professionals to our 
CVS Health family. 


The acquisition expands our pharmacy footprint by approximately 20 percent and our clinic 
footprint by approximately 8 percent. 


Target dispenses approximately 100 million prescriptions a year, and its clinics annually log 
430,000 patient visits. 


The Target locations bring us to new regions, including Seattle, Denver, Portland,  
Oregon, and Salt Lake City. As of today, CVS Health has an operating presence in every state 
except Wyoming. 


 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


See answer above in question 4.1.10 


4.1.12 Experience 
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 Explain in detail the experience your organization has in providing the services requested 
in this RFP, including specific experience with the following: 


A. Managing a network of Medicaid Providers; 


Designed to provide maximum geographic coverage at marketplace-competitive rates and 
fees, the CVS Health network conforms to all specifications and requirements and currently 
consists of a broad selection of pharmacies nationwide, providing MCO’s and their members 
greater choice and maximum access. The National Network is available for maximum 
coverage; limited networks such as the Advanced Choice Network, offer savings while 
eliminating network redundancy.  CVS Health will develop a network in consultation with 
Aetna that meets GeoAccess requirements.  We’ve had success in implementing preferred 
network strategies in multiple States for our Managed Medicaid clients. 


 


We require that all participating retail pharmacies agree, in writing, to meet all state and 
federal licensing requirements.  Prior to enrollment, the pharmacy must provide evidence of 
active state licenses for the pharmacy and pharmacists, as well as DEA and liability insurance 
with the required minimum amount.  Additional credentialing documents may be requested 
as required by law. 


 


We have a process to ensure that all required Disclosure of Information requirements are 
met.  We start with an online pre-certification for new providers.  If they don’t submit 
Disclosure information, the credentialing process stops there.  Once we collect the Disclosure 
information, CVS Health performs a monthly screening of providers, any person with an 
ownership or control interest or who is an agent or managing employee participating in CVS 
Health networks against the Office of Inspector General (OIG) and the System for Award 
Management (SAM), collectively “Exclusion Files”.  Any facility, person with an ownership or 
control interest, agent, or managing employee of the pharmacy contracted as a CVS Health 
provider found in any of the Exclusion Files will be terminated from all CVS Health networks in 
which it is enrolled. Any person with an ownership or control interest or who is an agent or 
managing employee participating in Medicaid Provider networks against the appropriate 
state Medicaid website to prevent network participation of providers, any person with an 
ownership or control interest or who is an agent or managing employee that has been 
excluded from state health care programs.  A communication is sent to the Account Team(s) 
listing the excluded provider Information, which is then communicated to the client in order 
for them to take action, which usually takes the form of required state regulator reporting. 


 


We provide required network quarterly and annual reporting.  We have also developed a 
provider portal for education to providers on the benefits.   


B. Managed care programs for Medicaid recipients; 
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CVS Health is URAC accredited and has supported Medicaid managed care organizations since 
1988, currently supporting nearly 20 million lives in 31 states. No other PBM can rival our 
experience with Medicaid programs.  With strong knowledge and experience based on 
supporting the clinical and account management operations of our clients, we have been able 
to modify our approach to meet the unique needs and state requirements of Medicaid clients 
and members.  Currently, our Medicaid services are fully integrated into our health plan 
market portfolio. 


 


CVS Health recognizes and understands the uniqueness of the Medicaid population. There is a 
growing trend for states to move the aged, blind and disabled population into managed care 
delivery systems. Additionally, there is a growing movement to fully integrate acute care, 
behavioral health, and long-term services and supports. These efforts mean a significant 
percentage of members in Medicaid managed care have multiple conditions, requiring 
medications to control symptoms or cure the disease. The complexity of drug regimens is a 
major factor of non-adherence and as the level of complexity increases, the rate of adherence 
decreases. Mental illnesses, which have high incidences in this population, can affect a 
member’s ability to understand and/or remember treatment regimens. Our Medicaid-specific 
formulary and clinical programs are geared toward reducing fraud waste and abuse, 
improving quality while managing cost, increasing medication adherence, and improving 
outcomes. We have robust specialty programs, and our member engagement outreach efforts 
are designed to provide high-quality clinical care.  Further, we ensure members have access to 
the most cost effective and clinically appropriate medication through retail and specialty 
channels in addition to mail order, when appropriate. Our core clinical competencies focus on 
adherence, gaps in care, and safety which can impact quality measures. 


 


Dedicated to supporting the strategies and regulatory requirements associated with 
managed Medicaid plans, we have assisted our Medicaid clients in achieving their goals 
through a number of pharmacy benefit solutions.   


C. Managing and improving health outcomes for program recipients; 


CVS Health has a suite of clinical programs that are geared toward improving health 
outcomes for patients, while also managing medical and pharmacy costs.  


 


• HealthTag® - Aetna is evaluating 


CVS Health can help Health Plans extend their reach to engage and retain members 
through its HealthTag program, which offers better coordination and provides more 
comprehensive care to members. Our channels can be used to promote positive 
member behavior change and address opportunities to reduce health care costs. CVS 
Health has industry leading data and targeting algorithms that provide a near real-
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time view of member behavior, allowing us to better identify members who are most 
likely to positively respond to interventions. 


 


 Providing physicians with real-time pharmacy claims data can help paint a more 
complete picture of the member’s health. 


 Face-to-face delivery of healthcare improvement messages at CVS/pharmacy can 
effectively increase member engagement and promote positive behavior change. 


 Messages delivered at MinuteClinic or the pharmacy prompt members to obtain 
necessary healthcare such as screenings, vaccinations or chronic condition 
monitoring Minute Clinic can also provide convenient and low cost acute care. 


 Identifying health improvement opportunities through our real-time pharmacy 
data and clinical targeting provides health plans with important information that 
can be used to better coordinate and improve member care. 


 


• Condition Alerts   


Our Condition Alerts program is a comprehensive solution that leverages 
ActiveHealth’s CareEngine® (an industry-leading clinical decision support tool 
validated by Harvard Medical School) to identify evidence-based opportunities for 
improved member healthcare. The complete suite includes more than 100 conditions 
through ongoing review and analysis of pharmacy and medical claims, and lab values 
(through Quest Diagnostics).  This broad view helps us better understand and address 
each member’s unique opportunities and can complement your existing health 
management program. In an effort to provide additional HEDIS and/or state quality 
measure support, we also offer a Condition Alerts suite that specifically targets HEDIS 
measures in the following conditions: Arrhythmia, Asthma, Behavioral Health, 
Cardiovascular Diseases, Diabetes, Drug Toxicity, Geriatrics/HRM, Heart Failure, 
Kidney Disease, Kidney/Urinary Tract, Osteoporosis, Respiratory and Rheumatoid 
Arthritis. When a gap in therapy is identified, coordinated communications are sent to 
the physician and member suggesting therapy and explaining the guidelines for the 
following opportunities: 


 


 Medical exams and lab tests 


 Preventative screenings  


 Inappropriate or ineffective therapy  


 Additional medication therapy 
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HEDIS MEASURES INFLUENCED BY CONDITION ALERTS 


• Annual Monitoring for Patients on 
Persistent Medications 


• Diabetes Screening for People With Schizophrenia  
or Bipolar Disorder Who Are Using Antipsychotic 
Medications 


• Comprehensive Diabetes Care - Eye 
Exam (Retinal) Performed 


• Disease-Modifying Anti-Rheumatic Drug Therapy  
in Rheumatoid Arthritis 


• Comprehensive Diabetes Care - HbA1c 
Testing 


• Osteoporosis Management in Women Who Had a 
Fracture 


• Controlling High Blood Pressure • Osteoporosis Testing in Older Women 


• Persistence of Beta-Blocker Treatment 
After a Heart Attack 


• Pharmacotherapy Management of COPD 
Exacerbation 


• Comprehensive Diabetes Care - HbA1c 
Control (< 8.0%) 


• Potentially Harmful Drug-Disease Interactions in  
the Elderly 


• Comprehensive Diabetes Care - HbA1c 
Control for a Selected Population (< 
7.0%) 


• Use of Appropriate Medications for People with 
Asthma 


• Comprehensive Diabetes Care - HbA1c 
Poor Control (> 9.0%) • Use of High-Risk Medications in the Elderly 


• Comprehensive Diabetes Care - Medical 
Attention for Nephropathy  


 


 


• Prior Authorization offerings help you reach the best balance of savings and member 
satisfaction to meet your goals. 


 


 Traditional PA - Flags prescriptions at point-of-sale 


 Focus on specific classes 


 Hard stop approach, claims will reject at the point of sale 


 Pharmacy contacts physician to alert him/her that a PA is required.  


 Evidence-based guidelines updated regularly, maximizing both value and 
savings 


 Smart Edit- Leverages medical data to automatically perform PA criteria 
checks. 


 Automatically leverages medical data to perform PA criteria check 


 Automates screening and approval process, reducing or eliminating the need 
for physician outreach 


 Simplifies administrative work for select classes  
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 Gets medications to members faster 


 Streamlined process improves member, physician and client satisfaction.  


 


 Point of sales edits that identify safety issues. Our systems flag potential 
medication safety concerns at point-of-sale for quick action. Anytime a 
prescription triggers safety issues, a real-time safety alert is delivered to the 
dispensing pharmacy.CVS Health pharmacists review claims not addressed at 
point-of-sale within 72 hours of adjudication to determine appropriate course 
of action. Based on Medi-Span, more than 100 alerts are covered within  
this program. 


 


 The Medicaid Formulary offers rational access to needed therapies.  From 
closed formularies to therapeutic interchange programs, we have the 
management expertise to develop the most appropriate level of formulary 
management.  We have developed a Medicaid specific formulary template to 
provide appropriate clinical and cost effective formulary management for 
managed Medicaid coverage providers. Utilization Management, which is 
generally built into the formularies, helps control high utilization, abuse, and 
access to high-cost drugs.  We also can provide exception processing and 
member-level overrides, at clients’ request, in addition to a Medicaid-specific 
template with recommendations. 


 


•Specialty Drug Program - Provides injectable and biotech drugs efficiently and cost-
effectively through one full-service source, offers member support/education, 
integrates drug utilization and compliance programs, and offers PBM-based electronic 
claims processing. CVS Health’s specialty management capabilities can better address 
drug spend under both the pharmacy and medical benefit. We are the only specialty 
pharmacy that can integrate rare disease management—critical to help control 
overall costs related to this small but high cost population. We are also the only 
company to provide specialty pharmacy access through our retail stores—a program 
we call Specialty Connect.  


 


Specialty Connect creates seamless access via any of our 9,500 CVS/pharmacy 
locations or e-prescribing to any CVS Health pharmacy, where state restrictions do not 
exist. Once the prescription comes in, the patient gets the message that our disease-
specific CareTeam will call them, generally within hours. The Care Team includes 
pharmacy coordinators who deal with much of the administrative requirements for 
filling the prescription. The CareTeam also includes pharmacists to manage the 
medication specific discussions including side effect management, injection training 
and options for delivery. The patient can choose to have the medication delivered to 
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their home, or they can pick it up at their neighborhood CVS/pharmacy. The clinicians 
on our Specialty CareTeam include disease management nurses and Coram Nurses 
who support those patients on infused medications.  


D. Administering Medicaid utilization and case management programs; 


Generally, the Managed Medicaid formulary contains Medicaid-specific criteria for prior 
authorization, step therapy, and quantity limit programs however we can also administer 
utilization management programs outside of the formulary. 


 


Utilization Management edits help control high utilization, abuse, and access to high-cost 
drugs.  We also can provide exception processing and member-level overrides, at Aetna’s 
request.  Our experience in Medicaid allows us to provide recommendations for a highly 
managed, cost effective formulary while remaining clinically appropriate.  We create 
Medicaid-specific criteria for prior authorization, step therapy, and quantity limit programs.  


 


Medicaid Medication Therapy Management Program  


For those high-risk members with the most complex and costly medication regimens, CVS 
Health offers a Medicaid Medication Therapy Management (MTM) program geared toward 
meeting the needs of Medicaid members. The program is designed to mitigate adverse 
medical events and enrich Medicaid members’ understanding of medication use, improve 
therapeutic outcomes by enhancing medication adherence, and reduce adverse drug events. 
The MTM program includes interventions for both members and prescribers. Our 
comprehensive medication reviews includes interactive, face-to-face or telephonic 
consultation, with follow-up interventions when necessary. The face-to-face consultations 
take place in retail pharmacies nationwide. The MTM program consists of two components: 
the Comprehensive Medication Review (CMR) and Targeted Medication Review (TMR).  


 


• Comprehensive Medication Review (CMR) is an interactive, person-to-person 
medication review provided to the member by a pharmacist or other qualified 
provider and is offered at least annually. The CMR is a review of the beneficiary’s 
medications, including prescription, over-the-counter (OTC) medications, herbal 
therapies and dietary supplements, which assesses medication therapy and optimizes 
patient outcomes.  The pharmacist may identify a drug therapy problem that requires 
immediate prescriber outreach during the CMR.  If this occurs, the pharmacist is 
instructed to telephone or fax the appropriate prescriber to resolve the drug therapy 
problem.  This service is intended to optimize therapeutic outcomes through improved 
medication use.   
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• Targeted Medication Reviews (TMRs) occur on a quarterly basis, starting during the 


month in which a beneficiary is targeted to participate in the MTM program.  All 
beneficiaries who meet the MTM program targeting criteria will receive TMRs, 
whether or not the beneficiary, caregiver, or prescriber, is able to receive or accept the 
CMR service. 


E. Medicaid claims processing and adjudication; 


A Medicaid member presents his or her identification card to the pharmacist along with a 
valid prescription. Claims for covered outpatient drugs are processed at point of sale in 
accordance with current state regulations, Centers for Medicare and Medicaid Services (CMS) 
guidelines, National Council of Prescription Drugs Programs (NCPDP) standards and Health 
Insurance Portability and Accountability Act (HIPAA) guidelines. The pharmacist submits the 
claim through our online point-of-sale adjudication platform. Covered outpatient drugs are 
subject to a series of edits to ensure accuracy of data submitted, member and plan eligibility, 
patient safety, compliance with tamper resistant requirement for written prescriptions, and 
fraud and abuse prevention: 


• Verification that written prescriptions prescribed to a Medicaid member must be on paper 
with at least one-resistant feature as outlined by CMS.  


• Verification of provider eligibility (pharmacy; and prescriber), including Federal, state and 
Office of Inspector General (OIG) excluded provider edits to confirm provider is not on one 
of the exclusion lists.  


• Verification that the claim falls within the window of time for processing claims from 
• State pharmaceutical assistance programs and other payers. 
• Verification of member's primary versus secondary coverage under the Plan and that the 


claim is consistent with that coverage. 
• Verification of plan benefits coverage, based on the client’s formulary and whether the 


covered outpatient drug is from a manufacturer participating in the federal drug rebate 
program. 


• Verification of formulary drug status and exceptions, including Transition Fill allowance 
and any Prior Authorization (PA) or Step Therapy (ST) or other utilization management  
(e.g. quantity limits) requirements. 


• Verification that Medicaid Identification Number (RxBIN), Rx Processor Control Number 
(RxPCN),  RxGroup all match exactly for the claim. 


• Prospective Drug Utilization Review (DUR) 


 


Messages are immediately transmitted, advising the pharmacy of claim status (pay or deny), 
claim payable amount, member cost-share amount, and applicable DUR messages.  The 
entire process occurs within seconds. If the claim is denied, or if the pharmacist has a problem 
processing the claim, a toll-free telephone number to our Pharmacy Help Desk is available 24 
hours a day, seven days a week.  
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CVS Caremark receives drug information from Medispan on a daily basis. In addition, 
Medispan sends a weekly Medicaid rebate file which updates CMS term dates.  Medispan 
data is loaded in the claims adjudication system.  The submitted NDC code is validated 
against the NDC code from Medispan information.  If the NDCs do not match to a valid 
Medispan NDC, the claim is rejected with the NCPDP code 54- Non-Matched Product/Service 
ID Number (NDC not on file). Active NDC codes are required for adjudication through the PBM 
claims processing platform.   


 


Audits of claims and pharmacies occur daily.    


F. Project management; and 


We follow a detailed four step approach for effective planning: 


Discovery/Success Criteria 


• Gather business information and requirements to define project scope 


• Build context for the current state and provide direction to help identify 
potential/future state capabilities and features 


• Focus on areas most valuable to <<client>>’s business and most relevant to meeting 
member needs 


Design/Build 


• Design and build a solution that helps achieve business objectives and deliver desired 
outcome 


• Solution includes all project elements, i.e., business processes, systems, interfaces, 
data, usability, analytics, look/feel, etc. 
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Test 


• Test the solution against requirements documented to help ensure completion with 
high quality 


• Focus on achieving the agreed upon performance, reliability and availability targets 


Implement 


• Implement and deploy the solution in production 


• Stabilize the environments and execute the cutover plan 


• Ready for go live. 


G. Qualifications of key personnel. 


To serve our client base, we staff our account services organization with knowledgeable, 
experienced professionals who understand the specific needs of our clients.  These 
professionals work collaboratively to align the strategic direction of our Health Plans with CVS 
Health's capabilities.  


The account services vision is to achieve exceptional client loyalty by delivering unparalleled 
service through effective communication and coordination.   


4.1.12.2 Describe your experience with performance incentives based on targeted 
health outcome standards. In addition, identify specific performance measures 
that would provide the most meaningful measure of health care service 
delivery performance. 


Not Applicable 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


CVS Health Corporation spends more than $1.5 billion per year across our enterprise to ensure 
our systems are leading-edge and provide superior capabilities needed in an increasingly 
complex, government regulated health care environment.  


 


We have developed solutions to address the industry changes and to help our clients manage 
increasing pharmacy costs: 


HELPING OUR CLIENTS MAINTAIN LEADING EDGE IN THE MARKET  


As a pharmacy innovation company, we are investing in client challenges while innovating to 
maintain a leading edge in the market.  We recommend that clients evolve their pharmacy 
strategy to stay ahead of these challenges by leveraging CVS Health’s product innovation.  In 
fact, the benefit of our integrated model and our ability to offer choice of channel is that we 
can service the diverse population needs of all our clients in their unique markets. In 2016, 
CVS Health was recognized as 3rd on Fast Company’s most Innovative Company list for 


Tab VI (4.2) - Page 234 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 
becoming a one-stop health shop.  Following are some examples of industry challenges where 
we can help the client navigate successfully through the evolving health care landscape: 


 


• Supporting Members increased responsibility with CDH 
• Helping reduce cost of care beyond pharmacy  
• Encouraging Members to stay well, manage their disease, and stay adherent to their 


prescriptions  
• Working with physicians to align decisions with both plan and member. 


 


CVS Health Government Affairs and Compliance teams track, analyze, and monitor all facets 
of health care reform legislation and work with our internal business units to help ensure that 
we are developing the right solutions for all of our clients in all markets.  Here are a few 
solutions that help support our clients: 


 


MANAGED MEDICAID SOLUTIONS 


Our expertise and knowledge of the unique needs of the managed Medicaid business segment 
enables us to help improve the PMPM performance and operational efficiency of our 
managed Medicaid clients.  We also know plans are most successful managing costs and 
meeting requirements when they have access to Medicaid experts who are dedicated to 
helping them reach their goals.  This is precisely why the clinical, account, and analytics 
experts within our managed Medicaid segment provide detailed, consultative support to help 
our clients manage the complexities of their business, such as PMPM performance; State 
requirements; formulary management; NCQA accreditation, and HEDIS scores. 


 


4.1.12.4 Describe the experience your organization has had working with state 
government and/or experience in specifically related services. 


CVS Health has significant experience working in multiple levels across Government  
accounts. We have experience working at the federal and state levels and currently support 
14 state entities.  
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4.1.12.5 Provide the names, résumés, and any additional pertinent information 
regarding key personnel responsible for performance of any contract resulting 
from this RFP. In addition, specify the specific responsibilities of each of these 
individuals in relation to the requirements set forth herein. This information 
must be included in vendor’s technical response to the RFP. 


See attachment G 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


A. Information Systems 


James Amenuvor - Director, IT Systems 


B. Utilization/Case Management 


Not Applicable 


C. Claims Payment 


TBD 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Not Applicable 


E. Health Education 


Not Applicable 


F. Data Coding 


TBD 


G. Contract Negotiation Specialists/Network Recruiters 


Damon Tressler – Director Network Services 


H. Encounter Data 


Darius Rahaman – Sr. Manager Encounter Operations 


I. Other staff as needed for project 


TBD 


4.1.12.7 Provide copies of any current licenses or certifications, including your license 
to operate as an HMO in Nevada. 


Not applicable 
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4.1.12.9 List any associations or organizations to which the organization belongs. 


CVS Health is a pharmacy benefits manager (PBM) that contracts directly with pharmacy 
services administrative organizations (PSAOs).  By contracting with PSAOs in addition to retail 
pharmacy chains, we are able to develop retail provider networks that allow plan 
members/plan sponsors nationwide access. 


 


Our relationships support a range of events at which we connect with potential suppliers 
including local, regional and national trade shows.  CVS Health also supports training and 
resources that help diverse businesses expand capability and sustainability. 


 


Relationships supporting CVS Health Supplier Diversity include: 


• National Minority Supplier Development Council (NMSDC) & NMSDC affiliates 
(active)—Corporate Member 


• Women’s Business Enterprise National Council (WBENC) & WBENC affiliates (active) —
Corporate Member 


• United States Hispanic Chamber of Commerce—Corporate Member 


• United States Pan Asian American Chamber of Commerce—Corporate Member  


• National Gay and Lesbian Chamber of Commerce—Corporate Member. 


 


Other advocacy organizations: 


• Keeping the Promise-California Disabled Veteran Business Alliance 


• The Elite Network of Service Disabled Veteran Owned Business 


• National Association of Minority Contractors 


• Hispanic Contractors Association. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages 
spoken. 


We have an internal, Spanish-speaking team that offers bilingual phone service as well as an 
additional language resource through Teleservices. 


4.1.12.9 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


See answer above in question 4.1.12.6  


 


4.1.13 Health Information Exchange Questions: 
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4.1.13.1 What percentage of providers in your network participate in the HealtHIE 
Nevada statewide health information exchange (HIE)?  Please indicate your 
answer using the following table: 


Not applicable 


Provider Category % Participation 


Financial 


Participation Only 


Financial 


Participation and 


Provide Data into 


the HIE 


Physician   


Acute Care Hospital   


Other Inpatient Facility (e.g. Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


  


Laboratory   


Radiology   


All Other    


 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in 
your network to participate in the HealtHIE Nevada statewide health 
information exchange? Please describe. 


Not applicable 


 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use 
the tool to improve the health of your managed care populations and to 
control plan costs. 


Not applicable 


Tab VI (4.2) - Page 238 NV Managed Care Organization RFP No.: 3260







 
AETNA BETTER HEALTH® OF NEVADA


4.1 Vendor Information


 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number 


CaremarkPCS Health, L.L.C.’s (4.1.14.1-2) are provided in Part III – Confidential Financial 
Information. 


4.1.14.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


Per Amendment 2, Question 258, “The State does not require financials from subcontractors 
however, it is the awarded vendor’s responsibility to ensure subcontractor meets all 
requirements outlined in the RFP.”  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Andrew Rhodes 
Key Personnel: 


(Yes/No) 
 


Individual’s Title: Senior Director, Operations and Account Management – CVS Health 


# of Years in Classification: 6 # of Years with Firm: 17 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Andrew Rhodes is Senior Director, Aetna SBU Operations & Account Management. In this role, Mr. Rhodes has 
overall responsibility for the Account Management teams supporting the various Aetna business units as well as the 
operation teams that support Aetna.  Mr. Rhodes has supported the Aetna account since its inception in 2010.   
 
Prior to 2010, Mr. Rhodes held leadership roles within Client Benefits and Account Services and leading platform 
migration initiatives.  Mr. Rhodes began his career in new client implementations.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2014 – Present: Sr. Director Operations and Account Management, CVS Health – Dallas, TX 
2008 – 2014: Director Operations Services, CVS Caremark – Dallas, TX 
2002 – 2007: Senior Advisor, Strategic Account Services, CVS Caremark – Dallas TX 
1999 – 2002: Implementation Manager, CaremarkRx Inc. – Dallas TX 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Texas Christian University – MJ Neely School of Business, Dallas, TX: BBA in Management (1989) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Project Management Professional (PMP) - Project Management Institute: September 2005 – March 2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: David M. Denton 
Key Personnel: 


(Yes/No) 
 


Individual’s Title: Executive Vice President & CFO, CVS Health 


# of Years in Classification: 6 # of Years with Firm: 17 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dave Denton currently serves as Executive Vice President, Chief Financial Officer and Chief Accounting Officer of 
CVS Health.  He joined the company in 1999 and has held various managerial positions throughout the company 
during his tenure. 
 
Most recently, Mr. Denton held the position of Senior Vice President and Controller/Chief Accounting Officer of CVS 
Health.  Previously he served as Chief Financial Officer and Controller for PharmaCare, CVS Corporation’s legacy 
PBM subsidiary.  Additionally, while at CVS Health he has held positions in Corporate Treasury, Financial Planning 
and Analysis and Corporate Finance.  He has more than 15 years of finance experience primarily in the Health 
Care and Drug Retail industries. 
 
Before joining CVS Health, Mr. Denton was with the management consulting firm of Deloitte and Touche, practicing 
out of their Boston office.  He consulted primarily in the Health Care and Financial Services sectors focusing on 
Strategy, Finance, and Operational topics.  His clients included large health maintenance organizations, major 
hospital systems, and national PPOs.  Prior to that, he also held several management positions at Blue Cross Blue 
Shield of Florida and its HMO subsidiary Health Options Inc. in Jacksonville, Florida.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
January 2010 – Present: Executive Vice President and Chief Financial Officer of CVS Health Corporation  
March 2008 – December 2009: Senior Vice President and Controller/Chief Accounting Officer of CVS Caremark 
Corporation  
April 2007 – March 2008: Senior Vice President, Financial Administration of CVS Caremark Corporation and 
CVS/pharmacy, Inc. 
October 2005 – April 2007: Senior Vice President, Finance and Controller of PharmaCare Management  
Services, Inc.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Wake Forest University School of Business, Greensboro/Winston-Salem, North Carolina: MBA (1989) 
Kansas State University, Manhattan, Kansas: BS/Business Administration (1987)
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: John Lavin 
Key Personnel: 


(Yes/No) 
 


Individual’s Title: Senior Vice President – Provider Network Services 


# of Years in Classification: 6 # of Years with Firm: 24 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As Senior Vice President of Network Services, John Lavin manages CVS Health’s relationship with our network  
of pharmacy providers.  He is responsible for directing all activity in the Network Administration department, 
including provider contracting and network development, technical support of providers, pharmacy performance, 
and pharmacy audit.  He also leads a team responsible for the interface between CVS Health and industry 
standards organizations. 
 
He led the development of CVS Health’s Medicare Part D pharmacy networks, and he continues as a key member 
of the project team.  Mr. Lavin joined PCS Health Systems in 1991, which merged with Advance Paradigm, then 
CVS Health in 2004 and later CVS Health.  
 
Previously employed by Lincoln National Corporation and Deloitte & Touche, Mr. Lavin acquired a broad 
background in eCommerce in health care, strategic planning, medical economics, and provider contracting.  He 
also worked in administration at the Hospital of Saint Raphael’s.  Mr. Lavin is a member of the National Council of 
Prescription Drug Programs’ Board of Trustees, and served as Chairman of the Board in 2002.  He is also a Board 
of Trustee member for the Juvenile Diabetes Research Foundation, Desert Southwest Chapter. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 


2011 – Present: CVS Health: Senior Vice President, Provider Network Services, Woonsocket, RI 
1991 – 2010: CVS Caremark Corporation Vice President Network Administration, Woonsocket, RI 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Yale University School of Medicine, New Haven, CT: MPH in Epidemiology & Health Policy 
Miami University, Oxford, OH: MBA 
Bowling Green State University, Bowling Green, OH: BS in Business Administration 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Chairman, National Council of Prescription Drug Programs – 2002 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Tab VI (4.2) - Page 248 NV Managed Care Organization RFP No.: 3260







Revised:  09-25-13 Resume Form Page 1 of 2 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Larry J. Merlo 
Key Personnel: 


(Yes/No) 
 


Individual’s Title: President & CEO, CVS Health 


# of Years in Classification: 5 # of Years with Firm: 30 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Larry J. Merlo is the President and Chief Executive Office of CVS Health.  As CEO, his four key areas of focus 
include: maximizing the potential of the PBM, sustaining retail leadership, continuing innovation to create new 
health care solutions, and more consistently delivering financial and operational excellence and accountability. 
 
Over the years, Mr. Merlo has held positions of increasing responsibility and served as Executive Vice President of 
CVS Health and President of CVS/pharmacy-Retail; Executive Vice President-Stores of CVS Health; and Executive 
Vice President-Stores of CVS Pharmacy, Inc.  Mr. Merlo began his career at Thrift Drug and People’s Drug, which 
ultimately became part of CVS/pharmacy, and has been with the company for more than 30 years.  
 
Under Mr. Merlo’s leadership, CVS/pharmacy has generated industry-leading sales and profit results through both 
organic growth and acquisitions.  In fact, Merlo has the best industry track record of integrating major acquisitions.  
Mr. Merlo has successfully led five major retail integrations including Revco, Arbor, Eckerd, Savon-Osco, and 
Longs.  He is known and respected for setting high expectations, building collaborative teams and an environment 
of candor and trust, establishing clear accountability, and delivering results. 
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2011 – Present: President & CEO, CVS Health, Woonsocket, RI 
2007 – 2010: Executive Vice President, CVS Caremark, Woonsocket, RI 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Pittsburgh School of Pharmacy, Pittsburgh PA – Bachelor of Science (1978) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Troyen A. Brennan, M.D, M.P.H. 
Key Personnel: 


(Yes/No) 
 


Individual’s Title: Executive Vice President & CMO, CVS Health 


# of Years in Classification: 8 # of Years with Firm: 8 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Troyen A. Brennan, M.D., M.P.H., is Executive Vice President and Chief Medical Officer of CVS Health. In this role, 
Brennan provides oversight for the development of CVS Health’s clinical and medical affairs and health care 
strategy, as well as the company’s CVS MinuteClinic and Accordant Health Care businesses. 
 
Previously, Brennan was Chief Medical Officer of Aetna Inc., where he was responsible for clinical policies, as well 
as Aetna's full range of clinical operations, disease management programs and patient management services. Prior 
to that, Brennan served as president and CEO of Brigham and Women's Physicians Organization. In his academic 
work, he was Professor of Medicine at Harvard Medical School and Professor of Law and Public Health at Harvard 
School of Public Health 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 


2008 – Present: Exec VP/Chief Medical Officer CVS Health Corp  
2005 – 2008: Exec VP/Chief Medical Officer Aetna Inc,  
2000 – 2005: President/CEO Brigham & Women's Physicians Organization 
1995: Professor: Medicine Harvard Medical School  
1992: Professor: Law & Public Health Harvard University School of Public Health 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Yale University, New Haven, CT: MD, MPH, JD (1984) 
Oxford University, Oxford England: Master’s Degree/Rhodes Scholar 
Southern Methodist University, Dallas, TX: Bachelor of Science 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Dr. Brennan is a member of the Institute of Medicine of the National Academy of Sciences. 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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4. COMPANY BACKGROUND REFERENCES 
4.3  Business References 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


 


Reference #: 1 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
MyNgoc Dang-Nguyen,  Pharm.D.  
Vice President, Pharmacy Services 
CAPITAL BLUE CROSS  


Street Address: 2500 Elmerton Avenue 


City, State, Zip: Harrisburg, PA 17177-9799 


Phone, including area code: 717.703.8626 


Facsimile, including area code: 717.651.4221  


Email address: MyNgoc.Dang-Nguyen@CapBlueCross.com 


Alternate Contact Information 


Name: Not Applicable 


Street Address: Not Applicable 


City, State, Zip: Not Applicable 


Phone, including area code: Not Applicable 


Facsimile, including area code: Not Applicable 
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Email address: Not Applicable 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Pharmacy Benefit Management (PBM) 
Services 


Original Project/Contract Start Date: January 1st, 2011 


Original Project/Contract End Date: Not Applicable 


Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Reference #: 2 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
Jim Gartner 
CareSource Health Insurance 


Street Address: 230 N. Main Street 


City, State, Zip: Dayton, OH  


Phone, including area code: 937-531-2878 


Facsimile, including area code: Not Applicable 


Email address: james.gartner@caresource.com 


Alternate Contact Information 


Name: Not Applicable 


Street Address: Not Applicable 


City, State, Zip: Not Applicable 


Phone, including area code: Not Applicable 


Facsimile, including area code: Not Applicable 


Email address: Not Applicable 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Pharmacy Benefit Management (PBM) 
Services 


Original Project/Contract Start Date: August 1st, 2008 


Original Project/Contract End Date: Not Applicable 


Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 
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Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Reference #: 3 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
Dr. Robert Kritzler MD 
Chief Medical Officer 
Family Health Network 


Street Address: 322 South Greene St. 
 


City, State, Zip: 
Chicago, Il. 60607 
 


Phone, including area code: 
312- 995- 1927 
 


Facsimile, including area code: Not Applicable 
Email address: Rkritzler@myfhn.com 


Alternate Contact Information 


Name: 
Luenetta Jackson 
Pharmacy Director 
Family Health Network 


Street Address: 322 South Greene St. 


City, State, Zip: Chicago, Il. 60607 


Phone, including area code: (312) 802-6020 


Facsimile, including area code: Not Applicable 


Email address: ljackson@myfhn.com 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Pharmacy Benefit Management (PBM) 
Services 


Original Project/Contract Start Date: April 1st, 2013 
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Original Project/Contract End Date: Not Applicable 


Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


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


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


 


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


 
If the exception and/or assumption require a change in the terms in any section of the RFP, the 
contract, or any incorporated documents, vendors must provide the specific language that is 
being proposed in the tables below.  If vendors do not specify in detail any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.   
 
  


Company Name  
    


Signature    
    
    
Print Name   Date 
 
 


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


EXCEPTION SUMMARY FORM 


EXCEPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be 


identified) 
ATTACHMENT E 
INSURANCE 
SCHEDULE 


Insurance 
Requirements 
 
Section F 


Pgs 1 & 4 of 
Attachment E. 


CVS Health’s subcontractors can not be included as 
additional insured’s on our policies, nor can we 
provide separate certificates or endorsements for 
each.   We can require our contractors to maintain 
the required minimum insurance levels included in 
Schedule E. 


ATTACHMENT E 
INSURANCE 
SCHEDULE 


A.1.a 
B.1 


Pgs 1, 2, & 3 of 
Attachment E. 


The State of Nevada will be included as an 
additional insured under a blanket endorsement. 


 A.3.a  We will include the State of Nevada under a blanket 
waiver of subrogation. 


FIDELITY BOND 
or CRIME 
INSURANCE 


A.5.b  We will include the State of Nevada as a loss payee 
under a blanket endorsement. 


ADDITIONAL 
INSURANCE 
REQUIREMENTS 


B. 1.  3 CVS Health confirms for Commercial General 
Liability and Automobile liability, but cannot agree for 
the professional policies.  Under no policies can we 
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EXCEPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be 


identified) 
dedicate the full limits of liability purchased to the 
State of Nevada.  Liability will be assumed under the 
contract. 


NOTICE OF 
CANCELLATION 


C 3 Notice will be given to the State by the Contractor. 


VERIFICATION 
OF COVERAGE  


E 4 CVS Health can provide redacted copies of our 
policy declarations pages and endorsements. 
insurance  


 
ASSUMPTION SUMMARY FORM 


ASSUMPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must 


be identified) 
    


    


    


 
This document must be submitted in Tab V of vendor’s technical proposal 
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4. COMPANY BACKGROUND REFERENCES 
4.1 Vendor Information 
4.1.1 Vendors must provide a company profile in the table format below. 


 
Question Response 


Company name: eviCore healthcare 


Ownership (sole proprietor, partnership, etc.): Limited Liability Company (LLC) 


State of incorporation: NY 


Date of incorporation: 


MedSolutions, now DBA eviCore healthcare, 
began operations in its original form in 
1992.  CareCore National, LLC, now DBA 
eviCore healthcare, was founded March 23, 
1994 and operated under the name New 
York Medical Imaging, PLLC which 
eventually did business under the name 
NYMI Management Services, LLC, and was 
renamed to CareCore National, LLC in June 
2001. 


# of years in business: 24 years 


List of top officers: 


John J. Arlotta, Chairman and Chief 
Executive Officer 


Timothy M. Cook, Treasurer 


Philip S. Clark, Secretary 


Gregg P. Allen, MD, Chief Medical Officer 


Location of company headquarters: Bluffton, South Carolina 


Location(s) of the company offices: 


eviCore healthcare (eviCore) has offices in: 
Bluffton, South Carolina 


Boston, Massachusetts 


Carlsbad, California 


Colorado Springs, Colorado 


Franklin, Tennessee 
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Question Response 


Greenwich, Connecticut 


Lexington, Massachusetts 


Melbourne, Florida  


Plainville, Connecticut 


Sacramento, California.  


 


Employees are located in our headquarters, 
one of our operating centers, or in a remote 
location. 


Location(s) of the office that will provide the 
services described in this RFP: 


Members of eviCore’s team work out of a 
corporate office located in Bluffton, South 
Carolina; Boston, Massachusetts; Carlsbad, 
California; Colorado Springs, Colorado; 
Franklin, Tennessee; Greenwich, 
Connecticut; Lexington, Massachusetts; 
Melbourne, Florida; Plainville, Connecticut; 
or Sacramento, California.  Various 
members of the team will also work 
remotely.  The team has a national 
presence and travels regularly to meet with 
clients. 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


The breadth and scale of our clinical 
expertise is unmatched as we currently have 
more than 200 medical directors covering 28 
specialties, more than 200 academic and 
private physicians on our advisory panels, 
and 700 nurses. 


 


eviCore’s Aetna Client Services Team, 
consisting of Jonathan Murray, Patrick 
Dawson, and Paul Van der Voort, and will 
be the main points of contact for Aetna 
support requests.  eviCore’s Client Services 
Team also has access to the breadth of 
eviCore’s operational areas to support 
client needs. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


Across the United States, eviCore has more 
than 3,000 employees. 
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Question Response 


Location(s) from which employees will be 
assigned for this project: 


Members of eviCore’s team work out of a 
corporate office located in Bluffton, South 
Carolina; Boston, Massachusetts; Carlsbad, 
California; Colorado Springs, Colorado; 
Franklin, Tennessee; Greenwich, 
Connecticut; Lexington, Massachusetts; 
Melbourne, Florida; Plainville, Connecticut; 
or Sacramento, California  Various members 
of the team will also work remotely.  The 
team has a national presence and travels 
regularly to meet with clients. 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


CareCore National, LLC d/b/a eviCore healthcare is registered as a foreign LLC in Nevada. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 


Question Response 


Nevada Business License Number: E0145882014-8 


Legal Entity Name: CareCore National, LLC d/b/a 
eviCore healthcare 


National Provider Identified (NPI) N/A 


Atypical Provider Identified (API) N/A 
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Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No X 


 


If “No”, provide explanation. 


CareCore National, LLC has adopted the d/b/a eviCore healthcare in Nevada and filed all 
required paperwork. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


CareCore National, LLC d/b/a eviCore healthcare has all required licenses in the State of 
Nevada to perform the services. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were performed: N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 
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4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


 


 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 
Date of alleged contract failure or 
breach:  


Parties involved:  


Description of the contract failure, 
contract breach, or litigation, including  


Yes  No X 
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Question Response 
the products or services involved: 


Amount in controversy:  


Resolution or current status of the 
dispute:  


If the matter has resulted in a court 
case: 


Court Case Number 


  


Status of the litigation:  


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of 
RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation 
process; however, vendors must be specific.  If vendors do not specify any exceptions and/or 
assumptions at time of proposal submission, the State will not consider any additional 
exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Yes, provided that the $15MM performance security does not apply to eviCore, as this is 
indicated as an exception within Attachment B. 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages.  


eviCore is a leading provider of medical benefits management (MBM) solutions to managed 
care and risk-bearing provider organizations.  Our strength and breadth of MBM expertise 
allows eviCore to continuously bring our clients practical, innovative, and effective strategies 
that reduce costs while guiding providers and their patients to higher quality,  
evidence-based care.   
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The origins of eviCore began in 1992 as an owner/operator of diagnostic imaging centers.  In 
1994, we began offering radiology benefits management solutions.  Since then, we expanded 
our portfolio to include eight additional MBM solutions that support better outcomes.  All 
solutions offered are built on scalable, flexible technology enabling our clients to develop 
customized programs that meet both their short- and long-term goals.  Our solutions include: 


Radiology 


Cardiology 


Musculoskeletal  


Sleep  


Medical Oncology  


Radiation Therapy 


Specialty Drug Management 


Laboratory Management  


Post-Acute Care. 


 


Today eviCore continues to deliver innovative MBM solutions designed to bring better 
outcomes to everyone involved in the healthcare system: patients, providers, and plans 
alike.  Through our formidable data and analytics capabilities, and the insight of more than 
3,000 health professionals, we create a uniquely evidence-based approach to the 
management and distribution of medical benefits.  
 


Why Choose eviCore? 


As one of the country’s largest utilization and medical-benefit management companies, we 
provide value to each of our clients with cost-effective, evidence-based tools to engage 
providers in support of the practice of evidence-based medicine.  eviCore offers medical 
benefits management solutions on a flexible and scalable utilization management platform, 
capable of clinical, operational, and reimbursement options, including claims payment 
options to meet local, regional, and multistate requirements as well as variably sized 
membership and management objectives.  Our longstanding national presence and 
experience provides the advantage of a consistent approach and operational flow for 
members, combined with the flexibility of our system to meet national or local requirements. 


Our Strengths vs. Competitors 


Nine Major Healthcare Solutions: eviCore offers more comprehensive medical benefits 
management solutions than any other company in our industry.  To clients, this means that 
once a program is implemented, we can integrate additional programs with reduced 
implementation costs by taking advantage of existing IT and data-transfer infrastructure.  
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And familiarity will reduce the time associated with medical policy concordance and day-to-
day vendor management. 


Program Flexibility: eviCore and its clients can customize programs to meet local market 
needs.  Each program can be delivered in a range of options, from clinical decision support to 
clinical review with authorizations linked to claims (prior authorization) that include 
certifications (approvals) and non-certifications (denials).  


Evidence-Based Clinical Foundation: eviCore maintains the industry’s most comprehensive, 
well documented, and up-to-date clinical criteria in collaboration with program-specific 
Medical Advisory Committees comprising more than 200 nationally recognized academic and 
community-based, board-certified physicians.  The committees meet regularly to review the 
program clinical criteria and to discuss technological advances and new evidence-based 
research that impacts eviCore’s programs.  The committees base their criteria on guidelines 
established by medical specialty societies (e.g., the NCCN), published research, and peer-
reviewed literature.  When new clinical information is made available, updates to clinical 
criteria can be established within 24 hours.  With one-third of staff serving as certified 
clinicians, eviCore ensures more accurate clinical information collection, fewer provider 
callbacks, and a reduction in request time.  


Minimizing Network Disruption: Our commitment to minimizing disruption extends beyond 
that of our competitors’, by offering “on-the-ground” network support to clients’ internal 
team. 


Next-Generation IT and Data Analytics: eviCore is the only medical benefits management 
company offering “IT Lite” implementation.  Additionally, the solution is vendor-hosted, 
which will reduce the IT burden for clients.   


 


Since 1994, eviCore has worked with its clients to develop evidence-based healthcare 
solutions that produce quantitative savings and a return on investment.  The eviCore team 
understands the unique challenges facing the industry today and customizes programs 
tailored to each client’s specific requirements.  With eviCore, clients will be assured: 


Members receive the right care at the right time 


Providers are supported throughout the program 


Client support teams are prepared for the program. 


 


The eviCore Team 


The eviCore corporate headquarters is located in Bluffton, South Carolina; Boston, 
Massachusetts; Carlsbad, California; Colorado Springs, Colorado; Franklin, Tennessee; 
Greenwich, Connecticut; Lexington, Massachusetts; Melbourne, Florida; Plainville, 
Connecticut; or Sacramento, California.  Clients have access to our expanded utilization 
management staff and call center representatives, approximately 1,110 in total (more than 
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200 medical directors, 700 nurses, more than 200 academic and private physicians on our 
advisory panels, and 270 call center representatives). 


 


Clients 


eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization  
delivery model. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 
300e-9? 


No 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description 


 


Since 1992, clients have relied on eviCore’s innovative approach to managing smarter and 
safer healthcare services.  In fact, many of eviCore’s current product offerings were developed 
at the request of clients.  


 


1992: Established MedSolutions Inc. as owner/operator of diagnostic imaging centers 


1994: Established CareCore National LLC / Introduced radiology benefits management 


1997: Divested diagnostic imaging centers 


2006: Introduced Cardiology solution 


2007: Introduced Medical Oncology solution 


2008: Introduced Lab Management solution / Introduced Musculoskeletal solution / 
Introduced Sleep solution / Deployed Claims StudioSM/UPADSSM platform 


2009: Introduced Radiation Therapy solution 


2010: Implemented EMC Greenplum™ database software 


2011: Introduced cancer care management through oncologist-developed pathways / 
Launched Predictive Intelligence program 


2012: Developed Accountable Care Organization program / Expanded Network Quality 
Assessment program / Established HEDIS Compliance reporting / Acquired DNA Direct, a 
genomics-focused company established in 2005 /Deployed MicroStrategy analytics platform 
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2013: Acquired Landmark Healthcare, a musculoskeletal management company established 
in 1985 / Acquired Triad, a musculoskeletal management company established in 1996 / 
Launched Bundled Payment program / Piloted Specialty Drug program 


2014: Acquired CareNext, a post-acute care company established in 1998, and introduced 
Post-Acute Care solution / Acquired HealthFortis, a clinical decision support company 
established in 2010 / Completed merger between CareCore National LLC and  
MedSolutions Inc. 


2015: Rebranded and renamed combined company as eviCore healthcare / Acquired certain 
data and software assets of Access MediQuip, a medical device management company 
established in 1997 /Launched Informed Insights 


2016: Launched Specialty Drug Management solution / Acquired QPID Health, a health 
technology company established in 2005 


 


eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization  
delivery model. 


4.1.11 Corporate Background 


4.1.11.1 Provide a general description of the primary business of your organization and 
its client base. Include the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 


eviCore healthcare offers proven, diversified medical benefits management solutions that 
help our clients reduce costs while increasing the quality of care provided to their members.  
Relying on our team of specialized medical professional resources, extensive evidence-based 
guidelines, and advanced technologies, we ensure that each patient receives the right care at 
the right time.  


 


eviCore is built with the size and scale to address the increasing complexity of today’s 
healthcare system.  Through our exceptional capabilities—and an acute sensitivity to the 
needs of everyone involved—we harness healthcare’s evolving demand and inherent change 
to better manage and optimize health benefits.  The result is an evidence-based approach 
that utilizes our proven talent and leading-edge technology to realize better outcomes. 


 


The origins of eviCore began in 1992 as an owner/operator of diagnostic imaging centers.  In 
1994, we began offering radiology benefits management solutions.  Since then, we expanded 
our portfolio to include eight additional MBM solutions that support better outcomes.  All 
solutions offered are built on scalable, flexible technology enabling our clients to develop 
customized programs that meet both their short- and long-term goals.  Our solutions include: 
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Radiology 


Cardiology 


Musculoskeletal  


Sleep  


Medical Oncology  


Radiation Therapy 


Specialty Drug Management 


Laboratory Management  


Post-Acute Care. 


 


Today eviCore continues to deliver innovative MBM solutions designed to bring better 
outcomes to everyone involved in the healthcare system: patients, providers, and plans 
alike.  Through our formidable data and analytics capabilities, and the insight of more than 
3,000 health professionals, we create a uniquely evidence-based approach to the 
management and distribution of medical benefits.  


 


Clients 


eviCore’s more than 100 clients include local, regional, and national health plans and their 
membership mix includes Medicaid, commercial, self-insured, FEHB, and Medicare 
Advantage lines of business.  eviCore also supports management programs for the 
Accountable Care Organization delivery model.  As of May 2016, eviCore provides services for 
seven state Medicaid clients. 


 


As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 


Medicaid: 20 million  


Commercial: 72 million 


Medicare: 8 million. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate 
parent organization and major shareholders/principals.   


 eviCore healthcare (eviCore) has multiple parent companies.  eviCore is owned in part by: 


 Management/employees, who collectively own 7.7% of the ownership interests in eviCore 
 healthcare 


 External entities, including the following private equity firms:  
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 General Atlantic (42.6%)  


 Medcare Investment Fund (10.144%)  


 TA Associates (15.512%). 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please 
list the state of residence.  Does your resident state apply a preference, which 
is not afforded to bidders or vendors who are residents in the state of 
Nevada? This information may be utilized in determining whether an inverse 
preference  applies pursuant to Nevada Revised Statutes. 


CareCore National, LLC has its principal place of business in South Carolina, which provides a 
preference for South Carolina firms in a tie bid situation for contracts greater than $25,000. 


4.1.11.4 The location of disaster recovery back-up site. 


While each of the eviCore IT facilities is designed to support 100% of the critical system load, 
in order to ensure data integrity, confidentiality, and security in the event of a disaster, 
eviCore considers the Irving, Texas facility the “primary” facility and the Atlanta, Georgia 
facility a “secondary” facility.   


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for 
a contract resulting from this RFP. 


Aetna can continue to reach out to the below eviCore Client Services Team for any  
support needs: 


• Jonathan Murray, VP Strategic Account Executive 
− Telephone Number: 800-918-8924, ext. 27498 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


• Patrick Dawson, Sr. Director, Client Services 
− Telephone Number: 615-468-4252 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 


• Paul Van der Voort, Sr. Client Services Manager  
− Telephone Number: 615-468-4019 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 
4.1.11.6 The size of organization in assets, revenue and people. 


Across all office locations and including remote employees, eviCore has more than  
3,000 employees.   


 


Please refer to Exhibit 2 for eviCore’s financial statements for the information requested.  
Please note that this information is Confidential – FOIA Exempt. 
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4.1.11.7 The organizational chart of your senior management by function including key 
personnel. 


Please refer to Exhibit 1 (attached) for eviCore’s organization chart of senior management.  
Provided below is a standard copy as well as a redacted copy.  Please note that this 
information is Confidential – FOIA Exempt. 


4.1.11.8 The areas of specialization. 


eviCore has more than 200 medical directors, board certified in the following specialties:  


Anatomic Pathology 


Anesthesiology 


Cardiovascular Disease 


Clinical Genetics 


Clinical Molecular Genetics 


Clinical Neurophysiology 


Clinical Pathology 


Critical Care Medicine 


Cytopathology 


Diagnostic Radiology 


Emergency Medicine 


Family Medicine 


Gastroenterology 


General Pediatrics 


General Surgery 


Geriatric Medicine 


Hand Surgery 


Hematology 


Hospice and Palliative Medicine 


Internal Medicine 


Interventional Cardiology 


Medical Oncology 


Molecular Genetic Pathology 


Nephrology 
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Neurology 


Neuroradiology 


Nuclear Medicine 


Nuclear Radiology 


Obstetrics and Gynecology 


Orthopedic Surgery 


Otolaryngology 


Pain Medicine 


Pediatric Hematology/Oncology 


• Pediatric Radiology 
• Pediatric Surgery 
• Physical Medicine and Rehabilitation 
• Pulmonary Disease 
• Radiation Oncology 
• Sleep Medicine 
• Sports Medicine 
• Thoracic Surgery. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each 
product/service line for the two most recent years for which full data are 
available. 


Please refer to Exhibit 2 for eviCore’s financial statements for the information requested.  
Please note that this information is Confidential – FOIA Exempt. 


4.1.11.10 The corporate philosophy and mission statement. 
eviCore’s culture, which is reflected through our mission, vision, and values, is characterized 
by four elements:  
1. Focus on our external stakeholders 
2. Proactivity  
3. Collaboration  
4. Agility.   
 


Invigorated by the eviCore culture, our employees partner with our clients to ensure that they 
receive the market’s most innovative solutions to healthcare’s challenges.  
 


Mission 


To help those we serve navigate the healthcare system, find the right care path, and enable 
the best outcomes. 
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Vision 


To improve the healthcare system and people’s lives through innovative medical benefits 
solutions. 
 


eviCore Values 


Our values are: 


• Integrity: Our actions and interactions are characterized by honesty, authenticity and quality 
• Flexibility: We recognize that change is healthy and we gladly adapt our work to meet the needs of 


our stakeholders 
• Empathy: We consider the unique needs and interests of our stakeholders and we demonstrate 


understanding, caring and respect for all whom we serve 
• Collaboration: We value diversity in perspectives and we promote inclusion and synergy through 


teamwork and open dialogue. 
4.1.11.11 A description of any plans for future growth and development of your 


organization. 


We are continually in search of corporate acquisitions that will enhance our services and 
benefit our clients.  As with any treatment of merger and acquisition activity, a certain level 
of discretion and confidentiality limit the boundaries of our discussion.   


 


Many of eviCore’s current product offerings were developed at the request of clients, and we 
continue to look for new opportunities to save clients’ money and lower utilization spend. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by 
your organization.  Describe the implementation approach and methodology 
you employed for the market expansion and/or additional business line 
identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


eviCore is constantly evaluating numerous additional lines of business and new market entry 
opportunities across the healthcare spectrum.  Our analysis around potential expansions 
include parameters such as: 


1. Degree of synergy with our existing lines of business 
2. Level of interest from our existing clients 
3. Addressable market opportunity 
4. Competitive landscape.  
 


We have a comprehensive methodology to identify, analyze, and evaluate new market 
opportunities.  These include, but are not limited to, "Agile Product Development", Lean Six 
Sigma methodologies, and other best-in-class product development approaches used by 
world-class organizations such as Google.  As new expansions are green-lighted, eviCore 
assembles cross-functional teams including IT, Sales, Marketing, and Operations to create a 
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detailed business plan and execution model for each new line of business.  Products are 
continuously refined as we received feedback from our clients and the market.  


 


We have dedicated project teams within our business units and within our IT and Operations 
departments to ensure that new products are successfully launched on time and delivered to 
our clients.  We have successfully launched numerous products in areas such as Medical 
Oncology, Radiation Therapy, and Post-Acute Care.  


 


eviCore also looks to acquisitions as a means to bolster new products.  We are constantly 
evaluating numerous acquisitions as a means to add innovative new services to our existing 
offerings.  For example, last year, our implant management product came through our 
acquisition of the assets of Access Mediquip.  We have successfully integrated the services 
offered by Access Mediquip into our technology, operations, and product platforms and have 
already implemented it with some of our clients. 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


Since 1992, clients have relied on eviCore’s innovative approach to managing smarter and 
safer healthcare services.  In fact, many of eviCore’s current product offerings were developed 
at the request of clients.  
 
• 1992: Established MedSolutions Inc. as owner/operator of diagnostic imaging centers 
• 1994: Established CareCore National LLC / Introduced radiology benefits management 
• 1997: Divested diagnostic imaging centers 
• 2006: Introduced Cardiology solution 
• 2007: Introduced Medical Oncology solution 
• 2008: Introduced Lab Management solution / Introduced Musculoskeletal solution / Introduced 


Sleep solution / Deployed Claims StudioSM/UPADSSM platform 
• 2009: Introduced Radiation Therapy solution 
• 2010: Implemented EMC Greenplum™ database software 
• 2011: Introduced cancer care management through oncologist-developed pathways / Launched 


Predictive Intelligence program 
• 2012: Developed Accountable Care Organization program / Expanded Network Quality 


Assessment program / Established HEDIS Compliance reporting / Acquired DNA Direct, a 
genomics-focused company established in 2005 /Deployed MicroStrategy analytics platform 


• 2013: Acquired Landmark Healthcare, a musculoskeletal management company established in 
1985 / Acquired Triad, a musculoskeletal management company established in 1996 / Launched 
Bundled Payment program / Piloted Specialty Drug program 


• 2014: Acquired CareNext, a post-acute care company established in 1998, and introduced Post-
Acute Care solution / Acquired HealthFortis, a clinical decision support company established in 
2010 / Completed merger between CareCore National LLC and MedSolutions Inc. 
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• 2015: Rebranded and renamed combined company as eviCore healthcare / Acquired certain data 


and software assets of Access MediQuip, a medical device management company established in 
1997 /Launched Informed Insights 


• 2016: Launched Specialty Drug Management solution / Acquired QPID Health, a health technology 
company established in 2005 


 


eviCore’s clients include local, regional, and national health plans and their membership mix 
includes Medicaid, commercial, self-insured, FEHB, and Medicare Advantage lines of business.  
eviCore also supports management programs for the Accountable Care Organization delivery 
model. 


4.1.12 Experience 


Today’s healthcare landscape is challenged with an increase in the number of lives covered, 
shrinking resources, and rising costs.  Thus, a sound strategy is essential to effectively 
overcome these challenges while also ensuring the highest quality of care and the most 
favorable clinical outcomes for all stakeholders.  eviCore is committed to making a positive 
impact in healthcare.  Our evidence-based approach utilizes our proven talent and leading-
edge technology to realize better outcomes.  eviCore’s comprehensive MBM solution suite, 
which today provides coverage to 100 million lives, includes the following: 


• Radiology 
• Cardiology 
• Musculoskeletal  
• Sleep  
• Medical Oncology  
• Radiation Therapy 
• Specialty Drug Management 
• Laboratory Management  
• Post-Acute Care. 
 


Clients can count on eviCore’s collaborative approach to deliver a customized, high-value 
solution to serve your members.  Client benefit from eviCore’s clinical, operational, and 
technological expertise: 


• Clinical:   
− 20+ years’ experience in MBM.  
− The most comprehensive clinical guidelines (including pediatric-specific imaging 


guidelines) in the industry, vetted by national societies and publicly available. 
− More than 200 Medical Directors* on staff, covering 28 different specialties. 
− 700 licensed nurses with advanced training in various specialties. 


• Operational: 
− Streamlined implementations that result in high client satisfaction. 
− Utilization management (UM) programs that consistently improve the quality of care 


while achieving significant savings. 
                                                            
* Across all solutions. 
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− Clinical teams assembled into subject matter expert groups, to leverage their in-depth 


knowledge of specific modalities/procedures that generate improved program outcomes 
for health plan clients and patients.   


• Technology: 
− All of eviCore’s solutions are managed on a single IT platform—increasing efficiencies and 


reducing implementation time and costs.   
− Advanced reporting and client analytics packages that provide greater accuracy and key 


insights. 
4.1.12.1 Explain in detail the experience your organization has in providing the services 


requested in this RFP, including specific experience with the following: 


A. Managing a network of Medicaid Providers; 


Based on our experience with large commercial and state Medicaid Implementations, we 
have learned that new client implementations require the use of multiple channels to 
effectively communicate program changes to providers. eviCore employs a minimum of five 
kinds of provider-outreach methods: 


• WebEx Provider Orientations 
• Provider Program Notifications 
• Client Web Portals 
• Frequently Asked Questions 
• Quick Reference Guides. 
 


Depending upon the client and provider-network needs, eviCore is experienced in helping 
clients select and implement strategic outreach approaches to ensure that key providers are 
well prepared for the program. 


B. Managed care programs for Medicaid recipients; 


eviCore currently serves more than 100 clients, which includes 30 managed Medicaid clients, 
with ongoing relationships spanning as many as 18 years. 


C. Managing and improving health outcomes for program recipients; 


We help to manage the most appropriate outcome for the patient, based on evidence-based 
guidelines and the most appropriate care.  Across all solutions, we manage more than 100 
million lives. 


D. Administering Medicaid utilization and case management programs; 


eviCore’s experience includes more than 100 clients of local, regional, and national health 
plans and their membership mix includes Medicaid, commercial, self-insured, FEHB, and 
Medicare Advantage lines of business.  eviCore also supports management programs for the 
Accountable Care Organization delivery model.  As of May 2016, eviCore provides services for 
seven state Medicaid clients. 
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As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 


• Medicaid: 20 million  
• Commercial: 72 million 
• Medicare: 8 million. 


E. Medicaid claims processing and adjudication; 


eviCore supports Medicaid claims processing and adjudication by partnering with health 
plans and providers to increase electronic claims submission and leverage technology to 
adjudicate claims, reducing the remittance cycle, increasing quality and reducing 
administrative costs.  eviCore partners with FirstSource, our imaging and data entry vendor to 
leverage technology employing Optical Character Resolution (OCR), Intelligent Character 
Resolution (ICR), and data entry to convert paper claims into an electronic claim format.  This 
allows eviCore to load these claims electronically into our claims system, leverage the 
technology of eviCore’s systems, and auto-adjudicate a high percentage of these claims.  This 
reduces the manual effort, increases quality, reduces the remittance cycle, and reduces 
administrative costs.  


 


eviCore implemented software designed to evaluate billing and coding accuracy on submitted 
claims.  The software is guided by the coding criteria and protocols established by various 
industry sources including but not limited to, the Centers for Medicare & Medicaid Services 
(CMS), the CPT Manual published by the American Medical Association (AMA), and specialty 
society guidelines. 
 


The use of automated method(s) to aid in the proper processing of claims ensures consistent 
application of eviCore payment policies across all claims.  eviCore customized its claim 
auditing software and is continually evaluating the software and modifying it to 
accommodate eviCore payment policy. 
 


Adjudication Rules (Payment Rules and Systems Logic) 


eviCore stays abreast of the ever-changing healthcare industry.  eviCore reviews all 
changes/updates for CPT Codes, ICD-9 codes, and ICD-10 codes.  We employ coding specialists 
and medical directors who participate in professional education throughout the year. 
 


eviCore has a formal process to implement changes based on CMS guidelines, CCI guidelines, 
health plan directives, industry standards, and standards of care.  eviCore develops additional 
proprietary rules for coding, bundling rules, and substitution rules. 
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F. Project management; and 


Project management occurs throughout the life of the relationship with the client—starting 
with implementing the program and throughout servicing the client. 


 


Implementation 


eviCore provides a dedicated implementation team consisting of a Senior Director of 
Implementations, Implementation Client Engagement Manager (Business Lead), Data 
Integration Manager, and a Senior Business Analyst, and oversight provided by the Vice 
President, Program Operations.  Additional eviCore implementation resources will be brought 
in as needed.  Typical additional implementation resources include the Account Manager, a 
Medical Director, a Medical Management Lead, and a Compliance Lead.  


 


The project governance model consists of three entities.  At the top, the Program Sponsors 
will set overall direction for the project.  The Program Sponsors will provide formal sign-off of 
all project deliverables, including the Program itself.  The day-to-day project management 
and decision-making will be delegated to the Business Leads from both eviCore and the client.  
The Business Leads from each organization will be responsible for the overall delivery  
of the project.  


 
The Program is comprised of six distinct Program Domains (workstreams):  
• Administration  
• Network Management  
• Medical Management  
• Complaints & Post Decisions 
• Operations 
• Information Technology (IT).  
 


Client Services 


eviCore assigns a Client Services Manager (CSM) to each client.  The CSM serves as a primary 
point of contact throughout the partnership and is accountable for ensuring that all service 
issues are expeditiously addressed and resolved.  The CSM also manages any enhancements 
or changes to the solutions.  


 


At eviCore, CSMs are organized into teams, with ready access to the support and guidance of 
a Director of Client Services.  The Director of Client Services also serves as a point of contact 
for the client and is accountable for overall client satisfaction.  Together, the Director of Client 
Services and your CSM will:  
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• Ensure the objectives of the solution are met and that eviCore maintains a high level of customer 


satisfaction 
• Resolve issues and make any necessary solution changes 
• Ensure that all outstanding issues are escalated when necessary and resolved in a timely and 


satisfactory manner 
• Coordinate training for client staff and providers as needed 
• Ensure that all contract obligations are met. 
  


For routine service issues, clients can submit requests to eviCore’s Client Service 
Representative (CSR) Team.  Requests can be submitted via an email 
(client.services@evicore.com) or via a dedicated phone number.  All issues are logged into 
eviCore’s tracking system and assigned a tracking number.  Emails are automatically logged 
and the sender receives an email acknowledgement with the tracking number.  Within one 
business day, a CSR will take ownership of the issue and acknowledge the receipt through an 
email to the requester.  Most routine issues will be resolved within 3 business days or less.  
For complex issues that may require additional research, the CSR will escalate to the CSM.  
The CSM and Director of Client Services remain accountable for ensuring that clients receive 
timely and accurate resolution of all issues. 


G. Qualifications of key personnel. 


eviCore’s team qualifications and job responsibilities are provided below. 


 


Client Services Director 


Requirements:  


• Bachelor’s degree 
• Seven or more years’ experience of client interfacing, 3 or more years of healthcare industry 


experience, and 3 or more years’ leadership experience 
• Demonstrated project management experience, strong communication skills, and an ability to 


work in a fast-paced environment 
• Contract negotiation experience 
• The ability to independently evaluate and analyze related information in order to plan, develop, 


and monitor activities to meet eviCore’s goals and objectives 
• Information technology knowledge preferred 
• Proficiency with MS Office Suite. 
 


Responsibilities (include but are not limited to):  


• Strengthen existing client relationships and develop new relationships with client leaders at 
various levels, including network, medical management, and vendor management 


• Support strategic growth actively, through coordination with the eviCore Growth Team 
• Periodically review client analytics with the CSM to ensure that program performance and value 


are meeting client expectations (this includes utilization, savings, and operational metrics) 
• With the CSM, coordinate and lead Joint Operating Committee (JOC) meetings 
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• Provide direction and support to ensure that the CSMs are effective: 


− Engage with CSMs on a regular basis and assist as needed 
− Ensure timely resolution of client issues, including escalations 
− Ensure that requests are appropriately documented, tracked, and reported 
− Ensure that client documentation is being properly maintained 
− Help develop the CSMs’ skills and capabilities 


• Coordinate with the Client Services Representative Team leadership to review any outstanding 
issues and communicate important trends. 


• Coordinate with IT, Clinical, and Workforce Management to resolve performance issues 
• Provide expertise in utilization management services and claims operations to include all cross-


program services, such as eligibility, provider loads, authorization exports, and  
claims file exchanges. 


 


Client Services Manager 


Requirements:  


• Four-year degree strongly preferred 
• Proficiency with MS Office (Word, Excel, Project, and Access) 
• Project management expertise 
• Strong communication skills 
• Ability to multitask and work independently in a fast-paced environment 
• Minimum 3 years of experience with client relations 
• Knowledge of managed healthcare preferred. 
 


Responsibilities (include but are not limited to): 


• Strengthen existing client relationships and develop new relationships with client leaders at 
various levels, including network, medical management, and vendor management 


• Track and resolve complex service issues through coordination with the appropriate internal 
constituents; remain accountable to the client for ensuring resolution, even if the issue is handled 
by another internal department 


• Monitor client SLAs and process KPIs against contract and regulatory requirements Coordinate all 
important client communications regarding any eviCore operational issues and changes 


• Participate in new program implementations, along with the Implementation Team, to ensure a 
successful launch 


• Organize and lead Joint Operating Committee (JOC) meetings to report on program performance 
and value 


• Join in on client audits and coordinate responses to any action plans 
• Maintain client program documentation. 
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4.1.12.2 Describe your experience with performance incentives based on targeted 
health outcome standards. In addition, identify specific performance measures 
that would provide the most meaningful measure of health care service 
delivery performance. 


This is not applicable as we do not have “targeted health outcomes” or deliver health care. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


This is not applicable as we do not have “targeted health outcomes” or deliver health care. 


4.1.12.4 Describe the experience your organization has had working with state 
government and/or experience in specifically related services. 


eviCore’s more than 100 clients include local, regional, and national health plans and their 
membership mix includes Medicaid, commercial, self-insured, FEHB, and Medicare 
Advantage lines of business.  eviCore also supports management programs for the 
Accountable Care Organization delivery model.  As of May 2016, eviCore provides services for 
seven state Medicaid clients. 


 


As of January 2016, eviCore manages 100 million lives.  The breakdown of lives by line of 
business follows: 


• Medicaid: 20 million  
• Commercial: 72 million 
• Medicare: 8 million. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information 
regarding key personnel responsible for performance of any contract resulting 
from this RFP. In addition, specify the specific responsibilities of each of these 
individuals in relation to the requirements set forth herein. This information 
must be included in vendor’s technical response to the RFP. 


Aetna’s designated Client Services Team, which includes Jonathan Murray, Patrick Dawson, 
and Paul Van der Voort are the direct point of contact and can redirect and/or escalate any 
issues to other areas of the eviCore organization.   


• Jonathan Murray, VP Strategic Account Executive 
− Telephone Number: 800-918-8924, ext. 27498 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 
− Responsibilities: Work with health plan clients to design programs that provide the 


appropriate care at the tight time and in the right setting to achieve the best outcomes. 
• Patrick Dawson, Sr. Director, Client Services 


− Telephone Number: 615-468-4252 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 
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− Responsibilities: Primarily responsible for managing the overall client service experience, 


overseeing operational program performance, communicating performance and value, 
and owning the operations of all service issues. Leads a team of eight client service 
managers and senior managers covering 19 health plan partners. 


• Paul Van der Voort, Sr. Client Services Manager  
− Telephone Number: 615-468-4019 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 
− Responsibilities: serves as the primary contact for daily operations, operational 


enhancements, and new membership implementations 
• Norman Scarborough, MD, Senior Vice President of Medical Affairs and Chief of Radiology Services 


− Telephone Number: 615-468-4190 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067  
− Responsibilities: Oversee the development and management of eviCore’s Radiology 


solution. 
4.1.12.6 Provide the names of any additional full-time staff and project supervisors 


with contract responsibilities in the following area: 


A. Information Systems 


B. Utilization/Case Management 


C. Claims Payment 


D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


E. Health Education 


F. Data Coding 


G. Contract Negotiation Specialists/Network Recruiters 


H. Encounter Data 


I. Other staff as needed for project 


Aetna’s designated Client Services Team, which includes Jonathan Murray, Patrick Dawson, 
and Paul Van der Voort are the direct point of contact and can redirect and/or escalate any 
issues to other areas of the eviCore organization.   


• Jonathan Murray, VP Strategic Account Executive 
− Telephone Number: 800-918-8924, ext. 27498 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 
− Responsibilities: Work with health plan clients to design programs that provide the 


appropriate care at the tight time and in the right setting to achieve the best outcomes. 
• Patrick Dawson, Sr. Director, Client Services 


− Telephone Number: 615-468-4252 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 
− Responsibilities: Primarily responsible for managing the overall client service experience, 


overseeing operational program performance, communicating performance and value, 
and owning the operations of all service issues. Leads a team of eight client service 
managers and senior managers covering 19 health plan partners. 


• Paul Van der Voort, Sr. Client Services Manager  
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− Telephone Number: 615-468-4019 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 
− Responsibilities: serves as the primary contact for daily operations, operational 


enhancements, and new membership implementations 
• Norman Scarborough, MD, Senior Vice President of Medical Affairs and Chief of Radiology Services 


− Telephone Number: 615-468-4190 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067  
− Responsibilities: Oversee the development and management of eviCore’s  


Radiology solution. 
4.1.12.7 Provide copies of any current licenses or certifications, including your license 


to operate as an HMO in Nevada. 
Please refer to copies of our URAC and NCQA certification. 
   


eviCore is not an HMO. 


4.1.12.9 List any associations or organizations to which the organization belongs. 


We maintain the following accreditations and certifications: 


• NCQA Certified: We are certified in Utilization Management (2013 Standards) – effective 
10/27/2014 through 10/27/2016. 


• URAC Accredited: We are fully accredited in Utilization Management v7.0 (CareCore National), 
v7.2 (Landmark Healthcare) – effective 08/01/2014 through 08/01/2016.  The company also 
maintains a URAC accreditation in Utilization Management v7.2 (MedSolutions) – effective 
11/1/2015 through 11/01/2016. 


• QIO-Like: We are certified by the Center for Medicare & Medicaid Services (CMS) as a designated 
Quality Improvement Organization-like (QIO-like) entity.  As a QIO-like entity, we can work with 
states to provide evidence-based utilization management services that improve patient care and 
to eliminate waste and abuse.  QIO-like status allows states that partner with the company for a 
management solution to spend less state money while receiving a larger federal funds match from 
CMS.  The company’s QIO-like status is current through April 2016. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages 
spoken. 


When a caller is unable to successfully communicate with an eviCore agent due to a language 
barrier or physical impairment, the staff member will establish a language (or mechanism) 
the caller is most comfortable using.  If an eviCore staff member is unable to serve as an 
interpreter, the contracted language service will be contacted, the appropriate language 
selected, and the call will continue.  Our contracted language service supports  
78 different languages. 


 


Members with hearing or speech impairments requiring telecommunication devices to talk 
over telephone lines may use specific telephone numbers to access telephone, typewriter, 
teletypewriter or text phone (TTY) or Telecommunications Device for the Deaf (TDD).  Such 
telephone numbers are provided by the health plan. 
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Program materials can be developed in other languages as requested by [Client].  eviCore 
maintains policies and procedures to ensure that there are language, communication, or 
cultural barriers.  For example, eviCore maintains a relationship with a translation service to 
ensure that there are no language barriers.  eviCore also utilizes mechanisms (TTY and TDD) 
for callers with hearing or speech impairments. 


 


Internally, eviCore has agents skilled in English and Spanish languages.  Other languages 
supported by eviCore through its contracted language service are: 


 


Afrikaans   


Albanian  


Amharic  


Arabic  


Armenian  


Bengali  


Bulgarian  


Burmese  


Cambodian  


Cantonese  


Cebuano (Visayan)  


Chinese (Mandarin)  


Creole (Haitian)  


Croatian  


Czech  


Danish  
Dari  
Dutch  
Estonian  
Farsi (Persian)  
Finnish  
French  
Fukienese (Fujian)  
Georgian  


Gujarati  
Hausa  
Haitian (Creole)  
Hebrew  
Hindi  
Hmong  
Hungarian  
Ilocano  
Indonesian (Bahasa 
Indonesia)  
Italian  
Japanese  
Korean  
Kurdish (Sorani & 
Kurmanchi)  
Lao  
Lingala  
Lithuanian  
Macedonian  
Malaysian (Bahasa 
Malaysia)  
Mandarin Chinese  
Nepali  
Norwegian  
Papiamentu  
Pashto  
Polish  
Portuguese  


Romanian  
Russian  
Serbian  
Sinhala  
Slovak  
Slovenian  
Somali  
Spanish  
Swahili  
Swedish  
Tagalog  
Taiwanese  
Tajik  
Tamil  
Thai  
Tigrinya  
Tshiluba  
Turkish  
Ukrainian  
Urdu  
Uzbek  
Vietnamese  
Visayan (Cebuano)  
Wolof  
Yoruba  
Zulu  
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4.1 Vendor Information


 


 


German  
Greek  


Punjabi  
 


 


4.1.12.9 Provide the names of any additional full-time staff and project supervisors 
with contract responsibilities in the following area: 


Aetna’s designated Client Services Team, which includes Jonathan Murray, Patrick Dawson, 
and Paul Van der Voort are the direct point of contact and can redirect and/or escalate any 
issues to other areas of the eviCore organization.   


• Jonathan Murray, VP Strategic Account Executive 
− Telephone Number: 800-918-8924, ext. 27498 
− Address: 400 Buckwalter Place Blvd. Bluffton, SC 29910 


• Patrick Dawson, Sr. Director, Client Services 
− Telephone Number: 615-468-4252 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 


• Paul Van der Voort, Sr. Client Services Manager  
− Telephone Number: 615-468-4019 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067 


• Norman Scarborough, MD, Senior Vice President of Medical Affairs and Chief of Radiology Services 
− Telephone Number: 615-468-4190 
− Address: 730 Cool Springs Blvd., Suite 800, Franklin, TN 37067  
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AETNA BETTER HEALTH® OF NEVADA 
4.1 Vendor Information 


 


4.1.13 Health Information Exchange Questions: 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE 
Nevada statewide health information exchange (HIE)?  Please indicate your 
answer using the following table: 


 


Provider Category % Participation 


Financial 


Participation Only 


Financial 


Participation and 


Provide Data into 


the HIE 


Physician 
At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 


Acute Care Hospital 
At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 


Other Inpatient Facility (e.g. Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 


Laboratory 
At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 


Radiology 
At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 


All Other  
At this time eviCore 
does not track or 
report this 
information. 


At this time eviCore 
does not track or 
report this 
information. 
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4.1.13.2  Do you now, or do you have plans in the next year to, encourage providers in 
your network to participate in the HealtHIE Nevada statewide health 
information exchange? Please describe. 


Not applicable 


4.1.13.3  If you currently participate in HealtHIE Nevada, please describe how you use 
the tool to improve the health of your managed care populations and to 
control plan costs. 


Not applicable 


4.1.14  Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information. 


4.1.14.1  Dun and Bradstreet Number 


4.1.14.2  Federal Tax Identification Number 


eviCore healthcare’s (4.1.14.1‐2) are provided in Part III – Confidential Financial Information.  


4.1.14.3  The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


Per Amendment 2, Question 258, “The State does not require financials from subcontractors; 
however, it is the awarded vendor’s responsibility to ensure subcontractor meets all 
requirements outlined in the RFP.” 
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Attachment B – Technical Proposal Certification of Compliance 
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 AETNA BETTER HEALTH® OF NEVADA 


4.1.11.6 and 4.1.11.9 – Exhibit 2 – eviCore’s 2015 Financial Report 
Pages 303 – 334 are confidential and contained in  


Part IC – Confidential Technical Binder
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 AETNA BETTER HEALTH® OF NEVADA 


Exhibit 1 – eviCore’s Organizational Chart – Senior Management 
Pages 337 – 338 are confidential and contained in  


Part IC – Confidential Technical Binder
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Revised:  09-25-13 Resume Form Page 1 of 2 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jonathan Murray 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Vice President, Client Relationship Executive 


# of Years in Classification: 26 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Jonathan has over 26 years of health care experience, working with national health plans and industry 
leading technology companies. Some of the national health plans he has held leadership positions with 
include Aetna and WellPoint.  While at IBM, he led business development for the health plan and 
provider consulting practice.  He brings leadership and insight to his clients with his vast experience in 
healthcare cost management. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Prior to joining eviCore in April of 2015, he held the position of SVP, Market President Accountable Care 
Solutions group at Aetna where he built Medicaid, Medicare and Commercial insurance products and 
developed strategic partnerships with provider organizations.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Jonathan graduated in 1990 from St. Mary’s University in San Antonio, TX with a BS in Managerial 
Economics and Marketing.  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Insert here any certifications proposed individual has received.
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Revised:  09-25-13 Resume Form Page 2 of 2 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Bob Sand, VP, Client Services, eviCore healthcare, (p) 615.468.4048 
(f) 615.468.4001, (email) Bob.Sand@eviCore.com 
 
Paul Van der Voort, Senior Client Service Manager, eviCore healthcare, (p) 615.468.4019 
(f) 615.468.4001, (email) Paul.Vandervoort@eviCore.com 
 
Patrick Dawson, Senior Director, Client Services, eviCore healthcare, (p) 615.468.4252  
(f) 615.468.4001, (email) patrick.dawson@evicore.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Patrick Dawson 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Director, Client Services 


# of Years in Classification: 15 # of Years with Firm: 15 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Patrick has worked in healthcare for over 20 years, with the last 18 years in a client facing position. He 
has worked with both local health and national health plans in a management position, as well as 
working closely with providers. He brings leadership and insight to his clients with his vast experience in 
healthcare cost management. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Patrick has worked at eviCore for over 15 years, all in the client service/account management 
department in the role of Account Manager and now Senior Director, Client Services. He has been 
working with the Aetna account since 2002, when they went live in Arizona and Nevada. eviCore, 
formally MedSolutions, is located in Franklin, TN. The management of the Aetna and Aetna Better  
Health programs is managed out of the Franklin, TN office where he is based. Patrick has worked  
with the Aetna Better Health program since its inception with eviCore in 2014. Patrick is familiar with  
all the current Aetna Better Health markets managed today and will be working closely with the Nevada 
plan if selected.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Patrick graduated in 1988 from Rutgers University in New Brunswick, NJ with a BS in Environmental and 
Business Economics. He received his Masters in Public Administration with a HealthCare Concentration 
in 1997 from American International College in Springfield, MA.  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Bob Sand, VP, Client Services, eviCore healthcare, (p) 615.468.4048 
(f) 615.468.4001, (email) Bob.Sand@eviCore.com 
 
Paul Van der Voort, Senior Client Service Manager, eviCore healthcare, (p) 615.468.4019 
(f) 615.468.4001, (email) Paul.Vandervoort@eviCore.com 
 
Jonathan Murray, VP, Strategic Client Executive, eviCore healthcare, (p) 317.373.1024 
(f) 615.468.4001, (email) jmurray2@evicore.com 
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Revised:  09-25-13 Resume Form Page 1 of 2 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Paul Van der Voort 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Manager, Client Services 


# of Years in Classification: 25 # of Years with Firm: .50 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
• Worked with healthcare payers, providers, self-insured employers and governmental entities for 


over 25 years.   
• Identified, prioritized, implemented, executed and documented high impact, high return 


improvement opportunities and initiatives as both an independent consultant for 12 years and an 
employee of several service-oriented healthcare companies for 19 years. 


• Delivered significant financial, customer service and quality results to all clients 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 


1. Currently support all Aetna Better Health managed Medicaid plans as the Sr. Manager, Client 
Services.  I have served as the primary contact for all plan staff members since March 1st, 2016.  
These plans are managed by Aetna out of their Phoenix, Arizona headquarters.   


 
Specifically, my work involves daily problem solving, opportunity identification, project planning, 
project implementation and results measurement/documentation.   
 
In short, I am always looking for ways to serve our customers more effectively: provide them with 
what they want, need and expect and drive improvement initiatives that enable them to enhance 
their quality, service and financial results 
 


2. Served as the supply chain leader on a turnaround team at Howard University Hospital from May 
through November of 2014 as an independent consultant.  In this capacity my responsibilities 
included the identification, quantification and prioritization of cost savings opportunities 
associated with supply chain operations.  Beyond that I was responsible for developing, 
implementing and monitoring improvement plans and processes.  Finally, I reported results on a 
regular basis to the executive team at the hospital.  
 


3. Served as the primary liaison, support person and improvement champion for several healthcare 
provider groups as an employee of the HCA/Healthtrust Purchasing Group in Nashville, TN. From 
January, 2010 until March, 2011.  In this capacity I resolved daily operational issues that arose in 
our client’s purchasing and supply chain departments, identified and implemented improvement 
strategies, initiatives and programs and finally, I tracked and reported the results of these 
activities. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
The University of Texas-Austin; Austin, Texas 
Bachelors of Business Administration - 1985 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Bob Sand, VP, Client Services, eviCore healthcare, (p) 615.468.4048 
(f) 615.468.4001, (email) Bob.Sand@eviCore.com 
 
Jonathan Murray, VP, Strategic Client Executive, eviCore healthcare, (p) 317.373.1024 
(f) 615.468.4001, (email) jmurray2@evicore.com 
 
Patrick Dawson, Senior Director, Client Services, eviCore healthcare, (p) 615 468-4252 
(f) 615.468.4001, (email) Patrick.Dawson@evicore.com 
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Revised:  09-25-13 Resume Form Page 1 of 2 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: x-eviCore healthcare 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Norman Scarborough, MD 
Key Personnel: 


(Yes/No) 
yes 


Individual’s Title: Senior Vice President of Medical Affairs and Chief of Radiology Services 


# of Years in Classification: 1.75 # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Scarborough is a board-certified diagnostic radiologist.  Prior to joining eviCore, Dr. Scarborough was 
the chief radiologist for the Tennessee-based Premier Medical Group.  He also served as the Radiology 
Department Chief at the Graves Gilbert Clinic in Bowling Green, Kentucky and at Blanchfield Army 
Community Hospital in Fort Campbell, Kentucky.  During his tenure at Blanchfield Army Community 
Hospital, Dr. Scarborough supervised extensive equipment acquisitions and upgrades as well as facility 
renovations that included the design and construction of an additional imaging wing.  In addition to 
expanding breast imaging services, he developed a breast cancer awareness and education program at 
Fort Campbell.  While in the U.S. Army, Dr. Scarborough received numerous decorations including the 
Meritorious Service Medal.  
 
Dr. Scarborough received his undergraduate degree at the University of Mississippi in Oxford, 
Mississippi.  He earned his medical degree from the University of Mississippi School of Medicine, in 
Jackson, Mississippi, and he completed his internship at Martin Army Community Hospital in Fort 
Benning, Georgia.  Dr. Scarborough completed his residency training in diagnostic radiology at Louisiana 
State University in New Orleans, Louisiana, where he was the chief resident with additional clinical 
instructor duties during his final year.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Emergency Dept. Staff Physician, Bayne-Jones Army Community Hospital, Fort Polk, LA,  
July 1984 – June 1987  
 
Emergency Dept. Staff Physician, Methodist Hospital, Hattiesburg, MS, July 1987 – June 1989  
 
Chief Radiology Resident, Louisiana State University, New Orleans, LA, July 1992 – June 1993  
 
Staff Radiologist, Blanchfield Army Community Hospital, Fort Campbell, KY, July 1993 – June 1994  
 
Chief, Department of Radiology, Blanchfield Army Community Hospital, Fort Campbell, KY,  
July 1994 – August 1998  
 
Chief, Department of Radiology, Graves Gilbert Clinic, Bowling Green, KY,  
September 1998 – December 2003  
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Moved private practice from Bowling Green, KY to Clarksville, TN, January 2004 – January 2004   
 
Chief, Department of Radiology, Premier Medical Group, Clarksville, TN, February 2004 – June 2007  
 
Moved from Clarksville, TN to Nashville, TN with new position at MedSolutions , June  2007 – July 2007  
 
Locum Tenens, Compass Imaging, Gulfport, MS, July 2007 – August 2007  
 
Associate Medical Director, MedSolutions, Franklin, TN, August 2007 – February 2009  
 
 
Vice President and Senior Medical Director, MedSolutions, Franklin, TN, February 2009 – January 2015 
 
 
Senior Vice President of Medical Affairs and Chief of Radiology Services, eviCore, Franklin, TN,  
January 2015 – Present 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
UNDERGRADUATE:  
University of Mississippi, Oxford, MS, 1975 – 1979  
BA Zoology  
 
MEDICAL:  
University of Mississippi, Jackson, MS. 1979 – 1983  
M.D. May 1983  
 
POST GRADUATE:  
Internship – Family Practice 1983 – 1984  
Martin Army Community Hospital, Fort Benning, GA  
 
Residency – Diagnostic Radiology 1989 – 1993  
Louisiana State University, New Orleans, LA 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
CERTIFICATION: American Board of Radiology 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Gregg Allen, MD, Executive VP, Chief Medical Officer, Medical Management, eviCore healthcare,  
(p) 615-468-4035, (f) 843-815-6580 
 
Julius Otrelli, MD, Chief Cardiovascular Services, Medical Management, eviCore healthcare,  
(p) 615-468-4297, (f) 843-815-6580 
 
Eric Gratious, MD, Senior Medical Director, Medical Management, eviCore healthcare,  
(p) 615-468-5179, (f) 843-815-6580 
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4. COMPANY BACKGROUND REFERENCES 
4.3  Business References 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


 


Reference #: 1  


Company Name: eviCore healthcare 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: High Tech Imaging Utilization 
Management Services 


  


Primary Contact Information 


Name: Joe Sinni, Health Partners Plans 


Street Address: 901 Market Street 


City, State, Zip: Philadelphia, PA 19107 


Phone, including area code: 215-991-4313 


Facsimile, including area code:  


Email address: jsinni@hpplans.com 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip:  


Phone, including area code:  


Facsimile, including area code:  


Email address:  
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Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Radiology Management to include MR, CT, 
PET, Cardiac, PT/OT & Speech and Radiation 
Therapy. 
 
8/1/2016:  Sleep, Cardiac Implantable 
Devices, Sleep Management, Interventional 
Pain, Chiropractic added to Prior 
Authorization. 


Original Project/Contract Start Date: 01-01-2010 


Original Project/Contract End Date: 12/31/2012 


Original Project/Contract Value:  


Final Project/Contract Date: Existing customer  


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes  
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Reference #: 2 


Company Name: eviCore healthcare 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  X - SUBCONTRACTOR 


Project Name: High Tech Imaging Utilization 
Management Services 


  


Primary Contact Information 


Name:  Arthur Ashirov, Managed Vendor Contracts 


Street Address: 55 Water Street 


City, State, Zip: New York, NY 10041 


Phone, including area code: (646) 447-7822 


Facsimile, including area code:  


Email address: aashirov@emblemhealth.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


 Utilization Management of advanced 
imaging and ultrasounds (OB) using eviCore’s 
clinical guidelines and procedures. 


Original Project/Contract Start Date: March 2003 


Original Project/Contract End Date: December 31, 2017 
Note: Multiple contract extensions without 
gaps 


Original Project/Contract Value: Roughly $50 million per year 
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Final Project/Contract Date: In contract discussions for extension through 
2019 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 
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Reference #: 3 


Company Name: eviCore healthcare 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  X - SUBCONTRACTOR 


Project Name: High Tech Imaging Utilization 
Management Services 


  


Primary Contact Information 


Name: 


Monina R. Alvarenga, MBA - Director, 
Provider Network Management 
4001-Statewide Ancillary Contracts Health 
Net of CA   


Street Address: 101 North Brand Blvd., Suite 1500 


City, State, Zip: Glendale, CA, 91203 


Phone, including area code: (818) 543-9066 


Facsimile, including area code: (818) 543-9187 


Email address: monina.r.alvarenga@healthnet.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


High Tech Radiology Utilization Management 


Original Project/Contract Start Date: March 2007 


Original Project/Contract End Date: January 1, 2017 
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Original Project/Contract Value: Approximately $1.5 million 


Final Project/Contract Date: Contract expanded in 2009 to include our 
directly contracted imaging center network 
as a component of HNCA's network.  Contract 
expanded 3 more times between 2011 - 
November 2015 to include Sleep Util Mgt 
program, Cardiac Imaging Util mgt program, 
Smart Choice and Rad Therapy.   


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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4. COMPANY BACKGROUND REFERENCES 
4.3  BUSINESS REFERENCES 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


Aetna Better Health of Nevada, Inc. (Aetna)*** Business References 
Table 4.3-1: Aetna Better Health of Nevada, Inc. Business Reference One 


Reference #: One 


Company Name: Aetna Better Health of Nevada, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Florida Healthy Kids Corporation   


Primary Contact Information 


Name: 
Erica Baker 
Agency for Health Care Administration 


Street Address: 2727 Mahan Drive 


City, State, Zip: Tallahassee, FL 32308 


Phone, including area code: 850-412-4321 


Facsimile, including area code: 850-410-1676 


Email address: Erica.Baker@ahca.myflorida.com 


Alternate Contact Information 


Name: Eunice Medina 


                                                            
*** "Aetna" refers to the Vendor and/or its affiliate that own, administer, or support Medicaid/CHIP or other 
government subsidized public health business, as well as affiliates in any other line of business discussed in this 
proposal. In limited circumstances where clarity dictates differentiating between Aetna entities, we will use Aetna, 
Inc. when referring to our parent company and Aetna Better Health of Nevada when referring to the health plan. 
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Street Address: 2727 Mahan Drive 


City, State, Zip: Tallahassee, FL 32308 


Phone, including area code: 850-412-4004 


Facsimile, including area code: 850-410-1676 


Email address: Eunice.Medina@ahca.myflorida.com  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Provide comprehensive services to eligible 
Medicaid beneficiaries 


Original Project/Contract Start Date: 1/1/2014 


Original Project/Contract End Date: 12/31/2018 


Original Project/Contract Value: $3,930,185,604.00 


Final Project/Contract Date: 1/1/2014-12/31/2018 


Was project/contract completed in time 
originally allotted, and if not, why not? 


N/A; still under original contract period 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


N/A; still under original contract period 
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Table 4.3-2: Aetna Better Health of Nevada, Inc. Business Reference Two 


Reference #: Two 


Company Name: Aetna Better Health of Nevada, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Aetna Better Health of Texas   


Primary Contact Information 


Name: 
Gary Jessee 
State of Texas HHSC 


Street Address: 4900 North Lamar Blvd.,  MC-H100 


City, State, Zip: Austin, Texas 78751 


Phone, including area code: (512) 462-6295 


Facsimile, including area code: (512) 730-7479 


Email address: gary.jessee@hhsc.state.tx.us 


Alternate Contact Information 


Name: Shana Quintanilla 


Street Address: 4900 North Lamar Blvd.,  MC-H100 


City, State, Zip: Austin, Texas 78751 


Phone, including area code: (512) 424-6627 


Facsimile, including area code: (512) 730-7479 


Email address: Shana.Quintanilla@hhsc.state.tx.us 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Aetna Better Health of Texas currently holds 
a contract with the State to provide Medicaid 
and CHIP services to over 85,000 residents.  


Original Project/Contract Start Date: September 1, 2006 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: Approximately 235 million 
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Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Table 4.3-3: Aetna Better Health of Nevada, Inc. Business Reference Three 


Reference #: Three 


Company Name: Aetna Better Health of Nevada, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


               X VENDOR  SUBCONTRACTOR 


Project Name: Medallion 3.0 Managed Care 
Family Access to Medical Security 
Insurance (FAMIS) Program 


  


Primary Contact Information 


Name: 
Daniel Plain 
Director, Health Care Services Division 
Department of Medical Assistance Services 


Street Address: 600 E. Broad Street 


City, State, Zip: Richmond, VA 23219 


Phone, including area code: 804-588-4883 


Facsimile, including area code: 804-786-5799 


Email address: Daniel.Plain@dmas.virginia.gov  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


At-risk managed care organization 
participating in the State’s Medicaid 
(Medallion 3.0) and CHIP (FAMIS) managed 
care programs; responsible for coordinating 
services to over 38,000 Virginians; services 
include, care management, vision, pharmacy, 
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behavioral health, and transportation 


Original Project/Contract Start Date: 7/1/1996 


Original Project/Contract End Date: 6/30/2017 


Original Project/Contract Value: $185,604,500 


Final Project/Contract Date: N/A; contract currently effective 


Was project/contract completed in time 
originally allotted, and if not, why not? 


 
N/A; contract currently effective 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


 
N/A; contract currently effective 
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Table 4.3-4: Aetna Better Health of Nevada, Inc. Business Reference Four 


Reference #: Four 


Company Name: Aetna Better Health of Nevada, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR   SUBCONTRACTOR 


Project Name: Mercy Care Plan & Mercy Maricopa 
Integrated Care  


    


Primary Contact Information 


Name: Linda Hunt 


Street Address: 350 West Thomas Road 


City, State, Zip: Phoenix, Arizona 


Phone, including area code: (602) 406-6001 


Facsimile, including area code: (602) 406-7143 


Email address: linda.hunt@dignityhealth.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Aetna is contracted with Mercy Care Plan and 
Mercy Maricopa Integrated Care to provide 
full scope of managed care services, including 
physical and behavioral health services, 
operations, IT, claims processing, medical 
management, and ancillary support functions 
(legal, actuarial, and financial management). 
Aetna has provided these services since 2002 
for Mercy Care Plan and 2014 for Mercy 
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Maricopa Integrated Care. 
Mercy Care Plan services the following 
populations:  Acute, Developmentally 
Disabled (DD), AZ Long Term Care System 
(ALTCS) and Medicare Advantage with 
approximately 400,000 members.   
Mercy Maricopa Integrated Care services the 
following populations:  Integrated physical 
and behavioral health care, housing, 
employment, peer and family support for 
Medicaid and Medicare-Medicaid eligible 
individuals with a Serious Mental Illness; 
Behavioral health care, housing, supported 
employment, peer and family support for 
Non-Medicaid eligible individuals with a 
Serious Mental Illness; General mental health 
and substance abuse care for Medicaid 
eligible adults and children; Behavioral health 
care for children in the child welfare system 
with a combined membership of 
approximately 1,000,000 members. 


Original Project/Contract Start Date: May 2002 - Mercy Care Plan  
April 2014 - Mercy Maricopa Integrated Care 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: 2015 Annual Contract Payment 
Mercy Care Plan - $1,155,833,989 
 
Mercy Maricopa Integrated Care - 
$86,498,901 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Ongoing 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Ongoing 
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Access to Healthcare Network (AHN) Business Reference 
Table 4.3-5: Access to Healthcare Network (AHN) Business Reference One 


Reference #: One 


Company Name: Access to Healthcare Network  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Community Health Alliance – Care Management Services 


Primary Contact Information 


Name: Chuck Duarte 


Street Address: 680 S Rock Blvd 


City, State, Zip: Reno, NV 89502 


Phone, including area code: 775-336-3017 


Facsimile, including area code: n/a 


Email address: cduarte@chanevada.org  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


The contract with CHA was to provide chronic 
disease care management services for type II 
diabetics. 


Original Project/Contract Start Date: March 2013 


Original Project/Contract End Date: March 2016 
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Original Project/Contract Value: $514,687 total 


Final Project/Contract Date: March 2013 – March 2016 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Table 4.3-6: Access to Healthcare Network (AHN) Business Reference Two 


Reference #: Two 


Company Name: Access to Healthcare Network   


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Ryan White Program   


Primary Contact Information 


Name: Dan Olsen  


Street Address: 4126 Technology Way, Suite 200 


City, State, Zip: Carson City, NV 89706 


Phone, including area code: (775) 684-4247 


Facsimile, including area code: (775) 684-4056 


Email address: djolsen@health.nv.gov 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


RYAN WHITE PROGRAM:  
ADAP, Transportation, Oral Health, and 
Eligibility 


Original Project/Contract Start Date: 2009 


Original Project/Contract End Date: Ongoing  


Original Project/Contract Value: $1,670,956.00 Annual Budget 
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Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Annual Audits – No Findings  


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


N/A  
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Table 4.3-7: Access to Healthcare Network (AHN) Business Reference Three 


Reference #: Three 


Company Name: Access to Healthcare Network  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Saint Mary’s Regional Medical Center – Care Management Services 


Primary Contact Information 


Name: Helen Lidholm 


Street Address: 235 W 6th St 


City, State, Zip: Reno, Nv 89503 


Phone, including area code: 775-850-1188 


Facsimile, including area code: N/A 


Email address: hlidholm@primehealthcare.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


The contract with SMRMC is to provide: 
Hospital transition care management (re-
admission reduction) and OB care 
management service 


Original Project/Contract Start Date: January 2015 


Original Project/Contract End Date: n/a - Currently ongoing 


Original Project/Contract Value: $310,123 annually 
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Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes – currently ongoing 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes – currently ongoing 
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CVS Health Business Reference 
Table 4.3-8: CVS Health Business Reference One 


Reference #: One 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
Dr. Robert Kritzler, MD 
Chief Medical Officer 
Family Health Network 


Street Address: 322 South Greene St. 


City, State, Zip: Chicago, Il. 60607 


Phone, including area code: 312- 995- 1927 


Facsimile, including area code: Not Applicable 


Email address: Rkritzler@myfhn.com 


Alternate Contact Information 


Name: 
Luenetta Jackson 
Pharmacy Director 
Family Health Network 


Street Address: 322 South Greene St. 


City, State, Zip: Chicago, Il. 60607 


Phone, including area code: (312) 802-6020 


Facsimile, including area code: Not Applicable 


Email address: ljackson@myfhn.com 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 


Pharmacy Benefit Management (PBM) 
Services 
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applicable: 


Original Project/Contract Start Date: 04/01/2013 


Original Project/Contract End Date: Not Applicable 


Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Table 4.3-9: CVS Health Business Reference Two 


Reference #: Two 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
Jim Gartner 
CareSource Health Insurance 


Street Address: 230 N. Main Street 


City, State, Zip: Dayton, OH  


Phone, including area code: 937-531-2878 


Facsimile, including area code: Not Applicable 


Email address: james.gartner@caresource.com 


Alternate Contact Information 


Name: Not Applicable 


Street Address: Not Applicable 


City, State, Zip: Not Applicable 


Phone, including area code: Not Applicable 


Facsimile, including area code: Not Applicable 


Email address: Not Applicable 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Pharmacy Benefit Management (PBM) 
Services 


Original Project/Contract Start Date: August 1st, 2008 


Original Project/Contract End Date: Not Applicable 
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Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Table 4.3-10: CVS Health Business Reference Three 


Reference #: Three 


Company Name: CVS Health  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: 
MyNgoc Dang-Nguyen,  Pharm.D.  
Vice President, Pharmacy Services 
CAPITAL BLUE CROSS  


Street Address: 2500 Elmerton Avenue 


City, State, Zip: Harrisburg, PA 17177-9799 


Phone, including area code: 717.703.8626 


Facsimile, including area code: 717.651.4221  


Email address: MyNgoc.Dang-Nguyen@CapBlueCross.com  


Alternate Contact Information 


Name: Not Applicable 


Street Address: Not Applicable 


City, State, Zip: Not Applicable 


Phone, including area code: Not Applicable 


Facsimile, including area code: Not Applicable 


Email address: Not Applicable 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Pharmacy Benefit Management (PBM) 
Services 


Original Project/Contract Start Date: January 1st, 2011 


Original Project/Contract End Date: Not Applicable 
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Original Project/Contract Value: Not Provided 


Final Project/Contract Date: Not Applicable 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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eviCore Business Reference 
Table 4.3-11: eviCore Business Reference One 


Reference #: One 


Company Name: eviCore Healthcare  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:    


Primary Contact Information 


Name: Joe Sinni, Health Partners Plans 


Street Address: 901 Market Street 


City, State, Zip: Philadelphia, PA 19107 


Phone, including area code: 215-991-4313 


Facsimile, including area code: N/A 


Email address: jsinni@hpplans.com  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Radiology Management to include MR, CT, 
PET, Cardiac, PT/OT & Speech and Radiation 
Therapy. 
 
8/1/2016:  Sleep, Cardiac Implantable 
Devices, Sleep Management, Interventional 
Pain, Chiropractic added to Prior 
Authorization. 
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Original Project/Contract Start Date: 01-01-2010 


Original Project/Contract End Date: 12/31/2012 


Original Project/Contract Value:  


Final Project/Contract Date: Existing customer  


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes  
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Table 4.3-12: eviCore Business Reference Two 


Reference #: Two 


Company Name: eviCore Healthcare 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: High Tech Imaging 
Utilization 
Management 
Services 


  


Primary Contact Information 


Name: Arthur Ashirov, Managed Vendor Contracts 


Street Address: 55 Water Street 


City, State, Zip: New York, NY 10041 


Phone, including area code: (646) 447-7822 


Facsimile, including area code:  


Email address: aashirov@emblemhealth.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Utilization Management of advanced 
imaging and ultrasounds (OB) using eviCore’s 
clinical guidelines and procedures. 


Original Project/Contract Start Date: March 2003 
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Original Project/Contract End Date: December 31, 2017 
Note: Multiple contract extensions without 
gaps 


Original Project/Contract Value: Roughly $50 million per year 


Final Project/Contract Date: In contract discussions for extension through 
2019 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 
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Table 4.3-13: eviCore Business Reference Three 


Reference #: Three 


Company Name: eviCore Healthcare 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: High Tech Imaging 
Utilization 
Management Services 


  


Primary Contact Information 


Name: 


Monina R. Alvarenga, MBA - Director, 
Provider Network Management 
4001-Statewide Ancillary Contracts Health 
Net of CA   


Street Address: 101 North Brand Blvd., Suite 1500 


City, State, Zip: Glendale, CA, 91203 


Phone, including area code: (818) 543-9066 


Facsimile, including area code: (818) 543-9187 


Email address: monina.r.alvarenga@healthnet.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


High Tech Radiology Utilization Management 
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Original Project/Contract Start Date: March 2007 


Original Project/Contract End Date: January 1, 2017 


Original Project/Contract Value: Approximately $1.5 million 


Final Project/Contract Date: Contract expanded in 2009 to include our 
directly contracted imaging center network 
as a component of HNCA's network.  Contract 
expanded 3 more times between 2011 - 
November 2015 to include Sleep Util Mgt 
program, Cardiac Imaging Util mgt program, 
Smart Choice and Rad Therapy.   


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes 
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Superior Vision Business Reference 
Table 4.3-14: Superior Vision Business Reference One 


Reference #: One 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Priority Partners Health Plan (Medicaid)/Johns Hopkins HealthCare 
(Medicare Advantage) 


Primary Contact Information 


Name: Lori Lopiccolo 


Street Address: 6704 Curtis Court 


City, State, Zip: Glen Burnie, MD 21060 


Phone, including area code: 410-762-5279 


Facsimile, including area code: 410-424-4604 


Email address: llopiccolo@jhhc.com 


Alternate Contact Information 


Name: Dana J. Thomas 


Street Address: 6701-D Curtis Court 


City, State, Zip: Glen Burnie, MD 21060 


Phone, including area code: 410-762-5914 


Facsimile, including area code: 410-424-4604 


Email address: DaThomas@jhhc.com 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision 
benefits on behalf of Priority Partners Health 
Plan for its Medicaid and Medicare 
Advantage programs. 


Original Project/Contract Start Date: Medicaid: June 1997/Medicare Advantage: 
January 2016 
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Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
of such information. 


Final Project/Contract Date: N/A – Still in effect 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 
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Table 4.3-15: Superior Vision Business Reference Two 


Reference #: Two 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Evergreen Health 


Primary Contact Information 


Name: Neal Fried 


Street Address: 3000 Falls Road 


City, State, Zip: Baltimore, MD 21211 


Phone, including area code: 443-963-2811 


Facsimile, including area code: N/A 


Email address: nrf@evergreenmd.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision 
benefits on behalf of Evergreen Health for its 
Marketplace and commercial programs. 


Original Project/Contract Start Date: January 2014 


Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
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of such information. 


Final Project/Contract Date: N/A – Still in effect 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 
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Table 4.3-16: Superior Vision Business Reference Three 


Reference #: Three 


Company Name: Superior Vision Benefit Management, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: The Health Plan 


Primary Contact Information 


Name: Jennifer Johnson 


Street Address: 52160 National Road East  


City, State, Zip: St. Clairsville, OH 43950 


Phone, including area code: 740-695-7850 


Facsimile, including area code: N/A 


Email address: JJohnson@healthplan.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications,  etc.) if 
applicable: 


Superior Vision manages wellness vision and 
medical optometry benefits on behalf of The 
Health Plan for its Medicaid program. 


Original Project/Contract Start Date: January 2008 


Original Project/Contract End Date: N/A 


Original Project/Contract Value: Superior Vision has agreements with clients 
that require us to maintain the confidentiality 
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of such information. 


Final Project/Contract Date: N/A – Still in effect 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. 


Was project/contract completed within or 
under the original budget/cost proposal, and if 
not, why not? 


Yes. 


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 4.3.2. 


In accordance with requirement 4.3.3, Attachment F, Reference Questionnaires were provided 
to the business references identified in our response to requirement 4.3.2. 


4.3.4 The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division. 


In accordance with requirement 4.3.4, Aetna requested the identified business references to 
directly submit Attachment F, Reference Questionnaires, to the Purchasing Division.  


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for 
inclusion in the evaluation process. Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process. 


In accordance with requirement 4.3.5, Aetna requested the identified business references to 
submit Attachment F, Reference Questionnaires, directly to the Purchasing Division prior to 
the deadline specified in Section 8 of the Managed Care Organization RFP 3260. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding 
the quality and degree of satisfaction for such performance. 


We understand and will comply with the requirement of RFP Section 4.3.6. 
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4.4 Vendor Staff Resumes


 


  


4. COMPANY BACKGROUND REFERENCES 
4.4 VENDOR STAFF RESUMES 


A resume must be completed for each proposed key personnel responsible for performance 
under any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


 


Please see Tab VII for Attachment G, Proposed Staff Resumes.


NV Managed Care Organization RFP No.: 3260 Tab VI (4.4) - Page 1







AETNA BETTER HEALTH® OF NEVADA 


4.4 Vendor Staff Resumes 


 


 


THIS PAGE INTENTIONALLY LEFT BLANK 


Tab VI (4.4) - Page 2 NV Managed Care Organization RFP No.: 3260







Tab VII -  Attachment G - Proposed  


TA
B


 V
II - ATTA


C
H


M
EN


T G


AETNA BETTER HEALTH® OF NEVADA







THIS PAGE INTENTIONALLY LEFT BLANK







Revised:  09-25-13 Resume Form Page 1 of 3 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Debra Bacon 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: CFO, Aetna Medicaid 


# of Years in Classification: 5 # of Years with Firm: 13 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Twenty five years of financial experience with thirteen years of financial management in managed care; 
specifically Medicaid, long-term services and Medicare/Medicaid duals programs.   
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Aetna – (Aetna Medicaid Administrators) – Phoenix, Arizona 
One of the nation's leading diversified healthcare benefits companies, serving members with information 
and resources to help them make better informed decisions about their healthcare.  Medicaid Unit 
provides services to the spectrum of members (TANF, ADB, LTSS and dual eligible programs). 
 
Vice President, CFO Aetna Medicaid, 2014 – Present 


• Integral member of the Medicaid executive leadership team responsible for setting strategic 
direction, driving operational and financial performance and ensuring compliance across the 
organization.  


• Key member of leadership providing strategic direction and operational oversight of Medicaid 
health plans. 


• Accountable for the financial performance of the business unit 
• Lead the finance team to implement systems and controls to ensure timing and accurate financial 


reporting 
• Collaborate with a team to evaluate new business opportunities, including strategic, operational 


and financial considerations.     
 
Executive Director, Regional CFO (West/Great Plains Regions and Central functions)  
Central Finance Functions, 2007 – 2014 


• Lead centralized Medicaid finance department, including accounting, management reporting, and 
financial planning and analysis.  .  


• Overseen monthly accounting, reporting and analysis of results for multiple legal entities; 
supported action plans to achieve results.  Also managed numerous annual audits and provided 
materials in support of SEC filings and investor relations. 


• Provided financial direction and supported the ultimate implementation of new health plans.   
• Lead quarterly forecasting process both in support of the Medicaid business leaders and the 


larger corporate Aetna operation; partnered with individual business units to meet or exceed 
financial targets. 
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• Built and managed a highly productive and effective team that supports all financial needs of the 
business.  Managed the team through significant change.   


 
West Region Functions, 2009 – 2014 


• Lead finance functions for health plans across multiple states.  Worked closely with leadership 
team to develop and execute strategy in support of profitability and market growth.   


• Developed and maintained relationship with regulators, auditors and external clients 
• Evaluated and implemented successful strategy for market growth; took active role in RFP 


responses and annual contract renewals 
• Ensured operational efficiency and financial accuracy.  Overseen the teams responsible for 


accounting, financial analysis, financial reporting, audits and regulatory reporting. 
 
CFO CHOC Health Alliance (CHA), managed by Aetna, 2012 – 2014 


• CHA is a health plan serving children in Orange County, CA.  Aetna provided comprehensive 
management services and dedicated employees. 


 
Schaller Anderson, Incorporated – Phoenix, Arizona 
Company provided services to managed health plans ranging from state Medicaid and Medicare 
programs to employer self-funded plans. Acquired by Aetna in 2007. 
 
Vice President of Finance, Corporate Controller, 2004 – 2007 (acquisition by Aetna) 


• Led corporate finance department including accounting, financial planning and analysis, and 
financial oversight of centralized service operations.  Improved integration between the finance 
units to enhance quality of information and improve efficiency. 


 
Director, Financial Planning and Analysis, 2003 – 2004 


• Provided oversight and coordinated all decision support, budgeting, forecasting and financial 
analysis performed on behalf of the company.  Managed the financial planning and analysis 
team. 


 
Seim Johnson Sestak and Quist, LLP – Omaha, Nebraska 
Local Certified Public Accountants and Consultants with clients in 22 states, specializing in the 
healthcare industry. 
 
Senior Manager, Consulting, November 1997 – June 2003 


• Provided comprehensive consulting services to physician practices, healthcare systems and 
other businesses throughout the Midwest. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Nebraska – Lincoln 
 - Masters Degree – Accountancy, 1991  
 - Bachelors of Science - Business Administration with emphasis in Accounting, 1989 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
CPA License 
 
Certified Public Accountant 
 - Active license in Nebraska 
 - Inactive permit in Florida 
 
Certified Financial Planner – Inactive license 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Fran Soistman, Executive Vice President and Head of Government Services – Institutional Business – 
Aetna, (p) 860-273-4158 
(f) none, (email) SoistmanF@AETNA.com 
 
John J. Stelben, VP, CFO, Government Services and Integration – Finance – Aetna, (p) 860-273-7766 
(f) 860-754-9151, (email) StelbenJ@AETNA.com 
 
Laurie Brubaker, SVP, Aetna Medicaid – AMA Medicaid, (p) 602-659-1160 
(f) 602-659-1543, (email) BrubakerL2@AETNA.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna 


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joel V. Coppadge  
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Vice President - Medicaid Service Operations 


# of Years in Classification: 7 # of Years with Firm: 16 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
I began my professional career with Allstate Insurance Company in the management rotational 
development program, upon graduating from Delaware State University with a degree in Business 
Administration.  During my time at Allstate I obtained my life and personal lines agents license and 
served as an in store agent for a segment of the rotation period.  I joined Cigna in 1985 where I spent  
15 years in various operation roles, including Manager of Workers Compensation Operations, 
Billing/Contract Review and Financial Products Control.  After Cigna, I joined Coventry Health Care as 
Senior Manager of Commercial Claims and Customer Service Operations.  Other past responsibilities 
include Director of Medicare and Medicaid Operations, Transplants, and Enrollment.   
 
I am currently Vice President of Medicaid Service Operations for Aetna supporting the Medicaid 
business. My scope of responsibilities includes leading Claims, Provider calls, Configuration/Provider 
maintenance and Encounters. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Vice President, Medicaid Service Operations, Aetna – Newark, DE  2013 – Present 
 
Responsible for the Medicaid full risk business operations including encounters, provider calls, and 
claims administration.  Oversight of operations includes remote locations in Harrisburg, PA, Sunrise, FL 
Jacksonville, FL, Springfield, MO, Houston, TX, Phoenix, AZ, New Albany, OH, Newark, DE and 
Allentown, PA  


• Responsible for 980 full time employees with an annual budget of $51.3 million 
• Main function include; Claims processing, Provider Call, Encounter Submissions 
• Develops strategic, operational, and tactical business plans to achieve desired business goals  
• Builds and maintains collaborative relationships and alliances with internal partners and external 


customers  
 
COVENTRY HEALTH CARE, INC. - Bethesda, MD 2000 – 2013 
 
Vice President, Medicaid Customer Service Operations, Coventry Health Care, Inc. - Newark, DE    
(2009 - 2013) 
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Managed the Medicaid full risk business operations including enrollment, customer service, and claims 
administration.  In addition to the main site located in Newark, DE, all includes remote locations in 
Harrisburg, PA, Sunrise, FL, Springfield, MO and Houston, TX 


• Responsible for a total of 385 full time employees with an annual budget of $13.8 million. 
• Developed strategic, operational, and tactical business plans to achieve desired business goals. 
• Built and maintained collaborative relationships and alliances with internal and external 


customers including but not limited to, employer groups, provider groups, members, brokers, 
marketing, finance and medical management to achieve business goals. 


• Recruited, developed, and motivated staff. 
• Initiated and communicated a variety of personnel actions including employment, termination, 


performance reviews, salary reviews, and disciplinary actions. 
• Developed and managed the budget; controls expenses while meeting operational, financial, and 


service requirements.  
 
Director, Operations, Government Programs/Individual Product, Coventry Health Care, Inc. - 
Newark, DE, 2006 – 2009 
Directed the claims administration and customer service for the Medicaid full risk and Individual Product 
business. 


• Developed strategic, operational, and tactical business plans to achieve desired business goals. 
• Builds and maintains collaborative relationships and alliances with internal and external 


customers including but not limited to, employer groups, provider groups, members, brokers, 
marketing, finance and medical management to achieve business goals. 


• Recruited, developed, and motivated staff. 
• Initiated and communicated a variety of personnel actions including employment, termination, 


performance reviews, salary reviews, and disciplinary actions. 
• Developed and managed the budget; controls expenses while meeting operational, financial, and 


service requirements.  
 
Site Director, Newark Customer Service Operations, Coventry Health Care, Inc. - Newark, DE  
2005 – 2006 
Managed the activities that serviced Commercial Operations in Delaware, Virginia, West Virginia, 
Nebraska, and Medicaid Operations in Maryland, Missouri, Virginia, West Virginia, and Michigan. 
Included off site operations in Michigan, and Pennsylvania. 


• Responsible for a total of 213 full-time employees with an annual budget of $8.9 million. 
 
Director, Operations, Coventry Health Care, Inc. – Newark, DE, 2003 – 2005 
Directed the activities of three Business Managers and 110 employees in departments specializing in 
claims processing, customer service, and training. 


• Responsible for an $8.9 million annual budget. 
• Operations included an annualized claim volume of 3.4 million claims receipts and incoming call 


volume of 800,000. 
• Extensive collaboration and facilitation with multiple health plans, brokers, providers, clients, and 


various internal operations. 
 
Business Manager, Coventry Health Care, Inc. – Newark, DE, 2000 – 2003 
Managed the activities of three supervisors and 45 employees in departments specializing in claims 
processing and customer service.  


• Managed the team to be recognized as the winner of the company’s Superior Achievement 
Award for two consecutive years. 


• Hired, trained, and provided employee development for all employees. 
• Collaborated with the health plan, brokers, providers, and various internal operations. 


 
Project Manager, Finance Department, Ace – USA – Wilmington, DE                  1999 – 2000 
 


Team Leader, Cigna Corporation – Wilmington, DE                                        1992 – 1999 
 


Business Analyst, Cigna Corporation – Philadelphia, PA           1989 – 1992 
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Assistant Manager, Cigna Corporation - Wilmington, DE                                         1985 – 1989 
 


Operations Supervisor, Allstate Insurance Company - King of Prussia, PA           1981 – 1985 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Delaware State University, Dover, DE - Bachelor of Science Business Administration - 1981 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not Applicable 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Meg McCarthy, EVP- Aetna – Operations & Technology, (p) 860-273-7354 
(f) 860-754-9742, (email) McCarthyM3@aetna.com 
 
Doug Porter, VP- Aetna – Medicaid Service Operations , (p) 717-526-2714 
(f) none, (email) dwporter@aetna.com 
 
Mike Moorman, VP – Aetna – Individual & Public Exchange Srv Operations, (p) 302-283-6521 
(f) 302-283-6787, (email) mmoorman@aetna.com     
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Michael Easterday 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title: Nevada Medicaid Government Liaison 


# of Years in Classification:  1.5 # of Years with Firm: 1.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


As Aetna Medicaid’s vice president of business development for the west region, Michael Easterday is 
responsible for working with new and current markets in the western U.S., with an emphasis on bringing 
unique solutions for high-cost, high-acuity populations to state governments. 


Mr. Easterday, who has worked both in managed health care and government affairs for many years, 
formerly was corporate director of business development for WellCare Health Plans, based in Florida.  


He also has a long history in South Carolina, where he worked in business development, compliance and 
government affairs for UnitedHealthcare. 
 
For several years, he acted in several key advisory roles to Governor Mark Sanford, to the Lieutenant 
Governor and to the Department of Health and Human Services. One of those roles was serving as 
director to the Lieutenant Governor’s Office on Aging. Mr. Easterday also served as a legislator for  
eight years.  


Mr. Easterday has Bachelor of Arts and Bachelor of Science degrees from Bob Jones University. He 
received his law degree from the University of South Carolina School of Law. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Regional Vice President, Business Development  January 2015 – Present 
Aetna, Medicaid Division     (West Region) Phoenix, AZ  
  
Responsible for business development activities in the West Region of the United States and supporting 
other markets as needed. Develop and implement strategy for expanding business opportunities in a 
market and influence product design, including TANF, CHIP, ABD, LTC and Medicare/Medicaid 
Enrollees (Duals). Present opportunities to state regulators and policy-makers to develop programs for 
the various populations in these programs under state Medicaid regulations.  Advocate for adoption of 
managed care and promote Aetna as leader in this industry.  Establish and maintain relationships with 
state regulators, policy-makers, providers and stakeholder groups.  Research federal and state laws and 
regulations as pertaining to Medicare and Medicaid programs found in the Code of Federal Regulations 
and the Patient Protection and Affordable Care Act.  Manage work within a highly-matrixed organization 
alongside subject matter experts and executives to accomplish goals. Support the work of the RFP team 
and have successfully developed winning proposals in many markets. 
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Corporate Director, Business Development   August 2013 – January 2015 
WellCare Health Plans, Inc.     Tampa, Florida 
 
Responsible for business design and development for TANF, CHIP, ABD and LTC programs, including 
integrated programs for Medicare/Medicaid Enrollees (Duals). Present opportunities to state regulators 
and policy-makers to develop programs for the various populations in these programs under state 
Medicaid regulations.  Advocate for adoption of managed care and promote WellCare as leader in this 
industry.  Establish and maintain relationships with state regulators, policy-makers, providers and 
stakeholder groups.  Research federal and state laws and regulations as pertaining to Medicare and 
Medicaid programs found in the Code of Federal Regulations and the Patient Protection and Affordable 
Care Act.  Develop and implement strategy for expanding business opportunities in a market and 
influence product design.  Manage work within a highly-matrixed organization alongside subject matter 
experts to accomplish goals.   
 
 
Vice President, Business Development    April 2012 – August 2013 
UnitedHealthcare Community & State   Columbia, South Carolina 
 
Responsible for business design and development as well as policy strategy for the company dealing 
with Medicare-Medicaid Enrollees in the Southeast region, Washington, and Hawaii as well as TANF, 
CHIP, ABD and LTC programs. Worked with team to win several bids in Washington including complex 
MME Financial Alignment Demonstration proposal.  Presented opportunities to state regulators and 
policy-makers to develop integrated programs for this population and advised on managed long-term 
care programs under state Medicaid regulations.  Researched federal and state laws and regulations as 
pertaining to Medicare and Medicaid programs found in the Code of Federal Regulations and the Patient 
Protection and Affordable Care Act.  Developed and implemented strategy for expanding business 
opportunities in a market and influence product design.  Managed work within a highly-matrixed 
organization alongside subject matter experts to accomplish goals.   
 
Dir. Corporate Compliance and Government Affairs March 2010 – March 2012 
UnitedHealthcare Community Plan    Columbia, South Carolina 
 
Developed and implemented compliance program and policies to ensure health plan compliance with 
federal and state laws and regulations as well as Policy and Procedure guide.  Implemented anti-fraud, 
waste and abuse policies and supported initiatives around HIPAA, PPACA and privacy laws.  Reviewed 
provider and vendor contracts and worked with legal department to write and file contracts to meet 
regulatory approval. Interpreted laws, regulations and policies and rendered opinions to health plan staff.  
Chaired the Compliance Committee, developed compliance policies and procedures, reviewed and 
updated compliance structure, processes, and outcomes.  Ensured timeliness and integrity of reports.  
Interacted daily with state agency staff and regularly with legislators and health plan lobbyists.  Attended 
association meetings for health plan and represented company at agency meetings.  Presented business 
practices and growth opportunities to state partner. Engaged in health plan committees such as 
community relations, quality, provider relations, compliance, credentialing, and utilization management.    
 
President/Owner     August 2004 – Present 
Easterday & Associates     Columbia, South Carolina 
 
Perform the duties of an Administrative Hearing Officer for the South Carolina Department of Health and 
Human Services, Division of Appeals and Hearings.  Preside over fair hearings on member and provider 
disputes with the agency.  Research federal and state laws and regulations dealing with Medicare and 
Medicaid, often in relation to Social Security Administration disability criteria.  Render a decision in a 
timely manner and submit a written decision on each case.  Prepare cases for appellate review. 
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Vice President, Government Relations  January 2008 – March 2010 
AMERIGROUP Community Care   South Carolina and Nevada 
 
Developed and maintained relationships with key legislators, state regulators, and outside advocates to 
promote our legislative agenda.  Coordinated responses to national and state legislation or anticipated 
legislative initiatives.  Established and implemented proactive strategies for new products or expansion of 
existing products and market territories.  Monitored and responded to proposed regulatory changes.  
Advocated to state regulators the need for sound rates and acted as liaison to communicate solid 
business practices.  Represented the company at legislative hearings, managed care association 
meetings, and meetings with various healthcare advocates.  Engaged in health plan committees such as 
quality, provider relations, compliance, credentialing, and utilization management.    
 
Chief of Staff and Legal Counsel   April 2005 – January 2008 
Office of Lieutenant Governor   State of South Carolina 
 
Managed the office staff and the operation of the Lieutenant Governor’s office.  Advised the Lieutenant 
Governor on legislative matters, legal issues, procedural rules and the Office on Aging issues.  
Represented the Lieutenant Governor at public meetings and hearings as well as advocate to the 
General Assembly for passage of legislation the Lieutenant Governor was promoting or endorsing.  
Drafted legislation and drafted responses for constituent concerns.  Served as legal counsel for the 
Office on Aging on employment and elder law issues. 
 
Director, State Agency    August 2006 – February 2007 
Lt. Governor’s Office on Aging   State of South Carolina 
 
Responsible for the $34 million agency and its operation.  Managed 41 staff members, set policy and 
direction for the agency, dealt directly with CMS and AOA in Atlanta and Washington, implemented new 
requirements for the home and community-based services expansion, and provided legal advice on 
employment and elder law. 
 
Senior Policy Adviser    December 2003 – April 2005 
Dept. of Health and Human Services  State of South Carolina 
 
Read and analyzed federal and state health law, advised the agency director on Medicaid policy and 
state and federal law, monitored and advised on legislative action, testified at committee meetings, acted 
as agency liaison, drafted legislation and worked with the agency legal staff on special agency and 
constituent projects, performed the duties of a hearing officer for the appeals division. 
 
Legislative Director     January 2003 – December 2003 
Governor Mark Sanford    State of South Carolina 
 
Drafted legislation, found sponsors in House and Senate for proposed bills, drafted amendments during 
debate, monitored and promoted legislation, attended House and Senate session meetings, worked with 
General Assembly members and staff, advised Governor on policy and ratified bills, helped develop 
policy for Governor, met with executive cabinet directors, met with citizens for Governor, worked with 
grassroots organizations to gain support for legislation and advocated on behalf of Governor. 
 
Attorney      October 1998 – January 2003 
Moore, Taylor and Thomas, P.A.   Greenville, South Carolina 
 
Attorney with a law firm of 11 lawyers maintaining a varied legal practice of general law, including but not 
limited to litigation, drafting and negotiating contracts, contract disputes, property disputes, securities 
fraud, real estate closings, personal injury, probate, guardian ad litem, elder law and family court 
practice. 
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Legislator      November 1994 – January 2003 
South Carolina House of Representatives Columbia, South Carolina 
 
Served on the Judiciary Committee as Chairman of the General Laws and Criminal Laws 
subcommittees; elected as Secretary of the House Ethics Committee.  Appointed to serve on the 
Attorney General’s Commission on Pornography, Statewide Tax Study Commission, Legislative Audit 
Council, Adoption Study Committee and the Secretary of State’s Blue Ribbon Committee on Limited 
Liability Companies.  Prior service includes First Vice Chairman of Agriculture, Natural Resources and 
Environmental Affairs.  Successfully introduced and passed numerous bills and amendments. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
JURIS DOCTOR     May 1999 
University of South Carolina School of Law  Columbia, South Carolina 
 
BACHELOR OF SCIENCE    May 1987 
Finance, Major; Public Speaking, Minor  Greenville, South Carolina   
Bob Jones University      
 
BACHELOR OF ARTS    May 1984 
Bob Jones University     Greenville, South Carolina 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


  
Member of the South Carolina Bar Association 
 
Admitted to practice law in South Carolina State and Federal District Courts 
  
Arbitrator, Financial Industry Regulatory Authority (FINRA: f/k/a NASD) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dr. Michael Musci, Chief Medical Officer – CareCam Health Systems, (p) 609-707-1930  
(f) none, (email) DrMusic@yahoo.com 
 
Richard Fields, Owner – LaborFinders of SC, (p) 803-600-7391  
(f) none, (email) laborfinderssc@aol.com 
 
Robert French, Hearing Administrator – South Carolina DHHS, (p) 803-898-2714, 803-898-3550  
(f) none, (email) rfrench@scdhhs.gov 


Tab VII - Page 12 NV Managed Care Organization RFP No.: 3260







Revised:  09-25-13 Resume Form Page 1 of 4 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Donette Koehler 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Sr. Implementation Project Manager 


# of Years in Classification: 
6 yrs., 2 


mos. 
# of Years with Firm: 


6 yrs., 
2 


mos. 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Donette has over 15 years of health industry experience however; 6 years have been at Aetna with a 
primary emphasis on Project Management in the Provider Relation area, in both Medicaid and Duals 
Demonstration products.  She has played a crucial role in the success of many implementations.  She 
demonstrates her knowledge and skills while successfully knowing all aspects of Provider Relations 
across many states.  She maintains and enhances relationships with facilities, physicians, and ancillary 
providers, which serve as contractual networks of care to our members.  
 
Core Skills in: 
 


• Oversees Provider Relations  
• Managing large complex new business (Medicaid and Duals) implementation projects 
• Developing Provider Relations kick-off meetings, work plans, schedules, inter-departmental 


meetings, writing all Provider Relations materials (i.e., Provider Manual, Policies and Procedures, 
Desktops, External Provider Training, Web-site content) 


• Compliance reviews including internal and external policies (State and CMS) 
• State and CMS Readiness Reviews (Panel Interviews) Subject Matter Expert for Provider 


Relations 
• Writing RFP/RFA/RFI and License responses surrounding Provider Relations 
• SharePoint Designer and Super-User 
• Supervisor experience (temporary and pre-go live health plan employees) along with hiring health 


plan staff  
 


RELEVANT EXPERIENCE 
Information required should include timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Provider Relations Manager / Provider Relations Senior Project Manager, Subject Matter Expert 
Aetna Medicaid Administrators, June 2010 – Present 
Phoenix, Arizona 
 
Provider Relations Manager Duties: 


• Responsible for the operational aspect of Provider Relations, including primary care physicians, 
specialist physicians and ancillary health practitioner education, provider credentialing and 
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contracting, monitoring provider accessibility and availability, resolving provider disputes, 
problems or inquiries and day-to-day provider services. 


• Responsible for physician retention; initial and ongoing provider servicing, and provider 
compliance to Plan policy; collaborates with other departments within the organization to ensure 
key provider reimbursement methodologies and provisions are administratively supported 


• Develops and implements provider education in support of continuing provider service 
relationships and contract compliance 


• Develops and maintains standards / process for ensuring health plan providers are credentialed 
and re-credentialed accordingly 


• Develops and implement a strategic action plan to increase provider satisfaction according to the 
member and provider survey results as well as based on health plan’s key initiatives 


• Prepares articles for the physician newsletter, as required 
• Assist in information gathering for Plan audits by external entities including but not limited to 


NCQA, CMS and the State.  Also including oversight of provider office site surveys required for 
credentialing and re-credentialing 


• Interact with the internal departments to resolve provider billing issues 
• Assures the initial provider office orientation, as well as scheduled and unscheduled visits are 


conducted by assigned representatives 
• Leads inter-departmental teams as necessary to implement large and/or complex provider 


contracts accurately 
• Leads and builds high performance teams across units by providing leadership, mentoring and 


coaching 
• Oversees the development and maintenance of departmental policies and procedures  
• Analyze and report departmental data and network trends, including but not limited to provider 


satisfaction, performance and compliance 
• Performs other related duties as required 


 
Provider Relations Senior Project Manager Duties: 


• Accountable for the development, implementation, and ongoing management of complex 
projects, which affect more than one of the following: process, system, product and/or function 
and may run a year in duration.  Projects include but are not limited to, TANF/CHIP, Medicare-
Medicaid Dual Eligible (Duals), Waivers, Medicare Part D, Medicaid, Long Term Care etc.   


 
• Supports the business by recommending appropriate actions, strategies, and alternatives in order 


to meet business and contractual needs.  This responsibility includes leading/managing all 
aspects of a project such as planning, coordination, development, and implementation which 
includes the financial implications while prioritizing resources, and time frames.  Ensures the end 
state of the project and/or business operations meet all scope of work requirements are 
completed.    


 
• Worked with the RFP Team as the Subject Matter Expert for Provider Relations.  Assigned tasks 


which include writing portions of the response to ensure contractual and federal regulations are 
accounted for, along with adhering to Aetna’s policies, all while ensuring Aetna’s best interest are 
being met.  


 
Product Implementation/Development Manager (Project Manager)  
Insurers Administrative Corporation (IAC), May 2007 – Sept 2008 
Phoenix, Arizona 
 


• Responsible for creating clear, concise and attainable project objectives for medium to large 
projects including building project specifications based on the scope of work requirements for that 
particular project all while managing the constraint of the project. Drafted, coordinated and 
updated all established product implementation documents, which defined and clarified 
procedures for all parties involved awhile ensuring consistency amongst the various supporting 
materials.  Worked in tandem with the Rates Implementation Manager to ensure open 


Tab VII - Page 14 NV Managed Care Organization RFP No.: 3260







Revised:  09-25-13 Resume Form Page 3 of 4 


communication between various departments to ensure product and rate changes were 
completed on time and within budget.   


 
• Responsible for ensuring quoting software followed functional specifications in addition to s well 


as being involved with usability testing including identifying aspects of the design to be tested, 
reviewing the proposed test scripts, and providing final signoff and release approval on quoting 
software products.  Appointed as SharePoint Liaison.  Trained group of SharePoint trainers who 
then facilitated trainings throughout the company.  Responsible for site structure, data mapping, 
and determining business needs for each department at IAC.  


 


Benefits Project Manager & Analyst- Vendor Management / Broker & Association Manager  
State of Arizona- Benefit Options & HealthCare Group of AZ, March 2004 – May 2007 
Phoenix, Arizona 
 
Benefit Options 


• Vendor Management - This duty included but was not limited to enforcing contractual obligations 
along with ensuring performance measurements are being satisfied per the RFP/Scope of work 
for the following vendors: Medical + Medicare, TPA, FSA, Dental, LTD and STD.  This also 
includes conducting weekly vendor meetings with Mercer Consulting and the Vendors to resolve 
plan performance issues and operational issues that prevent the plan from running smoothly.  
Plan recommendations, Section 125 comparisons, and high-level Legislature reports.  


 
• Project Management- This duty included, but was not limited to, the management of small to 


medium projects that primarily focused on vendor workers comp claim recovery and vendor 
performance guarantees.  Responsible for planning the work according to the objectives, 
estimating resources, organize work, direct activities, forecast future trends in project, 
communicate with business sponsor as well as knowing how to close the project and providing 
the debrief.  


 
HealthCare Group of AZ  


• Informed and engaged brokers though regular two-way communication and feedback.  This also 
included organizing involvement in formal on –the- job training to ensure accurate understanding 
of HealthCare Group products, compliance/policy requirements, sales process, and systems.  


 
• Acted as the liaison between brokers and HCG staff to ensure brokers are appropriately set up 


and supported, which includes, contracting, licensing/appointment, certification, training, 
enrollment administration, commission payment, broker services, etc.  


 
• Collaborated with product/pricing matrix partners to provide input on market level product and 


pricing needs as well as conduct analysis of marketplace (trends, markets, comparing rates) and 
prepare various reports.  


 


Pre-Sale Consultant and Technician  
CIGNA/Great West HealthCare, August 2000 – April 2004 
Phoenix, Arizona 
 


• Negotiated financial package with Underwriting on behalf of Sales Representative.  Conducted 
data analysis of quote requests for benefit and financial presale strategy, placing emphasis on 
facilitating case renewals.  Responsible for the coordination of presale process, including state 
legislative review as well as reviewing applicable State Legislative requirements and 
incorporating mandated benefits into design recommendations.  


 
• Produced Ad-hoc, Sales & Billing reports via Salesforce.com and Oracle software due monthly, 


along with creating contracts and groups service agreements for new and renewing business.  
Create/Build proposals using Business Applications. 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Glendale Community College – Glendale, Arizona – HS General Education, 1997 
Maricopa Community Colleges – Maricopa County, Arizona (Associates in Applied Science, Business 
(Project Management)) – Expected Completion, 2018 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Accident / Health Producer – License #173261, - March 2004 
Microsoft SharePoint Certified (Implementing SharePoint Server) – 2007 
Project Management Professional Certification – Expected 2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Travis Logan, Auxiliary Operator – Arizona Public Service, (p) 1-602-799-0966 
(f) none, (email) travis.logan@aps.com 
 
Shanise Williams, Provider Relations Manager – Aetna Better Health of New Jersey, (p) 1-973-634-7688 
(f) none, (email) WilliamsS1e291@AETNA.com 
 
Michelle Duncan, Independent Consultant, (p) 1-503-380-5187  
(f) none, (email) mishi1969@yahoo.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Barry Markman MD MBA 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Medical Director - Medicaid 


# of Years in Classification: 1 ½  # of Years with Firm:  4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
I graduated Union College, Summa Cum Laude-Economics, and continued at NYU Medical School 
graduating AOA.  After training at UT Southwestern, I obtained Board Certification in General / Plastic 
Surgery. In 18 years of private practice in Las Vegas, I performed a significant number of 
reconstructive/cosmetic procedures and served as an adjuvant clinical professor at University of Nevada 
and Touro Medical School.  My research experience includes being a lead principal investigator for 
multiple National IRB oversight clinical trials regarding saline/silicone breast implants.  National speaking 
forums and publications were focused on Adipose tissue anatomy/physiology, Liposuction, Hair 
transplantation, and Silicone Mastopathy.  Multiple Intellectual Property patents have been acquired in in 
the fields of Hair Transplantation devices, Biologic tissue grafts, and Vehicle Technology.   My MBA and 
Paralegal Certificate were acquired at UNLV.  
 
I am currently a Senior Medicaid Medical Director for Aetna primarily supporting the Special Investigative 
Unit.   My past responsibilities as a Medical Director included utilization review and case management. 
During my tenure in managed care, I have developed several surgical quality platforms, as well as, 
collaborating on Med Tech policies.  Currently, I am a member of the National Quality Forum with the 
Surgical Measure Committee. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
Aetna / Coventry, Phoenix, Arizona, 2012 – Present 
 
Senior Medical Director Corporate Medicaid, Work from Home   


• SIU Division- Medical Oversight 
• Contract MDs- Responsible for 12 Part time Medical Directors  


  
Aetna Medical Director, KY Medicaid Division, Louisville, KY, 2012 – 2015  


• Utilization Management/Prior Authorization/Case Management     
   
Coventry Health Care Medical Director, KY Medicaid Division, Louisville, KY, 2012 – 2014 


• Utilization Management/Prior Authorization/Case Management  
 
Wellpoint/Anthem – Las Vegas Commercial Office Las Vegas, NV, 2010 – 2012 


• Contract M.D. – Prior Authorization  
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American Medical Association Insurance Agency – Chicago, Illinois, 2006 – 2008 
• Group Disability Specialist Work from home 


 
Barry Markman MD PC - Las Vegas, NV, 1986 – 2002  


• Board Certified Plastic/Reconstructive Surgeon  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
UNLV - Master of Business Administration                                                       2006 
Las Vegas, Nevada Venture Capital Concentration 
 
UNLV - Paralegal Program                       2001 
Las Vegas, Nevada 
 
University of Texas Southwest - Dallas, TX 
American Board of Surgery              1986 
Plastic Surgery Fellowship                       1984 – 1986 
General Surgery Residency                             1979 – 1984 
 
New York University Medical School, New York, New York                           1975 – 1979 
AOA - Medical School Honor Society 
   
Union College, Schenectady, NY Summa cum laude       1971 – 1975 
Economics  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Medical License: NV:  Active # 5405      1986 – Current 
Insurance NV Resident: Life Health Property Casualty Annuities #166468      2002 – Current 
Real Estate NV: IRealty Broker Salesperson   # 58169      2007 – Current  
NV:  Business Broker # 317      2007 – Current 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Tony Alamo, MD, NV Gaming Commissioner/MD practitioner, (p) 702-456-4011  
(f) none, (email) alamomd@pobox.com 
 
Greg Kamer, Esq., Kamer Zucker Abbott Employment Law, (p) 702-454-4440  
(f) none, (email) gkamer@kzalaw.com 
 
Julio Garcia, MD, Plastic Surgeon, (p) 702-870-7608  
(f) none (email) jgarciamd@aol.com 
 
Alonzo White, MD MBA, Chief Medical Officer – Aetna Medicaid, (p) 602-659-2018  
(f) none, (email) atwhite1@aetna.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Dwayne Sansone 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Regional Vice President – Medicaid  


# of Years in Classification: 7 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Strategy, Operations and Finance executive with over 18 years of experience in corporate and 
entrepreneurial environments across a variety of industries, including healthcare insurance, healthcare 
information technology, investment banking and public accounting.  Well-honed ability to quickly learn 
new industries, technologies, and functional areas. Collaborative leader and natural communicator who 
can comfortably work across various organizational levels and operating areas.  Highly competitive, 
entrepreneurial, passionate, persuasive, and articulate, able to capture and communicate a strategic plan 
of action, garner the support and commitment of a team, and lead flawless execution of objectives.   
 
Demonstrated career progression beginning with top tier undergraduate and Ivy League graduate 
education, achievement of CPA designation, followed by over a decade of Wall Street experience in 
investment banking and equity research. Successful transition to corporate environment with increasing 
responsibility at Aetna, promoted four times in 6 years, currently serving as both regional vice president 
for the West and National lead for network, value based solutions and population health for a multi-billion 
dollar division. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 
 
Aetna, Inc., Hartford, CT / Phoenix, AZ, 3/2010 – Present 
(Publicly traded, healthcare insurance and services organization) 
Regional Vice President & National Head of Network, Valued Based Solutions & Population 
Health Medicaid, 2016 – Present 


• Promoted to leadership role with profit and loss accountability for Aetna Medicaid West region 
and national responsibility for informatics, health information technology, network contracting, 
mergers, acquisitions and strategic partnerships, and population health...  


 
Vice President, Operations Medicaid, 2014 – 2016 


• Promoted to leadership role for Aetna’s multi-billion dollar, 17 state national Medicaid divisions.  
Responsible for all operations, informatics, business information systems, health information 
technology, network contracting, medical economics, mergers, acquisitions and strategic 
partnerships, and ACO strategy.  
 


Vice President, Corporate Development, 2010 – 2014 
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• Promoted two times in three years, selected to attend annual leadership forum restricted to top 
200 employees. 


• Leadership role within corporate development function for enterprise globally. Responsible for 
organizing and leading executions of mergers and acquisitions, joint ventures, and strategic 
partnerships.   


• Successfully closed eight (8) acquisitions with aggregate value of over $10 billion, including the 
acquisitions of Coventry, Medicity, and London-based InterGlobal.  Led the negotiations and 
structuring of five (5) joint ventures / strategic partnerships within the ACO, healthcare 
technology, healthcare insurance industries, including Aetna’s first payer / provider ACO joint 
venture, Innovation Health, with Inova Health System. 


• Selected by Chairman’s Office to travel throughout Hong Kong and mainland China to lead 
negotiations that established a joint venture with a Chinese state-owned entity to deliver 
healthcare technology information exchange technology to the Bin Hai province in Tainjin, China. 


• Selected by Chief Financial Officer as Head of The Office of Merger Completion, responsible for 
successfully leading numerous pre-closing assignments related to the closure of Aetna’s $8 
billion acquisition of Coventry, including the Hart Scott Radino and state regulatory approval 
process. 
 


Gridley & Company LLC, New York, NY, 10/2006 – 3/2010 
(Boutique investment bank that provides M&A advisory services to the information-based technology 
services industry) 
Vice President, Investment Banking 


• Provided merger and acquisition, private placement, and strategic advisory services to 
companies in the information-based technology services industry with a specific focus in 
outsourcing services, internet services, marketing services, financial technology, and data 
services. 


• Responsible for both deal sourcing and deal execution related to buy-side and sell-side 
assignments for large publicly-traded companies, pre-IPO privately-held companies, and start-
ups in excess of $1 billion. 


• Led deal teams in the performance of extensive due diligence on public and private companies in 
information-based technology sectors and directed meetings with senior management teams 
related to strategic alternatives. 


 
Lehman Brothers, New York, NY, 6/2002 – 9/2006 
(Publicly traded bulge bracket investment bank acquired by Barclays Capital) 
Senior Associate, Equity Research 


 Conducted and published fundamental research on large and mid-capitalization banks including:  
Citigroup, Bank of America, JP Morgan, Bank One, Bank of New York, State Street, Mellon, PNC, 
and Northern Trust. 


 Chosen as only member of the banking research team to work with Lehman’s financial institutions 
investment banking group on the IPO of Texas Capital Bancshares (NASDAQ: TCBI); provided 
in-depth banking industry research, capital markets insight, and prepared senior management for 
roadshow. 


 Published company specific research related to earnings, strategy, news announcements as well 
as industry research related to macro trends and specific topics of interest related to the banking 
sector. 


 
Donaldson, Lufkin & Jenrette, Chicago, IL, 8/2000 – 12/2001 
(Publicly traded investment bank acquired by Credit Suisse First Boston) 
Associate, Investment Banking 


 Executed the IPO of power equipment supplier Graco, Inc. (NASDAQ: GGG), prepared public 
documentation requirements, drafted offering memorandum, and prepared management for 
roadshow. 


 Executed buy and sell side assignments including valuation and screening of potential buyers / 
sellers. 
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First Source Financial, Chicago, IL, 6/1997 – 8/1998 
(Boutique leveraged finance firm) 
Analyst, Leveraged Finance 


 Analyzed leveraged financial transactions ranging from $5-$50 million related to acquisitions, 
recapitalizations, capital and growth expansions, and refinancings to evaluate credit worthiness of 
companies.   


 Modeled and summarized financial statement projections, prepared internal investment 
committee memoranda, and presented potential transactions to the investment committee. 


 Managed a portfolio of 10 - 12 leveraged financial transactions valued at approximately $150 - 
$175 million.  Responsibilities included tracking operating performance, interpreting credit and 
other legal documents, computing financial covenant compliance, and assessing financial 
covenant violation waiver requests of portfolio companies.   


 Presented quarterly status reports of portfolio companies to the investment committee. 
 


 
KPMG Peat Marwick, Chicago, IL, 7/1995 – 6/1997 
(Big four public accounting and leading professional services firm) 
Senior Accountant, Audit 


 Offered full-time position following summer internship. 
 Selected to participate in a program for high achievers to rotate through corporate taxation and 


corporate transactions groups. 
 Analyzed financial statements and footnote disclosures related to audits of mid-sized companies 


in a variety of industries with a focus on governmental and financial services.  
 Led multiple audit engagements simultaneously.  Assessed risks, planned audit approach, 


completed audit work papers, and prepared financial statements and disclosures.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MBA, Finance & Strategic Management, University of Pennsylvania, The Wharton School, 2000 


• Citigroup Fellow, 1998 – 2000; National Black MBA Scholar, 1999 
BBA, Accounting & Business Management, University of Michigan, Ross School of Business, 1995 


• Michigan Scholar, 1991 – 1995; Pullman Scholar, 1991 – 1995; Dr. Martin Luther King, Jr. 
Scholar, 1991 – 1995 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
CPA, Certified Public Accountant, Illinois – Member of American Institute of Certified Public Accountants  
Series 7, 55, 63, 66, 86, 87 (non-active) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Fran Soistman, Executive Vice President and Head of Government Services – Institutional Business – 
Aetna, (p) 860-273-4158 
(f) none, (email) SoistmanF@AETNA.com 
 
Laurie Brubaker, SVP, Aetna Medicaid – AMA Medicaid, (p) 602-659-1160 
(f) 602-659-1543, (email) BrubakerL2@AETNA.com 
 
Debra Bacon, VP, CFO Aetna Medicaid – AMA Medicaid, (p) 602-659-1120 
(f) 602-659-1543, (email) BaconD@AETNA.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Eileen P. Shaw 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: DIR, BUSINESS PROJECT PROGRAM MANAGEMENT 


# of Years in Classification: 9 YEARS # of Years with Firm: 
15 


YEARS
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
I have been a registered nurse for the past forty years, a certified case manager for the last twelve years 
and have been employed by Aetna for the last 15 years.  Over the last nine years I manage the day-to-
day leadership for the implementation team, including but not limited to providing operational direction for 
design, development, build-out (including attaining financial performance and viability targets) for 
successful implementation of new health plan operations and current health plan expansions. I represent 
the organization to the Medicaid/State agency, other related agencies, regulatory agencies, advocacy 
groups, community organizations, members, and the public.  As new health plans are implemented  
I take the lead in mentoring leadership to ensure a seamless transition to independent health 
plan management.    
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Aetna, Phoenix, AZ 
 


Director, Implementation       2008 – present 
I currently provide day-to-day leadership for the Implementation Team.  Responsibilities are to 
lead the implementation activities in the areas of operations (claims/call center), member 
services/member communication, provider relations/network management, IT (including 
corporate IT and the State’s MMIS, enrollment broker, and fiscal agent vendors) medical 
management (UM/QM), disease management, case management, hiring and retention of 
employees.  Populations served for implementation are, but are not limited to: TANF, ABD, Duals, 
Long Term Care and children and adults with special needs and developmentally delayed.   


Corporate Director, Pathways to Chronic Care                                              2007 – 2008 
This position identified, analyzed, planed, developed, organized, implemented, and evaluated 
functions of the Pathways to Chronic Care programs for all of Schaller Anderson Medical 
Administrators, Inc./Aetna and its program affiliates. Other responsibilities were to support 
leadership executives in the performance of their duties and serve as a backup in their absence. 
This include new product development, contract management and analysis, RFP responses, 
project management and implementation of new business, products and systems initiatives, 
strategic planning and implementation of strategic goals and objectives for medical management.  
This position designed, modified, and proposed operation systems and processes to most 
effectively manage quality, utilization, and risk in clinical elements of the total care management 
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program. In addition, this position had oversight of and supported all new Pathways to Chronic 
Care implementations.   


Director, Care Management 2006 – 2007 
This position identified, analyzed, planed, developed, organized, implemented and evaluated 
functions within the Medical Management Department for all health plan affiliates for the areas of 
Care Coordination, Case Management, Perinatal and Disease Management.  Populations’ served 
include but was not limited to: TANF, ABD, SNP, Long Term Care and Developmentally Delayed.  
Managed training functions for all health plans related to case management, care coordination 
and disease management.   


Director, Utilization Management 2005 – 2007 
This position assisted health plans in the development and monitoring of the annual utilization 
management plan and annual evaluation of the utilization management activities. Performed 
annual audits of the health plans’ utilization management plans. Keep abreast of all health plan 
local medical trends, analyzed patterns that impacted the effort to effectively manage utilization 
and quality of medical services and reported the findings through the 30-60-90 process. This 
position was also responsible for the development of project budget requirements for affiliated 
health plans and for medical claims review; and working with utilization management department 
at each health plan to develop innovative approaches to improve cost effectiveness and reduce 
administrative expenses. Populations’ served in the health plans include but is not limited to: 
TANF, ABD, SNP, Long Term Care and Developmentally Delayed.   


Manager, Case and Disease Management 2001 – 2005 
This position was responsible for all case management and disease management activities, along 
with member initiatives and meeting all state and federal regulatory requirements for case and 
disease management. Populations’ served in the health plan include but is not limited to: TANF, 
ABD, SNP, Long Term Care and Developmentally Delayed.  Chaired multiple health 
management teams and managed multiple quality performance improvement programs and 
disease management programs and initiatives.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Associate in Applied Science, Nursing, graduated 1976 
Monroe Community College, Rochester, N.Y.   


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


Licenses 


R.N. Licenses: New York (since 1976) and Arizona (since 2003) 


Certification 


Certified Case Manager, October 2004 - current 


Quality Management Certified, May 2003 - current 


Disease Management, Train the Trainer, April 2002 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Lisa Baird, Interim COO – Aetna Better Health of Missouri, (p) 314-550-7532 
(f) none, (email) BairdL@Aetna.com 
 
Janet Grant, Vice President – Aetna Medicaid Regional Head, (p) 314-444-7226 
(f) 860-975-0680, (email) GrantJ4@Aetna.com 
 
Ruth Sirotnik, Executive Director – Aetna Service Operations, (p) 602-659-2002 
(f) 602-431-7316, (email) ruthsirotnik@aetna.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc.  


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Patrice Stevens 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Appeal and Grievance Coordinator  


# of Years in Classification: 9 yrs, 5 mos # of Years with Firm: 9 yrs, 5 mos 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Patrice has over 9 years of Medicaid experience with a proven track record in all aspects of appeal and 
grievance program development, design and training for Medicaid and Dual Demonstration plans. She 
also has 14 years of Quality Management experience and has won multiple awards over the years.  
 
Patrice has a bachelor's degree in Family Studies which has proven to be an asset in all areas of people 
interactions enabling her to quickly build relationships and resolve problems.  
 
Transferable Core Skills 
 Project management across multiple divisions 
 All aspects of people management internal, external and remote locations 
 Development of targeted communications and marketing materials 
 Interpersonal communications with all levels of staff, subscribers, physicians, external 


organizations and relevant audit and regulatory personnel 
 Continuous quality process and utilization improvement 
 Quality review 
 Data analysis 
 Public speaking  


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
Director of Appeal and Grievance 
Aetna Medicaid Administrators, Work at Home New Hampshire, June 2014 – Present 
• Ensure accuracy of G&A RFP responses. 
• The design, development and implementation of the G&A program for all new health plans. 
• Monitoring and auditing of Aetna MBU health plan member and provider appeal and grievance 


system programs and processes.   
• Monthly monitoring of resolved appeals and grievances. 
• Full Bi-Annual assessments of Medicaid and Integrated Duals plans. 
• Ongoing oversight to identify risks and potential issues. 
• Development of activities to address any identified risks and issues to minimize or mitigate 


compliance risk for the organization.  
• Support of the Medicaid health plan’s grievance and appeal processes and case specific questions. 
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• Facilitate the configuration and migration to the Aetna Medicaid Administrators enterprise wide  
A&G application. 


• Manage A&G application support. 
• Serve as liaison the executive complaints and triage to the appropriate plan for resolution within  


24 hours. 
 
Senior Project Manager, New Health Plan Implementation 
Aetna Medicaid Administrators, Work at Home New Hampshire, February 2010 – June 2014 


• Sole contributor for all aspects of new health plan implementation for the appeal and grievance 
program including development, design, training and regulatory interface 


• Managed requirements collection, design and development of all state required reports and 
deliverables. 


• Identified gaps and recommended enhancements related to new and/or existing products, services 
and workflows based on broad view of the organization 


• Solicited and evaluated internal and external customer feedback to enhance continuous quality 
improvement 


• Group facilitation/presentation to influence various internal (these may be cross-functional/segment) 
and external parties (e.g., vendor management) 


• Identified issues that may stall project and addresses them by either resolving the issue or creating 
an alternative solution 


• Tracked progress and communicated project(s) status on a regular basis to all impacted parties 
• Build communication plans for implementation to ensure all impacted parties (up-stream/down-


stream) were informed of next steps for completion 
 
Grievance System Manager/Manager of Quality and Compliance 
Schaller Anderson, Inc., An Aetna Company, Concord, New Hampshire,  
March 2007 – January 2010 


• Accountable for departmental quality management, data integrity, contract and HIPAA compliance  
• Oversaw continuous quality management and utilization improvement activities 
• Ensured compliance with all recipient and provider materials 
• Project management across multiple divisions 
• Managed assigned staff in multiple internal, external and remote locations 
• Developed targeted communications and marketing materials 
• Conducted quality review of program and specialty initiatives 
• Supervised collection of statistical data as needed, developed statistical reports and developed 


conclusions to be utilized by program planners and managers in administrative decision making 
 
Senior Management Analysis 
Office of Medicaid Business and Policy, Concord, New Hampshire, October 2006 – March 2007 


• Analyzed and evaluated current management methods and procedures and recommended 
necessary changes in organizational structure, performance criteria and administrative policies 


• Supervised collection of statistical data as needed, developed statistical reports and drew 
conclusions used by program planners and managers in administrative decision making 


• Developed agency wide policy manuals covering all areas of administration 


• Assisted administrative staff in the establishment of policy manuals covering the specific operations 
of their respective units 


• Coordinated agency programs to ensure efficient use of material, facilities, training and data to 
provide maximum services 


• Developed formal lines of communication between agency personnel including providing information 
instructions and directives in order to attain cooperation and fulfill agency objectives 
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Director of Clinical Quality Programs 
North Region, CIGNA HealthCare, Hooksett, New Hampshire, March 2004 – January 2006 
• Led and coordinated national projects that span across nine health plans covering approximately 


800,000 commercial and PPO members, including staff management who are located across multiple 
states 


• Facilitated large scale project management 
• Analyzed data and processes to identify improvement and opportunities 
• Drove results through Continuous Quality Improvement 
• Coordinated and managed local, multi departmental and national projects 
• Coordinated and tracked RFP responses 
• Participated on multiple internal and external committees/teams 
• Chaired Clinical Quality Improvement Committee 
• Created, entered and maintained broad database functions 
• Ensured compliance with regulatory requirements, NCQA Preventive Health, Medical Records and 


Quality Improvement standards 
• Managed all aspects of HEDIS reporting including: staff, productivity, data collection, vendor 


contracting, training, reporting, pre-audit preparation, annual audit, verification of results throughout 
the process and prior to NCQA submission 


• Negotiated and executed vendor contracts 


• Developed and implemented activities related to HEDIS and Health Management, including QIA 
studies, interventions, and data analysis and training tools 


• Promoted preventive health 
• Shared Quality/HEDIS intervention best practices and influence implementation at other CIGNA 


health plans 
• Managed all aspects of disease management or preventive health program design, development, 


implementation and analysis of effectiveness 
• Conducted written and oral communications with physicians and members 
 
Assistant Director of Clinical Quality Programs 
New England Region, CIGNA HealthCare, Hooksett, New Hampshire, February 2003 – March 2004 


• Worked closely with the director to ensure quality, comprehensive service delivery to members 


• Facilitated large scale project management 
• Developed and implemented activities related to HEDIS and Health Management, including QIA 


studies, interventions, and data analysis and training tools 


• Analyzed data and processes to identify improvement and opportunities 


• Assisted in ensuring compliance with regulatory requirements, NCQA Preventive Health, Medical 
Records and Quality Improvement standards 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Bachelor of Science – Family Studies, University of New Hampshire, Durham, New Hampshire 1997 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NH Justice of the Peace, 5 year certification completed in 2008, renewed in 2013 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Ruth Sirotnik, Executive Director, Service Operations – Aetna Medicaid Administrators,  
(p) 602-659-2002, (f) 602-659-1543, (email( ruth.sirotnik@aetna.com 
 
Laura Mayne, Sr. Director of Service Operations – Aetna Medicaid Administrators, (p) 410-251-0852,  
(f) 602-431-7152, (email) MayneL@aetna.com 
 
Jennifer Hayes, Manager, Business Project Program Management – Aetna Medicaid Administrators,  
(p) 602-882-8203, (f) 602-431-7021, (email) HayesJ3@AETNA.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Aetna Better Health of Nevada Inc. 


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Mia Williams 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Manager, Member and Provider Services 


# of Years in Classification: 8 # of Years with Firm: 18 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
An effective leader, skilled in enlisting the support of all team members to achieve organizational goals. 
Detail-oriented and conscientious self-starter, able to strategize and prioritize effectively to accomplish 
multiple tasks while staying calm under pressure. 
 
• Medicaid Health Plan Operations 
• Call Center Operations experience 


managing 30+ employees 
• Strong background in problem solving 


• Project Management 
• Trainer for new product line 


implementation 
 
 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
Aetna Better Health, Pikesville, Maryland 
Manager, Service Operations, April 2016 – present 
• Responsible for the development of all Member Services processes and procedures for new 


implementations, migrations and expansions for the Aetna Better Health Medicaid plans. 
• Responsible for the development and management of the Standard Operating Procedures for the 


Aetna Better Health Medicaid plans. 
 
Maryland Physicians Care, Linthicum, Maryland   
Manager, Member and Provider Services, 2008 – 2016 
• Lead and managed all operational aspects and activities of the Member and Provider Services 


departments. 
• Responsible for ensuring that both departments achieved and surpassed performance metrics, as 


well as business goals and objectives. 
• Partnered with the Network Development team in the development and maintenance of the provider 


network. 
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Maryland Physicians Care, Linthicum, Maryland   
Manager, Prior Authorization and Provider Services, 2006 – 2008 
 Oversight of the Prior Authorization non-clinical team to include maintaining the state regulated 


turnaround times for all prior authorization requests received via fax, phone or Medicaid web portal. 
 Responsible for ensuring that all call center metrics were met and that the clinical and non clinical 


teams worked together to ensure optimal business results for our members and providers. 
 
Maryland Physicians Care, Linthicum, Maryland   
Supervisor, Member Services, 2002 – 2006 
 Responsible for the day-to-day support to the Customer Service staff to include the supervision of 


workflows to ensure that established benchmarks were met or exceeded. 
 Oversight of the enrollment process ensuring accurate transmission of member data from the State 


of Maryland to the Maryland Physicians Care plan. 
  


Maryland Physicians Care, Linthicum, Maryland   
Diabetic Care Coordinator, Case Management, 2001 – 2002 
 Responsible for managing the needs of the diabetic population to include assisting with care 


coordination, accessibility and appropriate utilization of heat care services. 
 Assessed the risk of the member and triaged high risk members to the Case Manager for oversight and 


care management. 
  


Maryland Physicians Care, Linthicum, Maryland   
Lead Customer Service Representative, Member Services, 1998 – 2001 
 Handled the new hire training for all staff as well as refresher training for existing staff when needed. 
 Monitored staff performance to ensure quality assurance and member satisfaction.  
 Daily updates of enrollment data as well as statistical reporting of call center performance to upper 


management. 
 


Foundation Health, State of Maryland Department of Health and Mental Hygiene, Baltimore, MD  
Lead Health Benefits Consultant, Enrollment Broker, 1997 – 1998  
 Enrolled Medicaid Consumers into Managed Care Organizations. 
 Educated the consumers on the available health plans and the benefits offered through the 


programs. 
 Conducted health care assessments to determine immediate health care needs. 


Accomplishments:   
 Project lead on the successful implementation of new companywide program initiatives that 


included a Prior Authorization submission tool, Notice of Action Response Letter tool and 
Prior Authorization Requirements lookup tool. 


 Strengthened our processes and procedures surrounding claims audit responses, reducing 
the backlog by 100% within 1 month. 


 Created a process to deplete the backlog of over 9,000 outdated state encounters to less 
than 100 over a 4 month period.   


 Successfully implemented a Mentoring Program to assist with staff development and growth 
opportunities which resulted in multiple employees being promoted to new roles.
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


Bachelor of Science, Business Management 
Strayer University, Owings Mills, MD – June 2009 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
Alpha Sigma Lambda Honor Society – November 2008 
National Association of Professional Women (NAPW) – September 2011 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dr. Nina Everett, Medical Director – Maryland Physicians Care, (p) 410-401-9420,  
(f) none, (email) nina.everett@marylandphysicianscare.com  
 
Karen Helensky, Chief Operating Officer – Maryland Physicians Care, (p) 410-401-9623,  
(f) 860-907-2264, (email) karen.helensky@MarylandPhysiciansCare.Com  
 
Linda Dietsch, Compliance Director – Maryland Physicians Care, (p) 410-401-9452,  
(f) 860-907-2684, (email) linda.dietsch@marylandphysicianscare.com  
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 AETNA BETTER HEALTH® OF NEVADA 


Letters of Support State-Wide 
Cribs for Kids 


Family TIES of Nevada 
My Journey Home  


Nevada Diabetes Association
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August 1, 2016 


 


 


Letter of Support and Acknowledgement 


 


 


 


To Whom It May Concern: 


 


This Letter of Support and Acknowledgement confirms the willingness of My Journey 


Home, Inc. (organization) to support and collaborate with Aetna Better Health of Nevada 


in coordination of health education activities and initiatives aimed at improving the health 


of Nevada Medicaid and Nevada Check Up recipients. 


 


 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 


representative has met in person with our organization.  We look forward to working with 


this organization to improve the health of Nevada’s citizens throughout the communities 


we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 


contract resulting from the 2016 procurement.   


 


 


This Letter of Acknowledgement is neither binding nor exclusive to the party named 


below.   


 


 


Sincerely, 


 


 


_Elaine Voigt         (name) 


 


Executive Director (title) 


 


My Journey Home, Inc.  (organization) 
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August __, 2016 
 
 
Letter of Support and Acknowledgement 
 
 
 
To Whom It May Concern: 
 
This Letter of Support and Acknowledgement confirms the willingness of 
______________________________ (organization) to support and collaborate with 
Aetna Better Health of Nevada in coordination of health education activities and 
initiatives aimed at improving the health of Nevada Medicaid and Nevada Check Up 
recipients. 
 
 
This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 
representative has met in person with our organization.  We look forward to working with 
this organization to improve the health of Nevada’s citizens throughout the communities 
we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 
contract resulting from the 2016 procurement.   
 
 
This Letter of Acknowledgement is neither binding nor exclusive to the party named 
below.   
 
 
Sincerely, 
 
 
_____________________________ (name) 
 
_____________________________ (title) 
 
_____________________________ (organization) 
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Nevada Diabetes Association



Sarah Gleich



Executive Director



Nevada Diabetes Association



16
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 AETNA BETTER HEALTH® OF NEVADA 


Letters of Support Clark County 
Baby’s Bounty 


Clark County Division of Family Services 
Desert Parkway Behavioral Health LLC.  


East Valley Family Services 
Hope Link of Southern Nevada 


Immunize Nevada 
National Asian American Coalition 


Nevada Council on Problem Gambling 
Nevada Institute for Children’s Research and Policy 


Parents for a Healthy Nevada 
Southern Nevada Health District 


The Adoption Exchange 
University of Nevada for Cooperative Extension
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August 11, 2016 
 
Letter of Support and Acknowledgement 
 
To Whom It May Concern: 
 
This Letter of Support and Acknowledgement confirms the willingness of Immunize 
Nevada to support and collaborate with Aetna Better Health of Nevada in coordination 
of health education and immunization activities and initiatives aimed at improving the 
health of Nevada Medicaid and Nevada Check Up recipients. 
 
This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 
representative has met in person with our organization, and has attended our monthly 
community meetings.  We look forward to working with them to improve the health of 
Nevada’s citizens throughout the state in the event that they are awarded a Nevada 
Medicaid and Nevada Check Up contract resulting from the 2016 procurement.   
 
This Letter of Acknowledgement is neither binding nor exclusive to the party named 
below.   
 
 
Sincerely, 
 


 
 
Heidi Parker, MA 
Executive Director 
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August	11,	2016	
	
	
	


Letter	of	Support	and	Acknowledgement	
	
	
To	Whom	It	May	Concern:	
	
This	Letter	of	Support	and	Acknowledgement	confirms	the	willingness	of	the	National	Asian	
American	Coalition	to	support	and	collaborate	with	Aetna	Better	Health	of	Nevada	in	coordination	
of	health	education	activities	and	initiatives	aimed	at	improving	the	health	of	Nevada	Medicaid	
and	Nevada	Check	Up	recipients.	
	
This	letter	also	serves	as	Acknowledgement	that	an	Aetna	Better	Health	of	Nevada	representative	
has	met	in	person	with	our	organization.		We	look	forward	to	working	with	this	organization	to	
improve	the	health	of	Nevada’s	citizens	throughout	the	communities	we	serve	in	the	event	that	they	
are	awarded	a	Nevada	Medicaid	and	Nevada	Check	Up	contract	resulting	from	the	2016	
procurement.			
	
This	Letter	of	Acknowledgement	is	neither	binding	nor	exclusive	to	the	party	named	below.			
	
	
Most	sincerely,	
	
	
	
Faith	Bautista	
President	&	CEO	
National	Asian	American	Coalition		
8650	W.	Tropicana	Ave,	Las	Vegas,	NV	
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August 19, 2016 


 


 


Letter of Interest and Acknowledgment 


 


 


To Whom It May Concern: 


 


This Letter of Interest and Acknowledgment confirms that the Nevada Council on Problem 


Gambling is interested in opportunities to collaborate with Aetna Better Health of Nevada in 


coordination of health education activities and initiatives aimed at improving the health of 


Nevada Medicaid and Nevada Check Up recipients. 


 


This letter also serves as Acknowledgment that an Aetna Better Health of Nevada representative 


has met in person with our organization.  We look forward to working with this organization to 


improve the health of Nevada’s citizens throughout the communities we serve in the event that 


they are awarded a Nevada Medicaid and Nevada Check Up contract resulting from the 2016 


procurement.   


 


This Letter of Interest and Acknowledgement is neither binding nor exclusive to the party named 


below.   


 


 


Sincerely, 


 


 


 


 


 


Carol O’Hare 


Executive Director  


 


 


 
 


 
 
 
 
 


When the Fun Stops…Help is just a call, or click, away. 


24 Hr. HelpLine: 1-800-522-4700    www.WhenTheFunStops.org 
 


Nevada Council on Problem Gambling is a non-profit 501 (c)(3) organization and an affiliate of the National Council on Problem Gambling.  
The Council does not take a position for or against legal gambling. 


5552 S. Fort Apache Rd., #100 
Las Vegas, NV 89148 


Phone: (702) 369-9740 
Fax: (702) 369-9765 


www.nevadacouncil.org 
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August 9, 2016 


 


Letter of Support and Acknowledgment 


 


To Whom It May Concern: 


This letter is to acknowledge and confirm that a representative of our coalition, Partners for a 


Healthy Nevada (PHN) met in person with representatives from Aetna Better Health of Nevada.  


Meeting topics included how both organizations could collaborate and support each other’s 


initiatives to improve the health of Nevadans and in particular, Nevada Medicaid and Nevada Check 


Up recipients.  


Aetna Better Health of Nevada representatives reached out to our organization to learn more about 


what we do and how they could support our efforts.  Should Aetna Better Health be awarded a 


Nevada Medicaid and Nevada Check Up contract, it is our intent to continue to dialogue and 


partner with Aetna Better Health of Nevada to provide necessary health education and health 


promotion programming to Nevadans. 


 


Sincerely, 


 


Nicole W. Bungum 


Facilitator 


Partners for a Healthy Nevada Coalition 
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 AETNA BETTER HEALTH® OF NEVADA 


Letters of Support Washoe County 
ACCEPT (Access for Community & Cultural Education Programs & Training 


Big Brothers and Big Sisters of Northern Nevada 
Boys and Girls Club of Truckee Meadow  


Communities in School 
Crisis Pregnancy Center 


Family Counseling Services 
JOIN (Job Opportunities in Nevada 


Kids First Family Services 
Maternal Child Health Coalition 


MCH Coalition 
Nevada Urban Indians 


Northern Nevada Breastfeeding Coalition 
Northern Nevada Literacy Council 


Paws for Love 
Reno Bike Project 


Sierra Nevada Journeys 
The Children’s Cabinet 


The Eddy House 
Women and Children’s Center of Sierra Nevada
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July 28, 2016   
 
Letter of Support and Acknowledgement 
 
 
To Whom It May Concern: 
 
This Letter of Support and Acknowledgement confirms the willingness of ACCEPT(Access for 
Community & Cultural Education Programs & Trainings) to support and collaborate with Aetna 
Better Health of Nevada in coordination of health education activities and initiatives aimed at 
improving the health of Nevada Medicaid and Nevada Check Up recipients. 
 
This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 
representative has met in person with our organization.  We look forward to working with this 
organization to improve the health of Nevada’s citizens throughout the communities we serve in 
the event that they are awarded a Nevada Medicaid and Nevada Check Up contract resulting 
from the 2016 procurement.   
 
 
This Letter of Acknowledgement is neither binding nor exclusive to the party named below.   
 
Sincerely, 
 


 
Gwen Taylor 
 
Executive Director  
 
ACCEPT(Access for Community & Cultural Education Programs & Trainings) 


  
 
 
 
 
 
             
 
   
 
 
 


Access for Community & Cultural Education Programs & Trainings        


2400 W. 7th St., Reno, NV 89503  Phone: 775-786-5886  Fax: 775-786-5893  info@acceptonline.org 


  
Executive  
Director 


  
Gwen Taylor  


  
Advisory Board 


of Directors 
  


Greg Broadnax 
 


Doug Hodges  
 


Carolina Elder  
 


Robert Francis  
 


Rozlyn Leslie  
 


Rev. Glenn E. 
Taylor, Sr. 


  
 
  
  


Truly I tell you, whatever you did for one of the least of these brothers and sisters of mine, you did for Me. Matthew 25:40  


     A United Way  
 Partner of Excellence 


Empowering the least among us...  
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July 29, 2016 
 
 


 


Letter of Support and Acknowledgment 


 


 


To Whom It May Concern, 


This Letter of Support and Acknowledgement confirms the willingness of Big Brothers 
Big Sisters to support and collaborate with Aetna Better Health of Nevada in 
coordination of health education activities and initiatives aimed at improving the 
health of Nevada Medicaid and Nevada Check Up recipients. 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 
representative has met in person with our organization.  We look forward to working 
with this organization to improve the health of Nevada’s citizens throughout the 
communities we serve in the event that they are awarded a Nevada Medicaid and 
Nevada Check Up contract resulting from the 2016 procurement.   


This Letter of Acknowledgement is neither binding nor exclusive to the party named 
below.   


Sincerely, 


Liza Maupin 
Liza Maupin 
Chief Executive Officer 
Big Brothers Big Sisters of Northern Nevada 


In 2065, age-eligible youth in our program had an 
86% high school graduation rate, compared to the 


school district average of 75%! 


Board of Directors 
 
Ron Anderson 
   Ceridian 
Nelia Anisio-Heller 
   Eaglemark Savings Bank 
Drew Ballingham 
   US Bank 
Zeina Barkawi 
   Bank of America 
Dr. Barbara Buchanan 


Truckee Meadows Community       
College 


Barbara Burgat 
   Bank of the West 
Torrey Crawford 
   Jet Blue 
Laura Ebert 
   Willis Personal Lines, LLC 
Rick Greenthal 
   Sentex systems, Inc. Ret. 
Mark Krasner, Esq. 
   Blanchard, Krasner & French 
Megan Landon 
   Renown Health 
Robert Levy 
   Whittier Trust Company 
Rob McFadden 
   Carson McFadden Property Mgt. 
Ben Nelson 
   Marcus & Millichap 
Victor Salcido 
   Salcido Law 
Tom Vallas 
   Hoy Chissinger Kimmel Vallas 
Kent Vaughan 
   Grant Sierra Resort 
Rachel Yelley 
   United Construction 
 
Chief Executive Officer 
Liza Maupin 


1300 Foster Drive, Suite 210, Reno, NV 89509 ♦ 775-352-3202 ♦ www.bbbsnn.org 
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August11, 2016 


 


 


Letter of Support and Acknowledgement 


 


 


To Whom It May Concern: 


 


This Letter of Support and Acknowledgement confirms the willingness of The Northern 


Nevada Breastfeeding Coalition to support and collaborate with Aetna Better Health of 


Nevada in coordination of health education activities and initiatives aimed at improving 


the health of Nevada Medicaid and Nevada Check Up recipients. 


 


 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 


representative has met in person with our organization.  We look forward to working with 


this organization to improve the health of Nevada’s citizens throughout the communities 


we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 


contract resulting from the 2016 procurement.   


 


 


This Letter of Acknowledgement is neither binding nor exclusive to the party named 


below.   


 


 


Sincerely, 
 


MeredithPollaro, OTR/L, IBCLC, RLC 
 
Meredith Pollaro, OTR/L, IBCLC, RLC 


 


Co-Chair The Northern Nevada Breastfeeding Coalition 
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August 12, 2016 


 


 


Letter of Support and Acknowledgement 


 


 


 


To Whom It May Concern: 


 


This Letter of Support and Acknowledgement confirms the willingness of Northern 


Nevada Literacy Council to support and collaborate with Aetna Better Health of Nevada 


in coordination of health education activities and initiatives aimed at improving the health 


of Nevada Medicaid and Nevada Check Up recipients. 


 


 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 


representative has met in person with our organization.  We look forward to working with 


this organization to improve the health of Nevada’s citizens throughout the communities 


we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 


contract resulting from the 2016 procurement.   


 


 


This Letter of Acknowledgement is neither binding nor exclusive to the party named 


below.   


 


 


Sincerely, 


 


 


Susan Robinson 


 


Executive Director  


 


Northern Nevada Literacy Council   
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August 8, 2016 
 
 
Letter of Support and Acknowledgement 
 
 
 
To Whom It May Concern: 
 
This Letter of Support and Acknowledgement confirms the willingness of Paws For Love, a non-profit therapy dog 
organization in Washoe County Nevada to support and collaborate with Aetna Better Health of Nevada in coordination of 
health education activities and initiatives aimed at improving the health of Nevada Medicaid and Nevada Check Up 
recipients. 
 
 
This letter also serves as Acknowledgement that an Aetna Better Health of Nevada representative has met in person with 
our organization.  We look forward to working with this organization to improve the health of Nevada’s citizens throughout 
the communities we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up contract 
resulting from the 2016 procurement.   
 
 
This Letter of Acknowledgement is neither binding nor exclusive to the party named below.   
 
 
Sincerely, 
 
Lisa Cook 
Paws Board of Directors 
LisaLCook@gmail.com  
Paws For Love 
Paws 4 Love Reno 
Pawss4lovereno.org 
 
 
 
 
  Page 1 of 1 


 


Paws for Love 
Pet Assisted Therapy 
P.O. Box 20925 
Reno, NV  89515-0925 
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July 28, 2016 


 


 


Letter of Support and Acknowledgement 


 


 


 


To Whom It May Concern: 


 


This Letter of Support and Acknowledgement confirms the willingness of Sierra Nevada 


Journeys to support and collaborate with Aetna Better Health of Nevada in coordination 


of health education activities and initiatives aimed at improving the health of Nevada 


Medicaid and Nevada Check Up recipients. 


 


 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 


representative has met in person with our organization.  We look forward to working with 


this organization to improve the health of Nevada’s citizens throughout the communities 


we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 


contract resulting from the 2016 procurement.   


 


 


This Letter of Acknowledgement is neither binding nor exclusive to the party named 


below.   


 


 


Sincerely, 


 
 


______P. E. Dunkelberger_______________________ (name) 


 


______CEO Sierra Nevada Journeys_______________________ (title) 


 


______Sierra Nevada Journeys_______________________ (organization) 
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August 3, 2016 
 
 
Letter of Support and Acknowledgement 
 
 
 
To Whom It May Concern: 
 
This Letter of Support and Acknowledgement confirms the willingness of The Children’s 
Cabinet (organization) to support and collaborate with Aetna Better Health of Nevada in 
coordination of health education activities and initiatives aimed at improving the health 
of Nevada Medicaid and Nevada Check Up recipients. 
 
 
This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 
representative has met in person with our organization.  We look forward to working with 
this organization to improve the health of Nevada’s citizens throughout the communities 
we serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up 
contract resulting from the 2016 procurement.   
 
 
This Letter of Acknowledgement is neither binding nor exclusive to the party named 
below.   
 
 
Sincerely, 
 
 
Jacquelyn Kleinedler 
 
Program Director 
 
The Children’s Cabinet 
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423 East 6th Street, Reno Nevada 89512 
Phone: (775) 686-6244 


 


 


 


August 1, 2016 


 


 


Letter of Support and Acknowledgement 


 


 


 


To Whom It May Concern: 


 


This Letter of Support and Acknowledgement confirms the willingness of the Eddy House 


YOUth Resource Center to support and collaborate with Aetna Better Health of Nevada in 


coordination of health education activities and initiatives aimed at improving the health of 


Nevada Medicaid and Nevada Check Up recipients. 


 


 


This letter also serves as Acknowledgement that an Aetna Better Health of Nevada 


representative has met in person with our organization.  We look forward to working with 


this organization to improve the health of Nevada’s citizens throughout the communities we 


serve in the event that they are awarded a Nevada Medicaid and Nevada Check Up contract 


resulting from the 2016 procurement.   


 


 


This Letter of Acknowledgement is neither binding nor exclusive to the party named below.   


 


 


Sincerely, 


 


 


Michele Gehr, MSSW 


 


Executive Director 


 


 


  


 


 


NV Managed Care Organization RFP No.: 3260 Tab VIII - Page 77







THIS PAGE INTENTIONALLY LEFT BLANK 


Tab VIII - Page 78 NV Managed Care Organization RFP No.: 3260







NV Managed Care Organization RFP No.: 3260 Tab VIII - Page 79







THIS PAGE INTENTIONALLY LEFT BLANK 


Tab VIII - Page 80 NV Managed Care Organization RFP No.: 3260





		01~AHN Combined Build 082716.pdf

		4.1 Vendor Information_Subcontractor- FINAL 082616_6.48pm

		Attachment B_signed by Sherri Rice_08.24.16

		4.1.10 Cert of Registration_AHN

		4.1.11.2 Board of Directors - Officers_COMBINED_FINAL

		4.1.11.2 – Access to Healthcare Network Bylaws

		4.1.11.9 AHN internal finan 6.30.16

		NV 4.1.12.5 Job Descriptions COMBINED to print_082616

		01 CEO Job Dx

		02 COO Job Dx

		03 Chief Financial Officer Job Dx

		04 Quality Assurance Salesforce Analyst & Grant Writer Job Dx

		05 Care Management Division Senior Director Job Dx 6.2015

		06 HR Job Dx

		07 IT Manager Job Dx

		08 Care Manager Job Description 8-12-16



		NV 4.1.12.5 Resumes COMBINED to print_082616

		01 4.1.12.5_Resume_AHN_Sherri Rice-CEO 

		02 4.1.12.5_Resume_AHN_Trevor Rice-COO

		03 4.1.12.5_Resume_AHN_Mike O'Carroll-CFO

		04 4.1.12.5_Resume_AHN_Travis Rice-Database Dir-Grant Writer

		05 4.1.12.5_Resume_AHN_Denise Everett Care Management Senior Director

		06 4.1.12.5_Resume_AHN_Mia Quinn Human Resources Manager

		07 4.1.12.5_Resume_AHN_Klint Atchley IT Manager 082516

		08 4.1.12.5_Resume_AHN_Jennifer Fiege Experience



		4.1.12.7 Certificate of Existence_Good Standing

		AHN_4 3 Business References-AHN_ Combined_FINAL1



		02~SuperiorVision_4.2_Combined Build 082716.pdf

		4.1 Vendor Info_Reference_Resumes_Final

		NV Section 4 1 Vendor Information_Subcontractor - Superior Vision Response_082516



		4.1.8_Attachment B - Technical Proposal Certification of Compliance_signed

		4.1.4_4.1.12.7_Exhibit 1 - Superior Vision Benefit Management, Inc. - Nevada TPA License

		4.1.11.7_Exhibit 2 - Superior Vision Organizational Chart of Senior Management

		4.1.12.5_Attachment G - Superior Vision - Proposed Staff Resumes_rsvd 082416

		SV_4.3_Combined business references_Superior Vision

		4.3 Business References 1-Superior Vision_ Priority Partners Health Plan

		4.3 Business References 2-Superior Vision_ Evergreen Health

		4.3 Business References 3-Superior Vision_ The Health Plan





		03~CVS_4.2_Combined Build 082716.pdf

		01_4.1 Vendor Information_Subcontractor.CVS Health.8.26.16_ Final

		02_Attachment B - Technical Proposal Certification of Compliance.CVS.Final_ Unsigned

		03_4.1.12.5_Attachment G combined Resumes

		4.1.12.5_CVS_Resume-ANDREW_RHODES_Sr. Dir, Ops and Acct Mngmnt

		4.1.12.5_CVS_Resume-DAVID_DENTON_EVP-CFO

		4.1.12.5_CVS_Resume-JOHN LAVIN_SVP Provider Network Srvcs

		4.1.12.5_CVS_Resume-LARRY_MERLO_Pres and CEO

		4.1.12.5_CVS_Resume-TROY_BRENNAN_EVP and CMO



		04_Nevada Business License 082616

		05 CVS_4.3_Combined business references_CVS



		04~eviCore_4.2_Combined Build 082716.pdf

		4.1 Vendor Information_EviCore_rcvd082616_FINAL

		4.1.8_Attachment B_Signed copy_eviCore_08.24.16

		CONFIDENTIAL4.1.11.6__4.1.11.9_Exhibit 2 - 2015 Fin. Rpt_eviCore

		CONFIDENTIAL_4.1.11.7_Exhibit 1 _ Org Chart of Sr. Mgmnt_clean

		4.1.12.5_EviCore Resume_-Resumes_Combined_FINAL.

		4.1.12.7_Cerifications_Combined_eviCore_FINAL

		4 3 Business References-1_eviCore_Combined_FINALs





















PART II - COST PROPOSAL


PA
RT II - CO


ST PRO
PO


SA
L


AETNA BETTER HEALTH® OF NEVADA







THIS PAGE INTENTIONALLY LEFT BLANK







Tab I - Title Page


TA
B


 I - TITLE PA
G


EAETNA BETTER HEALTH® OF NEVADA







THIS PAGE INTENTIONALLY LEFT BLANK







 


AETNA BETTER HEALTH® OF NEVADA
PART II – COST PROPOSAL


 


NV Managed Care Organization RFP No.: 3260  1 


PART II – COST PROPOSAL 
 


 


Part II– Cost Proposal 


RFP Title:  MCO 


RFP:  3260 


Vendor Name:  Aetna Better Health® of Nevada 


Address:  4500 E. Cotton Center Blvd. Phoenix, AZ  85040 


Opening Date:  9/01/16 


Opening Time:  2:00 PM 







AETNA BETTER HEALTH® OF NEVADA 
PART II – COST PROPOSAL 


 


2  NV Managed Care Organization RFP No.: 3260 


THIS PAGE INTENTIONALLY LEFT BLANK 







Tab II - Cost Proposal


TA
B


 II - CO
ST PRO


PO
SA


L


AETNA BETTER HEALTH® OF NEVADA







THIS PAGE INTENTIONALLY LEFT BLANK







 
Attachment H – Cost Proposal 


RFP 3260 Medicaid Managed Care Organization Services 
 


 
 


Vendor Name: Aetna Better Health of Nevada, Inc.  
 
 
Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated. 
 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 
determine rates is certified to be actuarially sound. 


 
Each vendor is required to submit a not-to-exceed Administrative Rate bid for calendar year 2017 
relative to the rates effective at the time of the proposal.  The DHCFP reserves the right to further 
negotiate this Administrative Rate prior to contract signing.  
 
**Note that this process may result in the participating health plans having different rates. 


 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In 
addition to a capitated rate to cover the costs of required medical services, an Administrative rate 
is paid to cover organizational costs. 
 
 
 
5.1 Administrative Costs 


 
There are two separate cost components in administrative costs: 
 
5.1.1 Non-Medical Administrative Costs:   


 
Those costs (both direct and indirect) necessary to administer the Medicaid 
managed care program. 
 
5.1.1.1 Direct Expenses:  3.12% Direct expenses that can be charged as a 


part of the overall administrative costs.  These include: 
• Compensation expenses for non-Medical staff 
• Member Outreach 
• Travel 
• IT equipment attributed directly to Nevada based staff 
• Translation Services 
• Member / Recipient Services 
• Audit Fees 
• Administrative expenses related to non-clinical value 


added services 
• Recruiting expenses 
• Office expenses / Supplies 
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5.1.1.2 Indirect Expenses: 2.86% Those elements of costs necessary in the 
performance of administering the program that are of such a 
nature that the amount applicable to the program cannot be 
determined accurately or readily.  These include: 


• Shared Corporate Services, including: 
o Claims Processing 
o Encounters 
o Information Technology 
o Finance / Actuarial 
o Network Development 
o Learning & Performance / Training 
o Legal / Compliance 


 
 
5.1.2 Medical Administrative Costs: 3.02%  These are expenses, either direct or 


indirect, that are related to recipient medical care management.  They include: 
• Compensation expenses for medical management staff 
• Administrative expenses related to clinical value added 


services 
• Expenses related to the connection to the HealtHIE 


Nevada statewide health information exchange 
• 24x7 Nurseline 
• Smoking Cessation Help Line 


 
 


5.2 Non-Medical Costs: 
 


The following are not considered administrative costs.  They are, however, included in the 
overall percentage of non-medical costs, and will be reviewed for reasonableness by 
DHCFP: 


5.2.1 Profit: 0.50% The percentage of profit which the Contractor anticipates receiving 
after expenses (net income, divided by total revenues received from DHCFP); and, 


 
5.2.2 Risk and contingencies:  0.50% That amount which the Contractor anticipates 


setting aside (as a percentage of the revenues received) for potential unknown risks 
and contingencies. 


 
These estimated expenses were developed assuming that DHCFP awards contracts to three bidders, 
and assumes Aetna Better Health serves approximately 33% of the total eligible population.  For more 
detail regarding our assumptions, please refer to Attachment I.  The total costs included in our cost 
proposal are 10.00%, and are summarized in the table below: 
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5.1 - Administrative Costs: 
% of 


Premium 


Non-Medical Administrative Costs 
Direct Expenses 3.12%


  Indirect Expenses 2.86%
Total Non-Medical Administrative Costs 5.98%


Medical Administrative Costs 3.02%


5.1 Total Administrative Costs   9.00%


5.2 - Non-Medical Costs: 
Profit 0.50%
Risk & Contingencies 0.50%


5.2 Total Non-Medical Costs   1.00%


Total Cost Proposal   10.00%
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Tab III -  Attachment I - Cost Proposal 
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ASSUMPTION # 
RFP SECTION 


NUMBER 
RFP  


PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must 


be identified) 
approximately 155,000 recipients.   The minimum 
number of recipients we would be able to serve 
based on the terms outlined in our cost proposal as 
submitted are 95,000.   


2 5.1, 5.2 218 The administrative load plus profit and risk 
contingency have been expressed as a % of 
premium excluding Safety Net claims 


3 5.1, 5.2 218 Premium tax and health insurer fee have been 
excluded from our cost proposal.  We understand 
that premium tax and health insurer fee with tax 
gross up will be separately reimbursed by the state


4 5.1, 5.2 218 Aetna understands that the minimum MLR 
calculation will follow the CMS New Proposed 
Rule, as published May 6, 2016, in the Federal 
Register 


 
 


This document must be submitted in Tab III of vendor’s cost proposal. 
This form MUST NOT be included in the technical proposal. 
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		State of Nevada

		





		Brian Sandoval



		Department of Administration

		

		Governor



		Purchasing Division

		

		



		515 E. Musser Street, Suite 300

		

		Jeffrey Haag



		Carson City, NV  89701

		

		Administrator







		SUBJECT:

		Amendment 5 to Request for Proposal 3260



		RFP TITLE:

		Managed Care Organization



		DATE OF AMENDMENT:

		July 27, 2016



		DATE OF RFP RELEASE:

		July 1, 2016



		OPENING DATE:

		August 25, 2016



		OPENING TIME:

		2:00 PM



		CONTACT:

		Ronda Miller, Procurement Staff Member









The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the information provided below changes that proposal, please submit the changes along with this amendment.  You need not re-submit an entire proposal prior to the opening date and time.





QUESTIONS & ANSWERS



The following responses are in reference to Amendment 2 of RFP 3260.  Question number’s below relate to the same question number in Amendment 2.



2.	General question: Please provide any current available operational/administrative 	reporting on 	the existing managed care program for: number of authorizations monthly, number of 	claims paid monthly, monthly call metrics, etc.







  



5.	RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 	possible points that Vendors will receive if they will have a product available on the HIX 	as 	stated in this section.



	The State does not disclose weight measures.  



10.	RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and 	what services are included in the global payment?









32.	Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was 	used to develop these Managed Care Capitation Rates, including volume/frequency of 	historical Kick Payments by month for the last 24 months. Please provide an Actuarial 	certification/memorandum that explains the development/build-up of these Managed Care 	Capitation Rates.



Refer to question 2 of this amendment.



113.	Regarding Attachment Q, Please provide the actuarial certification (which would outline the 	rate development methodology) and supporting documents used in the development of these 	rates.



Refer to question 2 of this amendment.



114.	Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 	utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 	category of service) used to develop the capitation rates.

 

Refer to question 2 of this amendment.



137. Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred 	by 	region, rate cell, and transplant type for each of the last three state fiscal years.



A databook will be released shortly.  This databook will contain claims reported from participating MCOs for State Fiscal Years (SFY) 2014 and 2015.  These claims, including an estimate of IBNR, were reconciled to claims reported (with IBNR) in financial documents presented by the participating MCOs to the State of Nevada.  In this process, it was determined that the difference between the two sources was small enough that it could be reasonably expected to be due to differences in IBNR estimates.



The data presented in the databook is adjusted for estimated completion.  The incomplete data included one month of claims runout for one of the MCOs and two months for the other MCO.  Completion factors were applied to 6-month periods (e.g. Jan 2015 – Jun 2015).  No completion factor was applied to capitation payments as they were assumed to be complete.  Note that factors are calculated and applied separately by plan and major service category (Inpatient, Outpatient, Physician, Pharmacy).



The data in these cost models is also adjusted to be net of PCP enhancement payments put in place by the Affordable Care Act.  In Calendar Years 2013 and 2014, each health plan was required by federal law to make enhancement payments for primary care services provided by individuals classified as primary care physicians (PCPs).  The State of Nevada initially extended this mandate through June 30, 2015, then did not extend the mandate beyond June 30. We removed any enhancements paid in the base data to account for this program.



The databook does not separate costs by transplant type.  This has not been a standard part of rate development or data processing, and transplant type is not reflected in the State’s rate cell structure.



138. Attachment Q: Please provide the annual utilization trends used in the development of the 	capitation rates by region, rate cell, and category of service.

The table below shows the utilization and unit cost annualized trends used to develop the calendar year 2016 rates.



Table 1

Trend Rates Used in CY 2016 Rates



		

		 TANF/CKUP 

		 Expansion 



		 

		 Utilization 

		 Unit Cost 

		 Utilization 

		 Unit Cost 



		 Inpatient 

		1.5%

		0.0%

		0.0%

		0.0%



		 Outpatient 

		-2.5%

		1.0%

		-3.5%

		1.0%



		 Emergency Room 

		3.5%

		0.5%

		2.0%

		0.5%



		 Professional 

		0.5%

		2.0%

		0.5%

		2.0%



		 Pharmacy 

		3.4%

		11.9%

		-2.0%

		10.9%



		 Hepatitis C Drugs 

		41.3%

		-2.5%

		48.4%

		-2.9%



		 Dental 

		0.5%

		2.0%

		0.5%

		2.0%



		 OVERALL 

		1.1%

		2.5%

		1.4%

		1.8%







The trends were applied to the entire experience period at the level presented above, and do not vary by region or age/gender.  Sub-capitated costs were trended at the level appropriate to the type of service covered under the capitation.  For example, capitation payments intended to cover PCP services were trended at the Professional rate.



139. Attachment Q: Please provide the annual cost trends used in the development of the capitation 	rates by region, rate cell, and category of service.



Please see the response to question #138 above.



140. Attachment Q: Please provide the annual per member per month trends used in the 	development of the capitation rates by region, rate cell, and category of service.



Please see the response to question #138 above.  The per member per month trends are the product of the utilization and unit cost trends in Table 1.



141. Attachment Q: Please provide a listing of and the factors applied for each historical program 	change used in the development of the capitation rates by region, rate cell, and category of 	service.



Below is a list of historical program changes included in the rate development.  The impacts stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of developing each factor is the methodology used for the CY 2016 rates.  The databook does not include the impact of these adjustments.



· Fee schedule adjustments: Experience period data was adjusted to account for historical fee schedule changes.  



The State of Nevada made changes to their fee schedules for several provider types effective July 1, 2015:

· Acute Inpatient Hospitals, Excluding NICU Days

· Physicians

· Advanced Registered Nurse Practitioners

· Nurse Midwives, and 

· Physician Assistants.



For the acute inpatient hospitals, per diem rates increased 5% effective July 1, 2015.  Therefore, we applied a 5% increase to all paid claims at an acute inpatient facility, as identified by specialty codes provided by the health plans. The only exceptions to this increase were for payments for NICU bed days and Inpatient Behavioral Health claims which did not receive a 5% increase.



For the other rate adjustments, we used specialty code to identify qualifying providers and claims. However, rate changes were applied as a percentage change to the paid amounts reported by the MCOs, with distinct percentages calculated for each unique combination of HCPCS, modifier, and provider type. For claims missing specialty code, we effectively populated specialty code by assuming these claims would follow the same distribution by provider type as those claims with specialty code populated for the same category of service. 



The State of Nevada has proposed making three additional changes to the fee schedule effective July 1, 2016. The proposed rate changes would increase Acute Inpatient Hospital rates (excluding NICU days and Inpatient Behavioral Health claims) by another 5%, increase Home Health reimbursement 25%, and increase Physician E&M rates by 5%. We have pro-rated the impact of these adjustments over the entire calendar year. 



The impact of the fee schedule adjustments was a 5.4% increase to total claims underlying our analysis (both historical and prospective fee schedule adjustments are included in this impact).  The impacts by population and major service category are shown in Table 2 below.



Table 2

Impacts of Fee Schedule Increases on CY 2016 Rates



		

		

		TANF

		

		Check-Up

		

		Expansion

		

		Total



		Service Category

		

		Impact

		

		Impact

		

		Impact

		

		Impact



		

		

		

		

		

		

		

		

		



		Inpatient

		

		5.8%

		

		6.1%

		

		6.0%

		

		5.9%



		Outpatient

		

		0.0%

		

		0.0%

		

		0.0%

		

		0.0%



		Physician/Other

		

		10.7%

		

		11.5%

		

		8.3%

		

		9.9%



		Pharmacy

		

		0.0%

		

		0.0%

		

		0.0%

		

		0.0%



		Dental

		

		0.0%

		

		0.0%

		

		0.0%

		

		0.0%



		Capitation

		

		0.0%

		

		0.0%

		

		0.0%

		

		0.0%



		

		

		

		

		

		

		

		

		



		Total

		 

		6.2%

		 

		5.7%

		 

		4.4%

		 

		5.4%







· Safety Net Provider Access Enhancement Payment: Beginning January 2014, capitation rates were set to include an amount intended to ensure access to critical health care providers.  For 2016, the enhancement for TANF/CHAP and Check-Up prior to premium tax is $10.62 PMPM for TANF and Check-Up and $15.64 PMPM for Expansion.  This enhancement was allocated to rate cells as a fixed percentage of premium.  An increase of 7.1% was applied to TANF/CHAP and Check-Up, and a 3.9% increase was applied to the Expansion population.



· Behavioral Health Facility Services: Due to a policy change approved by the State, in 2015 MCOs began to cover Behavioral Health costs at Institutions for Mental Disorder (IMDs) in lieu of inpatient behavioral health services at higher cost facilities.    



Initial experience data suggests that this increased access to behavioral health services led to significantly increased utilization of behavioral health services.  To account for this increased utilization, we applied an increase in inpatient behavioral health services of 31.8% for TANF and Check-Up and 37.2% for Expansion to base period utilization.  This adjustment brought the base data to a level consistent with 2015 YTD utilization.  



One driver of the need to make IMD services available was the need to increase the per diem cost paid for behavioral health services in acute facilities.  As a result of this per diem increase, we observed a significant, one-time increase in cost per day for behavioral health services.  It was necessary to account for this unit cost increase, while recognizing that a significant portion of behavioral health services are now being provided by lower cost IMDs.  To determine the appropriate adjustment, we calculated the actual cost per day in the first half of 2015.  The base period experience for inpatient behavior health services in each rate cell was then set to the greater of the assumed IMD cost per day ($650) and the actual base period cost.  Because the base period cost differed by rate cell, the impact of this change also differed by rate cell.  The impact to the overall medical rate was 0.8% for TANF, 1.1% for Check-Up and 1.9% for Expansion.



· NICU Level II Payments:  In 2015, the State of Nevada changed their policy to pay NICU Interqual Level II claims at the Level III payment rate.



Our determination of an appropriate adjustment for this change was developed using emerging experience from the first part of 2015 as a basis.  The impact to the claims data underlying our medical rate development was an increase of 19.9% to the 0-1 year old rate cell in Washoe County and 16.5% in Clark County.



· Expansion adjustments for duration and historical anti-selection:  We expect the Expansion population to differ between the projection period and the base period.  These differences would arise from two key sources:



· Changes in spending based on a member’s time from initial enrollment (or “duration”) - For example, previous rate development assumed there would be some level of pent-up demand, which would result in increased utilization during early durational periods for members who previously had not had healthcare coverage.  

· Changes based on the morbidity level of members – Previous rate development assumed that early enrollees in the Medicaid expansion program would be sicker, requiring more care and therefore driving up capitation rates in the initial stages of the program.



According to our analysis, these impacts offset each other, with a net combined impact of 0.25% across Expansion rate cells.



142. Attachment Q: Please provide a listing of the factors applied for each prospective program 	change used in the development of the capitation rates by region, rate cell, and category of 	service.



Below is a list of prospective program changes included in the rate development.  The impacts stated are in terms of the impact to the CY 2016 rates.  Likewise, the methodology of developing each factor is the methodology used for the CY 2016 rates.  The databook doesn’t include the impact of these adjustments.



· Fee schedule adjustments: Experience period data was adjusted to account for prospective fee schedule changes.  For a complete description of fee schedule adjustments, please see question #141.



· ABA services: Beginning 1/1/2016, Applied Behavioral Analysis (ABA) services will be covered under managed care.  These services are available to individuals under age 21 based on medical necessity.  To be considered for this program, a diagnosis of Autism Spectrum Disorder (ASD) must be present.



The assumed impact of including ABA services in the CY 2016 rates is $1.58 PMPM for TANF membership, $1.97 for Check-Up enrollees, and $0.05 for Expansion adults.  These amounts include administrative costs and premium tax.  The impact did differ by rate cell.  



· Hepatitis C: Beginning March 1, 2016, we expect that Nevada Managed Medicaid plans will no longer be able to restrict access to Hepatitis C drugs based on fibrosis level.  Prior to March 1, 2016, members with fibrosis levels 0, 1 and 2 were only prescribed a Hepatitis C drug if it was deemed medically necessary under the internal criteria used by each MCO.  Drug prescriptions are still based on medical necessity, but increased access and the new limitation on restrictions will likely increase utilization of Hepatitis C drugs.



The trends applied to Hepatitis C, shown in Table 1, are meant to account for this program change.



	143.	Attachment Q: Are there any expenses included that would be considered a “pass 			through” payment to any provider or IGT where the vendor will have no risk?  If so, 		please describe each 	type and process for payment.  For each pass through, please 		provide the amount included in the rate by rate cell.



	Refer to question 2 of this amendment.



	153.	What methodology and assumptions were used to develop the managed care capitation 		rates in attachment Q and what was the rationale for each assumption?



	Refer to question 2 of this amendment.



154. What is the underlying utilization profile of the beneficiary population used in 	developing capitation rates?  Please provide granular and comprehensive information on 	the population's utilization by type of service (e.g., ED visits per 1000 members, OP 	surgical visits per 1000, IP admissions per 1000 members, inpatient CMI).



	Refer to question 2 of this amendment.



232. Section 6.0: Will a data book and medical expense development document be provided 	that supports the projected medical expenses in Attachment Q, and if so, will it be 	provided in advance of the next Q&A period to allow for questions and review of such 	data to assist vendors in developing their cost proposal? If it is not provided in advance 	of the proposal submission date, will vendors have the opportunity to address new    	information and ask questions at a later date?



	Refer to question 2 of this amendment.



	275.	Attachment Q  Will an actuarial report detailing the development of the 2016 managed 		care rates be available prior to the submission of the RFP?



	Refer to question 10 of this amendment.



276.	Section 5  Will a data book of historical medical costs be provided to assist in the 	bidders’ cost proposal?



	Refer to question 2 of this amendment.



	283.	Section 1.7  Will the State make available historical MMIS data (e.g., providers 			utilization, encounters, payments) to awarded vendors?



	Refer to question 2 of this amendment.



296.	Attachment Q: Will DHCFP please provide the capitation rate development report 	completed by the actuary in order for bidders to understand the methodology used 	to develop the rate cells? 



	Refer to question 2 of this amendment.



297.	General: Will DHCFP please provide a data book with 3 years of claims history from 	the program?



	Refer to question 2 of this amendment.





ALL ELSE REMAINS THE SAME FOR RFP 3260.

[bookmark: _GoBack]

Vendor must sign and return this amendment with proposal submitted.



		Vendor Name:

		



		Authorized Signature:

		



		Title:

		

		Date:

		







		This document must be submitted in the “State Documents” section/tab of vendors’ technical proposal.
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1301 Fifth Avenue 



Suite 3800 



Seattle, WA 98101-2605 



Tel  +1 206 504 5946 
Fax  +1 206 682 1295 



Email: rob.bachler@milliman.com 
 



 



 



July 26, 2016 



 



 



Tom Sargent 



State of Nevada, DHCFP 



1100 East William Street, Ste. 200 



Carson City, NV  89701 



 



Re:  Historical Claims Databook 



 



Dear Tom: 



 



To assist potential bidders in determining their interest in Nevada’s Managed Medicaid program, 



we have created a databook summarizing historical claims by capitation rate cell.  This letter 



provides some background on the data and summarization approach.  We assume this letter will 



be shared with MCOs participating in the RFP process. 



 



The information contained in this letter, including the enclosures, has been prepared for the 



State of Nevada Department of Health Care Finance and Policy (DHCFP) and their consultants 



and advisors.  It is our understanding that the information contained in this letter may be utilized 



in a public document.  To the extent that the information contained in this letter is provided to 



third parties, the letter should be distributed in its entirety.  Any user of the data must possess a 



certain level of expertise in actuarial science and healthcare modeling so as not to misinterpret 



the data presented.   



 



Milliman makes no representations or warranties regarding the contents of this letter to third 



parties.  Likewise, third parties are instructed that they are to place no reliance upon this letter 



prepared for DHCFP by Milliman that would result in the creation of any duty or liability under 



any theory of law by Milliman or its employees to third parties.   



 



 



Underlying Data 



 



To develop the databook, we used claims detail provided monthly by participating MCOs.  This 



claims detail was linked to eligibility data provided by the State to ensure each claimant was 



assigned to the appropriate rate cell.  Key characteristics and assumptions include: 



 Experience period of July 2013-June 2015 



 For sub-capitated services, we included capitation payments, not underlying encounters 



 Assignment to service category is based on Milliman’s HCG Grouper methodology 



 



  











Tom Sargent 



July 26, 2016 



Page 2 
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Adjustments to Raw Data 



 



The data presented in the databook includes very few adjustments.  The adjustments that were 



made include: 



 Incurred but Not Paid Claims – Adjustments were made to include expected IBNP 



amounts.  These IBNP amounts were calculated by Milliman, based on historical 



payments patterns for each MCO. 



 Expansion Children – A very small number of children are identified in the eligibility file 



as being part of the Expansion population.  We have included these children in the 



TANF/CHAP population for the purposes of the databook. 



 PCP Enhancement – PCP enhancement payments were excluded from this databook.  



Please see the rate development documentation for more details. 



 



No adjustments were made for the following items.  Adjustments were made in the rate 



development process.  Details on the adjustments made in rate development can be found in the 



rate development documentation being provided separately and in responses to questions 



submitted. 



 Trend 



 Fee schedules changes 



 Changes in covered benefits 



 Expected changes in population mix 



 



Limitations 



 



The information contained in this letter, including the enclosures, has been prepared for the State 



of Nevada Department of Health Care Finance and Policy (DHCFP) and their consultants and 



advisors.  It is our understanding that the information contained in this letter may be utilized in a 



public document.  To the extent that the information contained in this letter is provided to third 



parties, the letter should be distributed in its entirety.  Any user of the data must possess a certain 



level of expertise in actuarial science and healthcare modeling so as not to misinterpret the data 



presented.   



 



Milliman makes no representations or warranties regarding the contents of this letter to third 



parties.  Likewise, third parties are instructed that they are to place no reliance upon this letter 



prepared for Nevada by Milliman that would result in the creation of any duty or liability under 



any theory of law by Milliman or its employees to third parties.   



 



This analysis has relied extensively on data provided by the participating health plans and the 



State of Nevada.  While we have performed numerous checks of reasonableness and have made 



adjustments where necessary, we have not performed an independent audit of the data.  Errors in 



data reporting may flow through the analysis, and as such would impact the results. 



 



 



 











Tom Sargent 



July 26, 2016 
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Actuarial Statement of Qualification 



 



Guidelines issued by the American Academy of Actuaries require actuaries to include their 



professional qualifications in all actuarial communications.  We are members of the American 



Academy of Actuaries, and meet the qualification standards for performing the analysis in this 



letter. 



 



Please contact us if you have any questions regarding this analysis. 



 



Sincerely, 



 



     
Robert Bachler, FSA, FCAS, MAAA    Catherine Lewis, FSA, MAAA 



Principal and Consulting Actuary    Actuary 
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Notes


			Key Notes on Data:


			•			Dates of service July 2013 - June 2015


			•			Data is adjusted for IBNR


			•			Data is not trended


			•			Data reflects fee schedules and covered benefits at time of service


			•			For details, please see cover letter dated July 26, 2016
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TANF_CHAP 1


			Exhibit 1


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Baby < 1


			South


			All Years


																																																									Member Months			290,464





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,260						4,828						$6,308,001						52.0						3.84						199.5			Days						$1,306.49						$21.72


			I12						Surgical						244						3,875						$4,773,611						10.1						15.85						160.1			Days						$1,231.92						16.44


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						3						4						$5,954						0.1						2.00						0.2			Days						$1,429.00						0.02


			I21						Mat Norm Delivery						2						6						$34,950						0.1						2.00						0.2			Days						$5,791.33						0.10


			I22						Mat Csect Delivery						2						25						$74,078						0.1						10.00						1.0			Days						$2,942.64						0.25


			I23						Well Newborn						11,171						18,962						$6,276,687						461.5						1.70						783.4			Days						$331.02						21.61


			I24						Other Newborn						5,903						53,851						$37,925,720						243.9						9.12						2,224.8			Days						$704.27						130.57


			I25						Maternity Non-Delivery						- 0						- 0						$628						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						1						1						$1,379						0.0						0.00						- 0			Days						1,310.00						0.00


									Subtotal						18,586						81,553						$55,401,008						767.8						4.39						3,369.2			Days						$679.25						$190.71





						Hospital Outpatient


			O10						Observation												155						$83,709																		6.4			Cases						$540.04						$0.29


			O11						Emergency Room												21,258						$1,976,016																		878.2			Cases						$92.95						$6.80


			O12						Surgery												1,609						$1,494,806																		66.5			Cases						929.25						5.15


			O13						Radiology General												757						$62,208																		31.3			Cases						82.23						0.21


			O14						Radiology - CT/MRI/PET												187						$96,132																		7.7			Cases						513.49						0.33


			O15						Pathology/Lab												237						$5,787																		9.8			Cases						24.39						0.02


			O16						Drugs												313						$12,264																		12.9			Cases						39.19						0.04


			O17						Cardiovascular												2						$168																		0.1			Cases						83.75						0.00


			O18						Physical Therapy												735						$49,050																		30.4			Cases						66.76						0.17


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												3,328						$380,255																		137.5			Cases						114.25						1.31


			O51						Preventive												1,695						$155,986																		70.0			Cases						92.03						0.54


									Subtotal												30,275						$4,316,381																		1,250.8			Cases						$142.56						$14.86





						Physician


			P11						Inpatient Surgery 												2,538						$1,176,860																		104.9			Proced.						$463.65						$4.05


			P13						Inpatient Anesthesia												1,295						$270,741																		53.5			Proced.						209.03						0.93


			P14						Outpatient Surgery												4,195						$1,253,817																		173.3			Proced.						298.91						4.32


			P15						Office Surgery												8,038						$759,366									1									332.1			Proced.			0			94.48						2.61


			P16						Outpatient Anesthesia												2,527						$327,531									0									104.4			Proced.			0			129.60						1.13


			P21						Maternity												1						$209									0									- 0			Proced.			0			209.11						0.00


			P31						Inpatient Visits 												82,177						$14,156,658									0									3,395.0			Proced.			0			172.27						48.74


			P32						Office/Home Visits												78,235						$4,437,727									0									3,232.1			Proced.			0			56.72						15.28


			P32c						Physician Capitations												290,464						$911,846									0									12,000.0			Proced.			0			3.14						3.14


			P33						Urgent Care Visits												9,116						$304,157									0									376.6			Proced.			1			33.36						1.05


			P34						Office Administered Drugs												11,003						$1,111,884									0									454.6			Proced.			0			101.06						3.83


			P35						Allergy Testing												28						$1,006									0									1.2			Proced.			0			35.62						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												36,586						$413,050									0									1,511.5			Proced.			0			11.29						1.42


			P40						Preventive Other												29,843						$877,660									0									1,232.9			Proced.			0			29.41						3.02


			P41						Preventive Immunizations												244,702						$2,263,054									0									10,109.4			Proced.			0			9.25						7.79


			P42						Preventive Well Baby Exams												108,243						$6,570,236									0									4,471.9			Proced.			0			60.70						22.62


			P43						Preventive Physical Exams												122						$1,867									0									5.1			Proced.			0			15.27						0.01


			P44						Vision Exams												539						$36,317									0									22.3			Proced.			0			67.34						0.13


			P44c						Vision Capitations												290,464						$233,792									0									12,000.0			Proced.			0			0.80						0.80


			P45						Hearing and Speech Exams												6,135						$104,748									0									253.5			Proced.			0			17.07						0.36


			P51						ER Visits and Observation Care												23,197						$1,550,742									1									958.3			Proced.			1			66.85						5.34


			P53						Physical Therapy												2,270						$176,577									1									93.8			Proced.			1			77.78						0.61


			P54						Cardiovascular												11,791						$669,480									1									487.1			Proced.			1			56.78						2.30


			P54c						Cardiovascular Capitations												290,464						$25,859									1									12,000.0			Proced.			1			0.09						0.09


			P55						Radiology IP												19,097						$306,436									1									789.0			Proced.			1			16.05						1.06


			P56						Radiology OP - General												7,235						$115,504									1									298.9			Proced.			1			15.96						0.40


			P56c						Radiology Capitations												290,464						$78,163									1									12,000.0			Proced.			1			0.27						0.27


			P57						Radiology OP - CT/MRI/PET												713						$46,768									1									29.5			Proced.			1			65.55						0.16


			P58						Radiology Office - General												2,766						$174,381									1									114.3			Proced.			1			63.04						0.60


			P59						Radiology Office - CT/MRI/PET												89						$32,590									1									3.7			Proced.			1			367.85						0.11


			P61						Pathology/Lab - Inpatient & Outpatient												1,259						$45,919									1									52.0			Proced.			1			36.48						0.16


			P61c						Lab Capitations												290,464						$106,743									1									12,000.0			Proced.			1			0.37						0.37


			P63						Pathology/Lab - Office												26,918						$177,419									1									1,112.0			Proced.			1			6.59						0.61


			P65						Chiropractor												8						$184									1									0.3			Proced.			1			22.59						0.00


			P66						Outpatient Psychiatric												130						$270									1									5.4			Proced.			1			2.09						0.00


			P66c						Behavioral Health Capitations												290,464						$719,869									1									12,000.0			Proced.			1			2.48						2.48


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												2,463,580						$39,439,431									1									101,778.6			Proced.			1			$16.01			$1.00			$135.79


																																				1


						Other																														1															1


			P81						Prescription Drugs												85,072						$3,636,507									1									3,514.6			Scripts			1			$42.75						$12.52


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												2,331						$520,186									1									96.3			Proced.			1			223.13						1.79


			P83						Ambulance												2,621						$369,484									1									108.3			Proced.			1			140.96						1.27


			P84						DME/Supplies												36,500						$1,372,512									1									1,507.9			Proced.			1			37.60						4.72


			P84c						DME/Supplies Capitations												290,464						$214,281									1									12,000.0			Proced.			1			0.74						0.74


			P85						Prosthetics												5						$2,522									1									0.2			Proced.			1			484.23						0.01


			P89						Glasses/Contacts												27						$1,092									1									1.1			Proced.			1			39.91						0.00


			P99a						Non-Standard Benefits - General												266						$14									1									11.0			Proced.			-1			0.05						0.00


			P99b						Non-Standard Benefits - Hearing Aids												53						$11,656									1									2.2			Proced.			0			221.23						0.04


			P99c						Non-Standard Benefits - Dental												254						$1,822,531									1									10.5			Proced.			1			7,170.32						6.27


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												14						$354									1									0.6			Proced.			4			25.98						0.00


			P99g						Non-Standard Benefits - Unclassified												3,917						$3,454									1									161.8			Proced.			5			0.88						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												1						$196									1									- 0			Proced.			1			177.00						0.00


									Subtotal												336,455						$7,954,789									1									17,414.5			Proced.			1			$18.86			$1.00			$27.37





			CAP			Capitation - Non Specific															- 0						$1,980,372									1															1									$6.82





			REB			Rx Rebates																					($140,456)									1															1									-$0.48





			REIN			Reinsurance																					($2,889,085)																																	(9.95)





						Total Medical Cost																					$106,062,439									1															1						$1.00			$365.12







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 2


			Exhibit 2


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Child - 01 - 02


			South


			All Years


																																																									Member Months			517,195





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						926						2,814						$3,826,758						21.5						3.04						65.3			Days						$1,359.86						$7.40


			I12						Surgical						113						891						$1,470,890						2.6						7.96						20.7			Days						$1,651.54						2.85


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						1						1						$345						- 0						0.00						- 0			Days						$312.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						1						54						$29,379						0.0						65.00						1.3			Days						540.93						0.06


									Subtotal						1,041						3,760						$5,327,372						24.1						3.62						87.3			Days						$1,417.18						$10.31





						Hospital Outpatient


			O10						Observation												107						$64,942																		2.5			Cases						$607.28						$0.13


			O11						Emergency Room												31,214						$3,084,084																		724.2			Cases						$98.81						$5.96


			O12						Surgery												2,456						$2,575,500																		57.0			Cases						1,048.72						4.98


			O13						Radiology General												590						$39,414																		13.7			Cases						66.79						0.08


			O14						Radiology - CT/MRI/PET												243						$144,866																		5.6			Cases						595.90						0.28


			O15						Pathology/Lab												267						$13,883																		6.2			Cases						51.90						0.03


			O16						Drugs												605						$22,898																		14.0			Cases						37.88						0.04


			O17						Cardiovascular												6						$4,090																		0.1			Cases						641.86						0.01


			O18						Physical Therapy												343						$31,681																		8.0			Cases						92.23						0.06


			O31						Psychiatric												1						$50																		- 0			Cases						47.07						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												4,819						$366,550																		111.8			Cases						76.06						0.71


			O51						Preventive												1,187						$103,297																		27.5			Cases						87.00						0.20


									Subtotal												41,839						$6,451,258																		970.6			Cases						$154.30						$12.48





						Physician


			P11						Inpatient Surgery 												454						$205,897																		10.5			Proced.						$453.08						$0.40


			P13						Inpatient Anesthesia												358						$82,890																		8.3			Proced.						231.50						0.16


			P14						Outpatient Surgery												4,167						$905,012																		96.7			Proced.						217.17						1.75


			P15						Office Surgery												2,362						$211,443									1									54.8			Proced.			0			89.52						0.41


			P16						Outpatient Anesthesia												2,840						$580,451									0									65.9			Proced.			0			204.40						1.12


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												6,093						$817,946									0									141.4			Proced.			0			134.25						1.58


			P32						Office/Home Visits												98,056						$5,412,960									0									2,275.1			Proced.			0			55.20						10.47


			P32c						Physician Capitations												517,195						$1,629,855									0									12,000.0			Proced.			0			3.15						3.15


			P33						Urgent Care Visits												14,307						$628,514									0									331.9			Proced.			1			43.93						1.22


			P34						Office Administered Drugs												12,790						$928,502									0									296.7			Proced.			0			72.60						1.80


			P35						Allergy Testing												228						$21,792									0									5.3			Proced.			0			95.51						0.04


			P36						Allergy Immunotherapy												3						$2,294									0									0.1			Proced.			0			729.95						0.01


			P37						Miscellaneous Medical												32,870						$406,824									0									762.7			Proced.			0			12.38						0.79


			P40						Preventive Other												68,016						$867,495									0									1,578.1			Proced.			0			12.75						1.68


			P41						Preventive Immunizations												168,177						$1,402,539									0									3,902.1			Proced.			0			8.34						2.71


			P42						Preventive Well Baby Exams												42,106						$2,593,328									0									976.9			Proced.			0			61.59						5.01


			P43						Preventive Physical Exams												18,465						$1,145,977									0									428.4			Proced.			0			62.06						2.22


			P44						Vision Exams												644						$34,691									0									14.9			Proced.			0			53.84						0.07


			P44c						Vision Capitations												517,195						$377,778									0									12,000.0			Proced.			0			0.73						0.73


			P45						Hearing and Speech Exams												11,454						$248,313									0									265.8			Proced.			0			21.68						0.48


			P51						ER Visits and Observation Care												32,163						$2,107,706									1									746.3			Proced.			1			65.53						4.08


			P53						Physical Therapy												6,813						$511,212									1									158.1			Proced.			1			75.04						0.99


			P54						Cardiovascular												2,157						$160,601									1									50.0			Proced.			1			74.46						0.31


			P54c						Cardiovascular Capitations												517,195						$48,069									1									12,000.0			Proced.			1			0.09						0.09


			P55						Radiology IP												1,779						$46,677									1									41.3			Proced.			1			26.24						0.09


			P56						Radiology OP - General												8,762						$117,721									1									203.3			Proced.			1			13.44						0.23


			P56c						Radiology Capitations												517,195						$152,621									1									12,000.0			Proced.			1			0.30						0.30


			P57						Radiology OP - CT/MRI/PET												947						$68,986									1									22.0			Proced.			1			72.81						0.13


			P58						Radiology Office - General												4,181						$156,851									1									97.0			Proced.			1			37.51						0.30


			P59						Radiology Office - CT/MRI/PET												128						$62,640									1									3.0			Proced.			1			491.11						0.12


			P61						Pathology/Lab - Inpatient & Outpatient												717						$51,383									1									16.6			Proced.			1			71.71						0.10


			P61c						Lab Capitations												517,195						$224,313									1									12,000.0			Proced.			1			0.43						0.43


			P63						Pathology/Lab - Office												41,146						$375,830									1									954.7			Proced.			1			9.13						0.73


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												620						$18,486									1									14.4			Proced.			1			29.83						0.04


			P66c						Behavioral Health Capitations												517,195						$1,185,584									1									12,000.0			Proced.			1			2.29						2.29


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												3,685,971						$23,793,180									1									85,522.3			Proced.			1			$6.46			$1.00			$46.03


																																				1


						Other																														1															1


			P81						Prescription Drugs												155,581						$4,875,540									1									3,609.8			Scripts			1			$31.34						$9.43


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												544						$153,802									1									12.6			Proced.			1			282.90						0.30


			P83						Ambulance												3,423						$467,088									1									79.4			Proced.			1			136.46						0.90


			P84						DME/Supplies												24,846						$935,584									1									576.5			Proced.			1			37.66						1.81


			P84c						DME/Supplies Capitations												517,195						$424,189									1									12,000.0			Proced.			1			0.82						0.82


			P85						Prosthetics												18						$6,566									1									0.4			Proced.			1			362.89						0.01


			P89						Glasses/Contacts												221						$8,807									1									5.1			Proced.			1			39.77						0.02


			P99a						Non-Standard Benefits - General												635						$60									1									14.7			Proced.			-1			0.09						0.00


			P99b						Non-Standard Benefits - Hearing Aids												36						$5,510									1									0.8			Proced.			0			152.00						0.01


			P99c						Non-Standard Benefits - Dental												26,309						$4,006,274									1									610.4			Proced.			1			152.28						7.75


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												26						$515									1									0.6			Proced.			4			19.77						0.00


			P99g						Non-Standard Benefits - Unclassified												3,358						$6,053									1									77.9			Proced.			5			1.80						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												576,611						$10,889,988									1									16,988.2			Proced.			1			$14.88			$1.00			$21.06





			CAP			Capitation - Non Specific															- 0						$3,100,477									1															1									$5.99





			REB			Rx Rebates																					($188,312)									1															1									-$0.36





			REIN			Reinsurance																					($246,824)																																	(0.48)





						Total Medical Cost																					$49,127,138									1															1						$1.00			$95.03







&"Times New Roman,Regular"&D 
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TANF_CHAP 3


			Exhibit 3


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Child - 03 - 14


			South


			All Years


																																																									Member Months			2,367,226





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,598						4,780						$6,375,902						8.1						2.99						24.2			Days						$1,333.94						$2.69


			I12						Surgical						450						2,323						$3,166,852						2.3						5.13						11.8			Days						$1,363.02						1.34


			I13						Psychiatric						522						3,116						$1,904,602						2.6						6.08						15.8			Days						$611.32						0.80


			I14						Alcohol & Abuse						1						2						$93						- 0						0.00						- 0			Days						$46.25						0.00


			I21						Mat Norm Delivery						15						29						$34,041						0.1						1.00						0.1			Days						$1,155.79						0.01


			I22						Mat Csect Delivery						1						3						$3,352						- 0						0.00						- 0			Days						$1,117.20						0.00


			I23						Well Newborn						3						5						$1,484						- 0						0.00						- 0			Days						$292.78						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						4						11						$10,591						- 0						0.00						0.1			Days						$1,004.71						0.01


			I31						SNF						8						111						$71,932						0.0						15.00						0.6			Days						645.86						0.03


									Subtotal						2,602						10,380						$11,568,849						13.1						4.00						52.6			Days						$1,113.31						$4.88





						Hospital Outpatient


			O10						Observation												355						$245,511																		1.8			Cases						$690.75						$0.10


			O11						Emergency Room												62,517						$7,208,324																		316.9			Cases						$115.30						$3.04


			O12						Surgery												8,371						$8,163,380																		42.4			Cases						975.17						3.45


			O13						Radiology General												2,124						$83,234																		10.8			Cases						39.18						0.04


			O14						Radiology - CT/MRI/PET												411						$251,876																		2.1			Cases						612.83						0.11


			O15						Pathology/Lab												1,536						$31,313																		7.8			Cases						20.38						0.01


			O16						Drugs												1,217						$76,075																		6.2			Cases						62.51						0.03


			O17						Cardiovascular												30						$3,851																		0.2			Cases						128.59						0.00


			O18						Physical Therapy												259						$21,682																		1.3			Cases						83.56						0.01


			O31						Psychiatric												1,262						$309,980																		6.4			Cases						245.55						0.13


			O32						Alcohol & Drug Abuse												2						$153																		- 0			Cases						66.67						0.00


			O41						Other												14,112						$940,258																		71.5			Cases						66.63						0.40


			O51						Preventive												1,881						$138,961																		9.5			Cases						73.89						0.06


									Subtotal												94,079						$17,474,599																		476.9			Cases						$185.70						$7.38





						Physician


			P11						Inpatient Surgery 												1,344						$664,918																		6.8			Proced.						$494.64						$0.28


			P13						Inpatient Anesthesia												996						$220,696																		5.1			Proced.						221.47						0.09


			P14						Outpatient Surgery												10,048						$2,348,695																		50.9			Proced.						233.76						0.99


			P15						Office Surgery												14,431						$1,381,164									1									73.2			Proced.			0			95.71						0.58


			P16						Outpatient Anesthesia												8,590						$1,878,923									0									43.5			Proced.			0			218.73						0.79


			P21						Maternity												34						$36,066									0									0.2			Proced.			0			1,076.00						0.02


			P31						Inpatient Visits 												13,607						$1,383,965									0									69.0			Proced.			0			101.71						0.58


			P32						Office/Home Visits												284,792						$16,172,912									0									1,443.7			Proced.			0			56.79						6.83


			P32c						Physician Capitations												2,367,226						$8,897,606									0									12,000.0			Proced.			0			3.76						3.76


			P33						Urgent Care Visits												41,537						$2,089,451									0									210.6			Proced.			1			50.30						0.88


			P34						Office Administered Drugs												24,683						$1,617,359									0									125.1			Proced.			0			65.53						0.68


			P35						Allergy Testing												2,304						$489,642									0									11.7			Proced.			0			212.51						0.21


			P36						Allergy Immunotherapy												6,295						$237,799									0									31.9			Proced.			0			37.78						0.10


			P37						Miscellaneous Medical												106,983						$1,980,035									0									542.3			Proced.			0			18.51						0.84


			P40						Preventive Other												138,666						$1,605,864									0									702.9			Proced.			0			11.58						0.68


			P41						Preventive Immunizations												200,023						$1,524,295									0									1,014.0			Proced.			0			7.62						0.64


			P42						Preventive Well Baby Exams												141						$5,559									0									0.7			Proced.			0			39.30						0.00


			P43						Preventive Physical Exams												106,557						$6,548,386									0									540.2			Proced.			0			61.45						2.77


			P44						Vision Exams												29,546						$1,380,257									0									149.8			Proced.			0			46.72						0.58


			P44c						Vision Capitations												2,367,226						$1,510,439									0									12,000.0			Proced.			0			0.64						0.64


			P45						Hearing and Speech Exams												17,560						$406,125									0									89.0			Proced.			0			23.13						0.17


			P51						ER Visits and Observation Care												64,191						$4,302,744									1									325.4			Proced.			1			67.03						1.82


			P53						Physical Therapy												40,579						$2,417,168									1									205.7			Proced.			1			59.57						1.02


			P54						Cardiovascular												9,617						$605,701									1									48.8			Proced.			1			62.98						0.26


			P54c						Cardiovascular Capitations												2,367,226						$249,256									1									12,000.0			Proced.			1			0.11						0.11


			P55						Radiology IP												3,668						$112,654									1									18.6			Proced.			1			30.71						0.05


			P56						Radiology OP - General												24,014						$313,928									1									121.7			Proced.			1			13.07						0.13


			P56c						Radiology Capitations												2,367,226						$894,111									1									12,000.0			Proced.			1			0.38						0.38


			P57						Radiology OP - CT/MRI/PET												3,584						$283,571									1									18.2			Proced.			1			79.11						0.12


			P58						Radiology Office - General												27,005						$991,033									1									136.9			Proced.			1			36.70						0.42


			P59						Radiology Office - CT/MRI/PET												1,378						$575,713									1									7.0			Proced.			1			417.83						0.24


			P61						Pathology/Lab - Inpatient & Outpatient												1,887						$182,148									1									9.6			Proced.			1			96.54						0.08


			P61c						Lab Capitations												2,367,226						$1,209,491									1									12,000.0			Proced.			1			0.51						0.51


			P63						Pathology/Lab - Office												178,592						$1,442,061									1									905.3			Proced.			1			8.07						0.61


			P65						Chiropractor												23						$387									1									0.1			Proced.			1			16.95						0.00


			P66						Outpatient Psychiatric												54,882						$4,888,709									1									278.2			Proced.			1			89.08						2.07


			P66c						Behavioral Health Capitations												2,367,226						$5,911,853									1									12,000.0			Proced.			1			2.50						2.50


			P67						Outpatient Alcohol & Drug Abuse												166						$8,018									1									0.8			Proced.			1			48.20						0.00


									Subtotal												15,621,079						$76,768,702									1									79,186.9			Proced.			1			$4.91			$1.00			$32.43


																																				1


						Other																														1															1


			P81						Prescription Drugs												595,329						$24,041,826									1									3,017.9			Scripts			1			$40.38						$10.16


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												367						$43,504									1									1.9			Proced.			1			118.39						0.02


			P83						Ambulance												7,000						$953,478									1									35.5			Proced.			1			136.21						0.40


			P84						DME/Supplies												49,962						$2,075,002									1									253.3			Proced.			1			41.53						0.88


			P84c						DME/Supplies Capitations												2,367,226						$2,251,128									1									12,000.0			Proced.			1			0.95						0.95


			P85						Prosthetics												114						$85,269									1									0.6			Proced.			1			748.32						0.04


			P89						Glasses/Contacts												38,366						$1,524,691									1									194.5			Proced.			1			39.74						0.64


			P99a						Non-Standard Benefits - General												1,295						$172									1									6.6			Proced.			-1			0.13						0.00


			P99b						Non-Standard Benefits - Hearing Aids												438						$72,523									1									2.2			Proced.			0			165.61						0.03


			P99c						Non-Standard Benefits - Dental												664,547						$29,966,519									1									3,368.7			Proced.			1			45.09						12.66


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												734						$16,916									1									3.7			Proced.			4			23.05						0.01


			P99g						Non-Standard Benefits - Unclassified												7,557						$19,285									1									38.3			Proced.			5			2.55						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												1						$211									1									- 0			Proced.			1			210.00						0.00


									Subtotal												3,137,607						$61,050,525									1									18,923.2			Proced.			1			$16.36			$1.00			$25.80





			CAP			Capitation - Non Specific															- 0						$16,124,097									1															1									$6.81





			REB			Rx Rebates																					($928,588)									1															1									-$0.39





			REIN			Reinsurance																					($16,562)																																	(0.01)





						Total Medical Cost																					$182,041,621									1															1						$1.00			$76.90
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			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 15 - 18


			South


			All Years


																																																									Member Months			248,602





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						298						1,047						$1,393,501						14.4						3.51						50.5			Days						$1,331.31						$5.60


			I12						Surgical						79						317						$426,126						3.8						4.03						15.3			Days						$1,345.72						1.72


			I13						Psychiatric						302						1,825						$1,074,808						14.6						6.03						88.1			Days						$588.99						4.32


			I14						Alcohol & Abuse						2						7						$6,529						0.1						3.00						0.3			Days						$927.21						0.02


			I21						Mat Norm Delivery						839						1,661						$1,850,987						40.5						1.98						80.2			Days						$1,114.26						7.45


			I22						Mat Csect Delivery						214						661						$741,883						10.3						3.10						31.9			Days						$1,121.80						2.98


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						93						205						$231,978						4.5						2.20						9.9			Days						$1,130.08						0.93


			I31						SNF						2						59						$35,373						0.1						24.17						2.9			Days						597.89						0.14


									Subtotal						1,829						5,782						$5,761,184						88.3						3.16						279.1			Days						$995.77						$23.16





						Hospital Outpatient


			O10						Observation												310						$153,154																		15.0			Cases						$494.14						$0.62


			O11						Emergency Room												8,956						$1,556,132																		432.3			Cases						$173.75						$6.26


			O12						Surgery												480						$467,219																		23.1			Cases						974.26						1.88


			O13						Radiology General												313						$17,743																		15.1			Cases						56.63						0.07


			O14						Radiology - CT/MRI/PET												39						$21,802																		1.9			Cases						564.07						0.09


			O15						Pathology/Lab												780						$15,679																		37.7			Cases						20.10						0.06


			O16						Drugs												388						$38,500																		18.7			Cases						99.29						0.15


			O17						Cardiovascular												32						$1,669																		1.6			Cases						51.81						0.01


			O18						Physical Therapy												38						$3,675																		1.9			Cases						95.57						0.02


			O31						Psychiatric												514						$121,295																		24.8			Cases						236.01						0.49


			O32						Alcohol & Drug Abuse												17						$1,433																		0.8			Cases						82.75						0.01


			O41						Other												2,878						$165,135																		138.9			Cases						57.38						0.66


			O51						Preventive												361						$23,952																		17.4			Cases						66.26						0.10


									Subtotal												15,107						$2,587,387																		729.2			Cases						$171.48						$10.42





						Physician


			P11						Inpatient Surgery 												234						$95,299																		11.3			Proced.						$406.85						$0.38


			P13						Inpatient Anesthesia												308						$34,539																		14.9			Proced.						112.09						0.14


			P14						Outpatient Surgery												1,100						$270,900																		53.1			Proced.						246.18						1.09


			P15						Office Surgery												1,507						$114,741									1									72.7			Proced.			0			76.15						0.46


			P16						Outpatient Anesthesia												386						$77,708									0									18.6			Proced.			0			201.27						0.31


			P21						Maternity												2,833						$2,211,859									0									136.7			Proced.			0			780.83						8.89


			P31						Inpatient Visits 												4,437						$369,991									0									214.2			Proced.			0			83.39						1.49


			P32						Office/Home Visits												31,668						$1,802,144									0									1,528.6			Proced.			0			56.91						7.25


			P32c						Physician Capitations												248,602						$1,306,030									0									12,000.0			Proced.			0			5.25						5.25


			P33						Urgent Care Visits												5,410						$275,524									0									261.2			Proced.			1			50.93						1.11


			P34						Office Administered Drugs												3,521						$276,894									0									169.9			Proced.			0			78.65						1.11


			P35						Allergy Testing												202						$56,770									0									9.7			Proced.			0			281.45						0.23


			P36						Allergy Immunotherapy												966						$27,622									0									46.6			Proced.			0			28.60						0.11


			P37						Miscellaneous Medical												8,525						$187,292									0									411.5			Proced.			0			21.97						0.75


			P40						Preventive Other												14,334						$245,979									0									691.9			Proced.			0			17.16						0.99


			P41						Preventive Immunizations												10,754						$72,898									0									519.1			Proced.			0			6.78						0.29


			P42						Preventive Well Baby Exams												14						$605									0									0.7			Proced.			0			42.25						0.00


			P43						Preventive Physical Exams												7,070						$415,000									0									341.3			Proced.			0			58.70						1.67


			P44						Vision Exams												4,765						$212,603									0									230.0			Proced.			0			44.61						0.86


			P44c						Vision Capitations												248,602						$143,757									0									12,000.0			Proced.			0			0.58						0.58


			P45						Hearing and Speech Exams												525						$9,829									0									25.3			Proced.			0			18.73						0.04


			P51						ER Visits and Observation Care												9,249						$748,260									1									446.4			Proced.			1			80.90						3.01


			P53						Physical Therapy												7,955						$241,773									1									384.0			Proced.			1			30.39						0.97


			P54						Cardiovascular												2,307						$102,691									1									111.4			Proced.			1			44.51						0.41


			P54c						Cardiovascular Capitations												248,602						$27,105									1									12,000.0			Proced.			1			0.11						0.11


			P55						Radiology IP												1,144						$43,106									1									55.2			Proced.			1			37.68						0.17


			P56						Radiology OP - General												5,383						$132,300									1									259.8			Proced.			1			24.58						0.53


			P56c						Radiology Capitations												248,602						$109,419									1									12,000.0			Proced.			1			0.44						0.44


			P57						Radiology OP - CT/MRI/PET												1,159						$94,642									1									55.9			Proced.			1			81.67						0.38


			P58						Radiology Office - General												9,347						$733,578									1									451.2			Proced.			1			78.48						2.95


			P59						Radiology Office - CT/MRI/PET												469						$182,443									1									22.6			Proced.			1			388.83						0.73


			P61						Pathology/Lab - Inpatient & Outpatient												661						$86,322									1									31.9			Proced.			1			130.59						0.35


			P61c						Lab Capitations												248,602						$138,685									1									12,000.0			Proced.			1			0.56						0.56


			P63						Pathology/Lab - Office												42,143						$447,675									1									2,034.2			Proced.			1			10.62						1.80


			P65						Chiropractor												54						$1,222									1									2.6			Proced.			1			22.52						0.00


			P66						Outpatient Psychiatric												5,940						$527,363									1									286.7			Proced.			1			88.78						2.12


			P66c						Behavioral Health Capitations												248,602						$676,959									1									12,000.0			Proced.			1			2.72						2.72


			P67						Outpatient Alcohol & Drug Abuse												86						$3,423									1									4.1			Proced.			1			39.94						0.01


									Subtotal												1,676,068						$12,504,950									1									80,903.3			Proced.			1			$7.45			$1.00			$50.26


																																				1


						Other																														1															1


			P81						Prescription Drugs												93,611						$3,827,591									1									4,518.6			Scripts			1			$40.89						$15.40


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												183						$16,551									1									8.9			Proced.			1			90.27						0.07


			P83						Ambulance												2,735						$373,580									1									132.0			Proced.			1			136.57						1.50


			P84						DME/Supplies												2,747						$157,780									1									132.6			Proced.			1			57.43						0.63


			P84c						DME/Supplies Capitations												248,602						$257,052									1									12,000.0			Proced.			1			1.03						1.03


			P85						Prosthetics												48						$38,517									1									2.3			Proced.			1			796.91						0.15


			P89						Glasses/Contacts												7,014						$277,586									1									338.6			Proced.			1			39.57						1.12


			P99a						Non-Standard Benefits - General												49						$0									1									2.4			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												25						$5,865									1									1.2			Proced.			0			234.21						0.02


			P99c						Non-Standard Benefits - Dental												62,378						$3,068,248									1									3,011.0			Proced.			1			49.19						12.34


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												70						$3,056									1									3.4			Proced.			4			43.97						0.01


			P99g						Non-Standard Benefits - Unclassified												676						$10,846									1									32.7			Proced.			5			16.03						0.04


			P99h						Non-Standard Benefits - Non-Emergency Transportation												2						$254									1									0.1			Proced.			1			120.75						0.00


									Subtotal												324,530						$8,036,927									1									20,183.8			Proced.			1			$19.21			$1.00			$32.31





			CAP			Capitation - Non Specific															- 0						$1,945,237									1															1									$7.82





			REB			Rx Rebates																					($147,836)									1															1									-$0.59





			REIN			Reinsurance																					($50,106)																																	(0.20)





						Total Medical Cost																					$30,637,742									1															1						$1.00			$123.18







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 5


			Exhibit 5


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Male - 15 - 18


			South


			All Years


																																																									Member Months			237,615





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						172						532						$691,819						8.7						3.09						26.9			Days						$1,299.88						$2.91


			I12						Surgical						87						623						$892,728						4.4						7.14						31.4			Days						$1,433.74						3.75


			I13						Psychiatric						186						1,182						$688,425						9.4						6.35						59.7			Days						$582.24						2.90


			I14						Alcohol & Abuse						7						18						$16,568						0.4						2.25						0.9			Days						$918.43						0.07


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						8						154						$101,587						0.4						20.53						7.8			Days						661.43						0.43


									Subtotal						459						2,509						$2,391,127						23.3						5.44						126.7			Days						$952.80						$10.06





						Hospital Outpatient


			O10						Observation												87						$70,807																		4.4			Cases						$811.12						$0.30


			O11						Emergency Room												5,434						$991,260																		274.4			Cases						$182.43						$4.17


			O12						Surgery												500						$444,834																		25.2			Cases						890.26						1.87


			O13						Radiology General												236						$8,466																		11.9			Cases						35.83						0.04


			O14						Radiology - CT/MRI/PET												31						$12,683																		1.6			Cases						412.24						0.05


			O15						Pathology/Lab												114						$2,005																		5.8			Cases						17.58						0.01


			O16						Drugs												101						$11,451																		5.1			Cases						113.94						0.05


			O17						Cardiovascular												11						$3,256																		0.6			Cases						284.92						0.01


			O18						Physical Therapy												30						$3,324																		1.5			Cases						112.05						0.01


			O31						Psychiatric												216						$47,551																		10.9			Cases						220.34						0.20


			O32						Alcohol & Drug Abuse												37						$5,943																		1.9			Cases						161.31						0.03


			O41						Other												1,050						$73,530																		53.0			Cases						70.02						0.31


			O51						Preventive												174						$16,834																		8.8			Cases						97.01						0.07


									Subtotal												8,020						$1,691,945																		405.1			Cases						$210.91						$7.12





						Physician


			P11						Inpatient Surgery 												309						$153,668																		15.6			Proced.						$497.60						$0.65


			P13						Inpatient Anesthesia												147						$31,005																		7.4			Proced.						211.42						0.13


			P14						Outpatient Surgery												1,594						$398,841																		80.5			Proced.						250.26						1.68


			P15						Office Surgery												1,719						$166,497									1									86.8			Proced.			0			96.84						0.70


			P16						Outpatient Anesthesia												436						$89,639									0									22.0			Proced.			0			205.71						0.38


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												2,955						$265,841									0									149.2			Proced.			0			89.97						1.12


			P32						Office/Home Visits												19,482						$1,160,036									0									983.9			Proced.			0			59.54						4.88


			P32c						Physician Capitations												237,615						$1,177,640									0									12,000.0			Proced.			0			4.96						4.96


			P33						Urgent Care Visits												3,374						$166,087									0									170.4			Proced.			1			49.22						0.70


			P34						Office Administered Drugs												3,429						$453,298									0									173.2			Proced.			0			132.20						1.91


			P35						Allergy Testing												190						$52,752									0									9.6			Proced.			0			278.18						0.22


			P36						Allergy Immunotherapy												614						$23,627									0									31.0			Proced.			0			38.49						0.10


			P37						Miscellaneous Medical												6,234						$148,728									0									314.8			Proced.			0			23.86						0.63


			P40						Preventive Other												5,501						$40,944									0									277.8			Proced.			0			7.44						0.17


			P41						Preventive Immunizations												10,859						$74,155									0									548.4			Proced.			0			6.83						0.31


			P42						Preventive Well Baby Exams												2						$73									0									0.1			Proced.			0			36.46						0.00


			P43						Preventive Physical Exams												5,819						$348,683									0									293.9			Proced.			0			59.92						1.47


			P44						Vision Exams												3,325						$150,140									0									167.9			Proced.			0			45.16						0.63


			P44c						Vision Capitations												237,615						$137,206									0									12,000.0			Proced.			0			0.58						0.58


			P45						Hearing and Speech Exams												400						$8,198									0									20.2			Proced.			0			20.49						0.03


			P51						ER Visits and Observation Care												5,614						$423,591									1									283.5			Proced.			1			75.46						1.78


			P53						Physical Therapy												7,285						$228,901									1									367.9			Proced.			1			31.42						0.96


			P54						Cardiovascular												1,699						$97,611									1									85.8			Proced.			1			57.46						0.41


			P54c						Cardiovascular Capitations												237,615						$25,040									1									12,000.0			Proced.			1			0.11						0.11


			P55						Radiology IP												872						$25,276									1									44.0			Proced.			1			28.98						0.11


			P56						Radiology OP - General												3,222						$42,732									1									162.7			Proced.			1			13.26						0.18


			P56c						Radiology Capitations												237,615						$106,670									1									12,000.0			Proced.			1			0.45						0.45


			P57						Radiology OP - CT/MRI/PET												1,026						$76,063									1									51.8			Proced.			1			74.11						0.32


			P58						Radiology Office - General												4,513						$228,572									1									227.9			Proced.			1			50.65						0.96


			P59						Radiology Office - CT/MRI/PET												459						$143,120									1									23.2			Proced.			1			312.12						0.60


			P61						Pathology/Lab - Inpatient & Outpatient												335						$41,760									1									16.9			Proced.			1			124.80						0.18


			P61c						Lab Capitations												237,615						$132,952									1									12,000.0			Proced.			1			0.56						0.56


			P63						Pathology/Lab - Office												15,539						$132,250									1									784.8			Proced.			1			8.51						0.56


			P65						Chiropractor												12						$241									1									0.6			Proced.			1			19.67						0.00


			P66						Outpatient Psychiatric												4,475						$378,431									1									226.0			Proced.			1			84.57						1.59


			P66c						Behavioral Health Capitations												237,615						$646,112									1									12,000.0			Proced.			1			2.72						2.72


			P67						Outpatient Alcohol & Drug Abuse												92						$4,914									1									4.7			Proced.			1			53.23						0.02


									Subtotal												1,537,220						$7,781,296									1									77,632.5			Proced.			1			$5.06			$1.00			$32.76


																																				1


						Other																														1															1


			P81						Prescription Drugs												52,212						$2,569,805									1									2,636.8			Scripts			1			$49.22						$10.82


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												195						$21,031									1									9.8			Proced.			1			107.98						0.09


			P83						Ambulance												1,824						$262,086									1									92.1			Proced.			1			143.70						1.10


			P84						DME/Supplies												3,014						$203,304									1									152.2			Proced.			1			67.46						0.86


			P84c						DME/Supplies Capitations												237,615						$246,014									1									12,000.0			Proced.			1			1.04						1.04


			P85						Prosthetics												1						$8									1									0.1			Proced.			1			7.94						0.00


			P89						Glasses/Contacts												4,707						$186,064									1									237.7			Proced.			1			39.53						0.78


			P99a						Non-Standard Benefits - General												34						$0									1									1.7			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												32						$5,929									1									1.6			Proced.			0			185.36						0.02


			P99c						Non-Standard Benefits - Dental												50,343						$2,628,833									1									2,542.4			Proced.			1			52.22						11.06


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												45						$1,223									1									2.3			Proced.			4			27.36						0.01


			P99g						Non-Standard Benefits - Unclassified												360						$2,926									1									18.2			Proced.			5			8.13						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												298,170						$6,127,221									1									17,694.9			Proced.			1			$17.49			$1.00			$25.79





			CAP			Capitation - Non Specific															- 0						$1,863,172									1															1									$7.84





			REB			Rx Rebates																					($99,256)									1															1									-$0.42





			REIN			Reinsurance																					($65,120)																																	(0.27)





						Total Medical Cost																					$19,690,385									1															1						$1.00			$82.88







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 6


			Exhibit 6


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 19 - 34


			South


			All Years


																																																									Member Months			480,264





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,133						4,122						$5,236,383						28.3						3.64						103.0			Days						$1,270.33						$10.90


			I12						Surgical						399						1,580						$2,153,719						10.0						3.95						39.5			Days						$1,362.90						4.49


			I13						Psychiatric						201						1,144						$701,769						5.0						5.72						28.6			Days						$613.25						1.46


			I14						Alcohol & Abuse						30						96						$70,546						0.8						3.00						2.4			Days						$732.54						0.15


			I21						Mat Norm Delivery						8,982						16,554						$18,322,436						224.4						1.84						413.6			Days						$1,106.83						38.15


			I22						Mat Csect Delivery						5,052						14,507						$16,237,442						126.2						2.87						362.5			Days						$1,119.30						33.81


			I23						Well Newborn						1						3						$923						- 0						0.00						0.1			Days						$305.76						0.00


			I24						Other Newborn						1						11						$7,344						- 0						0.00						0.3			Days						$664.66						0.02


			I25						Maternity Non-Delivery						926						2,522						$3,033,638						23.1						2.73						63.0			Days						$1,202.69						6.31


			I31						SNF						28						436						$116,990						0.7						15.57						10.9			Days						268.47						0.24


									Subtotal						16,754						40,976						$45,881,189						418.5						2.45						1,023.9			Days						$1,119.60						$95.53





						Hospital Outpatient


			O10						Observation												2,650						$1,391,398																		66.2			Cases						$525.06						$2.90


			O11						Emergency Room												36,010						$7,767,084																		899.8			Cases						$215.69						$16.17


			O12						Surgery												2,352						$2,427,882																		58.8			Cases						1,032.08						5.06


			O13						Radiology General												1,799						$114,733																		45.0			Cases						63.77						0.24


			O14						Radiology - CT/MRI/PET												88						$34,764																		2.2			Cases						397.00						0.07


			O15						Pathology/Lab												5,734						$135,195																		143.3			Cases						23.58						0.28


			O16						Drugs												3,691						$337,027																		92.2			Cases						91.30						0.70


			O17						Cardiovascular												227						$8,768																		5.7			Cases						38.65						0.02


			O18						Physical Therapy												165						$47,450																		4.1			Cases						287.38						0.10


			O31						Psychiatric												91						$18,450																		2.3			Cases						201.76						0.04


			O32						Alcohol & Drug Abuse												323						$57,831																		8.1			Cases						179.19						0.12


			O41						Other												19,576						$1,109,201																		489.1			Cases						56.66						2.31


			O51						Preventive												676						$159,544																		16.9			Cases						236.02						0.33


									Subtotal												73,383						$13,609,327																		1,833.7			Cases						$185.46						$28.34





						Physician


			P11						Inpatient Surgery 												1,697						$555,408																		42.4			Proced.						$327.28						$1.16


			P13						Inpatient Anesthesia												4,815						$237,902																		120.3			Proced.						49.40						0.50


			P14						Outpatient Surgery												5,091						$1,127,826																		127.2			Proced.						221.55						2.35


			P15						Office Surgery												5,732						$465,436									1									143.2			Proced.			0			81.19						0.97


			P16						Outpatient Anesthesia												2,055						$368,189									0									51.4			Proced.			0			179.15						0.77


			P21						Maternity												40,568						$30,900,728									0									1,013.6			Proced.			0			761.70						64.34


			P31						Inpatient Visits 												21,309						$1,571,973									0									532.4			Proced.			0			73.77						3.27


			P32						Office/Home Visits												109,073						$5,905,896									0									2,725.3			Proced.			0			54.15						12.30


			P32c						Physician Capitations												480,264						$3,355,761									0									12,000.0			Proced.			0			6.99						6.99


			P33						Urgent Care Visits												16,360						$755,702									0									408.8			Proced.			1			46.19						1.57


			P34						Office Administered Drugs												12,786						$824,565									0									319.5			Proced.			0			64.49						1.72


			P35						Allergy Testing												282						$98,740									0									7.0			Proced.			0			350.68						0.20


			P36						Allergy Immunotherapy												493						$24,526									0									12.3			Proced.			0			49.74						0.05


			P37						Miscellaneous Medical												21,172						$634,448									0									529.0			Proced.			0			29.97						1.32


			P40						Preventive Other												62,134						$1,934,972									0									1,552.5			Proced.			0			31.14						4.03


			P41						Preventive Immunizations												5,369						$89,234									0									134.2			Proced.			0			16.62						0.19


			P42						Preventive Well Baby Exams												32						$1,872									0									0.8			Proced.			0			58.81						0.00


			P43						Preventive Physical Exams												6,677						$366,582									0									166.8			Proced.			0			54.90						0.76


			P44						Vision Exams												4,766						$204,611									0									119.1			Proced.			0			42.93						0.43


			P44c						Vision Capitations												480,264						$76,449									0									12,000.0			Proced.			0			0.16						0.16


			P45						Hearing and Speech Exams												875						$14,283									0									21.9			Proced.			0			16.33						0.03


			P51						ER Visits and Observation Care												39,492						$3,583,306									1									986.8			Proced.			1			90.74						7.46


			P53						Physical Therapy												9,886						$270,183									1									247.0			Proced.			1			27.33						0.56


			P54						Cardiovascular												10,909						$368,684									1									272.6			Proced.			1			33.80						0.77


			P54c						Cardiovascular Capitations												480,264						$5,617									1									12,000.0			Proced.			1			0.01						0.01


			P55						Radiology IP												9,065						$302,406									1									226.5			Proced.			1			33.36						0.63


			P56						Radiology OP - General												25,879						$722,169									1									646.6			Proced.			1			27.91						1.50


			P56c						Radiology Capitations												480,264						$146,386									1									12,000.0			Proced.			1			0.30						0.30


			P57						Radiology OP - CT/MRI/PET												7,299						$609,998									1									182.4			Proced.			1			83.57						1.27


			P58						Radiology Office - General												78,445						$7,993,434									1									1,960.0			Proced.			1			101.90						16.64


			P59						Radiology Office - CT/MRI/PET												2,083						$746,112									1									52.0			Proced.			1			358.24						1.55


			P61						Pathology/Lab - Inpatient & Outpatient												5,240						$541,345									1									130.9			Proced.			1			103.32						1.13


			P61c						Lab Capitations												480,264						$211,637									1									12,000.0			Proced.			1			0.44						0.44


			P63						Pathology/Lab - Office												215,383						$2,774,519									1									5,381.6			Proced.			1			12.88						5.78


			P65						Chiropractor												10						$59									1									0.3			Proced.			1			5.82						0.00


			P66						Outpatient Psychiatric												11,064						$970,561									1									276.4			Proced.			1			87.73						2.02


			P66c						Behavioral Health Capitations												480,264						$1,258,437									1									12,000.0			Proced.			1			2.62						2.62


			P67						Outpatient Alcohol & Drug Abuse												6,763						$298,877									1									169.0			Proced.			1			44.19						0.62


									Subtotal												3,624,386						$70,318,832									1									90,559.8			Proced.			1			$19.40			$1.00			$146.41


																																				1


						Other																														1															1


			P81						Prescription Drugs												423,594						$12,000,231									1									10,584.0			Scripts			1			$28.33						$24.99


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												3,473						$383,762									1									86.8			Proced.			1			110.48						0.80


			P83						Ambulance												15,713						$2,104,874									1									392.6			Proced.			1			133.96						4.38


			P84						DME/Supplies												6,186						$361,381									1									154.6			Proced.			1			58.42						0.75


			P84c						DME/Supplies Capitations												480,264						$409,906									1									12,000.0			Proced.			1			0.85						0.85


			P85						Prosthetics												29						$9,022									1									0.7			Proced.			1			315.19						0.02


			P89						Glasses/Contacts												6,791						$267,675									1									169.7			Proced.			1			39.42						0.56


			P99a						Non-Standard Benefits - General												96						$0									1									2.4			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												83						$12,088									1									2.1			Proced.			0			145.64						0.03


			P99c						Non-Standard Benefits - Dental												18,930						$3,075,946									1									473.0			Proced.			1			162.49						6.40


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												339						$16,549									1									8.5			Proced.			4			48.75						0.03


			P99g						Non-Standard Benefits - Unclassified												1,327						$75,833									1									33.2			Proced.			5			57.13						0.16


			P99h						Non-Standard Benefits - Non-Emergency Transportation												25						$2,147									1									0.6			Proced.			1			84.64						0.00


									Subtotal												533,257						$18,719,416									1									23,908.2			Proced.			1			$19.56			$1.00			$38.97





			CAP			Capitation - Non Specific															- 0						$3,399,467									1															1									$7.08





			REB			Rx Rebates																					($463,495)									1															1									-$0.97





			REIN			Reinsurance																					($168,366)																																	(0.35)





						Total Medical Cost																					$151,296,371									1															1						$1.00			$315.01







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 7


			Exhibit 7


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Male - 19 - 34


			South


			All Years


																																																									Member Months			102,051





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						201						604						$824,831						23.7						3.00						71.0			Days						$1,366.51						$8.09


			I12						Surgical						76						350						$565,966						8.9						4.63						41.2			Days						$1,614.86						5.54


			I13						Psychiatric						42						184						$108,519						4.9						4.41						21.6			Days						$589.86						1.06


			I14						Alcohol & Abuse						9						43						$44,150						1.0						5.00						5.0			Days						$1,033.84						0.43


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						4						43						$5,481						0.5						10.85						5.1			Days						127.46						0.05


									Subtotal						331						1,224						$1,548,947						39.0						3.69						143.9			Days						$1,265.05						$15.17





						Hospital Outpatient


			O10						Observation												152						$177,081																		17.9			Cases						$1,165.00						$1.74


			O11						Emergency Room												4,355						$879,012																		512.1			Cases						$201.84						$8.61


			O12						Surgery												314						$340,677																		36.9			Cases						1,086.34						3.34


			O13						Radiology General												115						$3,553																		13.5			Cases						30.88						0.03


			O14						Radiology - CT/MRI/PET												9						$6,729																		1.1			Cases						719.13						0.07


			O15						Pathology/Lab												68						$2,215																		8.0			Cases						32.61						0.02


			O16						Drugs												84						$6,484																		9.8			Cases						77.58						0.06


			O17						Cardiovascular												28						$1,856																		3.3			Cases						66.98						0.02


			O18						Physical Therapy												14						$1,602																		1.7			Cases						113.19						0.02


			O31						Psychiatric												37						$6,835																		4.3			Cases						185.48						0.07


			O32						Alcohol & Drug Abuse												14						$4,706																		1.6			Cases						344.74						0.05


			O41						Other												782						$66,522																		91.9			Cases						85.07						0.65


			O51						Preventive												29						$2,197																		3.4			Cases						76.56						0.02


									Subtotal												6,000						$1,499,471																		705.5			Cases						$250.04						$14.70





						Physician


			P11						Inpatient Surgery 												266						$97,468																		31.3			Proced.						$366.37						$0.96


			P13						Inpatient Anesthesia												118						$29,148																		13.9			Proced.						246.39						0.29


			P14						Outpatient Surgery												938						$194,033																		110.3			Proced.						206.79						1.90


			P15						Office Surgery												741						$61,716									1									87.1			Proced.			0			83.28						0.60


			P16						Outpatient Anesthesia												279						$50,644									0									32.8			Proced.			0			181.49						0.50


			P21						Maternity												1						$807									0									0.1			Proced.			0			806.42						0.01


			P31						Inpatient Visits 												1,951						$170,322									0									229.4			Proced.			0			87.32						1.67


			P32						Office/Home Visits												9,352						$559,037									0									1,099.7			Proced.			0			59.78						5.48


			P32c						Physician Capitations												102,051						$743,237									0									12,000.0			Proced.			0			7.28						7.28


			P33						Urgent Care Visits												2,147						$100,582									0									252.4			Proced.			1			46.86						0.99


			P34						Office Administered Drugs												1,956						$506,074									0									230.0			Proced.			0			258.73						4.96


			P35						Allergy Testing												37						$11,669									0									4.4			Proced.			0			313.00						0.11


			P36						Allergy Immunotherapy												180						$4,681									0									21.2			Proced.			0			25.94						0.05


			P37						Miscellaneous Medical												2,699						$119,553									0									317.4			Proced.			0			44.29						1.17


			P40						Preventive Other												786						$11,286									0									92.5			Proced.			0			14.35						0.11


			P41						Preventive Immunizations												575						$10,644									0									67.6			Proced.			0			18.52						0.10


			P42						Preventive Well Baby Exams												1						$44									0									0.1			Proced.			0			39.78						0.00


			P43						Preventive Physical Exams												252						$15,118									0									29.7			Proced.			0			59.90						0.15


			P44						Vision Exams												691						$30,046									0									81.2			Proced.			0			43.49						0.29


			P44c						Vision Capitations												102,051						$16,103									0									12,000.0			Proced.			0			0.16						0.16


			P45						Hearing and Speech Exams												175						$3,699									0									20.5			Proced.			0			21.17						0.04


			P51						ER Visits and Observation Care												4,660						$395,564									1									547.9			Proced.			1			84.89						3.88


			P53						Physical Therapy												2,384						$66,743									1									280.3			Proced.			1			28.00						0.65


			P54						Cardiovascular												1,594						$47,950									1									187.5			Proced.			1			30.08						0.47


			P54c						Cardiovascular Capitations												102,051						$1,379									1									12,000.0			Proced.			1			0.01						0.01


			P55						Radiology IP												711						$29,030									1									83.6			Proced.			1			40.82						0.28


			P56						Radiology OP - General												2,680						$36,841									1									315.1			Proced.			1			13.75						0.36


			P56c						Radiology Capitations												102,051						$30,564									1									12,000.0			Proced.			1			0.30						0.30


			P57						Radiology OP - CT/MRI/PET												1,143						$91,476									1									134.3			Proced.			1			80.06						0.90


			P58						Radiology Office - General												1,906						$77,451									1									224.1			Proced.			1			40.64						0.76


			P59						Radiology Office - CT/MRI/PET												440						$155,892									1									51.8			Proced.			1			354.00						1.53


			P61						Pathology/Lab - Inpatient & Outpatient												189						$16,241									1									22.2			Proced.			1			85.95						0.16


			P61c						Lab Capitations												102,051						$46,721									1									12,000.0			Proced.			1			0.46						0.46


			P63						Pathology/Lab - Office												10,943						$117,180									1									1,286.8			Proced.			1			10.71						1.15


			P65						Chiropractor												6						$168									1									0.7			Proced.			1			27.69						0.00


			P66						Outpatient Psychiatric												735						$61,825									1									86.4			Proced.			1			84.13						0.61


			P66c						Behavioral Health Capitations												102,051						$273,555									1									12,000.0			Proced.			1			2.68						2.68


			P67						Outpatient Alcohol & Drug Abuse												985						$54,164									1									115.8			Proced.			1			54.98						0.53


									Subtotal												663,827						$4,238,654									1									78,058.1			Proced.			1			$6.39			$1.00			$41.55


																																				1


						Other																														1															1


			P81						Prescription Drugs												46,903						$1,961,844									1									5,515.3			Scripts			1			$41.83						$19.23


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												188						$13,683									1									22.1			Proced.			1			72.93						0.13


			P83						Ambulance												1,683						$234,439									1									197.9			Proced.			1			139.32						2.30


			P84						DME/Supplies												1,063						$77,378									1									125.0			Proced.			1			72.79						0.76


			P84c						DME/Supplies Capitations												102,051						$89,523									1									12,000.0			Proced.			1			0.88						0.88


			P85						Prosthetics												13						$6,890									1									1.6			Proced.			1			522.56						0.07


			P89						Glasses/Contacts												973						$38,418									1									114.4			Proced.			1			39.50						0.38


			P99a						Non-Standard Benefits - General												16						$0									1									1.9			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												16						$3,915									1									1.9			Proced.			0			237.52						0.04


			P99c						Non-Standard Benefits - Dental												3,490						$578,599									1									410.4			Proced.			1			165.80						5.67


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												17						$1,313									1									2.0			Proced.			4			77.17						0.01


			P99g						Non-Standard Benefits - Unclassified												186						$824									1									21.9			Proced.			5			4.43						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												2						$302									1									0.2			Proced.			1			151.00						0.00


									Subtotal												109,698						$3,007,129									1									18,414.6			Proced.			1			$19.21			$1.00			$29.48





			CAP			Capitation - Non Specific															- 0						$735,630									1															1									$7.21





			REB			Rx Rebates																					($75,774)									1															1									-$0.74





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$10,954,057									1															1						$1.00			$107.37







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 8


			Exhibit 8


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 35 - 64


			South


			All Years


																																																									Member Months			221,636





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,123						4,561						$6,040,092						60.8						4.06						247.0			Days						$1,324.26						$27.26


			I12						Surgical						490						2,423						$3,193,918						26.5						4.95						131.2			Days						$1,317.94						14.41


			I13						Psychiatric						115						825						$515,400						6.2						7.21						44.7			Days						$624.71						2.33


			I14						Alcohol & Abuse						18						69						$67,703						1.0						3.70						3.7			Days						$986.49						0.30


			I21						Mat Norm Delivery						733						1,319						$1,506,592						39.7						1.80						71.4			Days						$1,142.47						6.80


			I22						Mat Csect Delivery						659						2,018						$2,298,435						35.7						3.06						109.3			Days						$1,139.01						10.37


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						145						499						$550,795						7.9						3.42						27.0			Days						$1,102.70						2.48


			I31						SNF						41						773						$307,537						2.2						19.05						41.9			Days						397.71						1.39


									Subtotal						3,323						12,488						$14,480,474						180.0						3.76						676.2			Days						$1,159.54						$65.34





						Hospital Outpatient


			O10						Observation												1,330						$1,465,020																		72.0			Cases						$1,101.77						$6.61


			O11						Emergency Room												13,060						$3,096,820																		707.1			Cases						$237.12						$13.97


			O12						Surgery												2,631						$2,594,689																		142.5			Cases						986.15						11.71


			O13						Radiology General												564						$31,211																		30.6			Cases						55.30						0.14


			O14						Radiology - CT/MRI/PET												62						$30,997																		3.4			Cases						497.07						0.14


			O15						Pathology/Lab												962						$27,719																		52.1			Cases						28.80						0.13


			O16						Drugs												747						$130,579																		40.4			Cases						174.91						0.59


			O17						Cardiovascular												182						$9,940																		9.8			Cases						54.64						0.04


			O18						Physical Therapy												158						$31,296																		8.5			Cases						198.62						0.14


			O31						Psychiatric												109						$25,592																		5.9			Cases						234.25						0.12


			O32						Alcohol & Drug Abuse												113						$25,603																		6.1			Cases						226.78						0.12


			O41						Other												4,754						$598,126																		257.4			Cases						125.81						2.70


			O51						Preventive												299						$77,469																		16.2			Cases						259.24						0.35


									Subtotal												24,971						$8,145,060																		1,352.0			Cases						$326.27						$36.76





						Physician


			P11						Inpatient Surgery 												2,569						$946,229																		139.1			Proced.						$368.28						$4.27


			P13						Inpatient Anesthesia												1,334						$209,669																		72.2			Proced.						157.21						0.95


			P14						Outpatient Surgery												5,397						$1,274,930																		292.2			Proced.						236.25						5.75


			P15						Office Surgery												6,318						$646,555									1									342.1			Proced.			0			102.33						2.92


			P16						Outpatient Anesthesia												2,351						$390,301									0									127.3			Proced.			0			166.03						1.76


			P21						Maternity												4,754						$3,117,565									0									257.4			Proced.			0			655.84						14.07


			P31						Inpatient Visits 												16,942						$1,301,415									0									917.3			Proced.			0			76.82						5.87


			P32						Office/Home Visits												74,553						$4,222,448									0									4,036.5			Proced.			0			56.64						19.05


			P32c						Physician Capitations												221,636						$1,467,282									0									12,000.0			Proced.			0			6.62						6.62


			P33						Urgent Care Visits												8,831						$411,068									0									478.1			Proced.			1			46.55						1.85


			P34						Office Administered Drugs												16,598						$1,757,213									0									898.7			Proced.			0			105.87						7.93


			P35						Allergy Testing												260						$83,772									0									14.1			Proced.			0			321.66						0.38


			P36						Allergy Immunotherapy												727						$24,290									0									39.3			Proced.			0			33.43						0.11


			P37						Miscellaneous Medical												17,868						$919,503									0									967.4			Proced.			0			51.46						4.15


			P40						Preventive Other												14,442						$561,032									0									781.9			Proced.			0			38.85						2.53


			P41						Preventive Immunizations												3,355						$61,463									0									181.7			Proced.			0			18.32						0.28


			P42						Preventive Well Baby Exams												2						$123									0									0.1			Proced.			0			59.07						0.00


			P43						Preventive Physical Exams												2,685						$135,500									0									145.4			Proced.			0			50.46						0.61


			P44						Vision Exams												3,743						$170,290									0									202.7			Proced.			0			45.49						0.77


			P44c						Vision Capitations												221,636						$16,845									0									12,000.0			Proced.			0			0.08						0.08


			P45						Hearing and Speech Exams												964						$21,192									0									52.2			Proced.			0			21.98						0.10


			P51						ER Visits and Observation Care												15,865						$1,522,885									1									859.0			Proced.			1			95.99						6.87


			P53						Physical Therapy												17,590						$460,017									1									952.3			Proced.			1			26.15						2.08


			P54						Cardiovascular												11,328						$392,890									1									613.3			Proced.			1			34.68						1.77


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												5,406						$199,036									1									292.7			Proced.			1			36.81						0.90


			P56						Radiology OP - General												10,824						$221,045									1									586.1			Proced.			1			20.42						1.00


			P56c						Radiology Capitations												221,636						$76,425									1									12,000.0			Proced.			1			0.34						0.34


			P57						Radiology OP - CT/MRI/PET												4,470						$368,292									1									242.0			Proced.			1			82.40						1.66


			P58						Radiology Office - General												28,718						$2,601,917									1									1,554.9			Proced.			1			90.60						11.74


			P59						Radiology Office - CT/MRI/PET												3,066						$1,077,404									1									166.0			Proced.			1			351.36						4.86


			P61						Pathology/Lab - Inpatient & Outpatient												2,315						$225,126									1									125.4			Proced.			1			97.23						1.02


			P61c						Lab Capitations												221,636						$113,931									1									12,000.0			Proced.			1			0.51						0.51


			P63						Pathology/Lab - Office												95,326						$1,006,573									1									5,161.2			Proced.			1			10.56						4.54


			P65						Chiropractor												1						$0									1									0.1			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												6,850						$610,230									1									370.9			Proced.			1			89.08						2.75


			P66c						Behavioral Health Capitations												221,636						$749,737									1									12,000.0			Proced.			1			3.38						3.38


			P67						Outpatient Alcohol & Drug Abuse												2,252						$123,519									1									121.9			Proced.			1			54.86						0.56


									Subtotal												1,495,884						$27,487,710									1									80,991.5			Proced.			1			$18.38			$1.00			$124.03


																																				1


						Other																														1															1


			P81						Prescription Drugs												396,875						$14,112,820									1									21,487.9			Scripts			1			$35.56						$63.68


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												5						$162,758									1									0.3			Scripts			1			$32,551.34						0.81


			P82						Private Duty Nursing/Home Health												3,220						$274,581									1									174.3			Proced.			1			85.27						1.24


			P83						Ambulance												6,983						$942,357									1									378.1			Proced.			1			134.96						4.25


			P84						DME/Supplies												7,121						$560,922									1									385.5			Proced.			1			78.78						2.53


			P84c						DME/Supplies Capitations												221,636						$221,862									1									12,000.0			Proced.			1			1.00						1.00


			P85						Prosthetics												56						$17,891									1									3.0			Proced.			1			318.50						0.08


			P89						Glasses/Contacts												4,765						$204,634									1									258.0			Proced.			1			42.95						0.92


			P99a						Non-Standard Benefits - General												59						$0									1									3.2			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												155						$36,791									1									8.4			Proced.			0			237.75						0.17


			P99c						Non-Standard Benefits - Dental												9,626						$1,445,408									1									521.2			Proced.			1			150.15						6.52


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												392						$22,433									1									21.2			Proced.			4			57.17						0.10


			P99g						Non-Standard Benefits - Unclassified												1,093						$30,402									1									59.2			Proced.			5			27.82						0.14


			P99h						Non-Standard Benefits - Non-Emergency Transportation												9						$1,220									1									0.5			Proced.			1			133.76						0.01


									Subtotal												255,114						$18,034,079									1									35,300.8			Proced.			1			$27.69			$1.00			$81.45





			CAP			Capitation - Non Specific															- 0						$2,071,169									1															1									$9.34





			REB			Rx Rebates																					($545,091)									1															1									-$2.46





			REIN			Reinsurance																					($104,470)																																	(0.47)





						Total Medical Cost																					$69,568,930									1															1						$1.00			$313.99







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 9


			Exhibit 9


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Male - 35 - 64


			South


			All Years


																																																									Member Months			90,322





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						497						2,218						$3,033,013						66.0						4.47						294.7			Days						$1,367.37						$33.58


			I12						Surgical						157						882						$1,091,838						20.8						5.63						117.2			Days						$1,237.67						12.09


			I13						Psychiatric						18						141						$81,484						2.4						7.79						18.7			Days						$578.57						0.90


			I14						Alcohol & Abuse						6						14						$17,725						0.8						2.25						1.8			Days						$1,280.04						0.19


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						12						96						$23,870						1.5						8.31						12.8			Days						247.54						0.26


									Subtotal						689						3,351						$4,247,930						91.5						4.86						445.2			Days						$1,267.39						$47.02





						Hospital Outpatient


			O10						Observation												360						$428,473																		47.8			Cases						$1,190.52						$4.74


			O11						Emergency Room												3,471						$766,721																		461.2			Cases						$220.88						$8.49


			O12						Surgery												857						$820,436																		113.9			Cases						957.23						9.09


			O13						Radiology General												146						$6,732																		19.4			Cases						46.17						0.07


			O14						Radiology - CT/MRI/PET												29						$12,440																		3.8			Cases						429.60						0.14


			O15						Pathology/Lab												193						$6,410																		25.7			Cases						33.13						0.07


			O16						Drugs												349						$35,594																		46.4			Cases						101.88						0.39


			O17						Cardiovascular												66						$17,236																		8.7			Cases						262.83						0.19


			O18						Physical Therapy												48						$5,107																		6.4			Cases						106.60						0.06


			O31						Psychiatric												15						$3,628																		2.0			Cases						241.71						0.04


			O32						Alcohol & Drug Abuse												47						$5,179																		6.3			Cases						109.81						0.06


			O41						Other												1,777						$347,242																		236.1			Cases						195.43						3.85


			O51						Preventive												108						$30,755																		14.4			Cases						284.10						0.34


									Subtotal												7,467						$2,485,953																		992.1			Cases						$332.99						$27.53





						Physician


			P11						Inpatient Surgery 												868						$292,639																		115.3			Proced.						$337.15						$3.24


			P13						Inpatient Anesthesia												213						$55,305																		28.3			Proced.						259.61						0.61


			P14						Outpatient Surgery												1,925						$428,523																		255.7			Proced.						222.64						4.74


			P15						Office Surgery												1,902						$185,921									1									252.6			Proced.			0			97.78						2.06


			P16						Outpatient Anesthesia												730						$114,891									0									97.0			Proced.			0			157.30						1.27


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												7,195						$535,927									0									955.9			Proced.			0			74.49						5.93


			P32						Office/Home Visits												21,374						$1,259,510									0									2,839.7			Proced.			0			58.93						13.95


			P32c						Physician Capitations												90,322						$597,368									0									12,000.0			Proced.			0			6.61						6.61


			P33						Urgent Care Visits												2,226						$97,710									0									295.8			Proced.			1			43.89						1.08


			P34						Office Administered Drugs												5,087						$395,242									0									675.9			Proced.			0			77.69						4.38


			P35						Allergy Testing												74						$20,143									0									9.8			Proced.			0			273.56						0.22


			P36						Allergy Immunotherapy												179						$7,261									0									23.8			Proced.			0			40.48						0.08


			P37						Miscellaneous Medical												5,486						$372,389									0									728.9			Proced.			0			67.87						4.12


			P40						Preventive Other												1,703						$35,735									0									226.3			Proced.			0			20.98						0.40


			P41						Preventive Immunizations												1,681						$33,827									0									223.3			Proced.			0			20.13						0.37


			P42						Preventive Well Baby Exams												1						$61									0									0.1			Proced.			0			59.07						0.00


			P43						Preventive Physical Exams												254						$14,518									0									33.8			Proced.			0			57.11						0.16


			P44						Vision Exams												1,212						$57,098									0									161.0			Proced.			0			47.11						0.63


			P44c						Vision Capitations												90,322						$6,960									0									12,000.0			Proced.			0			0.08						0.08


			P45						Hearing and Speech Exams												357						$8,645									0									47.4			Proced.			0			24.21						0.10


			P51						ER Visits and Observation Care												4,388						$410,834									1									583.0			Proced.			1			93.62						4.55


			P53						Physical Therapy												6,591						$177,537									1									875.7			Proced.			1			26.93						1.97


			P54						Cardiovascular												4,320						$171,207									1									574.0			Proced.			1			39.63						1.90


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												1,975						$70,639									1									262.4			Proced.			1			35.76						0.78


			P56						Radiology OP - General												2,830						$45,169									1									376.0			Proced.			1			15.96						0.50


			P56c						Radiology Capitations												90,322						$31,013									1									12,000.0			Proced.			1			0.34						0.34


			P57						Radiology OP - CT/MRI/PET												1,249						$103,709									1									166.0			Proced.			1			83.03						1.15


			P58						Radiology Office - General												4,172						$340,590									1									554.3			Proced.			1			81.64						3.77


			P59						Radiology Office - CT/MRI/PET												995						$363,085									1									132.2			Proced.			1			364.97						4.02


			P61						Pathology/Lab - Inpatient & Outpatient												381						$31,658									1									50.6			Proced.			1			83.13						0.35


			P61c						Lab Capitations												90,322						$46,114									1									12,000.0			Proced.			1			0.51						0.51


			P63						Pathology/Lab - Office												23,612						$216,543									1									3,137.0			Proced.			1			9.17						2.40


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												1,564						$134,781									1									207.7			Proced.			1			86.19						1.49


			P66c						Behavioral Health Capitations												90,322						$299,723									1									12,000.0			Proced.			1			3.32						3.32


			P67						Outpatient Alcohol & Drug Abuse												1,152						$60,494									1									153.0			Proced.			1			52.52						0.67


									Subtotal												557,307						$7,022,769									1									74,042.5			Proced.			1			$12.60			$1.00			$77.75


																																				1


						Other																														1															1


			P81						Prescription Drugs												124,093						$4,702,584									1									16,486.8			Scripts			1			$37.90						$52.07


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												10						$248,341									1									1.3			Scripts			1			$24,834.03						2.69


			P82						Private Duty Nursing/Home Health												1,273						$85,668									1									169.2			Proced.			1			67.28						0.95


			P83						Ambulance												1,891						$260,231									1									251.2			Proced.			1			137.64						2.88


			P84						DME/Supplies												3,285						$324,187									1									436.5			Proced.			1			98.67						3.59


			P84c						DME/Supplies Capitations												90,322						$89,222									1									12,000.0			Proced.			1			0.99						0.99


			P85						Prosthetics												53						$40,179									1									7.0			Proced.			1			762.76						0.44


			P89						Glasses/Contacts												1,488						$64,249									1									197.6			Proced.			1			43.19						0.71


			P99a						Non-Standard Benefits - General												13						$0									1									1.7			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												97						$13,935									1									12.9			Proced.			0			143.51						0.15


			P99c						Non-Standard Benefits - Dental												3,541						$576,309									1									470.5			Proced.			1			162.75						6.38


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												126						$11,978									1									16.7			Proced.			4			95.17						0.13


			P99g						Non-Standard Benefits - Unclassified												421						$10,173									1									56.0			Proced.			5			24.15						0.11


			P99h						Non-Standard Benefits - Non-Emergency Transportation												8						$838									1									1.1			Proced.			1			104.22						0.01


									Subtotal												102,518						$6,427,894									1									30,108.5			Proced.			1			$28.34			$1.00			$71.10





			CAP			Capitation - Non Specific															- 0						$825,636									1															1									$9.14





			REB			Rx Rebates																					($181,632)									1															1									-$2.01





			REIN			Reinsurance																					($301,624)																																	(3.34)





						Total Medical Cost																					$20,526,926									1															1						$1.00			$227.19







&"Times New Roman,Regular"&D 
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TANF_CHAP 10


			Exhibit 10


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Age Unknown


			South


			All Years


																																																									Member Months			3





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						$0.00


			I12						Surgical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						$0.00





						Hospital Outpatient


			O10						Observation												- 0						$0																		- 0			Cases						$0.00						$0.00


			O11						Emergency Room												- 0						$0																		- 0			Cases						$0.00						$0.00


			O12						Surgery												- 0						$0																		- 0			Cases						0.00						0.00


			O13						Radiology General												- 0						$0																		- 0			Cases						0.00						0.00


			O14						Radiology - CT/MRI/PET												- 0						$0																		- 0			Cases						0.00						0.00


			O15						Pathology/Lab												- 0						$0																		- 0			Cases						0.00						0.00


			O16						Drugs												- 0						$0																		- 0			Cases						0.00						0.00


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												- 0						$0																		- 0			Cases						0.00						0.00


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												- 0						$0																		- 0			Cases						0.00						0.00


			O51						Preventive												1						$81																		4,024.6			Cases						80.11						26.87


									Subtotal												1						$81																		4,024.6			Cases						$80.12						$26.87





						Physician


			P11						Inpatient Surgery 												- 0						$0																		- 0			Proced.						$0.00						$0.00


			P13						Inpatient Anesthesia												- 0						$0																		- 0			Proced.						0.00						0.00


			P14						Outpatient Surgery												- 0						$0																		- 0			Proced.						0.00						0.00


			P15						Office Surgery												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P16						Outpatient Anesthesia												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P32						Office/Home Visits												1						$75									0									4,364.1			Proced.			0			68.62						24.96


			P32c						Physician Capitations												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P33						Urgent Care Visits												- 0						$0									0									- 0			Proced.			1			0.00						0.00


			P34						Office Administered Drugs												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P35						Allergy Testing												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												1						$0									0									4,364.1			Proced.			0			0.00						0.00


			P40						Preventive Other												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P41						Preventive Immunizations												6						$35									0									24,235.7			Proced.			0			5.85						11.81


			P42						Preventive Well Baby Exams												2						$123									0									8,300.7			Proced.			0			59.43						41.11


			P43						Preventive Physical Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P44						Vision Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P44c						Vision Capitations												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P45						Hearing and Speech Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P51						ER Visits and Observation Care												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P53						Physical Therapy												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P54						Cardiovascular												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P56						Radiology OP - General												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P56c						Radiology Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P57						Radiology OP - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P58						Radiology Office - General												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P59						Radiology Office - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61						Pathology/Lab - Inpatient & Outpatient												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												10						$234									1									41,264.6			Proced.			1			$22.65			$1.00			$77.88


																																				1


						Other																														1															1


			P81						Prescription Drugs												28						$423									1									112,000.0			Scripts			1			$15.12						$141.12


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P84						DME/Supplies												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												- 0						$0									1									- 0			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												- 0						$423									1									112,000.0			Proced.			1			$15.12			$1.00			$141.12





			CAP			Capitation - Non Specific															- 0						$0									1															1									$0.00





			REB			Rx Rebates																					($16)									1															1									-$5.45





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$721									1															1						$1.00			$240.42
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TANF_CHAP 11


			Exhibit 11


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Baby < 1


			North


			All Years


																																																									Member Months			53,331





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						264						1,219						$1,520,291						59.3						4.63						274.4			Days						$1,246.80						$28.51


			I12						Surgical						39						311						$447,893						8.8						7.97						70.1			Days						$1,438.24						8.40


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$1,722						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						1,812						3,298						$995,662						407.7						1.82						742.1			Days						$301.91						18.67


			I24						Other Newborn						876						7,289						$4,495,461						197.0						8.32						1,640.0			Days						$616.77						84.29


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						2,990						12,117						$7,461,028						672.8						4.05						2,726.6			Days						$615.58						$139.87





						Hospital Outpatient


			O10						Observation												127						$105,057																		28.5			Cases						$828.31						$1.97


			O11						Emergency Room												5,448						$420,912																		1,225.9			Cases						$77.26						$7.89


			O12						Surgery												123						$108,958																		27.7			Cases						884.34						2.04


			O13						Radiology General												267						$15,713																		60.0			Cases						58.95						0.29


			O14						Radiology - CT/MRI/PET												23						$3,401																		5.1			Cases						149.02						0.06


			O15						Pathology/Lab												203						$3,599																		45.7			Cases						17.72						0.07


			O16						Drugs												307						$336,276																		69.0			Cases						1,096.08						6.30


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												13						$694																		3.0			Cases						51.97						0.01


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												892						$49,228																		200.8			Cases						55.18						0.92


			O51						Preventive												1,194						$6,589																		268.7			Cases						5.52						0.12


									Subtotal												8,597						$1,050,427																		1,934.4			Cases						$122.02						$19.67





						Physician


			P11						Inpatient Surgery 												840						$248,639																		189.0			Proced.						$296.03						$4.66


			P13						Inpatient Anesthesia												232						$41,846																		52.2			Proced.						180.31						0.78


			P14						Outpatient Surgery												290						$68,720																		65.3			Proced.						236.70						1.29


			P15						Office Surgery												355						$50,180									1									80.0			Proced.			0			141.17						0.94


			P16						Outpatient Anesthesia												239						$28,527									0									53.9			Proced.			0			119.16						0.54


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												11,731						$1,838,273									0									2,639.6			Proced.			0			156.70						34.47


			P32						Office/Home Visits												9,399						$533,607									0									2,114.9			Proced.			0			56.77						10.01


			P32c						Physician Capitations												53,331						$116,137									0									12,000.0			Proced.			0			2.18						2.18


			P33						Urgent Care Visits												818						$38,905									0									184.0			Proced.			1			47.58						0.73


			P34						Office Administered Drugs												187						$1,175									0									42.2			Proced.			0			6.27						0.02


			P35						Allergy Testing												13						$847									0									2.9			Proced.			0			64.98						0.02


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												721						$63,416									0									162.3			Proced.			0			87.93						1.19


			P40						Preventive Other												4,986						$157,251									0									1,121.8			Proced.			0			31.54						2.95


			P41						Preventive Immunizations												39,274						$350,358									0									8,837.1			Proced.			0			8.92						6.57


			P42						Preventive Well Baby Exams												20,210						$1,188,390									0									4,547.5			Proced.			0			58.80						22.28


			P43						Preventive Physical Exams												90						$260									0									20.3			Proced.			0			2.88						0.00


			P44						Vision Exams												49						$3,703									0									11.0			Proced.			0			76.05						0.07


			P44c						Vision Capitations												53,331						$33,892									0									12,000.0			Proced.			0			0.64						0.64


			P45						Hearing and Speech Exams												81						$5,497									0									18.1			Proced.			0			68.24						0.10


			P51						ER Visits and Observation Care												4,338						$262,887									1									976.0			Proced.			1			60.61						4.93


			P53						Physical Therapy												381						$21,923									1									85.8			Proced.			1			57.52						0.41


			P54						Cardiovascular												2,498						$154,760									1									562.0			Proced.			1			61.96						2.90


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												2,275						$36,538									1									512.0			Proced.			1			16.06						0.69


			P56						Radiology OP - General												1,797						$24,019									1									404.4			Proced.			1			13.36						0.45


			P56c						Radiology Capitations												53,331						$2,202									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												114						$5,942									1									25.6			Proced.			1			52.32						0.11


			P58						Radiology Office - General												280						$20,250									1									63.0			Proced.			1			72.33						0.38


			P59						Radiology Office - CT/MRI/PET												5						$557									1									1.1			Proced.			1			110.68						0.01


			P61						Pathology/Lab - Inpatient & Outpatient												136						$7,550									1									30.7			Proced.			1			55.32						0.14


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												793						$7,120									1									178.4			Proced.			1			8.98						0.13


			P65						Chiropractor												53						$1,180									1									11.9			Proced.			1			22.26						0.02


			P66						Outpatient Psychiatric												1						$0									1									0.2			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												53,331						$151,387									1									12,000.0			Proced.			1			2.84						2.84


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												315,511						$5,465,937									1									70,993.2			Proced.			1			$17.32			$1.00			$102.49


																																				1


						Other																														1															1


			P81						Prescription Drugs												11,556						$366,659									1									2,600.2			Scripts			1			$31.73						$6.88


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												124						$27,914									1									28.0			Proced.			1			224.67						0.52


			P83						Ambulance												436						$115,383									1									98.1			Proced.			1			264.73						2.16


			P84						DME/Supplies												1,624						$148,783									1									365.5			Proced.			1			91.59						2.79


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												1						$4,228									1									0.2			Proced.			1			4,216.00						0.07


			P89						Glasses/Contacts												2						$80									1									0.5			Proced.			1			40.03						0.00


			P99a						Non-Standard Benefits - General												5						$12									1									1.2			Proced.			-1			2.22						0.00


			P99b						Non-Standard Benefits - Hearing Aids												12						$2,806									1									2.7			Proced.			0			232.14						0.05


			P99c						Non-Standard Benefits - Dental												355						$263,426									1									79.9			Proced.			1			741.87						4.94


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												61						$1,014									1									13.8			Proced.			5			16.58						0.02


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												2,621						$930,303									1									3,190.1			Proced.			1			$65.57			$1.00			$17.43





			CAP			Capitation - Non Specific															- 0						$100,688									1															1									$1.89





			REB			Rx Rebates																					($14,162)									1															1									-$0.27





			REIN			Reinsurance																					($108,520)																																	(2.03)





						Total Medical Cost																					$14,885,701									1															1						$1.00			$279.05
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TANF_CHAP 12


			Exhibit 12


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Child - 01 - 02


			North


			All Years


																																																									Member Months			91,586





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						167						468						$612,221						21.9						2.80						61.3			Days						$1,309.12						$6.69


			I12						Surgical						25						74						$106,105						3.3						2.94						9.7			Days						$1,426.48						1.15


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						1						4						$1,148						0.1						5.00						0.5			Days						$285.00						0.01


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						194						546						$719,474						25.3						2.83						71.5			Days						$1,317.48						$7.85





						Hospital Outpatient


			O10						Observation												93						$70,626																		12.2			Cases						$759.59						$0.77


			O11						Emergency Room												7,839						$637,437																		1,027.1			Cases						$81.32						$6.96


			O12						Surgery												418						$434,293																		54.8			Cases						1,039.12						4.75


			O13						Radiology General												182						$8,697																		23.8			Cases						47.80						0.09


			O14						Radiology - CT/MRI/PET												43						$16,800																		5.6			Cases						394.50						0.18


			O15						Pathology/Lab												191						$4,467																		25.1			Cases						23.35						0.05


			O16						Drugs												102						$47,792																		13.4			Cases						467.74						0.52


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												6						$269																		0.8			Cases						43.41						0.00


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												315						$27,064																		41.3			Cases						85.96						0.30


			O51						Preventive												135						$1,536																		17.6			Cases						11.41						0.02


									Subtotal												9,323						$1,248,981																		1,221.7			Cases						$133.98						$13.64





						Physician


			P11						Inpatient Surgery 												54						$26,717																		7.1			Proced.						$492.73						$0.29


			P13						Inpatient Anesthesia												80						$13,188																		10.5			Proced.						163.87						0.14


			P14						Outpatient Surgery												676						$145,866																		88.6			Proced.						215.82						1.59


			P15						Office Surgery												215						$16,816									1									28.1			Proced.			0			78.35						0.18


			P16						Outpatient Anesthesia												461						$103,035									0									60.5			Proced.			0			223.31						1.13


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												738						$91,377									0									96.7			Proced.			0			123.76						1.00


			P32						Office/Home Visits												10,709						$582,393									0									1,403.2			Proced.			0			54.38						6.36


			P32c						Physician Capitations												91,586						$194,610									0									12,000.0			Proced.			0			2.12						2.12


			P33						Urgent Care Visits												1,382						$64,916									0									181.1			Proced.			1			46.96						0.71


			P34						Office Administered Drugs												288						$5,150									0									37.7			Proced.			0			17.89						0.06


			P35						Allergy Testing												67						$4,808									0									8.8			Proced.			0			71.67						0.05


			P36						Allergy Immunotherapy												2						$0									0									0.3			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												913						$136,543									0									119.6			Proced.			0			149.61						1.49


			P40						Preventive Other												10,501						$226,001									0									1,375.9			Proced.			0			21.52						2.47


			P41						Preventive Immunizations												25,318						$231,639									0									3,317.3			Proced.			0			9.15						2.53


			P42						Preventive Well Baby Exams												6,967						$423,958									0									912.8			Proced.			0			60.85						4.63


			P43						Preventive Physical Exams												2,899						$177,161									0									379.8			Proced.			0			61.11						1.93


			P44						Vision Exams												171						$10,191									0									22.4			Proced.			0			59.74						0.11


			P44c						Vision Capitations												91,586						$50,166									0									12,000.0			Proced.			0			0.55						0.55


			P45						Hearing and Speech Exams												735						$45,848									0									96.3			Proced.			0			62.39						0.50


			P51						ER Visits and Observation Care												5,862						$347,759									1									768.0			Proced.			1			59.33						3.80


			P53						Physical Therapy												4,629						$285,865									1									606.5			Proced.			1			61.75						3.12


			P54						Cardiovascular												557						$47,783									1									73.0			Proced.			1			85.81						0.52


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												142						$3,287									1									18.6			Proced.			1			23.12						0.04


			P56						Radiology OP - General												1,980						$23,038									1									259.4			Proced.			1			11.64						0.25


			P56c						Radiology Capitations												91,586						$3,178									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												162						$10,638									1									21.3			Proced.			1			65.57						0.12


			P58						Radiology Office - General												347						$14,098									1									45.5			Proced.			1			40.63						0.15


			P59						Radiology Office - CT/MRI/PET												9						$1,387									1									1.2			Proced.			1			152.74						0.02


			P61						Pathology/Lab - Inpatient & Outpatient												41						$2,279									1									5.3			Proced.			1			56.16						0.02


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												1,439						$15,147									1									188.5			Proced.			1			10.53						0.17


			P65						Chiropractor												39						$673									1									5.1			Proced.			1			17.30						0.01


			P66						Outpatient Psychiatric												42						$3,218									1									5.5			Proced.			1			77.00						0.04


			P66c						Behavioral Health Capitations												91,586						$260,070									1									12,000.0			Proced.			1			2.84						2.84


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												443,769						$3,568,802									1									58,144.6			Proced.			1			$8.04			$1.00			$38.97


																																				1


						Other																														1															1


			P81						Prescription Drugs												20,467						$554,981									1									2,681.7			Scripts			1			$27.12						$6.06


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												114						$28,254									1									15.0			Proced.			1			247.46						0.31


			P83						Ambulance												476						$92,718									1									62.3			Proced.			1			194.97						1.01


			P84						DME/Supplies												1,079						$84,355									1									141.4			Proced.			1			78.16						0.92


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												1						$4,228									1									0.1			Proced.			1			4,216.00						0.04


			P89						Glasses/Contacts												40						$1,655									1									5.3			Proced.			1			41.04						0.02


			P99a						Non-Standard Benefits - General												6						$12									1									0.8			Proced.			-1			1.83						0.00


			P99b						Non-Standard Benefits - Hearing Aids												9						$1,001									1									1.2			Proced.			0			109.50						0.01


			P99c						Non-Standard Benefits - Dental												12,010						$797,445									1									1,573.6			Proced.			1			66.40						8.71


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												3						$243									1									0.4			Proced.			4			75.31						0.00


			P99g						Non-Standard Benefits - Unclassified												112						$1,855									1									14.7			Proced.			5			16.57						0.02


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												13,851						$1,566,747									1									4,496.5			Proced.			1			$45.64			$1.00			$17.10





			CAP			Capitation - Non Specific															- 0						$65,324									1															1									$0.71





			REB			Rx Rebates																					($21,436)									1															1									-$0.23





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$7,147,892									1															1						$1.00			$78.04







&"Times New Roman,Regular"&D 
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TANF_CHAP 13


			Exhibit 13


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Child - 03 - 14


			North


			All Years


																																																									Member Months			404,551





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						232						637						$852,267						6.9						2.74						18.9			Days						$1,337.55						$2.11


			I12						Surgical						80						247						$371,186						2.4						3.04						7.3			Days						$1,503.76						0.91


			I13						Psychiatric						138						668						$401,598						4.1						4.83						19.8			Days						$601.03						0.99


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						1						3						$3,008						- 0						0.00						0.1			Days						$1,083.00						0.01


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						1						1						$315						- 0						0.00						- 0			Days						$285.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						452						1,556						$1,628,374						13.4						3.44						46.1			Days						$1,046.42						$4.02





						Hospital Outpatient


			O10						Observation												146						$113,141																		4.3			Cases						$776.65						$0.28


			O11						Emergency Room												15,632						$1,471,800																		463.7			Cases						$94.15						$3.64


			O12						Surgery												1,418						$1,428,837																		42.0			Cases						1,007.93						3.53


			O13						Radiology General												808						$43,773																		24.0			Cases						54.20						0.11


			O14						Radiology - CT/MRI/PET												249						$103,190																		7.4			Cases						414.50						0.26


			O15						Pathology/Lab												848						$32,146																		25.1			Cases						37.92						0.08


			O16						Drugs												432						$30,875																		12.8			Cases						71.40						0.08


			O17						Cardiovascular												8						$1,769																		0.2			Cases						211.78						0.00


			O18						Physical Therapy												97						$17,792																		2.9			Cases						182.85						0.04


			O31						Psychiatric												8						$763																		0.2			Cases						94.45						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												827						$90,782																		24.5			Cases						109.81						0.22


			O51						Preventive												352						$2,781																		10.4			Cases						7.90						0.01


									Subtotal												20,825						$3,337,648																		617.5			Cases						$160.32						$8.25





						Physician


			P11						Inpatient Surgery 												194						$92,716																		5.8			Proced.						$476.77						$0.23


			P13						Inpatient Anesthesia												278						$40,764																		8.2			Proced.						146.86						0.10


			P14						Outpatient Surgery												2,046						$489,386																		60.7			Proced.						239.22						1.21


			P15						Office Surgery												1,856						$128,120									1									55.0			Proced.			0			69.05						0.32


			P16						Outpatient Anesthesia												1,625						$417,645									0									48.2			Proced.			0			257.06						1.03


			P21						Maternity												2						$2,857									0									0.1			Proced.			0			1,291.13						0.01


			P31						Inpatient Visits 												1,582						$163,315									0									46.9			Proced.			0			103.23						0.40


			P32						Office/Home Visits												33,261						$1,856,886									0									986.6			Proced.			0			55.83						4.59


			P32c						Physician Capitations												404,551						$854,773									0									12,000.0			Proced.			0			2.11						2.11


			P33						Urgent Care Visits												4,518						$219,683									0									134.0			Proced.			1			48.63						0.54


			P34						Office Administered Drugs												875						$438,080									0									26.0			Proced.			0			500.50						1.08


			P35						Allergy Testing												213						$26,671									0									6.3			Proced.			0			125.33						0.07


			P36						Allergy Immunotherapy												1,220						$35,864									0									36.2			Proced.			0			29.39						0.09


			P37						Miscellaneous Medical												3,717						$462,347									0									110.3			Proced.			0			124.38						1.14


			P40						Preventive Other												22,078						$428,803									0									654.9			Proced.			0			19.42						1.06


			P41						Preventive Immunizations												25,069						$196,102									0									743.6			Proced.			0			7.82						0.48


			P42						Preventive Well Baby Exams												5						$140									0									0.2			Proced.			0			27.09						0.00


			P43						Preventive Physical Exams												13,953						$822,447									0									413.9			Proced.			0			58.94						2.03


			P44						Vision Exams												5,081						$229,031									0									150.7			Proced.			0			45.08						0.57


			P44c						Vision Capitations												404,551						$197,482									0									12,000.0			Proced.			0			0.49						0.49


			P45						Hearing and Speech Exams												1,621						$68,050									0									48.1			Proced.			0			41.97						0.17


			P51						ER Visits and Observation Care												11,468						$685,451									1									340.2			Proced.			1			59.77						1.69


			P53						Physical Therapy												15,053						$877,586									1									446.5			Proced.			1			58.30						2.17


			P54						Cardiovascular												1,732						$120,197									1									51.4			Proced.			1			69.39						0.30


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												238						$6,543									1									7.1			Proced.			1			27.46						0.02


			P56						Radiology OP - General												5,528						$67,446									1									164.0			Proced.			1			12.20						0.17


			P56c						Radiology Capitations												404,551						$12,475									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												1,051						$73,393									1									31.2			Proced.			1			69.81						0.18


			P58						Radiology Office - General												2,267						$80,145									1									67.2			Proced.			1			35.35						0.20


			P59						Radiology Office - CT/MRI/PET												142						$55,278									1									4.2			Proced.			1			390.04						0.14


			P61						Pathology/Lab - Inpatient & Outpatient												342						$19,364									1									10.1			Proced.			1			56.68						0.05


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												9,497						$92,039									1									281.7			Proced.			1			9.69						0.23


			P65						Chiropractor												96						$2,226									1									2.8			Proced.			1			23.18						0.01


			P66						Outpatient Psychiatric												13,043						$1,073,824									1									386.9			Proced.			1			82.33						2.65


			P66c						Behavioral Health Capitations												404,551						$1,178,351									1									12,000.0			Proced.			1			2.91						2.91


			P67						Outpatient Alcohol & Drug Abuse												129						$11,378									1									3.8			Proced.			1			88.52						0.03


									Subtotal												1,797,984						$11,526,858									1									53,332.8			Proced.			1			$6.41			$1.00			$28.50


																																				1


						Other																														1															1


			P81						Prescription Drugs												79,188						$3,460,901									1									2,348.9			Scripts			1			$43.70						$8.55


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												2						$201									1									0.1			Proced.			1			95.39						0.00


			P83						Ambulance												1,021						$148,110									1									30.3			Proced.			1			145.12						0.37


			P84						DME/Supplies												3,570						$283,346									1									105.9			Proced.			1			79.38						0.70


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												19						$6,833									1									0.6			Proced.			1			354.11						0.02


			P89						Glasses/Contacts												6,633						$264,158									1									196.8			Proced.			1			39.82						0.65


			P99a						Non-Standard Benefits - General												7						$40									1									0.2			Proced.			-1			5.34						0.00


			P99b						Non-Standard Benefits - Hearing Aids												107						$18,530									1									3.2			Proced.			0			173.73						0.05


			P99c						Non-Standard Benefits - Dental												180,379						$7,079,723									1									5,350.5			Proced.			1			39.25						17.50


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												37						$808									1									1.1			Proced.			4			21.69						0.00


			P99g						Non-Standard Benefits - Unclassified												480						$1,100									1									14.2			Proced.			5			2.29						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												192,255						$11,263,749									1									8,051.8			Proced.			1			$41.49			$1.00			$27.84





			CAP			Capitation - Non Specific															- 0						$242,091									1															1									$0.60





			REB			Rx Rebates																					($133,673)									1															1									-$0.33





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$27,865,047									1															1						$1.00			$68.88
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TANF_CHAP 14


			Exhibit 14


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 15 - 18


			North


			All Years


																																																									Member Months			41,844





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						37						109						$136,651						10.5						2.98						31.3			Days						$1,251.44						$3.26


			I12						Surgical						8						26						$29,863						2.3						3.26						7.5			Days						$1,145.50						0.72


			I13						Psychiatric						71						354						$216,612						20.2						5.02						101.5			Days						$611.95						5.18


			I14						Alcohol & Abuse						1						3						$3,008						0.3						3.00						0.9			Days						$952.67						0.07


			I21						Mat Norm Delivery						182						377						$413,188						52.1						2.07						108.1			Days						$1,096.55						9.88


			I22						Mat Csect Delivery						26						104						$118,002						7.5						3.96						29.7			Days						$1,138.18						2.82


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						7						25						$33,511						1.9						3.79						7.2			Days						$1,330.63						0.80


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						331						998						$950,834						94.8						3.02						286.2			Days						$953.04						$22.73





						Hospital Outpatient


			O10						Observation												35						$24,145																		10.2			Cases						$680.22						$0.58


			O11						Emergency Room												2,146						$295,026																		615.4			Cases						$137.48						$7.05


			O12						Surgery												89						$91,018																		25.5			Cases						1,025.05						2.18


			O13						Radiology General												179						$15,041																		51.4			Cases						83.95						0.36


			O14						Radiology - CT/MRI/PET												54						$28,714																		15.6			Cases						527.39						0.69


			O15						Pathology/Lab												389						$5,150																		111.5			Cases						13.24						0.12


			O16						Drugs												96						$3,473																		27.6			Cases						36.05						0.08


			O17						Cardiovascular												6						$885																		1.8			Cases						144.49						0.02


			O18						Physical Therapy												33						$5,302																		9.4			Cases						162.52						0.13


			O31						Psychiatric												5						$646																		1.5			Cases						123.61						0.02


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												364						$19,093																		104.5			Cases						52.40						0.46


			O51						Preventive												220						$5,511																		63.1			Cases						25.05						0.13


									Subtotal												3,617						$494,004																		1,037.5			Cases						$136.71						$11.82





						Physician


			P11						Inpatient Surgery 												28						$10,668																		8.1			Proced.						$376.79						$0.25


			P13						Inpatient Anesthesia												43						$5,801																		12.2			Proced.						135.94						0.14


			P14						Outpatient Surgery												215						$60,621																		61.7			Proced.						281.67						1.45


			P15						Office Surgery												545						$27,401									1									156.2			Proced.			0			50.32						0.65


			P16						Outpatient Anesthesia												95						$18,489									0									27.2			Proced.			0			194.75						0.44


			P21						Maternity												598						$450,676									0									171.4			Proced.			0			754.27						10.77


			P31						Inpatient Visits 												409						$35,176									0									117.4			Proced.			0			85.91						0.84


			P32						Office/Home Visits												4,773						$264,979									0									1,368.8			Proced.			0			55.52						6.33


			P32c						Physician Capitations												41,844						$97,464									0									12,000.0			Proced.			0			2.33						2.33


			P33						Urgent Care Visits												586						$27,730									0									168.0			Proced.			1			47.33						0.66


			P34						Office Administered Drugs												185						$8,609									0									52.9			Proced.			0			46.63						0.21


			P35						Allergy Testing												18						$2,964									0									5.0			Proced.			0			168.86						0.07


			P36						Allergy Immunotherapy												115						$3,271									0									33.0			Proced.			0			28.46						0.08


			P37						Miscellaneous Medical												389						$40,562									0									111.5			Proced.			0			104.37						0.97


			P40						Preventive Other												1,489						$47,610									0									427.1			Proced.			0			31.97						1.14


			P41						Preventive Immunizations												1,550						$11,730									0									444.5			Proced.			0			7.57						0.28


			P42						Preventive Well Baby Exams												1						$49									0									0.3			Proced.			0			47.26						0.00


			P43						Preventive Physical Exams												665						$39,015									0									190.8			Proced.			0			58.65						0.93


			P44						Vision Exams												807						$35,208									0									231.5			Proced.			0			43.61						0.84


			P44c						Vision Capitations												41,844						$20,659									0									12,000.0			Proced.			0			0.49						0.49


			P45						Hearing and Speech Exams												59						$1,735									0									16.9			Proced.			0			29.36						0.04


			P51						ER Visits and Observation Care												1,733						$129,696									1									497.0			Proced.			1			74.83						3.10


			P53						Physical Therapy												3,111						$114,161									1									892.2			Proced.			1			36.70						2.73


			P54						Cardiovascular												375						$18,544									1									107.5			Proced.			1			49.45						0.44


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												62						$2,305									1									17.7			Proced.			1			37.30						0.06


			P56						Radiology OP - General												1,105						$21,937									1									316.9			Proced.			1			19.85						0.52


			P56c						Radiology Capitations												41,844						$1,275									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												315						$21,946									1									90.4			Proced.			1			69.63						0.52


			P58						Radiology Office - General												908						$68,890									1									260.5			Proced.			1			75.83						1.65


			P59						Radiology Office - CT/MRI/PET												65						$29,910									1									18.7			Proced.			1			459.86						0.72


			P61						Pathology/Lab - Inpatient & Outpatient												68						$5,670									1									19.4			Proced.			1			83.77						0.14


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												2,490						$35,947									1									714.0			Proced.			1			14.44						0.86


			P65						Chiropractor												237						$3,931									1									68.0			Proced.			1			16.57						0.09


			P66						Outpatient Psychiatric												2,415						$218,349									1									692.7			Proced.			1			90.40						5.22


			P66c						Behavioral Health Capitations												41,844						$122,249									1									12,000.0			Proced.			1			2.92						2.92


			P67						Outpatient Alcohol & Drug Abuse												265						$19,676									1									76.1			Proced.			1			74.17						0.47


									Subtotal												193,095						$2,024,902									1									55,375.6			Proced.			1			$10.48			$1.00			$48.38


																																				1


						Other																														1															1


			P81						Prescription Drugs												15,488						$468,648									1									4,441.7			Scripts			1			$30.26						$11.20


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												377						$47,467									1									108.0			Proced.			1			126.02						1.13


			P84						DME/Supplies												687						$19,318									1									197.0			Proced.			1			28.12						0.46


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												1,272						$50,720									1									364.8			Proced.			1			39.87						1.21


			P99a						Non-Standard Benefits - General												1						$0									1									0.3			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												17						$2,771									1									4.9			Proced.			0			163.75						0.07


			P99c						Non-Standard Benefits - Dental												14,065						$655,541									1									4,033.7			Proced.			1			46.61						15.67


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												21						$828									1									5.9			Proced.			4			40.05						0.02


			P99g						Non-Standard Benefits - Unclassified												27						$1,171									1									7.6			Proced.			5			44.01						0.03


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												16,466						$1,246,465									1									9,163.9			Proced.			1			$39.01			$1.00			$29.79





			CAP			Capitation - Non Specific															- 0						$38,433									1															1									$0.92





			REB			Rx Rebates																					($18,101)									1															1									-$0.43





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$4,736,537									1															1						$1.00			$113.21
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			All Plans


			TANF/CHAP


			Male - 15 - 18


			North


			All Years


																																																									Member Months			39,734





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						38						136						$202,054						11.5						3.57						41.1			Days						$1,484.96						$5.09


			I12						Surgical						12						57						$87,067						3.7						4.68						17.3			Days						$1,521.07						2.19


			I13						Psychiatric						32						138						$77,293						9.6						4.34						41.7			Days						$560.22						1.95


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						1						16						$8,800						0.3						16.00						4.8			Days						550.00						0.22


									Subtotal						83						347						$375,213						25.1						4.18						104.9			Days						$1,081.03						$9.45





						Hospital Outpatient


			O10						Observation												16						$10,071																		5.0			Cases						$611.05						$0.25


			O11						Emergency Room												1,402						$191,868																		423.6			Cases						$136.81						$4.83


			O12						Surgery												84						$76,508																		25.2			Cases						915.81						1.92


			O13						Radiology General												98						$5,548																		29.5			Cases						56.83						0.14


			O14						Radiology - CT/MRI/PET												43						$15,390																		13.1			Cases						355.43						0.39


			O15						Pathology/Lab												90						$3,092																		27.2			Cases						34.36						0.08


			O16						Drugs												42						$18,753																		12.7			Cases						446.00						0.47


			O17						Cardiovascular												10						$2,410																		3.0			Cases						243.89						0.06


			O18						Physical Therapy												12						$1,217																		3.5			Cases						105.59						0.03


			O31						Psychiatric												1						$76																		0.3			Cases						66.67						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												98						$4,637																		29.7			Cases						47.19						0.12


			O51						Preventive												45						$869																		13.7			Cases						19.11						0.02


									Subtotal												1,942						$330,439																		586.5			Cases						$170.03						$8.31





						Physician


			P11						Inpatient Surgery 												38						$20,022																		11.3			Proced.						$533.80						$0.50


			P13						Inpatient Anesthesia												43						$6,840																		13.0			Proced.						159.09						0.17


			P14						Outpatient Surgery												301						$87,941																		90.9			Proced.						292.13						2.21


			P15						Office Surgery												271						$18,096									1									81.9			Proced.			0			66.77						0.46


			P16						Outpatient Anesthesia												95						$21,069									0									28.8			Proced.			0			220.94						0.53


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												393						$32,424									0									118.8			Proced.			0			82.45						0.82


			P32						Office/Home Visits												2,618						$153,530									0									790.5			Proced.			0			58.65						3.86


			P32c						Physician Capitations												39,734						$82,776									0									12,000.0			Proced.			0			2.08						2.08


			P33						Urgent Care Visits												302						$15,685									0									91.1			Proced.			1			51.97						0.39


			P34						Office Administered Drugs												97						$129,426									0									29.2			Proced.			0			1,338.30						3.26


			P35						Allergy Testing												6						$1,495									0									1.9			Proced.			0			243.49						0.04


			P36						Allergy Immunotherapy												159						$5,265									0									48.0			Proced.			0			33.10						0.13


			P37						Miscellaneous Medical												229						$52,315									0									69.2			Proced.			0			228.31						1.32


			P40						Preventive Other												481						$3,457									0									145.1			Proced.			0			7.19						0.09


			P41						Preventive Immunizations												1,633						$11,541									0									493.2			Proced.			0			7.07						0.29


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												631						$37,670									0									190.7			Proced.			0			59.67						0.95


			P44						Vision Exams												526						$22,951									0									159.0			Proced.			0			43.61						0.58


			P44c						Vision Capitations												39,734						$20,521									0									12,000.0			Proced.			0			0.52						0.52


			P45						Hearing and Speech Exams												65						$2,030									0									19.5			Proced.			0			31.47						0.05


			P51						ER Visits and Observation Care												1,176						$79,942									1									355.2			Proced.			1			67.97						2.01


			P53						Physical Therapy												1,909						$61,934									1									576.6			Proced.			1			32.44						1.56


			P54						Cardiovascular												326						$16,447									1									98.3			Proced.			1			50.51						0.41


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												87						$3,216									1									26.4			Proced.			1			36.81						0.08


			P56						Radiology OP - General												844						$9,681									1									254.9			Proced.			1			11.47						0.24


			P56c						Radiology Capitations												39,734						$1,224									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												258						$14,891									1									78.0			Proced.			1			57.68						0.37


			P58						Radiology Office - General												341						$11,345									1									103.0			Proced.			1			33.28						0.29


			P59						Radiology Office - CT/MRI/PET												66						$23,899									1									19.8			Proced.			1			364.03						0.60


			P61						Pathology/Lab - Inpatient & Outpatient												35						$2,238									1									10.6			Proced.			1			63.52						0.06


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												789						$10,240									1									238.2			Proced.			1			12.99						0.26


			P65						Chiropractor												113						$2,279									1									34.2			Proced.			1			20.10						0.06


			P66						Outpatient Psychiatric												1,694						$136,635									1									511.6			Proced.			1			80.67						3.44


			P66c						Behavioral Health Capitations												39,734						$113,636									1									12,000.0			Proced.			1			2.86						2.86


			P67						Outpatient Alcohol & Drug Abuse												385						$32,829									1									116.2			Proced.			1			85.34						0.83


									Subtotal												174,846						$1,245,489									1									52,805.1			Proced.			1			$7.12			$1.00			$31.35


																																				1


						Other																														1															1


			P81						Prescription Drugs												8,198						$517,327									1									2,475.9			Scripts			1			$63.10						$13.02


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												7						$0									1									2.1			Proced.			1			0.00						0.00


			P83						Ambulance												264						$35,930									1									79.6			Proced.			1			136.35						0.90


			P84						DME/Supplies												446						$27,474									1									134.6			Proced.			1			61.62						0.69


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												801						$31,861									1									242.1			Proced.			1			39.75						0.80


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												10						$2,643									1									3.1			Proced.			0			261.65						0.07


			P99c						Non-Standard Benefits - Dental												12,742						$619,460									1									3,848.3			Proced.			1			48.61						15.59


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												11						$454									1									3.3			Proced.			4			41.59						0.01


			P99g						Non-Standard Benefits - Unclassified												14						$105									1									4.1			Proced.			5			7.69						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												14,295						$1,235,254									1									6,793.1			Proced.			1			$54.90			$1.00			$31.08





			CAP			Capitation - Non Specific															- 0						$36,844									1															1									$0.93





			REB			Rx Rebates																					($19,981)									1															1									-$0.50





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$3,203,258									1															1						$1.00			$80.61







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 16


			Exhibit 16


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 19 - 34


			North


			All Years


																																																									Member Months			86,308





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						165						572						$753,057						23.0						3.46						79.5			Days						$1,317.40						$8.73


			I12						Surgical						66						262						$332,074						9.2						3.97						36.5			Days						$1,265.72						3.85


			I13						Psychiatric						26						108						$69,432						3.6						4.17						15.0			Days						$644.83						0.81


			I14						Alcohol & Abuse						9						27						$27,818						1.2						3.17						3.8			Days						$1,014.84						0.32


			I21						Mat Norm Delivery						1,935						3,664						$4,033,122						269.0						1.89						509.5			Days						$1,100.65						46.73


			I22						Mat Csect Delivery						645						2,214						$2,409,395						89.6						3.44						307.8			Days						$1,088.32						27.92


			I23						Well Newborn						1						1						$296						0.1						1.00						0.1			Days						$296.40						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						121						374						$421,803						16.9						3.08						52.1			Days						$1,126.49						4.89


			I31						SNF						1						3						$4,511						0.2						2.67						0.4			Days						1,429.00						0.05


									Subtotal						2,968						7,226						$8,051,509						412.8						2.43						1,004.7			Days						$1,114.36						$93.30





						Hospital Outpatient


			O10						Observation												299						$184,122																		41.6			Cases						$615.52						$2.13


			O11						Emergency Room												8,280						$1,332,817																		1,151.2			Cases						$160.97						$15.44


			O12						Surgery												456						$477,656																		63.4			Cases						1,047.99						5.54


			O13						Radiology General												901						$67,810																		125.3			Cases						75.24						0.79


			O14						Radiology - CT/MRI/PET												203						$95,525																		28.3			Cases						469.85						1.11


			O15						Pathology/Lab												3,799						$56,613																		528.2			Cases						14.90						0.66


			O16						Drugs												926						$81,631																		128.8			Cases						88.14						0.95


			O17						Cardiovascular												73						$10,482																		10.1			Cases						143.69						0.12


			O18						Physical Therapy												117						$12,795																		16.3			Cases						109.27						0.15


			O31						Psychiatric												18						$5,926																		2.5			Cases						329.82						0.07


			O32						Alcohol & Drug Abuse												19						$3,213																		2.6			Cases						169.93						0.04


			O41						Other												3,091						$161,890																		429.8			Cases						52.38						1.88


			O51						Preventive												1,548						$85,450																		215.2			Cases						55.20						0.99


									Subtotal												19,730						$2,575,929																		2,743.3			Cases						$130.66						$29.87





						Physician


			P11						Inpatient Surgery 												426						$151,381																		59.3			Proced.						$355.04						$1.75


			P13						Inpatient Anesthesia												304						$45,410																		42.3			Proced.						149.37						0.53


			P14						Outpatient Surgery												1,389						$335,227																		193.2			Proced.						241.30						3.88


			P15						Office Surgery												1,700						$123,516									1									236.3			Proced.			0			72.67						1.43


			P16						Outpatient Anesthesia												436						$89,502									0									60.7			Proced.			0			205.06						1.04


			P21						Maternity												8,159						$5,890,397									0									1,134.4			Proced.			0			721.95						68.25


			P31						Inpatient Visits 												2,303						$162,195									0									320.1			Proced.			0			70.44						1.88


			P32						Office/Home Visits												14,006						$785,878									0									1,947.4			Proced.			0			56.11						9.11


			P32c						Physician Capitations												86,308						$248,579									0									12,000.0			Proced.			0			2.88						2.88


			P33						Urgent Care Visits												1,406						$68,247									0									195.4			Proced.			1			48.55						0.79


			P34						Office Administered Drugs												1,096						$52,502									0									152.4			Proced.			0			47.89						0.61


			P35						Allergy Testing												6						$962									0									0.8			Proced.			0			159.74						0.01


			P36						Allergy Immunotherapy												25						$575									0									3.5			Proced.			0			23.01						0.01


			P37						Miscellaneous Medical												762						$50,034									0									105.9			Proced.			0			65.68						0.58


			P40						Preventive Other												5,570						$392,255									0									774.5			Proced.			0			70.42						4.55


			P41						Preventive Immunizations												1,449						$22,415									0									201.4			Proced.			0			15.47						0.26


			P42						Preventive Well Baby Exams												5						$225									0									0.7			Proced.			0			43.37						0.00


			P43						Preventive Physical Exams												668						$27,407									0									92.9			Proced.			0			41.03						0.32


			P44						Vision Exams												962						$42,001									0									133.8			Proced.			0			43.65						0.49


			P44c						Vision Capitations												86,308						$10,605									0									12,000.0			Proced.			0			0.12						0.12


			P45						Hearing and Speech Exams												98						$2,860									0									13.6			Proced.			0			29.14						0.03


			P51						ER Visits and Observation Care												7,620						$604,599									1									1,059.5			Proced.			1			79.34						7.01


			P53						Physical Therapy												5,577						$209,656									1									775.4			Proced.			1			37.59						2.43


			P54						Cardiovascular												1,161						$29,592									1									161.4			Proced.			1			25.50						0.34


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												675						$22,703									1									93.8			Proced.			1			33.64						0.26


			P56						Radiology OP - General												4,965						$115,623									1									690.3			Proced.			1			23.29						1.34


			P56c						Radiology Capitations												86,308						$3,139									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												1,528						$109,896									1									212.5			Proced.			1			71.92						1.27


			P58						Radiology Office - General												6,075						$579,482									1									844.7			Proced.			1			95.39						6.71


			P59						Radiology Office - CT/MRI/PET												206						$93,131									1									28.6			Proced.			1			452.60						1.08


			P61						Pathology/Lab - Inpatient & Outpatient												628						$58,855									1									87.3			Proced.			1			93.71						0.68


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												12,168						$202,327									1									1,691.8			Proced.			1			16.63						2.34


			P65						Chiropractor												75						$1,645									1									10.5			Proced.			1			21.83						0.02


			P66						Outpatient Psychiatric												2,533						$209,952									1									352.2			Proced.			1			82.87						2.43


			P66c						Behavioral Health Capitations												86,308						$268,062									1									12,000.0			Proced.			1			3.11						3.11


			P67						Outpatient Alcohol & Drug Abuse												1,563						$116,340									1									217.4			Proced.			1			74.42						1.35


									Subtotal												430,777						$11,127,174									1									59,894.0			Proced.			1			$25.83			$1.00			$128.93


																																				1


						Other																														1															1


			P81						Prescription Drugs												68,992						$2,275,007									1									9,592.5			Scripts			1			$32.97						$26.36


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												104						$26,510									1									14.5			Proced.			1			254.69						0.31


			P83						Ambulance												1,918						$263,505									1									266.7			Proced.			1			137.38						3.05


			P84						DME/Supplies												1,806						$90,185									1									251.1			Proced.			1			49.94						1.04


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												2						$57									1									0.3			Proced.			1			28.41						0.00


			P89						Glasses/Contacts												1,550						$61,343									1									215.5			Proced.			1			39.57						0.71


			P99a						Non-Standard Benefits - General												1						$0									1									0.2			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												11						$1,950									1									1.5			Proced.			0			175.89						0.02


			P99c						Non-Standard Benefits - Dental												6,209						$605,446									1									863.2			Proced.			1			97.52						7.01


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												13						$710									1									1.8			Proced.			4			54.60						0.01


			P99g						Non-Standard Benefits - Unclassified												98						$8,193									1									13.6			Proced.			5			83.61						0.09


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												11,712						$3,332,906									1									11,220.9			Proced.			1			$41.28			$1.00			$38.60





			CAP			Capitation - Non Specific															- 0						$134,534									1															1									$1.56





			REB			Rx Rebates																					($87,870)									1															1									-$1.02





			REIN			Reinsurance																					($21,930)																																	(0.25)





						Total Medical Cost																					$25,112,253									1															1						$1.00			$290.99







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 17


			Exhibit 17


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Male - 19 - 34


			North


			All Years


																																																									Member Months			20,305





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						30						70						$94,107						17.5						2.37						41.5			Days						$1,339.68						$4.63


			I12						Surgical						12						43						$55,936						7.2						3.56						25.6			Days						$1,289.47						2.75


			I13						Psychiatric						2						17						$11,088						1.4						7.07						9.9			Days						$663.62						0.55


			I14						Alcohol & Abuse						8						34						$38,277						4.4						4.61						20.3			Days						$1,116.04						1.89


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						52						165						$199,408						30.5						3.19						97.3			Days						$1,211.10						$9.82





						Hospital Outpatient


			O10						Observation												30						$31,768																		17.6			Cases						$1,065.53						$1.56


			O11						Emergency Room												1,353						$201,947																		799.9			Cases						$149.21						$9.95


			O12						Surgery												39						$34,043																		23.2			Cases						867.89						1.68


			O13						Radiology General												46						$3,581																		27.1			Cases						77.98						0.18


			O14						Radiology - CT/MRI/PET												51						$22,913																		30.1			Cases						449.32						1.13


			O15						Pathology/Lab												52						$900																		30.4			Cases						17.48						0.04


			O16						Drugs												20						$904																		11.9			Cases						44.77						0.04


			O17						Cardiovascular												7						$1,204																		4.2			Cases						170.84						0.06


			O18						Physical Therapy												13						$2,805																		7.8			Cases						213.67						0.14


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												10						$4,163																		5.7			Cases						431.46						0.20


			O41						Other												68						$3,952																		40.5			Cases						57.70						0.19


			O51						Preventive												1						$9																		0.6			Cases						9.35						0.00


									Subtotal												1,690						$308,189																		999.0			Cases						$182.22						$15.17





						Physician


			P11						Inpatient Surgery 												49						$22,918																		29.1			Proced.						$465.16						$1.13


			P13						Inpatient Anesthesia												33						$5,604																		19.7			Proced.						168.17						0.28


			P14						Outpatient Surgery												191						$42,792																		113.1			Proced.						223.70						2.11


			P15						Office Surgery												148						$10,224									1									87.7			Proced.			0			68.90						0.50


			P16						Outpatient Anesthesia												43						$7,495									0									25.5			Proced.			0			173.94						0.37


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												243						$20,124									0									143.8			Proced.			0			82.72						0.99


			P32						Office/Home Visits												1,475						$90,940									0									871.9			Proced.			0			61.64						4.48


			P32c						Physician Capitations												20,305						$63,792									0									12,000.0			Proced.			0			3.14						3.14


			P33						Urgent Care Visits												175						$8,733									0									103.3			Proced.			1			49.97						0.43


			P34						Office Administered Drugs												89						$985									0									52.5			Proced.			0			11.08						0.05


			P35						Allergy Testing												1						$252									0									0.6			Proced.			0			250.86						0.01


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												66						$7,614									0									39.1			Proced.			0			115.01						0.37


			P40						Preventive Other												75						$640									0									44.5			Proced.			0			8.49						0.03


			P41						Preventive Immunizations												54						$525									0									31.8			Proced.			0			9.74						0.03


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												20						$1,356									0									11.8			Proced.			0			67.97						0.07


			P44						Vision Exams												148						$6,383									0									87.3			Proced.			0			43.21						0.31


			P44c						Vision Capitations												20,305						$2,722									0									12,000.0			Proced.			0			0.13						0.13


			P45						Hearing and Speech Exams												18						$486									0									10.7			Proced.			0			26.89						0.02


			P51						ER Visits and Observation Care												1,285						$96,273									1									759.5			Proced.			1			74.91						4.74


			P53						Physical Therapy												657						$26,214									1									388.1			Proced.			1			39.92						1.29


			P54						Cardiovascular												171						$2,971									1									100.8			Proced.			1			17.41						0.15


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												60						$1,564									1									35.5			Proced.			1			26.04						0.08


			P56						Radiology OP - General												660						$8,668									1									390.1			Proced.			1			13.13						0.43


			P56c						Radiology Capitations												20,305						$827									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												336						$22,783									1									198.6			Proced.			1			67.79						1.12


			P58						Radiology Office - General												196						$6,845									1									115.7			Proced.			1			34.97						0.34


			P59						Radiology Office - CT/MRI/PET												58						$21,218									1									34.3			Proced.			1			365.14						1.04


			P61						Pathology/Lab - Inpatient & Outpatient												15						$507									1									8.7			Proced.			1			34.63						0.03


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												725						$9,723									1									428.5			Proced.			1			13.41						0.48


			P65						Chiropractor												20						$437									1									11.9			Proced.			1			21.65						0.02


			P66						Outpatient Psychiatric												424						$34,924									1									250.3			Proced.			1			82.45						1.72


			P66c						Behavioral Health Capitations												20,305						$59,188									1									12,000.0			Proced.			1			2.91						2.91


			P67						Outpatient Alcohol & Drug Abuse												387						$24,414									1									228.8			Proced.			1			63.07						1.20


									Subtotal												89,043						$610,141									1									52,623.2			Proced.			1			$6.85			$1.00			$30.04


																																				1


						Other																														1															1


			P81						Prescription Drugs												8,372						$312,050									1									4,947.8			Scripts			1			$37.27						$15.37


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												414						$57,661									1									244.5			Proced.			1			139.39						2.84


			P84						DME/Supplies												280						$14,867									1									165.6			Proced.			1			53.06						0.73


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												253						$9,978									1									149.4			Proced.			1			39.46						0.49


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												9						$990									1									5.4			Proced.			0			108.59						0.05


			P99c						Non-Standard Benefits - Dental												1,378						$145,187									1									814.2			Proced.			1			105.39						7.15


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												2						$79									1									1.3			Proced.			4			36.17						0.00


			P99g						Non-Standard Benefits - Unclassified												17						$186									1									10.2			Proced.			5			10.81						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												2,353						$540,999									1									6,338.4			Proced.			1			$50.44			$1.00			$26.64





			CAP			Capitation - Non Specific															- 0						$25,150									1															1									$1.24





			REB			Rx Rebates																					($12,053)									1															1									-$0.59





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$1,671,834									1															1						$1.00			$82.32







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 18


			Exhibit 18


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Female - 35 - 64


			North


			All Years


																																																									Member Months			34,947





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						166						634						$813,733						57.0						3.82						217.6			Days						$1,284.34						$23.29


			I12						Surgical						83						324						$421,544						28.5						3.91						111.4			Days						$1,299.80						12.07


			I13						Psychiatric						12						55						$33,971						4.3						4.42						19.0			Days						$615.46						0.97


			I14						Alcohol & Abuse						6						20						$21,531						2.1						3.19						6.7			Days						$1,102.65						0.62


			I21						Mat Norm Delivery						134						262						$291,991						46.0						1.95						89.8			Days						$1,115.93						8.35


			I22						Mat Csect Delivery						64						235						$271,272						22.1						3.65						80.6			Days						$1,156.29						7.77


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						14						45						$32,362						4.9						3.14						15.4			Days						$723.71						0.93


			I31						SNF						3						37						$10,642						1.1						12.10						12.7			Days						287.21						0.30


									Subtotal						483						1,611						$1,897,047						166.0						3.33						553.2			Days						$1,177.87						$54.30





						Hospital Outpatient


			O10						Observation												152						$161,334																		52.1			Cases						$1,063.96						$4.62


			O11						Emergency Room												3,143						$531,173																		1,079.3			Cases						$168.99						$15.20


			O12						Surgery												437						$457,714																		150.2			Cases						1,046.46						13.10


			O13						Radiology General												570						$90,588																		195.8			Cases						158.89						2.59


			O14						Radiology - CT/MRI/PET												217						$98,700																		74.5			Cases						455.19						2.83


			O15						Pathology/Lab												681						$17,486																		233.8			Cases						25.68						0.50


			O16						Drugs												264						$47,140																		90.5			Cases						178.82						1.35


			O17						Cardiovascular												104						$10,939																		35.7			Cases						105.26						0.31


			O18						Physical Therapy												157						$20,759																		53.8			Cases						132.50						0.59


			O31						Psychiatric												21						$2,747																		7.1			Cases						132.77						0.08


			O32						Alcohol & Drug Abuse												19						$2,305																		6.6			Cases						120.12						0.07


			O41						Other												602						$41,847																		206.7			Cases						69.51						1.20


			O51						Preventive												266						$22,816																		91.4			Cases						85.74						0.65


									Subtotal												6,633						$1,505,549																		2,277.5			Cases						$227.04						$43.09





						Physician


			P11						Inpatient Surgery 												395						$141,878																		135.5			Proced.						$359.63						$4.06


			P13						Inpatient Anesthesia												161						$39,093																		55.3			Proced.						242.66						1.12


			P14						Outpatient Surgery												1,383						$334,091																		474.9			Proced.						241.55						9.56


			P15						Office Surgery												1,250						$102,548									1									429.4			Proced.			0			82.01						2.93


			P16						Outpatient Anesthesia												375						$77,161									0									128.8			Proced.			0			205.73						2.21


			P21						Maternity												913						$464,314									0									313.6			Proced.			0			508.37						13.29


			P31						Inpatient Visits 												1,683						$126,323									0									577.9			Proced.			0			75.06						3.61


			P32						Office/Home Visits												10,392						$604,312									0									3,568.5			Proced.			0			58.15						17.29


			P32c						Physician Capitations												34,947						$98,140									0									12,000.0			Proced.			0			2.81						2.81


			P33						Urgent Care Visits												646						$31,766									0									221.8			Proced.			1			49.17						0.91


			P34						Office Administered Drugs												616						$32,282									0									211.6			Proced.			0			52.39						0.92


			P35						Allergy Testing												9						$1,796									0									3.1			Proced.			0			198.10						0.05


			P36						Allergy Immunotherapy												14						$443									0									4.7			Proced.			0			32.01						0.01


			P37						Miscellaneous Medical												810						$70,688									0									278.1			Proced.			0			87.29						2.02


			P40						Preventive Other												1,839						$90,237									0									631.6			Proced.			0			49.06						2.58


			P41						Preventive Immunizations												504						$5,762									0									173.1			Proced.			0			11.43						0.16


			P42						Preventive Well Baby Exams												1						$0									0									0.3			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												297						$13,163									0									102.1			Proced.			0			44.26						0.38


			P44						Vision Exams												543						$25,562									0									186.4			Proced.			0			47.10						0.73


			P44c						Vision Capitations												34,947						$2,367									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												115						$3,658									0									39.7			Proced.			0			31.67						0.10


			P51						ER Visits and Observation Care												3,308						$276,702									1									1,136.0			Proced.			1			83.64						7.92


			P53						Physical Therapy												4,279						$166,238									1									1,469.3			Proced.			1			38.85						4.76


			P54						Cardiovascular												1,077						$27,740									1									369.9			Proced.			1			25.75						0.79


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												457						$15,857									1									156.9			Proced.			1			34.70						0.45


			P56						Radiology OP - General												2,794						$56,398									1									959.4			Proced.			1			20.19						1.61


			P56c						Radiology Capitations												34,947						$1,168									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												1,005						$75,105									1									345.1			Proced.			1			74.72						2.15


			P58						Radiology Office - General												2,023						$142,834									1									694.6			Proced.			1			70.61						4.09


			P59						Radiology Office - CT/MRI/PET												251						$110,338									1									86.1			Proced.			1			440.26						3.16


			P61						Pathology/Lab - Inpatient & Outpatient												312						$25,362									1									107.2			Proced.			1			81.23						0.73


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												6,754						$110,860									1									2,319.1			Proced.			1			16.41						3.17


			P65						Chiropractor												10						$153									1									3.4			Proced.			1			15.26						0.00


			P66						Outpatient Psychiatric												1,256						$102,791									1									431.3			Proced.			1			81.84						2.94


			P66c						Behavioral Health Capitations												34,947						$121,933									1									12,000.0			Proced.			1			3.49						3.49


			P67						Outpatient Alcohol & Drug Abuse												762						$68,119									1									261.6			Proced.			1			89.43						1.95


									Subtotal												186,023						$3,567,182									1									63,876.3			Proced.			1			$19.17			$1.00			$102.05


																																				1


						Other																														1															1


			P81						Prescription Drugs												58,498						$2,127,561									1									20,086.9			Scripts			1			$36.37						$60.88


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												4						$85,267									1									1.4			Scripts			1			$21,316.68						2.49


			P82						Private Duty Nursing/Home Health												150						$4,829									1									51.6			Proced.			1			32.13						0.14


			P83						Ambulance												950						$126,715									1									326.3			Proced.			1			133.36						3.63


			P84						DME/Supplies												1,755						$130,357									1									602.5			Proced.			1			74.30						3.73


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												21						$20,246									1									7.1			Proced.			1			985.31						0.58


			P89						Glasses/Contacts												720						$31,247									1									247.2			Proced.			1			43.41						0.89


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												85						$14,135									1									29.1			Proced.			0			166.98						0.40


			P99c						Non-Standard Benefits - Dental												2,480						$255,460									1									851.7			Proced.			1			103.00						7.31


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												7						$53									1									2.5			Proced.			4			7.28						0.00


			P99g						Non-Standard Benefits - Unclassified												91						$3,787									1									31.2			Proced.			5			41.75						0.11


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												6,258						$2,799,657									1									22,237.5			Proced.			1			$43.26			$1.00			$80.16





			CAP			Capitation - Non Specific															- 0						$93,170									1															1									$2.67





			REB			Rx Rebates																					($82,175)									1															1									-$2.35





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$9,780,431									1															1						$1.00			$279.91







&"Times New Roman,Regular"&D 
&F\ [&A] 		






TANF_CHAP 19


			Exhibit 19


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Male - 35 - 64


			North


			All Years


																																																									Member Months			15,844





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						73						339						$430,139						55.0						4.67						256.7			Days						$1,269.35						$27.15


			I12						Surgical						33						205						$272,201						25.2						6.16						155.3			Days						$1,327.88						17.18


			I13						Psychiatric						5						28						$19,257						4.0						5.35						21.4			Days						$680.12						1.21


			I14						Alcohol & Abuse						1						3						$4,254						0.8						2.88						2.3			Days						$1,418.00						0.27


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						10						192						$84,830						7.7						18.85						145.7			Days						441.05						5.36


									Subtotal						122						768						$810,681						92.7						6.27						581.4			Days						$1,056.14						$51.17





						Hospital Outpatient


			O10						Observation												53						$66,036																		40.5			Cases						$1,234.62						$4.17


			O11						Emergency Room												918						$149,622																		695.0			Cases						$163.06						$9.44


			O12						Surgery												143						$129,844																		108.5			Cases						906.50						8.20


			O13						Radiology General												156						$15,253																		117.8			Cases						98.03						0.96


			O14						Radiology - CT/MRI/PET												88						$43,298																		66.6			Cases						492.56						2.73


			O15						Pathology/Lab												130						$3,157																		98.4			Cases						24.29						0.20


			O16						Drugs												140						$29,024																		105.7			Cases						207.92						1.83


			O17						Cardiovascular												49						$5,309																		37.0			Cases						108.56						0.33


			O18						Physical Therapy												48						$5,624																		36.1			Cases						118.13						0.36


			O31						Psychiatric												1						$44																		0.8			Cases						44.00						0.00


			O32						Alcohol & Drug Abuse												1						$214																		0.8			Cases						199.50						0.01


			O41						Other												508						$50,307																		384.5			Cases						99.09						3.18


			O51						Preventive												24						$4,271																		18.1			Cases						178.40						0.27


									Subtotal												2,258						$502,003																		1,709.8			Cases						$222.34						$31.68





						Physician


			P11						Inpatient Surgery 												187						$71,221																		141.6			Proced.						$380.86						$4.49


			P13						Inpatient Anesthesia												72						$20,208																		54.7			Proced.						280.05						1.28


			P14						Outpatient Surgery												396						$101,913																		300.0			Proced.						257.30						6.43


			P15						Office Surgery												349						$22,897									1									264.1			Proced.			0			65.66						1.45


			P16						Outpatient Anesthesia												114						$22,553									0									86.6			Proced.			0			197.21						1.42


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												1,018						$72,191									0									770.7			Proced.			0			70.94						4.56


			P32						Office/Home Visits												3,218						$192,059									0									2,437.2			Proced.			0			59.68						12.12


			P32c						Physician Capitations												15,844						$45,669									0									12,000.0			Proced.			0			2.88						2.88


			P33						Urgent Care Visits												142						$7,440									0									107.9			Proced.			1			52.21						0.47


			P34						Office Administered Drugs												176						$9,509									0									133.3			Proced.			0			54.03						0.60


			P35						Allergy Testing												3						$705									0									2.4			Proced.			0			225.10						0.05


			P36						Allergy Immunotherapy												5						$80									0									3.8			Proced.			0			16.00						0.01


			P37						Miscellaneous Medical												340						$34,225									0									257.8			Proced.			0			100.54						2.16


			P40						Preventive Other												265						$8,124									0									200.7			Proced.			0			30.66						0.51


			P41						Preventive Immunizations												174						$2,043									0									132.1			Proced.			0			11.71						0.13


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												26						$1,600									0									19.6			Proced.			0			61.98						0.10


			P44						Vision Exams												198						$9,269									0									150.3			Proced.			0			46.70						0.58


			P44c						Vision Capitations												15,844						$1,147									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												21						$778									0									15.6			Proced.			0			37.87						0.05


			P51						ER Visits and Observation Care												1,055						$86,061									1									799.2			Proced.			1			81.56						5.43


			P53						Physical Therapy												2,042						$77,632									1									1,546.3			Proced.			1			38.02						4.90


			P54						Cardiovascular												426						$8,715									1									323.0			Proced.			1			20.43						0.55


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												293						$9,256									1									222.0			Proced.			1			31.58						0.58


			P56						Radiology OP - General												763						$12,788									1									577.6			Proced.			1			16.77						0.81


			P56c						Radiology Capitations												15,844						$589									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												342						$24,661									1									258.8			Proced.			1			72.16						1.56


			P58						Radiology Office - General												273						$17,036									1									206.9			Proced.			1			62.37						1.08


			P59						Radiology Office - CT/MRI/PET												96						$40,666									1									72.4			Proced.			1			425.69						2.57


			P61						Pathology/Lab - Inpatient & Outpatient												100						$5,720									1									76.0			Proced.			1			56.97						0.36


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												1,847						$26,892									1									1,399.0			Proced.			1			14.56						1.70


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												196						$15,997									1									148.4			Proced.			1			81.65						1.01


			P66c						Behavioral Health Capitations												15,844						$52,515									1									12,000.0			Proced.			1			3.31						3.31


			P67						Outpatient Alcohol & Drug Abuse												362						$19,283									1									273.8			Proced.			1			53.34						1.22


									Subtotal												77,876						$1,021,442									1									58,981.8			Proced.			1			$13.12			$1.00			$64.48


																																				1


						Other																														1															1


			P81						Prescription Drugs												18,471						$657,238									1									13,989.7			Scripts			1			$35.58						$41.48


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												5						$130,708									1									3.8			Scripts			1			$26,141.61						8.28


			P82						Private Duty Nursing/Home Health												198						$6,561									1									150.2			Proced.			1			33.08						0.41


			P83						Ambulance												342						$45,313									1									259.1			Proced.			1			132.45						2.86


			P84						DME/Supplies												690						$94,105									1									522.4			Proced.			1			136.44						5.94


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												1						$1,172									1									0.8			Proced.			1			1,160.77						0.08


			P89						Glasses/Contacts												236						$10,463									1									179.1			Proced.			1			44.24						0.66


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												10						$2,579									1									7.7			Proced.			0			254.44						0.16


			P99c						Non-Standard Benefits - Dental												1,243						$132,576									1									941.1			Proced.			1			106.70						8.37


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												13						$2,610									1									10.0			Proced.			5			198.55						0.17


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												2,734						$1,083,324									1									16,063.9			Proced.			1			$51.10			$1.00			$68.41





			CAP			Capitation - Non Specific															- 0						$38,705									1															1									$2.44





			REB			Rx Rebates																					($25,385)									1															1									-$1.60





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$3,430,771									1															1						$1.00			$216.58
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TANF_CHAP 20


			Exhibit 20


			Nevada Medicaid Cost Model Summary


			All Plans


			TANF/CHAP


			Age Unknown


			North


			All Years


																																																									Member Months			15





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						$0.00


			I12						Surgical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						$0.00





						Hospital Outpatient


			O10						Observation												- 0						$0																		- 0			Cases						$0.00						$0.00


			O11						Emergency Room												1						$52																		800.0			Cases						$51.69						$3.45


			O12						Surgery												- 0						$0																		- 0			Cases						0.00						0.00


			O13						Radiology General												- 0						$0																		- 0			Cases						0.00						0.00


			O14						Radiology - CT/MRI/PET												- 0						$0																		- 0			Cases						0.00						0.00


			O15						Pathology/Lab												- 0						$0																		- 0			Cases						0.00						0.00


			O16						Drugs												- 0						$0																		- 0			Cases						0.00						0.00


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												- 0						$0																		- 0			Cases						0.00						0.00


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												- 0						$0																		- 0			Cases						0.00						0.00


			O51						Preventive												- 0						$0																		- 0			Cases						0.00						0.00


									Subtotal												1						$52																		800.0			Cases						$51.75						$3.45





						Physician


			P11						Inpatient Surgery 												- 0						$0																		- 0			Proced.						$0.00						$0.00


			P13						Inpatient Anesthesia												- 0						$0																		- 0			Proced.						0.00						0.00


			P14						Outpatient Surgery												- 0						$0																		- 0			Proced.						0.00						0.00


			P15						Office Surgery												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P16						Outpatient Anesthesia												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P32						Office/Home Visits												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P32c						Physician Capitations												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P33						Urgent Care Visits												- 0						$0									0									- 0			Proced.			1			0.00						0.00


			P34						Office Administered Drugs												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P35						Allergy Testing												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P40						Preventive Other												1						$0									0									830.1			Proced.			0			0.00						0.00


			P41						Preventive Immunizations												2						$140									0									1,660.1			Proced.			0			67.50						9.34


			P42						Preventive Well Baby Exams												1						$97									0									830.1			Proced.			0			93.42						6.46


			P43						Preventive Physical Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P44						Vision Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P44c						Vision Capitations												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P45						Hearing and Speech Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P51						ER Visits and Observation Care												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P53						Physical Therapy												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P54						Cardiovascular												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P56						Radiology OP - General												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P56c						Radiology Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P57						Radiology OP - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P58						Radiology Office - General												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P59						Radiology Office - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61						Pathology/Lab - Inpatient & Outpatient												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												4						$237									1									3,320.3			Proced.			1			$57.10			$1.00			$15.80


																																				1


						Other																														1															1


			P81						Prescription Drugs												4						$45									1									3,200.0			Scripts			1			$11.24						$3.00


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P84						DME/Supplies												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												3						$108									1									2,401.0			Proced.			1			36.00						7.20


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												- 0						$0									1									- 0			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												3						$153									1									5,601.0			Proced.			1			$21.85			$1.00			$10.20





			CAP			Capitation - Non Specific															- 0						$0									1															1									$0.00





			REB			Rx Rebates																					($2)									1															1									-$0.12





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$440									1															1						$1.00			$29.33
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Check-Up 1


			Exhibit 21


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Baby < 1


			South


			All Years


																																																									Member Months			3,048





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						3						11						$15,267						12.4						3.40						42.1			Days						$1,429.00						$5.01


			I12						Surgical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						8						13						$4,474						31.5						1.63						51.2			Days						$344.16						1.47


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						11						24						$19,741						43.9						2.13						93.3			Days						$833.44						$6.48





						Hospital Outpatient


			O10						Observation												1						$589																		4.0			Cases						$574.51						$0.19


			O11						Emergency Room												150						$13,624																		589.9			Cases						$90.93						$4.47


			O12						Surgery												13						$13,633																		52.6			Cases						1,020.04						4.47


			O13						Radiology General												5						$277																		19.8			Cases						55.15						0.09


			O14						Radiology - CT/MRI/PET												2						$594																		7.9			Cases						296.29						0.20


			O15						Pathology/Lab												- 0						$0																		- 0			Cases						0.00						0.00


			O16						Drugs												3						$65																		11.9			Cases						21.72						0.02


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												32						$1,573																		125.6			Cases						49.30						0.52


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												19						$1,262																		75.6			Cases						65.69						0.41


			O51						Preventive												14						$1,411																		55.3			Cases						100.51						0.46


									Subtotal												239						$33,029																		942.6			Cases						$137.87						$10.83





						Physician


			P11						Inpatient Surgery 												2						$1,314																		8.1			Proced.						$640.64						$0.43


			P13						Inpatient Anesthesia												6						$849																		24.1			Proced.						138.77						0.28


			P14						Outpatient Surgery												36						$9,414																		142.3			Proced.						260.43						3.09


			P15						Office Surgery												28						$2,085									1									108.5			Proced.			0			75.69						0.68


			P16						Outpatient Anesthesia												25						$2,954									0									97.3			Proced.			0			119.55						0.97


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												81						$8,751									0									317.4			Proced.			0			108.55						2.87


			P32						Office/Home Visits												948						$54,631									0									3,731.4			Proced.			0			57.64						17.92


			P32c						Physician Capitations												3,048						$1,842									0									12,000.0			Proced.			0			0.60						0.60


			P33						Urgent Care Visits												64						$2,404									0									250.9			Proced.			1			37.73						0.79


			P34						Office Administered Drugs												84						$14,622									0									331.7			Proced.			0			173.55						4.80


			P35						Allergy Testing												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												326						$2,611									0									1,283.2			Proced.			0			8.01						0.86


			P40						Preventive Other												341						$2,611									0									1,344.5			Proced.			0			7.65						0.86


			P41						Preventive Immunizations												2,576						$26,796									0									10,140.9			Proced.			0			10.40						8.79


			P42						Preventive Well Baby Exams												864						$56,551									0									3,399.8			Proced.			0			65.49						18.55


			P43						Preventive Physical Exams												1						$0									0									3.9			Proced.			0			0.00						0.00


			P44						Vision Exams												16						$984									0									61.1			Proced.			0			63.38						0.32


			P44c						Vision Capitations												3,048						$279									0									12,000.0			Proced.			0			0.09						0.09


			P45						Hearing and Speech Exams												82						$1,294									0									321.0			Proced.			0			15.88						0.42


			P51						ER Visits and Observation Care												157						$10,679									1									619.7			Proced.			1			67.84						3.50


			P53						Physical Therapy												19						$1,700									1									73.5			Proced.			1			91.03						0.56


			P54						Cardiovascular												52						$4,632									1									206.5			Proced.			1			88.29						1.52


			P54c						Cardiovascular Capitations												3,048						$575									1									12,000.0			Proced.			1			0.19						0.19


			P55						Radiology IP												6						$147									1									25.1			Proced.			1			22.94						0.05


			P56						Radiology OP - General												55						$708									1									216.2			Proced.			1			12.89						0.23


			P56c						Radiology Capitations												3,048						$899									1									12,000.0			Proced.			1			0.30						0.30


			P57						Radiology OP - CT/MRI/PET												5						$369									1									20.2			Proced.			1			72.04						0.12


			P58						Radiology Office - General												40						$2,251									1									156.9			Proced.			1			56.49						0.74


			P59						Radiology Office - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61						Pathology/Lab - Inpatient & Outpatient												5						$310									1									20.8			Proced.			1			58.50						0.10


			P61c						Lab Capitations												3,048						$1,450									1									12,000.0			Proced.			1			0.48						0.48


			P63						Pathology/Lab - Office												191						$1,589									1									751.1			Proced.			1			8.33						0.52


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												3,048						$9,387									1									12,000.0			Proced.			1			3.08						3.08


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												24,297						$224,690									1									95,656.1			Proced.			1			$9.25			$1.00			$73.71


																																				1


						Other																														1															1


			P81						Prescription Drugs												947						$32,553									1									3,728.4			Scripts			1			$34.37						$10.68


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												1						$95									1									4.1			Proced.			1			92.00						0.03


			P83						Ambulance												4						$404									1									15.8			Proced.			1			100.58						0.13


			P84						DME/Supplies												294						$9,475									1									1,157.5			Proced.			1			32.23						3.11


			P84c						DME/Supplies Capitations												3,048						$3,106									1									12,000.0			Proced.			1			1.02						1.02


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												2						$81									1									8.0			Proced.			1			40.03						0.03


			P99a						Non-Standard Benefits - General												2						$0									1									7.9			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												5						$28,262									1									19.7			Proced.			1			5,651.02						9.28


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												1						$0									1									3.9			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												43						$0									1									169.0			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												3,400						$73,978									1									17,114.3			Proced.			1			$17.02			$1.00			$24.28





			CAP			Capitation - Non Specific															- 0						$13,111									1															1									$4.30





			REB			Rx Rebates																					($1,257)									1															1									-$0.41





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$363,291									1															1						$1.00			$119.19







&"Times New Roman,Regular"&D 
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Check-Up 2


			Exhibit 22


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Child - 01 - 02


			South


			All Years


																																																									Member Months			21,483





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						21						50						$72,883						11.9						2.34						27.8			Days						$1,466.73						$3.40


			I12						Surgical						3						13						$14,391						1.9						3.95						7.5			Days						$1,077.98						0.67


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						25						63						$87,274						13.8						2.56						35.3			Days						$1,383.57						$4.07





						Hospital Outpatient


			O10						Observation												5						$7,215																		2.8			Cases						$1,437.63						$0.34


			O11						Emergency Room												819						$78,951																		457.7			Cases						$96.36						$3.68


			O12						Surgery												106						$110,266																		59.0			Cases						1,043.37						5.13


			O13						Radiology General												29						$1,088																		16.1			Cases						37.69						0.05


			O14						Radiology - CT/MRI/PET												5						$4,176																		2.9			Cases						809.59						0.20


			O15						Pathology/Lab												9						$94																		5.1			Cases						10.27						0.00


			O16						Drugs												11						$262																		6.3			Cases						23.35						0.01


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												10						$458																		5.4			Cases						47.82						0.02


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												149						$9,299																		83.1			Cases						62.50						0.43


			O51						Preventive												51						$4,267																		28.6			Cases						83.25						0.20


									Subtotal												1,194						$216,076																		667.0			Cases						$180.99						$10.06





						Physician


			P11						Inpatient Surgery 												19						$8,423																		10.4			Proced.						$450.36						$0.39


			P13						Inpatient Anesthesia												4						$1,615																		2.3			Proced.						392.17						0.08


			P14						Outpatient Surgery												165						$44,030																		92.0			Proced.						267.23						2.05


			P15						Office Surgery												118						$10,496									1									65.9			Proced.			0			88.91						0.49


			P16						Outpatient Anesthesia												99						$20,941									0									55.2			Proced.			0			211.85						0.97


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												175						$21,040									0									97.7			Proced.			0			120.31						0.98


			P32						Office/Home Visits												5,501						$314,161									0									3,072.7			Proced.			0			57.11						14.62


			P32c						Physician Capitations												21,483						$52,774									0									12,000.0			Proced.			0			2.46						2.46


			P33						Urgent Care Visits												526						$22,691									0									293.9			Proced.			1			43.13						1.06


			P34						Office Administered Drugs												639						$5,919									0									357.0			Proced.			0			9.26						0.28


			P35						Allergy Testing												21						$1,556									0									11.6			Proced.			0			74.69						0.07


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												1,646						$23,687									0									919.3			Proced.			0			14.39						1.10


			P40						Preventive Other												3,456						$45,423									0									1,930.5			Proced.			0			13.14						2.11


			P41						Preventive Immunizations												6,353						$55,207									0									3,548.7			Proced.			0			8.69						2.57


			P42						Preventive Well Baby Exams												1,566						$105,615									0									874.8			Proced.			0			67.44						4.92


			P43						Preventive Physical Exams												1,143						$75,678									0									638.6			Proced.			0			66.19						3.52


			P44						Vision Exams												40						$2,311									0									22.3			Proced.			0			57.87						0.11


			P44c						Vision Capitations												21,483						$1,933									0									12,000.0			Proced.			0			0.09						0.09


			P45						Hearing and Speech Exams												694						$14,556									0									387.4			Proced.			0			20.99						0.68


			P51						ER Visits and Observation Care												840						$55,519									1									469.1			Proced.			1			66.11						2.58


			P53						Physical Therapy												511						$33,486									1									285.6			Proced.			1			65.49						1.56


			P54						Cardiovascular												126						$10,706									1									70.4			Proced.			1			84.89						0.50


			P54c						Cardiovascular Capitations												21,483						$3,156									1									12,000.0			Proced.			1			0.15						0.15


			P55						Radiology IP												40						$822									1									22.4			Proced.			1			20.53						0.04


			P56						Radiology OP - General												261						$3,489									1									146.0			Proced.			1			13.35						0.16


			P56c						Radiology Capitations												21,483						$6,203									1									12,000.0			Proced.			1			0.29						0.29


			P57						Radiology OP - CT/MRI/PET												29						$1,925									1									16.0			Proced.			1			67.10						0.09


			P58						Radiology Office - General												259						$10,423									1									144.5			Proced.			1			40.30						0.49


			P59						Radiology Office - CT/MRI/PET												6						$2,288									1									3.4			Proced.			1			373.75						0.11


			P61						Pathology/Lab - Inpatient & Outpatient												14						$366									1									7.6			Proced.			1			26.93						0.02


			P61c						Lab Capitations												21,483						$10,511									1									12,000.0			Proced.			1			0.49						0.49


			P63						Pathology/Lab - Office												1,962						$18,071									1									1,095.8			Proced.			1			9.21						0.84


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												33						$1,857									1									18.3			Proced.			1			56.75						0.09


			P66c						Behavioral Health Capitations												21,483						$55,209									1									12,000.0			Proced.			1			2.57						2.57


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												155,143						$1,042,087									1									86,659.4			Proced.			1			$6.72			$1.00			$48.53


																																				1


						Other																														1															1


			P81						Prescription Drugs												7,019						$210,117									1									3,920.7			Scripts			1			$29.94						$9.78


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												56						$8,766									1									31.6			Proced.			1			155.20						0.41


			P84						DME/Supplies												1,017						$33,780									1									568.0			Proced.			1			33.22						1.57


			P84c						DME/Supplies Capitations												21,483						$19,743									1									12,000.0			Proced.			1			0.92						0.92


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												13						$507									1									7.1			Proced.			1			40.03						0.02


			P99a						Non-Standard Benefits - General												31						$0									1									17.1			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												1,623						$258,423									1									906.8			Proced.			1			159.19						12.03


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												273						$0									1									152.5			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												24,496						$531,337									1									17,603.8			Proced.			1			$16.86			$1.00			$24.73





			CAP			Capitation - Non Specific															- 0						$65,809									1															1									$3.06





			REB			Rx Rebates																					($8,116)									1															1									-$0.38





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$1,934,468									1															1						$1.00			$90.08
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Check-Up 3


			Exhibit 23


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Child - 03 - 14


			South


			All Years


																																																									Member Months			275,480





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						163						673						$934,995						7.1						4.13						29.3			Days						$1,389.64						$3.39


			I12						Surgical						74						354						$496,052						3.2						4.81						15.4			Days						$1,400.51						1.80


			I13						Psychiatric						42						251						$147,504						1.8						6.11						11.0			Days						$586.59						0.54


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						1						3						$3,420						- 0						0.00						0.1			Days						$1,140.00						0.01


			I22						Mat Csect Delivery						1						7						$7,916						0.1						3.00						0.3			Days						$1,140.00						0.03


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						3						48						$37,367						0.1						16.15						2.1			Days						779.30						0.14


									Subtotal						284						1,336						$1,627,255						12.3						4.72						58.2			Days						$1,218.56						$5.91





						Hospital Outpatient


			O10						Observation												59						$31,540																		2.6			Cases						$536.54						$0.12


			O11						Emergency Room												4,614						$573,807																		201.0			Cases						$124.37						$2.08


			O12						Surgery												935						$919,754																		40.7			Cases						984.21						3.34


			O13						Radiology General												264						$11,115																		11.5			Cases						42.12						0.04


			O14						Radiology - CT/MRI/PET												50						$35,347																		2.2			Cases						709.79						0.13


			O15						Pathology/Lab												191						$4,355																		8.3			Cases						22.85						0.02


			O16						Drugs												150						$5,456																		6.5			Cases						36.49						0.02


			O17						Cardiovascular												6						$84																		0.3			Cases						13.71						0.00


			O18						Physical Therapy												31						$5,418																		1.4			Cases						174.65						0.02


			O31						Psychiatric												163						$42,830																		7.1			Cases						263.29						0.16


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												1,356						$89,572																		59.1			Cases						66.03						0.33


			O51						Preventive												277						$17,475																		12.1			Cases						63.16						0.06


									Subtotal												8,094						$1,736,753																		352.8			Cases						$214.97						$6.32





						Physician


			P11						Inpatient Surgery 												178						$98,263																		7.7			Proced.						$552.67						$0.35


			P13						Inpatient Anesthesia												128						$27,756																		5.6			Proced.						217.29						0.10


			P14						Outpatient Surgery												1,041						$287,404																		45.4			Proced.						276.04						1.04


			P15						Office Surgery												2,342						$216,092									1									102.0			Proced.			0			92.26						0.78


			P16						Outpatient Anesthesia												832						$179,407									0									36.3			Proced.			0			215.53						0.65


			P21						Maternity												6						$2,556									0									0.3			Proced.			0			404.51						0.01


			P31						Inpatient Visits 												1,733						$193,165									0									75.5			Proced.			0			111.49						0.70


			P32						Office/Home Visits												46,531						$2,760,219									0									2,026.9			Proced.			0			59.32						10.02


			P32c						Physician Capitations												275,480						$852,371									0									12,000.0			Proced.			0			3.09						3.09


			P33						Urgent Care Visits												4,395						$221,244									0									191.5			Proced.			1			50.34						0.80


			P34						Office Administered Drugs												3,749						$289,703									0									163.3			Proced.			0			77.27						1.05


			P35						Allergy Testing												445						$81,007									0									19.4			Proced.			0			181.96						0.29


			P36						Allergy Immunotherapy												1,719						$54,450									0									74.9			Proced.			0			31.67						0.20


			P37						Miscellaneous Medical												16,640						$327,839									0									724.9			Proced.			0			19.70						1.19


			P40						Preventive Other												17,827						$181,891									0									776.6			Proced.			0			10.20						0.66


			P41						Preventive Immunizations												26,458						$204,238									0									1,152.5			Proced.			0			7.72						0.74


			P42						Preventive Well Baby Exams												13						$735									0									0.6			Proced.			0			55.77						0.00


			P43						Preventive Physical Exams												15,769						$1,040,566									0									686.9			Proced.			0			65.99						3.78


			P44						Vision Exams												4,836						$229,771									0									210.6			Proced.			0			47.52						0.83


			P44c						Vision Capitations												275,480						$20,266									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												2,496						$55,349									0									108.7			Proced.			0			22.17						0.20


			P51						ER Visits and Observation Care												4,877						$341,696									1									212.5			Proced.			1			70.06						1.24


			P53						Physical Therapy												9,814						$587,995									1									427.5			Proced.			1			59.91						2.13


			P54						Cardiovascular												1,493						$100,132									1									65.0			Proced.			1			67.05						0.36


			P54c						Cardiovascular Capitations												275,480						$40,700									1									12,000.0			Proced.			1			0.15						0.15


			P55						Radiology IP												447						$15,443									1									19.5			Proced.			1			34.57						0.06


			P56						Radiology OP - General												2,222						$30,375									1									96.8			Proced.			1			13.67						0.11


			P56c						Radiology Capitations												275,480						$91,710									1									12,000.0			Proced.			1			0.33						0.33


			P57						Radiology OP - CT/MRI/PET												358						$31,296									1									15.6			Proced.			1			87.44						0.11


			P58						Radiology Office - General												4,738						$211,120									1									206.4			Proced.			1			44.56						0.77


			P59						Radiology Office - CT/MRI/PET												275						$108,536									1									12.0			Proced.			1			394.74						0.39


			P61						Pathology/Lab - Inpatient & Outpatient												263						$27,886									1									11.4			Proced.			1			106.15						0.10


			P61c						Lab Capitations												275,480						$152,629									1									12,000.0			Proced.			1			0.55						0.55


			P63						Pathology/Lab - Office												28,838						$244,946									1									1,256.2			Proced.			1			8.49						0.89


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												7,127						$634,085									1									310.5			Proced.			1			88.97						2.30


			P66c						Behavioral Health Capitations												275,480						$791,667									1									12,000.0			Proced.			1			2.87						2.87


			P67						Outpatient Alcohol & Drug Abuse												2						$114									1									0.1			Proced.			1			54.23						0.00


									Subtotal												1,860,473						$10,734,621									1									81,043.1			Proced.			1			$5.76			$1.00			$38.91


																																				1


						Other																														1															1


			P81						Prescription Drugs												84,381						$3,762,783									1									3,675.7			Scripts			1			$44.59						$13.66


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												51						$4,896									1									2.2			Proced.			1			96.78						0.02


			P83						Ambulance												496						$65,946									1									21.6			Proced.			1			133.05						0.24


			P84						DME/Supplies												6,718						$340,418									1									292.7			Proced.			1			50.67						1.24


			P84c						DME/Supplies Capitations												275,480						$286,137									1									12,000.0			Proced.			1			1.04						1.04


			P85						Prosthetics												17						$2,781									1									0.7			Proced.			1			167.20						0.01


			P89						Glasses/Contacts												6,148						$244,792									1									267.8			Proced.			1			39.82						0.89


			P99a						Non-Standard Benefits - General												168						$0									1									7.3			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												53						$8,584									1									2.3			Proced.			0			161.56						0.03


			P99c						Non-Standard Benefits - Dental												118,362						$4,997,707									1									5,155.9			Proced.			1			42.22						18.14


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												71						$1,002									1									3.1			Proced.			4			14.05						0.00


			P99g						Non-Standard Benefits - Unclassified												1,233						$3,681									1									53.7			Proced.			5			2.98						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												408,797						$9,718,726									1									21,483.0			Proced.			1			$19.71			$1.00			$35.28





			CAP			Capitation - Non Specific															- 0						$931,606									1															1									$3.38





			REB			Rx Rebates																					($145,333)									1															1									-$0.53





			REIN			Reinsurance																					($3,693)																																	(0.01)





						Total Medical Cost																					$24,599,935									1															1						$1.00			$89.26







&"Times New Roman,Regular"&D 
&F\ [&A] 		






Check-Up 4


			Exhibit 24


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Female - 15 - 18


			South


			All Years


																																																									Member Months			33,241





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						31						72						$92,206						11.1						2.34						26.0			Days						$1,279.18						$2.77


			I12						Surgical						11						61						$76,869						3.8						5.79						22.0			Days						$1,260.74						2.31


			I13						Psychiatric						36						189						$118,775						12.9						5.29						68.2			Days						$628.67						3.57


			I14						Alcohol & Abuse						1						2						$2,707						0.4						2.00						0.8			Days						$1,286.10						0.09


			I21						Mat Norm Delivery						30						69						$81,408						10.7						2.34						25.0			Days						$1,177.58						2.45


			I22						Mat Csect Delivery						4						11						$12,804						1.5						2.73						4.1			Days						$1,140.00						0.39


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						3						11						$12,564						1.1						3.64						4.0			Days						$1,140.00						0.38


			I31						SNF						3						37						$29,046						1.0						13.50						13.5			Days						774.60						0.87


									Subtotal						118						453						$426,380						42.5						3.85						163.6			Days						$941.08						$12.83





						Hospital Outpatient


			O10						Observation												16						$9,939																		5.9			Cases						$606.22						$0.30


			O11						Emergency Room												684						$128,826																		247.0			Cases						$188.31						$3.88


			O12						Surgery												104						$94,542																		37.6			Cases						907.12						2.84


			O13						Radiology General												27						$1,459																		9.9			Cases						53.17						0.04


			O14						Radiology - CT/MRI/PET												9						$5,619																		3.3			Cases						620.25						0.17


			O15						Pathology/Lab												51						$1,185																		18.5			Cases						23.09						0.04


			O16						Drugs												32						$12,683																		11.7			Cases						392.91						0.38


			O17						Cardiovascular												3						$162																		1.1			Cases						53.70						0.00


			O18						Physical Therapy												17						$1,397																		6.0			Cases						84.43						0.04


			O31						Psychiatric												88						$22,741																		31.8			Cases						257.88						0.68


			O32						Alcohol & Drug Abuse												4						$720																		1.5			Cases						173.10						0.02


			O41						Other												208						$12,284																		75.2			Cases						58.96						0.37


			O51						Preventive												41						$3,165																		14.9			Cases						76.45						0.09


									Subtotal												1,287						$294,723																		464.4			Cases						$228.68						$8.85





						Physician


			P11						Inpatient Surgery 												53						$22,346																		19.1			Proced.						$422.13						$0.67


			P13						Inpatient Anesthesia												16						$3,017																		5.6			Proced.						192.88						0.09


			P14						Outpatient Surgery												189						$57,637																		68.3			Proced.						304.48						1.73


			P15						Office Surgery												257						$18,335									1									92.9			Proced.			0			71.26						0.55


			P16						Outpatient Anesthesia												73						$14,374									0									26.3			Proced.			0			197.06						0.43


			P21						Maternity												92						$67,883									0									33.4			Proced.			0			734.40						2.04


			P31						Inpatient Visits 												524						$43,594									0									189.1			Proced.			0			83.20						1.31


			P32						Office/Home Visits												5,275						$317,756									0									1,904.2			Proced.			0			60.24						9.56


			P32c						Physician Capitations												33,241						$145,283									0									12,000.0			Proced.			0			4.37						4.37


			P33						Urgent Care Visits												668						$35,993									0									241.3			Proced.			1			53.86						1.08


			P34						Office Administered Drugs												416						$4,783									0									150.1			Proced.			0			11.51						0.14


			P35						Allergy Testing												39						$9,101									0									14.0			Proced.			0			235.23						0.27


			P36						Allergy Immunotherapy												271						$7,273									0									97.8			Proced.			0			26.83						0.22


			P37						Miscellaneous Medical												1,484						$30,065									0									535.8			Proced.			0			20.26						0.90


			P40						Preventive Other												1,805						$20,594									0									651.7			Proced.			0			11.41						0.62


			P41						Preventive Immunizations												1,843						$13,912									0									665.3			Proced.			0			7.55						0.42


			P42						Preventive Well Baby Exams												1						$73									0									0.4			Proced.			0			72.26						0.00


			P43						Preventive Physical Exams												1,290						$85,834									0									465.5			Proced.			0			66.56						2.58


			P44						Vision Exams												808						$36,268									0									291.8			Proced.			0			44.87						1.09


			P44c						Vision Capitations												33,241						$2,192									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												93						$1,925									0									33.5			Proced.			0			20.72						0.06


			P51						ER Visits and Observation Care												703						$57,124									1									253.8			Proced.			1			81.25						1.72


			P53						Physical Therapy												2,383						$89,746									1									860.4			Proced.			1			37.66						2.70


			P54						Cardiovascular												309						$17,755									1									111.6			Proced.			1			57.41						0.53


			P54c						Cardiovascular Capitations												33,241						$4,442									1									12,000.0			Proced.			1			0.13						0.13


			P55						Radiology IP												90						$3,307									1									32.5			Proced.			1			36.77						0.10


			P56						Radiology OP - General												409						$9,166									1									147.7			Proced.			1			22.40						0.28


			P56c						Radiology Capitations												33,241						$12,532									1									12,000.0			Proced.			1			0.38						0.38


			P57						Radiology OP - CT/MRI/PET												142						$11,024									1									51.4			Proced.			1			77.40						0.33


			P58						Radiology Office - General												1,031						$60,485									1									372.0			Proced.			1			58.69						1.82


			P59						Radiology Office - CT/MRI/PET												87						$37,307									1									31.4			Proced.			1			429.38						1.12


			P61						Pathology/Lab - Inpatient & Outpatient												71						$8,453									1									25.6			Proced.			1			119.36						0.25


			P61c						Lab Capitations												33,241						$19,626									1									12,000.0			Proced.			1			0.59						0.59


			P63						Pathology/Lab - Office												5,915						$54,017									1									2,135.2			Proced.			1			9.13						1.62


			P65						Chiropractor												6						$101									1									2.0			Proced.			1			18.32						0.00


			P66						Outpatient Psychiatric												952						$84,934									1									343.6			Proced.			1			89.24						2.56


			P66c						Behavioral Health Capitations												33,241						$107,010									1									12,000.0			Proced.			1			3.22						3.22


			P67						Outpatient Alcohol & Drug Abuse												3						$127									1									1.1			Proced.			1			41.17						0.00


									Subtotal												226,744						$1,515,393									1									81,854.4			Proced.			1			$6.68			$1.00			$45.55


																																				1


						Other																														1															1


			P81						Prescription Drugs												14,397						$703,379									1									5,197.3			Scripts			1			$48.86						$21.16


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												37						$3,634									1									13.4			Proced.			1			98.10						0.11


			P83						Ambulance												184						$24,535									1									66.3			Proced.			1			133.63						0.74


			P84						DME/Supplies												521						$46,183									1									188.0			Proced.			1			88.66						1.39


			P84c						DME/Supplies Capitations												33,241						$38,126									1									12,000.0			Proced.			1			1.15						1.15


			P85						Prosthetics												1						$2,129									1									0.4			Proced.			1			2,100.96						0.07


			P89						Glasses/Contacts												1,126						$44,823									1									406.4			Proced.			1			39.82						1.35


			P99a						Non-Standard Benefits - General												8						$0									1									2.7			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												8						$1,268									1									2.7			Proced.			0			168.32						0.04


			P99c						Non-Standard Benefits - Dental												11,512						$545,129									1									4,155.9			Proced.			1			47.35						16.40


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												139						$703									1									50.1			Proced.			5			5.06						0.02


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												46,775						$1,409,909									1									22,083.2			Proced.			1			$23.06			$1.00			$42.43





			CAP			Capitation - Non Specific															- 0						$137,142									1															1									$4.13





			REB			Rx Rebates																					($27,167)									1															1									-$0.82





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$3,756,380									1															1						$1.00			$112.97







&"Times New Roman,Regular"&D 
&F\ [&A] 		






Check-Up 5


			Exhibit 25


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Male - 15 - 18


			South


			All Years


																																																									Member Months			34,723





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						15						41						$50,667						5.0						2.82						14.1			Days						$1,241.24						$1.46


			I12						Surgical						2						16						$19,251						0.7						7.71						5.4			Days						$1,240.07						0.56


			I13						Psychiatric						18						77						$53,404						6.2						4.31						26.7			Days						$691.97						1.54


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						35						134						$123,322						11.9						3.88						46.2			Days						$924.68						$3.56





						Hospital Outpatient


			O10						Observation												8						$4,478																		2.8			Cases						$549.53						$0.13


			O11						Emergency Room												532						$85,937																		184.0			Cases						$161.41						$2.47


			O12						Surgery												83						$85,280																		28.6			Cases						1,031.35						2.46


			O13						Radiology General												25						$725																		8.5			Cases						29.48						0.02


			O14						Radiology - CT/MRI/PET												6						$2,546																		2.1			Cases						412.71						0.07


			O15						Pathology/Lab												24						$394																		8.4			Cases						16.15						0.01


			O16						Drugs												15						$343																		5.3			Cases						22.37						0.01


			O17						Cardiovascular												2						$20																		0.7			Cases						9.98						0.00


			O18						Physical Therapy												5						$374																		1.8			Cases						73.55						0.01


			O31						Psychiatric												27						$7,070																		9.3			Cases						262.24						0.20


			O32						Alcohol & Drug Abuse												1						$57																		0.3			Cases						57.14						0.00


			O41						Other												161						$9,138																		55.5			Cases						56.90						0.26


			O51						Preventive												21						$1,461																		7.4			Cases						68.58						0.04


									Subtotal												911						$197,824																		314.7			Cases						$216.59						$5.68





						Physician


			P11						Inpatient Surgery 												14						$4,622																		4.9			Proced.						$324.15						$0.13


			P13						Inpatient Anesthesia												16						$2,668																		5.7			Proced.						162.45						0.08


			P14						Outpatient Surgery												159						$46,478																		54.8			Proced.						292.87						1.34


			P15						Office Surgery												293						$28,847									1									101.2			Proced.			0			98.53						0.83


			P16						Outpatient Anesthesia												56						$11,497									0									19.2			Proced.			0			206.81						0.33


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												174						$16,230									0									60.0			Proced.			0			93.43						0.47


			P32						Office/Home Visits												4,114						$249,807									0									1,421.6			Proced.			0			60.73						7.19


			P32c						Physician Capitations												34,723						$144,494									0									12,000.0			Proced.			0			4.16						4.16


			P33						Urgent Care Visits												462						$23,069									0									159.8			Proced.			1			49.89						0.66


			P34						Office Administered Drugs												383						$24,414									0									132.3			Proced.			0			63.78						0.70


			P35						Allergy Testing												37						$8,010									0									12.8			Proced.			0			216.56						0.23


			P36						Allergy Immunotherapy												371						$9,217									0									128.2			Proced.			0			24.84						0.27


			P37						Miscellaneous Medical												1,215						$25,013									0									419.9			Proced.			0			20.59						0.72


			P40						Preventive Other												1,167						$8,184									0									403.3			Proced.			0			7.01						0.24


			P41						Preventive Immunizations												2,190						$16,391									0									756.9			Proced.			0			7.48						0.47


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												1,238						$81,942									0									428.0			Proced.			0			66.17						2.36


			P44						Vision Exams												659						$29,750									0									227.9			Proced.			0			45.12						0.86


			P44c						Vision Capitations												34,723						$2,278									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												88						$1,862									0									30.4			Proced.			0			21.19						0.05


			P51						ER Visits and Observation Care												544						$42,235									1									188.1			Proced.			1			77.62						1.22


			P53						Physical Therapy												2,160						$60,420									1									746.5			Proced.			1			27.97						1.74


			P54						Cardiovascular												278						$16,889									1									96.1			Proced.			1			60.74						0.49


			P54c						Cardiovascular Capitations												34,723						$4,829									1									12,000.0			Proced.			1			0.14						0.14


			P55						Radiology IP												43						$1,178									1									15.0			Proced.			1			27.17						0.03


			P56						Radiology OP - General												301						$4,140									1									104.2			Proced.			1			13.74						0.12


			P56c						Radiology Capitations												34,723						$12,904									1									12,000.0			Proced.			1			0.37						0.37


			P57						Radiology OP - CT/MRI/PET												90						$6,433									1									31.1			Proced.			1			71.52						0.19


			P58						Radiology Office - General												657						$23,556									1									227.2			Proced.			1			35.83						0.68


			P59						Radiology Office - CT/MRI/PET												73						$28,054									1									25.1			Proced.			1			386.21						0.81


			P61						Pathology/Lab - Inpatient & Outpatient												25						$5,916									1									8.6			Proced.			1			237.08						0.17


			P61c						Lab Capitations												34,723						$20,424									1									12,000.0			Proced.			1			0.59						0.59


			P63						Pathology/Lab - Office												2,916						$24,649									1									1,007.7			Proced.			1			8.45						0.71


			P65						Chiropractor												3						$83									1									1.0			Proced.			1			27.69						0.00


			P66						Outpatient Psychiatric												913						$82,926									1									315.4			Proced.			1			90.87						2.39


			P66c						Behavioral Health Capitations												34,723						$111,376									1									12,000.0			Proced.			1			3.21						3.21


			P67						Outpatient Alcohol & Drug Abuse												39						$2,232									1									13.4			Proced.			1			57.70						0.06


									Subtotal												229,016						$1,183,021									1									79,146.3			Proced.			1			$5.17			$1.00			$34.08


																																				1


						Other																														1															1


			P81						Prescription Drugs												10,741						$829,503									1									3,712.0			Scripts			1			$77.23						$23.89


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												31						$2,748									1									10.7			Proced.			1			88.89						0.08


			P83						Ambulance												137						$17,922									1									47.2			Proced.			1			131.09						0.52


			P84						DME/Supplies												462						$39,751									1									159.6			Proced.			1			86.08						1.14


			P84c						DME/Supplies Capitations												34,723						$39,678									1									12,000.0			Proced.			1			1.14						1.14


			P85						Prosthetics												19						$20,611									1									6.6			Proced.			1			1,084.61						0.60


			P89						Glasses/Contacts												923						$36,647									1									318.9			Proced.			1			39.72						1.06


			P99a						Non-Standard Benefits - General												13						$0									1									4.3			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												14						$2,877									1									4.9			Proced.			0			204.18						0.08


			P99c						Non-Standard Benefits - Dental												11,079						$539,488									1									3,828.8			Proced.			1			48.69						15.54


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												9						$492									1									3.3			Proced.			4			51.84						0.01


			P99g						Non-Standard Benefits - Unclassified												103						$830									1									35.7			Proced.			5			8.04						0.02


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												47,512						$1,530,549									1									20,132.0			Proced.			1			$26.27			$1.00			$44.08





			CAP			Capitation - Non Specific															- 0						$142,721									1															1									$4.11





			REB			Rx Rebates																					($32,039)									1															1									-$0.92





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$3,145,398									1															1						$1.00			$90.59
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Check-Up 6


			Exhibit 26


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Baby < 1


			North


			All Years


																																																									Member Months			807





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						2						9						$12,255						35.6						3.58						127.5			Days						$1,429.00						$15.18


			I12						Surgical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						2						9						$12,255						35.6						3.58						127.5			Days						$1,428.71						$15.18





						Hospital Outpatient


			O10						Observation												1						$1,344																		14.9			Cases						$1,344.00						$1.67


			O11						Emergency Room												71						$6,576																		1,049.0			Cases						$93.22						$8.15


			O12						Surgery												- 0						$0																		- 0			Cases						0.00						0.00


			O13						Radiology General												3						$413																		46.9			Cases						130.73						0.51


			O14						Radiology - CT/MRI/PET												3						$528																		47.5			Cases						165.19						0.65


			O15						Pathology/Lab												2						$362																		31.0			Cases						173.67						0.45


			O16						Drugs												3						$8,677																		48.0			Cases						2,685.75						10.74


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												1						$74																		15.1			Cases						72.63						0.09


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												8						$407																		126.1			Cases						48.00						0.50


			O51						Preventive												2						$11																		31.0			Cases						5.45						0.01


									Subtotal												95						$18,391																		1,409.5			Cases						$193.86						$22.77





						Physician


			P11						Inpatient Surgery 												- 0						$0																		- 0			Proced.						$0.00						$0.00


			P13						Inpatient Anesthesia												- 0						$0																		- 0			Proced.						0.00						0.00


			P14						Outpatient Surgery												- 0						$0																		- 0			Proced.						0.00						0.00


			P15						Office Surgery												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P16						Outpatient Anesthesia												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												11						$946									0									157.6			Proced.			0			89.27						1.17


			P32						Office/Home Visits												147						$8,545									0									2,192.2			Proced.			0			57.96						10.59


			P32c						Physician Capitations												807						$390									0									12,000.0			Proced.			0			0.48						0.48


			P33						Urgent Care Visits												16						$779									0									233.3			Proced.			1			49.65						0.97


			P34						Office Administered Drugs												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P35						Allergy Testing												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												10						$2,024									0									141.5			Proced.			0			212.75						2.51


			P40						Preventive Other												68						$1,051									0									1,013.7			Proced.			0			15.42						1.30


			P41						Preventive Immunizations												558						$5,100									0									8,298.4			Proced.			0			9.14						6.32


			P42						Preventive Well Baby Exams												215						$12,857									0									3,198.4			Proced.			0			59.77						15.93


			P43						Preventive Physical Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P44						Vision Exams												2						$197									0									31.5			Proced.			0			92.78						0.24


			P44c						Vision Capitations												807						$77									0									12,000.0			Proced.			0			0.10						0.10


			P45						Hearing and Speech Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P51						ER Visits and Observation Care												55						$3,765									1									815.2			Proced.			1			68.67						4.66


			P53						Physical Therapy												7						$501									1									98.5			Proced.			1			75.58						0.62


			P54						Cardiovascular												29						$3,177									1									435.6			Proced.			1			108.45						3.94


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P56						Radiology OP - General												19						$251									1									278.8			Proced.			1			13.39						0.31


			P56c						Radiology Capitations												807						$34									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												5						$291									1									77.5			Proced.			1			55.95						0.36


			P58						Radiology Office - General												7						$521									1									105.7			Proced.			1			73.28						0.65


			P59						Radiology Office - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61						Pathology/Lab - Inpatient & Outpatient												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												12						$96									1									176.5			Proced.			1			8.08						0.12


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												807						$2,302									1									12,000.0			Proced.			1			2.85						2.85


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												4,388						$42,903									1									65,254.4			Proced.			1			$9.78			$1.00			$53.16


																																				1


						Other																														1															1


			P81						Prescription Drugs												194						$2,586									1									2,884.8			Scripts			1			$13.33						$3.20


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P84						DME/Supplies												13						$686									1									199.4			Proced.			1			51.16						0.85


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												7						$7,715									1									107.4			Proced.			1			1,068.10						9.56


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												- 0						$0									1									- 0			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												21						$10,987									1									3,191.6			Proced.			1			$51.17			$1.00			$13.61





			CAP			Capitation - Non Specific															- 0						$963									1															1									$1.19





			REB			Rx Rebates																					($100)									1															1									-$0.12





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$85,399									1															1						$1.00			$105.79
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Check-Up 7


			Exhibit 27


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Child - 01 - 02


			North


			All Years


																																																									Member Months			5,011





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						10						24						$28,189						24.9						2.30						57.3			Days						$1,178.93						$5.63


			I12						Surgical						1						4						$2,836						2.4						4.00						9.6			Days						$709.00						0.57


			I13						Psychiatric						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						11						28						$31,025						27.3						2.45						66.9			Days						$1,112.11						$6.20





						Hospital Outpatient


			O10						Observation												6						$4,837																		14.9			Cases						$776.75						$0.96


			O11						Emergency Room												259						$21,676																		619.6			Cases						$83.78						$4.33


			O12						Surgery												30						$28,758																		73.0			Cases						943.84						5.74


			O13						Radiology General												17						$541																		40.2			Cases						32.23						0.11


			O14						Radiology - CT/MRI/PET												2						$375																		5.3			Cases						169.10						0.07


			O15						Pathology/Lab												11						$199																		27.5			Cases						17.33						0.04


			O16						Drugs												- 0						$0																		- 0			Cases						0.00						0.00


			O17						Cardiovascular												- 0						$0																		- 0			Cases						0.00						0.00


			O18						Physical Therapy												- 0						$0																		- 0			Cases						0.00						0.00


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												17						$1,127																		40.6			Cases						66.49						0.22


			O51						Preventive												9						$107																		22.3			Cases						11.45						0.02


									Subtotal												352						$57,621																		843.4			Cases						$163.48						$11.49





						Physician


			P11						Inpatient Surgery 												1						$272																		2.4			Proced.						$268.71						$0.05


			P13						Inpatient Anesthesia												3						$386																		7.2			Proced.						127.73						0.08


			P14						Outpatient Surgery												35						$8,601																		84.3			Proced.						244.22						1.72


			P15						Office Surgery												12						$875									1									29.7			Proced.			0			70.45						0.17


			P16						Outpatient Anesthesia												31						$5,664									0									74.9			Proced.			0			181.16						1.13


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												33						$3,741									0									78.7			Proced.			0			113.82						0.75


			P32						Office/Home Visits												730						$38,394									0									1,749.3			Proced.			0			52.56						7.66


			P32c						Physician Capitations												5,011						$9,835									0									12,000.0			Proced.			0			1.96						1.96


			P33						Urgent Care Visits												95						$5,103									0									228.2			Proced.			1			53.56						1.02


			P34						Office Administered Drugs												11						$1,495									0									27.5			Proced.			0			130.41						0.30


			P35						Allergy Testing												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P36						Allergy Immunotherapy												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P37						Miscellaneous Medical												38						$497									0									91.4			Proced.			0			13.03						0.10


			P40						Preventive Other												758						$16,319									0									1,815.7			Proced.			0			21.52						3.26


			P41						Preventive Immunizations												1,100						$8,863									0									2,633.5			Proced.			0			8.06						1.77


			P42						Preventive Well Baby Exams												322						$20,159									0									771.3			Proced.			0			62.59						4.02


			P43						Preventive Physical Exams												205						$12,394									0									490.6			Proced.			0			60.50						2.47


			P44						Vision Exams												12						$779									0									29.6			Proced.			0			62.96						0.16


			P44c						Vision Capitations												5,011						$366									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												47						$3,629									0									113.5			Proced.			0			76.61						0.72


			P51						ER Visits and Observation Care												203						$13,531									1									487.1			Proced.			1			66.53						2.70


			P53						Physical Therapy												172						$11,329									1									412.1			Proced.			1			65.84						2.26


			P54						Cardiovascular												21						$2,213									1									49.1			Proced.			1			107.94						0.44


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												2						$37									1									5.0			Proced.			1			17.52						0.01


			P56						Radiology OP - General												86						$1,121									1									206.8			Proced.			1			12.98						0.22


			P56c						Radiology Capitations												5,011						$188									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												10						$669									1									22.8			Proced.			1			70.21						0.13


			P58						Radiology Office - General												17						$622									1									39.9			Proced.			1			37.36						0.12


			P59						Radiology Office - CT/MRI/PET												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P61						Pathology/Lab - Inpatient & Outpatient												6						$273									1									14.9			Proced.			1			43.85						0.05


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												133						$2,146									1									318.6			Proced.			1			16.13						0.43


			P65						Chiropractor												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P66c						Behavioral Health Capitations												5,011						$15,078									1									12,000.0			Proced.			1			3.01						3.01


			P67						Outpatient Alcohol & Drug Abuse												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												24,130						$184,578									1									57,784.1			Proced.			1			$7.65			$1.00			$36.82


																																				1


						Other																														1															1


			P81						Prescription Drugs												1,282						$57,970									1									3,070.1			Scripts			1			$45.22						$11.57


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												11						$5,071									1									25.2			Proced.			1			481.70						1.01


			P84						DME/Supplies												61						$3,000									1									145.8			Proced.			1			49.27						0.60


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												2						$80									1									4.8			Proced.			1			40.03						0.02


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												2						$102									1									5.3			Proced.			0			46.00						0.02


			P99c						Non-Standard Benefits - Dental												888						$67,588									1									2,126.6			Proced.			1			76.11						13.49


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												13						$0									1									30.0			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												976						$133,812									1									5,407.8			Proced.			1			$59.27			$1.00			$26.71





			CAP			Capitation - Non Specific															- 0						$4,128									1															1									$0.82





			REB			Rx Rebates																					($2,239)									1															1									-$0.45





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$408,924									1															1						$1.00			$81.60
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Check-Up 8


			Exhibit 28


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Child - 03 - 14


			North


			All Years


																																																									Member Months			64,243





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						29						74						$104,894						5.5						2.51						13.8			Days						$1,423.93						$1.64


			I12						Surgical						12						50						$95,275						2.2						4.27						9.4			Days						$1,894.28						1.48


			I13						Psychiatric						21						96						$61,568						3.8						4.71						17.9			Days						$643.97						0.96


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						62						220						$261,736						11.5						3.57						41.1			Days						$1,191.24						$4.08





						Hospital Outpatient


			O10						Observation												16						$13,945																		3.0			Cases						$881.59						$0.22


			O11						Emergency Room												1,513						$161,505																		282.6			Cases						$106.74						$2.51


			O12						Surgery												168						$169,565																		31.3			Cases						1,010.92						2.64


			O13						Radiology General												132						$6,400																		24.7			Cases						48.44						0.10


			O14						Radiology - CT/MRI/PET												40						$13,753																		7.4			Cases						347.76						0.21


			O15						Pathology/Lab												104						$3,851																		19.4			Cases						37.03						0.06


			O16						Drugs												26						$633																		4.8			Cases						24.47						0.01


			O17						Cardiovascular												2						$257																		0.4			Cases						112.00						0.00


			O18						Physical Therapy												6						$891																		1.2			Cases						141.61						0.01


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												95						$13,086																		17.7			Cases						138.23						0.20


			O51						Preventive												51						$346																		9.6			Cases						6.76						0.01


									Subtotal												2,153						$384,232																		402.1			Cases						$178.16						$5.97





						Physician


			P11						Inpatient Surgery 												32						$16,227																		6.0			Proced.						$509.13						$0.25


			P13						Inpatient Anesthesia												31						$5,109																		5.9			Proced.						162.85						0.08


			P14						Outpatient Surgery												260						$78,189																		48.6			Proced.						300.72						1.22


			P15						Office Surgery												417						$24,857									1									77.9			Proced.			0			59.61						0.39


			P16						Outpatient Anesthesia												181						$44,893									0									33.8			Proced.			0			248.27						0.70


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												225						$24,764									0									42.1			Proced.			0			109.98						0.39


			P32						Office/Home Visits												6,082						$338,579									0									1,136.0			Proced.			0			55.67						5.27


			P32c						Physician Capitations												64,243						$131,643									0									12,000.0			Proced.			0			2.05						2.05


			P33						Urgent Care Visits												773						$39,200									0									144.4			Proced.			1			50.72						0.61


			P34						Office Administered Drugs												140						$20,270									0									26.2			Proced.			0			144.73						0.32


			P35						Allergy Testing												35						$5,951									0									6.6			Proced.			0			167.94						0.09


			P36						Allergy Immunotherapy												403						$11,298									0									75.2			Proced.			0			28.05						0.18


			P37						Miscellaneous Medical												685						$82,656									0									128.0			Proced.			0			120.60						1.29


			P40						Preventive Other												3,383						$50,783									0									631.9			Proced.			0			15.01						0.79


			P41						Preventive Immunizations												4,776						$35,278									0									892.1			Proced.			0			7.39						0.55


			P42						Preventive Well Baby Exams												3						$197									0									0.6			Proced.			0			63.49						0.00


			P43						Preventive Physical Exams												2,774						$160,553									0									518.2			Proced.			0			57.87						2.50


			P44						Vision Exams												961						$43,583									0									179.6			Proced.			0			45.33						0.68


			P44c						Vision Capitations												64,243						$3,908									0									12,000.0			Proced.			0			0.06						0.06


			P45						Hearing and Speech Exams												220						$8,001									0									41.0			Proced.			0			36.45						0.12


			P51						ER Visits and Observation Care												1,105						$69,394									1									206.3			Proced.			1			62.82						1.08


			P53						Physical Therapy												2,187						$123,804									1									408.6			Proced.			1			56.60						1.93


			P54						Cardiovascular												419						$30,599									1									78.2			Proced.			1			73.09						0.48


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												43						$2,077									1									7.9			Proced.			1			48.81						0.03


			P56						Radiology OP - General												699						$9,830									1									130.5			Proced.			1			14.07						0.15


			P56c						Radiology Capitations												64,243						$1,959									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												114						$8,414									1									21.4			Proced.			1			73.49						0.13


			P58						Radiology Office - General												429						$15,219									1									80.1			Proced.			1			35.49						0.24


			P59						Radiology Office - CT/MRI/PET												32						$10,670									1									6.0			Proced.			1			333.85						0.17


			P61						Pathology/Lab - Inpatient & Outpatient												57						$4,166									1									10.7			Proced.			1			73.05						0.07


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												1,926						$17,968									1									359.8			Proced.			1			9.33						0.28


			P65						Chiropractor												71						$1,127									1									13.2			Proced.			1			15.92						0.02


			P66						Outpatient Psychiatric												1,228						$100,637									1									229.5			Proced.			1			81.93						1.57


			P66c						Behavioral Health Capitations												64,243						$200,959									1									12,000.0			Proced.			1			3.13						3.13


			P67						Outpatient Alcohol & Drug Abuse												6						$383									1									1.2			Proced.			1			59.99						0.01


									Subtotal												286,671						$1,723,145									1									53,547.5			Proced.			1			$6.02			$1.00			$26.86


																																				1


						Other																														1															1


			P81						Prescription Drugs												13,421						$589,535									1									2,506.9			Scripts			1			$43.93						$9.18


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												89						$16,395									1									16.7			Proced.			1			183.65						0.26


			P84						DME/Supplies												598						$44,017									1									111.6			Proced.			1			73.65						0.68


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												1						$4,408									1									0.2			Proced.			1			4,350.00						0.07


			P89						Glasses/Contacts												1,274						$50,822									1									238.0			Proced.			1			39.89						0.79


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												9						$2,640									1									1.8			Proced.			0			280.48						0.04


			P99c						Non-Standard Benefits - Dental												37,580						$1,505,211									1									7,019.7			Proced.			1			40.05						23.43


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												3						$36									1									0.6			Proced.			4			11.48						0.00


			P99g						Non-Standard Benefits - Unclassified												90						$449									1									16.7			Proced.			5			5.01						0.01


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												39,645						$2,213,514									1									9,912.2			Proced.			1			$41.72			$1.00			$34.46





			CAP			Capitation - Non Specific															- 0						$37,677									1															1									$0.59





			REB			Rx Rebates																					($22,770)									1															1									-$0.35





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$4,597,533									1															1						$1.00			$71.60
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Check-Up 9


			Exhibit 29


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Female - 15 - 18


			North


			All Years


																																																									Member Months			8,937





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						5						13						$20,040						6.7						2.61						17.5			Days						$1,539.50						$2.25


			I12						Surgical						8						48						$65,095						10.9						5.89						64.2			Days						$1,362.32						7.29


			I13						Psychiatric						9						49						$30,649						11.5						5.72						65.8			Days						$625.62						3.43


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						8						16						$17,734						11.0						1.92						21.1			Days						$1,126.55						1.98


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						1						3						$4,312						1.4						2.93						4.1			Days						$1,429.00						0.49


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						31						129						$137,829						41.5						4.16						172.7			Days						$1,072.84						$15.44





						Hospital Outpatient


			O10						Observation												1						$506																		1.4			Cases						$499.50						$0.06


			O11						Emergency Room												306						$47,056																		411.2			Cases						$153.68						$5.27


			O12						Surgery												31						$24,026																		41.2			Cases						783.94						2.69


			O13						Radiology General												55						$5,107																		73.9			Cases						92.75						0.57


			O14						Radiology - CT/MRI/PET												18						$7,229																		23.7			Cases						409.47						0.81


			O15						Pathology/Lab												34						$712																		45.3			Cases						21.09						0.08


			O16						Drugs												6						$180																		8.3			Cases						29.16						0.02


			O17						Cardiovascular												1						$240																		1.4			Cases						233.93						0.03


			O18						Physical Therapy												6						$906																		8.3			Cases						147.43						0.10


			O31						Psychiatric												1						$117																		1.4			Cases						114.15						0.01


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												25						$4,928																		33.6			Cases						197.21						0.55


			O51						Preventive												21						$452																		27.6			Cases						22.02						0.05


									Subtotal												504						$91,459																		677.3			Cases						$181.43						$10.24





						Physician


			P11						Inpatient Surgery 												29						$14,325																		39.3			Proced.						$489.31						$1.60


			P13						Inpatient Anesthesia												10						$2,357																		13.8			Proced.						229.78						0.26


			P14						Outpatient Surgery												58						$23,791																		77.9			Proced.						409.99						2.66


			P15						Office Surgery												125						$5,577									1									168.2			Proced.			0			44.51						0.62


			P16						Outpatient Anesthesia												29						$7,730									0									38.6			Proced.			0			268.60						0.86


			P21						Maternity												19						$20,097									0									25.7			Proced.			0			1,048.22						2.24


			P31						Inpatient Visits 												84						$10,357									0									113.2			Proced.			0			122.85						1.16


			P32						Office/Home Visits												1,150						$67,527									0									1,543.8			Proced.			0			58.73						7.56


			P32c						Physician Capitations												8,937						$19,631									0									12,000.0			Proced.			0			2.20						2.20


			P33						Urgent Care Visits												144						$7,073									0									193.2			Proced.			1			49.14						0.79


			P34						Office Administered Drugs												37						$442									0									50.3			Proced.			0			11.80						0.05


			P35						Allergy Testing												5						$977									0									6.9			Proced.			0			190.01						0.11


			P36						Allergy Immunotherapy												54						$1,895									0									72.9			Proced.			0			34.92						0.21


			P37						Miscellaneous Medical												124						$23,799									0									166.1			Proced.			0			192.34						2.66


			P40						Preventive Other												241						$4,353									0									323.6			Proced.			0			18.06						0.49


			P41						Preventive Immunizations												425						$3,017									0									570.4			Proced.			0			7.10						0.34


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												208						$11,854									0									279.2			Proced.			0			57.00						1.33


			P44						Vision Exams												213						$9,510									0									286.5			Proced.			0			44.57						1.06


			P44c						Vision Capitations												8,937						$601									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												15						$598									0									20.8			Proced.			0			38.65						0.07


			P51						ER Visits and Observation Care												239						$17,946									1									321.1			Proced.			1			75.05						2.01


			P53						Physical Therapy												1,382						$53,963									1									1,856.3			Proced.			1			39.03						6.04


			P54						Cardiovascular												118						$5,878									1									158.1			Proced.			1			49.93						0.66


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												34						$441									1									46.1			Proced.			1			12.86						0.05


			P56						Radiology OP - General												198						$3,972									1									265.7			Proced.			1			20.07						0.44


			P56c						Radiology Capitations												8,937						$272									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												57						$4,009									1									76.7			Proced.			1			70.18						0.45


			P58						Radiology Office - General												131						$8,922									1									176.0			Proced.			1			68.05						1.00


			P59						Radiology Office - CT/MRI/PET												26						$12,740									1									34.4			Proced.			1			497.73						1.43


			P61						Pathology/Lab - Inpatient & Outpatient												15						$1,297									1									20.5			Proced.			1			84.92						0.15


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												612						$8,078									1									821.6			Proced.			1			13.20						0.90


			P65						Chiropractor												83						$1,249									1									111.7			Proced.			1			15.01						0.14


			P66						Outpatient Psychiatric												487						$40,474									1									654.2			Proced.			1			83.07						4.53


			P66c						Behavioral Health Capitations												8,937						$28,119									1									12,000.0			Proced.			1			3.15						3.15


			P67						Outpatient Alcohol & Drug Abuse												47						$4,274									1									63.4			Proced.			1			90.49						0.48


									Subtotal												42,150						$427,142									1									56,596.2			Proced.			1			$10.13			$1.00			$47.80


																																				1


						Other																														1															1


			P81						Prescription Drugs												3,514						$169,224									1									4,718.4			Scripts			1			$48.16						$18.94


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												51						$6,349									1									69.1			Proced.			1			123.37						0.71


			P84						DME/Supplies												226						$12,017									1									303.4			Proced.			1			53.19						1.34


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												292						$11,585									1									392.0			Proced.			1			39.68						1.30


			P99a						Non-Standard Benefits - General												1						$0									1									1.5			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												3,995						$196,937									1									5,363.9			Proced.			1			49.30						22.04


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												5						$0									1									7.2			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												4,571						$396,112									1									10,855.5			Proced.			1			$49.00			$1.00			$44.33





			CAP			Capitation - Non Specific															- 0						$9,685									1															1									$1.08





			REB			Rx Rebates																					($6,536)									1															1									-$0.73





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$1,055,690									1															1						$1.00			$118.16
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Check-Up 10


			Exhibit 30


			Nevada Medicaid Cost Model Summary


			All Plans


			Check-Up


			Male - 15 - 18


			North


			All Years


																																																									Member Months			8,639





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						6						14						$12,884						7.7						2.51						19.3			Days						$925.38						$1.49


			I12						Surgical						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I13						Psychiatric						5						33						$18,862						7.2						6.29						45.3			Days						$578.01						2.18


			I14						Alcohol & Abuse						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						- 0						- 0						$0						- 0						0.00						- 0			Days						0.00						0.00


									Subtotal						11						47						$31,746						14.9						4.34						64.6			Days						$681.73						$3.67





						Hospital Outpatient


			O10						Observation												3						$1,460																		4.2			Cases						$485.42						$0.17


			O11						Emergency Room												182						$31,931																		252.4			Cases						$175.74						$3.70


			O12						Surgery												22						$30,210																		30.3			Cases						1,384.41						3.50


			O13						Radiology General												27						$1,322																		37.4			Cases						49.07						0.15


			O14						Radiology - CT/MRI/PET												7						$2,520																		10.0			Cases						348.84						0.29


			O15						Pathology/Lab												16						$408																		22.6			Cases						25.02						0.05


			O16						Drugs												2						$102																		2.8			Cases						50.96						0.01


			O17						Cardiovascular												3						$469																		4.2			Cases						156.10						0.05


			O18						Physical Therapy												8						$1,539																		11.6			Cases						184.48						0.18


			O31						Psychiatric												- 0						$0																		- 0			Cases						0.00						0.00


			O32						Alcohol & Drug Abuse												- 0						$0																		- 0			Cases						0.00						0.00


			O41						Other												5						$244																		7.1			Cases						47.92						0.03


			O51						Preventive												6						$37																		8.5			Cases						5.93						0.00


									Subtotal												282						$70,241																		391.1			Cases						$249.45						$8.13





						Physician


			P11						Inpatient Surgery 												2						$611																		2.8			Proced.						$303.46						$0.07


			P13						Inpatient Anesthesia												5						$614																		7.0			Proced.						121.93						0.07


			P14						Outpatient Surgery												75						$23,762																		103.6			Proced.						318.57						2.75


			P15						Office Surgery												109						$4,691									1									152.0			Proced.			0			42.88						0.54


			P16						Outpatient Anesthesia												21						$4,194									0									28.9			Proced.			0			201.34						0.48


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												29						$3,512									0									40.5			Proced.			0			120.52						0.41


			P32						Office/Home Visits												734						$42,522									0									1,019.2			Proced.			0			57.95						4.92


			P32c						Physician Capitations												8,639						$17,511									0									12,000.0			Proced.			0			2.03						2.03


			P33						Urgent Care Visits												75						$3,761									0									104.9			Proced.			1			49.82						0.44


			P34						Office Administered Drugs												86						$49,209									0									119.6			Proced.			0			571.45						5.70


			P35						Allergy Testing												6						$1,184									0									8.4			Proced.			0			196.70						0.14


			P36						Allergy Immunotherapy												43						$1,001									0									59.8			Proced.			0			23.24						0.12


			P37						Miscellaneous Medical												124						$28,826									0									171.9			Proced.			0			232.87						3.34


			P40						Preventive Other												167						$1,181									0									232.6			Proced.			0			7.05						0.14


			P41						Preventive Immunizations												496						$3,554									0									688.4			Proced.			0			7.17						0.41


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												220						$13,689									0									305.1			Proced.			0			62.32						1.58


			P44						Vision Exams												164						$7,100									0									228.0			Proced.			0			43.25						0.82


			P44c						Vision Capitations												8,639						$574									0									12,000.0			Proced.			0			0.07						0.07


			P45						Hearing and Speech Exams												7						$229									0									10.2			Proced.			0			31.05						0.03


			P51						ER Visits and Observation Care												155						$11,206									1									215.7			Proced.			1			72.17						1.30


			P53						Physical Therapy												470						$17,680									1									652.2			Proced.			1			37.66						2.05


			P54						Cardiovascular												58						$3,119									1									80.5			Proced.			1			53.81						0.36


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												1						$35									1									1.4			Proced.			1			34.75						0.00


			P56						Radiology OP - General												127						$1,547									1									176.6			Proced.			1			12.16						0.18


			P56c						Radiology Capitations												8,639						$266									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												36						$2,219									1									50.1			Proced.			1			61.52						0.26


			P58						Radiology Office - General												66						$2,131									1									91.9			Proced.			1			32.22						0.25


			P59						Radiology Office - CT/MRI/PET												17						$7,651									1									22.9			Proced.			1			463.50						0.88


			P61						Pathology/Lab - Inpatient & Outpatient												7						$389									1									10.1			Proced.			1			53.77						0.05


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												310						$6,186									1									431.1			Proced.			1			19.93						0.72


			P65						Chiropractor												38						$615									1									53.1			Proced.			1			16.09						0.07


			P66						Outpatient Psychiatric												173						$15,035									1									240.9			Proced.			1			86.71						1.74


			P66c						Behavioral Health Capitations												8,639						$27,099									1									12,000.0			Proced.			1			3.14						3.14


			P67						Outpatient Alcohol & Drug Abuse												17						$1,232									1									23.0			Proced.			1			74.43						0.14


									Subtotal												38,395						$304,138									1									53,332.4			Proced.			1			$7.93			$1.00			$35.23


																																				1


						Other																														1															1


			P81						Prescription Drugs												2,332						$282,509									1									3,239.3			Scripts			1			$121.14						$32.70


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P83						Ambulance												43						$5,719									1									59.5			Proced.			1			133.53						0.66


			P84						DME/Supplies												139						$13,135									1									192.9			Proced.			1			94.60						1.52


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P89						Glasses/Contacts												224						$8,899									1									311.2			Proced.			1			39.72						1.03


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												- 0						$0									1									- 0			Proced.			0			0.00						0.00


			P99c						Non-Standard Benefits - Dental												3,539						$176,057									1									4,916.5			Proced.			1			49.74						20.38


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												- 0						$0									1									- 0			Proced.			4			0.00						0.00


			P99g						Non-Standard Benefits - Unclassified												2						$0									1									2.8			Proced.			5			0.00						0.00


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												3,947						$486,320									1									8,722.2			Proced.			1			$77.44			$1.00			$56.29





			CAP			Capitation - Non Specific															- 0						$9,139									1															1									$1.06





			REB			Rx Rebates																					($10,912)									1															1									-$1.26





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$890,673									1															1						$1.00			$103.11
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Exp 1


			Exhibit 31


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Female - 19 - 34


			South


			All Years


																																																									Member Months			339,189





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,031						4,391						$5,596,312						36.5						4.25						155.3			Days						$1,274.58						$16.50


			I12						Surgical						261						1,418						$1,684,280						9.2						5.46						50.2			Days						$1,187.38						4.97


			I13						Psychiatric						401						2,582						$1,657,740						14.2						6.43						91.3			Days						$642.09						4.89


			I14						Alcohol & Abuse						48						183						$129,988						1.7						3.82						6.5			Days						$709.42						0.38


			I21						Mat Norm Delivery						301						575						$640,466						10.7						1.91						20.4			Days						$1,113.33						1.89


			I22						Mat Csect Delivery						147						465						$524,331						5.2						3.17						16.5			Days						$1,127.35						1.55


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						1						11						$16,413						- 0						0.00						0.4			Days						$1,487.00						0.05


			I25						Maternity Non-Delivery						106						338						$403,210						3.8						3.13						11.9			Days						$1,194.43						1.18


			I31						SNF						17						299						$116,370						0.6						17.97						10.6			Days						389.61						0.34


									Subtotal						2,313						10,262						$10,769,110						81.9						4.43						363.1			Days						$1,049.30						$31.75





						Hospital Outpatient


			O10						Observation												979						$905,129																		34.6			Cases						$924.73						$2.67


			O11						Emergency Room												23,285						$5,024,036																		823.8			Cases						$215.77						$14.81


			O12						Surgery												1,659						$1,585,595																		58.7			Cases						955.67						4.67


			O13						Radiology General												465						$23,519																		16.4			Cases						50.62						0.07


			O14						Radiology - CT/MRI/PET												71						$34,658																		2.5			Cases						490.38						0.10


			O15						Pathology/Lab												1,164						$20,860																		41.2			Cases						17.92						0.06


			O16						Drugs												530						$39,466																		18.7			Cases						74.53						0.12


			O17						Cardiovascular												153						$22,635																		5.4			Cases						147.59						0.07


			O18						Physical Therapy												155						$26,058																		5.5			Cases						168.17						0.08


			O31						Psychiatric												271						$58,082																		9.6			Cases						214.43						0.17


			O32						Alcohol & Drug Abuse												413						$86,210																		14.6			Cases						208.67						0.25


			O41						Other												4,780						$382,835																		169.1			Cases						80.09						1.13


			O51						Preventive												218						$47,173																		7.7			Cases						215.91						0.14


									Subtotal												34,143						$8,256,257																		1,207.8			Cases						$241.83						$24.34





						Physician


			P11						Inpatient Surgery 												1,112						$361,542																		39.3			Proced.						$325.05						$1.06


			P13						Inpatient Anesthesia												648						$116,739																		22.9			Proced.						180.07						0.34


			P14						Outpatient Surgery												3,469						$809,842																		122.7			Proced.						233.46						2.39


			P15						Office Surgery												4,591						$402,682									1									162.4			Proced.			0			87.71						1.19


			P16						Outpatient Anesthesia												1,432						$261,180									0									50.7			Proced.			0			182.34						0.77


			P21						Maternity												1,926						$1,058,688									0									68.1			Proced.			0			549.81						3.12


			P31						Inpatient Visits 												14,080						$1,042,127									0									498.1			Proced.			0			74.01						3.07


			P32						Office/Home Visits												65,316						$3,847,088									0									2,310.8			Proced.			0			58.90						11.34


			P32c						Physician Capitations												339,189						$3,887,210									0									12,000.0			Proced.			0			11.46						11.46


			P33						Urgent Care Visits												14,331						$743,530									0									507.0			Proced.			1			51.88						2.19


			P34						Office Administered Drugs												10,729						$650,196									0									379.6			Proced.			0			60.60						1.92


			P35						Allergy Testing												362						$94,607									0									12.8			Proced.			0			261.14						0.28


			P36						Allergy Immunotherapy												816						$37,101									0									28.9			Proced.			0			45.49						0.11


			P37						Miscellaneous Medical												16,326						$610,851									0									577.6			Proced.			0			37.41						1.80


			P40						Preventive Other												24,794						$757,472									0									877.2			Proced.			0			30.55						2.23


			P41						Preventive Immunizations												5,158						$126,573									0									182.5			Proced.			0			24.54						0.37


			P42						Preventive Well Baby Exams												4						$252									0									0.1			Proced.			0			62.32						0.00


			P43						Preventive Physical Exams												6,425						$399,234									0									227.3			Proced.			0			62.14						1.18


			P44						Vision Exams												4,698						$206,645									0									166.2			Proced.			0			43.98						0.61


			P44c						Vision Capitations												339,189						$32,513									0									12,000.0			Proced.			0			0.10						0.10


			P45						Hearing and Speech Exams												872						$15,427									0									30.9			Proced.			0			17.69						0.05


			P51						ER Visits and Observation Care												25,127						$2,293,517									1									888.9			Proced.			1			91.28						6.76


			P53						Physical Therapy												12,364						$342,138									1									437.4			Proced.			1			27.67						1.01


			P54						Cardiovascular												7,363						$236,259									1									260.5			Proced.			1			32.09						0.70


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												4,001						$151,290									1									141.6			Proced.			1			37.81						0.45


			P56						Radiology OP - General												15,592						$372,365									1									551.6			Proced.			1			23.88						1.10


			P56c						Radiology Capitations												339,189						$836,358									1									12,000.0			Proced.			1			2.47						2.47


			P57						Radiology OP - CT/MRI/PET												5,038						$381,653									1									178.2			Proced.			1			75.76						1.13


			P58						Radiology Office - General												20,663						$1,684,907									1									731.0			Proced.			1			81.54						4.97


			P59						Radiology Office - CT/MRI/PET												1,511						$532,805									1									53.5			Proced.			1			352.66						1.57


			P61						Pathology/Lab - Inpatient & Outpatient												1,496						$130,641									1									52.9			Proced.			1			87.32						0.38


			P61c						Lab Capitations												339,189						$403,393									1									12,000.0			Proced.			1			1.19						1.19


			P63						Pathology/Lab - Office												117,303						$1,344,146									1									4,150.0			Proced.			1			11.46						3.96


			P65						Chiropractor												15						$271									1									0.5			Proced.			1			18.47						0.00


			P66						Outpatient Psychiatric												10,911						$957,604									1									386.0			Proced.			1			87.76						2.82


			P66c						Behavioral Health Capitations												339,189						$89,564									1									12,000.0			Proced.			1			0.26						0.26


			P67						Outpatient Alcohol & Drug Abuse												5,331						$280,813									1									188.6			Proced.			1			52.67						0.83


									Subtotal												2,099,749						$25,499,221									1									74,285.8			Proced.			1			$12.14			$1.00			$75.18


																																				1


						Other																														1															1


			P81						Prescription Drugs												275,348						$9,910,866									1									9,741.4			Scripts			1			$35.99						$29.22


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												3						$97,850									1									0.1			Scripts			1			$32,614.84						0.27


			P82						Private Duty Nursing/Home Health												1,234						$137,183									1									43.7			Proced.			1			111.14						0.40


			P83						Ambulance												8,582						$1,159,125									1									303.6			Proced.			1			135.06						3.42


			P84						DME/Supplies												4,459						$267,127									1									157.7			Proced.			1			59.91						0.79


			P84c						DME/Supplies Capitations												339,189						$427,499									1									12,000.0			Proced.			1			1.26						1.26


			P85						Prosthetics												27						$37,953									1									0.9			Proced.			1			1,428.48						0.11


			P89						Glasses/Contacts												6,698						$264,893									1									237.0			Proced.			1			39.55						0.78


			P99a						Non-Standard Benefits - General												125						$0									1									4.4			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												78						$15,824									1									2.8			Proced.			0			203.21						0.05


			P99c						Non-Standard Benefits - Dental												17,740						$1,391,885									1									627.6			Proced.			1			78.46						4.10


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												286						$26,058									1									10.1			Proced.			4			91.25						0.08


			P99g						Non-Standard Benefits - Unclassified												738						$51,537									1									26.1			Proced.			5			69.79						0.15


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												379,155						$13,787,801									1									23,155.4			Proced.			1			$21.06			$1.00			$40.63





			CAP			Capitation - Non Specific															- 0						$4,869,755									1															1									$14.36





			REB			Rx Rebates																					($382,796)									1															1									-$1.13





			REIN			Reinsurance																					($144,782)																																	(0.43)





						Total Medical Cost																					$62,654,565									1															1						$1.00			$184.70
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Exp 2


			Exhibit 32


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Male - 19 - 34


			South


			All Years


																																																									Member Months			297,916





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						1,040						4,418						$5,546,230						41.9						4.25						178.0			Days						$1,255.26						$18.62


			I12						Surgical						296						2,461						$3,406,977						11.9						8.33						99.1			Days						$1,384.30						11.43


			I13						Psychiatric						876						5,538						$3,520,276						35.3						6.32						223.1			Days						$635.66						11.82


			I14						Alcohol & Abuse						77						285						$261,518						3.1						3.71						11.5			Days						$917.86						0.88


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						36						652						$335,434						1.5						18.14						26.3			Days						514.64						1.13


									Subtotal						2,325						13,354						$13,070,435						93.6						5.74						538.0			Days						$978.74						$43.88





						Hospital Outpatient


			O10						Observation												935						$893,134																		37.7			Cases						$955.40						$3.00


			O11						Emergency Room												15,332						$3,215,148																		617.6			Cases						$209.70						$10.79


			O12						Surgery												991						$971,692																		39.9			Cases						980.38						3.26


			O13						Radiology General												288						$10,826																		11.6			Cases						37.55						0.04


			O14						Radiology - CT/MRI/PET												54						$21,305																		2.2			Cases						392.08						0.07


			O15						Pathology/Lab												288						$13,072																		11.6			Cases						45.43						0.04


			O16						Drugs												350						$27,889																		14.1			Cases						79.67						0.09


			O17						Cardiovascular												88						$17,424																		3.6			Cases						196.91						0.06


			O18						Physical Therapy												149						$81,273																		6.0			Cases						545.47						0.27


			O31						Psychiatric												401						$106,618																		16.2			Cases						265.82						0.36


			O32						Alcohol & Drug Abuse												638						$147,007																		25.7			Cases						230.42						0.49


			O41						Other												3,241						$275,818																		130.5			Cases						85.11						0.93


			O51						Preventive												328						$21,610																		13.2			Cases						65.86						0.07


									Subtotal												23,084						$5,802,816																		929.9			Cases						$251.25						$19.47





						Physician


			P11						Inpatient Surgery 												1,263						$440,712																		50.9			Proced.						$348.97						$1.48


			P13						Inpatient Anesthesia												490						$121,770																		19.7			Proced.						248.49						0.41


			P14						Outpatient Surgery												3,206						$669,092																		129.1			Proced.						208.70						2.25


			P15						Office Surgery												2,403						$209,840									1									96.8			Proced.			0			87.32						0.70


			P16						Outpatient Anesthesia												889						$156,132									0									35.8			Proced.			0			175.54						0.52


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												16,834						$1,262,561									0									678.1			Proced.			0			75.00						4.24


			P32						Office/Home Visits												28,898						$1,805,732									0									1,164.0			Proced.			0			62.49						6.06


			P32c						Physician Capitations												297,916						$3,752,247									0									12,000.0			Proced.			0			12.59						12.59


			P33						Urgent Care Visits												7,925						$381,259									0									319.2			Proced.			1			48.11						1.28


			P34						Office Administered Drugs												5,229						$1,025,250									0									210.6			Proced.			0			196.07						3.44


			P35						Allergy Testing												148						$41,664									0									5.9			Proced.			0			282.37						0.14


			P36						Allergy Immunotherapy												303						$10,054									0									12.2			Proced.			0			33.23						0.03


			P37						Miscellaneous Medical												7,922						$464,504									0									319.1			Proced.			0			58.64						1.56


			P40						Preventive Other												4,074						$196,289									0									164.1			Proced.			0			48.18						0.66


			P41						Preventive Immunizations												4,074						$102,314									0									164.1			Proced.			0			25.11						0.34


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												965						$71,038									0									38.9			Proced.			0			73.62						0.24


			P44						Vision Exams												2,690						$116,906									0									108.4			Proced.			0			43.46						0.39


			P44c						Vision Capitations												297,916						$36,271									0									12,000.0			Proced.			0			0.12						0.12


			P45						Hearing and Speech Exams												536						$10,459									0									21.6			Proced.			0			19.51						0.04


			P51						ER Visits and Observation Care												17,757						$1,574,685									1									715.3			Proced.			1			88.68						5.29


			P53						Physical Therapy												9,928						$271,775									1									399.9			Proced.			1			27.37						0.91


			P54						Cardiovascular												5,717						$178,715									1									230.3			Proced.			1			31.26						0.60


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												3,933						$136,840									1									158.4			Proced.			1			34.79						0.46


			P56						Radiology OP - General												7,956						$102,583									1									320.5			Proced.			1			12.89						0.34


			P56c						Radiology Capitations												297,916						$789,416									1									12,000.0			Proced.			1			2.65						2.65


			P57						Radiology OP - CT/MRI/PET												3,656						$252,336									1									147.3			Proced.			1			69.01						0.85


			P58						Radiology Office - General												6,187						$286,078									1									249.2			Proced.			1			46.24						0.96


			P59						Radiology Office - CT/MRI/PET												1,030						$330,970									1									41.5			Proced.			1			321.41						1.11


			P61						Pathology/Lab - Inpatient & Outpatient												926						$57,522									1									37.3			Proced.			1			62.11						0.19


			P61c						Lab Capitations												297,916						$380,592									1									12,000.0			Proced.			1			1.28						1.28


			P63						Pathology/Lab - Office												38,220						$440,024									1									1,539.5			Proced.			1			11.51						1.48


			P65						Chiropractor												5						$117									1									0.2			Proced.			1			21.95						0.00


			P66						Outpatient Psychiatric												7,297						$662,632									1									293.9			Proced.			1			90.81						2.22


			P66c						Behavioral Health Capitations												297,916						$84,226									1									12,000.0			Proced.			1			0.28						0.28


			P67						Outpatient Alcohol & Drug Abuse												7,450						$387,147									1									300.1			Proced.			1			51.97						1.30


									Subtotal												1,687,491						$16,809,751									1									67,971.9			Proced.			1			$9.96			$1.00			$56.41


																																				1


						Other																														1															1


			P81						Prescription Drugs												143,604						$12,620,833									1									5,784.4			Scripts			1			$87.89						$42.37


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												15						$418,006									1									0.6			Scripts			1			$27,866.55						1.39


			P82						Private Duty Nursing/Home Health												1,810						$134,158									1									72.9			Proced.			1			74.10						0.45


			P83						Ambulance												10,039						$1,366,829									1									404.4			Proced.			1			136.15						4.59


			P84						DME/Supplies												3,106						$216,923									1									125.1			Proced.			1			69.84						0.73


			P84c						DME/Supplies Capitations												297,916						$404,942									1									12,000.0			Proced.			1			1.36						1.36


			P85						Prosthetics												77						$53,515									1									3.1			Proced.			1			697.33						0.18


			P89						Glasses/Contacts												3,730						$147,719									1									150.2			Proced.			1			39.61						0.50


			P99a						Non-Standard Benefits - General												54						$0									1									2.2			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												82						$16,669									1									3.3			Proced.			0			202.89						0.06


			P99c						Non-Standard Benefits - Dental												12,471						$1,370,719									1									502.3			Proced.			1			109.91						4.60


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												1						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												89						$9,020									1									3.6			Proced.			4			101.78						0.03


			P99g						Non-Standard Benefits - Unclassified												484						$56,692									1									19.5			Proced.			5			117.21						0.19


			P99h						Non-Standard Benefits - Non-Emergency Transportation												1						$131									1									- 0			Proced.			1			116.00						0.00


									Subtotal												329,859						$16,816,157									1									19,071.6			Proced.			1			$35.52			$1.00			$56.45





			CAP			Capitation - Non Specific															- 0						$4,620,141									1															1									$15.51





			REB			Rx Rebates																					($487,465)									1															1									-$1.64





			REIN			Reinsurance																					($487,935)																																	(1.64)





						Total Medical Cost																					$56,143,900									1															1						$1.00			$188.44
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Exp 3


			Exhibit 33


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Female - 35 - 64


			South


			All Years


																																																									Member Months			463,185





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						3,531						18,722						$22,468,120						91.5						5.30						485.0			Days						$1,200.11						$48.50


			I12						Surgical						1,421						9,269						$11,289,412						36.8						6.52						240.1			Days						$1,218.03						24.37


			I13						Psychiatric						540						4,483						$2,643,076						14.0						8.30						116.2			Days						$589.53						5.71


			I14						Alcohol & Abuse						77						314						$268,466						2.0						4.05						8.1			Days						$854.77						0.58


			I21						Mat Norm Delivery						33						65						$69,788						0.8						2.13						1.7			Days						$1,075.31						0.15


			I22						Mat Csect Delivery						31						105						$122,068						0.8						3.38						2.7			Days						$1,165.26						0.26


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						25						109						$149,189						0.7						4.00						2.8			Days						$1,372.98						0.32


			I31						SNF						250						4,837						$2,191,337						6.5						19.34						125.3			Days						453.06						4.73


									Subtotal						5,907						37,903						$39,201,457						153.1						6.41						981.9			Days						$1,034.16						$84.62





						Hospital Outpatient


			O10						Observation												3,151						$3,941,251																		81.6			Cases						$1,250.80						$8.51


			O11						Emergency Room												24,545						$5,686,052																		635.9			Cases						$231.66						$12.28


			O12						Surgery												7,145						$7,220,169																		185.1			Cases						1,010.53						15.59


			O13						Radiology General												1,529						$85,811																		39.6			Cases						56.14						0.19


			O14						Radiology - CT/MRI/PET												433						$197,244																		11.2			Cases						455.65						0.43


			O15						Pathology/Lab												1,814						$54,157																		47.0			Cases						29.86						0.12


			O16						Drugs												1,747						$303,941																		45.3			Cases						174.01						0.66


			O17						Cardiovascular												740						$81,451																		19.2			Cases						110.14						0.18


			O18						Physical Therapy												1,199						$231,029																		31.1			Cases						192.68						0.50


			O31						Psychiatric												373						$88,448																		9.7			Cases						236.86						0.19


			O32						Alcohol & Drug Abuse												304						$84,958																		7.9			Cases						279.14						0.18


			O41						Other												13,559						$1,428,918																		351.3			Cases						105.38						3.08


			O51						Preventive												1,790						$574,724																		46.4			Cases						320.99						1.24


									Subtotal												58,328						$19,978,155																		1,511.3			Cases						$342.62						$43.15





						Physician


			P11						Inpatient Surgery 												6,448						$2,279,130																		167.1			Proced.						$353.46						$4.92


			P13						Inpatient Anesthesia												1,945						$511,344																		50.4			Proced.						262.97						1.10


			P14						Outpatient Surgery												14,768						$3,696,643																		382.6			Proced.						250.31						7.98


			P15						Office Surgery												18,779						$2,099,163									1									486.5			Proced.			0			111.78						4.53


			P16						Outpatient Anesthesia												6,466						$1,044,258									0									167.5			Proced.			0			161.50						2.25


			P21						Maternity												427						$164,158									0									11.1			Proced.			0			384.02						0.36


			P31						Inpatient Visits 												58,332						$4,156,213									0									1,511.2			Proced.			0			71.25						8.97


			P32						Office/Home Visits												177,942						$11,054,770									0									4,610.1			Proced.			0			62.13						23.87


			P32c						Physician Capitations												463,185						$4,835,313									0									12,000.0			Proced.			0			10.44						10.44


			P33						Urgent Care Visits												18,518						$864,297									0									479.8			Proced.			1			46.67						1.87


			P34						Office Administered Drugs												50,168						$7,262,720									0									1,299.7			Proced.			0			144.77						15.68


			P35						Allergy Testing												738						$189,390									0									19.1			Proced.			0			256.64						0.41


			P36						Allergy Immunotherapy												2,029						$71,417									0									52.6			Proced.			0			35.21						0.15


			P37						Miscellaneous Medical												51,008						$3,277,986									0									1,321.5			Proced.			0			64.26						7.08


			P40						Preventive Other												34,799						$1,805,664									0									901.5			Proced.			0			51.89						3.90


			P41						Preventive Immunizations												6,121						$123,888									0									158.6			Proced.			0			20.24						0.27


			P42						Preventive Well Baby Exams												2						$155									0									0.1			Proced.			0			76.17						0.00


			P43						Preventive Physical Exams												7,059						$401,466									0									182.9			Proced.			0			56.88						0.87


			P44						Vision Exams												11,117						$547,262									0									288.0			Proced.			0			49.23						1.18


			P44c						Vision Capitations												463,185						$22,070									0									12,000.0			Proced.			0			0.05						0.05


			P45						Hearing and Speech Exams												3,245						$80,914									0									84.1			Proced.			0			24.94						0.17


			P51						ER Visits and Observation Care												32,854						$3,212,201									1									851.2			Proced.			1			97.77						6.94


			P53						Physical Therapy												70,894						$1,880,889									1									1,836.7			Proced.			1			26.53						4.06


			P54						Cardiovascular												33,372						$1,323,378									1									864.6			Proced.			1			39.66						2.86


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												14,836						$534,919									1									384.4			Proced.			1			36.06						1.16


			P56						Radiology OP - General												21,939						$382,561									1									568.4			Proced.			1			17.44						0.83


			P56c						Radiology Capitations												463,185						$1,238,884									1									12,000.0			Proced.			1			2.67						2.67


			P57						Radiology OP - CT/MRI/PET												9,540						$709,531									1									247.2			Proced.			1			74.37						1.53


			P58						Radiology Office - General												61,487						$5,116,723									1									1,593.0			Proced.			1			83.22						11.05


			P59						Radiology Office - CT/MRI/PET												8,011						$2,673,672									1									207.5			Proced.			1			333.74						5.77


			P61						Pathology/Lab - Inpatient & Outpatient												5,576						$544,111									1									144.5			Proced.			1			97.59						1.18


			P61c						Lab Capitations												463,185						$596,909									1									12,000.0			Proced.			1			1.29						1.29


			P63						Pathology/Lab - Office												210,673						$2,013,248									1									5,458.0			Proced.			1			9.56						4.35


			P65						Chiropractor												7						$80									1									0.2			Proced.			1			12.23						0.00


			P66						Outpatient Psychiatric												22,637						$1,987,267									1									586.5			Proced.			1			87.79						4.29


			P66c						Behavioral Health Capitations												463,185						$400,673									1									12,000.0			Proced.			1			0.87						0.87


			P67						Outpatient Alcohol & Drug Abuse												5,941						$349,323									1									153.9			Proced.			1			58.80						0.75


									Subtotal												3,283,601						$67,452,588									1									85,070.5			Proced.			1			$20.55			$1.00			$145.65


																																				1


						Other																														1															1


			P81						Prescription Drugs												1,023,891						$40,417,829									1									26,526.5			Scripts			1			$39.47						$87.25


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												120						$3,297,545									1									3.1			Scripts			1			$27,479.05						7.10


			P82						Private Duty Nursing/Home Health												11,654						$990,212									1									301.9			Proced.			1			84.97						2.14


			P83						Ambulance												17,470						$2,394,897									1									452.6			Proced.			1			137.08						5.17


			P84						DME/Supplies												19,225						$1,484,752									1									498.1			Proced.			1			77.23						3.21


			P84c						DME/Supplies Capitations												463,185						$635,310									1									12,000.0			Proced.			1			1.37						1.37


			P85						Prosthetics												176						$86,232									1									4.6			Proced.			1			489.76						0.19


			P89						Glasses/Contacts												12,349						$552,724									1									319.9			Proced.			1			44.76						1.19


			P99a						Non-Standard Benefits - General												164						$0									1									4.3			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												582						$152,460									1									15.1			Proced.			0			262.05						0.33


			P99c						Non-Standard Benefits - Dental												24,939						$3,132,739									1									646.1			Proced.			1			125.62						6.76


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												1,793						$149,679									1									46.4			Proced.			4			83.50						0.32


			P99g						Non-Standard Benefits - Unclassified												2,475						$151,847									1									64.1			Proced.			5			61.36						0.33


			P99h						Non-Standard Benefits - Non-Emergency Transportation												88						$2,448									1									2.3			Proced.			1			27.73						0.01


									Subtotal												554,100						$53,448,674									1									40,885.0			Proced.			1			$33.86			$1.00			$115.37





			CAP			Capitation - Non Specific															- 0						$9,653,493									1															1									$20.84





			REB			Rx Rebates																					($1,561,092)									1															1									-$3.37





			REIN			Reinsurance																					($1,051,127)																																	(2.27)





						Total Medical Cost																					$187,122,148									1															1						$1.00			$403.99
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Exp 4


			Exhibit 34


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Male - 35 - 64


			South


			All Years


																																																									Member Months			417,990





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						4,233						24,355						$27,922,696						121.5						5.75						699.2			Days						$1,146.48						$66.80


			I12						Surgical						1,427						12,235						$14,781,312						41.0						8.57						351.2			Days						$1,208.15						35.36


			I13						Psychiatric						1,109						8,964						$5,670,599						31.8						8.09						257.4			Days						$632.58						13.57


			I14						Alcohol & Abuse						216						1,291						$1,194,510						6.2						5.98						37.1			Days						$925.54						2.86


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						332						6,586						$2,918,413						9.5						19.86						189.1			Days						443.15						6.98


									Subtotal						7,316						53,430						$52,487,531						210.0						7.30						1,534.0			Days						$982.29						$125.57





						Hospital Outpatient


			O10						Observation												3,200						$3,745,957																		91.9			Cases						$1,170.52						$8.96


			O11						Emergency Room												23,656						$5,189,633																		679.1			Cases						$219.38						$12.42


			O12						Surgery												4,997						$5,481,303																		143.5			Cases						1,096.87						13.12


			O13						Radiology General												1,014						$57,394																		29.1			Cases						56.62						0.14


			O14						Radiology - CT/MRI/PET												429						$197,691																		12.3			Cases						460.74						0.47


			O15						Pathology/Lab												1,613						$67,007																		46.3			Cases						41.54						0.16


			O16						Drugs												2,493						$321,107																		71.6			Cases						128.80						0.77


			O17						Cardiovascular												698						$42,700																		20.0			Cases						61.15						0.10


			O18						Physical Therapy												863						$155,080																		24.8			Cases						179.77						0.37


			O31						Psychiatric												490						$119,057																		14.1			Cases						242.88						0.29


			O32						Alcohol & Drug Abuse												881						$191,207																		25.3			Cases						216.94						0.46


			O41						Other												14,413						$2,124,753																		413.8			Cases						147.42						5.08


			O51						Preventive												1,489						$412,346																		42.7			Cases						277.01						0.99


									Subtotal												56,236						$18,105,235																		1,614.5			Cases						$322.06						$43.33





						Physician


			P11						Inpatient Surgery 												6,623						$2,219,911																		190.1			Proced.						$335.18						$5.31


			P13						Inpatient Anesthesia												1,821						$500,512																		52.3			Proced.						274.86						1.20


			P14						Outpatient Surgery												12,164						$2,827,561																		349.2			Proced.						232.46						6.76


			P15						Office Surgery												11,547						$1,232,463									1									331.5			Proced.			0			106.74						2.95


			P16						Outpatient Anesthesia												4,522						$737,292									0									129.8			Proced.			0			163.06						1.76


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												80,570						$5,741,965									0									2,313.1			Proced.			0			71.27						13.74


			P32						Office/Home Visits												114,354						$7,257,336									0									3,283.0			Proced.			0			63.46						17.36


			P32c						Physician Capitations												417,990						$4,407,960									0									12,000.0			Proced.			0			10.55						10.55


			P33						Urgent Care Visits												13,425						$495,658									0									385.4			Proced.			1			36.92						1.19


			P34						Office Administered Drugs												30,217						$5,327,315									0									867.5			Proced.			0			176.30						12.75


			P35						Allergy Testing												326						$85,872									0									9.4			Proced.			0			263.56						0.21


			P36						Allergy Immunotherapy												731						$25,479									0									21.0			Proced.			0			34.84						0.06


			P37						Miscellaneous Medical												34,034						$2,541,626									0									977.1			Proced.			0			74.68						6.08


			P40						Preventive Other												13,710						$540,125									0									393.6			Proced.			0			39.40						1.29


			P41						Preventive Immunizations												5,653						$121,022									0									162.3			Proced.			0			21.41						0.29


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												1,634						$112,265									0									46.9			Proced.			0			68.70						0.27


			P44						Vision Exams												7,334						$365,306									0									210.6			Proced.			0			49.81						0.87


			P44c						Vision Capitations												417,990						$23,486									0									12,000.0			Proced.			0			0.06						0.06


			P45						Hearing and Speech Exams												2,325						$57,788									0									66.7			Proced.			0			24.86						0.14


			P51						ER Visits and Observation Care												33,046						$3,154,641									1									948.7			Proced.			1			95.46						7.55


			P53						Physical Therapy												40,371						$1,160,413									1									1,159.0			Proced.			1			28.74						2.78


			P54						Cardiovascular												32,389						$1,207,719									1									929.8			Proced.			1			37.29						2.89


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												19,335						$615,990									1									555.1			Proced.			1			31.86						1.47


			P56						Radiology OP - General												18,677						$291,616									1									536.2			Proced.			1			15.61						0.70


			P56c						Radiology Capitations												417,990						$1,111,906									1									12,000.0			Proced.			1			2.66						2.66


			P57						Radiology OP - CT/MRI/PET												8,764						$629,984									1									251.6			Proced.			1			71.88						1.51


			P58						Radiology Office - General												28,399						$3,149,693									1									815.3			Proced.			1			110.91						7.54


			P59						Radiology Office - CT/MRI/PET												5,919						$1,900,011									1									169.9			Proced.			1			321.02						4.55


			P61						Pathology/Lab - Inpatient & Outpatient												3,864						$336,210									1									110.9			Proced.			1			87.01						0.80


			P61c						Lab Capitations												417,990						$537,690									1									12,000.0			Proced.			1			1.29						1.29


			P63						Pathology/Lab - Office												133,748						$1,253,457									1									3,839.7			Proced.			1			9.37						3.00


			P65						Chiropractor												2						$0									1									0.1			Proced.			1			0.00						0.00


			P66						Outpatient Psychiatric												14,481						$1,254,197									1									415.7			Proced.			1			86.61						3.00


			P66c						Behavioral Health Capitations												417,990						$363,092									1									12,000.0			Proced.			1			0.87						0.87


			P67						Outpatient Alcohol & Drug Abuse												8,184						$465,213									1									234.9			Proced.			1			56.85						1.11


									Subtotal												2,778,117						$52,052,772									1									79,756.4			Proced.			1			$18.74			$1.00			$124.56


																																				1


						Other																														1															1


			P81						Prescription Drugs												681,570						$39,736,051									1									19,567.1			Scripts			1			$58.30						$95.06


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												293						$7,928,513									1									8.4			Scripts			1			$27,059.41						18.94


			P82						Private Duty Nursing/Home Health												10,558						$805,428									1									303.1			Proced.			1			76.28						1.93


			P83						Ambulance												23,320						$3,154,800									1									669.5			Proced.			1			135.28						7.55


			P84						DME/Supplies												15,382						$1,328,418									1									441.6			Proced.			1			86.36						3.18


			P84c						DME/Supplies Capitations												417,990						$577,843									1									12,000.0			Proced.			1			1.38						1.38


			P85						Prosthetics												425						$244,292									1									12.2			Proced.			1			575.17						0.58


			P89						Glasses/Contacts												8,125						$363,923									1									233.3			Proced.			1			44.79						0.87


			P99a						Non-Standard Benefits - General												103						$0									1									3.0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												725						$173,134									1									20.8			Proced.			0			238.86						0.41


			P99c						Non-Standard Benefits - Dental												22,126						$3,007,022									1									635.2			Proced.			1			135.90						7.19


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												1						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												878						$77,283									1									25.2			Proced.			4			88.01						0.18


			P99g						Non-Standard Benefits - Unclassified												1,986						$202,930									1									57.0			Proced.			5			102.19						0.49


			P99h						Non-Standard Benefits - Non-Emergency Transportation												49						$3,532									1									1.4			Proced.			1			71.70						0.01


									Subtotal												501,668						$57,603,168									1									33,977.8			Proced.			1			$48.66			$1.00			$137.77





			CAP			Capitation - Non Specific															- 0						$8,775,169									1															1									$20.99





			REB			Rx Rebates																					($1,534,759)									1															1									-$3.67





			REIN			Reinsurance																					($721,038)																																	(1.73)





						Total Medical Cost																					$186,768,077									1															1						$1.00			$446.83
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Exp 5


			Exhibit 35


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Female - 19 - 34


			North


			All Years


																																																									Member Months			74,131





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						153						558						$721,853						24.8						3.65						90.4			Days						$1,293.25						$9.74


			I12						Surgical						59						275						$323,793						9.6						4.64						44.5			Days						$1,178.87						4.37


			I13						Psychiatric						81						555						$344,449						13.0						6.91						89.8			Days						$620.99						4.65


			I14						Alcohol & Abuse						9						36						$25,290						1.4						4.14						5.8			Days						$701.63						0.34


			I21						Mat Norm Delivery						72						133						$135,361						11.7						1.85						21.6			Days						$1,016.26						1.83


			I22						Mat Csect Delivery						26						85						$92,307						4.3						3.21						13.8			Days						$1,080.07						1.24


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						20						61						$69,750						3.3						2.97						9.8			Days						$1,148.85						0.94


			I31						SNF						2						63						$30,559						0.4						26.15						10.2			Days						483.28						0.41


									Subtotal						423						1,766						$1,743,360						68.5						4.17						285.9			Days						$987.20						$23.52





						Hospital Outpatient


			O10						Observation												135						$115,725																		21.9			Cases						$854.72						$1.56


			O11						Emergency Room												6,272						$1,010,026																		1,015.3			Cases						$161.04						$13.63


			O12						Surgery												370						$390,593																		59.8			Cases						1,056.45						5.26


			O13						Radiology General												559						$45,577																		90.5			Cases						81.57						0.62


			O14						Radiology - CT/MRI/PET												185						$83,552																		30.0			Cases						450.80						1.13


			O15						Pathology/Lab												859						$19,798																		139.0			Cases						23.06						0.27


			O16						Drugs												310						$14,402																		50.1			Cases						46.52						0.19


			O17						Cardiovascular												90						$15,253																		14.6			Cases						168.95						0.21


			O18						Physical Therapy												115						$12,669																		18.7			Cases						109.95						0.17


			O31						Psychiatric												18						$6,184																		2.9			Cases						339.73						0.08


			O32						Alcohol & Drug Abuse												103						$21,373																		16.7			Cases						207.22						0.29


			O41						Other												969						$70,222																		156.9			Cases						72.45						0.95


			O51						Preventive												393						$29,979																		63.6			Cases						76.36						0.40


									Subtotal												10,378						$1,835,354																		1,680.0			Cases						$176.86						$24.76





						Physician


			P11						Inpatient Surgery 												277						$100,138																		44.9			Proced.						$361.04						$1.35


			P13						Inpatient Anesthesia												156						$32,450																		25.3			Proced.						207.65						0.44


			P14						Outpatient Surgery												1,089						$278,473																		176.3			Proced.						255.69						3.76


			P15						Office Surgery												1,185						$83,184									1									191.9			Proced.			0			70.18						1.12


			P16						Outpatient Anesthesia												307						$69,114									0									49.7			Proced.			0			225.09						0.93


			P21						Maternity												367						$226,890									0									59.3			Proced.			0			618.85						3.06


			P31						Inpatient Visits 												1,616						$118,544									0									261.7			Proced.			0			73.34						1.60


			P32						Office/Home Visits												12,041						$731,632									0									1,949.1			Proced.			0			60.76						9.87


			P32c						Physician Capitations												74,131						$425,991									0									12,000.0			Proced.			0			5.75						5.75


			P33						Urgent Care Visits												1,680						$83,439									0									272.0			Proced.			1			49.66						1.13


			P34						Office Administered Drugs												809						$143,945									0									131.0			Proced.			0			177.94						1.94


			P35						Allergy Testing												10						$1,547									0									1.7			Proced.			0			151.74						0.02


			P36						Allergy Immunotherapy												21						$1,365									0									3.4			Proced.			0			65.64						0.02


			P37						Miscellaneous Medical												698						$48,411									0									113.0			Proced.			0			69.33						0.65


			P40						Preventive Other												3,847						$194,831									0									622.8			Proced.			0			50.64						2.63


			P41						Preventive Immunizations												719						$13,484									0									116.3			Proced.			0			18.76						0.18


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												753						$41,726									0									122.0			Proced.			0			55.38						0.56


			P44						Vision Exams												916						$40,527									0									148.3			Proced.			0			44.25						0.55


			P44c						Vision Capitations												74,131						$29,206									0									12,000.0			Proced.			0			0.39						0.39


			P45						Hearing and Speech Exams												100						$3,127									0									16.2			Proced.			0			31.18						0.04


			P51						ER Visits and Observation Care												5,256						$420,836									1									850.8			Proced.			1			80.07						5.68


			P53						Physical Therapy												4,930						$180,139									1									798.0			Proced.			1			36.54						2.43


			P54						Cardiovascular												889						$22,465									1									143.9			Proced.			1			25.27						0.30


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												303						$10,222									1									49.0			Proced.			1			33.75						0.14


			P56						Radiology OP - General												3,642						$78,350									1									589.5			Proced.			1			21.51						1.06


			P56c						Radiology Capitations												74,131						$3,609									1									12,000.0			Proced.			1			0.05						0.05


			P57						Radiology OP - CT/MRI/PET												1,258						$90,233									1									203.7			Proced.			1			71.71						1.22


			P58						Radiology Office - General												2,114						$173,977									1									342.3			Proced.			1			82.29						2.35


			P59						Radiology Office - CT/MRI/PET												195						$88,852									1									31.6			Proced.			1			455.58						1.20


			P61						Pathology/Lab - Inpatient & Outpatient												270						$18,182									1									43.7			Proced.			1			67.42						0.25


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												10,600						$146,973									1									1,716.0			Proced.			1			13.86						1.98


			P65						Chiropractor												26						$635									1									4.1			Proced.			1			24.91						0.01


			P66						Outpatient Psychiatric												2,549						$214,889									1									412.6			Proced.			1			84.32						2.90


			P66c						Behavioral Health Capitations												74,131						$16,654									1									12,000.0			Proced.			1			0.22						0.22


			P67						Outpatient Alcohol & Drug Abuse												3,811						$224,202									1									617.0			Proced.			1			58.82						3.02


									Subtotal												358,959						$4,358,244									1									58,107.1			Proced.			1			$12.14			$1.00			$58.80


																																				1


						Other																														1															1


			P81						Prescription Drugs												54,715						$2,272,591									1									8,857.0			Scripts			1			$41.54						$30.66


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												48						$3,012									1									7.7			Proced.			1			63.24						0.04


			P83						Ambulance												1,453						$198,107									1									235.3			Proced.			1			136.30						2.67


			P84						DME/Supplies												1,440						$66,249									1									233.1			Proced.			1			46.00						0.89


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												55						$41,061									1									8.9			Proced.			1			747.44						0.55


			P89						Glasses/Contacts												1,375						$54,374									1									222.6			Proced.			1			39.54						0.73


			P99a						Non-Standard Benefits - General												1						$0									1									0.2			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												26						$6,999									1									4.1			Proced.			0			273.96						0.09


			P99c						Non-Standard Benefits - Dental												5,464						$1,172,520									1									884.5			Proced.			1			214.58						15.82


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												14						$388									1									2.3			Proced.			4			26.87						0.01


			P99g						Non-Standard Benefits - Unclassified												46						$3,879									1									7.5			Proced.			5			83.75						0.05


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												9,923						$3,819,182									1									10,463.2			Proced.			1			$59.08			$1.00			$51.51





			CAP			Capitation - Non Specific															- 0						$149,651									1															1									$2.02





			REB			Rx Rebates																					($87,776)									1															1									-$1.18





			REIN			Reinsurance																					$0																																	- 0





						Total Medical Cost																					$11,818,014									1															1						$1.00			$159.42
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Exp 6


			Exhibit 36


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Male - 19 - 34


			North


			All Years


																																																									Member Months			63,003





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						163						633						$781,805						31.0						3.89						120.7			Days						$1,234.19						$12.41


			I12						Surgical						47						378						$517,032						9.0						8.00						72.0			Days						$1,367.19						8.20


			I13						Psychiatric						92						652						$395,425						17.5						7.10						124.3			Days						$606.12						6.28


			I14						Alcohol & Abuse						16						62						$65,735						3.0						3.90						11.7			Days						$1,068.51						1.04


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						7						83						$33,530						1.2						12.82						15.9			Days						402.61						0.53


									Subtotal						324						1,809						$1,793,528						61.7						5.58						344.6			Days						$991.06						$28.46





						Hospital Outpatient


			O10						Observation												105						$105,546																		19.9			Cases						$1,008.73						$1.67


			O11						Emergency Room												4,260						$690,504																		811.3			Cases						$162.11						$10.96


			O12						Surgery												227						$234,582																		43.2			Cases						1,034.71						3.72


			O13						Radiology General												195						$14,061																		37.2			Cases						71.98						0.22


			O14						Radiology - CT/MRI/PET												137						$66,303																		26.1			Cases						483.93						1.05


			O15						Pathology/Lab												301						$8,224																		57.4			Cases						27.30						0.13


			O16						Drugs												251						$60,741																		47.8			Cases						242.25						0.96


			O17						Cardiovascular												64						$8,150																		12.2			Cases						127.23						0.13


			O18						Physical Therapy												75						$5,784																		14.3			Cases						76.91						0.09


			O31						Psychiatric												74						$14,453																		14.1			Cases						195.23						0.23


			O32						Alcohol & Drug Abuse												62						$19,911																		11.9			Cases						319.77						0.32


			O41						Other												839						$51,691																		159.8			Cases						61.61						0.82


			O51						Preventive												33						$867																		6.2			Cases						26.56						0.01


									Subtotal												6,622						$1,280,816																		1,261.4			Cases						$193.21						$20.31





						Physician


			P11						Inpatient Surgery 												225						$98,846																		42.8			Proced.						$439.70						$1.57


			P13						Inpatient Anesthesia												131						$30,066																		25.0			Proced.						228.98						0.48


			P14						Outpatient Surgery												805						$182,786																		153.3			Proced.						227.03						2.90


			P15						Office Surgery												594						$41,206									1									113.2			Proced.			0			69.35						0.65


			P16						Outpatient Anesthesia												191						$38,527									0									36.3			Proced.			0			202.01						0.61


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												2,045						$153,759									0									389.5			Proced.			0			75.19						2.44


			P32						Office/Home Visits												5,155						$336,142									0									981.9			Proced.			0			65.21						5.34


			P32c						Physician Capitations												63,003						$211,690									0									12,000.0			Proced.			0			3.36						3.36


			P33						Urgent Care Visits												620						$33,146									0									118.0			Proced.			1			53.50						0.53


			P34						Office Administered Drugs												454						$294,030									0									86.5			Proced.			0			647.21						4.67


			P35						Allergy Testing												1						$254									0									0.2			Proced.			0			250.86						0.00


			P36						Allergy Immunotherapy												12						$550									0									2.2			Proced.			0			47.65						0.01


			P37						Miscellaneous Medical												395						$53,033									0									75.2			Proced.			0			134.35						0.84


			P40						Preventive Other												587						$15,110									0									111.8			Proced.			0			25.74						0.24


			P41						Preventive Immunizations												369						$7,997									0									70.3			Proced.			0			21.67						0.13


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												111						$8,459									0									21.2			Proced.			0			76.00						0.13


			P44						Vision Exams												431						$19,256									0									82.1			Proced.			0			44.69						0.31


			P44c						Vision Capitations												63,003						$16,249									0									12,000.0			Proced.			0			0.26						0.26


			P45						Hearing and Speech Exams												78						$2,399									0									14.9			Proced.			0			30.76						0.04


			P51						ER Visits and Observation Care												3,761						$292,893									1									716.4			Proced.			1			77.87						4.65


			P53						Physical Therapy												2,538						$89,777									1									483.5			Proced.			1			35.37						1.43


			P54						Cardiovascular												705						$15,976									1									134.3			Proced.			1			22.65						0.25


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												369						$10,909									1									70.3			Proced.			1			29.57						0.17


			P56						Radiology OP - General												2,113						$26,589									1									402.4			Proced.			1			12.59						0.42


			P56c						Radiology Capitations												63,003						$2,026									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												975						$65,201									1									185.7			Proced.			1			66.88						1.03


			P58						Radiology Office - General												562						$22,758									1									107.1			Proced.			1			40.47						0.36


			P59						Radiology Office - CT/MRI/PET												159						$60,425									1									30.3			Proced.			1			379.35						0.96


			P61						Pathology/Lab - Inpatient & Outpatient												140						$7,327									1									26.6			Proced.			1			52.42						0.12


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												4,886						$65,939									1									930.5			Proced.			1			13.50						1.05


			P65						Chiropractor												30						$753									1									5.7			Proced.			1			25.28						0.01


			P66						Outpatient Psychiatric												2,650						$198,107									1									504.7			Proced.			1			74.76						3.14


			P66c						Behavioral Health Capitations												63,003						$12,941									1									12,000.0			Proced.			1			0.21						0.21


			P67						Outpatient Alcohol & Drug Abuse												4,281						$252,652									1									815.3			Proced.			1			59.02						4.01


									Subtotal												287,383						$2,667,778									1									54,737.2			Proced.			1			$9.28			$1.00			$42.35


																																				1


						Other																														1															1


			P81						Prescription Drugs												27,864						$1,956,336									1									5,307.2			Scripts			1			$70.21						$31.05


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												- 0						$0									1									- 0			Scripts			1			$0.00						0.00


			P82						Private Duty Nursing/Home Health												30						$1,375									1									5.7			Proced.			1			45.87						0.02


			P83						Ambulance												1,636						$214,298									1									311.5			Proced.			1			131.01						3.40


			P84						DME/Supplies												952						$61,866									1									181.3			Proced.			1			64.99						0.98


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												6						$834									1									1.1			Proced.			1			147.40						0.01


			P89						Glasses/Contacts												666						$26,324									1									126.8			Proced.			1			39.54						0.42


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												21						$6,014									1									4.0			Proced.			0			288.82						0.10


			P99c						Non-Standard Benefits - Dental												3,427						$660,250									1									652.8			Proced.			1			192.65						10.48


			P99d						Non-Standard Benefits - Acupuncture												6						$0									1									1.1			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												38						$1,684									1									7.2			Proced.			4			44.84						0.03


			P99g						Non-Standard Benefits - Unclassified												46						$2,564									1									8.7			Proced.			5			56.07						0.04


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												6,826						$2,931,545									1									6,607.4			Proced.			1			$84.51			$1.00			$46.53





			CAP			Capitation - Non Specific															- 0						$116,289									1															1									$1.85





			REB			Rx Rebates																					($75,561)									1															1									-$1.20





			REIN			Reinsurance																					($36,286)																																	(0.58)





						Total Medical Cost																					$8,678,109									1															1						$1.00			$137.72







&"Times New Roman,Regular"&D 
&F\ [&A] 		






Exp 7


			Exhibit 37


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Female - 35 - 64


			North


			All Years


																																																									Member Months			97,465





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						668						3,168						$4,024,414						82.2						4.75						390.1			Days						$1,270.32						$41.30


			I12						Surgical						318						1,821						$2,368,603						39.2						5.72						224.2			Days						$1,301.01						24.31


			I13						Psychiatric						101						613						$405,035						12.5						6.04						75.5			Days						$660.87						4.16


			I14						Alcohol & Abuse						61						289						$289,190						7.5						4.75						35.6			Days						$999.69						2.97


			I21						Mat Norm Delivery						3						4						$5,115						0.4						1.25						0.5			Days						$1,163.92						0.05


			I22						Mat Csect Delivery						8						30						$34,176						0.9						4.11						3.7			Days						$1,124.46						0.35


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						2						7						$8,535						0.3						3.00						0.9			Days						$1,212.49						0.09


			I31						SNF						68						1,008						$391,880						8.4						14.83						124.1			Days						388.65						4.02


									Subtotal						1,230						6,941						$7,526,948						151.4						5.65						854.6			Days						$1,084.72						$77.25





						Hospital Outpatient


			O10						Observation												481						$523,874																		59.2			Cases						$1,089.24						$5.37


			O11						Emergency Room												7,249						$1,293,508																		892.6			Cases						$178.43						$13.27


			O12						Surgery												1,479						$1,862,590																		182.0			Cases						1,259.74						19.11


			O13						Radiology General												2,580						$543,649																		317.7			Cases						210.70						5.58


			O14						Radiology - CT/MRI/PET												1,119						$432,704																		137.8			Cases						386.66						4.44


			O15						Pathology/Lab												3,043						$81,287																		374.7			Cases						26.71						0.83


			O16						Drugs												1,360						$643,539																		167.4			Cases						473.32						6.60


			O17						Cardiovascular												575						$79,174																		70.8			Cases						137.73						0.81


			O18						Physical Therapy												895						$84,827																		110.2			Cases						94.75						0.87


			O31						Psychiatric												162						$34,072																		20.0			Cases						210.24						0.35


			O32						Alcohol & Drug Abuse												120						$35,417																		14.7			Cases						295.69						0.36


			O41						Other												5,373						$381,971																		661.5			Cases						71.10						3.92


			O51						Preventive												1,505						$177,864																		185.3			Cases						118.19						1.83


									Subtotal												25,941						$6,174,475																		3,193.9			Cases						$237.98						$63.34





						Physician


			P11						Inpatient Surgery 												1,524						$602,036																		187.6			Proced.						$395.13						$6.18


			P13						Inpatient Anesthesia												565						$154,569																		69.5			Proced.						273.69						1.59


			P14						Outpatient Surgery												4,457						$1,230,400																		548.7			Proced.						276.07						12.62


			P15						Office Surgery												4,905						$401,328									1									603.9			Proced.			0			81.81						4.12


			P16						Outpatient Anesthesia												1,212						$248,646									0									149.3			Proced.			0			205.07						2.55


			P21						Maternity												73						$34,866									0									8.9			Proced.			0			480.64						0.36


			P31						Inpatient Visits 												8,225						$599,016									0									1,012.6			Proced.			0			72.83						6.15


			P32						Office/Home Visits												33,535						$2,189,122									0									4,128.9			Proced.			0			65.28						22.46


			P32c						Physician Capitations												97,465						$364,369									0									12,000.0			Proced.			0			3.74						3.74


			P33						Urgent Care Visits												1,679						$86,539									0									206.7			Proced.			1			51.54						0.89


			P34						Office Administered Drugs												1,910						$139,900									0									235.1			Proced.			0			73.25						1.44


			P35						Allergy Testing												26						$4,903									0									3.1			Proced.			0			192.17						0.05


			P36						Allergy Immunotherapy												55						$2,179									0									6.8			Proced.			0			39.61						0.02


			P37						Miscellaneous Medical												3,609						$315,144									0									444.4			Proced.			0			87.32						3.23


			P40						Preventive Other												7,938						$501,059									0									977.3			Proced.			0			63.12						5.14


			P41						Preventive Immunizations												2,045						$31,041									0									251.8			Proced.			0			15.18						0.32


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												1,190						$66,659									0									146.5			Proced.			0			56.04						0.68


			P44						Vision Exams												1,622						$79,233									0									199.7			Proced.			0			48.84						0.81


			P44c						Vision Capitations												97,465						$18,383									0									12,000.0			Proced.			0			0.19						0.19


			P45						Hearing and Speech Exams												405						$13,209									0									49.9			Proced.			0			32.61						0.14


			P51						ER Visits and Observation Care												7,984						$700,540									1									983.0			Proced.			1			87.74						7.19


			P53						Physical Therapy												21,795						$810,703									1									2,683.4			Proced.			1			37.20						8.32


			P54						Cardiovascular												4,182						$108,415									1									514.9			Proced.			1			25.92						1.11


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												2,051						$71,228									1									252.6			Proced.			1			34.72						0.73


			P56						Radiology OP - General												9,001						$221,642									1									1,108.2			Proced.			1			24.62						2.27


			P56c						Radiology Capitations												97,465						$3,466									1									12,000.0			Proced.			1			0.04						0.04


			P57						Radiology OP - CT/MRI/PET												3,471						$245,223									1									427.3			Proced.			1			70.65						2.52


			P58						Radiology Office - General												6,345						$338,071									1									781.2			Proced.			1			53.28						3.47


			P59						Radiology Office - CT/MRI/PET												1,054						$460,489									1									129.7			Proced.			1			437.10						4.72


			P61						Pathology/Lab - Inpatient & Outpatient												1,311						$104,578									1									161.5			Proced.			1			79.74						1.07


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												26,005						$405,211									1									3,201.7			Proced.			1			15.58						4.16


			P65						Chiropractor												36						$671									1									4.4			Proced.			1			18.82						0.01


			P66						Outpatient Psychiatric												5,490						$427,173									1									675.9			Proced.			1			77.81						4.38


			P66c						Behavioral Health Capitations												97,465						$68,616									1									12,000.0			Proced.			1			0.70						0.70


			P67						Outpatient Alcohol & Drug Abuse												3,054						$193,813									1									376.0			Proced.			1			63.46						1.99


									Subtotal												556,612						$11,242,438									1									68,530.5			Proced.			1			$20.20			$1.00			$115.36


																																				1


						Other																														1															1


			P81						Prescription Drugs												203,361						$8,021,366									1									25,038.0			Scripts			1			$39.44						$82.29


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												18						$511,960									1									2.2			Scripts			1			$28,441.78						5.21


			P82						Private Duty Nursing/Home Health												761						$17,568									1									93.7			Proced.			1			23.08						0.18


			P83						Ambulance												3,833						$527,798									1									472.0			Proced.			1			137.69						5.42


			P84						DME/Supplies												7,631						$481,839									1									939.6			Proced.			1			63.14						4.94


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												117						$58,003									1									14.4			Proced.			1			497.40						0.60


			P89						Glasses/Contacts												2,057						$92,058									1									253.3			Proced.			1			44.75						0.94


			P99a						Non-Standard Benefits - General												1						$0									1									0.1			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												267						$66,138									1									32.9			Proced.			0			247.85						0.68


			P99c						Non-Standard Benefits - Dental												6,848						$1,343,665									1									843.2			Proced.			1			196.20						13.79


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												- 0						$0									1									- 0			Proced.			3			0.00						0.00


			P99f						Non-Standard Benefits - Temporary Codes												102						$3,703									1									12.5			Proced.			4			36.48						0.04


			P99g						Non-Standard Benefits - Unclassified												404						$17,076									1									49.8			Proced.			5			42.24						0.18


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												22,022						$11,141,173									1									27,751.7			Proced.			1			$49.41			$1.00			$114.27





			CAP			Capitation - Non Specific															- 0						$617,670									1															1									$6.34





			REB			Rx Rebates																					($309,816)									1															1									-$3.18





			REIN			Reinsurance																					($133,842)																																	(1.37)





						Total Medical Cost																					$36,259,046									1															1						$1.00			$372.01
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Exp 8


			Exhibit 38


			Nevada Medicaid Cost Model Summary


			All Plans


			Expansion


			Male - 35 - 64


			North


			All Years


																																																									Member Months			92,071





			Cost																														Annual			 			Average			 			Annual


			Model												Total						Total						Total						Admits						Length						Utilization									Avg Cost						Paid


			Line						Benefit						Admits						Days/Services						Paid						Per 1,000						of Stay						Per 1,000									Service						PMPM





						Hospital Inpatient


			I11						Medical						789						3,598						$4,570,881						102.8						4.56						469.0			Days						$1,270.27						$49.65


			I12						Surgical						343						2,931						$3,661,517						44.7						8.55						382.0			Days						$1,249.11						39.76


			I13						Psychiatric						150						1,091						$709,197						19.6						7.25						142.1			Days						$650.32						7.70


			I14						Alcohol & Abuse						92						509						$537,526						12.0						5.53						66.3			Days						$1,056.13						5.84


			I21						Mat Norm Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I22						Mat Csect Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I23						Well Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I24						Other Newborn						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I25						Maternity Non-Delivery						- 0						- 0						$0						- 0						0.00						- 0			Days						$0.00						0.00


			I31						SNF						91						2,073						$856,445						11.9						22.72						270.2			Days						413.07						9.30


									Subtotal						1,465						10,203						$10,335,566						191.0						6.96						1,329.6			Days						$1,013.09						$112.25





						Hospital Outpatient


			O10						Observation												417						$458,357																		54.4			Cases						$1,098.81						$4.98


			O11						Emergency Room												6,528						$1,138,979																		850.8			Cases						$174.49						$12.37


			O12						Surgery												1,074						$1,306,964																		140.0			Cases						1,216.76						14.20


			O13						Radiology General												1,363						$285,185																		177.6			Cases						209.23						3.10


			O14						Radiology - CT/MRI/PET												808						$270,160																		105.3			Cases						334.28						2.93


			O15						Pathology/Lab												2,601						$65,933																		339.0			Cases						25.35						0.72


			O16						Drugs												1,157						$626,915																		150.9			Cases						541.65						6.81


			O17						Cardiovascular												513						$71,683																		66.8			Cases						139.83						0.78


			O18						Physical Therapy												811						$64,604																		105.6			Cases						79.71						0.70


			O31						Psychiatric												26						$7,142																		3.4			Cases						273.83						0.08


			O32						Alcohol & Drug Abuse												242						$68,075																		31.5			Cases						281.50						0.74


			O41						Other												5,634						$392,882																		734.3			Cases						69.74						4.27


			O51						Preventive												557						$78,577																		72.6			Cases						141.08						0.85


									Subtotal												21,730						$4,835,457																		2,832.2			Cases						$222.57						$52.53





						Physician


			P11						Inpatient Surgery 												1,821						$675,333																		237.3			Proced.						$370.87						$7.33


			P13						Inpatient Anesthesia												605						$154,973																		78.8			Proced.						256.20						1.68


			P14						Outpatient Surgery												2,821						$788,011																		367.6			Proced.						279.36						8.56


			P15						Office Surgery												2,145						$169,068									1									279.5			Proced.			0			78.83						1.84


			P16						Outpatient Anesthesia												882						$171,167									0									114.9			Proced.			0			194.08						1.86


			P21						Maternity												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P31						Inpatient Visits 												12,058						$874,547									0									1,571.5			Proced.			0			72.53						9.50


			P32						Office/Home Visits												23,304						$1,520,316									0									3,037.4			Proced.			0			65.24						16.51


			P32c						Physician Capitations												92,071						$273,762									0									12,000.0			Proced.			0			2.97						2.97


			P33						Urgent Care Visits												763						$39,941									0									99.4			Proced.			1			52.37						0.43


			P34						Office Administered Drugs												1,199						$74,600									0									156.3			Proced.			0			62.22						0.81


			P35						Allergy Testing												6						$1,310									0									0.8			Proced.			0			211.71						0.01


			P36						Allergy Immunotherapy												42						$1,619									0									5.4			Proced.			0			38.85						0.02


			P37						Miscellaneous Medical												2,894						$253,634									0									377.2			Proced.			0			87.63						2.75


			P40						Preventive Other												3,448						$193,050									0									449.4			Proced.			0			55.99						2.10


			P41						Preventive Immunizations												1,341						$21,519									0									174.8			Proced.			0			16.05						0.23


			P42						Preventive Well Baby Exams												- 0						$0									0									- 0			Proced.			0			0.00						0.00


			P43						Preventive Physical Exams												185						$14,597									0									24.1			Proced.			0			78.91						0.16


			P44						Vision Exams												989						$48,737									0									128.8			Proced.			0			49.30						0.53


			P44c						Vision Capitations												92,071						$14,935									0									12,000.0			Proced.			0			0.16						0.16


			P45						Hearing and Speech Exams												319						$11,656									0									41.6			Proced.			0			36.55						0.13


			P51						ER Visits and Observation Care												7,463						$638,198									1									972.7			Proced.			1			85.51						6.93


			P53						Physical Therapy												10,861						$412,622									1									1,415.6			Proced.			1			37.99						4.48


			P54						Cardiovascular												4,312						$116,027									1									562.0			Proced.			1			26.91						1.26


			P54c						Cardiovascular Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P55						Radiology IP												2,720						$78,031									1									354.6			Proced.			1			28.68						0.85


			P56						Radiology OP - General												5,685						$113,035									1									741.0			Proced.			1			19.88						1.23


			P56c						Radiology Capitations												92,071						$2,797									1									12,000.0			Proced.			1			0.03						0.03


			P57						Radiology OP - CT/MRI/PET												3,054						$205,664									1									398.0			Proced.			1			67.34						2.23


			P58						Radiology Office - General												2,794						$196,293									1									364.2			Proced.			1			70.25						2.13


			P59						Radiology Office - CT/MRI/PET												781						$303,826									1									101.8			Proced.			1			388.83						3.30


			P61						Pathology/Lab - Inpatient & Outpatient												1,047						$56,092									1									136.5			Proced.			1			53.57						0.61


			P61c						Lab Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P63						Pathology/Lab - Office												17,508						$252,428									1									2,281.9			Proced.			1			14.42						2.74


			P65						Chiropractor												8						$179									1									1.0			Proced.			1			22.26						0.00


			P66						Outpatient Psychiatric												3,676						$261,880									1									479.1			Proced.			1			71.25						2.84


			P66c						Behavioral Health Capitations												92,071						$59,226									1									12,000.0			Proced.			1			0.64						0.64


			P67						Outpatient Alcohol & Drug Abuse												4,286						$236,592									1									558.6			Proced.			1			55.20						2.57


									Subtotal												487,301						$8,235,664									1									63,511.8			Proced.			1			$16.90			$1.00			$89.42


																																				1


						Other																														1															1


			P81						Prescription Drugs												141,497						$7,383,782									1									18,441.9			Scripts			1			$52.18						$80.19


			HepC						Hepatitis C Drugs (Sovaldi, Olysio, Harvoni)												74						$1,808,060									1									9.6			Scripts			1			$24,433.04						19.55


			P82						Private Duty Nursing/Home Health												735						$17,955									1									95.8			Proced.			1			24.42						0.19


			P83						Ambulance												4,912						$625,732									1									640.2			Proced.			1			127.38						6.80


			P84						DME/Supplies												5,149						$403,796									1									671.1			Proced.			1			78.42						4.39


			P84c						DME/Supplies Capitations												- 0						$0									1									- 0			Proced.			1			0.00						0.00


			P85						Prosthetics												155						$75,351									1									20.2			Proced.			1			485.80						0.82


			P89						Glasses/Contacts												1,327						$60,428									1									173.0			Proced.			1			45.52						0.66


			P99a						Non-Standard Benefits - General												- 0						$0									1									- 0			Proced.			-1			0.00						0.00


			P99b						Non-Standard Benefits - Hearing Aids												237						$63,160									1									30.9			Proced.			0			266.30						0.69


			P99c						Non-Standard Benefits - Dental												5,389						$1,076,075									1									702.4			Proced.			1			199.66						11.69


			P99d						Non-Standard Benefits - Acupuncture												- 0						$0									1									- 0			Proced.			2			0.00						0.00


			P99e						Non-Standard Benefits - Reproductive Medicine												1						$6									1									0.1			Proced.			3			6.02						0.00


			P99f						Non-Standard Benefits - Temporary Codes												100						$3,870									1									13.0			Proced.			4			38.72						0.04


			P99g						Non-Standard Benefits - Unclassified												277						$19,410									1									36.1			Proced.			5			69.99						0.21


			P99h						Non-Standard Benefits - Non-Emergency Transportation												- 0						$0									1									- 0			Proced.			1			0.00						0.00


									Subtotal												18,284						$11,537,624									1									20,834.3			Proced.			1			$72.13			$1.00			$125.23





			CAP			Capitation - Non Specific															- 0						$533,141									1															1									$5.79





			REB			Rx Rebates																					($285,190)									1															1									-$3.10





			REIN			Reinsurance																					($42,525)																																	(0.46)





						Total Medical Cost																					$35,149,737									1															1						$1.00			$381.66
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Betsy Aiello 



State of Nevada, DHCFP 



1100 East William Street, No. 116 



Carson City, NV  89701 



 



 



Re: Calendar Year 2016 Managed Medicaid Capitation Rates 
 



Dear Betsy: 



 



Thank you for the opportunity to assist the State of Nevada, Department of Health Care Financing and 



Policy (DHCFP) in the development of 2016 capitation rates for the Medicaid managed care program.  



The included report summarizes the development of the capitation rates for these programs.   



 



This report is intended for distribution to potential respondents to Nevada’s Managed Medicaid Request 



for Proposal.  This report is identical to the report submitted to CMS as part of the standard rate 



development process, with the exception of plan-specific information or statements that have been 



removed to respect potential plan privacy concerns.  We do not believe any of these modifications are 



material to understanding the rate development process.  



 
                 



 



Please call us if you have any questions. 



 



Sincerely, 



     
Rob Bachler, FSA, FCAS, MAAA     



Principal and Consulting Actuary     
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I. EXECUTIVE SUMMARY 
 



This report documents the development of Managed Care Organization (MCO) capitation rates for the 



State of Nevada Managed Medicaid programs for Calendar Year 2016 (CY 2016).  



 



The State of Nevada Department of Health Care Financing and Policy (DHCFP) retained Milliman to 



develop the MCO capitation rates that will be paid to each MCO.   We developed the capitation rates 



using the methodology described in this report.  Our role is to certify that the CY 2016 capitation rates 



produced by the rating methodology are actuarially sound as defined by CMS regulations and relevant 



Actuarial Standards of Practice.  



 



Section II of this report details the rate development for the TANF/CHAP, Check-Up, and Expansion 



Medicaid populations.  Section III describes the risk mitigation process for Medicaid Expansion. Section 



IV discusses issues related to the CMS rate setting checklist and Section V includes the actuarial 



certification of the CY 2016 capitation rates. 



 



SUMMARY OF RESULTS 



 



DHCFP currently contracts with two managed care health plans, Amerigroup and Health Plan of Nevada 



(HPN), on a risk basis to provide covered Medicaid health care services.  The proposed TANF/CHAP, 



Check-Up and Expansion rates for Amerigroup and the Health Plan of Nevada, with the plan-specific 



premium tax assumptions, are summarized in Exhibits 1a and 1b of Attachment A, respectively.  Table I.1 



illustrates the fiscal impact of the proposed rates in relation to the capitation rates that were effective in 



July 2015.  The fiscal impact was calculated using projected 2016 enrollment (as provided to us by 



DHCFP) and varies by health plan due to different age and gender mix by plan. 



 



Table I.1: CY 2016 Proposed Rates 



 



  Composite PMPM Payments* 



Population July 2015 Rate Proposed 2016 Rate 2016 Rate Change 



TANF/CHAP $190.74  $202.04  5.9% 



Check Up $133.24  $130.14  -2.3% 



Expansion $436.55  $429.37  -1.6% 



Composite $278.72  $282.60  1.4% 



* Includes medical and dental capitation and  



   expected payments for SOBRA and Very Low Birthweight Babies  



  



DATA RELIANCE AND IMPORTANT CAVEATS 
 



We have modeled total costs in a managed care environment based on prior managed care data. The 



managed care assumptions implicit in these rates may not be realized.  



 



This analysis is intended for the use of the State of Nevada Department of Health Care Financing and 



Policy (DHCFP) in support of the Medicaid managed care programs.  We understand that this 
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information will be shared with other parties.  To the extent that the information contained in this report is 



provided to third parties, the document should be distributed in its entirety.  Any user of the data must 



possess a certain level of expertise in actuarial science and health care modeling so as not to misinterpret 



the data presented.  



 



Milliman makes no representations or warranties regarding the contents of this report to third parties.  



Similarly, third parties are instructed that they are to place no reliance upon this report prepared for 



DHCFP by Milliman that would result in the creation of any duty or liability under any theory of law by 



Milliman or its employees to third parties.  It is the responsibility of any MCO to make an independent 



determination as to the adequacy of the proposed capitation rates for their organization. 



 



Actual costs for the program will vary from our projections for many reasons.  Differences between the 



capitation rates and actual MCO experience will depend on the extent to which future experience 



conforms to the assumptions made in the capitation rate development calculations.  It is certain that 



actual experience will not conform exactly to the assumptions used.  Actual amounts will differ from 



projected amounts to the extent that actual experience is higher or lower than expected.  Experience 



should continue to be monitored on a regular basis, with modifications to rates or to the program as 



necessary.  



 



This analysis has relied extensively on data provided by the participating health plans and the State of 



Nevada.  We have not audited or verified this data and other information.  If the underlying data or 



information is inaccurate or incomplete, the results of our analysis may likewise be inaccurate or 



incomplete.  We performed a limited review of the data used directly in our analysis for reasonableness 



and consistency and have not found material defects in the data.  If there are material defects in the data, 



it is possible that they would be uncovered by a detailed, systematic review and comparison of the data 



to search for data values that are questionable or for relationships that are materially inconsistent.  Such 



a review was beyond the scope of our assignment. 



 



Guidelines issued by the American Academy of Actuaries require actuaries to include their professional 



qualifications in all actuarial communications.  I am a member of the American Academy of Actuaries, 



and meet the qualification standards for performing the analysis in this letter. 



 



The terms of Milliman’s contract with the Nevada Department of Health Care Financing and Policy, as 



amended August 12, 2014, apply to this report and its use. 
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II. RATE DEVELOPMENT 



 
Below are descriptions of key data sets, methods and assumptions used in the development of 2016 rates 



for the TANF/CHAP, Check-Up, and Expansion programs.   



 



SOURCE DATA 



 



Rates have been developed using eligibility files, health plan reported encounter data, financial statements 



and sub-capitation data from the participating health plans during State Fiscal Years (SFY) 2014 and 



2015.  We worked to reconcile claims loaded into our system, including our estimate of IBNR, to claims 



reported (with IBNR) in financial documents presented by the plans to the State of Nevada.  In this 



process, we confirmed that the difference between the two sources was small enough that it could be 



reasonably expected to be due to differences in IBNR estimates.  



 



TREND ASSUMPTIONS 



 



The table below shows the annual trend rates that were used in projecting claims experience forward to 



the rating period.  For the TANF/CHAP and Check-Up (CKUP) populations, trend was applied for 24 



months to take experience data from the midpoint of the experience period (July 2014) to the midpoint of 



the rating period (July 2016).  For the expansion population, trend was applied for 21 months to take 



experience data from the midpoint of the experience period (October 2014) to the midpoint of the rating 



period (July 2016).  



 



Table II.1 – Trend Rates 



 



 
 TANF/CKUP   Expansion  



   Utilization   Unit Cost   Utilization   Unit Cost  



 Inpatient  1.5% 0.0% 0.0% 0.0% 



 Outpatient  -2.5% 1.0% -3.5% 1.0% 



 Emergency Room  3.5% 0.5% 2.0% 0.5% 



 Professional  0.5% 2.0% 0.5% 2.0% 



 Pharmacy  3.4% 11.9% -2.0% 10.9% 



 Hepatitis C Drugs  41.3% -2.5% 48.4% -2.9% 



 Dental  0.5% 2.0% 0.5% 2.0% 



 OVERALL  1.1% 2.5% 1.4% 1.8% 



 



 



The trends above are intended to reflect expectations of future changes in cost, independent of any 



systemic changes in factors such as: the make-up of the covered population, benefit changes, or changes 



to the Medicaid fee schedule.  Expected changes in the Expansion population between the experience 



period and the projection period were accounted for with separate adjustment factors described later in 



this document, as were changes in the state’s fee schedule.  These trends were heavily influenced by the 



historical experience of all populations, with the greater reliance being placed on the more stable TANF 



population.  A summary of our selected trends and historical experience are shown in Exhibit 4. 
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Pharmacy Trends 



 



Our determination of pharmacy trend shown in Table II.1 relied upon a detailed model that considered 



several factors driving pharmacy trend.  Each of these drivers is described below. 



 



Pharmacy Utilization Trends 



 



Utilization trends were based on historical experience by program. 



 



 



Table II.2 – Pharmacy Utilization Trend Rates 
 



Annual Pharmacy Utilization Factors 



Service Line   TANF CKUP EXP 



Pharmacy Scripts/1,000   3.5% 2.2% -2.0% 



 



 



Pharmacy unit cost trends assumptions are based on a combination of historical Nevada Medicaid data 



analysis, Milliman research on utilization and cost trends, and publicly available trend reports and 



forecasts.  



 



 



Cost per Script Trends 



 



The cost per script trends are based on a study of historical AWP data. We mapped AWPs from Medispan 



by NDC and analyzed the annual trends over the past several quarters, using a fixed market basket of drug 



utilization for all populations combined. We also used public industry trend reports to validate these unit 



cost trends.  



 



Table II.3 below shows pharmacy unit cost trends without adjustments for changes in drug mix. 



 



 



Table II.3 – Unit Cost Trends 



 



Pharmacy Unit Cost Trends 



Service Line   TANF CKUP EXP 



Unit Cost Trends   6.4% 5.9% 7.9% 



 



 



Additional discussion of our analysis for brand, generic, and specialty trends can be found below. 



 



 



  











Milliman Client Report 



 



 



This report assumes that the reader is familiar with the State Nevada’s Managed Medicaid programs, its benefits, and rate setting principles.  The report was prepared 



solely to provide assistance to DHCFP to set calendar year 2016 payment rates for these programs.  It may not be appropriate for other purposes.  Milliman does not 



intend to benefit, and assumes no duty or liability to, other parties who receive this work.  This material should only be reviewed in its entirety. 



 
State of Nevada Department of Health Care Financing and Policy 



Managed Care CY 2016 Capitation Rates 



 
May 16, 2016 5 



Brand Cost Trends 



 



We used the following assumptions based on an analysis of AWP trends for the brand drugs used 



by the Medicaid population: 



 



 Insulin (Short-Acting and Intermediate-Acting): 20% 



 Insulin (Long-Acting): 12% 



 All other non-specialty brand products: 12% 



 



Generic Cost Trends 



 



Generic drugs, which historically have had only very modest price increases, have experienced 



much more significant price increases in recent quarters due to ingredient shortages, changes to 



legislation, and consolidation of generic manufacturers resulting in a reduction to competition. 



We anticipate this general pattern will continue in the near future. 



 



The overall average generic AWP trend observed in the Medispan data was 6.9%. We applied 



lower trends for classes that have consistently experienced little to no price increase, and higher 



trends for classes that have had significant increases, as seen below: 



 



 Dibenzapines / Quinolinone Derivatives / Benzisoxazoles: 0% 



 Beta Agonists – Short Acting: 0% 



 Antipsychotics – Misc.: 0% 



 Steroid Inhalants: 0.5% 



 Stimulants – Misc.: 11% 



 Corticosteroids – Topical: 11% 



 Opioid Agonists – Non-Patch: 14% 



 



The total AWP trend in the Medispan data for all other generic classes was 6.4%.  We assumed a 



trend of 4% going forward for all other generic classes, as we do not believe the impact of the 



factors cited above will be as significant as they were during the experience period. 



 



Specialty Cost Trends 



 



Overall pharmacy costs have increased significantly in the recent past as a result of increased 



utilization of specialty drugs as replacements for non-specialty drugs. Although this shift in drug 



mix results in an overall increase to pharmacy costs, AWP trends for specialty drugs tend to be 



lower than traditional brand drugs. Based on observed AWP increases and anticipated future 



changes, we applied class-specific specialty cost trends for the following therapeutic classes: 



 



 Antiretrovirals: 8% 



 Soluble Tumor Necrosis Factor Receptor Agents / Anti-TNF-alpha - Monoclonal 



Antibodies: 17% 



 Growth Hormones: 10% 



 Multiple Sclerosis Agents: 10% 



 Antineoplastic Enzyme Inhibitors: 15% 
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The total AWP trend for all other specialty classes excluding those listed above was 6.3%.  Given 



the large number of high-cost specialty drugs currently in later stages of development and the 



significant uncertainty associated with actual utilization of  these drugs, we assumed a 12% cost 



increase for all other specialty classes. 



 



Additional Pharmacy Trend Factors 



 



In addition to utilization and unit cost trends, we considered factors that would impact the mix of drugs 



utilized.  In particular, we evaluated the impact of on-going brand-generic conversions and newly 



available specialty drugs. 



  



Brand Patent Loss 



 



When a brand drug loses patent, a majority of utilization shifts from the brand drug to the new 



generic alternatives. Generic equivalents are in most cases significantly less costly than the 



corresponding brand, starting at a price point of approximately 20% less on average, and 



gradually decreasing to an ultimate price that is about 40% less than the brand. 



 



Abilify was the primary driver of this downward adjustment to the trend. The final adjustments 



for generic conversions are as follows. 



 



Table II.4 – Brand - Generic Conversion Adjustment 



 



Brand - Generic Conversion Adjustment 



Service Line   TANF CKUP EXP 



Brand/Generic Conversion   -0.3% -0.3% -0.6% 



 



 



New Specialty Trends 



 



In order to account for the costs of new specialty drugs we reviewed claims data to determine the 



population-wide prevalence of conditions that would lead to use of newly available specialty 



drugs.  This analysis was performed separately for TANF, Check Up, and Expansion. The drugs 



we determined mostly likely to have a meaningful impact are shown in Table II.5: 
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Table II.5 – New Specialty Drugs Considered 



 



Drug Name Relevant Condition 



Orkambi Cystic Fibrosis 



Drisapersen, Translama & Eteplirsen Duchenne Muscular Dystrophy 



Entresto Heart Failure 



Repatha & Praluent Hyperlipidemia 



Obeticholic acid (oral) 



Non-Alcoholic Steatohepatitis 



(NASH)/Primary Biliary Cirrhosis 



(PBC) 



Procysbi Nephropathic Cystinosis 



 



 



We computed PMPM adjustments for these drug, shown in Table II.6, and incorporated those 



adjustments into the final pharmacy trend adjustment. 



 



Table II.6 – Pharmacy New Specialty PMPM 



 



Pharmacy New Specialty PMPM 



Service Line   TANF CKUP EXP 



New Specialty PMPM   $1.56 $0.61 $3.42 



 



 



Hepatitis C Drug Trends 



 



Our Hepatitis C drug trends are carved out from the other pharmacy trends.  Two main factors influenced 



our selection of Hepatitis C trends, which we will discuss in detail below. 



 



Beginning March 1, 2016, we expect that Nevada Managed Medicaid plans will no longer be able to 



restrict access to Hepatitis C drugs based on fibrosis level.  Prior to March 1, 2016, members with fibrosis 



levels 0, 1 and 2 were only prescribed a Hepatitis C drug if it was deemed medically necessary.  Drug 



prescriptions are still based on medical necessity, but increased access and decreased restrictions will 



likely increase utilization of Hepatitis C drugs. 



 



We estimated the base period distribution and take-up rates by fibrosis level based on an article by L. 



McGarry et al.
1
  For the projection period, we assumed that the distribution would have changed from the 



base period as a result of the curative impact of the new Hepatitis C drugs.  Using MCO data, we pulled 



claims for enrollees diagnosed with Hepatitis C starting in January 2014, and compared that to the 



enrollees who took a Hepatitis C drug in the same time period.  The overall rate of those taking the drug 



within this population was 9%.  We assumed that those 9% of enrollees were in fibrosis levels 3 or 4 and 



                                                 
1
 McGarry, L. J., Pawar, V. S., Panchmatia, H. R., Rubin, J. L., Davis, G. L., Younossi, Z. M., Capretta, J. C., 



O'Grady, M. J. and Weinstein, M. C. (2012), Economic model of a birth cohort screening program for hepatitis C 



virus. Hepatology, 55: 1344–1355. doi:10.1002/hep.25510 
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would be cured in the projection period, thereby slightly altering the distribution of Hepatitis C patients 



by fibrosis level.  



 



Additionally, we assumed that the distribution would change as enrollees left Medicaid, and as new 



enrollees entered the market.  The lapse rate we assumed was 1.8% over 21 months, resulting in 68% of 



the experience period membership remaining in the projection period.  For the remaining 32% of the 



projection period members, we assumed a distribution by fibrosis level equal to that of the base period 



members. 



 



We assumed lower take-up rates for members with lower fibrosis levels for multiple reasons, including 



 they might not be aware they have Hepatitis C, 



 it is less likely that they would qualify for medical necessity even without fibrosis criteria, and 



 a lack of symptoms are expected to lead to lower incentives to request and/or take the drugs. 



 



These assumptions resulted in a projected utilization increase of 141.7%.  We then calculated the implied 



utilization trend to apply to the entire projection period that would generate a utilization increase of 



141.7% during the period March-December 2016 relative to the most recent 12 months of data.  We used 



Expansion population data for this calculation because TANF/Check-Up utilization of Hepatitis C drugs 



is negligible.  Please note that the annual implied trend is different for Expansion and TANF/Check-Up 



because Expansion requires 21 months of trend and TANF and Check-Up requires 24 months of trend 



from the experience period to the projection period. 



 



The calculation of the utilization trend is summarized in Table II.7 below. 



 



Table II.7 – Calculation of Hepatitis C Utilization Trend 



 



 
 



Experience Period Projection Period



 Fibrosis Level 



 Relative 



Take-up Distribution



 Relative 



Take-up Distribution



F0 0% 16.5% 30% 17.6%



F1 0% 20.2% 60% 21.5%



F2 0% 30.6% 100% 32.7%



F3-F4 100% 32.7% 100% 28.2%



32.7% 79.1%



Utilization Increase: 141.7%



Experience Period Expansion Hep C PMPM: $7.25



Recent 12-Month Expansion Hep C PMPM: $6.94



Most Recent 12-Months at 142% Trend for 10 months: $14.48



Total Implied Experience Period Trend: 99.6%



Annual Implied Experience Period Trend (Expansion): 48.4%



Annual Implied Experience Period Trend (TANF/Check-Up): 41.3%
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We have included a partially offsetting reduction to Hepatitis C drug unit costs.  There are two key factors 



that lead to this adjustment. 



 Based on our experience with multiple health plan clients, we expect Sovaldi rebates as a 



percentage of unit cost to be much higher than total pharmacy rebates as a percentage of total 



drug costs.  Because our rating approach applies rebate savings based on historical receipts, it is 



necessary to adjust Hepatitis C unit cost to reflect these higher rebates. 



 Due to increased competition among Hepatitis C treatment alternatives, we may see meaningful 



decreases in the unit cost for these treatments. 



 
Based on these two factors, we applied a unit cost reduction of 5%, or a unit cost factor of 0.95.  We then 



converted this factor to an implied annual trend.  Table II.8 illustrates this calculation. 
 



Table II.8 – Calculation of Hepatitis C Unit Cost Trend 



 



 
 
These trends are also shown in Table II.1 earlier in this section. 



 



 



ADJUSTMENTS TO EXPERIENCE 



 



Fee Schedule Adjustments 



 



The State of Nevada made changes to their fee schedules for several provider types effective July 1, 2015: 



 Acute Inpatient Hospitals, Excluding NICU Days 



 Physicians 



 Advanced Registered Nurse Practitioners 



 Nurse Midwives, and  



 Physician Assistants. 



 



For the acute inpatient hospitals, per diem rates increased 5% effective July 1, 2015.  Therefore, we 



applied a 5% increase to all paid claims at an acute inpatient facility, as identified by specialty codes 



provided by the health plans. The only exceptions to this increase were for payments for NICU bed days 



and Inpatient Behavioral Health claims which did not receive a 5% increase. 



 



For the other rate adjustments, we used specialty code to identify qualifying providers and claims. 



However, rate changes were applied as a percentage change to the paid amounts reported by the MCOs, 



with distinct percentages calculated for each unique combination of HCPCS, modifier, and provider type. 



For claims missing specialty code, we effectively populated specialty code by assuming these claims 



would follow the same distribution by provider type as those claims with specialty code populated for the 



same category of service.  



 



(a) (b) (c) = (a) ^ (12/(b)) (d) = (c) -1



 Unit Cost 



Adjustment 



 Months 



of Trend  Trend Factor 



 Annual 



Trend 



TANF/Check-Up 95% 24 0.975 -2.5%



Expansion 95% 21 0.971 -2.9%
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The State of Nevada has proposed making three additional changes to the fee schedule effective July 1, 



2016. The proposed rate changes would increase Acute Inpatient Hospital rates (excluding NICU days 



and Inpatient Behavioral Health claims) by another 5%, increase Home Health reimbursement 25%, and 



increase Physician E&M rates by 5%. We have pro-rated these adjustments over the entire calendar year, 



applying them in a manner similar to that described above.  



 



The impact of the fee schedule adjustments was a 5.4% increase to total claims underlying our analysis. 



 



Safety Net Provider Access Enhancement Payment 



 



Effective January 2014, capitation rates include an amount intended to ensure access to critical health care 



providers.  For 2016, the enhancement for TANF/CHAP and Check-Up prior to premium tax is $10.62 



PMPM for TANF and Check-Up and $15.64 PMPM for Expansion.  This enhancement was allocated to 



rate cells as a consistent percentage of premium. Exhibit 2 shows the amount allocated to each rate cell. 



 



This amount includes an enhancement for University Medical Center, Nevada Adult Mental Health 



Services, Henderson Fire Department and Las Vegas Fire and Rescue.  The amounts added to each rate 



cell for this enhancement are shown in Exhibit 2.  Based on our calculations, our suggested allocation of 



dollars to provider is shown below: 



 



Table II.9 – Suggested Safety Net Allocation 



 



 



 
 



To ensure that the percentage impact of this enhancement payment is identical across all rate cells, it is 



added after application of credibility (as discussed later in this letter).  An adjustment has been made to 



account for premium tax on this enhancement payment.  No load is added to this amount for 



administrative costs or risk margin. 



 



Behavioral Health Facility Services 



 



Due to a policy change approved by the State, in 2015 MCOs will cover Behavioral Health costs at 



Institutions for Mental Disorder (IMDs) in lieu of inpatient behavioral health services at higher cost 



facilities.     



 



Initial experience data suggests that this increased access to behavioral health services as led to 



significantly increased utilization of these services.  To account for this increased utilization, we applied 



an increase of 31.8% for TANF and Check-Up and 37.2% for Expansion to base period utilization of 



% of Total Safety Net



TANF/Check-Up Expansion



 University Medical Center 78.0% 83.0%



 NV Adult MH Services 21.1% 14.3%



Henderson Fire Dept. 0.2% 0.6%



 Las Vegas Fire & Rescue 0.7% 2.1%



100.0% 100.0%
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inpatient behavioral health services.  This adjustment brings the base data to a level consistent with 2015 



YTD utilization.   



 



One driver of the need to make IMD services available was the need to increase the per diem cost paid for 



behavioral health services in acute facilities.  As a result of this per diem increase, we observed a 



significant, one-time increase in cost per day for behavioral health services.  It was necessary to account 



for this unit cost increase, while recognizing that a significant portion of behavioral health services are 



now being provided by lower cost IMDs.  To determine the appropriate adjustment, we calculated the 



actual cost per day in the first half of 2015.  The base period experience for inpatient behavior health 



services in each rate cell was then set to the greater of the assumed IMD cost per day ($650) and the 



actual base period cost.  The impact to the overall medical rate was 1.5% across all populations. 



 



PCP Enhancement 



 



In Calendar Years 2013 and 2014, each health plan was required by federal law to make enhancement 



payments for primary care services provided by individuals classified as primary care physicians (PCPs).  



The State of Nevada initially extended this mandate through June 30, 2015, then did not extend the 



mandate beyond June 30. We removed any enhancements paid in the base data.   



 



 



NICU Level II Payments 



 



In 2015, the State of Nevada changed their policy to pay NICU Interqual Level II claims at the Level III 



payment rate. 



 



Our determination of an appropriate adjustment for this change was developed using available emerging 



experience from the first part of 2015 as a basis.  The impact to the claims data underlying our medical 



rate development was 1.3% across all populations. 



 



This change is consistent with the current payment policy, and does not reflect any changes regarding 



NICU payment that may have been planned or discussed, but not yet implemented. 



 



Expansion Adjustments for Impact of Enrollment Duration and Historical Anti-Selection 



 



We expect the Expansion population to differ between the projection period and the base period.  These 



differences would arise from two key sources: 



 



 Changes in spending based on a member’s time from initial enrollment (or “duration”) - For 



example, previous rate development assumed there would be some level of pent-up demand, 



which would result in increased utilization during early durational periods for members who 



previously had not had healthcare coverage.   



 Changes based on the morbidity level of members – Previous rate development assumed that 



early enrollees in the Medicaid expansion program would be sicker, requiring more care and 



therefore driving up capitation rates in the initial stages of the program. 



 



To evaluate the impact of duration, we conducted a study reviewing costs during our 18-month 



experience period for Expansion membership, separated by month since enrollment.  Due to credibility 
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concerns, we averaged monthly cost factors into durational quarters.  Furthermore, because of the limited 



data available for membership with enrollment of more than one year, we assumed that costs stabilized 



after one year.  To estimate the impact of duration into our projection period, we assumed 



  



 Members would lose enrollment at a rate of 2%  per month (consistent with what was observed in 



the experience period) and  



 New membership each month would be equivalent to the average monthly new membership in 



the last seven months of the experience period. 



 



Table II.10 shows the results of this study.  In this table, the “Factor” column represents average costs 



during the quarter, relative to costs observed in the first month of enrollment.  Contrary to our 



expectations when developing initial capitation rates, costs seem to be increasing across the first year of 



membership, with a slight increase into the second year.  The net expected impact of duration is an 



increase of 6.6% over the historical costs in the experience period. 



 



Table II.10 – Durational Impact 
 



 
 



 



To evaluate the impact of anti-selection, we conducted a cohort study by grouping members into month of 



initial enrollment and calculating their average costs.  Due to credibility concerns, we averaged monthly 



cost factors into six-month enrollment cohorts.  Furthermore, because of the limited data available for 



membership with initial enrollment in 2015, we assumed that all cohorts after the first cohort would have 



identical average costs.  To estimate the impact of the unwinding of anti-selection, in our projection 



period, we made the same lapse and enrollment assumptions described above.  



 



Table II.11 shows the results of this cohort study.  In this table, the “Cohort Factor” column represents 



average costs for members in the cohort, relative to costs observed among members whose first month of 



enrollment was January 2014.  As expected, costs in the first cohort were higher than those in subsequent 



enrollees.  Because high-cost cohorts will be a smaller part of the projection period costs than they were 



Base Period Projection Period



Quarter Factor MMs Factor MMs



1 1.043      525,096       1.043      246,948       



2 1.099      440,591       1.099      233,808       



3 1.095      376,523       1.095      223,904       



4 1.188      274,792       1.188      218,347       



5 1.241      150,488       1.241      203,107       



6 1.241      77,458         1.241      191,602       



7 1.241      202,143       



8 1.241      212,121       



9 1.241      232,287       



10 1.241      182,749       



11 1.241      118,988       



12 1.241      58,060         



Total 1.113     1,844,948  1.186     2,324,064  



Net Impact 106.6%
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in the experience period, a downward adjustment to experience is necessary to reflect expected future 



costs.  As shown in Table II.11, the appropriate adjustment factor is 0.94, or a decrease of 6.0%. 



 



Table II.11 – Cohort Impact 
 



 
 



Combined, the impact of the duration and cohort effects is a increase of 0.25%.  This was applied as a 



percentage of premium across all Expansion rate cells.  Exhibit 2 shows the amount allocated to each rate 



cell. 



 



ABA Services Adjustment 



 



Beginning 1/1/2016, Applied Behavioral Analysis (ABA) services will be covered under managed care.  



These services are available to individuals under age 21 based on medical necessity.  To be considered for 



this program, a diagnosis of Autism Spectrum Disorder (ASD) must be present. 



 



We projected the costs for this program by estimating the provider hours available in 2016.  This 



calculation is shown in Table II.12 below. 



 



Table II.12 – Calculation of ABA Available Hours 



 



 
 



Our assumption is that the MCO hours available grow proportionately to the FFS hours available, 



assuming that the FFS network doubles in 2016.  We believe our calculation has several measures of 



conservatism in it: 



 



 We assume a 45 hour week for providers, and no weeks of vacation 



 We assume that these providers only see Medicaid patients (FFS or MCO) 



Initial Cohort Membership



Enrollment Factor Base Projected



Jan 2014 - Jun 2014 1.232         1,168,710    589,238       



Jul 2014 - Dec 2014 1.042         527,396       380,940       



Jan 2015 - Jun 2015 1.042         148,842       415,592       



Jul 2015 - Dec 2015 1.042         -               795,945       



Total



Membership 1,844,948    2,181,715    



Cohort Factor 1.162           1.093           



Net Impact 94.0%



Calculation of ABA Hours Available Notes



FFS Providers as of 4/1/16: 79                     From DHCFP



Target providers as of 12/31/16: 158                   = 79 x 2



Hours available: 369,720            45 hours/week, 52 weeks/year



Medicaid ABA Eligibles: 1,629                From DHCFP



MCO ABA Eligibles: 456                   From DHCFP (28% of total)



Margin Factor: 125% Margin for conservatism



MCO Hours available: 129,368            =369,720 x 28% x 125%
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 We assume that the FFS and MCO networks are equal in provider capacity.  Our understanding is 



that this isn’t currently true. 



 We assume an explicit margin for conservatism, in case the MCOs can find a creative method of 



contracting with providers 



 The State believes the assumption of the network doubling is optimistic. 



 



The distribution of hours by rate cell was determined by analyzing historical MCO claims data for 



children under age 21 with diagnoses of Autistic Disorder, Pervasive Developmental Disorder-Not 



Otherwise Specified (PDD-NOS), or Asperger’s Disorder. 



 



The assumed cost per hour was calculated based on the hourly rate for a Registered Behavior Technician 



(RBT) and their supervising Behavior Analyst (BCBA).  Based on the fee schedule provided by the state, 



the hourly rate for a RBT is $31.31, and the BCBA’s hourly rate is $72.24 for the services they perform 



most frequently.  We blended these rates together assuming a ratio of 12 RBTs for every 1 BCBA 



supported by documents released by DHCFP.  The resulting hourly rate is $34.46. 



 



The resulting impact of including ABA services is $1.58 PMPM for TANF membership, $1.97 for 



Check-Up enrollees, and $0.05 for Expansion adults.  These amounts include administrative costs and 



premium tax. 



 



 



Other Adjustments 



 



No other specific adjustments were made to the historical claims experience received from each managed 



care plan other than those described above.  We believe the lack of adjustments is appropriate based on 



the following: 



 To our knowledge, no other changes have been made to the Medicaid fee schedule since July 



2013 (the beginning of the experience period) 



 No changes have been made to the Medicaid benefit package since July 2013 that would justify 



adjustments to capitation rates.  



 Any expectations regarding medical management are incorporated as a moderation of future 



trends. 



 



CREDIBILITY ADJUSTMENTS 



 



Credibility factors were applied to individual age/gender cells to reduce the potential for significant 



variations in the age/gender relativities from year to year.  Once credibility factors were applied to 



individual age/gender cells, calculated rates were re-balanced so that the overall increases in each aid 



category (TANF, Check Up, Expansion) and region (North, South) were identical to the overall increase 



prior to application of credibility.  The implication of this adjustment is that we believe each aid 



category/region combination to be 100% credible. 



 



COMPLETION FACTORS 



 



The data used for the rate analysis included claims paid by the plans through either July 2015 or August 



2015, depending upon the plan.  Claim lag triangles were constructed separately for the categories of fee-



for-service claims shown below.  Completion factors were calculated for 6-month periods.  For example, 
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“2013H2” represents completion factors for claims incurred from July 2013 through December 2013.  We 



found no need to apply a completion factor to capitation payments.  Composite completion factors for 



claims paid by the health plans on a fee-for-service basis are shown in Table II.13.  Note that factors are 



calculated and applied separately by plan, though they are aggregated in the summary below. 



 



Table II.13 – Completion Factors 



 
   2013H2   2014H1   2014H2   2015H1  



 Inpatient       1.0000       0.9977       0.9748       0.8076  



 Outpatient       1.0000       0.9974       0.9871       0.9091  



 Physician/Other       0.9997       0.9949       0.9802       0.9132  



 Pharmacy       1.0000       1.0000       1.0000       1.0000  



 Dental       1.0000       1.0000       0.9992       0.9765  



 



MEDICAL/DENTAL RATE DEVELOPMENT 



 



Data from both health plans were reconciled to financial statements and summarized by detailed service 



categories. Models were created by health plan, age/gender band, geographic region and aid type for each 



health plan.  We adjusted these base data models for trend, data completion, utilization and cost 



management, SOBRA, and very low birth weight infant payments to project medical costs for each 



cohort.  The individual health plan cost projections were then combined to generate initial rates for each 



cohort. 



 



SOBRA RATE DEVELOPMENT 



 



The SOBRA payment is intended to offset a significant portion of the costs incurred in the delivery of a 



child, including prenatal and postpartum care. Using the same encounter data that was used in the basic 



rate analysis, we updated our calculation of the payment amount.  This calculation is shown in Exhibit 3 



of Attachment A.   



 



Professional Component 



 



Several of the values shown in Exhibit 3 are taken directly from the health plan encounter data.  These 



include 



 CPT counts 



 Probability of cesarean delivery 



 Utilization rates for anesthesia and delivery assistant 



 



Unit costs for each CPT code were taken from the most recent fee-for-service professional fee schedule. 



Note that these costs already include the fee schedule rate restorations adjustments discussed previously.  



The cost per delivery for anesthesia and delivery assistant were based on the cost per delivery observed in 



the health plan encounter data. 



 



 



 



 



 











Milliman Client Report 



 



 



This report assumes that the reader is familiar with the State Nevada’s Managed Medicaid programs, its benefits, and rate setting principles.  The report was prepared 



solely to provide assistance to DHCFP to set calendar year 2016 payment rates for these programs.  It may not be appropriate for other purposes.  Milliman does not 



intend to benefit, and assumes no duty or liability to, other parties who receive this work.  This material should only be reviewed in its entirety. 



 
State of Nevada Department of Health Care Financing and Policy 



Managed Care CY 2016 Capitation Rates 



 
May 16, 2016 16 



Facility Component 



 



The length of stay distribution shown in Exhibit 3 was calculated from the health plan encounter data.  



The cost per day is based on the weighted average of the current facility fee schedule for inpatient 



maternity services and the expected rate increase to take effect in July 2016. 



 



 



Final Rate 



 



To calculate the final SOBRA rate, the costs of the professional and facility components were totaled.  An 



administrative load of 1.5% was then added to this total medical cost, resulting in a final calculated 



payment, before premium tax, of $4,921.17 per delivery.  This calculated payment represents an increase 



of approximately 6.2% from the July 2015 SOBRA pre-tax payment amount.  Premium tax will be added 



to this rate to obtain the final SOBRA payment rate for each plan.   



 



It is important to remember that when developing the rate ranges for the monthly capitation rates, we have 



removed the expected total amount of SOBRA payments assumed in that cohort. Consequently, any 



change in the SOBRA payment would lead to an adjustment that is intended to be revenue neutral.  As a 



result, a higher SOBRA payment would result in a lower payment for certain rate cells and a lower 



SOBRA payment would result in a higher monthly capitation payment for those rate cells.  



  



VERY LOW BIRTH WEIGHT RATE DEVELOPMENT 



 



The very low birth weight (VLBW) payment was first introduced for CY 2009.  Though it is similar to 



the SOBRA rate in that payments are made per case, the VLBW payment is intended to cover a portion of 



the costs associated with the VLBW infants whereas SOBRA payments are meant to cover costs 



associated with the mother. The number of VLBW payments to be made in a calendar year is limited by 



the following formula: 



 



Funded Births = 0.85 births per 1,000 member months in the “< 1 year old” rate cell 



 



The VLBW rate in SFY14 and SFY15 is 0.71 per 1,000 member months in the “<1 year old” rate cell.  



Because of the structure of the VLBW payment, we believe it is most effective as a risk mitigation 



technique when it is initially over-funded.  As a result, we chose to use the funding level of 0.85 births per 



1,000 as shown above, an increase from the 0.80 used in CY15 rates.   



 



Under the VLBW fund structure, the actual funded birth count will be updated periodically based on 



actual enrollment.  Calculating the VLBW fund in this way will protect plans from any risk associated 



with growing or shrinking membership.  As with previous years, if the final number of VLBW births is 



below the final number of funded births, the remaining dollars will be distributed to the health plans.  



Deliveries in excess of the final funded count will receive no additional payment. 



 



Similar to the SOBRA payment, these costs are removed from the monthly capitation rates. The amount 



of the payment prior to application of premium tax will remain the same as the 2015 payment, which was 



$63,000. This includes $3,000 in administration costs. The SOBRA rate will be adjusted for premium tax.   
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STOP LOSS REINSURANCE ADJUSTMENT  



 



No reinsurance recoveries are included in the encounter information provided by the health plans, so the 



initial cost models are on a gross claims basis.  The state reimburses plans for 75% of inpatient hospital 



costs above $100,000 for any individual member.  Using the claims information provided, expected stop 



loss recoveries were calculated by individual, then summarized and removed as a bottom line adjustment 



to each cost model.  The terms of the stop loss provision are not changing in the contract effective 



January 1, 2016. 



 



ADMINISTRATION AND OTHER PRICING LOADS 



 



Administrative Costs and Risk Margin 



 



We developed capitation rates such that 10.5% of premium (excluding premium tax) is available for 



administration and risk margin.  This administrative load is applicable to SOBRA, VLBW, and medical 



costs (excluding the Safety Net and PCP enhancements), but is disproportionately loaded onto the 



monthly medical and dental capitation payments, with a reduced administrative load directly applied to 



the SOBRA and VLBW payments.   



 



We have compared this load to actual administrative costs as filed by participating MCOs as well as loads 



added to capitation rates in other state Medicaid programs.  Both of these comparisons lead us to believe 



that the 10.5% load is reasonable. 



 



ACA Insurer Tax 



 



The attached rates do not include a provision for the ACA industry fee payable in 2016.  The State intends 



to ensure that each plan is fully reimbursed for the impact of this fee on their Nevada Medicaid business, 



including federal income tax implications.  However, the cost of this fee to each plan is unknown at this 



time, as market-wide “base” premium from which each plans’ contribution will be calculated is unknown.  



We expect to calculate the fee and update rates near the end of 2016, subsequent to receiving the 



necessary information from each MCO. 



 



FINAL PLAN-SPECIFIC RATES 



 



Three final adjustments were applied to these capitation rates to make the rates plan-specific. 



 



Premium Tax 



 



Rates were loaded for the appropriate premium tax rates for each plan. 



 



Risk Adjustment 



 



Using the experience data, risk scores were calculated for each plans’ enrollment using the Chronic 



Illness and Disability Payment System (CDPS), version 6.0.  These risk scores were calculated after 



making adjustments to the population: 



 Because deliveries result in an additional SOBRA payment, maternity related diagnoses were 



removed. 
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 Only individuals enrolled at the conclusion of the experience period (June 2015) were included. 



 Individuals with less than 6 months of eligibility were assumed to have a risk score equal to the 



population average risk score. 



 Both plans’ claims were limited to claims run out through July 2015.  This was done to ensure 



that risk scores were calculated with equal amounts of run out for both MCOs. 



 



To reflect the differential that was calculated, an adjustment was made to each plan’s final rates.  These 



adjustments result in overall rate neutrality given the enrollment projections used in this rate 



development.  Overall, this adjustment was revenue neutral except for the effects of the premium tax 



differential.  This change was applicable only to the age/sex based capitation amounts cells.  SOBRA and 



VLBW payments were not risk adjusted. 



 



Re-balancing Adjustment 



 



The state’s administrative system requires that the ratios of plan-specific rates for each rate cell be 



constant (i.e., Amerigroup’s rate in each cell must be X% of HPN’s rate in that same cell).  Therefore, a 



final re-balancing adjustment was performed so that the ratio of HPN overall (medical + dental) capitation 



to Amerigroup overall capitation was fixed for each rate cell.  This adjustment was calculated to be 



revenue neutral for each individual health plan.   
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III. RISK MITIGATION – MEDICAID EXPANSION 
 



 



SECTION REMOVED  
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IV. CMS RATE SETTING CHECKLIST ISSUES 



 



AA.1.0 Overview of Rate-Setting Methodology 



 



The proposed rates are intended to be effective from 1/1/2016 through 12/31/2016.   These capitation 



payments are full risk payments, with the exception of a risk mitigation mechanism as discussed in 



Section III.  An overview of the process for these rates is included in Section II of this report.  Rates by 



cell for all populations are shown in Exhibits 1a and 1b.   



 



AA.1.1 Actuarial Certification 



 



The actuarial certification is included in Section V of this report. 



 



AA.1.2 Projection of Expenditures 



 



Final capitation rates represent an aggregate decrease for all programs.  Rate changes by program are 



presented in Table IV.1 below.  



 



Table IV.1 – Rate Change 



 



 
 Average Rates  



 
 Projected MMOs  July 2015 Rates 



Proposed 2016 



Rates 



Rate 



Change 



TANF/CHAP                2,966,278  $190.74  $202.04  5.9% 



Check Up                  215,100  $133.24  $130.14  -2.3% 



Expansion                1,851,600  $436.55  $429.37  -1.6% 



 



    



 
 Total Expenditures  



 
 Projected MMOs  July 2015 Rates 



Proposed 2016 



Rates 



Rate 



Change 



TANF/CHAP                2,966,278  $565,797,890 $599,306,387 5.9% 



Check Up                  215,100  $28,659,890 $27,992,074 -2.3% 



Expansion                1,851,600  $808,321,787 $795,017,095 -1.6% 



 



 



Note that adjustments have been made for benefit as well as other policy decisions, such that these 



aggregate changes do not represent a true trend in actual medical expenses assumed in the rate 



development. 



 



AA.1.3 Procurement, Prior Approval and Rate Setting 



 



For the rating period, the State of Nevada has developed capitation rates for each managed care 



organization.  The rates differ by MCO due to a difference in the amount of premium tax required to be 



paid by each plan and slight differences due to risk adjustment. 
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AA.1.5 Risk Contracts 



 



The entity assumes risk for the cost of services covered under the contract and incurs loss if the cost of 



furnishing the services exceeds the payments under the contract. The entity must accept as payment in full 



the amount paid by the State. The exception is the risk mitigation program for the Expansion population 



as described in Section III. 



 



AA.1.6 Limit on Payment to Other Providers 



 



No payment is made to a provider other than the entity for services available under the contract between 



the state and the entity for which the contractor is not at risk for, except if these payments are provided for 



in Title XIX of the Act, in 42 CFR. GME is paid outside the capitation rates and does not involve the 



MCOs. 



 



AA.1.7 Rate Modifications 



 



Rates were adjusted to accommodate for provider reimbursement changes made to the Medicaid fee 



schedule by the Nevada state legislature.  All rate adjustments are discussed in Section II of this report. 



 



AA.2.0 Base Year Utilization and Cost Data 



 



Base year data is described in Section II of this report. 



 



AA.2.1 Medicaid Eligibles under the Contract 



 



The cost models, financial statements, and other data sources used to create the rates and rate factors for 



all populations are based on eligible clients only. 



 



AA.2.2 Dual Eligibles 



 



Dual eligible beneficiaries are not eligible for managed care and are not included in the rate development 



process. 



 



AA.2.3 Spenddown 



 



Spenddown beneficiaries are not eligible for Medicaid in Nevada. 



 



AA.2.4 State Plan Services Only 



 



No services outside the state plan are included in the rate development. 



 



AA.2.5 Services that may be Covered by a Capitated Entity out of Contract Savings 



 



No services outside the state plan covered services are included in the rate development. 
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AA.3.0 Adjustments to the Base Year Data 



 



All adjustments to the base year data are discussed in Section II of this report. 



 



AA.3.1 Benefit Differences 



 



All benefit differences from the base year data are discussed in Section II of this report. 



 



AA.3.2 Administrative Cost Allowance Calculations 



 



Refer to Section II in this report. 



 



AA.3.3 Special Populations’ Adjustments 



 



The claim and financial data used for this analysis fully reflects only the population expected to enroll in 



the program during the contract period. Rates have been segregated by rating cell as defined by aid 



category, age/gender and region to ensure the capitation rates are reflective of expected costs under the 



program. 



 



AA.3.4 Eligibility Adjustments 



 



In the construction of the underlying cost models, eligible member months were matched to claim 



incurred dates to ensure that only eligible claims are included in the model.  Retroactive eligibility 



changes are recognized in the eligibility data provided by the state. 



 



AA.3.5 DSH Payments 



 



No funding for DSH payments is included in the capitation rate development. 



 



AA.3.6 TPL 



 



Historical claim costs included in the data book are net of third party liability collections and the health 



plans retain third party collections prospectively. The level of collections is not expected to change from 



the base period to the contract period. 



 



AA.3.7 Copayments, Coinsurance and Deductibles in Capitated Rates 



 



Neither the base experience data nor the program in the prospective rating period includes any of these 



member cost sharing provisions. 



 



AA.3.8 Graduate Medical Education (GME) 



 



No GME expenses are included in the cost models or rate development process. 
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AA.3.9 FQHC and RHC Reimbursement 



 



The rate development does not include any FQHC/RHC encounter rate, cost-settlement, or prospective 



payment amounts. 



 



AA.3.10 Medical Cost/Trend Inflation 



 



See Section II of this report for trend details.  



 



AA.3.11 Utilization Adjustments 



 



See Section II this report for details on any utilization adjustments.  



 



AA.3.12 Utilization and Cost Assumptions 



 



As a mandatory program, the risk adjustment and assessment process described in this section of the CMS 



guidance is not applicable. 



 



AA.3.13 Post-Eligibility Treatment of Income (PETI) 



 



Per DHCFP, PETI is not applicable to this program. It is our understanding that the claims data represents 



all claims paid on behalf of members, regardless of patient liability. 



 



AA.3.14 Incomplete Data Adjustment 



 



Refer to Section II of this report for the completion factors used. 



 



AA.4.0 Establish Rate Category Groupings 



 



Rate cells have been reviewed and modified as deemed necessary and allowed by the available data.  The 



general rate structure includes differences by age, gender, aid category, and geographic area as discussed 



in the following subsections 4.1 – 4.4. 



 



AA.4.1 Age and AA.4.2 Gender 



 



Rates computed by Milliman varied by age and gender, using age/gender cohorts consistent with past 



rates. 



 



AA.4.3 Locality/Region 



 



Different rates have been calculated for Northern and Southern Nevada based on the underlying costs 



models of the population.  In general, costs in the North are lower than the South.  For more information 



see the rate development Exhibits 1 and 2 of Attachment A.  
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AA.4.4 Eligibility Categories 



 



Rates are differentiated between the pre-expansion TANF/CHAP, Check Up, and Expansion populations.  



Detailed cost models by age/gender cohort and eligibility category were used in the rate setting process. 



 



AA.5.0 Data Smoothing 



 



Credibility factors were applied to individual age/sex cells to reduce the potential for significant 



variations in the age/gender relativities year to year.  Once credibility factors were applied to individual 



age/sex cells, calculated rates were re-balanced so that the total expected capitation (based on fixed 



enrollment projections) was the same as the total expected capitation prior to application of credibility. 



 



AA.5.1 Special Populations and Assessment of the Data for Distortions and AA.5.2 Cost-neutral 



Smoothing Adjustment 



 



No special adjustments were made for distortions in data due to large claims other than the application of 



state-provided stop loss protection as described in AA.6.2. 



 



AA.5.3 Risk Adjustment 



 



Risk adjustment was applied to the TANF/CHAP, Check-UP and Expansion populations.  Refer to 



Section II of this report for details. 



 



AA.6.0 Stop-Loss, Reinsurance, or Risk-sharing Arrangements 



 



Refer to Section AA.6.2 and AA.6.3 below. 



 



AA.6.1 Commercial Reinsurance 



 



The state does not require the purchase of commercial reinsurance. 



 



AA.6.2 Simple Stop-Loss Program 



 



The state provides simple stop-loss protection to the participating health plans for inpatient claims in 



excess of $100,000 per member on an annual basis.  The state reinsures claims above $100,000 at 75%.   



Costs reinsured by the state were removed from the base year costs. 



 



AA.6.3 Risk Corridor Program 



 



The state does not offer any type of risk corridor program for the TANF/CHAP and Check Up 



populations.  The risk corridor for the Expansion population is discussed in Section III of this report. 



 



AA.7.0 Incentive Arrangements 



 



The contract does not include any incentive bonus arrangements.  
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V. ACTUARIAL CERTIFICATION 



 



I, Robert D. Bachler, am associated with the firm of Milliman, Inc., and am a member of the American 



Academy of Actuaries and meet its Qualification Standards for Statements of Actuarial Opinion.  I have 



been retained by the State of Nevada Department of Health Care Financing and Policy (DHCFP) to 



perform an actuarial certification of managed care capitation rates for the period covering January 2016 



through December 2016.  I have assisted with the development of the managed care capitation rate ranges 



used by DHCFP and am familiar with the Code of Federal Regulations, 42 CFR 438.6(c) and the Centers 



for Medicare & Medicaid Services Appendix A, PAHP, PIHP and MCO contracts Financial Review 



Documentation for At-risk Capitated Contracts Ratesetting. The rates were developed based on prescribed 



methods in the ratesetting checklist.  



 



To the best of my information, knowledge and belief, for the period from January 1, 2016 to December 



31, 2016, the managed care capitation rates offered by DHCFP are in compliance with 42 CFR 438.6(c).   



 



Included in the base rates is funding for "in lieu of” services, substituting cost-effective alternative 



inpatient settings in place of more costly inpatient non-specialty hospital placements. State approved FFS 



rates at inpatient non-specialty hospitals are significantly more expensive than those provided in 



alternative inpatient settings.  



 



The development of these capitation rates incorporates risk adjustment.  The incorporation of risk 



adjustment was completed such that it is cost neutral, assuming actual membership during the rating 



period is consistent with the membership assumptions underlying the rate development. 



 



In my opinion, the capitation rates are actuarially sound, as defined by 42 CFR 438.6(c), have been 



developed in accordance with generally accepted actuarial principles and practices, and are appropriate 



for the populations to be covered and the services to be furnished under the contract.   



 



In making my opinion, I have relied upon the GAAP financial summaries, eligibility data, capitation 



payment information and encounter data provided by the participating health plans, as well as 



representations made by DHCFP.  This data has been supplemented with independent research and 



actuarial judgment as detailed in the attached actuarial report.  I performed no independent audit of the 



underlying data, but did perform appropriate reasonableness checks and edits as described in the attached 



actuarial report.  In other respects, I have reviewed the underlying assumptions and methods used and 



performed such tests of the calculations, as I considered necessary. 



 



Actuarial methods, considerations, and analyses used in forming my opinion conform to the appropriate 



Standards of Practice, including ASOP 49, “Medicaid Managed Care Capitation Rate Development and 



Certification”, as promulgated from time-to-time by the Actuarial Standards Board, whose standards form 



the basis of this Statement of Opinion.  
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This Opinion is intended for the State of Nevada and should not be relied on by other parties.  The reader 



should be advised by actuaries or other professionals competent in the area of actuarial projections of the 



type in this Opinion, so as to properly interpret the projection results.  It should be emphasized that 



capitation rates are a projection of future costs based on a set of assumptions.  Actual costs will be 



dependent on each contracted health plan’s situation and experience.  It is the responsibility of each 



contracting health plan to assess the adequacy of the capitation rates for their organization. 



 



 
   



Robert D. Bachler 



 Member, American Academy of Actuaries 



 



  May 16, 2016  



 Date 
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Exhibit 2



Nevada Department of Health Care Finance and Policy



Initial Rate Pass Using FY2014 - FY2015 Data



Rates for Calendar Year 2016 - Assuming 3.5% Premium Tax



Credibility Re-balanced Before Final Proposed



Experience Initial Credibility Adjusted Credibility Safety Net Rate Changes for Managed Care



Member Proposed Adjusted Rates Effective Adjusted Rates Effective Expansion Rates Effective



Months Rate Change Credibility Rate Change 1/1/2016 Rate Change 1/1/2016 Safety Net Duration/Cohort ABA/Autism 1/1/2016



TANF/CHAP



Southern Region Medical Rates



Males & Females; < 1yr old 290,464        2.4% 77.8% 1.3% $495.94 1.5% $496.69 $36.74 $0.00 $0.10 $533.53



Males & Females; 1 - 2 yrs old 517,195        -4.1% 100.0% -4.1% 119.84 -4.0% 120.02 8.88 0.00 1.83 130.73



Males & Females; 3 - 14 yrs old 2,367,226     -2.8% 100.0% -2.8% 86.47 -2.6% 86.60 6.41 0.00 2.50 95.50



Females; 15 - 18 yrs old 248,602        0.7% 72.0% -0.2% 128.46 0.0% 128.66 9.52 0.00 0.26 138.44



Males; 15 - 18 yrs old 237,615        2.5% 70.4% 1.1% 95.99 1.2% 96.13 7.11 0.00 1.56 104.80



Females; 19 - 34 yrs old 480,264        -5.8% 100.0% -5.8% 253.51 -5.7% 253.90 18.78 0.00 0.00 272.68



Males; 19 - 34 yrs old 102,051        -0.1% 46.1% -1.3% 135.25 -1.2% 135.45 10.02 0.00 0.09 145.56



Females; 35+ yrs old 221,636        -5.0% 68.0% -4.2% 383.26 -4.0% 383.84 28.39 0.00 0.00 412.23



Males; 35+ yrs old 90,322          -5.4% 43.4% -3.7% 304.95 -3.5% 305.41 22.59 0.00 0.00 328.00



4,555,375     -2.4% -2.5% $157.04 -2.4% $157.28 $11.63 $0.00 $1.62 $170.53



Northern Region Medical Rates



Males & Females; < 1yr old 53,331          -0.9% 33.3% -3.0% $394.32 -3.2% $393.34 $29.10 $0.00 $0.00 $422.44



Males & Females; 1 - 2 yrs old 91,586          -3.1% 43.7% -3.6% 94.59 -3.9% 94.36 6.98 0.00 1.83 103.17



Males & Females; 3 - 14 yrs old 404,551        -2.2% 91.8% -2.3% 69.83 -2.6% 69.66 5.15 0.00 1.94 76.75



Females; 15 - 18 yrs old 41,844          -4.7% 29.5% -4.2% 109.52 -4.4% 109.25 8.08 0.00 0.51 117.84



Males; 15 - 18 yrs old 39,734          -2.5% 28.8% -3.6% 87.68 -3.8% 87.46 6.47 0.00 1.95 95.88



Females; 19 - 34 yrs old 86,308          -8.9% 42.4% -6.1% 220.91 -6.3% 220.35 16.30 0.00 0.00 236.65



Males; 19 - 34 yrs old 20,305          -21.7% 20.6% -7.6% 119.07 -7.9% 118.77 8.79 0.00 0.07 127.63



Females; 35+ yrs old 34,947          -6.3% 27.0% -4.6% 341.44 -4.9% 340.59 25.19 0.00 0.00 365.78



Males; 35+ yrs old 15,844          2.0% 18.2% -2.9% 269.03 -3.2% 268.36 19.85 0.00 0.00 288.21



788,450        -4.0% -3.7% $131.09 -4.0% $130.76 $9.67 $0.00 $1.36 $141.79



Northern and Southern Regions Dental Rate



Males & Females; < 1yr old 343,795        15.8% 100.0% 15.8% $0.63 16.7% $0.63 $0.00 $0.00 $0.00 $0.63



Males & Females; 1 - 2 yrs old 608,781        -20.1% 100.0% -20.1% 6.37 -20.2% 6.37 0.00 0.00 0.00 6.37



Males & Females; 3 - 14 yrs old 2,771,777     -2.0% 100.0% -2.0% 18.25 -2.0% 18.25 0.00 0.00 0.00 18.25



Females; 15 - 18 yrs old 290,446        -8.6% 100.0% -8.6% 16.80 -8.5% 16.80 0.00 0.00 0.00 16.80



Males; 15 - 18 yrs old 277,349        -8.4% 100.0% -8.4% 14.69 -8.4% 14.69 0.00 0.00 0.00 14.69



Females; 19 - 34 yrs old 566,572        -16.7% 100.0% -16.7% 4.40 -16.7% 4.40 0.00 0.00 0.00 4.40



Males; 19 - 34 yrs old 122,356        -15.2% 100.0% -15.2% 3.82 -15.1% 3.82 0.00 0.00 0.00 3.82



Females; 35+ yrs old 256,583        -11.5% 100.0% -11.5% 5.81 -11.6% 5.81 0.00 0.00 0.00 5.81



Males; 35+ yrs old 106,166        -5.4% 94.1% -5.3% 5.93 -5.3% 5.93 0.00 0.00 0.00 5.93



5,343,825     -5.0% -5.0% $12.94 -5.0% $12.93 $0.00 $0.00 $0.00 $12.93
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Exhibit 2



Nevada Department of Health Care Finance and Policy



Initial Rate Pass Using FY2014 - FY2015 Data



Rates for Calendar Year 2016 - Assuming 3.5% Premium Tax



Credibility Re-balanced Before Final Proposed



Experience Initial Credibility Adjusted Credibility Safety Net Rate Changes for Managed Care



Member Proposed Adjusted Rates Effective Adjusted Rates Effective Expansion Rates Effective



Months Rate Change Credibility Rate Change 1/1/2016 Rate Change 1/1/2016 Safety Net Duration/Cohort ABA/Autism 1/1/2016



CHECK UP



Southern Region Medical Rate



Males & Females; < 1yr old 3,048            -31.7% 8.0% -12.5% 204.74 -13.8% 201.89 $14.93 $0.00 $0.00 $216.82



Males & Females; 1 - 2 yrs old 21,483          -15.3% 21.2% -11.8% 113.76 -13.1% 112.18 8.30 0.00 1.27 121.75



Males & Females; 3 - 14 yrs old 275,480        -7.3% 75.8% -8.2% 96.76 -9.5% 95.42 7.06 0.00 2.34 104.82



Females; 15 - 18 yrs old 33,241          -12.9% 26.3% -11.4% 131.17 -12.6% 129.35 9.57 0.00 0.71 139.63



Males; 15 - 18 yrs old 34,723          -21.8% 26.9% -13.8% 115.40 -15.0% 113.79 8.42 0.00 2.10 124.30



367,975        -10.9% -9.6% $104.38 -10.9% $102.93 $7.61 $0.00 $2.06 $112.61



Northern Region Medical Rate



Males & Females; < 1yr old 807               -15.9% 4.1% -8.7% 147.42 -8.7% 147.43 $10.91 $0.00 $0.00 $158.34



Males & Females; 1 - 2 yrs old 5,011            -12.2% 10.2% -8.8% 98.59 -8.8% 98.60 7.29 0.00 0.34 106.24



Males & Females; 3 - 14 yrs old 64,243          -8.6% 36.6% -8.5% 66.39 -8.5% 66.40 4.91 0.00 1.74 73.05



Females; 15 - 18 yrs old 8,937            -4.5% 13.6% -7.9% 121.80 -7.9% 121.81 9.01 0.00 1.36 132.18



Males; 15 - 18 yrs old 8,639            -8.5% 13.4% -8.4% 119.93 -8.4% 119.94 8.87 0.00 1.96 130.78



87,637          -8.4% -8.4% $80.90 -8.4% $80.91 $5.98 $0.00 $1.61 $88.50



Northern and Southern Regions Dental Rate



Males & Females; < 1yr old 3,855            35.4% 17.9% -0.9% 0.55 -1.8% 0.54 $0.00 $0.00 $0.00 $0.54



Males & Females; 1 - 2 yrs old 26,494          -30.4% 47.0% -19.0% 10.01 -19.8% 9.91 0.00 0.00 0.00 9.91



Males & Females; 3 - 14 yrs old 339,723        -6.2% 100.0% -6.2% 24.02 -7.1% 23.79 0.00 0.00 0.00 23.79



Females; 15 - 18 yrs old 42,178          -15.5% 59.3% -12.8% 21.79 -13.6% 21.59 0.00 0.00 0.00 21.59



Males; 15 - 18 yrs old 43,362          -14.6% 60.1% -12.3% 19.69 -13.1% 19.50 0.00 0.00 0.00 19.50



455,612        -8.8% -7.9% $22.23 -8.8% $22.01 $0.00 $0.00 $0.00 $22.01
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Exhibit 2



Nevada Department of Health Care Finance and Policy



Initial Rate Pass Using FY2014 - FY2015 Data



Rates for Calendar Year 2016 - Assuming 3.5% Premium Tax



Credibility Re-balanced Before Final Proposed



Experience Initial Credibility Adjusted Credibility Safety Net Rate Changes for Managed Care



Member Proposed Adjusted Rates Effective Adjusted Rates Effective Expansion Rates Effective



Months Rate Change Credibility Rate Change 1/1/2016 Rate Change 1/1/2016 Safety Net Duration/Cohort ABA/Autism 1/1/2016



Expansion



Southern Region Medical Rates



Females; 19 - 34 yrs old 339,189        17.6% 84.1% 14.2% 221.46 15.0% 222.99 $8.97 $0.58 $0.04 $232.58



Males; 19 - 34 yrs old 297,916        20.2% 78.8% 15.1% 232.13 15.9% 233.73 9.40 0.61 0.14 243.88



Females; 35+ yrs old 463,185        -10.5% 98.2% -10.4% 513.75 -9.7% 517.30 20.80 1.35 0.00 539.45



Males; 35+ yrs old 417,990        -8.4% 93.3% -8.1% 583.98 -7.5% 588.02 23.64 1.54 0.00 613.20



1,518,280     -3.9% -4.5% $410.49 -3.9% $413.33 $16.62 $1.08 $0.04 $431.07



Northern Region Medical Rates



Females; 19 - 34 yrs old 74,131          8.9% 39.3% -6.4% 153.89 -6.3% 154.06 6.19 $0.40 $0.00 $160.66



Males; 19 - 34 yrs old 63,003          -19.6% 36.2% -17.5% 169.89 -17.4% 170.07 6.84 0.45 0.09 177.44



Females; 35+ yrs old 97,465          -18.4% 45.1% -17.3% 461.66 -17.2% 462.17 18.58 1.21 0.00 481.96



Males; 35+ yrs old 92,071          -19.1% 43.8% -17.6% 496.69 -17.5% 497.24 19.99 1.30 0.00 518.54



326,670        -16.3% -16.4% $347.18 -16.3% $347.57 $13.98 $3.36 $0.09 $362.47



Northern and Southern Regions Dental Rate



Females; 19 - 34 yrs old 413,320        -16.6% 100.0% -16.6% 6.14 -16.6% 6.14 0.00 $0.02 0.00 $6.16



Males; 19 - 34 yrs old 360,919        -52.2% 100.0% -52.2% 4.93 -52.2% 4.93 0.00 0.01 0.00 4.94



Females; 35+ yrs old 560,650        -21.1% 100.0% -21.1% 10.65 -21.1% 10.65 0.00 0.03 0.00 10.68



Males; 35+ yrs old 510,061        -34.3% 100.0% -34.3% 10.68 -34.3% 10.68 0.00 0.03 0.00 10.71



1,844,950     -30.5% -30.5% $8.50 -30.5% $8.50 $0.00 $0.08 $0.00 $8.53



RDB: 4/3/2016 2:07 PM
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Exhibit 3



Nevada Division of Health Care Finance and Policy



SOBRA Rate Development



Professional Component Facility Component



Projected Total



Count Unit Cost Costs Maternity Admissions



Deliveries Length



59400 ROUTINE OB CARE W/VAG DEL & PP CARE 9,707                $2,144.73 $20,818,894.11 Admissions of Stay



59409 VAGINAL DELIVERY ONLY; 979                   $840.57 $822,918.03 (1) 5,690                          1



59410 VAGINAL DEL ONLY; INCL PP CARE 1,407                $1,070.75 $1,506,545.25 8,704                          2



3,037                          3



59510 ROUTINE OB CARE W/C-SECT & PP CARE 4,608                $2,371.93 $10,929,853.44 886                             4



59514 CESAREAN DELIVERY ONLY; 1,334                $945.68 $1,261,537.12 (1) 192                             5



59515 C-SECT DELIVERY ONLY; INCL PP CARE 744                   $1,297.11 $965,049.84 72                               6



28                               7



59610 ROUTIN OB CARE-VAG DEL-PREV C/S DEL 160                   $2,249.19 $359,870.40 13                               8



59612 VAG DEL ONLY AFTER PREV C/S DEL; 28                     $943.69 $26,423.32 (1) 18,622                        37,445                    



59614 VAG DEL AFT PREV C/S DEL; INCL PP 37                     $1,173.20 $43,408.40



Average Days 2.01                        



59618 ROUT OB CARE-C/S PP-VAG TRY-PRV C/S 26                     $2,404.43 $62,515.18



59620 C/S DEL ONLY AFT VAG TRY-PREV C/S; 7                       $977.03 $6,839.21 (1) Assumed Per Diem $1,226.56



59622 C/S DEL AFT VAG TRY-PREV C/S; W/PP 3                       $1,332.81 $3,998.43



19,040              $36,807,852.73 Per Delivery $2,466.36



Per Delivery $1,933.19



Bundled Prenatal Visits



59426 ANTEPARTUM CARE ONLY; 7/MORE VISITS 513                   $832.98 $427,318.74



59425 ANTEPARTUM CARE ONLY; 4-6 VISITS 1,221                $465.62 $568,522.02



1,734                $995,840.76



Per Delivery $52.30



Other Prenatal Visits (Coded as office visits)



99202 OFC/OUTPT E&M NEW LOW-MOD 20 MIN 408                   $74.92 $30,566.24



99203 OFC/OUTPT E&M NEW MOD-SEVER 30 MIN 1,303                $108.69 $141,624.37



99204 OFC/OUTPT E&M NEW MOD-HI 45 MIN 623                   $166.57 $103,774.82



99205 OFC/OUTPT E&M NEW MOD-HI 60 MIN 115                   $207.20 $23,828.43



99211 OFC/OUTPT E&M ESTAB 5 MIN 879                   $20.28 $17,830.30



99212 OFC/OUTPT E&M ESTAB MINOR 10 MIN 2,342                $44.06 $103,199.64



99213 OFC/OUTPT E&M ESTAB LOW-MOD 15 MIN 6,938                $73.37 $509,037.59



99214 OFC/OUTPT E&M ESTAB MOD-HI 25 MIN 2,096                $108.12 $226,613.23



99215 OFC/OUTPT E&M ESTAB MOD-HI 40 MIN 201                   $144.57 $29,057.77



14,905              $1,185,532.39



Per Delivery $62.27



Anesthesia



Percent Cesarean: 34.28%



Util. Rate per Cesarean: 93.69%



Util. Rate per Normal: 74.47%



Cost per Delivery: $369.11



(34.28% x 93.69% + 65.72% x 74.47%) x 369.11 = $299.19



Per Delivery $299.19



Delivery Assistant



Percent Cesarean: 34.28%



Util. Rate per Cesarean: 52.48%



Util. Rate per Normal: 0.02%



Cost per Delivery: $189.12



(34.28% x 52.48% + 65.72% x 0.02%) x 189.12 = $34.05



Per Delivery $34.05



Total Professional Per Delivery $2,380.99 Total Facility Per Delivery $2,466.36



Claims SOBRA Rate $4,847.35



SOBRA Rate Including Administration  (4) $4,921.17



Notes:



(1) We have accounted for post-partum visits by substituting the "Delivery, Including Post-Partum" rate for the "Delivery Only" rate in calculating total cost.



(2) We used the same data period used for calculation of capitation rates and included only those claims which were not sub-capitated and appeared complete (ie. No assistant w/o primary delivery code)



(3) If the delivery procedure code did not include prenatal visits we searched for alternate codes of those visits including bundled visits or office visits with 



      a maternity primary diagnosis code.



(4) The final rate includes 1.5% for administration. The rate shown above excludes premium tax as these vary by plan.
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Exhibit 4



Nevada Division of Health Care Finance and Policy



Medical Trend Assumption Development for CY2016 Rates



TANF



2015 Assumption 2016 Assumption 3 Year Average Trend 2015H1/Base Data



Util Cost Total Util Cost Total Util Cost PMPM



Inpatient



Regular -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% 2.6% -1.1% 1.5%



Healthy Newborn -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% 3.2% 1.0% 4.3%



Outpatient



Emergency Room 5.0% 1.5% 6.6% 3.5% 0.5% 4.0% 3.6% 0.4% 4.0%



OP Drugs 5.0% 1.5% 6.6% -2.5% 1.0% -1.5% -7.5% -12.0% -19.7%



Other 5.0% 1.5% 6.6% -2.5% 1.0% -1.5% -4.7% 3.3% -1.4%



Professional



Physician 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% -0.4% 2.9% 2.5%



Injected Drugs 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% 13.9% -17.1% -1.6%



Other 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% -2.4% -0.2% -2.6%



Dental 1.0% 1.0% 2.0% 0.5% 2.0% 2.5% -6.4% 1.7% -4.8%



Check-Up



2015 Assumption 2016 Assumption 3 Year Average Trend 2015H1/Base Data



Util Cost Total Util Cost Total Util Cost PMPM



Inpatient



Regular -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% 10.5% -2.8% 7.8%



Psych -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% 7.4% 0.6% 10.2%



Healthy Newborn -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% -100.0% -100.0% -100.0%



Other Newborn -1.0% -1.0% -2.0% 1.5% 0.0% 1.5% -100.0% -100.0% -100.0%



Outpatient



Emergency Room 5.0% 1.5% 6.6% 3.5% 0.5% 4.0% 5.5% -1.1% 4.7%



OP Drugs 5.0% 1.5% 6.6% -2.5% 1.0% -1.5% -2.0% -36.9% -30.8%



Other 5.0% 1.5% 6.6% -2.5% 1.0% -1.5% -3.4% -1.3% -3.3%



Professional



Physician 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% -2.6% 7.4% 4.6%



Injected Drugs 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% 13.8% -49.6% -39.7%



Other 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% -3.2% -1.3% -5.1%



Dental 1.0% 1.0% 2.0% 0.5% 2.0% 2.5% -7.1% 2.7% -4.6%



Expansion



2015 Assumption 2016 Assumption 3 Year Average Trend 2015H1/Base Data



Util Cost Total Util Cost Total Util Cost PMPM



Inpatient



Regular -1.0% -1.0% -2.0% 0.0% 0.0% 0.0% -1.2% -1.1% -2.3%



Psych -1.0% -1.0% -2.0% 0.0% 0.0% 0.0% 76.9% 21.5% 121.2%



Healthy Newborn -1.0% -1.0% -2.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%



Other Newborn -1.0% -1.0% -2.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%



Outpatient



Emergency Room 5.0% 1.5% 6.6% 2.0% 0.5% 2.5% -1.1% -1.6% -2.6%



OP Drugs 5.0% 1.5% 6.6% -3.5% 1.0% -2.5% -13.0% 1.4% -12.6%



Other 5.0% 1.5% 6.6% -3.5% 1.0% -2.5% -11.8% 8.2% -4.5%



Professional



Physician 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% -2.1% -2.4% -4.4%



Injected Drugs 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% 10.1% 3.7% 11.9%



Other 2.0% 1.0% 3.0% 0.5% 2.0% 2.5% 5.0% -4.7% -0.3%



Dental 1.0% 1.0% 2.0% 0.5% 2.0% 2.5% -10.8% 4.5% -6.6%
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3. SCOPE OF WORK 
3.1 GENERAL 
3.1.1 
3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer 
a managed care program to assist the DHCFP in reaching its goal to provide quality health care to the 
targeted populations enrolled into a managed care entity.  


 


We have read, understand, and we fulfill this requirement. Our experience includes 
managing Medicaid programs across the country. We are highly qualified and 
experienced in administering Medicaid managed care programs and supporting the goals 
and objectives of our state partners. We have decades of experience providing seamless 
quality health care to members in programs of all sizes and across all Medicaid-eligible 
populations. We are supported by our parent organization, who is a leader in providing 
managed care services and in improving health outcomes for Medicaid and other public 
sector populations. This includes children and adults with complex/special needs and 
children/youth in Child Welfare or receiving adoption assistance. 


 
3.1.1.1 The DHCFP’s fundamental commitment is to contract for results. A successful result is defined as 
the generation of discrete, defined, measurable, and beneficial outcomes that support its mission and 
objectives and satisfy the requirements of the resulting contract. The DHCFP expects potential vendors to 
prescribe specific solutions that will achieve the DHCFP’s objectives and the service levels described 
elsewhere in this RFP. This RFP describes what is required and places the responsibility for how it is 
accomplished on the vendor. Vendors should consider and identify cost saving and cost-avoidance 
methods and measures when developing their proposals. 


 


We have read, understand, and we fulfill this requirement. We are a committed, 
accountable, and transparent partner to state governments. We design and implement 
initiatives that improve health outcomes, access, and member/provider satisfaction. We 
promote cost savings and program integrity while reducing unnecessary services in 
alignment with each state's mission, goals, service level requirements, and contract 
requirements. 


 


We are a data driven organization focused on continuous quality improvement and 
individualized and flexible state solutions. Identification and implementation of 
innovative programs to improve outcomes and promote cost savings and cost avoidance 
is a core function. For example, our maternity management program has shown steady 
decreases in the percent of low and very low birth weight deliveries since it was 
implemented in 2008. For 2015, this resulted in a savings of nearly $15 million across all 
of our health plans. Other examples of programs we would implement in alignment with 
the goals and objectives of the State of Nevada include the following: 


 


PREVENTIVE CARE 
We focus on the health and well-being of each member through our commitment to 
effective preventive services. The components of our preventive services include: 


 Member education 
 Health screenings 
 Wellness incentives 
 Early Periodic Screening, 


Diagnostic and Treatment (EPSDT) 


 Utilization measures 
 Immunizations 
 Member satisfaction 


 


In our member education and outreach, we use a variety of tools to ensure that members 
receive the necessary preventive care and screenings. We use preventive guidelines 
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relevant to the populations served from respected medical organizations. This includes 
the American Academy of Pediatrics, American Diabetes Association, American Heart 
Association, American Lung Association, and American College of Obstetrics and 
Gynecology. 


 


At the time of enrollment, we use face-to-face outreach, telephone, and written 
communications to encourage screenings and preventive care. Since the selection of a 
primary care physician or nurse practitioner is critical to a lifelong habit of preventive 
care, we find out who the member has been seeing or if a relationship needs to be 
established. 


 


Through our provider network, we make it easy for practitioners to see what the open 
items are for each member. The provider portal shows outstanding preventive care gaps, 
including immunizations, screenings, and overdue medical visits. After enrollment, our 
welcome calls are used to complete a health risk screening for each member and identify 
any services that may be needed. We follow up with a new member welcome packet 
which includes a letter, a member handbook, and a quick reference guide for members. 


 


Our wellness incentive program is one of the strongest motivators for members to 
choose healthy behaviors. When members complete annual preventive health visits and 
other recommended screenings, we provide a gift card for healthy items. These cards 
can be used at many popular retailers, supermarkets, and other stores throughout the 
state. Members may use the cards to buy a wide variety of health-related items including 
over-the-counter medications. 


 


Through preventive care, members receive the satisfaction of a better quality life. The 
State of Nevada receives the recognition for caring about its constituents while keeping 
costs in line. 


 


CONTINUITY OF CARE THROUGH INTEGRATION 
We are always focused on how we can improve the lives of our membership. We offer a 
holistic approach to the provision of care for our members. This includes innovative and 
integrated programs, continuous quality improvement, plus effective disease and case 
management. We believe we have a responsibility to remove barriers and make it simple 
to get well, stay well, and be well. 


 


Our program is based on a self-management model of care and integrates all physical, 
behavioral, and social needs to create a system of care around that individual. Creating 
this self-directed, individualized approach allows effective management of the frequent 
co-morbidities and co-occurring conditions of members. Plus, we also address the social 
determinants inherent of low-income populations and other needs that have an impact 
on clinical outcomes. 


 


Our comprehensive and collaborative approach means that our case management 
program includes partnerships with primary care physicians, behavioral health 
clinicians, specialists, nurse practitioners, members, and community / outreach 
providers to holistically address all needs. Our care coordination includes the diagnosis 
as well as the behavioral health and examination of related issues such as the lack of 
social or family support. 
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Our medical and behavioral health care coordination programs will be modeled after the 
evidence-based Integrated Case Management program promoted by the Case 
Management Society of America. Under this model, all members enrolled will be 
assigned a primary Care Manager. The member’s primary Care Manager is chosen based 
on the member’s needs and goals, not by diagnosis. The Care Manager plays the role of 
educator, advocate, navigator, services coordinator, and primary contact for the member. 
Our integrated care team includes staff who are member-centric and ensure that services 
are part of an integrated plan of care. Our approach to care management and continuity 
of care is person-centered. This means that we view each member as a unique individual, 
and we include the member at every step of the process.  


 


MEDICAL HOME 
We believe people should access care at the correct time and place. Our medical home 
model is intended to improve provider satisfaction, healthy outcomes, quality of care, 
and reduce preventable emergency room (ER) visits. We have developed several medical 
home models in partnership with states as defined in the Accountable Care Act. The core 
of our medical home model is patient-centered care delivered through a designated 
medical provider who oversees and coordinates care for all Medicaid and Nevada Check 
Up members. 


 


We work with a variety of providers who can serve as a medical home. This includes the 
following: 


 Primary Care Providers  
 Nurse Practitioners  
 Group Practices 
 Solo Practitioners 


 Federally Qualified Health Centers 
 Rural Health Centers  
 Community Health Centers 


 


To serve as a medical home, here is a sample of some of the criteria that participating 
providers must meet: 


 Extended office hours to include evenings, weekends, same-day, and urgent care 
 Provisions for patients to receive service beyond office visits (phone, email, and 


online) 
 Outreach, education, and extended care staff to meet the needs of patients with 


chronic conditions 
 Efficient system of communication with hospital and ER staff to ensure timely 


communication of patient ER use and discharge notices 
 Willingness to work in a team-oriented care delivery system 
 Willingness to provide, document, track, and trend (or have these services 


performed by a third party) education programs for patients 


 


During the medical home’s first year, we will collect baseline data on Healthcare 
Effectiveness Data and Information Set (HEDIS), ER, inpatient, and the overall Health 
Benefit Ratios (HBR). This is used to develop targets and compare outcomes for the 
second year. Following year one, we decrease administrative capitation rates or replace 
them with shared savings incentives. After a medical home has been operating for one 
full year, health care outcomes should be showing improvement with health care 
expenditures decreasing. We will share these savings with each medical home based on 
their level of compliance and improvement above baseline. Shared savings payments 
would be made annually, typically within three to six months of the medical home 
provider’s contract anniversary date. This allows time to capture all claims and outcomes 
data needed for accurate scoring and savings. 
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We help members select a medical home that will be a good fit for each individual. This 
takes into consideration health needs, personal mobility, transportation, geriatric needs, 
and language(s) spoken. 


 


QUALITY HEALTH SERVICES 
The member always come first. When the member is healthy and happy, everyone wins. 
A key component of quality health services is a network filled with caring, exceptional 
providers. We find that the ability to attract and retain quality network providers remains 
a key to our success.  


 


We use both financial and non-financial incentives to demonstrate our commitment and 
to reward providers for improving quality of care. We have identified innovative ways to 
broaden the scope of providers eligible for enhanced payments and to relate the 
incentives to HEDIS measures and to the goals of each state. 


 


We will administer an active and effective Quality Management/Quality Improvement 
(QM/QI) program that seeks to improve the quality of care and outcomes for all members. 
Our QM/QI program will have objectives that are measureable, realistic, and supported by 
consensus among our medical and quality improvement staff. Our Quality Improvement 
Committee, chaired by our Chief Medical Director, sub-committees and ad hoc work 
groups will include stakeholders and providers who are part of the community where our 
members live and access services. 


 


3.1.2 
3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of 
Medicaid and Nevada Check Up recipients by the United States Secretary of Health and Human Services 
and the Insurance Commissioner of the State of Nevada are conditions precedent to the contract and 
shall continue as conditions during the term of any contract. The vendor must hold a current certificate of 
authority from the Nevada State Insurance Commissioner for the applicable contract period and 
throughout the contract period, or have a written opinion from the Insurance Commissioner that such a 
certificate is not required. The awarded vendor must provide proof of a valid certificate of authority prior to 
the contract readiness review. 


 


We recognize and will comply with the requirement to hold a current certificate of 
authority from the Nevada State Insurance Commissioner for the applicable contract 
period and throughout the contract. Per the 3260 Amendment 1, dated July 8, 2016, we 
confirm that we will provide the certificate upon contract award.   


 


3.1.3 
3.1.3 The vendor will be required to be accredited by a nationally recognized organization that provides 
an independent assessment of the quality of care provided by the vendor. Accredited organizations must 
meet quality standards related to various aspects such as consumer protection, case management, and 
quality improvement activities and facilitates comparison of vendors due to consistent data requirements. 


 


We have read, understand, and will fulfill this requirement. We will obtain accreditation 
through the National Committee for Quality Assurance (NCQA). NCQA is known as the 
top health care accreditation organization, which includes the areas of consumer 
protection, case management, credentialing, utilization management, and quality 
improvement. Our corporate goal is for all health plans to be NCQA accredited. 


 


Many of our health plans have achieved the Commendable rating. Our newer health plans 
have earned the capped Accredited level rating, which is appropriate due to the 
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unavailability of Healthcare Effectiveness Data and Information Set (HEDIS) results at the 
time of initial accreditation. We also prefer to work with our affiliated companies who 
maintain NCQA and/or URAC accreditation or certification.  


 


3.1.4 
3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and 
amendments, Code of Federal Regulations, and the Medicaid Services Manual. 


 


We agree to adhere to all state and federal authorities. This includes Title XIX, Title XXI 
state plans and amendments, the Code of Federal Regulations, and the Medicaid 
Services Manual. We ensure compliance through our policies via internal auditing and 
oversight activities. Our policies are reviewed and updated at least annually or upon 
significant change in regulation. 


 


3.1.5 
3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and Washoe 
Counties. “Other geographic areas, services and Medicaid populations may be included in managed care 
during the course of this contract and are to be considered as covered for this Request for Proposal. 
Describe your willingness and ability to expand coverage to other geographic regions outside of the 
current mandatory areas. Should the DHCFP expand geographic areas, services or Medicaid 
populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to an actuarial sound rate 
at the time of the change.”  


 


We acknowledge the mandatory geographic service areas included in the RFP as urban 
Clark and Washoe Counties. We are prepared to accept and provide covered services to 
any additional geographic areas, services or Medicaid populations that may be added 
during the course of the contract.  


 


WILLINGNESS AND ABILITY TO EXPAND COVERAGE.  
We will leverage the experience of our parent company and affiliate health plans who 
have effectively expanded covered services, populations, and geographic regions. For 
example, our largest Medicaid health plan has expanded coverage to other geographic 
regions three times in the past five years including expansion to rural service areas.  


 


Since 2006, we have transitioned over 2 million members from FFS, Primary Care Case 
Management (PCCM) and Enhanced Primary Care Case Management (E-PCCM) 
structures, as well as previously uninsured populations, to managed care. Our high-
touch, local approach to implementation and state-centered operating models are at the 
core of our business philosophy and ensure we will become an efficient and transparent 
partner with DHCFP. We will work to be responsive to the needs of our state partners and 
work to provide them with the tools necessary to hold us accountable for improved 
outcomes for the members we serve. From small scale deployments for specific 
populations, services or geographies, to comprehensive statewide full-risk programs, 
our implementation team and processes provide the experience and flexibility to tailor a 
solution intended to meet the expectations of DHCFP. 


 


3.1.6 
3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code. Both 
Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a provider 
network in any rural / frontier areas unless necessary to provide access to care, nor are they required to 
serve any recipients who live in rural / frontier areas unless necessary to provide appropriate access to 
care.  
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We have read, understand, and agree to comply with this requirement. Our experience 
includes building and maintaining networks providing care that meets all access 
requirements regardless of the service delivery area.  


 


3.1.7 
3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as 
in state. Out of state treatment for a recipient is required when there is not a provider in Nevada who is 
able to provide services to the recipient. 


 


Our network will reflect these catchment areas and treat them the same as in state. We 
currently have contracted networks in bordering states. We will also use single-case 
agreements with out-of-state providers, as needed, when there is not a provider in 
Nevada or in our network who is able to provide services to the recipient. 


 


3.1.8 
3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to Medicaid 
Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility groups 
currently excluded from enrollment in a Managed Care Organization. Should the DHCFP expand 
geographic areas, services or Medicaid populations, or carve services out, the DHCFP will, if necessary, 
adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.  


 


We have read, understand, and agree to comply with this requirement. We welcome the 
opportunity to serve Nevada if and when DHCFP advises to expand based on geography, 
services, and / or populations. We have experience managing all Medicaid populations 
and all benefits, including ABD and members on waivers requiring Long Term Services 
and Supports (LTSS). We understand that DHCFP will adjust the capitation paid to an 
actuarially sound rate at the time of the change, if necessary.  


 


3.1.9 
3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such as the 
University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-governmental 
entities affiliated with the government in providing medically necessary services, including behavioral 
health services. If this option is exercised and there is any resulting expense incurred by the vendor, the 
DHCFP will adjust the capitation rate so that it remains actuarially sound. 


 


We have read, understand, and agree to comply with this requirement. As a well-
established managed care company we work and contract with numerous governmental 
agencies and affiliates, universities, community organizations, and all stakeholders who 
contribute to the health of the member. We understand that DHCFP will adjust the 
capitation paid to an actuarially sound rate at the time of the change, if necessary. 
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3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE 
EXCHANGE (HIX) 
In addition to providing Medicaid Managed Care services, the vendors are encouraged but not required to 
provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual Exchange of the State 
designated Health Insurance Exchange (HIX), which could be either a State or the federal HIX. Vendors 
who have or will have a product available on the HIX will receive a higher point value in the RFP 
evaluation. The QHPs offered pursuant to this requirement must meet the qualifications of an MCO 
Transition QHP (to distinguish these plans from other QHPs that may not meet the following standards), 
as described below.  


 


We will provide at least one Silver qualified health plan (QHP) on the Individual Exchange 
of the Nevada State designated Health Insurance Exchange (HIX) including all inherent 
requirements.  


 


We entered into the Health Insurance Exchange in the first year of operations as we 
realized the importance of this historic opportunity to provide continuity of care for our 
Medicaid members, who oftentimes experience periods of being uninsured or 
underinsured due to loss of Medicaid eligibility. In that first year, we were in nearly 10 
states and today we operate Health Insurance Exchange plans in more than 14 markets 
where we also have affiliate Medicaid health plans.  


 


While we offer Silver, Bronze and Gold qualified health plans, our primary focus from day 
one has been to offer affordable and reliable health insurance coverage to lower income 
recipients who receive financial assistance through premium and cost sharing subsidies. 
Today, nearly 80% of our membership is in the silver tiered level of our health plans. 


 


We deploy targeted outreach to our current Bronze members to encourage them to buy 
up to Silver during the renewal process. The vast majority of our members are low 
income and likely do not have the funds set aside to cover the large deductibles at the 
bronze level. The goal of our outreach campaign is to educate our members on the full 
cost of health care and help them make informed decisions on total affordability of plans.  


 


3.2.1 
3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of 
individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the negative 
impacts related to recipients who move, sometimes frequently, between the programs, due to changes in 
eligibility status. An MCO Transition QHP must: 


 


As indicated above, our entrance into the health insurance exchange was to improve 
continuity of care for our members and for all eligible recipients who have experienced a 
loss of Medicaid eligibility. We minimize adverse impacts and improve continuity of care 
by: 


 Targeting low income, highly subsidized populations 


 Targeting providers and systems in underserved areas 


 Contracting with Essential Community Providers serving our affiliate MCO 
vendor’s Medicaid population 


 Actively educating members about the full cost of health care; balancing 
affordable cost sharing with low premiums and directing potential recipients 
toward Silver plans with increased subsidies when available  


 Designing our Silver products to maximize cost sharing subsidies and minimize 
copays for PCPs, Specialists, and generic drugs  
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 Integrating systems through Unified Recipient View (URV) – presenting a unified 
view of a recipient’s enrollment history across all programs including Medicaid 
and Health Insurance Exchange 


 
3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care and 
Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and the 
associated Federal regulations; 


 


We meet the requirements of the Affordable Care Act as well as all associated Federal 
regulations. 


 
3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


 


We will meet all licensing requirements within the Department of Business and Industry 
as well as the Division of Insurance. 


 
3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for 
Medicaid; 


 


We target providers and systems in underserved areas as well as all essential providers 
to ensure continuity of care for members transitioning from Medicaid to the Health 
Insurance Exchange. Our existing relationships within our affiliate Medicaid health plans 
network provides and sustains a natural transition for participation within our QHP 
network.  


 


CMS requirements indicate the QHP must have at least 30% of available Essential 
Community Providers participating in the network. Our QHPs in all of our markets have 
surpassed this requirement with an average of 49% across all markets, in part by utilizing 
FQHCs as the backbone of our provider network. We have never needed to utilize the 
write in process to certify additional providers as ECPs due to meeting the requirements 
with our current partners.  


 


In the event the member’s PCP within Medicaid is no longer in network within the QHP, 
we will actively work to recruit the provider into our network. We always work with 
members to ensure that they have a PCP in network.  


 
3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the 
vendor’s MCO; 


 


Our QHP will provide health insurance coverage in the same geographic area as our 
Medicaid health plan in Nevada.  


 
3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and the 
vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network providers for 
any period of time for recipients who transition between any other company’s MCO or Medicaid plan or 
the vendors QHP; and 
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INTEGRATED SYSTEMS TO PROMOTE CONTINUITY OF CARE 
Through our integrated Health Informatics Platform, we are uniquely positioned to 
ensure continuity and coordination of care for members transitioning between our MCO 
and our QHP. In 2015, we enhanced our customer data management capabilities with a 
feature that automatically links individual member identifiers to our unique master 
member index, enhancing our ability to maintain historic recipient identifiers. The result: 
a unified view of a member’s enrollment history across all programs and eligibility spans.  


 


Our medical Prior Authorization staff process authorizations for all members, regardless 
of whether they are enrolled in our MCO or QHP. All authorizations are entered into our 
Health Management Platform that houses utilization management and care management 
documentation, including authorizations for inpatient and outpatient services. Through 
this unified recipient view, we are able to see all member authorizations regardless of 
which program (MCO or QHP) they were enrolled in at the time of the authorization.  


 


Our prior authorization staff monitor eligibility reports to identify members transitioning 
between our MCO and QHP and will automatically recreate approved authorizations to 
reflect the new payor/program/line of business for the same provider and length of time 
that is remaining on the open authorization, provided the service meets medical 
necessity criteria. Once the authorization expires, our staff will conduct a prior 
authorization review and authorize the service if it is a covered benefit and meets 
medical necessity criteria. 


 


Out-of-Network Providers. In the event the provider is out-of-network upon 
transitioning to the QHP, we will actively work to recruit them into the network. If the 
provider still chooses not to contract, prior authorization staff will review the case and 
authorize use of the out of network provider based on continuity of care, availability and 
location of an in-network provider of the same specialty, expertise and the complexity of 
the case. 


 
3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO. 


 


The guiding principles for development of our QHP formulary are the benchmark rules 
set by our partners within the state based exchanges. By developing a unified formulary 
we meet all state benchmarks. Our PDL emphasizes generic products when available but 
may include brand drugs without a restriction or with step therapy requirements.  


 


Our affiliated Medicaid MCO’s formulary will be closely aligned with our QHP formulary. 
Initial analysis indicates a 76% commonality between formularies taking into account 
generic substitutes. In cases where a drug is no longer available on the formulary, we 
will notify prescribers and members, who will then be able to access medically necessary 
non-preferred covered drugs through a standardized exception process. 


 


Our QHP Pharmacy and Therapeutics (P&T) Committee, comprised of internal and 
external actively practicing physicians and pharmacists meets on a quarterly basis. The 
QHP P&T Committee reviews and determines whether covered drugs are preferred or 
non-preferred, determines the application of any drug coverage controls or limitations, 
and develops and maintains policies and procedures governing the provision of drug 
coverage. 
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The QHP P&T Committee utilizes nationally recognized compendia and peer-reviewed 
studies while reviewing placement of the drugs on the formulary and application of any 
utilization management criteria. They also take into consideration, pharmacy claims 
experience, prescriber input and input from Medicaid affiliated health plans. The QHP 
P&T Committee also takes into consideration, recommendations from the parent 
organization P&T Committee as well as other Medicaid affiliated health plans. 


 


3.2.2 
3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers on the 
Individual or Small Business Health Option Program (SHOP) Exchanges within the State-designated HIX. 
Additionally, the vendor may designate other QHPs (at any of the metal tiers on the Individual or SHOP 
Exchanges within the State-designated HIX) as MCO Transition QHPs if such QHPs meet the 
requirements described in this section. The MCO Transition QHP designation may be displayed on the 
website of the State-designated HIX where QHPs are sold, as other quality indicators may be displayed, 
at the discretion of the State-designated HIX. 


 


Our Qualified Health Plan on the State-designated HIX will originally offer Silver and Gold 
products as mandated by CMS 45 CFR §156.200(c)(1). We will assess the market to 
determine if we will provide additional metal tiers on the Individual or Small Business 
Health Option program Exchanges. 


 


We understand that the MCO Transition QHP designation, as well as other quality 
indicators, may be displayed on the website of the State-designated HIX where QHPs are 
sold. 


 


3.2.3 
3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they must 
provide a statement indicating willingness to comply with this section. Please describe any differences 
between Title XIX and Title XXI MCO plan and the MCO Transition QHP. Please provide any additional 
criteria that should be included to minimize the adverse impacts of churn. 


 


As the MCO Transition QHP we are required to cover the Essential Health Benefit 
Package per 42 USC §18022. Preliminary analysis of our plan benefits compared to the 
covered services in the State Medicaid Plan, indicates commonality in covered services.  


 


Our Plan benefit designs do not discriminate or encourage selection of certain groups of 
individuals based on their health status. We offer a variety of benefit designs and 
programs to appeal to our members’ preferences such as: 


 Providing multiple cost sharing options to match member needs and ability to 
contribute 


 Product design focused on Silver AV Cost Sharing Reductions for members below 
250% FPL 


 Minimizing cost share for PCP and Generic Rx copays 


 Encouraging members to establish relationships with PCPs to achieve favorable 
health outcomes  


 Additional benefit packages to deliver Adult Vision and Dental benefits to 
members who otherwise would not have access to that care 


 Incentive programs to encourage preventive care and health engagement, 
members can use rewards to pay for out-of-pocket costs such as doctor copays, 
deductibles, or monthly premium payments 
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MINIMIZING DISRUPTION IN CARE 
Additional criteria to minimize the adverse impacts of churn and ensure the member 
continues coverage, is first and foremost ensuring members at risk for transition out of 
Medicaid due to financial reasons are made aware of their options. 


 


Disenrollment codes on eligibility files indicating the termination reason will allow us to 
identify those members at risk of transition due to financial reasons. Our Medicaid plan 
in partnership with the MCO Transition QHP would then outreach to those members to 
educate them on our affiliated QHP plan. By allowing marketing to this subset of 
members, it would give permission to the Qualified Health Plan to send an informational 
packet to the member with information about options on the Health Information 
Exchange and a continuity of care plan. 


 


3.2.4 
3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and regulations of 
the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the 
Center for Consumer Information and Insurance Oversight (CCIIO), and/or other federal government 
entities. 


 


We acknowledge that DHCFP has the right to modify this Section to meet requirements 
and regulations of the State and/or federal HIX as determined by applicable state and/or 
federal government entities. 
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3.3 VENDOR DUTIES AND RESPONSIBILITIES  
The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated 
key meetings scheduled by the DHCFP. The purpose of these meetings includes, but is not limited to, 
contract compliance, the DHCFP auditing functions and responsibilities, access to care, quality, and any 
other applicable issues concerning administration and management of the contract as well as program 
and service delivery. The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings. The location of the on-
site meetings will be at either the DHCFP administrative offices in Carson City or a site in Las Vegas. It is 
the sole responsibility of the DHCFP to provide reasonable advanced notice of such meetings, including 
location, time, date, and agenda items for discussion.  


 


We have read, understand, and agree to comply with this requirement. Recognizing the 
importance of a productive relationship with our state partners, all staff will be available 
as is required or appropriate for meetings with government agencies to improve 
collaboration and cooperation. We understand that the frequency, meeting topics, and 
location of these meetings is at the discretion of DHCFP and we will participate as 
requested.  


 


  







 


3.4 MEDICAL SERVICES 
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3.4 MEDICAL SERVICES 
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP 
recipients shall not be less in amount, duration, and scope than those covered services specified in the 
respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, but may 
be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, duration, or scope 
shall be preceded by a review of impact on capitation amounts. 


 


We will comply with DHCFP’s requirement that, except as otherwise provided in this RFP, 
our benefits package provided to DHCFP recipients shall not be less in amount, duration, 
and scope than those covered services specified in the respective State Plans for Title 
XIX and XXI programs and in the Nevada Medicaid Services manual, but may be more 
than stated therein. We acknowledge and agree that any changes in Title XIX or Title XXI 
benefit amounts, duration, or scope shall be preceded by a review of impact on 
capitation amounts. 


 
MCO's are able and encouraged to provide value added services in addition to Title XIX 
And Title XXI State Plans. The vendor shall describe each of the expanded benefits it proposes to offer its 
recipients by eligible population. 


 


PROPOSED VALUE-ADDED SERVICES PACKAGE 
Our proposed Value-Added Services Package (Table 3.4.A) is comprised of a 
comprehensive system of Enhanced Services, Expanded Services, Case-By-Case 
Services and Programs in addition and complementary to those services covered by Title 
XIX and Title XXI State Plans:  


 


Enhanced Services build on Covered Services to offer members an expanded level of 
care and/or convenience incorporated into existing benefits.  


 


Expanded Services complement existing Covered Services by providing members with 
access to select Non-Covered Services and/or other services.  


 


Case-By-Case Services are offered to members participating in a care management or 
disease management program at the discretion of the member’s Care Manager, and may 
be authorized if the service is medically or functionally necessary, aligns with the 
member’s wishes, has the potential to improve the member’s health status, and is cost-
effective. In addition, we may provide Non-Covered Services as part of an innovative 
approach/program to more holistically meet identified member needs. 


 


Programs offer members access to a wide variety of education, community and other 
resources which support Covered Services and our proposed Value-Added Services 
Package. 


 


Our proposed Value-Added Services Package takes into account the priorities identified 
by DHCFP for Medicaid recipients. Further, our proposed Value-Added Services Package 
is closely aligned with Clark and Washoe Counties’ unmet health disparities, social 
needs and prevalence of social determinants such as physical activity, tobacco use, 
socioeconomic status, education, and the physical environment. Using data from 
sources such as the most recent Washoe County Community Health Needs Assessment 
and Southern Nevada Community Health Assessment, our proposed Value-Added 
Services Package is designed to provide meaningful solutions at the community level. 
These Services complement our core benefits and programs offered, and were selected 
to maximize the impact of our comprehensive approach to prevention and wellness 
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promotion, chronic disease management, integrated primary care and behavioral health 
delivery, and crisis response by eligible population. Additionally, our Value-Added 
Services Package considers social support services to ease some of the day-to-day 
challenges and pressures faced by low-income Nevadans, enabling them to focus on 
their health and quality of life. Our Value-Added Services Package includes a range of 
innovative and evidence-based practices that align with our commitment, and DHCFP’s 
goals, to: 


 Emphasize preventive care, early intervention, appropriate utilization and quality 
care 


 Ensure each Medicaid and Nevada Check Up recipient is assigned a medical home 


 Enhance continuity of care through integrated medical, behavioral and social care 


 Ensure that each member can access high quality, comprehensive health care 
services within their service area 


 


We are proposing Value-Added Services that we have found to be most effective among 
our affiliate health plans which serve similar populations in addition to new services, 
developed specifically for Nevada, in order engage members in appropriate care. As we 
begin serving members in Nevada, we may determine that additional Value-Added 
Services would be beneficial and will add or revise services as needed to meet our 
members’ needs. 


 


Table 3.4.A 


Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


 Enhanced Services 


Enhanced Dental 
Benefit 


√    √ 


According to the most recent Washoe County Community Health Needs Assessment, there is 
an acute shortage of affordable dental services for low and moderate income individuals in 
Washoe County. We recognize the connection between members’ oral health and overall health, 
and are committed to preventing the various chronic illnesses that can result from poor oral 
health. In support of this, we will offer bi-annual preventative dental coverage to include 
cleanings and X-rays to adult members when provided through network FQHCs. 


Enhanced Vision 
Benefits 


√ √ √ √ √ 


To enhance the vision benefits covered through the State Plan, we will offer repair or 
replacement of glasses once during a 12-month period for all members, regardless of age. 
Additionally, when medically necessary, we will cover $100 towards the fit and purchase of 
contact lenses per year for members age 21 and older. 


Tobacco Cessation 
Lifestyle Management 
Coaching and 
Education 


√    √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


In support of DHCFP’s objective to reduce tobacco use throughout Nevada, we will partner with 
our disease management affiliate to provide members age 18 and older with a tobacco 
cessation lifestyle management coaching and education program. Program participation will be 
offered to members referred from the Nevada Tobacco Quitline as well as identified tobacco 
users who are enrolled in our other disease management programs. The tobacco cessation 
program, designed to mitigate risk factors and prevent the development of chronic disease 
resulting from tobacco use, complements Nevada Medicaid tobacco cessation benefits by 
combining telephonic lifestyle coaching with educational materials to promote positive 
behaviors and reduce health risks. 


Coverage of Second 
Nebulizer for School 


 √ √ √  


According to the most recent Nevada Behavioral Risk Factor Surveillance Survey, conducted 
jointly by the University of Nevada, Las Vegas and the University of Nevada, Reno, there are 
schools in the Clark County School District with asthma rates between 16 and 21 percent 
compared to a district average of nine percent. On average, children with asthma miss more 
mean school days than those with any other chronic condition. In response to this disparity, we 
will provide members with asthma access to a second nebulizer to use at school. This will 
eliminate the need for children to have to remember to bring the device back and forth from 
home to school while addressing acute episodes, should they occur while the child is in 
school. 


Enhanced Over-The-
Counter Pharmacy 
Benefit 


√ √ √ √ √ 


As a commitment to our members’ overall health and well-being, we will offer a benefit of $30 
per member household, per quarter for commonly-used over-the-counter (OTC) items not 
covered through the State Plan through our affiliate pharmacy benefit manager and its mail 
order program. Members may select from a catalog of items up to the program specific limit per 
quarter per household. Items on the list include, but are not limited to: pain relievers, antacids, 
vitamins and minerals, and cough/cold/allergy medicines. Orders will be placed with our 
affiliate pharmacy benefit manager’s mail order program by calling a toll-free number or 
ordering via their website. 


Non-Invasive Lead 
Screening 


 √ √ √  


In support of early lead detection, we will contract with a vendor to equip our PCPs with the 
supplies necessary for performing DHCFP-approved filter paper lead screening. This easy, non-
invasive blood lead testing method delivers results within 48 hours of receipt. Supplies will be 
provided to PCP offices at no charge. 


Podiatry Services for 
Adult Members with 
Diabetes 


√    √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


According to the most recent Healthy Southern Nevada Community Dashboard compiled by 
Healthy Communities Institute, hospitalization rates due to long-term complications of diabetes 
among Clark County Medicare beneficiaries were higher than national comparisons, indicating 
opportunities for improved diabetes management. Access to routine Podiatry services is 
essential for members with diabetes, which can cause poor blood flow to the feet, resulting in 
scrapes or bruises becoming infected more easily. Providing members with more frequent foot 
care will maintain a careful watch on sores on the feet that do not heal properly and avoid 
dangerous infections or decubitus ulcers. This benefit is beyond what is currently available 
under the Medicaid Program. 


 Expanded Services 


Free GED Prep Testing 
Kit 


√    √ 


We are committed to providing our adult members with opportunities to further their education 
and assist them in taking the necessary steps to reduce the need for reliance on programs such 
as Medicaid. For some of our members, that step includes completing their high school 
education. We will provide vouchers to eligible members to be used toward the purchase of 
official GED testing practice materials to prepare them for the official GED test.  


Free Membership to 
Boys and Girls Club 


 √ √ √  


To assist our young members in developing social and leadership skills, we will sponsor the 
membership fee to the local Boys and Girls Club. According to their websites, the Boys and 
Girls Clubs of Las Vegas, Western Nevada, and Truckee Meadows share a mission of 
minimizing violence, peer pressure, and other risky activities by engaging young people in 
activities with positive adult role models and peers, enabling them to learn powerful life skills. 
This benefit will be available to our members aged 6-18 years old. The Boys and Girls Clubs will 
bill us for membership fees.  


Free Weight Watchers 
Membership 


√ √ √ √ √ 


Based on the most recent Northern Nevada Community Health Assessment, we understand that 
less than one third of adults in Washoe County meet daily physical activity recommendations, 
leaving the majority of adults in Washoe County overweight or obese. To help address this 
disparity, we will partner with Weight Watchers to provide eligible members free membership to 
Weight Watchers meetings in both counties. Members will receive vouchers for registration and 
10 weeks of meeting room classes. The 10 week voucher also includes access to 14 weeks of 
online tools. The program ends in six months with the option to keep it for an additional six 
months if the member meets certain criteria.  


Free Cell Phone √    √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


Our free cell phones will be made available to high adult risk members who would benefit from 
unlimited talk and text. We will also offer a smart phone and data plan for select members with 
a specific chronic condition or disease which is loaded with an app to encourage healthy 
lifestyles and help manage their condition. The objective of the program is to reduce 
preventable adverse events such as inappropriate ER use or hospital admissions through 
improved access to health care information and treating providers. Members are educated on 
observing their health status and calling promptly for advice and support rather than waiting 
until the next appointment. The cell phones are also used so that Care Managers can send the 
member a text message with health information targeted to the individual member's condition. 
Additionally, members can use their phone’s alarm feature to remind them to take medications, 
a functionality beyond that which is available through a standard mobile phone.  


7-Day Follow Up 
Incentive 


√ √ √ √ √ 


We will provide a 7-Day Follow-Up Incentive for members to increase compliance with 
discharge appointments following an acute mental health inpatient hospitalization. Our Care 
Manager will send members a plush toy animal (if age appropriate) or select gift cards to local 
stores following confirmation that the member attended their 7-day follow-up appointment. This 
Value-Added Service aims to increase attendance at 7-day follow-up appointments following 
discharge from acute levels of care. 


Health Library √ √ √ √ √ 


Members will receive free access to our comprehensive online Health Library, powered by 
Krames, which contains information on over 4,000 health-related topics. The Health Library is 
searchable by topic or keyword and easy to navigate. Materials include books, health sheets, 
and podcasts. Members can learn about wellness, illness, care plans, medications, and many 
other helpful tips and facts.  


Online Behavioral 
Health Resources 


√ √ √ √ √ 


We will offer online, consumer-directed behavioral health resources at no charge to our 
members through a website that offers a range of resources to improve mental health and 
overall well-being. The website is not a provider location but a consumer-directed resource 
accessible through the Internet and also through a member’s smart phone. The website offers 
members the ability to take responsibility for their health care and learn more about their 
diagnoses, track their symptoms, and receive motivational ideas and information. We also 
encourage family caregivers of our members with behavioral health issues to enroll and use 
our online behavioral health resource for support and to better understand their family 
member’s behavioral health condition and needs. Members are encouraged to participate to 
increase awareness of mental health needs and engage in personalized e-Learning programs to 
help overcome depression and anxiety supported by tools, weekly exercises and daily 
inspiration in a safe and confidential environment.  


 Case-By-Case Services 


Enhanced 
Transportation Benefit 


√ √ √ √ √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


Lack of transportation need not be a barrier that prevents a member from accessing services 
and supports that they need, such as Weight Watchers meetings, camp programs, parenting 
classes, or Alcoholics/Narcotics Anonymous meetings. We will offer an Enhanced 
Transportation Benefit for members who need assistance traveling to community supports and 
services on a case-by-case basis. For members that we identify, or who self-identify that 
transportation is a barrier to accessing community supports and services, we will identify 
transportation options and provide transportation vouchers. Such vouchers could cover the 
cost of cab fare, bus passes, or car transportation as appropriate and available.  


Care Packages √ √ √ √ √ 


Foster Care Members. Care Packages for Foster Care members are designed to increase the 
member’s ability to function and adjust in their living environment, particularly during an abrupt 
transition, helping to normalize the foster care experience. Care Packages will be offered on a 
case-by-case basis, and will be customized to meet the needs of individual members. Care 
Packages may include items such as clothing, shoes, bedding items, art or hobby supplies, or a 
phone card to call a sibling or grandparent.  


Homeless Members. We recognize the prevalence of homelessness in Clark and Washoe 
Counties, and we are committed to meeting the needs of this often overlooked and underserved 
population. On a case-by-case basis, homeless members identified through Care Management 
will be offered care packages to provide comfort/assistance during an illness, and care 
packages upon discharge from an inpatient stay. Care packages may include bedding items, 
personal care items, and a cold/flu kit. 


Post-Discharge 
Temporary Shelter 
Solutions 


√ √ √ √ √ 


To further support Clark and Washoe Counties’ homeless population and reduce ER 
readmission rates among this population, we will provide homeless members temporary shelter 
in a location such as a hotel on a case-by-case basis upon discharge from an inpatient 
hospitalization.  


Care Grants √ √ √ √ √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


This program will work with local nonprofit agencies to fund, support, and develop innovative 
programs or services that target subgroups of our members such as children in care 
management or members facing health care disparities. The focus of each grant might be 
facilitating health care delivery, mentoring health care literacy, creative approaches to 
community outreach or normalizing the life of children in care management. Each grant will be 
decided on a case-by-case basis. An example would be working with organizations who offer 
summer camps focused on health and activity to combat pediatric obesity for members when 
requested by the member or the member’s parent/caregiver. We would then fund the camp fees 
for these members. Another example may be working with organizations who provide day-to-
day living necessities such as cookware, bedding and cleaning products to previously 
homeless members who are transitioning into an apartment. 


We will develop a Care Grant fund with a designated annual amount, and requests for the 
grants may be made by our staff, as well as external individuals that interact with the member, 
such as caregivers and providers. Care Grants can also fund wrap around and person specific 
supports and resources, such as air conditioners and hypoallergenic sheets for those with 
asthma or lock boxes to reduce access to lethal means for those at risk of suicide. Care Grants 
may also be used to provide services such as purchasing books in Braille for a visually-
impaired child who demonstrates a passion for reading, purchasing a tablet and 
communication application for nonverbal children, or computer software or hardware to 
promote literacy/educational supports.  


Parent/Caregiver Peer 
Support and Waiver of 
Nevada PEP Event 
Participation Fees 


√    √ 


Parents and caregivers often struggle with the challenges of parenting children with complex 
needs. Research demonstrates the positive impact of connecting these parents with peers in 
similar situations, but limited opportunities for training, support, and peer connection exist. We 
will partner with Nevada PEP, a nonprofit organization with office locations in Reno and Las 
Vegas, which provides information, services and training to Nevada families of children with 
disabilities. Among the services offered are Peer Support Groups for children with disabilities 
and their parents/caregivers, a forum which will allow for open dialogue to encourage peers to 
discuss important issues, ask questions, and share experiences. In addition to promoting 
Nevada PEP as a peer support resource, on a case-by-case basis we will subsidize the 
participation fee to Nevada PEP-hosted events held throughout the year, including Nevada 
PEP’s annual “Run, Walk, Roll Against Bullying” 5K Fun Run and 1.5K Fun Walk & Roll event.  


 Programs 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


New Mothers Program 


 Education and 
Outreach 


 Free Parenting 
and 
Childbirth/Lam
aze Classes 


 Baby Showers 
 Prenatal/Postp


artum 
Incentives 


 Breastfeeding 
Support 
Program 
including 
breast pump 


 NICU Program 
 Texting 


Program  


√    √ 


We recognize and support the emphasis DHCFP places on healthy pregnancies. Our 
prenatal/postpartum support program incorporates care management, care coordination, and 
disease management in an effort to improve the health of pregnant mothers and birth 
outcomes. The program aims to improve obstetrical and pediatric care services to extend the 
gestational period and reduce the risks of pregnancy complications, premature delivery, low 
birth weight, and infant disease.  


Substance Use 
Disorder in Pregnancy 
Program 


√    √ 


This Program will engage pregnant members who abuse opiates, alcohol, and other drugs. We 
will identify these members through the NOP, referrals and claims data, and will initiate 
outreach within seven days of identification. The trust‐based care management approach 
encourages the member to participate in a personalized plan that helps her overcome addiction 
and improve the likelihood of a healthy pregnancy and an infant who does not suffer from 
withdrawal. The Program partners with state addiction programs and encourages counseling 
and medication in addition to intensive outpatient or inpatient addiction treatment if needed. 
Care Managers assess the member’s readiness to change and focus on moving her through the 
stages of change related to addiction treatment. Basing interventions on readiness to change 
helps ensure that the member is met with appropriate interventions that challenge but do not 
overwhelm her. Members will be encouraged to talk with their physician about medication‐
assisted treatment with Subutex or methadone that can replace the need for dangerous 
prescription or street drugs and prevents the pregnant member from going into withdrawal, 
which can be dangerous for the fetus. 


Prenatal and 
Postpartum Incentive 
Program 


√    √ 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


To incentivize members to attend prenatal and postpartum appointments, we will provide the 
following targeted incentives: 


 Notification of Pregnancy (NOP) and First Prenatal Visit 
o If the member/provider completes a NOP and the member attends her first 


prenatal visit within 7 days of receipt of the NOP, we will send the member a 
diaper bag  


 Birth Event 
o We will send the member a card and baby gift which may be a onesie, feeding 


set or safety kit following the birth event 
 Postpartum Visit 


o If member attends the postpartum visit, we will ship a package of diapers to the 
member’s home 


Healthy Behaviors 
Reward Incentive 
Program 


√ √ √ √ √ 


To promote accountability among members for contributing to their own health outcomes, we 
will reward members’ healthy choices through our Healthy Behaviors Reward Incentive 
Program. Members will be provided a re-loadable rewards card which can be used to purchase 
items and products to drive healthy behaviors and healthy outcome. Members can earn dollar 
rewards by staying up-to-date on preventive care and chronic disease management, including 
prenatal visits, postpartum visits, Infant Well visits, Child Well visits, cervical screenings, 
colorectal screenings, prostate screenings, and Diabetes Management. Members will be able to 
buy things like fresh foods and groceries, frozen foods, baby items (diapers, formula, baby 
foods, etc.) and clothing, as well as certain over-the-counter drugs (allergy, cold meds, etc.) and 
other personal care items (deodorant, soap, shampoo, etc.). Members will be able to use their 
reward card at a select number of retailers including Wal-Mart, Dollar General and Family Dollar 
stores. Members can visit our Member Portal for the most up-to-date listing of approved items 
and retailers.  


Adopt-A-School 
Program 


 √ √ √  
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


Our Adopt-A-School Program, which will target schools in Clark and Washoe Counties’ 
underserved communities, will allow us to collaborate with local schools on initiatives and 
programs to educate students and their families on the importance of healthy living. The Adopt-
A-School Program has reached thousands of students through our affiliate health plans, with 
over 200 events hosted nationwide last year, providing literacy and reading programs, and self-
care and self-esteem education. The Program also includes: 


 Exercise Toolkit for Children - Includes items kids would use to move such as 
bouncing balls to chase, jump ropes, etc.  


 Nutritional Consults  
 School Health Kits - Kit of supplies for the school nurse. The kit will include but is 


not limited to Band-Aids, latex free gloves, glucose tablets, tongue depressors, 
gauze pads, Bactine and alcohol prep pads. 


In addition to the general Adopt-A-School events, we will conduct an application process for 
schools that express a desire to expand or continue physical education programs but are 
lacking funding, or for schools that have a desire to start a school garden program. The 
awardees will receive funding to purchase needed physical education equipment, or 
establish/rehabilitate a school garden. We will also identify local universities or community 
organizations with an existing community garden program and an opportunity for collaboration 
in implementing a garden program at the school. This partnership would include volunteers to 
start the garden and helping students engage in hands-on exploration of food and nutrition as 
well as emphasizing healthy lifestyle choices. The selected school will commit to incorporating 
healthy foods from the garden into the lunch menu and provide volunteers to maintain the 
garden throughout the year. 


Kids Club Program  √ √ √  


To promote the importance of physical activity and the importance of staying healthy, we will 
implement a Kid’s Club Program. This comprehensive program includes health fairs, school 
partnerships, such as the Adopt-A-School program discussed above, and a book series all 
aimed at promoting physical activity and the importance of being healthy.  


Birthing and Parenting 
Classes 


√ √ √ √ √ 


In support of improving health outcomes among mothers and babies, we are proposing the 
coverage of birthing and parenting classes as a program for members who are first time 
mothers. With approval from and in collaboration with DHCFP, we will establish a fee schedule 
rate to reimburse providers such as hospitals, federally qualified health clinics and public 
health departments for these services through standard CPT codes. Additionally, we will 
partner with and provide grant funding to community parenting agencies in order to increase 
access to evidence-based education and parenting classes. Eligible members will receive free 
transportation to birthing and parenting classes in conjunction with care management 
activities. Care Managers will identify classes offered in close proximity to the member’s home, 
provide members with class schedules, and assist with the enrollment process.  


Flu Prevention 
Program 


√ √ √ √ √ 


This annual campaign is available for all members and also provides targeted outreach to high-
risk members. The program provides information about preventing the transmission of the 
influenza virus by encouraging members to get the seasonal influenza vaccines and taking 
everyday precautions to prevent illness as well as information about what to do if a member (or 
family member) becomes ill. 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


In-Office Preventive 
Care Education 
Program 


√ √ √ √ √ 


We will partner with provider offices and our partners across Nevada to identify members who 
have missed certain preventive care visits. Our staff then outreach to the member to encourage 
them to make an appointment for the needed service on a certain day set aside by the practice. 
Our outreach staff are present at the providers’ offices on these days to reinforce the 
importance of preventive care and answer questions about the member’s health plan benefits. 


Substance Use 
Disorder/Mental Health 
Peer Support Program 


√    √ 


We recognize the benefits of and will encourage our members to use Peer Recovery Support 
Specialists (PRRSs) as a means to advocate for a recovery-oriented mental health and wellness 
approach; members generally demonstrate an increased level of responsiveness to and 
engagement with individuals who have recovered from a substance use or mental health 
disorder similar to their own. In support of this, we will subsidize the cost of PRRS training 
provided by Las Vegas-based Foundation for Recovery, a non-profit behavioral health provider 
and education network, or other similar training entity, and use PRRSs to provide volunteer on-
site services to members. Services may include meeting with members upon discharge at an 
inpatient psychiatric facility; education at outpatient locations use of Wellness, Recovery, 
Action Plan (WRAP) to assist members to identify their strengths, social supports and 
community supports, as well as triggers. PRRSs will serve as an additional support tool to help 
members engage in their treatment, wellness and recovery plans to increase members’ ability 
to transition safely back into their community. 


Member Mobile 
Application 


√    √ 


Our Member Mobile Application is designed to be a comprehensive and integrated mobile “one 
stop shop” for our members. The mobile app will contain a virtual ID card, health plan contact 
information, a summary of member benefits, provider location functionality, appointment 
scheduling, health alert notifications, and healthy behavior rewards management.  


24/7 Nurse Advice Line √ √ √ √ √ 


All of our members, regardless of stratification level, may call our Nurse Advice Line 24 
hours/day, 7 days/week to speak with a clinician. Our best practice model incorporates 
administrative staff, whom we refer to as Customer Care Professionals (CCPs), who initially 
answer the call. CCPs use active listening and interview skills to determine the purpose of the 
call and screen for health-related emergent issues. With this information, the CCP attempts to 
resolve the member’s issue. If there is a health issue or health-related question, the call is warm 
transferred to a registered nurse (RN) for triage or health guidance. For requests that 
necessitate significant care coordination or authorization of service, Nurse Advice Line staff 
will engages our on-call Care Manager or Medical Director. Additionally, our 24/7 Nurse Advice 
Line will provide a secondary triage level. This enhanced level of triage incorporates a 
telemedicine approach targeted to members who may not reasonably be able to follow urgent 
care advice due to lack of available urgent care centers in the caller’s area, or whose physician 
office is not open within the recommended timeframe to seek care. For these members, the RN 
will engage an on‐call physician to conduct a secondary triage. The telemedicine visit includes 
medical history and telephonic consultation conducted by a board certified physician and can 
include prescription of medication if necessary. 
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Proposed Value-Added 
Service 


Applicable Eligible Populations 


 Adults Children 
Children with 
Special Health 


Care Needs 


Foster 
Care 


Recipients 


 


Pregnant 
Women 


Personal Health 
Record: Microsoft 
HealthVault 


√    √ 


Accessible through our secure Member Portal, we will deploy and offer access to the health 
industry's leading Personal Health Record (PHR) platform, Microsoft HealthVault, for members 
who wish to maintain their own electronic PHR. Upon member "opt-in", we can securely send 
claims data to the member's PHR with the support of our health data exchange capabilities. The 
member (or anyone to whom the member authorizes PHR access) can easily locate their health 
history. In the event of a dislocating emergency, our members with a PHR will be able to share 
health history with providers wherever they may find themselves. The member's HealthVault 
PHR stays with the member regardless of their enrollment status in our health plan, an 
important consideration should a member transition from Medicaid to another health insurance. 
We will promote our support of electronic PHRs through our Member Portal, member 
newsletters, and targeted member mailings, and communication channels including face-to-
face. We also will educate members on how to set up an account with HealthVault. 


 The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada 
Check Up recipient. Any insurance duty shall be construed to flow to the benefit of the DHCFP and not to 
the Medicaid or Nevada Check Up enrolled recipient.  


 


We will comply with DHCFP’s requirement to refrain from issuing any insurance 
certificate or evidence of insurance to any Nevada Medicaid or Nevada Check Up 
recipient. Further, we acknowledge and agree that any insurance duty shall be construed 
to flow to the benefit of DHCFP and not to the Nevada Medicaid or Nevada Check Up 
enrolled recipient. 


 


3.4.1 General Information 
Each vendor must provide, either directly or through subcontractors, the managed care benefit package, 
as described in this RFP, to enrolled recipients to ensure all medically necessary services covered under 
the Title XIX and Title XXI State Plans are available and accessible to them.  
The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website at: 
http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/  


 


We will provide medically necessary services covered under Title XIX and Title XXI State 
Plans as outlined in the RFP and on DHCFP’s website. We will build upon the expertise of 
our parent company and our affiliated health plans, who are recognized leaders in 
government sponsored managed care programs with proficiency managing all 
populations and covered benefit types. This gives us access to extensive experience 
meeting the needs of members with a wide range of physical, social, functional, and 
behavioral health needs.  


 


We have reviewed the list of Covered Services described within the RFP and confirm our 
experience and ability to provide the Covered Services described including medical, 
mental health, substance use, vision, and pharmacy services.  
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FULLY INTEGRATED AFFILIATE SPECIALTY COMPANIES 
In addition to our affiliate health plans, we will draw on the experience and services of 
our affiliate specialty companies, all of which are accredited through NCQA and/or URAC 
for their respective specialty services. For Nevada specifically, we will rely on our fully 
integrated affiliate subcontractors to manage Behavioral Health Services, Pharmacy 
Benefits, Disease Management, Vision Benefits, and Nurse Advice Line services. Our 
affiliate specialty companies allow us to seamlessly provide these services as one entity 
with a single, centrally located member care plan and record of services. Our on the 
ground, locally based call centers, community outreach associates, care managers, and 
hospital based discharge nurses ensure each member is supported by someone who 
understands the local culture and available community resources. The advantages of 
having all physical health, behavioral health, disease management, pharmacy and other 
member data in a single repository represents a best practice, and will enable us to 
respond rapidly to DHCFP’s administration needs and, most importantly, to the changing 
needs of a member.  


 


In addition to our affiliate specialty partners, we will engage a subcontractor to provide 
UM for high-dollar radiology including, but not limited to CT, MRI, Nuclear Med/Imaging 
and PET scans. Our subcontractor is both URAC and NCQA accredited for utilization 
management.  


 


RESPONSIBILITY AND OVERSIGHT OF SUBCONTRACTOR SERVICES 
We understand that we will be ultimately responsible for all products, services and 
obligations agreed to by the health plan and the State of Nevada and that we must certify 
and warrant all subcontractor work. Our subcontracts, including those with our affiliate 
companies, contain appropriate provisions and contractual obligations as well as formal 
monitoring processes to ensure the successful fulfillment of all contractual obligations. 
Our monitoring process, further described in 3.7.4, includes a pre-delegation audit, 
ongoing reporting, at least quarterly joint operation meetings, and an annual delegation 
audit that incorporates file reviews. Findings of these audits are reviewed with the 
subcontractor and presented to our Quality Improvement Committee at least annually.  


 


ENSURING SERVICES ARE AVAILABLE AND ACCESSIBLE 
The Health Plan will contract with a robust network of primary care, specialty, ancillary 
and inpatient providers to ensure our members have access to benefits covered under 
the State Plan. We will provide information about covered benefits in our Member 
Handbook that is mailed to all new members with five business days of enrollment and 
during our new member Welcome Call. We will include information about covered 
benefits on our member website, in quarterly Member Newsletters and during 
interactions with members when they call our Member Services department, at 
community events, and during contacts with our Care Management staff. Our Member 
Concierge staff will also educate members about covered services and assist them with 
locating providers that are accessible and who are knowledgeable about the conditions 
for which they are being treated. The Health Plan will offer translation and interpretive 
services, including telephonic, video and face-to-face services, to ensure access to care 
for members whose preferred language is not English or for those members needing 
sign language interpretation services.  


 


3.4.2 
3.4.2 The vendor must furnish services in the same amount, duration and scope as services furnished to 
recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the vendor: 
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3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be expected 
to achieve the purpose for which the services are furnished; 


 


Our Utilization Review (UR) policies and procedures will support the provision of 
medically necessary services and covered benefits subject to all terms and conditions of 
this RFP and in compliance with 42 CFR 440.230. Our policies and procedures will ensure 
the provision of all medical, mental/behavioral health including substance use, 
pharmacy, and vision services to each member sufficient in amount, duration, or scope 
to reasonably be expected to achieve the purpose for which the services are furnished. 
We will accomplish this through the adoption of clinical practice guidelines, a standard 
definition for medical necessity and the use of evidence based nationally recognized 
medical review criteria. We will train all UR staff regarding our policies and procedures 
including appropriate application of review criteria and conduct ongoing training and 
auditing to ensure consistent application. Our focus is not on limiting services, but 
rather on delivering services that are covered benefits, are medically necessary, meet 
professionally recognized standards of care appropriate to members’ conditions, and are 
rendered in the appropriate care settings.  


 
3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely 
because of diagnosis, type of illness, or condition of the recipient; 


 


UR decisions are based on appropriateness of care and service and existence of 
coverage. We will not arbitrarily deny or reduce the amount, duration, or scope of a 
required service solely because of the diagnosis, type of illness, or condition. Our UR 
employees’ compensation includes hourly and salaried positions. The Health Plan and 
its delegated UR agents will not permit or provide compensation or anything of value to 
its employees, agents, or contractors based on:  


 The percentage of the amount by which a claim is reduced for payment, or the 
number of claims or the cost of services for which the person has denied 
authorization or payment; or  


 Any other method that encourages the rendering of an adverse determination  


 


All individuals involved in UR decision making sign an ‘Affirmative Statement about 
Incentives’ acknowledging that we does not specifically reward practitioners or other 
individuals for issuing denials of coverage or care and that we do not offer financial 
incentives for UR decisions that result in underutilization. Staff receive this statement 
upon hire and annually thereafter. 


 
3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX and 
Title XXI State plans, such as medical necessity, or for the purpose of utilization control, provided the 
services furnished can reasonably be expected to achieve their purpose; and 


 


APPROPRIATE LIMITS ON SERVICES 
We will only place appropriate limits on a service based on criteria under the Title XIX 
and Title XXI State plans, such as medical necessity or for utilization control, provided 
the services furnished can reasonably be expected to achieve their purpose. The Health 
Plan’s UR staff, including physicians, nurses and licensed behavioral health clinicians, 
will use clinical decision criteria to determine the medical necessity of covered services 
in alignment with the State of Nevada’s definition of medical necessity. Clinical review 
criteria are developed using or based upon nationally recognized criteria reflecting 
evidence-based clinical practice, along with DHCFP program requirements, Our UR 
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guidelines will ensure timely access to appropriate services that help members achieve 
the highest possible levels of health, wellness, functioning and quality of life. 


 


ENSURING COMPLIANCE WITH MENTAL HEALTH PARITY 
We will comply with the federal Mental Health Parity and Addiction Equity Act. We will 
ensure that medical necessity determinations for mental health or substance use 
benefits are applied in the same manner as physical health benefits. Health Plan 
providers as well as current/potential members may also request benefit information to 
review medical necessity determination factors. We will use industry standard clinical 
guidelines to review for mental health and substance use services in the same way we 
will for medical and surgical benefits. 


 


LIMITED LIST OF SERVICES REQUIRING MEDICAL NECESSITY REVIEW 
The Health Plan and our affiliate health plans pride themselves on the brevity of our prior 
authorization (PA) lists. Our list is limited to only those services or procedures for which 
the quality or efficiency of care can be favorably influenced by our management, such as 
out-of-network services, non-emergent inpatient admissions, certain outpatient services 
and procedures (such as plastic surgery), ancillary services, and some medications. We 
will not require PA for preventive, emergency, urgent, or post-stabilization services.  


 


TOOLS TO SUPPORT PROVIDERS IN THE AUTHORIZATION PROCESS 
We will implement a prior authorization process that is cognizant of providers’ time, 
offering self-service functions such as our web-based tool that allows the user to check 
prior authorization requirements at the billing code level. Using our secure Provider 
Portal, providers can submit authorizations, attach clinical information and check the 
status of authorization requests. 


 
3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the vendor is 
responsible for covering services related to the prevention, diagnosis and treatment of health 
impairments; the ability to achieve age appropriate growth and development; and the ability to attain, 
maintain, or regain functional capacity in a manner that is no more restrictive than that used in the State 
Medicaid and CHIP programs as indicated in State statutes and regulations, the Title XIX and Title XXI 
State Plans, and other State policy and procedures, including the Medicaid Services Manual (MSM).  
The MCO can utilize different authorization requirements than what is used by the State, as long as they 
are not more restrictive.  


 


AUTHORIZATION REQUIREMENTS TO DETERMINE MEDICALLY NECESSARY 
SERVICES 
Our UR policies and procedures will ensure that we authorize medically necessary 
covered services in alignment with State statutes and regulations, the Title XIX and Title 
XXI State Plans, and other State policy and procedures, including the Nevada Medicaid 
Services Manual (MSM). In alignment with the Nevada definition of medical necessity, we 
will conduct medical necessity reviews on a case-by-case basis considering: 


 Type, frequency, extent, body site and duration of treatment with scientifically 
based guidelines of national medical or health care coverage organizations or 
governmental agencies. 


 Level of service that can be safely and effectively furnished, and for which no 
equally effective and more conservative or less costly treatment is available.  


 Delivery setting is clinically appropriate to the specific physical and 
mental/behavioral health care needs of the member. 
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 Provision based on medical or mental/behavioral reasons rather than for the 
convenience of the member, the member’s caregiver, or the health care provider. 


 


Medical Necessity will also take into account the ability of the service to allow members 
to remain in a community based setting, when such a setting is safe, and there is no less 
costly, more conservative or more effective setting. 


 


We acknowledge that we may utilize different authorization requirements than what is 
used by the State, as long as they are not more restrictive. The Health Plan will use 
clinical decision support criteria, developed using or based upon, nationally recognized 
criteria reflecting evidence-based clinical practice, along with DHCFP program 
requirements, to determine the medical necessity of covered services requiring 
authorization. Criteria are selected to enable authorization personnel to determine 
whether services are appropriate for the member’s condition, provided in an appropriate 
setting and meet professionally-recognized standards of care, while considering any 
special circumstances that may require deviation, such as functional decline, disability, 
co-morbidities, or risk of institutionalization. Our Utilization Management Committee 
(UMC), which includes contracted providers of various specialties, reviews all UR 
guidelines annually and revises them as needed for consistency with current clinical 
practice guidelines and compliance with DHCFP requirements as well as federal 
requirements, such as the Mental Health Parity and Addiction Parity Act. The UMC sends 
recommended guidelines each year to our Quality Improvement Committee (QIC) for final 
approval.  


 


Physical Health Services. In general, we will use McKesson’s InterQual adult and 
pediatric guidelines to determine medical necessity for non-emergency inpatient and 
outpatient medical services. InterQual criteria contain a synthesis of evidence-based 
standards of care, current practices, as well as consensus from licensed specialists and 
primary care physicians.1 We will also incorporate DHCFP designated criteria into our 
processes where required such as determination of quantity limits for some 
DME/supplies. In addition to InterQual, we will use internally developed guidelines, which 
are also evidence based using sources including, but not limited to, scientific literature, 
government agencies such as Centers for Medicare and Medicaid Services (CMS), 
specialty societies, and input from specialists with relevant expertise. Research and 
recommended criteria are reviewed and approved by a committee of providers with 
expertise related to the criteria being developed. Additionally, the criteria will be 
submitted for review and approval through our UMC and QIC, which includes network 
providers.  


 


Mental Health Services. We will use InterQual for inpatient mental health services. As 
outlined in the Nevada MSM, Chapter 400, we will use Level of Care Utilization System 
(LOCUS) for adults and the Child and Adolescent Screening Intensity Instrument (CASII) 
for children and adolescents to determine medical necessity and level of care for 
outpatient and rehabilitative mental health services.  


 


Substance Use Services. As outlined in the Nevada MSM, Chapter 400, we will use the 
American Society of Addiction Medicine (ASAM) criteria to determine medical necessity 
and level of care for outpatient substance use treatment services and residential 
treatment. We will use InterQual for inpatient substance use services. 


                                                 
1 McKesson, InterQual Level of Care Criteria proprietary notice, copyright 2009 McKesson Corporation. 
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High Tech Imaging. We will use an internally developed criteria set to determine medical 
necessity for high tech imaging, such as CT scan, MRI/MRA and PET scans, as 
developed by our high technology imaging subcontractor. These criteria are available to 
providers and members on the subcontractor’s public website.  


 


Outpatient Rehabilitative Therapies. For outpatient rehabilitative therapies, we will use an 
internally developed criteria set to determine medical necessity including scope, 
frequency and duration of therapies that encompass occupational therapy (OT), physical 
therapy (PT), and speech therapy (ST). These guidelines were developed from a 
copulation of nationally recognized, evidence-based clinical practice guidelines 
including the American Speech-Language-Hearing Association, American Physical 
Therapy Association, the American Occupational Therapy Association and CMS 
guidelines.  


 


Pharmacy Guidelines. Our prior authorization policies will comply with state and federal 
laws. For psychotropic medications, we propose implementation of a comprehensive 
Psychotropic Medication Utilization Review (PMUR) program that has become a best 
practice across our affiliated health plans. Since implementing the PMUR process, our 
affiliates have seen a dramatic decrease in polypharmacy due to physician awareness of 
and improved compliance with quality and clinical practice guidelines. From 2007 
through 2015, one affiliate has seen a 37% decrease in overall psychotropic drug use, a 
class polypharmacy utilization decrease of 48%, and a 51% decrease of using five or 
more medications for members in the target population. 


 
3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and procedures for 
the processing of requests for initial and continuing authorizations of services. 


 


UR POLICIES AND PROCEDURES 
The Health Plan will develop and maintain written policies and procedures for UR 
department functions including the processing of request for authorization of services. 
The Health Plan’s UR policies and procedures, as well as those of our subcontracted 
vendors, will comply with the standards set forth in the RFP and Scope of Work, the most 
current National Committee on Quality Assurance (NCQA) Health Plan Standards and 
Guidelines and other applicable state and federal guidelines, and will be reviewed at least 
annually or more frequently as needed. The Chief Medical Director (CMD) and VP Medical 
Management (VPMM) will be the senior executives accountable for implementing the UR 
Program including, but not limited to all policies and procedures related to medical 
necessity decisions; monitoring and reporting mis-utilization; and medical quality 
improvement. The CMD and VPMM will also be responsible for process oversight 
including timeliness of decision-making and notifications, and consistent application of 
criteria.  


 


UR STAFF TRAINING 
Our full time Medical Management Trainer, under the direction of the VPMM, will be 
responsible for developing and maintaining a robust and comprehensive educational 
program. Training will include UR policies, UR data, and position-specific coursework 
delivered using a combination of computer-based training and traditional classroom 
learning, with testing to ensure understanding. All Health Plan staff will complete initial 
orientation and training prior to performing job functions. We will ensure our 
subcontractor’s training programs also include these elements.  
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The vendor must have in effect mechanisms to ensure consistent application of review criteria for 
authorization decisions and consult with the requesting and/or servicing provider, when necessary. 


 


TRAINING ON APPLICATION OF REVIEW CRITERIA 
To prepare for performing medical necessity reviews, UR staff will be instructed on the 
correct application of InterQual®, LOCUS, CASII and ASAM criteria, and any internally 
developed criteria to determine medical necessity for medical, behavioral health and 
substance use treatment services. During initial training, staff will acquire a working 
knowledge of the criteria and system documentation. After training, staff will obtain 
hands-on experience shadowing a preceptor in actual application of the adopted clinical 
criteria while performing UR medical necessity reviews. Once training is completed, UR 
staff will be tested to ensure the consistent application of the criteria for both medical 
and behavioral health services. 


  


EMBEDDED MEDICAL NECESSITY CRITERIA 
InterQual criteria are embedded within our Health Management Platform supporting 
consistent application of criteria and clear documentation of the review process and 
rationale for decision-making. 


 


TESTING AND AUDITING TO ENSURE CONSISTENT APPLICATION OF MEDICAL 
NECESSITY CRITERIA 
At least annually, we will assess the consistency with which staff making clinical 
decisions applies UR criteria in decision-making through a formal inter-rater reliability 
(IRR) program. Our tools will ensure consistent interpretation of criteria and guidelines 
among Medical Directors and authorization staff. These tools measure and evaluate each 
reviewer’s comprehension, competency and consistency. In addition to annual IRR, we 
will routinely conduct quality audits on all UR nurses and referral specialists. These 
audits include NCQA requirements, state requirements, notification specifications and 
appropriateness of authorization. Our Medical Management Trainer will review five 
percent (or at least 30 cases) per reviewer semi-annually. An initial review will occur 
during the three-month probationary period for each new employee. Management will 
discuss results with each reviewer immediately following the review, and they will 
consider IRR results as part of the annual employee performance review. If a score of 
<90% occurs, the team member receives re-education and is audited on five charts for 
the next three months. If the scores do not increase, a corrective action plan is instituted. 


 


Evaluating Effectiveness of IRR Program. At least annually, the VPMM will assess 
whether our IRR Program is objectively evaluating consistency and accuracy in the 
application of criteria and protocols. The VPMM will evaluate the appropriateness of 
criteria used in making certain medical necessity determinations using data on the pre- 
and post- impact of prior authorization and medical necessity processes on appeals and 
grievance reports, trended utilization reports, and provider satisfaction with UR 
processes. The VPMM will also develop a report summarizing program impact on 
performance evaluations, retraining, orientation training and the IRR review process. The 
report will be shared with the UMC and QIC for review and feedback at least annually. 


 


CONSULTING WITH SERVICING PROVIDERS 
During the clinical review process, UR staff attempt to collect all information necessary 
to make the determination. This includes follow-up outreach to providers to obtain 
additional information. If the information presented does not meet the clinical review 
criteria, the UR staff will notify the requesting provider that the case is being referred to a 
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Medical Director and inform them of the opportunity to consult with the Medical Director 
at this time. The Medical Director may also choose, at any time during the review 
process, to consult with the requesting provider to obtain additional information prior to 
making a final determination.  


 
The vendor shall monitor prior authorization requests. The DHCFP, at its sole discretion, may require 
removal of the prior authorization requirement based on reported approval percentage rates, to align prior 
authorization procedures across delivery entities, and if determined necessary for the proper 
administration of the Medicaid program.  


 


Our UR Department will review the PA list regularly throughout the year, and on an 
annual basis. The review will evaluate data including, but not limited to, current 
utilization patterns, denial rates for specific PA types, provider complaints and appeals, 
member satisfaction, and issues identified via inter-reliability rater testing. We will 
remove PA requirements when we determine that review does not favorably influence 
quality of care. For example, in 2014, an affiliate’s utilization reports indicated a very low 
rate of denial for routine OB ultrasounds. The Medical Director met with some of their 
network providers to solicit input, finding a concern that the PA requirement was 
delaying necessary testing and intervention. Further discussion with their Maternal Fetal 
Medicine specialists indicated that it would be helpful if ultrasounds could be done 
during telemedicine consultations without the necessity of obtaining a PA. The UR 
Department presented the data to the plan’s UMC, which decided to remove the PA 
requirement for prenatal ultrasounds. Ongoing monitoring has shown no appreciable 
increase in the volume of ultrasounds being performed except for two provider groups, 
which were placed back on PA review and re-trained on policy requirements and 
appropriate utilization. 


 


We acknowledge and will comply with DHCFP requirement to remove a prior 
authorization requirement based on reported approval percentage rates, to align prior 
authorization procedures across delivery entities, and if determined necessary for the 
proper administration of the Medicaid program.  


 
Any decision made by the vendor to deny a service authorization request or to authorize a service in an 
amount, duration, or scope that is less than requested, must be made by a health care professional who 
has appropriate clinical expertise in treating the recipient’s condition or disease. 


 


Our Chief Medical Director or designated Associate Medical Director (MD) (physician with 
unrestricted license) or a Peer Reviewer (licensed psychologist or board-certified 
psychiatrist), with the appropriate clinical expertise in treating the specific condition or 
disease under review, will conduct a review for any request that does not meet criteria 
based on a prior authorization nurse/licensed behavioral health clinician’s review against 
established criteria. The MD/Peer Reviewer are the only staff that may deny or limit 
services based on medical necessity. The MD/Peer Reviewer will review the case and 
consult with the requesting provider for a peer-to-peer as appropriate to gather 
additional clinical information or discuss alternatives to the requested services. The 
requesting provider may also request a peer-to-peer discussion with our MD at any time 
during the authorization process. As applicable, the MD may consult with a board-
certified physician in an appropriate specialty and with appropriate clinical expertise in 
the member’s condition or disease prior to issuing a denial or authorizing a service in 
amount, duration or scope that is less than requested. 


 
The vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program. 
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We will coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. As noted above, The Health Plan will use clinical decision support 
criteria, developed using or based upon, nationally recognized criteria reflecting 
evidence-based clinical practice, along with DHCFP program requirements, to determine 
the medical necessity of covered services requiring authorization. Additionally, we will 
remove a prior authorization requirement based on reported approval percentage rates, 
to align prior authorization procedures across delivery entities, and if determined 
necessary for the proper administration of the Medicaid program, per DHCFP 
recommendation. 


 
3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or referral 
service because of an objection on moral or religious grounds, the vendor must furnish information about 
the services it does not cover to the DHCFP with its application for a Medicaid contract and whenever it 
adopts such a policy during the term of the contract.  


 


We understand that should we object, on moral and religious grounds, to providing or 
reimbursing for a service for which it is otherwise required to provide or reimburse. At 
this time, we do not have any objections to providing or reimbursing for services; 
however, if in the future, we objects to providing or reimbursing for a service on moral or 
religious grounds, we will notify DHCFP. Additionally, we will notify DHCFP should we 
adopt such a policy during the term of the contract.  


 


We will communicate moral or religious objections of care to our members in the 
Member Handbook, the Member Quick Reference Guide, on our website, and at least 
annually—as required by NCQA—in the Member Newsletter.  


 


We will also: 


 Inform potential members about our change in policy by posting a notice of this 
on our public website. 


 Notify members 30 calendar days prior to any change in our policy regarding 
coverage of counseling or referral service through a notice posted on the member 
website and in writing, mailed to the member. 


  


We will also revise the member and provider handbooks and describe how members may 
access the services we will no longer reimburse. We will educate Member Services staff, 
Care Managers, Provider Services, and other staff that communicate with providers or 
members about this change in policy through distribution and review of the related 
written policy and procedure. 


 


If a member has difficulty obtaining the full range of covered services from his/her 
physician, our community health workers or Care Managers will work with the member 
on an individual basis to ensure appropriate access to care through coordination with 
additional providers as necessary.  


 
3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract for all 
eligible recipients enrolled in the vendor's managed care program. 
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Leveraging the Medicaid and CHIP experience and best practices of our affiliates across 
the nation, we will maintain and monitor a comprehensive network of appropriately 
credentialed providers. Our network will be supported by written agreements, and will be 
sufficiently broad to provide access to all covered services under the Contract for 
members enrolled in our plan. As fully described in Section 3.7, we take a local, hands-on 
and inclusive approach to developing networks; we do not operate under a closed or 
narrow network. We work with many data points and organizations to understand 
patterns of care and ensure that the right providers who are already seeing our members 
participate in our network. We intend to fulfill network adequacy to serve members in 
Clark and Washoe counties through contracted providers who are both committed and 
engaged. See Section 3.7 for more detail on our overall provider network approach and 
what we have accomplished to date to establish ourselves as the preferred 
Medicaid/Nevada Checkup MCO in Nevada. We describe our written policies and 
procedures for provider monitoring in Section 3.7.6.6 and describe our approach to 
Provider Engagement in Section 3.7.9.1. 


 


WRITTEN CONTRACTS HELP ENSURE ACCESS TO QUALITY CARE 
Our Network Development and Contracting team (Network Team) will execute and 
maintain, for the Contract term, written provider agreements with a sufficient number of 
appropriately credentialed, licensed, or otherwise qualified providers to provide enrolled 
members with all medically necessary managed care covered services. We also will 
require all subcontractors that develop and manage certain portions of our network to, 
such as pharmacy and vision, meet the same provider contract requirements. 


 


We consider the provider agreement as one of the core tools that helps us establish 
performance expectations with our contracted providers and provide a means through 
which we can achieve the State's mission and program goals. We contract for 
measurable results that improve recipient access and satisfaction; maximize program 
efficiency, effectiveness, integrity, and responsiveness; and reduce operational costs. 
Our value based pricing terms within our contracts incentives our providers to expand 
capacity and provide timely access to care. See Section 3.16.4.1 for more detail on how 
we execute and maintain provider agreements. 


 


EXPERIENCED LEADERS DRIVE RECRUITING AND CONTRACTING EFFORTS 
Our Network Team has experience building networks across the country and, 
collectively, has decades of experience working collaboratively with individual providers 
and provider groups to ensure that contract provisions are clear and concise and not 
unduly burdensome. Our Team understands that provider friendly processes, such as 
our provider contracting approach, are essential to building and maintaining an 
adequate, accessible network of satisfied providers who will act in partnership with us 
and the State to provide services. 


 


WHY PROVIDERS ARE EAGER TO CONTRACT WITH US 
We have already received a significant number of provider agreements and are 
experiencing ongoing interest from Nevada providers eager to join our network as we 
fully detail our network build in Section 3.7. We pay providers quickly and correctly, 
without administrative hassle, and have the ability to increase provider reimbursement 
through value based purchasing, all while increasing the quality of care delivered to their 
patients. We have demonstrated demonstrated expertise and a willingness to offer: 


 Prompt claims payment for clean claims and responsive claims resolution support 
when there are issues  
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 Reimbursement minimally at 100% of the Medicaid fee-for-service rate  


 Innovative Value Based contracting options (See Section 3.6.3.6 for detail) 


 Limited prior authorizations and referrals, thus reducing provider administrative 
burden and making it easy to work with us 


 Initial and ongoing training and support, regular program and policy updates, and 
regular provider office visits (See section 3.6.3.2 for detail) 


 A dedicated Provider Engagement Team and Provider Engagement Model that is 
designed to engage providers and improve satisfaction 


 A comprehensive package of tools, such as our online Provider Portal, that 
provide easy access to needed data (e.g. authorization and claims status, member 
eligibility, member Health Record) and that streamline administrative processes 
(e.g. authorization requests and claims submission).  


 
In establishing and maintaining the network, the vendor must consider the following: 


 


As part of our initial and ongoing network development approach, our Network 
Management and Contracting team have considered a multitude of factors and data, 
including member enrollment projections/existing enrollment, composition of providers 
currently enrolled in Medicaid, the number of providers needed to serve projected 
member enrollment, the number of network providers who are accepting new Medicaid 
and Nevada Check Up members, utilization trends and patterns of care, and the types 
and locations of providers needed to meet members’ needs. Our Network Team 
constantly monitors and evaluates network adequacy and works with providers to build 
trust and establish long-standing relationships. Using this approach, we will ensure our 
contracted network meets all State adequacy requirements by implementation.  


  


Below we highlight some of the specific elements of our approach in our response to 
3.4.2.7 A – E including evaluating: 


 The anticipated DHCFP managed care member enrollment 


 The numbers of network providers who currently are and are not accepting new 
members 


 The expected utilization of services  


 The numbers and types of providers required  


 The geographic location of providers and enrolled members 


 
A. The anticipated DHCFP recipient managed care enrollment; 


 


We will recruit and contract with a sufficiently broad network of providers in Washoe and 
Clark counties to serve our members based on DHCFP’s current enrollment projections. 
Post Go Live, we will continuously review enrollment and membership density to ensure 
we have the right number, specialty distribution and locations of providers. In order to 
determine capacity in accordance with access standards, we estimate the number of 
members in each service area by using anticipated member enrollment by Zip Code 
location. Next, we map anticipated members to contracted Provider locations by each 
major specialty type outlined in the RFP, taking into consideration the unique needs of 
the population. See Sections 3.7 and 3.7.2.11 for detail on supporting documentation we 
will provide to DHCFP demonstrating our capacity to serve the expected enrollment. 
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B. The numbers of network providers who currently are and are not accepting new Medicaid and Nevada 
Check Up recipients; 


 


As we build, maintain and monitor our network, we will continuously identify and track 
the number of providers who currently are and are not accepting new Nevada Medicaid 
and Check Up members. We will obtain open panel status through information on 
providers’ signed contracts, and then continuously validate open/closed panel status on 
an ongoing basis such as during onsite visits or when a provider contacts the Provider 
Call Center. For example, we will routinely generate Closed Panel reports and analyze 
results of appointment availability audits to identify open panel and other access issues. 
We also will analyze member Grievance and Provider Complaint Reports to identify 
access to care issues specifically related to closed panels. Once we identify providers 
who are not accepting new members, our Provider Engagement and/or Contracting Team 
will contact them to negotiate for open panel status, or require a Corrective Action Plan 
(CAP) until the access issues have been resolved.  


 


INCENTIVES TO INCREASE CAPACITY AND PROVIDER WILLINGNESS TO SEE 
NEW MEMBERS 


Currently, our affiliates across the country have established a continuum of physician 
and hospital performance-based contracts, including shared-risk, gain-sharing, and 
capitated arrangements, as well as traditional, yet flexible, quality- and utilization-based 
P4P programs. We will leverage these performance-based models and tie every incentive 
program to a minimum performance against key quality metrics, including open panel 
status. Regardless of which program we deploy with a specific provider, maintaining an 
open panel for our new members is one of the fundamental criteria for eligibility in any 
MCO incentive program. We describe the Value-Based Incentive Programs we propose 
for Nevada in Section 3.6.3.5 and our approach to physician incentives Section 3.7.6.6. 


 
C. The expected utilization of services including a description of the utilization management software or 
other process used by the plan, taking into consideration the characteristics and heath care needs of 
specific Medicaid and Nevada Check Up populations; 


 


DATA ANALYSIS THAT ENSURES THE RIGHT PROVIDER MIX  
Our sophisticated data analytics platform will continuously provide the data we need to 
help ensure that our members always get the care they need, where and when they need 
it. During each network assessment prior to Go Live, we will evaluate the expected 
utilization of services using both historical claims and utilization data that DHCFP will 
provide to us. We also will use external data and information sources such as the 
“Nevada State Health System Innovation Plan – State Innovation Model,” taking into 
consideration the characteristics and health care needs of specific Medicaid and Nevada 
Check Up populations.  


 


Once operational, we will analyze member utilization data stored in our Enterprise Data 
Warehouse to continually evaluate current, and project future utilization trends using 
predictive modeling. Our approach includes quarterly review and analysis of data and 
information such as the following to identify utilization patterns and unique 
characteristics of our membership and provider community:  


 Utilization increases by service area and the attributable causes 


 Single Case Agreement (SCA) requests and Out-Of-Network (OON) utilization 
reports to determine gaps and if a contracting possibility exists. We also review 
OON claims volume to identify any trends by region or Provider type. We 
simultaneously review member utilization to identify causes of OON use.  
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 Member demographic analysis results that identify potential gaps based on 
disease prevalence and identified disparities.  


 Cultural competency and sensitivity assessments, for example, to determine and 
compare the primary language of non-English speaking members with the 
language capabilities of our network Providers 


 Claims volume for primary and specialty care providers to identify key PCPs and 
specialists who represent the patterns of care for our members. 


 


SOFTWARE SUPPORTING UTILIZATION DATA ANALYSIS 
To conduct our ongoing analysis of utilization data, we will use our integrated health 
management platform. Our health management platform is tightly integrated with our 
enterprise Management Information System and data analytics platform which receives, 
integrates, and continually analyzes transactional data, such as health risk assessments, 
medical and behavioral claims, lab test results, authorizations, and additional member 
and provider data. See Section 3.17.2 for more information on our Summary Utilization 
Reporting.  


 
D. The numbers and types of providers required to furnish the contracted Medicaid covered services; and 


 


In addition to different types of data/information we discuss in C. above, we will routinely 
analyze additional information such as listed below to determine whether we have the 
appropriate numbers, types and locations of providers needed to furnish the contracted 
Medicaid covered services. This information, includes but may not be limited to:  


 County level geomapping analyses (distance, travel time, and means of 
transportation ordinarily used by members)  


 Provider Network Adequacy and Capacity Reports with integrated subcontractor 
data to identify any new gaps in coverage related to location. These analyses 
include assessing availability of PCP’s and key specialty types identified by 
claims volume. See 3.7.2.11 for detail.  


 Member geographic movement trends that may impact contracted providers  


 Accessibility analyses that identify locations that do/do not provide easy access 
to members with disabilities 


 Closed Panel reports and results of appointment availability and office wait time 
audits to identify open panel and other access issues. 


 Corrective action plans for network gaps  


 Provider profiling information to evaluate the quality of existing network providers 
to determine if additional providers should be added 


 Network adequacy against established PCP and Specialty Care Practitioner to 
member ratios  


 Consumer Assessment of Healthcare Providers and Systems (CAHPS), Provider 
Satisfaction and other survey results to identify access issues  


 Member Grievance and Provider Complaint Reports to identify access to care 
issues  


 Feedback received from Member, Provider and Community Advisory Committees.  


 
E. The geographic location of providers and enrolled recipients, considering distance (pursuant to NAC 
695C.160), travel time, the means of transportation ordinarily used by recipients, and whether the location 
provides physical access for recipients with disabilities. Primary Care Provider (PCP) or Primary Care Site 
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may not be more than 25 miles from the enrolled place of residence without the written request of the 
recipient. 


 


EVALUATING GEOGRAPHIC LOCATION OF PROVIDERS AND MEMBERS 


We will evaluate the geographic location of providers and enrolled members, considering 
distance, travel time, the means of transportation members ordinarily use, and whether 
the location provides physical access for members with disabilities. As described in 
detail in Section 3.6.3.2, we also will ensure assigned PCPs or PCSs are not more than 25 
miles from a member’s residence without his or her written request. We are very excited 
that our geomapping to the census populations in each Service Area zip code indicates 
the following primary care access based on our network development efforts. 


 


Clark: 99% will have access to 2 PCPs within 25 miles 


 


99% will have access to 2 Pediatric PCPs within 25 miles 


 


Washoe: 99.8% will have access to 2 PCPs within 25 miles 


 99.5% will have access to 2 Pediatric PCPs within 25 miles. 


  


 


Our approach to ensuring access begins with recruiting and maintaining the right mix of 
providers in the right place to meet and exceed State access requirements, and to offer 
members their choice of quality providers in locations convenient to them. This includes 
contracting with primary care physicians (PCPs), specialists, acute care facilities, 
behavioral health, and other provider types that are qualified to join our network. Our MIS 
will store core provider demographic, location, type, specialty, affiliation, American 
Disabilities Act (ADA) accessibility, and other administrative data about our providers. 
This information, overlaid with our membership, allows us to deploy our geomapping 
software to determine if we have the right mix/distribution of providers to meet our 
members needs. 


 


Our geomapping system capabilities will allow us to monitor adequacy of our provider 
network for all provider types. We will run geo-access reports weekly during 
implementation and at frequent intervals on an ongoing basis to ensure that all PCP 
assignments meet requirements, unless we have an exception documented in our 
database. See Section 3.7.5.2 for detail on our approach to geo-mapping and data-driven 
analysis. Please also see Section 3.7.5 for a comprehensive overview of how we will 
ensure provider access and availability. 


 


TRANSPORTATION CONSIDERATIONS  
To ensure ongoing appropriate access, we will consider the impact of transportation on 
network adequacy, and how we can address transportation barriers. We will:  


 Analyze local access patterns by provider category, including PCPs, specialty 
providers, facilities, and ancillary providers. 


 Evaluate transportation routes and travel time including public transit routes and 
schedules. 


 Factor in types and sources of transportation assistance for members, including 
the need for ADA accessible transportation for members with disabilities; referrals 
to non-emergency transportation vendor services; providing members discounted 
bus passes, and other transportation resources. For example, we know that some 
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providers, such as Seven Hills Behavioral Health and MonteVista, have their own 
transportation programs available for members.  


 Use Community Health Workers and our Member Experience Team to help 
members identify the most convenient transportation resources. 


 


We have partnerships with providers in both counties, including Seven Hills and 
Montevista, Harmony, and Access to Health Care Network that offer members 
transportation services to their facilities. 


 


ENSURING PCP GEOGRAPHIC ACCESS WITHIN 25 MILES OF MEMBERS’ 
HOMES 
We will track all PCP assignments, including geographic access exceptions, in the 
Member Data Management (MDM) module of our Customer Relationship Management 
System (CRM). Our Network Team will regularly analyze PCP assignment data to verify 
we are in compliance with 25-mile radius requirement. Please see our response to 
Section 3.6.3.2 for detail on our approach to ensuring PCP assignments within a 25-mile 
radius of members’ homes as well as our mitigation plan to resolve PCP access issues. 


 
3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, to the 
extent possible and appropriate. 


 


ALLOWING MEMBERS’ CHOICE OF PROVIDERS 
We know the right member/primary care provider (PCP) match maximizes member 
engagement and sets the stage for a successful health care relationship. Based on our 
affiliates’ long and broad Medicaid experience across the country, we also recognize the 
importance and value of member choice. We will allow, and strongly encourage, each 
member to choose his or her health care professional within our network, including a 
PCP, to the extent possible and appropriate (e.g. the PCP has not exceeded their 
maximum physician patient ratio and there are no restrictions such as age or gender for 
which the member does not qualify).  


 


Our comprehensive network, combined with proposed policies, programs and activities 
are designed to promote PCP choice, access, and ultimately improve our members’ 
satisfaction, outcomes and experience. We will meet all PCP-to-member and physician 
specialist ratios, PCP network and participation requirements as we detail in our 
response to Section 3.7.5.6.A – PCP to Recipient Ratios. 


 


We will employ a comprehensive outreach and education process to encourage our 
members to be active participants in the selection and timely assignment of their PCP. 
Our Member Services staff (including Member Services Representatives and our Member 
Experience Team) will personally assist members with selecting the right PCP.  


 


Our approach will ensure members are assigned to an individual PCP and not to a clinic; 
allow members with a disability or chronic condition to select a specialty provider as a 
PCP, allow for continue use of a member’s current PCP until they are transferred to a 
new one; allow pregnant members continued use of their OB/GYN whenever possible; 
and provide female members with direct access to a women’s health specialist as 
described further in this section. 
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In addition to our response below, please see Section 3.6.3.1 – Primary Care Provider or 
Primary Care Site and 3.6.3.3 – Assignment of a PCP or Primary Care Site for more detail 
on our processes and procedures regarding PCP assignment. 


 
A. Recipients will have an individual physician assigned as their PCP; recipients are not allowed to be 
assigned at the clinic level.  


 


ASSIGNING MEMBERS TO INDIVIDUAL PCPS, NOT AT THE CLINIC LEVEL 
Our members will be assigned an individual physician as their PCP; we will not assign 
them at the clinic level. We will ensure we meet this requirement by enrolling PCPs into 
our network on an individual basis, along with any linkages they may have to one or 
more groups or clinics. Each PCP enrolled in our MCO will have a profile that enables 
members and MCO staff to appropriately select the right PCP at the right location for that 
member’s needs. The profile will include information such as provider type and specialty, 
service locations/addresses, office hours, gender, Americans with Disabilities Act (ADA) 
accessibility, and languages spoken. We will assign members to individual PCPs at a 
specific service location or clinic; we will not assign members at a group or clinic level. 
We will maintain written policies and procedures and our systems will be configured and 
thoroughly tested to ensure that each member of our plan has an assigned PCP that 
meets DHCFP requirements. 


 


PROVIDERS THAT CAN SERVE AS A PCP 
Our PCP network will include licensed practitioners specializing in family practice, 
general practice, pediatrics, general internal medicine, and OB/GYNs who agree to serve 
as a PCP. We also will allow advanced practice registered nurses (APRN) and other 
qualified physician extenders with specialties in Family Practice, Pediatric Practice, 
Behavioral Health or Obstetrics and Gynecology to participate in our network as PCPs. 
Specialists may also serve as the PCP, if appropriate, and if they agree in writing as 
described below.  
 


B. Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select a 
specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as their PCP. 
Any specialist can be a PCP based on medically necessary conditions. If a specialist is chosen as a PCP, 
they must be reported as a specialist. The specialist does not count as both a PCP and a specialist for 
reporting purposes. Recipients with disabilities must be given an additional 30 calendar days to select a 
PCP.  


 


OFFERING CHOICE OF SPECIALISTS TO SERVE AS PCPS FOR MEMBERS WITH 
SPECIAL NEEDS 
We recognize that at times it is prudent to allow a member’s specialty provider to serve 
as their PCP. When a member has a disability, chronic, or complex health condition, 
such as, but not limited to, chronic obstructive pulmonary disease, end stage renal 
disease, HIV/AIDs, or a child with special health care needs, it may be in the member’s 
best interest to allow the provider who oversees their complex, chronic or special health 
condition to serve as their PCP. In such cases, a network specialist may serve as the 
PCP as long as they agree, in writing, to provide the full scope of PCP responsibilities 
and coordinate all services the member needs.  


 


We will provide network specialists with the same tools and resources that we provide to 
PCPs, such as those on our public website and secure Provider Portal, and we will 
provide them with the PCP training resources and support they need to be successful as 
a PCP. We will require any specialist who agrees to serve as a PCP to accept such 
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member assignments in writing. For reporting purposes, we will not count those 
specialists who agree to serve as PCPs as both a PCP and specialist.  


 


While we will ensure all members receive a PCP assignment within five business days of 
enrolling in our network, we will give members with a disability or chronic/complex 
condition an additional 30 days to select a specialty PCP after initial assignment. As 
required, we will allow members with disabilities, chronic, and complex conditions to 
select a State-operated clinic to serve as their PCP.  
 


C. Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be transferred to 
an appropriate network provider(s). 


 


When a member is transitioning into our health plan, or if a provider voluntarily 
disenrolls from our network, we will allow members to continue to see their current 
provider (provided they are enrolled in Nevada Medicaid) until the member can be safely 
transitioned to an appropriate network provider. We will authorize these services for up 
to 90 days (or on a case-by-case basis as needed). See D. below for our policies 
regarding pregnant members. Please see 3.5.7.9 – Transitioning or Transferring Members 
for additional information on our approach to transferring members. 


 
D. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.  


 


When a new member is transitioning into our health plan, we will assign the member to 
her current obstetrician if he/she is a contracted network provider. If not, we will 
authorize the member to continue to obtain services from her obstetrician, regardless of 
network status, through delivery and until the provider releases the member postpartum. 
If the member’s obstetrician is an out-of-network (OON) provider, we will make every 
attempt to contract with them to join our network. If the OB/GYN is unable or unwilling to 
join our network we will establish a Single Case Agreement for prenatal care, delivery 
and postpartum. Pregnant members also may choose an OB/GYN from our broad 
network of OB/GYN providers and we will help facilitate the transition of all records to the 
new OB/GYN. 


 
E. Must provide female recipients with direct access to a women’s health specialist within the network for 
covered care necessary to provide women’s routine and preventive health care services. This is in 
addition to the recipient’s designated PCP, if that source is not a women’s health specialist. 


 


MAKING IT EASY TO DIRECTLY ACCESS WOMEN’S HEALTH SPECIALISTS 
In addition to having an assigned PCP that may or may not be a women’s health 
specialist, all of our female members will have full freedom of choice and direct access to 
a network women’s health specialist for routine and preventive health care services, 
without a referral from their PCP or other provider. We will offer female members ample 
network access to women’s health specialists such as OB/GYNs, nurse practitioners, 
and nurse midwives, including those who specialize in family planning (FP) and sexually 
transmitted diseases (STD). Our Member Service Representatives or Member Experience 
Team will assist members with locating and selecting a women’s health specialist in our 
network as needed.  


 


We are pursuing contracts with key OB/GYNs and women’s health specialists in Clark 
and Washoe counties to provide members a choice of at least two providers within a 25 
mile radius of their residence. For example, we have a letter of intent (LOI) from Women’s 
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Health Associates of Southern Nevada, which will offer 81 physicians in 22 different 
locations. We also have an LOI and Memorandum of Understanding with WellHealth, 
which has more than 3,200 providers in its health system, and a sophisticated network of 
providers who specialize in women’s health (including OB/GYNs, mid-wives, physician 
assistants, and nurse practitioners).  


 
3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the 
vendor is unable to provide them. If the network is unable to provide necessary services covered under 
the contract to a particular recipient, the vendor must negotiate a contract and determine the rate or pay 
no more than the FFS rate. Must exhaust all out of network providers located within 25 miles of the 
recipient’s address before contracting with out of network providers located over 25 miles from recipient’s 
address. 


 


ENSURING AN ADEQUATE NETWORK 
We will maintain a comprehensive statewide network of primary care providers, 
specialists, facilities, and ancillary providers to meet the health care needs of Medicaid 
and Nevada Check Up members. Our value based contracts are always focused on 
expanding network capacity, and access to care which ensures an adequate network at 
all levels of care. Our Network Development staff conduct formal assessments of 
network adequacy on a regular basis to ensure all required services are available and 
accessible to our members. We evaluate network adequacy in accordance with 
established standards for distance, specialty distribution, provider to member ratios, and 
provider quality. We use the results of these network assessments and audits to monitor 
the effectiveness of our annual recruitment work plan to address coverage gaps and 
ensure members have access to needed care. Finally, understanding that Nevada has 
designated health provider shortage areas (HPSAs), we will continuously focus on 
meeting members’ needs by closing gaps with the addition of new providers, execution 
of single case agreements, and providing access to out-of-county and, as appropriate, 
out-of-state providers.  


 


In the event we identify our network is unable to provide medically necessary services or 
it is in the best interest of the member to obtain services from an OON provider, we will 
provide adequate and timely OON care for as long as we are unable to provide it through 
contracted providers, or until it is clinically appropriate to transition the member to a 
network provider. At all times, our staff will coordinate all covered benefits, including 
those delivered by OON providers. See the description of our care coordination 
processes with OON providers in our response to section 3.4.9.1. 


 


EXECUTING SINGLE CASE AGREEMENTS WITH OON PROVIDERS 
When a member requires services from an OON provider, a Utilization Reviewer (UR) 
refers the request for a Single Case Agreement (SCA) and recruitment into the network to 
our Network Development/Contracting Department. Contracting staff immediately 
attempt to negotiate a rate prior to services being rendered in cases where the provider 
is unwilling to accept the Medicaid FFS rate. If the OON provider accepts the Medicaid 
FFS rate, this information is noted in the authorization and the SCA is not required. If the 
provider is a hospital, reimbursement follows the Nevada Medicaid reimbursement 
methodology. As required by section 3.4.10.2, we will reimburse OON FQHCs and RHCs 
at a rate equivalent to the FFS rate, with the exception of emergency services. See our 
response to section 3.7.6.2 for a description of our contracting processes. 


 


We will expeditiously negotiate SCAs to ensure timely access. Our contracting 
department initiates negotiation with the provider within 24 hours after the medical 
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management department identifies the need. We typically complete the SCA process 
within 24 hours for urgent situations and 72 hours for non-urgent. The SCA captures 
necessary information about a provider’s credentials, including name, address, tax ID, 
and NPI, which will allow us to load the provider in the system and process the claim.  


 


GEOGRAPHICALLY ACCESSIBLE OON PROVIDERS 
When identifying OON providers to meet a member’s needs, we will exhaust all OON 
providers located within 25 miles of the member’s address before contracting with OON 
providers located further than 25 miles. 


 


As required by section 3.6.2, we will maintain a Member Services Department that 
includes a concierge service, our Member Experience Team (MET) who personally assist 
members to find a service provider including an OON provider when necessary. MET 
staff will assist beyond just providing a list of network providers or directing to the 
website. For example, in the event an appropriate network provider is not available, our 
MET staff will work with members to identify and schedule an appointment with an OON 
provider willing to provide services and located within 25 miles of the member’s address. 
See our response to section 3.6.2 for information on our approach to providing concierge 
services. 


 
3.4.2.10 Must provide for a second opinion from a qualified health care professional within the network, or 
arrange for the recipient to obtain one outside of the network, at no cost to the recipient. 


 


Our utilization review processes will provide for a second opinion from a qualified health 
care professional within the network, or arrange for the member to obtain one outside of 
the network, at no cost to the member. 


 


ACCESS TO SECOND OPINION 
A provider, member, parent, and/or guardian/social worker exercising a custodial 
responsibility can request a second opinion under the following conditions:  


 when there is a question concerning diagnosis or options for surgery; 


 when there is a question concerning diagnosis or options for other treatment of a 
health condition; 


 or when requested by any person on the member’s health care team 


 


Second opinions may be requested by contacting our Member Services Department or 
Medical Management Department. We will provide access to a second opinion at no cost 
to the member, and it does not require a referral from the member’s primary care 
provider.  


 


We will not require prior authorization for a second opinion from a network provider, 
although we do require authorization for all out-of-network (OON) services, except 
emergency services. We will authorize a second opinion from an OON provider, if there is 
no network provider available with appropriate expertise in the condition being treated.  


 


ASSISTANCE TO MEMBERS OBTAINING SECOND OPINION 
We will educate members about access to a second opinion in our member materials, 
including our Member Handbook and on our secure website. Our care managers will also 
educate members about this option when needed for their care. We also will inform 
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providers about second opinion options in our provider educational materials, including 
our Provider Manual, provider orientation, our secure provider website, and other 
materials.  


 


As required by section 3.6.2, we will maintain a Member Services Department that 
includes a concierge service, our Member Experience Team (MET), that personally 
assists members to find a service provider (regardless of network status) who can 
provide a second opinion. Our MET will provide any personal assistance required to help 
the member/representative identify and access/schedule an appointment with a 
network/non-network provider who can provide a second opinion. This assistance will go 
beyond simply providing a list or referring the member/representative to the website. 


 


Please see our response to section 3.6.2 for a discussion of our approach to providing 
concierge services through our Member Experience Team. 


 
3.4.2.11 Must coordinate with out of network providers with respect to payment. 


 


PROCESS FOR COORDINATING PAYMENT WITH OON PROVIDERS 
We are committed to timely claims payment for all providers who serve our members, 
regardless of network status, and we will coordinate with OON providers with respect to 
payment. We also will comply with all federal and state requirements for claims 
payments as set forth in section 3.12.4 including, but not limited to timely claims 
payment, claims submittal deadlines, third party billing, interest on late claims payment, 
and Provider Preventable Conditions (PPCs) Payment Policy. In addition, we will pay 
claims timely for OON providers in accordance with the requirements established under 
42 CFR 447.45d. If we establish an alternative payment schedule by mutual agreement 
with any OON provider, we will include such schedule in an SCA along with the payment 
rate. 


 


We will coordinate with OON providers to ensure they fully understand how to bill for 
services, when and how to obtain authorization, and that they are not permitted to 
balance bill the member. We will provide them with access to our Billing Manual, which 
will provide details about our required billing guidelines and processes.  


 


We will require all OON, non-Medicaid providers to register as Medicaid providers with 
DHCFP, and submit their NPI and any taxonomy codes as obtained by the National Plan 
and Provider Enumeration System (NPPES). We will also require them to send these 
required identifiers on claims and other HIPAA transactions they exchange with us in 
accordance with HIPAA mandates. To simplify the claims submission process for OON 
providers, we will accept claims through any of several alternative submission methods, 
including: 


 Direct submission of HIPAA EDI transaction files via our secure provider portal or 
through more than 60 nationwide clearinghouses 


 HIPAA compliant direct data entry (DDE) on our secure provider portal  


 Paper claims 


 Leading multi-payer web portal (allowing a provider to submit claims online in one 
secure entry point for submission to multiple payers that the provider bills.) 


 


Our Management Information System (MIS) and Claims Processing System provide 
functionality that enables us to efficiently coordinate payment for OON providers. Our 
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system supports DHCFP's provider payment and data reporting requirements including 
the capability to electronically accept and adjudicate claims, ensure accurate claims 
processing, and payment for complex benefit plans/multiple provider reimbursement 
models. We use our system for medical and behavioral health (BH) claims processing, 
enabling a uniform approach to coordinated benefits administration. Our MIS and Claims 
Processing System fully supports HIPAA standard Electronic Data Interchange (EDI) and 
Electronic Funds Transfer (EFT) capabilities, as well as detailed, real time clinical edits 
and advanced Fraud, Waste, and Abuse detection. 


 


PAYMENT RATES/SCHEDULE FOR OON PROVIDERS 
When our members obtain medically necessary services from OON providers, our 
Contract Negotiators will negotiate payment rates with these providers if the provider is 
unwilling to accept the Medicaid FFS rate and document our contractual relationship in 
an SCA including all information necessary to load the provider into our system and 
process the claim. As required by section 3.4.10.2, we will reimburse OON FQHCs and 
RHCs at a rate equivalent to the FFS rate, with the exception of emergency services. See 
our response to section 3.7.6.2 for a discussion of our contracting processes, including 
for SCAs. 


 
3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in this 
RFP. 


 


Patient safety and positive health outcomes are our top priority and depend on services 
being rendered by highly qualified and appropriately credentialed providers. We will 
demonstrate that our providers are credentialed, as required by 42 CFR 438.214 and this 
RFP, and we will follow the state’s established uniform credentialing and recredentialing 
policies and our credentialing policies and processes as described in detail in our 
response to section 3.10.15. 


 


DEMONSTRATION OF CREDENTIALED PROVIDER NETWORK 
We will provide documentation to DHCFP, as requested, to demonstrate that our 
providers are credentialed in accordance with all requirements. We also will provide 
documentation of our credentialing processes and procedures to DHCFP and/or its 
contracted External Quality Review Organization. We will maintain electronic provider 
credentialing and recredentialing records which will be stored and backed up in a secure 
data system. We will generate reports of credentialed providers as frequently as required 
by DHCFP to demonstrate network adequacy, including compliance with credentialing 
requirements.  


 


COMPLIANCE WITH CREDENTIALING/RECREDENTIALING REQUIREMENTS 
We have built our Credentialing Program on our affiliates’ extensive experience vetting 
providers throughout the country for multiple lines of business. We will document our 
processes through comprehensive written policies, procedures/standards for 
credentialing, recredentialing, and ongoing monitoring. Monitoring is conducted in full 
compliance with all applicable federal and state standards, including those required in 
NAC 679B.0405, 42 CFR §1002.3, and applicable standards of the National Committee for 
Quality Assurance (NCQA). We will thoroughly verify provider credentials based on 
current NCQA Standards, and all potential network provider applicants will be peer-
reviewed/approved through our Credentialing Committee before being given access to 
our membership. Only fully-credentialed providers will be included in our Provider 
Directory, and used in our auto-assignment algorithm.  
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All subcontractors to which we delegate credentialing will be required to comply with all 
health plan credentialing policies and procedures, as well as NCQA, contractual and 
regulatory requirements. We will ensure this compliance through our initial and ongoing 
delegation oversight process.  


 
3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the hours of 
operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services only 
Medicaid recipients pursuant to 42 CFR 438.206; must meet and require its providers to meet State 
standards for timely access to care and services, taking into account the urgency of the need for services; 
must make services included in the RFP available twenty-four (24) hours per day, seven (7) days per 
week, when medically necessary; must establish mechanisms to ensure compliance by providers; monitor 
providers regularly to ensure compliance; and, must take corrective action if there is a failure to comply.  


 


We have read and will comply with all requirements in section 3.4.2.13. In the interest of 
brevity and to reduce duplication, we have referenced our responses to the RFP 
sections/requirements in the table below: 


 


Contract Requirement Response Reference 


We will ensure that network providers offer 
hours of operation that are no less than the 
hours of operation offered to commercial 
members or comparable to Medicaid FFS, if the 
provider serves only Medicaid recipients 
pursuant to 42 CFR 438.206.  


Please see section 3.7.2.4 for our 
affirmation related to ensuring that 
providers offer hours of operations that are 
no less than the hours of operation offered 
to commercial members or comparable to 
Medicaid FFS. Please see section 3.7.6.2 
which provides a description of our 
Provider Contracting process. 


We will meet and require our providers to meet 
State standards for timely access to care and 
services, taking into account the urgency of the 
need for services.  


Please see section 3.7.2.3 for our 
affirmation and section 3.7.5.7 for a 
detailed description of access and 
availability to meet appointment availability 
standards. 


We will make services included in the RFP 
available 24 hours per day, 7 days per week, 
when medically necessary.  


Please see section 3.7.2.5 for a detailed 
description of our process for ensuring 
compliance with 24/7 access requirements. 


We will establish mechanisms to ensure 
compliance by providers. Please see section 3.7.2.6 for a detailed 


description of the mechanisms we use to 
ensure compliance, including our provider 
contracts, provider education, value-based 
contracting, and provider engagement 
model.  


We will monitor providers regularly to ensure 
compliance. Please see section 3.7.2.7 for a detailed 


description of our processes for 
monitoring providers, including our 
quarterly audit program and secret 
shopper surveys, and data providing 
indicators of noncompliance with medical 
management standards, such as appeals 
and grievances. 
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We will take corrective action if there is a failure 
to comply.  


 


Please see section 3.7.2.8 for a detailed 
description of our processes for corrective 
action. Please see section 3.7.5.11 for a 
detailed description of our provider 
termination processes. 


 
3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The 
vendor must have written policies and procedures describing how recipients and providers can obtain 
urgent coverage and emergency services after business hours and on weekends. Policies and 
procedures must include provision of direct contact with qualified clinical staff. Urgent coverage means 
those problems which, though not life-threatening, could result in serious injury or disability unless 
medical attention is received.  


 


We will provide for emergency coverage 24 hours per day, 7 days per week, as described 
in our response to sections 3.7.5.7 and 3.7.5.8 regarding compliance with access 
standards.  


 


We will comply with all DHCFP, federal/ state requirements, and definitions applicable to 
emergency services and urgent coverage. We understand that urgent coverage means 
those problems which, though not life-threatening, could result in serious injury or 
disability unless medical attention is received. 


 


We also affirm our compliance with DHCFP's appointment availability standards for 
emergency services as required by section 3.7.5.7., question A. We will ensure that 
enrolled members' access to covered services is consistent with the degree of urgency. 
In our response to section 3.7.5.8, we describe our approach to monitoring compliance 
and implementing a Corrective Action Plan (CAP) whenever needed to ensure standards 
are met. 


 


OBTAINING URGENT / EMERGENCY CARE AFTER-HOURS AND WEEKENDS	
Our written policies and procedures will ensure urgent and emergency coverage through 
established processes for PCP after-hours access and our own triage coverage, as well 
as our network development and maintenance processes for a comprehensive provider 
network, which includes urgent care centers and emergency services, to meet the health 
needs of Nevada Medicaid and Check Up recipients. Our Network Development staff 
conducts formal assessments of network adequacy on a regular basis to ensure urgent, 
emergent, and other required services are available and accessible to our members. We 
evaluate network adequacy in accordance with established standards for distance, 
specialty distribution, provider to recipient ratios, and provider quality. We use the 
results of these network assessments and audits to monitor the effectiveness of our 
annual recruitment plans to address coverage gaps and ensure recipients have access to 
needed care.  


 


Direct Contact with PCP After-Hours. Our written policies and procedures will address 
after-hours telephone standards for PCP offices. PCPs must have an after-hours system 
in place 24/7 to ensure that the member can reach the physician or an on-call physician 
with medical concerns or questions. Any answering service or after-hours personnel at 
PCP offices must forward urgent member calls direct to the PCP or on-call physician, or 
instruct the member that the provider will contact the member within 30 minutes. In 
addition, the office phone messaging system must direct members to call 911 or go 
direct to the ER in the event of a life-threatening emergency. 
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Direct Contact with Clinical Staff through Nurse Advice Line. Our policies and 
procedures will also address our after-hours services. We will direct and facilitate 24/7 
member access to emergency and urgent coverage services through our nurse advice 
and triage phone line using the same toll-free number that members call during business 
hours.	
 	
At all times, our interactive voice response system will answer the call and immediately 
instruct callers to dial 911 or go to the nearest emergency room, if calling about an 
emergency. Members then may speak with our nurse advice line, by pushing a prompt or 
just remain on the line for a representative to answer the call. Along with nurse advice, 
our licensed nurses will have access to: 


 Member’s medical history, including name of any assigned Care Manager, via our 
member-centric integrated health management platform for collaborative care 
coordination  


 Immediate direct access to our Care Management Team and Medical Director 
through an after-hours on-call assignment roster  


Our advice line nurses will be able to triage for urgency and direct members to the 
nearest available network provider, urgent care provider and/or emergency provider. We 
will establish communications policies and procedures with our nurse advice and triage 
service, including protocols for the nurse advice service to submit a daily activity report 
to our Care Management Team with member inquiries and incidents requiring follow up 
no later than the next business day. 


Our after-hours nurse advice line professionals provide services in a culturally 
competent manner. Although many speak Spanish, our nurses also have access to 
professional interpretation services, offering over 200 languages on-demand and 
meeting all HIPAA, CMS, and state/federal regulatory standards.  


 


On-Call Physician Services. Sometimes, members may not reasonably be able to obtain 
urgent care. They may not have an urgent care center in their immediate area or their 
PCP’s office may not be open within the timeframe needed to seek care. For these 
members, our nurse triage service will engage an on-call physician to conduct a 
secondary triage. This telemedicine visit will include a medical history and telephone 
consultation conducted by a board certified physician, and can include prescription of 
medication, if necessary. As with all services provided through our nurse triage service, 
our Care Management Team will receive a report on the telemedicine services provided, 
for follow-up with the member and the member’s PCP, as needed.  


 


WRITTEN POLICIES AND PROCEDURES DESCRIBING EMERGENCY COVERAGE 
AFTER-HOURS 
We will have written policies and procedures describing how members and providers can 
obtain urgent and emergency services 24/7, including having direct contact with our 
clinical staff, up to and including our Medical Director. Our written policies and 
procedures will address:  


 Disseminating standards to all network providers through enforcement and 
educational processes such as stating standards in provider contract 
requirements and including standards in educational activities  


 Requiring our network subcontractors to comply with requirements, including our 
behavioral health affiliate subcontractor	


 Written telephone standards for PCP offices including after-hours telephone 
system  


 Access to qualified clinical staff after-hours through our nurse advice line  
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 Not requiring prior authorization for emergency and urgent care services 


 


We will remind our members about how to obtain urgent and emergency services on our 
website, through our Mobile App, in our Member Handbook, in our Welcome Packet, and 
via our Care Management and Member Service teams’ personal interactions with 
members. Similarly, we will train providers about the policies and procedures for urgent 
and emergency services in initial onboarding, Provider Manual, provider website, and in 
Provider Engagement Specialist (PES) in-field discussions and trainings. We will include 
in our Member Handbook detailed information about coverage for after-hours and 
emergency services.  


 
3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds pursuant to MSM Chapter 100. For the purposes of this RFP, the State 
has identified the prevalent non-English language in Nevada to be Spanish. The BBA Regulations: Title 
42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors 
offer accessible and high quality services in a culturally competent manner. 


 


Pursuant to 42 C.F.R. 438.206 (c) (2), we will participate in State and federal efforts to 
promote the delivery of services in a culturally competent manner to all members, 
including those with limited English proficiency and diverse cultural and ethnic 
backgrounds, disabilities, and regardless of gender, sexual orientation or gender 
identity. Specifically, we will comply with MSM Chapter 103.6 related to non-
discrimination and civil rights and ADA compliance, and contractually require all of our 
providers and subcontractors to do so.  


 MSM 106.3 (a). We will work with designated individuals responsible for civil right 
coordination and compliance, pursuant to ensure training and assistance to 
comply with all state and federal requirements in facility settings.  


 MSM 106.3 (b)-(f). We require all of our providers and subcontractors to ensure 
equal availability of all services to all members, regardless of communication 
needs, race, color, national origin, religion, sex, age or disability (including AIDS 
or other disease state). We support them via our immediate interpreter services 
and materials in English, Spanish and any other language as needed, as well as 
alternative formats, such as large-print or Braille, based on member needs, and as 
fully described in 3.4.2.15.C that follows. We monitor their performance in this 
regard via regular outreach and training, ADA and LEP checklists, member 
feedback, language needs tracking, etc.  


 MSM 106.3 (g)-(h). As noted in subsections that follow, we will provide our 
contract providers and subcontractors with immediate access to language 
interpretation services, including American Sign Language (ASL) at no charge, 
providing a list of interpreters with information about how our staff will connect 
them, as well as training sufficient to ensure accurate and effective 
communication. We will evaluate our language needs and LEP compliance at least 
annually as part of our Cultural Competency Plan evaluation, fully described in 
3.4.2.15.D that follows. 


 MSM 106.3 (i). As fully described in Section 3.11.2.2.A3 (Quality: Addressing 
Disparities), we will collect, and require providers to collect or verify, as 
applicable, statistically valid member demographic and health data relevant to 
ensuring equity in providing services and identifying disparities in health care 
and/or outcomes, and to report to DHCFP upon request. 
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We understand the State has identified the prevalent non-English language in Nevada to 
be Spanish and will print the Member Handbook, grievance and appeal materials and 
other vital information as defined by DHCFP in both English and Spanish. Additionally, a 
majority of our health educational materials are available in both English and Spanish.  


 


We understand that accessibility and cultural competence in providing integrated health 
and social services is fundamental to impacting the social determinants that affect 
disparities in health outcomes and member and community wellbeing. As such, we will 
work as a team with our providers and local partners to ensure a systemic focus on 
cultural proficiency that extends throughout our organization. To that end, we include 
diverse members on our Board of Directors and in our Advisory Committees.  


 


Beyond that we will tailor outreach and service delivery to engage members in a manner 
that recognizes and affirms the worth of each individual, and that addresses cultural, 
social, and/or communication barriers to individuals’ wellness in the context of their 
daily lives. For example, we will engage members where they live and work, building 
trust and accountability through partnership with local community leaders, providers and 
social service organizations. We will work to ensure that all members can fully 
participate in self-care and decision-making, and exercise their rights and 
responsibilities in the Nevada Medicaid and Check Up Programs.  


 
A. Cultural Competency Plan  
1. Each vendor must have a comprehensive cultural competency program, which is described in a written 
plan. The Cultural Competency Plan (CCP) must describe how care and services will be delivered in a 
culturally competent manner. The CCP must identify the goals and objectives of the vendor’s cultural 
competency program and encompass the goals and objectives described in the DHCFP Quality 
Assessment and Performance Improvement Strategy (QAPIS). The CCP must be reviewed and updated 
annually and submitted to the DHCFP in the second quarter of each calendar year.  


 


We will maintain a written cultural competency plan (CCP) to describe our program and 
outline clear goals and objectives that encompass DHCFP Quality Assessment and 
Performance Improvement Strategy (QAPIS), and incorporates the National Culturally 
and Linguistically Appropriate Services (CLAS) standards.  


 


CULTURAL COMPETENCY PLANNING AS A QUALITY STRATEGY 
As part of our systemic focus on quality improvement, all of our committees and 
functional departments (eg; Provider and Member Services, Network Development and 
Management, Operations, Quality Improvement, Claims, Utilization Management, Care 
Management, and Marketing and Communications) identify issues that impact access, 
quality of care and services, and health outcomes to assist our Quality Improvement 
Committee (QIC) in developing, evaluating and revising the CCP and Cultural 
Competency Work Plan (Work Plan).  


 


The Work Plan outlines specific responsibilities for meeting CCP goals and objectives, 
by department and responsible staff. Our field staff (Eg; Community Health Workers), 
members, providers and community organizations and advocates also provide direct 
feedback to our QIC via our advisory committees and workgroups. In addition, we will 
establish focused workgroups under our advisory committee structure such as a Tribal 
Advisory Workgroup with representatives from each of the Tribes and tribal communities 
to promote meaningful communication and provide feedback to assist us in providing 
culturally competent care to the Native American population. 
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We have an effective continuous feedback loop and organizational flexibility to identify, 
plan and execute immediate, rapid-cycle improvement and QI strategies for promoting 
cultural competency and equitable health outcomes. Our Work Plan is part of our overall 
annual Quality Work Plan that drives the development of Performance Improvement 
Projects (PIPs).  


 


We also draw from the expertise of our corporate-level strategic planning staff. These 
staff monitor emerging national trends and best practices, and help implement initiatives 
from our health plan affiliates that successfully improved health outcomes and/or 
member experiences. Each initiative will be tailored, as appropriate for each market and 
unique membership. For example, we have been working on improving the member 
experience across all health plans based on extensive survey and focus group research 
that has informed improvements to our staff recruitment, retention, training and 
education programs; as well as our member outreach and engagement programs as 
described in following subsections. As fully described in 3.4.2.15.D, we use systematic 
quality improvement processes to evaluate the efficacy of our CCP annually, identifying 
and tracking areas for improvement and developing PIPs as needed, and reporting to 
DHCFP in the second quarter of each calendar year. 


 
2. The vendor must identify a staff person, title or position responsible for the CCP. If there is a change in 
the staff member responsible for the CCP, the vendor must notify the DHCFP.  


 


Our Chief Medical Director, as Chair of the QIC, is ultimately responsible and 
accountable for the CCP and our overall Quality Assurance Program, including approval 
of the annual CCP and Performance Improvement Projects. If we change the staff person 
responsible for the CCP, we will notify DHCFP immediately. 


 
3. The CCP must contain a description of Staff Recruitment and Retention. 
 a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs 
of the vendor’s recipients. Cultural competence is part of job descriptions.  


 


RECRUITING FOR DIVERSITY AND CULTURAL COMPETENCY 
Our staffing policies and practices, outlined in our CCP, support cultural competency 
and health equity. We will hire locally to ensure that our staff have an intrinsic 
understanding of the unique characteristics and needs of Nevada Medicaid and Nevada 
Check Up members, and we clearly emphasize the importance of cultural competence 
and expectations in each of our job descriptions. Based on our member experience 
research, we incorporated into our prospective employee interview guide questions 
designed to measure candidates’ attitudes toward customer service. Derived from 
validated measures of emotional intelligence, questions are focused on measuring 
empathy. We hope to enhance our relationships with our members by hiring member-
facing staff with a greater natural ability to connect with them. We will begin measuring 
changes in member satisfaction based on Call Center surveys.  


 


We also monitor member requests for communication assistance and recruit staff who 
are proficient in prevalent local languages. For example, we will recruit Spanish-English 
bilingual member-facing staff to reflect the prevalence of Hispanic/Latino communities 
throughout the state. We understand that proficiency in communication entails not only 
understanding and translating words, but understanding the specific cultural nuances so 
critical to effective communication with members with limited English proficiency and 
low health literacy. During our hiring process, we require bilingual applicants to 
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complete an oral language assessment, offered for more than 170 languages, that 
measures cultural and linguistic proficiency based on local needs and dialects.  


 


LEVERAGING PARTNERSHIPS TO BUILD DIVERSITY 
We will leverage community resources to maintain a staff that reflects the racial, ethnic 
and cultural diversity of our membership, and to provide training and outreach. For 
example, our Clinical Recruitment Team works with local professional organizations, 
such as the Southern Nevada Black Nurses Association and the Association of Hispanic 
Nurses, to recruit diverse clinical professionals. In addition, we are a member company 
of DirectEmployers Association, a consortium of talent acquisition professionals that 
provides recruitment assistance and education to members seeking to hire diverse staff. 
DirectEmployers collaborates with partners who help employers connect with and recruit 
military veterans, people with disabilities, people of color and women to increase 
diversity in their organizations and maintain a diversity-friendly environment.  


 


BUILDING A NETWORK OF COMMUNITY HEALTH WORKERS AND EXPANDING 
THEIR ROLES 
We have met and will work with Community Health Workers of Nevada (CHWN), and 
community organizations in Washoe and Clark Counties to recruit staff for our 
Community Health Worker (CHW) Program. We will also partner with the University of 


Las Vegas Nevada Medical School to identify and hire community health workers 
through their certification program.  


CHWs have been a vital part of the health care system for decades. Based on the robust 
evidence of their efficacy in engaging members and influencing wellness behaviors, we 
enhanced their role in our integrated Care Management team to employ them as 
“extensions” of our Care Managers. Because of their status in their communities, CHWs 
are uniquely qualified to impact social determinants of health and build community 
capacity.  


 


In addition to contracting with and hiring certified CHWs, we will seek to hire qualified 
candidates from within our Medicaid membership in each county to train them to be 
CHWs. To the extent possible, we will hire from specific communities that are particularly 
at risk for poor health outcomes. For example, we will support the Washoe County Health 
District and its partners in implementing strategies in the 2016-2018 Community Health 
Improvement Plan by recruiting in the 89502 zip code (their target area) to potentially hire 
a CHW to help community members navigate the health care system (an identified need). 


With this recruitment and training approach, we not only ensure culturally competent 
member engagement, but also directly improve the lives of our members and impact the 
determinants of health by offering steady employment and opportunities for certification 
or other career development to support upward mobility.  


 


RETAINING CULTURALLY DIVERSE, COMPETENT STAFF  
To retain a culturally diverse staff, we maintain a culture of respect and demonstrate our 
staff members’ value to our organization and to their communities. Our education and 
training program includes continuous professional development opportunities and team-
building initiatives, and we continuously solicit and welcome staff feedback for 
improving the work environment and supporting diversity.  


 


Our corporate Diversity and Inclusion (D&I) Office supports recruitment and retention 
efforts; partners with national organizations, such as the National Disability Advisory 
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Council (NDAC), and works with DirectEmployer partners to ensure that our workplace is 
welcoming to people with disabilities and diverse backgrounds. For example, in 2015 the 
NDAC recommended ways to improve workplace support for people with disabilities. As 
a result, our D&I Team is working to define and improve the entire process for attracting, 
retaining and supporting employees with disabilities, including developing and/or 
refining processes for: 


 Soliciting information from potential employees of all backgrounds, including 
those with disabilities 


 Ensuring that the physical infrastructure of our space accommodates individuals 
with special needs (i.e., the parking garage having spaces that are big enough to 
accommodate vans with specialized equipment and mobility devices) 


 Developing and implementing policies to ensure that we are supporting the needs 
of individuals with disabilities (i.e., allowing an individual to have a Life Attendant 
of the opposite sex bring him/her to the restroom) 


 Ensuring our job application process does not prohibit individuals with 
disabilities from expressing interest in our organization. 


 


As the D&I team completes Processes and Procedures related to these changes, we will 
employ them, evaluating them and tailoring them for Nevada as needed.  


 
B. Education and Training  
1.  The training program consists of the methods the vendor will use to ensure that staff at all levels and 
across all disciplines receive ongoing education and training in culturally and linguistically appropriate 
service delivery to recipients of all cultures. The vendor regularly assesses the training needs of the staff 
and updates the training programs, when appropriate. Trainings are also customized to staff based on the 
nature of the contacts they have with providers and/or recipients.  


 


All staff, regardless of role or responsibility, must complete our Cultural Competency 
Training Program upon hire, and at least annually thereafter. We require more frequent 
refresher training for member-facing staff, including CHWs, Care Management staff, and 
Call Center staff. Orientation training consists of in-person group training and online 
modules, focusing on the challenges many of our members face, such as low literacy, 
poverty, behavioral health, and other disabilities; linguistic barriers; and resources for 
members with LEP.  


Following initial training, each department provides additional, ongoing training (in-
person, online, written, conference calls, etc.) tailored to their staff’s functional 
responsibilities. 


 


MEMBER-FACING STAFF 
Our Call Center, Care Management and Community Health Worker staff complete 
additional training for assisting members with communication vulnerabilities, including 
members with LEP, as well as those with a physical impairment and/or cognitive 
impairment or mental illness; assisting providers with member outreach and in making 
appointments and following up with members due for care. In-person training includes 
topics (as relevant) such as: 


 Arranging interpretation and communication support services in advance; 
coordinating three-way calls as needed for immediate translation/interpretation; 
and appropriately responding to/assisting members who are communication-
vulnerable using Relay, TDD/TTY, message boards and other communication 
assistance tools 
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 Helping members find providers who speak their preferred language and/or meet 
their cultural and care needs 


 Ensuring availability of materials in the member’s primary language and in a 
variety of formats; and using an interpreter as necessary to help members and 
caregivers understand written materials 


 Trauma training and working with children in the child welfare system 


 Our best practice “stay on the line” feature, which directs callers automatically to 
a Member Service Representative (MSR) if the caller cannot press phone keys or 
respond to menu options.  


 


In addition, online modules support culturally competent service, and on-the-job training 
includes listening to Member Services calls in real time to provide immediate feedback to 
our Member Services Representatives, and shadowing for our MSRs and Care 
Management team to learn and receive immediate feedback from seasoned staff.  


 


PROVIDER-FACING STAFF 
Provider Engagement Specialist training includes an overview of critical provider training 
topics, including cultural competency, how to use the ADA and cultural competency 
checklists, supporting providers to maintain ADA and Civil Rights Act compliance, 
accessing immediate interpretation services and risks related to using family members 
and friends as interpreters, etc.  


 


SPECIALTY TRAINING FOR ALL STAFF AND PROVIDERS 
We also provide specialized training modules conducted by external organizations and 
lead trainers in various organizational departments. This ensures cross-training and 
seamless service to our members and providers. For example, we provide/offer the 
following training to ALL of our staff and providers. 


 


Poverty Competency. Though all staff learn about the impact of poverty on health and 
health care, our DM, Care Management, and Provider Engagement staff receive enhanced 
training to more effectively engage members who face generational or situational 
poverty. The training helps staff better understand the impact of persistent lack of 
resources and how to engage members in a manner that helps address related barriers 
to success (or train providers to do so). We often invite community organizations to 
provide poverty training to capture local nuances of our members. 


 


Understanding Biases. Training for all staff and providers also focuses on the impact of 
culture on health care decisions and becoming aware of one’s own potential biases. We 
are working to incorporate a new module based on the Implicit Associations Test (IAT) 
for hidden biases relating to race, gender, mental illness and other social/cultural 
constructs. We are testing the module for possible broader inclusion in our training 
program.  


 


Many Faces of Nevada. Though all staff and providers complete training about the 
unique needs of our members and how different communities interact with the health 
care system, our “many faces” modules feature focused training on one of our member 
communities. For example, we will provide staff training in Native American cultural 
sensitivity. We feature highly qualified guest trainers from community organizations, as 
well as encourage our BH and CHW staff to propose, develop and teach modules. For 
example, BH Clinical Trainers provide training on the impact of Adverse Child 
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Experiences (ACES). Our interpretation services vendor and CHW staff have provided 
cultural competency training specific to the different Asian communities (of which they 
are members) that we serve.  


 


Trauma 101. Trauma greatly impacts the health and well-being of children in the child 
welfare system, but evidence shows that simply growing up in poverty and in high crime 
areas, such as many members do, similarly results in trauma. This module provides an 
overview of the effects of trauma, what to know about interacting with members and the 
impact of Adverse Childhood Events (ACEs). Training is geared by staff function and 
provider type. We also train PCPs and staff about BH conditions, such as depression, 
ADHD, etc. commonly seen in primary care settings.  


 


EVALUATING AND ASSESSING TRAINING NEEDS 
We continuously coordinate across functional departments to develop training for our 
staff based on trending and emergent cultural competency and other issues related to 
supporting patient-provider interaction. For example, the Provider Services team in one 
of our affiliated health plans identified a need for specialized language interpretation 
support and cultural competency training based on a single provider’s unusually high 
requests for interpretation services. Because the provider was near a Refugee Relocation 
Center, Burmese refugees and immigrants settled in the area became comfortable with 
the provider. Our affiliated health plan partnered with the refugee center, our 
interpretation services vendor and the provider to include interpreters on the provider’s 
staff and to provide specialized cultural competency training for the provider’s staff and 
Health Plan staff (including Member Services, Provider Engagement, and CM staff).  


 


We regularly survey staff for feedback about all aspects of training, including cultural 
competency training. In addition, we continuously monitor call center interactions, 
member grievances and language needs to identify training needs and opportunities. As 
call center and field staff trainees shadow to learn how seasoned staff work with 
members and community members, they receive personalized feedback regarding 
interactions with members in real time, as well as learn more about the communities they 
will serve. 


 


We solicit feedback from our Advisory Committees and local partners for ways to work 
more closely with community organizations and providers to enhance our training with 
additional expertise and knowledge related to specific communities and how to 
effectively serve them.  


 


We will develop cultural competency training, as needed, based on member feedback via 
data from CAHPS Surveys and direct member engagement. For example, based on a 
survey of their members enrolled in care management, one of our sister MCOs developed 
staff training about how to work with local communication nuances and cultural beliefs 
within one of their Black/African American communities to engage members about the 
importance of understanding and managing diabetes. They also developed refresher 
training on motivational interviewing that Care Managers complete annually.  


 


Our staff training is always evolving. To ensure that we interact with members in the 
most effective, culturally competent manner, we monitor emerging evidence based/best 
practices, assessments and research about the effects of social determinants on health 
and wellbeing to incorporate into our staff and provider training programs.  
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2. The education program consists of methods the vendor will use for providers and other subcontractors 
with direct recipient contact. The education program will be designed to make providers and 
subcontractors aware of the importance of providing services in a culturally competent manner. The 
vendor must also make additional efforts to train or assist providers and subcontractors in receiving 
training in how to provide culturally competent services. 


 


TRAINING PROVIDERS AND SUBCONTRACTORS 
We will provide comprehensive cultural competency training and resources to our 
providers and other subcontractors via initial orientation and ongoing training. Though 
we contractually obligate providers and subcontractors to provide quality services to all 
members, coordinate services with BH providers, and ensure interpreters for members 
who are hearing impaired or have Limited English Proficiency, our education program 
will emphasize how important it is to provide services in a culturally competent manner.  


 


We work to make providers and subcontractors understand how the provider-patient 
relationship and culturally competent interaction are essential to addressing disparities 
in health outcomes and promoting wellness and overall wellbeing. For example, 
orientation training focuses on the unique characteristics of Nevada Medicaid and 
Nevada Checkup Recipients and their communities. We include information about the 
impact of poverty and trauma on health, and how different cultural beliefs and 
experiences influence how members access care.  


 


TRAINING METHODS 
Though we offer training in a variety of ways, individual provider outreach is the 
cornerstone of our training program, and reflects the high value we place on our 
relationships with our providers. Regional Provider Engagement staff outreach to 
providers by phone or in person at least quarterly. Our Town Hall Training features face-
to-face group training in community venues or large provider sites statewide, and 
reinforces individualized training and empowers participants to also learn from one 
another. In addition, we provide training through:  


 Webinars with “co-browsing” that allow participants to watch in real time as we 
demonstrate online claims, authorizations, and other processes, and interact via 
conference call and instant messaging.  


 Teleconferences that feature live, interactive group training with a 
presenter/moderator that allow for participant discussion in a “conference to you” 
approach. 


 Online training and resources that enable providers to access training and 
information at any time. We maintain training materials, presentations, videos, and 
links to other resources, and connect providers with external training that meets 
our quality standards and/or provides continuing education credit. 


 Written materials and resources, including our Provider Manual and Directory; 
clinical practice guidelines; screening support materials; Provider Portal user 
guides; Health Passport support, claims, and other forms; and Quick Reference 
Guides with community resource information.  


 Provider Newsletters sent monthly to remind/inform providers about policies and 
programs, Medicaid requirements, and how to access training and information 
with links to our training schedule, complaint submission forms, and staff 
contacts.  
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OVERVIEW OF TRAINING CONTENT 
We review our CCP with providers, post it on our website and offer it to providers in hard 
copy upon request. In addition, we provide cultural competency information via the 
Provider Manual and website, and quarterly newsletters. We cover topics that include 
cultural sensitivity, special needs of target populations, and linguistic competence.  


 


We educate providers on topics such as Disability Sensitivity and People First Language, 
and to expect that some people with disabilities may require additional time to 
understand health care concerns, ask questions, or prepare for examinations. Training 
sessions cover the social and personal barriers people with disabilities face, and offer 
solutions to help accommodate their needs. Additionally, we educate providers about 
Communication Vulnerability and options such as message boards, magnifiers, and 
health procedure picture boards for improving communication with members with a 
physical impairment and/or cognitive impairment or mental illness.  


 


Whenever possible, we will arrange for providers and their staff, as applicable, to receive 
Continuing Education Units (CEUs) to encourage ongoing and regular participation in 
training. We will provide a link on our provider information resources page on our 
website to web training and resources, such as the “Physician’s Practical Guide to 
Culturally Competent Care” (https://cccm.thinkculturalhealth.org/),and UNLV’s online 
Journal of Health Disparities Research and Practice 
(http://digitalscholarship.unlv.edu/jhdrp/),which provides a wealth of full-text research 
papers, at no charge, on health disparities, perceptions and needs among minority 
communities. We also will provide tools and resources to support provider-Patient 
communication, such as sample message boards and language identification flash cards 
developed by the US Census Bureau.  


 


Aside from stressing the importance of culturally competent patient engagement, we 
ensure that our providers understand how we can help them meet contractual 
requirements, provide communication and service coordination support, and help 
members schedule and keep appointments. We monitor compliance with ADA 
requirements, and provide supportive tools, such as communication boards, educational 
materials in any necessary language and/or alternative formats; and “tip sheets” about 
cultural customs, disparities and health care beliefs that may be present in diverse 
populations.  


 


PARTNERING TO ENHANCE PROVIDER CULTURAL COMPETENCY TRAINING 
We will partner with local organizations and advocates to provide focused awareness 
training relevant to community nuances and needs. For example, we will partner with the 
Northern Nevada HOPES to provide sensitivity training to help address disparities and 
health issues, such as the high incidence of HIV/AIDs and mental health issues, 
prevalent in the significant LGBT communities in Nevada.  


 


Housing insecurity is a serious problem statewide. As such, we will partner with Nevada 
Health Centers, an FQHC and recognized PCMH that operates a Health Care for the 
Homeless (HCH) Program through their Las Vegas Outreach Clinic. We will approach 
them about developing competency training for our staff, network providers and 
subcontractors who also serve members facing housing insecurity. Additionally, we 
often co-host and promote workshops and materials developed and provided by external 
organizations, as approved by DHCFP. For example, we will promote and encourage 
providers and subcontractors to attend the annual Cultural Considerations in Healthcare 
symposium, hosted by the University of Nevada, Reno School of Medicine. The 
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symposium features sessions to help providers understand the cultural aspects of 
homelessness, poverty, race, gender, mental illness, etc. that affect the provider-patient 
relationship and access to care. We will also seek to partner with UNLV’s Center for 
Health Disparity Research to support their efforts and leverage their expertise in 
improving provider training.  


 
C. Culturally Competent Services and Translation/Interpretation Services 
1.  The vendor describes the method for the ongoing evaluation of the cultural diversity of its 
Recipientship, including maintaining an up-to-date demographic and cultural profile of the vendor’s 
recipients. A regular assessment of needs and/or disparities is performed, which is used to plan for and 
implement services that respond to the distinct cultural and linguistic characteristics of the vendor’s 
Recipientship. Culturally competent care requires that the vendor regularly evaluate its network, outreach 
services and other programs to improve accessibility and quality of care for its Recipientship. It must also 
describe the provision and coordination needed for linguistic and disability-related services.  


 


We will continuously monitor the cultural and language diversity of our membership. In 
addition to collecting demographic data in our Customer Relations Management (CRM) 
module via the monthly DHCFP interface, we routinely ask members to verify their race/ 
ethnicity and language preferences during our New Member Welcome Calls, Call Center 
inbound and outbound calls, and health risk screenings and assessments. In addition, 
member-facing staff often collect and record information about augmented 
communication support members need, such as visual cues or TDD/TTY or Relay 
services. These activities allow us to identify missing or discrepant demographic 
information, and to better respond to the distinct cultural and linguistic characteristics of 
our members. For example, Call Center staff can schedule appointments and 
simultaneously arrange for communication support, such as interpreters or TDD/TTY, to 
facilitate provider-member communication and address members’ barriers to accessing 
care. We also ensure that providers and members understand that we will provide and/or 
coordinate interpretation and communication support whenever they need it and at no 
cost to them.  


 


As noted, we integrate demographic data with statistically valid data from multiple 
sources to clearly define where disparities are by health condition, and by racial or 
ethnic minority groups affected (by age groups, etc.), and possible root causes (diverse 
languages, unreliable transportation, food deserts, etc.). Staff, community members and 
providers who interact directly with members help provide additional insight about 
barriers members and/or their communities face in achieving optimal health outcomes. 
We will analyze all of this data to plan our staffing, network development, CM programs, 
and community and member engagement strategies; and to evaluate these strategies 
and identify Performance Improvement Projects to improve accessibility and quality of 
care for our members.  


 
2. A vendor, at the point of contact, must make recipients aware that translation services are available. 
The services that are offered must be provided by someone who is proficient and skilled in translating 
language(s). The availability and accessibility of translation services should not be predicated upon the 
non-availability of a friend or family member who is bilingual. Recipients may elect to use a friend or 
relative for this purpose, but they must not be encouraged to substitute a friend or relative for a translation 
service.  


 


MAKING MEMBERS AWARE OF INTERPRETER AND TRANSLATION SERVICES 
Upon initial and at every germane point of contact, we inform and remind members of 
their rights to interpreter services and how to access interpretation services for all 
foreign languages and American Sign Language (ASL), and alternative communication 
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systems for vision and hearing impairment, free of charge. We also inform them through 
our Member Handbook, website, Call Center, and during Care Management and outreach 
activities. Our Provider Directory, which we provide upon enrollment and as a searchable 
directory on our website, indicates the languages each provider/office speaks. Using our 
CRM system, which integrates member and provider information, our staff can help 
match members with providers near them who speak their primary/preferred language. 
We also train Provider and subcontractors and their member-facing staff of members’ 
rights to interpreter and translation services and how to access them. 


 


To facilitate access to interpreter services, including ASL, and other provider-patient 
communication support, we document all communication needs. If a member prefers and 
consents to using adult family members or external interpreters to communicate with 
providers, we will remind them that professional services are available at no cost to 
them. As appropriate, we encourage them to use the services to avoid misunderstanding 
medical information (or to allow the member to discuss information that they may not 
want family members to hear in the provider’s office, etc.), and we stress that they can 
change their interpretation preferences at any time.  


 


We also encourage providers to use professional interpretation services, rather than 
using members’ family and friends (especially children) as interpreters, or using written 
notes to communicate with hearing impaired members, stressing the importance of clear 
communication to support member compliance with treatment plans and to avoid 
potential liabilities related to misunderstandings. We provide information about how to 
contact us to access immediate services via three-way calling. 


 
3. The vendor must demonstrate that they use a quality review mechanism to ensure that translated 
materials convey intended meaning in a culturally appropriate manner. The vendor must provide 
translations in the following manner: 
a. All materials shall be translated when the vendor is aware that a language is spoken by 3,000 or 10% 
(whichever is less) of the vendor’s recipients who also have Limited English Proficiency (LEP) in that 
language. 
b. All vital materials shall be translated when the vendor is aware that a language is spoken by 1,000 or 
5% (whichever is less) of the vendor’s recipients who also have LEP in that language. Vital materials 
must include, at a minimum, notices for denial, reduction, suspension or termination of services, and vital 
information from the member handbook. 
 c. All written notices informing recipients of their right to interpretation and translation services shall be 
translated into the appropriate language when the vendor’s caseload consists of 1,000 recipients that 
speak that language and have LEP. 


 


We use a rigorous review process prior to releasing any new materials. Our medical 
director and a team of subject matter experts review content for accuracy and 
compliance with clinical practice guidelines and NCQA measures, as applicable. When 
content is approved in English, we submit materials to our certified translation vendor. 
Our vendor employs native speakers to translate the materials and completes a 
comprehensive quality review process to certify that materials convey intended meaning 
in a culturally competent manner. To further ensure cultural appropriateness, we may 
solicit feedback from local advisory committees.  


 


We will translate all member materials into prevalent languages (the lesser of 3,000 or 
10% of members), which includes Spanish. In addition, we will continuously monitor the 
linguistic and cultural needs of our members, as previously noted, to translate vital 
materials as required to meet emerging linguistic needs (the lessor of 1,000 members or 
5%). This includes, for example, notices of denial/reduction/suspension or termination of 
service, grievance and appeal determinations, and vital information from the Member 
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Handbook such as member rights and responsibilities. Upon request or identified need, 
we will also provide spoken translation of vital information, including member rights and 
responsibilities (eg; translation and interpretation rights), using teach-back techniques to 
ensure understanding.  


 


We will include a language block with all written notices informing recipients of their 
right to interpretation and translation services, written in English, Spanish and other 
languages most spoken by Nevadans, such as Tagalog and Chinese and those 
languages for which we have at least 1,000 recipients that speak the language and have 
LEP. The language block will explain that the document contains important information 
and encourage members to contact Member Services for written or oral interpretation of 
the material.  


 


For members with internet based video and audio access, our MSRs and any member-
facing staff such as Care Managers also may communicate with and read materials to 
our members via state of the art internet video software with professional language 
interpreters, including those using American Sign Language. This service will enable the 
member, our staff, and the professional interpreter to view facial expression and body 
language to improve critical communications. This service is secure and encrypted, 
complies with state, federal and HIPAA regulations, and will be free to members who 
have a web-enabled tablet, smart phone or computer, with video and audio capability.  


 


For additional information about how we provide written information for members with 
various language and communication vulnerabilities, please see Section 3.10.16.8. 


 
D. Evaluation and Assessment of CCP 
1. The vendor must evaluate the CCP annually to determine its effectiveness and identify opportunities 
for improvement. A summary report of the evaluation must be sent to the DHCFP. The evaluation may, 
for example, focus on: comparative recipient satisfaction surveys, outcomes for certain cultural groups, 
recipient complaints, grievances, provider feedback and/or vendor employee surveys. If issues are 
identified, they must be tracked and trended, and actions must be taken to resolve the issue(s). 


 


To support our organization-wide approach to cultural competency and awareness, 
cross-functional leaders across multiple departments work to develop, monitor and 
update a CCP Work Plan (at least annually), continuously analyzing data from multiple 
sources, such as member and provider complaints, satisfaction surveys, Call Center and 
UM data, etc. to get a comprehensive view of how well we are meeting our members’ 
cultural and linguistic needs and track progress in meeting our work plan performance 
goals.  


 


Each designated functional department staff identifies opportunities for enhancement 
and submits recommendations to the QIC, which will select priority interventions to 
achieve clear, measurable objectives toward achieving the CCP goals. They will test the 
interventions using a Continuous Quality Improvement (CQI) cycle approach that 
includes using the Plan-Do-Study-Act (PDSA) Rapid Cycle improvement method to 
assess, monitor and improve the quality of care and services to our members.  


 


In addition to Rapid Cycle intervention assessments, the QIC completes a 
comprehensive annual evaluation of the CCP to determine its effectiveness in improving 
health outcomes and addressing health disparities. Each departmental leader helps to 
revise the CCP and work plan for the following year, repeating the process of gathering 
and analyzing data (satisfaction surveys, targeted outcomes, complaints and grievances, 
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etc,) and feedback from member-facing staff, providers, members and their communities 
to pinpoint new issues, and/or target additional interventions to address ongoing issues. 
They submit their evaluations and proposed revisions to the CCP with recommendations 
to the QIC for review and approval and submission to DHCFP. Specifically, each 
departmental leader provides feedback, as relevant to their job function, regarding:  


 The effectiveness of interventions based on improvements, or lack of 
improvement, shown in indicator data 


 Limitations and barriers to meeting improvement goals 


 If goals were met, how they are sustainable, and/or how we can enhance them  


 Internal processes for collecting, using data and developing performance 
initiatives 


 Feedback from stakeholders involved as to strengths and weakness of measures 
and why they succeeded or not 


 Recommendations for enhanced goals and objectives to build on performance 
improvement, and revised approaches as needed to revisit strategies that did not 
meet targeted goals. 


 Recommendations for updating the CCP, as needed to incorporate new DHCFP 
priorities and changes to DHCFP Quality and Performance Improvement Strategy 


 
2. The vendor shall adhere to professional standards of medical or paramedical care and services, and 
comply with all local, state and federal statutes, rules and regulations relating to the vendor's performance 
under the contract, including, but not limited to, non-interference with recipient/health care provider 
communications and prohibitions against factoring and accepting or paying kickbacks for services 
provided to the DHCFP recipients. 


 


We will comply with all local, state and federal statutes, rules and regulations under this 
DHCFP contract, including non-interference with member/provider communications and 
prohibitions against factoring and accepting or paying kickbacks for services provided 
to DHCFP members. We adhere to nationally recognized professional medical and 
paramedical care and services standards. 


 


3.4.3 Vendor Covered Services 
3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services, Excluded Populations, Services 
and Coverage Limitations below. 


 


We confirm that all enrolled recipients will receive, at a minimum, all services they would 
receive under the current State Medicaid Plan. Our robust provider network supports 
access to all covered services. Our Chief Medical Director and Utilization Management 
Department staff, through established policies and procedures, will monitor all utilization 
data to ensure that each member receives the medically appropriate services to which 
they are entitled. Our Care Management staff, through the assessment and care planning 
process, coordinate all covered and non-covered services a member needs for improved 
health outcomes. Lastly, our well-trained Member Service Representatives educate 
members during every contact to ensure they understand their benefits and how to 
access them.  


 


All State Medicaid Plan benefits are configured in our Management Information System, 
and all services provided to our members are captured and integrated in our Enterprise 
Data Warehouse. Our sophisticated data analytics platform enables health plan staff to 
continuously monitor care gaps so that we can outreach to members and providers to 
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implement interventions that will close gaps and ensure our members receive all the 
services they need and are entitled to.  


 
3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered medically 
necessary services, provider types and locations (Refer to Attachments M ~ Provider Types and 
Attachment P ~ Essential Community Providers) which shall include, but may not be limited to, the 
following: 
A. Applied Behavior Analysis; 
B. Ambulatory Surgery Centers; 
C. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment; 
D. Case Management including care coordination for transitioning recipients to the appropriate level of 
care in a timely manner; 
E. Certified Registered Nurse Practitioner; 
F. Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients); 
G. Community Paramedicine; 
H. Dental and Dental Related Services for emergency and palliative care that is provided in an emergent 
or urgent care setting;  
I. Disposable Medical Supplies; 
J. Durable Medical Equipment; 
K. Early Periodic Screening, Diagnosis and Treatment (EPSDT);  
L. Emergency Transportation;  
M. End Stage Renal Disease Facilities; 
N. Family Planning Services; 
O. Hearing Aid Dispenser and Related Supplies; 
P. Home Health Agency; 
Q. Hospital Inpatient; 
R. Hospital Outpatient; 
S. Inpatient Medical Rehabilitation Center or Specialty Hospital; 
T. Intravenous Therapy (TPN); 
U. Laboratory - Pathology/Clinical; 
V. Medical Rehabilitation Center or Specialty Hospital; 
W. Mental Health Services: 
 1. Inpatient Psychiatric Hospital; 
 2. Mental Health Outpatient Clinic;  
 3. Mental Health Rehabilitative Treatment;  
 4. Psychologist; 
 5. Outpatient Psychiatric;  
 6. Residential Treatment Centers (RTC); 
 7. Case Management; 
 8. Habilitation services; and 
 9. Medication Management. 
AA. Certified Nurse Midwife; 
BB. Opticians/Optometrists; 
CC. Outpatient Surgery; 
DD. Personal Care Aide; 
EE. Pharmacy; 
FF. Physician/Osteopath; 
GG. Physician Assistants; 
HH. Podiatrist (for EPSDT eligible recipients); 
II. Private Duty Nursing; 
JJ. Prosthetics; 
KK. Radiology and Noninvasive Diagnostic Centers; 
LL. Residential Treatment Centers; (with limitations); 
MM. Rural Health Clinics and Federally Qualified Health Centers (FQHC); 
NN. School Based Health Centers; 
OO. Special Clinics; 
PP. Swing Beds Stays, under 45 days;  
QQ. Therapy: 
X. Methadone Treatment; 
Y. Nursing Facilities; under 45-days (see 3.2.3.11); 
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Z. Nurse Anesthetist; 
 1. Audiology; 
 2. Occupational; 
 3. Physical; 
 4. Respiratory; 
 5. Speech;  
 6. Habilitation; and 
RR. Tobacco Cessation; 
SS. Transitional Rehabilitative Center; and 
TT. Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related 
immunosuppressant drugs. (see limitations). 
UU. Other services as defined in the Medicaid Services Manual (MSM). 
 


 


As noted in 3.4.3.1 above, we will ensure all members receive covered medically 
necessary services which are no less in amount, duration and scope than those covered 
under the current State Medicaid Plan. As illustrated in the response to 3.7, our robust 
provider network will include all providers necessary to deliver the services listed above 
in the quantities needed to meet DHCFP adequacy standards. This includes not only 
standard hospital and physician contracts, but also every provider type listed on 
Attachments M and P, and Essential Community Providers described in Section 3.7.3.4 
such as state agencies, the Juvenile Justice System and County Child Welfare Providers. 
Please see our full response in Section 3.7 which outlines our network approach and 
contracting status with key provider partners, our response to 3.7.3.4 which describes 
our Essential Community Provider relationships, and our approach outlined in 3.7.5 to 
ensure and maintain network adequacy, appointment and wait time standards.  


 


3.4.4 Special Considerations 
3.4.4.1 Inpatient Hospital Services 
A. The vendor may provide services in alternative inpatient settings that are licensed by the State of 
Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases (IMDs). These 
alternative settings must be lower cost than traditional inpatient settings. By the 15th of every month the 
vendor must report to the DHCFP the recipients who were admitted as an inpatient in an IMD for more 
than 15 days in the prior calendar month. Example: by August 15th the vendor must submit a list of 
Medicaid recipients who had an IMD inpatient stay for more than 15 days during the month of July. 


 


We affirm that any alternative inpatient settings in which we provide services (such as 
rehabilitation facilities, residential treatment centers, or crisis stabilization units) will be 
lower cost than traditional inpatient settings. Our Compliance Department will generate a 
report monthly of members admitted inpatient to an IMD for >15 days in the prior 
calendar month, using our management information system which receives, houses, and 
analyzes all claims and utilization data for our enrolled members. The Compliance 
Department will submit the report to DHCFP by the 15th of each month. 


 
B. The vendor must coordinate with discharge planners for transitioning to the appropriate post-hospital 
destination. Failure to transfer the recipient to the appropriate care setting in a timely manner, within two 
(2) days after the recipient no longer meets an acute level of care will result in the vendor reimbursing the 
acute care facility at the average skilled nursing facility (SNF) rate or the administrative day 
reimbursement rate, whichever is greater. 
 
COORDINATION WITH DISCHARGE PLANNERS FOR TRANSITIONS 
We will coordinate with discharge planners for transitioning to the appropriate post-
hospital destination through our evidence-based Transitional Care Program, which 
builds on such models as Dr. Eric Coleman’s Care Transitions Intervention, and National 
Transitions of Care Coalition’s vision and recommendations (see text box below for a 
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more detailed program description). Through this program, our concurrent review nurses 
(CCRs) and nurse and BH clinician Care Managers (CMs) collaborate in person or by 
telephone with facility discharge planning staff to monitor the member’s condition and 
readiness to transition to the next level of care. We begin discharge planning upon 
notification of admission, with initial outreach to discharge planners by our CCRs to 
obtain information about the reason for the admission, the member’s current condition 
and needs, and other information needed to evaluate appropriate level of care and plan 
appropriate follow-up services.  


 


Our member-centric approach to transitional care focuses on continuity of care, 
optimizing health outcomes, and decreasing fragmentation through communication and 
collaboration with the member, family, providers, agencies, and social supports. CM staff 
outreach to the member/caregiver (as appropriate and permitted by the facility), as well 
as the PCP and treating providers to further assess the member’s condition and potential 
discharge needs. CM staff also attempt to collaborate with other entities involved in the 
member’s care, such as social service agencies, other federal and state programs, and 
tribal health in order to comprehensively assess and develop interventions to address 
post-discharge physical, behavioral, psychosocial, environmental, financial, cultural, and 
linguistic needs and barriers.  


 


The CCR communicates this 
information to facility discharge 
planning staff to ensure all involved 
parties are working with the same 
information. The CCR and CM work 
closely with facility discharge planning 
staff to identify when the member no 
longer meets an acute level of care, and 
initiate the transition to occur no later 
than two days after that point. Our CMs 
work to secure timely, appropriate 
post-discharge placement when 
needed (see Ensuring Appropriate 
Post-Hospital Placement, below, for 
additional detail). CMs also ensure the 
discharge plan includes referrals to 
appropriate post-discharge supports 
such as follow up appointments, home 
care, appropriate waiver programs, 
DME, transportation, prescriptions, and 
supplies, as well as community 
resources needed to support a safe 
discharge and reduce readmission risk. For example, we may identify and enlist the 
assistance of community resources such as food pantries, Meals on Wheels, and utility 
assistance programs, and incorporate them as applicable into the transition plan. Our 
CM staff will also coordinate post-discharge access to, or reinstatement of, necessary 
medical, behavioral health, social, educational, waiver, and other services.  


 
ENSURING APPROPRIATE POST-HOSPITAL PLACEMENTS 
For any failure to transfer the member to the appropriate care setting within two days 
after the member no longer meets an acute level of care, we will reimburse the acute care 
facility at the average skilled nursing facility (SNF) rate or the administrative day 
reimbursement rate, whichever is greater. We will provide this policy in our Provider 


Our Evidence-Based Transitional Care Program 
 


 Supports ongoing member engagement with 
an appropriate medical home  


 Addresses the member’s individual needs, 
strengths, preferences and goals  


 Educates members on their conditions and 
promotes self-management skills and 
medication adherence 


 Offers member-centric, integrated discharge 
planning  


 Ensures timely initiation of post-discharge 
services and care  


 Links members to community supports to 
address social determinants of health 


 Addresses unique post-discharge placement 
needs, such as for members who are 
homeless, have serious mental illness, or are 
in the child welfare system.  
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Manual, which will be available on our Provider Portal and is incorporated by reference 
into our provider contracts. 


 


DEVELOPING POST-DISCHARGE PLACEMENT CAPACITY 
Our experience nationally has shown us that member outcomes are maximized when we 
transition members in a timely manner to the least restrictive setting that meets their 
needs. We understand that availability of appropriate post-discharge placements is an 
issue in both Clark and Washoe Counties, and are leveraging our national experience 
building capacity for post-discharge placements (such as for members with serious 
mental illness and those with long term service and support needs who require a limited-
time intermediate option between facility and home) to work with our provider partners to 
develop in this area.  


 


OTHER APPROACHES FOR ENSURING TIMELY DISCHARGE TO APPROPRIATE 
SETTING 
Other approaches we will use to ensure we transition members within two days of no 
longer meeting acute level of care include the following: 


 If the treating provider, PCP, and member agree that a transition to home could be 
safely supported but would require additional services beyond what would 
ordinarily meet criteria, we will work with all parties to identify and secure the 
enhanced supports necessary. For example, we might authorize additional home 
health services such as nursing visits for IV medications or dressing changes; in 
home physical, occupational or speech therapy; or specialty equipment. 


 Implement creative solutions such as authorizing a hotel stay with home health 
services for a homeless member who has no place to go following discharge but 
does not meet requirements for a step-down facility. 


 Work with out of network providers using Single Case Agreements when 
necessary to secure an appropriate placement on a member-by-member basis.  


 


IDENTIFICATION OF MEMBERS EXPERIENCING AN INPATIENT EVENT 
We will proactively identify members experiencing an inpatient event so that we can 
begin coordinating with discharge planners and participating in discharge planning as 
soon as possible. We will use traditional methods of notification (telephone/fax/provider 
portal), but our embedded staff at network facilities will also identify members at the time 
of eligibility assessment during facility intake before admission occurs. Additionally, our 
enterprise MIS incorporates national standard clinical data interfaces which will allow us 
to connect to providers directly. We will also systematically identify newly enrolled 
members from DHCFP HIPAA 834 enrollment file, and identify the inpatient status of 
those members using our predictive dialing telephony system as well as information 
from HealthHIE Nevada. Our interoperable MIS supports clinical data exchanges for a 
variety of HIE applications in multiple states, enabling us to exchange discharge orders 
with providers and accept medical attachments from providers’ electronic medical record 
systems. In addition, we take a “no wrong door” approach to information exchange by 
offering participating as well as qualified non-network providers, access to clinical and 
administrative information on our members via our Provider Portal. Providers may also 
alert us of an ED or inpatient admissions when they check eligibility via the Portal. 


 


MEMBER/FAMILY ENGAGEMENT 
Timely communication of information and assisting the member/family to understand 
their condition are important factors in reducing readmission risk. Our CMs will attempt 
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to engage the member and family/caregiver in person or via phone while they are 
inpatient to discuss discharge plans including contact information for the discharging 
physician, and all instructions and recommended follow-up care. During these contacts, 
staff will: 


 Assess health status, care plan changes, unmet medical, behavioral, educational 
or social needs, reasons for unplanned admissions and ED visits, and potential 
risks and barriers in their environment which potentially will, or in the case of 
readmission, have interfered, with successful wellness and recovery. Assessment 
will include evaluation of the member’s health literacy, self-management skills, 
social and community supports, and culture and language needs.  


 Identify where the member will go post-discharge and determine the need for 
services such as home health care, telehealth, assistive technology, and home 
modifications to improve safety and support independent living. This may include 
conducting a home evaluation prior to discharge. For members in waiver 
programs, child welfare or other DHHS or state sponsored programs, including 
those being discharged from state psychiatric and youth residential facilities, we 
will coordinate with the member’s caseworker to identify an appropriate 
placement and assess caregiver needs for training and other assistance to 
effectively meet post-discharge needs.  


 Assist the member as needed with choosing providers of post-discharge services, 
including educating the member about waiver programs and referring them, as 
appropriate. 


 Review the final discharge plan and instructions in person with the member (and 
applicable family/informal supports) whenever possible. Assist the member/family 
with developing action plans (including crisis prevention plans) to prevent 
avoidable ER and inpatient utilization. 


 Assist with scheduling follow-up appointments and transportation, as needed; 
verify anticipated start date/time for community based care and services, and 
arranging to fill any gaps between discharge and initiation of physical, behavioral 
and community based services. 


 Assess caregiver needs and educate the member and involved family/informal 
supports about our Caregiver Portal, which provides information about 
supporting individuals in self-management of their conditions and care, and offers 
resources for caregivers to manage stress.  


 Educate the member and their caregivers about the support we provide, such as 
our 24/7 nurse advice line and how to contact their CM, and help connect 
members and caregivers to support groups and other community resources. 


 


Pre-Discharge Education 
Our CMs will attempt to discuss post-discharge needs and instructions with the member 
prior to discharge. CMs will also provide (or ask hospital staff to provide it, if they are not 


able to meet in person with the member prior to 
discharge) the member with our Personal Health Record 
booklet, which the member can use to track information 
such as medications prescribed while in the hospital, 
diagnoses, post-discharge care needed, Provider contact 
information, and questions or concerns to discuss with 
the Provider. Staff will use the “teach back” method by 


having the member/caregiver restate instructions and concepts in their own words. If 
needed, the CM will obtain provider input on the symptom response plan, share that 
information with the member, and provide feedback to the PCP and treating providers, as 
needed.  


Discharge Preparation Checklist 
 Condition-specific information  
 Self-management strategies 
 Needed follow-up services 
 Prescribed medications and 


regimen
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COMMUNICATION OF INFORMATION TO THE NEXT CARE SETTING 
This evidence-based practice ensures that all treating providers have full information 
about the member’s care history and current needs as well as the context for planned 
care. It also ensures that they know whom to contact with questions regarding the 
member’s care history or follow up care. For admissions, we provide information to the 
facility regarding the member’s care plan, authorized services, and providers to support 
assessment and discharge planning. We will alert the PCP, and primary behavioral health 
provider as applicable, of any transition in care setting, including sending them the final 
discharge plan, to support oversight of all care by the medical home.  


 


COORDINATING POST-DISCHARGE 
The Care Manager will conduct a post-discharge follow-up call within 24-48 hours of 
discharge. Care Managers with neonatal expertise will conduct follow-ups with 
caregivers of infants recently discharged from a NICU. During the follow up contact, our 
staff will:  


 Review and reinforce discharge instructions, and provide additional education to 
ensure the member understands their condition, post-discharge instructions, and 
the importance of medication adherence and timely follow up.  


 Complete a medication reconciliation of newly prescribed medications and all 
others the member may be taking to identify any potential issues, such as 
duplication or contraindications; identify any barriers to the member’s access to, 
and compliance with taking the medications, provide education on why the 
medication is needed and the appropriate way to take the medication, and assist 
in resolving any issues.  


 For BH admissions, the post-discharge call includes a reminder to keep the seven 
day outpatient visit and assistance with addressing any barriers. CM staff will 
confirm that the seven-day appointment was kept and if not, assist with 
rescheduling and addressing barriers. Our CM Team will include staff with 
expertise in managing SMI members and our Peer Support Program will be a 
critical component of the recovery oriented system of care. In addition to our core 
transitional care strategies, Peers, whenever available, will assist the member in 
accessing timely post-discharge care and needed community supports. The CM 
will work collaboratively with the psychiatric facility staff to ensure the member 
has appropriate clinical, social, and community supports prior to discharge.  


 


In addition to telephonic outreach, we authorize a post discharge home health visit for 
high risk members to ensure they receive care, equipment, supplies and services they 
need. We will also use:  


 Telehealth. We are in discussions with several BH providers (including Westcare, 
Montevista, and Seven Hills) to develop a telehealth process for screening 
members in the emergency department (ED) who are either on a mental health 
hold until they are evaluated or are waiting to be triaged in the ED. This approach 
would improve access to assessment services within the ED and more timely 
diversion, referral to outpatient services, or direct access to a psychiatric 
unit/facility. We will use Telehealth Triage, the clinical content and workflow 
application supporting our 24/7 nurse advice line to promote communication 
within the Member’s CM Team and convey information, referrals and/or follow-up 
action can to the member's Care Manager via daily electronic reports.  


 Home Telemonitoring. We will provide telemonitoring services to the highest-risk 
members, for whom intensive monitoring is necessary and the condition is 
amenable to telemonitoring. This FDA-approved technology is “device-agnostic”, 
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interfacing with virtually any medical home monitoring device via wireless or 
wired modem utilizing landline, cellular or VOIP communications links.  


 Within seconds of a reading being taken in the home, the biometric value, such as 
a blood glucose level for a diabetic or a blood pressure or weight for a member 
with congestive heart failure, is transmitted electronically to the member’s care 
manager and evaluated against patient-specific or national guidelines and 
analyzed for favorable or unfavorable trends. The system can then be set at the 
member-level to alert the care manager, trigger an Interactive Voice Response 
phone call to the member, and/or alert other members of the integrated care team 
or the member’s provider. The technology is entirely web-enabled. We will provide 
all participating members with a login card that enables them, their family, or their 
physician to access their biometric information from anywhere in the world at any 
time, as long as they have access to the Internet, to monitor their own condition.  


 Cell Phone Program. Our experience with these populations has shown that many 
of these members lack reliable telephone access. This hampers the member’s 
ability to contact their care manager or provider with questions or to report a 
change in condition. It also impedes the ability of health plan staff and providers 
to reach the member with education, reminders and other information critical to 
their care. We will connect qualifying individuals to available programs for free or 
reduced-price cell phones, such as SafeLink, as well as enhance the service by 
providing unlimited texting and a discount on additional minutes above the 250 
minutes per month ordinarily provided to Medicaid-enrolled individuals. 
Additionally, calls between members and our staff will not count against the 
monthly minute allotments.  


 When members do not meet the eligibility criteria for these programs, such as 
when another individual at the same address has received a SafeLink phone or 
the member is homeless, we may offer our own program which provides free 
restricted-use cell phones to certain high-risk members. These phones will be pre-
programmed with numbers for our Member Hotline, Care Manager, 24/7 nurse 
advice line, 911, primary care and other treating provider. The CM will use the 
phones to contact members for assessment, care planning, education, 
appointment reminders and ongoing coaching and support for wellness and 
compliance. With member consent, we will also send text messages with health 
information targeted to the member’s condition. For example, diabetic members 
will receive text messages about diet, exercise and stress reduction.  


 


 
3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed 
Care. 
 
A. The DHCFP has determined the following services are either excluded as an MCO covered benefit 
and will be covered under FFS or have current coverage limitations. The DHCFP reserves the exclusive 
right to include any of the following services as a covered benefit or modify coverage limitations at any 
time. The DHCFP will review and may adjust the capitation payment to ensure an actuarial sound rate is 
maintained and paid to the MCO at the time of the change to cover increased/decreased medical costs 
and/or expanded populations. The current exclusions and limitations are identified as follows: 
 
1. All services provided at Indian Health Service Facilities and Tribal Clinics. 
 
2. All eligible Indians may access and receive covered medically necessary services at Indian Health 
Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT). Eligible Indians who are eligible as 
Nevada Title XIX or Title XXI recipients may choose to opt out of managed care. If an eligible Indian who 
is enrolled in managed care seeks covered services from IHS, the vendor must request and receive 
medical records regarding those covered services/treatments provided by IHS. If covered services are 
recommended by IHS and the recipient seeks those services through the vendor, the vendor must either 
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provide the service or must document why the service is not medically necessary. The documentation 
may be reviewed by the DHCFP or other reviewers.  


 


SERVICES PROVIDED AT INDIAN HEALTH SERVICE FACILITIES OR CLINICS 
We affirm and acknowledge that all eligible Indians may access and receive covered 
medically necessary services at Indian Health Service (IHS) facilities and/or Tribal 
Clinics. When notified that an eligible Indian member has sought covered services from 
IHS, a Care Manager or designee will outreach to IHS staff to request and receive medical 
records regarding those covered services/treatments provided by IHS. The Program 
Coordinator will incorporate this information into the member’s record in our health 
management and clinical documentation system to ensure the member’s Care Manager 
and other vendor staff on the member’s care team has access to the information. This 
information will also be available to the member, PCP and treating network providers, as 
well as any authorized caregiver(s) via our secure online web portals, ensuring all parties 
involved in the member’s care are aware of all care and services received both in and out 
of our network. 


Covered Services Through Our Health Plan 
If the member seeks covered services through our network at the recommendation of 
IHS, we will either provide the service or document why the service is not medically 
necessary. Our UM staff will evaluate the request and provide an authorization for care 
that is medically necessary according to required UM decision and authorization 
timeframes. If the service does not appear to meet criteria after UM staff request and 
evaluate any additional information from the provider to support the request, a Medical 
Director will review the request, which may involve outreach to discuss the request with 
the provider. UM staff will provide an authorization according to required timeframes for 
care that the Medical Director determines is medically necessary. If the Medical Director 
determines the care is not medically necessary, UM staff will provide required notice and 
document in the member’s record in our clinical documentation system why the service 
is not medically necessary. We will make such documentation available to DHCFP or 
other reviewers as requested by DHCFP. 


 
The vendor is required to coordinate all services with IHS.  


 


EXPERIENCE AND APPROACH TO COORDINATION WITH IHS 
Our affiliates work with Tribes in other markets and collaborate with the National Indian 
Health Board to find ways our solutions can be applied to improve and build upon the 
health care services delivered to American Indians. Our approach to coordinating and 
integrating care for these members respects Tribal sovereignty. We are cognizant of 
inter-tribal differences from languages spoken and governance structures to spiritual 
and ceremonial practices. Further, we are aware that significant health disparities exist in 
the Native American populations, including greater prevalence of diabetes, suicide, 
substance abuse and domestic violence. 


 


To better understand the healthcare priorities of native communities in Nevada and how 
we can partner with Indian Health Service, Tribal 638 and Urban Indian Health (ITU) 
providers to improve the coordination of services and supports for American Indians 
members, we have engaged with tribal stakeholders throughout the state.  Via 
engagement with the Inter-Tribal Council of Nevada (ITCN), which represents the 27 
tribes in Nevada, we have connected and traveled to meet with the health directors of 
tribes such as Reno-Sparks, Walker River and Washoe as well as IHS officials.  We’ve 
also attended and presented to ITCN’s Health Directors Committee and traveled to meet 
with ITCN President and Pyramid Lake Paiute Tribe Chairman Vinton Hawley. Through 
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our tribal outreach strategy, we have engaged with and initiated partnerships with a 
broad cross-section of native stakeholders.  Our partnerships will build upon the 
strength of existing native resources and provide a platform for collaboration to improve 
the health status of American Indians in Nevada. 


 


We will establish an ad hoc Tribal Advisory Workgroup to promote meaningful 
communication and input to assist us in providing culturally effective services and care 
management approaches to the Native American population. This will include but not be 
limited to assisting us to develop and provide staff cultural competency training and to 
identify Tribal members for Case Management and Recipient Outreach positions. We will 
also collaborate with the Urban Indian Health Coalition to recognize all Native Americans 
regardless of tribe and location.  


 


HOW WE WILL COORDINATE SERVICES WITH IHS  
Our Care Management (CM) Program will promote access to and ensure the delivery of 
physical and behavioral health services and coordination of all required care for Tribal 
members, both on and off the reservation. A member-centered, culturally relevant 
process will coordinate all covered and non-covered services, including I/T/U services to 
create a system of care around each Tribal member. See our response to requirement 
3.4.14.2 for more detail on how we will coordinate with other vendors, and our response 
to requirement 3.4.9.1 for detail on how we will coordinate with out of network providers. 


 


Care Coordination Team 
Our CM Model places the member at the center of an integrated care team comprised of 
care management staff, the PCP, caregivers and informal supports, and community 
providers, including I/T/U providers. We will inform Native American members of their 
right to receive services from both contracted and non-contracted I/T/U providers and we 
will offer American Indian members unrestricted access to I/T/Us, regardless of their 
contract status. We will also seek to contract with all I/T/U providers to ensure continuity 
of care. Continuity with existing patterns of off-reservation care will be maintained via 
recognition and adoption of existing provider agreements. We will build relationships 
with off-reservation providers to ensure that, when expansion of off-reservation care is 
necessary, community involvement and participation in the delivery of health care 
services is preserved. 


 


Identifying Care Coordination Resources  
We will ensure access to culturally appropriate care coordination services in Tribal 
communities via an approach that will work collaboratively with rather replace existing 
resources and programs, including Community Health Representatives. To preserve the 
cultural identity of the tribal community, our focus will be to use care coordination 
resources and community health workers, including Community Health Representatives, 
currently available through the tribes. In cases where there are not available care 
coordination or community health worker resources, we will seek to hire them from the 
Tribal community and embed them in I/T/Us provider clinics.  


 
If a Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian recipient elects to 
disenroll from the vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be reimbursed by FFS. 
3. The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS 
facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's 
Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule. 
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We affirm and acknowledge that if an eligible Indian recipient elects to disenroll from our 
plan, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be 
reimbursed by FFS.  


 


We also acknowledge that we are not responsible for payment of any service received by 
an enrolled recipient at an IHS facility or Tribal Clinic. However, we will coordinate 
services a member receives from an IHS facility or Tribal Clinic as indicated above. 


 
B. Non-Emergency Transportation (NET) 
 
The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The vendor and its subcontractors shall coordinate with the 
NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled recipients. The 
vendor and its subcontractors must also verify medical appointments upon request by the DHCFP or the 
NET Broker. 


 


We affirm and acknowledge that we and our subcontractors will coordinate with the NET 
Broker to secure NET services on behalf of enrolled members. We and our 
subcontractors will verify medical appointments upon DHCFP or NET Broker request. 


 
C. School-Based Child Health Services (SBCHS) with Limitations 
 
1. The DHCFP has provider contracts with several school districts to provide certain medically necessary 
covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and 
Title XXI Nevada Check Up recipients. School-Based Health Clinics are separate and distinct from 
School-Based Child Health Services. 
 
2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, 
school physician, special education teacher, school nurse, school counselor, parent or guardian, or social 
worker to SBCHS for an evaluation. If the child is found eligible for these services, then an Individual 
Education Plan (IEP) is developed for the child. The IEP specifies services needed for the child to meet 
his/her educational goals. A copy of the IEP will be sent to the child’s PCP within the managed health 
care plan, and maintained in the recipient’s medical record. 
 
3. The school districts provide, through school district employees or contract personnel, the majority of 
specified medically necessary covered services. Nevada Medicaid reimburses the school districts for 
these services in accordance with the school districts’ provider contract. The current school district 
contracts will be maintained by the State; the MCO will not contract directly with the school district.  
 
4. The vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation may be 
reviewed by the DHCFP or its designees. Title XIX Medicaid-eligible children are not limited to receiving 
health services through the school districts. Services may be obtained through the vendor rather than the 
school district if requested by the parent/legal guardian.  
 
5. The vendor must reimburse school based health services provided by a Federally Qualified Health 
Center (FQHC) or a Rural Health Clinic (RHC). These services must not have restrictions of prior 
authorization or PCP referral requirements. The vendor case manager shall coordinate with the school 
district in obtaining any services which are not covered by the plan or the school district. 
 
6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will 
ensure their delivery systems support the integration of SBCHS with Medicaid managed care services. 
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SCHOOL-BASED CHILD HEALTH SERVICES  
We understand and acknowledge the responsibilities of school districts related to 
providing School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and 
Title XXI Nevada Check Up recipients in accordance with their Individual Education Plans 
(IEPs). We acknowledge and affirm that we will provide the IEP services rather than the 
school district if requested by the parent/legal guardian. We will also provide covered 
medically necessary services beyond those available through school districts. If our 
Medical Director determines that a service is not medically necessary, our UM staff will 
provide required notice and document the reason why in the member’s record in our 
clinical documentation system. The documentation will be available to DHCFP or its 
designee for review at DHCFP request. We will reimburse school based health services 
provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC, 
with no prior authorization restrictions or PCP referral requirements. We will stay up-to-
date on efforts to promote State standards for SBCHS and ensure our delivery systems 
support the integration of SBCHS with Medicaid managed care services. 


 


IDENTIFICATION AND COORDINATION WITH SCHOOL DISTRICTS 
During our initial and ongoing assessment and care planning processes, we identify 
children for whom an IEP has been established or who may be eligible for SBCHS. When 
a member has an IEP in place, a Program Coordinator will send a copy of the IEP to the 
child’s PCP. Our provider contract will require the PCP to maintain the IEP in the 
member’s medical record. 


 


The member’s assigned Care Manager (CM) ensures ongoing interaction with the child’s 
school district for coordination of the IEP-required services and the medical care 
covered through our network of providers to ensure they are well-coordinated and not 
duplicative. As requested by the school district, the CM will participate in and/or provide 
needed information regarding the child’s condition(s) and services (such as EPSDT 
screening results, new or changed needs, and progress on provider treatment plans) for 
IEP evaluations/assessments as well as annual review and revision of the IEP. In 
addition, the member’s Care Manager will coordinate with the school district in obtaining 
any services that are not covered by the plan or the school district, such as by assisting 
the school district and family with identification of needed non-covered services, 
locating a provider for the services, and helping with scheduling and arranging 
transportation. 


 


SUPPORT FOR PARENTS/GUARDIANS 
In our experience serving children with special needs in other states, parents/guardians 
often feel frustrated and ill equipped to interact with school systems. We work closely 
with them to make sure that they are knowledgeable enough about the services available 
through the school system so that they are able to have a strong voice at the table as the 
IEP is developed. Our goal is to empower the parents to be able to advocate effectively 
on behalf of their child. We also refer parents/guardians to community based agencies 
that will partner them with other parents of children with special needs to provide on-
going support. These connections not only inspire families, but also encourage 
integration into the community. If a member does not currently have an IEP but would 
benefit, the CM will help the family or guardian work with the school to get an IEP, 
including coordinating with the member’s PCP. The goal is never to take over for the 
parent/guardian, but to equip and empower them to ensure the needs of the child are 
met.  
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PROMOTION OF STATE STANDARDS 
Our Compliance Officer will take the lead on staying up-to-date on efforts to promote 
State standards for SBCHS, and will be responsible for ensuring all of our staff are aware 
of any changes to standards or requirements. Staying up to date on efforts to promote 
state SBCHS standards helps health plans to ensure continuity, quality, and timeliness of 
care across the health care spectrum. Since the child spends a majority of their time in a 
school setting, SBHCS standards promote provider ability to identify and address the 
child’s health needs regardless of the managed care plan in which they are enrolled. 


 


COORDINATION WITH MANAGED CARE SERVICES 
Our delivery systems will support the integration of SBCHS with Medicaid managed care 
services. First, our network will be built on traditional Medicaid and Check Up providers, 
many of whom also provide SBCHS, which will allow for seamless coordination of IEP 
and covered services. Second, our enterprise management information system (MIS) 
integrates and analyzes a wide range of data and information from both internal and 
external sources. The CM will enter IEP information into the recipient’s record in our 
clinical management system so that all CM staff coordinating the recipient’s care is 
aware of the IEP services. Once in the system, it is available via our secure online portal 
to the member and their parent/guardian, PCP and other treating network providers, and 
appropriately registered non-network treating providers. The CM will update the system 
whenever the IEP is revised to ensure current information. 


 


We will collaborate with the School Based health clinics, including First Person in Clark 
County and Community Health Alliance in Washoe (among others)  


 
D. Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this 
service are not eligible for managed care. 


 


We acknowledge that recipients requiring ICF/IID services are not eligible for managed 
care. If a member becomes ineligible for managed care due to the need/eligibility for 
ICF/IID services while enrolled in our plan, we will coordinate the transition out of our 
plan as described in our response to requirement 3.5.7.9.A. 


 
E. Adult Day Health Care 
 
1. Recipients requiring this service are eligible for managed care. 
 
2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS 
pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care 
for ADHC services. The vendor must ensure that recipients who are receiving ADHC services are 
receiving all medically necessary services covered in the managed care benefit package. 
 
3. Home and Community Based Waiver Services (1915(c)). 
 
4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments. 
 
5. All PASRR and LOC are performed by the DHCFP’s fiscal agent. 
 


 
ADULT DAY HEALTH CARE, HCBS, PASRR AND LOC ASSESSMENTS 
We affirm and acknowledge our role in ensuring referral to and coordination with carved-
out services, including a variety of long term supports and services (LTSS) such as 
ADHC and Home and Community-Based Waiver Services (HCBS). Several of our affiliates 
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have experience directly managing ADHC and HCBS services, giving us the insight and 
capability to effectively coordinate these services with covered services. We will provide 
training to Care Managers (CMs) and other member-facing staff on available ADHC and 
HCBS services, including eligibility requirements, enrollment and referral protocols, and 
protocols for collaborating with service providers and any other case managers serving 
the member. 


 


We acknowledge that all PASRR and LOC assessments are performed by DHCFP’s fiscal 
agent. Our CM staff will be available to participate in care planning with the agency’s 
HCBS waiver staff and we will request their participating in our care planning for 
members who are receiving HCBS services.  


 


ASSESSMENT AND REFERRAL 
Our approach to referral and coordination for any carved-out service begins with 
identification of all existing services and ascertaining whether the member has any FFS 
case manager that needs to be engaged in our care planning process. We will complete a 
comprehensive Health Risk Assessment to identify all medical, BH, long term, social 
service, educational, housing, food, transportation, ADL, and other needs, including 
potential need for ADHC or HCBS services as well as any services already in place. The 
CM will ensure that care plans for members who are receiving ADHC or HCBS services 
incorporate all medically necessary services covered in the managed care benefit 
package. If the member may need but is not already receiving ADHC or HCBS services, 
the CM will connect the member to the FFS program and share information as needed to 
support a request for ADHC or HCBS services. 


 


COORDINATION OF CARE PLANNING AND MONITORING  
Care Managers will develop, monitor, and regularly revise person-centered care plans in 
partnership with members, caregivers, providers of covered and non-covered services 
including ADHC and HCBS providers, and FFS case managers. CM staff will coordinate 
through sharing assessment, care plan, and monitoring information (with member 
consent and per state/federal requirements), such as sharing recommendations for care 
plan services and requesting feedback on appropriateness as well as whether and to 
what extent the proposed covered services may overlap with the ADHC or HCBS services 
the member is receiving. We will invite ADHC and HCBS providers and FFS case 
managers to participate in care conferences and make our CM staff available to 
participate in their care conferences. The CM will incorporate the recipient’s ADHC or 
HCBS services into their record in our clinical documentation system to ensure a 
comprehensive view of services.  


 


CMs will communicate reassessment results, member goals, service preferences, and 
other information to PCP and relevant treating providers to ensure the member’s system 
of care is aware of changes to the member’s status and/or Care Plan. The Care Plan will 
be available via our Provider and Member Portals, and the Care Manager will also share 
information with the PCP and network/out-of-network treating providers, as well as FFS 
case managers and maintain ongoing communication with the member to continuously 
monitor service delivery, continuity of care, member condition and needs. The Care 
Manager will coordinate with ADHC and HCBS providers and FFS case managers as 
needed to ensure each has all needed information about treatment and services being 
provided by others, including recommendations for covered and non-covered services.  


 


INFORMATION SHARING 
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We will make our Member Health Record (MHR) available via our Provider Portal to 
qualified stakeholders involved in the member’s care, such as ADHC and HCBS 
providers and FFS case managers. The MHR offers a well-organized, comprehensive 
view of a member's medical, behavioral, and medication service history, as well as Care 
Gaps and health alerts for each member for whom we have supporting data.  


 
F. Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 
 
1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have 
been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and 
that the recipient is receiving covered medically necessary medical, mental health and mental health 
rehabilitation services. 


 


We have extensive experience serving members with Serious Mental Illness or Serious 
Emotional Disturbance (SMI/SED) and ensuring that they obtain required evaluations and 
services. This experience covers a range of age groups and specific demographic 
considerations, as well as local market nuances, cultural influences and individualized 
needs of our members including homelessness/risk for homelessness. For example, one 
of our affiliate MCOs operates in a state which requires adult members to complete a 
specific evaluation prior to receiving rehabilitation services. Our affiliate requires and 
ensures that its network providers complete and submit documentation of the required 
evaluation (a LOCUS assessment) with a treatment plan and authorization request. 
Please see Section 3.4.13 for additional description of our experience ensuring delivery 
of medically necessary covered medical and behavioral health (BH) services.  


 
ENSURING MEDICALLY NECESSARY EVALUATIONS 
Our processes facilitate completion of needed evaluations and assessments. Our Care 
Managers provide regular member follow-up, provider communication, annual 
reassessment, and care plan update reminders to ensure that evaluation requirements 
do not become a barrier to access to medically necessary services.  


In Nevada, we will ensure that members referred for SED/SMI evaluation or who have 
been determined SED/SMI obtain medically necessary evaluations and covered services 
through: 


 


 Incorporating clinical BH expertise on our Care Management Teams to ensure 
detection of the need for evaluations and appropriate referral to the PCP (or 
appropriately licensed mental health practitioners, as applicable) for medically 
necessary evaluations. BH clinicians (licensed masters level staff) will serve as 
the Care Manager for members determined to have serious mental health 
conditions, and will participate as part of the Care Management Team for 
members who have BH needs secondary to medical conditions driving their need 
for care management. BH Care Managers (BH CM) will assess BH needs including 
any needs for SED/SMI evaluation as part of our comprehensive assessment 
process described below. If the member has already been determined to have 
SED/SMI, the BH CM will coordinate with the provider who made the determination 
to ensure the evaluation meets all requirements. If not, the BH CM will arrange for 
and assist the member to access a new evaluation that does meet requirements. 


 Assisting the member to schedule and keep the appointment for the evaluation 
and other necessary services. The BH CM will coordinate with the provider’s 
office and member to schedule a timely appointment that is convenient for the 
member. They will also address barriers such as arranging transportation, helping 
the member locate child care, and ensuring a professional interpreter is available 
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during the evaluation for those whose preferred language is not spoken by the 
provider. The BH CM will also schedule a reminder in our system to remind the 
member in advance of the appointment. 


 Following up with the provider and member to ensure the appointment was kept. 
The BH CM will contact the member and provider within 24 hours of the scheduled 
evaluation to ensure it occurred. If not, the Care Team works with the member to 
reschedule the evaluation, and identify and address barriers to keeping the 
appointment. 


 
SUPPORTING PCPS TO PROVIDE MEDICALLY NECESSARY EVALUATIONS 
The PCP has a significant role in the identification and treatment of many behavioral 
health conditions. To support PCPs in this role, we will provide on-line access to 
standardized screening tools through our website. Examples of standardized tools 
include but are not limited to: 


 Patient Health Questionnaire (PHQ-9) – a brief questionnaire that assesses 
symptoms and severity of depression  


 Columbia Suicide Severity Rating Scale (C-SSRS) – a brief screening tool that 
assesses ideation and behaviors related to risk for self-harm 


 The Generalized Anxiety Disorder Scale (GAD-7) – an effective screening tool for 
Generalized Anxiety Disorder, Panic Disorder, Posttraumatic Stress Disorder, and 
Social Anxiety Disorder.  


 Alcohol Use Disorders Identification Test (AUDIT) – used for screening a 
progression of alcohol behaviors and problems from risky drinking to alcohol 
dependence.  


 


To encourage the timely use of evidence-based tools, we will work with providers to 
develop incentives for providers to administer these screening tools within a specified 
period of time. 


 


Recognizing that PCPs are extremely busy and have significant care management 
responsibilities, our processes will leverage existing infrastructure and make the 
process of coordinating and delivering care as easy as possible. For example, when 
scheduling care team conferences, we will schedule the time around the PCP’s schedule 
and location. The Care Manager is accountable for proactively engaging the member’s 
PCP in the development and updating of the care plan, sharing member assessment 
data, leading or actively participating in consolidated care planning activities with PCPs 
and health homes, keeping the PCP apprised of changes in the member’s condition or 
status, and soliciting information from the PCP that will impact the care and treatment of 
the member. Please see Section 3.4.13 for additional description of our experience 
ensuring that covered, medically necessary BH services are provided to members. 


Through our secure provider portal, we will make member information accessible to the 
PCP at any time (see our response to requirement 3.4.13 for additional discussion of 
information sharing with BH providers). All members receiving BH services will be 
informed that we are sharing information with their PCP/Health Home in accordance with 
HIPAA regulations and privacy laws. This includes screening and assessment data, 
copies of care plans, care management notes as appropriate, and information on other 
treating providers.  
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ENSURING MEDICALLY NECESSARY SERVICES 
If an evaluation determines that a member has SMI/SED, and the member is eligible to 
opt out of managed care and chooses to exercise that option, the BH CM will work with 
the member’s fee-for-service providers to provide a smooth transition of care.  


 


If a member with SMI/SED is not eligible to opt out of managed care or chooses not to 
exercise this option, our BH CM will coordinate with the member and the member’s 
providers to develop a care plan to ensure that the member is receiving medically 
necessary covered medical, mental health, mental health rehabilitation, and other 
services as well as needed non-covered services and community supports including 
peer support. For example, the member may need or want support from a person with 
lived experience. This might include arranging for the peer to accompany the member to 
the provider’s office for the evaluation. Additionally, our holistic approach to assessment 
and care planning also identifies social and community support needs such as housing, 
employment, and food needs. 


 


The BH CM and Care Management Team will coordinate with providers in and out of 
network as well as government agencies/programs and community organizations to 
implement all services and supports in the care plan. Our staff will communicate with 
these providers and entities via telephone, secure email, secure fax, or face-to-face as 
needed to initiate, coordinate, and monitor services as well as monitor the member’s 
condition(s) and progress. We will monitor claims data, communications from the 
member, and information from providers to detect potential underutilization of services. 
If our monitoring detects underutilization, if the member experiences a new or changed 
need/circumstance, or if the member is not making satisfactory progress, the BH CM and 
Care Management Team will work with the member, family/caregivers and informal 
supports, providers, agencies and other entities serving the member to revise the care 
plan. 


 


DIVERSIONARY SERVICES 
Through our contracted BH Provider network, we offer BH diversionary services to 
stabilize members who are at risk of hospitalization or acute care readmission, ensuring 
they can recover in the least restrictive setting possible. Through Diversionary Services, 
we provide evaluation and interventions to address the immediate crisis and develop a 
service plan for services in the community. We provide clinical and non-clinical 
community-based services such as respite, residential care, BH wrap-around services, 
medication adherence assistance, skills training and other non-covered supports or 
interventions to meet unique individual situations and conditions. 


 


Please see our response to requirement 3.4.13.2 for more information regarding our 
expertise in serving the BH needs of Medicaid recipients, such as a program created by 
one of our affiliates to expand access to outpatient services for members with complex 
medical and BH conditions as well as those with substance abuse disorder and/or 
experiencing homelessness. 


 
2. The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a 
minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is 
fully informed of the reason why the assessment is necessary, and must obtain authorization from the 
minor recipient’s parent/guardian or from the enrolled adult or his/her personal representative to conduct 
the assessment and to release the determination to the DHCFP and/or its designee. 
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Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the 
DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal representative 
designation form, is available upon request. 


 


When we identify a member who needs a referral for SED/SMI assessment, the BH CM 
will discuss the reasons why the assessment is necessary with the member 
(parent/guardian if the member is a minor, or an adult member’s personal representative 
as defined in DHCFP HIPAA Privacy Rule Manual and documented through a 
representative designation form). Once the member or parent/guardian/personal 
representative indicates they understand the reasons, the BH CM will ask them to sign a 
form authorizing completion of the assessment and release of determination to DHCFP 
and/or its designee. We will use DHCFP SED/SMI Consent Form and will maintain the 
completed form in our clinical documentation system. We will also contractually require 
providers to discuss the reasons for the assessment prior to conducting the 
assessment, submit the Consent Form along with the SED/SMI Determination Form 
(below) and document in the medical record the member’s (or parent/guardian/personal 
representative) authorization to complete the assessment.     


     
 3. The vendor and its identified subcontractors/network providers are the only entities that have the 
authority to make the SED or SMI determination for its enrolled recipients. If any entity other than the 
vendor or its identified subcontractors/network providers makes a determination on behalf of a Medicaid 
recipient who is enrolled in managed care at the time such determination is made, the determination will 
be rejected and the entity will be directed to refer the enrolled recipient to the vendor for a determination 
and services. SED or SMI determinations made by authorized entities referenced in Chapter 400 of the 
MSM will be considered valid for recipients who transition from FFS to managed care. Likewise, 
determinations made by the vendor or its identified subcontractors/network providers will be considered 
valid for recipients who transition from managed care to FFS. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding initial Medicaid 
eligibility will be considered valid for either FFS or managed care recipients. 
 
4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP 
requirements for data collection are met. 


 


We will require providers to complete the SED/SMI Determination Form required by 
DHCFP and submit it, accompanied by the consent form [Attachment D, Forms and 
Reporting Guide, section 3.2] to us and to DHCFP or its designee within five working 
days after the determination. We will provide a copy of the form on our Provider Portal to 
ensure providers have easy access to the form. In addition, we will submit the quarterly 
SED/SMI log as required in Attachment D, Forms and Reporting Guide, Section 3.4, in 
accordance with the State’s requirements.  


We will post the Managed Care Enrollment Form on our member-facing website and will 
provide information about how to complete the form for disenrollment in the event a 
member is determined to have SED/SMI and qualifies for the option to disenroll from 
managed care.  


 
5. Recipients who receive either an SED or SMI determination must be redetermined at least annually. 
For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, 
the process for these redeterminations is the same as for the initial SED or SMI determination as stated 
above. 
6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll 
from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide. 


 
We acknowledge that members with either an SED or SMI determination must be re-
determined at least annually. The BH CM will enter the data of the member’s SED/SMI 
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determination into our clinical documentation system and a reminder one month prior to 
the required re-determination date. At that time, the BH CM will outreach to the member, 
remind them of the re-determination requirement, and attempt to schedule the re-
determination within the one-year timeframe. This process will follow the process for 
scheduling and assisting the member to keep the original evaluation appointment. 


We will use, and ensure providers and members use, the required forms for consent, 
documentation of the evaluation, and disenrollment requests. We will provide the forms 
on our Provider and Member Portals and assist providers and members to find and 
download the forms if needed. 


 
G. Targeted Case Management (TCM) 
 
TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts. Case 
management, which differs from TCM is required from the contracted Vendors. 


 


We acknowledge and affirm that Targeted Case Management (TCM) is carved out of the 
managed care contracts. Our Care Management staff will identify members receiving TCM 
during our comprehensive assessment process, outreach to TCM staff to involve them in 
assessment and care planning, and work with TCM staff to coordinate services and 
monitor member progress and needs.  


 
H. Child Welfare 
 
Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their guardian 
requests enrollment.  


 


UNPRECEDENTED EXPERIENCE SERVING CHILDREN IN FOSTER CARE 
We acknowledge and affirm our understanding that recipients in Child Welfare and 
Foster Care are voluntarily enrolled in managed care if their guardian requests 
enrollment. We have extensive experience serving children in foster care. In some states, 
enrollment of children in foster care is mandatory and in several of those states our 
affiliate holds the sole-source managed care contract for this unique population. In those 
states in which enrollment in mandatory and the population of children served is 
therefore larger, we have developed specialized practices that enhance our ability to 
serve these children. These specialized practices include: 


 An extensive training and education program that addresses the training needs of 
all foster care stakeholders, including caregivers, state agency staff and juvenile 
justice staff. 


 A specialized network model that adapts the traditional Medicaid provider network 
to meet the complex needs of children and youth in foster care.  


 Enhanced medication monitoring including psychotropic medication utilization 
review. 


 
Many guardians and caregivers of Nevada’s children in foster care will elect to remain in 
fee-for-service Medicaid rather than enrolling in managed care, but for those who do 
elect to enroll with us, our extensive experience has prepared us to meet their needs.  


 
There may be times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers is preferred as it will help 
ensure continuity of care of these recipients.  
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CONTRACTING WITH CHILD WELFARE/FOSTER CARE TRADITIONAL FFS 
PROVIDERS 
We acknowledge and affirm our understanding that contracting with DCFS and County 
Child Welfare Providers is preferred, as it will help ensure continuity of care for 
recipients. We have initiated contracting and partnership discussions with the County 
Welfare Providers as these agencies support both our providers and members as they 
navigate the system and assist members in attaining a better quality of life.  


 


We met with Washoe County Social Services (including representatives from both a 
Senior and Child focus), who can provide our members with access to multiple youth 
and juvenile programs, as well as programs that address homelessness. Through 
meetings with Washoe County Social Services, we are exploring how we can support 
their Crossroads Program, which provides a supportive living arrangements for men and 
women transitioning out of homelessness. At the same time, we are gaining a greater 
understanding of some of their partners in the Crossroads Program such as Catholic 
Charities which support Social Services with homeless programs; and Kids Kottage 
which provides temporary care for abused/neglected children until they can be reunited 
with their family or placed in foster care. We look forward to continuing our discussions 
with Washoe County Social Services and their partners such as Catholic Charities to 
support their goal of preventing relapses into homelessness and substance abuse, thus 
reducing costs associated with jail, hospital and other emergency services, We hope to 
support a pilot program for housing and work together to triage health care services ‘in 
the field’ for members in transitional housing or at risk for returning to homelessness. 
We also met with the Clark County Department of Family Services to discuss 
partnership/support opportunities and with Healthy Minds a multi-disciplinary mental 
health provider who contracts directly with Clark County and the state for children in the 
Child Welfare System. As members transfer to or from managed care, we will coordinate 
with them to ensure continuity of services for the member. Additionally, we will pursue a 
contract with Healthy Minds to further ensure continuity of care as FFS Recipients move 
into managed care. 


 


We will pursue discussions with DCFS upon contract award and will partner with them as 
necessary and/or required to provide services to our members. 


 
I. All Nursing Facility Stays Over Forty-Five (45) Days 
 
Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar days of a 
nursing facility admission, pursuant to the Medicaid Services Manual (MSM). The vendor is also required 
to collect any patient liability (PL) for each month a capitated payment is received. The vendor shall notify 
the DHCFP on the 46th day that the recipient is to be disenrolled. The recipient will be disenrolled from 
the MCO and the stay will be covered by FFS commencing on the 46th day of the facility stay. 


 


We recognize nursing facility stays over 45 days are the responsibility of FFS Medicaid. 
We will support DHCFP and adhere to the requirements of the Medicaid Services Manual 
(MSM) and Section 3.4.4.2.I of the Scope Of Work regarding nursing facility stays. Our 
responsibilities include tracking and covering the first 45 calendar days of a nursing 
facility admission; collecting and tracking PL in the amount communicated by DHCFP for 
each month capitated payment is received; and notifying DHCFP in a format and method 
prescribed by DHCFP on the 46th day that the recipient is to be disenrolled. Nursing 
facility days and PL collections are tracked through our Health Management Platform and 
all members admitted to a nursing facility are enrolled in our Care Management program 
to ensure appropriate coordination and care transitions. 
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J. Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 
 
Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a swing bed 
admission. The vendor is also required to collect any PL for each month a capitated payment is received. 
The vendor shall notify the DHCFP by the fortieth (40th) day of any swing bed stay expected to exceed 
forty-five (45) days. The recipient will be disenrolled from the MCO and the stay will be covered by FFS 
commencing on the forty-sixth (46th) day of the facility stay. 


 


We recognize swing bed stays in acute hospitals over 45 days are the responsibility of 
FFS Medicaid. We will support DHCFP and adhere to the requirements of the Medicaid 
Services Manual (MSM) and Section 3.4.4.2.J of the Scope Of Work regarding swing bed 
stays. Our responsibilities include tracking and covering the first 45 calendar days of a 
swing bed stay in an acute hospital; collecting and tracking PL in the amount 
communicated by DHCFP for each month capitated payment is received; and notifying 
DHCFP in a format and method prescribed by DHCFP on the 40th day of any swing bed 
stay expected to exceed 45 days for disenrollment from our plan on day 46. We 
understand a qualified hospital may move a member to swing-bed level when a recipient 
in an acute bed level no longer meets acute criteria. This may occur when member and 
facility agree, or when nursing facility has limited availability. Prior authorization is 
required for all swing-bed stays and swing bed stays are tracked through our Health 
Management Platform to ensure timely and appropriate DHCFP notification. 


 
K. Residential Treatment Center (RTC), Medicaid Recipients 
 
1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) 
calendar days of the admission date. Pursuant to the State of Nevada Title XIX State Plan, the vendor is 
responsible for reimbursement of all RTC charges including admission, bed day rate, and ancillary 
services until properly disenrolled from managed care. Recipients who are covered under Title XIX 
Medicaid will be disenrolled from the vendor on the first day of the next month following the RTC 
admission. Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the month 
following RTC admission. The RTC bed day rate and ancillary services will be reimbursed through FFS 
thereafter for this population. 


 


We will adhere to the requirements of the MSM and the requirements of this Scope Of 
Work around Medicaid recipients regarding the operation DHCFP program and RTC.  


We will review the required documentation and PA request from the RTC provider and 
determine Medical Necessity for the members stay and follow the MSM process. We will 
ensure RTC placement information is communicated immediately upon approval of the 
PA to DHCFP and understand we are financially responsible for all RTC services until the 
member disenrolls on the first day of the following month. Through our Health 
Management Platform, we will track the number of days and will notify DHCFP within five 
(5) days of a member’s RTC admission. 


 
2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this 
RFP. 


 


As a function of our Care Management services, we will ensure a smooth transition for all 
members disenrolling from our plan into FFS in accordance with the requirements of the 
RFP. We will have written policies and procedures to support this coordination and 
transition, including the timely transfer of relevant member information, medical records 
and other pertinent materials to the receiving FFS provider, state fiscal agent, Quality 
Improvement Organization-like vendor, and/or any Care Management Organizations 
providing services to the FFS population as appropriate. In accordance with RFP Section 
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3.5.7.10, we will send the receiving provider information regarding the recipient’s 
condition within five (5) calendar days or as medical needs dictate. 


 
3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in 
uninterrupted managed care enrollment for this population. If this is the case, the vendor will be 
responsible only for covered medically necessary services throughout the RTC stay. 


 


We understand the rules and regulations may change which may result in uninterrupted 
managed care enrollment for this Medicaid populations. If this is the case, we will cover 
medically necessary services throughout the RTC stay.  


 
L. Residential Treatment Center (RTC), Nevada Check Up Recipients  
 
The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) 
calendar days of the admission date. Pursuant to the State of Nevada Title XXI State Plan, recipients who 
are covered under Nevada Check Up will remain enrolled with the vendor throughout their RTC 
admission. The vendor is responsible for reimbursement of all ancillary services [i.e., physician services, 
optometry, laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their RTC 
admission. The RTC admission and bed day rate will be covered by FFS for this population commencing 
on the first day of admission. 


 


We recognize that pursuant to the State of Nevada Title XXI State Plan, recipients who 
are covered under Nevada Check Up will remain enrolled with the vendor throughout 
their RTC admission. Financial responsibility for this benefit is split, with the plan 
responsible for reimbursement of all ancillary services [i.e., physician services, 
optometry, laboratory, and x-ray services, etc.] and FFS financially responsible for the 
RTC admission and bed day rate, commencing on the first day of admission. To ensure 
appropriate billing and coordination, we will notify DHCFP of any Nevada Check Up 
recipient’s RTC admission within five (5) calendar days of the admission date. 


 
M. Hospice 
 
Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled immediately. 
Nevada Check Up recipients will not be disenrolled, however payment for Nevada Check Up hospice 
services will be carved out and FFS should be billed. 
 
The plan will adhere to the rules and regulations of this Scope of Work regarding 
members admitted into hospice care. For Medicaid Managed Care recipients, members 
will be disenrolled from the plan once admitted to hospice care. Nevada Check Up 
recipients will be continuously enrolled in the plan once admitted into hospice care, 
however payment for Nevada Check Up hospice services will be carved out and billed to 
FFS. Our Concurrent Review Nurses and Discharge Planners will assess members 
eligible for hospice care and facilitate referrals as indicated and notify DHCFP of all 
members admitted to hospice care. In addition, we will coordinate with hospice providers 
to ensure appropriate billing and payment. 
 
N. Dental Services 
 
These include covered diagnostic, preventive or corrective services or procedures that include treatment 
of the teeth and associated structures of the oral cavity for disease, injury or impairment that may affect 
the oral or general health of the eligible Medicaid recipient up to age 21 years and eligible Nevada Check 
Up recipients up to the birth month of their 19th year; and dentures. Follow up for emergent and urgent 
dental care.  
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ENSURING ACCESS TO CARVED OUT DENTAL BENEFITS 
We will coordinate Fee for Service (FFS) Medicaid covered dental benefits, including 
covered diagnostic, preventive, or corrective services or procedures that include 
treatment of the teeth and associated structures of the oral cavity for disease, injury, or 
impairment that may affect the oral or general health of the eligible Medicaid member up 
to age 21 years and eligible Nevada Check Up members up to the birth month of their 19th 
year, and dentures. We will facilitate and coordinate follow up for dental and dental 
related services for emergent, urgent, and palliative care that is provided in an emergent 
or urgent setting to a Medicaid member 21 years of age and older.  


 
ENSURING ORAL EXAMINATION BY PCP AND REFERRAL FOR AGE 
APPROPRIATE PREVENTIVE DENTAL SERVICES  
We require our PCPs to conduct an oral examination and discuss the importance of 
regular dental care as part of each physical exam for a child seen at any age, and to refer 
members for age appropriate preventive dental services in accordance with the American 
Academy of Pediatrics’ recommended schedule for developmental screenings. We also 
require them to refer members for dental services outside of the periodicity schedule 
when medically necessary to determine the existence of a suspected illness or condition, 
relieve pain or infection, restore teeth, and maintain dental health. We support our 
providers and members through education, outreach, and care coordination of all 
services, including FFS dental, to ensure all medically necessary coverage is being 
provided under EPSDT. (See our response to requirement 3.4.4.3 for a detailed 
description of our processes for EPSDT screening and referral, including dental). 


 


FACILITATING ACCESS TO DENTAL SERVICES 
Although dental is not a covered service under this contract, we will strive to facilitate 
member access to dental services by deploying multiple strategies to educate, motivate, 
and assist members and parents/guardians to access needed dental care. For example, 
we aim to increase preventive dental care utilization (including preventive diagnostic 
checkups, and the application of dental sealants, which have proven effective in 
reducing dental decay in children) by educating members and providers on available 
services, the requirement for PCPs to conduct oral examinations and refer for dental 
screenings, assessments and treatment, and how FFS dental services can be accessed. 
To facilitate member access to necessary dental services, we will use innovative best 
practices that have proven successful with Medicaid and CHIP populations in other 
states, such as the following: 


 Routine Reminders. We use outbound phone messaging and mail birthday cards 
to educate and remind members about annual preventive and EPDST needs just 
prior to their birthday month. This includes oral examination to identify potential 
dental needs. 


 Follow-up After ED Use for Dental Symptoms. We identify members who have 
used the emergency department (ED) for oral pain or dental-related symptoms and 
outreach to ensure they understand how to access follow up dental care. We 
assist them to access the care as needed, such as helping to schedule 
appointments and arrange transportation. Care Management staff coordinate 
these services with other covered and non-covered services the member is 
receiving, and include information about the ED use and follow up dental care in 
the member record to ensure we have a holistic picture of member care and 
needs. 


 For Pregnant Members. Our perinatal program staff demonstrate oral self-care to 
pregnant women and explain early oral care for infants and the importance of 
early dental care when baby’s first tooth erupts.  
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 Community Outreach. Our staff participate in community based health promotion 
and education events, such as wellness clinics and health fairs, designed to 
educate members and their parents/guardians on the importance of EPSDT and 
well child care, including good dental hygiene and availability of preventive dental 
services.  


 Targeted Outreach for Members with Special Needs. Our Care Managers, hired 
from and working within the communities they serve, encourage and facilitate 
preventive dental services for children with special needs, including those in 
complex care, or at high risk, by educating members/parents/guardians on how to 
access the FFS dental benefit. Our Care Managers stress the importance of 
accessing preventive dental services to reduce both the risk of dental disease and 
the use of the ED for oral pain or other acute dental related issues. 


 


PROVIDER ENGAGEMENT TO IMPROVE DENTAL ACCESS 
We engage and provide training and support to our network providers to improve rates 
of comprehensive well child services. We support dental health by aligning Pediatric 
Clinical Practice Guidelines with EPSDT guidelines and AAP and AAPD recommended 
Dental Periodicity Schedule to ensure pediatricians are aware of, and follow the 
recommendations for screening and referring members for the right care at the right time 
in the right setting. 


 


We will partner with our network providers who offer FFS dental services, such as 
FQHCs, RHCs, Public Health clinics, and School Based Health programs, to educate 
members and providers about the importance of preventive dental care and the 
availability of the FFS dental benefit. 


 
O. Orthodontic Services 
 
Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM 
Chapter 1000. The MCO is responsible for ensuring referral and the coordination of care for orthodontic 
services, pursuant to this RFP.  


 


REFERRAL AND COORDINATION OF FEE FOR SERVICE (FFS) ORTHODONTIC 
SERVICES 
We will ensure referral and coordination of care for FFS orthodontic services for eligible 
managed care members, pursuant to MCO Chapter 1000 and this RFP. We will do this 
using a combined strategy of: 


 Member and provider education about the availability of FFS orthodontic services 


 Referral and care coordination services to ensure access to these services and 
integration with the member’s overall care plan 


 Use of available FFS claims data to identify members requiring coordination.  


 


MEMBER EDUCATION 
Our person-centered approach ensures member access to the full continuum of care, 
including orthodontic services, available to members regardless of payer source. We 
educate all members about carved-out Medicaid services including orthodontic services, 
how to access them, and the assistance we can provide in facilitating access.  


Member Handbook. The Member Handbook, which is included in the New Member 
Welcome Packet mailed to all new members and available on our Member Portal, 
includes a list of carved out Medicaid and Nevada Check Up services. The Handbook 
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also provides information on how to access these and how to obtain assistance from our 
member service representatives or the Care Manager.  


Member Services Call Center and Nurse Advice Line. Our member services 
representatives and our 24/7 nurse advice line staff also educate members about carved 
out services when they call the toll-free Call Center or nurse advice line asking about the 
services.  


Community Health Workers. Our community health workers educate members on 
available benefits, including those covered by FFS Medicaid such as orthodontic 
services, during community events and individual sessions with members.  


Care Management Staff. Our Care Managers educate members about available carved out 
Medicaid services such as orthodontics during the assessment, care planning and 
monitoring processes. If the member’s assessment indicates potential need for 
orthodontic services, or if a provider indicates a potential need (such as a PCP or a 
dental provider in the dental vendor’s network) during care planning and monitoring, the 
Care Manager will discuss the availability of the services with the member, and provide 
referral and assistance accessing the services as described below. 


 


PROVIDER EDUCATION 
Our Provider Engagement Representatives educate providers on available managed care 
and FFS benefits during provider orientation sessions, in the Provider Manual, on the 
Provider Portal, and during care management activities. Our EPSDT Coordinators 
educate providers on all requirements related to EPSDT screening, and diagnostic 
testing and treatment, including those services available through the FSS system. We 
encourage providers to refer members for all medically necessary care, and educate 
them on the assistance we can provide in locating and referring a member to an 
appropriate FFS orthodontic provider, as needed.  


 


REFERRAL AND CARE COORDINATION 
Our Care Managers support members in accessing medically necessary orthodontic care 
from a qualified FFS Medicaid provider through referral and care coordination activities 
such as: 


 Providing assistance to the member in identifying appropriate FFS providers, with 
consideration for barriers to access such as culture, language, geographic 
location, and accessibility, and providing the member with contact information for 
the chosen provider.  


 Assisting the member with appointment scheduling, as desired, by either 
establishing a three-way call with the member and selected provider to schedule 
an appointment; or by scheduling the appointment and communicating the 
information to the recipient by phone, secure messaging through our Member 
Portal, or by mail as preferred by the member. 


 Facilitating communication of health information between the orthodontic 
provider and the referring provider, PCP, and dental provider as applicable. 


 Communicating assessment results, care plan, provider treatment plans, and 
monitoring information (for those members receiving case management services), 
with member consent and in accordance with all state and federal requirements, 
among the member’s providers, regardless of network status.  
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USING FFS ORTHODONTIC CLAIMS DATA IN SUPPORT OF ONGOING CARE 
COORDINATION 
Our enterprise MIS incorporates national standard clinical data interfaces which will 
allow us to connect to providers directly and leverage the capabilities at HealthHIE 
Nevada. Our interoperable MIS supports clinical data exchanges for a variety of HIE 
applications in multiple states, enabling us to accept FFS encounter data when available 
from the state. In addition, we take a “no wrong door” approach to information exchange 
by offering participating as well as qualified non-network providers, access to clinical 
and administrative information on our members via our Provider Portal.  


 
3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 
 
A. The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients under 
the age of twenty-one (21) years. The screening must meet the EPSDT requirements found in the MSM 
Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 
441.50 through 441.62. The vendor must conduct all interperiodic screening on behalf of recipients, as 
defined in MSM Chapter 1500. 
 


 


We will comply with all requirements of RFP Section 3.4.4.3 as detailed below. We will 
ensure compliance and support our providers, members, and parents/guardians in 
conducting and receiving all EPSDT screenings for members under the age of twenty-
one years, (as well as interperiodic screenings as defined in MSM Chapter 1500 and all 
treatment necessary to address issues identified during the screenings) through our 
EPSDT program. As described below in our response to requirements 3.4.4.3.E, we will 
educate and monitor providers to ensure that screenings meet all requirements found in 
the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social 
Security Act; 42 CFR 441.50 through 441.63; and 42 U.S.C. § 1396 d (a), and this RFP. We 
describe our EPSDT program and processes below. 


 
B. Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or 
interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if the 
service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the vendor is responsible for 
reimbursement of all medically necessary services under EPSDT whether or not the service is in the 
Medicaid State Plan. The vendor is responsible for the oral examination component of the EPSDT 
physical exam and referral to a dental provider, as per the dental periodicity schedule or when medically 
necessary. The vendor is responsible for the coordination of care in order to ensure all medically 
necessary coverage is being provided under EPSDT. The services which need to be provided through the 
vendor include, but are not limited to, the following in accordance with 1905(r) of the Social Security Act 
and the MSM Chapter 1500: 


 


PROVIDING MEDICALLY NECESSARY EPSDT SERVICES TO MEDICAID AND 
NEVADA CHECK UP MEMBERS 
Through our EPSDT Program, described below, we will ensure all medically necessary 
screening, diagnostic and treatment services identified in an EPSDT periodic or 
interperiodic screening are provided to all eligible Medicaid children under the age of 21 
years if the service is listed in 42 U.S.C. § 1396 d (a). We understand that, for Title XIX 
children, we are responsible for reimbursement of all medically necessary services under 
EPSDT whether or not the service is in the Medicaid State Plan. We will provide EPSDT 
services, including but not limited to the following, in accordance with 1905(r) of the 
Social Security Act and the MCM Chapter 1500: 


 A comprehensive health and developmental history including assessment of both 
physical and mental health development  
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 A comprehensive, unclothed physical exam 


 Age appropriate immunizations (according to the American Committee on 
Immunization Practices (ACIP) schedule  


 Laboratory tests (including blood lead level assessment appropriate to age and 
risk as directed by current federal requirements) 


 Health education, including anticipatory guidance 


 Vision services 


 Oral examination and dental services referral 


 Hearing services 


 Other necessary health care, diagnostic services, treatment, and other measures 
described in Section 1905(a) of the Social Security Act to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the 
screening services, whether or not such services are covered under the Nevada 
Medicaid and/or Check Up Plans.  


 


EPSDT Program 
Our EPSDT Program uses a comprehensive, multi-dimensional approach to ensure 
children receive EPSDT services, including referral for FFS dental services and 
necessary follow-up diagnostic and treatment services, in accordance with the American 
Academy of Pediatrics’ Bright Futures EPSDT periodicity schedule. Our EPSDT Program 
includes the following components, which are described below: 


 Program resources that include dedicated staff responsible for our EPSDT efforts 


 A cross functional approach that ensures all departments are working 
collaboratively and taking every opportunity to promote EPSDT compliance 


 Partnerships and collaboration with the overall system of care to ensure our 
EPSDT-related efforts are aligned and coordinated with the efforts of other parts 
of the system 


 Effective use of data and technology to support outreach, tracking, and evaluation 


 Provider requirements and education regarding their role in providing EPSDT 
services 


 Support and interventions to assist providers in ensuring all assigned members 
receive needed EPSDT services timely 


 Incentives for providers who meet EPSDT performance targets 


 Monitoring and ensuring provider compliance with EPSDT requirements 


 Regular evaluation of program performance to identify and address improvement 
opportunities. 


 


In addition, the program includes aggressive member education, outreach, and 
assistance, which are described in our response to requirement 3.4.4.3.E. 


 


EPSDT Program Resources. We provide the personnel and technology resources that 
have the expertise and functions necessary to support and effectively carry out the 
operations of the EPSDT Program. At a minimum, the following are positions and 
resources that support the program:  


 Quality Improvement Committee (QIC): Serves as the foundation for making 
recommendations, identifying opportunities for improvement, implementing 
interventions, and ensuring follow up to determine the effectives of 
recommendations.  
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 Chief Medical Officer (CMO): Provides overall clinical direction and support of the 
EPSDT Program and is a designated physician who supports the QIC and 
provides day-to-day oversight and management of the Quality Improvement 
Department.  


 Director QI: Reports to the CMO and is responsible for directing the activities of 
the EPSDT Program. Responsible for ensuring EPSDT eligible members are 
informed about EPSDT services; ensuring providers are aware of periodicity and 
components required during an EPSDT screening and providing EPSDT staff 
education  


 Dedicated EPSDT Coordination Staff. Our EPSDT Coordinator, responsible for 
EPSDT outreach and tracking, compiles/reviews and analyzes monthly EPSDT 
compliance reports and coordinates with our Quality Improvement staff to 
conduct annual medical record audits to validate that EPSDT services were 
provided, assist with provider training, and provide member education and 
outreach. When our staff identifies an issue such as not completing all screening 
components or not following up on referrals, during medical record audits, they 
provide real-time feedback and education to providers. 


 
Cross Functional Approach. We involve all aspects of our organization in ensuring 
provision of EPSDT services. This cross functional approach enables us to approach 
compliance from every angle: 


 Provider Engagement Specialists (PE Specialists): Provide education to network 
providers related to EPSDT periodicity and component requirements.  


 Care Managers(CM): Educate pregnant members, new mothers and mothers of 
newborns about the availability and importance of EPSDT services for their child.  


 Network Development/Contracting Staff: Work to ensure an adequate network of 
practitioners who provide preventive and treatment visits.  


 Member Service Representatives and Community Health Workers: Educate and 
encourage members to access EPSDT services during inbound/outbound calls 
and provide face-to-face education at community/outreach events. 


 
Partnerships and Collaborations. We understand that we are part of an overall system of 
care that must work together to meet the EPSDT needs of our members. Examples of 
how we will collaborate with system partners include: 


 We will work with DHCFP to ensure our EPDST program is closely aligned with the 
Department’s goals and objectives.  


 We will partner with Provider Societies such as the American Academy of 
Pediatrics Nevada Chapter (NV-AAP) and Nevada Academy of Family Physicians 
(NAFP) to offer provider and community outreach and education on the 
importance of early identification and treatment of childhood conditions and 
recommended immunizations.  


 We will collaborate with key subcontractors (disease management, behavioral 
health, vision) to provide a consistent approach and ensure data sharing, as 
appropriate and in compliance with Federal and State law and written business 
agreements.  


 
Leveraging Data and Technology. We utilize our sophisticated technology supports to 
collect and analyze information from multiple data sources to target and evaluate our 
EPSDT activities as well as to evaluate our EPSDT Program. (See 3.14.6 for detailed 
description of our EPSDT Tracking System.)  
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Management Information System (MIS). Our award-winning proprietary and 
comprehensive family of integrated decision support and health care informatics 
solutions provides expansive business intelligence support, including flexible desktop 
reporting and online Key Performance Indicator (KPI) Dashboards with “drill down” 
capability. Our health informatics platform powers our provider practice pattern, provider 
clinical quality and cost reporting information products.  


 


Health Management Platform Using this platform, we have the ability to report on all 
available datasets, including those for EPSDT services, HEDIS, claims timeliness, 
Performance Improvement Project informatics, and other critical aspects of our 
operations. Our health informatics platform includes a suite of best-of-breed predictive 
modeling solutions incorporating evidence-based, proprietary care gap/health risk 
identification applications that identify and report significant health risks at population, 
member, and provider levels. These care gaps and health risk alerts power our online 
care gaps – allowing our members and providers to securely access actionable health 
information via our Member and Provider Portals. We also have the capability to create 
provider quality and health care outcomes reports that enable us to identify care quality 
and provider training opportunities, including related to EPSDT services.  


 


Integrated Member Data. Our Customer Relationship Management (CRM) platform 
integrates all member data, including information on upcoming and past due services, so 
we can remind members and caregivers (during any member contact) of EPSDT due 
dates for all children in a household. We send monthly lists of members due and overdue 
for EPSDT services to community health workers to support their outreach efforts and 
ensure every member contact includes reminders of needed services. 
 


Identifying Members and Validating Member Addresses to Support Outreach Efforts. 
Ensuring we have accurate contact information for our members is fundamental to our 
EPSDT outreach efforts. We have learned through experience that demographic 
information contained in enrollment files may not be the most current, particularly for 
members who are or have been homeless. Our CRM’s Member Data Management (MDM) 
component is integrated with address standardization services from SmartyStreets (a 
leading real time US Postal Service approved address validation service). We augment 
the member record information we receive from our State clients with updated 
information we discover from other sources (e.g. from phone, SmartyStreets, providers, 
etc.), but we do not delete the member information provided to us by the State. However, 
we can supply updated member contact information back to our State clients at their 
request. The combination of SmartyStreets, and our ability to collect and house member 
demographic data from other sources (e.g. self-reported to us by phone, from providers), 
allows us to locate and contact members with the greatest possible success.  


 


State Provided Information and/or Data Exchange. We will accept all available 
information to build a member profile that supports effective care management, including 
ensuring members receive required preventive and other medically necessary services, 
including but not limited to: 


 Member file which includes demographic, enrollment and historical claim 
information  


 Nevada’s Childhood Lead Poisoning Prevention Program (CLPPP)  


 Nevada WebIZ statewide registry of immunizations  


 Nevada Department of Health Care Financing and Policy Healthy Kids Program 
reports (including CMS 415 multi-year reports) 


 Vendor supplied data and reports – pharmacy, behavioral health, vision  
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Provider Requirements and Education. We contractually require all network Primary Care 
Providers (PCPs) to provide EPSDT preventive health services to their assigned EPSDT 
eligible members and to participate in the Vaccines for Children Program. This includes 
contracted Physicians (pediatrics, family practice, general practice, internal medicine, 
and OB/GYN), Rural Health Centers (RHC), Federally Qualified Health Centers (FQHC) 
and Public Health Departments (PHD) who serve as PCPs. In addition, we contract with 
school based clinics provided by FQHCs who are allowed to provide EPSDT preventive 
health services to EPSDT eligible members.  
 
Our contracts also require providers to complete all of the required components of each 
EPSDT visit as identified in the AAP Periodicity Schedule, to include diagnosing and 
treating or referring members for diagnosis and treatment of suspected issues. We 
require and ensure that providers possess the necessary equipment to perform all 
components of each EPSDT preventive health screening, which includes but is not 
limited to:  


 Scale for Weighing Infants, Children and Adolescents  


 Length/Height measuring board or device (children under two years old)  


 Device for measuring height in the vertical position for (children who are over two 
years old)  


 Blood Pressure apparatus with infant, child and adult cuffs  


 Screening audiometer  


 Eye charts  


 Developmental and Behavioral Screening tools  


 Ophthalmoscope and Otoscope  


 Optional: Blood Lead Analyzer with Protocols/ Procedures; Supplies for vaccines 
(including refrigerator) and device for measuring Hct and Hgb  


 
Our Provider Engagement Specialists (PE Specialists) educate providers on all EPSDT 
requirements and periodicity schedules during New Provider Orientation, site visits, and 
calls. Ongoing, PE Specialists, along with our EPSDT Coordinators, and our Quality 
Improvement program staff educate and develop targeted interventions with providers to 
ensure timely and age appropriate services. We provide EPSDT information via individual 
and group trainings, in the Provider Manual, and on our Provider Portal. Our information 
includes the AAP Periodicity Schedule; and requirements to provide all components of 
visits and referrals, and ensure needed follow up care. We also educate providers on the 
need to refer a child for Early Intervention Program services if, after an EPSDT screen, a 
provider suspects developmental delay and is aware that the child is not yet receiving 
services. We send provider mailings, and provide information on EPSDT on our Provider 
Portal and through our Practice Improvement Resource Center. 


We educate and encourage providers to use every opportunity to perform EPSDT 
screenings (such as during a sports physical or sick visit) by having office staff review 
the Provider’s member roster (on our secure Provider Portal) for needed services 
whenever a member is scheduled for any type of appointment. We also educate and train 
providers on fluoride varnish application during primary care visits. To ensure 
completeness of data, we encourage providers to send us medical record evidence for 
new members that have received preventive health services from another payer prior to 
enrollment in our MCO. 


Provider Support and Interventions. We provide a range of supports and interventions to 
help providers meet EPSDT requirements. 
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Identifying EPSDT Members on the PCP Roster. We provide our contracted PCPs with 
monthly reports that identify EPSDT eligible members on their roster who are new to the 
plan and have not had an EPSDT visit by 90 days. We also identify members who have 
been with the plan longer than 90 days and are due/past due for an EPSDT visit. We 
require all PCPs to outreach to and complete EPSDT screenings and services in 
compliance with the EPSDT periodicity schedule. This includes all age appropriate 
components per the Nevada Healthy Kids Periodicity Schedule. 
 
Alerting Providers to Needed Care. We use our sophisticated data informatics and 
standard as well as ad hoc reporting solutions as our tracking system and to meet 
compliance monitoring and reporting requirements. For example, our Management 
Information System (MIS) compares claims data against the EPSDT periodicity schedule 
and member and provider data to support effective analysis and outreach. Using next-
generation predictive analytics, we are able to re-analyze data and refresh care gaps 
daily, allowing us to identify gaps in recommended care as soon as possible. 
 
Our providers are able to access a consolidated list that reflects HEDIS-related care gaps 
and all EPSDT services that should be performed during a member’s next visit on our 
secure Provider Portal. Our secure online EPSDT tracker organizes, in one table and by 
member, all needed EPSDT services. Providers are able to see “alerts” related to needed 
care, including which gap in service prompted the alert, via our EPSDT tracker within 
each member’s online Member Health Record, and within the provider’s online Member 
Roster. We also send monthly lists of members due and overdue for EPSDT to PCPs. 
 
Uploading EPSDT Data to Our Provider Portal. To improve EPSDT utilization data 
completeness and enable us to more effectively target our outreach, we enable our 
providers to upload to our Provider Portal any information they have showing 
compliance with screening visits and any EPSDT services the member received prior to 
enrollment.  
 


Facilitating Appointments. We encourage PCPs to use our web based appointment 
scheduling system. Appointment Wizard, which is integrated with our enterprise 
Management Information System (MIS), employs secure, web-based technology to allow 
any of our staff who have telephonic or face-to-face contact with members to instantly 
schedule appointments for the most convenient available time for our members. Our 
staff have access to Appointment Wizard from their desktops, laptops, or mobile devices, 
and can set up appointments instantly while on the phone or while meeting with 
members, without the need for multiple calls to/from provider offices. Our MIS securely 
updates Appointment Wizard with the latest member contact and PCP information, 
allowing us to issue appointment reminders to our members via text, secure e-mail, voice 
phone call, or hard copy letter, based on member preference. In addition, our staff can 
securely attach documentation to the member appointment in Appointment Wizard for 
specific care gaps (such as recommended EPSDT and chronic condition services). 
Appointment Wizard supports the health industry standard appointment scheduling 
interface for integration with a Provider's Electronic Medical Records (EMR) system, 
which allows such Providers to process our member appointments directly within their 
EMR. 


 


Collaborate with Provider offices to schedule a Healthy Kids Day. Healthy Kids Days are 
“events” in which our EPSDT Staff call members assigned to a provider to schedule 
appointments for past due EPSDT/preventive health visits and components such as 
immunizations and lead screenings. They schedule appointments on specific days and 
our staff are onsite on these days to assist office staff (e.g. update demographic 
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information, and review any additional gaps in care) and give members who keep 
scheduled appointments nominal incentives 


 


Partner with select high volume PCPs to distribute Dental Reminders to our members 
during visits. The Dental Reminder encourages members to schedule a FFS preventive 
dental visit beginning at age six months, reminds members that no referral is needed and 
how to access FFS dental services, and provides information about the importance of 
sealants to protect their child’s teeth from cavities 
 


Outreach and educate targeted provider offices that have a high volume of eligible 
members. Educate the office staff on billing and coding requirements for preventive 
health services and required follow up resulting from EPSDT screening, and related 
HEDIS measures, provide report cards and noncompliant lists, and conduct medical 
record reviews (MRRs) to determine chart documentation compliance. 


 


Provider Incentives. We incentivize providers to meet EPSDT requirements and 
performance targets. Our Pay for Performance (P4P) incentives include routine and 
preventive measures consistent with those required by EPSDT. When we conduct 
medical record reviews, we identify potential non-compliance with providing and 
documenting EPSDT preventive health screenings, diagnostic testing, treatment, and 
referral and conduct targeted interventions to improve participation. As part of the 
continuous quality improvement process, we engage individual practitioners and 
provider groups in the improvement process by sharing performance data and health 
outcomes for their assigned members, and by aligning Pay-for-Performance and other 
value-based arrangements for high volume primary care providers with key health 
outcomes measures. We distribute to each PCP a quarterly performance profile with 
medical, pharmacy, and utilization measures with comparison to benchmarks or peers as 
well as continuous, real-time, actionable data at the member and panel level via our 
secure Provider Portal. We use this data to develop targeted interventions to improve 
EPSDT participation rates. (See section 3.10.6.6 for further detail on our P4P Program) 
 
Monitoring and Ensuring Provider Compliance. We conduct Medical Record Review 
(MRR) Audits to assess provider compliance with documentation, including required 
EPSDT components. We place any provider who fails to meet our 80% compliance 
standard on any one component, or who is missing required equipment, on a corrective 
action plan (CAP). We will educate all non-compliant providers during the review about 
what they need to do to become compliant. In addition, we provide the tools below to 
providers:  


 Standardized developmental screening tools 


 Autism screening tools 


 Adolescent risk assessment tools (which includes drug/alcohol screening and STI 
screening), and  


 Infant blood pressure cuffs, based on identified need. 


 
EPSDT Program Evaluation. The Quality Improvement Committee oversees the EPSDT 
Program, incorporating a systematic process of ongoing assessment, barrier analysis, 
and identification of opportunities and interventions, along with an annual overall 
Program evaluation. In addition, our cross-departmental Performance Improvement Team 
meets monthly to track key performance metrics and identify/implement operational 
improvements, monitors timely access to EPSDT services and referrals that result from 
EPSDT screenings. As part of the program evaluation process, we analyze 
information/data contained in documents such as:  
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 Education and Outreach Activity Reports  


 Medical Record Review Reports including EPSDT and Vaccines for Children 
participation rates 


 Initial Screening Reports  


 CMS 416 Reports  


 Related HEDIS Measure Results.  


 


In addition, we will partner with DHCFP in evaluating the effectiveness of our EPSDT 
efforts through audits and quality reporting in compliance with the Nevada MSM, Federal 
requirements, and the requirements of this RFP. Our Quality Improvement Committee will 
monitor and analyze EPSDT and follow up data at the aggregate and detail level through 
routine monthly and quarterly trend reports and compare them to industry standards, 
national HEDIS Medicaid averages, EPSDT requirements, or DCHFP mandated 
thresholds. We will submit all required data and reports and cooperate with any DHCFP 
required audits. 


 


Further information related to services provided as part of the EPSDT Program may be 
found in our response to 3.4.12.3.L, Vaccines for Children, and 3.9.2.5 Comprehensive 
Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening 
Diagnosis and Treatment (EPSDT)/Healthy Kids.  


 


PLAN RESPONSIBILITY FOR ORAL EXAMINATION COMPONENT OF THE EPSDT 
PHYSICAL EXAM AND REFERRAL TO DENTAL PROVIDER 
Through our network providers, we will be responsible for the oral examination 
component of the EPSDT physical exam and referral to a dental provider, as per the 
dental periodicity schedule or when medically necessary. (See 3.4.4.2.N and 3.4.4.2.O for 
a detailed description of how we ensure referral and provide care coordination for dental 
and orthodontic services.) 


 


Coordination of Care  
We affirm that we are responsible for the coordination of care in order to ensure all 
medically necessary coverage is provided under EPSDT. A detailed description of our 
care coordination processes can be found in our response to requirement 3.10.20. 


 
C. EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada Check 
Up recipients) are basically one and the same and are billed using the same codes with the same 
reimbursement.  The vendors are not required to pay for any treatments outside of the Title XXI state plan 
for Nevada Check Up recipients. 
 
1. Screening services which include a comprehensive health and developmental history (including 
assessment of both physical and mental health development);  
 
2. A comprehensive, unclothed physical exam;  
 
3. Age-appropriate immunizations (according to current American Committee on Immunization Practices 
– ACIP - schedule);  
 
4. Laboratory tests (including blood lead level assessment appropriate to age and risk as directed by 
current federal requirements);  
 
5. Health education; 
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6. Vision services;  
 
7. Dental services referrals;  
 
8. Hearing services; and  
 
9. Other necessary health care, diagnostic services, treatment, and other measures described in Section 
1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental illnesses and 
conditions discovered by the screening services, whether or not such services are covered under the 
State Medicaid Plan.  


 


We acknowledge and affirm that EPSDT screens (for Nevada Medicaid members) and 
Well baby/Well child screens (for Nevada Check Up members) are basically one and the 
same and are billed using the same codes with the same reimbursement. We also 
acknowledge and affirm that we are not required to pay for any treatments outside of the 
Title XXI state plan for Nevada Check Up members. We further confirm our 
understanding of items 1-9  as part of these screens. 


 


To ensure appropriate billing and reimbursement, we will educate our providers on 
covered benefits, available FFS benefits, and correct billing codes for Medicaid and 
Nevada Check Up members. We will educate all providers to consistently use claim 
modifier codes that indicate whether an EPSDT screening identified the need for a 
referral. Our EPSDT Coordinator will review monthly reports of members whose EPSDT 
screening claims included the modifier codes to identify members for outreach, 
education, and assistance addressing barriers if needed. The EPSDT Coordinator will 
also identify members the potential care management needs and connect them when 
appropriate to Care Management for outreach and assessment.  
 
D. The vendor is not required to provide any items or services determined to be unsafe or ineffective, or 
which are considered experimental. However, as long as there are peer reviewed studies showing the 
treatment to be effective in the case, this provides the basis for approval as non-experimental. 
Appropriate limits may be placed on EPSDT services based on medical necessity.  


 


We acknowledge and affirm that we are not required to provide any items or services 
determined to be unsafe or ineffective, or which are considered experimental. However, 
as long as there are peer-reviewed studies showing the treatment to be effective in the 
case, we will consider these studies and their results as the basis for approval as non-
experimental. We acknowledge that we may place appropriate limits on EPSDT services 
based on medical necessity.  


 


We follow evidence-based utilization review criteria in determining medical necessity. In 
the event there is no existing clinical criteria related to a specific item or service, or the 
local practice pattern/state requirement does not align with the evidence-based clinical 
guidelines, our clinical leadership reviews scientific literature and develops a clinical 
policy statement that may approve innovative, investigational, and experimental items, 
treatments, or procedures.  


 


In addition to scientific literature, we may use additional resources to determine medical 
necessity including studies and guidelines published by government agencies (Centers 
for Medicare and Medicaid Services, Centers for Disease Control and Prevention, 
National Institutes of Health, Healthy People 2020, etc.); specialty associations and 
societies (such as American Pediatric Association); and input from relevant specialists 
with expertise in the service, procedure, or technology. In addition, we review 
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comparative effectiveness research (CER) data, such as Hayes Clinical Research, as well 
as UpToDate, NCCN guidelines, AHRQ searches, and CMS guidance in developing 
corporate clinical policies for specific procedures. 


 


See our response to requirement 3.4.2 for more details on our approach to utilization 
management, determination of medical necessity, and use of evidence-based criteria. 


 
E. The vendor is required to provide information and perform outreach activities to eligible enrolled 
children for EPSDT services. These efforts may be reviewed and audited by the DHCFP or its designee. 
Refer to the MSM, federal documents cited in this Section, and Information Requirements of this RFP. 


 


PROVIDING INFORMATION AND PERFORMING OUTREACH ACTIVITIES 
We provide information and perform outreach to eligible enrolled children and their 
caregivers through our EPSDT Program. This includes continuously providing all EPSDT 
eligible members with information to assist with understanding the importance and 
availability of age-appropriate, comprehensive EPSDT preventive health services, 
including recommended immunizations, diagnostic testing, and treatment, in accordance 
with the Nevada MSM and all other Federal documents references in this Section, as well 
as Information Requirements of this RFP.  


 
Informing Members about EPSDT Benefits and How To Access Them 
New Member Orientation. Outreach to newly enrolled members includes urging them to 
contact their primary care provider through auto-dialer calls, the member handbook, 
random welcome calls, alerts and identified care gaps posted to the secure member 
portal, and through face-to face interactions such as at health fairs and provider office 
visits. In Nevada, we will consider face-to-face group orientation in partnership with our 
high volume providers and community organizations.  
 
Member Handbook. Through our member handbook, we provide information about 
EPSDT preventive health services to all EPSDT eligible members, including:  


 The importance of preventive medical care and scheduling and keeping visits in 
accordance with the Nevada Healthy Kids Periodicity Schedule  


 The importance of preventive dental care and how to access FFS dental services 
in accordance with the periodicity schedule  


 How and where to access services, including necessary transportation and 
scheduling services 


 A statement that services are provided without cost. 


 
Member Portal and Mobile Applications. We provide information on EPSDT services and 
how to access them on our Member Portal and via our member mobile application for 
iPhone and Android devices. 
 
EPSDT Coordinator Outreach. Our EPSDT Coordinators communicate with members in 
English, Spanish and all other prevalent non-English languages and alternative formats. 
Our policies and procedures (P&Ps) specify the processes through which the staff uses 
mailings, telephone outreach, and face-to-face interaction to outreach and inform eligible 
members about EPSDT services.  
 
Community Outreach. We use community outreach events and other point-of-service 
opportunities to educate members. For example, we will use community health workers 
to provide EPSDT information at community events, such as health fairs and back-to-
school events. We offer community-based events for pregnant and new mothers during 
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which we educate them on a variety of topics, including the importance of EPSDT 
services.  
 
Leveraging Every Member Contact. We integrate EPSDT education into all member 
contacts, capitalizing on every opportunity to ensure members are aware of and access 
services. Our Member Services Representatives (MSRs) and nurse advice line staff, Care 
Managers, and community health workers routinely educate members on the benefits of 
preventive health care; the services available under the EPSDT Program, and where and 
how to obtain those services; and that assistance with scheduling appointments and 
transportation are available upon request. We remind members about EPSDT services, 
including how to access FFS dental services, during every contact, and offer needed 
assistance in accessing them.  
 
Member Incentives. We educate members through the mechanisms described above 
about our Member Incentive Program. The program enables members to earn dollars on 
prepaid debit cards for receiving needed services, including EPSDT services.  
 
Reminding Members of ESPDT Services Due or Overdue 
We provide a variety of reminders and outreach to ensure members are aware of 
upcoming EPSDT services, including dental services, and to support them in scheduling 
and keeping appointments. Examples of specific outreach activities include: 
Outreach to Pregnant Members. Our perinatal management program staff contact 
pregnant members and new moms to encourage them to choose a pediatrician and make 
their baby’s first appointment. We believe that these first appointments will start their 
babies on the right track to receiving timely EPSDT screenings and immunizations. 
 
Birthday Cards. We contact members with annual birthday reminders 45 days prior to the 
child’s birth month, and send mailings to members we cannot reach by phone, or who 
are past due for services.  
 
Member Portal and Mobile App. Members can access alerts via our secure Member Portal 
or our mobile app (iPhone and Android devices) and members over 18 may opt for 
receiving email notifications of identified gaps. 
 
Targeted Outreach. Our EPSDT Coordinator and CM staff outreach by phone to members 
who are due or past due for EPSDT services. Our community health workers discuss 
EPSDT services with members in-person at provider and other community locations. 
 
Support To Ensure Members Access Needed EPSDT Services 
Assistance with Scheduling Appointments. During every conversation with a member 
about EPSDT, our staff offer to schedule the appointment. If the provider is enrolled in 
our online scheduling platform, we can use Appointment Wizard to facilitate scheduling 
appointments in real time, as described above in our response to 3.4.4.3.B.  
 
Assistance Addressing Barriers. Our staff also take every opportunity to identify and 
offer assistance to address any barriers to the member keeping an appointment. For 
example, we assist with arranging transportation such as by contacting the NET vendor 
with the member. We also help the member’s parent identify child care for other children, 
if needed (although if the other children are enrolled with us, we determine if that child is 
also due or overdue for EPSDT services and if so, attempt to schedule the children’s 
appointments at the same time if convenient for the parent). 
 
Community Partnerships to Support ESPDT Access. We will partner with providers, 
including Federally Qualified Health Centers (FQHCs) and Rural Health Clinics, our BH 
management organization, FFS Medicaid, community organizations and school based 
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health programs to locate and outreach to children and their guardians to ensure access 
to EPSDT and other medically necessary services and to collect data related to services 
conducted outside of our health plan. Examples include: 


 We are developing a partnership with Southern Nevada Health District that will 
include targeting gaps in recommended care, with an emphasis on immunizations. 


 We will partner with community organizations who traditionally serve the 
homeless as well as providers such as such as HELP in Clark County to help 
resolve barriers to these members accessing EPSDT and other needed services. 


 We are working with Baby’s Bounty in Las Vegas on partnership strategies, 
including having the organization provide education to our members that they 
serve about prenatal and other services (such as newborn EPSDT services) 
through our perinatal management program.  


 


Reminders and Follow-Up for Non-Compliant Members 
We train all of our member-facing staff on how to engage non-compliant members and 
identify and address language, cultural, or other barriers to obtaining needed services. 
Our CRM prompts any member-facing staff to engage the member during any call or in-
person contact, so they can remind the member of services due offer to assist them with 
obtaining services. Our EPSDT Coordinator conducts phone outreach to non-compliant 
members. If we cannot reach a member after three phone attempts, we send a letter 
requesting that he/she contact us, and may implement automated reminder calls to 
attempt to reach them. We also will use community health workers to make in-person 
visits to a member’s home when we cannot reach a non-compliant member. When we 
successfully reach them by phone, our staff attempts to schedule an appointment by 
conducting a three-way call with the member and the provider’s office on the line 
together.  
 
Assisting Members With Referrals and Follow-Up Service Needs 
Identifying Members Who Require Referral and Follow-Up Services. We educate all 
providers to consistently use claim modifier codes that indicate whether an EPSDT 
screening identified the need for a referral. Our EPSDT Coordinator reviews monthly 
reports (of members whose EPSDT screening claims included the modifier codes) to 
identify members for outreach, education, and referral to Care Management, when 
appropriate. For children with special needs, the member’s CM will track and coordinate 
all referrals and follow-up services resulting from EPSDT-related screens. Care 
Management staff monitor these members to identify new diagnoses that require a care 
plan revision, such as disease management services, or connection to the BH MCO for 
needed BH services.  
 
Coordinating Referrals and Ensuring Follow up Services Occur. When we identify the 
need for a referral, an EPSDT Coordinator or CM contacts the member’s parent/guardian 
by phone to determine whether the services were received. If not, they educate them on 
the importance of obtaining the needed follow up services and offer help with scheduling 
the visit and arranging transportation. If we are unable to reach the parent/guardian, one 
of our community health workers may conduct a home visit to provide the needed 
education. We send quarterly information to members referred for specialist evaluation 
or treatment encouraging them to make and keep all EPSDT dental, medical screening, 
and follow up appointments. We also provide care gap alerts on our Member and 
Provider Portals to inform the member and PCP if there has been a referral for follow up 
services without a related (specialist) claim within 90 days of the referral.  
 
Assessing Parent Engagement in/Understanding of the Importance of EPSDT  
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In addition to analyzing EPSDT utilization rates, we assess parent engagement and 
understanding with each contact. The EPSDT Coordinator or CM uses the patient-
centered “teach-back” method, through which the parent/guardian explains the 
information they just received to confirm understanding. Staff documents the 
assessment in the member’s record along with any barriers the parent/guardian notes 
during the conversation. Barriers are resolved whenever possible, and tracked and 
trended in order to identify opportunities for improving access.  
 
Innovative Member Engagement Strategies 
We will determine the feasibility of implementing the following innovative member 
engagement strategies in Nevada to improve timely access to recommended EPSDT 
services. 
 
EPSDT Surveillance Program. Through this program, our EPSDT Surveillance team 
works with the EPSDT Coordinator to identify members who meet the criteria below and 
conduct outreach to improve access to EPSDT services. The team places calls to the 
parents/guardians of:  


 Members between 9-14 months old to encourage them to complete all preventive 
health visits 


 Members turning two years old missing immunizations and/or blood lead 
screening tests to remind them of the needed services 


 Members between 11-13 years old to remind them to complete all adolescent 
immunizations.  


 
The team can provide immediate assistance while on the phone with the member’s 
parent/guardian to schedule the appointment and address barriers such as arranging 
transportation. 
 
Perinatal EPSDT Outreach Program. Through this program, a nurse outreaches to new 
mothers within four weeks of delivery to discuss the importance of well child visits and 
timely immunizations. Outreach is designed to establish a trusting and supportive 
relationship with the mother. Program nurses outreach to the mother at least two weeks 
prior to the child’s next recommended visit to encourage ongoing preventive care. Prior 
to each interaction, we send the mother an information packet (typically one page per 
topic) addressing a variety of topics pertinent to the child’s age and expected 
development. The nurse reviews the information with the mother to assess her 
knowledge level, answer questions and support her ability to meet her child’s evolving 
needs. During each interaction, the nurse remains alert to potential issues and stressors, 
which may indicate red flags requiring intervention. The mother is encouraged to contact 
her nurse or her child’s doctor with any questions and concerns between contacts. Our 
nurse remains in contact throughout the child’s first fifteen months of life.  


 
3.4.4.4 Additional Preventive Services 
 
A. Tobacco Cessation Treatment  


 


Our Tobacco Cessation Treatment Program, described below, will address all types of 
tobacco and tobacco-related products, including e-cigarettes. We will use evidence-
based approaches for promoting behavior change and cessation of tobacco use  


 
B. Screening for tobacco use at every PCP visit; and 
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We will require and educate providers to screen all members for tobacco and related 
product use at every PCP visit using the best practice “5 A’s” (Ask, Advise, Assess, 
Assist, and Arrange) Intervention developed by the US Public Health Service. This 
includes offering specific cessation recommendations. We will educate our pediatric 
providers to screen for secondhand smoke exposure, and our OBGYN providers to 
counsel pregnant members on the risks of tobacco and related product use during 
pregnancy and of secondhand smoke exposure on children. Our Notice of Pregnancy 
form, which we require our providers to submit whenever they identify a pregnant 
member, requests information on tobacco use as an element of risk assessment and 
stratification for outreach and education. 


 
C. For those who currently use tobacco products, provide at least two quit attempts per year of which 
each attempt includes at a minimum:  
 
1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on Tobacco 
Dependence Treatment. These visits are in addition to any mental health coverage limits: 
 
a. Intensive tobacco cessation counseling services through a telephone quit-line vendor approved by the 
DPBH. 
 
b. Individual tobacco cessation counseling / coaching. 
 
c. Group tobacco cessation counseling / coaching.  
 
2. FDA approved cessation medications: 
 
a. All FDA approved tobacco cessation medications, both prescription and over-the counter medications. 
Treatment regimen should cover a minimum of 90 days.  
 
b. Combination therapy – the use of a combination of medications, including but not limited to the 
following combinations – should be allowed: 
 
• Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy (gum or nasal spray). 
 
• Nicotine patch and inhaler. 
 
• Nicotine patch and bupropion SR. 


 


Our Tobacco Cessation Treatment Program will offer a comprehensive approach to 
tobacco cessation that includes identification, outreach, education, and treatment. The 
program will include regular screening using the “5 A’s” Intervention for all members, as 
well as specific recommendations for pregnant smokers and families with young 
children. We will offer brief tobacco treatment, telephone counseling, and FDA approved 
tobacco cessation items and medications. We will offer at least two quit attempts per 
year, each of which will include at a minimum the counseling and cessation medications 
required by 3.4.4.4.C. For high risk members, we will provide counseling through the 
assigned Care Manager, with input from a tobacco cessation Health Coach. For lower-
risk members, a Health Coach will provide the counseling. We will coordinate with the 
member’s PCP and other treating providers to ensure access to and monitor adherence 
to needed cessation medications. 


 
3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment. 
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We will not place “stepped-therapy’ requirements on tobacco cessation treatment. Our 
approach is to ‘meet the member where they are’ and help to find the most effective and 
clinically appropriate cessation treatment for the individual member’s needs.  


 
4. Vendor must not place prior authorization requirements on tobacco cessation treatment or limit the 
type, duration or frequency of tobacco cessation treatments included in this section. 


 


We will not place prior authorization requirements on tobacco cessation treatment and 
will not limit the type, duration, or frequency of tobacco cessation treatments included in 
this RFP. The impact of tobacco use on health is significant, and our goal is to support 
our members in their efforts towards tobacco cessation. We understand that 
successfully supporting a member to quit requires a flexible approach to treatment 
options and ongoing support, as well as the removal of any barriers to treatment 
including prior authorizations and stepped therapy.  


 
5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures as 
necessary to ensure that recipients are given complete information about the coverage of tobacco 
cessation items and services. 


 


We will collaborate with our award winning disease management vendor, our approved 
quit line, our pharmacy benefit management organization, and DPBH to ensure that all 
policies, evidences of coverage, Member Handbooks, formularies and/or drug brochures, 
and other member and provider education materials (both written and online) are 
developed/amended as necessary to ensure members receive complete and accurate 
information about the coverage of tobacco cessation items and services.  


 
6. Vendor will partner with the DPBH to, at a minimum: 
 
a. Promote the full Tobacco Cessation Benefit to recipients. 
 
• Gain input from the DHCFP on promotional materials provided to recipients. Provide reports to DHCFP 
on promotional activities at least biannually. 
 
b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-NOW) back to 
the Medicaid MCO run quitline. 
 
c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) data, via the 
selected telephone quit-line approved vendor, to the DPBH, per data sharing agreement, at least 
biannually. 
 
d. The approved MCO quitline vendor must be a member of NAQC.  


 


PARTNERING WITH DPBH TO PROMOTE THE FULL TOBACCO CESSATION 
BENEFIT 
We will partner with DPBH to promote the full tobacco cessation program, including 
gaining input from DHCFP on promotional materials provided to our members. We will 
provide DHCFP with reports on promotional activities at least biannually and seek to 
participate and/or partner in state sponsored promotional activities.  


 


We will provide tobacco cessation benefit information in the Member Handbook, on the 
Member Portal, and directly to members through health coaching, community events, 
health fairs, pregnant member outreach events, and home visits conducted by 
community health workers and Care Management staff. We will gain input from DHCFP 
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on promotional materials provided to our members. Where available and appropriate, we 
may adopt evidence based health educational materials developed by the State or 
through nationally recognized organizations such as the American Lung Association and 
the Centers for Disease Control and Prevention.  


 


Member Screening, Outreach, and Education. We will use our health informatics platform 
and sophisticated data analytics capabilities to identify members who report tobacco use 
on their Health Risk Assessment, have a tobacco related provider claim, a disease that is 
tobacco sensitive (i.e. asthma or diabetes), have tobacco use documented in their 
member record during a contact with care management or member services, or are 
identified as being pregnant. We will outreach to these members to promote the full 
tobacco cessation program via mail and phone. We will also offer community-based 
education sessions that include: an “Are You Ready To Quit?” assessment, overview of 
smoking cessation tools (counseling, coaching, prescription and over the counter 
medications), member benefits, and available resources. We will include a “smoke free 
pregnancy” module in our perinatal management program. In addition, our condition-
specific disease management programs address the risk of tobacco use as a component 
of health and wellness. 


 


Member Tools and Incentives for Tobacco Cessation. Our member portal will promote 
our quit line, our 24/7 nurse advice line, and a wide range of self-management tools. Our 
mobile app provides interactive health and wellness resources, such as personal health 
challenges, fitness and nutrition tracking, and smoking cessation tools to keep members 
engaged and help them set, and achieve, tobacco cessation goals. Our Member Incentive 
program rewards members for completing care for chronic conditions and lifestyle 
programs, such as tobacco cessation and weight management, a secondary issue often 
associated with tobacco cessation.  


 


Person-Centered Support. We will support member engagement in and direction of their 
own care. Our Care Managers and Health Coaches help members to develop goals for 
maintaining health, such as helping a member with diabetes or heart disease to develop 
a personal tobacco cessation plan as part of their overall health and lifestyle care 
planning. We will offer targeted tobacco prevention and cessation strategies for pregnant 
women, members with coexisting physical and behavioral health conditions, and teens at 
risk of using tobacco and related items and products.  


 
Preparing Our Staff to Offer Education and Promote Tobacco Cessation at Every 
Opportunity. We will provide staff training to ensure that we can appropriately educate 
our members and coach them at every opportunity. Care Management staff will receive 
training to obtain smoking cessation counseling certification through the American Lung 
Association’s Freedom From Smoking® program. We also will provide training on the 
U.S. Public Health Services Clinical Practice Guideline on Tobacco Dependence 
Treatment. We will conduct periodic in-services on tobacco cessation for all staff with 
direct member contact to adequately prepare them to educate members on the latest 
resources and full tobacco cessation benefits, as well as provide coaching and support 
at every member contact.  
 
Educating Our Providers to Screen at Every Visit. We will educate our network providers 
on the need to screen members for use of tobacco and tobacco related products at every 
PCP visit. Our Provider Engagement Specialists will educate providers on the full 
tobacco cessation program, including covered benefits and our plan-run quit line, and 
distribute tobacco cessation toolkits to providers during initial Provider Orientation and 
during ongoing educational visits and training sessions. Our providers can give the 
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toolkits (which include educational information on quit smoking techniques, information 
on our Quit Line and available benefits, including counseling, coaching, and tobacco 
cessation items and medications) to members. We will educate our network OB/GYNs on 
the quit support we provide for pregnant smokers and how to refer a member for tobacco 
cessation services and support.  


 


PARTNERING WITH DPBH IN DEVELOPING PROCESSES FOR TRIAGING 
MEMBERS FROM STATE QUIT LINE TO OUR MCO QUIT LINE 
We will partner with DPBH to develop strategies for triaging members who call the state 
run quit line (1-800-QUIT-NOW) back to the our health plan run tobacco cessation 
program. We will do this through collaborative call center workflows and data sharing 
agreements. We will also actively promote our tobacco cessation program to our 
members and providers (through the methods described above) in an effort to minimize 
the need for transitions by having the member call the plan-run quit line first.  
 
Reporting Aggregate NAQC Minimal Data Set (MDS) Data 
Our information system is able to support aggregate reporting such as NAQC MDS data. 
We will work with our tobacco cessation vendor to determine how we can support DPBH 
goals for tobacco cessation reporting. 
 
Quit Line Membership in NAQC 
Our tobacco cessation vendor uses evidence-based best practices similar to those 
promoted through NAQC. We are working with our vendor to determine additional or 
different procedures that would be required for NAQC membership.  


 


3.4.5 Health Promotion and Education Programs 
3.4.5.1 The vendor shall identify relevant community issues and health promotion and education needs of 
its recipients, and implement plans that are culturally appropriate to meet those identified needs and 
issues relevant to each of the target population groups of recipients served. The vendor shall use 
community-based needs assessments and other relevant information available from State and local 
governmental agencies and community groups. Health promotion and education activities shall be 
evidence-based, whenever possible, and made available in formats and presented in ways that meet the 
needs of all recipient groups. The vendors shall comply with all applicable State and federal statues, 
regulations and protocols on health wellness programs. The vendor shall submit a written description of 
all planned health promotion and education activities and targeted implementation dates to Nevada 
Division of Public and Behavioral Health, Chronic Disease Prevention and Health Promotion for approval, 
prior to implementation, including culturally and linguistically appropriate materials and materials 
developed to accommodate each of the enrolled target populations. Health promotion topics shall include, 
but are not limited to, the following:  
 
A. Early intervention and risk reduction strategies to avoid complications of disability and chronic illness to 
include the following preventative cancer screenings:  
1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer; 
2. Mammography and Clinical Breast Exams for Breast Cancer; 
3. Low Dose CT Screening for Lung Cancer; and 
4. Pap Testing for Cervical Cancer. 
 
The vendor is encouraged to offer additional preventive or cost-effective services to enrolled recipients if 
the services do not increase the cost to the State. 


 


IDENTIFYING COMMUNITY ISSUES AND OPPORTUNITIES FOR HEALTH 
PROMOTION 
We will identify, assess and address community health issues in a culturally appropriate 
manner using integrated data from multiple sources, including community-based needs 
assessments and other relevant information available from State and local and 
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community entities. For example, we will ensure comprehensive evidence-based 
education to promote cancer prevention and screenings (as per 3.4.5.1), and other health 
issues specifically required in this RFP (eg; CM/DM programs) and those targeted for 
statewide DCHFP Performance Improvement Projects. In addition, we will implement 
targeted community based programs in partnership with the leadership organizations 
that developed the CHNAs. For example, we will support the Washoe County Health 
District and its partners in implementing strategies in the 2016-2018 Community Health 
Improvement Plan by recruiting in the 89502 zip code (their target area) to potentially hire 
a Community Health Worker to help community members navigate the health care 
system (an identified need). Similarly, we are working with Clark County leadership 
organizations, such as the Southern Nevada Health District, to collaborate in addressing 
prevalent issues, including the incidence and disparate impact of chronic disease, 
particularly in the 89106 and 89101 zip code areas, which are predominantly 
Hispanic/Latino and Black/African American.  


 


Our data integration and informatics platform allows report actionable information based 
on statistically valid clinical and financial analysis of Encounter Data, demographic 
information, HEDIS, CAHPS, Performance Measures, and other health determinants data 
that allows us to identify prevalent health conditions, barriers to care and racial/ethnic 
disparities at the individual member and community level; thus providing an evidence 
base to inform our cultural competency planning, staffing, network development, CM and 
DM initiatives and broader community and member engagement strategies.  


To further help us design effective health promotion and educational interventions at the 
community level, our field and call center staff who interact with members, providers and 
local residents continually verify and/or augment information and provide additional 
insight about barriers members and/or their communities face in achieving optimal 
health outcomes.  


DEVELOPING NEEDS-BASED HEALTH PROMOTION AND EDUCATION 


Based on our community assessments and data analysis of our membership’s 
wellness education needs, we will develop and maintain a comprehensive, goal-
oriented, member-centered Health and Wellness Education Program.  


 


We will promote prevention and early intervention of the most prevalent and persistent 
health issues our members face and align our member education activities with our QI 
priorities. For example, we know that the most challenging chronic disease issues 
members face in both Clark and Washoe Counties include cancer, chronic lower 
respiratory disease (CLRD), diabetes, heart disease, hypertension and stroke. In addition, 
high incidence of infectious diseases, such as HIV/AIDS and Hepatitis C, persist in some 
communities, as do behavioral health (BH) issues. We focus education on these issues, 
as well as related risk and mitigation factors (eg; obesity, smoking cessation, etc.).  


 


We also address health disparities and gaps in care through our targeted outreach 
activities. For example, we know that maternal and child wellness issues are particularly 
prevalent among some member groups, and access to preventive and EPSDT services 
compliance for particular age groups are below recommended standards.  


 


Feedback from member-facing staff and our advisory committees, partners and 
providers also drives targeted education. For example, our affiliated health plans 
developed anti-bullying education as part of our school-based outreach to address 
concerns of community members in a particular elementary school, and partnered with a 
CHC to educate a group of members facing housing insecurity about how we could help 
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them access health and social services, in partnership with the CHC, and coordinate 
those services.  


 
Health promotion and education activities shall be evidence-based, whenever possible, and made 
available in formats and presented in ways that meet the needs of all recipient groups. The vendors shall 
comply with all applicable State and federal statues, regulations and protocols on health wellness 
programs. The vendor shall submit a written description of all planned health promotion and education 
activities and targeted implementation dates to Nevada Division of Public and Behavioral Health, Chronic 
Disease Prevention and Health Promotion for approval, prior to implementation, including culturally and 
linguistically appropriate materials and materials developed to accommodate each of the enrolled target 
populations. 


 


ENGAGEMENT STRATEGIES AND MATERIALS FOR ALL MEMBERS 
We continually engage members, providers, and community organizations as partners in 
motivating members and their communities to adopt healthy behaviors and access care 
at the right time and in the right place to support optimal health outcomes. Using 
culturally relevant, evidenced-based outreach that focuses on direct member interaction, 
we help ensure that members access comprehensive prevention and intervention 
services that adhere to clinical practice guidelines.  


 


Throughout this narrative, we have underlined evidence-based health promotion and 
education activities. In addition, the final section describes evidence-based strategies 
supported by the Community Preventive Services Task Force; a nationally recognized, 
independent panel of public health and prevention experts, and how we employ those 
strategies to address specific health issues prevalent in Nevada. 


 


We will comply with all applicable State and federal statues, regulations and protocols on 
health and wellness programs and submit our Member Education and Outreach Plan and 
materials to the Division of Public and Behavioral Health, Chronic Disease Prevention 
and Health Promotion for approval prior to implementation.  


 


MATERIALS, MODES AND FORMATS TO SUPPORT VARIED EDUCATIONAL AND 
COMMUNICATION NEEDS 
We use a variety of materials to reinforce wellness and disease prevention messages in 
members’ preferred languages and formats to meet the needs of people with disabilities, 
low literacy, LEP (described fully in Section 3.6.1 and 3.4.2.15.C) and specific cultural 
norms. We also vary our outreach modes to engage members based on their unique 
learning needs. For example, we educate members via written, telephonic, online/web-
based, and face-to-face communication. Additionally, we provide education via texting 
programs, podcasts and social media, and our 24/7 Nurse Advice Line allows all 
members to speak with a clinician about their health concerns or to ask questions about 
treatment or any health issue.  


 


Evidence supports the use of smart phone-based outreach to connect with members—
most of whom use their cell phones for texting, access to the internet and email (Pew 
Study, 2013). As such, our Member Mobile Application (app) is a comprehensive and 
integrated mobile “one stop shop” that will contain a virtual ID card, health plan contact 
information, a summary of member benefits, provider location functionality, appointment 
scheduling, health alert notifications and healthy behavior rewards management.  


 


For members with internet based video and audio access, our MSRs and any member-
facing staff such as Care Managers also may communicate with and read materials to 
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our members via state of the art internet video software with professional language 
interpreters, including those using American Sign Language. This service will enable the 
member, our staff, and the professional interpreter to view facial expression and body 
language to improve critical communications. This service is secure and encrypted, 
complies with state, federal and HIPAA regulations, and will be free to members who 
have a web-enabled tablet, smart phone or computer, with video and audio capability.  


 


GENERAL OUTREACH STRATEGIES TO PROMOTE WELLNESS 
The first step in promoting wellness is ensuring that members understand the services 
available to them, how to access them, and how we can support them. During our new 
member orientation call, and within our Welcome Packet literature, we emphasize the 
importance of health screenings and preventive services. We verify that each member 
has a PCP that meets their needs and preferences and help members complete an initial 
Health Risk Screening that will help us tailor services and support to meet their health 
needs, as well as verify demographic information that allows us to stratify data to 
implement targeted health education strategies.  


 


We continue to promote health and wellness throughout the member’s enrollment in our 
health plan via materials and outreach tailored generally for broad outreach. For 
example, our quarterly member newsletter will feature topics such as strategies for 
managing various chronic diseases, and targeted mailings will focus on topics such as 
the importance of colon cancer screening, yearly physicals, etc. We will also provide 
regular phone calls via our automated messaging system to remind members about 
wellness appointments and provide wellness messages as part of a comprehensive 
outreach campaign. Available to members and the general public, our Online Health 
Library (Health Library) features a searchable Krames Health Sheet database with more 
than 4000 topics explained in clear, simple language with pictures to help members with 
various levels of literacy understand important health information. Krames is URAC-
accredited and uses a peer-review process and evidence-based clinical practice 
guidelines to develop their award-winning materials. 


 


TAILORING AND TARGETING HEALTH PROMOTION AND EDUCATION  
From the moment members enroll, we will identify and monitor those in need of 
prevention and intervention services, also identifying their PCPs or specialty providers 
(eg, OB/GYN), barriers to compliance, behavioral health (BH) needs, and much more. 
This empowers our staff to work as a team to target outreach to individual members who 
need more support to modify behaviors and comply with wellness care requirements; 
and to assist them with arranging transportation, making appointments, arranging 
interpreter services, etc. In addition, we can use predictive modeling to target broader 
initiatives, such as educational and screening events, to those members and 
communities most at risk for missing important screenings, and/or for a particular he 


alth issue, while also tailoring outreach based on demographic and cultural information.  


 


SPECIALIZED STAFF TO PROMOTE INDIVIDUAL AND COMMUNITY WELLNESS 
Our integrated CM/DM team (ICT) provides targeted outreach and education for members 
participating in our complex care management or specialized CM programs, as fully 
described in Section 3.10.20.2.H. Our programs target those members at greatest risk for 
escalating health problems or who face more barriers to accessing care appropriately. 
However, the ICT, which includes clinical and non-clinical staff, also ensures coordinated 
outreach and assistance to all members to promote and support healthy behavior.  
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Our ICT staff receive thorough training in cultural competency and customer service, as 
well as training specific to their job functions. In addition, our member-facing staff 
completes initial and annual refresher training on motivational interviewing to better 
engage patients to improve their knowledge, skills and confidence to adopt healthier 
behaviors. The following table highlights different motivational stages of members for 
adopting behavior change, as well as our ICT’s role in motivating members and the 
support/resources we can provide to support members at every stage. 


 


We understand that we cannot effectively improve health and wellness behaviors without 
addressing the social determinants that significantly dictate the health status of 
members and their broader communities. Our Community Health Workers (CHWs), hired 
from the communities we serve, are uniquely qualified to impact social determinants of 
health and build community capacity.  


USING COMMUNITY HEALTH WORKERS TO PROMOTE WELLNESS 
CHWs have been a vital part of the health care system for decades. Based on the robust 
evidence of their efficacy in engaging members and influencing wellness behaviors, we 
enhanced their role in our Integrated CM team to employ them as “extensions” of our 
Care Managers and DM Coaches. We have met and will work with Community Health 
Workers of Nevada (CHWN), and community organizations in Washoe and Clark Counties 
to recruit staff for our CHW Program.  


 


In addition to contracting with and hiring certified CHWs, we will seek to hire qualified 
candidates from within our Medicaid membership in each county to train them to be 
CHWs. To the extent possible, we will hire from specific communities that are particularly 
at risk for poor health outcomes. With this recruitment and training approach, we not 
only ensure culturally competent member engagement, but also directly improve the 
lives of our members and impact the determinants of health by offering steady 
employment and opportunities for DPBH-recognized certification or other career 
development to support upward mobility.  


 


SPECIALIZED COMMUNITY HEALTH WORKERS AND BEHAVIORAL HEALTH 
PEER SUPPORT 


Specialized CHWs will play a vital role within the ICT helping to support members at risk 
for or facing particular health issues. For example, qualified CHWs can provide HIV 
education, also referring members for Care Management and offering ongoing support 


Motivational Stage ICT Role Support and Resources 


 Unaware of Unhealthy 
Behavior/Health Issue 


 Unengaged 


 Engage members 
 Provide information  
 Help members analyze/understand risks 


 Integrated analysis of member 
demographics, utilization and 
access patterns, etc., to tailor 
initial and ongoing outreach 


 CHW “on the ground” support 
for individual and community 
awareness outreach 


 Chronic Care Management 
programs and Specialized IC 
Teams and services 


 Network of local providers as 
partners in influencing 
behavior 


 Network of local and 
community resources  


 Culturally relevant, engaging 
outreach and educational 
tools and materials 


 Deciding to Change 
or Not to Change  


 Preparing 


 Discuss pros and cons of change 
 Develop with member a plan of action 


with established, achievable goals  
 Identify and address barriers to following 


plan 


Taking Action  
 Provide support and encouragement 
 Continue to analyze and address barriers 


Maintaining Change 
 Monitor adherence to plan 
 Provide ongoing support 


Relapse 


 Evaluate cause with member 
 Review benefits of behavior  
 Motivate based on previous success and 


demonstrated ability to achieve goals  
 Provide support 
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for living well with HIV. CHWs also link members to services, and support other 
specialized staff, such as our Housing Liaison, to help members address other social 
service needs.  


For members facing behavioral health (BH) issues, we will offer specialized peer support. 
We will partner with our CMHCs to increase peer support services, which include, but are 
not limited to member drop-in centers (for in-the-moment peer to peer support) and 
telephonic support (telephonic warm-lines to connect with members state-wide). We will 
partner with the Foundation for Recovery (FFR), one of only two Recovery Community 
Organizations in Nevada that offers a Peer Recovery Coach Training and certification 
program, subsidizing their training program to expand the network of Peer Recovery 
Specialists. This will enable us to increase personalized support for members by linking 
them to individuals in recovery who have similar BH issues and experience. Because 
peers can relate to members in ways that others cannot, they can help address cultural, 
social and emotional barriers to recovery that members face.  


 


PARTNERING WITH COMMUNITY BASED ORGANIZATIONS TO PROMOTE 
WELLNESS  
Our CM and Member Services staff will work together—often with our providers and 
community organizations—to provide member education and support at every 
opportunity. Our CHWs make home visits to high-risk members we cannot reach by 
phone and assist with member outreach, coordinate social services and participate in 
and facilitate community events such health fairs and back-to-school events. In addition, 
our CM staff continuously works to identify new opportunities for collaboration to help 
educate and support our members. The network of collaboration they create fosters local 
support and trust, enabling us to more effectively provides health education to our 
members and their communities. Examples of collaborative initiatives follow. 


 


PERINATAL, INFANT AND CHILD WELLNESS EDUCATION 
In support of improving health outcomes among mothers and babies, we will provide 
birthing and parenting classes for members who are first time mothers through our First 
Time Mothers program. With approval from and in collaboration with DHCFP, we will 
establish a fee schedule rate to reimburse providers such as hospitals, federally qualified 
health clinics and public health departments for these services through standard CPT 
codes. Additionally, we will partner with and provide grant funding to community 
parenting agencies to increase access to evidence-based education and parenting 
classes. Eligible members will receive free transportation to birthing and parenting 
classes in conjunction with care management activities. Care Managers/CHWs will assist 
members to enroll in classes nearby.  


 


The New Mothers Program, which is part of our comprehensive perinatal and infant 
wellness program, also features a breastfeeding texting program and a New Mothers 
Mobile App that is the only mobile health app focused exclusively on providing new 
parents with unlimited 24/7 video access to a network of experts (lactation consultants, 
pediatric nutritionists, etc.) for breastfeeding support. We provide augmented 
breastfeeding support through our NICU/Special Care Nursery program, teaching 
mothers of infants in intensive care units how to pump, store and transport breast milk; 
also providing a high-quality electric pump and coordination and support to deliver the 
breast milk to the NICU or Special Care Nursery. We are working on a value-based 
payment initiative with Dignity Health, at their request, to accomplish this goal. 
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We also educate pregnant members via our Community Baby Showers, held regularly in 
each zone at partner organization sites. We provide education and support materials 
about prenatal and postpartum care for the expecting mothers and their newborn. At 
events at provider sites, CHWs will try enroll members in in our pregnancy support 
program. Partners may be on site to offer other services. For example, affiliate plans 
have partnered with oral health practitioners to provide dental screenings, and with 
Walgreens to provide flu shots to participants. We will partner with and provide financial 
support to Baby’s Bounty, an organization that provides baby clothing and gear for 
infants born into poverty, homelessness, families in recovery, etc. We will co-host Baby 
Showers and other Member and Community outreach events with Baby’s Bounty.  


 


SCHOOL-BASED INITIATIVES 
CHWs implement and participate in school-based wellness education programs, 
partnering with School Based Health Centers (SBHCs) and individual schools to provide 
services, health education and assistance in accessing a comprehensive range of social 
services to address the determinants of health. For example, they will implement our 
Adopt-a-School Program in partnerships with schools and community organizations in 
Washoe and Clark County.  


 


The Adopt-A-School Program has reached thousands of students through our affiliate 
health plans, with over 200 events hosted nationwide last year, providing literacy and 
reading programs, and self-care and self-esteem education. The Program also includes: 


 Exercise Toolkit for Children - Includes items kids would use to move such as 
bouncing balls to chase, jump ropes, etc.  


 Nutritional Consults  


 School Health Kits - Kit of supplies for the school nurse. The kit will include but is 
not limited to Band-Aids, latex free gloves, glucose tablets, tongue depressors, 
gauze pads, Bactine and alcohol prep pads. 


 


In addition to the general Adopt-A-School events, we will create a funding application 
process for schools to expand or continue physical education programs or to start 
school garden programs. Awardees will receive funding to purchase physical education 
equipment, or establish/rehabilitate a school garden. For the garden program, we will 
identify local universities or community organizations with existing community gardens 
as potential partners to help students engage in hands-on exploration of soil-to-table 
food production and nutrition, emphasizing healthy lifestyle choices. The “adopted” 
school will commit to incorporating healthy foods from the garden into the lunch menu 
and provide volunteers to maintain the garden throughout the year. 


 


We know that food insecurity impacts about 15% of all residents in both Washoe and 
Clark Counties. We will partner with organizations such as the Food Bank of Northern 
Nevada and Three Square Food Bank to address this issue. We are sponsoring a project 
with Three Square to address food insecurity in East Las Vegas, targeting areas where 
food insecurity affects more than 15% of the population. Both food banks work with the 
County School Districts to provide food for children after school and through the 
summer. Our CHWs often volunteer to help with local Backpacks for Kids programs, 
packing food to help children when they do not have access to school meal programs, 
and we could explore partnership to provide nutrition education jointly through our 
Adopt-a-School initiative. We also support Catholic Charities, which offers a full range of 
social and medical supports, including meals for members who struggle with 
homelessness, substance abuse and mental health issues.  
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Our CHWs solicit MAC and CAC feedback about topics and guest speakers to tailor the 
Adopt-a-School program for each community. For example, based on community 
feedback, one of our affiliated health plans invited a dental hygienist from a local clinic to 
teach kids about oral hygiene and provide dental supplies. Our CHWs have extended the 
health literacy program through the summer months by volunteering at youth camps, 
partnering with Boys and Girls Clubs to provide fitness classes and healthy snacks. We 
will partner with Boys and Girls Clubs of Las Vegas, Western Nevada and Truckee 
Meadows to waive the membership fee for members, 6-18 years old, to encourage fitness 
activities throughout the year. 


 


We will provide health literacy support beyond the school year for our members and 
other children in the community. Geared toward children up to 12 years old, the club will 
promote fun ways to stay healthy. Our Provider Relations and CHWs promote the club to 
providers and among community organizations to encourage kids to participate. Kids 
Club members receive a membership card and a monthly e-newsletter. Each issue will 
focus on healthy tips and provide a healthy recipe. It will also have fun activities to share 
with friends and family, plus we will mail a Scholastic book to Kids Club Members every 
three months.  


 


We will implement our ADHD Preschool Teddy Bear program designed to encourage the 
use of other behavioral interventions to manage the symptoms of ADHD prior to starting 
medication for children 5 years of age and under, consistent with evidence based 
practice guidelines. Interventions could include psychological testing, individual therapy 
and/or parent/guardian skills trainings. Children 5 years of age and under that have a 
diagnosis of ADHD and have attended individual or family therapy or psychological 
testing related to the diagnosis of ADHD will be given a Hope Bear plush toy and the “Me 
and My Feelings” children’s story book. The story explains the different types of feelings 
and includes blank pages in the back of the book that the child can use to draw or write 
down their thoughts, feelings or questions.  


 


SCHOOL-BASED HEALTH CLINICS  
We have met with Clark County School District (CCSD) leadership and Tina Drago, 
director of First Person Care Clinics (First Person), including the Huntridge Teen Clinic 
and CCSD clinic at Valley High School, to discuss partnership to support adolescent 
wellness through the SBHCs. The Huntridge Clinic targets services to high-risk teens, 
such a survivors of sex trafficking, and provides medical, BH and dental care. The Valley 
High School clinic will provide comprehensive services as well, in partnership with 
Westcare Nevada. We are working with Ms. Drago to determine how we can best support 
their integrated Hepatitis C and BH screening pilot, and provide BH clinical training in 
Screening, Brief Interventions and Referral (SBIRT) and other evidence-based practices.  


 


As a member of Immunize Nevada, First Person participates in an annual back-to-school 
immunization drive and wellness fair. We sponsored Immunize Nevada’s back August 
event and will leverage their partnership network to build up our own.  


 


School-based clinics are particularly important in addressing disparities in access to 
care and health education (Community Health Guide, 2016). As such, we will enlist Ms. 
Drago for our Provider Advisory Committee, and to provide leadership for an SBHC 
subcommittee to focus on leveraging the SBHC’s to further promote health behaviors 
and literacy. We also will partner with Washoe County School District and Community 
Health Alliance in a triangular approach to offer embedded staff, targeted funding and 
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data sharing to promote timely access to services for students and their families and 
identify strategic health education initiatives. 


 


OTHER COMMUNITY-BASED PROVIDERS AND ORGANIZATIONS 
Many providers, such as Catholic Charities and Access to Healthcare, have expressed 
interest in data-sharing initiatives to improve outreach to member, better integrate 
services, and identify opportunities for targeted member education to manage chronic 
conditions.  


 


We will work with Southern Nevada Health District (SNHD) and its many partners to 
support their community wellness programs, including Healthy Start, their CM perinatal 
program; and their immunization outreach and chronic disease prevention efforts.  


 


SNHD has a high level of trust in the communities they serve, and they are a partner in 
the Office of Chronic Disease Prevention and Health Promotion’s (CDPHP’s) Get Healthy 
Clark County initiative. We will work to leverage our relationship with them to support the 
many health promotion/disease prevention initiatives underway. For example, one of 
their faith-based partners provides highly effective health promotion education to 
Black/African American communities via the Body & Soul Program, an evidence-based 
chronic disease prevention program shown to effectively increase the number of daily 
servings of fruits and vegetables that African Americans eat. They have also developed 
posters related to heart disease, breast cancer and prostate cancer that they provide free 
of charge for other community organizations, and a free program implementation guide. 


 


Get Healthy Clark County is a local leader in promoting the CDC Million Hearts campaign 
messaging and providing health information. We will explore how we can work with them 
and other local partners and providers to promote heart health among our members as 
part of the Million Hearts Hypertension Control Challenge. For example, we can support 
blood pressure medication adherence via our Medication Therapy Management (MTM) 
program, also employing targeted CHW outreach. CHWs have demonstrated efficacy in 
improving heart healthy behaviors—particularly within Hispanic/Latino communities. Our 
Coronary Artery Disease (CAD) care management program ensures a full range of 
supports to help provider reach Million Hearts goals.  


 


Through our In-Office Preventive Care Education Program, we will partner with provider 
offices and our partners across Nevada to identify members who have missed preventive 
care visits to outreach and encourage them to make an appointment for the needed 
service on a certain day set aside by the practice. Our outreach staff will contact 
members to schedule the appointment and immediately address barriers to participation, 
such as transportation or language issues, prior to the event. CHWs attend the events to 
greet members and reinforce the importance of preventive care and answer questions 
about the member’s health plan benefits. Many providers have indicated that “no shows” 
are a significant problem for Medicaid providers in providing adequate preventive care 
and ensuring compliance with clinical practice guidelines and quality measures. They are 
eager to work with us to improve utilization of preventive services. 


 


As noted, we will work with places of worship, community groups, local businesses, 
schools and providers to host wellness events, such as screenings, health fairs and 
workshops. For example, our CHWs in other states have, of their own initiative, created 
teen workshops in collaboration with their churches, building on the rapport they have 
with the youth congregation and their families to discuss important health and safety 
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issues, such as internet safety and nutrition; as well as issues related to determinants of 
health, such as resume writing to improve employment skills.  


 


Providing screening at wellness events (via mobile units, specialized CHW, etc.) is a 
proven strategy for effectively increasing screening rates for many chronic issues, as are 
other methods of increasing access to care outside of regular office hours (The 
Community Guide, 2016). As such, we will incent providers to provide extended and 
weekend hours to provide preventive and health promotion services. 


 


INITIATIVES TO TARGET SPECIFIC HEALTH ISSUES 
Safe housing assistance and high school completion are evidence-based strategies for 
addressing health disparities. Many times lack of stable housing results in school drop-
out, and behavioral health issues related to housing instability are prevalent and difficult 
to overcome. Our CM strategies and community partnerships to provide outreach, 
services and social supports for behavioral health issues and housing instability are 
described in detail in Section 3.10.2.  


 


In addition to those strategies, we will partner with organizations to provide peer 
support, as noted, and programs that prevent BH issues by increasing resilience and 
help-seeking behaviors. For example, our teen program, noted previously, is effective in 
helping adolescents develop communication and social networking skills that are 
protective against mental health issues.  


 


We also provided financial support for the Las Vegas Urban League (LVUL) Young 
Professionals’ initiative to improve access to mental health treatment. Though 
Black/African American adults are more likely to suffer serious psychological distress 
than White, non-Hispanic adults, they are less likely to acknowledge it or seek help, 
partly due to stigma within their communities. The LVUL Young Professionals are 
working to reduce stigma and improve access to care via a comprehensive educational 
campaign. 


 


We will also partner with the National Alliance on Mental Illness, Nevada (NAMI Nevada) 
to cross-train our providers/staff and theirs. For example, NAMI Nevada is collaborating 
with Monte Vista Hospital to provide training to enhance to use of evidence-based 
treatment and patient engagement. We sponsored and attended a recent roundtable 
breakfast they hosted, in part to explore how we might join this effort by identifying and 
hosting guest trainers, leveraging the national experience and network connections of 
our BH affiliate to do so, and possibly providing advisory support to their efforts to 
create a crisis stabilization unit with Monte Vista Hospital.  


 


Additional targeted strategies for members with chronic illness/disability will include, but 
not be limited to, the following initiatives. 


 


Medication Therapy Management, as noted, to improve adherence to prescribed 
medications. Our proposed MTM program includes an annual medication review by a 
licensed pharmacist or other qualified provider for members with certain chronic disease 
states and disabilities. The review includes a discussion of prescription medications, 
over-the-counter medications, and supplements currently taken; medications no longer 
taken by the member; the condition(s) for which each medication is prescribed; 
questions or concerns the member may have; and recommendations for future 
medication reviews between the member and their PCP.  
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We will offer a free smart phone and data plan to select members with a specific chronic 
condition or disease. The phone will provide access to a mobile app to encourage 
members to adopt healthy lifestyles and manage their condition as a strategy to reduce 
preventable adverse events such as inappropriate ER use or hospital admissions. We 
educate members how to observe their own health status and to call promptly for advice 
and support rather than waiting until the next appointment. The cell phones also enable 
Care Managers to send the member a text message with targeted health information, and 
members can use their phone’s alarm feature to remind them to take medications, a 
functionality beyond that which is available through a standard mobile phone. 


 


To help address obesity, which is linked to numerous chronic illnesses and higher rates 
of premature death, we will partner with Weight Watchers to provide eligible members 
free membership. Members will receive vouchers for registration and 10 weeks of 
meeting room classes, as well as access to 14 weeks of online tools. The program ends 
in six months with the option to keep it for an additional six months if the member meets 
certain criteria. 


 


We will provide targeted education and support for members discharged for a CAD issue 
to help them adopt healthier eating habits. Specifically, we will provide ten healthy, 
home-delivered meals, education on disease-focused meal-planning and one home visit 
from a licensed dietitian.  


 


To support family members and other in-home caregivers who care for children and 
young adults with neuro-developmental disorders, we will provide eight hours per 
quarter of in-home respite care services for qualifying members. To qualify, members 
must comply with their treatment and self-management plans; and not utilize the ER for a 
non-emergent ER visit (PPE). This will allow members to continue to be cared for in their 
own environment while giving their caregiver an opportunity to have a break. 


 
Health promotion topics shall include, but are not limited to, the following:  
 A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic illness 
to include the following preventative cancer screenings: 


1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer;  
2. Mammography and Clinical Breast Exams for Breast Cancer;  
3. Low Dose CT Screening for Lung Cancer; and  
4. Pap Testing for Cervical Cancer.  


 


OVERVIEW OF EARLY INTERVENTION AND RISK REDUCTION STRATEGIES 
As noted throughout this response, our health promotion and education activities will 
include early intervention and risk reduction strategies for all of the most prevalent and 
persistent health issues our members face to include chronic disease. For example, we 
know that cancer is especially prevalent in Nevada, with a higher mortality rate here than 
in the U.S. We will provide targeted outreach to improve screenings for colorectal, 
breast, lung and cervical cancer as appropriate for each community. 


 


STRATEGIES TO PROMOTE COLORECTAL, BREAST, LUNG AND CERVICAL 
CANCER SCREENINGS 
Evidence-based health promotion activities and materials specifically to promote cancer 
prevention (including clinical screening for colorectal, breast, lung and cervical cancer), 
includes integrated CM strategies, member and provider screening reminders, small 
media, reducing structural barriers for members, and provider assessment and feedback. 
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These strategies and others that support health promotion are described on the 
following page. 


 


We understand that early detection and treatment of disease, including cancer, can 
reduce the risk of more costly treatment, hospitalization and/or complications of 
disability resulting from delayed treatment. In addition, promoting health behaviors can 
help prevent and manage chronic disease. Our staff works as a team to provide a multi-
pronged approach to improving wellness via education and outreach to improve member 
compliance with Clinical Practice Guidelines.  


 


IMPROVING HEALTH OUTCOMES THROUGH EDUCATION: THE EVIDENCE BASE 
The Community Preventive Services Task Force maintains an online compendium of 
evidence-based findings and recommendations for community wellness initiatives, “The 
Guide to Community Preventive Services (The Community Guide).” Based on the 2016 
Community Guide and evidence of successful strategies from our own quality 
improvement programs, member education strategies that have demonstrated efficacy in 
promoting wellness behaviors and improved health outcomes include: 


Integrated Care Management. Care management strategies, including DM health 
coaching and behavioral health management, integrates personalized member 
engagement strategies that have demonstrated success. These include risk screening 
and assessment; stratification by risk, condition, race/ethnicity, etc. to tailor 
engagement; motivational interviewing and patient-centered care planning; continuous 
support, including social support; coordination of all services; and so on. As noted, 
CHWs and Peer Support Specialists are critical to patient motivation and behavior 
change. Each of our specialized CM programs is based on best practices in addressing 
the targeted health issue, tailored for individual member characteristics. Our Complex 
Care Management Program provides services to any member with chronic, complex, 
high-risk or high-cost condition.  


 


Member and Provider Reminders. Strong evidence supports sending members reminders 
to complete needed screenings for cancer and follow-up for other health issues, 
particularly EPSDT and vaccines. This strategy is more effective in combination with 
another evidence-based strategy, including provider reminders and provider/member 
care gap alerts.  


 


We send postcards, letters, emails and phone/text messages to members as part of our 
comprehensive strategy to improve screening rates and follow-up compliance. Claims 
data informs our care gap alert program to continuously monitor whether members 
receive needed care and to help providers track care gaps to target outreach. 


 


Small Media includes letters, brochures and newsletters provided through community or 
health care settings. According to The Community Guide, they do not have to be tailored 
to the recipient to be effective. However, other research suggests that particular 
messaging can increase breast cancer screenings, and combining this strategy with the 
use of Community Health Workers to present information is especially effective—
particularly among Hispanic/Latino men (colorectal screenings) and African American 
women (mammograms).  


 


Reducing Structural Barriers such as providing transportation, extending clinic hours, 
providing screenings in community settings (Eg; mobile clinics at health fairs), using 
CHWs to eliminate administrative barriers, etc, effectively increase breast and colorectal 
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screening rates and compliance with preventive and follow-up care for other health 
issues. Our Call Center and CM/DM staff, including our CHWs, helps members access 
care by arranging appointments, transportation, etc. On a case-by-case basis, we will 
arrange and cover the cost of transportation for members to attend Weight Watchers 
meetings, camp programs, parenting classes or Alcoholics/Narcotics Anonymous 
meetings.  


 


Provider Assessment and Feedback gives providers the information, tools, and support 
they need to effectively promote health and wellness, as well as provide opportunities for 
continuous professional development. We will use provider profiling strategies to 
generate “report cards” to drive provider education and help us to align provider 
incentives to improve targeted member education strategies. 


 


Provider Incentives aligned with performance goals are effective in engaging providers 
as partners in providing member education and supporting member compliance with 
health screening and well care.  


 


Member Incentives. Though member incentive programs have shown moderate or mixed 
success in promoting healthy behaviors, recent research is beginning to show that 
money-valued member incentives that are easy to use and well understood can influence 
minor behavior changes to promote wellness. In addition, aligned provider and member 
incentives appear work together to more effectively improve outcomes. Evidence shows 
that incentives are particularly effective in promoting compliance with vaccination 
schedules and tobacco cessation, in conjunction with other strategies.  


 


We provide a Health Behaviors Reward Incentive Program as part of our comprehensive 
member engagement strategy. We give members a re-loadable rewards card that they 
can use to purchase products to support healthy behavior/outcome. Members can earn 
dollars by staying up-to-date on preventive care, including well-child visits, annual adult 
wellness exams, and immunizations. We also for members will be able to buy things like 
food, baby items (diapers, formula, baby foods, etc.) and clothing, as well as certain 
over-the-counter drugs (allergy, cold meds, etc.) and other personal care items 
(deodorant, soap, shampoo, etc.). Members will be able to use their reward card at a 
select number of retailers including Wal-Mart, Dollar General and Family Dollar stores.  


 


The following table shows a small sample of selected health issues we will address via 
our Member Education Program and the evidence-based risk reduction activities we 
employ for each. To avoid redundancy, we have not included cancer (noted previously) 
in the table. Also, please see Section 3.10.20 for full descriptions of our CM programs 
and Section 3.4 for comprehensive descriptions of our Value-Added Services, which 
focus on preventive care and early intervention. 


 Sample Educational Intervention and Evidence-based Risk Reduction Activities 


Health Issues: ICM and CM 
outreach 
strategies 


Materials & 
Outreach 


Modes 


Member and 
Provider 


Reminders 


Reducing 
Structural 
Barriers 


Providers as 
Partners 


Community 
Partnerships 
& Programs 


Diabetes             


We provide comprehensive Diabetes CM/DM program with strategies tailored for adults and children with 
diabetes that emphasizes glycemic control and self-management education. Our CHWs also provide 
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education in community setting and include nutrition and physical activity promotion strategies targeted to 
members and communities at risk for Type 2 Diabetes. We also work with our providers to improve 
monitoring of GHb. All of these strategies align with The Community Guide. In addition, we will provide 
access to routine podiatry services to help members avoid infections and ulcers—which disproportionately 
lead to amputation among Black/African American and Native American residents.  


We also will offer diabetic members a consultation with a licensed dietician twice each year upon request. 
With approval from the member's PCP, we also will deliver home HbA1c test kits and blood glucose 
monitoring devices to members identified as non-adherent with screenings. The member will be able to take 
samples at their home and mail the kit to a testing facility. If the kit is not returned after a specified amount 
of time, our staff will attempt to reach the member by telephone to urge compliance and determine if further 
assistance is needed. This is particularly beneficial for members who live in rural areas, have hectic 
schedules or mobility issues that make office visits more burdensome.  


Mental Health 
and SUD 


            


We provide comprehensive CM/DM programs for SMI, ADHD, Anxiety Management, Bipolar and 
Schizoaffective Disorder and Depression. We also have specialized programs for Perinatal SUD and 
Depression. All of our CM/DM strategies are evidence-based. In addition, we will provide Peer Recovery 
Support Specialists to provide onsite discharge services and follow-up services to help members using the 
Wellness, Recovery, Action Plan (WRAP) model to help members identify their strengths, supports and 
triggers. We have had success in educating and supporting mental health and wellness via our online 
behavioral health resources members can engage in personalized e-Learning programs to help overcome 
depression and anxiety supported by tools, weekly exercises and daily inspiration in a safe and 
confidential environment via our website or their smart phones. We also encourage family caregivers of 
our members with behavioral health issues to enroll and use our behavioral health resource for support 
and to better understand their family member’s behavioral health condition and needs.  


Asthma            


Evidence supports a comprehensive CM/DM program for asthma control in children. Components include 
assistance in assessing and reducing triggers, educating parents/caregivers, educating members to 
improve self-care and coordinating services. Our award-winning, nationally accredited Asthma DM program 
includes all of these strategies, plus we will create an annual fund to supply school districts with Epi-pens 
for children with severe allergies and provide members with asthma access to a second nebulizer to use at 
school. This will eliminate the need for children to have to remember to bring the device back and forth 
from home to school while addressing acute episodes, should they occur while the child is in school. We 
will promote self-management strategies via a mobile app with an interactive game that reinforces 
management strategies, such as identifying and minimizing environmental triggers. 


Preventing 
HIV/AIDS & STIs 


            


Evidence shows that risk reduction education targeted to adolescents prevents HIV/STIs and unplanned 
pregnancy, as described in “Teen Health” below. For men who have sexual relations with men; personal, 
group and community-based broader education prevents HIV transmitted sexually or by shared needles. 
We provide comprehensive CM/DM for members with HIV, and our CHWs provide risk screening and 
education at events and community centers targeting the LGBT community. In addition, we will engage our 
providers to practice Partner Counseling and referral—another evidence-based strategy—by encouraging 
the member to disclose partner information and allow the provider to contact them and counsel them to 
complete screening. We will partner, as noted, with providers and organizations already familiar and 
trusted with the LGBTQ community to provide education and screenings, with targeted outreach to 
Black/African-American GB men—who had the highest increase in percent of new infection—and African 
American women—who have the highest incidence of HIV overall, and are nearly 18 times more likely to be 
diagnosed with HIV than are White, non-Hispanic women.  


Teen Health             


Evidence supports caregiver/parent training, violence prevention programs, school-based fitness 
education, high-school completion support and general wellness and risk reduction education with a 
holistic approach to teen health and wellness; as effective strategies for promoting wellness among 
adolescents. Holistic wellness education should support pro-social norms, increased decision-making, 
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The vendor is encouraged to offer additional preventive or cost-effective services to enrolled recipients if 
the services do not increase the cost to the State.  


 


To be responsive to the needs of the Nevada Medicaid and Nevada Check Up 
membership, we will conduct formal and informal community needs assessments and 
develop and implement programs and strategies as indicated. This will include programs 
targeted for specific member populations, disease states, service needs, or geographies, 
as appropriate. We will develop and tailor these programs of early intervention and 
preventive risk reduction in a manner that does not increase the cost to the State. 
Examples of programs we have successfully implemented among similar populations 
include: 


 


PROPOSED SERVICES FOR ALL MEMBERS WITH CHRONIC 
ILLNESS/DISABILITY 
Medication Therapy Management (MTM) Program 


Adherence to prescribed medications serves as a cornerstone of maintaining and 
improving members’ health. Our proposed MTM program includes an annual medication 


self-determination, communication skills and positive relationships with peers and non-parental role 
models. We offer a specialized teen outreach and other school-based and CM/DM strategies that 
incorporate all of these components. We collaborated with National Urban League (UL) to create a “teens 
and pregnancy” booklet as part of our award-winning series of targeted materials for adolescents that 
addresses a variety of issues, Our CHWs also develop programs to provide a forum to discuss with tweens, 
pre-teens and young adults the issues they face, such as peer pressure, keeping a positive attitude, healthy 
behaviors and choices, resume building, conflict resolution (anti- bullying), conduct for using social media, 
and personal hygiene., To provide additional support to teens, we will provide sports physicals to allow 
them to join school athletic and sports league programs, plus cover the fee for sports league participation 
(once per family per year), and sponsor memberships to Boys and Girls Clubs. 


Fitness and 
Nutrition  


          


Research supports using a highly-visible, multi-faceted intervention to promote physical activity in 
collaboration with multiple community organizations (including those focused on nutrition, tobacco 
cessation and heart health). In fact, building members’ social support through family and community 
initiatives and school-based interventions is critical. We have a comprehensive, multi-faceted Obesity 
Management CM/DM program that employs patient activation, plus all of these strategies, via our CHW-led 
programs and partnerships (health fairs, school-based initiatives, etc.). In addition, we will offer weight 
management through the Weight Watchers program. Eligible members will receive vouchers to attend 
weekly meetings at no charge for six months. Members who successfully decrease their BMI by 1 point will 
be eligible to enroll in an additional 6-month Weight Watchers Program. To qualify, members must meet 
one of the following criteria: 1) Enrolled in diabetes DM; 2) Enrolled in CM with a BMI of 25 or more for 
teens and 30 or more for adults; 3) Otherwise referred by a Vendor RN or PCP. 


Perinatal 
Wellness 


            


Our perinatal and NICU management program emphasizes early identification and stratification of pregnant 
members, and education and Care Management interventions to improve birth outcomes for all pregnant 
members. The program serves as the umbrella for all of our perinatal management efforts. Program staff 
help members access prenatal and post-partum care, provide education on their healthcare needs, address 
social needs and concerns, and connect members to appropriate specialists and non-covered services, 
such as specialty BH and SUD services and dental services, and community resources. The program 
extends through the postpartum period to improve maternal outcomes and reduce risk in subsequent 
pregnancies, and extends through the first year of life for enrolled babies. Our Program is modeled on our 
parent company’s program that has won multiple awards. Please see Section 3.10.20 for additional 
information. We also provide baby showers, parenting and/or birthing classes and other services through 
our First Time Mothers program. Some of the strategies we use in this program, such as face-to-face 
interaction and parenting classes are also proven measures to prevent child abuse.  
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review by a licensed pharmacist or other qualified healthcare provider for members with 
certain chronic disease states and disabilities either in person or over the phone. The 
review includes a discussion of all prescription medications, over-the-counter 
medications, and supplements currently taken; medications no longer taken by the 
member; the condition(s) for which each medication is being taken; questions or 
concerns the member may have about their medication regimen; and recommendations 
for future medication reviews between the member and their primary care provider.  


 


Free Cell Phone Program 


Our free cell phones will be made available to high risk members, such as pregnant 
members and members with multiple chronic illnesses, who would benefit from unlimited 
talk and text. We will also offer a smart phone and data plan for select members with a 
specific chronic condition or disease which is loaded with an app to encourage healthy 
lifestyles and help manage their condition. The objective of the program is to reduce 
preventable adverse events such as inappropriate ER use or hospital admissions 
through improved access to health care information and treating providers. Members are 
educated on observing their health status and calling promptly for advice and support 
rather than waiting until the next appointment. The cell phones are also used so that 
Care Managers can send the member a text message with health information targeted to 
the individual member's condition. Additionally, members can use their phone’s alarm 
feature to remind them to take medications, a functionality beyond that which is available 
through a standard mobile phone. 


 


Free Weight Watchers Membership 


According to the most recent Community Health Needs Assessments, both Clark and 
Washoe Counties are committed to decreasing their communities’ rate of obesity, a 
disparity linked to numerous chronic illnesses and ultimately higher rates of premature 
death. To address this disparity, we will partner with Weight Watchers to provide eligible 
members free membership to Weight Watchers meetings. Members will receive vouchers 
for registration and 10 weeks of meeting room classes. The 10 week voucher also 
includes access to 14 weeks of online tools. The program ends in six months with the 
option to keep it for an additional six months if the member meets certain criteria. 


 


Home Telemonitoring  


We will provide telemonitoring services to our highest-risk members, including 
chronically-ill members and those with multiple co-morbidities, for whom intensive 
monitoring is necessary and the condition is amenable to telemonitoring. This FDA-
approved technology is “device-agnostic”, interfacing with virtually any medical home 
monitoring device via wireless or wired modem utilizing landline, cellular or VOIP 
communications links. Within seconds of a reading being taken in the home, the 
biometric value, such as a blood glucose level or a diabetic or a blood pressure, is 
transmitted electronically to the member’s Care Manager and evaluated against patient-
specific or national guidelines and analyzed for favorable or unfavorable trends. The 
system can then be set at the member-level to alert the Care Manager, trigger an 
Interactive Voice Response phone call to the member, and/or alert other staff on the ICM 
Team or the member’s provider. The technology is entirely web-enabled; all members are 
provided a login card that enables them, their family, or their physician to access their 
biometric information from anywhere in the world at any time, as long as they have 
access to the Internet. 


 


Health Library 
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Our free Health Library, powered by Krames, will be offered to members. It contains 
information on over 4,000 health-related topics, including chronic illness. The library is 
searchable by topic or keyword and easy to navigate. Materials include books, health 
sheets, and podcasts. Members can also learn about wellness, care plans, medications, 
and many other helpful tips and facts.  


 
PROPOSED SERVICE FOR MEMBERS WITH CORONARY ARTERY DISEASE 
Post-Discharge Meals 


Post-discharge nutritional dietary support reinforces healthy lifestyles. This proposed 
offering, modeled after a similar program provided by one of our affiliate health plans, 
targets members diagnosed with coronary artery disease. Eligible members will have 
access to ten healthy, home-delivered meals at the time of discharge planning following 
an acute inpatient hospital stay or discharge from a nursing facility back into the 
community setting. As part of the member’s care management activities, participating 
members receive education on healthy, disease-focused meal planning, and are entitled 
to receive one home visit from a licensed dietician. This program is intended to motivate 
members to take responsibility for their health outcomes through conscious meal 
preparation and developing healthy eating habits. 


 
PROPOSED SERVICES FOR MEMBERS WITH DIABETES 
Annual Home Screening Kits 


With approval from the member's primary care provider, home HbA1c test kits and blood 
glucose monitoring devices will be delivered to members that have been identified as 
non-adherent with their necessary diabetic screenings. The member will be able to take 
samples at their home and then mail the kit to a testing facility. If the kit is not returned 
after a specified amount of time, our staff will attempt to reach the member by telephone 
to urge compliance and determine if further assistance is necessary. This is particularly 
beneficial for members who live in rural areas, have hectic schedules or mobility issues 
that make office visits more burdensome.  


 


Dietician Consultation for Diabetic Members 


The most recent Centers for Disease Control results identified diabetes as a top-fifteen 
cause of death in Nevada. In order to promote healthy dietary behaviors among our 
diabetic members and educate them on the connection between healthy eating and 
diabetes control, we will offer members a consultation with a licensed dietician twice 
each year upon request. 


  
PROPOSED SERVICES FOR MEMBERS WITH ASTHMA 
Asthma Disease Management Program 


We will offer a nationally-accredited Asthma Disease Management Program, founded on 
a health coaching approach, which provides tools and interventions needed to help 
individuals diagnosed with asthma adopt healthy habits and decrease risk factors to 
slow progression of the disease. A truly effective health-coaching program engages as 
many members as clinically appropriate in the actual coaching process; motivates at-risk 
members to make small, sustainable behavior changes; and supports members on an 
ongoing basis once they achieve measurable, positive health outcomes. We will supply 
members enrolled in our Asthma Disease Management Program with a peak flow meter, 
information regarding the importance of taking maintenance medications, and assistance 
identifying individual triggers for exacerbation. 


 


Asthma Management Mobile App/Online Video Game 
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In order to promote self-management among our young members with asthma, we have 
developed an additional targeted educational tool. Members may download a mobile app 
or visit our website to play a fun, interactive game that teaches players how to manage 
asthma, including reinforcement of environmental factors that either alleviate or 
aggravate asthma symptoms. 


 


PROPOSED SERVICE FOR MEMBERS WITH ADHD 
ADHD Pre-School Teddy Bear Program 
This program was designed to encourage the use of other behavioral interventions to 
manage the symptoms of ADHD prior to starting medication for children five years of age 
and under to be consistent with evidence based practice guidelines. Behavioral 
interventions to be utilized could include psychological testing, individual therapy and/or 
parent/guardian skills trainings. Children five years of age and under that have a 
diagnosis of ADHD and have attended individual or family therapy or psychological 
testing related to the diagnosis of ADHD will be given a teddy bear and children’s book, 
which tells a story that explains the different types of feelings as well as blank pages in 
the back of the book. The child can use the blank pages to draw or write down their own 
thoughts, feelings or questions. 


 
Proposed Prenatal and Postpartum Services for Members with High-Risk 
Pregnancy 
New Mothers Program  
Our prenatal/postpartum support program incorporates care management, care 
coordination, and disease management in an effort to improve the health of pregnant 
mothers and birth outcomes. The program aims to improve obstetrical and pediatric care 
services to extend the gestational period and reduce the risks of pregnancy 
complications, premature delivery, low birth weight, and infant disease.  
 


Prenatal and Postpartum Incentive Program 
To incentivize members to attend prenatal and postpartum appointments, we will provide 
the following targeted incentives: 


 Notification of Pregnancy (NOP) and First Prenatal Visit 


o If the member/provider completes a NOP and the member attends her first 
prenatal visit within 7 days of receipt of the NOP, we will send the member 
a diaper bag 


 Birth Event 
o We will send the member a card and baby gift which may be a onesie, 


feeding set or safety kit following the birth event 
 Postpartum Visit 


o If member attends the postpartum visit, we will ship a package of diapers to 
the member’s home 


 


High-Risk Pregnancy Care Management Program 


Our High-Risk Pregnancy Care Management Program is targeted to pregnant members 
identified through care management as High Risk, which include those members with a 
chronic illness and/or co-morbidities, or who are at risk for pre-term labor or gestational 
diabetes. The program, provided collaboratively with Nurse-Family Partnership, provides 
comprehensive case management and support using field High-Risk OB Nurse Care 
Managers, with most work done in the member’s home. Throughout the member’s 
pregnancy, our Care Managers take steps to ensure that by the time the member delivers 
they know what to expect and what services their child will require. For example, for 
mothers at risk for pre-term deliver we work with the physician and the member to 
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consider 17 P injections to reduce the risk of a pre-term birth. Additionally, we provide 
diabetes management and home monitoring of blood sugar as appropriate. 


 


NICU/Special Care Nursery Breast Pump Program 


Pregnant members with a chronic illness often deliver babies requiring neonatal 
intensive care unit (NICU) or Special Care Nursery stays. Recognizing the positive 
correlation between NICU lengths of stay and babies who were breastfed, our 
NICU/Special Care Nursery Breast Pump Program helps mothers overcome obstacles 
often associated with a newborn’s admission to a NICU or Special Care Nursery. 
Program participants will receive educational materials as well as a quality electronic 
breast pump. Additionally, the transport of breast milk is explained and coordinated for 
delivery to the NICU or Special Care Nursery. 


 


Breastfeeding Mobile App 


We recognize that the lack of support from trained professionals presents a barrier to 
breastfeeding among new mothers. As an extension of our New Mothers Program Mobile 
App, we will offer members free access to the only mobile health app focused exclusively 
on delivering new parents unlimited 24/7 on demand access, via video consultation, to an 
expert network of pediatric supports including certified lactation consultants and 
pediatric nutritionists which would otherwise require a paid subscription.  


 


Birthing and Parenting Classes 


In support of improving health outcomes among mothers and their babies, we are 
proposing the coverage of birthing and parenting classes as a program for members who 
are first time mothers. With approval from and in collaboration with DHCFP, we will 
establish a fee schedule rate to reimburse providers such as hospitals, federally qualified 
health clinics and public health departments for these services through standard CPT 
codes. Additionally, we will partner with and provide grant funding to community 
parenting agencies in order to increase access to evidence-based education and 
parenting classes. Eligible members will receive free transportation to birthing and 
parenting classes in conjunction with care management activities. Care Managers will 
identify classes offered in close proximity to the member’s home, provide members with 
class schedules, and assist with the enrollment process. 


 
PROPOSED SERVICES FOR MEMBERS WITH DISABILITIES 


Practice Visits for Members with Disabilities 
We will reimburse providers for “practice visits” attended by members with certain 
disabilities to help reduce the stress and anxiety associated with doctor visits. This 
approach provides an opportunity for the member to become familiar with the provider’s 
office, equipment, and processes prior to the actual date of service. This ‘role‐play’ 
exercise also provides a setting for the member or caregiver to ask questions and 
express concerns, encouraging members to feel more comfortable with the process. 
Practice visits also enable the provider to identify barriers to ensure clear 
communication before the appointment takes place.  


 


 


3.4.6 Pharmacy Services 
3.4.6 Pharmacy Services 
 
3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State Plans 
and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package. The vendor 
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is expected to offer pharmacy benefits that mirror or exceed FFS. Pharmacies that process prescription 
drug claims for recipients must be enrolled as a Nevada Medicaid provider and licensed in good standing 
by the State Board of Pharmacy. 


 


We will offer comprehensive pharmacy benefits that mirror or exceed FFS based on 
Nevada Medicaid Title XIX and XXI and the Medicaid Services Manual Chapter 1200 
through our URAC-accredited affiliate pharmacy benefit manager (PBM). Based on our 
PBM’s experience building pharmacy networks and implementing Medicaid prescription 
coverage nationwide, we will ensure network pharmacies are enrolled as Nevada 
Medicaid providers as well as licensed in good standing by the State Board of Pharmacy. 
Our affiliate currently contracts with approximately 95% of all pharmacies in the State of 
Nevada, over 400 of which are located in Clark and Washoe counties, including major 
national and regional chains alongside independent pharmacy locations. All network 
pharmacies will be required to provide access to culturally competent services, such as 
drug consultation in a language other than English, to meet the individual needs of each 
member. Our pharmacy program will integrate seamlessly with physical health, 
behavioral health, and provider and member services through shared technology, 
policies and procedures, clinically trained and experienced staff, and an accessible 
pharmacy network to meet member needs, providing coverage of all prescription and 
over-the-counter drugs as applicable. In areas where collaborative pharmacy practices 
do not exist and access to primary care providers can be difficult, we will offer 
Medication Therapy Management (MTM) options to select pharmacies to enhance 
community-based pharmacy care and oversight. The MTM program will focus on care for 
members with high-risk, complex conditions and provide reporting to our Care Managers 
to follow up and provide further assistance. Additionally, by providing the convenience 
of immunizations at a nearby drug store, our pharmacy immunization program will 
increase access to care. Through this program, we will reimburse credentialed 
immunizing pharmacies for administering vaccinations, which will assist in improving 
vaccination rates, preventing illness, and reducing medical costs. We will further 
maintain or enhance access to care through network strategies such as offering 
specialty pharmacy and optional mail order pharmacy services integrated with our 
existing operations.  


 
3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though utilization 
of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a higher point value 
in the RFP evaluation. The DHCFP shall approve the vendor’s formulary prior to implementation. 
Medications not covered in the vendor's formulary must be available through a non-formulary request 
process based on prescriber certification and justification of medical necessity. Prior authorization criteria 
and quantity limits must be based on best practice or evidence based practice standards. Vendors may 
propose their drug benefit design but they may not be more restrictive than FFS and may not have co-
pays. For specific therapeutic categories of drugs that have mandated coverage rules the vendor is 
expected to comply with NRS 422.4025. 


 


FORMULARY 
We will use our existing experience and the clinical needs of members to develop and 
maintain a pharmacy formulary. We will take our national best practices and localize 
them through our own staff, policies, and P&T Committee, applying clinical, safety and 
education strategies to promote cost-effective utilization and timely access to drugs 
through formulary prescribing. We are experienced in all aspects of completing 
successful pharmacy benefit implementations in new and highly penetrated markets with 
minimal disruption to members.  
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DEVELOPMENT AND IMPLEMENTATION  
Prior to go-live, and with DHCFP approval, we will establish our P&T Committee to help 
us develop and adopt our formulary. We will offer as a starting point our parent 
company’s most current formulary, which meets the needs of affiliate health plans 
serving populations similar to Nevada. The Committee will adopt additional refinements 
as necessary to ensure our formulary is comprehensive and meets members’ clinical 
needs and is no more restrictive than the Nevada FFS formulary, meaning representative 
drug coverage across therapeutic classes, using information such as the Nevada FFS 
formulary, DHCFP requirements, guidelines in the MSM Chapter 1200, and anticipated 
clinical needs based on available claims to ensure clinical appropriateness, member 
safety and cost effectiveness.  


 


Our formulary will consist of products determined to support member health with 
therapeutic advantages that contain both medical and pharmacy costs, and include a 
range of drugs in each therapeutic class, in full compliance with all state and federal 
requirements. Our formulary will emphasize generic products when available, but may 
include brand drugs without restrictions or with authorization requirements. Members 
may access non-formulary drugs through our prior authorization process. As part of our 
formulary implementation, we will ensure transitional coverage for members, as more 
detailed in 3.4.6.4. Per DHCFP regulations, co-pays will not be charged, and we will fully 
comply with all therapeutic coverage requirements as determined by the Nevada State 
Legislature as per NRS 422.4025. 


 


MAINTENANCE 
Once operational, we will be guided by our P&T Committee and direction from DHCFP to 
further refine the formulary as necessary to meet member medication needs. Beginning 
with the first quarter of operation, our P&T Committee will begin its review of the 
formulary by therapeutic drug class to evaluate product placement on the formulary and 
any preconditions. During each subsequent quarterly meeting the committee will review 
medication policies and procedures and operationalize edits to support the benefit 
design of the approved formulary. We will finalize review of the approved formulary 
within a year.  


 


P&T Committee deliberations of a drug’s placement on the formulary and any restrictions 
will consider resources including, but not limited to: DHCFP requirements, information 
from nationally recognized compendia and peer-reviewed studies, P&T Committee 
recommendations and information, our medical and pharmacy claims experiences, and 
provider and member input. When our P&T Committee addresses drugs requiring 
medical expertise beyond its membership, our Medical Director can invite at least one 
specialist with appropriate drug or drug class knowledge who will be added to the 
Committee for that meeting as non-voting, ad hoc member.  


 


Our processes will also provide access to all new FDA-approved covered drugs by 
addition to the formulary and/or through prior authorization within 10 days from their 
availability in the marketplace. For example, if approved by DHCFP, as a general rule we 
will initially designate the new drug as non-formulary and apply standard medical 
necessity guidelines, such as a previous trial and failure or an intolerance or inadequate 
responsiveness to formulary agents, until our P&T Committee meets to review the 
clinical effectiveness, safety and cost of the new product.  
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We will follow all requirements related to submitting our formulary and changes to 
DHCFP for approval prior to implementation and annually, and notifying members and 
providers of changes to the formulary and PA requirements. 


 


PRIOR AUTHORIZATION PROCESS 
For members and prescribers requesting non-formulary drug therapy, our prior 
authorization (PA) process will enable all PAs to be submitted by phone, fax, or online 
through our secure portal using NCPDP D.0-compliant electronic prior authorization 
(ePA) capability. To ensure medical necessity of non-formulary drug therapies, PA 
criteria are developed by experienced and licensed health care professionals using 
evidence-based guidelines for prescribed therapies. We will minimize the need for PAs 
by educating prescribers about formulary drugs and programming automated PA 
renewals as warranted. When a claim is rejected at the point-of-sale (POS) due to a PA 
requirement, our POS messaging will inform the pharmacist of the need for prior 
authorization and when necessary provide formulary alternatives. Licensed PBM 
pharmacists and technicians review all new PA requests and authorize approval for 
those meeting PA criteria. PA criteria will be used for high-cost drugs and new-to-market 
therapies, such as Hepatitis C medications, to not only ensure medical necessity of the 
drug for the member, but to ensure overall cost effectiveness of the therapy, as well. 


 


PA requests are reviewed for completeness to ensure they meet criteria required for 
medical necessity of the prescribed therapy. PA approvals are programmed in the claims 
system, and our PBM notifies the prescriber’s office by telephone or fax in addition to 
sending a letter for confirmation. Our PBM informs us and the prescriber of PA denials 
and faxes prescribers a notice requesting formulary alternatives or other medical 
necessity criteria needing to be met. We will inform members of any denial by mail. In the 
event of difficult cases, such as those in which there are questions about standard of 
care or clinical criteria, the PBM will forward the request to our Pharmacy Director, who 
will determine exception requests and refer to our CMO as needed. To ensure medical 
necessity in these difficult cases, our Pharmacy Director and/or CMO will review all 
appeals and may contact the prescriber or enlist a clinically appropriate specialist to 
determine all appeals. We will authorize a pharmacy to dispense a 72-hour supply of 
medication while a member awaits a prior authorization or medical necessity 
determination for drug coverage. 


  
3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however this pharmacy must be 
readily accessible to all of the plan’s recipients. 


 


We will use our affiliate specialty pharmacy partner as a preferred provider. Our affiliate 
special pharmacy is licensed to provide specialty pharmacy services in all 50 states; we 
will ensure specialty pharmacy access is available to all Nevada Medicaid and Nevada 
Check Up plan members in Washoe and Clark counties. By using our affiliate as a 
preferred provider, we can more fully support individual-centric pharmacy care by using 
our integrated systems to address the member’s needs. Our specialty affiliate’s 
relationships also ensure that, should a member require a limited distribution or orphan 
drug, they can facilitate timely access and provide quality care to each member, 
regardless of therapy. Our specialty pharmacy customizes its care protocol technologies 
to meet our plan policies based on DHCFP’s requirements, to respond to changes in 
practice standards in a timely manner, and to support pilot programs and innovations 
targeted to improve specialty care. 
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3.4.6.4 The vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
vendor, to the vendor. The vendor will not terminate a current prescription without consulting with the 
prescriber. The vendor must then document the reasons a drug is not medically necessary if a current 
prescription is terminated. 


 


We will have a policy in place for transitioning members from FFS or another vendor to 
our pharmacy program, and will not terminate a member’s current prescription without 
consulting a prescriber. We have honed our transition processes based on our flexibility 
and experience with new implementations and plan expansions. Our claims system will 
be programmed to support established continuity of care (COC) requirements per the 
MSM 1200, such as 6 month COC for a minor member who has been taking a prescribed 
medication and is considered stable, and implementing 6 month COC for non-formulary 
psychotropic medications for adult and minor members being discharged from 
institutions. To support this process and minimize any delay in care due to formulary 
changes, upon receipt of pharmacy claims files from FFS or previous vendors, our PBM 
will automatically load prior authorization overrides into its claims adjudication system 
through an IT batch process which will approve the amount, duration, and scope of 
member prescriptions for those transitioning from another vendor and eligible for COC. 
We will send letters to both members and prescribers documenting the reasons a current 
drug is not medically necessary and informing them of the need for prior authorization to 
continue use of a non-formulary drug beyond the COC period. Upon receipt of a new 
prescription, medications will be subject to formulary and PA criteria. Our pharmacy 
operations will work with prescribers to transition members to formulary medications, or 
assist with requesting further prior authorization review. 


 
3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to certify 
that a specific brand of medication is medically necessary for a particular patient. The prescriber should 
document in the patient’s medical record the need for the brand-name product in place of the generic 
form. Certification must comply with the following: certification must be in the prescriber’s own 
handwriting; certification must be written directly on the prescription blank; and a phrase indicating the 
need for a specific brand is required. (An example would be “Brand Medically necessary.”)  


 


In compliance with the MSM Chapter 1200, we will determine medical necessity of 
prescribed drug therapies based upon clinical policies as well as our own appropriately 
experienced and licensed health care professionals. Members, providers and the general 
public will have access to our online pharmacy resources that show whether a drug is 
preferred and our medical necessity guidelines for all drugs that require PAs and step 
therapy, including non-formulary designations, appropriate utilization, quantity limits, or 
mandatory generic substitution. As required by DHCFP and to certify medical necessity, 
prescribers should document member need for brand name medications in a member’s 
medical record, which is subject to audit per the Medicaid Services Manual. In addition, 
prescribers must handwrite directly on hard copy prescription blanks to indicate brand 
name drug necessity. We will require pharmacies to dispense drugs based on prescriber-
designated Dispense As Written (DAW) codes on prescription forms, which provide 
guidance to the pharmacy regarding special instructions surrounding the prescription. 
For example, if a brand name drug is considered medically necessary by the prescriber, 
the prescriber shall handwrite on the prescription DAW 1 to indicate “Brand Medically 
Necessary” to the pharmacist; generic substitutions are not allowed and the brand drug 
prescription must be dispensed exactly as written. 


 
3.4.6.6 Vendors must have a Lock-In program for recipients showing drug seeking behaviors. These 
recipients are locked-in to a specific pharmacy and/or a specific physician for controlled substances only. 
They can use any pharmacy for their non-controlled medications. Criteria should include recipients 
utilizing more than one pharmacy or 3 or more physicians for controlled substances, repeated ER visits 
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for pain medication, cash payments for drugs or other drug seeking behaviors. Vendor must have a 
process where recipients can change lock in providers and have an override policy for instances where 
their locked in pharmacy is out of stock or the recipient is out of area and needs their controlled 
medication. 


 


PHARMACY LOCK-IN PROGRAM 
We will implement a Pharmacy Lock-In Program to restrict members showing drug 
seeking behaviors to a specific pharmacy and/or controlled substance prescriber. Our 
affiliate PBM has experience developing similar programs in other markets, which can be 
customized at multiple levels to meet requirements and restrictions for each member 
based on criteria including specific drug class, pharmacy NPI, and prescriber NPI, while 
still enabling members to conveniently obtain their non-controlled medications without 
restriction. Additional benchmarks used to identify members for the pharmacy lock-in 
program may include members using more than one pharmacy or 3 or more physicians 
for controlled substances and members making repeat visits to the ER for pain 
medication. In some of our affiliate plans, additional criteria for drug seeking behaviors 
also include:  


 Prescribed medications do not correlate with medical condition as identified by 
PCP, or ICD-10 code from encounter data;  


 Member receives more than five therapeutic agents per month;  


 Member receives more than three controlled substances per month 


 Member receives duplicative therapy from different prescribers;  


 Member has diagnosis of narcotic poisoning or drug abuse on file. 


 


We will implement our lock-in policy in collaboration with DHCFP, combining our 
extensive program experience with the State’s required criteria to identify members 
exhibiting drug seeking behaviors. Our PBM will conduct drug utilization (DUR) 
programs using standards, criteria, protocols and procedures in accordance with State 
and Federal requirements, including URAC and NCQA standards, to continuously 
improve care, quality and safety, including intervening with members and prescribers. To 
assist in identifying these members and prescribers, our affiliate PBM has in place 
retrospective drug utilization review (retroDUR) programs to identify patterns of potential 
Fraud, Waste and Abuse, gross overuse and inappropriate, medically unnecessary care 
among prescribers and members. Some of the DUR reports designed to monitor 
prescriber and utilization patterns to identify physicians prescribing medications with the 
potential for fraud and abuse include:  


 Utilization by member or therapy class for specified drugs 


 Prior Authorization Reports 


 Claim Detail by Physician/Physician Group/Member 


 Plan and Savings Summary Reports 


 Top Pharmacy Dispense in Dollars and Claims 


 Top Drug Classes in Dollars and Claims 


 Reject Reports (plan interventions with transaction) 


 


DUR reports and pharmacy claims will be audited on a monthly basis to identify potential 
misuse and members recommended for lock-in program inclusion. Our policy will cover 
all aspects of the pharmacy lock-in program, including a procedure for members needing 
to change pharmacies and a 72-hour emergency supply provision to provide for 
overrides in the event a locked-in pharmacy is out of stock of the medication, is unable 
to supply needed specialty medication, or the member is out of area. All lock-in members 
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will be reviewed at least annually for program adherence and prescription utilization, if 
not more frequently. 


 
3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity 
limits, etc., however plans may not use a standard for determining medical necessity that is more 
restrictive than is used in the Medicaid State Plan and MSM. 


 


Our PBM will implement utilization controls to assist in determining medical necessity 
through our claims adjudication system based on Food and Drug Administration (FDA) 
recommendations and the promotion of safe and appropriate drug utilization. For a claim 
to process successfully, it must be written within specified limitations aligned with 
DHCFP’s requirements.  


 


Our system is configured to meet plan designed limits to supervise, restrict, or control 
dispensing of specified medications. To ensure medical necessity, for example, 
prescriptions for Hepatitis C medications will be subject to prior authorization criteria 
such as documented diagnosis of HCV genotype, drug therapy prescribed by an 
appropriate specialist, age and dosage requirements are met, and quantity limits are 
within DHCFP’s accepted guidelines as per MSM Chapter 1200. Additional criteria may 
apply, but at no time will our medical necessity standards be more restrictive than 
Nevada Medicaid State Plan and MSM standards. Our affiliate specialty pharmacy is also 
supportive and aware of these utilization controls, and has the ability through our 
integrated systems to implement these controls for Hepatitis C and other complex, high-
touch diseases into their care management strategies and initiatives to further ensure 
successful, medically necessary treatment on a continuous basis.  


 
3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug encounters 
to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates from 
manufacturers. The encounters shall be submitted in a mutually agreed upon format and in a mutually 
agreed upon timeframe, but no less than quarterly. The vendor agrees to modify the pharmacy claims 
processing systems to accommodate additional data elements in compliance with current National 
Council for Prescription Drug Programs (NCPDP) transactions standards and guidelines, such that 
pharmacy encounters can be submitted by the DHCFP for rebates. 
Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP or its vendor, the 
vendor shall, if needed, correct and resubmit any disputed encounters and send a response file that 
includes: corrected and resubmitted encounters and/or an explanation of why the disputed encounters 
could not be corrected. 


 


ENCOUNTER SUBMISSION TO SUPPORT DHCFP REBATE PROGRAM 
We benefit from our parent company’s experience in successfully supporting encounter 
data requirements for Managed Medicaid health care programs. In accordance with the 
Affordable Care Act and federal drug rebate program, we will submit NCPDP-compliant 
encounters to DHCFP on a mutually agreed upon schedule, but no less than quarterly, in 
a format that meets DHCFP’s established file requirements. We will not negotiate rebates 
with manufacturers for pharmaceutical products listed on the FFS formulary. DHCFP or 
its designated vendor will negotiate these rebate agreements and use our encounter data 
to secure federal rebates. 


 


In conjunction with our affiliate PBM, we are prepared to assist the State with data, 
reports, and policy support to ensure their rebate goals are achieved. Our PBM has direct 
experience supporting federal rebates due to States. Our PBM has procedures in place to 
review, calculate, and report on rebates, and our processing systems will accommodate 
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data elements in compliance with NCPDP standards and guidelines at all times, such that 
pharmacy encounters can be submitted by DHCFP for rebate collection.  


 


DISPUTED PHARMACY ENCOUNTERS 
Our PBM will assist us and DHCFP, as needed, to investigate, correct, and resubmit any 
disputed encounters within the 60 calendar days of receipt per contract timeframes. Our 
affiliate PBM’s existing contracts in other markets explicitly require support for resolving 
disputes from pharmaceutical manufacturers, though all states where the PBM serves a 
Medicaid population implicitly require this capability. We will use an issue tracking 
system when notified of a dispute to record the actions to resolve the issue. Depending 
upon the nature of the rebate dispute, PBM staff will reach out to the submitting 
pharmacy to obtain evidence as to the validity of the prescription. If there are any 
mistakes along the way, the PBM will initiate reversal of the pharmacy claim(s) and 
resubmission of any corrected information within 60 days. In accordance with the 
Systems Companion Guide to be developed in collaboration with DHCFP, our affiliate 
PBM will implement a process to provide a response file of all corrected and resubmitted 
encounters, along with a detailed explanation report if any disputed encounters cannot 
be corrected.  


 
3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) 
codes and related information necessary for the DHCFP to process the claim for rebates. Covered 
outpatient drugs dispensed to individuals eligible for medical assistance who are enrolled with the vendor 
shall be subject to the same rebate requirements as the DHCFP is subject under Section 1927 and the 
DHCFP shall collect such rebates from manufacturers. The vendor shall report to the DHCFP, on a timely 
and periodic basis specified by the U.S. Secretary of Health and Human Services (Secretary), information 
on the total number of units of each dosage from and strength and package size by NDC of each covered 
outpatient drug dispensed to recipients for which the entity is responsible for coverage (other than 
outpatient drugs) and other data as the Secretary determines necessary. 


 


ENCOUNTER CLAIMS DATA 
Our claims system will mandate providers submit NDC codes and related information 
necessary for DHCFP to process claims for rebates, including claims for covered 
outpatient drugs subject to rebate requirements under Section 1927. Regardless if we or 
our affiliate PBM have an existing rebate agreement with a manufacturer, all Nevada 
Medicaid and Nevada Check Up outpatient drug claims, including provider-administered 
drugs, will be rebateable to DHCFP. 


 


Our claims system maintains a customizable table to validate inbound HCPCS codes are 
appropriate for each claim’s NDC codes. If HCPCS and NDC codes do not match for a 
claim, it will pend for additional investigation by our claims specialists, who will analyze 
for appropriateness and potential fraudulent billing practices. As multiple NDCs are 
linked to a single HCPCS code, the accurate use of NDC numbers is critical to correctly 
identifying drugs and manufacturers for DHCFP to invoice and collect rebates. Our 
affiliate PBM uses our integrated software to electronically send processed drug claims 
data to our data warehouse, which is configurable to meet all DHCFP-defined program 
requirements. For every clean claim, our encounter data displays the same line item 
details as received on the claim, regardless of claim type and disposition. We will provide 
all rendered services, rendering provider’s identification numbers, and billed amounts, 
as well as an indication whether the claim is original, adjusted, voided, denied, 
replacement, or from a capitated service. Our integrated software allows us to provide 
pharmacy claims information to DHCFP so Nevada may perform all drug rebate activities 
for FFS drug claims. On a timely basis, we agree to report to DHCFP information on the 
total number of units of each dosage form and strength and package size by NDC of each 
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covered outpatient drug dispensed to members, and other data as necessary by the 
Secretary.  


 


3.4.7 Children with Special Health Care Needs (CSHCN) and Mental Health 
Services for Adults 
3.4.7.1 The vendor benefit package must include certain services for recipients with special health care 
needs, including CSHCN, Early Intervention, and mental health services for adults. The vendor must 
reimburse certain types of providers with whom formal contracts may not be in place and coordinate 
these services with other services in the benefit package. 


 


BENEFIT PACKAGE FOR MEMBERS WITH SPECIAL HEALTH CARE NEEDS 
We will cover all required services for members with special health care needs, including 
CSHCN, Early Intervention, and adult mental health services.  


 
REIMBURSEMENT WHEN FORMAL CONTRACTS ARE NOT IN PLACE AND 
COORDINATION OF THESE SERVICES 
We will reimburse providers including out-of-network and out of state providers, highly 
qualified specialists, DHHS divisions that provide related services (DPBH, ADSD and 
DCFS), and others with whom formal contracts may not be in place. Our Care Managers 
will coordinate these services with other services in the benefit package. 


 


As described in more detail in our response to requirement 3.4.14, we will coordinate 
covered services with services the member receives from non-network providers and 
other vendors, including dental. To coordinate covered and non-covered services and 
provide a seamless experience of care for the member, our Care Managers will: 


 Assess members for non-covered service needs 


 Provide referrals and assistance in connecting to appropriate community 
resources and social service programs (including supportive housing) 


 Share information with non-covered service providers and vendors (consistent 
with the confidentiality requirements in 45 CFR Parts 160 and 164) 


 Communicate with and solicit information from non-covered services providers 
and vendors regarding identification and assessment of special health care needs 
to prevent duplication of services and ensure continuity of care 


 Facilitate communication among the member’s network providers and non-
covered service providers to ensure a coordinated, team approach to care. 


 
3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who are 
determined through an assessment by appropriately qualified health care professionals to need a course 
of treatment or regular care monitoring. The treatment plan must be: 
 
A. Developed by the recipient’s primary care provider with recipient participation, and in consultation with 
any specialists caring for the recipient; 
 
B. Approved by the vendor in a timely manner, if approval is required by the vendor; and 
 
C. In accordance with any applicable State quality assurance and utilization review standards. 
 
Must have a mechanism in place to allow these recipients direct access to a specialist through a standing 
referral or an approved number of visits, as deemed appropriate for the recipient’s condition and identified 
needs.  
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TREATMENT PLANS FOR MEMBERS WITH SPECIAL HEALTH CARE NEEDS 
As described in detail in our response to requirement 3.10.20, when an assessment 
determines that a member, including a member with special health care needs, needs a 
course of treatment or regular care monitoring, a Care Manager will be responsible to 
ensure we produce a person-centered care plan for the member. Our care plan will be 
comprehensive, addressing the full range of assessed needs and member goals and 
preferences for health, behavioral health, dental, long term support, social, and other 
services. The care plan will incorporate any treatment plans developed by the member’s 
treating providers. The Care Manager will facilitate the creation and joint efforts of an 
interdisciplinary team to develop the care plan. This team will consist of the member, 
their caregiver/family and any appropriate informal supports desired by the member, the 
PCP, any specialists caring for the member, other treating network and non-network 
providers, and any external case managers. The Care Manager will share assessment 
and other information with the team members, including recommendations for services 
and interventions to be included in the Care Plan. Please see our response to 
requirement 3.10.20.2 for more details on the care plan development process. 


 


In addition to involving the Member, caregiver/family, PCP, and any specialists and other 
providers caring for the member in care plan development, the Care Manager will 
educate the PCP and other providers about the importance of involving the member and 
caregiver/family in development of the provider’s treatment plan. Care Management staff 
will facilitate member and caregiver/family participation in treatment plan development, 
such as by ensuring availability of an interpreter for provider visits and helping the 
member understand provider recommendations. 
 


We will approve services included in the care plan or provider treatment plans in a timely 
manner. The Care Manager will ensure that care plan services meet all applicable State 
quality assurance and utilization review standards. If a provider treatment plan includes 
any services that require authorization, our Utilization Management staff will review and 
approve services as described in more detail in our response to requirement 3.4.2. Within 
a timeframe consistent with the member’s needs, we will provide any needed 
authorizations to applicable providers. This will include, but not be limited to a standing 
referral or approved number of visits (as appropriate to the member’s assessed needs 
and as recommended by the PCP and treating specialists) to needed specialists to allow 
for direct member access to the specialist. 


 
The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and Reporting Guide 
of this RFP for all SED and SMI referrals and determinations, and must reimburse providers of these 
services pursuant to the referenced Nevada Medicaid policies and procedures.  


 


We affirm that we will adhere to MSM Chapter 400, and Section 5 of the Forms and 
Reporting Guide of this RFP for all SED and SMI referrals and determinations, and will 
reimburse providers of these services pursuant to the referenced Nevada Medicaid 
policies and procedures. Please see our response to requirement 3.4.4.2 F for more detail 
regarding our process for SED/SMI referrals and determinations. 


 


3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant 
Drugs 
These services are covered, with limitations, when medically necessary. Coverage limitations for these 
services are defined in the Title XIX and Title XXI State Plans. The DHCFP covers Corneal, Kidney, Liver 
and Bone Marrow transplants and associated fees for adults. For children up to age 21, any medically 
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necessary transplant that is not experimental will be covered. The vendor may claim transplant case 
reimbursement from the DHCFP for in-patient medical expenses above the threshold of $100,000 in a 
State Fiscal Year (July 1 – June 30). 75% of the expenses above $100,000 are reimbursed to the vendor. 


 


We will provide coverage of medically necessary organ and tissue transplants and 
related immunosuppressant drugs as required by DHCFP and the Title XIX and Title XXI 
State Plans. We affirm our understanding that we may claim transplant case 
reimbursement from DHCFP for inpatient medical expenses above $100,000 in a State 
Fiscal Year, and that DHCFP will reimburse 75% of expenses over $100,000.  


 


Through our specialized Transplant Care Management Program, a dedicated group of 
clinical staff with advanced training on transplant protocols will facilitate medical 
necessity review and conduct care management for all potential transplant cases. The 
Transplant Team is overseen by our Vice President of Medical Affairs and supported by 
two additional physicians who have access to external board-certified review physicians 
as needed. The Transplant Team will work closely with the member’s primary/specialty 
care providers and the transplant provider team to obtain necessary clinical information 
and required lab work to facilitate timely evaluation of transplant candidates, assist in 
processing prior authorization requests for transplant services, and coordinate with the 
reinsurance vendor to ensure appropriate provider contracts are in place. The Transplant 
Team will assist members in coordinating needed care and transportation and lodging 
for out-of-town evaluations or procedures, and follow up with members for up to 12 
months post-transplant to ensure appropriate follow up care and monitor progress. 


 


In addition to facilitating services through Nevada resources such as University Medical 
Center of Southern Nevada’s Center for Transplantation, we will connect members as 
needed to the resources available through our expansive Transplant Network that 
includes, but is not limited to Transplant Centers of Excellence as designated through: 


 Interlink’s Transplant Network, which provides adult and pediatric transplant 
Centers of Excellence in 28 states, including a full range of solid organ and bone 
marrow transplants.  


 Cigna LifeSOURCE, which contracts with over 700 transplant programs at more 
than 155 independent transplant centers 


 Cofinity’s Institutes of Excellence, which provides access to a select network of 
transplant facilities meeting enhanced outcome standards.  


 Optum Transplant Centers of Excellence Network, which provides access to 127 
transplant centers covering 574 adult transplant, and 62 centers offering 261 
pediatric transplant programs.  


 


3.4.9 Out-of-Network Services 
If the vendor’s provider network is unable to provide medically necessary services covered under the plan 
to a particular recipient, the vendor must adequately and timely cover these services out of network for 
the recipient for as long as the vendor is unable to provide them. The vendor benefit package includes 
covered medically necessary services for which the vendor must reimburse certain types of providers with 
whom formal contracts may not be in place. The vendor must also coordinate these services with other 
services in the vendor benefit package. The services/providers are as follows: 


 


PROVIDING ADEQUATE AND TIMELY COVERAGE WHEN A SERVICE IS NOT 
AVAILABLE IN NETWORK 
In the event that our provider network is unable to provide medically necessary services 
covered under the plan to a particular member, we will provide adequate and timely 
coverage of the needed services through an out of network (OON) provider for as long as 
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we are unable to provide the services in network. We operate a comprehensive and 
broad network, always striving to offer the best access, including the most diverse and 
highest quality physicians available. Using a variety of data points, along with input from 
providers, members, and other stakeholders, we continuously build and maintain a 
network that not only meets our credentialing and quality standards but reflects existing 
referral patterns, care and services. 


 


We will require Prior Authorization of all OON services prior to the provision of the 
services (except in an emergency, for urgent care, or for certain stabilization services). 
UM staff reviews the request and supporting information against medical necessity 
criteria and the existing network. Through these reviews, they determine whether there is 
a contracted provider appropriate for the member’s needs, or a more conservative or 
substantially less costly treatment, service, or setting available within the network to 
achieve the desired health outcome. For new members already receiving ongoing 
services, a UM nurse outreaches to the provider, previous MCO, and others, as 
necessary, to request previous authorization and other information needed to support an 
authorization for continuation of those services during the transition period.  


 


Once it is determined that the OON provider is the most appropriate option, the UM nurse 
generates an authorization, and communicates the determination and authorization 
information to the requesting provider and member. UM staff contacts the OON provider 
to educate them on our UM policies, the scope of the authorization, and any 
requirements for submitting clinical information or collaborating with the recipient’s Care 
Manager to manage transitions of care and/or update the Care Plan, as appropriate. The 
UM Nurse may facilitate transfer to a contracted facility or provider, when clinically 
appropriate, or continue to monitor the recipient’s condition while being treated by the 
OON provider. 


 


REIMBURSING AND COORDINATING MEDICALLY NECESSARY OUT OF 
NETWORK SERVICES  
As described below, we will reimburse certain types of providers with whom we do not 
have a formal contract when the service is medically necessary and included in the 
benefit package, and coordinate these services with other covered services in the benefit 
package,.  


 
3.4.9.1 Out-of-Network Providers 
 
A. When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the 
recipient needs to see a specialist for which the vendor has no such specialist in its network), the vendor 
must: 
 
1. Coordinate the care with out-of-network providers;  
 
2. Offer the opportunity to the out-of-network provider to become part of the network; and 
 
3. Negotiate a contract to determine the rate prior to services being rendered or pay no more than the 
Medicaid FFS rate.. 


 


COORDINATING CARE PROVIDED BY OUT OF NETWORK PROVIDERS 
When it is necessary for a member to obtain services from OON providers (i.e. the 
member needs to see a type of specialist that is not available in network), we coordinate 
the OON care as we do all care the member receives, following procedures that include 
proactive assistance to help connect members to needed services as well as 
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communicating and sharing information with providers across all Care Management 
activities (assessment, care planning, implementation, monitoring, and reassessment) to 
support a true team-based approach to the member’s services. These procedures 
include: 


 Providing referrals and assistance in connecting to the necessary OON provider. 
Care Management staff proactively assist members to access needed providers 
and services by providing information and guidance; assisting them to schedule 
appointments; and following up to ensure the member is able to access the 
provider/services and that they are meeting the member’s needs.  


 Share information necessary to coordinate services (such as assessments, 
member goals and preferences, and the care plan) with the OON provider 
(consistent with the confidentiality requirements in 45 CFR Parts 160 and 164)  


 Communicate with and solicit information from the OON provider regarding 
member needs and progress. This will include but not be limited to inviting the 
OON provider to participate when needed in care conferences and discharge 
planning. 


 Facilitate communication and sharing of monitoring information between the OON 
provider and any other providers treating the member. 


 


In addition, with appropriate consent and in compliance with all federal and state privacy 
laws and regulations, OON providers serving members may register to use our Provider 
Portal. This will allow the OON provider to see the member’s health record, care plan, 
and utilization information to obtain a holistic view of the member’s needs and care, and 
facilitate their ability to integrate care. Our enterprise Management Information System 
(MIS) includes an integrated data warehouse which combines data from our operational 
systems (e.g. claims, enrollment, eligibility, care management, member and provider 
services), with external data when available.  


 


OFFERING NETWORK PARTICIPATION TO OON PROVIDERS 
In an effort to continuously grow the value and comprehensiveness of our network, as 
we identify OON providers who provide medically necessary covered services not 
available in our network (as well as those providing services that are available in network 
to new members transitioning into our MCO), it is standard practice to offer those 
providers a contract to participate in our network. We educate OON providers who are 
currently, or will be, providing care to our members on the benefits of participating in our 
network, the process for applying for participation, and the support available to them 
from our Contracting and Credentialing Departments.  


 


NEGOTIATING A CONTRACTED RATE OR PAYING NO MORE THAN MEDICAID 
FFS RATE  
When a member requires services from an OON provider, a UM Nurse refers the request 
to our Contracting Department to offer them the opportunity to join the network and 
negotiate a rate for the required service. If the OON provider chooses to contract, this 
information is noted in the authorization. If the provider is a hospital, reimbursement 
follows the Nevada Medicaid reimbursement methodology. If the provider declines to 
contract, the Contracting staff execute a Single Case Agreement. The Contracting 
Department negotiates the rate with the provider prior to services being rendered or we 
pay no more than Medicaid FFS. 


 
3.4.9.2 Emergency Services 
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A. The vendor must cover and pay for emergency services both in and out of state regardless of whether 
the provider who furnished the services has a contract with the vendor. The vendor must pay the out-of-
network provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate no more than the FFS rate.  


 


We understand our responsibility for coverage and payment of emergency services and 
the requirements of this Scope of Work. The plan will pay no more than FFS for out of 
network ER services. 


 
B. No prior or post-authorization can be required for emergency care provided by either network or out-of-
network providers. The vendor may not deny payment for treatment obtained when the recipient has an 
emergency medical condition and seeks emergency services, applying the “prudent layperson” definition 
of an emergency; this includes the prohibition against denying payment in those instances in which the 
absence of immediate medical attention would have resulted in placing the health of the recipient in 
serious jeopardy, serious impairment to bodily function, or serious dysfunction of any bodily part or organ. 
The vendor may not deny payment for emergency services treatment when a representative of the 
vendor instructs the recipient to seek emergency services care.  


 


We do not and will not require prior or post-authorization for emergency care by in or 
out-of-network providers. We will cover all emergency services to screen and stabilize a 
member without prior approval or subsequent record reviews. We will follow prudent 
layperson standards without denying any emergency claim as provided in our 
Emergency Services Policy. This includes, but is not limited to, payment for emergency 
services where an authorized representative, acting for the organization, including the 
member’s PCP, has directed the member to access emergency services, including 
services to an out of network provider.  


 


While we will cover the medical screening examination and other medically necessary 
emergency services without regard to whether the condition ultimately meets the 
prudent layperson standard, we will follow up with members who present to the ER for 
non-emergency services and provide appropriate education on prudent layperson and 
the appropriate use of ER and urgent care services. We will also follow up with referring 
providers on appropriate referral and follow up care for members.  


 
C. Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover 
emergency services based on the emergency room provider, hospital, or fiscal agency not notifying the 
recipient’s PCP, Vendor, or the DHCFP of the recipient’s screening, and treatment within ten (10) 
calendar days of the presentation for emergency services. 


 


We will adhere to the requirements of section 42 CFR 438.114 and ensure emergencies 
services are not limited or refused. 


 
D. A recipient who has an emergency medical condition may not be held liable for payment of subsequent 
screening and treatment needed to diagnose the specific condition or stabilize the patient. The vendor is 
responsible for coverage and payment of services until the attending physician or the provider actually 
treating the recipient determines that the recipient is sufficiently stabilized for transfer or discharge and 
that determination is binding on the vendor. 


 


We understand and will comply with the requirements of this Scope of Work. Members 
may not be held financially for liable for screenings and treatment needed to diagnose 
their specific condition or to stabilize. The health plan understands we are financially 
responsible for payment of emergency services until one of the above criteria is met. 
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E. Non-emergent services provided in an emergency room are a covered service. Providers are expected 
to follow national coding guidelines by billing at the most appropriate level for any services provided in an 
emergency room setting. 


 


We understand non-emergent services provided in the emergency room are covered 
services and will adhere to all rules and regulations surrounding non-emergent services 
and billing.  


 


We will tailor the proven techniques, policies, procedures, and initiatives of our affiliate 
plans use to control avoidable hospital and ER admissions including:  


 Educating all members on available benefits 


 Including preventive services  


 How to access care appropriately 


 


We also educate providers on billing at the most appropriate level and national coding 
guidelines in our provider billing manual. 


 


3.4.10 Post-Stabilization Services 
3.4.10.1 The vendor is financially responsible for:  
A. Post-stabilization services obtained within or outside the network that are pre-approved by a network 
provider or organization representative;  


 


We recognize we are financially responsible for post-stabilization services obtained 
within or outside the network that are pre-approved by a network provider or 
organization representative. This will be reflected in our Post-Stabilization policies and 
procedures, in accordance with this Section 3.4.10, and our system configuration and 
authorization process to ensure appropriate payment.  


 
B. Post-stabilization services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but administered to maintain the recipient's 
stabilized condition within one (1) hour of a request to the vendor for pre-approval of further post-
stabilization care services; and 


 


Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, will be the financial 
responsibility of and paid by plan when administered to maintain the member's stabilized 
condition and provided within one (1) hour of request for pre-approval of further post-
stabilization care services, as will be reflected in our Post-Stabilization policies and 
procedures, facility contracts, provider manuals, and training curriculum.  


 
C. Post-stabilization care services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but are administered to maintain, improve, or 
resolve the recipient's stabilized condition if vendor does not respond to a request for pre-approval within 
one (1) hour, or the vendor cannot be contacted or the vendor and the treating physician cannot reach an 
agreement concerning the recipient's care and a network provider or other organization representative is 
not available for consultation. In this situation, the vendor must give the treating physician the opportunity 
to consult with a network physician and the treating physician may continue with care of the recipient until 
a network physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 
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Our policy is to respond to all pre-approval requests for post-stabilization services within 
one hour. If we do not respond within one hour, cannot be contacted, or the treating 
physician cannot reach an agreement concerning the member's care and a network 
provider or other organization representative is not available for consultation, the 
treating physician may continue care of the member until a network physician is reached 
or one of the following criteria is met in 42 CFR 438.114(e) and 42 CFR 422.113. In this 
situation, we will be financially responsible for and appropriately pay for the non-
approved post-stabilization care services provided up until this time (see 3.4.10.1.D 
below), as will be reflected in our Post-Stabilization policies and procedures, facility 
contracts, provider manuals, and training curriculum.  


 
D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for post-
stabilization care it has not pre-approved ends when a network physician with privileges at the treating 
hospital assumes responsibility for the recipient’s care or a network physician assumes responsibility for 
the recipient's care through transfer or the vendor and the treating physician reach an agreement 
concerning the recipient's care or the recipient is discharged. 


 


Our financial responsibility for post-stabilization care that has not been approved as 
described in Section 3.4.10.1.C will end upon any one of the following occurrences: 1) 
when a network physician with privileges at the treating hospital assumes responsibility 
for the member’s care; 2) a network physician assumes responsibility for the member’s 
care through transfer; 3) we reach an agreement with the treating physician concerning 
the member’s care; or 4) the member is discharged, whichever occurs first. This will be 
reflected in our Post-Stabilization policies and procedures, facility contracts, provider 
manuals, and training curriculum, in accordance with 42 CFR 438.114(e) and 42 CFR 
422.113. 


 
E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by an 
out-of-network provider to a recipient may be no greater than the amount the vendor would charge if the 
services had been obtained in network.  


 


Plan agrees that post-stabilization care services provided by an out-of-network provider 
to a plan's member will be assessed at an amount no greater than if the services had 
been obtained in network, as per CFR 438.114(e). 


 
3.4.10.2 Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC) 
The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural 
Health Clinic (RHC). Vendors may enter into contracts with FQHCs or RHCs provided that payments are 
at least equal to the amount paid to other providers for similar services. If the vendor does not have a 
contract with an FQHC or RHC, the vendor must pay at a rate equivalent to the FFS rate. This does not 
apply to out of network providers of emergency services. The vendor must demonstrate a good faith effort 
to negotiate a contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC 
providers in the vendor’s network. Contracting with just one provider at each FQHC or RHC does not 
constitute a good faith effort to include the FQHC or RHC in the vendor’s network. The vendor must 
report to the DHCFP payments and visits made to FQHCs and/or RHCs. The DHCFP is responsible for 
FQHC wrap payments; MCOs will be responsible for quarterly reporting on FQHC/RHC activity.   


 


Inclusion of FQHCs and RHCs is a core tenet of our Medicaid model and a key network 
development strategy. It is our goal to contract with all FQHCs, RHCs and their affiliated, 
licensed and qualified providers in all contracted service areas. We have met and visited 
with all FQHCs & RHCs as well as obtained LOIs through our partnership with the PCA. 
Nationally, we have contracts with 2062 FQHCs and 1683 RHCs. We will contract at rates 
no less than the amount paid to other providers for similar services. In addition, we will 
offer incentives and value-based purchasing models to qualifying clinics that promote 
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quality and reward performance of our FQHC and RHC partners. If we are unable to 
successfully negotiate a contract, we will pay for non-emergency out of network services 
at a rate equal to the FFS rate. Leveraging our robust IT and reporting platform, we will 
submit quarterly reports on FQHC/RHC activity and report to DHCFP payments and visits 
made to FQHCs and/or RHCs at a frequency, method and format prescribed by DHCFP. 
This reporting will demonstrate our support of FQHCs/RHCs and help ensure appropriate 
DHCFP FQHC wrap payments. 


 


3.4.11 Out-Of-State Providers 
When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the vendor 
must negotiate a contract to determine the rate prior to services being rendered. The vendor must inform 
the provider to accept vendor reimbursement as payment in full. The only exception is for TPL. The OOS 
provider must not bill, accept or retain payments from Medicaid or Nevada Check Up recipients.  


 


We affirm our compliance with RFP 3.4.11 regarding out-of-state (OOS) provider payment 
rates and prohibition on billing members. We recognize that Nevada Medicaid has 
catchment areas in California, Arizona, Idaho and Utah which are treated the same as in 
state. We acknowledge that, in accordance with RFP 3.1.7, DHCFP requires access to 
out-of-state treatment for a member when there is not a provider in Nevada who is able to 
provide services to the member. 


 


We will negotiate and execute a Single Case Agreement (SCA) with OOS providers prior 
to services being rendered. The SCA specifies the payment rate, the requirement for 
acceptance as payment in full with the exception of third party liability (TPL), and the 
prohibition on payments from Medicaid or Nevada Check Up members. 


 


3.4.12 Obstetrical/GYN Services 
3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor’s program for maternal high risk factors. These services are defined as preventive 
and/or curative services and may include, but are not limited to, patient education, nutritional services, 
personal care services or home health care, substance abuse services, and care coordination services, in 
addition to maternity care. Any identification of high-risk factors will require the PCP, OB provider, case 
manager or other health care professional to refer the woman who is determined to be at risk for preterm 
birth or poor pregnancy outcome to the vendor’s Case Manager. As appropriate, the vendor shall assist 
the recipient in contacting appropriate agencies for care coordination of non-covered/carved-out plan 
services or community health information. The vendor’s Case Manager will begin medical case 
management services for those risk factors identified.    


 


As described below, we will ensure that our members who are pregnant are screened for 
maternal high risk factors. If high risk factors (including but not limited to risk for pre-
term birth or poor pregnancy outcome) are identified by our staff or by the PCP, OB 
Provider, other health care professional, or other Care Manager, we will require that they 
refer the member to our Perinatal Management program. A Care Manager will contact the 
member to educate them and encourage them to enroll in our Perinatal Management 
Program. Our Program, described in more detail in our response to requirement 3.9.2.4, 
includes care management for identified risk factors as well as care coordination to 
connect the member to needed preventive and/or curative services (such as patient 
education, nutritional services, medically necessary personal care services or home 
health care, and substance abuse services) as well as to appropriate agencies for 
coordination of non-covered/carved-out plan services or community information.  
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SCREENING PREGNANT WOMEN 
We conduct a Health Risk Screening (HRS) of all new members within 90 days of 
enrollment (if we know the member is pregnant, we complete the HRS within 30 days). If 
the HRS identifies a member as pregnant, or if we otherwise become aware that a 
member is pregnant, we complete a comprehensive screening for maternal health risk 
factors through our Notification of Pregnancy (NOP) form process. The NOP assesses 
obstetric history, substance use, previous pre-term delivery, domestic violence, and 
existence of chronic or complex conditions such as diabetes or mental illness. 
 
ENSURING HEALTH RISK SCREENING 
As further detailed in 3.7.5.5 and in 3.10.20.2.B.1, we use multiple strategies and make at 
least three attempts to complete a HRS on all new members. These strategies include 
Welcome calls and visits, New Member packets, and in-person New Member Orientation 
sessions during implementation and open enrollment periods. The HRS identifies any 
physical, BH, social and/or functional needs and determines, among other things, 
whether a new member is pregnant.  
 
IDENTIFYING PREGNANT WOMEN THROUGH OTHER MEANS 
To ensure that we identify new pregnant members as early as possible, we also identify 
possible pregnancies by reviewing the eligibility file as well as claims and utilization data 
that might indicate pregnancy. In addition, we educate members to contact us if they 
become pregnant. This education occurs through our Welcome Calls/visits, our Member 
Handbook on our website, our mobile application for members, and during outreach 
contacts by our staff. 
 
ENSURING MATERNAL RISK SCREENING  
Once we identify a pregnant member, we will work with the member’s provider to 
complete a maternal risk screening through our NOP process. We require providers to 
complete the NOP as soon as they become aware of the member’s pregnancy. Any of our 
member-facing staff who identifies a pregnant member will work with the member to 
complete the NOP assessment. Members also may complete the assessment on our 
secure member portal or by calling our Member Services call center.  
 
We conduct member education efforts, many in conjunction with community-based 
organizations and local health departments, to highlight the importance of early prenatal 
screening for maternal risk factors. These efforts will include providing information 
during contacts with members, on our member website, and via our mobile application 
on the availability of prenatal care, including preventive and curative services to address 
any identified maternal risk factors. 
 
Perinatal Depression Screenings. We screen all pregnant members for depression using 
the Edinburgh Depression Screening. We provide this tool in every prenatal mailing, 
along with information about perinatal depression and the risks of substance use during 
pregnancy. For returned screens that score moderate to high risk for depression, we 
outreach to provide additional education and facilitate access to behavioral health care 
services.  
 
CARE MANAGEMENT FOR HIGH RISK MATERNITY 
We will provide care management and coordination of physical, behavioral health, and 
other services, including coordination with non-covered/carved out services, through our 
award-winning, best practice Perinatal Management Program (described in more detail in 
3.9.2.4). The Program addresses maternal high risk factors and supports appropriate 
pre/post-natal care. The program serves as the umbrella for all of our perinatal 
management efforts, including but not limited to efforts to address preterm birth and 
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perinatal depression and substance use. Program staff assist members, in person when 
necessary, to access prenatal and postpartum care; provide education related to their 
health care needs; address social needs and concerns; and connect members to 
appropriate specialists and non-covered services, such as specialty, behavioral health, 
SUD and dental services; and facilitate access to community resources.  
 
CARE COORDINATION 
For all pregnant members, our Program provides care coordination to ensure access to 
needed covered and non-covered services and community resources. Program staff 
assist members to schedule appointments, arrange transportation, find child care, and 
address any other barriers to access. We also assist members to contact appropriate 
agencies for care coordination of non-covered/carved-out plan services or community 
health information, and work with staff from other agencies and entities to coordinate our 
joint efforts on behalf of the member. 
 
CARE MANAGEMENT 
For moderate risk pregnant members such as those with a controlled chronic condition, 
and first time mothers who may have limited knowledge of prenatal care importance, a 
Care Manager will provide support and education at least once per trimester and more 
often as indicated. For high-risk members, including but not limited to members who 
previously had a high risk pregnancy or adverse pregnancy outcomes, including preterm 
delivery, a Care Manager will work with the member, family, and maternity provider to 
complete a comprehensive assessment of health and pregnancy risk factors. They will 
develop and implement a care plan that addresses the member’s full range of physical 
health, BH, social, and other needs, and follow up every two weeks, or more often as 
indicated. High-risk members may receive in-home monitoring by a nurse. Care 
Managers will provide education throughout the pregnancy and the postpartum period, 
including about depression, substance use disorder issues, and reproductive life 
planning.  
 
3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site 
reviews as needed to validate coordination and assess medical management of prenatal care and high-
risk pregnancies. 


 


We will fully cooperate with DHCFP and/or the External Quality Review Organization and 
accommodate all requests to conduct on-site reviews of our prenatal care coordination 
and medical management programs for high-risk pregnancies. All of our high-risk OB 
Care Management (CM) documentation will be readily accessible and available for review 
as needed during onsite reviews. Our Health Management Platform facilitates the 
development by our CM team, together with providers and members, of a single 
integrated care plan unique for each member. Our CM documentation includes, but is not 
limited to, the following: referrals, screening, comprehensive assessment/reassessment, 
obstetric and medical history, behavioral health history, developmental history, current 
medical and behavioral health conditions, medication history, psychosocial issues, legal 
issues, personalized care planning, provider treatment plans, testing, progress/contact 
notes, discharge plans, aftercare, transfers, coordination/linking of services, gaps in 
care, monitoring of services and care, and follow-up. Our affiliate MCOs routinely 
perform monthly audits of a sample of CM records to evaluate compliance with our CM 
documentation standards. Their CM staff consistently score in the 95 – 98% range (target 
90%) on their CM audits. 


 
3.4.12.3 Obstetrical Global Payment 
A. Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in 
payment to the obstetrician. Payment to the delivering obstetrician for normal routine pregnancy shall be 
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based upon the services and number of visits provided by the obstetrician to the pregnant woman through 
the course of pregnancy. Payments are determined by Current Procedural Terminology (CPT) codes 
submitted by the provider. The vendor must provide separate payment for covered medically necessary 
services required as a result of a non-routine pregnancy.  


 


We affirm our compliance with the state’s requirements to pay the obstetrical global 
payment to delivering obstetricians for normal routine pregnancies. Our Claims 
Management Department has policies, procedures, and system edits in place to support 
these requirements. Our payment polices do not use the pregnant member enrollment 
date, or time frame, to determine payment to the provider. For a normal routine 
pregnancy, our claims processes evaluate all services and visits submitted throughout 
our member’s pregnancy to determine payment. Our policies and claim adjudication 
processes base payments on Current Procedural Terminology (CPT) and diagnosis 
codes submitted by the obstetrician or provider. The use of these codes allows us to 
identify any non-routine pregnancy, validate medical necessity, additional covered 
services, and process separate payment for these covered services.  


 
B. A global payment will be paid to the delivering obstetrician, regardless of network affiliation, when the 
recipient has been seen seven (7) or more times. If the obstetrician has seen the recipient less than 
seven (7) times, the obstetrician may be paid according to a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes.  


 


We will issue the obstetrical global payment to in-network and out-of-network delivering 
obstetricians when our member has been seen seven (7) or more times. Our Claims 
Processing System (CPS) has edits in place to validate the number of visits per 
obstetrician. If the member has less than seven (7) visits with the obstetrician, we have 
edits configured in our CPS to process payments for pregnancy-related CPT codes. Our 
CPS affords us the flexibility to configure fee schedules for obstetricians with payment 
rates that may be at negotiated rates that are less than the FFS rates.  


 
C. Network Providers 
 
1. For all cases, the vendor must have policies and procedures in place for transitioning the eligible 
pregnant recipient to a network provider.  
 
a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.  
 


 


In many cases, members who are transitioning into our health plan are receiving their 
care from traditional Medicaid providers, such as Federally Qualified Health Centers, 
Rural Health Centers, and Department of Health/Public Health clinics. Since we base our 
network on these traditional providers, new members are often already receiving care 
from a provider in our network and there is no need to transition care. However, in the 
case that a new pregnant member is receiving services from a non-network OBGYN, we 
transition the member into our health plan by identifying them as quickly as possible, 
authorizing all care during the transition period, outreaching to them and assessing risk, 
engaging them in our perinatal care management program, sharing health information 
with appropriate providers, and either contracting with the out of network provider, 
continuing the care through the post-partum visit via Single Case Agreement, or 
transitioning the member to a network provider when clinically appropriate.  
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We describe below our policies and procedures for transitioning new pregnant members 
to network providers. (See 3.9.2.4 and 3.4.2.4 for a detailed description of our approach 
to perinatal care and services.) 


 


POLICIES FOR TRANSITIONING PREGNANT MEMBERS TO NETWORK 
PROVIDERS 
We allow pregnant members to continue using their existing OBGYN if at all possible. We 
authorize any existing ongoing services for at least 30 days, regardless of Provider 
network status or what trimester the member is in. During this time we contact the 
member and their provider(s), conduct an assessment, and identify the most clinically 
appropriate care and services to meet the member’s needs.  


 


If the member has an out of network OBGYN and is in the second or third trimester, we 
allow the member to continue care with that provider through the post-partum visit. We 
educate members in their second or third trimester and their non-network providers to 
continue services through the post-partum visit. Perinatal program staff work with the 
member and provider to complete an assessment and develop a care plan, as necessary 
to address the member’s risks and needs. If the provider is unwilling to accept the 
Medicaid FFS rate, our Contracting Department completes a Single Case Agreement with 
the provider, including negotiating a rate, so we can ensure continuous care. See 3.4.9.1 
for a detailed description of how we manage OON providers and 3.4.12.3.E for a 
description of how we manage new members who enroll in the 3rd trimester. 


 


If the member is in the first trimester, we will allow the member to continue care with the 
current provider if there is a continuity of care concern, such as a high risk member who 
has a long-standing relationship with the provider. If not, we transition care to a network 
provider as described below. 


 


PROCEDURES FOR TRANSITIONING PREGNANT MEMBERS TO NETWORK 
PROVIDERS 
If we determine that a new member in their first trimester is receiving prenatal care from 
an out of network provider, we take the following steps. 


 


Outreach and Assessment. Program staff outreach to the out of network provider to 
obtain information about the member’s pregnancy, health status and risks, and existing 
services. We also request, and as necessary assist, the provider/member to complete a 
Notice of Pregnancy form and use this information to complete an assessment of 
member risks and needs.  


 


Determination of Need To Remain With Current Provider. Perinatal management program 
staff and the Medical Director review assessment information to determine whether 
transitioning the member to a network provider would jeopardize her health or 
pregnancy, or if a continuity of care concern exists (such as a member with pre-term 
labor history who has a long-standing relationship with the provider). If so, we attempt to 
contract with the provider and, if the provider is not willing to contract, we determine if 
the provider will accept the FFS Medicaid rate. If not, our Contracting Department will 
negotiate a rate and execute a Single Case Agreement. If not, we transition care as 
described below. 


 


Transferring Care To A Network Provider. If it is clinically appropriate to transition the 
member to a network provider and there is no continuity of care concern, our staff work 
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with the member to select a network provider who meets their needs. Staff collaborate 
with the member, current provider, and the new network provider to develop and 
implement a plan to safely transition care. Our staff will assist the member as needed to 
schedule and keep an appointment with the new provider, and will facilitate transfer of 
medical records and any other information necessary to ensure a safe and seamless 
transition of care and services. We educate all providers, including in network and 
appropriate out of network providers, about registration for our Provider Portal so that 
the Provider can access the member’s care plan and other information needed to provide 
and integrate care. 


 
D. Non-network Providers 
 
The vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


 


We affirm we may pay non-network providers at a negotiated rate of less than the FFS 
rates for pregnancy related CPT codes. Our Claims Processing System distinguishes 
network and non-network providers, and applies appropriate fee schedules for 
pregnancy related CPT codes for each type of provider.  


 
E. New Recipients within the Last Trimester of Pregnancy 
 
A pregnant woman who is enrolled with the vendor within the last trimester of pregnancy must be allowed 
to remain in the care of a non-network provider if she so chooses. The vendor must have policies and 
procedures for this allowance.  
 


 


Since our networks will include most of the traditional providers who serve Medicaid and 
Nevada Checkup members, such as Federally Qualified Health Centers, most new 
pregnant members will likely be receiving prenatal care from one of these contracted 
providers. However, if a new member in the second or third trimester is receiving care 
from a non-network provider, we will allow them to continue with that provider through 
delivery and the postpartum visit. Our policies and procedures, which we will provide on 
our Member Portal and discuss with new members during Welcome Calls/Visits, will 
address this allowance.  


 


Our Perinatal Management Program staff will use the pregnancy indicator on the 
enrollment file, information from the current provider, any existing claims data, 
Notification of Pregnancy (NOP) forms, the Health Risk Screening (HRS), and referrals to 
identify pregnant members and determine their current provider. If the treating provider 
is not in our network and the member is in the second or third trimester, we will instruct 
the member and the non-network provider to continue services through the postpartum 
visit.  


 


Our Perinatal Management Program staff will work with the provider to complete an 
assessment and develop any care plan necessary to address any identified risks and 
needs the member may have. Our Contracting staff will execute a Single Case Agreement 
with the provider so we can ensure continuity of care, and they will make every attempt 
to contract with the provider. If the provider refuses to contract, we negotiate a 
continuation of the Single Case Agreement as appropriate.  
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Regardless of the member’s trimester at enrollment, we authorize existing services and 
allow continued use of a member’s OB/GYN, if at all possible. We continue out-of-
network authorizations beyond the transition period, when necessary, to protect member 
health and safety, or when required to ensure continuous care with no disruptions. We 
also educate all providers serving our members about registration for our Provider Portal 
so that the provider can access the member’s health record, care plan (as appropriate), 
and other information needed to provide and integrate care. 


 
F. Prior Authorization  
 
The vendor’s prior authorization policies and procedures must be consistent with the provision of prenatal 
care in accordance with community standards of practice. The DHCFP, at its discretion, may require 
removal of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. The vendor is required to provide written notification to all affected 
network providers within thirty (30) days of the end of a reported quarter regarding the elimination of the 
prior authorization requirement.  


 


Our prior authorization P&Ps will be consistent with the provision of prenatal care in 
accordance with community standards of practice. As described in more detail in our 
response to Section 3.10.19.3, our Utilization Management Committee (UMC), which will 
include network providers, will be responsible for developing and regularly reviewing our 
PA policies and procedures to ensure consistency with community practice standards, 
the MSM, all state and federal regulations, and evidence-based standards. We 
understand DHCFP may make changes to PA requirements and will notify affected 
providers about PA changes through our website, in newsletters and fax blasts. 


 
G. Certified Nurse Midwife Services  
 
The vendor must make certified nurse midwife services available to recipients if such services are 
available in the vendor's service area. If the vendor does not have a contract for said services, the vendor 
may pay the certified nurse midwife provider according to a negotiated rate not to exceed the FFS rates 
established for pregnancy-related CPT codes.  


 


As noted in our response to Section 3.4.3.2, we have committed to and will provide 
access to services by all of the provider types included in Attachment M, including 
certified nurse midwives, in areas where they are available. As part of our network 
development process, we identify each covered service and ensure we have all 
necessary providers to make those services available to each member throughout the 
service area. We understand and agree, in rare cases in which we do not have a contract 
for certified nurse midwife services, we will cover the service and negotiate a rate not to 
exceed fee-for-service rates established for pregnancy-related CPT codes. 


 
H. Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 
 
1. When a recipient gives birth to a live infant of any gestational age, and there is an accompanying 
provider claim for the delivery, the vendor will receive the full Maternity Kick payment. In order for the 
vendor to qualify for a Maternity Kick payment for either a miscarriage or stillbirth, the recipient must be in 
the third trimester of pregnancy, which commences with the twenty-seventh (27th) week of gestation, 
when the miscarriage or stillbirth occurs. However, only one Maternity Kick payment will be processed per 
delivery episode regardless of how many babies are delivered. Maternity Kick claim adjudication will be 
initiated upon electronic receipt of birth information via the Provider Supplied Data File. The Provider 
Supplied Data File will specifically include: Provider Number, Record Type, Record Creation Date, 
Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth 
Provider Number, Birth Location, and Gestational Weeks Pregnant. Additional birth information may be 
requested to complete SOBRA financial reporting. Vendor shall provide documentation required for 
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verification within 21 calendar days of request by the DHCFP. Failure to comply may result in rejection of 
the SOBRA claim in question. 


 


We will comply with DHCFP requirements for reporting related to Maternity Kick 
payments. We successfully submit Supplemental Omnibus Budget Reconciliation Act 
(SOBRA) Maternity Kick Payment requests and reporting and receive these payments in 
multiple states for similar Medicaid requirements. Our policies and procedures support 
validating the member qualification as outlined by DHCFP.  


 


CLAIMS FOR DELIVERY OF AN INFANT 
Our Claims Processing System will process claims for the delivery of an infant from both 
the facility for the technical component (that is: inpatient stay, supplies, etc.) and the 
rendering provider for the professional component (that is: the services supplied by the 
servicing provider).  We use information on the institutional and professional claims 
including the CPT codes such as those specified in Amendment 5, Attachment for 
Question 10, Exhibit 3, to adjudicate the professional claim and validate the appropriate 
qualification for the maternity kick payment, including: 


 Delivery of a live infant of any gestational age 


 Miscarriage or delivery of a stillbirth infant and trimester of the pregnancy, based 
on the week of gestation 


 Number of infants delivered per delivery episode 


 


This claims data and other information is extracted and stored in our Data Warehouse 
and reporting system, an integrated part of our Management Information System (MIS), 
for reporting and secure transmission of the Provider Supplied Data File to DHCFP on a 
weekly basis. Please see section 3.18.1 for more information on our data interchange 
capabilities to support DHCFP and DHCFP’s MMIS Vendor. 


 


PROVIDER SUPPLIED DATA FILE 
Through our Data Warehouse and reporting capabilities, we support the creation, 
submission, and transmission of the Provider Supplied Data File to DHCFP on a weekly 
basis per Section 3.5.6.A, or on any other schedule DHCFP requires. Because our data 
warehouse is integrated with our core processing systems – including our 
eligibility/enrollment, provider data, and claim systems, the data warehouse has 
immediate access to all required data elements that need to be supplied for the Provider 
Supplied Data File such as Provider Number, Record Type, Record Creation Date, 
Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, Birth 
Indicator, Gender, Birth Provider Number, Birth Location, and Gestational Weeks 
Pregnant, in the format required by DHCFP. 


 


As requested we will provide any additional information needed complete the SOBRA 
payment reconciliation process within 21 days. We can supply this information efficiently 
because we house all data and documents indexed by member within our MIS. 


 
2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs associated 
specifically with the covered delivery of a child, including prenatal and postpartum care. Ante partum care 
is included in the capitation rate paid for the mother. Costs of care for the newborn are included in the 
newborn capitation rate. 


 


We understand and acknowledge DHCFP’s explanation of the purpose of Maternity Kick 
Payments vs. the services covered by DHCFP’s capitation payments to the MCO. Our MIS 
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maintains all data related to child delivery and related birth events, including submitted 
claims from the provider, as well as documentation that may be pertinent to a particular 
birth event, allowing us to supply DHCFP or DHCFP’s EQRO contractor with 
supplemental information if needed, above and beyond the Provider Supplied Data File.  


 
3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for the 
delivery. 


 


We understand and acknowledge that DHCFP will not pay a SOBRA payment when there 
is not a provider claim for the delivery. Our Claims Processing System is configured to 
process and validate claims submitted by providers for deliveries. We do not submit 
SOBRA payment requests until after delivery claim has been submitted for the delivery, 
and the required information is stored into our Data Warehouse for reporting in the 
Provider Supplied Data File. We support the HIPAA 820 premium notification transaction 
so that we can systemically account for our receipt of a kick payment from DHCFP, 
helping to ensure accurate financial reporting required in Attachment T, Section 2.  


 
4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The DHCFP 
will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA request as 
defined in the Forms & Reporting Guide. 


 


We will submit all Maternity Kick Payment requests to DHCFP within 270 days from the 
date of delivery (as recorded on the provider’s HIPAA 837 electronic claim or paper claim 
submission). Our MIS systematically tracks and reports on any Maternity Kick Payment 
requests that approach a timing deadline (e.g. 270 days from date of delivery), so that we 
can act quickly to ensure all information is collected for successful filing of the Provider 
Supplied Data File. Our SOBRA request for payment will be in the format defined in the 
Forms & Reporting Guide.  


 
I. Family Planning Services 
 
1. The vendor is prohibited from restricting the recipient’s free choice of family planning services and 
supplies providers. Federal regulations grant the right to any recipient of childbearing age to receive 
family planning services from any qualified provider, even if the provider is not part of the vendor’s 
provider network. The vendor may not require family planning services to be prior authorized. Family 
planning services are provided to recipients who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical examinations, birth 
control devices, supplies, and Norplant. 


 


We will adhere to the requirements of this Scope of Work and Federal regulations 
regarding the provision of family planning services. We do not require PA for these 
services regardless of the provider’s participation in our network. We will ensure access 
to providers for family planning services which may include: 


 Education 


 Counseling 


 Physical examinations 


 Birth control devices 


 Supplies 


 Norplant 
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We communicate to members’ open access to these services through our Member 
Handbook, our website and our Maternity Management Program that is designed to 
promote personal responsibility and maximize positive outcomes. 


 
2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one 
(21) years of age or older. Tubal ligations and vasectomies to permanently prevent conception are not 
covered for any recipient under the age of twenty-one (21) or any recipient who is adjudged mentally 
incompetent or is institutionalized.  


 


We will adhere to the requirements of MSM Chapter 600 and this Scope of Work. The plan 
will not cover tubal ligations and vasectomies to permanently prevent conception for any 
member under age 21 or any recipient who is adjudged mentally incompetent or is 
institutionalized. We do not require PA for these services for eligible individuals, 
however, we do require the provider submit the consent form with the claim. 


 
3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning services 
rendered to its recipients at the FFS rate paid by the DHCFP. The vendor will be responsible for 
coordinating and documenting out-of-plan family planning services provided to its recipients and the 
amounts paid for such services. 


 


We will adhere to the requirements set forth in this Scope of Work and coordinate 
services and payment with out-of-network providers. We allow members to self-refer for 
family planning services to any provider regardless of their network status. If a non-par 
provider is chosen, they would be required to obtain an authorization for their family 
planning services. Once authorization is attained and the member seeks out services, the 
plan would receive the bill and the provider would be paid at 100% FFS.  


 
J. Abortions 
 
1. The vendor may only cover abortions in the following situations: 
 
a. If the pregnancy is the result of an act of rape or incest; or 
 
b. In the case where a woman suffers from a physical disorder, physical injury, or physical illness, 
including a life-endangering physical condition caused by or arising from the pregnancy itself, which 
would, as certified by a physician, place the woman in danger of death unless an abortion is performed. 
 
No other abortions, regardless of funding can be provided as a benefit under the contract. 


 


We understand the rules and regulations in this Scope of Work surrounding abortion and 
will adhere to all policies regardless of funding. A claim for a medically necessary 
abortion may be considered reimbursable when the performing physician has found and 
certified that on the basis of his/her professional judgment the pregnancy is: 


a. The result of an act of rape or incest 


b. In the case where a woman suffers from a physical disorder, physical injury, or 
physical illness, including a life-endangering physical condition caused by or 
arising from the pregnancy itself, which would, as certified by a physician, place 
the woman in danger of death unless an abortion is performed 


 
K. Low Birth Weight Babies 
 
The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-weight 
supplemental payment for vendors. This amount will be determined by the State’s actuary, and will 
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remain budget neutral to the State. Money drawn from the 0 - 1 age group will be distributed in an 
actuarially sound manner to offset expenses to any vendor that receives a disproportionately large 
number of low birth weight babies. It is not expected that the money will end up evenly distributed 
between the vendors, nor is it expected that these supplemental payments will fully offset the actual 
medical cost of these low birth-weight babies. 
 
Once determined and agreed upon by the submitting vendor and the DHCFP as meeting the criteria for 
payment, any claims will be paid within 30 days of receipt by the DHCFP. The distribution will be incident 
based throughout the year and there will be no requirement for bundling of claims by the vendors. 
Although incident based, it is not limited by birth episode criteria but rather will be paid out for each child 
delivered; i.e. twice for twins, three times for triplets, etc. The weight to be considered low birth weight will 
be determined by the State with the mutual agreement of the State’s actuary and both vendors, and with 
the understanding that the actual weight in grams may be considered very low birth weight, or worse, by 
some national standards. 
 
The low birth weight funds determined by the State’s actuary are drawn from what would otherwise be 
paid in the form of capitation. Because the methodology applied must be neutral to the State, and there 
exists the possibility that, should enrollment trend exceed expectations, a deficit or surplus may occur. 
The number of low birth weight payments made during a plan year will be a function of caseload using a 
methodology determined by the DHCFP and its actuary and will adjudicate in accordance with birth date 
and time. No supplemental payments will be made for deliveries beyond the number funded. Conversely, 
should deliveries fall short of the number funded, any surplus will be paid back to the plans as in a 
manner determined by the State’s actuary, and mutually agreed upon by the vendors. 


 


We understand and will comply with the payment policy set forth in this Scope of Work 
regarding low birth weight babies.  


 
L. Immunizations 
 
The vendor shall require its network providers to enroll and participate in the Vaccines for Children 
Program (VFC), which is administered by the DPBH. The Immunization Program will review and approve 
provider enrollment requests. The vendor shall require VFC enrolled providers to cooperate with the 
DPBH for purposes of performing orientation and monitoring activities regarding VFC Program 
requirements. 
 
Upon successful enrollment in the VFC Program, providers may request state supplied vaccine to be 
administered to recipients through eighteen (18) years of age in accordance with the most current 
Advisory Committee on Immunization Practices (ACIP) schedule and/or recommendation, and following 
VFC program requirements as defined in the VFC Provider Enrollment Agreement. 


 


REQUIRING NETWORK PROVIDERS TO ENROLL IN VACCINES FOR CHILDREN 
(VFC) 
We contractually require our network providers to enroll and actively participate in the 
VFC Program administered by the DPBH. We educate providers that the Immunization 
Program will review and approve enrollment requests and require VCF-enrolled providers 
to cooperate with the DPBH for the purposes of performing orientation and monitoring 
activities regarding VFC Program requirements. Our Provider Engagement Specialists 
provide telephonic or in-person assistance when a Provider has questions about or 
problems with enrolling in the VFC Program. 


 


PROMOTING PROVIDER PARTICIPATION IN VFC 
According to the Association of State and Territorial Health Officials, every $1 spent on 
immunizations saves $16 in avoided costs. We understand that we play a key role in 
achieving effective stewardship of state resources by encouraging provider participation 
in the VFC Program. We also understand that raising childhood immunization rates 
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requires the active participation of our network providers in the VFC Program. For these 
reasons, we take a number of steps in addition to contractual requirements to ensure 
provider engagement in the Program. For example, we advise our providers to take 
advantage of any opportunity when a child is in the office to educate families and provide 
immunizations, and modify our reimbursement policies to encourage optimal provider 
treatment efficiency. We also educate our PCPs/medical homes on the value of the VFC 
Program in decreasing the frequency with which members obtain free vaccines from, or 
are referred to, sources outside of the medical home, which reduces medical home 
ability to track and oversee all care including immunizations. 


 


ENSURING PROVIDER AWARENESS OF THE VFC PROGRAM 
Our field-based Provider Engagement Specialists (PE Specialists) educate all new PCPs 
and designated medical/behavioral health homes about the VFC Program during our 
comprehensive new provider orientation. As part of this orientation, PE Specialists 
educate providers about the EPSDT Program and requirements, including the VFC 
Program, vaccine purchasing procedures, vaccine administration claims submission, 
and immunization periodicity schedules. We also emphasize that we reimburse for the 
cost of administering VFC vaccinations and that the provider can obtain the vaccine free 
of charge through the VFC Program. We emphasize that once they have successfully 
enrolled in VFC, they may request state supplied vaccines to be administered to 
members through eighteen years of age in accordance with the most current Advisory 
Committee on Immunization Practices (ACIP) schedule and/or recommendation, and 
following VFC Program requirements as defined in the VFC Provider Enrollment 
Agreement. 


 


All of our provider educational materials such as our Provider Manual, Provider 
Orientation presentation, ongoing Provider educational materials, and Provider 
Newsletters, include information on the VFC Program and requirements. Information on 
our Provider Portal also reminds VFC Program providers that DPBH can provide 
technical assistance with enrolling in the VFC Program, and we provide guidance on how 
to obtain that assistance. For example, we provide a link on our Provider Portal that 
connects the provider to DPBH’s VFC site, which includes procedures for enrolling in the 
VFC Program and vaccine administration billing information. We also provide links to the 
Webzine Immunization Registry, which contains information on the VFC Program, and to 
the Nevada VFC website where providers can find forms, technical support, and the 
periodicity schedule adopted by the State.  


 


PE Specialists reinforce VFC Program information and support available to our providers 
and their office staff during onsite visits and ongoing training activities. They provide 
education on VFC Program participation during Provider Advisory Group meetings and 
solicit recommendations on how to improve utilization. In addition, because we 
understand how integral VFC promotion is to ongoing HEDIS improvement efforts, our 
PE Specialists also educate providers at HEDIS and Incentive Program Education 
Meetings held statewide on an ad hoc basis. We also provide VFC Program updates via 
our Provider Newsletters, Provider Portal, and during PE Specialist visits to VFC 
Program providers.  


 


MONITORING AND ENSURING PROVIDER USE OF THE VFC PROGRAM 


We monitor and ensure that providers are using the VFC Program through the following 
activities: 


 Our QI staff and cross-departmental EPSDT Workgroup monitor immunization 
rates by providers monthly. If we identify a provider with rates below the required 
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benchmark, our PE Specialists outreach to and educate the provider about the 
VFC Program, and help address any barriers such as assistance with ordering 
vaccines or appropriate billing.  


 Our medical record audits review provider documentation against age-specific 
requirements for EPSDT visits, and verify that all required elements for each visit 
are present. These elements include, but are not limited to, whether the provider is 
ordering and using VFC vaccines. If an audit identifies an issue, we educate the 
provider about the requirements and provide assistance as needed to ensure they 
order and use VFC vaccines.  


 We monitor vaccine administration claims to ensure proper payment and to 
identify Providers who may be noncompliant based on information provided on 
the claim. If we identify billing issues, our PE Specialists intervene one-on-one 
with the Provider to educate them on how to properly bill for the vaccines.  


 


INNOVATIVE APPROACHES TO ENSURE PROVIDER AND MEMBER 
PARTICIPATION 
Consistent with the 5 Year Strategic Plan developed by the Nevada State Immunization 
Program, we will: 


 Increase provider awareness of and participation in the VFC program 


 Educate providers on the benefits of the VFC Program  


 Encourage consistent use of the Nevada Webzine immunization registry 


 Educate members about immunizations in mailings, on the member portal, and 
during EPSDT reminder and follow-up calls 


 Develop collaborative relationships with providers and community stakeholders 
to improve immunization rates, including those appropriate for adolescents and 
adults. 


 


To meet these objectives, we will use the initial orientation and ongoing provider training 
described above, as well as the following innovative approaches: 


 


 Our PE Specialists provide telephonic or in-person assistance when a provider 
has questions about or problems with enrolling in the VFC Program, or submitting 
vaccine claims.  


 Our online care gap alerts, available on our Provider Portal, notify VFC Program 
providers about which members have not received vaccinations according to the 
periodicity schedule. Providers receive these alerts whenever they check member 
eligibility online. The alerts assist providers in prioritizing members for outreach 
and supports compliance with recommended schedule. In addition, our EPSDT 
Coordinators and Care Management staff monitor immunization gaps to identify 
members for outreach, and assist them with scheduling and keeping 
appointments.  


 PE Specialists will work with DPBH to develop a process by which we can 
regularly obtain information regarding providers suspended from the VFC 
Program and the reason why. We will use this information to outreach to and re-
engage the provider and promote participation. Once re-engaged, we will provide 
additional education and technical support to improve their awareness of and 
compliance with the program.   


 Our PE Specialists and EPSDT Coordinators provide intensive support to 
providers and help them overcome barriers to participation in the VFC Program. 
For example, we were able to purchase a dedicated refrigerator for a provider who 
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was willing to participate but was having difficulty obtaining the appropriate 
appliance.  


 When the provider requires additional assistance scheduling members for 
immunizations, our staff coordinates with the provider to identify blocks of time 
when our members can be scheduled and EPSDT Coordinators can go onsite to 
the office to assist in member education and outreach.  


 Our EPSDT staff calls noncompliant members with EPSDT/immunization 
reminders and to offer assistance with transportation and resolving any other 
barriers that need to be addressed. For example, the EPSDT Coordinator might 
access our family friendly transportation program that allows a parent to bring 
another child who does not have an appointment with them when they aren’t able 
to access child care. In this way, we reduce the chance of a cancelled or missed 
appointment and help to maintain compliance with immunization schedules.  


 We educate our providers on the benefits of participating with Appointment 
Wizard, our web-based appointment scheduling technology that enables our staff 
to instantly schedule appointments with the member’s provider, including 
appointments for immunizations, during telephonic or face-to-face contact with 
members.  


 We sponsor and actively participant in provider immunization events. For 
example, each year, our affiliates in multiple states provide an exhibit table and 
targeted provider education materials related to the VFC Program, including 
EPSDT periodicity schedules, billing procedures, payment policies, and strategies 
for member outreach. We will encourage our providers to participate in this event 
through our quarterly Provider Newsletters, our Provider Portal, and during PE 
Specialist visits. 


 We will sponsor events, such as Immunize Nevada’s Back to School Summer 
Outreach program, and continue to sponsor and provide volunteers and 
educational materials for events that educate and empower members through 
awareness of the recommended immunization schedule, the latest requirements, 
updates, and use of immunization services. Through these and other member 
engagement activities, we support our members in partnering with their PCP in 
preventive health and work toward our goal of protecting every adult and child 
from vaccine-preventable diseases.  


 Our innovative EPSDT Outreach Program promotes member immunization 
awareness and includes educational materials, posters, and member tear sheets 
that detail the importance of vaccinations. We distribute these materials to all 
PCPs so they can make the information available to their patients in their offices. 
The flyers, posters, and other material that we provide for posting in Provider 
waiting rooms will include information about the availability of vaccines through 
VFC Program providers.  


 


ADDRESSING BARRIERS AND OPPORTUNITIES 
We will provide a platform for discussing and addressing identified concerns that will 
include input from the Nevada State Immunization Progam (NSIP) and DPBH. For 
example, we will review program data to identify providers who are not ordering vaccines 
regularly, or have a high percentage of vaccines that are lost due to expiration. We will 
intervene with and educate these providers to encourage and assist them to increase 
their use and administration of vaccines for their assigned Medicaid and Nevada Check 
Up members, decrease waste, and ensure they are providing vaccines through the VFC 
Program according to the ACIP periodicity schedule. 
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INTEGRATING IMMUNIZATION DATA INTO THE MEMBER’S HEALTH RECORD 
We will coordinate with DPBH to obtain immunization data feeds from the WebIZ 
database in order to populate the member’s health record with complete immunization 
history, including immunizations administered by other providers. This additional data 
supports our ability to ensure accurate and complete capture of member data we may 
not yet have in our system. We then use that information as supplemental data in 
determining member immunization status. This data exchange will help us to quickly 
pinpoint potential gaps in service and target our member and provider outreach to 
ensure members receive recommended immunizations according to the ACIP periodicity 
schedule. We also use this information to identify providers who are not using the VFC 
Program correctly and provide targeted education and assistance to improve their 
compliance.  
 
The vendors must reimburse the VFC provider for the administration of vaccinations when immunizations 
were provided to their enrolled recipients. 


 


Our health plan will reimburse VFC providers for administration of vaccinations when 
immunizations are provided to our enrolled members. Our PE Specialists provide 
telephonic or in-person assistance when a provider has questions about or problems 
with submitting vaccine claims.  


 


3.4.13 Mental Health Services 
Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to ensure 
that covered, medically necessary mental health services are provided to enrolled recipients.  


 


We are founded in the central philosophy of holistic and integrated member care. We 
understand that “Mental health is essential to leading a healthy life and to the 
development and realization of every person's full potential.”2 Our approach to integrated 
member care includes ensuring continuity of care by facilitating medical and mental 
health services that are interconnected at all levels. To achieve this, we approach 
integration with a birds-eye perspective which includes consideration of the member’s 
individual environmental details, social supports/care, and personal barriers to care. 
Additionally, we utilize an integrated staffing model to ensure mental and physical health 
care needs are addressed for all members. Our multi-disciplinary care team is routinely 
in contact to discuss member progress, which occurs during impromptu meetings (face 
to face or by phone) and also during regularly scheduled integrated case rounds. Upon 
contract award, we will utilize these same integrated care methods in Nevada as our 
health plan is founded in this holistic care approach. Our health plan’s core of our values 
is to meet the member where they are to provide exceptional care.  


 
ENSURING COVERED, MEDICALLY NECESSARY MENTAL HEALTH SERVICES  
To ensure that covered, medically necessary mental health services are provided to 
enrolled members, we have a comprehensive compliance program that functions with a 
collaborative approach with the overall goal to prevent, detect, and correct barriers to 
non-compliance. This approach includes coordinating integrated efforts with affiliate 
compliance teams to have centralized policies, unified methodologies, and standard 
documentation practices related to the Paul Wellstone and Pete Domenici Mental Health 
Parity and Addiction Equity Act (MHPAEA) compliance. 


 


                                                 
2 Issue Brief Parity: www.mentalhealthamerica.net 
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Our health plan has taken affirmative steps by initiating a Parity Assessment Plan to 
develop and standardize parity compliance practices to ensure members receive the 
necessary mental health services. The Parity Assessment Plan initiative will be led our 
compliance executive leadership team and will oversee all MHPAEA compliance 
activities. This includes the development and implementation of the following activities: 


 The Multidisciplinary Parity Steering Committee and Supporting Workgroup 
(compliance executive leadership team) will direct and monitor MHPAEA 
compliance activities. 


 We will complete a comprehensive assessment of parity compliance to identify 
gaps and develop corresponding solutions based on the most up to date 
requirements of Nevada. 


 We will develop standardized documentation to ensure continuity of parallel 
practices. 


 The supporting workgroup will be tasked with assessing benefits and utilization 
management requirements of both physical and mental health benefits.  


 


The goal of the comprehensive assessment is to ensure medical/surgical and mental 
health benefits are fully meeting MHPAEA guidelines. The supporting workgroup will 
then present their findings and recommendations to the steering committee. Our 
Multidisciplinary Parity Steering Committee and Supporting Workgroup will utilize a 
dashboard and scorecard to view an “at a glance state of compliance” with the key areas 
of MHPAEA. These tools will allow the Multidisciplinary Parity Steering Committee and 
Supporting Workgroup to continually and consistently monitor parity compliance. Parity 
Assessment Plan activities will be complete by go-live upon contract award. 


 
3.4.13.1 Mental Health Parity 
A. The vendor must not apply any treatment limitation to mental health or substance use disorder benefits 
in any classification that is more restrictive than the predominant treatment limitation of that type applied 
to substantially all medical/surgical benefits in the same classification furnished to recipients. Whether a 
treatment limitation is a predominant treatment limitation that applies to substantially all medical/surgical 
benefits in a classification is determined separately for each type of financial requirement or treatment 
limitation.  
 
B. The vendor may not impose a nonquantitative treatment limitation for mental health or substance use 
disorder benefits in any classification unless, under the policies and procedures of the vendor as written 
and in operation, any processes, strategies, evidentiary standards, or other factors used in applying the 
nonquantitative treatment limitation to mental health or substance use disorder benefits in the 
classification are comparable to, and are applied no more stringently than, the processes, strategies, 
evidentiary standards, or other factors used in applying the limitation for medical/ surgical benefits in the 
classification. Nonquantitative treatment limitations include: 
1. Medical management standards limiting or excluding benefits based on medical necessity or medical 
appropriateness, or based on whether the treatment is experimental or investigative; 
2. Formulary design for prescription drugs; 
3. Network tier design (such as preferred providers and participating providers); 
4. Standards for provider admission to participate in a network, including reimbursement rates; 
5. Methods for determining usual, customary, and reasonable charges; 
6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not effective 
(also known as fail-first policies or step therapy protocols); 
7. Exclusions based on failure to complete a course of treatment; 
8. Restrictions based on geographic location, facility type, provider specialty, and other criteria that limit 
the scope or duration of benefits for services provided; and 
9. Standards for providing access to out-of-network providers. 
 
C. The following classifications of benefits are the classifications used in applying mental health parity: 
inpatient services, outpatient services, emergency care, and prescription drugs. 
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D. The vendor must complete analysis of its compliance with mental health parity and provide 
documentation to the DHCFP of this compliance by September 15, 2017. 


 


QUANTITATIVE TREATMENT LIMITATIONS 
We understand that a significant factor in providing exceptional integrated care includes 
the administration of mental health benefits in the same manner as medical benefits. Our 
health plan committed to compliance with MHPAEA. We understand this requirement and 
will comply with parity regulations. We ensure that medical necessity determinations for 
mental health or substance use (SUD) benefits are available to all members in the same 
manner as medical/surgical benefits. Our quantitative treatment limitations (QTL) will not 
be more restrictive than predominant limits as applied to substantially all 
medical/surgical benefits in each classification. 


 


NON-QUANTITATIVE TREATMENT LIMITATIONS 
We administer benefits for the treatment of SUD and mental health conditions as 
designated and approved by DHCFP and plan benefits, and ensures parity for application 
of non-quantitative treatment limitations (NQTL) with that of medical/surgical benefits. 
NQTL will not be applied for mental health/SUD benefits in any classification unless 
factors used in applying the NQTL to mental health/SUD benefits in a classification are 
comparable to and applied no more stringently than the processes, strategies, 
evidentiary standards, or other factors used in applying the NQTL for medical/surgical 
benefits in the classification. 


 


NON-QUANTITATIVE TREATMENT LIMITATIONS INCLUDE:  
1. We will apply medical management standards that are comparable to and no 


more stringent in limiting or excluding benefits based on medical necessity or 
medical appropriateness, or based on whether the treatment is experimental or 
investigative.  


2. We will review and utilize the formulary design for prescription drugs by DHCFP 
and we will address any gaps in coverage that would impact parity compliance. 


3. Our network tier design (such as preferred providers and participating 
providers) will be comparable to the medical/surgical network tier design in the 
classification. 


4. Our standards for provider admission to participate in the network, including 
reimbursement rates will be comparable to the standards applied to 
medical/surgical provider admissions for participation. 


5. Our methods for determining usual, customary, and reasonable charges are 
comparable to and applied no more stringently than the processes used for 
medical/surgical benefits in the classification.  


6. Our methodology processes for determining appropriateness of higher-cost 
therapies until it can be shown that a lower-cost therapy is not effective (also 
known as fail-first policies or step therapy protocols) is comparable to the 
methodology processes utilized in applying the first fail or step therapy 
protocols for medical/surgical benefits. 


7. We utilize methods that are comparable to and applied no more stringently than 
medical/surgical benefits, when determining exclusions based on failure to 
complete a course of treatment. 


8. We utilize methods that are comparable to and applied no more stringently than 
medical/surgical benefits, when determining restrictions based on geographic 
location, facility type, provider specialty, and other criteria that limit the scope or 
duration of benefits for services provided.  
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9. Our standards for providing access to out-of-network providers are comparable 
to the standards applied to out-of-network medical/surgical access standards. 


 


CLASSIFICATION OF BENEFITS USED IN APPLYING MENTAL HEALTH PARITY 
We will provide mental health benefits in compliance with MEPAEA for the benefit 
classifications which include the use of inpatient services, outpatient services, 
emergency care, and prescription drugs when applying mental health parity. We will 
structure our benefit delivery system for members to receive mental health services in a 
manner that is comparable to medical/surgical services to ensure access to care. 


 


ANALYSIS OF COMPLIANCE WITH MENTAL HEALTH PARITY 
Our health plan is committed to the completion of our analysis of compliance with mental 
health parity. We are in the process of completing an analysis (by an external vendor) 
across our delivery systems to determine if the existing benefits and any financial or 
treatment limitations are consistent with parity requirements. Our strategy for analysis of 
compliance with mental health parity includes: 


 Baseline parity gap analysis to assess our health plan current parity 
status with respect to mental health parity compliance 


 Review of written agreements with fellow stakeholders to catalog and 
assess terms related to mental health parity compliance 


 Review of policies and procedures to assess the current status of 
contractual and legal/regulatory responsibilities on mental health parity, 
utilization management, grievance procedures, and other relevant 
requirements 


 Review of overall national parity compliance with respect to Medicaid 
requirements and Qualified Health Plan (QHP) requirements under the 
MHPAEA Final Rulings 


 


We understand that it is our responsibility to inform DHCFP of the required changes 
needed to bring mental health services into compliance with parity requirements. We will 
provide documentation to DHCFP of this compliance no later than September 15, 2017. 


 
3.4.13.2 The vendor shall provide the following services: 
A. Inpatient Psychiatric Services 
1. To enable access to care, the vendor may provide services in alternative inpatient settings that are 
licensed by the State of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental 
Diseases (IMDs). These alternative settings must be lower cost than traditional inpatient settings. 
2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health Services 
(SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS). 
 
B. Mental Health Outpatient Clinic 
C. Mental Health Rehabilitative Treatment Services; 
D. Psychologist; 
E. Outpatient Psychiatric; 
F. Residential Treatment Center (RTC); 
G. Case Management; 
H. Habilitation Services: 
I. Methadone Treatment; and 
J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 
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The vendor shall develop and provide information to the DHCFP on their incentives encouraging 
diversions from emergency rooms and psychiatric hospital placement into outpatient clinics, when 
appropriate.  


 


DEVELOPING A MENTAL HEALTH PROVIDER NETWORK 
The mental health network implementation will be led by the VP, Network Development, 
and a team of dedicated, experienced contractors on the ground throughout Nevada. Our 
health plan has strong experience building numerous statewide networks. To preserve 
and expand member access, we will build the most comprehensive mental health 
network possible, recruiting all providers interested in contracting with our health plan. 
We will deploy “frontline” contracting teams by service to understand local communities, 
patterns of care, and characteristics unique to Nevada. We will continuously refine our 
recruitment strategy based on our evolving knowledge about each area and in response, 
we will re-prioritize our efforts. For example, we will continuously prioritize all areas or 
those with identified deficiencies, such as psychiatry. In Nevada, we will prepare the 
Network Development Plan (described in additional detail below) using the following 
materials to ensure compliance: DHCFP approved contract templates, RFP requirements, 
covered services, and access standards.  


 


MENTAL HEALTH NETWORK DEVELOPMENT PLAN 
To ensure the seamless development of a mental health network, our health plan creates 
a Network Development Plan specific to the needs of the local area. Our health plan 
considers multiple factors when developing the plan to including but not limited to: 


 Geographical information such as neighboring state providers that may expand 
services for members and enhance our mental health network 


 Hospitalization utilization information to identify trends such as increased suicidal 
ideation cases and overdose cases (and the resulting readmissions into hospitals 
as well) in Nevada 


 Regional and cultural differences of Nevada to inform the development of plan of 
our member population (who we are serving and how we can build a network that 
is culturally sensitive to those needs) 


 Local barriers are considered to ensure access to care (often identified by local 
providers) and we adjust our approaches accordingly to address those identified 
needs such as transportation 


 Provider information such as specialties, capabilities, and languages spoken to 
build a diverse and compressive mental health network 


 Other identified mental health priorities sourced by our health plan, mental health 
providers, and/or DHCFP. 


 


To provide exceptional care to members, the development of our mental health network 
plan will be centered on a collaborative approach with Nevadan values in the forefront. 
We will source information about local colleagues or peers to build our mental health 
network to better serve members. We have met with multiple mental health providers in 
Nevada as well as the National Alliance on Mental Illness (NAMI) and have focused our 
provider outreach efforts to inquire about the needs and/or service gaps identified by 
mental health providers. Our health plan has been leveraging the information acquired by 
Nevada mental health providers to develop corresponding interventions. An example of 
this is our learning of the administrative burden that prospective licensees, such as 
Social Work graduates, encounter when attempting to obtain their independent license to 
practice and provide care to members. In response, our health plan will cover provisional 
licenses under the appropriate clinical supervision to enhance our provider network. We 
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recognize that it is essential to collaborate, communicate, and develop solutions 
together with our mental health providers to build our network. Our health plan also 
recognizes these collaborative approaches strengthen our relationships with providers 
who care for members. 


 


SUPPORTING MENTAL HEALTH PROVIDERS 
We are committed to ensuring our mental health providers receive the support they need 
to best serve members when rendering the mental health services listed below. Our 
health plan recognizes provider support as a multi-faceted and an evolving partnership 
that includes but is not limited to building provider rapport, the quality of provider 
onboarding/orientation, availability of our ongoing comprehensive clinical training 
options, and the development and distribution of mental health provider tools. We 
understand and respect the knowledge and skill-level that our mental health providers 
intrinsically have when they join our network. As a health plan, we value this knowledge 
and approach our partnership with providers as a way to supplement and enhance their 
professional abilities by providing resources that respond to the changing mental health 
landscape of the state. 


  


INPATIENT PSYCHIATRIC SERVICES  
We will provide benefit coverage for a full range of acute inpatient psychiatric services to 
serve members. Inpatient psychiatric services will be delivered by psychiatric 
freestanding facilities or hospitals with the capability of providing a suite of psychiatric 
services for members. Our health plan has letters of intent with the following inpatient 
psychiatric service providers including but not limited to: Seven Hill Hospital (Clark), 
Montevista Hospital (Clark), and West Hills Hospital (Washoe). We look forward to 
working with Nevada Hospitals such as these to expand services to members as our 
health plan is actively working to build our mental health network. 


 


ACCESS TO CARE IN ALTERNATIVE SETTINGS 
Our health plan has found alternative options to inpatient settings such as but not limited 
to Westcare Nevada. We have a letter of intent with Westcare Nevada and will expand this 
service type. We have also discussed step down services as well as the multiple levels of 
care offered on an outpatient basis by the hospitals that we have letters of intent with to 
serve members. These services include but are not limited to partial hospitalization 
programs, intensive outpatient programs, and outpatient therapy services that may be 
accessed prior to inpatient care as a means to avoid an inpatient setting if clinically 
appropriate. 


 


To enable access to care, we will deliver services in alternative inpatient settings 
(licensed by Nevada), in lieu of services in an inpatient hospital such as IMDs when 
appropriate for the member. We will ensure alternative settings are lower cost than 
traditional inpatient settings when utilized as another service option for members. 
Additionally, our health plan recognizes and will follow the final ruling issued by the 
Centers for Medicare & Medicaid Services (CMS) regarding Institution for Mental 
Diseases (IMDs), in which institutions must meet certain conditions and the member’s 
length of stay may not exceed 15 days in the payment month. Please refer to section 
3.4.4.1 for additional information about access to care in alternative settings. 
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PARTNERING WITH SOUTHERN NEVADA ADULT MENTAL HEALTH SERVICES 
(SNAMHS) AND NORTHERN NEVADA ADULT MENTAL HEALTH SERVICES 
(NNAMHS) 
Our health plan understands the importance of contracting with SNAMHS and NNAMHS 
as these health systems are essential mental health providers in Nevada. We have 
outreached to SNAMHS and NNAMHS and will in good faith attempt to negotiate with 
these two key providers. Our health plan looks forward to negotiating with SNAMHS and 
NNAMHS to determine the manner in which we can support their services and expand 
their service capacity to serve members. Upon a negotiation agreement, we will work 
collaboratively with both health systems to discuss their service needs to develop a plan 
to enhance their services for members. Our health plan understands the importance of 
SNAMHS and NNAMHS as mental health providers for member access to care. 
Additionally, we recognize the important role that NNAMHS plays with other support 
systems in the Washoe County region, such as their close partnership with Washoe 
County Social Services and the Crossroads Program, which supports members in 
recovery from drugs and alcohol. 


 


MENTAL HEALTH OUTPATIENT CLINIC SERVICES 
We have letters of intent with multiple mental health outpatient clinic service providers to 
provide mental health services such as but not limited to outpatient therapy services, 
assessment and diagnosis, testing, intensive outpatient hospitalization, crisis 
intervention services, and medication management. We will have multiple mental health 
outpatient independent professionals and outpatient mental health facilities within our 
provider network including Harmony Healthcare, Integrated Behavioral Health Services 
(both in Clark) and Open Arms Counseling LLC (Nye). As stated above, we have 
outreached to SNAMHS and NNAMHS to negotiate a partnership agreement to expand 
our mental health outpatient services to members. We will provide coverage for mental 
health outpatient clinic services. 


 


RESULTS-ORIENTED INCENTIVE INNOVATIONS EXAMPLE  
One example of a results-oriented innovative program that was implemented by our 
health plan with one of our affiliate’s network outpatient providers, is a program that 
recognized significant difficulties for high risk, high cost members who were clinically 
complex with both medical and mental health diagnoses. Member’s cases were also 
compounded with substance use dependence and other issues such as homelessness 
and lack of support. Members had been accustomed to utilizing the highest levels of care 
such as the inpatient psychiatric units and emergency rooms as their primary treatment 
providers. As a result, members presented with multiple inpatient readmissions and a 
continuous lack of engagement with outpatient providers for their health care needs. Due 
to these observations, we collaborated with a key network provider to utilize alternative 
payment methodology to help provide targeted interventions for our members with the 
highest level needs for mental health, medical, and social support.  


 


Our collaboration achieved a model of care built upon delivering care wherever an 
individual may be—home, homeless shelters, the streets—rather than in a clinic setting. 
The partnering provider was paid at a flat, at-risk payment per member per month 
(PMPM) rather than on a fee-for-service basis. With the PMPM model, we were able to pay 
for services covered within the State Medicaid program and some additional services 
outside of the traditional benefit. For example, for members who are a challenge to 
engage or locate, our reimbursement model ensures payment access to the provider for 
their efforts. Providing temporary housing was also a consideration for the payment 
model as housing issues are often a barrier for care for high risk members. Additionally, 
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the payment structure creates an incentive to provide better care with a focus on quality 
and outcomes rather than a high volume of services.  


 


The program has been evaluated through the specific outcomes associated with 
wellness and quality measures, timeliness of service provisions, and hospital utilization 
and costs. The program has resulted in strong outcomes in terms of provider 
performance and, most importantly, member outcomes. Figure 3.4.13.2 displays the 
program’s outcomes within the first year as well as recent successes. 


 


Through our care managers, care management teams, providers, and community 
partners, we have established a model of care that meets “members where they are.” We 
help arrange shelter, receive food, medical and behavioral health care services, and 


transportation to be 
able to receive those 
services on a 
consistent basis. Our 
team, including 
nurses, social 
workers, and 
behavioral health 
professionals, also 
work with our 
members to increase 
their health literacy, 
helping them 
understand when and 
where to receive the 
best and most 
appropriate level of 
care. Also, we 
understand that these 
members may be 
overwhelmed trying 
to navigate the 
system—so we let 
them know we are 
there with them every 
step of the way 
supporting them with 
formal and informal 
networks such as 


local health centers, crisis and emergency centers and hotlines, family and parenting 
support services, legal and advocacy efforts, and utility services.  


 


Our affiliate’s program has provided the opportunity for our staff to have relationships 
with local hospitals while engaging members face to face prior to discharge. In addition 
to the seven and 30 day follow-up, the program also offers an intensive care coordination 
program for members needing long-term services. We are now actively engaging 
members in 27 different provider locations. 


 


EMERGENCY ROOM AND PSYCHIATRIC HOSPITAL PLACEMENT INCENTIVES 
Our health plan will encourage the diversion of unnecessary emergency room and 
psychiatric hospital utilization. Our health plan will develop and provide information to 


Figure 3.4.13.2 


Results-Oriented Incentives 


After the first year of this program the following outcomes 
were achieved:  


 50% reduction of mental health admissions 
 55% reduction in 30 day readmission rates for 


mental health 
 58% reduction in 90 day readmission rates for 


mental health 
 23% increase in member’s self-report of optimism 


for the future 
 19% increase in member’s contact with friends and 


family 
 15% increase in member’s ability to live 


independently 


Recently, our program reached 1,840 members within the 
affiliate market and achieved the following successes: 


• Seven-Day Follow-up Hospital Rate= 67% (38% for non-
program members) 


• 30-Day Follow-up Hospital Rate= 75% (51% for non-
program members) 
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DHCFP regarding incentives that encourage diversion from emergency rooms (ERs) and 
psychiatric hospital placements. We will incentivize psychiatric hospitals to reduce short 
term admissions (two days or less), readmissions and support ER diversions 
encouraging a community approach in which we work with local hospitals and local 
outpatient providers to deliver mental health services to members not requiring an ER 
visit or hospitalization. We will provide a financial incentive for mental health outpatient 
providers to be available to members for diversionary services, including but not limited 
to: 


 Extended hours to provide mental health services to members beyond normal 
business hours 


 Availability of on-call times or availability within the ER for potential ER diversions 
when medically appropriate 


 Preferred provider status for seven-day follow up as part of the discharge plan for 
members 


 Availability of peer support and/or other services that support increased 
community tenure of 180 days or more post-discharge from hospitalization 


 


Our health plan recognizes that members are less likely to utilize the ER and/or a 
psychiatric hospital placement when members are surrounded by a broad spectrum of 
support and the appropriate level of mental health services. Additionally, members who 
are identified as high utilizers of ER and/or psychiatric hospital placements will be 
referred to a high risk program for increased care coordination prior to discharge and 
resource linkage. Care coordination services for high risk members will encourage the 
achievement of seven-day follow up visits and completion of the treatment/discharge 
plan. The high risk program that will be developed specifically for Nevada members and 
will be financially incentivized based on the reduction of ER use and/or a psychiatric 
hospital placements. Moreover, we will also offer incentives for verifiable increases in 
community tenure. 


 


We will also provide a 7-Day Follow-up Incentive Program for members to increase 
compliance with discharge appointments following Psychiatric Hospital Placement. Care 
managers will send members a plush toy animal (if age appropriate) or select gift cards 
to local stores following confirmation that the member attended their 7-day follow-up 
appointment. This Value-Added Service aims to increase attendance at 7-day follow-up 
appointments following discharge from acute levels of care. When appropriate, our care 
managers will work with members to establish mental health care with an outpatient 
clinic provider.  


 


Additionally, we will work with psychiatric hospital providers to ensure “bridge 
appointments” are included in their standard process. Bridge appointments ensure that 
providers are reimbursed for an in-depth review of the discharge information with the 
member and/or family and caregivers. This process also includes our staff that will follow 
the member in the care management program to ensure barriers are addressed and also 
to ensure that members are connected to the needed resources. A specialized discharge 
meeting with the member and care team will be organized to ensure that follow up 
appointments are in place, barriers are identified early and are addressed, and that there 
is a comprehensive understanding of the discharge plan and medication needs, if 
appropriate.  
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MENTAL HEALTH REHABILITATION TREATMENT SERVICES 
We have reviewed the Nevada Medicaid Service Manual 3and will cover mental health 
rehabilitation treatment services outlined within the manuals (in addition to other mental 
health services in this section). We coordinate these services with a person-centered 
approach that is focused on the member’s individual circumstances. We have letters of 
intent with but not limited to Dynamic Family Therapies (Clark) and West Hills Hospital 
(Washoe). Additionally, our health plan has significant experience managing mental 
health rehabilitation treatment services for members and linking them to a variety of 
services based on their individual needs. An example of a type of service connection that 
supports mental health rehabilitation treatment is Peer Support.  


 


PEER SUPPORT 
The unique relationship developed by peer to peer services has the strong potential to be 
impactful in a member’s life. Peer support by a qualified individual who has a similar 
background to the member can help the member normalize challenging events for the 
member. Additionally, peer support can connect the member to services in the member’s 
community for which the peer support provider has a unique familiarity to, and 
experience with the resource. As a health plan, we understand the importance of building 
relationships with local providers to understand the nuances of the community to better 
serve members. To demonstrate our commitment, we will collaborate with community 
service agencies that offer peer support as service to determine with them, how we as a 
health plan, can support and/or enhance their existing peer support program. 
 
PEER SUPPORT LIAISON  
Additionally, our health plan will offer a peer support liaison position which will serve as 
the primary point of contact for DHCFP regarding peer support services. Upon contract 
award, the peer support liaison will provide the following services: 


 Coordinate outreach activities with community mental health centers and other 
stakeholders with a focus on access to peer support services for all enrollees who 
need peer support  


 Facilitate education to providers in the availability of peer support services to aid 
in the treatment of enrollees who may need peer support as an alternative form of 
care  


 Facilitate and participate in community meetings related to peer support to 
improve the overall service delivery mode and access to care 


 Work with internal staff, staff at local community mental health centers, schools 
and other stakeholders to develop and implement processes to better serve 
members who are receiving peer support or who would benefit from these 
services  


 Facilitate the communication, problem identification, resolution, and prevention 
with other systems of care, as well as government and community agencies 
related to peer support services  


  


In addition to supporting peer support services in existing agencies and proposing a 
peer support liaison as a primary point of contact for DHCFP, we have met with and will 
work with Foundation for Recovery, which is an organization that creates opportunities 
for individuals in recovery and provides peer-based recovery support services. We will 
collaborate with Foundation for Recovery to provide supplemental training to support 
peer support service delivery program. Specifically, our health plan will supplement 


                                                 
3 Medicaid Services Manual: dhcfp.nv.gov 
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training initiatives to strengthen staff skills around evidenced-based practices such as 
but not limited to Recovery Principles and Motivational Interviewing. 


 


PSYCHOLOGIST SERVICES 
We will ensure the coverage of psychologist services which may include but is not 
limited to therapy, testing services, and/or diagnostic assessments for members. Our 
health plan will deliver these services through our provider network and will help 
coordinate services as needed. We have letters of intent with independent professional 
providers in private practice and providers residing in mental health groups/facilities as 
we continue to expand our network. We also plan to outreach to neurologists in both 
service areas to verify if psychiatric services may be provided (when appropriate) to 
members who are also receiving neurological services. An example of this would be a 
member who has traumatic brain injury with co-occurring behavioral disturbances.  


 


OUTPATIENT PSYCHIATRIC SERVICES 
Outpatient psychiatric services will be covered benefits for members. We have letters of 
intent with multiple outpatient psychiatric providers including Integrated Behavioral 
Services Inc. in Clark County and multiple individual psychiatrists (independent 
professionals) in Washoe County. When appropriate, we will also work to link members 
to their primary care providers (PCPs) for psychiatric treatment for conditions such as 
low to moderate anxiety or depression (with absent risk indicators). Our health plan 
understands linking to members PCPs for psychiatric services is case by case and will 
work with PCPs in our network to enhance their knowledge about the delivery of mental 
health services. We will offer PCPs (and all providers within our network) the following 
mental health related trainings but not limited to: 


 Screening, Brief Intervention, and Referral to Treatment (SBIRT)  


 Mental Health Toolkits (including but not limited to the depression toolkit which 
includes the Patient Health Questionnaire (PHQ-9) 


 Common Psychotropic Medications 


 Co-Occurring Disorders 


 Mental Health 101 for physical health providers 


 De-escalation Strategies 


 DSM 5-An Overview of Changes (two versions available-longer/shorter version) 


 Mental Illness Signs and Symptoms  


 Suicide Risk and Assessment 


  


EXPANSION OF PSYCHIATRIC SERVICES  
When appropriate, we leverage the utilization of telehealth for psychiatric services to 
expand the availability of these services for members. We will work with our in-network 
providers such as West Hills Hospital (Washoe) to determine the availability of 
psychiatric services through telehealth and provide coverage for this benefit. We also 
have a letter of intent with Spring Mountain Treatment Center (Clark) and plan to work 
with them in their development of telehealth services as they are presently working to 
offer telehealth services. Our health plan will offer our support for training around the 
provision of telehealth services and provide coverage for this type of service. 


 


Additionally, we will also explore the use of a Psychiatric Access Line (PAL). PAL is a 
24/7 Psychiatric Access Line to support primary care providers in clinically appropriate 
mental health prescribing, screening, identification, and referral practices. Primary care 
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providers can call this phone line to reach a licensed mental health clinician for 
consultation to interpret member screening results, diagnose mental health conditions, 
and identify appropriate intervention and prescription protocols. 


 


RESIDENTIAL TREATMENT CENTER SERVICES 
Our health plan will be determining medical necessity when this level of care is needed 
and we will notify DHCFP. We will assist in member care coordination and the member 
will be transitioned on the first day of the following month to fee-for-service. We endorse 
the provision of RTC services in the least restrictive setting when possible and always 
consider the appropriate level of care and treatment site for members. Our health plan 
also recognizes the importance of the consideration of other factors (in addition to any 
type of mental health service) to ensure the appropriate treatment linkage and care 
coordination, which include but are not limited to: 


 Consideration whether the member an adult, adolescent, or child 


 Gender-specific care to meet the unique needs of each member 


 Cultural-competent care by providers to meet the needs of members regardless of 
their background 


 Consideration of any developmental and/or neurological impairments 


 


We have letters of intent with Willow Springs Center (Washoe) Step2 (Washoe), and 
Montevista Hospital (Clark) as well as multiple other hospitals to expand our service 
area.  


 


CASE MANAGEMENT SERVICES 
We understand that a collaborative and integrated approach is critical to a positive 
member experience and improved overall health. Therefore, we will collaborate with 
provider facilities that provide case management services to enhance identified service 
gaps if needed. An example of this is our future partnership with Help of Southern 
Nevada (HELP). Our health plan recognizes the homeless population, chronic service 
needs of Nevada. We also understand that the majority of the homeless population in 
southern Nevada is experiencing homelessness for the first time in their lives due to the 
loss of a job or income. In fact, according to 2015 Homeless Census, 53.8% of the 
homeless population had never been homeless prior to their present state of 
homelessness.4 In response to this epidemic, we will build on the services offered by 
HELP. We will develop a joint initiative program around the provision of housing 
retention and self-sufficiency for our homeless members– moving members from 
permanent supportive housing to permanent housing, as well as supporting the HELP 
mobile crisis services. Additionally, our partnership will also utilize shared training and 
coordination with our internal disease and care management programs. Our health plan 
will provide coverage of case management services for HELP and for all other case 
management service providers. We will provide coordination of care with community 
providers that offer any form of case management services. We have letters of intent with 
First Person (Clark) and are expanding our network for case management service 
options. For additional information about case management services, refer to section 
3.4.3.2. 


 


                                                 
4 2015 Southern Nevada Homeless Census and Survey: housing.nv.gov/ 
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HABILITATION SERVICES 
We understand the importance of facilitating access to habilitation services as these 
services are essential for the improvement of emotional development for improved 
functioning for social skills and daily living. We will provide habilitation service coverage 
and have letters of intent with Sunrise Hospital (Clark County). We will continue to build 
our network capacity for habilitation services. 


 


METHADONE TREATMENT SERVICES 
We will provide coverage for methadone treatment services to member. Our health plan 
has letters of intent with Montevista Hospital (Clark), Sunrise Hospital (Clark), Westcare 
Nevada, and West Hills Hospital (Washoe). We have also outreached to NNAMHS and 
SNAMHS to join our network and will continue to expand our network for this service 
type. 


 


ALCOHOL AND SUBSTANCE ABUSE TREATMENT SERVICES 
Alcohol and substance abuse treatment services, including intensive outpatient 
treatment services will be covered benefits for members. Please see Methadone 
Treatment Services (above) for providers and service areas. We are looking to expand 
our network for provision of these services. 


Below are examples of the different types of treatment services we cover but are not 
limited to: 


 Training for all provider types on completing Screening, Brief Intervention, and 
Referral to Treatment (SBIRT) for the identification, reduction and prevention of 
abuse and/or dependence of alcohol and/or drug use 


 Ambulatory Detoxification for detoxification from alcohol dependence for 
members with mild to moderate withdrawal symptoms when abstaining from 
alcohol 


 Non-ambulatory Detoxification for detoxification from alcohol dependence for 
members with severe withdrawal symptoms when abstaining from alcohol 


 Outpatient Substance Use Disorder Treatment 


 Medication-Assisted Treatment 


 


We will cover full spectrum of care for alcohol and substance abuse treatment and our 
health plan will build on our existing expertise with local collaborative knowledge we 
have sourced (and will continue to source) to provide training to support initiatives to 
cover co-identified training gaps.  


 


WE ARE READY 
Our health plan understands the level of expertise it takes to develop mental health 
provider network. Led by our veteran managed care executives, we will incorporate 
knowledge from our past network development experiences with the ability to transform 
our process approach to meet Nevada-specific needs. To support training initiatives 
described throughout this section (3.4.13.2) and upon contract award, we will hire a 
clinical provider trainer to provide training needs specifically for Nevada. We are detail-
oriented and consider all aspects of a comprehensive network such as providers who 
specialize in a particular type of treatment like but not limited to attention deficit 
disorder, depression, eating disorders, post-traumatic stress disorder, bipolar treatment, 
substance use disorders, and/or co-occurring disorders. We recognize that from start to 
finish, every detail contributes to the successful implementation of mental health 
provider network. 
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3.4.14 Coordination with Other Vendors and Other Services  
3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures 
to coordinate services it may provide to the recipient with the services the recipient may receive from any 
other vendor including dental. Upon request or notification of need, the vendor is required to 
communicate with other vendors serving the recipient the results of its identification and assessment of 
any special health care needs to ensure that services are not duplicated, and to ensure continuity of care. 
The vendor’s procedures must ensure that, in the process of coordinating care, each recipient’s privacy is 
protected consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health 
Insurance Portability and Accountability Act (HIPAA)]. 


 


We acknowledge and affirm that we will implement procedures to coordinate services we 
provide to our members with the services they may receive from other vendors, 
including dental services. Upon notification that one of our members needs or is 
accessing services provided by another vendor, we will immediately initiate those 
procedures to communicate with other vendors serving the member to share information 
(including but not limited to results of our identification and assessment of any special 
health care needs) and coordinate services to ensure that services are not duplicated 
and to ensure continuity of care. Our procedures will protect the confidentiality of the 
member’s personal health information consistent with the requirements of 45 CFR Parts 
160 and 164.  
 
We will leverage our affiliates’ experience nationwide coordinating with non-covered or 
carved-out services (including but not limited to dental, other Medicaid and non-Medicaid 
programs, and community resources and social service programs) to provide effective 
coordination with other vendors and services for our members. This will include, but not 
be limited to dental care, other programs provided by DHHS such as the Non-Emergency 
Transportation (NET) broker program; those offered by the Division of Child and Family 
Services (DCFS) and Division of Public and Behavioral Health; as well as those provided 
by IHS, Tribal 638 and Urban Indian organizations. We also will coordinate, as 
appropriate, with school-based services and targeted case management programs. See 
our response to requirement 3.4.4.2 for additional details on coordination of excluded 
services.  


 
COORDINATION PROCEDURES 
Our procedures are designed to create a seamless experience of care for members who 
receive care from multiple providers (including in and out of network providers). To 
coordinate covered services with services the member receives from other vendors, 
programs, or organizations, our Care Managers will use the following procedures. 


 
 Assess members for both covered and non-covered service needs as well as 


social and community resource needs. As described in more detail in our 
response to requirement 3.10.20, we will complete a comprehensive Health Risk 
Assessment for each member to identify all medical, BH, dental, long term care, 
social service, educational, housing, food, transportation, and other needs. This 
will allow Care Managers (CMs) to identify all vendors, programs, and other 
entities through which the member is receiving or needs to receive services, such 
as the State’s dental and non-emergency transportation vendors, and social 
service providers.  


 Provide referrals and assistance in connecting to appropriate Medicaid, non-
Medicaid, and other community resources and social service programs. As 
described in 3.4.14.2 below, Care Management staff proactively assist members to 
access needed providers and resources by providing information and guidance; 
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assisting them to schedule appointments; assisting them to complete any 
required applications; providing other support to navigate what is needed to 
access resources; and following up to ensure the member is able to access the 
providers/resources and that they are meeting the member’s needs.  


 Share information necessary to coordinate services (such as assessments, 
member goals and preferences, and the care plan) with Medicaid and non-
Medicaid programs and other providers and programs serving the member 
(consistent with the confidentiality requirements in 45 CFR Parts 160 and 164).  


 Communicate with and solicit information from Medicaid and non-Medicaid 
programs and other providers and programs serving the member regarding 
identification and assessment of special health care needs to prevent duplication 
of services and ensure continuity of care. This will include but not be limited to 
inviting these providers (and/or external case managers, as applicable) to 
participate when needed in care conferences and participating as requested in 
their care conferences. 


 Facilitate communication and sharing of monitoring information among the 
member’s network providers and providers of non-covered, non-Medicaid, and 
other services to ensure a coordinated, team approach to care. 


 
COMMUNICATION WITH OTHER VENDORS 
We will communicate with other vendors, programs, and organizations serving the 
member using our Care Management staff. We will also use electronic methods to share 
information. In addition, we will work collaboratively with other vendors, programs, and 
organizations that serve members to develop coordination protocols and establish 
relationships that will enhance our ability to coordinate care and work together to 
identify and address barriers to coordination. 


 


Care Management Staff Communication. CM staff will share identification and 
assessment results as well as recommendations for care plan services, important 
medical and psychosocial information, member goals and preferences, and other 
information as appropriate to ensure coordination of services.  


We will incorporate all services received from other vendors, programs, and entities into 
the care plan.  


 


Sharing Information Electronically. With appropriate consent and in compliance with all 
federal and state privacy laws and regulations, providers serving members may register 
to use our Provider Portal, regardless of network status. This will allow the provider to 
see the member’s health record, care plan, and utilization information to obtain a holistic 
view of the member’s needs and care, and facilitate their ability to assist in integrating 
care. In addition, we can connect, via our HIE capabilities, to our providers who 
participate in HealtHIE Nevada.  


 


Collaboration with Other Entities Serving Members. Prior to contract implementation, we 
will collaborate with applicable State and other programs and vendors to develop 
processes and procedures to share identification and assessment information and 
coordinate service delivery. These processes and procedures will include referrals, joint 
participation in assessments and care conferences, and periodic formal discussions to 
jointly assess the effectiveness of the coordination. In addition, as described in 3.4.14.2 
below, we will designate staff resources to ensure dedicated focus within our 
organization on the smooth functioning of our relationships with key program and 
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stakeholder entities serving our members, and to help Care Management staff coordinate 
services with entities that also serve our members.  
 
3.4.14.2 The vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible recipients, to 
appropriate community resources and social service programs, including supportive housing. 


 
We acknowledge and affirm that we will coordinate services with other appropriate 
Medicaid and non-Medicaid programs, including community resources and social service 
programs. We will accomplish this through our proven care management processes and 
collaborative relationships with other Medicaid and non-Medicaid providers. Additionally, 
we will have specific staff resources to support coordination with these non-covered 
services and programs, as shown in the table below. 


  
STAFF RESOURCE ROLE IN COORDINATING SERVICES WITH OTHER PROGRAMS 


Foster Care Liaison/ 
Care Manager 


Work with providers and the staff and stakeholders within the child 
welfare/foster care system (such as state caseworkers and the courts) 
to ensure continuity and coordination of care and services for these 
members. 


Housing/Employment 
Specialist 


Work with community and provider partners (such as HELP of 
Southern Nevada, West Care, supportive housing providers, Southern 
Nevada Housing Authority, and Reno Housing Authority) to coordinate 
our efforts to assist members to find housing as well as to develop 
creative solutions to address housing-related issues. Provide support 
to Care Management staff to identify and connect members to housing 
resources for homeless members and those at-risk of homelessness. 


Employment 
Specialist 


Work with community partners to identify employment and job training 
resources. Provide support to Care Management staff to identify and 
connect members to employment-related resources. 


Peer Support 
Specialist 


Maintain collaborative relationships with community mental health 
centers, local governing entities, schools, and correctional systems to 
ensure effective collection and dissemination of information related to 
delivery of peer support services. Serve as our primary point of contact 
for state administrators regarding peer support services, and engage 
with the advocacy community in a strong, collaborative and proactive 
manner to ensure strong community relationships and a constantly 
updated array of peer services that can support members and their 
families. 


 
COORDINATING SERVICES 
Our approach to coordinating services with other Medicaid and non-Medicaid programs, 
as well as any other source of services the member is receiving, is holistic and person-
centered, recognizing that optimal health outcomes require integration of the full range 
of services and supports into an individualized system of care around the member. As 
described above in our response to 3.4.14.1, our coordination procedures include 
assessment of the full spectrum of member needs (not just needs for covered services) 
and proactive assistance to help connect members with both network providers as well 
as non-network providers and other programs and services available to meet their needs. 
Our coordination procedures also include communicating and sharing information with 
the other entities serving our members across all Care Management activities 
(assessment, care planning, implementation, monitoring, and reassessment) to support a 
true team-based approach to the member’s services. 
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Care Management Staff Training. To ensure staff awareness of available Medicaid, non-
Medicaid, and other non-covered services to meet member needs, we will provide 
training to CMs and other member-facing staff on available Medicaid and non-Medicaid 
services as well as other federal, state and local programs in each community. Training 
will include education on eligibility requirements, enrollment and referral protocols, 
coordination of benefits, transition of care, and protocols for collaborating with other 
community-based and facility-based care coordinators.  
 
Collaboration to Improve Coordination And Access. Prior to contract implementation, we 
will collaborate with applicable State and other programs to develop processes and 
procedures to share identification and assessment information and coordinate eligibility 
and service delivery. These processes and procedures will include referrals, joint 
participation in assessments and care conferences, and periodic formal discussions to 
jointly assess the effectiveness of the coordination. As further described in our response 
to requirement 3.10.20 and its subsections, we are also designing our system to support 
the overall system of care through developing partnerships with community 
organizations and providers of non-covered services, as well as our network, to improve 
access and coordination of care. Such strategies will include but are not limited to: 
 


 Collaborating with FQHCs and school based health clinics to improve access to 
and coordination of primary care 


 Developing Community Health Collaboratives that bring together organizations 
such as local affiliates of the National Alliance on Mental Illness, homeless 
shelters, and network providers such as FQHCs and BH providers to improve 
timely identification of needs and linkage to resources, as well as coordination of 
the member’s full range of services and collaborative development of creative 
solutions to fill gaps. 


 Working with providers to enhance availability of services. For example, we are 
partnering with HELP of Southern Nevada to enhance mobile crisis services. 
HELP has indicated a gap in ability to address basic medical needs when their 
Mobile Crisis Teams are in the field, especially with the homeless population. We 
are discussing how our clinical staff (nurses and/or BH clinicians) can assist, 
such as by embedding them with the Mobile Crisis Team, providing nurse and/or 
care coordination support, and offering additional training for MCT staff on 
medical issues. 


 


REFERRAL TO APPROPRIATE RESOURCES AND SOCIAL SERVICE PROGRAMS 
Several studies have shown that many of the largest drivers of health care costs fall 
outside of clinical care. A population’s health is shaped 20% by clinical care (access and 
quality), 40% by social and economic determinants, 30% by health behaviors, and 10% by 
physical environment. The social and economic factors are not only the largest single 
predictor of health outcomes, but also strongly influence health behaviors, which is the 
second greatest contributor to health.5 With this in mind, we have designed our CM 
Program to assess and address the holistic needs of an individual, including linking 
members with the social and community services that could have a positive impact on 
health outcomes.  


 


Our Care Managers will work collaboratively with members to obtain detailed information 
on their current situation, including an assessment of social determinants of health such 
as housing instability, food security, home environment, education, availability of 


                                                 
5 http://www.countyhealthrankings.org/sites/default/files/differentPerspectivesForAssigningWeightsToDeterminantsOfHealth.pdf 
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caregiver and family supports and transportation needs. Once we identify their needs, we 
do not simply give the member a phone number to applicable community resources. Our 
Care Managers and member outreach staff proactively assist members to access needed 
resources by providing information and guidance; assisting them to schedule 
appointments and complete any required applications; providing other support to 
navigate what is needed to access resources; and following up to ensure the member is 
able to access the resources and that they are meeting the member’s needs.  


 


Our comprehensive, online Community Resource Database (CRD) tool will enhance our 
staff's ability to link Members to available community resources that best fit their needs. 
For example, if a Member contacts our Call Center with an employment need, our 
Member Service Representatives (MSR) can screen the Member, use the CRD tool to 
identify local organizations to help with skills training and work opportunities including 
opportunities for supported employment. In addition, we will make CRD available to 
Members via our public website to use at their convenience. 


 
3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for recipients with special 
needs. These recipients may include, but are not limited to: juveniles temporarily detained by a state or 
county agency; seriously emotionally disturbed children, adults with severe mental illness and individuals 
with substance abuse disorders; Children with Special Health Care Needs; homeless recipients; 
recipients with chronic conditions; and, women with high-risk pregnancies). Care coordination must 
address critical issues such as out-of-home placement, specialized mental health services and therapies, 
and needs that may typically be filled by community resources and social service programs. 
 


 


We will assign each recipient with special needs (including but not limited to those 
described in this requirement) a Primary Care Manager who ensures integration of all 
medical, BH, social, dental, and other services a member may need such as out of home 
placement, specialized mental health services and therapies, and community resources 
and social service programs. Care Managers will use a person-centered process to work 
with the member to develop an individualized, comprehensive care plan to address 
critical issues, based on the member’s individual strengths, goals, and preferences.  


 


DESIGNATING A SPECIFIC CLINICIAN FOR MEMBERS WITH SPECIAL NEEDS 
We assign each member with special needs a Primary Care Manager who is a clinician 
(RN or BH clinician) with relevant expertise and background. The Primary Care Manager 
obtains any additional clinical expertise needed from other Care Management staff. 
Examples of how we match member needs with Care Manager clinical expertise include 
the following:  


 
 Pregnant Women and Newborns. Through our award-winning perinatal case 


management program (see our response to requirement 3.9.2.4), Care Managers 
with obstetrical nursing experience serve as Primary Care Managers for members 
at high risk for early delivery or complications from pregnancy.  


 Newborns Discharged From NICU. Experienced neonatal nurses serve as the 
Primary Care Manager for newborns being discharged from the NICU, and follow 
them through the first year of life.  


 Adults and Children with Special Health Care Needs and/or Complex Conditions A 
registered nurse serves as the Primary Care Manager for high-risk members 
whose current primary need is medical. A Care Manager with pediatric expertise 
would be assigned to a child who is medically fragile or has a complex condition. 
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A BH clinician serves as Primary Care Manager for high-risk members whose 
current primary need pertains to serious mental illness (SMI), substance use 
disorder (SUD), severe emotional disturbance (SED), or other complex BH 
conditions. 


 


CARE COORDINATION TO ADDRESS CRITICAL ISSUES 
As further described in Section 3.10.20.1, our Care Managers will use a person-centered 
process to work with the member to develop an individualized, comprehensive care plan 
based on the member’s individual strengths, goals, and preferences, and tailor services 
to wrap around the member and family. Care plans will be holistic, incorporating services 
to address critical issues such as out of home placement, specialized mental health 
services and therapies, and community resources and social service programs. 
 


Care Management staff will provide telephonic and in-person coordination of these 
services, including those provided by non-network providers, such as the State’s dental 
and non-emergency transportation vendors and providers of out of home placements, as 
described in our response to requirement 3.4.14.1, above. 
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3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS 
3.5.1 
3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. 
The vendor shall establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. The vendor shall accept each recipient who is enrolled in or assigned to the vendor by the 
DHCFP and/or its enrollment sections and/or for whom a capitation payment has been made or will be 
made by the DHCFP to the vendor. The first date a Medicaid or Nevada Check Up-eligible recipient will 
be enrolled is not earlier than the applicable date in the Vendor’s specified contract. 


 


We understand that the MCO eligibility and enrollment functions are the responsibility of 
DHCFP and the DWSS. We will have and implement policies and procedures, as well as 
dedicated resources to maintain all applicable enrolled recipient data. In addition, we will 
designate a single point of contact to serve as our liaison to DHCFP on all enrollment 
matters. We will accept those members assigned to us by DHCFP or its enrollment 
broker, for whom DHCFP has made or will make a capitation payment to us. We 
understand that the earliest enrollment date will be no sooner than the applicable date 
specified within our Nevada Medicaid and Check Up Contract.  


 


To ensure efficient enrollment of new members, our Eligibility Specialist (ES) will run a 
comparison report, called the Queued Error Report, for discrepancies between our 
system and DHCFP’s Audit File and resolve any discrepancies affecting enrollment. The 
Eligibility Specialist will also work with our internal Information Technology (IT) 
department to create Nevada-specific business rules for processing Nevada Medicaid 
and Check Up member data as necessary. Our IT Department has created 
mapping/translation programs, currently used for other Medicaid health plans, for 
loading membership and linking member eligibility files into our systems. We will use 
these same programs for our Nevada members. 


 


3.5.2 
3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.3(d)(1) . The Vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the conditions set 
forth in 42 CFR 438.50(a). Per 42 CFR 438.3(d)(3)(4) the vendor will not, on the basis of health status or 
need for health services, discriminate against recipients eligible to enroll. The vendor will not deny the 
enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
basis of race, color or national origin and will not use any policy or practice that has the effect of 
discrimination on the basis of race, color or national origin. The vendor must have written policies and 
procedures for enrolling all eligible populations. The vendor will accept as enrolled all recipients 
appearing on monthly enrollment reports. The vendor may not encourage a recipient to disenroll because 
of health care needs or a change in health care status. Further, a recipient's health care utilization 
patterns may not serve as the basis for disenrollment from the vendor.  


 


In compliance with DHCFP’s enrollment requirements we will accept new members in the 
order in which they are received up to the limits stipulated in the Contract in compliance 
with 42 CFR.438.3(d)(1). We acknowledge and accept that enrollment is mandatory 
except in cases including voluntary enrollment programs set forth in 42 CFR.438.50(a). 
Our enrollment staff receives training on all pertinent enrollment contract requirements 
annually and adherence to process requirements is monitored closely by enrollment 
management staff.  


 


We assert that we will never discriminate in the enrollment or disenrollment of members 
and not use any policy or practice that has the effect of discrimination of any type 
including those listed in the Scope of Work.  
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Our enrollment staff maintain policies and procedures – and these will be made available 
to DHCFP– governing the receipt, processing, and promulgation of 834 membership data 
across our information systems and those of our subcontractors. On a daily basis we 
currently process HIPAA 834 change transactions within numerous state Medicaid 
contracts enrolling all eligible populations accepting as enrolled all recipients appearing 
on monthly enrollment reports. Our affiliate health plans possess scores of Enrollment 
Policy and Procedure documents governing their member enrollment processes 
including the following: 


 Outbound Enrollment Verification 


 Enrollment Provisions 


 Medicaid Enrollment Practices 


 Open Enrollment – 2015 


 Eligibility Verification and Enrollment Guidelines 


 


We have implemented and used HIPAA 834 transactions since their inception including 
each of the five levels of transactions. Within 24 hours of receipt via our secure file 
transmission system and integrated EDIFECS middleware we process inbound 
enrollment files, which validates and maps each data item in the 834 to the membership 
input file format of our information systems. We load these additions, changes, and 
disenrollments as provided on the file and load information into our claims adjudication 
system. Our Edifecs EDI platform and memberships systems are able to scale out to very 
large volumes as we possess deep capability with enrollment transactions overseen by 
multiple in-house IT teams ensuring enrollment data is well maintained. 


 


In addition to daily HIPAA 834 change transactions, we will also support monthly 
membership reconciliation processes, to compare all of our member records at a given 
point in time with DHCFP. We will never encourage a member to disenroll because of 
either their use of health care services or a change in health status. Likewise, we assert 
that a member’s utilization of health care or other services shall never be a cause for 
their disenrollment as a member of our health plan. We work diligently to assure that 
each member, including those who are homeless, are treated equally and with respect 
and that each member is assigned a Primary Care Provider (PCP).  


 


For the period of January through June 2016 across all our health plans, we processed 
59,899,215 inbound 834 transactions and 409,740,373 outbound 834 transactions. It is our 
largest transaction by volume and we trade them with each state in which we have a 
health plan. 


 


3.5.3 
3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by the 
vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of the 
disenrollment. The recipient may be enrolled with another vendor. 


 


In cases where a health plan member has been disenrolled resulting from a grievance 
filed by us, we affirm that the member will not be re-enrolled with us unless the member 
wins an appeal of their disenrollment. We understand that the individual may then be 
enrolled with another vendor. In these circumstances our member services department 
tracks these individuals disenrolled from our health plan to assure they are not re-
enrolled immediately thereafter with us.  
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3.5.4 
3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in 
situations where eligibility errors have caused an individual to not be properly and timely enrolled with the 
vendor. In such cases, the vendor shall only be obligated to pay for such services that would have been 
authorized by the vendor had the individual been enrolled at the time of such services. For in-state 
providers in these circumstances, the vendor shall pay the providers for such services only in the 
amounts that would have been paid to a contracted provider in the applicable specialty. Out-of-state 
providers in these circumstances will be paid according to a negotiated rate between the vendor and the 
out-of-state provider. The timeframe to make such corrections will be limited to 180 days from the 
incorrect enrollment date. The DHCFP is responsible for payment of applicable capitation for the 
retroactive coverage.  


 


We agree and understand that we will be responsible to cover services provided during a 
period of retroactive enrollment when caused by eligibility errors that resulted in an 
individual not being properly enrolled in a timely manner with us. We understand our 
obligation is to pay for services that would have been authorized if the individual had 
been properly enrolled at the time the services were incurred. In addition, we understand 
that we will pay in-state providers for services rendered in the amounts that would have 
been paid to a contracted provider in the applicable specialty. For out-of-state providers 
in these circumstances we assure DHCFP that we will pay providers the applicable 
negotiated rate. If payment corrections are needed, we will do so within the 180 day time 
limit of the incorrect enrollment date as required.  


 


In numerous state Medicaid contract implementations we have gained the necessary 
expertise to enroll members, address retroactive enrollment effectively, and pay member 
claims correctly and efficiently. Our health plan will load and be responsible for services 
for any retro-enrolled member for the retroactive periods agreed upon in the Contract. 
We will not load spans that fall outside the agreed upon allowable retroactive timeframe. 
We will work with DHCFP to properly receive capitation payments for applicable 
retroactive coverage. 


 


3.5.5 
3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, 
must be immediately reported by the recipient to their DWSS eligibility worker. The vendor must provide 
the DHCFP with notification of all births and deaths and demographic changes. 


 


Within our new member materials, we inform all members of their rights and 
responsibilities including notifying both DWSS and their MCO of any status changes 
related to family size, change of address, etc. In addition, we understand our 
responsibility to DHCFP in notifying the agency of all births, deaths, and demographic 
changes for our members. 


 


3.5.6 New Enrollment Process 
3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program who are not joining an existing case will have the opportunity to select their vendor of 
choice at the time of application, or any time prior to the approval of their application. Absent a choice, the 
DHCFP will select a vendor for the recipients using an auto-assignment algorithm that distributes families 
between the vendors. These recipients will have ninety (90) days to change their mind and switch to 
another vendor.  
 


 


We will work with new members who have selected to join our health plan at the time of 
their application or at any time prior to the approval of their application. For those 
recipients who do not make a Managed Care Organization (MCO) selection and are auto-
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assigned by DHCFP to us, we acknowledge that DHCFP will select a MCO using an auto 
assignment algorithm distributing families among contracted MCO’s. We will comply 
with requirements allowing new members to within ninety (90) days make a change of 
their MCO selection. In numerous existing state Medicaid contracts we possess 
experience with the use of auto assignment algorithms and will apply that knowledge 
and expertise to work closely with DHCFP and newly enrolled members throughout the 
assignment process.  


 
3.5.6.2 Newborns 
 
A. The vendor is required to report births electronically on a weekly basis to the DHCFP via the Provider 
Supplied Data file located on the File Transfer Protocol (FTP) site. 


 


We will comply with DHCFP requirement to provide a weekly electronic report of births 
through the Provider Supplied Data file located within the File Transfer Protocol (FTP) 
site. In numerous existing state Medicaid contracts we possess experience with similar 
File Transfer Protocol systems and will leverage this experience to work closely with 
DHCFP to successfully report new births. 


 
B. Medicaid-Eligible Newborns 
The vendor is responsible for Medicaid newborns as of the date of birth, provided the mother was actively 
enrolled or retro-actively enrolled at the date of birth.  


 


All newborns of our members are our responsibility. We will comply with requirements to 
be responsible for the care of Medicaid-eligible newborns as of the date of their birth if 
the child’s mother was either actively enrolled or retro-actively enrolled at the date of 
birth. We will also follow up with DHCFP to ensure the state properly links newborns to 
the Medicaid mother when appropriate information is available. Before the newborn’s 
birth and enrollment, we reach out to the birth mother for inclusion in our award winning 
Pregnancy Management program to commence care planning and engage them in 
tracking key milestones throughout the baby’s first year of life. The program seeks to 
ensure necessary monitoring of high-risk pregnancies to optimize healthy birth 
outcomes via recommended prenatal and postpartum services.  


 
C. Nevada Check Up/CHIP Newborns 
The Head of Household/Mother must notify the DWSS of the newborn within 14 days following the 
delivery in order to qualify to receive coverage from the date of birth. If the family into which the baby is 
born is a Nevada Check Up family currently receiving coverage from the vendor for a sibling of the 
newborn, and the newborn is qualified to receive coverage from the date of birth and is eligible for 
Nevada Check Up, the vendor shall receive a capitation payment and provide coverage for the month of 
birth. The vendor will also receive a capitation payment and provide coverage for all subsequent months 
that the child remains enrolled with the vendor. If notification is not received as required herein, the 
newborn will be enrolled as of the first day of the next administrative month from the date of notification. 


 


We will comply with all Nevada Check Up/CHIP newborn enrollment requirements. We 
understand that to qualify for coverage the newborn’s Mother or Head of Household 
must notify DWSS of the newborn’s birth within 14 days of the delivery. If the newborn is 
born into a Nevada Check Up family currently receiving coverage from our plan for a 
sibling of the newborn, we will provide coverage from their date of birth within the 
Nevada Check Up program and the newborn is qualified to receive such coverage under 
the Nevada Check Up program. In coordination with the above circumstances, we 
understand that we will receive a capitation payment and provide the newborn coverage 
for the month of their birth if the newborn is qualified for coverage.  
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We also understand that we will receive a capitation payment and provide coverage for 
all subsequent months that the child remains enrolled with our plan. However, if the 
required notification is not received as required by DHCFP, the newborn will be enrolled 
as of the first day of the next administrative month from the date notification is received. 


 
D. If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the coverage 
extends beyond that 30 day period the child will not be eligible for Nevada Check Up until after the 
insurance expires and the child’s eligibility is determined under Nevada Check Up eligibility rules. 


 


If a newborn’s mother has other insurance coverage that provides 30 days of post-birth 
coverage for the newborn, we will enroll the child on the first day of the next 
administrative month. If, however, the newborn’s coverage extends past 30 days, we 
understand that the child will not be eligible for the Nevada Check Up program until after 
the other insurance coverage expires and the child’s eligibility is re-determined. 


 
3.5.6.3 Auto-Assignment Process 
For recipients who do not select a vendor, or who are not automatically assigned to a vendor based on 
family or previous history, the DHCFP will, using an auto-assignment algorithm, assign the recipient to a 
vendor, based upon federally required enrollment criteria and the approved Medicaid State Plan. 


 


We understand that DHCFP will auto-assign recipients to MCO’s if the recipient has not 
chosen a vendor and they have not been automatically assigned due to family or 
previous history. We acknowledge that DHCFP will base these assignments on federally 
required enrollment criteria and the approved Nevada Medicaid State Plan. If the auto-
assignment process results in uneven distribution of new members to PCPs, we have a 
proven process in place to redistribute members effectively, while maintaining PCP 
choice, for those who elected a PCP. 


 


We will collaborate closely with DHCFP on the Auto-Assignment process to assure 
proper enrollment of new members through this process. Based on our experience with 
auto assignment processes within numerous other state Medicaid managed care 
programs we have the processes and internal expertise in place to effectively engage 
and enroll new members who have been auto-assigned. 


 
3.5.6.4 Automatic Reenrollment 
 
A. The MCO assignment of returning recipients, those who have been eligible for Medicaid or Nevada 
Check Up in the past but lost that eligibility, will vary depending on their length of ineligibility. Those 
returning recipients who were ineligible for two (2) months or less will be returned to their former vendor 
except in the event that their loss of eligibility caused them to miss the annual open enrollment period. 
Those returning recipients who were ineligible for more than two (2) months will be treated the same as 
those newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either 
program described above. 


 


We will collaboratively work with DHCFP to enroll returning members who have in the 
past been eligible for Medicaid or Nevada Check Up but have lost eligibility. If an 
individual was ineligible for two (2) months or less, we understand that he or she will be 
returned to the previous MCO except when their loss of eligibility resulted in missing the 
annual open enrollment period. If an individual was ineligible for greater than two (2) 
months he or she will be treated the same as newly approved Medicaid and Nevada 
Check Up recipients who have not been previously eligible for either program.  
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B. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their MCO 
enrollment for any period of time, will be treated the same as those newly approved Medicaid and Nevada 
Check Up recipients who have never been eligible in either program described above. 


 


We will comply with requirements to treat recipients who have retained Medicaid and 
Nevada Check Up eligibility, but have lost MCO enrollment for any period of time, as the 
same as those recipients newly approved, but not previously eligible for Medicaid and 
Nevada Check Up. With our expertise gained in numerous Medicaid State contracts we 
possess the expertise to manage member enrollment effectively and fairly in accord with 
DHCFP requirements. 


 


3.5.7 Disenrollment Requirements and Limitations (Refer to Attachment R~ 
Disenrollment Form) 
3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may choose 
to be voluntarily enrolled in managed care. 
 
If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from the vendor, the 
disenrollment will commence no later than the first day of the second administrative month after which all 
covered medically necessary services will be reimbursed by FFS. 


 


As in other state Medicaid contracts where we enroll and provide services to eligible 
Native Americans, we will comply with requirements allowing individuals to choose 
voluntary enrollment in managed care. We understand that if an eligible Native American 
Medicaid or Nevada Check Up elects to disenroll from our MCO, the disenrollment will be 
effective not later than the first day of the second administrative month after all covered 
medically necessary services will be reimbursed by FFS. 


 
3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults:  
 
A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be CSHCN, SED or SMI. The Nevada Medicaid 
expansion population, defined as childless adults ages 19-64, and the expanded parent and caretakers 
ages 19-64, who are made eligible as part of the Patient Protection and Affordable Care Act expansion 
population, cannot opt out of managed care, where available, based on a determination of serious mental 
illness (SMI). The vendor may not encourage a recipient who is deemed CSHCN, SMI/SED to disenroll. 
However, during the contract period, the State may, at its sole discretion, remove the option for SED/SMI 
Medicaid recipients to be voluntarily disenrolled from managed care in the future.  


 


We understand that Medicaid recipients have the option to disenroll from managed care 
if they are determined to be Children with Special Health Care Needs (CSHCH) or are 
Severely Emotionally Disturbed (SED), or Seriously Mentally Ill (SMI). We further 
understand that childless adults aged 19-64 and parents and caretakers aged 19 -64 who 
are made eligible through PPACA expansion do not have the option to disenroll from 
managed care based on an SMI diagnosis. We confirm that we will not encourage any 
member deemed to be CSHCN or SMI/SED to disenroll. We also understand that during 
the contract period, the State may remove the option for SED/ SMI Medicaid recipients to 
be voluntarily disenrolled from managed care. We will never encourage members with 
SED/SMI to disenroll. Our goal, in contrast, is to serve the SED/SMI populations through 
our use of evidence-based practices and collaboration with provider facilities that 
provide case management services to enhance identified service gaps.  
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B. Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain 
enrolled with the managed care organization that is responsible for ongoing patient care.  


 


We understand that Nevada Check Up recipients, under the Nevada Title XXI State Plan, 
must remain enrolled with our MCO, if we are designated as responsible for their 
ongoing patient care. 


 
3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient 
 
A. The DHCFP will hold an open enrollment period at least once every twelve (12) months. During open 
enrollment, recipients are free to change vendors or to remain with their current vendor. 


 


We will comply with DHCFP requirements to administer an open enrollment period at 
least annually (every 12 months) to accept new members. We understand that our 
members may choose to stay with our health plan or request to join another vendor. On 
disenrollment issues we will educate members regarding disenrollment procedures 
through phone calls or written communication, if needed, in addition to the written 
description in the Member Handbook. 


 
B. Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in either 
program who are not joining an existing case will be allowed to change their vendor within the first ninety 
(90) days of enrollment. These recipients must submit their request in writing to the DHCFP’s fiscal agent 
to request this change.  


 


We understand that newly approved and eligible program recipients who have not been 
previously eligible may change their vendor within their first ninety (90 days) of 
enrollment. We understand that to request this change members must submit their 
request in writing to DHCFP’s fiscal agent. 


 
C. Recipients who were ineligible for two (2) months or less will be returned to their former vendor except 
in the event that their loss of eligibility caused them to miss the annual open enrollment period.  


 


We understand and will comply with the requirement that recipients who were found to 
be ineligible for two (2) months or less will be returned to their previous MCO if their loss 
of eligibility caused them to miss the annual open enrollment period.  


 
D. Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will be 
treated the same as those newly approved Medicaid and Nevada Check Up recipients who have never 
been eligible in either program described above. These recipients will be allowed a ninety (90) day right to 
change period during which they may switch vendors. These recipients must submit their request in 
writing to the DHCFP’s fiscal agent to request this change.  


 


For members who have lost their Medicaid or Nevada Check Up eligibility for greater than 
two (2) months per contract requirements we will treat them the same as those newly 
approved Nevada Medicaid and Nevada Check Up recipients who have never been 
eligible for either program. We understand that the first ninety (90) days following 
enrollment will be considered a right to change period during which time members have 
the option to choose to switch health plans. Members who choose to change MCO’s 
must make the request in writing to DHCFP’s fiscal agent. 


 
E. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their 
managed care MCO enrollment for any period of time, will be treated the same as those newly approved 
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Medicaid and Nevada Check Up recipients who have never been eligible in either program described 
above. 


 


We understand and will comply with provisions that allow members who have retained 
their Medicaid or Nevada Check Up eligibility, but have lost their managed care MCO 
enrollment for any period of time to be treated the same as those newly approved for 
either program who have not been previously eligible for either program. 


 
F. Any recipient may request to switch vendors for good cause at any time. These recipients must contact 
their current vendor orally or in writing for permission to disenroll, and if approved, they will be allowed to 
choose from the remaining enrolled vendors. If there is only one other vendor they will be automatically 
assigned to that vendor. Should the vendor refuse the disenrollment due to a lack of good cause, the 
recipient can then appeal the decision first through the vendor’s appeals process and may be escalated 
to the State Fair Hearing process. Switching vendor’s to access a particular facility or provider will 
generally not be considered good cause. 
1. Good cause for disenrollment as defined in 42CFR438.56 includes: 
a. The recipient moves out of the vendor service area. 
b. The plan does not, because of moral or religious objections, cover the service the recipient seeks. 
c. The recipient needs related services (for example a cesarean section and a tubal ligation) to be 
performed at the same time; not all related services are available within the network; and the recipient's 
primary care provider or another provider determines that receiving the services separately would subject 
the recipient to unnecessary risk. 
d. Other reasons, including but not limited to, poor quality of care, lack of access to services covered 
under the contract, lack of access to providers experienced in dealing with the recipient's health care 
needs or when the State imposes intermediate sanctions, as described in 42 CFR 438.702(a)(3) and if 
the State has notified the vendor it intends to terminate their contract. 
1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency is not 
required to make a determination. If the vendor cannot make a determination, the vendor may refer the 
request to the State. If the State determines there is not good cause for disenrollment, the recipient will be 
given access to the State Fair Hearing process. 


 


We acknowledge that recipients may request to switch vendors for good cause at any 
time. We understand that our members may request to be reassigned to a different health 
plan at any time for good cause as defined under 42 CFR 438.56 including those reasons 
listed above in the Scope of work.  


 
G. If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by using 
the form supplied. The vendor must make a determination as expeditiously as the recipient’s health 
requires and within a timeline that may not exceed fourteen (14) calendar days following receipt of the 
request for disenrollment. The DHCFP will notify the State’s Fiscal Agent to effect the disenrollment at the 
first of the next administrative month. 


 


As in all enrollment functions, we will work with and follow DHCFP’s enrollment 
requirements. If we determine that there is sufficient cause for the member’s 
disenrollment, we will follow our internal policies and procedures including notifying 
DHCFP with the form supplied. We understand this decision must be made expeditiously 
as the member’s health requires within the required timeline not to exceed fourteen (14) 
calendar days following receipt of the request. We understand that DHCFP will notify the 
State’s Fiscal Agent to effect the disenrollment at the first of the next administrative 
month. 


 
H. If the vendor denies the request for disenrollment for lack of good cause the vendor must send a 
Notice of Decision in writing to the recipient upon the date of the decision. Appeal rights must be included 
with the Notice of Decision. The vendor is required to inform the recipient of their right to first appeal 
through the vendor and if the appeal is denied to request a State Fair Hearing, how to obtain such a 
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hearing, and representation rules must be explained to the recipient and provided by the vendor pursuant 
to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). The State 
ensures access to State Fair Hearing for any recipient dissatisfied with a determination that there is not 
good cause for disenrollment. 


 


In compliance with Nevada DHCFP requirements, if we deny a member’s request for 
disenrollment for lack of good cause, we will send a Notice of Decision in writing to the 
member upon the date of the decision. We will inform the member of their right to first 
appeal the decision to us and if the appeal is denied inform the member that they may 
request a State Fair Hearing. We will provide the member information on how to request 
a State Fair Hearing and their representation rules pursuant to applicable regulations 
including 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1). We acknowledge that members have access to the State Fair Hearing 
process if the determination was made that there is not good cause for disenrollment. 


 
I. The DHCFP requires that the recipient seek redress through the vendor’s grievance system before 
making a determination on the recipient's request. The grievance process, if used, must be completed in 
time to permit the disenrollment (if approved) to be effective no later than the first day of the second 
month following the month in which the recipient files the request. 


 


We will follow our internal policies and procedures and comply with requirements 
allowing the redress of member concerns through our grievance system (See 3.13 
Grievances and Appeals for more details) before making a determination of the 
member’s request. We will expedite the grievance process to permit the disenrollment (if 
approved) to be effective no later than the first day of the second month following the 
month in which the member filed the request. 


 
1. If, as a result of the grievance process, the vendor approves the disenrollment, the State agency 
is not required to make a determination. If the vendor cannot make a determination, the vendor may refer 
the request to the State. If the State determines there is not good cause for disenrollment, the recipient 
will be given access to the State Fair Hearing process. 


 


If, pursuant to the grievance process, we approve the member’s disenrollment, we 
understand the State agency is not required to make a determination. In the event, we 
cannot make a determination, we understand that we may refer the disenrollment request 
to the State. If the State’s determination is that good cause for disenrollment does not 
exist, the member will be given access to the State Fair Hearing process. 


 
J. If the vendor or State agency (whichever is responsible) fails to make a disenrollment determination so 
that the recipient can be disenrolled within the timeframes specified, the disenrollment request is 
considered approved.  


 


We acknowledge that if either we, or DHCFP, fail to make a disenrollment determination 
in the required timeframe, that the disenrollment request will be considered as an 
approved request. Failure to meet required timelines by our staff or by DHCFP will never 
adversely impact our members, even as they disenroll. 


 
K. If the State Agency receives a request directly from the recipient, the recipient will be directed to begin 
the process by requesting disenrollment through their vendor. 
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We acknowledge that if the State Agency receives the disenrollment request directly 
from the member, the State will refer the member to us to begin the process of 
requesting their disenrollment. 


 
L. Disenrollment procedures are pursuant to 42 CFR 438.56(d). 


 


We will follow the requirements of 42 CFR 438.56(d) regarding member disenrollment 
procedures. 


 
3.5.7.4 Disenrollment at the Request of the Vendor 
A. The vendor may request disenrollment of a recipient if the continued enrollment of the recipient 
seriously impairs the vendor’s ability to furnish services to either the particular recipient or other 
recipients. In addition, the vendor must confirm the recipient has been referred to the vendor’s Recipient 
Services Department and has either refused to comply with the referral or refused to act in good faith to 
attempt to resolve the problem. Prior approval by the DHCFP of a vendor’s request for the recipient’s 
disenrollment is required. The DHCFP will make a determination on such a request within ten business 
(10) days. If approval is granted, the recipient will be given notice by the vendor that disenrollment will 
occur effective the next administratively possible month. 


 


We understand we have the right to request a member’s disenrollment if we determine 
their continued enrollment seriously impairs our ability to furnish services to the member 
or other members. Our health plan will not disenroll any member if that member’s dis-
enrollment is not provided on the State’s 834 file. There is one exception: 


• if a member is identified as having uncooperative or disruptive behavior  


• when a member’s continued enrollment in the Plan seriously impairs the Plan’s 
ability to furnish services to either this particular member or other members 


 


Disenrolling a member to another plan is an option we consider only as a last resort. If 
the decision is made to disenroll them from our plan, prior to transferring the member 
out of our plan to a new MCO we will send any needed medical information to the new 
MCO within five (5) calendar days or as medical needs dictate.  


 


We will confirm that the member is properly referred to our member services department 
and has either refused to comply with the referral or refused to act in good faith to 
attempt to resolve the problem. We will follow our internal policies and procedures by 
seeking prior approval from DHCFP for a member’s disenrollment and understand that 
the disenrollment determination will be made by DHCFP within ten (10) business days. If 
approved, we will notify the member that their disenrollment will be effective the next 
administratively possible month. 


 
B. In the event the DHCFP fails to make a disenrollment determination within the timeframes specified, 
the disenrollment shall be considered approved. 


 


We understand that if DHCFP does not make a disenrollment determination within the 
timeline required that the member’s disenrollment will be considered approved. 


 
C. A vendor may not request disenrollment of a recipient for any of the following reasons: 
1. An adverse change in the recipient’s health status; 
2. Pre-existing medical condition; 
3. The recipient’s utilization of medical services; 
4. Diminished mental capacity; 
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5. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued 
enrollment of such a recipient seriously impairs the vendor’s ability to furnish services to either the 
particular recipient or other recipients); 
6. A recipient’s attempt to exercise his/her grievance or appeal rights; or 
7. Based on the recipient’s national origin, creed, color, sex, religion, and age.  


 


We will comply with DHCFP requirements within 3.5.7.4(c) to not disenroll or discriminate 
against members for the following reasons: 


 an adverse change in the member’s health status 


 pre-existing medical condition 


 utilization of medical services 


 diminished mental capacity 


 uncooperative or disruptive behavior resulting from the member’s special needs 
(except when continued enrollment may seriously impair our ability to furnish 
services to either the member or other members) 


 a member’s attempt to exercise their grievance or appeals rights or 


 based on the member’s national origin, creed, color, sex, religion, or age 


 


We have staff training in place to ensure that these types of enrollment discrimination do 
not occur. Our philosophy is based on meeting all members where they are, even those 
who are exhibiting "uncooperative or disruptive behavior".  


 
D. Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 CFR 
438.56(d)(2). 


 


We understand that some members may need to disenroll from our health plan due to 
their relocation outside of our service area. 


 
3.5.7.5 Enrollment, Disenrollment and Other Updates  
 
A. The vendor must have written policies and procedures for receiving monthly updates from the DHCFP 
of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining to these 
recipients. The updates will include those newly enrolled with the vendor. The vendor must incorporate 
these updates into its management information system. 


 


We have well established and annually updated policy and procedure documents 
coordinated by our plan’s Enrollment Specialist. These documents detail our processes 
for receiving monthly updates from DHCFP for those members enrolled in and 
disenrolled from our MCO and other applicable updates. We understand these updates 
may include those newly enrolled with us and that we are required to include these 
updates in our management information system. 


 
B. An open enrollment period will be held annually. The open enrollment period may be changed at the 
State’s sole discretion. During the open enrollment period, a recipient may disenroll from their vendor 
without cause.  


 


We will comply with requirements pertaining to the Nevada Medicaid and Check Up 
programs annual open enrollment period and that the timeframe may be changed at the 
sole discretion of the State. We understand that at the time of open enrollment our 
members may disenroll from our plan without cause. 
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C. Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to each 
MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such notice shall be 
provided at least 60 days before each annual enrollment opportunity. 


 


We understand that DHCFP, through its fiscal agent, will notify each of our members of 
their right to terminate or change their enrollment at least 60 days prior to each annual 
open enrollment period. Members are considered to be enrolled in the Plan until receipt 
of the Member Listing Report, also known as the 834 Enrollment file, indicating an 
effective date for their disenrollment. If a member chooses to disenroll the disenrollment 
shall be effective on the first day of the calendar month for which the disenrollment 
appears on the 834 Enrollment file. 


 
3.5.7.6 Enrollment Interface 
Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means by 
which the vendor’s Enrollment Sections can: 
A. Determine the number of recipients each enrolled PCP will accept as new patients; and  
 
We acknowledge and affirm our compliance with this requirement. Our Provider Data 
Management (PDM) system, fully integrated with our enterprise Management Information 
System (MIS), has the technical capability to track and determine the number of members 
each network PCP will accept as new patients. We will configure PDM as well as the 
integrated Member Data Management (MDM) component of our MIS to meet all federal 
and state requirements, and ensure that each of our members will have an assigned PCP 
within 5 days of receiving the HIPAA 834 Membership File from DHCFP, with a provider 
accepting new patients.  
 
WORKING WITH PROVIDERS TO DETERMINE PCP MEMBER PANEL CAPACITY 
Prior to implementation and during our provider recruitment, credentialing and 
contracting process (as well as the onboarding and re-credentialing of providers during 
contract operations), our Provider Engagement Specialists work closely with PCPs to 
determine the appropriate number of members each PCP can accept as new patients. We 
capture PCP panel size on our Provider Enrollment form. Once captured, PCP panel size 
and status (i.e., open or closed) is loaded into our PDM system by our provider data 
management specialists, where we use it to help with member-PCP assignments.  
 
SYSTEM FOR STORING PCP MEMBER PANEL CAPACITY 
PDM is our "system of record" for provider related data. Specifically, PDM is the central 
repository of provider identifiers, including Tax ID, the HIPAA National Provider ID (NPI), 
state specific Medicaid Provider IDs (such as DHCFP’s Atypical Provider ID), member 
panel status and capacity, demographic (provider’s language information, gender, 
locations, office hours), provider type, affiliation, specialty, and other provider data used 
by our functional business applications (e.g. Provider Directory, claims payment, service 
authorization, encounter reporting). Our Provider Data Management Department enters 
and updates provider data in PDM, ensuring that all provider data comes from one 
governing source. 
	
Matching Members to PCP 
We encourage members to pre-select their PCP at the time of enrollment to maintain their 
established PCP relationships, or to choose one with whom they wish to build a new 
relationship.  
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Auto-Assignment 
If a member fails to select a PCP at the time of enrollment we use our auto-assignment 
process to maximize continuity of care and to maintain existing member-provider 
relationships (including any relationships the PCP may have the member’s immediate 
family). Our PCP auto-assignment logic considers previous PCP assignment, PCP panel 
status, language spoken, geographical proximity to member’s address, and physical 
accessibility to the provider, and family provider assignments, among other criteria. If 
required, we will submit to DHCFP the methodology used to assign PCPs for approval. 
PDM closes a provider’s panel once member capacity is met for that provider. This 
information is also reflected in our online Provider Directory. Members have the option to 
choose or change their PCP though the secure Member Portal or by calling our Member 
Service Representatives.  
 
ENCOURAGING PCP PANEL MAINTENANCE 
We encourage PCPs to maintain open panels (i.e. accepting new patients) and we 
monitor their panel size. During provider orientation, we train PCPs (and other network 
providers) on how to view their member panel roster through our secure web-based 
Provider Portal and on the process to change their panel status or member panel size 
(this information is also made available in our Provider Manual available on our public 
website and in hardcopy for providers). In addition to provider orientation, we regularly 
communicate to PCPs the importance of maintaining member panel status through news 
blog posts on our public website and through email reminders. 
 
ONLINE PROVIDER DIRECTORY ALLOWS MEMBERS TO VIEW PANEL STATUS 
Members can access information on our providers (including each provider’s current 
status for accepting new patients) via our online provider directory, which is updated 
daily and provides information on provider office hours, language(s) spoken, gender, 
access via public transportation, and other service related factors including ADA 
accessibility. Members can access our online provider directory through our public 
website or on their mobile device with our Member Mobile Application. 
 


CONTINUITY OF CARE FOR MEMBERS 
Drawing upon the experience of our affiliate health plans, we are committed to ensuring 
continuity of care for members who transition into our MCO. For example, to the extent 
possible, if we receive the member’s previous PCP information on the 834 enrollment file, 
and the member has not proactively chosen a PCP, we will assign the member to that 
PCP where a prior relationship existed. 
 
B. Transmit recipient elections regarding PCP assignment for the forthcoming month.  


 


We affirm that we can and will transmit our members’ elections regarding PCP 
assignment for the forthcoming month to DHCFP. We will work with DHCFP to configure 
schedules in the file communications subsystem of our enterprise MIS to transmit 
member PCP assignments in the format required by DHCFP. MDM houses the member’s 
PCP assignment in a relational database structure, and is integrated with PDM so that the 
most current PCP information is linked to the member’s PCP election. 
 
DATA TRANSMISSION PROTOCOLS FOR EXCHANGE INTEGRITY 
We support Secure FTP, but we can and do support all standard industry data 
communication protocols. Our network backbone is highly redundant through a mesh 
design that provides multiple paths to and from each point, allowing maximum network 
availability and enabling us to meet contract file exchange schedules. The file 
communications subsystem of our MIS protects DHCFP data with access control, 
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authentication, and secure configuration features for total data integrity protection 
during transmission.  


 
3.5.7.7 Provider Enrollment Roster Notification 
 
The vendor must either notify or provide the means for providers to verify recipients’ PCP selection. The 
vendor must establish and implement a mechanism to inform each PCP about any newly enrolled 
recipients assigned to the PCP on at least a monthly basis. This information must be made available to 
each PCP within five (5) business days of the vendor receiving the Membership File. The Enrollment 
Sections will pass the Membership File through the system for verification of eligibility prior to distribution 
to the vendor, who will in turn be responsible for keeping individual participating providers informed. The 
vendor may elect to update its Membership File more frequently to keep PCPs informed of the enrollment 
activity.  


 


We can and will establish and implement our proven mechanisms to inform each PCP 
about any newly enrolled members assigned to the PCP on at least a monthly basis and 
within five business days of receiving the Membership File from DHCFP. Additionally, we 
acknowledge that once the Membership File is distributed to us, we are responsible for 
keeping individual participating providers informed of enrollment activity. 
 
TIMELY ENROLLMENT PROCESSING 
In our affiliate health plans with Medicaid and CHIP populations similar to the Medicaid 
and Nevada Check Up programs, our MIS processes enrollment data and distributes that 
data to all downstream systems requiring that information, including our secure web-
based Provider Portal, within 24 hours (on average) of the receipt of the file from our 
state partners. 
 
MECHANISM TO INFORM PROVIDER OF MEMBER PCP SELECTION 
As we do today in our affiliate health plans, once the enrollment file data is loaded into 
our MDM system, member eligibility information, PCP selection, and benefit information 
is accessible to providers 24/7/365 online via our secure Provider Portal. We pull a daily 
report from MDM which identifies PCPs with new members and we notify these PCP of 
their new members through a variety of methods. Every month via regular mail, we will 
send PCPs a list of their members. This member roster also is online and available for 
provider offices to view and/or for providers to download securely into an Excel 
spreadsheet via our Provider Portal, which is refreshed every 24 hours with any new 
member roster information. In addition, upon request by a provider, we will send a 
verification of member eligibility form. We also send this information to our providers 
and affiliated subcontractors for pharmacy, and vision benefits administration. 
 
CONFIRM THAT PCPS RECEIVED THE LIST OF ASSIGNED MEMBERS 
To recognize multiple provider preferences, we share the panel roster information 
through multiple methods (surface mail, secure provider portal, telephone calls etc.). We 
are able to track when providers access the Provider Portal and download their rosters 
and follow up to ensure they are actively engaged. We further act on any evidence that 
surface mail has been returned for any reason and follow up with a phone call and 
update contact information accordingly. 


 
3.5.7.8 Change in a Recipient's Status 
 
Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including 
changes in family size and residence, the vendor must electronically report the change(s) to the DHCFP 
via the provider supplied data file. 
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We acknowledge and will comply to electronically report any change(s) in a member’s 
status (e.g., change in family size, name, address, phone number) to DHCFP via the 
provider supplied data file within seven calendar days of becoming aware of the change 
via the format required by DHCFP. 
 
VALIDATING MEMBER CONTACT INFORMATION 
We use every member touch point and engagement opportunity to validate that our 
member’s contact information is accurate in an effort to ensure our care team, providers, 
and DHCFP has accurate member information. The Customer Relationship Management 
System (CRM) module of our MIS supports our Member and Provider Services 
Representatives (MSRs and PSRs) and is integrated with our Member Data Management 
(MDM) database subsystem. CRM allows our MSRs and PSRs in our call center to access 
MDM and collect additional member information directly from members or their providers 
such as communications preferences for the member, member alternate or updated 
addresses, phone numbers, e-mail addresses, etc., without compromising the member 
information sent to us through DHCFP’s enrollment file. MDM also validates member 
address and contact information through US Postal System certified integrated address 
verification software. We will never overwrite eligibility information we receive from 
DHCFP or DHCFP’s fiscal agent, but rather store alternate contact information as a 
complementary attribute of the data we store in MDM. Similarly, if a member, their 
caregiver, or provider gives us updated member contact information (e.g, phone number, 
address, name change), we will capture that data in MDM without overwriting the member 
information sent to us via the eligibility/enrollment process. We will transmit to DHCFP, 
in a format and method specified by DHCFP, member name, address and/or telephone 
number changes we identify in any of the above processes within seven calendar days of 
becoming aware of the change. 


 
3.5.7.9 Transitioning/Transferring of Recipients 
 
A. Transitioning Recipients into Vendors 
The vendor will be responsible for recipients as soon as they are enrolled and the vendor is aware of the 
recipient in treatment. The vendor must have policies and procedures including, without limitation, the 
following to ensure a recipient's smooth transition from FFS to the vendor: 
1. Recipients with medical conditions such as: 
a. Pregnancy (especially if high risk); 
b. Major organ or tissue transplantation services in process; 
c. Chronic illness; 
d. Terminal illness;  
e. Intractable pain; and/or 
f. Behavioral or Mental Health Conditions. 
2. Recipients who, at the time of enrollment, are receiving: 
a. Chemotherapy and/or radiation therapy; 
b. Significant outpatient treatment or dialysis; 
c. Prescription medications or durable medical equipment (DME);  
d. Behavioral or Mental Health Services; 
e. Long Term Services and Supports  
f. Home Health or Personal Care services. 
g. Other services not included in the State Plan but covered by Medicaid under EPSDT for children. 
3. Recipients who, at enrollment: 
a. Are scheduled for inpatient surgery(s); 
b. Are currently in the hospital; 
c. Have prior authorization approval for procedures and/or therapies for dates after their enrollment, to 
honor these prior authorizations; and/or 
d. Have post-surgical follow-up visits scheduled after their enrollment. 
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We acknowledge and affirm that we will be responsible for members as soon as they are 
enrolled and we become aware of the member receiving treatment. We use a proactive, 
collaborative, whole person approach to transitions to prevent disruptions in needed 
care, particularly for members who are pregnant, have complex/chronic medical 
conditions or special needs, are opting into managed care from foster care, and those 
who are receiving ongoing care and/or services from either in network or out of network 
providers at the time of enrollment.   


 


TRANSITION POLICIES AND PROCEDURES 
We maintain policies and procedures designed to promptly identify new members with 
existing services and care coordination needs, ensure seamless transitions of care and 
the transfer of all relevant information when members move from the fee for service 
(FFS) system to our health plan. Our transition policies and procedures include, without 
limitation:  


 


Members with Medical Conditions such as: 


 Pregnancy (especially if high risk) 


 Major organ or tissue transplantations services in process 


 Chronic illness 


 Terminal illness 


 Intractable pain and/or 


 Behavioral or mental health conditions 


 


Pregnant members are risk stratified according to their trimester and any identified 
complex or continuity of care needs (See 3.4.12.3.C.1 for a detailed description of how we 
transition pregnant members into our health plan). Members with acute or chronic 
medical conditions are assessed and risk stratified according to our Care Management 
policies and procedures. (See 3.7.5.5 and 3.10.20.1 for a detailed description of how we 
conduct outreach, and refer to and engage new members with specific diagnoses and or 
high cost or extensive services in care management.)  


 


 Members who, at the time of enrollment, are receiving: 


o Chemotherapy and/or radiation therapy 


o Significant outpatient treatment or dialysis 


o Prescription medications or durable medical equipment (DME) 


o Behavioral or mental health services 


o Long term services and supports, including  


o Home and Health or Personal Care services 


o Other services not included in the State Plan but covered by Medicaid 
under EPSDT for children 


 Members who, at the time of enrollment:  


o Are scheduled for inpatient surgery 


o Are currently in the hospital 


o Have prior authorization approval for procedures and/or therapies for dates 
after their enrollment to honor these prior authorizations, and/or 


o Have post surgical follow-up visits scheduled after their enrollment. 
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For new members who are identified as receiving any of the care/services described 
above, we authorize any existing covered services and ensure continuity of care as 
described below. We also assess for care management/coordination needs as described 
in detail in our response to requirement 3.10.20.2.  


 


IDENTIFYING NEW MEMBERS WITH MEDICAL CONDITIONS AND THOSE 
RECEIVING SERVICES AT THE TIME OF ENROLLMENT 
Our dedicated Care Coordination Unit (CCU), which includes a Care Manager, social 
worker, community health worker, and Program Coordinator, identifies members 
requiring authorization of existing services as well as care coordination, including but 
not limited to members described above. We understand the importance of promptly 
reviewing and acting upon all available clinical information obtained from the 
relinquishing payer in a timely manner to ensure continuity of care. In order to quickly 
identify and ensure needed services and care coordination for these members, our CCU 
or Care Management staff review available data sources including, but not limited to:  


 Enrollment/demographic data and Information from the State indicating existing 
authorizations of ongoing covered services, including data related to members 
who may require priority outreach, are currently inpatient, or who may have 
special needs  


 Historical claims data available from the State or HealthHIE Nevada that indicates 
a need for ongoing services such as oxygen, medical supplies, DME, 
chemotherapy or radiation therapy, significant outpatient treatment or dialysis, 
long term services and supports including home and health or personal care 
services, EPSDT, are pregnant or have conditions such as major organ transplant, 
chronic illness, terminal illness, behavioral health, or other conditions requiring 
care coordination and/or care management  


 Pharmacy data provided by the State to identify members with prescriptions that 
indicate a chronic or complex condition that may require ongoing services, such 
as short or long-acting beta agonists indicating asthma, and psychotropic 
medications indicating ADHD treatment or BH conditions 


 Information obtained from our Health Risk Screening 


 Information obtained from Notifications of Pregnancy (NOP), which we require 
providers to submit for all identified pregnant members regardless of trimester. 
NOPs provide information necessary to conduct risk assessment and 
stratification needed for prioritization of outreach and care planning 


 Existing prior authorization approvals for procedures and/or therapies for dates 
after the member’s enrollment to honor these prior authorizations,  


 Provider requests for authorizations and referrals, and notification of special 
needs members, such as those with existing or potential behavioral health and 
developmental needs, or those receiving transitional care as described below  


 Information from our concurrent review nurses onsite at network hospitals, as 
well as those who communicate telephonically with hospital discharge planning 
staff 


 Contact from members and their family/caregivers through the member Call 
Center, or interaction with our Care Managers and community health workers 


 Notification when a new member is admitted to a hospital (or ER) that supports 
sending us admission/discharge/transfer information electronically 
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ENSURING CONTINUITY OF EXISTING CARE FOR IDENTIFIED MEMBERS 
When we identify a member through one of the avenues described above, we quickly 
obtain information about ongoing services and needs so that we can authorize existing 
care and ensure no gaps in services. All contact and sharing of information is conducted 
in compliance with all applicable laws and regulations for privacy and security of 
protected patient information.  


 
Obtaining Information On Current Care and Needs 
Our staff will contact the previous provider and/or FFS representative to request key 
information including, but not limited to that shown in the table below. 


 


Key Information for Transitioning New Members 


Service history, particularly recent utilization (such as hospitalization, LTSS or home 
care, ancillary services, DME, apnea monitors, mental health/substance use disorder 
treatment, and life-sustaining services such as dialysis)  


Diagnoses, including behavioral health conditions, terminal illness,  


Pregnancy status and, if applicable, OB and hospital selected for delivery 


Current PCP and specialists 


Complex/chronic conditions and related treatment including, at a minimum, 
chemotherapy/radiation, pain management, major organ or tissue transplant, ongoing 
outpatient treatment, specialty medications that require prior authorization 


Provider treatment plans 


Results of any recent case management assessments and the current care plan 
including medications, member goals and preferences 


Other information about the member’s needs and barriers to care, including caregivers 
and other social supports, current/history of homelessness  


Any new care requirements following enrollment into our MCO, such as new 
medications, pending procedures, or postpartum or post op care 


EPSDT records, including immunizations, results of screenings and diagnostic testing, 
and any outstanding follow up care 


 


EDUCATING MEMBERS AND PROVIDERS TO CONTINUE EXISTING SERVICES 


Members. Our staff educate members/caregivers to continue accessing existing 
services, including BH and other specialty care, with no change, and provide assistance, 
as needed, with scheduling and transportation. Staff also verify whether existing 
services continue to be delivered, and contact Providers if the member/caregiver report 
any gaps. If we identify services/supplies that were ordered prior to the member’s 
enrollment (e.g., medical equipment or supplies), our staff coordinate with the 
appropriate Provider to ensure the member continues to receive the services or supplies. 
For members who have services such as surgery or medical or BH post-discharge follow 
ups scheduled, our staff work with the member to identify any barriers to receiving the 
services, such as arranging transportation. 


Providers. Our Provider Engagement Team staff educate network providers about our 
authorization of existing covered services; our transition policies and procedures; and 
our payment standards which ensure prompt payment to all providers serving our 
members. We also provide this information on the Provider Portal. This education occurs 
for out of network (OON) providers serving new members when we attempt to contract 
with them upon identification. Additional education OON providers receive at this time 
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includes authorization requirements beyond the transition period, and our claim 
submission processes to ensure prompt payment for continued services.  


 
AUTHORIZING AND COORDINATING EXISTING SERVICES 
We authorize any existing covered services with no changes for 30 days after enrollment 
or until we are able to complete a comprehensive assessment and determine if the 
current course of treatment is medically necessary. In the case of BH services, we may 
authorize out of network services for up to 90 day. In the event that a member is 
receiving care/services from an OON provider, we use the transition period to determine 
whether the provider is willing to contract and if not, to determine whether it is clinically 
appropriate to transition the care to a network provider, as described below. CCU staff 
coordinate all existing services the member is receiving, regardless of provider network 
status. 


 


CONTINUATION OF SERVICES WITH OON PROVIDERS BEYOND THE 
TRANSITION PERIOD 
Our Care and Utilization Management staff assist the Medical Director (MD) with 
determining the necessity of continuing care with OON providers beyond the initial 
authorization period. Staff contact the OON provider to obtain information such as 
clinical information on condition and diagnosis; the course and estimated length of 
treatment; and the provider’s expertise with the member’s condition or diagnosis (which 
staff assess within the context of availability of that expertise within our network). We 
authorize and reimburse for medically necessary Covered Services not available in-
network, until those services are available from network Providers. For services that are 
available within our network, the MD and our staff work with the member and non-
contracted provider to safely transition the member to a network provider when 
transition will not disrupt care or jeopardize member health. If transition would likely 
disrupt care or jeopardize member health, we authorize the network provider to provide 
the care for a period appropriate to the member’s needs. See our response to 
requirement 3.4.9.1 for detail on our processes for continuing care with OON providers.  


 
TRANSITIONING CARE TO NETWORK PROVIDERS 
To ensure that services for members with special needs (including but not limited to 
those listed above) are not interrupted, CCU staff coordinate with the 
member/representative, OON provider, and FFS representative as applicable, and 
network providers, to develop a Transition Plan that specifies how the member’s care will 
be safely transitioned. CCU staff educates the member to continue accessing services 
until we authorize a new care plan, and about the requirement to receive care from a 
network provider. If needed, CCU staff assist the member in selecting a network provider. 
They also provide the new member with service information, emergency numbers, and 
instructions on how to obtain services. We authorize and reimburse for medically 
necessary out-of-network services until the member’s care, records, and clinical 
information are transitioned to a network provider.  


 


TRANSITION FOR HOSPITALIZED MEMBERS 
For hospitalized members, our concurrent review Care Manager begins participating in 
discharge planning and providing necessary authorizations upon identification. This 
includes gathering all necessary clinical information from and coordinating with facility 
staff and treating provider(s). We employ our evidence based Transition of Care Program 
to coordinate care and ensure a safe and clinically appropriate discharge. (See 3.4.4.1 for 
a detailed description of our Transition of Care Program and processes). 
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3.5.7.10 Transferring Recipients Between Vendors 
 
It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of reasons. 
When notified that a recipient has been transferred to another plan or to FFS, the vendor must have 
written policies and procedures for transferring/receiving relevant patient information, medical records and 
other pertinent materials to the other plan or current FFS provider. This includes any Care Management 
Organizations (CMOs) providing services to the FFS population. 


 


TRANSFERRING MEMBERS TO ANOTHER PLAN OR FFS MEDICAID 
It may be necessary to transfer a member from one MCO to another or to Fee for Service 
(FFS) Medicaid for a variety of reasons. We maintain policies and procedures for 
situations where a member is being, or has been, transferred to another plan or to FFS, 
including any CMOs providing services to the FFS population. When we are notified that 
a member is transitioning to another plan or FFS, we ensure continuity of care, including 
transferring/receiving relevant member information, medical records and other pertinent 
materials in accordance with HIPAA and other privacy laws. We use a proactive, 
collaborative approach to transitions to prevent disruptions in needed care, particularly 
for members who are pregnant, have complex or special needs, and those who require 
ongoing services. 


 
IDENTIFYING TRANSITIONING MEMBERS AND COORDINATING CARE 
TRANSITIONS 
A Program Coordinator reviews the State termination file daily to identify members who 
will be transitioning out of our MCO and are currently receiving services. The Program 
Coordinator immediately alerts the Care Management Department via our health 
management system, when a transitioning member is receiving Care or Disease 
Management services. Within two business days of becoming aware of a member leaving 
our MCO for another payer, the Care Manager attempts to identify the new payer and 
communicate information on existing authorizations and special circumstances to the 
receiving payer and provider(s). If the member has not yet transitioned out of our MCO, 
the Care Manager contacts the member to identify the new payer and educate them on 
the importance of communicating all existing care and services to their new payer and 
Provider, particularly in the event the transfer requires them to select a new PCP or other 
Provider. 


 


INTERACTING WITH THE RECEIVING MCO/PAYER 
When we identify the new payer, the Care Manager contacts the new MCO or FFS 
representative, to alert them to the member’s transition and identify the appropriate point 
of contact for discussing and sharing information about the member’s needs, care, and 
ongoing services. We send a Transition of Care (TOC) form (as described below) to the 
receiving MCO/FFS representative with information about the member’s care 
coordination needs, including open authorizations. When a member is engaged in Care 
Management, we make our Care Manager available for case conferences to discuss 
member needs and care, and ensure continuity of care for our outgoing members. We 
also provide all claims history to the State as required to share with the subsequent 
MCO/FFS. 


 
Prior to transferring a recipient, the vendor (via their subcontractors when requested by the vendor) within 
five (5) calendar days or as medical needs dictate must send the receiving plan or provider information 
regarding the recipient’s condition. This information shall include the name of the assigned PCP, as well 
as the following information, without limitation, as to whether the recipient is: 
A. Hospitalized; 
B. Pregnant; 
C. Receiving Dialysis; 
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D. Chronically ill (e.g., diabetic, hemophilic, etc.); 
E. Receiving significant outpatient treatment and/or medications, and/or pending prior authorization 
request for evaluation or treatment; 
F. On an apnea monitor; 
G. Receiving behavioral or mental health services; 
H. Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized Family 
Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition the 
child to the next service delivery system. For most children, this would be the school district and services 
are provided for the child through an Individual Education Program (IEP); 
I. Involved in, or pending authorization for, major organ or tissue transplantation; 
J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 
K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition; 
L. Referred to a Specialist(s); 
M. Receiving substance abuse treatment ; 
N. Receiving prescription medications; 
O. Receiving durable medical equipment or currently using rental equipment;  
P. Currently experiencing health problems;  
Q. Receiving case management (referral must include the case manager’s name and phone number); 
and 
R. Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services 
and/or Home Health. 
 


 


Prior to transferring a member out of our MCO, we will send member information to the 
receiving MCO or FFS representative, as described below, within five calendar days or as 
medical needs dictate. We will ensure that transferred information includes 
subcontractor information (pharmacy, behavioral health, vision, disease management, 
etc.) either by incorporating it into the information we provide or by requesting the 
subcontractor to forward the information directly, in accordance with HIPAA and other 
privacy laws. The information will include the name of the PCP, as well as the following 
all information included in Section 3.5.7.10 A-R above.  


 


To ensure that clinical record transfer does not cause delay in the provision of services, 
we require that our network Providers send a copy of the member’s medical record and 
supporting documentation to the new PCP within 10 business days of a request from a 
receiving MCO/payer/provider (at no charge to the member or receiving 
MCO/payer/provider). In addition, our Care Managers outreach to authorized providers of 
members in ongoing treatment and those with our MCO-authorized procedures that are 
scheduled to occur after the member’s effective date with the new MCO/FFS to alert them 
of the need to transition care to the new payer.  


 


In addition to providing a completed TOC form, we can export and securely transmit to 
other payers (subject to HIPAA administrative and technical requirements) a 
transitioning member’s open authorizations in HIPAA 278 format or other the State 
specified format, as well as historical service utilization data in HIPAA 837 or other the 
State-specified format using Secure FTP or other industry standard, HIPAA compliant 
methods. Our MIS databases use SQL-compliant relational database technology and can 
send output data, including outstanding prior authorizations; medical, BH, and pharmacy 
claims data; and eligibility data in any health industry standard or State proprietary 
format. Our MIS meets all HIPAA data transaction standards. We also provide information 
such as the current care plan and contact information for the PCP and other treating 
Providers.  
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When a recipient changes vendors or reverts to FFS while hospitalized, the transferring vendor shall 
notify the receiving vendor, the receiving provider, or the DHCFP Quality Improvement Organization 
(QIO) like vendor as appropriate. 


 


When a member changes health plans or reverts to FFS while hospitalized, our 
concurrent review Care Managers will notify the receiving plan, receiving provider(s), or 
DHCFP Quality Improvement Organization (QIO) like vendor as appropriate.  


 


Care Managers will complete the TOC form in order to provide the receiving entity with 
information needed to ensure coordination of care and appropriate discharge planning. 
The TOC Form includes all required information including but not limited to member 
demographics, name of inpatient facility, admission and anticipated discharge date, 
principle diagnosis, allergies, and current medications. The form also provides prior 
inpatient history, a care management summary, copy of the current care plan, 
identification of existing care coordination needs, psychosocial information, contact 
information for current PCP and specialists, and outstanding authorizations, including 
DME. The Care Manager will send the TOC form to the new vendor, provider, or QIO like 
vendor via secure email or fax as requested.  


 


The Care Manager will continue to review medical necessity and provide appropriate 
authorizations while the member remains enrolled in our plan. Once the member’s 
enrollment transfers to the receiving entity, the Care Manager will continue to participate 
in discharge planning as requested by the new payer. We will make every effort to avoid 
disruption of care or services for the member and facilitate a safe and clinically 
appropriate transition of care. 


 
3.5.8 Transitioning Recipients between Vendor and the State Designated Health 
Insurance Exchange (HIX) or other insurance product.  
A person may change eligibility status during a care episode. That person may then be eligible for 
Exchange coverage or other non-exchange coverage to include individual and employer based coverage 
or Medicare. The vendor should have a procedure in place to notify any insurance carrier or plan of 
relevant patient information.  
 
This must be done in compliance with the Health Insurance Portability and Accountability Act (HIPAA) 
and other privacy laws. 


 


We understand that members may change eligibility status during a care episode, 
becoming eligible for State Designated Exchange (HIX) coverage, or other non-exchange 
coverage including individual or employer based coverage, a Medicare MCO, or Medicare 
FFS. We will maintain procedures as described below to ensure timely notification of 
relevant patient information to the receiving insurance carrier or plan whenever a 
member changes eligibility status during a care episode. All transfer of member 
information is conducted in compliance with HIPAA and other privacy laws.  


 


PROCEDURES TO NOTIFY INSURANCE CARRIER/PLAN OF RELEVANT PATIENT 
INFORMATION 
As described below, our procedures to notify the receiving insurance carrier/plan 
(hereinafter referred to as ‘new payer’) of relevant patient information when a member 
changes eligibility status during a care episode include: 


 Identification of the change in eligibility status 


 Outreach and transfer of information 


 Ensuring continuity of care for special circumstances. 
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IDENTIFYING CHANGE IN ELIGIBILITY STATUS 
Our Program Coordinator reviews the State termination file daily to identify members 
with changed eligibility status who will be transitioning out of our MCO to a new payer. 
Following our “no wrong door” approach, we also accept information regarding changes 
in eligibility status from members and providers, which the Program Coordinator verifies 
against the eligibility file. The Program Coordinator determines whether identified 
members are receiving ongoing care or treatment, and immediately alerts the Care 
Management Department via our health management system when a transitioning 
member with an ongoing care episode is identified. (See our response to requirement 
3.5.7.10 for a detailed description of how we transfer a member who is receiving Care or 
Disease Management services to another payer.) 


 
Notifying New Payer of Relevant Patient Information 
When the Care Manager receives notification of a transitioning member, they alert the 
member’s new payer, identify the appropriate point of contact for discussing the 
member’s care needs, and share information about the member’s needs, care, and 
ongoing services.  


 


Care Managers notify and provide information to the new payer (and/or provider when 
known) within one business day of becoming aware of the transitioning member when 
disruption of services could potentially jeopardize the member’s health or mental health. 
For lower risk members, we will provide notification and send member information to the 
new payer within five calendar days prior to transition of coverage or as medical needs 
dictate.  


 


We send relevant patient information via a Transition of Care (TOC) form to the new 
payer with information about the member’s open authorizations and ongoing care as well 
as care coordination needs. When a member is enrolled in our Care Management 
Program, the Care Manager is available for case conferences to discuss member needs 
and care, and provide assistance to ensure continuity of care. We provide all claims 
history to the State as required to share with the new payer. We also provide information 
such as the current care plan and contact information for the PCP and other treating 
providers. We will ensure that transferred information includes subcontractor 
information (pharmacy, behavioral health, vision, disease management, etc.) either by 
incorporating it into the information we provide or by requesting the subcontractor to 
forward the information directly, in accordance with HIPAA and other privacy laws.  


 


ENSURING CONTINUITY TO PREVENT GAPS IN CARE 
Our procedures ensure continuity of care when transitioning members have special 
circumstances requiring additional efforts to prevent gaps in care, such as when the 
member will change PCPs after they transition out of our health plan, and when a 
member is hospitalized when the eligibility change occurs. 


 
Transfer of Patient Information When Member Changes PCP. To prevent any gap in 
the provision of ongoing services, we require that our network providers send a copy of 
the member’s medical record and supporting documentation to the new PCP within 10 
business days of receiving a request from another payer or provider (at no charge to the 
member or receiving payer or provider). In addition, our Care Managers outreach to 
authorized providers of members in ongoing treatment and those with our MCO-
authorized procedures that are scheduled to occur after the member’s effective date with 
the new MCO/payer to alert them of the need to transition care to the new payer/provider.  
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Transfer of Patient Information When a Member is Hospitalized. Our concurrent review 
staff continue to review medical necessity, provide appropriate authorizations, and 
participate in discharge planning for members who are hospitalized at the time of 
changed eligibility status and transition to a new payer. The TOC form we provide to the 
new payer includes but is not limited to information needed to ensure coordination of 
care and appropriate discharge planning, such as member demographics, name of 
inpatient facility, admission and anticipated discharge date, principle diagnosis, 
allergies, and current medications. The form also provides prior inpatient history, a case 
management summary, copy of the current care plan, identification of existing care 
coordination needs, psychosocial information, contact information for current PCP and 
specialists, and outstanding authorizations including for durable medical equipment. We 
also notify DHCFP Quality Improvement Organization (QIO) like vendor, as appropriate 
and in accordance with section 3.5.7.10 of this RFP. 


 


COMPLIANCE WITH HIPAA AND OTHER PRIVACY LAWS 
We provide the TOC form to payers and providers via secure email or secure fax. In 
addition, we can export and securely transmit to other payers (subject to HIPAA 
administrative and technical requirements) a transitioning member’s open authorizations 
in HIPAA 278 format or other the State specified format, as well as historical service 
utilization data in HIPAA 837 or other the State-specified format using Secure FTP or 
other industry standard, HIPAA compliant methods. Our Management Information 
System (MIS) databases use SQL-compliant relational database technology and can send 
output data, including outstanding prior authorizations; medical, BH, and pharmacy 
claims data; and eligibility data in any health industry standard or State proprietary 
format. Our MIS meets all HIPAA data transaction standards.  
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3.6 RECIPIENT SERVICES 
3.6.1 Information Requirements  
The vendor must have written information about its services and access to services including Recipient 
Services phone number available to recipients and potential recipients. This written information must also 
be available in the prevalent non-English languages, as determined by the State, in its particular 
geographic service area. The vendor must make free, oral interpretation services available to each 
recipient and potential recipient. This applies to all non-English languages, not just those that the State 
identifies as prevalent.  
 
The vendor is required to notify all recipients and potential recipients that oral interpretation is available 
for any language and written information is available in prevalent languages. The vendor must notify all 
recipients and potential recipients how to access this information.  
 
The vendor’s written material must use an easily understandable format and language. The vendor must 
also develop appropriate alternative methods for communicating with visually and hearing-impaired 
recipients, and accommodating physically disabled recipients in accordance with the requirements of the 
Americans with Disabilities Act of 1990. All recipients and potential recipients must be informed that this 
information is available in alternative formats and how to access those formats. The vendor will be 
responsible for effectively informing Title XIX Medicaid recipients who are eligible for EPSDT services, 
regardless of any thresholds. 


 


ENSURING ACCESSIBLE, COMPLIANT, COMPLETE MEMBER WRITTEN 
INFORMATION 
We understand and will comply with all federal, state and contractual requirements 
regarding member communications, member materials, and cultural and linguistic 
competency, including those in this Section. We, and our member materials will:  


 Provide information on the availability of internet video interpretation 


 We will translate and make available member materials in the prevalent non-
English languages such as Spanish and other non-English languages, as 
determined by the state 


 Offer free, real-time telephonic oral interpretation services for any language, 
meeting all CMS, HIPAA and federal requirements, through our a phone call to our 
Member Services Department 


 Offer internet video interpretation and American Sign Language service for 
members with internet access and a web camera and microphone via our 
professional interpretation service, offering secure, encrypted, HIPAA compliance 
communications. This service is especially important for discussions between 
members and our Care Management Team, where seeing a member’s body 
language and facial expression improves communication. 


 Offer our Nevada Relay/ TDD telephone number for persons with hearing and 
other communications disabilities 


 Meet all requirements of the Americans with Disabilities Act of 1990 for accessible 
communications, including alternative formats, podcasts, online videos, etc. 


 Offer assistance, including to read and explain materials for those with 
communications disabilities or Limited English Proficiency (LEP), and provide all 
alternative formats, via our Member Services Department. 


 Will effectively inform Title XIX Medicaid recipients who are eligible for EPSDT 
services, regardless of language, about these services, how to access them, and 
their importance to current and future health.  


 


To ensure all members receive needed information, the Welcome Packet and Member 
Handbook will notify members of how to obtain the packet in languages other than 
English and Spanish, oral translation and explanation of all materials, and alternative 
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formats. In addition, this information will be available on our website and through all 
member-facing staff.  


 


We have extensive experience in providing culturally competent materials and use 
professional certified translators for all material translations. When possible, we will 
secure these services in Nevada, so that local language idioms and customs are 
respected. We will use a quality review mechanism to ensure that translated materials 
convey intended meaning in a culturally appropriate manner, including a review by staff 
members or our Member Advisory Board, as appropriate, to ensure that local nuance is 
considered, and maintain certifications of accuracy on translations. 


 


Our Member Handbook will include a language block in English, Spanish, Tagalog, and 
Chinese, the languages most commonly spoken in Nevada, notifying members who 
speak other languages or who require alternative formats to contact our Member 
Services Department for assistance. Our vital materials, member materials, and written 
notices informing members of their right to interpretation and translation services will be 
translated in compliance with Section 3.4.2.15.C.3 of this contract.  


 


Trained and courteous representatives answering our Member Services toll-free phone 
line will confirm and log the member’s communications preference in our integrated 
member information system in every interaction so that we can maintain contact 
according to the member’s wishes.  


 
3.6.1.1 Member Handbook 
The vendor must provide all recipients with a Member Handbook. The vendor can meet this requirement 
by sending the Member Handbook to the head of the household. The handbook must be written at no 
higher than an eighth (8th) grade reading level and must conspicuously state the following in bold print. 
 
“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR 
INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE 
RECIPIENT.” 


 


Our Member Handbook, both in print and online, is a member’s go-to document for 
accessing services, understanding benefits and engaging with our MCO. We have 
extensive experience in creating a Member Handbook that is not only compliant, but is 
lively, easy to read, and, most importantly, easy to scan for valuable information. Our 
handbook will include the language requested in 3.6.1.1 in bold print. 


 


We will develop and distribute a Welcome Packet, including the Member Handbook and 
Provider Directory, to new members within five business days of receiving notice of the 
enrollment, (Section 3.6.1.1.B). The Packet materials will be written at no more than an 
eighth grade reading level and the Handbook will contain this Section’s required 
language and information, in the style and manner required by DHCFP. 


 


Based on our best practices and extensive research with Medicaid consumers, our 
Welcome Packet, including Handbook, will be engaging, culturally sensitive, and 
motivating. Our Welcome Packet and Member Handbook will be colorful and coordinated, 
with illustrations and charts as reminders and to aid comprehension. We will include all 
required language, such as found in this Section, in the style and manner required by 
DHCFP. 


 


For more detail on our Welcome Packet, please see our response to Section 3.10.16.7. 
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A. The vendor must submit the Member Handbook to the DHCFP before it is published and/or distributed. 
The DHCFP will review the handbook and has the sole authority to approve or disapprove the handbook, 
in consultation with the Medical Care Advisory Committee (MCAC). The vendor must agree to make 
modifications in handbook language if requested by the DHCFP, in order to comply with the requirements 
as described above or as required by CMS or State law. In addition the vendor must maintain 
documentation that the handbook is updated at least once per year. Prior to the contract start date, the 
initial handbook must be submitted to the DHCFP for its MCAC review. Thereafter, annual updates must 
be submitted to the DHCFP for approval before publication and/or distribution.  


 


We will submit our Member Handbook to DHCFP for approval prior to publication and/or 
distribution as required, and prior to the contract start date to DHCFP for MCAC review 
and DHCFP review and approval. Prior to initial submission and for any subsequent 
changes, our Compliance Officer will review our Handbook to ensure that we meet all 
federal, state and contractual obligations for content, cultural competency, and reading 
levels. We will make modifications as required by DHCFP. We also will print the date of 
issue on our Member Handbook after any update, including the required annual update, 
so that members can distinguish new versions that may contain DHCFP-approved 
revisions or changes. We will store all approved revisions and changes in our 
Governance, Risk Management and Compliance System.  


 


Annually, just prior to the open enrollment period, we will review our Member Handbook 
and, after approval from DHCFP for any revisions or changes, update the on line version 
and print the updated hard copy, with a new date of publication for version control. For 
approved revisions which occur between full re-publication, we will provide printed 
inserts with the new text. We will make no changes to the printed or online version of the 
Member Handbook without DHCFP approval. 


 
B. The vendor must mail the handbook to all recipients within five (5) business days of receiving notice of 
the recipient’s enrollment and must notify all recipients of their right to request and obtain this information 
at least once per year or upon request. The vendor will also publish the Member Handbook on the 
vendor’s Internet website upon contract implementation and will update the website, as needed, to keep 
the Member Handbook current. At a minimum, the information enumerated below must be included in the 
handbook: 


 


We understand and will comply with these requirements. Our Handbook, in searchable 
PDF format, will be available on the public pages of our website upon contract 
implementation, and will be updated immediately with any DHCFP approved revisions or 
changes. Like our printed Handbook, the online format will be clearly dated so that 
members know they are viewing the latest version.  


 
1. Explanation of their right to obtain available and accessible health care services covered under this 
contract; how to obtain health care services, including out-of-plan services; how to access them; the 
address and telephone number of the vendor’s office or facility; and the days the office or facility is open 
and services are available. 


 


All information in our Member Handbook will be easy to read, accurate and complete with 
information on Medicaid covered benefits and services including services covered by the 
health plan and services covered under Medicaid FFS. For ease of reference, we will offer 
a table of contents to lead members to the specific information they need, such as how 
to obtain all physical and behavioral health care services covered under this contract, 
and educate and assist members on how to access out of plan services including non-
Medicaid covered benefits and services (i.e. WIC, food stamps, etc.) Our contact 
information will be prominent, and each page of our Member Handbook will contain our 
toll-free 24/7 telephone number (and our TTY/TDD 711 telephone number for members 
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with hearing impairments) which will connect the member to a trained representative no 
matter the day or time. Information will include the addresses and hours of operation of 
our Nevada offices, including a reminder that members may visit our offices during 
business hours for walk-in service. 


 
2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will receive 
confirmation of their selection of a PCP, if a PCP was designated at the time of enrollment. Confirmation 
of the recipient's PCP selection may be via an ID card and not printed directly in the member handbook. 


 


Our Member Handbook will explain the role of the PCP, how a member can select a PCP, 
and how we will confirm their selection. We will confirm the member’s PCP selection via 
an ID card mailed to the member with the member’s PCP printed on the card. Members 
who are auto-assigned and members who change PCPs at any time will also receive an 
ID card in the mail with the PCP’s name. We will auto-assign any newly enrolled members 
who have not made a PCP selection within five business days of the effective date of 
enrollment using the assignment criteria in this contract. We will notify all members of 
their PCP within five business days of assignment via the mailed ID card, regardless of 
method of selection, and inform members of how they may receive services during the 
time period between enrollment and PCP selection, or assignment. The Handbook will 
remind members that they may select a different PCP at any time by contacting our 
Member Services Department or using our on-line secure member portal.  


Our Member Handbook will contain a full section on the role of the PCP including: 


 How the member can select and change PCPs  


 Where the PCP is identified on the member’s ID card  


 What the PCP does for the member  


 What to expect during an appointment 


 Appointment and office wait time standards  


 How to obtain information on our available telemedicine services and after hours 
secondary telephonic triage for urgent situations (when no urgent care service is 
available to a member) from a board-certified physician via our nurse advice line. 


 
3. A list of current network PCPs who are and who are not accepting new patients in the recipient’s 
service area, including their board certification status, addresses, telephone numbers, availability of 
evening or weekend hours, all languages spoken, with information on specialists and hospitals. The list 
may be supplied as a separate document from the member handbook. The provider list located on the 
vendor’s website shall be updated by the vendor monthly. 


 


We will send members our comprehensive Provider Directory in the Member Welcome 
packet and upon request. It will include:  


 All contracted providers and providers of our subcontractors, including dental, 
vision, pharmacy, behavioral health, specialists, Federally Qualified and Rural 
Health Centers, certified nurse midwives, Doulas, etc. 


 All PCP and specialist demographics required by this Section such as office 
hours, accessibility, notation of any available after hours care, age limitations, 
languages spoken, board certification, availability of night/weekend appointments 


 All care facilities and ancillary services, such as hospitals, urgent care and 
emergency locations, home health care and durable medical equipment suppliers, 
dialysis centers, etc. 


 Whether the provider is accepting new patients 
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We will provide current up to date information on open and closed panels, which is 
maintained and available real time on the member portal. Please see our response to 
Section 3.7.7 for details on how we maintain accuracy in our directory.  


 


The Welcome Packet and Provider Directory will notify our members that the Provider 
Directory also is available on line, with a searchable database (for instance, a member 
can search for a pediatric dentist who speaks Spanish) and driving, walking and public 
transit (where available) directions from any location to the provider’s location. Because 
our on line directory contains up-to-date information about all subcontractors’ providers, 
members will be able to complete all searches within our website. The on line directory 
also is mobile-enabled for smart phones and tablets. 


 


The Member Handbook will remind members that they can call our Member Services line 
24/7 to speak with a trained representative for to obtain assistance in provider selection 
and scheduling.  


 
4. Any restrictions on the recipient’s freedom of choice among network providers. 


 


We understand that health care delivery is most effective when the member selects their 
own PCP. The Member Handbook will explain that members are free to choose any PCP 
from the Provider Directory included in their welcome packet, or they may contact 
Member Services for selection assistance, or select or change a PCP on line or from a 
smart phone or web-enabled tablet in our secure member portal. The Handbook also will 
explain that members may use specialists as PCPs under special circumstances, such as 
an obstetrician or gynecologist during pregnancy, and the use of specialists as PCPs for 
members with disabilities, chronic conditions or complex conditions. 


 
5. Procedures for changing a PCP. 


 


The Member Handbook will explain a member’s right to change a PCP assignment at any 
time and the procedure to make the change. Members can contact Member Services for 
personal assistance with new selection and reassignment, or can change their PCP on 
the secure member portal of our website. For the convenience of members, especially 
those who may contact us from a new PCP’s office without having notified us of a PCP 
change, PCP selections will be effective immediately. Selections made in our secure 
member portal online will be effective the next day. After a PCP change, we will send the 
member a new member ID card identifying the selected PCP. We understand and will 
comply with all requirements for PCP selection and change, including but not limited to 
Section 3.6.3.4. 


 
6. Recipient rights and protections as specified in 42 CFR 438.100. 


 


Our Member Handbook will provide a full explanation of a member’s rights and 
protections as specified in 42 CRF 438.100. 


 
7. The amount, duration and scope of benefits available under the contract in sufficient detail to ensure 
that recipients understand the benefits to which they are entitled. 


 


Our Member Handbook will provide all member benefit information, including but not 
limited to behavioral health, vision, pharmacy services, emergency and urgent care. We 
also will provide details on our Disease Management and Care Management programs 
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and how to access, on our value added services, and our 24/7 nurse advice and triage 
service. We will provide information on how members can obtain non-emergency 
transportation services through Medicaid, offer contact information, and offer assistance 
through our Member Services telephone line. To ensure that members have a complete 
understanding of their benefits before accessing services, we also will provide a section 
outlining services that are not covered by our MCO, those that are covered by Medicaid, 
and services generally not covered.  


 
8. Procedures for obtaining benefits, including authorization requirements. 


 


Our Member Handbook will contain information and procedures for obtaining health care 
services, such as: 


 A glossary of words used when accessing care, such as participating provider 
and primary care provider 


 When to see a PCP 


 EPSDT schedules and why they are important 


 Dental, behavioral health, and family planning services. 


 Scheduling pre-natal care, and details on our special program for women who are 
pregnant 


 Difference between emergency care and urgent care and how to access 


 Information on filling prescriptions 


 Services that require prior authorization and procedures for obtaining service, 
including how to obtain assistance from Member Services, BH Resources, and the 
member’s PCP.  


 


Additionally, the Handbook and our website include a chart identifying the service, 
coverage, benefit limitation and helpful comments as the example shows below: 


 


Service Coverage Benefit Limitation Comments 


Early Periodic 
Screening Diagnosis 
and Treatment 


 


   Covered 


For members less 
than 21 years old 


 


Sterilization 
Procedures 


Covered  Consent Form 
Required 


 
9. The extent to which, and how, recipients may obtain benefits, including family planning services, from 
out-of-network providers. 


 


Our Member Handbook will explain the difference between in and out of network 
providers, and the advantages of obtaining care with a network provider when possible. 
The Handbook will remind members that emergency services are always covered, even 
out of network, and that family planning services received from a qualified provider are a 
covered benefit both in and out of network. We understand it is the member’s right to 
open access family planning services. Our Provider Directory will list our network family 
planning service providers.  
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10. Procedures for disenrollment without cause during the 90 day period beginning on the date the 
recipient receives notice of enrollment and the annual open enrollment period. The handbook must also 
have procedures for disenrolling with cause. 


 


In our Member Handbook, we will explain the open enrollment period, and the 
procedures for disenrollment without cause during the 90-day initial enrollment period 
(beginning when the member receives notice of enrollment) and the annual open 
enrollment period. We also will describe our procedures for voluntary disenrollment, 
such as for eligible Indian members and for those pursuant to a finding of Seriously 
Emotional Disturbed (SED) or Severely Mentally Ill (SMI) and children with Special Health 
Care Needs. The Handbook will have procedures for disenrolling with cause, such as 
cited in Section 3.5.7.F of this contract.  


 
11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up 
eligibility will be auto-assigned as follows: by family affiliation (if other family members are enrolled); by 
history (assigned to the last vendor in which the recipient was enrolled); or randomly. 


 


Our Handbook will describe the process for members who become eligible for Nevada 
Medicaid or Nevada Check Up after a period of ineligibility. Our Member Services Center 
will also be available to answer questions. The assignment of returning members, those 
who have been eligible in the past but lost that eligibility, will vary depending on their 
length of ineligibility. We understand those returning members who were ineligible for 
two (2) months or less will be returned to their former health plan except in the event that 
their loss of eligibility caused them to miss the annual open enrollment period. Those 
returning members who were ineligible for more than two (2) months will be treated the 
same as those newly approved Medicaid and Nevada Check Up members who have 
never been eligible in either program described above. Our integrated management 
information system will track member and family information across spans of eligibility 
and across products (such as a member who moves from Nevada Check Up to Medicaid 
or foster care).  


 
12. The extent to which, and how, after-hours and emergency coverage are provided including: what 
constitutes an emergency medical condition; emergency and post stabilization services with reference to 
the definitions in 42 CFR 438.114; the fact that prior authorization is not required for emergency services; 
the process and procedures for obtaining emergency services, including the 911-telephone system or its 
local equivalent; the locations of any emergency settings and other locations at which providers and 
hospitals furnish emergency and post stabilization services under the contract; and emergency 
transportation; the fact that, subject to regulatory limitations, the recipient has a right to use any hospital 
or other setting for emergency care and clarification of the appropriate use of emergency services; 


 


Our Member Handbook will use examples of illness and injury to explain the difference 
between emergent and urgent care, the role of post stabilization services, and how to 
access care in each situation, including after hours, with reference to the definitions in 
42CFR 438.114. We will clearly state all requirements in this Section, emphasizing that 
emergency care does not require authorization, that members should call 911 or go to 
the nearest emergency facility (whether in or out of network) in an emergency, and that 
emergency transportation and post-stabilization service are a covered benefit. Our toll-
free number and ID card will also inform members to go to the nearest emergency facility 
in case of emergency.  


 


Our Provider Directory, accompanying the Handbook and available on line, will have 
complete information on emergency and urgent care providers and locations. 
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13. Explanation of procedures for urgent medical situations and how to utilize services, including the 
recipient services telephone number; clear definitions of urgent care; and how to use non-emergency 
transportation. 


 


Our Member Handbook Urgent care does not replace the primary care provider. An 
urgent care center is a convenient option when someone's regular physician is on 
vacation or unable to offer a timely appointment. Or, when illness strikes outside of 
regular office hours, urgent care offers an alternative to waiting for hours in a hospital 
Emergency Room. The Handbook will encourage members to contact their PCP or to 
obtain personal service from a licensed clinician by calling our Member Services line, 
which connects members to our nurse advice and triage service, available 24/7. Our 
nurse advice service will assist members in obtaining the right care, including contacting 
their PCP, finding them the nearest urgent care provider, and/or alerting our care 
management or medical management team on call, as needed.  


 


If our nurse advice service discovers a member cannot access urgent care (for instance, 
if there is no urgent care provider in the member’s area or their physician office is not 
open within the recommended timeframe to seek care), our nurse advice service will 
engage an on-call physician to conduct a secondary triage. This telemedicine visit will 
include a medical history and telephone consultation conducted by a board certified 
physician.  


 


We also will train our Member Services Representatives who answer member calls to, 
assist in finding an urgent care providers convenient to the member’s location, or 
connect them to our nurse advice service for secondary triage, described above. (3.6.2) 
The Member Services toll free number will be on each page of our Member Handbook. 


 


For members in active Care Management service, our integrated information system will 
alert the Member Services Representative and/or our nurse advice service, so that the 
assigned Care Manager can provide appropriate follow-up. 


 


A section of our Member Handbook will explain the use of non-emergency 
transportation, its limitations, the member’s responsibility, and telephone number of the 
transportation vendor. We will train Member Services staff to assist members in 
accessing non-emergency transportation. 


 
14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s PCP, 
including explanation of authorization procedures. 


 


The Member Handbook will explain the procedures for obtaining specialty and other 
benefits not provided by the member’s PCP, including an explanation of authorization 
procedures and clarifies that paper referrals are not required for referrals to specialists 
that are made by PCPs. It also contains information on the following topics: 


 Self‐referrals 


 Prior authorization and notification 


 Authorization determination timelines 


 Second and third opinions 


 


The Handbook will encourage members to contact Member Services with any questions 
or for assistance with obtaining the status of any needed authorization, and for 
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assistance in securing the name of, or appointment with, any specialist post-
authorization. Our Member Experience Team, part of Member Services and serving as 
our Concierge Service, will offer personal assistance to members who require expedited 
service, are having difficulties with the authorization procedures, or need assistance with 
out of network or out of area services.  


 
15. How and where to access any benefits that are available under the Title XIX and Title XXI State Plans 
but are not covered under the contract, including any cost sharing, and how transportation is provided. 
For a counseling or referral service that the vendor does not cover because of moral or religious 
objections, the vendor need not provide the information on how or where to obtain the service. The 
vendor must notify the State regarding services that meet this criteria and in those instances, the State 
must provide the information on where and how to obtain the service. 


 


Our Member Handbook will include how to contact the state and describe services 
available to members under Title XIX and Title XXI, which the member receives directly 
from Medicaid and not under this contract including: 


 Home and community-based waiver services 


 Intermediate care facility services for the mentally retarded. 


 Indian health services and tribal clinics 


 Transitional rehabilitation service 


 Long term care services 


 Non-emergency transportation 


 


We will describe cost-sharing and will direct members with additional questions about 
these services to their Nevada Caseworker. 


 
16. Procedures for accessing emergency and non-emergency services when the recipient is in and out of 
the vendor service area. 


 


Our Member Handbook will include a section on accessing services out of area, 
including emergency, urgent and routine services. We will clearly state that emergency 
services are a covered benefit in and out of the service area and that members in an 
emergency should dial 911 or go to the nearest emergency facility.  


 


For in area routine and urgent service, we will direct members to their PCP, our urgent 
care network, or our nurse advice and triage line. For urgent services when out of area, 
we will direct members to contact our toll-free number for assistance, either from our 
nurse advice and triage line or from our Member Experience Team, part of our Concierge 
Service, who will personally assist the member, such as directing the member to an 
urgent care center contracted with our parent organization.(Section 3.6.2) For out of area 
routine service, we will direct members to contact their PCP or our nurse advice line for 
advice, reminding them that routine service must be provided in-network to be a covered 
benefit. 


 
17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and the 
Grievances, Appeals, and Fair Hearings section of this RFP. 


 


We will provide detailed information on our grievance and fair hearing procedures as 
specified in 42 CFR 438.10 (g) and the Grievances, Appeals, and Fair Hearings section of 
this RFP. For detail on our procedures, please see our response to Section 3.10.16.5. We 
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also will offer members support with the grievance process from our Member Services 
Department, or, if the member prefers, support from our Manager, Grievance and 
Appeals. 


 
18. Information on procedures for recommending changes in policies and services. 


 


Our member handbook contains information on mechanisms and procedures for 
providing input and making recommended changes to our health plan policies and 
services. These procedures include: 


 Encouraging members to contact Member Services with suggestions for 
improvements, or changes in policy and procedures  


 Remind members that they can send these comments via either their secure email 
on our website or from a general email box on our public facing web pages. 
Member Services will acknowledge all suggestions for improvement, and track 
and report suggestions to our Quality Improvement Committee  


 Include information about our Member Advisory Committee, where members can 
provide input for improvements and changes in policy and procedure 


 
19. The vendor must provide adult recipients with written information on advance directives’ policies and 
include a description of applicable State law. This information must reflect changes in State law as soon 
as possible but no later than 90 days after the change. The vendor must ask each health care practice to 
ensure that a signed “Acknowledgment of Patient Information on Advance Directives” form is included in 
the recipient's medical record. 
(A sample form is available online at http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


 


Our Member Handbook will provide written information on advance directives’ policies 
with a description of applicable State law and in compliance with this requirement, 
Section 3.6.1.2, and all other state and contractual requirements. We will encourage adult 
members and emancipated members under age 18 to complete the “Acknowledgment of 
Patient Information on Advance Directives” form, available from our Member Services 
Department, their provider, or DHCFP’s website, and give a signed copy to their health 
care provider(s). Care Management will instruct in-network providers about the 
importance of obtaining a signed copy of the Advance Directive and to include a signed 
“Acknowledgment of Patient Information on Advance Directives” in the member’s 
medical record during provider trainings and in-field provider visits, and in the Provider 
Manual. 


 
20. To the extent available, quality and performance indicators, including recipient satisfaction. 


 


We will explain our quality program, performance indicators and quality measures, in 
plain language, in our Member Handbook. We will describe how member satisfaction is 
an important quality measure and that the member’s providers are also involved in our 
total quality program. We will recommend that members who want more information 
about our Quality Assurance Program and our progress on meeting goals contact our 
Member Services. We also will address quality improvement programs and member 
satisfaction surveys in our Member Newsletter and on the public pages of our website. 
Additionally, at the conclusion of each member interaction with our Member Services 
staff, staff will inquire and document the member’s satisfaction with service delivered 
during the call.  


 
21. The vendor is also required to provide to the recipient upon request, information on the structure and 
operation of the vendor and information about physician incentive plans as set forth in 42 CFR 438.6(h). 
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We understand and will comply with the requirements in 42 CFR 438.6(h) and this 
contract regarding the structure and operation our MCO and physician incentive plans. 
Our Member Handbook will notify members that they may ask for and receive information 
from Member Services about how we pay our providers. The Handbook will explain that 
our providers may be paid more as they improve the quality of care and services, 
improvement satisfaction and/or provide needed information about care to our MCO. We 
will note that we never pay a provider to withhold care.  


 
22. The member handbook must include a distinct section for eligible recipients which explains the 
EPSDT program and includes a list of all the services available to children; a statement that services are 
provided to the recipient at no costs and a telephone number which the recipient can call to receive 
assistance in scheduling an appointment. 


 


We are committed to providing the most comprehensive care and effective outreach to 
our youngest members and their parents or guardians about the need to receive all 
EPSDT program services. We will use the Member Handbook, our website, member 
newsletter, informational brochures, refrigerator magnets, colorful post cards, and 
birthday cards to inform and remind members of the EPSDT program and all services 
available to children and youth. Our Handbook will include: 


 A separate section on our EPSDT program 


 Explanations of who is eligible, that there are no costs for the services, and their 
importance to a child’s health now and in the future 


 A list of all services provided during an EPSDT checkup (e.g., ears and eyes, 
developmental history, Body Mass Index, and nutrition review, lead risk and TB 
risk reviews, mouth and teeth exam, etc.)  


 What to expect your child’s doctor to discuss during the exam (e.g. developmental 
milestones, behavioral issues, etc.) 


 How to obtain scheduling assistance, translation services, and information about 
transportation by contacting our Member Services toll free telephone line. 


 


We will provide a full EPSDT schedule in the Member Handbook so that members know 
when they should receive services and which services will be provided. We will follow-up 
with written notices, including birthday post cards, based on the member’s birth date to 
encourage members to receive all services. Routinely, we will conduct additional 
outreach, for instance, to members in large volume practices and FQHCs/RHCs, who 
have not received needed EPSDT appointments via telephone to schedule services and 
assist with transportation, as needed. 


 
23. Information regarding prescription coverage. 


 


Our Member Handbook will provide detailed information about this important Medicaid 
and Nevada Check Up benefit, including: 


 How to obtain prescriptions  


 How to look up drugs on our website 


 What questions to ask your provider or pharmacist about the drug 


 Medication safety for storing and taking drugs, including over the counter 
medications, and a description of possible medication allergic reactions and what 
to do about them 


 Explanation of the prior authorization process 
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 Detailed explanation of the pharmacy lock-in program, reasons why this would 
occur, how the member is notified, length of program, and procedures to obtain 
prescriptions while in the pharmacy lock-in program 


 How to discuss questions and issues with the member’s prescriber, pharmacist, 
or our nurse advice service. 


 


We will encourage members to view our formulary on the public pages of our website, 
and use our secure member portal online to review their prescription history, check refill 
dates, and obtain important advice. We also will remind them to discuss with their PCP 
all medications they are taking.  


 
24. Notification of the recipient’s responsibility to report any on-going care corresponding to a plan of care 
at the time of enrollment, and their right to continue that treatment under the vendor on a transitional 
basis. 


 


Our Member Handbook will explain the need to continue any on-going care at the time of 
enrollment, and remind members to contact us to exercise their right to continue current 
treatment on a transitional basis, for instance for a pregnant woman in her third 
trimester. Our Care Managers will work personally with members on their transition of 
care needs.   


 
25. Notification of the recipient’s responsibility to report any third-party payment service to the vendor and 
the importance of doing so. 


 


We will remind members in the Member Handbook of their responsibility to notify our 
Member Services Department, as well as their provider, about any other benefit plans or 
third-party payment service. The member handbook will provide a clear definition of what 
is considered to be third party liability using simple language as well as examples.  


 
26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including 
hotlines, e-mail addresses and the address and telephone number of the vendor’s fraud and abuse unit. 


 


We will provide a full explanation of what fraud and abuse are, of our fraud and abuse 
program, how it complies with all state and federal laws, and how we will work closely 
with DHCFP on the investigation of any suspected cases of fraud and abuse. We will 
provide information on how to report suspected cases of fraud and abuse and the hotline 
telephone number, email address, and mailing address of our internal fraud, waste and 
abuse line, and complete contact information for the Medicaid Fraud Control Unit of the 
Nevada Office of the Attorney General. 


 
C. The vendor must give each recipient written notice of any significant change, as defined by the State, 
in any of the enumerations noted above. The vendor shall issue updates to the Member Handbook, 30-
days before the intended effective date, as described in 42 CFR 438.10(f)(4), when there are material 
changes that will affect access to services and information about the Managed Care Program. The 
vendor will provide notification when a change directly affects the ongoing care of the recipients. The 
vendor shall also provide such notices in its semi-annual recipient newsletters and shall maintain 
documentation verifying handbook updates 


 


We will provide written notice to members of any significant change, as defined by the 
State, in any of the enumerations noted above, and will issue updates to the Member 
Handbook 30 days before the intended effective date, as described in 42 CRF 428.10(f) 
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(4), when there are material changes that will affect access to services and/or information 
about the Managed Care Program. Upon the DCHFP’s approval, we also will add any 
significant change immediately to the on line Member Handbook and/or Provider 
Directory. Additionally, we will produce inserts (after the DCHFP’s approval) for 
distribution with our Member Handbook explaining the changes until the annual 
reprinting of the hard-copy Handbook. (Routine demographic changes to our online 
Provider Directory are made daily, exceeding this contract’s requirements for monthly 
updates.)  


 


We will notify members when a change directly affects their ongoing care, including in 
our member newsletters and on our website, with the DCHFP’s approval.  


 


We will print the date of publication on all our Member Handbooks and any inserts for 
version control, and maintain documentation verifying Handbook updates and the 
DCHFP’s approval.  


 
D. The vendor must give written notice of termination of a contracted provider, within fifteen (15) business 
days after receipt or issuance of the termination notice. This notice shall be provided to each recipient 
who received his/her primary care from, or was seen on a regular basis by, the terminated provider. 


 


When a significant change occurs in our provider network, we will notify impacted 
members on the provider’s panel by letter within 15 days of the change [3.6.3.4.B]. We 
will encourage all impacted members to select another provider, and comply with all 
relevant Sections of this contract, including 3.6.3.4. As needed, our Member Experience 
Team, the Concierge Service in our Member Services Department, will personally contact 
affected members and assist them in locating a culturally appropriate, accessible 
provider and encourage them to continue all services; especially wellness visits and 
EPSDT visits with the new provider according to the member’s original wellness 
schedule. (Section 3.6.2) Our Care Management Team will provide personal outreach to 
members in care management to ensure members continue to receive needed services.  


 


3.6.1.2 Advance Directives Requirements 
Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, including 
advance directives, vendors must have written policies and procedures with respect to all emancipated 
adult recipients receiving medical care through the vendor. Specifically, this act requires the vendor: 
 
A. To provide written information to each recipient at the time of enrollment concerning: 
 
1. The recipient’s rights, under State law, to make decisions concerning medical care, including the right 
to accept or refuse medical treatment and the right to formulate advance directives; 
 
2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, including a 
requirement that the network provider present a statement of any limitations in the event the provider 
cannot implement an advance directive on the basis of conscience. At a minimum, the provider’s 
statement of limitation, if any, must:  
 
a. Clarify any differences between institution-wide conscience objections and those that may be raised by 
individual network providers;  
 
b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and 
 
c. Describe the range of medical conditions or procedures affected by the conscience objection. 
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PROTECTING MEMBERS’ RIGHTS TO MAKE CARE DECISIONS 
We understand and will comply with the Requirements of Section 1902(w)(1) of the Social 
Security Act, the Patients’ Self-Determination Act, 42 CFR subpart I of Part 489 and all 
State of Nevada law and regulation on Advance Directives Requirements. We will have 
written policies and procedures with respect to all adult and emancipated members are 
educated about and able to avail themselves of their rights to execute advance 
directives.  


 


At enrollment and ongoing, we will offer members written (and web-based) information 
about advance directives, including all language required in this Section. We will inquire 
about member’s advance directives at enrollment through the Health Risk Assessment, 
assist the member in understanding their options, and encourage members to discuss 
their personal situation with their circle of support and PCP.  


 


We also support members where they are, and that includes respecting their rights to 
execute, or not, an advance directive. Our written information will assist them in 
communicating their values to their family and providers, which improves overall person-
centered care planning and empowers the member to participate in ongoing medical 
decision making.  


 


Our advance directive policy will have no limitations regarding the implementation of a 
member’s advance directives as a matter of conscience. Our written policies will explain 
to our members that, if a provider is not following the member’s advance directives 
because the provider has a conscientious objection, or the provider presents a statement 
of limitation with all required information to us after becoming a network provider, we will 
help the member select a different provider who will honor the member’s preferences. 


 


We will also will educate all network providers and staff on the role of advance directives 
and our policies concerning a member’s right to accept or refuse medical treatment, to 
formulate an advance directive, and a provider’s right to present a statement of 
limitations, in compliance with this contract and NRS 449.628, if the provider cannot 
implement an advance directive on the basis of conscience.  


 
B. Vendor will educate the recipient to inform his/her provider to document in the recipient’s medical 
record whether the recipient has executed an advance directive; 


 


We understand the sensitivity with which advance directives must be addressed with 
members and have extensive experience in providing appropriate materials and 
educating our staff to conduct discussion with members with respect for the member 
and where each member is in their life journey. Education for members will begin with 
the Member Handbook, where we will clearly explain advance directives, clarifying that 
the member has the right to control their medical treatment preferences and the care 
they wish to receive, and the right to have their provider document this information in 
their medical record. In addition, describe how to obtain a copy of the advance directive 
from a Care Manager, our Member Services Department, or through their PCP. Our Health 
Risk Assessment, available in the Welcome Packet and on the member portal, will inquire 
about members’ existing advance directives, resulting in follow-up from our Care 
Managers to any member requesting additional information. This same information will 
be provided through our website on a public page, accessible without log in or 
registration for member’s convenience. 
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We are equally committed to ensuring that our network providers are aware of and 
comply with their responsibilities under federal and state law regarding advance 
directives. We will train and remind providers of their responsibilities, including to 
document the member’s medical record on whether the member has an advance 
directive, in initial onboarding, in the Provider Manual and during in-field provider staff 
visits. We will ask each provider to ensure that a signed “Acknowledgment of Patient 
Information on Advance Directives” is included in the member’s medical record. (Section 
3.6.1.1.19) 


 
C. Not to condition the provision of care or otherwise discriminate against an individual based on whether 
or not the individual has executed an advance directive; 


 


We will not discriminate against any members based on their execution of, refusal of, or 
requirements in an advance directive. We will not state or imply that an advance directive 
is necessary or preferable, and we train our staff to handle all questions regarding 
advance directives with sensitivity and cultural competency, including recognizing the 
culture of poverty, race, and aging, and their implications on the subject of advance 
directives. 


 
D. To ensure compliance with requirements of State laws regarding advance directives, including 
informing recipients that any complaints concerning the advance directives requirements may be filed 
with the appropriate State agency which regulates vendors; and 


 


We understand and will comply with all the State of Nevada laws regarding advance 
directives, including informing members that any complaints may be filed with DHCFP or 
any State agency regulating our MCO. We will provide this information on our public-
facing web page regarding advance directives with contact information.  


 
E. To educate vendor staff and providers on issues concerning advance directives, at least annually. 
Sample advance directives policies, procedures and forms, as well as patient information concerning 
Nevada law, are available on the DHCFP’s website:  
http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/ 


 


For staff, our mandated initial training will include all aspects of advance directives, 
including the prohibition against discrimination. Annually, all staff will attend, review, 
and receive updated materials and education regarding advance directives, a mandatory 
refresher class. Member-facing staff, such as Care Management Team and Member 
Services, may have more frequent retraining. Our Member Service Supervisors, who 
monitor call type, will report to our Internal Quality Assurance Program Committee on 
any trends in questions or concerns among members on advance directives, so that we 
can proactively inform and educate staff and providers on issues or questions. 


 


We will educate our network providers and subcontractors at orientation and at least 
annually on issues concerning advance directives, including federal, state and contract 
requirements, and the requirement to document the advance directive in the member’s 
medical record. Our provider training includes the need to respect and comply with a 
member’s advance directive, including the right to refuse treatment. Our in-field Provider 
Relations Team will provide reminders to our network during visits, ongoing training and 
meetings. Our Provider Handbook, provider website and provider newsletters will include 
our policy on advance directives.  
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With the DHCFP’s approval, we will provide a link to the DHCFP’s website resources, 
including sample forms and procedures in our Provider Manual and on our Provider 
Portal.  


 


3.6.2 RECIPIENT SERVICES DEPARTMENT/CONCIERGE SERVICES 
The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) that 
personally assists recipients to find a service provider. This department must be adequately staffed with 
qualified individuals who shall also assist recipient, recipients’ family members, or other interested parties 
(consistent with laws on confidentiality and privacy) in obtaining information and services under the 
vendor’s plan. 


 


OFFERING A SINGLE POINT OF ACCOUNTABILITY FOR ACCESS TO SERVICE 
AND BENEFITS 
Our Member Services Department, including a Concierge Service tailored to the needs of 
Nevada members, will provide members and their authorized representatives with an 
integrated point of entry to the information, services, and support they need to access 
their benefits, including personal assistance in finding a service provider. We will staff, 
train, monitor and empower our Member Services Department to provide anticipatory 
service specific to each member’s need, employing a host of engagement tools, and to 
assist all callers in obtaining information and services. 


 


To support member accessibility and a single point of accountability for all member 
service, our Member Services Department staff will include Nevada-based Member 
Service Representatives (MSRs) and our Member Experience Team (MET), serving as our 
Nevada-based Concierge Service. MSRs will answer calls and deliver a wide array of 
services to members, such as arranging in-network PCP and specialty appointments with 
in-person interpretation services (as needed) and providing care gap reminders. MSRs 
also will assist any callers with needed information, consistent with federal and state 
privacy, confidentiality, and marketing regulations.  


 


MET staff will offer concierge service to members who require specialized assistance 
and dedicated outreach, with tasks such as with completing the initial health assessment 
tool or securing out of network or out of area provider services. The same MET staff 
member who initially assists a member will provide on-going support, establishing a 
rapport with the member and following the issue to resolution as (for instance, in the 
case of a member for whom we are completing a Single Case Agreement for out of area 
service). Our MSRs and MET staff will work in concert and under the same supervision, 
giving the member a seamless foundation of support to access services, increase 
engagement, and develop health literacy. 


 


No matter the time of day or day of the year, we will answer every call and no call will 
drop into a voice mail box. For convenience of some members, our Interactive Voice 
Response (IVR) prompts will offer a voice mail box after hours, but all callers can elect to 
speak with a representative or stay on the line to obtain personal service at any time of 
day. We will have no time limits on the length of a call. Should a member need clinical or 
specialty assistance, such as a Care Manager, Health Coach or Behavioral Health 
Clinician, MSRs will warm-transfer each call, introducing the member and the issue. This 
minimizes hold time and repetition for the member and creates “no wrong door” for any 
inquiry.  
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STAFFED FOR EFFICIENT PERFORMANCE AND MONITORED FOR QUALITY  
To maintain appropriate staffing levels that meet or exceed Centers for Medicare and 
Medicaid Services (CMS) call center performance standards of answering 80% of calls 
within 30 seconds with a less than 5% abandonment rate, we will use our customized 
workforce management system. Based on years of call data analyses from Medicaid 
MCO health plans with similar populations, our analyses will factor in historical call 
duration and call patterns, program features specific to Nevada, call-type complexity and 
a range of metrics to develop scalable, performance-centered staffing patterns. This 
predictive modeling capability will allow us to forecast staffing needs and maintain 
standards in real time, even during high volume periods such as open enrollment or 
rapidly changing situations. 


 


This method of staffing has proven to be effective for delivering efficient performance, 
often exceeding CMS or state-driven standards. Nationally, in 2015, our MSRs answered 
calls from members similar to this contract’s members receiving coverage through 
Temporary Assistance for Needy Families and Children’s Health Insurance Programs in 
an average of 19 seconds, with 88% of calls answered in under 30 seconds and an 
annual abandonment rate of 2.6%, far exceeding the CMS standards.  


 


To ensure that callers receive accurate and courteous service, we will maintain a Call 
Quality Audit Program, with monitored performance standards, a monthly performance 
review with a Supervisor, and immediate re-training for any performance falling below 
standards. Please see our response to Section 3.10.17 for a full description of our Call 
Quality Audit Program. 


 


For complete quality service delivery, our Supervisors will monitor first call resolution 
and MSRs will ask each caller if they were satisfied with the service at the call’s end. 
MSRs will offer any caller who is not satisfied or who has escalated issues a warm-
transfer, with introduction and explanation, to a Supervisor or our MET. 


 


HIRING NEIGHBORS TO SERVE NEIGHBORS  
Our Member Services Department staff will be hired, trained and supervised locally out of 
our offices in Reno and Las Vegas. Our staff will mirror the diversity of our membership 
and will understand the unique characteristics of Nevada’s distinct cultures. Living 
locally, they will help us provide a friendly local voice, right down to knowing the correct 
pronunciation of Nevada’s towns and counties, and the impact of its geography on 
access to care and travel patterns. We believe this knowledge of, and attention to, local 
detail will help our members be more confident in us and more willing to turn to us as a 
trusted partner to help them access services, find providers, and secure appointments.  


 


We will recruit using national and local resources such as VR Nevada, Ticket to Work, 
and Nevada Works, and attempt to recruit persons who have lived experience with 
Medicaid and Nevada Check Up programs.  


 


Because our Member Services Department staff will be locally based, they will benefit 
from cross-pollination opportunities with our Provider Relations and Care Management 
Teams. Monthly, a cross-functional leadership committee of Directors, Supervisors, and 
Trainers across the departments will collaborate to develop consistent, accurate 
messaging to members, to review any trends or barriers to access, and to discuss in and 
out of network accessibility.  
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ENSURING CONFIDENTIALITY AND PRIVACY  
We will train our Member Services Department staff initially and ongoing on our 
compliance program, including critical ethics and health care laws, federal and state 
regulations, marketing regulations, and staff conduct related to privacy, HIPAA 
regulations, internet ethics, fraud, waste, and abuse, and caller verification protocols for 
safety and privacy. We will provide role-based access to member information in our 
health management and Customer Relationship Management (CRM) systems. We will 
monitor staff conduct of all issues related to member confidentiality and privacy in real-
time call audits by Supervisors and through our monthly Call Quality Audit program.  


 
3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of 
Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the vendor’s 
commercial clients, if applicable.  
3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for recipient access. 


 


RESPONSE FROM TRAINED, COURTEOUS REPRESENTATIVES 24/7/365 
Trained representatives will answer our toll-free Member Services line 24/7/365. Our 
Nevada-based Member Services Department staff will answer calls Monday through 
Friday, 8:00 a.m. through 5:00 p.m. local time. At all other times, the same telephone 
number will be staffed by representatives of our nurse advice and triage service, trained 
in Nevada Medicaid and Nevada Check Up benefits, populations, provider networks and 
contractual requirements, and using the same call distribution and IVR technology 
platform. Our nurse advice service will provide information on services and benefits, as 
well immediate clinical triage and assistance, including secondary triage by a physician 
(see below). No matter the time or day, our members can call one number to receive all 
physical and behavioral health services and administrative support. 


 
3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:  
 
A. Explaining the operation of the vendor; 
 
B. Explaining covered benefits; 


 


We ensure that our Member Services Department staff are skilled on all user interface 
systems, courteous and knowledgeable in order to deliver information regarding 
operations, benefits, PCP selection, policies and procedures before taking member calls.  


We will instruct Member Services Department staff in Medicaid 101, a module crafted to 
meet the requirements and standards of this contract and the state of Nevada, so that all 
staff can provide accurate, complete delivery of information, including but not limited to: 


 All Covered Services, all populations, Value-Added Benefits and enhanced 
services, and non-emergency transportation  


 Provider accessibility and wait time standards, delivery of emergent and urgent 
services, and how to effectively and immediately deploy our protocols for 
emergent/urgent accessibility of care 


 Medicaid eligibility requirements, and checking member eligibility in the State of 
Nevada’s Electronic Verification System and our Recipient Data Management 
system  


 How to explain MCO benefits, Medicaid benefits, waiver services and services that 
are not covered under the Medicaid program 
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 Role of Medicare and other insurance coverage’s, such as Workers’ 
Compensation, and coordination of benefits 


 EPSDT services and schedules, smoking cessation programs, care management 
programs and wellness programs, and our community outreach services and 
events 


 Role of our MCO in providing services, our history, quality improvement 
programs, cultural competency plans, organizational structure, and commitment 
to providing the right service at the right time for all our members. 


 Details about our policies and procedures, grievance process, network, and all 
other needed member information. 


 


More information on our training program is listed in this section below.  


 
C. Resolving, recording and tracking recipient grievances and appeals in a prompt and timely manner; 


 


Our MSRs who take all calls will be thoroughly trained in all policies and procedures 
regarding the grievance and appeals process, and their responsibilities to resolve, 
record and track member grievances and appeals in a prompt and timely manner and in 
compliance with this contract.  


 


When a member calls with a complaint, the MSR first will try to resolve the issue during 
the call, including expediting the call to a Supervisor, Care Manager or other internal 
resource as needed. If the complaint cannot be resolved or if a member calls with a 
grievance, the MSR immediately will document the grievance in Customer Relationship 
Management (CRM), our integrated member information system, which is monitored daily 
by our Manager, Grievance and Appeals to track grievances and ensure that each 
grievance is handled in a timely and appropriate manner. As the issue moves toward 
resolution, the member may work with the initiating MSR or directly with the Manager, 
Grievance and Appeals, whichever the member prefers, to provide any needed 
information and stay informed about the process and resolution. In every case, the 
member will have a designated staff member to assist in the navigation of the process, 
and will receive information in a timely manner. 


 


As part of our anticipatory service and to resolve issues before they become complaints, 
our Member Services Department Supervisors will monitor members who call more 
frequently, have multiple issues, or need extra attention to their needs, for instance, 
because of large enrolled family size. With the member’s permission, the MSR will warm 
transfer the member to our MET. MET staff will have more experience and training than 
MSRs, and are empowered to work closely with the member on issues such as 
connecting the member to needed community resources and removing barriers to care. 
Our experience shows that our MET’s personal attention and organizational experience 
can assist a member in resolving complex issues, so that the member’s concern does 
not unnecessarily become a complaint or grievance.  


 
D. Responding to recipient inquiries; and 


To be sure that our MSRs can respond accurately and courteously to all member 
inquiries with a one call resolution approach, we will provide an initial five week 
comprehensive training program, using Adult Learning Principals through classroom 
instruction, role-playing, hands on demonstrations, interactive online modules, and 
quizzes to ensure comprehension. Departmental experts, such as from Compliance, 
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Pharmacy, Behavioral Health, Provider Relations, and Care Management, inform the 
coursework. 


 


Our extensive training program will cover all aspects of members’ inquiries, including 
but not limited to: 


 Member rights and responsibilities and member grievance and appeals  


 All Member and Provider Handbooks and Manuals, materials, forms, etc.; 
navigating the public website and secure Recipient and Provider Portals, handling 
online “click-to-chat” calls and offering Support-a-User service (during which, 
with the user’s permission, the MSR can assist in real-time online navigation 
through our website and secure portals) 


 Clinical functions including, case management/care coordination, disease 
management, behavioral health, pharmacy dental and vision services, and all 
ancillary services involved in care-centered planning  


 EPSDT schedules, wellness visits, special programs for pregnant women, 
smoking cessation, diabetes management, etc.  


 Role of Medical Management, Prior Authorizations, and all functions within 
Medical Management 


 How to effectively manage emergency and urgent calls, including those for 
behavioral health crises 


 Cultural competency, including impact of poverty, trauma, sexual orientation and 
gender identity, disability, aging and communications differences on health care 
decision making 


 Use of all translation and interpretation services and communications devices 
during member calls and covered services appointments 


 Provider network, credentialing requirements, Provider complaints and appeals, 
and how to search and set appointments with PCPs and specialists, including 
procedures for out of network and out of area searches 


 All job functions and use of related technologies (with role-based access) 


 Claims and integrated systems for claims management; reimbursement models 
and techniques to identify other insurance; resubmission and resolution 
processes  


 How to deliver superior customer service, including active listening skills. 


 


MET staff receive additional, advanced training, including in policies and procedures for 
provider contracting, utilization management, and care management, in order to provide 
more specialized service to members. All Member Services Department staff receive 
mandatory monthly, quarterly, and annual trainings, and have on-demand access to our 
customized web-based training modules. 


 
E. Providing Concierge Services. 
 
F. If the recipient requires assistance with accessing care, including finding a provider, the Recipient 
Services Department will transfer the recipient to the in-person Concierge Services. The in-person 
Concierge Service staff will assist the recipient to find a provider, this assistance is over and above 
providing a list of network providers or directing to the web. The Concierge will provide the following 
assistance:  


 


We will provide a Concierge Service, called the Member Experience Team (MET) to 
provide specialized assistance in accessing and scheduling providers. We also train all 
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MSRs to provide members with assistance in accessing care in the service area, 
including finding an in-network provider, looking at family PCPs, selecting, changing, 
and scheduling with a PCP or Primary Care Site, and, when needed, assistance with 
navigating prior authorization requests for in-network specialty care. Our experience has 
shown that many personal requests for PCP assistance can be handled at the first call 
center point of contact with our MSRs. Members with more complex requests are warm-
transferred, with introduction and explanation, to MET. Our Member Services Department 
staff are trained to provide personal assistance, and not merely to direct members to our 
print or online Provider Directory or to a list of network providers. 


 


While our expectation will be that all MSRs provide concierge-style service across a wide 
range of member issues with sensitivity and attention to detail, MET staff will have more 
training and experience, and will have additional responsibilities for coordinating and 
collaborating with our Medical Management, Provider Relations, and Contracting Teams 
to remove barriers to care, as described in Section 3.6.2.F.3, below. 


 
1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites. The vendor must report 
any PCP and/or Primary Care Sites changes electronically to the DHCFP. 


 


We will train all MSRs to assist members in selecting and/or changing PCPs or Primary 
Care Sites. We will report any PCP and/or Primary Care Sites changes electronically (to 
DHCFP, as required by this contract). 


 


To assist in selection, MSRs will review the member’s geographic, language, 
accessibility, and special needs (for example, selecting an obstetrician as a PCP during 
pregnancy), as well as review any PCPs the member may have seen previously. For 
members who re-enroll after a period of ineligibility or enrollment in another MCO, our 
CRM provides Unified Recipient View, a feature that automatically brings the member’s 
enrollment history across all eligibility spans and all our MCO’s programs, to assist in 
the selection process and to promote continuity of care. 


 


Our MET will assist members who require assistance with complex PCP selection or 
appointments, for instance a pregnant member who has not yet selected an obstetrician 
or a member who needs assistance selecting a specialist to serve as PCP [3.6.3.1]. Our 
MET will provide personal service, including offering the assistance of our Care 
Management Team, for continuing support to the member.  


 
2. Assisting recipient to make appointments and obtain services; the vendor is required to find and 
schedule an appointment if the recipient reports they are unable to access or find a provider or make an 
appointment.  


 


All MSRs will offer to assist the member in scheduling PCP and other appointments and 
in obtaining services. Our experience with Medicaid members has shown us that, in 
order to ensure that members access all the services they need, we must assist in 
removing every barrier on the member’s behalf. We have and will train to policies and 
procedures for personal assistance. 


 


For example, if the member reports that they are unable to access their PCP or make an 
appointment, the MSR will review appointment access standards with the member to 
ensure the member understands their PCP’s responsibilities and to determine if the PCP 
has adhered to the requirements. Then, depending on the member’s circumstances, the 
MSR will: 
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 Offer to make the appointment with the assigned PCP 


 If no appointment is available, or if the member wishes to see a different PCP, 
offer the member an appointment with another PCP at the same location to ensure 
continuity 


 Offer to assist the member with locating a new PCP at a different location, finding 
the most suitable provider for the member’s needs, based on geography, office 
hours, languages spoken, etc. 


 Schedule an appointment for the member, scheduling in-person language 
interpretation if necessary for the appointment, and offer information about non-
emergency medical transportation. 


 


The MSR may also review with the member what important information to take to the 
appointment, such as the member’s Medicaid card, our MCO member ID card, and 
medications.  


 


If, during the interaction, the MSR determines that the PCP is not adhering to our 
appointment access standards, the MSR will ask if the member wishes to file a grievance 
and will assist in the process. Even if the member does not, the MSR will refer the issue 
to our Provider Relations Team (PRT) for investigation and follow-up and, if necessary, 
PRT will provide education regarding compliance, techniques for improving 
performance, and conduct additional follow-up and monitoring.  


 


For members who need specialized assistance in accessing care, for instance a member 
who has not received needed medical supplies, who need urgent care and cannot reach 
their PCP, or who have with multiple children requiring appointments, our MET will offer 
personal service to resolve the member’s issue, obtain appointments and provide any 
service navigation required by the member.  


 
3. Assisting recipient in obtaining out-of-area and out-of-network care. 


 


In any emergency situation, whether in or out of network or area, we advise members to 
immediately dial 911 or help them find the nearest emergency provider. Members who 
require urgent clinical assistance or triage will be warm-transferred, with introduction 
and explanation, to our Care Management Team where a licensed clinician can assist 
with all medical and behavioral issues or non-emergent situations, our MET will assist 
members who need care out of area or out of network for services like Family Planning.  


 


In a model deployed successfully by our MET in other states, our MET will provide “start 
to finish” one-stop concierge assistance. First, MET staff will discuss the member’s 
needs and situation. Our practiced protocols will offer assistance for every situation, 
from the member out of area who can access contracted services in the catchment area, 
to the member travelling in another state who can access services from a provider in our 
larger contracted network, to a member who has received authorization for a specialty 
service, but cannot or does not know how to secure an appointment. 


 


Our MET will offer solutions based on our procedures for each barrier and do whatever it 
takes to resolve the Member’s issue. For example, for members who need out of network 
service, MET staff will: 


 Reach out to our Contracting Team for providers with Single Case Agreements 
and advise the member about options;  
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 Work with our Medical Management Team to secure all the information necessary 
to approve a prior authorization 


 Schedule the appointment for the member after prior authorization and/or single 
case agreement are finalized 


 Provide continuous contact with the member during the process, including 
contacting the member within 24 hours of the initial call to provide an update, and 
then provide regular updates until resolution. 


 


We will deploy the same types of solutions, depending on each situation, for out of area 
care, including directing members in emergency to the nearest emergency provider and 
alerting our Care Management staff to the member’s needs. 


 


We will structure our MET, as we have in other states, to serve as a single point of 
contact for a member with any complex or unusual need, offering the member direct 
access (and direct phone number) to the same MET staff through resolution, with the 
same MET staff providing post-situation follow-up to ensure member satisfaction. 


 


We will align all our policies and procedures with the requirements of this contract for 
out of area, out of state and out of network care, and with DHCFP Medicaid Services 
Manual, including but not limited to 101.1 and 102.3A.  


 
4. While the Recipient Services Department will not be required to operate after business hours, the 
vendor must comply with the requirement to provide urgent care and emergency coverage twenty-four 
(24) hours per day, seven (7) days per week. The vendor must have written policies and procedures 
describing how recipients and providers can obtain urgent coverage and emergency services after 
business hours and on weekends.  Policies and procedures must include provision of direct contact with 
qualified clinical staff. Urgent coverage means those problems which, though not life-threatening, could 
result in serious injury or disability unless medical attention is received.  
 
IMMEDIATE SERVICE FOR MEMBERS IN EMERGENT OR URGENT SITUATIONS 
FROM EVERY MEMBER TOUCH POINT 
We will provide members with telephonic emergency and urgent coverage 24/7 from our 
nurse advice and triage line, through the same toll-free number they call during business 
hours.  


 


We will have written policies and procedures describing how members and providers can 
obtain urgent and emergency services 24/7, including having direct contact with our 
clinical staff, up to and including our Medical Director. We will educate our members 
about how to obtain these services on our website, in our Member Handbook, Welcome 
Packet, new member orientation, member newsletter, member materials (such as 
refrigerator magnets and our Benefits Booklet, a reference guide) and via our Care 
Management Team’s personal interactions with members. Similarly, we will train 
providers about the policies and procedures for urgent and emergency services in initial 
onboarding, Provider Manual, fax blasts, provider newsletter, provider website, and in 
routine in-field discussions and trainings. 


 


ACCESSING THE NURSE ADVICE LINE VIA OUR TOLL-FREE NUMBER 
At all times, our IVR call routing system will answer the call and immediately instruct 
callers to dial 911 or go to the nearest emergency room, if calling about an emergency. 
Members then may speak with our nurse advice line, by pushing a prompt or, for those 
with communications or other disabilities, just remain on the line for a representative to 
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answer the call. Along with nurse advice, our licensed nurses will have access to the 
member’s medical history, including name of any assigned Care Manager, via our 
member-centric integrated health management platform for collaborative care 
coordination, and immediate direct access to our Care Management Team and Medical 
Director through an after-hours on-call assignment roster. Our advice line nurses will be 
able to triage for urgency and direct members to the nearest available network provider, 
urgent care provider and/or emergency provider. We will have communications policies 
and procedures with our nurse advice and triage service, including protocols for the 
nurse advice service to submit a daily Activity Report to our Care Management Team 
with member inquiries and incidents requiring follow up no later than the next business 
day. 


 


ACCESSING URGENT AND EMERGENT SUPPORT DURING BUSINESS HOURS 
Using our best practice protocols, we also will train all MSRs to assist members in 
emergent or urgent physical and behavioral health situations. MSRs are not trained 
clinicians, so they must assume that a member who indicates any urgency while on a call 
is in a clinically urgent situation. Our training will teach MSRs to look for indicators of 
emergency/urgency during a call, such as seizure, poisoning or vaginal bleeding during 
pregnancy, and MSRs will direct members to emergency services, regardless of the 
member’s location in or out of area and network. We will train MSRs to engage 911 on the 
member’s behalf, if necessary, while contacting both a Supervisor and an in-house 
behavioral or physical health clinician (depending upon need) via all-day open channel 
communications to come to the MSR call station without placing the caller on hold, for 
safety. MSRs also can engage our nurse triage service to assist members at any time.  


 


MSRs will practice our detailed protocols for handling emergent/urgent calls at hire and 
semi-annually. 


 


3.6.3 Medical Provider Requirements 
3.6.3.1 Primary Care Provider (PCP) or Primary Care Site  
 
The vendor shall allow each enrolled recipient the freedom to choose from among its participating PCPs 
and change PCPs as requested. The vendor must implement procedures to ensure that each recipient 
has an ongoing source of primary care appropriate to their needs. 
 
Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days of 
the effective date of enrollment. Recipients with disabilities, chronic conditions, or complex conditions 
must be allowed to select a specialist as their PCP. If a specialist is chosen as a PCP, they should be 
reported as a specialist. The specialist does not count as both. Recipients with disabilities must be given 
an additional 30 calendar days to select a PCP. The vendor may auto-assign a PCP or Primary Care Site 
that has traditionally served the Medicaid population to an enrolled recipient who does not make a 
selection at the time of enrollment. If the enrolled recipient desires, the vendor shall allow him or her to 
remain with his or her existing PCP if the PCP is a recipient of vendor’s primary care network. 


 


We understand and will comply with all elements of this requirement. We understand the 
importance of a strong relationship between our member and his/her Primary Care 
Provider (PCP) or Primary Care Site (PSC) physician who will serve as their medical 
home and oversee his or her care. Ensuring the member is comfortable with and trusts 
his/her PCP is paramount to achieving optimal health outcomes. We will allow each 
enrolled member the freedom to choose from among our participating PCPs/PCSs and to 
change PCPs/PCSs as requested. We will implement procedures to ensure that each 
member has an ongoing source of primary care appropriate to his or her needs.  
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The vendor shall allow each enrolled recipient the freedom to choose from among its participating PCPs 
and change PCPs as requested.  


 


FREEDOM TO CHOOSE A NETWORK PCP AND MAKE PCP CHANGES  
Our person-centered PCP selection approach will incorporate high-touch education and 
advanced technology to: 


 Encourage members to make voluntary PCP selections   


 Inform members about their PCP assignments  


 Ensure continuity of care for members who have existing PCP relationships in 
place 


 Encourage scheduling and keeping initial and ongoing PCP appointments   


 Identify and resolve barriers to care. 


 


Our overall goal is for all members to actively engage in choosing their PCP. To help 
facilitate this process, we will build and maintain a comprehensive PCP network in the 
mandatory managed care counties, maximizing PCP choice for our members.  


 


If a member does not choose a PCP prior to MCO enrollment, we will auto-assign him/her 
her to a high quality PCP within five business days of the effective date of enrollment 
into out plan. Our process will ensure assignment to a PCP who meets as many of the 
member’s needs as possible and also meets DHCFP’s assignment criteria, as described 
in Section 3.6.3.3 – Assignment of a PCP or Primary Care Site. After Go Live, our network 
PCPs must remain in good standing and have met our established quality/cost 
benchmarks in order to continue receiving member assignments. We will give 
preferential auto-assignments to providers with high quality scores, and will retain the 
option of putting a hold on auto-assignment for underperforming PCPs or those on 
corrective action plans.  


 


We will notify all new members, in writing, of their PCP assignment by sending them a 
letter and ID card within five business days of assignment. Along with the notification of 
PCP selection, we will inform members that they may choose another PCP if they do not 
approve of the PCP they selected or the PCP to whom they were assigned. We also will 
advise members about how to change their assigned PCP. 


 


NEW MEMBER WELCOME CALLS, ORIENTATION, AND MEMBER EXPERIENCE 
TEAM 
During our New Member Welcome Calls, which we will conduct very soon after a member 
is enrolled in our plan, we will welcome new members to our plan and educate them 
about the importance of the medical home relationship. During the call, our Member 
Services Representatives (MSRs) confirm the member’s PCP choice (the PCP selection 
we obtained from the initial HIPAA 834 Enrollment File [834]). If the member was auto-
assigned to a PCP, we confirm the member’s acceptance of the auto-assignment or, if 
they prefer, assist them with changing their PCP to different high-quality provider of their 
choice.  


 


If the member requires additional or more high-touch assistance to select a PCP, our 
Member Experience Team will walk them step-by-step through the PCP selection process 
to ensure they select a PCP who meets all of their needs. Our staff will have direct 
access to our online Provider Directory, and access to interpreter services to facilitate 
this process. We will further assist members by offering to help schedule an initial 
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appointment with their new PCP and provide information on how to contact the State’s 
transportation vendor if they need assistance getting to the provider appointment. 


 


For members with unique, more complex, or special needs, our Member Experience 
Team will work one-on-one with them to identify the most appropriate PCP to meet their 
needs. We will allow our members with special conditions or disabilities an additional 30 
days to make their PCP selection before we auto-assign them to a PCP. 


 


In addition to our New Member Welcome Calls, we also will schedule in-person New 
Member Orientations at locations such as FQHCs, homeless shelters, and churches 
during the first 90 days after Go Live and during open enrollment periods. If needed, we 
will help members with PCP selection and changes during these orientation sessions. 


 


To help establish the member/PCP relationship, we also will be able to schedule an initial 
appointment with the PCP, real-time while on the phone with the member, using our 
innovative Appointment Wizard, which is integrated with our enterprise Management 
Information System (MIS). Appointment Wizard employs secure, web-based technology 
to allow any of our staff who have telephonic or face-to-face contact with members to 
instantly schedule appointments with their PCP, at the most convenient available time for 
them. See Section 3.7.5.5 for more detail. 


 


HELPING EXPECTANT MOTHERS PRE-SELECT THEIR NEWBORN’S PCP  
We will maintain written policies and procedures for enrolling newborns into our health 
plan retroactive to the date of birth, as well as PCP assignment for the newborn. Our staff 
will educate and inform the member about the need to notify us when her child is born, 
so the newborn can be enrolled in our plan, and encourage her to select a PCP prior to 
the baby’s birth. Our Care Management staff will do everything possible to minimize the 
time between delivery and newborn enrollment/PCP selection by outreaching to our 
members immediately upon learning that a member is pregnant. 


 


ASSISTING MEMBERS WITH PCP CHANGES 
If members want to change their assigned PCP, our MSRs will inform the member of his 
or her right to select a new PCP from our provider Directory and will assist the member 
in making that change. If the member requires additional assistance to change their PCP, 
our Member Experience Team will personally assist them through the process. In 
addition, we will educate members of the option to initiate a PCP change by using our 
secure Member Portal or our Mobile App. Please see Section 3.6.3.4 – Changing a PCP or 
Primary Care Site for more detail on the process. 


 
The vendor must implement procedures to ensure that each recipient has an ongoing source of primary 
care appropriate to their needs. 


 


ENSURING MEMBERS HAVE AN ONGOING SOURCE OF PRIMARY CARE  
We know from experience that strong member/PCP relationships help members achieve 
better health outcomes, reduce unnecessary ED utilization, increase referrals to 
medically necessary specialty care, and improve member satisfaction. We will implement 
policies and procedures to ensure each member has an ongoing source of primary care 
appropriate to their needs. We also will educate PCP providers about their roles and 
responsibilities in developing this relationship through our Provider Manual, and we will 
educate members about their roles and responsibilities via the Member Handbook. Care 
Managers and MSRs will validate the PCP information we have on file during every 
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contact with the member, and they will assess whether the member is satisfied with his 
or her PCP or if s/he needs to make a change. During any member contact, they also will 
notify the member of any Early Periodic Screening, Diagnostic, and Treatment (EPSDT), 
or other preventive services needed, as well as any care gaps, and offer to help schedule 
an appointment to close the gap. 


 


We also will track and notify the member’s PCP about care gaps (based on evidence-
based guidelines) so they can follow up with the member to schedule an appointment to 
close the gap. We will educate our members about the importance of scheduling and 
keeping PCP appointments and obtaining preventive services, including annual PCP 
visits. Members will be able to see care gaps via the secure Member Portal. Additional 
detail on how we help our members can be found in Section 3.6.2. We will also implement 
our comprehensive provider education and Provider Engagement Model to continually 
support PCPs and help them develop strong, effective relationships with their medical 
home relationships with their assigned members. We describe our approach to provider 
engagement in 3.7.8.2 and provider education in 3.7.9.1. 


 
Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days of 
the effective date of enrollment.  


 


We will assign members to a PCP (whether chosen by the member or auto assigned) 
within five business days of the effective date of enrollment into our MCO. We will the 
use information received on the 834, including PCP selection (if the member has 
selected) to assign the PCP. If the member has not selected, we will use member 
demographic information (e.g. address, age, gender), input from the member, family 
member assignments/links, historical member/PCP assignment information from 
previous enrollment spans, and previous claims history to make the most appropriate 
initial assignment possible within the required timeframe. Our Provider Data 
Management (PDM) system, which we will configure in accordance with all federal, state 
and Nevada Medicaid and Nevada Check Up Programs, will include provider 
demographic and other key provider information. The data captured in PDM will enable 
us to easily identify a PCP who can best meet the member’s needs. These processes and 
systems will help us ensure that each member of our health plan has an assigned PCP 
within five days of our receiving the 834 from DHCFP.  


 
Recipients with disabilities, chronic conditions, or complex conditions must be allowed to select a 
specialist as their PCP. If a specialist is chosen as a PCP, they should be reported as a specialist. The 
specialist does not count as both. Members with disabilities must be given an additional 30 calendar days 
to select a PCP.  


  


MEMBERS WITH SPECIAL NEEDS MAY CHOOSE SPECIALTY PCPS  
Members with special needs (e.g. those with disabilities and chronic or complex 
conditions) may benefit from a relationship with a specialist as their PCP, such as an 
obstetrician for a pregnant member, or an endocrinologist for a member with diabetes. 
While we will assign all members a PCP within five business days of receiving an 834, we 
will allow members with disabilities an additional 30 calendar days to select a specialty 
PCP and will provide whatever support necessary to assist them in doing so.  


 


We will identify special needs through: 


 Our Health Risk Screening which we attempt to conduct for all new members 


 Regular analysis of data such as emergency department or pharmacy utilization 
data 
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 Referrals from health plan staff such as our utilization management nurses onsite 
at network hospitals when a member is inpatient 


 A member or current PCP contacting us directly. 


 


When we identify a member with special needs, our Care Managers work with him/her to 
complete a comprehensive assessment of their needs and ensure he or she has selected 
or been auto-assigned to an appropriate PCP. For example, the Care Manager works with 
the member to identify and manually assign a specialty PCP, with the physician’s 
permission, when appropriate. A specialty provider must agree to all PCP contractual 
requirements. Members also will be able to select a state-operated clinic as their 
specialty PCP. 


 


REPORTING SPECIALIST PCPS IN THE SYSTEM 
We will track specialty providers who agree to serve as a PCP as specialists in our MIS 
system; they will not be counted as both a PCP and a specialist.  


 
The vendor may auto-assign a PCP or Primary Care Site that has traditionally served the Medicaid 
population to an enrolled recipient who does not make a selection at the time of enrollment. If the enrolled 
recipient desires, the vendor shall allow him or her to remain with his or her existing PCP if the PCP is a 
recipient of vendor’s primary care network. 


 


If a member fails to select a PCP at the time of enrollment we will use the auto-
assignment process described above to maximize continuity of care and maintain 
existing member-provider relationships. If the member desires, we will allow them to 
keep the provider with whom they already have an established relationship (if the PCP is 
one of our network providers), or choose one with whom they wish to build a new 
relationship and who best meets their needs.  


  


For newly enrolled members who do not proactively choose a PCP, we will use historical 
PCP assignment and claims data provided by the State to identify a PCP with whom the 
member has had a previous relationship, or who has traditionally served the Medicaid 
population. We will accomplish this through incorporating into the process the 
comprehensive data maintained in our MIS such as member enrollment history and 
demographics (aid category, PCP assignments, age, gender, location, language 
preferences, specialty needs); family enrollment and demographic history; and provider 
file information such as age restrictions, panel size, languages spoken, location, 
disability/accessibility accommodations, and office hours.  


 
3.6.3.2 Twenty-Five (25) Mile Rule 
The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a reasonable 
distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be 
more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 695C.160 
without the written request of the recipient. 


 


ENSURING MEMBERS HAVE CONVENIENT PCP/PCS ACCESS  
We will offer our members a choice of PCPs or PCSs located within a reasonable 
distance from his or her place of residence to help ensure convenient, regular access to 
primary care. In any event, we will not assign members to a PCP or PCS located more 
than 25 miles from the member’s place of residence unless the member formally agrees. 
We will make exceptions to assigning a PCP to a member further than 25 miles from their 
residence when requested by the member, and we will help them with submitting a 
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written request. We will track all PCP assignments, including geographic access 
exceptions, in our Member Data Management (MDM) system, which is a component of 
our Customer Relationship Management (CRM) system. 


 


Our comprehensive provider network will offer members several PCP choices close to 
home. Our approach begins with recruiting and maintaining an appropriate mix of 
primary care and specialty physicians who are qualified to act as PCPs, and ensuring our 
contracted provider network complies with all State/DHCFP adequacy and accessibility 
requirements by the “Go Live” date. Our PDM system (a component of the CRM system) 
will house core provider demographic, location, type, specialty, affiliation, contract, 
network participation status, office hours, accessibility, and other administrative data 
about our providers. This data will enable us to continually analyze our network 
adequacy, including related to PCP distance standards. Please see Section 3.7 for our 
approach to building the network and Section 3.7.5 for how we will meet access and 
availability requirements.  


 


LEVERAGING TECHNOLOGY TO MAINTAIN ACCURATE MEMBER/PROVIDER 
ADDRESSES 
We will leverage the most current industry technology, such as an address 
standardization service, from a leading, real time US Postal Service-approved company, 
as well as information we discover form other sources to efficiently obtain and validate 
accurate member and provider address data. This capability is a key component of our 
ability to assign our members to conveniently located PCPs. Because our integrated MIS 
can house multiple member addresses, we will maintain address information as reported 
to us by DHCFP, as well as updates from our address standardization services and other 
sources (e.g., self-reported to us by phone or in writing). In addition, we can and will 
supply updated member contact information back to DHCFP at their request. Please see 
Section 3.16.5 for details about how we will maintain a current and accurate Provider 
Directory. 


 


PROGRAMMING AUTO-ASSIGNMENT TO MEET STATE STANDARDS 
If a member does not proactively select a PCP, we will use our auto-assignment 
methodology to link them to the most appropriate PCP close to their home. We will 
configure our MIS auto-assignment logic to factor in both the provider’s and member’s 
geographic location when making assignments. Thorough system testing prior to 
implementation will ensure our auto-assignment logic meets DHCFP standards. 


 


HELPING MEMBERS CHOOSE PROVIDERS 
Our Member Services Representatives (MSRs) will help Members choose an appropriate 
PCP within a reasonable distance from their home but no more than 25 miles from their 
residence, unless they request otherwise, to establish reliable, consistent access to 
primary care. MSRs will advise the member of PCPs/PCSs that best meet their needs to 
help ensure the one they select is convenient and accessible.  


 


USING GEO-MAPPING TO CONTINUALLY MONITOR PCP ACCESS/AVAILABILITY  
We will employ geo-mapping tools and data-driven analysis to achieve and monitor 
compliance with network adequacy and access standards. Our geo-mapping software 
capabilities will allow us to monitor network adequacy for all provider types, including 
access to traditional PCPs such as pediatricians, family practitioners, general 
practitioners, OB/GYNs, and internists; as well as PCP extenders and specialty providers 
who may qualify as PCPs. We will run geo-mapping reports weekly during 
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implementation and monthly during operations to ensure that all PCP assignments meet 
time and distance requirements, unless we have an exception documented in our 
system. Any time we identify a deficiency, such an insufficient number of PCPs to ensure 
members can be assigned to a PCP within 25 miles from home, we will use detailed heat 
maps to prioritize recruitment of non-network PCPs by overlaying provider locations with 
member density to uncover shortage areas. Please see Section 3.7.5.2 for more detail on 
geo-mapping. 


  


APPROACH WHEN A MEMBER’S PCP/PCS IS OUTSIDE THE 25-MILE RADIUS 
If a member chooses, they move after being assigned to a provider within 25 miles and 
now lives further away, or the PCP moves their practice further away after the 
assignment is made, we will consider assigning the member to a PCP/PCS outside the 
25-mile radius. We also may learn of exceptions to the 25-mile radius requirement based 
on feedback from the member or provider, interactions between the member and MCO 
staff (e.g. MSRs, Member Experience Team, and Care Managers), or analysis of member 
and provider data. If we identify a situation in which a member’s PCP is more than 25-
miles from their home and we do not have documentation in our MDM system that 
indicates that the member has proactively requested the assignment, a MSR or our 
Member Experience Team will contact the member and work with him/her to select a new 
PCP/PCS that is convenient and appropriate, and who also meets network standards. 
When a member proactively chooses and formally requests a PCP/PCS outside the 25-
mile radius from their home, we will honor that request and document it in our MDM 
system. 


  
3.6.3.3 Assignment of a PCP or Primary Care Site 
 
If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients with PCPs by 
one or more of the following criteria:  


 


We will offer all members freedom of choice in selecting a PCPs/PCSs, and will 
develop/maintain a broad network across both Clark and Washoe County Service Areas 
maximize our members’ ability to choose. If a member does not actively choose a PCP 
prior to MCO enrollment or within five business days after we are notified of their 
enrollment in our Plan, we will auto assign them following DHCFP’s required algorithm 
and our processes as detailed below.  


 
A. Assigning enrolled recipients to a provider from whom they have previously received services, if the 
information is available; 


 


To promote continuity of care and member satisfaction, we make every attempt to 
maintain existing PCP/PCS relationships by assigning members to providers from whom 
they have previously received, or are currently receiving services. If the member’s HIPAA 
834 Enrollment File (834) record includes a PCP selection, we will always attempt to 
assign them to that PCP. In some instances, we may not be able to assign them to the 
PCP they have selected because:  


 PCP provider number on the 834 is not valid 


 PCP is not active in our provider Network 


 PCP has reached their maximum physician/patient ratio 


 PCP has restrictions/limitations (age/gender) for which that member does not 
qualify.  
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When the 834 does not include a PCP selection, our auto-assignment logic will look for 
PCPs who have previous provided services to the member and assign the member if 
appropriate. If the member wishes to select a PCP who is not currently enrolled in our 
network, we will outreach to the provider and make every effort to contract with them. 


 
B. Designating a PCP or Primary Care Site who is geographically accessible to the enrolled recipient per 
NAC 695C.160 (25 Mile Rule);  


 


We will assign members to PCPs/PSCs within a reasonable distance to a member’s 
residence to help ensure convenient, appropriate access to primary care. In no event will 
we assign a member to a PCP/PCS located more than 25-miles from their home, unless 
approved in writing by the member. Please see more detail in Section 3.6.3.2 – Twenty-
Five Mile Rule.  


 
C. Assigning all children within a single family to the same PCP;  


 


We will assign all children within a single family to the same PCP, whenever possible, to 
promote convenience and ease of scheduling primary care appointments for the family. 
There may be times at which we may not be able to do this, such as when one of the 
children needs to be assigned to a specialist as described below. Also, a parent (or 
guardian) may choose to select different PCPs for their children and in such cases, we 
will honor the parent/guardian’s choice. 


 
D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in treating 
that condition, if the vendor knows of the condition; and/or 


 


When we determine or learn that a child has special health care needs and requires a 
practitioner experienced in treating his or her condition, we will assign the child to a 
qualified specialty practitioner who is willing to serve as the PCP. Our Care Managers, in 
collaboration with our Member Experience Team, will work with the child’s parent(s) or 
guardian to complete a comprehensive assessment of their needs and identify an 
appropriate PCP. We will assign a specialist provider to serve as the PCP, if they are 
willing to assume all PCP responsibilities and accept the member assignment in writing. 
We will provide the specialist the same training, tools and resources we provide to other 
network PCPs.  


 
E. Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the recipient. 


 


When the 835 transaction does not include a PCP selection for the member, and other 
auto assignment criteria does not take priority, we will assign the member to a network 
PCP from whom we have received claims data for services previously rendered to our 
member, if we receive the claims data within five business days of the effective date of 
enrollment. If the PCP is not a contracted network provider, has reached their maximum 
physician/patient ratio, or has restrictions/limitations (age/gender) on their practice that 
disqualifies the member, we will not consider them for assignment.  


 
The vendor shall ensure that enrolled recipients receive information about where they can receive care 
during the time period between enrollment and PCP selection/assignment.  


 


We will complete PCP assignments within five days of being notified a member is 
enrolled in our MCO. Since we will typically receive new member data on the 834 prior to 
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the enrollment effective date, there will be limited circumstances under which a member 
will need to see a network provider before they are assigned a PCP. Should this occur, 
however, we will inform members about where and how they can receive care while their 
PCP assignment is being processed.  


We will notify members how to access care through the Member Handbook, which will be 
sent to members within five business days of enrollment and also available online via 
our MCO’s public website. In addition, MSRs will educate new members who contact the 
call center requesting assistance with obtaining services. Our 24/7 nurse advice line will 
inform members who contact the call center after hours about how and where they can 
obtain care. For member convenience, especially those who may contact us from a new 
PCP’s office without having notified us of a PCP change, PCP selections will be effective 
immediately. Selections made in our secure Member Portal online will be effective the 
next day. We will inform new members about how to access the Provider Directory, 
which will be available in printed copy, via the Member Portal, and via our Member Mobile 
Application. Our MSRs/Member Experience Team also will offer to help the member 
select a provider for interim services and offer to make the initial appointment using our 
Appointment Wizard.  


 
The vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) business 
days of assignment. 


 


Within five days of completing a PCP assignment, we will notify the member of the 
assignment via a Welcome Letter advising him/her that a selection has been made for 
them. The letter will include an ID card with the provider’s name, and inform them about 
how to use the card to obtain health care services. When we notify the member of their 
PCP assignment, we will inform members that they may select another PCP if they do not 
approve of the one assigned to them as described in Section 3.6.3.4. We will further 
assist members by offering to help schedule an initial appointment with their PCP and 
inform them of how to contact the transportation vendor, as needed, for help arranging 
transportation. See Section 3.10.17.7 for more detail on member communication and new 
member orientation. 


 
3.6.3.4 Changing a PCP or Primary Care Site  
 
A. An enrolled recipient may change a PCP or PCS for any reason. The vendor shall notify enrolled 
recipients of the procedures for changing PCPs or Primary Care Sites.  


 
ALLOWING PCP OR PCS CHANGES FOR ANY REASON 
We will implement written policies and procedures to allow members the freedom to 
select a new Primary Care Provider (PCP) or Primary Care Site (PCS). We will inform 
members of their right to change for any reason and the process for initiating PCP/PCS 
changes. Based on our experience, we have found that PCP/PCS assignments change 
for a number of reasons, including, but not limited to accessibility, acceptability, or 
changes in member health or other personal status. 
 
NOTIFYING MEMBERS ABOUT HOW TO CHANGE PCPS 
We will notify and educate our members about the procedures for changing PCPs during 
Welcome Calls, as part of the Welcome Packet, in the Member Handbook, during New 
Member Orientation, in periodic Member Newsletter articles, and on our public website. 
During the Welcome Call, we will notify new members of their right to select a new PCP 
from the Provider Directory and if requested, we will assist them to make that change. 
Upon request, our MSRs will also serve as a liaison between the member and their prior 
PCP to request that medical records be transferred to the new PCP. Any time a member 
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calls our Plan, our MSRs will verify that the member knows who their PCP is, s/he has 
had a preventive services visit, remind him or her of their right to change PCPs, and 
always offer personal assistance with changing the PCP.  
 
MAKING IT EASY AND CONVENIENT FOR MEMBERS TO MAKE PCP CHANGES  
While our MSRs and Member Experience Team will always be available to offer personal 
assistance to change a PCP, we will educate the member about the option to change 
PCPs themselves by using self-service functions on our secure Member Portal or our 
Member Mobile Application. Below we highlight the various ways in which members can 
change their PCP.  
 


ONLINE USER SUPPORT 
For personalized assistance with changing their PCP through our online Member Portal, 
we will integrate our Member Portal with a support-a-user capability that enables our 
MSRs/Member Experience Team to co-browse or see what the member is viewing (with 
their permission). Our affiliates have found this feature increasingly helpful in providing 
service excellence and helping to remove barriers to members requesting a PCP change 
online. 


 


LIVE CHAT SERVICE 
We will offer our Live Chat Service as an additional communication channel through 
which members can quickly connect with an MSR. Accessible to members through our 
secure Member Portal, Live Chat Service provides real-time, personalized assistance for 
members, and allows them to start a live chat conversation with an MSR and request a 
PCP change.  
 


MOBILE PROVIDER SEARCH 
Our Member Mobile Application includes features enabling members to search for PCPs, 
automatically obtain directions from their location to the provider, obtain hours of 
operation, show their Member ID card at the point of care, and change their PCP. 


 
B. In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing and 
allow recipients to select another primary care provider, or make a re-assignment within fifteen (15) 
business days of the termination effective date, and must provide for urgent care for enrolled recipients 
until re-assignment. 


 


Timely member notification of a PCP termination is important to facilitate smooth 
transitions and continuity of care. Upon receipt of a PCP notice of termination, we will 
generate a report with the names, ID numbers, and addresses of all members assigned to 
that PCP. We will send advance notice letters to each identified member 30 days prior to 
the termination whenever possible, but not longer than 15 days after the receipt of the 
termination notification. The letter will inform the member that their PCP will no longer be 
able to serve as their PCP as of “termination effective date,” and it will encourage the 
member to contact us to choose a different PCP. If the member does not make a new 
PCP selection during that timeframe, we will immediately reassign the member and notify 
them, in writing, of their new assignment.  


 


In the event we cannot provide the 30-day advance notice letter due to short or late 
notice of termination from the PCP, we will initiate the mailing as soon as possible, but 
no later than 15 days after receipt of the termination notification. For short or late notice 
circumstances (e.g. within 5 days of the effective termination date), our Enrollment Team 
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will complete new PCP assignments based on PCP recommendations from our Provider 
Engagement staff or our auto-assignment methodology, prior to mailing the termination 
notice. We may implement this alternative approach in circumstances such as when the:  


 Provider becomes unable to care for members due to illness 


 Provider dies 


 Provider relocates outside of the region 


 Provider fails to notify the MCO of the termination 


 Provider fails to be credentialed 


 Provider is displaced as result of a natural or man-made disaster. 


 


A member may change the new PCP assignment by contacting Member Services, or by 
making the change themselves via the Member Portal or our Member Mobile Application. 
Any time there is a gap in PCP assignments, we will provide affected members access to 
medically necessary care (including through contracted urgent and other primary care 
providers) until the new PCP assignment is completed. We will inform members about 
how to access care should they experience a gap between PCP assignments via the 
Member Handbook and Member Portal. 


 
C. The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the 
following circumstances: 
 
1. Specialized care is required for an acute or chronic condition; 
2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than twenty-
five (25) miles. Such change will be made only with the consent of the recipient; 
 
3. The PCP ceases to participate in the vendor’s network;  
 
4. Legal action has been taken against the PCP, which excludes provider participation; or 
 
5. The recipient will be given the right to select another PCP or Primary Care Site within the vendor 
network. 


 


While our goal is to promote member choice in PCP assignment, there may be 
circumstances in which we will proactively initiate a PCP or PCS change. Special 
circumstances may include, but are not limited to: 
 
1. Member Need for Specialized Care: If the member needs specialized care for an acute 


or chronic condition, we will work with the member and his or her current PCP to 
identify a specialist with expertise in treating his or her condition, and who may be 
willing to serve as the PCP. 
 


2. Member or PCP Has Moved: If we determine during routine network and PCP 
assignment analysis that a member’s current PCP is no longer located within 25 miles 
of their residence (e.g. because either the PCP or the member has moved), we will 
initiate a PCP change. We will first discuss with the member the PCP choices 
available to them within a reasonable distance from their home and within the 25-mile 
radius, and inform them about their right to remain with their current PCP. We will not 
make a PCP change without the member’s consent. 
 


3. PCP Disenrollment: We will notify members in writing 30 days in advance (of 
provider’s termination date) about the need to change PCPs if their current PCP plans 
to disenroll from our network. Members will have 30 days to choose a new PCP, 
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which they may do by calling the health plan, or making the PCP change online via 
our secure Member Portal or via our Member Mobile Application. If the PCP notifies 
us of their intent to disenroll with less than a 30-day notice, we will immediately notify 
the member they should select a PCP by the provider’s disenrollment effective date. 
We will auto-assign members who do not make a PCP selection prior to the effective 
disenrollment date.  
 


4. Legal Action Against PCP: If legal action has been taken against the PCP that 
excludes them from participating in our network, we will notify the member, in writing, 
advising them of the need to change their PCP. In all cases, we will work closely with 
the member to select a new contracted PCP that meets their needs. 


 


5. Right to Select Another PCP Within Network: We will give members the freedom to 
select another PCP or PCS within our network if we initiate a PCP change. 


 
D. The vendor shall track the number of requests to change PCPs and the reasons for such requests.  


We will track PCP change requests in our MDM System. The change record will include 
the member’s name, PCP change reason code, and impacted PCP. We will regularly 
analyze PCP change reasons and determine whether any changes to network 
composition (e.g. increase number of providers and provider types, recruit providers in a 
particular health shortage region), provider or member communications, provider 
training, or health plan policies and processes are needed. 


 
3.6.3.5 Use of Medical Homes and Accountable Care Organizations 
Use of Medical Homes and Accountable Care Organizations 


 


We will leverage our corporate experience and industry best practices for Nevada and 
describe our approach to using Patient Centered Medical Homes (PCMHs) and 
Accountable Care Organizations (ACOs) below. Our approach will include leveraging our 
MCO’s affiliate’s experience nationwide with PCMH and Health Home models at different 
stages of development, including state-driven programs. Our affiliates’ 4,400-plus 
network PCMHs and Medical Homes have proven successful in integrating care, 
providing person-centric community based care management, and reducing higher 
intensity, acute services. Nationally, 70% of our Medicaid members are tied to value-
based contracts with PCMHs, Health Homes, and ACO-like providers, with over 35% of 
those tied to gain or risk share based contracts. We already have entered into value-
based agreements with several Nevada providers and will continue to move them along 
the continuum of our Value Based Purchasing Model moving forward, ensuring we meet 
or exceed our national standards. 


 
A. The vendor is encouraged to use existing patient-centered medical homes/health homes, when 
available and appropriate. 


 


As we develop and maintain a quality-focused network for Nevada’s Medicaid and Check 
Up populations, we will use existing PCMH/Health Homes when available and 
appropriate. For example, we have already met with PCMH-recognized providers/provider 
groups throughout Nevada that have signed agreements with our MCO, such as the 
Nevada Primary Care Association (which represents PCMH-recognized Federally 
Qualified Health Centers (FQHCs,) including but limited to Community Health Alliance, 
Northern Nevada HOPES, and First Person Complete Care) and Dignity Health Systems. 
We will continue to pursue contracts with PCMH-recognized practices throughout the life 
of our Contract with DHCFP.  
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We also have experience with Health Homes through our affiliates, particularly those 
targeting members with serious mental illness (SMI). In this model, PCPs, BH 
practitioners, and specialists collaborate with clinical, care coordination, and social 
services staff within a site or an established medical neighborhood to comprehensively 
meet the needs of members with co-morbid chronic conditions and/or SMI. We already 
have agreements with MonteVista and Desert Parkway and plan to continually pursue 
additional SMI health home/BH health home opportunities moving forward.  


 
B. Vendor should use supportive provider services and contracting to support the expansion of patient-
centered medical homes/health homes. 


 


STRATEGIES TO EXPAND PCMH CAPACITY 
We will use a variety of supportive provider services and contracting strategies to 
support PCMH expansion. We also will continually review and refine our approach, 
including closely following the NCQA PCMH recognition redesign, expected to be 
launched in March 2017. Our goal is to meet providers where they are on the PCMH 
continuum and offer services and supports appropriate for their needs and to take them 
where they want to go. Our approach is aligned with NCQA, which is to assess, 
transform, and sustain. We see a continuum, based on individual practice capabilities, 
for the extent of care coordination, care management, disease management, and health 
education delivered to the member by the plan and the PCMH. 


 


During the initial contracting process, we determine which providers have already 
achieved PCMH recognition (Level 1-3). Likewise, we encourage PCPs who are new to 
the process to pursue recognition. Regardless of where they are in the transformation 
continuum (new to process or experienced), we give providers support through technical 
assistance, information technology infrastructure, ongoing training and education, and 
dedicated NCQA PCMH Content Expert-Certified staff. We also actively partner with the 
community to increase the number of practices that are PCMHs and that achieve the 
meaningful use of health information technology. For example, our affiliates and our 
corporate foundation have funded grants to several state FQHC associations, medical 
and specialty societies to support a PCMH University and similar initiatives to support 
ongoing promotion of, and education about, the PCMH model. 


 


IMPROVING AVAILABILITY 
We will identify PCMH recognized providers, Health Homes, and well-performing 
practices interested in advancing their practice model. PCMH staff will conduct 
educational outreach to providers who have not yet made the commitment, and provide 
coaching through the transformation process to those that have. We will initiate Regional 
Network Learning Collaboratives, with consultant facilitation, to bring together providers 
to jointly participate in training, and share experiences and best practices.  


 


Liaison staff will assist providers in reviewing their self-assessment, develop a work 
plan, conduct chart audits, and gather documentation for submission with their PCMH 
application. PCMH staff will also assist providers in using their own data and data 
available via our Provider Portal to monitor their efforts to improve the health of assigned 
members. We will sponsor two years of paid access to the American Academy of Family 
Physicians web-based, interactive Primary Advantage Practice Improvement Planner for 
each practice. This tool helps practice staff manage the work plan, learn how to adopt 
electronic health records, and assess transformation progress and meaningful use 
implementation. Additionally, we will strive to collaborate and coordinate with existing 
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PCMH initiatives in Nevada and seek to partner with organizations such as the Nevada 
Primary Care Association, which currently provides PCMH training and technical 
assistance to FQHCs.  


 


PCMH SPECIFIC INCENTIVES WILL HELP US CONTINUALLY GROW THE 
PIPELINE  
We have designed a multi-tiered incentive program for PCMH and Medical Home 
providers. Our PCMH Program is intended to incentivize access and care coordination 
for members with complex needs, as they are generally disproportionally assigned to 
PCMHs and Health Homes. This program includes:  


1. Recognize commitment to begin practice transformation, achievement of initial 
NCQA (or other) PCMH recognition, achievement of higher level recognition, and 
again upon achieving continuing recognition at renewal 


2. Provide recognized practices in our PCMH program with an ongoing per-member 
per-month payment to offset care coordination related costs  


3. Supplement the value based purchasing with a performance-based incentive that will 
target practices with high average predicted risk (available to all PCPs) 


 


PCP CAPITATION–TEAM BASED CARE  
Current payment structures with Nevada Medicaid and CHIP providers may not 
adequately support them for additional investments towards a population based care 
delivery. For instance, there may be no, or limited, payments for coordinating with 
specialists. We will implement our team based PCP capitation structure based on overall 
quality performance related to assigned MCO members. As we identify providers who are 
more sophisticated, we will work with them to move to more advanced models such as 
described below.  


 
C. Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative models, 
when available and appropriate.  


 


We will include Accountable Care Organizations (ACOs), “ACO-Like,” and other 
innovative models in our network, when available and appropriate. We describe our 
approach to ACOs and other innovative models below. 


 


APPROACH TO ACOS AND ACO-LIKE PROVIDERS 
We will leverage our parent company and Medicaid affiliates extensive experience in 
building relationships and contracting with ACOs and ACO-Like providers. Our affiliate 
plans use a flexible, hands-on approach in working with ACOs that provides tailored 
support needed to position them for success. We meet providers where they are in 
capabilities and goals; and help move them to where they need to go to achieve 
improved outcomes. We will pursue a flexible contracting approach with ACOs that 
makes physician leadership a fundamental part of any model, leverages existing best 
practices, and customizes the approach taken and support provided to ensure that the 
ACO/MCO partnership is successful in achieving the Triple Aim. For example, we already 
have an LOI and are continuing discussions with Health Care Partners, a well-established 
ACO in Las Vegas and the surrounding area with more than 300 PCPs and approximately 
1,700 specialists. We also have agreements Well Health, which brings a wide range of 
providers and services including OB/GYNs, and Kindred Healthcare (Kindred), which 
brings national ACO experience and expertise.  
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Through a five-step structured process, we listen and learn, assess opportunities, and 
then jointly design a strategy to achieve better health outcomes, better health care 
experience, and lower per capita costs. ACOs may also incorporate Enhanced Medical 
Homes for high-risk members and Health Homes for members with chronic physical and 
behavioral health conditions. Our process includes: 


1.  Understanding providers’ perspective and experience 
2.  Establishing infrastructure for data exchange and obtain data to facilitate a 


comprehensive assessment  
3.  Objectively assessing opportunities to improve population management  
4.  Establishing the partnership goals and governance  
5.  Developing financial and quality targets that align with ACO capabilities  


 


ACO AND ACO-LIKE PAYMENT MODELS  
We will offer several ACO and ACO-like payment models including: 


 Population Health/FQHC Model: We will also offer professional risk share with 
institutional gain share, a retrospective professional capitation as means for 
providers to control avoidable specialist, diagnostic and imaging, and ED visits. 
Under this program, providers will continue to be paid FFS, however will be given 
a target for anticipated professional expenses. Providers will be eligible for a 
bonus if they meet or come under their professional spend targets and will take 
risk where they exceed their targets. In addition, we will establish an institutional 
target for estimated Inpatient and outpatient services.  


 By better managing the professional services, we believe providers will be able to 
deliver better outcomes on the institutional side. Providers will be eligible for an 
added bonus if they come under the institutional target. Any payout on the 
savings generated is contingent on providers meeting their minimum quality 
targets.  


 Additionally, providers will be eligible for a separate bonus based on their quality. 
We have an established global agreement using this model with the Nevada 
Primary Care Association for its member FQHCs in Nevada.  


 Preferred Provider Partnerships: Through this arrangement, we offer providers the 
opportunity to integrate and provide several clinical functions (utilization 
management, care management) and/or develop a multi-party arrangement to 
better coordinate care for their patients. We have an established partnership with 
Kindred, as well as an expanded, innovative agreement with WellHealth, which is 
expanding its current ACO to Washoe County.  


 


OTHER INNOVATIVE PAYMENT MODELS 
We believe in the role that providers and alternate payment models play in promoting the 
Triple Aim and improving outcomes. We also firmly believe that incentive arrangements 
are a critical, but not the only, aspect for a successful delivery system transformation. 
Based on broad national experience, we have developed a comprehensive framework to 
support providers in transforming to value based incentive models. Our framework 
includes five key aspects: 


1. Understanding provider interest and readiness 
2. Aligning incentives based on provider readiness 
3. Establishing a comprehensive reporting and data insights platform 
4. Deploying Provider Performance Managers as advocates for provider success 
5. Developing alternate engagement and operating models to improve outcomes. 
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Our broad array of incentive models offers providers the ability to venture into value 
based arrangements based on their current capabilities and provides additional 
incentives as they enhance their care delivery infrastructure. We have already, and will 
continue to, introduce our Value Based Contracting continuum. 


In addition to PCP Capitation/Team Based Care, Population Health/FQHC Models, and 
Preferred Provider Partnership Incentive Models described above, we will offer the 
additional Value Based Incentive Models listed below. We will continue to expand all of 
these offerings throughout the life of our Contract. These additional VBP Models include: 


 Activity based payments: Program that provides additional payments for specific 
activities. Examples of such activities include administration of flu shot, engaging 
new patients, offering enhanced after hours or weekend payments to expand 
access. We already have established activity based payment agreements with 
independent physician associations and hospital physician groups in both 
regions. 


 Pay for Performance (P4P): Our P4P program is designed to incent providers who 
deliver better quality of care to patients. Highlights of the program include: 


 Tiered targets to incent both high and low performers 


 No minimum panel size requirements to promote even smaller practices 


 Timely payout (3 times a year) to support better cash flow management 


 Upside only professional capitation: We will offer a soft cap or retrospective cap 
as means for providers to control avoidable specialist, diagnostic and imaging, 
and ED visits. Providers will be eligible for a bonus if they meet or come under 
agreed-upon professional spend targets.  


 Episodes of care: Under this program providers such as Dignity Health and 
FQHCs part of the Primary Care Association global agreement, will be measured 
on quality and total cost of care for delivering specific episodes. They will be 
eligible for bonus payments for meeting or exceeding for agreed upon episodic 
care. 


 


A NEW COLLABORATIVE INITIATIVE – INTRODUCING NV HEALTH DOCK 
Our MCO is partnering with the Nevada Action Coalition (NAC); University of Nevada 
School of Medicine; the Center for Sustainable Healthcare; and the Nevada Center for 
Surveys, Evaluation, and Statistics; and University of Nevada - Reno to provide financial 
support to the NV Health Dock pilot. Together, we are committed to value-based 
reimbursement, which is essential to expanding access to care and to improving health 
outcomes. NV Health Dock will serve as a co-location clinical support and research 
center for our MCO and these partners, to accelerate testing and reimbursement in 
alignment with CMS’ National Quality Strategy and Quality Payment Program (QPP), for 
shifting payments from volume to value. 


 


NV Health Dock will efficiently load balance supportive health care resources for member 
clinics by utilizing nurses, coaches, behavioral health professionals, social workers, and 
community health workers (CHW), in a collaborative and caring environment focused on 
improving patient engagement and well-being, while reducing Population Health Risk to 
our communities. NV Health Dock will support ongoing training, education and research, 
all critical components, as our health care ecosystem evolves and transforms into a 
more effective patient centric delivery model in the coming years.  
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ROLLING OUT OUR INITIATIVES IN NEVADA 
To meet providers where they are on our Value Based Contracting continuum and help 
them move to where they want to be, we will develop a roll out plan for the initial year 
that optimizes the short and long term interest of our members, providers, and DHCFP. 
Our plan will include: 


1. Providing initial and ongoing education and training on VBP to all provider types 
2. Focusing heavily on primary care providers initially 
3. Implementing a broad based P4P rollout  
4. Entertaining gain share arrangements with most providers initially to help them 


get used to operating under VBP arrangements 
5. After Year 1, Continuing to introduce our framework and models to all provider 


types and geographies 
6. Giving providers access to timely and best in class reports and tools 
7. Running shadow reports for providers on gain sharing programs prior to 


transitioning them to risk  
8. Tailoring our initiatives to Nevada’s specific needs for subsequent years.  
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3.7 NETWORK 
The vendor is required to establish and manage appropriate provider networks and maintain existing 
written provider agreements with such providers in geographically accessible locations. The vendor shall 
maintain a network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that complies 
with the requirements of this section and meets access standards described in this RFP, in the DHCFP’s 
Access to Care Plan, and the Code of Federal Regulations The vendor shall ensure that its network 
providers are appropriately credentialed, have a standard unique health identifier, and well-coordinated 
with other network services and services available outside of the health plan network. The network shall 
include an adequate number of PCPs, specialists, and hospitals appropriately credentialed as health care 
professionals located in geographically and physically accessible locations to meet the access standards 
specified in this RFP. The vendor will maintain a network of appropriate providers sufficient to provide 
access to all services covered in this RFP with consideration given to the number of expected recipients 
that may enroll. The vendor when establishing and maintaining its network will consider the expected 
utilization of services and the numbers and types (their training, experience, and specialization) of 
providers given the characteristics and health care needs of the specific Medicaid population enrolled with 
the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, 
maintenance, provider profiling, peer review, dispute resolution and Medical Director Services. The MCO 
must conduct secret shopper survey's to a statistically sound sample across their network as part of the 
Access to Care Monitoring Plan to identify appointment standards and access to services for PCPs, 
Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to reported 
annually. 
 
The vendor must describe their approach to network management including if the network will be an open 
or closed network and if some services are currently planned to be provided through subcontractors, sub 
capitation, fee for service or alternative models such as accountable care organizations. 
 
Network providers will be required to use designated practice guidelines and protocols. Prior to the 
contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by the 
DHCFP. Submission shall occur after awarded contract but before the contract start date. The State shall 
accept or reject, in writing, within ten (10) business days of receipt.  
 
If the MCO puts a physician/physician group at substantial financial risk for services not provided by the 
physician/physician group, the MCO must ensure that the physician/physician group has adequate stop-
loss protection. 


 
The vendor is required to establish and manage appropriate provider networks and maintain existing 
written provider agreements with such providers in geographically accessible locations. The vendor shall 
maintain a network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that complies 
with the requirements of this section and meets access standards described in this RFP, in the DHCFP’s 
Access to Care Plan, and the Code of Federal Regulations. 


 


GENERAL APPROACH 


Experienced, Reliable Partner 
In each new market we enter, we formulate detailed work plans that include all steps 
necessary to go beyond network adequacy and build a network comprehensive enough 
to address all the needs of the populations we serve. We have developed new networks 
in highly penetrated managed care markets like Nevada, as well as for large program 
expansions or new managed care programs requiring extensive network development, 
provider education and recruitment.  Our vast experience has allowed us to formulate 
approaches which produce robust networks meeting access and availability 
requirements on Day 1 of each contract.  We have never failed to meet network adequacy 
with any new market network or existing market expansion, and have built networks from 
scratch in as few as 90 days from contract award. We have never missed a Go Live 
deadline and are consistently ready to serve our members when our state partners are 
ready for us to begin. 
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Customized Approach Tailored to Market Needs   
We take a local, hands-on approach to developing our networks, as we have in Nevada, 
by establishing relationships in advance with providers, key stakeholders, and 
community organizations to determine population needs in each service area, not 
assuming they are the same across the state. For example, we understand that Clark and 
Washoe counties bring very different landscapes in both provider systems and 
personality, and we have tailored our approach to address the differences.  


 


In Clark, for instance, there are numerous hospitals/hospital systems that serve 
neighborhood catchment areas. In Reno, there are fewer hospital systems, but their 
catchment areas are much larger. Also in Clark, physician competition is significant due 
to the exclusivity between Southwest Medical Associates and one of the incumbent 
MCO’s. As a result, we have worked diligently with other physician groups such as 
WellHealth and Health Care Partners to develop value based initiatives designed to 
expand capacity for their providers and ensure our members have timely access to 
appointments.     


 


We also recognize other variables that exist in these two service delivery areas. Clearly, 
Clark County is much greater in size and density and as a result there is more availability 
of certain services. Even so, many of the same challenges we find in Clark exist in 
Washoe, such as the strong need for transportation, housing, food and access to 
primary care. For these and many other reasons, we will customize our approach for 
these two service areas and not use a “one size fits all” approach.  


 


In both cases, we have learned that there is a need to expand capacity for primary care 
access and access to other services through a comprehensive care coordination model 
that includes all levels of care and service delivery. We have designed our model to fully 
incorporate ways in which we can utilize the many community based services/resources 
that are not ordinarily delivered or available through conventional health care providers. 
Please see our Community Partnership section later in this narrative.  


 


Key Stakeholder Engagement – Early and Often  
In developing any new network, or refining an existing network, we review/analyze 
multiple data sources such as community needs assessments, Medicaid utilization data 
(when available), enrollee demographics, and provider penetration analysis to determine 
high priority network recruitment and distribution needs. We also review existing 
contractors’ and Fee-for-Service (FFS) Medicaid networks to develop our initial targeted 
provider recruitment list.  


 


But more importantly, we rely heavily on discussions with the local provider community 
and other key stakeholders to help direct and shape our strategy. For example, we 
identified some key providers in both service areas early in the process and solicited 
their input to help us shape our network development approach. For example, in Washoe 
County, we met with key provider groups such as Northern Nevada Hopes, Community 
Health Alliance, Western Physicians Alliance, Access to Health Network, the Washoe 
County Health District and Department of Social Services, University of Nevada-Reno 
Medical School, St. Mary’s Hospital and Renown Health System. These providers gave us 
invaluable information about the population, provider and community needs in this area.  
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In Clark County, we met and solicited input from First Person Community Health Center, 
First Med Health and Wellness Center, WellHealth Physicians Network, Woman’s Health 
Associates of Southern Nevada, Health Care Partners Physicians Network, the Clark 
County Department of Health, University of Nevada-Las Vegas Medical School, University 
Medical Center, Dignity Health System, Hospital Corporation of America, Monte Vista 
Hospital, Southern Nevada Health Department and Fundamental Health. We also 
developed relationships with providers that serve recipients statewide such as Universal 
Health System for physical and behavioral health, Desert Parkway Behavioral Health 
Hospitals, WestCare Health Systems and Prime Health Hospitals. In our partnership with 
WellHealth we are even working on a plan to expand capacity and access to primary care 
and specialties in Washoe County by developing a new Medicaid network of health 
providers. 


 


We also met with and incorporated into our network development strategy and care 
coordination model the input, support and services delivered from community 
stakeholders such as H.E.L.P of Southern Nevada, NAMI, Step 2, Catholic Charities, the 
Clark County and Washoe County School Districts for school based health clinics and 
intiatives, Immunize Nevada, Las Vegas H.E.A.L.S., Shade Tree Shelter for Women and 
the Las Vegas Police Department/Community Initiatives Division.  


 


Last but not least, we have worked closely with advocacy organizations and state 
provider associations that represent our member and provider communities to better 
understand provider shortages, population needs, patterns of care and referral patterns, 
and/or areas of provider dissatisfaction. These groups include, but are not limited to the 
Nevada Medical Society; the Nevada Hospital, Primary Care (FQHC), and Nurse 
Practitioners Associations; and the Medical Association of Clark County. We also have 
worked with community organizations such as the Huntridge Family Clinic, Junior 
League, Urban League, Hispanic Chamber of Commerce, United Way, Big Brothers and 
Big Sisters and other civic service organizations. Input from all of these entities enabled 
us to understand the unique cultural and community needs in each Service Area and 
refine our network development approach to better meet those needs.  


 


Throughout the process, we have continued to meet with all of the above stakeholders to 
solicit input on our developing strategies and discuss potential partnership 
opportunities. We are very grateful for the invaluable information and support they have 
provided.  


 


Continuous Monitoring and Refinement 
To continuously evaluate network adequacy throughout the network development 
process, we generate frequent geomapping reports and capture/analyze other data 
sources such as open panel status so we can modify our recruitment plan as necessary. 
In order for a provider to be “counted” in our geo-mapping reports, we must have a 
signed Letter of Intent/Agreement which complies with State requirements.  As described 
in 3.4.3.2, our network will consist of all the providers outlined in Attachment M as well 
as the Essential Community Providers in Sections 3.7.3.3 and 3.7.3.4 and Attachment P. 
Our providers will be conveniently located within a reasonable distance to our members’ 
residences (but no further than the distance standards specified in this RFP), and in 
numbers sufficient to meet the state provider to member ratios as outlined in Section 
3.7.5.6, as well as DHCFP’s Access to Care Plan and the Code of Federal Regulations. 
The end result is a robust, high-quality, diverse network, with the cultural capacity, 
specialty distribution and clinical expertise required to serve our population in locations 
convenient to our members. 
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BUILDING OUR NEVADA NETWORK 
To build the most comprehensive network possible in Nevada we have had a dedicated 
team on the ground in Clark and Washoe counties for more than one year. As described 
above, we have been meeting with key hospital systems, large PCP and multi-specialty 
physician groups, FQHCs, behavioral health facilities and provider groups, and other 
providers to develop relationships at the same time beginning the contracting process. 
In many instances, we have successfully executed written Value Based Agreements that 
encourage expanded access to primary care, and foster collaboration and 
comprehensive care coordination. Our overall plan is to recruit and contract with a 
comprehensive network of providers in Washoe and Clark counties that can serve a 
minimum of 50% of the total number of potential enrollees. As a result, our initial 
provider network will have the capacity to serve at least 235,000 or 50% of projected total 
enrollment.  Throughout the process and as we proceed we will maintain an open 
network policy. 


 


Our Nevada History 
We have taken a local Nevada approach since the beginning: local service delivery, local 
local health plan, local structure (every member and provider-facing employee is located 
in Nevada. Our Health Plan is incorporated in the State of Nevada and is positioned to be 
fully licensed by the State of Nevada at point of contract. Over the past several years, we 
have developed many relationships with local key stakeholders and providers such as 
Washoe Medical Center (which is now Renown) and The Nevada Primary Care 
Association. We also have maintained national relationships with systems such as 
Hospital Corporation of America, Prime Health (St. Mary’s and North Vista Hospitals), 
CHS (Mesquite, NV), and Signature Health (Desert Parkway Behavioral Health Hospitals). 
We are incorporating these relationships and providers into our local network and with 
them, we are bringing a history of working together and developing shared best 
practices that we will implement and deliver in Nevada.   


 


In our analysis and evaluation of the market over the past year, we have gained a strong 
understanding of how DHCFP has been attempting to aggressively address the growing 
demands/needs of its Medicaid population. Recent ACA expansion and population 
growth in both service areas has resulted in significant increases in Medicaid enrollment, 
creating numerous challenges with capacity and access. In essence, enrollment has 
almost tripled but the number of providers has essentially remained the same. We also 
have learned that in Clark County, several of the FQHCs and large provider groups are 
under-utilized due to the dominance of one key provider group and its exclusive 
relationship with one MCO. This has made it difficult for these providers to achieve 
critical mass in the Medicaid/Check Up Program. For the FQHCs, national data indicates 
that these FQHCs have a visit penetration rate that is less than half of the national rate 
for FQHCs.   


 


Creative Solutions and Proven Performance 
When we first approached providers last year, they expressed their hesitation to open 
their practices to additional Medicaid members, or actively pursue Medicaid business, 
citing reimbursement rates below published Medicaid rates, slow claims processing and 
payment practices, no-show rates and lack of member education and engagement.  
However, by demonstrating proof of our policy of paying published Medicaid rates, 
presenting our Value Based models and evidence of success in similar markets, and 
illustrating the support we can provide through our member education and care 
management navigation practices, we were able to change the paradigm. In fact, we have 
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memorialized our commitment to all of the above in Memorandums of Understanding 
with several key providers and stakeholders. We are excited to report that we have had 
great success with providing solutions to their concerns and together we are going to 
expand capacity for Nevada Medicaid/Check Up recipients enrolled in our plan, improve 
care coordination support for members and providers, and improve the timeliness of 
appointment availability.  


 


Our comprehensive network development approach has also included the conscientious 
strategy to identify and coordinate with community organizations/providers such as 
Step2 or Southern Nevada H.E.L.P to wrap around the services provided by our network. 
These two providers, for example, support our care management and coordination 
efforts by providing housing and inpatient behavioral health services to women and 
expectant mothers. They are also collaborating with us to contribute nursing services to 
a Crisis Management Team for field triage, and then subsequently assist with housing 
placement. In both scenarios, we help extend their reach by providing integrated and 
coordinated care through our network of providers. We will also seek services that 
address many of our members social determinants of health through our community 
partnerships with service providers such as Catholic Charities, Junior League, Urban 
League and Innevation along with its participating member network.   


 


Much of our success over the last year has been due, in part, to our national experience 
with national partners such as HCA, Prime Health, Signature Health and FQHCs, listening 
to providers to identify the issues that are most important to them such as fair 
reimbursement rates and timely claims payment, our innovative value based contracting 
models, our Provider Engagement Model, and the level of support we can provide to 
clinically integrated networks, PCMH practices, and ACO-like systems such as 
sophisticated provider data analytics and data sharing capabilities.  


 


Regardless of the service area, our value proposition to Nevada providers has remained 
the same: 


 Fair reimbursement rates at 100% of Medicaid  


 Prompt claims payment and responsive claims support when there are issues 


 Innovative Value Based contracting models designed to expand capacity and 
access for Nevada Medicaid/Check Up members, including more comprehensive 
access to primary or specialty care. These models also support complete care 
coordination to ensure the right care, in the right place and at the right time, with 
emphasis on appropriate emergency department diversion. 


 An Advanced Provider Engagement Model that acknowledges and values 
providers as “partners” and not simply “suppliers.” 


 
The partnership message that we began communicating years ago, documented 
performance nationally related to claims payment and investment locally (Claims 
Specialists) to ensure ongoing timely/accurate claims payment, willingness to pay 
providers at mutually acceptable rates, our Value Based and P4P Programs, and our 
demonstrated commitment to investing in each community has resulted in the 
successful negotiations we describe in detail below.   


 


The result is a comprehensive network of primary care and multi-specialty physician 
groups, FQHCs, hospitals/hospital systems, behavioral health facilities and outpatient 
providers and other providers willing to partner with us and open their panels to Nevada 
Medicaid and Nevada Check Up members. We also have been able to successfully wrap 
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the robust networks in each service area with an impressive group of community 
partners that will help to address some of the social determinants of health, for example, 
that can interfere with the success of their clinical interventions. Now, many of the 
providers who initially did not want additional Medicaid patients are poised and ready for 
a new beginning with the Nevada Medicaid and Check Up Programs. 


 


RESULTS 
Below we highlight some of the key partnerships we have developed for this contract 
along with a brief description of their capabilities and partnership arrangement(s). We 
also indicate the status of our negotiations with each (Letter of Intent, MOU, Continuing 
Discussions, etc.). This list is not an all inclusive list but represents many of the key 
providers that have traditionally served Nevada Medicaid and Check Up recipients. 
Following our national approach, we have not only pursued and obtained signed Letters 
of Intent (LOIs) from a number of these providers but in most cases, we are beyond that 
point and have entered into written Memorandums of Understanding (MOU)  wherein we 
have agreed with our provider partners to establishing methodologies to incentivize 
rates and payments, diversion programs, care coordination incentives, quality of care 
incentives, education, training, staffing, physician inclusion and patient centered medical 
homes. 


 


Please also see the results of our network adequacy geo-mapping further in this 
narrative.  


 


STATEWIDE (BOTH CLARK AND WASHOE SERVICE AREAS:  
We have signed LOIs or more with the following:  


Highlights of Key Provider Partnerships 


Provider Description of Capabilities and Partnership Arrangements 


Desert Parkway Behavioral 
Health Hospitals 


 


 


Inpatient Behavioral Health; Partial Hospital Plan, Intensive 
Outpatient, and Outpatient; supportive services:   


Arrangement: Written Memorandum of Understanding 


The Chief Medical Officer has agreed to serve on our Board of 
Directors, subject to approvals from both organizations. 


Hospital Corporation of 
America 


Hospital and Physician services; diagnostic, lab and ancillary 


Arrangement: Signed Letter of Intent and national working 
relationship with contracted networks 


Prime Health Hospital and Physician services; diagnostic, lab and ancillary: 


Arrangement: Signed Letter of Intent 


CHS (Mesa View Regional 
Hospital, Mesquite, NV) 


 


 


Hospital and Physician services; diagnostic, lab and ancillary: 


Arrangement: Signed Letter of Intent  
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Highlights of Key Provider Partnerships 


Provider Description of Capabilities and Partnership Arrangements 


WellHealth Physicians 
Network 


 


 


Independent Multi-Specialty Physician Network with multi-level 
group of providers (primary care, specialists, hospitalists, nurse 
practitioners, midwives and other levels of nurses, PT, OT and multi 
level clinicians) 


Single signature capability and management group.   


Arrangement: Letter of Intent and Memorandum of Understanding 
with agreement to pursue collaborative development of Medicaid 
network in Washoe County during term of contract. 


The Executive Director has agreed to serve on our Board of 
Directors, pending approval from both organizations.  


Universal Health System 


 
Hospital and Physician services including behavioral health 
hospitals 


Arrangement:  Letter of Intent with continuing discussions 
regarding Value Based contracting and initiatives 


 


WestCare Behavioral Health temporary housing and clinical services; PHP, 
IOP, OP; assessment and review, care planning. Working to 
develop triage centers and Crisis Management Teams.   


Arrangement: Letter of Intent and Memorandum of Understanding  


 


 


Poised to Expand Access in Nevada 
As we have demonstrated above and below, we have experienced great success 
establishing and building a comprehensive network in both lark and Washoe Counties. 
One of the main goals we have for Nevada is to build a network with greater access to 
care than exists today. To that end, we are partnering with providers such as WellHealth 
which has plans to expand their Medicaid network to Washoe County in the near future; 
University of Nevada, Reno who is starting their medical school program; and the NV 
Health Dock clinical support and research initiative in partnership with the University of 
Nevada School of Medicine, the Center for Sustainable Healthcare, and the Nevada 
Center for Surveys, Evaluation, and Statistics at the University of Nevada, Reno.  


 


To achieve our goal of expanded access, we are working with both local and statewide 
partners who have catchment areas in the rural parts of Nevada. Through these 
partnerships, we will well positioned to expand coverage, whever DHCFP is ready, to 
areas outside the current Service Areas. As noted above, our Network Development and 
Contracting Team has the experience, skills and resources necessary to identify all 
potential providers, develop network development/contracting priorities, and build an 
expanded network that meets all state adequacy standards.   


 


CLARK 
We have signed LOIs or more with the following key providers: 


* Chart Key:  LOI = Letter of Intent; MOU= Memorandum of Understanding; CD = 
Continuing Discussions for LOI or MOU; and/or continuing discussions on Value Based 
Contract. 
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Highlights of Key Provider Partnerships 


 
Provider 


 


Status* 


Description of Capabilities and Partnership 
Arrangements 


Boulder City Hospital 


 


 


LOI/CD This facility will assist us with our rural reach when we 
expand outside Washoe and Clark counties to have the 
largest network possible. Relationships with facilities such 
as Boulder City are important to us in our rural network 
build. 


Community Health 
Systems (CHS) 


 


Mesa View Regional 
Critical Access Hospital 
in Mesquite, NV. 


LOI/CD Mesa View is the only hospital in Mesquite, NV. They serve 
as the hub for care locally, but they have limited specialist 
capabilities. We have a national relationship with Mesa’s 
parent (Community Health Systems) and anticipate 
incorporating our joint best practices into our final 
contract. We are interested in supporting their efforts to 
expand their specialty care capabilities, which now is 
typically referred to Las Vegas or Utah.  We are also 
helping to facilitate discussions with WestCare for tele-
psych. WestCare has agreed to further discussions with 
Mesa which has the telemedicine equipment.  Given their 
size and readiness for risk sharing, we are discussing 
quality-based incentive arrangements. 


Desert Parkway 
Behavioral Healthcare 


 


 


LOI/MOU Desert Parkway is an 84-bed acute inpatient psychiatric 
facility that will provide our adult and adolescent members 
with access to:  


o Inpatient crisis stabilization,  
o Chemical dependency detox/rehab,  
o Intensive Outpatient Treatment, and  
o Other outpatient programs with significant focus 


on adult and adolescent care.   


They will also provide access to several satellite 
behavioral health facilities for psychiatry, counseling and 
substance abuse care and treatment.  


Our Memorandum of Understanding incentivizes more 
thorough and timely assessment and review practices in 
order to avoid unnecessary inpatient admissions and hold 
times. It also incentivizes utilization of lower level services 
when appropriate to avoid unnecessary admissions.  


We are working on a Value Based arrangement to provide 
access to diagnosis and counseling services. Our MOU 
includes an ER diversion plan and payment incentives that 
are measured based on performance against mutually 
agreed upon quality of care and outcome metrics.   


Desert Parkway has an expansion project underway to 
expand capacity in bed and clinical services for which we 
intend to be a financial sponsor. We also will support 
subsequent implementation of services which may include 
field triage and Crisis Management Teams to serve the 
homeless. 


Dignity Health – St Rose 
Dominican System 


 


LOI/MOU Dignity Health is a 3 campus system and is one of the 3 
largest hospital systems in Clark County. Our contract 
with Dignity will provide our members with access to a 
number of key health care facilities and provider groups, 
including but not limited to:  
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Highlights of Key Provider Partnerships 


 
Provider 


 


Status* 


Description of Capabilities and Partnership 
Arrangements 


o 3 St. Rose Dominican hospitals in Las Vegas and 
Henderson  


o 3 Women’s Care and Outreach Centers; St. 
Rose/Stanford Clinics  


o A Rehabilitation Center 
o Urgent Care Centers in development 
o 3 surgery centers  
o 7 Dignity Health Medical Group locations providing 


access to more than 1,300 employed and affiliated 
multi-specialty providers. They provide coverage 
primarily in SW/SE Clark County, but they are 
building a new facility in North Las Vegas.  


We are currently working with Dignity on PCMH and 
physician inclusion; new facilitiy accessibility and on 
developing a package of value based purchasing options, 
that include ER diversion metrics,  primary care quality of 
care incentives, primary care expansion/new patient 
bonus, timely discharge transition programs, and data 
sharing. 


Harmony Health Care 
(sister organization to 
Seven Hills below)  


LOI Harmony is the largest outpatient behavioral health 
provider group in Nevada. Through our agreement with 
Harmony, we will provide our members with access to two 
site locations with 50 employed and 220 independent 
practitioners, many of whom are bilingual.  


Our continuing discussions address collaborating on 
targeted, innovative initiatives to educate and navigate 
super-utilizers; providing same day visits for our 
members, as needed; and leveraging their partnership with 
Health Care Partners, as an extension of services to other 
health networks who lack adequate behavioral health 
services. They also offer therapy services from staff who 
are bilingual, which will provide our members with 
increased access to bilingual providers and staff.  


We also would like to use programs executed through 
Seven Hills, and other special programs related to 
transportation, triage, assessment and review as tools for 
education and training. 


Health Care Partners 
(HCP) 


LOI/CD HCP is an IPA with more than 280 employed physicians 
and specialists including mid-level providers and 
hospitalists, for a total of 350 health care professionals. 
Through their affiliated network, they will provide our 
members with access to more than 1,500 physicians and 
specialists in 60 locations in Las Vegas, North Las Vegas, 
Boulder City, Henderson and Pahrump. Additionally, they 
will provide our members with access to five urgent care 
centers in and around Las Vegas.  


We are collaborating with HCP on ways in which we can 
assist them to identify and locate their transient and 
homeless Medicaid patient population.  


We are continuing discussions which include our Value 
Based Incentive models and initiatives such as new patient 
bonus payments, quality of care measurements (HEDIS) 
and bonuses related to outcomes, ER diversion programs, 
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Highlights of Key Provider Partnerships 


 
Provider 


 


Status* 


Description of Capabilities and Partnership 
Arrangements 


education, training and joint efforts for seminars and 
physician engagement and inclusion. We also will focus 
on PCMH development, utilization and expansion. 


HCP’s network collaborates with WellHealth offering 
hospitalists, and has utilized many Wellhealth physicians 
in their network as affiliate providers, specifically, related 
to woman’s health (OB/GYN) and many other specialists. 
HCP also collaborates with another of our partners, 
Harmony Health Care, to utilize their behavioral health 
providers as a part of their affiliated health care network to 
fill their behavioral health network needs.   


We have agreed to collaborate with both provider groups 
to support utilization of each group’s providers within the 
parameters of their agreement, where it is feasible and 
appropriate. We also will support the coordination with 
other network services outside of our network. 


With WellHealth, we have discussed the collaborative 
efforts they have with Health Care Partners (HCP), and we 
will support and incentivize those efforts to gain services 
outside of their health network, such as a robust network 
of Hospitalists offered by HCP. We will collaborate to 
embed care management/discharge planning staff in HCP 
hospitals in which the WellHealth physicians are 
practicing. 


Hospital Corporation 
America 


 


 


LOI/CD We have a national contract and have enjoyed a strong 
and collaborative relationship with HCA in 10 other 
markets nationwide where we both serve Medicaid 
populations. An HCA corporate managed care executive 
also serves on our National Hospital Operating Committee. 
We will incorporate national contract terms into our final 
Nevada agreement. We also are discussing our Value 
Based models, pricing and initiatives and incorporating 
best practices into our Nevada agreement. 


In Nevada, our LOI with HCA will bring the following 
facilities, including a children’s hospital into our network: 


o Mountain View Hospital 
o Southern Hills Hospital and Medical Center 
o Sunrise Hospital and Medical Center (Children’s 


Hospital).  


Sunrise is an urban facility that serves a large Medicaid 
population. In addition, HCA just purchased 14 urgent care 
centers which will provide additional capacity in this area. 


MonteVista* LOI/MOU MonteVista is a 202-bed inpatient psychiatric facility that 
provides beds for youth in Clark County. They will provide 
a full range of BH Services plus electroconvulsive therapy 
for children, adolescents, adults and seniors. They also 
are a key partner with NAMI, and we will support this 
partnership as a viable vehicle through which to increase 
the use of evidence based practices.   


The hospital has offered NAMI space for provider training 
and other engagement events. NAMI is interested in 
advocating and providing training around evidence-based 
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Highlights of Key Provider Partnerships 


 
Provider 


 


Status* 


Description of Capabilities and Partnership 
Arrangements 


treatment, and could be a vehicle through which to 
increase the use of evidence based practices.   


We are collaborating with MonteVista on innovative 
solutions to address super-utilizers. In addition, we will 
provide MonteVista with a single contact for their BH 
providers to help streamline processes for confirming the 
status on our members.  Monthly, they have a family 
meeting where the goal is for peer-to- peer training to 
teach parents how to employ best practices in supporting 
children with mental health needs.  MonteVista is part of 
Clark Community School District and children can 
graduate while in treatment.  
 


The Primary Care Association (PCA) and Member FQHCs = LOI, MOU 


Our organization is committed to developing partnerships with FQHCs in every market we serve. 
Nationally, we have developed strong relationships with more than 384 FQHCs. Through this 
partnership in Nevada, we will engage PCA FQHC partners at all levels of our organization, 
including the Board of Directors and our Quality Committees, to help influence policies and 
programs for the Medicaid and Check Up populations.  


In addition, this partnership also will provide a Value Based Contracting and initiative platform 
that is focused on expanding provider capacity to see more members. This will guarantee access 
for our members in the right place and at the right time. The PCA and its member FQHCs have 
agreed to work on a bonus basis to assist in delivering outcome-based services with 
measurement being directly related to performance on HEDIS and other qualitative metrics.   


In Nevada, these traditional Medicaid providers were a top contracting priority in our network 
development strategy. Through our partnership with the PCA and its individual FQHCs, such as 
First Person Complete Care*,  FirstMed Health and Wellness,*  Nevada Health Centers*, Inc.,  two 
FQHCs outside of our Clark service area*( Searchlight Healthcare*, Hope Christian Health 
Center*,) we will provide our members with access to all of the FQHCs in Clark and Washoe 
Service Areas], as well as a wide array of primary care, pediatric, behavioral health, and OB/GYN, 
services.    


INDIVIDUAL FQHC RELATIONSHIPS, Clark County (See below for Washoe County Health 
Centers) 


First Person 
Community Health 
Clinic, Las Vegas 


 


LOI/MOU Our relationship with First Person Community Health 
Clinic, the largest medical practice in the Gateway District, 
a prominent downtown Hispanic neighborhood, will allow 
our Members access to integrated services from a 
WestCare psychiatrist via First Person’s new partnership 
with WestCare. This partnership is creating a fully 
integrated model of physical and behavioral care service 
delivery.  


In addition, First Person is connected to HealthHIE 
Nevada, and is engaged in bilateral data exchange with 
hospitals and diagnostic radiology providers. This 
connectivity will help us more efficiently track high ED 
utilizers and members with other chronic needs. They also 
work with Heritage Family Care for culturally sensitive 
reproductive and STI/HIV care testing and treatment; and 
they provide onsite services to the Clark County School 
Based Clinics (see more details below), with which we are 
in active discussions.  
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Tina Drago, their CEO has been nominated to our local 
health plan board, subject to all internal and external levels 
of approval. 


FirstMed Health and 
Wellness Center, Las 
Vegas 


 


LOI/MOU Our partnership with FirstMed enables us to work closely 
with a physician-based health center that embraces our 
desire to expand capacity and increase timely access to 
primary care for our Medicaid members. Now operating 
two locations in the Las Vegas area, FirstMed offers after 
hour and weekend services for primary care, pediatrics, 
woman’s health, and behavioral health screenings. We 
intend to expand services to broader behavioral health 
(BH) assessments and lower level BH services onsite, as 
well as cancer screenings and pre-natal services.   


FirstMed has committed to work with us to expand 
capacity to provider access for wellness and health check 
ups and proper pharmacy fill and utilization.  


Walter Davis, their CEO has been nominated to our local 
health plan board, subject to all internal and external levels 
of approval. 


Nevada Health Centers 
(NHC), Statewide 


 


LOI/MOU NHC’s provision of health services throughout Nevada in 
urban, rural and frontier areas is crucial to a full delivery of 
services to all of our members. NHC has the rich history 
and heritage in being one of the Nation’s first federally-
funded Community Health Centers.  


NHC is Nevada’s largest provider of primary care in the 
state, specifically for geographically isolated people. NHC 
is recognized, in many instances, as the only available 
health care provider from which members can receive 
services without having to travel hundreds of miles.  


We share an understanding of rural health service delivery 
from our the experience of our affiliate plans, and we have 
been very successful in developing networks in rural and 
frontier regions. We look forward to bringing our national 
experience and best practices to Nevada to work in a close 
relationship with NHC, and support, enhance and maintain 
an even stronger presence and delivery of services to the 
people in geographically isolated areas. Through this 
partnership, we will ensure timely access to delivery of full 
service health care. 


Prime Health (North 
Vista Hospital  


 


LOI Prime is a national system present in some of our existing 
Medicaid markets. Locally, North Vista Hospital has been 
serving North Las Vegas and the greater Las Vegas Valley 
since 1959. North Vista provides access to a 20-bed 
Emergency Department, a comprehensive heart care 
program with advanced technology (including cardiac 
catheterization), as well as a Bariatric Center of 
Excellence. They also provide Geriatric and Adult 
behavioral health (BH) services in their 40-bed geropsych 
and 20-bed adult mental health units to treat mental health 
needs for members 18 and older.  In addition to North Vista 
in Las Vegas, we also have a signed LOI with St. Mary’s in 
Reno (see details below).  
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Red Rock Medical 
Group 


LOI Rock Medical is an Important multi-specialty group with 2 
locations in Las Vegas that will provide our members with 
access to pediatric, primary care, OB and specialty 
practitioners, including podiatry, nurse practitioners, 
physician assistants, and a sleep center.  


Seven Hills Hospital LOI Seven Hills is a 94 bed inpatient psychiatric facility in 
Henderson with inpatient, outpatient and intermediate 
levels of care. They provide treatment for adults and 
adolescents with mental health and chemical dependency 
issues. In addition to providing our members with access 
to the above services, we will partner with them to help 
reduce readmissions by implementing care management 
techniques and helping them secure follow-up visits for 
our discharged members. We are also exploring ways in 
which we can coordinate discharge to non-traditional 
settings and referrals from Nevada Specialty Courts.  


As discussed above, we are also developing a partnership 
with Harmony Health Care, Seven Hill’s sister organization, 
to create a full continuum of inpatient and outpatient 
mental health and substance abuse treatment services for 
our members. 


Universal Health 
Services (UHS) 


LOI/CD UHS consists of six hospitals (including one in Washoe 
County) providing: 


o tertiary care  
o maternity and  
o NICU services  
o ancillary services such as home health, hospice 


and three behavioral health facilities (BH).  


UHS is a large key provider with the largest number of 
provider sites in the state.  


Our partnership with UHS will provide our members 
access to all UHS facilities, including: 


Clark: 


o Centennial Hills Hospital 
o Desert Springs Hospital 
o Summerlin Hospital 
o Valley Hospital 
o Spring Valley 
o Henderson and Pahrump (opening soon) 


Washoe  


o Northern Nevada Medical Center—Washoe County 


Behavioral Health 


o West Hills 
o Willow Springs 
o Spring Mountain Treatment Center 


In addition to other capabilities, such as home health, UHS 
will also provide our members with access to three 
medical group practices in Clark and Washoe Service 
Areas: 


o Las Vegas Medical Group 
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o Desert Springs (Clark) 
o Northern Nevada in Washoe 


Among other things, we are exploring innovative solutions 
that support their vision/goals in areas such as:  


o More effective discharge planning 
o PCMH practice transformation for their medical 


groups above 
o Value Based Incentives and Initiatives 
o Strengthening their partnerships with FQHCs in both 


Clark and Washoe Counties.  


We are particularly excited about our discussions with 
Spring Mountain Treatment Center, which provides 
inpatient/outpatient BH services for children, adolescents 
and adults at 2 sites in the Las Vegas area.  We will 
coordinate with Spring Mountain as they receive referrals 
from the Department of Juvenile Justice, and Child Welfare 
agencies along with The Clark County School District for 
their services. Together we hope to support the health of 
the child inclusive of the total family unit.   


Further, we are collaborating with Spring Mountain on 
discharge planning initiatives to reduce the chance of 
readmission. They are also interested in partnering with us 
on transition planning to maximize utilization of 
community resources and minimize instances in which our 
members are discharged to a non-traditional setting. Our 
shared goal is to reduce recidivism and ensure the 
member’s discharge success.  


University Medical 
Center of Southern 
Nevada* 


 


 


LOI The University Medical Center is a key traditional provider 
for the Program, a DSH hospital and, in addition to a wide 
compendium of services, it brings: 


o A Center of Excellence for transplant services 
o The only state-designated Level 1 Trauma Center for 


Southern Nevada  
o The state’s only burn care center.  


Our partnership with UMC will also provide access to more 
than 80 multi-specialty providers through the faculty staff 
onsite at facilities, as well as eight free standing urgent 
care clinics located conveniently near bus lines. 


In addition, our partnership with the UNLV School of 
Medicine will bring access to their 120 provider multi-
specialty group. We are in active discussions with both 
UMC and UNLV about value based pricing/contracting, 
case management opportunities for high cost patients to 
reduce readmissions, and data sharing capabilities.  


WellHealth LOI, MOU Our partnership with WellHealth will provide our members 
with access to a premier primary and multi-specialty 
physician group with more than 800 providers; strong OB 
and pediatric specialty areas; and an affiliated network that 
is comprised of more than 3,200 providers offering both 
behavioral and physical health care services.  


WellHealth is an ACO and was a top priority group for us 
specifically because of their significant focus on Medicaid 
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and Women’s Health, which includes a OB-GYN Laborist 
Program with local hospitals in Clark County. We are 
exploring a number of partnership opportunities with 
WellHealth, including embedding our care management 
staff in their high volume locations. We also are in active 
discussions about to develop innovative solutions in other 
areas such as telehealth, and for a number of their 
community-based initiatives such as supporting women’s 
shelters.  


WellHealth is interested in expanding into Washoe County, 
and, as part of our Memorandum of Understanding we will 
collaborate and partner with them as they build a Washoe 
County network (including a Medicaid network) that will be 
contracted under the terms of the MOU. 


Our MOU contains Value Based Pricing and initiatives 
such as new patient bonus payments; quality of care 
measurements (HEDIS); and bonuses related to outcomes, 
ER diversion programs, education, training and joint 
efforts for seminars and physician engagement and 
inclusion. We will also focus on PCMH development, 
utilization and expansion. 


The WellHealth CEO is co-chair of the UNLV Medical 
School and, as such, they have a unique relationship with 
the school.  We will promote this relationship and work 
collaboratively with WellHealth, the UNLV School of 
Medicine, and UMC to promote the internal relationships 
each have with each other and to help us complete our 
network build.  


We also have discussed with WellHealth the collaborative 
efforts that they have in place with Health Care Partners 
(HCP), one of our other key partnerships, and we will 
support and incentivize those efforts to gain services 
outside of their health network. For example, HCP can 
bring a robust network of hospitalists who can coordinate 
with our care management staff in facilities in which the 
WellHealth physicians are practicing. 


WestCare Nevada 


 


 


 


 


LOI/MOU WestCare will provide our members with a wide spectrum 
of inpatient and outpatient, and intensive outpatient mental 
health and substance abuse treatment services for adults, 
children, adolescents and families including:  


o Detoxification from drugs and alcohol 
o Crisis stabilization 
o Treatment for substance abuse 
o Treatment for co-occurring substance abuse and 


mental health disorders 
o Prevention of substance abuse and gambling 
o Services for veterans 
o Services for runaway and homeless youth 
o Services for people re-entering the community after 


incarceration 
o Specific services for pregnant and parenting women 
o Family education and support 
o Tobacco Cessation 
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WestCare Nevada is currently pursuing Certified 
Community Behavioral Health Clinics (CCBHC) 
designation, indicating excellence in community-based 
mental health/substance use disorder treatment, 
particularly for those with SMI, SED and SUD. We will 
support their pursuit of this designation as they seek to 
expand the scope of services they bring to the community. 
In addition to inpatient services, WestCare will also 
provide our members with access to:  


o Intensive Outpatient Services,  
o Outpatient BH Services,  
o Transitional Temporary Housing  
o A Half-Way House  


We are exploring ways in which we can assist them in 
effectively transitioning members from inpatient to 
outpatient and community settings. They have also 
expressed interest in partnering with us on our Care 
Management and ER Diversion Programs. We want to 
make data readily available through solid channels of 
communication for our members who have complex 
medical needs in addition to SUD or Mental Health.  


West Care also supports community programs such as 
H.E.L.P. which serves the homeless and Shade Tree 
Women’s Shelter, and has strong connections with tribal 
communities. Their connections to these programs will 
assist us in addressing barriers to care, as well as 
assisting us with finding solutions that ensure members 
receive the care they need.  


We are also supporting WestCare’s partnership with First 
Person to create an integrated physical and behavioral 
health model.  


Regional VP Kevin Morss has agreed to serve on our 
Board of Directors, subject to approvals from both 
organizations. 


Women’s Health 
Associates of Southern 
Nevada (WHASN) 


LOI/MOU Women’s Health, with approximately 60 OB/GYN providers, 
is a major group addressing women’s health issues in 
Southern Nevada. WHASN operates a OB/GYN Laborist 
program across Clark County and with more than 20 
locations, manages a significant number of deliveries to 
Medicaid/Check UP recipients in Clark County.  


We are excited to partner with WHASN on a number of 
initiatives such as helping them tackle some major 
challenges facing their Medicaid/Check Up patient 
population such as homelessness, substance abuse, and 
tobacco use.  


We will integrate our Case Management Program with the 
programs they have in place to reduce neonatal intensive 
care days. We also plan to partner on new programs to 
reduce ER usage as they seek to roll out an OB Urgent 
Care clinic.  


Since Women’s Health already has experience with risk 
arrangements, we are exploring with them a value based  
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arrangement with population health initiatives to expand 
capacity and access to care and improve quality of care 
outcomes. We plan to work together on member incentive 
models for expectant mothers to engage them early in 
prenatal care. Through our collaborative relationship with 
Westcare Nevada, we are working to develop a program 
which gives their pregnant patients access to care from 
WHASN physicians. 


Providers with Which We Are in Continuous Discussion 


Clark County School 
District School Based 
Health Centers* 


CD We have met with Clark County Schools (CCSD) and will 
work to collaborate on not just primary care services but 
the many other goals we share, such as nutrition, 
health/wellness, vision services and literacy the schools 
provide.  


We are also exploring opportunities to partner with the 
School Based Clinics and have executed LOIs with the 
FQHCs providing services at those clinics, such as First 
Person, to increase services provided at the schools, 
especially EPSDT visits.  We have also executed an LOI 
with Eyecare 4 Kids which will allow our members to seek 
services provided at each CCSD Center and around the 
community via their mobile clinic.  


We also are exploring the feasibility of establishing 
telemedicine presentation sites at targeted school clinic 
locations.  


Fundamental Long 
Term Care (LTC) 
Companies 


CD Fundamental is the parent of Harmon Medical and 
Rehabilitation Hospital. They provide solutions for the 
adult expansion population needing high-acuity or chronic 
illness care in an LTC facility.  We will partner with them on 
post-acute care and transitions from an inpatient setting. 


Tribal Health Facilities CD We are working closely with the National Indian Health 
Board and the Nevada Inter-Tribal Board to identify and 
develop a working relationship with the various Tribes, 
Tribal health directors, departments and clinics as well as 
Indian Health Services in order to fully serve those Native 
Americans who elect to participate in the Medicaid 
program.   


No matter how large or small the population, we are 
working diligently to build a network of services to meet 
their needs in urban and rural areas.  For example, in Clark 
County, the Southern Paiute tribe resides in Las Vegas.   


We are working with WestCare, which is a Native American 
contracted provider statewide, for behavioral and 
substance abuse services., We are also identifying 
individual Native American providers in Clark County to 
provide health and behavioral services.   


As part of our staffing and on-boarding plan, we plan to 
employ staff in this County that will be trained 
appropriately in the necessary cultural competencies to 
work with these potential members.   
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Kindred CD We work with Kindred in several other states and 
anticipate a continuing relationship implementing our 
combined best practices into full execution in Nevada. 


We have demonstrated that we have a comprehensive network in Clark County meeting 
both DHCFP and member choice requirements and member needs. 


 


WASHOE COUNTY 
 
We have signed LOIs or more with the following key providers: 


Highlights of Key Provider Partnerships 
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Arrangements 


Access to Healthcare 
Network (AHN) 


LOI/CD Access to Healthcare Network provides more than 
200,000 Nevadans with comprehensive access to 
healthcare, primarily in the Northern Nevada/Washoe 
County area. We have met with and will collaborate with 
AHN along all of their service area points of access. Our 
objective is to increase our members’ access to primary 
care appointments in a timely and responsive manner.  


Many of our programs such as our health and wellness, 
nurse line, care management, outreach, nutrition, 
behavioral health and value based pricing and initiatives 
are compatible with AHN’s operating model and mission.  


We intend to support the AHN network and utilize their 
many services and programs that are integral to 
delivering the requirements of this contract. For example, 
we will support their efforts in operating government 
programs for children, woman and adults. We also will 
support their transportation innovations and efforts.   


We will bring our best practices and experience to work 
on integrated services to health care such as identifying 
and managing socioeconomic determinants of health like 
housing, mental illness, substance abuse and income 
determinants, member education, aging and disability 
programs, and readmission reduction.   


We look forward to working with AHN on a value based 
model with associated quality measures for prenatal and 
postpartum care, pediatric care, reduction of ER 
utilization and admissions, and other health indicators.   


AHN is an innovative health network that has 
demonstrated strong outcomes and shares our mission of 
providing the right care, in the right place at the right 
time. Physician inclusion and participation are key to 
them and our MCO will support AHN to maintain and 
expand this vital access to care.  
 


Northern Nevada Medical 
Center 


LOI Northern Nevada Medical Center is part of Universal 
Health Services (UHS) system described above. Northern 
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Nevada will bring our members in Washoe County access 
to their full service 108 bed hospital supported by one of 
the largest multi-specialist medical group practices in 
Northern Nevada, Northern Nevada Medical Group. 
Among other things, we are exploring innovative 
solutions with their parent UHS that support their 
vision/goals in areas such as:  


o More effective discharge planning 
o PCMH practice transformation support for Northern 


Nevada Medical Group; and 


Strengthening their partnerships with FQHCs in both 
Clark and Washoe Counties.  


The  Primary Care Association and their FQHCs Community Health Alliance: See the description 
of our partnership with PCA above for Clark County.  


Community Health Alliance*, Northern Nevada HOPES, and Nevada Health Centers 


Community Health 
Alliance*  


LOI/MOU CHA has four health center sites, provides services 
through four mobile units and offers other affiliated sites 
and services such as fully integrated services in primary 
care, pediatrics, woman’s health, behavioral health, 
chronic diseases and illnesses.   


CHA delivers the physical and behavioral health network 
services to the Washoe County School District for school 
based clinics. CHA is instrumental in integrated care and 
services with Step2, the Washoe County Health 
Department, St. Mary’s Hospital, Renown and several 
other providers in the County and surrounding areas.   


CHA will be an instrumental partner to work with to 
expand capacity for primary care, woman’s health such as 
OB/GYN, and into the field crisis management and triage 
teams for the homeless.  


We intend to work closely with CHA to enhance the 
service opportunities in school based clinics such as 
support in screenings, immunizations, and educational 
materials and sessions for health, wellness and nutrition.  


Chuck Duarte, their CEO has been nominated to our local 
health plan board, subject to all internal and external  
levels of approval. 


Northern Nevada HOPES, 


Reno 


 


LOI/MOU HOPES provides fully integrated healthcare for members 
of all ages; primary care, pediatrics, woman’s health, 
chronic disease management, behavioral health 
screening and counseling, social services and on site 
pharmacy. HOPES has agreed to provide after hour and 
weekend visits and access to our members.  


HOPES specifically has focused on programs and 
treatment for HIV/STI/STD. We are working with HOPES to 
collaborate with other service organizations such as 
Step2 and Catholic Charities of Northern Nevada to be a 
center in which those organizations can expand their 
services into an integrated health service delivery area; 
and obtain support of the HOPES health network to 
reduce the gaps and repetition of administrative 
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demands, such as eligibility, to ensure members receive 
care. 


Nevada Health Centers, 


Statewide 


 


LOI/MOU NHC’s provision of health services throughout Nevada in 
urban, rural and frontier areas is crucial to a full delivery 
of services to all of our members. NHC has the rich 
history and heritage in being one of the Nation’s first 
federally-funded Community Health Centers.  


NHC is Nevada’s largest provider of primary care in the 
state, specifically for geographically isolated people. NHC 
is recognized, in many instances, as the only available 
health care provider from which members can receive 
services without having to travel hundreds of miles.  


We share an understanding of rural health service 
delivery from our the experience of our affiliate plans, and 
we have been very successful in developing networks in 
rural and frontier regions. We look forward to bringing our 
national experience and best practices to Nevada to work 
in a close relationship with NHC, and support, enhance 
and maintain an even stronger presence and delivery of 
services to the people in geographically isolated areas. 
Through this partnership, we will ensure timely access to 
delivery of full service health care. 


Prime Health, Saint 
Mary’s Medical Center  


 


LOI Prime is a national system and they are present in some 
of our existing Medicaid markets. Locally, in Reno, Saint 
Mary’s provides our members access to their 380-bed 
acute care hospital offering a wide array of medical and 
surgical services, including women's and children's 
services. Saint Mary's was named the first nationally 
accredited breast cancer center in Nevada and offers a 
robust line of services including a top-rated Center for 
Cancer featuring the region's only CyberKnife 
radiosurgery delivery system, a Cardiology program 
dedicated to long-term wellness and a comprehensive 
Center for Neurovascular Care.  


Our agreement with Saint Mary’s will also provide our 
members with access to the Saint Mary’s Medical Group 
(SMMG), a fully integrated multi-specialty physician group 
with more than 50 providers. St. Mary’s also brings two 
Wal-Mart Urgent Care Clinics to our partnership.  


We are developing a value based contracting arrangement 
with Saint Mary’s and the Saint Mary’s Medical Group, and 
we are collaborating on how we can more fully support 
their (hospital and SMMG) community initiatives 
addressing homelessness and substance abuse, and with 
the County Health Department.  


St. Mary’s is an integral provider and partner for OB/GYN 
to our community service providers and other partners 
such as STEP2, Access to Care Network, Catholic 
Charities and the Washoe County Health Department.  It is 
our intent to work with these existing partnerships and 
foster greater collaboration to expand the capacity and to 
support the programs and integrated services that sustain 
a broader health network with supportive services. 
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The University of Nevada 
School of Medicine 
(UNSOM) System, 
including Mojave Mental 
Health clinics* 


LOI/MOU Our partnership with UNSOM will provide our members 
with access to a top research university with CDC and 
CMS approval.  They bring a “whole person” team 
approach through nutritional, behavioral health, mid-level 
care and care coordination.  


The University runs a Family Medicine clinic in northern 
Nevada and their interns and residents work at Renown 
facilities, the VA Sierra Nevada Healthcare System and 
their outpatient resident clinic.   


We support and believe in their approach to achieving 
more with less by collaborating and coordinating efforts 
between health plans, State and community 
organizations. We also support their efforts to train and 
develop community health workers through the Nevada 
Action Coalition. The University is in process of 
developing a summary of terms and collaboration 
opportunities. 


Western Physician 
Association (WPA) 


LOI WPA is a large PCP and multi-specialty physician group 
that will provide our members with access to 
approximately 1,200 affiliated providers, including mid-
level practitioners. They are very much engaged in the 
NevadaHIE and they will be a conduit for us to participate. 
We are in active discussions with them concerning a 
value based purchasing arrangement. 


WestCare LOI/MOU WestCare will provide our members with a wide spectrum 
of inpatient and outpatient, and intensive outpatient 
mental health and substance abuse treatment services for 
adults. (Please see our complete description of their 
capabilities in our Clark County description). 


WestCare Nevada is currently pursuing Certified 
Community Behavioral Health Clinics (CCBHC) 
designation, indicating excellence in community-based 
mental health/substance use disorder treatment, 
particularly for those with SMI, SED and SUD. We will 
support their pursuit of this designation  as they seek to 
expand the scope of services they bring to the 
community.  


Although their Reno location will be providing services to 
adults only, they too are pursuing the CCBHC 
designation.  


We are exploring ways in which we can assist them in 
effectively transitioning members from inpatient to 
outpatient and community settings. They have also 
expressed interest in partnering with us on our Care 
Management and ER Diversion Programs.  We want to 
make data readily available through solid channels of 
communication for our members who have complex 
medical needs in addition to SUD or Mental Health. 


WellHealth LOI/MOU Please see the WellHealth description in the Clark County 
table above. WellHealth is interested in expanding into 
Washoe County, and, as part of our Memorandum of 
Understanding we will collaborate and partner with them 
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as they build a Washoe County network (including a 
Medicaid network) that will be contracted under the terms 
of the MOU. 


Our MOU contains value based pricing and initiatives 
such as new patient bonus payments, quality of care 
measurements (HEDIS) and bonuses related to outcomes, 
ER diversion programs, education, training and joint 
efforts for seminars and physician engagement and 
inclusion.  We will also focus on PCMH development, 
utilization and expansion. 


Providers With Which We Are Continuing Discussions 


Renown Health CD Northern Nevada's largest not-for-profit, physician led 
health system is the largest provider in Washoe County 
and a CMS-Accredited Accountable Care Organization. 
The Renown System includes the Renown Children's 
Hospital, Renown Institute for Heart & Vascular Health, 
Renown Institute for Cancer, Renown Institute for 
Neurosciences, the Region's only level II trauma center, 
and Northern Nevada's Children's Miracle Network 
Hospital.  


Our agreement with Renown will provide our members 
with access to 11 facilities, 2 children’s hospitals, one 
assisted living facility, a rehabilitation facility, 10 urgent 
care facilities and one skilled nursing facility.  


Renown Medical Group will provide our members with 
access to more than 1,700 primary and specialty 
physicians and other providers, representing more than 
80% of the total providers available in Washoe County.  


Renown recently entered into a partnership with Stanford 
Health Care, Stanford Children’s Health, and Stanford 
University School of Medicine to provide, among other 
services, greater access to a broad range of specialty 
services, along with comprehensive care coordination 
and opportunities to access clinical trials, expanded 
telemedicine specialties that will enable members to 
receive without leaving their home, and a greater number 
of specialists available to members in Northern Nevada.  


We have been actively engaged with Renown for some 
time now to discuss contracting and value based 
arrangements. They have provided us with a written 
statement indicating a desire to continue the dialogue 
throughout the award and contracting process.  


We desire and will continue to pursue our partnership 
discussions with them as we value and appreciate the 
impact Renown has on the Medicaid/Nevada Checkup 
population in and around Washoe County. We are also 
aware of the impact such a partnership could have on our 
other health network and community provider partners 


Native American 
Healthcare.* 


CD We have engaged with the Inter-Tribal Council of Nevada 
(ITCN), to understand how we can partner with Indian 
Health Service, Tribal 638 and Urban Indian Health (ITU) 
providers to better coordinate services and supports for 
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American Indian members. We also have presented to 
ITCN’s Health Directors Committee and traveled to meet 
with ITCN President and Pyramid Lake Paiute Tribe 
Chairman Vinton Hawley.  Additionally, we have met with 
the Reno-Sparks, Walker River and Washoe Tribal Health 
Directors, the Executive Director of Nevada Urban Indians 
and other key clinic-level stakeholders.   


Although ITU services for managed care enrollees will 
continue to be reimbursed on a FFS basis through the 
State’s fiscal intermediary, we will work with ITUs to 
establish defined processes for requesting medical 
records for such services. Our Care Managers will work 
with ITUs to facilitate ITU recommendations and referrals 
for MCO covered services. Through such coordination, 
we will ensure all American Indian members receive 
comprehensive healthcare services in the appropriate 
setting.  


We have discussed partnering with tribes on additional 
programs to improve community health and wellness, 
such as school-based immunization initiatives, utilization 
of tribal Community Health Representatives, or staff 
embedded at ITUs to further support the coordination 
detailed above. We also have discussed working with 
tribes to improve the availability of transportation 
services through our national relationship with the state’s 
non-emergency transportation vendor. 


Washoe County School 
District School Based 
Clinics* 


CD, 
Limited 
LOI & 
Letter 


Of 


Support 


We will work with the School District to support and 
maintain their School Based Clinics and internal needs as 
they are identified and realized. We mutually understand 
that the success of the School Based Clinics is dependent 
upon Community Health Alliance (CHA), one of our 
partners. We will support CHA by helping support all 
necessary assets, resources and initiatives to maintain 
CHA’s operation and partnership with the School Based 
Clinics. We also will support a collaborative initiative that 
will increase services provided to our members at the 
Clinics, particularly EPSDT services. We have explored 
establishing telemedicine presentation sites at the Clinics 
as well.  As in Clark County we will participate in and 
support health fairs, immunization programs and all other 
screening and supportive services needed. 


*Indicates an Essential Community Provider as outlined in 3.7.3.4.  See 3.7.3.4 for 
additional details on our contracting with Essential Community Providers. 


 


In addition to our work with the hospitals, physicians and ancillary providers in the 
above tables, we also have worked to establish comprehensive networks in the following 
areas: 


 


Pharmacy. Currently, we have contracts with approximately 470 pharmacies across the 
State, of which 332 are in Clark County and 77 are in Washoe County respectively. Our 
contract in these two Service Areas comprises approximately 95% of all the pharmacies 
in the State. This percentage does not include non-dispensing sites (i.e. dispensing 
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physicians). As part of our pharmacy network, we have agreements with major chains 
such as CVS (which encompasses Longs Drugs and Target), Walgreens, Rite-Aid, and 
Walmart.  Our network also includes regional chains and independent pharmacies.  


 
Vision. We are building a robust vision network in both Clark and Washoe counties that 
is augmented with national retailers like Walmart and Sam’s Club.  


 


ONGOING PROVIDER SUPPORT TO ACHIEVE THE QUADRUPLE AIM 
For us, a contract is not the end of the process, but the beginning of our strategy to 
achieve the Quadruple Aim: Improve the work life of our providers and their satisfaction 
with our MCO and the Nevada Medicaid and Check Up Programs. We will be here AFTER 
the “sale,” or when the contract is signed. As demonstrated on our organizational charts 
in 4.1.11.7 and staffing approach 3.15.3, and in our responses throughout Section 3.7, we 
will invest in the infrastructure, processes and programs necessary to achieve the 
highest level of provider satisfaction possible.  


 


Our high touch Provider Engagement Model will ensure that our providers have frequent 
face-to-face interactions with Provider Engagement Specialists who can help identify and 
remove barriers for their practice. Our Provider Engagement team will be supported by a 
best-in-breed claims operation that will ensure timely and accurate claims payment and 
provide individual support when needed. Our local Claims Specialists will support 
providers on any claims related issue and help implement creative solutions to remove 
any barriers to timely claims payment. Our local Medical Management staff will be 
available to address questions related to authorizations and referrals. Our Chief Medical 
Director and Provider Performance Managers will help providers maximize their 
performance and incentive payments under our Value Based and P4P Incentive 
Programs.  


 


Finally, our innovative technology solutions will help provide 24/7 access to a range of 
tools – from basic to sophisticated provider analytics – to help streamline and improve 
the quality of care the provider can deliver to his or her patients, and streamline the 
administrative tasks associated with being involved in the Program. For us, actions 
speak louder than words and we will be here to ensure each promise is fulfilled. 


 


COMMUNITY PARTNERSHIPS – INVESTING IN OUR COMMUNITIES 
Concurrent with our network development activities, we have also met with a number of 
community-based organizations that provide critical services to Medicaid/Check Up 
recipients. We are pursuing a variety of contractual and Memorandum of Understanding 
(MOUs) arrangements to establish partnerships with many of these key community 
stakeholders.   


 


For example, we are pursuing Memoranda of Understanding (MOUs) with community 
partners such as Southern Nevada Health District to support their community wellness 
programs including Healthy Start, their perinatal program that targets African American 
women to address the disparities in birth outcomes within that community; their 
immunization outreach and chronic disease prevention effort; and their covered 
services, such as labs and immunizations to our members. We also have met frequently 
with these organizations to discuss ways in which we can help them address unmet 
needs such as food insecurity and other gaps related to the social determinants of 
health. 
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Additionally, in the Clark Service Area, we have engaged in a sponsorship/relationship 
with Las Vegas HEALS. Las Vegas HEALS is Nevada’s largest non-profit, membership 
based association for healthcare professionals. As an organization, Las Vegas HEALS 
sponsors, organizes and participates in local, regional, state and national level seminars, 
conferences and events held in Las Vegas promoting health care initiatives, and special 
events for recognition, fundraising, promotion, education and training.  


 


We have become a full member and sponsor of Las Vegas HEALS at the highest 
stakeholder level, and as a result we will sponsor all events that Las Vegas HEALS 
organizes at the major sponsor level.  One way we will contribute to Las Vegas HEALS is 
by placing articles in their newsletter on a regular basis. These articles will discuss 
Medicaid and the various populations; levels of care and ways in which the entire 
medical community and providers can become more engaged in provision of services as 
participating providers; and education, training and community involvement. We are also 
supporting their Innovations program,  Immunize Nevada, in support of back-to-school 
immunizations.   


 


We have begun dialogue with Shade Tree Women’s Shelter, and Three Square food bank 
just to name a few to address housing and food insecurity, and mental health issues in 
Las Vegas. We also have had active discussions with H.E.L.P. of Southern Nevada, which 
sends crisis management teams to the homeless, and is the largest non-profit agency 
working with the homeless of all ages, including youth in this area. They also provide 
some Medicaid services such as assisting individuals with applying and accessing 
Medicaid. We are interested in partnering with them to locate and treat our homeless 
members who are high risk and/or have substance abuse disorders. 


 


In addition to conversations we have held with County Child Welfare agencies, we have 
met with local organizations such as The Foster and Adoption Coalition of Nevada and 
Foster Change. We received a letter of support from Foster Change. They will work with 
us to provide training for local parents on resources and services available for the 
children placed in their care. We will collaborate with Foster Change to train our staff on 
the unique needs of foster/adoptive and kinship families to help us build a health plan 
that is truly sensitive to the needs of these children, families and caregivers. Our training 
will focus on the solutions available for children who have experienced traumatic stress. 
Our Care Managers will work with children in foster care/caregivers to ensure timely 
check-ups after foster placement. 


 


In Washoe, we are working with STEP2 in Reno, a non-profit inpatient/outpatient 
treatment facility for women with children. We are working with STEP2 to understand 
their needs and potentially obtain a contract for the Medicaid eligible inpatient and 
outpatient substance abuse treatment and counseling services they provide. STEP2 
offers transitional housing, employment supports and other integrated benefits and 
services for women with behavioral health, drug and substance abuse issues. To assist 
STEP2 and their programs, we are discussing instituting onsite care management staff 
visits, along with our behavioral health affiliate and FQHC partners, to ensure the women 
living at the facility can be appropriately referred to needed medical and behavioral 
health services.  STEP2 also partners with Renown and St. Mary’s on OB/GYN and other 
women’s healthcare needs.  


 


We are also speaking with NAMI, Northern Nevada to obtain a better understanding of 
behavioral health issues in the state, as well as to discuss partnership opportunities that 
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will help address issues such as the lack of a legitimate mental health crisis stabilization 
unit in Nevada as well as telehealth opportunities. 


 


Similar to H.E.L.P. in Las Vegas, we are working with the Washoe County Social Services 
to explore ways in which we can partner to address a number of social needs such as 
housing. They can provide our members with access to multiple youth and juvenile 
programs, as well as programs that address homelessness. Through meetings with 
Washoe County Social Services, we are exploring how we can better support  their 
Crossroads Program, which provides supportive living arrangements for men and 
women transitioning out of homelessness. At the same time, we are gaining a greater 
understanding of some of their partners in the Crossroads Program such as Catholic 
Charities, which support Social Services with homeless programs; and Kids Kottage, 
which provides temporary care for abused/neglected children until they can be reunited 
with their family or placed in foster care. Though conversations are just beginning with 
Washoe County Social Services and their partners, we have a mutual interest in their 
goal of preventing relapses into homelessness and substance abuse, thus reducing 
costs associated with jail, hospital and other emergency services, These agencies 
provide support for both our providers and members as they navigate the system and 
assist members in attaining a better quality of life. See Section 3.4.5 for additional details 
about our community partnerships. 


 


Engaging Community Stakeholders on our Advisory Committees  
As we meet with key community organizations, stakeholders and leaders, we are 
identifying potential participants for our Community Advisory Committees in Clark and 
Washoe, as well as for our other quality committees.  As noted in the contracting grids 
above, we have already nominated several key FQHC leaders to serve on our local Board 
of Directors, subject to all levels of corporate and state approval. In every market we 
serve, our Community Advisory Committees provide critical input on community issues 
and trends, and help shape our health plan policies and programs. In fact, we will 
convene the Community Advisory Committees in both Service Areas prior to Go Live to 
provide input on our implementation and communication approach, and other key 
programs/policies. We look forward to working with these key advocates/leaders to 
shape our contribution to a stronger Nevada Medicaid and Check Up Program. 


 
The vendor shall ensure that its network providers are appropriately credentialed, have a standard unique 
health identifier, and well-coordinated with other network services and services available outside of the 
health plan network. 


 


APPROPRIATE CREDENTIALING/NPI 
Each new provider must complete our NCQA-compliant credentialing process before 
they can be listed in our Provider Directory or provide services to our members. Our 
standard credentialing process includes primary source verification of licenses, 
education/degrees, past medical liability claims, DEA certificates, and checks to ensure 
the provider has not been sanctioned/excluded by the OIG or DHCFP or censured by any 
state or county Medical Association or any other applicable licensing or credentialing 
body.  We also verify the provider is enrolled in Medicaid (and if not, assist the provider 
with applying and receiving a State ID number prior to finalizing credentialing) and 
confirm they have a National Provider Identifier. Once approved and credentialed, we 
enter them into our Provider Data Management System and make them available to our 
members.  We credential at least every three (3) years and continuously check provider 
sanction and censure lists every month to ensure each provider continues to remain 
eligible to participate in the Medicaid/Check Up Program.  See Section 3.10.15 for a 
complete description of our Credentialing and Recredentialing Program and processes. 
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COORDINATION WITH OTHER SERVICES 
Our Care Managers and Provider Engagement Specialists (PE Specialists) assist 
providers to coordinate with other network and non-network providers and services. Our 
Care Managers actively work with providers and members to assist them in finding 
services that support a member’s Care Plan and provider-created treatment plans. For 
example, Care Managers work closely with providers during the discharge planning 
process; help them identify key home health and needed post discharge services for 
their patients/our members; and identify and connect them to other network services not 
provided by a PCP or specialist. We also help connect them to the wealth of community 
resources in each service area such as food and mental health support providers and 
services. Our Housing and Employment Specialists, will help facilitate access to key 
resources in each of these two fundamental areas critical to achieving improved health 
outcomes and a satisfactory quality of life.   


 


Our PE Specialists educate our providers about benefit coverages, pharmacy 
formularies, and how to access services provided in and out of our network. We have 
many resources available on our website and our seasoned PE Specialists can assist 
providers with any questions they may have related to network and out-of-network 
services and other community resources.  Finally, our Chief Medical Officer and Chief 
Medical Director will provide a significant level of support to network providers related to 
services available within and out of the network. 


 
The network shall include an adequate number of PCPs, specialists, and hospitals appropriately 
credentialed as health care professionals located in geographically and physically accessible locations to 
meet the access standards specified in this RFP.  The vendor will maintain a network of appropriate 
providers sufficient to provide access to all services covered in this RFP with consideration given to the 
number of expected recipients that may enroll. The vendor when establishing and maintaining its network 
will consider the expected utilization of services and the numbers and types (their training, experience, 
and specialization) of providers given the characteristics and health care needs of the specific Medicaid 
population enrolled with the vendor. 


 


We ensure we are able to offer an appropriate range of services and an adequate 
number/ mix of providers (including PCPs, specialists and hospitals) by: 


 Reviewing DHCFP benefit plan coverage requirements  


 Considering the expected utilization of services and the numbers and types of 
providers needed to address the characteristics and needs of Medicaid population 


 Analyzing published reports encompassing community needs assessments and 
health disparities such as the “Burden of Chronic Care in Nevada”  


 Utilizing data and information gathered during meetings with providers, advocates 
and essential community providers to determine demographic variances, 
population needs and shortage areas 


 Examining and understanding DHCFP access and availability standards. 


 


Once we have gathered background information, we develop our network development 
plan to ensure we contract sufficient providers to allow our members to access services 
in accordance with the RFP and our State contract. As noted in 3.10.15, all of our 
providers are credentialed utilizing our NCQA certified credentialing process before they 
are included as a provider in our network.   
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As of the RFP submission date, we have received Letters of Intent/Memoranda of 
Understanding from providers/groups/systems in Clark and Washoe Counties resulting 
in the following adequacy levels. Please note that these percentages are as of August 27, 
2016 and we are receiving additional LOIs from providers in each category every day.  


 


 


Provider Type 


Access in Clark 


(% of the population* with 
access to 2 Providers 


within 25 Miles) 


Access in Washoe  


(% of the population* with 
access to 2 Providers 


within 25 Miles) 


Hospital 99% 99% 


PCPs 99% 99.8% 


OB/GYNs 92% 99.5% 


Pediatricians 99% 99.5% 


Inpatient Behavioral 100% 100% 


Outpatient Behavioral 100% 100% 


*Greatest average distance for all provider types for members in populated service area 
Zip Codes is 13 miles. 


 


ASSESSING ADEQUACY 
As noted in our response to 3.7.2.11, we employ state-of-the-art geo-mapping tools by a 
well-respected industry leader to achieve and monitor network adequacy.   


 


In order to determine capacity in accordance with access standards, we estimate the 
number of members in each service area by using anticipated member enrollment by Zip 
Code location. Next, we map anticipated members to contracted Provider locations by 
each major specialty type outlined in the RFP (taking into consideration the unique 
needs of the population gathered as described above). To ensure compliance with time, 
distance and adequacy standards, we incorporate each standard into a set of “input” 
data that quickly produces reports illustrating our level of network adequacy. Typical 
geo-mapping input data includes member location, Providers (with open panels) by type 
(PCP, hospital, specialist, etc.), RFP requirements (a PCP within 25 miles from the 
Member residence) taking into account anticipated methods of transportation. Though 
not a requirement, we also will measure distance between our members and specialists 
to ensure members can easily access needed specialty care within a reasonable period 
of time.   


 


Additionally, we assess our network against established provider to member ratios to 
ensure we have the correct number of providers as outlined in the RFP (1 PCP to 1,500 
members, etc.) and perform ongoing analysis to ensure at least 50% of our PCPs have 
open panels in each geographic service area. We will also apply the specialty 
requirements of 1 specialist to 1,500 recipients ensuring members have access to at 
least two specialists/subspecialists (within each specialty category) within their service 
areas.  


 


On an ongoing basis, we also will complete additional analysis to measure accessibility 
for persons with disabilities, as well as the languages spoken by providers and their 
staff, to ensure we can provide sufficient accessibility for all members.  
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MONITORING NETWORK ADEQUACY 
Our Quality Improvement Committee (QIC) oversees and directs ongoing monitoring for 
network adequacy to ensure continued compliance with all contractual, federal, state and 
NCQA standards. Our Network Development/Contracting staff will conduct monthly, 
quarterly and annual network adequacy monitoring activities to identify coverage gaps 
and develop targeted recruitment plans to mitigate identified gaps. Our Performance 
Improvement Team and the QIC will regularly review geo-mapping data and Key 
Performance Indicator Dashboard metrics related to network adequacy to identify 
potential access issues as part of our IQAP Program.  


 


For additional detail about our ongoing access and availability monitoring processes 
please see our response to Section 3.7.5. 


 
The vendor’s management oversight includes, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and Medical Director Services.   
 


Our provider management oversight program includes, but is not limited to, 
credentialing, maintenance, provider profiling, peer review, dispute resolution, and 
Medical Director services. We understand we cannot serve our members without a 
comprehensive, accessible, and high quality/performing network.  The following outlines 
our processes for provider management oversight. 


 


CREDENTIALING 
As stated above, our credentialing and ongoing review processes for sanctions and 
censuring ensure we only contract with those providers who are qualified, trained and 
approved to participate in the Medicaid/Nevada Check Up Program. We comply with all 
contractual, federal, State, and NCQA Credentialing Standards to ensure the highest 
quality network for our members. Please see Section 3.10.15 for details about our 
Credentialing and Recredentialing Program, policies and processes. 


 


Maintenance  
In addition to maintaining a robust provider network for our members through ongoing 
monitoring and refinements to our recruitment strategies as discussed above and 
throughout Section 3.7, our network maintenance policies and processes also ensure 
current and accurate provider information information at all times. We educate each 
provider about the importance of keeping us informed about up-to-date demographic 
data and information such as open/closed panel status. Our PE Specialists are 
responsible for collecting any change in provider information and verifying the data prior 
to submitting it to our Provider Data Management (PDM) Team for input into our Provider 
Data Management (PDM) System. Our PDM Department ensures that all provider changes 
related to address, phone numbers, panel status (open, closed, provider 
additions/deletions), etc. are reflected in our Provider Directory within 30 days of receipt 
from the provider.  


 


Our PE Specialists confirm accuracy of Directory information during each visit and also 
regularly perform provider demographic calls to ‘audit’ information in our Provider 
Directory and keep it as accurate as possible. The PE staff outreach to enough PCPs 
daily to confirm the entire PCP network on a quarterly basis and the full specialty 
network every six months. Our Provider Service Representatives also verify 
demographic information during each call to our Provider Call Center. Additionally, we 
review returned mail and member complaints to identify and correct any discrepancies in 
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provider data records. At least semi-annually, we will conduct a quality audit of directory 
elements beginning with high volume providers, such as large hospital systems and 
multi-location provider practices. See our response to 3.7.7 for full details on all 
procedures to ensure at least 90% of our listed providers will confirm participation in our 
network. 


  


PROVIDER PROFILING  
We have found provider profiling to be a highly effective tool that compares individual 
provider practices to normative data, so that providers can improve their practice 
patterns, processes, and healthcare outcomes in alignment with evidence-based clinical 
practice guidelines.  
Following the successful approach adopted by our affiliate health plans, our practice of 
provider profiling is statistically valid and based on five key elements: 


 Data will be normalized for variations (e.g. geography, panel size, population 
demographics, acuity and clinical conditions) 


 Performance measure sets will be customized for each provider based on 
services provided 


 Reporting will allow for easy identification of the problem 


 Reporting will include drill down functionality so that providers can filter to 
specific tax ID numbers (TIN), national provider identifier (NPI), measures and/or 
members 


 Frequency of reporting will be quarterly to provide sufficient data samples and 
allow adequate time for claims submission and processing.  


 


Provider profiling increases provider awareness of performance, identifies opportunities 
for improvement, and facilitates plan-provider collaboration in the development of 
clinical improvement initiatives.  


 


Rationale for Selected Measures 
Each year, the QIC will approve profile indicators that provide a multi-dimensional 
assessment of performance, using clinical, administrative, and member satisfaction-
related data aligned with the dimensions of the Triple Aim, DHCFP’s Quality Strategy, our 
unique quality goals and the needs of the population being served. The indicators will be 
measurable, reliable, and valid; have available, reliable benchmark data; and be relevant 
to our members, providers, and our IQAP Program. These categories address preventive 
health visits, screening for disease, management of chronic health conditions such as 
diabetes and heart disease, prescribing patterns and utilization of services.  


 


Reports for different provider types will have unique sets of indicators that are relevant 
to the services rendered by those providers and that promote compliance with evidence-
based clinical practice guidelines. For example, internal medicine providers will have 
measures related to adult preventive care services while pediatricians will have 
measures related to well-child screenings. OB/GYNs will have measures related to 
prenatal and postpartum care.  


 


To establish trends and to permit assessment of improvement efforts over time, we 
measure the same indicators for multiple years. We will continue to refine and develop 
key performance indicators that align with improving outcomes, Member experience of 
care, and reducing per capita costs. 
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Profile Distribution and Educational Support 
We will engage individual practitioners and provider groups in the improvement process 
by sharing performance data and health outcomes for their assigned members, and by 
aligning Pay-for-Performance and other value-based arrangements with performance on 
key profile measures. Profile reports will be available through our Provider Portal making 
them accessible to providers whenever they want to take action. We will distribute to 
each PCP a quarterly performance profile with medical, pharmacy, and utilization 
measures with comparison to benchmarks or peers, as well as continuous, real-time, 
actionable data at the member and panel level via our secure Provider Portal.  


 


The Portal will provide interactive dashboards with drill-down and secure data export 
capabilities, offering timely and actionable insights on administrative, clinical, and 
operational outcome measures including medical, pharmacy, and behavioral health data, 
when available. The data will be available at the practitioner, provider group, and 
provider organization level as appropriate. Our Provider Portal also will report potentially 
preventable events, including potentially preventable ED visits, admissions, and 
readmissions, and gaps in care experienced by our members. 


 


Profile reports will be updated on a quarterly basis to allow time for change to occur. 
After the reports are generated, the Chief Medical Director or Provider Performance 
Managers will meet face-to-face with each provider whose combined score on all 
indicators falls below two standard deviations to develop an action plan for improving 
identified measures to a target level of performance. QI staff will re-evaluate the 
provider’s performance every three to six months, until an acceptable level of 
performance is achieved. They also will meet with select high-performing providers to 
identify best practices that can be shared with other participating providers.  


 


PEER REVIEW 
Our Provider Performance, Medical Management, and Quality Improvement Departments 
regularly engage in the peer review process by preparing and reviewing materials such 
as Provider Dashboards to identify outlier practices in key indicators such as re-
admissions, ER visit rates and pharmacy over-prescribing.  We compare HEDIS 
dashboards by key medical practices to identify those who are achieving quality goals 
and those who need extra help to obtain those. If a provider is identified as potentially 
non-compliant with community standards of care (inappropriate or substandard services 
are furnished or services that should have been provided were not) and our Internal 
Quality Assessment Program on serious matters, the incident is directly investigated by 
the Director, Quality Improvement and Chief Medical Director, who may refer the provider 
in question to our Peer Review Committee (PRC) for review.  


 


Our PRC, an ad hoc subcommittee of the Quality Improvement Committee (QIC), will 
include at least one physician in the same specialty as the provider being reviewed. The 
PRC will be responsible for reviewing allegations of substandard care and 
recommending corrective action. Written procedures in the IQAP will guide the actions of 
the PRC. PRC members will be expected to use their clinical judgment in assessing the 
appropriateness of rendered clinical care and recommending a corrective action plan 
that will protect the member and best suit the particular provider’s situation. Corrective 
action may include, but not be limited to intensive monitoring, freezing enrollment, or 
termination of network status. We will comply with all contractual requirements, as well 
as federal and State statutes and regulations related to peer review.   


 


DISPUTE RESOLUTION  
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On a day-to-day basis, we provide informal ‘peer-to-peer’ discussions with one of our 
medical directors, as needed, to work with providers to resolve any ‘real-time’ 
authorization or service denial issues and/or concerns, including pharmacy authorization 
questions. In addition, we provide established mechanisms for provider claim disputes, 
grievances/appeals and decisions concerning medical necessity on a more formal basis.  
All of our processes are clearly outlined in our Provider Manual.  See our response to 
Section 3.10.24 for additional information concerning our Dispute Resolution and 
Provider/Complaints/Grievances processes.  The following is a brief summary: 


 


Integrated Data Management System 
All provider grievances or complaints, along with any associated documentation, are 
documented in our Customer Relationship Management (CRM) System, our innovative 
member/provider services inquiry, tracking, workflow and data management system. 
CRM supports the processing, managing and tracking of claim disputes and/or 
complaints/grievances throughout the process, including any applicable State Fair 
Hearing procedures. The integrated combination of CRM and our claims workflow 
management system allows us to track the dispute or grievance, maintain mandated time 
lines for notification and resolution and provide all required documentation and subject 
matter representation in the manner specified by DHCFP. 


 
Claim Disputes 
Once a claim dispute is received and entered into CRM, it is routed to a PE Specialist 
who performs research, with the support of our Claims Specialist. They also may engage 
our Claims Administrator and Medical Management Department to assist providers 
seeking reconsideration of any claim. The PE Specialist reviews facts presented as well 
as contract set up information and responds to the Provider once a determination on the 
dispute has been made.  We respond in writing and include any applicable appeal rights.  


 
Provider Complaints/Grievances 
Provider Complaints/Grievances are routed to our local Grievance and Appeal 
Coordinator (G&A Coordinator).  In addition to entering info into CRM, the Manager of 
Grievance and Appeals maintains a log which serves as our primary source for tracking 
and reporting in accordance with any DHCFP reporting requirements.   


 


The G&A Coordinator gathers all pertinent facts and coordinates with a Provider 
Engagement Specialist to complete a thorough investigation of the complaint using 
applicable statutory, regulatory, contractual and provider subcontract provisions and 
applying our written policies and procedures.  Once the investigation is complete, the 
Provider Engagement staff notifies the Provider in writing of the decision and rationale.  
The decision correspondence includes all state mandated language including any further 
appeal rights.   


 


For additional details regarding our processes for provider dispute resolution, including 
for resolving Provider Complaints/Grievances and Medical Necessity Appeals, please see 
our response to Section 3.10.4. 


 


MEDICAL DIRECTOR SERVICES 
As described in 3.15.1, our Chief Medical Director (CMD) provides day-to-day oversight of 
our Internal Quality Assurance Program (IQAP), including but not limited to the 
Utilization Management and Credentialing Programs. S/he also provides oversight of our 
network via his/her role as Chair of the QIC and participation on the Credentialing, 
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Provider Advisory, and Pharmacy and Therapeutics Committees. In this role, s/he 
actively participates in analyzing quality and utilization data to identify outlier providers 
who may require corrective action. The CMD supervises all medical necessity 
determinations and conducts review determinations that result in a denial.  


 


Additionally, our CMD is directly involved in reviewing all quality of care concerns and 
ensures any necessary corrective action plans are developed and completed. He/she 
actively partners with our PE Team to develop provider education materials including in-
services, provider seminars and our orientation program. S/he serves as a liaison 
between our MCO and providers by regularly communicating and being a resource.  In 
addition to our CMD, we will also have a Behavioral Health (BH) Medical Director who 
works with and supports BH providers. Our Chief Medical Officer, an outward facing 
physician executive, actively engages providers in quality improvement processes and 
also identifies and addresses satisfaction issues. Please see 3.15.1 for additional details 
as well as the job descriptions provided in 3.15.3.2 and 3.15.3.3. 


 
The MCO must conduct secret shopper survey's to a statistically sound sample across their network as 
part of the Access to Care Monitoring Plan to identify appointment standards and access to services for 
PCPs, Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to 
reported annually. 


 


APPOINTMENT AVAILABILITY AND SCHEDULING 
Our Plan has thorough, proven, processes to monitor compliance with appointment 
availability standards as outlined in the RFP for routine, urgent and emergency 
appointments for PCPs, Specialists, Behavioral Health, Pre- and Post-Natal care and 
Home Health. We will employ the following processes/tools to evaluate compliance with 
required appointment availability standards:  


 Formal quarterly audit program (with a minimum 90% score to pass) in 
coordination with a nationally recognized surveying company.  Our vendor will 
audit a statistically sound sample or at least 25% of our contracted Provider 
network to assess provider compliance with one or more of the appointment 
availability standards. (See additional information below). As part of the audit 
process, the vendor will also verify contact information such as address, phone 
number, email, website, fax numbers, and open panel status. 


 Onsite Provider Engagement (PE) Specialist visits  


 Member Satisfaction Survey results, particularly member satisfaction on 
appointment availability and wait times  


 Analysis of Member and Provider Call Center inquiries/trends related to 
appointment availability and wait times; complaint/grievances related to 
appointment availability; non-emergent ED visits; and after hours calls to our 24/7 
nurse advice line that indicate issues with provider appointment availability. 


 Provider and Member Advisory Committee feedback 


 Care Management Care Plans for pregnant members which monitor OB 
appointments/visits 


 
Secret Shopper Calls 
We will conduct secret shopper calls at least quarterly to PCPs, Specialists, OB-GYNs 
(for pre- and post-natal care) ensuring a statistically sound number of contracted 
Providers are audited for compliance with appointment and availability standards each 
quarter. Our BH subcontractor also will conduct quarterly appointment availability audits 
for BH providers. We will monitor compliance of timely home health visits by our case 
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management staff who will confirm the home health provider responded to the member 
on a timely basis and initiated services as quickly as indicated by medical necessity and 
physician’s orders. We will also review member complaint data as a means to ensure 
home health providers are providing service on a timely basis and in accordance with the 
care plan. 


 
Wait Time Audits 
In order to ensure Participants wait no longer than 30 minutes in-office for routine care 
(or one hour when the Provider is treating a patient with a difficult medical need), we will 
conduct audits of PCP, OB, and specialty Providers to monitor actual wait times.  In 
addition, PE Specialists ask provider office staff if they update members on current wait 
times and offer to re-schedule should wait times exceed one hour except when the 
physician encounters an unanticipated urgent medical condition. We also collect and 
analyze chronological data from a representative sample of Providers utilizing Practice 
Management Systems, CAHPS Survey responses, feedback from our Member Advisory 
Committee and ongoing monitoring, tracking and trending of complaint logs.   


 


Results Evaluation and Follow-Up 
As the reviews are finalized, the PE Specialist meets with each provider within 14 days of 
the audit completion to discuss identified issues and collaboratively identify ways to 
improve performance. We will perform additional audits during the subsequent 60 days 
to measure compliance and should problems continue, the provider will be asked to 
prepare and implement a Corrective Action Plan (CAP) to correct deficiencies. During 
this time period, we may adjust the number of assigned members to the provider’s panel. 
We will continue to audit/monitor the provider until s/he demonstrates full compliance 
with standards. For continued non-compliance, the provider will be referred to our Peer 
Review Committee and/or Quality Improvement Committee (QIC) for consideration of 
continued network status. Our QIC continuously monitors the results of our access and 
availability reviews to ensure compliance.  


 


Subcontractor Compliance 


We also require all delegated subcontractors that manage networks comply with the 
auditing and monitoring requirements described above to ensure their Providers comply 
with all access/availability standards. We analyze/address the results of subcontractor 
audits and reviews during quarterly Joint Operating Committee (JOC) meetings and 
follow the same corrective action process described above when we identify non-
compliance. Our Vendor Management Oversight Committee works closely with each JOC 
to identify and address trends.  


 
Annual Reporting 
Per the requirements of the contract, we will report the results of our Access to Care 
Monitoring Plan annually to DHCFP. 


See response to 3.7.5.7, 3.7.5.8 and 3.7.5.9 for additional information on availability and 
office wait time processes. 


 
The vendor must describe their approach to network management including if the network will be an open 
or closed network and if some services are currently planned to be provided through subcontractors, sub 
capitation, fee for service or alternative models such as accountable care organizations. 


 


NETWORK MANAGEMENT APPROACH 
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In all states in which we do business, we strive to provide the best access to our 
members by contracting with a network of diverse, highly qualified, credentialed 
providers. As such, we will operate an open panel of providers.  


 


Post Go-Live Approach 
As noted in 3.4.2.7. and 3.7.2.11, we continuously review enrollment and membership 
density, utilization and other data to ensure we have the right number, location and 
specialty distribution of providers to meet the needs of our members. We regularly 
identify and track providers not accepting new patients and validate open/closed panel 
status in our provider directory.  We also actively recruit new providers either not in our 
network or those not currently accepting Medicaid patients. See 3.4.2.7 for additional 
information on our network maintenance approach post go-live. 


 


Subcontractor Relationships 
The majority of our network will consist of direct contracts with providers/provider 
groups, however, we will use affiliate subcontractors for the following services, which 
includes network management responsibilities: 


 Vision 


 Behavioral Health 


 Pharmacy 


 
In addition to the above subcontractors, we will partner with a national radiology vendor 
to provide radiology benefits management and network development/management for 
radiology vendors. See additional information about our subcontractors in Section 3.7.4 
Subcontractors. 


 


We require each of our subcontractors to meet the same network management standards 
and requirements with which we comply, including standards related to access and 
availability.  


 


Payment Methodologies/Alternative Models         
While some of our network provider contracts will use a fee-for-service reimbursement 
schedule, in many instances, we are negotiating Alternative Models such as the 
continuum of value based incentive models described in detail below.   


 


Through a robust and continuous assessment process, we evaluate each Provider’s 
capabilities, comfort level with risk, and previous successes with incentive arrangements 
in order to meet them where they are with the most appropriate initial VBP arrangement. 
Over time, we move them to where they want to go by consistently supporting them as 
they progress along the continuum of increasing accountability for their assigned 
Members. We conduct both qualitative and quantitative evaluations to determine a 
provider’s level of readiness, and to ensure they participate in the VBP program that best 
meets their capabilities and goals.  


 


In Nevada we will use one or more of the following models based upon provider needs 
and capabilities: 


 Activity-based reimbursement 
o Each individual service (or procedure, intervention or piece of equipment) 


is billed and paid for separately. 
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 Pay for performance 
o Activity-based reimbursement, with a bonus payment based on achieving 


defined and measurable goals related to access, continuity of care, patient 
satisfaction, and clinical outcomes. 


 Gain-sharing/incentive based contracting 
o Providers are either paid a risk-adjusted percentage of costs saved that 


can be attributed to their effort, or reimbursed at a higher rate based on 
achieving certain metrics. 


 Episode or bundled payment 
o Single payment for a group of services related to a treatment or condition 


that may involve multiple Providers in multiple settings; also linked to 
quality outcomes. 


 Upside and downside risk-sharing model  
o Similar to gain sharing, but Providers are also at risk for a portion of 


additional costs incurred that can be attributed to them. 
 Risk-sharing for total cost of care payment 


o Risk-adjusted payment for all or part of health care services needed by 
specified individuals or a group of people for a fixed period of time. 


 
We tie every incentive program to a minimum performance against key quality metrics, 
including open panel status. By establishing programs with these goals, we can work to 
improve both quality and member access. 


See 3.6.3.5 for additional details on our value based approach and incentive payments. 


 
Network providers will be required to use designated practice guidelines and protocols.  Prior to the 
contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by the 
DHCFP.  Submission shall occur after awarded contract but before the contract start date. The State shall 
accept or reject, in writing, within ten (10) business days of receipt.   


 


All network providers will be required to use designated clinical practice guidelines 
(CPGs) and protocols. Upon contract award, we will develop practice guidelines based 
upon recognized sources such as the U.S. Department of Health and Human Services, 
American College of Obstetricians and Gynecologists, and the National Institutes of 
Health among others.  We will submit our CPGs to DHCFP for approval after contract 
award and before the contract start date, allowing for state approval/comment.  Once 
approved, we will disseminate our CPGs and prior authorization policies and procedures 
to all affected providers prior to the contract start date and following any updates. Our 
Provider Manual will also include a listing of adopted clinical practice and preventive 
health guidelines.  See 3.7.1 – 3.7.4 and 3.10.8.2 for additional information on our practice 
guidelines and protocols and monitoring compliance.  


 
If the MCO puts a physician/physician group at substantial financial risk for services not provided by the 
physician/physician group, the MCO must ensure that the physician/physician group has adequate stop-
loss protection. 


 
We provide stop loss provisions in accordance with the Physician Incentive Plan 
regulations for all of our gain and risk share arrangements to minimize exposure to 
substantial financial risk. 


 


3.7.1 The vendor must adopt practice guidelines and protocols which: 
3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in 
the particular field; 
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Our MCO will incorporate evidence-based practice guidelines and protocols (Guidelines) 
necessary to appropriately monitor, assess, and improve the quality of care and service 
that we provide members and reduce unnecessary variation in care. Our Quality 
Improvement Committee (QIC) will determine which topics are scheduled for Guideline 
development and adoption. Our Guidelines will be based on valid and reliable clinical 
evidence or a consensus of health care professionals in the particular field and are 
relevant to the populations we serve. We adopt Guidelines through a robust review of 
existing research sources, clinical or technical literature, and consultation with board-
certified providers from appropriate specialties or professional organizations. We also 
consider feedback from local providers regarding standards of practice within the local 
community. If we cannot find a needed Guideline from a recognized source, we will 
consult with our Clinical Policy Committee for assistance in developing one. Clinical 
protocols such as utilization management and prior authorization criteria are established 
and adopted as described in section 3.10.19 of the Scope of Work.  


 


Whenever possible, we will adopt Guidelines from recognized sources such as the 
American College of Obstetricians and Gynecologists, the American Academy of 
Pediatrics, National Heart, Lung and Blood Institute, American Diabetes Association, U.S. 
Department of Health and Human Services, National Institutes of Health, National Asthma 
Education and Prevention Program, National Health Care for the Homeless Council, 
American Psychiatric Association, and the American Academy of Child and Adolescent 
Psychiatry, for example.  


 
3.7.1.2 Consider the needs of the vendor’s recipients; 


 


Our Guidelines will encompass medical, behavioral, and preventive services relevant for 
the unique needs of our members of all ages and demographics in both the Medicaid and 
Nevada Check Up Programs, and for populations with high-impact conditions and 
special needs. Throughout the Guideline development/adoption process, we will analyze 
data to determine high-volume diagnoses and demographics, as well as identified health 
disparities related to demographics such as race, ethnicity, gender, or region. To 
address the needs of our homeless members, we will adopt Guidelines as appropriate 
that have been adapted for the homeless, such as, for example, for asthma, chronic pain, 
diabetes, HIV/AIDS, and opioid use disorder. 


 
3.7.1.3 Are adopted in consultation with contracting health care professionals; and 


 
The QIC, which includes contracted providers of various specialties including behavioral 
health, will be responsible for reviewing and approving our Guidelines annually. As 
appropriate, we will call upon additional medical experts possessing the appropriate 
board certification and/or expertise relevant to the Guideline topic and target population 
to assist in the decision making process.  


 
3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


 


Annually, the QIC will review all guidelines and update them as needed for consistency 
with current practice standards and compliance with regulatory requirements. Through 
on-going surveillance of new technologies and updated protocols, the guidelines may be 
reviewed and updated more frequently upon the identification of new scientific evidence 
or change in national standards.  
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3.7.2 The Vendor must:  
3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, 
upon request, to recipients and potential recipients, including prior authorization policies and procedures; 


 


Our MCO will disseminate our adopted clinical practice guidelines (CPGs) and prior 
authorization policies and procedures to all affected providers prior to the contract start 
date and following any updates. We will disseminate our adopted CPGs, utilization 
management and prior authorization policies and procedures, and other evidence-based 
tools during new provider orientation, in our Provider Manual, and through our Provider 
Portal. Additionally, a listing of adopted clinical practice and preventive health guidelines 
will be maintained on our MCO’s web site with the links and/or full guidelines available to 
print and notation that hard copies are available upon request.  


 


Our web-based practice improvement resource center will give providers access to an 
actionable set of interactive tools that support guideline acceptance and compliance. The 
tools combine condition-specific information with practical tools supported by national 
organizations such as the American Academy of Pediatrics, American Diabetes 
Association, and American Academy of Family Practice. We also will provide physical 
and behavioral health CPGs, reproducible patient education materials, flow sheets for 
tracking the management of individual members, copies of assessment tools, and action 
plans for members, parents or caregivers. Our prior authorization policies and 
procedures, including how to submit an authorization request online, will also be 
available through the practice improvement resource center. We will organize all of these 
resources so that providers can easily find the information they need, when they need it, 
such as expanded CPG-based best practices and evidence-based information.  


 


In addition, we will distribute our guidelines and procedures to members, potential 
members, medical consenters, and caregivers upon request. We will provide access to a 
broad set of CPGs, prior authorization policies, and health and wellness information to 
members and potential members alike through our Member Handbook and our public-
facing website. Hard copies of all these resources will be available upon request and all 
materials will be provided in a consumer friendly format.  


 
3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and 
other areas to which the guidelines apply are consistent with the guidelines; 


Our Chief Medical Director and Utilization Management Committee (UMC), which will 
include contracted providers from various specialties, will review all utilization review 
criteria and prior authorization and coverage of services policies annually and revise 
them as needed for consistency with adopted CPGs. Through our internal oversight 
process, including inter-rater reliability assessment and UMC review, we will ensure that 
utilization and coverage decisions are consistent with these criteria and policies. 
Annually, our Quality Improvement Committee will review all member education and 
clinical program (e.g. Case Management, Disease Management) materials, programs, and 
policies to ensure they are consistent with adopted CPGs.  


 
3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 


 


We will meet and will contractually require our providers to meet State standards for 
timely access to care and services, taking into account the urgency of the need for 
services. 







270 
 


See our response to RFP 3.7.5.8 B for a detailed description of how we will monitor and 
hold our providers accountable for meeting standards for timely access, including 
access to urgent and emergency services, after hours-24/7 provider coverage, and 
appointment and wait time standards for primary, specialty, and prenatal care. 


 


To ensure compliance with all requirements in this section, we will deploy proven 
strategies and techniques such as those described below in 3.7.2.6 and 3.7.2.7.  


 
3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid 
recipients;  


 


We will contractually require compliance with 42 CFR Section 438.206 which requires 
providers to offer hours of operation no less than the hours offered to commercial 
members or comparable to Medicaid FFS, if the provider serves only Medicaid Members. 
See our response to 3.7.6.2 for a description of our Provider Contract provisions related 
to this requirement.  


 
3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days a 
week, when medically necessary; 


 


We will ensure that all services included in the contract will be available 24 hours per 
day, 7 days a week, when medically necessary, by maintaining network adequacy, 
ensuring 24/7 urgent and emergent coverage, and contractually holding our providers 
responsible for meeting access standards.  


 


OVERALL NETWORK ADEQUACY 
We will maintain a comprehensive statewide network of primary care, specialty, facility 
and ancillary providers to meet the health needs of Nevada Medicaid and Check Up 
members, and to make services available 24/7 when medically necessary. Our Network 
Development staff conduct formal assessments of network adequacy on a regular basis 
to ensure all required medically necessary covered services are available and accessible 
to our members 24/7.  


 


EMERGENCY COVERAGE 
We also will ensure that we provide emergency coverage 24 hours per day, 7 days per 
week, as described in our response to RFP 3.7.5.7 and 3.7.5.8 regarding compliance with 
access standards. See our response to RFP 3.4.2.14 for a description of our processes 
for urgent and emergency coverage, including PCP after-hours coverage standards and 
our after-hours nurse advice line.  


 


PCP 24/7 AVAILABILITY  
We will contractually require our PCPs to offer 24/7 availability, either via standard office 
hours or by providing members telephonic instructions for how to access after-hours 
care. Our provider contract will contractually establish expectations regarding 24/7 
coverage, and will address all requirements related to PCP responsibilities, including for 
24/7 coverage. See our response to 3.7.6.2 for a description of our contracting 
processes.  


 
3.7.2.6 Have mechanisms to ensure compliance by providers; 
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3.7.2.7 Monitor providers regularly to determine compliance; 
 


 


We will implement proven mechanisms used by our affiliates nationwide to ensure 
provider access and availability requirements. Several of these mechanisms are 
highlighted below.  


 


MECHANISMS TO ENSURE COMPLIANCE 
Provider Contracts 
Ensuring provider compliance with access and availability standards starts with our 
provider contract, which clearly delineates our expectations and provider responsibility 
for compliance with access and availability standards. In addition, our Contracting staff 
educate new network providers about these standards and the providers’ responsibility 
for compliance with them during the contracting process. See our response to RFP 
3.7.6.2 for a description of our Provider Contract provisions and contracting process. 


 


Provider Education 
In addition to communicating contractual requirements and provider responsibilities 
during the contracting process described above, we also will educate and reinforce with 
providers their responsibilities related to access and availability requirements during our 
initial New Provider Orientation, in our Provider Manual, in materials/information on our 
Practice Improvement Resource Center located on our provider website, in our Provider 
Newsletters, during Provider Engagement Specialist (PE Specialists) office visits, and 
during communications with providers found to be non-compliant based on audit results 
or complaints.  


 


Provider Quality Incentive/Value Based Contracting Models 
A core eligibility requirement for every MCO Pay-for-Performance and Value Based 
Contract is continuous compliance with all access and availability standards and 
reporting requirements. We will duplicate in Nevada our affiliates’ successful approaches 
moving providers into quality-based P4P and Value Based Contracting arrangements 
that reinforce optimal access for our members. Please see RFP 3.7.6.6 for more details 
about our Quality-based Incentive and Value Based Contracting solutions.  
 
Provider Engagement Model  
Through our high-touch Provider Engagement Model, our PE Specialists continuously 
reinforce requirements related to access and availability, but they also help providers 
identify barriers and problem solve on solutions that help them maximize access for our 
members. For example, if we identify that a PCP does not provide adequate after-hours 
access, the PE Specialist will share solutions other network providers have used and if 
possible, help facilitate access to those solutions.  


 


Monitoring Processes 


Our comprehensive monitoring programs and processes significantly contribute to our 
ability to ensure compliance with access and availability, medical management and other 
standards as described in detail below.  


 


PROCESSES FOR REGULARLY MONITORING TO DETERMINE COMPLIANCE 
Monitoring providers regularly to determine compliance with access and availability 
standards, when combined with proactive provider engagement helps us ensure that 
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each member has access to high quality, comprehensive health care services within their 
service area. In our experience, regular monitoring and partnering with our providers 
through education, timely and responsive provider engagement, tools that help remove 
barriers to access and improve service, and problem solving issues as they are 
identified, helps our providers meet standards and avoid the need for corrective action.  


 


We will deploy the proven approaches described below to regularly monitor provider 
compliance with Nevada Medicaid/Check Up and MCO access and availability standards.  


 


We will audit compliance with appointment access and wait time standards, as well as 
physician 24-hour availability through our formal quarterly audit program and secret 
shopper surveys. We conduct all audits in a non-punitive way, using primarily outside 
vendors with follow-up education and remediation conducted by our Provider 
Engagement staff. In addition, we will analyze the following data/information to identify 
potential provider non-compliance: 


 Post- PCP Appointment Survey Results  


 CAHPS Member Satisfaction (for both appointment availability and wait times) 
survey results  


 Provider Satisfaction Survey results 


 Member and Provider Call Center Inquiry Trends 


 Member and Provider Complaint/Appeal data  


 Utilization Management data  


 Member Care Gap reports 


 Member and Provider Advisory Committee feedback  


 Provider performance against access related quality measures 


 Information captured during the re-credentialing process 


 Quality reporting related to adverse events, inappropriate or substandard care 
allegations.  


 Information gathered during onsite PE Specialist office visits.  


 
When we identify non-compliance as a result of the above or other activities, we 
implement the processes described below in RFP 3.7.2.8 to bring each identified issue to 
resolution.  
 
Monitoring Compliance with Medical Management Standards 
As discussed in detail in our response to RFP 3.7.2.1 and 3.7.2.2, our Quality 
Improvement (QI) staff will monitor provider compliance with our adopted Clinical 
Practice and Preventive Health guidelines and Utilization Standards by reviewing data 
such as HEDIS, pay-for-performance, and other performance profile measures; utilization 
patterns including potentially preventable re-admissions and ER visits, and inappropriate 
prescription drug prescribing; and member appeal and grievance trends, that may be 
indicators of non-compliance with standards and guidelines. We become aware of 
incidents of alleged non-compliance with community standards of care by reviewing 
denied claims, reports of adverse events, allegations of inappropriate or substandard 
care, member appeals/grievances, and information gathered during credentialing.  


Please see RFP 3.7.6.5 and for additional details on our monitoring process for 
compliance with medical management standards.  


 
3.7.2.8 Take corrective action if there is a failure to comply by network providers; and 
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We will take corrective action if a network provider fails to comply with access, quality, 
service availability, medical management and performance standards, contractual terms, 
or any other requirements applicable to providers under the Medicaid and Nevada Check 
Up programs. In RFP 3.7.5.2 and 3.7.5.8, we describe our process for implementing 
corrective action related to failure to comply with Provider Contract requirements, 
including related to access and availability.  


 


PROCESS FOR ADDRESSING NON-COMPLIANCE 
Our process for addressing non-compliance includes issue identification, provider 
Corrective Action Plan (CAP), post CAP monitoring, and peer review processes. We 
follow this process whether non-compliance involves failure to meet access standards, 
failure to meet medical management standards, quality issues, or failure to comply with 
any other standards or contractual requirements. For example, upon identifying an issue 
with appointment access standards, our PE Specialist will visit with non-compliant 
providers face-to-face, identify barriers to compliance in a collaborative fashion, and 
agree on specific interventions. If a provider is found to be non-compliant with medical 
management standards, our Chief Medical Director and/or Quality/Medical Management 
staff will meet with the provider and engage in all of the above activities. 


 


If a provider fails to improve, our PE Specialist or Chief Medical Director will require a 
written CAP outlining the steps and processes the provider will implement to bring the 
practice into compliance. 


 
PROCESS FOR ADDRESSING NON-COMPLIANCE  


 
 


We will take additional action steps should the initial processes in the above paragraph 
fail to resolve the identified issues. For example, we will refer providers who continue to 
demonstrate non-compliance with the terms of a CAP to the Credentialing Committee 
(which includes other network providers) or Peer Review Committee (for non-compliance 
with medical management standards) for review and recommendations for additional 
corrective action. Specific actions may include more intensive monitoring, additional 
training, freezing the provider’s panel or enrollment status, or consideration of continued 
network status, depending upon the magnitude of the problem or lack of correction. We 
will continue to monitor provider compliance with CAPs until the access issues are 
satisfactorily resolved.  


 


We describe our process for monitoring compliance and taking corrective action related 
to failure to meet access standards, such as appointment and wait time standards, in 
more detail in our response to RFP 3.7.5.8 B. We describe our process for taking 
corrective action related to failure to meet medical management standards in more detail 
in our response to RFP 3.7.6.5. 


 
3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally competent 
manner to all recipients, including those with limited English proficiency and diverse cultural and ethnic 
backgrounds.  


Issue 
Identification


Provider 
Corrective 
Action Plan 


(CAP)


Monitoring 
CAP


Peer Review 
Processes


Additional 
Corrective 
Action


Potential 
Termination of 


Network 
Status
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We affirm our compliance with 3.7.2.9. As required by 42 CFR Section 206(c)(2), we will 
participate in all state and federal efforts to promote the delivery of services in a 
culturally competent manner to all members, including those with Limited English 
Proficiency (LEP) and diverse cultural and ethnic backgrounds.  


 


We will promote culturally competent service delivery by meeting all state and federal 
requirements, implementing a Cultural Competency Plan, and maintaining a provider 
network skilled at offering culturally competent services. 


 


PARTICIPATION IN STATE AND FEDERAL INITIATIVES 
We will comply and require providers to comply with the requirements of Nevada MSM 
Chapter 100, including 103.6.d, g, and h, regarding facility access to Telecommunications 
Device (TDD) for persons who are deaf and equal service availability for people with LEP, 
hearing and sight-impaired persons, and persons with other communication limitations. 
We will also ensure that all providers maintain interpreter lists annually and that facilities 
have policies regarding identification of persons needing interpretation and notification 
of how services can be accessed at no cost. We will require all providers to provide 
access to services at no cost to persons with LEP, identify non-English languages to 
accommodate, develop and implement a written communications policy, ensure staff 
understand and can carry out the policy, and annually review the LEP program for 
effectiveness. 


 


We will contractually require providers to meet all state and federal requirements, 
including MSM Chapter 103.6. We will deploy the proven approaches previously 
described in our response to 3.7.2.7 above to regularly monitor provider compliance with 
cultural competence standards. Monitoring provider compliance regularly, when 
combined with proactive provider engagement helps us ensure that each member has 
access to high quality, comprehensive health care services within their service area. In 
our experience, regular monitoring and partnering with our providers through education, 
timely and responsive provider engagement, tools that help remove barriers to access 
and improve service, and problem solving issues as they are identified, helps our 
providers meet standards and avoid the need for corrective action. 


 


We will also provide comprehensive cultural competency training and resources to our 
providers during initial orientation and ongoing training, the Provider Manual and 
website, and quarterly newsletters. We will cover topics that address Nevada MSM 
requirements and include cultural sensitivity, special needs of target populations, and 
linguistic competence. We will review our Cultural Competency Plan with providers, post 
it on our website and offer it to providers in hard copy, as part of our cultural 
competency toolkit.  


 


CULTURAL COMPETENCY PLAN 
We will promote culturally competent services by maintaining a written cultural 
competency plan (CCP) to describe our program and outline clear goals and objectives 
that encompass DHCFP Quality Assessment and Performance Improvement Strategy 
(QAPIS) and incorporate the National Culturally and Linguistically Appropriate Services 
(CLAS) standards. See our response to RFP 3.4.2.15 for a detailed description of our CCP 
processes.  
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Our Chief Medical Director, as Chair of the QIC, is ultimately responsible and 
accountable for the CCP and our overall Quality Assessment and Performance 
Improvement Strategy (QAPIS), including approval of the annual CCP and Performance 
Improvement Projects (PIPs. If we change the staff person responsible for the CCP, we 
will notify DHCFP immediately. 


 


PROVIDER NETWORK SKILLED IN CULTURAL COMPETENCY 
Our experience has taught us that promoting cultural competency includes addressing 
both cultural competency in delivering care and sufficient physical access to providers. 
We will maintain our Provider Network to ensure access for all of our members, including 
those living in medically underserved or health professional shortage areas. We will 
continually monitor our network using information about demographics, types of 
providers needed, historic and projected enrollment, member and provider feedback, 
travel distances, regional infrastructure, and special needs of those we serve, as well as 
compliance with access standards. This will allow us to pinpoint gaps in linguistic, 
cultural, or disability-related expertise to meet member needs and target network 
recruitment accordingly.  


 


For example, we recognize that Clark County alone is home to more than 200,000 
Spanish-speaking members. By comparing PCP-to-member ratios for all members 
against ratios of Spanish-speaking PCPs to Spanish Speaking members, we can 
maintain access to linguistically competent care for our Spanish-speaking members that 
is comparable to access for all members.  


 


Essential Community Providers. We prioritize connecting members with providers 
who meet their care and cultural/language needs and maintain a strong network that 
includes Essential Community Providers that typically serve Medicaid members. By 
contracting and partnering with providers like Federally Qualified Health Centers 
(FQHCs) and Rural Health Centers (RHCs), that typically employ providers with 
experience in addressing the cultural and health care needs of their communities, we 
help ensure access to providers who share our commitment to culturally competent, 
patient-centered care.  


 


We have strong collaborative relationships with FQHCs and RHCs, extending from 
individual FQHCs to the National Association of Community Health Centers (NACHC). 
For example, we will invite Nevada FQHC leaders to serve on our national advisory 
committees that address issues that directly impact FQHC and RHC operations, such as 
assistance with Patient-Centered Medical Home (PCMH) recognition/certification. Please 
see our response to Section 3.4.10.2 for more information related to our FQHC and RHC 
partnerships. 


 


Supporting Culturally Competent Providers with Training Programs. Our Provider 
Services Staff coordinate and develop training based on trending and emergent cultural 
competency and other needs specific to our providers and the members they serve. For 
example, the Provider Services team in one of our affiliated health plans identified a need 
for specialized language interpretation support and cultural competency training based 
on a single provider’s unusually high requests for interpretation services. Because the 
provider was near a Refugee Relocation Center, Burmese refugees and immigrants 
settled in the area became comfortable with the provider. Our affiliated health plan 
partnered with the refugee center, our interpretation services vendor and the provider to 
include interpreters on the provider’s staff and to provide specialized cultural 
competency training for the provider’s staff and Health Plan staff (including Provider and 
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Member Relations, and CM staff). Please see our response to RFP 3.4.2.15 for a 
discussion of our provider training processes. 


 


When our annual CCP review identifies particular unmet needs, we will also support local 
providers where needed, for example by placing resources in their practices such as 
onsite interpreters. We have learned that this type of assistance not only helps our 
members with completing forms, communicating, understanding preventive and follow-
up care, filling prescriptions and following medication instructions, but also reduces our 
monthly cost of translation services. Equally important, the interpreters continuously 
provide cultural awareness training for the practice's staff and ours and help members 
access and understand community services. 


 
3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State law, solely 
on the basis of that license, specialty or certification. The vendor may not discriminate against particular 
providers who serve high risk populations or specialized conditions that require costly treatment. If the 
vendor declines to include an individual or groups of providers in its network, it must give the affected 
network provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed 
to require the vendor to contract with providers beyond the number necessary to meet the needs of its 
recipients; or, preclude the vendor from using different reimbursement amounts for different specialties or 
for different practitioners in the same specialty; or, preclude the vendor from establishing measures that 
are designed to maintain quality of services and control costs and are consistent with its responsibilities to 
recipients. 


 


We strive to build the most comprehensive network possible to serve our members. We 
review the state network and those of our competitors and invite anyone with a Medicaid 
Provider ID to participate in our network. We also approach those providers not 
participating to constantly improve access. We do not discriminate for the participation, 
reimbursement, or indemnification of any provider who is acting within the scope of 
his/her license or certification solely on the basis of that license, specialty or 
certification. We also do not discriminate against providers who serve high risk 
populations or specialized conditions that require costly treatment. Our Credentialing 
Department has policies and procedures in place to guard against any kind of 
discrimination during the credentialing process, specifically: 


 Requiring participants of the Credentialing Committee to sign a non-
discrimination form and 


 “Blinding” unclean credentialing files. 


 


Our Quality Improvement Committee (QIC) monitors credentialing activities, investigating 
any complaints from Providers alleging discriminatory credentialing practices. 
Additionally, our Credentialing staff analyze participation denial patterns, reporting any 
issues to the QIC and Chief Medical Director for investigation and follow-up. 


 


We offer all all interested providers a contract, which is executed prior to completing the 
credentialing process. If, for some reason, a provider is not accepted into the network 
during the credentialing process, the Credentialing Committee will notify the practitioner, 
in writing via certified mail, the denial decision and the reasons for the denial. See 
3.10.15 for additional information regarding our credentialing process. 


 


We understand and agree 42 CFR 438.12 (a) may not be construed to require our 
company to contract with providers beyond the number necessary to meet the needs of 
our members. We also know that 42 CFR 438.12 (a) does not preclude us from using 
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different reimbursement amounts for different specialties, or for different practitioners in 
the same specialty; or, preclude us from establishing measures that are designed to 
maintain quality of services and control costs and are consistent with our 
responsibilities to our members. 


 
3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by the 
DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service area in 
accordance with the DHCFP’s standards for access to care at the time it enters into the contract with the 
State and any time there is a significant change in their operations that impact services. Such 
documentation must demonstrate that the vendor offers an appropriate range of preventive, primary care, 
and specialty services and maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of recipients in the service area. The 
vendor must submit such documentation at the time it enters into a contract with the State and at any time 
thereafter when there has been a significant change, as defined by the State, in the vendor’s operations 
that would affect adequate capacity and services, and as requested by the State to conduct an access to 
care analysis. A significant change includes but may not be limited to:  
 
A. Changes in the vendor’s services, benefits, geographic service area or payments; or 
 
B. Enrollment of a new population in the network. 


 


We will provide information on our network build to DHCFP in the format specified by the 
Department which demonstrates we have capacity to serve the expected Nevada 
Medicaid and Nevada Check Up enrollment in each service area in accordance with State 
access standards for care. We will provide this documentation at the time we enter into a 
contract with DHCFP and at any time there is a significant change in operations that 
could impact services. See also our response to 3.7.5 for in-depth details about how we 
will meet Access and Availability standards and geo-reporting. 


 


ASSESSING ADEQUACY 
We use geomapping software from a nationally recognized vendor to determine and 
monitor adequacy with the quantity, mix and locations of providers that can deliver a 
comprehensive range of preventive, primary, and specialty services while meeting health 
plan and DHCFP access standards. To determine capacity in accordance with access 
standards, we estimate the number of members in each service area by using anticipated 
member enrollment by Zip Code location. Next, we map anticipated members to 
contracted Provider locations by each major specialty type outlined in the RFP (taking 
into consideration the unique needs of the population based on extensive analysis). To 
ensure compliance with time, distance and adequacy standards, we incorporate each 
standard into a set of “input” data that quickly produces reports illustrating our level of 
network adequacy. Typical geomapping input data includes member location, Providers 
(with open panels) by type (PCP, hospital, specialist, etc.), RFP requirements (e.g. a PCP 
within 25 miles from the Member residence taking into account anticipated methods of 
transportation). Though not a requirement, we also will measure distance between our 
members and specialists to ensure members can easily access needed specialty care 
within a reasonable distance and timeframe.  


 


To ensure we have the correct number of providers need to serve our members, we also 
analyze provider to members such as those outlined in the RFP (1 PCP to 1,500 
members, etc.), and we perform ongoing analysis to ensure at least 50% of our PCPs 
have open panels in each geographic service area. In addition, we will review specialist 
to member ratios (1 specialist to 1,500 members) to ensure members have access to at 
least two specialists/subspecialists (within each specialty category) within their service 
areas.  
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During implementation, we will generate geomapping reports no less than weekly to 
monitor network build progress. We will submit adequacy reports in the format 
prescribed by DHCFP upon contract award. On an ongoing basis, we also will complete 
additional analysis to measure accessibility for persons with disabilities (e.g. accessible 
exam tables, lift chairs), as well as the languages spoken by providers and their staff, to 
ensure we can provide sufficient accessibility for all members.  


 


Ongoing Monitoring 
Once membership is assigned and we have determined specific population needs and 
locations, we will generate additional reports to continuously validate that our network 
meets all member needs and DHCFP network adequacy requirements. After Go Live, we 
will continue to generate reports no less than quarterly. Besides population/provider 
demographic data, we will analyze additional data such as member utilization and claims 
data, health disparity analyses, closed panel reports, single case agreement reports, and 
member grievance and provider complaint data related to access issues to ensure our 
network meets the needs of our members and providers. In addition, we will use detailed 
heat maps that overlay Provider density with member locations to uncover shortage 
areas. Please see 3.7.5 for additional detail about our analyses and access monitoring 
processes and frequency. 


 


Whenever we identify a deficiency, we will identify potential providers for outreach and 
recruitment by conducting activities such as:  


 Using DHCFP provider listings to develop targeted recruitment priorities 


 Polling our existing providers to obtain recommendations for additional providers 


 Requesting input from our Member, Provider and Community Advisory 
Committees 


 Accessing publicly accessible directories such as State Medical Societies or 
competitor directories, including for commercial and Medicare lines of business 


 Identifying providers available in border counties or catchment areas. 


 


Once we have obtained a list of possible providers, we develop detailed action plans to 
prioritize recruitment. We may also encourage our existing providers to expand to 
different areas, expand their operations to hours/Saturdays, open panels to additional 
members, and/or develop additional telemedicine service sites, for example, to assist 
with closing network gaps.   


 
SUBCONTRACTED VENDORS 
To ensure consistency, we will require all subcontractors that manage networks, such as 
for vision and behavioral health, to comply with the same access and documentation 
standards, and use similar geomapping tools and approach.  
 
SUBMITTING ADEQUACY REPORTS TO DHCFP 
Because we have a presence in numerous states across multiple product lines, we are 
experienced generating geomapping and other access monitoring reports in various 
formats. As a result, we can easily demonstrate to state and Federal agencies that we are 
compliant with their specific adequacy requirements. Nevada is no exception. We will 
provide data in the format prescribed by DHCFP in Attachment T and we will coordinate 
with DHCFP to provide any additional information needed in various formats.  
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We also will generate reports and provide data to DHCFP if there is a significant change 
in our network or population that would affect our capacity or services, including but 
may not be limited to:  


 
A.  Changes in the vendor’s services, benefits, geographic service area or payments; 


B.  Enrollment of a new population in the network. 


 
If a need arises that requires more frequent report generation, we will generate reports 
immediately and weekly thereafter (or an interval required by DHCFP) while 
simultaneously providing required reports. We will continue this process until we can 
confirm that all network adequacy requirements have been met.  
 
3.7.3 Network Management 
3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 


 


PRIMARY CARE PROVIDER/PRIMARY CARE SITE RESPONSIBILITIES OVERVIEW 
For decades, our affiliates across the country have served Medicaid and CHIP 
populations with comprehensive statewide urban and rural Provider networks that 
ensure timely access to primary health care services. We will leverage that experience to 
provide each of our members with a holistic, person-centered model that supports an 
integrated, culturally-competent system of care based on a medical home. We 
understand that the cooperation and engagement of each member’s Primary Care 
Provider (PCP) or Primary Care Site (PCS) is crucial to making this goal a reality. 


 


When we negotiate contracts with PCPs/PCSs, we will require them to formally agree to 
the following responsibilities as per this requirement (3.7.3.1) including, but not limited 
to:  


 Supervising, coordinating, and providing all primary care to assigned Medicaid 
and Nevada Check Up members 


 Providing assigned members with all needed preventive services, including Early 
Periodic Screening Diagnosis and Treatment (EPSDT) and Well Baby/Child (as 
appropriate); ensuring our providers use vaccines for Medicaid and Nevada Check 
Up members who are available free through the Nevada Vaccines for Children 
(VFC) Program as described in 3.4.12.3.L 


 Providing 24/7 coverage; meeting response times for returning calls after-hours 
for urgent and other calls 


 Making referrals for specialty services and other covered medically-necessary 
services 


 Cooperating and complying with our Quality Improvement, Case Management, 
Utilization and Disease Management Programs 


 Meeting appointment availability and in-office wait time standards; and tracking 
in- office wait times by appointment, to be reviewed by DHCFP upon request 


 Providing hours of operation that are no less than the hours of operation offered 
to commercial and Fee-for-Service patients 


 Maintaining medical records, which include documentation of all PCP services 
and specialty services  


 Complying with ADA standards and our Cultural Competency Plan. 


 
The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of contact with the 
vendor. As such, the PCP or the physician at the Primary Care Site is responsible for the following: 
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We will comply with all contractual requirements related to ensuring our network 
PCPs/PCSs serve as the member’s initial point of contact with our MCO. We also will 
ensure every member is linked to a PCP, which may include a specialist acting as a PCP; 
monitor PCP compliance with requirements and standards; and proactively notify both 
PCPs and members of PCP assignments. It is critical that our members are not just 
assigned a PCP, but that they are able to develop a meaningful relationship with their 
PCP. We will encourage this through our member and provider education and 
engagement models, and by providing the tools and resources needed to best support 
this relationship.  


 


We will hold our PCPs/PCSs responsible for requirements 3.7.3.1.A – F as listed below, 
and we will document these responsibilities in our Provider Contracts and in our 
Provider Manual. Additionally, we will provide initial and ongoing training to PCPs/PCSs 
about their roles and responsibilities during new Provider Orientation and regularly 
scheduled workshops and webinars. We will reinforce this training by providing 
information in our Practice Improvement Resource Center (PIRC) on our Provider Portal, 
and during face-to-face Provider Engagement Specialist (PE Specialist) office visits. 
 


A. Delivery of covered medically necessary, primary care services and preventive services, including 
EPSDT screening services and Well Baby/Child Services; 


 


We will contractually require our PCPs to deliver the full range of covered medically 
necessary primary care and preventive services, including EPSDT screening and Well 
Baby/Child services. We will educate our PCPs about the required primary and 
preventive care services required for our members in our Provider Manual and on the 
Provider Portal. To help PCPs identify those assigned members who have not received 
required services, we will provide them with tools such as our Online Gap Gap feature 
that will alert them whenever they check eligibility on our secure Provider Portal. This 
feature will also provide recommended steps the PCP can take to close the gaps. Care 
Gaps enables our PCPs to outreach to their assigned members to schedule an 
appointment for needed preventive or primary care services. To further support our 
PCPs in delivering needed primary care and preventive services, our Member Service 
Representatives (MSRs) and Care Managers will see Care Gap Alerts each time they have 
contact with a member and they open their record in our Health Services Management 
platform, or our Customer Relationship Management (CRM) System. While the member is 
on phone, our MSRs/Care Managers can, with the member’s permission, use our 
Appointment Wizard to schedule an appointment, real time, with the member’s PCP.  


 


EPSDT services are critical to ensuring children and adolescents receive periodic, age-
appropriate preventive services, including physical and developmental; behavioral; 
dental, vision, and hearing assessments; diagnostic testing and treatment. By 
establishing a formal EPSDT screening and Well Baby/Child services program, we 
support our primary care providers, as well as our members, parents/guardians, in 
aligning health promotion efforts with evidence-based recommendations for well-child 
and adolescent care. Please refer to Sections 3.4.3.3 – EPSDT Services and 3.9.2.5 – 
Comprehensive Well Child Periodic Screening for more information on these Programs, 
including PCP responsibilities and MCO support for PCPs to deliver these services. 


 
B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


 







281 
 


We will contractually require all PCPs (including specialists serving as PCPs) 
to provide 24/7 coverage. For example, we will require PCPs to have a system in place so 
that members can contact them after normal business hours. Either the provider or 
someone on call for the provider must return the member’s call within 20 minutes for 
urgent calls and 60 minutes for non-urgent calls. We also will require PCPs to provide 
clear instructions to members calling after hours about how to access after-hours care.  


 


The health plan will routinely conduct PCP after hour’s availability audits to determine 
whether providers are compliant with return call timeframes for urgent and non-urgent 
calls. As part of the audit, surveyors will determine whether PCPs have appropriate 
options/instructions for after-hours callers that instruct them on how to reach the PCP or 
on-call physician. We also will assess whether the PCP has provided clear instructions 
for after-hours care. For example, we will assess whether an answering service with a 
live person or a recorded message properly directs the caller to contact 911 or go to the 
nearest ER, if the the caller believes their medical condition is an emergency and cannot 
wait the PCP to contact them. 


 


We will allow for appropriate call sharing when PCPs are unavailable or during after-
hours, however, the PCP will ultimately be responsible for maintaining continuity of each 
member's health care and all responsibilities as described in this section. Please see 
Section 3.4.2.14 for additional information on the provision of emergency and urgent 
coverage. 


 


We will educate all PCPs about 24/7 responsibilities through Provider Orientation, the 
Provider Manual, and on our Provider Website/Portal. PE Specialists will reinforce these 
standards during routine onsite office visits, and will outreach and provide guidance to 
those PCP offices found to be non-compliant in meeting the requirements as described 
below under “Addressing Provider Non-Compliance.” 


 
C. Referrals for specialty care and other covered medically necessary services in the managed care 
benefit package; 


 


We will educate our PCPs about their responsibilities for providing referrals for specialty 
care and other medically necessary health care services covered in the managed care 
benefit package. PCPs will be able to refer a member to a specialist when care is needed 
that is beyond the scope of their training or practice parameters, but we will not require 
paper/written referrals. Our policies and procedures will foster timely access to medically 
necessary services by removing requirements for referrals. To optimally coordinate a 
members’ health care, we will educate specialists about their responsibility for 
communicating details about evaluation and treatment to the PCP. Our PE Specialists 
will routinely reinforce these responsibilities with PCPs/Specialists during onsite office 
visits to each.  


 


We fully support the PCP as the Medical Home to direct and coordinate all services by 
providing case management assistance, a variety of tools to streamline administration, 
and procedural reminders for coordinating service delivery. We will offer referral and 
care coordination information to all providers in our Provider Manual, during Provider 
Orientation, via regular workshops and webinars, and by periodically including articles in 
our Provider newsletter. Network PCPs will have access to our Provider Directory online 
and will be responsible for assisting their assigned members with referrals and for 
documenting them in the member’s medical record. 
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D. Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental health 
and substance abuse services, within the vendor’s network; 


 


We will allow members to self-refer to contracted family planning, obstetrical, 
gynecological, mental health, and substance abuse service providers, making access to 
care easy for members and providers. We educate members about their right to self-refer 
to these services during the Welcome Call, New Member Orientation, in the Member 
Handbook, on the website, and in Member Newsletters. Our MSRs and Care Managers 
also will educate members, when appropriate, during member contact. We also will 
educate providers through the Provider Manual and on the website. Female members will 
have direct access to OB/GYNs for routine women’s health services, including routine 
gynecological exams, regardless of whether their PCP (general practitioner, family 
practitioner or internist) provides such women’s health services. For example, for family 
planning and OB/GYN services, our network will include family planning providers, as 
well as providers such as Well Health and all Federally Qualified Health Centers in the 
State to facilitate easy access to members who self-refer. See Section 3.4.12.3.I for more 
detail on family planning services. 


 


In accordance with the Wellstone-Domenici Mental Health Parity and Addiction Equality 
Act, our MCO will not impose prior authorization requirements on behavioral health or 
substance use office visits including assessment, therapy services and medication 
management. We will include a comprehensive array of providers in our network and 
allow members freedom of choice for self-referrals. For example, our contracted network 
will provide access to Essential Community BH Providers, as well as other key BH 
providers such Desert Parkway Behavioral Health, US Behavioral Health, and West Care 
Behavioral Health to help facilitate easy access for members who self-refer for mental 
health and substance abuse services.  


 
E. Continuity and coordination of the enrolled recipient’s health care; and 


 


Our network PCPs will be responsible for the continuity and coordination of their 
assigned members’ health care, with support from our care management/care 
coordination and other health plan staff. We will equip PCPs with the tools and resources 
they need to help meet care coordination and screening requirements, such as access to 
behavioral health screening tools to determine whether a member needs behavioral 
health services. For members enrolled in our Care Management Program, our Care 
Managers will fully engage PCPs in the care planning process, including development of 
the Care Plan for their assigned members, and participation on interdisciplinary care 
teams. 


 


We will require our PCPs to: 


 Create a treatment plan for their assigned members who need a course of 
treatment or regular care monitoring as part of a comprehensive system of care 


 Create the treatment plan with the member’s participation, and in consultation 
with the member’s specialty providers 


 Maintain continuity of each member’s health care. 


 


We will verify PCP compliance with care coordination responsibilities. As an integral 
component of care coordination, we will ensure that information flows between and 
among treating providers and back to the PCP. To help support PCP care coordination 
responsibilities, we will provide a number of technology solutions available on our 
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Provider Portal, a secure web-based platform that supports a number of provider care 
coordination activities. Such capabilities include, but are not limited to care and disease 
management referrals and a growing number of clinical applications. These clinical 
applications include: Online Care Gap Notifications (alerting PCPs to health alerts as well 
as gaps in care); our Emergency Department high utilizer flag (alerting PCPs if an 
assigned member has had three or more emergency room visits in the past 90 days); our 
Member Health Record (MHR) delivering advanced capabilities for clinical care 
management/coordination; practice level clinical quality and cost reports; and evidence-
based clinical practice guidelines.  


 


The MHR delivers actionable information to PCPs in a manner and format most 
convenient and useful to the PCP and his or her team. It MHR securely delivers the 
member’s clinical history and current interventions (physical, behavioral health, 
pharmacy) directly to the PCP to assist him/her in coordinating care. Through the MHR, 
the PCP can view key member contacts, as well as his/her medical and behavioral health 
service history, lab results, care plans (when applicable), and other clinical information 
over the member’s entire enrollment span (or spans) with our MCO, making our MHR a 
secure web-based clinical data home. These tools and data make it easier for PCPs to 
see which care needs need to be coordinated, who is involved in delivering care, and 
who the PCP should communicate with to coordinate care. 


 
F. Maintenance of a current medical record for the enrolled recipient, including documentation of all 
services provided by the PCP, and specialty or referral services, or out-of-network services such as family 
planning and emergency services. 


 


We understand that medical records must allow for appropriate and effective patient care 
and quality review, preserve patient confidentiality, and be in accordance with our 
medical record review policy and procedures and DHCFP requirements. We will require 
all PCPs to maintain current medical records for their assigned members, including 
documentation of all medical services rendered by the PCP, referrals for specialty 
services, or out-of-network services such as family planning and emergency services (if 
known).  


 


We will educate providers about medical record requirements, documentation standards, 
and referral standards in our Provider Contracts and Provider Manual. We will require 
that all contracted providers maintain clinical and medical records in a legible, current, 
detailed, organized, and comprehensive manner for each of our Nevada Medicaid and 
Check Up members. We also will require that the PCP maintain the confidentiality, 
accessibility, and availability of medical records at the primary location where members 
are seen; have proper procedures to safeguard the integrity of those records; and make 
those records available for review to authorized representatives of A as well as the State, 
DHCFP and CMS upon their request.  


 


We will have policies and procedures that will describe the process to review the 
legibility, organization, and completeness of information contained in medical records 
maintained by our providers, as well as compliance with other medical record standards, 
such as ease of medical record retrieval and maintenance of confidentiality for all PHI.  


 


We will utilize an assessment tool that contains all standards to be assessed, a scoring 
structure (Met, Needs Improvement, Not Met, NA), and a scale of possible points. The 
passing score will be 80% compliance with all required record-keeping standards for all 
records reviewed. We will require a corrective action plan for providers scoring below 
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80% and conduct a re-audit 6 months from the time of the initial notification. For those 
providers who remain below 80% at the time of the second audit, the Chief Medical 
Director will follow up with the provider and may refer the case to the Quality 
Improvement Committee or Peer Review Committee, if appropriate. 


 


We will conduct medical record audits as a component of the following processes: 


 Review of a sample of medical records collected for the HEDIS® hybrid data 
collection process 


 Review of a sample of medical records based on provider volume of members and/or 
past documentation deficiencies 
o Assess high volume PCP and OB/GYN specialists with a least 50 members. 


 


Additionally, any provider may be chosen during the year for focused chart review for 
purposes of utilization review, quality management, medical claim review, or member 
complaint/appeal investigation. Our QI staff will select a random sample of members 
currently receiving services from the targeted providers during the specified time frame 
of the audit. Ten medical records (corresponding to 10 members) will be requested for 
providers with a panel smaller than 500 members and 15 for those with a panel of 500 
members or larger. 


Please see Section 3.8 – Medical Records for more detail on our policies and process.  
 


Although PCPs must be given responsibility for the above tasks, the vendor must agree to retain 
responsibility for monitoring PCP and Primary Care Site activities to ensure they comply with the vendor’s 
and the State’s requirements.  


 


We will contractually require PCPs/PCSs to carry out the PCP responsibilities detailed 
above, and we also agree to retain responsibility for monitoring their activities to ensure 
providers comply with our health plan’s and DHCFP’s requirements. Our Chief Medical 
Director, as well as Provider Engagement, Medical Management, and Quality 
Improvement staff will regularly monitor PCP performance to ensure that they comply 
with with all PCP and other contractual responsibilities.  


 


Our Quality Improvement Committee will oversee physician performance and direct 
corrective action plans to remediate low performing providers. We will monitor PCPs’ 
individual performance against HEDIS and other key performance metrics to ensure that 
our PCPs are in compliance with evidence-based guidelines such as Clinical Practice 
Guidelines customized for Nevada’s specific health care challenges. Please see Section 
3.6.3.5 for information on how we incentivize PCPs to achieve performance against these 
and other metrics to deliver the highest possible quality of care to our members. As 
described above, we also will conduct regular audits to ensure compliance with 
responsibilities such as after-hours availability. See section 3.7.2.6 for more detail on our 
approach to monitoring providers regularly to determine compliance; and Section 
3.10.6.6 for information on provider monitoring and reviews. 


 


ADDRESSING PROVIDER NON-COMPLIANCE  
If we suspect or identify a PCP’s noncompliance with requirements, MCO staff will 
initiate contact with the PCP and, depending on the nature of non-compliance, our Chief 
Medical Director, Provider Engagement and/or Quality Improvement staff will advise the 
PCPs of findings, provide them with additional training and education, and offer 
assistance to resolve the noncompliance and establish a corrective action plan (CAP) as 
appropriate. Please see Section 3.10 - Internal Quality Assurance Programs. We may also 
help the PCP achieve compliance by connecting them with the resources they need to 
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become compliant, such as translation services, or offering administrative support. 
Please see 3.7.9.1 – Network Maintenance for additional information on addressing 
provider non-compliance and disciplining network providers. 


 
The vendor is prohibited from imposing restrictions on the above tasks.  


 


We will not impose any restrictions on tasks listed in Section 3.7.3.1 A – F. 


 
3.7.3.2 Laboratory Service Providers 
 
The vendor shall ensure that all laboratory testing sites providing services under this contract have a valid 
Clinical Laboratory Improvement Amendments (CLIA) certificate or a waiver of certificate of registration, a 
CLIA identification number, and comply with CLIA regulations as specified by 42 CFR Part 493. The 
vendor shall provide to the DHCFP, on request, copies of certificates of any laboratories with which it 
conducts business.  


 


As part of our standard credentialing and re-credentialing process, we ensure all 
laboratory testing sites have a valid Clinical Laboratory Improvement Amendments 
(CLIA) certificate or a waiver of certificate of registration, and a CLIA identification 
number by requiring a copy of the certificate or waiver be submitted with the 
credentialing application. We also include language in our provider agreements requiring 
each lab to maintain a current CLIA certificate at all times. During re-credentialing, we 
request updated information as part of our recredentialing process. We will provide 
DHCFP copies of CLIA certificates for contracted laboratories upon request. 


 
3.7.3.3 Essential Community Providers  
 
An essential community provider accepts patients on a sliding scale fee, determined on the income of the 
patient; does not restrict access or services due to financial limitations of a patient; and can demonstrate 
to the DHCFP that the restriction of patient base from this provider would cause access problems for 
either Medicaid or low-income patients. 


 


We understand, agree and utilize these essential community providers in the foundation 
of our network development.  These essential community providers are necessary in 
order to increase access for Medicaid and low-income patients and even more important 
to expand capacity to these populations and to attain more timely appointments.  It is 
often the case that other types of providers blend access among higher income and 
commercially paid patients and the Medicaid and low-income patients are limited if not 
left out all-together.  Our national experience and utilization of essential community 
providers and relationships with the various public agencies and entities demonstrates 
our understanding and commitment to providing the most efficient and effective access 
to our members.  We enter into value based opportunities with many of these essential 
community providers and look for ways to coordinate with other services to provide the 
most complete health network with the essential community provider as a center point to 
maximize point of service for the patient.  


 
3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 
 
A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health care 
services;  
 
B. The University Medical Center of Southern Nevada to provide inpatient and ambulatory services; 
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C. The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental Health 
clinics, to provide health care and behavioral health care services;  
 
D. School-Based Clinics;  
 
E. Aging and Disability Services Division (ADSD); 
 
F. Division of Public and Behavioral Health (DPBH); 
 
G. Substance Abuse Prevention and Treatment Agency (SAPTA); 
 
H. Community Centered Behavioral Health Clinics (CCBHC);  
 
I. Division of Child and Family Services (DCFS); and 
 
J. County Child Welfare Agencies. 
 
K. There may be times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help ensure continuity 
of care of these recipients. 
 
L. Any health provider designated by the DHCFP as an essential community provider. The DHCFP will 
notify the Vendor of providers designated by the DHCFP as essential community providers.  
 
M. At the States option, the vendor may be required to contract with other agencies within the DHHS, the 
Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in providing 
medically necessary services, including behavioral health. If this option is exercised and there is any 
resulting additional expense incurred by the vendor, the DHCFP will adjust the capitation rate so that it 
remains actuarially sound. 
 
N. Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial to the 
provider as contracts with other providers in the same geographic area for similar services. Providers who 
work through one of the essential community providers must be negotiated in good faith.  


 


As an experienced Medicaid managed care organization, we recognize the value 
partnerships with agencies and organizations categorized as Essential Community 
Providers can provide. In each market we serve, we have solid relationships with FQHCs, 
RHCs, and University Health Systems, as well as state and county based agencies.  We 
recognize the expertise with Medicaid populations that these providers with the Medicaid 
population and willingness to engage in and partner on programs that will benefit 
Medicaid recipients.  


 


In Nevada, we have been on the ground meeting with these very providers and 
community organizations. We have LOIs and in many instances have entered into 
Memorandums of Understanding with Community Health Centers, University Medical 
Schools and Health Districts.  We have identified the partners they have in the health 
community such as the University Medical Center, extenders to other services such as 
WestCare for behavioral health or Catholic Charities.  We have identified their working 
partnerships such as school based clinics where our FQHC partners, (First Person and 
Community Health Alliance) are providing on site health care under agreement with the 
Clark County and Washoe County School Districts.  We have met with County Child 
Welfare Agencies and will continue to work to fully integrate their programs into our 
health network and delivery practices and collaborate with those providers and partners 
they have to provide full access to these services for our members.  Over the past year 
we have met with the State Agencies to better understand their role in formulating and 
overseeing a program that will foster better access to care for Medicaid and low-income 
patients and learning of the many programs as well as education and training 
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opportunities. Below please see demonstrations of our national and local efforts to 
include essential community providers into our network and medical management 
strategies.   [Please see 3.7 for additional information on the status of our contracting 
efforts]: 


a. FQHCs/RHCs. As a company, we have a fundamental belief in the expertise FQHCs 
and RHCs have in serving our populations. In each market, one of our first steps is to 
establish a relationship with the FQHCs and RHCs in our service areas. Nationally, we 
have developed strong relationships with FQHCs partnering with 384 FQHCs 
nationwide. Each year we participate as a major sponsor of the National Association 
of Community Health Centers (NACHC). We have met multiple times with The Primary 
Care Association (PCA) as well as the individual FQHCs in both Clark and Washoe 
and have received a global Letter of Intent (LOI) as well as “term sheet” outlining the 
specific terms of our partnerships with the following FQHCs: 


 Nevada Health Centers (11 locations) 
 Community Health Alliance 
 Hope Christian Health Center 
 Searchlight Healthcare 
 FirstMed Health and Wellness 
 Northern Nevada HOPES 
 First Person Complete Care 


 


This global agreement was executed through an LOI and Memorandum of Understanding 
to develop a Value Based Purchasing arrangement with the PCA, signed by each of the 
Community Health Centers CEO’s and the PCA Executive Director. The VBP arrangement 
will include professional and institutional gain share, as well incentive payments for the 
FQHC providers to accept new patients, timely appointments and to control avoidable 
specialist referrals, diagnostic and imaging services, and avoidable ED visits. Under this 
program, we will continue to reimburse the FQHCs fee-for-service, however we will 
provide them with gain share payments based upon access and quality of care 
measurements and outcomes. Providers can be eligible for a bonus if they meet or come 
in below their professional spend targets. In addition, we will establish an institutional 
target for estimated inpatient and outpatient services. By better managing the 
professional services, we believe the FQHC providers will be able to deliver better 
outcomes and avoid inpatient admissions. As a result, they will be eligible for an added 
bonus if their actual performance falls below the established institutional maximum 
target. Since the basis of all of our Value Based incentive models is meeting or exceed 
quality targets, any savings payout will be contingent upon the FQHCs meeting their 
minimum quality targets.   


 


Through this partnership, we will engage PCA FQHC partners at all levels of our 
organization, including on the Board of Directors and our Quality Committees, where 
they can help influence policies and programs for our Medicaid/Check Up members.  


 


We have prioritized and subsequently contracted with Boulder City Hospital and Mesa 
View Regional Hospital, both of which are critical access hospitals. We have contacted 
each rural hospital listed on Attachment P and discussed our efforts with Nevada Rural 
Health Partners. Additionally, we have an LOI with Southern Nevada Health District and 
recognize the critical role they play providing access to underserved membership. 


 


b. University Medical Center of Southern Nevada. Our MCO has received a signed LOI 
from this critical Medicaid provider. The University Medical Center of Southern 
Nevada—The University Medical Center is a key traditional provider for the Program, 
a DSH hospital and, in addition to a wide compendium of services, it brings: 
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o A Center of Excellence for transplant services 


o The only state-designated Level 1 Trauma Center for Southern Nevada  


o The state’s only burn care center.  


 


Our partnership with UMC will also provide access to more than 80 multi-specialty 
providers through the faculty staff onsite at facilities, as well as eight free standing 
urgent care clinics located conveniently near bus lines. We recognize and have 
discussed with both the University Medical Center and UNLV School of Medicine the 
benefit and value of their integrated partnership which we will support to maintain and 
utilize as a part of our health network to expand the capacity and access to care for our 
members.  


 


UNLV School of Medicine will bring access to their 120 provider multi-specialty group. 
We are in active discussions with both UMC and UNLV about value based 
pricing/contracting, case management opportunities on high cost patients and data 
sharing capabilities and have received a Letter of Intent to Contract from the 
University. The medical school’s network of providers will be in training and only 
begin to be available after the go-live date of this contract, therefore, we intend to work 
closely with the Medical School to design a program with their providers as well as the 
UMC community that best serves their entry into the Medicaid and low-income market 
that maximizes access to our members and potential to their providers.  We are also 
collaborating with UNLV-Med in relation to their Community Health Worker program, 
which is designed to assist members in education and navigation to access to care, 
UNLC Ackerman Autism Center 


 


c. University of Nevada School of Medicine (UNSOM)—UNSOM has provided us with a 
signed LOI and Memorandum of Understanding. Our partnership with UNSOM will 
provide our members with access to a top research university with CDC and CMS 
approval.  They bring a “whole person” team approach through nutritional, behavioral 
health, mid-level care and care coordination. The University runs a Family Medicine 
clinic in northern Nevada and their interns and residents work at Renown facilities, 
the VA Sierra Nevada Healthcare System and their outpatient resident clinic.  We 
support and believe in their approach of achieving more with less by collaborating 
and coordinating efforts between health plans, State and community organizations. 
We also support their efforts to train and develop community health workers through 
the Nevada Action Coalition.  We will additionally partner with UNSOM on and provide 
essential support for the NV Health Dock clinical support and research initiative.  NV 
Health Dock will focus on helping providers maximize the Merit-based Incentive 
Payment Systems (MIPS) and Advanced Alternative Payment Models (APMs) 
promulgated by the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) 
by offering clinical support via a nurse coaching and patient navigation call center 
and virtual PCMH telehealth hub.  NV Health Dock aligns with our strategy to expand 
provider capacity to Medicaid and low-income patients and is detailed in Section 3.7. 


UNSOM is very supportive of our organization and they have provided us a written 
letter of support. 


 
d. School-Based Clinics—We have met with Clark County Schools (CCSD) and will work 


to collaborate on not just primary care services, but the many other shared goals 
such as nutrition, health/wellness, vision and literacy programs. In addition, we are 
coordinating with FQHCs such as First Person to support the delivery of care at the 
schools. We have also executed an LOI with Eyecare 4 Kids which allow more CCSD 
students to receive much needed vision services, work to increase the number who 
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receive State mandated vision screenings and in the long term reduce the number of 
students who suffer academically because of poor vision.   In Washoe County, we 
have met with the Washoe County School District (WCSD) and have discussed ways 
in which our partnership with Community Health Alliance, who provides care in five 
schools, can maximize point of service opportunities and develop a continuum of 
care health plan to guarantee timely access, care coordination and follow up.  Similar 
to Clark, we want to take an approach to support and sponsor events with the 
schools as well as those who provide health care services in the schools.  Because 
the FQHCs are actively engaged with the schools, we would like to pursue 
establishing bi-lingual telehealth sites in school locations. 
 
As a result of our discussions with the School Districts, we have already partnered 
with Immunize Nevada to be a major sponsor of the “Back to School Immunization 
Program”. 


 


e. Aging and Disability Services Division (ADSD)--We met with representatives from the 
ADSD over six months ago to better understand the structure and programs of the 
department.  In the interim, we have been reaching out to providers such as the 
Nevada Adult Day Healthcare Centers who work closely with ADSD.  We have also 
met with community agencies such as Three Square Food Bank and Catholic 
Charities of Southern Nevada to understand how food insecurity affects the Nevada 
population and which programs are available to meet the needs Nationally we have 
formed strong relationships with Area Agencies on Aging and Centers for 
Independent Living in our markets with Managed Long Term Services and we will 
continue these partnerships in Nevada. One of our subsidiaries has successfully 
created solutions for individuals with Intellectual Developmental Disabilities for over 
many years. We look forward to working on solutions with ADSD which will leverage 
our unique experience working to meet the needs of the diverse individuals they 
serve.  
 


f. Division of Public and Behavioral Health (DPBH)—Members of our team, including 
our CEO of our behavioral health management company, met with the DPBH last year. 
Since that time, we have spoken to agencies that interact or partner with DPBH.  We 
have met with the Division’s former Chief Medical Officer, Dr. Tracey Green in her 
current role at the UNLV School of Medicine.  Through this meeting, we have 
familiarized our company with the services DPBH provides including its emphasis on 
opioid abuse, and treatment for individuals with co-occurring substance and mental 
health diagnosis.  We understand the importance of the DPBH in serving the Medicaid 
population and we will continue building a relationship after contract award. When we 
meet and partner with providers such as WestCare Nevada, MonteVista Hospital, 
Desert Parkway Behavioral Health Hospitals, we have prioritized access to care for 
Medicaid and low-income patients. 
 


g. Substance Abuse Prevention and Treatment Agency (SAPTA)—We have not had 
contact with SAPTA prior to the no contact stages of this contract, however, we have 
met and established relationships with organizations receiving SAPTA funds such as 
H.E.L.P of Southern Nevada, Aids for AIDS for Nevada (AFAN), Southern Nevada 
Health District, WestCare Nevada, STEP2 and Bridges Counseling Associates. We 
understand the social determinants and behaviors which make SAPTA services 
critical to Nevada and we will continue conversations after contract award.   


 


h. Community Centered Behavioral Health Clinics (CCBHC) – We recognize that Nevada 
received a CCBHC planning grant from SAMSHA/CMS in order to participate in the two 
year Demonstration program.  We will focus on strengthening our relationship with the 
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two prospective CCBHC providers in our service area, Bridges Counseling Associates 
and WestCare Nevada.  We have obtained an LOI from WestCare and engaged in 
active discussions with Bridges.  We will also actively pursue a relationship with the 
other two prospective CCBHCs outside the current RFP service area. Our 
collaboration with these organizations will prioritize early contact with members to 
complete quick and thorough assessment and review to identify the appropriate level 
of care and to get the patient access to a provider. 


 


i. Division of Child and Family Services (DCFS)- Our team met with DCFS several 
months ago as an introduction and to determine the structure and goals of the 
department and its leadership.  This information assisted us as we met with the Clark 
County Department of Family Services and the Washoe Department of Social Services. 
Across the State we recognize the need to coordinate with providers such as Spring 
Mountain Treatment Center and Seven Hills Hospital for continuity of care as members 
transfer to their facilities both Child Welfare Services and the Juvenile Justice System. 
We will pursue discussions with DCFS upon contract award and will partner with them 
to tackle prominent issues such as suicide prevention and childhood trauma which 
impact children and families in Nevada.   


 


j. County Child Welfare Agencies— As noted in i. above, we have met with both the 
Clark County Department of Family Services and Washoe County Social Services.  
They can provide our members with access to multiple youth and juvenile programs, 
as well as programs that address homelessness. Through meetings with Washoe 
County Social Services, we are exploring how we can better support their Crossroads 
Program, which provides a supportive living arrangements for men and women 
transitioning out of homelessness. At the same time, we are gaining a greater 
understanding of some of their partners in the Crossroads Program such as Catholic 
Charities which support Social Services with homeless programs; and Kids Kottage 
which provides temporary care for abused/neglected children until they can be 
reunited with their family or placed in foster care. Though conversations are just 
beginning with Washoe County Social Services and their partners such as Catholic 
Charities, we have a mutual interest in their goal of preventing relapses into 
homelessness and substance abuse, thus reducing costs associated with jail, hospital 
and other emergency services, We have engaged in very early discussions about the 
ways we could support a pilot program for housing and work together to triage health 
care services ‘in the field’ for Members in transitional housing or at risk for returning 
to homelessness. We have met with the Clark County Department of Family Services 
to discuss partnership/support opportunities with them as well. They stressed the 
importance of coordinated care for children who transition to managed care with an 
emphasis on prescription drugs, chronic conditions and EPSDT.  We have met with 
one of the Clark County partners, Healthy Minds, a multi-disciplinary mental health 
provider who contracts directly with Clark County Family Services for the ‘Therapeutic 
Foster Care Pilot Program’, and we will continue discussions to pursue a contract with 
Healthy Minds. . We believe the expanse of our robust provider network, partnerships 
with state programs and state partners, as well as our comprehensive care 
management program will allow us to provide and excel at coordination between the 
state system and managed care as Members transfer to or from managed care. These 
agencies provide support for both our providers and members as they navigate the 
system and assist members in attaining a better quality of life.  


 


We understand and employ a strategy that through our partnerships with the Essential 
Community Providers as well as research on their mission and goals in Nevada, we have 
been able to extend our reach into the community to support and partner with local 
stakeholders focused on tackling an array of social determinants – from homelessness, 
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to food insecurity, to educational issues.  Our experience nationally as well as the 
network development we have implemented in Nevada demonstrates our understanding 
and commitment to expanding the access and capacity of the essential community 
provider patient base to assure access to Medicaid and low-income patients.  Further, we 
demonstrate that we make the effort to extend and coordinate other services and 
partners to collaborate with the essential community providers to care for the whole 
person.  We are committed to working closely with the state and county agencies in this 
regard and to foster continued growth and improvements to sustain this crucial access 
and patient base.  Our efforts will also include the requisite education and training for 
our staff, provider community and members to maximize the effectiveness and efficiency 
of the programs. 
 


ENGAGING COMMUNITY STAKEHOLDERS ON OUR ADVISORY COMMITTEES  
Many of the CEO’s or officers of the Essential Community Advisor’s will be invited to sit 
on our operating Board of Director’s and/or Advisory Committees.  We have extended 
invitations to three (3) FQHC CEO’s to sit on our Board of Directors as well as an officer 
from the University of Nevada Las Vegas Medical School.  As we meet with key 
community organizations, stakeholders and leaders, we are identifying potential 
participants for our Community Advisory Committees in Clark and Washoe, as well as for 
our other quality committees. In every market we serve, our Community Advisory 
Committees provide critical input on community issues and trends, and help shape our 
health plan policies and programs. In fact, we will convene the Community Advisory 
Committees in both Service Areas prior to Go Live to provide input on our 
implementation and communication approach, and other key programs/policies. We look 
forward to working with these key advocates/leaders to shape our contribution to a 
stronger Nevada Medicaid and Check Up Program. 


 
K.  There may be times when DCFS and County Child Welfare Providers have provided services to a 
FFS recipient who then moves into managed care. Contracting with these providers will help ensure 
continuity of care of these recipients. 


 


We understand and agree.  We will actively pursue contracts/partnerships with the DCFS 
and County Welfare Providers to assist with any continuity of care issues as Members 
move into or out of managed care. See the current status supplied in i., and j. above. 


 
L.  Any health provider designated by the DHCFP as an essential community provider.  The DHCFP 
will notify the Vendor of providers designated by the DHCFP as essential community providers.  


 


We understand and agree.  We will actively negotiate in good faith with any provider 
designated by the DHCFP as an essential community provider. 
M.  At the States option, the vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County entities in 
providing medically necessary services, including behavioral health.  If this option is exercised and there 
is any resulting additional expense incurred by the vendor, the DHCFP will adjust the capitation rate so 
that it remains actuarially sound. 


 


We understand and, at the request of DHCFP, will actively engage in contracting with 
other agencies within the DHHS, Juvenile Justice System, or various County entities in 
providing medically necessary services, including behavioral health. Beyond 
contracting, we understand the need to communicate and coordinate services to operate 
smoothly with government agency operations.  To be better prepared to address 
Juvenile Justice, we have opened discussions with Judge William Voy of the Clark 
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County District Juvenile Court around residential placements. Additionally, to address 
social determinants related to employment, we will connect members who have been a 
part of the Juvenile Justice System with the resources available through Nevada 
Partners.  We are actively engaging with DSH facilities and as of this writing have signed 
LOIs with 11 of the 15 DSH hospitals in our service area. 


 
N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial 
to the provider as contracts with other providers in the same geographic area for similar services. 
Providers who work through one of the essential community providers must be negotiated in good faith. 


 


We understand the value essential community providers bring to our network to support 
our members.  Because of their importance, we will always offer a contract that is at least 
as beneficial as other providers in the same geographic service area for similar services, 
this includes providers who work through one of the essential community providers. 


 


3.7.4 Subcontractors 
3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must 
be in writing, must be prior approved by the DHCFP, and must contain all applicable items and 
requirements as set forth in the DHCFP Managed Care Contract, as amended. The vendor may not 
delegate any item or requirement in the DHCFP Managed Care Contract to any subcontractor or network 
provider without the express, written approval of the DHCFP. The vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty equal to 
$25,000 for each incident. . Without limitation the vendor must make all Subcontracts available within five 
(5) business days of a request by the DHCFP. This includes but is not limited to administrative, technical 
and medical providers. 


 


We acknowledge and will comply with the requirements as stated in Section 3.7.4 of the 
Scope of Work for subcontractors. Specifically: 


 We will submit our subcontracts and delegation agreements, as applicable, for 
prior approval by DHCFP. Contracts and agreements will contain all applicable 
items and requirements as set forth in DHCFP Managed Care Contract, as 
amended. 


 We agree that we will not delegate any item or requirement in DHCFP Managed 
Care Contract to any subcontractor or network provider without the express 
written approval of DHCFP. We understand that failure to obtain advanced written 
approval of a Subcontract from DHCFP will result in the application of a penalty of 
$25,000 for each incident. 


 We agree to make subcontracts available to DHCFP within five business days of 
request, without limitation. This will include, but will not be limited to, 
administrative, technical and medical partners. 


 
3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the vendor.  


 


We use subcontractors to perform the following services to members:  


 Behavioral Health 


 Disease Management programs  


 24/7 Nurse Advice and Education Line 


 Pharmacy Benefit Management  


 Vision Benefit Management 
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 Radiology Services: Utilization Review of High-tech Imaging Services (e.g., CT 
Scan, MRI, PET Scan) 


 


In addition, through a separate Management Agreement, we will receive support from our 
corporate office for information system, claims processing, compliance support, fraud 
and abuse support, provider data management, human resources, and finance services 
and support. 


 


We accept and acknowledge our responsibility for all products, services and obligations 
we agree to provide and that we must certify and warrant all subcontractor work. Our 
subcontractor agreements will include provisions to ensure the successful fulfillment of 
all contractual obligations, including performance guarantees and standards for financial 
stability. We will apply the rigorous process for assessing and monitoring subcontractor 
service performance under our contracts as described herein. 


 


We have maintained long standing contractual arrangements with our proposed affiliated 
subcontractors. Our ownership strategy removes much of the performance risk inherent 
in subcontracting key functions, removes the necessity to rely on external data, and 
affords us the capability for proactive and rapid response. All proposed subcontractors 
have performed for us in multiple markets and we are confident in their ability to provide 
services for this contract with DHCFP. 


 
Notwithstanding the use of subcontractor(s), the vendor accepts and acknowledges its obligation and 
responsibility under this contract as follows:  
 
A. For the provision of and/or arrangement for the services to be provided under this contract and to 
ensure the coordination of care between medical, behavioral and social needs is maintained; 
 


 


We accept and acknowledge our responsibility to provide/arrange for services and will 
ensure that we maintain coordination of care between medical, behavioral and social 
needs for our members. 


 


INTEGRATED CARE MANAGEMENT 
Our approach to coordination of care will integrate all medical, behavioral health, 
functional, social and other non-clinical services the member receives to create a system 
of care around that individual. Creating this individualized system allows us to effectively 
address the many aspects of a member’s care that have an impact on health and quality 
of life outcomes. Our proposed affiliate subcontractors operate on the same 
communication platforms and share resources on many levels (such as reporting 
applications). This allows us immediate and fluid access to extensive and coordinated 
resources to more fully and promptly serve the member’s needs.  


 


We will use our integrated health management platform for collaborative care 
management, behavioral health, pharmacy, vision, disease management, and utilization 
management. This platform is tightly integrated with our enterprise informatics system 
which receives, integrates, and continually analyzes transactional data, such as health 
risk assessments, medical and behavioral claims, lab test results, authorizations, and 
additional recipient and provider data.  
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Our integrated Care Team, which includes our Care Managers and other clinical 
professionals, will work with providers and members in developing a single integrated 
care plan unique for each member. Housed on the integrated health management 
platform, the care plan displays the member’s identified health issues, treatment goals 
and objectives, milestone dates, and progress in an engaging well-organized format, 
resulting in improved care coordination and ultimately enhanced quality and cost-
effectiveness.  


 


SEAMLESS CARE EXPERIENCE FOR MEMBERS AND PROVIDERS 
With our integrated approach to care, we are able to provide a seamless experience for 
members who communicate with one Care Manager on all aspects of their care plan, 
including medical, behavioral health, functional, social and other non-clinical services. 


 


For providers, our communication protocols allow us to send HIPAA compliant e-mail 
alerts to providers when key events occur related to a member in their care in all areas of 
services provided. 


 


In addition, members and providers will be able to have questions answered about all 
services by our Member and Provider Service Representatives by calling one phone 
number. Should the question be outside of the scope of the representative’s knowledge, 
calls will be able to warm transferred to the appropriate person. 


 
B. For the evaluation of the prospective subcontractor’s ability to perform the activities to be delegated; 
and 
 


 


EVALUATION OF SUBCONTRACTORS 
We will not delegate any work performed under DHCFP Managed Care Contract without 
first ensuring the capability and responsibility of the potential subcontracted party 
through a Pre-contract Audit and Subcontractor Oversight Program.  


 


PRE-CONTRACT AUDITS AND SUBCONTRACTOR OVERSIGHT PROGRAM 
We understand how important it is to confirm the readiness of our subcontractors to 
meet all requirements and ensure the best services for our members. Therefore, our 
Compliance team will conduct pre-contract audits of key potential subcontractors prior 
to contracting. Ongoing audits will occur based on the subcontractor risk. These 
comprehensive audits could include an onsite review to evaluate the subcontractor’s 
ability to perform delegated services and to ensure compliance with all contractual 
requirements. Depending on the functions delegated, this audit includes, but is not 
limited to reviews of: financial stability, administration and operations (such as 
management information systems and HIPAA); claims/encounter processing; member 
complaints; provider grievances and appeals; provider contracting, recredentialing 
practices; compliance program; and quality management, utilization management, and/or 
disease management programs. 


 


Building upon our best practice subcontractor pre-contract audit process in other states, 
we have developed a Subcontractor Oversight Program. The program is modeled after 
CMS’s stringent guidelines and builds in a process whereby subcontractors are audited 
and monitored to ensure they continually perform to expected standards. The 
subcontractor audits are conducted using predetermined audit tools that consider 
NCQA, CMS, state, and contractual requirements for the health plan. The process 
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consists of reviews of the policies and procedures specific to the delegated activities, 
staffing capabilities and the overall organizational performance record in the areas where 
functions have been delegated.  


 


Pre-contract audits are requested up to 60 days prior to the execution of an agreement 
with a subcontractor. In the event that a subcontractor is currently utilized by an 
affiliated health plan and an annual or pre-contract audit was performed within the prior 
12 months, we will use that audit as the pre-contract audit. All auditors are trained prior 
to participating in audits for new contracts. Our policy ensures that during an onsite 
audits, none of the subcontractor auditors will engage in any outside meetings with the 
subcontractor or bring other day-to-day operational issues or questions to the 
subcontractor so that focus is maintained on the onsite review. All audit tools and 
results or action plans from the annual or pre-contract audits are maintained in our 
enterprise-wide governance, risk management and compliance system utilized to 
manage our compliance with federal and state regulatory, as well as contractual 
requirements. 


 


Our Subcontractor Oversight Program incorporates CMS’s approach to creating a 
subcontractor risk assessment methodology where the level of risk determines the 
format of the annual and pre-contract audit. A high-risk subcontractor, for example, may 
warrant a comprehensive onsite audit, while a more consistently performing 
subcontractor may complete a questionnaire, a desktop policy review or focused file 
review to evaluate their performance in identified risk areas. The onsite audit could 
include a policy review, in-depth file reviews of delegated services like utilization 
management/authorization, credentialing and claim files. In addition, the onsite team may 
include reviewing the organization’s operations, interviewing managers, or observing 
live incoming member and provider calls to ensure that the subcontractor remains fully 
compliant in the provision of services on behalf of our organization. All subcontractors 
that pay claims are required to submit a Statement on Auditing Standards No. 70 (SAS 
70), or similar Service Organization Control (SOC) report to demonstrate the organization 
meets rigorous SAS 70 requirements. 


 


All of our subcontractors are required to complete a Conflict of Interest Disclosure and 
Financial Interest Disclosure Statement. In addition, our Subcontractor Service 
Agreement includes a requirement that they immediately report any legal proceedings 
that might occur after the effective date of our contract with DHCFP. 


 
C. For the payment of any and all claims payment liabilities owed to providers for services rendered to 
enrolled recipients under this RFP, for which a subcontractor is the primary obligor provided that the 
provider has exhausted its remedies against the subcontractor; provided further that such provider would 
not be required to continue to pursue its remedies against the subcontractor in the event the 
subcontractor becomes insolvent, in which case the provider may seek payment of such claims from the 
Vendor. For the purposes of this section, the term “Insolvent” shall mean: 
 
1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a bankrupt 
or otherwise approving a petition seeking reorganization, readjustment, arrangement, composition, or 
similar relief under the applicable bankruptcy laws or any other similar, applicable Federal or State law or 
statute; or 
 
2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or receivers, or 
trustee, or liquidator or liquidators of a party or of all or any substantial part of its property upon the 
application of any creditor or other party entitled to so apply in any insolvency or bankruptcy proceeding 
or other creditor’s suit. 
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We accept and acknowledge our responsibility for any and all claims payment liabilities 
owed to providers for service rendered to enrolled members under this RFP, including 
claims payment for services where the subcontractor is the primary payor. As part of our 
long standing contractual arrangements with our proposed affiliated subcontractors, we 
clearly delineate the process for monitoring their financial stability through a review of 
quarterly statements of revenues and expenses, balance sheets, cash flows and changes 
in equity/fund balance; and IBNR estimates as required. We will obtain this financial 
information quarterly. In the history of our affiliation with our subcontractors, they have 
never become insolvent. 


 
D. For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor. The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP and their 
officials, representatives and employees harmless from any and all liabilities, losses, settlements, claims, 
demands, and expenses of any kind (including but not limited to attorneys’ fees) which are related to any 
and all claims payment liabilities owed to providers for services rendered to enrolled recipients under this 
RFP for which a subcontractor is the primary obligor. 


 


We acknowledge and agree that we will provide oversight and accountability for any 
functions and responsibilities we delegate to any subcontractors. We agree to indemnify, 
defend and hold the State of Nevada, DHCFP and their officials, representatives and 
employees harmless from any and all liabilities, losses, settlements, claims demands, 
and expenses of any kind (including but not limited to attorneys’ fees) related to any and 
all claims payment liabilities owed to providers for services rendered to enrolled 
recipients under this RFP for which a subcontractor is the primary payor. 


 
E. Subcontracts which must be submitted to the DHCFP for advance written approval include any 
subcontract between the vendor, excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the selected vendor’s responsibilities 
under the DHCFP Managed Care Contract. This provision includes, but is not limited to, contracts for 
vision services, mental or behavioral health services, claims processing, recipient services, provider 
services, cost containment services such as utilization management, third party liability, surveillance and 
utilization review, and/or pharmacy services. This provision does not include, for example, purchase 
orders. In addition, the vendor must provide written information to the DHCFP prior to the awarding of any 
contract or Subcontract regarding the disclosure of the vendor’s ownership interests of five percent (5%) 
or more in any delegated entity or Subcontractor.  


 


We acknowledge and agree that we will provide oversight and accountability for any 
functions and responsibilities we delegate to any subcontractors. We agree to indemnify, 
defend and hold the State of Nevada, DHCFP and their officials, representatives and 
employees harmless from any and all liabilities, losses, settlements, claims demands, 
and expenses of any kind (including but not limited to attorneys’ fees) related to any and 
all claims payment liabilities owed to providers for services rendered to enrolled 
recipients under this RFP for which a subcontractor is the primary payor. 


 
F. As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply with the 
procedures set forth in Attachment D, Contract Form. 


 


We acknowledge and agree that we will provide oversight and accountability for any 
functions and responsibilities we delegate to any subcontractors. We agree to indemnify, 
defend and hold the State of Nevada, DHCFP and their officials, representatives and 
employees harmless from any and all liabilities, losses, settlements, claims demands, 
and expenses of any kind (including but not limited to attorneys’ fees) related to any and 
all claims payment liabilities owed to providers for services rendered to enrolled 
recipients under this RFP for which a subcontractor is the primary payor. 
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G. Subcontractor contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. 


 


We confirm that our subcontractor and provider contracts do not contain incentives for 
denying, reducing, or limiting medically necessary services. 


 
H. The use of “gag” clauses in subcontractor contracts is prohibited. 


 


We confirm that our subcontractor contracts do not contain “gag” clauses. 


 


3.7.5 Access and Availability 
 
The vendor shall: 
 
3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 
 


We affirm our compliance with 3.7.5.1 and will ensure adequate physical and geographic 
access to covered services for our enrolled members.  


 


We will maintain a comprehensive statewide network of primary care providers, 
specialists, ancillary, and facilities that provides adequate physical and geographic 
access to covered services to meet the health needs of Nevada Medicaid and Check Up 
recipients. Our Network Development staff conducts formal assessments of network 
adequacy on a regular basis to ensure all required services are available and accessible 
to our members. We evaluate network adequacy in accordance with established 
standards for distance, specialty distribution, provider to recipient ratios, and provider 
quality. We use the results of these network assessments and audits to monitor the 
effectiveness of our annual Recruitment Work Plan in order to address coverage gaps 
and ensure recipients have access to needed care. Finally, understanding that Nevada 
has designated health provider shortage areas (HPSAs), we will continuously focus on 
meeting members’ needs by closing gaps with the addition of new providers, execution 
of single case agreements, and providing access to out of county and, as appropriate, 
out of state providers. 


 


In the interest of brevity, and to reduce duplication, we will fully detail our processes for 
ensuring physical and geographic access in our responses to the RFP sections / 
requirements in the table below:  


 


Contract Requirement Response Reference 


We will ensure adequate physical and geographic 
access through our quarterly geo-access mapping 
and data-driven analyses to ensure compliance 
with access standards, and take appropriate 
corrective action, if necessary, to comply with such 
access standards.  


RFP 3.7.5.2 for a description of our geo-
mapping and data analysis processes for 
ensuring compliance with access 
standards 


We will ensure access by partnering actively with 
DHCFP, community providers and stakeholders to 
identify and address issues and opportunities to 
improve health care access and availability for our 
Medicaid and Nevada CheckUp members.  


RFP 3.7.5.3 for a description of our 
partnering activities with DHCFP, 
community providers and stakeholders 
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We will assure access to health screenings, 
reproductive services and immunizations through 
county and state public health clinics.  


RFP 3.7.5.4 for a description of our approach 
to partnering with state and local public health 
entities on health screenings, reproductive 
services, and immunizations 


We will promote care management and early 
intervention services by completing welcome calls 
and/or visits to new members to ensure that an 
orientation with emphasis on access to care, choice 
of PCP and availability of an initial health risk 
screening occurs proactively with each member. 


RFP 3.7.5.5 for a description of our 
processes for ensuring proactive 
orientation emphasizing access to care 
 


We will maintain an adequate network that ensures 
compliance with PCP-to-member ratios, PCP 
network capacity requirements, PCP 50% 
participation and acceptance requirements, and 
physician specialist-to-member ratios. 


RFP 3.7.5.6 for a description of our 
processes for ensuring compliance with 
network ratio and capacity requirements 


We will ensure our enrolled members’ access to 
covered services is consistent with the degree of 
urgency, and complies with 24/7 emergency 
service requirements, and PCP, specialist, and 
prenatal care appointment standards. 
 


RFP 3.7.5.7 and 3.7.5.8 for a description of 
our processes for ensuring compliance 
with appointment access standards, 
including educating providers on 
standards, monitoring compliance, and 
developing Plans of Correction if 
necessary 


We will ensure compliance with access standards 
for wait times in PCP and specialists’ offices; to 
ensure wait times are no more than one hour from 
the scheduled time except in certain specified 
circumstances related to urgent cases or 
unexpected needs. 


RFP 3.7.5.9 for a description of our 
processes for ensuring compliance with 
wait time access standards 


We will ensure adequate physical and geographic 
access to covered services through network 
management processes that include provider 
termination when necessary, in accordance with 
notification requirements for provider and DHCFP. 


RFP 3.7.5.11 for a description of our 
processes for timely notifying providers 
and DHCFP of provider termination and 
decredentialing actions if they become 
necessary  


We will ensure access to covered services by 
maintaining an adequate network and complying 
with DHCFP requirements for notification in the 
event of network changes that substantially affect 
the ability of members to access services or any 
unexpected change that would impair the network. 


RFP 3.7.5.12 for a description of our 
processes for notifying DHCFP of 
significant network changes.  


We will ensure access by taking affirmative action 
so that members are provided access to covered 
medically necessary services without regard to 
race, national origin, creed, color, gender, gender 
identity, sexual preference, religion, age, and health 
status, physical or mental disability, except where 
medically indicated. We will ensure compliance by 
our MCO and our providers with all prohibited 
practices. 


RFP 3.7.5.13 for our affirmation related to 
ensuring compliance with all prohibited 
practices.  


 
3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance 
with access standards, and take appropriate corrective action, if necessary, to comply with such access 
standards.  
 


 


On a quarterly basis, and more often initially, we will use our geomapping software and 
data-driven analysis to ensure compliance with distance standards and demonstrate we 
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have capacity to serve the expected enrollment in our service area. We will take 
appropriate corrective action, when necessary to address any identified coverage gaps.  


 


Below we provide a high level overview of how we use geomapping and other data to 
measure and determine network adequacy; maintain a provider network sufficient in 
number, mix, and geographic distribution; and ensure the appropriate range of 
preventive, primary, and specialty services in each service area. We also describe our 
process for demonstrating adequacy in our response to RFP 3.7.2.11. 


 


NETWORK ADEQUACY ANALYSIS TO ENSURE ACCESS  
As part our standard network development process, we employ the state-of-the-art 
mapping tools of a well-respected industry leader to achieve and monitor network 
adequacy. We further ensure we are able to offer an appropriate range of services and 
mix of providers by analyzing published reports encompassing community needs 
assessments and health disparities such as the “Burden of Chronic Care in Nevada.” We 
also use information gathered during meetings with providers, advocates and essential 
community providers to determine demographic variances, population needs and 
shortage areas to refine our network development strategy.  


 


On an ongoing basis to maintain network adequacy, in addition to population/provider 
demographic data, we will analyze data such as the following to determine network 
adequacy and compliance and to ensure we are meeting network standards for all 
provider types: 


 County level network adequacy analyses and Provider Network Adequacy and 
Capacity Reports with integrated subcontractor data to identify any new gaps in 
coverage related to location. The analyses include assessing availability of PCP’s 
and key specialty types identified by claims volume or other sources  


 Member demographic analyses results to identify potential gaps based on 
identified disparities  


 Provider profiling information to evaluate the quality of existing network providers 
to determine if additional providers should be added  


 Single Case Agreement (SCA) requests and Out-Of-Network (OON) utilization 
reports to determine gaps and if a contracting possibility exists. We will also 
review OON claims volume to identify any trends by region or provider type. We 
simultaneously review member utilization to identify causes of OON use.  


 Network adequacy against QOC-established PCP and Specialty Care Practitioner 
(SCP) to member ratios.  


 Utilization increases by region and county and the attributable causes  


 Consumer Assessment of Healthcare Providers and Systems (CAHPS), Provider 
Satisfaction and other survey results to identify member access and provider 
satisfaction issues  


 Member Grievance and Provider Complaint Reports to identify access to care 
issues  


 Member geographic movement trends that may impact contracted providers  


 Feedback received from Advisory and Joint Oversight Committee meetings  


 Feedback from provider exit surveys regarding access issues  


 Cultural competency and sensitivity assessments to assess and compare the 
primary language of non-English speaking members with the language 
capabilities of our network providers  
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 Closed Panel reports and results of appointment availability audits to identify 
open panel and other access issues.  


 


Description of Mapping Software Tool. We will administer the Medicaid and Nevada 
CheckUp Programs using our enterprise Management Information System (MIS) operated 
on our behalf by our parent, with software components for all aspects of provider geo-
access reporting as well as provider contracting, service and network management. Our 
MIS also incorporates member service and data management components, and is 
completely interoperable with our subcontractors, allowing us to integrate geographic 
provider and member data across our entire operation for our mapping reports. 


 


Our geomapping software has the following capabilities: 


 


Generate Reports Based on Physical Address. The software includes a module that 
draws maps from actual physical member and provider addresses to create a more 
detailed, precise picture of distance and accessibility. If a provider street address cannot 
be exactly geocoded, our system’s module assigns each provider a location based on 
population distribution within that ZIP code. Physicians are typically classified by their 
primary specialty only, and providers at the same address are geocoded for the same 
physical location. We map members either by their addresses or a count of members 
within the zip code.  


 


Generate Reports Based on Provider Type Mapping and Physical Address. Our MIS 
houses core provider demographic, location, type, specialty, affiliation, contract, network 
participation status, and other administrative data about our providers. The central 
provider data source in our MIS supports such functions as Provider Service, Claims 
Processing, Provider Directory, Provider Portal support, Care Management, provider 
network data extracts, and geomapping. For all these application needs, our MIS must 
maintain “Provider Type” granularity.  


 


In addition, each month our subcontractors electronically send to us their provider 
network data, with support for these provider types: general dental and dental 
subspecialty; pharmacies, and vision. To produce our mapping reports, we electronically 
merge our subcontractors’ provider network data with our own, allowing us to produce 
reports with all the provider type categories listed above. We can also report on 
Therapists by Physical, Occupational and Speech provider type, and, map and report on 
any Out-of-Network providers, as needed, that we (or our subcontractors) have in our 
files.  


 


House Operating Hours by Provider Servicing Location. We can collect and 
integrate this information, including from our subcontractors, allowing us to feed this 
data to our system and report full-time provider locations in our network adequacy 
reports. Our system can also calculate distance to providers, using the maximums for 
the amount of time it takes a member, using usual travel means in a direct route, to travel 
from their home to the provider. 


 
Customizable Exception Reporting. This feature allows our Contracting staff to produce 
access analysis reports to highlight any network adequacy issues at State, Region, 
County, City, ZIP code and provider type level, for both graphical and thematic maps as 
well as tabular listing reports. The exception reports look at the number, type, and 
location of providers compared to member residential locations highlighting any 
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variance to network access standards. We can filter the data analyzed, including member 
type (Children, Adults), provider Panel Status (Open, Closed, Open and Closed), provider 
type(s) so that we can zero in on any specific network adequacy issue.  


 


GEOMAPPING PROCESS  
In order to determine capacity in accordance with access standards, we estimate the 
number of members in each service area by using anticipated member enrollment by Zip 
Code location. Next, we map anticipated members to contracted provider locations by 
each major specialty type outlined in the RFP (taking into consideration the unique 
needs of the population gathered as described above). To ensure compliance with time, 
distance and adequacy standards, we incorporate each standard into a set of “input” 
data that quickly produces reports illustrating our level of network adequacy. Typical 
geo-mapping input data includes member location, providers (with open panels) by type 
(PCP, hospital, specialist, etc.), RFP requirements (a PCP within 25 miles from the 
member residence) taking into account anticipated methods of transportation. Though 
not a requirement, we also will measure distance between our members and specialists 
to ensure members can easily access needed specialty care within a reasonable period 
of time.  


 


Additionally, we develop ratios to ensure we have the correct number of providers to 
members as outlined in the RFP (1 PCP to 1,500 members, etc.) and perform ongoing 
analysis to ensure at least 50% of our PCPs have open panels in each geographic service 
area. We will also apply the specialty requirements of 1 specialist to 1,500 members 
ensuring members have access to at least two specialists/subspecialists (within each 
specialty category) within their service areas. Pre Go Live, we will run geo-mapping 
reports no less than weekly to monitor network build progress. We will submit adequacy 
reports in the format prescribed by the State upon contract award. 


 


After go live, we will continue to generate reports no less than quarterly to continuously 
confirm our network meets all member needs and DHCFP network adequacy 
requirements. In addition, we will use detailed heat maps that overlay provider density 
with member locations to uncover shortage areas. 


 
ADDITIONAL DATA ANALYSIS 
On an ongoing basis, we also will complete additional analysis to measure the languages 
spoken by providers and their staff, to ensure we can provide sufficient accessibility for 
all members.  
 
CORRECTIVE ACTION PROCESSES TO ADDRESS NETWORK DEFICIENCIES  
When we identify a network deficiency resulting from geo-access mapping or other data-
driven analyses, which are typically due to scarcity or distribution of providers, we will 
initiate targeted recruitment and analyze geo-access and other data before and after 
correcting the problem to validate the effectiveness of our approach. If gaps are 
identified, our Contracting Team will develop a recruitment plan for the applicable 
provider type. The Contracting Team will also plan future network expansion using data 
from our network access and availability surveys. Recruitment plans incorporate 
strategies such as:  


 Targeted Recruitment. The Contracting Team will identify and recruit potential 
providers through sources such as the State Medical Examining board and local 
Medical Societies. We also may use consulting support to help new providers set 
up a practice in targeted areas.  
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 Ask Providers To Increase Panels. It will be our policy to ask primary care 
providers (PCPs) to open their panels to new members, or to relatives or siblings 
of members they already see. We will also encourage our contracted specialists to 
serve more members or expand their scope of services when feasible.  


 Promote Physician Extenders. Our Contracting Team will educate providers about 
the benefits of physician extenders to increase practice capacity. 


 Follow Local Patterns of Care. When a needed provider is not available within a 
community, we will identify and recruit providers in adjacent areas that typically 
serve that community.  


 Encourage Out-of-Network Providers to Enroll in Nevada Medicaid Programs. We 
will regularly utilize Nevada’s occupational and professional licensing board 
records to identify potential new providers for the network. We will actively recruit 
these providers through onsite meetings to introduce them to our health plan and 
the Nevada Medicaid and Check Up Programs. 


 Authorize Out-of-Network Care. If a provider type needed by an individual member 
is not available, or in some instances if the referring physician or member 
requests services from an out-of-network provider, we will authorize out-of-
network services as long as the services are medically necessary.  


 
INITIATING PROVIDER CORRECTIVE ACTION TO ENSURE ACCESS 
Our process for addressing provider non-compliance begins with issue identification, 
provider POC, post POC monitoring, and peer review processes, whether that non-
compliance involves failure to meet access standards, quality issues with services, 
recredentialing issues, or failure to comply with any other standards or contractual 
requirements. We describe our general approach to corrective actions in our response to 
RFP 3.7.2.8. 


 


For example upon identifying an issue with appointment standards, our Provider 
Engagement Specialist (PES) will visit with non-compliant providers face-to-face, identify 
barriers to compliance in a collaborative fashion, and agree on specific interventions. If a 
provider fails to improve, our PES requires a written Plan of Correction (POC) outlining 
the steps and processes the provider will implement to bring the practice into 
compliance. 


 
Figure 1: Process for Addressing Non-Compliance  


 
 


We are committed to access and quality for our members, and will take corrective action 
should this process fail to satisfactorily resolve issues. Specific actions may include 
more intensive monitoring, additional training, freezing the provider’s panel or 
enrollment status, or the potential for termination, depending upon the magnitude of the 
problem or lack of correction. 


 


We describe our process for monitoring compliance and taking corrective action related 
to failure to meet access standards, such as appointment and wait time standards, in 
more detail in our response to RFP 3.7.5.8. 
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We describe our process for monitoring compliance and taking corrective action related 
to failure to meet medical management standards, such as Clinical Practice and 
Preventive Health Guidelines, Utilization Standards, and community standards of care, in 
more detail in our response to RFP 3.7.6.5 and RFP 3.10.8.4 – 3.10.8.6.  


 
3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and address 
issues and opportunities to improve health care access and availability for Medicaid and CHIP recipients.  


 


We affirm our compliance with 3.7.5.3, and our commitment to partnering actively with 
DHCFP, community providers, and stakeholders to improve health care access and 
availability for our members. We look forward to working with these partners to identify 
and develop creative opportunities to address issues and improve access to care. 


 


As an experienced Medicaid managed care organization, we recognize the value 
partnerships with state Medicaid agencies, community providers, and stakeholders can 
provide. We have solid relationships with FQHCs, RHCs, and public health departments 
in our service areas in each of our markets as well as state based agencies, including the 
State Medicaid Agency.  


 


We recognize the expertise of these providers in serving Medicaid members and seek out 
opportunities to learn from their experience and partner on innovative programs to 
improve access.  Essential community providers have historically demonstrated a 
commitment to serving low-income, underserved populations who make up a significant 
portion of our members, providing access regardless of income and often on a sliding 
fee scale. They understand the challenges these individuals face accessing care, 
whether that is transportation, language barriers, time off work for medical 
appointments, ability to afford services, or other access issues. 


In Nevada, we have been meeting and brainstorming with a wide variety of community 
providers and stakeholder organizations. We have begun contract negotiations with 
many community providers and will continue in good faith to obtain agreements 
wherever mutually agreeable. See our response to RFP 3.7.3.4 and RFP 3.7 for 
information on the status of our contracting efforts.  


 


We are also exploring innovative partnerships with these community providers and 
stakeholders to improve access. We provide examples of these developing partnerships 
as follows:  


 


PARTNERING WITH SCHOOL DISTRICTS AND FQHCS TO IMPROVE ACCESS. 
In our experience, working with school-based health clinics provides opportunities to 
improve access to care for our members, offering opportunities for important screening, 
preventive, and primary care services in an accessible and convenient location.  


 


We have met with the Clark County School District (CCSD) and will work to collaborate 
on not only expanding access to primary care services, but the many other shared goals 
such as nutrition, health/wellness, vision and literacy programs. In addition, we are 
coordinating with FQHCs such as First Person to support the delivery of care at the 
schools. We have also executed an LOI with Eyecare 4 Kids which allow more CCSD 
students to receive much needed vision services, work to increase the number who 
receive State mandated vision screenings and in the long term reduce the number of 
students who suffer academically because of poor vision. In Washoe County, we have 







304 
 


met with the Washoe County School District (WCSD) and have discussed ways in which 
our partnership with Community Health Alliance, who provides care in five schools, can 
maximize point of service opportunities and develop a continuum of care health plan to 
guarantee timely access, care coordination and follow up.  Similar to Clark, we want to 
take an approach to support and sponsor events with the schools as well as those who 
provide health care services in the schools. Because the FQHCs are actively engaged 
with the schools, we would like to pursue establishing bi-lingual telehealth sites in 
school locations. As a result of our discussions with the School Districts, we have 
already partnered with Immunize Nevada to be a major sponsor of the “Back to School 
Immunization Program”. 


 


PARTNERING WITH HEALTH DISTRICTS AND COMMUNITY PARTNERS TO 
IMPROVE ACCESS 
In addition to working with school based clinics, we will partner with public health 
leadership to help the local health districts improve the effectiveness of their crisis 
management teams, connecting the teams to medical personnel, reducing reliance on 
EMS, and providing individuals an opportunity to enroll in Medicaid and transition to a 
primary care home. Access to a health care provider and coverage through our MCO will 
improve individual’s ability to obtain ongoing health care services. 


 


For example, we will partner with HELP of Southern Nevada (HELP), an organization 
which is largely funded by the Southern Nevada Health District, Clark County, and similar 
government grants. HELP’s crisis management team identifies and outreaches to people 
experiencing homelessness, providing assistance with Medicaid determination and 
enrollment, and access to physical, behavioral and substance abuse care as well as 
housing, clothing and food. We are interested in partnering with them to locate and treat 
our homeless members who are high risk and/or have substance abuse disorders. 


 
3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations 
through county and state public health clinics. 
 
 


We affirm our compliance with RFP 3.7.5.4 and will assure access through county and  


state public health clinics to health screenings, reproductive services, and 
immunizations. We will contract for clinic services with the local health districts in Clark 
County, the Southern Nevada Health District, and Washoe County, the Washoe County 
Health District and will establish MOUs or other partnering arrangements with state 
entities such as Nevada’s Division of Public and Behavioral Health.  


 


PARTNERING WITH HEALTH DISTRICTS TO ASSURE ACCESS 
We are committed to developing a smoothly functioning partnership with the leadership 
and front line staff of Nevada's Division of Public and Behavioral Health, Southern 
Nevada Health District, and Washoe County Health District based on our shared goals for 
improving the health of all Nevadans. We will work closely with the local health districts, 
proactively helping them identify any unmet needs for their programs and any 
opportunities for our MCO to assist them expand their services. We have helped health 
departments in other states improve public health measures through collaborations such 
as: improving healthy birth spacing via our Long-Acting Reversible Contraception 
(LARC) program; increasing access to Maternal Fetal Medicine in rural areas; and 
partnering to increase educational opportunities and wellness events at health 
department facilities.  
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Partnering with Crisis Management Teams. For example, we will work with public health 
leadership to help the local health districts improve the effectiveness of their crisis 
management teams, offering assistance with connecting the teams to medical personnel, 
reducing reliance on EMS, and providing individuals an opportunity to enroll in Medicaid 
and transition to a primary care home. Access to a health care provider and coverage 
through our MCO will improve individual’s ability to obtain ongoing preventive care, with 
access to screenings, reproductive services and immunizations for people experiencing 
homelessness.  


 


In Clark County we will partner with HELP of Southern Nevada (HELP). HELP’s crisis 
management team identifies and outreaches to adults and youth experiencing 
homelessness, providing assistance with Medicaid determination and enrollment, and 
connecting individuals to healthcare services such as screenings, reproductive services, 
and immunizations. We will collaborate with HELP to educate and deliver services to our 
members through HELP and its affiliates. Our partnership with HELP will also include: 
medical staff assistance for HELP’s Crisis Management Team to reduce reliance on 
emergency services; support and assistance with community activities and programs; 
and sponsorship of HELP programs and those of HELP partners.  


 


Ensuring Access to Health Screenings, Reproductive Services and Immunizations. We 
will partner with the Southern Nevada Health District, Washoe County Health District and 
Nevada Division of Public and Behavioral Health to promote access to health screenings, 
reproductive services and immunization services. Below are highlights of the programs 
offered by each partner, with whom we will collaborate to further promote expanded 
access to these services:  


 


 We will actively partner with and promote programs and clinics hosted by the 
Southern Nevada Health District, including the District’s Back to School Vaccine 
Clinic, Childhood Lead Poisoning Screening Clinic, Family Planning Clinic / 
Sexual Health Clinic, Flu Vaccine Clinic, Healthy Kids Exams, and Women's Health 
Connection 


 We will collaborate on an ongoing basis with the Washoe County Health District, 
which sponsors programs and clinics including Teen Health Mall, Sexual Health 
Program, Family Planning Clinic, and an Immunization Program, to identify 
opportunities for further expanding access to these services to our members 


 We will promote the Nevada Division of Public and Behavioral Health’s Cocooning 
Program, which aims to immunize parents of newborns, VFC Program, and 
Immunization Program 


 


COORDINATING PROVIDERS AND CLINICS TO ASSURE ACCESS 
In addition to developing relationships with health department clinics, we will assure 
access by promoting coordination among network providers and Nevada's public health 
programs and clinics. We will require network PCPs to participate in the VFC program 
managed by the Nevada State Health Division; will hold PCPs accountable for 
coordination of enrolled recipient's health care including the preventive services offered 
by health district clinics; and require data sharing with Nevada WebIZ, the statewide 
immunization information system for Nevada. 


 
3.7.5.5 Promotion of care management and early intervention services shall be accomplished by 
completing welcome calls and/or visits to new recipients. This method ensures that an orientation with 
emphasis on access to care, choice of PCP and availability of an initial health risk screening occurs 
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proactively with each recipient who becomes enrolled. If a screening risk level determines need for further 
care management a care management referral will be completed.  


 
We will promote care management and early intervention in part through providing a 
welcome call or visits to new members to provide education on appropriate access and 
the assistance we can provide in connecting them to needed care. We also will complete 
a Health Risk Screening (HRS) to identify and refer members who may need care 
management and/or early intervention services, including those who currently have or 
are likely to experience catastrophic or other high-risk conditions.  
 
COMPLETING WELCOME CALLS/VISITS  
We will make Welcome Calls to provide an orientation with an emphasis on appropriate 
access to care, assist with PCP selection, and complete a Health Risk Screen for all new 
members. For pregnant members and adults and children with special health care needs, 
we will do so within 30 calendar days of enrollment, and for all other members within 90 
calendar days of enrollment. For high risk members, our outreach staff will attempt to 
complete a Welcome Visit within 30 calendar days of enrollment.  
 
Recognizing that not all members respond to the same approach, we have developed 
outreach and education strategies to take advantage of every opportunity and member 
interaction and to meet members where they are. These strategies include but are not 
limited to: 


 Outreaching multiple times at different days and times, including evenings and 
weekends. 


 Creating flags in our system for members we have been unable to reach, so that if 
they call us, our staff is alerted to provide appropriate orientation and assistance. 


 Coordinating with providers, pharmacies, and community resources to meet 
members at the point of service. 


 Hosting and participating in community outreach and member education events. 


 Offering key information on our Member Portal and member mobile applications 
about appropriate access, the importance of a PCP and how to select one, the 
importance of and how to complete the HRS, and how to contact us for 
assistance. 


 Outreaching to members in their homes and communities using local community 
health workers in our member outreach program. 


 Working with local homeless shelters and other community organizations that 
serve homeless individuals for assistance in locating and outreaching to these 
members.  


 
During the first 90 days of implementation and during open enrollment periods, we will 
schedule New Member Orientation meetings at community locations such as FQHCs, 
homeless shelters, community centers, and other locations within our members’ 
neighborhoods as part of our “meet members where they are” strategy. We will send new 
members a personal invitation to attend the meeting, at which we will provide 
information including but not limited to that provided during Welcome Calls/Visits. Our 
outreach staff will be available to answer questions, provide intensive face-to-face 
support and education, and assist members to complete the HRS. 
 
EMPHASIZING ACCESS TO CARE AND PCP CHOICE  
We use the Welcome Call/Visit as an opportunity to educate members on appropriate 
access to care and the importance and role of the PCP. We will educate members about 
covered benefits and their rights and responsibilities, and provide an overview of the 
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benefits and services available to the member as well as the assistance we can provide 
to help them access care. We will discuss member confidentiality and provide 
information about how to access free oral interpretation and written translation services, 
if needed. Members will be oriented to the concept of patient-centered care and the 
importance of integration of care, as well as the importance of selecting and engaging 
with their PCP and scheduling preventive services. Our staff will determine whether the 
member already has a relationship with a PCP, and if needed, will assist them to select a 
conveniently-located PCP who meets their needs and preferences, such as gender and 
languages spoken. We also will provide assistance in scheduling an appointment. We are 
able to schedule the appointment in real-time while on the phone with the member using 
our Appointment Wizard, which is integrated with our enterprise Management 
Information System (MIS). Appointment Wizard employs secure, web-based technology 
to allow any of our staff who have telephonic or face-to-face contact with members to 
instantly schedule appointments for our members with their provider, for the most 
convenient available time for our members. Our staff have access to Appointment Wizard 
from their desktops, laptops, or mobile devices, and can set up appointments instantly 
while on the phone or while meeting with members, without the need for multiple calls 
to/from provider offices. Our MIS securely updates Appointment Wizard with the latest 
member contact and PCP information, allowing us to issue appointment reminders to our 
members via text, secure e-mail, voice phone call, or hard copy letter, based on member 
preference. In addition, our staff can securely attach documentation to the member 
appointment in Appointment Wizard for specific care gaps (such as recommended 
EPSDT and chronic condition services). Appointment Wizard supports the health 
industry standard appointment scheduling interface for integration with a provider's 
Electronic Medical Records (EMR) system, which allows such providers to process our 
member appointments directly within their EMR. 


 
INITIAL HEALTH RISK SCREENING  
We will provide a health risk screening (HRS) to all members upon enrollment to identify 
members potentially in need of Care Management and/or early intervention services, 
including those who currently have or are likely to experience catastrophic or other high-
risk conditions. As further described in our response to requirement 3.10.20.2.B.1, we 
will make at least three attempts to complete the HRS and, if we are unsuccessful, 
document the barriers to completing the HRS and how those barriers will be overcome.  
 
Our HRS is a concise tool to identify physical, BH, social, functional, and other needs, 
and determine potential need for care management, coordination assistance, and 
interventions to prevent, delay, or minimize health conditions. We will work with the 
member to complete the HRS and determine if the member is pregnant, undergoing 
treatment or has a chronic condition, and identify barriers to accessing care (e.g., 
transportation needs, mobility limitations) or any special health care needs or 
accommodation needs. We also will provide assistance in obtaining needed referrals, 
such as for the Special Supplemental Nutrition Program for Women, Infants, and 
Children (WIC) program. 
 
Our experience with low-income populations has shown that successfully reaching new 
members for health screening requires repeated attempts using multiple strategies and a 
strong tracking process. Members may complete the HRS via telephone, electronically 
through our secure Member Portal, by mail, in person, or via our convenient mobile 
application, which puts a wide variety of information and tools at their fingertips. We will 
mail all new members a Welcome Packet as part of our Member ID card mailing which 
will include a letter explaining the importance of the HRS tool and instructions for 
completing it. The packet also will notify the member that they will receive a call from us 
to help them complete the HRS, if not already done. New member information will also 
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describe our member rewards program which provides incentives for completing the 
HRS in a timely manner, and provides instructions and a convenient link for completing it 
through our secure Member Portal. Our rewards program has been effective in 
encouraging members in our affiliate plans to complete the assessment in a timely 
manner. Members with special needs may receive a home visit to complete the HRS. In 
addition, we will use follow up calls and mail reminder postcards asking the member to 
call us about their health care needs. If the member submits an incomplete HRS through 
mail or the Member Portal, our staff will reach out to the member to assist them in 
completing it. If we are unable to reach at-risk members, our outreach staff will attempt to 
locate the member. We will make at least three attempts to contact the member, using 
different methods and on different days of the week/times of day, to ensure we complete 
the HRS within required timeframes. This will include working with providers to ensure 
we have accurate contact information and collaborating with community organizations 
who may know the member and their location (such as working with homeless shelters 
to determine a member’s possible location). 
 
CARE MANAGEMENT REFERRALS 
Members with immediate needs, as identified through the HRS or other methods, will be 
referred to Care Management for follow up. A Care Manager will contact the member to 
complete a comprehensive assessment of their physical, BH, functional, social and other 
needs and help address any immediate issues or concerns. See our response to 
requirement 3.10.20.2 for detail on our outreach, comprehensive assessment, and care 
planning processes. For low-risk members, a Program Coordinator will contact the 
member within two weeks of identification to identify and address care coordination 
needs, such as assistance scheduling appointments and transportation and making 
linkages to community services.  


 
3.7.5.6 Maintain an adequate network that ensures the following: 


 


We will maintain an adequate network that ensures the required FTE ratios for PCPs in 
our network. We will apply these ratios considering all lines of business for the provider, 
including Medicaid, Nevada CheckUp, Health Exchange, Medicare, and commercial lines 
business. We will increase the ratio from 1:1500 to 1:1800 for PCPs who practice in 
conjunction with a health care professional such as an Advanced Practice Nurse (APN) 
or Physician’s Assistant (PA). 


 


We will calculate the FTE ratios for PCPs by using our data for member assignment to 
PCPs, combined with data self reported by PCPs regarding their members from other 
lines of business, through survey process and/or information provided on the enrollment 
application. We will determine which ratio to apply as part of our credentialing and 
application processes, which provide information that allows us to link mid-level 
practitioners to physicians in our Provider Data Management (PDM) System. We require 
mid-level practitioners to produce an application including a collaboration agreement 
with their supervising physician.  


 


We will ensure compliance with the PCP FTE requirements as part of our network 
adequacy processes described in detail in Question B. below. We also will comply with 
the 25 mile rule which requires that the member’s PCP or Primary Care Site (PCS) be a 
reasonable distance from the enrolled member’s place of residence, but not more than 25 
miles per NAC 695C.160 without the written request of the recipient; and will offer every 
enrolled member a behavioral health provider located within a reasonable distance from 
their place of residence. See our response to RFP 3.6.3.2 for a discussion of our 
compliance with the reasonable distance/25 mile rule. 
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B. PCP Network Requirements  
Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting eligible 
recipients per service area. This ratio cannot exceed the FTE requirement. In no case may a single 
provider accept more recipients than allowed by the FTE requirement. 


 


We will demonstrate that the capacity of our PCP network meets, and does not exceed, 
all FTE requirements pre Go Live, on an ongoing basis, and whenever requested by 
DHCFP. We will ensure that no single provider accepts more members than allowed by 
FTE requirements. 


 


DEMONSTRATION OF PCP CAPACITY 
We will demonstrate (by providing documentation of our network development progress/ 
status to DHCFP in the format specified by DHCFP) that we have capacity to serve the 
expected enrollment in our service area in accordance with State access standards for 
care at the time we enter into a contract, and any time there is a significant change in 
operations that impacts services. This document will include information that 
demonsrates our ability to meet PCP FTE requirements for accepting eligible members in 
the Washoe and Clark County Services Areas.  


 


We will generate reports to continuously demonstrate our PCP network meets all 
member needs and DHCFP network adequacy requirements, including PCP FTE ratios. 
We will provide this data in DHCFP prescribed format in Attachment T, and will 
coordinate with DHCFP to provide any additional information needed. 


We will recruit and maintain a comprehensive statewide network of PCPs to meet the 
health needs of Nevada Medicaid and Check Up members. Our Network Development 
staff will conduct formal assessments of PCP adequacy on a regular basis to ensure all 
primary care services are available and accessible to our members. We will evaluate 
network adequacy in accordance with established standards for distance, provider to 
member ratios, and provider quality. We will use the results of these network 
assessments and audits to monitor the effectiveness of our PCP recruitment plans in 
order to address coverage gaps and ensure members have access to needed primary 
care. 


 


See our response to 3.7.2.11, where we provide a high level overview of how we measure 
and determine PCP network adequacy, and ensure the appropriate range of preventive 
and primary care services, and maintain a network of PCPs that is sufficient in number, 
mix, and geographic distribution in each service area. Also, see our response to 3.7.5.2 
for a high level overview of how we use geomapping and other data to measure and 
determine PCP network adequacy. 


 


MONITORING PROVIDER COMPLIANCE WITH PCP RATIOS 
In addition to network adequacy analyses, we will ensure through our contracting, 
contract compliance, and PCP assignment processes that no single provider may accept 
more members than allowed by the FTE requirement.  


 


Our Provider Contract provisions will require PCPs to comply with open panel and 
network participation requirements, including the prohibition on accepting patients in 
excess of the FTE requirements. Our Vice-President, Compliance will review all Provider 
Contracts to ensure compliance with all State requirements. See our response to 3.7.6.2 
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for a discussion of our process for ensuring our Provider Contracts meet all 
requirements.  


 


Our PCP assignment process will take into account FTE requirements to ensure that 
providers are not assigned more members than allowed using a systematic assignment 
methodology. We will configure our Provider Data Management system to capture and 
track all contractual and regulatory requirements related to PCP FTE requirements.  


 
C. Primary Care Provider Participation  
Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must contractually 
agree to accept eligible recipients. At least fifty percent (50%) of the aforementioned PCPs must accept 
eligible recipients at all times. If the vendor has a contract with a Federally Qualified Health Center 
(FQHC) and/or the University of Nevada Medical School, the physicians of the MCOs can be counted to 
meet the fifty percent (50%) participation and fifty percent (50%) acceptance requirement. The DHCFP or 
its designee may audit the vendor’s network monitoring tool for compliance. 


 


Our contracting processes will ensure that at least 50% of all of our Network PCPs in 
each geographic service area, Washoe County and Clark County, contractually agree to 
accept eligible members. As part of our network monitoring processes for open and 
closed panels, we will measure compliance to ensure that at least 50% of the PCPs who 
have agreed to accept eligible members are accepting new members at all times. We will 
make available to DHCFP, or its designee, our network monitoring tools for audit, upon 
request. We affirm our compliance with all requirements of RFP 3.7.6.5 Question C, 
including those related to counting FQHC and University of Nevada Medical School 
compliance. 


 


As part of our standard contracting processes, our Provider Contract provisions will 
address all requirements included in this RFP related to PCP compliance with network 
participation and open panel requirements, including DHCFP’s 50% participation and 
acceptance requirements. Our Vice-President, Compliance will ensure all provider 
agreements comply with all State requirements.  


 


To identify open panel access issues, we will analyze data such as closed panel reports 
and results of appointment availability audits to determine PCP compliance. See our 
response to RFP 3.7.5.8 for a discussion of our appointment availability audit tools and 
processes. In addition, a core eligibility criterion for any of our P4P and Value Based 
incentive programs is continuous open panel status.  


 
D. Physician Specialists 
 
The vendor must provide access to all types of physician specialists for PCP referrals and it must employ 
or contract with specialists in sufficient numbers to ensure specialty services are available in a timely 
manner. The vendor should provide access to at least two specialists/subspecialists in their service area. 
The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) specialist per one thousand 
five hundred recipients per service area (1:1500). 
 
These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of physician 
specialist availability by specific service area. 
 
If a recipient is unable to arrange specialty care from network provider, the vendor must arrange for 
services with a provider outside the vendor’s network. 
 
We affirm our compliance with 3.7.5.6 Question D and will meet minimum ratio 
requirements for network specialists and subspecialists. We will work with DHCFP to 
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adjust ratios for under-served areas should the analysis of physician 
specialists/subspecialist availability by the Washoe and Clark County service areas 
indicate the need to do so. We will arrange services with out-of-network (OON) and out-
of-state (OOS) providers when needed to provide access to medically necessary 
specialty/subspecialty services. 
 
NETWORK ADEQUACY OF SPECIALTY / SUBSPECIALTY PROVIDERS 
As discussed in our response to Question B. above, we will maintain a comprehensive 
statewide network of specialists and subspecialists to meet the health care needs of 
Nevada Medicaid and Check Up members. We also will maintain access to dentists, 
including pediatric dentists and oral surgeons, as needed to provide covered dental 
services and emergencies, in accordance with the requirements in Attachment T. Our 
Network Development staff will conduct formal assessments of network adequacy on a 
regular basis to ensure all required specialty services are available and accessible to our 
members. We will evaluate specialist network adequacy in accordance with established 
standards for distance, specialty distribution, provider to member ratios, and provider 
quality. We will use the results of these network assessments and audits to monitor the 
effectiveness of our specialist recruitment plans in order to address coverage gaps and 
ensure members have access to needed specialty care.  
 
Understanding that Nevada has designated health provider shortage areas (HPSAs), we 
will continuously focus on meeting members’ needs by closing gaps with the addition of 
new providers, execution of single case agreements, and providing access to out of 
county and, as appropriate, out of state providers. 
 
See our response to 3.7.2.11, where we provide a high level overview of how we measure 
and determine specialty network adequacy, ensure the appropriate range of specialty 
services, and maintain a network of specialists and subspecialists that is sufficient in 
number, mix, and geographic distribution in each service area. 
 
ACCESS TO OON AND OOS SPECIALTY/SUBSPECIALTY PROVIDERS 
When our members cannot access medically necessary specialty/subspecialty care 
within our network, or it is in the member’s best interest to obtain these services from an 
OON specialty/subspecialty provider, we will provide adequate and timely OON care for 
as long as we are unable to provide it through contracted providers, or until it is clinically 
appropriate to transition the member to a network specialist. At all times, our staff will 
coordinate all covered benefits, including those delivered by OON specialty providers. 
See our description of coordination of care with OON specialty providers in our response 
to RFP 3.4.9.1. 


 


When a member requires services from an OON specialist, a UM Nurse will refer the 
request for a Single Case Agreement (SCA) and recruitment into the network to our 
Contracting Department. See our response to RFP 3.7.6.2 for a description of our 
contracting processes, including for OON specialty providers. We will expeditiously 
negotiate SCAs with specialists/subspecialists to ensure timely access. Our Contracting 
Team will initiate negotiations with the OON specialist/subspecialist within 24 hours after 
the Medical Management Department identifies the need. They will typically complete the 
SCA process within 24 hours for urgent situations and 72 hours for non-urgent.  


 


We are committed to ensuing geographic access for members to OON specialists/ 
subspecialists, as close as possible to the member’s home. When identifying OON 
specialists to meet a member’s needs, we will exhaust all OON providers located within 
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25 miles of the member’s address before contracting with OON providers located further 
then 25 miles. 


 


Also as required by RFP 3.6.2, we will maintain a Member Services Department that 
includes a concierge service, our Member Experience Team (MET), that personally 
assists members to find a service provider including an OON specialists when 
necessary. For example, our MET staff will work with members to identify and schedule 
an appointment with an OON specialist willing to provide services and located within 25 
miles of the member’s address. See our response to RFP 3.6.2 for a discussion of our 
approach to providing concierge services. 


 
3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, 
as follows: 
 
A. Emergency Services  
 
Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) days a 
week, with unrestricted access, to enrolled recipients who present at any qualified provider, whether a 
network provider or an out-of-network provider.  
 
B. PCP Appointments 
 
1. Medically necessary, primary care provider appointments are available within two (2) calendar days;  
 
2. Same day, urgent care PCP appointments ; and 
 
3. Routine care PCP appointments are available within two (2) weeks. The two (2) week standard does 
not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for visits 
less frequently than once every two (2) weeks. 
 
C. Specialist Appointments 
 
For specialty referrals to physicians, therapists, behavioral health services, vision services, and other 
diagnostic and treatment health care providers, the vendor shall provide: 
 
1. Same day, emergency appointments within twenty-four (24) hours of referral; 
 
2. Urgent appointments within three (3) calendar days of referral; 
 
3. Routine appointments within thirty (30) calendar days of referral; and  
 
4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 
 
D. Prenatal Care Appointments 
 
Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 
 
1. First trimester within seven (7) calendar days of the first request; 
 
2. Second trimester within seven (7) calendar days of the first request; 
 
3. Third trimester within three (3) calendar days of the first request; and 
 
4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor or 
maternity care provider, or immediately if an emergency exists. 
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We affirm our compliance with DHCFP's Appointment Availability Standards for 
emergency services and for PCP, specialist, and prenatal care appointments, as required 
by RFP 3.7.5.7. Questions A through D. We will ensure that enrolled members' access to 
covered services is consistent with the degree of urgency. In our response to RFP 3.7.5.8 
below, we describe our approach to monitoring compliance and implementing a Plan of 
Correction (POC) or provider Corrective Action Plan (CAP) whenever needed to ensure 
standards are met. 


 


In compliance with 3.4.2.14, our written policies and procedures also describe how 
members and providers can obtain urgent coverage and emergency services after 
business hours and on weekends, which includes provision of direct contact with 
qualified clinical staff. Urgent coverage means those problems which, though not life-
threatening, could result in serious injury or disability unless medical attention is 
received. 


 


We will adopt and monitor providers according to the following DHCFP standards for 
Appointment Access and Wait Times: 


 
Table 1: Appointment Access Standards 


Appointment Type Access Standard 


Emergency Services Immediately, 24 hr / 7 days per week 


PCP (medically necessary) Within 2 calendar days 


PCP (urgent care) Same day 


PCP (routine care) Within 2 weeks (except chronic medical condition) 


PCP (monitor chronic medical condition) According to schedule, which may be less often 
than every 2 weeks 


Specialist (emergency referral) Same day, within 24 hours of referral 


Specialist (urgent referral) Within 3 calendar days of referral 


Specialist (routine referral) Within 30 days calendar days of referral 


Prenatal Care (first trimester) Within 7 calendar days of first request 


Prenatal Care (second trimester) Within 7 calendar days of first request 


Prenatal Care (third trimester) Within 3 calendar days of first request 


High-risk pregnancy Within 3 calendar days of identification  
Immediately if emergency 


Office wait times No more than 1 hour from scheduled appointment 
Exceptions for emergency, urgent cases, discovery 
of serious problems, or unanticipated needs (see 
3.7.5.9) 


 


We will ensure unrestricted access to emergency services for enrolled members who 
present at any qualified provider, whether a network provider or an out-of-network (OON) 
provider, as required by RFP 3.7.5.7. Question A. 
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Also, as required by RFP 3.7.5.7.Question B, We will comply with DHCFP standards for 
specialist appointments, defined as applicable to specialty referrals to physicians, 
therapists, behavioral health services, vision services, and other diagnostic and 
treatment health care providers. We will allow access to a child/adolescent specialist if 
requested by the parents. 


 


We will ensure that initial prenatal care appointments are provided for enrolled pregnant 
members in compliance with standards at RFP 3.7.5.7.Question C. We will ensure that 
standards for high-risk pregnancies are triggered by identification of high risk by our 
case management or medical management staff or by the maternity care provider.  


 
3.7.5.8 Appointment Standards 
 
The vendor shall have established written policies and procedures: 
 
A. Disseminating its appointment standards to all network providers, and must assign a specific staff 
member of its organization to ensure compliance with these standards by the network.  
 
DISSEMINATION OF APPOINTMENT STANDARDS 
We will develop and maintain policies and procedures related to appointment standards. 
In addition, we will disseminate appointment standards to all network providers through 
our Provider Contract, and through the methods described below. We will require our 
subcontractors responsible for managing provider networks to comply with the same 
standards. 


 


We will educate all network providers about appointment access and wait time standards 
during our new provider orientation, ongoing workshops and training programs, in our 
Provider Manual, and on our website. In addition, we will continue to use regular e-mail 
“blasts” and Provider Newsletters to remind network providers of the appointment 
availability, wait time and after-hours access requirements as specified in the provider 
contract. We will hold subcontractors accountable for educating the providers in their 
networks. 


 


Provider Engagement Model. Our Provider Engagement Specialists (PE Specialists) 
will provide comprehensive, field based and in-office support to educate and help 
providers resolve any problems they may encounter, such as related to compliance with 
appointment standards. We will assign PE Specialists geographically to foster strong 
community-based provider relationships. Our PE Specialists will continuously reinforce 
access standards and educate providers during face-to-face visits. During these visits, 
they will inquire about their knowledge of and ability to meet all appointment, wait time 
and other access standards. Whenever there is an obvious barrier to meeting standards, 
they will work closely with the provider to try to identify reasonable interventions to help 
bring them into compliance.  


 


A fundamental eligibility requirement for all P4P/Value Based Purchasing Incentive 
Programs is continuous compliance with all access standards. Our Provider 
Performance Manager (PPM) will provide field-based support to help providers improve 
value-based purchasing (VBP) performance, including related to appointment access. 
Our PPM will meet with providers at least quarterly to provide targeted education and 
review VBP status and payments. He/she will meet more often, as needed, to address 
performance issues, and will always be available to visit providers on request. For 
example, our PPM will meet monthly face-to-face with identified practice sites to review 
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appointment access audit results as well as quality and utilization key performance 
metrics. 


 


Practice Manager Advisory Group. We will also employ, as part of our overall provider 
engagement model, the creation of a Practice Manager Advisory Group (PMAG) as a 
workgroup of our Provider Advisory Committee. Our affiliates have been successful 
using the PMAG to educate our providers’ staff regarding appointment and wait time 
access requirements and generating ideas to improve access.  


 


During these meetings providers and office staff will have the opportunity to provide 
feedback on the challenges and barriers they face in meeting access standards. In 
addition, our PE Specialists facilitate brainstorming among the participants to identify 
interventions that may assist practices with meeting standards. We will use the feedback 
received during these meetings to create new/improved interventions that can be 
implemented across the network. For example, in recent discussions with Nevada’s 
Medical Group Management Association we identified and discussed ideas for working 
with mid-level practitioners as an approach to improving access. 


 


ASSIGNED STAFF MEMBER 
We will assign responsibility for ensuring compliance with appointment standards to our 
Vice President, Network Development. S/he will oversee all monitoring activities to 
ensure continuous compliance.  


 
B. Concerning the education of its provider network regarding appointment time requirements, the vendor 
shall: 
1. Monitor the adequacy of its appointment process and compliance; and  
2. Implement a Plan of Correction (POC) when appointment standards are not met. 


 


We will monitor adequacy and compliance with appointment standards and development 
Corrective Action Plans or CAPs (Plan of Correction) when providers fail to meet 
standards. Our dental, vision, and behavioral health subcontractors will also monitor 
compliance with appointment access and develop CAPs as necessary. 


 
MONITORING ADEQUACY OF APPOINTMENT PROCESS AND COMPLIANCE 
We will audit compliance with appointment access standards, as well as physician 24-
hour availability through our formal quarterly audit program (see more detail below) and 
secret shopper surveys. In addition, we will analyze the following data/information to 
identify potential provider non-compliance: 


 Post- PCP Appointment Survey Results  


 CAHPS Member Satisfaction (for both appointment availability and wait times) 
survey results  


 Provider Satisfaction Survey results 


 Member and Provider Call Center Inquiry Trends 


 Member and Provider Complaint/Appeal data  


 Utilization Management data  


 Member Care Gap reports 


 Member and Provider Advisory Committee feedback  


 Provider performance against access related quality measures 


 Information captured during the recredentialing process 
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 Quality reporting related to adverse events, inappropriate or substandard care 
allegations.  


 Information gathered during onsite PE Specialist office visits.  


 


We will review data/information such as those listed above to identify potential non-
compliance with appointment standards for urgent and non-urgent PCP, specialist, 
prenatal and high-risk pregnancy appointment availability and wait times, as well as 
physician 24-hour availability. In addition, our behavioral health (BH), dental, and vision 
subcontractors will be required to conduct regular appointment availability audits and 
report all results to us.  


 


QUARTERLY APPOINTMENT AVAILABILITY AUDIT PROGRAM  
We will conduct quarterly Appointment Availability and Wait Time Audits for our primary 
care, specialty, and prenatal care providers. In addition, we will administer, in 
coordination with a nationally recognized survey vendor, annual member and provider 
satisfaction surveys that also will solicit feedback on access issues along with other key 
information.  


 


Quarterly, we will audit a sample of our contracted provider network to assess provider 
compliance with one or more of the appointment availability standards. As part of our 
audit process and the process required of subcontractors, auditors will verify contact 
information such as address, phone, email, website, fax numbers, and open panel status. 
We will conduct all audits in a non-punitive way, and our provider engagement staff will 
provide follow-up education and remediation with providers identified as non-compliant.  


 


When we identify non-compliance as a result of the above or other activities, we 
implement the processes described below in RFP 3.7.2.8, as well as in 3.7.5.8 to bring 
each identified issue to resolution.  


 


SECRET SHOPPER SURVEYS 
We affirm our compliance with 3.7 and will also conduct secret shopper surveys to a 
statistically sound sample across our network as part of our Appointment Access 
Monitoring Plan to assess compliance to appointment standards for PCPs, high volume 
specialty, behavior health, OB/GYN, and Home Health providers, and report results 
annually.  


 


IMPLEMENTING CORRECTIVE ACTION PLANS (CAP) 
After receiving the above Appointment Availability and Wait Time Audit results, our PE 
Specialists will visit with non-compliant providers face-to-face and re-educate them 
about all access standards. They will specifically discuss any area in which the provider 
failed to meet requirements. In a collaborative fashion, our PE Specialist will solicit 
feedback from the provider and their staff to identify barriers to maintaining timely 
access for appointments and agree on specific interventions. The PE Specialist will 
instruct the provider to promptly implement proposed interventions, and our staff will re-
survey the provider in the following quarter to determine if they demonstrate compliance 
with standards.  


 


If a provider fails to demonstrate compliance after the second audit, we will provide 
written notice to the provider documenting the area of non-compliance and requesting 
that the provider submit a written CAP. The CAP must outline the steps and processes 
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the provider will implement to bring the practice into compliance with the specific 
standard(s). Our PE Specialists will conduct secret shopper calls to monitor all providers 
under CAPs to assess compliance. Our Credentialing Committee will review providers 
who remain non-compliant and provide recommendations, such as focused, more 
intense monitoring. They also may consider continued network status and recommend 
termination.  


 


Our Performance Improvement Team (PIT) and our Quality Improvement Committee (QIC) 
will review results on a quarterly basis and as part of the Annual IQAP Program 
Evaluation. These Committees will analyze results to identify plan-wide trends indicating 
access problems and if access is found to be an issue, they will provide 
recommendations to Contracting and other Staff for resolution regarding appropriate 
POCs for our MCO.  


 


DOCUMENTATION OF ACCESS MONITORING ACTIVITIES 
We will document activities and results of Appointment Availability Audits in each 
provider’s record in our Provider Relationship Management System. This documentation 
enables us to effectively monitor providers and track trends. Additionally, results are 
reviewed during recredentialing. All providers must successfully complete CAPs and 
demonstrate acceptable improvement in order to be re-credentialed.  


 
3.7.5.9 Office Waiting Times 
 
The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or specialist’s 
office is no more than one (1) hour from the scheduled appointment time, except when the provider is 
unavailable due to an emergency. Providers are allowed to be delayed in meeting scheduled appointment 
times when they “work in” urgent cases, when a serious problem is found, or when the patient has an 
unknown need that requires more services or education than was described at the time the appointment 
was scheduled. 
 


We will establish written guidelines that comply with DHCFP office waiting time 
requirements set forth in RFP 3.7.5.9. Our guidelines will require PCP and specialists to 
ensure that a member's waiting time at their office is no more than one hour from their 
scheduled appointment time, except when the provider is unavailable due to an 
emergency. Our guidelines will allow exceptions, so that providers may be delayed in 
meeting scheduled appointment times when they "work in" urgent cases, when a serious 
problem is found, or when a patient has an unknown need that requires more services or 
education than was described when the appointment was scheduled. 


 


We will include office waiting time guidelines in provider contracts and educational 
materials, including the Provider Manual and training materials such as provider 
workshops and newsletters, as discussed in RFP 3.7.5.8. Question A above.  


 


We will audit compliance with office wait time standards through our quarterly audit 
survey program, and through our Practice Management System Collection pilot (both 
described below).  


 


QUARTERLY WAIT TIME AUDIT SURVEYS 
We also will conduct in-office wait time audit surveys as part of our Quarterly Audit 
Program, auditing a sample of our contracted primary care and specialty providers to 
identify those who are non-compliant with the in-office wait time access requirements. 
We will request that providers self-report their wait times. The survey also will assess 
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whether office staff communicated with their patients during the waiting period. For 
example, the survey will ask provider office staff whether they update members on 
current wait times and offer to reschedule the appointment if the member has been 
waiting for one hour. The survey also will ask whether the member was seen within one 
hour.  


 


PRACTICE MANAGEMENT SYSTEM COLLECTION OF WAIT TIME DATA 
We will explore implementing a pilot program with interested provider practice 
management systems that allow them to capture and report patient wait times using their 
system. The groups participating in the pilot will submit reports that include their internal 
average wait time. These reports will enable us to identify individual practice wait time 
patterns (e.g. longer wait times on certain days of the week), better understand the 
reasons for the non-compliant wait times, and work with the providers to develop 
initiatives that address the underlying issues resulting in office wait times exceeding the 
standard. We will analyze the data to determine if there are any trends in non-compliant 
wait times. Once we have completed our analysis, our provider engagement staff will 
schedule a meeting with the group to review findings and develop ideas to address any 
identified issues.  


 


The process for addressing provider non-compliance with wait time standards mirrors 
the process and timeframes described above for appointment availability, including the 
re-audit, CAP, post CAP monitoring and peer review processes. We will hold providers 
accountable for compliance through implementation, monitoring, and enforcement of 
POCs as discussed above in response to RFP 3.7.5.8. Question B.2. 


 
3.7.5.10 Access Exceptions 
 
Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to access 
standards set forth in this RFP. Such justifications shall include alternative standards that are equal to or 
better than the usual and customary community standards for accessing care. 


 


We affirm our compliance with all DHCFP access standards as described in this RFP 
and/or any law or regulation. We are not requesting any exceptions to access standards 
set forth in this RFP.  


 
3.7.5.11 Provider Terminations 


 


It is our goal to maintain a comprehensive provider network and avoid any provider 
terminations by employing provider-friendly, streamlined administrative processes; fair 
claims payment; and a high level of provider engagement, education, and support, 
including providing regular feedback, performance reports, and cooperatively developing 
corrective action plans to mitigate deficiencies or issues. Should the need for a provider 
termination occur, we will follow the processes outlined below to ensure that our 
members continue to receive needed services with no disruption in care.    


 
A. The vendor must give written notice of termination of a contracted provider, within fifteen (15) days of 
receipt or issuance of the termination notice, to each recipient who received his/her primary care from, or 
was seen on a regular basis by the terminated provider. 


 


We will give written notice of termination of a contracted provider, within 15 days of 
receipt or issuance of the termination notice, to each of our members who received 
his/her primary care from, or was seen on a regular basis by, the terminated provider. 
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This includes members who were assigned to a PCP or who received services from the 
provider within six months prior to the provider’s termination notice, members in active 
treatment for chronic/acute conditions, or pregnant women in the second or third 
trimester. If the termination includes the member’s PCP, the notice will encourage the 
member to select a new PCP and provide information on how to do so. The written notice 
will include the following information: 


 Provider name, location and termination date 


 The date after which the member cannot use the terminated provider (e.g. 90 days 
or until the member is assigned or transferred to another network provider)  


 Confirmation of the plan’s continued coverage for emergency room services, 
without prior approval and from any emergency room, and for services already 
approved, until the member identifies a new network provider 


 Notification that the plan will contact the member if they are currently receiving or 
are scheduled for a hospital admission, if they are in their second or third 
trimester of pregnancy, or if they are scheduled for an outpatient procedure 


 How to select a new PCP (if applicable), by calling Member Services, or accessing 
the Provider Directory via hard copy, online via the Member Portal, or via Member 
Mobile Application using our find-a-provider feature. Our Mobile Application will 
offer walking, driving and public transport (where available) mapping. We also will 
inform the member of the ability to choose a new PCP through the Member Portal. 
We will encourage the member to select a new PCP within thirty (30) days of the 
notification, or prior to the termination date. 


 


Supporting Member Notification with Informed, Helpful Staff 
Once we become aware of an impending provider termination, we will quickly notify our 
Member Services and Medical Management staff to ensure they are prepared to respond 
to member questions and concerns once members are notified of the network change. 
We have found that this step is particularly important when we are managing a large 
scale provider or health system termination. Likewise, we will notify other affected health 
plan departments, such as Provider Services and Claims, in writing, so that they are 
prepared to communicate with and support members and providers once the termination 
is communicated.   


 
B. If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the DHCFP 
Provider Enrollment Unit within five (5) business days.  


 


It we decredential, terminate, or disenroll a provider (such as for fraudulent claims, 
continuous non-compliance with access standards, quality of care issues) our Vice 
President (VP), Network Development and Management will inform DHCFP’s Provider 
Enrollment Unit within five business days. The VP, Network Development also will 
attempt to call or email DHCFP to notify them within one business day. We will track 
notification to DHCFP in our Governance, Risk Management, and Compliance System, 
which provides for workflow-enabled systematic tracking of compliance activities (with 
auditable records of management approval and cited contract and regulatory mandates); 
and ongoing, proactive assessment of compliance risks, such as significant network 
changes. We will provide required information to DHCFP as detailed in Section 3.7.5.12. – 
Notification of Significant Network Changes. 


 
C. The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such action and 
any and all documentation, data, or records obtained, reviewed, or relied on by the vendor including but 
not limited to:  
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1. Provider/patient files. 
2. Audit reports and findings. 
3. Medical necessity reviews. 


 


DETAILING THE BASIS, REASONS OR CAUSES FOR THE ACTION 
We will provide DHCFP with the basis, reasons, or causes for decredentialing, 
termination, or disenrollment and provide any and all documentation, data, or records 
obtained, reviewed, or that we relied upon to make our decision. As described below, this 
documentation includes, but is not limited to provider and member/patient files, audit 
reports and findings, and medical necessity reviews.  


  


Provider/Patient Files 
We will provide DHCFP with relevant health plan provider and member/patient electronic 
file data related to the terminated provider as required. We will generate the State-
required data from our Enterprise Data Warehouse, which consolidates data and 
information from systems such as our Member Data Management (MDM), Provider Data 
Management (PDM), and Health Management platforms. Data may include, but not be 
limited to, affected member and provider demographic data, dates of service, and claims 
data. 


 


Audit Reports and Findings 
We will provide DHCFP relevant audit reports and findings for the terminated provider as 
required. The findings will include information such as identified performance issues and 
attempts to resolve the issues, including but not limited to education, coaching, 
performance improvement plans or corrective action plans, or other data as requested by 
DHCFP. 


 


Medical Necessity Reviews 
We will provide documentation of all medical necessity reviews conducted by our health 
plan, as well as other supporting information documented in our Health Management 
Platform. Such documentation may include, but not be limited to information such as the 
nature, type, and number of medical necessity reviews requested by the provider or 
conducted by the plan; associated member IDs; dates of request; other providers 
involved in the reviews; and results, including approved and denied requests, and 
reasons or causes for denials. 


 
D. If the decredentialing, termination or disenrollment of a provider is due to suspected criminal actions, 
or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying the MFCU or 
HHS-OIG. 


 


We understand that DHCFP is responsible for notifying MFCU or HHS-OIG if the provider 
decredentialing, termination, or disenrollment is due to suspected criminal actions, or 
disciplinary actions related to fraud or abuse. As requested or needed, our VP, 
Compliance will cooperate and assist DHCFP in notifying MFCU and HHS-OIG. The 
Senior Director, Compliance will provide required information in writing to the DHCFP 
and track the notification in our Governance, Risk Management, and Compliance System. 
We also will cooperate with DHCFP, MFCU and HHS-OIG with investigations as needed or 
requested.  
 


3.7.5.12 Notification of Significant Network Changes 
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A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any unexpected 
change that would impair its provider network.   
 


Our Sr. Director, Compliance (Compliance Director) will notify DHCFP’s designated staff 
within one business day of any unexpected change that would impair our provider 
network or, if applicable, a subcontractors’ network, to establish and maintain ongoing 
and open communications with the State. We will track network change notifications to 
DHCFP in our Governance, Risk Management, and Compliance System. We also will also 
track provider termination information in our Provider Data Management System.  


 


As part of an experienced corporate family of MCOs, our health plan will leverage 
established policies and procedures, including communication policies, designed to 
effectively and efficiently manage the termination or loss of large-scale provider groups 
or health systems, while ensuring continual access and continuity of care for our 
members. In all cases, we will make every effort to avoid disruption of care or services 
for our members and facilitate a safe and clinically appropriate transition of care. 


 
This notification shall include: 
 1. Information about the nature of the change and how the change will affect the delivery of 
covered services; and 


 


When informing the DHCFP about network changes, we will include all relevant 
information about the nature of the change and how it will affect delivery of covered 
services. This information will include: 


 Provider name and location 


 Reason for the change 


 Number of impacted members (including by diagnosis or stratification category as 
appropriate) 


 How service delivery will be impacted (such as an immediate need to reassign 
members to new primary care providers (PCPs) or specialty providers, and using 
out-of-network providers) 


 Actions already taken to mitigate the impact 


 Actions to be taken to mitigate the impact and timeline.  


 


We will provide the DHCFP periodic updates during the transition period. 


 
 2.  The vendor’s plans for maintaining the quality of recipient care if the provider network change 
is likely to result in deficient delivery of covered services. 


 


PLANS FOR MAINTAINING QUALITY OF CARE DURING NETWORK CHANGES  
We will use a standardized plan for maintaining the quality of member care if a provider 
network change is likely to result in deficient delivery of covered services. Thorough 
planning and interdepartmental coordination are critical to ensure a successful transition 
for both members and providers in the event of a termination or loss of a large-scale 
provider group or health system. We will leverage existing policies for continuity of care, 
which are designed to ensure no interruption in services for members experiencing 
provider transitions.  


 


Our first step will be to convene our Interdepartmental Transition Team (Transition Team) 
including key staff from Network Development and Contracting, Member and Provider 
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Services, Government Relations, Credentialing and Provider Data Management, 
Compliance, and Medical Management. This Team will be responsible for developing a 
Transition Action Plan (TAP), which serves as the framework for ensuring a smooth 
transition for our members impacted by the provider termination. The TAP will address: 


 Collaboration with DHCFP, including notice of the pending network change and 
weekly update summaries 


 Analysis of the potential impact on network access and strategies to address any 
resulting access issues such as recruiting new providers, negotiating with 
existing providers to increase panels, or using out-of-network providers 


 Identification and notification of members who obtain health care services from 
the provider (i.e. assessment of past, present, and possible future services) 


 Coordination of care activities and member notification 


 Joint transition meetings with terminated provider group and/or hospital system 
staff     


 Member migration analysis and assumptions 


 Medical training program/analysis. 


 


The TAP provides the roadmap for timely execution of key transition activities, tracking 
major tasks, subtasks, accountabilities, start and completion dates, status, barriers/risks, 
contingency plans, metrics, corporate dependencies, and status updates. Our Transition 
Team will use the TAP to monitor the steps necessary for a successful transition, 
including continuity of care and compliance with contractual requirements.  


  


Mitigating Network Impact 
Under guidance from the VP, Network Development and Contracting, we will perform the 
following activities to gain a clear understanding of the impact the change will have on 
the provider network as a whole and to minimize access to care issues for members: 


 Attempt to negotiate terms that would retain the provider in the network, if 
appropriate, or to extend the contract end date, if needed 


 Conduct a network adequacy analysis to identify alternate providers with the 
capacity to assume additional caseloads resulting from the termination or closure 


 Gather/analyze claims data, including claims look back, to find hidden potentials 
and further quantify providers and members who will be impacted by the change 


 Collaborate with other network providers and encourage them to increase panel 
sizes to accommodate members who are losing their current provider 


 Recruit new providers into our network to fill any gaps 


 Use out-of-network providers as needed to ensure continuity of care. 


 


Our approach also applies to any subcontractors and the networks they manage.  


 


Focusing On Members’ Care Needs by Coordinating Transitions 
Our Care Coordination Unit (CCU) will support large transitions of care and include staff 
such as our RN and BH Care Managers, Social Workers, and our Member Experience 
Team, and also offer short-term case management and care coordination services for 
transitioning members, as needed. Please see section 3.4.4.1 for more information about 
our transitional care coordination approach.  
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B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the ability 
of recipients to access services as soon as the change is known, or not later than fifteen (15) calendar 
days prior to the change. 


 


The MCO’s Compliance Director will call or email their designated DHCFP contacts and 
notify them of any change in our network that will substantially affect our members’ 
ability to access services as soon as the change is known, or not later than 15 calendar 
days prior to the change. We also will provide required information to DHCFP and track 
the information in our Governance, Risk Management, and Compliance System, 
including but not limited to: 


 Nature of the access change (increase, decrease) 


 Provider name and location 


 Reason for the change 


 Number of members impacted 


 Mitigation plan 


 


Please see our response to Sections 3.7.5.11 and 3.16.26 for additional detail on Provider 
Terminations. 


 
3.7.5.13 Prohibited Practices 
The vendor shall take affirmative action so that recipients are provided access to covered medically 
necessary services without regard to race, national origin, creed, color, gender, gender identity, sexual 
preference, religion, age, and health status, physical or mental disability, except where medically 
indicated. Prohibited practices include, but are not limited to, the following: 
A. Denying or not providing an enrolled recipient a covered service or available facility; 
B. Providing an enrolled recipient a covered service which is different, or is provided in a different 
manner, or at a different time from that provided to other recipients, other public or private patients, or the 
public at large; 
C. Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the 
receipt of any covered medically necessary service, except where medically indicated; 
D. The assignment of times or places for the provision of services on the basis of race, national origin, 
creed, color, gender, gender identity, sexual preference, religion, age, physical or mental disability, or 
health status of the recipient to be served;  
E. The vendor may not prohibit, or otherwise restrict, a health care professional acting within the lawful 
scope of practice, from advising or advocating on behalf of a recipient who is his or her patient: 
1. For the recipient's health status, medical care, or treatment options, including any alternative treatment 
that may be self-administered; 
2. For any information the recipient needs in order to decide among all relevant treatment options; 
3. For the risks, benefits, and consequences of treatment or non-treatment; and 
4. For the recipient's right to participate in decisions regarding his or her health care, including the right to 
refuse treatment, and to express preferences about future treatment decisions. 
 
Our policies, procedures, programs, downstream contractual obligations, and member 
and provider materials are designed to ensure that recipients are provided access to 
covered medically necessary services without regard to race, national origin, creed, 
color, gender, gender identity, sexual orientation, religion, age, health status, and 
physical/mental disability, except where medically indicated. 


 


With the requirements and prohibited activities described in Section 3.7.5.13, we do not 
prohibit or otherwise restrict health care professionals from acting within their lawful 
scope of practice or from advising or advocating on behalf of their patients.  
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Members are informed of these rights through the Member Rights and Responsibilities, 
published in our member handbook and on our secure website. Our provider contracts 
ensure that providers in our network also comply with these requirements and are aware 
of their rights. This information is also included in our Provider Rights and 
Responsibilities, which is available in our provider manual and on our secure provider 
website.  


 
F. The vendor is prohibited from paying for an item or service (other than an emergency item or service, 
not including items or services furnished in an emergency room of a hospital): 
1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or XX or 
under this title; 
2. Furnished at the medical direction or on the prescription of a physician, during the period when such 
physician is excluded from participation and when the person furnishing such item or service knew, or 
had reason to know of the exclusion (after a reasonable time period after reasonable notice has been 
furnished to the person); 
3. Furnished by an individual or entity to whom the state has failed to suspend payments during any 
period when there is a pending investigation of a credible allegation of fraud against the individual or 
entity, unless the state determines there is good cause not to suspend such payments; 
4. With respect to any amount expended for which funds may not be used under the Assisted Suicide 
Funding Restriction Act of 1997; 
5. With respect to any amount expended for roads, bridges, stadiums, or any other item or service not 
covered under the Medicaid State Plans; or  
6. For home health care services provided by an agency or organization, unless the agency provides the 
state with a surety bond as specified in Section 1861(o)(7) of the Act. 


 


We have read, understand, and will fulfill this requirement. It is our policy to not 
knowingly have affiliations with individuals or entities debarred, suspended, or excluded 
under the Federal Acquisition Regulation or Executive Order No. 12549 or under 
guidelines implementing Executive Order No. 12549, nor with individuals who have been 
convicted of any State, Federal or other crime in connection with their dealings with 
Medicare, Medicaid, Title XX, or any other health care/insurance program. 


 


We will review and make disclosure about individuals or entities who are excluded from 
participating in programs, disbarred, or convicted of crimes. This will be reported to 
State and Federal regulators. 


 
G. Charging a fee for a medically necessary covered service or attempting to collect a co-payment.  
If the vendor knowingly executes a subcontract with a provider with the intent of allowing, encouraging, or 
permitting the subcontractor to implement unreasonable barriers or segregate (i.e., the terms of the 
subcontract are more restrictive than the vendor’s contract with the DHCFP or incentives or disincentives 
are structured to steer enrolled recipients to certain providers) the vendor will be in default of its contract 
with the DHCFP. In addition, if the vendor becomes aware of any of its existing subcontractors’ failure to 
comply with this section and does not take immediate action, it will be in default of its contract with the 
DHCFP.  


 


We have read, understand, and we fulfill this requirement. We will not charge a fee for a 
medically necessary covered service or attempt to collect a co-payment. Our provider 
contracts also ensure that providers do not charge a fee for medically necessary covered 
services, or attempt to collect a co-payment.  


 


We would not knowingly execute any subcontract with unreasonable barriers or 
segregation. If we become aware that this is happening, we terminate the subcontract 
immediately. 
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3.7.6 Provider Contracts 
3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


 


We will execute and maintain, for the contract term, written provider agreements with a 
sufficient number of appropriately credentialed, licensed, or otherwise qualified 
providers to provide our enrolled members with all medically necessary covered 
services. We will execute contracts with the appropriate number and mix of providers to 
meet all adequacy and access requirements detailed in this RFP, the State contract, 
policies and procedures, state and federal law, and other requirements of DHCFP 
applicable to the populations served by this RFP, as well as future populations. 


 


We also will require all our subcontractors that develop and manage Provider Networks 
to meet the same DHCFP requirements related to provider contracts, and we will 
continue to monitor their compliance on an ongoing basis through our Joint Operating 
Committees and Vendor Oversight Committee. Please see the description of our 
delegation oversight processes in our response to RFP 3.15.4.8.  


 
3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the vendor shall submit drafts of standard language for any such contract to the DHCFP 
for review. Provider contracts must meet all state and federal requirements. Vendors are expected to 
submit all necessary information to demonstrate agreements are complete. The vendor shall submit any 
of its provider contracts to the DHCFP upon request.  


 


We understand that provider friendly processes, such as provider contracting, are 
essential to building and maintaining an adequate, accessible network of satisfied 
providers who will act in partnership with us to achieve the State's mission and program 
goals. Our Provider Contract is one of the key mechanisms through which we establish 
provider performance expectations, and we work collaboratively with providers and to 
ensure that our Provider Contract provisions support accomplishing these goals. We 
make every attempt to use language that is clear and concise for the provider and not 
unduly burdensome.  


 


SUBMITTING PROVIDER CONTRACTS AND AMENDMENTS TO DHCFP 
We will provide a copy of our base provider contracts for all provider types, including 
base provider contracts from our subcontractors that manage provider networks, to 
DHCFP's for review prior to execution.  


 


In an effort to reduce the administrative burden on our network providers, we have 
streamlined our contracting process by migrating to a single contract of general 
provisions for each of the three major provider types: Physician, Ancillary, or Hospital 
Agreements (Preferred Provider Agreement - PPA). We include all products in one PPA 
allowing the provider to select participation in the appropriate products and 
corresponding compensation schedules. We will encourage providers to participate in 
DHCFP’s Nevada Medicaid and Nevada Check Up products as well as our Health 
Information Exchange (HIX) product.  


 


Our subcontractors follow our standard PPA template in developing their own PPAs for 
provider types specific to behavioral health and vision. They then use statements of work 
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and product attachments, as needed, that include provisions specific to Medicaid and 
Nevada CheckUp requirements.  


 


APPROVING AND SUBMITTING CONTRACT CHANGES 
Prior to distributing or executing any substantive changes or amendments to the base 
contract, including our subcontractors base contract, we will submit drafts of standard 
language for any such contract to DHCFP for review.  


 


See our response to RFP 3.7.6.2 below for a description of our process for reviewing and 
approving requested changes to our base contract language.  


 


PROCESS FOR ENSURING COMPLIANCE WITH ALL 
CONTRACTUAL/REGULATORY REQUIREMENTS  
We take all steps necessary to ensure that our Provider Contracts meet all state and 
federal requirements, including all required provisions and excluding any prohibited 
provisions.  


 


Provider Contracts will address all DHCFP, state or federal requirements, in addition to 
any state or federal laws and authorities listed in Attachment K that are applicable to 
provider contracts. Our Contracts will address these requirements either by specific 
Contract provision or by referencing the Provider Manual. Table 1 below provides an 
example of some of the key provisions we will either include or reference in our Provider 
Contracts to address specific contractual, state and federal laws and requirements. 


 


Table 1: Examples of Provider Contract Provisions Addressing Legal 
Requirements  


Contract Provision Examples Referencing Legal Requirements 


Provider agrees and certifies compliance with prohibition on using funds for lobbying  


Provider agrees to comply with all applicable federal and state laws related to Medicaid 
and Nevada CheckUp 


Provider agrees to comply with credentialing/recredentialing requirements 


Provider agrees to comply with prohibitions related to billing members for covered 
services (e.g. balance billing limitations) 


Provider agrees to comply with statement of limitation requirements regarding Advance 
Directives 


Lab service providers agree to comply with CLIA reporting, privacy, and other 
requirements 


Providers agree to offer hours of operation no less than offered to commercial or 
comparable to Medicaid FFS 


Providers agree to comply with access to medical records for purposes of quality reviews 
conducted by U.S. Secretary, Department of Health and Human Services; DHCFP; or 
their agents. 


 


We will also ensure that provider contract provisions address all RFP requirements as 
well as MCO programs, policies and procedures that are related to provider performance 
expectations. Typically, we include broad contract language that requires compliance 
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with all MCO policies and procedures and procedures and DHCFP requirements. For 
example, our Contracts explicitly require provider compliance with and participation in 
our Internal Quality Assurance Program (IQAP) and Utilization Management Programs.  


 


Our Contract provisions also specify requirements and expectations such as related to 
member access and satisfaction; maximizing program efficiency, effectiveness, integrity, 
and responsiveness; and reducing operational costs. For example, Contract provisions 
require compliance with the following RFP requirements, either by referencing the 
Provider Manual or by specific provisions described in the PPA:  


 


Table 2: Examples of Provider Contract Provisions Addressing Performance 
RFP Performance 


Requirement 
Brief Description 


Waiting Times Compliance with office wait time standards (RFP 3.7.5.9) 


Emergency Services Provide service 24/7 with unrestricted access for enrolled 
members at any qualified provider (RFP 3.7.5.7.A) 


Appointment Standards  Compliance with PCP, Specialist, Pre-natal appointment 
standards (RFP 3.7.5.7.B - D) 


PCP Network Participation PCPs may not accept more members than allowed by the 
FTE requirement of 1:1500 or 1:1800 (RFP 3.7.5.6.B); 
agree to accept eligible members (RFP 3.7.5.6.C) 


PCP Responsibilities EPSDT screening and follow up (RFP 3.4.4.3); tobacco use 
screening (RFP 3.4.4.4); treatment plans for members with 
special health care needs (RFP 3.4.7.2); primary care and 
preventive, 24/7 coverage; specialty and other referrals, 
continuity and coordination of care, medical record 
maintenance (RFP 3.7.3.1) 


Culturally Competent Services Meet all state/federal requirements, including MSM Chapter 
103.6 (e.g. access to TDD, interpreter services, 
communications policy, etc) (RFP 3.4.2.15) 


Immunizations Enrollment and participation in Vaccines for Children 
Program (RFP 3.4.12.3.L) 


Practice Guidelines and 
Protocols 


Required to use MCO designated clinical practice 
guidelines (CPGs) and protocols (e.g. prior authorization, 
utilization management, service coverage, etc.) (RFP 3.7) 


Provider Policy and Procedure 
Manual 


Compliance with policies and procedures (e.g. claims 
payment, eligibility verification, provider dispute procedures, 
quality improvement, etc.) (RFP 3.7.8.1) 


Provider Education and 
Training 


Compliance with annual training requirement (RFP 3.7.8.2) 


Medical Records Maintenance of complete medical records, forwarding to 
new provider, access to medical records by MCO (RFP 3.8; 
RFP 3.10.18.2; and RFP 3.10.13.3) 


IQAP Program Requirement securing cooperation with the IQAP (RFP 
3.10.13.3) 
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RFP Performance 
Requirement 


Brief Description 


Service Availability Must make services available 24/7 when medically 
necessary (RFP 3.4.2.13) 


 
CONTRACTS SUBMITTED UPON REQUEST AND DEMONSTRATION OF 
AGREEMENT COMPLETION  
We will submit any of our provider contracts to DHCFP upon DHCFP request. 


 


We also will submit all necessary information to demonstrate agreements are complete.  


 


As required by 3.7.2.11, upon contract execution and any time there is a significant 
change in operations, we will provide DHCFP specified supporting documentation which 
demonstrates the capacity to serve the expected service area enrollment in accordance 
with DHCFP’s access standards. See our response to 3.7.2.11 for our description of 
processes that demonstrate adequacy.  


 
3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that will 
ensure meeting the objectives noted within this RFP. The effort must include outreach to providers who 
are not currently participating in the DHCFP’s medical assistance programs or have a signed agreement 
but do not actively accept eligible recipients. 
 
TIMELY COMPLETION OF PROVIDER RECRUITMENT, CONTRACTING, AND 
CREDENTIALING 
We will initiate and complete the process of provider recruitment and contracting in a 
timely manner that ensures meeting all RFP objectives. We will demonstrate a contracted 
provider network that meets all state adequacy requirements by contract execution date 
in accordance with the requirements in RFP 3.7.2.11. Please see our response to RFP 3.7 
and RFP 3.7.2.11 for a description of our provider network development process and our 
network description, which demonstrates how we will ensure network adequacy.  


 


TIMELY COMPLETION OF RECRUITING/CONTRACTING PROCESSES 
We have established contracting processes that expeditiously lead to completed 
agreements with providers. Currently our affiliate health plans’ average turnaround time 
for completion of the credentialing process is less than 10 days from time of application 
submission. Once providers are successfully credentialed, we execute the Provider 
Contract and upload information specific to each executed Contract into our Provider 
Data Management (PDM) System. This process typically takes less than 28 days to 
complete.  


 


Our Network Development/Contracting department processes each executed Provider 
Contract according to the following steps:  


 


Figure 1: Provider Contracting Process 
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Step 1: Upon receipt of a Contract that has been signed by a provider, our Contract 
Coordinator reviews the contract for completeness and compliance with the requisite 
Contract template, tracks any missing items, and sends it to the Contracting Team for 
follow-up on missing items.  


 


Step 2: Our Credentialing Department compiles the provider's credentialing information 
and submits it to the Credentialing Committee for review and approval with final approval 
reserved for our Chief Medical Director (CMD). 


 


Step 3: If the Credentialing Committee and CMD approve the provider's credentialing file, 
they send a credentialing letter to the provider, followed by a contracting letter once the 
provider is loaded into our PDM System.  


 


Step 4: The Contract is submitted to our Plan President for review, signature and 
execution. Once executed, the contract is promptly entered into our PDM System and 
Provider Directory. 


 


Step 5: Our Contracting Staff mail a welcome letter, materials, and a copy of the executed 
Contract to the provider within five business days of execution. Within 30 days, our 
Provider Engagement Specialist schedules a face-to-face meeting to educate the 
provider about our plan and conduct a new provider orientation.  


 


PROCESS FOR MAKING AGREED UPON SUBSTANTIVE CONTRACT CHANGES  
Through our PDM System, we track and review provider contracts and proposed 
changes. Our Vice-President, Network Development/Contracting must approve any 
requested changes. As previously stated, we will not accept any changes that are in 
conflict with the requirements defined by DHCFP, and/or State and federal laws and 
regulations. 


 


In the event that we, or a provider, proposes a change to the Provider Contract that is 
agreed upon by both parties, our process for making the contractual change is generally 
completed within 30 days following the receipt of all required documents, 
documentation, and signatures. We ensure that any proposed changes to our standard 
provider contracts undergo careful review and consideration and we subject requested 
changes to the following steps:  


 


Figure 2: Process for Changing Standard Provider Contracts 
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Step 3: Our Vice-President (VP), Compliance reviews the request to ensure compliance 
with our policies and with state and federal regulatory requirements and laws. Upon 
completion of the review, our VP Compliance will either approve the change and return 
the Contract to our Contracting Team; deny the change and recommend alternative 
language; or forward the requested change to our corporate Compliance Department, as 
described further in Step 4 below.  


 


Step 4: Most requested changes are sent to our Corporate Compliance Department to 
ensure validity. Upon receipt, our Corporate Compliance Department reviews the 
request, renders a decision, and promptly communicates the decision to our VP, 
Compliance.  


 


Step 5: Once changes are approved by us and/or our corporate Compliance Department, 
we will submit all changes DHCFP for review/approval prior to use according to the 
timeframes previously discussed.  


 


SINGLE CASE AGREEMENT (SCA) CONTRACTING PROCESS 
We will customize our contracting processes as needed to ensure access, for example, 
when developing SCAs with out-of-network (OON) providers. As with our PPA for 
network providers, we have established a base contract for SCAs. The SCA format is 
typically a simplified terms and conditions document specifying services to be 
performed, prohibition on billing enrolled members, compensation, and claims 
processes.  


 


We will expeditiously negotiate SCAs in those circumstances where a specific provider 
type or geographic access is essential to the provision of care for an enrolled member 
and/or to ensure the network includes the full range of specialty types and geographic 
coverage for all members. Our Contracting Team initiates negotiation with the provider 
within 24 hours after the medical management department identifies the need and 
typically completes the SCA process within 24 hours for urgent situations and 72 hours 
for non-urgent. The SCA captures necessary information about a provider’s credentials, 
including name, address, tax ID, NPI, which allows us to load the provider in the system 
and process the claim.  


 


OUTREACH TO NON-MEDICAID PROVIDERS AND THOSE WITH CLOSED 
PANELS  
Non-Medicaid Providers 
Our provider recruitment and contracting process will include outreach to providers who 
are not currently participating in DHCFP’s medical assistance programs or have a signed 
agreement but do not actively accept eligible members. 


 


We will make every attempt to outreach to providers who are not currently participating 
in the Nevada Medicaid and/or CheckUp Programs by email, phone, and in-person visits 
to initiate contract negotiations. In addition, our Senior Leadership Team and our Chief 
Medical Officer will continue to support our Contracting Team by participating in focused 
recruitment meetings with key health systems and IPAs to discuss partnering 
opportunities. As part of these meetings, we will continuously attempt to identify any 
providers not participating in the Nevada Medicaid/Check Up Programs and solicit their 
assistance with recruiting them. We will also continue to identify potential non-Medicaid 
providers for targeted outreach and contracting opportunities through activities such as 
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analysis of our OON utilization data, review of SCAs, third party vendors, input from the 
Board of Medical Examiners and local Medical Societies, CMS resources including the 
National Plan & Provider Enumeration System, our contracting staff, and from our 
Advisory Committees. We also will review commercial competitor directories to identify 
and recruit non-Medicaid Providers into the Program. Under certain circumstances, we 
will execute SCAs and authorize OON services in the interim until a fully executed 
contract is in place. 


 


OPENING PROVIDER PANELS 
As discussed in our response to RFP 3.4.2.7. Question B, we will continuously identify 
and track providers not accepting our new members. We will obtain this information 
during the initial contracting process, and then continuously validate open/closed panel 
status on an ongoing basis. For example, we will routinely generate Closed Panel reports 
and analyze results of appointment availability audits to identify open panel and other 
access issues. We also will analyze member Grievance and Provider Complaint Reports 
to identify access to care issues specifically related to closed panels. Once identified, 
our Contracting Team will outreach to identified providers to negotiate for open panel 
status. 


 


We also will employ incentives to increase capacity and provider willingness to see new 
members. Currently, all of our affiliates have physician and hospital performance-based 
contracts across the continuum, including shared-risk, gain-sharing, and capitated 
arrangements, as well as traditional quality- and utilization-based P4P programs. We tie 
every incentive program to a minimum performance against key quality metrics, such as 
open panel status. Regardless of which incentive program we deploy with a specific 
provider, maintaining an open panel for our new members will be one of the fundamental 
criteria for eligibility in any incentive program.  


 


To support our providers’ continued willingness to maintain open panels, we will provide 
a number of tools designed to help them maximize incentive payments, continuously 
engage members, and reduce member no-shows. Through our secure Provider Portal, 
we will provide real time access to member gaps in care and recommendations about 
how and when to close those gaps, tools that help providers measure their total 
population costs and practice patterns, and high frequency emergency room (ER) usage 
reports.  


 


Our Provider Performance Manager (PPM) will directly support providers on Value Based 
contracts by analyzing data, providing specific recommendations about how to improve 
performance. Our PPM will also will represent these providers internally by providing 
feedback to health plan functional areas on specific ways in which we can fully support 
these key partners.  


 
3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be referred 
to the DHCFP for completion of the Medicaid provider enrollment. However, vendors may enter into single 
case agreements with non-Medicaid providers as needed. Any provider located outside of the state of 
Nevada must be licensed in their home state of practice in order to enter into a single case agreement 
with a vendor.  


 


As part of our network recruitment process, we will refer any non-Medicaid provider 
interested in joining our network to DHCFP for completion of the Medicaid provider 
enrollment process before we complete our credentialing and contracting processes. 
Non-Medicaid providers will not be permitted to participate in our network as a Network 
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Provider until they complete the Medicaid enrollment process. As described in our 
response to RFP 3.16.3.2, we will confirm that the provider is enrolled with Nevada 
Medicaid’s fiscal agent prior to credentialing them for network participation. See our 
response to RFP 3.10.15.5 for a description of our standard credentialing processes. 


 


We will enter into SCAs with non-Medicaid providers as needed to ensure an adequate 
network and/or meet the needs of individual members. We will encourage and provide 
assistance to these providers to complete the Medicaid provider enrollment process and 
execute a contract with us. As part of the contracting process for SCAs, we will require 
any provider located outside the state of Nevada to be licensed in their home state of 
practice before entering into a SCA.  


 
3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this 
monitoring on its providers, and for disciplining providers who are found to be out of compliance with the 
vendor’s medical management standards. The vendor must submit these policies and procedures to the 
DHCFP within ten (10) business days of the implementation.  


 


MONITORING COMPLIANCE WITH MEDICAL MANAGEMENT STANDARDS 
Leveraging decades of our affiliates’ collective experience, we will establish written 
policies and procedures for monitoring our network providers and for disciplining those 
who we find to be out of compliance with our medical management standards. We 
consider medical management standards to include, but not be limited to Clinical 
Practice and Preventive Health Guidelines (also known as CPGs), Utilization Standards, 
and Community Standards of Care. We will communicate these policies and procedures 
to providers via our Provider Manual, Provider Orientation, workshops, face-to-face 
meetings and published information on our secure Provider Portal. We will ensure that 
we submit all of our medical management standards and policies to DHCFP within ten 
(10) business days of implementation. All of our Medical Management policies and 
procedures are reviewed annually.   


 


Our Chief Medical Director Director, as well as our Utilization Management and Quality 
Improvement (QI) staff will monitor provider compliance with our adopted Clinical 
Practice and Preventive Health guidelines and utilization standards by reviewing data 
such as HEDIS; Value Based and Pay-for-Performance profile measures; utilization 
patterns, including potentially preventable admissions/re-admissions and ER visits; 
inappropriate prescription drug prescribing; and member grievance and appeal trends 
that may be indicators of non-compliance with standards and guidelines. We also may 
become aware of incidents of alleged non-compliance with our medical management 
standards of care by reviewing denied claims, reports of adverse events, allegations of 
inappropriate or substandard care, and information gathered during credentialing. 


 


CORRECTIVE ACTION/DISCIPLINE 
Our Chief Medical Director, with the support of our QI Coordinator, will be responsible for 
meeting with non-compliant Providers to discuss identified issues and support 
development of any necessary Corrective Action Plans (CAPs). Since our goal is to 
prevent corrective action or other discipline, we will first work with the Provider to 
provide extra education and support as needed. If education and training do not result in 
improvement, and a CAP is needed, the QI Coordinator will follow up with the Provider to 
ensure the CAP is satisfactorily implemented. Written corrective action plans include the 
process for communicating the issue to the affected provider as well as the specific 
actions the provider must take to correct the issue. 
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We may also include Provider Engagement Specialists or Provider Performance 
Managers in the meetings and follow-up process, especially with those providers 
participating in our Value Based Purchasing Programs. If the provider continues to be 
non-compliant with medical management standards, the QI Coordinator and Chief 
Medical Director will refer the provider to the Credentialing Committee for further review 
and action. 


 


If we identify a provider as potentially out of compliance with standards on serious 
matters, our QI Coordinator and Chief Medical Director will investigate the incident and 
may refer the provider to our Peer Review Committee for further review and discipline as 
needed. Specific actions may include more intensive monitoring, additional education 
and training, freezing the provider’s panel or enrollment status, or termination 
(depending upon the magnitude of the problem or lack of correction). 


 


Please see Sections 3.10 – 3.10.4 for IQAP standards and Section 3.10.8.4 for more detail 
on Implementation of Corrective Action. 


 
3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social 
Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 
438.6(h) (1). The vendor must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request. The rules and guidelines for 
physician incentive plans also apply to the vendor’s subcontractors.  
 
 


We affirm our compliance with RFP 3.7.6.6. Our physician incentive plan complies with 
all requirements, including Section 1876 of the Social Security Act and the reporting 
requirements outlined in CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h)(1). We 
will provide information regarding the physician incentive plan to the State, CMS, and 
any Medicaid and Nevada Check Up members upon request. 


 


We will also require our subcontractors to comply with the rules and guidance for 
physician incentive plans. See description of our subcontractor oversight processes in 
our response to RFP 3.15.4.  


 


We summarize our physician incentive plans in Table 1 below. Currently, all of our 
markets have physician and hospital performance-based contracts such as shared-risk, 
gain-sharing, and capitated arrangements, as well as traditional quality- and utilization-
based P4P programs. We tie every incentive program to a minimum quality threshold 
tailored to the provider’s capabilities and past performance. Initial results are 
encouraging; compared to providers not participating in an incentive arrangement, 
participating providers realized an average of 25% higher quality scores, an overall 1% to 
2% lower cost of care (primarily in gain- and risk-based programs), 10% to 15% lower 
inpatient admission rates, and an average of 20% lower ED rates.  


 


PHYSICIAN INCENTIVE PAYMENT MODELS 
As we develop and implement Provider incentives and innovative payment models for 
our Nevada network, we will use one or more of the following payment models based on 
the needs and capabilities of the particular provider. Please see our response to RFP 
3.6.3.5 for specific examples of models available to Medical Homes and ACOs. 
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Table 1: Physician Incentive Payment Models 
Payment Model Description 


Activity-Based Reimbursement Each individual service (or procedure, intervention or 
piece of equipment) is billed and paid for separately. 


Pay for Performance Activity-based reimbursement, with a bonus payment 
based on achieving defined and measurable goals related 
to access, continuity of care, patient satisfaction, and 
clinical outcomes. 


 


Gain-Sharing / Incentive Based 
Contracting 


Providers are either paid a risk-adjusted percentage of 
costs saved that can be attributed to their effort, or 
reimbursed at a higher rate based on achieving certain 
metrics. 


Episode or Bundled Payment Single payment for a group of services related to a 
treatment or condition that may involve multiple providers 
in multiple settings; also linked to quality measure 
outcomes. 


Upside and Downside Risk-
Sharing Model 


Similar to gain sharing, but providers are also at risk for a 
portion of additional costs incurred that can be attributed 
to them. 


Risk-Sharing for Total Cost of 
Care Payment 


Risk-adjusted payment for all or part of health care 
services needed by a specified individual or a group of 
people for a fixed period of time. 


 
3.7.6.7. Provider contracts may not be structured to provide financial or other incentives to Providers and 
subcontractors for denying, reducing, or limiting medically necessary services to a recipient. 


 


We will not include in provider contracts any provisions that provide financial or other 
incentives to providers and/or subcontractors for denying, reducing, or limiting 
medically necessary services to a member. We will require all subcontractors to comply 
with this requirement and will ensure compliance through our vendor oversight 
processes, as affirmed in our response to RFP 3.7.4.  


 


We will ensure that provider contracts meet all state and federal requirements, including 
related to any prohibited provisions. Our Vice President, Compliance will review all 
provider agreements, including any proposed changes to existing provider agreements, 
to ensure that changes meet contractual and regulatory requirements. See our process 
for reviewing contract provisions for compliance, discussed in 3.7.6.2 above. 


 
3.7.6.8. The use of “gag” clauses in Provider contracts is prohibited. 


 


We will not include "gag" clauses in any provider contracts, including provider contracts 
managed by subcontractors. We will not include any language that prohibits providers 
from advocating on behalf of members in any manner.  


 
3.7.6.9. All Provider contracts must be made available to the DHCFP within five (5) business days of the 
request.  
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We will make available all provider contracts to DHCFP within five business days of the 
request. We also discuss our compliance with this requirement in our responses to RFP 
3.7.6.2 and RFP 3.16.4.7. 


 
3.7.6.10. The vendor will support and participate in any future grants awarded to Medicaid that affect 
MCOs or MCO recipients.  


 


We will support and participate in any future grants awarded to Medicaid that affect 
MCOs or MCO members.  


 
3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment. 


 


We will comply with all requirements related to the ACA for Medicaid enrollment related 
to the Nevada Medicaid and Check Up programs. Our staff will be trained in ACA 
requirements including ongoing training to ensure staff remain updated on ACA-related 
policy updates during contract implementation. 


 


3.7.7 Provider Directory 
The vendor will publish its provider directory which includes all providers including FQHCs, and any 
subcontractors’ provider directory via an Internet website upon contract implementation and will update 
the website on a monthly basis for all geographic service areas. Listed providers in the MCO network 
must be active, currently providing care or accepting new patients on behalf of the MCO and the 
provider’s demographic data must be accurate. The vendor will provide the DHCFP with the most current 
provider directory upon contract award for each geographic service area. Upon request by the DHCFP, 
the vendor must confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. When queried at least 90% of listed providers will confirm participation 
in the vendor’s network.  


 


We will publish, online and in hard copy, a Provider Directory in compliance with all 
provisions in this contract, including those in Section 3.16.5, Section 3.6.1, and this 
Section. The Provider Directory will be available upon contract award and we will provide 
DHCFP with the Directory for each geographic service area. To maintain accuracy, the 
online version will be updated daily (see details below), exceeding this contract’s 
standard of a monthly update.  


 


We will work collaboratively with DHCFP to confirm network adequacy and accessibility 
of our own and subcontractors’ networks and, to fulfill DHCFP requirements, we will 
extend our provider outreach and internal and external auditing processes described in 
this Section to all subcontractor networks. 


 


We will structure our robust processes to ensure that at least 90% of our listed providers 
confirm participation in our network and meet the requirements of Attachment S to this 
contract, and will cooperate with DHCFP in any ongoing monitoring processes for 
Directory accuracy. 


 


Our Provider Directory will include all of our contracted providers and providers of our 
subcontractors, including all PCPs and medical homes, behavioral health providers, 
vision providers, and all specialty providers; hospitals, emergency locations, urgent care 
centers, Federally Qualified Health Centers and Rural Health Centers and other essential 
community providers; and specialty services such as certified nurse midwives, 
pharmacy, home health care, durable medical equipment suppliers, etc. The Directory 
will offer all required information, including details on office accessibility, special 
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services, any age limitations, languages spoken, availability of weekend/night 
appointments, and whether the provider is accepting new patients. 


 


Online and from mobile devices, the Directory will offer walking, driving and public 
transport (where available) mapping. The Directory will be available on a public webpage, 
with a direct link from the opening screen, and will not require log-in or registration to 
use all of its features. We will not send members to another site to obtain subcontractor 
information and demographics. Members also may contact our toll free number at any 
time to obtain this information and assistance from a trained representative.  


 


DEVELOPING AND MAINTAINING AN ACCURATE PROVIDER DIRECTORY  
We will employ locally-driven, continuous and multi-layered processes to ensure that 
providers’ demographic data are accurate. This multi-pronged strategy intervenes at 
each touch point in the provider process from initial contracting and credentialing to 
members presenting for service. Our goal is to ensure that members, referring providers, 
and staff have access to accurate and up-to-date information. Based on the 2015 
feedback from state and survey results, our affiliate demonstrated improvements in PCP 
listing accuracy. While they were consistently higher in each region than the other 
MCOs; they did not meet the 90% requirements, and have since designed and 
implemented additional improvements to meet or exceed the 90%. Another area of focus 
is Psychiatrist listing accuracy. They worked closely with our behavioral health (BH) 
affiliate, to improve the accuracy of their BH network and integrate specific outreach and 
monitoring strategies across all networks. Their efforts and activities to improve 
accuracy span across all provider types and 100% of providers in their network. 


 


DATA INTEGRITY BEGINS WITH INITIAL DATA CAPTURE 
Our Provider Data Management Team (PDM) will ensure initial provider data and ongoing 
updates are accurately loaded into our integrated information management system used 
as the “source of truth” for all interactions. PDM also will maintain ongoing control over 
data elements, including fields that affect payment such as billing address, fields that 
normally do not change after initial capture such as Medicaid ID numbers, and fields that 
require routine updates such as panel status. Our system contains built-in controls to 
promote data integrity reducing the chance of data entry errors. For instance, format 
length of certain numeric value fields is specified, and alpha vs. numeric requirements 
are set for certain fields.  


 


Our Nevada-based Network Contracting Team (Network Team), will be responsible for the 
initial submission to PDM. Once PDM enters the initial information and rechecks for 
accuracy, the data will be electronically distributed to all of our integrated management 
information tools, including claims, care management, and the online and printed 
Provider Directory, promoting data integrity throughout.  


 


MAINTAINING ACCURACY WITH “NO WRONG DOOR” FOR PROVIDER 
DEMOGRAPHIC UPDATES 
Our experience shows that no one process nor one operational area alone can maintain 
provider data accuracy over time. While our Vice President of Operations and Vice 
President of Network Development and Contracting will have ultimate authority over 
provider data accuracy, we will train, require, and remind providers and staff at all levels 
of their responsibilities to assure timely reporting of changes. 


 


Providers.  
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We will educate our provider network and subcontractors about the importance of 
maintaining accurate demographic data in the Directory. Our provider agreement and 
Provider Manual will direct providers to notify us immediately of any changes in practice 
or demographics, and we remind them of their obligations during provider orientation, 
messaging in the secure provider portal, via fax blast, in our provider newsletter, and 
during our in-field visits (see below). 


 


We will make it easy for providers to change their information: they may submit changes 
by fax, mail, secure email, secure provider portal, in person during our staff’s routine 
visits, or by contacting our provider call center (with written follow-up for confirmation).  


 


MCO Staff.  
During new hire training and ongoing refreshers, we will educate all staff on the 
importance of, and their specific job responsibilities related to, accurate and up-to-date 
provider information. We require staff with key responsibility for the provider network, 
such as our Provider Engagement Team (PE Team) and call center staff, and member-
facing staff, such as Care Managers, to electronically transmit any changes to the 
Network Team within one to five business days of receipt for review, confirmation, and 
submission for system correction. 


 


ONGOING DATA ACCURACY THROUGH CONTINUOUS OUTREACH AND 
ROBUST AUDITING  
We recognize both the importance of obtaining accurate provider data and the urgency 
of distributing any changes through our information system. Accurate provider 
information is the driver of many successful downstream services, including to the 
Provider Directory, the delivery of electronic provider data files to DHCFP, claims 
payment, care coordination activities and provider-based clinical information sharing. 


 


Because of that, we have designed a robust slate of procedures to capture data changes 
at every touch point, and will implement these procedures in Nevada to maintain provider 
data accuracy. Our procedures include: 


 Daily, designated specialists in our PE Team will validate provider demographics, 
including panel status, across the network through telephonic outreach to 
providers, reaching the full PCP network on a quarterly basis and the full specialty 
network every six months.  


 In every in-field visit to providers, our PE Team will verify all provider 
demographics and panel attributes (such as limitations and panel status), 
requiring a representative from the provider’s staff to verify and sign the captured 
information.  


 In every provider telephone interaction with our provider call center, our 
representatives will inquire about and update (as needed) provider demographics, 
including panel status, and report changes or discrepancies to the PE Team for 
investigation, written validation, and resolution.  


 Any staff, including our Member Service Representatives and Care Management 
staff, can report a discrepancy in provider data (e.g., hours of operation) to our PE 
Team via our integrated information management system for investigation and, if 
necessary, a verified update for loading. Staff also submit member-reported 
discrepancies to our PE Team for investigation. 


 


All validated changes will be submitted electronically to PDM for input within five 
business days of receipt and uploaded to the online Provider Directory within 48 hours. 
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AUDITING FOR ACCURACY  
To ensure that all of our customers, including DCHFP, will have accurate information 
about our Nevada network, we will deploy a significant, ongoing slate of provider data 
audits, including:  


 Daily, our Network Team will produce error reports for all newly entered data, 
check new data against source documentation, and correct errors immediately. 


 Routinely, our integrated information management platform will match data from 
across multiple systems that use the data (such as Member and Provider call 
center and claims processing) to ensure that all data loads are successful across 
systems, and investigate and resolve any discrepancies. 


 Weekly, representatives from PDM, Network Team and PE Team will meet to 
monitor data load processes and discuss and resolve any quality control or 
communications issues.  


 Quarterly, our Network Team will compare provider files to our network adequacy 
report, which includes GeoAccess reports [3.7.5.2], and investigate and resolve 
any flagged issues. 


 At least semi-annually, we will conduct a quality audit of directory elements, 
beginning with high volume providers, such as large hospital systems and multi-
location provider practices. 


 


After any input change, our Network Team re-audits against source documentation as a 
final verification of accuracy.  


 


EXTERNAL VALIDATION OF ACCURACY  
As an additional proactive step for data accuracy, we will contract with LexisNexis to 
provider a monthly external review of provider data accuracy. Its Provider Data 
Intelligence Suite provides a continuum of data assets, real-time validation, agile data 
management, and technology-enabled phone validation, including a secure web portal 
through which providers can attest their information. Based on processes we have used 
with other provider networks, LexisNexis identifies potential discrepancies and our 
Network Team follows up to validate or correct information.   


 


VALIDATING SUBCONTRACTORS’ DATA  
We will hold our subcontractors responsible for maintaining accurate and up to date 
provider information for their networks. We will require each to submit a complete 
electronic data feed of all provider data elements weekly, which loads into our integrated 
information system and to the online Provider Directory within 24 hours. We will monitor 
and audit for accuracy subcontractor’s performance through Joint Operations 
Committee meetings, conducted at least quarterly. 


 
On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the DHCFP a 
list of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, 
terminated, decredentials or been removed from the active provider enrollment in the previous month. If 
the provider has been terminated, decredentials or disenrolled, the cause and all required documentation 
of the termination will be supplied to the DHCFP upon termination within five (5) business days. 
 


 


We understand and will comply with all reporting requirements in this contract, including 
submitting a list of all enrolled providers and providers disenrolled for any reason to 
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DHCFP monthly, and no later than then tenth day of the month. We will generate the 
requested data from our Enterprise Data Warehouse, which includes consolidated data 
from all of our information systems. For terminated providers, we will work with DHCFP 
to report all relevant audit reports, documentation, and findings as requested.  


 


Our Vice President of Network Development and Contracting will be responsible for and 
provide DHCFP with all required documentation on any provider terminated, 
decredentialed or disenrolled, within five business days of the action. We will track 
notification to DHCFP in our Governance, Risk Management and Compliance System. We 
will include the basis, reasons or causes for the action and all documentation, data, or 
records obtained, reviewed or relied on, including those required in Section 3.7.5.11.  


 


3.7.8 Provider and Recipient Communications 
All general communications to recipients must be written at an eighth (8th) grade level of understanding 
reflecting cultural competence and linguistic abilities. The DHCFP must approve initial mass letter 
mailings and brochures or any subsequent change in content for recipients, exclusive of medical 
educational and disease management information, prior to release. If the DHCFP does not respond within 
ten (10) business days the vendor may consider the communication approved. This provision does not 
pertain to communications on specific topics to individual recipients. 


 


We will write all of our member materials, including all administrative mass letter 
mailings, brochures and health literacy information, at no more than an eighth grade 
level as measured by standard readability scales used for health materials. We will 
develop materials that reflect both cultural and linguistic competency and will comply 
with all linguistic competency requirements in this contract, including this Section and 
Section 3.4.2.15.C.3.  


 


MASS MAILING LETTER APPROVAL 
We will submit all mass mailing letters and brochures as required to DHCFP for approval 
prior to publication and distribution, and before uploading materials to our website, and 
our Compliance Director will verify and document reading level and compliance with this 
contract before submission. We understand that if DHCFP does not respond within 10 
business days, we may consider the communication approved.  


We have extensive experience in writing and design of communications to Medicaid and 
CHIP members, including letters and brochures on administrative issues, such as 
benefits, accessing care, value-added services, and how to obtain personal assistance 
from our Member Services Department (MSD). We will deploy tested procedures for 
material development to ensure that members understand and are engaged by our 
messaging. For more details on the development of member materials, see Section 
3.10.16.8 


 


MATERIALS AVAILABLE IN PREVALENT LANGUAGES 


All written member materials will be available in Spanish, [3.4.2.15] the current prevalent 
language, and any other language deemed by the State of Nevada as prevalent. For 
written translation of member communications from English to other languages, we will 
employ certified professional translators, use a quality review mechanism to ensure that 
translated materials convey intended meaning in a culturally appropriate manner 
[3.4.2.15.C.3] and maintain certificates of accuracy. When possible, we will use local 
translators to ensure that materials accurately represent local colloquial dialogue and 
idioms. When using photographs or illustrations, our materials will mirror the diversity of 
the Nevada Medicaid and Nevada Healthy Check Up populations. 
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To ensure that all members are able to understand vital materials, we will include a 
language block with the materials written in English, Spanish and other languages most 
spoken by Nevadans after English and Spanish, for example, Tagalog and Chinese, 
explaining that the document contains important information and encouraging members 
to contact MSD for oral interpretation of the material in the language they speak, or for 
reading and explanation of the material for any member with LEP. (3.4.2.15.C) MSD and 
all member-facing staff have immediate access to our national telephonic interpretation 
service, offering professional interpretation in more than 200 languages and meeting all 
CMS and HIPAA requirements. Additionally, all member materials and each page of our 
Member Handbook will contain our TDD/TTY phone line and Nevada 711 Relay and our 
MSD toll free telephone number. 


 


DESIGN FORMAT TO MEET MEMBERS NEEDS 
We will design and draft materials with an understanding of the needs of members who 
are visually impaired or have limited reading proficiency (LEP). We will provide materials 
in alternative formats for persons with hearing, visual or motor impairments, including 
large print, audiotape and disc, and braille, upon request. Our MSD staff will document a 
member’s preference for materials (language, audio disc, etc.) in our integrated 
information management system, so that all staff will provide the correct linguistic 
support in all future interactions. 


 


Our MSD will monitor and report to the Quality Improvement Committee requests for 
materials in alternative formats and non-English languages and requests for telephonic 
and in-person non-English and American Sign Language interpretation to review trends, 
monitor LEP in our membership and identify any language barriers to access. 


 
3.7.8.1 Provider Policy and Procedure Manual 
 
A. The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider. The vendor shall document the approval of the provider manual 
by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is 
reviewed and updated at least annually. 


 


PREPARING A COMPREHENSIVE PROVIDER MANUAL 
Our Provider Policy and Procedure Manual (Provider Manual) will serve as a key 
component in our multi-modal education approach for communicating policies, 
processes, requirements, and expectations to Providers. Our Provider Engagement 
Team, in collaboration with other operational units and the Chief Medical Director, will 
prepare, subject to DHCFP approval, Provider Manual content for each distinct class of 
provider, including facility/hospitals, ancillary, specialty, and primary care (including 
Federally Qualified Health Clinics (FQHCs) and Community Health Clinics). Our approach 
will be to consolidate information into a single, integrated manual, with sections for 
general health plan and program information that applies to all provider types; plus 
additional, distinct sections specific for each Provider class. The benefit to this approach 
is that all providers can see overall program information and search for specific provider 
roles and responsibilities in an integrated document versus seeking information from 
several volumes. For example, a PCP may want to understand the responsibilities for 
specialty providers and vice versa; an integrated manual enables them easily find 
information in one place. Our network subcontractors will create separate provider 
manuals, including for pharmacy and vision providers; we will provide links to these 
manuals on our public provider web site. 
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MANUAL APPROVAL AND VERSION TRACKING ENSURE COMPLIANCE 
After completing our own internal content review and approval process, the Chief 
Medical Director, in coordination with the Sr. Director, Compliance (Compliance Director) 
will be responsible for submitting Provider Manual drafts to DHCFP for review. We will 
maintain documentation verifying that the Provider Manual is reviewed, submitted, and 
approved in our Governance, Risk Management and Compliance System. This system 
will provide systematic tracking of compliance, with auditable records of management 
approval and cited contract and regulatory mandates. We will also track whether the 
State requested changes and ensure that we incorporate any feedback provided by State 
reviewers in the document prior to publishing. We will regularly update the manual, as 
needed, once operational and, at a minimum, conduct a comprehensive annual review to 
ensure that information is accurate, complete and reflects current health plan and 
program requirements.  


 
B. Upon approval of the DHCFP, the vendor may publish the manual material related to more than one 
category of provider in a single volume. The vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all copies of the manual in each provider’s 
possession when changes are made by the vendor. Provider update notices sent via facsimile, mail, and 
e-mail may be utilized to update the provider manual when changes are made by the vendor. The vendor 
can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual 
updates to each provider practice where several providers within the practice are participants in the 
network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the 
DHCFP. That electronic copy must be updated with the same frequency as the hardcopy manual copies 
furnished to providers. The manual shall include, at a minimum, the following information: 


 


PUBLISHING AND DISTRIBUTION APPROACH  
Upon DHCFP approval, we will publish content relevant to all provider categories into a 
single volume Provider Manual. We will furnish a hard copy of the Provider Manual to all 
Providers upon execution of the provider contract, and we will educate providers on the 
full Provider Manual content during New Provider Orientation and during initial onsite 
Provider Engagement Specialist (PE Specialist) meetings. If there are multiple providers 
per practice, we will issue one hard copy of the manual per practice. We will also inform 
providers that the Provider Manual is available electronically on the public Provider 
website. The online Provider Manual is available to anyone with an Internet connection 
and, therefore, accessible to an unlimited number of practice staff accessing the 
electronic copy simultaneously versus sharing a single hard copy. In our experience, 
providers use this option as it is the most efficient way to access the Provider Manual. 
Online publishing also ensures out-of-network providers and other stakeholders have 
immediate access to the Manual. We will update the Manual when we make changes, and 
will furnish network providers updates in hard copy and via online. We will also furnish 
one initial hard copy and one electronic copy of the Provider Manual to DHCFP . 


 


Notifying Providers About Manual Updates 
We will immediately publish updates to the hard copy Provider Manual and on the 
Provider website upon DHCFP’s approval and we will notify enrolled providers via a fax 
blast or email that updates are available online. We will send providers updated hard 
copy as required and providers may reference the online version of the manual to ensure 
they are accessing the most current content at all times.  


 


We will ensure our Provider Manual contains, at a minimum, all of the information 
required in the RFP, including but not limited to, all topics and content specified in 
Section 3.7.8.1.B.1-10, which we summarize below. 
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1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 


 


Our Provider Manual will address the full range of required policies and procedures that 
the provider practice needs to ensure compliance with health plan, State, and Federal 
standards and requirements related to the Nevada Medicaid and Check Up Programs.  


 
2. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  


 


Our Provider Manual will describe the procedures governing member eligibility 
verification. Manual content will describe how providers can quickly and easily verify 
member eligibility and information via our member look-up tool available 24/7 on the 
secure Provider Portal.  


 


The Manual also will describe how providers can call our automated and intuitive 
Interactive Voice Response (IVR) System to verify member eligibility. We will inform 
providers that because Member ID cards are not a guarantee of eligibility, providers must 
verify members’ eligibility on each date of service.  


These tools enable providers to use member identifying information to determine 
whether a particular individual is an active member of our health plan and the eligibility 
start and end dates. They also provide information on the member’s assigned PCP. 


 


Our Manual will describe the process for receiving and disseminating enrollment data to 
participating providers, including how our health plan receives enrollment data via the 
HIPAA 834 Enrollment File. Our Provider Manual also will include information on how we 
will send PCPs a roster of their assigned members through our secure Provider Portal. 
This member roster will reflect all eligibility/demographic changes made within the last 
24 hours. We will inform providers that member eligibility information on the Provider 
Portal includes other important member information including date of birth, address and 
contact information.  


 
3. Prior authorization procedures and requirements; 


 


Provider Website, and the secure Provider Portal. We provide information on services 
that require prior authorization, including out-of-network services, how to submit a prior 
authorization request, and what services can be provided without referral or prior 
authorization. The Provider Manual, Provider Website, and Provider Portal will state that 
emergency and post stabilization services are not subject to prior authorization and also 
clarify that members will not be held liable for the cost of services if a provider fails to 
obtain the necessary prior authorization. The Provider Manual will describe how the 
Provider Portal provides access to our online tool that allows providers to enter a CPT 
code to verify whether a service requires prior authorization and to submit prior 
authorization requests. The Manual also will inform providers how to contact the plan for 
personalized prior authorization assistance. 


 
4. The procedures for claims administration; 


 


The Provider Manual will include provider class specific information about claims 
administration by claim type as well general guidelines, clean and non-clean claim 
definitions, timely filing, claim and encounter data submission, claim payment, third 
party liability, and claim requests for reconsideration. A separate Billing Manual details 
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administrative billing requirements and claims submission guidelines. We will also 
provide information about how to contact our Provider Services staff by phone or how to 
schedule a meeting with our Claims Concierge, who will assist providers with complex 
claims issues.  


 
5. Provider credentialing criteria; 


 


The Provider Manual will provide details on our credentialing process and criteria and 
provide links to network contract applications and other credentialing forms. Our content 
will make it easy for providers to understand what they need to do and what to send to 
us to help facilitate a streamlined, efficient credentialing, contracting, and recredentialing 
process. We will include a list of required documentation and describe how we will verify 
credentialing documents. In addition, we will describe the Credentialing Committee 
review process; the re-credentialing process; providers’ right to review and correct 
information; the provider’s right to be informed of application status; and the right to 
appeal an adverse decision. 


 
6. Provider network management; 


 


The Provider Manual will provide information on our approach to network management 
such as providers’ rights and responsibilities, members’ rights and responsibilities, 
meeting appointment and cultural competency requirements, access and availability 
standards, quality standards, medical management and prior authorization requirements 
and processes, care coordination, provider monitoring and support, grievance and 
appeal process, fraud waste and abuse guidelines, and medical records review. We will 
include other network management related information as well such as information on 
our inclusive, high-touch Provider Engagement Model (PE Model), including the 
invitation for interested providers to join committees and “have a seat at the table”; our 
comprehensive, ongoing provider education and training program and resources (e.g. 
Provider Orientation, the Practice Improvement Resource Center (PIRC), webinars, and 
workshops/town halls); using the Provider Portal and plan-provided data to help manage 
their panels; and opportunities for providers to engage in quality improvement.  


 
7. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations; 


 


Our Provider Manual will include information on the benefits and limitations available to 
enrolled members under the program, including any restrictions on members’ freedom of 
choice imposed by the program, and any/all payment obligations, thus helping providers 
better manage their contractual responsibilities related to members.  


 
8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; 
and all pertinent information necessary to submit a clean claim in a timely manner; 


 


We will include an overview of administrative and billing instructions in the Provider 
Manual and detailed information on claims submission requirements and procedures in a 
separate Billing Manual. Our goal is to provide ample information in our Manual so that 
providers can easily submit clean claims and we can pay providers promptly, fairly, and 
without a lot of administrative hassle.  


Information in the Provider Manual includes information required to submit a claim, the 
definition of clean and non-clean claims, prompt pay standards, the process for 
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electronic and paper claims submissions, electronic funds transfer (EFT) and electronic 
remittance advices (ERA) payment processing, third party liability, and claims 
reconsideration and dispute processes. The Billing Manual will include detailed 
information on claims submission and payment procedures, which will be designed to 
make it easy for providers to submit claims and maximize clean claim turnaround time. 
The Billing Manual will be available on our Provider website and content and topics will 
include but not be limited to: 


 List of procedure codes 


 Code auditing and editing (e.g. 
audits and edits) 


 Units 


 Payment rates 


 Pertinent information needed to 
submit a clean claim in a timely 
manner 


 Procedures for paper, electronic, 
and online claims submission 


 EFT and ERA 


 Rejection versus denials 


 Common causes for upfront 
rejections, claims processing 
delays and claims denials 


 Common Explanation of Payment 
(EOP) denial codes and 
descriptions 


 Instructions for supplemental 
information 


 Common HIPAA compliant EDI 
rejections 


 Claim forms and instructions 


 Billing tips and reminders 


 
9. Procedure to dispute adverse payment and contract decisions; and  


 


Our Provider Manual will detail procedures for providers to dispute adverse payment and 
contract decisions including claim requests for reconsideration, claim disputes, and 
corrected claims.  


 


ADVERSE PAYMENT CONTENT 
The manual will provide information about how to contact a PE Specialist, how to submit 
online claim status inquiries, and payment amounts or denial reasons. We will also 
describe procedures such as how to make a request for reconsideration by clearly 
explaining the reason the claim is not adjudicated correctly; and processes for 
submitting an adjusted or corrected claim form, a “Request for Reconsideration” form, or 
a “Claim Dispute” form.” The Provider Manual will outline how we will submit an updated 
EOP to the provider in the event that a dispute or request for reconsideration warrants a 
change to the payment.  


 


CONTRACT DECISIONS CONTENT 
The Provider Manual will describe how providers have the right to review information we 
obtained to evaluate their credentialing and/or re-credentialing application and 
information about how we made contract decisions.  


 
10. Policies and procedures to be implemented by the Vendor to manage quality improvement and 
recipient service utilization. 


 


The Provider Manual will describe our health plan’s culture and systems, and the policies 
and procedures we will implement to manage quality improvement and member 
utilization. We will describe our Internal Quality Assurance Program (IQAP) and how we 
will use a systematic approach to quality using reliable and valid methods of monitoring, 
analysis, evaluation and improvement in the delivery of health care provided to all 
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members, including those with special needs. Quality improvement and member service 
utilization topics will include, but not be limited to: 


 Program structure, scope, and 
goals 


 PE Model  


 Patient safety and quality of care 


 Member utilization 


 Performance improvement goals 


 Healthcare Effectiveness Data and 
Information Set (HEDIS) 


 Provider satisfaction survey 


 Consumer Assessment of 
Healthcare Providers and 
Systems (CAHPS) survey 


 Provider profiling and incentive 
programs 


 


CONVENIENT ACCESS FOR OUT-OF-NETWORK (OON) PROVIDERS 
It is important for OON providers who work with our plan to be familiar with our quality 
and medical management approach and standards, as well as other health plan 
information. OON providers will be able to easily access the Provider Manual and our 
Billing Manual on our public Provider Website by selecting the Provider Resources link.  


 
3.7.8.2 Provider Workshops 
 
The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest to 
all providers, the workshops must provide sessions for each discrete class of providers whenever the 
volume of recent changes in policy or procedures in a provider area warrants such a session. All sessions 
should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering 
services in order to ensure that the recipient is Medicaid-eligible and that claims are submitted to the 
responsible entity. Individual provider site visits will suffice for the annual training requirement. 
 


 


We will use our high-touch innovative PE Model as the primary tool through which 
provide ongoing education and training to our providers, support their individual 
performance improvement goals, and consistently improve overall provider satisfaction 
with our health plan. Our PE Model focuses on improving provider service, cultivating 
and nurturing provider and community partnerships that help address drivers of 
satisfaction, and directly soliciting feedback and input into the issues that are important 
to our providers. Our MCO’s locally-based PE Specialists, experienced in Medicaid and 
CHIP, will be responsible for day-to-day and in-person provider engagement; conducting 
town halls/open invitation trainings, provider workshops and in-person training and 
webinars; and ensuring issue resolution when barriers to satisfaction are identified. We 
will have PE Specialists dedicated to facilities, physicians, specialists, and FQHCs in 
both Clark and Washoe counties.  


 
The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site.  


 


REGULAR WORKSHOPS WILL ACCOMMODATE ALL PROVIDERS 
Our comprehensive provider education approach will ensure that, at least annually, we 
will conduct provider workshops in the required geographic service areas to 
accommodate each provider site. 


 


SYSTEM-LEVEL TRAINING COLLABORATION 
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Based on the success of similar initiatives in which our affiliates have participated in 
other states, we recommend a pre-implementation collaborative provider 
workshop/training initiative with DHCFP, other MCOs, large provider groups, and 
provider associations to educate providers statewide. We have been meeting with 
providers in Nevada for more than a year, and have heard repeatedly that providers want 
a high level of provider/MCO coordination and collaboration. They have also 
communicated that they want more education on the topics they care about such as 
claims submission and reimbursement, referrals, how to reduce non-emergent 
emergency room (ER) visits, how they can improve care coordination, and how to 
navigate the system in general. We plan to make every effort to address their training 
requests.  


 


We have also met, and will continue meet, with Nevada-based provider associations (e.g. 
Nevada State Medical Association, Nevada Healthcare Association, Nevada Primary Care 
Association, and Nevada Mental Health Counselors Association) to provide initial 
information about our plan, discuss our PE Model, and lay the groundwork for 
continuous input into provider training needs and preferred venues. We also have 
discussed with our larger groups and value based contracting partners, such as Well 
Health, Dignity, MonteVista, and Fundamental, hosting provider workshops or other 
training at their facilities so that their provider base/employees will have convenient 
access to our comprehensive training. Our affiliates’ experience shows that cross-
stakeholder collaboration results in consistent, streamlined training that meets 
providers’ needs, when and where they need it, and facilitates a seamless transition into 
our plan for providers and members.  


 


WRITTEN TRAINING PLAN  
We will develop a comprehensive annual training plan that starts before implementation 
so that providers are ready see our members and work with us on Day One. Our Provider 
Engagement Team will reinforce this training on relevant business and clinical topics 
throughout the life of our Contract. Our training plan will detail provider workshop/town 
hall and webinar schedules, including a listing of topics (general and specific), locations, 
dates, and times. The Provider Engagement Team will be responsible for the training 
plan, in cooperation with other functional areas such as Claims and Medical 
Management. We will build flexibility into our plan so that we can develop education to 
address emergent needs as a result of changes in policy and procedures or unexpected 
program requirements. In addition, our Provider Engagement Team will leverage any 
additional topic that our parent company or affiliates develop in other states, such as 
trainings on topics requested by our affiliates’ providers.  


 


MULTI-MODAL TRAINING APPROACH  
Our provider education and training program will include initial orientations, in-person 
trainings/webinars, online training and resources, conference calling, and provider office 
visits. We also will develop and schedule trainings/town hall open invitational meetings 
based on provider input and will leverage material developed by our corporate Clinical 
Training Team. We will continuously solicit input on education programs from our 
network providers and the community-based organizations with which we partner.  


 


Below we provide a short summary of many of the training venues and offerings we will 
provide to our network partners.  


 Orientation. Our Provider Engagement Team will provide initial training within 30 
calendar days of contracting, and will address contract requirements and other 
important topics. Our Claims Specialists will educate network providers on claims 







347 
 


submission requirements and related topics such as electronic claims 
submissions; and will introduce available MCO resources, including our Provider 
Manual, Provider Portal, training materials, and fee schedules. We will provide this 
comprehensive orientation in-person, via webinar, individually at provider sites, 
and in groups at convenient, familiar locations. 


 In-person and Online Training and Webinars. We will offer training to providers 
and their staff in both Clark and Washoe Counties in easily accessible locations, 
supplemented by online interactive and recorded training, accessible 24/7, and 
peer-to-peer training through Internet options, including self-paced modules and 
interactive webinars. We will customize our training to meet the needs of primary 
care, behavioral health, specialists, and hospital/health system providers. 


 Town Hall / Open Invitation Trainings. We will schedule ongoing trainings and 
community Town Hall forums to expand on orientation basics; and address 
program and policy changes, specific educational needs, and provide cyclical 
“refresher” training. In addition to group training events, we will host live 
interactive webinars and trainings via video conferencing to facilitate access.  


Additional Training Offerings. Our MCO will provide written training and educational 
materials electronically and via our Practice Improvement Resource Center (PIRC – See 
details below) on our website (hard copy provided upon request).  


 


See Section 4.1.12.a for additional details about our Provider Training and Education 
Program; Section 3.7.8.1 for more information on our Provider Manual contents; and 
Section 3.7.8.2 for information on provider workshops. 


 


MONITORING AND TRACKING  
As part of our continual quality improvement efforts, we will monitor overall provider 
training attendance. We will track metrics including the number of trainings offered, the 
number of participants, types of trainings most requested, and provider satisfaction with 
the trainings, and use the information to continually enhance our training program.  


 
In addition to presenting education and training materials of interest to all providers, the workshops must 
provide sessions for each discrete class of providers whenever the volume of recent changes in policy or 
procedures in a provider area warrants such a session.  


 
TRAINING OF INTEREST TO ALL PROVIDERS  
We will present education and training of interest to all providers. Depending on the 
workshop or training mode, we may present training materials and tools related to topics 
in our Provider Manual and Billing Manual and how to access additional training 
materials through the PIRC. We also will provide webinars through our Provider Portal, 
and address standard administrative topics that are essential to provider operations 
such as general claims submission guidelines, cultural diversity and awareness, the 
referral process and care coordination. We will publicize these workshops on our 
Provider Portal, in our Provider Newsletter, and on our public web site.  


 


TRAINING FOR DISCRETE CLASSES OF PROVIDERS 
We will provide training/workshop sessions for discrete classes of providers, including 
facilities/hospitals, ancillary and specialty providers, and primary care providers (PCPs), 
as warranted. We will also have special sessions related to provider category-specific 
topics such as:  


 Facilities/hospitals 
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o Institutional/inpatient claim submission 


o Case management, concurrent review, and discharge planning 


o Care transitions 


o Trauma informed care 


 Ancillary and specialty providers 


o Referrals to inpatient care or other specialty care 


o Disease management programs related to specific specialties 


o Clinical practice guidelines 


 Primary care 


o Physical and behavioral health care coordination for primary care and BH 
providers 


o Specialty care referrals 


o ER diversion 


 Behavioral health 


o Social determinants of health 


o Peer supports 


o Recovery and wellness 


o Trauma informed care 


 


We will work with stakeholders and key providers to develop tiered or customized 
training content to meet both in-person and workshop/webinar deployments, and to 
ensure the most value for each discrete class of providers. 


 
All sessions should reinforce the need for providers to verify Member eligibility and enrollment prior to 
rendering services in order to ensure that the Member is Medicaid-eligible and that claims are submitted 
to the responsible entity. 


 


All provider orientations, workshops, in-person provider visits and phone calls, and 
webinars will reinforce the need for providers to verify member eligibility and enrollment 
prior to rendering services, to ensure the member is Medicaid-eligible and that claims are 
submitted to the responsible entity. This ongoing education effort will help reduce 
denied claims and provider frustration and help ensure program integrity. We will 
reinforce information via our provider newsletter, Provider Manual, and Provider Portal 
content. 


 
Individual provider site visits will suffice for the annual training requirement. 


 


While we understand that provider site visits will suffice for the annual training 
requirement, our Provider Engagement Model, as also described in Section 3.7.9.1, and 
our Provider Training Program exceed the requirement for annual training. We will offer 
multiple town halls/workshops/webinars throughout the year, and by scheduling multiple 
individual provider site visits with each provider, our PE Specialists will continuously 
reinforce training received, obtain feedback on the effectiveness of our training sessions, 
and solicit ideas for future training topics and venues.  


 


Our experienced PE Specialists will provide comprehensive, field based and in-office 
support to educate and help providers resolve any problems they may encounter. We will 
assign PE Specialists geographically to foster strong community-based provider 
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relationships and we will hire an FQHC PE Specialist who will bring specific FQHC 
expertise to address the needs of those providers.  


 


Our Provider Performance Managers (PPMs), will provide ongoing field-based support to 
providers participating in our quality-based Pay-for-Performance (P4P) and Value Based 
Incentive Programs (Described in Section 3.6.3.5). Our PPMs will meet with these 
providers at least quarterly to provide targeted education and review performance 
against program metrics and brainstorm on solutions to help them improve quality and 
maximize their incentive payments. They will meet more often, as needed, to address 
performance issues, and are always available to visit providers on request.  


 


Our Model provides for more personal interaction with larger, higher volume providers, 
but we never limit frequency of contact with any network provider. We will stratify 
providers based on their involvement with our VBP/Incentive models and prioritize face-
to-face visits with our provider partners who share our commitment to performance 
improvement and engagement. Our PE Specialist visit schedule will be developed based 
on three tiers: 


 VIP Tier 


o Monthly visit by PE Specialist 


o Access to a dedicated Provider Engagement Specialist 


o Dedicated PPM 


o Fast track issue resolution  


o Same day response time 


o Monthly Joint Operating Committee (JOC) meeting with MCO leadership or 
Provider Engagement staff 


o Invited to participate on provider Advisory Committees 


 Enhanced Tier 


o Bimonthly visit from PE Specialist 


o Access to dedicated PE Managers  


o Dedicated PPM 


o Expedited issue resolution process 


o 24-hour call response time 


 Standard Tier 


o Twice yearly visit from PE Specialist 


o Dedicated PPM if participating in VBP 


o Standard issue resolution process 


o 24 hour response time or next business day. 


 


CLAIMS CONCIERGE WILL OFFER INDIVIDUALIZED CLAIMS ASSISTANCE 
Helping providers successfully submit clean claims, reimbursing them quickly and fairly, 
and helping them understand their reimbursement is a top priority for us. We will offer a 
Claims Concierge (one of our Claims Specialists) who will be a highly skilled, technical 
liaison for providers. The Claims Concierge will investigate, research and resolve more 
complex inquiries regarding claims billing, adjudication and payment. The Claims 
Concierge will provide telephonic and onsite support to providers, as needed, as well as 
attend claims-specific town halls/workshops. In collaboration with other claims staff, IT 
resources, and Provider Services/Provider Engagement staff, the Claims Concierge will 
participate in claims analysis projects to identify and resolve systemic or coding 
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problems, and educate staff and providers about the results or other claims processing 
updates.  


 


TRACKING ENSURES PROVIDERS GET THE SUPPORT THEY NEED 
We will track all onsite visits by all the staff described above in our Customer 
Relationship Manager (CRM) application. CRM’s inquiry tracking functionality enables 
unified communications (onsite visits, phone, e-mail, fax, mobile device, web and 
interactive messaging) between our staff and providers. All provider contacts, whether 
by phone, e-mail, etc., become part of their online CRM record, accessible by internal 
staff, allowing them to instantly see any contextual background provider inquiries.  


 
ADDITIONAL OPPORTUNITIES TO MEET FACE-TO-FACE  
Community Organization and Provider Association and other provider group 
conferences and meetings give us another touch point with providers and community 
stakeholders. As a result, we will seek opportunities to participate as a speaker, sponsor 
or exhibitor at a number of provider conferences throughout the year. For example, we 
are a major stakeholder sponsor for Las Vegas Heals, which will provide us insight to 
issues their organizational members face and give us an opportunity to collaborate on 
provider training that meets their association’s needs.  


 
3.7.8.3 Provider Newsletter 
 
The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest. 
Vendor must publish a semi-annual newsletter for network providers. 


 


We will publish a quarterly Provider Newsletter for network providers, exceeding 
DHCFP’s requirements for a semi-annual newsletter. We will post the Newsletter on our 
public website and secure Provider Portal and also email the Newsletter to network 
provider officers. Educating providers via the Newsletter will be just one component of 
our comprehensive Provider Education and Training Program, which also includes our 
Provider Manual, Billing Manual, updates to our Provider Portal and the Practice 
Improvement Resource Center (PIRC), fax blasts, secure email, on-site provider visits, 
and workshops and webinars. The Provider Engagement Team will be responsible for the 
Newsletter. 


 
Topics may include guidelines, policy updates, quality management strategies, and other topics of 
provider interest. 


 


Our Provider Newsletter will feature articles on clinical and administrative guidelines, 
policy updates, quality management strategies and other quality topics, MCO updates, 
information on how to contact the MCO, provider education/training updates, and other 
topics of provider interest. Our goal will be to offer ongoing information to help providers 
improve efficiency and optimally serve our members.  


 


We will publish articles on topics of interest to all providers regardless of type, as well as 
topics that may be oriented to class-specific providers such as PCPs, specialists, 
hospitals/facilities, and ancillary providers. We will select topics based on input or 
program changes such as impending policy decisions; cultural diversity and awareness 
issues; new or updated clinical practice guidelines; claims analysis (e.g. sudden 
increase in denials for a particular procedure code); provider input (e.g. inquiries, PAGs 
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and ad hoc work groups, Peer Review Committee, JOC, quality reviews, and provider 
meetings), staff input (e.g. Member Services, Provider Engagement, Claims, Quality, and 
Medical Management), and member input (e.g. Member Advisory Committee, satisfaction 
surveys, inquiries, and grievance and appeals data). Examples of Newsletter topics are 
included in the table below:  


 


Examples of Provider Newsletter Topics 


 Policy information 
updates, including 
reimbursement policies 


 Quality management 
strategies and 
programs, and program 
integrity 


 Letter from the Medical 
Director/MCO Updates 


 Access requirements  Preventive care  Continuity of care/care 
transitions 


 Care coordination/care 
management 


 Referrals  Emergency department 
diversion 


 HEDIS compliance best-
practices/HEDIS results 


 Clinical Practice 
Guidelines and 
evidence-based 
medicine 


 Advance Directives 
requirements 


 EPSDT Well-Child 
documentation 


 Suicide prevention  Smoking cessation 
programs 


 Provider roles and 
responsibilities 


 How to schedule free 
clinical training 


 Peer-to-peer reviews 


 Provider Portal and 
PIRC overview 


 Claims submission 
guidelines and updates 


 How to navigate the 
Medicaid system of care 


 
3.7.8.4 Recipient Newsletter 
 
The vendor must publish a newsletter for enrolled recipients at least twice per year. The newsletter will 
focus on topics of interest to enrolled recipients and must be written at an eighth (8th) grade level of 
understanding reflecting cultural competence and linguistic abilities.  
 
The vendor must provide a copy of all newsletters to the DHCFP. Additionally, these newsletters and 
announcements regarding provider workshops must be published on the vendor’s website.  


 


We will publish Member Newsletters at least twice a year upon prior approval from 
DHCFP. We have extensive experience in producing Member Newsletters that reflect the 
cultures of the members we serve, focused on topics of interest to all ages. The 
newsletter will be written at no more than the eighth grade level of understanding based 
on standard readability scales such as Flesch-Kincaid (3.10.16.8 and 3.7.8).  


 


We will provide DHCFP with a copy of all newsletters. We will maintain printed English, 
Spanish and any other prevalent language versions of our current and previous Member 
Newsletters on public-facing pages of our website, which do not require log-in or 
registration. Our website also will contain announcements regarding provider 
workshops, special events for members and the general public, and links to any 
approved social media sites, such as Facebook, as well as other approved member and 
provider materials (e.g. Member Handbook, Provider Manual, disease prevention 
brochures, EPSDT schedule, etc.). 


 


The newsletters will be informative, culturally competent, and centered on topics of 
interest to members. Health information will stress personal responsibility for health care 
and assist in increasing health literacy and engagement, with direct “call to action” 
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messages, such as how and when to obtain adult cancer screenings. We have 
experience in creating interesting and motivating articles aligned with identified 
population needs [3.4.5.1], such as:  


 Well woman visits including pap testing for cervical cancer 


 Staying healthy with diabetes 


 The importance of wellness visits, including colonoscopy 


 How to identify depression in yourself or a loved one, and obtaining behavioral 
health services 


 How to maintain heart health 


 Member rights and responsibilities, notices of any significant changes in our 
Member Handbook, benefits, or network [6.3.1.1.C] 


 Staying healthy and avoiding seasonal health risks, such as flu and asthma 
complications 


 


Our Member Newsletter also will cover important administrative topics such as our 
quality improvement initiatives, how the member’s provider may be involved in these 
initiatives, and why these projects are important to the member. 


Our newsletters will provide culturally diverse photos representative of the members we 
will serve in Nevada, and employ colorful illustrations and charts to aid comprehension 
and increase interest. Every newsletter will include information on how to contact us for 
more information, personal assistance with member issues, or oral interpretation of the 
material in any language. 


 


3.7.9 Network Maintenance 
3.7.9.1 Maintenance of the network includes, but is not limited to: 


 


APPROACH TO MAINTAINING THE HIGHEST QUALITY NETWORK AT ALL TIMES 
Our MCO, guided by our Network Management Plan, will maintain the highest quality, 
most comprehensive network possible at all times. The VP Network Development will be 
responsible for network maintenance and quality. Our Network Management Policy and 
Procedures Manual will document all policies and procedures related to network 
maintenance. Our network maintenance program will include components such as 
credentialing; adding, deleting, and periodic contract renewals; provider education; and 
provider discipline and termination as described further below. 


 


Our MCO, guided by our Network Management Plan, will maintain the highest quality, 
most comprehensive network possible at all times. Our VP, Network Development will be 
responsible for network maintenance and quality. Our Network Management Policy and 
Procedures Manual will document all policies and procedures related to network 
maintenance. Our Network Maintenance Program will include components such as 
credentialing; adding and deleting providers, and periodic contract renewals; provider 
education and training; and provider discipline and termination, as described further 
below. We also provide more detail on network maintenance related to program integrity 
requirements in Section 3.16.6.5 -3.16.6.6. 


 
A. Initial and ongoing credentialing; 


 
Member safety and positive health outcomes are our top priority and both depend on 
services being rendered by highly qualified and appropriately credentialed providers. As 
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fully described in Section 3.10.15, and also discussed in Section 3.16.6.5 (related to our 
Program Integrity policies and procedures), our Credentialing Program includes 
comprehensive written policies, procedures and standards for initial credentialing and 
ongoing recredentialing, and is in full compliance with all applicable federal and State 
standards, including those required in NAC 679B.0405, 42 CFR §1002.3. Our Program is 
also fully compliant with all applicable standards of the National Committee for Quality 
Assurance (NCQA). 


 


We will ensure the highest quality of care for our members by thoroughly verifying 
provider credentials based on current federal, State, DHCFP and NCQA guidelines, 
communicating network participant responsibilities, and through peer review before 
finalizing contracts. Our procedures will address program oversight, responsibilities by 
provider type, provider nondiscrimination, the application process and timelines, 
communication with providers, credentialing activity tracking, recredentialing, and 
oversight of delegated credentialing and recredentialing. 


  


Our Quality Improvement Committee (QIC) will have direct responsibility for the 
Credentialing Program, activities and policies. Our Credentialing Committee, chaired by 
the Chief Medical Director (CMD), will oversee the credentialing process, evaluate 
credentials and professional conduct, and make recommendations to approve or deny a 
provider’s application for network status. The Credentialing Committee, which reports to 
the QIC, also will review monthly reports to measure health plan compliance with 
credentialing standards. The Credentialing Committee also will provide access to local 
best practices and ensure that any issues expressed by the local provider community 
and/or network providers are expediently addressed.  


 


INITIAL CREDENTIALING  
To join our provider network, providers must submit a completed application and 
supporting documentation and meet all participation requirements. We will require 
practitioners to submit their application using Nevada Form NDOI-901.  


 


Our Credentialing team will review and verify the provider’s application and 
documentation using industry-recognized primary and secondary source verification. We 
will verify information from the Nevada Board of Medical Examiners, the State Board of 
Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and 
any other applicable licensing entities for all other practitioners in the plan, along with 
additional verification elements described in Section 3.10.15.5. 


 


For initial credentialing and recredentialing, we will conduct searches on applicants and 
compare their results against the U.S. Department of Health and Human Services Office 
of Inspector General (HHS-OIG) list of Excluded Individuals/Entities and the System for 
Award Management (SAM), the Social Security Death Master File (SSDMF) and the 
National Practitioner Data Bank (NPDB). During initial credentialing, recredentialing, and 
monthly ongoing monitoring between recredentialing cycles, we will consistently 
monitor providers for loss of licensure, exclusions, sanctions and fraud/abuse violations.  


 


Applications with satisfactory inquiry status are forwarded to the Credentialing 
Department for processing. Credentialing staff will verify data using primary and 
secondary source verification, all of which comply with NCQA, State, and federal 
requirements. Applications meeting thresholds for “clean files” will be presented to the 
Chief Medical Director for review and approval. Applications failing to meet “clean file” 
credentialing thresholds are submitted to the Credentialing Committee, which will meet 
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monthly to review the qualifications of each applicant presented and make approval or 
denial recommendations to the QIC. The QIC, which will meet within one week of the 
Credentialing Committee, will make all final decisions on network participation. 


 


We will strive to process credentialing applications as quickly as possible. All 
practitioners who submit an application to join our network will have the right to be 
informed of the status of their application upon request. If the new practitioner is denied 
participation by the QIC, our Credentialing Committee will notify the practitioner in 
writing via certified mail within 60 calendar days of the denial decision.  


 


Please see Section 3.10.15.5 for a detailed description of our credentialing process. 


RECREDENTIALING 
Our MCO will recredential all providers, at a minimum, every 36 months, and we will not 
require any action by the practitioner to start the recredentialing process. Approximately 
180 days prior to the practitioner’s recredentialing date, we will begin the recredentialing 
process. We will send providers a series of recredentialing notices at 180, 120, and 60 
days prior to the due date, as needed. Our Provider Engagement staff will also call any 
Providers who fail to respond to our recredentialing notices, and when there is a 
potential for recredentialing failure which could result in network termination. Please see 
Section 3.10.15.6 for more detail on recredentialing. 


 
Please see Section 3.10.15.6 for more detail on recredentialing. 


 


ONGOING CREDENTIALING 
To ensure that we provide our members access to only the highest quality network of 
providers at all times, our Credentialing staff will conduct ongoing monitoring and 
reporting between recredentialing periods to ensure continued compliance with all 
federal, State and health plan credentialing requirements, standards, and policies. For 
example, staff will routinely monitor all network providers to ensure they have not 
incurred exclusions, licensure sanctions, legal activity, or other negative indicators in 
between or prior to their standard recredentialing date. 


 
B. Adding, deleting, and periodic contract renewal; 


 


Provider data accuracy impacts or ability to: 


 Effectively manage our network 


 Create and maintain a Provider 
Directory that is “up to the 
minute”  


 Pay claims timely and accurately  


 Prevent fraud and abuse  


 Perform accurate auto 
assignments or make PCP 
assignment changes  


 Support effective participation in 
health information exchange 
initiatives.  


 


Our Network Maintenance Program will include specific processes related to adding, 
deleting, and periodically renewing provider contracts. Provider data is initially added to 
our Provider Data Management (PDM) System as a result of information gathered during 
the contracting and credentialing processes. We routinely refresh data as a result of day-
to-day contact with providers, recredentialing, and the contract renewal process. 
Contracting staff will outreach to providers whose contracts are set to expire to 
renegotiate terms/conditions or provide them with a new contract before the original 
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contract expires. Contracting staff will add any new information obtained to our 
database.  


 


We will maintain detailed policies, processes, and procedures to ensure that we update 
provider data quickly and accurately, including adding and deleting providers from our 
PDM System as appropriate; and correcting information (e.g. address/location 
information, panel sizes, languages spoken, accepting new patients, ADA accessibility, 
and other demographic information). In addition, our Provider Services and Provider 
Engagement staff will ask providers to verify the information we have on file for them 
during every telephone call or onsite visit. We will contractually require providers to 
proactively notify us, in writing, whenever they have a change to their information and we 
will update our system and online Provider Directory within 48 hours of being notified of 
the change. Please see Section 3.7.7 and 3.16.6 for more information on how we maintain 
the most current Provider Directory possible. 


 
C. Provider education; and 


 


CONTINUOUS EDUCATION LEADS TO STABLE, SATISFIED PROVIDERS 
Throughout the life of our Contract, our MCO will offer a comprehensive provider 
education program comprised of our Provider Manual; New Provider Orientation; 
regularly scheduled pre-implementation and ongoing provider training sessions and 
workshops in a variety of locations in each Service Area for all provider types; 
live/recorded webinars; continuing education and professional certification; PE 
Specialist regular face-to-face individualized training and education with providers at 
their practice sites; our secure Provider Portal and online Practice Improvement 
Resource Center (PIRC); written materials (such as the Provider Newsletter); and 
targeted education through fax blasts, targeted mailings associated with our disease 
management programs, and when non-compliance is identified, for example.  


 


See Section 3.7.8.1 for more information on our Provider Manual contents, Section 3.7.8.2 
for information on provider training/workshops, and 3.7.8.3 for detail on provider 
newsletters. 


 


We will educate our key subcontractors, including personnel who work onsite at our 
plan, during their initial orientation and during mandatory annual trainings. We 
contractually require subcontractors to comply with all relevant laws, regulations, state 
mandates, and the policies and procedures detailed in our Provider Manual. We also 
contractually obligate subcontractors to immediately report any concerns about 
noncompliance within their organization, or that they may have observed at the plan, at a 
provider’s office, by a member, or by another subcontractor. At a minimum, we will meet 
quarterly with each of our key subcontractors, or more frequently based on volume of 
business, criticality, sensitivity of responsibilities, or historical performance. During 
these delegated vendor oversight meetings, we will review operational reports and 
reports on compliance and our Program Integrity efforts. 


 


OUR PIRC: A SEARCHABLE LIBRARY OF RESOURCES AVAILABLE 24/7 
In 2015, we expanded our online educational support for providers by establishing our 
Practice Improvement Resource Center (PIRC): a well-organized, searchable 
compendium of best practices and vetted information and documentation, multi-media 
content, evidence based guidelines and toolkits, and other information and tools to help 
providers manage the clinical, operational, and technology aspects of their practices.  
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Our PIRC will be available through the provider section of our public website as well as 
the secure Provider Portal. Through the PIRC, we will offer, for example, cultural 
competency training; evidence-based toolkits from recognized authorities, such as 
materials addressing prenatal care from the American College of Obstetricians and 
Gynecologists; treatment and guidelines for treating conditions that impact our members 
such as heart disease, substance abuse, and other behavioral health conditions, suicide 
prevention, and depression management tools; and Quick Reference Guides on a variety 
of topics such as related to authorization submissions, claims submission, and other 
administrative materials.  


 


For complete details about our comprehensive Provider Training and Education 
Program, please see our response to Section 3.7.8.2.  


 
PROVIDER ENGAGEMENT MODEL 
We will retain a stable network through our proven Provider Engagement Model (PE 
Model) and knowledgeable staff that make it easy for providers to work with us including 
offering technology solutions such as our health information exchange tools, Claim 
Batch Entry Wizard, and our Provider Portal. We will maintain provider satisfaction 
through high touch outreach/training/education activities, our Provider Engagement 
Model, and by engaging providers at all levels of the organization so they can help 
inform program design and policy. Our affiliates’ provider satisfaction survey responses 
indicate that we consistently get high marks for being easy to contact and speak with 
about questions, having knowledgeable provider staff, and solving problems timely.  


 


We also will invite providers to participate on our Board of Directors; in Quality 
Committees, such as our Quality Improvement Committee (QIC), our Credentialing 
Committee, our Provider and Hospital Advisory Committees, which we will form in both 
Clark and Washoe counties; and/or Special Clinical Focus Work Groups or Provider 
Satisfaction/Engagement Work Groups. We will keep providers engaged via our Value 
Based Purchasing (VBP) and quality-based P4P Incentive Programs that reward 
providers for rendering high quality services in a cost effective way. Depending on the 
level of participation in our VBP Incentive Program, we will offer additional training and 
education, such as how to obtain recognition as a Patient Center Medical Home (PCMH).  


 


Please see Sections 3.6.3.5 and 3.7.6.6 for more information on our approach to PCMH, 
Accountable Care Organizations, and VBP/Provider Incentive Programs, and how we will 
support involved in each.   


 


THE PE MODEL ENSURES FREQUENT FACE-TO-FACE CONTACT  
Our experienced PE Specialists will provide comprehensive, field based and in-office 
support to educate and help providers resolve any problems they may encounter. We will 
assign PE Specialists geographically to foster strong community-based provider 
relationships and we will have a Federally Qualified Health Center (FQHC) PE Specialist 
who will bring FQHC-specific expertise. In addition, we will have two PE Specialists, one 
experienced with and dedicated to facilities, and one experienced with and dedicated to 
physicians.  


 


Our Provider Performance Manager (PPM) will provide field-based support to help 
providers improve quality-based performance, and support quality and population health 
improvement. Our PPMs will meet with providers who participate in our VBP program at 
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least quarterly to provide targeted education and review VBP status and payments. They 
will meet more often, as needed, to address performance issues, and will be available to 
visit providers on request.  


 


Our PE Model provides for more personal interaction with large, high-volume providers, 
but we never limit frequency of contact with any network provider. We will stratify 
providers based on their involvement with our VBP models and prioritize face-to-face 
visits with our provider partners who share our commitment to performance 
improvement and engagement. Our PE Specialist visit schedule will be developed based 
on three tiers: 


 VIP Tier 


o Monthly face-to-face by PE Specialist 


o Access to Director, Provider Engagement 


o Dedicated PPM 


o Fast track issue resolution  


o Same day response time 


o Monthly JOC with our MCO leadership  


o Invited to participate on PAGs and other provider work groups/committees 


 Enhanced Tier 


o Every two month visit from PE Specialist 


o Access to dedicated Provider Engagement Director or Manager 


o Dedicated PPM 


o Expedited issue resolution process 


o 24-hour call response time 


 Standard Tier 


o Twice yearly visit from PE Specialist 


o Dedicated PPM if participating in VBP 


o Standard issue resolution process 


o 24 hour response time or next business day. 


 
D. Discipline/termination, etc. 


 


WORKING PROACTIVELY TO PREVENT THE NEED FOR DISCIPLINE 
TERMINATION  
Our MCO will use a multi-modal network maintenance and management approach to help 
ensure ongoing optimal provider performance and improved health for our members. 
Our goal is to proactively help providers succeed; we will regularly provide them with 
performance data so that there is no need for discipline or termination. Through monthly 
or quarterly meetings (depending on the provider type and size), documenting provider 
calls and visits in our tracking system, PE Specialists will have a full understanding of 
provider concerns/issues. 


 


CORRECTIVE ACTION/DISCIPLINE 
When we identify a provider who is non-compliant with contractual/program 
requirements, the provider’s assigned PE Specialist will contact them immediately by 
phone or conduct an onsite visit. Since we generally want to avoid the need for formal 
Corrective Action Plans (CAPs), the PE Specialist will work collaboratively with the 
provider to identify root causes, provide targeted education and develop a plan to 
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immediately address the non-compliance. In the case of identified billing or coding 
issues, the PE Specialist will also involve the Claims Specialists to conduct any re-
training necessary to bring the provider into compliance. If the non-compliance 
continues, we will require that the provider develop and implement a formal Corrective 
Action Plan (CAP) to address the identified issue(s). Our written procedures will include 
the process for communicating the issue to the affected provider as well as the specific 
actions the provider must take to correct the issue. 


 


If on continued monitoring or follow up, the provider remains non-compliant, we will refer 
them to the Credentialing Committee for further review and corrective action. The 
Credentialing Committee may take further specific actions such as more intensive 
monitoring, additional training, freezing the provider’s panel or enrollment status, or 
termination (depending upon the magnitude of the problem or lack of correction).  


 


If we identify a provider who is rendering substandard care or services that should have 
been provided were not; or the provider is potentially out of compliance with standards 
and the IQAP on serious matters, the QI Coordinator and Chief Medical Officer will 
investigate the issue and may refer the provider to the Peer Review Committee (PRC). 
Our PRC, an ad hoc subcommittee of the Quality Improvement Committee (QIC), will 
review allegations and recommend the appropriate corrective action, including possibly 
termination. Written procedures in our Internal Quality Assurance Program (IQAP) will 
guide the PRC’s actions. We will expect the PRC to use their clinical judgment in 
assessing the appropriateness of rendered clinical care and recommending a corrective 
action plan that will best suit the particular provider’s situation. 


 


Our written corrective action procedures will include the process for communicating the 
issue to the affected provider as well as the specific actions the provider must take to 
correct the issue. Please see Sections 3.10 – 3.10.4 for IQAP standards and Section 
3.10.8.4 for more detail on Implementation of Corrective Action. 


 


When we identify suspected incidents of provider fraud, we follow all the steps outlined 
in Section 3.16.11-3.16.26 – Program Integrity, including reporting to DHCFP and 
implementing DHCFP-directed payment suspensions and other action. 


 


TERMINATING NON-COMPLIANT PROVIDERS 
If need for a termination should occur, we will use proven policies and procedures to 
effectively and efficiently manage the necessary steps to provide required notifications 
to DHCFP within mandated timeframes, prepare and implement work plans, and ensure 
smooth member transitions. We detail our processes for handling network terminations 
and significant network changes in Sections 3.7.5.11 and 3.7.5.12. 


 


For details on addressing non-compliance with medical management standards, please 
see 3.16.6.6 below.  
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3.8 MEDICAL RECORDS 
Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled 
recipient in accordance with this RFP. The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


 
The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and 
availability, record keeping, and record review process for all medical records. Not more than ten (10) 
calendar days after submitting a request, the State shall have access to a recipient’s medical record, 
whether electronic or paper, and has the right to obtain copies at the vendor’s expense. 
 
The recipient’s medical record is the property of the provider who generates the record. The vendor shall 
assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s 
medical records, upon written request, from the provider. Records shall be furnished in a timely manner 
upon receipt of such a request but not more than thirty (30) calendar days from the date of request. Each 
recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the requested medical 
records. The fee for additional copies shall not exceed the actual cost of time and materials used to 
compile copy and furnish such records. 
 
When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted 
provider must forward all medical records in their possession to the new provider within ten (10) business 
days from receipt of the request. 
 
The vendor must participate financially in the HealtHIE Nevada statewide health information exchange as 
of the effective date of the contract. At a minimum, the participation level must be based upon all recipient 
lives covered under this contract. Additionally the plan will fund the PMPM connections for its Medicaid 
and Nevada Checkup recipients. 
 
Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable health 
information disclosed electronically. 


 


PROVIDER MEDICAL RECORD KEEPING REQUIREMENTS 
We understand that medical records must allow for both appropriate and effective patient 
care and for quality review, and be in accordance with our medical records policies and 
procedures and DHCFP requirements, as detailed in our Provider Contract templates and 
referenced in our Provider Manual and Provider Portal. We will have written policies and 
procedures that require that all contracted providers maintain clinical and medical 
records in a legible, current, detailed, organized, and comprehensive manner for each 
Medicaid and Nevada Check Up member; that the providers maintain the confidentiality, 
accessibility, and availability of medical records at the primary location where members 
are seen; that they have proper procedures to safeguard the integrity of those records; 
and that they make those records available for review to authorized representatives of 
the State and CMS upon their request.  


 
MCO MEDICAL RECORD KEEPING REQUIREMENTS 
We will treat member medical information with the utmost confidentiality in accordance 
with all state and federal laws and regulations. Our ability to create, access, transmit, and 
store Personal Health Information (PHI) in accordance with HIPAA and HITECH Security 
and Privacy mandates stems from our maintenance and use of administrative, technical, 
and physical security safeguards and controls, as stated in our policies and procedures. 
We will ensure the capability to maintain the confidentiality, integrity, accessibility, and 
availability of the member medical information through internal audits. We will require 
network providers, as stated in the provider contract, to adhere to applicable HIPAA, 
State and other Federal confidentiality requirements. 
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Our policies and procedures will acknowledge the commitment to provide access to the 
State of the Medicaid and Nevada Check Up members’ medical records within 10 days of 
the State’s request and that any copies will be provided at our expense. 


 


MEMBER ACCESS TO MEDICAL RECORDS 
We recognize that the medical record is the property of the provider who generates the 
record, but that those records and/or a copy must be available upon a member’s and/or 
parent/legal guardian’s written request. We will educate our providers on their 
responsibility to furnish a copy of the medical record in a timely manner but no more 
than 30 days from the receipt of the request, that the member is entitled to receive one 
free copy of the medical record, and that the fee to be charged for additional copies must 
not exceed the actual cost of time and materials to produce such a copy of the record. 


 


We will include this information in the Provider Manual, based on our policies and 
procedures. We will also include the information about the member’s right to have a free 
copy of his/her medical records in our Medicaid and Nevada Check Up Member 
Handbook. 


 


FORWARDING MEDICAL RECORDS 
When a member changes PCP or moves out of our plan, we will make every effort to 
ensure that our contracted providers will provide the member with a copy of his/her 
medical record within 10 business days of the member’s request. We will incorporate 
language pertaining to this requirement in the Provider Manual. In the event that a 
member is not satisfied, the Provider Engagement Team will assist them in the process. 


 


PARTICIPATION IN HEALTHIE 
We will participate financially in the HealtHIE Nevada statewide health information 
exchange (HIE) as of the effective date of the contract. We are already working on our 
contract with HealtHIE Nevada so that it supports all requirements of this RFP, including 
this Section 3.8, as well as Section 4.1.13, and as further detailed in Amendment 2, 
Questions 16 and 62, and Amendment 6, Questions 49 and 50. Our HealtHIE Nevada 
contract details our financial participation on the basis of all our members for our 
Medicaid and Nevada Check Up programs, and based on the negotiated PMPM rates 
between us and HealtHIE Nevada. Our affiliated managed Medicaid health plans have 
established working relationships with organizations very similar to HealtHIE Nevada in 
several states nationwide, exchanging clinical and demographic data with HIEs and their 
participants for care coordination, improved quality and cost effectiveness. 


 


PHI DISCLOSURE 
We will not allow our Medicaid and Nevada Check Up members to opt out of having their 
individually identifiable health information disclosed electronically, but we will ensure 
that all such disclosures are in full compliance with state, HIPAA, and other applicable 
Federal regulations (including 42 CFR Part 2). In our meetings and correspondence with 
HealtHIE Nevada, we have confirmed that the HIE does not allow Medicaid and Nevada 
Check Up recipients (including any Medicaid and Nevada Check Up members we will 
serve) to opt out of having their individually identifiable health information disclosed 
electronically, and we will ensure that the HIE receives accurate eligibility information on 
all our members so that HealtHIE Nevada can maintain this “non-opt out” policy for us on 
DHCFP’s behalf. 
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3.9 QUALITY ASSURANCE STANDARDS 
3.9.1 Overview 
 
The common goal of the managed care program is a successful partnership with quality health plans to 
provide care to the DHCFP recipients, while focusing on continuous quality improvement. The current 
recipient population encompasses the FMC Medicaid eligibility category, Nevada Check Up/CHIP, and 
AO populations. Traditionally, the Medicaid population is a high-risk, high-volume user of health care 
services.  
 
The role of managed care is to ensure accessibility and availability to appropriate health care, provide for 
continuity of care, and provide quality care to enrolled recipients. A major focus of managed care is health 
promotion and disease prevention. The aforementioned populations benefit from targeted preventive 
health care services, the quality and availability of which are monitored and evaluated by the DHCFP in 
conjunction with the DHCFP’s EQRO contractor. The vendor is required to work collaboratively with the 
DHCFP and the EQRO in these quality monitoring and evaluation activities. The vendor will designate a 
lead person to work with the DHCFP on quality management. By virtue of the DHCFP’s contract with the 
EQRO and the federal regulations which set forth the State’s mandates for an EQRO, the vendor will be 
required to provide reporting data beyond that stipulated in this section and will participate in those 
additional EQRO activities as assigned and required by the DHCFP. 


 


We recognize our legal and ethical obligation to provide Medicaid and Nevada Check Up 
members with a level of care that meets recognized professional standards and that is 
delivered in the safest, most appropriate settings, and to continuously improve the 
health status and well-being of members, their experience of care, and the per capita 
cost of care. In order to achieve these aims, we will ensure the availability of a provider 
network to serve the many and varied needs of our members, community resources to 
cover many of the social and environmental needs, specific and targeted health 
promotion and disease prevention programs tailored to the population we will serve, a 
case management program that will address the many complex needs of our members, 
and the appropriate continuity and coordination of care delivered in a cultural competent 
manner. 


 


We recognize the value of the partnership with DHCFP and will work in collaboration with 
DHCFP and its EQRO contractor in the quality monitoring and evaluation of activities and 
Performance Improvement Projects (PIPs). We will designate our Director of Quality 
Improvement as the lead person to work with and oversee the collaboration with DHCFP 
on quality management. We will provide the EQRO with reports and data beyond what is 
stipulated in this contract and in accordance with federal regulations and State 
mandates. We will participate in additional EQRO activities as required by DHCFP.  


 


3.9.2 Quality Measurements 
3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality 
Strategy are to be reported for a calendar year, using the most current version of National Committee for 
Quality Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to 
the contract periods, but may overlap them. The DHCFP and/or the EQRO may conduct on-site review as 
needed to validate medical measures reported. The vendor must use audited data, and is responsible for 
ensuring all updates to the measure are reflected in the final, reported rates. The DHCFP reserves the 
right to require the vendor to conduct special focus studies and report on additional quality measures 
when requested. 


 


Annually, we will report all required HEDIS® measures included in Nevada’s Quality 
Strategy for calendar year measurement periods using the most current version of NCQA 
HEDIS specifications. We understand that there may be overlap between the contract 
year and the measurement year and will abide by the HEDIS specification parameters. We 
will comply with all requests by DHCFP and/or the EQRO to conduct a site review to 







362 
 


validate the medical measures reported. We will utilize certified HEDIS software to 
produce all our HEDIS rates, and a certified HEDIS auditor to validate all rates prior to 
submission to DHCFP. Our submitted final audited rates will include all updates to the 
results. In addition, we will conduct special focus studies and report on additional quality 
measures as required by DHCFP.  


 
3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the State 
Quality Strategy.  


 


Annually, we will submit data reports on all HEDIS and other performance measures 
listed in the State Quality Strategy. Our Compliance Department will use our Governance, 
Risk Management, and Compliance software to effectively administer and monitor our 
adherence to contractual requirements including reporting activities. Through this 
software, we will ensure that all reports are submitted in accordance with the contract 
requirements.  


 
3.9.2.3 Beginning in the third year of this contract period, on July 1 of each year, the vendor may be 
eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures 
(calculated from the preceding calendar year's data) for which significant improvement, based on the 
DHCFP methodology, identified in Attachment U ~ Pay for Performance (P4P), has been demonstrated.  


 


We have read and understand the components of the P4P program included in the 
contract. The P4P measures, listed in Attachment U, include: Children and Adolescents 
Access to PCPs (12 -24 months, 25 months – 6 years, 12 – 19 years), Childhood 
Immunization - Combo 10, Comprehensive Diabetes Care - HbA1c Testing, and the 
Frequency of Ongoing Prenatal Care (81%-100% of visits). Our IQAP will include 
strategies and designed to improve HEDIS performance including those that are included 
in DHCFP’s P4P program.  


 
3.9.2.4 Pregnancy 
 
A. Standard 
 
1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided 
with quality prenatal care. Quality prenatal care provides for increased access to prenatal services, and 
ensures necessary monitoring of high-risk pregnancies to obtain healthy birth outcomes. 


 


We will ensure eligible pregnant Medicaid members are provided with quality prenatal 
care, increase access to prenatal services, and ensure necessary monitoring of high-risk 
pregnancies through early identification and outreach to new pregnant members to 
educate and engage them in care, address barriers, maximize utilization of recommended 
prenatal and postpartum services, and identify and address risk factors.  


 


We will accomplish these things through our award-winning, best practice, 
multidimensional, person-centered Perinatal Management Program, through which we 
bring together a system of care around each member to holistically address their unique 
situation, needs, preferences, and barriers. One of the program’s primary goals is to 
encourage early identification of pregnant women and to help them seek prenatal care. A 
key element of our approach is offering a broad provider network of traditional providers 
who know and are familiar with the population and its unique challenges.  


 


Outcomes for this program across all of our affiliate plans include the following: 
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 As program participation has increased, low and very low birth weight deliveries 
have decreased. 


o Outreach and education efforts have increased the number of pregnant 
members for whom we receive a Notification of Pregnancy (from 10.5% of 
births in 2007 and to 67.25% in 2015), which enhances our ability to identify 
and address risks early and get members into prenatal care as soon as 
possible.  


o Since implementation in 2008, the program has led to 31.2% fewer babies 
weighing less than 1000 grams; 20% fewer babies weighing under 1500 
grams, and 7.9% fewer babies weighing less than 2500 grams.  


o The percent of low birth weight (1500-2499 grams) deliveries has decreased 
from 9.23% at program implementation to 8.32% in 2014 (p < .01). The 
percent of very low birth weight (250-1499 grams) deliveries has decreased 
from 1.75% at program implementation to 1.51% in 2014 (p < .01). 


o Reductions in the number of low and very low birth weight deliveries has 
resulted in substantial cost savings. Given the volume of deliveries 
covered, we estimate the program saved >$20 million in 2014 and $14.5 
million in 2015. 


 We have achieved year-over-year, statistically significant improvements in 
pregnancy-related HEDIS rates such as Frequency of Prenatal Care and 
Timeliness of Prenatal Care. Notably, postpartum care increased 7.1% across all 
our affiliates from 2015-2016 (p<0.001) 


 Children of mothers who participate in this program exhibit lower ER visit rates, 
higher wellness visit rates and higher PCP visit rates than children whose 
mothers did not participate, indicating more appropriate utilization of health care 
resources. 


 
PERINATAL MANAGEMENT PROGRAM  
Our unique, award-winning perinatal program is the umbrella program through which we 
integrate all efforts to improve birth outcomes and perinatal health. Program components 
include: 


 Early pregnancy identification  


 Risk screening and stratification to determine appropriate interventions 


 Member outreach and education such as sending Welcome Packets and program 
information to new members 


 Assistance with access to needed medical, behavioral health (BH), nutritional, 
social, educational and other services and coordination of referrals to appropriate 
specialists as needed  


 A 17P program to prevent pre-term delivery 


 Care management and close monitoring for pregnant members at risk for adverse 
outcomes and those under age 21 


 Member incentives for accessing prenatal and post-partum care  


 Provider education on improving birth outcomes and increasing access to 
appropriate prenatal care  


 Innovative mobile technology to help keep pregnant women connected to our 
program staff and providers and engaged in their care. 
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EARLY IDENTIFICATION  
Our focus is on early identification and education of pregnant women and helping make 
sure they seek prenatal care as soon as possible. We conduct a Health Risk Screening 
(HRS) of all new members within 90 days of enrollment (if we know the member is 
pregnant, we complete the HRS within 30 days). If the HRS identifies a member as 
pregnant, or if we otherwise become aware that a member is pregnant, we complete a 
comprehensive screening for maternal health risk factors through our Notification of 
Pregnancy (NOP) form process. The NOP assesses obstetric history, substance use, 
previous pre-term delivery, domestic violence, and existence of chronic or complex 
conditions such as diabetes or mental illness. 


 


As further detailed in 3.7.5.5 and in 3.10.20.2.B.1, we use multiple strategies and make at 
least three attempts to complete a HRS for all new members. These strategies include 
Welcome calls and visits, New Member packets, and in-person New Member Orientation 
sessions during implementation and open enrollment periods. The HRS identifies any 
physical, BH, social and/or functional needs and determines, among other things, 
whether a new member is pregnant.  


 


To ensure that we identify new pregnant members as early as possible, we also identify 
possible pregnancies by reviewing the eligibility file as well as claims and utilization data 
that might indicate pregnancy.  


 


PROVIDER PARTNERSHIPS  
We partner with providers to encourage prenatal and postnatal care.  


 We educate and require providers to submit a Notice of Pregnancy (NOP) as soon 
as they are aware of a member’s pregnancy. We make our staff available to assist 
members and providers in completing the form.  


 We require our providers to schedule prenatal visits as recommended by national 
guidelines. We make the scheduling process simple via our Member Experience 
team and innovative appointment scheduling program (described below).  


 We provide a variety of resources to support provider awareness of recommended 
prenatal services, including our OB/GYN Quick Tips and HEDIS Flip Books, as 
well as coding and billing tips.  


 


PERSONAL OUTREACH AND ASSISTANCE 
When we identify a pregnant member, we will work with the member’s provider to 
complete a maternal risk screening through our NOP process. Our Care Managers 
provide education to the member about our perinatal management program and the 
importance of prenatal care, and assist them in scheduling and keeping an initial OB 
visit.  


 


We will invite all pregnant members to Baby Showers that we will offer quarterly. Care 
Managers will attend the events, where we will provide perinatal education and nominal 
gifts, to identify at-risk members. We also host post-partum Baby Showers focused on 
providing culturally appropriate health education and ensuring mom and babies get the 
medical and social services they need. Our outreach staff will seek hard-to-find members 
in places such as community centers and homeless shelters.  


 


Helping Members Schedule And Keep Appointments. One of the key ways we optimize 
the likelihood members will comply with prenatal visits and postpartum check-ups is via 
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our Member Experience (concierge) team. The Member Experience team will assist 
members to find providers and schedule appointments for members while they are on 
the phone, according to the member’s individual preferences and needs related to 
location, availability, and specialty care. In the case of difficult-to-locate services, the 
Team maintains contact with the member over time until an acceptable appointment is 
made. This real-time access motivates members to obtain all needed services and 
empowers members to contact a provider’s office and obtain a future appointment. The 
Team also assists in scheduling members who need more individualized attention to find 
a provider, such as when a member has limited availability during regular appointment 
hours, which is often the case with pregnant teens who are in school. The Team offers 
transportation assistance and arranges for in-person language or American Sign 
Language translation for members as needed, a significant differentiator from only 
offering over-the-phone translation for provider appointments.  


 


We will supplement these efforts with our Appointment Wizard, which allows our staff to 
find an available appointment time with a provider, in real time, without needing to 
contact the provider’s office. Using this scheduling software, a provider offers a block of 
appointments for our members, removing the need for a call to the provider’s office. 
Appointment Wizard also can send appointment reminders to both the member and the 
provider via text and email, alert the provider to any care gaps or needed screenings, and 
maintain data on completed appointments.  


 


ENGAGING MEMBERS IN THEIR CARE 
We train member-facing staff in best practice engagement techniques such as 
Motivational Interviewing, as well as cultural competency. In addition, we train Care 
Managers to tailor their approach and interventions to reflect each member’s preferences 
and willingness to engage, a “meet me where I am” approach. Face-to-face, culturally 
competent interaction helps develop trust between the member and Care Manager, which 
in turn increases the member’s willingness to learn about their health and self-care 
strategies. It also teaches us about the barriers they face in accessing care or complying 
with their care plan. Our Care Managers meet with high risk pregnant members in their 
home, or other location of their choice.  


 


Involving Members in Care Plan Development. Care Managers work with pregnant 
members to actively engage them in developing their own care plans, which detail the 
action steps for meeting care plan goals and obtaining the full range of medical, BH, 
social, and other services to ensure a healthy pregnancy. We determine follow up based 
on risk level and individual needs, but we contact high risk members at least every two 
weeks and moderate risk members monthly to monitor their condition and care and 
provide encouragement for continued engagement in care and adherence to the care 
plan. We provide members access to view their care plans via our secure Member Portal. 
Care Managers show them how to navigate the tool and make their own updates. 


 


Secure Member Portal. We encourage and assist all members to register for our Member 
Portal to access a wide range of information and updates. Through the Portal, members 
can track their own health care via access to their care plans and care gap alerts. We 
provide perinatal health information on the Member Portal and links to pregnancy-related 
podcasts.  


 


Mobile Application Technology. Our perinatal management program’s mobile application 
will offer interactive tools and allow them to track service milestones and set 
personalized reminders for prenatal visits and other self-service functions. Our texting 
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program provides information on recommended screening and accessing prenatal care, 
as well as breastfeeding initiation. The program has resulted in higher timeliness and 
frequency of prenatal care participants in our affiliates in other states.  


 


Member Incentives. We offer incentives for members to schedule and attend 
appointments for prenatal and postnatal care. For example, via our Member Rewards 
program, we offer an incentive for attending all recommended prenatal and postpartum 
check-ups.  


 


Childbirth Education/Parenting Classes. We offer childbirth education and parenting 
classes to all pregnant members and their chosen partners. These classes reinforce the 
importance of scheduling and keeping appointments for all recommended prenatal, 
postpartum, and newborn well-care services, and include schedules of recommended 
visits. We also provide information about other plan benefits, resources, and tools (such 
as our mobile app and Member Portal). We offer classes at convenient times and 
locations throughout the state, including at FQHCs and hospitals where we will have 
embedded staff, and schools (to reach pregnant teens) during evenings and weekends. 
We offer on-site oral translation services if necessary. We will also offer childbirth and 
parenting education via our Member Portal for convenience. 


 


TARGETED PROGRAMS TO ADDRESS BARRIERS 
We implement initiatives and programs to address specific barriers we identify within our 
member population. For example, our affiliates have developed specific programs to 
address teen pregnancy and cultural barriers experienced by members who are 
homeless.  


 


High Risk OB Care Management. Our High Risk OB (HROB) Care Management 
Program improves birth outcomes by increasing the number of recommended prenatal 
care visits received by medium and high risk members, and ensuring access to other 
needed medical, nutritional, social, educational and other services. We use our 
proprietary, clinician-developed, evidence-based stratification tool to identify women 
who may be experiencing a high-risk pregnancy.  


 


The Care Manager works with the member, family, and OB to complete a comprehensive 
assessment of health and pregnancy risk factors, and develop and implement an 
individualized care plan that addresses the member’s full range of physical health, 
behavioral health (BH), social, and other needs to ensure a healthy pregnancy. Follow up 
is determined by risk level and identified needs, but occurs at least every two weeks for 
high risk members and monthly for moderate risk members. Care Managers also provide 
continuous education throughout the pregnancy, including information about depression 
and substance abuse issues. 


 


Perinatal Depression Management Program. Depression during and after pregnancy 
places women at greater risk for adverse obstetric outcomes such as low birth weight. 
Undiagnosed and untreated depression can indirectly influence health outcomes of 
children.6 To address these issues and promote early identification and treatment of 
perinatal depression, we will implement a Perinatal Depression Management Program 
developed and currently implemented in eight states.  


                                                 
6(Mckee, D. MD, MS, Cunnigham, M. DSW, Janowski, K. MA; Zayas, L., PhD. Health‐Related Functional Status in Pregnancy: 
Relationship to Depression and Social Support in a Multi‐Ethnic Population. June 2001, Vol 97, Issue 6.). 
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We will screen pregnant members for depression using the Edinburgh Depression 
Screening tool. We will provide this tool in every prenatal mailing along with information 
about perinatal depression. For members with scores that indicate moderate to high risk 
for depression, we will outreach to provide additional education and facilitate access to 
behavioral health services. Members who are medium and high risk will be assigned to a 
BH clinician Care Manager who will collaborate with the nurse Care Manager, member, 
family, and providers to develop, monitor, and revise a care plan that addresses all 
medical, BH, social, and other needs. Our interdisciplinary case review team, comprised 
of a Medical Director and clinical staff from across departments, will discuss and 
recommend interventions for members who have not responded to treatment or who 
continue to experience barriers to access or adherence.  


 


Perinatal SUD Management Program. We recognize the importance of identifying 
members who may have substance use disorder (SUD) while pregnant and connecting 
them quickly with the appropriate provider, resources, and education to either reduce or 
eliminate the substance use. To address this, we will implement a Perinatal Substance 
Use Disorder (SUD) Management Program using a model that our affiliates in five states 
currently operate. The program provides education and resource linkage, and connects 
pregnant members who are engaged in substance abuse behaviors to intensive 
outpatient and partial hospitalization programs along with the associated medical-
assisted treatments with Subutex and Methadone. 


 


When we identify a pregnant member with suspected SUD, a BH clinician Care Manager 
completes (or coordinates with the nurse Care Manager, who will remain the member’s 
primary contact, to complete) an assessment to confirm the substance use and assess 
the member’s medical, BH, social, and other needs. The program promotes recovery 
through a care plan developed in collaboration with the member that includes treatment 
referrals; self-management tools such as workbooks designed to better understand 
triggers; and use of local support groups and resources. Care plans also include 
coordination with the member’s providers (including PCPs and OB/GYNs) as well as 
family and community supports as desired by the member or parent/guardian.  


 


This program has resulted in improved health outcomes such as:  


 Improved member engagement through development of a recovery plan  


 Reduction in infants born prematurely or with drug exposure  


 Engagement in ongoing SUD treatment and recovery plan postpartum as 
evidenced by successful completion of care plan goals 


 


In the first ten months of our affiliate in another state implementing this program, the 
average length of stay for infants born to participants was reduced from 14-20 days to 12 
days.  


 


17P Program. Our 17P Program encourages providers to offer and members to access 
17P treatment, which can help prevent preterm births and improve birth outcomes. When 
we identify a member at risk for pre-term delivery, a Care Manager discusses 17P with 
her and explains the benefits, determines whether she has discussed 17P with her 
provider, and strongly encourages her to discuss 17P with the OB provider. The Care 
Manager monitors members receiving 17P for the remainder of the pregnancy, providing 
education and assistance as needed to promote access to recommended prenatal care, 
address barriers, and ensure compliance.   
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2. The vendor’s prior authorization policies and procedures must be consistent with the provision of 
prenatal care in accordance with community standards of practice and the MSM. 


 
Our prior authorization policies and procedures will be consistent with the provision of 
prenatal care in accordance with community standards of practice and the Nevada 
Medicaid Services Manual (MSM). As described in more detail in our response to Section 
3.10.19.3, our Utilization Management Committee (UMC), which will include network 
providers, will be responsible for developing and regularly reviewing our PA policies and 
procedures to ensure consistency with community practice standards, the MSM, all state 
and federal regulations, and evidence-based standards.  


 
 
3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 
 
A. Standard 
 
1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to 
the national average for EPSDT screenings. Well Child Care promotes healthy development and disease 
prevention in addition to possible early discovery of disease and appropriate treatment.  
 
 
AFFIRMATIVE STEPS TO ACHIEVE PARTICIPATION RATES EQUAL TO OR 
GREATER THAN THE NATIONAL AVERAGE FOR EPSDT SCREENINGS 
We will take affirmative steps towards achieving rates equal to or greater than the 
national average for EPSDT screening, including a formal EPSDT Program and 
innovations designed to support continuous improvement in participation rates. 


 


Leveraging successful EPSDT Program Initiatives from across the country, which have 
resulted in the majority of our plans having rates at or above the national average, and in 
an effort to meet DHCFP’s goal, our EPSDT Program will include outreach, education, 
internal and external monitoring and reporting, and ongoing efforts to identify innovative 
solutions for improving both provider and member compliance with the EPSDT 
periodicity schedule and follow up care and services.  


 


As described in detail in our response to requirement 3.4.4.3, our EPSDT Program 
incorporates multiple strategies to meet the required participation rate and promote 
healthy development, disease prevention, early discovery of disease, and appropriate 
treatment. These strategies include but are not limited to: 


 


Program resources that include dedicated staff responsible for our EPSDT efforts: 


 A cross functional approach that ensures all departments are working 
collaboratively and taking every opportunity to promote EPSDT compliance 


 Partnerships and collaboration with the overall system of care to ensure our 
EPSDT-related efforts align and are coordinated with the efforts of other parts of 
the system 


 Effective use of data and technology to support outreach, tracking, and evaluation 


 Aggressive, repeated member education, outreach, reminders, and assistance  


 Provider requirements and education regarding their role in providing EPSDT 
services 
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 Support and interventions to assist providers in ensuring all assigned members 
receive needed EPSDT services timely 


 Incentives for providers who meet EPSDT performance targets 


 Monitoring and ensuring provider compliance with EPSDT requirements 


 Regular evaluation of program performance to identify and address improvement 
opportunities. 


 


Below we provide detail on the affirmative steps we will take with providers and members 
to meet EPSDT requirements. Please see our response to 3.4.4.3 for details on our other 
strategies to meet and exceed the required participation rate. 


 


AFFIRMATIVE STEPS WE WILL TAKE WITH PROVIDERS 
Requiring and Educating Providers To Meet EPSDT Requirements 
We contractually require all network Primary Care Providers (PCPs) to provide EPSDT 
preventive health services to their assigned EPSDT eligible members and to participate 
in the Vaccines for Children Program. This includes contracted Physicians (pediatrics, 
family practice, general practice, internal medicine, and OB/GYN), Rural Health Centers 
(RHC), Federally Qualified Health Centers (FQHC) and Public Health Departments (PHD) 
who serve as PCPs. In addition, we contract with school based clinics provided by 
FQHCs who are allowed to provide EPSDT preventive health services to EPSDT eligible 
members.  


 


Our contracts also require providers to complete all of the required components of each 
EPSDT visit as identified in the AAP Periodicity Schedule, to include diagnosing and 
treating or referring members for diagnosis and treatment of suspected issues. We 
require and ensure that providers possess the necessary equipment to perform all 
components of each EPSDT preventive health screening, which includes but is not 
limited to:  


 Scale for Weighing Infants, Children and Adolescents  


 Length/Height measuring board or device (children under two years old)  


 Device for measuring height in the vertical position for (children who are over two 
years old)  


 Blood Pressure apparatus with infant, child and adult cuffs  


 Screening audiometer  


 Eye charts  


 Developmental and Behavioral Screening tools  


 Ophthalmoscope and Otoscope  


 Optional: Blood Lead Analyzer with Protocols/ Procedures; Supplies for vaccines 
(including refrigerator) and device for measuring Hct and Hgb  


 


Our Provider Engagement Specialists (PE Specialists) educate providers on all EPSDT 
requirements and periodicity schedules during New Provider Orientation, site visits, and 
calls. Ongoing, PE Specialists, along with our EPSDT Coordinators, and our Quality 
Improvement program staff educate and develop targeted interventions with providers to 
ensure timely and age appropriate services. We provide EPSDT information via individual 
and group trainings, in the Provider Manual, and on our Provider Portal. Our information 
includes the AAP Periodicity Schedule; and requirements to provide all components of 
visits and referrals, and ensure needed follow up care. We also educate providers on the 
need to refer a child for Early Intervention Program services if, after an EPSDT screen, a 
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provider suspects developmental delay and is aware that the child is not yet receiving 
services. We send provider mailings, and provide information on EPSDT on our Provider 
Portal and through our practice improvement resource center. 


 


We educate and encourage providers to use every opportunity to perform EPSDT 
screenings (such as during a sports physical or sick visit) by having office staff review 
the Provider’s member roster (on our secure Provider Portal) for needed services 
whenever a member is scheduled for any type of appointment. We also educate and train 
providers on fluoride varnish application during primary care visits. To ensure 
completeness of data, we encourage providers to send us medical record evidence for 
new members that have received preventive health services from another payer prior to 
enrollment in our MCO. 


 


Providing Support and Interventions to Providers 
We provide a range of supports and interventions to help providers meet EPSDT 
requirements. 


 


Identifying EPSDT Members on the PCP Roster. We provide our contracted PCPs with 
monthly reports that identify EPSDT eligible members on their roster who are new to the 
plan and have not had an EPSDT visit by 90 days. We also identify members who have 
been with the plan longer than 90 days and are due/past due for an EPSDT visit. We 
require all PCPs to outreach to and complete EPSDT screenings and services in 
compliance with the EPSDT periodicity schedule. This includes all age appropriate 
components per the Nevada Healthy Kids Periodicity Schedule. 


 


Alerting Providers to Needed Care. We use our sophisticated data informatics and 
standard as well as ad hoc reporting solutions as our tracking system and to meet 
compliance monitoring and reporting requirements. For example, our Management 
Information System (MIS) compares claims data against the EPSDT periodicity schedule 
and member and provider data to support effective analysis and outreach. Using next-
generation predictive analytics, we are able to re-analyze data and refresh care gaps 
daily, allowing us to identify gaps in recommended care as soon as possible. 


 


Our providers are able to access a consolidated list that reflects HEDIS-related care gaps 
and all EPSDT services that should be performed during a member’s next visit on our 
secure Provider Portal. Our secure online EPSDT tracker organizes, in one table and by 
member, all needed EPSDT services. Providers are able to see “alerts” related to needed 
care, including which gap in service prompted the alert, via our EPSDT tracker within 
each member’s online Member Health Record, and within the provider’s online Member 
Roster. We also send monthly lists of members due and overdue for EPSDT to PCPs. 


 


Uploading EPSDT Data to Our Provider Portal. To improve EPSDT utilization data 
completeness and enable us to more effectively target our outreach, we enable our 
providers to upload to our Provider Portal any information they have showing 
compliance with screening visits and any EPSDT services the member received prior to 
enrollment.  


 


Facilitating Appointments. We encourage PCPs to use our web based appointment 
scheduling system. Appointment Wizard, which is integrated with our enterprise 
Management Information System (MIS), employs secure, web-based technology to allow 
any of our staff who have telephonic or face-to-face contact with members to instantly 
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schedule appointments for the most convenient available time for our members. Our 
staff have access to Appointment Wizard from their desktops, laptops, or mobile devices, 
and can set up appointments instantly while on the phone or while meeting with 
members, without the need for multiple calls to/from provider offices. Our MIS securely 
updates Appointment Wizard with the latest member contact and PCP information, 
allowing us to issue appointment reminders to our members via text, secure e-mail, voice 
phone call, or hard copy letter, based on member preference. In addition, our staff can 
securely attach documentation to the member appointment in Appointment Wizard for 
specific care gaps (such as recommended EPSDT and chronic condition services). 
Appointment Wizard supports the health industry standard appointment scheduling 
interface for integration with a Provider's Electronic Medical Records (EMR) system, 
which allows such Providers to process our member appointments directly within their 
EMR. 


 


Collaborate with Provider offices to schedule a Healthy Kids Day. Healthy Kids Days are 
“events” in which our EPSDT Staff call members assigned to a provider to schedule 
appointments for past due EPSDT/preventive health visits and components such as 
immunizations and lead screenings. They schedule appointments on specific days and 
our staff are onsite on these days to assist office staff (e.g. update demographic 
information, and review any additional gaps in care) and give members who keep 
scheduled appointments nominal incentives. 


 


Partner with select high volume PCPs to distribute Dental Reminders to our members 
during visits. The Dental Reminder encourages members to schedule a FFS preventive 
dental visit beginning at age six months, reminds members that no referral is needed and 
how to access FFS dental services, and provides information about the importance of 
sealants to protect their child’s teeth from cavities. 


 


Outreach and educate targeted provider offices that have a high volume of eligible 
members. Educate the office staff on billing and coding requirements for preventive 
health services and required follow up resulting from EPSDT screening, and related 
HEDIS measures, provide report cards and noncompliant lists, and conduct medical 
record reviews (MRRs) to determine chart documentation compliance. 


 


Incentivizing Providers 
We incentivize providers to meet EPSDT requirements and performance targets. Our 
Value Based Purchasing incentives, such as quality of care metrics, include routine and 
preventive measures consistent with those required by EPSDT. When we conduct 
medical record reviews, we identify potential non-compliance with providing and 
documenting EPSDT preventive health screenings, diagnostic testing, treatment, and 
referral and conduct targeted interventions to improve participation. As part of the 
continuous quality improvement process, we engage individual practitioners and 
provider groups in the improvement process by sharing performance data and health 
outcomes for their assigned members, and by aligning value-based arrangements for 
high volume primary care providers with key health outcomes measures. We distribute to 
each PCP a quarterly performance profile with medical, pharmacy, and utilization 
measures with comparison to benchmarks or peers as well as continuous, real-time, 
actionable data at the member and panel level via our secure Provider Portal. We use this 
data to develop targeted interventions to improve EPSDT participation rates. (See section 
3.10.6.6 for further detail on our Value Based Program) 


 
Monitoring and Ensuring Provider Compliance 
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We conduct Medical Record Review (MRR) Audits to assess provider compliance with 
documentation, including required EPSDT components. We place any provider who fails 
to meet our 80% compliance standard on any one component, or who is missing required 
equipment, on a corrective action plan (CAP). We will educate all non-compliant 
providers during the review about what they need to do to become compliant. In addition, 
we provide the tools below to providers:  
 Standardized developmental screening tools 
 Autism screening tools 
 Adolescent risk assessment tools (which includes drug/alcohol screening and STI 


screening), and  
 Infant blood pressure cuffs, based on identified need. 
 
AFFIRMATIVE STEPS WE WILL TAKE WITH MEMBERS 
Informing Members about EPSDT Benefits and How To Access Them 
New Member Orientation. Outreach to newly enrolled members includes urging them to 
contact their primary care provider through auto-dialer calls, the member handbook, 
random welcome calls, alerts and identified care gaps posted to the secure member 
portal, and through face-to face interactions such as at health fairs and provider office 
visits. In Nevada, we will consider face-to-face group orientation in partnership with our 
high volume providers and community organizations.  


 


Member Handbook. Through our member handbook, we provide information about 
EPSDT preventive health services to all EPSDT eligible members, including:  


 The importance of preventive medical care and scheduling and keeping visits in 
accordance with the Nevada Healthy Kids Periodicity Schedule  


 The importance of preventive dental care and how to access FFS dental services 
in accordance with the periodicity schedule  


 How and where to access services, including necessary transportation and 
scheduling services 


 A statement that services are provided without cost. 


 
Member Portal and Mobile Applications. We provide information on EPSDT services and 
how to access them on our Member Portal and via our member mobile application for 
iPhone and Android devices. 
 
EPSDT Coordinator Outreach. Our EPSDT Coordinators communicate with members in 
English, Spanish and all other prevalent non-English languages and alternative formats. 
Our policies and procedures specify the processes through which the staff uses 
mailings, telephone outreach, and face-to-face interaction to outreach and inform eligible 
members about EPSDT services.  
 
Community Outreach. We use community outreach events and other point-of-service 
opportunities to educate members. For example, we will use community health workers 
to provide EPSDT information at community events, such as health fairs and back-to-
school events. We offer community-based events for pregnant and new mothers during 
which we educate them on a variety of topics, including the importance of EPSDT 
services.  
 
Leveraging Every Member Contact. We integrate EPSDT education into all member 
contacts, capitalizing on every opportunity to ensure members are aware of and access 
services. Our Member Services Representatives (MSRs) and nurse advice line staff, Care 
Managers, and community health workers routinely educate members on the benefits of 
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preventive health care; the services available under the EPSDT Program, and where and 
how to obtain those services; and that assistance with scheduling appointments and 
transportation are available upon request. We remind members about EPSDT services, 
including how to access FFS dental services, during every contact, and offer needed 
assistance in accessing them.  
 
Member Incentives. We educate members through the mechanisms described above 
about our Member Incentive Program. The program enables members to earn dollars on 
prepaid debit cards for obtaining preventive care, including EPSDT services.  
 
Reminding Members of ESPDT Services Due or Overdue 
We provide a variety of reminders and outreach to ensure members are aware of 
upcoming EPSDT services, including dental services, and to support them in scheduling 
and keeping appointments. Examples of specific outreach activities include: 
Outreach to Pregnant Members. Our perinatal management program staff contact 
pregnant members and new moms to encourage them to choose a pediatrician and make 
their baby’s first appointment. We believe that these first appointments will start their 
babies on the right track to receiving timely EPSDT screenings and immunizations. 
 
Birthday Cards. We contact members with annual birthday reminders 45 days prior to the 
child’s birth month, and send mailings to members we cannot reach by phone, or who 
are past due for services.  
 
Member Portal and Mobile App. Members can access alerts via our secure Member Portal 
or our mobile app (iPhone and Android devices) and members over 18 may opt for 
receiving email notifications of identified gaps. 
 
Targeted Outreach. Our EPSDT Coordinator and CM staff outreach by phone to members 
who are due or past due for EPSDT services. Our community health workers discuss 
EPSDT services with members in-person at provider and other community locations. 
 
Providing Support To Ensure Members Access Needed EPSDT Services 
Assistance with Scheduling Appointments. During every conversation with a member 
about EPSDT, our staff offer to schedule the appointment. If the provider is enrolled in 
our online scheduling platform, we can use Appointment Wizard to facilitate scheduling 
appointments in real time, as described above.  
 
Assistance Addressing Barriers. Our staff also take every opportunity to identify and 
offer assistance to address any barriers to the member keeping an appointment. For 
example, we assist with arranging transportation such as by contacting the NET vendor 
with the member. We also help the member’s parent identify child care for other children, 
if needed (although if the other children are enrolled with us, we determine if that child is 
also due or overdue for EPSDT services and if so, attempt to schedule the children’s 
appointments at the same time if convenient for the parent). 
 
Community Partnerships to Support ESPDT Access. We will partner with providers, 
including Federally Qualified Health Centers (FQHCs) and Rural Health Clinics, our BH 
management organization, FFS Medicaid, community organizations and school based 
health programs to locate and outreach to children and their guardians to ensure access 
to EPSDT and other medically necessary services and to collect data related to services 
conducted outside of our health plan. Examples include: 


 We are developing a partnership with Southern Nevada Health District that will 
include targeting gaps in recommended care, with an emphasis on immunizations. 
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 We will partner with community organizations who traditionally serve the 
homeless as well as providers such as such as HELP in Clark County to help 
resolve barriers to these members accessing EPSDT and other needed services. 


 We are working with Baby’s Bounty in Las Vegas on partnership strategies, 
including having the organization provide education to our members that they 
serve about prenatal and other services (such as newborn EPSDT services) 
through our perinatal management program.  


 


PROVIDING REMINDERS AND FOLLOW-UP FOR NON-COMPLIANT MEMBERS 
We train all of our member-facing staff on how to engage non-compliant members and 
identify and address language, cultural, or other barriers to obtaining needed services. 
Our CRM prompts any member-facing staff to engage the member during any call or in-
person contact, so they can remind the member of services due offer to assist them with 
obtaining services. Our EPSDT Coordinator conducts phone outreach to non-compliant 
members. If we cannot reach a member after three phone attempts, we send a letter 
requesting that he/she contact us, and may implement automated reminder calls to 
attempt to reach them. We also will use community health workers to make in-person 
visits to a member’s home when we cannot reach a non-compliant member. When we 
successfully reach them by phone, our staff attempts to schedule an appointment by 
conducting a three-way call with the member and the provider’s office on the line 
together.  
 
Assisting Members With Referrals and Follow-Up Service Needs 
Identifying Members Who Require Referral and Follow-Up Services. We educate all 
providers to consistently use claim modifier codes that indicate whether an EPSDT 
screening identified the need for a referral. Our EPSDT Coordinator reviews monthly 
reports (of members whose EPSDT screening claims included the modifier codes) to 
identify members for outreach, education, and referral to Care Management, when 
appropriate. For children with special needs, the member’s CM will track and coordinate 
all referrals and follow-up services resulting from EPSDT-related screens. Care 
Management staff monitor these members to identify new diagnoses that require a care 
plan revision, such as disease management services, or connection to the BH MCO for 
needed BH services.  
 
Coordinating Referrals and Ensuring Follow up Services Occur. When we identify the 
need for a referral, an EPSDT Coordinator or CM contacts the member’s parent/guardian 
by phone to determine whether the services were received. If not, they educate them on 
the importance of obtaining the needed follow up services and offer help with scheduling 
the visit and arranging transportation. If we are unable to reach the parent/guardian, one 
of our community health workers may conduct a home visit to provide the needed 
education. We send quarterly information to members referred for specialist evaluation 
or treatment encouraging them to make and keep all EPSDT dental, medical screening, 
and follow up appointments. We also provide care gap alerts on our Member and 
Provider Portals to inform the member and PCP if there has been a referral for follow up 
services without a related (specialist) claim within 90 days of the referral.  
 
Assessing Parent Engagement in/Understanding of the Importance of EPSDT  
In addition to analyzing EPSDT utilization rates, we assess parent engagement and 
understanding with each contact. The EPSDT Coordinator or CM uses the patient-
centered “teach-back” method, through which the parent/guardian explains the 
information they just received to confirm understanding. Staff documents the 
assessment in the member’s record along with any barriers the parent/guardian notes 
during the conversation. Barriers are resolved whenever possible, and tracked and 
trended in order to identify opportunities for improving access.  
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Implementing Innovative Member Engagement Strategies 
We will determine the feasibility of implementing the following innovative member 
engagement strategies in Nevada to meet and exceed the EPSDT participation rate. 
 
EPSDT Surveillance Program. Through this program, our EPSDT Surveillance team 
works with the EPSDT Coordinator to identify members who meet the criteria below and 
conduct outreach to improve access to EPSDT services. The team calls the 
parents/guardians of:  


 Members between 9-14 months old to encourage them to complete all preventive 
health visits 


 Members turning two years old missing immunizations and/or blood lead 
screening tests to remind them of the needed services 


 Members between 11-13 years old to remind them to complete all adolescent 
immunizations.  


The team can provide immediate assistance while on the phone with the member’s 
parent/guardian to schedule the appointment and address barriers such as arranging 
transportation. 


 


Perinatal EPSDT Outreach Program. Through this program, a nurse outreaches to new 
mothers within four weeks of delivery to discuss the importance of well child visits and 
timely immunizations. Outreach is designed to establish a trusting and supportive 
relationship with the mother. Program nurses outreach to the mother at least two weeks 
prior to the child’s next recommended visit to encourage ongoing preventive care. Prior 
to each interaction, we send the mother an information packet (typically one page per 
topic) addressing a variety of topics pertinent to the child’s age and expected 
development. The nurse reviews the information with the mother to assess her 
knowledge level, answer questions and support her ability to meet her child’s evolving 
needs. During each interaction, the nurse remains alert to potential issues and stressors, 
which may indicate red flags requiring intervention. The mother is encouraged to contact 
her nurse or her child’s doctor with any questions and concerns between contacts. Our 
nurse remains in contact throughout the child’s first fifteen months of life.  


 
2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, but not 
be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of recipients. Vendor internal quality 
assurance of the EPSDT program shall include monitoring and evaluation of the referrals that are the 
result of an EPSDT screening. 


  


INTERNAL AND EXTERNAL PROGRAM REVIEW AND EVALUATION 
We will cooperate with DHCFP and/or EQRO desk and on-site reviews that include, but 
not be limited to: policies/procedures for EPSDT, service delivery, data tracking and 
analysis, language in primary care provider contracts, and the process for notification of 
members. Our staff will fully comply with and support any and all such reviews, and 
provide whatever is needed by DHCFP or the EQRO to complete their review.  


 


Our internal quality assurance of our EPSDT Program will include monitoring and 
evaluation of participation rates and referrals that result from EPSDT screenings. We 
educate all providers to consistently document all elements of EPSDT/well child 
screening, diagnostic testing, and treatment, including the use of claim modifier codes 
that indicate whether an EPSDT screening identified the need for a referral. Our EPSDT 
Coordinator reviews monthly reports (of members whose EPSDT screening claims 
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included the modifier codes) to identify members for outreach, education, and referral to 
Care Management, when appropriate. For children with special needs, the member’s CM 
will track and coordinate all referrals and follow-up services resulting from EPSDT-
related screens. Care Management staff monitor these members to identify new 
diagnoses that require a care plan revision, such as disease management services, or 
connection to the BH MCO for needed BH services. See 3.4.4.3 EPSDT and 3.14.6 EPSDT 
Tracking System for a detailed description of how we monitor and evaluate EPSDT 
program effectiveness.  


 
Monitoring and Ensuring Provider Compliance. We conduct Medical Record Review 
(MRR) Audits to assess provider compliance with documentation, including required 
EPSDT components. We place any provider who fails to meet our 80% compliance 
standard on any one component, or who is missing required equipment, on a corrective 
action plan (CAP). We will educate all non-compliant providers during the review about 
what they need to do to become compliant. In addition, we provide the tools below to 
providers:  


 Standardized developmental screening tools 


 Autism screening tools 


 Adolescent risk assessment tools (which includes drug/alcohol screening and STI 
screening), and  


 Infant blood pressure cuffs, based on identified need 


 
B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each 
quarter of the federal fiscal year (FFY), October 1st through September 30th. The vendor is required to 
submit the final CMS 416 Report to the DHCFP no later than March 1st after the FFY reporting period 
concludes. The vendor must send a quarterly report in order to track the progress the Vendor is making 
throughout the year. The vendor is required to complete all line items of the CMS 416 Report and submit 
separate reports for the NCU, FMC, and CHIP Medicaid expansion.  


 


We acknowledge and affirm that we will submit our CMS 416 EPSDT Participation Report 
to DHCFP for each quarter of the federal fiscal year (FFY), October 1st through 
September 30th. We will submit the final CMS 416 Report to DHCFP no later than March 
1st after the FFY reporting period concludes. We also will send a quarterly report to track 
progress throughout the year. We will complete all line items of the CMS 416 Report and 
submit separate reports for the NCU, FMC, and CHIP Medicaid expansion.  


 
1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not less than 
the Quality Improvement System for Managed Care (QISMIC) improvement measure, as determined by 
the DHCFP or its contracted EQRO, the DHCFP may require the vendor to submit a Plan of Correction 
(POC) to the DHCFP.  


 


If we cannot satisfactorily demonstrate to DHCFP at least a participation rate not less 
than the Quality Improvement System for Managed Care (QISMIC) improvement measure, 
as determined by DHCFP or its contracted EQRO, we will develop an internal corrective 
action plan that will include a barrier analysis, measurable goals and desired outcomes, 
planned interventions, identified resources, and timeframes for interim re-measurement 
and completion. We understand that DHCFP may also require us to submit a formal Plan 
of Correction (POC). We will comply with all requirements for the development and 
submission of required POCs.  


 


Our EPSDT Workgroup will be responsible for implementing any POCs. The Workgroup 
(which consists of our Chief Medical Officer and staff from the Quality Improvement, 
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Medical Management, Member Services and Provider Engagement Departments) 
routinely analyzes barriers and develops targeted, data-driven solutions to improve 
EPSDT Program outcomes. If we are required to develop a POC, the Workgroup will 
identify root causes of the inability to demonstrate the required participation rate, select 
the cause(s) that appears most amenable to change through planned interventions, and 
will use a Plan Do Study Act (PDSA) improvement methodology for rapid-cycle 
improvement. This methodology uses small tests of change, including frequent data and 
intervention review, to determine if interventions are effective in addressing barriers and 
improving compliance with EPSDT and preventive services screenings and services. 


 
3.9.2.6 Immunizations 
A. Standard 
 
The vendor shall ensure Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule). 


 


As part of our Comprehensive Well Child and EPSDT Program we will ensure age 
appropriate immunizations (according to current Advisory Committee on Immunization 
Practices (ACIP) schedule), including provider enrollment in Vaccines for Children. 


 
Administration of age appropriate vaccinations during well-child visits is a key 
component of our EPSDT Program. We educate our providers on the need to follow the 
current Advisory Committee on Immunization Practices (ACIP) immunization schedule. 
Our Provider Engagement Specialists (PE Specialists) educate providers on all EPSDT 
requirements and periodicity schedules, including the ACIP immunization schedule, 
during New Provider Orientation, site visits, and calls. Ongoing, PE Specialists, along 
with our EPSDT Coordinators, and our Quality Improvement program staff educate and 
develop targeted interventions with providers to ensure timely and age appropriate 
services. We provide EPSDT information via individual and group trainings, in the 
Provider Manual, and on our Provider Portal. Our information includes the AAP 
Periodicity Schedule; and requirements to provide all components of visits and referrals, 
and ensure needed follow up care.  


 


We educate and encourage providers to use every opportunity to perform EPSDT 
screenings and immunizations (such as during a sports physical or sick visit) by having 
office staff review the Provider’s member roster (on our secure Provider Portal) for 
needed services whenever a member is scheduled for any type of appointment. 


 


We also require our network providers to enroll in the Vaccines for Children (VFC) 
Program. Our PE Specialists educate providers on how to enroll in the program, and 
provide technical assistance, as needed. The VFC program is a federally-funded and 
state operated vaccine supply program that supplies vaccines at no cost to all public 
health and private health care providers. (See 3.4.12.3_L Vaccines for Children and 
3.4.4.3 EPSDT responses for additional detail.) We also educate and remind our providers 
about their legal responsibility to document every vaccine administrated in the Nevada 
WebIZ immunization information system to ensure that immunization records follow 
children regardless of where they were administered. 


 
3.9.2.7 Mental Health 
 
A. Standard 
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The vendor shall take affirmative steps to ensure that covered medically necessary mental health, 
substance abuse and mental health rehabilitative services are provided to enrolled recipients as required 
in this RFP. Mental health is an integral part of holistic health care.  


 


We are committed to ensuring the coverage of medically necessary mental health 
services, substance abuse, and mental health rehabilitative services (collectively referred 
to as behavioral health). We cover these services through a person-centered and holistic 
approach, and understand and affirm that mental health is an integral factor of complete 
and whole health. We proactively monitor the quality of care related to members as well 
as the effectiveness of our mental health department/operations to ensure an integrated 
approach and complete coverage. Our affirmative steps for ensuring the provision of 
covered medically necessary mental health, substance abuse, and mental health 
rehabilitative services include, but are not limited to, the utilization of medically 
necessary criteria based on the most up to date clinical practice guidelines available 
through nationally recognized sources and evidenced-based practices, and by 
monitoring and evaluating mental health service provision. 


 


UTILIZATION OF MEDICALLY NECESSARY CRITERIA BASED ON EVIDENCED-
BASED PRACTICE 
As further described in Section 3.4.2, our health plan utilizes medically necessary criteria 
to ensure that covered medically necessary mental health, substance abuse and mental 
health rehabilitative services are delivered in a consistent and appropriate manner. 
Written criteria are utilized for all care decisions, and are based on the most up-to-date 
clinical practice guidelines (available through nationally recognized sources), evidenced-
based clinical practices, and specific procedures for applying those criteria in an 
appropriate manner. The application of Medical Necessity Criteria (MNC) is based on the 
methodologies (listed below) all of which are implemented to ensure consistent 
application of MNC by Utilization Management (UM) program and UM staff. 


 Weekly UM rounds to review of complex cases with participation of care 
management staff to ensure discussion of discharge planning as appropriate 


 Routine supervisor audits of determinations and timeliness (individual case 
audits) 


 Annual Inter-Rater Reliability Testing (agreement among reviewers) 


 Quality review for accessibility of services 


 


Weekly UM Rounds 
Our health plan conducts weekly UM rounds which include the UM clinical team and care 
management team to discuss complex cases, application of MNC, and decision-making 
processes. UM rounds and the discussions and/or decisions that result from UM rounds 
allow UM staff to determine next steps for members to ensure the receipt of the 
appropriate covered medically necessary mental health services. An example of a next 
step may be linking the member with a substance use condition to an intensive 
outpatient treatment provider and peer support services to help transition from a higher 
acuity service. Our UM rounds are fully integrated and include our medical directors for 
physical health and behavioral health, as well as our nurse care managers and 
behavioral health care managers to ensure holistic approach to service delivery. 


 


Supervisor Monthly Audits of Determinations 
UM clinical staff will receive case audits on a monthly basis to ensure appropriateness 
and timeliness of UM determinations. Monthly case audit reviews ensure that UM clinical 
staff are consistently applying MNC and that covered behavioral health services are 
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provided to members appropriately, as the case audit reviews the UM staff’s decision-
making processes and case determinations. UM clinical staff must score 90 percent or 
greater on case review audits and will score 90 percent or greater on specific items 
related to the appropriate application of MNC. In the event the UM does not score 90 
percent or above on an audit, the UM and supervisor will collaboratively develop a 
corrective action plan and re-audit as necessary until a score of 90 percent or better is 
achieved consistently. Timeliness of determinations is also reviewed, and our health plan 
will adhere to the utilization management decision-making and notification timeframes 
that comply with state requirements, accreditation and regulatory standards, and our 
contractual agreements. Adherence is checked during monthly supervisor audits of 
determinations, as well as through regular quality review of UM determination 
notifications. 


 


Inter-Rater Reliability  
In order to ensure consistent application of MNC, and ultimately ensuring that our UM 
staff are supporting members in receiving the appropriate covered services as required, 
we use Inter-Rater Reliability (IRR) testing to evaluate consistency among UM reviewers. 
UM supervisory staff administer IRR testing using a side-by-side comparison IRR 
exercise of individual UM reviewer’s determinations on sample cases (or scenarios). IRR 
exercise findings are reported to our health plan’s UM Committee and Quality 
Improvement Committee. Our health plan initiates additional staff training or corrective 
actions as needed to improve application of MNC. Moreover, UM clinical staff and clinical 
consultant reviewers are required to take (and pass) an IRR exam on an annual basis to 
ensure continuity and consistent application of MNC.  


 


Review for Service Accessibility  
Our Quality Assessment and Performance Improvement (QAPI) Program, just as our 
affiliate health plans do in other markets around the country, will take affirmative steps to 
ensure accessibility of services for behavioral health services. Our QAPI staff in 
coordination with our network department will continuously monitor our provider 
network for compliance with access, adequacy, availability, timeliness, distance, cultural 
needs and member’s stated preferences; adjusts network as necessary; and will develop 
and maintain written standards which meet or exceed standards established by National 
Committee for Quality Assurance (NCQA), Centers for Medicare and Medicaid Services 
(CMS), and state and federal regulations. Methods for review include, but are not limited 
to: 


 Generating quarterly (at a minimum) reports analyzing practitioner-to-member 
ratios and geographic locations in relation to member’s residence by zip code 
behavioral health facilities, practitioners and specialists. 


 Reviewing our complaint and grievance log  


 Reviewing our Consumer Assessment of Healthcare Providers and Systems 
(CAHPS) data  


 


This information is used by the Performance Improvement Team and Quality 
Improvement Committee to evaluate performance for adequate access to care against 
standards and make recommendations to adjust network as appropriate. 


 


MONITORING AND EVALUATING MENTAL HEALTH SERVICES  
Our health plan is committed to the effective implementation of a well-designed QAPI 
Program to monitor and evaluate mental health services which is fully integrated into our 
plan’s overall QAPI Program. The QAPI program’s monitoring and evaluation of mental 
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health services allows our health plan to ensure that members receive covered mental 
health services as appropriate. Specifically, we will use a Continuous Quality 
Improvement (CQI) cycle approach to assess, monitor, and improve the overall quality of 
care related to the provision of mental health services. Our approach will include the 
Plan-Do-Study-Act model for improvement with clearly defined functions of roles and 
responsibilities, hiring experienced staff, and the use of sound study design principles to 
ensure the selection, collection, integration, and analysis of valid/reliable data to meet 
program objectives. We will support this approach with robust information technology to 
support data-driven decision making and to employ evidence-based practice guidelines 
to ensure consistent, cost-effective, and quality health care. Our QAPI Program will 
define and facilitate improvement in processes that enhance clinical efficiency, provide 
effective utilization, and focus on improved outcome management, achieving the highest 
level of success. Similar to how we develop QAPI programs in other states, we will 
develop our program in compliance with the current NCQA Standards and Guidelines for 
the Accreditation of Managed Care Organizations and Managed Behavioral Health 
Organizations, State and federal guidelines.  


 


Our staff monitors and evaluates the quality of the delivery of mental health services 
through daily, monthly, quarterly and ad hoc reports. We will generate operational and 
clinical indicator reports to assess the receipt of covered medically necessary behavioral 
health services. We will generate program-specific Healthcare Effectiveness Data and 
Information Set (HEDIS) coordination indicators using NCQA administrative and hybrid 
data methodology (data combined from multiple sources) and internally-developed 
indicators specific to monitoring clinical initiatives, clinical practice guideline 
compliance, disease and utilization management, and service coordination effectiveness. 
Other methods for monitoring and evaluating mental health services include but are not 
limited to identifying needs/reducing gaps in care and monitoring over/under utilization 
of services. 


 


Identifying Needs and Reducing Gaps in Care 
Our care managers utilize our integrated enterprise Management Information System 
(MIS) to ensure members are identified for potentially appropriate behavioral health 
services, to identify gaps in care and to ensure that all behavioral health services are 
considered in the context of an integrated, holistic care plan. Our MIS supports medical 
and behavioral health processing with Health Insurance Portability and Accountability 
Act (HIPAA) compliant interoperability to exchange clinical and pharmacy data to 
electronically collect, integrate, and process this information for actionable, targeted 
interventions to improve access of behavioral health services. Examples of information 
care gaps related to behavioral health services include, but are not limited to: seven day 
follow-up appointment post-discharge, needed blood-work, medication refill reminders, 
and alerts regarding side effects or contra-indicated medications. For example, should 
our care managers identify that a member has been prescribed an atypical antipsychotic 
medication, the care manager can outreach to the behavioral health provider to ensure 
the provider is aware of the risk for weight gain and metabolic syndrome and need to 
coordinate the member’s care with their primary care provider (PCP). The care manager 
can also work with the member to educate about the importance of regular preventive 
visits to their PCP to monitor overall health, continuing the medication as prescribed, 
and how to communicate with both PCP and behavioral health providers about side 
effects and concerns. In this way, our care managers are able to use our MIS to identify, 
through systematic predictive modeling, any gaps in medically necessary behavioral 
health services for our members, and together with our providers ensure that we are 
taking affirmative steps to improve appropriate use of all mental health, substance abuse 
and mental health rehabilitative services as required by the RFP. 
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Monitoring Over and Under Utilization 
Our MIS information technology infrastructure allows us to generate actionable reporting 
at the member and provider level to better understand and respond to the mental health 
utilization trends of our members and providers. We use routine monthly trend reports to 
monitor key utilization measures such as inpatient admissions and days, emergency 
room (ER) visits, and specific preventive care services. Each report includes a drill down 
capability to more specific areas of interest. For example, when analyzing mental health-
related ER visits or inpatient utilization, we can look not only at total number of visits or 
days, but also at the utilization in relationship to readmissions, frequent ER utilization, or 
presence or absence of provider office visits. We can look for patterns of under- or over-
utilization by provider, by member, or by region. Additionally, we access a daily census 
to review indications of member readmissions and prioritize case reviews for these 
cases during case rounds. 


 


Utilization patterns are compared to benchmarks established by our Utilization 
Management Committee (UMC) and based on industry standards, national HEDIS 
Medicaid averages, or state mandated thresholds. Our internal UM benchmarks are 
based on historical data that reflect variances in population demographics, seasonal 
variations, cultural disparities, and regional characteristics of our members. When under 
or over utilization is identified, further qualitative analysis is conducted, including 
analysis by product and provider or practice site, to determine potential reasons for the 
results and to formulate effective interventions addressing the specific circumstances 
indicated in the analysis. These steps allow our health plan to ensure that members are 
receiving the necessary mental health services as needed and allow our staff to contact 
members to connect them to services in situations in which they are underutilizing/over 
utilizing services. An example of this would be failure to follow up with a mental health 
provider after a psychiatric hospitalization. In this example, our staff would contact the 
member to offer understand and resolve potential barriers to appointment follow 
through, such as needing transportation, wanting to switch providers or needing 
assistance with scheduling the appointment. 


 


DATA COLLECTIONS, ANALYSIS, AND REPORTING 
The data collection, analysis, and reporting of the receipt of covered medically necessary 
behavioral health services will be supported by our informatics platform which integrates 
data from internal and external sources, producing actionable information. This includes 
but is not limited to care gap and wellness alerts, key performance indicator (KPI) 
dashboards, provider clinical profiling analyses, and population level health risk 
stratifications. Our continuous goal for improvement in processes is to enhance clinical 
efficiency, provide effective utilization, and focus on improved outcome management, to 


 


3.9.3 Plan of Correction (POC) Procedure 
3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education and 
case management activities, which will assist the vendor to improve the quality rates/scores. A POC must 
include, but may not be limited to, the following:  


 


We will implement a Plan of Correction (POC) as required by DHCFP for deviations from 
stated standards or contractual or legal mandates. The POC will identify improvement 
and/or enhancements of existing outreach, education, and case management activities 
and other areas as identified that will promote improved quality rates. Our POC will 
include the following components. 
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A. Specific problem(s) which require corrective action; 


 


The POC will specify the problems that require corrective action, as identified by DHCFP 
and through our IQAP monitoring process. The problem description will include the 
breadth, scope, and impact of the targeted problem(s). As part of our IQAP, we will 
continually monitor our operational performance, as well as the performance of our 
contracted providers and delegated vendors, to identify areas of focus for improvement. 
Our best practice Performance Improvement Team (PIT) will include cross-functional 
leaders across the organization, (e.g., Member Services, Compliance, Participant 
Services, Utilization Management, Contracting, Provider Services, Quality Improvement). 
Under the direction of our Compliance Officer and Quality Improvement Committee (QIC), 
the PIT will gather and analyze related performance data to better define the specific 
problems. The PIT will be responsible for implementing POC performance improvement 
activities and reporting results to the QIC and the Compliance Officer.  


 
B. The type(s) of corrective action to be taken for improvement;  


 


The POC will include the specific types of corrective actions and specific changes we will 
take in order to achieve required improvement in the identified areas. The PIT will use 
tools such as root cause analysis and Ishikawa Cause and Effect Diagrams to identify 
underlying barriers to better performance and Key Driver Diagrams to identify potential 
strategies (types of actions) linked to primary drivers that will help address the identified 
barriers. Using tools such as Process Mapping and Failure Modes and Effects Analysis, 
for example, the PIT will prioritize the potential strategies and possible changes in 
process or structure to implement each strategy based on their expected effectiveness in 
addressing each barrier. 


 
C. The goals of the corrective action;  


 


The POC will clearly state the goals and expected outcomes (objectives) for each action 
to be taken. Our goals will describe the specific problems and barriers we are trying to 
address. We will use a wide range of data and the sophisticated analysis and reporting 
capabilities available through our enterprise data warehouse and health informatics and 
reporting platform to assess our current performance on measures related to each goal, 
and to develop specific objectives, formatted as SMART (Specific, Measurable, 
Achievable, Relevant, Time-bound) Aims, for each goal that reflect established 
benchmarks and contractually required performance levels. 


 
D. The time-table for action;  


 


The POC will define the timelines and milestones for the implementation and assessment 
of each corrective action to be take. Through the POC implementation process, we will 
prioritize actions based on a logical sequence for the identified improvement goals. The 
timeline will also consider available resources and the duration for each activity.  


 
E. The identified changes in processes, structure, internal/external education;  


 


The POC will describe the changes in structure or processes, including internal or 
external education, identified to implement each corrective action strategy. We will use 
the evidence-based IHI Model for Improvement (as well as the Lean Six Sigma Model for 
process improvement when appropriate) to design, test, and implement these changes. 
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The IHI Model employs three questions to be asked in order to select and implement 
each identified change.  


 What are we trying to accomplish? 


 How will we know that a change is an improvement?  


 What changes can we make that will result in improvement? 


 
F. The type of follow-up monitoring, evaluation and improvement; and 


 


To monitor our success in implementing each identified change, we will run Plan-Do-
Study-Act (PDSA) cycles sequentially to rapidly test each change or group of changes to 
see if they result in improvement and modify them if they do not.  


 


During implementation, the PIT will monitor and analyze overall progress toward meeting 
the POC objectives to evaluate whether our corrective action strategies are effective. We 
will use root cause analysis and other tools to identify barriers for indicators falling 
below desired performance levels and to then add, modify or replace strategies or 
changes to structure or process as needed to produce improvement. We will continue to 
monitor our performance until we have achieved our objectives and met contractually 
required performance levels.  


 
G. The vendor staff person(s) responsible for implementing and monitoring the POC. 


 


The Compliance Officer or appropriate designee will have ultimate authority for the 
implementation and monitoring of the POC. The POC will clearly define the staff 
responsible for implementing each corrective action and intervention to be taken as 
determined by the PIT. 


 
H. The POC should also identify improvements and enhancements of existing outreach, and case 
management activities, if applicable. 


 


The strategies and changes identified by the PIT to address identified barriers will 
include existing outreach, case management, and other activities, as applicable to each 
identified problem. We will incorporate changes that are proven successful in improving 
performance into our standard processes and workflows.  


 
3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of 
notification by the DHCFP to submit a POC, as specified. The vendor’s POC will be evaluated by the 
DHCFP to determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If 
the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the vendor, unless otherwise 
specified, within thirty (30) calendar days of receipt of the DHCFP’s second directive. If the vendor’s 
second plan is unsatisfactory, the DHCFP may declare a material breach. Within ninety (90) calendar 
days after the vendor has submitted an acceptable POC or one has been imposed, the DHCFP will 
initiate a follow-up review, which may include an on-site review.   


 


Upon notification that a POC is required, our Compliance Officer will ensure that we 
respond to DHCFP within 30 calendar days or as otherwise requested. If our submitted 
POC is found to be unsatisfactory, we will take immediate action to revise the POC as 
indicated and will resubmit the revised POC within 30 calendar days of DHCFP’s second 
notice. We will comply with any requests for follow-up reviews or site visits as deemed 
necessary by DHCFP. Our intention is to establish and maintain an open and 
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collaborative relationship with DHCFP at all times, and fully comply with all POC 
requirements in a timely manner.  


 
3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability of 
providers to adequately attend to those health care needs, the DHCFP shall take an administrative 
sanction against the vendor. Such a sanction will disallow further enrollment and may also include 
adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will continue 
until vendor compliance with the provision of benefits/services is achieved. Liquidated damages, as 
outlined in the General Terms of the contract, may also be assessed if other measures fail to produce 
adequate compliance results from the vendor.  


 


As an established Medicaid MCO, we understand and take very seriously our 
responsibility to provide quality care and services to our members and to minimize any 
barriers that may be an impediment to ensuring their health care needs are met. We will 
ensure that our plan operations and contracted providers are given the tools and support 
necessary to consistently meet the expectations of our members and DHCFP. In the 
unlikely event that administrative action is taken by DHCFP, we will comply with all 
sanction requirements and will fully cooperate with DHCFP at all time with the shared 
goal of ensuring we fulfill our contractual obligations and meet the needs of our 
members. 
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3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each 
managed care organization (vendor) to have an ongoing quality assessment and performance 
improvement program for the services it furnishes its recipients. Internal Quality Assurance Programs 
(IQAPs) consist of systematic activities, undertaken by the vendor, to monitor and evaluate the care 
delivered to enrolled recipients according to predetermined, objective standards, and effect improvements 
as needed. 


 


We are committed to the provision of a well-designed and implemented Internal Quality 
Assurance Program (IQAP) in accordance with applicable federal (42 CFR 438.330) and 
state regulations as well as National Committee for Quality Assurance (NCQA). As a 
quality-driven organization, our culture, systems, and processes are structured around 
our mission to improve the health of all Medicaid and Nevada Check Up members and, as 
such, we have adopted a “Continuous Quality Improvement” philosophy as a core 
business strategy. Our executive and management teams will use data-driven decision-
making methodologies in the strategic planning of improvement activities. The IQAP will 
utilize a systematic approach to quality using reliable and valid methods of monitoring, 
analysis, evaluation, and improvement in the delivery of the health care provided to all 
members, including those with special needs. This systematic approach to quality 
improvement will employ predetermined, objective standards and provide a continuous 
cycle for assessing the quality of care and services in such areas as preventive health, 
acute and chronic care, behavioral health, over- and under-utilization, continuity and 
coordination of care, patient safety, administrative and network services, and member 
and provider satisfaction.  


 


The IQAP will include a detailed analysis of health care disparities and barriers to 
appropriate health care and services, and will ensure the availability of adequate 
resources to support the interventions to achieve sustained improvement.  


 


We will adopt the Institute of Healthcare Improvement (IHI)/CMS Triple Aim for Healthcare 
Improvement, as our affiliates currently have done. As such, we will strive to 
simultaneously improve the health status of our Medicaid and Nevada Check Up member 
population, improve each member’s experience of care, and reduce the per capita cost of 
health care - as well as a fourth aim7: enhance providers’ experience. We believe that the 
Triple Aim aligns with DHCFP quality strategy purpose and goals.  


 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain 
the ability to collect and report data on race, ethnicity, sex, primary language, and disability status for 
applicant's and recipient's parents or legal guardians if applicants or recipients are minors or legally 
incapacitated individuals.  


 


We will have in place the appropriate mechanisms to collect and report data on race, 
ethnicity, sex, primary language, and disability status for members and members’ 
parents or legal guardians, if members are minors or legally incapacitated individuals, in 
accordance with requirements set forth in 42 U.S.C. §300kk. We will collect the above-
mentioned data through the enrollment files provided by DHCFP and other sources. For 
example, enrollment data will be complemented and/or updated by us based on 
information obtained during the member’s welcome call, the initial health risk 
assessment, and any other interaction the member or member’s parent/legal guardian 
has with a Member Service Representative or Care Management staff. We also will 


                                                 
7 Bodenheimer and Sinsky, From Triple to Quadruple Aim: Care of the patient requires care of the provider; Annals 
of Family Medicine 12:6 Nov-Dec 2014 pp 573-576. 
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assess specific language needs through language line request logs and through analysis 
of member grievance logs for issues related to language barriers. All information will be 
integrated into our systems, utilized to assess health care needs, and reported as 
required.  


 


As described in more detail in 3.10.8.3.D, we will utilize data on race, ethnicity, sex, 
primary language, and disability status to identify areas for improvement as part of the 
goals and objectives of our Cultural Competency Program and to drive the development 
of performance improvement projects and other targeted improvement activities to 
reduce health care disparities and improve health literacy for our member populations.  


 
An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the DHCFP 
will monitor and analyze grievances and appeals, provider disputes and will periodically conduct patient 
and provider satisfaction surveys.  


 


We will work with DHCFP or its designee and will provide data on members’ grievances 
and appeals and providers’ complaints and disputes, as frequently as required, to allow 
DHCFP to conduct their monitoring. We will support DHCFP, in any way DHCFP may see 
fit, in the conduct of member and provider satisfaction surveys. 


 
The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and 
IQAP.  


 


Our Quality Improvement Committee (QIC), overseen by our Board of Directors, will 
annually conduct a comprehensive evaluation of the effectiveness of all the programs 
and initiatives that constitute our IQAP. The annual IQAP Evaluation will include a 
summary of all QI activities and the impact the program had on the care and services 
received by members. The evaluation will be data-driven and will entail a comprehensive 
review of the trends in all program and initiative performance measures to assess 
whether they achieved the annual objectives within the written IQAP Description and 
Work Plan. The QIC will use the IQAP Evaluation findings for one year to help develop 
objectives and strategies for the subsequent year through the Quality Strategic Planning 
Process. 


 


3.10.1 
3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, 
through ongoing measurements and intervention, significant improvement, sustained over time that focus 
on clinical and non-clinical areas that are expected to have a favorable effect on health outcomes and 
recipient satisfaction and that involve the following: 


 


We will maintain a company-wide quality culture committed to achieving the IHI Triple 
Aim – improve population health, improve the experience of care, and reduce per capita 
costs - as well as improve providers’ experience with the Medicaid and Nevada Check Up 
programs. The QIC will determine our Performance Improvement Project (PIP) strategy 
each year through our Quality Strategic Planning Process. This process will include for 
example an environmental scan, member demographic analysis, and an internal 
strengths and weaknesses and external opportunities and threats (SWOT) analysis, as 
well as an evaluation of the prior year’s IQAP including all PIPs. We will use approaches 
such as the IHI Model for Improvement, Lean Six Sigma, and Rapid Cycle improvement 
methodologies, informed by our strategic goals and those of DHCFP, to identify, design, 
implement, and evaluate PIPs and other improvement activities, and to sustain achieved 
improvement over time. 
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We will utilize our enterprise data warehouse (EDW), to integrate and analyze data in 
order to generate actionable information, and to identify potential opportunities for 
improvement. The EDW receives, integrates, and continually analyzes transactional data 
such as medical, behavioral, and pharmacy claims; lab test results; health assessments; 
service authorizations; member information including current and historical eligibility, 
PCP assignment, and data elements key to identifying disparities including diagnoses, 
race, age, gender and geography; and provider information including participation 
status, specialty, demographics, and languages spoken.  


 


Our state-of-the-art health informatics and reporting platform will provide expansive 
intelligence support with “drill down” capabilities, the ability to analyze and report 
practice patterns and clinical quality and cost trends, and predictive modeling 
capabilities, as well as non-clinical process performance such as call center 
responsiveness and timeliness of claims processing. We will utilize this analytic 
capability together with a review of relevant literature, state and national best practices 
and trends, and performance measures to identify potential clinical and non-clinical PIPs 
and other improvement initiatives. 


The QIC will prioritize and select potential PIPs based on: 


 The degree to which each identified PIP is based on demonstrated member need 
and supports the IQAP vision, mission, core values, and goals. 


 The extent to which each PIP meets DHCFP requirements and is aligned with 
DHCFP Quality Strategy. 


 The potential of each identified PIP to achieve measurable benefit for the member. 


 The scalability of each PIP to expand the scope of change. 


 


The QIC will identify a “business champion” for each PIP who, together with a PIP Work 
Group, will be responsible for developing, implementing, monitoring, evaluating, and 
documenting the PIP and reporting results to our multidisciplinary Performance 
Improvement Team and subsequently to the QIC. Documentation for each PIP selected 
will include its goal; its rationale for selection, and how it aligns with Nevada’s Quality 
Strategy; and its potential to achieve statistically significant and sustained improvement 
in members’ health, functional status, and/or satisfaction.  


 
3.10.1.1 Measurement of performance using objective quality indicators; 


 


The PIP business champions together with the PIP Work Groups will define one or more 
SMART (Specific, Measurable, Achievable, Relevant, Time-bound) Aims for the PIP using 
objective quality indicators as well as interim measures to assess the effectiveness of 
each specific intervention; determine the study population and appropriate sampling 
methodology (if applicable); define the data elements, sources, and the methodology that 
will be used to collect the data in order to assure it is valid and reliable; determine the 
baseline measurement and quantify the definition of success.  


 


This process will ensure that the quality indicators are objective, measurable, clearly 
defined, allow for tracking of performance and improvement over time, and that the study 
population reflects our Medicaid and Nevada Check Up population in terms of 
demographics, race, ethnicity, disease categories, locations, and special risks. 


 
3.10.1.2 Implementation of system interventions to achieve improvement in quality; 
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We will then design the PIP, using the tools of continuous quality improvement such as 
Key Driver Diagrams, Pareto Charts, and Ishikawa Cause and Effect Diagrams, and will 
carry out detailed Process Mappings, and Failure Modes and Effects Analysis, for 
example, in order to select and prioritize interventions responding to identified root 
causes and their timing.  


 


We will utilize the IHI Model for Improvement for intervention planning and 
implementation. The IHI Model starts with three questions: 


1. What are we trying to accomplish? 
 An Aim should be time-specific and measurable; should define the specific 


population of members who will be affected. 
2. How will we know that a change is an improvement? 


 Measurement is a critical part of testing and implementing changes; 
measurement tells a team whether the changes they are making actually 
lead to improvement. Identification of baseline and objective is critical to 
identify improvement.  


3. What changes can we make that will result in improvement? 
 While all changes do not lead to improvement, all improvements require 


change. Creatively combining useful change concepts (such as eliminate 
waste, improve work flow, focus on variation, and focus on the product or 
service, for example) with knowledge about specific subjects can help 
generate ideas for tests of change and appropriate targeted interventions 
that are culturally and linguistically appropriate to the targeted populations. 


 
3.10.1.3 Evaluation of the effectiveness of the interventions; and 


 
We will utilize the Plan-Do-Study-Act (PDSA) Rapid Cycle Improvement method to test 
high priority interventions selected through the PIP design process on a small scale 
(limited population or selected providers) and with short interim measurement periods 
and evaluate and modify them as needed to improve their effectiveness prior to full 
implementation. 


 PLAN 
o Plan the intervention or observation, including a plan for collecting data 
o State the objective of the intervention 
o Make predictions about what will happen and why 
o Develop a plan to test the change (Who? What? When? What data needs to 


be collected?) 
 DO 


o Try out the intervention on a small scale 
o Carry out the intervention 
o Document problems and unexpected observations 
o Begin analysis of the data 


 
 STUDY 


o Set aside time to analyze the data and study the results 
o Complete the analysis of the data 
o Compare the data to predictions 
o Summarize and reflect on what was learned 


 ACT 
o Refine the change, based on what was learned from the intervention 
o Determine what modifications should be made 
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o Prepare plan for next intervention 


We will closely monitor performance, assessing the results, comparing them to the 
baseline, the SMART Aim, and established benchmarks. Close monitoring supports the 
ongoing assessment of the stability of processes and early identification of problems 
such as failure to perform at expected levels or an undesirable variation in the measure. 
We will select monitoring intervals based on the timeframe in which an anticipated 
improvement in performance is expected to occur. Whenever possible, the monitoring 
methodology will be the same as that used for baseline measurement to ensure 
comparability.  


 


The PIP Work Groups will monitor other measures related to the project, such as leading 
or intermediate process indicators, for use in Rapid Cycle tests. They will use run charts, 
when applicable, to track results over time to determine each intervention’s 
effectiveness, and will recommend whether to continue, abandon, or expand the 
intervention. In addition, our multidisciplinary Performance Improvement Team will 
review monthly rate trending, monitor progress toward objectives, identify areas in need 
for improvement, and recommend to the QIC initiatives and resources necessary to 
support the on-going improvement of performance measure scores.  


 


 
3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


 


The PIP business champions will report the outcomes and evaluation of the success of 
each PIP to the Performance Improvement Team, who will subsequently report a 
summary of PIP results to the QIC including whether or not the PIP achieved the SMART 
Aim over the full measurement period, whether or not the outcomes demonstrated 
meaningful and sustainable improvement, and the relative efficiency and efficacy.  


 


Through our annual Quality Strategic Planning Process, the QIC will recommend 
objectives and strategies for development of additional activities for further improvement 
and/or the continuation, further enhancement, or expansion of those PIP activities that 
have demonstrated “real change” (changes in the fundamental processes of health care 
delivery and/or services that are sustainable). We will document this in the annual IQAP 
Work Plan and the QIC will ensure that adequate resources are available and will report 
results of the PIPs to our Board of Directors.  


 


3.10.2 
3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.330 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow information 
on the success of performance improvement projects to be available to the DHCFP for its annual review 
of the vendor’s quality assessment and improvement program. 


 


We will report results of all PIPs, including PIPs required by DHCFP as per 42 CFR 
438.330 (a)(2), annually to DHCFP and its contracted EQRO for evaluation and 
assessment.  


 


Our PIP timelines will allow sufficient information to be available for our annual IQAP 
Evaluation and for DHCFP annual review. In addition, throughout the year we will 
maintain, and make available to DHCFP upon request, reports on interim measurements 
to assess the effectiveness of specific interventions as well as progress toward PIP 
SMART Aim(s).  
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We will participate in monthly and/or quarterly meetings with DHCFP and the EQRO. This 
exchange of information regarding PIP interventions and barriers will ensure that our 
initiatives are on the right track. We will utilize the appropriate reporting format and tools 
as required by the EQRO. In addition, we understand that the EQRO will evaluate the 
performance of our PIPs using CMS approved EQR protocols such as EQR Protocol 3, 
and that DHCFP reserves the right to request modifications based on this evaluation. We 
will provide DHCFP, as result of their evaluation, with a corrective action plan that will 
include all suggested modifications. 


 


Some successful PIPs conducted by our affiliates include the following: 


Improving Diabetic Care 


Rationale High prevalence of diabetes among the membership and low rate of retinal 
eye exam, which could lead to complications and debilitating conditions.  


SMART Aim  By December 2015, increase the percent of completed annual dilated retinal 
eye exams from 42% to 56% for non-compliant members with diabetes, 
ages 18-75, residing in 2 specified counties, and who were continuously 
enrolled for 12 months. 


Interventions  Live telephonic outreach: the plan performed live telephonic outreach to 
educate, motivate and encourage members to complete their diabetic 
retinal exam. 


Mailer: member who were non-responsive to the telephonic outreach were 
mailed a pre-approved informational mailer to educate and motivate them to 
schedule their eye exams. 


Field visits: the plan’s community outreach workers performed in-person 
field service visits, focused on members who were non-responsive to the 
telephonic and mailer outreach, and who had multiple gaps in care or 
higher utilization and might benefit from a face-to-face home visit. 


Results The final completed annual dilated retinal eye exam rate of 61% exceeded 
the SMART Aim of 56% 


 


 


Lessons learned Space out rapid cycle interventions enough to determine which intervention 
was successful and consider cost and staffing resources when developing 
interventions to ensure ability to retest and spread successful pilots. 


Improving Member Satisfaction 


Rationale Frequent member feedback is necessary in order to understand specific 
factors related to member satisfaction, so that interventions can be put in 
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place in a timely fashion when needed. A custom 4-item questionnaire 
provides more timely feedback than the annual CAHPS survey. 


SMART Aim goal By December 2015, increase the rate of members in a specified region who 
complete the satisfaction questionnaire from 73% to 80%. 


Interventions Incentives: in order to increase the number of completed surveys, the plan 
developed an incentive for member service representatives to increase 
survey referral and completion from March to June.  


Outbound calls: the plan conducted outbound survey calls with 2 member 
advocates conducting the calls between 3 PM and 7 PM from September to 
December 


Results For the Incentives intervention, there was month-to-month fluctuation in the 
completion rate, reaching 82% in April. For the outbound call intervention, 
the rates were: 96% in September, 87% in October, 90% in November and 
98% in December, exceeding the SMART Aim of 80%. 


Lessons learned  Ensure adequate resources are available; solicit feedback from the targeted 
audience when developing incentives; and investigate a potential 
automated solution to soliciting feedback from members. 


 


Improving Provider Satisfaction 


Rationale Complaints were received from providers related to the prior-authorization 
turn-around time. 


SMART Aim Goal By December 2015, reduce the prior-authorization turn-around time from 8.4 
days to 6.3 days for a specified provider group. 


Interventions Deliver education on prior authorization documentation requirements to the 
specified provider group in June 2015 


Results Turn-around time was below the SMART Aim of 6.3 days from August to 
December. In a December 2015 interview, the specified provider’s office 
staff unanimously rated their experience with the intervention “very 
satisfied.”  


Lessons learned Utilize a customized survey to query provider group before and after 
intervention to better assess level of satisfaction. 


 


3.10.3 
3.10.3 The Vendor must:  
3.10.3.1 Submit performance improvement measurement data annually using standard measures 
required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.340 and 
438.330 (a)(2); and 


 


We will submit performance improvement measurement data annually following 
requirement set forth in 42 CFR 438.340 and 438.330(a)(2). Those data include: 


 


 HEDIS and Other Performance Measurement Data 


We will submit to the DHCFP by June 15th of each year HEDIS and other state/CMS 
selected performance measure results. We understand that the EQRO will proceed 
to validate such information as part of the DHCFP annual review of our IQAP.  


 


 PIP outcomes 


We will report annually to DHCFP contracted EQRO, results of the PIPs for the 
EQRO evaluation and assessment, as stated in section 3.10.2 
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3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the 
vendor’s performance.  


 
Our MCO understands that we will submit to DHCFP at least the following data sets and 
reports with a frequency and format established by DHCFP for Quality Monitoring. Data 
will include at a minimum: 


 Member Grievance and Appeals and Provider Complaints, Appeals and Disputes 
 Quality Assurance Reporting (Maternal and Birth data; Dental report; Hospital and 


Network Adequacy report; Member High Cost report, for example) 
 SED/SMI Consent, Determination and Disenrollment 
 Annual Evaluation of Cultural Competency Program 
 Annual Evaluation of IQAP 


 


Additional data to be submitted for EQRO Quality Monitoring purposes: 
 HEDIS and other performance measures 
 PIP outcomes 
 Contractual Compliance information 


 


3.10.4 
3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA 
Standards and Guidelines. 


 


We will follow DHCFP guidance for IQAP guidelines and structure. We, like all of our 
affiliate health plans, are knowledgeable about the most current NCQA Standards and 
Guidelines, and will apply them in the design and implementation of our IQAP. It is 
standard practice for all of our affiliates to seek and obtain NCQA accreditation. 
Furthermore, all of our policies and procedures will follow NCQA standards in addition to 
state and federal requirements. 


 


3.10.5 
3.10.5 The vendor is required to maintain a health information system that collects, analyzes, integrates, 
and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing 
IQAP. The systems must provide information on areas including, but not limited to, utilization, grievances 
and appeals, and disenrollment for other than the loss of program eligibility. The basic elements of a 
health information system with which a vendor must comply include the following: 


 


We recognize the importance of data collection, integration, analysis, and reporting to 
achieve the quality, performance, and health outcome objectives outlined in our IQAP, in 
addition to our normal business support capabilities. In accordance with 42 CFR 438.242, 
we currently maintain and continually update an enterprise Management Information 
System (MIS) that collects, validates, integrates, tracks, trends, analyzes, and reports 
data to our providers, stakeholders, members, and state clients and can achieve the 
objectives of our IQAP in Nevada. Our MIS can provide information on areas including, 
but not limited to, utilization, grievances and appeals, and disenrollment for other than 
the loss of program eligibility. 


 


INTEGRATED MIS COMPONENTS 
Our MIS supports medical and behavioral health on one integrated platform for person-
centered care coordination. Our Claims Processing System, Encounter Data System, 
Data Warehouse, Health Informatics Platform (HIP), Health Management Platform, and 
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certified HEDIS reporting system (all integrated components of our MIS) provide full 
support for collecting, integrating, analyzing, monitoring, and reporting health service 
process, health indicator measurements, and health outcomes measures in support of 
our IQAP objectives. Our Data Warehouse receives, integrates, and continually analyzes 
transactional data such as medical, behavioral health, and pharmacy claims data, lab test 
results, health assessments, service authorizations, and other member and provider 
information. Our Data Warehouse supplies the data needed for all of our analytic and 
reporting applications (including our NCQA-certified HEDIS reporting software) while 
simultaneously orchestrating data interfaces among the core applications (e.g. claims, 
eligibility, encounter processing, care management) within our MIS. HIP enables us to 
produce both scheduled and ad hoc reports, affording full transparency to DHCFP in 
support of our IQAP objectives. In addition, our Encounter Data System is integrated with 
our Claims Processing System and Data Warehouse, from which we produce almost 100 
million encounter records for our state Medicaid clients each year. 


 
System for Collecting and Reporting Utilization Information 
We collect, analyze, and report health care utilization data through HIP, our 
comprehensive family of integrated decision support solutions. The HIP platform 
integrates member-related data and produces key performance indicator (KPI) 
dashboards including provider practice pattern and utilization reporting – supporting our 
Quality Improvement staff, Committees, our providers and our medical management 
operations with summary and detailed views of clinical quality and cost profiling 
information. This capability gives our providers the practice and peer level profiling 
information needed for continuous clinical quality improvement.  
 
System for Collecting and Reporting Grievances and Appeals  
We receive, process, track, trend, and report all complaints, grievances, and appeals 
received in the Customer Relationship Management (CRM) component of our integrated 
MIS. Among other functions, CRM enables our staff to maintain an internal database for 
tracking the initiation, status, and resolution of complaints, grievances, and appeals. We 
track and trend complaints and appeals by functional area, measure the number of 
complaints against established thresholds, and compare to historical benchmarks. Our 
Performance Improvement Team and Quality Improvement Committee monitor data and 
produce action plans to mitigate identified trends. We also use CRM to track and manage 
issues involving our subcontractors and can determine if a subcontractor is not meeting 
program requirements due to issues raised in complaints, grievances, and appeals 
occurring with that subcontractor. 


 


System for Collecting and Reporting Member Enrollment, Re-enrollment, and 
Disenrollment 
We receive and process HIPAA 834 enrollment file transitions from our state partners on 
frequencies ranging from daily to weekly to monthly through the Member Data 
Management (MDM) component of CRM. Using CRM, we track, analyze, and trend 
member disenrollment reasons. Upon member disenrollment for other than the loss of 
program eligibility, we will survey members and document results to address trending 
issues and for performance improvement purposes.  
 


Technology Supporting Ongoing Measurement and IQAP Objectives 
Collected data from the MIS components mentioned above will support the ongoing 
efforts of our IQAP goals and objectives and the monitoring of health outcomes, 
including the quality, safety, satisfaction, and appropriateness of care and service to our 
members. We have a culture of continuous, rapid cycle improvement to meet the needs 
and improve the health care outcomes of our members. Through HIP, we have expansive 
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business intelligence support, including flexible desktop reporting and online KPI 
Dashboards with drill-down capability. HIP also gives us the ability to report on all 
datasets in our platform, including those for HEDIS, EPSDT services, claims and 
encounter timeliness, and other critical aspects of our operations.  
 
Track, Trend, and Act 
Using data stored in our MIS and the tools described above, our Quality Improvement 
and MCO staff will trend data over time and evaluate statistically significant or 
meaningful trends, allowing us to achieve the established goals and objectives of our 
IQAP. Please see section 3.10.6.7 for more information about how our MIS supports the 
IQAP methodology. 


 
3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on 
services furnished to the recipients through an encounter data system or other methods as may be 
specified by the DHCFP; 


 


INTEGRATED SYSTEM COMPONENTS SUPPORTING DATA COLLECTION  
The integrated components of our enterprise MIS collect, receive, validate, integrate, and 
maintain member8 and provider characteristics extracted from eligibility and enrollment 
files, medical and behavioral claim data, pharmacy data, lab tests, assessments, and 
other member and provider data sources as well as data reported to us by members and 
providers via phone or our Member and Provider Portals. Thanks to the master data 
management design in our MIS designed specifically for Medicaid and CHIP claim and 
encounter processing, we have the technical ability to collect data on all services 
furnished to our members. 


 


Integrated Systems Supporting Member and Provider Data 
We collect data on member and provider characteristics from internal and external 
sources through our Claim Processing System and Encounter Data System (e.g., 
medical, behavioral, pharmacy, lab data), Health Management Platform (e.g., health 
assessments, service authorizations, care plan, supplemental documents, etc.), secure 
web Portals (e.g., self-reported data, additional documents, etc.), Member Data 
Management (MDM) and Provider Data Management (PDM) components of our Customer 
Relationship Management (CRM)system, (member and provider identifiers, address and 
contact information, language, etc.). Once collected, our Data Warehouse receives, 
integrates, and continually analyzes the transactional data mentioned above. Powered by 
a high performance relational database management system, our Data Warehouse 
supplies the data needed for all of the core applications of our integrated MIS platform. 


 


System Supporting Member Data Management  
The MDM component of our integrated MIS stores member information and supports all 
informational aspects of our member’s relationship with our health plan, such as 
member identifiers, address and contact information, confirmed or potential family 
linkages, special needs, member language and preferences (e.g., communication options 
such as e-mail, phone, and/or mail), along with a history of any change to each attribute. 
Similar in design to a master patient index application, MDM employs a master data 
management approach to member data. This design provides processes for collecting, 
aggregating, matching, consolidating, quality assuring, persisting, and distributing the 
member data we receive throughout our organization to ensure consistency and control 


                                                 
8 For purposes of this section, the term “recipient” and “member” are synonymous. 
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in the maintenance of member data. Once in our MIS, member data is electronically 
distributed to all systems requiring that data (e.g., claims processing, care and utilization 
management, and to our subcontractors’ systems).  
 
Systems Supporting Provider Data Management  
We support the collection of data on provider characteristics in the PDM component of 
our integrated MIS. PDM is a repository for our health plan’s core provider functions, 
including demographic data we collect during provider recruiting, contracting, 
enrollment, and credentialing. Our Provider Data Management Department enters and 
updates provider data in PDM, ensuring that all provider data comes from one governing 
source. We store multiple provider numbers logically tied together including Tax ID, the 
HIPAA National Provider ID (NPI), state specific Medicaid IDs (such as DHCFP’s Atypical 
Provider Identifier), provider type, language information, gender, locations, office hours, 
member panel capacity, etc. Information stored in PDM is systematically distributed 
through our MIS to downstream systems (e.g., health management platform, secure 
portals, claims and encounter system, health informatics and reporting platform) for use 
by our health plan staff and in support of our quality, performance, and health outcome 
objectives. 


 


Claims and Encounter Processing System Supporting Collection of Services 
Furnished to Members 
We approach the claims and encounter submission process as a critical data gathering 
aspect of our operation, since it supports our quality and utilization monitoring efforts, 
and results in supplying DHCFP with accurate, timely, and complete encounter 
information. We support the collection of data on services furnished to our members 
through our Claims Processing System. Our Claims Processing System captures all 
detail service line claims data, including rendering provider, member identifiers, date of 
service, type of service (e.g. EPSDT), and all subsequent claim adjustment history. Our 
Claims Processing System electronically sends all processed claims data to our Data 
Warehouse where it systematically flows to other core components of our MIS (e.g., 
Health Management Platform for care, utilization, and behavioral health management, 
Encounter Data System for encounter reporting, secure Member and Provider Portals, 
and Health Informatics Platform for predictive modeling, HEDIS and EPSDT performance 
reporting, and health quality indicators). 


 
3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and 


 


We acknowledge and affirm support for the above requirement in accordance with 42 
CFR 438.242(b) (2) and (3).  


 


VERIFYING SUBMISSION OF CLAIMS AND ENCOUNTERS 
We organize our people, processes, and technology around an end-to-end view of 
encounter data production – from provider claim submission through adjudication and 
the resulting encounter data submission directly to DHCFP – leveraging operational 
“feedback” information to monitor, adjust, and continuously improve each step in the 
data production and reporting process if needed. Our integrated enterprise Management 
Information System (MIS) employs technical and administrative controls throughout the 
encounter preparation process to ensure submitted encounters are accurate based on 
national and state-specific requirements (e.g. HIPAA identifiers and code sets, National 
Committee for Quality Assurance (NCQA), CMS-1500, UB-04 editor, and National Correct 
Coding Initiative (NCCI) edits) starting at the initial provider claim submission. We will 
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ensure all submitted claims follow DHCFP requirements through a series of electronic 
data interchange and adjudication edits within our claims processing system and we 
monitor claims data via reporting dashboards from claim submission, through 
processing status and encounter data production and submission. 


 
Controls to Validate Claims Data 
Once a claim has been received from a provider, and prior to loading claims into our 
Claim Processing and Encounter Data System (integrated components of our MIS), the 
claim goes through a series of edits described below which ensure compliance with 
DHCFP and federal requirements before finalization to a paid or denied status. We will 
verify that all submitted claims data have the required elements to support subsequent 
encounter transmission to DHCFP and DHCFP’s MMIS vendor.  


 


HIPAA EDI Compliance System. HIPAA format adherence of claims submitted to us are 
verified using our industry standard HIPAA compliance software. This software validates 
data against X12 syntax and rules for data structure; ensures conditional rules requiring 
secondary fields are completed accurately and completely; and ensures all data is in 
compliance with HIPAA ASC X12 Implementation Guides.  


 


Claims Pre-Adjudication Edits. Next, we configure our pre-adjudication edits to make 
certain DHCFP required edits are consistently applied. Our Service Oriented Architecture 
(SOA) middleware maps, translates, and validates EDI and paper claims data against data 
we have in our integrated MIS prior to adjudication, ensuring common edits, such as 
member, billing and rendering provider identifiers are applied, including the NPI numbers 
as submitted on the claim.  
 
Ensuring Data Integrity through Systematic Encounter Submission Process 
Once our Claims Processing System adjudicates claims to a finalized status, our 
Encounter Data System will extract, prepare, and submit the data as encounters to 
DHCFP or DHCFP’s MMIS vendor. Our Encounter Data System has a proven track record 
within the Medicaid industry of providing the necessary submission and correction 
functionality to meet encounter submission guidelines as required by all of our state 
partners. We will configure the Encounter Data System to submit encounter data that 
complies with all DHCFP standards for electronic file submission, file format, size, 
submission frequency, and submission method as required by DHCFP or DHCFP’s MMIS 
vendor.  


 


ENSURING COMPLETENESS, LOGIC AND CONSISTENCY IN ENCOUNTER DATA 
SUBMISSIONS 
From claim submission to encounter data preparation, we recognize that in order to 
support complete, timely, and accurate encounter submissions with logically consistent 
data elements, we need to support accurate claims submission to minimize downstream 
processing errors. We attribute our success in encounter data production across our 
affiliate health plans to our end-to-end view of encounter preparation. Our front-end 
controls help ensure complete, timely, and accurate claims submission to support back-
end encounter data preparation.  


 Encounter Completeness. To ensure completeness of encounter data submitted 
to DHCFP and DHCFP’s MMIS vendor we will compare financial data from paid 
claims, matching paid dollars by both date of service and paid date month, to 
encounter statuses to validate that every paid claim has a corresponding 
submitted encounter, ensuring logical consistency between financial and 
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encounter data. Using this process, we can account for every paid claim, verifying 
finalized claims have been processed as encounters, inclusive of all payment 
adjustments. 


 Encounter Timeliness. Our encounters business operations team will create and 
submit encounter files to DHCFP or DHCFP’s MMIS vendor as contractually 
required. We will validate that encounter submission files are successfully 
delivered to DHCFP and DHCFP’s MMIS vendor through our use of EDI functional 
acknowledgements. We automate scheduled processing runs out of our 
enterprise data warehouse (fully integrated with our enterprise MIS) on daily, 
weekly, or monthly cycles through job scheduling software. Our data 
communications subsystem is then used for automated, scheduled file exchanges 
(transmission and receipt) with DHCFP’s MMIS vendor, using the Secure FTP data 
transmission protocol. We process results files back from DHCFP in a variety of 
formats including proprietary, HIPAA/ANSI 835 and unsolicited 277 (u277) formats. 
In addition to original file submissions, our encounters business operations 
resources closely manage timely error resolution. 


 Encounter Accuracy. We will employ multiple stages of systematic encounter 
editing and processing to ensure that submitted encounters are accurate, based 
on state and federal documentation and requirements. Our encounter data 
system’s table driven configuration function will allow us to implement DHCFP-
specific business rules to “scrub” encounter data prior to submission to DHCFP’s 
MMIS vendor, making sure the data is accurate and compliant with DHCFP 
Companion Guides (including HIPAA compliance, data completion and accuracy, 
national industry standards and code sets, NPI, zip-code requirements, etc.). 


 
3.10.5.3 Must collect service information received from providers in standardized formats. 


 


We acknowledge and will comply with DHCFP’s requirement above to collect service 
information received from providers in the standardized format required by DHCFP.  


 


Today, we support all standard HIPAA transaction formats (HIPAA 837P & 837I for 
medical and behavioral claim submissions and NCPDP for pharmacy claim submissions) 
including those pertaining to service information received from providers via claim and 
encounter submissions and supplemental documents.  


 


We comply with the HIPAA Omnibus Final Rule and Version 5010 transactions standards, 
and we have received CAQH CORE Phases I through III certification. We successfully 
commenced processing the ICD-10 code set throughout our enterprise MIS on the 
effective date of 10/1/2015 in accordance with Federal standards. We have also verified 
our subcontractors’ HIPAA 5010 and NCPDP D0 compliance through our delegation 
oversight process. 


 
3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested 
to the DHCFP and upon request to CMS as required. 


 


We acknowledge and affirm that we will make all collected data available (in the format 
and timeframe requested by DHCFP) as outlined in the Attachment T Forms and 
Reporting Guide, DHCFP Companion Guide or as requested by DHCFP, and upon 
request to CMS, as required. As needed, we will work with DHCFP on mutually agreed 
upon changes to format, content, and timeframes. 
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EXPERIENCE SUPPORTING STATE REPORTING REQUIREMENTS 
Through our decades of experience in Medicaid Managed care, we have the experience 
and demonstrated capabilities to fulfill reporting requirements, including encounter data 
submissions, to state agencies and CMS, as required. Our Management Information 
System (MIS) is integrated with a large-scale data warehousing, analytics, and reporting 
platform that incorporates member, provider, clinical, claim, encounter, compliance, and 
financial information. Our MIS is able to produce standard and ad hoc reports as 
requested by the state agencies we serve, thanks to our report building software, which 
has access to all key datasets in our data warehouse. The Governance, Risk 
management, and Compliance (GRC) component of our MIS enables us to administer and 
monitor our contractual and regulatory data reporting and certification requirements. We 
support report submission via secure electronic file transfer using current industry 
protocols such as Secure FTP. 


 


Ensuring HIPAA-Compliant Transactions. Our HIPAA Compliance Checking software 
ensures all HIPAA transaction data is in compliance with HIPAA and DHCFP Companion 
Guides. We also use our HIPAA Compliance Checking software to test our submissions 
to DHCFP before we submit our files in production. After testing, our File Transaction 
Manager handles our automated, scheduled file exchanges (transmission and receipt) 
with DHCFP’s MMIS vendor to ensure delivery of transactions via Secure FTP.  
 
3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of 
encounter data to the DHCFP. 


 


Our Encounter Operations team implements best practices for encounter review and 
submission processes in partnership with dedicated Information Technology personnel 
and local Health Plan staff. As we do today in our affiliate Managed Medicaid Health 
Plans, an Encounter Operations team member dedicated to Nevada Medicaid encounter 
operations will be our designated lead to collaborate with DHCFP and DHCFP’s MMIS 
Vendor on the review and submission of encounter data to DHCFP. Our Encounter 
Operations team member will serve as DHCFP’s point of contact for any issues or 
questions DHCFP has related to encounter data submissions from our health plan. 
Please see section 3.17.1.4 for more information on our encounter submission process. 


 


3.10.6 Standard I: Written IQAP Description  
The vendor must have a written description of its IQAP. This written description must meet the following 
criteria: 


 


Our MCO’s IQAP will be a written document that outlines our structure and process to 
monitor and improve the quality and safety of clinical care and the quality of services 
provided to our members.  


 
3.10.6.1 Goals and Objectives 


 


We will develop, through a Quality Strategic Planning Process, a detailed set of IQAP 
goals and objectives that will be incorporated into our written IQAP Description. Our 
IQAP goals will describe what we want to achieve, and our objectives for each goal will 
describe the directions that we will take to achieve the goal.  


 


Our overarching goal will be to improve our Medicaid and Nevada Check Up members’ 
health status and quality of life through a variety of meaningful quality improvement 
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activities implemented across all care settings, culturally and linguistically appropriate, 
and aimed at facilitating the delivery of the most appropriate, medically necessary care in 
the most cost-effective and less restrictive setting. 


 
3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which 
are developed annually and include a timetable for implementation and accomplishment.  
 


 


Our MCO will format IQAP objectives as SMART (Specific, Measurable, Achievable, 
Relevant, Time-bound) Aims, developed through our annual Quality Strategic Planning 
Process. That Process, conducted by our QIC and led by our senior executive leadership 
team, will include analyses of external environmental driving forces (economic, 
technological, social); of our internal strengths and weaknesses and external 
opportunities and threats (SWOT); of demographic, epidemiologic, and historical data for 
our members; as well as the prior year IQAP Evaluation. The IQAP Description will also 
contain a timeline for implementation and completion of planned activities as 
documented in detail in the annual IQAP Work Plan. 


 


We will align our goals and objectives with DHCFP Quality Strategy goals and objectives. 
These goals and objectives will address the main health care and service needs of 
Medicaid and Nevada Check Up members, such as health disparities related to access to 
services, children and adolescent preventive services, obesity, diabetes, maternal and 
baby health, and behavioral health/substance abuse. We will use the Institute for 
Healthcare Improvement Triple Aim - improving members’ health status, improving 
members’ experience of care and service, and lowering per capita cost of health care - 
and a fourth aim of improving provider satisfaction - to frame our goals and objectives 
and our success achieving them.  


 
Potential IQAP Goals and Objectives 


Goal 1: Improve the health and wellness of Nevada Medicaid and Check Up members by 
increasing the use of preventive services 


Objectives:  


Increase children’s and adolescents’ access to primary care physicians  


Increase well-child visits 


Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents 


Increase immunizations for adolescents 


Increase dental annual visits for children 


Increase human papillomavirus vaccine for female adolescents 


Increase adolescent well-care visits 


Increase childhood immunization status 


Goal 2: Increase the use of evidence-based practices for members with chronic conditions 


Objectives:  


Increase the rate of HbA1c testing for members with diabetes 


Increase the rate of HbA1c good control for members with diabetes 


Decrease the rate of HbA1c poor control for members with diabetes 


Increase the rate of eye exams for members with diabetes 


Increase medical attention for nephropathy for members with diabetes 
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Potential IQAP Goals and Objectives 


Increase blood pressure control for members with diabetes 


Increase medication management for members with asthma – medication 
compliance 50% 


Increase medication management for members with asthma – medication 
compliance 75% 


Goal 3: Reduce and/or eliminate health care disparities for Nevada Medicaid and Check Up 
members 


Objective Identify, organize and target interventions to reduce disparities on 
avoidable emergency room utilization 


Goal 4: Improve the health and wellness of new mothers and infants, and increase new-mother 
education about family planning and newborn health and wellness 


Objectives:  


Increase the rate of postpartum visits 


Increase timeliness of prenatal care 


Increase frequency of prenatal care visits (≥ 81% of visits) 


Goal 5: Increase use of evidence-based practices for members with behavioral health 
conditions 


Objectives:  


 


Increase follow-up care for children prescribed ADHD medication – 
initiation phase – continuation and maintenance phase 


Reduce use of multiple concurrent antipsychotics in children and 
adolescents 


Reduce behavioral health related hospital readmissions within 30 days of 
discharge 


Increase follow-up after hospitalization for mental illness – 7 days – 30 
days 


Goal 6: Improve member and provider satisfaction with the MCO 


Objectives:  Increase member satisfaction with the Health Plan  


Increase provider satisfaction with the Health Plan 


 
3.10.6.3 Scope 
A. The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and the 
quality of non-clinical aspects of service. Scope must also include availability, accessibility, coordination, 
and continuity of care. 


 


The scope of our IQAP will be comprehensive and will encompass all members, 
including those with special needs. It will address both the quality and safety of clinical 
care and services, including medical, behavioral health, pharmacy, vision and ancillary 
services, across all provider types and settings, and the quality of non-clinical services 
and supports provided to our members by providers and by our MCO. In particular, it will 
monitor and evaluate access and availability of needed services as well as proper 
continuity and coordination of care, two key pillars to ensure that our members receive 
and continue to receive all needed care and achieve optimal outcomes. Finally, it will 
monitor full compliance with all state and federal regulations and NCQA standards.  


 
B. The IQAP methodology must provide for review of the entire range of care provided by the vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., 
inpatient, ambulatory, including care provided in private practice offices and home care); and types of 
services (e.g., preventive, primary, specialty care, and ancillary) are included in the scope of the review. 
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The review of the entire range of care is expected to be carried out over multiple review periods and not 
on a concurrent basis.  


 


Our MCO will incorporate all demographic groups, including Children with Special Health 
Care Needs (CSHCN), across all care settings and types of services in our IQAP 
activities. The quality improvement activities will include preventive care, emergency 
care, primary care, specialty care, acute care, chronic care, short-term care, long-term 
care, home health services, and other ancillary services.  


The IQAP will provide for the review of the following, for example:  


 Acute and chronic care 
management 


 Behavioral health care 
 Compliance with member 


confidentiality laws and 
regulation 


 Compliance with preventive 
health guidelines and clinical 
practice guidelines 


 Continuity and coordination of 
care 


 Discharge planning 
 Delegated entity oversight 
 Department performance and 


service 
 Employee and provider cultural 


competency 
 Marketing practices  
 Member enrollment and 


disenrollment 


 Member grievance system 
 Member experience 
 Patient safety  
 Primary care provider changes  
 Pharmacy  
 Provider and Plan after-hours 


telephone accessibility 
 Provider appointment availability 
 Provider complaint system 
 Provider network adequacy and 


capacity 
 Provider experience 
 Selection and retention of 


providers (credentialing and 
recredentialing) 


 Utilization management, including 
over- and under-utilization of 
services. 


 


The QIC will review, at least quarterly, through the annual IQAP Work Plan, the progress 
achieved for the entire range of initiatives related to the care and services provided to 
our members and annually through the annual IQAP Evaluation. The Board of Directors 
will receive quarterly progress reports from the QIC in relation to the annual IQAP Work 
Plan and review annually the IQAP Evaluation.   


 
3.10.6.4 Specific Activities 
 
The written description must specify quality of care studies and other activities to be undertaken over a 
prescribed period of time, and methodologies and organizational arrangements to be used to accomplish 
them. Individuals responsible for the studies and other activities must be clearly identified and qualified to 
develop the studies and analyze outcomes.  


 


To implement the comprehensive scope of the IQAP Description, our annual IQAP Work 
Plan will clearly define the quality of care and service studies and other activities to be 
timely implemented by each department and all supporting committees and work groups 
throughout the measurement year. Those activities will be driven by the strategies 
selected through our annual Quality Strategic Planning Process to address each IQAP 
objective for the year, and based, as appropriate, on the IQAP Evaluation of the previous 
year.  
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The annual IQAP Work Plan will specify the studies and activities to be implemented and 
the person(s) responsible for each activity. The responsible party will be trained Quality 
Improvement (QI) staff (or other staff that have received training in improvement 
methodology). The Work Plan will also specify interim and outcome measures to be used 
to assess each activity, the monitoring techniques that the QI staff will use to monitor 
those measures and evaluate the effectiveness of each activity, and the date of expected 
task completion.  


 


The QIC will review the annual IQAP Work Plan on a quarterly basis throughout the year 
to monitor progress. Adjustments and modifications in interventions and activities will 
take place as needed.  


 
3.10.6.5 Continuous Activity 
 
The written description must provide for continuous performance of the activities, including tracking of 
issues over time.  


 


As a quality-driven organization, we will adopt Continuous Quality Improvement as a 
core business strategy. This systematic approach to management will provide a rapid 
and continuous cycle of assessing the quality of care and services that we provide and 
will be reflected in our approach to specific improvement activities.  


 


Guided by our multidisciplinary Performance Improvement Team and overseen by the 
QIC, QI staff and staff throughout the organization involved in improvement activities will 
use the Plan-Do-Study-Act rapid cycle improvement process to test high priority 
interventions, modify them as needed to improve their effectiveness, and achieve the 
objectives of each activity. Using that methodology, we will monitor performance closely 
through run charts and interim assessment of results, comparing them to the baseline, 
the SMART Aim, and/or established benchmarks.  


 


Continued close monitoring will support the ongoing assessment of the stability of 
processes and early identification of problems such as failure to perform at expected 
levels or an undesirable variation in the measure. Monitoring intervals will be selected 
based on the timeframe in which the anticipated improvement in performance is 
expected to occur. The annual IQAP Work Plan will reflect this continuous quality 
improvement process. 


 
3.10.6.6 Provider Review 
 
A. Review by physicians and other health professionals of the process followed in the provision of health 
services must be conducted; and 


 


Physicians and other health professionals will participate in the assessment of the 
quality of health care services delivered to our members and the activities implemented 
to improve those services, and provide recommendations. Our QIC, which includes 
representation from a range of network practitioners (i.e. Internal Medicine, Pediatrics, 
OB/GYN, Behavioral Health, and other high-volume specialists as appropriate), will 
review and approve our formally written IQAP documents (IQAP Description, IQAP Work 
Plan, and IQAP Evaluation) as well as periodic reports from the other QI committees and 
sub-committees. In addition, providers will participate on our Pharmacy and 
Therapeutics, Utilization Management, Credentialing, and Provider Advisory Committees.  


 







403 
 


B. The vendor must provide feedback to health professionals and vendor staff regarding performance and 
patient health care outcomes. 


 


As part of the continuous quality improvement process, we will provide feedback to our 
network of health professionals and internal staff regarding performance and patient 
health care outcomes.  


 


Communication to our Network of Health Professionals 
We will engage individual practitioners and provider groups in the improvement process 
by sharing performance data and health outcomes for their assigned members, and by 
aligning Pay-for-Performance and other value-based arrangements for high volume 
primary care providers with key health outcomes measures. We will distribute to each 
PCP a quarterly performance profile with medical, pharmacy, and utilization measures 
with comparison to benchmarks or peers as well as continuous, real-time, actionable 
data at the member and panel level via our secure Provider Portal.  


 


The Portal will provide interactive dashboards with drill-down and secure data export 
capabilities, offering timely and actionable insights on administrative, clinical, and 
operational outcome measures including medical, pharmacy, and behavioral health data, 
when available. The data will be available at the practitioner, provider group, and 
provider organization level as appropriate. Our Provider Portal also will report potentially 
preventable events, including potentially preventable ED visits, admissions, and 
readmissions, and gaps in care experienced by our members. 


 


In addition, we will have QI Coordinators, licensed health care professionals, who will 
support our Provider Engagement Representatives by visiting provider offices to discuss 
care gaps, quality initiatives, HEDIS® (a registered trademark of NCQA) and other 
performance measure or performance profile results and to serve as a resource to the 
practices regarding the IQAP. 


 


In instances when a delegated entity vendor provides services to our members, our 
delegation oversight process will share appropriate reports with the vendor and 
encourage the vendor to share these outcomes with its staff or contracted practitioners.  


 
3.10.6.7 Focus on Health Outcomes 
 
The IQAP methodology must address health outcomes to the extent consistent with existing technology.  


 


Our state-of-the-art enterprise data warehouse (EDW), health informatics and reporting 
platform (HIRP), member-centric health management platform, and certified HEDIS 
reporting tool will provide fully integrated support for our IQAP methodology for 
producing, assessing, monitoring, and reporting health service process and health 
outcomes measures.  


 


The EDW receives, integrates, and continually analyzes transactional data such as 
medical, behavioral, and pharmacy claims, lab test results, health assessments, service 
authorizations, and recipient and provider information.  


 


The HIRP capabilities will include, for example, the production of key performance 
indicator dashboards with drill-down reporting, provider practice utilization patterns, 
quality and cost performance, and predictive modeling.  
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The health management platform houses clinical data derived from care coordination 
and case, behavioral health, disease, and utilization management activities.  


 


The NCQA-certified HEDIS reporting tool’s primary function will be the building and 
tabulation of HEDIS performance measures. In addition, it will provide the tools to 
monitor, profile and report on treatment of specific episodes, care quality, and care 
delivery patterns.  


 


These systems, providing for standard and ad hoc reporting, will support the ongoing 
monitoring of health outcomes, including the quality, safety and appropriateness of care 
and service. Outcome metrics will include HEDIS and other state selected performance 
measures; other key performance indicators for operations functions; and care 
management, utilization management, medication therapy management, and disease 
management performance measures, for example. We will stratify outcomes by member 
sub-population and region, and report them at the member, practitioner, and provider 
group level. 


 


Our staff, from senior leadership to QI staff to staff throughout the organization, as 
appropriate for their responsibilities, will trend data over time and evaluate statistically 
significant or meaningful trends, movement toward established goals and objectives, or 
differences among member or provider subgroups. We will act on adverse trends or 
when performance falls short of established objectives by using tools such as root cause 
analysis or cause-and-effect diagrams for more in-depth evaluation and development of, 
or revision to, improvement strategies or corrective action plans. Our QIC will address 
health outcomes each year as it develops our IQAP and IQAP Work Plan for the following 
year as an integral part of the annual Quality Strategic Planning Process. 


 


3.10.7 Standard II: Systematic Process of Quality Assessment and Improvement  
The IQAP must objectively and systematically monitor and evaluate the quality and appropriateness of 
care and service provided to recipients through quality of care studies and related activities, and pursues 
opportunities for improvement on an ongoing basis. The IQAP must have written guidelines for its 
Performance Improvement Projects (PIPs) and related activities. These guidelines include: 


 


We will guide our identification and prioritization of quality of care studies, PIPs, and 
other activities to improve the quality of care and services delivered to our members 
through our annual objective, data-driven Quality Strategic Planning Process. This 
process will include the performance of an analysis of environmental forces, such as 
economic, technological and social factors; internal strengths and weaknesses and 
external opportunities and threats (SWOT) analysis; an exhaustive review of 
demographic and epidemiologic data for our members; review of historical data; and 
review of the previous year’s annual IQAP Evaluation. The process will drive the 
development of our annual IQAP and IQAP Work Plan, which will be aligned with DHCFP 
goals and objectives for Medicaid and Nevada Check Up recipients. 


 


The annual IQAP Work Plan, which will include all activities to be implemented during a 
calendar year, responsible departments, time line, process and outcome measures, 
objectives and benchmarks, will register quarterly the status and progress toward 
achieving the objectives for all activities. Any changes to the IQAP Work Plan and/or the 
IQAP will be presented at the QIC and the Board of Directors for evaluation and approval. 


 







405 
 


We will also systematically and continuously monitor key quality of care and service 
indicators throughout the year.  


 


Our enterprise data warehouse (EDW) will receive, integrate and continually analyze 
transactional data such as medical, behavioral and pharmacy claims, lab test results, 
health assessments, service authorizations, and member and provider information. Our 
health informatics and reporting platform (HIRP) will generate real-time information using 
tools such as key performance indicator dashboards and run charts, and drill-down 
capabilities. Together they will allow us to systematically identify trends, do comparisons 
to benchmark or goal performance, and identify targeted opportunities for improvement 
through segmentation analysis.  


 
3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored. 


 
Our IQAP will clearly outline in writing the structure and processes we will use to select 
clinical and health service delivery areas of focus for monitoring and for study in PIPs 
and other improvement activities. We will utilize our system capabilities to review and 
analyze data from a variety of sources to identify potential areas of focus. Our EDW will 
facilitate our analysis by receiving, integrating, and continually analyzing an enormous 
amount of transactional data. These data include, but are not limited to, medical, 
behavioral, and pharmacy claims; lab test results; health assessments; service 
authorizations; member information, including current eligibility, demographics (race, 
ethnicity, sex, age), region, and PCP assignment; and provider information, including 
participation status, specialty, demographics, and languages spoken. The HIRP will 
provide support with extensive “drill down” and predictive modeling capabilities. Our 
QIC, Performance Improvement Team, and PIP work groups, supported by QI staff, will 
use these capabilities, input from providers and members, and tools such as Key Driver 
Diagrams to select and prioritize areas of focus for monitoring. 
 
We will prioritize potential areas of focus based on: 


 The highest needs for our members 
 Alignment with the goals set up by our strategic planning process and with 


DHCFP’s priorities as set in its Quality Strategy  
 Potential for high impact on the health status of our members 
 Potential to reduce identified health disparities. 


 
Those areas may include, for example: 


 Access  
o Access to primary care practitioners, dentists, behavioral health 


professionals 
o Avoidable ER utilization 


 Prevention 
o EPSDT services 
o Obesity 


 Management of chronic conditions 
o Asthma 
o Diabetes 
o Heart Disease 


 Maternal and new baby health 
o Prenatal care 
o Low and very low birth weight births 


 Behavioral Health 
o Alcohol  
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o Suicide 


 
3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in terms 
of age groups, disease categories and special risk status, including CSHCN. 


 


We will evaluate and monitor the delivery of clinical care and services by demographic 
group in order to more comprehensively assure quality, to assess health care disparities 
based on age, sex, race, ethnicity, health literacy, geography, or special risk status as 
well as by most prevalent disease categories, and to refine areas of focus for 
improvement activities. We will implement appropriately tailored interventions for the 
range of our Medicaid and Nevada Check Up members, including Children with Special 
Health Care Needs. 


 


DHCFP will provide us with data on members’ race, ethnicity, and primary language, as 
well as special needs status. We will collect additional information during Member 
Service Representative and Care Management staff interactions with members, parents 
and/or guardians. This data will be stored in the EDW. The EDW will receive and integrate 
this and other demographic data with internal and external data such as clinical 
claim/encounter data (medical, behavioral, laboratory, pharmacy, dental and vision), 
medical management information, and provider information. The HIRP will analyze and 
report data from all sources and produce actionable information, including predicted 
risk, by population group with the capability to drill down to the geographic area, 
provider, and individual member level.  


 
3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of 
concern selected by the DHCFP. These are selected from among those identified by the CMS and the 
DHCFP and are identified through the DHCFP Quality Assessment and Performance Improvement 
Strategy. 


 


We will fully support the areas of focus selected by DHCFP and identified in their annual 
Quality Strategy. We will integrate them into our Quality Strategic Planning Process and 
IQAP goals and objectives as well as our PIPs as stated on sections 3.10.6.2, 3.10.1, and 
3.10.7.4.  


 


In addition, we will identify through our annual Quality Strategic Planning Process 
additional priority areas based on the highest needs of our members and the potential for 
health impact and reduction of health care disparities. We are aware of the community 
health care needs and socioeconomic, racial, and ethnic disparities in Clark and Washoe 
Counties. 


  
3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


 


We will develop and implement two Performance Improvement Projects (PIPs) related to 
clinical care areas, including behavioral health, and three related to non-clinical care 
areas, and others that may be required by DHCFP, for each contract cycle. At the request 
of DHCFP, we will submit all PIPs, to the EQRO for validation and approval, as stated in 
42 CFR 438.358(b). 


 
A. Validation of Performance Improvement Projects required by the State to comply with requirements set 
forth in 42 CFR 438.330(b); and 
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In accordance to requirements set forth in 42 CFR 438.330(b), we will submit PIP 
documentation to DHCFP contracted EQRO for validation of the study methodology 
[selected study topic(s), study question(s), objective quality study indicators (including 
state required performance measures), study population, sampling methods (if 
applicable), data collection procedures], improvement strategies, data analysis and 
interpretation of study results, likelihood that reported improvement is “real”, 
sustainability of documented improvement, and verification of the study findings, in 
accordance with CMS EQR Protocol 3. All PIPs will be designed, through ongoing 
measurement and intervention, to achieve significant improvement in clinical and non-
clinical areas, sustained over time, that are expected to have a favorable effect on health 
outcomes and member satisfaction. 


  
B. Projects that were under way during the preceding twelve (12) calendar months. 


 


We will annually submit PIP documentation, including the status, results, and a full 
evaluation of the effectiveness of the PIPs, and the planning and initiation of follow up 
activities for increasing or sustaining improvement, to the EQRO for all PIPs conducted 
during the previous 12 months.  


 
3.10.7.5 Quality of care studies are an integral and critical component of the health care quality 
improvement system. The vendor will be required annually to conduct and report on a minimum of two 
clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects focusing on prevention and care of 
acute and chronic conditions, high-volume services, high-risk services, and continuity and coordination of 
care; non-clinical PIPs include projects focusing on availability, accessibility, and cultural competency of 
services, interpersonal aspects of care, and appeals, grievances, and other complaints. 


 


We understand and will be committed to conduct annually two clinical PIPs and three 
non-clinical PIPs, as well as other PIPs required by DHCFP, as described in sections 
3.10.7.4 and 3.10.1. Our affiliates have been successful in conducting PIPs in clinical and 
non-clinical areas such as indicated in section 3.10.2. 
 
3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care. 
The PIPs are designed to target and improve the quality of care or services received by managed care 
enrolled recipients. The vendor will utilize, as a resource, the Centers for Medicare & Medicaid Services 
(CMS) guidelines as outlined in the most recent version of the CMS publication EQR Protocol 7 
Implementation of Performance Improvement Projects. 


 


Our affiliates have been using HSAG, CMS, and NCQA protocols to develop their PIPs. 
We are aware of the CMS EQR Protocol 7 guidelines and we will utilize such protocol as a 
resource for the design, implementation, evaluation, and reporting of PIPs. The steps will 
include at a minimum: 


1. Define the rationale for selection of the study topic 
2. Define the study goal and objective(s) 
3. Define the representative and generalizable study sample 
4. Define the study metrics 
5. Define data sources and data collection process 
6. Define and implement interventions and improvement strategies 
7. Analyze and interpret study results 
8. Identify barriers 
9. Achieve sustained improvement 
10. Plan for expanded improvement. 
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3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness 
of the interventions; and institute planning and initiation of activities for increasing or sustaining 
improvement. 


 


Our QIC will identify a “business champion”, or project manager, for each PIP, who will 
in turn select a multidisciplinary PIP work group. The business champion and the PIP 
work group will develop the SMART (Specific, Measurable, Achievable, Relevant, Time-
bound) Aims (or objectives) that support achieving the goal established by the QIC for 
the PIP. They may create Key Driver Diagrams to identify potential strategies linked to 
primary drivers that will help achieve the SMART Aim. For this process, they will identify 
best practices along with collecting member and provider input. Using tools such as 
Process Mapping and Failure Modes and Effects Analysis, for example, they will 
prioritize the potential strategies based on their expected effectiveness in achieving the 
SMART Aim.  


 
The business champion and the PIP work group will then apply the evidence-based 
Institute for Healthcare Improvement (IHI) Model for Improvement to develop specific 
interventions for each strategy. This model has three questions: What are we trying to 
accomplish? – How we will know that a change is improvement? – What changes can we 
make that will result in improvement? They will implement trials (tests) of specific 
interventions, in collaboration with operational staff, using the Plan-Do-Study-Act (PDSA) 
Rapid Cycle Improvement to evaluate and modify them as needed to improve their 
effectiveness.  


PLAN:   
 Plan the test or observation, including a plan for collecting data  
 State the objective of the test  
 Make predictions about what will happen and why  
 Develop a plan to test the change. (Who? What? When? Where? What data needs 


to be collected?)  
DO:  


 Try out the test on a small scale  
 Carry out the test  
 Document problems and unexpected observations  
 Begin analysis of the data.  


STUDY:  
 Set aside time to analyze the data and study the results  
 Complete the analysis of the data  
 Compare the data to predictions  
 Summarize and reflect on what was learned.   


ACT: 
 Refine the change, based on what was learned from the test  
 Determine what modifications will be made 
 Decide whether to abandon, maintain, or expand the intervention. 


 


We will run PDSA cycles sequentially to rapidly assess each change or group of changes 
to see if they result in improvement. During the intervention implementation phase, the 
business champion and the PIP work group will monitor the effectiveness of each 
intervention in achieving the SMART Aim. They might track additional measures related 
to the interventions, such as intermediate process indicators that could be used for 
Rapid Improvement Cycles. If improvement is achieved, we will expand the tests and 
gradually increase the scale of the intervention until we are confident that the changes 
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should be adopted more widely. If improvement is not achieved, we will engage in a new 
analysis of key drivers and potential interventions. 


 


Elements used to assess and evaluate the success of the PIPs will include whether or 
not it achieved the SMART Aim, whether or not it brought about meaningful and 
sustainable improvement, and its relative efficiency and efficacy. Periodically, and at 
completion, the business champion will evaluate and report the outcomes of the PIPs to 
the Performance Improvement Team and then to the QIC. 


 


We will employ this same approach to develop and implement other improvement 
activities and will also adopt and train our staff in evidence-based methodology for 
process improvement, such as Lean Six-Sigma, focused on improving efficiency by 
reducing waste of resources. 


 
3.10.7.8 The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


 


We will use data, including structure, process, outcome, and balancing measures, to 
evaluate the effectiveness of projects and specific interventions. Results will be 
measured, analyzed, and compared to baseline measurements, to benchmark data, 
and/or to the objective (Aim) using externally validated, standardized measures and 
statistical procedures.  


 


We will continuously monitor overall progress on the IQAP and update the annual IQAP 
Work Plan, presented at the QIC at least quarterly for review and recommendation. The 
Chief Medical Director will share reports related to progress in the annual IQAP Work 
Plan with the Board of Directors at least quarterly for their input. The annual IQAP Work 
Plan will include each activity planned, the objective for each activity, the person(s) 
responsible, the implementation date for each activity, a description of the process or 
outcome measure, and the progress status towards achieving the goal or objective. The 
annual IQAP Work Plan will be the vehicle to regularly and frequently monitor progress 
towards the planned objectives.  


 


Evaluation of the effectiveness of the IQAP will include whether the interventions and 
quality activities achieved meaningful and sustained improvement, whether they 
impacted the health and well-being of our members, and whether they resulted in 
meeting the objectives for the activities in the annual IQAP Work Plan. The annual IQAP 
Evaluation will assess the effectiveness of the Program and include a summary of all 
quality improvement activities, the impact the program has on members’ care and 
service, an analysis of the achievement of stated goals and objectives, and the need for 
Program revisions and modifications. We will use the IQAP Evaluation findings in the 
Quality Strategic Planning Process for the subsequent year and incorporate them in the 
subsequent year IQAP and IQAP Work Plan. The IQAP Evaluation will be presented 
during the first quarter of the following year to the QIC and the Board of Directors for 
review and approval.  


 
3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also 
monitor and evaluate other important aspects of care and service. 


 


In addition to the monitoring and evaluation of the selected PIPs, we will monitor and 
evaluate other aspects of care and services. We will identify those additional areas 
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through our annual Quality Strategic Planning Process, based on an analysis of 
environmental forces; internal strengths and weaknesses and external opportunities and 
threats (SWOT); the demographics and needs of our members; and the results of our 
annual IQAP Evaluation for the previous year.  


 


Through this process we will select our IQAP objectives for the year and align them with 
DHCFP Quality Strategy. We will frame our selection of areas of focus and our evaluation 
of effectiveness with the IHI Triple Aim - improve population health, improve the 
experience of care, and reduce per capita costs - as well as a fourth aim – improve 
providers’ experience with our MCO.  


 


We will also continuously monitor key quality of care and service indicators throughout 
the year, using tools such as key performance indicator dashboards and run charts, to 
systematically identify trends and opportunities for improvement.  


 
3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality 
penalty fee until the measure increases above original measure or matches previous measure prior to 
decline. 


 


We acknowledge the quality penalty fee related to PIPs performance. We will strive to 
develop and implement successful PIPs (HEDIS® and non-HEDIS) by carefully identifying 
potential strategies linked to primary drivers and best practices along with member and 
provider input. We will implement trials (tests) of interventions, in collaboration with 
operational staff, using the Plan-Do-Study-Act (PDSA) Rapid Cycle Improvement to 
evaluate and modify them as needed to improve their effectiveness as described with 
more detail in section 3.10.7.7.  


 


3.10.8 Use of Quality Indicators  
Quality indicators are measurable variables relating to a specified clinical or health services delivery area, 
which are reviewed over a period of time to monitor the process or outcomes of care delivered in that 
area.  


 


We will use quality indicators that are objective, measurable, and based on current 
knowledge and clinical expertise from nationally recognized sources, for example, NCQA 
and CMS. Through our Quality Improvement Committee and associated work groups, we 
will monitor and evaluate the quality of care our recipients receive through defined 
metrics as specified by the contract. We will gather data and analyze performance 
measure outcomes and trends, including patterns of over- and under-utilization, over 
time. We will use root cause analysis and other tools to identify barriers for indicators 
falling below desired performance levels, and implement corrective actions or 
interventions to produce improvement in that area. If we identify potential fraud or abuse, 
we will refer the issue to the appropriate internal department and DHCFP for 
investigation and appropriate actions.  


 
3.10.8.1 The vendor is required to: 
 
A. Identify and use quality indicators that are objective, measurable, and based on current knowledge and 
clinical experience;  


 


We will utilize quality indicators specified by DHCFP as well as other indicators that are 
objective, measurable, standardized, and based on current knowledge and clinical 
experience as needed. In general, these indicators will include NCQA HEDIS® (a 
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registered trademark of the National Committee for Quality Assurance (NCQA)) and 
CAHPS® (a registered trademark of the Agency for Healthcare Research and Quality 
(AHRQ)) measures; CMS specified indicators, and measures from authoritative sources 
such as the Agency for Healthcare Research and Quality and the National Quality Forum. 


 
B. Monitor and evaluate quality of care through studies which include, but are not limited to, the quality 
indicators also specified by the CMS , with respect to the priority areas selected by the DHCFP; 


 


We will evaluate the quality of care and service in priority areas of focus selected by 
DHCFP, as well as those selected through our Quality Strategic Planning Process, by 
collecting, tracking and trending, and analyzing quality indicators specified by CMS or 
DHCFP as well as other measures that are objective, measurable, and based on current 
knowledge and clinical expertise.  


 


Our enterprise data warehouse (EDW) and health informatics and reporting platform will 
facilitate monitoring and trending of these quality indicators by integrating data from a 
wide range of internal and external sources; producing drill-down reports at the regional, 
provider, individual member, and population group levels; and with tools such as 
dashboards and run charts. 


 


Our multidisciplinary Performance Improvement Team (PIT) will be responsible for 
monitoring and analyzing HEDIS® and other CMS or State-specified quality indicators, as 
well as other organization-wide performance measures against benchmarks and 
objectives. The PIT will perform barrier and root-cause analysis for indicators falling 
below desired performance, identify best practices, and recommend strategies for 
improvement, and will oversee PIPs and other improvement initiatives. The PIT will report 
findings to our Quality Improvement Committee (QIC), which will in turn provide 
additional recommendations and share reports with the Board of Directors.  


 
C. Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is effective 
and sufficient to detect the need for program change; and 


 


Our EDW will receive and integrate internal and external data such as clinical 
claim/encounter data (medical, behavioral health, laboratory, pharmacy and vision); 
financial information; medical management information (referrals, authorizations, 
disease management notes); member information (eligibility, demographics, PCP 
assignment, member outreach); and provider information (specialty, participation status, 
demographics). Data in the EDW will be refreshed daily. The EDW will have the capacity 
to submit data and interface with other systems as necessary.  


 


DATA ACCURACY 
An Engineered Approach to Receiving Accurate and Complete Information: our MCO will 
ensure the integrity, validity and completeness of the information we receive from our 
subcontractors and providers through four general architectural components that make 
up our integrated MIS. These components will trace the flow of data through our systems 
to the users of the data:  


 Our external facing applications will include all the capabilities and controls we 
deploy to support data entered or viewed online by providers using our secure 
Provider Portal; enrollees using our secure Member Portal; and our own staff 
using any of our internal business applications (such as claims, care and clinical 
management, member and provider service, etc.).  
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 Our data and file communications protocols, controls, and supporting systems 
allow us to send and receive formatted data (including HIPAA transactions, as 
well as state proprietary formats) with integrity, confidentiality, reliability, and 
assured delivery. 


 Once we receive or collect inbound data, the master data management design of 
our MIS will ensure that our data is represented and stored accurately, completely 
and uniquely (e.g. no data discrepancies or duplicates). 


 Our EDW system will integrate and consolidate data, and create the information 
products we will supply to the state and our own health plan staff.  


 


In addition, we will use audit-tracking mechanisms such as date/time, user ID, and record 
level update tracking throughout our MIS to ensure data integrity and transparency. 


 


External Facing Applications Help to Enforce Data Quality on the Front End: it is critical 
for our external facing applications, such as the online interfaces to our internal 
applications, and our Member and Provider Web Portals, to facilitate the entry of clean 
data by users who are authorized to enter that data. We will ensure that data entered into 
our MIS is accurate, complete, and logically consistent through: 


 Secure access controls that ensure that only authorized users are entering, 
editing, or viewing data appropriate to their role 


 Data entry edits to validate data and ensure adherence to standards. All of our 
applications, including those on the web, enforce an appropriate degree of field 
level edits, ranging from simple alphanumeric formats (e.g. HIPAA standard 
lengths for name fields), to more sophisticated edits (NPI check digit validation), 
to (wherever possible) the use of drop down lists to prompt valid field data 
choices, to situational field logical checks (e.g. if user enters a value in one field, 
this drives the mandatory entry of data in another field).  


 Once validated, clean data is received in our MIS, it is electronically available to 
our business applications and is not duplicated. Only the system of record (e.g. 
our member and provider data subsystems) can alter that data, an approach that 
assures the highest possible level of data integrity for downstream reporting and 
information consistency. 


 


Audits to Ensure Systems and Data Integrity: we will undergo regular internal and 
external audits to ensure the integrity, timeliness, accuracy, validity and completeness of 
all data we receive, process and store. Our audits will include all aspects of system 
processing such as financial and claims controls, network and physical security, 
application security and regulatory compliance. These audits will include periodic 
penetration tests conducted by our IT security department to proactively test for security 
exposures; risk profile audits; ongoing routine data accuracy and completeness audits 
from the EQRO; and our annual Sarbanes-Oxley (SOX) audits on management controls. 
Our subcontractors will use similar controls to ensure accurate data submission. 


 


Effectiveness/Sufficiency to Detect Need for Change 
In addition to routine monitoring of data quality by our IT security department, our 
frequent monitoring of quality indicators, use of run charts to demonstrate variation, and 
use of data in rapid cycle improvement methodology will validate the effectiveness of the 
data in detecting the need for, and effectiveness of, process changes. 
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D. Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud and 
abuse is suspected, a referral must be made to the vendor’s PIU and DHCFP SUR Unit for appropriate 
action. 


 


We will provide our staff, managers, and leadership with valuable and current insight into 
how our members and providers are utilizing services by integrating complex health care 
data with powerful analytics. We will capture data from internal and external sources, 
housing it into our EDW. These data will include claims/encounter data; authorizations; 
referrals; case management, care coordination and transition of care activities; and 
member and provider demographics.  


 


In order to fully understand the utilization trends of our members and providers, and to 
conduct root cause analysis in support of appropriate utilization of services, we will 
monitor and analyze data at the aggregate and detail level including by member, by 
individual provider or facility, by provider specialty, by type of service, by diagnosis, by 
place of service, and by comparing services authorized to services received. We will 
monitor key utilization measures such as inpatient admissions and length of stay, ED 
visits, specific preventive care services, and other services through routine monthly and 
quarterly trend reports and compare them to benchmarks established by the Utilization 
Management Committee that are based on industry standards, national HEDIS® Medicaid 
averages, EPSDT requirements, or DHCFP mandated thresholds.  


 


Standard and ad hoc reports will also offer a window into member and provider level data 
needed for investigation of suspected under or over-utilization and possible fraud, waste, 
or abuse (FWA). Our UM and QI staff, overseen by the Utilization Management 
Committee, will monitor for patterns of over and under-utilization by a specific provider 
by reviewing quarterly profiles and monthly inpatient, ED and other services reports. 
When we will identify a pattern of under- or over-utilization at the provider level, Provider 
Engagement Representatives or the Chief Medical Director will meet with the provider 
and discuss performance, provide education, determine if there are any underlying 
causes that need to be addressed, and develop an action plan for improvement. We will 
continue monitoring the provider until the issue will be resolved.  


 


In certain cases, providers with high rates of over-utilization will be placed under 
investigation for possible FWA. We will train our UM and QI staff to identify and report 
potential FWA. In addition, a screening algorithm in our claims system may also identify 
potential FWA. When UM data or the results of the screening algorithm indicates patterns 
of high over-utilization or inappropriate utilization and the possibility of FWA, the UM 
staff will refer the case to our Program Integrity Unit (PIU) for investigation. Such 
investigation will include the review of clinical records and other original documentation, 
claims data, utilization data, and any relevant reports or correspondence. The suspected 
case will also be referred to DHCFP Surveillance and Utilization Review (SUR) Unit. 


 


Examples of investigation and action regarding inappropriate utilization by our affiliates 
include: 


1. It was identified that outpatient quantitative urine testing was being inappropriately 
utilized in place of standard urine drug screening, a cost difference of about $100-
$400 per test. A clinical policy was created that included a prior-authorization 
requirement for quantitative testing. 


2. Authorization guidelines were implemented for genetic testing to ensure testing 
occurred in alignment with practice guidelines, which resulted in decreased 
utilization and cost.  
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3. Authorization guidelines were implemented for incontinence supplies. As a result a 
significant number of abusive billing practices were uncovered and many were 
referred to the PIU for fraud investigation.  


4. A contracted licensed Speech Therapist was submitting an aberrant number of prior-
authorizations and billing for sensory integration services that indicated potential 
FWA. Our affiliate conducted an investigation and reported the case to the state for 
further action, which resulted in criminal charges filed against the provider. 


 
3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  
 
A. The IQAP studies and other activities monitor quality of care against clinical care or health service 
delivery standards or practice guidelines specified in the Quality Strategy.  


 


We will incorporate evidence-based clinical practice guidelines and standards 
(Guidelines) for clinical care and health service delivery into our IQAP and, through our 
studies and other activities, we will monitor the quality of care and service provided to 
our members by measuring MCO and practitioner compliance with these Guidelines. We 
will use the HEDIS® and other performance measures specified in the Quality Strategy, as 
well as CAHPS® and other nationally recognized evidence-based measures as necessary, 
to monitor compliance with these Guidelines. We will evaluate performance by 
comparison with Quality Strategy objectives as well as national or regional benchmarks 
and our IQAP annual objectives or other internal improvement goals.  


 
B. The standards/guidelines are based on reasonable scientific evidence and developed or reviewed by 
vendor providers;  


 


As described in section 3.7.1.1 of the Scope of Work, we will adopt Guidelines developed 
or endorsed by nationally-recognized sources. Our Guidelines will be based on valid and 
reliable clinical evidence, or a consensus of health care professionals in the particular 
field, and correspond with well-accepted standards of care and clinical treatments for 
specific conditions. We will review and adopt Guidelines through a robust review of 
existing research sources, clinical or technical literature, and consultation with board-
certified providers from appropriate specialties or professional organizations. Our 
Quality Improvement Committee (QIC), which will include contracted providers of various 
specialties including behavioral health, will review and approve our Guidelines annually, 
ensuring that the Guidelines reflect the needs and practice standards in the community. 
As appropriate, we will call upon additional medical experts possessing the appropriate 
board certification and/or expertise relevant to the Guideline topic and target population 
to assist in the Guideline adoption decision-making process. Likewise, the QIC will 
review the performance measures and benchmarks that we use to evaluate compliance 
with the Guidelines. 


 
C. The standards/guidelines must focus on the process and outcomes of health care delivery, as well as 
access to care;  


 


Our Guidelines will encompass both process and outcomes of care as well as access to 
that care. For example, a diabetes care Guideline would recommend specific actions 
such as providers monitoring HbA1c levels at specified intervals, desired outcomes such 
as achieving HbA1c levels below 8%, and appropriate access such as to eye care 
professionals for periodic retinal eye exams. Through the use of a range of performance 
measures, we will assess compliance for these aspects of care compared to Quality 
Strategy and other objectives. For example, we will use the HEDIS Comprehensive 
Diabetes Care measures in the Quality Strategy to assess compliance with our diabetes 
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care Guidelines. Process measurement: The percentage of diabetic members whose 
HbA1c level was measured in the past year. Outcome measurement: The percentage of 
diabetic members with a HbA1c level < 8%. Access to care measurement: The percent of 
members with diabetes who had an eye exam done. 


For child wellness, our Guideline would recommend specific actions such as providers 
assessing weight and counseling for nutrition and physical activity, desired outcomes 
such as achieving full immunization status, and appropriate access such as annual 
dental visits. We will use the HEDIS measures in the Quality Strategy to assess 
compliance with the child wellness Guidelines.  


 
D. The vendor must ensure a mechanism is in place for continuously updating the standards/guidelines;  


 


Annually, our QIC will review all Guidelines and update them as needed for consistency 
with current practice standards and compliance with regulatory requirements. Through 
continuous surveillance of new technologies, and updated clinical information, they may 
review Guidelines more frequently upon the identification of new scientific evidence or 
change in national standards. 


 
E. The standards/guidelines must be included in provider manuals developed for use by the vendor’s 
providers, or otherwise disseminated, including but not limited to, on the provider website, in writing to all 
affected providers as they are adopted and to all recipients and potential recipients upon request;  


 


We will disseminate adopted Guidelines to all affected providers prior to the contract 
start date, and subsequently as new CPGs are adopted and following any updates as 
described in section 3.7.2.1. We will include Guidelines in our Provider Manual, on our 
website (through our practice improvement resource center), on our Provider Portal, in 
our Provider Newsletters, and in targeted mailings to all affected providers. We also will 
provide hard copies of all Guidelines, upon request, to members and potential members 
alike. For members, we will provide all materials in a consumer friendly format on our 
member website. 


 
F. The standard/guidelines must address preventive health services;   


 


We understand the importance of health promotion and preventive health services. Early 
detection and treatment can reduce the risk of more costly treatment or hospitalization. 
Our Guidelines will include recommendations for primary prevention, averting the onset 
of disease, secondary prevention, early detection of disease, and tertiary prevention, 
averting complications. Examples are described in the table below.  
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Prevention Level Description Preventive Care Examples  


Primary 
Prevention 


Controlling modifiable risk factors to 
avert the occurrence of disease 


 Lead screening  
 Immunizations – adult and child 
 Healthy diet & fitness 
 Dental prophylactic treatment 


Secondary 
Prevention 


The early detection of disease or 
condition before it manifests 
symptoms 


 Breast cancer screening 
 Colorectal cancer screening 
 Depression screening 
 Blood pressure screening 


Tertiary 
Prevention  


The control of existing disease and 
the management of chronic 
conditions to prevent more serious 
complications 


 Controlling high blood pressure 
 Controlling diabetes 
 Management of COPD  
 Management of pressure ulcers 


 


We will measure adherence to preventive Guidelines using performance measures in the 
Quality Strategy and others as necessary.  


 
G. The standards/guidelines must be developed for the full spectrum of populations enrolled in the plan; 
and  


 


We will adopt Guidelines that are based on the needs of the populations we serve. Our 
Guidelines will include medical, behavioral, and preventive services relevant for the 
unique needs of members of all ages and demographics in both the Nevada Medicaid 
and Nevada Check Up Programs and for populations with high-impact conditions and 
special needs. As described in section 3.7.1.2, through our QIC, we will consider the 
prevalence of conditions among our members, and rates of morbidity and mortality 
arising from these conditions, when selecting or modifying Guidelines for adoption. To 
address the needs of our homeless members, we will adopt Guidelines that have been 
adapted for the homeless, for example for asthma, chronic pain, diabetes, HIV/AIDS, and 
opioid use disorder as appropriate. 


 
H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the vendor’s 
providers, whether the providers are organized in groups, as individuals, or in combinations thereof.  


 


ASSESSING PROVIDER PERFORMANCE 
Our MCO will adopt Guidelines that address key aspects of quality of care. We will use 
process, outcome, and access to care performance measures that align with these 
Guidelines to evaluate the quality of care received by our members by assessing 
adherence to those Guidelines by contracted individual practitioners, provider groups, 
and other provider arrangements and comparing it to national or regional benchmarks, 
Quality Strategy or IQAP objectives, and peer performance (and remeasuring adherence 
over time to demonstrate continuing or sustained improvement). We will incorporate 
measures of adherence to our Guidelines in our provider incentive and value-based 
contracting arrangements. 


 


Through our health informatics and reporting platform, we will produce performance 
reports at the practitioner, provider group, and provider organization level as 
appropriate. We will distribute to each PCP a quarterly performance profile with medical, 
pharmacy, and utilization metrics that are aligned with our Guidelines. We also will 
provide continuous, real-time, actionable data at the member, panel, group, or 
organization level via our secure Provider Portal. The Portal will provide interactive 
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dashboards with drill-down and secure data export capabilities, offering timely and 
actionable insights on administrative, clinical, and operational outcome measures 
including medical, pharmacy, and behavioral health data, when available. Our secure 
Provider Portal also will report potentially preventable events, including potentially 
preventable ED visits, admissions, and readmissions and gaps in care experienced by 
our members. 


 


PROVIDER ENGAGEMENT 
We will routinely engage with our providers through Provider Engagement Specialists, 
Provider Performance Managers, or our FQHC/Medical Home Specialist, who are trained 
in data analysis and performance improvement methodologies. They will conduct face-
to-face meetings at least quarterly with providers at the individual, group, and health 
system level to review their performance profile, identify opportunities for improvement, 
and develop action plans. In addition, our Chief Medical Officer, an outward-focused 
physician executive dedicated to engaging network Providers in health outcome 
improvement and Provider/Member relations through the use of Continuous QI 
methodology, will outreach to low-performing provider to educate, help remove barriers, 
and assist in performance improvement planning as needed.  


 
3.10.8.3 Analysis of Clinical Care and Related Services  
 
A. Qualified clinicians monitor and evaluate quality through the review of individual cases where there are 
questions about care, and through studies analyzing patterns of clinical care and related service. For 
issues identified in the IQAPs targeted clinical areas, the analysis must include the identified quality 
indicators and uses clinical care standards or practice guidelines.  


 


REVIEW OF INDIVIDUAL CASES 
A potential quality of care issue includes any alleged act or behavior that may be 
detrimental to the quality or safety of patient care, is not compliant with evidence-based 
standard practices of care, or that signals a potential sentinel event, up to and including 
death of a member. Potential quality of care issues require investigation of their severity 
and need for corrective action. 


 


Our policies and procedures will indicate that potential quality of care issues are routed 
to QI staff to complete the investigation. The QI coordinator, a licensed clinician, will 
investigate individual cases of alleged potential quality of care concerns, adverse events, 
or sentinel events brought forward by a member or family/caregiver complaint; referral 
from a Medical Director, concurrent review nurse, or other clinical staff; referral by a 
Member Service Representative; or the result of routine monitoring of quality indicators 
and claims, for example. When the initial investigation indicates significant potential for 
harm or that a severe adverse outcome has occurred, our Medical Director will review 
and evaluate the case and, when appropriate, present it to the Peer Review Committee 
(PRC).  


 


The Chief Medical Director will chair the PRC, an ad hoc committee comprised, in each 
particular case, of three or more contracted providers who are peers of the provider 
being reviewed and who represent a range of specialties to include at least one provider 
with the same or similar specialty of the provider and/or with expertise in the issue under 
review. The PRC will review individual cases and render a determination whether the 
service or care by the provider met the established standard of care. The PRC will report 
its findings to the Quality Improvement Committee (QIC) and Credentialing Committee, 
both of which will have contracted providers as members. The Credentialing Committee, 
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based on the results of the PRC, may store the information to be utilized at the time of 
provider recredentialing, may impose a corrective action plan, or may take immediate 
action up to suspension or termination of the provider, and will notify the National 
Practitioner Data Bank and DHCFP of the action as appropriate. 


 


ANALYSIS OF PATTERNS OF CLINICAL CARE AND SERVICE 
Contracted providers of various specialties will participate in several quality committees 
such as the Utilization Management Committee, Pharmacy & Therapeutics Committee, 
Provider Advisory Committee, and Quality Improvement Committee. The Chief Medical 
Director will bring to those committees studies analyzing patterns of clinical care and 
service for review and evaluation. These studies will include issues related to over- or 
under-utilization of services, lack of compliance with clinical practice guidelines or 
medical record or appointment availability standards, or performance on quality 
indicators for targeted clinical areas that fall below acceptable standards or do not meet 
identified performance goals. These committees may make recommendations for 
corrective actions for individual providers or for QI studies or initiatives based on their 
evaluations.  


 


In addition, through our Chief Medical Director, we will encourage the discussion by 
contracted providers, including facility and ancillary provider representatives, on the 
Provider Advisory Committee of issues related to the reporting of provider performance 
on quality and utilization indicators and compliance with clinical practice guidelines, as 
well as the design of related provider incentives. 


 
B. Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. The 
Vendor must have mechanisms in effect to assess quality and appropriateness of care furnished to 
recipients with special health care needs. 


 
MULTIDISCIPLINARY TEAMS 
Our Performance Improvement Team (PIT) will be an internal, cross-functional quality 
improvement team that will facilitate the integration of a culture of quality improvement 
throughout the organization. It will report to the QIC. The PIT will be responsible for 
gathering and analyzing performance measures, performing barrier and root cause 
analysis for indicators falling below desired performance, and making recommendations 
regarding corrective actions and interventions for systems improvement. The PIT will be 
also responsible for overseeing the implementation of recommended corrective 
actions/interventions from the QIC and/or its supporting subcommittees, monitoring the 
outcomes of those improvement efforts, and reporting results to the designated 
committee; and overseeing the implementation, progress and effectiveness of the PIPs. 


 


The PIT will include representation from each functional area within our MCO. 
Membership will include employees who conduct or directly supervise the day-to-day 
activities of the relevant departments (For example, Case Management, Compliance, 
Member Connections, Contracting, Member Services, Network Development, Prior 
Authorization, Provider Engagement/Services), other members as determined by the 
topic under discussion, and QI staff.  


 


Cross-functional work groups supporting the PIT such as the Member Outcomes Work 
Group, the Joint Operating Committees, and other work groups will address identified 
systems issues related to care or services. 
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RECIPIENTS WITH SPECIAL HEALTH CARE NEEDS 
Children with special health care needs (CSHCN) in the state of Nevada are those 
children that have a 50% delay in one area of development, a 25% delay in two areas of 
development, or have a diagnosed condition that has a high probability of leading to a 
developmental delay (for example, Down syndrome). A Pediatric Care Manager will 
coordinate care and services for these children with the parent/guardian and the Nevada 
Early Intervention Services (NEIS) and, after age 3, with an Individualized Education 
Program (IEP). 


 


Adults with special health care needs include those individuals with complex/chronic 
medical conditions requiring specialized health care services, including persons with 
physical, mental, substance abuse, and/or developmental disabilities, and persons who 
are homeless. We will identify these members through predictive modeling to assess 
complexity of issues and driving diagnosis, and through initial health assessment and 
comprehensive needs assessment. A Care Manager will coordinate care and services 
and develop a plan of care to ensure proper and effective coordination of care together 
with the members and their PCPs. 


 


We will utilize multidisciplinary teams to identify metrics, monitor and analyze the quality 
and appropriateness of care and services received by children and adults with special 
health care needs, and develop specific projects to correct any deficiencies.  


 The Special Needs Work Group will be established to design, implement and 
evaluate the care and services provided to children and adults with special health 
care needs. The Work Group will include: 


o Chief Medical Director 
o Clinical subject matter experts: clinicians with particular insight into the 


clinical, behavioral and developmental issues relevant to members with 
special needs. 


o Operations experts: Member Services, UM, Network Management staff with 
insight into the special services required by members with special needs. 


o Technical experts: typically individuals with project management and 
biostatistics expertise 


o Other participants: QI and Provider Engagement staff, community resource 
staff and other individuals with insight into the Nevada system of services 
for members with special needs, such as the NEIS, the IEP, the Division of 
Child and Family Services, and school-based children’s health services, 
the Aging and Disability Service Division, housing authorities, Meals on 
Wheels, and food banks. 


 
 The Community Advisory Committee will provide input into collaboration with 


community organizations and assessment of access to quality services. The 
committee will include the Director of Member Services and representatives of 
community organizations including those providing services for children and 
adults with special needs.  


 


 The Member Advisory Committee will provide feedback from members and/or 
parents/guardians in relation to their satisfaction with the access, availability and 
quality of services. The committee will include the Director of Member Services 
and members and/or their parents/guardians. We will ensure that, at every 
meeting, parents or guardians of members that are CSHCN and adult members 
with special needs will be invited and will attend. 
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C. Clinical and related service areas requiring improvement are identified. 


 
We will identify clinical and related service areas for improvement through clinical staff 
and committee review of individual cases and of patterns of care, as well as 
multidisciplinary review of system issues. Our annual Quality Strategic Planning Process 
will establish the annual IQAP goals and objectives through a comprehensive review of 
environmental factors; an analysis of internal strengths and weaknesses and external 
opportunities and threats (SWOT); an analysis of member demographics and needs; and 
a review of the prior year’s IQAP Evaluation.  


 


We will identify specific clinical and service areas of focus for improvement as we 
develop these objectives and possible strategies to achieve each objective. We will 
utilize the capabilities of our state-of-the-art health informatics and reporting platform 
(HIRP) and enterprise data warehouse (EDW) to integrate, continually analyze, and 
flexibly report data from a wide variety of sources to support the Strategic Planning 
Process. 


 


We will review, for example, the following types and sources of data, compare 
performance to benchmarks or set goals and objectives, and identify trends to facilitate 
the selection of areas requiring improvement: 


 HEDIS®, CAHPS® and other standardized quality measures  


 Claims/encounters data reflecting utilization and condition prevalence trends  


 Member health and care management assessments  


 Demographic information and trends  


 External data related to conditions or risks for similar populations  


 Access and availability studies  


 Member and provider satisfaction survey results  


 Member and provider input obtained through advisory committee participation 


 Member appeals and grievance data  


 Administrative performance data  


 Input from our member-facing staff including Care Management, Member Service, 
and Community Health Worker staff.  


 
Whenever possible, we will target populations with identified health disparities for each 
potential area of focus. To identify such disparities, QI staff will analyze member 
demographic, predicted future risk, and outcome data using a drill down methodology: 


 Diagnosis 


 Race and ethnicity 


 Age 


 Sex 


 Geography (region, zip code) 


 


Our MCO will prioritize the potential areas of focus taking into account the degree to 
which each proposed area:  


 Is based on the highest needs of our Medicaid and Nevada Check Up members 


 Supports the goals defined in the Quality Strategic Planning Process  


 Is aligned with DHCFP priorities  
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 Has potential to achieve high impact on the health status of our enrolled 
population (or a targeted subpopulation), on each member’s experience of care, 
and on the per capita cost of health care  


 Has potential to reduce identified health disparities.  


 
We will implement an internal, cross-functional work group for each of the highest 
priority areas of focus comprised of department leaders. Each work group will:  


 Review the data supporting the selection of the area of focus and the target 
population in detail  


 Review relevant past DHCFP initiatives  


 Review State and national best practices  


 Create a summary document describing the rationale for selecting the area of 
focus, including how it will align with DHCFP Quality Strategy, and how it will have 
the potential to improve the member health status, experience of care, and/or the 
per member cost of care. 


 
D. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The 
vendor will organize interventions specifically designed to reduce or eliminate disparities in health care.  


 
COLLABORATING TO DETERMINE MEMBER RACE AND ETHNICITY 
We will collaborate with DHCFP in identifying member race and ethnicity. We will receive 
data on race, ethnicity, and primary language through the enrollment files provided by 
DHCFP. We will confirm or update this data at the time of the member’s welcome call, 
initial health assessment, and any other interaction the member or member’s parent/legal 
guardian has with a Member Service Representative or Care Management staff, and 
report updated data back to DHCFP. 


 


Reducing Health Care Disparities  
Healthy People 2020 defined health disparities as “a particular type of health difference 
that is closely linked with social, economic, and/or environmental disadvantage. Health 
disparities adversely affect groups of people who have systematically experienced 
greater obstacles to health based on their racial or ethnic group; religion; socioeconomic 
status; gender; age; mental health; cognitive, sensory, or physical disability; sexual 
orientation or gender identity; geographic location; or other characteristics historically 
linked to discrimination or exclusion.”9 We will follow a structured process to identify, 
assess, and correct health disparities across racial, ethnic, geographic, or other groups. 
This process will include comprehensive data collection and analysis to measure 
disparities in health care, thoughtful solicitation of community input, and structured 
methods to identify, design, and implement initiatives to correct the disparities. The QIC, 
which reports to the Board of Directors, will oversee this process, ensuring alignment 
with our Cultural Competency Plan. 


 
Collecting and analyzing additional data: Our ability to use demographic information to 
identify and evaluate disparities is centered on our EDW that will receive, integrate and 
continually analyze transactional data such as medical, behavioral, and pharmacy 
claims; lab test results; health assessments; service authorizations; member information 
such as demographics, including race/ethnicity, primary language, and geographic 
location, and primary care provider; and provider information such as languages spoken. 


                                                 
9 https://www.healthypeople.gov/2020/about/foundation-health-measures/Disparities#6  
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Our HIRP will have the ability to analyze and report from all datasets included in the 
EDW, calculate HEDIS, EPSDT, and other quality measures at the individual member, 
provider and population levels, including populations broken down by diagnosis, race, 
ethnicity, age, gender, and geographic location. This will allow us to identify those 
populations who have experienced obstacles to health care based on their race, 
ethnicity, or other factors, and to target member and provider interventions to correct 
those disparities. 


 
Collecting provider, member and community perceptions: We will collect information 
regarding providers’, members’, and communities’ experiences and perceptions 
concerning obstacles to health care including racial and ethnic treatment disparities. 
Sources of this information will include annual CAHPS Survey results, our Provider 
Advisory, Member Advisory, and Community Advisory Committees, and targeted surveys 
and focus groups.  


 
Methodology to assess disparities: Our QI Director, in conjunction with the Chief Medical 
Director and other senior staff, will utilize the results of the analysis described above, 
and will report identified health care disparities, opportunities for improvement, and a set 
of prioritized recommended actions to address identified treatment disparities to the QIC. 
The QIC will review the recommendations and will select and prioritize actions to reduce 
health care disparities. These actions may include:  


 Initiatives to address treatment disparities based on race, ethnicity, age, gender 
and/or geographic location 


 Initiatives to address specific translation and interpretation needs  
 Initiatives to increase culturally and linguistically appropriate care  
 Initiatives to align provider contract terms and incentives to the reduction of 


health care disparities. 


 


Methodology to correct disparities: Building on the work of the Cultural Competency 
Program, and following the direction of the QIC we will use the same PDSA and Rapid 
Cycle Improvement methodologies utilized for all performance improvement projects and 
initiatives. We will utilize the data collection and analysis processes described above to 
identify and understand the dynamics of health care disparities and to create goals to 
correct those disparities through rapid cycle tests of change. For example, by reviewing 
the “Southern Nevada Community Health Assessment – May 2016”, we understand that 
health disparities such as the difference in rates of prenatal care among women of 
different races and ethnicities exist in Clark County. As such, a goal reflecting these 
findings might be “Reduce the health care disparities in Clark County among pregnant 
women.”  


 


As a first step in the development of interventions to correct these disparities and 
achieve this goal, we will identify a multidisciplinary Disparities Work Group. The 
Disparities Work Group membership will include a senior executive “business 
champion”, relevant contracted obstetrical providers, Care Management and QI staff, 
technical subject matter experts, Community Health Workers, and representatives from 
the Member and Community Advisory Committees. The Disparities Work Group will 
develop quantitative SMART (Specific, Measurable, Achievable, Relevant, Time-bound) 
Aims (objectives) that define our direction for achieving each goal. Possible SMART 
Aims for the above goal might be “By December 2017, increase the rate of prenatal 
screening for African-American members in Clark County by 5%” and “By December 
2017, increase the rate of prenatal screening for Hispanic members in Clark County by 
7%”.  
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The Disparities Work Group will create Key Driver Diagrams to identify strategies and 
potential interventions linked to primary drivers and that will help achieve each SMART 
Aim. For this process, the Disparities Work Group will identify best practices along with 
the unique insights of local community representatives. The Disparities Work Group, 
using Process Mapping and Failure Modes and Effects Analysis, will prioritize the 
potential interventions based on their potential effectiveness in achieving each SMART 
Aim. The Work Group will implement trials of interventions in collaboration with 
operational staff, using the PDSA rapid cycle improvement methodology.  


 


During the implementation phase, the Work Group will monitor the effectiveness of each 
intervention in achieving the SMART Aim. The Work Group might track additional 
measures related to the interventions, such as intermediate process indicators that could 
be used to evaluate effectiveness of rapid improvement cycles. Elements used in 
assessing and evaluating the success of the initiative will include whether or not it 
achieved the SMART Aim, whether or not it brought about meaningful and sustainable 
improvement, and its relative efficiency and efficacy. Periodically, and at completion, the 
Work Group will evaluate and report the outcomes of the initiative to the Performance 
Improvement Team (PIT). The PIT will in turn present results to the QIC. Such results will 
be an important component of the annual Cultural Competency Program Evaluation. 


 


Please see section 3.11.2.2.A2, “Structured QI Initiatives to Address Disparities” for 
additional proposed activities to address health care disparities. 


 
E. The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.  


 


We acknowledge that we will provide access to the documentation pertinent to clinical 
studies to DHCFP upon request. All clinical studies will be reported to the PIT, including 
key performance indicators dashboards, PIPs, and other clinical and service related 
studies documentation. The QIC will subsequently review these reports, as well as the 
IQAP Work Plan and annual Evaluation, which contain descriptions and results of clinical 
studies. Documentation presented at each committee meeting will be stored securely in 
an electronic file, together with the committee signed minutes, and be available for 
review by DHCFP in addition to other study documentation.  


 
3.10.8.4 Implementation of Corrective Actions  
 
The IQAP must include written procedures for taking corrective action, as determined under the IQAP, 
whenever inappropriate or substandard services are furnished, or services that should have been 
furnished were not.  


 


We will establish policies and procedures for taking corrective action when inappropriate 
or substandard services are furnished or services that should have been provided were 
not. We will establish a Peer Review Committee (PRC), an ad hoc subcommittee of the 
Quality Improvement Committee (QIC) that will be responsible for reviewing allegations 
of substandard care and recommending corrective action. Written procedures in the 
IQAP will guide the actions of the PRC. PRC members are expected to use their clinical 
judgement in assessing the appropriateness of rendered clinical care and recommending 
a corrective action plan that will best suit the particular provider’s situation.  


 
3.10.8.5 These written corrective action procedures must include: 
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A. Specification of the types of problems requiring corrective action; 


 


The written corrective action procedures will include the types of problems requiring 
corrective action, which may include problems related to clinical quality outcomes, 
adverse events, sentinel events, member safety, and practice patterns below the 
established standard of care. The written corrective action plan will specify in detail the 
actions to be taken for each identified problem.  


 
B. Specification of the person(s) or body responsible for making the final determinations regarding quality 
problems; 


 


The ad hoc PRC, convened for the provider in question, shall include representation from 
three or more network providers who are peers of the provider under review and who 
represent a range of specialties and will include at least one provider with the same or 
similar specialty of the provider and/or with expertise in the issue under review. The PRC 
shall be responsible for making final determinations regarding quality concerns 
including recommendations for corrective action. If the PRC recommends termination of 
a practitioner’s participation, the recommendation is presented to the Credentialing 
Committee (CC) and/or the Board of Directors for final determination.  


 
C. Specific actions to be taken; provision of feedback to appropriate health professionals, providers and 
staff; 


 


Specific actions recommended may include, for example, more intensive monitoring, 
mandatory additional training or continuing medical education, freezing the provider’s 
panel or referral status, or contract termination. The written corrective action procedures 
will include specific actions to be taken in regards to communications and feedback to 
affected health professionals, providers, and staff as appropriate. With the approval of 
the PRC, the Quality Improvement (QI) staff will be responsible for coordinating any 
required feedback or communications to providers. If adverse action is taken against a 
provider for quality reasons, the provider will be notified in writing within 15 days of the 
PRC’s decision.  


 
D. The schedule and accountability for implementing corrective actions;  


 


The PRC will be responsible for establishing the timeline and schedule for implementing 
the corrective action. Under the direction of the Director of QI, the QI staff will be 
responsible for ensuring the corrective action plan is implemented as directed by the 
PRC. The QI staff will monitor and report on the progress of the corrective action plan 
throughout the process. The PRC recommendations and the corrective action plan will 
be filed in the provider’s credentialing file. Progress on the corrective actions and any 
additional related documentation will be reviewed at the time of the provider’s 
recredentialing.  


 
E. The approach to modifying the corrective action if improvements do not occur; and 


 


The QI staff is responsible for monitoring the progress and ultimate success of the 
implemented corrective actions. If it is determined through the monitoring process that 
the implemented corrective actions are not producing the desired results, the QI staff will 
use tools such as Root Cause Analysis to assess the reasons for the persistence of the 
situation and Key Driver Diagrams to identify potential solutions. The QI team will 
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collaborate with the provider to modify the corrective actions based on the findings. 
Modifications to the corrective actions will be presented to the PRC for approval. In 
cases where there is an on-going pattern of noncompliance with established and agreed 
upon corrective actions, the QI staff will report the situation to the PRC for 
recommendations and further actions.  


 
F. Procedures for terminating the affiliation with the physician, or other health professional or provider.  


 


We will establish policies and procedures for terminating our affiliation with a physician 
or other health professional or provider for substandard quality. If the PRC review results 
in a recommendation for termination of the practitioner, the recommendation is 
presented to the CC and/or the Board of Directors for final determination. Practitioners 
are afforded the right to appeal the decision of the CC and must do so within 30 days of 
being notified of the pending termination. We will report terminations for quality to the 
appropriate authorities including the National Practitioner Data Bank, and the Nevada 
Board of Medical Examiners or other State licensing board.  


 
3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)  
 
A. As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure 
required changes have been made. In addition, changes in practice patterns must be monitored.  


 


Guided by our IQAP, the QI Department will conduct timely assessments of the 
effectiveness of the corrective actions included in a provider POC. The evaluation will 
include confirming that required changes have been made, as well as data and trend 
analysis to monitor provider practice patterns and assess the effectiveness of those 
changes. We will make revisions to the POC as required to ensure that the objectives of 
the POC are achieved.  


 
B. The vendor must assure timely follow-up on identified issues to ensure actions for improvement have 
been effective. 


 


We will conduct timely follow-up on issues identified through the assessment process as 
appropriate for the issue involved (but initially at least monthly) and make revisions to 
the POC as required. The assessment and review process will continue until the issue 
has been corrected.  


 
3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  
 
A. The vendor must conduct regular and periodic examina¬tion of the scope and content of the IQAP to 
ensure that it covers all types of services in all settings.  


 


We will review, at least quarterly, the status and timeliness of all quality initiatives 
included in the annual IQAP Work Plan. This review process will also include assessing 
the scope and content of the IQAP and any changes in covered services or populations 
being served to ensure that the IQAP covers all services and settings. In the event that 
changes are needed in the scope of the IQAP related to new settings, populations, or 
services, QI staff will propose those changes to the QIC and the Board of Directors (BOD) 
for review and approval. Changes or amendments to the IQAP will be noted in the 
“Revision Log” and included in the annual IQAP Work Plan. These changes will then be 
submitted to DHCFP for review and approval as required by contract. 
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B. At the end of each calendar year, a written report on the IQAP must be prepared and submitted to the 
DHCFP which addresses: quality assurance studies and other activities completed; trending of clinical 
and service indicators and other performance data; demonstrat¬ed improvements in quality; areas of 
deficiency and recommendations for corrective action; and an evaluation of the overall effectiveness of 
the IQAP.  


 


At the end of each calendar year, our MCO will develop and provide to DHCFP during the 
2nd quarter of the following year, a written IQAP Evaluation report that meets DHCFP 
requirements and describes the overall effectiveness of the IQAP. QI staff will prepare 
the annual IQAP Evaluation document under the direction of the Director of QI to 
document the comprehensive evaluation of all QI activities by the QIC each year. The QIC 
and the BOD will review and approve the IQAP Evaluation report prior to submission to 
DHCFP. 


 


The IQAP Evaluation will include:  
1. A detailed analysis of our members’ demographics and health care disparities  
2. A description of the trends observed in clinical and service performance 


indicators, and activities implemented to achieve specific benchmarks  
3. A complete analysis of performance improvement projects (PIPs) and other 


improvement studies and activities. This will include the following information: 
the rationale and relevance of the study, the population selected and/or affected, 
the selection of SMART (Specific, Measurable, Achievable, Relevant, Time-bound) 
Aim(s), the prioritization and implementation of interventions aligned with key 
drivers, the effectiveness of such interventions in achieving the aim, and lessons 
learned 


4. An assessment of the overall effectiveness of our IQAP in achieving our goals and 
objectives and its impact on member health outcomes, experience and quality of 
life 


5. An assessment of missed opportunities and lessons learned  
6. Recommendations for corrective actions 
7. Proposed changes to be introduced in the following year’s IQAP  
8. Proposed new goals and objectives for the following year. 


 
C. The report should include evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


 


The annual IQAP Evaluation will be data driven and will entail a comprehensive review of 
the trends for all performance measures (HEDIS® and other regulatory required 
measures, and other key performance indicators), and an analysis of structure, process, 
outcome, and balancing measures to evaluate the effectiveness of performance 
improvement projects (PIPs) and the achievement of IQAP goals and objectives. We will 
measure, analyze, and compare results to baseline measurements, to benchmark data, 
and to the objective (Aim) using externally validated, standardized measures and 
statistical procedures.  


 


Elements we will use in the evaluation of the effectiveness of specific activities include 
whether the activities achieved statistically significant, meaningful, and sustained 
improvement, whether they resulted in meeting the objectives for the initiative in the 
annual IQAP Work Plan, and whether the initiatives were the likely cause for the 
improvement based on timing of the initiative in relation to the results of improvement 
and the nature of the activity. Furthermore, the IQAP Evaluation will assess whether 
those initiatives improved the overall care and services delivered to members by 
improving health outcomes, member experience, and per capita cost. We will incorporate 
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the results of the annual IQAP Evaluation into our Quality Strategic Planning Process for 
the development of the following year’s IQAP and IQAP Work Plan. 


 


3.10.9 Standard III: Accountability to the Governing Body  
The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with 
quality improvement issues is not direct, a designated committee of the senior management of the vendor 
that is responsible for the vendor IQAP review. Responsibilities of the Governing Body for monitoring, 
evaluating and making improvements to care include: 


 


Our Board of Directors (BOD) will have ultimate accountability for the quality of care and 
services provided to our members. The BOD will oversee the development, 
implementation, and evaluation of the IQAP and will assure that the Program has the 
resources and support necessary for optimum performance. The BOD will delegate the 
responsibility for the day-to-day operations and review of the IQAP to the Quality 
Improvement Committee (QIC), which counts among its members senior leadership and 
contracted providers. The Chief Medical Director will chair the QIC and provide the BOD 
with quarterly summaries of clinical and service key performance indicators results as 
well as of performance improvement projects and other QI studies, their current status, 
actions taken, progress, and results. Annually, during the first quarter, the BOD will 
review and approve the IQAP Evaluation from the previous year and will provide 
recommendations and final approval for the current year IQAP and IQAP Work Plan.  


 
3.10.9.1 Oversight of IQAP 
 
There is documentation that the Governing Body has approved the overall IQAP and the annual IQAP. 


 


The BOD will meet quarterly and receive updates on the IQAP from the Chief Medical 
Director. Minutes of the first quarter BOD meeting will document BOD approval of the 
current year IQAP and IQAP Work Plan and the IQAP Evaluation of the prior year as well 
as the relevant BOD discussion. 


 
3.10.9.2 Oversight Entity 
 
The Governing Body has formally designated an entity or entities within the vendor to provide oversight of 
the IQAP and is accountable to the Governing Body, or has formally decided to provide such oversight as 
a committee of the whole. 


 


The BOD will delegate the operating authority of the IQAP to the QIC. The QIC will be a 
multi-disciplinary committee that includes among its members senior leadership staff 
and contracted network practitioners including Behavioral Health practitioners. Chaired 
by the Chief Medical Director, the QIC will provide oversight of the IQAP and all of our 
MCO’s clinical and service operational quality activities, assess the appropriateness of 
care and services delivered, and continuously monitor and improve the quality of care 
and services provided to members. The QIC will oversee and receive regular reports from 
all Quality committees and sub-committees accountable to and/or advising the QIC for all 
related quality improvement activities. The QIC will be accountable to the BOD for the 
appropriate management and ultimate performance of the IQAP. 


 
3.10.9.3 IQAP Progress Reports 
 
The Governing Body routinely receives written reports from the IQAP describing actions taken, progress 
in meeting quality assurance objectives, and improvements made.  
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Ongoing, we will assess the progress made to achieve the goals and objectives of all 
quality initiatives and other activities through run charts and trend analysis, the 
applicability and currency of those goals and objectives, and the effectiveness of 
specific interventions. In addition to the annual IQAP Evaluation, at least quarterly the 
Chief Medical Director will present to the BOD a written report summarizing the IQAP 
Work Plan status. This report will review actions taken for improvement, whether 
initiatives are trending towards meeting the annual goals and objectives, whether 
modifications are needed for interventions or initiatives, or for the Program based on 
lack of effectiveness, and if so what changes are recommended.   


 
3.10.9.4 Annual IQAP Review 


 


Annually, the Director of QI and the QI staff will produce the IQAP Evaluation for review 
and approval by the QIC and the BOD. The annual IQAP Evaluation will assess the 
effectiveness of the Program and will include a summary of all quality improvement 
activities; the impact the Program had on members’ health status and experience of care 
and service, and per capita cost; an analysis of the achievement of stated goals and 
objectives and trends on performance measures; lessons learned; and the need for 
program revisions. Findings from the IQAP Evaluation will be incorporated in the 
following year IQAP and IQAP Work Plan.  


 
3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a 
written report on the IQAP. This annual quality program evaluation report shall be submitted to the 
DHCFP in the second calendar quarter and at minimum must include: 


 


The BOD will review quarterly summary reports of the IQAP Work Plan presented by the 
Chief Medical Director. Annually, during the first quarter of each year, the BOD will 
review the IQAP Evaluation document and approve it with or without modifications. The 
final annual IQAP Evaluation will be submitted to DHCFP in the second quarter of each 
year, after approval by the BOD, and will include the following sections. 


 
A. Studies undertaken;  


 


The annual IQAP evaluation will include a description of all areas selected for 
improvement, barriers identified, actions taken to correct deficiencies, and outcomes 
achieved. Those areas of focus will include, for example, our IQAP goals and objectives; 
care management and disease management programs as they relate to the reduction of 
inappropriate utilization and the improvement of health promotion and chronic care 
outcomes; performance improvement projects (PIPs); other activities to improve HEDIS® 
and additional performance measures; other selected key performance indicators; and 
member and provider experience. The description of each study will include the rationale 
and relevance of the area selected, the population affected, the metrics, the objectives or 
SMART (Specific, Measurable, Achievable, Relevant, Time-bound) Aims, interventions 
implemented, evaluation of success, and lessons learned. 


 
B. Results; 


The annual evaluation will present the results of all studies undertaken during the year 
and indicate whether a pre-established objective, benchmark, or statistically significant 
change from baseline or trend was achieved. It will differentiate between interim (monthly 
– quarterly) and full year results. 
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C. Subsequent actions and aggregate data on utilization and quality of services rendered; and  


 


We will report the lessons learned and next steps for each improvement activity and key 
aggregate performance indicator trends related to the quality and utilization of services. 
We will indicate the need for subsequent actions, which may continue or may be 
modified or replaced based on outcomes and effectiveness.  


 
D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


 


As part of the conclusion, we will clearly state: 


 Our evaluation of the IQAP’s overall effectiveness and acceptability 


 The lessons learned as a result of the IQAP evaluation 


 The adequacy of resources and training 


 The key drivers of change 


 The changes to be introduced in the IQAP for the following year 


 The SWOT strategic analysis for the following year 


 The planned goals, objectives, strategies, outreach activities, and metrics to be in 
place for the following year’s IQAP. 


 
3.10.9.6 Program Modification 
 
Upon receipt of regular written reports delineating actions taken and improvements made, the Governing 
Body must take action when appro¬priate, and direct that the operational IQAP be modified on an 
ongoing basis to accommodate review findings and issues of concern with the vendor. This activity is 
documented in the minutes of the meetings of the Governing Board in sufficient detail to demonstrate that 
it has directed and followed up on necessary actions pertaining to quality assurance.  


 


The BOD, after reviewing the annual IQAP Evaluation and the quarterly progress reports, 
will recommend modifications, when appropriate, to the IQAP or the IQAP Work Plan to 
be implemented and will follow up on necessary actions. These recommendations will be 
the result of the review of the reports, the effectiveness of the interventions, the barriers 
encountered along the way, and the lessons learned, as well as changes related to 
environmental and social factors and membership. All discussions, actions, and required 
follow-ups will be clearly registered in the BOD meeting minutes. Those minutes will be 
reviewed and approved at the next BOD meeting.   


 


3.10.10 Standard IV: Active QA Committee  
The IQAP must delineates an identifiable structure responsible for performing quality assurance functions 
within the vendor.  


 
Quality will be integrated throughout our MCO, and will represent our strong commitment 
to the quality of care and services for members. To this end, we will establish various 
committees and subcommittees to monitor and support our IQAP.  
 
The Board of Directors (BOD) will hold ultimate authority over the IQAP; the Quality 
Improvement Committee (QIC) will be the senior management and contracted provider 
committee responsible for all QI functions and reporting to the BOD.  
 
The QIC will directly oversee the Peer Review, Credentialing, Pharmacy and 
Therapeutics, Utilization Management, Vendor Management Oversight, Provider 
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Advisory, and Member Advisory and Community Advisory (one per area) Committees, 
and the Performance Improvement Team.  
 
Subcommittees will include:  


 Member Outcomes Work Group and Joint Operating Committees will report to the 
Performance Improvement Team;  


 Provider Advisory Groups (one per area), Hospital Advisory Groups (one per area) 
and Ad Hoc Special Clinical Focus and Provider Satisfaction/Engagement Work 
Groups will report to the Provider Advisory Committees;  


 Community Special Focus Work Groups (e.g. Housing, Employment, Tribal) will 
report to the Community Advisory Committees.  


 


This committee or other structure must have: 
 
3.10.10.1 Regular Meetings 
 
The structure/committee must meets on a regular basis with a specified frequency, no less than quarterly 
to oversee IQAP activities. This frequency must be sufficient to demonstrate that the structure/committee 
is following up on all findings and required actions.  


 


The committees supporting the IQAP will meet with a frequency that will allow us to 
properly and adequately manage the quality improvement process.  


 


Committee Frequency of 
Meetings 


Reports into 


Quality Improvement Committee Quarterly BOD 


Credentialing Committee Monthly (not less 
than 10 times per 


year) 


QIC 


Peer Review Committee Ad hoc QIC 


Pharmacy and Therapeutics 
Committee 


Quarterly QIC 


Vendor Management Oversight 
Committee 


Quarterly QIC 


Utilization Management Committee Quarterly QIC 


Performance Improvement Team Monthly (not less 
than 10 times per 


year) 


QIC 


Provider Advisory Committee Quarterly QIC 


Member Advisory Committee Quarterly QIC 


Community Advisory Committees Quarterly QIC 


 
3.10.10.2 Established Parameters for Operating 
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The role, structure and function of the structure/committee must be specified.  


 
Committee Role Structure  Function 


Quality Improvement 
Committee 


Provide oversight and 
direction in assessing 
the appropriateness of 
care and service 
delivered, and to 
continuously enhance 
and improve the 
quality of care and 
services provided to 
members 


Chief Medical Director 
(chair) 


Behavioral Health Medical 
Director 


Contracted providers 
representing various 
specialties including 
Behavioral Health 


Senior Management staff 
from: 


 Medical 
Management 


 Network 
Management 


 Member/Provider 
Services 


 Compliance 
 Quality Improvement 


 


-Oversight of 
IQAP, IQAP Work 
Plan and IQAP 
Evaluation 


-Oversight of PIPs 


-Evaluation of 
effectiveness of 
improvement 
activities in all 
functional areas 


-Oversight of the 
Cultural 
Competency 
Program 


-Adoption of 
clinical guidelines 


-Review & 
approval of 
delegation 
agreements 


-Reporting to the 
BOD  


Credentialing 
Committee 


Oversight of and 
operating authority for 
the Credentialing 
Program 


Chief Medical Director 
(chair) 


Contracted providers 
representing various 
specialties including 
Behavioral Health  


-Review and 
appropriate 
approval of 
licensed 
providers, other 
licensed health 
care 
professionals and 
facilities 


Peer Review 
Committee 


Oversight of quality of 
care, adverse and 
sentinel events  


Chief Medical Director 
(chair) 


Contracted providers 


MCO clinical staff 


-Review 
suspected 
inappropriate or 
aberrant service 
by a provider  


Pharmacy & 
Therapeutics 
Committee 


Oversight and 
operating authority of 
the Pharmacy 
Program 


Chief Medical Director 
(chair) 


Contracted Providers 
representing various 
specialties including 
Behavioral Health 


-Oversight of 
Pharmacy 
Program –Review 
and approval of 
Policies & 
Procedures 
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Committee Role Structure  Function 


Participating Pharmacists -Review & 
recommend 
formulary 
management and 
drug utilization 
review activities 


-Evaluate & 
recommend drugs 
for inclusion/ 
exclusion 


Utilization 
Management 
Committee 


Oversight and 
operating authority of 
UM activities and UM 
Program 


Chief Medical Director 
(chair) 


Contracted Providers 
representing various 
specialties including 
Behavioral Health 


UM & QI Staff 


-Review & 
approval of 
medical necessity 
criteria & UM 
Policies & 
Procedures & UM 
Program 


-Monitor data to 
detect patterns of 
over/under 
utilization of 
services, 
insufficient 
coordination of 
care and 
inappropriate use 
of services and 
resources 


Vendor Management 
Oversight Committee 


Oversight and 
operating authority 
over scope and 
functions of 
subcontractors 


Works closely with the 
Joint Operating 
Committees for each 
subcontractor 


VP Compliance (chair) 


Senior management/ 
executive staff representing 
the functional areas 
associated with delegated 
services. 


 


-Review periodic 
activity reports 
and onsite 
delegation audits 
results. 


-Ensure 
compliance with 
all NCQA and 
state/federal 
requirements 


-Implement & 
monitor corrective 
action plans and 
other 
collaborative 
improvement 
activities 


Performance 
Improvement Team 


Facilitate a culture of 
quality improvement 


Chief Medical Director or 
designee (chair) 


-Collect and 
analyze HEDIS® 
CAHPS® and other 
performance 
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Committee Role Structure  Function 


throughout the 
organization 


Oversight of the 
implementation of 
corrective actions and 
all other improvement 
activities, monitor 
outcomes and report 
results 


Oversight of the 
Member Outcomes 
Work Group, the Joint 
Operating Committees 
and other work 
groups 


Representatives from: 


Case Management/Disease 
Management 


Compliance 


Community health worker 
staff 


Contracting 


Member Services 


Network Development 


Provider Services 


Prior Authorization 


Quality Improvement 


Other functional areas as 
appropriate 


measure 
outcomes and 
trends 


 


-Establish 
benchmarks and 
objectives 


-Perform barrier 
and root cause 
analysis for 
indicators below 
desired 
performance 


-Make 
recommendations 
for corrective 
actions and 
interventions 


 


-Oversee 
implementation of 
clinical and non-
clinical 
interventions  


 


-Monitor and 
report outcomes 


Member Advisory 
Committee 


Feedback from 
members 


Member engagement 
in the quality program 
and operational 
performance 


Director, Member Services 
(chair) 


Members and/or their 
parents/guardians 


-Review of 
member 
satisfaction 
surveys; 
grievance trends; 
member services 
telephone 
performance 
levels, local 
access issues. 


-Review of 
member 
educational 
materials for 
relevance, 
understandability, 
and ease of use  


Community Advisory 
Committee 


Feedback from 
community leaders  


Input for the quality 
program 


VP, Compliance and 
Regulatory Affairs (chair) 


Director, Member Services 


-Provide input on 
service 
improvements, 
member 
communication 
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Committee Role Structure  Function 


 


Oversight of the 
Community Special 
Focus Work Groups 


Key community 
stakeholders 


 


-Provide input on 
community needs 
and barriers 


-Provide input on 
new community 
collaborations 


-Collaborate in the 
interpretation of 
State 
requirements 


Provider Advisory 
Committee 


Feedback from the 
provider community 


Oversight of the 
Provider and Hospital 
Advisory, Special 
Clinical Focus and 
Provider Satisfaction/ 
Engagement Work 
Groups 


Chief Medical Officer (chair) 


Director Provider 
Contracting and Network 
Management 


Contracted practitioners 
representing various 
specialties including 
Behavioral Health, facilities, 
and ancillary providers 


-Review of 
provider report 
card and incentive 
program 


-Support 
development of 
report card 
indicators 


-Provide input on 
services, claims 
and billing. 


-Provide input on 
member outreach 
and education 


-Provide input on 
community needs 
and barriers 


-Provide input on 
provider 
satisfaction 


 
3.10.10.3 Documentation 
 
There must be records documenting the structure and committee’s activities, findings, recommendations 
and actions.  


 


We will document all committee activities in minutes taken during the meetings and 
reflect attendance and participants’ discussion. Minutes will document all committee 
findings and follow-up by designating "Old" and "New” Business and will be used for 
planning subsequent agendas and meetings. Each item for discussion will include the 
person responsible and a timeline for completion. The minutes will be completed, dated, 
and distributed to the attendees for review within 10 business days following the 
meeting. Minutes will be approved and signed by the committee chair at the subsequent 
committee meeting and maintained securely in an electronic file.  


 
3.10.10.4 Accountability 
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IQAP subcommittees must be accountable to the Governing Body and must report to it (or its designee) 
on a scheduled basis on activities, findings, recommendations and actions.  


 
All IQAP subcommittees will report up to their respective committees:  


 The Member Outcomes Work Group (responsible for the tracking and trending of 
all member outcomes measures) and the Joint Operating Committees (one per 
subcontractor and responsible for the monitoring of the subcontractor 
performance) will report to the Performance Improvement Team at least quarterly 
or as often as the subcommittee meets.  


 The Provider Advisory and the Hospital Advisory Groups will report to the 
Provider Advisory Committee at least quarterly or as often as the subcommittee 
meets. The Special Clinical Focus and Provider Satisfaction/Engagement Work 
Groups will report to the Provider Advisory Committee on an ad hoc basis.  


 The Community Special Focus Work Groups (responsible for assisting us in 
identifying issues specific and prevalent within our member population, such as 
housing, employment, and tribal issues) will report to the Community Advisory 
Committee on an ad hoc basis.  


They will provide their minutes and report their activities and recommendations. 


 


All IQAP committees will report to the QIC: 
 The Utilization Management, Pharmacy and Therapeutics, Credentialing, Vendor 


Management Oversight, Provider Advisory, Member Advisory and Community 
Advisory Committees and the Performance Improvement Team will report to the 
QIC monthly, quarterly or as often as the committees meet.  


Each committee will provide their minutes and report all activities, findings, 
recommendations, and actions. 


 The Peer Review Committee will report to the QIC as often as the committee 
meets.  


It will provide the minutes and a summary of cases reviewed and actions taken. 


 


The Chief Medical Director, as the chair of the QIC, will report quarterly to the BOD a 
summary of the activities and main findings, recommendations, and actions presented 
and discussed at the QIC as well as a summary of the annual IQAP Work Plan status.  


 
3.10.10.5 Membership 
 
There must be active participation in the IQAP committee from vendor providers, who are representative 
of the composition of the vendor’s providers.  


 


We understand the importance of the participation of contracted providers in the IQAP 
committee structure. Their participation will provide a mechanism for feedback regarding 
performance and member care. They will become active participants in the process of 
continuous quality improvement. 


 


Our Chief Medical Director will recruit providers representative of the various specialties 
composing our network, and their demographics will reflect those of our members. They 
will participate actively in the QIC and Credentialing, Peer Review, Pharmacy and 
Therapeutics, Utilization Management, and Provider Advisory committees. 


 


3.10.11 Standard V: IQAP Supervision  
There must be a designated senior executive who is responsible for IQAP implementation. The vendor’s 
Medical Director has involvement in quality assurance activities.  
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Our Chief Medical Director will serve as our senior executive for quality improvement, 
chairing the Quality Improvement Committee (QIC), communicating at least quarterly 
with the Board of Directors (BOD), and responsible for the IQAP implementation, 
including: 


 Compliance with DHCFP and other state, federal, and accreditation requirements 
and regulations 


 Ensuring the effectiveness of, and active involvement by, participants on the QIC 


 Ensuring cooperation and engagement in improvement activities among the IQAP 
committees and MCO operational departments  


 Monitoring and directing QI activities among our personnel and among various 
committees reporting to the QIC 


 Coordinating the resolution of outstanding issues with the appropriate leadership 
staff pertaining to QIC, committee/subcommittee, BOD, and/or other stakeholder 
recommendations 


 Ensuring the adoption and implementation of, and staff training in, appropriate QI 
methodology for PIPs, clinical initiatives, focused studies, drug utilization review 
studies, and other performance and process improvement activities 


 Ensuring that continuous quality improvement remains a core business strategy 
and that QI methodologies are integrated into daily business practice throughout 
the organization. 


 


The Chief Medical Director will: 


 Be actively involved in our IQAP to include: (1) recommending QI study 
methodology; (2) formulating topics for QI studies as they relate to accreditation 
and regulatory agencies and state and federal law; (3) promoting contracted 
providers’ compliance with UM criteria and clinical practice guidelines; (4) 
assisting in the development of guidelines for on-going patient care monitoring as 
it relates to preventive health/sponsored wellness programs, pharmacy, 
diagnosis-specific case reviews, and other focused studies; and (5) directing 
credentialing and recredentialing activities in accordance with our policies and 
procedures 


 Report the IQAP activities and outcomes to the BOD quarterly and the IQAP 
Evaluation annually. 


 


3.10.12 Standard VI: Adequate Resources  
The IQAP must have sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities.  


 


We will make available to the IQAP the following resources that will contribute to the 
management of quality improvement functions across the organization and its Medicaid 
and Nevada Check Up members. The Board of Directors will ensure that the IQAP has 
sufficient resources and well-qualified staff. 


 


MATERIAL PROGRAM RESOURCES 
The management information systems supporting the IQAP will allow key personnel the 
necessary access and ability to manage the data required to support the measurement 
aspects of quality improvement activities.  
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Our Enterprise Data Warehouse (EDW), powered by high performance technology, will be 
the central hub for service information that allows collection, integration, and reporting 
of clinical claim/encounter data (medical, behavioral health, laboratory, pharmacy, dental 
and vision); financial information; medical management information (referrals, 
authorizations, care and disease management); member information (current and 
historical eligibility and eligibility group, demographics, Primary Care Provider 
assignment, member outreach); and provider information (participation status, specialty, 
demographics) as required by the IQAP.  


  


Supported by the EDW, our state-of-the-art Health Informatics and Reporting Platform 
(HIRP) has the capacity to produce actionable information such as: 


 Care gaps and wellness alerts for member outreach and online notification 
functionality, allowing providers and members to securely access care gaps and 
health alerts via web based provider and member portals 


 Key Performance Indicator dashboard  
 Provider practice pattern and utilization reporting 
 Clinical quality and cost profiling information at the practitioner, provider group, 


and peer level for continuous clinical quality improvement  
 Population and member level health risk stratification 
 Operational and state compliance reports. 


 


Our Claims Processing Engine has extensive capabilities for administration of multiple 
provider payment strategies. It receives appropriate member and provider data 
systematically from Member Services Manager and Provider Relations Manager software; 
receives service authorization information in near real time from the Health Management 
Platform; and is integrated with our encounter production and submission software. 


 


Our Health Management Platform (HMP) is a member-centric platform for collaborative 
care coordination and case, behavioral health, disease, and utilization management. 
Integrated with the EDW for access to supporting clinical data, HMP allows medical 
management staff to capture utilization, care and population-based disease management 
data; proactively identify, stratify, and monitor high-risk members; consistently 
determine appropriate levels of care through integration with InterQual Utilization 
Management Criteria; and capture the impact of our programs and interventions. HMP 
also houses an integrated Appeals Management Module, supporting the appeals process 
from initial review through to resolution, and reporting on all events along the process. 


 


Our HEDIS Platform is a software system used to monitor, profile, and report on the 
treatment of specific episodes, care quality, and care delivery patterns. It is NCQA-
certified software; its primary use is to build and tabulate HEDIS performance measures. 
It enables us to integrate claims, member, provider, and supplemental data into a single 
repository, by applying a series of clinical rules and algorithms that automatically 
converts raw data into statistically meaningful information. Additionally, it provides us 
with an integrated clinical and financial view of care delivery, which enables us to 
identify cost drivers, help guide best practices, and to manage variances in its efforts to 
improve performance. The HEDIS Platform is updated on a monthly basis by using an 
interface that extracts claims, member, provider, and financial data from the EDW. Data 
are mapped and summarized. Our staff is given access to view standard data summaries 
and drill down into the data or create ad hoc queries.  


 
STAFFING 
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Position Title Minimum Job Qualifications 


Chief Medical Director Active unencumbered Nevada license, has or does practice medicine 
in the United States, and is in good standing with the State Board of 
Medical Examiners, has not had his/her license revoked or 
suspended. He/she will be board certified, board-eligible, or have 
sufficient experience in his/her field or specialty to be determined 
competent by the Credentialing Committee. Previous experience as 
medical director is preferred. Master’s degree in business 
administration, public health, health care administration or related 
field preferred.  


Vice President Medical 
Management 


Bachelor's degree in nursing, related field, or equivalent experience. 
Current Nevada RN license; 10+ years of clinical nursing, quality 
improvement, and management experience in a managed care 
setting. Thorough knowledge of a specialized or technical field such 
as clinical nursing, managed care, and health care administration. 
Thorough skills knowledge of quality improvement practices. 
Familiarity with medical information systems, medical claims 
payment process, medical terminology and coding. Familiarity with 
case management practices, managed care, and Medicaid programs. 
Familiarity with National Committee on Quality Assurance (NCQA) 
accreditation process and standards.  


Director of Quality 
Improvement 


Bachelor's degree in nursing or other clinical degree; advanced 
degree preferred; current Nevada RN license required; CPHQ 
(Certified Professional in Health Care Quality) preferred; 5+ years’ 
experience in health care operations with emphasis on quality 
management and experience with regulatory, contractual, and 
accreditation requirements; experience in data and barrier analysis, 
performance measurement methodologies, and project management 
as relates to improving clinical quality of care and quality of service 
to enrollees; knowledge of NCQA accreditation and HEDIS 
requirements and Continuous Quality Improvement (CQI) and Total 
Quality Management (TQM) principles required.  


Quality Improvement 
Manager 


Associate’s degree in nursing or clinical related field required; 
bachelor’s degree in same fields preferred; current Nevada RN 
license, Licensed Practical Nursing (LPN) license, Licensed 
Vocational Nurse (LVN), and/or CPHQ preferred; 2+ years’ clinical 
nursing experience and minimum of 1 year experience in quality 
function in a health care setting; experience developing, 
implementing, and monitoring quality improvement programs in a 
health care environment; experience with HEDIS, data analysis 
and/or project management preferred.  


Quality Improvement 
Coordinators 


Clinicians with a current Nevada license with significant experience 
in health care settings; data collection, analysis and management for 
quality improvement activities; medical record audits; complaint 
response with follow up review of risk management and sentinel, 
adverse event issues; good interpersonal skills.  


Business Analyst Bachelor’s degree in business administration or related field; with 
significant experience in health care and data analysis; advanced 
knowledge of Microsoft applications, including Excel and Access; 
project management experience preferred. 
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Position Title Minimum Job Qualifications 


Grievance Coordinator High school diploma or GED, with continuing education in medical 
terminology, billing, and coding; associate’s degree preferred; 2+ 
years’ experience in insurance or medical field, preferably in a 
managed care setting, performing claims processing and research 
functions; experience documenting (including via correspondence), 
analyzing, helping enrollees and providers with, and resolving oral 
and written grievances.  


Behavioral Health 
Medical Director 


Nevada-licensed psychiatrist and board certified in behavioral health 
field or specialty and in good standing with the State Board of 
Medical Examiners.  


Other Departments Medical Management 


Credentialing 


Member Services 


Compliance 


Pharmacy 


Participating 
Practitioners 


Active contracted physicians (primary care and specialists) 
credentialed 


 


3.10.13 Standard VII: Provider Participation in IQAP  
3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP 
through provider newsletters and updates to the provider manual.   


 


At least annually, we will provide information, including a description of the IQAP and a 
report on our progress in meeting IQAP goals, to contracted providers. At a minimum, 
the communication will include information about IQAP goals, objectives, and outcomes 
and will include information on our performance, for example HEDIS® and other 
performance measure, CAHPS®, and performance improvement project results and 
trends. Distribution will be primarily through the Provider Newsletter and our Provider 
Portal. Information about how to obtain a hard copy description of the program will be 
included on the Provider Portal and in the Provider Manual. The IQAP description will be 
covered during new provider orientations, and will be discussed by the QI Coordinators 
during office visits in conjunction with Provider Engagement Representatives when 
applicable or required.  


 
3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician 
and non-physician providers, a requirement securing cooperation with the IQAP.  


 


We will state in our provider contracts and employment agreements that physician and 
non-physician providers are contractually required to participate in and collaborate with 
the IQAP and all QI initiatives. We will engage providers in quality activities by clearly 
communicating measurable goals, desired outcomes, and gaps in care; by soliciting 
provider input in the IQAP; by providing education, training, and tools to improve the 
delivery of, and close gaps in, needed care; and by rewarding positive performance with 
provider incentives and other value-based contracting strategies. Methods will include: 







440 
 


 Encouraging provider participation in the Quality Improvement Committee and 
other quality committees such as the Provider Advisory, Utilization Management, 
and Credentialing Committees. 


 Providing feedback on performance. Our affiliate plans have repeatedly achieved 
increased provider engagement in quality improvement by sharing performance 
data with providers. 


 Offering performance-based incentives to high volume providers. This activity has 
shown significant improvement in the performance of providers participating in 
the incentive programs of some of our affiliate plans. 


 Implementing a QI coordinator (licensed health care professional) who will 
support the Provider Engagement team by visiting provider offices to discuss 
care gaps, quality initiatives, HEDIS measures and report cards, and to serve as a 
resource to the practices regarding the IQAP.  


 
3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the 
medical records of its recipients.  


 


We will require in our contracts with providers, hospitals, other vendors, and delegated 
entities (when applicable) the provision of access to our members’ medical records. 
Such access will be necessary to review individual provider performance and quality of 
care delivered, extract data for all reporting requirements and performance measures 
including HEDIS, process authorizations, and to complete other required functions and 
internal audits. 


 


3.10.14 Standard VIII: Delegation of IQAP Activities  
3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated 
to other entities. If the vendor delegates any quality assurance activities to subcontractors or providers, it 
must: 


 


We understand that we will remain accountable for all IQAP functions including those 
delegated to subcontractors or providers. We will develop a set of policies and 
procedures that will clearly state the process for delegation contracting and oversight. 


 
A. Have a written description of the delegated activities, the delegate’s accountability for these activities, 
and the frequency of reporting to the vendor;  


 


We will contract with participating provider entities, for example independent practice 
associations, hospitals, and hospital systems, as well as such entities as disease 
management and managed behavioral health organizations to perform activities such as 
utilization management (UM) and credentialing or other QI functions on our behalf. We 
will evaluate each delegated entity’s capacity to perform the proposed delegated 
activities prior to the execution of a delegation agreement, through a pre-delegation 
assessment process. We will conduct an audit as part of the pre-delegation assessment 
and verify that the delegate or subcontractor has not been excluded from participation in 
Medicaid or Medicare, or has a suspension or has been debarred. The audit will include 
an onsite review to evaluate the subcontractor’s ability to perform and comply with all 
contractual requirements. A mutually agreed upon delegation agreement, signed by both 
parties, shall include, but will not be limited to, the following elements:  


 Responsibilities of our MCO and the delegate/subcontractor  


 Specific activities being delegated  


 Frequency and type of business and regulatory reporting requirements 
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 Operational targets and performance guaranties 


 The process by which we will evaluate the delegate’s performance, which includes 
reporting at least twice annually or more frequently depending on the nature of 
the delegated functions 


 Explicit statement of consequences and corrective action process if the delegate 
fails to meet the terms of the agreement, up to and including revocation of the 
delegation agreement. 


 


If the delegation arrangement includes the use of protected health information (PHI) the 
delegation agreement will also include PHI provisions typically accomplished in the form 
of a Business Associate Agreement signed by the delegated entity or subcontractor.  


 


We will submit any new delegation agreement to DHCFP for review and approval. 


 


Delegation agreements will be approved internally by the QIC. 


 
B. Have written procedures for monitoring and evaluating the implementa¬tion of the delegated functions, 
and for verifying the actual quality of care being provided; and 


 


We will have written policies and procedures for monitoring and evaluating the 
implementation and delivery of delegated functions. Key components of the oversight 
will include clear accountability, execution of contract terms and agreements, delegation 
audits, performance monitoring, administration of corrective action plans, enforcement 
of contractual penalties, and implementing a Joint Operations Committee for each 
delegation agreement composed of staff from both our MCO and the delegate. The Joint 
Operations Committees will meet monthly to monitor implementation, day-to-day 
performance of delegated functions, and performance on quality indicators relevant for 
the delegated functions. Our Compliance designee(s) will conduct annual evaluations 
that will include a review of each delegate’s program and policies and procedures 
specific to the delegated activities, file reviews, and review of meetings minutes for 
compliance with state and federal requirements and/or NCQA standards, and the 
delegate’s overall performance. 


 
C. Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of delegated 
activities, including approval of quality improvement plans and regular specified reports.  


 


Each Joint Operations Committee will provide continuous guidance to, and oversight of, 
the operations for the full scope of delegated functions, reviewing trends for relevant key 
performance metrics as well as periodic activity reports from the delegate at monthly 
meetings, ensuring compliance with all NCQA standards, state and federal regulations, 
and contractual obligations related to the delegated activities, and recommending 
actions to address any identified opportunities for improvement in delegated services. 
All activities, evaluations, and corrective actions will be presented at the Vendor 
Management Oversight Committee quarterly and the QIC annually for approval and 
further recommendations. 


  


Minutes from committee meetings will reflect discussions and decisions. We will also 
monitor the performance of each delegated entity through annual approval of the 
delegate’s programs (Credentialing, UM, QI, for example), conduct an annual evaluation 
to determine whether the delegated activities are being carried out according to our 
standards and DHCFP requirements. We will retain accountability for any functions and 
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services delegated and will retain the right to reclaim the responsibility for performance 
of delegated functions, at any time, if the delegate is not performing adequately.  


 


3.10.15 Standard IX: Credentialing and Recredentialing  
The IQAP must contain provisions to determine whether physicians and other health care professionals, 
who are licensed by the State of Nevada and who are under contract to the vendor, are qualified to 
perform their services. These provisions are: 
 
3.10.15.1 Written Policies and Procedures 
The vendor will have written policies and procedures that include a uniform documented process for 
credentialing, which include the vendor’s initial credentialing of practitioners, as well as its subsequent 
recredentialing, recertifying and/or reappointment of practitioners. The vendor will comply with NAC 
679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers. 


 


We confirm that we will have comprehensive written policies and procedures that include 
a uniform documented process for credentialing, including initial credentialing and 
recredentialing, and ongoing monitoring in full compliance with all applicable federal and 
State standards, including those required in NAC 679B.0405, 42 CFR §1002.3 and 
applicable standards of the National Committee for Quality Assurance (NCQA).  


 


The credentialing program for Nevada will be built on our affiliate health plans’ extensive 
experience credentialing providers throughout the country. We will ensure quality 
member care by thoroughly verifying provider credentials based on current NCQA 
guidelines, communicating network participant responsibilities, and through peer review 
before granting entrance into the network. Our procedures will address program 
oversight, provider types, provider nondiscrimination, the application process and 
timelines, communication with providers, tracking of credentialing activities, the 
recredentialing process and oversight of delegated credentialing and recredentialing.  


 
The DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The vendor agrees to allow the DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation.  


 


Upon request, we agree to allow DHCFP and/or its contracted EQRO to inspect our 
credentialing process and supporting documentation.  


 
3.10.15.2 Oversight by Governing Body 
The Governing Body, or the group or individual to which the Governing Body has formally delegated the 
credentialing function, will review and approve the credentialing policies and procedures.  
 
3.10.15.3 Credentialing Entity 
 
The vendor will designate a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


 


Our Quality Improvement Committee (QIC) will have direct responsibility for the 
credentialing program, activities and policies. This committee will report to the plan 
Board of Directors. Reporting to the QIC is the Credentialing Committee, a panel of peer 
reviewers chaired by the Chief Medical Director (CMD), who will oversee the credentialing 
process, evaluate credentials and professional conduct, and will be responsible for 
acceptance, deferment, or denial of a provider’s application. Credentialing policies and 
procedures are reviewed annually. 


 







443 
 


3.10.15.4 Scope 
 
The vendor will identify those practitioners who fall under its scope of authority and action. This must 
include, at a minimum, all physicians and other licensed independent practitioners included in the 
vendor’s provider network.  


 


All physicians and other licensed independent practitioners who apply for participation 
in our provider network must undergo our credentialing review process. The 
credentialing process will apply to, but not limited to: medical doctors (MD); nurse 
practitioners (NP); oral surgeons (DDS/DMD); chiropractors (DC); osteopaths (DO); 
podiatrists (DPM); and mid-level practitioners (non-physician). For Behavioral Health: 
psychologists (Ph.D., Ed.D), licensed clinical social workers (LCSW); licensed mental 
health counselors (LMHC), licensed mental health technicians (LMHT) 


 
3.10.15.5 Process 
The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 
 
A. The practitioner holds a current valid license to practice in Nevada or a current valid license to practice 
in the state where the practitioner practices. 
 
B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the scope of 
their license to prescribe drugs. 
 
C. Graduation from medical school and completion of a residency, or other post-graduate training, as 
applicable. 
 
D. Work history. 
 
E. Professional liability claims history. 
 
F. The practitioner holds current, adequate malpractice insurance according to the vendor’s policy. 
 
G. Any revocation or suspension of a State license or DEA number. 
 
H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical records). 
 
I. Any sanctions imposed by the OIG or the DHCFP. 
 
J. Any censure by any state or county Medical Association or any other applicable licensing or 
credentialing entity. 
 
K. The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of Medical 
Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards for out- of-state 
providers, and any other applicable licensing entities for all other practitioners in the plan. 
 
L. The application process includes a statement by the applicant regarding: 
 
1. Any physical or mental health problems that may affect current ability to provide health care; 
 
2. Any history of chemical dependency/ substance abuse; 
 
3. History of loss of license and/or felony convictions; 
 
4. History of loss or limitation of privileges or disciplinary activity; and 
 
5. An attestation to correctness/ completeness of the application.  
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This information should be used to evaluate the practitioner’s current ability to practice. 


 


Initial Credentialing Application Process and Review. To participate in the provider 
network, providers must submit a completed application and applicable supporting 
documentation and meet all participation requirements. In compliance with NAC 
679B.0405, we will require practitioners submit their application using Nevada Form 
NDOI-901 created for credentialing providers. The complete application form should be 
signed and dated by the applicant and must include attestation for correctness and 
completeness of the application. Attestation elements must include: 


 Reasons for any inability to perform the essential functions of the position, with or 
without accommodation; 


 Physical or mental health problems that may affect the provider’s ability to 
provide health care; 


 Lack of present/current illegal drug use; 


 History of chemical dependency/substance abuse; 


 History of loss or limitation of license and/or felony convictions; 


 History of loss or limitation of clinical privileges and/or disciplinary actions; and  


 Current malpractice insurance coverage. 


 


Applications will be reviewed to ensure all required fields are completed and required 
documentation is attached. Providers will be promptly notified if applications are 
incomplete and instructed to provide missing information before the application can be 
processed. Once the application is complete, we will conduct a query of the National 
Plan Provider Enumeration System (NPPES) to confirm that the practitioner has a 
current, valid NPI. We will confirm with DHCFP that the provider is currently enrolled as 
an approved Medicaid provider, or is in the process of enrolling as a Medicaid provider. 
We will also collect and provide Disclosure forms to our Corporate Compliance 
department for exclusion checking. Applications with satisfactory inquiry status will be 
forwarded to the Credentialing Department for processing. 


 


Primary Source Verification. Our Credentialing team will review and verify the provider’s 
application and documentation using industry-recognized verification sources primary 
and secondary source verification, all of which comply with NCQA, State, and federal 
requirements. Primary sources may include oral, written, and/or internet sources. Query 
images and other documentation reviewed (including those retrieved via oral sources) 
during primary source verification are saved, date stamped, initialed, and placed in the 
applicant’s file prior to the credentialing decision. For calculating timeliness 
requirements on Internet and electronic verifications, we use the date generated by the 
source when the information is retrieved. If the source does not generate a date, the staff 
person verifying the credential will note the date of receipt of verification in the 
credentialing file via date stamp. 


 


We will verify information from the Nevada Board of Medical Examiners, the State Board 
of Osteopathic Medicine, any equivalent licensing boards for out- of-state providers, and 
any other applicable licensing entities for all other practitioners in the plan, along with 
these verification elements listed in the table below: 


 


MINIMUM CREDENTIALING AND RECREDENTIALING REQUIREMENTS 
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Practitioners’ Right to Be Informed of Application Status. All practitioners who have 
submitted an application to join our network will have the right to be informed of the 
status of their application upon request. To obtain status, practitioners will contact the 
local Provider Relations department. 


 


Initial Credentialing Decision Processes and Timelines. Applications meeting content 
thresholds for “clean files” will be presented to the Chief Medical Director for review and 
approval. Credentialing applications that fail to meet the criteria for “clean file” review 
will be submitted to the Credentialing Committee who will meet monthly to review the 
qualifications of each applicant presented and makes approval or rejection 
determinations. The Credentialing Committee will make a recommendation to the QIC to 
approve or deny an applicant’s participation in our network. The QIC, which will meet 
within one week of the Credentialing Committee, will make all final decisions on network 
participation. 


 


Newly contracted practitioners will be sent notice of their approved status in writing 
within the NCQA standard timeframe of 60 calendar days of the Credentialing Committee 
decision. A Provider Welcome Packet will be mailed that includes the network contract 
effective date within the NCQA timeframe as well as information about our programs.  


 


If the new practitioner is denied participation, the Credentialing Committee will notify the 
practitioner in writing via certified mail of the denial decision within 60 calendar days of 
the Credentialing Committee’s decision. The denial letter will include information on the 
practitioner’s right to view and/or correct erroneous information. A copy of the letter will 
be retained in the practitioner’s closed file and maintained in the Credentialing 
Department for future reference. Practitioners who are denied initial participation may be 


Providers include: MD, DO, DPM (podiatric), OD (optometric), DC (chiropractic), DDS 
Behavioral Health: Ph.D., Ed.D., Psychologist, LCSW, LMHC, LMHT 


Primary Source Verification:  


 Current unrestricted, non-probationary license to practice in Nevada (verified through 
applicable state licensing board) 


 National Practitioner Data Bank query (all reports reviewed and considered, timeframe of 
report not limited) (for ODs, query liability malpractice claims history and CMS Sanctions) 


 Verification of board certification if physician is certified 
 Verification of residency or specialty training, if appropriate, and graduation from 


appropriate professional school (verify for initial credentialing only, per NCQA guidelines)  
 Sanction query to Medicare/ Medicaid, Office of Inspector General (OIG) and State 


sanctions with no current sanctions or if past sanctions exist, twice the length of the 
sanction period must have passed (for example, if the sanction was 5 years in length, 10 
years must have passed) 


 Minimum 5-year work history  
 Hospital privileges (if provider doesn’t have hospital privileges, ensure that arrangements 


have been made with other qualified physicians with hospital privileges to handle 
provider’s inpatient members)  


 Completed credentialing application and signed attestation 
 Review of the Social Security Master Death File 


Copy:  


 Liability insurance  State mandated minimum  
 Current Federal DEA or state specific controlled substance registration certification (CSR) 
 Verification of current licensure or certification for services offered by the provider that 


require it, such as CLIA for lab 
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able to reapply for admission into the network no earlier than one year following the 
initial denial, or in the case of appeal, at end of the reconsideration process. 


 
M. There is an initial visit to each potential primary care practitioner’s office, including documentation of a 
structured review of the site and medical record keeping practices to ensure conformance with the 
vendor’s standards. If the vendor’s credentialing process complies with the current NCQA standards, it is 
not required to conduct initial site visits. 


 


We confirm that our credentialing policies comply with current NCAQ standards. With 
this requirement being met, initial site visits will not be required. 


 
N. The vendor’s provider credentialing must comply with 42 CFR §1002.3.  


 


We confirm that our provider credentialing policies and procedures comply with 42 CFR 
§1002.3. 


 
O. If the vendor has denied credentialing or enrollment to a provider where the denial is due to vendor 
concerns about provider fraud, integrity, or quality the vendor is required to report this to the DHCFP 
Provider Enrollment Unit within fifteen (15) calendar days. 


 


We will report to DHCFP Provider Enrollment Unit within 15 calendar days when we deny 
credentialing or enrollment to a provider where the denial is due to vendor concerns 
about provider fraud, integrity, or quality. 


 
3.10.15.6 Recredentialing  
 
A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or 
recertification) will be described in the vendor’s policies and procedures, including:  
 
A. Evidence that the procedure is implemented at least every sixty (60) months;  
 
B. The vendor conducts periodic review of information from the National Practitioner Data Bank and all 
other applicable licensing entities, along with performance data, on all practitioners, to decide whether to 
renew the participating practitioner agreement. At a minimum, the recredentialing, recertification or 
reappointment process is organized to verify current standing in required areas. 
 
C. The recredentialing, recertification or reappointment process also includes review of data from: 
 
1. Recipient grievances and appeals; 
 
2. Results of quality reviews; 
 
3. Utilization management; 
 
4. Recipient satisfaction surveys; and 
 
5. Re-verification of hospital privileges and current licensure, if applicable. 


 


We will perform recredentialing of participating practitioners at least every 36 months. To 
facilitate practitioner compliance with recredentialing expectations, we will not require 
any action by the practitioner to start the recredentialing process. Approximately 180 
days before the practitioner’s third anniversary of his or her previous credentialing or 
recredentialing date, we will review the current application on file as well as all other 
required documents. Verification will be completed for all elements on the table above in 
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3.10.15.5 per NCQA guidelines. In addition to these verification elements, we will review 
provider-specific performance data, including:  


 Documentation collected through the quality improvement program 


 Utilization management system reports 


 Grievance/complaint system reports, and  


 Satisfaction surveys. 


 


We will include an attestation to the correctness and completeness of any new 
information gathered.  


As with initial credentialing, the Credentialing Committee will recommend approval or 
denial of each provider to the QIC, which makes the final determination. 


 
D. The vendor’s provider recredentialing must comply with 42 CFR §1003.3 


 


We confirm that our provider recredentialing policies and procedures comply with 42 
CFR §1002.3. 


 
E. If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State within 
15 calendar days. If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse the DHCFP will notify HHS-OIG. 


 


We will notify the State within 15 calendar days when we de-credential, terminate or dis-
enroll a provider due to suspected criminal actions, or disciplinary actions related to 
fraud or abuse. 


 
3.10.15.7 Delegation of Credentialing Activities  
 
If the vendor delegates credentialing and recredentialing, recertification, or reappointment activities, there 
must be a written description of the delegated activities, and the delegate’s accountability for these 
activities. There must also be evidence that the delegate accomplished the credentialing activities. The 
vendor must monitor the effectiveness of the delegate’s credentialing and reappointment or 
recerti¬fication process.  


 


In some instances, we may delegate the responsibilities for credentialing/recredentialing 
activities to participating practitioner groups or organizational providers. Prior to 
entering into a delegated credentialing agreement, we will evaluate the delegated entity’s 
capacity to perform the delegated activities. We will determine if the delegate has the 
capability to perform credentialing duties in compliance with our minimum standards 
outlined in our Credentialing Program Description and in accordance with NCQA and/or 
other external requirements. Upon positive determination, we may delegate to the agency 
the authority to perform this function.  


 


When we elect to delegate credentialing functions, a document will be executed that 
clearly defines performance expectations. In a delegated credentialing arrangement, we 
will retain accountability for delegated services and will continuously monitor 
performance through routine reporting and annual or more frequent evaluation to 
determine whether the delegated activities are being carried out according to NCQA 
and/or established credentialing standards. Should the delegated entity fail to maintain 
standards, we will retain the right to reclaim the responsibility for credentialing. 
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3.10.15.8 Retention of Credentialing Authority 
 
The vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges.  


 


We confirm that we currently retain credentialing authority for our existing health plans 
and will continue to retain credentialing authority for the plan in Nevada. We currently 
and will continue to have the right to approve new practitioners, and terminate or 
suspend individual practitioners. We have comprehensive written policies and 
procedures for the suspension, reduction or termination of practitioner privileges in 
place that will be utilized for the review of Nevada providers. 


 
3.10.15.9 Reporting Requirement 
 
The vendor must ensure there is a mechanism for, and evidence of implementation of, the reporting of 
serious quality deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities.  


 


Our Credentialing staff conducts ongoing monitoring for our existing affiliated health 
plans in other states to ensure continued compliance with credentialing and 
recredentialing timeframes and compliance with all credentialing standards and policies. 
We will implement this same monitoring procedure for Nevada. Staff will ensure that 
network providers have not incurred exclusions, licensure sanctions, legal activity, or 
other negative indicators in between or prior to their standard recredentialing through 
routine monitoring of all providers in the network.  


 


If our credentialing/recredentialing review and/or ongoing monitoring of network 
providers result in adverse actions against practitioners (i.e. termination), we will report 
these outcomes to the appropriate authorities, including the National Provider Databank 
(NPDB) and appropriate state licensure board(s) within 15 days from the date the adverse 
action was taken after exhaustion of appeal rights. NPDB reports will be prepared by the 
Credentialing department under the guidance of our Legal/Compliance team and 
submitted using the Integrated Querying and Reporting Service (IQRS) at 
www.npdb.hrsa.gov. Once reports are received and verified by the NPDB, the verification 
document will be printed and mailed to the appropriate state licensing board for its use 
as necessary or as required by state law. 


 
3.10.15.10 Provider Dispute Process 
 
The vendor must have a provider appeal process for instances wherein the vendor chooses to deny, 
reduce, suspend or terminate a practitioner’s privileges with the vendor. 


 


APPEAL PROCESS FOR NEW PRACTITIONERS 
Applicants who are denied initial participation for non-administrative reasons, such as 
quality of care or liability claims issues, will have the right to ask for a reconsideration of 
the decision in writing within 30 days of receiving formal notice of denial. All written 
requests for reconsideration should include additional supporting documentation in 
favor of the applicant’s reconsideration for network participation. Reconsiderations will 
be reviewed by the Credentialing Committee at the next regularly scheduled meeting, but 
no later than 60 days from the receipt of the additional documentation. If the decision to 
deny participation is upheld, practitioners may reapply for admission into the network no 
earlier than one year following the end of the reconsideration process. 
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APPEALS FOR RECREDENTIALED PARTICIPATING PRACTITIONERS 
Appeal with Additional Documentation. We may decline an existing practitioner’s 
continued participation for reasons such as quality of care or liability claims issues. In 
such cases, the practitioner will have the right to request reconsideration in writing 
within 14 days of formal notice of denial. All written requests should include additional 
supporting documentation in favor of the applicant’s reconsideration for participation in 
the network. The Credentialing Committee will review the reconsideration request at its 
next regularly scheduled meeting, but in no case later than 60 days from the receipt of 
the additional documentation. We will send a written response to the provider’s 
reconsideration request within two weeks of the final decision. 


 


Appeal with Request for a Hearing. If the Credentialing Committee recommends 
termination, revocation, or suspension of a practitioner’s network participation for 
reasons relating to the competence or professional conduct of the practitioner, the 
practitioner will be entitled to an opportunity for a hearing. Upon the Credentialing 
Committee’s decision to terminate, revoke or suspend the practitioner’s network 
participation, we will provide formal written notice stating: the practitioner’s network 
participation has been terminated, revoked or suspended; the general reason(s) or 
condition(s) for the Committee’s decision; a statement as to the practitioner’s right of 
appeal; a summary description of the appeal process; and guidance that a request for 
appeal hearing must be submitted in writing within thirty (30) days from the date of the 
notice. A Hearing Committee will be appointed on an ad hoc basis to hear the appeal. The 
Hearing Committee will hear appeals of decisions from the Credentialing Committee to 
deny, suspend, or restrict participation or to terminate the participation status of 
providers. The hearing will be scheduled no later than 60 days after receipt of the 
request. The Hearing Committee may uphold, reject or modify the initial Credentialing 
Committee recommendation. The Hearing Committee’s recommendation will be based 
upon the evidence admitted at the hearing and by the affirmative vote of the majority of 
the members of the Hearing Committee. The Hearing Committee will make a 
recommendation to the plan for a final decision.  


 


Practitioners’ Right to Review. All practitioners participating in the network will have the 
right to review information obtained by the plan that is used to evaluate providers’ 
credentialing and/or re-credentialing applications. This will include information obtained 
from any outside primary source such as the National Practitioner Data Bank-Healthcare 
Integrity and Protection Data Bank, malpractice insurance carriers and state licensing 
agencies. This will not allow a practitioner to review peer review-protected information 
such as references, personal recommendations, or other information. 


 


Should a practitioner identify any erroneous information used in the credentialing/re-
credentialing process, or should any information gathered as part of the primary source 
verification process differ from that submitted by the practitioner, he/she will have the 
right to correct any erroneous information submitted by another party. To request 
release of such information, a practitioner must submit a written request to our 
Credentialing Department. Upon receipt of this information, the practitioner will have 14 
days to provide a written explanation detailing the error or the difference in information. 
The Credentialing Committee will then include the information as part of the 
credentialing/re-credentialing process. 
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3.10.16 Standard X:  Recipient Rights and Responsibilities  
The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges their 
rights and responsibilities.  


 


We fulfill this requirement through our written policies, procedures, and our document 
titled “Member Rights and Responsibilities.” This document is made available to 
members in our member handbook, newsletter, secure website and member outreach.  


 
3.10.16.1 Written Policy on Recipient Rights 
 
The vendor must have a written policy that recognizes the following rights of recipients: 
 
A. To be treated with respect, and recognition of their dignity and need for privacy; 
 
B. To be provided with information about the vendor, its services, the practitioners providing care, and 
recipients’ rights and responsibilities; 
 
C. To be able to choose primary care practitioners, including specialists as their PCP if the recipient has a 
chronic condition, within the limits of the plan network, including the right to refuse care from specific 
practitioners; 
 
D. To participate in decision-making regarding their health care, including the right to refuse treatment; 
 
E. To pursue resolution of grievances and appeals about the vendor or care provided; 
 
F. To formulate advance directives; 
 
G. To have access to his/her medical records in accordance with applicable federal and state laws and to 
request that they be amended or corrected as specified in 45 CFR Part 164;  
 
H. To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a means of 
coercion, discipline, convenience, or retaliation; and 
 
I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the recipient’s condition and ability to understand. 
 


Our Member Rights and Responsibilities document explains the rights and 
responsibilities to all of our members. This includes but is not limited to sections A-I 
listed above. Specifically:  


 


A. To be treated with respect / dignity / privacy 


Members have the right to: 


 Considerate and respectful service. 


 Obtain service without regard to race, creed, national origin, sexual orientation, 
age, disability, illness, gender identity, or religious affiliation. 


 Confidentiality of all information pertaining to patient, patient’s medical care, and 
service. 


 A timely response to patient’s request for service and to expect continuity of 
services. 


 


B. To provide information on practitioners and the member's rights / responsibilities 


 Through our member handbook, the provider directory, secure web portal, and 
community outreach, we share information on our practitioners and the member’s 
rights / responsibilities. The information on practitioners includes the name, 







451 
 


general practice or specialty, address, phone, handicap, gender, language, and if 
the practice has multiple locations – what the other addresses are. 


 We advise members of the following responsibilities: 


1) Give the health care provider, to the best of your knowledge, accurate and 
complete information about present complaints, past illnesses, 
hospitalizations, medications, and other matters relating to your health. 


2) Report unexpected changes in your condition to the health care provider. 


3) Report to the health care provider whether you understand the 
contemplated course of action and what is expected of you. 


4) Follow the treatment plan recommended by the health care provider. 


5) Keep appointments, and when you are unable to do so for any reason, 
notify the health care provider or facility. 


6) Understand that you are responsible for your actions if you refuse 
treatment or do not follow the health care provider’s instructions. 


 


C. To choose primary care practitioners, including specialists as a PCP 


We realize that the needs of some members transcend the traditional capabilities of a 
Primary Care Provider (PCP). That is why we allow qualified specialists who meet 
credentialing criteria to serve in the role as the chief coordinator of care. The process 
involves the specialist initiating the request in writing to us to be designated as the 
PCP for the member. The request would include the member’s name, demographic 
information, medical diagnosis, history, medications, equipment, which physicians 
are treating the member (including the last time seen), and any additional information, 
such as any issues with the current PCP. 


 


In regard to choosing a PCP and receiving health care, members have the right to: 


 Be referred to other health care providers, if desired, within an external health 
care system (ex. dietician, pain specialist, mental health services, etc.). Patient 
may also be referred back to the member’s own prescriber or specialist as a PCP. 


 Be informed about the services provided in the patient’s home, how often, and by 
whom. 


 Know what patient support services are available, including the use of an 
interpreter if you do not speak or read English. 


 Know the name, function, and qualifications of each health care provider who is 
providing medical services. 


 


We allow OB/GYNs to serve as the PCP without the need for a special request. No prior 
authorization is needed for OB/GYN appointments. 
 


D. To participate in decision-making regarding the member’s own health care, including 
the right to refuse treatment 


 Participate in decisions regarding your health care and refuse any treatment, 
except as otherwise provided by law. 


 Select the home medical equipment supplier of your choice. 


 Select the pharmacy supplier of your choice. 


 Make informed decisions regarding your care planning. 


 


E. To pursue resolution of grievances and appeals  







452 
 


We counsel the member on the options available to file a grievance or appeal, which 
includes the following methods: in person, phone, letter, or email. When requested, 
we assist in the completion of forms. This can include interpreter services for 
different language needs. In other states that we currently serve, our websites have 
the flexibility of completing grievance forms in different languages, especially 
Spanish. For each grievance that is received, our staff will send an acknowledgement 
letter, complete a review, and then create a resolution letter. The resolution will 
contain information on how to appeal a grievance, in the event that is needed. 


 


Members have the right to: 


 File a grievance by contacting the member services number listed on the health 
plan card. 


 Obtain more information about a denial or appeal by calling the health plan. 


 Request an eligibility check for an Independent Medical Review.  


 Voice grievances without fear of discrimination, termination of service, or other 
reprisals. 


 Express grievances regarding any violation of your rights, through the grievance 
procedure of the health care provider or health care facility that served you and to 
the appropriate state licensing agency. 


 


F. To formulate advance directives 


 To provide opportunity for and educate members about their right to be involved 
in decisions regarding their care including documentation of advance directives 
and allowance of the member’s representative to facilitate care or make treatment 
decisions when the member is unable to do so. 


 The plan will provide and/or ensure that network practitioners are providing 
written information to all adult members receiving medical care with respect to 
their rights under state law to make decisions concerning their medical care, 
including the right to accept or refuse medical or surgical treatment and the right 
to formulate advance directives and information regarding the implementation of 
such a directive by the plan. 


 


G. To have access to own medical records and request corrections 


 Request a copy of medical records, and request that they be amended or 
corrected when needed. 


 


H. To guarantee no restraint or seclusion 


 Be free from any form of restraint or seclusion used as a means of coercion, 
discipline, convenience, or retaliation. 


 


I. To receive information on treatment options and alternatives 


 Be provided with information concerning diagnoses, planned course of treatment, 
treatment alternatives, and options/risks/prognosis presented in a way that is 
appropriate to the member’s condition and ability to understand. 


 Participate in decisions concerning the nature and purpose of any technical 
procedure that will be performed and who will perform it, the possible alternatives 
and/or risks involved, your right to refuse all or part of the services, and to be 
informed of expected consequences of any such action based on the current body 
of knowledge. 
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3.10.16.2 Written Policy on Recipient Responsibilities 
 
The vendor must have a written policy that addresses recipients’ responsibility for cooperating with those 
providing health care services. This written policy must address recipients’ responsibility for: 
 
A. Providing, to the extent possible, information needed by professional staff in caring for the recipient; 
and 
 
B. Following instructions and guidelines given by those providing health care services.  
 
The vendor should also include additional recipient responsibilities in their recipient communications 
(such as, the recipient is responsible for being on time for scheduled appointments and canceling 
appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, etc.). 
 


We have a written policy that addresses recipients’ responsibility for cooperating with 
those providing health care services. We call this document Our Members Rights and 
Responsibilities. It includes the following information for members:  


1) Give the health care provider, to the best of your knowledge, accurate and 
complete information about present complaints, past illnesses, hospitalizations, 
medications, and other matters relating to your health. 


2) Report unexpected changes in your condition to the health care provider. 


3) Report to the health care provider whether you understand the contemplated 
course of action and what is expected of you. 


4) Follow the treatment plan recommended by the health care provider. 


5) Keep appointments, and, when you are unable to do so for any reason, notify the 
health care provider or facility. 


6) Understand that you are responsible for your actions if you refuse treatment or do 
not follow the health care provider’s instructions. 


7) We send each member an explanation of benefits after a claim has been 
processed. This gives the member an opportunity to view what was submitted and 
serves as a check and balance against potential fraud, waste, and abuse. 


 


We provide our Members Rights and Responsibilities in a variety of written 
communications to reach everyone. This includes the member handbook, member 
newsletter, secure web portal, and community outreach. 


 
3.10.16.3 Communication of Recipient Policies to Providers 
 
A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all participating 
providers upon initial credentialing and when significant changes are made.  


 


Upon initial credentialing and when significant changes are made, we send a copy of the 
Members Rights and Responsibilities document to all providers. This is also included in 
the provider manual and on our secure provider website so that it can be referenced at 
any time. 


 
3.10.16.4 Communication of Policies to Recipients 
 
Upon enrollment, recipients are provided a written statement that includes information on their rights and 
responsibilities. 
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All plan members receive a member packet and handbook upon enrollment into the plan. 
The member handbook details the rights and responsibilities and meets the state’s 
guideline at no higher than an eighth (8th) grade reading level that the document should 
be written in. Every year, we communicate to members in writing via our newsletter, 
member handbook, and our secure website to showcase the member’s rights and 
responsibilities.  


 
3.10.16.5 Recipient Grievance and Appeals Procedures  
 
The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and providing 
recipient appeals. This system must include: 
 
A. Procedures for registering and responding to grievances and appeals within thirty (30) calendar days. 
Vendors must establish and monitor standards for timeliness; 
 


System Linked 


The purpose of our grievance and appeals procedure is to ensure appropriate and timely 
resolution of appeals, track trends, identify opportunities for improvement, and 
implement appropriate actions. Our grievance and appeals procedure reports to and is 
reviewed by our quality committee, plus it is reviewed by our Internal Quality Assurance 
Program (IQAP). 


 


Procedures For Registering And Responding  


We have defined the process for members and their authorized representatives to file 
inquiries, grievances, and appeals. The issue may come in through our member services 
department, working with members in the community, providers, or any ombudsman 
program for member assistance and advocacy. We help members complete forms and 
understand procedural steps needed to submit an inquiry, grievance, or appeal, and 
provide members access to translation and language interpretation services. We are 
committed to offering any assistance needed to ensure members have full access to the 
grievance process. A member or authorized representative may file the grievance in 
person, by telephone, or in writing. In many cases, the Member Services Representative 
is the first point of contact for a grievance. The representative opens a case in our 
Customer Relationship Management (CRM) software and then documents the 
information. The representative submits the information to the grievance coordinator 
who reports through Quality Improvement. 
 
The representative will log the information and submit it to Quality Improvement for 
processing. For each grievance, the Grievance Coordinator sends an acknowledgement 
letter. Once a resolution is reached, the Grievance Coordinator sends a resolution letter, 
explaining our decision and how to appeal a grievance if a member is not satisfied. 
 
We document each case in CRM. We can run daily reports to monitor aging of grievances 
and ensure they are completed in the appropriate time frame. In some cases, the Member 
Services Representative can complete the information within one business day. We work 
to ensure that all grievances and appeals are completed within 30 days. 
 
B. Documentation of the substance of grievances, appeals, and actions taken; 


 


Grievance documentation is recorded in our Customer Relationship Management (CRM) 
software and includes the date the grievance was received, identification of the 
grievance, identification of the individual recording the grievance, the nature and 
disposition of the grievance, the date of resolution, and the corrective action completed 
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to resolve the issue. All documentation is retained electronically. Individual cases or an 
aggregate of grievances is easily accessible by you for auditing purposes or we can 
provide the information to you. 


 


The documentation on all grievances and appeals notates the action taken plus the final 
resolution in our CRM system. This will reflect written correspondence, as well as phone 
discussions, any consultations with specialists, and the rationale in reaching a decision. 


 
C. Procedures ensuring a resolution of the grievance and providing the recipient access to the State Fair 
Hearing process for appeals;  
 
Our goal is to investigate and resolve a grievance as quickly as possible, since quick 
resolution is a best scenario for members. The Grievance Coordinator investigates 
member grievances for all situations that are not related to a denial of services, such as 
issues related to service quality, processes, procedures, or staff. Members may also file 
grievances due to quality of care concerns, which are referred to a QI Coordinator, who 
is a registered nurse. Grievances, especially those based on clinical quality of care 
issues, are subject to additional confidential review and action that may include review 
by the Medical Director and a physician peer review committee when warranted.  
 
The member is always encouraged to go through our grievance process first. In the 
event this does not result in a satisfactory result, we provide information on the State 
Fair Hearing process for the member’s use.  
 
We create a Notice of Action on the date the denial is taken. This notification includes the 
following: 


 The right and the process on how to request a State Fair Hearing 


 The right to request and receive benefits and how to make the request, while the 
hearing is pending 


 Advise the member that the person may be liable for the cost of those benefits 
based on the hearing decision   


 
D. Aggregation and analysis of grievance and appeal data and use of the data for quality improvement; 


 


All grievance data is compiled, tracked, and trended as part of our Quality Improvement 
program. Ongoing analysis of this information enables us to monitor such key quality 
factors as response times for member grievances and appeals, network 
accessibility/availability, and member/provider satisfaction. The workgroup reports to the 
Performance Improvement Team and is responsible for maintaining compliance with 
contractual, federal, state, and accrediting body requirements such as NCQA. The scope 
of the workgroup includes tracking and analysis of any expression of dissatisfaction, 
such as member grievances and appeals, including type and timeliness of resolution, 
performing barrier and root cause analysis, and making recommendations regarding 
corrective actions as indicated. The workgroup, as required by State contract, may also 
be responsible for review and determination of member grievances and non-clinical 
appeals and facilitating requests for review of non-covered benefits filed by members (or 
providers who file on behalf of members).  
 
E. Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada 
Medicaid and Nevada Check Up recipients; and 
 
We comply with the State Fair Hearing Policies. This includes the following – a member, 
member’s representative, or the representative of a deceased member’s estate has the 
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right to request a State Fair Hearing when our appeal system has been exhausted 
without receiving a wholly favorable resolution decision. The request for a State Fair 
Hearing must be submitted in writing within 90 calendar days from the date of our final 
Notice of Decision. We will participate as the state contractor in the State Fair Hearing 
process requested by the member. We are bound by the decision of the Fair Hearing 
Officer or the court system if the hearing officer’s decision is appealed. 


 
F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 
 
We comply with the Code of Federal Regulations (CFR) and fulfill the regulations in 
Nevada’s Medicaid Services Manual, regarding “Grievances, Appeals and Hearings” as 
further described in our response in section 3.13.5.  
 
3.10.16.6 Recipient Suggestions 
An opportunity must be provided for recipients to offer suggestions for changes in policies and 
procedures.  
 


Throughout our MCO affiliates, members are encouraged to offer input on plan 
operations and make suggestions for changes in policies and procedures. Our MCO will 
actively collect information from members on their health care experience to inform our 
strategic planning and improvement efforts. Member experience of care and service is 
one of the elements of the Triple Aim for health care improvement that we will use to 
frame our improvement activities and evaluate our success. We will collect member 
feedback and input through multiple channels such as the annual CAHPS® Survey, other 
targeted surveys, focus groups (including sessions for homeless members), analysis of 
grievance and appeal data, and informal feedback through case management and 
community health worker staff.  
 
MEMBER ADVISORY COMMITTEES 
Members will participate on our Member Advisory Committees (MAC). We will have one 
MAC per region. We will engage MAC participants to share their perspective on the 
quality of care and services offered by the MCO and to offer recommendations for 
improvement. MAC responsibilities will include review of member satisfaction survey 
results, Member Service Call Center telephone performance levels, member education 
materials (for relevance, understanding and ease of use), and/or other topics as defined 
by our Quality Improvement Committee (QIC). The MAC will include members, 
parents/foster parents/guardians of children who are members, and our staff as 
appropriate. Our MCO’s Director of Member Services will chair the MACs and appoint 
committee participants. Members and their family members may volunteer for the MAC 
or be suggested by staff. The Plan will inform members about the MACs and the 
opportunity to participate on it through member materials such as the Member Handbook 
and quarterly member newsletters, and through member contacts at community events. 
The MAC will meet at least quarterly. The Director of Member Services will maintain 
detailed records of all MAC meetings, activities and recommendations for improvement 
activities, and submit reports to the QIC biannually.  


 
3.10.16.7 Steps to Assure Accessibility of Services  
The vendor must take steps to promote accessibility of services offered to recipients. These steps 
include: 
A. The points of access to primary care, specialty care and hospital services are identified for recipients;  
B. At a minimum, recipients are given information about: 
1. How to obtain services during regular hours of operations; 
2. How to obtain emergency and after-hour care;  
3. How to obtain emergency out-of-service area care;  
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4. How to obtain the names, qualifications and titles of the professionals who provide and are accepting 
medical patients and/or are responsible for their care; and 
5. How to access concierge services and if needed case management assistance from the vendor when 
needed to gain access to care. 


 


PROMOTING MEMBER ACCESSIBILITY AND ENGAGEMENT ACROSS ALL 
INTERACTIONS 
We will deploy a multi-pronged communications approach to promote the accessibility of 
services and educate members on how to appropriately access primary care, specialty 
care and hospital services under managed care including information contained in 
member handbook; newsletters; member website and how members can access services 
to ensure all members receive needed information about their benefits and how we can 
assist in addressing any barriers to care. Our approach, described in detail below, 
includes written materials for members with information on obtaining:  


 Services during regular hours  


 Emergency and urgent care at any time  


 Emergency out of area care 


 All information, including panel status, on professionals and organizations who 
provide care within our network  


 Personal service to assist with accessing providers and obtaining provider 
appointments from our Nevada-based Concierge Service, our Member Experience 
Team (MET). 


 


Telephonic Orientation for New Members 
We will personally outreach to new members in a Welcome Call designed to provide 
onboarding education, and assist with PCP selection and the completion of the Health 
Risk Screen (HRS) within 30 days of enrollment. The orientation messaging will promote 
accessibility of services, including reminding members of how to receive in and out of 
network, emergency, urgent care and out of area care. We understand and will comply 
with this contract’s requirements for timely completion of the member’s HRS, including 
those in Section 3.10.20.2.B, and for welcome calls for promotion of care management 
and early intervention services. For detailed description of our Welcome Call, see 
Section 3.7.5.5.  


 
Assuring Member Accessibility Begins at Enrollment 
Our experience shows that the best member engagement in learning about benefits and 
how to access care comes right at enrollment. To maximize this opportunity, we will 
develop and distribute a Welcome Packet within 5 business days of notification of 
enrollment (3.6.1.1 B) which includes all information required by Section 3.6.1 and this 
Section that will be tailored to the need of recipients in Nevada Medicaid and Nevada 
Check Up, and based on our best practices and extensive research with Medicaid 
consumers. 


Our Welcome Packet, presented in in English and Spanish and written at no more than 
an eighth grade reading level, will be engaging and culturally sensitive, with written 
materials that encourage members to access all services, including:  


 One-page “to do” list for the member, including important first steps such as 
contacting our Member Services to select a PCP or patient-centered Medical 
Home, if not already done, and scheduling a preventive care or EPSDT visit 


 A “learn about your benefits” flyer  
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 Benefits Booklet, a quick reference guide to the most needed services, such 
obtaining after hours or emergency care, care management and disease 
management services, and role of Member Services, including MET, in providing 
personal assistance to access care, including urgent and out of network care 


 Forms Booklet (e.g. Notice of Pregnancy, Health Risk Screening (HRS), etc.) with a 
postage paid return envelope and call-to-action messaging encouraging the 
member to complete the forms and return them  


 Refrigerator magnet for important health numbers, including our 24/7 nurse 
advice line number  


 Our Member Handbook and Provider Directory 


 


To ensure all members are served, the Welcome Packet and Member Handbook will 
notify members of how to obtain the packet information in languages other than English 
and Spanish, with oral translation or explanation of materials from Member Services, and 
in alternative formats such as video, large font, braille, and audio. To aid comprehension, 
our Welcome Packet’s materials will be colorful and coordinated materials, full of 
illustrations and charts.  


 


We also will mail our MCO’s member Identification Card, with the name of the member’s 
selected or assigned PCP, within five business days of assignment. The card will include 
important telephone numbers, including our 24/7 toll-free number providing access to all 
administrative and accessibility support, including accessing and scheduling providers, 
and connection to our nurse advice and triage support. (3.6.2) 


 


ADDITIONAL STEPS TO PROMOTE ACCESSIBILITY OF SERVICES 
 


In-Person Orientation to Promote Accessibility and Engagement 
In Nevada, we also will schedule in-community orientations monthly in collaboration with 
our community partners, such as FQHCs in each area, to explain benefits and services 
and answer member questions. 


 


Online Videos to Aid in Accessibility 
Because we understand that people learn in different ways, with DHCFP’s approval, we 
will unveil a new online video series for this contract to help members navigate the 
health care system and understand the importance to their own health. These videos will 
be short, simple to understand, available in Spanish and any other prevalent language, 
and created specifically to engage and encourage members to access needed services. 
We will focus on topics such as: 


 Where to go for care and when (use of PCP, Urgent Care and Emergency Room) 


 Finding or changing your PCP and Building a successful medical home 


 Secure Member Portal, how to sign up and use, and how it can help 


 How to complete your health needs screening and why it is valuable to you 


 


Special Outreach for Transient and Homeless Members.  
We recognize that some members may be transient or homeless and we are committed 
to promoting accessibility to all members, regardless of circumstances. To assist our 
already robust efforts to reach all members, we will work with community organizations 
who are already on-the-ground with this special population, such as HELP of Southern 
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Nevada, to offer our members in-person orientations and real-time assistance from MET 
staff, and offer outreach for preventive services.  


 


Special Outreach for At-Risk Members 
We have extensive experience in locating at-risk members and offering them health 
education, care management services and assistance with obtaining needed care. For 
example, we use our Health Informatics Platform and claims data to identify members 
who receive services indicating pregnancy or chronic conditions, including pharmacy 
services, and outreach to the provider to obtain contact information.  


 


If telephonic and point-of-service outreach attempts are unsuccessful, our staff will go to 
a high-risk member’s residence to provide education on benefits, the importance of our 
ability to reach the member, and to complete an HRS if the member has not yet 
completed one. The staff will discuss benefits and our incentive for completion, and 
attempt to complete the HRS if the member is at home. If not, the staff will leave a door 
hanger asking the member to call our toll-free number about their health care needs.  


 


Connecting Social and Basic Needs to Community Resources.  
Members often contact their MCO with needs that go beyond the direct provision of 
health services. We believe that meeting the social and basic needs our members often 
assists in removing the underlying barriers to health and wellness. We will use our 
strategic Interactive Community Resources Guide, integrated with our information 
system, to serve the full range of a members’ needs, including members who may be 
homeless, experience food insecurity, or are seeking job assistance. Our comprehensive 
database of community organizations uses specific information about the member 
(location, language spoken, etc.), and provides online program application submission 
and referral tracking. For example, if a member is in need of finding employment, our 
member-facing staff such as Care Management or MET can search the database, refer 
the member for job skills and training, and assist in tracking any application for services. 


 
3.10.16.8 Information Requirements  
A. Recipient information (for example, subscriber brochures, announcements, and handbooks) must be 
written at an eighth (8th) grade level that is readable and easily understood. 


 


EXPANDING HEALTH LITERACY THROUGH EASILY UNDERSTOOD MEMBER 
MATERIALS 
We have extensive experience in the creation of readable, lively, and informative 
culturally competent member materials, including newsletters, brochures, wellness and 
disease management materials, handbooks and other collateral. We develop materials 
that are easy-to-understand, motivational and written at no more than an eighth grade 
level as measured by standard grade level reading tools such as Flesch Kinkaid. We also 
use the CMS Toolkit for Making Written Material Clear and Effective and employ the 
National Institute of Health’s “plain language” standards to member material. 


 


Based on this experience, we will create and distribute educational health materials that 
will engage our Nevada Medicaid and Nevada Check Up members across the full span of 
member needs and ages. For instance, we will provide health materials designed as 
coloring and sticker books to appeal to our youngest members, designed to resemble 
graphic novels for our adolescent and young adult members, and designed with easy-to-
follow illustrations for members with limited reading or English proficiency (LEP). Our 
health literacy and disease management/prevention materials and Member Handbook will 
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offer explanations in plain language and, recognizing cultural sensitivities to certain 
health topics, offer tips on how members can discuss health issues with their providers. 


 


In the development of new materials or web pages, we will test ideas through qualitative 
research conducted by our parent organization and through locally conducted focus 
groups. We also will seek advice from our Member, Community and Provider advisory 
Committees in each service area and our community partners and stakeholders. We also 
will obtain input and receive direction for the development of new member materials, or 
changes to existing materials, from our Quality Improvement Committee. 


 


TAKING THE EXTRA STEP: DESIGNING AND DELIVERING ACCESSIBLE 
MATERIALS 
We recognize that even the most linguistically accessible health materials may not be 
read by members unless the materials are of high visual quality. We design our materials 
with color, culturally diverse photos and illustrations, easy-to-read charts (for example, 
for EPSDT information), use examples and stories to explain complex concepts, and 
encourage members to call us with any questions. We provide our toll-free number and 
our TTY/TDD line on all materials so that members can call our knowledgeable Member 
Service Representatives (MSRs) with questions, ask for interpretation or explanation of 
materials, request alternative formats, or obtain personal assistance with any issues.  


 


With DCHFP approval, we will provide all member educational and administrative 
member materials on our member website, available in English, Spanish, and any other 
prevalent language, without requiring log in or registration. Members also will be able to 
view materials on their web-enabled phones or tablets. Additionally, to deliver the widest 
possible array of health information, our website will offer members a library of detailed, 
printable and searchable health materials from one of the nation’s leading publishers of 
health literacy and patient engagement materials, at no cost to the member.  


 
B. Written information must be available in the prevalent languages of the population groups served.  
 
MEETING MEMBERS WHERE THEY ARE THROUGH LINGUISTIC AND CULTURAL 
COMPETENCY 
We understand and will comply with all translations requirements for written materials in 
this contract, including this section, Section 3.6.1 and Section 3.4.2.15, and provide all 
written member information, brochures, handbooks, etc. in English, Spanish and the 
prevalent languages of the population groups served.  


 


All member-facing staff will document a member’s use of a language other than English 
or the presence of Limited English Proficiency (LEP) in the member’s electronic record, 
integrated with all our systems, so that all staff will be prepared to offer linguistically 
appropriate service and offer materials in the correct language or alternative format in 
future interactions. 


 


To assist members in obtaining language-specific written materials, we will include a 
language block at the beginning of our Member Handbook, on the public facing pages of 
our website, welcome letter, and in all vital materials. Written in the languages most 
spoken after English by Nevadans, including Spanish and the current prevalent 
language, Tagalog and Chinese, the paragraph will provide instructions on how members 
can contact our Member Services Department toll-free number for oral interpretation of 
any material or explanation for those with LEP. Each page of our Member Handbook also 
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will contain our toll-free telephone number and our TDD/TTY phone line and Nevada 711 
Relay. We will monitor and report the threshold on prevalent languages to ensure we are 
meeting the member’s needs. 


 


For written translation of member communications from English to other languages, we 
will employ certified professional translators, use a quality review mechanism to ensure 
that translated materials convey intended meaning in a culturally appropriate manner 
[3.4.2.15.C.3] and maintain certificates of accuracy. When possible, we will use Nevada-
based professional translators to ensure that materials accurately represent regional 
colloquial dialogue and idioms.  


 


We will provide materials in alternative formats for persons with hearing, visual or motor 
impairments, including large print, audiotape and disc, and braille, and our MSRs will 
read and explain English materials upon request. 


For real-time interpretation of materials in any language, all member-facing staff, 
including Member Service Representatives, will immediately bring our national 
interpretation partner into the real-time conversation. These professional interpreters 
have medical expertise and meet all CMS, HIPAA, ACA and other regulatory 
requirements, and provide professional interpretation for more than 200 languages, 
including Tagalog and Chinese dialects.  


 


For members with internet based video and audio access, our MSRs and any member-
facing staff such as Care Managers also may communicate with and read materials to 
our members via state of the art internet video software with professional language 
interpreters, including those using American Sign Language. This service will enable the 
member, our staff, and the professional interpreter to view facial expression and body 
language to improve critical communications. This service is secure and encrypted, 
complies with state, federal and HIPAA regulations, and will be free to members who 
have a web-enabled tablet, smart phone or computer, with video and audio capability.  


 


Our Member Services Department will monitor and report to the Quality Improvement 
Committee requests for materials in alternative formats and languages other than 
English, for web-based video interpretation, and telephonic and in-person interpretation 
requests, including for American Sign Language, to review trends and to identify any 
barriers to accessibility, or need for expanded linguistic services to those with LEP, to 
ensure compliance with Section 3.4.12.15.C. 


 
3.10.16.9 Confidentiality of Patient Information  
 
The vendor must act to ensure that the confidentiality of specified patient information and records is 
protected. The vendor must: 
 
A. Establish in writing, and enforce, policies and procedures on confidentiality, including confidentiality of 
medical records; 


 


We are committed to ensuring that its practices regarding the privacy and security of 
Protected Health Information (PHI) comply with industry norms and all federal and state 
laws and regulations including, but not limited to, the Health Insurance Portability and 
Accountability Act (HIPAA) standards for privacy of individually identifiable health 
information. Consequently we are committed to maintaining confidentiality and privacy 
policies; administrative structure; reporting procedures; due diligence procedures; 
training for new employees; annual training programs for current employees, 
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contractors, and other temporary staff; and methodologies of an effective compliance 
program relative to the use, storage and disclosure of our members’ private information. 


 


In the event a violation of the privacy and security of PHI identified through internal 
audits or monitoring is reported to the MCO’s Privacy Officer or to the employee 
compliance hotline, the Privacy Officer will conduct an investigation that may result in 
disciplinary action up to and including termination of employment or contract. The 
Privacy Officer will report such violations to the State and other authorities as required 
by law.  


 


Our ability to create, access, transmit, and store PHI in accordance with HIPAA security 
and privacy mandates stems from our maintenance and use of administrative, technical, 
and physical security safeguards and controls as stated in our policies and procedures. 
These mechanisms will ensure that:  


 Systems will be deployed to safeguard data, both in electronic and hard copy 
formats, and monitor security events  


 We will only grant system and PHI access to appropriately authorized personnel, 
commensurate with a person’s specific job role  


 Physical access will be restricted to sensitive computer facilities 
 We will establish, in accordance with the HIPAA Security Rule, processes to 


safeguard electronic PHI, including data at rest and in motion, regardless of the 
media 


 Our staff will be properly trained on the principles of confidentiality, privacy, and 
security; follow strict rules for the preservation and management of PHI; and be 
monitored through periodic audits by the Compliance Department.  


 
B. Ensure patient care offices/sites have imple¬mented mechanisms to guard against the unauthorized or 
inadvertent disclosure of confidential information to persons outside of the vendor;  


 


Our provider contracts will include language on maintaining patient confidentiality by 
adhering to applicable HIPAA, State, and Federal confidentiality requirements. Additional 
information such as the basic process to safeguard patient PHI and required training for 
office staff will be included in the Provider Manual and through our Provider Portal. 
Privacy principles will be part of the new provider orientation process.  


During any instance when we conduct a medical record audit, we will assess the 
safeguarding of members’ PHI. This will include the appropriate handling, storage, and 
transmittal of PHI and documented evidence that the provider’s staff has received 
periodic HIPAA and other PHI training and education.  


 
C. Hold confidential all information obtained by its personnel about recipients related to their examination, 
care and treatment and shall not divulge it without the recipient’s authorization, unless: 


 


We will have policies and procedures and the appropriate administrative, technical, and 
physical safeguards to protect the privacy of our members’ PHI, including all information 
related to the members’ examination, care, and treatment. We will have policies and 
procedures to prevent any intentional or unintentional use or disclosure of PHI in 
violation of our privacy policies and procedures and other applicable state or federal 
laws. We will not divulge our members’ PHI without their explicit consent and 
authorization to do so except in the three instances indicated below. Disclosures will be 
limited to the specific requirement in each instance. We will use de-identified data for the 
purpose of conducting quality assurance and improvement activities. 
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1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


 


We will disclose PHI if federal, state, and/or local law requires it for public health 
activities; for investigation of abuse, neglect, or domestic violence; in order to comply 
with judicial release; to comply with law enforcement; or in order to comply with special 
government functions or requests, for example. This disclosure will be coordinated by 
the Privacy Officer. 


 
2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care entities, 
or to coordinate insurance or other matters pertaining to payment; or 


 


We will disclose PHI in order to oversee health services; to conduct the regular business 
of managing the health of our members; to coordinate members’ care with physicians, 
hospitals, and other health care entities; and to coordinate insurance and assign proper 
payment for services received. 


 


In the particular case of behavioral health services including substance abuse treatment, 
our policy will require that our MCO, though its Privacy Officer or designee and in 
concurrence with the Chief Medical Director, obtain a member’s authorization prior to the 
use or disclosure of such information. The authorization will include a description of the 
information to be used or disclosed, the name and identification of the person(s) or 
organization that will receive such information, the expiration date, a statement of the 
member’s right to revoke such authorization, and the member’s signature and date.  


 
3. It is necessary in compelling circumstances to protect the health or safety of an individual.  


 


We will disclose PHI in order to avert a serious threat to the health or safety of our 
member. This disclosure will be coordinated by the Privacy Officer. 


 
D. Must report any release of information in response to a court order to the recipient in a timely manner; 
and 


 


Our Privacy Officer will ensure that the member is promptly notified of any court-ordered 
release of information. We will timely disclose PHI to comply with a subpoena, grand jury 
subpoena, discovery request, or other lawful process that is accompanied by an order of 
a court or administrative tribunal. Disclosures will be made of only the PHI expressly 
authorized in the appropriate request. We will only disclose such information after 
obtaining satisfactory assurance, through a written statement from the requesting party, 
that they have made reasonable efforts to provide notice to the member who is the 
subject of the request and either the time for raising an objection has elapsed, or no 
objections were filed, or all objections filed are consistent with such a resolution. 
Furthermore, our Privacy Officer will decide whether our MCO will obtain direct 
authorization from the member to release the requested information.  


 
E. May disclose recipient records whether or not authorized by the recipient, to qualified personnel, 
defined as persons or agency representatives who are subject to standards of confidentiality that are 
comparable to those of the State agency.  


 


We will disclose members’ PHI to those qualified personnel with whom we have entered 
into a contract to conduct business on our behalf and with whom we have signed a 
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Business Associate Agreement that holds those qualified personnel to the same 
confidentiality and privacy standards (HIPAA) as ours, which are comparable to those of 
the State. 


3.10.16.10 Treatment of Minors 


The vendor must have written policies regarding the treatment of minors.  


POLICIES TO ENSURE ACCESS 
We are committed to improving the overall health of children enrolled in our health plan 
and will have Nevada specific written policies in place built from our affiliate health plans 
policies regarding the treatment of minors, including direct access to family planning 
supplies to individuals of childbearing age including minors that may be sexually active.  


POLICIES REGARDING CONSENT TO TREAT MINORS  
We respect the need for confidentiality of information concerning each individual served 
and the individual’s family. We will ensure that the PHI of all members is maintained as 
confidential and disclosed in compliance with state and federal law and regulations. We 
respect the need for privacy and security of each individual we serve and will protect the 
confidentiality of all consumers and family members as outlined in federal and state 
legislation. The health plan will make all reasonable attempts to discuss PHI with the 
member themselves. We understand in Nevada, all persons of the age of 18 years who 
are under no legal disability, and all persons who have been declared emancipated 
pursuant to NRS 129.080 to 129.140, inclusive, are capable of entering into any contract, 
and are, to all intents and purposes, held and considered to be of lawful age. Minors may 
consent to medical treatment if they: 


Are emancipated  


Are living apart from parents 


Are married 


Have a child 


Have a health hazard  


Are under influence of drugs  


Have a sexually transmitted 
disease 


FAMILY PLANNING SERVICES 


We allow direct access to family planning services to ensure members requesting are 
provided counseling and/or education about the services available to them. Family 
planning services include preventive health, medical, counseling, and educational 
services that assist individuals in managing their fertility and achieving optimal 
reproductive and general health outlined in the Scope Of Work. 


All Family Planning services and treatment, regardless of the patient's age, is 
confidential and cannot be shared without signed consent. If the member is unable to 
give verbal consent, health plan clinical staff will determine whether the disclosure is in 
the best interests of the individual and, if so, disclose only the protected health 
information that is directly relevant to the person’s involvement with the individual’s 
health care. 


3.10.16.11 Assessment of Recipient Satisfaction  
The vendor must conduct periodic surveys of recipient satisfaction annually with its services: 
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We will collect and submit to DHCFP an adult CAHPS® survey, a child CAHPS survey with 
selected supplemental questions, and a child CAHPS survey with the CCC item set prior 
to the third quarter of each contract year unless otherwise directed by DHCFP. We will 
also conduct surveys targeting members receiving case management services as well as 
members receiving support through our Member Services Call Center. Improving 
members’ experience of care and service is a key aim for our IQAP, and we will integrate 
member satisfaction and other feedback throughout our IQAP. To that end, we will 
collect member experience data through multiple member satisfaction surveys. 


 
A. The survey(s) must include content on perceived problems in the quality, availability and accessibility 
of care. 


 


Understanding the issues that our members experience and the barriers they face will be 
key to our ability to effectively improve the care and service they receive. We will utilize 
surveys that capture data related to the quality, availability, and accessibility of care and 
that comply with the State’s sampling requirements. For example, composite questions 
included in the CAHPS survey address issues related to quality, accessibility, and 
availability.  


 
Member Satisfaction Survey Measures  


Quality related measures  Ease of understand provider explanations 
 Provider listening carefully 
 Provider showing respect 
 Provider spending enough time 
 Rating of personal doctor  


Accessibility related 
measures 


 Ease in getting necessary care, tests, or treatment 
 Getting appointment with specialist as soon as needed 
 Wait time in office to see provider 


Availability related measures   Getting care for illness/injury as soon as needed 
 Getting non-urgent appointment as soon as needed 
 Availability of needed specialists  


 
B. The survey(s) assess at least a sample of: 
 
1. All recipients; 
2. Recipient requests to change practitioners and/or facilities; and 
3. Disenrollment by recipients. 


 


ALL MEMBERS 
We will contract with an NCQA certified survey vendor to administer our annual CAHPS 
survey with sampling and other methodology as prescribed in the HEDIS® technical 
specifications. In addition to the CAHPS survey, we will conduct targeted Care 
Management (CM) and post-contact Member Services surveys. Our targeted surveys will 
assess member satisfaction with our CM programs, including complex and high-risk OB 
CM services, and the level of satisfaction our members perceive when calling our 
Member Services Call Center for assistance. The QI Director will manage the relationship 
with our certified survey vendor and coordinate with internal departments to facilitate the 
administration of our targeted surveys.  


 


Throughout the year, we also will assess members who contact us to request a change 
in practitioner or facility as well as those indicating that they are considering 
disenrollment from the plan.  







466 
 


 


PROVIDER CHANGE REQUESTS 
At the time of request, we will document provider change requests in our Customer 
Relations Management (CRM) system and, as required, we will monitor the change 
request reasons by asking members specifically about their satisfaction with the 
provider’s quality of care and service, accessibility, and availability. For example, one of 
our affiliate plans conducted an analysis of provider change requests and the mileage 
between the new provider to the member as compared to the original provider as part of 
a CAHPS work group. As a result of the analysis, the plan adjusted their auto-assignment 
policy to assign members within 15 miles rather than 30 miles. 


 


DISENROLLMENT REQUESTS 
Our Member Service Representatives (MSR) will assess members requesting to disenroll 
at the time the request is made. Upon confirmation that a member is requesting 
disenrollment, the MSR will assist the member in completing the Disenrollment Form. If 
the member is disenrolling for reasons not noted on the disenrollment form, the MSR will 
determine the reason for the disenrollment request by asking the member why they are 
making the request, and their level of satisfaction with the quality of care and service 
they receive through the plan and if they are experiencing issues related to the 
accessibility and availability of needed services. We will also request that DHCFP include 
reason for disenrollment on the 834 enrollment form sent to us following disenrollment, if 
it is not already doing so, so that we include that additional information in our 
assessment of member satisfaction.  


 


The MSR will make every possible effort to resolve the member’s concern and retain the 
member. The table below describes the most frequently cited disenrollment reasons from 
our affiliates’ experience and the actions taken to retain the member. Disenrollment 
reasons and actions taken are documented in our CRM system.  


 


Disenrollment Request Reason Actions to Retain Member 


 Availability 


 


 Assist member in finding contracted Provider in their 
area  


 Arrange transportation if needed  


 Accessibility 


 


 Assist member in understanding benefit coverage  
 Assist member with prior authorization process if 


necessary 


 Quality 


 


 Obtain details from member; seek to immediately 
resolve concern 


 Assist member with grievance process 
 Refer concern to Quality Department as appropriate  


 


Documented provider change and disenrollment reasons will be queried from the CRM 
quarterly for trend analysis and follow up action as appropriate. Provider change request 
and disenrollment data will be reported to the QIC semiannually. 


 
C. As a result of the survey(s), the vendor must: 
 
1. Identify and investigate sources of dissatisfaction; 
2. Outline action steps to follow up on the findings; and 
3. Inform practitioners and providers of assessment results. 
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Our QI staff will aggregate and analyze results from our vendor and those from targeted 
surveys and provider change and disenrollment request surveys and prepare them for 
reporting. The analysis will include identifying and investigating sources of 
dissatisfaction and outlining steps and actions for improvement. We will use focus 
groups when appropriate to identify barriers and obstacles that are impeding members’ 
ability to receive quality care and services. We will present survey and focus group 
results to the Member Advisory Committee for discussion and feedback and 
recommendations for actions. The Quality Improvement Committee, which includes 
contracted providers, will review survey results along with the specific recommendations 
for performance improvement interventions or actions. We will share our assessment of 
survey results with our provider network through the Provider Portal, provider 
newsletters, and hard copy requests.  


 
D. The vendor must re-evaluate the effects of the above activities. 


 


Our MCO will follow our QI Model and evaluate the effectiveness of specific actions taken 
as a result of survey findings using targeted performance measures and surveys, and 
evaluate the overall impact on member satisfaction using subsequent routine CAHPS or 
other member surveys. 


 


3.10.17 Standard XI: Standards for Availability and Accessibility  
The vendor must establish standards for access (e.g., to routine, urgent and emergency care; telephone 
appointments; advice; and recipient service lines) and complies with this RFP. Performance on these 
dimensions of access is assessed against the standards. 


 


APPOINTMENT STANDARDS 
We will establish appointment accessibility standards for our Medicaid and Nevada 
Check Up members that comply with the requirements outlined in 3.7.5.8 in the Scope of 
Work and will monitor our performance against those standards. We will disseminate our 
appointment standards to all contracted providers and will assess compliance with the 
standards by conducting the following: 


 Provider Engagement staff will assess appointment accessibility standards during 
field visits and document the results in our Customer Relationship Management 
system. 


 Our Provider Engagement staff will make random calls to verify the following: 


o Contracted provider appointment availability 


o Contracted provider office wait times 


o Hours of operation 


o Monitor that the provider has adequate 24/7 service availability. 


 


Provider Engagement staff will track the results of the field visit assessment and random 
calls and use them to identify providers who need education and/or corrective action 
plans to bring them into compliance with our MCO’s appointment accessibility 
standards. The corrective action process will be implemented in accordance with 
sections 3.8.10.4 – 6 of the Scope of Work. We will also monitor satisfaction with access 
to care through member satisfaction survey results, grievance trends, and feedback 
gathered through the Member Services call center. We will present the results of the field 
visit assessment, the calls to providers, and other monitoring methods described above 
periodically to our senior management team, at least annually to our Quality 
Improvement Committee, and to DHCFP as required.  
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Office Wait Times 
Our MCO will establish written guidelines that ensure our assigned members’ wait time 
at a PCP or specialist office is no more than one hour from the scheduled appointment 
time. Exceptions will be made if the provider is unavailable due to an emergency. We will 
monitor performance through field assessment and an established calling process 
described above. We will implement a corrective action plan when the standards are not 
met, and will closely monitor the providers’ performance until they become compliant 
with the standards. Office wait time audit results will be reported internally and externally 
as described above. 


 


Office Telephone Standards 
We will establish written telephone standards for PCP offices to include, for example, 
that the PCP must have an after-hours system in place to ensure that the member can 
reach the physician or an on-call physician with medical concerns or questions. 
Answering service or after- hours personnel must forward urgent member calls directly 
to the PCP or on-call physician, or instruct the member that the provider will contact the 
member within 30 minutes. In addition, the office phone messaging system must direct 
members to call 911 or go directly to the ER in the event of a life-threatening emergency. 
We will monitor and report PCP compliance with these standards through our 
established process described above.  


 


Service Line Accessibility 
We will monitor our Member Services Call Center and our nurse advice line against CMS 
call center performance standards or standards established for this contract, whichever 
are higher. Our affiliates’ current call center operations meet or exceed CMS standards of 
answering 80% of calls within 30 seconds with an abandonment rate not to exceed 5%. 
We will also track and trend total call time, total in-call waiting time, call types, routing of 
calls, call resolution, and any pending inquiries, among many metrics. We will not place 
time limits on call duration. All performance metrics will be reported quarterly to the 
Quality Improvement Committee. 
 
3.10.18 Standard XII: Medical Record Standards  
3.10.18.1 Accessibility and Availability of Medical Records 
 
A. The vendor must include provisions in all provider contracts for HIPAA compliance with regard to 
access to medical records for purposes of quality reviews conducted by the Secretary of the United 
States, Department of Health and Human Services (the Secretary), DHCFP, or agents thereof.  


 


We will include in all provider contracts provisions for HIPAA compliance with regard to 
storage, access, and transmittal of medical records for the purpose of quality reviews 
conducted by the Secretary of the United States Department of Health and Human 
Services, DHCFP, or other agents. In addition, we will include detailed information related 
to the medical record content and organization, ease of medical record retrieval, and 
maintenance of confidentiality for all PHI in the Provider Manual. 


 
B. Records are available to health care practitioners at each encounter. 


 


We recognize that the medical record is the property of the provider who generates the 
record. As such we will educate and monitor providers to ensure that those records will 
be maintained at the primary care site for each member, and will be available to the 
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provider during each member encounter to properly review and document information 
related to care delivered and to manage the proper coordination of care. In addition, we 
will require primary care providers to transfer the member’s medical record to a new 
primary care provider selected by the member within 10 business days to ensure proper 
continuity of care.  


 


Our QI Coordinators and Provider Engagement Representatives will educate our 
providers through periodic visits on the proper maintenance and storage of medical 
records as well as the need to keep medical records for a period of 10 years from the last 
member visit and longer for minors, as required by state and federal regulations. We will 
include this information in the Provider Manual.  


 
3.10.18.2 Record Keeping 
 
Medical records may be on paper or electronic. The vendor must take steps to promote maintenance of 
medical records in a legible, current, detailed, organized and comprehensive manner that permits 
effective patient care and quality review. Medical records must be maintained as follows: 


 


We will develop a set of standards related to the proper maintenance of medical records 
(records must be legible, current, detailed, organized and comprehensive), both on paper 
and electronic, and policies for the monitoring of provider compliance with such 
standards. We will include those standards, and our monitoring process and audit tool, 
in our policies and procedures and communicate them to providers through the Provider 
Manual, the Provider Portal on our website, and through periodic office visits by our QI 
Coordinators and Provider Engagement Representatives. In the event of significant 
changes to the standards, we will communicate those changes to providers via 
newsletter, through direct mailing/fax, and the Provider Portal. 


 
A. Medical Record Standards – The vendor sets standards for medical records. The records reflect all 
aspects of patient care, including ancillary services. These standards shall, at a minimum, include 
requirements for: 
 
1. Patient Identification Information – Each page on electronic file in the record contains the patient’s 
name or patient ID number;  
 
2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, ethnicity, primary 
language, disability status, address, employer, home and work telephone numbers, and marital status; 
 
3. Allergies – Medication allergies and adverse reactions are promi¬nently noted on the record. Absence 
of allergies (no known allergies – NKA) is noted in an easily recognizable location;  
 
4. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily 
identified including serious accidents, operations, and illnesses. For children, past medical history relates 
to prenatal care and birth;  
 
5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed immunization 
record or a notation that immuniza-tions are up to date with documentation of specific vaccines 
administered and those received previously (by history); 
 
6. Diagnostic information; 
 
7. Medication information; 
 
8. Identification of Current Problems – Significant illnesses, medical conditions and health maintenance 
concerns are identified in the medical record; 
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9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance abuse 
is present for patients twelve (12) years and over and seen three (3) or more times; 
 
10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record. 
Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or other 
documentation signifying review. Consultation and significantly abnormal lab and imaging study results 
have an explicit notation in the record of follow-up plans;  
 
11. Emergency care; 
 
12. Hospitals and Mental Hospitals;  
 
a. Identification of the recipient; 
 
b. Physician name; 
 
c. Date of admission;  
 
d. Initial and subsequent stay review dates;  
 
e. Reasons and plan for continued stay if applicable; 
 
f. Date of operating room reservation if applicable; 
 
g. Justification for emergency admission if applicable; and  
 
h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record for:  
 
1. All hospital admissions that occur while the patient is enrolled with the vendor; and  
 
2. Prior admissions as necessary. 
 
13. Advance Directive – For medical records of adults age 18 and over, the medical record documents 
whether or not the individual has executed an advance directive and documents the receipt of information 
about advance directives by the recipient and confirms acknowledgment of the option to execute an 
advance directive. An advance directive is a written instruction such as a living will or durable power of 
attorney for health care relating to the provision of health care when the individual is incapacitated; and 
 
14. Patient Visit Data – Documentation of individual encounters must provide at a minimum adequate 
evidence of: 
 
a. History and Physical Examination – Comprehensive subjective and objective information obtained for 
the presenting complaints; 
 
b. Plan of treatment; 
 
c. Diagnostic tests; 
  
d. Therapies and other prescribed regimens; 
 
e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up care, call 
or visit. A specific time to return is noted in weeks, months, or as needed. Unresolved problems from 
previous visits are addressed in subsequent visits; 
 
f. Referrals and results thereof; and 
 
g. All other aspects of patient care, including ancillary services.  
 
15. Entry Date – All entries must have date and time noted;  
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16. Provider Identification – All entries are identified as to author; 
 
17. Legibility – The record is legible to someone other than the writer. A second reviewer should evaluate 
any record judged illegible by one physician reviewer.  


 


We will develop and implement policies and procedures for the appropriate recording, 
storage, and management of clinical information that cover all aspects of members’ care 
such as examination and progress notes and documentation of all services received by 
the member, including x-rays and laboratory tests ordered and results, specialty 
consultation results, and all ancillary services. These standards will apply to all areas of 
service, including inpatient, ambulatory, ancillary and emergency care, and will include, 
at a minimum, all of the standards listed below and required by DHCFP in 3.10.18.2.A.  


1. Patient Identification Information – Each page on electronic file in the record 
contains the patient’s name or patient ID number  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
ethnicity, primary language, disability status, address, employer, home and work 
telephone numbers, and marital status 


3. Allergies – Medication allergies and adverse reactions are prominently noted on the 
record. Absence of allergies (no known allergies – NKA) is noted in an easily 
recognizable location  


4. Past Medical History [for patients seen three (3) or more times] – Past medical 
history is easily identified including serious accidents, operations, and illnesses. For 
children, past medical history relates to prenatal care and birth 


5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a 
completed immunization record or a notation that immunizations are up to date with 
documentation of specific vaccines administered and those received previously (by 
history) 


6. Diagnostic information 


7. Medication information 


8. Identification of Current Problems – Significant illnesses, medical conditions and 
health maintenance concerns are identified in the medical record 


9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) 
or more times 


10. Consultations, Referrals, and Specialist Reports – Notes from any consultations are 
in the record. Consultation, lab, and x-ray reports filed in the chart have the ordering 
physician’s initials or other documentation signifying review. Consultation and 
significantly abnormal lab and imaging study results have an explicit notation in the 
record of follow-up plans 


11. Emergency care 


12. Hospitals and Mental Hospitals  


a. Identification of the recipient 


b. Physician name 


c. Date of admission 


d. Initial and subsequent stay review dates 


e. Reasons and plan for continued stay if applicable 


f. Date of operating room reservation if applicable 


g. Justification for emergency admission if applicable  


h. Hospital Discharge Summaries – Discharge summaries are included as part of 
the medical record for:  
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1.  All hospital admissions that occur while the patient is enrolled with the 
vendor  


2.  Prior admissions as necessary 


13. Advance Directive – For medical records of adults age 18 and over, the medical 
record documents whether or not the individual has executed an advance directive 
and documents the receipt of information about advance directives by the recipient 
and confirms acknowledgment of the option to execute an advance directive. An 
advance directive is a written instruction such as a living will or durable power of 
attorney for health care relating to the provision of health care when the individual is 
incapacitated  


14. Patient Visit Data – Documentation of individual encounters must provide at a 
minimum adequate evidence of: 


a. History and Physical Examination – Comprehensive subjective and objective 
information obtained for the presenting complaints 


b. Plan of treatment 


c. Diagnostic tests 


d. Therapies and other prescribed regimens 


e. Follow-up – Encounter forms or notes have a notation, when indicated, 
concerning follow-up care, call or visit. A specific time to return is noted in 
weeks, months, or as needed. Unresolved problems from previous visits are 
addressed in subsequent visits 


f. Referrals and results thereof 


g. All other aspects of patient care, including ancillary services  


15. Entry Date – All entries must have date and time noted  


16. Provider Identification – All entries are identified as to author 


17. Legibility – The record is legible to someone other than the writer. A second 
reviewer should evaluate any record judged illegible by one physician reviewer.  


 
3.10.18.3 Record Review Process 
 
A. The vendor must have a system (record review process) to assess the content of medical records for 
legibility, organization, completion and confor¬mance to its standards; and 


 


We will have policies and procedures that will describe the process to review the 
legibility, organization, and completeness of information contained in medical records 
maintained by our providers, as well as compliance with other medical record standards, 
such as ease of medical record retrieval and maintenance of confidentiality for all PHI.  


 


We will utilize an assessment tool that contains all standards to be assessed, a scoring 
structure (Met, Needs Improvement, Not Met, NA), and a scale of possible points. The 
passing score will be 80% compliance with all required record-keeping standards for all 
records reviewed. We will require a corrective action plan for providers scoring below 
80% and conduct a re-audit 6 months from the time of the initial notification. For those 
providers who remain below 80% at the time of the second audit, the Chief Medical 
Director will follow up with the provider and may refer the case to the Quality 
Improvement Committee or Peer Review Committee, if appropriate. 


  


We will conduct medical record audits as a component of the following processes: 


 Review of a sample of medical records collected for the HEDIS® hybrid data 
collection process 







473 
 


 Review of a sample of medical records based on provider volume of members 
and/or past documentation deficiencies 


o Assess high volume PCP and OB/GYN specialists with a least 50 members. 


 


Additionally, any provider may be chosen during the year for focused chart review for 
purposes of utilization review, quality management, medical claim review, or member 
complaint/appeal investigation. Our QI staff will select a random sample of members 
currently receiving services from the targeted providers during the specified time frame 
of the audit. Ten medical records (corresponding to 10 members) will be requested for 
providers with a panel smaller than 500 members and 15 for those with a panel of 500 
members or larger. 


 
B. The record assessment system must address documentation of the items listed in Medical Records 
requirements above. 


 


The Medical Record audit will address and document compliance with all of the record-
keeping standards required under section 3.10.18.2. In addition, we will assess: 


 Evidence of under- or over-utilization of consultants 


 Evidence that the patient was placed at inappropriate risk by a diagnostic or 
therapeutic procedure (does the care appear to be medically necessary?) 


 Evidence that preventive screening and services were offered in accordance with 
our clinical practice guidelines 


 Record format is organized and consistent 


 Records are stored in a secure manner that allows easy retrieval by authorized 
personnel only. 


 Evidence of provider staff receiving documented periodic HIPAA and PHI training. 


 
3.10.19 Standard XIII: Utilization Review  
 


Leveraging the experience and expertise of our parent company and affiliates serving 
over 10 million members nationwide, our UR Program will encompass the formal 
assessment of medical necessity, efficiency, and/or appropriateness of health care 
services and treatment plans on a prospective, concurrent and retrospective basis. As 
further described below, we will have mechanisms in place to ensure services are not 
arbitrarily denied or reduced based on diagnosis, type of illness or condition. Our UR 
program also includes policies and procedures for monitoring over- and under-utilization 
of services. The scope of our UR Program will apply to all eligible members across all 
product types, age categories and range of diagnoses as well as all services and care 
settings across the continuum of care. The goals of our UR Program will be to optimize 
members’ health status, sense of well-being, productivity, and access to quality health 
care, while at the same time actively managing cost trends.  


 
3.10.19.1 Written Program Description 
The vendor must have a written utilization review management program description, which includes, at a 
minimum, policies and procedures to evaluate medical necessity, criteria used, information sources and 
the process used to review and approve the provision of medical services.  


 


Utilization Management Program Description. We will maintain a written UR Program 
Description, exclusive to Nevada, that will address procedures and criteria used to 
evaluate medical necessity, information sources, timeframes and the process for 
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reviewing and approving provision of medical, behavioral health, pharmacy and vision 
services. It will also outline the program structure and include a clear definition of 
authority and accountability for all activities between we and entities to which we may 
delegate or subcontract UR activities. The Program Description will identify designated 
physician and behavioral health practitioners and evidence of their involvement in our 
UR Program development and implementation. Our Program Description will include, but 
not be limited to, a description of all UR-related committees, their responsibilities, the 
titles of staff and providers who participate, meeting frequency, and maintenance of 
meeting minutes that reflect committee decisions as appropriate. The UR Program 
Description will be reviewed and updated at least annually and approved by our 
Utilization Management Committee, which includes both internal staff and representation 
from network physicians.  


 


UR Work Plan. A component of our UR Program Description will be an associated UR 
Work Plan that sets measurable goals, establishes specific objectives, identifies 
strategies and activities to be undertaken, monitors results and assesses progress 
towards stated goals. This includes the activities that must be completed by each 
department and all supporting committees throughout the measurement year. The 
annual UR Work Plan will specify the activities, the person(s) responsible for the activity, 
the date of expected task completion and the monitoring techniques that will be used to 
ensure completion within the established timeframe. The Work Plan will be reviewed by 
the UR Committee on an annual basis and at regular intervals throughout the year, as 
needed.  


 


Annual Program Evaluation. The annual UR Program Evaluation will include an 
executive summary of the Program, a summary of all UR activities, the impact the 
program has had on members' care, an analysis of the achievement of stated goals and 
objectives and the need for program revisions and modifications. Program evaluation 
findings will be used in developing the annual UR Program Description and Work Plan 
for the subsequent year. The Health Plan will submit the approved annual QM/QI Program 
Evaluation report to DHCFP, as specified by the State. 


 
3.10.19.2 Scope 
 
The program has mechanisms to detect under-utilization as well as over-utilization.  


 


Our UR Program will include policies, processes and systems to detect under- and over-
utilization. Our comprehensive family of integrated decision support and health care 
informatics solutions will be used to assist our UR and Care Management (CM) staff in 
identifying instances of over- and under-utilization of health care services. Through our 
Health Information Platform (HIP), we have the ability to report on all datasets in our 
platform, including those for HEDIS, EPSDT services, claims timeliness, and other critical 
aspects of our operations.  


 


We will identify patterns of under-, over-, and inappropriate utilization by continually 
monitoring and analyzing UR data (i.e., claims, encounters) from clinical processes, 
activities, and programs including prospective, concurrent and retrospective review; 
adverse determinations; Care Management; preventive care; transition planning; and 
drug utilization review. Our staff will review and analyze a variety of utilization data 
reports on a regular basis (i.e., daily, weekly, monthly, quarterly, and ad hoc). We will 
monitor and analyze data at aggregate and detail levels by member, individual provider 
or facility, provider specialty, type of service, diagnosis, place of service, region, and 
comparing services authorized to services received. Our analysis will include medical, 
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behavioral health, pharmacy and vision utilization data. Each report will include a drill-
down capability to more specific areas of interest.  


 


We will review the following types of utilization reports: 


 Daily inpatient census including admissions; length of stay; unplanned readmissions; 
top ER diagnoses; and frequent ER use 


 Key outpatient measures including ER visits per 1,000 members; recommended 
preventive care exams and screenings (EPSDT, cervical cancer screenings, etc.); 
specialty provider referrals; laboratory, radiology, and other ancillary services; 
certain selected procedures (such as hysterectomies); and utilization related to 
ambulatory care sensitive conditions 


 Quality of service indicators such as out of network care; adverse determinations that 
reduce or deny authorization of service and the types of services impacted; and 
member and provider satisfaction, including grievances and appeals related to 
services delivered or denied, timeliness of decision-making, and telephone 
responsiveness data 


 Key readmission indicators such as three or more ER visits in the past six months, 
the top three percent of member users of ERs, frequent ER visits at multiple facilities, 
two hospital admissions within 12 months, seven- and 30-day follow-up visits after 
behavioral health admission, pharmacy, and predictive modeling of members likely to 
be readmitted  


 Pharmacy indicators such as psychotropic or narcotic polypharmacy, narcotic 
prescriptions from multiple prescribers or filled at multiple pharmacies; members 
who have a high use of rescue inhalers and not enough maintenance medications; 
and denials of specialty drug requests 


 


We also identify potential under-, over-, and inappropriate utilization of services, or 
potential fraud, abuse, and waste through staff contact with members and providers. For 
example, CMs interacting with members and providers may identify potential utilization 
issues during care plan monitoring or other face-to-face or telephonic interactions. In 
each case, performance will be compared to average network performance or national 
benchmarks to identify issues. Our UR/QI staff work with our Provider Relations staff and 
Medical Director to address over- and under-utilization of services at an individual 
provider level or overarching network level.  


 
3.10.19.3 Pre-Authorization and Concurrent Review Requirements 
 
For vendors with pre-authorization or concurrent review programs: 
 
A. Pre-authorization and concurrent review decisions must be supervised by qualified medical 
professionals; 


 


All pre-authorization and concurrent review decisions are supervised by qualified 
medical professionals. Our UR Program Description will specify the type of personnel 
responsible for each level of UR decision-making including supervision by appropriately 
licensed professionals. Job descriptions will define the qualifications, education, training 
and professional experience in medical or clinical practice required for the position. Any 
decision to reduce or deny a requested service will be made by a physical health or 
behavioral health care professional that has appropriate clinical expertise in treating the 
member’s condition or disease. 
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Our Chief Medical Director (CMD) has accountability and responsibility for compliance 
with the UR Program in accordance with quality standards and contract, state and federal 
requirements. For example, the CMD provides clinical support to the UR staff in the 
performance of their UR responsibilities; assures that reviews of cases that do not meet 
medical necessity criteria are conducted by appropriate physicians in a manner that 
meets all pertinent statutes and regulations and takes into consideration the individual 
needs of the involved members; reviews, approves, and signs denial letters for cases 
that do not meet medical necessity criteria after appropriate review has occurred in 
accordance with plan policy; and communicates/consults with practitioners in the field 
as necessary to discuss UR issues. 


 


A behavioral health practitioner will be involved in the implementation, monitoring and 
directing of behavioral health aspects of the UR Program and a pharmacist oversees the 
implementation, monitoring and directing of pharmacy services. In addition to the CMD, 
we may have one or more associate Medical Directors to conduct utilization reviews and 
ensure compliance with decision timelines. 


 
B. Efforts must be made to obtain all necessary information, including pertinent clinical information, and 
consult with the treating physician, as necessary; 


 


When conducting utilization review, we will require only the minimally necessary 
information to complete the review. The information required will not be overly 
burdensome for the member, the practitioner/staff or the health care facility staff. We will 
require only the section(s) of the medical record necessary to determine medical 
necessity or appropriateness of the admission or extension of stay and frequency or 
duration of service.  


 


Lack of Clinical Information. During the clinical review process, UR staff attempt to 
collect all information necessary to make the determination. This includes follow-up 
outreach to providers to obtain additional information. If the information presented does 
not meet the clinical review criteria, the UR staff will notify the requesting provider that 
the case is being referred to a Medical Director and inform them of the opportunity to 
consult with the Medical Director at this time. The Medical Director may also choose, at 
any time during the review process, to consult with the requesting provider to obtain 
additional information prior to making a final determination.  


 


For prospective and concurrent review, we will base determinations solely on the 
medical information available at the time of determination. For retrospective review, we 
will base determinations solely on the information available to the attending physician or 
ordering provider at the time the service was provided.  


 


Minimizing Denials. The Health Plan will provide ongoing provider communication and 
education of the authorization process. UR staff will explain what information is needed 
when providers call for authorization. InterQual SmartSheets are viewable on our secure 
Provider Portal to guide providers in what clinical information will be needed to make 
determinations for medical procedures. We continue to look for other solutions to reduce 
provider hassles such as linking directly with provider electronic medical records to 
improve the efficiency of the prior authorization process.  


 
C. The reasons for decisions must be clearly documented and available to the recipient; 
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The Health Plan will use our fully integrated state-of-the-art Health Management Platform 
to support our utilization review, discharge coordination and care management 
processes. Both physical and behavioral health UR and Care Management staff will use 
the Platform, ensuring a truly integrated approach to utilization management and 
coordination of care.  


 


Our Health Management Platform automatically assigns a prior authorization number at 
the time an authorization is created. All entries are electronically date and time stamped 
indicating user name and appropriate suffix. The Platform enables electronic assignment 
of “owners” to a request and transfers requests automatically to appropriate staff for 
review based on a predefined workflow process. To ensure clear and comprehensive 
documentation, information that UR staff will document for both approved or denied 
services include: 


 Name and title of the caller/requester  


 Date and time of the request (whether submitted by phone fax or through our 
Provider Portal)  


 Clinical synopsis inclusive of timeframe of illness or condition, diagnosis and 
treatment plan 


 Clinical guideline or other rationale for the decision, and any alternative service 
approved in lieu of the original request  


 Date and mechanism of notifications  


 


Our adopted medical necessity criteria are embedded within our Health Management 
Platform supporting consistent application of criteria and clear documentation of the 
review process and rationale for decision-making. Supporting medical records, letters 
and associated communications are linked to the same authorization number. Our Health 
Management Platform also includes fully integrated appeals workflow management for 
timely appeals process support, management, and reporting.  


 


Member Access to Decision Rationale. The reason for any adverse determination will be 
included in the Notice of Action letter. Additionally, members may request a copy of the 
decision rationale by contacting our UR Department.  


 
D. The vendor’s prior authorization policies and procedures must be consistent with provision of covered 
medically necessary medical, behavioral, and social care in accordance with community standards of 
practice; 


 


The Health Plan’s UR Program aims to provide services that are a covered benefit, 
medically necessary, appropriate to the patient's condition, rendered in the appropriate 
setting and meet professionally recognized standards of care. Our UR guidelines ensure 
timely access to appropriate services that help members achieve the highest possible 
levels of health, wellness, functioning and quality of life. We will use clinical decision 
support criteria, developed using or based upon, nationally recognized criteria reflecting 
evidence-based clinical practice, along with DHCFP program requirements, to determine 
the medical necessity of covered services requiring authorization. Criteria will be 
selected to enable authorization personnel to determine whether services are appropriate 
for the member’s condition, provided in an appropriate setting and meet professionally-
recognized standards of care, while considering any special circumstances that may 
require deviation, such as functional decline, disability, co-morbidities, or risk of 
institutionalization. Our UMC, which includes contracted providers of various specialties, 
reviews all UR criteria/guidelines annually and revises them as needed for consistency 
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with current clinical practice guidelines, compliance with DHCFP requirements as well as 
federal requirements under the Mental Health Parity and Addiction Parity Act, and local 
practice patterns. The UMC sends recommended guidelines each year to the QIC for final 
approval.  


 


Clinical Policy Committee. In cases where criteria or practice guidelines do not exist or 
need to be modified in order to accommodate local practice patterns, our Corporate 
Clinical Policy Committee (CPC), which includes Medical Directors and nurses from each 
affiliate health plan, will develop criteria in the form of Clinical Policies. The CPC reviews 
sources including, but not limited to, scientific literature, government agencies such as 
Centers for Medicare and Medicaid Services (Coverage Determinations and other 
policies), specialty societies, and input from relevant specialists with expertise in the 
technology or procedure. Our Chief Medical Director will participate in the CPC and may 
submit guideline development requests to the Corporate Chief Medical Officer. The CPC 
develops guidelines based on such requests and on new technologies, procedures, and 
certain durable medical equipment. Our Chief Medical Director will work with the CPC 
and DHCFP to ensure guidelines incorporate Nevada requirements, local practice 
patterns and the needs of our members.  


 
E. There must be well-publicized and readily available mechanisms for recipient appeals and grievances 
as well as provider disputes. Providers may pursue an appeal on the recipient’s behalf with the recipient’s 
written authorization. The Notice of Action must include a description of how to file an appeal; 


 


Communicating the Grievance Process to Members. The Health Plan will have a 
well-publicized and readily available mechanism to receive, investigate and resolve 
member appeals and grievances. We educate our members about how to contact our 
Member Services Department if they have an inquiry or concern, and about grievance, 
appeal, and State Fair Hearing processes, in the Member Handbook, on our Member 
Portal, and at least annually in our Member Newsletters. All materials will be written in 
easy-to-understand language at no more than an 8th grade reading level. Each mailed 
Notice of Action letter also includes the member’s rights and processes for grievances, 
appeals and the State Fair Hearing process, including that providers may submit an 
appeal on a member’s behalf with the member’s written authorization.  


 


Communication to Providers. All contracted providers receive information about the 
process for grievances and appeals and our provider dispute process during provider 
orientation, in written communications such as the Provider Manual and Provider 
Newsletter as well as on our Provider Portal. We also post this information on our public 
website, which is available to out of network providers. We will provide printed copies, 
upon request, for anyone who cannot access the website. This includes notification that 
a provider may submit an appeal on behalf of the member with the member’s written 
authorization.  


 
F. Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled recipient; 


 


As further described in our response to 3.13.5, Handling of Grievances and Appeals, we 
will ensure appeal and grievance decisions are made as expeditiously as the member’s 
health condition warrants while maintaining compliance with the timeframes outlined in 
the RFP, Medicaid Service Manual and applicable state and federal laws. We will have 
processes in place for both standard and expedited appeal resolutions. Our management 
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staff continuously monitor compliance with these timeframes through daily reporting and 
routine audits of grievance and appeal files.  


 
G. There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, 
provider satisfaction or other measures; 


 


At least annually, we will conduct an evaluation of our member and providers’ 
satisfaction with the UR program as well as other components of our operations. 
Mechanisms of information gathering may include, but are not limited to:  


 CAHPS member satisfaction survey results  


 Provider satisfaction survey results 


 Tracking by type of member and provider complaints and appeals that relate 
specifically to UR 


 Conducting member and provider experience surveys with specific questions 
about the UR process 


 Soliciting feedback from members and providers who have been involved in 
appeals related to UR 


 


The evaluation includes analysis of information at aggregate and detailed levels. For 
example, we will identify the top reasons for grievances and conduct analysis to 
determine cause. We also analyze appeals by service type and determination (upheld or 
overturned). When analysis of the above information reveals areas of dissatisfaction for 
either members or providers, we will take action to improve on these areas. Examples of 
such actions may include, but are not limited to: 


 Member/Provider education 


 Revision of member/provider materials 


 Staff re-training 


 


The results of the analysis are presented to the UMC and QIC at least annually. The 
Committee may assist in determining appropriate actions for improvement. Based on 
this information we may make changes in processes or policy such as removing or 
adding an item to the prior authorization list. Additionally, the survey results, analysis, 
corrective actions and subsequent outcomes are included as part of the annual UR 
Program Evaluation.  


 
H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation to 
individuals or entities that conduct utilization management activities is not structured so as to provide 
incentives for the individual or entity to deny, limit, or discontinue medically necessary services to any 
recipient; and 


 


As described in our response to 3.4.2.2, UR decisions will be based on appropriateness 
of care and service and existence of coverage. We will not arbitrarily deny or reduce the 
amount, duration, or scope of a required service solely because of the diagnosis, type of 
illness, or condition. Our UR employees’ compensation includes hourly and salaried 
positions. The Health Plan and its delegated UR agents will not permit or provide 
compensation or anything of value to its employees, agents, or contractors based on:  


 The percentage of the amount by which a claim is reduced for payment, or the 
number of claims or the cost of services for which the person has denied 
authorization or payment; or  


 Any other method that encourages the rendering of an adverse determination  
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All individuals involved in UR decision making sign an ‘Affirmative Statement about 
Incentives’ acknowledging that we does not specifically reward practitioners or other 
individuals for issuing denials of coverage or care and that we do not offer financial 
incentives for UR decisions that result in underutilization. Staff receive this statement 
upon hire and annually thereafter. 


 
I. If the vendor delegates responsibility for utilization management, it has mechanisms to ensure that the 
delegate meets these standards.  


 


We will engage the expertise of our fully integrated affiliate subcontractors to conduct 
UR for Behavioral Health Services and Vision Benefits. We will also engage a national 
imaging benefit manager to conduct utilization review for high tech imaging services 
such as CT Scan, MRI, and PET Scans. The Health Plan understands that we will be 
ultimately responsible for all products, services and obligations agreed to by the health 
plan and the State of Nevada and that we must certify and warrant all subcontractor 
work. Our subcontracts, including those with our affiliate companies, contain appropriate 
provisions and contractual obligations as well as formal monitoring processes to ensure 
the successful fulfillment of all contractual standards, including UR and quality 
standards described in Section 3.10 of this RFP. Our monitoring process, further 
described in 3.7.4, includes a pre-delegation audit, ongoing reporting, at least quarterly 
joint operation meetings, and an annual delegation audit that incorporates file reviews. 
Findings of these audits are reviewed with the subcontractor and presented to our 
Quality Improvement Committee at least annually.  


 


3.10.20 Standard XIV: Continuity of Care System  
The vendor has put a basic system in place, which promotes continuity of care and case management. 
The vendor must take a comprehensive and collaborative approach to coordinate care for the eligible 
population and conditions as specified by DHCFP through an effective case management program, 
partnerships with primary care physicians and specialists, other service providers and recipient 
participation, recipient/family outreach and education, and the ability to holistically address recipient’s 
health care needs. Care coordination must include not only the specific diagnosis, but also the 
complexities of multiple co-morbid conditions, including behavioral health, and related issues such as the 
lack of social or family support.  


 


We will have in place a system of comprehensive, culturally relevant, and innovative 
strategies to promote continuity of care and case management that is member-centric 
and rooted in an integrated care approach. This system, described in more detail 
throughout our responses to Section 3.10.20 and its subsections, is informed by our 
affiliates’ experience in multiple states managing care across the continuum for complex 
and high risk members with the same or similar conditions specified by DHCFP. These 
members have a wide range of needs and conditions such as high-risk pregnancy, 
neonatal intensive care unit (NICU), trauma, acute conditions, transplants, physical 
disabilities, behavioral health conditions including, but not limited to Serious Mental 
Illness and Serious Emotional Disturbance (SMI/SED), and other chronic and complex 
conditions, as well as preventive care for adults and children. We understand the value 
of partnerships with providers and the importance of member/family participation and 
education as part of care management approach. Additionally, our approach recognizes 
the key role of social determinants of health in improving outcomes for this population, 
addressing them via our integrated team model that includes social workers, outreach 
staff, and Community Health Workers in addition to clinicians. Our programs have 
received numerous awards which recognize innovative work and new best practices that 
decrease fragmentation, ensure safe transitions of care, and improve the patient 
experience while containing overall health care costs. Creating this integrated system 
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ensures we address the member’s needs holistically, supporting each participant in the 
member’s system of care to understand the full range of member needs, co-morbid 
conditions, and the interplay of clinical and non-clinical conditions on overall health and 
outcomes.  


 


We will build on the national experience of our parent company and its affiliate health 
plans to implement a best practice Care Management program that incorporates a 
person-centered, whole-health approach. We will implement proven strategies to connect 
members to, and coordinate across, the covered and non-covered services necessary to 
address their full range of needs (physical health, behavioral health and social needs), 
and maximize functioning, health, and quality of life. Our affiliates have implemented 
similar strategies in other markets, demonstrating success through metrics such as 
reductions in hospital admissions and ED visits. For example, an internal analysis of 
members in care management during 2014 across all our affiliate health plans (using 
observational analysis method) found that, on average, our CM Program resulted in 
significant savings in inpatient 
hospital and ED PMPM costs ($226 
and $19 PMPM, respectively). The 
managed population had better 
compliance rates in many HEDIS 
measures and the analysis 
concluded that our care 
management efforts resulted in 
more appropriate and improved 
quality of care. 


 


Engaging Providers and Members through an Integrated Care Team Approach 
 


Our Care Management Program and integrated model place members at the center of an 
interdisciplinary Care Management Team (CM Team). Our CM Teams are comprised of 
nurse and BH clinician Care Managers (CMs), social workers, member outreach staff, a 
Health Coach, a pharmacist, caregivers and informal supports, and community providers 
as appropriate. Our staff works in partnership with the PCP/medical home, BH provider 
(or BH Home when appropriate), specialists, and providers of non-covered and 
community/social services, the member, and family/informal supports to holistically 
address the member’s health care/social needs. The CM Team provides outreach, 
education and support to the member and their family/supports to ensure member 
participation, person-centered care, shared-decision making and member self-
management. The CM Team also coordinates the full spectrum of care and services each 
member needs related to specific physical and behavioral health diagnoses as well as all 
co-morbid conditions and lack of social or family support, housing needs, 
homelessness, and other social determinants of health. 


 


Through this member-centric model, we work continuously with the member, family, 
supports, and providers to assess the level of service needs and supports that will 
maximize progress toward the members’ goals and improved health outcomes. This 
includes continual evaluation of the appropriate level of care. Throughout the course of 
contact with a member they may experience more acute needs or a reduction in the level 
of care that is needed to meet their goals. Our CM Team follows the member through this 
process and assists in transitioning through all levels of care as clinically appropriate 
and indicated to achieve optimal health and wellness for the member. 


 


Inpatient Admissions and ED Visits:  


All Affiliates, Q3 2014 to Q3 2015 


METRIC REDUCTION 


TANF members Inpatient Admissions 15.8% 


SSI members Inpatient Admissions 6.0% 


TANF members ED visits 6.4% 
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Going Beyond the Individual Diagnosis to Address Multiple Co-Morbidities and 
Social Determinants of Health 


 
We understand that our system to ensure continuity and coordination of care must be 
tailored to meet the unique needs of and circumstances within Clark and Washoe 
Counties. We have been on the ground in Nevada meeting with providers, policymakers, 
and community organizations and know that the recent increase in the Medicaid 
population has created a challenge to access, which can result in members’ needs going 
unmet or not being met in a timely manner and, in turn, this drives up unnecessary and 
avoidable utilization. This is a particular problem for members with complex needs and 
those with risk factors, such as serious behavioral health issues or complex medical 
conditions, but affects the long-term health of all members. In our experience in other 
markets, developing partnerships with providers that go beyond just typical contracting 
is a key element of successfully addressing such challenges and improving outcomes 
for members. We are designing our system for continuity and coordination of care to 
incorporate and support key provider partnerships we are developing (which we describe 
throughout our response to 3.10.20 and its subsections), through strategies that will 
include but not be limited to: 


 Embedding our Care Management staff at provider locations to provide in-person 
assistance to members and more closely coordinate with Providers. 


 Joint training initiatives to improve appropriate utilization by members as well as 
enhance both our Care Management staff and Provider ability to coordinate and 
improve service to members. 


 Provision of data and other support to expand Patient Centered Medical Homes 
and Health Homes, and enhance medical home Provider oversight and 
coordination of care. 


 Collaboration with Providers on appropriate, timely discharge and transitions to 
the next level of care. 


 
We are also designing our system to support the overall system of care through 
developing partnerships with community organizations and providers of non-covered 
services, as well as our network, to improve access and coordination of care. Such 
strategies will include: 


 Collaborating with FQHCs and school based health clinics to improve access to 
and coordination of primary care. 


 Developing Community Health Collaboratives that bring together organizations 
such as local affiliates of the National Alliance on Mental Illness, homeless 
shelters, and network providers such as FQHCs and BH providers to improve 
timely identification of needs and linkage to resources, as well as coordination of 
the member’s full range of services and collaborative development of creative 
solutions to fill gaps. 


 
The MCO vendor will have a geographically based care manager for in person assistance. Upon request 
of the Director of DHHS and/or the Administrator of DHCFP, care managers must be available to conduct 
home visits of recipients within forty eight (48) hours of being identified as high risk for serious health, 
safety and welfare issues. 


 


We will locate Care Managers and Care Management staff in both Clark and Washoe 
Counties to ensure our ability to provide timely in-person assistance when needed. We 
will continuously monitor the geographic distribution of our members and adjust staff 
locations when needed to ensure our staff are readily accessible to our membership. We 
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will also locate Care Management staff onsite at community locations, such as locating 
BH clinician Care Managers at HELP of Southern Nevada and First Person Complete Care 
(an FQHC), to provide in-person assistance to our members already receiving services at 
these locations.  


 


When we identify a member as high risk for serious health, safety, and welfare issues 
through our Health Risk Screening, referral (from a member, provider, or other party), or 
request from the Director of DHHS and/or DHCFP Administrator, a Care Manager will 
conduct a home visit within 48 hours of the identification to conduct a comprehensive 
assessment of the member’s needs (see our response to 3.10.20.1 below for more detail 
on our HRS and comprehensive assessment processes). 


 
The vendor will train staff, receive available technical assistance, and adhere to the system of care values 
and principles and will use evidenced based practices for individualized services. See Attachment V ~ for 
System of Care Principles. 


 


Our affiliates’ experience with System of Care principles similar to those in Attachment V 
position us well to support Nevada’s efforts to implement System of Care principles, 
including activities related to the implementation grant received from SAMHSA’s 
Children’s Mental Health Initiative.  


 


STAFF TRAINING 
We will provide all Care Management staff with training on System of Care values and 
principles, and evidence-based practices that support those values and principles, such 
as trauma-informed care, Motivational Interviewing, recovery and resiliency, and Mental 
Health First Aid (see our response to 3.10.20.2.G below for more details on Care 
Management staff training). Supervisors will review a sample of care plans as well as 
Member Satisfaction data monthly to monitor Care Management staff adherence to SOC 
principles. This data will include member and Provider complaints as well as feedback on 
member surveys of satisfaction with Care Manager performance that identify consistency 
with SOC principles. Supervisors will follow up individually with additional training for 
any Care Manager who is not applying SOC principles effectively and consistently.  


 


RECEIVING AVAILABLE TECHNICAL ASSISTANCE  
Our Care Management Director will participate in required and other available technical 
assistance to ensure our efforts support state policy and implementation grant progress 
as well as improved outcomes for our members, and will modify our SOC training to 
reflect updated and new information and feedback received via technical assistance.  


 


ADHERING TO SYSTEM OF CARE VALUES AND PRINCIPLES  
The cornerstone of our approach to adhering to and promoting System of Care values 
and principles is our support for a strong partnership among children/youth, 
families/caregivers, physical and BH providers, public agencies, private organizations 
and education to create an integrated system of care for children. We will operationalize 
this approach through the following: 


 Our Care Management Teams will include specialized clinical staff with expertise 
in children’s mental health issues, family and system dynamics, and SMI/SED 
needs for both adults and children. They will support the principles of SOC by 
focusing on prevention and early intervention; delivering services in a culturally 
competent, strengths based manner; and promoting service delivery in the least 
restrictive setting possible with a focus on family support.  
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 We use evidence-based engagement strategies such as Motivational Interviewing 
to encourage full participation by youth and their families/guardians/caretakers in 
care planning and monitoring.  


 Our integrated, strengths-driven, child/family-driven Care Plans identify the 
strengths of the child and their family/guardian/caregivers and are dynamic and 
responsive to change. We will work with children/youth and their families to agree 
upon clearly-stated, measureable goals that we will use to drive and measure 
improvement. 


 Our provider contract requirements, training, and ongoing monitoring enable us 
to ensure that services are child-focused; coordinated to best respond to the 
multiple needs of children/youth and their families/care-givers; community based; 
culturally competent; and developmentally appropriate. Delivery will be at the 
least restrictive level of care, with well-coordinated transitions between care levels 
(see our response to 3.4.4.1 for more detail on our transition of care processes). 


 Our Peer Support Specialist will be responsible for maintaining collaborative 
relationships and ensuring the effective collection and dissemination of 
information related to the delivery of peer support services to members served 
through community mental health centers, local governing entities, schools, and 
correctional systems. This position also serves as the primary point of contact for 
state administrators regarding peer support services, and engages with the 
advocacy community in a strong, collaborative and proactive manner to ensure 
strong community relationships and a constantly updated array of peer services 
that can support members and their families as well as the communities in which 
these services are offered.  


 


In addition, we are developing partnerships with Nevada providers and key community 
stakeholders to apply SOC values and principles to improve care and outcomes. For 
example, we will be working with Montevista, an inpatient BH facility in Clark County with 
dedicated child/adolescent beds. Montevista works with the local school district to 
ensure that the education for children in the facility is not disrupted. Signficantly, this 
partnership enables those children to obtain a high school diploma (not a GED, which 
can add to the stigma a child with BH needs already experiences). Our discussions to 
date have focused on how we can work together to expand access to care as well as 
address issues such as high utilizers/frequently admitting members and barriers to 
continued care in an outpatient setting. Solutions we are working on include: 


 Embedding our care and/or utilization management staff within Montevista’s 
facility to assist with discharge planning as well as coordination of services 


 Identifying direct contact relationships between Montevista staff and our Care 
Managers 


 Offering bridge appointments for post-discharge members at high-risk of 
readmission, with our Care Managers calling in or attending the appointment with 
the member to assist with communication and follow-up 


 Establishing value based contracting arrangements to incentivize appropriate 
level of care. 


 


We also plan to apply to be a member of the Clark Citizen's Advisory Committee, which 
provides input to Clark County and the public on the juvenile justice system and 
promotes SOC values and principles to strengthen youth and families.10 
 


                                                 
10 http://www.clarkcountynv.gov/jjs/Pages/JuvenileJusticeServicesCitizensAdvisoryCommittee.aspx 
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USING EVIDENCE BASED PRACTICES FOR INDIVIDUALIZED SERVICES 
We will ensure the use of evidence-based practice (EBP) for individualized services 
through educating providers on SOC principles and providing initial and ongoing 
training, including maintaining information on our Practice Improvement Resource 
Center which is available on our Provider Portal. Our provider training for BH providers 
provides training on a variety of topics related to behavioral health and social 
determinants, including but not limited to peer supports, recovery and wellness, and 
trauma informed care. We will offer these trainings during implementation and ongoing, 
both through workshops and webinars as well as face-to-face provider visits. In addition, 
our Provider Engagement team is also able to leverage any additional topic that our 
parent company or affiliates develop in other states, such as trainings on topics 
requested by our affiliates’ providers. See our response to requirements 3.7.8.2 and 
3.7.9.1 for additional detail on our provider training program and processes. 


 


Additionally, we will provide incentives for members to access care according to 
evidence-based recommendations. For example, we will incentivize parents of members 
aged five or under who have an ADHD diagnosis to access evidence-based behavioral 
interventions to manage ADHD symptoms prior to starting medication. Members five and 
under with an ADHD diagnosis who have attended individual or family therapy or 
psychological testing related to the diagnosis will receive a teddy bear and a book that 
explains different types of feelings and has blank pages for the child to draw or write 
down their own thoughts, feelings or questions. If the parent/guardian attends parent 
skills training related to ADHD this would also make them eligible for the incentive.  


 
3.10.20.1 Vendor must offer and provide case management services which coordinate and monitor the 
care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) or extensive 
services.  


 


As described below, we will offer and provide case management services through our 
Care Management Program (CM Program) to coordinate and monitor care for recipients 
with specific diagnoses and those who require high cost (over $50,000) or extensive 
services as well as assistance with coordination. 


 


CM PROGRAM OVERVIEW 
Our program will include care coordination, disease management, and care management, 
collectively referred to as Care Management. Our CM Program is based on the evidence-
based Integrated Case Management program promoted by the Case Management Society 
of America. Founded on continuous quality improvement, our Care Management 
program is designed to achieve the Quadruple Aim (as stressed by Bodenheimer and 
Sinsky in 201411) of improving the experience of care, improving the health of 
populations, reducing the per capita cost of health care and improving the work life of 
our network providers and their staff. 


 


The goal of our CM Program is to help members achieve the highest possible levels of 
wellness, functioning, and quality of life, improving outcomes for all members but 
particularly for at-risk members with complex needs. We will encourage and support 
members to direct and become full participants in planning and managing their care, 
realizing that improved health and functional outcomes are not just important in and of 


                                                 
11 Bodenheimer and Sinsky, From Triple to Quadruple Aim: Care of the Patient Requires Care of the provider, 


 Annals of Family Medicine 12:6 Nov Dec 2014 pp 573-576 
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themselves but also as preconditions for a fulfilling life, particularly for those with 
complex medical and/or behavioral health needs.  


 


Our CM Program will ensure and promote timely access to and delivery of appropriate 
covered and non-covered services; and coordination, integration, and monitoring of all 
care the member requires. We will accomplish this by integrating all medical, behavioral 
health (BH), functional, social and other services the member receives to create a system 
of care around that individual. Creating this individualized system allows us to effectively 
address not only the clinical needs of the member, but also social determinants such as 
transportation, housing, food and employment and other non-clinical needs that have an 
impact on health outcomes and quality of life. We will facilitate collaboration as 
appropriate between the member, family, providers, and others providing services to the 
member to ensure that all stakeholders in this system have timely access to the 
information needed for evaluation and decision making. Our CM Program will achieve 
positive outcomes through a patient-centered approach that addresses medical and 
behavioral health care needs in tandem, and provides advocacy, communication, 
problem-solving, collaboration, and empowerment to support member engagement in 
care and ensure timely access to needed services. We provide more detail on the 
components of our CM Program below. 


 
The Vendor’s case management program must include, at a minimum, the following: 
A. Identification of recipients who potentially meet the criteria for case management; through health risk 
assessment and tailoring care management programs to the recipients need, respecting the role of the 
recipient to be a decision maker in the care planning process.  
 
B. Assessment of the health condition for recipients with a positive screen. 
 
C. Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case management 
program; and 
 
D. Development and implementation of a care treatment plan, incorporating person centered planning 
and system of care principles for recipients in case management based on the assessment which 
includes: 
 
1. The recipient, families, caregivers, formal and informal supports, other service providers, and PCP 
participation in both development and implementation phases of the care treatment plan in the least 
restrictive environment; 
 
2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of Consumer 
Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public assistance programs, 
such as the Women, Infant, Children (WIC) program; teen pregnancy programs; parenting programs; and 
Child Welfare programs. 
 


 


WHAT OUR CM PROGRAM INCLUDES 
The table below provides an overview of what our CM Program includes. Each 
component is described in more detail in our response to requirement 3.10.20.2, below. 
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Care Management staff will identify members who meet criteria for case management 
and will assess their needs and plan, coordinate, and monitor all care for members who 
meet those criteria, including through targeted programs tailored to specialized member 
needs (as described in our response to 3.10.20.2.H). Our Care Management staff will 
encourage members to be decision makers in the care planning process. We use a 
process that integrates the member’s and Care Manager’s review of member strengths 
and needs, resulting in a person-centered, member-driven, appropriate plan that meets 
the member’s medical, functional, social and behavioral health needs and goals. The 
process supports the medical home by notifying the PCP of care management 
enrollment, and involving them in all aspects of assessment and care planning and 
monitoring. The Care Manager and members of our Care Management Team (described 
in detail in response to 3.10.20.2.G) facilitate communication and coordination among the 


Identification


• Screening within 90 days of enrollment for new members and within 30 days for 
pregnant members and those who are high risk
• Enrollment file information and claims review
• Referrals from providers, members, other plan staff


Risk Stratification


• Low, moderate, or high risk
• Risk level reflects physical, behavioral, functional, social and overall need for 
assistance
• Stratification changes as member's needs change


Comprehensive Assessment


• Member interview, family/caregiver, formal/informal supports, provider involvement
• Determines need for our tailored CM programs to meet specialized member needs
• Determines intensity and frequency of follow-up


Care Planning


• Individualized and person-centered, member is decisionmaker
• Prioritized and measurable goals, action steps, ongoing communication plan
• Notification to PCP, treating providers of CM enrollment and invitation to participate
• Involvement of family/caregivers, formal/informal supports
• Least restrictive setting


Care Coordination


• Ensure providers have authorizations and that services are delivered per the care plan
• Facilitate ongoing communication among the member's extended care team 
• Coordinate with State and county agencies, public assistance programs, and other 
entities serving the member


Care Monitoring


• Measure progress against care plan goals
• Monitor adherence to provider treatment plan and medications
• Quickly identify and address new or changed needs


Reassessment


• Regular frequency based on risk level 
• Whenever the member has a new or changed condition







488 
 


member, family/caregivers, formal and informal supports, PCP, treating providers, and 
others involved in the member’s care and services to develop, implement, monitor and, 
when needed, revise a person-centered care plan. The Team will coordinate with entities 
that include but are not limited to State and county agencies, such as ADSD, DCFS, 
Governor’s Office of Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA 
as well as other public assistance programs, such as the Women, Infant, Children (WIC) 
program; teen pregnancy programs; parenting programs; and Child Welfare programs. 


 


Like our affiliate plans, we will “meet members where they are” to maximize our ability to 
identify members that may need care management and to individualize services 
according to each member’s needs. This means meeting members where they are in the 
community, as well as targeting information and interventions to the member’s 
willingness to engage, level of health literacy, and other factors that affect their 
participation in their own care. 


 
3.10.20.2 The following components should be incorporated into the vendor case management program:  
 
A. Identification  
 
The vendor must have mechanisms in place to screen and identify recipients potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. diagnosis, 
cost threshold, access issues and/or service utilization) and may also include telephone interviews; mail 
surveys; provider/self-referrals; or home visits.  


 


IDENTIFICATION 
Our mechanisms to screen and identify members potentially eligible for care 


management services comprise a ‘no wrong 
door’ approach, in order to identify needs and 
connect members with needed services as 
quickly as possible. We use multiple methods 
that combine review and highly sophisticated 
analysis of administrative and other data with 
face-to-face, high touch personal efforts as well 
as telephonic and mail outreach. As discussed 
below, we integrate multiple sources of data 
along with field intelligence and developed 
processes to identify members who are at-risk 
or high risk for a negative health outcome. We 
also identify members with emerging risk in 
order to intervene before an event occurs and 
positively impact both the trajectory of those 
members’ overall health as well as the 


effectiveness and efficiency of Nevada’s managed care program for Medicaid and 
Nevada Check Up members.  


 
We use the following mechanisms to identify and screen recipients potentially eligible for 
Care Management services. 
 
Administrative Data Review 
We review administrative data provided on the enrollment file for indicators such as 
pregnancy, special needs, or participation in the child welfare system. In addition, we use 
any other information provided by the state prior to enrollment, such as existing 
authorizations for specialty services, non-emergency transportation, and certain 


Identification 
Processes


Field 
Intelligence


Data
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supplies including oxygen and enteral nutrition to identify members who may need Care 
Management. 
 
Pregnancy Screening/Notification of Pregnancy (NOP) Review  
The NOP form, which assesses more than 20 obstetric history factors, identifies 
pregnant members at risk for complications so we can establish a relationship among 
the member, provider, and health plan staff as early as possible. We use this information 
to stratify and determine intensity of interventions. We require and incentivize providers 
to notify us of a pregnancy via the NOP to the Provider Portal, fax, mail or telephone as 
soon as they become aware of a pregnancy. Our perinatal management program staff 
review the enrollment file monthly to identify new pregnant members, and make outreach 
calls within two weeks of enrollment to complete a NOP screening. If the screening 
indicates the member may be moderate or high risk, or is under 21 years of age, the 
member is referred to a High Risk OB Care Manager to complete a comprehensive 
assessment. Members may also complete the NOP form by calling our Member Service 
center. We encourage self-identification by educating all members about the positive 
benefits of early prenatal care and our perinatal program. Any Medical Management or 
Member Services staff who identifies a pregnant member helps them complete the NOP 
form. 
 
Pharmacy Data Review  
Pharmacy claims are often the first available utilization data that we receive after 
enrollment and we use this early opportunity to identify members who may need Care 
Management. We review real time pharmacy data as well as predictive modeling results 
to identify members with medications that indicate presence of a chronic medical or 
behavioral health issue, polypharmacy, missed prescription fills, multiple prescribers of 
controlled substances or and multiple pharmacy use. Pharmacy and Care Management 
staff outreach to identified members and their providers to obtain more information and 
when appropriate assess the member for Care Management, which may include 
enrollment in our Pharmacy Lock-In Program. 
 
Predictive Modeling  
We generate bi-weekly predictive modeling reports from our integrated Health 
Informatics Platform to identify members that are high risk, or at-risk for an adverse 
health outcome such as those who meet cost thresholds or have access issues or under- 
or over-utilization of services. Our system is updated daily with necessary data, 
including eligibility, diagnosis, medical, behavioral, and pharmacy claims data, and lab 
test results to identify members who may need regular care monitoring.  
 
Hospital Discharge Planning  
On-site and telephonic Utilization Review and Care Management staff identify members 
that have been admitted to an acute setting and assist with discharge planning. During 
this process, our staff participate with hospital staff, providers, and when possible the 
member to identify post-discharge needs, including ongoing Care Management needs.  
 
UM Data Review  
Utilization Review staff use our integrated Health Management Platform to determine 
whether a member has an assigned Care Manager and to alert the Care Manager in real 
time of utilization that may indicate a new or changed need which requires assessment 
and monitoring. Utilization Review staff also review prior authorization requests and 
other utilization information to identify members in real time who may need Care 
Management. Our Health Management Platform provides Utilization Review and Care 
Management staff with a 360 degree view of the member’s services and needs, and the 
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ability to identify Utilization Review trends that warrant Care Management intervention, 
such as potentially avoidable readmissions.  
 
Self-Referral by the Member or Caregiver  
Members and caregivers are the best referral sources and we ensure that we provide 
every opportunity for members to self-refer via our Member Portal, call centers, and by 
embedding clinical staff in acute and outpatient settings such as hospitals and FQHCs. 
We will also host quarterly Baby Showers and use that opportunity for in person 
assessment of pregnant women who attend. 
 
Referral by Practitioners  
Through initial and ongoing education, we encourage our providers to refer members for 
Care Management. We educate them about the support available through our various 
Case Management Programs, and how to contact us if they feel a member may need 
those services. We encourage providers to refer members for Care Management through 
our Provider Portal.  
 
Daily Review of Nurse Advice Line Referrals  
Our Care Management staff review daily reports of after-hours calls to our 24/7 nurse 
line, to identify members that may need Care Management services. 
 
Review of Referrals from Other Health Plan Staff  
We educate all health plan staff about the availability of Care Management and how to 
refer members who may need those services. For example, we educate Member Service 
staff to offer to warm transfer to a Care Manager for any member who expresses a need 
for assistance with services or a health or behavioral health issue. Our embedded social 
workers at locations such as First Person Complete Care (an FQHC) and HELP of 
Southern Nevada will also identify members for Care Management. 


 
B. Screen 
 
1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with the 
following timeframes from the date of enrollment in the MCO: 


 


We will conduct Health Needs Assessment Screening using our Health Risk Screening 
(HRS) instrument, which is a short tool we use to identify new members who may need 
Care Management or assistance with coordination of services. The goals of the 
assessment are to identify the member’s existing and/or potential health care needs and 
assess the member’s need of case management services. Intake staff review HRS 
results to identify members who may meet Care Management criteria and make a 
referral through our Health Management Platform to a Care Manager for outreach 
and comprehensive assessment. 
 
a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm the results of 
a positive identification and to determine the need for case management services within ninety (90) 
calendar days of enrollment. Screening assessment for pregnant women, children with specialty health 
care needs, adults with special health care needs must be conducted within thirty (30) days; and  
 


We will conduct the HRS for pregnant members and those with special needs, within 30 
calendar days of enrollment, and for all other members within 90 calendar days of 
enrollment.  
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Members may complete the HRS via telephone, electronically through our secure Member 
Portal, by mail, in person, or via our convenient mobile application, which puts a wide 
variety of information and tools at their fingertips. We will mail all new members a Welcome 
Packet as part of our Member ID card mailing which will include a letter explaining the 
importance of the HRS tool and instructions for completing it. The packet also notifies the 
member that they will receive a Welcome Call from our outreach staff who will help them 
complete the HRS, if not already done. New member information will also describe our 
member rewards program, which provides incentives for completing the HRS in a timely 
manner, and provides instructions and a convenient link for completing it through our 
secure Member Portal. Our rewards program has been effective in encouraging members 
in our affiliate plans to complete the assessment in a timely manner. 


 
b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful the MCO 
shall document the barrier(s) to completion and how the barriers shall be overcome so that the Health 
Needs Assessment can be accomplished with in the first one hundred and twenty (120) days. 


 


Outreach to Promote Timely Completion of the HRS 
Our experience with low-income populations has shown that successfully reaching new 
members for health screening requires repeated attempts using multiple strategies and a 
strong tracking process. Our primary approach for completing the HRS will be through 
our Welcome Call process. We will make Welcome Calls to complete the HRS with new 
members within the timeframes noted above, as well as to provide education about our 
plan and program benefits and assist with the selection of a primary care practitioner 
(PCP). 


 


Recognizing not all members respond to the same approach, we have developed 
outreach and education strategies to take advantage of every opportunity and health 
plan interaction and meet members where they are. We will make at least three different 
attempts, including telephonic and mailings, to conduct the HRS. We will follow-up with 
members at different days and times, including evenings and weekends. We will flag 
members in our Customer Relationship Management system so that if a member 
contacts our Member Service Call Center for another reason, we can complete the HRS at 
the time of the call.  


 


Documenting Outreach Attempts and Noting Barriers to Completion 
Staff document each attempt in our Health Management Platform, as well as barriers to 
completing the HRS that they are encountering and a plan to address the barriers in 
order to meet the 120 day deadline. We will use follow-up calls and mail reminder 
postcards asking the member to call us about their health care needs. Follow-up 
reminders regarding completion of an HRS will be sent to the member at 30 and 60 days 
after enrollment. If we are unable to reach members, our outreach staff will attempt to 
locate the member. For example, if telephonic contact attempts are not successful, we 
investigate multiple alternative sources such as contacting the PCP or conducting an 
Internet search or reverse phone number look up to identify a current phone number. If 
we are not able to contact the member by telephone and there is indication that the 
member is at high risk, our Member Outreach staff may go to the member’s home.  


 
c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment are to 
identify the recipient’s existing and/or potential health care needs and assess the recipient’s need of case 
management services.  
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The HRS may also be completed face to face as necessary. For example, we will work 
with providers, pharmacies, and community resources to meet members at the point of 
service; host and/or participate in community outreach and member education events; 
leverage our member portal features and mobile apps; and reach out to members in their 
homes and communities using local community health workers. For homeless members, 
we will work with local homeless shelters and other community organizations to locate 
and outreach to them. 


 
d. The MCO will submit their Health Needs Assessment Screening form/s and data to the DHCFP upon 
request. 


 
We will submit our HRS form/s and data to DHCFP upon request. 


 
C. Comprehensive Assessment 
 
For those identified through the Health Needs Assessment Screening to potentially need case 
management services, a comprehensive assessment must be completed to evaluate the recipient’s 
physical health, behavioral health, co-morbid conditions, and psycho-social, environmental, and 
community support needs. The assessment must be completed by a physician, physician assistant, RN, 
LPN, licensed social worker, or a graduate of a two or four-year allied health program. If the assessment 
is completed by another medical professional, there should be oversight and monitoring by either a 
registered nurse or physician. 
 
Furthermore, the vendor must provide information to the recipient and their PCP that they have been 
identified as meeting the criteria for case management, including their enrollment into case management 
services. 


 


Comprehensive Assessment 
Our comprehensive assessment strategies will ensure a holistic picture of member 
needs and goals. Our Health Risk Assessment process evaluates the member’s medical, 
behavioral health, dental, functional, and social needs as well as their goals and 
preferences for services. The HRA is inclusive of all life domains and will be 
administered with each member (versus to them) through a member-driven process. Our 
assessment tools also includes the identification and assessment of services that the 
member is receiving or could benefit from to avoid duplication of services and gaps in 
care.  


 


Once we identify a member who may need Care Management, our highly trained, clinical 
staff complete our HRA that addresses all life domains. This includes but is not limited 
to: 
 Physical health, including medical and dental needs 
 Behavioral health (mental health and substance use) issues 
 Co-morbid and co-occurring conditions  
 Physical, mental, or cognitive disabilities  
 Psycho-social needs 
 Environmental issues including home safety and domestic violence 
 Community support needs including social services as well as supports such as peer 


support 
 Cultural factors including preferred language, preferences for providers such as 


gender, and attitudes toward health care 
 Availability and needs of caregivers and informal supports 
 Member strengths and goals  
 Literacy and health literacy 
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 Financial barriers 
 Risk factors such as over- or under-utilization of services, inappropriate use of 


services, non-adherence to the established care plan, lack of education or 
understanding of current condition  


 


Staff Who Complete Assessments 
All our assessments are completed by a Care Manager, who is either an RN or a licensed, 
master’s level behavioral health clinician (see our response to 3.10.20.2.G for details on 
Care Manager qualifications). Condition-specific assessments may be completed by an 
appropriately-qualified Health Coach (such as a respiratory therapist for asthma). 
Oversight of staff completing assessments is provided by Care Management Supervisors 
who are RNs and behavioral health clinicians, as well as our Vice President of Medical 
Management (an RN) and our Medical Director (a physician). 


 


Comprehensive Assessment Tools  
We use a variety of evidence-based tools in our assessment process to identify member 
needs for Care Management services and to stratify members into the appropriate Care 
Management level and program.  


 
 Health Risk Assessment. We attempt to complete our HRA for all identified members 


who may need Care Management to determine the level of intensity of Care 
Management appropriate for their needs. As described above, this is a 
comprehensive assessment of the member’s medical, behavioral health, social, 
health literacy, and other needs.  


 High Risk OB Comprehensive Assessment. A Care Manager attempts to complete our 
High Risk OB (HROB) Comprehensive Assessment for pregnant members that have 
been identified as high and medium risk. The HROB assessment is an in-depth review 
of the member’s medical, behavioral health, substance use, social, and other factors. 
We use assessment results to determine the level of intensity of the member’s Care 
Management needs.  


 Condition-Specific Assessments. Care Managers work with members, families, and 
providers to complete condition-specific assessments when indicated by the HRA or 
the HROB Comprehensive Assessment. These assessments identify member needs 
specific to a particular condition. For example, we use the CAGE-AID assessment to 
identify needs specific to substance use. 


 


Informing the Member and PCP 
During our initial contact with an identified member, Care Management staff explain the 
criteria for care management that the member meets, along with the benefits of our 
programs. Once the member agrees to participate, we document their agreement in our 
Health Management Platform. We also notify the member’s PCP of the criteria the 
member met, that the member has agreed to participate in our Care Management 
program and request their participation in the assessment and care planning/monitoring 
process.  


 


ASSESSMENT PROCESS 
Our assessment process incorporates NCQA guidelines and evaluates elements that 
include, but are not limited to, physical and behavioral health status including cognitive 
functioning and condition specific issues; clinical history including medications; 
assessment of activities of daily living, assessment of life planning activities; evaluation 
of cultural and linguistic need, preferences or limitations; and evaluation of caregiver 
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resources. The process also helps the member identify and establish goals. Open-ended 
questions foster an understanding of overall health and needs, and address social or 
economic constraints such as lack of financial support; lack of social, family or 
significant other support; illiteracy or significant cultural or communication barriers; 
access to care issues; transportation; and abuse or suspected abuse.  
 
Our engagement techniques for members will use Motivational Interviewing to meet 
members where they are in regards to their personal levels of motivation, resources and 
social supports as a best practice in outreaching and engaging members in their own 
integrated care plan. The Care Manager completes assessments using a conversational 
approach designed to elicit information without the member feeling as if they were 
completing a survey or being interrogated. The Care Manager asks questions in a 
respectful manner, and uses active listening to understand expressed concerns or 
issues that will drive the self-management plan. 


 


In addition to information solicited through assessment tools and questions about 
member goals and preferences, our Care Manager attempts to identify the PCP, treating 
providers, other payers or programs providing services to the member, and 
formal/informal supports the member wishes to include in the process. Once we obtain 
consent from the member to share information with these stakeholders as part of the 
member’s extended Care Team, the Care Manager contacts these providers and 
stakeholders to confirm current care and services and facilitate their involvement in 
assessment and care planning/monitoring.  


 


Continuous assessment and reassessment occurs throughout the case management 
process as member’s needs change often. This whole person view, combined with the 
member’s goals and preferences, help determine the level of Care Management intensity 
appropriate for the member. 


 


Technology Supporting Completion of the Comprehensive Assessment 
Our technology supports ‘Meeting Members Where They Are’ to assess their needs. Care 
Managers can complete assessments in the field using our mobile-enabled, secure 
software that is totally integrated with our Health Management Platform. During face-to-
face interactions, our Care Managers will show the member, family, and caregivers real-
time information such as assessments, care plans, and other important data. Our 
software is HIPAA-compliant, remote technology that will also allow our Care Managers 
to provide on-screen video education and conduct real-time assessments. This mobile 
technology enables Care Managers to spend more time in the field, face-to-face with 
members, caregivers, and providers. Additionally, our system will allow our Care 
Manager to take photos of documents (such as documents in a provider’s medical chart 
for the member), tag them for the appropriate member record, and later securely upload 
those documents to the member’s master record in our health management platform. 


 
D. Prioritize Care Needs of the Recipient  
 
1. The vendor must develop methods to synthesize assessment information to prioritize care needs and 
develop person centered treatment plans. Once the recipients care needs have been identified, the 
vendor must, at a minimum:  


  


PRIORITIZING MEMBER CARE NEEDS  
Based on the assessment, we coordinate the placement of the recipient into case 
management (see our response to 3.10.20.2.H for detail on the different programs we 
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offer within our overall Care Management Program). A key focus is to ignite in each 
member the behavior changes needed to improve health status. Our approach 
specifically targets the three essential elements of behavior change: knowledge of what 
to do; enablement and knowledge to organize and prioritize action steps to get it done; 
and motivation to do it. Our process consists of an initial series of pre-scheduled phone 
and/or in-home coaching sessions followed by periodic continuing contact as often as 
necessary to respond to member questions and changes in health and functional status. 
We empower members to be more effective in self-care and management of their health 
so they: 


 Are proactive and effective partners in their care; 


 Understand the appropriate use of resources needed for their care; 


 Identify precipitating factors and appropriate responses before they require more 
acute intervention; and 


 Are compliant and cooperative with the recommended treatment plan. 


 
We understand that a cookie cutter approach does not work for this population. Our 
assessment process evaluates not only the member’s clinical needs but the social and 
other needs that may need to be addressed first before clinical interventions will be 
effective. We also tailor the intensity of care management services to address social 
determinants based on individual member needs. For example, some of our affiliates in 
other states are providing short-term, intensive, culturally-relevant interventions that 
target social determinants of health driving ED use among “super utilizers,” many of 
whom experience barriers such as housing instability and lack of family support which 
must be addressed before interventions specific to the health/behavioral health condition 
can be effectively addressed. 


 
a. Develop a person centered care treatment plan (as described below);  


 


DEVELOPING A PERSON-CENTERED CARE PLAN 
The Care Manager synthesizes the information gathered through initial screening and 
comprehensive assessment to help the member develop desired physical health, 
behavioral health, functional, social and other goals. The Care Manager engages the 
member and supports them in articulating what is important to them and where they 
want to improve their health. The Care Manager and member work together to prioritize 
needs, establish goals, and address barriers to meeting goals or complying with the care 
plan. The Care Manager assures all parties are in agreement with the care plan to ensure 
successful implementation.  


 


Minimum elements of the care plan include: 


 Member’s role and action steps 


 Caregiver/family and informal support participation 


 Use of clinical practice guidelines  


 Priority based on the assessment of the member’s needs that are measurable and 
achievable 


 Emphasis on prevention, continuity of care, and coordination of care, while 
advocating for and linking members to services as necessary across providers 
and settings 


 Types, date ranges, and authorized units of services 
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 Standing referrals to specialists and other practitioner care targeted to meet 
member’s needs 


 Plan for addressing barriers 


 Community linkages and support 


 Care Manager responsibilities 


 Member education on accessing services and assistance in making informed 
decisions about care 


 Social and other needs such as non-covered Medicaid services, WIC, 
transportation, food stamps, housing services, or services provided through local 
social services organizations such as assistance with utility bills 


 Reviews to promote achievement of goals and use of information for quality 
management. 


 


The care plan is individualized, addresses all assessed needs, and identifies the 
member’s long and short term goals. Goals are measureable and achievable with 
timeframes for completion. The care plan includes a schedule for follow-up and ongoing 
communication and assessment of progress toward meeting established goals.  


 


We describe this process in more detail below in the section titled “Person Centered 
Care Plan”. 


 
b. Implement recipient - level interventions;  


 


MEMBER LEVEL INTERVENTIONS 
We will use the System of Care approach to design and develop interventions that are 
member-centric, holistic, proactive, and integrated. As described in more detail in our 
response to 3.10.20 above, this approach is rooted in the behavioral health system but 
has important aspects that apply to individuals with medical and other complex and co-
morbid conditions. Our assessments are inclusive of all life domains and are 
administered with each member versus to them. We include identification and 
assessment of services that the individual is receiving or could benefit from to avoid 
duplication and gaps. From these assessments, we will develop an individualized care 
plan that is based on the member’s strengths, goals, and preferences, and tailor services 
to wrap around the member and family. Staff will work to create a system of care around 
each member, such as: 
 


 Care Management staff will provide telephonic and in-person coordination of all 
formal and informal supports. This includes services provided by the school 
system and other State agencies, as well as social and financial supports 
provided by non-profit and other public organizations. 


 Our member outreach staff will serve as our community health workers. We hire 
these staff from within the communities they serve and receive intensive training 
on supporting members. They work with members in the community and help 
them access covered services as well as community resources. 


 Utilization Management staff think “outside the box” to identify services that can 
support members to achieve the highest level of wellness and avoid admission or 
readmission to the hospital. This may include medically necessary services such 
as private duty nursing for children with special health care needs and infants 
after an extended stay in the NICU to support their health care needs in the least 
restrictive environment. 
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 Customer Service staff will provide information about and connect members to 
benefits, programs, and processes to assist them in navigating the health care 
system. 


  


Implementing Interventions 
Our whole person Care Management approach uses proven methods of health education, 
coaching and Motivational Interviewing to engage the member in assessment, care 
planning, self-management, and care plan improvement. Recognizing that each 
member’s physical, behavioral health, and social condition as well as goals are unique, 
our intervention strategies vary from one member to another, including those with the 
same diagnosis, based on the needs of the individual member. We base all care plans 
and interventions on the individual member’s strengths, goals, and preferences.  
 
We understand that members are not merely passive recipients of health care, but rather 
the primary driver of the plan, and are the best person to determine what it means to be 
well and what is needed to achieve desired goals. Care Managers will provide 
interventions to help members make the connection between effective self-
management/adherence and reaching their goals, such as feeling better, getting a job, or 
maintaining important relationships. Using evidence based techniques such as 
Motivational Interviewing, our staff will engage, educate, encourage and empower 
members to actively manage their own care. Our CMs will outreach to members 
telephonically or in person to educate them on strategies that support self-management 
and adherence, providing them with information, tools, and skills needed to improve 
health and behavioral health outcomes.  
 


Culturally Appropriate Interventions 
We train all staff on cultural diversity, disabilities awareness and the impacts of poverty 
and social determinants on health. We routinely monitor the diversity of our membership 
and ensure our staff training as well as our interventions are reflective of our members’ 
cultural needs. Our Care Management staff incorporate culturally appropriate 
interventions including but not limited to taking into account the multi-lingual and multi-
cultural nature of our member population. For example, when CM Team staff work with 
members, they provide information about any increased risk related to the member’s 
race or ethnicity, such as Hispanics’ increased risk for diabetes and increased suicide 
risk among Native Americans. Our CM Team staff seek to understand the beliefs and 
habits of our members and provide customized information about behaviors that 
members can change to mitigate identified risks. For example, our staff gear education 
regarding nutritious cooking towards cooking on a budget and instead of asking 
members to stop frying foods, which we realize could be a significant cultural change, 
we offer healthier alternatives such as using canola, vegetable or peanut oil. 
 


Health Education 
We provide members with relevant information about their identified conditions, 
appropriate preventive treatment, and tips for avoiding exacerbation. The Care Manager 
educates members about their specific primary and co-morbid conditions based on their 
baseline assessment and stated health goals. For example, a member with asthma 
receives a Self-Management Guide that includes information about asthma – tips for 
avoiding lung infections, managing medications, how to use an inhaler, spacer, 
nebulizer, and peak flow meter, early warning signs of exacerbations, and when to seek 
help. Pediatric asthma members receive our award-winning asthma guidebook. We 
would educate a member with diabetes about the disease and its possible progression, 
and the importance of annual physical, vision, podiatry, and nephrology exams.  
 







498 
 


Our staff reinforce verbal communications with members and/or their caregivers multiple 
times using various written, audio-formatted, and online materials. Members receive 
materials specific to their conditions and diagnoses upon enrollment into the disease 
management program and as needed throughout their involvement in the program. We 
use relevant pictures to demonstrate and reinforce the written information, which is 
written at or below an 8th grade reading level as measured by the appropriate score on 
the Flesch-Kincaid Grade Level test. 
 


Condition-Specific Interventions 
For high risk members with chronic disease, the Care Manager provides condition-
specific disease management interventions. For lower-risk members, a Health Coach 
(licensed clinical staff such as a respiratory therapist, certified diabetes educator, 
registered dietician, and exercise physiologist) provides interventions. All condition-
specific management interventions are integrated with the member’s overall care plan, to 
ensure that care and treatment for one condition doesn’t exacerbate the other 
condition(s) such as coordinating with both the behavioral health provider and the PCP 
to ensure a member’s behavioral health medication is not contraindicated for someone 
with their physical health condition. Our approach is holistic and member-centric 
providing support and coordinating care for physical, behavioral health, and 
psychosocial aspects, caregiver issues as well as treatment of disease using nationally 
recognized standards of care.  
 


Member Outreach and Support Through Community Health Workers 
We use a Community Health Worker model for our member outreach staff to provide a 
formalized range of activities such as outreach, community education, informal 
counseling, social support and advocacy. These activities enable us to consistently 
deliver community-based education and support that indirectly but significantly impact 
clinical outcomes. We hire these staff from within the communities they serve so that 
they are familiar with local resources and stakeholders, and both figuratively and literally 
‘speak the language’ of members in that community. We provide these staff with 
intensive training on effectively supporting members as an extension of our Care 
Management Teams, to enable them to function as the member’s bridge between the 
health plan and the resources external to the health plan. Outreach staff work with 
members in the community to identify their needs, help them access covered services as 
well as community resources, and provide the education and support necessary for 
appropriate access and adherence to treatment and medications.  
 


Cell Phone Program 
Our experience with the Medicaid populations has shown that many of these members 
lack reliable telephone access. This hampers the member’s ability to contact their Care 
Manager or provider with questions or to report a change in condition. It also impedes 
the ability of health plan staff and providers to reach the member with education, 
reminders and other information critical to their care. We will connect members who may 
be eligible to SafeLink, a federal program that provides individuals that are in a certain 
low-income bracket with free cell phones with 350 minutes per month. Through our 
partnership, calls and texts to and from our health plan will not count towards the 
standard monthly allotment. When members do not meet the criteria for SafeLink, such 
as when another individual at the same address has received a SafeLink phone or the 
member is homeless, we may offer our own cell phone program which provides 
restricted-use cell phones to certain high-risk members. These phones will be pre-
programmed with numbers for our Member Hotline, Care Manager, 24/7 nurse line, 911, 
PCP and other treating providers. The Care Manager will use the phones to contact 
members for assessment, care planning, education, appointment reminders and ongoing 
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coaching and support for wellness and compliance. With the members consent, we will 
also send text messages with health information targeted to the member’s condition. For 
example, diabetic members will receive text messages about diet, exercise and stress 
reduction. This program contributes to reductions in preventable or inappropriate ED use 
or hospital admissions through improved access to Care Managers, health care 
information, and treating providers. 
 


Home Telemonitoring 
We will provide telemonitoring services to the highest-risk members, for whom intensive 
monitoring is necessary and the condition is amenable to telemonitoring. This FDA-
approved technology is “device-agnostic”, interfacing with virtually any medical home 
monitoring device via wireless or wired modem utilizing landline, cellular or VOIP 
communications links. Within seconds of a reading being taken in the home, the 
biometric value, such as a blood glucose level for a diabetic or a blood pressure or 
weight for a member with congestive heart failure, is transmitted electronically to the 
member’s care manager and evaluated against patient-specific or national guidelines and 
analyzed for favorable or unfavorable trends. The system can then be set at the member-
level to alert the care manager, trigger an Interactive Voice Response phone call to the 
member, and/or alert other members of the integrated care team or the member’s 
provider. The technology is entirely web-enabled. We will provide all participating 
members with a login card that enables them, their family, or their physician to access 
their biometric information from anywhere in the world at any time, as long as they have 
access to the Internet, to monitor their own condition. 


 
c. Continuously monitor the progress of the patient; 


 


MONITORING PROGRESS 
We use multiple methods to continually monitor member progress, needs, and care. 
 


Member Contact 
The Care Manager communicates with members at a minimum recommended frequency 
based on their risk level, telephonically, and face to face, to monitor progress toward 
established goals, gauge adherence, and ensure services are continuing to meet the 
member’s needs. We risk stratify each member using an algorithm that considers 
severity/complexity of illness(s), intensity of service, diagnoses, available services and 
supports and urgency of interventions, and assign a recommended contact frequency for 
monitoring. These timeframes are used as a guide and may be adjusted based on 
member need or if requested by the member. Care Managers may increase or decrease 
the frequency of contact over the course of the member’s involvement in the program. 
For example, if the member has an inpatient admission, the member and Care Manager 
may agree to increase the frequency of monitoring following discharge to ensure 
appropriate follow-up care and that the member is stable.  
 


Member Contact Frequency by Acuity Level 


Acuity Needs Setting Contact Frequency 


High - Unstable 


 


Episode of illness or injury 
needs, discharge planning and 


outpatient coordination of 
services. 


Inpatient, 
Outpatient or 


Home 


Weekly post-discharge until 
stable then either twice a 


month or monthly 
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During each follow-up contact, the Care Manager reviews the member’s care plan and 
progress toward goals with the member (and family, caregiver or guardian as applicable), 
identifies new or changed needs that require modification to the plan, and schedules the 
next follow-up contact. The Care Manager updates as medically indicated or within 90 
days of discharge from an inpatient stay or emergency room visit.  


 


Data Review 
Care Managers also monitor delivery of services and member condition and progress 
through continual review of data such as: 
 Utilization, claims, pharmacy, and 


predictive modeling data  
 Telemonitoring for certain high-risk 


members (see below) 
 Member complaints 


 Provider referrals and input 
 State agency, community 


organization, or other entity referrals 
and input 


 Critical incident reports. 


 


Collaboration with Providers and Family/Caregivers 
Care Management staff collaborate with providers including the PCP to coordinate care, 
determine effectiveness of services, and identify new or changed needs that require a 
modification to the Care Plan. They also enlist families and caregivers (with appropriate 
member consent) as partners in monitoring by educating them on specific expectations 
for caregivers and other service providers, and how to report a critical gap in services. If 
a family member/caregiver notifies us with a quality of care (QOC) concern, the Care 
Manager collects available information from the member and may schedule a home visit 
to obtain additional information. We follow up through our Quality Improvement (QI) staff 
for QOC issues.  


 


Integrated Rounds 
Care Management staff conduct monthly rounds on high risk, complex members to 
discuss monitoring results and member progress. These rounds allow our Care 
Management staff to share experiences and ideas on managing complex cases. Rounds 
include Care Management staff, Medical Director, and other clinical staff such as our 
Pharmacist and behavioral health Medical Director. We also invite key members of the 
interdisciplinary care team (such as child welfare caseworkers, targeted case managers, 
and community providers) to participate in rounds when needed for input and ideas for 
creative solutions 


 
d. Identify gaps between care recommended and actual care provided;  
e. Propose and implement interventions to address the gaps; and 


Complex or chronic condition, 
symptomatic and at risk for 
admission or readmission. 


Outpatient or 
Home 


Daily until stable, then 
weekly or twice a month as 
determined, then monthly 


Moderate - 
Complex but 


Stable 


 


Complex condition with many 
health care needs/services. 


Outpatient or 
Home 


Weekly to monthly 


Low - Stable 


 


No current unmet need for 
health care services but history 


of condition that places the 
member at risk for potential 
problems or complications. 


Outpatient or 
Home 


One or two contacts and 
evaluation for care 


coordination discharge as 
appropriate 
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Care Management staff continuously review and analyze Utilization Review data to 
identify any gaps between recommended care for the member’s condition(s) and the 
actual care provided to the member. Our Predictive Modeling application, which is 
integrated with our data warehouse and our clinical management application, analyzes 
individual member medical, behavioral, and pharmacy claims; lab data (if available); and 
Notification of Pregnancy and Health Risk Screening (HRS) data to identify significant 
gaps in care. Our NCQA- and Integrated Healthcare Association-certified analytics engine 
produces care gaps on a daily basis, compared to the industry’s traditional weekly and 
monthly cycles. This means our Care Managers identify care gaps and health risk 
early enough to have a meaningful beneficial impact, and just as importantly can identify 
when member interventions are unnecessary because a gap has been closed. We also 
set up specific care profiles by age and gender for all Preventive Service categories. This 
allows us to systematically monitor a member's status in relation to their specific 
Preventive Service needs, and includes Preventive Service gaps along with any other 
care gaps we identify.  


 


Care gaps are available not only to Care Management staff but also to providers via our 
Provider Portal (as described below). When we identify a gap, the Care Manager 
outreaches to the member to propose interventions to address the gap. For example, the 
Care Manager may offer to assist the member with scheduling an appointment with the 
PCP for a preventive service and addressing barriers such as arranging transportation. 
Care gap information functions as a leading indicator for Care Managers to assist 
members in removing barriers for increased compliance with treatment plans and 
attendance for follow up appointments. 


 
f. Re-evaluate the recipient’s care needs and adjust the level of case management services accordingly.  


 


RE-EVALUATING CARE NEEDS AND ADJUSTING LEVEL OF SERVICES 
The care plan includes specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan. Re-evaluation of care needs occurs at 
least annually, and when: 


 


 The member experiences a transition in care settings, hospitalization or ED visit 


 We receive a request for additional home care services 


 There is a new or changed medical, behavioral, social or other condition that may 
require additional or modified services  


 Requests for re-evaluation from the member, caregiver, and/or provider. 


 
If the care plan needs to be updated, we follow the same process as described above for 
development of the initial care plan. 


 
E. Person Centered Care Treatment Plan 
 
1. Based on the assessment, the vendor must assure and coordinate the placement of the recipient into 
case management and development of a person centered care treatment plan within ninety (90) calendar 
days of membership. The recipient, designated formal and informal supports, and the recipient's PCP 
must be actively involved in the development of the care treatment plan. Ongoing communication 
regarding the status of the care treatment plan may be accomplished between the vendor and the PCP’s 
designee (i.e. qualified health professional). Revisions to the clinical portion of the care treatment plan 
should be completed in consultation with the PCP.  
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PERSON CENTERED CARE PLAN 
The member’s person-centered care plan documents the approach developed by the 
member and Care Manager to address the member’s problem(s), goals(s), barriers, 
interventions and follow-up schedule in a manner that accommodates the member’s 
lifestyle, beliefs and desired outcomes. We work with the member and their care team to 
design an individualized plan using mechanisms that help members identify problems 
impeding their health and well-being, establish goals they see as important to 
overcoming their problems, and realistically address barriers to achieving their goals. 
During follow up contacts, the Care Manager helps the member to evaluate their own 
progress and determine whether and how to modify the care plan.  


We develop the care plan within no more than ninety calendar days of enrollment, or 
sooner as dictated by member conditions and needs. 


 


We will coordinate services using the following person-centered strategies which will 
ensure members (and their support networks, such as a parent/guardian for minors and 
important family/caregivers and others for adults, when appropriate) have meaningful 
opportunities to be actively engaged in their care:  


 


 Provide member-tailored education and supports 


 Support members to assume an active role in the identification of their needs, 
barriers, preferences, and goals 


 Support members to assume an active role in the planning and implementation of 
an individualized, holistic care plan that is culturally responsive and inclusive of 
both covered and non-covered services to reflect the full range of the member’s 
health, behavioral health, functional, social, and other needs 


 Create a process for continuous care plan review and improvement that ensures 
the member is at the center of defining quality care and developing solutions that 
are unique to his or her needs. 


 


Individualized Care Plan and CM Strategies 
We will develop individualized, comprehensive, and holistic care plans based on 
members’ individual strengths, goals, and preferences, and tailor services to wrap 
around the member and family. Care plans will be holistic, incorporating covered 
services as well as non-covered and community services. Additionally, we will partner 
with medical homes to provide coordination services that effectively address the 
member’s needs in a holistic fashion. For example, we will work directly with the medical 
home to ensure a holistic review of assessment data, care plans, monitoring practices, 
recommendations from other treating providers, and other member information to paint a 
holistic picture of the member for all future provider-member interactions. Care 
Management staff will provide telephonic and in-person coordination of supports, 
regardless if they are formal or informal or covered or uncovered. For instance, our Care 
Management staff will engage, when appropriate, in coordinating services provided by 
the school system and other State agencies as well as social and financial supports 
provided by non-profit and other public organizations.  


 


Effective Member Engagement and Activation 
Our whole person care management approach will encourage and support member 
engagement and activation in all phases of care management. Our CM Teams will use 
proven methods of health education and coaching and Motivational Interviewing to 
engage the member in assessment, care planning, self-management, and care plan 
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improvement. Recognizing that each member’s clinical condition and psychosocial 
situation is unique, our education and intervention strategies will vary from one member 
to another, including those with the same diagnosis, based on the needs of the individual 
member. We will base all care plans and health coaching strategies on the individual 
member’s strengths, goals, and preferences. 


 


Provide Member-Tailored Education and Supports 
Education tailored to our members’ level of health literacy and individualized supports 
empower them to assume an active role in their health and wellness and to self-advocate. 
We will provide multiple levels of support and information to assist members to be 
actively engaged and direct their health care services, whenever possible. First, we will 
educate members about the care coordination process, the importance of their active 
role, and their right to direct and actively engage in care plan development. Second, we 
will educate members about their medical conditions and the critical role they play in 
monitoring and self-managing their conditions.  


 


Any meaningful member education and activation model recognizes that members will 
present with varying levels of interest and abilities associated with this process, thus our 
CM staff will meet members where they are by evaluating health literacy, willingness to 
engage, and other factors in order to tailor education and support to facilitate active 
member engagement in care planning and self-management.  


 


Our member-tailored approach will include multi-dimensional learning strategies so we 
can respond to the diverse educational needs of our members. While we will provide a 
variety of written and online materials, our strategies will also focus on ongoing direct 
member contact. In addition to phone interactions, CM staff will also educate and 
support members in person, such as at provider locations, and at community events. 


This will allow staff to immediately 
determine the extent to which the 
member understands the 
information being provided. Our CM 
staff will ask if the member has 
questions and will review the 
information as needed to ensure the 
member understands his/her roles, 
rights, and responsibilities related 
to their care plan. CM staff also will 
educate members, as appropriate, 
on disease-specific indicators; 


important actions specific to their condition(s); important actions to take when there has 
been a change in condition; strategies to support medication adherence; medication side 
effects to monitor, including side effects specific to their health condition.  


 


Additionally, we recognize the important role technology can play in supporting 
members to assume an active role in their care. Our mobile application will provide easy 
to read; culturally appropriate educational resources and members will be able to access 
their care plan on our secure Member Portal. The CM will link the member/family with 
community-based educational programs and support groups to support engagement and 
self-management. Our online Caregiver Resource Center will also facilitate family and 
caregiver access to needed resources to cope with their own stresses and better support 
the member. 


 


Person-centered planning was developed for people 
with disabilities, but it is a useful approach in 
planning services for all people. Basic shared 
components of early models:  
 Seeing people first, not diagnostic labels  
 Using plain language not professional jargon  
 Emphasizing the person’s gifts and capacities in 


the context of community life 
 Strengthening the voice of the person and those 


who know them in assessment of needs, setting 
goals, and planning care. 
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Support Active Member Role in Needs, Barriers, Preferences, Goals Identification 
From our first outreach to the member, CM staff will work to establish a trusting 
relationship and ensure our identification of needs and goal setting processes are 
person-centered. As part of the initial planning, our CM will ask whom the member (or 
parent/guardian for minors) would like to include in assessment and care planning 
processes. The CM will attempt to contact the identified individuals to invite them to 
participate in the assessment and care planning process. The member will determine the 
role of each individual, and at any time, may make modifications to who s/he feels is 
appropriate to engage.  


 


CM staff will complete assessments with the assistance of the member and others as 
desired by the member. CMs will build rapport with members by being respectful and 
caring and encouraging the member to express their needs, desires and fears in such a 
way that the member feels safe and supported. Goals and preferences are more 
subjective than health status indicators, and may not be fully captured on assessment 
instruments. We will train CM staff on evidence-based engagement techniques, such as 
Motivational Interviewing, to encourage dialogue and guide members to articulate their 
goals in ways traditional assessment tools may miss. We will train CMs to recognize their 
own biases and how to focus on what the member wants and needs while at the same 
time providing evidence-based context, when appropriate. Upon the completion of the 
assessment, CMs will assist members to identify goals based on the needs identified 
through the assessment process. For instance, members will be supported to develop 
goals related to health, behavioral health, functional status, and overall quality of life 
(such as daily engagement in meaningful activity, losing weight, or remaining in their 
home).  


 


Support Active Member Role in Care Planning and Implementation 
Once the member determines their goals with assistance from the CM and others 
engaged, the CM will ensure the member receives any additional education, information, 
and/or tools to support the member in active implementation of the care plan and to 
evaluate service options. CM staff will describe the types of activities involved in 
directing care plan development, such as deciding which available service options the 
member thinks will best meet their needs and selecting their own providers. The CM will 
assist the member, to the extent needed, to examine available service options and 
determine the providers who can meet the member’s needs.  
 
Person-centered planning allows our CMs to understand the needs of each member 
holistically, and in turn, work effectively with the member to develop a care plan that 
recognizes the impact non-medical factors can have on overall health and quality of life. 
Our CMs will utilize the person-centered planning process to understand the complex 
array of social, environmental, educational, and functional factors that will influence the 
member’s success and ensure care plans are responsive to these factors. Our CMs also 
will use person-centered planning to identify cultural preferences and needs and to work 
with the member, his/her allies, and community partners to ensure all services are 
provided in a culturally responsive manner. The CM will work closely with the member, 
his/her engaged allies, and community partners to identify providers who can meet the 
language, cultural, and service needs of the member, regardless if the services are a 
covered benefit.  


 


We also will connect members to community resources such as utility assistance, food 
pantries, domestic violence programs, and support groups, and provide a Community 
Resource Guide so the member and family can identify and access social services 
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directly. The CM will ensure the member’s needs, preferences, goals, and culturally 
responsive services are outlined in the member’s care plan to ensure CM staff and 
providers are informed and addressing the members’ needs and preferences 
appropriately. 


 


Use Member-Centric Approach to Evaluating and Modifying Services 
Person-centered planning is integral to ensuring members assume an active role the 
continuous review of care plans and overall care plan improvement strategies. For 
instance, as part of our member education process, CM staff will educate the member 
about the critical role they play in monitoring their conditions, change in medical status, 
chosen services, and satisfaction with services. CMs will support members to design an 
action plan for each goal inclusive of milestones and responsible parties (all of which will 
be clearly listed on the care plan). By ensuring the member is at the center of these 
activities, CMs support members to assume an active role in continuously monitoring the 
effectiveness of their care plan and in identifying any changes required to improve their 
overall health outcomes. Through initial and ongoing education and written materials, 
the CM will ensure members understand when to contact the CM (e.g., change in medical 
status, dissatisfaction with a provider) and their right to request a change in the care 
plan. In addition, the CM will assess member satisfaction with the care plan and 
associated services as a part of routine communication and visits with the member. The 
CM will work directly with the member and provider to make any required changes to the 
care plan based on his/her needs as well as update all providers on the changes. 


 
2. The vendor must arrange or provide for professional care management services that are performed 
collaboratively by the recipient, designated formal and informal supports, and a team of professionals 
(which may include physicians, physician assistants, nurses, specialists, pediatricians, pharmacists, 
behavior health specialists, targeted case managers, and/or social workers) appropriate for the recipient’s 
condition and health care needs. 


 


INTEGRATED, MULTIDISCIPLINARY MODEL 
We will manage our members across the continuum of care using a needs-based, 
multidisciplinary, cross-departmental, integrated Care Management Team (CM Team), 
recognizing that the populations we serve include individuals with multiple chronic 
conditions as well as medical, behavioral health, and social needs. CM Teams will work 
together with the member to assess, plan, facilitate, and advocate options and services 
to meet members' health and social needs, using communication and available 
resources to promote quality, cost-effective outcomes. 


 


Our staff works in partnership with the member, designated formal and informal 
supports, PCP/medical home, behavioral health provider (or Behavioral Health Home 
when appropriate), specialists, and providers of non-covered and community/social 
services, the member, and family/informal supports to holistically address the member’s 
health care/social needs. The CM Team provides outreach, education and support to the 
member and their family/supports to ensure member participation, person-centered care, 
shared-decision making and member self-management. The CM Team also coordinates 
the full spectrum of care and services each member needs related to specific physical 
and behavioral health diagnoses as well as all co-morbid conditions and lack of social or 
family support, housing needs, homelessness, and other social determinants of health. 


 


Primary Care Manager Supported By a Team of Experts 
We will assign members to a Care Manager (CM) who is charged with leading the CM 
Team and serving as the primary point of contact for the member and their 
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family/caregivers. As described in more detail in 3.10.20.2.G, our CM Teams will include 
registered nurses and behavioral health clinicians, social workers, pharmacy staff, health 
coaches (licensed respiratory therapist, certified diabetes educator, registered dietician, 
or exercise physiologist), and non-clinical support staff. We will staff CM Teams to reflect 
the needs of each member, and base the team lead assignment on the member’s primary 
need for case management. Each person on the team will provide input and 
recommendations based on their expertise and background.  


 


CM Teams include support from other clinicians, Health Coaches with disease-specific 
expertise, and non-clinical support staff. CM Teams also receive support from pharmacy 
staff, since issues such as polypharmacy, medication impact on other conditions, and 
prescription abuse are extremely important for this population. For example, pharmacy 
staff monitor antipsychotic medication use to identify potential overmedication, a 
particular concern among children in the child welfare system and those with serious 
mental illness. Our Health Management Platform, accessible by all Care Mangers and 
other clinical staff, will house the member’s comprehensive, individualized care plan and 
all other information needed to manage the member’s care. Our Care Management staff 
will be co-located to facilitate informal conferences and collaboration on care plans and 
monitoring.  


 


Our CM Teams also include community outreach workers who assist in connecting 
members to services and with outreach and education. Hired from within the 
communities they serve, these staff will provide culturally relevant assistance, including 
in person outreach to high risk members we cannot reach by phone or who require more 
intensive assistance. We are in discussions with several key Nevada providers, such as 
HELP of Southern Nevada and West Care, about including these staff within their 
facilities, to assist with early identification and rapid coordination of services. 


 


Additionally, CM Teams will receive support from our Housing/Employment Specialist, 
and Peer Support Specialist. These staff will serve as the health plan’s connection into 
the community for identification of resources and development of relationships with 
organizations and programs that serve our members. For example, the 
Housing/Employment Specialist will serve as our in-house expert on housing resources. 
This position will work with community and provider partners (such as HELP of Southern 
Nevada, West Care, supportive housing providers, Southern Nevada Housing Authority, 
and Reno Housing Authority) to coordinate our efforts to assist members to find 
housing, as well as, to develop creative solutions to address housing-related issues. Our 
Housing/Employment Specialist will, also, assist CM Teams in identifying employment 
and job training resources for members. Our Peer Support Specialist will help CM Teams 
connect members to peer support resources within their community, and will work with 
community and provider partners to expand availability of peer support services. 


 


Coordinating with Supports and Stakeholders 
Family and informal supports are critical to ensuring members receive needed services 
and adhere to treatment plans. Care Managers will work with members to identify their 
influencers and other important informal supports, educate the member about the value 
of including them in assessment and care planning processes, and attempt to obtain 
member consent to share information with and include them in planning and monitoring 
care. CM Team staff will outreach to these supports (with appropriate consent) to involve 
them in assessments and care planning, ensuring adherence to the care plan and 
providers’ treatment plans. We will also engage them to help monitor the member’s 
condition and care to identify when care plan revisions are needed and involve them in 
the revisions.  
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 For members who are minors, we will involve the parent(s)/guardian in all aspects 
of care management (unless otherwise directed by state or federal law, such as 
for family planning services). However, particularly for teens, we understand the 
importance of giving the child a stronger role as the ‘driver’ of the process, 
especially as they near the transition to adulthood. Care Managers will work with 
parents and guardians to help them understand the need to take the child’s 
preferences into account and help them establish as much independence as 
possible in managing their own care.  


 For child welfare system participants, the Care Manager will coordinate all 
activities with the agency caseworker and, as permitted and appropriate, with the 
foster parent(s) as well as other stakeholders in the child’s life. This may include 
but is not limited to parole officers, court representatives, CASA volunteers, and 
others. 


 For members who are elderly, particularly those with Alzheimer’s or cognitive 
decline, family and caregivers are a critical part of the care management process 
as they often have information about the member’s condition or care that the 
member is unaware of or unable to clearly communicate. At the same time, we will 
help family members/other supports understand the need to support the 
member’s independence and control.  


 For members with behavioral health conditions, including substance use disorder, 
it is particularly critical to identify the member’s ‘influencers’ and other important 
informal supports such as community case managers or AA sponsors. For 
example, members with SMI often require additional outreach strategies and 
support to engage in their care, and control of the behavioral health condition can 
be a critical factor in the member’s willingness to engage. With appropriate 
member/authorized representative consent, care managers will work with 
behavioral health providers and community case managers to monitor service 
delivery and member compliance, and determine optimal reassessment points.  


 For adult members unable to actively participate in their own care or treatment 
planning due to a condition such as Alzheimer’s, psychiatric disability or 
developmental delay, our CM staff will actively seek and document appropriate 
guardianship contacts who can represent the member. Should a legal guardian 
not be established, but the adult member desires to include a parent or other 
caregiver in care and treatment planning, the care manager will work with the 
member to obtain an authorization for release of information, both verbally and in 
writing, which we will maintain in our health management system.  


 


Care Managers will share information with authorized family members, caregivers, 
community caseworkers, and other stakeholders in the member’s care, via phone and in 
person at established points within the care management process. Information shared 
will include but is not limited to assessment results; member goals and preferences; care 
manager and other provider recommendations; care plan services; education about the 
member’s condition; self-management strategies; and how the stakeholder can support 
the member. 


 


We will make our Member Health Record available to authorized stakeholders via our 
secure Portals. Because the Member Health Record is completely integrated within our 
secure, web based, role-specific Portals, authorized Portal users can easily view 
important contacts related to the member's care and well-being:  
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 Our Client Portal will provide this information to authorized state users such as 
child welfare system caseworkers, juvenile justice and court system 
representatives, and other state agency representatives involved with the child’s 
care. 


 Our Caregiver Portal will provide this information to authorized caregivers, such 
as medical consenters, parents, foster parents, and guardian’s ad litem. 


 


We will also provide information on our public website that supports coordination, 
regardless of whether a member is in CM or not. For example, our Caregiver Resource 
Center on our public website will provide an array of resources to support caregivers, 
such as information about co-morbid physical and behavioral health conditions; physical 
health side effects of common behavioral health medications; identifying and supporting 
a person with post-partum depression; warning signs of substance abuse; and 
community resources such as family support groups. 


 
3. The person centered care treatment plan should reflect the recipient’s primary medical diagnosis and 
health condition, any co-morbidity, and the recipient’s psychological and community support needs. At a 
minimum, the vendor’s case manager must attempt to coordinate care with the recipient’s case manager 
from other health systems, including behavioral health. The person centered care treatment plan must 
also include specific provisions for periodic reviews of the recipient’s condition and appropriate updates to 
the plan.   


 


Our person centered care plans will reflect the member’s primary medical diagnosis and 
health condition, any co-morbidity, and their psychological and community support 
needs. To ensure and promote timely access to and delivery of appropriate covered and 
non-covered services; and coordination, integration, and monitoring of all care the 
member requires, we will coordinate care with case managers from other health systems, 
including behavioral health. As described above, the care plan will include a process for 
periodic reviews of the member’s condition and appropriate updates to the plan. The 
Care Manager will review the care plan during each contact with the member. 
Additionally, we will monitor utilization review and predictive modeling reports to identify 
indicators of significant change in condition such as inpatient admission or new 
diagnosis. 


 
4. The vendor must honor ongoing person centered care treatment plans, as medically necessary, for 
recipients transferred into the vendor’s plan from another Medicaid vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


 


We will honor ongoing person centered care treatment plans, as medically necessary, for 
new members until we complete a comprehensive assessment and develop a new 
person-centered care plan in collaboration with the member and their interdisciplinary 
care team. 


   
F. Designation of PCP 
 
For recipients with case management needs, the designated PCP is the physician who will manage and 
coordinate the overall care for the recipient. In addition, the vendor will facilitate the coordination of the 
recipient’s care and ensure communication between the recipient, PCP, and other service providers and 
case managers. 


 


We actively support the designated PCPs to manage and coordinate overall member 
care. We will assist members to identify and select a PCP upon enrollment to ensure that 
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the full array of preventive, primary, and behavioral health care services is available, 
integrated and coordinated. Care Managers will support the PCP as the medical home by: 


 


 Sharing assessments, care plans, utilization information and monitoring results 
with PCPs 


 Facilitating coordination and ensuring communication among the member, PCP, 
other providers (such as behavioral health providers, other specialists, providers 
of non-covered services such as HCBS waiver providers), and other case 
managers (such as child welfare caseworkers) 


 Discussing member needs and care with individual providers or with the full 
treatment team as needed so that all involved have a clear picture of the issues 
impacting the member’s care 


 Supporting provider treatment plans by requesting and incorporating the 
provider’s treatment plan into our care plan and reviewing member progress and 
adherence through regular monitoring 


 Sharing information with the PCP and other involved providers to obtain input on 
strategies to address issues or barriers 


 


Recognizing that PCPs are extremely busy and overburdened with significant care 
management responsibilities, we design our processes to leverage existing 
infrastructure and make the process as easy on the PCP as possible. For example, when 
scheduling care team conferences, we will go to the PCP and schedule the time around 
his or her schedule and location. Each Care Manager is accountable for engaging and 
equipping the member’s PCP to provide clinical leadership for the overall care of the 
member. Key coordination points during which the CM staff will communicate and 
coordinate with the PCP (and other providers as applicable), and the activities they will 
undertake, will include but may not be limited to the following. 


 
Coordination Point Key Coordination Activities 


Enrollment of member 
with existing 


authorizations and need 
for ongoing care 


 Obtain authorization information, assessment results, 
treatment plan  


 Inform about continuity of care policies and procedures  
 Authorize existing covered services 


Care Plan development 
and revision 


 Share assessment results, member goals and preferences, 
Care Manager recommendations, other provider 
recommendations  


 Obtain input on care plan/revisions 
Care Plan 


implementation 
 Provide authorizations 
 Ensure timely initiation of care plan services 


Care Plan monitoring 


 Share information on member progress, self-management, 
adherence  


 Alert providers to gaps in care  
 Coordinate care and facilitate provider communication 


Change in member 
condition, status, 


needs, preferences 


 Share information on member progress, self-management, 
adherence 


 Alert providers to screening and reassessment needs, potential 
need for treatment plan changes 


Care transition (such as 
inpatient and ED 
admissions and 


discharges) 


 Alert PCP and providers to transition 
 Ensure new care setting has care plan, provider treatment 


plans and other member information 
 Coordinate care and facilitate provider communication 
 Ensure PCP and all treating provider are involved in planning 


for anticipated transitions (such as discharges) 
Transition out of plan  Inform about continuity of care policies and procedures 
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Coordination Point Key Coordination Activities 
 Ensure transfer of information as required to receiving MCO or 


entity 


 


Our secure Provider Portal supplements Care Manager interactions to provide tools for 
the provider to effectively manage a member’s co-morbidities. The Portal allows all 
authorized network and out of network providers who have executed a Single Case 
Agreement (subject to HIPAA Minimum Necessary Rules) to view a wide variety of data 
and information about the members they are treating such as: 


 Member Care Plans presented in an engaging, well organized online format 


 Our comprehensive Online Member Health Record (MHR), which provides a well-
organized view of a member’s care gaps, as well as a cursory clinical "face sheet" 
(see graphic, below) and detailed clinical tabs for each member for whom we have 
supporting data. The MHR is based on current and historic medical and pharmacy 
claims information, lab test results, health risk assessments, and other 
information systematically received and processed in our data warehouse. 


 Our ED Flag on the Portal enables us to notify PCPs of ED utilization when the 
provider checks member eligibility. This improves PCP awareness of members 
who may not be appropriately accessing primary and preventive services, thereby 
supporting the PCP’s own outreach and education efforts. 


 Our Online Care Gap Alerts feature pushes alerts to the provider when a 
member’s record is presented as a result of an eligibility inquiry and will show if a 
member is due for or missing a service recommended by evidence-based 
guidelines. PCPs can view clinical quality and cost utilization drill down reports 
that reflect data for all services delivered to the member by that provider, when we 
have sufficient claims data from that provider to display meaningful information.  


 
G. Case Management Program Staffing 
 
The vendor must identify the staff that will be involved in the operations of the case management 
program, including but not limited to: case manager supervisors, case managers, and administrative 
support staff.  


 


STAFF INVOLVED IN CARE MANAGEMENT PROGRAM OPERATIONS 
Our Care Management model ensures an integrated approach to the full range of member 
needs, while promoting development of a trusting relationship between the member and 
their assigned Primary Care Manager. We assign a Primary Care Manager who serves as 
the member’s primary point of contact and ensures a consistent approach to member 
education and support. The Primary Care Manager is the individual within our 
organization with designated responsibility to ensure integration of all medical, 
behavioral health, social, dental, and other services and community resources the 
member may need. Care Manager assignment takes into account the expertise among 
our staff that most closely matches the member’s needs, including geography, existing 
relationships, and cultural and linguistic needs. Whenever possible, we assign a Care 
Manager within the member’s region because they are familiar with the providers and 
resources in that region. We use information obtained from the Care Manager’s 
comprehensive assessment of the member’s physical, behavioral, social services and 
other needs to validate appropriateness of Care Manager assignment and adjust as 
needed.  


 


Our model is built on a multidisciplinary team approach to integrate various clinical and 
other expertise “behind the scenes” in support of the Primary Care Manager’s efforts on 
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behalf of the member. The Primary Care Manager works directly with the member, and 
obtains additional expertise and assistance from other Care Management staff on the 
member’s Care Management Team (CM Team). For example, an RN Primary Care 
Manager works with a behavioral health clinician Care Manager to coordinate care 
planning and monitoring for a member with co-morbid heart disease and depression, and 
a recent hospitalization for chest pain. The Primary Care Manager also coordinates 
Disease Management services a member may need with a Health Coach who is co-
located with Care Management staff. The Primary Care Manager and Health Coach 
collaborate to comprehensively develop the member’s care plan and to provide the right 
level of expertise at the right time. For example, a member with asthma may be 
hospitalized for another condition, after which the Primary Care Manager assists the 
member with post-discharge follow-up until their health is stabilized while maintaining all 
relevant asthma-specific care plan goals and objectives.  


 


We recruit staff who have the expertise and ability to provide high quality Care 
Management services to our members. We recruit and hire from within the communities 
we serve and look beyond just a resume to find staff who are compassionate, familiar 
with our population, and creative problem-solvers. We also look to hire Care Managers 
who are Certified Case Managers (CCM) by the Commission for Case Manager 
Certification (CCMC). All clinical staff will hold a current unrestricted license in the State 
of Nevada.  


 


Our Care Managers are familiar with evidence-based resources and best practice 
standards related to conditions common within our membership, such as chronic and 
complex disabling conditions common among the adult population; or the special social, 
behavioral, and educational needs of children, including children in the child welfare 
system. Our Care Managers’ backgrounds will include experience working in acute care 
settings, community mental health clinics, acute psychiatric hospitals, physician offices, 
and OB/GYN practices, bringing hands-on experience and knowledge of care processes 
in those settings. In addition, all Care Management staff will receive training upon hire 
and at least quarterly on disease-specific and chronic conditions, strategies for 
engagement, community-based resources, and other relevant topics. 


 
The vendor must identify the role/functions of each case management staff recipient as well as the 
required educational requirements, clinical licensure standards, certification and relevant experience with 
case management standards and/or activities.  


 


CM Staff Qualifications and Roles  
The following table describes staff involved in Care Management Program operations, 
their role/functions, and qualifications including educational requirements, clinical 
licensure standards, certification and relevant experience with care management 
standards and/or activities. 


 
Care Management 


Staff 
Qualifications Role/Functions 


Care Managers Licensed clinicians, including 
Registered Nurses; Licensed 
Behavioral Health Clinicians who 
have Masters Degrees in fields 
such as Counseling, Social Work, 
Marriage and Family Therapy, or 
Nursing; at least 2 years’ 
experience in a relevant field such 


Serves as the member’s primary 
point of contact. Conduct 
screenings and assessments; 
provide education; lead care plan 
development, monitoring, and 
revision; lead the Care 
Management Team providing 
coordination and assistance to 
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Care Management 
Staff 


Qualifications Role/Functions 


as obstetrics, pediatrics, mental 
health. 
 


ensure a consistent, approach to 
member education and support as 
well as integration of all medical, 
behavioral health, social, dental, 
and other services and community 
resources a member may need. 


Care Manager 
Supervisors 


Care Manager qualifications PLUS 
at least 4 years of experience 
providing care management 
services and/or clinical experience. 
Experience as a lead or manager.  


Train and oversee performance of 
Care Managers and staff on Care 
Management Teams.  


Health Coach Asthma. Registered Respiratory 
Therapists who have at least five 
years of experience working with 
patients with asthma. Registered 
Respiratory Therapist staff must 
hold a minimum of a Bachelor’s 
degree and updated certifications 
and licensure. Some asthma 
coaching staff also have Asthma 
Educator Certification (AE-C) and 
Tobacco Treatment Specialist 
(TTS) certification 
COPD. Registered Respiratory 
Therapists 
Diabetes. Certified Diabetes 
Educator 
Tobacco Cessation. Certified 
Tobacco Treatment Specialists 
with additional training in 
counseling on cessation during 
pregnancy 


Promote a coordinated, proactive, 
disease-specific approach to 
improve self-management and 
clinical outcomes; and control 
costs associated with chronic 
conditions by completing a 
disease-specific assessment and 
providing disease-specific 
education; support; and condition 
monitoring that includes tele-care 
monitoring, face to face visits, 
targeted mailings and self-
management tools 


Program 
Specialist 


 


Social Worker, RN, LCSW, LVN, 
LPN or college graduates with a 
background in social services or 
other applicable health related field 
and at least 2 years of experience 
managing and integrating the 
social/community needs of 
members; may or may not be 
licensed  


Work with Care Managers to 
coordinate psychosocial and 
community resources 


Foster Care 
Liaison/Care 


Manager 


Master’s level licensed social 
worker or counselor and 
experience working with foster 
care system and population. 


Acts as Care Manager for children 
and youth in foster care.  


Program 
Coordinator 


 


Highly trained non-clinical staff 
with significant experience in a 
health care setting  


Assist Care Managers with 
administrative duties such as 
obtaining transportation and 
coordinating services with 
community-based organizations, 
and attendance at marketing and 
outreach events to provide 
education to members and 
potential members 


Community Health 
Worker  


 


Highly trained non-clinical staff 
with significant experience in 
managed care or social services 


Completion of health risk screens 
on new members via phone and in 
person; participation in community 
events to provide health education; 
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Care Management 
Staff 


Qualifications Role/Functions 


and education and assistance to 
members with accessing services 
including telephonic outreach and 
home visits, and meeting members 
at community events or their 
doctor’s office  


Utilization 
Reviewer 


Registered Nurse or licensed 
behavioral health clinician with at 
least 2 years’ clinical and 
Utilization Review experience 


Coordinates discharge planning 
and applies approved UM criteria 
for concurrent review and requests 
for discharge services; responsible 
for the daily coordination of care 
management and similar specialty 
programs; and applies approved 
UM criteria to new or continued 
service requests. 


Medical Director Board certified physician and 
licensed in Family Practice, OB-
GYN, Pediatrics, or Neonatology 
with clinical and Utilization Review 
experience 


Provides clinical expertise and 
guidance to Care Managers; 
provides input into member’s care 
plan; serves as lead for 
interdisciplinary care team reviews; 
and makes utilization review 
decisions to support the member’s 
physical health needs. 


Behavioral Health 
Medical Director 


Currently practicing psychiatrist. 
Must have a minimum of 5 years’ 
combined clinical experience in 
mental health and substance use 
disorder services and be 
knowledgeable about primary 
care/behavioral health integration. 
Experience and expertise working 
with the Medicaid population is 
required. Previous Medicaid 
managed care experience 
preferred, including 
treating/managing culturally 
diverse populations. 


Provides behavioral health 
expertise and guidance to Care 
Managers; provides input into 
member’s care plan; serves as lead 
for behavioral health aspects of 
interdisciplinary care team reviews; 
and makes utilization review 
decisions to support the member’s 
behavioral health needs.  


 
The following table describes resource staff available to Care Management staff to assist 
with specialized care management activities. 


 
 Staff Qualifications Role/Functions 


Housing/Employment 
Specialist 


Highly trained non-clinical staff; 
experience working with 
community-based housing 
organizations and employment 
services such as vocational 
rehabilitation. 


Work with Care Managers to 
coordinate housing for members 
who may benefit from assistance 
finding stable housing. 


Work with Care Managers to 
coordinate employment support 
services for members who may 
benefit from assistance finding 
employment. 


Peer Support Liaison Behavioral health license or 
experience. 


Work with Care Managers to 
coordinate peer support 
resources for members with 
SMI/SED, inpatient psychiatric 
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 Staff Qualifications Role/Functions 
patients and other members who 
may benefit from behavioral 
health peer support services. 


 
Furthermore, the vendor must provide case manager staff/recipient ratios based on the recipient risk 
stratification and different levels of care being provided to recipients.  


 
We establish caseload assumptions based on our Medicaid and State Children's Health 
Insurance Program experience in other states and a successful chronic and complex 
Care Management model used by our affiliate health plans. We factor in frequency and 
acuity of different diagnoses within the population and the intensity of management and 
coordination required based on member risk stratification and different levels of care 
being provided. We also factor in our Care Management Team model, which supports the 
Primary Care Manager through input and assistance provided by other clinical and non-
clinical staff (such as Program Coordinators, Program Specialists, Health Coaches, and 
Community Health Worker staff). In the table below, we provide our Care Manager to 
member ratio ranges, including the maximum ratios. We may adjust caseloads at each 
level downward, as necessary, to accommodate the needs and acuity of the members in 
a specific Care Manager’s caseload 


 


Care 
Management 


Level 


Characteristics of Members at this Care 
Management Level 


Members per 
Primary Care 


Manager 
Low Risk: Level I • Stable with multiple or co-morbid conditions but 


minimal or no Care Management needs  
• Stable but the screening indicates a possible risk 


for a potential problem or complication  
• members with short term care coordination 


needs such as wound care, and/or home care 
needs 


• Psychosocial issues such as housing, financial, 
etc. with need for referrals to community 
resources or assistance with accessing health 
care services 


• Potential referral to disease management at case 
closure 


100-150 


Moderate Risk: 
Level II 


• Stable but have multiple or co-morbid conditions 
• Have a current need for routine ongoing physical 


or behavioral health services, which may include, 
but are not limited to PCP visit, specialist visits, 
home care services, lab work, medications, 
disease management, or referral and intervention 
by community organizations  


• One or more inpatient admission(s) within 60 
days and/or two or more ER visits within the past 
60 days 


• Potential referral to disease management at case 
closure 


80-100 


High Risk: Level III • Unstable and/or have a chronic or complex 
condition with ongoing physical or behavioral 
health needs  


• Children and/or adults with special health care 
needs 


• Catastrophic injury and/or disease process 


60-80 
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Care 
Management 


Level 


Characteristics of Members at this Care 
Management Level 


Members per 
Primary Care 


Manager 
• Two or more inpatient admissions within 60 days 


and/or two or more ER visits within the past 30 
days 


• Symptomatic and at risk for immediate 
emergency visit, admission, or readmission  


 
Behavioral health case management must be available 24 hours a day, 7 days a week.  


 


We will make Behavioral Health Care Management available 24 hours a day, 7 days a 
week. During business hours, a Behavioral Health Care Manager (BHCM) is available to 
take member, caregiver/family, and provider calls and arrange for needed services and 
assistance. If the member’s assigned Care Manager is not immediately available (such as 
when the Care Manager is in the field with another member), another Care Manager in the 
Department will provide assistance, unless the member or other caller prefers to wait for 
the assigned Care Manager to respond. After hours, we provide Behavioral Health Care 
Management via telephonic access to appropriately-qualified nurses with behavioral 
health training and qualifications that match those required for our behavioral health 
care management staff. 


 
H. Case Management Conditions 
 
1. The vendor must, at a minimum, provide case management to recipients with the following clinical and 
behavioral health conditions:  


 


We will provide care management to recipients with the required clinical and behavioral 
health conditions listed above, as well as all recipients whose health conditions warrant 
care management services. We will accomplish this through our Care Management 
Program, which offers specialized care and disease management programs that target 
specific conditions within the population as well as a Complex Care Management 
Program for members with complex, co-morbid conditions. We will also provide other 
programs and approaches to address key issues facing members in Clark and Washoe 
Counties such as homelessness.  


 


Our specialized Care and Disease Management Programs, are tailored to meet the unique 
needs of specific subsets of the population. We leverage the national experience of our 
NCQA and URAC-accredited disease management affiliate to provide our evidence-based 
programs for asthma, diabetes, and COPD. The Population Health Impact (PHI) Institute 
has recognized our DM affiliate for its commitment to quality and transparency in 
outcomes reporting by awarding its H-TAP accreditation (Healthcare Transparency 
Accreditation Program) for many of its programs such as asthma, CHF and diabetes.  


 


We use our Care Management Team model to provide these specialized programs and 
ensure a holistic approach. The CM Team Lead reflects the member’s primary need for 
care management, while others on the Team provide input for their area of expertise. For 
example, the Team Lead for a member whose primary need for care management is 
cancer will be a nurse while the Team Lead for a member who primary need relates to 
serious mental illness (SMI) will be a BH clinician. If these members also have a chronic 
physical health conditions such as asthma, the Team will include a Health Coach with 
asthma expertise (such as a respiratory therapist). The Team for a member with SMI who 
also has physical health issues will include a nurse. 
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a. Congestive Heart Failure (CHF); 
b. Coronary Arterial Disease (CAD); 


 


The goal of our CHF and CAD program is to provide telephonic outreach, education and 
support services to promote participant adherence to treatment guidelines and improve 
self-management skills in order to minimize the development and/or progression of heart 
complications and optimize quality of life. A Registered Nurse serves as Health Coaches 
for members in this program. The objectives of the CAD and heart failure programs are to 
reduce rate of secondary cardiac events, hospitalizations and emergency room visits; 
improve clinical metrics for hyperlipidemia and hypertension; increase physical activity; 
and manage weight. Individual member-level care plan interventions are focused on 
disease specific education, medication comprehension and compliance, exercise 
regimen, tobacco cessation, stress management, monitoring of blood pressure and 
cholesterol, diet modifications and sodium/fluid restrictions, diagnostic testing 
education, self-monitoring techniques, and understanding signs and symptoms of 
decompensation. 


 
c. Hypertension (excluding Mild Hypertension); 


The goal of our Hypertension program is to provide telephonic outreach, education and 
support services to promote participant adherence to treatment guidelines and improve 
self-management skills in order to minimize the development and/or progression of 
complications and optimize quality of life. A nurse and/or a certified Nutritionist may as 
the Health Coach for a member in this program. The objectives of the hypertension 
program are to: reduce the risk of heart attack and/or stroke; improve blood pressure 
control; increase physical activity; and manage weight. Individual member care plan 
interventions are focused on disease specific education such as medication education 
and compliance, nutrition education and exercise regimen.  


 
d. Diabetes; 


 


The goal of our Diabetes program is to provide telephonic outreach, education and 
support services to promote participant adherence to treatment guidelines and improve 
self-management skills in order to minimize the development and/or progression of 
diabetic complications and optimize quality of life. Certified Diabetes Educators serve as 
Health Coaches. The care plan focuses on promoting member understanding and 
adherence to approaches that optimize blood glucose, blood pressure, and lipid control; 
medication understanding and adherence; self-blood glucose monitoring; recognizing 
signs of high and low blood glucose levels; nutrition counseling for carbohydrate 
counting and weight management; recommended screenings for diabetic complications; 
blood pressure and cholesterol management; optimizing physical activity levels; tobacco 
cessation and stress management. 


 
e. Chronic Obstructive Pulmonary Disease (COPD); 


 


The goal of our COPD program is to provide telephonic outreach, education and support 
services to promote participant adherence to treatment guidelines and improve self-
management skills in order to minimize the development and/or progression of diabetic 
complications and optimize quality of life. Our COPD program uses Registered or 
Certified Respiratory Therapist (RPT or CRT) to serve as the Care Health Coach. Certified 
Diabetes Educators serve as Health Coaches. The objectives of the COPD program is to: 
reduce health care utilizations, improve quality of life, improve functional status through 
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reductions in symptom severity and frequency, promote therapeutic regimen, and 
promote participant self-management. The Health Coach will work with the member to 
identify goals to minimize modifiable risk factors and assess the member’s 
understanding of disease self-management. The care plan includes individual member 
interventions such as disease specific education, medication education and compliance 
management, equipment usage and technique, flu and pneumonia vaccine, exercise 
regimen, tobacco cessation, stress management and recognition of changes in symptom 
severity and action steps to take. 


 
f. Asthma; 


 


Our Asthma Program uses Registered or Certified Respiratory Therapist (RPT or CRT) 
Health Coaches. The goal of our Asthma program is to provide telephonic outreach, 
education and support services to promote adherence to asthma treatment guidelines, 
prevent exacerbations and optimize functional status. Care plan focus includes 
promoting member adherence to asthma treatment guidelines, preventing exacerbations 
and optimizing functional status. Coaching is provided both telephonically and in the 
home, and focuses on proper use and maintenance of respiratory equipment, medication 
understanding and compliance, improving exercise tolerance, and tobacco cessation. 
Member education also includes recognizing asthma symptom triggers and how to avoid 
or address them. For participants under 10 years of age, we send a cartoon booklet 
explaining asthma and self-management; and to their caregivers, a companion guide. We 
provide teenaged participants a booklet that uses examples they can relate to, such as 
comparing the annual cost of smoking to items such as video games and sports 
equipment, and that informs them about famous people with asthma. 


 
g. Severe Mental Illness (SMI); 


 


PROGRAMS FOR MEMBERS WITH SMI AND OTHER BEHAVIORAL HEALTH 
CONDITIONS 
 


We will offer the following programs for members with SMI. However, we expect that a 
majority of members with SMI will be enrolled in our Complex Care Management program 
described below due to frequency of co-morbid physical health diagnoses, co-occurring 
substance use and require high cost support as well as coordination of care across 
multiple provider types and support agencies.  


  


Bipolar and Schizoaffective Disorders 
Our Bipolar and Schizoaffective Disorder Management Program provides referrals, 
resources, and education to reduce symptoms and improve quality of life based on 
member-established goals. Program components include symptom scales, behavior 
activation, and relapse prevention. Initial assessment identifies current needs and 
symptoms using the PHQ-9, mania and depression scale, and the cross-cutting symptom 
scale. These assessments are updated every 30 days to monitor symptoms and 
responses. We work with the member to develop and implement an individualized 
recovery plan to help the member better understand symptoms, triggers, and relapse 
preventions. We also help the member create a support system as part of an overall 
wellness plan. Each coaching call includes review of action steps in the individualized 
recovery plan which reflects the member’s preferences and goals. 


 


Peer Support 
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Peer support is a powerful tool for providing hope and inspiring individuals to engage in 
CM and their own care. Peer Support Services, such as working with members pre-
discharge to facilitate transition to outpatient, step-down care, or engage in Care 
Management, are recognized by CMS and consumer advocacy groups such as Mental 
Health America as a positive technique for encouraging consumer-choice and 
empowering members to take accountability for their health care. Our goal is to increase 
access to Peers in order to provide more member-focused care, improved adherence to 
treatment goals, and increased member engagement in all aspects of care. Our Peer 
Support Specialist will develop relationships with and assist Care Managers to connect 
members to existing peer support programs. 


 


Suicide Prevention 
Behavioral Health clinician Care Managers will work with members who may be at risk of 
self-harm to develop a crisis prevention and safety plan. The plan will identify specific 
actions to be taken, and the responsible parties, to prevent and address identified risks. 
With member consent, the Care Manager will share the plan with family/informal 
supports, the PCP, and providers. We will also provide a toll-free crisis line members and 
their family/informal supports may call if they are de-escalating or experiencing a crisis, 
and will connect members to mobile crisis response teams such as those offered by 
Northern Nevada Child and Adolescent Services and DFCS.  


 


To ensure our ability to detect potential risk, we will train all Care Management staff and 
providers on suicidal ideation and risky substance use or other lifestyle patterns that 
increase risk. We will also train providers on the assistance we can provide with crisis 
response and connecting the member to necessary services and other social supports to 
address and prevent crisis situations. We will also train caregivers as well as providers 
of home care on de-escalation techniques and safety, including when and how to 
implement the member’s crisis prevention plan. 


 


Mental Health Crisis 
We bring the national experience of our behavioral health affiliate in developing 
innovative solutions to supporting the community to strengthen the system of care for 
individuals with mental illness. In addition to the approaches we will use to prevent and 
address crisis and suicide risk, we will educate community stakeholders about how to 
identify and respond to mental health crisis situations, which can divert unnecessary ED 
utilization and enhance safety and quality of life for members. For example, our affiliate 
presented an opportunity for community first responders and other stakeholders to 
become certified in Mental Health First Aid. Participants included representatives from 
stakeholder entities such as juvenile district court, county coroner’s office, district 
attorney’s office, local health department, probation and parole office, drug court, local 
homeless coalition, and local crisis response office. We propose to partner with entities 
such as Nevada State Department of Health & Human Services, Nevada Division of Child 
and Family Services and the Department of Juvenile Services, the Foundation for 
Recovery as well as Clark and Washoe County Fire Districts, Sheriff’s Offices, and 
County Social Services to offer Mental Health First Aid education and certification.  


 


We are also partnering with HELP of Southern Nevada to enhance mobile crisis services. 
HELP has indicated a gap in ability to address basic medical needs when their Mobile 
Crisis Teams are in the field, especially with the homeless population. We are discussing 
how our clinical staff (nurses and/or behavioral health clinicians) can assist, such as by 
embedding them with the Mobile Crisis Team, providing nurse and/or care coordination 
support, and offering additional training for MCT staff on medical issues. 
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h. High-Risk or High-Cost Substance Abuse Disorders; 


 


PROGRAMS AND INTERVENTIONS FOR MEMBERS WITH SUBSTANCE USE 
DISORDERS  
 


Opioid Management Program 
Our comprehensive opioid management program provides a diverse array of services to 
members who are at moderate to high risk for opioid abuse. We identify members with 
potentially harmful prescription patterns and use a modeling algorithm to segment 
members with substance abuse by risk status, which allows us to prioritize 
interventions. We provide telephonic and in-person outreach to identified members with 
risk factors and use behavioral modification techniques and a proprietary pain 
management workbook that teaches pain management methods. We connect members 
to appropriate providers to meet their medical and behavioral needs including 
medication assistance treatment programs. To prevent severe consequences from opioid 
overdose such as death, we also provide access to Naloxone and overdose rescue 
training. We collaborate with providers to refer members to pain management resources 
that utilize pain contracts to establish a responsible regulatory relationship between the 
pain clinic and the patient. We educate our provider network regarding how to manage 
pain while promoting safe and responsible opioid prescribing practices through initial 
and ongoing training, including information on our Practice Improvement Resource 
Center on our Provider Portal. This information includes but is not limited to our 
prescribing policies (which are in accordance with the “2016 Center for Disease Control 
and Prevention Guideline for Prescribing Opioids for Chronic Pain”) and training 
materials from the American Medical Association’s Task Force to Reduce Opioid Abuse. 
When members meet criteria indicating drug seeking behavior or overutilization, we 
restrict them to a single pharmacy and/or provider through our Lock-In Program 
(described in our response to requirement 3.4.6.6). 
 


Perinatal Substance Use Disorder 
Our Perinatal Substance Use Disorder (SUD) program provides education and resource 
linkage, and connects pregnant members with SUD to intensive outpatient and partial 
hospitalization programs along with Subutex and Methadone treatment. When we identify 
a pregnant member with suspected SUD, a behavioral health clinician Care Manager 
will complete, or will coordinate with the existing HROB Care Manager (who will remain 
the member’s primary contact) to complete, an assessment to confirm the substance use 
and assess the member’s medical, behavioral health, social, and other needs. The 
program promotes recovery through a care plan developed in collaboration with the 
member that includes treatment referrals; self-management tools such as workbooks 
designed to better understand triggers; and use of local support groups and resources. 
Care plans also include coordination with the member’s providers (including PCPs and 
OB/GYNs) as well as family and community supports as desired by the member or 
parent/guardian. As part of our overall Perinatal/NICU Management program, participants 
in our Perinatal SUD Program also receive the full array of Perinatal/NICU Management 
program services in addition to the SUD-specific services, which the Care Manager 
integrates to ensure holistic perinatal care. 
 


Harm Reduction 
Our CMs will be trained in harm reduction as a way of maintaining engagement with the 
member while preventing disease and promoting health. Harm reduction interventions 
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reflect that not everyone is ready or able to engage in recovery and focuses on evidence 
based strategies for mitigating the risks associated with alcohol and drug use, 
medication non-compliance, and other high risk behaviors. For example, a care plan that 
incorporates harm reduction might include interventions such as: 
 
 Member currently drinks 6 nights a week. Member will reduce drinking to 3 nights a 


week. 
 Member currently uses cocaine every weekend. Member will reduce cocaine use to 


once a month. 
 When wanting to use heroin, member will contact local needle exchange program for 


replacement needles. 
 


Our staff will be trained to employ a non-judgmental approach that treats each person 
with dignity, compassion and respect regardless of the member’s circumstance or 
condition, to accept behavior change as an incremental process, and to recognize the 
complex social factors that influence behavior, including poverty, lack of social supports 
and trauma. 


 
i. Severe Cognitive and/or Developmental Limitation;  


 


We expect that a majority of members with severe cognitive and/or developmental 
limitations will be enrolled in our Complex Care Management program described below 
due to the frequency of these members with having co-occurring physical and/or 
behavioral health conditions and requiring high cost support services as well as 
coordination across multiple provider types and support agencies. 


 
j. Recipients in Supportive Housing;  


 


PROGRAMS FOR MEMBERS IN SUPPORTIVE HOUSING AND THOSE WHO ARE 
HOMELESS 
The Supportive Housing Program will support improved clinical outcomes as well as 
housing retention and self-sufficiency, including promotion of moving from supportive 
housing to permanent housing. The Care Manager will work with the member, circle of 
support, and providers as well as the supportive housing provider to develop and 
implement a care plan that addresses the full range of the member’s needs including 
primary and preventive care, medication management, behavioral health services, 
vocational guidance, skill building, and problem solving. The Care Manager will also 
connect the member to peer supports as desired by the member, and help them address 
and manage barriers in accessing treatment or recovery efforts. The program will include 
information sharing with supportive housing providers (with appropriate consent) on 
medical and behavioral health services being provided to the member, such as when the 
member accesses acute levels of care, has a crisis in a homeless situation, or is in need 
of intensive community supports. Our staff, with support from our Housing and 
Employment Specialist (described below), will train supporting housing providers on 
prevalent co-morbid medical/behavioral health conditions (such as HTN, diabetes, 
depression) to enhance their ability to refer members to us for assessment of new or 
changed conditions, as well as de-escalation techniques and the support we can provide 
for members experiencing escalation or crisis. We are working in partnership with HELP 
of Southern Nevada to develop this program further and provide other support which we 
describe below. 


 


Homelessness 
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Homeless members need a more intensive level of support and connection to community 
resources to achieve self-management, adherence, and positive outcomes. Yet locating 
these members can be a challenge. Often the best place to outreach to members who are 
homeless is at the point of care such as a doctor’s office. We use methods such as the 
following to reach these members:  


 
 Track pharmacy prescriptions to identify approximate refill dates and ask the 


pharmacy to notify us when the enrollee is there 


 Identify approximate location of the member and interview local community 
service staff, homeless shelters, and area residents 


 Conduct onsite visits when members are admitted to the ED or hospital. 


 


We will collaborate on outreach with organizations such as Shade Tree Shelter and 
Catholic Charities Access to Healthcare Network. For example, our staff will work with 
these partners to present wellness seminars at shelters and other locations where 
homeless members frequent to teach self-care skills, provide education and support 
individuals to access needed services. In addition, we will support local efforts to engage 
and support homeless members, such as the Healthcare and Housing System Integration 
Initiative, and work with our network providers such as HELP of Southern Nevada and 
Westcare to collaborate on outreach strategies for homeless members who have 
behavioral health needs.  


 


When we reach the member, our Care Management staff will provide social navigation 
services to meet member needs, such as connecting the member to housing options, 
food pantries, clothes closets, and employment assistance. We will also assist these 
members to apply for other programs for which they may be eligible such as WIC, food 
stamps, and SSI. Care Management staff and our community health worker staff will be 
available when appropriate to accompany the member to agency and program offices as 
well as provider visits to provide assistance and work through potential barriers.  


 


To enhance our ability to connect members to housing resources and coordinate 
housing needs with other services, we will employ a Housing/Employment Specialist 
who will serve as our contact with housing providers and the community. The 
Housing/Employment Specialist will provide support to Care Management staff to 
identify housing resources for homeless members and members at-risk of 
homelessness. See our response to 3.10.20.2.G for more detail. 


 


Additionally, these high-risk members will receive cell phones preprogrammed with 
numbers for the Care Manager, outpatient behavioral health provider, community case 
worker, applicable peer support person and 911. Having this phone ensures their ability 
to communicate their needs and concerns in a timely way and permits us to outreach 
and follow-up as needed to monitor and address any new or changed needs and barriers, 
such as arranging transportation to services, addressing medication needs and 
questions, and supporting members to leverage their support systems. 


 
k. HIV; and 


 


Our HIV management program provides a multifaceted approach to deliver psychosocial 
and health support to our members throughout various stages of disease progression. 
We provide telephonic and in-person outreach to members with an HIV diagnosis to 
emphasize medication adherence and provide education about techniques for 
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compliance with anti-retroviral medication. HIV-infected pregnant members receive 
outreach from our High Risk OB Care Managers, who provide education about the 
importance of anti-retroviral treatment throughout pregnancy and discuss topics based 
on the American Congress of Obstetricians and Gynecologists and Centers for Disease 
Control and Prevention that are of heightened relevance to HIV-infected women, such as 
perinatal HIV transmission, caesarian deliveries, and breastfeeding. Care Managers 
follow members hospitalized for AIDS-related complications throughout their 
hospitalizations and provide post-discharge outreach as needed to address post-
discharge instructions. We also address and manage the psychosocial needs of HIV-
infected members, including depression, alcohol and substance abuse, neurocognitive 
effects from anti-retroviral medication, and other behavioral matters associated with the 
HIV infection. We promote HIV prevention services and testing at community events in 
collaboration with local health districts and providers. 


 
l. Recipients with Complex Conditions. 


 


COMPLEX CARE MANAGEMENT PROGRAM 
 


Our Complex Care Management Program provides services to members with any 
chronic, complex, high risk, high cost and/or other catastrophic condition(s) who do not 
meet criteria for any of our specialized programs.  


 


Members are assigned to an RN or behavioral health clinician Care Manager depending 
on their primary need for Care Management. Some Care Managers have additional, 
specialized backgrounds, such as high risk pregnancies; members with SMI; and 
working with individuals with severe cognitive and/or developmental limitations. 
Members receive high touch, telephonic or in person Care Management to monitor care 
plan implementation, provide education, assistance with appointment scheduling and 
transportation, and linkages to community resources.  


 


The Care Manager completes a comprehensive Health Risk Assessment and develops a 
care plan in collaboration with the member, providers, caregivers/family and other formal 
and informal supports. The Care Manager provides education to the member on 
treatment options, such as alternative and palliative treatment for members with 
advanced illnesses, and alternative care settings for those who require higher levels of 
care. We also offer providers a wealth of information on our practice improvement 
resource center on our Provider Portal, as well as through our Provider Engagement staff 
and Care Management staff, regarding evidence based care and best practices for the 
member’s condition.  


 


The Care Manager provides member outreach to facilitate early identification of medical 
complications, assistance with transportation, appointment scheduling, and other needs. 
Care Managers identify and provide linkage to members who are eligible for non-covered 
services or other programs, such as additional Medicaid resources or SSI benefits. Care 
Managers also provide coordination of care, post-hospitalization follow up to reduce the 
risk of readmission, assistance with pain management and other medication-related 
issues, and provide support through end of life when appropriate. 


 
However, vendor must focus on all recipient’s whose health conditions warrant case management 
services and should not limit these services only to recipients with these conditions (e.g., cystic fibrosis, 
cerebral palsy, sickle cell anemia, etc.). 
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OTHER SPECIALIZED PROGRAMS AND APPROACHES TO ADDRESS KEY 
COMMUNITY ISSUES 
We will focus on all recipient’s whose health conditions warrant care management 
services and will not limit these services only to recipients with these conditions (e.g., 
cystic fibrosis, cerebral palsy, sickle cell anemia, etc.) We will develop and implement 
programs and approaches, such as the following examples, to target specific issues that 
affect member health and well-being. 


 


ADHD Program 
Our ADHD Program has as an overarching goal of helping members with ADHD achieve 
the highest possible levels of wellness, functioning, and quality of life. Disease-specific, 
measurable goals are established and serve as the focal point for member/parent and 
provider education and care coordination to improve symptom management, medication 
side effects, academic performance, and social interactions. Our ADHD Program is based 
on the American Academy of Child and Adolescent Psychiatry clinical practice 
guidelines for the assessment and treatment of children and adolescents with ADHD. The 
program also includes evidence-based practices developed by the American Academy of 
Pediatrics, which we provide on our Practice Improvement Resource Center on the 
Provider Portal. CM staff complete an initial symptom scale and needs assessment with 
the member/guardian to determine the appropriate level of intervention, and 
communicate with the pediatrician/medical home and as applicable the behavioral health 
provider to develop and monitor a plan for interventions. Through ongoing contact based 
on level of member need, we will provide diagnosis specific education, coping 
techniques, and assistance resources as well as monitor treatment response through 
reassessing the ADHD symptom scale monthly. 


 


Anxiety Management Program 
Our anxiety management program is based on the Coordinated Anxiety Learning and 
Management (CALM) model, an evidence-based collaborative care approach for anxiety 
disorders. Systematic use of anxiety symptom scales, outcome tracking of the member’s 
symptoms and functioning are used to determine the member’s progress. CALM is 
modeled after the IMPACT intervention, a stepped care approach that focuses on 
working toward patient centered goals and incorporates relapse prevention plans with 
follow-up contact protocols. Newly identified members receive an initial screening using 
the Overall Anxiety Severity and Impairment Scale (OASIS) and Patient Health 
Questionaire-3 upon enrollment. This screening is used to triage to the appropriate risk 
level, and both tools are completed every 30 days thereafter to monitor anxiety 
symptoms and treatment response. Monthly calls will include support and education of 
the importance of therapy and medication adherence if applicable. For members 
receiving anxiety treatment in the primary care setting that have not achieved an 
adequate anxiety symptom response, our behavioral health Medical Director will provide 
feedback to the PCP. The initial care plan includes member-identified goals, action steps, 
and self-awareness education tools that serve as a focal point for future communication. 
CM staff use Motivational Interviewing), a key component of the CALM Intervention 
strategy, to increase engagement of members in their self-directed plans that focus on 
the reduction of their anxiety symptoms, the strengthening of self-efficacy and 
development of self-empowering behaviors. 


 


Depression Management Program 
This program is based on the evidence-based IMPACT model of depression care, and 
uses key IMPACT components such as systematic use of depression symptom scales, 
behavior activation, and relapse prevention. The program also includes targeted PCP 
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technical assistance on stepped care and the IMPACT tenants of treating to goal. The 
member completes a depression screening (PHQ-9 or Edinburgh) upon program 
enrollment and every 30 days thereafter to monitor depression symptoms and treatment 
response. CM staff work with the member to establish a behavior activation plans and 
action steps which serve as the focal point for future communication. For members 
receiving depression treatment in the primary care setting who have not achieved an 
adequate depression symptom response, our behavioral health Medical Director will 
provide feedback to the PCP on evidence-based care. 


 


Perinatal/NICU Management Program 
Our perinatal and NICU management program emphasizes early identification and 
stratification of pregnant members, and education and Care Management interventions 
to improve birth outcomes for all pregnant members. The program serves as the 
umbrella for all of our perinatal management efforts. Program staff assist members, in 
person when necessary, to access prenatal and post-partum care, provide education on 
their health care needs, address social needs and concerns, and connect members to 
appropriate specialists and non-covered services, such as specialty behavioral health 
and SUD services and dental services, and community resources. The program extends 
through the postpartum period to improve maternal outcomes and reduce risk in 
subsequent pregnancies, and extends through the first year of life for enrolled 
babies. Our Program is modeled on our parent company’s award-winning program that 
was named a best practice by NCQA in 2009. The program received the 2010 URAC/ 
Global Knowledge Exchange Network International Health Promotion Award, and a 
Platinum Award for Consumer Empowerment at the URAC Quality Summit. In 2014, the 
program received a Case In Point Platinum Award honorable mention. Since program 
implementation in 2008, the percentage of low and very low birth weight among 
participants has steadily decreased, resulting in substantial savings. For example, in 
2015, we estimate that our program saved over $14 million due to improving birth 
weights. 


 


Perinatal Depression Program 
Through our perinatal depression program, we identify pregnant and newly-delivered 
members, and assess whether they are currently depressed or at risk for depression. We 
screen pregnant members for depression using the Edinburgh Depression Screening. 
We provide this tool in the prenatal mailing we send to all pregnant members and in the 
Newborn Care Packet we provide all new moms, along with information about perinatal 
depression and the risks of substance use during pregnancy. When we receive a positive 
screen, and anytime we receive a provider or other referral, a Care Manager contact the 
member to complete an assessment and connect her to appropriate resources such as 
the PCP or a behavioral health provider. The Care Manager shares information among 
the OB and provider(s) involved in the depression treatment to ensure an integrated 
approach to care and ensure a healthy outcome for both mom and baby. We are working 
with several perinatal programs in Nevada, such as Women’s Health Associates of 
Southern Nevada, to develop collaborative relationships for identifying at-risk pregnant 
members who would benefit from this program and providing referral and coordination 
among OBGYN offices and other treating providers. 


 


Sickle Cell Management Program 
This program provides services to members with moderate and high risk Sickle Cell 
disease to improve PCP engagement, increase the use and/or adherence to medications, 
and support members’ pain management skills. The program provides educational 
materials and a member support kit, and promotes use of, and adherence to, 
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hydroxyurea (a medication used to reduce sickle cell crisis caused by painful events, 
acute chest syndrome, and anemia). The Care Manager works with the member and 
treating providers to develop a care plan that addresses physical, psychological, social, 
and environmental needs, goals, and interventions. Care Managers provide education on 
key areas such as hydration and safety. The care plan also incorporates a pain 
management plan that outlines how the member can appropriately manage their pain at 
home and includes pre-defined thresholds for the use of opioids and guidelines for when 
they should contact their provider. Since 2012, the program has been successful in 
increasing hydroxyurea usage by 20%, number of members with a sickle cell assessment 
from 2.1% to 18%, number of members in care management by 73%, while also 
decreasing overall inpatient visits by 8.6% (PMPM) and decreasing impatient visits with a 
diagnosis of sickle cell crisis by 10% (PMPM). 


 


Tobacco Cessation Program 
This program, described in more detail in our response to requirement 3.4.4.4, will 
provide identification, outreach, education, and treatment to help members quit smoking. 
The program will include regular screening using the “5 A’s” (Ask, Advise, Assess, 
Assist, and Arrange) for all participants, as well as targeted education for pregnant 
smokers and families with young children. We will offer brief tobacco treatment, 
counseling, and FDA approved tobacco cessation medications. Care Management and 
member outreach staff will be trained and certified in the American Lung Association’s 
Freedom From Smoking® smoking cessation counseling program. We will educate 
network providers on the need to screen members for tobacco use at every PCP visit, 
and our Provider Engagement Team staff will distribute tobacco cessation toolkits to 
providers during initial provider orientation visits and ongoing educational visits and 
training sessions. The toolkits can be given to members and will include educational 
information regarding quit techniques and information on available benefits. 


 


Transitional Care Program 
The Transitional Care Program provides transition services to members who are 
admitted to the hospital in an effort to prevent readmission. We provide telephonic 
engagement as well as on-site staff that provide in-person Care Management at high 
volume network hospitals. These concurrent review Care Managers work with the 
member and hospital staff to identify potential risk factors for readmission and ensure 
that the member’s discharge plan addresses all needs. To enhance our ability to predict 
unnecessary readmission risk, we use a proprietary model, built using industry standard 
potentially preventable readmission software, which generates a score upon admission. 
The score provides additional insight for our staff to identify the highest risk members. 
For members in Care Management with either physical or behavioral health discharges, 
we provide the discharge plan to the PCP. The Care Manager follows up with the member 
24-48 hours post discharge to confirm that the member has all needed equipment, 
medications, and in-home services and to reconfirm their understanding of their 
diagnosis/condition and self-management plan. We also follow up with members who 
have had a behavioral health discharge to provide a reminder for the seven and 30 day 
follow up visits and address any barriers. This program has achieved reductions in 
medical and behavioral health readmissions as shown in the chart on page two of this 
response. 


We have begun discussions with behavioral health providers including Harmony 
HealthCare and Seven Hills Hospital to develop collaborative approaches to coordinating 
transitions and reducing readmissions. 


 


Transplant Management Program 
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Through our specialized Transplant Management Program a dedicated group of staff with 
advanced training on transplant protocols facilitates medical necessity review and 
conducts case management for all potential transplant cases. The Transplant Care Team 
is overseen by Vice President of Medical Affairs and supported by two additional 
physicians who have access to external board certified review physicians as needed. 
Program staff work closely with members’ primary/specialty care providers and the 
transplant provider team to obtain necessary clinical information and required lab work 
to facilitate timely evaluation of transplant candidates, assist in processing prior 
authorization (PA) requests for transplant services, and coordinate with the reinsurance 
vendor to ensure appropriate provider contracts are in place. The Transplant Care Team 
assists members in coordinating needed care and transportation and lodging for out-of-
town evaluations or procedures, and follows members for up to 12 months post-
transplant. See our response to requirement 3.4.8 for more detail on our approach to 
managing transplants. 


 


Weight Management Program 
Our weight management program provides a wide range of adult and pediatric services 
that support the current social, psychological, and medical needs of our members, as 
well as work toward preventing future risks. We promote pre-diabetes and cardiovascular 
disease prevention, as well as the appropriate testing, at community events in 
collaboration with local health districts and providers through the action of our member 
outreach staff, who are culturally trained community outreach workers. Certified 
nutritionists, dieticians, and social workers will also supervise community events that 
promote education on healthy eating, exercise, and food safety. We will distribute 
vouchers to Weight Watchers to incentivize participation in a weight loss plan, and Care 
Management staff will work with members to develop a comprehensive lifestyle 
management plan which promotes evidence-based approaches to weight management 
such as the American Academy of Pediatricians’ recommendations of reducing 
sedentary behavior. We educate our provider network regarding effective, appropriately 
sensitive techniques to discuss obesity prevention with members, including behavioral 
modification and motivational interviewing, via our Practice Improvement Resource 
Center. As part of our overall Obesity Management Program, we use our “Keep It 
Moving” fitness program which encourages children and adolescents to take part in 
physical activity and healthy lifestyle habits through music, magic, dancing, and 
provides a proprietary workbook that focuses on fitness, and songs that that address 
healthy eating. We will sponsor community events such as “Cooking Matters”, which 
teaches participants to use nutritional information to make healthier choices while 
shopping and cooking. 


 
I. Case Management Strategies 
 
1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
recipient’s person centered treatment plan and coordinating the case management needs. Should a 
vendor employ a disease management methodology (e.g., grouper, predictive modeling, proprietary 
screening algorithms) to identify and/or stratify recipients in need of various levels of health coaching and 
care intervention, the methods must be validated by scientific research and/or nationally accepted and 
recognized in the health care industry.  


 


BEST PRACTICE AND EVIDENCE BASED GUIDELINES FOR CARE 
MANAGEMENT 
Our Care Management Program and all related processes, including but not limited to 
person centered treatment plan development and coordination of case management 
needs, are based on the Case Management Society of America’s Standards of Practice. 
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This includes our Care Management staff training, which is developed from the CMSA 
standards as well as its Core Curriculum for Case Management. These practice 
guidelines and training curricula meet or exceed NCQA case management guidelines.  


 
VALIDATED, INDUSTRY-LEADING IDENTIFICATION AND STRATIFICATION 
METHODOLOGIES 
We identify and stratify recipients in need of various levels of health coaching and care 
intervention using predictive modeling and proprietary screening algorithms that are 
validated by scientific research and/or recognized in the health care industry. Our multi-
dimensional, episode-based, predictive modeling, and Care Management analytics 
software uses a methodology tailored to address the Medicaid population’s complex 
array of needs, including physical and behavioral health comorbidities as well as 
socioeconomic issues. Clinical, risk, and administrative profile information obtained 
from medical, behavioral and pharmacy claims data and lab value data (received from 
network lab vendors) are used to assign future risk scores, which allows us to identify 
members who may not yet have a diagnosis or identified condition that would trigger 
assessment for Case or Disease Management, but are at risk for future utilization. With 
appropriate management and monitoring, we may prevent, delay or reduce the disease 
process and the need for high utilization by ensuring these members access to 
appropriate preventive and primary care, long term services and supports, and non-
covered services and community resources. 


 


Predictive Modeling  
The evidence-based criteria built into our predictive modeling algorithms identify and 
stratify members based on condition and likelihood that appropriate intervention would 
result in a behavior change that may impact outcomes (referred to as “interventional”). 
These algorithms also help us to identify and appropriately meet the needs of members 
such as those at the end of life or with dementia who primarily need care coordination, 
not necessarily aggressive clinical intervention. This allows us to target our approach 
and resources effectively. 


Members are stratified into 
categories based on a 
sophisticated algorithm that 
takes into account factors such 
as recent ER visits and other 
utilization, historical claims 
data, number and type of 
medications, diagnoses, age, 
and gender. This allows us to 
segment our entire enrolled 
population into mutually 
exclusive categories which fall 
along a continuum of risk, 
costs, and appropriate level of 
intervention.  


 


Each category is based on the combination of identified condition(s), episodes of care, 
and gaps in care that together predict risk for both future costs and likelihood of being 
admitted to a facility. Members are assigned to a category based on the conditions and 
episodes of care reflected in the member’s most recent 12 months of claims history. The 
software looks for two or more claims in the most recent 12 months of claims history in 
order to assign the member a condition. If a member only has one claim for a condition 
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in a 12 month period, the software counts this as an episode of care rather than a 
condition, which is assigned a lower risk level. Care gaps are taken from the most recent 
12- 36 months of claims history (depending on the measure). For example, the criteria for 
the Medication Adherence Gaps measure include two or more fills for the same drug in 
the last 12 months. If the member meets this initial criterion, the software calculates a 
possession ratio based on the sum of the days’ supply that was filled, the number of 
calendar days between the first and last fill, and the days’ supply of the last fill, not 
counting any days when the member was admitted to a facility. 


 


Additionally, we combine a member’s future medical risk score with their BH risk score 
to identify members who may not be at high risk for one or the other type of condition, 
but whose risk lies in the intersection of comorbidity. Isolating the Behavioral Health 
component of a member’s future risk enables us to identify early and emerging risk 
rooted in BH, often before the member’s overall predicted risk has significantly 
escalated. Overlaying the BH risk score on a member’s overall risk score assists us with 
appropriately stratifying the intensity of member needs.  


 


Next-Generation, Real-time Analytics for Proactive Care Management 
Care Managers and providers require current, targeted, and actionable information to 
help them with impactful insights at the point of 
care and to drive quality improvement programs 
and HEDIS, EPDST, and other member and 
population health outcome results. Today, our 
enterprise analytic platform integrates clinical, 
claim, lab test, assessment, demographic, and 
other member level data, applies clinical predictive 
modeling rules and supplies our care teams, 
providers, and members with care gap and health 
risk information. We are augmenting the predictive 
risk identification capabilities of this award-
winning platform with a system that supports daily 
re-computation and interpretation of a member’s 
clinical data (e.g., medical, pharmacy, and lab 
tests) and delivers actionable insights for timely interventions. These capabilities use 
real-time analytics to create a forward-looking health roadmap for members and enhance 
our ability to address emerging member health issues before they become significant 
conditions. 


 
2. The vendor must develop and implement mechanisms to educate and equip physicians with evidence-
based clinical guidelines or best practice approaches to assist in providing a high level of quality care to 
vendor recipients.  


 


We will develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines to assist in providing a high level of quality care to 
our enrolled recipients. As described in more detail in our response to requirement 3.7.2 
and 3.10.8.2, these mechanisms will include providing our recommended clinical practice 
guidelines on our Provider Portal for easy access. We will also educate and equip them 
on other best practice approaches. These will include but are not limited to training 
based on the Case Management Society of America’s Standards of Practice and Core 
Curriculum to improve physician understanding of the role of care management and our 
Care Management staff’s ability to support the physician’s treatment plan.  
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Additionally, we post on our provider website all internally-developed clinical policies 
(described in more detail in our response to requirement 3.7.1 and 3.10.8.2), which 
supports physicians in providing evidence-based, best practice care through 
communicating current scientific research and clinical standards in areas that include 
but are not limited to: 


 New and emerging technologies 


 New uses for existing technologies 


 Evaluation and treatment of specific conditions 


 Prescription drugs. 


 
3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. The 
vendor will organize interventions specifically designed to reduce or eliminate disparities in health care. 


 


We will work collaboratively with DHCFP to determine recipient race and ethnicity, and 
will organize interventions specifically designed to reduce or eliminate disparities in 
health care, as described in detail in our response to requirement 3.10.8.3.D. 


 
J. Information Technology System for Case Management: 
 
The vendor’s information technology system for its case management program must maximize the 
opportunity for communication between the vendor, PCP, the patient, other service providers and case 
managers. The vendor must have an integrated database that allows vendor staff that may be contacted 
by a recipient in case management to have immediate access to and review of the most recent 
information within the vendor’s information systems relevant to the case. The integrated database may 
include the following: administrative data, call center communications, service authorizations, person 
centered care treatment plans, patient assessments and case management notes. For example, vendor 
recipient services staff must have access to a recipient’s case management notes and recent inpatient or 
emergency department utilization if contacted by that recipient. The information technology system must 
also have the capability to share relevant information (i.e. utilization reports, person centered care 
treatment plans, etc.) with the recipient, the PCP, and other service providers and case managers. 
 
The vendor must submit a monthly report on the number of recipients receiving case management, their 
ages, geographic location and reason for case management.  


 


IT FOR CASE MANAGEMENT DESIGNED FOR MAXIMUM COMMUNICATION 
We acknowledge and affirm our support for the above requirements (including additional 
information related to this Section as stated in RFP Amendment 2, Question 66), and we 
adhere to these requirements in all the multiple states our affiliated health plans operate 
managed Medicaid health plans today. Our Management Information System (MIS), along 
with its integrated database (described below), maintain all the requisite data and 
configurable reporting capabilities needed for us to provide DHCFP with a monthly report 
on our members receiving case management per DHCFP requirements as stated above. 


 


To support our case management program, we use a HIPAA compliant, information 
technology (IT) and telephony platform that features an integrated database, and 
functional components for case, care, utilization and health management, as well as 
member and provider service support, member enrollment and eligibility, data 
warehousing, analytics and reporting, and claims and encounter processing. This 
consolidated, master data management approach to case management and managed 
Medicaid health plan administration in general allows us to have timely, actionable 
information available to all case and care team constituents, maximizing the opportunity 
for communication and information sharing. 
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MAXIMIZING COMMUNICATION OPPORTUNITIES 
Please refer to Figure 3.10.20.2.J (“Figure”) below for the following discussion. The 
Figure graphically depicts our enterprise MIS from the perspective of data and 
information collection and communication. Our MIS is informed by service oriented 
architecture (SOA) principles as described in CMS’ Medicaid Information Technology 
Architecture (MITA) to enable information sharing and communications while 
maintaining full data integrity and security.  


 


Item A in the center of the Figure represents our high performance, integrated database, 
which receives and communicates data as appropriate to functional MIS software 
components (e.g. case management, member/provider service management, 
member/provider web portals) as represented by the spokes B through I. Each functional 
spoke in the Figure (e.g. member/provider service management as symbolized in B) 
supports specific users (including our staff as well as providers and members), enabling 
communication while applying Role Based Access Controls (RBAC) so that each user of 
our MIS has the information they need to support our collaborative case and care 
management program, while remaining in full compliance with the HIPAA Minimum 
Necessary Requirement, as well as other state and federal privacy and confidentiality 
mandates. 


 


INFORMATION AVAILABLE TO OUR STAFF 
All of our members, whether in active case management or not, can communicate with 
us anytime via telephone, secure e-mail, interactive messaging (also known as “online 
chat”), their mobile device, or via written correspondence. Whichever method the 
member uses to contact us, our staff can immediately access that member’s information 
from our integrated database allowing our staff (if authorized per our RBAC subsystem) 
to review the most recent information, relevant to that member’s case, within our MIS. 


 


Information Available to Our Member Services Staff 
If a member contacts us by calling our Member Services Department, our telephony 
system automatically passes the inbound phone number to our customer relationship 
management (CRM) system (item B in the Figure). CRM then accesses the member’s 
record and displays it for our Member Services Representative (MSR). Alternatively, if the 
phone number is not recognized by our telephony system, our MSRs can access the 
member’s online record in CRM by searching our database using the member’s name, 
date-of-birth, and/or Medicaid ID number. 


 


The MSR can then view member information that includes the most current demographic 
and contact information we have on the member, as well as eligibility and other 
administrative information (e.g. enrollment effective date), the member’s PCP, whether 
the member is enrolled in a case management plan (and the name of our care manager 
working with the member), service authorizations for the member, and any care gaps or 
health risk alerts (presented in HIPAA Minimum Necessary compliant fashion) that the 
member may have as identified by the predictive modeling analytics system which is 
itself a component of our integrated database (A).  


 


The MSR also has access to all call center communications with the member, including 
any secure Member Portal messages (see discussion below), e-mails, or written 
correspondence from the member, their caregiver, or their provider. In this latter case, 
our workflow enabled document management system systematically scans inbound 
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written correspondence, and indexes the resulting image to the member’s records in our 
integrated database for easy retrieval by our MSRs or other authorized staff. 


 


Our CRM system also has a number of efficient communication features, allowing our 
MSRs to contact other staff, members, or their providers. For example, our MSRs can 
issue electronic follow-up tasks to our other MCO departments to allow a specialist (e.g. 
eligibility analyst, community outreach representatives) to take targeted action if needed 
for the member, and we can manage the timing and status of all such follow/up actions 
electronically. We can also launch targeted predictive dialing outbound phone 
campaigns (e.g. reminders for appointments) from the CRM, as well as written letter 
correspondence to the member. 


 


Information Available to Our Clinical Staff 
In item C in the Figure, our clinically licensed and/or degreed staff, including Care 
Managers, Utilization Review staff, and Medical Directors access and communicate case 
and care management information via a collaborative health management and workflow 
enabled platform (Health Management Platform). Through the Health Management 
Platform, our clinical staff have access to the same member information described 
above, as well as an expansive array of the member’s timely clinical data, including 
person centered care treatment plans, health risk screenings and assessments, case 
management notes, medical, behavioral health (BH), and pharmacy utilization data, lab 
test results, immunization data, clinical care gaps and health risk alerts identified by our 
predictive modeling system, and other clinical data we receive from the “virtual care 
team” represented by items I through H.  


 


Our clinical staff can also access the member’s recent inpatient and emergency 
department utilization information, all by simply accessing the member’s record in the 
Health Management Platform.  


 


Similar to CRM, our Health Management Platform allows our authorized clinical staff to 
share member information with each other, as well as manage and communicate 
follow/up tasks to other clinical team staff (e.g. request for review of an authorization 
request that needs to be reviewed by a Medical Director), and to share person centered 
care plan information with the member and providers (see discussion further below). 


 


Our integrated database (A) has interface capabilities with standards based Health 
Information Exchanges such as HealtHIE Nevada (HIE – item G), allowing our MIS to 
share and communicate data with HIEs. For example, we can receive 
Admission/Discharge/Transfer (ADT) transactions from our hospitals who participate in 
HIEs, and this ADT information allows our clinical staff to be notified of a member’s 
admission and take appropriate action, including notifications to the PCP and all affected 
staff on the member’s care team, and to begin the discharge planning process in timely 
fashion. 


 


Information Sharing with Providers 
Our provider community can access member information and communicate with us 
using our secure web based Provider Portal platform (symbolized by items E and H) for 
access by both our PCPs (E) and other service providers (H). Our Provider Portal enables 
HIPAA compliant access to information in our integrated database (A), so that our staff 
and our providers are literally on the same electronic page. 
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Our Provider Portal also supports a number of provider administrative "self-service" 
information sharing capabilities, including eligibility inquiry, authorization submission 
and status, claim submission and payment status, and a growing number of clinical 
applications. These clinical applications include: Online Care Gap Notifications (alerting 
providers to health alerts as well as gaps in care), Emergency Department high utilizer 
flag (alerting providers if a member has had three or more emergency room visits in the 
past 90 days), an online health record for clinical care management, and online access to 
the member’s person centered care treatment plans. Our Provider Portal also allows our 
providers to access practice-level clinical quality & cost report information to help 
manage their progress towards pay for performance quality goals, and access to 
Potentially Preventable Events (PPE) allowing the provider to take a population health 
management approach to their assigned member panel, and allow our providers and our 
clinical staff to work together and identify any patterns of care that we may jointly 
address. 


 


Because this information is securely sourced from the integrated database, our staff and 
our providers are accessing the same information, fostering clear communications. 


 


Providers also communicate with our staff via the Provider Portal using the Portal’s 
secure online messaging feature, allowing targeted communication exchanges with 
appropriate staff (e.g. care manager, claims staff). Providers can also reach our Provider 
Services Department by telephone, where our Provider Service Representatives (PSRs) 
use CRM to access the integrated database and any communications the Provider may 
have had with us, in a process identical to the way our MSRs serve our members. 


 


Information Sharing with Members 
In a manner similar to the way we share information with providers, we share information 
with our members securely via our Member Portal and Member Mobile Application 
(symbolized by item D in the Figure). Both the Member Portal and Member Mobile 
Application (“Mobile App”) are connected securely to the integrated database, ensuring 
consistency in the information shared amongst all users (our staff, providers and 
members).  
 
Member Portal. 
Using the Member Portal, our members (and their parents/guardians) can access their 
medical, behavioral health and medication utilization history, view and change their 
PCPs, update their contact information, take an online Health Risk Screening and 
Wellness Assessment, fill out a Notification of Pregnancy, view their patient centered 
care treatment plan as well as any health alerts or care gaps as identified by the 
predictive modeling capability within our integrated database. Using the Member Portal, 
members may also securely communicate with our staff, including our MSRs and care 
managers, and have access to a wide variety of other information about our case 
management program and our health plan in general, including health resources, 
member manual, contact information and more. As mentioned above, members may also 
contact our MSRs via interactive messaging (also known as “online chat”) securely via 
our Member Portal. 
Mobile App.  
 
Our Mobile App offers members a number of interactive information sharing and 
communication functions, including a mobile member ID Card, a “find a provider” 
directory with GPS-powered directions, touch to call technology, and access to a 
growing number of information sharing and health engagement tools. We also offer a 
specialized version of our Mobile App for pregnant members, to support expectant 
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mothers from their first positive pregnancy test through the post-partum period. Upon 
completion of the Notification of Pregnancy form, members can access the pregnancy 
support module of our Mobile App, using interactive information to stay on track with key 
prevention milestones, set personalized reminders, proactively identify and take action 
on health issues, and communicate with our other programs, such as, telephonic care 
management and our 24/7 nurse advice toll-free line. 
 
Text Messaging.  
We use text message technology to extend our integrated member communication, 
information sharing and engagement capabilities. Driven by the integrated database and 
its analytics capabilities, we can customize text messages to be targeted to each 
member. Text messages are designed to engage members in routine and ongoing health 
care services, such as appointment reminders, screening checks, and other activities. 
 


Information Sharing with DHCFP 
Item F in the Figure below symbolizes the EDI and secure data exchange subsystem of 
our MIS, allowing us to share data and reports with DHCFP using DHCFP required 
communication standards (including Secure FTP) and HIPAA and state proprietary 
formats. Please see Section 3.18.1 for more information on our ability to share 
information with DHCFP. In addition, we will configure for DHCFP a customized version 
of our Client Portal, which will enhance DHCFP’s ability for oversight and compliance 
monitoring, workflow and collaboration with us, expanded secure communication 
capabilities, and document library functionality for efficient and convenient information 
sharing and enhanced communications. 


 


MONTHLY CASE MANAGEMENT REPORT 
Because our integrated database (item A in the Figure), houses all of the member, 
provider, case, clinical, and utilization information used in our case management 
program, our integrated analytics and reporting system has all the data it needs at its 
disposal to produce a comprehensive set of information reports and decision support 
products. We can thus readily accommodate DHCFP’s needs for a monthly report on the 
number of members receiving case management, their ages, geographic location and 
reason for case management. 
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3.10.21 Standard XV: IQAP Documentation  
3.10.21.1 Scope 
 
The vendor must document that it is monitoring the quality of care across all services and all treatment 
modalities, according to its written IQAP. (This review of the entire range of care is expected to be carried 
out over multiple review periods and not on a concurrent basis.)  


 


Our MCO will document in our written IQAP Description the scope of our efforts to 
monitor and improve the quality of care and services provided to our members. That 
scope will be comprehensive and address both the quality and safety of all clinical care 
and services, including medical, behavioral health, pharmacy, and ancillary services, and 
the quality of non-clinical services and supports provided to our members by providers 
and by our MCO. Our efforts will span all provider types, settings, and treatment 
modalities including preventive care, emergency care, primary care, specialty care, acute 
care, chronic care, short-term care, long-term care, home health care, and ancillary 
services, for example. We will monitor all aspects of quality including access and 
availability of needed services as well as proper continuity and coordination of care, key 
pillars to ensure that our members receive and continue to receive all needed care and 
achieve optimal outcomes. Our focus will incorporate all demographic groups, including 
Children with Special Health Care Needs.  
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Each year, our annual IQAP Work Plan will document the scope of the quality monitoring 
and improvement objectives, strategies, and studies or initiatives planned for the year. It 
will be our vehicle to regularly and frequently monitor our progress towards the planned 
objectives through the year and the overall progress on the IQAP. We will present the 
annual IQAP Work Plan at the Quality Improvement Committee (QIC) at least quarterly for 
review and recommendation. The Chief Medical Director will share reports related to 
progress in the annual IQAP Work Plan with the Board of Directors at least quarterly for 
their input. Our IQAP Evaluation will document, yearly, the effectiveness of our 
monitoring and improvement activities across all services, settings, and modalities. 


 
3.10.21.2 Maintenance and Availability of Documentation 
 
The vendor must maintain and make available to the DHCFP, and upon request to the Federal Secretary 
of Health and Human Services or any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as requested concerning its quality 
assurance activi-ties and corrective actions.  


 


We will store, maintain, and provide access to the documentation pertinent to studies, 
reports, protocols, standards, worksheets, minutes, and all other documentation related 
to quality assurance activities and corrective actions to DHCFP, and upon request to the 
Federal Secretary of Health and Human Services or any federal or state regulatory 
entities.  


 


We will present all studies, reports, standards, protocols and worksheets to our various 
quality committees and subcommittees/work groups for review. The minutes for each 
committee, subcommittee, and work group meeting will record all analyses, discussions, 
and resolutions taken and, together with specific reports such as for performance 
improvement projects and other clinical and non-clinical studies and key performance 
indicator dashboards, will be presented to our QIC. In addition, the QIC will review the 
IQAP Description as well as the annual IQAP Work Plan and IQAP Evaluation, which will 
contain the descriptions, plans, analyses, and assessment of effectiveness of studies 
and other improvement activities.  


 


Documentation presented at each committee meeting together with the committees’ 
signed minutes will be safely stored in electronic files. We will maintain all required 
records and documentation for a period of 10 years as required by federal and state 
regulations.  


 


3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other 
Management Activity  
3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as 
a result of QA activity, are documented and reported within the vendor’s organization and through the 
established QA channels.  


 


DOCUMENTATION 
We will document the findings, conclusions, recommendations, actions taken, and result 
of actions taken to improve the quality of care and service both in interim assessments 
throughout the year, found in Quality committee and subcommittee minutes and our 
quarterly updated annual IQAP Work Plan, and in our annual IQAP Evaluation. The IQAP 
Work Plan will describe the IQAP goals and objectives for the year, established through 
our Quality Strategic Planning Process, and clearly define the strategies and activities 
that each department and all supporting committees, subcommittees, work groups, and 
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teams will implement to achieve those objectives. The annual IQAP Work Plan will 
identify the owner or staff responsible for the activities, document specific timelines for 
the initiation of each activity, the process and outcome measures selected to monitor 
improvement activities, progress toward achieving the objectives for those measures, 
and resulting actions for increasing or sustaining improvement.  


 


REPORTING WITHIN OUR ORGANIZATION THOUGH ESTABLISHED QUALITY 
CHANNELS 
We will report the minutes of the various Quality committees and subcommittees to the 
Quality Improvement Committee (QIC), the senior management and contracted provider 
committee responsible for all QI functions, throughout the year. We will report quarterly 
updates of the IQAP Work Plan to the QIC and, via the Chief Medical Director, to the 
Board of Directors.  


 


Our QIC will include senior management with responsibilities across the enterprise. Our 
multidisciplinary Performance Improvement Team will include as members, as 
appropriate, managers and front-line staff from most departments and functional areas. 
Other Quality committees, subcommittees and work groups will include representation 
from all departments and functional areas relevant for their agendas. The cross-
representation within this structure will facilitate communication of IQAP activities, 
findings, conclusions, lessons learned, and recommendations throughout the 
organization.  


 


Our new employee orientation and annual staff training will encompass an overview of 
our IQAP including the Triple Aim for Healthcare Improvement, our improvement 
methodology (including the Rapid Cycle Plan-Do-Study-Act model), the procedures for 
measuring outcomes, the previous year’s impact and successes and the current year’s 
focused improvement activities, and each employee’s role in achieving the Triple Aim.  


 


Managers and directors within each department will update their staff on quality 
assurance activities, actions taken for improvement, findings, results, and 
recommendations pertaining to each department at least quarterly during regular staff 
meetings. We will also utilize our internal SharePoint® information and document sharing 
application to share companywide quality data, including performance measure and 
member satisfaction outcomes, the status of existing and new initiatives and programs, 
and organizational updates. 


 


REPORTING TO OUTSIDE ORGANIZATIONS 
We will report IQAP Work Plan updates to DHCFP throughout the year. At the end of each 
calendar year, we will develop and provide to DHCFP a written IQAP Evaluation report 
that meets DHCFP requirements and describes the overall effectiveness of the IQAP. QI 
staff will prepare the annual IQAP Evaluation document under the direction of the 
Director of QI to document the comprehensive evaluation of all QI activities by the QIC 
each year. The QIC and the Board of Directors will review and approve the IQAP 
Evaluation report prior to submission to DHCFP. 


 


We will submit to DHCFP’s contracted EQRO all Performance Improvement Project and 
other quality reporting data as required by our contract. 


 


We will submit to NCQA all required information regarding our improvement activities, 
evaluations, and results, including yearly Healthcare Effectiveness Data and Information 
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Set (HEDIS®) measure results in accordance with HEDIS specifications and after 
completion of an NCQA certified audit and Consumer Assessment of Healthcare 
Providers and Systems (CAHPS®).   


 
A. Quality assurance information is used in credentialing, recredentialing, and/or annual performance 
evaluations.  


 


We will utilize provider-specific quality assurance information in the process of 
credentialing/recredentialing and in provider performance evaluations. Information to be 
used by our Credentialing Committee in the credentialing/ recredentialing process will 
include, but not be limited to: 


 Any quality of care investigation against a provider and the resolution of such 
investigation by the Peer Review Committee, for example a corrective action plan, 
possible sanction, or termination of participation 


 Results of the medical record documentation audit and any resulting corrective 
action plan 


 Results of any other audit  


 Number of member complaints  


 Results of the primary care provider (PCP) performance profile and any resulting 
corrective action plan.  


 


We will produce a quarterly performance profile to evaluate each PCP’s performance and 
distribute it to the providers. The profile will contain medical, pharmacy, and utilization 
measures with comparison to national or regional benchmarks and peer performance. 
Providers will also have access to continuous, real-time, actionable data at the member 
and panel level via our secure Provider Portal. We will align the performance measures in 
these profiles with the performance measures used in pay-for-performance and other 
value-based arrangements for high volume PCPs. Each incentive program will be tied to 
a minimum quality threshold tailored to the provider’s capabilities and past performance.  


 
B. Quality assurance activities are coordinated with other performance monitoring activities, including 
utilization management, risk management and resolution and monitoring of recipient grievances and 
appeals.  


 


MONITORING UTILIZATION PATTERNS 
Our Utilization Management (UM) and QI staff, with the support of our enterprise data 
warehouse and state-of-the-art informatics and reporting capabilities, will collaboratively 
monitor overall provider and member utilization trends, conduct root cause analyses, 
and develop Key Driver Diagrams to identify barriers and to prioritize strategies to 
improve the appropriate utilization of services. They will provide recommendations to the 
Utilization Management Committee and the QIC.  


  


Our UM and QI staff, overseen by the Utilization Management Committee, will also 
monitor patterns of over- and under-utilization by specific providers by reviewing 
quarterly profiles and monthly inpatient, ED, and other services reports. When we 
identify a pattern of under- or over-utilization at the provider level, a Provider 
Engagement Representative and/or the Chief Medical Director, as appropriate, will meet 
with the provider to discuss their performance, provide education, determine if there are 
any underlying causes that need to be addressed, and develop an action plan for 
improvement. We will continue to monitor the action plan and the provider’s performance 
to ensure that progress is made and that the identified issue(s) is (are) resolved.  
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Standard and ad hoc reports will also offer a window into member and provider level data 
needed for investigation of possible fraud, waste, or abuse. 


 


RISK MANAGEMENT 
Many IQAP activities throughout the organization impact both the quality and safety of 
care and services, but our MCO will manage risk most directly through the identification 
of potential and/or actual quality of care issues. A potential quality-of-care issue is any 
alleged act or behavior that may be detrimental to the quality or safety of patient care, is 
not compliant with evidence-based standard practices of care, or signals a potential 
sentinel event, up to and including death of a member. Potential quality-of-care issues 
require investigation of their severity and the need for corrective action. Our QI staff will 
educate our company-wide staff about identifying possible safety issues and the process 
for referring these cases for investigation. They will receive referrals via member or 
family/caregiver complaints and Member Service Representatives; referrals from a 
Medical Director, a concurrent review nurse, or other clinical staff, contracted 
practitioners, facility or ancillary providers; as a result of routine monitoring of quality 
indicators and claims, for example; and they will coordinate the investigation process. 


 


Our QI Coordinator, a licensed clinician, will investigate individual cases of alleged 
potential quality-of-care concerns, adverse events, or sentinel events that are brought 
forward. When the initial investigation indicates significant potential for harm or that a 
severe adverse outcome has occurred, our Medical Director will review and evaluate the 
case and, when appropriate, present it to the Peer Review Committee (PRC).  


 


The Chief Medical Director will chair the PRC, an ad hoc committee comprised, in each 
particular case, of three or more contracted providers who are peers of the provider 
being reviewed and who represent a range of specialties to include at least one provider 
with the same or similar specialty of the provider and/or with expertise in the issue under 
review. The PRC will review individual cases and render a determination whether the 
service or care by the provider met the established standard of care. The PRC will report 
its findings to the QIC and Credentialing Committee, both of which will have contracted 
providers as members. The Credentialing Committee, based on the results of the PRC, 
may store the information to be utilized at the time of provider recredentialing, may 
impose a corrective action plan, or may take immediate action up to suspension or 
termination of the provider, and notify the National Practitioner Data Bank and DHCFP of 
the action as appropriate. The QIC will use any trends or underlying causes identified 
through these investigations in the annual Quality Strategic Planning Process to select 
or prioritize improvement activities to address these issues. 


 


Our IQAP will also support patient safety initiatives in the education of providers and 
members about safe practice protocols and procedures. These initiatives will include 
utilizing provider and member newsletter articles and mailings to communicate 
information regarding member safety.  


 


RESOLUTION AND MONITORING OF MEMBER GRIEVANCES AND APPEALS  
Our Grievance and Appeal Coordinator will track member grievances and appeals of all 
types and facilitate their resolution. The QI staff, assisted by a Medical Director, will 
investigate, resolve, review, classify by severity, categorize, track, and report all member 
grievances related to quality of care or service. QI staff will report all such grievances on 
a routine basis to the QIC, which will recommend provider-specific improvement 
activities as needed. QI staff will analyze aggregate grievance and appeal data to identify 
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trends, identify key drivers, and report to the QIC at least quarterly, for review and 
recommendations for QI initiatives based on results.  


 
C. There is a linkage between quality assurance and the other management functions of the vendor such 
as: 
 
1. Network changes; 


 


Our  QIC will oversee network development and maintenance to ensure adequate 
numbers and geographic distribution of PCPs, specialists, and other providers, taking 
into consideration the cultural and special needs of our members, and recommend 
network changes when appropriate and immediate remediation in the event of a major 
network change such as the loss of a large provider group.  


 


Provider Engagement staff will analyze and report, at least annually, the availability of 
primary, specialty, behavioral health, hospital, ancillary, and other provider types. The 
QIC will review the reports and provide recommendations for the number and 
distribution of specific provider types based on IQAP goals and state requirements.  


  


Our QI staff will analyze primary care and behavioral health practitioner appointment 
accessibility at least annually. The QIC will review results as they become available, and 
as part of the comprehensive annual evaluation of our IQAP, to ensure compliance with 
contractual, regulatory, and accreditation requirements and to provide recommendations 
to address any deficiencies.  


 


Our QI staff will assess members’ satisfaction with access and availability of providers 
through the analysis of member surveys, grievances, and calls through the Member 
Services call center. In the event of a major network change, we will conduct targeted 
access and availability surveys of the population affected by the network change. 
Results of these analyses will be presented to the QIC for recommendation and prompt 
action.   


 
2. Benefits redesign; 


 


In the event of either benefit redesign by the State such as a benefit being carved-out or 
of our modification of added benefits as recommended by our Member Advisory 
Committee, for example, the QI staff will analyze the expected impact on members and 
providers of the benefit redesign or modification and present the results of the analysis 
to the QIC for discussion and proposed course of action.  


 


We will develop culturally appropriate member communication materials regarding 
benefit redesign, review them at the Member Advisory Committee and submit them to 
DHCFP for approval before distribution via mail and on our Member Portal. We will 
develop provider communication materials and distribute them via fax and email and on 
our Provider Portal.  


 


We will assess post-implementation impact on members and providers through targeted 
satisfaction surveys and monitoring of member grievances and provider complaints. 
Results of the impact analysis will be presented at QIC for further recommendations.  


 
3. Medical management systems (e.g., pre-certification); 
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We will seek to minimize disruptions for members and providers in our medical 
management processes. QI and UM staff will collaboratively conduct ongoing monitoring 
of system performance of pre-certification, concurrent review, retrospective review, and 
any other UM process through the use of run charts for key performance measures, 
other tracking reports, and internal audits for example. Reports will focus on timeliness 
of pre-certification, retrospective review, and communication of determination findings; 
telephone access; appropriate language included in letters to members based on 
principles of health literacy; and grievances and appeals trends.  


The Utilization Management Committee will review these reports and recommend 
improvement action when appropriate. The QIC will review the data and the Utilization 
Management Committee recommendations at least annually. We will analyze the 
expected impact on members and providers of any changes to our precertification or 
other UM criteria, such as elimination of pre-authorization for a given procedure, assess 
post-implementation impact, and report these analyses to the QIC for recommendations. 
We will ensure continued alignment of UM criteria with benefits and with adopted clinical 
guidelines.  


Our annual IQAP Evaluation will include medical management system performance and 
improvement activities. 


 
4. Practice feedback to practitioners; 


 


As part of the continuous quality improvement process, we will engage individual 
practitioners and provider groups in the improvement process by sharing performance 
data and health outcomes for their assigned members, and by aligning Pay-for-
Performance and other value-based arrangements for high volume primary care 
providers with key health outcomes measures. We will distribute to each PCP a quarterly 
performance profile with medical, pharmacy, and utilization measures with comparison 
to national or regional benchmarks and peer performance.  


 


We will also facilitate their improvement efforts by providing access to continuous, real-
time, actionable data at the member and panel level via our secure Provider Portal. The 
Provider Portal will provide interactive dashboards with drill-down and secure data 
export capabilities, offering timely and actionable insights on administrative, clinical, and 
operational outcome measures including medical, pharmacy, and behavioral health data 
when available. The data will be available at the practitioner, provider group, and 
provider organization level as appropriate. Our Provider Portal also will report potentially 
preventable events, including potentially preventable ED visits, admissions, and 
readmissions, and gaps in care experienced by our members. 


 


In addition, we will have QI Coordinators, licensed health care professionals, who will 
support our Provider Engagement Representatives by visiting provider offices to discuss 
care gaps, quality initiatives, HEDIS and other performance measure results, 
performance profiles, and to serve as a resource to the practices regarding the IQAP and 
their own improvement activities. 


 
5. Patient education; and 


 


We will develop all member education materials according to health literacy principles, to 
be culturally and linguistically appropriate, and to be available in all predominant (at least 
5% of the population) languages. Our Performance Improvement Team will review and 
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discuss all proposed materials and potential strategies, supported by review and 
recommendations by the Member Advisory Committee. The QIC will review all new 
member education strategies.  


 


The QI staff will evaluate the effectiveness of member education activities post 
implementation by monitoring the outcome or process measures that each education 
activity targets and by assessing member satisfaction with education materials through 
targeted surveys and/or the CAHPS survey.  


 


Preventive health reminders and chronic care and complex case management are two 
key areas for member education and empowerment. 


 


PREVENTIVE HEALTH REMINDER PROGRAMS 
Preventive health reminder programs, population-based initiatives that aim to improve 
adherence to recommended preventive health guidelines for practitioner visits, 
examinations, screening tests, and immunizations, will promote the prevention and early 
diagnosis of disease or disease complications. These programs will utilize various 
member-targeted interventions and activities to improve access to and compliance with 
these services. They may include, for example:  


 General member education such as articles in the member newsletter and written 
education material provided to members at health fairs 


 Targeted telephonic (live voice or automated) and/or written outreach to members 
and /or parents/guardians to remind them of applicable preventive health 
screenings and services that will be due or overdue, and to offer assistance with 
scheduling appointments and transportation to the appointment as needed 


 Member-specific information on gaps in recommended care on our secure 
Member Portal 


 Interactive tools and health information on the Member Portal  


 Text messaging general health information.  


 


CHRONIC CARE AND COMPLEX CASE MANAGEMENT  
Chronic care and complex case management will provide care coordination and case and 
disease management for members with chronic conditions or identified as having special 
needs or to be at high risk for future utilization of services through predictive modeling. 
Care Managers will encourage members and/or parents/guardians to engage and to make 
informed health care decisions by providing them with culturally and linguistically 
appropriate educational materials about their conditions and treatment options, and by 
guiding them to collaborate with their providers in making treatment decisions. Our care 
management and disease management programs will help members understand their 
diagnoses, learn self-care skills, and adhere to treatment plans through appropriate 
education. All clinical management programs will include the use of general awareness, 
targeted outreach, motivational interviewing techniques, and educational interventions 
including, but not limited to, newsletter articles, videos, direct educational/informational 
mailings, face-to-face education, web interactive tools, and education provided in health 
fairs.  


 
6. Recipient services. 
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We will offer a single point of accountability for access to service and benefits to our 
members through our Member Services Representatives and our Member Experience 
Team, serving as our Nevada-based Concierge Service.  


 


We will solicit feedback from members, parents, and/or caregivers to assess satisfaction 
with our Member Services Representatives and Member Experience Team through the 
member services related items on the CAHPS member satisfaction survey, through other 
Call Center and Member Experience Team specific satisfaction surveys, by monitoring 
member grievances, and by soliciting direct feedback from the Member Advisory 
Committee and member focus groups.  


 


QI staff will be responsible for coordinating the fielding of the CAHPS survey, reviewing 
the findings from the CAHPS survey, reviewing member grievance trends, and reporting 
the results to the QIC and the Member Advisory Committee for feedback and 
recommendation of possible strategies and activities to improve member services. The 
Member Services Department will be responsible for fielding the Call Center and the 
Member Experience Team surveys, monitoring and analyzing surveys results and call 
statistics trends, and presenting these analyses to the QIC on a quarterly basis for 
review and recommendation of actions as needed.   


 


3.10.23 Standard XVII: Data Collection  
The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Quality Assurance Standards. The 
vendor will submit information to DHCFP in accordance with the contract, performance measures and 
reports. Data for measures of quality, utilization, recipient satisfaction and access will be reported for the 
contract population. 


 


We will comply with the requirement to provide DHCFP with uniform utilization, cost, 
quality assurance, access, and member satisfaction/complaint data on time as required 
and in accordance with Quality Assurance Standards (3.9.1, 3.9.2). Annually we will 
submit our HEDIS®, CAHPS®, State performance measure, and PIP results and reports to 
the DHCFP. In addition, we will submit an evaluation of our IQAP which will outline our 
improvements in quality, utilization, member satisfaction, and access to care for our 
membership.  


 
3.10.23.1 Specific areas of study required will be stated in the contract.  


 


We will submit data and information for all areas of study required in the contract.  


 
3.10.23.2 Data or studies required by the contract must be submitted the required due date, and be 
accurate and complete. 


 


We will submit the data or studies required by the required due date. The reports will be 
accurate and complete. Through our Compliance Department, our MCO will use our 
Governance, Risk Management and Compliance software to effectively administer and 
monitor our contractual requirements including reporting activities. Through this 
software, our MCO will ensure that all reports are submitted complete and timely in 
accordance with the contract requirements. As described in detail in 3.10.8.1, we will use 
comprehensive methods to validate and maintain the accuracy of our data, including that 
required by the contract to be submitted to DHCFP. 
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3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal 
and obstetrical care are required by due date.  


 


We will monitor and track member grievance and appeal information, childhood 
immunization, and prenatal and obstetrical care and will report the findings to DHCFP by 
the required due date using the process described in 3.10.23.2 above.  


 


3.10.24 Standard XVIII: Dispute Resolution 
The vendor must adequately staff a provider services unit to handle provider questions and disputes. 


 


We will staff a provider services unit to handle all provider questions and disputes as 
necessary. Our provider services unit will be staffed and managed by a team of fully-
trained, experienced team of Provider Engagement Specialists (PE Specialists) that 
possesses an in-depth understanding of the fast-paced dynamic of our providers’ day-to-
day operations and ready to ensure our providers receive a high level of service 
beginning day one. Our toll-free Provider Services Helpline will be operated from our 
provider call center, which will be staffed by PE Specialists Monday through Friday. For 
provider calls received after-hours, and calls received on State-designated holidays, 
providers may speak with representatives from our 24-hour nurse advice line to 
coordinate emergency prior authorization requests and discuss urgent issues with a 
Registered Nurse. 


 


When a provider contacts us, our PE Specialists will work to ensure that each call is 
handled thoroughly, timely and efficiently from beginning to end, and that the provider 
receives the information, education and/or services needed. In the event a request 
involving a complex inquiry is received, the PE Specialist will advise the provider that the 
inquiry will require additional research and provide a time estimate within which the 
provider can expect a response, allowing the PE Specialist to answer other provider calls 
while the inquiry is researched. PE Specialists route complex claims inquiries to our 
local Claims Specialists, who will research and provide a response to the PE Specialist 
regarding necessary next steps. This arrangement will allow the provider to receive a 
return call from the same PE Specialist with whom they initially spoke, who is most 
familiar with the provider’s inquiry. This approach holds a single PE Specialist 
accountable for the entire inquiry, from receipt through research to response, offering a 
seamless experience for our providers. 


 
3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within 
ninety (90) calendar days of the date of receipt with appropriate follow up to provider.  


 


We will resolve, at minimum, ninety percent (90%) of written, telephonic, or in-person 
provider disputes, including appeals, grievances, and claims, within ninety calendar days 
of the date of receipt as per the requirements of DHCFP. We will issue a final resolution 
letter no later than ninety (90) calendar days after a grievance is filed or thirty (30) 
calendar days after an appeal is filed. For example, in one of our affiliate plans during 
2016 year to date, we have fully resolved nearly 70% of provider disputes within the first 
45 days, and over 95% of all provider disputes within 90 days, demonstrating our 
commitment to network providers through timely resolution.   


 


PROVIDER GRIEVANCES 
We will process a provider grievance as a provider complaint, noting the exception that a 
grievance must be formally submitted in writing while a complaint may be submitted by 
mail, fax, telephonically or in person. Providers must submit a grievance in writing. All 
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provider grievances are documented in CRM, our innovative member and provider 
services inquiry, tracking, workflow, and data management system and any associated 
documentation is attached. In addition, the Grievance and Appeals (G&A) Coordinator 
maintains a Provider Complaint/Grievance Log which serves as our primary source for 
tracking and reporting and is populated with all of the data fields needed to meet DHCFP 
reporting requirements. Provider grievances are electronically routed in CRM to our 
designated Grievance & Appeals Coordinator who has the authority to administer the 
provider complaint process including acknowledgement, investigation and resolution. 
The G&A Coordinator will provide an acknowledgement of the complaint to the provider 
within 10 business days of receipt. The G&A Coordinator gathers all pertinent facts and 
coordinates with a PE Specialist to complete a thorough investigation of the complaint 
using applicable statutory, regulatory, contractual and provider subcontract provisions 
and applying our written policies and procedures. We will resolve grievances within, at 
most, ninety (90) calendar days after filing, and strive for resolution within thirty (30) 
calendar days. If the complaint is not resolved in 30 days, the G&A Coordinator 
documents and notifies both the provider and DHCFP of the outstanding issues, 
including a timeline for resolution and reason for the extension of time.  


 


PROVIDER MEDICAL NECESSITY APPEAL PROCESS 
A provider may submit an appeal regarding a medical necessity determination for 
services the member has already received and for which no claim has been processed, 
without member consent. Provider appeals will not be processed under an expedited 
timeframe because the services have already been rendered. Provider appeals cannot be 
elevated to a State Fair Hearing; however, providers may avail themselves the Claims 
Dispute process as described below.  


 


Receipt and Acknowledgement of Provider Appeal. We will allow a provider to submit an 
appeal for services that have already been rendered in compliance with DHCFP 
timeframes. Providers, whether in or out-of-network, may submit an appeal by fax, mail, 
or telephone; oral requests must be followed up in writing. The oral receipt date will be 
considered the initial receipt date of the appeal. Upon receipt, the G&A Coordinator logs 
the provider appeal, noting the date of receipt, route of receipt, appeal category, and 
uploads any additional information submitted with the appeal request. The Clinical 
Appeals Coordinator sends the provider a written acknowledgement of the appeal and 
notifies the provider of their right to submit additional information in person or in writing. 
We will also allow the provider the opportunity to examine the case file, including 
medical records and any other documents considered during the appeals process.  


Review and Resolution. The Clinical Appeals Coordinator reviews the provider’s appeal 
to determine if the appeal was submitted within the allowed timeframe. If the date of the 
appeal is greater than 30 calendar days from the date of the Notice of Action, the appeal 
is considered invalid and the provider is notified verbally that the appeal was not 
received within the appropriate time frame as noted in the original denial letter. This 
conversation is documented in our health management platform.  


 


If the appeal is within the submission timeline, the G&A Coordinator routes the appeal 
request along with any additional information submitted by the provider to the Clinical 
Appeals Coordinator for review. The Clinical Appeals Coordinator completes a first level 
review to determine if the additional information submitted supports medical necessity 
for the services requested and will request additional clinical documentation if needed. If 
the request for service does not meet medical necessity review, the Clinical Appeals 
Coordinator routes the appeal request and supporting information to a physician 
reviewer for second level review. The physician reviewer determining an appeal based on 
lack of medical necessity will be a health care professional with appropriate clinical 
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expertise in treating the member’s condition who was not involved in any previous level 
of review or decision making regarding the services that are the subject of the appeal. 
The Clinical Appeals Coordinator and/or physician reviewer completes the review and 
documents the decision in our health management platform. The Clinical Appeals 
Coordinator reviews the appeal for completeness, completes platform documentation, 
and mails the appeal resolution letter to the appellant within two business day of the 
decision, not to exceed 30 days from submission of the appeal. The Clinical Appeals 
Coordinator initiates any follow-up action that results from the decision, such as 
payment, including for disputed services the member received while the appeal was 
pending.  


 


CLAIM DISPUTE PROCESS AND RESOLUTION 
Our well-established internal policies and procedures detail our claim dispute process, 
including those written in our Provider Manual through which providers may appeal 
denied claims. Our MIS supports integrated document workflow required for processing 
claim disputes. All claim dispute related documents are stored in our integrated 
Document Management System (DMS) and indexed to the appropriate provider records 
in our Provider Data Management system before being electronically assigned for follow 
up. We use our claims workflow management system to track and manage the claim 
dispute throughout the process, including State Fair Hearing procedures. The integrated 
combination of DMS, and our claims workflow management system allows us to support 
the state in claims disputes by providing all required documentation and subject matter 
representation in the manner specified by DHCFP. Our Claims Administrator and Medical 
Management Department will work with support staff in our Claims Center to assist 
providers seeking (1) reconsideration of any claim, or (2) to dispute our response to such 
a request. 


 
3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider 
dispute to include the nature of it, the date filed, dates and nature of actions taken, and final resolution. 


 


We will use our fully integrated state-of-the-art medical management documentation and 
authorization system to support our utilization review and to log and track appeals that 
include a clinical component. All entries will be date and time stamped with a user’s 
electronic signature to reflect ongoing details of the dispute, actions taken and final 
resolution. This record keeping process will enable us to monitor and report on aging 
and resolution of appeals at each step of the process. Users will electronically assign 
“owners” to a request, attach supportive documentation, and transfer requests 
automatically to appropriate staff for investigation and resolution. For example, the G&A 
Coordinator will route appeals requiring medical necessity review to our Clinical Appeals 
Coordinator, who may then route the request to a physician advisor for second level 
review.  


 


Records Maintenance. We will retain records of all grievances and appeals including logs 
and records of disposition for at least six years. For grievances and appeals under any 
litigation, claim negotiation, audit or other action involving the documents or records has 
started before the six year period, we will retain the records until completion and 
resolution of such action or the end of the regular six years, whichever is longer. 
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3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
STRATEGY 
3.11.1 
3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 
438.310. The State’s Strategy has two basic purposes: 
3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 


 


Our Quality Improvement Committee, supported by our Compliance Officer, will ensure 
that our Internal Quality Assurance Program (IQAP) is in alignment with the State’s goals 
and objectives as well as with all statutory and regulatory requirements on quality. 


 
3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality of care 
provided to, and received by, Medicaid recipients in the state.  


 


We look forward to collaborating with DHCFP and the External Quality Review 
Organization to implement multiple methods for Continuous Quality Improvement (CQI) 
and to achieve the State Strategy goals and objectives, and will support the state’s 
objective to go beyond compliance with minimum statutory requirements. CQI is our 
core business strategy. Based on affiliate experience, our MCO will build a Culture of 
Quality and Service Excellence focused on achieving the Triple Aim - simultaneously 
improving the health of our assigned members (including all demographic groups and 
those with special needs), enhancing each member’s experience of care, and lowering 
the per capita cost of their health care - as well as improving providers’ experience with 
the Medicaid and Nevada Check Up programs. Modeled after our affiliate plans, we will 
implement a strong and effective Internal Quality Assurance Program (IQAP) that 
employs methods for CQI such as the Institute for Healthcare Improvement Model for 
Improvement, Lean Six Sigma, and Rapid Cycle PDSA designed to improve the quality of 
care and services provided to our members. 


 


AN EXAMPLE OF COLLABORATION  
One of our affiliates collaborated with their State agencies to creatively improve services 
for all children in foster care. A collaborative effort that included our affiliate MCO, State 
agencies, members, caregivers/medical consenters, providers, and judicial system 
representatives developed an innovative model program with specialized teams to 
ensure children received needed care and achieved improved health outcomes. The 
program resulted in improvements in the timeliness of initial placement exams and 
EPSDT services. For example, in CY 2015 our MCO’s HEDIS rates for children in foster 
care for well child visits for 3 – 6 year olds (90.85%) and adolescent well visits 
(78.34%)(both administrative data only) were above the 90th percentile national Medicaid 
ranking. In addition, through the collaboration our MCO played an integral role in 
introducing evidence-based practices and systemic improvements to the physical and 
behavioral arena for all foster children statewide that helped transform the foster care 
system. Through this partnership came the use of evidence-based Trauma Informed 
Care, and the implementation of transitional care protocols for children with continuing 
medical needs. Our MCO and State agencies continue to collaboratively refine the 
program as needed to meet the needs of these unique children.  


 


3.11.2  
3.11.2 The purpose of this quality strategy is to: 
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3.11.2.1 CFR 438.340 – State Responsibilities 
A. Have a written strategy for assessing and improving the quality of managed care services offered by all 
managed care organizations (vendors);  


 


We will collaborate with DHCFP in any way desired to update and implement the State 
Strategy and will be an active partner in assisting the State in meeting the goals and 
objectives of the Strategy. Through our Quality Strategic Planning Process, our Quality 
Improvement Committee will align our IQAP and initiatives with the State’s priorities. 


 


We will support the State Quality Strategy by: 


 Establishing a comprehensive quality improvement system that is consistent with 
the Triple Aim, adopted by CMS, to achieve better care for members (safety, 
quality and member experience), provide more efficient care (reduced per capita 
cost through improvement in care), and improve population health (decrease 
health disparities, improve chronic care management and outcomes, and improve 
community health status).  


 Providing a framework for DHCFP to design and implement a coordinated and 
comprehensive system to proactively drive quality throughout the Medicaid and 
Nevada Check Up Programs. The Quality Strategy promotes the identification of 
creative initiatives to continuously monitor, assess, and improve access to care, 
clinical quality of care, and health outcomes of the population served. 


 Identifying opportunities for improvement in the health status of our enrolled 
population and improving health and wellness through preventive care services, 
chronic disease and special needs management, and health promotion.  


 Identifying opportunities to improve quality of care and quality of service, and 
implementing improvement strategies to ensure Medicaid and Nevada Check Up 
recipients have access to high quality and culturally appropriate care. 


 Improving member satisfaction with care and services. 


 
B. Obtain the input of recipients and other stakeholders in the development of the strategy and make the 
strategy available for public comment before adopting it to final; 


 


We look forward to partnering with DHCFP to facilitate member and stakeholder input on 
developing or updating the Strategy, and to promoting public comment prior to adoption 
through member communications such as our member newsletter, and through our 
Member and Community Advisory Committees. These committees will be engaged in 
each region. In addition, we will capture and share with DHCFP member feedback on our 
performance and on our quality initiatives that can support the development or updating 
of the Strategy. Our affiliate plans have a history of collaborating with State Medicaid 
agencies in developing Quality programs, initiatives, and strategies. 


 
C. Ensure that the vendors comply with standards established by the DHCFP;  


 


Our Quality Improvement Committee, chaired by our Chief Medical Director and 
supported by our Director, Quality Improvement, will ensure that we comply with all 
quality standards established by DHCFP, including for performance measures, surveys, 
Performance Improvement Projects, and other required quality initiatives and programs.  


 
D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed;  
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We will continuously support DHCFP’s periodic review, assessment and updating of the 
Strategy by submitting all required performance measure data including HEDIS®, 
CAHPS®, State required performance measures, and PIP results. In addition, we will 
facilitate provider and member feedback through our QIC and advisory committees to 
assist in the evaluation and updating of the Strategy. 


 
E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the implementation and effectiveness of the 
strategy; and 


 


We will meet all contractual requirements associated with supporting DHCFP’s 
compliance with CMS’ requirements for submitting the initial Strategy and any 
subsequent revisions, as well as for regular reporting on the implementation and 
effectiveness of the Strategy.  


 
F. The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management 
and direction. The vendor is also required to participate in quality initiatives that align with the goals and 
objectives identified in the DHCFP’s Performance Measures, as defined in the DHCFP budget. The 
Strategy is in two parts: an overriding conceptual program and an annual Work Plan.  


 


We will participate in all required quality initiatives that align with the goals and 
objectives of DHCFP’s Performance Measures as defined in DHCFP budget. We 
understand that the Strategy has both a conceptual program and an annual Work Plan, 
and we will align our IQAP and Annual Work Plan with both the conceptual program and 
the annual Strategy Work Plan.  


 
3.11.2.2 CFR 438.340 – Managed Care State Quality Strategies 
 
Quality of care activities will be monitored through information obtained in a quarterly MCO Care 
Coordination Report. These activities may include monitoring and technical assistance through site visits 
to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the MCO Care Coordination report 
and may conduct a more in-depth review and/or request additional information.  


 


We will submit a quarterly Care Coordination Report to DHCFP and otherwise cooperate 
with all procedures used to monitor quality of care activities. Facilitated by our Director 
of Quality Improvement, who will be our lead contact with DHCFP for Quality, we will 
welcome site visits for technical assistance and cooperate with any chart audits and 
other DHCFP monitoring or validation activities. 


 
A. The Strategy incorporates procedures that: 
 
1. Assess the quality and appropriateness of care and services furnished to all of the DHCFP medical 
assistance program recipients enrolled in managed care under the vendor contract, as well as to enrolled 
recipients who have special health care needs; 


 


We will cooperate with all DHCFP procedures to assess the quality and appropriateness 
of care and services that we provide to our members, including those with special health 
care needs. Of course, we will also conduct our own assessments of the quality and 
appropriateness of care and services provided to our members, including those with 
special health care needs, through our IQAP. Through our health informatics and 
reporting platform, we will integrate data from health risk screenings, enrollment files, 
claims, and other clinical and administrative sources to specifically identify high 
risk/special needs members (including those who may need case management).  
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We will design our studies and improvement initiatives to align with the State Strategy. 
Our assessment will cover all aspects of care including access to care, quality of care 
and service, appropriateness, timeliness, and clinical effectiveness for all covered 
populations including members with special needs. On an ongoing basis, we will assess 
the quality and appropriateness of the care and services our members receive through 
defined performance measures such as HEDIS, other State Performance Measures, and 
member and provider satisfaction surveys. We will monitor our progress in achieving our 
goals and objectives around each initiative throughout the year. Annually, we will 
conduct a comprehensive review of all our QI activities in preparation for the next year’s 
IQAP Work Plan.  


 
2. Require the vendor to develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, translation 
services, and the development of appropriate health education materials. The vendor is responsible for 
promoting the delivery of services in a culturally competent manner, solely determined by the DHCFP, to 
all recipients including those with limited English proficiency (LEP) and diverse cultural and ethnic 
background.  


 


CULTURAL COMPETENCY PLANNING TO SERVE DIVERSE MEMBERS  
As fully described in Section 3.4.2.15, we will develop and maintain a DCHFP-approved 
cultural competency plan (CCP), consistent with DHCFP Quality Assessment and 
Performance Improvement Strategy. Our cultural competency work plan will establish 
clear goals and objectives for staff recruitment, network development, training and 
education, and member outreach (including translation and interpretation services) to 
promote the delivery of services in a culturally proficient and respectful manner to all 
members, including those with Limited English Proficiency (LEP) and diverse cultural 
and educational backgrounds. In addition, it will include specific methods to encourage 
culturally competent contact between providers and members, such as specialized 
provider training and communication tools. Please see Sections 3.4.5 and 3.6.1 for 
additional information about our member education program and outreach materials, and 
3.4.2.15.B.2, related to training and supporting providers to provide culturally competent 
services to all members, regardless of cultural needs and communication vulnerabilities. 


 


Consistent with our systemic focus on quality improvement; staff from every functional 
department participate in efforts to achieve cultural proficiency throughout our 
organization. We engage our Provider, Member and Community Advisory Committees to 
assist us in identifying barriers to care and possible interventions tailored to each 
community.   


 
The vendor will develop methods to collect report and identify the race, ethnicity and primary language 
spoken of each enrolled recipient. The vendor will track primary language information in the health plans’ 
customer services systems. The DHCFP will provide race and ethnicity and primary language spoken 
data for the Medicaid population to the vendor(s) through a monthly interface. The vendors may alert the 
DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any known 
discrepancies in the race and ethnicity or primary language data they receive from the DHCFP. 


 


METHODS FOR COLLECTING, TRACKING AND REPORTING MEMBER DATA 
To understand and identify disparities among our membership and address them, we 
must first collect complete and accurate demographic data, including race, ethnicity and 
primary or preferred language data. To do so, our member-facing and community based 
staff routinely ask members to identify or verify their race, ethnicity and preferred 
language as part of our New Member outreach campaigns, Call Center interactions, and 
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Health Risk Screening and Assessment processes. We also verify and update 
demographic data through provider feedback. We will alert DHCFP of any known 
discrepancies between the race, ethnicity and/or primary language data we receive from 
the monthly DHCFP interface, and the data we collect and verify through direct member 
interaction.  


 


Using standard survey questions (based on CMS minimum categories guidelines) about 
demographic information in our Call Center prompts and on our Health Risk Screening 
and Assessment forms, we will encourage members to self-identify their ethnicity and 
race (and to identify preferred language and disability status) and then categorize them 
following a U.S. Census approach. We will train member-facing staff how to address 
sensitivities around such personal questions, and explain to members that we collect the 
information so that we can improve care for them and identify health issues in their 
communities, ensure that every person has adequate support to communicate with their 
providers and understand their treatment, and exercise their rights to communication 
support services and participation in their treatment planning. We similarly collect 
provider data, such as race/ethnicity and languages spoken (providers and staff, 
including subcontractors), so that we can measure how well the number, type and 
location of practitioners and providers meet the population's needs for culturally and 
linguistically appropriate services and the extent to which there are disparities in care or 
services delivered. This helps us to plan QI projects related to recruitment efforts, 
translation/interpretation services, staffing, training, etc.  


 


We feed all member and provider demographic information into our integrated Customer 
Relations Management system (CRM) so that we can track language needs by area and 
number of practitioners to meet those needs, trends in interpretation services requests, 
etc., as well as generate statistical reports for DHCFP, our QI team and designated staff 
in each department responsible for monitoring evaluating measures in our CCP and any 
PIP interventions underway. 


 


GOING THE EXTRA STEP: COLLECTING DATA TO ALIGN WITH CMS OFFICE OF 
MINORITY HEALTH MISSION 
We understand that collecting sufficient uniform standard data is essential to addressing 
health disparities among any community or group of people. Though we follow the Office 
of Management and Budget (OMB) data collection standard for federal agencies 
(including the US Department of Health and Human Services (DHHS) and CMS) for the 
minimum set of categories, we understand that sometimes collecting more data about 
our members could allow us to more accurately pinpoint disparities and target 
interventions. For example, under the minimum standard, “Asian” refers to “Asian 
Indian, Chinese, Filipino, Japanese, Korean and other Asian.” Based on research in 
California, which is home to large Asian communities, Filipino communities (the most 
prevalent Asian communities in Nevada Medicaid) often have higher incidence of cancer, 
hypertension and diabetes than do other Asian subgroups, or the “Asian” population as 
a whole.12 


 


Drilling Down When it Matters 
As per DHHS guidelines for federal agencies, we may apply additional granularity in 
collecting demographic data if and when it is supported by sample size and/or need to 


                                                 
12 Araneta, Christine, et al. “Understanding Filipino Health and Increasing Awareness for Future Advocacy.” 
Oakland, California: Filipino Advocacy and Organizing for Health Project,2009. 
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focus on a particular subgroup of members. For example, if, through our structured 
quality improvement process, we determine that we can enhance an intervention or test 
an additional one by collecting more specific member data—or that collecting more 
specific data is a strategy to be tested—we are prepared to break down data into 
expanded categories consistent with those used in the most recent American 
Community Survey that allowed respondents to select among all seven “Asian 
categories,” or four “Hispanic/Latino(a)” categories.  


 
This data will be utilized to gather baseline data and will lead to the development of a Performance 
Improvement Projects (PIP) or quality improvement project. Such a project will incorporate data from 
the State enrollment file according to the race and ethnicity categories as defined by CMS. The data will 
be used to generate stratified reports as recommended by CMS and HIPAA for race and ethnicity 
categories to identify disparities. The vendor’s will organize interventions specifically designed to reduce 
or eliminate disparities in health care;  


 


IDENTIFYING DISPARITIES AND DEVELOPING QI STRATEGIES TO ADDRESS 
THEM 
Using our validated race, ethnicity and primary language data; we will identify, assess, 
and correct health disparities using a deliberate and structured process that includes 
comprehensive data analysis to measure disparities in health care (including capturing 
baseline data), thoughtful solicitation of community feedback, and structured methods to 
identify, develop, and implement Performance Improvement Projects (PIPs) and 
initiatives to reduce or eliminate the disparities.  


 


Comprehensive Data Analysis  
Our analytic and reporting tools enable us to create stratified reports based on CMS and 
HIPAA race and ethnicity categories. Beyond that, we collect, integrate and report 
actionable information based on statistically valid clinical and financial analysis of 
Encounter Data, HEDIS, CAHPS, DHCFP performance measures, geospatial data and 
health determinants data that allows us to identify prevalent health conditions, barriers 
to care and racial/ethnic disparities to be targeted for quality improvement and case and 
disease management (CM and DM) initiatives down to the community or specific 
subgroup level.  


 


Soliciting Community Feedback to Contextualize Disparities 
Beyond “hotspotting,” to determine level and type of outreach and where to target 
resources, we identify and/or differentiate quality initiatives using strengths-based 
community engagement and patient activation—evidence-based wellness interventions 
that require cultural proficiency and affinity with our Members and their communities. 
Health care hotspotting is the data-driven process identification of extreme patterns in a 
defined region of the health care system. It is used to guide targeted intervention and 
follow-up to better address patient needs, improve care quality, and reduce cost 
(Camden Coalition of Healthcare Providers) 


 


We recognize that there are determinants of health that typically impact communities 
characterized by poor health outcomes and/or prevalent disease states. In many ways, all 
individuals in the Medicaid and Check Up programs face barriers to achieving optimal 
health, such as food, housing and/or economic instability; access to health care services 
and quality education; reliable transportation; community connectedness and/or family 
support. For example, residents of the 89106, 89101 and 89109 zip code areas have a 
lower life expectancy than most other areas of the Las Vegas Valley (Virginia 
Commonwealth University, Center on Society and Health, 2015). These areas are 
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characterized by poverty, concentrated in the areas that are predominantly Black/African 
American and Hispanic/Latino. Educational attainment is low, particularly among 
Hispanic/Latino residents, and crime rates are high. These are also medically 
underserved areas (or populations) with higher than county- or state-wide mortality rates 
from chronic disease (Southern Nevada CHA, 2015). Though healthy behaviors can 
mitigate the impact of chronic disease, members’ wellness is inextricably influenced by 
the social, environmental, cultural and economic context of their daily lives.  


 


To better understand this context, we collect information about providers’, members’ and 
communities’ experiences and perceptions about obstacles to achieving good health 
outcomes. For example, we can assess CAHPS results to obtain racial/ethnic-specific 
information regarding member’s experiences and perceptions about accessing care, 
quality, patient-provider interaction, language preferences, how they feel about our 
health plan, etc.  


 


We also work with our multiple Advisory Committees (to better understand the scope 
and impact of ethnic and racial disparities. Through the advisory committees, members, 
community organizations, advocates and providers inform and advise us regarding 
diversity issues that affect all areas of quality and operations. Though we typically 
schedule them such that community organizations can host them or help members get to 
meetings, we maintain a separate member agenda to ensure we allocate time to hear the 
insights of members independent of community partners. Members co-facilitate 
meetings with our Community Health Workers to solidify our Plan-Member partnership, 
and the discussions are primarily driven by the views of members. This process ensures 
the voices of members, families, caregivers, and stakeholders inform all aspects of our 
quality improvement and operational practices. In some cases, our advisory committees 
have, of their own initiative, created special workgroups to address barriers to achieving 
health equity. For example, an Advisory Committee created an ad hoc committee to 
better understand and address PCP training needs regarding ADHD, which is 
disproportionately prevalent in minority populations and among children in the child 
welfare system.  


 


STRUCTURED QI INITIATIVES TO ADDRESS DISPARITIES  


Our QI Director, in conjunction with the Chief Medical Director and other senior staff, will 
utilize the results of the comprehensive data analysis and report identified health 
disparities, opportunities for improvement and a set of prioritized recommended actions 
to address identified treatment disparities to the QIC. The QIC will review the 
recommendations and select and prioritize actions to reduce cultural, racial and ethnic 
health disparities. For each PIP, the QIC will identify a “business champion” who will 
work with a PIP group of various departmental staff to develop, implement, monitor and 
evaluate the project, as fully described in Section 3.10.1. 


 


We use the same methodology to select and implement health disparities interventions 
as we do for all QI initiative, except that the focus is on reducing disparities. For 
example, we know that 22% of Medicaid recipients in managed care are fully or partially 
Black/African American. Of those, the vast majority (96%) lives in Clark County 
(Calculated from DHCFP QAPIS data). Though they account for 11% of county 
population, they account for 24% of new cases of HIV (Southern Nevada CHA, 2015). 
Thus, we might develop a PIP to improve and tailor outreach to African American men—
targeted by age group as necessary, collaborate with community organizations that are 
highly trusted within target communities to promote prevention strategies, increase the 
use of specialized CHWs to screen and provide HIV/AIDS education, offer screening and 
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education at community health fairs and at the Gay and Lesbian Community Center, 
Northern Nevada HOPEs and Huntridge Family Clinic. 


 


As another example, we know that more than a third of Medicaid Recipients are 
Hispanic/Latino, and that diabetes not only is more prevalent among Hispanic/Latino 
communities than among non-Hispanic/Latino White communities, but also is more 
deadly--and disproportionately affects Mexican-Americans (the majority Hispanic/Latino 
population in Nevada). Meanwhile, the prevalence of overweight or obese children overall 
increased by 15% to 38.1% in Nevada, from 2012 to 2014, and is more prevalent among 
the Hispanic/Latino and Black/African American communities. As such, we might 
develop a PIP targeting youth and their families through school-based health education 
and community activities, and work with our providers to increase compliance with 
nutrition and physical activity counseling during well checks. For example, one of our 
affiliate plans implemented an improvement project to address child obesity. Incidence 
of obesity is twice as high in this particular State as in the U.S., and disproportionately 
so among people of color. The table below shows improved child wellness HEDIS 
measures over time. Staff enlisted providers and community organizations to jointly 
outreach to families, hosting health fairs and “well check days” with providers in 
targeted Black/African American and rural communities with low compliance, helping 
parents to make and complete appointments for the selected date and offering education 
and support on site when members arrived for their appointments. 


 


HEDIS WCC Measures, Ages 3-17 2010 2011 2012 2013 2014 Target 


BMI percentile documentation 32.12% 29.00% 22.69% 47.69% 51.16% 47.45% 


Counseling for nutrition 36.74% 45.48% 40.74% 56.02% 58.10% 54.88% 


Counseling for physical activity. 28.22% 32.02% 29.40% 47.69% 54.63% 43.29% 


 


Please see Section 3.10.1 for a complete description of how we fully develop, implement, 
test interventions and evaluate PIPs, plus sustain improvements over time.  


 
3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a 
description of how the DHCFP will complete this monitoring in line with the Strategy; 


 


We will comply with all contract compliance standards and quality reporting 
requirements outlined in the State’s Quality Strategy. Overseen by our Compliance 
Officer, our MCO will collaborate with DHCFP and the EQRO for all compliance 
monitoring procedures.  


 
4. Arrange for external quality reviews including a description of the annual independent external quality 
review of the timeliness, outcomes, and accessibility of the services covered under each vendor contract. 
This section should include but is not limited to a broad description of calculating HEDIS measures or 
designing performance improvement projects; 


 


We will comply with the EQRO’s annual independent external quality review, including 
reporting requirements on the timeliness, outcomes, and accessibility of the services we 
provide to our Medicaid and Nevada Check Up recipients. We will follow updated NCQA 
HEDIS® specifications and use NCQA-certified software to calculate HEDIS rates, and 
comply with all HEDIS and other performance measure reporting and performance 
improvement project design requirements.  
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5. That designates the performance measures and levels developed by CMS in consultation with States 
and other relevant stakeholders; 


 


We will comply with all performance measures and benchmarks developed by CMS in 
consultation with the State and other relevant stakeholders. Our information systems 
have produced all performance measures required in other states. Our affiliate MCOs 
have participated in partnerships with CMS, NCQA, and other nationally recognized 
health care agencies and organizations to advance the use of quality metrics. This 
participation has included development of new or revised quality measures, functional 
tools, and accreditation program metrics. In addition, as requested, we provide feedback 
and comment on new or modified NCQA standards during the open comment period.  


 
6. Designates an information system that supports the initial and ongoing operation and review of the 
DHCFP’s quality strategy; 


 


We will comply with requirements of the information system that support DHCFP’s 
quality strategy. Our affiliate plans have successfully interfaced with a variety of State 
agency and EQRO information systems across the country using the same information 
technology that we will deploy for Nevada. 


 
7. Designates a description of how the DHCFP uses intermediate sanctions in support of its quality 
strategy. These sanctions meet the requirements specified in 42 CFR 438 Subpart I. The DHCFP’s 
description specifies its methodology for using sanctions as a vehicle for addressing identified quality of 
care problems; and 


 


Overseen by our Compliance Officer, we will comply with the Plan of Correction process 
as required. We understand the potential intermediate sanctions available to the State 
and we will continuously monitor our performance and the performance of our 
contracted providers to ensure we remain in compliance with our contractual 
obligations. We understand the importance of the state incorporating within its quality 
methodology the use of sanctions as a vehicle for mitigating quality of care problems. 


 
8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, structure and 
operations, and quality measurement and improvement. 


 


We will comply with, and support, all State standards for access to care, structure, 
operations and for quality measurement and improvement as referenced in section III of 
the State’s Quality Strategy. Our affiliate plans have met or exceeded 42 CFR 438 
standards in other states. 
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3.12 FISCAL REQUIREMENTS 
3.12.1 Vendor Fiscal Standards 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified vendors. 
The vendor must comply with all DOI standards in addition to the managed care program standards 
described in this section.  


 


We will comply with all DOI standards in addition to the managed care program 
standards described in this section.  


 


3.12.2 Performance Security Deposit  
The vendor must provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to the DHCFP in order to guarantee payment 
of the vendor’s obligations under this contract. The performance security deposit may be utilized by the 
DHCFP to remedy any breach of contract or sanctions imposed on the vendor.  
3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following 
award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule. This amount 
must be reviewed at the end of the first quarter of the contract period and may need to be increased or 
decreased to equal the actual required security deposit amount.  
The amount of the performance security deposit shall be equal to one hundred and ten percent (110%) of 
the highest month’s total capitation amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. This must be deposited with the State Treasurer within fifteen (15) calendar days 
after the end of the first quarter of the contract. The total capitation amount is the sum of all capitation 
payments for all recipients for the month.  


 


We will provide an initial performance security deposit of $15,000,000 within ten (10) 
business days following award of the contract to the vendor, as stated in the Attachment 
E ~ Insurance Schedule. We understand the amount may increase or decrease at the end 
of the quarter contract period upon review of the capitation payments for all recipients 
for the month. 


 
3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent (110%) 
of the preceding year’s highest month’s total capitation payment or fifteen million dollars ($15 million), 
whichever is greater. 


 


We understand that DHCFP may require us to increase the performance security deposit 
amount to reflect one hundred and ten percent (110%) of the preceding year’s highest 
month’s total capitation payment or fifteen million dollars ($15 million), whichever is 
greater. 


 
3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must 
utilize a company that meets the following listed requirements: 
A. A.M. Best A-VII rated insurance company; 
B. Certified by the Department of Treasury, Financial Management Services for Nevada; and 
C. Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


 


We will utilize a bond company that meets all of the requirements outlined in Section 
3.12.2.3. 


 
3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a length of 
time to be determined by the DHCFP in order to cover all outstanding liabilities. 
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We agree to maintain the performance security deposit after the contract term for a 
length of time to be determined by DHCFP in order to cover all outstanding liabilities. 


 


3.12.3 Vendor Liability 
The requirements set forth below shall be included in all subcontracts.  
 
3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following: 
 
A. The vendor’s debts, in the event of the vendor’s insolvency; 
 
B. For services provided to the recipient in the event of the organization failing to receive payment from 
the State for such services; 
 
C. For services provided to a recipient in the event a health care provider with a contractual, referral, or 
other arrangement with the vendor fails to receive payment from the state or the organization for such 
services; or 
 
D. Payments to a provider who furnishes covered services under a contractual, referral, or other 
arrangement with the vendor in excess of the amount that would be owed by the recipient if the vendor 
had directly provided the services. 
 
3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for 
Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


 


As a standard component of all affiliate and subcontractor contracts, we include 
provisions to limit member liability and to ensure members are held harmless in events 
including, but not limited to: vendor debts in the event of insolvency; a vendor’s failure 
to receive payment from the State for any services provided to members; any amounts 
that would be owed by a member for provider furnished services that would be owed by 
the member had the services been provided directly by vendor; and services provided to 
the member exceeding costs under vendor. In no event shall vendor or contracted 
providers bill, charge, or seek remuneration from members. This contract language 
supersedes any other agreements and survives termination and expiration of our vendor 
agreement with DHCFP for the benefit of member protection.  


 


We are financially strong and have no prior history of insolvency, but should we become 
insolvent, all members will receive continued service pursuant to the CMS SMM 2086.6.B. 


 


3.12.4 Payment of Claims 
3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, 
authorized covered services provided to enrolled recipients on dates of service when they were eligible 
for coverage unless the services are excluded under the DHCFP managed care contract or the Nevada 
Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with state and federal 
statutes and regulations. Not meeting all federal requirements, including those for timely claims payment, 
may be considered a breach. 


 


We have several decades of experience receiving, processing, paying, and reporting 
claims data to our state clients. Our Claims Processing System, is a scalable, integrated 
enterprise component of our Management Information System (MIS) designed for 
Managed Medicaid health plan administration for programs such as the Nevada Medicaid 
State Plan. Our MIS currently processes over 60 million Medicaid medical and behavioral 
claims per year and almost 100 million state encounter data records per year, and 
supports millions of Managed Medicaid members nationwide.  
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PAYMENT OF CLAIMS FOR ENROLLED RECIPIENTS 
Our Claims Processing System is integrated with multiple 
components of our MIS for timely and accurate payment of 
claims for covered benefits and services for our enrolled 
members. Our Claims Processing System houses benefit 
coverage information as well as authorization requirements 
and pricing for prompt claims adjudication and payment. The Claims Processing System 
is a configurable, table driven system integrated with our Customer Relationship 
Management System (for member and provider data management and service support) 
and Health Management Platform (for care management and utilization review).  


 


Customer Relationship Management System for Member and Provider 
Information 
The Customer Relationship Management System (CRM) interfaces with the Claims 
Processing System through two key CRM components, to support the timely and 
accurate processing of claims, by supplying member and provider data. 


 


The Member Data Management (MDM) component of CRM supports member identifiers, 
address and contact information, confirmed or potential family linkages, special needs, 
member preferences (e.g., alternate addresses, communication options such as e-mail, 
phone, etc.), along with a history of any changes to each attribute. Through MDM, we 
process the member data we receive through DHCFP 834 files. Once in MDM, member 
data is electronically distributed within 24 hours of receipt from DHCFP to all systems 
requiring that data, including the Claims Processing System. This ensures we are paying 
for services based on the most current member enrollment information.  


 


The Provider Data Management (PDM) component of CRM provides a single repository 
for our entire core provider functions including enrollment, credentialing, and contracted 
fee schedules. PDM stores multiple provider identifiers including the National Provider ID 
(NPI), state specific identifiers (such as DHCFP’s Atypical Provider ID), Tax ID, taxonomy, 
provider’s language information, locations, office hours, etc. This data is systemically 
available to the Claims Processing System to verify the NPI submitted on the claim as 
well as the provider’s network status, and any applicable fee schedules for payment. 


 


Health Management Platform 
Our Health Management Platform is used for care management, utilization review and 
management, and tracking of service authorizations. An electronic interface with our 
Claims Processing System sends authorization transactions from the Health 
Management Platform to our Claims Processing System every 15 minutes, which allows 
for systematic claim processing, matching of services on the claim to prior authorization 
requests, and payment of authorized covered services.  


 


Efficient HIPAA Compliant End-to-End Claim Process  
We accept claims from any in-network, non-network, or out of state providers rendering 
covered services to our members. Providers can submit directly to us via our secure 
Provider Portal, Electronic Data Interchange (EDI) clearinghouse, HIPAA compliant online 
Direct Data Entry via our Provider Portal, or via mail using approved paper claim forms 
(CMS-1500 and CMS1450). 


 


Our Claims Processing System is fully integrated with our CRM system, Health 
Management Platform, HIPAA electronic data interchange (EDI) infrastructure, and claims 


We pay 99% of claims within 30 
days with an average turn-
around-time from claim receipt 
to provider payment of 8 days. 
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workflow management systems. Our MIS features a table-driven, parameter based 
configuration utility that supports end-to-end accurate and timely claims processing. 
Once configured to DHCFP specifications, the Claim Processing System employs 
multiple, systematic data edits, compliant with DHCFP and Federal government 
regulations, to ensure accurate claims payment, with claims adjudicated according to 
benefit coverage information, authorization requirements, and fee schedules.  


 


Our Claims Processing System adjudicates claims through a systematic, step-by-step, 
automated process to:  


 Check member eligibility against the date(s) of service 


 Check provider network status 


 Validate the benefit plan for covered services 


 Process for excluded services under the contract with DHCFP 


 Verify authorized services, on dates of service, for enrolled members 


 Validate federal and state rules and regulations for claims processing 


 


Please see Section 3.12.4.3 for more information on our Claims Processing System.  


 


Multiple Payment Methods for Providers 
We offer providers the option to electronically receive Electronic Funds Transfer (EFT) 
payments and HIPAA compliant Electronic Remittance Advices (ERA) through a leading 
national multi-payer ERA and EFT vendor, affording providers the convenience of 
receiving EFT/ERA payments and information from multiple payers. We also offer 
providers the option of paper check and paper Explanations of Payment (EOP). Whatever 
the option, we provide EOP (or ERA) within one to five business days of payment. The 
provider will receive an EOP (or ERA) for claims denied for any reason, including 
incomplete or inaccurate information. The EOP (or ERA) clearly outlines for the provider 
the reason(s) for claim denial, along with instructions for correction and resubmission, if 
applicable. 


 


Encounter Reporting 
Claims adjudicated to a finalized status are prepared for submission to DHCFP as 
encounter data through our Encounter Data System (EDS). EDS is our workflow-enabled 
encounter reporting system that translates claims data into HIPAA compliant 837 
transactions that conform to DHCFP specific content and transmission specifications. 
Because our EDS is an integrated component of our MIS, member and provider data 
elements will match the State’s eligibility and provider files sent to us by DHCFP. 


  


Core Claims Operations Staff 
We consolidate core Medicaid claims operations to realize efficiencies for fast 
processing turnaround times (TAT), to ensure training consistency, and to develop a 
critical mass of specialized Medicaid claims processing expertise. The staff in our claims 
operations division have decades of Medicaid claims experience. Our claims training 
curriculum covers all aspects of processing, with specialized staff receiving up to 14 
weeks of classroom and hands-on training. Our centralized approach allows us to 
continually improve, and adapt to changing state and federal mandates by applying 
consistent best practices and lessons learned.  


 


Audits to Support Proper Payment of Claims 
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Our Claims Audit Division (CAD) monitors financial and administrative claims processing 
and payment accuracy through regular internal audits. The CAD staff performs weekly 
random audits on statistically valid samples of adjudicated claims to assess claims for 
processing accuracy, as well as compliance with contract obligations. Our Quality 
Review Analysts (QRAs) audit each Claims Processor with a frequency and sample size 
appropriate to the Claims Processor's experience level and recent quality performance. 
The minimum threshold of auditing for our Claims Processors is no less than ten claims 
audited per processor per month. QRAs also conduct high dollar threshold audits of 
professional claims to review any high dollar payments prior to the check cycle. Our 
Claims Department team uses pricing and benefit audit tools to review paid and denied 
claims for accuracy. 


 


ALIGNING CLAIMS ADJUDICATION AND PAYMENT WITH FEDERAL AND STATE 
REQUIREMENTS 
We comply with all federal and state specific rules and regulations related to health care 
claims processing and payment, including Timely Claims Payment (42 CFR Part 447.45). 
We are also fully compliant with HIPAA mandates, rules, and standards, per HIPAA 
Administrative, HIPAA Security, HIPAA Privacy (45 CFR Parts 160, 162, and 164), HIPAA 
Transaction and Code Set (TCS) regulations (45 CFR 162), CAQH CORE Operating Rule 
Sets (Phase III certification), and all the rules and regulations of our state Medicaid 
clients. Our scalable enterprise Management Information System (MIS) can be configured 
to adhere to all industry, HIPAA and DHCFP-specific transaction requirements including, 
but not limited to, Contracts to Provide Services (NRS 695C.128) and Approval or Denial 
of Claims (NRS 695C.185). We acknowledge that failure to meet all federal requirements, 
including timely claims payment may be considered a breach.  


 
3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has 
been billed and processed prior to paying the claim.  


 


NATIONAL EXPERIENCE IN MEDICAID THIRD PARTY LIABILITY PROCESSING 
Through our parent company, we have successfully coordinated benefits and 
implemented Third Party Liability (TPL) activities according to federal and state 
regulatory requirements for several decades. In 2015 alone, our automated controls 
resulted in over $1 billion in TPL savings, through coordination of benefits (COB), cost 
avoidance and cost recovery activities.  


We have reviewed all sections, subsections, and amendments of the RFP and will comply 
with all requirements and regulations DHCFP has defined. Our TPL and subrogation 
processes are configured with the guidance and support of our dedicated partners, 
including Health Management Systems, Inc. (HMS – also used by DHCFP) as well as 
other national leaders in TPL and third party resource (TPR) identification, cost 
avoidance, and post-payment recovery processing. 


 


IDENTIFYING THIRD PARTY LIABILITY 
Our preference is to identify TPL and avoid cost where possible and allowed, and we take 
a proactive, comprehensive approach to identifying TPL. We integrate this strategy 
throughout our claims process, internal system configuration, and data exchanges with 
our business partners, subcontractors, and TPL partners. We identify TPL through 
HIPAA 834 eligibility processing (where we receive TPL information from the state), 
member self-reporting, provider interactions via telephone, and/or our secure Provider 
Portal, and/or claims submissions, from HMS and our other TPL subcontractors, and 
from our own internal staff.  
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Reconciling the HIPAA 834 Eligibility File  
Upon receipt of the 834 eligibility file from DHCFP, TPL data will be automatically loaded 
into our integrated Management Information System (MIS) via the Member Data 
Management (MDM) component of our MIS. MDM houses current and historical member 
information and maintains our master member index to assure member data integrity. 
MDM systematically promulgates updated eligibility data, including TPL data obtained 
from the 834 eligibility file, to all other integrated functional components of our MIS 
(claims processing, member services, reporting, etc.) requiring that information, as well 
as the eligibility subsystems of all our subcontractors. This is the first step in our 
approach to ensure that our MIS contains current information necessary to identify 
members who might have TPL.  


 


Systematically Identifying TPL  
We use diagnosis and trauma edits within our claims system to identify potential TPL on 
claim submissions and we confirm the presence of TPL based on these edits. We also 
validate TPL whenever we receive an initial (also known as “first time”) claim submission 
with an Explanation of Benefits (EOB) attached – or when there is TPL information in a 
submitted HIPAA electronic data interchange (EDI) claim or when there is an adjustment 
request from the provider. Our Claims Analysts regularly review standard claims 
operations reports focused on first time claims with EOB attachments and claim 
adjustments. Our Claims Analysts route this information (member contact information, 
plus other information from the EOB or adjustment request) to our TPL team to verify 
enrollment with either the third party and/or the member to ensure we are coordinating 
benefits appropriately.  


 


Health Management Systems (HMS) 
Each month, we securely send member data to HMS, who matches the data with their 
eligibility information of over 1.2 billion eligibility segments from sources such as 
insurance carriers, Third Party Administrators, Pharmacy Benefit Managers, etc. When 
HMS finds a match with a member record, they verify coverage through their online tools 
and send the resulting data back to us. We then load this “member level” TPL 
information in the member database component (MDM) of our MIS, allowing MDM to 
electronically feed that data to our Claims Processing System.  


 


MCO Staff  
Our staff may also become aware of TPL during member and provider interactions, chart 
reviews, etc. When our staff learn about TPL not already included in the member’s 
eligibility record in our MIS, they submit a notification through our MIS requesting an 
update of the member record. Our Claims Analysts validate the member record updates 
via the process cited above and apply the update to the member’s record in MDM.  


 


Identify and Address Billing Errors 
Our Claims Department continuously examines claims submissions for patterns of 
billing errors from providers, including those related to TPL, using decision support 
tools within the reporting system component of our MIS. When we identify providers 
having problems related to billing primary payers, our Provider Engagement Specialists 
and Claims Staff reach out to the provider to offer targeted provider education.  


 


CLAIM ADJUDICATION TO VERIFY ANY THIRD PARTY LIABILITY 
When our Claims Processing System receives either an electronic or paper claim, it 
systematically checks the MDM module of our MIS for any COB or other TPL information. 
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The system checks the electronic claim for any TPL information in the applicable loops 
and segments within the claim submission (i.e., claim and line level adjustment codes, 
other insurance coverage information, payer paid amount, etc.) For any claims submitted 
on a paper UB04 (also known as CMS-1450) or CMS-1500 claim form, our MIS will scan 
and convert it to electronic data, capturing any TPL data and information from the field 
on the form (i.e., condition codes, occurrence codes, payer codes, payer amounts etc.). 
For both electronic and paper claims, we check our TPL information to ensure we are the 
payer of last resort. If there is no TPL information either in MDM or on the claim, we will 
process and pay the claim. If the Claims Processing System identifies any TPL 
information in our MDM module or on the claim, we apply the TPL rules provided per 
federal and state regulations and requirements, so that we pay only the resulting allowed 
amount. We extract and store this information for validation and processing of future 
claims. We will also report any other TPL back to DHCFP. 


 


Accident Related ICD-10 Diagnosis Code Edits  
We configure accident related ICD-10 diagnosis code edits in our Claims Processing 
System, creating another way that we can identify claims that may be the liability of a 
third party. If a submitted claim contains an accident- or injury- related diagnosis code, 
and/or trauma indicator of “Y”, we will pay the claim and request that the provider submit 
accident-related documentation or payment information from the third party if a claim is 
received without documentation to support the liability or non-liability of a third party. 
We send these claims with potential TPL or subrogation, along with any received 
supporting documentation from the provider, to our post-payment cost recovery 
vendors, for further investigation and payment pursuit. We coordinate payment recovery 
using several best-in-class cost recovery vendors, allowing us to recoup costs in an 
efficient, timely, and thorough manner. 


 


Post-Payment Recovery and Subrogation  
We work with best-in-class TPL and subrogation subcontractors to support post-
payment recovery. HMS provides recoupment when TPL is not known at the time we pay 
the claim, and for subrogation to parties with TPL. We provide HMS with a claims detail 
report of claims processed the previous week. If HMS confirms that a member's claim 
has TPL and we have paid the claim as primary, HMS will submit a claim to the primary 
insurer and request reimbursement to our MCO for their amount of payment.  


 


Please see Section 3.12.6 for more details regarding Third Party Liability and Section 
3.12.7 for more details regarding subrogation. Please see Section 3.20 for related 
information on our cost containment and cost avoidance initiatives.  


 
3.12.4.3 The vendor must have a claims processing system and Management Information System (MIS) 
sufficient to support the provider payment and data reporting requirements specified in the contract. In 
addition, the vendor shall have the capability to electronically accept and adjudicate claims. 


 


EFFECTIVE MANAGEMENT INFORMATION SYSTEM FOR CLAIMS PROCESSING  
We use a HIPAA compliant, enterprise Management Information System (MIS) that 
features integrated, functional components for enrollment, eligibility, member and 
provider service and data management, care, utilization and health management, data 
warehousing, analytics and reporting, and claims and encounter processing. We 
currently process over 60 million medical and behavioral health Medicaid and Medicare 
claims per year on this scalable platform, submitted by over 200,000 providers. 
Approximately 95% of the claims we receive are electronically submitted via HIPAA 
compliant EDI or through the HIPAA compliant Direct Data Entry (DDE) functionality in 
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our secure Provider Portal. We systematically scan the limited number of paper claims 
received. All of our submitted claims, (paper and electronic) are automatically edited for 
member and provider validation and HIPAA code set compliance. Our public sector 
focused HIPAA and DHCFP compliant claims adjudication process and system is 
integrated end-to-end, from provider claim submission to provider payment. 


 


Our MIS includes redundant data centers to mitigate against potentially disruptive 
emergencies or disasters. We also conduct an annual MIS system technology review and 
refresh to ensure we are utilizing the latest technology to support claims processing, 
adjudication and payment. In addition, we regularly review specific claim system 
capabilities and configurations to support any DHCFP specific processing requirements. 
Please see Section 3.12.4.12 for details on our change management processes.  


 


CLAIMS PROCESSING CAPABILITIES 
Our focus on systems integration and availability is the basis for our continued ability to 
process claims accurately and in a timely fashion. Our MIS includes claims software 
components described below that are functionally rich, yet integrated where needed.  


 


Claims Submission, Processing, and Payment 
Our MIS employs multiple, systematic data edits to ensure processing accuracy and a 
high claim auto-adjudication rate for timeliness and accurate payment. DHCFP 
requirements will be implemented via the table driven, parameter based configuration 
utility within our Claims Processing System. Our Claims Processing System houses 
benefit coverage information as well as authorization requirements and pricing for quick 
claims processing configuration. The following flowchart illustrates our claims 
submission, processing, payment, and review flowchart with accompanying details on 
our capability to process and pay provider claims in compliance with state and federal 
regulations.  
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The numbered sections below correspond to the numbers in the claims flowchart 
graphic above, providing more details on each component.  


 


1. Inbound Claims (EDI, Paper, Web). Our MIS verifies HIPAA format compliance, 
validating inbound data against ANSI Accredited Standards Committee (ASC) X12N 
Companion Guides’ rules for syntax and data structure, then triggering 
acknowledgement notification of receipt to trading partners and providers 
accordingly (ANSI TA1/999 Functional Acknowledgement).  
 


2. Claims Pre-adjudication. Our Service Oriented Architecture (SOA) middleware maps, 
translates, and validates EDI and paper claims data against data in our MIS prior to 
adjudication, ensuring common edits, such as member, billing and rendering provider 
identifiers are applied. If an EDI claim transaction is rejected, our middleware 
systematically issues an ANSI 277 Unsolicited (277U) notification citing the specific 
reason(s) responsible. In the event a paper claim fails pre-adjudication edits, our 
middleware automatically generates and sends a letter to the submitting provider, 
rejecting the claim and citing the specific edit(s) responsible.  


 


3. Claims Adjudication. Once claims pass pre-adjudication edits, claims are loaded into 
our Claims Processing System, which assigns each claim a unique control number 
incorporating the Julian time stamp we affix to all claims upon receipt. This “date 
stamp” is part of the control number used to identify each unique claim, allowing us 
to link together all available information surrounding a claim and to track our 
adherence to claims processing timeliness standards. Our Claims Processing 
System’s audit trails retain snapshots of all transactions for current and historic 
activity. This audit function includes date span logic, historical claims tracking, and 
Claim Processor ID stamping as well as accommodates the setting of different audit 
parameters for any number of management controls. Our adjudication process is the 
same for both network and non-network providers. We perform six primary steps of 
adjudication that a claim must pass in logical succession to reach a “finalized” (paid 
or denied) status or internally pended status including:  


 Field and general edits  


 Member data edits (e.g., eligibility for services) 


 Provider data edits (e.g., eligibility and status)  


 Prior-authorization validation when required 


 Validation that services claimed are covered  


 Pricing (including the application of TPL, provider agreements, and applicable 
reimbursement and timely filing rules 


 


4. Claims Workflow Management. Our claims workflow software manages the workflow 
of any pended claim in real time. If a claim pends, an electronic work item is 
immediately routed to a staff person with the expertise to address the particular pend 
issue for resolution and re-adjudication using the six-step process above. For 
example, we can route specific pend codes and research issues to our licensed 
clinical staff for medical review, research and resolution.  
 


5. Payment Integrity. Claims passing adjudication are further analyzed to determine 
clinical claim coding appropriateness and potentially fraudulent or wasteful billing 
practices. This system component contains a comprehensive set of rules based on 
nationally recognized coding guidelines that address coding inaccuracies such as 
unbundling, fragmentation, upcoding, duplication, over-utilization standards, invalid 
codes, and mutually exclusive procedures. Our flexible configuration tools allow us 







564 
 


to customize edits for state specific benefit criteria and provider 
coding/reimbursement policies, such as the monitoring, detection, and denial of 
physician claims for Provider Preventable Conditions (PPCs). 


 


6. Provider Payments. Once claims successfully pass all claim edits, claims are finalized 
with a status of paid or denied for the next claims payable cycle. For payment, we 
offer providers Electronic Funds Transfer (EFT) and Electronic Remittance Advices 
(ERA) directly to our providers, or through a nationally recognized EFT/ERA vendor. 
We also offer paper check and paper Explanations of Payment (EOP). Whatever the 
option, we provide remittance advices within one to five business days of payment. 
The provider will receive an EOP (or ERA) if a claim is denied for any reason. The EOP 
or ERA clearly outlines for the provider the reason(s) for claim denial, along with 
instructions for correction and resubmission, if applicable.  


 


7. Post-Payment Recovery and Post Payment Integrity. We work with specialized and 
complementary best-in-class TPL and subrogation subcontractors to support post-
payment recovery when Third Party Liability (TPL) is unknown at the time we pay a 
claim, and for subrogation to parties with TPL. We provide our TPL/subrogation 
subcontractors with a claims detail report of claims processed the previous week. If 
our TPL/subrogation contractors determine that a claim is related to TPL or 
subrogation, they will initiate steps to recover the overpaid TPL dollars, and will bill 
the primary insurer on our behalf after TPL information is confirmed. Please see 
Section 3.12.6 and Section 3.12.7 for more details on TPL, subrogation and our post 
payment recovery processes. Please see Section 3.20 for related information on our 
cost containment and cost avoidance initiatives. 


 


8. Process Management Tools (Claims Appeal Process). We maintain written policies 
and procedures supporting an established, internal appeals process whereby 
participating and non-participating providers may appeal denied claims. Our 
Customer Relationship Management system (CRM – an integrated part of our MIS) 
supports these processes with workflow enabled automation and allows fully 
transparent auditing and reporting. 


 


Please see Section 3.14 for additional details on our integrated MIS, which incorporates 
our claims processing platforms as described above. 


 
3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered 
services. The vendor must allow all in-state network providers to submit claims for reimbursement up to 
one hundred eighty (180) days from the last date of service and out of state providers three hundred sixty 
five (365) days from the last date of service unless a shorter time period is negotiated. The vendor’s 
claims payment system must use standard claim forms.  


 


We allow in-network and out-of-network providers to submit initial claims for covered 
services rendered to our members. We allow in-state network providers to submit claims 
up to 180 days from the last date of service. Both out of network and out of state 
providers may submit claims to us within 365 days from the last date of service upon 
verbal or written agreement by the out of network or out of state provider to accept the 
Medicaid payment fee schedule as payment in full. An authorization number is given to 
the provider to submit on the claim if the services requested meet member benefit 
criteria. After we receive the claim containing the authorization information from the out 
of network or out of state provider, we process the claim and pay at 100% of the Medicaid 
rate. For all claim submissions from any provider, our HIPAA compliant Claims 
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Processing System accepts, adjudicates, and issues payments for claims on standard 
claims forms and HIPAA standard electronic claim submissions (see discussion below). 


 


SYSTEM FEATURES TO SUPPORT CLAIM SUBMISSION AND TIMELINES  
Our MIS has the following integrated components and modules to support accurate and 
timely claim acceptance and adjudication processes:  


 Member Data Management (MDM) – This subsystem processes and stores 
member enrollment data including member eligibility; demographics; special 
needs; covered benefits; TPL and PCP information. 


 Provider Data Management (PDM) – This component of our MIS is our system of 
record for provider information in our MIS including network status; specialty and 
sub-specialty; identifiers such as NPI, Tax ID and state specific identifiers (such 
as DHCFP Atypical ID), credentialing and fee schedule information. 


 Claims Processing System (CPS) – Our HIPAA-compliant claims processing 
module with configuration and editing capabilities for all claim transactions, 
which complies with the claims requirements and timeframes mandated by 
DHCFP, state and federal government regulations. Because CPS identifies the 
claim date of submission, dates of service, and the provider’s status (in or out of 
network), CPS is able to apply the 180 and 365 submission timeframes for 
network, out of network, and out of state providers. 


 


ELECTRONIC AND FLEXIBLE CLAIM SUBMISSION METHODS 
We support all federally mandated HIPAA ASC X12 version 5010, NCPDP D.0 version 
electronic claim transactions, and standard paper formats including: 


 837 Health Care Claim: Institutional  


 837 Health Care Claim: Professional  


 837 Health Care Claim: Dental  


 NCPDP D.0 Pharmacy Claim 


 CMS1450 (UB-04) Institutional paper claim form  


 CMS-1500 Professional Paper Claim Form 


 


All authorized providers (in or out of network, in or out of state) rendering services to our 
members have the following options to submit HIPAA complaint claim forms:  


Supported Claim Submission Formats 


Direct Submission Via 
Secure Provider Portal 


Directly submit HIPAA EDI 837 Institutional and Professional batch 
files through our secure Provider Portal. 


HIPAA Compliant Direct 
Data Entry (DDE) 


Online entry of claims directly through the HIPAA-compliant Direct 
Data Entry (DDE) feature (available through the Provider Portal). Our 
DDE feature provides interactive help to assist the submitting 
provider through the claim submission process, with look up and 
validation assists for codes (e.g. CPT, ICD-10); cross-field logical 
checks (e.g. if one form field is populated, checks that other fields 
are populated); validation of member and provider data; and online 
help. This results in instant feedback to the provider on any 
submission issues to maximize clean claim data entry.  


Claims with Attachments. We allow electronic submission of claims 
with attachments (e.g., for claims that require written documentation 
to justify payment) when a provider submits a claim using our DDE 
functionality. 
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Supported Claim Submission Formats 


Multi-Payer Portal In alignment with our no wrong door approach, a provider can also 
submit claims through a secured multi-payer portal, which allows 
providers to use a single portal and single login to interact securely 
with multiple payers for checking member eligibility, benefits, and 
claims submission. 


Clearinghouse Facilities Submission of HIPAA 837 EDI claims via over 80 clearinghouse 
facilities nationwide, including Availity, Emdeon, PayerPath, and 
others.  


Paper Claims  We receive submission of paper claims on standard CMS-1500 and 
CMS1450 (UB-04) forms. Using Optical Character Recognition 
technology, paper claims are scanned and converted into machine 
readable data through our document management system. Once 
processed, paper claims are processed through identical business 
edits as electronically submitted claims.  


 
Following EDI edits and before loading claims data into our Claims Processing System, 
we use our Service Oriented Architecture (SOA) middleware, to map, translate, and 
validate claims data, ensuring that common edits are consistently applied. We configure 
pre-adjudication edits to validate claim data elements, including member identification, 
billing and rendering provider, and other data elements against data we currently have. 


 
3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and 
(d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The vendor must 
pay ninety five percent (95%) of all clean claims from practitioners, who are in individual or group practice 
or who practice in shared health facilities, within thirty (30) calendar days of the date of receipt. The 
vendor must pay ninety nine percent (99%) of all clean claims from practitioners, who are in individual or 
group practice or who practice in shared health facilities, within ninety (90) calendar days of the date of 
receipt. 
 
The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the claim 
and the date of payment is the date of the check or other form of payment.  


 


We affirm we meet the requirements and specifications for timely claims payment in 42 
CFR 447.45 (d)(2), (d)(3), (d)(5), (d)(6) and NRS 695C.185. We adjudicate and pay 99% of 
all provider clean claims within 30 calendar days, and over 99% of all provider clean 
claims within 90 days, exceeding DHCFP and federal payment compliance requirements 
in 42 CFR 447.45 and NRS 695C.185. Through our reporting system and data warehouse 
capabilities, integrated with our Claims Processing System, we are able to produce data 
and evidence of compliance with these time frames.  


 


ENSURING TIMELY PAYMENT 
Our MIS applies date and time stamps on receipt of all claims, based on the date we 
receive either the electronic claim transaction or the paper claim form, allowing us to 
closely manage our claims inventory. From receipt to payment, our MIS retains and 
displays a complete claims processing history, enabling us to focus on any claims that 
risk exceeding timeliness standards. Our claims workflow software manages pended 
claim processing in real time. If a claim pends, it is electronically routed to a Claims 
Processor, skilled in the specific pend type, for resolution and re-adjudication. This 
greatly speeds the finalization of pended claims, particularly claims that have pended for 
multiple reasons, because once a Claims Processor addresses a particular pend edit on 
a claim, our system immediately continues to process and finalize that claim. In cases 
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where the pend results in a denial, the provider has access to our secure Provider Portal 
to adjust the claim and resubmit for processing.  


 


Our MIS allows us to monitor adjudication results daily to ensure claims we pay are 
processed correctly without delaying payments. Our enterprise reporting system 
provides daily, weekly, and monthly Claim Status Dashboards for our Claims Processors, 
Analysts and Management staff including the volume of claims receipt, auto-adjudication 
rates, paid and denied claims volumes, pend statistics, adjudication inventory, voids, 
and rejects. If we notice any “spikes” in claim volumes, we shift staff workloads to 
maintain consistent service levels.  


 


We have also implemented a new provider payment system, which helps us to ensure 
that the claims we pay are processed correctly before payments are released to 
providers. This further ensures that claims are reviewed in a consistent, timely manner, 
which prevents any bottleneck of claims issues that need to be resolve during our 
weekly claims payment cycle.  


 


MEASURING TIMELINESS 
We measure claims timeliness from submission date to provider payment date (paper 
check date or bank EFT notification date), or (for denials) date of paper or electronic 
denial notice. Submitted claims are loaded into our Claims Processing System, which 
assigns each claim a unique control number incorporating the Julian time stamp we affix 
to all claims upon receipt. This “date stamp” is part of the control number used to 
identify each unique claim, allowing us to track our adherence to timeliness standards.  


 


ELECTRONIC CLAIMS FACILITATES PAYMENT TIMELINESS  
Our experiential data shows that when providers submit claims 
electronically, the time from date of service to payment is less than 
half compared with paper submissions. Electronically submitted 
claims are also more complete because our MIS validates data 
elements at the earliest stage of submission. We aggressively 
encourage providers to submit electronically, by offering our online 
web portal capabilities, onsite training and webinars, an EDI 
Helpdesk, and online documentation.  


 


ELECTRONIC PAYMENT AND PAYMENT REPORTING OPTIONS 
We offer providers the option to electronically receive electronic funds transfer (EFT) 
payments and Electronic Remittance Advices (ERA) through a leading national multi-
payer ERA and EFT vendor, affording our providers the optional convenience of 
receiving electronic payments and payment information from multiple MCOs the provider 
bills. We have a number of resources available on our secure Provider Portal to 
encourage and educate our providers on how to enroll in this EFT/ERA service. 
Subscribers of this service may view their ERAs online and we make that information 
available on our secure Provider Portal for easy reference. We have found that paper-
submitting providers who enroll in EFT quickly see the added benefit of filing claims 
electronically to further leverage efficiencies and payment turnaround on their end.  


We also offer paper check and paper Explanations of Payment (EOP) for providers not 
interested in electronic transactions. Whatever the option, we provide the ERA (or EOP) 
within one to five business days of payment. If a claim is denied for incomplete or 
inaccurate information, or for any reason, the provider will receive an ERA (or EOP). The 


Over 95% of claims are 
submitted electronically to 


us, which contributes to 
our 90% automatic 


adjudication rate for the 
fastest processing time 


possible. 
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ERA (or EOP) clearly outlines for the provider the reason(s) for claim denial, along with 
instructions for correction and resubmission, if applicable. 


 
3.12.4.6 The vendor must have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


 


WRITTEN POLICIES AND PROCEDURES FOR PROCESSING OF CLAIMS 
We have a comprehensive, clear set of well-organized, easily accessible and searchable 
written policies and procedures, to govern the claims processing functions of our 
organization including the following categories: 


 Operational Policies and Procedures 


o Authorization requirements  


o Payment of services for covered benefits 


o Claim billing requirements for services, such as bundling, correct coding, 
invalid procedures, age/gender validation, incidental services, global 
payments, etc. 


o Provider payment review, including network status and contract 
requirements 


o Claim submission transmission methods  


o Allowable claim formats including HIPAA EDI and paper forms 


o Cost avoidance, cost recovery and application of COB/TPL, and Fraud, 
Waste, Abuse (FWA) prevention 


 Claims processing standards 


o Accuracy standards for automatic system processing and Claims Analysts 


o Payment and financial accuracy timeliness 


o Timeliness guidelines 


 Medicaid State Agency contract adherence, state and federal statutory 
requirements 


 Audit controls and corrective action plans  


 


We maintain the above policies and procedures on our secure intranet, with multiple 
search capabilities so that our staff can quickly identify the specific policies and 
procedures they need for their job. 


 


Automated Workflow for Management of Policies and Procedures 
We maintain our policies and procedures in our enterprise, best-in-class Governance, 
Risk Management and Compliance system (GRC). Our GRC allows us to effectively 
administer and monitor our policies and procedures, with workflow enabled document 
formulation (with total history of policy and procedure documentation and sign-offs), 
electronic distribution of documents to appropriate internal departments (e.g. our Claims 
Management Department for claims processing policy and procedure review and 
update).  


 
MONITORING FOR POLICY AND PROCEDURE COMPLIANCE 
We conduct routine sample-based internal audits to monitor the integrity of claims 
payments and staff performance to ensure compliance with our established operational, 
processing, contract and statutory policies and procedures.  
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Claims Audit Division 
Our Claims Audit Division (CAD) is responsible for independent and objective evaluation 
of claims payment accuracy per our established policies and procedures. CAD audits 
encompass operational policies and procedures such as claim entry, adjudication 
processes, as well as whether determinations on enrollment, benefit, and payment are 
accurate. CAD staff performs weekly and monthly, statistically valid audits based on a 
random sample of processed claims, to assess claims for processing, payment and 
financial accuracy, as well as compliance with policies, procedures, and contract 
obligations. Results of claims audits are communicated to management and executive 
management staff through regular status updates and claims quality dashboard reports, 
which are posted to our intranet site on a monthly basis. The CAD tracks identified 
issues through final resolution.  


 
Claims Department Quality Review Analysts  
In addition to the audits performed by the CAD, our Claims Department Claim Quality 
Auditors (CQAs) conduct staff audits to evaluate the performance of all staff involved in 
claims processing before and after claims are paid, and to evaluate staff adherence to 
job specific policies, procedures, and guidelines. The CQA staff audit each processor 
with a frequency and sample size appropriate to that processor's experience level and 
recent quality performance. CQAs randomly select claims for audit using industry 
standard claims sampling software, configured with processor specific thresholds. CQAs 
review all processor adjudication actions to confirm that they adhere to our policies and 
procedures, and that the processor is correctly and effectively using our workflow tools.  


 
3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied. In 
addition, this system must include edits to not allow for unbundling and the ability to pay certain State or 
local government providers the federal share only. 


 


DUPLICATE CLAIMS 
Our Claims Processing System has edits in place to validate for possible claim 
duplicates for both institutional and professional claims submitted to us. Our systems 
and procedures are used to identify if the claim is billed more than once with the same 
information, which can include:  


 Dates of Service 


 Procedure codes 


 Modifiers 


 Diagnosis codes 


 Provider identification numbers, 
such as NPI and Tax ID 


 Charged amounts 


 Member information 


 


When the system identifies a potential duplicate claim based on the above information, 
the system will pend the claim for additional review and action by a Claim Analyst. The 
Claim Analyst will take appropriate action depending on the pend reason, such as 
reviewing additional claims attachment documentation, processing and paying for 
services, or denying services. Actions taken on the pended claim are reported back to 
the provider in the HIPAA 835 Electronic Remittance Advice (ERA) or on the paper 
Explanation of Payment (EOP).  


 


UNBUNDLING  
Our Clinical Editing Software, integrated with our Claims Processing System identifies in 
real time potential unbundling, as well as additional edits for mutually exclusive codes, 
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incidental services, bi-lateral services, global payments, procedure frequency-by-day, 
and age/gender discrepancies.  


 


The Claims Editing Software will apply edits in certain claim scenarios to pend, pay, 
replace, or deny claim/service lines. A Claims Analyst will review the specific system 
edits and remarks for further claims processing. Any claims that require manual review 
or adjustment are reviewed by our Payment Integrity Department for further direction and 
processing, which may include allowance or disallowance of procedures as billed, or 
direction to replace with more appropriate codes (e.g. incorrect CPT for age/gender), or 
to review for additional information.  


 


PAYMENT OF FEDERAL SHARE 
During our provider outreach meetings in both Washoe and Clark County, we have come 
to recognize the significant benefits that State and Local Government health agencies 
and providers can offer our members in terms of improving access to care in the 
community and maintaining effective patterns of care. This is why we are welcoming 
these providers in our network, while recognizing that these State and Local Government 
providers (including DPBH, ADSD, and DCFS, as well as Aid for AIDS of Nevada, and 
HELP of Southern Nevada) do not currently bill Medicaid and rely almost exclusively on 
grant monies. As we have done in many other states, we will thoroughly train and 
support these State and Local Government providers on HIPAA compliant billing, while 
ensuring that we pay only the Federal Share. Our MIS allows us to specify provider types, 
including those necessary to identify “certain State or local government providers” as 
defined by DHCFP. We are also able to configure and assign unique fee schedules (such 
as “Federal Share Only”) and link this schedule to “Federal Share Only” providers at the 
billing provider level.  


 


Using this configuration of provider “Federal Share Only” data and fee schedules, our 
Claims Processing System can identify a provider as “Federal Share Only” by matching 
the billing provider ID with the provider’s profile in our Provider Data Management (PDM) 
system, and apply the “Federal Share Only” fee schedule when processing a claim.   


 
3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall 
apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the 
vendor to pay interest to a provider of health care services on a claim that is not paid within the time 
provided in the contract or agreement at a rate of interest equal to the prime rate at the largest bank in 
Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case 
may be, immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved until the 
date on which the claim is paid. 


 


We agree for valuable consideration to apply to the terms of the contract with DHCFP in 
line with Nevada Revised Statutes (NRS) §695C.185 and NRS§695C.128. We have similar 
contract provisions in place for other state agencies.  


 


Our MIS and Claims Processing System support state specific requirements regarding 
the payment of interest when applicable. We will use the table driven, parameter based 
configuration utilities in our Claims Processing System to comply with NRS §695C.185 
and NRS§695C.128, which enables our system to calculate interest due based on claim 
payment approval (adjudication) date, and claim payment date. Through our Health 
Informatics Platform and on-line claims dashboards, we are able to review claims 
throughout the adjudication and payment cycle, and view any claims about to incur 
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interest expenses. This enables our Claims Staff to take appropriate action to finalize the 
claim and mitigate any interest payments.  


 
3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment 
schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does not 
pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty for each day 
the vendor is out of compliance.  


 


We affirm our compliance with this requirement. Our network provider contracts contain 
provisions regarding the claims payment schedule, and our payment schedules are in 
accordance with the payment of claims requirements in 42 CFR 447.45d, including our 
value based purchasing arrangements, which reward providers for meeting quality 
targets. Through our integrated, parameter based, table driven MIS configuration utilities 
we can apply alternative payment schedules and contractual affiliations to specific 
providers. When we receive a claim from the provider, our Claims Processing System will 
apply the appropriate fee schedule to the benefit plan of the member for the date(s) of 
service on a claim. 


 


We currently pay 99% of clean claims within 30 days of receipt and over 99% within 90 
days of receipt. We ensure timely claims payment through our analytic and reporting 
applications, which are integrated with our Claims Processing System, allowing us to 
monitor our claims inventory on a daily basis via online dashboards and reports, clearly 
outlining any claims approaching a payment deadline. In addition, our Claims Processing 
System incorporates automated workflow, allowing our Claim Analysts to focus and 
review on any claims that pend for edits by edit type, make corrections as needed, and 
validate that all claims which complete adjudication are included in the weekly check run 
for provider payments, thus enabling timely payment of complex claims. 


 
3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid accurately 
upon initial submission. 


 


We affirm we will accurately pay claims with ninety five percent (95%) of claims paid 
accurately upon initial submission.  


 


SUPPORTING CLAIMS PAYMENT ACCURACY 
We recognize that overall efficiency of claims processing is very reliant upon the fact 
that providers submit claims in a timely, complete, and accurate fashion. Thus, we offer 
providers the appropriate guidelines, assistance, and a systematic process to adjudicate 
and settle provider claims. We have complementary processes in place to monitor our 
claims processing accuracy. We achieve high standards of payment accuracy through 
the following methods. 


  


Monitor Claims Adjudication Accuracy through our Data Warehouse  


We use our Health Informatics Platform, to provide operational insight, and to inform, 
adjust, and continuously improve each step in the process. Our Data Warehouse (DW) 
supports our reporting capabilities for claims processing. The DW is the heart of our 
integration capabilities, capturing transactional data in near real time from core 
applications including our Claims Processing System, Health Management System, and 
Customer Relationship Management System, enabling the best possible timeliness and 
integrity in reporting. The DW enables our end-to-end view on claims processing, from 
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claim submission through adjudication and payment, end-to-end monitoring and 
reporting. 


 


Daily, Weekly, Monthly Claim Status Dashboards: On a daily basis, our staff will monitor 
our online Claim Status Dashboards (Dashboard) which display the volume of claims 
receipt, auto-adjudication rates, paid and denied claim statistics, pends, adjudication 
inventory, voids, and rejects. The Dashboard can be filtered to drill down to any issues 
that may be affecting claims accuracy and processing timeliness. These monitoring 
activities will ensure issues and potential risks are addressed immediately to mitigate 
loss in quality of claims submission, adjudication, and payment.  


 
Approach to Claims Oversight 
We provide oversight of claims payment accuracy through our Claims Research and 
Analysis Staff in conjunction with our Claims Management Team. Along with the review 
of frequent performance reports by the Claims Management Team, a Claims Analyst will 
review daily pend reports to identify aging claims and take whatever steps are needed to 
facilitate the resolution and accurate finalization of these claims.  


 


Efficient but Thorough Audits  
Our Claims Audit Division (CAD) is responsible for independent and objective evaluation 
of claims payment accuracy per our established policies and procedures. CAD audits 
encompass operational policies and procedures such as claim entry, adjudication 
processes, as well as whether determinations on enrollment, benefit, and payment, for 
example, are accurate. CAD staff performs weekly and monthly, statistically valid audits 
based on a random sample of processed claims, to assess claims for processing, 
payment, and financial accuracy.  


 


In addition to our sample-based internal audits that continually monitor the integrity of 
claims payments and Claims Processor staff performance, we will monitor every weekly 
claims payment cycle. Each week, prior to issuing checks and electronic payments, our 
analysts monitor payments about to be released. The Claims Processing Team examines 
all claims payments for accuracy, and focuses in particular on DHCFP directives, 
complex, multi-service claims and high dollar claim payments. If errors are detected 
during this check run review, this information is given to the assigned members of the 
Claims Team, with correct processing instructions, to ensure optimal claims payment 
accuracy for our providers. Our multi-level audit review practice ensures that we are 
continuously monitoring for claims processing accuracy and any potential need for 
configuration changes or staff training opportunities.  


 
3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by 
providers and subcontractors. 


 


VERIFYING SERVICE DELIVERY THROUGH A COMPREHENSIVE APPROACH 
We will implement best-practice processes, including member surveys, to verify services 
are provided to our members through the use of our MIS and in conjunction with our 
Payment Integrity Department. We will administer these surveys in coordination with 
other, complementary controls to identify and act on instances of suspected Fraud, 
Waste, and Abuse (FWA). 
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SERVICE VERIFICATION SURVEYS 
We will use a proven survey strategy and approach (customized per any DHCFP specific 
requirements) in which we randomly select a stratified sample of members on a monthly 
basis to send an Explanation of Benefits (EOB) statement along with survey instructions 
to the member requesting service verification. Specifically, our Member Services 
Department will send an individual survey and an EOB via mail to a randomized sample 
of members to determine with statistical validity service delivery. Through our MIS, we 
track which members have been sent surveys. The survey will request that the member 
validate the services listed on the EOB by calling the Member Call Center, including 
confirmation of the following: 


 Description of the services provided 


 Name of the provider furnishing the services 


 Date of services 


 Amount of payment made for the services 


 


Sampling for Representative Provider and Claims Activity in Member Surveys 
Our random sampling methodology will assure that member survey samples are 
proportionately reflective of all provider types and billed services of our overall member 
population so that we can monitor our entire program with statistical confidence. We 
randomly sample data from our Health Informatics Platform to select a claims sample 
size no less than 2% of claims processed per month, of claims paid in the previous 45 
calendar day period (as mandated by federal regulation). Our claims sampling will stratify 
the selection based on provider specialty, and the range of services provided, including 
random sampling of rare, high-cost services, claims from high-abuse categories (e.g. 
DME, radiology, etc.), as well as a broad random sample across all claims. All claim types 
will be proportionally represented in the sample member survey pool, from the entire 
range of covered benefit services. We enhance our claim sampling methodology based 
on lessons learned from each sampling cycle. We will target and/or over sample, as 
needed, particular areas for surveys, such as members who are neighbors receiving the 
same service on the same day. We use RAT-STATs sampling software (also used by the 
US Department of Health & Human Services Office of Inspector General) to determine 
with a 95% confidence level (plus or minus 2.5%) that a statistically valid sample size is 
selected each month for each stratified level in the sample. We review sample sizes 
annually (at a minimum) to ensure our sampling strategy is reflective of the full member 
population, changing our sample sizes when necessary. 


 


Acting on Survey Results 
When members respond to our survey to tell us that they have not received the 
service(s) listed on the EOB, our Member Service Representatives (MSRs) capture that 
information in the Customer Relationship Management System component of our MIS 
and forward the information to the Senior Director of Compliance (Compliance Director) 
for further review. Upon suspicion of fraud, we will forward suspected cases to DHCFP 
within two (2) business days after our discovery. Our Compliance Director will also 
engage as necessary fraud, waste, and abuse investigative staff in our Special 
Investigation Unit (SIU), part of our Payment Integrity Department. The SIU will conduct a 
preliminary investigation and, if needed, submit additional requests for member surveys 
via telephone. We will track responses from members and resolve identified issues 
through member and provider education. 
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ADDITIONAL AND COMPLEMENTARY METHODS TO VERIFY SERVICES 
The Compliance Director or designee, will inform DHCFP of known or suspected cases of 
fraud, abuse, waste, neglect, and overpayment that we detect via several ongoing 
processes: 


 


Subcontractor Oversight  
As is the standard practice of all our affiliate Medicaid health plans nationwide, we will 
require all subcontractors to have comprehensive fraud, abuse, waste (FWA), or neglect 
detection programs in compliance with DHCFP contract. Each subcontractor will be 
required to report any suspected FWA or instances of neglect to our Compliance 
Director, who will include these subcontractor cases in our regular reporting to DHCFP. 


 


Service Utilization Patterns  
Our Medical Management Department will conduct quality control audits by reviewing 
various reports on a monthly basis. Examples of these reports include providers with a 
high number of referrals, providers delivering outdated treatment procedures, and 
member emergency room utilization. 


 


FWA Investigative Staff  
Our Compliance Director is backed by our internal Special Investigations Unit (SIU), 
which includes associates with a judicious mix of multi-disciplinary backgrounds needed 
for a comprehensive approach to identifying and pursuing instances of FWA in health 
care programs. Our SIU includes staff who are RNs, certified coders, pharmacy 
technicians, Accredited Health Care Fraud Investigators (AHFIs), an attorney, former 
police officer, Certified Fraud Examiner (CFE) and former Medicaid Fraud Control Unit 
(MFCU) associates. If SIU investigators identify suspected fraud, the information will be 
immediately shared with the Compliance Director who subsequently will report the case 
to DHCFP.  


 


Management Information System (MIS) to Support Service Verification 
In addition to the roles that our Customer Relationship Management System module, 
RAT-STATS, and our integrated reporting tools play in verifying services, we use several 
other integrated tools in our MIS to supplement our service validation strategy and our 
overall approach to FWA identification and prevention. 


 Clinical Editing Software: This software is integrated for real time processing with 
our Claims Processing System, and determines clinical appropriateness of claim 
coding. It plays a role in identifying claims for services whose actual delivery is 
questionable by applying clinical edits: for example, procedures relevant to 
females only but billed for males, or age-inappropriate procedures, etc. 


 Integration with FWA and Clinical Edit Review Partner (FWA Partner): In addition 
to our Clinical Editing Software, we have securely integrated our MIS with an 
industry leading FWA detection service company. Our FWA Partner’s prepayment 
review system electronically examines all our claims to help us identify claims 
where actual service delivery may be in question. The system identifies various 
billing behaviors, billing patterns, known schemes as well as new and emerging 
billing patterns by taking into consideration a provider’s prior billing history in 
addition to claims contained in each subsequent daily, weekly or monthly batch 
claim submission from providers. The system statistically identifies what is 
expected based on prior claims history as well as billing norms, including 
recognition of pattern changes from those identified in profiled historical paid 
claims data and ongoing daily claims batches. 







575 
 


 Post-Payment Claims Monitoring: We use software for post-payment claims 
monitoring to help us identify potentially fraudulent cases for further 
investigation. This software provides quick analysis of suspicious claims and 
edits used to identify outliers, such as mutually exclusive codes billed together, 
ambulance upcoding, add-on codes without primary CPT codes being billed, and 
non-emergency procedures that are billed on Sundays or holidays. Furthermore, 
the software flags instances when procedures are billed on separate claims, that if 
billed on one claim, the sub code would have been denied as a component of the 
primary code. 


 Data Warehouse (DW): Our SIU analysts create ad hoc reports using information 
from our DW, which stores payment, provider, member, claims, and other 
insurance information. The reports are utilized to analyze providers’ billing habits 
and determine outliers of suspected fraud, waste, or abuse activities. 


 
3.12.4.12 The vendor shall provide DHCFP with information prior to implementation of any changes to the 
software system to be used to support the claims processing function as described in the vendor’s 
proposal and incorporated by reference in the contract. 


Our Senior Director of Compliance (Compliance Director) will notify DHCFP, prior to 
implementation of any changes to our MIS, including our Claims Processing System, in 
compliance with this requirement and as further defined in RFP Amendment 2, Question 
217. We will give DHCFP notice in any manner and timeframe that DHCFP prescribes (e.g. 
secure email, or other documentation or voice methods). Claim system change 
notifications will be sent to DHCFP designated point of contact. We have the disciplined 
resources and processes in place today for any necessary modifications to claims 
processing edits or extensions to our MIS capabilities.  


 


COLLABORATIVE COMMUNICATIONS TO FOSTER SUCCESSFUL CHANGE 
We will notify and discuss with DHCFP any major changes, upgrades, modifications, or 
updates to core applications prior to the projected change and will keep all parties 
informed of project progress and adjust activities in light of any new circumstances that 
surface during a change or modification project. When MIS changes require testing with 
DHCFP, we will work with all involved parties to create and conduct test cases, validate 
success and make adjustments where necessary to ensure successful transactions. We 
will provide test results, and/or provide a demonstration if necessary of the system 
change so that we can assure DHCFP of our readiness.  


 


In addition to DHCFP notification, we also send formal notice to our providers via our 
public provider website, newsletters and webinars, as applicable, regarding changes to 
systems and policies that affect business operations. This enables providers to be aware 
of any claim system changes so that they can continue to accurately submit claims.  


 
3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, 
or payment is in question. Medical reviews must be conducted by a licensed medical clinician(s). 


 


We conduct a medical review of claims when the appropriateness of service, procedure, 
or payment is in question. When the review extends beyond a standard coding error and 
begins to question medical necessity, medical review is conducted by our licensed 
medical clinicians including physicians, nurses, pharmacists, and behavioral health 
clinicians. For example, we have registered nurses available that review relevant claim 
history and diagnosis codes to ensure that claim procedure code modifiers were used 
appropriately in a claim requiring review. In addition, we have several complementary 
processes that help identify potential claims for medical review post-payment. These 
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processes include reviews for inpatient upcoding, billing of durable medical equipment 
and supplies, skilled nursing facility unbundling, rationale billing, etc.  


 


PROCEDURES TO IDENTIFY CLAIMS REQUIRING MEDICAL REVIEW	
Our Claims Processing System has edits in place which review adjudicated claims prior 
to payment for bundling and unbundling of services, incidental services, mutually 
exclusive codes, global surgery follow-up days, duplicate claims, invalid procedures, 
bilateral services, and incorrect age/gender validation. During the claim adjudication 
process, if there are services billed that fail system edits, the claim is “pended” and sent 
to our medical clinicians for review. Our clinician(s) will review the information submitted 
on the claim, compare to existing payment policy, and make a pay/deny decision.  


 


In addition, through our FWA and Clinical Edit Review Partner (FWA Partner), we 
systematically identify potential fraud, waste and abuse (FWA) in claims using a 
nationwide database of provider billing patterns, as well as additional, complementary 
clinical edit checking. If our FWA Partner detects potential FWA, they electronically notify 
our Special Investigations Unit (SIU) for follow/up, which may include medical necessity 
review. 


 


Providers always have an appeal right regardless of whether the review was conducted 
prior to payment or after. We will support the standard Nevada appeal process for all 
appeals. Our provider manual will instruct the providers where to send their appeals 
related documentation. Once received, we use our workflow enabled Complaints, 
Grievance and Appeals (CGA) module (part of our Customer Relationship Management 
system) to manage and send the appeal to the proper internal department for review. We 
complete all appeal review and decisions within state timeline guidelines, using our CGA 
module to track and report on our appeals related activities. If medical necessity is being 
questioned, a physician will review it prior to the provider receiving a second denial.  


 
3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – 
Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient 
hospitals for care related to the treatment of the consequences of PPCs and Other Provider Preventable 
Conditions (OPPC) that meet the following criteria: 
 
A. Is identified in the Medicaid State plan; 
 
B. Has been found by the DHCFP, based upon a review of medical literature by qualified professionals, to 
be reasonable preventable through the application of procedures supported by evidence-based 
guidelines; 
 
C. Has a negative consequence for the recipient; 
 
D. Is auditable; 
 
E. Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;  
 
F. Surgical or other invasive procedure performed on the wrong body part; and 
 
G. Surgical or other invasive procedure performed on the wrong patient. 


 


We affirm we will comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) 
– Payment Policy and will deny or recover payments for care related to the treatment of 
PPCs and OPPCs that are identified in the Medicaid State plan, specified in the federal 
mandate, and are deemed preventable by DHCFP application of evidence-based 







577 
 


guidelines. We identify provider-preventable conditions (PPCs) and other provider 
preventable conditions (OPPCs), in all areas of our operations using several, 
complementary methods, including referrals, claims data, member grievances and 
provider complaints, medical record review, facility oversight, and utilization 
management activities.  


 


NON-PAYMENT AND PAYMENT RECOVERY FOR PPCS AND OPPCS 
We understand the importance of protecting Medicaid beneficiaries and the integrity of 
the Medicaid program by prohibiting payments for services related to PPCs and OPPCs. 
We comply with state and federal law with respect to nonpayment to our providers in 
these situations. Our contracts prohibit, or reduce payments, to providers for services 
associated with PPCs and OPPCs. Further, our contracts do not allow our contracted 
providers to bill us or charge our members for these services. Should providers receive 
payment for PPCs or OPPCs, they are contractually obligated to promptly refund the 
amounts received. We will comply with any future additions DHCFP may make to its list 
of non-reimbursable provider-preventable conditions.  


 


INFORMATION SYSTEMS TO SUPPORT PPC AND OPPC PAYMENT POLICIES 
Our claims adjudication system fully supports flexible processing of adjudication rules 
to support any PPCs and OPPCs as identified by DHCFP. Our system validates and 
processes for edits as they pertain to Present on Admission (POA) indicators. In 
addition, we have implemented two complementary levels of clinical editing to detect 
potential situations where the patient has experienced Hospital Acquired Conditions 
(HAC). Our system is designed for configurability to deny claims with surgical error 
codes identified by the State (e.g. wrong surgery on patient, surgery on wrong body part, 
surgery on wrong patient).  


 


We have also implemented industry-supported solutions to help us identify the full 
spectrum of potentially preventable events (PPEs) beyond those PPCs and OPPCs 
identified by DHCFP and in Federal regulations. As a result, we will be able to look more 
closely at hospitalizations, readmissions, complications, ER visits, and ancillary services 
with the goal of improving care quality and avoiding wasteful (and potentially harmful) 
service utilization. We will also use this PPE information to help our providers identify 
improvements in their patterns of care.  


 


Through our system transaction tracking and reporting capabilities, we have the 
necessary mechanisms in place to audit and enforce our contractual terms and the 
requirements of DHCFP. The data we obtain will also provide us with opportunities to 
identify areas for provider education so that we can work in concert with our providers 
and DHCFP to reduce the occurrence of PPCs, OPPCs, and PPEs. We will share reports 
with providers and assist them to develop action plans to improve compliance with 
clinical practice guidelines and reduce the occurrence of provider preventable 
conditions. 


 


3.12.5 Financial Solvency  
The vendor must demonstrate that it has adequate financial reserves and administrative ability to carry 
out its contractual obligations. The vendor must maintain financial records and provide the DHCFP with 
various financial statements and documentation upon request and as outlined in the contract and 
Attachment T ~ Forms and Reporting Guide, including any revisions or additions to the document. 


 


We have adequate financial reserves and the administrative ability to carry out our 
contractual obligations. Backed by our parent company, we maintain nearly $1.0 billion 
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in revolving credit facility. Our parent company possesses sufficient assets and reserves 
for contingencies and generates sufficient cash flow and positive income to support its 
subsidiary health plans. We will also maintain financial records and provide DHCFP with 
documentation upon request and as outlined in the contract and Attachment T ~ Forms 
and Reporting Guide, including any revisions or additions to the document. 


 
3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as 
submitted to the Division of Insurance. 


 


We will submit a copy of our Annual Independent Audit Report to DHCFP as submitted to 
the Division of Insurance.  


 
3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


 


We will submit a copy of our quarterly and annual financial reports to DHCFP.  


 
3.12.6 Third-Party Liability (TPL)  


 


NATIONAL EXPERIENCE IN MEDICAID TPL PROCESSING 
Through our parent company, we have successfully coordinated benefits and 
implemented Third Party Liability (TPL) activities according to federal and state 
regulatory requirements for several decades. In 2015 alone, our automated controls 
resulted in over $1 billion in TPL savings, through coordination of benefits (COB), cost 
avoidance and recovery activities.  
 
We have reviewed all sections, subsections, and amendments of the RFP and can and 
will comply with all requirements and regulations DHCFP has defined. Our TPL and 
subrogation processes are augmented by our specialized team subcontractors, including 
Health Management Systems, Inc. (HMS – also used by DHCFP) as well as other national 
leaders in TPL and third party resource (TPR) identification, cost avoidance, and post-
payment recovery processing.  


 
3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement 
Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 6035 of the Deficit 
Reduction Act of 2005. TPL activities included in this contract are the Coordination of Benefits (COB) cost 
avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its 
providers are required to take all reasonable measures to identify legally liable third parties and treat 
verified TPL as a resource of the Medicaid and CHIP recipient.  
 
We acknowledge and affirm our support for the above requirements, and we adhere to 
these federal regulations in all the multiple states our affiliate health plans operate 
Managed Medicaid Health Plans today. Our Senior Director of Compliance will oversee 
our adherence to all state and federal statutes and regulations, using our Governance, 
Risk Management and Compliance (GRC) automated workflow system, as well as via our 
TPL related policies and procedures, available to all of our staff via our secure intranet 
system. 


 
3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with 
Federal regulations. The DHCFP contracted managed care organization, as the Division’s vendor, shall 
act as the State’s authorized agent for the limited purpose of TPL for cost avoiding claims, collection, 
within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability 
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(TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. The managed care organization’s 
capitated payments include an offset in the rates for these collections. The contracted managed care 
organization shall vigorously pursue billing prior resources as these amounts are considered part of their 
risk based capitation payment. The managed care organization is required to secure signed 
acknowledgements from enrolled Medicaid recipients or their authorized representative confirming any 
prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.) and share that 
information with the DHCFP. Third-party liability (TPL) is a self-reporting element. MCO’s are responsible 
for developing and distributing communication forms to enrolled Medicaid recipients. 


 
We acknowledge and affirm our support for the above requirements, and we adhere to 
these federal regulations in all the multiple states our affiliate health plans operate 
Managed Medicaid Health Plans today. 
 
COST AVOIDANCE 
Our preference is to identify TPL and avoid cost where possible and allowed, and we take 
a proactive, comprehensive approach to identifying TPL. This strategy is integrated 
throughout our claims process as well as our approach to provider training, internal 
system configuration, and data exchanges with our business partners, subcontractors, 
and TPL partners.  
 
Taking a Proactive Approach to Identifying and Collecting TPL 
We identify TPL through HIPAA 834 eligibility processing, member self-reporting, 
provider interactions via telephone, and/or our secure Provider Portal, and/or claims 
submissions; from HMS and our other TPL subcontractors, and from our own internal 
staff.  
 
Reconciling the HIPAA 834 Eligibility File  
Upon receipt of the 834 eligibility file from DHCFP, coordination of benefits (COB) data 
will be automatically loaded to into our integrated Management Information System 
(MIS). Our MIS houses current and historical member information and maintains our 
master member index to assure member data integrity. Our MIS systematically 
promulgates updated eligibility data, including COB data obtained from the 834, to all the 
integrated functional components of our MIS (claims processing, member services, 
reporting, care management, etc.) as well as the eligibility subsystems of all our 
subcontractors. This is the first step in our approach to ensure that our MIS contains 
current information necessary to identify members who might have TPL. If at any time, 
the TPL data we receive from DHCFP differs from the information we have received from 
any other source, we will ensure that DHCFP receives that updated information in the 
manner and format DHCFP requires.  
 
Data Mining 
Our Claims Operations regularly identifies TPL and COB by data mining through the data 
warehousing and analytics component of our MIS, and use diagnosis and trauma edits 
(see below for more information) within our Claims Processing System, in addition to 
member outreach, to confirm the presence of TPL based on these edits. We also validate 
TPL whenever we receive a first time claim with an Explanation of Benefit (EOB) attached 
– or when there is COB information in a submitted HIPAA EDI claim or when there is an 
adjustment request from the provider. Both of these situations are detected 
systematically through our MIS, including our reporting and management Key 
Performance Indicator (KPI) Dashboards capability. Our Claims Analysts regularly review 
standard claims operations reports focused on first time claims with EOB attachments 
and claim adjustments. Our Claims Analysts route this information (member contact 
information, plus other information from the EOB or adjustment request) to our TPL team 
to verify enrollment with either the third party and/or the member to ensure we are 
coordinating benefits appropriately.  
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Health Management Systems (HMS) 
Each month, we securely send member data to HMS, who matches the data with their 
eligibility information of over 1.2 billion eligibility segments from sources such as 
insurance carriers, Third Party Administrators, Pharmacy Benefit Managers, etc. When 
HMS finds a match with a member record, they verify coverage through online tools and 
send the resulting data back to us. We then load this “member level” TPL information in 
the Member Data Management (MDM) component of our MIS and from there the data 
automatically, and electronically, feeds the Claims Processing System component of our 
integrated MIS. 
 
Our MCO Staff  
Our staff may also become aware of TPL during member and provider interactions, chart 
reviews, etc. When our staff learn about TPL not already included in the member’s 
eligibility record in our MIS, they submit a notification through our MIS updating the 
member record which is verified by our Claims Analysts via the process cited above.  
 
Identify and Address Billing Errors 
Our Claims Department continuously examines claims submissions for patterns of 
billing errors from providers, including those related to TPL, through the use of decision 
support tools within the Health Informatics Platform of our MIS. When we identify 
providers having problems related to billing primary payers, our Provider Engagement 
Specialists and Claims Staff reach out to the provider to offer targeted provider 
education. 
 
Provider Training 
Through our regular provider orientations, ongoing training meetings, and our online 
provider manual, we educate our providers on the importance of identifying TPL 
information at the time the member receives services. We inform and educate providers 
about the importance and process for submitting denial notices from third parties, 
accident details, and medical records corroborating no other liable parties, or EOB or 
payment information from a third party where member liability exists in the TPL and 
other payer segments of their HIPAA 837 EDI claim submissions, or their paper claim 
submissions.  
 
Secure Provider Portal  
Our secure Provider Portal allows authorized provider users to see any current TPL 
information we have on record for a member, affording them a means to check for TPL as 
part of their routine member eligibility verification process prior to claim creation and 
submittal. The secure Provider Portal also allows providers to submit TPL 
documentation by uploading images, PDFs, Microsoft Word documents, or other digitally 
formatted TPL related documents. This information is accessible to our claims 
processors to expedite finalizing claims with TPL. In addition, a provider may enter a 
claim directly via our HIPAA compliant Direct Data Entry (DDE) online claim entry facility 
available through our secure Provider Portal. Our online claim entry application has 
logical field checks so that, for example, if a provider indicates that the member has 
other insurance, but no entry is made concerning third party payments, the application 
alerts the user to the missing information while they are entering the claim.  
 
Accident Related ICD-10 Diagnosis Code Edits  
We configure accident related ICD-10 diagnosis code edits into the Claims Processing 
System component of our MIS, creating another way that we can identify claims that may 
be the liability of a third party.  
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If a claim is received without documentation to support the liability or non-liability of a 
third party, and the claim contains an accident- or injury- related diagnosis code, and/or 
trauma indicator of “Y”, we will pay the claim and request that the provider submit 
accident-related documentation or payment information from the third party. We send 
this information to our post-payment cost recovery vendors, for further investigation and 
payment pursuit. We coordinate payment recovery using several best in class cost 
recovery vendors, allowing us to efficiently recoup costs in a timely and thorough 
manner. 
 
COLLECTION 
Post-Payment Recovery and Subrogation 
We work with a best in class TPL and Subrogation subcontractor to support post 
payment recovery. Our Recovery Manager and Compliance Officer will provide oversight 
of HMS and our other TPL/COB subcontractors and monitor adherence to these 
requirements. We will provide DFHCP with our established procedures for COB and 
subrogation processes. 
 
Our TPL and Subrogation subcontractor provides recoupment when TPL is not known at 
the time we pay the claim, and for subrogation to parties with TPL. We provide our TPL 
and Subrogation subcontractor with a claims detail report of claims processed the 
previous week. If our subcontractor determines that a claim is related to TPL or 
subrogation, they will initiate steps to recover the overpaid TPL dollars and they will bill 
the primary insurer on our behalf after TPL information is confirmed.  
 
Malpractice and Product Liability 
For post payment recovery related to malpractice claims and product liability, we use an 
industry-leader in subrogation and product liability-related mass tort litigation 
(subrogation subcontractor). We provide our subrogation subcontractor with a report of 
malpractice and product liability, and they perform further validation of these claims. 
Next, our subrogation subcontractor takes steps to recover the overpaid TPL monies, 
and bills the liable parties on our behalf after malpractice and product liability is 
confirmed. 
 
TPL VALIDATION ACTIVITIES FOR MEMBERS  
As our Medicaid health plan affiliates do today, we will implement a number of validation 
activities for verifying member TPL information, through complementary strategies, all 
with the approval of DFHCP including: 


 Validation of TPL with members during our welcome call 


 Creation of outbound campaigns in our integrated MIS and Telephony system and 
using the call queues in these campaigns for systematic and thorough member 
TPL verification outreach 


 Creation of inbound campaigns in our MIS and Telephony system, so that if a 
member calls us on any matter, our Member Services Representatives (MSRs) are 
prompted to ask about any updated TPL information we may need from the 
member 


 


Securing Signed Acknowledgements from Members 
We can and will send letters and corresponding verification forms to our members 
confirming prior and existing TPL (e.g. Medicare, Workers’ Compensation, private 
insurance) and asking the member to update TPL information when needed, and sign 
and return the form to us. We will share this information with DHCFP in the manner 
DHCFP prescribes. Several of our affiliated Medicaid health plans support a similar 
process today. 
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3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a service 
covered by other insurance based on recipient's type of TPL coverage and type of service (e.g., medical 
service claim with medical service coverage, pharmacy service claim with pharmacy coverage). Allow for 
TPL overrides when the other insurance is exhausted or the service is not covered by the other liable 
party, making Medicaid the payer of last resort for the claim. 
 
We acknowledge and affirm our support for the above requirements, and in fact we 
adhere to these federal regulations in all the multiple states our affiliate health plans 
operate Managed Medicaid Health Plans today. We structure our TPL practices around a 
strict “Medicaid as a payer of last resort” principle, highlighted by a firm commitment to 
upfront cost avoidance. 
 
The Claims Processing System component of our integrated MIS incorporates table 
driven configuration parameters, which allows us to systematically deny claims when a 
member has TPR and/or when TPL is indicated on the claim (e.g. presence of trauma 
codes on the claim). We also configure our claims system to allow for TPL overrides 
when other insurance has been exhausted (e.g. as indicated in an EOB or in the COB 
segment of HIPAA EDI claims).  
 
3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources. Vendor is 
required to obtain TPL information independently of the DHCFP for the purpose of avoiding claim 
payments or recovering payments made from liable third parties. All information on the third party, 
including collections and collection attempts, are to be reported to the DHCFP (including circumstances 
under which the third party refuses to pay) on the Third Party Monthly Report located in the Forms and 
Reporting Guide. TPL collections should also be reported to the DHCFP through encounter data and 
other required reports. 
 
We acknowledge and affirm our support for the above requirements, and our affiliate 
health plans support similar requirements today for their Managed Medicaid Plans in 
multiple states.  
 
As mentioned above, we systematically and regularly receive TPR, TPL, and COB data 
from HMS and other, complementary subcontractors. Our MIS supports today the 
electronic reporting of our TPL and COB activities to our state Medicaid agency clients, 
in formats prescribed by those clients, and we will support DFHCP in this same manner.  
 
We have reviewed the Third Party Monthly Report in Attachment T, Section 2, Appendix C 
and we can support the format as outlined there, using data from the member and claims 
processing components in our MIS. 
 
The HIPAA compliant Encounter Data System of our MIS can report all elements in the 
HIPAA 837 encounter format, including collection of TPL amounts. 
 
3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for using third-party resources identified and communicated to the managed care 
organization by the DHCFP. 
 
We acknowledge and affirm our support for the above requirements, and in fact our 
affiliate health plans support similar requirements today. 
 
Our MIS supports receipt of Third Party Liability and Third Party Resource (TPR) data 
from our state Medicaid agency clients, and we can and will support receipt of TPL/TPR 
data from DHCFP (per RFP Section 3.18.2.12) in the format and transmission frequency 
and manner as prescribed by DHCFP. We support all industry standard transmission 
methods, including Secure FTP (SFTP). Upon receipt, we electronically update the 
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TPL/TPR information in the member records housed securely in our MIS, for subsequent 
use in claims processing, and encounter and other related reporting. 
 
3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated rate 
development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover TPL 
payment; after 365 days, vendor forfeits the right to recovery to the State unless vendor can provide 
evidence that the recovery effort is active and/or in dispute. The vendor will be responsible to pay for the 
cost incurred to complete the recovery of the TPL payment to the DHCFP. 


 


We acknowledge and affirm our support for the above requirements, and in fact our 
affiliate health plans support similar requirements today. 
 
Our MIS captures and maintains a full record of all claim processing activities (initial 
claim submission, denials, application of TPL, etc.), including the date of all key 
processing steps – allowing us to monitor the period of time we take to initiate and 
complete TPL recoveries. We can thus track and report on our progress for TPL cost 
recovery from the date we initially paid the claim. 
 
3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with 
State and Federal rules and regulations, currently established as seventy-two (72) months. 
 
We acknowledge and affirm our support for the above requirements, and in fact we 
adhere to these federal regulations in all the multiple states our affiliated health plans 
operate today. Our MIS currently supports online storage of all member eligibility data 
(including historical TPL data) for a minimum of 72 months. 
 
3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health 
Care Needs (CSHCN); and State Victims of Crime. 
 
We acknowledge and affirm our support for the above requirements. 
 
The Claims Processing System component of our integrated MIS incorporates table 
driven configuration parameters, which allows us to systematically exempt TPL claims 
processing rules for specific member populations or other special claims scenarios, 
such as members who are eligible for treatment from Indian/Tribal Health Services, 
CSCHN, State Victims of Crime, or other special cases.  
 
Once configured, our Claims Processing System will identify these special 
circumstances when adjudicating a claim and avoid applying TPL rules.  
 
3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and 
other State and Federal rules and regulations are met by the TPL business function. 
 
We acknowledge and affirm our support for the above requirements. 
 
Our VP of Compliance will oversee our adherence to all state and federal statutes and 
regulations, using our Governance, Risk Management and Compliance (GRC) automated 
workflow system, as well as via our TPL related policies and procedures, available to all 
of our staff via our secure intranet system. 
 
3.12.7 Subrogation 
3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an 
insurance policy is entitled to all the rights and remedies belonging to the insured against a third party 
with respect to any loss covered by the policy. 
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We acknowledge and affirm our understanding and agreement with the above definition 
of subrogation. We will continue to work with Health Management Systems (HMS – also 
used by DHCFP) to identify Third Party Liability (TPL) sources, as well as our best in 
class post payment recovery vendors to exceed DHCFP’s subrogation processing and 
reporting requirements. Through TPL and subrogation vendors, we are able to efficiently 
and systematically track and report “pay and pursue” activities, including TPL and COB 
recoveries, as well as other subrogation recoveries including those from malpractice and 
product liability claims.  


 
3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall utilize 
the EVS eligibility system and TPL data provided to the MCO by the DHCFP to assist in accomplishing 
this objective.  


 


We acknowledge and affirm our compliance to this requirement. We apply systematic 
controls to avoid paying claims related to casualty liabilities, and we will use the 
Electronic Verification System (EVS) eligibility system and TPL data provided to us by 
DHCFP in concert with HMS and our subrogation contractors to recoup funds we pay 
where Third Party Liability exists. 


 
AVOIDING PAYMENTS FOR CASUALTY CLAIMS 
We configure the Claims Processing System (CPS) of our integrated Management 
Information System to identify potential casualty claims before we pay the claim, by 
configuring accident and trauma related ICD-10 diagnosis code edits into our CPS to 
identify claims that may be the liability of a third party. We will also update our CPS with 
the MMIS - Third Party Liability Update File (Section 3.18.2.12). Our MIS supports this 
same process for all of the state Medicaid clients served by our affiliate health plans. 


 


POST-PAYMENT RECOVERY  
Our TPL and Subrogation subcontractor provides recoupment when TPL is not known at 
the time we pay the claim, and for subrogation to parties with TPL. We provide our TPL 
and Subrogation subcontractor with a claims detail report of claims processed the 
previous week. If our subcontractor determines that a claim is related to TPL or 
subrogation, they will initiate steps to recover the overpaid TPL dollars and they will bill 
the primary insurer on our behalf after TPL information is confirmed.  


 


For post-payment recovery related to malpractice claims and product liability, we will use 
an industry-leader in subrogation and product liability-related mass tort litigation. We will 
provide this subcontractor with a report of malpractice and product liability, sourced 
from our CPS and integrated Data Warehouse. Our vendor will perform further validation 
of these claims and will initiate steps to recover the overpaid TPL dollars, billing the 
liable parties on our behalf after malpractice and product liability is confirmed. 
  


3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will then be 
expected to meet or exceed baseline target collections as determined by the DHCFP and its actuaries. 
The baseline target amount will be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, the DHCFP will conduct a review to determine if 
there is a legitimate reason. If there is no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the managed care organization’s costs 
before the data is used to set future rates. The DHCFP will prospectively adjust capitation rates to 
account for expected TPL collections. 


 







585 
 


We acknowledge and affirm our compliance to this requirement. Our health plan affiliates 
consistently meet their TPL and subrogation collection targets, and continuously 
monitor and report TPL and subrogation collection status using our enterprise MIS. 


 
3.12.8 Reserving 
As part of its accounting and budgeting function, the vendor will be required to establish an actuarially 
sound process for estimating and tracking incurred but not reported (IBNRs) claims. The vendor must 
provide documentation of the IBNRs review and certification by an actuary. The vendor must reserve 
funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving 
methodology, the vendor must conduct annual reviews to assess the actuarial validity of its reserving 
methodology, and make adjustments as necessary. 


 


As part of our accounting and budgeting function, we use the following actuarially sound 
process for estimating and tracking incurred but not reported (IBNRs) claims. Our 
medical claims liability includes claims reported but not yet paid, or inventory, estimates 
for claims incurred but not reported, or IBNR, and estimates for the costs necessary to 
process unpaid claims at the end of each period. We estimate medical claims liability 
using common actuarial methods by health insurance actuaries that meet Actuarial 
Standards of Practice. These actuarial methods consider factors such as: 


 claims receipt and payment 
experience (and variations in that 
experience)  


 changes in membership  


 provider billing practices 


 health care service utilization 
trends  


 cost trends 


 product mix and benefit changes 


 seasonality 


 prior authorization of medical 
services  


 known outbreaks of disease or 
increased incidence of illness 
such as influenza  


 provider contract changes  


 changes to fee schedules 


 incidence of high dollar or 
catastrophic claims  


 


We reserve funds by the following major categories: hospital inpatient, hospital 
outpatient, primary care physician, specialist physician, emergency room, pharmacy and 
other, to cover both IBNR and RBUCs. 


 


Our development of the medical claims liability estimate is a continuous process which it 
monitors and refines on a monthly basis as additional claims receipts and payment 
information becomes available. As more complete claims information becomes available, 
we adjust the amount of the estimates, and include the changes in estimates in medical 
costs in the period in which we identify the changes. In every reporting period, the 
operating results include the effects of more completely developed medical claims 
liability estimates associated with previously reported periods. We consistently apply our 
reserving methodology from period to period. As additional information becomes known, 
it adjusts the actuarial model accordingly to establish medical claims liability estimates. 
Quarterly, our external actuaries review our IBNR estimates. Annually, our external 
actuaries certify the IBNR estimates for each NAIC entity. As part of the annual 
certification process, we review the reserving methodology, making adjustments as 
necessary. 
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3.12.9 Prohibition on Payments to Institutions or Entities Located Outside of the 
United States. 
 


We will comply with all prohibition on payments requirements provisions under the 
Nevada Medicaid and Check Up programs. 


 
3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act 
(the Act), the vendor shall not provide any payments for items or services provided under the Medicaid 
State Plan or under a waiver to any financial institution or entity located outside of the United States 
(U.S.). 


 


In compliance with Section 6505 of the Patient Protection and Affordable Care Act, which 
amends Section 1902(a) of the Social Security Act, we will not provide any payments for 
items or services provided under the Medicaid State Plan or under a waiver to any 
financial institution or entity located outside the United States. 


 
3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or 
entities such as provider bank accounts or business agents located outside of the U. S. are prohibited by 
this provision. Further, this Section prohibits payments to telemedicine providers located outside of the 
U.S. Additionally; payments to pharmacies located outside of the U.S. are not permitted. 


 


We will comply with the requirements for services rendered under the Nevada Medicaid 
State Plan to not make payments to any financial institutions, provider bank accounts, or 
business agents located outside of the United States. In addition, we understand that 
payments to telemedicine providers and pharmacies located outside of the United States 
are also prohibited. 


 
3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to 
any financial institution or entity located outside of the U.S. may be recovered by the State from the 
vendor. 


 


We will comply with provisions of the Nevada Medicaid State Plan or under a waiver and 
prohibit paying for items or services to any financial institution or entity located outside 
of the United States. We also agree that any such payments may be recovered from us by 
DHCFP. 


 
3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act 
defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, the 
Northern Mariana Islands, and American Samoa, when used under Title XIX. 


 


We will comply and agree that the definition of “State” as included within section 
1101(a)(2) of the Act including the fifty states of the United States of America. 


 
3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers 
to medical assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks 
that support the administration of the Medicaid State Plan that may require payments to financial 
institutions or entities located outside of the U.S. are not prohibited under this statute. For example, 
payments for outsourcing information processing related to Plan administration or outsourcing call centers 
related to enrollment or claims adjudication are not prohibited under this statute.  
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We will comply and agree with the requirements of this section including those regarding 
the use of the phrase, “items or services provided under the Medicaid State Plan or 
under a waiver” in reference to medical assistance for which the State claims Federal 
funding under section 1903(a) of the Act. We understand that tasks that support the 
administration of the Medicaid State Plan, such as payments related to outsourced call 
centers that may require payments to financial institutions or entities outside of the 
United States are not prohibited under this statute. 
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3.13 GRIEVANCES, APPEALS AND FAIR HEARINGS 
3.13.1 
3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance 
process, an appeal process, and access to the State Fair Hearing system.  


 


We will bring to Nevada, as we have in our affiliate health plans for over 30 years, a 
member and provider system for facilitating grievances, appeals and State Fair Hearings 
which will be in full compliance with DCHFP’s requirements.  We use sophisticated 
information technology, time-tested grievance and appeals processes and continuous, 
data-driven quality improvement to evaluate our performance and outcomes concerning 
our grievance, appeals, and State Fair Hearing process. Our policies and procedures will 
govern the resolution of grievances and appeals, and encompass expedited review, 
external review, and access to the State’s Fair Hearing system. Our grievance and 
appeals qualified staff will follow policies and procedures for tracking and processing 
grievances, appeals, expedited appeals and sending members a complete, accurate and 
timely Notice of Action. We also utilize grievance and appeals data to identify trends and 
areas for improvement. 


 


As part of our continuous quality improvement approach, we will monitor our grievance 
and appeals education process to our members, providers, and subcontractors. We will 
assess how well we educate, support, and improve our processes based on member, 
provider, and subcontractor feedback through surveys, medical records audits, and face-
to-face meetings.  


 


Our member and provider grievance systems will meet all requirements, but also will 
continually identify opportunities to improve approaches to be more responsive to 
members and providers, ultimately improving member and provider satisfaction. Our 
grievance and appeals processes are designed to resolve members’ and providers’ 
concerns promptly at the lowest level possible (which includes an internal and external 
process that provides for a complete and thorough initial appeal with access to the State 
Fair Hearing which will follow NCQA and all State level requirements).  


 
3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed below. Possible issues for grievances include, but are not limited to, access to care, quality of 
services, interpersonal relationships between vendor staff and recipients or providers, and failure to 
respect a recipient’s rights. 


 


We acknowledge and agree that a grievance is an expression of dissatisfaction with any 
aspect of the health plan or provider’s operation, activities, or behavior, including access 
to care, quality of services provided, dissatisfaction with health plan staff or providers 
and failure to respect the rights of the member.  


 
3.13.1.2 An appeal is a specific request for review of one of the following actions: 
 
A. The denial or limited authorization of a requested service, including the type or level of service; 
 
B. The reduction, suspension or termination of a previously authorized service; 
 
C. The denial, in whole or in part, of payment for a service; 
 
D. The failure to provide services in a timely manner; or 
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E. The failure of a vendor to process grievances, appeals or expedited appeals within required 
timeframes including resolution and notification.  


 


We understand and acknowledge that an appeal is a request to review specific actions 
taken by the health plan as listed above. We have specific policies and procedures in 
place to address each of these actions. Plan staff will assist members as needed with 
completing forms and taking other procedural steps such as offering interpreter services 
or assisting with special communication needs. A member, authorized representative or 
provider may file an appeal in writing, by mail or by fax, or orally, by using our toll-free or 
TTY/TDD number, or can submit an appeal in person to the health plan. We also take 
steps to ensure that the appeal resolution process is culturally and linguistically 
sensitive and capable of identifying, preventing and resolving cross-cultural appeals by 
the member.  


 


3.13.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. 
The vendor must inform providers and subcontractors at the time they enter into a contract.  
 
A. This information must include:  
 
1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing; 
 
2. The availability of assistance with filing;  
 
3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing although 
the recipient may be liable for the cost of any continued benefits if the action is upheld;  
 
4. The toll free number to file oral grievances and appeals; and  
 
5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to cover a 
service. 


 


We confirm that members, providers, and subcontractors will be informed and educated 
about our grievance, appeals, and State Fair Hearing policies and procedures. We will 
provide member grievance, appeal, and State Fair Hearing system information to 
members upon enrollment and at any point in time should they need assistance. We will 
inform providers and subcontractors about the grievance, appeal and State Fair Hearing 
process at the time of contracting and on an as needed basis.  


 


Plan staff will assist members as needed with completing forms and taking other 
procedural steps such as offering interpreter services or assisting with special 
communication needs. A member, authorized representative or provider may file an 
appeal in writing, by mail or by fax, or orally, by using our toll-free or TTY/TDD number, 
or can submit an appeal in person to the health plan. While members can always contact 
the call center to file an oral grievance or appeal, they can also ask a provider or health 
plan representative to help them locate the appropriate forms on the health plan website. 
The member service representative can assist the member in completing the appropriate 
forms. 


 


Member Education. Members will receive grievance and appeal information at the time 
of enrollment and on an ongoing basis thereafter.  Grievance and appeal information is 
displayed prominently in the Member Handbook, Member Newsletter, and on the health 
plan website and Member Portal.  Members may also receive grievance and appeal 
information by calling Member Services. Information provided to members includes but 
is not limited to: 
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 Rights of the member to file grievances and appeals 


 Requirements and timeframes for filing 


 Information on how to obtain assistance with filing a grievance or appeal 


 Detail on how they can request continuation of benefits during an appeal or State 
Fair Hearing with the understanding they may be responsible for the cost of any 
services if the appeal is upheld 


 Information on the various ways a member can file a grievance or appeal 
including:  toll-free number they can call to file an oral grievance or appeal, 
address to mail a written grievance or appeal and fax number.  


 


Provider Education. Once formally contracted with us, providers will receive our written 
grievance and appeals policies and procedures via their provider manual that will 
describe their right to file a grievance or appeal(on behalf of the member) . This 
information will also include contact information for staff who receive and process 
member grievances and appeals and specific instructions on how to contact the health 
plan for assistance with filing a grievance or appeal on behalf of the member. We will 
provide this information to providers at the time of contracting and during the provider’s 
orientation. We will educate providers and subcontractors about the member grievance 
and appeal processes in the following ways:  


 At the time of contracting  


 During provider orientation 


 Through our website, provider manual, and provider newsletters  


 Through contact with Provider Relations, Provider Services, and/or Contracting 
staff 


 


We will also offer frequent opportunities through face-to-face support with Provider 
Representatives who will help providers with any questions concerning our grievance 
and appeal process. Providers will also be informed about any DHCFP determined 
provider’s appeal rights to challenge the failure of the organization to cover a service.  


 


Subcontractor Education. Subcontractors will receive a similar orientation and training 
to that of providers as their contracts are approved by us.  


 
3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in 
addition to Attachment W ~ Appeals and Grievances. The report should be broken out by hearing issue; 
date requested and dates resolved, program and outcome for tracking, trending and corrective action. 


 


We confirm that we will submit to DHCFP the monthly and quarterly reports documenting 
all grievance and appeals activities listed on the templates located in the Forms and 
Reporting guide in addition to Attachment W – Appeals and Grievances. We will sort 
listings by issue, the date requested and resolved, and how we will track and trend 
grievances and appeals as well as any corrective action taken. We will have a customized 
system that will include required data entry fields for appropriately maintaining records 
of grievances and appeals according to DHCFP requirements.  


 


All grievance and appeals data will be reportable, including by broad categories and sub-
categories to support effective monitoring and our ongoing quality improvement efforts. 
The Grievance and Appeals Coordinator will be responsible for trend analysis and 
tracking corrective action plans. 
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3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal 
procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file in 
writing. Should a recipient choose to appeal in writing, the recipient shall be instructed to file via mail or 
fax to the designated P.O. Box or fax number for medical appeals. 


 


We believe that members should have their concerns and issues heard and addressed as 
soon as possible. We will educate our members about how to contact our Member 
Services Call Center if they have an inquiry or concern, and about the grievance process, 
via information made available in the Member Handbook, on our website, Member Portal, 
and at least annually in our Member Newsletters. All materials are written in easy-to-
understand language. A member or member’s authorized representative may contact us 
at any time with an inquiry on behalf of a member orally, in writing, by mail, facsimile, 
electronic mail, through our Member Portal. We will provide personal assistance to any 
member needing support in any stage of the grievance process, including 
communication assistance such as translation, TTY/TTD availability, interpreter services, 
or alternative formats for materials.  


 


Our Grievance Coordinator, who is knowledgeable of the grievance and appeal 
procedures, will serve as the primary contact person for members when filing a 
grievance. We have learned however, that Member Service Representatives (MSR) and 
Case Management (CM) staff are typically the member’s first point of contact regarding 
the filing of a grievance or appeal. All staff will be trained to recognize any expression of 
dissatisfaction, and follow procedures to ensure the member’s issue is appropriately 
captured and addressed, with a goal of resolving the member’s concern during this first 
contact whenever possible. 


 


Staff will document the substance of the grievance in our Customer Relationship 
Manager (CRM) system, which provides a central location for documenting, tracking and 
reporting. For grievances received orally and resolved immediately to the satisfaction of 
the member, the staff receiving the grievance will document the resolution details. For 
example, if a Member expressed dissatisfaction regarding a particular provider, the MSR 
would explain the grievance rights and offer to find a new provider for the member. The 
issue is still acknowledged and reported as a grievance; however, the resolution of a new 
provider assignment would be instituted if such a resolution option is to the member’s 
satisfaction. All oral or written grievances will be forwarded to the Grievance 
Coordinator, in CRM, for tracking, written acknowledgment, and resolution. If not 
resolved at the time of intake, the Grievance Coordinator will send a written 
acknowledgment letter within three business days of receipt. The Grievance Coordinator 
will include a description of the grievance procedure including timeframe for resolution 
and the availability of assistance throughout the grievance process.  


 
3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process 
grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the 
names of appointed staff recipients and their phone numbers. Staff shall be knowledgeable about the 
applicable state and federal law, vendor's rules and regulations, and all court orders governing appeal 
procedures, as they become effective. 


 


Our Grievance and Appeals Coordinator (GAC) will staff the Grievance, Appeals, and Fair 
Hearing function. S/he will manage/adjudicate Member grievance and appeals and 
requests for Fair Hearings and also manage/adjudicate Provider grievances and appeals 
(both administrative and medical necessity) according to mandated timeframes and other 
contractual/legal requirements. The G&A Department will also assist Members 
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throughout the grievance, appeal and DHCFP Fair Hearing process. The G&A 
Coordinator will report to our Director, Quality Improvement who reports directly to the 
Chief Medical Director. 


 


The day-to-day responsibility for the coordination of the grievance process will reside 
with the Grievance and Appeal Coordinator (GAC), who is responsible for overseeing the 
G&A department, ensuring all staff are trained and adhere to state and federal laws as 
well as DHCFP rules and regulations.  We will notify DHCFP of the names and contact 
information of all staff that will process grievances and appeals on behalf of all members, 
providers, and subcontractors within DHCFP’s required timeframe. These staff members 
will receive training and updates on our grievance and appeals processes, all applicable 
state and federal law pertaining to grievance and appeals as well as any court orders 
governing appeal procedures. 


  


3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with 
federal and state regulations as well as contractual compliance. 


 


We confirm that we will comply with all state requirements concerning any audits of our 
Appeals process to illustrate our compliance with all state and federal regulations as well 
as contract requirements. 


 


3.13.2 Recipient Grievances and Appeals 
 
The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 
CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 
431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 
438.210(c), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the provisions of NRS 695G.200- 
695G 230 that regard grievances and appeals. 


 


We will comply with all the above listed grievance and appeal provisions and any 
exemptions as required by DHCFP as we uphold all state requirements from other states 
where we offer publicly funded health care programs. 


 


3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the 
DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at 
any time thereafter when the vendor’s recipient grievances and appeals policies and procedures have 
been revised or updated (not including grammatical or readability revisions or updates). The vendor may 
not implement any policies and procedures concerning its recipient grievance and appeal system without 
first obtaining the written approval of the DHCFP. 


 


We acknowledge and will comply with the requirement that our member grievance and 
appeal system will require the DHCFP’s review and approval, and will be submitted for 
review and approval at the time our policies and procedures are submitted.  We also will 
submit the policies and procedures which govern our member grievance system for 
renewed review and approval any time such policies and procedures are revised within 
required timeframes, prior to implementation. We also confirm that we will not modify 
these policies without prior, written approval from DHCFP.  


  


3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an 
appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days or 
exceed ninety (90) calendar days from the date on the entity’s notice of action. 
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We will operate an appeals process that complies with all state and federal requirements, 
and we will take all necessary steps to ensure adherence to all appeal-related 
timeframes. Our Nevada members will be able to file an appeal up to 90 calendar days 
from the date of a notice of action. A provider may file an appeal on behalf of a member, 
with the member’s written consent. Appeals can be filed orally, in person or by phone, or 
in writing, by mail, fax, or electronic mail.  


 


3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the 
following conditions are met: 
 
A. The appeal is filed on or before the later of the following: a) within ten (10) calendar days of the vendor 
mailing the Notice of Action; or b) the intended effective date of the vendor’s proposed action.  
 
B. The appeal involves the termination, suspension, or reduction of a previously authorized course of 
treatment. 
 
C. The services were ordered by an authorized provider. 
 
D. The authorization period has not expired. 
 
E. The recipient requests continuation of benefits. 


 


Our grievance and appeals policies and procedures will comply with all of the state’s 
requirements regarding the continuation of benefits while outcome of an appeal is 
pending, as outlined above. We will continue the member’s benefits, as applicable, 
throughout the appeal process and until issuance of the final appeal decision in the 
following instances:  


 When the member or his or her authorized representative files an appeal on or 
before the later of the following: 


o 10 calendar days from our mailing the Notice of Action  


o The intended effective date of our plan’s action 


 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment 


 The services were ordered by an authorized provider 


 The period covered by the original authorization has not expired 


 The member requests a continuation of benefits 


 
3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and 
the benefits must be continued until one of the following occurs:  
 
A. The recipient withdraws the appeal; 
 
B. The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) days 
from the date the Vendor mails an adverse appeal decision; 
 
C. A State Fair Hearing decision adverse to the recipient is made, or 
 
D. The service authorization expires or authorization limits are met. 


 


Upon the continuation or reinstatement of a member’s benefits while an appeal is 
pending, we will comply with all DHCFP requirements to continue the benefits until one 
of the following occurs: 


 The member withdraws the appeal 
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 The member does not request a  State Fair Hearing with continuation of benefits 
within 10 calendar days of our plan’s mailing of an adverse appeal decision  


 A State Fair Hearing decision adverse to the member is made, or  


 The authorization expires or authorization service limits are met 


 


3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a 
grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will be 
referred to the vendor for resolution. In the event a provider files an appeal on the recipient’s behalf, the 
provider must first obtain the recipient’s written permission with the exception of an expedited appeal.  


 


We acknowledge that a member or a member’s authorized representative, including a 
provider filing on behalf of the member, may file a grievance or submit an appeal directly 
to DHCFP. We understand these grievances and appeals will be forwarded to our health 
plan so we may seek quick resolution. Should a member ask his or her provider to file an 
appeal on the member’s behalf, the provider will obtain the member’s written permission 
before submitting an oral or written filing. Expedited appeals will not require the 
member’s written permission. 


 
3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required to 
provide access to and information about the State Fair Hearing process in the event a recipient’s appeal 
is not resolved in favor of the recipient. Grievances are not eligible for referral to the State Fair Hearing 
process. 


 
We acknowledge that members will be required to complete our internal appeals process 
prior to requesting a State Fair Hearing from the DHCFP. Once a member completes our 
internal appeals process and is not satisfied with the outcome, we acknowledge the 
member can then move forward with a State Fair Hearing from the DHCFP. We will send 
the member a resolution letter, which will inform members that grievances are not 
eligible for referral to the State Fair Hearing process. The resolution letter will also 
include information about the member’s right to a State Fair Hearing following the 
completion of our appeals process and a description of each step in the State Fair 
Hearing process, including that: 


 A State Fair Hearing must be requested within 90 calendar days from our notice of 
resolution 


 Procedures for exercising the rights to appeal or request a State Fair Hearing, 
representation, specific regulations that support or a change in federal or state 
law that requires the action, the individual’s right to request a state fair hearing, or 
in the case of an action based on change in the law, the circumstances under  


 
3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either 
orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal may be 
followed by a written, signed appeal. The vendor may not require a written signed appeal following an oral 
request for an expedited appeal. If a grievance or appeal is filed orally, the vendor is required to 
document the contact for tracking purposes and to establish the earliest date of receipt. There is no 
requirement to track routine telephone inquiries. 


 


Our policies and procedures will state clearly that any member may express a grievance 
or appeal, verbally or in writing. Unless the member has requested an expedited 
resolution, an oral appeal may be followed by a written, signed appeal. We will not 
require a written, signed appeal following an oral request for an expedited appeal. 
Members, authorized representatives, or providers acting on a member’s behalf with 
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written consent, may file an appeal or a grievance. We will provide members reasonable 
assistance in completing forms and taking other procedural steps, including offering 
interpreter services or assisting with special communication needs. A grievance or 
appeal may be filed in writing, by mail or by fax, or orally, by using our toll-free or 
TTY/TDD number, or may submit a grievance in person to our office. All grievances and 
appeals are tracked in CRM using specific codes, which allows us to manage these 
events in a timely fashion, and report data in an efficient and accurate manner to 
DHCFP. 
 
3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. 


 


We confirm that tracking an oral appeal or grievance will be differentiated from a routine 
call by the content of the inquiry and the process for handling the call by our Member 
Services center staff. We will train all staff members to identify, document, and route 
verbal or written issues or inquiries to the appropriate personnel, although most 
individuals and members contact the call center with their initial inquiry. We take pride in 
our responsive customer service, and attempt to resolve the issue or inquiry for the 
caller at the time of the call. All Member Services Representatives are trained to identify, 
document, and when appropriate, route verbal or written issues, inquiries, grievances or 
appeals to the Grievance and Appeals Coordinator or to medical management. We have 
learned from our affiliates’ experience that most individuals and members call Member 
Services with their initial inquiry. When responding to inquiries, MSRs will utilize system 
documentation to assist them in addressing issues or provide information to the 
member’s satisfaction. We will make every effort to ensure that communication with 
designated representatives on behalf of members is HIPAA compliant, and that there is 
written consent from the member for a representative to act on behalf of the member; 
when appropriate, the GAC will supply a consent form for the member to complete and 
return. We will work to identify any inquiry that may actually be a grievance or appeal. 


 
3.13.3 Authorization and Notice Timeliness Requirements 
 
3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) calendar 
days following receipt of the request for service, with a possible extension of up to fourteen (14) additional 
calendar days if the recipient or provider requests the extension; or, the vendor justifies (to the DHCFP 
upon request) a need for additional information and how the extension is in the recipient’s interests. The 
vendor must provide written notice of the reason for the extension and inform the recipient of their right to 
file a grievance. 


 


We will provide standard authorization decisions as expeditiously as the member’s 
health requires and within the state’s established timelines not exceeding 14 calendar 
days following receipt of the request for the service and may possibly extend the 
authorization decision up to 14 additional calendar days upon member or provider 
request or if we can justify additional time to make a decision to ensure we are providing 
a decision that is in the best interest of the member. Within 14 calendar days of the 
original request, the member or member’s authorized representative will be notified of 
the extension, the specific information that is needed, and the expected date the 
determination will be made and the right of the member to file a grievance. If a 
determination cannot be made due to lack of necessary information, our utilization 
management designee will make at least two documented attempts to obtain the 
additional information within the original 14 calendar day timeframe. If there is no 
response or continued lack of necessary information, a determination will be made 
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based on the available information. Reasonable attempts will be made in all cases to 
obtain complete clinical information.  


 


3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function, the vendor must make an expedited authorization decision and provide a Notice of 
Action as expeditiously as the recipient’s health condition warrants and no later than seventy two (72) 
hours after receipt of the request for service. The vendor may extend the (72) hours’ time period by up to 
fourteen (14) calendar days if the recipient requests an extension or if the vendor justifies (to the DHCFP 
upon request) a need for additional information and how the extension is in the recipient’s best interest. 
The vendor must provide written notice of the reason for the extension and inform the recipient of their 
right to file a grievance. 


 


We will also maintain an expedited review process for urgent care services/expedited 
prior authorizations to request an expedited appeal. Determinations for urgent pre-
service care will be issued within 72 hours of receiving the request for service. Time of 
receipt begins when the request is made to us according to our filing procedures, 
regardless of whether we have all the information necessary to make the decision. The 
date/time of receipt will be documented for all requests. If additional information is 
necessary prior to issuing a determination, an extension of up to 48 hours may be 
implemented. Within 24 hours of receipt of the request, we will notify the member (or the 
member’s authorized representative) and/or requesting provider of the need for an 
extension and the specific information necessary to make the decision. A specified 
timeframe for submission of the additional information, of at least 48 hours, must be 
given. We will make a decision within 48 hours of receiving the additional information 
(even if the information is incomplete) or within 48 hours of the end of the specified 
period given to supply the additional information (even if no response is received), 
whichever is earlier. We may deny the request if all necessary information is not 
provided within this timeframe, and the appeal process may be initiated at this time if 
desired. Reasonable attempts are made in all cases to obtain complete clinical 
information.  


 


Administrative denials for lack of clinical information will not be issued for any requests 
where insufficient information has been received if at minimum, a diagnosis is included 
with the request. For denials due to insufficient clinical information, the decision will be a 
medical necessity decision and the denial notice must describe the specific information 
needed to make the decision (e.g. lab values, current nursing notes, etc.). The medical 
director and/or case manager will document all relevant information related to the clinical 
decision in the clinical documentation system.  


 


If the request is approved, the case manager or designee will notify the requesting 
provider of the decision by telephone, fax, or email within one business day after the 
decision is made, not to exceed the original 72 hour determination period or subsequent 
extension. When notifying by telephone, the case manager will document the date and 
time of the notification in the clinical documentation system, as well as who was notified 
of the decision. Members may also be notified of authorization approvals, as mandated 
by state contract requirement or business needs. When verbally notifying a provider of 
an approval, staff will give the authorization number, authorization dates, and number of 
units and must recite the “disclaimer,” which states: “Authorization is not a guarantee of 
benefits or payment. Payment of benefits is subject to any subsequent review of medical 
information or records, patient’s eligibility on the date the service is rendered and any 
other contractual provisions of the plan.”  
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If the determination results in a denial, reduction, or termination of an urgent pre-service 
request, the medical director or designee will notify the provider orally within one 
business day of the determination not to exceed the original 72 hour determination 
period or subsequent extension. A written notice of the decision will be issued within 
three calendar days after the oral notification, to the member (or as dictated by state 
requirements), including reason, right to a peer-to-peer discussion, right to appeal and 
the appeal process. The treating practitioner, PCP, and facility will also receive either 
written or electronic notification.  


 
3.13.4 Notice of Action 
 
3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action 
or makes an adverse determination affecting the recipient. If a provider has made a request on a 
recipient’s behalf and the vendor makes an adverse determination, the provider must be notified but this 
notification need not be in writing. 


 


Our Notice of Action (NOA) will contain all required elements, any related processes, and 
comply with all requirements including timeframes, as specified by and approved by 
DHCFP. We confirm that we will provide the member with a written NOA should we take 
an action or make an adverse determination affecting the member. If a provider makes a 
request on behalf of the member and we make an adverse determination, we also will 
notify the provider by written letter or through the provider portal.   


 


3.13.4.2 The notice must meet all of the following requirements: 
 
A. Be available in the State-established prevalent non-English languages; 
 
B. Be available in alternative formats for persons with special needs (visually impaired recipients, or 
recipients with limited reading proficiency); and 
 
C. Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) 
and (d).  


 


All our notices, including our NOA will comply with Section 504 of the Rehabilitation Act 
of 1973 regarding accommodations for those with impairments. Our NOA will be 
provided in writing using easily understandable language following the state’s 8th grade 
reading level requirement, provided in English and Spanish as well as all other state-
established prevalent non-English languages or a language requested by the member, 
and will follow all other format requirements as stated in 42 CFR 438.404 (c) and 42 CFR 
438.10 (c) and (d). The NOA, as with all our member materials, will be available in 
alternative formats, such as large type and audio cassettes, for members with special 
needs, those who are visually impaired, or those with limited reading proficiency. 
Members may also receive help with these materials by contacting our toll-free member 
call center.    


 
3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must 
explain: 
 
A. The action the vendor or its subcontractor has taken or intends to take; 
 
B. The reasons for the action; 
 
C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 
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D. The recipient’s right to request a State Fair Hearing after the recipient has exhausted the vendor’s 
internal appeal procedures; 
 
E. The procedures for exercising the recipient’s rights to appeal; 
 
F. The circumstances under which expedited resolution is available and how to request it; 
 
G. The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the 
following: within ten (10) calendar days of the vendor mailing the Notice of Action or the intended effective 
date or the proposed action pending the resolution of the appeal, how to request that benefits be 
continued, and the circumstances under which the recipient may be required to pay the costs of these 
services; 
 
H. That the recipient may represent himself or use legal counsel, a relative, a friend, or other spokesman; 
 
I. The specific regulations that support, or the change in federal or State law that requires the action; and 
 
J. The recipient’s right to request an evidentiary hearing if one is available or a state agency hearing, or in 
cases of action based on change in law, the circumstances under which a hearing will be granted. 


 
Our Notice of Action to the member will include but not be limited to the following 
information: 


 The action we or our subcontractor has taken, or the action we intend to take 


 A reason for the action taken 


 The member or the provider’s right to file an appeal if they disagree with the 
outcome and the process for exercising their right to an appeal 


 The member’s right to request a State Fair Hearing, if the member has exhausted 
our internal appeal process 


 How to request an expedited appeal 


 The right of the member to have their benefits continue during the appeal process 


 The right of the member to represent themselves or use legal counsel, a relative, a 
friend or other representative 


 Specific regulations or change in federal or state law that supports the action 
taken 


 The right of the member to request an evidentiary hearing if one is available or a 
state agency hearing, or when the actions are based on changes in law, the 
circumstances where a hearing will be granted 


 


3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the 
action is a termination, suspension, or reduction of previously authorized covered services. This 
timeframe may be shortened to five (5) days if probable recipient fraud has been verified.  


 


We confirm that we will mail a written NOA to the last known address listed by the 
member no less than 10 calendar days before the date of the action when the action is a 
termination of services or benefits, a suspension, or a reduction. We will mail an NOA for 
termination, suspension, or reduction of previously authorized Medicaid-covered 
services, at least 10 days before the date of action, except the period of advanced notice, 
which is shortened to five days if probable member fraud has been verified or by the date 
of the action. 


 
3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:  
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A. In the death of the recipient;  
 
B. A signed written recipient statement requesting termination or giving information requiring termination 
or reduction of services (where the recipient understands that this must be the result of supplying that 
information); 
 
C. The recipient’s admission to an institution where he is ineligible for Medicaid services; 
 
D. The recipient’s address is unknown and mail directed to him has no forwarding address; 
 
E. The recipient has been accepted for Medicaid services by another local jurisdiction, state, territory, or 
commonwealth; 
 
F. The recipient’s physician prescribes the change in level of medical care; 
 
G. An adverse determination made with regard to the preadmission screening requirements for nursing 
facility admissions; or 
 
H. When being transferred from a nursing facility for the following reasons: 
 
1. The safety or health of individuals in a facility would be endangered;  
 
2. The resident’s health improves sufficiently to allow a more immediate transfer or discharge;  
 
3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or 
 
4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to adverse 
action for nursing facility transfers). 


 


We will comply with all the above listed requirements to give notice by the date of the 
action when: 


 We receive notification of a member’s death 


 A written, signed member statement requesting termination or giving information 
requiring termination or reduction of services (where the member understands 
that this must be the result of supplying that information)  


 A member is admitted to an institution where he or she is ineligible for Medicaid 
services 


 A member’s address is unknown and mail directed to the member has no 
forwarding address 


 A member has been accepted for Medicaid in another local jurisdiction 


 A member’s physician prescribes the change in the level of medical care 


 An adverse determination is made with regard to the preadmission screening 
requirements for nursing facility admissions 


 When a member is being transferred from a nursing facility because their safety or 
health would be endangered; their  health improves sufficiently to allow a more 
immediate transfer or discharge, the member requires an immediate transfer or 
discharge is required by the resident’s urgent medical needs, or the member has 
not resided in a nursing facility for 30 calendar days (applies only to adverse 
action for nursing facility transfers)  


 
3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of 
payment.  
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We confirm that we will inform a member through a written notice at the time of any 
action affecting a claim when there has been a denial of payment for a service, in whole 
or in part.  


 


NOA Timeframes. 
Previously Authorized Covered Service. The NOA for termination, suspension or 
reduction of a previously authorized covered service are mailed at least 10 calendar days 
before the date of the action. We mail a notice no later than the date of action under the 
specific circumstances.  


 


Decisions that Result in Member Liability. For denial of payment decisions that result in 
member liability, we notify the member at the time of any action affecting the claim.  


 


Decisions that Deny or Limit Services. For a standard request for authorization denied by 
the Medical Director, we will mail the NOA within one day of the decision, not to exceed 
14 calendar days, or within the timeframes required by the service accessibility standard 
for the prior authorization as specified in the RFP—whichever is earlier. We will attempt 
to make verbal notification of a denial of an urgent request for authorization within 24 
hours of the decision and mail the NOA within three business days of the verbal 
notification. 


 


3.13.4.7 The vendor must give notice on the date that the timeframes expire when service authorization 
decisions are not reached within the timeframes for either standard or expedited service authorizations. 
Untimely service authorizations constitute a denial and are thus adverse actions. 


 


For service authorization decisions not reached within the required timeframes, the NOA 
is mailed by the date that the timeframe expires. We understand that untimely service 
authorizations indicate a denial and are therefore considered adverse actions. 


 
3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the process 
and the date it was completed. In addition, reasonable efforts shall be made to provide oral resolution 
notice. 


 


We will support the member’s right to receive a written notice of appeal resolution, which 
will include the following information: 


 The decision reached by us  


 The date of decision  


 For appeals not resolved wholly in favor of the member, the right to request a 
State Fair Hearing and information as to how to do so  


 The right to request to receive benefits while the hearing is pending and how to 
make the request, explaining that the member may be held liable for the cost of 
those services if the hearing decision upholds our determination 


 


In addition, we will make reasonable efforts to provide members with oral resolution 
notice. 


 
3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include: 
 A. The right to request a State Fair Hearing, and how to do so; 
 B. The right to request to receive benefits while the hearing is pending, and how to make the request; 


and 
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 C. That the recipient may be held liable for the cost of those benefits if the hearing decision upholds 
the MCO's action.  


 


When we send an appeal resolution letter to a member, we will include information on the 
member’s right to a State Fair Hearing process, including that a member may request a 
State Fair Hearing within 90 calendar days from our notice of action, and that the member 
has the right to request additional information related to their right to request a State Fair 
Hearing, the right to request benefits while the hearing is pending and how to make that 
request, that the member may be held liable for the cost of the benefits if the hearing 
upholds our action, procedures for exercising the rights to appeal or request a State Fair 
Hearing, representation, specific regulations that support or a change in federal or state 
law that requires the action, the individual’s right to request a State Fair Hearing or, in 
the case of an action based on change in law, the circumstances under which a State 
Fair Hearing will be granted.  


 


We will also provide personal assistance to any member needing support at any stage of 
the appeal process, including the State Fair Hearing process. Assistance may include 
support in completing forms and communication assistance, such as translation, toll-
free numbers with adequate TTY/TDD and interpreter capability, or alternative formats for 
materials. We will provide instructions related to filing a plan-level appeal or a State Fair 
Hearing to members, providers, and other authorized representatives filing an appeal on 
behalf of a member, including providing the required State Fair Hearing form and the 
appropriate authorization forms.  


 
3.13.5 Handling of Grievances and Appeals  
 
The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as 
expeditiously as the recipient’s health condition requires within the State’s established time frames 
specified as follows: 
 
3.13.5.1 Standard disposition of grievances: The vendor is allowed no more than ninety (90) calendar 
days from the date of receipt of the grievance. 


 


We will resolve each grievance and appeal and provide notice within the State’s 
established timeframes. 


 


When we receive a grievance, we will resolve as quickly as possible, but no more than 90 
calendar days from the date of the receipt of the grievance. 


 


3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days 
from the date of receipt of the appeal. 


 


We will resolve each appeal and provide a written notice of the appeal resolution, as 
expeditiously as the member’s health condition requires, but shall not exceed 30 
calendar days from the date we receive the appeal.  


 


3.13.5.3 Expedited resolution of appeals: The vendor must resolve each expedited appeal and provide 
notice, as expeditiously as the recipient’s health condition requires, not to exceed three (3) business days 
after the vendor receives the expedited appeal request. The vendor is required to establish and maintain 
an expedited review process for appeals when the vendor determines or the provider indicates that taking 
the time for a standard resolution could seriously jeopardize the recipient’s life or health or ability to attain, 
maintain, or regain maximum function. The vendor must ensure that punitive action is not taken against a 
provider who requests an expedited resolution or supports an appeal. If the vendor denies a request for 
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an expedited resolution of an appeal, it must transfer the appeal to the standard timeframe of no longer 
than thirty (30) calendar days from the day the vendor receives the appeal (with a possible fourteen (14) 
calendar day extension) for resolution of appeal and give the recipient prompt oral notice of the denial 
and follow up within two (2) calendar days with a written notice. 
 
A. The vendor must inform the recipient of the limited time available to present evidence and allegations 
of fact or law, in person or in writing, in the case of the expedited resolution. 
 
B. These time frames may be extended up to fourteen (14) calendar days if the recipient requests such 
an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a need for 
additional information and how the extension is in the recipient’s interests. If the State grants the vendor’s 
request for an extension, the vendor must give the recipient written notice of the reason for the delay. 


 


We will comply with the State’s expedited resolution of appeals requirements, including 
establishing and maintaining an expedited review process for appeals when we 
determine or the provider indicates that taking the time for a standard resolution could 
seriously jeopardize a member’s life or health or ability to attain, maintain, or regain 
maximum function. We will resolve each expedited appeal within 3 days after we receive 
the request. We will ensure that punitive action will not be taken against a provider who 
requests an expedited resolution or supports an appeal. Also, if we deny a request for an 
expedited resolution of an appeal, we will transfer the appeal to the standard timeframe 
of no longer than 30 calendar days from the day we receive the appeal (with a possible 14 
calendar day extension) for resolution of appeal and will give the member prompt oral 
notice of the denial and follow up within two calendar days with a written notice.  


 


We will inform the member of the limited time available to present evidence and 
allegations of fact or law in person or in writing, in the case of the expedited resolution. 
We will make reasonable efforts to provide the member with prompt verbal notice of any 
decisions that are not resolved wholly in favor of the member followed by a written 
notice of action within the timeframe required by DHCFP as noted above.  


 


We may extend the timeframe for disposition for expedited appeals up to 14 days if the 
member requests the extension or the health plan demonstrates (to the satisfaction of 
DHCFP, upon its request) that there is need for additional information and how the delay 
is in the member’s best interest. If we extend the resolution timeframe, we will, for any 
extension not requested by the member, provide written notice of the reason for the 
decision to extend the timeframe and inform the member of their right to file a grievance 
if they disagree with the decision. We will carry out its determination as expeditiously as 
the member’s health condition requires and no later than the date the extension expires. 


 


3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:  
 
A. The vendor must provide recipients any reasonable assistance in completing forms and taking other 
procedural steps, including assisting the recipient and/or the recipient’s representative to arrange for non-
emergency transportation services to attend and be available to present evidence at the appeal hearing. 
This also includes, but is not limited to, providing interpreter services and toll-free numbers that have 
adequate teletypewriter (TTY)/ Telecommunications device for the deaf (TDD) and interpreter capability; 
 
B. Acknowledge receipt of each grievance and appeal; 
 
C. Ensure that the individuals, or their subordinates, who make decisions on grievances and appeals 
were not involved in any previous level of review or decision-making; and 
 







603 
 


D. Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise in treating the recipient’s condition or disease if 
the grievance or appeal involves any of the following: 
 
1. An appeal of a denial that is based on medical necessity; 
 
2. A grievance regarding the denial of an expedited resolution of an appeal; or 
 
3. A grievance or appeal that involves clinical issues. 


 


Our grievance and appeal policies and procedures will state clearly that any of our 
members may express a grievance, verbally or in writing. Members, authorized 
representatives, or providers acting on a member’s behalf, may file a grievance or 
appeal. We will provide members reasonable assistance in completing forms and taking 
other procedural steps, including arranging for non-emergency transportation services 
to attend and be available to present evidence at the appeal hearing, offering interpreter 
services or assisting with special communication needs. A member, authorized 
representative or provider may file a grievance or appeal in writing, by mail or by fax, or 
orally, by using our toll-free or TTY/TDD number, or may submit a grievance or appeal in 
person to our office. We will also ensure that experienced staff is available to provide 
assistance to the member or member’s representative in understanding the grievance 
and appeal process, and in filing the actual grievance or appeal, whether by taking the 
information by phone or meeting with the member in person to obtain required and 
appropriate information. The Grievance and Appeals Coordinator (GAC) or manager will 
ensure that individuals who make decisions on grievances and appeals have the 
appropriate expertise, and are not involved in any previous level of review or decision-
making at any time. A physician with appropriate clinical expertise will review appeals of 
a denial based on lack of medical necessity, grievances regarding denial of expedited 
appeals, or grievances or appeals involving clinical issues. This individual will be a 
clinical peer of the same or similar specialty who is not a subordinate of the individual 
who makes the initial adverse determination (and who is not involved in the initial 
determination or any prior decision making). Similarly, individuals with appropriate 
expertise will review and decide upon grievances or appeals involving non-clinical 
issues, including, but not limited to transportation or customer service. 


 


3.13.5.5 The process for appeals also requires: 
 
A. That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the earliest 
possible filing date for the appeal) and must be confirmed in writing unless the recipient requests 
expedited resolution; 
 
B. That the recipient is provided a reasonable opportunity to present evidence, and allegations of fact or 
law, in person as well as in writing, and that the recipient is informed by the Vendor of the limited time 
available for this in the case of expedited resolution; 
 
C. That the recipient and his/her representative is provided the opportunity, before and during the appeals 
process, to examine the recipient’s case file, including medical records, and any other document and 
records considered during the appeals process; and 
 
D. The vendor to include, as parties to the appeal, the recipient and his/her representative or the legal 
representative of a deceased recipient’s estate. 


 


Our process for filing an appeal includes filing orally via the member, the member’s 
authorized representative, or provider (acting on behalf of the member) and will be sent 
to the GAC within 24 hours of receiving the call through our member services call center, 
where a representative will validate that it is indeed a request to file an oral appeal and 
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must be confirmed in writing unless the member requests it be expedited. We will also 
provide members a reasonable opportunity to present evidence, and allegations of fact 
or law, in person as well as in writing, and our acknowledgement letter includes 
notification of member rights and the appeal processes. This includes informing the 
member of the limited time available for the appeal, in the case of an expedited 
resolution.  


 


Additionally, throughout the appeals process, our members, or their representatives, will 
have the right to examine the member’s case file, including medical records, or other 
documents being considered during the appeals process. The acknowledgment letter will 
confirm receipt of the member’s appeal and notify members of their right to review 
documents or other information relevant to the appeal. The letter will specifically state 
that the member is entitled to receive, upon request, reasonable access to and free 
copies of all documents relevant to the appeal. Relevant documents will include 
documents and records relied upon in making the decision and documents and records 
submitted in the course of making the decision. This information also applies to those 
representing a deceased member. 


 
3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the recipient, the notice must also include:  
 
A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;  
 
B.  The right to request to receive benefits while the hearing is pending and how to make this request; 
and 
 
C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s Officer 
upholds the vendor’s action. 


 


We will notify a member of the grievance and appeal resolution in writing. The written 
notice of resolution will include the following requirements: 


 The right to request to receive benefits while the hearing is pending and how to make 
the request, explaining that the member may be held liable for the cost of those 
services if the hearing decision upholds our decision 
 


3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice. 


 


Our Grievance and Appeals department will call the member with the resolution to the 
expedited appeal and follow-up with a letter within 72 hours if expedited or three 
business days of the resolution.  


 


3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will 
review as part of the Division’s quality strategy. 


 


We acknowledge and agree that the information maintained in the systems we describe 
below will be reviewed by the DHCFP as part of the Division’s quality strategy. We will 
maintain a sophisticated Customer Relationship Management System to log, track, and 


 The decision reached by the health plan  
 The date of decision  
 For appeals not resolved wholly in favor of the member the right to request a State 


Fair Hearing and information as to how to do so  
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monitor all member (and provider) inquiries, grievances, and appeals. We will use a 
Member Data Management (MDM) system within our Customer Relations Management 
platform to enter and track all member and provider grievances, inquiries, and appeals 
received from our members through verbal or written interaction. This MDM system will 
enable us to maintain an internal database for tracking where grievances, inquiries, and 
appeals are routed for investigation. The Grievance and Appeals Coordinator will use the 
MDM system to designate the deadline for each investigation summary and its proposed 
resolution. Further, we will maintain all grievance, appeal, and inquiry data and 
correspondence for at least 10 years 


 
3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality 
Improvement committee meetings to the review of recipient complaints and appeals that have been 
received.  


 


Our Quality Improvement Team has final authority over, and responsibility for, the 
grievance and appeals process. The Performance Improvement Team (PIT), which 
reports to the Quality Improvement Committee (QIC), regularly reviews the detail for all 
member and provider grievances and appeals. The QIC will devote a portion of each 
meeting to reviewing all complaints, grievances, and appeals to identify trends or issues 
requiring follow-up or improvement. The PIT is also is responsible for maintaining 
compliance with contractual, federal, state, and accrediting body requirements such as 
NCQA. The scope of this Committee will also include tracking and analysis of member 
grievances and appeals, including type and timeliness of resolution, performing barrier 
and root cause analysis, and making recommendations regarding corrective actions, as 
indicated.  


 
3.13.6 State Fair Hearing Process 
 
3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s 
representative or the representative of a deceased recipient’s estate has the right to request a State Fair 
Hearing from the DHCFP when they have exhausted the vendor’s appeal system without receiving a 
wholly favorable resolution decision. The request for a State Fair Hearing must be submitted in writing 
within ninety (90) calendar days from the date of the vendor’s notice of resolution.  


 


Our policies and procedures will reflect all of the DHCFP’s requirements regarding the 
State Fair Hearing process as outlined in MSM Chapter 3100. We will comply with 
decisions reached as a result of the State Fair Hearing process. With each appeal 
resolution letter sent to a member, we will include information on the member’s right to a 
State Fair Hearing process, including that a member may request a State Fair Hearing 
within 90 calendar days from our notice of action, and that the member has the right to 
request additional information related to the member’s right to request a State Fair 
Hearing, procedures for exercising the rights to appeal or request a State Fair Hearing, 
representation, specific regulations that support or a change in federal or state law that 
requires the action, the individual’s right to request a State Fair Hearing, or in the case of 
an action based on change in law, the circumstances under which a State Fair Hearing 
will be granted.  


  


3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained and provided in writing to the recipient by the 
vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


 


We confirm that we will comply with all the above listed requirements for informing 
members through the appeal resolution letter of their right to a State Fair Hearing, how to 
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obtain such a hearing, and explain the rules and requirements of such a hearing in 
writing within two business days of a member requesting the information. Members will 
receive information about their right to a State Fair Hearing and how to obtain this 
hearing as well as how they can be represented through their member handbook, and 
when they receive an appeal resolution letter. We will also provide member education 
through our member call center.  Overall Member Grievance and Appeals information will 
be in the member Handbook. It will also be on the member portal. Members, parents, 
legal guardians, and authorized representatives acting on a member's behalf may help 
the member. 


 


3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each 
circumstance in which a recipient for whom the vendor has made an adverse determination requests a 
State Fair Hearing. The vendor is bound by the decision of the Fair Hearing Officer. (Please refer to the 
Chapter 3100 of the MSM for timeframes for standard and expedited State Fair Hearings.) 


 


We agree that we will comply with the requirements of participation in the State Fair 
Hearing and will adhere to the timeframes for standard and expedited State Fair Hearings 
as outline in Chapter 3100 of the MSM. We also understand that it will be at our expense 
and that we are bound by the decision reached as a result of this hearing. 


 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are 
Pending 
 
3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 
 
A. The appeal is submitted to the vendor on or before the later of the following: within ten (10) days of the 
vendor mailing the Notice of Action; or, the intended effective date of the vendor’s proposed action; 
B. The appeal involves the termination, suspension, or reduction of a previously authorized course of 
treatment; 
 
C. The services were ordered by an authorized provider; 
 
D. The original periods covered by the original authorization have not expired; and 
 
E. The recipient requests an extension of benefits. 


 


All of our policies and procedures will comply with all of DHCFP’s requirements 
regarding our continuation of benefits while an appeal or State Fair Hearing is pending, 
as described below. We will continue the member’s benefits, as applicable, throughout 
the appeal process and until issuance of the final appeal decision, if all of the following 
occurs:  


 The member or his or her authorized representative files an appeal on or before 
the later of the following: 


o 10 calendar days from our mailing of the NOA  


o The intended effective date of our action 


 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment 


 The services were ordered by an authorized provider 


 The period covered by the original authorization has not expired 


 The member requests an extension of benefits 
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3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 
 
A. The recipient withdraws the appeal; 
 
B. Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the appeal 
against the recipient, unless the recipient, within the 10-day timeframe has requested a State Fair 
Hearing with continuation of benefits until a State Fair Hearing decision is reached; 
 
C. A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 
 
D. The time period of service limits of a previously authorized service has been met. 


 


Upon the continuation or reinstatement of a member’s benefits while an appeal is 
pending, we will complies with DHCFP requirements to continue the benefits until one of 
the following occurs: 


 The member withdraws the appeal 


 The member does not request a State Fair Hearing within 10 calendar days of our 
mailing of the NOA Decision  


 A State fair hearing decision adverse to the member is made, or  


 The authorization expires or authorization service limits are met 


 


3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of 
the services furnished to the recipient while the appeal was pending, to the extent that they were 
furnished solely because of the requirements of this section and in accordance with policy set forth in 42 
CFR 431.230(b). 


 


We understand that if the resolution of the appeal is adverse to the member, we may 
recover the cost of disputed services furnished to the member while the appeal was 
pending, to the extent that these services were provided solely because of the 
requirements related to continuation of benefits.  


  


3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were 
not furnished while the appeal was pending, the vendor must authorize or provide the disputed services 
promptly and as expeditiously as the recipient’s health condition requires. If the vendor or State Fair 
Hearing Officer reverses a decision to deny authorization of services, and the recipient received the 
disputed services while the appeal was pending, the vendor must pay for those services. 


 


If we or the State Fair Hearing Officer reverses a decision to deny, limit, or delay services 
that will not furnished while the appeal is pending, we will authorize or provide the 
disputed services as expeditiously as the member’s health condition requires. If we or 
the State Fair Hearing officer reverses a decision to deny authorization of services, we 
will pay for the disputed services if the member received the services while the appeal 
was pending.  


 


3.13.8 Provider Grievances and Appeals  
 
The vendor must establish a process to resolve any provider grievances and appeals that are separate 
from, and not a party to, grievances and appeals submitted by providers on behalf of recipients. Written 
grievance and appeals procedures must be included, for review and approval, at the time the vendor 
policies and procedures are submitted to the DHCFP and at any time thereafter when the vendor’s 
provider grievance and appeals policies and procedures have been revised or updated. The vendor may 
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not implement any policies and procedures concerning its provider grievance and appeal system without 
first obtaining the written approval of the DHCFP. 
 
The following provisions reflect minimum requirements and are not intended to limit the scope of the 
vendor’s grievance and appeals process for providers. 


 


We acknowledge that separate, written provider grievance and appeals procedures will 
be included in our overall grievance and appeals system, for review and approval at the 
time we submit our policies and procedures to the DHCFP, and at any time thereafter 
when our provider grievance and appeals policies and procedures are revised or 
updated. Also, we will not implement any policies and procedures concerning our 
provider grievance and appeal system without first obtaining the written approval of the 
DHCFP. We strive to establish robust provider relationships that will result in strong 
provider satisfaction throughout our network. We will work collaboratively with providers 
to design, monitor, and achieve operational excellence for all our plan operations, 
including provider services and provider relations. We will maintain a formal grievance 
system that is responsive to members and providers, in compliance with all DHCFP 
contractual and regulatory requirements, all applicable state and federal requirements, 
as well as NCQA Accreditation Standards. We will establish a process to resolve any 
provider grievances and appeals that are separate from, and not a party to, grievances 
and appeals submitted by providers on behalf of members as well as offer providers 
several ways to work through grievances, including participation on a steering 
committee, a provider advisory committee, and peer-to-peer conversations where 
provider issues can be identified and addressed. Provider input on grievance and 
appeals is also obtained through the Quality Improvement Committee during review of 
grievance and appeals trends and outliers. These outlets will help providers mitigate 
ongoing sources of dissatisfaction, as well as resolve requests for services related to 
medical necessity. During peer to peer interactions, many of these conversations will 
include gathering detailed information that may have not been provided in 
documentation that changes the decision of denial. Services that will be denied based on 
a lack of documentation will be routed to our Chief Medical Director or designee. The 
Chief Medical Director or designee will review the clinical information provided, review 
the chart that was provided, and apply review resources and clinical judgment to 
determine whether the service will be approved or denied.  


 


If a denial letter is sent to a provider, the letter will include information about the 
availability of a peer-to-peer conversation if the provider feels that further clarification of 
the request is needed or that a discussion would benefit and overturn the denial. The 
provider would then contact us to discuss. For example, an affiliate recently discussed 
with a provider the case of a patient with pneumonia who was hospitalized. The hospital 
was originally denied payment for part of the patient’s acute stay, however, upon our 
affiliate’s conversation with the hospitalist, it was clear that the patient was not 
responsive to routine treatment of community acquired pneumonia and needed 
expanded coverage given her clinical picture. 


 


3.13.8.1 General Requirements 
 
The vendor must accept written or oral grievances and appeals that are submitted directly by the provider 
as well as those that are submitted from other sources, including the DHCFP. An oral appeal must be 
followed by a written, signed appeal; however, the oral appeal must count as the initial date of appeal. 
The vendor must keep a written or electronic record of each provider grievance and appeal to include a 
description of the issue, the date filed, the dates and nature of actions taken, and the final resolution. The 
vendor must issue a final decision, in writing, no later than: 
 
A. Ninety (90) calendar days after a grievance is filed; and 
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B. Thirty (30) calendar days after an appeal is filed. 


 


Providers will be able to file a grievance orally or in writing up to 30 days from the 
incident of concern or notice of action. The date of the oral appeal will represent the date 
filed, but the provider must also send a written, signed appeal to support the oral 
complaint. Grievances will be logged in our Customer Relationship Management (CRM) 
system for tracking purposes. The Grievance and Appeals Coordinator (GAC) will review 
the grievance and provide an acknowledgment within 10 business days of its receipt. 
Once a complaint is resolved, we will issue a written notice of resolution letter to the 
provider within 30 days of a grievance’s resolution. We will keep an electronic record of 
each provider grievance and appeal describing the issue, date filed, and the dates and 
actions taken, and the final resolution. Our GAC will monitor “inquiry age” within our 
CRM system to ensure adherence to resolution timeliness. However, if the grievance is 
not resolved in 90 days, the GAC documents and notifies both the provider and DHCFP 
of the outstanding issues, including a timeline for resolution and reason for the 
extension of time. We will issue a final resolution letter no later than 90 days after the 
grievance is filed or 30 days after appeal is filed. 


 


3.13.9 Expedited State Fair Hearing 
 
3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was first heard through the Vendors appeal process is as expeditiously as the recipient’s health condition 
requires, but no later than 3 working days from the State’s receipt of a hearing request for a denial of 
service that: 
 
A. Meets the criteria for an expedited appeal process but was not resolved within the vendor’s expedited 
appeal timeframes, or  
 
B. Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 


 


We understand and will comply with all state expedited State Fair Hearing requirements 
including the State’s timeframes to review expeditiously as the member’s health 
condition requires, but no later than three working days from the State’s receipt of a 
hearing request for a denial of service that meets the following criteria: 


 Meets all criteria for an expedited appeal, but was not resolved within our internal 
expedited appeals timeframe, or 


 Was resolved adversely, wholly or partially using our expedited appeal timeframes   


 


3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is as 
expeditiously as the recipient’s health condition requires, but no later than 3 working days from the State’s 
receipt of a hearing request for a denial of service that meets the criteria for an expedited resolution. 
 
The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, termination 
or other contract disputes between the vendor and its providers and/or subcontractors. Likewise, 
grievances are not eligible for State Fair Hearings.  


 


We understand and will comply with the State’s Fair Hearing requirements (which is as 
expeditiously as the recipient’s health condition requires, but no later than 3 working 
days from the State’s receipt of a hearing request for a denial of service that meets the 
criteria for an expedited resolution). and that the state will not accept requests for State 
Fair Hearings that address provider enrollment, termination, or other contract disputes 







610 
 


between the us and our providers and/or subcontractors. We also understand that 
Grievances are not eligible for State Fair Hearings. 


  


3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any 
decision resulting from the Fair Hearing process.  


 
We agree that we will comply with the requirements of participation in an expedited State 
Fair Hearing and understand that we are bound by the decision reached as a result of 
this hearing.   







3.14 MANAGEMENT INFORMATION SYSTEM 
(MIS) 


 


 


3.14 M
IS
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3.14 MANAGEMENT INFORMATION SYSTEM (MIS) 
3.14.1 
3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report vendor’s compliance with the contract requirements. 


 


AN ENTERPRISE MANAGEMENT INFORMATION SYSTEM READY TO EXECUTE 
OPERATIONS FOR NEVADA MEDICAID AND NEVADA CHECK UP PROGRAMS 
We acknowledge and affirm our support for the above requirement. Today, our integrated 
enterprise Management Information System (MIS) powers medical and behavioral health 
administration and reporting on one unified platform. Our scalable MIS is designed 
specifically for Managed Medicaid and CHIP administration, including claims and 
encounter processing, eligibility, enrollment, case, care, utilization and health 
management, and analytics and reporting functions needed to fully comply with HIPAA, 
and other federal and state regulations, and DHCFP requirements as stated in the RFP, 
including all amendments, attachments, and DHCFP Companion Guide. Please refer to 
Figure 3.14.1 Enterprise MIS Diagram (MIS Diagram) below for the following discussion. 
The MIS Diagram graphically depicts our MIS components and its integrated interfaces 
that enable and support each functional area of the RFP and Nevada Medicaid and 
Nevada Check Up programs, including the capture, maintenance, storage, provision, and 
reporting of data and documents to substantiate our compliance with contract 
requirements. Our MIS also uses automated data storage management systems that are 
configurable to DHCFP requirements, to ensure that we retain documents and data per 
RFP retention requirements in Section 3.15.4.5 and Attachment D.9.  


 


Integrated MIS Components and Capability Supporting Contract Requirements 
MIS Component Component Capability 


Service Oriented Architecture 
(SOA, Item A in MIS 
Diagram) 


Inbound and Outbound data is captured and securely 
flows to and from our Data Service Bus (A) and 
electronically routes data to consuming components 
throughout our integrated MIS using industry standard 
interfaces to provide information according to the 
specific business purpose (e.g., assessment data to our 
Health Management Platform, claims data to our Claims 
Processing System, etc.).  


Scheduled File Exchanges, 
File Transmission/Receipt, 
electronic data interchange 
(EDI) Processing (B) 


The data and file exchange components of our MIS 
support secure file receipt and transmissions (including 
acknowledgement protocols) with DHCFP and DHCFP’s 
MMIS vendor allowing us to maintain compliance with 
all reporting requirements outlined in the RFP and in 
Attachment T Forms and Reporting Guide. 


Customer Relationship 
Management System (CRM, 
C) 


CRM and its components, Member Data Management 
(MDM) and Provider Data Management (PDM), provide a 
single data repository to store and maintain all member 
and provider information and electronically distribute to 
all MIS components needing that data to support 
operational and reporting requirements (including 
DHCFP required data). 


Health Management Platform 
(D)  


An integrated component of our MIS, our Health 
Management Platform houses a member’s care plan, 
screening, and assessment information and enables 
collaborative case, care, utilization, and health 
management on one platform. The Health Management 
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Platform interfaces with our core processing system 
components and external facing system components to 
support communication, information sharing, analytics, 
and reporting. 


Claims Processing System 
(CPS, E) 


In addition to providing HIPAA-compliant claims and 
encounter processing, CPS maintains all claims history 
with sufficient detail to meet RFP reporting 
requirements, including those in Attachment T. 


Encounter Data System 
(EDS) (F) 


Our EDS will be configured for DHCFP encounter data 
submission edits, rules, and timeframes, providing 
encounter tracking, history, and resubmission 
functionality. 


Enterprise Document 
Management System (G) 


Our Enterprise Document Management System indexes, 
stores, retrieves, and converts electronic document 
images into machine-readable data, which is housed in 
our Data Warehouse and propagated throughout our 
MIS.  


Health Informatics Platform 
(HIP) and Data Warehouse 
(H) 


The HIP, supported by our Data Warehouse, maintains, 
validates, retains, and provides data needed to produce 
both standard and ad hoc reports based on timely, 
accurate, and complete transactional data to support 
our clinical and administrative operations, and to 
substantiate and report our compliance with DHCFP 
contract requirements.  


Public Website, Secure Web 
Portals, and Mobile 
Applications (I and J) 


Through our secure web Portals (e.g., Member, 
Provider, and Client Portal) and member mobile 
application, registered users have role-based access to 
administrative and/or clinical information allowing them 
to input information (e.g., complete health screening, 
change contact information) and retrieve information 
(e.g., care gap and health alerts, posted reports). All 
inbound information is translated (via our SOA), stored, 
and maintained in our Data Warehouse for distribution 
to the core processing system components of our 
integrated MIS. 


Telephony Platform/Call 
Management System (K) 


Our Telephony Platform/Call Management System 
tracks and reports information processed through the 
Telephony Platform and enables efficient call 
answering, monitoring, and reporting capabilities. 


 
TRACKING AND DOCUMENTING CONTRACT COMPLIANCE  
To track our compliance, we will use our Governance, Risk Management and Compliance 
System (GRC). This allows us to effectively administer, document, and monitor 
compliance to DHCFP contract requirements, as well as our internal governance, all in 
auditable and transparent fashion. Our GRC provides for workflow enabled policy and 
procedure formulation (with total history of documentation and sign-offs), distribution of 
documents to appropriate internal departments and subcontractors; systematic tracking 
of compliance activities (also with auditable records of management approval and cited 
contract and regulatory mandates), and ongoing, proactive assessment of compliance 
risks. 
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DATA INTEGRATION, STORAGE, AND FILE EXCHANGE COMPONENTS 
Our ability to perform the managed health care tasks required by DHCFP stems from an 
MIS based on CMS’ Medicaid Information Technology Architecture guidelines with a 
Service Oriented Architecture (SOA) and Master Data Management approach for internal 
and external interoperability. Our MIS is comprised of best-of-breed modular, functional 
components all integrated via our SOA/Master Data Management architecture, including 
our Data Warehouse (item H in MIS Diagram below) for data integration, standard data 
naming and formatting, data maintenance, retention and reporting. 


 


Data and File Exchange  
Through the data and file exchange components of our MIS (A and B), we will support all 
of our file receipt and transmission operations with our subcontractors, DHCFP, and 
DHCFP’s MMIS vendor, including our receipt of HIPAA 834 enrollment files, our 
transmission of the HIPAA 837 encounter reporting data, provider files, and other file 
exchanges per DHCFP RFP requirements (including those data interfaces listed in the 
RFP in Section 3.18.1 and 3.18.2).  


 


We will use our data communications subsystem (B) to handle our automated file 
exchanges (transmission and receipt) with DHCFP and DHCFP’s MMIS vendor. We will 
exchange data with DHCFP via Secure FTP (as called for in DHCFP MMIS Vendor Service 
Center User Manual), but we can and do support all standard industry data 
communication protocols. 


  


Transmission Integrity to Ensure Accurate Information Reporting to DHCFP 
Our industry leading EDIFECS HIPAA compliance software (B), in conjunction with data 
communications subsystem, supports a wide range of transmission acknowledgement 
protocols, including proprietary formats as well as HIPAA standard formats and 
acknowledgements. We will use these acknowledgements for exchanges with DHCFP as 
a further control for assured delivery, data integrity, and record balancing. Our data 
communications subsystem protects our electronic file exchanges with access control, 
authentication, and secure configuration features for total data integrity protection 
during transmission. We support the use of Public Key Infrastructure (PKI) security not 
only for encryption but for sender authentication - ensuring not only that files are 
transmitted un-tampered, but that the receiver can validate who the sender was.  


 


All of our online, transactional, and batch data interfaces and load processes have 
appropriate data validation logic to enforce data integrity properties, such as: 


 Codeset compliance with HIPAA, HL7 (when interfacing with a Health Information 
Exchange like HealthHIE Nevada), and other standard codesets.  


 Data validation through the comparison of key indices of inbound data with values 
we have stored, such as member and provider identifiers. 


 Information completeness, which includes the enforcement of required, 
situational, and conditional fields on inbound or outbound EDI data 
transmissions. 


 All of our core and critical business systems are based on relational database 
management system technology from industry leading database management 
companies - and in all cases we enforce referential integrity, field types, and 
missing data edits. 
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 Using network and endpoint data loss prevention products, we monitor use of 
protected and proprietary information, such as member Protected Health 
Information (PHI). 


 From an internal data networking perspective, our network backbone is highly 
redundant through a mesh design that provides multiple paths to and from each 
point, allowing maximum network availability for our MCO and enabling us to 
meet DHCFP file transmission and receipt schedules as per DHCFP requirements. 


 
Our data integrity controls are tested both via ongoing processes (such as edit 
enforcement routines for data load processes), via our own internal audits, and via 
several external audits, including our annual SOC 1 Type II and Sarbanes-Oxley Section 
404 Management Controls audits.  


 


MIS COMPONENTS MAINTAIN INFORMATION SUBSTANTIATING COMPLIANCE 
Through our SOA and Role Based Access Controls (RBAC), our core processing system 
components provide our MCO staff with the information access necessary to support 
their jobs. Our RBAC and security administrative review processes allow us to restrict 
access to information on a “need to know” basis, in full compliance with HIPAA Minimum 
Necessary mandates, and our MIS maintains audit logs to document and substantiate 
our compliance with HIPAA and DHCFP security and systems access requirements. 


 


Member and Provider Data Maintenance 
Our Customer Relationship Management System (CRM, C) enables a responsive service 
experience for our members and providers and maintains customer service history, 
including outbound communications from our targeted phone, e-mail, fax, and letter 
campaigns. CRM also supports integrated document workflow, including that required 
for Complaint, Grievance, and Appeals applications. Complaint, Grievance, and Appeals 
are tracked in CSR using specific codes, allowing us to manage these events in a timely 
fashion, and report data in an efficient and accurate manner to DHCFP. 


 


The Member Data Management (MDM, C) and Provider Data Management (PDM, D) 
components of CRM provide a single data repository for all member and provider 
information. 


 CRM’s MDM component is our “system of truth” for maintaining and providing 
member information and supports our members' historical relationship with our 
MCO such as member identifiers, contact information, special needs, etc., along 
with a history of changes to each attribute. MDM is our subsystem for collecting, 
aggregating, matching, consolidating, quality assuring, persisting, and 
distributing the member data we receive through HIPAA 834 enrollment files 
throughout our organization to ensure consistency and control in the 
maintenance of member data.  


 CSR’s PDM component is a repository to maintain provider data and support our 
core provider functions (e.g. contracting, reporting, etc.). PDM integrates multiple 
Provider identifiers such as the National Provider ID (NPI), state specific 
identifiers (e.g. DHCFP’s Atypical ID), Tax ID, fee schedule information, as well as, 
language information, office locations, hours, and accessibility. Through 
integration with geo-mapping technology, PDM accesses member data in MDM 
and provides geo-mapping for our Provider Network staff, allowing us to report on 
network access and adequacy, and Google Map capabilities to assist in matching 
members with providers. PDM’s information also powers our interactive online 
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Provider Directory available on our MCO’s public website to meet all related RFP 
requirements. 


 


MIS Component for Care, Case, Utilization, and Health Management Information  
Our Health Management Platform (D) is a member-centric platform for collaborative case, 
care, utilization, and health management. Our Health Management Platform houses a 
member’s care plan, screening, and assessment information and is integrated with 
medical necessity criteria to assist in making appropriate medical decisions based on 
evidence-based standards. Our Health Management Platform has electronic interfaces 
with CRM for access to member enrollment and eligibility information and the Data 
Warehouse (H) for access to claims utilization data and analytics and reporting. This 
consolidated, master data management approach to care and case management and 
Managed Medicaid health plan administration allows us to have timely, actionable 
information available to all case and care team constituents, maximizing the opportunity 
for communication, information sharing, and reporting. Through our Health Informatics 
Platform (HIP, item H – see discussion below), our Health Management Platform can 
provide detailed information on our care and utilization review activities to meet related 
RFP reporting requirements. 


 


MIS Components for Claims Submission, Processing, Payment, and Encounters 
Claims Processing System (CPS, E). Our CPS provides HIPAA-compliant claims and 
encounter processing, and electronically receives authorization data from our Health 
Management Platform. We will configure CPS to administer all in-service benefit 
packages based per DHCFP requirements and Federal government regulations. In 
conjunction with our Health Informatics Platform (HIP), CPS maintains all claims history 
with sufficient detail to meet all DHCFP reporting requirements outlined in Attachment T, 
Forms and Reporting Guide. 


 


Encounter Data System (EDS, F). EDS is our encounter reporting system that we will 
configure for DHCFP encounter submission edits, rules, and timeframes, providing 
encounter tracking, history, and resubmission functionality. Our Encounter Data System 
translates claims data into HIPAA compliant formats (e.g., 837P (Professional) and 837I 
(Institutional)) which include all service types, provider types, treatment facilities, and 
include the same level of detail submitted for all encounters, and meets DHCFP’s 
encounter data reporting requirements per the State’s companion guides. 


 


MIS Component for Receiving, Indexing, Storing, and Retrieving Electronic 
Document Images 
We use our Enterprise Document Management System (G) for indexing, storing, and 
retrieving electronic document images (e.g., member letters, provider correspondence, 
etc.). Additionally, all paper claims received via standard Optical Character Recognition 
ready forms (CMS 1500 and UB04 paper formats) are scanned and converted into 
machine-readable data through our Enterprise Document Management System. All 
images, whether outbound images or inbound scanned paper or faxes, are indexed by 
metadata information allowing us to trace data (e.g., member ID, provider ID, and/or claim 
number, etc.) back to the original documents. This allows MCO staff to search for, and 
retrieve, images of pertinent correspondence and materials from within our MIS 
integrated systems (e.g., Claims Processing System, Health Management Platform, CRS) 
in the context of a particular functional area, and to produce these documents if 
requested by DHCFP. 


 


MIS Component for Meeting Reporting Requirements 
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Our HIP and Data Warehouse (H) solution enables our reporting and analytics 
capabilities and is integrated with all MIS components. The foundation of HIP’s 
capabilities is our Data Warehouse, powered by a high performance relational database 
management system. Our Data Warehouse systematically receives data from both 
internal and external sources, integrates, validates, maintains, analyzes, and transmits 
internal and external data and information, such as: 


 Medical, behavioral health and pharmacy claims 


 Health screenings and assessments 


 Service authorizations 


 Member information, including current and historical eligibility spans, 
demographics, PCP assignment and more 


 Provider information, including participation status, specialty, panel size, 
demographics, and more 


 
Once data is integrated, HIP produces actionable information, everything from care gap 
alerts to online dashboards, quality management, utilization management, and 
administrative, clinical, and operational reports, and supports all data reporting 
requirements outlined section 3.17 and in Attachment T Forms and Reporting Guide in 
the format and timeframe requested by DHCFP.  


 


Standards for Data and Report Accessibility. Our Data Warehouse is SQL and Open 
Database Connectivity compliant, which allows for integration with standard reporting 
software systems. Our Data Warehouse’s open database interfaces allow our analysts to 
efficiently extract and send directly via Secure FTP any standard file, dataset, or ad hoc 
report DHCFP requests, for reporting, program integrity, and compliance purposes in the 
manner (i.e., XML) and frequency DHCFP specifies. Our MCO staff use industry leading 
business intelligence and data visualization tools integrated with the Data Warehouse, to 
manage and develop every aspect of reporting from report design, testing, scheduled 
production and submission, as well as rapid development of ad hoc reports through our 
Ad hoc Report Builder.  
 
Ad- Hoc Capabilities. As an integrated component of our MIS, HIP can produce ad hoc 
reports based on timely, accurate, and complete transactional data. Authorized MCO 
staff will have reporting capability built on role-based access to data. Our ad hoc report 
builder allows authorized users to access our Data Warehouse’s entire data dictionary, 
organized by subject area (e.g., claims, provider, and member) for rapid development of 
reports. Authorized users can query and report on any data elements housed in the Data 
Warehouse to support ad hoc reports required by DHCFP. The Ad hoc Report Builder 
offers authorized MCO staff an intuitive graphical interface that identifies data in 
business terms, without the need to learn coding or query languages, so that our staff 
can rapidly fulfill MCO Management and DHCFP requests. The Ad hoc Report Builder 
also provides an expansive library of pre-built ad hoc report templates that allow users to 
create their own reports by subject area in guided fashion. Reports can be exported in 
industry standard formats, such as Excel, Word, text file formats, and Adobe PDF, for 
subsequent use by MCO Management and DHCFP. 


 


External Facing System Components for Access  
Via our SOA, our external facing system components are fully integrated with our core 
processing system components including our Data Warehouse to support our members 
and their caregivers, providers, and DHCFP by providing online, mobile, and telephony 
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access to administrative and clinical information pertinent to each user type (e.g., 
member, provider, or DHCFP).  


 


MIS Components for Web & Mobile Support of Members, Caregivers, Providers, 
and DHCFP 
Our mobile enabled Public Website, secure Web Portals, and member mobile application 
(I and J) are designed for seamless integration of content, and navigation attuned to, and 
authorized for, user types: member, caregiver, provider, and DHCFP. Our secure Web 
Portals (Member Portal, Provider Portal, and Client Portal) (I) are integrated with HIP so 
that information presented to users (e.g., care gaps, health alerts, emergency department 
high utilizer alerts, and medical and utilization history) is coming to and from one source, 
and integrated with all core systems through our Data Service Bus (A).  


 


Client Portal. We will offer our secure Client Portal for access by authorized DHCFP 
personnel, to retrieve reports. Our Client Portal will enhance DHCFP’s ability for MCO 
oversight and compliance monitoring, and offer DHCFP collaborative workflow support 
with our MCO, such as secure document exchange, document library functions, etc. 


 


Member Health Record. Our secure Web Portals offer authorized provider and member 
users access to a Member Health Record and presents service utilization and clinical 
information for each member, for whom we have supporting data.  


 


Interactive Provider Dashboards. We will also offer direct access to expansive patient 
registries and interactive drill-down dashboard reporting on our secure web-based 
Provider Portal (I) to help providers track performance trends in an efficient, compelling 
manner.  


 


MIS Components for Telecommunications Platform 
Our Telephony Platform and Call Management System provides automatic call 
distribution across our member and provider call queues and tracks and reports 
information to enable efficient call answering, monitoring, and reporting capabilities. 
CRM (C) is integrated with interactive voice response support with phone keypad 
capability for self-service and live assistance. Our system includes outreach 
management software, allowing staff to execute outbound voice campaigns. 
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Figure 3.14.1 Enterprise MIS Diagram. 
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We currently operate an enterprise HIPAA compliant Management Information System 
(MIS) fully capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentially requirements mandated by HIPAA. We 
acknowledge and affirm that we will provide DHCFP, through the data warehousing, 
analytics and reporting capabilities of our MIS, aggregate performance and outcome data 
as well as our policies for transmission of data from our network providers, as outlined 
in Attachment T Forms and Reporting Guide. We have internal policies and procedures in 
place today to test validity and consistency of data reported to DHCFP and DHCFP’s 
MMIS vendor, prior to submitting that data to the state.  


 


SYSTEMS TO DOCUMENT ADMINISTRATIVE AND CLINICAL PROCEDURES 
The integrated components of our MIS (Compliance System, Customer Relationship 
Management System, Health Management Platform, Claims Processing System, etc.) can 
document administrative and clinical procedures including, but not limited to, claims and 
encounters, assessments, prior authorizations, member grievance and appeal, etc. All 
system components are integrated within our MIS for documenting, storing, tracking, 
trending, and reporting information, including the complete range of administrative and 
clinical procedures we perform as a Managed Medicaid Health Plan.  


 
Maintaining Member Privacy and Confidentiality through Rigorous Safeguards 
We treat member protected health information (PHI) with the utmost confidentiality in 
accordance with all state and federal laws and regulations, including Nevada privacy 
laws. We regularly monitor federal and state specific legislative statutes and regulations 
to ensure ongoing compliance. We employ rigorous safeguards, policies, strong user 
authentication controls, security monitoring tools, and automated business processes to 
ensure systematic, ongoing, and auditable adherence to HIPAA regulations, mandates, 
rules, and standards per HIPAA Administrative Requirements (45 CFR 162) including NPI 
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requirements, HIPAA Security (45 CFR 164), HIPAA Privacy (45 CFR 160 and 164), HIPAA 
Transaction & Code Set (45 CFR 164), applicable privacy and security regulations 
originating from the HIPAA Omnibus Rule, and Health Information Technology for 
Economic and Clinical Health Act (HITECH).  


 


Our ability to create, access, transmit, and store PHI in accordance with HIPAA Security 
and Privacy mandates stems from our design, maintenance and use of administrative, 
technical, and physical security safeguards and controls. Through our ISO 27001 
certified Security Program, we have an information security management system to 
safeguard MIS and DHCFP data and information. ISO 27001 certification is an 
internationally recognized standard demonstrating that our information security program 
adheres to best practices. Our security policies, procedures, and controls ensure that: 


 Systems are deployed to safeguard data and monitor security events  


 Only appropriately, we grant authorized personnel access to internal systems, 
commensurate with a person’s specific job role through Role-Based Access 
controls. This ensures adherence to the HIPAA Minimum Necessary Rule for 
information accessibility on a “least privilege basis” 


 Physical access is restricted to sensitive computer facilities 


 
HEALTH INFORMATICS TO SUPPORT DATA AGGREGATION, INTEGRITY, AND 
REPORTING 
Transactional data throughout our MIS is available to our Health Informatics Platform 
(HIP) in near real time – enabling the best possible reporting timeliness, accuracy and 
data integrity. HIP is comprised of our family of analytic, predictive modeling, and 
reporting software supported by a Data Warehouse that continually integrates 
transactional data from our core functional systems (e.g. claims, care management, etc.) 
via a Systems Oriented Architecture backbone (SOA). Since our data warehouse is fully 
integrated with our MIS, all information, from both internal and external data sources, is 
aggregated into HIP to drive comprehensive analytics reporting. Our Data Warehouse is 
powered by a high performance relational database management system, which 
receives, integrates, and continually analyzes an enormous amount of transactional data, 
including medical, behavioral, and pharmacy claims; lab test results; health screenings 
and assessments; and, service authorizations, etc. In addition, any paper and/or fax 
documents are automatically incorporated into the Data Warehouse via Optical Character 
Recognition (OCR) with data conversion capabilities. From this data, HIP’s reporting 
capabilities produce actionable information and reports; everything from care gap and 
wellness alerts to Key Performance Indicator dashboards, provider clinical profiling 
analyses, population level health risk stratifications, and operational and state 
compliance reports. Our report design capabilities allow us to quickly produce ad hoc 
reports, as well as scheduled reports, that can be used to trend quality and performance, 
member satisfaction, utilization, and health outcomes to identify variances, inform 
process, and improve programs and initiatives. Through HIP, we have the ability to report 
on all datasets in our platform including care management and other critical aspects of 
our operations including, but not limited to: 


 Utilization Reporting (e.g., Inpatient and Emergency Room utilization, HEDIS, 
EPSDT, pharmacy utilization) 


 Quality Assurance (e.g., Performance Improvement Projects, IQAP) 


 Member Satisfaction (e.g., CAHPS, Children with Chronic Conditions) 


 Business Operations (e.g., claims and encounter reporting, financial reporting)  
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Authorized HIP users can also draw upon a library of over 12,000 existing Managed Care 
reports. HIP also allows us to rapidly modify existing reports or build totally new reports 
and dashboards via a graphical interface to all of key data elements housed in the Data 
Warehouse. 


 


INTERNAL PROCESS TO ENSURE DATA VALIDITY AND CONSISTENCY 
We will ensure the integrity, validity, consistency, and completeness of the information 
we send to DHCFP and DHCFP’s MMIS vendor through four general architectural 
components in our integrated MIS. These four categorical architectural components 
maintain data validity and consistency as information flows through our MIS and to 
DHCFP:  


 Our "external facing" application interfaces include all the capabilities and 
controls we deploy to support data entered or viewed online by providers using 
our secure provider portal; members using our member portal; and staff using 
any of our internal business applications (e.g., Claims Processing System, Health 
Management Platform, Customer Relationship Management System, etc.) 


 Our data and file communications protocols, controls and supporting systems 
allow us to send and receive formatted data (including HIPAA and HL/7 
transactions, and state proprietary formats) with integrity, confidentiality, 
reliability, and assured delivery.  


 Once we receive or collect inbound data, the Service Oriented Architecture (SOA) 
design of our interoperable application components, along with our Master Data 
Management approach to data storage (incorporating data persistence, quality 
assurance and distribution) ensures that our data is represented and stored 
accurately, completely and uniquely (e.g. no data discrepancies or duplicates). 


 Our HIP data integration engine, and reporting, informatics and decision support 
system leverages the SOA services in our architecture, as well as the near real 
time Change Data Capture capabilities of our middleware - to integrate and 
consolidate data, and to create the information products we supply to our state 
clients, including DHCFP. Once a report or data extract is ready for a state client, 
our HIP then uses the services of our data and file communications subsystems 
(above) for reliable transmission to our state clients or their intermediaries.  


 


In addition to employing the above components, we will cooperate with DHCFP regarding 
specific or further data validation steps that DHCFP or DHCFP’s MMIS vendor may 
require. 
 


3.14.2 
3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the 
DHCFP with aggregate performance and outcome data, as well as its policies for transmission of data 
from network providers as outlined in this RFP (See Attachment T Forms and Reporting Guide). The 
vendor shall have internal procedures to ensure that data reported to the DHCFP are valid and to test 
validity and consistency on a regular basis.  


 


We currently operate an enterprise HIPAA compliant Management Information System 
(MIS) fully capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentially requirements mandated by HIPAA. We 
acknowledge and affirm that we will provide DHCFP, through the data warehousing, 
analytics and reporting capabilities of our MIS, aggregate performance and outcome data 
as well as our policies for transmission of data from our network providers, as outlined 
in Attachment T Forms and Reporting Guide. We have internal policies and procedures in 
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place today to test validity and consistency of data reported to DHCFP and DHCFP’s 
MMIS vendor, prior to submitting that data to the state.  


 


SYSTEMS TO DOCUMENT ADMINISTRATIVE AND CLINICAL PROCEDURES 
The integrated components of our MIS (Compliance System, Customer Relationship 
Management System, Health Management Platform, Claims Processing System, etc.) can 
document administrative and clinical procedures including, but not limited to, claims and 
encounters, assessments, prior authorizations, member grievance and appeal, etc. All 
system components are integrated within our MIS for documenting, storing, tracking, 
trending, and reporting information, including the complete range of administrative and 
clinical procedures we perform as a Managed Medicaid Health Plan.  
 


Maintaining Member Privacy and Confidentiality through Rigorous Safeguards 
We treat member protected health information (PHI) with the utmost confidentiality in 
accordance with all state and federal laws and regulations, including Nevada privacy 
laws. We regularly monitor federal and state specific legislative statutes and regulations 
to ensure ongoing compliance. We employ rigorous safeguards, policies, strong user 
authentication controls, security monitoring tools, and automated business processes to 
ensure systematic, ongoing, and auditable adherence to HIPAA regulations, mandates, 
rules, and standards per HIPAA Administrative Requirements (45 CFR 162) including NPI 
requirements, HIPAA Security (45 CFR 164), HIPAA Privacy (45 CFR 160 and 164), HIPAA 
Transaction & Code Set (45 CFR 164), applicable privacy and security regulations 
originating from the HIPAA Omnibus Rule, and Health Information Technology for 
Economic and Clinical Health Act (HITECH).  


 
Our ability to create, access, transmit, and store PHI in accordance with HIPAA Security 
and Privacy mandates stems from our design, maintenance and use of administrative, 
technical, and physical security safeguards and controls. Through our ISO 27001 
certified Security Program, we have an information security management system to 
safeguard MIS and DHCFP data and information. ISO 27001 certification is an 
internationally recognized standard demonstrating that our information security program 
adheres to best practices. Our security policies, procedures, and controls ensure that: 


 Systems are deployed to safeguard data and monitor security events  


 Only appropriately, we grant authorized personnel access to internal systems, 
commensurate with a person’s specific job role through Role-Based Access 
controls. This ensures adherence to the HIPAA Minimum Necessary Rule for 
information accessibility on a “least privilege basis” 


 Physical access is restricted to sensitive computer facilities 


 


HEALTH INFORMATICS TO SUPPORT DATA AGGREGATION, INTEGRITY, AND 
REPORTING 
Transactional data throughout our MIS is available to our Health Informatics Platform 
(HIP) in near real time – enabling the best possible reporting timeliness, accuracy and 
data integrity. HIP is comprised of our family of analytic, predictive modeling, and 
reporting software supported by a Data Warehouse that continually integrates 
transactional data from our core functional systems (e.g. claims, care management, etc.) 
via a Systems Oriented Architecture backbone (SOA). Since our data warehouse is fully 
integrated with our MIS, all information, from both internal and external data sources, is 
aggregated into HIP to drive comprehensive analytics reporting. Our Data Warehouse is 
powered by a high performance relational database management system, which 
receives, integrates, and continually analyzes an enormous amount of transactional data, 
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including medical, behavioral, and pharmacy claims; lab test results; health screenings 
and assessments; and, service authorizations, etc. In addition, any paper and/or fax 
documents are automatically incorporated into the Data Warehouse via Optical Character 
Recognition (OCR) with data conversion capabilities. From this data, HIP’s reporting 
capabilities produce actionable information and reports; everything from care gap and 
wellness alerts to Key Performance Indicator dashboards, provider clinical profiling 
analyses, population level health risk stratifications, and operational and state 
compliance reports. Our report design capabilities allow us to quickly produce ad hoc 
reports, as well as scheduled reports, that can be used to trend quality and performance, 
member satisfaction, utilization, and health outcomes to identify variances, inform 
process, and improve programs and initiatives. Through HIP, we have the ability to report 
on all datasets in our platform including care management and other critical aspects of 
our operations including, but not limited to: 


 Utilization Reporting (e.g., Inpatient and Emergency Room utilization, HEDIS, 
EPSDT, pharmacy utilization) 


 Quality Assurance (e.g., Performance Improvement Projects, IQAP) 


 Member Satisfaction (e.g., CAHPS, Children with Chronic Conditions) 


 Business Operations (e.g., claims and encounter reporting, financial reporting)  


 
Authorized HIP users can also draw upon a library of over 12,000 existing Managed Care 
reports. HIP also allows us to rapidly modify existing reports or build totally new reports 
and dashboards via a graphical interface to all of key data elements housed in the Data 
Warehouse. 


 


INTERNAL PROCESS TO ENSURE DATA VALIDITY AND CONSISTENCY 
We will ensure the integrity, validity, consistency, and completeness of the information 
we send to DHCFP and DHCFP’s MMIS vendor through four general architectural 
components in our integrated MIS. These four categorical architectural components 
maintain data validity and consistency as information flows through our MIS and to 
DHCFP:  


 Our "external facing" application interfaces include all the capabilities and 
controls we deploy to support data entered or viewed online by providers using 
our secure provider portal; members using our member portal; and staff using 
any of our internal business applications (e.g., Claims Processing System, Health 
Management Platform, Customer Relationship Management System, etc.) 


 Our data and file communications protocols, controls and supporting systems 
allow us to send and receive formatted data (including HIPAA and HL/7 
transactions, and state proprietary formats) with integrity, confidentiality, 
reliability, and assured delivery.  


 Once we receive or collect inbound data, the Service Oriented Architecture (SOA) 
design of our interoperable application components, along with our Master Data 
Management approach to data storage (incorporating data persistence, quality 
assurance and distribution) ensures that our data is represented and stored 
accurately, completely and uniquely (e.g. no data discrepancies or duplicates). 


 Our HIP data integration engine, and reporting, informatics and decision support 
system leverages the SOA services in our architecture, as well as the near real 
time Change Data Capture capabilities of our middleware - to integrate and 
consolidate data, and to create the information products we supply to our state 
clients, including DHCFP. Once a report or data extract is ready for a state client, 
our HIP then uses the services of our data and file communications subsystems 
(above) for reliable transmission to our state clients or their intermediaries.  
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In addition to employing the above components, we will cooperate with DHCFP regarding 
specific or further data validation steps that DHCFP or DHCFP’s MMIS vendor may 
require. 


 


3.14.3 Eligibility Data 
3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient 
that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., 
recipients who are re-enrolled and assigned new numbers. 


 


We acknowledge and affirm our support for the above requirement. Through the 
experience of our affiliate Managed Medicaid Health Plans, we understand that members 
often have multiple enrollment spans across several health programs and thus we use all 
the available current and historical information we have to seamlessly transition 
members across the Medicaid and CHIP programs we administer. Our advanced member 
record linking technology helps further enable care coordination and effective care 
management, ensuring the best possible member health outcomes. 


 
MASTER DATA MANAGEMENT APPROACH TO SYSTEMATICALLY LINK 
MEMBER RECORDS  
Our member data management system (an integrated component of our enterprise 
Management Information System (MIS)) incorporates multiple person-level identifiers 
(date of birth, residence, name, Medicaid ID number, etc.) to systematically match and tie 
together a person’s current and historical records of participation across our Medicaid, 
CHIP, and Health Information Exchange (HIX) products to provide a system wide “master 
member index” or “linked” member view. Upon receipt of the HIPAA 834 Membership File 
(enrollment file), our automated member record matching process ties together 
administrative, demographic, and clinical information (including PCP and 
medical/pharmacy utilization history) to link member records for the same enrolled 
member. For example, this linkage process allows us to systematically assign re-enrolled 
members to a PCP where a previous relationship existed. Once linked, consolidated 
member information is systematically propagated to all functional software components 
of our MIS (e.g., Health Management System, Claims Processing System, and secure 
Provider and Member Portals, etc.) to provide the most comprehensive and complete 
member view for proactive outreach and for care management. 


 


ADDRESSING DUPLICATION OF MEMBER RECORDS 
Our member eligibility and enrollment system also enhances our ability to systematically 
identify duplicate records for a single member, and, thanks to the master data 
management design of our integrated MIS, upon confirmation of a duplicate record by 
DHCFP, we can resolve the duplication so that the enrollment, service utilization, and 
member interaction histories of the duplicate records are linked or merged, with 
complete data integrity.  


 
3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


 


TECHNOLOGY SUPPORTING MAINTENANCE OF ACCURATE MEMBER 
INFORMATION  
We acknowledge and affirm our support for the above requirement. Our Member Data 
Management system (a component of our integrated MIS) is our “system of truth” for all 
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member information. Our MIS securely receives, validates, integrates, manages, 
transmits, and reports all levels of member information. Today, our MIS accepts changes 
to a member’s contact information in real time and accepts changes from the HIPAA 834 
Membership File (enrollment file) from our state partners on a daily, weekly, and monthly 
basis.  


 


NOTIFYING DHCFP  
We will notify DHCFP via the HIPAA 834 Membership File (enrollment file) or other format 
as required by DHCFP, member information changes (e.g., change name, address and/or 
phone number) via Secure FTP (as called for in DHCFP MMIS Vendor Service Center User 
Manual) or other standard industry data communication protocol required by DHCFP or 
DHCFP’s fiscal agent. Please see section 3.5.7.8 for more information on our ability to 
transmit a change in a member’s status to DHCFP and DHCFP’s MMIS Vendor and 
section 3.18.01  


 
3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.  


 


We acknowledge and affirm our support for the above requirement. Today, we support 
similar requirements to notify our state partners if the member’s address is not accurate. 
Our integrated MIS consolidates member information across all operational components 
(e.g., health management system, claims processing system, secure portals, etc.) in our 
member eligibility and enrollment system creating a “system of truth” for all member 
information. Our MIS has the technological capacity to systematically identify changes in 
member data from the enrollment file or other data sources (e.g., from our affiliated 
pharmacy subcontractor, self-reported by the member or through our US Postal System 
certified address standardization services). We will validate, reconcile, and report that 
information (e.g., address change) to DHCFP via Secure FTP (as called for in DHCFP 
MMIS Vendor Service Center User Manual) or other standard industry data 
communication protocol required by DHCFP or DHCFP’s MMIS Vendor.  


 


3.14.4 Encounter and Claims Records  
3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The vendor 
shall use a standardized methodology capable of supporting CMS reporting categories for collecting 
service event data and costs associated with each category of service.  


 


ENCOUNTER DATA REPORTING AS COMPONENT OF INTEGRATED MIS	
We use a HIPAA compliant, enterprise Management Information System (MIS) that 
features integrated, functional components for encounter data reporting and analytics, 
as well as enrollment, eligibility, member and provider service and data management, 
care, utilization and health management, claims processing, and data warehousing. Our 
affiliate managed Medicaid health plans submit approximately 100 million encounter 
records per year to our state Medicaid agency clients, and supply aggregate reports of 
unduplicated services to our clients as required.  


 


REPORTING ACCESS TO ALL REQUIRED ENCOUNTER DATA ELEMENTS 
We produce reports of aggregated, unduplicated service counts based on encounter data 
through our flexible reporting and analytics software, which directly accesses all 
datasets (for authorized users) in our integrated Data Warehouse (DW). Because our Data 
Warehouse is integrated via a Service Oriented Architecture (SOA) with all of our core 
operational systems, including claims processing, eligibility and enrollment, provider 
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data management, etc., our reporting and analytics software has timely detailed 
transactional data, including adjudicated claims data, at its disposal for accurate 
aggregated service counts. Our Data Warehouse maintains comprehensive claims 
information such as data related to rendered services, diagnosis and DRGs, billing and 
rendering provider’s identification numbers, specialties and locations, billed, allowable 
and paid amounts, as well as an indication whether the claim is original, adjusted, 
denied, a replacement, or from a capitated service. Please see Section 3.10.20.2.J and 
3.14.1 for more information on how our integrated database and reporting system fits 
into our overall MIS architecture. 


 


CMS STANDARDS 
Because we house all claims and adjudicated claim data elements in our Data 
Warehouse, we can and do report aggregate service counts by service categories (as 
defined by CMS and noted in RFP Amendment 2, Question 218), provider types and 
treatment facilities. Similarly, since we must support the CMS reporting needs of our 
state Medicaid clients (such as DHCFP), we use a standardized methodology to support 
CMS reporting categories for collecting service event data and costs associated with 
each category of service (e.g. in support of state reporting needs such as CMS Form 64). 
In addition, we collect and integrate data from our affiliate Pharmacy Benefits 
Management subcontractor, so that all pharmacy encounter information is accessible for 
aggregate reporting as needed.  


 
3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 
and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the 
actuary must balance with the data submitted to the DHCFP. The data shall be submitted in accordance 
with the requirements set forth in the contract. The data shall include all services reimbursed by Medicaid.  


 


We affirm that we will comply with the above requirement. We will supply all encounter 
data in the formats prescribed by DHCFP. Please see Sections 3.18.3, 3.18.4, and 3.18.5 
for more details on how we support DHCFP encounter format requirements. Today we 
process approximately 100 million encounter transactions per year with State agencies 
with similar format and balancing requirements. 


 


SUPPORTING ENCOUNTER FORMATS 
Our Claims Processing System currently supports HIPAA compliant electronic and paper 
claims submission on appropriate CMS-1500 and UB-04 (also known as CMS1450) 
formats for downstream encounter data submission. Through our workflow enabled 
Enterprise Document Management system, paper claims are converted into electronic 
data for use in our Claims Processing and Encounter Data Systems. Both electronic and 
converted paper submissions are processed through the same HIPAA compliance, 
adjudication, and payment edits within our Claims Processing System. Once claims are 
finalized for payment or denial, our Encounter Data System generates the HIPAA 
compliant encounter files for submission to DHCFP or DHCFP’s designated contractor. 
Our Encounter Data System is also equipped to support alternative formats, in addition 
to the HIPAA compliant encounter transactions, as prescribed and prior approved by 
DHCFP.  


 


BALANCING ACTUARY DATA WITH ENCOUNTER SUBMISSIONS TO DHCFP 
On a monthly basis, our data analytics team compares financial data from paid claims, 
matching paid dollars by both date of service and month of paid date, to encounter 
status (submitted or pending submission to DHCFP) to validate that every paid claim has 
a corresponding encounter record reported to DHCFP. Using this process, we can 
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account for every paid claim, verifying finalized claims have been processed as 
encounters, inclusive of all payment adjustments. We incorporate encounter data from 
our affiliate subcontractors in our submission processes (for behavioral health, 
pharmacy and vision benefit claim payments) so that our encounter data submitted to 
DHCFP will be reflective of all Medicaid reimbursable services. 


	


3.14.5 Data Requirements and Certification 
3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards 
and federal regulations.  


 


We will submit all encounter data to DHCFP or DHCFP designated contractor per EDI 
standards and federal regulations. We will comply with all federal and state specific rules 
and regulations related to state and MCO operations including certification to the 
truthfulness, accuracy, and completeness of all data submitted to DHCFP (see 3.14.5.4 
below). We are fully compliant with HIPAA mandates, rules, and standards, per HIPAA 
Administrative, HIPAA Security, HIPAA Privacy (45 CFR Parts 160, 162, and 164), HIPAA 
Transaction and Code Set (TCS) regulations (45 CFR 162), CAQH CORE Operating Rule 
Sets (Phase III certification), and all the rules and regulations of our state Medicaid 
clients nationwide. 


 


Our enterprise management information system (MIS) can be configured to adhere to all 
industry, HIPAA and DHCFP specific transaction requirements, including specifications 
documented in DHCFP’s MMIS Vendor Companion Guides, and DHCFP MMIS Vendor 
Service Center User Manual. Today, our MIS successfully processes and submits 
approximately 100 million encounter records a year to our state Medicaid clients. We 
support HIPAA 837I, 837P, and 837D transaction formats, and can process 277U 
acknowledgement files and HIPAA 835 processing result files, or state proprietary file 
acknowledgements and processing results formats if required by DHCFP. We have 
reviewed DHCFP MMIS Vendor 837 Companion Guides and we can and will support these 
formats for encounter data submissions. 


 
3.14.5.2 All encounter data must reflect all adjustments and voids. 


 


We are dedicated to providing accurate and complete encounter data to DHCFP or 
DHCFP’s designated contractor. Our industry leading Encounter Data System (EDS), is 
fully integrated with our enterprise Management Information System (MIS). EDS is 
configurable to systematically identify any previously paid claim that has been adjusted 
or voided and automatically trigger the creation of an encounter adjustment or void 
record for submission to DHCFP. EDS sends the same line item detail as received on the 
claim submission, regardless of claim type, and disposition (e.g., paid, denied, adjusted, 
voided), ensuring that DHCFP has the most recent information of each encounter record 
we send to DHCFP. We maintain the integrity of each encounter record submission 
through our systematic linkage of any claim adjustments or voids to the original 
encounter identifier as required by DHCFP.  


	
3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the 
encounter data within timeframes specified by the DHCFP.  


 


If we discover that a previously adjudicated claim submitted as an encounter record to 
DHCFP was improperly paid (e.g. due to post-payment identification of TPL), our 
Encounter Data System (EDS) processes the most current adjudication information (e.g. 
claim voided or adjusted for an over/under payment) and reports that as an updated 
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encounter record to DHCFP. Because EDS is an integrated component of our MIS, EDS 
works with the most current adjudication status of processed claims, regardless of 
collection status. This enables us to adjust and resubmit the encounter as either a 
replacement or a voided encounter within timeframes specified by DHCFP. We will 
submit these corrected encounters to DHCFP automatically via our normal submission 
schedule, or on another timeframe (e.g. ad hoc) subject to DHCFP requirements. 


	
3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment data, 
and other information submitted to the State for purposes of developing vendor payment. Data must 
comply with the applicable certification requirements for data and documents specified by DHCFP 
pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, based on best 
knowledge, information, and belief that the data are accurate, complete and truthful as required by the 
State for participation in the Medicaid program and constrained in contracts, proposals and related 
documents. 


 


We understand and will comply with the above requirement 3.14.5.4, including the federal 
regulations cited in the above requirement, to certify enrollment information, encounter 
data, payment data, and other information submitted to the State for purposes of 
payment. Our affiliate managed Medicaid health plans nationwide comply fully with very 
similar requirements today. 


 


Our Senior Director of Compliance (Compliance Director), who reports to our CEO, 
certifies all enrollment, encounter data, payment data, and other information 
submissions. Both our submissions and their corresponding certifications are dated and 
documented in our enterprise Governance, Risk Management and Compliance system 
(GRC), which enables tracking of required reporting activities, with auditable records of 
management approval and cited contract and regulatory mandates for full transparency 
in our state data submission process. Please see Section 3.10.5, 3.14.4, and 3.17 for 
details on enrollment information, encounter data, and payment data reporting and 
certification. 


 
3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments 
must be certified by one of the following: 
 
A. The vendor’s Chief Executive Officer; 
 
B. The vendor’s Chief Financial Officer; and 
 
C. An individual who has delegated authority to sign for, and who reports directly to the vendor’s Chief 
Executive Officer or the Chief Financial Officer. 


 


We affirm our understanding of, and compliance with, this requirement 3.14.5.5. With 
every data submission we make to the state for purposes of payment to us (the MCO), 
our Senior Director of Compliance (Compliance Director), who reports directly to our 
CEO, will certify the submission. Both our submissions and their corresponding 
certifications are dated and documented in our enterprise Governance, Risk Management 
and Compliance system (GRC), which enables tracking of required reporting and data 
submission activities, with auditable records of management approval and cited contract 
and regulatory mandates for full transparency in our state data submission process. 


 
3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for 
payment by the government. The vendor must agree that he/she has read and understands the data 
certification requirement and agree to comply with all applicable laws and regulations 
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We understand and comply with the data certification requirement. We have read and 
understand the certification requirements and will comply with all applicable laws and 
regulations, including but not limited to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2).  


Both the data certification as well as the corresponding data submission is tracked in our 
enterprise Governance, Risk Management and Compliance (GRC) system, which enables 
tracking of required reporting activities, with auditable records of management approval 
and cited contract and regulatory mandates.  


 


3.14.6 EPSDT Tracking System 
The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible child 
by name and Medicaid identification number. The system shall allow the vendor to report annually on the 
CMS reporting form. This system shall be enhanced, if needed, to meet any other reporting requirements 
instituted by CMS or the DHCFP. 


We understand and comply with the data certification requirement. We have read and 
understand the certification requirements and will comply with all applicable laws and 
regulations, including but not limited to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2).  


Both the data certification as well as the corresponding data submission is tracked in our 
enterprise Governance, Risk Management and Compliance (GRC) system, which enables 
tracking of required reporting activities, with auditable records of management approval 
and cited contract and regulatory mandates.  
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3.15 OPERATIONAL REQUIREMENTS 
3.15.1 Medical Director's Office 
The vendor must designate a Medical Director to be responsible for the oversight of development, 
implementation and review of the vendor's Internal Quality Assurance Program, including implementation 
of and adherence to any Plan of Correction. The Medical Director need not serve full time or be a salaried 
employee of the vendor, but the vendor must be prepared to demonstrate it is capable of meeting all 
requirements using a part-time or contracted non-employee director. The vendor may also use assistant 
or associate Medical Directors to help perform the functions of this office. The Medical Director and the 
vendor's Utilization Management and Internal Quality Assurance Plan Committee are accountable to the 
vendor's governing body. The Medical Director must be licensed to practice medicine in the State of 
Nevada and be board-certified or board-eligible in his or her field of specialty.  
3.15.2 The responsibilities of the Medical Director include the following: 
3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan 
committee; 
 
3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that vendor recipients 
receive; 
 
3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice 
guidelines and protocols; 
 
3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 
 
3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services. All services 
prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by a 
physician, physician assistant, or advanced nurse practitioner with the reason for the denial being 
documented and logged; 
 
3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 
 
3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and orientation; 
 
3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, grievances 
and problems; 
 
3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 
 
3.15.2.10 Ensures coordination of out-of-network services. 
 
3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP 
regarding utilization review and quality assurance issues. 


 


Our company philosophy is to locally place a full-time Chief Medical Director (CMD) in 
each health plan. Because of the pivotal role s/he plays in our Internal Quality Assurance 
Program (IQAP) and Utilization Management (UM) Programs as well as the support s/he 
provides to our network providers, this position will be a full-time MCO employee.  
Depending upon the size of the plan and the membership composition, the CMD will 
typically be supported by other medical directors who will help carry out the day-to-day 
functions for which the CMD is responsibility. In Nevada, we also are proposing a Nevada 
licensed Behavioral Health Medical Director and a part-time Nevada licensed Chief 
Medical Officer (Community Medical Director) to support the CMD. 
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The CMD reports to the Plan President and is as Chair of the Quality Improvement 
Committee, is directly accountable to the Board of Directors for the quality of clinical 
care provided to our members. (See Committee structure and narrative in 4.1.12.1.C). 


 


Our transition CMD is licensed in Nevada and board-certified. In addition, any medical 
director we hire with Nevada responsibility will be licensed in the State of Nevada and 
will be board-certified or board-eligible in his or her field of specialty. 


Key responsibilities of our CMD are as follows: 


 Oversees the development, implementation and review of our IQAP and Annual 
Workplan, including implementation of and adherence to any Plans of Correction 


 Chairs or Co-Chairs our Quality Improvement (QIC), Utilization Management (UM) 
Credentialing and Provider Advisory Committees; actively participates on our 
Pharmacy and Therapeutics (P&T) Committee; represents the QIC to the Board of 
Directors 


 Provides oversight to and actively participates in the development of our UM 
Program, Plan and activities 


 Provides direct oversight to the Quality function; provides day-to-day oversight of 
the UM and Quality Programs, assisting with referrals, denials, grievances and/or 
problems; and oversees the quality of clinical care rendered to our members 


 Oversees the development, adoption and revision of MCO clinical care standards 
and practice guidelines and protocols 


 Oversees the provider credentialing process 


 Ensures timely medical review activities pertaining to program prior authorization; 
precertification (both in- and out-of-network); concurrent review; appeals; and 
complex, controversial, or experimental medical services; issues all denials or 
reductions in services; documents all reasons for denials and is available to 
interact with providers as needed 


 Reviews Provider quality of care concerns and oversees the development and 
implementation of, as well as the adherence to, corrective action plans in 
coordination with the Quality Improvement staff and the Ad Hoc Peer Review 
Committee 


 Communicates regularly with network providers, and is actively engaged in 
provider education/training activities and Provider Manual content development 


 Ensures recipient Individual Family Service Plans and Individualized Education 
Plans are followed 


 Reviews and approves out of network referrals and services, as appropriate; and 
oversees coordination of out-of-network services 


 Serves as the liaison with DHCFP regarding healthplan clinical policy issues, our 
IQAP or utilization review issues 


 Actively participates in our Performance Improvement Team, and on and our ad 
hoc Grievance and Appeals Committee 


 Provides clinical leadership in development of innovative provider partnership 
approaches, including Value Based Purchasing contracting arrangements, 
innovative payment solutions, behavioral health innovations 


 Promotes, supports and helps to implement our Patient Centered Medical 
Homes/Enhanced Medical Home (EMH) Models 


 Active engages with the Vice President, Network Development on recruitment, 
contracting, quality and cost of care initiatives. 
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For additional information, please see our CMD Job Description in Section 4.1.12.5. 


 


Besides the CMO and Behavioral Health Medical Director, our CMD will be supported by 
an estimated 73 knowledgeable professionals located in Nevada with expertise in the 
following areas: 


 Quality Improvement 


 Utilization Management 


 Care Management 


 Grievances/Appeals 


 Pharmacy 


 Clinical Outcomes 


 Community Resources 


 Behavioral Health 


 


Please see our complete set of Organization Charts in Section in 4.1.11.7 for additional 
information on types and numbers of staff in our Quality Management, Medical 
Management, Utilization Management and Pharmacy departments. 


 


In addition to local staff, our CMD is supported by our Corporate Health Services, 
Quality, affiliate Subcontractor and Provider Data Management teams, to meet all 
contractual provisions and serve our members and providers in a knowledgeable, 
compassionate, clinically competent way. 


 


3.15.3 Vendor Operating Structure and Staffing 
The vendor must assure the DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The vendor shall provide such assurances as follows: 
 
3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs. The organizational chart must depict each functional unit of 
the organization, numbers and types of staff for each function identified, lines of authority governing the 
interaction of staff, and relationships with major subcontractors. The organizational chart must also 
identify key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the Contract. The names of key personnel must be shown on the organizational chart. The 
State must approve all awarded vendor key staff. The State reserves the right to require the removal of 
any member of the awarded vendor's staff from the project. 


 
Our MCO will provide DHCFP with an updated organizational chart, every 6 months or 
whenever a significant change in the organization occurs. Our charts will depict each 
functional unit of our health plan, numbers and types of staff for each function identified, 
lines of authority, and relationships with major subcontractors. Our organizational chart 
will also identify key personnel and senior-level management staff, will include names, 
and we will clearly delineate lines of authority over all functions of the Contract.  


 


Our organizational staffing philosophy involves hiring and staffing with highly qualified, 
local personnel who possess significant, relevant experience. In each new market we 
enter, we deploy an experienced Transition Leadership Team composed of seasoned, 
functional leaders as demonstrated by our Organizational Charts submitted in 4.1.11.7. 
Nevada is no exception. Upon contract award, our Transition Leadership Team will 
immediate begin actively recruiting and interviewing potential staff in conjunction with 
Talent Acquisition, our very successful recruiting department, to fill the roles described 
in the job descriptions provided in 4.1.12.5. 


  


We understand DHCFP requirements include Nevada licenses for certain positions such 
as the Medical Director. We will ensure all local employees hired have appropriate 
licensure and experience, and be on-boarded prior to readiness review. As part of our 







632 
 


implementation strategy, we will schedule regular meetings with DHCFP and, during 
those meetings, provide status updates on our recruitment/hiring plan. We also will 
ensure we obtain State approval for all of key staff. 


 


Additionally, local plan management overseeing each health plan functional area are 
aligned with key personnel at our corporate office, and has access to peer staff from our 
affiliate health plans with similar Contracts. This approach promotes and enriches 
communication, and ensures consistent service delivery and best business practice 
sharing. During our initial implementation phases, this corporate support, through our 
Transition Leadership Team will be intensive and will involve substantial time spent by 
them onsite at the health plan. As our local health plan team is hired and becomes 
acclimated to their roles, the intensity of corporate support will decrease, however, will 
continue to be available to our local management team for the duration of the Contract.  


 


All of our permanent Executive Management team will be full-time, physically located in 
Nevada, and solely dedicated to the Contract with the exception of our Chief Information 
Officer and our Sr. Vice President, Claims Operations who are located at our corporate 
headquarters. Our management style clearly reflects a “boots on the ground” strategy 
where we maintain constant interaction with and accessibility to Providers, Members, 
community organizations, DHCFP, and health plan employees. 


 


As noted above, we are providing organizational charts depicting key personnel and 
senior-level management staff and lines of authority over all aspects of the contract in 
response to Section 4.1.11.7. Our organizational charts have each function as well as 
names for key staff and Subcontractor roles and responsibilities. Once the contract 
begins, we will provide an updated organizational chart containing all the required 
information every six (6) months or whenever a significant change in the organization 
occurs. As a company, we have experienced low turnover of approximately 15% in our 
health plan staff at levels of manager and above. We work hard to recruit and keep our 
key leaders and minimize staff turnover at all levels. Should changes occur for key staff, 
we will request State approval before completing the hiring process.  We understand and 
agree the State reserves the right to require the removal of any member of the awarded 
vendor's staff from the project and we will comply as necessary. 


 
3.15.3.2 The vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the 
following areas: 
 
A. Executive management;  
 
B. Operations Manager; 
 
C. Accounting and budgeting; 
 
D. Medical Director's office; 
 
E. Medical Management, including quality assurance/utilization review; 
 
F. Recipient services; 
 
G. Provider services; 
 
H. Grievances, appeals, and fair hearings; 
 
I. Claims processing;  
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J. Management Information Systems (MIS); and 
 
K. Program Integrity. 


 


OUR TEAM 
Our permanent Executive Management team will be hired, trained and in place, and their 
names/resumes will be approved by DHCFP, prior to readiness review. During this 
period, we will provide DHCFP with weekly updates on recruiting/hiring efforts as well as 
information on key hires as we prepare for Go Live. The following summarizes our 
Executive Management Team functions and responsibilities, illustrating how our health 
plan possesses the organizational, management and administrative systems capable of 
fulfilling all contract requirements: 


 


The top Executive Management position will be performed by our Administrator (Chief 
Executive Officer) who will ultimately be accountable to the Board of Directors and our 
corporate office for the operation of the health plan, and s/he will serve as chief health 
plan representative to the Board. S/he also will serve on the Quality Improvement 
Committee (QIC); plan and direct all aspects of the company’s operational policies, 
objectives, and initiatives; develop policies and procedures for operational processes in 
order to ensure full and final optimization and compliance with established standards, 
regulations and the Contract; directly interface with community organizations, State 
leaders, and Providers to ensure the needs of the Members are identified and met; 
represent the organization in its relationships with DHCFP, government agencies, 
professional societies, legislative and governing bodies; and similar groups.  Our 
Administrator will be supported by rest of the Executive Management Team including 
leaders responsible for Network development and Provider Engagement, Human 
Resources, and the areas listed above in B. – K. as follows: 


 


Our Operations Manager will be our Vice President, Operations (VP Ops). The VP Ops will 
be solely dedicated to the Nevada Medicaid and Nevada Check Up Programs and oversee 
Information Systems Support, the Director of External Relations (including our 
Housing/Employment Specialist) and the Provider and Member Services functions. The 
VP Ops will chair our cross functional Performance Improvement Team and will 
participate in select Quality Committees as appropriate. The VP Ops will report directly to 
the Administrator and be heavily involved in all implementation functions as well as on-
going operations of the health plan.  


 


Our Accounting and Budgeting Team will be led by our Director, Finance who will 
oversee the budget and accounting systems; ensure the timeliness and accuracy of all 
financial reports; oversee all financial analysis, identification of month end financial 
drivers, and forecasting; identify medical cost trends and provide leadership related to 
medical cost improvement initiatives. Our Director, Finance will also engage with our 
corporate health plan finance and actuarial teams to prepare proformas, budgets and 
ensure capital requirements are met. The Director, Finance reports to the Administrator. 


 


The Medical Director’s Office as further described in 3.15.1 is led by our Chief Medical 
Director is responsible for the quality of care delivered to our members. S/he oversees 
and is actively involved in all major clinical program components; the development, 
adoption and dissemination of clinical practice guidelines directly oversees and is 
responsible for our Internal Quality Assessment and Utilization Management Programs; 
chairs/co-chairs the Quality Improvement Committee (QIC), and Utilization Management 
and Credentialing Committees, and is actively engaged in the work of all of the health 
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plan Quality committees including, but not limited to the Pharmacy & Therapeutics, 
Provider Advisory, and Peer Review Committees. The Chief Medical Director will also 
have operational responsibility for the Pharmacy program, direct oversight of our 
Pharmacy Director and be directly engaged in the implementation of our Value Based 
Purchasing and Patient Centered Medical Home strategies. S/he will ensure the recipient 
individual Family Service Plans and Individualized Education Programs are followed, will 
provide after-hours support, as necessary, and will report to the Administrator. 


 


The Vice President, Medical Management will have operational responsibility for Medical 
Management supported by a team comprised of the Case Management, Disease 
Management, Telehealth and Utilization Management functions (including integrated 
behavioral health). S/he also will be involved in implementing Value Based Purchasing 
strategies, among other key responsibilities. S/he will participate in all Quality 
Committees and report directly to the Administrator, with a dotted line responsibility to 
the Chief Medical Director.  


 


Day-to-day activities of our Recipient and Provider Service functions (including Member 
Advocates (Concierge Services – Member Engagement Team) will be overseen by our 
Director, Member and Provider Services. S/he will ensure appropriate staffing levels to be 
able to provide Members and Providers prompt assistance to their questions/inquiries. 
S/he will monitor performance metrics ensuring compliance with internal and DHCFP call 
center standards. 


 


Our Grievance and Appeals (G&A) Coordinator will staff the Grievance, Appeals, and Fair 
Hearing function. S/he will manage/adjudicate Member Grievance and Appeals and 
requests for Fair Hearings and also manage/adjudicate Provider Grievances and Appeals 
(both administrative and medical necessity) according to mandated timeframes and other 
contractual/legal requirements. The G&A Department will also assist Members 
throughout the Complaint, Grievance and DHCFP Fair Hearing process. The G&A 
Coordinator will report to our Director, Quality Improvement who reports directly to the 
Chief Medical Director. 


 


Our Sr. Vice President, Business Operations (Claims Administrator) is responsible for all 
claims processing activities. These responsibilities include developing, implementing 
and administering a comprehensive Nevada Managed Care claims processing system 
and function capable of paying claims in accordance with DHCFP, State and federal 
requirements while meeting or exceeding the terms of DHCFP contract, including claims 
processing timelines and accuracy standards. He will ensure, in conjunction with the VP 
Ops, that Members and Providers receive quick, accurate responses to their claims 
issues and concerns and he will ensure accurate encounter data is submitted to DHCFP. 
The Sr. Vice President reports directly to our Corporate President and CEO. 


 


Our Chief Information Officer (CIO) oversees our Management Information Systems and 
the staff who develop and operate the information systems and technology solutions that 
will meet health plan, DHCFP, State and federal requirements. Our CIO reports directly to 
our Corporate President and CEO. 


 


Our Corporate Compliance and Special Investigative Unit/SIU/Fraud and Abuse support 
team will oversee our company-wide Program Integrity Program and Program Integrity 
Unit with local oversight by the Sr. Director, Compliance. The Corporate team will ensure 
there is dedicated staffing at a minimum 1:50,000 member ratio for the Nevada 
Medicaid/Check Up Program Integrity Unit. Locally, our Sr. Director, Compliance will 
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administer and oversee our local health plan Compliance and Fraud, Waste and Abuse 
(FWA) Programs including HIPAA oversight. S/he will monitor compliance with all 
contractual requirements, Mental Health Parity, State and federal laws, statutes, rules 
and regulations and oversee functional policy and procedure development to ensure 
compliance. S/he will work closely with DHCFP and our Corporate Special Investigations 
Unit to ensure that all potential or confirmed incidents of FWA are reported to DHCFP 
Program Integrity Unit and addressed appropriately. S/he also has direct access to the 
Board of Directors on FWA issues, reports to the Administrator and chairs the Plan 
Compliance Committee, which is directly accountable to the Board of Directors.  


 
3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the vendor’s Nevada administrative offices, 
key personnel may be responsible for more than one area. The vendor shall ensure that all staff has 
appropriate training, education, and experience to fulfill the requirements of their positions, including the 
Nevada Medicaid/CHIP Operations Manager. The vendor shall inform DHCFP in writing within seven (7) 
calendar days of any changes in the following key positions: 
A. Administrator; 
B. Chief Financial Officer; 
C. Medical Director; 
D. Recipient Services Manager; 
E. Provider Services Manager; 
F. Grievance and Appeals Coordinator; 
G. Claims Administrator; and 
H. Nevada Operations Manager. 


 


As we noted in 3.15.3 above, all of our permanent Executive Management team including 
the Nevada Medicaid/CHIP Operations Manager, (our Vice President of Operations) will 
be full-time, physically located in Nevada, and solely dedicated to the Contract with the 
exception of our Chief Information Officer (CIO) and Sr. Vice President, Claim Operations 
who are located at our company headquarters.  


 


The following table provides a cross-walk of DHCFP Key position titles to our health plan 
titles found in the organizational charts in response to 4.1.11.7. We have included four 
additional staff to the list of Key Personnel.  


 


DHCFP Title Health Plan Title 


Administrator Chief Executive Officer 


Chief Financial Officer Director, Finance 


Medical Director Chief Medical Director 


Recipient Services Manager Director, Member and Provider Services 


Provider Services Manager Director, Member and Provider Services 


Grievance and Appeals Coordinator Grievance and Appeals Coordinator 


Claims Administrator Sr. Vice President, Claims Operations 


Nevada Operations Manager Vice President, Operations 


N/A Vice President, Medical Management 


N/A Chief Information Officer 


N/A Sr. Director, Compliance 


N/A V.P. Network Development and Contracting 
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In Section 4.4 of this proposal, we have provided resumes for our Transition Leadership 
Team, permanent Chief Information Officer and Sr. VP, Claim Operations listed in the 
table above. As noted earlier in this response, our Transition Leadership Team is 
comprised of seasoned, functional leaders who will lead the organization while recruiting 
the full-time staff who will assume responsibility after being fully trained and on-boarded. 
We will ensure all local employees hired have appropriate licensure, education, 
experience and training, and be on board prior to readiness review.  


 


TRAINING FOR ALL EMPLOYEES: A CORE UNDERSTANDING OF OUR 
POPULATIONS AND PROGRAMS  


Onboarding and Training 
Once staff are hired, a full onboarding process occurs to ensure readiness. We prepare 
State specific training materials which also include mandatory CMS program 
requirements. We will ensure that our staff are fully prepared to deliver current and 
complete information regarding all Nevada Medicaid and Check Up benefits/services, 
requirements and our services to Members and Providers at Go Live and beyond. Our 
well established, defined and tested training protocols ensure that all staff, in all 
departments, are trained at hire and ongoing for their specific responsibilities and 
programmatic changes.  


 


Robust and Comprehensive Preparation 
Our comprehensive initial new hire curriculum includes in-depth training on the Medicaid 
program and regulations; enrolled populations; cultural competency; and staff conduct 
related to confidentiality, privacy, and fraud, waste and abuse. We also will draw on the 
staff expertise of our Transition Leadership Team to help execute training programs 
enterprise-wide and at the functional department level. We will monitor for training 
completion and comprehension, and encourage continuous performance improvement 
through refreshers, retraining, and mandated plan-wide and role-specific classes. 


 


We will provide a robust mandated training program for all levels of staff. From initial 
orientation through role-specific training, we will provide a context rich in information 
specific to Nevada populations, geography, cultures, and State programs and initiatives. 
We also develop and deploy our trainings via eLearning modules using webinars, slide 
decks, video, checklists and other training modalities. These modules are available to all 
staff, promoting cross-training, retraining, and staff career advancement.  


Below, we provide details on:  


 Our curriculum for onboarding new staff enterprise-wide to ensure all staff in all 
departments understand foundational information about our Members, Providers, 
service delivery, program and contractual requirements, and functionality of 
Information Systems necessary to complete job functions.  


 Our curricula for role-based training of newly hired Member and Provider-facing 
staff at the functional level, and ongoing training to maintain skills. All curricula 
are specific to staff areas of responsibility  


 How we track completion and measure comprehension of information at all levels 
of training. 


 


We will work to attract, develop, and retain the best and brightest talent available and 
provide training in our local office using experienced local staff with assistance from our 
Corporate and Transition Leadership Team. Our Training and Development Department 
(TDD) establishes and monitors five major objectives for local training of internal staff:  
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 Maintain a standardized new/hire training checklist for each position 


 Maintain a training curriculum that addresses all of our Company core values, 
including cultural competency 


 Increase the expert use of technology, including web and computer-based 
training, to reach a broader audience at higher quality and less cost 


 Continuously evaluate training effectiveness and expand training opportunities 


 Maintain ongoing, immediate training response for any changes to programs, 
policies, procedures or contract requirements.  


 


Locally, our Compliance Department will establish and monitor processes for new hire 
training and immediate and ongoing training for any changes to programs, P&Ps, or 
contract requirements. 


 


New Employee Orientation 
Our Compliance Department, along with our TDD, will develop, maintain, and update the 
new employee orientation curricula. Our Compliance and Human Resources staff will 
conduct the new employee orientations locally. Training will begin with “Our Company 
101,” an eLearning course shown in the table below, and will be followed by Nevada-
specific training. 


Training Frequency and Monitoring of Completion and Comprehension  
Below we provide examples of the required coursework for new employees. Coursework 
includes oral and computer-based quizzes to ensure comprehension.  


 


Required Coursework for all New Employees 


Name of Course Course Description 


Company Overview and Company 
Guidelines 


General description of the Corporation, including company 
history and senior leadership; overview on what is 
expected of employees 


Demo Course Familiarizes users with web based training, provides a 
review of our educational web tools and Enterprise 
Knowledge Center 


Diversity and Anti-Harassment Details on our diversity and anti-harassment guidelines 


Compliance and HIPAA Training  Our corporate compliance philosophy and programs; 
Member privacy training - federal regulations and 
importance to Member health and safety 


Preventing Workplace Violence Mandatory training to prevent violence in the workplace 


Cultural Competency and ADA 
Accessibility 


Basic overview of cultural differences, similarities, styles, 
and an appreciation of different cultures, including People 
First Language and Culture of Disability; appropriate, 
efficient and effective use of translation and interpretation 
vendors, with emphasis on delivering culturally and 
linguistically appropriate service.  


Member and Provider Services 
Overview 


Review of the services extended to Members and Providers 
through the call center, community health workers, and 
Member outreach and education 


Billing Errors, Abuse and Fraud 
(BEAF)  


Overview of BEAF Plan and our Special Investigation Unit; 
mandatory overview of the False Claims Act  
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Nevada 101 
The Sr. Director, Compliance will provide an overview of the Nevada Medicaid and Check 
Up Programs and specific programs covered by our plan; program populations and 
eligibility requirements; covered benefits; and the Medicaid recertification processes.  


 


New hires learn about all departments and functions, such as Quality, Medical 
Management, Network Development/Contracting, Provider Engagement and Customer 
Service; all P&Ps, including how to locate them in our intranet and compliance system 
and the importance of adherence; specialty programs for Members, such as Care 
Management, EPSDT, and Disease Management; Quality Improvement and each 
employee’s responsibility for quality; a review of our Provider Network and coverage 
areas; the role of Prior Authorization and other core Medical Management functions; and 
each employee’s responsibilities in the prevention, detection and reporting of fraud, 
waste or abuse. Training also includes a review of our Cultural Competency Plan, which 
describes our approach to ensuring that all services are provided in a culturally 
competent manner to all Members, including those with limited English proficiency; 
physical, communications or developmental disabilities; and diverse cultural and ethnic 
backgrounds.  


 


Role-Based Training: An Ongoing Investment for Outstanding Service Delivery  
Certain positions within our health plan require specialized skills and expertise beyond 
those our new hires already possess. Each department will provide a core curriculum 
specific to its area of responsibility, incorporating all the systems necessary to 
successfully carry out their job functions at hire, and then provide ongoing training to 
ensure quality performance. Because Medical Management staff provide personal, one-
on-one Member and Provider contact, we will have dedicated, full time Clinical Trainers 
on staff. Other departments such as Customer Services and Provider Engagement will 
assign designated training resources which will evolve to dedicated training resources 
as enrollment increases. These Trainers will develop and conduct initial and ongoing 
training; coordinate expert trainers and programming from other departments, our 
affiliates, and external Nevada and national expert resources; conduct comprehensive 
training needs assessments with feedback from staff on applicability of training to the 
job; and analyze data and reports to develop additional trainings.  


 


These job-specific trainings are instructor-led using adult learning principals to 
accommodate all learning styles. They include written, oral, hands-on, or role-playing 
assessments at intervals to check for comprehension and ability to perform tasks 
successfully in a customer-focused, quality-driven model. Individual departments also 
may employ mentoring methodologies (i.e., side-by-side supervision, daily audit of work) 
for new hires. 


 


For example, Medical Management staff must also attend function-specific training that 
may cover topics such as: 


 Clinical Guidelines and use of 
Interqual Criteria 


 Discharge planning 


 Trauma Informed Care for 
children/youth in foster care 


 Disease Management programs 
and referral processes 


 Care Management triggers, 
regional issues and resources. 


 


Monitoring Completion and Comprehension 
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We will test for competency and monitor for proficiency in professional skills, effective 
use of tools, and appropriate customer service delivery before a new employee works 
independently in any role. For example, Member Service Representatives “shadow” an 
experienced staff person or supervisor, then take calls for one week under direct 
supervision and full-time monitoring. Supervisors monitor all new field staff, such as 
Care Managers, as they conduct one-to-one meetings with Members. New hires must 
demonstrate mastery of all appropriate skills prior to working alone. If there are gaps in 
the knowledge transfer, the Supervisor retrains and coaches the new employee and 
schedules additional formal training sessions. The Trainers maintain records for new 
hire training completion. 


 


Staffing Changes 
We will inform DHCFP within seven days should we have any changes in the Key 
Personnel positions listed above. 


 


3.15.4 Subcontractors 
The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health care 
professionals.  
 
The vendor shall comply with the following: 


 


We will comply with all requirements set forth in the RFP, including all requirements 
related to 42 CFR 438.214 related to subcontractors, as well as all state requirements 
listed below. 


 


Our subcontractors will align their quality strategy with Nevada state priorities and the 
health plan to support excellent member care and operational excellence. They will 
coordinate and integrate with our health plan. For example, our behavioral health 
subcontractor sources and staffs the health plan integrated care team with licensed 
behavioral health clinicians to align care management strategy; ensures a holistic, 
population health approach to member care planning and support; and provides 
behavioral health focus and subject matter expertise for management of co-morbid 
conditions. Integrated care teams meet weekly to review care plan progress; identify and 
remove barriers to successful completion of care plan goals; and engage community 
providers in the care planning process. This approach improves member engagement in 
care management programs by eliminating multiple and redundant hand-offs between 
physical health and behavioral health care managers and assists in establishing trust 
and rapport between the care manager and the member. 


 


Embedding key performance metrics and plan performance goals into a comprehensive 
clinical and operational quality work plan while implementing process improvement 
activities will help ensure performance targets will be met or exceeded. Along with our 
subcontractors, we will collaboratively develop, implement, and monitor large scale 
quality improvement studies to ensure that we target systemic and individual member 
outcomes improvement, using a holistic, population health approach to the implemented 
interventions. 


 
3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or 
activity delegated under the subcontract; 


 


As a health plan committed to creating more positive health outcomes for our Nevada 
members, we understand that we are ultimately responsible for all products, services 
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and obligations agreed to by the health plan and the State of Nevada. We will ensure that 
our subcontracted providers meet state requirements by including the appropriate 
provisions that follow all the state’s requirements. These provisions will act as a 
safeguard to ensure the successful fulfillment of all contractual obligations agreed to by 
our health plan and the State of Nevada. We will also agree to ensure that the State of 
Nevada is indemnified, saved, and held harmless from and against any and all claims of 
damage, loss, and cost (including attorney fees) of any kind related to a subcontract in 
those matters described in the contract between the State of Nevada and our health plan.  


 
3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The vendor must 
evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


 


We take full responsibility for oversight of all our network subcontractors and will be 
accountable for all subcontracted responsibilities. To properly evaluate our network 
subcontractors, we will set in place time-tested, best practices developed and refined 
through years of fulfilling publicly held contracts. These best practices will bring to 
Nevada a multi-layer risk management approach to subcontractor oversight. These are 
based on our organizational commitment to accountability and responsibility for all 
contractual obligations including those delegated to any affiliate or subcontractor.  


We as a health plan maintain preventive care programs for all members, and work with 
our subcontractors to do the same. For example, our vision benefits subcontractor 
conducts multi-channel member outreach to improve preventive care outcomes for 
members at risk of developing diabetic retinopathy—the leading cause of adult blindness 
in the United States.  


 


Outreach is coordinated between our health plan case management, health plan internal 
efforts, and/or other subcontractors as appropriate to ensure the best member 
experience is delivered. This program includes member and provider mailings, online 
provider messaging, and telephone outreach. Telephone member outreach is a 
concierge-style service to perform member education, help members setup 
appointments with a participating provider of their choosing, coordinate transportation 
services as applicable, and conduct targeted follow-up calls to members who may have 
later missed their scheduled appointment. In multiple affiliate states, this effort has 
improved member compliance rates over the two-year period ending in December, 2015 
from the 50th percentile—as established by NCQA industry benchmarks—to greater than 
the 75th percentile. Similar partnerships for this effort to close gaps in member eye care 
helped over 43,000 diabetic members receive their annual eye exam in 2015. 


 


Our Compliance Department will oversee the subcontractor vetting/pre-contracting audit 
process, the annual audit process, and monitor the contractual requirements between us 
and our subcontractors. While each department or functional area interacts with 
subcontractors, we will also be fully responsible and accountable for supporting and 
monitoring contractual compliance related to those specific products, services or 
obligations.  


 


Our policies and procedures and delegated services agreements will provide the 
mechanisms for outlining expectations and tools to enforce fulfillment of all contractual 
obligations. Vetting subcontractors includes pre-contracting audits. All new 
subcontractors will be vetted by our Corporate Compliance Performance Office and will 
usually be scheduled 60 calendar days prior to the effective start date of the Entity-
Vendor Agreement. However, if the subcontractor already provides services to other 
affiliated entities, the most recent audit will serve as the pre-contracting audit.  
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Evaluating Prospective Subcontractors. We understand how important it is to confirm 
the readiness of our subcontractors to meet all Nevada requirements and to ensure the 
best services for our Nevada members. Therefore, we will conduct a pre-contract audit of 
all proposed subcontractors with delegated functions. When a subcontractor contracts 
with two or more of our affiliate health plans we benefit from sharing auditing and 
oversight responsibilities with our parent company. The Compliance Audit Team 
conducts a pre-contract audit of key potential subcontractors prior to contracting (with 
an annual audit thereafter). These comprehensive audits include an onsite review to 
evaluate the subcontractor’s ability to perform contracted services and to ensure 
compliance with all contractual requirements. Depending on the functions contracted, 
this audit includes, but is not limited to reviews of: financial stability, administration and 
operations (such as management information systems and HIPAA); claims/encounter 
processing; member and provider complaints/grievances and appeals; provider 
contracting, credentialing and recredentialing practices; compliance program; and 
quality management, utilization management, and/or disease management programs, 
and ensure all subcontractors comply/will comply with federal and state laws and 
regulations. 


 


Subcontractor Written Agreement. Once successfully vetted, all our subcontractors 
with contracted services will enter into a written agreement with us that will include a 
description of services and responsibilities to be provided or other activities performed 
by the plan and the subcontractor, payment timeframes, requirements for recording 
keeping, and a commitment to comply with all local, state, and federal requirements (a 
complete list of responsibilities is listed in 3.15.4.).  


  


Subcontractor Annual Audits. To ensure consistent quality subcontractor services to 
our Nevada members, subcontractor annual audits will be scheduled with our 
Compliance department, and a subcontractor audit schedule is developed every year 
based on the subcontractor’s risks. The audit schedule will be developed by November 
of the preceding year And the selected dates will be based on a 12-month cycle, with 
dates no later than 60 calendar days from the previous audit, and our risk exposure will 
determine frequency of the audits and location (on or off-site). 


 


The schedule will be published on a SharePoint and updated throughout the year based 
on newly identified subcontractors or changing risks. Evaluation tools will include, at 
minimum, questionnaires, compliance reviews, desk review tools, and, if required, file 
review tools. If CMS or state requirements are more stringent than the NCQA standard, 
additional files will be reviewed in accordance with those requirements. 


 
3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall be prior- 
approved by DHCFP. Prior to the award of any subcontract or execution of an agreement with a 
delegated entity, the vendor must provide written information to the DHCFP disclosing the vendor’s 
ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if applicable. All 
subcontracts shall be submitted to DHCFP for approval prior to their effective date. Failure to obtain 
advance written approval of a subcontract from DHCFP will result in the application of a penalty of 
$25,000 for each incident; 


 


We agree and comply that we will disclose any ownership interest in a subcontractor or 
delegated entity if we own, indirectly or directly, 5% or more of a subcontractor’s capital 
or stock, or receive 5% or more of its profits or if we have an interest in any mortgage, 
deed of trust, note or other obligation secured in whole or in part by our health plan or by 
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its property or assets and that interest is equal to or exceeds 5% of the total property or 
assets. Further, we agree and comply with the requirement that all subcontractors will be 
submitted to DHCFP for approval prior to their effective dates, and that failure to obtain 
advance written approval from DHCFP will result in a $25,000 penalty for each incident. 


 
3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


 


We agree and will comply that we will, by the service start date or whenever a change 
occurs, submit to DHCFP for review and approval, the names of any material 
subcontractors and the names of their principals that we will hire to perform any of the 
requirements of this Contract.  


 
3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all 
agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention. The vendor has the 
responsibility to assure that subcontractors are adequately insured to current insurance industry 
standards; 


 


All agreements and subcontracts relating to this Contract will be kept in writing. Copies 
of all these documents will be provided to DHCFP within five days of receiving a request 
for them from DHCFP. These written documents and any copies sent to DHCFP will 
contain the relevant provisions appropriate to the subcontracted activity or service, and 
will specifically include information related to confidentiality, HIPAA requirements, 
insurance requirements, and record retention as well as any other pertinent data. Our 
subcontractor contracts will also require all subcontractors to maintain adequate levels 
of insurance, in line with all Nevada and industry standards, and understand that it is our 
responsibility to assess and monitor compliance with these standards.  


 
3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to relieve the 
vendor of its legal responsibility under the Contract; 


 


We will accept full responsibility for meeting all of the requirements of the Contract 
regardless of any subcontractor’s performance for any of their contracted 
responsibilities. We will provide a level of auditing and monitoring for each 
subcontractor directly related to their risk exposure. Auditing activities can include a 
Questionnaire, Compliance Review, desk review tools and/or file review tools. The scope 
for ongoing monitoring and oversight will take into consideration NCQA, CMS, State and 
Federal Laws and State Contract requirements along with the subcontractor’s risk 
exposure. Minimum auditing and monitoring activities could include, but are not limited, 
to:  


 Business Owner accountable for monitoring subcontractor performance on a day-
to-day basis. 


 Conduct at least quarterly Joint Oversight Committee meetings with 
Subcontractor and maintain documented minutes to include the following: 


 Performance for areas contracted to perform services 


 Member/provider experience, to include complaints/grievances review 


 New Business issues 
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 Require dashboards or performance reports at least monthly; if a subcontractor is 
on an Action Plan, performance reports or dashboards may be required more 
frequently 


 Request Action Plan if the subcontractor is underperforming, including 
implementing financial penalties as applicable. 


 Document oversight and monitoring activities on an ongoing basis. 


 
3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing sanctions 
if the subcontractor’s performance is inadequate or substandard; 
 


 


We recognize the significance of regulatory reporting to our business as it is the primary 
data set a state or federal partner uses to value our service, measure health outcomes, 
and determine our performance to requirements outlined in contracts. Compliance 
Reporting is a key business process for us and relies on engaging multiple areas in the 
organization to ensure our regulators receive an accurate and timely view of business 
performance on contractual or regulatory requirements. Our Compliance Reporting 
Program is designed to describe the roles and responsibilities of the various 
stakeholders and the processes that are used to produce and deliver reports. Like our 
programs in our affiliate health plans, our Nevada program will include: 


 Our goals, which will be to ensure all reports and data delivered to state and 
federal agencies are submitted timely and that these reports accurately reflect our 
business performance in accordance with the specifications and templates 
outlined by our regulators. 


 A list of definitions to create a common language between ourselves and our 
subcontractors 


 Our tools and systems that we will use and will expect them to use to track, 
change, and issue reports 


 Guidelines to ensure accurate, timely reporting. These guidelines will ensure an 
effective use of all resources dedicated to this process and will serve a tool for the 
effective development and extraction of data for delivery to Regulators. Our 
Corporate Compliance and health plan oversight teams, health plan compliance 
staff, subject matter experts, CEO, and other staff members will be encouraged to 
have conversations with all subcontractors regarding compliance reporting, as all 
these individuals are partners in the process. Due to the complex process for 
developing state and federal reports, resources will be dedicated, engaged, and 
accountable to one another.  


 Details of our subcontractors’ provisions include: 


 A description of services to be provided or other activities performed by the plan 
and the subcontractor  


 The timeframes for paying in-network providers for covered services 


 The release to the health plan of any information necessary for the health plan to 
perform any of its obligations under the contract  


 The ability for a health care provider to challenge or appeal the failure of the 
health plan or subcontractor to cover a service 


 The provision that the subcontractor’s facilities and records be open to inspection 
by the health plan and appropriate federal and state agencies, as well as the 
medical records, or copies thereof, being provided to the health plan, upon 
request, for transfer to subsequent subcontractors for review by the state agency 
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 The requirement that each health care provider maintain comprehensive medical 
records for a minimum of five years 


 The mandate that subcontractors accept payment from the health plan as 
payment in full (no balance billing) and not collect payment from members 


 The prohibition of any financial incentive arrangement to induce subcontractors 
to limit medically necessary services. If a financial incentive arrangement is 
implemented with the plan and subcontractor, it shall be included in the 
subcontract. If these financial incentive arrangements change, the subcontractor 
will immediately notify the health plan so the health plan can notify the state 
agency. 


 The mandate that the health plan may not prohibit, or otherwise restrict, a health 
care professional acting within the lawful scope of practice, from advising or 
advocating on behalf of a member who is his or her patient 


 The prohibition against subcontractors conducting or participating in health plan 
enrollment, disenrollment, transfer, or opt out activities and/or influencing a 
member’s enrollment 


 The provision that all hospital subcontracts require that the hospital 
subcontractor notify the health plan of births where the mother is a member; 
subcontracts will specify which entity is responsible for notifying DHCFP of the 
birth 


 The mandate that for contracted services, the subcontractor follow claim 
processing requirements set forth by DHCFP 


 Policies regarding the termination of the subcontract between the health plan and 
the subcontractor as necessary, with provisions in accordance with federal and 
state laws and regulations 


 Provisions that in the event of the subcontractor’s insolvency or other cessation 
of operations, covered services to members shall continue through the period for 
which a capitation payment has been made to the health plan or until the 
member’s discharge from an inpatient facility, whichever time is greater 


 The provision that health plan and its subcontractors establish reasonable timely 
filing requirements for claims to be filed by a provider for reimbursement and 
inform its provider network of the timely filing requirements 


 The ability for the health plan to revoke the subcontract agreement or impose 
other sanctions if the subcontractor’s performance is inadequate 


 The health plan’s expressed agreement and understanding that consumer 
protection is integral to Nevada’s Managed Care program. All contracts between 
our health plan, subcontractors, and providers will ensure that the provider 
complies with the consumer protection provisions outlined in the marketing 
guidelines 


 The ability for each member to obtain one free copy of his or her medical records 
annually, with a fee for additional copies that does not exceed the actual cost of 
time and materials used to compile, copy, and furnish such records 


 The requirement that the subcontractor comply with all fraud, waste, and abuse 
provisions contained herein that will be applicable to providers or other 
subcontractors 


 Provisions that the subcontractor will screen its employees and subcontractors to 
determine whether any of them has been excluded from participation in Medicare, 
Medicaid, CHIP, or any federal health care programs, has failed to renew license 
or certification registration, has revoked professional license or certification, or 
has been terminated by DHCFP  
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 The requirement that subcontractors that are providers and/or benefit 
management organizations make disclosures to the health plan of full and 
complete information regarding ownership, financial transactions and persons 
convicted of criminal activity related to Medicare, Medicaid, or the Federal Title XX 
programs in accordance with federal and state requirements 


 That the benefit management organization collect the disclosure information from 
its subcontracted providers 


 At the stage of credentialing and recredentialing 


 Upon execution of the provider agreement with the benefit management 
organization 


 Within 35 calendar days of any change in ownership of the provide 


 At any time upon request by DHCFP for any or all of the information described 
herein, the benefit management organization will promptly provide to the health 
plan the disclosures that it has collected from subcontracted providers 


 The requirement that no services under the subcontract be performed outside the 
United States 


 
3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, consistent with 
industry standards and/or State laws and regulations. If the vendor identifies deficiencies or areas for 
improvement, the vendor and the subcontractor must take corrective action; 


 


As described in 3.15.4.2, we will monitor all subcontractor reporting and performance to 
contractual requirements on an initial and on-going basis. In the event we identify an 
issue during an on-going audit with a subcontractor’s reporting, performance metrics, 
other contract requirements or service levels or receive a notice of non-compliance, 
sanction or complaint from a regulatory agency, we will promptly communicate such 
issues to the subcontractor during routine calls, Joint Oversight Committee (JOC) 
meetings and/or in writing. The purpose of the JOC is to monitor all functions delegated 
to the subcontractor and to help facilitate meaningful health plan - subcontractor 
operational efficiencies and support for the subcontractor. In addition, we will follow a 
progressive process with the subcontractor to ensure all issues are promptly addressed 
and initiate a corrective action process, if warranted.  


 


Monitoring Subcontractors Encounter Data. All of our subcontractors who receive 
claims and encounter submissions from providers on behalf of our DHCFP programs will 
be contractually obligated to submit encounter data to us, with financial sanctions and a 
Corrective Action Plan (CAP) applicable if documented service level agreements related 
to encounter submissions to us are not met. In addition, we also hold our enterprise-wide 
subcontractors responsible for the integrity of claims data and for contributions to 
encounter transactions provided to DHCFP. Subcontractors are routinely provided 
oversight and required to address issues or concerns regarding incomplete, inaccurate, 
or untimely data. Upon encounter submission, we review that all claims data are 
submitted to DHCFP.  


 


Monitoring Subcontractor Performance. Our health plan business leaders monitor 
subcontractor performance (including encounter submissions) formally via quarterly 
operational reviews to ensure our recipients are being served appropriately. 
Subcontractor JOCs are also conducted and include our executive and operational staff, 
including our subcontractors. In addition, we perform an annual delegation audit related 
to claims administration. 







646 
 


 


Subcontractor Corrective Action Process. As outlined above, we have a documented 
corrective action process to address non-compliance or deficiencies in performance with 
our subcontractors. All subcontractors serving Nevada members will be placed on a 
Quality Improvement Plan (QIP) if: 


 Any audit tool falls below a compliance level of 90% or the subcontractor’s 
performance is not meeting contractual requirements; the subcontractor will be 
required to provide a QIP within 15 calendar days of the request; The QIP shall 
address all items noted in the Findings of the Executive Summary. 


 If the subcontractor is not making progress on the QIP within 30 calendar days, 
management will be notified at the subcontractor. 


 If the subcontractor fails to make progress on the QIP within 45 calendar days, 
executive leadership will be notified at the subcontractor to ensure appropriate 
action taken. 


 


If the subcontractor fails to correct the elements outlined in the QIP within 90 calendar 
days or a regulatory agency identifies a deficiency, we will request a CAP: 


 We will send a written notice outlining the issues and requesting a CAP 


 The subcontractor will document the detailed action plan with specific completion 
dates and return the CAP by the specified due date  


 All actions by the subcontractor must be completed within 60 calendar days, or 
sooner, if specified by the regulatory agency 


 We must approve the CAP outlined by the subcontractor, and, approval may be 
subject to final review and approval by the federal or state regulatory agency 


 Upon approval, the 60 calendar day or other specified timeframe will begin 


 


If a subcontractor does not make adequate progress within 30 calendar days of the start 
time for the CAP, we may escalate the matter to our executive leadership and that of the 
subcontractor and/or to the Sr. Director/VP, Ethics & Compliance for intervention. 
However, if the CAP is closed, we will send notification to the business owners, and 
other impacted parties. As applicable, the Compliance Officer will enter the CAP as a risk 
in our internal communication platform and track it until closure of the CAP. 


 


The QIP/CAP will be monitored monthly at a minimum, and there will be a monthly check-
in call with subcontractors to monitor progress on the QIP/CAP. Subcontractor progress 
on the QIP/CAP will be reviewed with staff f under the following guidelines.  


 Updates during staff meetings, Quality Improvement Committee and/or 
Compliance Committee meetings 


 Adhoc meeting or email requests if the subcontractor’s progress on the QIP/CAP 
is inadequate or could impact members  


 


Notification of unresolved QIP that will be escalated to a CAP. All QIPs and CAPs will be 
reported to our Executive Team and Compliance Committee of the Board. 


 
3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s 
intention to terminate any such subcontract; and 


 


We agree and confirm that we will notify DHCFP in writing immediately after notifying any 
material subcontractor of our intention to terminate our contract with them. 
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3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and 
complete information about the ownership of any subcontractor with whom the vendor has had business 
transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-month (12-
month) period ending on the date of request as required by 42 CFR 455.105. Failure to timely comply 
with the request will result in withholding of payment by the State to the vendor. Payment for services will 
cease on the day following the date the information is due and begin again on the day after the date on 
which the information is received. 


 


As required by 42 CFR 455.105, we have policies requiring the collection of information 
on subcontractors and require subcontractors to report this information if it changes. 
our Compliance Officer, or designee, will report to DHCFP any subcontractor with whom 
we will have business transactions totaling more than $25,000 during the 12-month 
period ending on the date of the request. This report will be filed in accordance with all 
regulatory requirements. We also understand that our failure to timely comply with this 
request will result in the state withholding payment for services rendered to members 
until the day after the date the information is received by the state.  


 
3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers. DHCFP agrees 
to protect the terms of vendor-Provider contracts, if the vendor clearly label individual documents as a 
"trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form. 


 


Understanding that DHCFP has the right to review contracts at any time between our 
health plan and our providers, we will be fully responsible for clearly labeling documents 
as a “trade secret” or as “confidential” as stated in Section 25 of Attachment D, Contract 
Form. 


 
3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the vendor will be financially 
responsible to refund the amount of the federal disallowance and the corresponding state share to 
DHCFP. If such disallowance is treated as a default or breach, or otherwise subject the vendor to 
sanctions under Section 13 of Attachment D ~ Contract Form, any such liquidated damages are not 
exclusive and are in addition to any other remedies available under this contract. All existing 
subcontracts, requiring amendments to meet the requirements of this contract, shall be amended. All 
future subcontracts must meet the requirements of this contract and any amendments thereto. 


 


We understand and acknowledge that we will be fully financially responsible for any 
refund and will be subject to Section 13 of Attachment D ~ Contract Form concerning a 
federal disallowance and the corresponding state share to DHCFP. All our subcontracts 
and amendments will meet DHCFP requirements. 


 


3.15.5 Policies and Procedures 
3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear 
understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and the 
providers (network and non-network). 


 


We will comply with DHCFP’s requirement to develop written policies and procedures 
(P&Ps) which provide a clear understanding of our program and its operations to our 
staff, DHCFP, other DHCFP vendors, and network and non-network providers as 
applicable. We will employ a variety of methods to ensure stakeholders have access to 
applicable P&Ps. Our staff will have access to P&Ps via our Employee Handbook, 
intranet, and Governance, Risk Management and Compliance (GRC) software system. 
DHCFP and other DHCFP vendors will have access to P&Ps via our GRC software system 
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and in hard-copy as requested. Network providers will have access to P&Ps via our 
Provider Handbook and Provider Portal. Non-network providers will have access to P&Ps 
via our public website.  


 
3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the vendor functions. The vendor’s policies 
and procedures must be kept in a clear and up-to-date manual. The Policy and Procedure Manual will be 
used as a training tool, and subsequently as a reference when performing contract related activities. The 
Policy and Procedure Manual must be reviewed at least annually for accuracy and updated as needed.  


 


We will develop and maintain written policies and procedures (P&Ps) in accordance with 
DHCFP managed care contract, amendments, attachments, and MSMs for each of our 
functional units. We will follow DHCFP requirements regarding the development, review 
and approval of new policies; guidelines for annual review; and timeframes around 
completion of any DHCFP requested policies or policy amendments. We will follow a 
similar process that our parent company has successfully implemented across all of its 
affiliate health plans. Having established procedures for the creation, maintenance and 
communication of P&Ps provides us with the documented controls required by licensing 
and accrediting agencies and ensures we are upholding federal and state regulatory 
standards and DHCFP contractual requirements. Our high-quality P&Ps will be 
maintained in a clear and up-to-date manual (Policy and Procedure Manual), and will 
clearly define roles, functions, and responsibilities for all operational activities. Our 
Policy and Procedure Manual will be used initially as a staff and subcontractor training 
tool, and subsequently will serve as a reference when performing Contract-related 
activities. 
 


Immediately upon award of a Contract with DHCFP, our functional area experts will 
review existing corporate policies and determine if a new customized policy is necessary 
to ensure that all DHCFP contractual requirements are met. The finalized P&Ps are 
loaded into the Governance, Risk Management and Compliance software system (GRMC 
System), where the P&P is routed to assigned approvers based on the areas of 
responsibility within the policy. For example, our system requires that any P&Ps 
affecting medical or quality management services are reviewed and approved by the 
Medical Director. 
 


We will review the Policy and Procedure Manual annually to determine if updates or 
revisions are required. A quarterly report will monitor adherence to annual reviews of 
P&Ps, and any late reviews will be communicated to management.  


 
3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation 
included as part of the Vendor Policy and Procedure Manual. DHCFP reserves the right to review and 
reject any policies or procedures believed to be in violation of federal or state law. 


 


We will comply with DHCFP’s requirement that vendors must submit at least three hard 
copies and an electronic copy of our Vendor Policy and Procedure Manual, including any 
exhibits, attachments, or other documentation included as part of our Vendor Policy and 
Procedure Manual. We acknowledge and agree that DHCFP reserves the right to review 
and reject any policies believed to be in violation of federal or state law. 


 


3.15.6 Implementation 
3.15.6.1 Vendor Plan 
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The vendor shall: 
 
A. Develop and submit to DHCFP for approval, no later than one (1) month after notification that DHCFP 
has selected it for Contract negotiations, a detailed work plan and timeline for performing the obligations 
set forth in the Contract for the first contract year. 


 


Within one month of our selection for contract negotiations with the Division of Health 
Care Financing and Policy (DHCFP), our implementation team will submit to DHCFP a 
detailed work plan and timeline for implementation of our health plan and operations for 
the first year of this Contract. The implementation plan will incorporate our high touch, 
local approach to implementing state-centered operating models ensuring we become an 
efficient and transparent partner with DHCFP. With experience gained in numerous 
Medicaid contract implementations, we possess the experience, processes, and 
implementation methodology that demonstrates understanding of the detailed steps 
needed to assure optimal operational performance aligned with DHCFPs mission to 
improve the health of Nevadans. Our approach further ensures our ability to perform the 
obligations in this contract for the first year and beyond.  


 


We possess demonstrated experience implementing numerous government sponsored 
programs similar to the Nevada Medicaid and Check Up program. We have an 
experienced implementation team focused on meeting key project milestones with 
utmost attention to implementation dependencies and interdependencies. Our 
implementation methodology further focuses on meeting and exceeding state timelines 
through effective risk mitigation and issue escalation strategies as appropriate. This 
expertise in contract implementation is illustrated in never missing a single deadline in 
state Medicaid contract implementation.  


 
B. Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that have 
been made to either, and describing the vendor’s current state of readiness to perform all Contract 
obligations. Until the service start date, the vendor shall provide biweekly written updates to the work plan 
and timeline, and thereafter as often as DHCFP determines necessary. 


 


We will provide DHCFP bi-weekly written update reports to the work plan and 
implementation timeline, or as often as necessary, as part of our process to implement 
the new Nevada Medicaid and Nevada Check Up contract award as required until the 
service start date and thereafter in accordance with DHCFP’s requirements and requests. 
Our implementation methodology incorporates continuous improvement processes that 
ensure we constantly evaluate our tasks, timelines and processes to maintain readiness 
to perform and exceed contract requirements and expectations. We accomplish on-time 
start-up processes by working in close collaboration with state partner agencies and 
assuring we communicate effectively with all program stakeholders. 


 
C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business days 
prior to the service start date, all deliverables to allow for timely DHCFP identified modifications. 


 


We will provide to DHCFP all deliverables as required no less than ten (10) business days 
prior to the service start date of the new Contract and maintain strong communication 
with DHCFP to assure we make timely modifications if identified by DHCFP. 


 
D. Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall 
implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements 
with a sufficient number of providers to ensure satisfactory coverage of initial enrollments. The DHCFP 
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reserves the right to require an access report at any time after the service start date when barriers to 
access or network inadequacies are identified or are questionable. 


 


Our implementation team is currently active on the ground in both Clark and Washoe 
counties developing our foundation through engagement of potential providers and 
other stakeholders. Based on past contract implementations we anticipate having a 
robust network of providers and subcontractors established prior to contract start date 
assuring sufficient access to care for our initially enrolled members. We continuously 
monitor provider networks to ensure they comprise the right mix of primary care and 
specialty providers to serve members in a timely manner and in the right setting. Our 
network development team constantly assesses the geographic accessibility and 
availability of our provider network including: 


 mapping our proposed provider network using geographic access reports 


 identification of new providers to enhance the network 


 establishing access in accord with DHCFP contract  


 We understand that at any time DHCFP may require a network access report if 
access barriers or network inadequacies are identified or in question. Because of 
our extensive experience in provider network implementation across numerous 
Medicaid state contracts, we do not anticipate any such inadequacies but will 
partner and support DHCFP with access reports if the need is identified. 


 


We will meet and exceed DHCFP goals for the Nevada Medicaid and Check Up programs 
by developing a robust contracted provider network to deliver the scope of services and 
benefits meeting the needs of our Nevada Medicaid and Check Up members. Our network 
development team is currently on the ground in Nevada leveraging their experience in 
building numerous statewide networks addressing the specific needs of each individual 
market and its unique health care landscape. Our network development team has already 
secured numerous Letters of Intent from potential contracted providers as we continue 
to meet with hospitals, health systems, physicians, specialists, and other health care 
practitioners in both Clark and Washoe counties. In addition, we will continuously 
monitor and routinely report to DHCFP our network development progress. 


 
E. Ensure that all workplace requirements the DHCFP deems necessary, including but not limited to office 
space, post office boxes, telephones and equipment, are in place and operative as of the service start 
date. 


 


We will comply with all DHCFP workplace requirements including office space, post 
office boxes, telephone and equipment and any other facility and operational 
requirements prior to the start date of Contract operations. We will choose new office 
locations in both Clark and Washoe counties to best serve our Medicaid and Check Up 
members. These facility and operational processes such as office space set up; phone 
system and other equipment are key components of our implementation plan with 
dedicated staff assigned to the effective launch of each function. Our process entails 
comprehensive testing and remediation long before the service start date to ensure 
telephones and equipment are operable allowing us sufficient time to make any 
necessary adjustments prior to the service start date. 


 
F. Ensure that there is no interruption of covered services to enrolled recipients and work cooperatively 
with the DHCFP to meet these requirements. 
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We work tirelessly to assure members receive the appropriate level of care in the right 
setting assuring care is provided without interruption of services. Our robust and 
comprehensive process for establishing operations in Nevada will ensure no disruption 
of covered services. Establishing network practices that center on member’s continuity 
of care begins with the successful implementation of a practical and workable provider 
network, complete staffing, and operations to ensure member’s needs are met on the 
first day of services. Our comprehensive provider education and training establishes our 
goal with each provider to assure that each member has access to high quality services 
leading to optimal outcomes without any interruption of care. Assuring the continuity of 
care of our members is an important concern of our implementation team and our care 
management staff to ensure a smooth transition from FFS to managed care and 
members transitioning from an incumbent MCO to our health plan. We use utilization, 
care plan data, and other information for members transitioning their care to effectively 
continue their health care services. We follow our comprehensive policies and 
procedures to assure that members access non-network providers as needed and also 
conduct provider outreach and training to ensure non-network providers do not 
discontinue services. New member welcome calls and HRAs also aid in identifying the 
use of non-network providers and process for contracting with these providers to ensure 
continuity of care forwarding needed information to provider network development 
teams and others. 


 
G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. (Pacific 
Time) on the first day of the open enrollment period for recipient access and remains in operation for the 
duration of the contract, unless otherwise directed or agreed to by the DHCFP. A single telephone 
number may be utilized as long as there is a menu option to channel different caller categories, e.g. 
recipients, providers, etc.   


 


We will comply with DHCFP’s operational and facility requirements including toll-free 
telephone operations assuring that telephone and other technological systems are 
functional when our offices begin operations prior to commencement of member open 
enrollment. We possess the operational and technological expertise gained in numerous 
Medicaid state contract implementations to assure our computer, phone, and other 
essential systems will provide members with the access they need for the duration of the 
Contract in accord with DHCFP requirements. Our telephone systems use a menu option 
to assure members, providers, and others receive timely and efficient access to the 
appropriate member and provider service personnel. Our call center operations 
incorporate one single toll-free phone number for both providers and members and are 
staffed by fully trained Member Service Representatives hired, trained and in place based 
on anticipated member and provider call volumes. Call center operations include fully 
operational TTY/TDD and language line services. 


 
H. Establish and implement enrollment procedures and maintain applicable enrolled recipient data. 


 


We will meet all enrollment procedure and member data contract requirements set forth 
by DHCFP. Through numerous state Medicaid contract implementations we have created 
expert and streamlined enrollment processes and data systems meeting state required 
timelines with effective enrollment processes each and every time. Our member eligibility 
and enrollment database supports all informational aspects of our member’s relationship 
with our health plan, such as member identifiers, contact information, special needs, 
member preferences, etc., along with a history of any change to each attribute. These 
systems support and maintain accurate enrollment data, including 834 file transactions. 
We will proactively partner with DHCFP to receive test files and data fields for testing and 
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system configuration. Testing these systems in collaboration with DHCFP assures 
accurate receipt of eligibility and enrollment files as well as other essential data.  


 


Our member data management approach includes both a free-standing 
eligibility/enrollment database and an integrated via Service Oriented Architecture (SOA) 
to all core systems. We recognize the need for the collection of a broader expanse of 
member information, outside of the smaller subset of member data needed to process 
claims and support a wide array of member engagement, clinical, and wellness 
applications. 


 
I. Establish its Provider Network and maintain existing Provider Agreements with such Providers. 


 


We have already begun meeting with large health systems/academic medical centers, 
and other health care providers to begin building a strong provider network by securing 
Letters of Intent (LOI) from numerous providers in Clark and Washoe counties and their 
surrounding areas. These discussions focus on patterns of care for current Medicaid 
patients in the community and means by which we can collaborate to address their 
needs. This often allows us to go beyond basic provider network considerations where 
we learn key community and stakeholder concerns regarding community member’s non-
clinical needs such as housing and employment. We are targeting all provider types with 
an emphasis on essential providers and those listed in the PCP ratio section on page 101 
of the RFP. Our Behavioral Health network is a key focus area as we seek to address 
both behavioral and medical needs of Nevadans. The LOIs allow us to easily target 
specialty types which based on our groundwork we believe are in high demand (ex. 
Urology and Psychiatry) and focus efforts on supporting the Primary Care Physician 
(PCP) practices who are striving to improve outcomes through the PCMH care delivery 
model.  


 


Within our proven network development process, we employ the state-of-the-art geo-
mapping tools of a well-respected industry leader to achieve and maintain network 
adequacy. Through our development process we also assure the network possesses an 
appropriate range of services and mix of providers by researching and analyzing 
community needs and health disparities. We have also begun gathering useful data and 
information during meetings with providers, advocates and essential community 
providers to determine demographic variances, population needs and shortage areas to 
refine our network development strategy.   


 


To determine capacity in compliance with access standards, we estimate the number of 
members in each service area by using anticipated member enrollment by Zip Code 
location. Next, we map anticipated members to contracted Provider locations by each 
major specialty type outlined in the RFP (taking into consideration the unique needs of 
the population gathered as described above). These and other processes help us plan 
and assure robust health care access for our new Nevada Medicaid and Check Up 
members. Leveraging these tools identified above, we possess a successful track-record 
establishing provider networks in numerous state Medicaid contract engagements.  


 


In addition, we will review and amend national contracts such as with lab, pharmacy and 
DME providers to ensure we meet network adequacy standards. As an indicator of our 
network development acumen, for new health plans implemented in the last five years, 
our affiliate health plans have built networks ranging from 2,800 to 10,300 providers with 
the average build taking 4-6 months to complete. 
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3.15.6.2 Pre-Implementation Readiness Review 
 
DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and will, 
subject to the availability of the DHCFP resources, provide technical assistance as appropriate. The 
purpose of the readiness reviews is to assess the vendor’s readiness and ability to provide services to 
enrolled recipients. The areas that may be reviewed include, but are not limited to: financial operations; 
administration and organization; recipient services; provider network; quality improvement; and, 
management information systems, including claims processing and reporting systems. The vendor shall 
provide necessary documentation specified by the DHCFP and cooperate with the DHCFP or its 
designees in conducting the review. The DHCFP shall determine when the vendor may begin marketing 
and providing program services. Provision of services as set forth in the contract is also subject to review 
and prior approval of CMS. 


 


To assure our operations meet operational and financial readiness we will collaborate 
and participate in Operational and Financial Readiness Reviews, if they are conducted by 
DHCFP. In addition to partnering with DHCFP on readiness reviews we also conduct 
internal readiness reviews and testing to assure our own operational preparedness. We 
understand the importance of assuring operational readiness for our Nevada operations 
and will leverage the experience we have gained in numerous state Medicaid contract 
implementations since 2006. Our implementation team possesses vast experience in 
assuring the readiness of each of our functional areas including: 


 Financial operations 


 Administration and organization 


 Care and Utilization Management 


 Claims administration 


 Member services 


 Pharmacy services 


 Behavioral health  


 Program Integrity 


 Provider network management 


 Quality improvement 


 Management information systems 
(claims processing and reporting 
systems) 


 


Assuring the viable operation of these systems is essential to effective and timely 
enrollment of new Nevada Medicaid and Check Up members as well as the timely 
administration of member and provider service calls, claims payment, grievance and 
appeal processing, provider contracting, and all other vital functions. We will cooperate 
and provide documentation to DHCFP at every step in conducting readiness reviews and 
in overall service to Nevada Medicaid and Check Up members. Our team will implement 
marketing efforts and begin providing program services when those functions are 
approved for implementation by DHCFP. We understand that the services set forth in this 
contract are subject to review and approval by CMS. We assure DHCFP that in our 
implementation process, we leave no question unanswered or issue unresolved to 
assure we meet and exceed our obligations to each and every Nevada Medicaid and 
Check Up member. 


 


3.15.7 Presentation of Findings 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal public presentations 
of statistical or analytical material that includes information about enrolled recipients. This material must 
protect specific individual recipient privacy and confidentiality to the extent required by both federal and 
state law and regulation. 


 


We will obtain DHCFP’s approval prior to publishing or making public any presentation of 
statistical / analytical material that includes information about enrolled members. We 
understand that this material must protect individual member privacy and confidentiality 
to the extent required by both federal and state law and regulations.  
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3.15.8 Vendor Marketing Materials 
3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment period. 
The vendor must request and obtain permission from the DHCFP to distribute materials during an open 
enrollment period as well as in other locations or to implement an advertising campaign. Marketing 
materials must be submitted to the DHCFP for review and approval a minimum of sixty (60) days prior to 
the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. The MCAC Schedule is 
subject to change. Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding 
the requirement that the MCAC must review all vendor marketing materials, the DHCFP has the sole 
authority to approve or disapprove materials (including updates to existing materials), distribution and 
advertising campaigns. The vendor, or any provider, organization, or agency that contracts with the 
vendor, is not permitted to market directly to potential recipients. vendors are also prohibited from 
providing materials that contain false or misleading information, and from initiating cold calls to potential 
recipients. 
 
3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of the DHCFP. This includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review vendor marketing materials 
pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole authority to 
approve the vendor’s marketing materials. If DHCFP approval is granted, the vendor must distribute the 
materials to its entire service area to ensure that, before enrolling, the potential recipient receives the 
accurate oral and written information that he/she needs to make an informed decision regarding whether 
to enroll with the vendor. The vendor may not seek use of approved marketing materials to influence 
enrollment in conjunction with the sale or offering of any private insurance. The vendor may not, directly 
or indirectly, engage in door-to-door, telephone, or other cold-call marketing activities. 
 


MARKETING AS AN ENGAGEMENT STRATEGY FOR RECIPIENTS 
We understand that MCOs have an obligation to provide accurate, appropriate 
information for recipients and potential recipients in order for them to make informed 
enrollment decisions. We also understand and will comply with all state, federal and 
contractual regulations, including but not limited to 42 C.F.R § 438.104 and the 
requirements in this contract, on the development and distribution of marketing 
materials, the development and placement of advertising, and on prohibited marketing 
activities.  
 
We will maintain clear boundaries between our community outreach and member 
education activities and any marketing conducted for open enrollment or general 
corporate brand identity that might be reasonably interpreted as intending to influence a 
person to enroll in our MCO. We will submit all marketing materials and advertising 
campaigns, for open enrollment or any other period, to DHCFP for written prior approval 
according to its established timelines (a minimum of 60 days prior to the scheduled 
Medical Care Advisory Committee meeting) and understand that DHCFP has the final 
authority over approval of marketing material, including any updates or changes. 
We will not market directly to recipients or potential recipients, and will not employ or 
hire marketing agents or subcontractors for the purposes of soliciting Medicaid or CHIP 
potential or prospective enrollees, nor provide incentives, compensation or bonuses 
based solely on an overall increase in MCO enrollment. Our written policies prohibit 
direct marketing to recipients, including in door-to-door, telephone, or other cold-call 
marketing activities by any staff, subcontractor, or agent. All activities, events, materials 
distribution, advertising and marketing plans will be conducted within the marketing 
guidelines prescribed by DHCFP and federal and state regulations. 
Our Compliance Officer, who reviews all written material before submission to DHCFP, 
will ensure that our materials do not contain any inaccurate, false or misleading 
statements and will track submission to and approvals from the DHCFP of draft 
marketing materials.  
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Constructive, Compliant Marketing Outreach as an Educational Tool 
We are committed to constructive recipient and member outreach and engagement that 
emphasizes the benefits of the Nevada managed care program for Medicaid and Nevada 
Check Up recipients. We have extensive experience in using compliant marketing and 
advertising programs as a public engagement strategy focused on creating a community 
conversation about health and improving an individual’s health status.  
 
We have experience in developing large scale, culturally competent open enrollment 
campaigns and campaigns for general community wellness (such as around annual flu 
prevention and maternal health) using multiple modalities to capture the attention of 
recipients and general public. For example, we hold events at familiar community 
locations, such as fire departments, churches and schools. We work closely with 
culturally competent community partners and stakeholders already engaged in the 
community to support their efforts rather than supplant them.  
As approved by the states we serve and in compliance with federal and state regulations, 
our campaigns have included:  


 Print and radio promotional advertisements across our service areas that are 
designed for maximum engagement, including promotions in media serving 
recipients who speak languages other than English  


 In-person events and health-based activities for recipients and community 
members of all ages, to increase their health literacy and offer practical wellness 
tips. We often host these community events, such as health fairs and children’s 
fitness fairs, in cooperation with our community partners, providers such as 
FQHCs school systems and 4-H Clubs, and we design the events to meet local 
population health needs. 


 Signage on public transit systems, including bus advertisements and posters at 
transit stops 


 As possible, advertisements featuring providers from our network focused on 
important wellness and disease prevention topics 


 Web-banner advertising and promotion of events, open enrollment dates, and 
other important information via social media sites such as Facebook and Twitter. 


 
We will rely on our experience in other states, the needs of Nevada’s communities in 
each service area, and the counsel of our providers and stakeholders (such as our 
Member and Community Advisory Committees) in the development of compliant 
marketing plans and materials in Nevada. 


 
3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or 
potential recipients or the DHCFP. Statements that will be considered inaccurate, false, or misleading 
include but are not limited to any assertion or statement that:  
 
A. The recipient must enroll with the vendor in order to obtain benefits or in order not to lose benefits; or 
 
B. The vendor is endorsed by CMS, the federal or state government, or similar entity. 
 
 


ENSURING COMPLIANCE ACROSS ALL EMPLOYEES AND SUBCONTRACTORS 
We will develop and maintain policies and procedures to ensure cross-organizational 
compliance with federal, state and DHCFP requirements on the development and 
distribution of marketing and member materials and to ensure that our written materials 
and oral statements are accurate and do not mislead, confuse or defraud recipients or 
DHCFP. These procedures will include a full review of materials by our Compliance 
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Officer to ensure that our written materials and any oral presentations of material are 
accurate, clearly stated, compliant, and culturally sensitive and contain no false or 
misleading statements. We also will review materials for and train staff against any 
assertion or statement (whether written or oral) that: 


 The participant must enroll with the health plan in order to obtain benefits or in order 
not to lose benefits.  


 The health plan is endorsed by CMS, the federal or State government, or similar entity. 


 


Training and Monitoring Employees for Understanding and Compliance  
All employees will receive comprehensive training that includes a review of prohibited 
marketing practices during new employee orientation and annually thereafter. Our 
Compliance Officer will work directly with our training department to develop additional 
targeted training programs and refreshers for member and public-facing staff focusing 
on how prohibited marketing activities relate to their interactions with members, 
recipients, and the general public. Our training will cover prohibited activities, written 
materials approval processes, how to report marketing violations, and sanctions. 
Employees will initial a copy of relevant policies and procedures related to prohibited 
marketing activities to verify understanding. 
 
We will task our supervisors who have member or public facing employees (such as 
Member Service Representatives (MSRs) answering member telephone calls and Care 
Management staff) with measuring adherence to our policies and procedures on 
prohibited marketing activities. For example, our ongoing Call Quality Audit program 
which monitors MSRs’ delivery of information will include monitoring for any inaccurate, 
confusing or misleading information, and any violation will be cause for immediate 
removal from answering calls and mandatory retraining. 
 
Training and Monitoring Subcontractors  
We also will develop and maintain policies and procedures that govern marketing 
activities performed by subcontractors to ensure compliance with all marketing 
restrictions and DHCFP requirements. We will educate subcontractors annually on 
prohibited marketing activities, provide copies of our Marketing Policies and Procedures, 
and communicate subcontractors’ obligations to adhere to the policies in our Joint 
Operating Committee meetings, during in-person trainings and in-field contact with our 
network providers.  
 
We will require all vendors and subcontractors to submit all marketing and member 
materials to us prior to use. We will facilitate an internal review of the material for 
compliance with state and federal regulations and our internal policies, and then submit 
to DHCFP for review and approval, according to the timelines in this contract.  
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3.16 PROGRAM INTEGRITY 
3.16.1 General Requirements and Authorities 
3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit 
(PIU) designed to identify, review, recover and report improper payments, including fraud, waste and 
abuse (FWA) activities, on an ongoing basis. 


 


Program Integrity Program Overview 
We will operate a robust and comprehensive Program Integrity Program, which will 
include a Program Integrity Unit (PIU) composed of qualified compliance professionals. 
Our Program Integrity Program will draw upon the experience and best practices 
identified through our affiliate health plans across the country to implement internal 
controls designed to identify, review, recover, and report improper payments, including 
fraud, waste and abuse (FWA) activities, on an ongoing basis. Our Program Integrity 
Program is a component of our Compliance and Ethics Program, which meets the seven 
required elements described in the Federal Sentencing Guidelines. We have a proven 
track record of successfully adhering to program integrity and compliance requirements 
and meeting the goals of state compliance programs. Our parent company’s Special 
Investigation Unit (SIU) conducts oversight activities and coordinates directly with each 
of its health plans. Our Program Integrity Program is comprised of policies, procedures, 
a FWA and Improper Payments Compliance Plan, and an oversight committee. 


 


Effective Program Integrity Unit Structure. We will designate our Vice President (VP) of 
Compliance as our Program Integrity Officer, who will report directly to the CEO. This 
position has the ultimate oversight, responsibility, and authority for the PIU and 
Compliance Program. Hereinafter, this individual will be referred to as the Compliance 
Officer. The Compliance Officer will be located in and 100% dedicated to Nevada. The 
Compliance Officer and local staff will be experts on the regulations related to health 
care fraud and abuse, and will interface with DHCFP, as the issue demands. The 
Compliance Officer and his/her staff will routinely communicate with our parent 
company’s staff and their colleagues at affiliate health plans on common issues, best 
practices, and training initiatives.  


 


FWA and Improper Payments Compliance Plan. As described in greater detail in our 
response to Section 3.16.8.1, our FWA and Improper Payments Compliance Plan 
(FWACP) will focus on the prevention, reduction, detection, correction, and reporting of 
FWA and improper payments among providers, members, and subcontractors. 


 


Compliance Training for Employees and Subcontractors. Our Program Integrity Program 
will include standards which ensure staff and subcontractors receive comprehensive 
annual training on preventing, reducing, detecting, correcting, and reporting on 
suspected cases of FWA and improper payments. Training is discussed in more detail in 
our response to Section 3.16.8.3.C.3. 


 


Enforcement of Provider Standards and Corrective Action. We will use a variety of 
methods to notify and educate providers about our Compliance Program including how 
we will enforce the program requirements. For example, we have the option to terminate 
a provider’s contract for failure to comply with our contractual requirements or 
cooperate with quality monitoring and improvement activities. This option is in addition 
to those cases where we report a provider suspected of committing fraud to DHCFP. 
Similarly, we will enforce compliance by subcontractors through the use of corrective 
action clauses in our subcontracts, and will monitor performance through regular 
reporting and oversight meetings. Should we identify an issue, we will discuss it with the 
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subcontractor and implement a corrective action plan. Severe or repeated concerns may 
result in termination of the subcontract and, if warranted, a report to the appropriate 
authorities. If a member appears to be misusing his/her benefits, we will analyze 
member-specific or service-type claims reports and examine any existing case 
management files. If we think that member fraud has occurred, we will report the member 
to DHCFP.  


 


Internal Monitoring, Auditing, Detection and Investigation. Based on affiliate health plan 
experience and emerging fraud trends, our parent company’s SIU, in collaboration with 
our Compliance Officer, will implement best-practice internal monitoring procedures 
including provider and member claims audit plans. We will utilize a two-pillar approach, 
similar to that used by CMS, which takes advantage of both prospective and 
retrospective fraud detection methods. This two-pillar approach will allow us the 
flexibility to stop payment for potentially wasteful or abusive claims. By employing a 
robust prepayment editing system combined with clinician reviews, we will be able to 
stop payment on every potentially miscoded claim versus paying providers and then 
recouping or entering into a settlement. This approach identifies upcoding, modifier 
misuse/abuse, unbundling, and age/gender issues. Please see our response to Section 
3.16.8.3.C.7 for descriptions of the internal tools and resources we will use for detection 
and investigation. 


 


Provider Credentialing and Exclusion Monitoring. A critical component of our Program 
Integrity Program is credentialing and re-credentialing of providers and ongoing 
exclusion monitoring. Our provider credentialing and re-credentialing processes will 
comply with Section 3.10.15 of the RFP to include informing the State within 15 calendar 
days in the event we de-credential, terminate or dis-enroll a provider. Our exclusion 
monitoring processes will comply with Section 3.16.6.7 of the RFP to include reviewing a 
provider’s performance related to this RFP and taking any action or imposing any 
sanction, including disenrollment from our provider network, in the event we are notified 
or discover that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network 
provider.  


 
3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to 
Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require compliance 
from subcontractors and providers for the same. Medicaid payments to managed care health plans are 
government funds, funded by federal and state money. These payments made by State Medicaid to 
managed care entities, including but not limited to, managed care plans, pre-paid plans, subcontractors to 
managed care plans, and any sub-subcontractors, and providers of medical services, supplies or drugs, 
for the benefit of Medicaid recipients may be recovered if obtained by fraud. Any act of health care fraud 
involving such government funds will be subject to prosecution by the State Attorney General's Office 
under the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant citations for 
Program Integrity compliance include, but are not limited to, the citations below. 
A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 
B. 42 C.F.R.§ 438, Subpart H; 
C. 42 C.F.R. § 455 Subpart A, B and E; 
D. 42 C.F.R. § 1000 through 1008; 
E. 42 C.F.R. § 456.3, 456.4. 456.23; 
F. 42 C.F.R. § 457.950(a)(2); 
G. Section 6032 of the Federal Deficit Reduction Act of 2005; 
H. Nevada Revised Statutes, Chapter 422; 
I. Nevada DHCFP Medicaid Services Manual; and 
J. Nevada DHCFP Medicaid Billing Guides. 
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COMPLIANCE WITH PROGRAM INTEGRITY REGULATIONS AND POLICIES 
Collectively, our affiliate health plans possess decades of experience managing 
compliance programs across the country. Our Program Integrity Program and 
Compliance Plan will adhere to and comply with all federal and state regulations and 
Nevada Medicaid policies related to Program Integrity. We will require that each of our 
subcontractors and providers is familiar with all federal and state regulations and 
Nevada Medicaid policies related to Program Integrity.  


We acknowledge and agree that payments made by State Medicaid to managed care 
entities including, but not limited to, managed care plans; pre-paid plans; subcontractors 
and sub-subcontractors to managed care plans; and providers of medical services, 
supplies or drugs, for the benefit of Medicaid recipients may be recovered if obtained by 
fraud. We further acknowledge and agree that any act of health care fraud involving such 
government funds will be subject to prosecution by the State Attorney General's Office 
under the State False Claims Act, as well as any other applicable laws.  


 


We are familiar with, and will require our subcontractors and providers to be familiar 
with, relevant citations related to Program Integrity compliance including, but not limited 
to, Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 42 C.F.R.§ 438, 
Subpart H; 42 C.F.R. § 455 Subpart A, B and E; 42 C.F.R. § 1000 through 1008; 42 C.F.R. § 
456.3, 456.4. 456.23; 42 C.F.R. § 457.950(a)(2); Section 6032 of the Federal Deficit 
Reduction Act of 2005; Nevada Revised Statutes, Chapter 422; Nevada DHCFP Medicaid 
Services Manual; and Nevada DHCFP Medicaid Billing Guides. 
 


3.16.2 Provider Credentialing  
3.16.2.1 The vendor is required to provide: 
A. The vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the vendor, including PCP and Primary Care 
Specialists ,specialists and other health care professionals are licensed by the State of Nevada and 
qualified to perform the services. The vendor may not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the Social Security Act. 


 


We have established standards and written policies and procedures for provider 
selection, credentialing, re-credentialing, and ongoing monitoring. These rigorous 
processes and policies ensure that all providers are credentialed in a consistent manner 
and that appropriately licensed and highly qualified providers see our members. Our 
standards meet the qualifications of all Nevada and federal government regulations and 
the National Committee for Quality Assurance (NCQA). 


 


Our Credentialing process verifies application data using primary and secondary source 
verification. Primary sources may include oral, written, and/or internet sources. Any 
sources used are NCQA accepted. Primary source verification is required for and 
includes, but is not limited to, the following elements: 


 Current, unrestricted state license to practice, if license is required to practice 


 Education and training 


 Board certification 


 Report(s) of malpractice settlement(s)  


 Medicare/Medicaid-specific exclusions  


 State Specific Exclusion Lists, as applicable  


 Determination if a practitioner has been debarred, suspended, or otherwise 
excluded from participating in federal procurement activities  


 Verify practitioner has not opted-out of receiving Medicare funds  
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 Determination if a practitioner is deceased, a possible indicator of fraud  


 Completed application form signed and dated by the applicant which includes at a 
minimum: 


o Disclosure of any reasons for any inability to perform the essential 
functions of the position, with or without accommodation 


o Disclosure of any physical or mental health problems that may affect ability 
to provide health care 


o Disclosure of lack of present/current illegal drug use 


o Disclosure of history of chemical dependency/substance abuse 


o Disclosure of history of loss or limitation of license and/or felony 
convictions 


o Disclosure of history of loss or limitation of clinical privileges and/or 
disciplinary actions 


o Current malpractice insurance coverage (Secondary source is acceptable.) 


o Current valid federal DEA certificate(s) in each state where practitioner 
provides care to plan members (Secondary source is acceptable.) 


o Current valid State Controlled Substance registration in each state where 
practitioner provides care to plan members (Secondary source is 
acceptable.) 


o Hospital privileges from the primary hospital as indicated on the 
credentialing application (Secondary source is acceptable.)  


o Work history (Secondary source is acceptable.) 


o Evidence of CLIA Certificate or Waiver for the provision of laboratory 
services, as applicable (Secondary source is acceptable.) 


o For non-physician mid-level practitioners, proof of collaborative 
agreement, protocols, or other written authorization with a licensed 
physician who is participating with the plan (Secondary source is 
acceptable.) 


 


We will not employ or contract with providers excluded from participation in the federal 
health care programs under Section 1128 of the Social Security Act. All providers are re-
credentialed every 36 months to ensure that providers continue to meet credentialing 
standards and criteria. As part of both our credentialing and re-credentialing process, 
providers are screened to determine whether they have been excluded from participation 
in any federal or state health care program, have failed to renew their license or 
certification registration, have a revoked professional license or certification, or have 
been terminated by DHCFP. Consistent with state and federal requirements, we also 
monitor for exclusion in the Officer of the Inspector General (OIG) under Section 1128 of 
the Social Security Act, by DHCFP for Medicaid fraud and abuse, the Social Security 
Administration’s Master Death File, The National Plan and Provider Enumeration System 
(NPPES), The System for Award Management (SAM), and The Medicare Exclusion 
Database (the MED). 


 
B. The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all network 
providers meet the criteria. Changes to the credentialing process will need to be provided in writing to the 
DHCFP’s Provider Enrollment unit thirty (30) calendar days prior to the change. If the change is 
unanticipated, the vendor will notify the DHCFP’s Provider Enrollment unit within five (5) calendar days of 
the change.  


 


We have read, understand, and agree to comply with these requirements.  
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C. Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided by the 
vendor and furnished to the DHCFP and/or MFCU upon request, at no cost. 


 


We have read, understand, and agree to comply with this requirement.  


 


3.16.3 Provider Enrollment 
3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


 


We use NCQA standards for credentialing providers, in line with DHCFP and federal 
requirements. As part of our provider credentialing process and in support of DHCFP’s 
efforts to comply with PPACA of 2010, we will verify the Provider is registered with 
DHCFP as a Medicaid provider, including NPI identifiers, as part of our credentialing and 
contracting processes.  


 


See the responses following in this Section 3.16.3 for additional information concerning 
verifying Provider Medicaid participation, provider screening, licensure, single case 
agreements and reporting of Provider terminations. 


 
3.16.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid provider that has been 
enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. Although the 
vendor may enroll a provider prior to the provider enrolling as a Medicaid provider, the provider is not 
permitted to provide services to the Medicaid MCO recipients until the provider is enrolled with Nevada 
Medicaid’s fiscal agent. The provider is not required to see FFS clients.  


 


As part of our standard credentialing process more fully described in 3.10.15.5, we will 
confirm the provider is enrolled with Nevada Medicaid’s fiscal agent prior to 
credentialing them for network participation. If we negotiate with a non-Medicaid 
provider, we will refer him/her to Nevada’s fiscal agent for enrollment before we complete 
our contracting process. We will not refer a provider to credentialing unless they have 
been enrolled with Nevada Medicaid’s fiscal agent. A provider cannot be enrolled in our 
network without completion of credentialing and, therefore, would not be permitted to 
provide services to our Medicaid MCO members until they are enrolled with Nevada 
Medicaid’s fiscal agent. 


 
3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to 
maintain a license in good standing in the state where services are provided.  


 


We verify Nevada licenses of all providers as part of our credentialing and re-
credentialing processes. All of our providers are required to maintain a license in good 
standing in the state where services are provided. In addition, we conduct ongoing 
monitoring of contracted Provider licenses monthly. The response to question 3.10.15.5 
provides further details on the primary source verification of required documentation 
such as licensure. 


 
3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as 
needed. These single case agreements must be reported to the DHCFP.  


 


In the rare instance where we are not able to provide a medically necessary service 
within our network, we may employ single case agreements with non-Medicaid providers 
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as necessary. Should this occur, we will report each agreement to DHCFP as required. 
We make every attempt to contract with non-Medicaid providers we have identified as the 
pattern of care for our members. Should we identify the regular need for a particular non-
Medicaid provider, we will approach the provider and attempt to bring him/her into the 
network. In such cases, we will immediately refer the provider to Nevada Medicaid’s 
fiscal agent as described in 3.16.3.2 for enrollment. 


 
3.16.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed from 
the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or causes 
for such action and any and all documentation, data, or records obtained, reviewed, or relied on by the 
vendor including, but not limited to: provider/patient files; audit reports and findings; and medical 
necessity reviews. 


 


Should a provider be disenrolled, decredentialed, terminated or removed from the active 
provider list, we will provide DHCFP the basis, reasons or causes and any 
documentation, data or records obtained, reviewed or relied upon during our decision 
process. If a provider terminates for contracting disputes or because they have moved 
from the service area, we will notify DHCFP of the “business” reasons for the termination 
or disenrollment and provide documentation. For quality of care issues, or terminations 
due to fraud or a program integrity violation, we will provide any provider/member files, 
audit reports and findings, medical necessity reviews or other documentation supporting 
the basis for the decision. The findings will include identified violation/performance issue 
and attempts to first resolve the issue(s) such as education, coaching, and performance 
improvement plans. 


 
3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have 
disenrolled, deactivated, terminated, de-credentialed or been removed from the active provider 
enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all required 
documentation of the termination will be supplied to the DHCFP within five (5) business days of the 
decision to terminate.  


 


We understand and will comply with all reporting requirements in this contract, including 
submitting a list of all enrolled providers and providers disenrolled for any reason to 
DHCFP monthly, and no later than the tenth day of the month. We will generate the 
requested data from our Enterprise Data Warehouse, which includes consolidated data 
from all our information systems, including our Provider Data Management System. For 
terminated providers, we will work with DHCFP to report all relevant audit reports, 
documentation, and findings as requested.  


 


Our Vice President, Network Development and Contracting will be responsible for and 
provide DHCFP with all required documentation on any provider terminated, 
decredentialed or disenrolled, within five business days of the action. We will track 
notification to DHCFP in our Governance, Risk Management and Compliance System. We 
will include the basis, reasons or causes for the action and all documentation, data, or 
records obtained, reviewed or relied on, including those required in Section 3.7.5.11.  


 


We understand DHCFP is responsible for notifying MFCU or HHS-OIG for suspected 
criminal actions, or disciplinary actions related to fraud or abuse. As requested or 
needed, our Senior Director, Compliance will cooperate and assist DHCFP in notifying 
MFCU and HHS-OIG. The Senior Director, Compliance will provide required information 
in writing to DHCFP. We also will cooperate with DHCFP, MFCU and HHS-OIG with 
investigations as needed or requested.  
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3.16.4 Provider Contracts 
3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. 


 


We will execute and maintain, for the contract term, written provider agreements with a 
sufficient number of appropriately credentialed, licensed, or otherwise qualified 
providers to provide enrolled members with all medically necessary covered services. 


We also will execute contracts with the appropriate number and mix of providers to 
ensure compliance with all adequacy and access requirements detailed in this RFP, 
contract, policies/procedures, state/federal law, and other DHCFP requirements. 


 


We also will require all subcontractors to meet the same DHCFP requirements related to 
provider contracts. Plus, we will monitor their compliance on an ongoing basis through 
our Joint Operating Committees and our Vendor Oversight Committee.  


 
3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the Vendor shall submit drafts of standard language for any such contract to the DHCFP 
for review. Provider contracts must meet all state and federal requirements. The Vendor shall submit any 
of its provider contracts to the DHCFP within 5 business days upon request.  


 


SUBMITTING PROVIDER CONTRACTS AND AMENDMENTS TO DHCFP 
Prior to execution, we will distribute a copy of our base provider contracts for DHCFP's 
review, including provider contracts from our subcontractors.  


 


In an effort to reduce the administrative burden on our network providers, we have 
streamlined our contracting process by migrating to a single contract of general 
provisions for each of the three major provider types:  


 Physician 


 Ancillary 


 Hospital Agreements (Preferred Provider Agreement - PPA)  


 


We include all products in one PPA, allowing the provider to select participation in the 
appropriate products and corresponding compensation schedules. We will require 
providers to participate in both DHCFP products, Medicaid and Nevada Check Up, and 
encourage participation in the Health Information Exchange.  


 


Our subcontractors follow our standard PPA template in developing their own PPAs for 
provider types specific to behavioral health and vision. They then use statements of work 
and product attachments, as needed, that include provisions specific to Medicaid and 
Nevada Check Up requirements.  


 


CONTRACT CHANGES 
In addition, prior to distributing or executing any substantive changes or amendments to 
the base contract, including our subcontractors base contract, we will submit drafts of 
standard language for any such contract to DHCFP for review.  
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Our Vice President of Network Development/Contracting approves any requested 
changes to our base provider contract language. We will not accept any changes that are 
in conflict with the requirements defined by DHCFP or state/federal laws and regulations. 


 


When a change to the provider agreement is agreed upon by both parties, our process 
for making the contractual change is generally completed within 30 days following the 
receipt of all required documents and signatures. We ensure that any proposed changes 
to our standard provider contracts undergo careful review and consideration. See our 
response to RFP 3.7.6.2 for a description of our process for reviewing and approving 
requested changes to our base contract language.  


 


CONTRACT PROVISIONS MEET ALL REQUIREMENTS 
We take any steps necessary to ensure that our provider contracts meet all contractual, 
state/federal requirements, including all required provisions and excluding any 
prohibited provisions. We are also knowledgeable and compliant with all federal/state 
regulations and Nevada Medicaid policies related to Program Integrity, and we will 
require our subcontractors to comply with them as well.  


 


Our contract provisions will address RFP requirements related to provider performance 
expectations. For example, we include broad contract language that requires compliance 
with all of our policies and procedures as well as DHCFP requirements, especially those 
related to fraud and abuse. In addition, we may include contract provisions that require 
compliance with RFP requirements either by referencing the Provider Manual or by 
specific provider contract provisions.  


 


We also include provider contract provisions that require compliance with our programs, 
policies, and procedures in our Provider Manual. For example, we require compliance 
with and participation in our Internal Quality Assurance Program (IQAP) and Utilization 
Management Programs. We contract with our providers for measurable results that 
improve member access and satisfaction, maximize program effectiveness/ 
responsiveness, and reduce operational costs. 


 


REVIEW PROCESS 
Our Vice President of Compliance reviews all provider agreements, including any 
proposed changes to existing provider agreements, to ensure that they meet all 
contractual, state, and federal requirements. Our parent company’s legal and compliance 
professionals will support our local staff to ensure contractual and regulatory 
compliance related to provider contracts. Our legal experts will employ strict document 
control practices to ensure version control, accuracy, and validity. Plus, every change to 
a provider contract undergoes legal review.  


 


CONTRACTS SUBMITTED UPON REQUEST 
We will submit any of our provider contracts to DHCFP upon request, within 5 days of the 
request or other deadline established by DHCFP. 


 
3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to providers 
who are not currently participating in the DHCFP's medical assistance programs or have a signed 
agreement but do not actively accept eligible recipients.  
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TIMELY COMPLETION OF PROVIDER RECRUITMENT, CONTRACTING & 
CREDENTIALING  
We will initiate and complete all provider recruitment and contracting processes in a 
timely manner which ensures meeting all RFP objectives. We will demonstrate a 
contracted provider network that meets all state adequacy requirements by contract 
execution date in accordance with the requirements in RFP 3.7.2.11.  


 


Currently, our average turnaround time for completing provider credentialing is less than 
10 days. Once providers are successfully credentialed, our contracting process typically 
takes less than 28 days to complete. When necessary, we typically execute single case 
agreements with out-of-network providers within 24 hours for urgent situations and 72 
hours for non-urgent.  


 


We will ensure a fully-contracted and credentialed network that meets all network 
adequacy requirements no later than 60 days prior to go live and ongoing thereafter. 


 


OUTREACH TO NON-MEDICAID PROVIDERS AND THOSE WITH CLOSED 
PANELS 
Non-Medicaid Providers 
Our provider recruitment and contracting process will include outreach to providers who 
are not currently participating in DHCFP’s medical assistance programs or have a signed 
agreement but do not actively accept eligible members.  


 


We will make every attempt to outreach to providers who are not currently participating 
in the Nevada Medicaid and/or Check Up Programs by email, phone, and in-person visits 
to initiate contract negotiations. In addition, our Senior Leadership Team and our Chief 
Medical Officer will continue to support our Contracting Team by participating in focused 
recruitment meetings with key health systems and IPAs to discuss partnering 
opportunities. As part of these meetings, we will continuously attempt to identify any 
providers not participating in the Medicaid/Nevada Check Up Program and work on 
recruiting them. We will also continue to identify potential non-Medicaid providers for 
targeted outreach and contracting opportunities through activities such as analysis of 
our OON utilization data, review of SCAs, input from the Board of Medical Examiners and 
local Medical Societies, our contracting staff, and from our Advisory Committees. We 
also will review commercial competitor directories to identify and recruit non-Medicaid 
providers into the program. Under certain circumstances, we will execute SCAs and 
authorize OON services in the interim until a fully executed contract is in place. 


 


OPENING PROVIDER PANELS 
We will continuously identify and track providers who are not accepting new members. 
We will obtain this information during the initial contracting process, and then 
continuously validate open/closed panel status on an ongoing basis. For example, we 
will routinely generate Closed Panel reports and analyze results of appointment 
availability audits to identify open panel and other access issues. We also will analyze 
member grievance and provider complaint reports to identify access to care issues 
specifically related to closed panels. Once identified, our Contracting Team will outreach 
to identified providers to negotiate for open panel status. 


 


We also will employ incentives to increase capacity and provider willingness to see new 
members. Currently, all of our affiliates have physician and hospital performance-based 
contracts across the continuum, including shared-risk, gain-sharing, and capitated 
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arrangements, as well as traditional quality- and utilization-based P4P programs. We tie 
every incentive program to a minimum performance against key quality metrics, such as 
open panel status. Regardless of which incentive program we deploy with a specific 
provider, maintaining an open panel for our new members will be one of the fundamental 
criteria for eligibility in any incentive program.  


 


To support our providers’ continued willingness to maintain open panels, we will provide 
a number of tools designed to help them maximize incentive payments, continuously 
engage members, and reduce member no-shows. Through our secure provider portal, we 
will provide real time access to member gaps in care and recommendations about how 
and when to close those gaps, tools that help providers measure their total population 
costs and practice patterns, and high frequency emergency room (ER) usage reports.  


 


Our Provider Performance Manager (PPM) will support providers on value-based 
contracts by analyzing data and by providing specific recommendations about how to 
improve performance. Our PPM will also represent these providers internally by 
providing feedback to health plan functional areas, where we can fully support these key 
partners.  


 
3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the vendor’s medical management 
standards. The vendor must submit these policies and procedures to the DHCFP within 5 business days 
upon change of policies and procedures or upon request.  


 


We have written policies and procedures for monitoring providers and for disciplining 
providers found out of compliance with medical management standards. We will submit 
our policies and procedures to DHCFP within 5 business days of a request or a change in 
policies and procedures. We also will submit these policies and procedures to DHCFP 
within 10 business days of the implementation. 


 


We consider medical management standards to consist of clinical practice and 
preventive health guidelines, utilization standards, and community standards of care. We 
commit all of our policies and procedures to writing and include then in our provider 
manual, where they are reviewed annually.  


 


As part of our Internal Quality Assurance Program (IQAP) and Utilization Management 
Program, we will monitor and take corrective action when providers are not compliant 
with our medical management standards.   


 


Our Quality Improvement (QI) staff will monitor provider compliance with our adopted 
clinical practice and preventive health guidelines and utilization standards by reviewing 
data such as the following that may be indicators of non-compliance with standards and 
guidelines: 


 Utilization patterns including potentially preventable re-admissions and ER visits, 
and inappropriate prescription drug prescribing 


 Care gaps which are based on evidence-based guidelines and protocols such as 
HEDIS 


 Performance against Pay-for-Performance (P4P) and other provider performance 
benchmarks  


 Member grievance/appeal trends and/or provider complaints 
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In addition, we may identify potential incidents of non-compliance with community 
standards of care by reviewing data such:  


 Denied claims  


 Reports of adverse events  


 Allegations of inappropriate or substandard care  


 Comparative performance on P4P/profile measures 


 Member grievances/appeals 


 Information gathered during credentialing.  


 


In addition to analyzing all of the data/reports outlined above, we also have policies and 
procedures that address the identification and reporting of suspected fraud, waste or 
abuse. These policies include: 


 


 Mechanisms to detect under and over utilization. If fraud/abuse is suspected, we 
refer to the PIU and DHCFP SUR Unit for appropriate action.  


 Processes for immediately informing DHCFP’s Provider Enrollment Unit when we 
identify any suspected provider fraud or abuse.   


 
CORRECTIVE ACTION 
When we identify a provider who is non-compliant with our medical management 
standards, our Chief Medical Director will meet with the provider to discuss identified 
issues and support development of any necessary corrective action plans (CAPs). Our QI 
Coordinator will follow up to ensure any CAPs are satisfactorily completed. We may also 
include our Provider Engagement Specialists in these meetings and in all follow-up 
discussions to ensure the provider understands the contractual requirements related to 
compliance with medical management standards. Depending on the identified issues, we 
may refer providers who demonstrate continued non-compliance to our peer review or 
credentialing committees for further review. 


 


When we identify serious incidents of substandard care, we refer the provider to our QI 
Department and Medical Director for immediate investigation and potential referral to our 
peer review committee, which is an ad hoc committee of our quality improvement 
committee. Our peer review committee will review the case and depending upon the 
magnitude of the problem or lack of correction, the committee will recommend a range of 
corrective actions including, but not limited to, additional training, more intense 
monitoring, more restrictive prior authorization procedures, removal of members or 
freezing the provider’s panel, or termination of continued network status.  


 
3.16.4.5. Provider contracts must not be structured to provide financial or other incentives to providers 
and subcontractors for denying, reducing or limiting medically necessary services. 


 


We will not structure provider contracts to provide financial or other incentives to 
providers and subcontractors for denying, reducing, or limiting medically necessary 
services. We will require all subcontractors to comply with this requirement and will 
ensure compliance through our vendor oversight processes. 


 
3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 
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We will not include "gag" clauses in any provider contracts, including subcontractor 
provider contracts. We will not include any language that prohibits providers from 
advocating on behalf of members in any manner.  


 
3.16.4.7. All provider contracts must be made available to the DHCFP and / or MFCU within five (5) 
business days upon request. 


 


We will make available all provider contracts to DHCFP and/or Medicaid Fraud Control 
Unit (MFCU) within five business days of the request.  
 


3.16.5 Provider Directory 
The vendor must publish its provider directory and any subcontractors’ provider directory via an Internet 
website upon contract implementation and will update the website on a frequency no less than monthly 
for all geographic service areas. The vendor must provide the DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by the DHCFP, the vendor 
must confirm the network adequacy and accessibility of its provider network and any subcontractor’s 
provider network.  


 


We will publish our Provider Directory, which will include all subcontractors, on the 
public pages of our website upon contract implementation and in compliance with all 
provisions of this contract, including those in Section 3.7.7, Section 3.6.1 and this 
Section. We will provide DHCFP with the most current directory upon award for each 
geographic service area. To maintain an accurate and current Provider Directory, daily 
we will upload provider demographic changes submitted by Provider Engagement, 
Contracting or other provider-facing staff (after verification from the provider), our 
network providers and subcontractors, exceeding contractual requirements.  


 


To maintain the integrity of the Provider Directory ongoing, we will conduct a quarterly 
review of network adequacy, which includes analyzing GeoAccess reports, to ensure 
compliance with access standards [3.7.5.2,] and investigate and resolve any identified 
issues. We will work collaboratively with DHCFP, upon request, to confirm network 
adequacy and the accessibility of our own and our subcontractors’ networks. For more 
detail on our ongoing audits for accuracy and procedures for loading changes to the 
Provider Directory, please, see Section 3.7.7. 


 


Our Provider Directory will include all MCO and subcontractor providers, including 
primary care, specialty care, hospital and emergency, urgent care and pharmacy 
providers; Federally Qualified Health Centers, Rural Health Centers and other essential 
community providers; and all other providers such as certified nurse midwives, home 
health care, pharmacy and durable medical equipment suppliers, etc. The Directory will 
offer all required information, including information about office accessibility, special 
services, age limitations, languages spoken, proximately of public transportation/bus 
line, availability of weekend/night appointments, and whether the provider is accepting 
new patients. 


 


Our Provider Directory will be available on our public website with a direct link from the 
opening screen, and will not require log-in or registration to use all its features. For 
convenience, members will receive all provider information from our Provider Directory, 
including for subcontractors, and not be directed to another website site to obtain 
provider information. A user may search by options including address, urgent care 
clinics, provider gender, office hours, affiliations and languages, provider type, language, 
provider name, and a host of other demographics. Our mobile-enabled Directory will 
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offer all of the website features listed above and walking, driving and public transport 
(where available) mapping.  


 


3.16.6 Provider Communications 
3.16.6.1 General Communications 
All general communications to providers including mass letter mailings, fax-blasts, brochures, batch e-
mails and communications specifically mentioned in this contract must be submitted to the DHCFP for 
approval prior to release. If the DHCFP does not respond within ten (10) business days the vendor may 
consider the communication approved. This provision does not pertain to communications on specific 
topics to individual providers and recipients.  
3.16.6.2 Provider Policy and Procedure Manual 
A. The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of provider 
which must be approved by the DHCFP. The vendor shall document the approval of the provider manual 
by the vendor’s Medical Director, and shall maintain documentation verifying that the provider manual is 
reviewed and updated at least annually. The vendor will provide policy and procedure updates to the 
DHCFP within five (5) business days of the contract implementation, any significant changes in the 
manual or upon request.  


 


PREPARING A COMPREHENSIVE PROVIDER MANUAL  
Our Provider Policy and Procedure Manual (Provider Manual) will serve as a key 
component in a multi-modal approach of communicating policies, processes, 
requirements, and expectations to Providers, including detailing our program integrity 
program. Our Provider Engagement Team, in collaboration with other operational units 
and the Chief Medical Director will prepare, subject to DHCFP approval, Provider Manual 
content for each distinct class of provider, including facilities/hospitals, ancillary, 
specialty, and primary care (including Federally Qualified Health Clinics (FQHCs and 
Community Health Clinics). Our approach will be to consolidate information into a single, 
integrated manual, with sections for general health plan and program information that 
applies to all provider types; plus additional, distinct sections specific for each Provider 
class. Our network subcontractors will create separate provider manuals, including for 
pharmacy and vision providers; we will provide links to these manuals on our public 
provider web site. 


 


We also will create a separate Billing Manual to help ensure billing compliance and 
adherence to program integrity standards. For special detail on our approach to and 
process for developing and maintaining a comprehensive provider manual, please see 
Section 3.7.8.1. 


 


MANUAL APPROVAL AND VERSION TRACKING  
The Chief Medical Director, in coordination with the Sr. Director, Compliance, 
(Compliance Director) will be responsible for submitting Provider Manual drafts to 
DHCFP for review. We maintain documentation verifying that the Provider Manual is 
reviewed, submitted, and approved in our Governance, Risk Management and 
Compliance System. At a minimum, we will conduct an annual comprehensive review to 
ensure that program integrity (including fraud, waste, and abuse prevention) and other 
program related information is accurate and complete.  


 
B. The vendor may publish the manual material related to more than one category of provider in a single 
volume upon approval of the DHCFP. The vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all copies of the manual in each provider’s 
possession within five (5) business days when changes are made by the vendor. Provider update notices 
sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are 
made by the vendor. The vendor can meet this requirement by furnishing one (1) copy of the manual and 
one (1) copy of the manual updates to each provider practice where several providers within the practice 
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are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual 
shall be provided to the DHCFP. That electronic copy must be updated with the same frequency as the 
hardcopy manual copies furnished to providers.  


 


Upon DHCFP approval, we will publish program integrity and other overall program 
related information for all categories of providers in a single volume Provider Manual. We 
will furnish a hard copy of the Provider Manual to all Providers upon execution of the 
provider contract, and we will educate providers on the full Provider Manual content, 
including Program Integrity content, during New Provider Orientation and during initial 
onsite Provider Engagement Specialist (PE Specialist) meetings. We will also inform 
providers that the Provider Manual is available electronically on the public Provider 
website for network and out-of-network providers. We will also provide an initial hard 
copy and subsequent updates to DHCFP. We will update the Manual when we make 
changes, and will furnish network providers updates in hard copy and via online. 


Please also see Section 3.7.8.1 for additional detail about our Provider Manual 
pubilishing and distribution approach. 


 
The manual shall include, at a minimum: 


 


We will ensure our Provider Manual will contain, at a minimum, all of the information 
required in the RFP, including but not limited to program integrity information and all 
topics and content specified in requirements 3.7.8.1.B.1-10 and 3.16.6.2 - 10, which we 
summarize below.  


 
1. The policies and procedures to be implemented by the vendor to ensure provider contract compliance; 


 


Our Provider Manual will address the full range of required policies and procedures our 
MCO will implement to ensure provider contract compliance with health plan, State, and 
Federal standards and requirements, including program integrity statutes and 
regulations.  


Program integrity related topics in the manual will include but not be limited to: 


 Accessing our Fraud, Waste and Abuse Hotline and public web page for reporting 
program integrity complaints or incidents 


 Overall Program Integrity Program and structure (including Program Integrity 
Department and Special Investigations Unit) 


 Referring potential member misconduct-related incidents 


 Identifying and reporting provider preventable conditions/events. 


 
2. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  


 


Our Provider Manual will describe the procedures governing member eligibility 
verification to ensure providers submit claims only for active members. Manual content 
will describe how providers can quickly and easily verify member eligibility and 
information via our member look-up tool available 24/7 on the secure Provider Portal.  


 


The Manual also will describe how providers can call our automated and intuitive 
Interactive Voice Response (IVR) System to verify member eligibility. We will inform 
providers that because Member ID cards are not a guarantee of eligibility, providers must 
verify members’ eligibility on each date of service. 
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These tools enable providers to use member identifying information to determine 
whether a particular individual is an active member of our health plan and the eligibility 
start and end dates. They also provide information on the member’s assigned PCP. 


 
a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s eligibility 
through the current electronic verification system. 


 


Our Manual will describe the process for receiving and disseminating enrollment data to 
participating providers, including how our health plan receives enrollment data via the 
HIPAA 834 Enrollment File. Our Provider Manual also will include information on how we 
will send PCPs a roster of their assigned members through our secure Provider Portal. 
This member roster will reflect all eligibility/demographic changes made within the last 
24 hours. We will inform providers that member eligibility information on the Provider 
Portal includes other important member information including date of birth, address and 
contact information. 


 
3. Prior authorization procedures and requirements including the appeals process for denied, reduced or 
terminated services; 


 


We provide information on services that require prior authorization, including out-of-
network services, how to submit a prior authorization request, and what services can be 
provided without referral or prior authorization. The Provider Manual, Provider Website, 
and Provider Portal will state that emergency and post stabilization services are not 
subject to prior authorization and also clarify that members will not be held liable for the 
cost of services if a provider fails to obtain the necessary prior authorization. The 
Provider Manual will describe how the Provider Portal provides access to our online tool 
that allows providers to enter a CPT code to verify whether a service requires prior 
authorization and to how submit prior authorization requests. The Manual also will 
inform providers how to contact the plan for personalized prior authorization assistance. 


 
4. The procedures for claims administration including the appeals process for denied claims; 


 


The Provider Manual will include provider class specific information about claims 
administration by claim type as well general guidelines, clean and non-clean claim 
definitions, timely filing, claim and encounter data submission, claim payment, third 
party liability, and claim requests for reconsideration. A separate Billing Manual details 
administrative billing requirements, claim submission guidelines, and how to prevent 
fraudulent billing. We will also provide information about how to contact our Provider 
Services staff by phone or how to schedule a meeting with our Claims Concierge, who 
will assist providers with complex claims issues. 


 
5. Provider credentialing criteria; 


 


The Provider Manual will highlight the credentialing process and criteria and provide 
links to network contract applications and other credentialing forms. Our content will 
make it easy for providers to understand what they need to do and what to send to us to 
help facilitate a streamlined, efficient credentialing, contracting, and recredentialing 
process. We will include a list of required documentation and describe how we will verify 
credentialing documents. In addition, we will describe the Credentialing Committee 
review process; the re-credentialing process; providers’ right to review and correct 
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information; the provider’s right to be informed of application status; and the right to 
appeal an adverse decision. 


 
6. Provider network management; 


 


The Provider Manual will provide information on our approach to network management 
such as providers’ rights and responsibilities, provider communication, members’ rights 
and responsibilities, meeting appointment and cultural competency requirements, 
access standards, medical management, prior authorization, care coordination, provider 
monitoring and support, grievance and appeal process, and medical records review. We 
will also detail our program integrity management approach such as our program 
integrity/fraud Identification and referral process including clinical claim review, billing 
pattern review, and fraud rule review, case management retrospective review, and high-
dollar outlier review. We also provide details about how to contact our Fraud, Waste and 
Abuse Hotline to report a potential incident.  


 
7. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment obligations; 


 


Our Provider Manual will include information on the benefits and limitations available to 
enrolled members under the program, including any restrictions on members’ freedom of 
choice imposed by the program, and any/all payment obligations. Our content will help 
providers better manage their contractual responsibilities and ensure they are billing 
only for covered, medically necessary services.  


 
8. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment rates; 
and all pertinent information necessary to submit a clean claim in a timely manner; 


 


We will include an overview of administrative and billing instructions in the Provider 
Manual and detailed information on claims submission requirements and procedures in a 
separate Billing Manual. Combined, these manuals will include content such as a list of 
procedure codes, edits, units, payment rates, and all pertinent information necessary to 
submit a clean claim in a timely manner. Please see Section 3.7.8.1 for a list of topics 
covered in the Billing Manual.  


 
9. Procedure to dispute adverse payment and contract decisions; and 


 


Our Provider Manual will detail procedures for providers to dispute adverse payment and 
contract decisions including claim requests for reconsideration, claim disputes, 
corrected claims, overpayment recovery, and payment suspension policies and 
procedures. The manual will provide information about how to contact a PE Specialist for 
personal assistance and how to do online inquiries on claim status, payment amounts or 
denial reasons. We will also describe procedures such as how to submit form for 
adjusted or corrected claims, reconsiderations, and disputes. The manual will also 
describe how providers have the right to review information we obtained to evaluate their 
credentialing and/or re-credentialing application and information about how we made 
contract decisions.  


 
10. Policies and procedures to be implemented by the vendor to manage quality improvement and 
recipient service utilization. 
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The Provider Manual will describe our health plan’s culture, systems, and policies and 
procedures that we will implement to manage quality improvement and member 
utilization, as well as how our approach to quality management supports overall program 
integrity. We will describe our Quality Assessment and Performance Improvement (QAPI) 
Program and how we will use a systematic approach to quality using reliable and valid 
methods of health care delivery monitoring, analysis, evaluation and improvement.  


 


See Section 3.7.8.1 for more detail on how our Provider Manual will provide details on 
our Quality and Utilization Management Programs, and 3.16.8.1 for more information on 
our overall approach to program integrity; preventing fraud, waste, and abuse; and the 
role our Quality, Utilization and other health plan programs play in these efforts.  


 
3.16.6.3 Provider Workshops 
The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest to 
all providers, the workshops must provide sessions for each discrete class of providers whenever the 
volume of recent changes in policy or procedures in a provider area warrants such a session. All sessions 
should reinforce the need for providers to verify recipient eligibility and enrollment prior to rendering 
services in order to ensure that the recipient is Medicaid eligible and that claims are submitted to the 
responsible entity. Individual provider site visits will suffice for the annual training requirement. 


 


Our locally-based Provider Engagement Specialists (PE Specialists) will be responsible 
for day-to-day and in-person provider engagement, conducting provider training and 
education that includes program integrity information, throughout our Contracted 
regions, facilitating training, and resolving issues. We also have Provider Engagement 
Specialists who will specialize in the needs of hospitals and physicians and our PE 
Specialists dedicated to FQHCs will conduct workshops specific to these providers’ 
needs. For more detail on our overall approach to provider workshops, please see 
Section 3.7.8.2. 


 
The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site.  


 


Our comprehensive provider education approach will ensure that, at least annually, we 
will conduct provider workshops/town halls in the required geographic service areas to 
accommodate each provider site. These workshops will include information about our 
program integrity program and include topics such as: 


 Accessing our Fraud, Waste and Abuse Hotline and public web page for reporting 
program integrity complaints 


 Overall program integrity program and structure (including Program Integrity 
Department and Special Investigations Unit) 


 Program integrity/fraud Identification and referral process including clinical claim 
review, billing pattern review, and fraud rule review, case management 
retrospective review, and high-dollar outlier review 


 Payment suspension policies and procedures 


 Referring potential member misconduct-related information 


 Overpayment recovery 


 Identifying and reporting provider preventable conditions.  


 


For additional detail regarding our comprehensive Provider Training and Education 
Program, please see section 3.7.8.1. 
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In addition to presenting education and training materials of interest to all providers, the workshops must 
provide sessions for each discrete class of providers whenever the volume of recent changes in policy or 
procedures in a provider area warrants such a session.  


 


TRAINING OF INTEREST TO ALL PROVIDERS  
We will present program integrity education and training materials of interest to all 
providers. We will present training materials and offer information on program integrity 
(including fraud, waste, and abuse prevention) via our Provider Manual and Billing 
Manual. We also will instruct providers on how to access additional training materials, 
including related to program integrity, 24/7 through the Practice Improvement Resource 
Center (PIRC) on our Provider website.  


TRAINING FOR DISCRETE CLASSES OF PROVIDERS 
We will provide program-integrity related workshop/training sessions for discrete 
classes of providers, including PCPs, facilities/hospitals, ancillary and specialty 
providers whenever the volume of recent changes in policy or procedures warrant such a 
session. In between training sessions or workshops, our PE Specialists will conduct 
continuous education on a one-on-one basis with their assigned providers, specifically 
when a program integrity issue arises. As previously discussed, our PE Specialists will 
also reinforce how to access the Hotline and program integrity educational materials and 
tools available 24/7 on our online Practice Improvement Resource Center. Should the 
provider have more complex questions related to topics such as billing and coding 
errors, the PE Specialist will facilitate engagement with our Concierge Claims Specialists 
or our Program Integrity Unit.  


 
All sessions should reinforce the need for providers to verify Member eligibility and enrollment prior to 
rendering services in order to ensure that the Member is Medicaid-eligible and that claims are submitted 
to the responsible entity. 


 


All provider orientations, provider trainings/workshop sessions, in-person provider 
visits, provider phone calls, and webinars will reinforce the need for providers to verify 
member eligibility and enrollment prior to rendering services. This will ensure that the 
member is Medicaid-eligible and that claims are submitted to the responsible entity. This 
ongoing educational effort will help ensure the MCO and providers maintain program 
integrity compliance regarding paying only for medically necessary, covered services for 
members actively enrolled at the time of service. 


 


This effort also will help reduce denied claims and provider frustration. We will reinforce 
information via our Provider Newsletter, Provider Manual, and Provider Portal content. 


 
Individual provider site visits will suffice for the annual training requirement. 


 


While we understand that provider site visits will suffice for the annual training 
requirement, our Provider Engagement Model and our Provider Training Program, as 
also described in greater detail in Sections 3.7.8.2 and 3.7.9.1, exceed the requirement for 
annual training. We will offer multiple town halls/workshops/webinars throughout the 
year, including on topics related to our Program Integrity and FWA Programs. By 
scheduling multiple individual provider site visits with each provider, our PE Specialists 
will continuously reinforce program integrity training received, obtain feedback on the 
effectiveness of our training sessions, and solicit ideas for future training topics and 
venues. 
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On a day-to-day basis, our team of PE Specialists will provide comprehensive, field 
based and in-office support to individual provider’s understanding of, and compliance 
with, program integrity standards, policies, and procedures. To ensure we maintain 
compliance with all provider training/workshop-related requirements, we will track all 
training and onsite visits in our Customer Relationship Manager (CRM) System.  


 
3.16.6.4 Provider Newsletter 
The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest  


 


We will publish a quarterly Provider Newsletter for network providers, exceeding 
DHCFP’s requirements for a semi-annual newsletter. We will post the Newsletter on our 
public website and secure Provider Portal and also email the Newsletter to network 
provider officers.  


 


NEWSLETTER TOPICS ADDRESSING PROGRAM INTEGRITY  
Our Newsletter will feature articles on program integrity guidelines, such as provider-to-
provider communications, policy updates, quality management strategies, MCO updates 
and program, and other program integrity topics such as those listed in the table below.  


See Section 3.7.8.3 for more detail on our overall approach to provider newsletters.  


 


Examples of Provider Integrity-Related Newsletter Topics 


 Policy information 
updates, including 
reimbursement policies 


 Overall program integrity 
guidelines, initiatives and 
compliance monitoring 


 Provider roles and 
responsibilities regarding 
program integrity 


 Eligibility verification  Fraud, waste and abuse 
hotline and anonymous 
reporting 


 Potentially preventable 
conditions identification and 
reporting 


 Overpayment recovery  Claims submission and 
preventing fraudulent 
billing 


 Program integrity-related 
provider training and education 


 
3.16.6.5 Network Maintenance 
A. Maintenance of the network includes, but is not limited to: 


 


Our MCO, guided by our Network Management Plan, will maintain the highest quality, 
most comprehensive network possible at all times. Our VP, Network Development will be 
responsible for network maintenance and quality; and, in conjunction with the MCO’s Sr. 
Director, Compliance, the VP will also will ensure that the network meets our Program 
Integrity and other Compliance standards. Our Network Management Policy and 
Procedures Manual will document all policies and procedures related to network 
maintenance. Our network maintenance program will include components such as 
credentialing; adding and deleting providers, and periodic contract renewals; provider 
education and training; and provider discipline and termination, as described further 
below. We also provide more detail on network maintenance in Section 3.7.9.1 


 
1. Initial and ongoing credentialing; 
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THOROUGH CREDENTIALING AND RECREDENTIALING PROCESSES 
As fully described in Section 3.10.15, and highlighted in Section 3.7.9.1, our Credentialing 
Program includes comprehensive written policies, procedures and standards for initial 
credentialing and ongoing recredentialing, in full compliance with all applicable federal 
and State standards, including those required in NAC 679B.0405, 42 CFR §1002.3. Our 
Program is also fully compliant with all applicable standards of the National Committee 
for Quality Assurance (NCQA). Our procedures address program oversight, provider 
types, provider nondiscrimination, the application process and timelines, communication 
with providers, tracking of credentialing activities, the recredentialing process and 
oversight of delegated credentialing and recredentialing. 


  


Our Quality Improvement Committee (QIC) will have direct responsibility for the 
Credentialing Program, activities and policies. The Credentialing Committee, chaired by 
the Chief Medical Director (CMD), will oversee the credentialing process, evaluate 
credentials and professional conduct, and make recommendations to approve or deny a 
provider’s application for network status. The Credentialing Committee, which reports to 
the QIC, also will review monthly reports to measure health plan compliance with 
credentialing standards. The Credentialing Committee will also provide access to local 
best practices and ensure that any issues expressed by the local provider community 
network providers are expediently addressed.  


 


INITIAL CREDENTIALING  
To join our provider network, providers must submit a completed application and 
supporting documentation and meet all participation requirements. We will require 
practitioners to submit their application using Nevada Form NDOI-901. Our Credentialing 
Team will review and verify the provider’s application and documentation using industry-
recognized primary and secondary source verification. We will verify information from 
the Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, any 
equivalent licensing boards for out-of-state providers, other applicable licensing entities 
for all other practitioners, and additional verification elements described in 3.10.15.5.  


 


For initial credentialing and recredentialing, we will conduct searches on applicants and 
compare their results against the U.S. Department of Health and Human Services Office 
of Inspector General (HHS-OIG) list of Excluded Individuals/Entities and the System for 
Award Management (SAM), the Social Security Death Master File (SSDMF) and the 
National Practitioner Data Bank (NPDB). During initial credentialing, recredentialing, and 
monthly ongoing monitoring between recredentialing cycles, we will consistently 
monitor providers for loss of licensure, exclusions, sanctions and fraud/abuse violations.  


 


Applications with satisfactory inquiry status are forwarded to the Credentialing 
Department for processing. Credentialing staff will verify data using primary and 
secondary source verification, all of which comply with NCQA, State, and federal 
requirements. Applications meeting thresholds for “clean files” will be presented to the 
Chief Medical Director for review and approval. Applications failing to meet “clean file” 
credentialing thresholds are submitted to the Credentialing Committee, which will meet 
monthly to review the qualifications of each applicant presented and make approval or 
denial recommendations to the QIC. The QIC, which will meet within one week of the 
Credentialing Committee, will make all final decisions on network participation. 
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RECREDENTIALING 
Our MCO will recredential all providers, at a minimum, every 36 months, and we will not 
require any action by the practitioner to start the recredentialing process. Approximately 
180 days prior to the practitioner’s recredentialing date, we will begin the recredentialing 
process. We will send providers a series of recredentialing notices at 180, 120, and 60 
days prior to the due date, as needed. Our Provider Engagement staff will also call any 
Providers who fail to respond to our recredentialing notices, and when there is a 
potential for recredentialing failure which could result in network termination. Please see 
Section 3.10.15.6 for more detail on recredentialing. 


 


ONGOING CREDENTIALING 
To ensure that we provide our members access to only the highest quality network of 
providers, our Credentialing staff will conduct ongoing monitoring and reporting 
between recredentialing periods to ensure continued compliance with all federal, State 
and health plan credentialing requirements, standards, and policies. Staff will routinely 
monitor all network providers to ensure they have not incurred exclusions, licensure 
sanctions, legal activity, or other negative indicators in between or prior to their standard 
recredentialing through routine monitoring of all providers in the network.  


 
2. Adding, deleting, and periodic contract renewal; 


 


Our Network Maintenance Program will include specific processes related to adding, 
deleting, and periodically renewing provider contracts. Provider data is initially added to 
our Provider Data Management (PDM) System as a result of information gathered during 
the contracting and credentialing processes. We routinely refresh data as a result of day-
to-day contact with providers, recredentialing, and the contract renewal process. 
Contracting staff will outreach to providers whose contracts are set to expire to 
renegotiate terms/conditions or provide them with a new contract before the original 
contract expires, as described in Section 3.7.9.1.  


 


We will maintain detailed policies, processes, and procedures to ensure that we update 
provider data quickly and accurately, including adding and deleting providers from our 
PDM System as appropriate; and correcting information (e.g. address/location 
information, panel sizes, languages spoken, accepting new patients, ADA accessibility, 
and other demographic information). In addition, our Provider Services and Provider 
Engagement staff will ask providers to verify the information we have on file for them 
during every telephone call or onsite visit. We will contractually require providers to 
proactively notify us, in writing, whenever they have a change to their information and we 
will update our system and online Provider Directory within 48 hours of being notified of 
the change. Please see Section 3.7.7 and 3.16.6 for more information on how we maintain 
the most current Provider Directory possible. 


 
3. Provider education; and 


 


COMPREHENSIVE EDUCATION ON PROGRAM INTEGRITY 
During orientation sessions, we will educate providers about our Program Integrity and 
Fraud, Waste, and Abuse Compliance Plan (FWACP), which includes information about 
their obligations related to the prevention, detection and reporting of any suspected 
incident of FWA, and how to report any concern directly to the health plan or via our 
FWA hotline. We also will disseminate this information in our Provider Manual, through 
articles in our quarterly Provider Newsletters, (also available on the web to both 
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contracted and non-contracted providers), in letters, in classes, and during PE Specialist 
onsite visits to individual providers. These visits may be routine, the result of a random 
audit, an issue-focused audit, or an inquiry generated by some reported concern.  


 


We will educate our subcontractors, including personnel who work onsite at our plan, 
during their initial orientation and mandatory annual trainings. Our plans contractually 
require subcontractors to comply with all relevant laws, regulations, state mandates, and 
our Provider Manual. We also contractually obligate subcontractors to immediately 
report any concerns about noncompliance within their organization, or that they may 
have observed at the plan, at a provider’s office, by a member, or by another 
subcontractor. At a minimum, we will meet quarterly with each of our subcontractors or 
more frequently based on volume of business, criticality, sensitivity of responsibilities, 
or historical performance. During these delegated vendor oversight meetings, we review 
operational reports and reports on compliance and our Program Integrity efforts. 


 


Practice Improvement Resource Center  
In 2015, we expanded our online support for providers through our Practice Improvement 
Resource Center: a well-organized, searchable compendium of best practices and vetted 
documentation, communication channels (secure messaging, forums, etc.), multi-media 
content, and interactive tools to help providers across clinical, operational, and 
technology aspects of their practices. This online resource will include training 
information for providers about our Program Integrity policies and procedures, as well as 
our FWA Compliance Plan and how providers can collaborate with our MCO to identify 
any FWA concerns. 


 


For complete details about our comprehensive Provider Training and Education 
Program, please see our response to Section 3.7.8.2.  


 
4. Discipline/termination, etc. 


 


WORKING PROACTIVELY TO PREVENT THE NEED FOR DISCIPLINE 
TERMINATION 
Our MCO will use a multi-modal network management/maintenance and approach to help 
ensure ongoing optimal provider performance and improved health for our members. 
Our goal is to proactively help providers succeed, so we will regularly provide feedback 
to them, including performance data, so that the need for discipline or termination does 
not occur. Through monthly or quarterly meetings, documenting provider calls and visits 
in our tracking system, PE Specialists will have a full understanding of provider 
performance issues and concerns. 


 


CORRECTIVE ACTION/DISCIPLINE 
When we identify a provider who is non-compliant with our Program Integrity or FWA 
Program or related contractual requirements, the provider’s assigned PE Specialist will 
contact them immediately by phone or conduct an onsite visit. Since we generally want 
to avoid the need for formal Corrective Action Plans (CAPs), the PE Specialist will work 
collaboratively with the provider to identify root causes, provide targeted education and 
develop a plan to immediately address the non-compliance. In the case of identified 
billing or coding errors, the PE Specialist will also involve the Claims Specialists to 
conduct any re-training necessary to bring the provider into compliance. If the non-
compliance continues, we will require that the provider develop and implement a formal 
Corrective Action Plan (CAP) to address the identified issue(s). Our written procedures 
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will include the process for communicating the issue to the affected provider as well as 
the specific actions the provider must take to correct the issue. 


 


If upon follow up, the provider remains non-compliant, we will refer them to the 
Credentialing Committee for further review and corrective action. The Credentialing 
Committee may take further specific actions such as more intensive monitoring, 
additional training, freezing the provider’s panel or enrollment status, or termination 
(depending upon the magnitude of the problem or lack of correction).  


When we identify suspected incidents of provider fraud, we follow all t 


he steps outlined in Section 3.16.11-3.16.26 – Program Integrity, including related to 
reporting to DHCFP and implementing DHCFP-directed payment suspensions and other 
action. 


 


TERMINATING NON-COMPLIANT PROVIDERS 
If need for a termination should occur, we will use proven policies and procedures to 
effectively and efficiently manage the necessary steps to provide required notifications 
to DHCFP within mandated timeframes, prepare and implement work plans, and ensure 
smooth member transitions. We detail our processes for handling network terminations 
and significant network changes in Sections 3.7.5.11 and 3.7.5.12. 


 


For details on addressing non-compliance with medical management standards, please 
see 3.16.6.6 below.  


 
3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, and 
for disciplining those who are found to be out of compliance with the vendor’s medical management 
standards. 


 


MONITORING COMPLIANCE WITH MEDICAL MANAGEMENT STANDARDS 
Leveraging decades of our affiliates’ collective experience, we will establish written 
policies and procedures for monitoring our network providers and for disciplining those 
who we find to be out of compliance with our medical management standards. We 
consider medical management standards to consist of Clinical Practice and Preventive 
Health Guidelines (also known as CPGs), Utilization Standards, and Community 
Standards of Care. As part of our overall provider communication approach, and 
adherence to program integrity principles, we will communicate these policies and 
procedures to providers via our Provider Manual, Provider Orientation, workshops, face-
to-face meetings and published information on our secure Provider Portal.  


 


Our Utilization Management and Quality Improvement (QI) staff will monitor provider 
compliance with our adopted CPGs and Utilization Standards by reviewing data such as 
HEDIS, pay-for-performance, and other performance profile measures; utilization 
patterns including potentially preventable re-admissions and ER visits, and inappropriate 
prescription drug prescribing; and member grievance and appeal trends, that may be 
indicators of compliance with standards and guidelines. We also may become aware of 
incidents of alleged non-compliance with our medical management standards of care by 
reviewing denied claims, reports of adverse events, allegations of inappropriate or 
substandard care, member complaints or grievances, and information gathered during 
credentialing.  
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PROCESS FOR NON-COMPLIANT PROVIDERS 
Our QI Coordinator and Chief Medical Director will be responsible for meeting with 
Providers to discuss identified issues and supporting development of any necessary 
CAPs. Since our goal is to prevent corrective action or other discipline, we will first work 
with the Provider to provide extra education and support as needed. If education and 
training do not result in improvement, and a CAP is needed, the QI Coordinator will 
follow up with the Provider to ensure the CAP is satisfactorily implemented. We may also 
include Provider Engagement Specialists or Provider Performance Managers in the 
meetings and follow-up process. Written corrective action plans include the process for 
communicating the issue to the affected provider as well as the specific actions the 
provider must take to correct the issue. If the provider continues to be non-compliant 
with medical management standards, the QI Coordinator and Chief Medical Director will 
refer the provider to the Credentialing Committee for further review and action.  


 


Peer Review 
We will establish a Peer Review Committee (PRC), an ad hoc subcommittee of the Quality 
Improvement Committee (QIC) that will be responsible for reviewing allegations of 
substandard care and recommending corrective action. Written procedures in our 
Internal Quality Assurance Program (IQAP) will guide the PRC’s actions. We will expect 
the PRC to use their clinical judgment in assessing the appropriateness of rendered 
clinical care and recommending a corrective action plan that will ensure ongoing 
member safety and best suit the particular provider’s situation.  


 


If we identify a provider as potentially out of compliance with standards on serious 
matters, our QI Coordinator and Chief Medical Director will investigate the incident and 
may refer the provider to our Peer Review Committee for further review and discipline as 
needed. Specific actions may include more intensive monitoring, additional education 
and training, freezing the provider’s panel or enrollment status, or termination 
(depending upon the magnitude of the problem or lack of correction). 


 


Please see Sections 3.10 – 3.10.4 for IQAP standards and Section 3.10.8.4 for more detail 
on Implementation of Corrective Action. 


 
3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network 
providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, 
removal from the provider panel to DHCFP in a time and manner as determined by the DHCFP as 
follows:  
 
A. Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction taken 
against a network provider, or any suspected provider fraud or abuse, the vendor shall immediately 
inform the DHCFP’s Provider Enrollment Unit;  


 


We agree to take appropriate steps relating to any and all network provider actions in a 
pre-established timeframe as determined by DHCFP. Our credentialing staff conduct 
ongoing screening at least monthly to review and verify sanction and exclusion activity, 
which is shared with plan leadership, our Provider Data Management team, the Medical 
Director and the Credentialing Committee, as needed. Should a network provider raise 
concerns of disciplinary action, sanctions, or fraud or abuse, our VP of Provider 
Networks will alert our VP of Compliance, who will immediately notify DHCFP’s Provider 
Enrollment Unit in a time and format as determined by DHCFP.  
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B. The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's 
excluded Provider list at least monthly to confirm its network providers have not been sanctioned by the 
OIG or by the DHCFP; and 


 


To confirm network providers have not been sanctioned, our credentialing staff on the 
Provider Data Management team will conduct monthly searches on all providers and 
compare against the Office of Inspector General (OIG) list of Excluded 
Individuals/Entities and the System for Award Management (SAM), the Social Security 
Death Master File (SSDMF), DHCFP, and the National Practitioner Data Bank (NPDB). This 
team conducts additional checks during our initial credentialing and recredentialing 
cycles to monitor providers for loss of licensure, exclusions, as well as other sanctions 
and fraud and abuse violations. 


 
C. If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network provider, the 
vendor shall review the provider’s performance related to this RFP and take any action or impose any 
sanction, including disenrollment from the vendor’s provider network. 


 


Upon notification or discovery that the OIG, DHCFP, or another state Medicaid agency or 
regulatory certification/licensing entity has taken an action or imposed a sanction 
against a network provider, credentialing will review that provider’s performance in 
relation to this RFP. Credentialing will inform our Provider Data Management team, who 
will take any action or impose any sanction necessary against that provider, up to and 
including disenrollment from our provider network. 


 


3.16.7 Affiliations with Debarred or Suspended Persons 
3.16.7.1 Monitoring for Prohibited Affiliations 
 
A. The vendor may not employ or contract with providers excluded from participation in federal healthcare 
programs.  
 
B. The vendor may not be controlled by a sanctioned individual. 
 
C. The vendor may not have a contractual relationship that provides for the administration and 
management or provision of medical services, or the establishment of policies, or the provision of 
operational support for the administration, management or provision of medical services, either directly 
and indirectly, with an individual convicted of certain crimes as described in section 1128(b)(8)(B) of the 
Act.  
 
D. The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, 
utilization review, medical social work, or administrative services, with one of the following: 
 
1. Any individual or entity excluded from participation in federal healthcare programs; 
 
2. Any entity that would provide those services through an individual or entity. 


 


We acknowledge the need for safety and security of Nevada Medicaid and Nevada Check 
Up members. As such, we recognize the need to continuously monitor for any prohibited 
relationships and affiliations in relation to our ability to provide health care programs. We 
will ensure full compliance with all relevant State and federal laws, regulations, policies, 
procedures, guidance, and standards surrounding debarred, suspended, excluded, 
sanctioned, or convicted individuals and/or entities according to our established internal 
policies and procedures.  
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E. The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the 
vendor will not knowingly have a director, officer or partner who is or is affiliated with a person/entity that 
is debarred, suspended or excluded from participation in federal healthcare programs.  


 


Pursuant to 42 CFR 438.610, we do not currently employ any individuals who have been 
debarred, suspended, or excluded from federal health care program participation nor do 
our current directors, officers, or partners have affiliations with such individuals or 
entities. We will follow our established internal policies and procedures to ensure we 
continue to comply with this regulation according to our enterprise-wide established 
protocols. 


 
F. The vendor is prohibited from knowingly having a person with ownership of more than 5% of the 
vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


 


We acknowledge we are prohibited from knowingly having a person with ownership of 
more than 5% of our company’s equity who is, or is affiliated with a person or entity that 
is, debarred, suspended, or excluded from federal health care programs. We currently do 
not have any ownership or affiliations with debarred, suspended, or excluded individuals 
or entities and will continue to follow our established internal procedures to ensure we 
are in compliance. 


 
G. The vendor is prohibited from knowingly having an employment, consulting, or other agreement with 
an individual or entity for the provision of vendor contract items or services who is (or is affiliated with a 
person/entity that is) debarred, suspended, or excluded from participation in federal healthcare programs. 


 


We acknowledge we are prohibited from knowingly having an employment, consulting, 
or other agreement with an individual or entity for the provision of contract items or 
services who is, or is affiliated with an individual or entity that is, debarred, suspended, 
or excluded from participation in federal health care programs. We do not currently hold 
any such agreements and will continue to follow our established internal procedures to 
ensure we remain in compliance.  


 
H. If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is 
disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of 
noncompliance. The State may continue the existing agreement with the vendor unless the Secretary 
directs otherwise. The DHCFP may not renew or extend the existing agreement with the vendor unless 
the Secretary provides to the DHCFP and to Congress a written statement describing compelling reasons 
that exist for renewing or extending the agreement.  


 


We understand that, should DHCFP learn we hold a prohibited relationship with an 
individual or entity who is disbarred, suspended, or excluded from participation, DHCFP 
will notify the Secretary of noncompliance. We acknowledge our agreement may 
continue unless otherwise directed by the Secretary, and we acknowledge DHCFP may 
not renew or extend our agreement unless the Secretary provides DHCFP and Congress 
a compelling written statement for extension. 


 


OVERALL MONITORING 
Standard procedure for all potential employees and partnerships includes initiating 
background checks to ensure a safe, reliable workforce in compliance with our legal and 
contractual obligations. All background checks include social security number, criminal 
history, employment, education, the Office of Inspector General’s (OIG) List of Excluded 
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Individuals and Entities (LEIE), and the General Services Administration’s (GSA) System 
for Award Management (SAM) exclusion screenings. Depending upon position level and 
responsibility, additional checks are required, such as position-specific licensing and 
certification, motor vehicle records, credit history, and FDA Debarment List.  


 


Ongoing monthly monitoring of all federal and state exclusion lists ensures we keep our 
information up-to-date and do not employ any prohibited individuals or entities. We will 
not enter into any relationship with a subcontractor debarred, suspended, or excluded 
from participating in procurement activities under the Federal Acquisition Regulation or 
from non-procurement activities under regulations issued under Executive Orders. 


 


3.16.8 Compliance Plan 
3.16.8.1 Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. 


 


Our robust and comprehensive Program Integrity Program is designed to identify, 
review, recover, and report improper payments, including fraud, waste and abuse (FWA) 
activities, on an ongoing basis. To guard against FWA, our Program Integrity Program is 
comprised of administrative and management arrangements and procedures including:  


 Written policies and procedures (P&Ps) (Please see our responses to Section 
3.15.5.2 for a description of our P&P development and maintenance processes, 
and Section 3.16.8.2 for a description of our compliance-related P&Ps)  


 A mandatory FWA and Improper Payments Compliance Plan (Please see our 
response to Section 3.16.8.2 for a description of our FWA and Improper Payments 
Compliance Plan)  


 A Program Integrity oversight committee that includes guarding against FWA 


 
3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the 
organization’s commitment to comply with all applicable Federal and State program integrity standards. 


 


WRITTEN POLICIES, PROCEDURES AND STANDARDS OF CONDUCT RELATED 
TO COMPLIANCE 
We will document all policies, procedures, and standards of conduct related to 
compliance, Fraud, Waste and Abuse (FWA) and improper payments as required by the 
RFP. These policies and procedures will articulate and emphasize our commitment to 
comply with all applicable Federal and State Program Integrity standards. Our 
comprehensive policies and procedures will detail the procedures and methodologies 
related to, but not limited to, proactively preventing, detecting, and investigating FWA 
and improper payments, ongoing monitoring and auditing procedures, access to 
provider records, prompt response and corrective actions, suspension of provider 
payments, and prevention of payments to international accounts. We will review and 
update our policies, procedures, and FWACP at least annually. All compliance-related 
policies and procedures will be reviewed and approved by our Compliance Committee, 
which includes our Compliance Officer, CEO and other members of our senior leadership 
team. Approved policies are managed within our internationally-recognized Governance, 
Risk Management and Compliance software system (GRMC System), which is utilized by 
all employees via the company intranet site. All policies and procedures will be reviewed 
and updated, as necessary, on an annual basis to ensure accuracy. 


 
3.16.8.3 General Requirements 
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A. The vendor must have a comprehensive compliance plan which encompasses the elements necessary 
to monitor and enforce compliance with all applicable laws, policies, and contract requirements.  


 


Our comprehensive FWA and Improper Payments Compliance Plan (FWACP) will include 
elements necessary to monitor and enforce compliance with all applicable laws, policies, 
and Contract requirements. Our FWACP will focus on the prevention, reduction, 
detection, correction, and reporting of FWA and improper payments among providers, 
members, and subcontractors. The FWACP will incorporate the following: 


 Written Policies, Procedures and Standards of Conduct. As described in greater 
detail in our response to Section 3.16.8.2, we will develop, document, maintain 
and update all policies, procedures, and standards of conduct related to FWA and 
improper payments as required by the RFP.  


 Effective Program Integrity Unit Structure (PIU) consisting of our Payment 
Integrity Department and Special Investigations Unit. We will designate our Vice 
President (VP) of Compliance as our Program Integrity Officer, who will report 
directly to the CEO. This position has the ultimate oversight, responsibility, and 
authority for the PIU and Compliance Program. Hereinafter, this individual will be 
referred to as the Compliance Officer. The Compliance Officer will be located in 
and 100% dedicated to Nevada. The Compliance Officer and local staff will be 
experts on the regulations related to health care fraud and abuse, and will 
interface with DHCFP, as the issue demands. The Compliance Officer and his/her 
staff will routinely communicate with our parent company’s staff and their 
colleagues at affiliate health plans on common issues, best practices, and training 
initiatives.  


 Compliance Committee. The Compliance Officer will serve as Chair of our 
Compliance Committee, which will meet at least quarterly and include leadership 
from each of our functional units. This committee will review compliance issues 
and determine when further action is needed.  


 Special Investigations Committee. To ensure effective governance, our parent 
company’s Board of Directors establishes committees to undertake and report on 
various functions. The Special Investigation Committee (SIC) is a sub-committee 
of our Compliance Committee of the Board of Directors. The primary objective of 
the SIC is to assist our parent company’s Special Investigations Unit (SIU) in 
effectively performing its responsibilities, by reviewing SIU activities and 
furnishing recommendations, guidance, and information. 


 FWA Workgroup. Our parent company’s SIU maintains a standing Workgroup, 
which is responsible for the review, approval and workflow of investigative 
projects. Members of the Workgroup provide guidance regarding current anti-
fraud projects, investigations and workflow issues, assist in the assignment of 
departmental personnel to streamline investigative processes and projects, 
eliminate redundancy in investigative work flow, review current investigative 
assignments as needed or directed by the SIU Manager and serve as advisors, 
within their scope of subject matter expertise. 


 Corporate Support. Our parent company’s Vice President of Ethics and 
Compliance has direct oversight over the corporate SIU and is always available to 
support or assist our PIU/Compliance Team as needed. Our parent company’s 
Director of the Special Investigations Unit is a member of the National Health Care 
Anti-Fraud Association’s (NHCAA) Board of Governors.  


 Effective Lines of Communication. Our combination of new hire orientation, 
annual training by a PIU or Compliance Team staff member, and PIU/Compliance 
Team presence on our Quality Committees and workgroups will make our 
employees aware of and comfortable approaching our Compliance Team with any 
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concerns. In addition, our parent company operates both a Compliance Helpline 
for employees to report compliance issues and a FWA Hotline for members, 
providers and other external individuals to report FWA issues. 


 Confidential Reporting Mechanisms. We will provide an internal and external toll-
free hotline available 24 hours a day/365 days a year for employees, providers, 
members, subcontractors, or others to report suspected FWA or any type of 
compliance concern. We will ensure that any individual who reports suspected 
FWA is not retaliated against either by any staff member or subcontractor staff 
member. 


 Disciplinary Guidelines. To enforce compliance with all Contract, federal and state 
requirements and regulations and our library of P&Ps, we will maintain well-
publicized disciplinary guidelines related to compliance, FWA and improper 
payments. Our company maintains a written policy statement outlining the 
degrees of disciplinary actions that will be imposed upon corporate officers, 
managers, employees, and independent contractors for failing to comply with the 
company’s standards, policies, and applicable statues and regulations. These 
disciplinary guidelines are well-publicized and are included in employee, member 
and provider handbooks, employee trainings, and member and provider 
newsletters. The written standards of conduct elaborate on the procedures for 
handling disciplinary problems and those who are responsible for taking 
appropriate action. A commitment to compliance applies to all personnel levels 
within the company; the consequences of noncompliance will be consistently 
applied and enforced, in order for the disciplinary policy to have the required 
deterrent effect. All levels of employees will be subject to the same disciplinary 
action for similar offenses. 


 Staff and Subcontractor Training. Our staff and subcontractors will receive 
comprehensive annual training on preventing, reducing, detecting, correcting, and 
reporting on suspected cases of FWA and improper payments. Training is 
discussed in more detail in our response to Section 3.16.8.3.C.3. 


 Ongoing Collaboration with DHCFP. We will ensure timely, complete, and 
consistent exchange of information and collaboration with DHCFP, DHCFP’s 
external quality review organization (EQRO) and any other entity related to 
suspected FWA. 


 
B. The compliance plan must be reviewed and approved annually by the DHCFP. 


 


We will comply with DHCFP’s requirement that our FWA and Improper Payment 
Compliance Plan will be submitted annually for DHCFP’s review and approval. 


 
C. The compliance plan must include the following elements, and any others as directed by the DHCFP: 
 
1. Written policies and procedures for the functions in this section; 


 


Our comprehensive FWA and Improper Payment Compliance Plan (FWACP) will include 
written policies and procedures (P&Ps) which address each of the functions described in 
Section 3.16.8.3 of the RFP and any others as directed by DHCFP related to compliance, 
FWA, improper payments, and program integrity. These policies and procedures will 
articulate and emphasize our commitment to comply with all Contract requirements and 
all applicable Federal and State regulations and standards. Our high-quality P&Ps will 
detail the procedures and methodologies related to, but not limited to, proactively 
preventing, detecting, and investigating FWA and improper payments, ongoing 
monitoring and auditing procedures, access to provider records, prompt response and 







686 
 


corrective actions, suspension of provider payments, and prevention of payments to 
international accounts. Our FWACP is a library of evolving documents that is updated as 
needed but at least annually to reflect current DHCFP requirements and internal 
operational procedures. All compliance-related P&Ps and subsequent revisions will be 
reviewed and approved by our Compliance Committee, which includes our Compliance 
Officer, CEO and other members of our senior leadership team. We will review and 
update our P&Ps and FWACP, and submit them for DHCFP review and approval, 
annually. Once P&Ps have been approved, they will be loaded into the internationally-
recognized Governance, Risk Management and Compliance software system (GRMC 
System) we utilize for immediate availability to all employees on our intranet. 


 
2. Standards for effective communication between the Compliance Officer, Program Integrity staff, 
management, vendor staff, and the DHCFP; 


 


Our FWACP will include standards to promote regular, effective communication among 
our Compliance Officer, Program Integrity Unit staff, management, staff and DHCFP.  


 


Our combination of new hire orientation, annual training by a PIU or Compliance Team 
staff member, and PIU/Compliance Team presence on our Quality Committees and 
workgroups will make our employees aware of and comfortable approaching our 
Compliance Team and communicating any concerns. In addition, our parent company 
operates both a Compliance Helpline for employees to report compliance issues and a 
FWA Hotline for members, providers and other external individuals to report FWA issues. 


 


We are committed to maintaining regular, ongoing communication and collaboration with 
DHCFP regarding compliance-related matters by proposing measures which include, but 
are not limited to:  


 Identifying health plan and DHCFP points of contact responsible for 
communicating compliance-related information 


 Participating in regular, ongoing joint meetings between our Compliance Officer, 
other members of our PIU/Compliance Team and DHCFP staff 


 Reporting all FWA issues and other compliance-related information to DHCFP in 
accordance with Contract requirements 


 
3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff, 
management and staff, and subcontractors on the prevention and detection of fraud, waste, abuse, and 
improper payments; 


 


Our FWACP will include P&Ps and standards related to performing mandatory, on-going 
training and education to our Compliance Officer, Program Integrity Unit staff, and 
subcontractors on the prevention and detection of FWA and improper payments. 


 


Training for Program Integrity Unit (PIU) Staff. We will ensure that our Compliance Officer 
and PIU staff, including FWA Investigators, receive appropriate training that will assure 
they can effectively carry out roles and responsibilities. The FWA Investigators will also 
receive ongoing training on CMS’ Guidelines for Constructing a Compliance Program for 
Medicaid Managed Care Organizations and Prepaid Networks.  


 


Training for Health Plan Staff and Subcontractors. We will require all employees, 
subcontractors, temporary staff, and consultants attend annual FWA training sessions. 
Our parent company’s Business Ethics and Conduct Policy includes specific discussion 
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of federal and state laws and regulations governing FWA and erroneous payments, 
policies and procedures and whistleblower rights and protections for employees. 


 


Training for New Employees. We will require that new employees complete and attest to 
having completed compliance and FWA and improper payments training within 30 days 
of hire. This training will address a variety of compliance-related topics including, but not 
limited to: The Health Plan and Corporate Code of Conduct; Privacy and Security - Health 
Insurance Portability and Accountability Act; FWA and Improper Payments; Procedures 
for timely consistent exchange of information and collaboration with DHCFP; our health 
plan’s organizational chart including the PIU; and Provisions of 42 CFR §438.610 and 
relevant State and federal laws, regulations, policies, procedures, guidance and 
standards including CMS’ Guidelines for Constructing a Compliance Program for 
Medicaid Managed Care Organizations and Prepaid Networks. 


 
4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity Unit; 


 
Our FWACP will include P&Ps, organizational charts, job descriptions (JDs) and other 
documented standards related to the delineation, organization, and division of 
responsibilities among our PIU staff. 


 


EFFECTIVE PROGRAM INTEGRITY UNIT STRUCTURE 
Our Vice President (VP) of Compliance, who will report directly to our CEO, will serve as 
our Program Integrity/Compliance Officer, to whom each of our PIU/Compliance staff will 
directly or indirectly report. This position maintains the ultimate oversight, responsibility, 
and authority for the PIU/Compliance Team, which will be comprised of seasoned 
professionals knowledgeable on Contract, state and federal requirements and 
regulations related to health care FWA and improper payments. 


 


Each member of our PIU/Compliance Team staff will be appropriately aligned with a 
supervisor who is knowledgeable of his/her direct reports’ assigned duties and 
responsibilities. Each PIU/Compliance Team staff position will align with a formal JD, 
which will clearly delineate responsibilities at the position-level. JDs will be developed to 
ensure all Contract, state and federal requirements and regulations correspond with an 
accountable position or team, and to ensure that each position is assigned an 
appropriate level of accountability and responsibility for supporting our Program 
Integrity Program and FWACP.  


 


COMPLEMENTARY CORPORATE PROGRAM INTEGRITY SUPPORT 
Our parent company’s Program Integrity team is structured in a way that addresses FWA 
and improper payments with two robust units. Our corporate Program Integrity team is 
comprised of more than 100 staff members who possess a host of diverse, 
complementary experience, education and qualifications. The team includes Registered 
Nurses, Certified Fraud Examiners, Certified Professional Coders, and MBA graduates 
among others. The Payment Integrity Department is responsible for addressing billing 
errors and waste. The Special Investigation Unit (SIU) is responsible for addressing 
abuse and fraud. This two-pronged approach promotes FWA identification and resolution 
using both claim-level and provider profiling analysis. Each corporate department 
including, but not limited to, Medical Management, Medical Affairs, Claims Management 
and Auditing, is governed by P&Ps which define the departments’ expectations with 
respect to FWA prevention. While the Program Integrity function is primarily centralized, 
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the responsibility for detecting, reporting and mitigating FWA in any form is infused and 
shared cross-functionally throughout our parent company by every employee.  


 
5. Specific objectives and goals for Program Integrity operations in the coming year; and 


 


We will comply with DHCFP’s requirement to include specific objectives and goals for 
Program Integrity operations in our FWACP. 


 
6. The process that the vendor will use to enforce program integrity standards through well publicized 
disciplinary guidelines. 


 


Our FWACP will include P&Ps and other documented standards related to our 
enforcement of Program Integrity standards targeted to staff, subcontractor staff and 
providers through well-publicized disciplinary guidelines.  


 


DISCIPLINARY GUIDELINES  
Staff. To enforce compliance with all Contract, federal and state requirements and 
regulations and our library of P&Ps, we will maintain well-publicized employee 
disciplinary guidelines. Disciplinary guidelines will be regularly communicated to staff 
through a variety of methods, including new hire orientation training, on-going 
compliance-related training opportunities, P&Ps and other reference materials available 
on our intranet, annual staff compliance training, our Employee Handbook, posters and 
other materials posted in break areas and other high-visibility locations, and team 
meetings. 


 


Additionally, our disciplinary guidelines will provide supervisors and our Human 
Resources Team with protocols for documenting and reporting compliance-related 
employee violations, clearly delineate the appropriate level(s) of corrective action to 
apply in response to employee violations of our Program Integrity/Compliance Program, 
describe corrective action follow-up processes, and describe processes for identifying 
and addressing trends in compliance-related employee violations.  


 


Subcontractor Staff. We will require all subcontractors to have well-publicized 
disciplinary guidelines for their staff who fail to comply with our Program Integrity 
standards. Each subcontractor will be required to report any suspected deviation of any 
Program Integrity standard to our Compliance Officer. 


 


Providers. Our provider disciplinary guidelines related to failure to comply with Program 
Integrity standards include sanctions up to and including termination of participation in 
our network, will be well-publicized using a variety of methods including the Provider 
Agreement, Provider Manual, Provider Portal, and through regular engagement with our 
Provider Engagement Specialists.  


 
7. The process that the vendor will use to complete internal program integrity monitoring and auditing. 


 
Our FWACP will include P&Ps related to our processes for completing internal Program 
Integrity monitoring and auditing. 
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INTERNAL MONITORING, AUDITING, DETECTION AND INVESTIGATION 
Based on affiliate health plan experience and emerging fraud trends, our parent 
company’s Special Investigation Unit (SIU), in collaboration with our Compliance Officer, 
will implement best-practice internal monitoring procedures including provider and 
member claims audit plans. We will utilize a two-pillar approach, similar to that used by 
CMS, which includes both prospective and retrospective fraud detection methods. This 
two-pillar approach will allow us the flexibility to stop payment for potentially wasteful or 
abusive claims. By employing a robust prepayment editing system combined with 
clinician reviews, we will be able to stop payment on every potentially miscoded claim 
versus paying providers and then recouping or entering into a settlement. This includes 
detecting upcoding, modifier misuse/abuse, unbundling, and age/gender issues. 
Examples and explanations of the internal tools and resources we use for detection and 
investigation are described in Tables 3.16.8.3.C.7-A and 3.16.8.3.C.7-B.  


 


Table 3.16.8.3.C.7-A: Proactive FWA and Improper Payments Processes 


Claims Software 
Editing 


We will utilize a code editing software to detect potentially incorrect 
claim submissions in accordance with DHCFP’s requirements. Our 
parent company’s Payment Integrity Department will regularly review 
edit results, report concerns to us and our parent company’s SIU, and 
provide reports that assist with educating providers on appropriate 
coding practices. Our code editing software reviews claims against 
coding standards established by the AMA, CMS, and various medical 
specialty societies. The software identifies potential FWA triggers 
including unbundling, mutually exclusive codes, procedure frequency-
by-day, and age/gender discrepancies.  


Clinician Claim 
Review 


Our parent company contracts with a clinical claim review service, 
which enhances our claims edit software solution by adding a clinician 
review component. Clinical review enables an additional screening of 
clinical billing discrepancies on a prepayment basis. Our clinical claim 
review service uses thousands of edits to reduce wasteful billing and 
assess claims that cannot be identified by pure code editing software 
alone. This process will allow us to review claims and verify their 
accuracy prior to payment. 


Predictive Modeling 
Tool 


Our parent company’s SIU also uses a predictive modeling tool that 
allows the SIU to identify aberrant provider patterns prior to payment. 
The predictive modeling tool compares provider billing habits by 
specialty, and flags outliers billing two standard deviations from their 
peers.  


 


Table 3.16.8.3.C.7-B: Retrospective FWA and Improper Payments Processes 


FWA Detection 
Software 


Our innovative FWA detection software uses complex algorithms to 
identify suspicious billing trends, and contains hundreds of edits that 
identify billing outliers. 


Claims Payment 
Audit 


Our parent company’s Claims Audit Division (CAD) completes 
comprehensive audits on statistically valid samples of processed 
claims on a quarterly basis, and validates whether a claim was 
authorized, entered and processed correctly, paid timely, and paid to 
the correct provider. Claims audit staff refers any suspicious claims to 
the Program Integrity Officer for further investigation. Claims audits 
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produce error rate measurements including claims financial accuracy, 
claims payment accuracy, and claims processing accuracy. 


Quality Control 
Audits 


Our parent company’s and affiliate health plan’s Medical Management 
Units will conduct quality control audits by reviewing various reports on 
a regular basis. Examples of these reports will include: providers with a 
high number of referrals, providers providing outdated treatment, and 
member emergency room utilization.  


Verification of 
Services Provided 


We will use a survey approach based on the process employed by many 
of our affiliate health plans operating Managed Medicaid programs 
today but customized to DHCFP’s requirements. Currently, our affiliates 
randomly select a stratified sample of members on a monthly basis to 
receive an Explanation of Benefits (EOB) survey along with instructions 
requesting service verification. Specifically, our Member Services 
Department will send individual EOB Surveys via mail to a statistically 
valid, random sample of members to determine the validity of services 
delivered. We track which members have been sent surveys in our MIS. 
The survey will request that the member validate the services listed on 
the EOB by calling the Member Call Center and confirming: 


 Description of the services provided 
 Name of the provider furnishing the services 
 Date of service 
 Amount of the member’s payment/co-payment made for the 


services  


Hotline Referrals Our parent company’s SIU maintains a FWA Hotline available to our 
employees, members and providers.  


Member Fraud Our parent company’s SIU continuously analyzes claims data to detect 
member fraud. If an instance of suspected member fraud is identified, 
staff will report it to our Compliance Officer, who in turn reports it 
immediately to DHCFP and local law enforcement. 


 
8. How the vendor will promptly respond to detected program integrity offenses and develop corrective 
action initiatives. 


 


Our FWACP will include P&Ps and other documented standards related to our processes 
for promptly responding to detected Program Integrity offenses and developing 
corrective action initiatives for our staff, subcontractors, and providers in accordance 
with Contract requirements.  


 


We will comply with DHCFP’s process requirements related to identifying, investigating 
and referring potential fraud and credible allegations of fraud, as further described in our 
response to Section 3.16.13. 


 
9. A report on the success of the objectives and goals from the previous year. 


 


Our FWACP will include a report, compiled of results collected from each applicable 
operational area, on the success of our operational Program Integrity objectives and 
goals from the previous year. 


 


3.16.9 Deficit Reduction Act  
3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a 
condition of receiving Medicaid payment, do the following: 
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A. Establish and make readily available written policies for all employees of the vendor, including 
management, and of any subcontractor or provider, that provide detailed information about the False 
Claims Act established under sections 3729 through 3733 of Title 31, United States Code, administrative 
remedies for false claims and statements established under chapter 38 of title 31, United States Code, 
any State laws pertaining to civil or criminal penalties for false claims and statements, and whistleblower 
protections under such laws, with respect to the role of such laws in preventing and detecting fraud, 
waste, and abuse in Federal health care programs (as defined in section 1128B(f) of the Social Security 
Act of 1932); 
B. Include as part of such written policies, detailed provisions regarding the vendor's policies and 
procedures for detecting and preventing fraud, waste, and abuse; and 
C. Include in any employee handbook for the vendor, a specific discussion of the laws described above, 
the rights of employees to be protected as whistleblowers, and the vendor's policies and procedures for 
detecting and preventing fraud, waste, and abuse. 


 


In order to comply with Section 6032 of the Deficit Reduction Act of 2005, we will 
establish and make readily available written policies and procedures (P&Ps) for all of our 
employees, including management, subcontractors, and providers, that provide detailed 
information about the False Claims Act established under sections 3729 through 3733 of 
Title 31, United States Code; administrative remedies for false claims and statements 
established under chapter 38 of title 31, United States Code; any State laws pertaining to 
civil or criminal penalties for false claims and statements; and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and detecting fraud, 
waste, and abuse in Federal health care programs (as defined in section 1128B(f) of the 
Social Security Act of 1932). The P&Ps will include detailed provisions for detecting and 
preventing FWA. Additionally, our Employee Handbook and Code of Conduct will include 
a specific discussion on the laws described above, our P&Ps for detecting and 
preventing FWA and the rights of employees to be protected as whistleblowers. 


 


3.16.10 Under-utilization of Services 
3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to 
assure that all Medicaid-covered services are being provided, as required. If any under-utilized services 
are identified, the vendor must immediately investigate and, if indicated, correct the problem(s) which 
resulted in such under-utilization of services. The vendor’s monitoring efforts must, at a minimum, include 
the following activities:  
A. An annual review of their prior authorization procedures to determine that they do not unreasonably 
limit a recipient’s access to Medicaid-covered services; 
B. An annual review of the procedures providers are to follow in appealing the vendor’s denial of a prior 
authorization request to determine that the process does not unreasonably limit a recipient’s access to 
Medicaid-covered services; and 
C. Ongoing monitoring of vendor service denials and utilization in order to identify services which may be 
underutilized. 


 


In order to ensure that all Covered Services are being provided as required, we will 
continuously monitor for the potential under-utilization of Covered Services. In the event 
any under-utilized services are identified, we will investigate and, if indicated, correct the 
problem(s) which resulted in such under-utilization of Covered Services. Our monitoring 
efforts are described below. 


 


Annual Review of PA and Other UM Procedures. We are committed to regularly reviewing 
our Prior Authorization (PA) and other Utilization Management (UM) criteria and 
procedures to identify that they do not unreasonably limit a recipient’s access to 
Covered Services. We will perform a review of such procedures and criteria at least 
annually. As a result of one of our affiliate health plan’s regular PA criteria and procedure 
review, it was determined that a PA requirement for obstetrical ultrasounds should be, 
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and ultimately was, removed to prevent access to this service from being unreasonably 
limited. 


 


Annual Review of Provider Procedures. On an annual basis, we will perform a review of 
the procedures our providers are expected to follow in appealing a PA request denial to 
verify that the processes do not unreasonably limit a recipient’s access to Covered 
Services. We will actively solicit network provider input into PA and other UM criteria and 
procedures through multiple channels including input from providers participating on 
our Provider Advisory Committee (PAC) and UM Committee (UMC). We will also 
incorporate other provider feedback into decision making that reflect provider 
satisfaction or concerns with our criteria and procedures, including feedback obtained 
during peer-to-peer conversations, office visits performed by Provider Relations staff, 
responses on questions related to UM included our provider satisfaction surveys, and 
feedback from providers who have been involved in appeals of UM decisions.  


 


Ongoing Monitoring to Detect Potentially Under-Utilized Services. We will identify 
patterns of under-utilization by continually monitoring and analyzing UM data (e.g., 
claims, encounters) from clinical processes, activities, and programs including 
prospective, concurrent and retrospective review; adverse determinations; preventive 
care; transition planning; and drug utilization review. These analyses allow us to identify 
opportunities for improvement, assess plan- and provider-level compliance with our UM 
guidelines, and monitor program integrity and authorization accuracy. Our UM staff will 
review and analyze a variety of utilization data reports on a regular basis (i.e., daily, 
weekly, monthly, quarterly, and ad hoc). We will monitor and analyze data at aggregate 
and detail levels by member, individual provider or facility, provider specialty, type of 
service, diagnosis, place of service, region, and comparing services authorized to 
services received. Each report will include a drill-down capability to more specific areas 
of interest. For example, when analyzing ER visits or inpatient utilization, we will look not 
only at total number of visits or days, but also at the utilization in relationship to 
readmissions, frequent ER utilization, or presence or absence of physician office visits. 
UM reports will be presented to the UMC and Quality Assessment Quality Improvement 
Committee (QAPIC) at least quarterly.  


 


3.16.11 Embezzlement and Theft  
Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by 
employees, providers, and subcontractors. Any evidence of criminal activity must be reported to the 
appropriate authority and the DHCFP SUR unit within five (5) business days. 


 


EMBEZZLEMENT AND THEFT MONITORING ACTIVITIES 
Our comprehensive Policies and Procedures (P&P) Manual will include written P&Ps 
customized for employees, providers and subcontractors which describe processes for 
identifying and reporting potential embezzlement and theft.  


 


REPORTING EMBEZZLEMENT OR THEFT 
Our Compliance Officer, with assistance from our parent company’s Chief Compliance 
Officer or legal counsel, will promptly investigate all allegations of embezzlement or theft 
by employees, subcontractors, or providers when necessary. We will also determine 
whether a material violation of applicable law or the requirements of the Compliance 
Program has occurred. If the investigation demonstrates that a material violation has 
occurred, our Compliance Officer will take immediate steps to correct the problem and 
develop appropriate corrective action to prevent further occurrences. Any evidence of 
criminal activity will be reported to the appropriate authority and DHCFP SUR Unit within 
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five business days. All investigations and remediation efforts will be conducted in 
conjunction with or under the supervision of our parent company. In the event of an 
internal conflict, our parent company’s Chief Compliance Officer will refer identified 
issues to an independent outside third party for investigation. 


 


3.16.12 Verification of Services 
3.16.12.1 The vendor must verify that services billed by providers were actually provided to recipients. 
3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters 
for such verification. 
3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in section 
3.16.12.5. 
3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 
3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to other 
recipients of the household, would be a violation of confidentiality requirements for women’s healthcare, 
family planning, sexually transmitted diseases, and behavioral health services. 


 


VERIFICATION OF SERVICES USING A COMPREHENSIVE APPROACH 
Through the use of on an enterprise Management Information System (MIS) operated by 
our parent company, and in conjunction with our parent company’s Special 
Investigations Unit (SIU), we will implement best-practice processes, including 
Verification of Services (VOS) Letters and/or Explanation of Benefits (EOB) Surveys, to 
verify that services billed by providers were provided to recipients. When EOB Surveys 
are used, we will ensure that they are sent for all services, with the exception of those 
services listed in Section 3.14.13.5 of the RFP. If VOS Letters are used instead of EOB 
Surveys, we will ensure that these are sent to at least 500 recipients each month. We will 
suppress information on EOB Surveys and VOS Letters that, if revealed to other 
recipients of the household, would be a violation of confidentiality requirements for 
women’s health care, family planning, sexually transmitted diseases, and behavioral 
health services. Our VOS Letters and/or EOB Surveys will be distributed to a member or 
a member’s parent/caregiver in accordance with Nevada’s applicable statutes. We will 
administer VOS Letters and EOB Surveys in coordination with other, complementary 
controls to identify and remediate instances of suspected Fraud, Waste, and Abuse 
(FWA).  


 


Service Verification Surveys  
Proven EOB Survey Approach in Use Today. We will use a survey approach based on the 
process employed by many of our affiliate health plans operating Managed Medicaid 
programs today but customized to DHCFP’s requirements. Currently our affiliates 
randomly select a stratified sample of members on a monthly basis to receive an EOB 
survey along with instructions requesting service verification. Specifically, our Member 
Services Department will send individual EOB Surveys via mail to a statistically valid, 
random sample of members to determine the validity of services delivered. We track 
which members have been sent surveys in our MIS. The survey will request that the 
member validate the services listed on the EOB by calling the Member Call Center and 
confirming: 


 Description of the services provided 


 Name of the provider furnishing the services 


 Date of service 


 Amount of the member’s payment/co-payment made for the services 
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Sampling to Ensure Representative Provider and Claims Activity in Member 
Surveys  
Our random sampling methodology will assure that member surveys are reflective of all 
provider types and billed services of our overall member population so that we can 
monitor our program with statistical confidence. In a process very similar to our 
affiliates, we will randomly sample data from our MIS platform to select a claims sample 
size of at least 500 claims processed per month. The sample will consist of claims paid in 
the previous 45 calendar day period as mandated by Federal regulation. Our claims 
sampling will stratify the selection based on provider specialty, and the range of services 
provided, including random sampling of rare, high-cost services, claims from high-abuse 
categories (e.g. Home Health, radiology or durable medical equipment, as well as a broad 
random sample across all claims. All claim types will be proportionally represented in the 
sample member survey pool, from the entire range of covered benefit services with the 
exception of those services listed in Section 3.14.13.5 of the RFP. As our affiliates do 
today, we will enhance our claim sampling methodology based on lessons learned from 
each sampling cycle. Informed by the best practices of our parent company’s SIU and 
our affiliates, we will target and/or over sample as needed particular areas for services 
such as members who are neighbors receiving the same service on the same day. 


 


Sampling Software. We use RAT-STATs sampling software, which is also used by the US 
Department of Health & Human Services Office of Inspector General, to determine with a 
95% confidence level (plus or minus 2.5%) that a statistically valid sample size is 
selected each month for each stratified level in the sample. We review sample sizes at a 
minimum annually to ensure our sampling methodology is reflective of the entire 
member population, changing our sample sizes when necessary. 


 


Acting on Survey Results. When members respond to our survey telling us they have not 
received the service(s) listed on the EOB, our Member Service Representatives (MSRs) 
capture that information in the Customer Relationship Management (CRM) component of 
our MIS and forward it to our Compliance Officer for further review. Our Compliance 
Officer will also engage, as necessary, FWA investigative staff from our SIU. If fraud is 
suspected, we will submit a fraud referral to the SUR Unit of DHCFP as soon as possible 
or within two business days.   


 


Reporting Quarterly Results 
Technology-Powered Data Integration. In a process similar to what our affiliates do 
today, we will use the reporting component of our MIS to produce quarterly Service 
Verification Detail and Summary Reports. As noted above, we will track which members 
received EOB Surveys or VOS Letters and, through CRM, we will track which members 
have notified us with concerns and/or complaints related to our EOB Survey, VOS Letter, 
and/or FWA. This information will be pulled from our family of integrated data 
warehousing, decision support and health care reporting MIS solutions. These solutions 
provide expansive business intelligence support including flexible desktop reporting and 
online dashboards with "drill down" capability. 


 


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper 
Payments 
3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, 
recipients and providers to report allegations of fraud, waste, abuse, or improper payments.  
3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the 
vendor’s front page of their Nevada Medicaid website. 
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3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and 
reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and 
abuse complainant.  


 


Our FWA Hotline will be available to employees, recipients, providers and the public 24 
hours a day, 7 days a week, 365 days a year so that individuals may anonymously report 
FWA allegations or improper payments. Our FWA Hotline number will be prominently 
displayed in a stand-alone frame on the front page of our Nevada Medicaid health plan’s 
website. We will include our FWA Hotline number in a number of additional 
communication pieces including our Provider Manual, Member Handbook, and Employee 
Handbook. The FWA Hotline number will also be provided during new member Welcome 
Calls. We acknowledge that our FWA Hotline may be augmented by a web page used 
specifically for collecting and reporting complaint information entered by a FWA 
complainant to our SIU.  


 
3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 
 
A. Be accessible and simple to use by the public, recipients and providers; 
 
B. Have a stand-alone highlighted button or link on the vendor's front page of their Nevada Medicaid 
website; and 
 
C. Be identified with language which states clearly the button or link is for use in reporting Medicaid fraud, 
waste or abuse. 


 


Our web page for receiving Program Integrity complaints will comply with DHCFP’s 
requirements that it be accessible and simple to use by the public, recipients and 
providers; have a stand-alone highlighted button or link on the front page of our Nevada 
Medicaid health plan website; and be identified with language which clearly states the 
button or link is for use in reporting Medicaid FWA. 


 


3.16.14 Vendor’s Program Integrity Unit 
3.16.14.1 Unit Composition 
A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose responsibilities 
include the identification, review, recovery, and reporting of improper Medicaid and Nevada Checkup 
payments, including fraud, waste, and abuse (FWA) activities.  
 
B. The PIU must include a compliance officer and a compliance committee accountable to senior 
management. The compliance officer shall be available to communicate with the DHCFP Program 
Integrity and SUR staff by telephone, email, text message, or other communication methods during State 
business hours. 
 
C. The PIU shall have adequate resources and qualified staffing available to conduct reviews, recovery 
and reporting of improper payments, including FWA activities, as specified in the vendor contract.  
 
D. The PIU will have adequate resources to meet either in person or via telephone on a monthly basis to 
provide information and updates on cases. 
 
E. Qualified staff shall have experience in health care claims review, data analysis, professional medical 
coding or law enforcement. 
 
F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 50,000 
Medicaid recipients. 
 
G. The PIU staff must receive on-going training in conducting compliance reviews, and must travel to the 
DHCFP for periodic meetings and trainings with SUR Unit staff. 
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EFFECTIVE PROGRAM INTEGRITY UNIT (PIU) STRUCTURE 
Compliance Officer. The mission of our PIU, referred to hereafter as Special 
Investigations Unit (SIU), will be to identify, review, recover, and report improper 
Medicaid and Nevada Checkup payments including fraud, waste, and abuse (FWA). Our 
Vice President (VP) of Compliance, who will report directly to our CEO, will serve as our 
Program Integrity/Compliance Officer, to whom each of our SIU/Compliance staff will 
directly or indirectly report. Our Compliance Officer will be available to communicate 
with DHCFP’s Program Integrity and SUR staff by telephone, email, text message, or 
other communication methods during State business hours. Our Compliance Officer will 
be located in and 100% dedicated to Nevada. The Compliance Officer and local SIU staff 
will be experts on the regulations related to health care fraud and abuse, and will 
interface with DHCFP, as the issue demands. The Compliance Officer and his/her staff 
will routinely communicate with our parent company’s staff and their colleagues at 
affiliate health plans on common issues, best practices, and training initiatives. This 
position will maintain the ultimate oversight, responsibility, and authority for the 
Compliance Committee and our SIU/Compliance Team. 


 


Compliance Committee. Our Compliance Officer will serve as Chair of our Compliance 
Committee, which will meet at least quarterly and include leadership from each of our 
functional units. This committee will review compliance issues and determine when 
further action is needed.  


 


SIU/Compliance Team Staff. Our SIU/Compliance Team will be adequately staffed with 
professionals experienced in conducting reviews, recovery and reporting of improper 
payments, including FWA. Our staffing plan will account for retaining at least one SIU-
dedicated, full-time equivalent (FTE) per 50,000 assigned Medicaid recipients. In addition 
to having experience in health care claims review, data analysis, professional medical 
coding, and/or law enforcement, our qualified SIU/Compliance Team will be 
knowledgeable on Contract, state and federal requirements and regulations related to 
health care FWA and improper payments. Our SIU/Compliance Team will be adequately 
resourced to support meeting with DHCFP’s Program Integrity and SUR staff either in 
person or via telephone on a monthly basis to provide information and case updates. 
Each member of our SIU/Compliance Team staff will be appropriately aligned with a 
supervisor who is knowledgeable of his/her direct reports’ assigned duties and 
responsibilities. Each SIU/Compliance Team staff position will align with a formal job 
description (JD), which will clearly delineate responsibilities. JDs will be developed to 
ensure all Contract, state and federal requirements and regulations correspond with an 
accountable position or team, and to ensure that each position is assigned an 
appropriate level of accountability and responsibility for supporting our Program 
Integrity Program and FWACP.  


 


Ongoing SIU/Compliance Team Staff Training. We will ensure that our Compliance 
Officer and SIU staff, including FWA Investigators, receive appropriate training that will 
assure they can effectively carry out roles and responsibilities, including conducting 
investigations. We acknowledge that SIU staff will be required to travel to DHCFP for 
periodic meetings and trainings with DHCFP’s SUR Unit staff. FWA Investigators will also 
receive ongoing training on CMS’ Guidelines for Constructing a Compliance Program for 
Medicaid Managed Care Organizations and Prepaid Health Plans.  


 


Complementary Corporate Program Integrity Support. We share our parent company’s 
philosophy that all employees; temporary employees; volunteers; consultants; 
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governing body members; or First Tier, Downstream, and Related Entity (FDR) have the 
responsibility to identify, investigate and report potential FWA. Each corporate 
department including, but not limited to, Medical Management, Medical Affairs, Claims 
Management and Auditing, is governed by P&Ps which define the departments’ 
requirements with respect to FWA prevention. While the Program Integrity function is 
primarily centralized, the responsibility for detecting, reporting and mitigating FWA in 
any form is infused and shared cross-functionally throughout our parent company by 
every employee. Our corporate Program Integrity team is comprised of more than 100 
staff members who possess a host of diverse, complementary experience, education and 
qualifications including Registered Nurses, Certified Fraud Examiners, Certified 
Professional Coders, and MBA graduates among others. The Program Integrity team is 
structured in a way that addresses FWA and improper payments with two robust units, a 
Payment Integrity Department and a Special Investigations Unit. This two-pronged 
approach promotes FWA identification and resolution using both claim-level and 
provider profiling analysis. 


 


Payment Integrity Department. The Payment Integrity Department is responsible for 
assisting the health plan with investigations/audits, conducting systematic testing, 
reviewing regulatory requirements, tracking investigations, and working with state 
agencies/departments as necessary to address billing errors and waste.  


 


Special Investigations Unit. The Special Investigation Unit (SIU) is responsible for 
assisting the health plan with investigations/audits, conducting systematic testing, 
reviewing regulatory requirements, tracking investigations, and working with state 
agencies/departments as necessary to address abuse and fraud.  


 


3.16.15 Fraud Identification and Referral 
3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud 
to the SUR Unit of the DHCFP. 
3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must 
perform a preliminary investigation to determine whether a credible allegation of fraud exists. 
3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a 
fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days. 
3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other 
information specified by the DHCFP: 
A. Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI); 
 
B. Nevada Medicaid provider type; 
 
C. Recipient’s name and Medicaid number; 
 
D. Date and source of the original complaint or tip; 
 
E. Description of alleged fraudulent activity, including: 
. 
1. Specific laws or Medicaid policies violated; 
2. Dates of fraudulent conduct; and 
3. Approximate value of fraudulently obtained payments. 
 
F. Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and any 
actions they have taken;  
 
G. The findings from the vendor’s preliminary investigation and proposed actions; 
 
H. After submitting the fraud referral, the vendor will take no further action on the specific allegation until 
the SUR Unit responds; 
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I. If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed with its 
own investigation to comply with the reporting requirements contained in this contract; and  
 
J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be instructed as to 
what further actions, if any, they may take which will not impair the investigation by the MFCU or other law 
enforcement agency. The vendor must provide the MFCU access to conduct private interviews of MCO 
personnel, subcontractors and their personnel, witnesses and recipients. MCO personnel, subcontractors 
and their personnel must cooperate fully in making MCO personnel, subcontractors and their personnel 
available in person for interviews, consultation, grand jury proceedings, pre-trial conference, and 
hearings, at their own expense. 


 


FRAUD IDENTIFICATION AND REFERRAL PROCESSES 
Fraud Identification Process 
Our comprehensive Policies and Procedures (P&P) Manual will include written P&Ps 
which describe the processes for identifying and referring credible allegations of fraud to 
DHCFP’s SUR Unit. Our Compliance Officer, with assistance from our parent company’s 
Chief Compliance Officer or legal counsel, will promptly perform a preliminary 
investigation of all allegations or tips related to potential fraud committed by our 
employees, members, providers, or subcontractors to determine whether a credible 
allegation of fraud exists. Our parent company’s Special Investigations Unit (SIU) utilizes 
prepayment identification and retrospective data analytic tools to data mine to 
proactively identify fraud, waste and abuse. The SIU uses the following industry-leading 
tools:  


 


Code‐Auditing Software is utilized by the Payment Integrity Department to review 
outpatient facility and physician claims post‐adjudication prior to prepayment. The 
software ensures the claims comply with State guidelines as well as national coding 
guidelines published by CMS, the American Medical Association, and various specialty 
organizations such as the American Board of Anesthesiology. The software helps 
identify and address coding inaccuracies, such as unbundling, fragmentation, upcoding, 
duplication, over‐utilization standards, invalid codes, and mutually-exclusive procedures. 
Weekly/Monthly/Quarterly reports are reviewed by both the Payment Integrity Department 
and the health plan. If a provider’s billing habit appears to be more than wasteful, a 
retrospective review may be opened. 


 


The Clinical Claim Review Tool serves as the clinical enhancement of our post-
adjudication Code Auditing Software. Using many of the same edits, the Clinical Claim 
Review Tool reviews claims that have been released for payment by the Code Auditing 
Software. Each service is subsequently reviewed by a clinician, such as a registered 
nurse. Using the information on the current claim, the patient’s history and the provider’s 
billing habits, the clinician will make a deny/pay recommendation. Claims receiving a pay 
recommendation will automatically be released for payment the following morning. The 
Payment Integrity Department will review denial recommendations for agreement. If they 
agree, the claim will be denied. If they disagree, the claim will be released for payment. 


 


The Billing Pattern Review Tool identifies aberrant provider billing patterns that are more 
than two standard deviations from their peers, and provides a preliminary assessment 
within two to three business days. A SIU Investigator will review the findings, the State 
contract, and the provider agreement before notifying the health plan of the billing 
pattern and launching a full investigation. Based on the findings of the review, services 
may be denied for medical records and undergo clinical review. Provider corrective 
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action and follow-up activities may include focused education, full prepay review for 
select services, and/or a retrospective investigation. 


 


The Fraud Rule Review Tool contains powerful fraud rules and algorithms developed by 
industry experts who understand the essentials of fraud detection and prevention. With 
an estimated 3-10% of claims dollars misappropriated due to FWA, it is essential to 
monitor claims from every phase of the claim cycle. Powerful algorithms produce 
smarter results and less false-positives. Unique external data sources are incorporated 
into the analytics and the rules are uniquely designed to catch suspicious billing 
patterns, coding errors, policy and contract violations, collusion, ineligible providers, 
and ineligible members. If necessary, the Fraud Rule Review Tool may be accessed by 
any member of the organization including staff from the SIU, medical management, 
provider relations, quality improvement and legal. 


 


The Data Mining Tool works through the Fraud Rule Review Tool to produce powerful ad 
hoc reporting. The Data Mining Tool enables a user to run real-time queries and complex 
pattern reports from data loaded into the Fraud Rule Review Tool and the Case 
Management Retrospective FWA Tool. Capabilities include customized reports to meet 
the needs of State and federal regulatory agencies, template reports that may be reused 
and are accessible by a single user or multiple users, aggregate summary reports, 
trending analysis reports, cross-claim querying capability, fraud alert impact analysis, 
and instantaneous results that may be uploaded to the Case Management Retrospective 
FWA Tool. 


 


The Case Management Retrospective FWA Tool is a designed to give management and 
staff an organized and easy-to-navigate system for tracking current and historical case 
files, supporting documentation, document template generation, case linking to external 
resources, medical record storage and extensive reporting capability, financial tracking 
in accordance with the National Health Care Anti-Fraud Association financial reporting 
standards, and State and federal regulatory reporting requirements. 


 


High-Dollar Outlier Review. We partner with a nationally recognized service which 
conducts a Forensic review of high dollar inpatient claims. During the review, their 
clinicians and coding experts complete an in-depth review to identify potential defects or 
improprieties exists. They often find unbundled charges, experimental/investigational 
drugs or devices, and upcoding of room and board among other improprieties. If 
improprieties are identified, additional documentation may be requested or the payment 
is appropriately adjusted to reflect a lower billed charge. 


 


Fraud Referral Process 
If the preliminary investigation reveals a credible allegation of fraud, our PIU/Compliance 
Team, under the direction of our Compliance Officer, will submit a fraud referral which 
will include, at a minimum, the information referenced in Section 3.16.15.4.A-G, including 
Subsections 1-3 of Section 3.16.15.4.E, and any additional information requested by 
DHCFP, to DHCFP’s SUR Unit as soon as possible or within two business days. After 
submitting the fraud referral, we will not take any further action on the specific allegation 
until DHCFP’s SUR Unit responds.  


 


Notice of a Declined Fraud Referral. In the event DHCFP’s SUR Unit notifies us that the 
fraud referral has been declined, we will proceed with our own investigation and comply 
with all Contract requirements. Throughout the investigation and at its conclusion, we 
will take immediate steps to correct identified issues and develop appropriate corrective 
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action to prevent further occurrences. As appropriate, such steps may include, but are 
not limited to, immediate referral to criminal and/or civil law enforcement authorities; 
imposition of corrective action plans; termination from our provider network; employee 
disciplinary action or reports to applicable state or federal authorities, as appropriate. All 
investigations and remediation efforts will be conducted in conjunction with or under the 
supervision of our parent company. In the event of an internal conflict, our parent 
company’s Chief Compliance Officer will refer identified issues to an independent third 
party for investigation.  


 


Notice of an Accepted Fraud Referral. In the event DHCFP’s SUR Unit notifies us that the 
fraud referral has been accepted, we will comply with any actions we are instructed or 
allowed to take which will not impair the MFCU’s or other law enforcement agency’s 
investigation. Upon request, we will provide the MFCU access to conduct private 
interviews of our personnel, subcontractors and their personnel, witnesses and 
recipients. We will comply with DHCFP’s requirement that our personnel, subcontractors 
and their personnel must cooperate fully in making our personnel, subcontractors and 
their personnel available in person for interviews, consultation, grand jury proceedings, 
pre-trial conference, and hearings, at their own expense.  


 


3.16.16 Payment Suspensions  
The vendor must establish policies and procedures to implement payment suspensions as directed by 
DHCFP, including those related to Credible Allegations of Fraud (CAF). 
 
If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails to 
do so, the DHCFP may impose penalties. 


 


Our Policies and Procedures (P&P) Manual will include P&Ps which clearly define 
processes for implementing DHCFP payment suspensions including those related to 
Credible Allegations of Fraud (CAF). We acknowledge and agree that we may be subject 
to imposed penalties in the event we are instructed by DHCFP to suspend payments to 
an entity or individual and fail to do so. 


 


3.16.17 Compliance Reviews 
The vendor’s PIU must specifically address the identification, review, recovery, prevention, and reporting 
of improper payments, including fraud, waste, and abuse. 


 


Our P&Ps related to compliance reviews conducted by our PIU/SIU will include well-
defined processes which specifically address the identification, review, recovery, 
prevention, and reporting of FWA and improper payments.  


 


3.16.18 Identification 
3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, 
but are not limited to: 
 
A. Fraud hotline or website; 
 
B. Referrals from the DHCFP; 
 
C. Referrals from the vendor's own organization including utilizations of data systems to identify issues 
such as provider profiling or data analysis; or 
 
D. Verification of Service letters/EOB’s complaints. 


 







701 
 


Our PIU/SIU will review all compliance-related tips, complaints, and referrals from a 
variety of sources including, but not limited to, our FWA Hotline and/or Website, DHCFP 
referrals, internal referrals including utilizations of data systems to identify issues such 
as provider profiling or data analysis, and complaints captured through Verification of 
Service Letter and/or Explanation of Benefits Surveys in a timely manner. 


 
3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP 
must be copied on the referral. 


 


Our compliance-related P&Ps will include well-defined processes for referring all 
allegations and complaints of recipient FWA received by our PIU/SIU to the Division of 
Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit and copying 
DHCFP on such referrals. 


 
3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly 
regardless of the outcome. 


 


Our compliance-related P&Ps will include well-defined processes for continuously 
tracking all tips, complaints and referrals alleging recipient misconduct received and for 
reporting such information, regardless of the outcome, to DHCFP on a monthly basis. 


 


3.16.19 Review 
3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available 
relevant information, including, but not limited to: 
A. Encounter data; 
B. Provider credentialing and enrollment records; 
C. Provider self-audits; 
D. Provider treatment records; 
E. Prior authorization records; 
F. Recipient verification of service letters/EOB’s; 
G. Nevada Medicaid Services Manual (MSM); and 
H. Nevada Medicaid Billing Guidelines. 
3.16.19.2 The PIU will determine which, if any, encounters were improper payments. 


 


Our compliance-related P&Ps will clearly define the processes by which our PIU/SIU will 
collect and analyze available relevant information including, but not limited to, the 
information referenced in Sections 3.16.19.1.A-H of the RFP when conducting a review of 
any identified issue. Such P&Ps will also clearly define the processes by which our 
PIU/SIU will determine when an encounter has resulted in improper payment. 


 


3.16.20 Recovery and Education 
3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include: 
 
A. The amount of the overpayment; 
 
B. A detailed listing of the encounters affected; 
 
C. Education and citations supporting the findings; 
 
D. Options for repayment; 
 
E. Any internal appeal rights afforded by the vendor; and 
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F. The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals with 
the vendor are exhausted. 
 
3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse 
investigation or audit. 
 
3.16.20.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the 
identification of the overpayments, regardless of whether the vendor is able to recover the overpayment 
from the provider. 


 


Upon identifying an overpayment made to a provider, our PIU will provide written 
notification of the overpayment, which will include the information referenced in Sections 
3.16.20.1.A-F of the RFP.  


 


Our PIU will collect and retain all overpayments resulting from a FWA investigation or 
audit conducted. 


 


Following the identification of any overpayment made to a provider, regardless of 
whether we successfully recover the overpayment from the provider, we will adjust or 
void, as applicable, all affected encounters within 60 calendar days of the identified 
overpayment. 


 


3.16.21 Monetary Recoveries by State or Federal Entities 
3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, 
recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty plea, 
or through a civil settlement or judgment, or any other form of civil action, receives a monetary recovery 
from any entity, the entirety of such monetary recovery belongs exclusively to the State of Nevada and 
the vendor has no claim to any portion of this recovery. 


 


We acknowledge and agree that we have no claim to any portion of any monetary 
recovery received from any entity through restitutions, recoveries, penalties, fraud 
prosecutions, fines imposed following a criminal prosecution or guilty plea, a civil 
settlement or judgment, or any other form of civil action by any State of Nevada 
government entity including the Attorney General’s Office, and that the entirety of any 
such monetary recoveries belongs exclusively to the State of Nevada. 


 
3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to 
subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken by 
any government entity, including, but not limited to, all claims the vendor or subcontractors has or may 
have against any entity that directly or indirectly receives funds under this Contract including, but not 
limited to, any health care provider, manufacturer, wholesale or retail supplier, sales representative, 
laboratory, or other provider in the design, manufacture, marketing, pricing, or quality of drugs, 
pharmaceuticals, medical supplies, medical devices, durable medical equipment, or other health care 
related products or services. 


 


We acknowledge and agree that we are fully subrogated, and will require our 
subcontractors to agree to subrogate to the State of Nevada for all criminal, civil and 
administrative action recoveries undertaken by any State of Nevada government entity 
including, but not limited to, all claims we or our subcontractors have or may have 
against any entity that directly or indirectly receives funds under this Contract including, 
but not limited to, any health care provider, manufacturer, wholesale or retail supplier, 
sales representative, laboratory, or other provider in the design, manufacture, marketing, 
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pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, durable 
medical equipment, or other health care related products or services. 


 
3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to 
consider in the rate-setting process. 


 


We acknowledge and agree that any funds recovered and retained by a State of Nevada 
government entity will be reported to the actuary to consider in the rate-setting process. 


 
3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or 
voided, as appropriate. 


 


In the event any specific payments made are identified as improper, we acknowledge and 
agree that such corresponding encounters will be adjusted or voided, as appropriate. 


 
3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the collection 
against a third party. 


 


We acknowledge and agree that, for the purposes of Section 3.16.21 of the RFP, 
“subrogation” means the right of any State of Nevada government entity or local law 
enforcement to stand in the place of a vendor or client in the collection against a third 
party. 


 


3.16.22 Reporting Requirements 
COMPLIANCE WITH DHCFP REPORTING REQUIREMENTS 
We bring multiple decades of experience supporting reporting requirements for both our 
management team and state Medicaid agencies. Our management information system 
(MIS) is integrated with large-scale data warehousing, analytics, and reporting systems 
that incorporates member, provider, clinical, claim, encounter, compliance, and financial 
information. For more expansive information about our experience supporting state 
reporting requirements, please see Section 3.17. 


 


Our integrated MIS data warehousing and analytics capabilities allows us to manage 
every aspect of reporting from data capture, data mining, analytic operations, and 
reporting, while maintaining full data integrity. The enterprise data warehouse integration 
within our MIS means that our reports are based on the most timely, accurate, and 
complete transactional data available, for high speed reporting across a broad expanse 
of data to meet the needs of DHCFP, including providing required reporting and 
information per-occurrence, monthly, or upon request at no cost to DHCFP or the 
Medicaid Fraud Control Unit (MFCU). 


 


All report submissions are tracked in our enterprise Governance, Risk Management and 
Compliance (GRC) system, which enables tracking of required reporting activities, with 
auditable records of management approval and cited contract and regulatory mandates. 


 
3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the forms 
and reporting guide. 
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We affirm that we have reviewed and will comply with the format and timeframes 
prescribed in Attachment T, Forms and Reporting Guide, when submitting information to 
DHCFP. As needed, we will work with DHCFP on mutually agreed upon changes to 
format, content, and timeframes. Any agreed upon changes will be confirmed in writing. 


 
3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This 
includes, but is not limited to: 
 
A. Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, waste, 
abuse or billing errors; 
 
B. Every CAF; 
 
C. Every employee of the vendor who is employed by, has ownership interest in, or contracts with, any 
provider enrolled with Nevada Medicaid; and 
 
D. Every provider that is de-credentialed or denied credentialing for whatever reason.  


 


We will ensure that certain information including, but not limited to, the information 
referenced in Sections 3.16.22.2.A-D is reported to DHCFP on a per-occurrence basis. We 
capture, track, update, manage and report the status of “per-occurrence” information 
(collectively referred to as “cases” for purposes of the section) using the integrated 
Customer Relationship Management (CRM), Fraud, Waste, and Abuse (FWA) Reporting 
Software, and Human Resources Information (HRIS) components of our MIS related to:  


 All allegations, complaints, or referrals pertaining to overpayments due to fraud, 
waste, abuse, or billing errors (A) 


 All credible allegations of fraud (CAF) from any source with an “indicia of 
reliability” (B) 


 All of our employees who are employed by, have ownership interests in, or 
contracts with, any provider enrolled in Nevada Medicaid (C) 


 All providers who are de-credentialed or who are denied credentialing for 
whatever reason (D) 


 


CRM is our enterprise, workflow enabled system for managing member and provider data 
and service inquiries. Our FWA Reporting Software enables our Special Investigations 
Unit (SIU) to track and monitor allegations and complaints of FWA. Our HRIS houses all 
information on our personnel. Thanks to the relational database architecture of our 
Management Information System (MIS), from these three modules we are able to report 
on all data elements related to these cases, including the timing of events related to 
these cases. 


 
3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, 
but is not limited to: 
 
A. All active reviews and their status; and 
 
B. All completed reviews with a detailed reason, and the amount of each overpayment recovered from the 
vendor’s fraud and abuse investigation or audits. Each review must be reported even if the determination 
was that there was no overpayment. 


 


We will ensure that certain information including, but not limited to, the information 
referenced in Sections 3.16.22.3.A-B is submitted to DHCFP on a monthly basis. All 
fraud, waste and abuse (FWA) reviews (active and completed) are entered and tracked in 
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our FWA Reporting Software which enables us to report information to the DHCFP on a 
monthly basis related to: 


 All active reviews and their status (A) 
 All completed reviews with detailed reasons, and the amounts of each 


overpayment recovered from our fraud and abuse investigations or audits, even if 
the determination was that there was no overpayment (B) 


 


Using our FWA Reporting Software, our Special Investigations Unit (SIU) can run real-
time queries and complex pattern reports and create customized reports to meet the 
reporting needs of state and federal regulatory agencies and industry associations. 
Through this system, SIU also produces aggregated summary reports, trending analysis 
reports, cross-claim querying capability, and fraud alert impact analysis. For more 
information on our suite of FWA solutions, please see Section 3.20 Cost Containment.  


 
3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


 


We will ensure that upon request, we will provide encounter data to the State’s 
independent Medicaid Fraud Control Unit (MFCU) at no cost. We have several decades of 
national experience securely transmitting encounter reporting data to state clients. Of 
the states in which we operate, our encounters business operations team receives and 
supplies encounter data to various state agency partners, on schedules ranging from 
weekly to monthly and in the specified format as required by our state partners. We are 
equipped to provide encounter data report files to the MFCU upon request. 


 


Our encounter data management module and enterprise data warehouse of our 
Management Information System (MIS), support access to data necessary to produce 
encounter data reports upon request. We will provide encounter data to the State MFCU 
per electronic data interchange (EDI) standards and federal regulations. Our encounter 
data system has the capability to handle file submissions on a scheduled or ad hoc 
basis, and can be configured to accommodate any change in schedule as requested by 
DHCFP or the MFCU. For more details on our experience and processes for encounter 
data reporting, please see Sections 3.14.4, 3.14.5, and 3.17.1. 


 


3.16.23 Provider Compliance Reviews by DHCFP 
3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure compliance 
with Nevada Medicaid policies. 
3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the 
vendor as being under review, may be recovered and retained by the DHCFP. 
3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result 
of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent to the 
DHCFP. 
3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter 
data within sixty (60) days after notification from DHCFP. 


 


We will comply and cooperate with any reviews of encounter data and/or our providers 
conducted by DHCFP to ensure compliance with Nevada Medicaid policies. In the event 
DHCFP discovers any improper payment which we have not reported as being under 
review, we acknowledge and agree that such improper payment may be recovered and 
retained by DHCFP. We will comply with any DHCFP instruction to withhold payment to a 
provider in our network as a result of an overpayment discovered by DHCFP, and we will 
send any money withheld for this reason to DHCFP. Within 60 days after notification of 
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any improper payment identified by DHCFP, we will adjust or void, as applicable, the 
encounter data corresponding with any such improper payment. 


 


3.16.24 Provider Preventable Conditions (PPC) 
The vendor must identify and report and require all providers and subcontractors to identify and report to 
the SUR Unit in DHCFP, provider preventable conditions that are associated with claims for Medicaid 
payment of with courses of treatment furnished to Medicaid patients for which Medicaid payment would 
otherwise be available. 


 


IDENTIFYING AND REPORTING PROVIDER PREVENTABLE CONDITIONS (PPCS) 
We will identify and report, and require our providers and subcontractors to identify and 
report, PPCs associated with claims for Medicaid payment for courses of treatment 
furnished to Medicaid patients for which Medicaid payment would otherwise be available 
to DHCFP’s SUR Unit. 


 


EDUCATING AND TRAINING PROVIDERS ON PPC REDUCTION 
Our Provider Relations staff will utilize provider profile reports, which compare individual 
provider practices to normative data, in education and training to strengthen their 
practice patterns, processes, and health care outcomes in alignment with evidence-
based clinical practice guidelines, which will reduce the occurrence of PPCs. 
Additionally, provider profile reports will be available through our Provider Portal, 
making them accessible to providers at their convenience. 


 


INFORMATION SYSTEMS TO SUPPORT PPC PAYMENT POLICIES 
Our claims adjudication system fully supports flexible processing of adjudication rules 
to support any PPCs as identified by DHCFP. Our system validates and processes for 
edits as they pertain to Present on Admission (POA) indicators. In addition, we have 
implemented two levels of clinical editing to detect potential situations where the patient 
has experienced Hospital Acquired Conditions (HAC). The system is designed to deny 
claims with surgical error codes identified by the State (wrong surgery on patient, 
surgery on wrong body part, surgery on wrong patient).  


 


We have also implemented industry supported solutions to help us identify the full 
spectrum of potentially preventable events (PPEs) beyond those PPCs identified by 
DHCFP. As a result, we will be able to look more closely at hospitalizations, 
readmissions, complications, ER visits, and ancillary services. We will use this 
information not only to limit payments for PPEs, but to better manage utilization of 
services, as well as support our outcome-based payment methodologies.  


 


Through our system transaction tracking and reporting capabilities we have the 
necessary mechanisms in place to audit and enforce our contractual terms and the 
requirements of DHCFP. The data we obtain will also provide us with opportunities to 
identify areas for provider education so that we can work together to reduce the 
occurrence of PPCs and PPEs. Our Provider Services Department staff will share reports 
with providers and assist them to develop action plans to improve compliance with 
clinical practice guidelines and reduce the occurrence of provider preventable 
conditions. 


 


3.16.25 Vendor Disclosures: Information on Ownership and Control 
Vendors must disclose information to the DHCFP on ownership and control; information related to 
business transactions; and information on persons convicted of a crime. If the vendor does not disclose 
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required information under 42CFR 455.104, any federal funds withheld or recouped from or any penalties 
assessed upon the DHCFP will be withheld and recouped from or assessed upon the vendor. 


 


In accordance with the Amendment 6 to Request for Proposal 3260 dated August 4, 2016, 
our responses to Sections and Subsections of 3.16.25 may be found in their entirety in 
Part I C - Confidential Technical Proposal. In the interest of demonstrating a full and 
complete response to Section 3 Scope of Work of the RFP, we have also included 
responses to Sections and Subsections of 3.16.25 below which do not necessitate the 
disclosure of confidential information. For our responses to Sections and Subsections of 
3.16.25 which necessitate the disclosure of confidential information, we respond with the 
statement, “Please refer to Part I C - Confidential Technical Proposal for our response to 
Section(s) 3.16.25.X.”  


 


We will comply with DHCFP’s disclosure requirements concerning ownership and 
control, information related to business transactions, and information on persons 
convicted of a crime.  


 


The information provided in this Section 3.16.25 constitutes, to the best of our 
knowledge, full disclosure of information concerning ownership and control, information 
related to business transactions, and information on persons convicted of a crime. 


We acknowledge and agree that, in the event we do not disclose required information 
under 42 CFR 455.104 to DHCFP, we will be subject to withhold and recoupment or 
assessment of any federal funds withheld or recouped from or any penalties assessed 
upon DHCFP. 


 
3.16.25.1 Disclosures are due at any of the following times: 
 
A. Upon the vendor submitting the proposal in accordance with the State's procurement process. 
 
B. Upon the vendor executing the contract with the State. 
 
C. Upon renewal or extension of the vendor’s contract. 
 
D. Within five (5) calendar days after any change in ownership of the vendor. 


 


In accordance with the Amendment 6 to Request for Proposal 3260 dated August 4, 2016, 
our responses to Sections and Subsections of 3.16.25 may be found in their entirety in 
Part I C - Confidential Technical Proposal. 


We will submit disclosures to DHCFP upon submitting the proposal in accordance with 
the State’s procurement process, executing the Contract with the State, renewal or 
extension of our Contract, and within five calendar days in the event of any change in our 
organization’s ownership. 


 
3.16.25.2 Disclosures on Ownership and Control by Vendor. 
 
A. The following disclosures must be provided by the vendor (42 CFR 455.104(b), 1903(m)(2)(A)(viii), 
1124(a)(2)(A)): 
 
1. Any person or business entity with an ownership or control interest in the vendor that:  
 
a. Has direct, indirect, or combined direct/indirect ownership interest of five percent (5%) or more of the 
vendor’s equity. 
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b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other obligation secured by the 
vendor if that interest equals at least five percent (5%) of the value of the vendor’s assets. 
 
c. Is an officer or director of a vendor organized as a corporation.  
 
d. Is a partner in a vendor organized as a partnership. 
 


 
Please refer to Part I C - Confidential Technical Proposal for our response to Sections 
3.16.25.2.A.1.a-d. 


 
2. The name and address of any person (individual or business entity) with an ownership or control 
interest in the vendor. The address for business entities must include as applicable primary business 
address, every business location, and P.O. Box address. 
 
3. Date of birth and Social Security Number (in the case of an individual). 
 
4. Other tax identification number (in the case of a business entity) with an ownership or control interest in 
the vendor or in any subcontractor in which the vendor has a 5 percent (5%) or more interest. 


 


Please refer to Part I C - Confidential Technical Proposal for our response to Sections 
3.16.25.2.A.2-4. 


 
5. If your firm is not a Qualified Health Maintenance Organization, provide the disclosures described at 42 
U.S.C. 1396b(m)(4)(A).” 


 


In accordance with the Amendment 6 to Request for Proposal 3260 dated August 4, 2016, 
our responses to Sections and Subsections of 3.16.25 may be found in their entirety in 
Part I C - Confidential Technical Proposal. 


 


While we are not a Qualified Health Maintenance Organization as defined by 42 U.S.C 
300e-9, we have a pending HMO License application with the Nevada Division of 
Insurance and will obtain licensure prior to contract award. 


 


Below are our responses to the required disclosures described at 42 U.S.C. 
1396b(m)(4)(A): 


 
“Each Medicaid managed care organization which is not a qualified health maintenance 
organization (as defined in section 300e–9(d)(4) of this title) must report to the State and, upon 
request, to the Secretary, the Inspector General of the Department of Health and Human 
Services, and the Comptroller General a description of transactions between the organization 
and a party in interest (as defined in section 300e–17(b) of this title), including the following 
transactions: 


(i) Any sale or exchange, or leasing of any property between the organization and such a party.” 


No sale or exchange, or leasing of any property has transacted between us and any party 
of interest as defined in section 300e-17(b) of the U.S. Code Title 42. 


 


“(ii) Any furnishing for consideration of goods, services (including management services), or 
facilities between the organization and such a party, but not including salaries paid to 
employees for services provided in the normal course of their employment.” 
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No furnishing for consideration of goods, services (including management services), or 
facilities has transacted between us and any party of interest as defined in section 300e-
17(b) of the U.S. Code Title 42. 


 


“(iii) Any lending of money or other extension of credit between the organization and such a 
party.” 


No lending of money or other extension credit has transacted between us and any party 
of interest as defined in section 300e-17(b) of the U.S. Code Title 42. 


 


“The State or Secretary may require that information reported respecting an organization which 
controls, or is controlled by, or is under common control with, another entity be in the form of a 
consolidated financial statement for the organization and such entity.” 


We acknowledge that the State or Secretary may require that information reported 
respecting an organization which controls, or is controlled by, or is under common 
control with, another entity be in the form of a consolidated financial statement for the 
organization and such entity. 


 
3.16.25.3 Whether the person (individual or business entity) with an ownership or control interest in the 
vendor is related to another person with ownership or control interest in the vendor as a spouse, parent, 
child, or sibling; or whether the person (individual or business entity) with an ownership or control interest 
in any subcontractor in which the vendor has a 5 percent (5%) or more interest is related to another 
person with ownership or control interest in the vendor as a spouse, parent, child, or sibling. 


 


Please refer to Part I C - Confidential Technical Proposal for our response to Section 
3.16.25.3. 


 
3.16.25.4 The name of any other Medicaid provider or fiscal agent in which the person or corporation has 
an ownership or control interest. 


 


Please refer to Part I C - Confidential Technical Proposal for our response to Section 
3.16.25.4. 


 
3.16.25.5 The name, address, date of birth, and Social Security Number of any managing employee of 
the vendor. 


 


Please refer to Part I C - Confidential Technical Proposal for our response to Section 
3.16.25.5. 


 
3.16.25.6 Vendor requirements for collecting and validating information related to ownership and 
business transactions from providers or subcontractors. 
 
A. The vendor must enter into an agreement with each provider under which the provider agrees to 
furnish upon request, information related to ownership and business transactions.  
 
B. The vendor must require the provider or subcontractors to submit full and complete information about: 
 
1. The ownership of any subcontractor with whom the provider has had business transactions totaling 
more than $25,000 during the 12-month period ending on the date of the request; and  
 
2. Any significant business transactions between the provider and any wholly owned supplier, or between 
the provider and any subcontractor, during the 5-year period ending on the date of the request.  


 







710 
 


We will require that providers and subcontractors furnish the information referenced in 
Sections 3.16.25.6.A-B related to ownership and business transactions, and we will 
collect and validate such information, upon entering into an agreement with a provider or 
subcontractor.  


 
3.16.25.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


 


We will require that providers and subcontractors furnish the information referenced in 
Sections 3.16.25.7 related to providers/subcontractors convicted of crimes in accordance 
with 42 CFR 455.106, and we will collect and validate such information, upon entering 
into an agreement with a provider or subcontractor.  


 
3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time upon written 
request by the vendor, the provider must disclose to the vendor the identity of any person who:  
 
A. Has ownership or control interest in the provider, or is an agent or managing employee of the 
provider/subcontractors; and  
 
B. Has been convicted of a criminal offense related to that person's involvement in any program under 
Medicare, Medicaid, or the Title XX services program since the inception of those programs.  


 


We will require that providers disclose to us the information referenced in Section 
3.16.25.8.A-B before entering into or renewing a provider agreement with any provider, or 
at any time upon our request. 


 


3.16.26 Denial or Termination of Provider Participation  
3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who 
has an ownership or control interest in the provider, or who is an agent or managing employee of the 
provider, has been convicted of a criminal offense related to that person's involvement in any program 
established under Medicare, Medicaid or the Title XX Services Program.  
3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that 
the provider did not fully and accurately make any disclosure required.  
3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes 
on the provider's application for participation in the program.  


 


We acknowledge our right and authority to refuse to enter into or renew an agreement 
with a provider in the event that any person who has an ownership or controlling interest 
in such provider, or who is an agent or managing employee of the provider, has been 
convicted of a criminal offense related to that person’s involvement in any program 
established under Medicare, Medicaid or the Title XX Services Program.  


 


We acknowledge our right and authority to refuse to enter into or terminate a provider 
agreement in the event we determine that such provider did not fully and accurately 
make any disclosure required. 


 


We will comply with DHCFP’s requirement to promptly notify DHCFP’s Provider 
Enrollment Unit in the event we take any action on a provider’s application for 
participation in the program.  
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3.17 REPORTING 
The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ Forms 
and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. Failure to meet 
all reporting requirements and timeframes as required by this RFP and all attachments thereto may be 
considered to be in default or breach of the contract. 
 
Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or 
documents received from the vendor may be open to public disclosure and copying. The State will have 
the duty to disclose, unless a particular record is made confidential by law or a common law balancing of 
interests. This includes compensation arrangements, profit levels, consumer satisfaction levels, audits 
and findings, pertinent litigation, and outcomes/HEDIS data. 
 
Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the 
vendor agrees to indemnify and defend the State for honoring such a designation. The failure to label any 
document that is released by the State shall constitute a complete waiver of any and all claims for 
damages caused by any release of the records. If a public records request for a labeled document is 
received by the State, the State will notify the vendor of the request and delay access to the material until 
seven (7) business days after notification to the vendor. Within that time delay, it will be the duty of vendor 
to act in protection of its labeled record. Failure to act shall constitute a complete waiver. 


 


MEETING REPORTING REQUIREMENTS 
We affirm that we have reviewed and will comply with all reporting requirements and 
timeframes set forth in Attachment T ~ Forms and Reporting Guide. As needed, we will 
work with DHCFP on mutually agreed upon changes to format, content, and timeframes. 
Any agreed upon changes will be confirmed in writing. We also affirm that failure to meet 
all reporting requirements and timeframes required by this RFP and attachments may be 
considered to be a default or breach of contract. This includes, but is not limited to, 
report formats, missing information, timeframes, and transmission methods. 


 


LIQUIDATED DAMAGES AND SANCTIONS 
We affirm that we must comply with all terms and conditions stipulated in the Contract, 
the RFP, and all attachments, including the Forms and Reporting Guide. We understand 
that if we fail to meet the contract requirements, DHCFP may assess liquidated damages 
or intermediate sanctions, including fines or sanctions imposed upon DHCFP due to our 
non-compliance. 


 


EXPERIENCE SUPPORTING STATE REPORTING REQUIREMENTS 
We bring multiple decades of experience supporting reporting requirements for both our 
management team and state Medicaid agencies. Our management information system 
(MIS) is integrated with large-scale data warehousing, analytics, and reporting systems 
that incorporates member, provider, clinical, claim, encounter, compliance, and financial 
information. Our MIS is able to produce standard and ad hoc reports as requested by the 
state Medicaid agencies we serve. Modules within our MIS enable us to administer and 
monitor our contractual and regulatory data reporting and certification requirements. We 
support report submissions via secure electronic file transfer using current industry 
protocols, such as Secure FTP, as required by DHCFP’s Fiscal Agent and MMIS operator. 


 


PUBLIC DISCLOSURE AND COPYING 
We affirm that, pursuant to NRS 239.010, any information or documents not clearly 
labelled “confidential” or “trade secret” by us may be open to public disclosure and 
copying, including compensation arrangements, profit levels, consumer satisfaction 
levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. We 
understand the State has a duty to disclose, unless a particular record is confidential by 
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law or a common law balancing of interests. We comply with similar regulations and 
rules in several of the states where our affiliate health plans administer Managed 
Medicaid programs. 


 


INDIVIDUAL DOCUMENT LABELS 
We agree to indemnify and defend the State for honoring designations on clearly labelled 
individual documents as a “trade secret” or “confidential”. We understand the State will 
notify us if the State receives a public records request for documents clearly labeled as 
“trade secret” or “confidential”, and the State will delay access to the material until 
seven (7) business after we receive notification. Within this timeframe, we affirm it is our 
responsibility to act in protection of our label record, and failure to act will constitute a 
complete waiver.  


 


3.17.1 Encounter Reporting 
3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including DHCFP’s 
media and file format requirements, liquidated damages and submittal timeframes. The vendor must 
assist DHCFP in its validation of encounter data. Compliance with reporting requirements is described in 
this RFP.  


 


We understand and affirm that we will comply with this requirement.  


 


CAPACITY TO ADDRESS CHANGES IN REQUIREMENTS 
We have several decades’ experience creating encounter files to meet state Medicaid 
agency encounter data specifications. Our configurable Management Information System 
(MIS), with integrated Claims Processing and Encounter Data Systems, provides the 
flexibility to meet DHCFP encounter data content, file formats, and submission 
timeframes, and we will configure our MIS to meet DHCFP revisions or additions.  


Our Encounter Data System has the capability to support encounter file submissions on 
a scheduled or ad hoc basis, and can be configured to accommodate any change in 
schedule as requested by DHCFP. In addition, our Encounter Operations expertise allows 
us to incorporate any revisions or additions to the encounter specifications in the 
contract in a timely manner, including a change in format, using our Agile, best practices 
approach to change management, enabled by an enterprise workflow enabled change 
management platform.  


 


Validating Encounter Data 
Through the use of our HIPAA EDI compliance software, we’re able validate claim 
submissions to us from providers, by validating data against ASC X12 HIPAA Version 
5010 syntax and rules, ultimately impacting the quality of encounter submissions to 
DHCFP. Similarly, we will configure our Encounter Data System to enforce the formatting 
and business process rules and edits employed by DHCFP to ensure that outbound 
encounter submissions from us are in compliance with DHCFP Companion Guide 
specifications, processing rules, and DHCFP standards.  


 


In addition, we will assist DHCFP in any other validation activities that DHCFP requires, 
including but not limited to provision of standard or ad hoc reports; audits of claims 
records or other source documents related to encounter records; and collaborative 
validation efforts that may include other MCOs, the EQRO, or other entities as DHCFP 
sees fit, etc. Our affiliate managed Medicaid health plans undertake similar efforts when 
directed to assist by their state Medicaid agency clients. 
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3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program. Nevada Check Up recipients must be separately identified from 
Medicaid recipients, but the information can be combined for submission. 


 


We affirm that we will submit encounter data for the Nevada Check Up program in the 
same manner as the Medicaid program. Our Encounter Data System is integrated with 
the Member Data Management (MDM) component of our MIS. The MDM system tracks the 
program (e.g., Nevada Check Up or Medicaid) for each unique member. Our integrated 
Claims Processing System and Encounter Data System allows us to separately identify 
Nevada Check Up recipients from Medicaid recipients, based on the program as linked to 
the member’s record in MDM, and as assigned to the member via DHCFP’s 834 
enrollment and eligibility file, which is processed by MDM.  


 


All of our encounter records are produced in the same manner, regardless of assigned 
program (Medicaid or Nevada Check Up). Thus, we can provide one encounter file with 
all members, with each member program uniquely identified in the encounter records. If 
requested by DHCFP, we have the configuration capability to create separate encounter 
files for Nevada Check Up and Medicaid.  


 
3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 
438.808. 


 


We understand and affirm that we may not submit encounter data for amounts expended 
for providers who are excluded by Medicare, Medicaid, or CHIP, except for emergency 
services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. Our Claims Processing 
System is integrated with the Provider Data Management (PDM) module of our MIS, 
where we flag any provider exclusions (see discussion immediately below). This allows 
the claims system to prevent payment (and subsequent encounter submission) to 
providers who are excluded by Medicare, Medicaid, or CHIP, while making exceptions 
(via configuration rules in the claims system) for emergency services.  


 


ENSURING ACCURATE PROVIDER EXCLUSION INFORMATION 
Our NCQA standard credentialing process includes regular search of federal and state 
exclusions lists, such as the OIG’s List of Excluded Individuals and Entities (LEIE), 
General Services Administration (GSA) Excluded Parties List Service (EPLS - aka System 
of Award Management (SAM)), CMS’ Medicare Exclusion Databank (MED), State 
Licensing Agencies, National Practitioner Data Bank (NPDB), and the Health Integrity and 
Protection Databank (HIPDB), to discover if any sanctions or practice/licensure 
restrictions have been implemented against a provider. As mentioned above, these 
processes help assure that we do not pay claims to excluded providers (aside for 
emergency services), and as a result do not submit encounters related to those 
providers. 


 
3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted 
within ninety (90) calendar days of receipt of encounter.  


 


We will meet or exceed the encounter data standards established by DHCFP for proper 
and accurate reporting, and commit to submitting all encounter data within 90 calendar 
days of receipt of encounter. We recognize that it is important to submit complete, 
accurate, and timely encounter data, including all paid and adjusted claims submitted by 
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participating and non-participating providers, our subcontractors, and providers with 
whom we have capitated arrangements.  


 


Our encounters operations team can create and submit encounter files to DHCFP or 
DHCFP’s designated contractor as contractually required, and also has the capability to 
create files on an ad hoc basis, as necessary. Our encounters operations team will 
monitor and ensure all standards are met, including timely submission of encounters 
within 90 days of receipt as defined in DHCFP Companion Guides and our contract with 
DHCFP.  


 


All encounter submission and encounter processing response data is stored in our data 
warehouse, which allows us to create reporting to tie together the receipt date of the 
claim, the claim adjudication date, and the date of encounter submission to DHCFP. This 
provides us the ability to proactively monitor the status of any adjudicated claim and 
ensure that all claims, regardless of status, are submitted as encounters within the 
timeframes specified by DHCFP. 


 


USING AUTOMATION TO ENSURE TIMELY EFFICIENT SUBMISSION 
We automate scheduled processing runs of encounter record production on daily, 
weekly, or monthly cycles as required, through our job scheduling software, to ensure 
that encounters are submitted in timely fashion. Our secure data and file transmission 
subsystem is then used for scheduled file exchanges (transmission and receipt) with 
DHCFP using the secure FTP data transmission protocol. We can then process results 
files from DHCFP in the 277U and 835 formats (or other formats that may be prescribed 
by DHCFP). In addition to original file submissions, our encounters operations team 
closely manages timely error resolution. 


 


For all of our encounter submissions to DHCFP, the EDI subsystem of our MIS validates 
that encounter submission files are successfully delivered to DHCFP through the EDI 
functional acknowledgement (ANSI 999). Our Encounter Data System (EDS) automatically 
links response encounter receipt and processing information (via the 835 and 277U 
transactions) received from DHCFP (or designated contractor) to each encounter 
submission so that our encounter operations staff can identify the status of our 
encounter submission at any point in time, and immediately recognize if any encounter 
submissions are at risk of untimely submission to DHCFP. 


 


3.17.2 Summary Utilization Reporting 
The vendor shall produce reports using HEDIS and must submit these reports in addition to other reports 
required by this contract in a timely manner. 


 


We understand and affirm we will produce reports as requested by DHCFP pertaining to 
utilization management. Our management information system (MIS) includes an NCQA 
certified reporting subsystem to capture and generate any federal and State required 
reports on HEDIS measurements, including annual submission to NCQA and CMS.  


 


Our MIS also includes an integrated Data Warehouse, which supports the integration of 
claims, member and provider data into a single repository, allowing our HEDIS and 
analytics subsystem to apply a series of clinical rules and algorithms that automatically 
convert data into statistically meaningful and insightful information. The data in our 
integrated warehouse is updated at least on a daily basis (with some elements – such as 
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member data – updated in near real time), allowing our reporting subsystem to produce 
utilization reports that are timely and impactful.  


 


We employ a wide range of reporting capabilities available through our Data Warehouse, 
with support for standard and ad hoc reporting functions to extract and securely send 
any file or dataset that DHCFP may request for reporting, program integrity, and 
compliance purposes, including utilization reports related to inpatient, outpatient, 
medical and behavioral health, pharmacy, ancillary services utilization, etc. 


 


3.17.3 Dispute Resolution Reporting 
3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider 
disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its 
subcontractors.  


 


We will provide DHCFP with dispute resolution reports as requested on provider 
disputes, member grievances, appeals, and fair hearing requests in the formats and 
timeframes required by DHCFP, including all reports as required in Attachment T, 
Section 3. Our affiliate health plans satisfy these requirements in virtually all of the states 
where we support managed Medicaid programs today. We capture, track, update, 
manage and report the status of disputes, grievances, appeals and related fair hearing 
requests (collectively referred to as “cases” for purposes of the section) using the 
integrated Customer Relationship Management System (CRM) component of our MIS. 
Using CRM, authorized staff can access each “case” (dispute, grievance, etc.) to ensure 
that we meet all state and federal reporting requirements and timeframes for prompt 
resolution of these cases.  


 


CRM enables auditable workflow as a dispute case moves through the formal, compliant 
steps and protocols from case initiation to completed resolution. Our management team 
can view both the inventory of outstanding disputes and ensure that all timeframes are 
being met for any case, in line with current federal and state regulations (42 CFR part 438 
Subpart F and NRS 422.306). In addition, our subcontractors have similar capabilities to 
capture, manage, and report on dispute resolutions, and they send that information to us 
for incorporation with our own reports and submission to DHCFP. See Section 3.13 for 
details on our dispute resolution processes.  


 


Our public website includes information on reporting grievance, appeals, fraud, and 
State Fair Hearing requests, and we remind our members and providers of their ability to 
report grievances, etc., whenever relevant to a situation (e.g. claims denial).  


 
3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals requests, and 
provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, appeals 
and provider disputes. The reports must identify the recipient grievance or appeal issue or provider 
dispute received; and verify the resolution timeframe for recipient grievances and appeals and provider 
disputes. 


 


We affirm and will comply with all reporting requirements of DHCFP including, but limited 
to reporting member grievances, appeals, notices, and provider disputes. We have 
extensive experience providing these reports to State agencies in which we conduct 
business.  
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Thanks to the relational database architecture of our MIS, we are also able to report on all 
data elements related to these dispute cases, including the timing of events related to 
these cases.  


 
3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained for each 
occurrence for review by the DHCFP. 


 


We affirm and will comply to retain each occurrence of a member grievance, notice, and 
appeals, fair hearing requests, provider dispute information, and outcomes. All cases 
and documentation are maintained in our enterprise, best-in-class Customer 
Relationship Management System (CRM) software to manage all reported cases. CRM 
allows us to effectively administer and monitor every reported occurrence, as well 
outcomes, with full audit capabilities for transparent access to our compliance activities. 
Our CRM enables auditable workflow as a case moves through formal, steps and 
protocols to completed resolution. DHCFP can view both the inventory of all outstanding 
cases and ensure that all timeframes are being met for any open case.  In addition, 
because CRM is integrated with our entire MIS, supporting claims and clinical data as 
well as related documents are indexed to the member and provider records in our system 
and are available to support the case. 


 


3.17.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines 
established jointly by the vendors, the DHCFP, and the External Quality Review Organization (EQRO), as 
well as those identified in this RFP. In addition, the vendor must provide outcome-based clinical reports 
and Management Reports as may be requested by the DHCFP. Should the vendor fail to provide such 
reports in a timely manner, the DHCFP will require the vendor to submit a POC to address contractual 
requirements regarding timely reporting submissions. 


 


PERFORMANCE IMPROVEMENT PROJECTS (PIP) 
Through our Quality Improvement Committee (QIC) we will identify, initiate, and manage 
Performance Improvement Projects (PIPs) to ensure evidence-based improvements in 
operations and outcomes. Our rapid cycle approach to continuous quality improvement 
will also enable us to sustain improvements over time, and continually increase the 
effectiveness of programs and initiatives. We will develop or participate in both clinical 
and non-clinical PIPs as approved by DHCFP, the External Quality Review Organization 
(EQRO), as well as those identified by analysis of DHCFP data. Please see Section 3.10 
for more information on our approach to PIP identification and execution.  


 


CLINICAL AND MANAGEMENT REPORTS 
We agree to provide outcome-based clinical and Management Reports as outlined in 
Attachment T – Forms and Reporting Guide, Section 4 (Quality Assurance Reporting), as 
well as outcome-based clinical and Management Reports related to PIP’s as may be 
requested by DHCFP. In all of the states where we administer Managed Medicaid 
programs, we provide information and data on quality assessment and clinical outcomes 
in areas of concern to our state Medicaid agency clients. Our Management Information 
System (MIS) incorporates integrated data warehousing and analytics capability, 
allowing us to manage every aspect of reporting from data capture, data mining, analytic 
operations, and reporting, while maintaining full data integrity. Our reporting system 
allows staff to generate standard and ad hoc reports from a single data repository, 
enabling us to produce detailed and oversight PIP reports, both scheduled and ad hoc, 
enabling insights into PIP results and findings as well as full transparency in the conduct 
of our PIPs for DHCFP. 
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PLAN OF CORRECTION (POC) 
Our affiliate plans routinely participate in PIP collaborations with state Medicaid agencies 
and consistently meet the related reporting requirements, as well as requirements for 
providing outcome-based clinical and management reports upon request. We affirm that 
in the event we fail to provide DHCFP with required and requested clinical or 
Management reports we will submit to DHCFP a detailed Plan of Correction (POC) to 
address contractual timely reporting submissions. We use an enterprise governance, 
risk management and compliance monitoring system (GRC) to track adherence to state 
reporting requirements, including content, format, and timelines to mitigate any need for 
a POC. Any POC will formally define the standards violated, the expected measurable 
result, a detailed action plan, responsible party, and due date for completion. Details of 
the POC are captured in our GRC system so that progress can be monitored.  


 


3.17.5 Recipient Satisfaction Reporting 
Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with Chronic 
Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each contract year, unless 
the requirement is waived by the DHCFP due to an EQRO performed survey. This may be done in 
conjunction with the vendor’s own satisfaction survey. The DHCFP requires data stratified to indicate the 
satisfaction level of parents or guardians of Nevada Check Up participants. Vendors are required to report 
results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
the Child Questionnaires on access to specialist care and coordination of care from other health 
providers. The DHCFP may request a specific sample, and/or survey tool. Survey results must be 
disclosed to the State, and, upon State’s or recipient’s request, disclosed to recipients. 


 


We will collect and submit to DHCFP an adult CAHPS survey, a child CAHPS survey, and 
a child CAHPS survey with the CCC item set prior to the third quarter of each contract 
year unless otherwise directed by DHCFP. The child surveys will include selected 
supplemental questions. We will use the results of these surveys for our own analysis of 
member satisfaction. As described in our response to 3.7.16.7, we will conduct targeted 
Care Management and post-contact Member Services surveys as well as the required 
surveys of members who disenroll or who request a change in providers. 


 
The DHCFP requires data stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants. Vendors are required to report results from the CAHPS Child Medicaid Survey, the 
CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on access to specialist 
care and coordination of care from other health providers.  


 


We will stratify the survey data to separately assess the level of satisfaction of parents or 
guardians of Nevada Check Up participants. As required by DHCFP, our MCO will report 
these results from the CAHPS child Medicaid survey, the CAHPS child Medicaid survey 
with CCC item set, and the Supplemental Items for the Child Questionnaire on access to 
specialist care and coordination of care from other health providers within the 
designated timeline. 


 
The DHCFP may request a specific sample, and/or survey tool. Survey results must be disclosed to the 
State, and, upon State’s or recipient’s request, disclosed to recipients. 


 


We will comply with any DHCFP request to use a specific sample and/or survey tool. We 
will report results of such surveys to the State within the required timeline, and to 
members upon request by either the State or a member. 
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3.17.6 Financial Reporting 
The vendor must meet the financial reporting requirements set forth in the Forms and Reporting Guide, 
including any revisions or additions to the document.  


 


We will meet the monthly, quarterly, and annual reporting requirements set forth in 
Forms and Reporting Guide in Attachment T, Section 2 (Financial Reporting), including 
but not limited to, reporting instructions in Section 2 for report definitions, content, 
format, instructions, signatures, electronic transmission, sub-segmentation, and time-
lines. We will certify the accuracy, completeness, and truthfulness of our financial 
reports in our submissions to DHCFP. 


 


All report submissions are tracked in our enterprise Governance, Risk Management and 
Compliance (GRC) system, which enables tracking of required reporting activities, with 
auditable records of management approval and cited contract and regulatory mandates. 
We maintain all necessary financial records to allow us to meet our contractual and 
financial reporting obligations. We use Generally Accepted Accounting Principles 
(GAAP) in our financial system to track revenues and expenses in line with the State 
requirements. We undergo an annual, independent audit of our financials and our auditor 
certifies our annual financial statements. We have a multi-decade history of meeting all 
financial reporting requirements in compliance with all state and federal laws and 
regulations. 


  


3.17.7 Sales and Transaction Reporting 
The vendor must report transactions between the vendor and parties in interest that are provided to the 
State or other agencies available to recipients upon reasonable request. 


 


We understand and affirm we will report transactions between us and parties in interest 
to DHCFP upon reasonable request. As a publically traded company, we are transparent 
in our financial reporting and material business transactions to fulfill all federal and state 
reporting requirements. 


 
3.17.8 Other Reporting 
The vendor shall be required to comply with additional reporting requirements upon the request of the 
DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies any area of 
concern with regard to a particular aspect of the vendor’s performance under this contract. Such reporting 
would provide the DHCFP with the information necessary to better assess the vendor’s performance. 


 


We affirm we will be required to support any additional reporting requirements, whether 
those be new standard reports, or ad hoc reports, upon the request of DHCFP to support 
and assess our performance under the contract. Today, our MIS supports state and 
federal reporting requirements by providing integrated, large scale, secure data 
management and communication capabilities for efficient, timely, and accurate data 
collection, analysis, reporting, and quality improvement activities.  


 


Our management teams and staff have access, appropriate for each individual’s job 
responsibilities, to our large scale data warehousing, analytics, and reporting platform. 
This system has resources and capabilities for standard and ad hoc reporting, data 
visualization, and online dashboard support needed for all aspects of our administrative, 
clinical, and compliance operations, as well as information insight to help guide our 
approach to continuous quality improvement. The Data Warehouse integration within our 
management information system means that our reports are based on the most timely, 
accurate, and complete transactional data available, for high speed reporting across a 
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broad expanse of data. Our teams have access to our integrated report builder to 
facilitate quick responses to reporting requests, through secure access to our entire 
operational dataset and data dictionary via a powerful graphical interface, as well as to a 
complete library of report templates for rapid report creation.  
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3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 
3.18.1 Data Requirements 
The vendor will be required to provide compatible data in a DHCFP prescribed format for the following 
functions: 
3.18.1.1 Enrollment 
3.18.1.2 Eligibility 
3.18.1.3 Provider Network Data 
3.18.1.4 PCP Assignment 
3.18.1.5 Claims Payment 
3.18.1.6 Encounter Data 


 


We acknowledge and affirm our support for the above requirements. 


 


PROVIDING DATA IN DHCFP PRESCRIBED FORMATS AND COMMUNICATION 
METHODS 
We use an enterprise, HIPAA compliant Management Information System (MIS) with full 
support for all HIPAA Version 5010 and NCPDP D0 data formats and implemented per 
DHCFP’s MMIS Vendor Companion Guides, as well as any DHCFP prescribed proprietary 
formats, through the table driven configurability of our ANSI standard Electronic 
Document Interchange (EDI) subsystem middleware. From a data transmission protocol 
perspective, the Data Communication Subsystem of our interoperable, standards based 
MIS uses Secure FTP as called for in DHCFP MMIS Vendor Service Center User Manual.  


 


Our Data Communication Subsystem will support all file exchanges with DHCFP’s MMIS 
Vendor and protects our file exchanges with access control, authentication, and secure 
configuration features for HIPAA compliant protection during transmission. Our network 
backbone is highly redundant providing multiple paths to and from each point, allowing 
maximum network availability to meet DHCFP file transmission and receipt schedules for 
all file exchanges. 


 


ENSURING DATA TRANSMISSION INTEGRITY WITH DHCFP  
Our EDI subsystem supports a wide range of transmission acknowledgement protocols, 
including proprietary formats as well as ANSI ASC X12 999, and TA1 as well as the 277u 
unsolicited response as documented in DHCFP MMIS Vendor Center User Manual. We 
will use these acknowledgements for exchanges with DHCFP’s MMIS Vendor as a further 
control for assured delivery, data integrity, and record balancing. We also support the 
use of Public Key Infrastructure (PKI) security not only for encryption but for sender 
authentication - ensuring not only that the file was transmitted un-tampered, but that the 
receiver (e.g. DHCFP’s MMIS Vendor) can validate us as the sender. 


 
3.18.1.1 Enrollment 


 
We can (and do) send and receive enrollment data via the HIPAA 834 enrollment and 
disenrollment transaction file format, on any frequency needed by DHCFP. For example, 
per Amendment 2, Question and Answer #72 and RFP Sections 3.5.7.5.A and 3.18.2.5, 
3.18.2.15, and 3.18.2.16 we can send, receive and process daily and monthly member 
data, systematically applying updates to the membership records we securely house in 
the integrated member data management component of our Management Information 
System (MIS). We can also support submissions to DHCFP of Attachment R 
(Disenrollment Form) via fax through our workflow enabled document management 
system or data interface at DHCFP direction. 
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3.18.1.2 Eligibility 


 


We can (and do) send and receive eligibility data via the HIPAA 834 and/or HIPAA 270/271 
transaction, and can support daily, weekly, or monthly transmissions. Per Amendment 2, 
Question and Answer 287, as well as Section 3.12.7.2, we can establish access to the 
EVS eligibility system with DHCFP approval and support from DHCFP MMIS Vendor.  


 
3.18.1.3 Provider Network Data 


 


Our MIS supports multiple formats and frequencies, including the incorporation of Tax 
Identification Numbers (TINs), National Provider Identifiers (NPIs), Taxonomy Codes, 
state specific provider IDs, and other provider network data as prescribed by our 
Medicaid clients, and we will support the format specified by DHCFP per Amendment 2, 
Question and Answer #72. 


 
3.18.1.4 PCP Assignment 


 


Our MIS supports the transmission of members’ PCP Assignments via either the HIPAA 
834 format or via a state specific format, and per Amendment 2, Question and Answers 
#72 and #165, and Section 3.18.2.4, we will securely transmit to DHCFP and/or DHCFP 
MMIS Vendor PCP Assignment data per format and frequency prescribed by DHCFP. 


 
3.18.1.5 Claims Payment 


 


We support the HIPAA 835 Version 5010 health care payment / remittance advice format 
for our providers and can implement the HIPAA 835 per DHCFP MMIS Vendor 835 
Companion Guide, for transmission of claim payment information to DHCFP. We can also 
implement a proprietary claim payment file format should DHCFP request an alternative 
approach (per Amendment 2, Question and Answer #72). 


 
3.18.1.6 Encounter Data 


 


Today, our enterprise Management Information System (MIS) successfully processes and 
submits almost 100 million medical and behavioral encounter records a year to our state 
Medicaid clients. We support HIPAA 837I, 837P, and 837D transaction formats, and can 
process 277U acknowledgement files and HIPAA 835 processing result files, or state 
proprietary file acknowledgement and processing results formats if required by DHCFP. 
We have reviewed DHCFP MMIS Vendor 837I, P, and D Companion Guides and we can 
and will support these formats for encounter data submissions. Please see Sections 
3.14.4, 3.17.1, 3.18.2, 3.18.3, 3.18.4, and 3.19.5 for more information on our encounter data 
processing capabilities. 
 


3.18.2 Interfaces 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish schedules 
for each interface. The DHCFP’s Medicaid Management Information System (MMIS) will interface with the 
vendor’s system in the following areas, although not necessarily limited to these areas: 
3.18.2.1 Health Plan – Encounter Data (encounter data reflects all services provided to clients for whom 
the health plan pays.) 
3.18.2.2 Health Plan - Weekly Stop Loss File 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 
3.18.2.4 Health Plan - Network Data File 
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3.18.2.5 Health Plan - Client Update File 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 
3.18.2.7 MMIS - Encounter Data informational Errors File 
3.18.2.8 MMIS - SOBRA Error File 
3.18.2.9 MMIS - Stop Loss Error File 
3.18.2.10 MMIS - Stop Loss Rejection File 
3.18.2.11 MMIS - Health Plan Error File 
3.18.2.12 MMIS - Third Party Liability Update File 
3.18.2.13 MMIS - Client Demographic Data 
3.18.2.14 MMIS - Newborn Data 
3.18.2.15 MMIS - Daily Health Plan Recipient File 
3.18.2.16 MMIS - Health Plan Recipient File 
3.18.2.17 MMIS - Network Data Exception File 
3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 
3.18.2.19 MMIS - Client PCP changes 
3.18.2.20 MMIS - Client Enrollment Updates 
3.18.2.21 MMIS - Health Plan Notification 
3.18.2.22 Health Division Immunization Registry 
3.18.2.23 Vital Statistics Birth Records 
All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements of 
the National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA-compliant technical specifications. 
The vendor shall be responsible at their own expense for any new and/or modified interfaces that may be 
required by CMS, including but not limited to, HIPAA regulations. 
Vendors may access additional information regarding the MMIS system and associated interfaces by 
requesting review of the redacted version of the First Health Services Contract and attachments. 
 


We acknowledge and affirm our support for the above requirements. 


 


NATIONAL EXPERIENCE IN ESTABLISHING SECURE DATA INTERFACES & 
TRANSACTIONS 
We have decades of national experience receiving, processing, reporting, and securely 
transmitting membership, provider, encounter, and other data to and from our state 
clients and their state agents. We affirm that we will work closely with DHCFP and 
DHCFP’s fiscal agent to establish schedules or comply with DHCFP’s stated schedules 
for each interface as outlined in requirements 3.18.2.1 to 3.18.2.23. Our interoperable 
Management Information System (MIS) securely transmits and receives data in all open 
industry, state proprietary, and government mandated formats. Our data and file 
communications protocols, controls and supporting systems allow us to send and 
receive formatted data with integrity, confidentiality, reliability, and assured delivery. We 
support all HIPAA transaction formats, and can support DHCFP proprietary formats as 
well (for those interfaces listed in 3.18.2 that are not HIPAA standard transactions). 


 


ENSURING HIPAA-COMPLIANT TRANSACTIONS 
Our HIPAA Compliance Checking software ensures all HIPAA transaction data is in 
compliance with DHCFP Companion Guides. To ensure transactional compliance with 
HIPAA, we also utilize our HIPAA Compliance Checking software in order to test our 
submissions before we submit our files in production. After testing, our File Transaction 
Manager handles our automated, scheduled file exchanges (transmission and receipt) 
with DHCFP’s fiscal agent to ensure delivery of transactions via Secure FTP. To confirm 
successful transmission, we monitor EDI acknowledgements issued by DHCFP or 
DHCFP’s fiscal agent. Our File Transaction Manager protects these file exchanges with 
access control, authentication, and secure configuration features to ensure data integrity 
protection during transmission. Our MIS is also designed to allow maximum network 







723 
 


availability for our state clients, which enables us to meet the agreed upon transmission 
schedules of DHCFP consistently. 


 


We further understand and affirm that we will be responsible for new and/or modified 
interfaces as required by CMS, including those mandated by updated HIPAA regulations, 
as we do today in our affiliated Managed Medicaid Health Plans nationwide.  


 
3.18.2.1 Health Plan – Encounter Data (encounter data reflects all services provided to clients for whom 
the health plan pays.) 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for sending encounter data that reflects all services provided to clients for 
whom we pay. Today, our enterprise MIS successfully processes and submits almost 100 
million medical and behavioral encounter records a year to our state Medicaid clients. 
We support HIPAA 837I, 837P, and 837D transaction formats, and can process 277U 
acknowledgement files and HIPAA 835 processing result files, or state proprietary file 
acknowledgement and processing results formats if required by DHCFP. We have 
reviewed DHCFP MMIS Vendor 837I, P, and D Companion Guides and we can and will 
support these formats for encounter data submissions. Please see Sections 3.14.4, 
3.17.1, 3.18.3, 3.18.4, and 3.19.5 for more information on our encounter data processing 
capabilities.  


 
3.18.2.2 Health Plan - Weekly Stop Loss File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to send a 
weekly stop loss file to DHCFP’s MMIS in order to support identification, tracking, and 
reporting of members whose inpatient hospital medical costs reach or exceed the 
$100,000.00 Stop Loss threshold during a State Fiscal Year (SFY), per Section 6.2.1.3 and 
3.4.8. Our MIS supports multiple formats and frequencies, as prescribed by our Medicaid 
clients, and we will support the format specified by DHCFP per Amendment 2, Question 
and Answer #72. 


 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to send a 
weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File to DHCFP’s 
MMIS in order to support DHCFP’s processing of maternity kick payments to us that are 
associated with delivery of a child, including prenatal and postpartum maternity 
expenses, per Section 6.2.1.4 and 3.4.12.3H. Our MIS supports multiple formats and 
frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.4 Health Plan - Network Data File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for sending a Network Data File. Our MIS supports multiple formats and 
frequencies, including the incorporation of Tax Identification Numbers (TINs), National 
Provider Identifiers (NPIs), Taxonomy Codes, state specific provider IDs, and other 
provider network data as prescribed by our Medicaid clients, and we will support the 
format specified by DHCFP per Amendment 2, Question and Answer #72.  
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3.18.2.5 Health Plan - Client Update File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for sending a Client Update File. We can send, receive and process daily and 
monthly member data, systematically applying updates to the membership records we 
securely house in the integrated member data management component of our MIS. Our 
MIS supports multiple formats and frequencies, as prescribed by our Medicaid clients, 
and we will support the format specified by DHCFP per Amendment 2, Question and 
Answer #72. We can also support submissions to DHCFP of Attachment R (Disenrollment 
Form) via fax through our workflow enabled document management system or data 
interface at the direction of DHCFP. 


 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Encounter Data Error Files in HIPAA X12 837 and NCPDP 
formats, and to process these response files according to DHCFP rules. Our MIS 
supports multiple formats and frequencies, as prescribed by our Medicaid clients, and 
we will support the format specified by DHCFP per Amendment 2, Question and Answer 
#72. 


 
3.18.2.7 MMIS - Encounter Data informational Errors File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving an Encounter Data Error File in HIPAA X12 837 and NCPDP 
formats, and to process this file according to DHCFP rules. Our MIS supports multiple 
formats and frequencies, as prescribed by our Medicaid clients, and we will support the 
format specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.8 MMIS - SOBRA Error File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to develop an 
interface to receive a SOBRA Error File from DHCFP’s MMIS in order to support DHCFP’s 
processing of maternity kick payments to us that are associated with delivery of a child, 
including prenatal and postpartum maternity expenses, per Section 6.2.1.4 and 3.4.12.3H. 
Our MIS supports multiple formats and frequencies, as prescribed by our Medicaid 
clients, and we will support the format specified by DHCFP per Amendment 2, Question 
and Answer #72. 


 
3.18.2.9 MMIS - Stop Loss Error File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to develop an 
interface to receive and process the Stop Loss Error File according to DHCFP rules in 
order to support the identification, tracking, and reporting of members whose inpatient 
hospital medical costs reach or exceed the $100,000.00 Stop Loss threshold during a 
State Fiscal Year (SFY), per Section 6.2.1.3 and 3.4.8. Our MIS supports multiple formats 
and frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.10 MMIS - Stop Loss Rejection File 
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We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to develop an 
interface to receive and process the Stop Loss Rejection File according to DHCFP rules 
in order to support the identification, tracking, and reporting of members whose inpatient 
hospital medical costs reach or exceed the $100,000.00 Stop Loss threshold during a 
State Fiscal Year (SFY), per Section 6.2.1.3 and 3.4.8. Our MIS supports multiple formats 
and frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.11 MMIS - Health Plan Error File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to develop an 
interface to receive a Health Plan Error File and to process the file according to DHCFP 
rules. Our MIS supports multiple formats and frequencies, as prescribed by our Medicaid 
clients, and we will support the format specified by DHCFP per Amendment 2, Question 
and Answer #72. 


 
3.18.2.12 MMIS - Third Party Liability Update File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to develop an 
interface to receive a Third Party Liability Update File. Our MIS supports receipt of Third 
Party Liability and Third Party Resource (TPR) data from our state Medicaid agency 
clients, and we can and will support receipt of TPL/TPR data from DHCFP in the format 
and transmission frequency and manner as prescribed by DHCFP. Upon receipt, we 
electronically update the TPL/TPR information in the member records housed securely in 
our MIS, for subsequent use in claims processing, and encounter and other related 
reporting. Our MIS supports multiple formats and frequencies, as prescribed by our 
Medicaid clients, and we will support the format specified by DHCFP per Amendment 2, 
Question and Answer #72. 


 
3.18.2.13 MMIS - Client Demographic Data 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Client Demographic Data. We can receive and process daily and 
monthly member data, systematically applying updates to the membership records we 
securely house in the integrated member data management component of our MIS. Our 
MIS supports multiple formats and frequencies, as prescribed by our Medicaid clients, 
and we will support the format specified by DHCFP per Amendment 2, Question and 
Answer #72. 


 
3.18.2.14 MMIS - Newborn Data 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Newborn Data. We can receive and process daily and monthly 
newborn data, systematically applying updates to the membership records we securely 
house in the integrated member data management component of our MIS. Our MIS 
supports multiple formats and frequencies, as prescribed by our Medicaid clients, and 
we will support the format specified by DHCFP per Amendment 2, Question and Answer 
#72. 


 
3.18.2.15 MMIS - Daily Health Plan Recipient File 
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We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
daily schedules for receiving a Daily Health Plan Recipient File. We can receive and 
process daily member (i.e., recipient) data, systematically applying updates to the 
membership records we securely house in the integrated member data management 
component of our MIS. Our MIS supports multiple formats and frequencies, as 
prescribed by our Medicaid clients, and we will support the format specified by DHCFP 
per Amendment 2, Question and Answer #72. 


 
3.18.2.16 MMIS - Health Plan Recipient File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish a 
schedule for receiving a Health Plan Recipient File. We can receive and process daily and 
monthly member (i.e., recipient) data, systematically applying updates to the 
membership records we securely house in the integrated member data management 
component of our MIS. Our MIS supports multiple formats and frequencies, as 
prescribed by our Medicaid clients, and we will support the format specified by DHCFP 
per Amendment 2, Question and Answer #72. 


 
3.18.2.17 MMIS - Network Data Exception File 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving a Network Data Exception File. Our MIS supports multiple 
formats and frequencies, as prescribed by our Medicaid clients, and we will support the 
format specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Network Primary Care Provider (PCP) Updates. Our MIS supports 
multiple formats and frequencies, as prescribed by our Medicaid clients, and we will 
support the format specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.19 MMIS - Client PCP changes 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Client PCP changes. Our MIS supports multiple formats and 
frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.20 MMIS - Client Enrollment Updates 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Client Enrollment Updates. Our MIS supports multiple formats 
and frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 


We can (and do) receive enrollment data via the HIPAA 834 enrollment and disenrollment 
transaction file format, on any frequency needed by DHCFP. For example, per 
Amendment 2, Question and Answer #72 and RFP Sections 3.5.7.5.A we can send, 
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receive and process daily and monthly member data, systematically applying updates to 
the membership records we securely house in the integrated member data management 
component of our MIS. We can also support submissions to DHCFP of Attachment R 
(Disenrollment Form) via fax through our workflow enabled document management 
system or data interface at the direction of DHCFP. 


 
3.18.2.21 MMIS - Health Plan Notification 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Health Plan Notifications. Our MIS supports multiple formats and 
frequencies, as prescribed by our Medicaid clients, and we will support the format 
specified by DHCFP per Amendment 2, Question and Answer #72. 


 
3.18.2.22 Health Division Immunization Registry 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving the Health Division’s Immunization Registry data. Our MIS 
supports multiple formats and frequencies, as prescribed by our Medicaid clients, and 
we will support the format specified by DHCFP per Amendment 2, Question and Answer 
#72. As with all the transactions listed in this section, we process immunization data in 
many of our affiliated health plans across the nation today. 


 
3.18.2.23 Vital Statistics Birth Records 


 


We affirm that we will work closely with DHCFP and DHCFP’s fiscal agent to establish 
schedules for receiving Vital Statistics Birth Records data. Our MIS supports multiple 
formats and frequencies, as prescribed by our Medicaid clients, and we will support the 
format specified by DHCFP per Amendment 2, Question and Answer #72. 


 


3.18.3 Encounter Data Report Files 
The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s encounter 
data processing agent on a monthly basis. The DHCFP will provide the required data fields and data 
transfer instructions. In developing the encounter data interface, the vendor will be provided with 
companion guide and details of any applicable edits and descriptions of the edits. The vendor will have 
adequate access to fiscal agent staff to assist in the development of the interface. 


 


We have several decades of national experience producing and securely transmitting 
encounter and other reporting data to our state Medicaid agency clients, their 
contractors and fiscal agents. Of the states in which we operate, our encounters 
operations team receives and supplies encounter data to state agency clients, on 
schedules ranging from weekly to monthly and in the specified format as required by 
our state clients. We are equipped to provide encounter data report files to DHCFP’s 
encounter data processing agent on a monthly basis, and we will comply with the 
required data fields and data transfer instruction per DHCFP standards, including 
DHCFP Companion Guides, and our configurable MIS can accommodate DHCFP specific 
encounter data edits, as it does today for each of our state clients, producing 
approximately 100 million encounter records per year. 


 
3.18.3.1 Encounters must: 
A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The 
DHCFP will not entertain any requests for other compliance checkers to be used for the convenience of 
proposers. 
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We understand and affirm that encounters must successfully pass through HIPAA 
compliance editors used by the State’s fiscal agent, and understand that DHCFP will not 
entertain any requests for other compliance checkers. Our HIPPA compliant Management 
Information System (MIS) applies rigorous edits and mapping routines to claims data and 
translates processed claims data into HIPAA compliant 837 transactions that will 
conform to DHCFP’s specific content, format, and transmission specifications.  


 


For the inbound claims we receive from providers, we utilize compliance software which 
validates data against ASC X12 HIPAA Version 5010 syntax, for data structures, tests for 
conditional rules requiring secondary fields, and will help ensure all data is in 
compliance with DHCFP Companion Guides as we process the claim and produce 
encounter data records. This assures that the downstream encounter data we produce is 
compliant with HIPAA compliance editors used by the state’s fiscal agent.  


 
B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data 
successfully passing all encounter edits within the first six (6) months of submission, with ninety seven 
percent (97%) or as required by federal regulation, whichever is more stringent, passing all thereafter. In 
the event the vendor fails to demonstrate affirmative, good faith efforts to achieve these requirements, 
progressive sanctions, including monetary penalties, may be applied until data submissions meet the 
required standards. The vendor will not be held liable for encounters that do not successfully pass all 
encounter edits if the vendor is not solely responsible for the failure.  


 
We understand and affirm that 95% of encounter data must successfully pass all 
encounter edits within the first 6 months of encounter submission, and that 97% of 
encounter data must successfully pass all encounter edits thereafter (or as required by 
federal regulation, whichever is more stringent). We 
understand and accept that if we fail to demonstrate 
affirmative, good faith efforts to achieve these 
requirements, we will be subject to sanctions, including 
monetary penalties, until data submissions meet required 
standards. If we are not solely responsible for failures or 
encounters that do not successfully pass all encounter 
edits, we understand that we will not be held liable for 
these instances.  


 


Our encounter operations team will work to ensure our encounter submissions will pass 
encounter edits that exceed 95% upon first time submissions. To do this, we employ 
multiple stages of systematic encounter editing and processing to ensure that submitted 
encounters are accurate, based on federal and state specific documentation and 
requirements. Our Encounter Data System’s (EDS) table driven configuration function 
allows us to implement DHCFP-specific business rules to “scrub” encounter data prior to 
submission to DHCFP’s data processing agent, making sure the data is accurate and 
compliant with DHCFP Companion Guides (including HIPAA compliance, data 
completion and accuracy, national industry standards and code sets, NPI, zip-code 
requirements, etc.). Our EDS state specific scrubs are continuously monitored to identify 
and implement process improvement opportunities, which allow for increased accuracy 
and completeness of the encounter data. EDS allows our encounter operations staff to 
“drill down” to the detail claim service line level of any encounter record to rapidly 
examine and act on any encounter related issues as appropriate. When we do have 
errors, we review these errors to identify and resolve issues through system controls, 
provider education, or other methods as required.  


 


In one of our affiliate plans 
with similar requirements, 


our average acceptance for 
first time submissions is 
over 99% within the first 


six months of submission. 
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Should we identify the need to modify or change our encounter configuration to add new 
business rules or enhancements to existing logic, the encounters operations team can 
further ensure encounter accuracy through a regimented and multi-tiered testing process 
to validate appropriate system configuration. Additionally, we can use test case 
scenarios specific to DHCFP business rules and editing for regression testing in order to 
confirm that any new logic developed does not adversely impact existing logic. This 
process of identifying root cause and implementing timely solutions allows us to submit 
encounter data with both a high level of accuracy and ensures that DHCFP will have a 
complete encounter data set. 


 
C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete 
encounter data may create a false claim under the FCA and other laws. The undersigned hereby certifies 
the completeness, accuracy and truthfulness of the encounter data.	


 


We affirm that encounters must be complete and accurate to establish capitation rates. 
We attest and affirm that we will certify the completeness, accuracy, and truthfulness of 
the encounter data we submit to DHCFP. We configure our encounter data processing 
platform to submit encounter data that complies with required DHCFP and federal 
standards. Our claim and encounter processing platforms retain all claim data elements 
needed for DHCFP compliant encounter production. Our encounter processing is fully 
integrated with all the other production components of our Management Information 
System (MIS), including member and provider data management, authorization, and 
claims. Our encounter system can systematically extract adjudicated claims data, so we 
do not modify the data submitted on the encounter data transaction files and can ensure 
all encounter files generated and transmitted to DHCFP’s fiscal agent is an accurate 
reflection of the adjudicated claim. Every certification of encounter data submission to 
DHCFP and DHCFP’s state agent will be attested to by our Senior Director of 
Compliance, who reports directly to the CEO, to be accurate, complete, and truthful 
based on best knowledge, information, and belief. Please see Section 3.14.5.1 for more 
information on our certification processes. 


 
D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and 
reasonable, agreed to timeframe to comply, the vendor will have an additional 30 days to correct 
whereupon the DHCFP may, at its discretion, impose sanctions in the form of liquidated damages. The 
liquidated damages would be two percent (2%) of one (1) month’s capitation, or ten thousand dollars 
($10,000), whichever is greater until the Contractor is in compliance, as well as any fines or sanctions 
imposed upon the DHCFP by regulatory agencies as a result if the vendor’s non-compliance.	


 


We understand and will comply with the sanctions and penalties due to failure to 
demonstrate affirmative, good faith efforts as it relates to encounter reporting 
requirements outlined in this contract. We further understand that we have an additional 
30 days to resolve and correct issues as identified in the plan of correction. We comply 
with similar contractual requirements in many of the states where our affiliate managed 
Medicaid health plans operate today. 


 


3.18.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These include, but 
are not limited to: 
3.18.4.1 Premium payments (X12F 820); 
3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization); 
3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 
3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 
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3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 
3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 
In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, 
proposers will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant 
technical specifications for each transaction. 


 


Today, we support all HIPAA-compliant formats as listed above, including those 
pertaining to premium payments, enrollment and disenrollment, eligibility, referrals and 
prior authorizations, claims encounter data, claims status, and payment and remittance 
advices, in the following transaction types: 


 HIPAA 820 for Premium payments (3.18.4.1) 


 HIPAA 834 for Enrollment and disenrollment into a health plan (3.18.4.2) 


 HIPAA 270-inquiry and 271-response and approval of authorization for Eligibility 
inquiry and response (3.18.4.3) 


 HIPAA 278-both request and approval of authorization for Referrals and prior 
authorizations (3.18.4.4) 


 HIPAA 837 and HIPAA NCPDP D0 for Medical and Behavioral Health claims and 
Pharmacy claims encounter data, respectively (3.18.4.5) 


 HIPAA 276-inquiry and 277-response for claims status inquiry and response 
(3.18.4.6) 


 HIPAA 835-remittance advice for payment and remittance advice (3.18.4.7) 


 


Our data and file communications protocols, controls and supporting systems allow us 
to send and receive formatted data (including established interfaces for pharmacy data 
exchange, as well as Health Level 7 (HL7) standard interfaces for laboratory test results 
and other clinical data exchanges) with integrity, confidentiality, reliability, and assured 
delivery.  


 


We use an enterprise, HIPAA compliant Management Information System (MIS) with full 
support for all HIPAA Version 5010 and NCPDP D0 data formats and implemented per 
DHCFP’s MMIS Vendor Companion Guides, as well as any of DHCFP’s prescribed 
proprietary formats, through the table driven configurability of our ANSI standard 
Electronic Document Interchange (EDI) subsystem middleware.  


 


We also utilize HIPAA Compliance Checking software to test our submissions before we 
submit our files in production. This ensures that our transactions are in compliance with 
the National EDI Transaction Set Implementation Guide and EDI Companion Guides. 
After testing, our File Transaction Manager subsystem handles our automated, 
scheduled file exchanges (transmission and receipt) with DHCFP’s fiscal agent to ensure 
delivery of data via Secure FTP. We can and do support all standard industry data 
communication protocols. To confirm successful transmission, we monitor EDI 
acknowledgements issued by DHCFP or DHCFP’s fiscal agent. Our File Transaction 
Manager subsystem protects these file exchanges with access control, authentication, 
and secure configuration features to ensure data integrity protection during 
transmission. 


 


3.18.5 NPI/API Transaction Requirements 
3.18.5.1  
The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any taxonomy 
code(s), with their proposal, unless it is determined that they are neither a covered nor an eligible entity, 
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in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal agent. The vendor 
must electronically transmit and receive fully HIPAA compliant transactions. This applies to all HIPAA 
regulations currently effective and those in draft form. Throughout the duration of the initial contract and 
any extensions, the State will not bear any of the cost for any enhancements or modifications to the 
vendor information system(s) or the systems of any of the vendor subcontractors or vendors, to make it 
compliant with any HIPAA regulations. This includes those HIPAA requirements currently in effect or 
future regulations as they become effective.  


 


OUR MCO IDENTIFIERS 
We are a covered entity as defined by HIPAA, and we affirm that we will provide DHCFP 
with the Nevada Business License Number, Legal Entity Name, National Provider 
Identifier, (NPI), and any State assigned Atypical Provider Identifier (API) under Section 
4.1.3 using the table submitted with Part I B – Technical Proposal as instructed in item 1 
of RFP Amendment 2. 


 


ELECTRONIC TRANSMISSION OF HIPAA COMPLIANT TRANSACTIONS 
The integrated Electronic Document Interchange (EDI) component of our management 
information system (MIS) allows us to affirm ongoing support for the use of HIPAA 
compliant files and transaction standards, including all current HIPAA transaction 
standards and code sets, including CPT and HCPCS procedure codes, ICD diagnostic 
and procedure codes, Explanation of Payment Remark Codes, Claim Payment 
Adjustment Codes, etc. We support all currently federally mandated HIPAA Version 5010 
and NCPDP D.0 transaction and acknowledgment formats outlined in the table below. 


 


Supported HIPAA Transactions 


270/271 Health Care Eligibility Benefit Inquiry and Response 


276/277 Health Care Claim Status Request and Response 


837I Health Care Claim: Institutional 


837P Health Care Claim: Professional 


837D Health Care Claim: Dental 


D.0 NCPDP Pharmacy Claim 


278 Health Care Services Request for Review and Response/Health Care 
Services Notification and Acknowledgment 


820 Payroll Deducted and Other Group Premium Payment for Insurance Products 


834 Benefit Enrollment and Maintenance 


835 Health Care Claim: Payment/Advice 


TA1 Interchange Acknowledgment 


997 Functional Acknowledgment For Health Care Insurance 


999 Implementation Acknowledgment For Health Care Insurance 


271U Unsolicited Transaction 


277U Unsolicited Claim Status Response 


 


We maintain CAQH Committee on Operating Rules (CORE) certification, and we are 
certified for all three Phases of CORE standards, including CORE Phase III, in 
compliance with Affordable Care Act (ACA) mandates. We will comply with any federal 
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regulations regarding further CORE certifications as future CORE rules are finalized and 
included in the federal regulations.  


 


COMPLIANCE WITH HIPAA TRANSACTION, CODE SET, AND SECURITY 
REGULATIONS 
Our Management Information System (MIS) is in full compliance with HIPAA and other 
Federal and State information exchange standards. We have been compliant with HIPAA 
on or before the effective dates of each HIPAA rule, including all applicable privacy, 
security, file and transaction and code set standard regulations originating from the 
original HIPAA legislation, as well as all subsequent regulations, including the 2013 
HIPAA Omnibus Final Rule. We also inform our Information Management and System 
Security Program (Security Program) with applicable Federal National Institute of 
Standards and Technology (NIST) security guidelines. In addition, our Security Program 
is International Standards Organization (ISO 270001) certified, recognizing our adherence 
to security best practices and demonstrating that we have successfully adopted this 
globally recognized information security framework. 


 


Through our continuously updated and regularly audited Security Program, we employ 
an array of administrative, technical, and physical controls to ensure that information 
exchanges with our constituents (including DHCFP) follow all HIPAA standards.  


 


We employ HIPAA compliant encryption strategies for e-mail and file exchanges, and 
best-in-class Data Loss Prevention (DLP) solutions to safeguard electronic Protected 
Health Information (ePHI) from inappropriate transmission in any information exchange. 
Through automated system access management, job role based access security 
controls, and other safeguards and assure that information accessibility by internal and 
external users is appropriate per HIPAA. We have also been fully compliant with CMS’ 
ICD-10 mandate since the 10/1/2015 effective date and we will continue to comply with all 
current and future HIPAA regulations and standards, including those standards in draft 
form when required. 


 


We understand we are financially responsible for any required information system 
updates to our systems and those of our subcontractors to meet HIPAA compliance 
requirements. We plan and budget for any updates required as part of our standard 
operations and annual Information Technology Refresh process, where we carefully 
assess our existing IT infrastructure for any hardware and software capacity and 
functional updates, driven by business needs as well as regulatory developments. 


 
3.18.5.2  
All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This includes 
but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all providers, including 
billing, servicing, and OPR (ordering, prescribing, and referring). 


 


We affirm we will electronically submit fully HIPAA compliant encounters for all claims 
we receive, including “shadow claims” as defined in RFP Amendment 2, Question 37 as 
claims received by us from sub-capitated providers with adjudicated zero paid amounts. 
Upon receipt of either regular fee for service claims or “shadow” claims, and whether 
received electronically or on approved paper form, our MIS captures all data elements 
from the claim for adjudication by our Claims Processing System module and 
subsequent preparation as encounters in our Encounter Data System for submission to 
DHCFP.  
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We validate that the initial claim submission from the provider contains the NPI 
information for the billing, servicing, ordering, prescribing, and referring providers in the 
applicable loop and segment on the electronic claim transaction or fields on the paper 
UB-04 and CMS-1500 forms.  


 


Once claims (including “shadow claims”) are fully adjudicated by our Claims Processing 
System, our Encounter Data System produces HIPAA standard 837 files for submission 
on a schedule as required by DHCFP. All of our submitted encounters will contain all the 
provider NPIs on the original claim submission - including billing, servicing, ordering, 
prescribing, and referring NPIs. We have the automated capability to securely transmit 
encounter files in full compliance with federal requirements, applicable HIPAA 837 
guidelines, and all associated DHCFP implementation and companion guides. Our 
integrated Encounter Data System provides auditing functionality that will systematically 
validate that the encounter data complies with all CMS standards for electronic file 
submission, standard HIPAA file format, DHCFP encounter edits, file size, submission 
frequency, and submission method as required by DHCFP.  


 


We can deliver all encounters requirements as stated by DHCFP in the RFP and all 
Amendments and, through our table based, parameter driven MIS, we are equipped to 
configure our system to accommodate any changes made in DHCFP’s companion 
guides. 


 
3.18.5.3 
Without exception, all providers contracting through the vendor must be registered with the DHCFP as a 
Medicaid provider. This includes any providers who are required to have NPI and those who are not 
required by CMS, but are eligible to receive an NPI. If an eligible provider submits their claims on paper, 
they must still use an NPI, and the shadow claim of that paper encounter must be submitted from the 
vendor to the State’s fiscal agent electronically and it must include the provider's NPI. This applies for any 
providers who have obtained a taxonomy code in addition to their NPI. The taxonomy code must be 
provided to the State’s fiscal agent, and that taxonomy code must be used appropriately on all encounters 
submitted to the State’s fiscal agent on behalf of the DHCFP. The same NPI and taxonomy codes must 
be used for any third party insurance, including but not limited to private insurance and Medicare, for 
which the vendor rebills. 


 


PROVIDER REGISTRATION WITH DHCFP 
We will require that all of our contracted providers be registered with DHCFP as a 
Medicaid Provider, including those providers currently with an NPI, those providers 
required to have an NPI, and any providers eligible but not required to obtain an NPI per 
CMS requirements.  


 


All provider network applicants must meet our NCQA certified credentialing standards, 
prior to being approved to join our network. Our comprehensive credentialing process 
includes primary source verification, including verification of the provider’s NPI through 
the NPPES NPI Registry and verification of DHCFP enrollment as a Medicaid provider. 
Through the provider data management (PDM) module in our Customer Relationship 
Management (CRM) system, we will maintain our provider file with information on each 
provider sufficient to support provider payment and meet reporting and encounter data 
requirements. As part of the contracting process, our Provider Data Management staff 
enter as applicable: provider financial affiliation(s), license status, specialty/practice 
type, contractual relationship, NPI number, taxonomy codes and any State assigned 
identifier (e.g. API) to support our claims payment and encounter submission processes. 
Our MIS requires the same level of HIPAA compliant data content from both fee-for-
service and shadow claim submissions to us from providers (as defined in RFP 
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Amendment 2, Question #37), and we report the same content for fee-for-service and 
shadow claims, including NPI and taxonomy codes on the corresponding encounter data 
submissions to our Medicaid state agency clients. 


 
ENCOUNTER TRANSMISSIONS WITH REQUIRED NPI AND TAXONOMY 
We will electronically transmit all encounter transactions to DHCFP, including any claim 
transactions submitted to us on the paper UB-04 and CMS-1500 claim forms. We transmit 
encounter files in full compliance with HIPAA mandates and State Companion Guide 
requirements, including the NPI and any taxonomy codes. Our encounter data 
management system uses the PDM database management function to support 
generation of encounter transactions with the NPI and taxonomy for transmission to 
DHCFP. This same function is used for any claim verification and processing from third-
party insurance such as private insurance or Medicare, which allows us to include the 
same NPI and taxonomy code for any third party liability we report to DHCFP. 


 


We can and will transmit taxonomy codes that we have on record for our providers, to 
DHCFP’s fiscal agent, via the Network Data File (Section 3.18.2.4) or via any other method 
prescribed by DHCFP, and we will use these same taxonomy codes on encounter data 
submissions from the corresponding providers. We support very similar processes 
today through our affiliate managed Medicaid plans across the nation. 


 
3.18.5.4  
Without exception, all encounters from sub-capitated providers must be captured by the Vendor and 
transmitted to the State’s fiscal agent following the guidelines outlined above. These must be fully 
detailed encounters following HIPAA requirements and using HIPAA compliant transactions, including but 
not limited to the use of NPI and taxonomy. Encounter data must include the individual NPI to identify the 
rendering provider or prescribing provider. 


 


We understand and will comply with this requirement to capture and transmit all 
encounters from sub-capitated providers to the State’s fiscal agent following federal and 
state mandates and regulations, and contain all data elements required for a HIPAA 
compliant transaction, inclusive of NPI and taxonomy. Our sub-capitated providers are 
contractually required to provide us with HIPAA compliant encounters in the same 
format as HIPAA compliant claims, and with the same data requirements. 


 


MONITORING OF PROVIDER CLAIMS  
Our enterprise reporting system dashboard reports allow us to verify and monitor claim 
and encounter submissions from our providers, including sub-capitated providers. Our 
EDI Operations Department monitors day-to-day throughput of inbound EDI claims to 
verify timely flow of claim data and to ensure all providers, including sub-capitated 
providers are submitting claims. 


 


MONTHLY MONITORING OF SUBCONTRACTOR ENCOUNTERS 
We monitor, verify, and submit encounters to DHCFP’s fiscal agent from our affiliated 
subcontractors for claims. Our system supports bi-directional exchange with 
subcontractors to support member, provider, claim, and authorization data matching for 
encounter records accuracy. Our subcontractors will submit their encounter data to us in 
HIPAA compliant formats per a required schedule. We will then load subcontractor 
encounter data into our MIS for validation prior to submission to the State’s fiscal agent. 
Files that pass DHCFP-specific processing rules will be submitted to the State’s Fiscal 
agent. Encounter files not meeting the edit rules will be returned to the subcontractor for 
correction and resubmission. All of our subcontractors who receive claims from 
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providers on our behalf will be contractually obligated to submit encounter data in 
accordance with DHCFP requirements. 


 
VERIFYING ENCOUNTER DATA ELEMENTS 
Before we load claims (including claims from sub-capitated providers) into our claims 
and encounter system, we verify that all submitted data have the required elements to 
support subsequent encounter transmission to the State’s fiscal agent. First, we verify 
HIPAA format adherence of claims submitted to our MCO using EDIFECS our HIPAA 
compliance checking software. EDIFECS validates the HIPAA 837 and NCPDP data 
against X12 syntax and rules for data structure; ensures conditional rules requiring 
secondary fields are completed accurately and completely; and ensures all data is in 
compliance with HIPAA ASC X12 Implementation Guides. Next, our configured pre-
adjudication edits ensure our MCO and DHCFP required edits are consistently applied, 
such as requiring NPI and taxonomy codes to identify the rendering or prescribing 
provider. Based on our continual analysis of encounter data errors identified prior to 
state submission, we move applicable pre-encounter submission edits to the front end of 
our encounter process to catch errors at the point of claim submission. 


 
3.18.5.5 
For those providers who are defined as "Atypical" by federal regulation, a similar state devised numbering 
system will be used. The State calls this an Atypical Provider Identifier (API). This API is issued by the 
State’s fiscal agent on behalf of the State. The vendors must be capable of accepting and transmitting 
this API. All encounters from atypical providers must be captured by the vendors and submitted to the 
State’s fiscal agent using the API. The vendors must ensure that every atypical provider contracted with 
them has obtained this API from the State’s fiscal agent before any payment can be made by the vendor 
to that provider. 


 


We affirm and will comply with this requirement. We understand that DHCFP’s fiscal 
agent will assign an Atypical Provider Identifier (API) to those providers defined as 
“Atypical” per federal regulation. Our claims and encounter systems currently support 
acceptance, processing, and transmission of State assigned provider identifiers on 
HIPAA formatted electronic transactions and paper submitted claim forms. Our MIS is 
configurable, via table driven parameters, to enforce nonpayment of claims from atypical 
providers who have not reported to us a valid API as issued by the State’s fiscal agent.  


 


Through our NCQA standard provider credentialing processes, we will verify that 
contracted providers have all State-required identifiers, including an API when 
applicable. These API identifiers will be loaded into our Provider Data Management (PDM) 
module for validation and used for transaction processing (eligibility, claim submission, 
encounter generation, status checks). This process is the same for all provider types, 
including those defined as “Atypical”. Our encounter management system uses the PDM 
database management function to support generation of encounter transactions with the 
API for transmission to the State’s fiscal agent.  


 


3.18.6 ICD and EDI Compliance 
3.18.6 
Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data 
Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided 
for contractor’s compliance. 


 


We affirm that we will maintain current International Classification of Diseases (ICD) and 
Electronic Data Interchange (EDI) compliance as defined by CMS regulation and policy. 
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We understand that DHCFP will not provide funding for any changes required to our 
systems to meet and comply with CMS and other Federal and State mandates and 
regulations relating to ICD-10 and EDI compliance. We plan and budget for any updates 
required as part of our standard operations and annual Information Technology Refresh 
process, where we carefully assess our existing IT infrastructure for any hardware and 
software capacity and functional updates, driven by business needs as well as regulatory 
developments. 


 


We successfully commenced processing the ICD-10 code set throughout our 
Management Information System on the effective date of 10/1/2015 in accordance with 
federal standards and with no material impact on claims processing or any of our other 
administrative or clinical operations, including our electronic data exchange operations.  


 


Our scalable enterprise Management Information System (MIS) can be configured to 
adhere to all industry, HIPAA and DHCFP-specific transaction requirements including 
accommodation to perform validation checking for Workgroup for Electronic Interchange 
(EDI) Strategic National Implementation Process (SNIP) compliance Levels 1 through 6. 
We are fully compliant with HIPAA mandates, rules, and standards, per HIPAA 
Administrative, HIPAA Security, HIPAA Privacy (45 CFR Parts 160, 162, and 164), HIPAA 
Transaction and Code Set (TCS) regulations (45 CFR 162), CAQH CORE Operating Rule 
Sets (we have achieved Phase I, II, and III certifications); and all the rules and regulations 
of our state Medicaid partners. We also comply with the HIPAA Omnibus Final Rule and 
HIPAA Version 5010 transactions standards  


  







3.19 DHCFP RESPONSIBILITIES 
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3.19 DHCFP RESPONSIBILITIES 
DHCFP will be responsible for the following: 
3.19.1 External Quality Review 
DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization 
(EQRO) to conduct independent, external reviews of the quality of services, outcomes, timeliness of, and 
access to the services provided by the vendor covered under the RFP. These reviews will be conducted 
at least annually.  
 
We will cooperate with DHCFP and its EQRO to provide all necessary information and 
data to facilitate an independent, external review of the quality of services, outcomes, 
timeliness of and access to services provided by the health plan while protecting 
individual member privacy and confidentiality. 


 


3.19.2 Due Process  
3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check 
Up. The DHCFP is responsible for the appeals process for disenrollment from managed care programs 
and for providing a State Fair Hearing to all recipients who request such a hearing for all actions taken on 
medical assistance program benefits. 
3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings 
and provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a copy 
to the vendor. 


 


We understand that the DWSS holds responsibility for Medicaid and Nevada Check Up 
eligibility appeals, as well as for providing a State Fair Hearing to members requesting 
such. We acknowledge DHCFP will receive member requests, arrange, and provide 
officers for all State Fair Hearings, and we agree to support DHCFP in its processes 
should our assistance be needed. State Fair Hearing processes will be detailed in our 
handbooks, newsletters, and online, for members seeking follow-up beyond a grievance 
or appeal. We will notify members of their right to request a State Fair Hearing, how to 
obtain a hearing, and rules of representation at a hearing to ensure members are given 
access to the State Fair Hearing process. 


 


3.19.3 DHCFP On-Site Audits 
The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of these 
audits is to confirm contract compliance and to more effectively manage DHCFP contract monitoring and 
oversight responsibilities of the vendor. These audits will be scheduled in advance and will focus on 
contract sections prior identified by the DHCFP. The vendor will be informed of the scheduling, focus of 
the audit and the expectations regarding vendor’s participation no less than thirty (30) days in advance of 
the on-site visit. The vendor will have all prior requested data and information available at the time the 
audit begins. 


 


We understand and support DHCFP’s right to conduct an on-site audit as part of 
monitoring our contract compliance. We have extensive experience auditing our 
subcontractors no less than quarterly to ensure their contract compliance, perform 
internal annual audits, and complete an annual external audit to test our own controls 
and operational effectiveness. Any identified issues are documented and tracked for 
follow-up purposes. We also track and monitor all corrective actions, following issues 
through to resolution. We will ensure all prior requested data and information are 
complete and available to DHCFP at the beginning of the audit, in compliance with the 
established schedule, audit focus, and participation expectations. As a result of our 
internal experience, we fully support DHCFP monitoring our responsibilities as well as 
providing additional audit-related oversight. 
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3.19.4 Actuarial Services 
The DHCFP will provide or contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in compliance 
with state and federal law. Rate reviews will be conducted at least annually. 


 


We acknowledge that DHCFP will contract with an actuarial contractor to establish rates 
using methodologies that are sound and compliant with all state and federal laws, and 
support review of such rates on an annual basis, if not more frequently. 


 


3.19.5 Encounter Data Processing 
The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review 
encounter data submitted by contracted vendors. It is DHCFP’s sole responsibility to determine the format 
in which the vendor must submit the encounter data.. In addition, the vendor encounter data, when 
requested, must be submitted to the DHCFP’s actuary. 


 


We understand that DHCFP will contract with an encounter data processing agent to 
accept, edit, process, and review our submitted encounter data. We have extensive 
experience working with many different State data processing and fiscal agents in all of 
the States in which our affiliates administer managed Medicaid programs. Our 
configurable Encounter Data System has the flexibility to edit, produce, and transmit 
encounter files in any required format, including HIPAA formats. Our Encounter Data 
System has the flexibility to incorporate the same edits as defined by DHCFP or their 
designated contractor, allowing for a high level of accuracy with each encounter 
submission. We will submit encounter data to DHCFP’s actuary when requested. Please 
see Section 3.14.4, 3.14.5, 3.17.1, and 3.18.3 for details regarding our Encounter Data 
System processing; data requirements and certifications; and encounter reporting 
capabilities.  


 


3.19.6 Website Access 
The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be 
accessed. 


 


We acknowledge and understand that DHCFP will maintain an Internet link on its official 
website for visitors to access our Health Plan’s public website. Upon contract award, we 
will work with DHCFP to provide the internet link (also known as a Universal Resource 
Locator or “URL”) to our Health Plan’s public website for inclusion on DHCFP website.  


 


Web Analytics and Monitoring Tools. We build, design, and launch websites for all of 
our affiliate Managed Medicaid Health Plans and comply with similar requests for 
Medicaid State Agency clients who require the URL for our respective affiliates’ websites. 
As part of our marketing strategy, our marketing and IT teams use a comprehensive set 
of tools to continuously monitor the performance of our website, which will help us 
ensure the link on DHCFP’s website is always operating correctly. We use web analytics 
to track and trend usage patterns including tracking how a visitor arrived at our MCO 
website (i.e., accessed our website through the link on DHCFP’s website). In addition, if 
we discover any broken links to our MCO website, we will further analyze and follow up 
on, as necessary. For example, if we identify the URL we provided to DHCFP is broken or 
no longer works we can work with DHCFP to quickly fix the link. 
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3.19.7 Operation Oversight 
The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and 
disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; violations 
of the conditions for receiving federal financial participation; and all other provisions of the contract. 


 


We understand that DHCFP has procedures for monitoring vendor operations related to 
enrollment and disenrollment, grievance and appeals, sanctions, federal financial 
participation and all other provisions of the contract. We agree to comply with DHCFP 
procedures set forth for monitoring vendors operations.  


 


 


  







3.20 COST CONTAINMENT AND/OR COST 
AVOIDANCE INITIATIVES 
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3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives 
that positively impact health outcomes and result in cost savings to the State. Cost containment and 
avoidance initiatives must be provided to the DHCFP for review and approval prior to implementation.  
 
The vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss of 
public funds to fraud, abuse, and/or waste. 


 


We acknowledge and affirm our compliance with requirement 3.20. 


 


EXPERIENCE ADMINISTERING COST CONTAINMENT & AVOIDANCE 
PROCESSES 
We have several decades of experience meeting and exceeding the cost containment and 
avoidance objectives of our state Medicaid Agency clients. For example, in 2015 alone, 
our systematic controls resulted in over $1 billion in cost containment savings across 
our Managed Medicaid Plans, through coordination of benefits (COB), application of 
Third Party Liability (TPL), cost avoidance and recovery activities. We will employ these 
policies, procedures and controls for DHCFP, configured specifically for – and with the 
review and approval of – DHCFP prior to implementation, and in compliance with all 
Federal and Nevada statutes and regulations. 


 


POLICIES AND PROCEDURES 
We maintain a comprehensive set of easily accessible Policies and Procedures (P&Ps) 
specifically related to cost containment and avoidance, including Claims and COB/TPL 
processing, Utilization Management, and Payment Integrity, which includes our cost 
recovery as well as the ongoing operations of our Special Investigation Unit (SIU) for 
detection and follow-up activities in cases of fraud, waste or abuse (FWA - see 
discussion further below). 


 


Our VP of Compliance ensures that our documented P&Ps related to cost containment 
and avoidance, as well as P&Ps related to preventing, detecting, investigating and 
reporting FWA, are current and approved by DHCFP and compliant with Federal and 
Nevada mandates.  


 


Positively Impacting Health Outcomes 
Our cost containment and avoidance P&Ps help us to operationalize initiatives and 
practices that not only result in cost savings to the State, but positively impact health 
outcomes. Several illustrative examples (among many) include: 


 Our Utilization Management (UM) Program as detailed in our UM P&Ps has the 
primary goals of optimizing members’ health status and sense of well-being, 
productivity, and access to quality health care, while at the same time actively 
managing cost trends. As one example, our UM P&Ps detail our use of evidence 
based medical necessity criteria, so that we judiciously apply criteria that has 
proven effective in obtaining positive health outcomes while responsibly 
controlling costs. Our P&Ps also outline our development and ongoing update of 
Clinical Practice Guidelines (CPGs) which we share with our providers in online 
format, to promote the latest strategies for achieving optimum health outcomes 
using cost-effective clinical protocols. Our P&Ps also allow for the use of our Data 
Warehouse and Health Informatics Platform which enables our ability to identify 
wasteful activities such as duplicative tests and procedures. 
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 Our Payment Integrity P&Ps and associated operations include the use of clinical 
edit controls to detect potential FWA, including the bundling or unbundling of 
medical procedure codes as reported on claims, allowing us to identify not only 
cost issues, but potential quality of care factors for our follow/up with affected 
providers. 


 Our Claims and COB/TPL P&Ps also specify how we maintain timely, accurate 
“other insurance” (also known as Third Party Liability) information on our 
members and apply that information to claims payment, so that Medicaid funds 
are only applied as “payer of last resort”. In addition to cost savings, this 
approach allows us to leverage all available funds (Medicaid and other insurance) 
and maximize the use of care resources for all our members, ultimately leading to 
more positive health outcomes. 


 


Automated Workflow for Management of P&Ps 
We maintain our P&Ps in our enterprise, best-in-class Governance, Risk Management 
and Compliance System (GRC). Our GRC allows us to effectively administer and monitor 
our P&Ps, as well as our contractual and regulatory obligations, with full audit 
capabilities for transparent access to our compliance activities. Our GRC provides for 
workflow enabled P&P formulation (with total history of documentation and sign-offs), 
electronic distribution of P&P documents to appropriate internal departments (e.g. our 
Medical Management Department for utilization management P&P review and update), 
and sub-contractors, as well as systematic tracking of compliance activities (also with 
auditable records of management approval and cited contract and regulatory mandates), 
and ongoing, proactive assessment of compliance risks. 


 


Aided by the GRC, our VP of Compliance oversees the management of all of our P&Ps, 
including those related to cost containment and avoidance, and assures that all P&Ps are 
re-evaluated and approved on an annual basis, and remain compliant with state and 
federal laws and regulations and DHCFP contract terms.  


 


All of our staff can easily access our P&Ps on our intranet, which are categorized and 
searchable via multiple methods including keywords. 


 


EFFECTIVE CLAIMS PROCESSING SYSTEM  
We use a HIPAA compliant, enterprise Management Information System (MIS) that 
features integrated, functional components for enrollment, eligibility, member and 
provider service and data management, care, utilization and health management, data 
warehousing, analytics and reporting, and claims and encounter processing. We 
currently process over 60 million medical and behavioral health Medicaid and Medicare 
claims per year, submitted by over 200,000 providers, on this scalable platform. 
Approximately 95% of the claims we receive are electronically submitted via HIPAA 
compliant EDI or through the HIPAA compliant Direct Data Entry (DDE) functionality in 
our secure Provider Portal. We systematically scan the limited number of paper claims 
we receive, and all of our submitted claims, (paper and electronic) are automatically 
edited for member and provider validation and HIPAA codeset compliance.  


 


Our cost avoidance and cost recovery controls are an integral part of our MIS, and 
although these controls are comprehensive, do not materially impact our claims 
efficiency: for example, we continue to exceed claims timeliness requirements as 
stipulated in the RFP Section 3.12.4. In fact, we pay the majority of clean claims 
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submitted to us within eight to ten business days. Please see Section 3.12.4 for more 
information. 


 


Integration is Key to Minimizing Payment Errors 
The fact that our Claims Processing System is an integrated component of our MIS is a 
key reason we can accurately process claims: 


 Member Data Integration: all of the components of our MIS, including our Claims 
Processing System, use one “source of truth” for member data: our Member Data 
Management system (MDM). MDM houses all demographic member information, 
including data from our HIPAA 834 files from our state Medicaid clients, as well as 
additional information our staff may obtain from members or providers (e.g. 
updated contact information). We also include updated COB/TPL information on 
all members – no matter how we obtain that data (see Section 3.12.6 for a 
discussion on the multiple, complementary ways we receive, maintain and use 
member COB/TPL data). The result is that our claims processing system has the 
most up-to-date member information, including health plan effective dates, 
available when we receive a claim for that member.  


 Provider Data Integration: similar to our MDM, our MIS features a Provider Data 
Management (PDM) system with up-to-date information on provider 
demographics, payment information (e.g. Tax ID number, service locations, group 
affiliations, contract and fee schedule, taxonomy), network participation status, 
and any status relative to “no pay” conditions (e.g. if the provider is listed on the 
National Practitioner Data Base as fraudulent, and/or if we are instructed by 
DHCFP to suspend claims from a provider). This provider data is available to our 
Claims Processing System at the point a claim from the provider is submitted, to 
ensure accurate adjudication and payment. 


 Edits to Assure Accuracy: Once a claim is ready for adjudication, our Claims 
Processing System (CPS) checks for accurate claim coding using HIPAA 
compliant codesets (including CPT, HCPCS, and ICD-10 codes). Our CPS edits 
each claim prior to adjudication ensuring coding elements, place of service, and 
unit amounts are appropriate for the services rendered. Claims without 
appropriate coding are denied and/or flagged for possible investigation by our 
Special Investigations Unit (SIU - see discussion below).  


 Utilization Management Integration: we configure our Claims Processing System 
via table driven parameters, to administer claims payment according to the 
specific DHCFP covered services (also known as the “benefit plan”). One result of 
this configuration is that our CPS automatically knows when to apply prior 
authorization rules to the submitted claim for any particular combination of 
services on the claim. Our Health Management System supports both our care 
managers and utilization management (UM) staff. Our UM staff apply evidence 
based medical necessity criteria and issue prior authorizations for services 
requiring those authorizations. Every 15 minutes, our health management 
platform electronically sends authorization approvals (or denials from our Medical 
Directors) to our CPS. Thus, when the corresponding claim is submitted, our CPS 
has the most accurate authorization data available, further contributing to 
accurate, error-free claim payment. 


 Integration with COB/TPL Partners: we maintain partnerships with several 
complementary best-in-class COB/TPL cost avoidance and cost recovery 
partners. Through our secure data interfaces with these leading organizations, we 
electronically send processed claims data, so that each of these specialized 
companies can detect if COB/TPL information exists (unknown to us at the time of 
claim payment), and quickly pursue cost recovery, subject to DHCFP, Nevada and 
Federal regulations.  
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Effectively Using System Edits and Audits to Prevent FWA 
We employ a complementary, coordinated, and expansive set of system controls, 
specialized partners, and ongoing audits to prevent loss of public funds to fraud, abuse, 
and/or waste: 


 Claims Processing System Integration with Clinical Editing Software: After our 
claims system performs all claim adjudication steps, our Clinical Editing Software 
identifies in real time potential FWA triggers such as unbundling, mutually 
exclusive codes, procedure frequency-by-day, and age/gender discrepancies. We 
will configure our Clinical Editing Software to ensure alignment with all DHCFP 
specific rules, regulations and contract mandates. Our claims team monitors our 
Clinical Editing Software activity to identify educational opportunities for 
providers. If claim coding issues are identified, our Provider Claims Educator 
contacts the provider’s office and offers education and/or retraining. In addition, 
we regularly review Clinical Editing Software edit results, will report concerns to 
DHCFP and our SIU (see discussion below), and provide reports that assist with 
educating providers on appropriate coding practices.  


 Integration with FWA and Clinical Edit Review Partner (FWA Partner): In addition 
to our Clinical Editing Software, we have securely integrated our MIS with an 
industry leading FWA detection service company. Our FWA Partner’s prepayment 
review system electronically examines all our claims for potentially wasteful 
services or abusive billing practices, using over 17 million claim edits, including 
National Correct Coding Initiative (NCCI) edits that identify claim coding violations 
and supplement our own claim processing controls. Our FWA Partner’s content 
teams keeps these edits current with federal and state regulations, coding rules, 
and code sets to ensure claims are coded accurately before we pay them. Our 
FWA Partner also focuses on individual member and provider histories and 
compares each claim service line we submitted to us against the existing claims 
history of each member in conjunction with the provider’s previous billing history. 
Inappropriate or unusual billing patterns detected by our FWA Partner are then 
reviewed by their specialized clinical staff and coding analysts to evaluate the 
validity of any identified anomalies. By utilizing Registered Nurses (RNs) to review 
system-detected reimbursement issues, our FWA Partner is able to evaluate the 
claim from a clinician’s perspective and authorize payments more appropriately. 


 Large Claim Reviews: In addition to the above, we perform clean claim reviews on 
large dollar inpatient claims. The review is conducted by a specialized firm we use 
that provides medical claims review, logic-based negotiations with providers, and 
resolution services to identify appropriate savings. Our partner reviews large 
dollar claims for unbundled codes, duplicate billing, excessive quantities, capital 
equipment billing, and plan benefits limitations. Our Payment Integrity Team 
conducts a secondary review to ensure agreement with our partner’s findings. 


 


FOCUS ON FWA: THE SPECIAL INVESTIGATIONS UNIT (SIU) 
In addition to the above FWA detection methods, our Special Investigative Unit (SIU) 
uses integrated tools in our MIS and independently reviews claims for evidence of FWA. 
Our SIU includes staff who are RNs, certified coders, pharmacy technicians, Accredited 
Health Care Fraud Investigators (AHFIs), an attorney, former police officers, Certified 
Fraud Examiners (CFE) and former Medicaid Fraud Control Unit (MFCU) associates. The 
SIU uses data analytic models to examine pre-pay and post-pay claims to minimize the 
opportunity for, and impact of FWA.  
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Ongoing FWA Monitoring  
The SIU tracks and identifies billing irregularities based on industry standards (e.g., 
claims with unapproved procedures at an ambulatory surgery center, excessive services 
provided in one day based on CPT time guidelines, up-coding, or excessive utilization). 
Using our Data Warehouse and Health Informatics Platform (an integral component of 
our MIS and Claims Processing System), in conjunction with specialized tools described 
below, our SIU Team analyzes pre and post-paid claims data to identify claim outliers 
that may indicate FWA.  


 


Best of Breed Investigative Tools 
The integrated and specialized technologies that our SIU uses to monitor claims include:  


 Fraud Detection: If our FWA Partner (described above) identifies probable FWA, 
our SIU staff review the corresponding provider contract and other information to 
determine whether to open an investigation (referred to here as a “case”). Based 
on the findings of the review, the SIU may educate the provider, institute prepay 
review of select services on a go-forward basis, and/or open a retrospective 
investigation.  


 FWA Analytic Software: Complementing the system in use by our FWA Partner, 
the SIU uses FWA Analytic Software that contains powerful fraud rules and 
algorithms developed by industry experts who understand the essentials of fraud 
detection and prevention. These algorithms, applied after claim payment, produce 
less false positives by using external data sources incorporated into the FWA 
Analytic Software, with results that can be utilized by any authorized member of 
our organization including staff in our SIU, Medical Management, Provider 
Engagement, Quality Improvement, Compliance and Legal Departments.  


 FWA Case Software: The SIU uses FWA Case Software specifically designed to 
initiate, organize, track and record current and historical FWA cases that SIU 
conducts. This FWA Case Software electronically houses SIU investigation files 
and documents and links SIU cases to internal and external reference sources, 
including medical records. SIU also uses this system to generate FWA case 
documents (e.g. seeking case information from Providers and/or other sources). 
SIU’s FWA Case Software has tracking, and case and financial reporting 
capabilities that align with the National Health Care Anti-Fraud Association 
financial reporting standards, and state and federal regulatory reporting 
requirements. 


 FWA Reporting Software: Our FWA Reporting Software, enables our SIU to run 
real-time queries and complex pattern reports and create customized reports to 
meet the reporting needs of state and federal regulatory agencies and industry 
associations. Through this system, SIU also produces aggregated summary 
reports, trending analysis reports, cross-claim querying capability, and fraud alert 
impact analysis. 


 


CONTINUAL CLAIM AUDITING 
Internal Audit  
We maintain an established, independent Internal Audit Department, with the Chief Audit 
Executive functionally reporting to the Audit Committee and our Board of Directors and 
administratively reporting to our Chairman, President and Chief Executive Officer. The 
Internal Audit Department is responsible for providing an independent and objective 
evaluation of our claims payment accuracy and regularly audits the financial and 
administrative accuracy of our claim payment operations, including processes related to 
FWA. 
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Claims Processing Audits  
In addition to audits conducted by our Internal Audit Department, Quality Review 
Analysts (QRAs) in our Claims Department conduct regular staff audits to evaluate the 
performance of all of our staff responsible for claims processing before and after claims 
are paid. These include the following: 


 Targeted Audits to evaluate specific areas, including claims paid with high 
financial impacts, high rates of denials for individual Claim Processors, and key 
provider claims review (e.g. high volume providers). 


 Claims Staff Audits. Our approach to staff audits focus on determining if staff 
have successfully completed training; know their performance benchmarks; know 
how their job as a Claims Processor impacts the entire claim life cycle; and the 
role of our internal audit department. 


 Claim Processor Accuracy. QRAs review all Mail Production Specialist tasks to 
confirm the accuracy of the claim form sort and scanning preparation for input 
into our scanning and workflow management system. 


 Targeted Audits. QRAs conduct targeted audits to monitor a Claim Processor’s 
accuracy, efficiency, and any systematic errors that could call for corrective 
action 


 


External Audit Oversight to Assure Effective Processing  
Every year, we undergo an independently administered Statement on Standards for 
Attestation Engagements Service Organization Control 16 (SSAE 16 SOC 1 Type II) audit 
to verify and test the design of controls over our information technology systems 
(including our Claims Processing System) and the operating effectiveness of such 
controls, including controls that safeguard the collection, maintenance, application and 
transmission of COB and TPL information. 


 


SUBCONTRACTORS 
We hold our subcontractors to the same high standards we enforce for all other key 
components of our business operations and in complying with all DHCFP 
responsibilities, including any and all cost avoidance, cost recovery and FWA activities. 
We will not delegate any work performed under this RFP without first ensuring the 
capability and responsibility of the potential subcontracted party through a Pre-
Delegation Assessment. Building upon our best practice subcontractor pre-delegation 
process, we have developed a Subcontractor Oversight Program. We have modeled this 
program after CMS’ stringent guidelines and we have built in a process whereby 
subcontractors are reviewed annually to ensure they continue to perform to expected 
standards. Subcontractor assessments are conducted using predetermined assessment 
tools that include contractual, NCQA, CMS, and state requirements. During an 
assessment, if we discover noncompliant findings we implement a Quality Improvement 
Plan or Corrective Action Plan (CAP) for the subcontractor. 


 







3.21 LIQUIDATED DAMAGES AND SANCTIONS 
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3.21 LIQUIDATED DAMAGES AND SANCTIONS 
The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all 
attachments, including the Forms and Reporting Guide. The vendor must file accurate, timely and 
complete reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages or 
intermediate sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, 
the vendor will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory 
agencies as a result of the vendor’s non-compliance. 


 


We will comply with all terms and conditions of the current Contract, the RFP, and all 
included attachments, including the Forms and the Reporting Guide. We will file 
accurate, timely, and complete records to DHCFP. We understand that if we fail to 
comply with contract requirements, DHCFP may assess liquidated damages or 
intermediate sanctions in accordance with the terms of Attachment S. In addition, we will 
be responsible for any fines or sanctions imposed upon DHCFP by other regulatory 
agencies as a result of our non-compliance.  


 
DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the MCO 
fails to provide required reports, or disclose ultimate ownership or control information and related party 
transactions as required by DHCFP policy.  
See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 


 


We understand that DHCFP may refuse to enter into a contract and may suspend or 
terminate an existing contract if we fail to provide the required reports or fail to disclose 
any required ownership or control information and related party transactions as 
stipulated by DHCFP. 
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EXECUTIVE SUMMARY 
 


We are pleased to submit this proposal in response to Request for Proposal 3260 for Managed Care 
Organization services designed in support of the Title XIX (Medicaid) and Title XXI State Child Health 
Insurance Program (CHIP, Nevada Check Up) medical assistance programs. We are a highly qualified 
and experienced managed care organization (MCO) that provides continuity of care, and is able to 
assist the Division of Health Care Financing and Policy (DHCFP) in reaching its goal to provide 
quality health care to Nevada Medicaid and Check Up recipients.  


Our health plan was created solely to serve Medicaid members in Nevada. Our plan President and 
CEO, dedicated Medical Director, and staff live and work in 
Nevada. During our long-term partnership with the DHCFP, we 
have experienced year-over-year growth in membership. We have 
collaborated with the State to assure newly enrolled members 
receive seamless and timely care and support, and to address 
expansions in populations not included at the initial onset of 
Contract start dates.  


Nevada expanded Medicaid in 2014 under the guidelines laid out 
in the Affordable Care Act (ACA). As a result, Nevada’s Medicaid 
population grew by an estimated 69 percent. Most of these new 
recipients were childless adults with specialized needs vastly 
different from those of the mothers and children traditionally 
served by Nevada’s Medicaid and Nevada Check Up managed care programs. During this time, 
Governor Sandoval and the head of Nevada’s Department of Health and Human Services, challenged 
us to develop solutions to meet the specialized needs of these new members. We met that challenge.  


As our membership more than doubled, we quickly implemented 
innovative unique programs, including our Primary Care 
Integrated Screening, Identification, Treatment, and Evaluation 
(PC-INSITE) program; our exclusive partnership with WELL 
CARE Services; and our provider collaboration model and value-
based reimbursement program. We combined these programs with 
intensive case management that linked members to community 
supports, job training, supported employment programs, and 
permanent affordable housing options. As a result of all of this, 
we changed people’s lives for the better. Disrupting these efforts 
by changing MCO vendors would introduce chaos to a system and 
fragile population that is just now starting to see dramatic 
improvements. 


We are honored and humbled to have played a role in 
significantly expanding access and services for Nevada Medicaid and Check Up members while 
decreasing Nevada’s uninsured rate by more than 24 percent from 2013 to the first half of 2015. As we 
have demonstrated, our services are efficient; emphasize preventive care, early intervention, and 
appropriate utilization; increase member satisfaction; and reduce operational costs. We are fully 
committed to Nevada. Together, with our affiliate health plan, we provide services to more than 
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500,000 members in Nevada. We know Nevada. We are a local 
health plan, our employees live in Nevada, and we are involved in 
our local communities. Together we volunteer throughout Nevada 
at health fairs and screenings, engagement and education 
activities, farmers’ markets focusing on healthy eating, back-to-
school events where we provide children with school supplies, and 
serving Nevadans with special needs. Some of the benefiting 
organizations our employees contribute time and money to include 
Access to Health Care, After School All-Stars Las Vegas, United 
Way of Southern Nevada, Boys & Girls Club of Southern Nevada, 
the Retired and Senior Volunteer Program (RSVP), various 
county senior centers, National Night Out, Food Bank of Northern Nevada, University of Nevada Las 
Vegas (UNLV) School of Medicine, and the Nevada Chapter of the Juvenile Diabetes Research 
Foundation. The list of organizations we touch continues to grow and helps us truly understand and 
become part of the fabric of Nevada.  


We believe that making a difference in Nevada starts from the ground up—we work to build strong 
relationships in our communities across the State so that together, we can do more for our members. 


INNOVATIONS THAT WORK FOR MEMBERS 
 


We lead the way with innovative programs to promote health and wellness for our members. Our 
innovations facilitate early identification of health care needs and interventions, reduce inappropriate 
emergency room (ER) use, and improve the accessibility and quality of supportive services resulting in 
healthy outcomes. For example: 


 We are offering members Virtual Reality (VR) therapy as an alternative solution to using opioids to 
deal with pain. We partner with a strategic provider partner in Washoe County to supplement their 
pain management programs.  


 Through a partnership with Pursuant Health, we promote early screening and preventive care. Our 
members will be able to complete Health Needs Assessment Screenings using the kiosks at Walmart 
stores, in addition to other options of completing them by phone or mail. Screening results will be 
securely transferred to us so that we can quickly identify risks and address members’ needs.  


 We are proud to introduce an innovative and holistic approach to health and wellness through 
collaboration with new care centers in Clark County that combine medical supervision, high-touch 
clinical expertise, and a revolutionary path to member engagement. This exclusive benefit for our 
members provides an integrated solution to directly address access, close gaps in care, and provide 
extra support for our members with complex or chronic conditions. With our supportive guidance, 
our members in Clark County who will benefit from higher levels of clinical intervention will be 
guided through their health care journey using a proactive approach to drive increased personal 
responsibility, improvement in health outcomes, and continuity across all care settings.  


 We integrate behavioral health into primary care settings to promote screening for member 
behavioral health issues, such as depression and substance use disorder (SUD), provide treatment, 
monitor member progress, and follow up as needed. Through our established PC-INSITE program, 
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we provide on-site training and support by behavioral health coaches and supporting psychiatrists to 
improve the detection, diagnosis, and treatment of behavioral health conditions.  


 We improve access to care for members with chronic conditions. We partner with WELL CARE 
Services, a local integrated health care organization with multiple convenient locations, to offer 
tailored integrated health care services to our members with chronic health conditions. Services 
include on-site, face-to-face primary care and telehealth exams, housing coordination, 
transportation to community resources and social services, as well as therapy for mental illness and 
medication management. This exclusive partnership focuses on a person-centered model that 
supports members impacted by social and economic challenges during critical times of their care 
and subsequently addresses preventable ER use.  
 We work closely with the UNLV School of Dentistry and School of Medicine to offer oral health 


education, hygiene instruction, adult and child cancer screenings, and fluoride application. Pre-
doctoral students and post-doctoral residents, under UNLV faculty supervision, will provide these 
services during community outreach events, such as health and wellness fairs. More advanced 
treatments will be conducted via referral at a UNLV clinic site. We will also work with WELL 
CARE Services to offer dental services through the UNLV dental partnership. 


 We collaborate with Washoe and Clark County school districts to support students from K-12 and 
their families through school-based health centers and during on-site health and wellness events. 
We will use these opportunities to educate members on preventive care and close Early and Periodic 
Screening, Diagnosis and Treatment (EPSDT) and well-baby/well child gaps, such as 
immunizations and hearing and vision screening.  


 Our provider collaboration model and value-based reimbursement programs incent providers to 
reach out to new patients who have not accessed care in the past. We will work with our provider 
network to outreach to members and engage them in a continuum of care via their primary care 
provider. Our programs provide incentives and data that enable our PCPs to proactively reach out 
to and engage with their patients to close gaps in care and improve HEDIS® and other quality 
measures aligned with DHCFP’s goals. Before the end of 2017, we anticipate that more than 95 
percent of our PCPs will be participating in one or more of our value based incentive programs 
focused on improving access and outcomes. 


 Our Tictrac member engagement program is an online/mobile application that aggregates data 
about personal activities, such as exercising, sleeping, and eating, from a user’s activity tracker, 
smartphone, other apps, or personal entries. Tictrac analyzes data and delivers insights (such as 
how sleep impacts eating on a particular day), making members more aware of their habits. As 
members gain awareness of areas needing improvement, Tictrac offers tools to help form and 
maintain healthy habits. 


 Through collaboration with the Marketplace Solutions and Incentive Project (MSIP) and the Youth 
Alliance Program (YAP), we will address the prevalence of gang violence, gun violence, domestic 
violence, assault, and associated trauma to connect members who have experienced violence with 
relevant community resources. MSIP provides a high-touch, face-to-face, strengths-based, goal-
setting model aimed at reducing costs associated with violence and improving member outcomes. 
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VALUE ADDED SERVICES DO MORE FOR MEMBERS 
 


We support members in every way we can and are committed to helping them improve their quality of 
life and health outcomes. We will deliver Value Added Services that are meaningful and specific to 
prevalent needs of our Medicaid and Nevada Check Up members. For example, some of the Value 
Added Services we will provide include: 


 We will collaborate with day care providers at a variety of locations to provide up to four hours of 
free childcare services for members’ children while they are receiving covered services. Providing 
free childcare services helps improve member access to covered health care services and promotes 
satisfaction, health, and well-being.  


 We will offer members a free North American Quitline Consortium (NAQC) tobacco cessation 
program that includes telephonic outreach, education, nicotine replacement therapy, and coaching 
to engage and empower members to make positive behavioral changes that impact their use of 
tobacco.  


 We will provide free text-based, qualified, peer-led crisis support. Text-based peer supports have 
proven to be an easily accessible, effective resource in helping individuals with daily self-
management, social and emotional support, linkages to community resources, and ongoing support 
over time. Texters can engage in a collaborative dialogue with clinicians to establish rapport and 
determine service needs including needs exploration, suicide risk assessment, mental health 
symptoms, drug and alcohol use screening, social support/coping and demographics. Our qualified 
mental health professionals will provide counseling and crisis intervention as needed. 


 Members will have free access to an online community resource tool for local Nevada community-
based programs, benefits, and services. This benefit enhances member access to local programs and 
services available throughout Nevada, such as housing, food, and transportation. 


 We will offer members free children’s books, delivered to their home, to support and promote 
parent/child interaction and literacy. 


 We will provide free pregnancy tests to members to promote early pregnancy determination in the 
privacy and comfort of the member’s home. Early determination will support member choice for 
engagement in prenatal services and support earlier in the pregnancy.  


 We will provide free dental hygiene kits to eligible adult members. These kits will promote healthy, 
preventive dental care.  


 We pay the costs associated with GED and HiSET exams to support members in obtaining a high-
school equivalency diploma and improving their quality of life.  


 We will provide free delivery of medications to members who are in the hospital or homebound to 
assure the availability of prescribed medications. We know that medication adherence and 
compliance are both critical factors in reducing unnecessary ER visits and hospital stays and are 
critical components in maintaining health.  


 We will continue to pre-purchase beds that can be reserved on a case-by-case basis to assure the 
availability of shelter beds for members experiencing homelessness. 


 We will continue to pay for routine podiatry care for adult members diagnosed with diabetes to 
assure essential preventive and follow-up care.  
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 We will continue to offer eligible members free membership in Boys & Girls Clubs. Boys & Girls 
Club programs and services promote and enhance the development of youth by instilling a sense of 
competence, usefulness, belonging, and influence. This provides a safe place for children to learn 
and grow, develop ongoing relationships with caring professionals, and engage in life-enhancing 
programs and character development experiences.  


 We will continue to provide bus passes and free rides for members who do not meet the eligibility 
requirements for the fee-for-service transportation benefit. This helps our members access the 
services and supports they need such as dropping off and picking up prescriptions and obtaining 
community-based resources. We help facilitate transportation by providing bus passes, coordinating 
travel in vans and handicap accessible vehicles, and even covering the cost of other transportation, 
such as Uber, Lyft, and taxicab rides as appropriate.  


 We will continue to cover the cost of a school-required physical examination to promote 
participation in extra-curricular sports, dance, and other activities. We believe extra-curricular 
activities improve the health, self-esteem, and inclusion of our young members.  


 We will offer our members access to our LiveHealth Online, a web-based physician consultation 
program available through a video-enabled computer, tablet, or smart phone. Members receive a 
live audio/video consultation in English or Spanish with Nevada-licensed, board-certified 
physicians. The physician can diagnose, make medical recommendations, and prescribe 
medications when necessary.  


 We will continue to provide members with free additional phone minutes: 200 free bonus minutes 
when they sign up and 100 free additional minutes on their birthday. We inform members on the 
appropriate use of these benefits including unlimited text messages to and from anyone and 
unlimited free calls to our member services call center. 


 We will continue to provide disposable cell phones and phone cards to eligible members to support 
independence and enhance their ability to contact us.  


Our Value Added Services augment the covered benefits package to provide services that meet the 
State’s goals and are meaningful and specific to our members’ prevalent needs.  


WE ASSURE MEMBER ACCESS TO PROVIDERS 
 


We share the State’s commitment to ensuring each member can 
access superior quality, comprehensive, health care services within 
their immediate service area. Our long-standing relationships with 
Nevada’s Medicaid providers and expert knowledge of Nevada’s 
health care landscape position us to continue to deliver a robust 
provider network that meets and exceeds the needs of our Nevada 
members. Together with providers in our network, we are 
transforming health care with trusted and caring solutions. For 
example: 


 Our Chronic Readmission Avoidance/Emergency Room 
Reduction Initiative reduces chronic hospital admissions, 
readmissions, and unnecessary ER utilization for our Nevada 
members, particularly those who are homeless or suffer from 
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chronic behavioral health or substance abuse issues. In the second half of 2015, we saw a 60 
percent reduction in ER/inpatient claims for members with housing claims. 


 Our Silver State Accountable Care Organization (ACO) Collaboration is a value-based, quality 
threshold model, where Silver State ACO pediatricians and PCPs will be held accountable for 
HEDIS® and other quality metrics 


 Our Healthy Minds Collaboration is an exclusive arrangement intended to increase a family’s 
ability to meet children’s needs by providing education, setting realistic expectations, triaging 
treatment goals, identifying strategies for responding effectively to challenging behaviors, working 
through treatment hurdles, and acknowledging progress toward treatment 


 Our Provider Collaboration and Value Based Reimbursement Model encompasses an array of 
solutions and supports for providers, financially incenting 
providers to deliver care in a way that results in improved 
health outcomes specific to Nevada and the Medicaid program, 
enhancing access, guiding evidence-based decision making, 
improving quality, and decreasing patient care fragmentation 


 Our Medicaid Training Academy offers regionally identified, 
population-specific, and culturally competent trainings and 
incorporates multi-modality delivery training processes (in-
person, online courses, tailored webinars, and written 
materials), and mechanisms for tracking, monitoring, alerting, 
and reporting compliance and completion of trainings.  


Our Nevada-based provider relations team is entrenched in the 
communities we serve, meeting face-to-face with providers to build 
trusting, open communication and develop collaborative relationships. We leverage our deep 
understanding of Nevada’s Medicaid provider community and the health care needs of members to 
support our provider outreach and recruitment strategy. 


WE CONTINUE TO MEET THE EVOLVING NEEDS OF OUR 
MEMBERS 
 


We stand fully prepared and enthusiastic to partner with the DHCFP as it expands programs. As 
demonstrated by our commitment and successful management of the ACA expansion population, we 
quickly and readily adapt to change. We don’t apply a “one size fits all” approach to serving our 
members or providers, nor will we shoehorn expanded geographic areas, services, or populations into 
our current program. Our understanding of the unique needs of Nevadans and what works and what 
matters, coupled with our agility and willingness to expand, will help further advance the DHCFP’s 
mission.  


Geographic Expansion—We stand ready to provide service to Nevada’s other 15 counties, including 
the rural and frontier counties with small populations (White Pine, Lincoln, Eureka, Pershing, 
Lander, Storey, Mineral, and Esmeralda) where health care access has long been a challenge, since 
distances between major rural towns averages 100 miles (up to 200 miles in the more isolated areas). 
In fact, 10 of the 15 county seats average 155 miles from primary Medicaid services centers in Carson 
City, Elko, Las Vegas, and Reno. This also affects many Native American tribes that are isolated in 
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rural Nevada. We are able to leverage the resources of our affiliate health plan that has the only 
statewide provider network in Nevada, if the State should expand the Contract to include these 
locations. 


Population Expansion—We are able to meet the needs of additional member populations by leveraging 
the experience of our 19 Medicaid plan affiliates that provide services to specialized populations. This 
experience includes providing services that meet the unique of the Aged, Blind and Disabled (ABD), 
children/adolescents in the juvenile justice system/foster care programs, members with complex 
behavioral health conditions such as serious mental illness (SMI) or substance use disorder (SUD), 
members with intellectual/developmental disabilities (I/DD), members with severe emotional 
disturbance (SED), members who receive Home and Community Based Waiver services, and members 
experiencing homelessness or other social determinants. 


Coordinating with the Health Insurance Exchange—To assist members and minimize any negative 
impacts due to a change in Medicaid or CHIP eligibility status, our affiliate health plan currently 
offers 45 Silver (including nine American Indian/Alaskan Native plans), four Gold (including two 
American Indian/Alaskan Native plans), and 16 Bronze (including eight American Indian/Alaskan 
Native plans), Qualified Health Plans (QHPs) on Nevada’s State-designated Health Insurance 
Exchange (HIX). Our affiliate has offered products in the Nevada market for 47 years and has offered 
QHPs since the onset of the exchanges in 2014. Our affiliate is the only carrier offering QHPs 
statewide and will continue to offer a variety of plans for consumers in Nevada in 2017. 


EMBRACING QUALITY AND CONTINUOUS PROCESS 
IMPROVEMENT 
 


We embrace quality assurance and improvement as a workplace 
culture, not simply as a separate function within our health plan. 
We were the first Medicaid health plan in Nevada that achieved 
accreditation through the National Committee for Quality 
Assurance (NCQA). Our NCQA accreditation demonstrates our 
ability to comply with the most comprehensive evaluation in the 
industry, assessing our results on clinical performance and 
consumer experience.  


We work collaboratively with the DHCFP and the DHCFP’s 
External Quality Review Organization, Health Services Advisory 
Group, to carry out the State’s Quality Strategy. We continue to 
receive full NCQA Medicaid Accreditation and achieved a nearly-
perfect score on the most recent NCQA standards review 
component, achieving 49.4 points out of 50 possible points. 


Every month, we participate in the DHCFP collaborative meetings as part of its strategy to promote a 
collegial quality improvement environment. By continually directing our employees and resources 
toward achieving quality goals, we ultimately improve the quality of life for our members while 
delivering value to the DHCFP. 
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MAXIMIZING PROGRAM EFFICIENCY, EFFECTIVENESS, 
INTEGRITY, AND RESPONSIVENESS 
 


The increasingly complex Medicaid marketplace and interconnected programs require diligent 
monitoring and oversight to safeguard against fraud, waste, and abuse. We pride ourselves on being a 
good steward of public funds. We have systems in place to prevent, detect, and correct unnecessary or 
wasteful practices and fraudulent activities.  


We accumulate provider practice information daily, weekly, and monthly. Every month, providers 
receive reports that signal a need for a proactive outreach, including a “missed opportunity” report 
listing members who have not yet had a periodic or recommended test, screening, or visit. We also 
generate and distribute reports comparing provider rates to national benchmarks (when these 
benchmarks are available) and to their peers.  


Each month, and as needed, we generate reports that identify service gaps and opportunities for 
member and provider outreach. These reports identify members who have not had their screenings 
completed within the first six months of enrollment, are due or overdue for specific services, or whose 
screenings have resulted in abnormal findings, and generate actionable information that enables us to 
quickly assess the need for follow-up or case management interventions.  


SIMPLIFYING PROGRAM ADMINISTRATION WITH ROBUST 
INFORMATION TECHNOLOGY 
 


Our Management Information System (MIS) is built on a 
managed Medicaid model. To best support our customers — 
members, providers, and the DHCFP — we integrate Technology 
Services management with operational departments; including 
Claims, Encounters, Case Management, Provider Data 
Management, Enrollment, Member and Provider Services, and 
Program Integrity. Integrating the management of these functions 
creates a collaborative environment to focus on implementing 
technology tools that help strengthen customer relationships and 
drive operational improvements. 


We afford our members the freedom to choose from PCPs in our 
network upon health plan enrollment, and the flexibility to request 
PCP changes at any time. We conduct member engagement 
activities to support a seamless transition. We educate our 
members about the importance of participating in their own health 
care decisions and who to contact if they should require 
assistance. Our vast systems and resources position us to expand our enrollment for new Medicaid 
populations.  


We have a fully operational claims processing system that complies with DHCFP and federal 
regulations. Claims adjudication accuracy is vital to our role as stewards of State funds and as true 
partners to providers in our network, committed to their satisfaction. All our claims are subject to 
periodic quality audits as part of our quality assurance program to verify that we accurately process 
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both system- and manually adjudicated claims. Since 2009, we have processed more than 8.9 million 
claims in Nevada, and in the first six months of 2016, we have processed 1,084,441 claims in Nevada 
with an average turnaround time of 4.7 days.  


We understand that making a personal connection with our members contributes greatly to their 
improved health outcomes. This is why the guiding principle of our member services model is to 
communicate the right information at the right time, so that our members can make informed 
decisions about their health care. Our member services representatives receive extensive training, 
including training that is specific to the Nevadans they serve, assuring needs are addressed, issues 
explained, and problems solved with an understanding of the local culture and landscape.  


CONTINUITY OF CARE THROUGH DEDICATED LEADERSHIP 
 


We are pleased to have a full time Medical Director on our staff 
who is 100-percent dedicated to Nevada’s Medicaid and Check Up 
programs. As a bonus, we also employ a full-time, Nevada-based 
Family Practice Medical Director and have the support of a 
behavioral health physician and maternal child health physician.  


Our full-time Medical Director is a board-certified pediatrician 
with nearly nine years of directly relevant experience serving the 
Nevada Medicaid and Check Up managed care programs. Our 
Family Practice Medical Director is board certified in preventive 
medicine and responsible for performing utilization management reviews for outpatient level of care, 
hospital level of care, and ancillary services including discussions with providers for peer-to-peer 
appeals. She also contributes to quality management activities including working towards improving 
compliance with NCQA standards and HEDIS measures.  


Our President and CEO helped launch our health plan in 2009 and is fully committed to continuing to 
support the DHCFP’s goals. He will remain an active participant in organizations that support Nevada 
Medicaid and Nevada Check Up members. Organizations he directly supports include being an  
Executive Board member for the United Way of Southern Nevada and board member on the After-
School All-Stars. He was also selected to serve on the Community Advisory Board of Roseman 
University’s College of Medicine, Southern Nevada’s first nonprofit, private allopathic medical school. 
He served on the Health Care Steering Committee of Health Insight, the community-based, federally 
sponsored quality improvement organization.He also was a member of the Nevada Health Information 
Exchange, and  previously served on the Finance and Sustainability Advisory Committee of the 
Nevada Silver State Health Insurance Exchange. 


We embrace the battle born spirit in Nevada. We are committed to being a true State partner and look 
forward to collaborating with the DHCFP to find new, valuable and innovative solutions for Nevada’s 
Medicaid and Nevada Check Up members. We are honored and humbled to be partners with DHCFP 
in the great State of Nevada, and we look forward to bringing new innovative solutions as we enter the 
next chapter of Nevada’s Medicaid program.  
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3.1 GENERAL 
 


3.1.1 Qualified and Experienced Partner to Work in Collaboration with 
the DHCFP to Meet State Goals 


 
We bring expert knowledge and more than seven years of proven 
experience to deliver high-quality, cost-effective health care 
services to Nevada’s Medicaid and Nevada Check Up members 
(recipients). We currently serve more than 187,000 members in the 
State, including more than 110,000 TANF/CHAP, 69,000 
Expansion, and 7,600 Nevada Check Up members. We have the 
staff, systems, and resources in place to continue serving Medicaid and Nevada Check Up members 
and advance the Division of Health Care Financing and Policy (DHCFP) Program goals. 


Our deep roots and local presence enhance our knowledge and understanding of the varying needs of 
the populations we serve, as well as the challenges they may experience in achieving their personal 
wellness goals. Our employees are Nevadans who understand the unique health care concerns and 
daily struggles facing members. We care deeply about the health and well-being of our members and 
are passionate about improving Nevada communities.   


As a dedicated partner since 2009, we share the DHCFP’s mission and objectives and look forward to 
continuing to collaborate with the State to meet Program requirements and State 
goals. We are well positioned and will partner with the DHCFP to expand coverage 
to other areas, covered services, and populations by leveraging our successful 
experience expanding our operations in Nevada to meet member needs and support new membership 
and population expansions.  


Emphasizing preventive care, early intervention, appropriate utilization, and quality care. We have 
implemented innovative strategies in Nevada for seamless care coordination and management to 
promote member self-care and health, while increasing impactful linkages to community services and 
supports. For example, through an innovative partnership, members will be able to complete Health 
Needs Assessment Screenings using the kiosks at Walmart stores in our service area. Screening 
results will be securely transferred to us to identify risks and address members’ needs. When Health 
Needs Assessment Screenings are completed, regardless of whether it is done through engagement 
with our employees or the kiosk or mailing it in, within required time frames, a 
monetary incentive will be loaded onto the member’s Healthy Rewards card. 


  


3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will 
administer a managed care program to assist the DHCFP in reaching its goal to provide quality health 
care to the targeted populations enrolled into a managed care entity. 







 
  


 


3. SCOPE OF WORK 
3.1 GENERAL 


Nevada Managed Care Organization RFP# 3260 Section 3.1 — Page 2 
 


Our health promotion programs are reinforced through periodic outreach to members with identified 
gaps in care (such as missed checkup appointments). We developed an entire suite of programs 
dedicated to promoting member health and wellness, which are fully described in Section 3.4.5 Health 
Promotion and Education Programs. Within this suite are unique benefits, all designed to promote 
healthier outcomes and increase member and family self-management and adoption of healthy habits. 
For example, we are offering eligible members Tictrac, an innovative program designed to help our 
members manage their health. Tictrac is an online/mobile application that aggregates data about 
personal activities like exercising, sleeping, and eating from a user’s activity tracker, smartphone, 
other apps, or personal entries. The platform analyzes this data and delivers insights, such as how 
sleep impacted eating on a particular day, that make the user more aware of his or her habits. Once a 
member is aware of areas needing improvement, Tictrac offers 
several tools to help form and maintain healthy habits.  


Enhancing continuity of care through integrated medical, 
behavioral, and social components. Our integrated service 
models and systems increase integration and reduce 
fragmentation. Through our established Primary Care Integrated 
Screening, Identification, Treatment, and Evaluation (PC-
INSITE) program, we deploy behavioral health coaches and 
supporting psychiatrists into primary care provider (PCP) offices 
who provide training and support to improve the detection, 
diagnosis, and treatment of behavioral health conditions. By 
integrating behavioral health services into primary care clinics, 
we promote proactively screening for a member’s behavioral 
health needs.  


Helping assure a medical home for Medicaid and Nevada Check 
Up members. We currently support three established medical 
homes through our Patient-Centered Medical Homes (PCMH) 
program. This program aligns with our general approach to 
expanding services, moving from episodic treatment-oriented 
practices to wellness-focused population management.  


Supporting Nevadans and the Community   
We know Nevada, and we understand the needs of low-income and traditionally underserved 
populations. Most of our employees reside in Nevada and are passionate about community 
responsibility. Our leadership team has 225 years of combined health care experience, with many 
leaders sitting on local boards and committees. We collaborate with organizations within the 
community, including Clark and Washoe Counties, and work with government agencies, schools, and 
faith-based organizations to broaden our ability to help members access social services and 
community support. We belong to the Las Vegas Chamber of Commerce, North Las Vegas Chamber 
of Commerce, Reno Chamber of Commerce, March of Dimes, and the American Heart Association.  
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Contributions and Local Giving  
On an ongoing basis, we support efforts to promote the health and well-being of our members 
through the donation of grants and employee volunteer services. Along with our ultimate parent 
company’s foundation, we award numerous grants and make financial donations, including funding 
for housing developments in Nevada; the University of Nevada, Las Vegas School of Medicine to help 
expand health care services at select school-based clinics in the Clark County school district; and  the 
Nevada Gamesroom Grant for the Boys & Girls Club of Southern Nevada.   


Employee Commitment to Nevadans 
Our qualifications include a team of knowledgeable and dedicated employees who volunteer in the 
communities we serve. In 2015, our employees volunteered 722 hours in Nevada helping at local 
community events and health fairs and serving individuals with special needs, including the elderly, 
children, and people with disabilities. 


Through our volunteer program sponsored by our company, employees volunteer hours supported 
contributions to eligible charities. In 2015 and 2016, we made contributions and grants to local and 
national organizations such as the Food Bank of Northern Nevada, the Nevada Chapter of the 
Juvenile Diabetes Research Foundation, the American Cancer Society, the American Heart 
Association, American Red Cross, National Foundation for Governors’ Fitness Council, Centering 
Health Institute, and the March of Dimes. Figure 3.1-1 highlights our key community partnerships 
that help to improve the health of our members and Nevada communities. 
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Figure 3.1-1. Key Community Partnerships Help to Improve the Health of Our Members  


 


Stakeholder Engagement and Community Partnerships 
Essential to our locally based model is the engagement of stakeholders in activities to help gain their 
support, to learn from their experience, and to build partnerships to educate and inform those who 
will be eligible to enroll. In 2015, our outreach staff conducted 269 community outreach events. So 
far in 2016, we have conducted 310 events. 


We partner with organizations such as community centers, shelters, senior centers, clinics, housing 
authorities, and food banks to advance the DHCFP mission and objectives. This includes partnering 
and sponsoring local community groups such as the Positively Kids Foundation, Baby’s Bounty, 
Immunize Nevada, Latin Chamber of Commerce (and their health and wellness fair), After School All 
Stars, Community Partners for a Better Health, Research, Education, and Access for Community 
Health (REACH), Nevada Homeless Alliance, Las Vegas HEALS and the Champion Center.  
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Provider Network  
We know Nevada, the limitations and unique nuances of providers, and their ability to move to value-
based payment arrangements. We have been partnering with providers successfully in Nevada for 
more than seven years. We deliver creative solutions that benefit Nevadans using our deep local 
presence and collaborative provider relationships. Our experience serving the Nevada Medicaid and 
Nevada Check Up programs helps assure members will continue to receive care delivered by providers 
they know and trust. 


Our comprehensive network of more than 7,700 
Medicaid providers is already contracted, 
credentialed, and serving Nevada Medicaid and 
Nevada Check Up members. Developed to meet 
the specific needs of Nevada Medicaid and 
Nevada Check Up members, our network 
includes 687 PCPs; 4,954 specialists; 1,451 
behavioral health providers; 591 
facilities/ancillary providers; 34 hospitals; and 
five Federally Qualified Health Centers 
(FQHCs). 


We will introduce an innovative and holistic 
approach to health and wellness through a 
breakthrough care delivery model in Clark 
County. Progressive programs and a style of 
member support and intervention will address 


the full continuum of a 
member’s health care and 
behavioral status and serve to 


provide additional access and thorough 
engagement where it is most needed. This 
integrated solution will close gaps in care, 
provide extra support for our members with 
complex and/or chronic conditions, and support 
the goals of increased personal responsibility and continuity across all care settings. 


We are successful at developing innovative network solutions that meet the emerging needs of our 
members. For example: 


 Behavioral Health/Medical/Injection Clinic. We developed an exclusive, innovative relationship 
with WELL CARE Services to open a Behavioral Health/Medical Injection Clinic. The Clinic 
expands access and provides a more effective approach to meeting the needs of our members who 
typically cycle through the emergency room (ER), receive expensive medications in the hospital, 
and once back in the community are less likely to comply with their prescribed treatment plan. 
Through the Clinic, which currently serves 500 members per month, members receive monthly 
injections of long-lasting medications eliminating the need for oral medications and decreasing ER 
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utilization. Field case managers work directly with members in 
the community to help assure they keep their clinic 
appointments and get the medication they need.  


 Collaboration with Specialists. We successfully collaborate 
with specialists who traditionally do not provide services to the 
Medicaid population. For example, through a collaborative 
approach to address the needs of certain specialists, we 
successfully contracted with providers such as the Reno 
Orthopedic Center and Sierra Neurosurgeons to provide the 
full scope of comprehensive orthopedic and neurosurgical 
services to our members in Washoe County.  


 Expansion Needs: Skilled Nursing Facilities (SNFs) and 
Long-Term Acute Care Providers. We successfully enhanced 
our network to meet the needs of new populations. For 
example, prior to the recent expansion, our need for SNFs was 
limited. However, that changed with the ACA expansion 
membership, and we grew our SNF network from 2 to 28 
providers. We also increased long-term acute care providers from one to five to meet the new needs 
of the changing population. 


 Expansion Needs: SAPTA, Behavioral Health, and ABA Providers. We are the only Medicaid 
MCO that contracts with both licensed and non-licensed SAPTA (Substance Abuse Prevention and 
Treatment Agencies) providers. More than two years ago, when SAPTA provider services were first 
carved into managed care, we worked directly with these providers to complete enrollment and 
contracting, including facilitating their taking steps to qualify as Medicaid providers. We also 
expanded our behavioral health network by adding five new behavioral health facilities and 
expanding our network of applied behavioral analysts to treat members with autism.  


3.1.1.1 Partnering with the DHCFP to Meet Program Objectives and 
Required Service Levels  


 


We have partnered with the DHCFP to define and achieve measurable outcomes that support the 
State’s mission and objectives and to satisfy Program requirements. We are committed to providing 
trusted and caring solutions to drive definable, measureable results that are supported by 
demonstrated outcomes.  


  


3.1.1.1 The DHCFP’s fundamental commitment is to contract for results.  A successful result is 
defined as the generation of discrete, defined, measurable, and beneficial outcomes that support its 
mission and objectives and satisfy the requirements of the resulting contract.  The DHCFP expects 
potential vendors to prescribe specific solutions that will achieve the DHCFP’s objectives and the 
service levels described elsewhere in this RFP.  This RFP describes what is required and places the 
responsibility for how it is accomplished on the vendor.  Vendors should consider and identify cost 
saving and cost-avoidance methods and measures when developing their proposals. 
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Advancing Prevention and Clinical Outcomes 
In measurement year (MY) 2015, our health plan improved in 68 percent of comparable Nevada 
Medicaid HEDIS® rates over the previous year, and for Nevada Check Up, we improved in 67 percent 
of comparable HEDIS® rates. For example, we increased a variety of immunization rates over the last 
two years, demonstrating the importance we place on preventive services for children and adolescents. 


We have achieved gains in our related HEDIS® scores between 2014 (MY 2013) and 2016 (MY 2015), 
including the scores outlined in Table 3.1-1. 


Table 3.1-1. Improving Preventive Service Levels 
HEDIS® Measures of 
Immunization 


HEDIS® 2016 
(MY2015) 


HEDIS® 2014 (MY 
2013) 


Two-Year Performance 
Gain 


Childhood Immunization Status 
(Combination 2) 


73.15% 61.34% +11.81% 


Childhood Immunization Status 
(Combination 3) 


66.67% 55.32% +11.35% 


Childhood Immunization Status 
(Combination 4) 


65.28% 54.63% +10.65% 


Childhood Immunization Status 
(Combination 5) 


57.18% 45.37% +11.81% 


Childhood Immunization Status 
(Combination 6) 


32.41% 29.86% +2.55% 


Childhood Immunization Status 
(Combination 7) 


56.48% 44.91% +11.57% 


 


Along with our affiliated health plans, we are skilled in managing quality outcomes, as measured by 
HEDIS®. In particular, at least seven of our affiliate health plans have exceeded the national average 
of performance on each of the metrics selected by the DHCFP for its performance incentive program. 
We will continue to work with our affiliates to identify and incorporate best practices to further 
improve performance.  


Based on the 2015 national benchmarks provided by the National Committee for Quality Assurance 
(NCQA), we are outperforming at least 75 percent of other Medicaid health plans on key behavioral 
health measures for our Medicaid enrollees: 


 Antidepressant Medication Management (Acute Phase) 


 Antidepressant Medication Management (Continuation Phase)  


 Follow-Up Care for Children Prescribed ADHD Medication (Initiation Phase) 


 Follow-Up Care for Children Prescribed ADHD Medication (Continuation and Maintenance)  


In addition, our health plan has exceeded the 75th percentile on the following measures for our 
Nevada Check Up members: 


 Children and Adolescents’ Access to PCPs (12 to 19 years) 


 Annual Dental Visit 


 Childhood Immunization Status (Combo 4) 


 Well-Child Visits in the First 15 Months of Life (six or more visits) 
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We continually seek opportunities to promote prevention. For example, to address HSAG’s 
recommendations on MY 2014 HEDIS® scores for childhood measures, our Pediatric Quality 
Workgroup carefully examined barriers driving our performance, specifically focusing on access to 
primary care measures. The team identified staffing levels as an opportunity for improvement, largely 
driven by the sharp increase in membership that occurred during 2014. Further review uncovered 
other opportunities for improvement, that were made more apparent  by the large membership 
increase, including  inaccurate member contact data and a lack of IT infrastructure across provider 
groups. As a result, we added staff to assist with member outreach initiatives and evaluating the 
effectiveness of interventions. We also contracted with LexisNexis® to validate 
member contact information against their uniquely vast database, comprised of 
two+ petabytes of unique data and 45 billion public records. During the initial pilot, LexisNexis 
located 89 percent of adult members by phone or address; remarkably, updated 74 percent of adults’ 
phone numbers, and updated 60 percent of addresses.  


Solutions to Meet the DHCFP Objectives 
We look within the communities we serve to find solutions that meet or exceed the State’s objectives. 
We have collaborated with the DHCFP for more than seven years to drive results, applying our local 
knowledge of the unique Nevada health care landscape to identify cost savings and cost-avoidance 
methods that are most impactful in Nevada. As an example of our commitment, we use the Health 
Services Advisory Group hybrid method to improve the health outcomes of our members through the 
diligent application of continuous quality improvement strategies to our overall quality and 
performance improvement program. We have built and implemented our Nevada Quality Assurance 
Program to deliver quality care and services by establishing strong relationships with providers, 
members, and the State. We also develop and implement strategies to improve performance and 
quality from lessons learned from our affiliate Medicaid health plans with similar memberships and 
demographics.  


Cost-Savings and Cost-Avoidance Methods and Measures 
Over the last three years alone, our medical-management and cost-savings programs have kept 
medical trends low, while our reimbursement rates have declined each year. Consequently, we have 
been a valuable partner to the State in reducing costs while continuing to provide medically necessary 
care to our members. Our programs have resulted in substantial annual savings to the State. 


We have comprehensive internal controls for Program integrity and a Program Integrity Unit that 
supports our overall delivery of quality care in Nevada. Our combined national and Nevada fraud, 
waste, and abuse experience positions us well to continue to meet all Nevada program integrity 
requirements and sustain our successful efforts. We pride ourselves on being a good steward of public 
funds and working closely with the DHCFP Surveillance and Utilization Review (SUR) unit. We have 
systems in place to prevent, detect, and correct unnecessary or wasteful practices and fraudulent 
activities. In 2015, the money we prevented and recovered equated to an amount equal to seven 
percent of our premium revenue.  


We have established and continue to foster our strong partnerships with regulatory agencies, 
Medicaid Fraud Control Units, and law enforcement. Our lead Nevada investigator works closely with 
the DHCFP SUR unit and brings provider-related issues to the attention of the SUR unit as they arise. 
In 2016, our lead Nevada investigator has filed more than two dozen referrals based on the new 
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reporting requirements established by the SUR unit. Issues are brought up by our lead Nevada 
investigator in monthly and quarterly calls with the SUR unit, and we have an ongoing open dialogue 
with the SUR unit. 


Through our productive relationships, we share information and best practices for avoiding and 
detecting fraud and abuse, enabling us to continuously enhance our program. Our comprehensive 
program integrity plan to identify, review, recover, and report improper payments, including fraud, 
waste, and abuse activities, on an ongoing basis is described in detail throughout Section 3.16 
Program Integrity. 


3.1.2 Certificate of Authority from the Nevada State Insurance 
Commissioner  


 
We already hold a current Certificate of Authority for all mandatory managed care counties issued in 
accordance with NRS 695G. We will provide proof of a valid certificate of authority for all applicable 
counties prior to Contract effective date or Contract readiness review. If the State expands service 
area coverage, we will we obtain Certificates of Authority for all additional counties within the time 
frame required by the DHCFP. 


3.1.3 Quality Care Accreditation  


 


We have the first and longest-held Medicaid NCQA accreditation 
in Nevada. Quality is embedded into all facets of our organization. 
We recognize that a strong Internal Quality Assurance Program is 
integral to effectively and efficiently deliver services that result in 
improved health outcomes. We have worked diligently with the 
DHCFP and our providers to improve care for our State-sponsored 
health Program members and have consistently maintained our 
NCQA accreditation in Nevada. Most recently, our health plan 
scored 49.4/50 on NCQA’s review of the health plan standards. 


Disease Management Accreditations 
Our members have access to eight NCQA-accredited disease 
management programs, which address the most prevalent chronic 
conditions among our members, including asthma, coronary artery disease, chronic obstructive 
pulmonary disease, congestive heart failure, diabetes, HIV/AIDS, major depressive disorder, and 


3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected 
number of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and 
Human Services and the Insurance Commissioner of the State of Nevada are conditions precedent to 
the contract and shall continue as conditions during the term of any contract.  The vendor must hold a 
current certificate of authority from the Nevada State Insurance Commissioner for the applicable 
contract period and throughout the contract period, or have a written opinion from the Insurance 
Commissioner that such a certificate is not required.  The awarded vendor must provide proof of a 
valid certificate of authority prior to the contract readiness review.


3.1.3 The vendor will be required to be accredited by a nationally recognized organization that 
provides an independent assessment of the quality of care provided by the vendor.  Accredited 
organizations must meet quality standards related to various aspects such as consumer protection, 
case management, and quality improvement activities and facilitates comparison of vendors due to 
consistent data requirements. 
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Figure 3.1.3-1. None of Our 15 NCQA-Accredited Affiliate Health Plans Has 
Had a Deficiency Noted by NCQA Within the Previous Three Years 


schizophrenia. These programs were initially accredited in 2006 and have continuously maintained 
accreditation. In 2012 and again in 2015, these disease management programs received a three-year 
NCQA renewal accreditation at the highest possible level — Disease Management Accreditation with 
Performance Reporting. NCQA awards this status to organizations that meet or exceed its 
accreditation standards and report results for a specified number of disease management performance 
measures.  


National NCQA Accreditations 
Our affiliates serving government-sponsored health programs in California, Florida, Georgia, 
Indiana, Kansas, Louisiana, Maryland, Nevada, New Jersey, New York, Tennessee, Texas, 
Washington, West Virginia, and Wisconsin are also fully accredited by NCQA or Accreditation 
Association for Ambulatory Health Care, as referenced in Figure 3.1.3-1. None of our affiliate health 
plans has had a deficiency noted by NCQA within the previous three years.  


At the national level, our 
parent company is engaged in 
the multi-year process of 
pursuing additional NCQA 
accreditation as a Managed 
Behavioral Healthcare 
Organization (MBHO) to 
demonstrate adherence to 
evidence-based practices for 
providing high-quality 
behavioral health care, 
access, and member 
protections. MBHO 
accreditation emphasizes care 
coordination to reduce 
fragmentation of services and 
promote data exchange 
between health plans and 
behavioral health care 
organizations. Our ultimate 
parent company is also 
pursuing NCQA’s 
Multicultural Health Care Distinction, awarded to organizations that work to improve culturally and 
linguistically appropriate services and reduce health care disparities. 
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3.1.4 Adherence to Authorities 


 


Together with our health plan affiliates, we have more than 25 years of experience complying with 
state and federal rules and regulations, policy manuals, and state plans and adapting our operations 
to accommodate and comply with revisions. 


As an established Nevada Medicaid MCO, we understand the federal regulations affecting the 
Medicaid Programs provided by the State. We comply with State, federal, and the DHCFP’s 
guidelines and will continue to monitor and help assure compliance under the new Contract. Our 
team includes highly qualified staff that are familiar with State nuances and local and federal 
regulations, backed by a designated group that focuses on helping assure compliance with the 
Medicaid Services Manual, Title XIX, Title XXI state plans and amendments, and Code of Federal 
Regulations. Our medical director has often collaborated with the DHCFP to provide feedback and 
guidance on the Medicaid Services Manual and worked closely with the DHCFP staff to help assure 
appropriate application of the guidelines. Our Compliance and Internal Audit departments conduct 
regular reviews and analyses to make sure that requirements are met and to establish plans of 
correction when necessary. Supporting departments are trained to understand their individual 
requirements under the laws, regulations, and guidelines and to report performance on a scheduled 
basis. All employees are required to complete annual mandatory training, which includes compliance 
with all applicable State and federal laws. In addition, employees in certain positions complete 
additional role-specific training.  


3.1.5 Expansion to Other Geographic Regions 


 


We are well positioned to partner with the DHCFP to meet all expansion coverage requirements, 
including future expansions outside of the current mandatory areas. We have extensive experience in 
Nevada in rapidly expanding coverage to meet member needs and support new membership and 
population expansions, as demonstrated with the Affordable Care Act expansion in 2014. 


Provider Network  
As a Nevada-based company, we are deeply committed to the State, and we have more than seven 
years of experience serving Nevada Medicaid and Nevada Check Up members. Our comprehensive 
network of providers is already in place to meet the needs of members as of the program effective date.  


Our provider network is unsurpassed and offers the greatest access to members. As an MCO with an 
established network in the State, we also know that our members have changing needs; therefore, we 
continue to use our best efforts to contract with all essential community providers.  


3.1.4 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans and 
amendments, Code of Federal Regulations, and the Medicaid Services Manual. 


3.1.5 The mandatory geographic service areas included in the contracts will be urban Clark and 
Washoe Counties.  “Other geographic areas, services and Medicaid populations may be included in 
managed care during the course of this contract and are to be considered as covered for this Request 
for Proposal.  Describe your willingness and ability to expand coverage to other geographic 
regions outside of the current mandatory areas.  Should the DHCFP expand geographic areas, 
services or Medicaid populations, the DHCFP will, if necessary, adjust the capitation paid the MCO to 
an actuarial sound rate at the time of the change.” 
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Our comprehensive Nevada provider network includes specialized medical, behavioral, vision, and 
other providers with experience serving the DHCFP’s covered populations. Our network includes 
more than 7,700 providers specifically contracted to meet the needs of our Nevada Medicaid and 
Nevada Check Up members. We go beyond minimum network access standards to seek out providers 
delivering high-quality, comprehensive, and specialized services to our members, when and where 
they need it the most.  


We are ready to expand our provider network to meet any future changes in covered 
services, geographic service areas, covered populations, and legislative 


requirements. As part of a national organization that is a recognized leader in Medicaid and managed 
Aged, Blind, and Disabled (ABD); and Home and Community-based Services (HCBS), we will 
leverage the best practices of our affiliate health plans, as well as our Nevada experience, to develop 
comprehensive provider recruitment plans should additional Nevada counties, services, or populations 
be included in the Medicaid Program.  


In anticipation of additional geographic service and/or populations areas being added, we have 
completed an analysis of provider availability across all areas of the State using all available data 
sources, including State SAPI data, our commercial affiliate’s statewide network data, and data from 
other sources. We have begun outreach to providers to verify data and the services they provide. We 
have developed a provider recruitment plan for building statewide Medicaid and ABD/HCBS 
networks should the DHCFP decide to expand into additional geographic areas and populations in 
the near future. We will leverage our commercial affiliate’s statewide network to contract for Nevada 
Medicaid and Nevada Check Up and target additional providers who have provided services to 
Medicaid members. 


Supporting Expansion to Additional Populations 
We are prepared to support the DHCFP in expansion to additional populations and geographic areas. 
We are also prepared to implement our ABD/HCBS provider incentive programs if the State should 
decide to expand coverage to those populations, including:  


 Our Personal Care Services Quality Incentive Program, which incents personal care services 
providers to improve health care, service access, quality, individual health, quality of life outcomes, 
member satisfaction, and effective prevention services based on a set of quality, care management, 
and service measures, including avoidable hospitalizations, ER visits, and preventable acute 
episodes; member care; safety; and service indicators.  


 Our Nursing Facility Quality Incentive Program, which incents nursing facilities to improve 
clinical quality, patient outcomes, patient satisfaction, and cost management based on a set of 
quality, care management, and service measures, including avoidable hospitalizations and ER use, 
Centers for Medicare and Medicaid Services (CMS) Nursing Home Star Ratings, and 
collaboration and care coordination activities. 


 Our Nursing Facility Transitions Program, which incents nursing facilities to collaborate with us 
to successfully transition members to their homes and community settings. Nursing facilities may 
earn a bonus in addition to their base payment for each member who is supported to remain in 
their home or a community setting for at least six months without readmission. 
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3.1.6 Provider Networks in Rural/Frontier Areas  


 


We currently serve members in the urban areas of Clark and Washoe Counties. Our established 
network includes the full range of provider types and offers broad geographic access that meets the 
needs of our members in those counties to access care. We understand the access barriers that our 
members face and are familiar with regional challenges. We have actively engaged in developing 
solutions to support appropriate access to care.  


One of our top priorities is to address access issues in Washoe 
County due to limited availability of some specialties. In an effort to 
provide our members in Washoe County with adequate access to 
specialists, we looked outside the county limits into Northern 
Nevada rural areas: 


 For pulmonology, we are in the process of contracting with 
Mountain Family Pulmonary in Carson City, and they are 
currently seeing our members via single case agreements 


 For neurology, we are in contract negotiations with Tahoe 
Forest Neurology in Truckee, California, just across the 
Nevada/California border 


 For dermatology, we in the process of contracting with Carson 
Dermatology Associates in Carson City, and they are currently 
seeing our members via single case agreements 


Our longstanding relationships with Nevada’s Medicaid providers and expert knowledge of Nevada’s 
health care landscape position us to continue to deliver a robust provider network that meets the needs 
of our members. We collaborate with our provider network to develop and implement programs 
designed specifically to meet the changing and emerging needs of members. Through our 
collaborative approach to engaging with specialists, we have successfully contracted with Reno 
Orthopedic Center and Sierra Neurosurgeons to provide the full scope of comprehensive orthopedic 
and neurosurgical services to our members in Washoe County. 


Helping Assure Access for Members in Rural Areas  
Recognizing that access to care is more difficult in rural areas of Nevada, should the State expand our 
service area to include rural areas, we will employ strategies to improve rural access such as: 


 Leveraging relationships with independent practice associations and other provider organizations 
to recruit additional physicians 


 Partnering with network providers to open or expand offices in rural areas, offer additional needed 
services, and provide after-hours and weekend appointments 


 Continued outreach to nurse practitioner-managed, State-funded community health centers 


3.1.6 As used in this RFP, “urban area” means not rural or frontier and it is determined by zip code.  
Both Washoe and Clark County have urban and rural areas; the MCOs are not required to establish a 
provider network in any rural / frontier areas unless necessary to provide access to care, nor are they 
required to serve any recipients who live in rural / frontier areas unless necessary to provide 
appropriate access to care. 
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 Working with PCPs/Primary Care Sites and specialists to expand the use of physician extenders, 
including financial incentive programs that provide opportunities for additional, upfront 
reimbursement that can be used to expand services 


 Coordinating transportation for members to see necessary providers outside their access area 


 Referring members to out-of-network providers for care through single case agreements 


 Identifying and assessing opportunities to boost access to specialty services throughout Nevada’s 
rural areas and build upon but not duplicate existing initiatives within Nevada 


Telemedicine Strategy  
We have expanded our telemedicine program to 
include web-based consultations to our 
members through our telehealth service. This 
innovative solution provides members with 
online two-way video physician consultations 
for clinically appropriate conditions such as a 
cough, cold, fever, or flu. Members are able to 
access services through a secure Internet 
connection or an app on their mobile phone. 
Our telehealth service is now available in 
Spanish. In addition, Our telehealth service 
behavioral health counseling services will be 
available for our Nevada Medicaid and Nevada 
Check Up members. Our telehealth service will 
complement the continuum of options for our 
members, enhancing their access to health care 
services and providing alternatives to the ER. 
We will be expanding our telemedicine 
capabilities by offering a portable our telehealth 
service MedStop Portable unit in our 
community outreach vehicle. 


We continue to develop additional capabilities 
to expand access through telemedicine by 
contracting with Nevada providers who provide 
services through telemedicine and by 
collaborating with and incenting providers to 
expand existing telemedicine availabilities. 
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3.1.7 Out-of-State Treatment 


 


We understand that the catchment areas should be treated the same as in State, and we will continue 
to comply with this requirement. We currently authorize and pay for services from out-of-state 
providers when there is not a provider in Nevada who is able to provide the covered services. This 
includes Arizona, California, Idaho, and Utah. We are committed to facilitating access to medically 
appropriate care for our members. For example, our out-of-network coordination nurse maintains 
relationships with out-of-state hospitals, including several of the Children’s Hospitals in California 
and several large hospital systems that serve as Centers of Excellence such as UCLA. We also 
maintain relationships with Primary Children’s Hospital and Intermountain Medical Center, both in 
Utah. This facilitates access to services not available within Nevada such as most transplants. These 
relationships enable prompt access to such services for members.   


3.1.8 Expansion to Other Eligibility Groups 


 


Our significant experience and capabilities in serving Nevada Medicaid and Nevada Check Up 
members, coupled with the experience of our affiliates in 19 other states, position us to expand 
coverage and services. As Medicaid expansion has increased over the years, we have implemented 
strategies and innovative solutions to increase access to care and improve the quality of care for our 
members. We have also begun development and planning strategies to prepare for future Medicaid 
expansions. We understand that every state is unique, and we will develop programs specific to the 
needs of the Nevada population and DHCFP as we successfully have for more than seven years. 


Our Nevada population grew significantly in 2014 with the implementation of the Affordable Care Act 
(ACA) expansion, and we are the only MCO in Nevada that expanded our entire service area with the 
ACA expansion population. We planned and prepared for this expansion and had processes and 
established infrastructure in place to provide seamless, uninterrupted care to new members.  


Our Nevada-based experience and qualifications are augmented by the vast experience of our affiliate 
Medicaid health plans. With our affiliates, we have more than 25 years of experience managing state-
sponsored health programs, providing services to more than 6.3 million members, as referenced in 
Figure 3.1.8-1.  


3.1.7 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the 
same as in state. Out of state treatment for a recipient is required when there is not a provider in 
Nevada who is able to provide services to the recipient.


3.1.8 At the sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients and/or other Medicaid or Nevada Check Up eligibility 
groups currently excluded from enrollment in a Managed Care Organization.  Should the DHCFP 
expand geographic areas, services or Medicaid populations, or carve services out, the DHCFP will, if 
necessary, adjust the capitation paid the MCO to an actuarial sound rate at the time of the change.   
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As Medicaid populations have expanded over the years, our national team has developed product 
models and implemented strategies and innovative solutions to increase access to care and improve 
the quality of care for our members. These models and solutions are customizable to address local 
characteristics, including here in Nevada. We have also begun development and planning strategies to 
prepare for future Medicaid expansions. We are prepared to provide seamless, quality care to meet the 
unique needs of future populations such as individuals categorized as ABD, individuals with 
intellectual and/or developmental disabilities, and children and adolescents in the juvenile justice 
system and foster care programs. We will continue to expand current benefits, services, and transition 
plans to include these populations.  


Our affiliates also have extensive experience serving members across a wide range of populations and 
services, including:  


 ABD and HCBS. Our affiliates serve more than 682,000 members who are categorized as Aged, 
Blind and Disabled and more than 257,000 covered under managed Home and Community Based 
Waiver Services.  Our parent organization and affiliates have successful expansion implementation 
experience and HCBS implementation experience in eight states supporting multiple and diverse 
populations. For example, in Tennessee, our affiliate was closely involved in the original 2010 
implementation of the CHOICES program, which provides HCBS for adults with physical 
disabilities and seniors and has more than 9,200 members covered under the program. Our 
affiliate has achieved remarkable results, improving the health and well-being of Tennesseans 
while reducing costs. They have steadily increased the number of CHOICES members living in 
community-based settings and continue to promote community living for members whose needs 
can be met through covered services, caregiver supports, and other available supports. They also 
have successfully transitioned 550 members from nursing facilities to community-based settings 
since program inception, with a readmission rate of only 9.2 percent for the 90 days post-transition. 


Figure 3.1.8-1 Members Served in Medicaid and Other Government-Sponsored Programs 
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 Foster Care/Adoption/Juvenile Justice. We look forward to 
working with the voluntarily enrolled foster care members and 
if DHCFP includes them as a mandatory population in the 
future. We know that children, youth, and young adults in 
these systems have diverse and unique needs, have experienced 
traumatic events, and have frequent changes in living 
environments. We also understand the challenges associated 
with differing focuses, requirements, and regulations faced by 
the multiple systems responsible for the well-being of these 
members and the need to build programs that proactively 
address and respond to these multifaceted variables. Our 
affiliates have recruited targeted providers (such as those 
trained in trauma-informed care); implemented dedicated care 
coordination, social work, the court system and non-clinical 
support resources; and tailored enhanced benefits and special 
programs specifically focused on the needs of these members. 


 Intellectual and/or Developmental Disabilities. Our affiliates 
serve more than 35,000 members who have intellectual and/or 
developmental disabilities in 11 states. We recognize that 
individuals with intellectual and/or developmental disabilities 
often experience a range of medical conditions that can 
adversely affect their health; further, these individuals more 
often have co-morbid physical health and behavioral health 
diagnoses. These factors, combined with the fact these individuals are often moving across 
different systems of care, can create challenges to accessing the appropriate care and services 
needed. Through our integrated screening and assessment processes, integrated care coordination, 
and robust behavioral health provider network, our affiliates identify and address members’ 
behavioral health needs in tandem with their physical health and social support needs holistically. 


 Dual Eligibles. Our affiliate health plans have been coordinating care for individuals who are 
dually eligible for Medicaid and Medicare since 1994 and began offering Medicare Advantage D-
SNPs in 2006. Nationwide, our affiliates serve more than 355,000 dual-eligible members across the 
country, more than 122,000 members enrolled in Medicare Advantage D-SNP plans in 18 states, 
and more than 32,000 members enrolled in Dual Eligible Demonstration programs in three states. 
They bring extensive experience coordinating benefits under the Medicare Improvements for 
Patients and Providers Act (MIPPA) of 2008. Under MIPPA agreements, our affiliates coordinate 
services across of range of benefit and cost-sharing designs, becoming thought leaders in 
advancing fully integrated D-SNP models across the country. 


We will leverage this experience, including best practices and lessons learned, to implement any 
future expansions and advance the DHCFP’s objectives.  
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System of Care Model and Processes 
Our approach to managing services for expanded populations is built upon the thirteen system of 
care, person-centered principles and best practices to facilitate member- and family-driven services 
and supports that are responsive and meaningful to evolving preferences, support needs, and personal 
goals and preferences. We are dedicated to assisting all members in exploring options that maximize 
community integration and quality of life in alignment with their personal goals. We will accomplish 
this through member engagement, choice, and empowerment; monitoring and reassessment; our 
interdisciplinary care team and care planning model; integrated care and service coordination; and 
member and family support and education. 


We promote a person-centered approach to care planning and perform a comprehensive assessment 
to identify needs, priorities, and goals specific to all the populations we serve. For expanded 
populations, we will develop care plans that are derived from input provided by the individual during 
the assessment and may include an interdisciplinary care team. We match members with care and 
service coordinators who are experienced with and responsible for coordinating the member’s services 
across multiple programs, the member’s diagnosis and circumstances, and complexity of medical or 
behavioral health conditions. 


3.1.9 Future Contracted Vendor Arrangements and Fees 


 


We understand and agree that we may be required to contract with other agencies within the DHHS, 
the Juvenile Justice system, or various Washoe and Clark County entities or affiliates, or other non-
governmental entities affiliated with the government in providing medically necessary services, 
including behavioral health services. We currently contract with agencies within the Department of 
Health and Human Services (DHHS), the Juvenile Justice system, various Washoe and Clark County 
entities, and other non-governmental entities affiliated with the government to provide medically 
necessary services, including behavioral health services. We have relationships with the City of 
Henderson; City of Las Vegas; City of Las Vegas Fire Department; City of North Las Vegas Police 
Department; Clark County Fire Department; Clark County Government; Clark County School 
District; Housing Authority; Las Vegas Metro Police Department; Mexican Consulate; Nevada 
Health Department; Wing and Lily Fong Elementary Schools; the Women, Infants, and Children 
Program; and Washoe County School District that will support the evolution into a contract 
arrangement. 


Clark County School District. We established an exclusive Memorandum of Understanding with the 
Clark County School District that enables us to bring providers into the schools to conduct general 
health, dental, and vision screenings and administer missing immunizations. Since we launched our 
programs to capitalize on back-to-school events, we have held health fairs across Clark County. 
Bringing providers to members and their families helps us close gaps in care while also promoting the 
importance of preventive care and timely well-child care visits with each member’s PCP. Based on the 
success of this initiative, we plan to develop similar partnerships in Washoe County. 


3.1.9 At the State’s sole option, the vendor may be required to contract with other agencies within 
the DHHS, the Juvenile Justice system, or various Washoe and Clark County entities or affiliates such 
as the University Of Nevada School Of Medicine Mojave Mental Health Clinics or other non-
governmental entities affiliated with the government in providing medically necessary services, 
including behavioral health services.  If this option is exercised and there is any resulting expense 
incurred by the vendor, the DHCFP will adjust the capitation rate so that it remains actuarially sound. 
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Wing and Lily Fong Elementary Schools. Mobile health fairs offer 
an excellent opportunity to close gaps in care, emphasize the 
importance of well-child visits, and strengthen personal 
relationships with members and their families. For example, in 
2015, we conducted health fairs with Wing and Lily Fong 
Elementary Schools.  


Nevada Health Department. We conducted vision and dental 
screenings, and Immunize Nevada recorded immunizations 
provided by the Nevada Health Department. We also provided lunch 
to encourage attendance. In addition to screenings, we assisted 
members with other health needs such as locating a PCP. 


Collaboration with UNLV 
Supporting UNLV Initiatives. In addition, our employees participate 
in the monthly University of Nevada School of Medicine (UNSOM) 
Department of Pediatrics school-based health center (SBHC) 
meetings. We recognize the UNSOM is in the process of 
coordinating a transition with the UNLV School of Medicine to 
train, teach and equip future students and faculty in Southern 
Nevada. We have very strong relationships with key individuals at 
the UNLV School of Medicine; including Dean Dr. Barbara 
Atkinson and Associate Dean, 
Dr. Tracy Green. We support 


the fulfillment of the SBHC mission and provide funding 
through a partnership with UNLV School of Medicine. Our most 
recently donated funding will help UNSOM with supplies and 
equipment at four Clark County School District SBHC sites. Our 
support also facilitated the UNSOM Department of Pediatrics 
SBHC to secure a Community Grant from Walmart Foundation. 


Improving Dental Care Access. We will work closely with the 
UNLV School of Dentistry to offer oral health education, 
hygiene instruction, adult and child oral cancer screenings, and 
fluoride application. Pre-doctoral students and post-doctoral 
residents, under UNLV faculty supervision, will provide these 
services during community outreach events such as health and 
wellness fairs. More advanced treatments will be conducted via 
referral at a UNLV clinic site. 


 







 
   


 


3. SCOPE OF WORK 
3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE 


Nevada Managed Care Organization RFP# 3260 Section 3.2 — Page 1 
 


3.2 COORDINATION WITH THE STATE-DESIGNATED HEALTH 
INSURANCE EXCHANGE (HIX) 


 


Through our affiliate health plan in Nevada, we currently offer 45 Silver (including nine American 
Indian/Alaskan Native plans), 4 Gold (including 2 American Indian/Alaskan Native plans), and 16 
Bronze (including 8 American Indian/Alaskan Native plans) Qualified Health Plans (QHPs) on 
Nevada’s State-designated Health Insurance Exchange (HIX). All meet the requirements outlined 
below, assuring our ability to minimize adverse impacts and improve continuity of care for individuals 
and families, resulting from changes in eligibility status or moves between programs. Additionally, 
understanding that DHCFP is interested in Medicaid Transition QHPs on the HIX, our affiliate is 
committed to offering these on the Exchange in 2017. Our Medicaid Transition QHP will have 
pediatric dental and vision benefits embedded in the product.  


Our local affiliate health plan has offered commercial products in the Nevada market for 47 years, and 
has offered core QHPs since the onset of the exchanges in 2014. Our affiliate is the only carrier offering 
QHPs statewide, and will continue to offer a variety of plans for consumers in Nevada in 2007. 


3.2.1 Minimizing Adverse Impacts and Improving Continuity of Care 
for Transitioning Recipients 


 


We are committed to minimizing adverse impacts and improving the continuity of care of members 
(recipients) who move between programs because of changes in eligibility status. Because our parent 
organization currently offers 67 different QHPs on the HIX, through our affiliate health plan in 
Nevada, we can seamlessly transition members between Medicaid and non-Medicaid plans. Our parent 
organization helps mitigate adverse impacts by: 


 Offering a variety of premium assistance via advanced premium tax credits 


 Reducing total out-of-pocket costs via cost share reduction plans based on a member’s income level  


 Mitigating network abrasion by providing a statewide network of providers 


 Offering a substantially similar formulary that meets all of the QHP guidelines 


We describe differences between our Medicaid and non-Medicaid plans in Section 3.2.3 below.  


  


3.2 In addition to providing Medicaid Managed Care services, the vendors are encouraged but not 
required to provide, at a minimum; one (1) Silver qualified health plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX), which could be either a State or 
the federal HIX. Vendors who have or will have a product available on the HIX will receive a higher 
point value in the RFP evaluation. The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that may not 
meet the following standards), as described below. 


3.2.1 The purpose of this request is to minimize adverse impacts and improve continuity of care of 
individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the 
negative impacts related to recipients who move, sometimes frequently, between the programs, due to 
changes in eligibility status. An MCO Transition QHP must: 
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3.2.1.1 Meeting the Requirements of the ACA 


 


We meet and will continue to meet the requirements of the Patient Protection and Affordable Care Act 
and the Health Care and Education Reconciliation Act of 2010 (ACA) and all related federal 
regulations. Our Compliance and Internal Audit department oversees, monitors, and reviews our 
application of these requirements continually.  


3.2.1.2 Meeting the Requirements of the Department of Business and 
Industry, Division of Insurance 


 


As defined in the Affordable Care Act (ACA), a QHP is an insurance plan that is certified by the 
Health Insurance Marketplace, provides essential health benefits (EHBs), follows established limits on 
cost sharing, and meets other requirements outlined within the application process.  


We meet all the licensing requirements and our affiliate meets all the licensing requirement of the 
Nevada’s Department of Business and Industry, Division of Insurance. 


3.2.1.3 Using a Similar Provider Network 


 


We affirm that we use a similar provider network for members who move between Medicaid and non-
Medicaid plans because of changes in their eligibility status. Our health plan and our affiliate have 
similar provider networks across all lines of business (Commercial and Medicaid) in Nevada. Our 
network includes PCPs, specialists, and pharmacy services.  


3.2.1.4 Meeting Geographic Requirements 


 


Our affiliate’s existing provider network extends statewide and offers coverage in 19 other states to 
assist members who are away from home. This extended coverage provides convenient health care 
coverage while a member is out of town and temporarily residing in a participating MCO’s service 
area. This enables us to assure individuals and families with changes in Nevada Medicaid or Nevada 
Check Up eligibility status or members who move, sometimes frequently, between the programs 
because of changes in eligibility status have access to providers in their same geographic areas. As a 
statewide health plan, our affiliate operates in all counties, including the urban Clark and Washoe 
counties where we currently operate. 


  


3.2.1.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care 
and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) and 
the associated Federal regulations; 


3.2.1.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


3.2.1.3 Make a good faith effort to use a similar provider network as is available to those eligible for 
Medicaid; 


3.2.1.4 Be available to consumers in the same geographic area as the geographic area served by the 
vendor’s MCO; 
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3.2.1.5 Coordinating Prior Authorizations 


 


We affirm that we coordinate prior authorizations for members who transition between our affiliate 
Medicaid and non-Medicaid plans. Designated transitional case managers facilitate transitions 
between health plans and benefits. During the transition process, the case manager identifies and 
addresses any potential gaps in care or benefits resulting from the change. 


We further confirm that we are not required to consider out-of-network providers as in-network 
providers for any period of time for members who transition between any other company’s MCO or 
Medicaid plan and our QHP. Figure 3.2.1.5-1 reflects our detailed transition chart. 


Figure 3.2.1.5-1. Minimizing Adverse Impacts on the Continuity of Care for Members Who Move Between Programs 
Because of Changes in Eligibility Status 


 


  


3.2.1.5 Coordinate prior authorizations for recipients who transition between the vendor’s MCO and 
the vendor’s QHP. The vendor is not required to consider out-of-network providers as in-network 
providers for any period of time for recipients who transition between any other company’s MCO or 
Medicaid plan or the vendors QHP; and 
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3.2.1.6 Meeting Formulary Requirements  


 


Our affiliate’s QHPs offer a formulary that meets all of the ACA requirements and is substantially 
similar to our current Medicaid formulary. Of the 48 therapeutic classes compared to our current 
Medicaid formulary: 


 Approximately 75 percent of the therapeutic classes are comparable, meaning the majority of the 
products are covered under both books of business. Specifically, 36 classes are comparable to each 
other with one of the classes having match coverage. 


 Approximately 21 percent of the therapeutic classes are similar; however, either the Medicaid or 
QHP formulary provides additional coverage. Specifically, our Medicaid formulary provides 
additional coverage for over-the-counter products in eight classes and additional coverage for 
preferred products in one class. The formulary provides additional coverage for preferred products 
in one class. 


Further detail follows in Table 3.2.1.6-1. 


Table 3.2.1.6-1. Medicaid vs. HIX Comparison of Formularies 
Therapeutic Class Comparison 
Analgesic and Antihistamine Combination Medicaid provides additional coverage for OTC products 
Analgesics Comparable 
Anesthetics Comparable 
Antiallergy Match coverage 
Antiarthritics Comparable 
Antiasthmatics Comparable 
Antibiotics Comparable 
Anticoagulants Comparable 
Antidotes Comparable 
Antifungals Medicaid provides additional coverage for OTC products 
Antihistamine and Decongestant Combination Medicaid provides additional coverage for OTC products 
Antihistamines Medicaid provides additional coverage for OTC products 
Antihyperglycemics Comparable 
Antiinfectives Comparable 
Antiinfectives/Miscellaneous Comparable 
Antineoplastics Comparable 
Anti-Obesity Drugs Minor difference – Medicaid only covers one product 
Antiparkinson Drugs Comparable 
Antiplatelet Drugs Comparable 
Antivirals Comparable 
Autonomic Drugs Comparable 
Biologicals Comparable 
Blood Comparable 
Cardiac Drugs Comparable 
Cardiovascular Comparable 
CNS Drugs Comparable 
Colony Stimulating Factors Comparable 
Contraceptives Comparable 
Cough/Cold Preparations Medicaid provides additional coverage for OTC products 
Diagnostic Comparable 
Diuretics Comparable 


3.2.1.6 Use a formulary that is similar to that of the vendor’s MCO. 
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Therapeutic Class Comparison 
Eent Preps Medicaid provides additional coverage for OTC products 
Elect/Caloric/H2o HIX provides additional coverage for preferred products 
Gastrointestinal Medicaid provides additional coverage for OTC products 
Herbals Comparable 
Hormones Comparable 
Immunosuppresant Comparable 
Immunosuppresant Comparable 
Miscellaneous Medical Supplies Or Devices Minor difference – covered under Pharmacy for Medicaid; 


covered under DME for HIX 
Miscellaneous Medical Supplies; Devices; Non-Drug Comparable 
Muscle Relaxants Comparable 
Pre-natal Vitamins Comparable 
Psychotherapeutic Drugs Comparable 
Sedative/Hypnotics Medicaid provides additional coverage for preferred 


products 
Skin Preps Comparable 
Smoking Deterrents  Comparable 
Thyroid Preps Comparable 
Unclassified Drug Products Comparable 
Vitamins Medicaid provides additional coverage for OTC products 


 


Going forward, we will implement the fee-for-service (FFS) formulary. The QHP and FFS formularies 
are also similar in that the QHP formulary covers at least one drug in each therapeutic class so there 
would be coverage under the therapeutic classes in the FFS formulary. 


3.2.2 Other QHPs our Company Provides on the Individual and Small 
Business Health Option Program (SHOP) Exchanges within Nevada’s 
HIX 


 


We affirm that our affiliate offers QHPs on the Individual and Small Business Health Option Program 
(SHOP) Exchanges within the State-designated HIX. In fact, our affiliate health plan is the only 
Nevada carrier serving Exchange members in SHOP statewide. Additionally, we affirm that we may 
designate other QHPs (at any of the metal tiers on the Individual or SHOP Exchanges within the 
State-designated HIX) as Transition QHPs, and these QHPs will meet the requirements described in 
this section. We affirm that display of the Transition QHP designation may be included on the website 
of the State-designated HIX where QHPs are sold, as well as other quality indicators, at the discretion 
of the State-designated HIX. 


  


3.2.2 This request does not preclude the vendor from offering other QHPs at any of the metal tiers 
on the Individual or Small Business Health Option Program (SHOP) Exchanges within the State-
designated HIX. Additionally, the vendor may designate other QHPs (at any of the metal tiers on the 
Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if such 
QHPs meet the requirements described in this section. The MCO Transition QHP designation may be 
displayed on the website of the State-designated HIX where QHPs are sold, as other quality indicators 
may be displayed, at the discretion of the State-designated HIX. 
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3.2.3 Compliance Statement 


 


Our affiliate will comply with Section 3.2 of this RFP and will, at a minimum, provide one Silver QHP 
on the Individual Exchange of the State-designated HIX. We currently meet, and will continue to meet, 
this requirement through our affiliate health plan in Nevada which, as detailed above, offers 67 
different QHPs on Nevada’s State-designated HIX. 


Differences Between Title XIX and Title XXI Plans and our Transition 
QHPs  
In addition to the formulary comparisons detailed in Section 3.2.1.6, our affiliate offers competitively 
priced plans designed to identify members and facilitate a seamless transition to an exchange plan 
while addressing any network, formulary, or physician requirements.  


Our affiliate offers a variety of affordable options. A key benefit of our affiliate’s Medicaid Transition 
Plan is the availability of a cost share reduction subsidy (in the form of an advanced premium tax 
credit) that effectively reduces the member’s out-of-pocket expenses by raising the value of the plan.  


Additional Criteria to Minimize Adverse Impacts of Churns 
We maintain policies to minimize adverse impacts as the result of churns. Criteria include offering 
assistance with premiums, cost share reduction plans, a statewide network of providers, and 
substantially similar formularies.  


3.2.4 DHCFP Modifications 


 


We understand and acknowledge that the DHCFP has the right to modify this section to meet the 
requirements and regulations of the State and/or federal HIX, as determined by the Nevada Governor, 
the Nevada State Legislature, the Center for Consumer Information and Insurance Oversight, and/or 
other federal government entities. 


3.2.3 If the vendor is indicating they will be providing a product on the State-designated HIX, they 
must provide a statement indicating willingness to comply with this section. Please describe any 
differences between Title XIX and Title XXI MCO plan and the MCO Transition QHP. Please provide 
any additional criteria that should be included to minimize the adverse impacts of churn. 


3.2.4 The DHCFP reserves the right to modify this Section to meet the requirements and 
regulations of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State 
Legislature, the Center for Consumer Information and Insurance Oversight (CCIIO), and/or other 
federal government entities. 
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3.3 VENDOR DUTIES AND RESPONSIBILITIES 


 


Our senior and key staff currently do and will continue to participate in designated meetings scheduled 
by the DHCFP, including quarterly on-site meetings and monthly and ad hoc teleconferences/ 
videoconferences. During our quarterly meetings with the DHCFP, we discuss strategic issues that 
influence the results of the Nevada Medicaid and Nevada Check Up programs, opportunities for 
program improvements, and the status of ongoing projects. For example, we provide updates on the 
status and results of performance improvement projects that are underway.  


We also work collaboratively and actively participate in meetings with the State’s External Quality 
Review Organization on quality monitoring and evaluation activities. Our Director of Internal Quality 
Assurance Program (IQAP) serves as our lead staff member who attends meetings and works with the 
DHCFP on IQAP activities. 


In addition to our Director of IQAP, various other key staff members regularly engage with the 
DHCFP and participate in meetings. This includes our president and CEO Medicaid health plan, 
Nevada (administrator), Nevada operations manager, medical director, and chief financial officer.  


We also participate in meetings with various stakeholders to advance the goals of the Nevada Medicaid 
and Nevada Check Up programs and gain feedback on our services including: 


 Governor and First Lady’s Drug Abuse meeting in May 2015 at the Governor’s mansion. We 
participated in a stakeholder meeting including breakout sessions focused on solutions for the drug 
abuse epidemic.  


 Nevada Hospital Association meetings working collaboratively with the Association and State on 
key issues and items of interest. 


 Substance Abuse Prevention and Treatment Agency meetings with providers and the DHCFP to 
discuss our managed care program structure and provide training.  


 Applied Behavior Analysis (ABA) project implementation weekly meetings. Key members of our 
health plan attended the ABA task force meetings with the DHCFP. The group met weekly to review 
project plans and presented criteria that was adopted by DHCFP.  


 Public hearings during which we gain insight into issues and concerns from the community. 


 State meetings on grant initiatives where we share our knowledge and insight on relevant initiatives.  


We look forward to continuing our participation in meetings with the DHCFP and its representatives 
at our offices, in Reno and Las Vegas, or at a location of the DHCFP’s choice. 


  


The vendor’s senior staff and other key staff as identified by the vendor shall participate in all 
designated key meetings scheduled by the DHCFP.  The purpose of these meetings includes, but is 
not limited to, contract compliance, the DHCFP auditing functions and responsibilities, access to care, 
quality, and any other applicable issues concerning administration and management of the contract as 
well as program and service delivery.  The frequency of such meetings may include, at a minimum, 
monthly teleconferences and/or videoconferences in addition to quarterly on-site meetings.  The 
location of the on-site meetings will be at either the DHCFP administrative offices in Carson City or a 
site in Las Vegas.  It is the sole responsibility of the DHCFP to provide reasonable advanced notice of 
such meetings, including location, time, date, and agenda items for discussion.   
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3.4 MEDICAL SERVICES 


 


We support the DHCFP in its mission to provide equal access for all eligible members (recipients) to 
quality health care in the most cost-efficient manner possible. We will continue to provide the 
benefits to Medicaid and Nevada Check Up members in the same or greater amount, duration, and 
scope as those covered services specified in the respective State Plans for Title XIX and XXI 
programs, the Nevada Medicaid Service Manual, and as set forth in 42 CFR 440.230. We 
acknowledge that any changes in Title XIX or Title XXI benefit amounts, duration, or scope will be 
preceded by a review of its impact on capitation amounts.  


Providing the Benefits Package 


Together with our affiliate health plans across the nation, we have more than 25 years of experience 
managing all of the services and supports identified in the RFP for adults and children who receive 
their health care through government-sponsored programs. We tailor our programs to the unique 
landscape and prevalent health care conditions in each state with a focus on quality preventive care, 
early intervention, disease management, and appropriate utilization. We have established programs 
and systems that are readily flexible and scalable, as well as knowledgeable employees who will 
assure the needs of members in Nevada are met in a timely and efficient manner.  


As an existing Nevada Medicaid MCO, we are proud to have cultivated positive relationships with the 
DHCFP and other State agencies connected to the Medicaid and Check Up programs over the last 
seven years. We’ve delivered creative solutions that benefit our Nevada members and Nevada 
communities and will continue to be responsive to the State’s changing needs, problems, and new 
priorities. 


Our model in Nevada is built on best practices and lessons learned over more than seven years and 
will address the DHCFP’s goals for members in the Medicaid and Nevada Check Up programs 
through the following:  


 Promoting the effective and efficient delivery of quality physical, behavioral health, and social 
services and supports 


 Tailoring the intensity of case management to each member’s risk factors and needs 


 Delivering tailored, person-centered care plans that include the member’s strengths, needs, goals, 
and preferences 


3.4 MEDICAL SERVICES 
 
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP 
recipients shall not be less in amount, duration, and scope than those covered services specified in 
the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, 
but may be more than stated therein. Any changes in Title XIX or Title XXI benefit amounts, 
duration, or scope shall be preceded by a review of impact on capitation amounts. 
 
MCO's are able and encouraged to provide value added services in addition to Title XIX 
And Title XXI State Plans. The vendor shall describe each of the expanded benefits it proposes to 
offer its recipients by eligible population. 
 
The vendor shall not issue any insurance certificate or evidence of insurance to any Medicaid or 
Nevada Check Up recipient. Any insurance duty shall be construed to flow to the benefit of the 
DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient.  
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 Including programs for members with specialized health care needs such as members with co-
morbid conditions, who are pregnant, with complex behavioral health conditions such as serious 
mental illness and severe emotional disturbance, and who are in the child welfare system  


 Monitoring member progress to identify and address opportunities for service, program, and 
process improvement  


We believe in the value of collaborating with local community agencies, such as the Southern 
Nevada Immunization and Health Coalition and Catholic Charities of Southern Nevada, to conduct 
extensive community outreach with members, families, and providers. To maximize the engagement 
of established programs and services and minimize unnecessary spending, we will leverage our 
ability to develop relationships with organizations that already exist in Nevada today. 


Providing Value Added Services 
We support members in every way we can and are committed to helping members improve their 
quality of life and health outcomes. We designed and deliver Value Added Services that are 
meaningful and specific to prevalent needs of Medicaid and Nevada Check Up members. Weaving 
together flexible and innovative Value Added Services with other needed care gives our members 
additional supports to live their best lives, their way.  


We will offer the Value Added Services described in Table 3.4-1 Description of Value Added Services 
for Enrolled Members by Population at no cost to enrolled members or to the DHCFP. By going 
beyond the required benefits, we achieve lasting and measurable improvements in the holistic health 
and well-being of our members. We inform members about our Value Added Services through our 
new member welcome packet, member handbook, member website, and our employees who have 
direct contact with our members, such as case managers and member services representatives.  


Table 3.4-1. Description of Value Added Services for Enrolled Members by Population 
Value Added Service Description Eligible Population 
Child Day Care We will collaborate with several day care providers at a variety of 


locations to provide free childcare services for members’ children while 
they are receiving covered services. Providing childcare services will help 
improve member access to covered health care services and promote 
satisfaction and well-being. Both parent or caregiver, and child must be 
members, and the child must be 5 years of age or younger. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Holistic Smoking 
Cessation Program 


We will offer members a free smoking cessation program. The program 
includes telephonic outreach, education, nicotine replacement therapy, 
and coaching to engage and empower members and families to make 
positive behavioral changes that impact their use of tobacco. Members 
must be 18 years of age or older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Text-Based Peer 
Support Services 


We will provide free text-based, qualified peer-led crisis support. Text-
based peer supports have proven to be an easily accessible, effective 
resource in helping individuals with daily self-management, social and 
emotional support, linkages to community resources, and ongoing 
support over time. Texters can engage in a collaborative dialogue with 
clinicians to establish rapport and determine service needs including 
needs exploration, suicide risk assessment, mental health symptoms, drug 
and alcohol use screening, social support/ coping and demographics. 
Our qualified mental health professionals will provide counseling and 
crisis intervention as needed. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 
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Value Added Service Description Eligible Population 
Community 
Resource Link 


Members will have free access to this online resource tool of local 
Nevada community-based programs, benefits, and services displayed in 
an easy-to-use format and searchable with GPS technology. This will 
enhance member access to local programs and services available 
throughout Nevada such as housing, food, and transportation. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Books for Babies 
Program 


We will offer members free children’s books, delivered to their home, to 
further support a great start for children and promote parent/child 
interaction and literacy. Newborn members through 24 months of age 
are eligible and can receive a maximum of three age-appropriate books.  


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Family Planning 
Benefit 


We will provide free pregnancy tests to members. This will promote early 
pregnancy determination in the privacy and comfort of the member’s 
own home. Early determination will support member choice for 
engagement in prenatal services and supports earlier in the pregnancy. 
Members must be between 15 and 44 years of age. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Adult Dental 
Hygiene Kits 


We will provide free dental hygiene kits to eligible members. These kits 
will include a toothbrush, toothpaste, dental floss, and oral care 
educational materials and members can request them at any time. This 
will promote healthy, preventive dental care for adult members. Members 
must be 21 years of age or older. 


TANF/CHAP 
Adult Expansion 


Identification 
Support  


We coordinate the process and cover the cost of the replacement 
documents for members who lose their driver’s license, Green Card, 
identification card, or birth certificate. Given the necessity of proper 
identification to access health care services, we understand the 
challenges members may experience after losing their identification. Our 
case managers work with them to help obtain a copy of the original 
document(s). Members must be receiving behavioral health case 
management services. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


General Education 
Diploma™ (GED) or 
HiSET® Assistance 


We pay the costs associated with GED and HiSET exams to support 
members in obtaining a high-school equivalency diploma and improving 
their quality of life. All members are eligible (members under 18 years of 
age must have parental consent). 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Bedside Medication 
Delivery 


We provide delivery of medications to members who are in the hospital or 
homebound to assure the availability of prescribed medications. We know 
that medication adherence and compliance are both critical factors in 
reducing unnecessary ER visits and hospital stays and are critical 
components in maintaining health. All members are eligible except 
Obstetrics and Pediatrics. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Shelter Bed 
Reservations 
Program 


We pre-purchase beds that can be reserved for members on a case-by-
case basis. We work closely with community-based organizations, such as 
the Salvation Army of Southern Nevada, Catholic Charities of Southern 
Nevada, and Las Vegas Rescue Mission to assure the availability of 
shelter beds for members. Members must be 18 years or older. Prior 
authorization is required. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Diabetes-related 
Podiatry Benefits 


We pay for routine podiatry care for adult members diagnosed with 
diabetes to assure essential preventive and follow-up care. The members’ 
PCP is responsible for performing the diabetic foot exam; however, if 
follow-up podiatry care is determined to be medically necessary, members 
access our network of podiatrists for further care. Members must be 21 
years of age or older with a diagnosis of diabetes. Prior authorization is 
required. 


TANF/CHAP 
Adult Expansion 


Boys & Girls Club 
Membership 


We will offer eligible members free membership in Boys & Girls Clubs. 
Boys & Girls Club programs and services promote and enhance the 
development of youth by instilling a sense of competence, usefulness, 
belonging, and influence. This provides a safe place for children to learn 
and grow, develop ongoing relationships with caring professionals, and 
engage in life-enhancing programs and character development 
experiences. Members must be between 5 and 14 years of age. 


TANF/CHAP 
Nevada Check Up 
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Value Added Service Description Eligible Population 
Additional 
Transportation 
Benefits 


We provide bus passes and free rides for members who do not meet the 
eligibility requirements for the fee-for-service transportation benefit. This 
helps our members access the services and supports they need such as 
dropping off and picking up prescriptions and obtaining community-
based resources. We help facilitate transportation by providing bus 
passes, coordinating travel in vans and handicap accessible vehicles, and 
even covering the cost of other transportation such as Uber, Lyft, and 
taxicab rides as appropriate. All members are eligible. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Sports Physicals We cover the cost of one school-required physical examination to 
promote participation in extra-curricular sports, dance, and other 
activities. We believe extra-curricular activities improve the health, self-
esteem, and inclusion of our young members. This offers our young 
members an opportunity to participate in the activity of their choosing. 
Members must be between 6 and 18 years of age. 


TANF/CHAP 
Nevada Check Up 


Telehealth Service Members can access our web-based physician consultation program 
through a video-enabled computer, tablet, or smart phone and receive a 
live audio/video consultation with Nevada-licensed, board-certified 
physicians. The physician can diagnose, make medical 
recommendations, and prescribe medications when necessary. This is 
especially useful in rural communities where local provider access may 
be limited. Members must be 18 years of age or older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Free Additional 
Phone Minutes 


This benefit provides members 200 free bonus minutes when they sign up 
and 100 free additional minutes on their birthday. We inform members 
on the appropriate use of these benefits including unlimited text 
messages to and from anyone and unlimited free calls to our member 
services call center. Members must be 18 years of age or older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Free Phones and 
Phone Card 
Program 


We provide disposable cell phones and phone cards to eligible members 
to support independence and enhance their ability to contact us. 
Members must be in crisis or have been recently discharged and without 
another form of communication.  


TANF/CHAP 
Nevada Check Up  
Adult Expansion 


 


Issuing Insurance Certificate or Evidence of Insurance 
We will not issue any insurance certificate or evidence of insurance to any Medicaid or Nevada 
Check Up member. We acknowledge that any insurance duty shall be construed to flow to the benefit 
of the DHCFP and not to the Medicaid or Nevada Check Up enrolled member. 
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3.4.1 General Information 


 


We have significant experience providing, directly and through qualified subcontractors, the services 
and supports described in the RFP to more than 187,000 members in our Nevada Medicaid and 
Nevada Check Up programs. In addition, together with our affiliate health plans, we serve more than 
6.3 million members across the nation who receive their health care through state-sponsored 
programs. As an established managed care organization, we have knowledgeable and experienced 
employees, as well as proven processes, 
policies, procedures, and systems to see that all 
medically necessary services covered under 
Title XIX and Title XXI State Plans are 
available and accessible to all enrolled 
members in Nevada. We are also well 
positioned to offer our support, services, 
programs, and expertise to support the 
DHCFP in expanding populations to the 
Medical Assistance to the Aged, Blind, and 
Disabled and those receiving Home and 
Community Based Waiver services  


Our approach supports the DHCFP’s needs 
and goals of improving member health, access, 
and satisfaction while maximizing program 
efficiency, effectiveness, integrity, and 
responsiveness – resulting in reduced 
operational costs. Along with our affiliates, we 
successfully serve millions of adults and 
children nationwide by contracting with 
qualified, culturally competent subcontractors 
and providers for the delivery of integrated 
physical, behavioral health, and social services 
and supports that help members achieve the 
health and quality of life they desire and 
deserve. 


  


3.4.1 General Information 
 
Each vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary services 
covered under the Title XIX and Title XXI State Plans are available and accessible to them.  
 
The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s website 
at: 


// f / / S / / /
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We also provide meaningful programs for 
members with specialized health care needs, 
including those with complex behavioral 
health conditions such as serious mental 
illness (SMI) or substance use disorder 
(SUD), HCBS needs, 
intellectual/developmental disabilities 
(ID/DD), severe emotional disturbance 
(SED), child welfare involvement, and 
experiencing homelessness or other social 
determinants. We will continue to work 
closely with the DHCFP and leverage our 
experience to identify, develop relationships 
with, credential, and partner with quality 
organizations and providers with local 
presence, requisite expertise, and knowledge 
of the populations we serve.  


The following are just a few examples of how 
we will address prevalent health care 
concerns and social determinants in Nevada 
by facilitating innovative access to care and 
services: 


 Integrating Behavioral Health into 
Primary Care Settings. We have 
experience integrating behavioral health 
services into primary care settings to 
promote screening for member issues, 
such as depression and SUD, provide 
treatment, monitor member progress, and 
follow up as needed. Through our 
established Primary Care Integrated 
Screening, Identification, Treatment, and 
Evaluation (PC-INSITE) program, we will 
provide on-site training and support by 
behavioral health coaches and supporting 
psychiatrists to improve the detection, 
diagnosis, and treatment of behavioral 
health conditions.  


This program supports Primary Care 
Providers (PCPs) in their roles as de facto behavioral health providers by targeting members with 
issues, such as headaches, nausea, and unexplained pains often unrecognized as symptoms of 
underlying behavioral health conditions. We target depression and SUD because they are 
prevalent among individuals with chronic pain, cancer, diabetes, heart disease, and other chronic 
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health conditions – conditions that have debilitating effects on their quality of life and morbidity, 
a significant impact on prognosis for other medical conditions, and are very costly to the Medicaid 
program.  


 Improving Access for Members with Chronic Conditions. We currently partner 
with a local integrated health care organization with multiple convenient 
locations to offer tailored integrated health care services to our members with 
chronic health conditions. Services are available to adults, and include on-site face-to-face 
primary care and telehealth exams, housing coordination, transportation to community resources 
and social services, as well as therapy for mental illness and medication management. Our 
partnership focuses on a patient-centered model that supports members impacted by social and 
economic challenges during critical times of their care and subsequently addresses preventable 
emergency room (ER) use.  


Each location is staffed by highly skilled and licensed healthcare professionals, including a PCP, 
psychiatrist, and case managers, who provide intensive hands-on support and assure our 
members’ access to the appropriate level of care and community services to support their recovery 
and ultimately improve their health. Additionally, on-site behavioral health case managers 
increase face-to-face engagement by identifying and addressing factors impeding members’ 
management of their health. 


 Addressing the Impact of Homelessness on our Members. 
We understand the prevalence of homelessness in Nevada 
for both young adults and adults, and the negative impact it 
has on member health, access to care, frequent preventable 
ER use and hospital stays, and quality of life. For example, 
young people between the ages of 18 and 24 who are 
experiencing homelessness or are at imminent risk of 
becoming homeless is on the rise in Nevada with a nearly 40 
percent increase since 2014.  


To address this, our case managers work closely with 
members to secure housing through our community housing 
agency partners that offer short-term, stable housing. This is 
paired with an intensive case management program that 
links members to community supports, job training, 
supported employment programs, and permanent affordable 
housing options. Case managers also help members locate 
permanent housing without first using a short-term option. 
Depending on member goals, case managers also collaborate 
with Nevada Partners, Inc. and New Hope to access job 
training, coordinate supported employment, and facilitate 
job placement to help members achieve self-sustainability.  
At all times, we will respect a member’s choice regarding 
living circumstances. 
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 Improving Oral Health Education. We will work closely with the University of Nevada, Las Vegas 
(UNLV) School of Dentistry to offer oral health education, hygiene instruction, adult and child 
cancer screenings, and fluoride application. Pre-doctoral students and post-doctoral residents, 
under UNLV faculty supervision, will provide these services during community outreach events, 
such as health and wellness fairs. More advanced treatments will be conducted via referral at a 
UNLV clinic site.  
While our health and wellness fairs are open to the community, we use the opportunity to 
outreach to our members based upon HEDIS® guidelines on gaps in care and improved access 
and utilization of screening services consistent with age and health risk factors. Member 
outreach, such as posting these events on our Facebook page, promotes attendance and educates 
members on the importance of age-appropriate dental visits. Bringing this dental service to public 
events is part of our commitment to local community engagement and responsiveness to our 
members’ changing needs and priorities. We will also work with WELL CARE Services to offer 
dental services through the UNLV dental partnership. 


 Supporting Organizations that Serve Young Nevadans. We are committed to positively impacting 
the lives of the children and youth in Nevada. We will collaborate with school districts in every 
county to support students from K-12 and their families through school-based health centers and 
during on-site health and wellness events. We will use these opportunities to educate members on 
preventive care and close Early and Periodic Screening, Diagnosis and Treatment (EPSDT) gaps, 
such as immunizations and hearing and vision screening. We will dedicate the majority of these 
financial resources to augmenting school-based health centers in underserved communities or 
Title I schools, which have high percentages of children from low-income families. 


We make financial donations to organizations that impact the well-being and quality of life for 
our young members every day, including Clinics in Schools, The Children’s Cabinet, and Family 
TIES of Nevada, just to name a few. We will also contribute to After-School All-Stars Las Vegas, 
a non-profit organization that provides after-school programs to more than 6,000 youths in 15 
Clark County schools.  


In addition, we will work closely with Positively Kids, Inc. to see that our young members who are 
medically fragile or developmentally delayed receive the holistic care they need and deserve. 
Positively Kids serves children ranging in age from birth to 18 years who suffer from cerebral 
palsy, muscular dystrophy, cancer, heart and lung disease, spina bifida, and many other 
conditions that threaten their ability to survive without medical intervention. 


Our subcontractor and provider network development plan for Nevada includes the following:  


 Timely credentialing and re-credentialing of subcontractors and providers through our 
established processes that meet State and federal requirements and are NCQA-approved 


 Contracting with qualified providers for physical and behavioral health services, as well as 
specialty services, such as SUD, pediatrics, urology, home health, and personal care 


 Subcontracting with organizations that specialize in delivering essential ancillary services, such 
as interpreter, non-emergency transportation, and vision services 


 Partnering with hospitals, Federally Qualified Health Centers, Rural Health Centers, and 
Substance Abuse Prevention and Treatment agencies to expand telehealth opportunities 


 Addressing physician shortages through the recruitment of physician extenders in our network 
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 Supporting School-Based Health Centers to provide EPSDT and preventive dental services 


 Supporting subcontractors and providers in expanding offered services or into other service areas 
to meet the needs of members in hard-to-reach or rural areas 


 Conducting ongoing monitoring of our subcontractors to assure member satisfaction and identify 
opportunities for improvement and expansion 


To foster cultural competency across our health plan, we recruit and contract with culturally diverse 
subcontractors and providers who understand the socio-economic and cultural challenges that 
members in Nevada face that may impact their engagement in needed services. For example, we will 
partner with Research, Education, and Access for Community Health (REACH) as we have in many 
ways over the years to provide culturally and linguistically competent outreach to Hispanic members 
for education on immunizations, prenatal care, chronic diseases such as diabetes, and vision issues 
often related to diabetes. Our subcontractor and provider education and training program in Nevada 
will continue to promote the delivery of culturally competent services, supports, and programs that 
are compatible with our members’ individual cultural health beliefs, practices, and preferred 
languages.  


3.4.2 Furnishing Same Services as Fee-for-Service Medicaid 


 


We will furnish services in the same amount, duration, and scope as fee-for-service Medicaid as set 
forth in 42 CFR 440.230. We combine nationally recognized best practices and the collective 
experience of affiliates in 19 other states with our local knowledge and experience serving Nevadans 
across all stages of life to assure access to the most appropriate services and supports. We have a 
strong regional infrastructure in place with well-established processes, a robust provider network, 
and local and experienced leadership and staff who know Nevada and have served members in the 
Nevada Medicaid and Nevada Check Up programs. 


3.4.2.1 Managing Services in Sufficient Amount, Duration, and Scope 


 


We care deeply about the health and well-being of our members and improving Nevada communities. 
Our policies, processes, and programs support accessibility and availability of services in the right 
amount, duration, and scope so that members have the best outcomes and quality of life. We will 
continue to assure services comply with all State requirements and are sufficient in amount, 
duration, and scope to achieve the purpose for which they were furnished. 


To achieve this, we have well-established checks and balances in 
place to make sure members are receiving the appropriate care 
and services. Our Utilization Management (UM) program, in 
collaboration with other departments such as our national 
Disease Management Centralized Care Unit, Case Management 
Department, and Quality Management Department, facilitates 


3.4.2 The vendor must furnish services in the same amount, duration and scope as services 
furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states 
that the vendor: 


3.4.2.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be 
expected to achieve the purpose for which the services are furnished; 
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the delivery of the most appropriate medically necessary care and services in the most appropriate 
setting for both physical and behavioral health services.  


Under the direction of our medical director, our UM program guides appropriate clinical decision-
making through our established processes, policies, and procedures for the following:  


 Prior authorization including medical necessity, required timeframes, clinical criteria, clinical 
practice guidelines, nationally-recognized best practices such as the Substance Abuse and Mental 
Health Services Administration (SAMHSA) guidelines for substance use disorder, and locally-
recognized practices such as the Applied Behavioral Analysis (ABA) Guidelines for the treatment 
of Autism Spectrum Disorder, and adverse determinations  


 Physical and behavioral health integrated rounds 


 Concurrent and retrospective review 


 Discharge planning and coordination 


 Monitoring of appropriate decision making through Inter-Rater Reliability testing and record 
review 


Our Quality Management Department also conducts ongoing monitoring of under- and over-
utilization to assure members receive the most appropriate services through review and analysis of 
ER and hospitalization data, member and provider satisfaction surveys, grievances and appeals data, 
and other available information. 


3.4.2.2 Preventing Arbitrary Denials or Reductions of Needed Services 


 


We are committed to providing the most appropriate care in the most appropriate setting, while 
maintaining and managing available resources. In accordance with 42 CFR 440.230, we do not 
arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of 
diagnosis, type of illness, or condition of the member. We use funds in a manner that supports our 
members’ needs and do not deny reimbursement of covered services based on the presence of a pre-
existing condition. We base UM decisions only on appropriateness of care or service and existence of 
benefit coverage.  


WE DO NOT: 


 Reward practitioners, employees, or other individuals for issuing denials of coverage 


 Base decisions about hiring, promoting, or terminating practitioners or other staff on the 
likelihood or perceived likelihood that they support, or tend to support, denials of benefits  


 Structure compensation to individuals or entities that conduct UM activities to provide incentives 
for the individual or entity to deny, limit, or discontinue medically necessary covered services to 
any member in accordance with regulations 


We approve medically necessary benefits and services covered in Nevada Medicaid and Nevada 
Check Up programs based on our processes, policies, procedures, and sound clinical judgment that 
adhere to State, federal, and Contract requirements. Any decisions to deny service requests are made 
by our licensed Nevada-based medical director, behavioral health or obstetrics (OB) medical 
directors, pharmacist, or other designated, qualified physicians/practitioners. If our experts within 


3.4.2.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely 
because of diagnosis, type of illness, or condition of the recipient; 
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the organization need additional expertise to make a decision about a service or condition, we seek 
consultative review from additional Nevada-based professionals.  


We improve overall clinical administrative efficiency through our provider collaboration efforts. We 
work with providers to assure all communications are current and proactive whenever possible, and 
to resolve any identified issues on an ongoing basis. We continually educate, monitor, and assist 
providers in our network in the submission of necessary clinical data that supports timely and 
accurate authorization decisions. This includes provider education on services that require 
authorization and how to access, complete, and submit required documentation including correct 
coding, specific services requested, and the member’s diagnosis. We also educate members on 
services that require authorization through our Member Handbook and member website. We conduct 
annual reviews of denials and appeals data to identify opportunities to address trends in provider and 
employee training needs, design targeted interventions for providers and employees who may be 
having specific difficulties, and adjust our processes as needed.  


3.4.2.3 Placing Appropriate Limits on Services 


 


Our experienced clinical employees and established processes, policies, and procedures make sure 
appropriate limits on services are based on the same criteria applied under the Title XIX and Title 
XXI State plans. We do not employ utilization controls or other coverage limits to automatically place 
limits on benefits and services such as length-of-stay for inpatient services and length-of-service for 
outpatient levels of care.  


Our clinical employees determine the most appropriate admission, continuation of care, and 
discharge by leveraging the following: 


 Their own sound clinical expertise in physical and behavioral health utilization management 


 Thorough review of service request authorization information provided by the requesting 
provider, including the member’s diagnosis and symptoms, care history, living environment  


 Appropriate adherence to medical necessity, clinical practice guidelines, federal requirements 
such as the Mental Health Parity Act, and nationally-recognized best practices created by 
specialists in their area of expertise, such as best practices for residential treatment for children, 
youth, and young adults in the child welfare system 


 Open discussions with professionals involved in the member’s care such as the PCP, specialty 
provider, hospital and nursing facility staff, and community-based organization providing services 
and supports, such as home health, personal care, and respite services  


 Direct consultation with our medical director, behavioral health and OB medical directors, 
pharmacist, or other health plan clinical expert as needed for complex conditions 


  


3.4.2.3 May place appropriate limits on a service on the basis of criteria applied under the Title XIX 
and Title XXI State plans, such as medical necessity, or for the purpose of utilization control, 
 provided the services furnished can reasonably be expected to achieve their purpose; and 
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3.4.2.4 Specifying “Medically Necessary Services” 


 


We believe that every individual deserves the most appropriate, effective, high-quality physical and 
behavioral health services and community-based supports for his or her condition at the right time, 
in the right amount, and in the right location. We cover services related to preventing, diagnosing, 
and treating our members’ health impairments, as well as supporting member ability to achieve age 
appropriate growth and development and attain, maintain, or regain functional capacity. Our UM 
program is no more restrictive than the State Medicaid and CHIP program as indicated in State 
statutes and regulations, the Title XIX and Title XXI State Plans, and other State policy and 
procedures, including the Medicaid Services Manual (MSM).  


Our medical necessity and authorization guidelines align with the requirements in the MSM (Section 
103.1), are not more restrictive that what is used by the State, assure the delivery of health care 
services and supports that are based on each member’s individual needs, and take into account the 
following:  


 Type, frequency, extent, location, and duration of treatment with scientifically based guidelines of 
national medical or health care coverage organizations or governmental agencies 


 Level of service that can be safely and effectively furnished, and for which no equally effective 
and more conservative or less costly treatment is available 


 Services are delivered in the setting that is clinically appropriate to the specific physical and 
behavioral health care needs of the member 


 Services are provided for medical or mental/behavioral reasons rather than for the convenience of 
the member, the member’s caregiver, or the health care provider 


We believe that scientific evidence is essential in the development of informed decision-making 
processes. Our medical necessity definition takes into account the ability of the service to support 
members in a community based setting, when the setting is safe, and there is no less costly, more 
conservative, or more effective setting. Our clinical practice guidelines serve as a decision support 
tool to assist our clinicians in ensuring the most appropriate treatment setting and consistency of 
care for each member. As described more fully in Section 3.10.19 Utilization Review, our UM 
processes, policies, and procedures require the evaluation of medical necessity for health care 
including services and levels of care according to established criteria and clinical practice guidelines. 
They also assure that only Nevada-licensed clinical staff make decisions regarding medical necessity 
within the scope of their position and training.  


  


3.4.2.4 Must specify what constitutes “medically necessary services” to the extent to which the 
vendor is responsible for covering services related to the prevention, diagnosis and treatment of 
health impairments; the ability to achieve age appropriate growth and development; and the ability to 
attain, maintain, or regain functional capacity in a manner that is no more restrictive than that used in 
the State Medicaid and CHIP programs as indicated in State statutes and regulations, the Title XIX 
and Title XXI State Plans, and other State policy and procedures, including the Medicaid Services 
Manual (MSM).  
 
The MCO can utilize different authorization requirements than what is used by the State, as long as 
they are not more restrictive.  
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3.4.2.5 Managing Authorization Requests 


 


We take great pride in providing the right care for our members. Along with our affiliates across the 
nation, we have successfully received, processed, and monitored authorization requests that assure 
members receive medically necessary services in the amount, duration, and scope needed for the 
member’s condition for more than 25 years. We always strive to make sure employees, 
subcontractors, providers, and all other individuals involved in member care decisions understand 
that this is the goal. As described below and in detail in Section 3.10.19 Utilization Review, we have 
the experienced clinical employees and the necessary policies and procedures to process initial and 
continuing service requests effectively and efficiently.  


Establishing and Following Written Policies and Procedures 
Our prior authorization policies and procedures support key program goals and guiding principles 
such as the following: 


 Prior authorization and concurrent review decisions are supervised by qualified medical 
professionals 


 Efforts are made to obtain all necessary information, including pertinent clinical information, 
and to consult with the requesting provider, as necessary 


 Reasons for decisions are clearly documented and available to the member 


 Consistency with the provision of covered medically necessary medical, behavioral health, and 
dental care are in accordance with community standards of practice 


 Authorizations that are less in amount, duration, or scope than requested are made by our Nevada 
-licensed medical director, behavioral health or OB medical directors, pharmacist, or other 
qualified designee  


 Well-publicized and readily available mechanisms for member grievances and appeals as well as 
provider disputes highlight that providers may pursue an appeal on the member’s behalf  


 The Notice of Action, including a description of how to file an appeal, is provided to the member 
and provider within required timeframes  


 Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled member and within required timeframes 


3.4.2.5 Must, for itself and its subcontractors, have in place and follow, written policies and 
procedures for the processing of requests for initial and continuing authorizations of services. 
 
The vendor must have in effect mechanisms to ensure consistent application of review criteria for 
authorization decisions and consult with the requesting and/or servicing provider, when necessary. 
 
The vendor shall monitor prior authorization requests. The DHCFP, at its sole discretion, may 
require removal of the prior authorization requirement based on reported approval percentage rates, 
to align prior authorization procedures across delivery entities, and if determined necessary for the 
proper administration of the Medicaid program.  
 
Any decision made by the vendor to deny a service authorization request or to authorize a service in 
an amount, duration, or scope that is less than requested, must be made by a health care 
professional who has appropriate clinical expertise in treating the recipient’s condition or disease. 
 
The vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. 
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 Evaluation of the effects of the program are completed using data on member satisfaction, 
provider satisfaction, or other measures 


 Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, we do not provide incentives for the 
employee or entity making the authorization decision to deny, limit, or discontinue medically 
necessary services to any member 


 Provisions for authorization delegation assure the delegate meets all standards 


We continuously evaluate our practices so that prior authorization achieves its intended purpose and 
is not an impediment to the timely delivery of medically necessary services. We support our members 
when assessment or other requirements are needed before 
accessing the care, such as scheduling appointments, arranging 
transportation, and providing a list of available providers to 
deliver the required services, to prevent interruption or delay 
due to scheduling or other arrangements. 


Assuring Consistent Application of Review Criteria 
Performance Monitoring is a formalized function within our organization. Our monitoring activities 
help identify opportunities for improvement that can lead to delivery of higher-quality services and 
more efficiency of operations, resulting in cost savings. Monitoring for standardization helps better 
identify gaps in processes that inhibit efficiency and effectiveness of our programs. We designed our 
Inter-Rater Reliability (IRR) program to assess the consistency and adherence to our policies and 
processes as related to UM practice. The consistency with which health care professionals involved 
in UM apply criteria in decision-making is evaluated at least annually.  


Our IRR program assesses the consistency and adherence to organizational UM policy and process. 
We assure that members and practitioners receive fair and consistent treatment in the coordination 
and approval of our decision not to approve payment for health care services. Our IRR program 
results in the following:  


 Knowledge of nationally accepted, evidence-based criteria, health plan medical and behavioral 
health UM guidelines, American Society of Addiction Medicine guidelines, and Pharmacy 
criteria/guidelines 


 Minimized variation in the application of guidelines 


 Employee recognition of potentially avoidable or inappropriate utilization 


 Identification of employees who need additional training 


 Identification of potential risk due to inconsistency in the application of guidelines 


We use appropriate mechanisms, such as hypothetical UM test cases or a sample of UM 
determination files using a National Committee for Quality Assurance (NCQA) approved auditing 
method, to evaluate the consistency of application of criteria. Physician and non-physician reviewers 
are assessed in applying medical necessity criteria to promote consistency and accuracy in the 
application of the criteria. Licensed clinical UM staff, including behavioral health and pharmacy, 
who apply medical necessity criteria participate in the IRR process. IRR results, as well as aggregate 
national results, are reported to our Quality Assurance (QA) Committee. We identify opportunities 
for improvement and develop action plans to address them.  
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We conduct an annual evaluation of our UM program, including clinical and service outcomes for 
medical and behavioral health, in comparison to program objectives and activities. We submit the 
results to our Medical Advisory Committee (MAC) and QA Committee for review and approval 
annually. Results and recommendations become the basis for the following year’s activities, and we 
may carry over unrealized goals and objectives to the subsequent year. As a component of the 
program evaluation, we conduct provider surveys to determine satisfaction with the UM process.  
We identify opportunities for improvement and initiate actions to meet our goals and member and 
provider expectations. We continuously monitor results through ongoing surveys.  


Monitoring Prior Authorization Requests 
Prior authorization monitoring is an integral part of our information and reporting systems. Prior 
authorizations are entered in our Core Operating System, thus allowing us to easily access 
authorizations, provider information, reimbursement, claims payment, and much more in a single 
system. As per our policies and procedures, all correspondence and notes in the prior authorization 
tracking system are signed and suffixed by clinical staff. Our system tracks all users’ input with 
automated date and time stamping, allowing us to easily audit and provide detailed reporting as 
needed. To promote compliance, specific job functions are assigned to control access and 
administration rights by job roles and responsibilities.  


Additionally, our prior authorization documentation processes require our employees to record the 
following information for each approval: 


 Name and title of caller 


 Date and time of call, fax, or online submission 


 Prior authorization number 


 Time to determination, from receipt 


 Approval and denial count  


We assign authorizations a tracking number and tie them to the member and provider so that we can 
easily match them to claims. The authorization system allows the UM team to enter notes and 
updates within the record. For example, if a member is hospitalized and clinical information is 
needed to make determinations, then the UM team can place the updates in the system and track the 
status of approvals or denials. In addition, our tracking and reporting systems maintain a historical 
record of notes so that no one can override any information previously placed within the system.  


Making Adverse Determinations 
All decisions to deny service requests are made by our medical director, behavioral Health and OB 
medical directors, pharmacist, or another designated, qualified physician/practitioner. If our experts 
need additional expertise to make a decision about a service or condition, we seek consultative review 
from additional professionals. We are particularly well positioned in this regard due to our 
abundance of qualified medical personnel across our organization with a wide variety of expertise. 
Only in the most unusual circumstances is it necessary to seek medical consultation regarding 
service requests outside of our health plan. In those instances where this is necessary, we contract 
with local, Nevada-licensed practitioners as much as possible.  
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We deny service requests only if those services are not covered in the Nevada fee-for-service program 
or if the service requested does not meet medical necessity criteria. We do not deny any medically 
necessary treatment or services. We attempt to avoid denial of service requests because of failure to 
meet medical necessity or other relevant criteria. Our UM clinicians work collaboratively with 
providers and facilities, discussing cases, asking for additional clinical information to clarify the 
need for the services, or finding an alternative service package that would better address the 
member’s condition. If no further information or alternative service package can be identified and 
we cannot approve the request, then we forward the request to our medical director, behavioral 
health and OB medical directors, or pharmacist for further review. Our goal is to develop a 
collaborative working relationship with providers so that they see us as a clinical resource rather 
than a roadblock or barrier to members receiving care. 


If we make an adverse medical necessity determination, we communicate the decision to the provider 
verbally and via fax within one business day, followed by written notification to the provider and 
member. We make prior authorization criteria available to providers and members upon request. Any 
denial or decision that the member or provider disagrees with can be appealed and is reviewed by our 
professionals skilled with the relevant clinical expertise of the member’s condition.  


Coordinating Prior Authorizations and Edit Patterns 
Our employees are familiar with and experienced at coordinating prior authorizations and edit 
patterns with those in fee-for-service programs. Our detailed written policies and procedures align 
with NCQA standards, the DHCFP requirements, and the existing fee-for-service program in 
Nevada. We continually refine our processes, including modifying the list of procedures requiring 
authorization, based on extensive data analysis and re-engineering operations to simplify the process 
for providers.  


Our UM efforts concentrate on engaging providers in productive dialogue regarding authorization of 
behavioral health and physical health services to promote access to the level of care that drive the 
best health outcomes. Rather than using UM as a mechanism for authorization or denial of 
requested service, we use it to address our members’ health challenges creatively. We augment those 
with nationally recognized guidelines to promote clinical integrity in all decision-making.  


Our local MAC, which includes network providers, reviews our guidelines annually. We continually 
monitor IRR audits to assure our clinical decision-making employees exceed compliance thresholds, 
demonstrating consistent application of guidelines. Our medical director, behavioral health and OB 
medical directors, or pharmacist reviews all situations in which authorization requests do not meet 
clinical guidelines. 
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3.4.2.6 Objecting to Services Based on Moral or Religious Grounds 


 


We do not have any objections on the basis of moral or religious grounds to provide, reimburse, or 
provide coverage of a counseling or referral service. Members have access to all covered benefits 
including methods of contraception approved by the federal Food and Drug Administration, such as 
long-acting reversible contraceptives (LARCs). LARCs are available as a pharmacy benefit or are 
reimbursable to providers for placement during a post-partum stay. 


3.4.2.7 Maintaining an Adequate Network 


 


We support our provider network with DHCFP-approved provider agreements and will continue this 
practice under the new Contract. In developing and maintaining the network, we will continue to 
take into consideration the following:  


 Anticipated enrollment 


 The numbers of network providers not accepting new members 


 Expected utilization of services, taking into consideration the characteristics and health care 
needs of our Nevada Medicaid and Nevada Check Up members 


 The numbers and types (in terms of training, experience and specialization) of providers required 
to furnish the contracted services 


 The geographic location of providers and members, considering distance, travel time, the means 
of transportation ordinarily used by members, and whether the location provides physical access 
for members with disabilities 


We provide further detail on each of the elements in sections A through E.  


3.4.2.6 If the vendor elects not to provide, reimburse for or provide coverage of, a counseling or 
referral service because of an objection on moral or religious grounds, the vendor must furnish 
information about the services it does not cover to the DHCFP with its application for a Medicaid 
contract and whenever it adopts such a policy during the term of the contract. 


3.4.2.7 Must maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract 
for all eligible recipients enrolled in the vendor's managed care program. In establishing and 
maintaining the network, the vendor must consider the following: 
 


A.  The anticipated DHCFP recipient managed care enrollment; 
B.  The numbers of network providers who currently are and are not accepting new Medicaid and 


Nevada Check Up recipients; 
C.  The expected utilization of services including a description of the utilization management 


software or other process used by the plan, taking into consideration the characteristics and 
heath care needs of specific Medicaid and Nevada Check Up populations; 


D.  The numbers and types of providers required to furnish the contracted Medicaid covered 
services; and 


E.  The geographic location of providers and enrolled recipients, considering distance (pursuant to 
NAC 695C.160), travel time, the means of transportation ordinarily used by recipients, and 
whether the location provides physical access for recipients with disabilities. Primary Care 
Provider (PCP) or Primary Care Site may not be more than 25 miles from the enrolled place of 
residence without the written request of the recipient.  
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Our comprehensive Nevada provider network 
includes specialized medical, behavioral, 
vision, and other providers with experience 
serving the DHCFP’s covered populations. 
Our network includes more than 7,700 
providers specifically contracted to meet the 
needs of our Nevada Medicaid and Nevada 
Check Up members. Our network meets or 
exceeds DHCFP network access standards. 
We go beyond minimum network access 
standards to seek out providers delivering 
high quality, comprehensive, and specialized 
services to our members, when and where 
they need it the most. We do not include 
providers from other product lines in our 
network sufficiency analysis. Our specialized 
Medicaid provider relations employees live 
and work in Nevada, know our members and 
our providers, and offer ongoing focused 
technical assistance and support to our 
Medicaid provider network.  


Due to limited availability of some specialties 
within Nevada, such as pediatric subspecialty 
providers and transplant services, as well as 
limited provider capacity in parts of Washoe 
County, we facilitate in-network 
transportation, telemedicine, and other services such as home visits, as well as timely access to non-
network providers so members can access the full range of services quickly, regardless of network 
capacity. We will continue to do so under the new Contract. 


Our comprehensive network is already contracted, credentialed, and serving Nevada Medicaid and 
Nevada Check Up members. We have recruited more than 500 new providers over the last 12 months. 
We will continue to focus our efforts on network monitoring and enhancement activities, improving 


access through contracting with new providers, and assuring 
our network continues to meet emerging member needs. Our  
experience serving the Nevada Medicaid program assures 
members will continue to receive care delivered by providers 
they know and trust and eliminates the potential disruption 
associated with a transition to a new vendor.  
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Our proven experience in Nevada uniquely positions us to anticipate Medicaid enrollment; evaluate 
member needs, preferences, and utilization patterns; and demonstrate our ongoing commitment to a 
robust and responsive provider network. We routinely review 
the overall member enrollment to gauge our network against 
the total eligible population. This allows us to understand the 
scope of eligible individuals, and anticipate and meet the needs 
of any increase in enrollment. We also conduct ongoing 


analysis of clinical data to make sure the 
network contains the appropriate mix of 
providers to serve our members. 


We are ready to expand our provider network to meet any future 
changes in covered services, geographic service areas, covered 
populations, and legislative requirements. As part of a national 
organization that is a recognized leader in Medicaid and 
managed Aged, Blind, and Disabled (ABD), and Home and 
Community-based Services (HCBS), we will leverage the best 
practices of our affiliate health plans as well as our Nevada 
experience to develop comprehensive provider recruitment plans 
if additional Nevada counties, services, or populations should be 
included in the Medicaid program.  


In anticipation of additional geographic service or populations 
areas being added, we have completed an analysis of provider availability across all areas of the State 
using all available data sources including State Medicaid provider enrollment data, our commercial 
affiliate's statewide network data, and data from other sources. We have begun outreach to providers 
to verify data and the services they provide. We have developed a provider recruitment plan for 
building statewide Medicaid and ABD, and HCBS networks if the DHCFP should decide to expand 
into additional geographic areas and populations in the near future. We will leverage our 
commercial affiliate's statewide network to contract for Nevada Medicaid and target additional 
providers who have provided services to Medicaid members. 


A. Anticipated Enrollment 
Knowing how important it is for our members to access care when and where they need it, we make 
sure our network is available to serve current and anticipated enrollment in compliance with the 
DHCFP’s access standards. We monitor our network to confirm compliance with contractual 
requirements and NCQA standards related to access to care and quality of services using GeoAccess 
reports and other data. Based on an analysis of current and future needs including anticipated 
enrollment, we develop and maintain work plans that identify specific network development activities.  


The work plans are developed and managed in accordance with the DHCFP’s network access and 
adequacy requirements, health plan policies, anticipated service needs of our enrollment, and the 
anticipated timeframes for completion. Our senior network development leadership review the work 
plans with applicable staff and other departments, monitor progress, and update and revise activities 
as necessary. We make specific assignments to appropriate staff to oversee identified network gaps.  
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B. Providers Accepting New Medicaid and Nevada Check Up Members 
We review provider panel status to confirm that an adequate number of practices are open to new 
members. Representatives monitor practices with closed panels to identify opportunities for re-
opening closed primary care practice panels. Our Primary Care Provider (PCP) agreements require 
providers to accept members up to the specified capacity limits.  


During the contracting and credentialing process, PCPs may 
designate when they are open to accept new members or are 
limiting enrollment to current patients. We maintain an 
expectation that if a PCP closes his or her panel, that action is taken for all populations and payers. 
We adjust our capacity estimates to account for PCPs who are accepting only current patients or are 
not open to new Medicaid members.  


C. Expected Utilization of Services 
We analyze the expected populations and the services they need. We currently meet or exceed the 
DHCFP’s member-to-provider ratios, assuring appropriate access for services. We will continue to 
have at least one full-time equivalent PCP, considering all lines of business for that provider, for 
every 1,500 members per service area. PCPs practicing in conjunction with a health care 
professional will continue to have at least one full-time equivalent PCP, considering all lines of 
business for that provider, for every 1,800 members per service area. Our PCP-to-enrollee ratio is 
3.78 PCPs per 1,500 enrollees for Clark County, and 8.95 PCPs per 1,500 enrollees for Washoe 
County, exceeding DHCFP standards.  


We also examine travel time for specialists, particularly higher volume specialists such as OB/GYNs, 
cardiologists, psychiatrists, allergists, dermatologists, gastroenterologists, general surgery, 
ophthalmologists, orthopedic surgeons, behavioral health providers, and dentists. This assures we 
have adequate capacity to absorb variations in utilization caused by changes in populations and 
other variables. Our specialist-to-enrollee ratio is 33.6 specialists per 1,500 enrollees for Clark 
County and 74.4 specialists per 1,500 enrollees for Washoe County, exceeding the DHCFP standard 
of one specialist for every 1,500 members. 


We maintain data on services requested, authorized, provided, and denied on our care coordination 
system. We support utilization management requirements within our system including the transition 
and continuity of care, prior authorization and pre‐certification requirements, concurrent reviews, 
and reports that support utilization management activities and analyses. A dedicated internal team of 
highly skilled and experienced technology professionals delivers support and is committed to 
providing solutions to best serve members, providers, and state agency customers. We know 
technology can be a powerful tool that improves operations and delivers measurable impact to 
members and providers. Data from the system provides our Provider Relations team with information 
on the characteristics and heath care needs of specific Medicaid and Nevada Check Up populations, 
which in turn informs our network development strategy. We also use data from the system to 
continually look for new ways to ease the operational burden on providers related to claims and 
authorizations.  
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D. Number and Types of Providers 
Our comprehensive, contracted network is already in place to continue to meet the needs of Nevada 
Medicaid members as of the program effective date. Our network of more than 7,700 providers 
includes all provider types needed to deliver the full range of covered services and has the capacity to 
accommodate additional enrollment. Network recruitment efforts are continuous and we proactively 
look for opportunities to expand our network. We will demonstrate network adequacy during the 
readiness review through the submission of GeoAccess reports as required by the DCHFP.  


We use a proactive approach to network development and 
contracting that leverages our deep understanding of Nevada’s 
provider community and the health care needs of Nevada 
Medicaid members. Our objective is to anticipate and plan for 
potential future network gaps. We understand the complexities 
surrounding Medicaid provider network development and 
expansion and we have the knowledge, tools, and experience 
necessary to continue to maintain a comprehensive Nevada Medicaid network that offers members a 
selection of providers. Our systems, employees, policies, and procedures allow us to accurately 
credential, train, and re-credential the full spectrum of providers in a timely and efficient manner.  


We are successful at developing innovative network solutions that meet the emerging needs of our 
members. For example: 


 Behavioral Health/Medical/Injection Clinic. We developed an innovative relationship with an 
exclusive provider partner to open a Behavioral Health/Medical/Injection Clinic. The Clinic 
expands access and provides a more effective approach to meeting the needs of our members who 
typically cycle through the ER, receive expensive medications in the hospital, and are less likely to 
comply with their treatment plan as prescribed. Through the Clinic, which currently serves 500 
members per month, members can receive monthly injections of long-lasting medications 
eliminating the need for oral medications and decreasing ER utilization. Field case managers 
work directly with members in the community to assure they keep their clinic appointments and 
get the medication they need. 


 Collaboration with Specialists. We successfully collaborate with specialists who traditionally do 
not provide services to the Medicaid population. Through our collaborative approach to 
addressing the needs of these specialists, we have successfully contracted with providers such as 
Reno Orthopedic Center and Sierra Neurosurgeons to provide comprehensive orthopedic and 
neurosurgical services to our members in Washoe County. 


 Expansion Needs: Skilled Nursing and Long Term Acute Care. We successfully enhanced our 
network to meet the needs of new populations. For example, prior to the recent expansion our 
need for Skilled Nursing Facilities (SNFs) was limited. However, that changed with the additional 
membership and we grew our SNF network from two to 28 providers. We also increased Long 
Term Acute Care (LTAC) providers from one to five to meet the new needs of the changing 
population. 
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 Expansion Needs. Substance Abuse Prevention and Treatment Agencies, Behavioral Health 
Facilities and Applied Behavioral Analyst Providers. We are the only Medicaid Managed Care 
Organization that contracts with both licensed and non-licensed SAPTA (Substance Abuse 
Prevention and Treatment Agencies) providers. More than two years ago, when SAPTA provider 
services were first carved into managed care, we worked directly with these providers to complete 
enrollment and contracting, including helping them take steps to qualify as Medicaid providers. 
We also expanded our behavioral health network by adding five new behavioral health facilities 
and expanding our network of applied behavioral analysts (ABA) providers to treat members with 
autism.  


E. Geographic Location of Providers and Members. 
We target all available providers within the travel distance requirements established in the RFP and 
pursuant to NAC 695C.160, including providers in contiguous states that also fulfill the travel and 
distance requirements. Travel time and distance standards vary between urban and rural areas to 
account for the different means of transportation available in those areas, such as availability of 
public transportation. We do not assign members to a PCP or 
Primary Care Site (PCS) that is more than 25 miles from their 
residence without the member’s written request. Based on 
current GeoAccess reports, 100 percent of our members meet 
the DCHFP standard for access to PCPs or PCSs within 25 
miles of their residence. 


We evaluate our quarterly GeoAccess reports for network adequacy to identify network gaps. These 
tools allow us to conduct address-based geocoding. The system assigns geographic coordinates to 
locations based on the street address of providers and members. GeoAccess reporting features 
evaluate network adequacy for physical and geographic access including the following: 


 Member Accessibility Summary—Provides an overview of the entire analysis displayed in a given 
report. It details the number and percentage of members with and without access to a PCP and 
pediatrician, as well as key specialists (for example, number and percentage of members with and 
without access to an OB/GYN). 


 Access Comparison—Provides a graph that demonstrates the point at which the percentage of 
members attains compliant status with the specified provider type and defined access standard.  


 Accessibility Detail—Presents counts of members with and without access to care under the 
defined access standards. It provides the total number of members, providers, and a member-to-
provider ratio for the demographic or geographic area analyzed. The report also provides a 
detailed analysis of a member’s choice of up to five providers and the average distance to achieve 
that access. 


 Geographic Overview Maps—Displays PCP and specialty care provider locations by geographic 
area. 


 Provider and Member Location Maps—Plots members and providers of any or all specialty/ 
specialties, or combinations of both; these maps overlay the provider network against the 
enrollment base with the appropriate radius encompassing each provider to identify geographic 
coverage in a particular area. 
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Provider services staff diligently monitor network adequacy, 
anticipate future needs, and promptly identify gaps to make 
sure that members have access to care and we continue to meet 
the DHCFP’s standards. We use our proven techniques to 
monitor and evaluate our network and seek input from various 
sources (members, providers, stakeholders, the DHCFP, and 
others) to make sure our members have ample choice of 
providers.  


We identify and report network gaps in our provider network 
and collaborate with the DHCFP to improve access, including 
encouraging providers to enroll as Nevada Medicaid providers. 
We submit regular and ad hoc Provider Network Reports in accordance with the DHCFP’s 
requirements. 


Additional Data Sources Used to Monitor Access to Care 
In addition to GeoAccess reports, we use other data sources to gather and analyze information. To 
monitor access to care, we review results from routine secret shopper calls to provider offices, annual 
access to care survey results, and Member Services Call Center feedback. To monitor quality of 
services, we review quality of care concerns. Some measures allow us to monitor both access to care 
and quality of services including HEDIS® scores, administrative data review, grievance and appeals 
data, and member satisfaction surveys. We describe each of these in the following list. 


 Routine secret shopper phone calls are placed weekly to collect data from the provider network 
regarding appointment availability and access to care including hours of operation, and after-
hours availability. We document provider responses in our database and analyze the data to 
confirm compliance, identify any potential quality improvement opportunities, and make sure 
accurate information is maintained in our data system and the provider directory.  


Each of our nine provider relations representatives is responsible for making 20 secret shoppers 
calls each week. We immediately reach out and assist those providers who are not meeting 
standards. Results are analyzed by health plan leadership assuring that immediate action is taken 
on any outliers. We also share the results of our Secret Shopper calls with the DHCFP quarterly.  


 Annual “Access to Care” surveys allow us to assess provider compliance with appointment 
standards, wait time, and after-hours access. Annually we survey a statistically sound sample 
across our network of PCPs, physician specialists, behavioral health, pre - and post -natal 
obstetric, and Home Health. We report survey results to the DHCFP annually.  


 Member services line data identifies potential compliance issues. For example, if we receive 
repeated calls regarding a specific provider’s inaccessibility, we contact the provider and 
investigate the situation.  


 Quality of Care and access concerns are reviewed and investigated as part of our Internal Quality 
Assurance Program (IQAP). We review the outcomes of Quality of Care reviews, including Peer 
Review Committee actions as part of our network monitoring activities. 
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 HEDIS Scores. The HEDIS hybrid process provides many opportunities to collaborate with 
providers to improve access and outcomes. Visits to the providers’ offices allow our staff to 
monitor access and availability. We review medical records for documentation and access to care, 
as well as quality of services.  


 Administrative data review and annual comprehensive analysis of access and availability are 
conducted. The review includes analysis of administrative complaints, after-hours availability, 
survey information, appointment access statistics, Provider Services Call Center reports, 
GeoAccess reports, grievance and appeals data, and provider satisfaction survey results. Results of 
telephone and mailed surveys, along with data from other departments, such as Provider 
Contracting and Database Administration, Operations, Medical Management, and Quality 
Management are used in the analysis.  


 Grievance and appeals data identify any trends at an individual provider level regarding 
adherence to contract requirements. 


 Member Satisfaction Surveys. Each year, our Quality Management Department engages a  
qualified organization to administer the most current version of the Consumer Assessment of 
Healthcare Providers and Systems (CAHPS®) survey that queries members on access to care 
among other key questions. 


Any findings of provider non-compliance with access and availability standards may result in a 
variety of interventions, primarily focusing on assisting the provider to improve their performance. 
Our assistance may include working with providers to extend their office hours or expand their 
practice or we may recalibrate the member to PCP assignments to better maximize our network 
capacity.  


Resolving Deficiencies in Provider Access and Availability 
Our provider relations representatives are responsible for working with providers to address any 
deficiencies in provider access and availability. If necessary, we offer a peer-to-peer consultation 
with the provider due to the sensitive nature of the deficiencies. If we identify a provider not adhering 
to our availability requirements, we quickly respond by:  


 Educating them about their contractual obligations and requirements for availability 


 Developing a plan of correction that maps the path to compliance and specifies our monitoring 
and re-assessment activities 


 Presenting a timeline for compliance 


We monitor and evaluate the plans of correction to verify the provider has completed the critical task 
according to schedule and that issues do not recur. 
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3.4.2.8 Supporting Member Choice 


 


We fully support a member’s right to choose his or her health care professional to the extent possible 
and appropriate. We will continue to adhere to all requirements in Section 3.4.2.8. 


A. PCP Assignment 
We link every member to a PCP of their choice who is responsible for coordinating and organizing 
the large array of services for the member. Our PCP network is integral to coordination of member 
care and providing access to preventive care. Our approach offers our members holistic primary 
health care that is accessible, coordinated, comprehensive, continuous, compassionate, and 
culturally sensitive. Ongoing partnership with our PCPs is a critical component of improving 
member outcomes and we provide continuous support to make sure that our PCPs are successful in 
managing the health care needs of members. We will continue to assign members to Federally 
Qualified Health Centers (FQHCs) and 
Primary Care Sites (PCSs) in compliance with 
the clarification provided in Amendment 2. 


If the member does not select a PCP, we 
assign an appropriate PCP to the member. We 
continuously work with members to assist in 
making appropriate PCP selections. We 
examine member data, factoring member 
preference or familiarity with providers into 
each auto-assignment based on the following 
algorithm:  


 Assign the member to the most recent valid PCP based on the member’s historical relationship  


 Assign the member to an active family member’s (closest in age) PCP  


 Assign the member to the PCP of a family member found in the claims history file  


We use quality and efficiency data through our Member Default Optimization auto-assignment 
process, preferentially assigning the member to a PCP who has demonstrated high quality and 
medical cost management results. 


3.4.2.8 Must allow each recipient to choose his or her health care professional, including the PCP, 
to the extent possible and appropriate. 


A.  Recipients will have an individual physician assigned as their PCP; recipients are not allowed 
to be assigned at the clinic level.  


B.  Recipients with disabilities, chronic conditions, or complex conditions shall be allowed to select 
a specialist as their PCP. These recipients shall be allowed to select a State-operated clinic as 
their PCP. Any specialist can be a PCP based on medically necessary conditions. If a 
specialist is chosen as a PCP, they must be reported as a specialist. The specialist does not 
count as both a PCP and a specialist for reporting purposes. Recipients with disabilities must 
be given an additional 30 calendar days to select a PCP.  


C.  Vendor must allow for continued use of a recipient’s provider(s) until the recipient can be 
transferred to an appropriate network provider(s). 


D.  Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all possible.  
E.  Must provide female recipients with direct access to a women’s health specialist within the 


network for covered care necessary to provide women’s routine and preventive health care 
services. This is in addition to the recipient’s designated PCP, if that source is not a women’s 
health specialist. 
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Members may change their PCP selection at any time without restriction. Each PCP receives a 
current list of assigned members and, from time-to-time, we provide medical information about the 
member’s health care needs. That way, providers can more effectively provide care and coordinate 
services. 


B. Members with Disabilities, Chronic Conditions, or Complex Conditions 
Members with disabilities, chronic conditions, or complex conditions may select a specialist or a 
State-operated clinic as a PCP, or their case manager may arrange for a specialist to serve as their 
PCP in consultation with the member. The specialist must meet the requirements for PCP/PCS 
participation (including contractual obligations and credentialing), provide access to care twenty-
four hours a day, seven days a week (24/7) and coordinate the member’s health care, including 
preventive care. Specialists selected as a PCP are reported as a specialist for reporting purposes. 


Our members with disabilities receive an additional 30 days to select a PCP and may receive 
assistance in selecting a PCP upon request. We support the various needs members may have, 
including those with disabilities, in selecting their PCP. For example, our online provider directory 
converts to large print font with the click of the mouse. We also 
deliver provider directories in alternative formats such as large 
print and braille. All features on our DHCFP-approved 
member website comply with Section 508 of the US 
Rehabilitation Act and our website meets NCQA standards. 


C. Promoting Continuity of Care 
During periods of transition, we do not reduce or deny members continuing access to their providers, 
services, or care until we are able to conduct a full assessment and develop a care plan. During 
contract implementation and transitional periods, we honor existing prior authorizations for at least 
90 days in the first year and at least 30 days thereafter, and allow members to continue accessing 
their current providers, care, and services for the required timelines to assure a seamless experience 
and continuity of care. 


We have an effective process in place that supports seamless transition of members with pre-existing 
care plans. When we receive information on approved prior authorizations and the member’s current 
care plan, we incorporate the information into the member’s record to help case managers identify 
the member’s continuity of care needs and honor any existing prior authorizations. We also review 
the results of the member’s screening and assessments and current care plan to determine ongoing 
and additional service and supports as part of the development of a person-centered care plan.  


Our staff also assists members who have a current provider not participating in the network. During 
the first 90 days of enrollment, members may continue receiving services from a non-network 
provider. In these cases, we establish single case agreements with the providers and make all 
reasonable attempts to contract with the provider from whom an enrolled member is receiving 
ongoing care. If the provider does not wish to join our network, we work with the member to select a 
new provider to meet his or her preferences and needs, and collaborate with the previous provider to 
develop an individualized plan to transition to the selected participating provider. 
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D. Promoting Continuity of Care for Pregnant Members 
If a member is pregnant at the time of enrollment and has a current relationship established with an 
out-of-network provider from the early stages of the pregnancy, we support her choice to remain with 
the established provider through the entire pregnancy until the standard post-partum period is 
complete. We recognize the relationship between a pregnant woman and her OB/GYN is one of trust 
and collaboration. Research supports that women who receive continuity of care during and after 
pregnancy are less likely to give birth prematurely and have fewer complications. 


E. Assuring Access to Women’s Health Specialists 
We have a comprehensive network of women’s health specialty providers and we provide female 
members direct access to a women’s health specialist as necessary to provide routine and preventive 
health care services. In Clark County, our network includes 151 OB/GYNs with a ratio of 4.09 
OB/GYNS per 1,500 members. In Washoe County, our network includes 37 OB/GYNs with a ratio of 
6.62 OB/GYNs per 1,500 members. 


Members also have access to family planning services without a referral even if the provider is not in 
our network.  


3.4.2.9 Maintaining and Coordinating Out-of-Network Services 


 


We are committed to facilitating access to medically appropriate care for our members. Clear protocols 
that meet the DHCFP’s requirements guide the handling of cases in which out-of-network services are 
necessary. If services are not available in Nevada, we look for a provider in the catchment area of 
California, Arizona, Idaho, and Utah. 


When a network provider is not available to meet a member’s non-emergency needs, we coordinate 
member access and care with an out-of-network provider. We utilize single case agreements to establish 
the provider’s reimbursement rate if the provider does not accept 100 percent of the Medicaid rate. We 
attempt to find a provider within 25 miles of a member’s address. If no providers are available, we 
extend our search beyond the 25-mile radius. All members can access medically necessary emergency 
care as well as family planning services at any provider regardless of the provider’s participation in our 
network for as long as services are unavailable in our network. Our process for obtaining services from 
out-of-network providers is summarized in Figure 3.4.2.9-1. 


3.4.2.9 Must cover services out of network for the recipient adequately and timely for as long as the 
vendor is unable to provide them. If the network is unable to provide necessary services covered 
under the contract to a particular recipient, the vendor must negotiate a contract and determine the 
rate or pay no more than the FFS rate. Must exhaust all out of network providers located within 25 
miles of the recipient’s address before contracting with out of network providers located over 25 
miles from recipient’s address.  
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While our comprehensive Nevada provider network offers an array of accessible and convenient 
options for members, due to limited availability of some specialties within Nevada, including 
pediatric subspecialty providers and transplant services, as well as limited provider capacity in parts 
of Washoe County, we arrange for out-of-network services to meet member needs as required. Our 
procedures foster timely access to out-of-network providers so that our members can access the full 
range of services quickly, regardless of network capacity. Our utilization management (UM) nurses 
verify member eligibility upon receipt of a request for authorization from a PCP for non-emergent 
services from an out-of-network provider. We also verify provider licensure in Nevada or the 
provider’s home state and confirm the provider does not appear on any governmental exclusion lists. 
If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the requestor 
that we cannot approve the out-of-network service, and we 
locate an alternative provider. 


Upon verification of eligibility, licensure, and lack of sanctions, 
UM nurses forward the case to our Nevada-based out-of-
network coordination nurse, part of the UM team, to review and 
discuss with our medical director. Our out-of-network 
coordination nurse remains the single point of contact to foster 
consistency in single case agreement processing, streamline 
and expedite the process, and encourage relationship building 
with out-of-network office employees to ease the process. 


Negotiating and Executing Single Case Agreements 
If the medical director deems that non-emergent service from the non-Medicaid (out-of-network) 
provider is medically necessary, and the provider will not accept up to 100 percent of the Medicaid 
rate, we negotiate and execute a single case agreement. We take the following actions: 


 We approve the authorization for services by an out-of-network provider and update the case in 
the system. If the course of treatment requires services over an extended period, the treating 
provider includes this information in the initial request for authorization. If approved, we may 
extend the authorization for a longer period. 


 Our out-of-network coordination nurse negotiates a single case agreement with the provider that 
specifies provider payment prior to services being rendered as well as prior authorization and case 
management requirements.  


Figure 3.4.2.9-1. Our Out-of-Network Process Expedites Access to Medically Appropriate Care for our Members
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 During the initial contact with the out-of-network provider, our out-of-network coordination 
nurse may encourage the provider to join our provider network and coordinates with provider 
relations representative for follow-up contracting.  


To ensure timeliness of single case agreements, our out-of-network coordination nurse reviews daily 
reports that track aging of open cases to set priorities and focuses on those that require immediate 
action. The nurse also reviews system-generated logs to identify and resolve potential barriers to 
timely case closure. Finally, we monitor data in weekly or monthly reports to identify trends that 
might indicate problems with current processes or workload distribution. We regularly approve 
single case agreements within two hours of receipt. 


In our experience, out-of-network referrals are most common for pediatric subspecialty and 
transplant services, which are not available within the State of Nevada and for members seeking 
services in rural and remote areas of Washoe County with limited provider capacity. Existing 
providers in those areas have been unwilling to join the network because their practices are often at 
capacity. Our Provider Services team in Reno and our out-of-network coordination nurse have 
cultivated strong relationships with office employees at these practices that enable us to rapidly 
coordinate single case agreements when necessary. Provider office employees are already familiar 
with our agreements, case management practices, and claims submission protocols, expediting 
execution of single case agreements and member appointment availability. 


Monitoring Services Provided by Out-of-Network Providers 
Our multi-faceted approach to monitoring out-of-network providers includes: 


 Coordination of services by UM nurses and case managers to monitor that care is appropriate and 
meets medical necessity criteria and guidelines 


 Monitoring and investigating any potential quality of care concerns through our IAQP  


 Automated claims processes that verify submitted claims reflect the authorized services 


 Medical review process through which registered nurses and/or certified professional coders, 
review claims with potential coding irregularities to validate the medical necessity of billed 
services  


3.4.2.10 Providing Second Opinions 


 


Our members have the right to ask for a second opinion about the use of any health care services. 
Second opinions, which are described in our member handbook as well as the process to request one, 
may be requested and obtained by members in situations where there is a question concerning the 
diagnosis or the options for surgery or other treatment of a health condition. The member is entitled 
to obtain a second opinion from a network provider or an out-of-network provider (if a network 
provider is not available). There is no cost to the member for obtaining a second opinion.  


  


3.4.2.10 Must provide for a second opinion from a qualified health care professional within the 
network, or arrange for the recipient to obtain one outside of the network, at no cost to the recipient. 
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3.4.2.11 Coordinating Out-of-Network Provider Payment 


 


We currently coordinate payment with out-of-network providers 
as part of our single case agreement process and we will 
continue this practice under the new Contract.  


We do not distinguish between in-network and out-of-network 
claims payment timeliness, and our reporting includes both 
paper and electronic clean claims. Our single case agreements outline payment terms, billing 
instructions, and member cost sharing, as applicable. Prior to authorizing services with out-of-
network providers, we assure they fully understand and accept the prohibition against balance 
billing. 


All disputes between our health plan and out-of-network providers are resolved using a provider 
payment dispute process that is currently operational in our affiliate health plans’ state-sponsored 
programs in 19 states. If the dispute involves payment for covered services, we do not charge the 
member for any portion of the disputed amount. 


3.4.2.12 Credentialing 


 


Our written policies describe the scope, criteria, timeliness, and specific procedures for conducting 
credentialing and recredentialing of providers and facilities. Our established policies and processes 
help to assure that quality of care is maintained or improved. Policies are reviewed and approved 
annually by our Nevada Credentialing Committee and Quality Assurance Committee. Our policies 
and procedures comply with State and federal laws and regulations including 42 CFR 438.214 and 
42 CFR 1002.3. Additional information on our credentialing and recredentialing processes, which 
comply with the DHCFP’s requirements, are found in our response to Section 3.10.15. 


The credentialing of network providers is an important component of our contracting and quality 
assurance process. We use this process to monitor that network providers are qualified to deliver the 
best possible care to Nevada Medicaid and Nevada Check Up members. We have the systems, 
experienced employees, and thorough written policies and procedures in place to provide accurate 
and timely credentialing of Nevada Medicaid providers in compliance with the DHCFP’s 
requirements. All participating providers included in our credentialing program are re-credentialed 
at least once every three years, consistent with NCQA standards. 


Our processes meet NCQA standards, which provide us with an excellent framework to assess the 
clinical competence of each network provider and ensure that credentialing standards are applied 
consistently. We appreciate that credentialing of providers is a critical first step in offering quality 
care for our members. Using industry tools such as CAHQ ProView, we make the credentialing 
process as easy as possible for providers to reduce their administrative burden.  


3.4.2.11 Must coordinate with out of network providers with respect to payment. 


3.4.2.12 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and in 
this RFP. 
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3.4.2.13 Monitoring Provider Compliance to Standards 


 


We have extensive experience managing our provider network in Nevada to help assure providers 
adhere to the DHCFP’s requirements. Providers in our network are required to maintain hours of 
operation that are no less than those offered to commercial members. We also assure access to 
covered services 24/7, when medically necessary. We routinely monitor provider adherence to the 
DHCFP’s standards. In accordance with 42 CFR 438.206, we consider multiple elements when 
developing and maintaining our provider network. We have established an in-depth, cross-functional 
process to monitor the status of our network, project future needs, readily identify any network 
deficiencies or gaps, and replicate this successful process to make sure our network is able to meet 
and exceed the needs of members. 


Hours of Operation Equivalent to Those Offered to Commercial Members 
Providers are contractually obligated to comply with provider non-discrimination statements and 
meet all regulatory requirements so members are not discriminated against in the delivery of health 
care services. This includes providing office hours that are the same as offered to commercial or 
comparable Medicaid fee-for-service (FFS) members. 


Timely Access to Services 
Our provider agreements require all providers in our network to abide by the DHCFP’s appointment 
standards, including standards for urgent and emergent situations. We educate providers on these 
standards through initial and recurring training and the Provider Policy and Procedure Manual 
(provider manual), which we incorporate by reference as part of the provider agreement. Our 
provider newsletters supplement providers’ initial orientation training and serve as recurring 
reminders for timely scheduling of routine appointments and triage requirement standards. 


Twenty-Four/Seven Availability 
Providers are contractually obligated to provide members access to 24/7 urgent and emergency 
services. We educate our PCPs/PCSs on this through our provider education efforts and provider 
manual. We offer enhanced reimbursement to PCPs/PCSs for providing care after-hours.  


Our members must have access to health care 24/7. Providers are required to have a system to call 
after hours with medical questions or concerns. We regularly monitor provider compliance with 
after-hours access standards by randomly sampling providers and conducting after-hours calls to 
their offices, and conduct an ongoing review of feedback and complaints. Failure to comply with 
after-hours access requirements may result in corrective action, including network termination.  
  


3.4.2.13 Must ensure that the network providers offer hours of operation that are no less than the 
hours of operation offered to commercial recipients or comparable to Medicaid FFS, if the provider 
services only Medicaid recipients pursuant to 42 CFR 438.206; must meet and require its providers 
to meet State standards for timely access to care and services, taking into account the urgency of 
the need for services; must make services included in the RFP available twenty-four (24) hours per 
day, seven (7) days per week, when medically necessary; must establish mechanisms to ensure 
compliance by providers; monitor providers regularly to ensure compliance; and, must take 
corrective action if there is a failure to comply. 
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Providers must adhere to the following after-hours protocols:  


 Answering service or after-hours personnel must:  
 Forward calls directly to the PCP or on-call provider or inform members that the PCP will 


contact them within 30 minutes  
 Ask if the call is an emergency; if so, they must immediately direct the member to dial 911 or 


proceed directly to the nearest hospital emergency room  
 Have the ability to contact a telephone interpreter for members with language barriers  
 Return all calls  


 Answering machine messages:  
 May be used when staff or an answering service is not immediately available  
 Must instruct members with emergency health care needs to dial 911 or proceed directly to the 


nearest hospital emergency room  
 Must provide instructions for contacting the PCP or on-call provider in a non-emergency 


situation  
 Must provide instructions in English, Spanish, and any other language appropriate to the 


PCP’s practice  


We require providers to use a health plan-contracted network provider for on-call services wherever 
possible. When that is not possible, the provider must use his or her best efforts to make sure that the 
on-call provider abides by the terms of our provider contract and standards. When we identify a 
provider who is out of compliance with appointment standards, our provider relations representative 
will address the issue, including implementation of a plan of correction. We continue to monitor 
compliance and re-survey the provider after 90 days to verify compliance. 


Monitoring Provider Compliance to Standards 
We inform providers about appointment availability and after-hours access standards in their 
provider agreements, orientations, and provider manual. Through the orientation and training, we 
emphasize that hours of operation for our Medicaid members can be no less than those offered to all 
other patients in their practice. We routinely monitor provider adherence to these standards through:  


 Annual audit of a random, statistically valid sampling of PCPs and designated specialists to assess 
appointment availability and after-hours coverage  


 A minimum of 20 weekly secret shopper calls by each of our provider services representatives to 
monitor appointment availability and access to standards 


 Review of member grievances, critical incidents, and advisory committee feedback  


 Feedback from care coordinators and case managers  


When we identify providers who are out of compliance with the DHCFP or our health plan 
standards, our provider relations representatives visit the physician in person and present a letter 
requesting a plan of correction. Provider relations representatives continue to monitor compliance 
and re-survey the physician to verify they are in compliance. If the provider remains non-compliant, 
another survey is conducted within 90 days. At that point, if the provider is still non-compliant, we 
present the findings to our Medical Advisory Committee. Our provider relations representatives 
provide focused technical assistance to any provider who is out of compliance with standards. To 
date, we have not had to refer a case to our Medical Advisory Committee.  
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3.4.2.14 Providing Urgent and Emergent Services 


 
We maintain written policies and procedures describing how members and providers can obtain 
urgent and emergency services after business hours and on weekends. 


Urgent and emergency services are available to all of our members at all times. We cover and pay for 
the medical screening examination, emergency services, and care regardless of whether the entity 
furnishing the services is a participating network provider. We cover out-of-network services when 
emergency services are needed by a member who is in or outside the service area, regardless of 
whether the provider is part of our network. No pre- or post-authorization is required for emergency 
medical, behavioral health, or substance use services, and it is not required for the member or 
provider to contact us prior to treatment. Because of the prevalence of interrelated medical, 
functional, and behavioral health issues, integrated biopsychosocial care remains a primary focus 
for appropriately managing care in an emergency.  


Our nurse advice line is accessible 24/7 to assist members, answer their questions, and locate and 
coordinate the most appropriate point of care to address their urgent needs. The nurse advice line 
offers translation services for over 200 languages. The nurse advice line helps minimize unnecessary 
use of ERs by providing members access to information and resources, such as:  


 Telehealth Service. One way members can access our telehealth service is through our nurse 
advice line. We expanded our telemedicine program to include web-based consultations to our 
members through our telehealth Value Added Service. This innovative solution provides members 
with online (through two-way video 
technology) physician consultations for 
clinically appropriate conditions (such as a 
cough, cold, fever, or flu). Our telehealth 
service is now available in Spanish for our 
Spanish-speaking Medicaid members. In 
addition, our telehealth service behavioral 
health counseling services will be available 
for our Nevada Medicaid and Nevada 
Check Up members. Our telehealth service complements the continuum of options for our 
members, enhancing their access to health care services, and providing alternatives to the ER.  


 Urgent Care Services Network. Our 24/7 nurse advice line can connect members to a 
comprehensive urgent care services network—including PCPs who have extended hours, urgent 
care centers, and retail clinics—to broaden access to care and provide ER alternatives, especially 
after hours.  


  


3.4.2.14 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per 
week. The vendor must have written policies and procedures describing how recipients and 
providers can obtain urgent coverage and emergency services after business hours and on 
weekends. Policies and procedures must include provision of direct contact with qualified clinical 
staff. Urgent coverage means those problems which, though not life-threatening, could result in 
serious injury or disability unless medical attention is received. 
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 Emergency Room Care. Our 24/7 nurse advice line nurses and physicians educate and direct 
members to nearby ERs when those services can provide the most appropriate treatment. 


 Behavioral Health Case Management Services. Members have access to 24/7 behavioral health 
case management services through our toll free number.  


We maintain a toll-free 24/7 Behavioral Health services line staffed by trained personnel. While we 
do not deny claims based on failure to receive notification of ER services, we encourage our 
members and train providers in our network to contact us within 24 hours of treatment. This step 
enables us to manage behavioral health crisis, substance use disorders, as well as to begin care 
coordination, facilitating any necessary authorizations for ongoing service, transportation, or 
transfers to network providers. Follow-up activity is based on the severity of the issue and its impact 
on the member’s well-being and ongoing ability to remain in the community.  


3.4.2.15 Cultural Competency 


 


We will continue to comply with the requirement to participate in State and federal efforts to promote 
delivery of services in a culturally competent manner. We are firmly committed to thoroughly 
understanding the role that age, culture, ability, socioeconomic status, and ethnicity play in our 
members’ lives. We are dedicated to providing access to health care services for all of our members 
in Nevada, as well as eliminating any barriers to the health care they seek.  


Our commitment to delivery of culturally competent services permeates our company as 
demonstrated by our corporate Quality Management department’s pursuit of the National Committee 
for Quality Assurance’s (NCQA) Multicultural Health Care 
Distinction for all of our Medicaid affiliates. The NCQA 
Multicultural Health Care Distinction evaluates how well an 
organization adheres to collection standards for race/ethnicity 
and language data, provision of language assistance, cultural 
responsiveness, quality improvement of culturally and 
linguistically appropriate services, and reduction of health care 
disparities. We anticipate award of this Distinction from NCQA 
in mid-2017.  


We will continue to comply with Medicaid Services Manual (MSM) Chapter 100, 42 Code of Federal 
Regulations (CFR) 438.206(c)(2), and the Department of Healthcare Financing and Policy 
(DHCFP) relating to delivering accessible and high quality culturally competent services.  


  


3.4.2.15 The vendor must participate in State and federal efforts to promote the delivery of services 
in a culturally competent manner to all recipients, including those with limited English proficiency and 
diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100. For the purposes of this 
RFP, the State has identified the prevalent non-English language in Nevada to be Spanish. The BBA 
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP 
requires that vendors offer accessible and high quality services in a culturally competent manner. 
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In our efforts to promote and deliver culturally and linguistically responsive services, we: 


 Recruit, hire, and retain a culturally diverse workforce, including local, national, and call center 
employees who mirror our membership 


 Conduct initial and ongoing cultural competency training for every employee 


 Build and maintain a network of providers attuned to cross-cultural issues; who respect cultural 
differences, communicate effectively, and provide the same level of quality care to every member 


 Provide comprehensive, linguistically-appropriate, and culturally-sensitive communication 
materials for members and their families 


 Partner with local, community-based organizations and advocacy groups to help us identify, better 
understand, and address our members’ needs 


 Provide alternate methods of communication, such as our video relay line for those who are deaf 
or hard of hearing, and large print and Braille for those who have low vision or are blind 


 Offer language assistance and translation services for those 
with limited English proficiency 


 Solicit feedback from member focus groups 


 Conduct ongoing organizational assessments of culturally- 
and linguistically-appropriate capabilities as part of our 
Quality Management and Improvement Program, making 
adjustments as our membership evolves to assure cultural 
competency across all of our functional areas 


Proactively embracing and honoring differences among our 
members is vitally important to effectively addressing their 
health needs. Our goal is to improve the health literacy of our 
members and encourage their active participation in their care. 
By reaching out to them in a culturally responsive way, we 
effectively engage them in health promotion and illness 
prevention activities. 
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A. Cultural Competency Plan 
We will continue to comply with the requirements for a Cultural Competency Plan (CCP). In the 
following subsections, we detail our CCP and cultural competency program, provide the title of the 
person responsible for it, and describe our staff recruiting and retention approaches. 


1. Delivering Services in a Culturally Competent Manner 
Our health plan has a comprehensive cultural competency program, described in a written CCP, that 
the DHCFP reviews and approves annually. The CCP reflects our comprehensive and methodical 
approach to the strategic planning, development, implementation, and evaluation of cultural 
competency. It guides the ongoing development and review of our multicultural service delivery 
system – one that also considers our members’ economic status, physical ability, and mental health. 
Our cultural competency program and CCP will continue to comply with the DHCFP’s 
requirements. 


Our CCP aligns with the DHCFP’s Quality Assessment and 
Performance Improvement Strategy and describes how we 
deliver care and services in a culturally competent manner.  
It is guided by the National Standards for Culturally and 
Linguistically Appropriate Services in Health Care (CLAS 
Standards) developed by the U.S. Department of Health and 
Human Services’ Office of Minority Health. It is descriptive, based on solid objectives and strategies, 
and provides a measurable approach to maintaining the cultural competence of our Nevada health 
plan. In 2015, our parent company, which includes communications staff dedicated to Nevada, 
received the Clearmark Award from the Center for Plain Language, a true testament to our 
dedication to protecting and informing our members. 


  


A.  Cultural Competency Plan 
 


1. Each vendor must have a comprehensive cultural competency program, which is described 
in a written plan. The Cultural Competency Plan (CCP) must describe how care and services 
will be delivered in a culturally competent manner. The CCP must identify the goals and 
objectives of the vendor’s cultural competency program and encompass the goals and 
objectives described in the DHCFP Quality Assessment and Performance Improvement 
Strategy (QAPIS). The CCP must be reviewed and updated annually and submitted to the 
DHCFP in the second quarter of each calendar year. 


2. The vendor must identify a staff person, title or position responsible for the CCP. If there is a 
change in the staff member responsible for the CCP, the vendor must notify the DHCFP. 


3. The CCP must contain a description of Staff Recruitment and Retention: 
a. The vendor must demonstrate how it plans to recruit and retain staff who can meet the 


cultural needs of the vendor’s recipients. Cultural competence is part of job descriptions. 
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We have organized our CCP around the following Guiding Principles for cultural competency. They 
are the filters that shape our decisions and employees’ cultural sensitivity. We continually monitor 
ethnicity reporting sources from the DHCFP and our own demographic data to identify potential 
disparities in health care and service delivery. It establishes the expectation that all our employees 
follow the Guiding Principles below, regardless of position or level, to see that we deliver care and 
services in the most culturally competent manner:  


 Acknowledging that members’ culture is relevant to services they receive and their recovery  


 Believing that cultural, ethnic, and linguistic diversity enhances the personal and professional 
experiences of all stakeholders  


 Developing culturally sensitive practices that help reduce barriers to effective care  


 Broadening access for multi-cultural participation within our network 


 Educating our staff, provider network, client organizations and their members, and the 
community in cultural competency as a right  


 Promoting models of communication that give voice to all cultures  


 Making sure that all organizational and individual activities are culturally competent.  


We comply with all 15 CLAS standards to promote the equitable and effective treatment of all 
members entering the health care system. While federal regulations require compliance with only 
Standards 4, 5, 6, and 7, we have adopted the other 11 standards as well. In particular, we are 
committed to embracing the cultural beliefs, preferences, expectations, and norms that influence how 
our members access health care services and engage with their service and care providers. 


We believe cultural competence impacts every aspect of member care and service. From the broadest 
of operational perspectives, our CCP provides health plan leadership the direction for national, 
health plan, and network processes, policies, and procedures—clinical as well as administrative—to 
assure their cultural relevance.  


Our CCP also provides for the structured training of health plan leadership, employees, and 
providers in a common framework that fosters integration of the knowledge, attitudes, and skills of a 
culturally competent organization. Consequently, the identified cultural competency objectives and 
strategies permeate the entire organization and network.  


We continuously review and update our CCP to maintain compliance with all Contract requirements, 
and will submit it to the DHCFP annually, as required. 


2. Responsibility for the CCP 
Our health plan’s Health Care Management Services and Quality Management and Compliance 
departments oversee and monitor cultural competency implementation goals through annual reviews 
and assessments of CCP effectiveness. This provides existing and potential members health 
education and outreach services that meet their cultural, linguistic, and social needs.  


Our Director Of Quality Management, with the assistance of our health plan’s departmental 
leadership, is responsible for updating our CCP, and our Quality Management and Compliance 
department will approve it annually. If there should be a change in responsibility for the CCP, we 
will notify the DHCFP. 
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3. Staff Recruitment and Retention Requirements in the CCP 
Our CCP incorporates our staff recruitment and retention policies related to recruiting, hiring, and 
retaining a culturally competent staff. We will continue to meet all the DHCFP requirements, as well 
as U.S. Equal Employment Opportunity Commission (EEOC) laws prohibiting employment 
discrimination.  


a. Recruiting and Retaining Staff Who Meet the Cultural 
Needs of Members 
We recruit and retain staff from a pool of professionals who 
meet the cultural needs of our members with proven experience 
operating in a managed care setting. For example, when 
recruiting and considering candidates for open positions in 
Nevada, we recruit from the following organizations: 


 ASPIRA 


 Association of Latino Professionals in Finance & 
Accounting 


 National Society for Hispanic Professionals 


 The National Society of Hispanic MBAs  


 Society for the Advancement of Chicanos and Native 
Americans in Science 


 American Society of Hispanic Psychiatry 


 National Association of Puerto Rican and Hispanic Social 
Workers  


 National Hispanic Medical Association  


 National Association of Hispanic Nurses 


Our health plan annually reviews member demographic files to verify that our employees are able to 
meet the linguistic and cultural needs of our member in Nevada. For example, we know the prevalent 
non-English language in Nevada is Spanish; therefore, we recruit employment candidates who speak 
that language and verify their fluency through an independently conducted proficiency test. Our 


Member Outreach and Member Liaison positions require 
language skills in Spanish and English, and currently 80 
percent of those employees are bilingual. They work with our 
members to achieve successful resolution of complaints, and 
manage service requests and education.  


Once hired, our staff is encouraged to participate in our 
Associate Resource Groups (ARGs). ARGs help develop a deeper 
understanding of diversity and cultural competence in the 
workplace and marketplace. These groups provide opportunities 


for leadership development and growth among our employees and support our ability to retain a 
diverse workforce that successfully addresses our members’ cultural needs.  
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We currently have nine ARGs engaged in efforts to recruit, retain, develop, and leverage diverse 
talent, as well as develop business solutions that address the needs of the diverse communities we 
serve: 


 ACE – Asians Committed to Excellence 


 ABLE – Abilities Beyond Limited Expectations 


 ANGLE – Associate Network for Gay and Lesbian Equality 


 APEX – African-American Professional Exchange 


 HYPE – Healthcare Young Professional Exchange 


 Latino Professionals 


 VOA – Veteran Associates  


 WIN – Women’s Inspired Network 


 W@VE – Working in a Virtual Environment 


Together with our affiliated health plans, we have received numerous awards for providing culturally 
competent education and training to a diverse workforce. They include: 


 Top 50 Companies for Diversity: DiversityInc Magazine, 2008-2015 


 Top 10 Companies for Supplier Diversity: DiversityInc Magazine, 2012-2015 


 Diversity Leader Award: US Business Leadership Network and American Association for People 
with Disabilities, 2015 


 Best Companies for Multicultural Women: 
Working Mother Magazine, 2013 


 Latina Style Top 50 Companies: Latina 
Style Magazine, 2008-2014 


 Best Places to Work for LGBT Equality: 
Human Rights Campaign, 2015 


 Diversity Leader Award: Profiles in 
Diversity Journal, 2007-2011 


 Best Companies for Blacks in Technology: Black Data Processing Associates (BDPA), 2007-2014 


 Best Companies for Hispanics: Hispanicsbusiness.com, 2010-2014 


Our goal is to drive a unified, inclusive culture that attracts and retains the best talent to serve our 
members and the community.  
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B. Culturally Competent Education and Training 
We will continue to comply with culturally competent education and training requirements. All of 
our health plan employees at all levels and across all disciplines are intensively trained to address 
and respect member cultural and linguistic differences. All of our providers also receive cultural 
competency training during initial credentialing and orientations. Our training is designed to enable 
employees and providers to: 


 Respond to current and projected demographic changes in the market  


 Understand the specific demographics of populations we serve  


 Meet national and local legislative, regulatory, and accreditation mandates  


 Coincide with our diversity initiatives 


Our education and training policies will continue to meet all the DHCFP requirements. Our national 
compliance officer is responsible for making sure that curriculum is reviewed at least annually and 
updated as necessary. Our organization’s compliance team tracks all required training, including 
cultural competency, to verify that all employees successfully complete it within required time 
frames. On the provider side, our national Provider Relations team tracks cultural competency 
training for timely completion. 


1. Ongoing Staff Training in Culturally and Linguistically-Appropriate Service 
Delivery  
All employees are trained in cultural competency and linguistically-appropriate service delivery at 
initial hire and at least annually thereafter. Training is computer-based, self-paced, and self-
administered. Learning objectives include the ability to:  


 Describe laws and regulations concerning cultural competence  


 Identify the cultural groups served, including those with disabilities and advanced age  


 Assess cultural beliefs that impact a member’s view and how they impact care  


 Explore innovative approaches to better serve our culturally diverse membership  


 Identify how culture influences member approaches to health care and social services  


 Identify cultural influences on members’ attitudes towards aging, disability and illness  


 Define approaches that promote self-awareness  


 Identify actions to accommodate our diverse membership, including those with disabilities  


 Describe techniques to overcome language barriers  


B.  Education and Training 
 


1. The training program consists of the methods the vendor will use to ensure that staff at all 
levels and across all disciplines receive ongoing education and training in culturally and 
linguistically appropriate service delivery to recipients of all cultures. The vendor regularly 
assesses the training needs of the staff and updates the training programs, when 
appropriate. Trainings are also customized to staff based on the nature of the contacts they 
have with providers and/or recipients. 


2. The education program consists of methods the vendor will use for providers and other 
subcontractors with direct recipient contact. The education program will be designed to make 
providers and subcontractors aware of the importance of providing services in a culturally 
competent manner. The vendor must also make additional efforts to train or assist providers 
and subcontractors in receiving training in how to provide culturally competent services. 
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Our Medicaid Training Academy comprises a truly 
comprehensive training approach for providers and their staffs. 
In addition, key employees and providers participate in our 
“intentional training” programs that support foster care, 
adoption assistance, Serious Mental Illness (SMI), and other 
person-centered topics that facilitate improved quality and 
outcomes. 


We identify languages spoken by our providers during their application, credentialing, and re-
credentialing processes. The top five languages spoken by our providers in Nevada are English, 
Spanish, Tagalog, Hindi, and French. 


We expect our providers, as well as subcontractors who have direct contact with our members, to 
demonstrate cultural awareness and appropriate skills, such as the ability to understand members’ 
values, beliefs, and cultures. Our network 
strategy and performance measures 
incorporate NCQA standards. 


It is essential that all stakeholders recognize 
and thoroughly understand the role that age, 
culture, ability, socioeconomic status, and 
ethnicity play in our members’ lives to make 
sure that all receive equitable and effective 
health care at the right time and right place. 
Consequently, we are committed to 
credentialed providers and subcontractors 
who understand and appreciate the 
socioeconomic and cultural challenges that 
our members face, as well as their medical 
needs.  


We have seen how the quality of the patient-
provider interaction profoundly impacts 
members’ ability to communicate with their 
providers and follow recommended 
treatments. In response, our members’ 
languages, customs, and cultural beliefs are 
front and center when we develop our 
provider and subcontractors networks. We are 
committed to making sure that our providers 
and subcontractors are fully trained in 
delivery of culturally appropriate services for 
our members, their families, and their 
communities. 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 43 
 


 


C. Culturally Competent and Translation/Interpretation Services 
We will continue to comply with requirements for delivering culturally competent translation and 
interpretation services. In the following subsections, we describe our methods for ongoing evaluation 
of our member’s cultural diversity, communicating the availability of translation services, and 
quality reviews to verify the accuracy of translated materials.  


1. Ongoing Evaluation of the Cultural Diversity of Our Members 
We conduct ongoing evaluation of the cultural diversity of our members through our Internal 
Quality Assurance Program (IQAP). It enables us to formally monitor our members’ cultural 
preferences, verify that our member outreach and communications strategies promote accessible 
communication, and see that the demographic and cultural profiles of our members are current. 
Through IQAP, we conduct an annual population analysis that assesses our members’ 
characteristics and needs. It considers members’ cultural, ethnic, and linguistic needs; their clinical 
characteristics to support case management; clinical programs; demographics; and quality 
improvement efforts. Based on the findings, we review and update programs, processes, and 
resources that complement the individual characteristics of our members.  


  


C.  Culturally Competent Services and Translation/Interpretation Services 
 


1. The vendor describes the method for the ongoing evaluation of the cultural diversity of its 
membership, including maintaining an up-to-date demographic and cultural profile of the 
vendor’s recipients. A regular assessment of needs and/or disparities is performed, which is 
used to plan for and implement services that respond to the distinct cultural and linguistic 
characteristics of the vendor’s membership. Culturally competent care requires that the 
vendor regularly evaluate its network, outreach services and other programs to improve 
accessibility and quality of care for its membership. It must also describe the provision and 
coordination needed for linguistic and disability-related services. 


2. A vendor, at the point of contact, must make recipients aware that translation services are 
available. The services that are offered must be provided by someone who is proficient and 
skilled in translating language(s). The availability and accessibility of translation services 
should not be predicated upon the non-availability of a friend or family member who is 
bilingual. Recipients may elect to use a friend or relative for this purpose, but they must not 
be encouraged to substitute a friend or relative for a translation service. 


3. The vendor must demonstrate that they use a quality review mechanism to ensure that 
translated materials convey intended meaning in a culturally appropriate manner. The vendor 
must provide translations in the following manner: 
  
a. All materials shall be translated when the vendor is aware that a language is spoken by 


3,000 or 10% (whichever is less) of the vendor’s recipients who also have Limited English 
Proficiency (LEP) in that language. 


b. All vital materials shall be translated when the vendor is aware that a language is spoken 
by 1,000 or 5% (whichever is less) of the vendor’s recipients who also have LEP in that 
language. Vital materials must include, at a minimum, notices for denial, reduction, 
suspension or termination of services, and vital information from the member handbook. 


c. All written notices informing recipients of their right to interpretation and translation 
services shall be translated into the appropriate language when the vendor’s caseload 
consists of 1,000 recipients that speak that language and have LEP.  
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The analysis integrates a wealth of internal and external data that we use to evaluate our network, 
outreach services, and programs to improve accessibility and member quality of care. Data includes: 


 Enrollment information comprises member age groups, gender; as well as self-reported race, 
ethnicity, and primary language spoken 


 U.S. Census Bureau/Data Set 2011-2014 American Community Survey (ACS) 5-Year Estimates, 
which provide information on population, ethnicity, and residents who speak a language other 
than English. Data are based on a sample subject to variability 


 Most current HEDIS® performance reports 


 Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey results on 
satisfaction with doctors representing cultural and language needs 


 Self-reported member race/ethnicity 


 Cultural needs and assessment reports 


 Telephonic translation 


 Practitioner self-reported ethnicity and spoken languages 


 Utilization data, such as top inpatient and outpatient diagnoses 


 Chronic Illness Intensity Index (CI3) Reports on specific diseases and conditions 


We continuously evaluate our provider network, outreach service, and other programs to improve 
accessibility and quality of care for our members. For example, we are committed to credential 
providers who understand and appreciate the socioeconomic and cultural challenges that our 
members face, as well as their complex medical needs. Cultural competence, multi-lingual support, 
accessibility to the provider’s premises, and any special communication abilities are an integral part 
of our provider network development efforts. We detail these requirements in our provider manual, 
online directory, and ongoing communications. We consistently recruit and retain providers who can 
best meet our members’ cultural, ethnic, and linguistic needs and preferences.  


We are committed to recruiting providers with varied cultural backgrounds and experiences to offer 
members care compatible with their cultural health beliefs and in their preferred language. We 
review provider network composition annually to verify that we are meeting the cultural needs of the 
members in the specific market. We identify and address network disparities and barriers to care 
through increased provider recruiting efforts.  


2. Making Members Aware of Translation Services 
Our goal is to provide quality translation and interpreter services to our members and their families. 
We provide information on translation and interpreter services to members at initial point of contact, 
as well as through the member handbook, periodic correspondence, and online. Awareness in 
Nevada has improved, for example, we show a 44 percent increase in use of interpreter services 
between 2014 and 2015. Spanish accounted for 92.6 percent of requests; Mandarin, 3.3 percent; 
Arabic, 1.5 percent; and other, 2.6 percent. 


In our most recent demographic survey of Nevada, 62 percent of members self-reported as English 
speakers, while 16 percent were primarily Spanish speakers. In response, we will use bilingual 
outreach employees to provide interactive orientation to our services in both English and Spanish. 
We will establish a separate phone queue for those whose primary language is Spanish, and provide 
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member services representatives fluent in that language. All letters of notification will include a 
statement in Spanish, detailing how members can obtain translation services.  


Each member services representative also has access to interpreter services for individuals whose 
primary language is neither English nor Spanish. For those who are deaf or hard of hearing, TDD 
services are available. Upon request, documents are translated into one of more than 200 languages. 
All providers, members, and associates have access to interpreter services for members requiring 
language assistance. We use interpreter data to determine languages for member materials. 


3. Seeing that Translated Materials Convey the Intended Meaning in a Culturally 
Competent Manner 
We use two translation subcontractors to make sure materials are accurately translated to deliver the 
intended message in a culturally competent manner. After materials are developed in English and 
approved by the State, they are sent to our subcontractors for translation. The translators reside in 
local communities where the native language is spoken.  


We follow a multi-level review process for all translated member materials. After completion of 
initial translation, our subcontractors obtain independent verification of its accuracy and cultural 
competence. We provide the State with copies the translated versions, along with translation 
attestations, for approval prior to distribution. We also maintain records of attestations for every 
document we send for translation. 


a. Meeting Translation Requirements for Members With Limited English Proficiency 
Our Communications Team verifies that all materials are translated into a language spoken by at 
least 3,000 or 10 percent of our members with Limited English Proficiency (LEP). The translation 
process follows the steps defined above. Our team will translate any document to any one of more 
than 200 languages upon request and at no cost to the member. We are also able to produce 
materials in alternate formats, including large font, audio, and Braille, upon request.  


b. Meeting Requirements for Translating Vital Materials 
Our Communications Team manages the development of all vital member materials. We translate 
them into each language spoken by 1,000 or five percent of our members with LEP. These materials 
explain coverage detail; health plan policies and procedures; preventive services schedules; notices 
of denial, reduction, suspension or termination of services; and other vital information. 


c. Meeting Requirements for Informing Members of their Right to Interpretation and 
Translation Services 
We provide easy-to-understand information to members and their families and caregivers about their 
right to interpretation and translation services in our member handbook. It is available in languages 
spoken by more than 1,000 members with LEP. 


  







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 46 
 


 


D. Evaluation and Assessment of the CCP 
We will continue to comply with requirements for evaluation and assessment of our CCP.  


1. Annual Evaluation of the Cultural Competency Plan 
We continuously evaluate our CCP’s effectiveness and seek way to improve members’ quality of 
care. Our goal is to promote seamless, continuous, and appropriate care for all members. Our 
evaluation focuses on member satisfaction.  


Member survey results are one of the tools we use to develop strategies that reduce disparities in 
access to health care. As part of NCQA accreditation for Health Plans and Medicaid contractual 
requirements, we conduct an annual CAHPS survey to monitor members’ experiences with our 
health plan and its services. In addition to standard questions, we add supplemental inquiries, 
including one that addresses cultural and language needs.  


Each year, the quality program evaluation includes a member population assessment to identify 
demographic and cultural attributes and trends in health care. The analysis identifies possible 
disparities and barriers to care. The findings guide the development of our strategies to reduce 
cultural barriers, provide effective member education, and deliver quality health care services.  


Ongoing monitoring of HEDIS quality measures with cultural, racial, and geographic stratification 
facilitates identification of individual member and specific population needs. We target interventions 
and outreach specific to geographic and cultural populations with low levels of preventive care or 
potential for high-risk conditions.  


Evaluation summaries are sent to the DHCFP on request.  


2. Adhering to Professional Standards 
We adhere to professional standards of medical or paramedical care and services, and comply with 
all local, State, and federal statutes; as well as rules and regulations governing our performance 
under the Contract. They include non-interference with member/health care provider 
communications, prohibitions against factoring and accepting or paying kickbacks for services 
provided to the DHCFP members.  


  


D.  Evaluation and Assessment of CCP 
 


1. The vendor must evaluate the CCP annually to determine its effectiveness and identify 
opportunities for improvement. A summary report of the evaluation must be sent to the 
DHCFP. The evaluation may, for example, focus on: comparative recipient satisfaction 
surveys, outcomes for certain cultural groups, recipient complaints, grievances, provider 
feedback and/or vendor employee surveys. If issues are identified, they must be tracked and 
trended, and actions must be taken to resolve the issue(s). 


2. The vendor shall adhere to professional standards of medical or paramedical care and 
services, and comply with all local, state and federal statutes, rules and regulations relating 
to the vendor's performance under the contract, including, but not limited to, non-interference 
with recipient/health care provider communications and prohibitions against factoring and 
accepting or paying kickbacks for services provided to the DHCFP recipients. 
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3.4.3 Vendor Covered Services 
 


3.4.3.1 Member Receipt of Covered Services 


 


Our knowledgeable employees and established processes, policies, procedures, and systems assure 
enrolled members receive the medically necessary covered services they need to improve or maintain 
their health, well-being, and quality of life. These services are no less in amount, duration, and scope 
than those covered services they would receive in the current State Medicaid Plan and Nevada 
Medicaid Service Manual (MSM), with the exception of excluded services, Excluded Populations, 
Services, and Coverage Limitations detailed in the Request for Proposal (RFP).  


We have the infrastructure in place to properly administer and manage the services covered in the 
RFP. We will provide all medically necessary services in compliance with the Contract. We will 
adhere to the requirements contained within the Nevada MSM, including elements such as what 
constitutes “medically necessary services” and the requirements surrounding Early and Periodic 
Screening, Diagnosis and Treatment services.  


3.4.3.2 Providing Covered Medically Necessary Service   


 


3.4.3.1 No enrolled recipient shall receive fewer services in the managed care program than they 
would receive in the current State Medicaid Plan, except for excluded services, Excluded 
Populations, Services and Coverage Limitations below. 


3.4.3.2 At a minimum, the MCO vendor must provide directly, or by subcontract, all covered 
medically necessary services, provider types and locations (Refer to Attachments M ~ Provider 
Types and Attachment P ~ Essential Community Providers) which shall include, but may not be 
limited to, the following: 
 


A.  Applied Behavior Analysis; 
B.  Ambulatory Surgery Centers; 
C.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment; 
D.  Case Management including care coordination for transitioning recipients to the appropriate 


level of care in a timely manner; 
E.  Certified Registered Nurse Practitioner; 
F.  Chiropractor (for Early Periodic Screening, Diagnosis and T eligible recipients); 
G.  Community Paramedicine; 
H.  Dental and Dental Related Services for emergency and palliative care that is provided in an 


emergent or urgent care setting; 
I.  Disposable Medical Supplies; 
J.  Durable Medical Equipment; 
K.  Early Periodic Screening, Diagnosis and Treatment (EPSDT);  
L.  Emergency Transportation;  
M.  End Stage Renal Disease Facilities; 
N.  Family Planning Services; 
O.  Hearing Aid Dispenser and Related Supplies; 
P.  Home Health Agency; 
Q.  Hospital Inpatient; 
R.  Hospital Outpatient; 
S.  Inpatient Medical Rehabilitation Center or Specialty Hospital; 
T.  Intravenous Therapy (TPN); 
U.  Laboratory - Pathology/Clinical; 
V. Medical Rehabilitation Center or Specialty Hospital; 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 48 
 


W.  Mental Health Services: 
1. Inpatient Psychiatric Hospital; 
2. Mental Health Outpatient Clinic;  
3. Mental Health Rehabilitative Treatment;  
4. Psychologist; 
5. Outpatient Psychiatric;  
6. Residential Treatment Centers (RTC); 
7. Case Management; 
8. Habilitation services; and 
9. Medication Management. 


X.  Methadone Treatment; 
Y.  Nursing Facilities; under 45-days (see 3.2.3.11); 
Z.  Nurse Anesthetist; 
AA.  Certified Nurse Midwife; 
BB.  Opticians/Optometrists; 
CC.  Outpatient Surgery; 
DD.  Personal Care Aide; 
EE.  Pharmacy; 
FF.  Physician/Osteopath; 
GG.  Physician Assistants; 
HH.  Podiatrist (for EPSDT eligible recipients); 
II.   Private Duty Nursing; 
JJ.  Prosthetics; 
KK.  Radiology and Noninvasive Diagnostic Centers; 
LL.  Residential Treatment Centers; (with limitations); 
MM.  Rural Health Clinics and Federally Qualified Health Centers (FQHC); 
NN.  School Based Health Centers; 
OO.  Special Clinics; 
PP.  Swing Beds Stays, under 45 days;  
QQ.  Therapy: 


1. Audiology; 
2. Occupational; 
3. Physical; 
4. Respiratory; 
5. Speech;  
6. Habilitation; and 


RR.  Tobacco Cessation; 
SS.  Transitional Rehabilitative Center; and 
TT.  Transplantation of Title XIX and Title XXI State Plan covered organs and tissue, and related 


immunosuppressant drugs. (see limitations). 
UU.  Other services as defined in the Medicaid Services Manual (MSM). 


We will oversee the delivery of all covered services as medically necessary and identified in A-UU of 
Section 3.4.3.2 of the RFP through our robust provider network described in detail in Section 3.7 
Network. Our provider network (including the Provider Types identified in RFP Attachment M and 
Essential Community Providers identified in RFP Attachment P), comprehensive provider training 
program, and provider technical supports are designed to support our providers in delivering 
medically necessary, quality, timely, and cost-effective services and supports.  


We will accomplish this by going beyond minimum network access standards to seek out providers 
who bring high-quality, comprehensive, and specialized services to our members, when and where 
they need it the most. As described in detail in Section 3.7 Network, we have completed a 
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comprehensive provider network analysis of provider availability across all areas of the State using 
all available data sources including State Medicaid provider enrollment data, our commercial 
affiliate's statewide network data, and data from other sources. We have begun outreach to providers 
to verify data and services they provide. Our locally based provider relations team will be key in 
ongoing support and contracting providers as necessary.  


We are also ready to offer a provider network that will meet any future changes in 
covered services, geographic service areas, covered populations, and legislative 
requirements. As part of a national organization that is a recognized leader in 


managed care for Medicaid and aged, blind, and disabled/Home and Community Based Waiver 
Services populations, we will leverage the best practices of our affiliate health plans to develop 
comprehensive provider recruitment plans if the DHCFP should decide to include additional Nevada 
counties, services, or additional populations into the Medicaid program.  


In addition, we understand that Native Americans may access and receive covered medically 
necessary services at Indian Health Service (IHS) facilities and Tribal Clinics. We have policies and 
procedures in place to request and receive medical records when a Native American member seeks 
covered services from IHS and to address instances when IHS recommends covered services that the 
member seeks to obtain through us. Our case management processes include coordination and 
collaboration with IHS and Tribal Clinics. All documentation is available for review by the DHCFP 
or other designated reviewers upon request.  


3.4.4 Special Considerations 
 


3.4.4.1 Inpatient Hospital Services 


 


We support the Division of Health Care Financing and Policy (DHCFP) in its mission to provide 
high quality acute services in the most cost-efficient manner possible. We will continue to provide the 
inpatient hospital benefits package and in lieu of Institutions for Mental Diseases (IMD) benefits to 
Medicaid and Nevada Check Up members as medically necessary, and as those covered services are 
specified in the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid 
Service Manual.  


  


3.4.4.1 Inpatient Hospital Services 
 


A.  The vendor may provide services in alternative inpatient settings that are licensed by the State 
of Nevada, in lieu of services in an inpatient hospital such as Institutions for Mental Diseases 
(IMDs). These alternative settings must be lower cost than traditional inpatient settings. By the 
15th of every month the vendor must report to the DHCFP the recipients who were admitted 
as an inpatient in an IMD for more than 15 days in the prior calendar month. Example: by 
August 15th the vendor must submit a list of Medicaid recipients who had an IMD inpatient 
stay for more than 15 days during the month of July. 


 
B.  The vendor must coordinate with discharge planners for transitioning to the appropriate post-


hospital destination. Failure to transfer the recipient to the appropriate care setting in a timely 
manner, within two (2) days after the recipient no longer meets an acute level of care will result 
in the vendor reimbursing the acute care facility at the average skilled nursing facility (SNF) 
rate or the administrative day reimbursement rate, whichever is greater. 
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A. Inpatient Hospital Services and in Lieu of IMD Benefit 
Having worked with Nevada Medicaid as a strategic partner in developing and implementing the in 
lieu of benefit for inpatient hospital in IMDs, we are fully prepared to continue to provide this service 
per the DHCFP guidelines. The in lieu of services have been instrumental in reducing congestion in 
Emergency Rooms (ERs) and providing members with more timely access to acute behavioral health 
interventions.  


All inpatient admissions are reviewed and tracked for medical necessity, including members entering 
IMD facilities. We comply with the DHCFP’s requirement for both monitoring setting cost and 
reporting within the DHCFP’s timeline for all members admitted for more than 15 days in the prior 
calendar month. 


B. Transitioning Post-Hospitalization 
We use a member-centric approach to discharge planning from inpatient settings that improves 
overall transition outcomes and increases member engagement. We begin discharge planning from 
the point of admission, whether in an acute care or psychiatric hospital. A key contributor to our 
successful approach is our hands-on assistance to members through field-base care coordinators and 
continuation of intensive follow-up for up to 30 days after discharge. Our discharge planning 
processes are discussed in detail in Section 3.10.20 Continuity of Care and 3.4.13.2 Mental Health 
Services.  


Delayed Discharge and Facility Reimbursement 
If we are unable to transfer the member to the appropriate care setting in a timely manner, within 
two days after he or she no longer meets an acute level of care, we will reimburse the acute care 
facility at the average skilled nursing facility (SNF) rate or the skilled administrative day (SAD) 
reimbursement rate, whichever is greater. We will work closely with the facility to support fiscal 
responsibility in this situation, determining if the facility is doing what is needed for discharge and if 
there may be an option for step-down, if appropriate. We will work vigorously to facilitate timely and 
well-supported discharges for our members.  
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3.4.4.2 Excluded Populations, Services and Coverage Limitations for 
Individuals Enrolled in Managed Care. 


 


Along with our affiliates, we currently serve more than 6.3 million members in 
Medicaid and other state-sponsored programs across 20 states, and have 
coordinated benefits for low-income populations for more than 25 years. We have 
extensive experience and comprehensive systems to address coverage limitations and to coordinate 
care with fee-for-service (FFS) systems and excluded programs, including those operated by a State-
selected vendor, Indian Health Services (IHS), or other state or local entity. We have experience 
managing a number of services the DHCFP currently excludes, and we are willing to enlarge our 
responsibilities to implement specialty programs in collaboration with DHCFP expansion of contract 
scope. 


A. Requirements for Supporting Native Americans Using Managed Care 
We fully comply with the DHCFP requirements and understand that Native Americans may access 
and receive covered medically necessary services at IHS facilities and Tribal Clinics. In addition, we 
are experienced working with several Nevada partners with 
respect to IHS and Tribal Clinics, and we understand the 
policies and procedures regarding enrollment and 
disenrollment applicable to Medicaid and Nevada Check Up 
eligible Indian members. Our efforts are supported by our 


3.4.4.2 Excluded Populations, Services and Coverage Limitations for individuals enrolled in 
Managed Care. 


 
A. The DHCFP has determined the following services are either excluded as an MCO covered 


benefit and will be covered under FFS or have current coverage limitations. The DHCFP 
reserves the exclusive right to include any of the following services as a covered benefit or 
modify coverage limitations at any time. The DHCFP will review and may adjust the capitation 
payment to ensure an actuarial sound rate is maintained and paid to the MCO at the time of 
the change to cover increased/decreased medical costs and/or expanded populations. The 
current exclusions and limitations are identified as follows: 


 
1. All services provided at Indian Health Service Facilities and Tribal Clinics. 
2. All eligible Indians may access and receive covered medically necessary services at Indian 


Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT). Eligible Indians who 
are eligible as Nevada Title XIX or Title XXI recipients may choose to opt out of managed 
care. If an eligible Indian who is enrolled in managed care seeks covered services from IHS, 
the vendor must request and receive medical records regarding those covered 
services/treatments provided by IHS. If covered services are recommended by IHS and the 
recipient seeks those services through the vendor, the vendor must either provide the service 
or must document why the service is not medically necessary. The documentation may be 
reviewed by the DHCFP or other reviewers. The vendor is required to coordinate all services 
with IHS. If a Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian 
recipient elects to disenroll from the vendor, the disenrollment will commence no later than 
the first day of the second administrative month after which all covered medically necessary 
services will be reimbursed by FFS. 


3. The vendor is not responsible for payment of any service received by an enrolled recipient at 
an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly 
to the DHCFP's Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule. 
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Tribal Liaison, who goes to the tribes at their invitation to gather feedback to help us better 
understand and support Native American members.  


We currently support over 1,650 members in Nevada who are of Native American descent. We have 
policies and procedures in place to request and receive medical records when Native American 
members seek covered services from IHS and to address instances when IHS recommends covered 
services that members seek to obtain through our health plan. We clearly identify when those 
services are not medically necessary and offer the members appeal rights. We will make sure that all 
medically appropriate services are covered and provided. All documentation is available for review by 
the DHCFP or other designated reviewers. 


Our care coordination and case management model includes coordination with IHS and Tribal 
Clinics. We are committed to coordinating the array of benefits and services necessary to achieve the 
DHCFP’s goal for improved health outcomes for Medicaid and Nevada Check Up members.  


We understand that we are not responsible for payment of any service received by a member at an 
IHS facility or Tribal Clinic, and that the IHS facility or Tribal Clinic will submit their claims 
directly to the DHCFP’s Fiscal Agent.  


We understand that if an IHS member elects to disenroll, the disenrollment will commence no later 
than the first day of the second administrative month following the member’s notification. After that 
time, all medically necessary care will be reimbursed by FFS. 


Our continuity of care procedures, fully described in Section 3.10.20, support a smooth member 
transition, including timely exchange of appropriate information to FFS providers, as allowed by 
member consent. 


 


B. Coordination with NET 
We comply with the DHCFP requirements 
related to non-emergency transportation (NET) 
and recognize that NET is a benefit for 
Medicaid members managed by the DHCFP 
contracted NET Broker. We coordinate with 
the State’s contracted broker regarding this 
service and member transportation needs, and 
work closely with the NET Broker, as appropriate, to verify services were received.  


Our case managers, member services employees, local health plan employees, and Member Outreach 
team identify and address barriers to members accessing services, including NET. Our employees are 
equipped to support members to schedule NET services, including verifying medical appointments 
upon request. Our Member Handbook, provider manual, member website, and staff touch points 
help our members understand the NET benefit, facilitate making appropriate member notifications, 
and include instruction to the member as to how to access NET services.  


B.  Non-Emergency Transportation (NET) 
The DHCFP contracts with a NET Broker who authorizes and arranges for all covered 
medically necessary non-emergency transportation. The vendor and its subcontractors shall 
coordinate with the NET Broker, if necessary, to ensure NET services are secured on behalf of 
enrolled recipients. The vendor and its subcontractors must also verify medical appointments 
upon request by the DHCFP or the NET Broker. 
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Our Additional Transportation Benefits Value Added Service provides bus passes and free rides for 
members who do not meet the eligibility requirements for the FFS NET benefit. This helps to assure 
our members receive holistic care by providing additional transportation to drop off or pick up 
prescriptions and access community resources and services. We facilitate travel by providing bus 
passes, coordinating travel in vans and handicap accessible vehicles, and even covering the cost of 
Uber rides. 


 


C. Coordination with and Reimbursement of School Based Child Health 
Services 
1. We understand and fulfill the State’s current requirements regarding promotion of State standards 
for School Based Child Health Services (SBCHS) and integration into Medicaid managed care 
services. 


2. We will continue to provide covered medically necessary services beyond those available through 
school districts. If not medically necessary, we will document why the services are not medically 
necessary. We do not require prior authorization or Primary Care Provider (PCP) referral for 
members 3 years of age and older to access SBCHS. We utilize the broad referral guidelines 
established by the DHCFP.  


  


C.  School-Based Child Health Services (SBCHS) with Limitations 
 


1. The DHCFP has provider contracts with several school districts to provide certain medically 
necessary covered services through School Based Child Health Services (SBCHS) to eligible Title 
XIX Medicaid and Title XXI Nevada Check Up recipients. School-Based Health Clinics are separate 
and distinct from School-Based Child Health Services. 


2. Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, 
school physician, special education teacher, school nurse, school counselor, parent or guardian, or 
social worker to SBCHS for an evaluation. If the child is found eligible for these services, then an 
Individual Education Plan (IEP) is developed for the child. The IEP specifies services needed for the 
child to meet his/her educational goals. A copy of the IEP will be sent to the child’s PCP within the 
managed health care plan, and maintained in the recipient’s medical record. 


3. The school districts provide, through school district employees or contract personnel, the majority of 
specified medically necessary covered services. Nevada Medicaid reimburses the school districts 
for these services in accordance with the school districts’ provider contract. The current school 
district contracts will be maintained by the State; the MCO will not contract directly with the school 
district.  


4. The vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation 
may be reviewed by the DHCFP or its designees. Title XIX Medicaid-eligible children are not limited 
to receiving health services through the school districts. Services may be obtained through the 
vendor rather than the school district if requested by the parent/legal guardian.  


5. The vendor must reimburse school based health services provided by a Federally Qualified Health 
Center (FQHC) or a Rural Health Clinic (RHC). These services must not have restrictions of prior 
authorization or PCP referral requirements. The vendor case manager shall coordinate with the 
school district in obtaining any services which are not covered by the plan or the school district. 


6. The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will 
ensure their delivery systems support the integration of SBCHS with Medicaid managed care 
services. 
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 3. Our case managers coordinate service delivery for children 
covered under the federal Individuals with Disabilities 
Education Act (IDEA) by working collaboratively with the 
parent or guardian and the school or local education authority 
to support development of an individual education plan (IEP). 
We request a copy of the finalized IEP from the parent or 
guardian. When we receive an IEP, we maintain it in the child’s 
health record. With the parent or guardian’s consent, we send 
the IEP to the child’s PCP.  


4. During care planning, the case manager verifies that we 
incorporate all medically necessary services that augment 
SBCHS included in the IEP into the personalized care plan to 
promote the highest functional abilities. Case managers also 
confirm the scope of the IEP to identify and address any 
potential gaps in care, such as extended school absences 
resulting from inpatient stays. Case managers coordinate with 
school districts in obtaining any services not covered by our 
health plan or the school district. 


5. Deleted per Amendment 2. 


6. Our role is to integrate, not replace, the full array of existing 
supports the State of Nevada provides for children, including 
SBCHS. Our systems support full integration of SBCHS and 
managed care services. We work closely with SBCHS and 


entities that are familiar to and trusted by Nevada families. This includes linking parents and 
families with Nevada resources that augment 
those delivered through the health plan, such as 
Parents Encouraging Parents, which helps 
parents learn how to advocate for their children 
and provides ongoing peer support. For children 
with special health care needs, this also includes 
referrals for family support services from local 
agencies such as Give Me a Break, which 
provides monthly respite services. 


Our Active Partnership and 
Investment in SBCHS in Nevada 
We fully support the mission of SBCHS in 
Nevada. Our employees, including our president 
and CEO Medicaid health plan, are a part of the 
Nevada School Based Health Alliance (SBHA), 
a statewide association with the goal to enhance 
SBCHS in Nevada, provide educational and 
funding resources, and share information from 
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the national SBHA. One of our local employees serves on the executive board.  
We are committed to positively impacting the lives of the children and youth of Nevada. We regularly 
make financial donations to many Nevada organizations, including Clinics in Schools, The 
Children’s Cabinet, and Family TIES of Nevada, to name a few. We are a regular contributor to 
After-School All-Stars (ASAS) Las Vegas, a non-profit organization that provides after-school 
programs to more than 6,000 youths in 15 Clark County schools. Our president and CEO Medicaid 
health plan is a board member of ASAS.  


Starting with 2015 open enrollment, we were approved by the 
Clark County School District (CCSD) Board of Trustees for a 
four-year memorandum of understanding to coordinate on-site 
health and wellness events for students in K-12 and their 
families. CCSD requested that we dedicate the majority of our 
financial resources to augmenting SBCHS in underserved 
communities or Title I schools, which have high percentages of 
children from low-income families.  


In addition, our employees in Nevada participate in the monthly 
University of Nevada School of Medicine (UNSOM) 
Department of Pediatrics SBCHS meetings. We support the 
fulfillment of the SBCHS mission and provide funding through 
a partnership with UNLV School of Medicine. 


We support members consistent with DHCFP requirements in 
transitioning to carved-out services, including referrals and 
appropriate information sharing. We coordinate care for 
members using FFS benefits. We provide benefits consistent with the DHCFP specifications, 
respective State Plans for Title XIX and XXI programs, and the Nevada Medicaid Service Manual.  


 


D. Members Requiring ICF/IID Services 
We understand the policies and procedures regarding disenrollment applicable to members requiring 
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) services. Our 
continuity of care procedures support a smooth member transition, including timely exchange of 
appropriate information. Our provider relations representatives are available to assist both the 
outgoing managed care providers and the facility intake team to successfully complete the transition 
processes.  


D.  Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients 
requiring this service are not eligible for managed care. 
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E. Adult Day Health Care 
1-2. Members Requiring ADHC Services 
We understand that members requiring Adult Day Health Care 
(ADHC) services are eligible for managed care. Our care 
coordination and case management model includes discovery 
processes that facilitate identification of need, planning processes 
that facilitate referral, and monitoring processes that help assure 
coordination of care for ADHC members. We are committed to 
coordinating the array of benefits and services necessary to 
achieve the DHCFP’s goal for improved health outcomes for 
members. We have met with the management teams for ADHC 
sites in Clark County and have helped members access these 
services, which are important in supporting members to continue 
to live independently in their homes and to participate in their 
communities.  


3-5. Members Requiring Waiver, Pre-Admission 
Screening and Resident Review, and Level of Care 
Assessments 
We understand that we are not responsible for payment of any 
service received under a 1915(c) Home and Community Based 
Services (HCBS) waiver and are not responsible for the Pre-
Admission Screening and Resident Review (PASRR) and Level of 
Care (LOC) screening processes. However, we will continue to support our members in these 
programs and processes in appropriate ways, including through care coordination and provision of 
requested information to support assessment and transition.  


 


E.  Adult Day Health Care 
 


1. Recipients requiring this service are eligible for managed care. 
2. Adult Day Health Care (ADHC) services for eligible managed care recipients are covered 


under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral 
and coordination of care for ADHC services. The vendor must ensure that recipients who are 
receiving ADHC services are receiving all medically necessary services covered in the 
managed care benefit package. 


3. Home and Community Based Waiver Services (1915(c)). 
4. Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 


Assessments. 
5. All PASRR and LOC are performed by the DHCFP’s fiscal agent. 
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F. Seriously Emotionally Disturbed and Severely Mentally Ill 
Determination Protocols and Notifications 


Along with our affiliates nationwide, we have extensive 
experience working with people diagnosed as Seriously 
Emotionally Disturbed (SED) or Severely Mentally Ill (SMI), 
which has resulted in our thorough knowledge of the needs and 
care these members require.  


1. Our protocols for determination currently align with the DHCFP requirements in the Nevada 
Medicaid Service Manual and Section 5, RFP Attachment T, and our network providers are already 
trained on the process. From January 2015 to March 2016, we identified 77 children with SED and 
16 adults with SMI. Our care coordination processes support members with SED or SMI to obtain 
medically necessary evaluations from a network provider, including their PCP, and to obtain 


F.  Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 
 


1. The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who 
have been determined SED/SMI, are obtaining the medically necessary evaluations by a 
network PCP, and that the recipient is receiving covered medically necessary medical, 
mental health and mental health rehabilitation services. 


2. The vendor or its identified subcontractors/network providers must ensure that the 
parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is 
referred for SMI assessment, is fully informed of the reason why the assessment is 
necessary, and must obtain authorization from the minor recipient’s parent/guardian or from 
the enrolled adult or his/her personal representative to conduct the assessment and to 
release the determination to the DHCFP and/or its designee. 
 
Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined 
in the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal 
representative designation form, is available upon request. 


3. The vendor and its identified subcontractors/network providers are the only entities that have 
the authority to make the SED or SMI determination for its enrolled recipients. If any entity 
other than the vendor or its identified subcontractors/network providers makes a 
determination on behalf of a Medicaid recipient who is enrolled in managed care at the time 
such determination is made, the determination will be rejected and the entity will be directed 
to refer the enrolled recipient to the vendor for a determination and services. SED or SMI 
determinations made by authorized entities referenced in Chapter 400 of the MSM will be 
considered valid for recipients who transition from FFS to managed care. Likewise, 
determinations made by the vendor or its identified subcontractors/network providers will be 
considered valid for recipients who transition from managed care to FFS. SED or SMI 
determinations made by appropriately licensed mental health practitioners within the 12-
month period preceding initial Medicaid eligibility will be considered valid for either FFS or 
managed care recipients. 


4. If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that 
DHCFP requirements for data collection are met. 


5. Recipients who receive either an SED or SMI determination must be redetermined at least 
annually. For recipients who have the option to and have voluntarily elected to remain 
enrolled in managed care, the process for these redeterminations is the same as for the 
initial SED or SMI determination as stated above. 


6. Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to 
disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting 
Guide. 
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referrals, locate providers, and facilitate access to covered medically necessary medical, mental 
health, and mental health rehab services.  


2. Our clinical employees may refer members for diagnosis, as can network providers. Assessing 
providers obtain the consent of members, parents, and guardians using the DHCFP Consent Form 
before proceeding with a diagnostic evaluation. The assessing providers make sure that consenting 
persons are fully informed of the reason why the assessment is necessary, and explain the release of 
information to the DHCFP or its designee as a component of the process.  


If the parent or guardian refuses to consent to SED/SMI evaluation, our clinical staff review the 
referral with the parent or guardian and work to address any outstanding questions or concerns, and 
involve the PCP and referring provider as appropriate. If the parent or guardian continues to refuse 
SED/SMI evaluation, the member’s case manager may convene the member’s interdisciplinary care 
team. The team determines appropriate interventions, which may range from continued family 
education to notification of protective services.  


For members who have a positive diagnosis and who have given their informed consent, the 
assessing provider documents the determination on the SED/SMI Determination Form and routes 
the form appropriately.  


3. We understand DHCFP’s requirements for qualified SED/SMI determinations, including 
timeliness standards, and will fully support members to comply with these requirements, whether 
through access to our network providers or requesting valid records. Our behavioral health providers 
are familiar with and are required to apply the State’s process to determine whether individuals are 
SED or SMI, in accordance with Medicaid Service Manual mandated definitions, policies, processes, 
and forms.  


4. For all members determined to have a diagnosis of SED or SMI, we currently comply with and will 
continue to comply with the DHCFP data collection requirements, both those outlined in RFP 
Attachment T, Section 5 and any future changes or additions. We have an established protocol to 
confirm member eligibility type and dates per the DHCFP requirements; to communicate with the 
behavioral health provider issuing the determination regardless 
of network status; and to communicate to members their 
options for accessing services within our managed care plan for 
members considering disenrollment.  


5. In addition, we currently comply with and will continue to 
comply with the DHCFP’s annual redetermination. For 
members served in our managed care plan, we use the same 
process as the initial SED or SMI determination.  


Involving Family Members in Planning and Recovery  
Involving families in planning and recovery of children and adults with SED or SMI can improve 
communications, reduce stress, and support improved outcomes for persons with co-occurring 
disorders. 


Our integrated care management program, discussed fully in Section 3.10.20 Continuity of Care 
System, promotes the health, safety, permanency, and well-being of children, youth, and adults with 
SED or SMI by supporting members and, consistent with consent and privacy regulations, their 
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families to navigate the health care delivery system, remove barriers to care, and make meaningful 
connections to community supports while improving individual outcomes. Our model is founded on 
integration, coordination, and collaboration, informed by sensitivity, respect, and compassion for 
members with SED or SMI and their families. 


Our case managers support family members to engage in planning and recovery by providing 
information that is clear and understandable. The 2016 Center for Plain Language ClearMark 
Awards recently recognized our member communications with three Awards of Distinction, 
including two overall category winners. Whether through written communications or by purposefully 
training our staff to use simpler terms, we are committed to improving member experience.  


In addition, we support our providers to include family members appropriately. As a promising 
practice, mental health and addiction programs are increasingly including family members in 
recovery. This is especially important for children and young adults, since parents or guardians must 
give informed consent, and the family dynamic often has a significant impact on treatment 
progression. We are able to respond to questions, link providers to each other to gain experience, and 
educate providers to include family members in planning and recovery through our provider 
relations representatives, newsletters, and provider portal on our website. 


Support to Move Members Diagnosed as Seriously Emotionally Disturbed or 
Severely Mentally Ill to Fee-For-Service 
If an eligible member, parent, or guardian should opt to disenroll from managed care as a final step 
in SED/SMI determination, the assessing provider submits this information on the DHCFP-
designated forms and complies with form routing. (Nevada Check Up members or members who are 
part of the Childless Adult Expansion Population may not disenroll.) We comply with MCO 
reporting as outlined in RFP Attachment T, Section 5.  


We understand the member will be disenrolled by the DHCFP on the first day of the month following 
submission of the form. Following disenrollment, all covered medically necessary services, including 
services specific to the member’s SED or SMI diagnosis, will be authorized and reimbursed through 
FFS Medicaid.  


Our continuity of care procedures, fully described in Section 3.10.20, support a smooth member 
transition, including timely exchange of appropriate information to FFS providers, as allowed by 
member consent. 


 


G. Targeted Case Management and Our Continuity of Care System 
We acknowledge this Statement of Work information defining Targeted Case Management (TCM) as 
carved out from managed care contracts and different from case management provided by contracted 
health plans. 


We understand and comply with case management under Nevada’s Medicaid managed care 
programs and fully describe our case management program in Section 3.10.20 Continuity of Care 
System.  


G.  Targeted Case Management (TCM) 
 


TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts. 
Case management, which differs from TCM is required from the contracted Vendors. 
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If a member elects to use Targeted Case Management, we will support the member using the same 
processes discussed in 3.4.4.2.F Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI).  


 


H. Serving Members in Child Welfare and Foster Care 
Our affiliates care for more than 55,000 children, adolescents, and young adults in foster care, 
adoption assistance, and juvenile justice specialty programs in 10 states: Florida, Georgia, Indiana, 
Iowa, Kansas, Kentucky, Louisiana, Maryland, New Jersey, Virginia, and Washington.  


A study by the Urban Institute suggests that as many as 80 
percent of children involved with Child Welfare agencies have 
conditions that require behavioral health services.1 Our fully 
integrated, internally operated care management system of care 
has the proven ability to meet the evolving needs of this 
specialized population, and to address our members’ physical, 
behavioral, social, and functional needs holistically 


We stand ready to serve members from the Nevada Child Welfare system voluntarily enrolling in 
managed care. We understand these members are voluntarily enrolled in managed care if their 
guardian requests enrollment. We follow all DCFS guidelines regarding communications involving 
members in the Child Welfare system.  


If a FFS recipient moving to managed care is receiving services from DCFS and County Child 
Welfare Providers, we will work to contract with these providers to support continuity of care. We 
currently contract with other agencies within DHHS, the juvenile justice system, and various county 
entities to provide medically necessary services, including behavioral health services, to members in 
Child Welfare. In the event these providers are unwilling to contract with us, we coordinate care with 
these providers out-of-network and work to seamlessly transition members to an in-network provider, 
if available and with requisite specialization and experience. We work to support continuity of care 
for these members in their transition into managed care by engaging traditional Child Welfare 
providers in our transition and case management processes. 


We will support the DHCFP by notifying the State when we have knowledge of a member entering 
the juvenile justice system or Child Welfare program.  


                                                 
 
1 http://www.urban.org/sites/default/files/alfresco/publication-pdfs/311221-Medicaid-Spending-on-Foster-
Children.PDF Accessed July 2016.  


H.  Child Welfare 
Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their 


guardian requests enrollment.  
 


There may be times when DCFS and County Child Welfare Providers have provided services 
to a FFS recipient who then moves into managed care. Contracting with these providers is 
preferred as it will help ensure continuity of care of these recipients.  
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I-J. Nursing Facility and Swing Bed Stays in Acute Hospitals  
We currently comply with Nevada Medicaid Service Manual (MSM) requirements related to nursing 
facility and swing bed stays in acute hospitals. We cover the first 45 calendar days of an admission 
pursuant to the MSM and apply patient liability as appropriate. Our patient liability processes are 
consistent with the DHCFP requirements, and we will submit revisions for review and approval prior 


I. All Nursing Facility Stays Over Forty-Five (45) Days 
Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar 
days of a nursing facility admission, pursuant to the Medicaid Services Manual (MSM). The 
vendor is also required to collect any patient liability (PL) for each month a capitated payment 
is received. The vendor shall notify the DHCFP on the 46th day that the recipient is to be 
disenrolled. The recipient will be disenrolled from the MCO and the stay will be covered by 
FFS commencing on the 46th day of the facility stay. 


 
J. Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days 


Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a 
swing bed admission. The vendor is also required to collect any PL for each month a capitated 
payment is received. The vendor shall notify the DHCFP by the fortieth (40th) day of any swing 
bed stay expected to exceed forty-five (45) days. The recipient will be disenrolled from the 
MCO and the stay will be covered by FFS commencing on the forty-sixth (46th) day of the 
facility stay. 


 
K. Residential Treatment Center (RTC), Medicaid Recipients 


1. The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within 
five (5) calendar days of the admission date. Pursuant to the State of Nevada Title XIX 
State Plan, the vendor is responsible for reimbursement of all RTC charges including 
admission, bed day rate, and ancillary services until properly disenrolled from managed 
care. Recipients who are covered under Title XIX Medicaid will be disenrolled from the 
vendor on the first day of the next month following the RTC admission. Recipients who 
enter an RTC after cutoff will be retro-disenrolled to the first day of the month following RTC 
admission. The RTC bed day rate and ancillary services will be reimbursed through FFS 
thereafter for this population. 
 


2. The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance 
with this RFP. 


 
3. The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which 


may result in uninterrupted managed care enrollment for this population. If this is the case, 
the vendor will be responsible only for covered medically necessary services throughout the 
RTC stay. 


 
L. Residential Treatment Center (RTC), Nevada Check Up Recipients  


The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five 
(5) calendar days of the admission date. Pursuant to the State of Nevada Title XXI State Plan, 
recipients who are covered under Nevada Check Up will remain enrolled with the vendor 
throughout their RTC admission. The vendor is responsible for reimbursement of all ancillary 
services [i.e., physician services, optometry, laboratory, and x-ray services, etc.] for Nevada 
Check Up recipients throughout their RTC admission. The RTC admission and bed day rate 
will be covered by FFS for this population commencing on the first day of admission. 


 
M. Hospice 


Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled 
immediately. Nevada Check Up recipients will not be disenrolled, however payment for 
Nevada Check Up hospice services will be carved out and FFS should be billed. 
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to dissemination and execution. A single-point-of-contact designated nurse case manager tracks 
member utilization and completes the required State notifications within specified timelines for 
persons expected to exceed 45 days.  


We support continuity of care for these members in their transition from managed care by 
appropriately exchanging utilization management data and engaging facility providers in our 
transition and case management processes, which are detailed in Section 3.10.20 Continuity of Care 
System.  


K-L. Residential Treatment Center 
Our processes fully comply with the DHCFP requirements related to Residential Treatment Centers 
(RTCs) as outlined in the MSM. For both Medicaid managed care and Nevada Check Up members, 
our single-point-of-contact designated nurse case manager tracks admissions to RTCs and notifies 
the DHCFP of the admission within five calendar days of the admission date.  


We understand that for Medicaid managed care members, we are responsible for reimbursement of 
all RTC charges, including admission, bed day rate, and ancillary services until the member is 
properly disenrolled from managed care on the first day of the next month following the RTC 
admission or per the retro-disenrollment guideline.  


We help assure continuity of care for these members in their transition from managed care by 
appropriately exchanging health information, including utilization management data, and engaging 
RTC providers in our transition and case management processes.  


We understand that Nevada Check Up members remain enrolled throughout their RTC admission. 
We are responsible for reimbursement of all ancillary services throughout their RTC admission. The 
RTC admission and bed day rate are covered by FFS commencing on the first day of admission. 
Throughout the length of stay, we work with the RTC to coordinate care and facilitate a discharge 
transition plan that will support the member to successfully resume living in a preferred locale.  


We will comply with all the DHCFP guidelines and amendments regarding coverage and enrollment 
for members using RTC.  


M. Hospice 
Our current processes are compliant with the DHCFP requirements related to hospice. For Medicaid 
managed care and Nevada Check Up members, our single-point-of-contact designated nurse case 
manager tracks admissions to hospice care and provides appropriate notification for immediate 
disenrollment of Medicaid managed care members. We work to help assure continuity of care for 
these members in their transition from managed care by engaging hospice providers in our transition 
and case management processes, and by appropriately exchanging health information, including 
utilization management data.  
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N-O. Care Coordination Includes Dental and Orthodontic Services 
We have experience administering both Medicaid dental and orthodontic programs and working with 
selected statewide organizations to help our members achieve optimal health and meet age-
appropriate preventive care expectations. We will fulfill the DHCFP requirements related to dental 
and orthodontic services covered in Nevada Medicaid and Nevada Check Up.  


We will provide care coordination and referral for covered medically necessary dental services such 
as dentures and covered diagnostic, preventive, or corrective services or procedures that include 
treatment of the teeth and associated structures of the oral cavity for disease, injury, or impairment 
that may affect the oral or general health of the eligible Medicaid member up to age 21 years and 
eligible Nevada Check Up members up to the birth month of their 19th year.  


We will continue to provide emergent and urgent dental care and related follow-up. This care will be 
provided by hospital ERs and is covered under our standard contracts with such providers.  


In addition, we will provide members with care coordination and referral for orthodontic services for 
eligible managed care members.  


Our Case Managers and the Dental Vendor Work Together 
Our holistic care management program incorporates assessment, planning, and interdisciplinary 
care team processes to identify dental and orthodontic service needs. Our care management program 
and network providers will educate members on preventive care, including the importance of oral 
health. We will continue to use community outreach events such as health and wellness fairs, and 
our Value Added Services, which include adult dental hygiene kits with educational materials and 
supplies, to enhance member education and outreach efforts regarding dental care.  


We will establish a process with the State’s dental vendor to support our case managers to maintain 
consistent communication regarding referrals, pending appointments, and appointment attendance. 
This process will also include scheduled data 
transfer of member encounter information to 
support our Provider Quality Incentive 
Program (PQIP) described in Section 3.11.2. 


For members with whom we are actively 
working for care coordination or case 
management, we will engage the member’s 
PCP and specialists regarding the necessary 


N.  Dental Services 
 


These include covered diagnostic, preventive or corrective services or procedures that include 
treatment of the teeth and associated structures of the oral cavity for disease, injury or 
impairment that may affect the oral or general health of the eligible Medicaid recipient up to 
age 21 years and eligible Nevada Check Up recipients up to the birth month of their 19th year; 
and dentures. Follow up for emergent and urgent dental care.  


 
O.  Orthodontic Services 
 


Orthodontic services for eligible managed care recipients are covered under FFS pursuant to 
MSM Chapter 1000. The MCO is responsible for ensuring referral and the coordination of care 
for orthodontic services, pursuant to this RFP. 
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dental or orthodontic treatment or preventive care. We will educate the member about their dental 
and orthodontic benefits available through the State’s vendor. Our member services representatives 
will also be available to support members with questions and help link them to the State’s dental 
vendor.  


As a component of care coordination, we will support members, as appropriate, to secure needed 
referrals, attend appointments, access follow-up care, and communicate important health 
information relevant to dental and orthodontic services. For example, if a health provider has 
diagnosed a member with dysphagia, the dental vendor will need to identify this as a health risk to 
incorporate in referrals and dental provider communications.  


In all instances, when a member presents for urgent or emergent dental treatment, we will work with 
the facility to help coordinate post-visit care, and we will reimburse the providers per our contracts. 
Our 24/7 nurse advice line is available to members who need help to determine if an issue is urgent 
or emergent. Members may speak to an RN about their situation on this toll-free line.  


For members with urgent or emergent dental treatment follow-up appointments, our post-discharge 
management case manager will be available to support the member by linking him or her to the 
State’s dental vendor to schedule visits and access their benefits. 


Activities Promote and Enhance Access to Dental Services 
Future Smiles, a non-profit dental provider, has partnered with us to complete both school-based and 
community-based dental screening and services for mostly underserved communities in Clark 
County. In addition, we recently formalized our longstanding relationship with the University of 
Nevada, Las Vegas (UNLV) School of Dentistry with an educational affiliation agreement effective 
for four years. Beginning in July 2016, UNLV pre-doctoral students and post-doctoral pediatric 
residents offer oral health education, oral hygiene instruction, 
oral cancer screenings (adults), oral health screenings (children), 
and fluoride application under UNLV faculty supervision during 
community outreach events such as health and wellness fairs. 
More advanced treatments will be conducted through referral to 
the DHCFP dental vendor. UNLV will accept referrals for an 
office visit at one of their clinic sites.  


While health and wellness fairs are open to all persons, we use 
the opportunity to reach out to our members based upon 
HEDIS® gaps in care and to improve access and utilization of 
screening services consistent with age and health risk factors. We 
use phone and mail contacts to promote attendance at these 
events and to educate members about the importance of all 
preventive health activities, including age-appropriate dental 
visits. Bringing this dental service to public events is part of our 
commitment to local engagement and responsiveness to our 
members’ changing needs and priorities.  
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Adult Dental Services for Persons Engaged in Behavioral Health Treatment 
We currently offer limited adult dental services in clinics serving our members through an exclusive 
provider partnership. We are aware of the great need to make adult dental services accessible, 
particularly for persons experiencing co-morbid conditions. To further expand options for our 
members, we are currently facilitating bringing the UNLV dental partnership into select in-network 
behavioral health clinics to provide screening, referral, and treatment services for our members.  


A study from the Harvard School of Dental Medicine published in 2013 in the Journal of the 
American Dental Association reviewed a set of national claims. The review identified significant 
combinations of mental health conditions and dental problems that led to persons with mental health 
conditions making more frequent and more costly visits to hospital-based ERs than did persons in the 
general population. ER visits were for dental caries, pulpal and periapical lesions, gingival and 
periodontal lesions, and mouth cellulitis/abscesses. Preventive practices customized for persons with 
behavioral health conditions were recommended.2  


We are excited to bring this promising practice and innovation to Nevada’s 
Medicaid program, and we see opportunity to grow targeted adult dental services 
for expansion populations that may be added to the Contract.  


3.4.4.3 EPSDT Services (Medicaid) and Well Baby/Well Child Services 
(Nevada Check Up) 


 


A. EPSDT Screenings 
We will continue to comply with the requirements for Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) screenings for members under the age of 21. Our screenings are compliant with 
Medicaid Services Manual (MSM) Chapter 1500, as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) 
of the Social Security Act, and 42 CFR 441.50 through 441.62. We will conduct all interperiodic 
screenings as required. We coordinate and pay for EPSDT and 
Well baby and Well child screens, ensuring medically necessary 
screening, diagnostic, and treatment services are provided in 
accordance with the MSM rules and federal requirements, and we 
have established strategies for tracking, promoting, and reporting 
timely screens for eligible members. 


  


                                                 
 
2 Nalliah, R, et al. The characteristics of hospital emergency department visits made by people with mental health 
conditions who had dental problems. Journal of the American Dental Association. Volume 144, Issue 6, Pages 
617–624. June 2013.  


3.4.4.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 
 
A.  The MCO vendor as applicable will be required to conduct EPSDT screenings of its recipients 


under the age of twenty-one (21) years. The screening must meet the EPSDT requirements 
found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the 
Social Security Act, and 42 CFR 441.50 through 441.632. The vendor must conduct all 
interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500. 
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We share the DHCFP’s commitment to the Nevada Healthy Kids program promoting preventive 
screenings and health care and medically necessary diagnostic and treatment services for children in 
accordance with the Bright Futures guidelines. 
We know from experience that without the 
required EPSDT screenings, potentially 
serious health conditions are more likely to go 
undiagnosed and untreated, resulting in poorer 
health status throughout childhood and into 
adulthood. Early intervention is critical to 
ensuring that children start school ready to 
learn, rather than behind the curve.  


Children and youth from low-income families 
are at greater risk for poor health outcomes. 
We assure that all care is coordinated and 
barriers are removed for these children to 
facilitate the receipt of the EPSDT services, 
including the oral examination component of 
the EPSDT physical exam and referral to a 
dental provider as applicable. We educate our 
members, parents and guardians, providers, 
and the community about Healthy Kids 
services and monitor when members access 
these services. We support the DHCFP’s quality goals and aligned our quality strategy with these 
goals. 


Since approximately 55 percent of our members are under the age of 20, our Healthy Kids strategy is 
vital to promoting improved health outcomes. Our strong HEDIS® results, which are consistent with 
EPSDT measures, are an example of our success in improving outcomes for our members under the 
age of 21, as shown in Table 3.4.4.3-1. We have demonstrated improvement year over year for the 
last two HEDIS cycles in these measures as a result of more of our members getting their EPSDT 
screenings.  


Our EPSDT Program is jointly managed by our local health plan staff with support from our 
national organization, and it complies with State and federal requirements. The effectiveness and 
regulatory compliance of this program is monitored through the Internal Quality Assurance 
Program (IQAP). We coordinate targeted member outreach attempts for EPSDT services while our 
parent company oversees a general mailing program of member birthday card EPSDT service 
reminders and overdue services postcards to maximize efficiency. Primary Care Physicians (PCPs) 
also receive notification of paneled members who are past due for EPSDT services. 
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Table 3.4.4.3-1. Improving HEDIS Outcomes for Nevada’s Children We actively monitor 
utilization to verify that 
members receive timely age-
appropriate services. Our 
Quality Management team 
evaluates data and identifies 
new opportunities to educate 
members, families, and 
providers about EPSDT. Our 
Interactive Analytic Insights 
tool enables us to see which 
members have gaps in 
recommended EPSDT 
services for better-informed 
outreach. We use member 
and provider contact 
information to geo-locate 
them and focus our outreach 
to the communities most in need. Using the tool, we can see which providers are associated with our 
members in need of further services. Then we can target provider practices where those members are 
concentrated for interventions like Clinic Days, a proven strategy to increase access for our 
members, which will be offered under the new Contract. 


Our EPSDT Datamart gathers internal and external data to monitor each member’s compliance with 
the established EPSDT schedule. With this information, our Quality Management team identifies 
members and PCPs with upcoming or missed Healthy Kids screenings and services. Figure 3.4.4.3-1 
provides an overview of the quality driven strategies we use to boost Well child visits and improve 
health outcomes. 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 68 
 


Figure 3.4.4.3-1. Comprehensive Quality Strategies Improve EPSDT Outcomes for Nevada Children 


 


Further, our continued collaboration with DHCFP on Performance Improvement Projects (PIPs) 
will help to drive gains in EPSDT screening rates. For example, our current PIP, Weight Assessment 
and Counseling for Nutrition and Physical Activity for Children and Adolescents (WCC), is designed 
to increase rates of PCP visits. During visits, PCPs can complete all timely and age appropriate well 
care services, including EPSDT screenings. This interaction provides an opportunity for the member 
and their family to establish a relationship with the provider, encouraging repeat well care visits.  


Focused Outreach Improves Participation in 
EPSDT Services 
We recognize the unique challenges that our members face 
every day, and we are engaged advocates and support them in 
every way we can. To address barriers to care, including 
Healthy Kids screenings, our outreach specialists help connect 
members and their families with community resources. Our 
outreach specialists work to resolve any barriers, including 
arranging transportation or helping members find a new PCP.  


If lack of childcare for other children in the household is a 
barrier to EPSDT, we provide a Value Added Service for 
childcare to give families additional flexibility, support, and 
peace of mind. We will partner with several day care providers 
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at a variety of locations to provide free childcare services. This will help improve member access to 
covered health care services and promote satisfaction and well-being. 


Families with unstable housing or food insecurity are less likely to prioritize well visits for children 
due to more pressing priorities. Through Community Resource Link, we can help members quickly 
locate organizations and resources in their own community to obtain social support services such as 
food, housing, employment, or legal assistance. Community Resource Link is our Value Added 
Service community resources database maintained by our team of community-based social workers 
who have cultivated relationships with agencies across our service area. By addressing these critical 
needs, we help families focus on health care.  


Monitoring tools enable our team to view all the gaps in care for Healthy Kids-related services for 
each member in a household. When we contact the member or family/caregiver, we “maximize the 
moment” by working with him or her to schedule all outstanding services, including immunizations, 
Healthy Kids screenings, and well-visit exams for all family members. We work with the member or 
family/caregiver to identify and address any challenges or barriers that may limit the member’s 
ability to participate in the screening visit. Based on that information, we concurrently coordinate 
support services, such as transportation and referrals, and assist with scheduling appointments.  


Children with Special Health Care Needs 
Through our partnership with Family Ties of Nevada, we 
connect parents and guardians of Children with Special Health 
Care Needs (CSHCN) to Healthy Kids services. We partnered 
with Family Ties and other Nevada agencies in August of this 
year for a Healthy Families, Healthy Communities Health Fair. 
This fair connected Northern Nevada’s rural communities to 
health and community resources that are available but vastly 
under-utilized. Lack of knowledge among residents about where 
to go for help, isolation from larger population centers, and 
transportation, language, and cultural barriers often prevent 
consumers in rural areas from accessing critical care and 
supports. This free health event offered residents in all 
neighboring communities information and health resources to 
help them access services more easily and improve their health 
and quality of life.  


Promoting Best Practices  
Even with our success promoting EPSDT in Nevada, we 
continually seek to improve our performance and adopt best 
practices that have proven successful in other states with similar 
populations. Best practices proven effective in promoting 
EPSDT include providing support and funding for community 
events, outreach through school-based clinics, and partnerships 


with clinics, providers, and Federally Qualified Health Centers (FQHCs). 
As mentioned above, our Internal Quality Assurance Program (IQAP) team accesses our Interactive 
Analytics Insight tool, an interactive database that stores HEDIS measures and interventions for all 
Medicaid and CHIP programs across our organization. Across our Medicaid affiliate health plans, 
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the tool provides us with analytics to determine effectiveness of member-level interventions and 
guides the most efficient use of resources. The tool shows which programs or mix of programs are 
associated with high quality scores, and in which cohorts of the population programs are most 
effective.  


Our analytic capabilities allow us to drill down to local areas and customize solutions to close gaps in 
care, increasing the number of members receiving recommended services. We can view member 
compliance by various cohorts, including geography and member demographics such as age, 
race/ethnicity, and gender. The tool also generates an interactive map of the member addresses to 
determine how many members are up-to-date on services or still need recommended care by 
neighborhood.  


Augmenting our collaborative interaction with Quality Management (QM) peers at our affiliate 
health plans, the tool enables our local QM team to identify top-performing health plan affiliates 
across the country for each HEDIS measure, including measures for Well child and adolescent 
visits, and view the specific interventions in place that are driving those scores. 
We then collaborate to identify which best practices are most relevant and 
adaptable to Nevada. 


We have extensive experience working with specialized populations and have developed key 
partnerships and innovations proven successful in supporting states’ EPSDT goals. For example, 
our affiliates have a proven history of excellence in serving children and adolescents in child welfare 
systems. Among our affiliates, we currently serve more than 55,000 children and adolescents in 10 
states. We look forward to working with the voluntarily enrolled foster care members and are ready 
to coordinate with state agencies that support children in foster care (for example, child welfare, 
education, juvenile justice). We will also collaborate with community-based organizations to ensure 
that supports, including specialty care, are available. We sponsored events with foster care advocacy 
organizations, worked with caseworkers and school-based clinics, and used our own mobile health 
clinic to help these children with screenings and immunizations. 


 


B. Medically Necessary Screening Services 
We will continue to provide medically necessary screening, diagnostic, and treatment services as 
required. We provide both periodic and interperiodic screenings for all eligible Medicaid children 
under the age of 21 according to 42 U.S.C. We will reimburse for services as required. Physical and 
oral examinations are provided with referrals as applicable. We provide full coordination of care for 
all medically necessary services under EPSDT. Our services are in compliance with 1905 (r) of the 
Social Security Act and MSM 1500.  


B.  Medically necessary screening, diagnostic and treatment services identified in an EPSDT 
periodic or interperiodic screening must be provided to all eligible Medicaid children under the 
age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the vendor 
is responsible for reimbursement of all medically necessary services under EPSDT whether or 
not the service is in the Medicaid State Plan. The vendor is responsible for the oral examination 
component of the EPSDT physical exam and referral to a dental provider, as per the dental 
periodicity schedule or when medically necessary. The vendor is responsible for the coordination 
of care in order to ensure all medically necessary coverage is being provided under EPSDT. The 
services which need to be provided through the vendor include, but are not limited to, the 
following in accordance with 1905(r) of the Social Security Act and the MSM Chapter 1500: 
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C. Comprehensive Health Examinations 
We will continue to comply with all requirements for EPSDT and Well baby and Well child screens 
in Section 3.4.4.3.C. All of our billing codes are aligned with Nevada Medicaid and Nevada Check 
Up. Our health examinations comply with all required assessments and recommended preventive 
treatment schedules, including measures to ameliorate defects and physical and mental illnesses. We 
will continue to adhere to these requirements and review and amend our policies to remain in 
compliance. We understand that we are not required to pay for any treatments outside of the Title 
XXI state plan for Nevada Check Up members.  


We make available the full scope of Healthy Kids services to eligible children and youth as required 
in Section 3.4.4.3.C. We offer several resources to providers to assure they understand the 
requirements of the Healthy Kids program and they are delivering EPSDT services according to the 
established schedule. Figure 3.4.4.3-2. provides an example of our EPSDT Quick Reference Guide. 


  


C.  EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for 
Nevada Check Up recipients) are basically one and the same and are billed using the same 
codes with the same reimbursement. The vendors are not required to pay for any treatments 
outside of the Title XXI state plan for Nevada Check Up recipients. 


 
1. Screening services which include a comprehensive health and developmental history 


(including assessment of both physical and mental health development);  
 
2. A comprehensive, unclothed physical exam; 
  
3. Age-appropriate immunizations (according to current American Committee on Immunization 


Practices – ACIP - schedule);  
 
4. Laboratory tests (including blood lead level assessment appropriate to age and risk as 


directed by current federal requirements);  
 
5. Health education; 
 
6. Vision services;  
 
7. Dental services referrals;  
 
8. Hearing services; and  
 
9. Other necessary health care, diagnostic services, treatment, and other measures described 


in Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical 
and mental illnesses and conditions discovered by the screening services, whether or not 
such services are covered under the State Medicaid Plan. 
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Figure 3.4.4.3-2. Our EPSDT Quick Reference Guide Provides Useful Information to Help Providers Deliver 
EPSDT Services According to the Established Schedule 


 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 73 
 


 


D. Approved EPSDT Services 
We understand and comply with the requirement regarding provision of services determined to be 
unsafe or ineffective, or which are considered experimental. In the case of peer-reviewed studies, we 
agree to comply as stated, and understand that limits may be put in place based on medical necessity.  


 


E. Education and Outreach Activities  
We will continue to provide information and perform outreach to eligible enrolled children for 
EPSDT services. We understand that any of these efforts may be reviewed and audited by the 
DHCFP or its designee and we will continue to comply with any DHCFP audit related requests.  


Member Education and Outreach 
Our member education and outreach strategy blends innovative and traditional outreach tactics to 
increase participation in the Healthy Kids program. We provide a variety of education and outreach 
materials and mediums. Our outreach can be in the form of printed materials, informational calls 
promoting events and programs, providing support and funding for community events, outreach 
through school-based clinics, and partnerships with clinics, providers, and FQHCs. We provide a 
summary of our member education and outreach activities in Table 3.4.4.3-2. 


Our EPSDT Datamart gathers internal and external data to monitor each member’s compliance with 
the Bright Futures schedule. Our Datamart incorporates data from Nevada’s statewide immunization 
registry, WebIZ, so that we can track immunizations that may have been received outside our health 
plan (such as prior to enrollment). With this information, our Quality Management team identifies 
members and PCPs with upcoming or missed Healthy Kids screenings and services. 


In both 2014 and 2015, more than 200,000 EPSDT mailings company-wide were sent to members to 
remind them of overdue preventive health care. More than 
6,000 calls were made to members in 2015. To increase the 
success of our local outreach efforts, we invested in tools that 
enhance the accuracy of member contact information 
(LexisNexis). During the initial pilot, LexisNexis located 89 
percent of adult members by phone or address; and, 
remarkably, 74 percent of adults had a phone number updated 
and 60 percent had an address updated. With this new 
investment, we open up more opportunities to successfully 
connect and engage members and close identified health gaps. 


D.  The vendor is not required to provide any items or services determined to be unsafe or 
ineffective, or which are considered experimental. However, as long as there are peer 
reviewed studies showing the treatment to be effective in the case, this provides the basis for 
approval as non-experimental. Appropriate limits may be placed on EPSDT services based on 
medical necessity.  


E.  The vendor is required to provide information and perform outreach activities to eligible 
enrolled children for EPSDT services. These efforts may be reviewed and audited by the 
DHCFP or its designee. Refer to the MSM, federal documents cited in this Section, and 
Information Requirements of this RFP. 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 74 
 


In addition, we engage members through our website. For example, we will include the Immunize 
Nevada calendar of community immunization events on our website. Our health plan will also be 
sponsoring these events in Washoe and Clark County. 


Table 3.4.4.3-2. Member Education Promotes EPDST Services 
Outreach Strategy Description 
Member Education Materials 


New Member 
Welcome Packet 


Our new member welcome packet includes information about Healthy Kids services. Our 
member handbook includes information about the benefits of preventive health care, the 
periodicity and immunization schedules, the services available under the Healthy Kids program, 
and where and how to obtain these services, including how to obtain transportation assistance. 


Postpartum Materials 
for New Moms 


As part of our maternal-child health program, we send new mothers educational materials 
about the importance of receiving Healthy Kids services for their newborns. We call new 
mothers to confirm their understanding of timely well visits for their baby to promote initiation 
of Bright Futures visits within the first 30 days of life. New moms also receive automated 
educational messages about, among other topics, the importance of Well baby care through our 
My Advocate tool.  


Newsletter Articles 
Our newsletters include reminders about timely preventive and well-care services and 
encourage members to call their PCP to schedule appointments. 


Health Tips 
We provide fact sheets to members about a variety of health topics, including immunizations, 
and screenings for healthy development.  


Member Website 
Our dedicated member website provides immediate access to member and caregiver education 
materials designed to support the understanding of Healthy Kids services. 


Member Reminders and Follow-Up 


Integrated Member 
Dashboard 


When interacting with members and parents and guardians on any topic, our staff, including 
Member Services and Care Management staff, checks the Integrated Member Dashboard to 
identify any care gaps, including Healthy Kids gaps, and advise the family to make an 
appointment.  


Text4Kids 


Developed in collaboration with the American Academy of Pediatrics and based on the Bright 
Futures pediatric health guidelines, Text4Kids delivers health tips and reminders for parents on 
topics such as oral health, nutrition and physical activity. Text4Kids focuses on improving Well 
child visit attendance and immunization rates in accordance with both HEDIS and Healthy 
Kids measures. 


Annual EPSDT 
Reminder Letters 


We mail an age-specific Preventive Health Reminder 45 days before each member’s birthday. 
The reminder emphasizes the importance of all Healthy Kids services and incorporates a 
complete schedule of services. We regularly distribute more than 1,000 preventive reminders to 
our members in Nevada each year.  


Healthy Kids 
Telephonic Outreach 
and Appointment 
Scheduling 


Our Nevada-based outreach team, including a bi-lingual outreach coordinator, conducts 
telephonic outreach to members who are due or overdue for Healthy Kids services.  
 


EPSDT Overdue 
Service Reminder 
Postcards 


An EPSDT Overdue Service Reminder postcard is mailed to all members with an overdue 
EPSDT screening 90 days after the due date of a missed service (in accordance with the Bright 
Futures schedule). The postcard requests that the member contact his or her PCP to make an 
appointment and instructs the member or family to call the toll-free member services telephone 
number if the member has any questions, is deaf or hard of hearing, needs help scheduling an 
appointment, or needs transportation assistance. We regularly distribute more than 111,000 
preventive reminders to our members in Nevada each year. 
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Clark County School District. For example, we established an exclusive Memorandum of 
Understanding with the Clark County School District to bring providers into the schools, conduct 
general health, dental, and vision screenings, and administer missing immunizations. Since we 
launched our programs to capitalize on back-to-school events, we held health fairs across Clark 
County. Bringing providers to members and their families helps us close gaps in care while also 
promoting the importance of preventive care and timely Well child visits with each member’s PCP. 
Based on the success of this initiative, we plan to develop similar partnerships in Washoe County.  


Safe Summer Nights. Our quality team also collaborates with 
other community partners to capitalize on existing community 
programs. For example, we work closely with the City of Las 
Vegas and Clark County School District communities to sponsor 
Safe Summer Nights at local schools. For the spring of 2016, we 
worked with the City’s Safe Summer Nights staff to identify six 
schools in the zip codes where our members are concentrated to 
hold Safe Summer Nights events. Families can attend the events 
that feature free DJ music, children's games, face painting and 
refreshments. We identified local providers to attend and 
conduct health screenings. At Vegas Verdes Elementary School 
events in April 2016, we saw as many as 150 families. In 
addition to our representation, the event featured a food bank 
that delivers fresh produce and Create A Change Now, which 
provides nutrition education and healthy living ideas to families 
in the community who struggle to obtain nutritional options.  


Mobile Health Fairs. Mobile health fairs offer an excellent 
opportunity to close gaps in care, emphasize the importance of 
Well child visits, and strengthen personal relationships with 
members and their families. For example, in 2015, we conducted 


health fairs in collaboration with Wing and Lily Fong Elementary Schools. We also conducted vision 
and dental screenings, and Immunize Nevada recorded immunizations provided by the Nevada 
Health Department. We also provided lunch to encourage attendance. In addition to screenings, we 
assisted members with other health needs, such as locating a PCP. 


Boys & Girls Clubs. Other community outreach strategies include mobile health clinics at Boys & 
Girls Clubs in communities with a high percentage of our members. We partner with Machuca 
Family Medicine groups to bring a physician or nurse practitioner to a health fair at the Boys & 
Girls Club. Children and youth can obtain missing EPSDT screenings and receive information for 
their parents or guardians about the importance of Well child visits. 


REACH. We tailor our event partnerships to specific populations. Since more than 36 percent of our 
population is Hispanic and 15 percent of our members speak Spanish, we regularly sponsor 
culturally focused health events with the Mexican Consulate and its REACH program in both 
Washoe and Clark counties. During these health fairs, we coordinate immunizations and conduct 
health screenings. As with all our community events, we also promote the importance of well and 
preventive care. 
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Provider Education and Outreach 
In addition to member and family education, an integral element of our Healthy Kids strategy is 
engaging and educating PCPs about their role in delivering timely and age-appropriate Healthy Kids 
services to support a healthy, happy childhood and productive life. Timely Healthy Kids services 
strengthen the PCP’s role as the child’s or teen’s medical home. Our field-based provider relations 
and outreach teams work collaboratively to build provider knowledge about Healthy Kids services, 
the Healthy Kids EPSDT Toolkit, the Bright Futures guidelines, and the provider’s role in the 
screening process, referrals from a screening exam, and treatment provided as a result of a screening 
exam. Most importantly, we deliver tools that detail PCPs’ quality performance metrics relative to 
their peers, and share best practices to improve those metrics. We provide a summary of our provider 
education and support activities in Table 3.4.4.3-3. 


Table 3.4.4.3-3. Provider Education Supports our Focus on EPDST Services 
Outreach Strategy Description 
Provider Education Materials 
Provider Orientation During provider orientation, we review a training module titled “Improving EPSDT Screening 


for Members.” The training explains the provider’s role related to EPSDT services, benefits, 
periodicity schedule and guidelines, reporting and coding, outreach, and links to other support 
tools. 


Provider Toolkit Our EPSDT Provider Toolkit is available to all providers through our provider website. The 
toolkit includes an overview of EPSDT requirements, a quick reference guide, a list of 
preventive care resources, and EPSDT assessment summaries for all age groups. 


Integrated Member 
Dashboard 


Through the provider website, PCP staff can access our provider-facing Integrated Member 
Dashboard, which alerts PCPs to upcoming or overdue screenings, including EPSDT, so they 
can address them when a member is in the office and educate families about the importance of 
preventive care. For example, if a member has a sick visit, the PCP can access the website and 
view a list of due or overdue Healthy Kids screenings so they can be completed during the visit. 


Provider Newsletter Our provider newsletters include reminders about timely preventive and well-care services.  
Provider Website Our dedicated provider website provides immediate access to educational materials and the 


provider manual, which contain useful information on Healthy Kids services. 
Data and Information Support 
Annual Provider 
Data Sharing Reports 


Our Provider Quality Incentive Program uses a system of HEDIS-like quality indicators and 
shared savings principles to encourage efficient, preventive, and cost-effective delivery of health 
care services, protecting the best interests of our members and reducing unnecessary utilization. 


Provider Practice 
Information 


We accumulate information daily, weekly, and monthly. Every month, providers receive reports 
that signal a need for proactive outreach, including a "missed opportunity" report that lists 
members who have not yet had a periodic or recommended test, screening, or visit. We reconcile 
each provider’s performance and issue payments quarterly. 


Provider 
Letters/Overdue 
EPSDT Service 
Listing for Members 


We provide PCPs with a pre-service list, which is a 90-day forecast of EPSDT services coming 
due for their assigned members, so they can contact members to schedule an EPSDT 
appointment. We send a monthly list of members with overdue EPSDT services, which includes 
member demographics, services that are overdue, and the service due date. 


Identifying Low-
Performing Practices 


With Healthy Kids monitoring data and our Interactive Analytics Insight tool, we enhanced our 
ability to identify PCPs with low performance and focus outreach efforts from our medical 
director, quality management, or provider relations staff to assist them. 


Healthy Kids Medical 
Record Audit 


During medical record audits of our largest primary care practices, we assess PCP compliance 
with Healthy Kids requirements. The results of that audit drive individual as well as network 
PCP education about Bright Futures guidelines to boost compliance. 


Measurement/HEDIS 
Provider Resources 


Through our provider website, providers can access our toolkit HEDIS® Benchmarks and 
Coding Guidelines, which reminds providers about required services, documentation and 
coding guidelines, and helpful hints to foster improved results.  
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In addition to these tools, our quality management team will work with the provider relations team to 
identify providers who are not appropriately using referral codes to educate them on how to do so. 
This further strengthens our ability to identify members who may not be receiving the necessary and 
appropriate follow-up services.  


We will also work with providers to verify that medically necessary services are delivered to members. 
Our medical director will consult directly with providers who request treatment or services that do 
not meet clinical criteria to identify alternatives and explore options that will achieve the optimal 
outcome for the member. We find this especially important, as many providers are on occasion 
unclear about the unique criteria for provision of medically necessary services. 


3.4.4.4 Additional Preventive Services 


 
We have extensive experience launching health promotion programs for our Nevada Medicaid and 
Check Up members. Upon Contract award, and with approval from the DHCFP, we will implement 
our tobacco cessation program for Nevadans. 


A. Addressing Tobacco Use and Tobacco Cessation Treatment  
There are substantial health benefits associated with tobacco cessation, and numerous studies have 
demonstrated that stopping tobacco use greatly reduces the risk of stroke, coronary artery disease, 
and certain types of cancers. We understand 
that offering a comprehensive Tobacco 
Cessation Program can help increase quit 
rates among our members and help them reap 
the rewards of a healthier lifestyle. Our 
comprehensive approach to quitting includes a 
variety of tools and national best practices to 
improve success rates for Nevadans. 


We support the DHCFP’s efforts to address 
tobacco use and effective tobacco cessation 
treatment with pharmacotherapy and counseling. We will offer this program as a Value Added 
Service, and we will encourage program participation through member outreach and marketing 
materials to help reduce the number of Nevadans who use tobacco. 


In Nevada, the percentage of adults (ages 18+) who smoked cigarettes was 22.9 percent in 2011; 
Nevada ranked 35th among the states. Among all adults, the percentage who reported being exposed 
to secondhand smoke within the previous seven days was higher in Nevada than in the nation 
overall. In 2009–2010, overall exposure to secondhand smoke in Nevada was 67.4 percent (national 
average was 47.7 percent), ranking 51st among the states.3  


                                                 
 
3 http://www.cdc.gov/tobacco/data_statistics/state_data/state_highlights/2012/states/nevada/index.htm 
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A. Tobacco Cessation Treatment 
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Our solution includes partnering with a trusted organization that is a member of the North American 
Quit Consortium (NAQC). Together, we will offer an evidence-based, comprehensive tobacco 
cessation program that provides personalized, individualized counseling and coaching and other 
online resources to help people quit using tobacco products, coupled with nicotine replacement 
therapies, including over-the-counter medications. Other replacement products may be available 
separately through the pharmacy benefit. 


Our Tobacco Cessation Program will build on best practices 
established with similar programs offered by three of our 
affiliates. This comprehensive program complements the 
availability of tobacco cessation products currently available to 
our Nevada members.  


 


B. Screening for Tobacco use at every PCP Visit 
We know that PCPs understand the importance of asking all patients, including young adults, about 
their tobacco use habits. Even brief interactions with cessation advice can be effective. We will 
partner with PCPs in our network to make sure they are aware of our Tobacco Cessation Program, 
its components, and members’ pharmacotherapy, and medical benefits. We recognize that PCPs 
guide our members seeking tobacco cessation advice and are most effective in helping their patients 
quit. We advise our PCPs to follow our standard of medical recordkeeping and consistently identify 
and document tobacco use in patient medical records, and: 


1. Ask about tobacco use 
2. Advise tobacco users to quit 
3. Assess willingness to make a quit attempt 


4. Assist in quit attempt 
5. Arrange for follow-up 


We educate PCPs on how to document tobacco usage and counseling, and the education they provided, 
and how to submit this information to us. Our clinical practice guidelines recommend that all health 
care providers provide brief interventions at every visit to identify smoker status and to provide 
encouragement or support to seek help for tobacco cessation. 


Early Identification of our Members who use Tobacco  
We will seek to identify members who use tobacco during our Welcome Call and through our Health 
Needs Assessment Screening process. Our goal is to identify members who use tobacco as early as 
possible so we can help them quit. From that initial outreach, we will identify whether or not the 
member is a current tobacco user and, if so, their readiness to quit, and their interest in enrolling in 
our Tobacco Cessation Program.  


Additional Ways to Identify and Connect Members to Tobacco Cessation Programs 
During each encounter, our disease management, case management, and obstetrics case management 
clinicians perform assessments for each member that include health risk due to tobacco use or 
exposure to smoke. Our case managers educate at-risk members about the effects of tobacco use and 
discuss available tobacco cessation programs, covered products, medications, and counseling 
programs. Additionally, our case managers will work with the member, if the member indicates a 
desire to quit, to provide direction on the best approach to quit and facilitate referrals to an option that  
  


B. Screening for tobacco use at every PCP visit; and 
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best suits their needs. Our proprietary Health Tips, educational tools that address tobacco use, are sent 
to members who are enrolled in the disease management program, case management, or obstetrics 
case management program and who have been identified as using tobacco products. After screening 
verifies tobacco use and depending upon the member’s goals, our clinicians have a number of referral 
options for our comprehensive cessation program. 


 Telephonic Counseling/Coaching – Members seeking intensive telephonic tobacco cessation 
counseling may be referred to our quitline solution 


 Individual Counseling/Coaching – Members seeking in-person counseling/coaching may be 
referred to a behavioral health provider for evaluation and treatment of substance abuse, including 
tobacco use 


 Group Counseling/Coaching – Members seeking group counseling/coaching activities to support 
their tobacco cessation may be referred by their PCP or case manager to help identify local health 
education classes and resources that provide group therapies for tobacco cessation 


 


C.  For those who currently use tobacco products, provide at least two quit attempts per year of 
which each attempt includes at a minimum:  


1. Effective counseling as defined by U.S. Public Health Services Clinical Practice Guideline on 
Tobacco Dependence Treatment. These visits are in addition to any mental health coverage 
limits: 
a. Intensive tobacco cessation counseling services through a telephone quit-line vendor 


approved by the DPBH. 
b. Individual tobacco cessation counseling / coaching. 
c. Group tobacco cessation counseling / coaching.  
 


2. FDA approved cessation medications: 
 


a. All FDA approved tobacco cessation medications, both prescription and over-the counter 
medications. Treatment regimen should cover a minimum of 90 days.  


b. Combination therapy – the use of a combination of medications, including but not limited 
to the following combinations – should be allowed: 


• Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy (gum or 
nasal spray). 


• Nicotine patch and inhaler. 
• Nicotine patch and bupropion SR. 


3. Vendor must not place “stepped-therapy” requirements on tobacco cessation treatment. 
 


4. Vendor must not place prior authorization requirements on tobacco cessation treatment or 
limit the type, duration or frequency of tobacco cessation treatments included in this section. 
 


5. Vendor should amend policies, evidences of coverage, formularies and/or drug brochures 
as necessary to ensure that recipients are given complete information about the coverage of 
tobacco cessation items and services. 
 


6. Vendor will partner with the DPBH to, at a minimum: 
 


a. Promote the full Tobacco Cessation Benefit to recipients. 
• Gain input from the DHCFP on promotional materials provided to recipients. Provide 


reports to DHCFP on promotional activities at least biannually. 
b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-


NOW) back to the Medicaid MCO run quitline. 
c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) 


data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing 
agreement, at least biannually. 


d. The approved MCO quitline vendor must be a member of NAQC. 
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C. Comprehensive Program Includes Counseling and Medications 
We are a strategic partner with the State of Nevada and support their vision. Our Tobacco Cessation 
Program offers members who use tobacco an array of services, including an approved NAQC quitline, 
coaching, counseling, and tobacco replacement therapies that promote quitting and improve overall 
health outcomes, a key goal for the DHCFP. Members may receive benefits for two quit attempts each 
year. 


1. Providing Tobacco Cessation Counseling to Members 
Once we identify a member who uses tobacco, we actively support intervention. We have adopted 
intervention strategies in our clinical practice guidelines and in 
our care management processes. These interventions can occur 
directly through PCPs and providers in our network and our care 
management clinicians. 


To encourage tobacco cessation among our members, our program engages and supports families to 
help make positive behavior changes to reduce and ultimately stop tobacco use.  


We have a comprehensive program with multiple options available to our Nevada members. One option 
we will offer is through a trusted organization with which we partner that is recognized throughout the 
country for their expertise in prevention and treatment modalities. Members participating in the 
program will receive personalized coaching and guidance on tobacco cessation therapies, and those 
seeking individual counseling will work with a coach to prepare a quit plan and set a quit date. The 
coach will tailor the treatment plan to the member’s individual tobacco habits and needs using a staged 
approach.  


Members will be coached to understand tobacco triggers, how to manage cravings, and how to address 
relapse. All coaches have a bachelor’s or master’s degree in social work, psychology, or other 
behavioral fields, as well as health and wellness fields such as nutrition or fitness, or have comparable 
experience.  


Screening for Readiness to Quit and Providing Appropriate Cessation Therapies 
Quitline coaches will handle the initial intake call through our subcontracted partner’s quitline and 
will include a high-level screening to capture information about tobacco use and medical history. This 
intake call is done by a qualified quit counselor or coach. The high-level screening will assess the 
member’s readiness to quit. The member will also complete a tobacco cessation questionnaire. 
Through information from the screening call and interview, the coach will determine appropriateness 
of Nicotine Replacement Therapy (NRT), including reviewing NRT contraindications. If the coach 
recommends NRT, he or she sends an NRT approval form to the member’s PCP to make sure the 
member has no medical conditions that may be a risk to the proposed treatment. This program typically 
lasts for six to eight weeks on average.  


a.Tobacco Cessation Counseling/Coaching Through an Approved Telephone Quitline 
Organization  
We will provide tobacco cessation through our subcontracted partner’s quitline to help members quit 
and to facilitate opportunities to engage in counseling and coaching. Our quitline offers hours of 
operation that accommodate a variety of schedules. Quitline counseling for members will be in 
addition to mental health coverage limits. 
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b. Individual Tobacco Cessation Counseling/Coaching 
We appreciate the important relationship between a member and his or her PCP. Often, members will 
feel more comfortable addressing health concerns or decisions such as quitting tobacco products with 
their PCP rather than an outside resource. Members may also choose to obtain counseling through 
their PCP and we encourage PCPs to support this choice by reimbursing them for providing members 
with these services. Any individual coaching or counseling will be provided to members in addition to 
the mental health coverage limits.  


c. Group Tobacco Cessation Counseling/Coaching 
We have a large network of credentialed providers who offer group counseling. Our network includes 
providers throughout Nevada who are fully credentialed behavioral health counselors specializing in 
addiction and who may offer group counseling through their practices. Group counseling is a covered 
benefit, and our case managers may also help identify additional group counseling services available 
through community partners and credentialed network facilities. Additionally, all members may get 
information on group counseling though our member website, their PCP, and our mailings. A member 
may participate in group counseling in addition to the mental health coverage limits.  


2. Providing FDA-approved Medications to Members Trying to Quit 
Members often need medication or nicotine replacement products as an adjunct to education and 
counseling. We will offer FDA-approved over-the-counter cessation products without prescription to 
help members receiving telephonic coaching achieve their cessation goals. For all members, there are 
other replacement products that may be available separately via prescription through the pharmacy 
benefit. 


a. Treatment Regimens 
We will support all members in their treatment regimens, preferences, and goals and offer assistance 
and guidance through PCPs, case managers, and our telephonic tobacco cessation quitline to help 
members determine their best options.  


b. Offering the Option of Combination Therapy 
We will support our members’ efforts to quit and offer nicotine replacement products and therapies 
alone or in carefully monitored combinations. Our therapies for tobacco cessation will be offered in 
combinations as needed with added consideration for member safety or any contraindications. We will 
comply with the combinations including, but not limited to, those specifically called out by the State in 
this RFP.  


3. Stepped Therapy 
For members enrolled in the telephonic program, we will provide NRT (gum, lozenges, and patches) 
with no requirement for step therapy. For all members, there are replacement therapies that may be 
available separately through the pharmacy benefit that may have step therapy requirements applied to 
assure appropriate and effective use of these products. 


4. Prior Authorizations and Limitations 
For members enrolled in the telephonic program, we will provide NRT (gum, lozenges, and patches) 
with no requirement for preauthorization. For all members, there are replacement products that may 
be available separately through the pharmacy benefit but may require pre-authorization to assure 
appropriate and effective use of these products.  
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5. Policies and Procedures, Coverage and Formularies 
To support our members in their quit efforts, we regularly review, update, and amend our cessation 
support products, policies, and information to stay up to date with the most current changes and 
recommendations. Members may go to our website, ask their PCPs or case managers, or review 
mailings and newsletters to access these updates. Our subcontracted partner’s quitline will also offer 
guidance on changes.  


6. Partnering with the Division of Public and Behavioral Health 
In Nevada, we will adapt Tobacco Cessation Program best practices identified by our affiliates who 
provide similar programs to Medicaid and CHIP populations in four other states. Our local Nevada 
team will collaborate with the DHCFP, as we do for many other programs, to foster optimal program 
participation and results. 


a. Promoting All Tobacco Cessation Benefits to Members 
As a longstanding community leader in Nevada, we will expand on our current member education 
efforts to promote the Tobacco Cessation Program to our members, providers, and other stakeholders. 
Upon Contract award, our local Nevada team will collaborate with the DHCFP to identify program 
priorities and to gather input for our promotional materials. Our director of clinical quality 


management will collaborate on program 
content and provide descriptions of our 
promotional activities to the DHCFP for 
review prior to distribution.  


Building on our current educational 
strategies, we will promote the Tobacco 
Cessation Program through our Member 
Handbook, member website, newsletters, and 
health tipsheets, as shown in Figure 3.4.4.4-1, 
to educate members on the benefits of quitting 
tobacco use and the services available through 
the Tobacco Cessation Program. By advising 
members of their benefits and the services 
available to them, and through our tobacco 
education and smoking cessation materials, we 
hope to help them decide to quit and support 
their decision to use our proven cessation 
treatment. 


We will also explain the program to providers 
so they can discuss it with members who 


positively screen for tobacco use during PCP visits. Our providers will offer education and information 
on quitting at visits, including providing referrals to coaching and counseling services.  


For members enrolled in case management, our case managers will provide information on our 
Tobacco Cessation Program to members who indicate in interest in quitting and will offer assistance in 
facilitating access and referral to the most appropriate treatment options. Our obstetrical case 
managers will promote quitting to members identified as using tobacco during pregnancy.  


Figure 3.4.4.4-1. Health Tipsheets Educate Members 
about the Benefits of Quitting 
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We will comply with the requirement to provide biannual reporting to the Division of Public and 
Behavioral Health on all promotional activities.  


b. Triaging Members Using the State-run Quitline 
To provide full access to our comprehensive tobacco program, we will work with the DHCFP to comply 
with the State’s requirement and develop triage protocols for members between quitlines. 


c. Providing Aggregate North American Quitline Consortium Minimal Data Set 
We will comply with the State requirement regarding provision of aggregate North American Quitline 
Consortium Minimal Data Set data under the new Contract. We will address all standards of 
established evaluation in our reporting. 


d. Partnering with a North American Quitline Consortium-participating Quitline 
To promote evidence-based practices, our Tobacco Cessation Program will include a partnership with 


a quitline organization that is a member of North American Quitline Consortium. We will continue 
to verify ongoing membership throughout the partnership.  


3.4.5 Health Promotion and Education Programs 
 


3.4.5.1 Community Issues and Health Promotion 


 


Health promotion, health education, and health literacy are crucial to maximizing the health and well-
being of members. We will continue to identify opportunities and implement culturally appropriate 
plans and evidence-based programs that comply with all Contract provisions, laws, and regulations. 
We will provide written descriptions of all programs to the appropriate agencies as required. Our 


3.4.5.1 The vendor shall identify relevant community issues and health promotion and education 
needs of its recipients, and implement plans that are culturally appropriate to meet those identified 
needs and issues relevant to each of the target population groups of recipients served. The vendor 
shall use community-based needs assessments and other relevant information available from State 
and local governmental agencies and community groups. Health promotion and education activities 
shall be evidence-based, whenever possible, and made available in formats and presented in ways 
that meet the needs of all recipient groups. The vendors shall comply with all applicable State and 
federal statues, regulations and protocols on health wellness programs. The vendor shall submit a 
written description of all planned health promotion and education activities and targeted 
implementation dates to Nevada Division of Public and Behavioral Health, Chronic Disease 
Prevention and Health Promotion for approval, prior to implementation, including culturally and 
linguistically appropriate materials and materials developed to accommodate each of the enrolled 
target populations. Health promotion topics shall include, but are not limited to, the following:  
 


A.  Early intervention and risk reduction strategies to avoid complications of disability and chronic 
illness to include the following preventative cancer screenings:  


 
1. Colonoscopy, Fecal Occult Blood Test and Fecal Immunochemical Test for Colorectal Cancer; 
 
2. Mammography and Clinical Breast Exams for Breast Cancer; 
 
3. Low Dose CT Screening for Lung Cancer; and 
 
4. Pap Testing for Cervical Cancer. 


 
The vendor is encouraged to offer additional preventive or cost-effective services to enrolled 
recipients if the services do not increase the cost to the State. 
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programs will continue to be culturally and linguistically competent and appropriate for the unique 
needs of our Nevada members. 


Identifying Relevant Community Issues and Health Promotion and Education Needs 
We know Nevada – because we’re a local health plan, because we live here in Nevada, and because 
we’ve held hundreds of community outreach events over the years we’ve served our Nevada Medicaid 
and Nevada Check Up members. We cast a wide net to identify the specific community issues and our 
members’ health promotion and education needs. This information is reviewed by our Clinical 
Advisory Group, which consists of our medical directors and leaders from disease and quality 
management and pharmacy. The group meets monthly to review health education materials for clinical 
accuracy. It holds overall responsibility for identifying needs, designing and implementing plans, and 
monitoring outcomes. Our identification methods include both quantitative and qualitative methods 
such as: 


 Information from the State and Local Entities. We review and incorporate information, including 
community needs assessments, from State and local governmental agencies, community-based 
groups, and advocacy organizations to identify relevant community health issues our members face. 
We also use this information to target health promotion and education opportunities. 


 Data Analysis. We analyze member demographic, claims, and encounter data to identify both 
existing and potential health problems, as well as health promotion needs.  


 Employee Feedback. Our employees continually search for opportunities to positively affect the 
health and well-being of our members. All 
employees, including our outreach specialists, 
member services representatives, member 
liaisons, as well as case and case managers 
provide regular feedback on our members’ 
health challenges and recommendations for 
addressing them. Many of our employees are 
in the field daily, working with members, 
providers, community‐based groups, and 
stakeholders who provide valuable feedback 
on our services and opportunities to promote 
member health. They live in the local 
communities and have relationships with 
community-based organizations and advocacy 
groups—enabling them to be our “eyes and 
ears” in the community, so we can best serve 
our members’ needs.  


 Consumer Advisory Committee. We seek input 
from our Consumer Advisory Committee on 
opportunities for health promotion and 
education. Our health promotion leader 
chairs the committee, which includes members, member outreach staff, the director internal quality 
assurance program, advocates from the community, health community educators, and network 
providers. The committee meets quarterly and serves as the voice of our members.  
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 Member Focus Groups. To gain insight into our members’ experiences, awareness, and 
perceptions, we held two focus groups in June 2016. Participants were members or parents of 
members, and they had used their coverage within the last year. We continuously strive to improve 
member health, access, and satisfaction, so we asked our members about: 
 Their use of health care services, including primary care, preventive care, and urgent care 
 How they selected our health plan and their experience with Medicaid recertification/re-enrolling 
 Their satisfaction with our health plan 
 Their satisfaction with our health plan’s communication 
 Their recommendations for improvement 


 Projected Changes in Population. We closely monitor potential changes in 
populations to identify needs and opportunities. For example, we look forward 
to working with the voluntarily enrolled foster care members, and if the State 
should mandate enrollment of foster care and adoption assistance members into managed care 
organizations. We will deploy additional strategies to address this population’s unique needs. Our 
health promotion, education, and outreach efforts will reflect the fact that children, youth, and 
young adults in these systems have diverse and unique needs, have often experienced traumatic 
events, and may have frequent changes in living environments. For example, our Georgia affiliate 
participates in the COACHES (Coaching And Comprehensive Health Supports) demonstration that 
pairs members with personal health coaches to promote health outcomes for those transitioning out 
of foster care. Preliminary outcomes show a decrease in total medical expenditures, psychotropic 
medications, and inpatient behavioral health services, with an increase in contraceptive care. 


We use this information to identify opportunities where health promotion or member outreach may 
positively impact utilization of services, improve access to preventive care, and promote risk reduction 
behaviors. We then design strategies to maximize member, provider, and community participation in 
health promotion programs and initiatives. 


Designing and Implementing Culturally Appropriate Plans 
We already maintain a comprehensive health promotion library. We use promotional materials to 
encourage members to be proactive about their health outcomes, including taking preventive measures 
to avert the onset or worsening of an illness or disease, and to encourage adoption of healthier 
lifestyles. We support the Healthy People 2020 goal to increase the quality, availability, and 
effectiveness of educational and community-based programs designed to prevent disease and injury, 
improve health and enhance quality of life. Through outreach, education, and innovation, our Health 
Promotion Program empowers members to choose and sustain a healthy lifestyle, resulting in 
measurably improved health outcomes.  


Many of our members hail from cultures where trust must be slowly established over time. Our 
experience in Nevada validates that faith-based organizations are important partners to help us build 
that trust. We will continue to build on our current community efforts to nurture ties with faith-based 
community leaders through sponsorship and participation in health fairs and education events. We will 
also leverage social services that faith-based organizations offer that help members obtain needed 
services from trusted organizations to achieve their health goals. 


We understand that what happens in members’ communities can be more important to their health 
than what happens in the doctor’s office or hospital. We recognize the key role community-based 
programs and partners can play in reaching members outside of traditional care settings. For this 
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reason, we actively seek opportunities to participate in or lead 
community-based health promotion programs. These settings 
provide us with the opportunity to reach people in the social 
structures where they live. We consider unique member 
characteristics, local and State needs and disparities, available community resources, and the State’s 
goals when developing our proposed programs tailored to the specific needs of Nevada Check Up and 
Nevada Medicaid members. 


Meeting the Cultural and Linguistic Needs of Members 
Our programs are relevant and presented in a culturally appropriate manner to meet the needs and 
issues of all targeted member groups. For example, we partnered with the Latin Chamber of 
Commerce and Board Acres Outdoor Swap Meet to address the needs of our Spanish-speaking 
members. Additionally, we facilitated health fairs and outreach efforts that supported many of the 
underserved Hispanic, Caucasian, African-American, and Asian populations. 


We make all materials available in English and Spanish, have bilingual member services 
representatives on staff, and provide translation services for more than 200 languages to help members 
with limited English proficiency.  


We also offer alternative communication forms for members who are deaf or hard of hearing (through 
video relay and TDD/TTY) or who have low vision or are blind (through large print, Braille, and audio 
versions of materials). We make information available to broad audiences by communicating through 
multiple locations and vehicles. We partner with schools, providers, facilities, advocacy organizations, 
community groups, and clinics to connect with members from diverse backgrounds and communities. 
Our topics span a wide range of health promotion such as healthy eating, physical activity, cancer 
prevention and screening, tobacco use education and cessation, and behavioral health. Our strategies 
enhance access to information, helping members make informed decisions by increasing health 
literacy and personal responsibility.  


Community-Based Needs Assessments and Evidence-Based Approach 
We have extensive experience developing and implementing evidence-based health initiatives that meet 
the specific needs of the members we serve. Our health promotion initiatives are structured to be 
consistent with our evidence-based preventive health guidelines.  


Our members’ lives focus on their homes and neighborhoods. By reaching out to them in a culturally 
responsive way where they live, we can increase their participation in health promotion and illness 
prevention activities. We develop comprehensive grassroots and community outreach programs, and 
collaborate with community partners who work with diverse populations on various cultural and health 
issues and disparities to assure relevance to members in all of our programs.  


Our extensive experience in Nevada has taught us that traditional outreach efforts are not always 
successful in engaging members and their families. Consequently, a vital component of our program 
includes embedding our employees directly into the communities we serve. Besides directly reaching 
members and their families to build trust and credibility, maintaining a strong presence in the 
community builds a thorough understanding of the needs, challenges, and opportunities Medicaid and 
Nevada Check Up members face today. 


Our local health plan has deep roots in northern and southern Nevada and has established partnerships 
with many organizations that share our mission. We link with local community groups and faith-based 
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organizations to extend the reach of our health plan and coordinate existing social services that 
complement needed medical services. We also support these organizations to achieve their stated missions 
through donations and grants from our Foundation. We target our efforts toward organizations that 
currently meet the needs of members we serve.  


All of our health promotion programs are outcomes-based, as recommended by national best practices. 
They are fully vetted and premised on the most recent research and program information. We advance 
culturally competent health promotion and education in local communities by:  


 Hosting and participating in health fairs highlighting preventive screenings and services in 
educational and fun environments. They provide a community gathering place and offer 
opportunities to educate residents about topics such as the importance of healthy eating and 
exercise. We hold the health fairs at local schools, churches, and colleges, and provide free health 
services such as Body Mass Index, vision, and dental screenings. We align our offerings to our 
HEDIS® quality measures for treatments such as immunizations. We provide children’s activities, 
and tips about obesity, diabetes, wellness, and nutrition 


 Holding classes on health topics in communities we serve makes it easier for members to attend and 
benefit from information we share. Topics include nutrition, diabetes, preventive screenings, and 
stress management. We use nationally recognized educational materials and work with local 
organizations specializing in these areas 


 Employing local, community-based outreach teams enable us to locate and engage members in a 
culturally competent manner 


 Partnering with organizations, such as community centers, shelters, senior centers, clinics, housing 
authorities, and food banks help locate and engage members 


 Offering Value Added Services to promote health and well-being 


Strategic Partners in Nevada Communities  
Our goal is to increase awareness of our programs, promote healthy behaviors through education, and 
build trust within the communities we serve. With the addition of another community relations 
representative and partnership with bilingual member outreach and member liaisons, we have 
increased our partnerships with community-based groups, faith-based organizations, and critical 
provider groups. We coordinate a number of large events that provide health education and access to 
providers, labs, immunizations, dental and vision services, and other community-based services for 
members and the community at large. Events are held in areas most easily accessible to our members. 
They include: 


 Co-sponsoring several Mobile Health Clinics enabling members to access 
preventive and primary health care services 


 Strengthening partnerships with community-based groups, including the Mexican Consulate, 
REACH Promotes (Spanish speaking health advocates), Latin Chamber of Commerce, and Board 
Acres Outdoor Swap Meet. Our partnerships with these organizations increase the acceptance of 
culturally appropriate educational programs and participation in health fairs. In addition, we 
facilitate health fairs and outreach efforts that support many of the underserved Caucasian, 
African-American, and Asian populations just to name a few 


 Establishing ongoing support and enhanced relationships with School-Based Child Health Centers 
(SBCHC) in various districts in northern and southern Nevada  
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 Sponsoring the Food Bank of Northern Nevada and promoting its presence 
by participating as a vendor at numerous food pantry stop events throughout 
Washoe County during open enrollment. We also supported Three Square 
with funding to help its Supplemental Nutrition Assistance Program (SNAP) and provided several 
thousand health and wellness tips for their clients living in more than 400 apartment complexes 


 Enhancing community engagement by sponsoring health and wellness events, meetings, 
educational sessions, and sports activities including: Afterschool All-stars, Maurice Caudill 
Elementary Soccer League, Boys & Girls Clubs, and North Las Vegas Parks and Recreations 
special events 


 Establishing Wellness Stations as static displays with bilingual preventive health 
promotion flyers. The materials are provided to network providers and 
community partners 


 Participating in Tictrac, an innovative program designed to drive health engagement, optimize 
utilization of health services, and improve health outcome. Tictrac is an online/mobile application 
that aggregates data about personal activities, such as exercising, sleeping, and eating, from a 
user’s activity tracker, smartphone, other apps, or personal entries. The platform analyzes this data 
and delivers insights, such as how sleep impacted eating on a particular day, that make the user 
more aware of his habits. Once a member is aware of areas needing improvement, Tictrac offers 
several tools to help them form and maintain healthy habits. At the conclusion of the pilot, we will 
evaluate the results and determine how to move forward with the program 


 Partnering and sponsoring local community groups, such as the Positively Kids 
Foundation, Baby’s Bounty, Immunize Nevada, Latin Chamber of Commerce 
(and their health and wellness fair), After School All Stars, Community Partners for a Better 
Health, REACH, Nevada Homeless Alliance, and the Champion Center 


We partner with organizations, such as community centers, shelters, senior centers, clinics, housing 
authorities, and food banks to help locate and engage members, as shown in Figure 3.4.5.1-1. For 
example, our affiliate health plans partner with 189 public health departments across the country to 
break down barriers and connect members who are homeless to meaningful access to care and 
services. We have helped provide New Hope housing for members experiencing homelessness. 
Through this program, we have helped reduce inappropriate emergency room utilization. For those 
Nevadans experiencing homelessness, many of whom have Medicaid coverage, enhanced outreach will 
be critical to helping them access care and fully coordinating their care across systems.  


Additionally, we have identified and will leverage our affiliate plans’ effective practices to employ 
local, community-based outreach teams to locate and engage members in a culturally competent 
manner. Like we do in Nevada through our partners at the Mexican Consultante and REACH, our 
Texas affiliate developed best practices for using “promotores”, locally-based individuals who promote 
health education and prevention in a culturally and linguistically appropriate manner, particularly for 
underserved populations. Our New York affiliate has implemented a community health worker 
program, deploying a team of field-based staff who speak a dozen languages to engage, educate, and 
facilitate care coordination of hard-to-reach members with chronic health conditions. This outreach 
team works to engage people in their homes to help them manage and improve their health and overall 
quality of life. These members often face social, cultural, and linguistic barriers to improving their 
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health and these barriers cannot be optimally addressed with telephonic intervention and translator 
support. We have adapted lessons learned from our Texas and New York affiliate plans and have hired 
staff to begin implementation in Nevada.  


Figure 3.4.5.1-1. Our Key Community Partnerships Supporting the State’s Goals 


 


Our population-based services are designed to achieve the State’s goals—improving health outcomes, 
developing informed consumers by increasing health literacy, promoting primary and preventive care, 
and fostering personal responsibility and healthy lifestyles. We do so by encouraging member 
education and self-care through motivational interviewing and collaboration, coordination of health 
care services, and interventions that address the whole member. 
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Compliance with State and Federal Statutes 
We will fully comply with all requirements and protocols for health promotion or health and wellness 
programs as we develop and implement programming for our Nevada members. We understand that 
applicable State and federal regulations may change. We will amend our policies and practices as 
necessary to maintain compliance. 


Approval Prior to Implementation 
Prior to beginning any programs, we will submit written descriptions of all planned health promotion, 
education activities, and targeted implementation dates to the Nevada Division of Public and 
Behavioral Health for approval. This will include any and all chronic disease prevention and health 
promotion programs and materials, including culturally and linguistically appropriate materials and 
those developed to accommodate each of the enrolled target populations. 


A. Early Intervention and Risk Reduction Strategies 
Timely and age-appropriate preventive and well-care visits, including periodic screenings, are vital to 
helping members maintain their health. Well care visits, age-appropriate screenings, and 
immunizations also enable us to identify and address any potential conditions before they escalate. We 
maintain the tools and strategies necessary to drive promotion of Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) for children, as well as primary and preventive health services for 
members of all ages, including: 


 Tracking tools that enable us to monitor member receipt of services in accordance with evidence-
based guidelines, including those measured by HEDIS quality indicators 


 Health Needs Assessment Screenings members completed using Pursuant Health kiosks at Walmart 
stores 


 Telephonic and mail outreach to members reminding them of the need for services, including a new 
pilot for texting reminders, which is currently being evaluated for adoption in Nevada 


 Provider outreach and reminders, including enhanced reporting for high-volume practices 


We implemented and refined a continuum of care management services that enable us to calibrate the 
level of intervention to each individual’s risk level, making efficient use of our resources by focusing 
our efforts on individuals with the greatest needs or challenges. This includes our NCQA-accredited 
disease management program, as well as comprehensive case management.  


Member Incentives to Promote Healthy Outcomes 
Our member incentives are a critical component of our care management approach We focus our 
incentives on specific health care activities that give members the opportunity to earn dollars they may 
use to further improve their health and well-being. Coupled with our extensive Health Promotion, Case 
Management, and Disease Management programs, our Incentive program enables members to earn 
credits for completing preventive services and screenings. Members can convert their credits to dollars, 
which are loaded onto a prepaid debit card for purchase of health-related over-the-counter items. 


We have an established and proven platform that supports program administration (card issuance and 
financial management of incentive accounts) in several of our affiliate plans. This platform enables us 
to tailor our member incentive program to the unique needs of our State customers and members. Data 
from our affiliate plans suggest that our incentive program has had a powerful positive impact in areas 
such as child and adolescent well-care visits, cervical cancer screening, diabetes care, and postpartum 
appointment rates.  
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Each member enrolled in our incentive program receives a debit card, which is credited with the 
appropriate amount after verification of member eligibility and completion of the incentive-related 
service. Members can redeem their credits at any participating store within our retail network, offering 
greater convenience and flexibility than a single-store debit card. Members can use credits to buy 
health-related items, such as: 


 Hygiene Products: deodorant, shampoo, shaving cream, facial cleansers, moisturizer 


 Baby Care: food, formula, diapers, clothing, bedding, toys 


 Nutrition: vitamins, dairy, bread, cereal 


 Diabetic Care: test strips, glucose monitors, diabetic candy, and supplements 


 Over-the-Counter (OTC) Medication: pain relief, antacids, cold and allergy meds 


 Eye Care: sunglasses, lens solution, eye drops, magnifying glasses 


 Basic Needs: first aid, toothpaste, mouthwash, sunscreen 


 Home Health Care: safety accessories, blood pressure kits, hand exercisers 


Preventive Cancer Screenings 
Through early identification and intervention, we can reduce the incidence and severity of disease 
processes and complications.  


Our clinical guidelines cover a broad spectrum of illness and disease, including preventive cancer 
screenings. Cancer is easier and less costly to treat when detected early. Our cancer screening benefits 
align with recommendations of the U.S. Preventive Services Task Force and improve our members’ 
outcomes when dealing with this serious disease. Members whose cancers are detected and treated 
early may have better long-term survival rates than those whose cancers are not found until symptoms 
appear. 


Our clinical practice guidelines (CPGs) are based upon those 
developed by nationally-recognized sources such as the 
American Diabetes Association, American Congress of 
Obstetricians and Gynecologists, National Heart Lung and 
Blood Institute, and others. These organizations produce 
evidence-based guidelines using medical literature, professional 
standards, and expert opinions. Our CPGs are not a substitute 
for the professional judgment of physicians or other health 
professionals. Our Preventive Health Guidelines are based in 
part on suggestions from independent groups including the 
American Academy of Family Physicians, the American 
Academy of Pediatrics, The Advisory Committee on 
Immunization Practices, the American College of Obstetrics and 
Gynecology (ACOG), the American Cancer Society, the Centers 
for Disease Control and Prevention, and the United States 
Preventive Services Task Force (USPSTF). 
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As part of our commitment to cancer screenings, we will provide incentives to members who 
undertaking the following screenings as indicated and appropriate: 


1. Colonoscopy, fecal occult blood test, and fecal immunochemical test for colorectal cancer 
annually for members aged 50-75 years. Our guidelines are based on those of recognized 
organizations, including the American Cancer Society, USPSTF, American Society of 
Gastrointestinal Endoscopy, U.S. Multi-Society Task Force on Colorectal Cancer, and the 
American College of Radiology. Our recommendation is differentiated between average risk 
populations, at-risk populations, and higher-risk populations. 


2. Mammography and clinical breast exams for breast cancer biennially for women aged 50 to 
74 years. We follow USPSTF, Health Resources and Services Administration (HRSA), ACOG, 
and women's preventive services guidelines. 


3. Low-dose CT screening for lung cancer annually for people with a history of heavy smoking, 
who smoke now or have quit within the past 15 years, and are between 55 and 80 years old. 
Our guideline is based on the USPSTF. 


4. Pap testing for cervical cancer every three years for women aged 21 to 65. Our guidelines are 
based on USPSTF, HRSA, and ACOG guidelines for cervical cancer screening. 


Incentives for Holistic Wellness 
We believe that we can help our members achieve the best health outcomes by encouraging healthy 
behavior from birth. In keeping with this philosophy, we have built an incentive program that goes 
substantially beyond cancer screenings, providing incentives for 10 other measures from infant well 
care visits to diabetes management. For Nevada, we will offer the incentives listed in Table 3.4.5.1-1. 


Table 3.4.5.1-1. Our Member Incentives Promote Holistic Wellness  
Incentive Focus 
Colon Cancer Screening 
Breast Cancer Screening 
Lung Cancer Screening/Low Dose CT 
Cervical Cancer Screening 
First prenatal visit  


Ongoing prenatal visits (6)  
Postpartum visit 


Well baby visits at 2 weeks 
Well baby – 6 visits within first 15 months 
Child and adolescent well care visits (ages 1-19) 
Diabetes HbA1c testing 
Diabetes eye exam (for members with a BH diagnosis only) 
Antidepressant medication management (for members with a BH diagnosis only) 
Attention Deficit Disorder (ADD) Medication Management (for members with a BH diagnosis only) 
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Oral Health Promotion 
We have a longstanding relationship with the UNLV School of Dentistry, with an educational 
affiliation agreement effective for four years. Beginning in July 2016, UNLV pre-doctoral students and 
post-doctoral pediatric residents, under faculty supervision, offer oral health education, hygiene 
instruction, adult and child cancer screenings, and fluoride application during community outreach 
events, such as health and wellness fairs. More advanced treatments are available via referral for an 
office visit to a UNLV clinic site. 


Personal Health Record 
Our health plan advocates the deployment of a Personal Health Record (PHR) to help members better 
engage in their health care. Prior to the start of the new Contract, we will deploy a PHR from WebMD 
Health Services (WebMD) for our Nevada members. WebMD’s PHR will serve as a repository of 
member health information, integrating our health plan clinical data (claims, pharmacy, and lab 
results) with data the member adds.  


WebMD’s PHR will support members’ involvement in driving their own health care. It will provide the 
necessary personalized content for improved benefit, treatment, and provider decisions. The PHR is a 
repository for self- reported and imported medical information from multiple sources. It can receive 
imports of medical and behavioral health claims, lab results, and medications. In addition, WebMD 
offers a health assessment and trackers that members can complete to gain additional insight to 
manage their overall health. The PHR intuitively: 


 Translates clinical data into consumer-understandable terms 


 Checks medication interactions 


 Checks allergic reactions 


 Reminds about overdue tests 


 Adds to the central profile for message and content targeting  


The WebMD PHR can be printed and allows physician access, enabling members to grant providers 
secure access to their PHR through a publicly accessible website and unique ID number and PIN that 
the member controls. Providers use a specially designed PHR Viewer, which delivers the data in the 
most useful format and context. 


Members can also export their health information and send it to their providers if desired. This will 
allow the PHR to become a secure, portable platform that helps members facilitate data exchange to 
make sure their PHR contains essential health data across the continuum of care—for example, if a 
member changes insurers or moves to a different state.  


Annual Flu Campaign 
Influenza (flu) is a contagious viral respiratory illness. It can cause mild to severe illness and 
sometimes lead to death. One way to prevent it is to get a flu vaccine each fall and through education 
about sanitary habits that prevent infection or spread of the virus. During seasonal flu campaigns, we 
outreach to and educate members on the importance of the flu shot, with specific focus on high-risk 
members. We include flu shot reminders in our flyers, member and provider newsletters and websites, 
and seasonal mailers. We connect with high-risk and pregnant members who have not received their 
annual flu shot through targeted telephonic and case management outreach.  
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Figure 3.4.5.1-2. Apps Promote Self-management Skills 


 


Txt4 Health  
Given our adult members’ busy lives, texting is a proven, reliable, and convenient method for health 
education. In 2014, we launched a texting program to deliver key messages to members in the SafeLink 
program. These members can opt in to receive text messages from us when they receive their new 
SafeLink phones and may opt out at any time. Currently, more than 185,000 members of our affiliate 
health plans across the country participate, and only four percent opted out of receiving text messages. 
Our messages focus on member health, give individuals the date of their last physical exam, and 
provide reminders for dental check-ups and mammograms. We also include health quizzes. The 
program experienced a 91 percent member retention rate. Records indicate that 99 percent of all text 
messages are opened, and 80 percent of our users directly respond to them. Of members who 
responded, 72 percent stated that the texts helped them remember to go to the doctor. Members who 
received texts about certain programs (such as the nurse advice line or coaching) were six times more 
likely to call those programs within 30 days. Members who received texts reminding them to get a 
screening or physical were three times more likely than non-members to get a physical exam within 90 
days. 


Linking Members to Useful Health Promotion Apps 
We maintain a curated suite of apps to support health, wellness, and self-care for chronic conditions 
such as diabetes, asthma, and hypertension as shown in Figure 3.4.5.1-2. Our apps also provide a fun, 
interactive venue for children and adolescents to independently learn about their conditions and 
alerting them of symptoms for which to seek 
help. We collaborate with organizations, such 
as School-Based Health Centers, to further 
support access to appropriate apps that 
promote self-management skills for our 
adolescent and young adult members. 


Social Media 
We use Facebook to share and receive 
information from members. Sharing articles 
and news stories stimulates active member 
participation. We use social media to provide 
information and solicit feedback from our 
“followers,” keep them actively engaged in 
healthy topics, and alert them to community 
events.  


We update our Facebook content frequently 
to keep members and followers actively engaged in healthy topics. For instance, we currently have 
articles on healthy eating and gardening on our Facebook site.  


We use a YouTube channel to highlight videos of our success stories. On our National Medicaid 
Business Unit’s YouTube channel, viewers will find videos featuring stories of interventions and 
outcomes with our actual members, national social responsibility stories featuring our philanthropic 
Foundation, presentations and seminars, short features on our volunteer efforts at our “In Your 
Community” page, and news and media clips. 
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Everyday Wellness  
Sometimes the best health and wellness or prevention happens in the company of friends and in 
unexpected organizations or places. We appreciate this and encourage our members to participate in 
everyday ordinary things to improve their physical, mental, emotional, or spiritual health. We 
encourage members to get involved in things like book clubs, knitting groups; or local library 
programs; volunteer at animal shelters; or take up a meditation practice. Participating in a park 
cleanup or YMCA healthy eating nutrition program can provide a greater sense of well- being and 
accomplishment. When a member or family engages in a community event, such as a 5k or national 
Heartwalk, it provides a multiple benefit wellness activity — getting out and exercising, joining a 
community of like-minded people, and supporting others in need. These kinds of everyday wellness 
activities create healthy lifestyles one day at time and help to further enhance members’ overall sense 
of well-being. 


Value Added Services 
We currently provide a number of unique Value Added Services to our members and will continue to 
do so under the new Contract. Additionally, we will expand our slate of offered services to improve our 
members’ engagement in their health care and their ultimate health outcomes.  


We have carefully reviewed the State’s goals for the program. In response, we have developed a suite of 
18 unique Value Added Services that directly align with those goals. All of our Value Added Services 
are available at no additional cost to the State or member.  


 Primary Goal: Manage utilization of services to promote healthy outcomes, including prevention 
and early intervention through case management and effective outreach programs. 
 Family Planning Benefit — We will provide eligible members no-cost pregnancy tests. Home 


pregnancy tests have a 97 percent accuracy rate when done correctly, and they provide immediate 
results. The sooner a woman learns she is pregnant, the faster she is able to notify us for essential 
prenatal guidance and care. Getting early prenatal care is vital to a healthy pregnancy. This 
benefit will allow women with positive pregnancy results to immediately begin receiving prenatal 
care and receive information to help prevent pregnancy complications that might result from 
tobacco or alcohol use, radiation, or medications. 


 Community Resource Link — Our members have access to Community Resource Link, which is 
an online resource that locates and displays all available local community-based programs, 
benefits, and services. This easy-to-use online tool promotes personal responsibility and self-
management by educating members about locally available supplemental support, including food, 
housing, transit, financial services, educational resources, job opportunities, and legal aid.  


 Adult Dental Hygiene Kits — We understand that good oral hygiene results in health benefits that 
go beyond the mouth. To help encourage proper oral health, we will provide a dental hygiene kit. 
This preventive dental hygiene kit includes items such as oral hygiene educational materials, 
toothpaste, and an adult toothbrush. Effective oral and dental hygiene helps prevent bad breath, 
tooth decay, and gum disease, and also helps our members avoid tooth loss 
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 Text-Based Peer Support Services — Our Text-Based Peer Support Services Program provides 
crisis text services to adolescents. This benefit provides members access to emotional support and 
information while also promoting independence. Through this program, members engage with a 
qualified mental health professional and receive resource information according to their 
individual needs and preferences. Texters engage in a collaborative dialogue with clinicians, 
establishing rapport. They compassionately explore our members’ service needs, which can 
include a suicide risk assessment, mental health symptoms assessment, drug and alcohol use 
screening, social support/ coping, and demographics determination. Our qualified mental health 
professionals provide counseling and crisis intervention as needed 


 Tobacco Cessation Program — Cigarette smoking is one of the greatest drivers of adverse health 
outcomes and costs for state Medicaid programs. We and our affiliates have a long history of 
partnering with states to offer not only Quitline, but targeted education and support tools. In 
Nevada, our program follows the U.S. Clinical Practice Guidelines on Tobacco Dependence 
Treatment, which includes individual tobacco cessation counseling, group counseling, coaching 
to quit, cessation planning and support, and follow-up member outreach. The program’s 
coaching sessions include assessment tools with personalized feedback, strategies for reducing 
harm and secondhand smoke exposure, information on setting a meaningful quit date, and 
preparation for high-risk situations. Our tobacco cessation program is available to all of our 
members, but we target education and program materials to those with chronic illnesses or 
pregnancy. Our holistic program includes coaching, written and online education and Nicotine 
Replacement Therapy (NRT) delivered to the member’s home. Members can self-refer to the 
program by contacting member services or be referred through a clinical program such as Case 
Management or Disease Management. 


 Additional Podiatry Benefits — We will cover routine podiatry benefits for members over the age 
of 21 with diabetes. When a member has been diagnosed with diabetes, the PCP performs the 
diabetic foot exam. If follow-up podiatry care is medically necessary, we will have a network of 
podiatrists able to provide treatment to our adult members. We want to ensure our members get 
the preventative and follow-up care they need. 


 Shelter Bed Reservations Program — We purchase homeless shelter beds in coordination with the 
Salvation Army of Southern Nevada. In addition, we arrange for members to have shelter at 
Catholic Charities of Southern Nevada and Las Vegas Rescue Mission on a case-by case- basis. 
This benefit helps provide members experiencing homelessness with a warm and safe place to 
sleep. 


 Primary Goal: Maximize program efficiency, effectiveness, integrity, and responsiveness. 
 Telehealth service — Our members can receive a web-based physician consultation. This benefit 


allows members convenient access to a physician, improving member access. This is especially 
useful in rural communities where local provider access may be limited. This improved access 
helps us to better manage utilization of services, promoting efficient allocation of health care 
resources and healthy outcomes for our members, including prevention and early intervention. 


 Free Additional Phone Minutes — We provide members 200 free bonus minutes when they sign 
up and 100 free additional minutes on their birthday. We inform members on the appropriate use 
of these benefits including unlimited text messages to and from anyone and unlimited free calls to 
our member services call center.  
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 Free Phones and Phone Card Program — We provide disposable cell phones and phone cards to 
eligible members. If a member is in crisis, or has been recently discharged and does not have any 
other form of communication, a phone will be provided. We advise our members that this is a 
short-term solution and will continue work with them to identify a long-term alternative. This 
benefit helps support member independence by providing an important tool for individual success. 
This benefit also helps ensure members always have a way to contact us. 


 Primary Goal: Improve member access to medically necessary covered services. 
 Additional Transportation Benefits — We provide bus passes and free rides for members who do 


not meet eligibility requirements for the fee-for-service transportation benefit, enhancing our 
members’ ability to keep provider appointments for preventive care such as screenings and 
immunizations.  


 Child Day Care — We will collaborate with several day care providers at a variety of locations to 
provide free childcare services for members’ children while they are receiving covered services. 
Providing childcare services will help improve member access to covered health care services and 
promote satisfaction and well-being.  


 Identification Support — We coordinate the process and cover the cost of the replacement 
documents for members who lose their driver’s license, Green Card, identification card, or birth 
certificate. Given the necessity of proper identification to access health care services, we 
understand the challenges members may experience after losing their identification. 


 Primary Goal: Provide integrated medical, behavioral, and social components of care to facilitate 
optimal outcomes. 
 Sports Physicals — We provide one no-cost sports/school physical. Most schools require children 


to complete a sports physical before enrolling in extra-curricular sports activities. An active 
childhood is one of the many ways our young members can develop healthy habits early in life. 
Through this benefit, we are helping promote children’s participation in extracurricular 
activities. 


 Boys and Girls Club Memberships — We will offer eligible members free membership in Boys & 
Girls Clubs. Boys & Girls Club programs and services promote and enhance the development of 
youth by instilling a sense of competence, usefulness, belonging, and influence. This provides a 
safe place for children to learn and grow, develop ongoing relationships with caring 
professionals, and engage in life-enhancing programs and character development experiences. 


 GED/HiSET Assistance — We pay the costs associated with GED and HiSET exams to support 
members in obtaining a high-school equivalency diploma and improving their quality of life. 


 Books for Babies Program — We will offer eligible members free children’s books, delivered to 
their home, to further support a great start for children and promote parent/child interaction and 
literacy. 


 Bedside Medication Delivery — We deliver medications when members are hospitalized or 
homebound. Medication adherence and compliance are both critical factors in reducing 
unnecessary ER visits and hospital stays and are critical components in maintaining health. 


  







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 99 
 


3.4.6 Pharmacy Services 
 


3.4.6.1 Pharmacy Benefits 


 


Our current Pharmacy Services program meets all Contract requirements and we will continue to 
collaborate closely with the DHCFP to promote ongoing compliance and optimal program results. Our 
pharmacy benefits mirror or exceed fee-for-service (FFS), and we will require pharmacies that process 
prescription drug claims to be enrolled as a Nevada Medicaid provider and licensed in good standing 
by the State Board of Pharmacy. 


In 2015, we processed more than 1.5 million prescriptions for Nevada Medicaid and Nevada Check Up 
members, with a generic dispensing rate of approximately 88.6 percent. Our current provider network 
includes over 300 pharmacies in Clark and Washoe counties. Our program fosters member 
convenience with a mail order option. Our health plan and our affiliates bring more than 24 years of 
experience developing, implementing, and managing pharmacy services for Medicaid and state-
sponsored program members in 17 states. Together with our affiliates, we cover pharmacy services for 
more than 5.2 million Medicaid and CHIP members, processing approximately 56 million pharmacy 
claims annually.  


Our pharmacy program -- including our formulary, covered benefits, prescription transition policies, 
and encounter submission processes -- meets all requirements of the Nevada Medicaid State Plan, 
Medicaid Services Manual Chapter 1200, the DHCFP, and this RFP.  


Program Structure 
Through our local pharmacy services program, backed by the resources and expertise of our national 
Pharmacy Department, we have a team of experienced clinical pharmacists and support staff; well-
established policies and procedures; and innovative programs designed to maximize quality, safety, and 
efficiency. We will continue to provide members with a best-in-class prescription drug plan through 
our strategic relationship with our pharmacy vendor. 


Our prescription drug program combines our expertise in medical and pharmacy strategy, 
management, and coordination with our pharmacy vendor's operational excellence. We provide overall 
leadership, management, and oversight of the program while our 
vendor processes claims and manages the pharmacy network. This 
integration enables us to achieve tighter medical and pharmacy 
cost-management control, coordination of care with a member’s 
physician, a combined focus on our members and improving their 
health outcomes, enhanced member service, and decreased 
administrative burden through operational efficiencies. Our Nevada 
pharmacy director leads the program.  


  


3.4.6.1 Pharmacy coverage benefits are based on of the Nevada Medicaid Title XIX and XXI State 
Plans and the MSM Chapter 1200. Pharmacy services are included in the vendor benefit package.  
The vendor is expected to offer pharmacy benefits that mirror or exceed FFS. Pharmacies that 
process prescription drug claims for recipient must be enrolled as a Nevada Medicaid provider and 
licensed in good standing by the State Board of Pharmacy. 
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To foster a holistic approach to member care management, we fully integrate our pharmacy program 
into our overall care and disease management models through shared goals, operations, clinical 
meetings and committees, and reporting. To manage care holistically across the spectrum of physical, 
behavioral, and social needs, our pharmacy team works closely with case managers of members 
requiring more intensive monitoring to verify appropriate medication use, including lock-ins. 


Commitment to Supporting State Priorities to Reduce Substance Abuse 
We remain engaged with the DHCFP and other State partners to address challenges that negatively 
affect Medicaid programs but more broadly tear at the social fabric of the communities we serve. 
Recently, communities across the country are facing dramatically rising rates of opioid addiction and 
overdose deaths. We recognize that this remains a priority concern for Nevada, ranked second in the 
country for consumption of hydrocodone and oxycodone4. In 2015, opioid painkillers caused 48 


overdose deaths in Washoe County; in Clark County, the number 
one cause of accidental death is overdose.  


We are actively working with the DHCFP, providers, and other 
MCOs to address this issue by identifying and implementing 
sensible and sustainable solutions. We look forward to participating 
in the Governor’s Summit on Prescription Drug Use and will 
continue to collaborate with stakeholders to develop community 
programs and supports.  


We have a full network of providers to treat members with substance 
use issues by deploying evidence-based practices such as peer 
services and American Society of Addiction Medicine (ASAM) 


criteria. We are also supporting implementation of the Behavioral Health Community Network 
(BHCN) delivery model. This integrated delivery model provides members access to substance use, 
behavioral health, and medical treatment.  


At the national level, our expertise is helping inform policy. For example, our corporate Public Affairs 
team assisted with providing feedback on the Centers for Disease Control draft guidelines for 
prescribing opioids for chronic pain.  


Our programmatic response to this crisis reflects several initiatives working in tandem to reduce opioid 
use in Nevada. We are partnering with agencies and leading the community to identify new solutions 
for incorporation into our pharmacy and other clinical programs. 


Specialized Case Management 
We deploy extensive strategies to identify and engage members with substance use disorder in case 
management initiatives that foster sustained recovery. Our fully integrated case management program 
considers members’ holistic needs, and we work with them to address psychosocial needs, such as 
housing, that can compromise their sustained recovery. 


                                                 
 
4 http://www.substanceabuseusa.org/get-help-now/nevada.html 
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Controlled Substance Utilization Monitoring Program 
Through our Controlled Substance Utilization Monitoring (CSUM) program, we educate our providers 
about their patients with elevated use of controlled substance, advise them of appropriate prescribing 
practices, and emphasize the importance of monitoring members’ use patterns. We are also currently 
testing the following changes to our CSUM program:  


 Suboxone/Narcotic Concurrent Utilization – identifies and aims to eliminate the concurrent use of 
suboxone and narcotic medications 


 Triple Treat Initiative – identifies and aims to eliminate the concurrent use of benzodiazepines, 
opioids, and skeletal muscle relaxants 


We regularly share prescriber data so that providers can compare their patterns to best practices and 
their peers. In our experience, this is a powerful tool for provider education. We also raise any 
member-specific concerns so they can take action to see that members have access to needed 
medications without the potential for abuse.    


Lock-In Program 
Our Lock-In program, described in Section 3.4.6.6, is a critical strategy for battling the opioid epidemic 
and reducing the potential for controlled substance abuse. The program enables us to enhance member 
safety, improve care coordination, and promote effective oversight by: 


 Preventing serious adverse drug events by minimizing members’ use of multiple pharmacies and/or 
physicians in a short time frame 


 Providing appropriate medical oversight and management to facilitate care coordination and 
connect members with the most appropriate services to meet their needs 


 Using a non-judgmental structure so members can obtain needed care from qualified providers 


 Identifying opportunities to address health concerns and inappropriate prescribing patterns 


Our Lock-In program is an important tool for decreasing misuse of prescription medications by 
providing members and prescribers with a variety of tools, resources, and support. 


Virtual Reality Therapy for Pain Management  
As an innovation, we are offering members Virtual Reality (VR) therapy as an alternative solution to 
using opiates to deal with pain. This benefit will be available for members with chronic pain. We are 
planning to partner with a provider in the North Region to supplement their pain management 
programs with VR. 


Best Practices in Utilization Management 
We are implementing utilization management clinical practices for short- and long-acting opioid 
analgesics pursuant to the final Center for Disease Control Guideline for Prescribing Opioids for 
Chronic Pain. 


 Short-acting opioid analgesics.  Members not currently using short-acting opioid analgesics 
regularly will be limited to a 7-day supply per fill and 14-day supply per 30 days before requiring a 
prior authorization. Requests for more than a 7- or 14-day supply will require additional review. 
Members in active treatment for cancer and those who are terminal and undergoing palliative care 
will be automatically approved.   
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 Long-acting opioid analgesics. We will require prior authorization for members who have not 
previously been prescribed long-acting opioid analgesics. Those with current prescriptions will not 
require prior authorization. Members with new prescriptions who are under active treatment for 
cancer or those who are terminally ill and undergoing palliative care will be automatically 
approved.  


Additionally, we have added naloxone, a treatment for narcotic overdose, as a preferred medication to 
our current formulary. In an emergency, it may help members and their families prevent a death from 
a narcotic overdose. It is available without prior authorization.  


Our team continues to evaluate new and emerging opportunities that address the rising opioid crisis, 
which affects the cost and quality of health care for our State customers, as well as quality of life for 
our members. We are actively involved in combatting the opioid abuse epidemic by serving as a partner 
and reasoned voice on this critical issue, and we continue to support the proliferation of common sense 
prescribing guidelines with the goal of preventing opioid abuse and addiction. 


In addition to the programs described above, we are willing and able to collaborate with the DHCFP to 
develop educational materials and training programs for currently licensed opioid treatment providers 
supporting evidence-based practices. To support prevention of opioid dependence, we can also 
collaborate to develop educational materials and training programs, including warning signs of 
dependence, and treatment resources for physicians prescribing opioids. 


Using Technology to Promote Adherence, Safety, and Efficiency 
Our partnership with our pharmacy vendor enables our members to take advantage of the latest 
technology to facilitate access to care, promote adherence, and encourage prescribing practices aligned 
with best practices. As described below, our members have access to a mobile application that helps 
them readily manage their medication regimes, and we enable providers to prescribe medications 
electronically to promote safe, efficient prescribing practices.     


Mobile Application Helps Reduce Gaps in Care 
The pharmacy mobile app has numerous features that are easily and conveniently accessible from the 
home page, including: 


 Medicine Cabinet. This feature automatically synchronizes with 
the member’s current prescription drug history. It enables 
members to track all of their prescription medication regimens 
and create phone alerts to remind them when it is time to take 
their medication.  


 Locate a pharmacy. Members can search for the nearest in-
network retail pharmacies by their current location or by 
entering an address or zip code. Available pharmacies are 
displayed in a list and map view with pharmacy contact 
information and directions. 


 My Rx Choices. This performs a real-time drug utilization review of member medication history to 
check for potential drug interactions. For those with chronic or complex conditions who may be 
seeing multiple physicians, this functionality can provide immediate alerts of any interactions, so 
therapy can be changed before a drug is dispensed.  
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 Refills and renewals. Members can quickly and easily refill and renew their prescriptions. 


 Order status. Members can track their home delivery prescription orders. The status feature displays 
tracking information at each step, including when orders are received, in process, and shipped — 
all on a single page. 


 Pharmacy Care Alerts. These provide members with personalized alerts to help them follow their 
treatment plan.  


 Transfer to home delivery. Members can request home delivery for regular medications obtained 
from a retail pharmacy.  


To promote member choice, we will keep an up-to-date pharmacy provider directory on our website for 
public access. Members or care providers simply enter their zip code or city, and the closest pharmacies 
will be listed. There is an available filter that only displays pharmacies that provide 24-hour services. 


E-Prescribing Provides Real-Time Member Information 
We give prescribers the ability to electronically prescribe medication while providing a wealth of 
relevant, real-time member information. This tool promotes greater efficiency and member safety 
through real-time delivery of clinical and economic decision support at the point of care. It also 
provides the following services: 


 Member Information-Sharing. Supplies provider electronic health record systems information 
about member eligibility and history  


 Prescription Benefit. Delivers member-specific benefit and formulary information that enables 
physicians to write compliant prescriptions the first time 


 Prescription Routing Services. Provides direct electronic delivery of a new prescription from a 
physician to the pharmacy of the member’s choice 


 Prescription History. Delivers prescription history information across providers during a member’s 
office visit. This service can also facilitate reconciliation support for those in an inpatient setting, 
and promotes safety by avoiding drug-drug interactions 


The electronic prescribing framework promotes increased safety and convenience for members and 
increased efficiency in the prescription creation and delivery process. 
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3.4.6.2 Formulary 


 


We will utilize the FFS formulary. As a result, we will have DHCFP approval of the formulary prior to 
implementation, the formulary will not be more restrictive than FFS, and we will not have co-pays. In 
addition, for specific therapeutic categories of drugs that have mandated coverage rules, we will 
comply with NRS 422.4025. 


Medications not covered in the FFS formulary will be available through a non-formulary request 
process based on prescriber certification and justification of medical necessity. Prior authorization 
criteria and quantity limits will be based on DHCFP guidelines and best practice or evidence-based 
practice standards, as described below.   


To make sure that members have ready access to safe and effective medications, we maintain a 
streamlined prior authorization process. Our program promotes continuity of care through medication 
transition processes and emergency fills. Additionally, we use point-of-sale edits, as well as prospective 
and retrospective drug utilization reviews to facilitate member access to appropriate medications. We 
also implement targeted interventions to promote appropriate prescribing practices and member 
adherence to their medication regimens. We describe our processes and programs below.  


Streamlined Prior Authorization Processes 
Medications not covered in the formulary are available and will continue to be available through a 
non-formulary request process based on prescriber certification and justification of medical necessity. 
We have well-established protocols for pharmacy prior authorization requests in Nevada and strong 
working relationships with our network providers and pharmacies to streamline the process and 
promote optimal health outcomes for members. We processed over 15,400 pharmacy prior 
authorizations in 2015, and over 8,600 pharmacy prior authorizations for the first two quarters of 2016 
while consistently meeting the 24-hour turnaround time. Our prior authorization criteria and quantity 


limits are based on best practice or evidence-based practice 
guidelines and will be based on FFS criteria when we implement 
the FFS formulary.  


We offer providers a streamlined process for completing prior 
authorization requests. To facilitate member access to their needed 
medications, providers may submit requests by phone, online via 
our provider website, or by fax. Prior authorization request forms 
and the medication formulary are also available online. In 
addition, we offer clinically staffed, toll-free customer service 
phone support designed specifically for prescribers and 
pharmacists 24 hours a day, seven days a week (24/7).  


3.4.6.2 The vendor may design its own pharmacy formulary based on clinical guidelines though 
utilization of the FFS formulary is preferred. Vendors who utilize the FFS formulary will receive a 
higher point value in the RFP evaluation.  The DHCFP shall approve the vendor’s formulary prior to 
implementation.  Medications not covered in the vendor's formulary must be available through a non-
formulary request process based on prescriber certification and justification of medical necessity.  
Prior authorization criteria and quantity limits must be based on best practice or evidence based 
practice standards.  Vendors may propose their drug benefit design but they may not be more 
restrictive than FFS and may not have co-pays. For specific therapeutic categories of drugs that have 
mandated coverage rules the vendor is expected to comply with NRS 422.4025. 
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These trained specialists include pharmacy technicians and pharmacists who process prior 
authorization requests and answer prescriber inquiries efficiently. When a prescriber calls about a 
non-preferred drug list medication, for example, the call center representative can facilitate the prior 
authorization review process.  


Outside regular business hours and on holidays, pharmacies and physicians/prescribers can speak with 
a Care On Call representative to verify eligibility; obtain benefits, claim, and administrative 
information; request prior authorization; and discuss urgent or emergent member issues with a 
Registered Nurse. When necessary, the nurse will contact the on-call pharmacist. Providers can also 
use our self-service Interactive Voice Recognition features to verify member eligibility and check 
claims status. We encourage providers to call the toll-free number for urgent requests.  


After submission, we enter the prior authorization into our web-based system and we use decision-tree 
logic to support swift approval. When requests cannot be approved via decision-tree logic, clinical 
pharmacists will review them to deliver a timely, accurate decision. Our team has real-time access to 
information about member eligibility, medical and medication history, as well as formulary and PDL 
benefits. 


We make decisions to approve or deny the prior authorization request within 24 hours after receiving 
all necessary information and respond to provider requests for prior authorization via fax and mail 
within 24 hours. We communicate our decisions swiftly and clearly. When the request satisfies criteria, 
we approve the medication and fax the approval letter to the prescriber. When we approve a prior 
authorization request, the override is loaded into the claims adjudications system and the claim is paid 
when processing is complete. Once an override exists in our claims system, adjudication occurs within 
milliseconds. If the request does not satisfy criteria, we mail the member and mail and fax the 
prescriber a letter explaining the reason for the denial within 24 hours. The denial letter also outlines 
the appeals procedure. Upon request, we make notifications available in other languages. To evaluate 
the consistency of management and timeliness of the review process, we continuously monitor 
exceptions and apply Inter-Rater Reliability (IRR) to evaluate clinical reviewers. 


Our Pharmacy Department processes and records prior authorizations using a web-based application. 
We use this database to report requests, approvals, and denials for monthly and quarterly reports, as 
well as generate any State-required reports. This system enables us to examine up to 24 months of 
administrative data. We also summarize administrative data and prior authorization approval/denial 
outcomes on our provider-facing Integrated Member Dashboard. 


Emergency Medication Fills Reduce Disruption in Care  
We understand that emergencies arise. To mitigate them and reduce disruption in medication 
therapies, we have implemented a process to dispense a 72-hour emergency supply of medications. The 
pharmacist uses professional judgment to confirm that dispensing the prescribed medication would not 
jeopardize the member’s health or safety. Periodic written reminders to pharmacists promote ongoing 
compliance and we can re-educate pharmacies identified as under- or over-utilizing the emergency fill. 
Pharmacists can also contact the Pharmacy Help Desk 24/7, 365 days a year, for assistance with 
overrides and emergency fill requests. 
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Automated Prior Authorization Rules 
The point-of-sale claims processing system uses intelligent automated logic, also known as SmartEdit, 
that enables it to check a submitted claim against the member’s profile and established criteria for 
certain drugs requiring prior authorization, potentially eliminating the need for the provider to submit 
a traditional request. During adjudication, the SmartEdit rules evaluate the member’s profile for the 
presence of a diagnosis code representing a condition not requiring a traditional utilization review to 
authorize the medication.  


As an example of how SmartEdit rules work, for Celebrex® 
dispensed to patients under age 65, we may waive a utilization 
management review for patients with a history of Proton Pump 
Inhibitor (PPI) use within the last 180 days or if they have a 
diagnosed ulcer. We can set up a SmartEdit rule to require an 
authorization to dispense Celebrex unless it meets the PPI or ulcer 
criteria. When a Celebrex prescription is requested, the SmartEdit 
rule will review the member’s medication history for PPI use within 
the last 180 days or an ulcer diagnosis before returning a utilization 


management reject requiring prior authorization submission. If the PPI or ulcer criteria are met, the 
claim will pay with no prior authorization submission required, making the process less burdensome 
for the prescriber with no delay for the member. Our SmartEdit process resulted in a 20 percent prior 
authorization avoidance rate for Nevada from January to June 2015. 


Point-of-Sale Claims Processing 
Our pharmacy vendor provides network and administrative pharmacy services, including a real-time 
point-of sale processing system for claims. Network pharmacies transmit claims electronically 
according to telecommunication standards established by the National Council for Prescription Drug 
Programs. The online claims adjudication system operates 24/7. Network pharmacies can maintain a 
direct link to our vendor’s data center to transmit claims through any of the major switching 
companies. Once received, claims are verified for eligibility, drug coverage, plan design, formulary 
compliance, and drug utilization review (DUR). In addition, the system applies hundreds of edits within 
seconds based on benefit design and eligibility requirements. Concurrently, targeted alert messaging is 
delivered to dispensing pharmacists. These edits may include: 


 Participating pharmacy 


 Member eligibility 


 Drug coverage 


 Benefit design edits, such as quantity, days’ 
supply, and refill-too-soon edits 


 Rejection edits for Third Party Liability and 
coordination of benefits 


 Formulary and PDL compliance 


 Prospective (concurrent) DUR edits 


 Step therapy, therapy duplication, and other 
clinical edits


To promote safety before medication is dispensed, the system automatically alerts the pharmacist to 
DUR edit results. All of this activity is completed within seconds. The system also provides a 
mechanism to track and report the member’s usage, manual payments, adjustments, recoupments, and 
other identifying accounts receivable and claims information. 
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Prospective Drug Utilization Review 
Our Prospective Drug Utilization Review (proDUR) process applies a series of First Data Bank-
supplied safety rules, in combination with internal proprietary rules, to review prescriptions for 
member health and safety concerns. This provides pharmacists with important information to prevent 
adverse reactions, improve appropriate prescribing rates, and enable patient counseling. ProDUR 
alerts are activated for all prescriptions dispensed. Our process analyzes all incoming prescriptions to 
prevent the member from experiencing inappropriate drug prescribing or consumption, medical 
conflicts, or potentially dangerous interactions.  


This program enables us to determine whether to send a warning (passive alert) or reject message 
(soft-block alert) for select factors, including premature refill, excessive dosing, and severe drug 
interactions. Passive alerts are informational warning messages sent to the pharmacist for evaluation. 
Soft-block alerts are clinical warning messages that inform the dispensing pharmacist of a potential 
issue. Claim adjudication is prevented until the pharmacist takes appropriate action. Soft-block alerts 
are built with an override capability that enables the pharmacist to process the claim if the medication 
or dose is appropriate. This process requires the pharmacist to acknowledge and resolve each alert 
before the prescription can be dispensed. Table 3.4.6.2-1 provides an example of the types of 
prospective DUR edits available in our system. 


Table 3.4.6.2-1. Point-of-Sale Edits Promote Safety and Cost-Effectiveness 
Category and Name  Edit Category and Description 
Safety  


Drug-Drug Interaction 
Checks member’s prescription history for interactions between two or more drugs as 
determined by First Data Bank Drug Therapy Monitoring System 


Drug-Disease Interaction Determines whether the submitted drug conflicts with the member’s health state 


Drug-Pregnancy  
Identifies contraindications of the new drug claim against those in the member’s history 
(inferred pregnancy based on drug history) 


Age Limitations Identifies age contraindications based on FDA-approved labeling 
Gender Edits Identifies contraindications based on the member’s gender 
Therapeutic Duplication Identifies duplications by therapeutic class or ingredient and time period 


High/Excessive Dosing 
Identifies drugs prescribed for use beyond the manufacturer's recommendations for length 
of therapy or maximum daily dose 


Low/Minimum Dosing 
Identifies drugs prescribed for use below the manufacturer’s recommendations for length of 
therapy or minimum effective daily dose 


Utilization  


Premature refill 
Grants a refill once 90% of the previous supply is used (70% for eye drops); if the time frame 
has not passed, requires prior authorization 


Underutilization Identifies potential non-compliance based on previous claim history 
Formulary Compliance  


Step Therapy 
Requires use of preferred first-line medication before authorization of a non-preferred or 
second-line agent 


Non-formulary Allows non-formulary use through prior authorization when medically indicated 


 
In addition to our pharmacy point-of-sale dispensing reviews and proDUR process, we also conduct 
clinical reviews prospectively through our previously referenced prior authorization process and 
retrospectively as part of our DUR and medication therapy management programs. 
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Retrospective Drug Utilization Review 
Our overall clinical approach to managing drug utilization is based on providing programs that make 
sure the right member receives the right drug, while delivering a clinical care model that encourages 
adherence and the safe effective use of prescribed medications. These programs are focused on 
encouraging adherence for select chronic and complex therapies, assuring safety, and promoting 
optimal clinical outcomes for members. 


Our retrospective drug utilization review (RDUR) programs analyze historical drug utilization and 
identify opportunities for encouraging clinically appropriate utilization while promoting compliance 
and safety. When drug utilization falls outside of established criteria for our members, we send their 
prescribers targeted mailings, faxes, and/or phone calls to educate them on the safe, appropriate use of 
medications. We believe using medications instead of increased medical and hospital utilization is an 
appropriate, cost-effective intervention that increases the quality of care. 


Our RDUR programs seek to improve the care of high-risk, high-cost members by optimizing their use 
of medications and other aspects of their care. RDUR analyzes prescription data to address patient 
health and safety issues, and complements the point-of-sale prospective edits.  


The goals of our RDUR program include: 


 Improved Coordination of Care. While there is no requirement for members to choose a single 
primary provider, reduction in the number of different prescribers is a program goal. Often 
medication duplication results from uncoordinated care and medication adherence. 


 Reduction in Unique Drugs. Improved coordination of care and drug adherence will likely decrease 
the average number of unique drug products prescribed per member. Reducing the number of drugs 
a member is taking will decrease chances of adverse drug events and promote medication 
adherence. 


 Appropriate Utilization of Services. Improved coordination of care and medication adherence will 
generally decrease overall utilization of medical services. In certain cases, some utilization may 
increase as members become more adherent and access their primary care provider more; however, 
this will reduce the utilization of emergency and inpatient services. 


 Improved Medication Adherence. Poor adherence leads to increased utilization of services and 
medications because members continue to seek care for their poorly controlled conditions, and 
because prescribers add more medications trying to control members’ illnesses. 


Targeted Interventions 
In our experience, effectively prescribed and managed medication therapy can provide our members 
relief from chronic pain, treat disease, and help to maintain independent living in the community. On 
the other hand, inappropriate therapy can result in increased morbidity and mortality. Additionally, 
controlled substances provide a market for fraudulent and illegal behavior.  


To address overprescribing by providers and promote member medication adherence, safety, and 
access to appropriate medications, we have developed targeted monitoring and intervention programs 
to improve care. We administer the clinical programs described below and make them available to our 
members at no cost to the State.  
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 MedReview Care Management Summary. Targeted, monthly communications provide physicians 
with personalized, actionable information about their patients to facilitate optimal coordination of 
care, compliance, and improved health outcomes. Targeted conditions can include diabetes, asthma, 
high cholesterol, hypertension, depression, and polypharmacy. For example, in the third quarter of 
2015, we notified providers about 51 members who had diabetes with no statin. This outreach 
resulted in 23 percent of members having statin added to their 
therapy, closing this gap in care.  


 Behavioral Health Medication Management. We are 
implementing a medication management program to meet the 
specific needs of members with behavioral health and 
substance use issues. Specifically, we are taking the following 
actions to improve prescriber practices and member adherence 
to appropriate medication treatments: 
 Physician Education Program – Physicians who prescribe 


Abilify for off-label use will receive an educational letter 
informing them of this medication’s proper use and helping 
them select alternatives to meet member needs. 


 Promoting Age-Appropriate Use of Medications – This program helps reduce the number of 
children receiving adult dosages of powerful anti-psychotic and older adults who are prescribed 
these medications for dementia or Alzheimer’s. We will educate prescribers who exhibit these 
patterns and encourage them to choose appropriate medications for the members. 


 Antidepressant New Start Adherence Program – Members receive individualized weekly messages 
through interactive voice response and mailings that inform them and their families of  
medication benefits and potential side effects, the importance of taking their medication as 
prescribed (refill reminders), and remind them to see their primary care provider regularly. 


 Polypharmacy Reduction – Physicians with demonstrated polypharmacy practices receive written 
educational materials, phone calls, and outreach. 


We believe that these programs will result in more informed prescribers and members, increasing 
the safety and effectiveness of medication therapies, and leading to improved health outcomes. 


 Controlled Substance Utilization Monitoring (CSUM) Program. The goal of this program is to 
reduce the prevalence of controlled substance 
overutilization by notifying prescribers of 
members with high controlled substance 
utilization. The program urges providers to 
regularly review members’ therapies to 
promote safe medication use and minimize 
dependence. The CSUM program specifically 
identifies members who have filled 10 or more 
prescriptions for controlled substances, 
including narcotics, benzodiazepines, sedative 
hypnotics, and stimulants within a three month period. Members who have filled medications for 
cancer or multiple sclerosis medications are excluded.  
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As a result of our CSUM program outreach to providers during 3Q15, 71 percent of members 
reduced their claims for controlled substances to less than 10, and two percent had three fewer 
controlled substance claims than when they originally met program criteria. Our CSUM program 
will also include rules to reduce fraud, waste, and abuse by decreasing drug seeking behavior, 
diversion, and pharmacy and prescriber shopping. These rules will identify and aim to eliminate the 
concurrent use of suboxone and narcotic medications and the concurrent use of benzodiazepines, 
opioids, and skeletal muscle relaxants.   


 Hepatitis C New Start Education Program. This program helps facilitate medication adherence by 
educating members on the importance of refilling their Hepatitis C medications such as Sovaldi, 
Olysio, and Harvoni. These therapies require adherence support to ensure treatment completion, 
because non-adherence may reduce the effectiveness of future treatments or result in additional 
costs to restart treatment. The goal of this program is to reduce these risks by sending a reminder to 
members seven days prior to their next fill to pick up their medications. The reminder letters also 
explain the importance of adherence and completing therapy with the new Hepatitis C regimens and 
make members aware of available resources. We are evaluating enhancement of this program by 
moving it to an interactive voice response technology and broadening the scope to include other 
specialty medications. Since we started the program, we have sent 119 letters to members to 
facilitate their adherence.   


 Diabetes Polypharmacy Medication Therapy Management (MTM) program. Through this program, 
we will proactively identify and address members with inappropriate or conflicting drug therapies to 
prevent negative outcomes. Under an integrated MTM program, a clinical pharmacist or pharmacy 
technician communicates with the member, prescribers, and caregivers to close gaps in care, 
optimize therapies and facilitate medication adherence for members with diabetes who are taking 
more than 15 chronic medications. The program optimizes therapeutic outcomes in a safe and cost-
effective manner. Member counseling interventions based on proprietary predictive models make 
sure that at-risk members receive the right message at the right time to effect positive changes in 
their medication-taking behavior. 


 Emerging Safety Communications (ETIP). Emerging Safety Communications alert providers about 
significant safety-related drug recalls or market withdrawals. The letters target Class I and II drug 
recalls, safety-related market withdrawals, and significant new boxed warnings. During 2015, we 
mailed 14 ETIPs to members and 10 ETIPs to providers regarding four recalls. 


  







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 111 
 


3.4.6.3 Preferred Specialty Pharmacy 


 


We utilize a preferred specialty pharmacy, which is readily accessible to all of our members. We offer 
one of the industry’s most comprehensive specialty health solutions to improve member care and 
reduce waste. Use of our preferred specialty pharmacy positions us to provide comprehensive access to 
available specialty medications. At no additional cost to the State, our members in Nevada have access 
to a comprehensive portfolio of products, clinical expertise, and integrated technology such as specialty 
pharmaceuticals, which often include biotechnological medicines or therapies requiring special 
handling or administration. 


Through our preferred specialty pharmacy, members have access to refill reminders. If a member’s 
physician has authorized refills for a given prescription and valid refills are on file, our preferred 
specialty pharmacy contacts the member. The specialty pharmacy’s member care advocate sets up the 
refill delivery date, assesses the member’s therapy adherence, identifies opportunities for clinical 
intervention, and answers any questions the member has about the specialty pharmacy benefit or 
treatment regimen. Members also have the option to set up a delivery time when they are ready for 
their next order. If no refills remain on the prescription, the advocate works directly with the physician 
to obtain the necessary authorization. 


In addition, our preferred specialty pharmacy also provides a Bleeding Disorders Specialty Care 
Management program for members on hemophilia drugs, which includes proactive one-on-one 
consultations between members and a specialized team of clinical experts according to individual 
therapy needs. The program educates and empowers members with bleeding disorders by providing 
individualized education and services to improve therapy adherence, minimize the incidence of adverse 
events, and promote safe use of bleeding disorder drugs.     


3.4.6.4 Transitioning Member’s Prescriptions  


 


Promoting continuity of care and access to necessary medications is a primary objective of our 
pharmacy management program. In accordance with DHCFP requirements, our transition process 
provides coverage for members who are stabilized on drugs that are not included in the formulary or 
PDL. This transition process applies to new members transitioning to us from fee-for-service programs 
or another MCO.  With the implementation of the FFS formulary, there will be seamless transition for 
members from FFS to our program.   


Our transition policies and procedures verify that members may continue to receive non-
formulary/non-PDL drugs for the first 60 days of enrollment, or until the member’s physician or other 
prescriber has completed the prior authorization process. We do not terminate a current prescription 
without consulting with the prescriber, and we document the reasons a drug is not medically necessary 
if a current prescription is terminated.  


3.4.6.3 The vendor is permitted to utilize a preferred specialty pharmacy; however, this pharmacy 
must be readily accessible to all of the plan’s recipient. 


3.4.6.4 The vendor must have a policy for transitioning a recipient’s prescriptions from FFS, or 
another vendor, to the vendor.  The vendor will not terminate a current prescription without consulting 
with the prescriber. The vendor must then document the reasons a drug is not medically necessary if 
a current prescription is terminated. 
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We identify all members who receive non-formulary/non-PDL drugs weekly on a claims system–
generated report. We send letters to both the member and prescriber to inform them that a transition 
supply of medication has been approved, but continued use will require prior authorization. The 
notification to the prescriber advises him or her of the need for prior authorization for the member to 
continue on the non-formulary/non-PDL drug, or if clinically appropriate, to transition the member to 
a preferred alternative on the formulary/PDL. At the same time, our Pharmacy Department works with 
the prescriber to initiate a prior authorization on the member’s behalf and communicates directly with 
the prescriber to determine medical necessity for the non-formulary/non-PDL drugs. 


3.4.6.5 Brand Name Medications 


 


We require prescribers to adhere to all requirements outlined in the Medicaid Services Manual 
Chapter 1200 when prescribing a specific brand of medication for the member. Specifically, the 
prescriber should document in the patient’s medical record the need for the brand-name product in 
place of the generic form. In addition, the certification must be in the prescriber’s own handwriting, it 
must be written directly on the prescription blank, and a phrase indicating the need for a specific brand 
is required, such as “Brand medically necessary” or “Dispense as written”.   


We will include this requirement in our Provider Manual to make sure that providers are aware of and 
understand the requirement. In addition, we can monitor provider compliance with the prescription 
requirements through retrospective pharmacy audits and system edits that only allow brand name 
medications to be dispensed when “Dispense as written” is noted on the prescription. We can educate 
providers on these requirements when discrepancies are identified.  


3.4.6.6 Lock-in Program 


 


We currently maintain a pharmacy Lock-In program in accordance with DHCFP requirements for 
members showing drug-seeking behaviors. Members identified with multiple pharmacies, multiple 
prescribers, and multiple controlled substances are locked into a single pharmacy for their medication 
fills. In addition, uncoordinated care, excessive utilization, or suspected patterns of fraud and abuse 
may also be cause for referral to our Lock-In program.   


In 2015, eligible members enrolled in our Nevada Lock-In program with at least three prescriptions in 
the 90 days prior to their lock start date had a 34.6 percent decrease in the number of prescriptions 
obtained after lock-in, resulting in a 27.8 percent decrease in pharmacy claims costs.  


3.4.6.5 The MSM Chapter 1200 stipulates the conditions with which a prescriber must comply to 
certify that a specific brand of medication is medically necessary for a particular patient.  The 
prescriber should document in the patient’s medical record the need for the brand-name product in 
place of the generic form.  Certification must comply with the following: certification must be in the 
prescriber’s own handwriting; certification must be written directly on the prescription blank; and a 
phrase indicating the need for a specific brand is required. (An example would be “Brand Medically 
necessary.”) 


3.4.6.6 Vendors must have a Lock-In program for members showing drug seeking behaviors.  These 
members are locked-in to a specific pharmacy and/or a specific physician for controlled substances 
only.  They can use any pharmacy for their non-controlled medications. Criteria should include 
members utilizing more than one pharmacy or 3 or more physicians for controlled substances, 
repeated ER visits for pain medication, cash payments for drugs or other drug seeking behaviors.  
Vendor must have a process where members can change lock in providers and have an override 
policy for instances where their locked in pharmacy is out of stock or the member is out of area and 
needs their controlled medication. 
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Moving forward, we will lock a member into a specific pharmacy for controlled medications only, while 
allowing the member to continue to access non-controlled medications through any pharmacy. We will 
also consider including lock-in to a specific physician for controlled substances. We can add criteria 
such as repeated emergency room visits for pain medications, and amend our current criteria 
regarding multiple pharmacies, multiple controlled substances, or prescriptions from multiple 
prescribers to meet DHCFP requirements. We can also work with the State to gain access to the Rx 
History Report tool through the Nevada State Board of Pharmacy Prescription Monitoring Program to 
evaluate all prescriptions when reviewing identified members. We anticipate that this tool will help us 
find prescriptions that were not paid for by us or another insurer to identify members who may be 
paying cash for prescriptions.  


Members who meet the lock-in criteria are notified in advance of the lock-in and provided a period of 
time to appeal or request additional information. All providers who have prescribed any controlled 
substances for this member in the previous 45-90 days will be notified of the member’s lock-in and 
receive a six-month profile. Locking the member into a single pharmacy alerts all prescribers and the 
pharmacy of the coordination issues. Our Lock-In program enhances patient safety, improves care 
coordination, and promotes effective oversight. Our program will include the following components:  


 Preventing serious adverse drug events by minimizing members’ use of multiple pharmacies and/or 
physicians in a short time frame 


 Providing appropriate medical oversight and management that facilitates care coordination and 
connects members with the most appropriate services to meet their needs 


 Using a non-judgmental structure so members can obtain needed care from qualified practitioners 


 Identifying opportunities to address health concerns and inappropriate prescribing patterns  


Temporary overrides are allowed in emergent 
and urgent situations when it is medically 
necessary for the member to fill at a pharmacy 
other than the assigned pharmacy. Examples 
are using the ER after hours, the need to start 
necessary medications such as antibiotics, 
behavioral health medications, and inhalers, or 
in non-urgent situations when the member does 
not have access to the assigned pharmacy or the 
assigned pharmacy is temporarily out of the 
needed medication. In addition, we include a 
process in which a member can permanently 
change their lock-in provider for good cause, including moving out of the assigned pharmacy area or 
the assigned pharmacy is consistently unable to provide the needed medication at the time of fill.   


We also understand that emergencies arise. If there is an urgent or interim need, provisions can be 
made for the member to obtain a 72-hour emergency supply of medication at pharmacies other than 
the designated lock-in pharmacy. This assures the availability of necessary medication required in an 
emergency (for example, when their locked-in pharmacy is out of stock, the member is out of area, or 
the designated pharmacy is closed).  
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In 17 states, our affiliates’ Lock-In programs offer a variety of tools, resources, and supports that have 
helped reduce inappropriate member utilization, decrease adverse drug events, minimize the risk of 
medication abuse and misuse, and achieve cost savings. We will leverage their experience when 
enhancing our Lock-In program for Nevada. 


3.4.6.7 Hepatitis C Medications  


 


We currently follow and will continue to follow the State criteria for Hepatitis C medications and 
therefore do not use a standard for determining medical necessity that is more restrictive than is used 
in the Medicaid State Plan and MSM.     


In addition, through our current Hepatitis C New Start Education program, we facilitate medication 
adherence by educating members on the importance of refilling their Hepatitis C medications such as 
Sovaldi, Olysio, and Harvoni. These therapies require adherence support to ensure treatment 
completion, because non-adherence may reduce the effectiveness of future treatments or result in 
additional costs to restart treatment. The goal of this program is to reduce these risks by sending a 
reminder to members seven days prior to their next fill to pick up their medications. The reminder 
letters also explain the importance of adherence and completing therapy with the new Hepatitis C 
regimens and make members aware of available resources.  


3.4.6.8 Pharmacy Encounter Data  


 


We currently submit pharmacy encounters to the DHCFP on a monthly basis in the prescribed, 
proprietary format. Encounter records contain all required information. We will continue this practice, 
or any other mutually agreed-upon format and timeframe, for the new Contract. We will also continue 
to correct and resubmit any disputed encounters or explain why disputed encounters could not be 
corrected. 


Encounter Submission Process 
We collect pharmacy encounters from our pharmacy vendor and execute edits, validations, and 
verifications on all encounters before we submit them to the DHCFP. We take responsibility for our 
subcontractors, and validating their encounter data prior to submission to the DHCFP enables us to 
deliver more timely, accurate, and complete data. We transmit encounter files through Hypertext 
Transfer Protocol Secure (HTTPS) or Secure File Transfer Protocol (SFTP) and always include the 
required attestations and reports. We log the details of each encounter submission, capturing 


3.4.6.7 For Hepatitis C medications, MCOs may use utilization controls, such as PA criteria, quantity 
limits, etc., however plans may not use a standard for determining medical necessity that is more 
restrictive than is used in the Medicaid State Plan and MSM. 


3.4.6.8 The vendors shall submit all pharmacy encounters and outpatient administered drug 
encounters to the DHCFP or its vendor and the DHCFP shall submit these encounters for rebates 
from manufacturers. The encounters shall be submitted in a mutually agreed upon format and in a 
mutually agreed upon timeframe, but no less than quarterly. The vendor agrees to modify the 
pharmacy claims processing systems to accommodate additional data elements in compliance with 
current National Council for Prescription Drug Programs (NCPDP) transactions standards and 
guidelines, such that pharmacy encounters can be submitted by the DHCFP for rebates. 
 
Within sixty (60) calendar days of receipt of any disputed encounter file from the DHCFP or its vendor, 
the vendor shall, if needed, correct and resubmit any disputed encounters and send a response file 
that includes: corrected and resubmitted encounters and/or an explanation of why the disputed 
encounters could not be corrected. 
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information on each claim submitted, including claim number, line, submit type (original, adjustment, 
void), file, path, and creation date. Encounters for outpatient-administered drug encounters, such as 
injectables, are submitted via our Core Operations System and routinely processed. 


We require our pharmacy vendor to submit encounter claim files in a custom format with the required 
data elements, and our Encounter team creates an outbound National Council for Prescription Drug 
Program (NCPDP) file. Our contracts require subcontractors to submit encounter claim data 
electronically for services they deliver to our members and specify penalties for non-compliance. We 
proactively manage encounter claim data from our subcontractors in the same way we manage 
encounter data generated from our own paid claims.  


We verify the timely, accurate, and complete submission of subcontractor encounter claim data by: 


 Including specific provisions related to encounters in subcontractor contracts 


 Executing processes that verify subcontractor encounter claims are timely, accurate, complete, and 
include required data elements 


 Closely monitoring and managing subcontractor compliance with encounter requirements 


If we do not receive a subcontractor encounter claim file by close of business on the day it is due, the 
national Vendor Load Management team sends an email to the Encounter Management and Vendor 
Contracts and Management teams. The notification prompts outreach to the subcontractor to 
determine the status of the submission and the reason for the delay. Vendor Load Management tracks 
the receipt date and status (accepted or rejected and the reason) of each subcontractor submission and 
submits a weekly report to Vendor Contracts and Management so they can address and resolve 
repeated issues. 


Resolution of Disputed Encounter Files 
Our encounter team is thoroughly familiar with the process to resolve any disputed encounter files, 
and our processes fully align with DHCFP’s requirements. We will continue to correct and resubmit 
any disputed encounters (or provide an explanation why disputed encounters could not be corrected) to 
the DHCFP.  


3.4.6.9 Submitting Information for Rebate Processing  


 


We require providers to submit National Drug Code (NDC) codes and related information necessary 
for the DHCFP to process the claim for rebates. We transmit pharmacy claims data in formats and by 
deadlines established by the DHCFP and include utilization data for pharmacy services provided both 
through the pharmacy benefit and from medical claims. We provide all medical and pharmacy drug 
claim history to the DHCFP or its designated partner for processing federal rebates in the required 


3.4.6.9 The vendor’s medical claims system will mandate providers submit National Drug Code (NDC) 
codes and related information necessary for the DHCFP to process the claim for rebates.  Covered 
outpatient drugs dispensed to individuals eligible for medical assistance who are enrolled with the 
vendor shall be subject to the same rebate requirements as the DHCFP is subject under Section 1927 
and the DHCFP shall collect such rebates from manufacturers. The vendor shall report to the DHCFP, 
on a timely and periodic basis specified by the U.S. Secretary of Health and Human Services 
(Secretary), information on the total number of units of each dosage from and strength and package 
size by NDC of each covered outpatient drug dispensed to members for which the entity is 
responsible for coverage (other than outpatient drugs) and other data as the Secretary determines 
necessary. 
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format. This data includes the total number of units of each dosage form, strength, and package size by 
NDC code. We submit the claims report within time frames that meet the State’s needs.  


Resolving Pharmacy Rebate Disputes 
We have extensive experience resolving drug rebate disputes with manufacturers. Our well-established, 
experienced national Drug Rebate Team routinely handles rebate issues, and understands the usual 
reasons why manufacturers dispute drug rebate invoices, including questions about the quantity, 
formulary status, date of formulary status change, and validity of the submitted NDC. Our team is 
available to assist the DHCFP to resolve pharmacy and medical drug rebate disputes according to 
applicable State and federal guidelines. We work to resolve all disputes within 30 days of receipt, giving 
the State ample time to submit them to the manufacturer in the required 60-day time frame. Our 
successful process includes a designated pharmacy point of contact to receive information from the 
State on claims that require correction. 


Table 3.4.6.9-1 illustrates the categories of review and specific items we review during the dispute 
resolution process. 


Table 3.4.6.9-1. Our Comprehensive Approach to Resolving Drug Disputes 
Claim Type Claim Review 


Category 
Items Reviewed during Dispute Resolution 


Pharmacy 
Validation Claim 


NDC used  NDC billed on claim is not the NDC used to fill the prescription 
 NDC billed using the wrong package size 
 Invalid NDC discontinued/terminated 
 NDC billed was brand, and a generic NDC was dispensed by the pharmacy 
 No record of sales directly to State or border pharmacies 


 


Quantity billed 
correctly 


 Quantity billed incorrectly (for example: typo, decimal, half-tablet 
 Quantity billed is excessive 
 Quantity is consistent with lowest dispensable package size 
 Rounding issues (half-tablets) 
 Utilization/quantity is inconsistent with the number of prescriptions 


 


Compound 
ingredient used 


 Compound prescription with the total ingredient quantities billed under one 
NDC 
 


Days’ supply is 
correct 


 Quantity dispensed is greater than a monthly benefit limit 


Package size 
issues 


 Outer package NDC billed, inner package NDC should have been billed 


Invoice issues  Duplicate claims 
 Unit of measure verification 
Unit of measure mismatch  


Physician 
Administered 
Outpatient Claims 
(J code) 
Validation 


Quantity billing 
issues 


 Dispensed NDC has excessive utilization 
 Quantities are not consistent with the dosing measures 
 Utilization/quantity is inconsistent with pharmacy reimbursement levels, 


including third-party payments 
 Incorrect NDC/package was used in claim; product comes in many different 


package sizes 
 Unit of Measure (UOM) issues, for example, NDC should be billed in IUs, 


not per vial 
 Utilization/quantity is inconsistent with the number of prescriptions 
 Utilization/quantity is inconsistent with State historical trends or current 


State program information 
Utilization/quantity is inconsistent with lowest dispensable package size 
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Claim Type Claim Review 
Category 


Items Reviewed during Dispute Resolution 


Other Reasons for 
Disputes 


 NDC billed was not the NDC dispensed 
 NDC billed was recalled 
 NDC is not dispensed to all providers and is only approved for specialty 


providers (for example: cancer, dialysis, HIV) 
 NDC/Drug termed 
 NDC inactive 
NDC Invalid/miscoded 


Invoice issues  J code to NDC crosswalk requires validation 
 Duplicate claim 
 PHS entity not extracted from State data—also known as 340B Claims is still 


active 


 
3.4.7 Children with Special Health Care Needs (CSHCN) and Mental 
Health Services for Adults 
 


3.4.7.1 Providing Appropriate Services to Meet Member Needs 


 


Our benefit package is compliant with all requirements and 
includes services for Children with Special Health Care Needs 
(CSHCN), Early Intervention, and mental health services for 
adults. We fully comply and will continue to coordinate all 
services as required to help support positive health outcomes and 
quality of life for members. We will continue to comply and 
provide reimbursement to providers with whom formal contracts 
are not in place.  


Our care coordination model includes building relationships with primary care providers (PCPs), 
specialists, community organizations, schools, hospitals, and facilities. We fully integrate physical and 
behavioral health and incorporate technology and the important face-to-face human component as we 
support members with specialized health care needs. 


Coordinating Holistic Care for Children with Special Needs 
Children with medical complexity represent about six percent of the children covered by Medicaid, but 
this small group accounts for 40 percent of the Medicaid costs for children. By providing early 
intervention and care coordination, we can take better care of these children and weave together the 
right combination of services and supports for them and their families. This approach also manages 
service utilization to ensure healthy outcomes while promoting program efficiency. 


3.4.7.1 The vendor benefit package must include certain services for recipients with special health 
care needs, including CSHCN, Early Intervention, and mental health services for adults. The vendor 
must reimburse certain types of providers with whom formal contracts may not be in place and 
coordinate these services with other services in the benefit package. 
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We have extensive experience serving members with specialized 
and complex health care needs, including infants and children 
with developmental delays, disabilities, serious emotional 
disorders or specific and significant health care and support 
needs. For years, we have coordinated care and services for 
children and have supported early childhood intervention 
programs in Nevada. An essential part of our care management 
program for our members is to assess their individual health 
status and unmet health care needs. We also provide care 
management supports that wrap around our members, provide 
support for their families, and coordinate the programs that 
address their health concerns. We do this in the context of our 
members’ homes and families to assure continuity and 
consistency.  


Providing Early Intervention  
Early intervention is critical to making sure that children start 
school ready to learn, rather than behind the curve. Children 
and youth from low-income families are at greater risk for poor 
health outcomes. Our Early and Periodic Screening, Diagnosis 
and Treatment (EPSDT) program provides comprehensive and 
preventive health care services from birth to age 21. EPSDT is 
key to verifying that children and adolescents receive 
appropriate preventive physical, mental health, developmental, 
and specialty services. Without the required EPSDT screenings, 
potentially serious health conditions are more likely to go undiagnosed and untreated, resulting in poor 
health status throughout childhood and into adulthood.  


We understand that barriers often exist for members and their families or guardians. Often things such 
as lack of transportation, not knowing what resources are available, language issues, or difficulty 
making appointments prevent timely access to early and regular care. We work to alleviate as many of 
these concerns as possible by providing support and assistance for our member and family or guardian 
as we identify these areas where they require a little more help. 


Our EPSDT program is a jointly managed program supported by our local staff with support from our 
national organization and complies with State and Federal requirements. The effectiveness and 
regulatory compliance of this program is monitored through our Internal Quality Assurance Program. 
We coordinate targeted outreach to members for EPSDT services, including mailing member birthday 
card EPSDT service reminders and overdue services postcards. 


Our Person-centered Approach 
Person-centered care and support are foundational values for our health plan. Our care management 
approach includes making sure the member and their family or guardian are fully supported and 
remain at the core of all planning. We spend time with our families to learn about what is most 
meaningful to them, help them achieve the best possible outcomes, and align with all of their 
preferences, priorities, and goals.  
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Because our CSHCN members are often already connected to 
support services through Nevada Early Intervention Services 
(NEIS) and their health care system and providers, we understand 
that our role is to coordinate, not replace, the full array of existing 
supports that the State of Nevada provides. Our case managers 
use our person-centered model to actively coordinate care and 
services for CSHCN and their families, including coordinating 
referrals to non-covered services available through community 
supports, such as recreational programs, and school-based 
services. We work closely with entities that already have 
established relationships with Nevada families. This coordination 
may include linking parents and families with Nevada resources 
that augment those delivered through our health plan. An 
example is Parents Encouraging Parents, which helps parents 
enhance their skills to advocate for their child, provides resource 
and referral assistance to families, and provides ongoing peer 
support for those who request it. Our coordination activities also 
include referrals for family support services from local agencies 
and organizations providing respite services, Family TIES and 


Family Resource Centers. We also connect families with local organizations that assist families with 
members who have disabilities to maintain independence in the community with adaptive equipment or 
home modifications, such as Rebuilding All Goals Efficiently in the Las Vegas area. 


Our social workers continually seek out other agencies and organizations whose services may be 
appropriate for members, including CSHCN, especially those who are already supporting our members 
and their families. Individual care plans include treatment plans developed in collaboration with the 
treating provider, and reflect the array of medical, behavioral health, and social supports that each 
child and family prefers and needs to achieve their goals.  


We leverage industry best practices to identify, assess, and develop holistic care plans for CSHCN in 
Nevada. Our services: 


 Support CSHCN and their families to lead independent and 
healthy lives 


 Designate a single point of contact to help members and 
families navigate an often complex health care system 


 Identify all care and service needs early, thus preventing 
acute conditions, hospitalizations and unnecessary 
frustration for the families 


 Make sure that members and families have access to both 
PCPs and specialty physicians as needed 


We actively collaborate with advocacy groups and other stakeholders who serve CSHCN and their 
families and caregivers to assure that families are familiar with and able to access the full array of 
care and services for their children. For example, we provide financial support to Family TIES of 
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Nevada, an organization that is familiar to and trusted by families with children with specialized health 
care needs.  


We sponsor and host community outreach events throughout Nevada to offer preventive health 
screenings, immunizations, and access to community resources. For example, we hosted a health fair 
attended by approximately 2,700 members and their families in Fallon, a rural area with a culturally 
diverse population. At the health fair, we helped attendees connect with organizations offering 
Medicaid and non-Medicaid services within their child’s system of care, and informed them on how to 
obtain accessible transportation options. In addition, we are helping to develop web-based training to 
help families better understand the health benefits available to their children, how to access them, how 
to best communicate with managed care professionals, and how to participate in care management as 
their child’s advocate.  


Identifying and Assessing CSHCN to Meet Their Needs 
We are compliant with all State requirements related to CSHCN, and we maintain policies and 
procedures that guide our employees in supporting and linking each identified child with care 
management services as required. Additionally, through EPSDT we provide other opportunities to 
assess any developmental delays, disabilities or other significant health care concerns. By helping our 
members access care and supports earlier, we also support cost efficiency, because care coordination 
can be more child-focused and valuable throughout each developmental stage. 


We identify children through several avenues. The DHCFP may notify us of CSHCN, such as children 
enrolled in the NEIS Program. We may also identify the child directly; for example, through predictive 
modeling, claims triggers based on diagnoses, screening results from a Healthy Kids visit, a 
preauthorization request that indicates that the child meets the criteria, or a request by the PCP or 
family. Our predictive modeling process continuously identifies and prioritizes members who may be 
appropriate for care coordination or other programs. This model synthesizes member data, such as 
diagnoses, hospitalizations, emergency room (ER) encounters, expenditures, and demographics, to 
develop individualized risk profiles. Children identified as high-risk are referred to our clinical team 
for screening. Our Health Needs Assessment Screening provides yet another way to identify CSHCN 
and assessment occurs within 30 days of enrollment. Through Title V, and its partnerships with the 
State Maternal and Child Health and CSHCN programs, we have another opportunity to identify 
children and youth requiring support services and to develop family-centered, community based, 
coordinated systems of care for them. 


Regardless of how we learn about CSHCN, with the permission of the family or guardian one of our 
Registered Nurses thoroughly assesses each child to gather information to determine the need for the 
supportive services necessary to promote optimal health and functional outcomes. 


We gather the most complete and accurate information possible. We conduct a comprehensive 
integrated assessment reflective of the needs and preferences of the child and their family, and we 
perform assessments in the family’s preferred language. Assessment data forms the foundation of all 
care planning and future health care interventions. In addition to our own assessments described 
below, we obtain the NEIS assessment when applicable and store it online so our case managers can 
easily access it, fostering greater continuity between CSHCN programs. 
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Using our comprehensive assessment tool, our case managers conduct an in-depth clinical assessment 
in which they gather information about the child’s:  


 General health status 


 Behavioral health status 


 ER usage 


 Hospital admissions 


 Medications 


 Health care utilization history 


 Functional capacity and the need for 
supportive services 


 Preventive health care history 


 Delays in child development 


 Family supports and other natural supports 
available to the family 


 Multiple treating providers 


The assessment uses branching logic to probe into potential risk factors for more than 20 clinical 
areas. For example, if the assessment suggests a history of serious emotional disorder, the case 
manager will initiate additional questioning to gather details on the acuity level for that condition. This 
information helps determine the child’s and family’s support needs including complexity, severity, 
intensity, and level of risk and risk, along with a gap analysis of service needs. This assessment 
information informs the development of the care plan and triggers referrals. 


The case manager’s goal is to fully understand the nature and scope of the child’s condition, current 
health care practices including nutrition and exercise, availability of accessible transportation, family 
supports, and the child’s ability to engage in self-management activities. Additionally, the case 
manager evaluates significant factors, including age, race, culture, personal preferences, and values 
that can influence the child’s and family’s involvement in treatment, and assures a foundation of 
respect that supports effective health care provision. 


At the conclusion of the assessment, the case manager assigns the member to one of five acuity levels 
to further define the level of case management needed and frequency of follow-up, summarized in 
Table 3.4.7.1-1. 


Table 3.4.7.1-1. Case Management Acuity Levels 
Acuity Levels Criteria Contact Frequency 
High Risk The member’s medical, psychosocial, safety, or functional status is 


extremely unstable; uncontrolled utilization of acute care; lack of care plan 
progress or adherence due to instability; frequent admissions or re-
admissions; lack of care plan progress; exhibits a significant risk for 
admission or re-admission to an acute care setting or safety risk; requires 
very frequent interventions, adjustment, and monitoring of the care plan to 
increase the likelihood of adherence and goals achievement. 


Every one to two 
weeks 


Medium Risk Services are well coordinated; however, the member still requires support 
and follow-up to help assure compliance. 


Every three to four 
weeks 


Low Risk Stable, safe environment and following an established care plan. Care 
management focuses on continued stability and increased likelihood of 
positive outcomes. 


Every two to three 
months 


 


For all CSHCN, we continue to conduct quarterly outreach throughout their enrollment with us to 
monitor the child’s and family’s status and identify any changes or evolving needs. 


Our Person-Centered Approach Supports Adults with Mental Health Needs 
We have several capabilities in place for providing care management for adults with 
mental health issues, including substance use disorder (SUD). Members benefit 


from our local commitment and experience in Nevada as well as our national expertise. Our integrated 
care, service models, and systems deliver exceptional quality through superior coordination. Our 
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capabilities include inpatient and outpatient services, mental health rehabilitation, residential 
treatment, and additional mental health and substance use disorder therapies. We administer and 
coordinate all behavioral health functions in-house as a core part of our organization, using unified 
reporting structures. We are willing to expand these capabilities to include additional populations. 


Partnering with Mental Health Services in Northern and Southern Nevada 
Because adults with mental health and substance use disorder needs can be a very high cost population 
due to other co-morbid physical conditions, care coordination provides an opportunity to lower cost 
while improving outcomes for these members. We partner with both Northern Nevada Adult Mental 
Health Services (NNAMHS) and Southern Nevada Adult Mental Health Services (SNAMHS) to 
provide support to our members. Both agencies are fully contracted and credentialed with us, and they 
provide several services to our members, including medication management. They are key strategic 
partners with the DHCFP in managing 
continuity of care for members with intensive 
behavioral or mental health needs.  


Access to Inpatient Services  
For members who have inpatient needs, we have 
close working relationships with hospitals and 
State facilities. Through established joint 
operating committees with these facilities, we 
participate in quarterly meetings with 
administrators to review performance, case 
management concerns, discharge coordination 
and planning, and other related issues. This also 
serves as a forum to develop innovations that 
enhance quality of care and success 
transitioning members to other settings. 


Providing Support Through 
Institutions for Mental Diseases 
As a strategic Nevada Medicaid partner, we 
worked to develop and implement the in lieu of 
services for inpatient hospital in Institutions of 
Mental Diseases (IMDs). The in lieu of services 
have been instrumental in reducing congestion 
in ERs and providing members with more timely 
access to acute behavioral health interventions. 
Our Rapid Response Teams (RRTs) maintain 
close relationships with ERs. Our RRTs are on 
call to provide member assessments onsite at the 
ER and to make determinations as to 
appropriate triage or level of care required. For 
members on legal hold, the RRT works with the 
ER to determine the member’s immediate needs, 
alternative levels of care, and discharge 
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planning to the least restrictive level of care. For members to be admitted to an IMD, the RRT works to 
facilitate admission. For members who are admitted to an IMD, our RRT tracks these admissions in 
real time.  


Transitional Care and Follow-up After Hospitalization 
Members who successfully transition between levels of care have better prospects for long-term 
recovery and are at reduced risk for a readmission or a behavioral health crisis. Our Transitional Care 
Program provides field-based Care Coordinators at the bedside while members are in the hospital. 
Care Coordinators work to establish trusting relationships and help facilitate member and family 
engagement in all areas of need and care management. These areas include identifying social needs or 
barriers, participating in discharge planning and follow-up care, and transitions. They coordinate 
transportation to and from appointments, address medication adherence issues, and provide links to 
social services and supports and transitional housing. Our Care Coordinators have high-touch, face-
to-face interactions with members and facility discharge planners, and they actively engage community 
supports to assure a smooth transition and continuity of care.  


Our Rapid Response Team Supports Members in the ER 
Our work to facilitate appropriate use of outpatient clinics instead of ER services by our members 
experiencing behavioral health issues is ongoing. Our Rapid Response Teams (RRTs) work closely 
with ERs and are on call to provide member assessments onsite at the ER and to work with the 
attending physician to decide on the appropriate level of care. For example, some members may benefit 
from inpatient services; others may require the support of the Psychiatric Urgent Facility (PUF). Our 
RRTs share all triage determinations and information with the care management team for appropriate 
intervention and follow up. 


Behavioral Health Clinics Help Reduce ER Utilization 
We have an exclusive provider relationship with WELL CARE Services and provide behavioral health 
services to all our members with chronic behavioral health or substance abuse issues who habitually 
utilize the ER. Our program model includes the following: field based Care Coordinators, 
transportation supports, PUF for short-term (12 hours) respite housing, transitional medical and 
short-term housing, and employment supports, among others. 


The Connection Between Stable Housing and Member Health 
Homelessness and health care are intimately interwoven. Poor health can be both a cause and a result 
of homelessness. The National Health Care for the Homeless Council estimates that 70 percent of their 
clients do not have health insurance, and often do not have the means to pay out of pocket. Moreover, 
approximately 14 percent of those treated by health care programs for persons who are homeless are 
children under the age of 15. Often, a serious illness or injury is the reason a member or family is 
forced out of stable housing when a choice needs to be made whether to pay medical bills or rent.  


The many challenges that result from homelessness may include nutritional and hygiene issues; and 
appropriate and timely access to medical and behavioral health care; since the daily hierarchy of basic 
needs are now in question.  


These challenges create opportunities for serious health issues to arise. Those who do overcome the 
challenges or barriers and seek medical treatments often use hospital emergency rooms as their 
primary source of health care. This is not the most effective form of care since there is so little 
continuity, it is also very costly for hospitals and the State. 
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Supporting Homeless Members in Nevada 
Having served Medicaid and Nevada Check Up members for more than seven years, we know Nevada 
and understand the concerns facing many of our members. Approximately 7,500 people in Southern 
Nevada experience homelessness on any given night. This includes people residing on the streets, in 
parks, in shelters, and transitional housing programs. It is estimated that more than 34,000 people in 
Southern Nevada, including families with children, couples, youth and individuals of all ages, will 
experience homelessness at some point during the year. 


Based on 2015 surveys of people experiencing 
homelessness in Southern Nevada: 


 28.1 percent have a chronic health condition. 


 59.8 percent have a disabling condition.  


 31.7 percent have a physical disability. 


 53.8 percent reported that they were 
homeless for the first time. 


Based on these statistics, we know how 
important it is to support and provide access to 
care for our members dealing with unstable 
housing. The mental and emotional difficulties of homelessness increases stressors and the chance that 
existing chronic illnesses and disabilities will exacerbate and lead to even more complex co-morbid 
conditions for this very vulnerable population.  


Outpatient Services for our Homeless Members 
We have innovative programs in Nevada to help our members get needed medical care and at the same 
time reduce the incidence of chronic hospital admissions, readmissions, and unnecessary ER 
utilization. This is particularly important for members who are homeless and may suffer from chronic 
mental health conditions and SUD. We have exclusive arrangements with key provider partners to 
support this initiative. We seek to use best and promising practices in combination with these supports 
to effectively serve our members who are homeless. 


Our Shelter Bed Reservations Program – Our Value Added Service program helps members to have a 
warm and safe place to sleep. We purchase homeless shelter beds in coordination with the Salvation 
Army of Southern Nevada. In addition, we make arrangements for members to have shelter at Catholic 
Charities of Southern Nevada and Las Vegas Rescue Mission on a case-by-case basis. 


Psychiatric Urgent Facility (PUF): A Customized Intervention – Members referred to the PUF are 
transported by a field-based Care Coordinator to the PUF. Once there, the member is offered access to 
medical care, medications, food, and shelter for up to 12 hours. The PUF staff also perform several 
needs assessments to determine if the member needs case management or support to secure desired 
housing. Members receive referrals from the PUF, including to our Shelter Bed Reservations 
Program, which provides a safe place to recuperate after the 12-hour PUF stay is complete.  
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Providing Behavioral Health Services in a Variety of Care Settings 
Another critically important component of the continuum of behavioral health services are those 
provided in a variety of outpatient settings. These settings include behavioral health clinicians working 
in behavioral health clinic sites, those in independent practice, small and large group providers, 
hospital-based outpatient programs, and PCPs offering behavioral health treatment or behavioral 
health clinicians practicing in primary care offices. As part of our commitment to promoting and 
supporting the integration of behavioral health and general medical care, we reimburse PCPs for a 
wide array of outpatient treatment for behavioral health services provided in their offices.  


PC-INSITE Supports Integrating Diagnosing and Treating Mental Health Concerns 
Through our Primary Care Integrated Screening, Identification, Treatment, and Evaluation (PC-
INSITE) program, we provide training and support bringing the expertise of behavioral health coaches 
and supporting psychiatrists into PCP offices to improve the detection, diagnosis, 
and treatment of behavioral health conditions. This program supports PCPs in their 
roles as behavioral health providers by targeting members with complaints such as 
headaches, nausea, and unexplained pains often unrecognized as symptoms of underlying behavioral 
health conditions. 


More than half of members seek treatment for behavioral health conditions from their PCPs. We have 
implemented the PC-INSITE program in Las Vegas with one of Clark County’s largest primary care 
providers. We are continually looking for opportunities to expand this program to other providers to 
improve the detection, diagnosis, treatment, and ongoing management of members experiencing 
mental health issues or SUD. 


Supporting Wellness and Recovery 
We offer innovative solutions to support our members as they work toward recovery. 


Telehealth Service 
We offer our members access to web‐based physician and behavioral health consultations through our 
telehealth Value Added Service. Through a secure website, members receive a live audio/video 
telemedicine consultation with a Nevada-licensed, board-certified, Medicaid-enrolled physician or 
behavioral health clinician who can diagnose, make treatment recommendations, and within the scope of 
their licensure, prescribe medications when necessary for clinically appropriate conditions, including 
cough, cold, fever, and flu. Members are able to access our telehealth service through a video-enabled 
computer, tablet, or smartphone via a secure Internet connection or an app on their mobile device. 


Community Resource Link 
Members, their families, and providers may access Community Resource Link, which helps locate and 
display all available local community-based programs, benefits, and services, including Medicaid and 
non-Medicaid services. This easy-to-use online tool, provided as a Value Added Service, promotes 
increased personal responsibility, self-management, and self-referral by providing accessible information 
about local providers, supplemental supports, and services of which they may not be aware. 
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Coordination of Services and Providing Reimbursement 
Our team is thoroughly familiar and experienced with our established policies and procedures that 
meet all the DHCFP requirements for Children with Special Health Care Needs (CSHCN). We have 
established procedures for reimbursing and coordinating services that are unique for CSHCN, 
including occupational, speech and physical therapy services, Activities of Daily Living (ADL), and 
Instrumental Activities of Daily Living (IADL), that augment our health plan benefits. Our team 
maintains excellent relationships with staff at the Nevada Early Intervention Services (NEIS) 
Program, from which we receive most CSHCN referrals.  


Our provider network includes clinicians who use best practices to meet the unique physical health, 
behavioral health, and social support needs of each of our members experiencing mental health issues. 
Our current network includes providers delivering programs for assertive community treatment, 
psychosocial rehabilitation, basic skills training, day treatment, peer-to-peer services, and crisis 
intervention. Our holistic approach is designed to increase integration and decrease fragmentation 
across systems of care, improving member experience, health outcomes, and cost of care. We assure 
compliance for any benefits offered to members. We make available out-of-network coverage for 
mental health/SUD benefits when in-network coverage cannot meet the member’s needs. We follow 
federal and State parity laws, including quantitative and non-quantitative limits for network 
contracting and reimbursement.  


3.4.7.2 Member-Centered Treatment Plans 


 


Our policies and practices are compliant with the DHCFP requirement regarding members with 
special health care needs and will remain in compliance under the new Contract. We comply with 
treatment plan development with regard to timeliness, quality standards, and access to care. All 
treatment plans will be developed with inclusion of the member, his or her PCP, and all specialists 
providing care. We adhere to Medicaid Service Manual Chapter 400 for Seriously Emotionally 
Disturbed (SED) and Serious Mental Illness (SMI) referrals and determinations, and will reimburse 
providers of such services according to the Nevada Medicaid policies and procedures.  


  


3.4.7.2 The vendor must produce a treatment plan for recipients with special health care needs who 
are determined through an assessment by appropriately qualified health care professionals to need a 
course of treatment or regular care monitoring. The treatment plan must be: 
 


A.  Developed by the recipient’s primary care provider with recipient participation, and in 
consultation with any specialists caring for the recipient; 


 
B.  Approved by the vendor in a timely manner, if approval is required by the vendor; and 
 
C.  In accordance with any applicable State quality assurance and utilization review standards. 
 


Must have a mechanism in place to allow these recipients direct access to a specialist through a 
standing referral or an approved number of visits, as deemed appropriate for the recipient’s 
condition and identified needs.  


 
The vendor is required to adhere to MSM Chapter 400, and Section 5 of the Forms and 
Reporting Guide of this RFP for all SED and SMI referrals and determinations, and must 
reimburse providers of these services pursuant to the referenced Nevada Medicaid policies and 
procedures. 
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Figure 3.4.7.2-1. Individualized Health Care Plans are Meaningful and 
Personalized  


Developing a Treatment Plan that is Responsive to Each Need 
Our approach to member care planning emphasizes choice, self-determination, personal responsibility, 
and providing relevant linkages to home and community-based services, supports, and resources for 
each individual. We support our members and their families/guardians to take responsibility for health 
and wellness practices that will enhance the quality of life in a supported, structured way through the 
setting of clear, achievable, and mutually agreed-upon goals. 


A. Developing the Member’s Individual Care Plan 
After identifying the member, determining their level of risk, and assessing their preferences and 
priorities, individualized goals, and health and support needs, our case manager engages the member 
and their family/guardians, the PCP, and any other treating professionals involved in the member’s 
care to create a meaningful care plan. An example of an Individualized Health Care Plan is provided 
in Figure 3.4.7.2-1. The case manager’s goal is to support the members’ medical home, a place where 
the philosophy is one of respect, dignity and compassion and supports a strong trusting relationship 
with the PCP and staff, by linking the PCP into the planning process and sharing the care plan. The 
PCP develops the treatment plan for the medical home. The medical home care plan created by the 
member’s PCP serves as the blueprint for care coordination and service delivery for everyone involved 
in the member’s care and services. From the outset, we engage families to learn about their individual 
history, goals, preferences, values, and priorities and identify all relevant treating providers. We 
maintain an emphasis on the 
relationship the member has 
with their provider. We 
appreciate the emotional 
connections our families and 
CSHCN have with these 
providers and support this 
relationship. All this 
information becomes the 
foundation for building a 
person-centered care plan. 
We encourage participation 
throughout the care 
coordination process; we 
recognize the member and 
family/guardian as the 
center of his or her case 
management team. The 
member and family/guardian 
are supported to be involved 
in the development of the 
care plan to the extent the 
member desires and that is 
feasible.  
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If the member’s PCP has not developed a care plan, we work with them to develop one that meets the 
DHCFP requirements. If there is an established treatment plan in place, the case manager gathers 
relevant information from the plan and incorporates it into the individual care plan. The care plan will 
include other components such as a full range of supportive services and resources required to meet 
the member’s and family’s needs, including coordination with community organizations and schools, 
health promotion and education, and family supports. The family/guardian has access to case 
management through phone or text contact. Additionally, CSHCN members and their families can talk 
to and have face-to-face connection with their PCP as a medical home.  


Our case manager coordinates service delivery for children covered under the Federal Individuals with 
Disabilities Education Act through the Individual Education Plan (IEP) created with the school or 
local education authority. Our case manager requests a copy of the IEP from the parent or guardian, 
which details all services the child requires. During care planning, our case manager verifies that we 
incorporate all medically necessary services that augment school-based services included in the IEP 
into the personalized care plan to assure coordination to optimize the child’s functional development. 
The member’s case manager also confirms the scope of the IEP to address breaks in schooling that 
present potential gaps in care, such as extended school absences resulting from an inpatient stay or 
chronic illness.  


All CSHCN members receive care management throughout their enrollment with us. Case managers 
continue to reach out to families as necessary for their level acuity determination to review the child’s 
status, identify any additional supports or agency collaboration that may be required, and verify that 
the child and family are receiving the full array of services outlined in the care plan. 


In addition, we already produce and deliver required reports to the DHCFP that highlight the nature 
and scope of services provided for CSHCN. Our case managers are trained and experienced in 
documenting services to support the required reporting. 


B. Approving Care Plans in a Timely Manner  
We incorporate the PCP’s treatment plan into our holistic care plan in a timely manner as a 
component of our initial and ongoing planning. Our case managers complete all processes to make 
sure the care plan respects all preferences, has all permissions in place, and supports the child toward 
optimal functioning in daily life and outcomes.  


C. Complying with Applicable Standards 
Our case manager verifies that treatment plans and our holistic care plans are developed in 
accordance with applicable State quality assurance and utilization review standards, as required by the 
DHCFP. 


The Individual Care Team 
The case manager works continually with the PCP, other providers, child, family, and other 
stakeholders who are part of the interdisciplinary care team. The team addresses any challenges in 
accessing treatment services, managing gaps in care, identifying and referring the member for 
additional specialized services, providing member and family education, and making sure we provide 
all services within the highest standards of quality based on evidence-based practices. We verify that 
the member continues to receive timely and age-appropriate Healthy Kids services, Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT), and Well Baby/Well Child services. 
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Case managers promote positive outcomes of optimal health status and quality of life when working 
with children and families to make sure they are directing services that align with their goals and 
preferences. This model assures we apply the intensity and personalization of services and supports at 
a level commensurate with the child’s health status, goals, abilities, predicted future risks, and 
preferences. This is particularly important for children with special health care needs who frequently 
face intense, chronic health disorders; deal with co-morbid health issues; and require additional 
services and supports in the community and at home to maintain their quality of life. Ultimately, the 
goals of the interdisciplinary care team and care plan are to make sure that all medical, behavioral, 
and social service needs are defined and addressed, and that the child is linked to all case management 
services needed to assure the most promising outcomes for a healthy childhood. We summarize 
categories and scope of work for each area of the care plan in Table 3.4.7.2-1. 


Table 3.4.7.2-1. Personalized Care Plans Coordinate All Care and Services 
Categories Scope of Work 


Treatment Intervention/Goals 


 Short-term treatment goals 
 Long-term treatment goals 
 Identification of barriers to meeting treatment goals 
 Clinical service provision 
Treatment follow-up/communication 


Health Promotion/Education Activities 


 Child and family self-management goals 
 Health promotion activities, including scheduling for primary and 


preventive care 
Identification of barriers to self-management goals 


Supportive Services/Resources 


 Non-clinical services required, including Activities of Daily Living 
(ADL); Instrumental Activities of Daily Living (IADL); and occupational, 
speech, and physical therapies 
Natural supports 


Care Plan Development and Progress 


 Participation of the child (when appropriate) and family in development 
of the plan 
 Progress, or lack thereof, in meeting goals 
 Care plan updates and modifications 
Care plan approval 


Case Management Activities 
 Integration and coordination of clinical and non-clinical services 
Communication with all providers 


 


Facilitating Access to Specialists 
We value the role of the PCP as a medical home. We encourage members to establish positive, trusting 
relationships with their PCPs, who are often best able to identify the need for and facilitate access to 
specialty care, promoting optimal continuity and integration of care and services. Our case managers 
verify that each child has a PCP, that the PCP is appropriate for his or her needs, and that the PCP 
and family members have a good working relationship. 


Our experience confirms that efficient and cost-effective care does not always require PCP referrals 
for specialty services. Therefore, we provide all members with direct access to network specialists 
without requiring referrals from PCPs. This “no wrong door” approach promotes referrals from 
caregivers, medical consenters, conservators, State staff, providers, nurse advice line staff, service 
managers, service coordinators, Child Placing Agencies, School-based Health Clinics, and other 
participants in the child’s life. This is especially important for children with special health care needs 
who often have multiple needs that cannot be addressed by one single physician, or that must be 
addressed quickly. Our case managers assist children with special health care needs to access the 
appropriate specialists within their geographic area. In these cases, the case manager works with the 
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member and family to determine the most appropriate specialist based on the member’s medical or 
other needs in the area who could meet the family’s cultural, ethnic, language preferences, and any 
other requirements. The case manager can assist the child and family in the referral process.  


Specialist services do not need to be limited to basic health care services. For example, children with 
limited mobility may need providers who will visit their homes. Children with co-morbid physical and 
behavioral health conditions may need referrals to a behavioral health practice where they can be 
treated by specially trained providers. These specially trained behavioral health providers for children 
and youth will understand that children may act out more and so will possess the skills to identify 
triggers and a plan that promotes early intervention, keeping them out of institutions. These providers 
will work closely with families to identify these triggers and develop a plan to resolve them.  


Some children with special health care needs may be best served by having a specialist as their PCP. 
For example, a child with hemophilia may best be served by a PCP who is a hematologist. Children 
with neurological, pulmonary, or cardiac issues would be referred to a neurologist, pulmonologist, or 
cardiology specialist. We will assist the child and family in setting up this type of relationship when it is 
considered to be in the best interest of the child. In such cases, the specialist must have previously 
provided care to the child or must have significant experience treating the relevant condition. The 
specialist must also agree to take responsibility for acting as the child’s PCP. 


Seriously Emotionally Disturbed and Serious Mental Illness Determination 
We have extensive experience working with individuals experiencing behavioral health issues, 
including Seriously Emotionally Disturbed (SED) and Serious Mental Illness (SMI), which has 
resulted in a thorough knowledge of the care these members require. Our protocols for coordinating 
care and services for members with an SED/SMI determination currently align with the DHCFP 
requirements, and providers in our network are already trained on the process. Between January 2015 
and March 2016, we identified 77 children with SED and 16 adults with SMI. Our protocols are 
consistent with the Nevada Medicaid Services Manual (MSM) and Section 5 RFP Attachment T.  


Our care coordination processes support members with SED or SMI to obtain medically necessary 
evaluations by a PCP and to obtain referrals, locate providers, and make appointments for covered 
medically necessary medical, mental health, and mental health rehabilitation services. Specialists in 
our network are responsible for making determinations regarding children with SED and adults with 
SMI. They do the initial screenings and complete and submit forms for processing in our system. Our 
protocols, including reimbursement, are consistent with the Nevada MSM.  


Behavioral health providers in our network are familiar with and required to use the State’s process to 
determine whether individuals experience SED or SMI, in accordance with MSM-mandated processes 
and forms. Our clinical staff refers members with potential diagnoses of SED or SMI to qualified 
network practitioners to conduct a diagnostic evaluation.  


For members who receive a positive diagnosis and have given their consent, the provider documents 
the determination on the SED/SMI Determination Form and complies with form routing.  


We understand the DHCFP requirements for qualified SED/SMI determinations and will fully support 
members to comply with these requirements, whether through access to providers in our network or 
requesting valid records. For all members determined to be experiencing an SED or SMI, we currently 
comply with and will continue to comply with the DHCFP data collection requirements, both those 
outlined in RFP Attachment T, Section 5 and any future changes or additions. We have established 
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protocols to confirm member eligibility type and dates per the DHCFP requirements; communicate 
with the behavioral health provider issuing the determination regardless of network status; and 
communicate with members about their options for accessing services through our managed care plan 
for members considering disenrollment.  


In addition, we currently comply with and will continue to comply with the DHCFP annual 
redetermination. For members served in our managed care plan, we use the same process as the initial 
SED or SMI determination. 


Providing SED/SMI Support to Move to Fee-For-Service 
If the eligible Medicaid member should opt to disenroll from managed care as a final step in SED/SMI 
determination, the assessing provider submits this information on the DHCFP designated forms sent 
directly to the DHCFP. Nevada Check Up members or members who are part of the Childless Adult 
Expansion Population may not disenroll. Our continuity of care procedures support a smooth member 
transition, including timely exchange of appropriate information to fee-for-service (FFS) providers, as 
allowed by member consent. 


We understand the member will be disenrolled by the DHCFP on the first day of the month following 
submission of the form. Following disenrollment, all covered medically necessary services, including 
services specific to the member’s SED or SMI diagnosis, will be authorized and reimbursed through 
FFS Medicaid.  


3.4.8 Transplantation of Organs and Tissue, and Related 
Immunosuppressant Drugs 


 


Our health plan has implemented transplant and immunosuppressive drug policies that fully comply 
with the DHCFP’s requirements and as defined in Title XIX and Title XXI State Plans. These include 
corneal, kidney, liver, and bone marrow transplants for adults and all medically necessary transplants 
that are not experimental for children up to age 21. Our current provider contracts promote care in 
transplant Centers of Excellence, and we have established protocols for submitting transplant claims 
above the threshold of $100,000 for reimbursement from the DHCFP. 


Coordinating Transplant Services to Optimize Member Outcomes 
Person-centered care and support are foundational values for us. Our health plan provides 
collaborative and coordinated services across the continuum of care to improve the management of 


transplantation and prevent expensive and life-threatening 
complications. We identify Centers of Excellence in each state and 
strive to increase the number of transplants performed at these 
Centers of Excellence. We have contracts with Nevada’s only 
transplant center, University Medical Center (UMC), to provide 


3.4.8 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs 
 
These services are covered, with limitations, when medically necessary. Coverage limitations for 
these services are defined in the Title XIX and Title XXI State Plans. The DHCFP covers Corneal, 
Kidney, Liver and Bone Marrow transplants and associated fees for adults. For children up to age 21, 
any medically necessary transplant that is not experimental will be covered. The vendor may claim 
transplant case reimbursement from the DHCFP for in-patient medical expenses above the threshold 
of $100,000 in a State Fiscal Year (July 1 – June 30). 75% of the expenses above $100,000 are 
reimbursed to the vendor. 
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kidney transplant services. When UMC is unable to provide transplant services, such as for corneal or 
bone marrow transplants, we coordinate the transplant with our Centers of Excellence in nearby states, 
including Scripps Green Hospital or Children’s Hospital of Los Angeles. A single case agreement is in 
place if these providers are out of network. We have a national transplant team with a local transplant 
coordinator who helps identify transplant facilities in the surrounding states that can perform certain 
transplants not performed by our preferred centers. We contact these facilities and coordinate care for 
our members who need these transplants. Our case managers arrange all transportation and housing 
following the transplants. They also arrange any health home services and pharmacy access while out 
of state.  
We provide support and case management to 
help improve the health and quality of life for 
members undergoing transplants. Our 
objectives are to: 


 Reduce treatment variation 


 Enhances access to care 


 Educate and provide compliance programs 
for members and families/caregivers to 
prevent organ rejection 


 Coordinate services across the continuum of 
care by our local transplant coordinator 
when possible, or through a national case 
manager specializing in transplants in some 
cases 


 Integrate behavioral health services 


We will continue to comply with Nevada State 
Plan requirements regarding coverage of organ 
and tissue transplants and related 
immunosuppressant drugs per Title XIX and 
Title XXI. 


Requesting Reimbursement From 
the DHCFP 
Our local Nevada team is familiar with the 
process and has experience following the 
DHCFP protocols for requesting 
reimbursement.  


All our stop-loss requests are processed manually. Once a member has an inpatient admission that 
exceeds $100,000, we will submit a claim to the DHCFP. All requests are sent directly to the DHCFP 
Business Lines Unit and include the UB92 documentation supporting the claim, an explanation of 
benefits (EOB) supporting the payment, and a memo detailing the member ID and name, date of 
service, and requested amount. 
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3.4.9 Out-of-Network Services 


 


As we affirmed in our response to RFP Section 3.4.2, we will provide our Nevada members with 
covered medically necessary services that are no less in amount, duration, and scope than those 
covered services they would receive in the current State Medicaid Plan and as specified in the Nevada 
Medicaid Services Manual (MSM). We understand and will continue to abide by the requirements 
contained within the Nevada MSM, including the definition of medically necessary services and the 
requirements surrounding use of out-of-network providers. 


3.4.9.1 Out-of-Network Providers 


 


A. Coordinating Care with Out-of-Network Providers 
We are committed to facilitating access to medically appropriate care for our members. While our 
comprehensive Nevada provider network offers an array of accessible and convenient options for 
members, due to limited availability of some specialties within Nevada, including pediatric subspecialty 
providers and transplant services, as well as limited provider capacity in parts of Washoe County, we 
arrange for out-of-network services to meet member needs as required. Our procedures foster timely 
access to out-of-network providers so that our members can access the full range of services quickly, 
regardless of network capacity. Our process for obtaining services from out-of-network providers is 
summarized in Figure 3.4.9.1-1. 


 


3.4.9 Out-of-Network Services 
If the vendor’s provider network is unable to provide medically necessary services covered under the 
plan to a particular recipient, the vendor must adequately and timely cover these services out of 
network for the recipient for as long as the vendor is unable to provide them. The vendor benefit 
package includes covered medically necessary services for which the vendor must reimburse certain 
types of providers with whom formal contracts may not be in place. The vendor must also coordinate 
these services with other services in the vendor benefit package. The services/providers are as 
follows: 


3.4.9.1 Out-of-Network Providers 
A.  When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. 


the recipient needs to see a specialist for which the vendor has no such specialist in its 
network), the vendor must: 
1. Coordinate the care with out-of-network providers;  
2. Offer the opportunity to the out-of-network provider to become part of the network; and 
3. Negotiate a contract to determine the rate prior to services being rendered or pay no more 


than the Medicaid FFS rate. 


Figure 3.4.9.1-1. Our Out-of-Network Process Expedites Access to Medically Appropriate Care for our Members 
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When a network provider is not available to meet a member’s 
non-emergency needs, we refer that member to an out-of-network 
provider, using a single case agreement if the provider does not 
accept 100 percent of the Medicaid rate. All members can access 
medically necessary emergency care, as well as family planning 
services, at any provider regardless of the provider’s participation 
in our network. We will provide out-of-network services for as 
long as we are unable to offer them through a network provider. 


Our utilization management nurses verify member eligibility 
upon receipt of a request for authorization for non-emergent 
services from a Primary Care Provider (PCP) or an out-of-network provider. We also verify provider 
licensure and confirm that the provider does not appear on any governmental exclusion lists. If 
sanctions exist or if we identify an issue regarding appropriate licensure, we inform the requestor that 
we cannot approve the out-of-network service, and we locate an alternative provider. 


Upon verification of eligibility, licensure, and lack of sanctions, utilization management nurses 
forward the case to our Nevada-based out-of-network coordination nurse, part of the utilization 
management team, to review with our medical director.  


To help assure timeliness of single case agreements, our out-of-network coordination nurse reviews 
daily reports that track aging of open cases to set priorities and focuses on those that require immediate 
action. We regularly approve single case agreements within two hours of receiving them. The nurse 
also reviews system-generated logs to identify and resolve potential barriers to timely case closure. 
Finally, we monitor data in weekly and monthly reports to identify trends that might indicate problems 
with current processes or workload distribution, as well as network access gaps.  


In our experience, out-of-network referrals are most common for pediatric subspecialty and transplant 
services that are not available within the State of Nevada, and for members seeking services in rural 
and remote areas of Washoe County that have limited provider capacity. Existing providers in those 
areas have been unwilling to join the network because their practices are often at capacity. Our 
provider relations employees in Reno and our out-of-network coordination nurse have cultivated 
strong relationships with office employees at these practices that enable us to rapidly coordinate single 
case agreements when necessary. Provider office employees are already familiar with our agreements, 
case management practices, and claims submission protocols, expediting execution of single case 
agreements and member appointment availability. 


We also negotiate with out-of-state providers as necessary if a covered service is not available in our 
network or within Nevada. For example, our out-of-network coordination nurse maintains 
relationships with out-of-state hospitals, including several of the Children’s Hospitals in California 
and several large hospital systems that serve as Centers of Excellence such as UCLA. We also maintain 
relationships with Primary Children’s Hospital and Intermountain Medical Center, both in Utah. This 
facilitates access to services not available within Nevada, such as most transplants. These relationships 
enable prompt access to such services for members. 
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Inviting the Provider to Join our Network 
We will attempt to contract with out-of-network providers used by our members to enhance access and 
continuity of care. Our out-of-network coordination nurses encourage out-of-network providers to join 
our network during the initial contact to develop a single case agreement. If the provider is interested 
in joining, the out of network coordination nurse will coordinate with the provider services 
representative to follow up with the provider for contracting.  


Negotiating the Single Case Agreement Rate  
If the medical director determines that the non-emergent service from the out-of-network provider is 
medically necessary and the provider will not accept up to 100 percent of the Medicaid rate, we 
negotiate and execute a single case agreement. We take the following actions: 


 We approve the authorization for services by an out-of-network provider and update the case in the 
system  


 If the course of treatment will require services over an extended period, the treating provider 
includes this information in the initial request for authorization  


 If approved, we may extend the authorization for a longer period 


 Our out-of-network coordination nurse negotiates a single case agreement with the provider that 
specifies provider payment prior to services being rendered, as well as prior authorization and case 
management requirements 
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3.4.9.2 Emergency Services 


 


Our Emergency Services – Core Process Policy and Procedure assures that we provide coverage for 
emergency services and care that meets the DHCFP’s guidelines. We currently and will continue to 
meet all requirements in Section 3.4.9.2 A through E. 


A. Covering Emergency Services 
Our DHCFP-approved policy for emergency services specifies that members can access medically 
necessary emergency care, using the prudent layperson definition, from any provider regardless of the 
provider’s participation in our network.  


B. Referral or Prior Authorization for Emergency Services 
We do not require referral or prior authorization for emergency services. Members have access to 
emergency services twenty-four hours a day, seven days a week (24/7). We do not and will not deny 
payment for treatment of emergency medical conditions applying the prudent layperson definition. We 
do not and will not deny payment for emergency services treatment when our representative instructs 
the member to seek emergency care.  


C. Emergency Medical Conditions 
We will fully comply with 42 CFR 438.114. We do not limit what constitutes an emergency medical 
condition on the basis of lists of diagnoses or symptoms. We cover emergency services in accordance 
with the requirements contained in the Nevada MSM and RFP Section 3.4.9.2, regardless of whether 
the emergency room provider, hospital, or fiscal agency notifies us, the member’s PCP or DHCFP 
within 10 days of the emergency services being provided. We will continue to do so under the new 
Contract. 


A.  The vendor must cover and pay for emergency services both in and out of state regardless of 
whether the provider who furnished the services has a contract with the vendor. The vendor 
must pay the out-of-network provider for emergency services, applying the “prudent layperson” 
definition of an emergency, rendered at a rate no more than the FFS rate.  


B.  No prior or post-authorization can be required for emergency care provided by either network or 
out-of-network providers. The vendor may not deny payment for treatment obtained when the 
recipient has an emergency medical condition and seeks emergency services, applying the 
“prudent layperson” definition of an emergency; this includes the prohibition against denying 
payment in those instances in which the absence of immediate medical attention would have 
resulted in placing the health of the recipient in serious jeopardy, serious impairment to bodily 
function, or serious dysfunction of any bodily part or organ. The vendor may not deny payment 
for emergency services treatment when a representative of the vendor instructs the recipient to 
seek emergency services care.  


C.  Pursuant to 42 CFR 438.114, the vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to 
cover emergency services based on the emergency room provider, hospital, or fiscal agency not 
notifying the recipient’s PCP, Vendor, or the DHCFP of the recipient’s screening, and treatment 
within ten (10) calendar days of the presentation for emergency services. 


D.  A recipient who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize the 
patient. The vendor is responsible for coverage and payment of services until the attending 
physician or the provider actually treating the recipient determines that the recipient is 
sufficiently stabilized for transfer or discharge and that determination is binding on the vendor. 


E.  Non-emergent services provided in an emergency room are a covered service. Providers are 
expected to follow national coding guidelines by billing at the most appropriate level for any 
services provided in an emergency room setting.
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D. Coverage and Payment for Services  
We do not and will not hold members who have had an emergency medical condition liable for 
payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize 
the patient. We understand and acknowledge that we are responsible for coverage and payment of 
services until the attending physician or the provider actually treating the member determines that the 
member is stabilized for transfer or discharge and that the determination is binding on us.  


E. Services Provided in an Emergency Room 
We understand and acknowledge that non-emergent services provided in an emergency room (ER) are 
a covered service. We train providers in our network to follow national coding guidelines by billing at 
the most appropriate level for any services provided in an ER setting. 


We maintain a toll-free 24/7 Behavioral Health services line staffed by trained personnel. We 
encourage our members and participating providers to contact us within 24 hours of treatment. This 
step enables us to manage behavioral health crises, substance use disorders, as well as to begin care 
coordination, facilitating any necessary authorizations for ongoing service, transportation, or transfers 
to network providers. Follow-up activity is based on the severity of the issue and its impact on the 
member’s well-being and ongoing ability to remain in the community. 


In addition, our nurse advice line is also accessible 24/7 to assist members, answer their questions, and 
locate and coordinate the most appropriate point of care to address their urgent needs. The nurse 
advice line offers translation services for over 200 languages. The nurse advice line helps minimize 
unnecessary use of ERs by providing members access to information and resources, such as:  


 Telehealth Service. We expanded our telemedicine program to include web-based consultations to 
our members through our Value Added Service, telehealth service. This innovative solution provides 
members with online (through two-way video technology) physician consultations for clinically 
appropriate conditions (such as a cough, cold, fever, or flu). Our telehealth service is now available 
in Spanish for our Spanish-speaking Medicaid members. In addition, telehealth service behavioral 
health counseling services will be available for our Nevada 
Medicaid and Check Up members. Our telehealth service 
complements the continuum of options for our members, 
enhancing their access to health care services and providing 
alternatives to the Emergency Room (ER).  


 Urgent Care Services Network. Our 24/7 nurse advice line can 
connect members to a comprehensive urgent care services network—including PCPs who have 
extended hours, urgent care centers, and retail clinics—to broaden access to care and provide ER 
alternatives, especially after hours.  


 Emergency Room Care. Our 24/7 nurse advice line nurses and physicians educate and direct 
members to nearby ERs when those services can provide the most appropriate treatment. 


 Behavioral Health Case Management Services. Members have access to 24/7 behavioral health case 
management services through our toll free number.  
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3.4.10 Post-Stabilization Services 
 


3.4.10.1 The Vendor Is Financially Responsible For: 


 


We maintain detailed policies and procedures approved by the DHCFP to guide the provision and 
payment of post-stabilization services that are convenient for members and consistent with Section 
3.4.10.1, A through E and federal requirements, including 42 CFR 438.114(e) and 42 CFR 422.113. 
We will continue to cover and pay for post-stabilization services in accordance with Nevada 
requirements. We do not require any prior authorization for post-stabilization services delivered by 
network or out-of-network providers.  


We acknowledge that we will be financially responsible for post-stabilization care services obtained in 
or out-of-network that are pre-approved by a provider in our network or health plan representative. We 
have extensive experience configuring post-stabilization payments in compliance with State and federal 
requirements in our claim payment system across our state-sponsored health plan affiliates. Our 
comprehensive process and back-end systems help us provide timely responses to ER providers within 
one hour, twenty-four hours a day and seven days a week (24/7). 


We will also be financially responsible for post-stabilization care services obtained in or out-of-network 
that are not pre-approved by a provider in our network or health plan representative if we do not 
respond to a request for pre-approval within one hour or cannot be contacted. In addition, we will be 
financially responsible if our health plan representative and the treating physician cannot reach an 
agreement on the member’s care and a provider in our network is not available for consultation. In 
this situation, we will give the treating physician the opportunity to consult with a provider in our 
network, and the treating physician may continue with care of the member until a provider in our 
network is reached or our financial responsibility ends.  


3.4.10.1 The vendor is financially responsible for:  
 


A.  Post-stabilization services obtained within or outside the network that are pre-approved by a 
network provider or organization representative;  


B.  Post-stabilization services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but administered to maintain the 
recipient's stabilized condition within one (1) hour of a request to the vendor for pre-approval of 
further post-stabilization care services; and 


C.  Post-stabilization care services obtained within or outside the network that are not pre-approved 
by a network provider or other organization representative, but are administered to maintain, 
improve, or resolve the recipient's stabilized condition if vendor does not respond to a request 
for pre-approval within one (1) hour, or the vendor cannot be contacted or the vendor and the 
treating physician cannot reach an agreement concerning the recipient's care and a network 
provider or other organization representative is not available for consultation. In this situation, 
the vendor must give the treating physician the opportunity to consult with a network physician 
and the treating physician may continue with care of the recipient until a network physician is 
reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 


D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for 
post-stabilization care it has not pre-approved ends when a network physician with privileges at 
the treating hospital assumes responsibility for the recipient’s care or a network physician 
assumes responsibility for the recipient's care through transfer or the vendor and the treating 
physician reach an agreement concerning the recipient's care or the recipient is discharged. 


E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided by 
an out-of-network provider to a recipient may be no greater than the amount the vendor would 
charge if the services had been obtained in network. 
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We understand that our financial responsibility for post-stabilization care services that we have not 
pre-approved ends when a provider in our network with privileges at the treating hospital assumes 
responsibility for the member’s care or assumes responsibility through transfer, when we reach an 
agreement with the treating provider, or when the member is discharged. We acknowledge and agree 
that the attending emergency physician or the provider actually treating the member is responsible for 
determining when the member is sufficiently stabilized for transfer or discharge or whether the 
medical benefits of an unstabilized transfer outweigh the risks, and that determination is binding on 
us. We will negotiate a single case agreement with out-of-network providers for post-stabilization 
services for which we have financial responsibility. 


If our member is admitted to the hospital or for observation, the facility will notify us, and our 
concurrent review staff will follow appropriately. Our Primary Care Provider (PCP) reporting and 
incentive programs will also enable and encourage providers to reach out to members for appropriate 
follow-up. In addition, our Stabilization Team will facilitate rapid interaction and intervention during 
emergency room (ER) visits and at discharge from inpatient stays to arrange necessary outpatient 
services to either prevent the need for admission or avoid readmission.  


3.4.10.2 Federally Qualified Health Center and Rural Health Centers  


 


We will reimburse Federally Qualified Health Center (FQHCs) and Rural Health Centers (RHCs) in 
accordance with the DHCFP’s requirements. We understand that reimbursement to FQHCs and RHCs 
must be at least equal to the amount we pay other providers for similar services. We understand that we 
must report to the DHCFP payments and visits made to FQHCs and RHCs. We also understand that 
the DHCFP is responsible for FQHC wrap payments and that we will be responsible for quarterly 
reporting on FQHC and RHC activity.  


All of Nevada’s FQHCs in our service areas participate in our network. If the DHCFP should expand 
service areas, we will immediately contract with the additional FQHCs and RHCs in those service 
areas. There are no RHCs located in our current service areas. We will reach out to all Essential 
Community Providers, including FQHCs and RHCs, and make a good-faith effort to gain their 
participation in our network. As we learn of new essential community providers and other non-
participating providers, we will contact them in person or by telephone to introduce ourselves, answer 
any questions they might have, and begin the contracting process. We will make at a minimum three 
bona fide and documented attempts. 


3.4.10.2  Federally Qualified Health Center (FQHC) and Rural Health Centers (RHC) 
 
The vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a Rural Health 
Clinic (RHC). Vendors may enter into contracts with FQHCs or RHCs provided that payments are at least 
equal to the amount paid to other providers for similar services. If the vendor does not have a contract with an 
FQHC or RHC, the vendor must pay at a rate equivalent to the FFS rate. This does not apply to out of 
network providers of emergency services. The vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC providers in the 
vendor’s network. Contracting with just one provider at each FQHC or RHC does not constitute a good faith 
effort to include the FQHC or RHC in the vendor’s network. The vendor must report to the DHCFP payments 
and visits made to FQHCs and/or RHCs. The DHCFP is responsible for FQHC wrap payments; MCOs will be 
responsible for quarterly reporting on FQHC/RHC activity.  
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Nevada FQHCs also participate in our provider incentive 
programs that use a results-driven reward system to incentivize 
physicians to meet quality and other health care access targets. 
We collaborate with our FQHCs on projects and initiatives 
designed to produce improved outcomes for our members.  


For example, Nevada Health Center, an FQHC that provides 
numerous health care resources to members, including our 
younger members, were chosen as the focus for our Performance 
Improvement Project for Weight Assessment and Counseling for 
Nutrition and Physical Activity for Children and Adolescents 
(WCC). We chose Nevada Health Center based on an internal 
HEDIS® management report (referred to as the Gaps in Care 
Report) from our top ten high volume but low performing 
providers for the number of members from three to 17 years of 
age. Not all young members were receiving anticipatory guidance 
regarding nutrition or physical activity (exercise) or to where 
their BMI percentile fell (plotted) on the age-growth chart. Our 
collaboration is designed to increase our HEDIS® WCC score 
and provide improved outcomes. 


3.4.11 Out-of-State Providers 


 


We will continue to negotiate contracts and determine rates prior to services being rendered if a 
member should need to obtain services from an out-of-state provider. We instruct the provider that 
payment from us is to be accepted as payment in full and that they may not accept any payment from 
Medicaid or Nevada Check Up members. The only exception is for Third Party Liability. Detailed 
information on our process for out-of-network services is provided in our response to Section 3.4.9.1. 


We negotiate with out-of-state providers as necessary if a covered service is not available in our 
network or within Nevada. For example, our out-of-network coordination nurse maintains 
relationships with out-of-state hospitals, including several of the children’s hospitals in California and 
several large hospital systems that serve as Centers of Excellence, such as UCLA. We also maintain 
relationships with Primary Children’s Hospital and Intermountain Medical Center, both in Utah. This 
facilitates access to services not available within Nevada, such as most transplants. These relationships 
enable prompt access to such services for members.  


  


3.4.11 Out-of-State Providers 
 
When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the vendor 
must negotiate a contract to determine the rate prior to services being rendered. The vendor must 
inform the provider to accept vendor reimbursement as payment in full. The only exception is for TPL. 
The OOS provider must not bill, accept or retain payments from Medicaid or Nevada Check Up 
recipients. 
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3.4.12 Obstetrical/GYN Services 
 


3.4.12.1 High Risk Screening 


 


Our established protocols to screen pregnant women, identify those with high-risk factors, and engage 
them in case management currently comply with DHCFP requirements, and we will continue to refine 
our program and maintain compliance. Our maternal-child 
health program emphasizes the need for preventive and curative 
services, coordinates medical and non-medical benefits, delivers 
targeted education, and facilitates care coordination and 
referrals to community supports for pregnant women across all 
risk levels. As a long-standing leader in the Nevada community, 
our clinical leadership, both local and national, remains actively 
engaged with the State and other stakeholders to improve 
maternal and child health outcomes for all Nevadans. For 
example, the State of Nevada has participated in the National Governors Association Learning 
Network on Improving Birth Outcomes since December 2013. The goal of the Learning Network is to 
assist states in developing, implementing, and aligning their key policies and initiatives related to the 
improvement of birth outcomes. Our clinical leaders participated in the Core Leadership team to direct 
Nevada’s efforts to improve birth outcomes, and were key contributors on the Nevada Improving Birth 
Outcomes Learning Collaborative.  


Screening, Care Coordination, and Case Management 
When it comes to our pregnant members, we are committed to keeping both mom and baby healthy. We 
believe that early identification of members who are pregnant is an essential element of being able to 
impact positive pregnancy and birth outcomes. As a result, we established processes and systems that 
support early identification of members who are pregnant. 


 Our network providers develop relationships with their members and frequently engage in 
preconception discussions. Regular interactions with the provider help support our goals for early 
pregnancy identification and start of pre-natal care. Our providers are required to submit 
notification of pregnancy through our Provider Services Call Center. If the member’s PCP, 
obstetrical (OB) provider, case manager or other health care professional identifies a high risk 
factor, they refer her to our OB case management program. 


 New member outreach, including the member handbook, welcome calls, and the Health Needs 
Assessment Screening, includes targeted questions to help identify women who may be pregnant. 
We educate them on the importance of notifying us and choosing an obstetrician to engage them in 
the health care that supports their own health and that of their baby.  


3.4.12.1 The vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor’s program for maternal high risk factors. These services are defined as 
preventive and/or curative services and may include, but are not limited to, patient education, 
nutritional services, personal care services or home health care, substance abuse services, and care 
coordination services, in addition to maternity care. Any identification of high-risk factors will require 
the PCP, OB provider, case manager or other health care professional to refer the woman who is 
determined to be at risk for preterm birth or poor pregnancy outcome to the vendor’s Case Manager. 
As appropriate, the vendor shall assist the recipient in contacting appropriate agencies for care 
coordination of non-covered/carved-out plan services or community health information. The vendor’s 
Case Manager will begin medical case management services for those risk factors identified. 
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 Members have 24/7 access to our member 
services and nurse advice line teams to notify 
us if they suspect or have confirmed a 
pregnancy.  


 We also identify members who are pregnant 
through the Health Needs Assessment 
Screening completed within 30 days of 
enrollment, or through ongoing monitoring 
of enrollment files or hospital census reports. 
We may also receive referrals from providers, members, or family members.  


 As a Value Added Service, members can receive no-cost pregnancy tests to confirm pregnancy and 
initiate prenatal services and supports earlier in the pregnancy to ensure health outcomes. 


Risk Screening 
Once we identify that a member is pregnant, she receives proactive, culturally appropriate outreach 
and education through My AdvocateTM, an innovative tool with interactive voice response and two-way 
texting. The tool rapidly screens for obstetrical risk level upon enrollment and identifies pregnant 


women with changing risk levels throughout the pregnancy. Using 
interactive voice response, My Advocate conducts a simple health 
risk assessment of 26 questions, which results in a Statistical 
Obstetrical Risk (STORK) Score. The STORK Score indicates the 
member’s risk for delivering an infant that will require Neonatal 
Intensive Care Unit (NICU) admission. The assessment screens 
for specific factors that have been statistically validated to be 
predictors for future need of NICU services, such as history of 
preterm labor or birth, prior baby with low birth weight, or 
diagnosis of hypertension or diabetes. We then quickly identify 
members with elevated risk levels and expedite outreach from OB 


case managers to conduct more comprehensive clinical assessments and initiate case management and 
care planning.  


Comprehensive Maternal-Child Health Program  
We are committed to early identification and intervention for all members who are pregnant. As soon 
as a member is identified as pregnant, she is referred to our comprehensive maternal-child health 
program. It provides quality, culturally competent case 
management services to pregnant women during the prenatal 
and postpartum periods, and to their infants. As described 
throughout this section, our maternal-child health program 
supports the Governor’s initiatives and priorities that include 
reducing infant mortality and low birth weight babies and 
promoting tobacco cessation.  
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Our maternal-child health program engages 
members as advocates for their own health care 
by helping them understand the essential 
elements to assure a healthy pregnancy, 
successful childbirth, and full-term baby. Under 
the direction of our Nevada clinical leadership, 
OB case managers with expertise and clinical 
experience in maternal-child health care work 
closely with members to complete a 
comprehensive assessment to determine 
individual strengths, needs, and health risks. 
They then build a member-centered care plan 
that incorporates the interventions, services, and 


supports that are commensurate with each woman’s needs, goals, preferences, and risk level, including 
integration of medical, behavioral health, and social support needs. Our OB case managers also 
encourage pregnant women to take action to optimize the outcome of their pregnancy, select a 
pediatrician for their child’s care, prepare for the delivery and homecoming of their infant, and 
participate in their baby’s care if a NICU stay should be required. For example, an OB case manager 
may arrange transportation for a woman needing help getting to her prenatal appointments or may 
establish a referral for behavioral health services.  


We provide additional support to members in our maternal-child 
health program based on their health risk as follows: 


 Low: Women at the lowest risk level are provided educational 
materials, contact information for questions, and enrollment 
in our Healthy Rewards program for seeking prenatal care. 
We also enroll them in our My Advocate program that 
provides outbound calls with prenatal educational messaging 
and well checks throughout their pregnancy in case their 
health condition changes. 


 Medium: Women at medium risk receive the same educational 
messaging and programs as women at low risk, and are 
evaluated for care coordination. 


 High: Women at high risk receive the same educational 
messaging and programs as women as women at low risk and 
are engaged in our high-risk obstetric case management 
program and evaluated for either care coordination or case 
management, depending on their identified needs.  
 Urgent: Women at urgent risk receive the same educational 


messaging and programs as women at low risk and are 
engaged into our high-risk obstetric case management 
program where they receive individualized interventions based 
on their identified needs.  
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We support the whole person, so for members with elevated risk levels, our Nevada-based case 
management team includes OB case managers supported by our health plan’s pharmacists, registered 
dietitians, social workers, exercise physiologists, and medical directors. Figure 3.4.12.1-1 illustrates 
our maternal-child health program’s process for development of person-centered care plans. 


Figure 3.4.12.1-1. Our Comprehensive Maternal-Child Health Program 


Our maternal-child health program has delivered significant results to the DHCFP: 


Substance Use Disorders (SUD) in Pregnancy 
Our OB case managers use a screening, brief intervention, and referral to treatment (SBIRT) 
approach to substance use including use of alcohol, illegal substances, and tobacco products. SBIRT 
has been shown to be effective at reducing risky alcohol and other substance use, and is endorsed by 
the Centers for Medicare and Medicaid Services (CMS), the American College of Obstetricians and 
Gynecologists (ACOG), and the Substance Abuse and Mental Health Services Administration 
(SAMHSA). Augmenting SBIRT, our clinical practice guidelines require providers to screen pregnant 
women for potential substance use in pregnancy. In addition, we may also identify pregnant women 
with SUD through our Controlled Substance Utilization Monitoring program that tracks and reports 
member use of controlled substances or through the initial risk screening. 


If SBIRT should indicate potential substance use, OB case managers conduct a further screening that 
incorporates best practice tools, such as the 4Ps 
(parent, partner, past use, present use), shown to 
be effective in maternal-child settings. If the 
screening suggests current use, the case 
manager does a brief intervention, providing 
education and using motivational interviewing 
techniques to raise awareness of the specific 
risks identified during screening and increase 
the member’s motivation to change behavior 
and make choices that support health. Providing 
brief interventions using motivational 
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interviewing in the context of general health assessment, has been validated as effective in reducing 
risky use.  


For members whose assessment results indicate a substance use disorder (SUD), the OB case manager 
engages a behavioral health case manager with SUD expertise as part of the interdisciplinary team. 
Collaboratively, they create a member-directed and recovery-oriented care plan to promote a healthy 
pregnancy, including connecting her with appropriate inpatient or intensive outpatient services. The 
team works with all treating providers to facilitate access to appropriate treatment and share 
information.  


OB case managers may consult with our SUD Program medical director, a board certified 
addictionologist, for additional guidance and support to promote optimal outcomes for pregnant 
members with SUD. Additionally, our SUD Playbook outlines best practices that guide OB case 
managers on brief interventions and member engagement strategies.  


CenteringPregnancy® 
Through CenteringPregnancy, we support a small group 
intervention model of care that supports information sharing and 
promotes understanding through shared experience. We identify 
existing CenteringPregnancy sites in our network and inform 
members of their availability.  


CenteringPregnancy is a multi-faceted model of group care that 
integrates the three major components of care: health 
assessment, education, and support. It uses a group setting to 
maximize the opportunity to educate women and help them learn 
from each other and their shared experience. Small groups of 
eight to 12 women with similar gestational ages meet with the 
provider, learn care skills, and participate in facilitated 
discussions. The group learning facilitates not only broader 
learning opportunities, but also creates a support network among 
the other members. In 2014 and 2015, we identified 210 eligible 
members for our CenteringPregnancy program.  


To improve birth outcomes and reduce unnecessary health care 
costs, our parent company’s philanthropic arm, our Foundation, 
issued a one-year grant to the Nevada Chapter of the March of Dimes to support CenteringPregnancy. 
The grant enabled the March of Dimes to make group-based prenatal care available to all Nevadans, 
not just our members, by supporting programs across the state. The new grant continues a long-


standing relationship between our Foundation and the March of 
Dimes. Our Foundation’s grants helped the March of Dimes 
provide prenatal care to more than 8,000 women in 13 states 
through CenteringPregnancy and to rollout a quality improvement 
program focused on eliminating deliveries before 39 weeks of 
pregnancy that are medically unnecessary. Preterm birth rate 
among CenteringPregnancy participants was 7.4 percent 


compared to the 12 percent average rate for those 13 states.  
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Prior Pre-term Pregnancy Program 
17-Hydroxyprogesterone caproate (17P) is an injectable, synthetic form of progesterone, typically 
initiated between weeks 16 and 20 of pregnancy that has been shown to lower the risk of premature 
births in women with a single pregnancy and a history of prior pre-term delivery. Through our 
partnership with a national leader in pharmacy innovations and extensive educational campaigns,  
our providers promote member access to 17P. Our OB case managers work closely with the mother and 
provider to expedite access to this medication and the services to administer it.  


The program offers provider education and notification of members who may be candidates for 17P 
therapy and eliminates barriers to accessing the medically necessary medication. We identify pregnant 
women who have elevated risk for having a repeat pre-term birth. We phone or send fax alerts twice 
weekly to providers to inform them of members who may be candidates for 17P and encourage women 
who have had a prior pre-term birth to engage in case management, and we monitor them for 
adherence to the weekly therapy. Our obstetrical providers may order 17P for office or home 
administration. 


Routine Cervical Length Assessments for Members at Risk for Pre-Term Birth 
To reduce the risk of pre-term birth in our members, we promote cervical length monitoring in 
members with single pregnancies. Based on recommendations of ACOG and other professional 
societies, we educate our network providers about the evidence-based practice of cervical length 
assessment and share the associated algorithm. This algorithm guides providers on the need for,  
and best approach to, monitoring changes in the cervix to determine which members should receive 
progesterone treatment to decrease their risk of pre-term birth.  


My Advocate™ – Mobile Health Technology Outreach 
We expanded the use of technology to enhance our member engagement and outreach platform to 
improve maternal and new baby health outcomes. Through our My Advocate program, pregnant 
members receive proactive, culturally appropriate outreach and education through multifaceted 
technology as a supplementary tool to extend the reach of our high-risk pregnancy program. My 
Advocate supports identification of pregnant women whose risk level has increased during their 
pregnancy, strengthens the connection between members and OB case managers, and improves 
member and baby outcomes.  


My Advocate promotes healthy behaviors and 
deliveries. We send educational messages and 
reminders through two-way texting that are 
tailored to the member’s gestational stage. 
Members receive twice-weekly messages during 
the prenatal stage, and weekly postpartum and 
Well child messaging. Interactive screenings 
also alert our OB case managers to potential 
problems, such as not attending prenatal 
appointments, that trigger an alert to our OB 
case managers to reach out to address the risk.  
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SafeLink phones  
In cooperation with SafeLink Wireless (SafeLink), a U.S. government program that ensures telephone 
service to eligible Medicaid recipients who lack another communication source, qualified members 
receive a free cell phone. They can choose plans of up to 350 free minutes a month. Additionally, 
members who are not existing SafeLink subscribers can also receive a one-time 200-minute bonus. We 
facilitate the SafeLink Wireless process by helping pregnant members get the phone. Additional 
minutes promote enhanced communication between our OB case managers and members to encourage 
them to keep appointments and fill prescriptions. OB case managers can send messages that include 
prenatal care information and reminders for prenatal visits, address missed appointments, and 
encourage postpartum follow-up. 


Text4baby 
In addition to My Advocate described above, we have joined with the text4baby program to promote its 
free text message information service. Once pregnant members enroll, they receive educational 
messages and helpful reminders tailored to their gestational stage and through their baby’s first year. 


Incentives that Encourage Member Engagement 
Through our Healthy Rewards member incentive program, detailed in Section 3.4.5.1, we promote 
member engagement in our maternal-child health program and completion of key milestones that 
influence positive health outcomes for pregnant women and their babies. Healthy Rewards incentives 
for our maternal-child health program are summarized in Table 3.4.12.1-1. 


Table 3.4.12.1-1. Incentives Encourage Member Engagement and Optimal Outcomes 
Program Measures 
First prenatal care visit 
Ongoing prenatal care visits (6) 
Postpartum visit 
Well baby two-week visit 
Well baby six visits within first 15 months 


 


OB Quality Incentive Program - OBQIP 
Our OB Quality Incentive Program (OBQIP) offers incentives to participating OB care providers for 
providing increased access to and improved quality of care to our maternity members throughout all 
phases of their pregnancy.  


OB providers receive incentive payments for achieving performance targets on specific measures 
important to our maternity member’s health and aligned with quality and outcome improvement goals, 
such as first prenatal care visit timeliness, postpartum visit rate, prenatal substance abuse disorder 
screening rate, preterm birth rate, low-birth weight rate, and overall C-section rate. OBQIP 
participating providers may earn enhanced reimbursement in the form of an annual bonus in addition 
to their underlying reimbursement. We implemented this program in Nevada in early 2016 and 
currently have 10 OB provider groups with approximately 3,100 attributed maternity members 
participating in our OBQIP program. 
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Baby and Me Tobacco Free  
One of our affiliate health plans has partnered with the Baby and Me Tobacco Free organization. 
When they identify pregnant members who are using tobacco, they refer them to the Baby and Me 
Tobacco Free Program, which is a proven and successful researched-based program to help pregnant 
women quit smoking and stay that way. Members who enroll in the program agree to quit smoking and 
attend at least four smoking cessation sessions during their pregnancy. After the baby is born, the 
women test for tobacco free status to qualify for a voucher for free diapers. The smoke-free mothers 
are eligible for $25 worth of free diapers for up to 12 months after the baby is born, as long as they 
remain tobacco-free. We will look to supporting the development of Baby and Me Tobacco Free in the 
future. This program augments our Tobacco Cessation Program included as a Value Added Service 
(and described in Section 3.4.4.4). 


Postpartum Support 
The member’s OB case manager remains connected to the new mom and her baby during the 
postpartum period. The OB case manager contacts the new mom to determine the birth outcome, 
completes a postpartum depression screening, and provides advice on appropriate times for routine 
post-delivery care for mother and baby. 


We also send a postpartum packet that includes our booklet, “Nurture (Your Guide to Keeping your 
Baby Safe and Healthy)”, which provides information on postpartum care and caring for a newborn, a 
brochure that provides information on postpartum depression, and a postcard to take to her postpartum 
follow-up appointment for completion by her doctor.  


We mail a reminder postcard to the member after the postpartum appointment is scheduled and call the 
member five days prior to the appointment date. We call the provider the day after the scheduled visit 
date to verify the appointment was kept. If the member cannot be reached by phone, we also mail a 
“trying to reach you” postcard that lets her know we would like her to call us. By engaging women 
during the interpregnancy period, we encourage health care that can improve outcomes of a future 
pregnancy. Our inter-conception health service will identify women of childbearing years who have 
delivered an at-risk child for continued management beyond the postpartum phase of traditional 
obstetrical care. The criteria for engagement will be women with a history of poor birth outcomes and 
known risk factors, such as chronic medical and behavioral health conditions and social stressors. 
Interventions will include the following: 


 Encouraging women to space pregnancies at least two years apart 


 Supplementing with folic acid 


 Managing high-risk conditions, such as obesity, hypertension, and diabetes 


 Abstaining from nicotine, alcohol, and drug use 


 Living free of interpersonal violence with healthy relationships 


 Reducing risk factors for transmission of sexually transmitted infections 


We support our members’ choices and will make appropriate referrals for long-acting, reversible 
contraception, and community resources that will best support our member and her child. We will also 
work closely with and support community partners who are doing similar work to avoid duplication in 
services and promote a single message regarding reproductive health.  
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Support for Parents with Newborns in the NICU  
Our maternal-child health program includes NICU case management in which Nevada-based NICU 
case managers coordinate the care of pre-term infants beginning at delivery, having been introduced to 
the case by the OB case manager. This transition is made as seamlessly as possible. This program 
promotes quality and cost effective care as the case manager identifies and addresses barriers to 
discharge, coordinates services and post-delivery appointments, and helps to facilitate a successful 
transition to the home environment through a well-defined plan of care.  


Behavioral Health Support for Parents with a Baby in the NICU  
We recognize the costs of pre-term birth consist of more than the financial charges for hospitalization 
and follow-up care. There are also potential non-financial costs experienced by parents and families, 
such as adverse psychological and emotional reactions, family disruption, strained relationships, and 
deterioration in both physical and mental health. We know that children cared for by mothers with 
post-traumatic stress disorder (PTSD) and depression are at significantly higher risk for psychological 
aggression, child abuse, and neglect. The stress of having a critically ill infant in a NICU can result in 
post-traumatic stress disorder (PTSD) symptoms in 20-40 percent of parents. Additionally, children 
cared for by mothers with PTSD are at higher risk for psychological aggression, child abuse, and 
neglect.  


In response, one of our affiliated health plans developed a program focused on the identification and 
intervention of existing or potential PTSD in our members with a baby in the NICU. Our medical 
management employees will interact with mothers who have a baby in the NICU to monitor behavioral 
health symptoms, offer stress management techniques and information, and provide additional 
emotional support. If a risk should be identified, further screening will be conducted through a 
Primary Care PTSD screen that will identify existing or potential conditions and prompt referral of the 
member for additional services and supports. The program supports our care for mothers and infants, 
and it referred parents with positive screening to support programs. Our affiliate health plan saw 11.5 
percent of families of NICU patients screened positive for PTSD symptoms, 77 percent accepted 
referrals for treatment within one month, and 80 percent remained engaged in the health care system. 
Incorporating this screening into our care for mothers, infants and families, and referring parents to 
support programs may mitigate the impact of PTSD, decrease neonatal length of stay, and improve the 
health of our member and her child. 


My Preemie App 
To support our members with infants in the NICU and our clinical staff, our organization has been 
promoting Graham’s Foundation and their My Preemie technology application to parents of 
premature infants. This application provides practical and emotional support to parents of premature 
babies. For example, parents can contact a “Preemie Parent Mentor” to discuss their ongoing 
experiences with a parent who has had an infant in an NICU. The text, upon which My Preemie app is 
based, is recognized as a resource by the March of Dimes, National Association of Neonatal Nurses 
and the Preemie Parent Alliance website. The My Preemie app is available in English and Spanish for 
iOS and Android use and download is complimentary to families. 
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Books for Babies 
As a Value Added Service, we will offer members free children’s books, delivered to their home, to 
further support a great start for children and promote parent/child interaction and literacy. Newborn 
members through 24 months of age are eligible and can receive a maximum of three age-appropriate 
books. 


Newborn Support 
Our final phase of holistic maternal-child support lies in our newborn support initiative. We 
communicate with new moms using various channels—web, text, and phone—to deliver educational 
content and identify members in need of additional support. Our messages are designed to motivate 
positive behavior and generate higher rates of member adherence to recommendations. This helps 
members learn to identify health problems and triggers before they become serious, helping them avoid 
unnecessary emergency room visits, reduce disruptions in their lives, promote primary and preventive 
care, and engage more confidently to work with their PCP and other providers. 


Through print, educational topics communicated to our postpartum members include: 


 Holding and gentle care of new baby 


 Care and cleaning of baby’s umbilical cord 


 Caring for baby’s skin and scalp 


 First month baby check-up and mother’s postpartum check-up 


 Breast milk benefits 


 Baby’s safe sleeping tips 


 Formula feeding and safety tips 


 Lead poisoning awareness 


 Diaper rash prevention and care 


 Making the home safe for baby, including water safety 


 Monitoring baby’s colds and other symptoms of mild illness 


 Possible dangers for baby: awareness and tips 


Care Coordination with Key Partners and Community Organizations 
Aligning with person-centered care planning, OB case managers work with members to address their 
medical, behavioral health, and social support needs to promote improved health outcomes. During the 
comprehensive assessment and throughout each member’s pregnancy, our case managers identify 
support gaps and connect members with the array of services and supports that they need, including 
non-covered services available through community agencies. This includes WIC application and 
notifying the Medicaid caseworker of the pregnancy to expedite the baby's enrollment. We work with 
many community stakeholders and non-profit organizations for healthy baby outcomes, including 
social services, public housing agencies, child care agencies, local court systems, advocacy programs, 
workforce education and training programs, and home visiting programs. For example, we coordinate 
referrals for many members to La Leche League for new moms interested in breastfeeding support. In 
addition to identifying each member’s needs, each care plan reflects the specific community supports 
that address gaps or barriers to achievement of the goal of a healthy mom and baby. 
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Referral to the Nurse-Family Partnership® Program 
Through the Nurse-Family Partnership® Program, a model nurse home-visitation program for 
evidence-based public health policy with more than 30 years of evidence of effectiveness, public health 
nurses visit low-income, first-time pregnant women at risk during their pregnancy and until the baby is 
two years old. The program offers additional support and resources for the new mom and helps her 
transition to the community after having a baby. The nurses teach parenting and life skills, and help 
new moms gain access to job training and education programs. The nurse becomes an essential 
resource for the woman, offering her knowledgeable guidance and resources to assist her in the 
community. We include Nurse-Family Partnership program information, including how to access it, in 
our Prenatal Incentive Packet sent to all members who are pregnant.  


Partnership with the Research Education Access to Community Health (REACH) 
Program  
The REACH program is an organization dedicated to the provision of evidenced-based research, 
information, development, and implementation of programs for community health services access in 
the State of Nevada, regardless of race, creed, religion, color, sex, marital status, or physical 
challenges.  


REACH programs are one of the largest mobilization efforts of 
state government agencies, community-based organizations, and 
health promoters’ volunteers in Nevada to improve the health and 
well-being of the underserved Hispanic and community general 
population living in this State. It encompasses four annual health 
events and an ongoing promotion of health education activities 
that include workshops, insurance referrals, and medical 
screenings.  


We facilitated the relationship with the University of Nevada 
School of Medicine Department of Pediatrics, to assist with access 
to basic health care services and preventive health education. 
Presently, REACH has a five-year memorandum of understanding 
with the School of Medicine and is an integral member of our 
Health Plans’ Community Advocacy Committee. The agreement 
will allow the university’s medical students to assist with 
screenings of youth and provide in-person health prevention 
educational outreach to the homes of the underserved families 


(apartment complexes, Mexican Consulate etc.). We have collaborated with REACH since 2012 and 
have sponsored support for several promotores to obtain training at the largest national promotores 
conference held each year in California. 


The sponsorship includes support of statewide health and wellness fairs, and funding cervical 
screenings and education within the Hispanic communities. Although the organization supports the 
broader Latin/Hispanic community, its multiple events are open to the public and are attended by many 
cultures. This year, we are adding Community Outreach Vehicle Tours as a part of multiple outreach 
health and wellness events in partnership with REACH. 
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3.4.12.2 Onsite Quality Reviews 


 


Our Nevada-based team is experienced working with the DHCFP and the External Quality Review 
Organization (EQRO) on onsite audits. We maintain protocols that comply with this requirement and 
will continue to comply by supporting the DHCFP and the EQRO to conduct onsite reviews as required 
to validate and assess medical management of prenatal care and high-risk pregnancies. We have a 
strong track record of demonstrating compliance. Most recently in 2015, our health plan demonstrated 
100 percent compliance with care coordination contract standards.  


3.4.12.3 Obstetrical Global Payment 


 


A. Payment to Delivering Obstetrician 
Our existing claims policies and procedures for payment to obstetricians meets DHCFP requirements, 
and we will continue to monitor those policies to verify continued compliance.  


The length of time the pregnant woman is enrolled in our health plan is not a determining factor in 
payment to the obstetrician/provider. Payment for normal routine pregnancy is based on the services 
and number of visits provided by the obstetrician/provider to the pregnant woman through the course 
of pregnancy. Payments are determined by CPT codes submitted by the obstetrician/provider. A 
separate payment for covered medically necessary services required as a result of non-routine 
pregnancy will be provided to the obstetrician/provider.  


 


B. Payment Based Upon the Number of Visits 
Our claims payment policies currently support global payments to delivering obstetricians, regardless 
of network affiliation, when the member has been seen seven or more times. Provider payment to the 
delivering obstetrician is based on the services and number of visits provided by the obstetrician though 
the course of the pregnancy. Payments are determined by the CPT codes submitted by the practitioner 
who provided for seven or more prenatal visits, delivered the baby, and provided postpartum care. We 
reimburse providers with seven or more visits at the full global delivery rate. For providers with fewer 
than seven prenatal visits, we reimburse according to the Medicaid FFS visit-by-visit schedule. 
Network obstetricians are reimbursed at the full FFS rates for obstetrical services, and out-of-network 
obstetricians may be reimbursed at a negotiated rate less than the FFS rates established for pregnancy-
related CPT codes. Further, new members who are within their last trimester may remain in the care of 
an out-of-network provider if the member chooses.  


3.4.12.2 The DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site 
reviews as needed to validate coordination and assess medical management of prenatal care and 
high-risk pregnancies. 


A.  Length of time that the pregnant woman is enrolled with the vendor is not a determining factor in 
payment to the obstetrician. Payment to the delivering obstetrician for normal routine pregnancy 
shall be based upon the services and number of visits provided by the obstetrician to the 
pregnant woman through the course of pregnancy. Payments are determined by Current 
Procedural Terminology (CPT) codes submitted by the provider. The vendor must provide 
separate payment for covered medically necessary services required as a result of a non-
routine pregnancy.  


B. A global payment will be paid to the delivering obstetrician, regardless of network affiliation,  
  when the recipient has been seen seven (7) or more times. If the obstetrician has seen the 


recipient less than seven (7) times, the obstetrician may be paid according to a negotiated rate 
of less than the FFS rates established for pregnancy-related CPT codes.  
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C. Network Providers 
We currently have the required policies and procedures in place that comply with transitioning 
pregnant members to network providers and allowing them to stay with their Obstetrician/Gynecologist 
(OB/GYN), if possible, and we will continue to remain compliant with the DHCFP requirements.  


Our robust network of OB/GYNs and other relevant providers in Nevada means that our members who 
are receiving prenatal or postpartum care upon enrollment may already be seeing a network provider 
who is familiar with our maternal-child health program.  


Our Continuity of Care policies and procedures clearly verify that a member with an existing 
relationship with an out-of-network OB/GYN may remain with her established OB/GYN throughout 
her pregnancy and postpartum period, promoting continuity of care. This includes care in the second 
or third trimesters for women that are first time pregnant for the first time who have had two or more 
visits with an out-of-network provider, or members with prior pregnancy (ies) who want to stay with 
their out-of-network providers from the previous pregnancy (ies). In these instances, we work with the 
out-of-network provider to educate him/her on the member’s benefits as well as our prenatal and 
postpartum programs and support tools, and help to facilitate the provider with billing and referrals. 
All members, regardless if they are being seen by an in-network or out-of-network provider, may 
participate in our entire maternal-child health program. Pregnant members are covered for prenatal 
care services, delivery, and postpartum period without precertification, regardless if the provider is in- 
or out-of-network. We also remind out-of-network providers that referrals need to be made to network 
providers for covered benefits and that the Provider Relations team is available to assist. 


We consistently coordinate care and services with providers, regardless of their network status, to 
ensure continuity of care. We initiate screening for health risks using My Advocate and enroll women 
with elevated risk levels in case management. OB case managers contact the member’s provider 
(network or out-of-network) and other relevant treating providers, such as behavioral health providers 
or other specialists, to participate in comprehensive care planning. For out-of-network providers, the 
OB case manager educates them on our maternal-child health program. We furnish all providers with 
a copy of the care plan and interact with them as appropriate to monitor the member’s progress, 
provide periodic updates, and gather new information that may influence the member’s outcomes. For 
members seeing out-of-network providers who are not enrolled in case management, the OB notifies 
our health plan that he or she will continue providing care for the member, and we educate him or her 
on our maternal-child health program.  


  


C.  Network Providers 
 


1. For all cases, the vendor must have policies and procedures in place for transitioning the 
eligible pregnant recipient to a network provider.  


 
a. Vendor must allow for a pregnant recipient’s continued use of their OB/GYN, if at all 


possible.  
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D. Non-network Providers 
Our current policies and procedures in place, including single case agreements, direct that we 
reimburse out-of-network (non-network) obstetricians at a negotiated rate less than the FFS rates 
established for pregnancy-related CPT codes. 


 


E. New Recipients within the Last Trimester of Pregnancy 
As noted above, we promote continuity of care by allowing pregnant members with established 
relationships with out-of-network OB/GYNs to continue care throughout their prenatal and 
postpartum period. We will continue to verify that our policies and procedures reflect DHCFP 
requirements.  


Pregnant members are covered for prenatal care services, delivery, and postpartum period without 
precertification. Members who have an established relationship with an out-of-network provider may 
continue with that provider for care. An established relationship is vital in the second or third 
trimester, and fits the following criteria: 


 First time pregnant members who have had two or more visits with an out-of-network provider 


 Members with a prior pregnancy that want to stay with their out-of-network provider from the 
previous pregnancy 


 


F. Prior Authorization 
Our prior authorization procedures in Nevada are currently consistent with the provision of prenatal 
care in accordance with community standards of practice, and we will continue to monitor them to 
verify continued compliance. 


All female members of childbearing age have direct access, with no referral required, to a women’s 
health specialist within our provider network for routine and preventive health care services as well as 
prenatal care services, delivery and postpartum care. No prior authorization is required.  


We currently have fully integrated the DHCFP’s Medicaid Services Manual (MSM) requirements into 
our clinical criteria for medical necessity and service utilization requests. We augment MSM criteria, 


D.  Non-network Providers 
 
The vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


E.  New Recipients within the Last Trimester of Pregnancy 
 
A pregnant woman who is enrolled with the vendor within the last trimester of pregnancy must be 
allowed to remain in the care of a non-network provider if she so chooses. The vendor must have 
policies and procedures for this allowance. 


F.  Prior Authorization  
 
The vendor’s prior authorization policies and procedures must be consistent with the provision of 
prenatal care in accordance with community standards of practice. The DHCFP, at its discretion, 
may require removal of the prior authorization requirement for various procedures based on 
reported approval data and any other relevant information. The vendor is required to provide 
written notification to all affected network providers within thirty (30) days of the end of a reported 
quarter regarding the elimination of the prior authorization requirement.  







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 155 
 


which define medical necessity for Medicaid and Nevada Check Up, with nationally recognized clinical 
criteria to guide our prior authorization decisions. 


We recognize that the DHCFP may require removal of prior authorization requirements for various 
procedures based on reported approval data or other relevant information. We will provide written 
notification to all affected network providers in such an event within 30 days of the end of the reported 
quarter regarding the elimination of the prior authorization requirement. 


 


G. Certified Nurse Midwife Services 
Our health plan recognizes the valuable role a nurse midwife 
provides in terms of access and care to our members. We 
proactively support the use of certified nurse midwives across all 
of our health plans to provide routine gynecological checkups, 
family planning services, preconception care, prenatal and 
postpartum care and delivery. We currently have 12 certified 
nurse midwives in our provider network, eight in Clark County, and four in Washoe County. We 
understand the State has a shortage of physicians so we do encourage and contract with physician 
extenders, such as nurse midwives, to practice within the scope of their Nevada licensure to increase 
member access to obstetrical care. 


 


G.  Certified Nurse Midwife Services  
 
The vendor must make certified nurse midwife services available to recipients if such services are 
available in the vendor's service area. If the vendor does not have a contract for said services, the 
vendor may pay the certified nurse midwife provider according to a negotiated rate not to exceed 
the FFS rates established for pregnancy-related CPT codes. 


H.  Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 
1. When a recipient gives birth to a live infant of any gestational age, and there is an 


accompanying provider claim for the delivery, the vendor will receive the full Maternity Kick 
payment. In order for the vendor to qualify for a Maternity Kick payment for either a 
miscarriage or stillbirth, the recipient must be in the third trimester of pregnancy, which 
commences with the twenty-seventh (27th) week of gestation, when the miscarriage or 
stillbirth occurs. However, only one Maternity Kick payment will be processed per delivery 
episode regardless of how many babies are delivered. Maternity Kick claim adjudication will 
be initiated upon electronic receipt of birth information via the Provider Supplied Data File. The 
Provider Supplied Data File will specifically include: Provider Number, Record Type, Record 
Creation Date, Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, 
Birth Indicator, Gender, Birth Provider Number, Birth Location, and Gestational Weeks 
Pregnant. Additional birth information may be requested to complete SOBRA financial 
reporting. Vendor shall provide documentation required for verification within 21 calendar days 
of request by the DHCFP. Failure to comply may result in rejection of the SOBRA claim in 
question. 


2. The Maternity Kick Payment is intended to offset most of the costs to the vendors for costs 
associated specifically with the covered delivery of a child, including prenatal and postpartum 
care. Ante partum care is included in the capitation rate paid for the mother. Costs of care for 
the newborn are included in the newborn capitation rate. 


3. The DHCFP will not pay a SOBRA payment when there is no accompanying provider claim for 
the delivery. 


4. Maternity Kick Payment requests must be submitted within 270 days from date of delivery. 
The DHCFP will process and pay requests for payment within 30 days of receipt of the 
verifiable SOBRA request as defined in the Forms & Reporting Guide. 
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H. Maternity Kick Payment  
We are familiar and experienced with coordinating maternity kick payments in accordance with 
DHCFP requirements, and we will continue to comply with the requirements. 


We successfully submitted fully compliant Supplemental Omnibus Reconciliation Act (SOBRA) 
requests and financial reports of required birth information through our core operating system data 
file as required. We obtain the hospital bill for a delivery as well as the completed Newborn Assessment 
from our core operating system, which includes date of birth, gestational age, weight, and Apgar score. 
We submit documents to the State within 270 days for reimbursement and track actual deliveries 
against kick payments from the State. 


If the State requires additional information, we will comply in supplying it with all determined 
timelines relating to the additional information.  


 


I. Family Planning Services 
We will not restrict family planning choice of services for members or require preauthorization. We 
will provide all medical and counseling services as stated above. Our policy complies with MSM 
Chapter 600.We will pay out-of-network providers as required at the FFS rate and will coordinate for 
such services.  


1. Choice of Family Planning Services 
and Suppliers 
We arrange for counseling and education about 
planning a pregnancy. We also give instructions 
to members that they can visit any family 
planning provider, even if the provider is not 
part of our network and that they do not need a 
referral from their PCP. 


Family planning services include counseling, 
information, education and communication 
activities, and delivery of contraceptives/birth 
control. Family planning services are covered 


I.  Family Planning Services 
 


1. The vendor is prohibited from restricting the recipient’s free choice of family planning services 
and supplies providers. Federal regulations grant the right to any recipient of childbearing age 
to receive family planning services from any qualified provider, even if the provider is not part 
of the vendor’s provider network. The vendor may not require family planning services to be 
prior authorized. Family planning services are provided to recipients who want to control family 
size or prevent unwanted pregnancies. Family planning services may include education, 
counseling, physical examinations, birth control devices, supplies, and Norplant. 


2. Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients 
twenty-one (21) years of age or older. Tubal ligations and vasectomies to permanently prevent 
conception are not covered for any recipient under the age of twenty-one (21) or any recipient 
who is adjudged mentally incompetent or is institutionalized.  


3. The vendor must, at a minimum, pay qualified out-of-network providers for family planning 
services rendered to its recipients at the FFS rate paid by the DHCFP. The vendor will be 
responsible for coordinating and documenting out-of-plan family planning services provided to 
its recipients and the amounts paid for such services. 
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without precertification at any qualified family planning provider, regardless of whether or not the 
provider is participating in our network. Members can self-refer to a qualified provider (in or out-of-
network). We track utilization of family planning services on a monthly basis. 


2. Tubal Ligations and Vasectomies 
Pursuant to MSM Chapter 600, we comply with the inclusion of tubal ligations and vasectomies for 
members 21 years of age or older and will not cover these services for members under 21 years of age. 
We do not require precertification or notification for coverage of sterilization procedures including 
tubal ligation and vasectomy. A sterilization consent form is required for claims submission and 
reversal of sterilization is not a covered benefit. 


3. Out-of-Network Provider Reimbursement Rate 
We will continue to pay out-of-network providers at the FFS rate paid by the DHCFP for family 
planning services. We will coordinate and document out-of-network family planning services to its 
members and the amounts paid for such services. 


 


J. Abortions 
Our policies fully comply with all stated requirements regarding abortions. 


J.  Abortions 
 


1. The vendor may only cover abortions in the following situations: 
 


a. If the pregnancy is the result of an act of rape or incest; or 
 


b. In the case where a woman suffers from a physical disorder, physical injury, or physical 
illness, including a life-endangering physical condition caused by or arising from the 
pregnancy itself, which would, as certified by a physician, place the woman in danger of 
death unless an abortion is performed. 


 
No other abortions, regardless of funding can be provided as a benefit under the contract. 
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K. Low Birth Weight Babies 
Our policies fully align with the stated requirements and we agree to comply with the stated criteria 
around capitation payments related to age and weight of low birth weight babies. We further comply 
with all methodology and caseload applications as stated.  


We have established processes to collect required birth information for all eligible newborns, including 
newborns weighing less than 1,500 grams. Our case management staff gathers the delivery report from 
hospitals. This report includes gestational age, date, and location of birth, birth weight, gender, 
delivery type, and delivering provider. All of our newborn assessment information is captured within 
our Core Operating System. If the State requests the delivery report, we send it electronically to 
DHCFP using established processes.  


K.  Low Birth Weight Babies 
The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-
weight supplemental payment for vendors. This amount will be determined by the State’s actuary, 
and will remain budget neutral to the State. Money drawn from the 0 - 1 age group will be 
distributed in an actuarially sound manner to offset expenses to any vendor that receives a 
disproportionately large number of low birth weight babies. It is not expected that the money will end 
up evenly distributed between the vendors, nor is it expected that these supplemental payments will 
fully offset the actual medical cost of these low birth-weight babies. 
 
Once determined and agreed upon by the submitting vendor and the DHCFP as meeting the criteria 
for payment, any claims will be paid within 30 days of receipt by the DHCFP. The distribution will be 
incident based throughout the year and there will be no requirement for bundling of claims by the 
vendors. Although incident based, it is not limited by birth episode criteria but rather will be paid out 
for each child delivered; i.e. twice for twins, three times for triplets, etc. The weight to be considered 
low birth weight will be determined by the State with the mutual agreement of the State’s actuary 
and both vendors, and with the understanding that the actual weight in grams may be considered 
very low birth weight, or worse, by some national standards. 
 
The low birth weight funds determined by the State’s actuary are drawn from what would otherwise 
be paid in the form of capitation. Because the methodology applied must be neutral to the State, 
and there exists the possibility that, should enrollment trend exceed expectations, a deficit or 
surplus may occur. The number of low birth weight payments made during a plan year will be a 
function of caseload using a methodology determined by the DHCFP and its actuary and will 
adjudicate in accordance with birth date and time. No supplemental payments will be made for 
deliveries beyond the number funded. Conversely, should deliveries fall short of the number funded, 
any surplus will be paid back to the plans as in a manner determined by the State’s actuary, and 
mutually agreed upon by the vendors. 
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L. Immunizations 
Vaccines for Children and the Nevada Immunization Registry 
We currently comply with the stated policies and procedures regarding vaccinations for our Nevada 
members. We require our network providers to enroll in the Vaccines for Children Program, cooperate 
with the Nevada Division of Public and Behavioral Health (DPBH), and participate in the 
Immunization Registry. We incorporate these requirements into the provider manual, which is 
incorporated by reference as part of the provider agreement. We will continue to verify that our policies 
and procedures comply with these requirements.  


We also currently reimburse Washoe County and Clark County Health Departments for the 
administration of vaccines when immunizations are provided to our members.  


Requesting State Supplied Vaccines 
In addition to communicating our requirement that providers participate in Vaccines for Children 
(VCF), our provider manual educates providers that upon successful enrollment in the VFC program, 
they may request state-supplied vaccines to be administered to members through 18 years of age. They 
must administer them in accordance with the most current Advisory Committee on Immunization 
Practices (ACIP) schedule or recommendation, and following VFC program requirements. 


Reimbursing VFC Providers 
Our claims policies support provider reimbursement of providers for vaccine administration only, and 
we clearly outline in provider communications that we cover the administration fee only for members 
less than 21 years of age. 


Boosting Immunization Rates for Nevada Children and Youth 
Our priority is to promote optimal immunization rates for our members in accordance with the ACIP 
guidelines, and we have deployed a multifaceted approach that incorporates PCPs, school-based 
clinics, community-based immunization drives, and other initiatives that foster timely receipt of age-
appropriate vaccines for our members. 


Our health plan integrates data from the Nevada WebIZ (Statewide Immunization Information 
System) into our Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) tracking tool to 
identify any immunizations received by our members outside our health plan and reported to the 
Nevada WebIZ. This fosters efficient use of State resources. 


L.  Immunizations 
 
The vendor shall require its network providers to enroll and participate in the Vaccines for Children 
Program (VFC), which is administered by the DPBH. The Immunization Program will review and 
approve provider enrollment requests. The vendor shall require VFC enrolled providers to cooperate 
with the DPBH for purposes of performing orientation and monitoring activities regarding VFC 
Program requirements. 
 
Upon successful enrollment in the VFC Program, providers may request state supplied vaccine to 
be administered to recipients through eighteen (18) years of age in accordance with the most 
current Advisory Committee on Immunization Practices (ACIP) schedule and/or recommendation, 
and following VFC program requirements as defined in the VFC Provider Enrollment Agreement. 
 
The vendors must reimburse the VFC provider for the administration of vaccinations when 
immunizations were provided to their enrolled recipients. 
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We achieved gains in our related HEDIS scores between HEDIS 2014 (measurement year 2013) and 
HEDIS 2016 (measurement year 2015), including the scores outlined in Table 3.4.12.3-1. We achieved 
consistent performance gains across all 12 immunization measures presented, including five instances 
of a double-digit increase. 


Table 3.4.12.3-1. Demonstrated Experience Boosting Immunization Rates in Nevada  
HEDIS Measures of Immunization HEDIS 2016 


(MY2015) 
HEDIS 2014 
(MY 2013)  


Two-Year Performance 
Gain 


Childhood Immunization Status (Combination 2) 73.15% 61.34% +11.81%  


Childhood Immunization Status (Combination 3) 66.67% 55.32% +11.35% 


Childhood Immunization Status (Combination 4) 65.28% 54.63% +10.65% 


Childhood Immunization Status (Combination 5) 57.18% 45.37% +11.81% 


Childhood Immunization Status (Combination 6) 32.41% 29.86% +2.55% 


Childhood Immunization Status (Combination 7) 56.48% 44.91% +11.57% 


Childhood Immunization Status (Combination 8) 32.41% 29.63% +2.78% 


Childhood Immunization Status (Combination 9) 29.63% 25.93% +3.70% 


Childhood Immunization Status (Combination 10) 29.63% 25.69% +3.94% 


Immunizations for Adolescents (Combo 1) 71.93% 71.40% +0.53% 


Immunizations for Adolescents (Meningitis) 73.32% 72.88% +0.44% 


Immunizations for Adolescents (Tdap/TD) 86.08% 85.55% +0.53% 


 


As detailed in our response to EPSDT Services and Well Baby/Well Child Services section 3.4.4, we 
drive gains in immunization rates through extensive member and provider education and outreach as 
well as comprehensive community-based initiatives.  


Member Interventions 
We apply the same techniques and tools to promote immunizations as we do for Healthy Kids services. 
We adopt extensive member outreach to promote immunizations for our members. Our advanced 
Datamart captures, stores, and analyzes internal and external data to monitor each member’s 
compliance with the ACIP immunization schedule and enables our local outreach staff to identify 
members who are due or overdue for immunizations and target them for outreach.  


Most importantly, we prioritize community-based outreach, which more effectively connects us with the 
members we serve. In our experience, member data such as mailing address and home phone number 
can be unreliable, and so we actively engage our members and their families in the communities where 
they live to achieve greater engagement rates.  
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 School-Based Health Fairs. We were the first MCO in Nevada to establish a Memorandum of 
Understanding with a large school district that enables us to bring providers into the schools, 
conduct health screenings, and administer missing immunizations. Mobile health fairs offer an 
excellent opportunity to close gaps in care, emphasize the importance of Well child visits, and 
strengthen personal relationships with members and their families. For example, in December 
2015, we conducted a health fair in collaboration with Wing and Lily Fong Elementary School. We 
conducted vision and dental screenings, and Immunize NV recorded immunizations that were 
provided by the Nevada Health Department. We provided lunch to encourage attendance. In 
addition to screenings, we helped members who participated, such as helping one locate a PCP. 


 Community Events. We also work with key providers on community-based immunization events. 
For example, in April 2016 we worked with the Southern Nevada Health District on their 
Community Baby Bash Immunizations and Health Fair. We also sponsor other community events 
at which community organizations administer immunizations. We will continue to monitor our 
immunization rates as part of our Quality Management program to identify new community events 
and partnerships to drive continued improvements in our quality metrics. 


 Community Partnerships to Boost Education and Awareness. We collaborate with REACH to offer 
services to remediate gaps in care.  


 Integrated Member Dashboard. When interacting with members and parents or guardians on any 
topic, our staff, including member services and care management staff, check the Integrated 
Member Dashboard to identify any care gaps, including immunization gaps. They can then assist as 
appropriate, such as help schedule the appointment or arrange for transportation. 


 Follow-up and Reminders. Our outreach specialists identify and contact all members and families 
to remind them about due or overdue immunizations, and coordinate transportation.  


 Care Coordination. As part of our case management program, our case managers monitor 
members’ adherence to the immunization schedule. Our Integrated Member Dashboard alerts them 
to any due or overdue immunizations, so they can work with the member and family to schedule 
appointments, arrange transportation, or identify and overcome any other barriers. 


PCP Interventions 
We actively engage and support providers to help them boost immunization rates within their practices. 


 Integrated Member Dashboard and Missed Opportunity Reports. Our provider-facing Integrated 
Member Dashboard enables providers to view gaps in care, including overdue immunizations 
(including immunizations provided outside our health plan and documented in WebIZ), so they can 
address them during sick visits or other appointments. We also deliver monthly reports to our PCPs 
that list members who are overdue for immunizations so PCPs can initiate outreach, augmenting 
our outreach efforts.  


 Quarterly Provider Quality Measurement Report. We deliver quarterly reports to PCPs that 
highlight their quality metric performance. Our Quality Management team works directly with 
high-volume practices with underperforming rates to share best practices and suggest new strategies 
to achieve their quality measure target. 


 Education and New Member Lists. From the start, we work with PCPs to educate them about the 
ACIP immunization schedules and alert them to newly enrolled members in their practice for 
outreach. We also require that they participate in the Vaccines for Children program. 
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 Extensive Field-based Provider Support. Our provider relations representatives meet regularly with 
providers in the community to help them reach performance goals, streamline administration, and 
improve member outcomes. This includes continuing education about the ACIP immunization 
guidelines and other preventive services. 


We remain committed to promoting and improving the health of the members we serve, including 
maximizing immunization rates for children and adolescents. 


3.4.13 Mental Health Services 


 


Holistic Health Care through Internal Behavioral Health Management 
We administer and coordinate all behavioral health functions in-house as a core part of our 
organization, using unified reporting structures. Our behavioral health functions are neither managed 
by a separate business unit nor by a subcontractor. Our care 
management model administering and reimbursing behavioral 
health benefits emphasizes the integration of physical and 
behavioral health care services by using mixed assessments and 
care planning processes that address the needs of the whole 
member – physical and behavioral health as well as psychosocial 
– and support coordination of services and supports members 
need, assuring that services are coordinated and all conditions 
are addressed in tandem. We recognize that many members with 
behavioral health conditions may also have physical health care 
needs, and members with physical health conditions may have 
behavioral health care needs. By integrating our care 
management model, including co-location of our care coordination team with physical health and 
behavioral health clinicians in Nevada, we seek to reduce gaps in care, end occurrences of 
inappropriate care, and effectively control costs.  


Our affiliates have provided appropriate integrated physical and behavioral health care and services to 
more than 5.2 million members in 16 state-sponsored programs for 23 years. We manage behavioral 
health services for all of our Medicaid members for which it is a covered benefit. Our successful 
multidisciplinary care and service coordination model, honed over many years serving diverse and 
complex Medicaid and other populations across the United States, emphasizes a member-centric focus: 
No matter what we do, we emphasize the member, not the process.  


Members benefit from our local commitment and experience in Nevada as well as our national 
expertise. Our integrated care, service models, and systems deliver exceptional quality through superior 
coordination. We directly provide all case management and care coordination for members. This 
allows us to fully integrate case management to address each individual’s holistic needs through one 
care plan and a carefully synchronized team of case management experts by leveraging technology 
tools that link all team members and organize activities and interventions. As such, the physical and 
behavioral health needs of our members are managed by a multidisciplinary team of people.  


3.4.13 Mental Health Services 
 
Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled recipients. 
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Our person-centered approach addresses member preferences and 
goals regarding their quality of life. Our provider network includes 
clinicians who use best practices to meet the unique physical 
health, behavioral health, and social support needs of each of our 
members. This holistic approach is designed to increase 
integration and decrease fragmentation across systems of care, 
improving member experience, health outcomes, and cost of care.  


Integrated Behavioral Health and Physical Care Services 
Our care coordination model provides comprehensive, multidisciplinary coordination to support a 
holistic, integrated approach to providing supports and services to members with co-occurring physical 
and behavioral health conditions. Our model fully addresses the care continuum from birth to end of 
life, and is both flexible and responsive to changes in support needs, whether increasing or decreasing 
in intensity or complexity.  


Our members are at the center of their care, 
engaged and accessing supports and services. 
All members receive the level of support they 
require through interactions with our care 
coordination and outreach staff. We work with 
members to identify their specific needs, both 
related to behavioral health and physical health, 
and facilitate integrated connections with their 
primary care provider (PCP), behavioral health 
providers, and community supports. Our case 
managers with physical, behavioral, and 
maternal/child expertise work directly with 
members engaged in case management to 
address their health care needs, identify their 
specific needs, and facilitate integrated 
connections in their community that address 
social supports, employment, housing, and 
homelessness.  


The member’s interdisciplinary care team (ICT) 
is led by the member’s case manager(s), and 
includes the PCP, the behavioral health 
provider for members with behavioral health 
needs, and any other supports appropriate for 
that specific member. Other members of the 
team could be family members, other natural 
supports, a school nurse, a social worker, 
specialists, or anyone serving in a support role 
for that member. While our case manager is working directly with the member as lead of the ICT, our 
field-based care coordinators work to “connect the dots” in the member’s community, bringing to the 
forefront all local services and supports available to the member and working closely with ICT 
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providers. Our field-based care coordinators are non-clinical, health care professionals with extensive 
backgrounds stemming from a variety of disciplines across the care continuum, such as social workers, 
health coaches, paraprofessionals, and medical office administrators. 


Our case managers provide disease management, case management, and care 
coordination services based on the needs of our members. We are able to enlarge 
this system at any time in response to the DHCFP’s expansion of contract scope, 
both geographically as well as with respect to additional populations. A member with a primary 
behavioral health diagnosis will receive care management from a licensed behavioral health clinician, 


with consultation from a physical health case 
manager for any medical needs. A member with 
chronic or high-risk medical needs as well as a 
behavioral health condition will be assigned to a 
physical health nurse case manager, with 
involvement of a licensed behavioral health 
clinician from the member’s team. All case 
managers have access to an ICT that includes 
our medical directors trained in behavioral 
health and medical specialties, a pharmacist, and 
other behavioral health and medical 
professionals. Additional resources such as 
nutritionists, housing specialists, and community 
outreach staff may also be included to best 
develop the member’s care plan. 


All of our case managers provide direct 
integration of services and benefits for our 


members. Because our case managers and field-based care coordinators are locally based, they mirror 
the cultural and linguistic preferences of our members in their areas. They know and understand the 
communities they serve, so are better able to assist members in navigating the local delivery system. 
This system has delivered results in Nevada, as evidenced by our health plan’s performance in key 
NCQA behavioral health measures.  


Through health needs screening, continuous case finding process, direct referrals, and predictive 
modeling, we identify members who may benefit from any of our care coordination programs—
including case management and disease management including our programs targeting behavioral 
health and substance use disorder (SUD) treatment needs.  


We also work to improve PCP participation in screening and identification of behavioral health 
conditions to provide opportunities for early intervention with at-risk members. We work closely with 
PCPs to share evidence-based practices, such as screening tools that will enable them to assess the 
members’ needs and provide targeted treatments or referrals. Through our website, we offer providers 
the tools and training to perform screening, brief intervention, and referrals to treatment (SBIRT). We 
reimburse PCPs for SBIRT services as permitted by Nevada Medicaid. In our provider contracts and 
manual, we include screening requirements and information on referring a member to a behavioral 
health provider, and we review this information during provider orientations. PCPs in our network can 
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access online training on screening tools, and receive on-site technical assistance from provider 
services staff. Through provider newsletters, bulletins, and alerts, we educate providers on screening 
for behavioral health conditions. 


We also support getting members the care they need in their 
communities as effectively and efficiently as possible by 
supporting bi-directional, fully integrated behavioral/physical 
health provision in community practices using embedded 
medical practice consultants. We support co-location of 
behavioral health coaches through our innovative Primary Care Integrated Screening, Identification, 
Treatment, and Evaluation (PC-INSITE) program, which we have implemented in Nevada.  


While we rely on specific strategies to identify members in need, we employ a “no wrong door” policy 
for referral, encouraging and accepting referrals of members in need of case management at any time 
from any source. Members with bipolar disorder, depression, schizophrenia, and SUD conditions 
receive disease management interventions and are enrolled in case management as appropriate. Our 
SUD program uses designated case managers, called recovery coaches, to focus solely on our members 
with SUD issues, especially those with high utilization of detoxification services and admission/re-
admission to inpatient settings.  


Our disease management services encourage member education, empowerment in the recovery 
process, self-care through motivational interviewing and collaboration, coordination of health care 
services, and interventions within a holistic care coordination model. All members receiving disease 
management receive materials and additional support, as needed, to learn to self-manage and achieve 
their health and wellness goals. Recognizing that psychosocial issues very often contribute to poor 
health outcomes, we address these issues as priorities in all of our disease management programs. We 
accomplish that by screening, assessing, and developing tailored interventions while working 
collaboratively with the member, provider, and others involved in disease management. 


Case Management Certification Program 
To better equip our case managers to assist members with co-morbid behavioral and physical health 
challenges, we developed an innovative Case Management Certification program that is six months in 
length. The program provides initial and continuing training, and is offered to case managers in 
Nevada and in our affiliates across the country. The program reinforces the core competencies needed 
to address the diverse physical, behavioral, and social support needs of individuals, and it aids in 
facilitating communication among their providers. The program also encourages professional 
development for our case managers, since many modules are eligible for continuing education credits. 


In addition, our case managers may use a web-based, self-paced learning management system that 
incorporates continuing education units. The system offers unlimited access to more than 120 training 
modules, totaling more than 200 hours of available training, with modules related to treatment 
guidelines for co-occurring medical and behavioral health conditions—such as SUD and post-
traumatic stress disorder. Training examples include management of depressive symptoms in clients 
with SUD during early recovery, best practices in SUD treatment engagement, integrated treatment for 
co-occurring disorders, and obesity in individuals with mental illness. 
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Technology Solutions Support Integrated Case Management 
Our case management information systems work together seamlessly to provide our employees with 
immediate access to member information related to both physical and behavioral health needs and 
services.  


We carefully synchronize case management efforts through a single, individualized care plan that is 
tracked through our Care Coordination System (CSS). This system captures all assessment 
information, both physical- and behavioral health-related, to drive care plan development, 
maintenance, and monitoring. It stores members’ clinical information including medical, lab, and 
ancillary services. This provides the entire clinical team with a full picture of all care and services 
provided to each member, encompassing care related to all conditions. Our CSS prompts case 
managers on critical items and tasks to be addressed during the assessment and case management 
process. These tools enable case managers, whether in the physical or behavioral health realm, to 
closely track case management and care coordination activities, identify barriers to the member 
accessing needed services and supports, and verify that identified services are initiated and in process. 
Figure 3.4.13-1 and Figure 3.4.13-2 show examples of a high acuity care plan. 


Figure 3.4.13-1. Our Care Plan Integrates Physical and Behavioral Health (page 1) 
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Figure 3.4.13-2. Our Care Plan Integrates Physical and Behavioral Health Services (page 2)  
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The case manager view and provider view of our Integrated Member Dashboard displays member data 
in an easy-to-navigate dashboard, including HEDIS® care alerts, authorizations, prescriptions, lab 
results, and claims organized by type, such as inpatient, emergency room (ER), PCP office, dental, and 
behavioral health. It organizes information into a timeline of clinical events representing a 
longitudinal patient record for the member across a number of domains, including diagnosis, 
providers, and medication history. Events are displayed as icons that show the intersection of “what 
and when.” In the diagnosis domain, events also indicate “where,” displaying a different icon for 
inpatient, ER, clinic/office, and home/hospice.  


Our Integrated Member Dashboard gives case managers and providers the ability to understand all 
aspects of the member’s health and service history. For example, PCPs can easily find out whether 
members are taking their prescribed medication or frequently visiting the ER, and the member’s 
conditions. Our Integrated Member Dashboard provides a full picture of the member’s health, services, 
and utilization history supporting the holistic management of the member’s care and service needs.  


Addressing Physical Health and Chronic Medical Contributions to 
Behavioral Health 
Members are unique individuals, not defined by diagnoses or conditions. In this context, members of 
all ages face physical conditions that contribute to their behavioral health needs, and may have 
behavioral health conditions that prevent them from accessing the most appropriate care for their 
physical health conditions. Through our integrated screening process and case management model, we 
holistically identify and address our members’ needs to support them in achieving improved health and 
wellness.  


For our members who live with behavioral health conditions in addition to chronic medical conditions 
such as diabetes, congestive heart failure, and chronic kidney disease, we use integrated screening 
processes and the care team model. Integrated care begins with screening members for conditions in 
addition to the ones for which they may have been diagnosed. This allows us to complete a holistic 
assessment and facilitate continually evolving, integrated support processes that emphasize member 
engagement and education, facilitate lifestyle change, and promote personal resiliency as the 
foundation of improving health and quality of life. In our experience, behavior heavily impacts 
activities such as medication compliance and adherence to healthy behaviors, including monitoring 
blood pressure, testing sugar levels and sticking to an exercise plan. Early identification and linkages 
to treatment will help to possibly mitigate disease or illness progression, and may help avoid 
inappropriate ER use and inpatient admissions. 


In addition, our disease management programs include National 
Committee for Quality Assurance (NCQA) accredited programs 
addressing behavioral health conditions for members with major 
depressive disorder and schizophrenia. We employ initiatives 
specifically addressing chronic physical health conditions in 
members with behavioral health conditions. One example is the 
promotion of diabetes screening for members with schizophrenia 
or bipolar disorder who are prescribed antipsychotic medication.  
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Health Homes and Patient Centered Medical Homes Support Members by 
Integrating Care 
For members with behavioral health support needs, the patient-centered medical 
home (PCMH) and health home models enhance our holistic approach and 
maximizes member contact, which is particularly important for persons needing 
coordination that is more intensive. In Nevada, we currently contract with and support PCMH and 
health homes with six providers who serve more than 18,500 members. We continue to support and 
promote the expansion of PCMH/health home relationships that recognize the importance of 
integrating primary and behavioral health services while coordinating linkages to long-term 
community services and supports. We are expanding our program to include adolescent behavioral 
health homes and are willing to continue expansion to address needs of populations added to this 
Contract. Our Health Homes and PCMH program is discussed in full in Section 3.6.3.5.  


3.4.13.1 Mental Health Parity 


 


3.4.13 Mental Health Services 
 


Mental health is an integral part of holistic health care. The vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled recipients.  


 
3.4.13.1 Mental Health Parity 


 
A.  The vendor must not apply any treatment limitation to mental health or substance use disorder 


benefits in any classification that is more restrictive than the predominant treatment limitation of 
that type applied to substantially all medical/surgical benefits in the same classification furnished 
to recipients. Whether a treatment limitation is a predominant treatment limitation that applies to 
substantially all medical/surgical benefits in a classification is determined separately for each 
type of financial requirement or treatment limitation.  


B.  The vendor may not impose a nonquantitative treatment limitation for mental health or 
substance use disorder benefits in any classification unless, under the policies and procedures 
of the vendor as written and in operation, any processes, strategies, evidentiary standards, or 
other factors used in applying the nonquantitative treatment limitation to mental health or 
substance use disorder benefits in the classification are comparable to, and are applied no more 
stringently than, the processes, strategies, evidentiary standards, or other factors used in 
applying the limitation for medical/ surgical benefits in the classification. Nonquantitative 
treatment limitations include: 


1. Medical management standards limiting or excluding benefits based on medical necessity or 
medical appropriateness, or based on whether the treatment is experimental or investigative; 


2. Formulary design for prescription drugs; 
3. Network tier design (such as preferred providers and participating providers); 
4. Standards for provider admission to participate in a network, including reimbursement rates; 
5. Methods for determining usual, customary, and reasonable charges; 
6. Refusal to pay for higher-cost therapies until it can be shown that a lower-cost therapy is not 


effective (also known as fail-first policies or step therapy protocols); 
7. Exclusions based on failure to complete a course of treatment; 
8. Restrictions based on geographic location, facility type, provider specialty, and other criteria 


that limit the scope or duration of benefits for services provided; and 
9. Standards for providing access to out-of-network providers. 


C.  The following classifications of benefits are the classifications used in applying mental health 
parity: inpatient services, outpatient services, emergency care, and prescription drugs. 


D.  The vendor must complete analysis of its compliance with mental health parity and provide 
documentation to the DHCFP of this compliance by September 15, 2017. 
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Compliance with the Mental Health Parity and Addiction Equity Act 
A. Our Management Techniques Support Parity 
We provide covered behavioral health services, as outlined by the DHCFP in the Scope of Work, in 
accordance with the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) and all other 
applicable state, federal, and contract requirements and will continue to do so. Our care model and 
plan operations fully integrate medical and behavioral health across all areas including case 
management, health information technology, claims/encounter data, predictive modeling, and quality 
management functions with clinical oversight from physical and behavioral health medical directors. 
This level of integration supports parity compliance and efficient monitoring.  


B. Nonquantitative Treatment Limitations Under Parity 
We do not place annual, episode, or lifetime quantitative limits on benefits. We also do not place prior 
authorization requirements on routine outpatient behavioral health services. We do not impose a non-
quantitative treatment limitation with respect to mental health/SUD benefits in any classification that is 
more restrictive than the predominant treatment limitation of that type applied to substantially all 
medical/surgical benefits in the same classification furnished to members. We determine this 
separately for each type of financial requirement or treatment limitation and use state program 
guidelines in doing so. Any processes, strategies, evidentiary standards, or other factors used in 
applying the non-quantitative treatment limitation to mental health/SUD benefits in the classification 
are comparable to and are applied no more stringently than the processes, strategies, evidentiary 
standards, or other factors used in applying the limitation with respect to medical/surgical benefits in 
the classification. We currently comply with and will continue to comply with all non-quantitative 
treatment limitations requirements listed in the Scope of Work and will immediately address future 
requirements. 


We ensure compliance for any benefits offered to members beyond those otherwise specified in the 
Scope of Work. We make available out-of-network coverage for mental health/SUD benefits when in-
network coverage cannot meet the member’s needs and out-of-network coverage is available for 
medical and surgical benefits when in-network coverage is not available.  


C. Compliance with Parity Classifications 
We apply mental health parity to all benefits included in inpatient services, outpatient services, 
emergency care, and prescription drugs.  


We follow parity requirements and guidance as they are released from the Centers for Medicare and 
Medicaid Services, readily evolving with new iterations of parity requirements. We follow federal and 
state parity laws, including quantitative and non-quantitative limits for network contracting and 
reimbursement.  


D. Transparency and Communication to Support Parity 
We are committed to transparency in parity-related communications with members and providers. We 
post our clinical criteria for mental health or SUD medical necessity determinations on our online 
provider website, as we do for clinical criteria related to medical/surgical services. We provide the 
reason for any denial of reimbursement or payment of mental health/SUD benefits using a formal 
denial notice, as we do for medical/surgical benefits. Current or potential members may also access 
this information through discussion with their providers, our case managers, or upon request by 
calling the Member Services Call Center. 
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We are committed to working in partnership with the State to review and revise practices, and provide 
information and data to support continued compliance with parity requirements. We will complete an 
analysis of parity compliance and provide documentation to the DHCFP by September 15, 2017 as a 
component of this Contract award.  


3.4.13.2 Vendor Shall Provide the Following Services: 


 


A. Inpatient Psychiatric Services 
Our management of inpatient psychiatric services is compliant with all applicable state and federal 
regulations. We are always looking for ways to reduce utilization, improve transition outcomes, and 
support state transformation efforts to improve supports for people in their communities. 


We maintain close working relationships with freestanding behavioral health hospitals and state 
facilities offering inpatient care. We have joint operating committees established with these providers 
and conduct quarterly meetings with hospital administrators to discuss performance and address 
concerns related to case management, discharge planning, claims, and other related issues. We use 
this forum to introduce and hone innovations and to develop community partnerships that improve the 
quality of care and success of inpatient transitions.  


1. Provision of Services in Institutions for Mental Diseases (IMDs) 
Having worked with Nevada Medicaid as a strategic partner in developing and implementing the in 
lieu of benefit for inpatient hospital in Institutions for Mental Diseases (IMD), we are fully prepared to 
continue to utilize this service per the DHCFP guidelines. The in lieu of services have been 
instrumental in reducing congestion in ERs and providing members with more timely access to acute 
behavioral health interventions.  


All inpatient admissions are tracked for medical necessity, including members in IMD. We comply with 
the DHCFP’s requirement for both monitoring setting cost and reporting within the DHCFP’s timeline 
for all members admitted for more than 15 days in the prior calendar month. 


3.4.13.2 The vendor shall provide the following services: 
A.  Inpatient Psychiatric Services 


 
1. To enable access to care, the vendor may provide services in alternative inpatient settings that 


are licensed by the State of Nevada, in lieu of services in an inpatient hospital such as 
Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than 
traditional inpatient settings. 


2. The vendor is required to negotiate in good faith with Southern Nevada Adult Mental Health 
Services (SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS). 


 
B.  Mental Health Outpatient Clinic 


The vendor shall develop and provide information to the DHCFP on their incentives encouraging 
diversions from emergency rooms and psychiatric hospital placement into outpatient clinics, 
when appropriate. 


C.  Mental Health Rehabilitative Treatment Services; 
D.  Psychologist; 
E.  Outpatient Psychiatric; 
F.  Residential Treatment Center (RTC); 
G.  Case Management; 
H.  Habilitation Services: 
I.  Methadone Treatment; and 
J.  Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 172 
 


Discharge and Follow-Up after Hospitalization 
Members who successfully transition between levels of care have better prospects for long-term 
recovery and are at reduced risk for a readmission or a behavioral health crisis.  


Our Post Discharge Planning Program, an improved system implemented in 2015, uses a member-
centric approach that improves overall transition outcomes and increases member engagement. We 
engage discharge planning from the point of admission. A key contributor to our successful program is 
how we assist members in transitioning from the hospital to an outpatient setting and continue our 
intensive follow-up for up to 30 days after discharge. 


The Post Discharge Planning Program combines the following: 


 Field-based care coordinators who meet and establish a relationship with the member at bedside 
while they are in the hospital and do the 
following:  
 Work with the member to understand their 


health-related social needs and barriers, 
and engage him or her in post-discharge 
care planning and transition 


 Inform the member and family about 
follow-up care instructions, including 
medications, self-care, and potential 
complications in clear and understandable 
terms 


 Coordination of post-discharge medical 
appointments, scheduled before discharge 
when possible and to occur within three to 
five days of discharge 


 Coordination of delivery of medical records 
to providers conducting follow-up 
appointments 


 Coordination of transportation to and from 
medical appointments 


 Linkage to social services indicated in the 
member’s care plan 


 Coordination of timely prescription fills, including scheduled delivery of medications 


 Coordination of transitional housing 


Our field-based care coordinators support frequent face-to-face contact with members and facility 
discharge planners, and to actively engage community supports needed for a smooth transition. Our 
field-based care coordinators work closely with facility discharge planners on continuity of care, 
including setting up discharge appointments and arranging for transportation and medication.  
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Our post-discharge management case manager completes weekly rounds with our field-based care 
coordinators to monitor progress and assist in resolving any barriers to transition. All discharge 
planning components are coordinated with the members’ pre-existing care plan and case manager, if 
present prior to hospitalization.  


In addition to our Post-Discharge Planning Program, members exiting an inpatient behavioral health 
hospital are encouraged to use bridge on discharge visits, which facilitate outpatient follow-up. The 
first outpatient appointment visit may be completed by a practitioner from the acute psychiatric 
hospital as the member transitions from the acute setting. We also reimburse an outpatient provider to 
go to the facility on the day of discharge or to the member’s home to complete the first outpatient 
appointment.  


We contact our members before scheduled follow-up appointments to remind them of the appointment 
and assist in arranging transportation, if needed. We also call following the appointment to verify that 
the member attended. If we are unable to get in touch with the member, we contact the provider to 
verify attendance. 


Our field-based care coordinators use our Integrated Member Dashboard and gaps in care alerts to 
view the member record and apply the information to help engage members in their health and well-
being. 


2. Partnering with Southern Nevada Adult Mental Health Services and Northern 
Nevada Adult Mental Health Services  
Both Southern Nevada Adult Mental Health Services (SNAMHS) and Northern Nevada Adult Mental 
Health Services (NNAMHS) are fully contracted and credentialed in our network, providing services 
such as an injections clinic and medication management.  


We partnered with these providers to build their capacity in discharge and transition planning in 
response to a State effort to redirect Medicaid and Nevada Check Up members out of these state-run 
outpatient clinics, and instead target clinic services to persons who are uninsured. Working as a key 
strategic partner to SNAMHS, NNAMHS, and the DHCFP, we shared our expertise and dedicated our 
staff resources to establish a high-quality transition program that effectively managed continuity of 
care for members with intensive behavioral support needs. This program benefitted all the DHCFP 
recipients and continues to influence SNAMHS and NNAMHS processes today.  


B. Outpatient Services 
Encouraging Appropriate Use of Outpatient Clinics: ER Rapid Response 
We are constantly working to deliver solutions that encourage appropriate use of outpatient clinics 
instead of the ER and psychiatric hospitals.  


Our Rapid Response Teams (RRTs) maintain a close relationship with all ERs and are on call to 
respond to requests for member assessment. Our RRT completes a psychiatric assessment onsite in the 
ER to identify persons who require an inpatient stay and to coordinate appropriate interventions for 
persons who may benefit from a less restrictive intervention. For persons on legal hold, the RRT works 
with the ER to determine the member’s immediate needs, alternative levels of care, and discharge 
planning to the least restrictive level of care. For persons to be admitted to an IMD, the RRT works to 
facilitate admission. 
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For members who do not need inpatient care or for whom ER interventions provide adequate stability, 
the RRT triages the member to appropriate supports, including to the Psychiatric Urgent Facility 
(PUF). PUF provides short-term supports for up to 12 hours and performs needs assessments that 
trigger referrals to services, including case management if not already engaged, and community 
supports.  


The RRT notifies our care management team of member status, including details of members using a 
less restrictive level of care. This triggers case management and the involvement of our field-based 
care coordinators. As needed, our field-based care coordinators can work with the member to schedule 
follow-up appointments for outpatient services and support members to attend these appointments.  


Facilitating Outpatient Services for Persons who are Homeless 
Approximately 7,500 people experience homelessness in Southern Nevada on any 
given night. This includes people residing on the streets, in parks, in shelters, and 


transitional housing programs. It is estimated that more than 34,000 people in Southern Nevada, 
including families with children, couples, youth, and individuals of all ages, will experience 
homelessness at some point during the year. Of these persons, 28.1 percent have a chronic health 
condition and 59.8 percent have a disabling condition. Many of these persons are or will be our 
members, thus we invest in identifying and implementing solutions for both serving them in the present 
and supporting them to effectively address personal barriers, 
leading to better health, recovery, and stability.  


We have a unique and innovative program in Nevada to reduce 
chronic hospital admissions, readmissions, and unnecessary ER 
utilization for our Nevada members, particularly those who are 
homeless or suffer from chronic behavioral health and SUD. Our 
strategy leverages key provider relationships, uses extensive 
outreach and field-based member engagement, offers an 
expansive array of wrap-around services including innovative 
short-term stabilization options, applies Value Added Services, 
and uses existing community resources to maximize our 
effectiveness.  


We address the drivers of chronic hospitalization and the 
underlying needs of our members who are homeless, engaging 
them in the field wherever they may be and while they are at the 
hospital, and coordinating an array of targeted post-discharge 
supports tailored to meet physical health and behavioral health 
needs.  


We have exclusive arrangements with key provider partners such 
as WELL CARE Services to support this initiative. We seek to use 
best and promising practices in combination with these supports 
to effectively serve our members who are homeless.  


Outcomes of our program are evident for both members who 
choose to pursue housing and those who do not. Members with 
claims for housing show a 68 percent reduction in ER and 
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inpatient care utilization, and members without housing show a 33 percent reduction in inpatient 
utilization, with a 67 percent increase in use of outpatient care.  


Figure 3.4.13.2-1 illustrates the comprehensive and integrated approach our provider partner WELL 
CARE Services offers to our members. 


Figure 3.4.13.2-1. WELL CARE Services Promote Recovery and Wellness through a Holistic Approach 
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Behavioral Health Clinic Services for Members with Chronic Behavioral Health or 
Substance Use Disorder Support Needs  
We have an exclusive provider relationship with WELL CARE Services to provide behavioral health 
services to all members with chronic behavioral health or substance abuse issues who habitually utilize 
the ER.  


Building upon our Post-Discharge Planning Program, we use a comprehensive, integrated approach 
that combines the following: 


 Field-based care coordinators who engage members face-to-face and provide coordination of 
Medicaid services and assistance to access social services and other community resources as needed 


 Transportation supports to facilitate getting to and from wellness and recovery appointments, 
including our Valued Added Service for Additional Transportation Benefits 


 Behavioral Health/Medical Clinic that provides primary care and telehealth exams, intensive 
hands-on case management, behavioral health therapy, and long-acting injectable medication 
therapy 


 Psychiatric Urgent Facility (PUF) that provides short-term respite housing for up to 12 hours and 
performs needs assessments that trigger referrals to services and community supports 


 Pharmacy program that provides medication therapy and management, as well as our Value Added 
Service providing bedside delivery of medications to members in the hospital 


 Referral to transitional medical and short-term housing  


 Short- to intermediate-term housing in a group home or other supported living 


 Referral to permanent supportive housing and coordination of related services 


 Supported employment coordination in collaboration with Nevada Partners 


Figure 3.4.13.2-2 shows the components of our approach for our homeless members. To date, we have 
impacted 2,600 members with behavioral health support needs in this program. Outcomes data is 
currently being assessed. 


 
  


Figure 3.4.13.2-2. Our Comprehensive Approach Improves Member Utilization of Outpatient Care and Provides 
Effective Interventions for Persons who are Homeless  
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Psychiatric Urgent Facility (PUF): A Customized 
Intervention 
Members referred to the PUF are transported there by a field-
based care coordinator. Once there, the member is offered access 
to medical care, medications, food, and shelter for up to 12 hours. 
We serve our members where they are, and opened the first of two 
planned PUF facilities this year to meet the needs of homeless 


adults who may not want traditional housing and as an alternative to ER and a more lengthy IMD stay. 
In the first four months of operation, we served 141 members in the facility and served some members 
more than once.  


The PUF also performs several needs assessments to determine if the member needs case management 
or support to secure desired housing. Members receive referrals from the PUF, including to our 
Shelter Bed Reservations Program, which provides an extended option of a safe place to recuperate 
after the 12-hour PUF stay is complete. We reserve 13 beds daily 
in this program, which has been operating since April 1, 2016. 
The PUF also provides a day treatment program that supports 
members to access services consistently.  


Culturally Competent Behavioral Health Clinic Services  
Data suggests minority groups are over-represented in the 
homeless population. In addition, because persons who are 
homeless may be transient, regional perspectives, beliefs, and 
behaviors may come into play when supporting the population. 
Sensitivity to issues of sexual orientation is also important, 
especially when working with members who left home due to 
related conflicts.5 We educate our case managers and field-base 
care coordinators in cultural competency and maintain staff who 
are connected to their communities. Our care management 
system and behavioral health clinic services are proactive and 
innovative in overcoming typical barriers to accessing outpatient 
care for members who are homeless.  


Our field-based case managers are in communities daily, 
checking in on members who are homeless or transporting them 
to clinic appointments. Our Additional Transportation Benefit 
provides bus passes and free rides for members who do not meet 
the eligibility requirements for the FFS transportation benefit. In 
addition, group transportation is provided to hospitals, other 
medical providers, and to scheduled days at the DMV, social 
services offices, and local courts. The group transportation can 


                                                 
 
5 http://www.nhchc.org/wp-content/uploads/2011/10/Pages-from-Organizing_Health_Services_book.pdf Accessed 
August 2016. 







 
   


 


3. SCOPE OF WORK 
3.4 MEDICAL SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.4 — Page 178 
 


help members obtain personal identification such as birth certificates, social security cards, and 
driver’s licenses. Our Identification Support involves our case managers in coordinating the process 
and covering the cost of replacing their Green Card, identification, or birth certificate.  


Our Bedside Medication Delivery program 
provides inpatient bedside and in-home 
medication delivery services and our Shelter Bed 
Reservations program helps members have a 
warm and safe place to sleep. We purchase 
homeless shelter beds in coordination with the 
Salvation Army of Southern Nevada. In addition, 
we arrange for members to have shelter at 
Catholic Charities of Southern Nevada and Las 
Vegas Rescue Mission on a case-by-case basis. 


For members who wish to secure housing, our 
field-based care coordinators refer them to 


community housing agencies. Our exclusive provider partner’s housing program, New Hope Housing, 
offers short-term, stable housing, including room and board, paired with an intensive navigation 
specialist that links members to community supports, job training, supported employment programs, 
and permanent affordable housing options. We currently support more than 100 members at any point 
in time through this housing program. Our field-based care coordinators may also assist members to 
secure permanent housing without first using a short-term option. At all times, we respect a member’s 
choice regarding living circumstances and work with him or her to establish and evolve recovery goals. 
We are fully supportive of and have experience implementing a Housing First approach to assisting 
members in recovery.  


Consistent with member goals, field-based care coordinators also 
collaborate with Nevada Partners, Inc. to access job training, 
coordinate supported employment, and facilitate job placement to 
assist members to achieve self-sustainability. 


C. Mental Health Rehabilitative Treatment 
Services 
We support the delivery of Mental Health Rehabilitative 
Treatment Services to help maximize member well-being and 
enhance each member’s independence. Our current network 
includes providers who deliver programs for assertive community 
treatment, psychosocial rehabilitation, basic skills training, day 
treatment, peer-to-peer services, and crisis intervention.  


In March 2016, we worked to enhance our management of this 
service in Nevada, since these services are historically sites for 
fraud, waste, and abuse in Medicaid systems. First, we moved all 
administrative oversight in-house, including utilization 
management and medical necessity evaluations. Next, we used our relationships with providers to 
educate them in appropriate use of these services, including viewing Mental Health Rehabilitation 
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Treatment Services as a short-term, intensive intervention. We continue to work with these providers to 
identify appropriate long- term solutions for our members using Mental Health Rehabilitative 
Treatment Services.  


D-E. Our Robust Behavioral Health Network Offers Timely Access to 
Outpatient Care 
Our robust network currently enables prompt access to care for our members. Our network includes 
outpatient clinics, psychologists, psychiatrists, and mental health rehabilitative treatment services 
providers, including SNAMHS and NNAMHS, which are Essential Community 
Providers. Our Nevada network includes more than 1,450 behavioral health 
providers, including providers conducting case management services. We are 
capable of expanding our Nevada network to accommodate additional populations in the Contract. 


Our behavioral health network management and case 
management programs interface to maintain an up-to-date list of 
outpatient services, indicating wait times and if the provider is 
taking new patients. We conduct monthly outreach to providers to 
update this list. The listing is also used by inpatient facilities and 


our Transition Care Program to facilitate linkages and referrals. 


Our partnership with WELL CARE Services exclusively links us to some of the largest behavioral 
health clinics in southern Nevada and facilitates delivery of mental health and substance abuse 
services to our members. This relationship has significantly improved our ability to help our members, 
because we have both rapid response and 24-hour wrap-around capabilities.  


A comprehensive network is vital to improve the quality of care for our members, and we have been 
providing high quality, cost-effective behavioral health services to Nevadans for years through our 
ever-improving network. We are dedicated to supporting our behavioral health providers to succeed in 
managed care, which is still rather new to some of them. We maintain a supportive relationship 
through our provider relations representatives, newsletters, and provider website. In addition, we 
partnered with outpatient providers, including multispecialty clinics, serving members who had 
questions about managed care that the providers were not comfortable answering. We held onsite 
“meet and greets” at these sites to respond to 
members’ questions about managed care and 
how to navigate the system.  


Behavioral Health Services 
Delivered in Primary Care Settings 
Enhance Access and Integration 
Another critically important component of the 
continuum of behavioral health services are 
those provided in a variety of outpatient settings. 
These settings include behavioral health 
clinicians working in behavioral health clinics, 
those in independent practice, small and large 
group providers, hospital-based outpatient 
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programs, and PCPs offering behavioral health treatment or behavioral health clinicians practicing in 
primary care offices.  


As part of our overall commitment to promoting 
and supporting the integration of behavioral 
health and general medical care, we reimburse 
PCPs for a wide array of outpatient treatments 
of behavioral health services provided in PCP 
sites. We allow reimbursement for more than 40 
procedure codes used by PCPs related to 
behavioral health treatment. We review services 
for medical necessity per program guidelines.  


In our experience in other settings where PCPs 
are encouraged to provide behavioral health 
services, we find that only PCPs with the 
training, experience, time, and interest provide 
these services. We inform PCPs through 
credentialing applications, provider relations 
outreach materials and visits, and specific 
training events that we will reimburse for these 
services. To make sure these treatments are 
medically necessary, we provide clinicians with 
documentation guidelines and published clinical 
guidelines for the diagnosis and treatment of co-
occurring disorders commonly associated with 
the population, including major depression and 
ADHD. We provide comprehensive, specialized 
training modules that are accredited and available online to enhance PCP understanding of guidelines 
and best practices. We then ask PCPs to document the treatment provided to members for behavioral 
health disorders to support its medical necessity. 


Primary Care Integrated Screening, Identification, Treatment, and Evaluation of 
Depression and Substance Use Disorders 
Through our Primary Care Integrated Screening, Identification, Treatment, and Evaluation (PC-INSITE) 
program, we provide training and support bringing the expertise of behavioral health coaches and 
supporting psychiatrists into PCP offices to improve the detection, diagnosis, and treatment of 
behavioral health conditions. This program supports PCPs in their roles as de facto behavioral health 
providers by targeting members with complaints such as headaches, nausea, and unexplained pains 
often unrecognized as symptoms of underlying behavioral health conditions. 


More than half of members seek treatment for behavioral health conditions from their PCPs, with non-
psychiatrists writing more than three-fourths of antidepressant prescriptions. We have implemented the 
PC-INSITE program in Las Vegas with one of Clark County’s largest primary care provider practices. 
We are continually looking for opportunities to expand this program to other providers to improve the 
detection, diagnosis, treatment, and ongoing management of members experiencing depression or SUD. 
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We target depression and SUD because they are prevalent among individuals with chronic pain, 
cancer, diabetes, heart disease, and other chronic health conditions. These conditions have debilitating 
effects on an individual’s quality of life and morbidity, and a significant impact on prognosis for other 
medical conditions. Finally, these conditions are very costly to the Medicaid program.  


By implementing PC-INSITE in Nevada and through our affiliates, we have achieved the following: 


 Trained PCPs to recognize symptoms of potential behavioral health conditions 


 Increased member engagement in screening, treatment, and recovery processes 


 Improved management of a person’s depression or SUD, including co-occurring conditions 


 Enhanced health experience for members 


 Improved health outcomes for members 


 Lower health services costs 


In addition to these overall program goals, the PC-INSITE program provides benefits to participating 
primary care providers that include the following: 


 Increased capacity to screen, assess, and treat patients with depression 


 Enhanced treatment of physical disease and conditions such as depression, which can affect 
recovery and treatment response 


 Access to financial support to hire a behavioral health coach to support treatment of depression 


 Access to financial support for a consulting psychiatrist 


 Improved quality as reflected by the HEDIS® depression matrix 


In our PC-INSITE program, we support PCPs by providing an onsite medical practice consultant and 
financial support for a co-located behavioral health coach who conducts screening and assessments 
using our case management tool. The screening measures a severity score that guides the behavioral 
health coach, in collaboration with the PCP, on referrals to specialists and the use of antidepressant 
medication. The behavioral health coach provides support and monitoring to verify member 
engagement and integrated care coordination. Our program includes financial support to engage a 
psychiatrist to provide consultation on complex matters and medications. As a program enhancement, 
we also include consultation and support by our pharmacist. 


We Empower Members in Recovery and Wellness  
We know Nevada and know that members are 
constantly looking for accessible and engaging 
solutions to their needs. We offer innovative 
solutions that engage and empower our 
members in recovery and wellness.  


Virtual Physician Services through 
Our Telehealth Service 
As part of our innovative strategies for 
expanding access through telemedicine, we 
offer our members access to web‐based physician and behavioral health consultations through our 
telehealth service website. Our telehealth service offers is a secure website that allows members to 
receive a live audio/video telemedicine consultation with a Nevada-licensed, board-certified, Medicaid-
enrolled physician or behavioral health clinician who can diagnose, make treatment recommendations, 
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and within the scope of their licensure, prescribe medications when necessary for clinically appropriate 
conditions, including cough, cold, fever, and flu. Members are able to access our telehealth service 
through a video-enabled computer, tablet, or smartphone via a secure Internet connection or an app on 
their mobile device. Our telehealth service complements the continuum of options for enhancing 
members’ access to health care services and providing alternatives to the ER.  


We are also evaluating establishing a limited number of telehealth service kiosk sites in key locations 
where members can receive an online visit and have their blood pressure and heart rate measured. Our 
affiliate health plans in other states use these kiosks to facilitate access to care and wellness checks.  


Community Resource Link 
Our website, accessible to members, families, and providers, includes access to Community Resource 
Link, which helps locate all available local community-based programs, benefits, and services 
including Medicaid and non-Medicaid services. This easy -to-use online tool promotes increased 
personal responsibility, self-management, and self-referral by providing accessible information about 
local providers, supplemental supports, and services of which they may not be aware. We will launch 
this program in Nevada with Contract initiation and currently provide this resource in a number of 
other states for members using long-term care supports and services.  


F. Residential Treatment Center 
We will continue to provide the benefits package required by the DHCFP related to Residential 
Treatment Center (RTC) admission. For both Medicaid managed care and Nevada Check Up 
members, our single point of contact designated nurse case manager tracks admissions to RTC and 
notifies the DHCFP of the admission within five calendar days of the admission date.  


We understand that for Medicaid managed care members, we are responsible for reimbursement of all 
RTC charges, including admission, bed day rate, and ancillary services until the member is properly 
disenrolled from managed care on the first day of the next month following the RTC admission or per 
the retro-disenrollment guideline.  


We work to support continuity of care for these members in their transition from managed care by 
engaging RTC providers in our transition and case management processes and by appropriately 
exchanging health information.  


We understand that Nevada Check Up members remain enrolled throughout their RTC admission. We 
are responsible for reimbursement of all ancillary services throughout their RTC admission. The RTC 
admission and bed day rate is covered by fee-for-service commencing on the first day of admission. 
Throughout the length of stay, we work with the RTC to coordinate care and facilitate a discharge 
transition plan that will support the member to successfully resume living in a preferred locale.  


We will comply with all the DHCFP guidelines and amendments regarding coverage and enrollment 
for members using RTC. 
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G. Behavioral Health Case Management 
Fully Integrated Case Management Rooted in our Nevada Experience  
We have an established history in Nevada of systems-level integration administering both physical and 
behavioral health benefits, as well as integrating disease- and condition-specific expertise in 
addressing physical and behavioral health conditions with a focus on healthy behaviors. We have built 
the operational systems and infrastructure and developed case manager certification programs that 
emphasize integration, operational processes, technological supports, and services that promote 
integration and a holistic approach in addressing member health service needs. Moreover, our 
approach to integration of services, including the integration of physical and behavioral health care, 
addresses psychosocial needs such as housing, education, employment, and meaningful participation 
in the community through linking and coordinating with community services and supports.  


Our approach supports integrated care delivery 
for persons with behavioral health and SUD 
concerns. This improves the member’s health, 
well-being, and the quality of care while 
proactively managing cost efficiencies, 
emphasizing member-informed choice, 
preferences, access, wellness, independence, 
recovery, and responsibility.  


Our program assists members and providers 
with referrals, transitional care, crisis services, 
or increased level of care needs regardless of 
the degree of morbidity, diagnosis, and level of 
care. We proactively identify members in need 
of disease management services through our 
predictive modeling tool, screenings, or 
referrals. Our case managers reach out to the 
member or family/caregiver to explain the 
disease management program and initiate 
assessment and planning processes. Members 
are provided the type and intensity of support 
they need based on their assessment results 
and changes in health status. Our case 
management and disease management 
programs are discussed in full in Section 
3.10.20 Continuity of Care System.  


Predictive Modeling Proactively Identifies Members Who Need Case Management 
Our predictive modeling system synthesizes member demographic and claims data, such as diagnoses, 
pharmacy, hospitalizations, ER encounters, and expenditures, to predict future outcomes. This tool 
generates a monthly report and includes every member enrolled in our plan.  
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Our predictive modeling produces two scores:  


 Chronic Illness Intensity Index (CI3) indicates the overall illness burden of a member. This allows 
us to risk stratify all members, identifying those in need of outreach most urgently. The model 
screens for conditions that are clinically manageable, as determined by our team of clinical experts, 
fostering the best use of resources. This tool incorporates available new member historical 
information provided by the State, allowing us to identify and connect new members with supports 
more quickly, without waiting for claims to process in our system  


 Likelihood of Inpatient Admission (LIPA) index indicates the probability of an inpatient admission 
in the upcoming 60 days, another tool that allows us to prioritize members for outreach. Using these 
scores, we identify persons who may be appropriate for disease management programs and also 
stratify individuals with complex physical, behavioral, or social support needs into care 
management  


In addition, our First Time Admitters Report identifies members who meet the following criteria:  


 Members who have two or more disease states and need assistance with care coordination, making 
preventive care appointments, or accessing care to address their chronic health condition 


 Members who have had an inpatient physical or behavioral health hospital stay in the last 90 days 


 Members with aggregate high-dollar claims of more than $50,000 in six months 


 Members with 12 or more ER encounters in six months 


The risk profile allows us to identify and prioritize outreach to those with the greatest disease burden 
and likelihood to be acutely admitted to the hospital in the near future. This information enables us to 
provide the level of support that is commensurate with each individual’s risk and as timely as possible. 


Once we identify a member in need of services, a case manager reaches out to the member and 
family/caregiver to explain the program. We gather important information about the member’s 
preferences, priorities, values, and specific level of need, and identify any gaps in care. The member is 
then provided the type and intensity of support they need based on their assessment results.  


Case Management Addresses Behavioral Health Risks 
Our case managers provide holistic coordination of care and services with the member and between the 
providers that address each member’s physical health, behavioral health, functional, social, and 
environmental needs and preferences. Our goal is to stabilize and improve the individual’s health 
outcomes through care coordination, eliminating the gaps in care that have historically led to emergent 
situations. Our case management processes focus on preventive care and helping members use 
resources more efficiently to optimize health and minimize the need for emergent care. 


Our process for referring a member for case management is based on member needs identified through 
the health needs screening, such as special care needs, a condition of interest, or a chronic or co-
morbid disease history that indicates the need for real-time, proactive intervention.  
Upon receipt of a referral, a clinical operations specialist rapidly reviews the information in our Care 
Coordination System to determine what level of service the member is currently receiving and directs 
the request to the assigned case manager for immediate follow-up and response back to the referring 
provider. For members in disease management, the clinical operations specialist drives the review 
process and coordinates with the disease management program case manager and the member’s care 
management team to facilitate review of the member’s health and level of stratification.  
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For members with a high risk of first-time inpatient behavioral 
health admission, as indicated by our predictive modeling tools, 
we conduct immediate outreach with a phone call to identify if 
members require assistance with non-Medicaid supports, such 
as housing, food banks, or other resources.  


With the information gathered by the clinical operations specialists, a case manager evaluates the 
member’s risk score from our predictive modeling system along with the initial screening, health risk 
assessment, and any other information that is available.  


We strive to engage members to participate in case management to optimize health or improve 
functional capability through services that are provided in the right setting in a cost-effective manner. 
Our model also focuses on reducing unnecessary ER visits and inpatient hospitalizations, appropriately 
accessing specialty and behavioral health services, and increasing the use of preventive care. All 
members receiving case management services also receive all the benefits of our disease management 
services. 


Peer Support and Recovery Program Enhances Member Engagement in Case 
Management 
Our Peer Support and Recovery Program is designed to complement and enhance case management 
and disease management programs. It creates an additional layer of social and emotional support to 
our members aged 18 or older with two or more inpatient psychiatric hospitalizations in a 12-month 
period and have a diagnosis of substance use, depressive, schizoid personality, anxiety, adjustment, or 
bipolar disorders.  


A peer support specialist, each with his or her own unique set of experiences, contacts members from 
an outbound call center between 8 a.m. and 8 p.m. EST. The peer support specialist reaches out to 
members to engage, motivate, and inspire them to participate in recovery, and to form a supportive 
recovery network to improve health outcomes. Through daily calls, peer support specialists work with 
members to identify recovery resources, engage supports, remove barriers, and facilitate connections in 
the local community. These activities are coordinated with case management activities, and issues 
requiring immediate attention are triaged to the member’s assigned case manager.  


Text-Based Peer Support Services Program Engages Teens in Recovery 
Our Text-Based Peer Support Services Program provides teens access to emotional support and 
information while also promoting independence. Our program provides crisis text services to 
adolescents. The program allows members to engage with a qualified mental health professional and 
receive resource information in the manner that best meets their individual needs and preferences. 


Texters engage in a collaborative dialogue with 
clinicians to establish rapport and determine 
service needs, including needs exploration, 
suicide risk assessment, mental health symptoms, 
drug and alcohol use screening, social support/ 
coping, and demographics. Our qualified mental 
health professionals provide counseling and 
crisis intervention as needed. 
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Behavioral Health and Substance Use Disorder Disease Management and Specialty 
Programs 
Substance Use Disorder Disease Management Programs  


Our Substance Use Disorder (SUD) program helps members with significant substance use improve 
their overall health and achieve a successful recovery. This program uses designated case managers, 
called recovery coaches, to focus solely on our 
members with SUD, especially those with high 
utilization of detoxification services and 
admission/re-admission to inpatient settings.  


Our case managers work with members to 
identify long-term, holistic goals and desires, 
helping them attain the components of a 
healthier lifestyle, such as permanent housing, 
employment, and social connectedness. We 
base our approach on specific criteria to 
determine the most appropriate level of care 
for SUD, and we work to facilitate the 
treatment and resources members need to help 
them rebuild their lives with their families and 
in their communities. 


The key elements of our strategy involve 
creating a system of care and supports able to respond rapidly and effectively to each member’s needs. 
Our approach allows us to anticipate future needs and meet the member where they are. These systems 
include high-touch case management and coordination rooted in recovery principles, field-based 
recovery outreach specialists, provider collaboration, expanded services and networks, and linkage to 
community supports. 


The SUD program focuses on four targeted areas of intervention: maternal/child, drug utilization 
management report, recovery coach, and Screening Brief Intervention and Referral to Treatment 
(SBIRT). 


Maternal/Child Substance Use Disorders Program 
Our clinical practice guidelines require providers to screen pregnant women for potential substance 
use in pregnancy. With our programs, providers are asked to advise pregnant women of the risks that 
substance use poses to their unborn child. 


Members are identified from the Obstetric (OB) High Risk Screening for substance use with a modified 
4Ps (parents, partners, past use, present use) approach shown to be effective in maternal/child settings. 
The assessment includes specific questions about tobacco, alcohol, and drug use. 


We have built SBIRT into all OB case management processes. All members enrolled in our program 
receive brief interventions based on the Substance Abuse and Mental Health Services Administration 
(SAMHSA) SBIRT materials and may be referred to SUD treatment in their local area.  
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In addition, OB case managers have access to the following:  


 Our SUD program medical director, a board-certified addictionologist, who provides case 
consultations weekly 


 Our SUD Playbook, our manual that provides direction on brief interventions and strategies for 
engagement 


 A behavioral health case manager who also specialized in OB care management, who offers 
member consultation, co-management, or peer-to-peer consulting as requested. This case manager 
can also be used as a secondary case manager for assistance with members needing SUD treatment, 
and participates in ICTs as requested. 


Our OB case managers and social workers are trained in screenings, brief interventions, and referrals 
to treatment. Training in brief interventions for substance use (including opioids) is based on 
SAMHSA’s SBIRT materials and is included in new hire and refresher training. 


We have also educated our Case Management 
staff to use a simple alcohol-screening 
instrument to identify if a pregnant member is 
drinking during her pregnancy. This instrument 
can be administered quickly and easily and has 
been found to be effective as a preventive 
measure when combined with appropriate 
follow-up. TWEAK is a five-question scale to 
screen for alcohol use during pregnancy: 


 Tolerance-how many drinks can you hold? 


 Worried-are friends or family worried about 
your drinking in the past year? 


 Eye Opener-do you sometimes drink first 
thing in the morning when you wake up? 


 Amnesia- have you had blackouts? 


 K/Cut Down-do you feel the need to cut down 
on your drinking? 


The instrument includes T-ACE, a screening 
that detects lower levels of alcohol consumption 
that may pose risks during pregnancy. 


We conduct a behavioral health identification, 
referral, and management webinar with 
providers that includes information about 
managing the pregnant member with general 
substance or opioid use. Providers can access 
the webinar on our provider website for review 
or refresher training. Continuing medical 
education and continuing education units are 
provided for those who complete the training on 
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the website. We constantly work to improve early identification of pregnant women at risk or actively 
abusing substances by enhancing member education and incorporating more complex data analysis of 
potential risk indicators.  


Pharmacy Monitoring Identifies Women at Risk 
Our Maternal/Child SUD Program identifies members at risk with a Controlled Substance Utilization 
Monitoring (CSUM) pharmacy program that uses a report of members at risk based on our pharmacy 
data, in conjunction with other referrals, such as from providers. Members identified via CSUM are 
referred to our OB case managers for additional screening.  


Substance Use Disorder Recovery Coach  
We provide specialized case management and recovery coaching to improve health care for members 
with SUDs who meet certain high-risk criteria. Our recovery coaches receive specialized training on 
integrated care and are experienced in using techniques to increase member engagement in treatment 
programs.  


Members often need this support to stay the course in long-term treatment programs. The recovery 
coach also works with the member’s multidisciplinary team to address psychosocial concerns and 
support needs, such as housing, commitment to preventive care, and needs in other life domains. 
Recovery coaches report that a major barrier to engaging in and sustaining recovery is unresolved and 
unmanaged physical health conditions. For this reason, recovery coaches are particularly focused on 
addressing all member needs, for behavioral health as well as physical health. Recovery coaches are 
available for a minimum of six months, with longer engagement based on a member’s wishes.  


Since the start of this program, our affiliates have reached out to more than 900 members. Our Nevada 
recovery coach program maintains an engagement rate of 70 percent, the highest among our affiliates’ 
Medicaid programs nationwide.  


Community and Member Violence Reduction Program (VRP) 
In September 2016, we will implement a Community and Member Violence Reduction Program (VRP) 
in Clark and Washoe counties, which have the highest rate of incidents of violence among our 
affiliates’ Medicaid programs nationwide. This program will be operated for us by a highly qualified 
subcontractor.  


The primary goals of the VRP include the following:  


 Reduce violence-related injuries to program participants and 
their families  


 Reduce acute inpatient hospital, ER, and urgent care 
utilization  


 Increase access to mental health, substance abuse, and 
primary care treatment 


 Increase access to community-based services  
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Members with the following claims histories will be targeted for participation in this program:  


 Assault by cutting and piercing instrument 


 Assault by other unspecified means 


 Fight, brawl, rape 


 Injury by other and unspecified means, undetermined whether accidentally or purposely inflicted 


 Late effects of other and unspecified injuries 


 Personal history of injury presenting hazards to health 


 Personal history of psychological trauma presenting hazards to health 


 Poisoning by solid or liquid substances undetermined whether accidentally or purposely inflicted 


 Attempted suicide by self-inflicted injury by cutting and piercing instrument 


 Attempted suicide by self-inflicted injury by other or unspecified means 


 Attempted suicide and self-inflicted poisoning by solid or liquid substances 


 Any firearm-related event (assault, accident, event of unknown cause, legal, self-harm/attempted 
suicide) 


The program operates on two levels:  
1. Community engagement via local steering committees that focus on asset-based development to 


build on the skills and knowledge of local residents, align public initiatives, and garner the 
support of local institutions 


2. Member and family engagement to reduce future events  


The heart of the VRP is a highly individualized series of violence reduction interventions. Safety 
engagement coordinators (SECs) work with participants face-to-face, as well as through other 
communications (texting, phone, email, video chat) to help assure ongoing and constant contact.  


Once members are safety risk-stratified and agree to participate, SECs conduct an assessment that 
guides the development of our strengths-based personal safety planning. This includes interventions 
and goals that develop skills, strategies, and supports to avoid or reduce violent situations, as well as 
involvement of an interdisciplinary team to empower members to reach these goals.  


Service coordination is a critical component to assist members in attaining their individualized violence 
reduction goals and to avoid inappropriate service utilization. Services are coordinated with our case 
managers, network providers, community service providers, social service organizations, schools, and 
informal supports. SECs assist members and their families in accessing community-based services 
such as victim assistance programs, domestic violence shelters, gang intervention services, legal aid, 
alternative educational programs, faith-based organizations, and employment. SECs track progress 
toward goal completion and actively prepare members for graduation from the program early in the 
process.  


Strategies used to assure member safety include assessment, planning, and contact procedures. SECs 
identify safety needs during the initial assessment, including the living and neighborhood environment, 
current or past physical, verbal, and sexual abuse, domestic violence, and history of violent incidents. 
Within the first 30 days of engagement, SECs develop a crisis plan as a component of the treatment 
plan based on results of the assessment. The plan focuses on predicting and preventing situations that 
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may escalate to or result in another violent incident. It also includes practical steps to take in the event 
of a crisis. 


Additionally, through collaboration with the Marketplace Solutions and Incentive Project (MSIP) and 
the Youth Alliance Program (YAP), we will address the prevalence of gang violence, gun violence, 
domestic violence, assault, and associated trauma to connect members that have experienced violence 
with relevant community resources. MSIP provides a high touch, face-to-face, strengths-based, goal-
setting model aimed at reducing costs associated with violence and improving member outcomes. 


Behavioral Health Call Center 
We have three behavioral health call centers serving our 
members nationally, one of which is located in Las Vegas, 
Nevada. Behavioral health call centers are reached via an 
option on the member and provider services main phone line. 
The call centers are equipped to address utilization management, inpatient/outpatient referrals and 
authorizations, crisis call triage, member questions about specific benefits, and provider escalations. 
Our call center function for crisis calls and inpatient admission clinical review is available 24/7. Other 
functions are available during extended working hours in all time zones.  


Supporting Members 24/7  
We recognize that members may need access at any time to behavioral health care coordination, 
including for crisis, so they need prompt access to the appropriate level of assistance. Our medical and 
behavioral health care professionals are available to respond to all urgent needs. Members will have 
access to assistance 24 hours a day, seven days a week (24/7). For members needing care coordination, 
we conduct a warm hand-off to our field-based care coordinators. For persons triaged as in crisis, 
crisis support procedures are in place for the member services, behavioral health, and nurse call lines. 
Crises may be related to medical/behavioral health, or social/environmental supports, such as the loss 
of a primary caregiver or housing. 


When members are experiencing a behavioral health crisis, our call center associate responds to the 
crisis call by bringing a licensed clinical staff member on the call to work in real time to address the 
crisis. During normal business hours, a clinician from our local operations team provides assistance. 
After hours, a clinician from the after-hours team assists the member. The clinician speaks to the 
member, and if needed, will contact a local resource to conduct a welfare check. The welfare check 
contact will use local facilities or authorities, our Rapid Response Teams (RRT), or 911. ERs also have 
access to our RRTs. If a welfare check is not needed, the clinician will refer the member to a local 
provider. The clinician documents the call in our system, and a report of the crisis call is sent to our 
local behavioral health manager. The behavioral health manager assigns a case manager to follow up 
with the member. Detailed crisis procedures are in place to address various scenarios. 


H. Habilitation Services 
We facilitate our members accessing habilitation services consistent with the DHCFP requirements 
and will continue to do so.  


We conduct utilization management and oversight of this service in-house. We monitor our providers 
to assure the service is delivered consistent with the DHCFP guidelines. We have an adequate provider 
network to support member access to the service, and we coordinate care for members using this 
service.  
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I. Methadone Treatment  
Consistent with the DHCFP requirements, we cover methadone treatment and related counseling (code 
H0004) for all Nevada Medicaid and Check Up members. Services are offered at both SNAMHS and 
NNAMHS, and some network substance abuse prevention and treatment agency (SAPTA) providers. 


Working to Reduce Opioid Use in Nevada 
We remain actively engaged with State partners like the DHCFP to address challenges that negatively 
affect Medicaid programs, and tear at the social fabric of the communities we serve. Communities 
across the country are faced with dramatically rising rates of opioid addiction and overdose deaths, 
including heroin and opioid pain relievers, and we recognize that this remains a priority concern in 
Nevada, since Nevada has one of the highest rates of drug overdose in the nation. 


Our response to this crisis is reflected in several initiatives, which work in tandem to reduce the rate of 
opioid use in Nevada. We continue to work with agencies and lead the community in identifying new 
solutions that we will incorporate into our pharmacy and other clinical programs. Our current 
programs include the following: 


 A pharmacy lock-in program  


 SUD case management 


 Additional providers who are Suboxone prescribers 


 Triggers built into our predictive modeling/risk stratification that identifies members prescribed 
Suboxone for case management 


We will consider extending our pharmacy lock-in program to include ER tracking under the new 
Contract.  


In addition, we are improving our Controlled Substance Utilization Monitoring (CSUM) program, in 
which we collaborate directly with providers to educate them about their patients with elevated 
utilization of controlled substances, advise them of appropriate prescribing practices, and emphasize 
the importance of monitoring controlled substance use patterns. Immediate future plans include testing 
the following edits:  


 Suboxone/Narcotic Concurrent Utilization – A retrospective program that identifies and aims to 
eliminate the concurrent use of Suboxone and narcotic medications 


 Triple Treat Initiative – A retrospective program that identifies and aims to eliminate the concurrent 
use of benzodiazepines, opioids, and skeletal muscle relaxants 


Our Public Affairs team is actively involved in combatting the opioid abuse epidemic by continuing to 
serve as a partner and reasoned voice on this critical issue in multiple forums. For example, we 
provided feedback on the Centers for Disease Control draft guidelines for prescribing opioids for 
chronic pain. In August 2016, we presented at the Nevada Governor’s Summit on Opioid Abuse, 
discussing our progress in solutions offered in both our in-state commercial and Medicaid programs. 
We continue to support the proliferation of common sense prescribing guidelines with the goal of 
preventing opioid abuse and addiction.  
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In addition, we are willing and able to collaborate with the DHCFP to develop educational materials 
and training programs supporting evidence-based practices for licensed opioid treatment providers. To 
support prevention of opioid dependence, we are also willing to collaborate with the DHCFP to develop 
educational materials and training programs for physicians prescribing opioids, including warning 
signs of opioid dependence and treatment resources.  


Virtual Reality Therapy Provides Alternatives to Narcotics for Pain Management 
We are bringing innovative solutions to Nevada by partnering with Sierra 
Neurosurgery in the North Region to supplement their pain management programs. 
We are purchasing two Virtual Reality systems, including high-tech helmets, for therapeutic use as an 
alternative to narcotics in pain management. Virtual reality is an evidenced-based practice clinically 
proven to reduce pain ratings and is shown to be highly effective in younger members. This equipment 
will be available to all Sierra Neurosurgery patients, and we will cover sessions for our members.  


J. Alcohol and Substance Abuse Treatment, including Intensive Outpatient 
Treatment  
We are fully equipped to administer alcohol and substance abuse treatment, including outpatient 
treatment, consistent with the DHCFP requirements and will continue to comply with related 


requirements. We help our members access alcohol and substance 
abuse treatment services. We conduct utilization management and 
oversight of these services in-house. We monitor our providers to 
assure the service is delivered consistent with the DHCFP 
guidelines. We have an adequate provider network to support 
member access to the services, and we coordinate care for 
members using these services. As described above, we are 
constantly working to develop solutions that leverage best 
practices and innovation in these behavioral health treatment 
areas.  


Supporting Members with Court-Ordered Treatment 
We have cultivated strong relationships with local agencies whose 
services augment those provided by us, and support members to 
achieve their self-identified goals. We work directly with courts in 
Washoe County and NNAMHS to support members with court-
ordered treatment with referrals, securing a provider, and making 
and attending appointments. We support SAPTA providers in the 
authorization process, as applicable, and via care coordination. 
This relationship supports members to comply with drug court 
monitoring and to succeed in recovery goals. In addition, this 
coordination assists members to transition across the continuum 
of care for substance use treatment, regardless of the payer.  
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Increasing the Range of SAPTA Providers 
We maintain a very close and productive relationship with Nevada’s SAPTA providers. More than two 
years ago when these services were first carved into managed care, we worked directly with these 
providers to complete enrollment and contracting, including 
helping them take steps to qualify as Medicaid providers. Our 
provider relations staff worked with them directly on billing and 
authorization procedures. Our case managers completed clinical 
rounds and assisted planning and coordination to enhance 
provider understanding of Medicaid requirements.  


We are the first health plan to ensure certified alcohol and drug abuse counselors were approved as 
qualified mental health providers and thus able to bill for services under the Medicaid and Nevada 
Check Up benefits within the context of the SAPTA setting. This greatly enhanced the span of SAPTA 
providers by allowing the use of qualified bachelor degree-level, non-licensed staff for drug and 
alcohol counseling as an agency-based service.  


Our network includes 16 SAPTA providers. We are willing and capable of 
expanding our alcohol and substance abuse treatment capacity in response to the 
DHCFP adding additional populations to the Contract. 


3.4.14 Coordination with Other Vendors and Other Services 
 


3.4.14.1 Continuity of Care for Recipients using Vendor Services 


 
We currently comply with the DHCFP’s expectations for coordination of services with vendors and will 
continue to increase vendor relationships and improve referral processes that enhance member access 
to Medicaid and non-Medicaid programs, including community resources and social services. We have 
a comprehensive process to coordinate services that our members receive from other vendors, pursuant 
to 42 CFR 438.208(b)(2), (3) and (4). Throughout this coordination, we work to protect our members’ 
privacy consistent with 45 CFR Parts 160 and 164. See section 3.18.4 for details on our HIPAA 
compliant processes, including for responses to inquiries and referrals.  


We coordinate care and services for Medicaid and Nevada Check Up members through our integrated 
care management program. We designate a primary case manager for each member engaged in care 
management and disease management programs. The member’s designated case manager acts as a 
single point of contact and dedicated resource to make sure that members are linked to the care and 
services that they need to stay healthy. This includes coordination of services and health care across 
our diverse provider network, in a variety of care settings, via connections with community resources.  


  


3.4.14.1 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement 
procedures to coordinate services it may provide to the recipient with the services the recipient may 
receive from any other vendor including dental. Upon request or notification of need, the vendor is 
required to communicate with other vendors serving the recipient the results of its identification and 
assessment of any special health care needs to ensure that services are not duplicated, and to ensure 
continuity of care. The vendor’s procedures must ensure that, in the process of coordinating care, 
each recipient’s privacy is protected consistent with the confidentiality requirements in 45 CFR Parts 
160 and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 
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While the case manager is working directly with the member as the lead of the interdisciplinary care 
team, our field-based care coordinators work to “connect the dots” in the member’s community, 
engaging vendors directly in support of the case manager’s activities. Our field-based care 
coordinators are non-clinical health care professionals with extensive backgrounds stemming from a 
variety of disciplines across the care continuum, 
such as social workers, health coaches, 
paraprofessionals, and medical office 
administrators. 


Our case managers coordinate the full range of 
services for all individuals enrolled in disease 
management or case management, including 
Children with Special Health Care Needs 
(CSHCN). During the initial assessment and 
discovery process, the case manager gathers 
information on the member’s physical and 
behavioral health conditions as well as 
information on his or her range of current 
supports. Gaps are identified in all domains, 
including social supports and community living 
supports, such as housing. As part of the care 
planning process, case managers then work with 
members and their families or caregivers, as 
appropriate, to map out the full range of 
supports that will help them achieve the goals 
they establish for themselves. 


As the case manager develops the care plan, the 
discovery process includes identification and 
engagement of members of the interdisciplinary 
care team, including the member’s PCP, 
medical and behavioral health providers, and 
any vendors currently involved in member 
supports. Vendors are included in both the 
initial planning and ongoing care management 
processes. Vendors work in collaboration with 
the case manager and interdisciplinary team 
members to establish strategies to fill gaps; these 
strategies are incorporated in the care plan. The 
plan includes pathways to specific interventions 
for all gaps, including treatment interventions 
and goals, health promotion and education 
activities, supportive services, and resources that 
may be provided by us, the health plan. At all 
times planning and monitoring strive to 
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safeguard that services are not duplicated. Appropriate new vendors are engaged during planning, 
when possible, or per care plan goals. Field-based care coordinators are embedded in the communities 
we serve and assist case managers, as necessary, to help locate vendors and programs that supplement 
health plan benefits. This may include linkage and coordination with vendors, State agencies, and 
community organizations.  


When services are available through a vendor or if an intervention is to be addressed by a vendor, these 
details are included in the care plan. Our case manager monitors all plan elements and enacts 
remediation when needed. 


While making sure to follow privacy guidelines, the member’s designated case manager communicates 
with other vendors during the discovery, assessment, and planning processes; during ongoing 
monitoring of the member’s status and utilization of services; and in the event of a change in status 
impacting vendor-supplied services. Ongoing communication and information exchange support 
continuity of care and holistic care for members.  


An example of vendor coordination is described in more detail in Section 3.4.4.2.N-O Dental and 
Orthodontic Services.  


3.4.14.2 Coordinating Services with Medicaid and Non-Medicaid Programs 


 
Our case management team includes clinical experts who foster consistency in coordination with 
Medicaid and non-Medicaid programs such as those listed in Figure 3.4.14.2-1. Our case managers 
specialize in handling obstetrical, Neonatal Intensive Care Unit, behavioral health, or adult/pediatric 
cases so they are familiar with the specific resources available through the State and community for 
members with specialized needs. As they collaborate with members and families, they identify the 
specific agencies or organizations that each individual needs and build them into the care plan. 


3.4.14.2 The vendor case managers will be responsible for coordinating services with other 
appropriate Nevada Medicaid and non-Medicaid programs. This coordination includes referral of 
eligible recipients, to appropriate community resources and social service programs, including 
supportive housing. 
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 We have cultivated strong relationships with local agencies whose services augment those provided 
through our health plan and support members to achieve their self-identified goals. We also maintain 
strong collaborative relationships with Clark and Washoe counties social services staff with which we 
frequently collaborate to identify programs for which members may be eligible. For example, we work 
directly with courts in Washoe County to support members with court-ordered treatment with referrals 
to secure a provider and schedule and attend appointments. We support substance abuse prevention 
and treatment agency providers in the authorization process, as applicable, and via care coordination. 
This relationship supports members in complying with drug court monitoring and in succeeding in 
recovery goals. In addition, this coordination assists members in transitioning across the continuum of 
care for substance use treatment, regardless of the payer.  


Figure 3.4.14.2-1. Our Strategic Partnerships Support Coordination 
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We have established strategic partnerships with agencies that educate, advocate, and serve children, 
families, seniors, and people with disabilities. Some of our other community partners in Nevada 
include Nevada Homeless Alliance, Healthy Start Coalitions, 
Parent Teacher Associations, school nurses associations, 
YMCAs, local schools, churches, and hospitals. Our resource 
directory currently includes almost 250 community agencies in 
both Clark and Washoe counties with which we coordinate 
referrals for members. Our most frequently accessed agencies 
include Nevada Supplemental Nutrition Program for Women, 
Infants, and Children (WIC) agencies, Family TIES, Family 
Resource Centers, and the Nurse Family Partnership. 


Additionally, our case management team includes field-based 
care coordinators who develop relationships with community 
agencies and other local organizations throughout our service 
area. These relationships strengthen our ability to incorporate 
non-covered services and social supports into each member’s 
care plan. Coordination of community services promotes 
improved health outcomes by reducing the risk of homelessness, 
boosting access to nutritious food, and promoting safe activities 
for children and adolescents in the community. Our case 
managers observe strict privacy protection policies and 
procedures in every case in which we coordinate with Medicaid 
and non-Medicaid services. 


Supports for Member Self-Referral  
We support members to self-refer for Medicaid and non-Medicaid supports. When a member calls our 
Member Services Call Center and needs assistance with a referral, our member services representative 
utilizes our network directory to share needed provider information with the member. If the member 
needs additional assistance (for example, engaging a non-Medicaid vendor, requesting a particular 
specialty that needs clinical review, or setting up an appointment), the call is transferred to a dedicated 
case manager who then assumes supporting the member to link with their established case manager, if 
applicable; establish care management, if needed; or receive immediate assistance needed in the event 
ongoing care management is not indicated. We follow up with members who were given referrals to 
verify they were able to link to a provider and offer additional assistance as needed. If a member calls 
after hours for referral assistance, the member will be asked to call during established business hours. 


We also offer a Value Added Service, Community Resource Link, to members that can help them 
identify services available in their community, including services to which they may self-refer.  
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Community Resource Link 
Our website, accessible to members, families, and providers, includes access to Community Resource 
Link, which helps locate and display all available local community-based programs, benefits, and 
services including Medicaid and non-Medicaid services. This easy -to-use online tool promotes 
increased personal responsibility and self-
management, in addition to supporting member 
self-referral, by providing accessible 
information about locally available providers, 
supplemental supports, and services of which 
they may not be aware. We will launch this 
program in Nevada with Contract initiation, 
and our affiliate health plans currently use this 
resource in a number of other states, including 
as a support to members using long-term care 
supports and services.  


Care Coordination Links Housing to Health Services 
We are deeply committed to facilitating the linkage of health services and safe, affordable, and 
accessible housing, as this promising practice consistently shows measurable improvements in health 
and quality of life as well as reductions in public spending. To this end, our parent company has 
committed more than $380 million over the last decade toward the development of affordable housing 
for low-income families across the country, including $1.2 million in affordable housing investments 
in Nevada.  


Through our affiliates, we have experience 
implementing Housing First initiatives in other 
state Medicaid programs. For example, our 
participation in the Tarrant County (Texas) 
Pathways to Housing Program combined our 
care coordination and care planning capabilities 
with both county resources and services and 
supports of the Salvation Army. The Housing 
First approach in the Pathways to Housing 
program resulted in improved health of medically 
vulnerable persons experiencing chronic 
homelessness and achieved goals of stabilizing 
their housing, increasing their income, and 
enhancing self-determination. As another 
example, our affiliate in Louisiana fully manages 
Medicaid-funded supportive housing benefits for 
persons with disabilities served in the state’s 
1915(i) program.  
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Our staff is experienced in leveraging Clarity, the Nevada statewide Community Management 
Information System and Homeless Management Information System (HMIS). This tool facilitates 
identification of a member’s previous or present use of housing supports and assists in appropriately 
linking our homeless members to pathways to housing.  


We have established strategic partnerships with agencies such as 
CARIDAD and Nevada Homeless Alliance that connect members 
to safe, affordable, and accessible housing and supportive 
services. Our resource directory includes a listing of housing 
resources, guiding case managers to appropriate supportive 
housing resources in Clark and Washoe counties when a member 
needs it.  


We frequently use the Clark County Social Services emergency 
rent voucher program, referring members who meet the eligibility 
criteria. We have been able to help members get into this program 
quickly, because we understand the program requirements. With 
the support of our case managers and field-based care 
coordinators, we typically reduce a two-visit process to one visit.  


In Washoe County, we work with the Crossroads program and 
with the Shelter Plus voucher program. We are collaborating with 
Washoe County and are looking for ways to facilitate improved 
supports for our members to access these programs.  


Other housing solutions include our Shelter Bed Reservations 
Program, which helps members to have a warm and safe place to 


sleep. We purchase 13 homeless shelter beds per day in coordination with the Salvation Army of 
Southern Nevada. In addition, we make arrangements for members to have shelter at Catholic 
Charities of Southern Nevada and Las Vegas Rescue Mission on a case by case basis. We also have 
access to the New Hope Housing program, which is offered by our partner WELL CARE Services. 
This program offers short-term, stable housing, including room and board, paired with an intensive 
navigation specialist that links persons to community supports, job training, supported employment 
programs, and permanent affordable housing options. We currently support more than 100 members at 
any point in time in the New Hope Housing program. 


Partnering with Nevada on Housing Solutions 
We are a committed strategic partner with the state of Nevada and are working to expand capacity for 
safe, affordable, accessible, and supportive housing. We are forward thinking in how housing impacts 
the health of our members.  


There are currently more than 100 service 
providers, including government entities, 
nonprofit organizations, faith-based groups and 
corporate partners, that are working together to 
provide homeless prevention and assistance 
programs to bring an end to homelessness in our 
Nevada communities. We are working with these 
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groups daily to identify and implement solutions.  


We are currently lending expertise to the Corporation for 
Supportive Housing (CSH) Affordable Housing Institute of 
Nevada, which supports the community developing additional 
affordable housing. Through this pilot program, sponsored by the 
U.S. Department of Housing and Urban Development (HUD), the 
Institute is working to identify projects that may be quickly 
implemented.  


We are also a member of Nevada H2 Leadership, joining with 
other community stakeholders and health plans to end 
homelessness at its root causes. Our representatives regularly 
attend quarterly meetings.  


Finally, we have worked directly with Clark County Social 
Services on the HUD grant Healthy Living, a permanent 
supportive housing program, addressing changing definitions 
within the program to expand the scope beyond medically fragile criteria to include behavioral health 
qualifiers. We have referred members and had them placed in housing within this program and look 
forward to future work with Clark County Social Services to include persons with behavioral health 
support needs in the Healthy Living program.  


3.4.14.3 Continuity of Services Through Case Management 


 
We designate primary case managers to coordinate care and services and promote continuity of care 
for members with special or complex needs, including juveniles temporarily detained by a state or 
county agency; seriously emotionally disturbed children, adults with severe mental illness, and 
individuals with substance abuse disorders; Children with Special Health Care Needs (CSHCN); 
homeless members; members with chronic conditions; and women with high-risk pregnancies.  


Our integrated case management approach includes identification and coordination of wraparound 
services that support achievement of case management goals such as peer support for members with 
serious emotional disorder (SED) and serious mental illness (SMI), school-based programs and 
services for CSHCN, and WIC referrals for women with high-risk pregnancies. 


Following our structured assessment and care planning process described in detail in Section 3.10.20 
Continuity of Care, case managers engage the members’ interdisciplinary team members to identify the 
full scope of services and supports that each individual and their family needs to achieve their goals. 
Case managers also develop a detailed care plan that maps out the array of medical, behavioral, and 
social supports each individual needs, including housing, specialized services, and community 


3.4.14.3 In addition to routine care coordination with other vendors, the vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for recipients with 
special needs. These recipients may include, but are not limited to: juveniles temporarily detained by a 
state or county agency; seriously emotionally disturbed children, adults with severe mental illness and 
individuals with substance abuse disorders; Children with Special Health Care Needs; homeless 
recipients; recipients with chronic conditions; and, women with high-risk pregnancies). Care 
coordination must address critical issues such as out-of-home placement, specialized mental health 
services and therapies, and needs that may typically be filled by community resources and social 
service programs. 
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resources. The case manager then facilitates access to those services, verifying throughout a member’s 
enrollment that he or she is continuing to receive the services needed to thrive. Our field-based care 
coordinators working with our case managers connect directly with members and local resources, 
providing extensive support to identify and coordinate with community agencies and other programs to 
foster a holistic and well-orchestrated care plan. 
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3.5 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND 
LIMITATIONS 
 


We have extensive experience managing member 
enrollment and disenrollment for Nevada 
Medicaid and Nevada Check Up members 
(recipients). This includes managing 
requirements for members that are transitioning 
from fee-for-service (FFS) or another managed 
care organization to our health plan. We have 
seasoned employees; proven technologies; and 
established processes, policies, and procedures 
related to receiving eligibility files from the State 
and managing the enrollment of assigned 
members to our health plan according to the DHCFP and Division of Welfare and Supportive Services 
(DWSS) requirements.  


We afford our members the freedom to choose from our participating Primary Care Providers (PCPs) 
upon health plan enrollment and the flexibility to request PCP changes at any time. We auto-assign an 
appropriate PC if a member has not selected one. We then conduct immediate outreach, including a 
personal welcome call, to assist members in changing their PCP (if they are not satisfied with the 
assigned PCP).  


Our member engagement activities support a seamless transition to our health plan. We inform our 
members about the importance of participating in their own health care decisions and who to contact 
should they require assistance.  


Our vast systems and resources position us to expand our enrollment and disenrollment policies and 
procedures for new Medicaid populations seamlessly.  


3.5.1 Accepting Assigned Members and Maintaining Enrollment Data 


 


We acknowledge that all eligibility and enrollment functions are the responsibility of the DHCFP and 
the DWSS. We further acknowledge that the first date a Medicaid- or Nevada Check Up-eligible 
member will be enrolled is not earlier than the applicable date in our Contract.  


In support of this, we have consistently accepted and will continue to accept all members enrolled or 
assigned to us. We maintain enrollment and billing procedures that assure we comply with the 
DHCFP’s auto assignment algorithm. Further, we maintain applicable member enrollment data in our 
core processing system which allows us to pull enrollment data on request. For example, our system 
allows us to identify members that are about to lose their eligibility. We assist these members in 
recertifying prior to losing their eligibility. 


3.5.1 The MCO eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. 
The vendor shall establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. The vendor shall accept each recipient who is enrolled in or assigned to the vendor by 
the DHCFP and/or its enrollment sections and/or for whom a capitation payment has been made or 
will be made by the DHCFP to the vendor. The first date a Medicaid or Nevada Check Up-eligible 
recipient will be enrolled is not earlier than the applicable date in the Vendor’s specified contract. 
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3.5.2 Accepting Eligible Members without Restriction 


 


We have consistently accepted and enrolled all eligible members assigned to us by the DHCFP into our 
health plan without restriction. We acknowledge that enrollment is mandatory except in limited cases 
where enrollment is voluntary as determined by the State. We understand and comply with the 
conditions stated in Chapter 42 of the Code of Federal Regulations (CFR), Section 438 as it relates to 
enrollment. 


We do not discriminate against individuals eligible to enroll on the basis of health status or need for 
health care services. We do not discriminate against individuals eligible to enroll on the basis of race, 
color, or national origin and will not use any policy or practice that has the effect of discriminating in 
such manner. We include these prohibitions in our Code of Business Conduct and Ethics and our 
Cultural Competency Plan (detailed in Subsection 3.4.2.15), and incorporate into our required 
compliance training that each of our employees must complete annually.  


As stated above, our policies and procedures mandate acceptance as enrolled of all Nevada Medicaid 
and Check Up members appearing on monthly enrollment reports. Similarly, our policies and 
procedures mandate that we will not encourage members to disenroll because of health care needs, a 
change in health care status, or utilization patterns.  


3.5.3 Disenrollment as the Result of a Grievance 


 


We confirm that if a member is previously disenrolled as the result of a grievance filed by our health 
plan, the member will not be re-enrolled with us unless he or she wins an appeal of the disenrollment. 
Further, the member may be enrolled with another health plan.  


We have never disenrolled a member as the result of a grievance and would only disenroll a member in 
the case of fraud or abusive behavior in a provider office. We promote the appropriate use of services, 
maintain our position as a steward of precious health care resources, and commit to working closely 
with our members and all providers involved in their care to address inappropriate utilization or 
behavior, effectively averting disenrollment. Should we identify behavior that may be problematic, we 
educate and support members to make appropriate choices and, as necessary, may require them to 
work only with specified providers. 


3.5.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.63(d)(1). The Vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the conditions 
set forth in 42 CFR 438.50(a). Per 42 CFR 438.63(d)(3)(4) the vendor will not, on the basis of health 
status or need for health services, discriminate against recipients eligible to enroll. The vendor will not 
deny the enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible to 
enroll on the basis of race, color or national origin and will not use any policy or practice that has the 
effect of discrimination on the basis of race, color or national origin. The vendor must have written 
policies and procedures for enrolling all eligible populations. The vendor will accept as enrolled all 
recipients appearing on monthly enrollment reports. The vendor may not encourage a recipient to 
disenroll because of health care needs or a change in health care status. Further, a recipient's health 
care utilization patterns may not serve as the basis for disenrollment from the vendor. 


3.5.3 If the recipient was previously disenrolled from the vendor as the result of a grievance filed by 
the vendor, the recipient will not be re-enrolled with the vendor unless the recipient wins an appeal of 
the disenrollment. The recipient may be enrolled with another vendor. 
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3.5.4 Retroactive Enrollment 


 


We understand that we are responsible for services rendered 
during periods of retroactive enrollment in situations where 
eligibility errors cause enrollment problems and that the 
corrections must be made within 180 days from the incorrect 
enrollment date. Our enrollment systems support retroactive 
eligibility transactions delivered on the 834 file, including the 
payment for services that would have been authorized had the 
member been properly enrolled. We will pay in-state providers the amounts that would have been paid 
to a contracted provider in the applicable specialty, and will pay out-of-state providers in these 
circumstances according to a negotiated rate between our health plan and the out-of-state provider. 


3.5.5 Change in Status 


 


We comply and will continue to comply with requirements to notify members of their responsibility to 
report all births, deaths, demographic changes, and any other relevant changes in status. Through our 
member handbook and visits with our field-based care coordinators, we inform members that they must 
notify their DWSS eligibility worker of changes in status. Members who contact our call center with 
changes or submit changes through our secure website are directed to contact DWSS. 


When we become aware of a change in a member’s status, including changes in family size, we inform 
the DHCFP electronically via the prescribed data file each Friday. To make sure that the DHCFP has 
the most current information on member demographic data changes, we generate and transmit update 
files daily (Monday through Friday ) via Secure File Transfer Protocol (SFTP). 


  


3.5.4 The vendor is responsible for services rendered during a period of retroactive enrollment in 
situations where eligibility errors have caused an individual to not be properly and timely enrolled with 
the vendor. In such cases, the vendor shall only be obligated to pay for such services that would have 
been authorized by the vendor had the individual been enrolled at the time of such services. For in-
state providers in these circumstances, the vendor shall pay the providers for such services only in the 
amounts that would have been paid to a contracted provider in the applicable specialty. Out-of-state 
providers in these circumstances will be paid according to a negotiated rate between the vendor and 
the out-of-state provider. The timeframe to make such corrections will be limited to 180 days from the 
incorrect enrollment date. The DHCFP is responsible for payment of applicable capitation for the 
retroactive coverage. 


3.5.5 The vendor must notify a recipient that any change in status, including family size and residence, 
must be immediately reported by the recipient to their DWSS eligibility worker. The vendor must 
provide the DHCFP with notification of all births and deaths and demographic changes. 
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3.5.6 New Enrollment Process 
 


3.5.6.1 Newly Approved Medicaid and Nevada Check Up Members 


 


We understand newly approved members can select our health plan as their plan of choice, and that 
absent a choice, the DHCFP will assign eligible members to our health plan based upon an auto-
assignment algorithm. Auto-assigned members will have 90 days to switch to an alternate health plan.  


Upon assignment of a Medicaid or Nevada Check Up member, we will enroll the member based on the 
DHCFP and federal requirements. Additionally, during this time, we will conduct a member welcome 
call to introduce ourselves and assist the member in selecting a PCP from our participating provider 
network. We provide members with the flexibility to request PCP changes within the DHCFP’s 
guidelines at any time. Should the member choose to select an alternate health plan, and his or her 
written request to do so is approved by the DHCFP’s fiscal agent, we will work with the member and 
the alternate health plan to facilitate a smooth transition by transferring records, prior approvals, and 
service plans, as applicable. 


3.5.6.2 Newborns 


 


We support new mothers and infants in every way we can, so we emphasize that early identification of 
members who are pregnant is an essential element of being able to positively impact pregnancy and 
birth outcomes. As a result, we have established processes and systems for identifying and outreaching 
to expectant mothers prior to their delivery dates. We advise them of their responsibility to notify the 
DWSS of the birth and provide information about newborn benefits, rights and responsibilities, and 


3.5.6.1 The newly approved Medicaid and Nevada Check Up recipients who have never been eligible 
in either program who are not joining an existing case will have the opportunity to select their vendor 
of choice at the time of application, or any time prior to the approval of their application. Absent a 
choice, the DHCFP will select a vendor for the recipients using an auto-assignment algorithm that 
distributes families between the vendors. These recipients will have ninety (90) days to change their 
mind and switch to another vendor. 


3.5.6.2 Newborns 


A.  The vendor is required to report births electronically on a weekly basis to the DHCFP via the 
Provider Supplied Data file located on the File Transfer Protocol (FTP) site. 


B.  Medicaid-Eligible Newborns 
 The vendor is responsible for Medicaid newborns as of the date of birth, provided the mother 


was actively enrolled or retro-actively enrolled at the date of birth.  
C.  Nevada Check Up/CHIP Newborns 
 The Head of Household/Mother must notify the DWSS of the newborn within 14 days following 


the delivery in order to qualify to receive coverage from the date of birth. If the family into which 
the baby is born is a Nevada Check Up family currently receiving coverage from the vendor for a 
sibling of the newborn, and the newborn is qualified to receive coverage from the date of birth 
and is eligible for Nevada Check Up, the vendor shall receive a capitation payment and provide 
coverage for the month of birth. The vendor will also receive a capitation payment and provide 
coverage for all subsequent months that the child remains enrolled with the vendor. If 
notification is not received as required herein, the newborn will be enrolled as of the first day of 
the next administrative month from the date of notification. 


D. If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the 
coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up 
until after the insurance expires and the child’s eligibility is determined under Nevada Check Up 
eligibility rules. 
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available services and supports. For example, we identify pregnant women from frequent and ongoing 
analysis of enrollment files, claims data, laboratory reports, hospital census reports, provider referrals, 
and self-referrals. We include newborn reporting responsibilities in our member handbook, member 
website and during new member outreach and welcome calls. Our case management team emphasizes 
the importance of notifying the DWSS and the health plan of a birth to engage new mothers/care 
givers in the newborn’s health care and well-being. 


A. Reporting Births 
We report births electronically to the DHCFP daily, Monday through Friday. We immediately collect 
birth information for infants born to enrolled mothers from the hospital, PCP, OB provider, case 
manager, or other health care professional; enter the information into our data collection system; and 
report via the Provider Supplied Data file located on the File Transfer Protocol site. We also instruct 
mothers and caregivers to notify their case managers of a birth. We reinforce this responsibility in our 
member handbook, member website, during new member outreach and welcome calls, and through 
our case management team. 


B. Medicaid Eligible Newborns 
We will be responsible for all Medicaid newborns as of the date of birth if the mother of the newborn 
was enrolled with us, or should have been enrolled with us, as of the newborn’s date of birth. 


So that appropriate services are provided upon birth, all Title XIX Medicaid eligible newborns born to 
enrolled mothers are temporarily enrolled in our eligibility system immediately upon date of birth. The 
temporary record is reconciled when the child’s permanent Medicaid identification is received on the 
enrollment file from the DHCFP. Newborns remain enrolled for as long as they maintain eligibility. 


We use an integrated, standardized process to reconcile temporary records with the permanent 
Medicaid identifications received from the DHCFP. Our system matches records and merges 
information into one permanent record, which we maintain for a minimum of 10 years or in 
accordance with our records retention policy. We will be responsible for all Medicaid newborns as of 
the date of birth if the mother of the newborn was enrolled with us, or should have been enrolled with 
us, as of the newborn’s date of birth. 


C. Nevada Check Up/CHIP Newborns 
We confirm that it is the responsibility of the head of household/mother to notify the DWSS of a birth 
within 14 days following the delivery to qualify for coverage from the date of birth. We instruct the 
head of household/mothers to notify the DWSS of a birth in our member handbook, member website, 
during new member outreach and welcome calls, and through our 
case management team. To help assure the head of 
household/mother understands the importance of complying with 
this requirement, we also educate our providers on reporting and 
similar requirements during new provider orientation, in our 
provider manual and newsletters, and on our provider website.  


We enroll Nevada Check Up-eligible newborns upon notification 
and receipt of records from the DHCFP, and coverage is 
retroactive to date of birth as applicable.  
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D. Mothers with Other Health Insurance 
When a mother has other health insurance coverage for the first 30 days of the newborn’s life, we 
enroll the newborn the first day of the next administrative month. If the mother has other health 
insurance coverage that extends beyond the 30-day period, the child will not be eligible for Nevada 
Check Up until after the insurance expires and the child’s eligibility is determined under Nevada 
Check Up eligibility rules. At that time, we will receive notification from the DHCFP, and we will 
enroll the child as of the first day of the next administrative month from the date of notification. 


3.5.6.3 Auto-Assignment Process 


 


We understand that the DHCFP will assign eligible Medicaid members who do not select a health plan 
to our health plan based upon federally required enrollment default criteria. Upon assignment of a 
Medicaid member, we will enroll the member based on the DHCFP and federal requirements.  


3.5.6.4 Automatic Reenrollment 


 


A. Automatic Re-enrollment for Ineligible Members  
We acknowledge and comply with the State’s automatic reenrollment requirements for members who 
become ineligible and then regain their eligibility. Regardless of the length of lapse in eligibility, we 
make every effort to reassign members to their prior PCP. Returning members who have been 
ineligible for more than two months are issued a new member identification card, provided with a new 
member welcome packet, and receive a new member welcome call to explain benefits. 


B. Automatic Re-enrollment for Members Who Have Lost Their MCO 
Enrollment 
We treat members who have retained their Medicaid or Nevada Check Up eligibility, but have lost their 
MCO enrollment for any period of time, the same as newly approved Medicaid and Nevada Check Up 
members. We issue these members a new member identification card and a member welcome packet, 
and we make welcome calls to explain benefits.  


  


3.5.6.3 Auto-Assignment Process 


For recipients who do not select a vendor, or who are not automatically assigned to a vendor based 
on family or previous history, the DHCFP will, using an auto-assignment algorithm, assign the 
recipient to a vendor, based upon federally required enrollment criteria and the approved Medicaid 
State Plan. 


3.5.6.4 Automatic Reenrollment 


A. The MCO assignment of returning recipients, those who have been eligible for Medicaid or 
Nevada Check Up in the past but lost that eligibility, will vary depending on their length of 
ineligibility. Those returning recipients who were ineligible for two (2) months or less will be 
returned to their former vendor except in the event that their loss of eligibility caused them to 
miss the annual open enrollment period. Those returning recipients who were ineligible for more 
than two (2) months will be treated the same as those newly approved Medicaid and Nevada 
Check Up recipients who have never been eligible in either program described above. 


B. Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their 
MCO enrollment for any period of time, will be treated the same as those newly approved 
Medicaid and Nevada Check Up recipients who have never been eligible in either program 
described above. 
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3.5.7 Disenrollment Requirements and Limitations  
 


3.5.7.1 Serving Eligible Indians 


 


We comply with the DHCFP’s requirement and will continue to do so under the new Contract. We 
enroll all eligible members into our health plan without restriction. 


We understand that Indians (Native Americans) may choose to be voluntarily enrolled with us, or may 
elect to disenroll with us, and access and receive covered medically necessary services at Indian Health 
Service (IHS) facilities and tribal clinics. Should they elect to disenroll, disenrollment will commence 
no later than the first day of the second administrative month after which all covered medically 
necessary services will be reimbursed by FFS. We are experienced in meeting the needs of members of 
Native American descent and currently serve more than 1,650 of these members in Nevada. We have 
policies and procedures in place to request and receive medical records when a Native American 
member seeks covered services from IHS, and to address instances when IHS recommends covered 
services through our health plan. Our care coordination and case management model includes 
coordination with IHS and Tribal Clinics. We make all documentation available for review by the 
DHCFP or other designated reviewers. 


3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or 
Children With Special Health Care Needs (CSHCN) and Mental Health 
Services for Adults 


 


A. Disenrollment Due to CSHCN, SED, or SMI 
We comply with requirements related to disenrollment pursuant to a finding of Serious Emotional 
Disturbance (SED)/Severe Mental Illness (SMI) status or Children with Special Health Care Needs 
(CSHCN) and mental health services for adults. We are prepared to continue to cover these members 
under a mandatory option should the State remove the option to voluntarily disenroll. 


3.5.7.1 Eligible Indians who are eligible as Nevada Medicaid or Nevada Check Up recipients may 
choose to be voluntarily enrolled in managed care. 


If a Nevada Medicaid or Nevada Check Up eligible Indian recipient elects to disenroll from the vendor, 
the disenrollment will commence no later than the first day of the second administrative month after 
which all covered medically necessary services will be reimbursed by FFS. 


3.5.7.2 Disenrollment Pursuant to a finding of SED or SMI status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults:  


A. Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be CSHCN, SED or SMI. The Nevada 
Medicaid expansion population, defined as childless adults ages 19-64, and the expanded 
parent and caretakers ages 19-64, who are made eligible as part of the Patient Protection and 
Affordable Care Act expansion population, cannot opt out of managed care, where available, 
based on a determination of serious mental illness (SMI). The vendor may not encourage a 
recipient who is deemed CSHCN, SMI/SED to disenroll. However, during the contract period, 
the State may, at its sole discretion, remove the option for SED/SMI Medicaid recipients to be 
voluntarily disenrolled from managed care in the future.  


 
B.  Pursuant to the State of Nevada Title XXI State Plan, Nevada Check Up recipients must remain 


enrolled with the managed care organization that is responsible for ongoing patient care. 
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Our protocols for SED/SMI determination currently align with the DHCFP requirements, and our 
network providers are already trained on the process. Between January 2015 and March 2016, we 
identified 63 children with SED and 10 adults with SMI. Our protocols are consistent with the Nevada 
Medicaid Services Manual and RFP Attachment T.  


Should the Medicaid member, parent, or guardian opt to disenroll from managed care as a final step in 
SED/SMI determination, the assessing provider submits this information on the DHCFP-designated 
forms. (Nevada Check Up members or members who are part of the Medicaid Expansion Population 
may not disenroll.) Our continuity of care procedures support a smooth member transition, including 
timely exchange of appropriate information to FFS providers, as authorized by member consent. 


B. Nevada Check Up Member Disenrollment  
As noted above, pursuant to the State’s Title XXI plan, Nevada Check Up members may not disenroll. 
We affirm that these members must remain enrolled in our health plan. 


3.5.7.3 Disenrollment or change of MCO vendor at the Request of the 
Member 


 


3.5.7.3 Disenrollment or change of MCO vendor at the Request of the Recipient 


A.  The DHCFP will hold an open enrollment period at least once every twelve (12) months. During 
open enrollment, recipients are free to change vendors or to remain with their current vendor. 


B.  Newly approved Medicaid and Nevada Check Up recipients who have never been eligible in 
either program who are not joining an existing case will be allowed to change their vendor within 
the first ninety (90) days of enrollment. These recipients must submit their request in writing to 
the DHCFP’s fiscal agent to request this change.  


C.  Recipients who were ineligible for two (2) months or less will be returned to their former vendor 
except in the event that their loss of eligibility caused them to miss the annual open enrollment 
period.  


D.  Recipients who lost their Medicaid or Nevada Check Up eligibility for more than two months will 
be treated the same as those newly approved Medicaid and Nevada Check Up recipients who 
have never been eligible in either program described above. These recipients will be allowed a 
ninety (90) day right to change period during which they may switch vendors. These recipients 
must submit their request in writing to the DHCFP’s fiscal agent to request this change.  


E.  Recipients who have retained their Medicaid or Nevada Check Up eligibility, but have lost their 
managed care MCO enrollment for any period of time, will be treated the same as those newly 
approved Medicaid and Nevada Check Up recipients who have never been eligible in either 
program described above. 


F.  Any recipient may request to switch vendors for good cause at any time. These recipients must 
contact their current vendor orally or in writing for permission to disenroll, and if approved, they 
will be allowed to choose from the remaining enrolled vendors. If there is only one other vendor 
they will be automatically assigned to that vendor. Should the vendor refuse the disenrollment 
due to a lack of good cause, the recipient can then appeal the decision first through the vendor’s 
appeals process and may be escalated to the State Fair Hearing process. Switching vendor’s to 
access a particular facility or provider will generally not be considered good cause. 


 
1. Good cause for disenrollment as defined in 42CFR438.56 includes: 


a. The recipient moves out of the vendor service area. 
b. The plan does not, because of moral or religious objections, cover the service the 


recipient seeks. 
c. The recipient needs related services (for example a cesarean section and a tubal ligation) 


to be performed at the same time; not all related services are available within the network; 
and the recipient's primary care provider or another provider determines that receiving the 
services separately would subject the recipient to unnecessary risk. 
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We comply and will continue to comply with all Section 3.5.7.3 requirements. We are committed to 
delivering quality health care to all of our members, including those who may be better served by 
disenrolling from our program.  


We understand that the DHCFP will hold an open enrollment period at least once every 12 months and 
members can change health plans during this period. New Medicaid and Nevada Check Up members 
are given a choice of health plans and have 90 days from notice of enrollment to change their health 
plan before they are locked in. Once a member is locked in, he or she may request disenrollment due to 
good cause at any time.  


We acknowledge that members deemed ineligible for two months or less may be reinstated, should they 
regain eligibility. Those ineligible for more than two months will be reenrolled in the same way as 
newly approved members. 


Upon enrollment, we proactively inform members of their rights, including disenrolling due to good 
cause or during the annual open enrollment period.  


d. Other reasons, including but not limited to, poor quality of care, lack of access to services 
covered under the contract, lack of access to providers experienced in dealing with the 
recipient's health care needs or when the State imposes intermediate sanctions, as 
described in 42 CFR 438.702(a)(3) and if the State has notified the vendor it intends to 
terminate their contract. 


 
G.  If the vendor determines that there is sufficient cause to disenroll, they will notify the DHCFP by 


using the form supplied. The vendor must make a determination as expeditiously as the 
recipient’s health requires and within a timeline that may not exceed fourteen (14) calendar days 
following receipt of the request for disenrollment. The DHCFP will notify the State’s Fiscal Agent 
to effect the disenrollment at the first of the next administrative month. 


H. If the vendor denies the request for disenrollment for lack of good cause the vendor must send a 
Notice of Decision in writing to the recipient upon the date of the decision. Appeal rights must be 
included with the Notice of Decision. The vendor is required to inform the recipient of their right 
to first appeal through the vendor and if the appeal is denied to request a State Fair Hearing, 
how to obtain such a hearing, and representation rules must be explained to the recipient and 
provided by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; 
and 42 CFR 438.10(g)(1). The State ensures access to State Fair Hearing for any recipient 
dissatisfied with a determination that there is not good cause for disenrollment. 


I.  The DHCFP requires that the recipient seek redress through the vendor’s grievance system 
before making a determination on the recipient's request. The grievance process, if used, must 
be completed in time to permit the disenrollment (if approved) to be effective no later than the 
first day of the second month following the month in which the recipient files the request. 


 
1. If, as a result of the grievance process, the vendor approves the disenrollment, the State 


agency is not required to make a determination. If the vendor cannot make a determination, 
the vendor may refer the request to the State. If the State determines there is not good cause 
for disenrollment, the recipient will be given access to the State Fair Hearing process. 


 
J.  If the vendor or State agency (whichever is responsible) fails to make a disenrollment 


determination so that the recipient can be disenrolled within the timeframes specified, the 
disenrollment request is considered approved.  


K.  If the State Agency receives a request directly from the recipient, the recipient will be directed to 
begin the process by requesting disenrollment through their vendor. 


L.  Disenrollment procedures are pursuant to 42 CFR 438.56(d).
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Through our experience, we know that the majority of issues that result in disenrollment stem from  
PCP issues that are often easily and quickly resolved. Members may request a change in their PCP at 
any time, in writing or verbally through our member services department, member website, or through 
a case or disease manager or member advocate.  


Should the member have prior health care services upon enrollment, we will honor all existing 
authorizations with the member’s current provider. This includes authorizations for services provided 
by out-of-network providers and frequency of service identified in the member’s care plan for up to 90 
days following enrollment or until we complete a comprehensive assessment with the member. 
Consequently, we design our case management programs to provide members with high-risk or 
specialized health care needs additional supports to foster their engagement, resulting in improved 
member satisfaction. 


If a member expresses any concerns about enrolling or remaining with our health plan, we make every 
attempt to resolve the issue. We promote the appropriate use of services and value our position as a 
steward of precious health care resources. We are committed to serving our members and working 
closely with members and all providers involved in their care to address inappropriate utilization or 
behavior.  


Our grievance and appeals resolution process identifies and addresses quality-of-care matters and 
issues occurring for members who disenroll within the first 90 days of enrollment. We encourage 
members to contact us to report all grievances regardless of the subject matter. The member can report 
a grievance telephonically to our Member Services Department. We document all issues in a common 
database to enable appropriate classification, timely investigation, and accurate reporting to the 
appropriate quality committee with an escalation process in place for grievances of a critical nature. 
We review trended data periodically.  


We have a highly structured, “no wrong door” grievance resolution process, in accordance with all 
applicable contracts and federal and State laws and regulations. This affords several levels of recourse 
to our members for addressing their issues professionally, respectfully, and timely. Our Quality 
Management Department investigates and resolves all grievances. We have a record of resolving 
complaints, grievances, and appeals in timeframes below state limits in the states where we and our 
affiliates operate today.  


Our disenrollment procedures comply with 42 CFR 438.56(d). 


A. Changing MCOs During Open Enrollment 
We comply and will continue to comply with the DHCFP’s open enrollment requirements. As stated 
above, we understand that the DHCFP will hold an open enrollment period at least once every 12 
months and members are free to change health plans during this period. We accept new members 
without restriction. 


B. Changing MCOs Within the First 90 Days of Enrollment 
We comply and will continue to comply with the DHCFP’s requirements enabling approved Medicaid 
and Nevada Check Up members to change their MCO within 90 days of enrollment. As stated in 
3.5.6.1, upon assignment of a Medicaid or Nevada Check Up member, we will enroll the member based 
on the DHCFP and federal requirements. We support the member’s freedom to select an alternate 
health plan within the allotted 90-day timeframe. Should the member choose to select an alternate 
health plan, and his or her written request to do so is approved by the DHCFP’s fiscal agent, we will 
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work with the member and the alternate health plan to facilitate a smooth transition by transferring 
records, prior approvals, and service plans, as applicable. 


C. Changing MCOs for Members Ineligible for Less Than Two Months 
We comply and will continue to comply with the DHCFP’s requirements relating to members with less 
than two months of eligibility loss. We describe our re-enrollment process in Section 3.5.6.4. 


D. Changing MCOs for Members Ineligible for More Than Two Months 
We comply and will continue to comply with the DHCFP’s requirements relating to members with 
more than two months of eligibility loss. We describe our re-enrollment in Section 3.5.6.4. 


E. Changing MCOs for Members Who Have Lost Their MCO 
We comply and will continue to comply with the DHCFP’s requirements relating to members who have 
retained their Medicaid or Nevada Check Up eligibility, but have lost their managed care enrollment 
for any period of time. We describe our re-enrollment process in Subsection 3.5.6.4. 


F. Changing MCOs for Good Cause 
We comply and will continue to comply with the DHCFP’s requirements relating to members who elect 
to change their MCOs for good cause as defined in 42CFR438.56. Any member may request 
disenrollment for good cause at any time. We require members requesting disenrollment to complete 
our Disenrollment Form, which advises members that they will continue to receive benefits from our 
health plan until the effective date of disenrollment. It also advises members to contact our health plan 
to verify their disenrollment before they seek medical services outside of our network. Our 
Disenrollment Form also tracks the reason for the member’s disenrollment. Once the Disenrollment 
Form has been completed, we fax a copy to the DHCFP and keep the original in the member’s file for 
future reference. If approved, the member can choose another health plan for benefits.  


G. Vendor Determination of Good Cause to Disenroll 
We comply and will continue to comply with the DHCFP’s requirements relating to disenrollment for 
good cause. Should we refuse the disenrollment due to a lack of good cause, the member may appeal 
the decision through our appeals process. If the decision is upheld and the member chooses, he or she 
may escalate the decision further through the State Fair Hearing process. 


H. Notice of Decision for Good Cause Denial 
We comply and will continue to comply with the DHCFP’s requirements relating to Notice of Decision 
and State Fair Hearing when we deny disenrollment for good cause.  


I. Grievance System Redress 
We comply and will continue to comply with the DHCFP’s requirements relating to members seeking 
redress through our grievance processes. As stated above, we encourage members to contact us to 
report all grievances regardless of the subject matter. We have a highly structured, “no wrong door” 
grievance resolution process that complies with all applicable regulations and affords several levels of 
recourse to our members. We address their issues professionally, respectfully, and timely. We describe 
our complete grievance process in Section 3.5.3. 


J. Failure to Make a Disenrollment Determination 
We comply and will continue to comply with the DHCFP’s requirements relating to the State failing to 
make a disenrollment determination. As stated above, if disenrollment is approved, the member may 
choose another health plan for benefits. We will maintain the member’s existing benefits up to the 
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approved disenrollment date. After that time, we will work with the member and the new health plan to 
facilitate a smooth transition. 


K. Requesting Disenrollment Through a Vendor 
We acknowledge that State agencies receiving a disenrollment request directly from a member will 
redirect the member to request disenrollment from our health plan. 


L. Requesting Disenrollment Through a Vendor 
We acknowledge that disenrollment procedures are pursuant to 42 CFR 438.56(d). 


3.5.7.4 Disenrollment at the Request of the Vendor 


 


A. Requesting Disenrollment When a Member Impairs Our Ability to 
Furnish Services 
We have never requested disenrollment of a member in Nevada. However, we maintain policies and 
procedures to guide our requests for disenrollment should there ever be a need. We will request 
disenrollment only when it is determined that our ability to furnish services to the member, or to other 
members, is seriously impaired.  


Prior to requesting disenrollment, we refer the member to our Member Services Department in an 
attempt to resolve any problems. We will request approval from the DHCFP if the problem cannot be 
resolved, or if the member refuses to comply. We understand that the DHCFP will make a 
determination within 10 days and, that if approval for disenrollment is granted, we must notify the 
member that disenrollment will take place effective the first day of the next month following 
administrative cutoff.  


3.5.7.4 Disenrollment at the Request of the Vendor 


A.  The vendor may request disenrollment of a recipient if the continued enrollment of the recipient 
seriously impairs the vendor’s ability to furnish services to either the particular recipient or other 
recipients. In addition, the vendor must confirm the recipient has been referred to the vendor’s 
Recipient Services Department and has either refused to comply with the referral or refused to 
act in good faith to attempt to resolve the problem. Prior approval by the DHCFP of a vendor’s 
request for the recipient’s disenrollment is required. The DHCFP will make a determination on 
such a request within ten business (10) days. If approval is granted, the recipient will be given 
notice by the vendor that disenrollment will occur effective the next administratively possible 
month. 


B.  In the event the DHCFP fails to make a disenrollment determination within the timeframes 
specified, the disenrollment shall be considered approved. 


C.  A vendor may not request disenrollment of a recipient for any of the following reasons: 
 


1. An adverse change in the recipient’s health status; 
2. Pre-existing medical condition; 
3. The recipient’s utilization of medical services; 
4. Diminished mental capacity; 
5. Uncooperative or disruptive behavior resulting from his/her special needs (except when 


continued enrollment of such a recipient seriously impairs the vendor’s ability to furnish 
services to either the particular recipient or other recipients); 


6. A recipient’s attempt to exercise his/her grievance or appeal rights; or 
7. Based on the recipient’s national origin, creed, color, sex, religion, and age. 
 


D.  Disenrollment due to the recipient relocating outside of the vendor’s service area, pursuant to 42 
CFR 438.56(d)(2). 
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B. Approving Disenrollment When the DHCFP Fails to Make a Timely 
Determination 
We acknowledge that in the event the DHCFP fails to make a disenrollment determination within the 
timeframes specified, the disenrollment shall be considered approved. 


C. Reasons We May Not Request Disenrollment 
We do not and will not request disenrollment for an adverse change in a member’s health status; a 
member’s pre-existing medical condition; a member’s use of medical services; a member’s diminished 
mental capacity; a member’s uncooperative or disruptive behavior resulting from special needs; a 
member’s attempt to exercise their grievance or appeals rights; or a member’s national origin, creed, 
color, sex, religion, and age.  


D. Disenrollment Due to Relocation 
We may request disenrollment when a member relocates outside of our service area. 


3.5.7.5 Enrollment, Disenrollment and Other Updates 


 


A. Written Policies and Procedures for Receiving Monthly Updates 
We maintain policies and procedures for receiving monthly updates from the DHCFP of members 
enrolled and disenrolled from our health plan, and other pertinent updates. We update these policies 
and procedures annually or more often when needed. We incorporate updates and track them in our 
management information system database.  


B. Annual Open Enrollment 
As discussed above, we understand that the DHCFP will hold an open enrollment period at least once 
every 12 months and that during this period members are free to change health plans. New Medicaid 
and Nevada Check Up members are given a choice of health plans and have 90 days from notice of 
enrollment to change their health plans before they are locked in. Once a member is locked in, he or 
she may request disenrollment due to good cause at any time.  


C. Notice of Termination of Rights 
We acknowledge that the DHCFP will provide our enrolled members with notice of their rights to 
terminate or change their enrollment during open enrollment. Additionally, once members are locked 
in, they must notify us in writing if they wish to disenroll. Our Quality Management Department will 
investigate reasons why the member feels they have good cause to disenroll and will make a 
determination within 14 days following the receipt of the member’s written notification. If our Quality 
Management Department determines there is good cause, they will notify the DHCFP’s Business Lines 
Unit by fax, using the DHCFP’s Disenrollment Form. We notify members of these rights in our 


3.5.7.5 Enrollment, Disenrollment and Other Updates  


A.  The vendor must have written policies and procedures for receiving monthly updates from the 
DHCFP of recipients enrolled in, and disenrolled from, the vendor, and other updates pertaining 
to these recipients. The updates will include those newly enrolled with the vendor. The vendor 
must incorporate these updates into its management information system. 


B.  An open enrollment period will be held annually. The open enrollment period may be changed at 
the State’s sole discretion. During the open enrollment period, a recipient may disenroll from 
their vendor without cause.  


C.  Notice of termination rights — The DHCFP shall, through its fiscal agent, provide for notice to 
each MCO enrolled recipient of the opportunity to terminate (or change) enrollment . Such 
notice shall be provided at least 60 days before each annual enrollment opportunity. 
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member handbook. In all cases, we support the member throughout the disenrollment process. We 
designate specially trained staff to work closely and advocate on the member’s behalf throughout this 
process, which results in greater member satisfaction and prompt resolution of grievances. 


3.5.7.6 Enrollment Interface 


 


As an existing MCO, we have a secure enrollment interface that provides the State, its agents, and our 
PCPs with the number of members each enrolled PCP currently has, whether or not the PCP is 
accepting new patients, and member PCP elections.  


A. Determining the Number of Enrolled Members a PCP will Accept 
Our core operations system, Facets, includes a discrete field, “Accepting New Patients,” and a field 
that is a patient counter. We use these fields to determine the number of members each of our PCPs 
has assigned at any given time and if a PCP is accepting new patients. We continuously update 
member enrollment information. We review provider panel status to confirm that an adequate number 
of practices are open to new members. We monitor practices with closed panels to identify 
opportunities for re-opening panels. During the contracting and credentialing process, PCPs designate 
when they are open to accept new members or are limiting enrollment to current patients. We adjust 
our capacity estimates to account for PCPs who are accepting only current patients or are not open to 
new Medicaid members.  


B. Transmitting Member PCP Elections 
We make panel listings that include the number of members assigned to each PCP available on our 
provider website and in hard copy on request. We update this information daily. 


3.5.7.7 Provider Enrollment Roster Notification 


 


We diligently supply our providers with the information and tools they need to deliver quality health 
care to our members, and we will continue to comply with the DHCFP requirements. Our PCPs can 
currently view their assigned members through our provider website, which is updated daily. There, 
providers can verify a member’s PCP selection, see newly enrolled members, verify eligibility, request 
precertification, file and check the status of medical claims, submit a pharmacy prior authorization 
request, and much more. We update our membership files daily. 


3.5.7.6 Enrollment Interface 


Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means 
by which the vendor’s Enrollment Sections can: 


A. Determine the number of recipients each enrolled PCP will accept as new patients; and  
B.  Transmit recipient elections regarding PCP assignment for the forthcoming month. 


3.5.7.7 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify recipients’ PCP selection. 
The vendor must establish and implement a mechanism to inform each PCP about any newly enrolled 
recipients assigned to the PCP on at least a monthly basis. This information must be made available 
to each PCP within five (5) business days of the vendor receiving the Membership File. The 
Enrollment Sections will pass the Membership File through the system for verification of eligibility prior 
to distribution to the vendor, who will in turn be responsible for keeping individual participating 
providers informed. The vendor may elect to update its Membership File more frequently to keep 
PCPs informed of the enrollment activity. 
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We also send PCPs a printed panel listing after our receipt and processing of the monthly enrollment 
file from the DHCFP. We make this listing available to our providers within five business days of 
membership file receipt. Updated panel listings are available via the provider portal throughout the 
month to note changes in member PCP choice assignments. 


3.5.7.8 Change in a Member's Status 


 


We understand and comply with requirements to electronically report changes in member status to the 
DHCFP within seven days of becoming aware of a change. We report electronically via the provider-
supplied data file. To assure that the DHCFP has the most current member data, we generate and 
transmit demographic update files via SFTP daily, Monday through Friday.  


3.5.7.9 Transitioning/Transferring of Members 


 


We assume responsibility for members as soon as they are enrolled 
and we become aware of the member in treatment. We maintain 
comprehensive policies and procedures that guide our care 
management and business processes to transition each member 
without disruption. 


3.5.7.8 Change in a Recipient's Status 


Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including 
changes in family size and residence, the vendor must electronically report the change(s) to the 
DHCFP via the provider supplied data file. 


3.5.7.9 Transitioning/Transferring of Recipients 


A. Transitioning Recipients into Vendors 
The vendor will be responsible for recipients as soon as they are enrolled and the vendor is 
aware of the recipient in treatment. The vendor must have policies and procedures including, 
without limitation, the following to ensure a recipient's smooth transition from FFS to the vendor: 


 
1. Recipients with medical conditions such as: 


a. Pregnancy (especially if high risk); 
b. Major organ or tissue transplantation services in process; 
c. Chronic illness; 
d. Terminal illness;  
e. Intractable pain; and/or 
f. Behavioral or Mental Health Conditions. 


2. Recipients who, at the time of enrollment, are receiving:  
a. Chemotherapy and/or radiation therapy; 
b. Significant outpatient treatment or dialysis; 
c. Prescription medications or durable medical equipment (DME);  
d. Behavioral or Mental Health Services; 
e. Long Term Services and Supports; and 
f. Home Health or Personal Care services. 
g. Other services not included in the State Plan but covered by Medicaid under EPSDT for 


children. 
3. Recipients who, at enrollment:  


a. Are scheduled for inpatient surgery(s); 
b. Are currently in the hospital; 
c. Have prior authorization approval for procedures and/or therapies for dates after their 


enrollment, to honor these prior authorizations; and/or 
d. Have post-surgical follow-up visits scheduled after their enrollment. 
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All members who meet the DHCFP’s criteria for medical conditions continue in their course of 
treatment, without interruption, during their transition to our health plan. This includes all categories 
of members listed in Section 3.5.7.9 (A) of the RFP.  


We honor the care management plans and authorizations that new 
members already have in place when they join our health plan. 
Our members receive a comprehensive assessment to create a new 
care management plan. Our care plan includes appropriate and 
coordinated physical, behavioral, social, functional, and 
environmental services as needed. 


We also assure continuity of care and access to necessary medications. To mitigate potential lapses in 
care, we employ a transition process to provide coverage for members who are stabilized on drugs that 
are not included in the formulary or Preferred Drug List. 


3.5.7.10 Transferring Members Between Vendors 


 


3.5.7.10 Transferring Recipients Between Vendors 


It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of 
reasons. When notified that a recipient has been transferred to another plan or to FFS, the vendor 
must have written policies and procedures for transferring/receiving relevant patient information, 
medical records and other pertinent materials to the other plan or current FFS provider. This includes 
any Care Management Organizations (CMOs) providing services to the FFS population. 
 
Prior to transferring a recipient, the vendor (via their subcontractors when requested by the vendor) 
within five (5) calendar days or as medical needs dictate must send the receiving plan or provider 
information regarding the recipient’s condition. This information shall include the name of the assigned 
PCP, as well as the following information, without limitation, as to whether the recipient is: 


A.  Hospitalized; 
B.  Pregnant; 
C.  Receiving Dialysis; 
D.  Chronically ill (e.g., diabetic, hemophilic, etc.); 
E.  Receiving significant outpatient treatment and/or medications, and/or pending prior authorization 


request for evaluation or treatment; 
F.  On an apnea monitor; 
G.  Receiving behavioral or mental health services; 
H.  Receiving Nevada Early Intervention Services (NEIS) in accordance with an Individualized 


Family Service Plan (IFSP), which provides a case manager who assists in developing a plan to 
transition the child to the next service delivery system. For most children, this would be the 
school district and services are provided for the child through an Individual Education Program 
(IEP); 


I. Involved in, or pending authorization for, major organ or tissue transplantation; 
J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 
K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition; 
L.  Referred to a Specialist(s); 
M.  Receiving substance abuse treatment; 
N.  Receiving prescription medications; 
O.  Receiving durable medical equipment or currently using rental equipment;  
P.  Currently experiencing health problems;  
Q.  Receiving case management (referral must include the case manager’s name and phone 


number); and 
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We maintain policies and procedures for transferring and receiving members, including transferring 
and receiving relevant patient information in accordance with A-R of Section 3.5.7.10 of the RFP. This 
includes transferring a member from one vendor to another, to FFS, and to Care Management 
Organizations (CMO) providing services to the FFS population. 


When it becomes necessary to transfer members, or when members chose to leave our health plan, 
their care manager works with the new health plan or entity to seamlessly transition care within five 
calendar days, or sooner if medical needs dictate, the new health plan or entity with the following 
information: 


 Member name, address, telephone number, and Medicaid number 


 Health plan enrollment date and disenrollment date 


 Diagnosis 


 Current PCP 


 Current home- and community-based services in place 


 Care coordinator name and telephone number 


 Date completed 


Upon notification that a member is transitioning to another health plan or the Medicaid FFS program, 
we also provide the receiving entity with information as to whether the member is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill (e.g., diabetic, hemophilic, etc.) 


 Receiving significant outpatient treatment or medications, or pending payment authorization 
request for evaluation or treatment 


 On an apnea monitor 


 Receiving behavioral or mental health services 


 Receiving Nevada Early Intervention Services in accordance with the Individualized Family Service 
Plan  


 Involved in, or pending authorization for, major organ or tissue transplant 


 Scheduled for surgery or post-surgical follow-up on a date subsequent to transition 


 Scheduled for prior authorized procedures or therapies on a date subsequent to transition 


 Referred to a specialist(s) 


 Receiving substance abuse treatment  


 Receiving prescription medications 


 Receiving durable medical equipment or currently using rental equipment 


R.  Receiving Long Term Services and Supports, such as but not limited to, Personal Care Services 
and/or Home Health. 


 
When a recipient changes vendors or reverts to FFS while hospitalized, the transferring vendor 
shall notify the receiving vendor, the receiving provider, or the DHCFP Quality Improvement 
Organization (QIO) like vendor as appropriate. 
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 Currently experiencing health problems 


 Receiving case management (including the case manager’s name and phone number) 


 Receiving Home and Community Based Waiver Programs, such as personal care services and/or 
home health 


To maintain compliance with all confidentiality requirements, we obtain the member’s signature on 
the Member Authorization to Disclose Protected Health Information form before releasing any 
information. When a member changes vendors or reverts to FFS while hospitalized, we notify the 
receiving vendor, the receiving provider, or the DHCFP Quality Improvement Organization as 
appropriate. 


3.5.8 Transitioning Members between Vendor and the State 
Designated Health Insurance Exchange (HIX) or other insurance 
product. 


 


We maintain current policies and procedures that govern the transfer of member information during 
transitions between exchange, non-exchange, individual, employer-based, and Medicare coverage. Our 
policies and procedures comply with HIPAA and protect member privacy.  


 


3.5.8 Transitioning Recipients between Vendor and the State Designated Health Insurance Exchange 
(HIX) or other insurance product.  


A person may change eligibility status during a care episode. That person may then be eligible for 
Exchange coverage or other non-exchange coverage to include individual and employer based 
coverage or Medicare. The vendor should have a procedure in place to notify any insurance carrier or 
plan of relevant patient information.  


This must be done in compliance with the Health Insurance Portability and Accountability Act (HIPAA) 
and other privacy laws. 
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3.6 RECIPIENT SERVICES 
 


Our primary goal is to communicate the right information to our 
members (recipients) at the right time so they can make informed 
decisions about their health care. This has been the guiding 
principle of our member services model throughout our Nevada 
Contract. We are committed to providing our members with 
information that is meaningful, relevant, and easy to read, 
including providing materials in Spanish as well as English and 
translating to other languages upon request. 


We strive to offer the highest level of service to our members by prioritizing easy and effective 
communication through quick responses to concerns or questions, in-depth member handbooks and 
communications, and extensive translation services.  


We offer 24/7 primary care provider (PCP) changes with member services representatives assisting 
during business hours or through our secure website or our Interactive Voice Response (IVR) after 
hours. We will enhance this level of service by offering proactive, in-person assistance with referrals 
and provider scheduling for every member who calls with a provider question during our extended 
business hours (7am-7pm) for a true Concierge Service experience.  


Effective member communication helps members make better, more informed, and more timely choices 
to meet their particular health care needs.  


To most effectively communicate with our members, we employ a multi-faceted approach that includes 
written and web/digital communication, 
concierge call services, and community outreach. 
This provides messaging and assistance to 
members in formats they prefer and when they 
wish to access it. As an added innovation, we 
include QR codes — printed graphics 
smartphones can scan to be directed to online 
content — on most printed materials to give our 
members access to health tips and additional or 
updated information. 


In this section, we outline the wide range of 
member services and communications offered 
using our proven model combining centralized 
and local plan services. 
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3.6.1 Information Requirements 


 


Information Requirements 
We currently meet and exceed all Contractual requirements regarding information available to 
members and potential members, and we will continue to do so during the new Contract. 


Information about Services and Access 
Proactively and upon request, we will continue to provide current and potential members with Nevada 
Medicaid and Nevada Check Up health plan information that clearly explains our services and how to 
access them. We will continue to offer free oral interpretation services for all non-English speaking 
individuals. 


Our materials development process includes a team of writers and regional staff who focus on 
communications tailored specifically for Nevada. This team works to provide clear, concise, and 
culturally-appropriate communications to our diverse membership. 


All information sent to current and potential members receive 
the appropriate State approval prior to distribution as required. 
We cover topics including:  


 Explanation of benefits 


 Keeping health care benefits current  


 Accessing services 


 Wellness care for children 


 Vaccinations 


  


3.6.1 Information Requirements 
 
The vendor must have written information about its services and access to services including 
Recipient Services phone number available to recipients and potential recipients. This written 
information must also be available in the prevalent non-English languages, as determined by the 
State, in its particular geographic service area. The vendor must make free, oral interpretation 
services available to each recipient and potential recipient. This applies to all non-English languages, 
not just those that the State identifies as prevalent.  
 
The vendor is required to notify all recipients and potential recipients that oral interpretation is 
available for any language and written information is available in prevalent languages. The vendor 
must notify all recipients and potential recipients how to access this information.  
 
The vendor’s written material must use an easily understandable format and language. The vendor 
must also develop appropriate alternative methods for communicating with visually and hearing-
impaired recipients, and accommodating physically disabled recipients in accordance with the 
requirements of the Americans with Disabilities Act of 1990. All recipients and potential recipients 
must be informed that this information is available in alternative formats and how to access those 
formats. The vendor will be responsible for effectively informing Title XIX Medicaid recipients who are 
eligible for EPSDT services, regardless of any thresholds. 
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In addition to the member handbook, we communicate through a variety of channels including: 


 Face-to-face meetings with local health education/promotion representatives, including some who 
are bilingual 


 Printed materials include the semi-annual member newsletters, which are also posted to the member 
website 


 Telephone assistance using our toll-free Member Services Call Center 


 Health fairs and other local education or screening events 


 Local community-based organizations that collaborate with our health plan to support local 
members’ wellness and education efforts 


 Member website 


 Mobile application providing member materials and health information 


All current and prospective member materials comply with Nevada Medicaid and Nevada Check Up 
requirements. Since the inception of our Contract, we have consistently obtained advance approval 
from the DHCFP prior to publication and distribution as required.  


Members receive letters (also referencing the website address and telephone numbers) when changes 
are made, including those to the member handbook. In addition to the Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) reminders in the beginning of the member handbook and postcard 
mailings, the handbook includes a distinct section providing information on:  


 Check-ups and immunizations for children 


 Social worker services 


 Bilingual health advocates to help members navigate the system and access needed tools and 
supplies 


 A listing of available no-cost value added services 


 The toll-free Member Services Call Center number for members to call for help scheduling a health 
care appointment or finding a provider 


Notification of Oral Interpretation Services 
All printed materials are visually appealing, well-written, and available in English, Spanish, and other 
languages prevalent in the geographic service area. We will continue to provide notification to 
members and potential members that oral and written translations are available in more than 200 
languages at no cost. Individuals can request materials in other languages by calling our toll-free 
Member Services Call Center number. We also include information on how to access these services in 
our member handbook and other materials.  


We contract with an interpreter/translator who speaks the member’s language as needed. Interpreters 
are made available to help members communicate with their PCPs and other providers during 
appointments and may even attend doctor visits with them. This information is provided in the member 
handbook, along with telephone numbers, website information, and hours of operation. 


In all cases, we make it a priority to verify that members clearly understand their health care 
information, including benefits and care directions from their providers. Our goal is to improve our 
members’ health literacy so they can obtain, communicate, process, and understand basic health 
information and services to make appropriate decisions. 
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Ease of Understanding and Alternate Communications 
We currently and will continue to provide easy-to-understand information to members and their 
families/caregivers about available covered services and benefits. We develop member communications 
through extensive collaboration across departments and with our State partners to make sure we 
deliver clear, concise, accurate, consistent, relevant, effective, and culturally appropriate messages. We 
design our member communications to facilitate access to appropriate physical and behavioral health 
services, encourage preventive care and self-management techniques, and participation in care 
management, health education, and other relevant programs. 


For individuals who are deaf, hard of hearing, or speech impaired, the Telephone Relay Service (TRS) 
is available during business hours. We also accept calls from members with hearing disabilities 
through services provided by local telephone companies; we provide relay services at no charge to 
members. Trained professionals relay a call between a person using a text 
telephone/telecommunication device for the deaf and users of voice telephones. 


We develop all materials for our Nevada membership at or below an eight- grade reading level and 
meet culturally appropriate communication standards. We use easy-to-read, concise, short sentences 
and bulleted lists, and avoid using health care jargon. We present information to members using clear 
writing, supported by clean design and graphics. 


Further, we explain, in verbal and written 
communications, any technical or unfamiliar 
terms to enhance comprehension. We also offer 
alternative formats to members, including large 
font, Braille, audio, and free translation into 
more than 200 languages, upon request. 


This free service can also provide materials in 
website PDFs with fully qualified URLs so those 
with low vision can follow links on our website. 
Additionally, our member services representatives (MSRs) and case managers are trained and prepared 
to help individuals with intellectual or developmental disabilities (I/DD) to understand our materials, 
services, benefits, and options. 


Member Satisfaction 
We highly value member input on our programs and services, and regularly conduct focus groups to 
solicit feedback.  


In a recent locally held focus group, all participants told us they are satisfied with our member 
communications: 


 Members feel the frequency of communications is appropriate 


 Members expressed no complaints regarding accessibility and ease of understanding information 
received from our health plan 
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3.6.1.1 Member Handbook 


 


We will continue to comply with Contract 
provisions regarding our member handbook. 


We will continue to include the handbook in the 
welcome packet we mail to new Nevada 
Medicaid and Nevada Check Up member 
households, along with the provider directory, 
within five business days of receiving notice of 
enrollment. The handbook is also available on 
the member website. It is written in clear, easy-
to-understand language that does not exceed the 
eighth-grade reading level as described by the 
Flesch-Kincaid Grade Level Index. In addition, 
the handbook contains the required insurance 
disclaimer — “This handbook is not a certificate of insurance and shall not be construed or 
interpreted as evidence of insurance coverage between the vendor and the enrollee” — and is 
capitalized in bold type. 


 


We will continue to comply with the requirement that the DHCFP approve the member handbook and 
its annual updates before publication and distribution. 


A. Submission of Member Handbook to the DHCFP for Approval   
Each handbook update goes through a thorough vetting process. First, the handbook and all proposed 
edits are reviewed through our internal Collateral Materials Approval Process (CMAP). It assures 
compliance with State Contract requirements and program regulations. Internal reviewers include 
plan and program subject matter experts, experts on the State’s regulations and requirements, and 
legal and compliance reviewers. After the draft handbook has been fully reviewed internally, we send it 
to the DHCFP, which has sole authority, in consultation with the Medical Care Advisory Committee 


3.6.1.1 Member Handbook 
 
The vendor must provide all recipients with a Member Handbook. The vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook must be 
written at no higher than an eighth (8th) grade reading level and must conspicuously state the 
following in bold print. 
 
“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED 
OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND 
THE RECIPIENT.” 


A.  The vendor must submit the Member Handbook to the DHCFP before it is published and/or 
distributed. The DHCFP will review the handbook and has the sole authority to approve or 
disapprove the handbook, in consultation with the Medical Care Advisory Committee (MCAC). 
The vendor must agree to make modifications in handbook language if requested by the 
DHCFP, in order to comply with the requirements as described above or as required by CMS or 
State law. In addition the vendor must maintain documentation that the handbook is updated at 
least once per year. Prior to the contract start date, the initial handbook must be submitted to 
the DHCFP for its MCAC review. Thereafter, annual updates must be submitted to the DHCFP 
for approval before publication and/or distribution.  
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(MCAC), to fully approve, disapprove, or make further revisions. Before distribution to members, we 
make modifications to the language in response to comments/edits from the DHCFP or as required by 
the Centers for Medicare and Medicaid Services (CMS) or State law. We will continue to submit 
updates to the DHCFP annually before publication or distribution. 


As part of our internal development and approval process, we maintain records of all versions and 
revisions, including documentation of the annual updates and DHCFP approved copies. 


 


We will continue to comply with all Contract provisions governing publication and mailing of the 
member handbook. 


B. Publication and Mailing of the Member Handbook 
To quickly engage new members in their health care and educate them about their plan and how to 
best use services, we mail a welcome packet within five business days after notification of enrollment. 
Members also receive an annual mailing informing them they may request this information be sent at 
any time simply by calling the Member Services Call Center. In addition, all members can access the 
current handbook on our website after implementation of a new program. We review online content 
and update it as needed with DCHFP approval.  


In addition to the handbook, new members currently receive the following items in their new member 
packet, which is mailed within five days of enrollment notice: 


 Member Welcome Letter 


 Our Telehealth Service Flier 


 Urgent Care Educational Flier 


 Provider Directory 


 


Our member handbook contains comprehensive information about available health care services and 
how to access these services. The section titled Healthcare Benefits and Premiums, Covered Services 
explains how to obtain benefits, including those out-of-plan such as Medicaid FFS services. Our 
member handbook also includes the address and phone number of our Nevada office, as well as our 
Member Services Call Center’s toll-free number, days and hours of operation when open, and when 
services are available. 


We also provide a more detailed explanation of those additional services/benefits that our members 
enjoy as part of our coverage. These Value Added Services include: 


B.  The vendor must mail the handbook to all recipients within five (5) business days of receiving 
notice of the recipient’s enrollment and must notify all recipients of their right to request and 
obtain this information at least once per year or upon request. The vendor will also publish the 
Member Handbook on the vendor’s Internet website upon contract implementation and will 
update the website, as needed, to keep the Member Handbook current. At a minimum, the 
information enumerated below must be included in the handbook: 


1. Explanation of their right to obtain available and accessible health care services covered under 
this contract; how to obtain health care services, including out-of-plan services; how to access 
them; the address and telephone number of the vendor’s office or facility; and the days the 
office or facility is open and services are available. 
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New Value Added Services 
 Child Day Care — We will collaborate with several day care providers at a variety of locations to 


provide free childcare services for members’ children while they are receiving covered services.  


 Holistic Smoking Cessation Program — We will provide eligible members free telephonic coaching 
to engage and empower them to make positive behavioral changes by reducing and ultimately 
stopping smoking. 


 Text-Based Peer Support Services — We will provide eligible members receive free peer-led, text-
based crisis support. 


 Community Resource Link — We will provide eligible members with free access to our online 
resource tool of local Nevada community-based programs, benefits, and services displayed in an 
easy-to-use format and searchable with GPS technology. 


 Books for Babies Program — We will provide eligible members free children’s books, delivered to 
their home. Each eligible member can receive a maximum of three books, dependent on age of the 
child when enrolled in program. Books are appropriate for newborns, 12 months and 24 months of 
age.  


 Family Planning Benefit — We will provide eligible members free pregnancy tests. 


 Adult Dental Hygiene Kits — We will provide eligible adult members a free preventive dental 
hygiene kit that includes oral hygiene educational materials, toothpaste, and an adult toothbrush. 


Current Value Added Services 
 Identification Support — Case Managers coordinate the process and cover the cost of replacement 


documents for eligible members who lose their Green Cards, IDs, or birth certificates.  


 GED/HiSET Assistance — We cover costs associated with GED and HiSET exams to support 
eligible members obtaining a high school equivalency diploma. 


 Bedside Medication Delivery — We deliver medications to eligible members who are hospitalized or 
homebound to assure availability of their prescribed medications. 


 Shelter Bed Reservations Program — We pre-purchase homeless shelter beds in coordination with 
the Salvation Army of Southern Nevada. In addition, we arrange for eligible members to receive 
shelter at Catholic Charities of Southern Nevada and Las Vegas Rescue Mission on a case-by-case 
basis. 


 Diabetes-related Podiatry Benefits — We cover routine podiatry care for eligible adult members 
diagnosed with diabetes providing essential preventive and follow-up care. 


 Boys & Girls Club Memberships — We will offer eligible members free annual memberships in 
local Boys & Girls Clubs. 


 Additional Transportation Benefits — We provide no-cost bus passes and free rides for eligible 
members not meeting eligibility requirements for the FFS transportation benefit.  


 Sports Physicals — We cover the cost of one school-required physical examination for eligible 
members to help promote participation in extra-curricular sports, dance, and other activities.  


 Telehealth Service — Eligible members can receive a web-based physician consultation. 


 Free Additional Phone Minutes — Eligible members receive 200 free bonus minutes when members 
sign up and 100 bonus minutes on their birthdays. Additional benefits include unlimited text 
messages and unlimited free calls to the Member Services Call Center. 
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 Free Phones and Phone Card Program — We provide disposable cell phones and phone cards to 
eligible members in crisis or recently discharged with no other form of communication.  


Through all of our communications, we encourage members to call the toll-free Member Services Call 
Center if they have any inquiry or grievance. Our Member Services Call Center with Concierge 
Services operates from 7 a.m. to 7 p.m. Pacific Standard Time, Monday through Friday, providing 
concierge services.  


 


Information about the member’s primary care provider (PCP), their role, and directions for choosing 
another PCP appears in our current handbook. In addition to step-by-step directions to selecting a 
PCP and a list of provider types who can serve as one, we explain how members receive confirmation 
of their PCP selection. 


Members receive confirmation of their PCP on their ID card; this information is not listed in their 
copy of the member handbook. 


 


We include provider information, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with information on 
specialists and hospitals in our provider directory and our website. The provider directory is sent as a 
separate document with the member handbook in the welcome packet. Individuals can also request this 
information from our Member Services Call Center. We inform our members whether each network 
provider, including PCPs, are accepting new patients, and include provider names, locations, telephone 
numbers, and non-English languages spoken, as well as board certification status, availability of 
evening or weekend hours, and information on specialists and hospitals.  


Our online Find-A-Doctor tool helps our members locate in-network providers and is updated daily. 


A print directory in PDF is available to new members in English or Spanish and is electronically 
available on our website and updated on a monthly basis. 


  


2. The role of the primary care provider (PCP) and a description of how the enrolled recipient will 
receive confirmation of their selection of a PCP, if a PCP was designated at the time of 
enrollment. Confirmation of the recipient's PCP selection may be via an ID card and not 
printed directly in the member handbook. 


3. A list of current network PCPs who are and who are not accepting new patients in the 
recipient’s service area, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with information on 
specialists and hospitals. The list may be supplied as a separate document from the Member 
Handbook. The provider list located on the vendor’s website shall be updated by the vendor 
monthly. 
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Members can select providers from the directory or online Find-a-Doctor tool. Our member handbook 
offers information about freedom of choice among network providers. In particular, it includes 
guidance on what to do when the member wants to see a provider who is not his/her PCP. We also 
include other discussions on topics such as getting a second opinion, changing PCPs, what to do when 
the PCP moves, and how to pick an OB/GYN provider or a specialist. 


 


Procedures for changing a PCP appear under the heading, “How to Change Your Primary Care 
Provider,” and highlights how easily members can make the change. If the member calls the Member 
Services Call Center, we make the change immediately; if the member makes the change using the 
website, it is effective the next day. Additional information in the handbook details how to choose a 
specialist as a PCP and when/why the member’s provider might ask for a change.  


If members need to change their PCP, they may select another from the network. To make the change, 
they may:  
 Call for help from a member services representative (MSR), who will change the PCP immediately 


during the call 
 As with all member calls, the MSR will provide concierge-level services to assist members to select 


a new PCP 
 The MSR makes the call to a PCP to schedule an appointment while the member is on the line 


 Look in the provider directory that came with their new member package  


 Go to the member website to search or view the provider directory online and make changes 


When members ask to change their PCP:  
 The change is made immediately, and effective the day of the request  
 A new ID card will be in the mail within five business days after the PCP has been changed  
 Members can immediately print an updated ID card from our website 


 Members can also use our mobile app to display an updated ID card 


 


We will continue to be compliant with 42 CFR 438.100.  


Information on member rights and protections is included in the handbook. These rights and 
responsibilities are clearly and simply outlined in bulleted form for easy reading. They assure members 
that they can expect to be treated fairly, with dignity, and without discrimination, and receive the 
information they request and need to make an informed decision about their care.  


The member handbook further states they have the right to accept or refuse care and their personal 
health information will be kept private. Also highlighted are their responsibilities to the health plan to 
help make sure they receive the best possible care and service. We encourage members to learn about 
their rights and details of their health care plan, as well as participate in their care decisions and 
inform providers about their health status. 


Member Rights and Responsibilities are fully defined in Section 3.10.16 of this response. 


4. Any restrictions on the recipient’s freedom of choice among network providers. 


5. Procedures for changing a PCP. 


6. Recipient rights and protections as specified in 42 CFR 438.100. 
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Our member handbook clearly lists the amount, duration, and scope of benefits available under the 
Contract. The information is presented clearly and concisely at no more than an eighth-grade reading 
level to assure our members’ fullest possible understanding. We also detail any applicable limitations 
and/or exclusions in an easily understandable format.  


We encourage members with questions regarding benefits under their health plan to contact our 
Member Services Call Center for assistance.  


 


We make the process of obtaining benefits and prior authorizations as clear as possible. Information 
on how to obtain benefits and when prior approvals (prior authorizations) are required is detailed in 
handbook. Additionally, we detail services that do not need a referral in an easy-to-read tabular format 
in the handbook. 


 


Members may obtain certain benefits as necessary, including family planning services from out-of-
network providers. We detail the process for obtaining benefits from out-of-network providers under 
the heading, “Services Covered by Nevada Check Up Or Fee-for-Service Medicaid.” The section also 
lists the individual benefit and information on whether the member can get the service from out-of-
network providers. Unless the service is specifically listed under “Services Covered by Nevada Check 
Up Or Fee-for-Service Medicaid or Services That Do Not Need a Referral,” members are encouraged 
talk to their PCPs before making service arrangements. The member does not need any kind of 
authorization to go to an OB/GYN as a PCP or to receive family planning services even if the provider 
is not part of our network. The member can simply call the provider and make an appointment. Family 
planning services information is also outlined in this section of the handbook.  


 


Our member handbook contains information regarding when and how a member can change health 
plans and step-by-step instructions for requesting disenrollment. In 2016, an average of less than two 
percent of members requested disenrollment each month. When members enroll in Nevada Medicaid 
or Nevada Check Up, they have a 90-day period when they can change State contracted MCOs without 
cause. After that, they are locked into their health plan until the next open enrollment period or unless 
they can show good cause for disenrollment. Members may submit a request for disenrollment that 
includes the reason for their request. The health plan determines if there is good cause for switching 
plans and, if a request for change is approved, we notify the member of the effective date of the 
disenrollment. 


7. The amount, duration and scope of benefits available under the contract in sufficient detail to 
ensure that recipients understand the benefits to which they are entitled. 


8. Procedures for obtaining benefits, including authorization requirements. 


9. The extent to which, and how, recipients may obtain benefits, including family planning 
services, from out-of-network providers. 


10. Procedures for disenrollment without cause during the 90 day period beginning on the date 
the recipient receives notice of enrollment and the annual open enrollment period. The 
handbook must also have procedures for disenrolling with cause. 
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Information for members disenrolled solely because they lost eligibility who later regain their eligibility 
will be auto-assigned by family affiliation or history and given the same PCP, if possible. This 
information appears under the heading, “If You Are No Longer Eligible for Medicaid or Nevada 
Check Up.” 


 


We will continue to be compliant with 42 CFR 438.114. Our member handbook explains emergency 
needs under Emergency Care. The information includes: 


 Which, and how, after-hours and emergency coverage are provided  


 What constitutes an emergency medical condition  


 Emergency and post stabilization services with reference to the definitions in 42 CFR 438.114  


 An affirmative statement that prior authorization is never required for emergency services  


 The process and procedures for obtaining emergency services, including the 911-telephone system 
or its local equivalent  


 Locations of any emergency settings and other locations at which providers and hospitals furnish 
emergency and post stabilization services under the contract  


 Emergency transportation 


  The member has a right to use any hospital or other setting for emergency care and clarification of 
the appropriate use of emergency services 


We explain how to access care after hours (under “How To Get Healthcare When Your Doctor’s 
Office Is Closed”); the handbook directs the member to call our nurse advice line, which connects to a 
live nurse who will answer health care questions 24/7. Under no circumstances is prior authorization 
required for emergency care. 


  


11. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada 
Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family 
members are enrolled); by history (assigned to the last vendor in which the recipient was 
enrolled); or randomly. 


12. The extent to which, and how, after-hours and emergency coverage are provided including: 
what constitutes an emergency medical condition; emergency and post stabilization services 
with reference to the definitions in 42 CFR 438.114; the fact that prior authorization is not 
required for emergency services; the process and procedures for obtaining emergency 
services, including the 911-telephone system or its local equivalent; the locations of any 
emergency settings and other locations at which providers and hospitals furnish emergency 
and post stabilization services under the contract; and emergency transportation; the fact that, 
subject to regulatory limitations, the recipient has a right to use any hospital or other setting for 
emergency care and clarification of the appropriate use of emergency services; 
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Explanations of what constitutes an urgent medical situation and procedures to follow detailed under 
the Urgent Care heading of the member handbook. The “Different Types of Healthcare” section covers 
routine, urgent, and emergency care; as well as how to obtain care when a doctor’s office is closed, 
when out of town, and when a member cannot leave the home. The handbook also includes the 
telephone number, including the Member Services Call Center, which can direct members to the 24/7 
nurse advice line, 24/7 Behavioral Health Services, and 24/7 Behavioral Health Case Management. 
Options for receiving non-emergency transportation appear under the section, “How to Get to a 
Doctor’s Appointment or To The Hospital.” 


 


Our member handbook contains information explaining our policy on referrals for specialty care and 
other benefits not furnished by the member’s PCP. We also detail the procedures for obtaining an 
authorization and when it may be necessary.  


 


We provide members with information concerning benefits that are available under Title XIX and Title 
XXI State (Medicaid) but not under this contract, oftentimes referred to as carved-out service, in our 
member handbook and during direct interactions such as calls to the member services line and case 
manager meetings. This includes information about any related cost-sharing and accessing 
transportation for these services. 


At this time, there are no counseling or referral services that we do not cover because of moral or 
religious objections. Should that change, we would notify the state. 


 
Our member handbook outlines procedures for accessing emergency and non-emergency care when 
out of the service area. When members are outside the service area in an emergency, they are 
instructed to seek attention at the nearest hospital emergency room (ER). For non-emergency care, 
members are expected to use providers in our service area with the exception of family planning 
services, which can be obtained from any provider who accepts Medicaid. 


  


13. Explanation of procedures for urgent medical situations and how to utilize services, including 
the recipient services telephone number; clear definitions of urgent care; and how to use non-
emergency transportation. 


14. Policy on referrals for specialty care and for other benefits not furnished by the recipient’s 
PCP, including explanation of authorization procedures. 


15. How and where to access any benefits that are available under the Title XIX and Title XXI 
State Plans but are not covered under the contract, including any cost sharing, and how 
transportation is provided. For a counseling or referral service that the vendor does not cover 
because of moral or religious objections, the vendor need not provide the information on how 
or where to obtain the service. The vendor must notify the State regarding services that meet 
this criteria and in those instances, the State must provide the information on where and how 
to obtain the service. 


16. Procedures for accessing emergency and non-emergency services when the recipient is in 
and out of the vendor service area. 







 
   


 


3. SCOPE OF WORK 
3.6 RECIPIENT SERVICES 


Nevada Managed Care Organization RFP# 3260 Section 3.6 — Page 13 
 


 


Our member handbook contains comprehensive information on the grievance, appeals, and fair 
hearing process as specified in 42 CFR 438.10(g). These procedures are described in great detail in 
Section 4.11. 


 


Our handbook instructs members to call the Member Services Call Center when they have a suggestion 
for improving our policies, services, or programs. 


 


We will continue to comply with all regulations concerning advance directives, including 42 CFR 
438.6 (i)(l), under the new Contract. 


Information about advance directives is contained in the handbook. It stresses the importance of 
providing advance directives and provides guidance on preparing living wills and related documents. 
That guidance includes explanations of what the documents are, how to file them, and with whom to 
share them. 


We share this information with providers through the provider manual and encourage them to include 
an advance directive in each member’s medical record. The Member Services Call Center can help 
members with information they may need. If a member needs immediate information, he/she can access 
our website for an explanation of what advance directives and living wills are and what they are 
intended to do using the link to the member handbook. As part of our continuous improvement process, 
our website will also provide other links for more information, including one to the State’s 
NVLivingWill.com, so members can complete an online form. We reflect changes in State law within or 
before the State’s 90-day requirement. 


 


In our member handbook, we include a link to the NCQA website where members can view our health 
plan’s quality information. The link in the handbook will be: 
http://healthinsuranceratings.ncqa.org/2015/Default.aspx 


 


Information related to structure, operation, and physician incentive plans is available to members upon 
request. Guidance on accessing this information is contained in the handbook, where members are 
directed to call the Member Services Call Center to request this and other information as desired. 
Depending on the request, we reply to the member in writing within 30 days.  


17. Information on grievance and fair hearing procedures, as specified in 42 CFR 438.10(g) and 
the Grievances, Appeals, and Fair Hearings section of this RFP. 


18. Information on procedures for recommending changes in policies and services. 


19. The vendor must provide adult recipients with written information on advance directives’ 
policies and include a description of applicable State law. This information must reflect 
changes in State law as soon as possible but no later than 90 days after the change. The 
vendor must ask each health care practice to ensure that a signed “Acknowledgment of 
Patient Information on Advance Directives” form is included in the recipient's medical record. 
 
(A sample form is available online at http://dhcfp.nv.gov/Resources/PI/AdvanceDirectives/) 


20. To the extent available, quality and performance indicators, including recipient satisfaction. 


21. The vendor is also required to provide to the recipient upon request, information on the 
structure and operation of the vendor and information about physician incentive plans as set 
forth in 42 CFR 438.6(h). 
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One of the most important things members can do to keep their children healthy is make sure they get 
regular checkups. Our member handbook provides a section that describes the free EPSDT program and 
lists all of the services available to children under the age of 21, including: 


 Health history and physical exams 


 Vision and hearing 


 Immunizations 


 Laboratory tests 


 Dental services 


 Health education 


 Applied Behavioral Analysis  


 Other needed health care services and treatment 


We provide utilization management for Applied Behavior Analysis (ABA) therapy and other evidenced-
based treatments for autism spectrum disorder. Utilization management is based on a thorough clinical 
review of the assessment of a member’s needs and situation as well as the parameters of effective care. 
We provide comprehensive clinical review by experienced Board Certified Behavior Analysts (BCBAs) 
using ABA clinical guidelines. 


Additionally, the handbook directs members to contact the Member Services Call Center to help schedule 
an appointment, and it includes a statement reminding members that EPSDT services are free of charge. 


Our emphasis on EPDST is evident by our use of various 
educational strategies including: 
 Community-based Outreach. We advocate a community 


approach to health education and outreach activities and have a 
proven record of collaborating with community-based 
organizations, advocacy groups, faith-based organizations, and 
other community resources. Our relationships enable us to 
effectively provide education and outreach activities through 
health fairs, community events, and free health screenings. 
Specific examples of how we amplify EPSDT and Well 
baby/Well child services include school based-program 
partnerships and health fairs. 
 Telephone Member Outreach. Our English/Spanish bilingual 


outreach coordinator in Nevada conducts focused telephone 
outreach to members who are overdue for EPSDT or Well 
baby/Well child services. Our telephonic outreach coordinators 
also use over-the-phone interpretation services in more than 200 
languages for non-English/Spanish (or low English proficiency) 
speakers -- at no cost to the member. 


22. The Member Handbook must include a distinct section for eligible recipients which explains 
the EPSDT program and includes a list of all the services available to children; a statement 
that services are provided to the recipient at no costs and a telephone number which the 
recipient can call to receive assistance in scheduling an appointment. 
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 Member Education. We use a variety of member education materials and opportunities to increase 
understanding of children, adolescents, family members, and caregivers on the importance of 
completing EPSDT and Well baby/Well child services. This includes the new member welcome 
packet inbound Member Services and nurse advice line calls, member newsletter articles, annual 
preventive health reminders, EPSDT overdue service reminder postcards, and EPSDT education for 
new moms. 


 Provider Outreach. We educate our providers about the importance of timely screenings and 
communicate with them when members are overdue for preventive services. 


In Figure 3.6.1-1 below, we describe specifics of our community partnerships and the State goals they 
support: 


Figure 3.6.1-1. Our Key Community Partnerships Support Nevada’s Goals 
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The handbook presents prescription information, explains that a preferred drug list is part of the 
formulary, and lists community pharmacies where members can have their prescriptions filled. For 
those members who are unsure of how to get their medicine, we include step-by-step instructions. If 
they have questions, we direct them to call the Member Services Call Center. We will work with the 
State to provide FFS Formulary information under the new Contract. 


 


Our handbook contains information about what members should do when they are receiving care from 
a doctor at the time of enrollment. They are instructed to call the Member Services Call Center for help 
staying with their current provider or transitioning to one listed in our provider directory. 


 


Our handbook contains information on other insurance and the members’ responsibility to report the 
existence of insurance other than Nevada Medicaid or Nevada Check Up. Our handbook explains that 
members must inform us, their caseworker, their doctors, and other medical providers because the 
other insurance must be billed first before we can be billed. The handbook also clarifies that we will 
work with the other insurance to coordinate payments.


 


Our member handbook defines fraud, waste, and abuse terminology and informs members of their 
rights and responsibilities to inform us of any suspected incidents, including the following: 


 Falsifying claims/encounters 


 Alteration of claims 


 Double billing 


 Billing for services not provided 


 Denying access to services/benefits 


 Failure to refer for needed services 


 Member eligibility fraud 


 Neglect 


 Failure to report third party liability 


 Misrepresentation of medical condition 


 Other types of fraud, waste, or abuse 


The handbook instructs members to report doctors, clinics, hospitals, nursing homes, and Nevada 
Medicaid or Nevada Check Up enrollees by writing or calling our health plan at the address, email, or 
website provided in the handbook. They are also encouraged to call the Attorney General’s Fraud 
Hotline at 1-800-266-8688, if they choose. As an added control, we ask for member feedback on 
random questionnaires when we receive a claim. 


23. Information regarding prescription coverage. 


24. Notification of the recipient’s responsibility to report any on-going care corresponding to a 
plan of care at the time of enrollment, and their right to continue that treatment under the 
vendor on a transitional basis. 


25. Notification of the recipient’s responsibility to report any third-party payment service to the 
vendor and the importance of doing so. 


26. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses and the address and telephone number of the vendor’s 
fraud and abuse unit. 
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We send letters (which also reference the website address and phone numbers) to members if 
significant changes are made as defined by the State. We also add this information to the member 
handbook. We will continue to issue updates to the member handbook 30 days before the intended 
effective date, as described in 42 CFR 438.10(f)(4), when there are material changes that will affect 
access to services and information about the Managed Care Program. When these changes affect 
provider information, we make daily updates to the Find-a-Doctor function on our site. This tool lists 
all network providers, not only PCPs. We also make monthly changes to the PDF provider directory on 
the website. As part of our continuous improvement initiatives, we also announce upcoming changes 
through the twice-yearly member newsletter. We document all changes to the member handbook, 
including documentation of State approvals, through our Regulatory Department. 


 


When a provider is terminated for any reason, we notify all members on the provider’s panel of the 
action. We send written notification within 15 days of the termination effective date to clearly explain 
how it affects them. We provide instructions for selecting a new provider and information about 
accessing urgent care until a new selection/assignment occurs when the member has been seen 
regularly by that provider. We also send out a new ID card listing the new PCP within five days. This 
information is clearly presented in the handbook. 


3.6.1.2 Advanced Directives Requirements 


 


Advance Directives Requirements 
Members have the right to be treated with dignity, have their privacy protected, and specify what 
actions should be taken if they are no longer able to make health decisions for themselves because of 
illness or incapacity. Members 18 years and older have the right to execute advance directives in 
writing, and detail their wishes about their future health care choices should they become 
incapacitated.  


  


C.  The vendor must give each recipient written notice of any significant change, as defined by the 
State, in any of the enumerations noted above. The vendor shall issue updates to the Member 
Handbook, 30-days before the intended effective date, as described in 42 CFR 438.10(f)(4), 
when there are material changes that will affect access to services and information about the 
Managed Care Program. The vendor will provide notification when a change directly affects the 
ongoing care of the recipients. The vendor shall also provide such notices in its semi-annual 
recipient newsletters and shall maintain documentation verifying handbook updates 


D.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) 
business days after receipt or issuance of the termination notice. This notice shall be provided to 
each recipient who received his/her primary care from, or was seen on a regular basis by, the 
terminated provider. 


3.6.1.2 Advance Directives Requirements 
 
Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, 
including advance directives, vendors must have written policies and procedures with respect to all 
emancipated adult recipients receiving medical care through the vendor. Specifically, this act requires 
the vendor: 
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We want our members and their families to decide what care is best for them and when they want it. 
We provide advance directive information in the member handbook, on the website, and in education 
materials, and educate providers and our employees on the importance of advance directives, providing 
the necessary tools to discuss the options available. 


Our local Nevada health plan educates our emancipated minor and adult members about their rights 
under Section 1902(w) (1) of the Social Security Act, including advance directives. We have written 
policies and procedures governing advance directives with respect to our adult members receiving 
medical care through our local Nevada health plan.  


Our written policies and procedures meet the requirements for advance directives in Subpart I of 42 
CFR 489, and include a clear and precise statement of limitation if we are unable to implement an 
advance directive as a matter of conscience. Through our policies and procedures, we describe any 
differences between institution-wide conscientious objections and those that may be raised by 
individual physicians, identifying the State legal authority permitting such objection, and list the range 
of medical conditions or procedures affected by the conscience objection.  


We also incorporate advance directive information into our care management programs and plans, 
where appropriate. 


 


We provide written information concerning advance directives to each member at their enrollment 
including information required in the following subsections. 


Information about advance directives is disseminated through the new member packet, in the 
handbook, and through our HealthTips — a series of member education pieces that discuss health 
topics such as diabetes and asthma, social issues like bullying, and member rights, such as living wills 
and advance directives. Members are able to get HealthTips at providers’ offices and community 
organizations and events. They can also call the Member Services Call Center anytime they have 
questions. 


Our goal is to help members understand that advance directives are important when they are unable to 
speak for themselves — and these are legal documents they can use to make their wishes known about 
their health care and who can speak on their behalf. We educate our emancipated minor and adult 
members about their rights under Section 1902(w) (1) of the Social Security Act, including advance 
directives. We notify members of these rights, consistent with Nevada laws and regulations in the 
member handbook and website, as well as through targeted education. We make sure that our members 
recognize their rights to make informed decision about their medical care, including the right to accept 
or refuse medical treatment. We clearly describe our policies regarding the member’s rights to execute 
an advance directive, including any authorized limitations when a provider cannot comply based on 
conscience.  


  


A.  To provide written information to each recipient at the time of enrollment concerning: 
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In accordance with State laws and regulations, we assure that our members are aware of their rights to 
make informed decisions about their medical care, including the right to accept or refuse medical 
treatment. We clearly describe our policies regarding the member’s rights to execute an advance 
directive, including any authorized limitations when a provider cannot comply based on conscience. 


 


We educate our members concerning policies regarding their right to execute an advance directive, 
including a requirement that network providers present a statement of when they cannot comply on the 
basis of conscience. At a minimum, the provider’s statement of limitation will conform to the 
requirements of the following subsections: 


a. It will clarify any differences between institution-wide conscience objections and those that may 
be raised by individual network providers 


b. It will identify the State legal authority, pursuant to NRS 449.628, permitting such objection. 


c. It will describe the range of medical conditions or procedures affected by the conscience 
objection. 


PCPs or PCS’ and other providers, individually and institutionally, have the right to object to 
members’ advance directive requests. Members also have the right to select another PCP, PCS, or 
provider if one objects to their advance directive requests. To change to another PCP or PCS, the 
member is directed to call the Member Services Call Center for assistance. 


 


The handbook advises members to discuss advance directives with their PCPs and be sure the PCP 
complies with their instructions to make an advance directive part of their medical record. We also 
inform members about their right to have their advance directives documented as part of their medical 
records.  


Our provider manual also includes information on advance directives. We make sure providers 
understand they cannot limit or condition the provision of medical care based on whether a member has 
executed an advance directive. Our provider contract also states the “Provider shall comply with all 
applicable requirements under 42 C.F.R. Section 434.28 related to Advance Directives.” 


1. The recipient’s rights, under State law, to make decisions concerning medical care, including 
the right to accept or refuse medical treatment and the right to formulate advance directives; 


2. The vendor’s policies with regard to a recipient’s right to execute an advance directive, 
including a requirement that the network provider present a statement of any limitations in the 
event the provider cannot implement an advance directive on the basis of conscience. At a 
minimum, the provider’s statement of limitation, if any, must:  


 
a. Clarify any differences between institution-wide conscience objections and those that may 


be raised by individual network providers;  
 
b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and 
 
c. Describe the range of medical conditions or procedures affected by the conscience 


objection.  


B.  Vendor will educate the recipient to inform his/her provider to document in the recipient’s 
medical record whether the recipient has executed an advance directive; 
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Figure 3.6.2-1. Our Nevada-specific Concierge Enhancements Is 
Personalized to Meet the Needs of Our Members 


 


that case. To change to another PCP or PCS, the member is directed to call the Member Services Call 
Center for assistance.  


Our policies and procedures make clear that we have no limitations regarding the implementation of 
advance directives as a matter of conscience. It clearly states that we will help members switch if their 
providers are not following the advance directives because of a conscientious objection to a particular 
medical condition or procedure. Case managers and member services representatives are trained on 
our advance directives policies and procedures.  


3.6.2 Recipient Services Department/Concierge Services 


 


We will continue to comply with all Contract provisions regarding our Member Services Call Center, 
which performs the function of a Recipient Services Department as described in this section of the 
RFP. 


Our Member Services Call Center is at the forefront of service best practices in the health care 
industry. We fully understand the State’s need for enhanced member services. We currently provide a 
high level of service to our Nevada membership, and we are making enhancements — including 
ongoing, specialized, Nevada-specific training and expanded hours of operation — to provide true 
Concierge Services on every call for our members, as shown in Figure 3.6.2-1. 


We offer comprehensive, personalized customer service to our members using a fully integrated call 
center technology platform. Our enhanced Concierge Service-focused member services representative 
(MSR) training emphasizes compassionate, proactive member assistance. Currently, our MSRs 
conduct a Health Needs 
Assessment Screening during 
the Welcome Call, an outbound 
call we make to new members 
to help them understand their 
benefits and how to access care. 
With our enhancements, all 
members will be offered to 
complete their HNAS during 
calls to the Call Center or if 
routed by our IVR HNAS 
processes.  Also, if a member 
calls in with a question about a 
provider, our MSRs go beyond 
directing members to the 
provider directory. The MSRs 
they will also offer assistance 


3.6.2 Recipient Services Department/Concierge Services 
 
The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) 
that personally assists recipients to find a service provider. This department must be adequately 
staffed with qualified individuals who shall also assist recipient, recipients’ family members, or other 
interested parties (consistent with laws on confidentiality and privacy) in obtaining information and 
services under the vendor’s plan. 
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with finding the correct provider or help the member navigate the directory themselves. In addition, 
our MSRs will assist in scheduling provider appointments on behalf of the member. 


Members always have a way to get help whenever they need it, regardless of the day or hour, through 
the Member Services Call Center or our after-hours services .Members who call our toll-free number 
can select from a menu that directs calls to our MSRs, behavioral health professionals, nurse advice 
line, or points of self-service, depending on their needs and preferences.  


Our Member Services Call Center offers the following: 
 A single point-of-contact for members 


 Personalized service helping to find a provider, including proactive scheduling assistance  


 Menus in English and Spanish 


 24/7 automated self-service for checking enrollment status, changing PCP, updating address and 
phone number, and requesting an ID card, 
member handbook, or provider directory 


 Advanced technology that enables us to direct 
calls among multiple call centers to respond to 
spikes in call volume or business disruption 
because of a natural disaster 


 Member services representatives specifically 
trained to serve Nevada members 


 Clinical assistance through our nurse advice 
line 24/7 


3.6.2.1 Hours of Operation 


 


Qualified member services representatives will be available to help members during our business hours, 
7 a.m. through 7 p.m., Pacific Standard Time, Monday through Friday. 


3.6.2.2 Toll-Free Hotline 


 


Members will be able to speak to qualified member services representatives by calling our single toll-
free hotline (call center) from 7 a.m. through 7 p.m., Pacific Standard Time, Monday through Friday. 
During this time, MSRs will provide engaged, concierge-level services for all member calls. Upon 
member request, MSRs will warm transfer calls to the 24/7 nurse advice line, 24/7 Behavioral Health 
services line, or 24/7 BH Case Management as necessary. 


  


3.6.2.1 The Recipient Services Department is to be operated at a minimum, traditional business hours 
of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the 
vendor’s commercial clients, if applicable.  


3.6.2.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. for recipient access. 
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In 2015, our Member Services Call Center answered more than 5.5 million calls from members all 
across our health plan affiliates with an abandonment rate of less than one percent. We make it easy 
for members to reach us to get the help they need, their questions answered, and their concerns 
resolved. 


After hours, we provide access to the nurse advice line and IVR 
services to respond to member calls 24/7 through a single toll-free 
number. Members, their families, or other interested parties 
(consistent with laws on confidentiality and privacy) will receive 
help with needed information about services and benefits. 


Our 24/7 nurse advice line provides medical and behavioral 
health advice, based on approved protocols, to guide members to 
the most appropriate point of care, such as an urgent care center, 
ER, or self-care at home for non-urgent conditions. We take 
every opportunity to inform members how to contact our nurse 
advice line any time day or night. We use multiple 
communication channels and methods to publicize this, including 
the following: 
 Publishing the direct toll-free telephone number on Member 


ID cards 


 Including information in our Member Welcome Letters and handbook 


 Featuring contact information on our website 


 Promoting information in our automated welcome calls to each new member 


 Providing focused outreach to members who are identified (through our utilization data analysis) as 
visiting the ER frequently 


The nurse advice line enhances member access to physical and behavioral health care while 
encouraging appropriate use of health care services and avoiding unnecessary hospitalization and ER 
visits. Members can contact the nurse advice line for non-emergency medical questions and concerns 
by calling the single toll-free Member Services Call Center number and choosing the nurse advice line 
option. 


3.6.2.3 Recipient Services Department Staff Responsibilities 


 
 


Member services representatives in our Member Services Call Center receive extensive training so they can 
properly address members’ needs, resolve issues, and solve problems as quickly as possible. A key part of 
their training is education on our operations and benefits to enable them to explain these areas of key 
concern to our members. 


We understand that employees who directly interact with members and providers are critical to 
building and maintaining trusting relationships in each community that we serve. We prioritize 
training for our member services representatives and will offer all employees serving Nevada members 
an extensive customer service training program with a State-specific curriculum. We will maintain a 
diverse team of thoroughly trained employees who cultivate respectful, supportive relationships with 


3.6.2.3 At a minimum, Recipient Services Department staff must be responsible for the following:  


A.  Explaining the operation of the vendor;
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Nevada members, their families, and our providers. Our training curriculum encompasses several 
educational strategies that accommodate different learning styles, including written materials, 
interactive class discussions, and computer-based tutorials that enable member services representatives 
to build the skills necessary to deliver knowledgeable and accessible assistance and services to our 
providers and members of all cultures and abilities. 


Training Components 
As part of our extensive training program, all Nevada employees will attend a one-day orientation 
about our health plan, HIPAA privacy compliance requirements, and our customer and membership 
base. Member services representatives also participate in an intensive 18-day training course before 
they begin answering live calls from members in the mentoring environment. 


The full training continues for a total of 29 days and is delivered in segments when member services 
representatives learn certain processes and applies them for a short period of time. They then return to 
the classroom and learn additional skills that build on the first segment. Our training process will be 
broken into the following components: 


 Classroom training: Multi-week program will be facilitated by an experienced trainer with in-depth 
knowledge of Nevada Medicaid program services and benefits 


 Mentoring: Live calls are received in the production environment to acclimate them to system tools 
and resources 


 Huddles During the Mentoring Period: Member services representatives meet for an hour daily to 
discuss situational events for clarification or resolution 


 Quality Review: During the mentoring period, increased call monitoring is performed to see that 
member services representatives are performing to expectation 


New Hire Training 
Beginning with new hire training, we educate employees on our person-centered approach to care, best 
practices, and strategies for engaging customers. Throughout their employment, we provide 
continuous training, coaching, and supervision that support employees’ consistent application of these 
principles when serving our members. We teach them to demonstrate our values through their choices 
in daily interactions with each member and to recognize that a single employee’s action has a ripple 
effect that ultimately impacts the entire member experience. We conduct our training in a controlled 
environment with supervision and coaching, followed by an evaluation period. The curriculum covers 
a variety of topics, including member services core training, provider services training, and training 
specific to the Nevada Medicaid program. 


Member services representatives are also trained to use our Knowledge Management system and 
Integrated Desktop application for real-time access to program requirements, covered services, 
eligibility, and claims data. They will be proficient on all Nevada Medicaid and Nevada Check Up 
program details and updates so that members and providers who call will receive up-to-date program 
information. 
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Classroom Training 
Our structured classroom-based curriculum includes modules that educate member services 
representatives as shown in Table 3.6.2.3-1. 


Table 3.6.2.3-1. Our Classroom Training Promotes Nevada-Specific Knowledge and Outstanding Service 
Classroom Training Topics 
Covered Programs and Services, including behavioral 
health, and Home and Community Based Waiver Services 


Eligibility Policy for the Nevada Medicaid program 


Structure of the Nevada Medicaid program, Covered 
Services, and Program Requirements 


Nevada Contract Requirements 


Positive Behavior Supports; Person-Centered Practices Community Inclusion and the Importance of Maintaining 
Independence in the Community 


Cultural Competency Program, including Assisting 
Members with Limited English Proficiency 


Hearing Disabilities, and Responding to Members with 
Communication Difficulties or Challenging Behaviors 


Managed Care Principles, including Coordination of Care 
and the Importance of Consumer- Directed Services 


Medicaid, Medicare, and Managed Care 


Value Added Service offerings Compliance/Fraud and Abuse Program and Member Rights 
and Responsibilities 


Systems Training/Online Resource Tools Non-Capitated Services and Community and Social Services 
Providing Training to Members Regarding Protections 
Related to Abuse, Neglect, or Exploitation 


Identifying and Reporting Critical Events or Incidents such as 
Abuse, Neglect, or Exploitation 


Systems Training/Online Resource Tools Triaging Calls, Caller Verification Process 
Locating a Provider/Disseminating Information about a 
Provider 


Call Monitoring and Quality Management 


Processes for Submitting a Complaint/Grievances and 
Appeals 


Assisting Members in Making PCP Changes 


Appointment Availability/Access Standards Handling Crisis Calls 
Incentive Programs Balance billing issues and cost-sharing and liability inquiries 
 


Mentoring Period 
During the mentoring period, recorded and live calls are monitored to make sure employees are 
performing according to expectations. This enables new employees to practice the skills they learn 
during training and receive real-time feedback on the quality of their interactions with callers. 


Ongoing Training 
After member services representatives receive initial training and begin taking calls, they benefit from 
ongoing training initiatives to keep their skills fresh, and they are continually engaged in professional 
development. For example, when we introduce a new product or system, we make certain that each 
employee receives training and fully understands it. We offer courses to enhance service skills and 
professional development, such as the following: 


 Identifying and Responding to Customer Styles 


 Providing Customer Service Over the Phone vs. Face-to-face 


 Shaping the Direction of Customer Service in Your Organization 


 Understanding the Defining Moment in a Customer Interaction 


 Implementing Standards to Stay In-Tune to Your Customer Needs and Expectations 


 How to Uniquely Serve Each Customer 


Other training topics will include quality, best practices and opportunities, Nevada bulletins, advance 
review of member and provider communications, and program and/or benefit changes. All training 
documentation, attendee lists, and staff agendas are retained for tracking and review purposes. 
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Our member services representatives combine expertise acquired in their training with technology  to 
provide complete answers to any member questions about their benefits. 


 


If a member calls with a grievance or wishes to file an appeal, the member services representative will 
strive to resolve it during the first call. If the representative cannot resolve the issue immediately, the 
member can file a grievance or appeal. The member can ask the representative to file the grievance or 
appeal during the call or help write a letter about the problem. After the member services representative 
records the grievance or appeal, the representative will track progress of the grievance or appeal as it 
moves toward resolution. The member can work with the representative to make sure this is done in a 
prompt and timely fashion. 


 
MSRs respond to member inquiries in a friendly, knowledgeable, and efficient manner. MSRs use an 
integrated desktop and online tools to provide consistently accurate responses for members with 
questions about the following: 


 The member handbook  How to change a PCP 


 Maternal-child health program  Benefits 


 Member ID cards  Rights and responsibilities 


 Help finding non-emergent transportation  Translation assistance 


 Child and adult wellness care  Vaccine information 


 Family planning services  Dental care 


 Medicines  Specialists and special kinds of health care 


 Healthy living information  Community events 


 Value Added Services  Making an advance directive 


 How our local Nevada health plan protects 
health information 


 Help making a doctor’s appointment and 
doctor visits 


 Grievance and appeal information  


 


We consider providing concierge-level services to our members an essential capability and one of our 
core competencies. Therefore, members can be confident that they are talking to a skilled 
representative with direct and complete knowledge of issues and information regarding their inquiry 
and who is committed to solving the inquiry on the first call. 


Our call center will be available to provide Concierge Services to members from 7 a.m. through 7 p.m., 
Pacific Standard Time, Monday through Friday. Our nurse advice line is always available at the same 
toll-free number for members who are ill or have a medical question. In addition, our automated IVR 
responds to member eligibility inquiries and automated provider claims, authorizations, and eligibility 
inquiries 24 hours a day. 


B.  Explaining covered benefits; 


C.  Resolving, recording and tracking recipient grievances and appeals in a prompt and timely 
manner; 


D.  Responding to recipient inquiries; and 


E.  Providing Concierge Services. 
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Member Concierge Services - Call Center Operations 
We understand that good customer service drives overall satisfaction. We continually evaluate and 
adjust staffing levels to adapt to evolving call trends and help assure adequate staffing during peak call 
periods. 


Our call routing and monitoring technology maximizes efficiency and productivity by assuring real-
time access to the full range of call data, including call volume trends, average handle and hold times, 
average speed of answer, and call blockage and abandonment rates. That capability enables us to be 
nimble in responding to spikes in call volume – such as during implementation phases – or business 
interruptions by a natural disaster at any one location. Our call center technology facilitates seamlessly 
routing calls to different sites to continue serving members. Our call centers have continuously 
maintained high call efficiency without delay to members during these critical times. Our platform is 
scalable, replicable, and already operational. 


In addition, we recognize the importance of being available to members beyond normal business hours. 
Through IVR technology, we provide members 24/7 self-service capabilities, as well as the option to 
speak with a trained professional through the nurse advice line. The strategic design of our call center 
enables member services representatives to provide callers the accurate information they need. Our call 
center system design features: 
 Proactive appointment scheduling assistance for members inquiring about providers. This means 


that our MSRs will be trained to ask each member whether they would like assistance with a 
referral or with scheduling an appointment with each the following types of calls: 
 Transferring records to a new provider 
 Finding, changing, or verifying a PCP  
 Finding a specialist provider 


 Professional, courteous, and knowledgeable staff who will efficiently and effectively address a 
variety of member inquiries 


 An integrated desktop and online tools that enable consistently accurate responses 


 Ongoing feedback to member services representatives that supports and enhances high performance 
levels 


 An up-to-date, online Knowledge Management system 


Routing to Member Services Representative 
When members choose to speak with a member services representative, IVR technology connects them 
with someone who can help. Our IVR enables members to reach the right representative with a 
minimal number of prompts. For example, if a caller needs to speak with someone knowledgeable 
about behavioral health, we route the call directly to the most appropriate, trained staff. Member 
services representatives provide their names when greeting callers. Across our affiliate health plans, 
more than 90 percent of member inquiries are resolved during the initial call. Often, calls that are not 
resolved during the initial conversation require follow-up work with external entities. For example, a 
caller has a plan effective date that requires follow-up with the State. When members need to speak 
with an external entity, such as the DHCFP personnel, member services representatives will warm-
transfer (if warranted) them to make sure they are connected to the assistance they need. 
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After-Hours Automated System Provides Members with Clear Options and 
Instructions 
We recognize the importance of being available for our members around the clock. Our IVR enables 
us to assist members 24/7 by offering self-service options as well as access to clinical staff through the 
nurse advice line. The automated system instructs members to call 911 in case of an emergency or 
connects them to the nurse advice line if they are unsure whether they are experiencing an emergency 
or need non-emergency clinical assistance.  


 


If a member requires assistance with accessing care, including finding a provider, our Member 
Services Call Center will function as the in-person Concierge Services described above, expanding on 
the high level of service we already provide. Our MSRs will help the member find a provider, asking 
the member whether he or she would like referral or scheduling assistance on each call concerning 
providers.  


1. We understand that this assistance goes over and above just providing a list of network providers or 
directing members to the web. Our member services representatives understand that many of our 
members require personal care and extra assistance, and they are trained to proactively provide that 
assistance to fully satisfy our members’ needs on the first call wherever possible. For instance, if the 
member wants to change to another PCP, he/she can call the Member Services Call Center. Our 
representatives will help the member make sure the new PCP is close and accepting new patients. We 
will make the change immediately, and it will take effect that same day. If the member makes the request 
through the member website, it will be effective the next day. There is no limit on the number of times a 
member can request PCP changes. 


  


F.  If the recipient requires assistance with accessing care, including finding a provider, the 
Recipient Services Department will transfer the recipient to the in-person Concierge Services. 
The in-person Concierge Service staff will assist the recipient to find a provider, this assistance 
is over and above providing a list of network providers or directing to the web. The Concierge 
will provide the following assistance:  


 
1. Assisting recipients in selecting and/or changing PCPs or Primary Care Sites. The vendor 


must report any PCP and/or Primary Care Sites changes electronically to the DHCFP. 
 
2. Assisting recipient to make appointments and obtain services; the vendor is required to find 


and schedule an appointment if the recipient reports they are unable to access or find a 
provider or make an appointment.  


 
3. Assisting recipient in obtaining out-of-area and out-of-network care. 
 
4. While the Recipient Services Department will not be required to operate after business hours, 


the vendor must comply with the requirement to provide urgent care and emergency coverage 
twenty-four (24) hours per day, seven (7) days per week. The vendor must have written 
policies and procedures describing how recipients and providers can obtain urgent coverage 
and emergency services after business hours and on weekends. Policies and procedures 
must include provision of direct contact with qualified clinical staff. Urgent coverage means 
those problems which, though not life-threatening, could result in serious injury or disability 
unless medical attention is received. 
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2. Member services representatives also help members make health care appointments and obtain other 
services, such as transportation. They can also help a member find a specialist close to home. Our MSRs 
will proactively offer referral and provider scheduling assistance with each member call about 
providers.  


3. They help members find out-of-area and out-of-network care when necessary. From 7 a.m. through 
7 p.m. Pacific Standard Time, members can talk to a member services representative for direction on 
accessing medical care when they are out of the area or from an out-of-network provider. This 
information is also clearly explained in the member handbook. The representative can review members’ 
benefits and the best way for them to get the most appropriate level of care. When members call after 
regular business hours, they can leave a message for a call back the next business day.  


Our single, fully integrated call center platform enables members to use our toll-free number for 
assistance with all of their Nevada Medicaid and Nevada Check Up health plan benefits. Our six 
national call centers are managed as one virtual call center staffed by employees trained and qualified 
to respond to callers’ questions or issues across physical and behavioral health, as well other services 
and resource needs. If the call is outside representatives’ skill sets, they may direct callers to those with 
more in-depth expertise. Calls can be routed to specialized call teams within the organization to meet 
the member’s specific needs. Figure 3.6.2.3-1 below shows we efficiently direct our members’ calls to 
the right parties so that they quickly receive the care they need: 


Figure 3.6.2.3-1. Our Members Receive Personalized Care for Their Specific Needs 


 


4. Both the member handbook and website guide members through the procedure of getting routine, 
urgent, and emergency care, as well as accessing care while out of town. Members have access to 
emergency services 24/7. We do not require referral or prior authorization for emergency services.  
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3.6.3 Medical Provider Requirements 
 


We currently comply with this requirement and all its subsections and will continue to do so under the 
new Contract. 


When we receive a file from the State indicating which members have self-selected a PCP and 
identifying those who have not, we begin the process to make sure that everyone has a designated PCP 
upon receipt of welcome packet materials. For members who self-select, we review the information to 
make certain that the PCP is an active in-network provider, is appropriate for the age and gender of 
the member, and is located within 25 miles of the member’s home. If the PCP listed on the file does not 
pass validations and the member does not express a preference for another PCP who does meet 
criteria, the member will receive an auto-assignment. 


3.6.3.1 Primary Care Provider or Primary Care Site 


 
We welcome new members and makes sure they have a PCP or Primary Care Site (PCS) within five 
business days of the effective date of their enrollment. If the member had been seeing an in-network 
PCP or PCS prior to enrolling with us, the member can remain with that provider.  


Members with disabilities, chronic conditions, or 
complex conditions can choose a specialist as 
their PCP if the specialist agrees. If members 
choose a specialist as their PCP, they will be 
reported as a specialist; that provider will not 
count as both a specialist and PCP. Additionally, 
these members may also elect to choose a State-
operated clinic as PCP. 


Members with disabilities will be given an 
additional 30 calendar days to select a PCP. 


Re-instated members are re-assigned to their 
previous PCP/PCS, unless the member specifically requests another, the PCP is terminated or at 
capacity, or if the member no longer lives within 25 miles of the PCP/PCS. 


If a member does not make a PCP selection at the time of enrollment, we will auto-assign that member 
to a PCP as described in 3.6.3.3. 


3.6.3.1 Primary Care Provider (PCP) or Primary Care Site 
 
The vendor shall allow each enrolled recipient the freedom to choose from among its participating 
PCPs and change PCPs as requested. The vendor must implement procedures to ensure that each 
recipient has an ongoing source of primary care appropriate to their needs. 
 
Each enrolled recipient must be assigned to a PCP or Primary Care Site, within five (5) business days 
of the effective date of enrollment. Recipients with disabilities, chronic conditions, or complex 
conditions must be allowed to select a specialist as their PCP. If a specialist is chosen as a PCP, they 
should be reported as a specialist. The specialist does not count as both. Recipients with disabilities 
must be given an additional 30 calendar days to select a PCP. The vendor may auto-assign a PCP or 
Primary Care Site that has traditionally served the Medicaid population to an enrolled recipient who 
does not make a selection at the time of enrollment. If the enrolled recipient desires, the vendor shall 
allow him or her to remain with his or her existing PCP if the PCP is a recipient of vendor’s primary 
care network. 
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Informing Members of their PCP or PCS Assignment 
We notify members of their PCP or PCS assignment when they receive their member ID cards within 
five calendar days of our notification of their enrollment. We encourage new members to make an 
appointment with their assigned PCP or to make a voluntary change and schedule an appointment 
with their chosen PCP.  


3.6.3.2 Twenty-Five (25) Mile Rule 


 


We maintain network adequacy to offer members a choice of PCP or PCS within 25 miles of their 
home and help them make a choice that fits their needs. We will in no case assign a PCP or PCS to a 
member more than 25 miles away without that member’s written request. 


3.6.3.3 Assignment of a PCP or Primary Care Site 


 


When new members have not chosen a PCP or PCS, we match them using the following criteria: 


 Existing PCP or PCS. Members can remain with their pre-enrollment PCP as long as it is a network 
provider and we know who it is. 


 Close Proximity. We make sure, whenever possible, that members are within 25 miles of their PCP 
or PCS offices unless they specifically request a provider outside that radius or because of a certain 
health condition care requirement. At present, 100 percent of our members have access to a PCP or 
PCS within 25 miles of their homes, and the average distance is 1.3 miles. 


 PCP or PCS for Children. We assign all children, including newborns, within the same household 
to the same PCP or PCS when appropriate. 


3.6.3.2 Twenty-Five (25) Mile Rule 
 
The vendor must offer every enrolled recipient a PCP or Primary Care Site located within a 
reasonable distance from the enrolled recipient’s place of residence, but in any event, the PCP or 
PCS may not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per 
NAC 695C.160 without the written request of the recipient. 


3.6.3.3 Assignment of a PCP or Primary Care Site 
 
If an enrolled recipient does not choose a PCP, the vendor shall match enrolled recipients with PCPs 
by one or more of the following criteria:  
 


A.  Assigning enrolled recipients to a provider from whom they have previously received services, if 
the information is available; 


 
B.  Designating a PCP or Primary Care Site who is geographically accessible to the enrolled 


recipient per NAC 695C.160 (25 Mile Rule);  
 
C.  Assigning all children within a single family to the same PCP;  
 
D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in 


treating that condition, if the vendor knows of the condition; and/or 
 
E.  Assigning a recipient to a PCP upon receipt of a claim for services rendered by a PCP to the 


recipient. 
 


The vendor shall ensure that enrolled recipients receive information about where they can 
receive care during the time period between enrollment and PCP selection/assignment. The 
vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) 
business days of assignment. 
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Within five business days of enrollment, we send all new members information about where they can 
receive care during the time between enrollment and PCP or PCS assignment. PCPs or PCSs receive 
monthly rosters of new members if they request it, or they can sign up to receive them through the 
provider website. 


If a member does not select a PCP/PCS at the time of enrollment or makes an invalid selection (for 
example, an adult mistakenly selects a pediatrician), we auto-assign a PCP or PCS to him or her. It will 
be a PCP or PCS who has traditionally served the Medicaid population, as determined by paid claims for 
services to those members. 


Members who did not select a PCP during the enrollment process will be auto-assigned one. Our auto-
assignment process helps identify PCPs that best meet the needs of members by examining continuity 
and quality of metrics, as well as convenience of location. We also use a process called Member 
Default Optimization (MDO), which establishes and applies internal and proprietary algorithms and 
criteria to evaluate providers based on various quality and efficiency measures. We incorporate those 
results into the auto-assignment process to preferentially assign members to higher-scoring providers. 
Our process also factors member preference/familiarity with providers into each auto-assignment, 
based on the following methodology:  


A. Assigning Members  
Members are assigned to a PCP/PCS from whom they receive or previously received services if that 
information is available and the PCP/PCS is in our provider network and geographically accessible to 
the member. 


B. Designating PCPs and PCSs 
Members are auto-assigned a PCP/PCS who is appropriate to their age and sex and within 25 miles of 
the member’s home per NAC 695C.160 (25-Mile Rule). 


C. Assigning Children to the Same PCP 
All children in a family are assigned to the same PCP/PCS if the provider is appropriate and 
credentialed to deliver needed care based on the MDO scoring algorithm, which includes distance, age, 
gender, and language needs.  


D. Assigning Children with Special Health Care Needs 
When we assist members in finding a provider, we assign a Child with Special Health Care Needs 
(CSHCN) to a practitioner experienced in treating that condition, if we know of the condition. 


E. Assigning Based Upon Claims Received 
When a member has not selected a provider, we will assign him or her to a PCP upon receipt of a claim 
for services rendered by that PCP to the member. We will provide enrolled members information about 
receiving care during the time between their enrollment and PCP selection/assignment. We will also 
notify the enrolled member, in writing, of his or her assigned PCP within five business days of 
assignment. 
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We employ continuity-of-care and quality-of-care logic in each auto-assignment. We factor each 
member’s individual history, preference, and geographic proximity to the PCP into this process. 
Following auto-assignment, we inform members that they can change PCPs at any time and encourage 
them to make their own voluntary selection.  


Our Member Services team provides assistance to any expectant mother who contacts them to make a 
PCP selection for her newborn. If the mother does not choose a PCP once the child is born, the 
newborn will be auto-assigned using the algorithm detailed above. 


3.6.3.4 Changing a PCP or Primary Care Site 


 


Members can change their PCPs or PCSs for any reason, and the Member Handbook outlines 
procedures for it. They can also call the Member Services Call Center to make the change that same 
day, and members receive a letter confirming the change, along with a new ID card.  


Members have twenty-four-hour-a-day, seven-day-a-week (24/7) access to several self-service options 
through the Member Services Call Center toll-free number. Interactive voice response (IVR) affords 
access to functions, including checking eligibility status, updating contact information, and changing 
their PCP. They can also request a new member ID card, handbook, or provider directory.  


If they are registered users of our member website, they can change their PCPs or PCSs online, and 
the changes will be effective the next day. All materials used to notify members of PCP or PCS changes 
and procedures are reviewed and approved by the DHCFP prior to publication and distribution. 
Additionally, once members have changed their PCP or PCS online, they may immediately access from 
the mobile app or print a new ID card reflecting the change. 


 
When a provider terminates for any reason, we notify all members on the provider’s panel of the action. 
We send written notification to members within 15 days of receiving a provider termination notice, 
clearly stating how it affects them. We provide instructions for the selection of a new PCP and 
information about accessing urgent care, if needed, until the new selection/assignment occurs.  


3.6.3.4 Changing a PCP or Primary Care Site  
 
A.  An enrolled recipient may change a PCP or PCS for any reason. The vendor shall notify 


enrolled recipients of the procedures for changing PCPs or Primary Care Sites.  


B.  In cases where a PCP has been terminated, the vendor must notify enrolled recipients in writing 
and allow recipients to select another primary care provider, or make a re-assignment within 
fifteen (15) business days of the termination effective date, and must provide for urgent care for 
enrolled recipients until re-assignment. 
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We may initiate a PCP or PCS change under the following circumstances: 


 If a member requires specialized care for an acute or chronic condition, we may, in consultation 
with the member, initiate a change to a more appropriate provider. 


 If the member relocates more than 25 miles from the PCP’s or PCS’s office, he or she has the 
opportunity to select one who is closer or more conveniently located. 


 If a PCP or PCS leaves the network, we notify, in writing, all members receiving services from that 
provider and offer to change their PCP or PCS. If they do not choose a new one, we select an 
appropriate PCP or PCS for them using our MOD criteria. 


 If a provider is terminated for any reason, including legal action, we inform members in writing and 
provide instructions on selecting a new PCP or PCS. Again, if the member chooses not to select a 
new PCP or PCS, we will select one for him or her. 


In each of the above situations, we offer the member an opportunity to select another PCP or PCS. The 
member is also able to change an auto-assigned PCP or PCS as desired. 


 


We document all PCP changes, including the reason for it, in our core operations system. We analyze 
this data and produce reports for the DHCFP, upon request. 


3.6.3.5 Use of Medical Homes and Accountable Care Organizations 


 


We are experienced in establishing patient-centered medial homes and health homes. We distinguish 
between patient-centered medial homes and health homes with program models consistent with 
Centers for Medicare and Medicaid Services (CMS) and National Committee for Quality Assurance 
(NCQA) standards and guidelines. For example, we have established PPACA Section 2703 Health 
Homes consistent with CMS-approved State Plan Amendment in New York (January 1, 2012), 
Washington (July 1, 2013), Kansas (July 1, 2014), and Iowa (April 1, 2016) for broad populations 
covering a number of chronic conditions.  


C.  The vendor may initiate a PCP or Primary Care Site change for an enrolled recipient under the 
following circumstances: 


 
1. Specialized care is required for an acute or chronic condition; 
 
2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than 


twenty-five (25) miles. Such change will be made only with the consent of the recipient; 
 
3. The PCP ceases to participate in the vendor’s network;  
 
4. Legal action has been taken against the PCP, which excludes provider participation; or 
 
5. The recipient will be given the right to select another PCP or Primary Care Site within the 


vendor network. 


D.  The vendor shall track the number of requests to change PCPs and the reasons for such 
requests.  


3.6.3.5 Use of Medical Homes and Accountable Care Organizations 
 
A.  The vendor is encouraged to use existing patient-centered medical homes/health homes, when 


available and appropriate. 
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While health home programs are a relatively new service model promoting a holistic focus and 
coordinated care across the service delivery system, we have been an active leader in the 
implementation of health homes across the country. We are working with health homes in states where 
we manage Medicaid benefits and also where state-approved health homes do not directly involve the 
MCOs in the administration of the health home program, including West Virginia, Maryland, New 
Jersey, and Wisconsin. We provide support, and consultation in other states, which are in various 
stages of planning and development, including California, Tennessee, and Virginia. Additionally, we 
have worked in states, including Indiana and Nevada, to develop health home demonstration 
programs.  


Health homes are defined as integrated, person-centered services, with close coordination and 
collaboration between physical and behavioral service delivery systems aimed at individuals with two or 
more chronic health conditions, one chronic health condition and at risk of another, or a serious 
mental illness/serious emotional disturbance. The health home program promotes the exchange of 
health and service information, evidence-based practices, care coordination, and self-care. Health 
homes are intended to improve outcomes by reducing fragmented services and addressing the physical, 
behavioral health, and social needs of members.  


In our health home model of care, we promote a “place-of-service” where the primary care practice, 
mental health clinic, or other health services delivery setting implements a team approach. This 
approach includes a care coordinator to address barriers in obtaining needed specialty services, 
facilitate collaboration between service providers, and coordinate transitions in care. Care 
management activities support the member and family members and promote self-care, a healthy 
lifestyle, and informed health decisions. 


The patient-centered medial home takes a broader population focus and is limited to physical health 
settings. Like the health home, the patient-centered medial home takes a whole-person approach to 
address physical and behavioral health conditions and promote team-based care and coordination and 
collaboration with other health and social service providers. In both the health home and patient-
centered medial home, we have taken a proactive stance to engage providers in practice transformation 
activities that include providing supports and services to facilitate this transformation in clinical 
practice. It is not care as usual with a new name, but it is developing a practice approach that reflects 
the core values of members having a continuous relationship with a “personal physician,” a care team 
engaged in the ongoing care of members led by the physician, a whole-person orientation, and 
coordination of care that cannot be provided by the practice. Care is integrated and coordinated, 
emphasizing quality and safety, enhanced access to care, and financial models that promote the 
patient-centered medial home model. Table 3.6.3.5-1 highlights aspects of the proactive transformation 
that we promote.  
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Table 3.6.3.5-1. Transformative Aspects of Patient-Centered Medical Homes 
Move From Move To 
Admit/discharge Engagement/follow-up 
Acute — in-the-moment focus Long-term engagement with member 
Specific presenting condition Holistic — mind and body 
Compliance (physician prescribed) Adherence (member-informed interventions) 
Physician decision-making Shared decision-making 
Passive patient Active/engaged individual 
Episodic documentation Registries, alerts, and reminders 
File audits, episodic events Outcomes — clinical, financial, and consumer 
Disease coping Disease management and health behaviors 
Individual provider Service team 
Volume financial model (FFS) Value-based financial model (shared risk) 
 


Health home members actively participate in their health care. The first priority is identifying and 
actively engaging members and their families in the care process. An Individualized Care Plan (ICP) 
drives patient-centered medial home and health home services where we identify health and social 
service and support needs and define intervention and treatment along with identifying the health 
service providers involved in addressing those needs. A Health Action Plan (HAP) defines a member’s 
health goals and action steps, which promote self-care and support the member’s motivation to take 
steps in developing a healthy lifestyle. 


We champion providers and staff in developing the knowledge, skills, and processes to address the 
member’s whole health needs. Our training, consultation, and collaboration with primary and specialty 
medical providers promote the patient-centered medial home and health home as a comprehensive 
program of care. Further, our model of care relies on evidence-based practices to assist members in 
self-directed care, knowledge, and skills to manage their health conditions. Via member- and family-
centered, assessment-driven, team-based care, coordination, and collaboration, we address the needs of 
members and their families or caregivers. This includes addressing interrelated medical, social, 
developmental, behavioral, educational, and financial needs to achieve optimal health and wellness 
outcomes. 


Using Existing Patient-Centered Medial Homes/Health Homes 
In Nevada, we currently contract with and support patient-centered medial homes and health homes. 
We support practice transformation to achieve patient-centered medial home/health home goals in 
which operational procedures are developed to reflect a continuum with processes and procedures 
reflecting varying capabilities and staffing patterns to carry out a population health program 
addressing the physical and behavioral health needs of members served in the practice. Our health 
plan works to contract with providers that meet patient-centered medial home/health home criteria or 
ones willing to become a patient-centered medial home/health home.  


To this end, we have established programs to promote and facilitate practices in becoming a patient-
centered medial home/health home. We accomplish this using a financial model that establishes a 
payment system promoting a holistic approach, care coordination, and quality outcomes facilitating 
their transition to a patient-centered medial home/health home practice model. For example, we have 
developed payment and program models with several providers in Nevada that promote holistic care, 
care coordination, and quality outcomes. 
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 Sunrise Pediatrics: We provide tiered PMPM reimbursement in addition to value-based 
reimbursement that varies based on the level of outreach and engagement they provide to our 
members. 


 Desert Pediatrics: We provide tiered PMPM reimbursement in addition to value-based 
reimbursement that varies based on the level of outreach and engagement they provide to our 
members. 


 Guadalupe Medical Center: We provide tiered PMPM reimbursement in addition to value-based 
reimbursement that varies based on the level of outreach and engagement they provide to our 
members. 


 Dr. Raulio Machuka, MD: Through PC-INSITE, we provide a co-located behavioral health coach 
who conducts screenings and assessments for depression and other mental health conditions, as 
well as substance use screening. The program, based on the evidence-based IMPACT program, 
provides follow-up, health coaching, and stepped-care in support and consultation with the primary 
care team. The PHQ-9 instrument scores and changes scores over time and guides the behavioral 
health coach, in collaboration with the PCP, on interventions. The behavioral health coach provides 
support and monitoring to verify member engagement and integrated care coordination. This 
program supports this practice in a number of the key components of a patient-centered medial 
home – holistic care, team-care, population health, access, and quality. 


 WELL CARE Services Behavioral Health Clinic: This provider collaboration has focused on 
expanding the range, breadth, and depth of the service delivery model in which we have provided 
frequent consultation to establish an health home demonstration program that integrates medical 
and behavioral health services through a co-located PCP, as well as telemedicine services through 
our telehealth service kiosk. Care coordination, care management, transitions in care, health 
promotion, referrals to community services and support, support to the member and family 
members, and core health home services are provided by the clinic. In addition, we have provided 
consultation as they have pursued health home accreditation through the Commission on 
Accreditation of Rehabilitation Facilities (CARF).  


 Internal Medicine Specialists — GME program: This clinic is supported by the co-location of a care 
coordinator in the facility to provide care coordination and member outreach and promote a team-
based approach in establishing core components of a patient-centered medial home.  


The above represent current examples of our work in Nevada to promote and support the expansion of 
patient-centered medial homes/health homes. 


 
Indicated above are numerous efforts to contract with and expand upon provider practice models that 
are consistent with patient-centered medial home and health home programs. Our commitment to 
expanding and supporting patient-centered medial homes/health homes is reflected throughout our 
organization with expertise at the national and health plan level. Through our patient-centered medial 
homes/health homes programs, we provide the support and expertise necessary to transform and grow 
these sites from episodic treatment-oriented practices to wellness-focused population health clinics that 
take a proactive role in monitoring and maintaining the overall health of their patients. Our parent 
company, through our affiliates, operates one of the largest medical home programs in the country, 


B.  Vendor should use supportive provider services and contracting to support the expansion of 
patient-centered medical homes/health homes. 
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ranking fifth for the number of providers participating in the program according to the latest Patient 
Centered Primary Care Collaborative report. 


We have had similar success here in Nevada. Part of that success is because of our innovative 
incentive programs — we offer several types of financial incentives to help support our patient-
centered medial home efforts. We provide case management fees to patient-centered medial homes so 
they can be rewarded for incremental success as they work toward fulfilling NCQA requirements. This 
is an important interim step toward being fully qualified to participate in the Provider Quality Incentive 
Program (PQIP), which is an incentive plan that rewards providers who perform above the norm on 
various quality measures for our members’ health care. The obstetric pay-for-performance program 
targets obstetricians and rewards them for meeting quality benchmarks and improvement targets. 


We provide consultation and engage in provider collaborations to facilitate health service providers to 
transform their practices in adopting the policies, procedures, and staffing models that are consistent 
with patient-centered medial home and health home standards.  


To further support our patient-centered medial home efforts, we also are involved in an 18-month 
relationship with a national, non-profit organization founded by the American Academy of Family 
Physicians and created to help family care practices transform into true medical homes. 


Other practice supports include: 
 Online reports that give practices information they need such as a list of patients in the hospital, 


members recently visiting the emergency room (ER), and patients who have missed opportunities to 
receive preventive screenings 


 Frequent interaction with our medical director 


 Clinical tools to promote physical and behavioral health integration — screening instruments and 
practice operations such as team huddles and member information provided through an innovative 
platform, our Integrated Member Dashboard 


 Alignment of our care coordination activities with the practice, including care coordinators who 
work alongside the practice and often collaborate onsite 


 Quality coaches who educate and support each practice to build systems for measuring and 
improving its quality measures as part of an ongoing quality improvement program 


 Innovative models of reimbursement to reward our medical home sites and other providers for 
improving both quality and efficiency 


 
Patient-centered medial homes and health homes are important components of the ACO model, in 
which the ACO represents the broader system of care in bringing together physical and behavioral 
health outpatient providers, including specialists and social service organizations.  


Silver State ACO Collaboration. We recently entered into an exclusive Medicaid MCO relationship 
with Silver State ACO, the only Medicare-certified ACO in southern Nevada, to improve member 
behavioral health, access, and satisfaction. Silver State ACO consists of more than 200 PCPs and 
pediatric providers located throughout the Las Vegas Valley where many of our members reside. Most 
of Silver State ACO’s PCPs are currently participating in our network, and many also participate in 


C.  Vendor is encouraged to use Accountable Care Organizations (ACOs) and other innovative 
models, when available and appropriate. 
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our PQIP. Under this value-based quality model, Silver State ACO will receive additional 
reimbursement in the form of bonus payments for improvements in HEDIS® and other quality 
metrics. We will also work with Silver State ACO to help address access issues in Washoe County. 


Silver State ACO provides its doctors with practice data and information services to help monitor and 
track member care. The management team at Silver State ACO has more than 70 years of experience 
in the health care field, and its mission is to make a difference in the quality of care provided to 
members. Silver State ACO’s goal is to help assure that members, especially the chronically ill, get the 
right care at the right time, while avoiding unnecessary duplication of services and preventing medical 
errors.  


Provider collaboration and value-based reimbursement are fundamental to our approach to the 
encouragement and support of our patient-centered medial home, health home, and accountable care 
organization initiatives. As further described in Section 3.7.6.6, our provider collaboration model 
encompasses an array of solutions and supports for providers, including payment solutions (value-
based purchasing [VBP] programs and quality-based incentives that reward providers for meeting 
certain cost and quality metrics), data solutions (data analytics and tools that support our VBP 
arrangements), advisory solutions (care supports that help providers manage care and practice 
supports that help providers manage their practices as businesses), experience solutions (member 
engagement in his or her own health), and business solutions (the continuum of relationships we 
engage in with providers). Our VBP programs are designed to meet providers where they are and 
incentivize providers to focus on issues prevalent in their patient populations and to deliver care in a 
way that results in improved health outcomes.  


The financial model and payment structure are essential aspects of these models of care, so we have 
developed a PQIP along with other shared-savings/shared-risk programs. As described in Section 
3.7.6.6, our PQIP provides incentives for PCP practices, including patient-centered medial homes, to 
undertake systemic improvements that affect both health care outcomes and cost trends. PQIP uses a 
system of HEDIS®-like quality indicators and shared-savings principles to encourage efficient and 
cost-effective delivery of health care services. Our shared-savings, shared-risk, and delegated-risk 
contracting models incentivize ACOs and other health systems and their providers to efficiently and 
holistically manage member care and improve health outcomes by reducing unnecessary services like 
non-emergent use of ERs, focusing on care coordination for the members most at risk for high 
utilization, effectively coordinating specialty care, and increasing self-care and preventive and wellness 
care. Shared savings arrangements promote joint collaboration between the health plan and our 
providers to maximize health outcomes. All our shared-savings, shared-risk, and delegated-risk models 
contain a quality component based on specific quality measures and thresholds that must be met before 
any savings or surplus payments are made.  


Taken together our emphasis is on provider collaboration to develop a system of care that promotes 
holistic care, prevention, early intervention, and on ongoing member engagement for self-care to 
achieve healthy outcomes and cost efficiencies. 
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 3.7 NETWORK 


 


Establishing and Managing a Provider Network  
As a Nevada-based company, we are deeply committed to the state of Nevada, and solely focused on 
serving Nevada Medicaid and Nevada Check Up members (recipients) for more than seven years. Our 
provider network is already in place, and we will continue meeting the needs of our members as of the 
program effective date. We will maintain existing contracts with our network providers for the new 
Contract period.  


Our provider network is unsurpassed in the state of Nevada and offers the greatest access to members. 
And we do not just have the right number of providers; we have the right mix of providers to take care 
of this population in the right locations – where our members live and work. We know Nevada and 
have been successfully partnering with local providers at the grassroots level for more than seven 
years.  


3.7 Network  
 


The vendor is required to establish and manage appropriate provider networks and maintain existing 
written provider agreements with such providers in geographically accessible locations. The vendor 
shall maintain a network of physicians, hospitals, and other health care professionals and ancillary 
services through which it provides the items and services included in covered benefits in a manner 
that complies with the requirements of this section and meets access standards described in this 
RFP, in the DHCFP’s Access to Care Plan, and the Code of Federal Regulations The vendor shall 
ensure that its network providers are appropriately credentialed, have a standard unique health 
identifier, and well-coordinated with other network services and services available outside of the 
health plan network. The network shall include an adequate number of PCPs, specialists, and 
hospitals appropriately credentialed as health care professionals located in geographically and 
physically accessible locations to meet the access standards specified in this RFP. The vendor will 
maintain a network of appropriate providers sufficient to provide access to all services covered in this 
RFP with consideration given to the number of expected recipients that may enroll. The vendor when 
establishing and maintaining its network will consider the expected utilization of services and the 
numbers and types (their training, experience, and specialization) of providers given the 
characteristics and health care needs of the specific Medicaid population enrolled with the vendor. 
The vendor’s management oversight includes, but is not limited to, credentialing, maintenance, 
provider profiling, peer review, dispute resolution and Medical Director Services. The MCO must 
conduct secret shopper survey's to a statistically sound sample across their network as part of the 
Access to Care Monitoring Plan to identify appointment standards and access to services for PCPs, 
Physician Specialists, Behavior Health, Pre - and Post - Natal Obstetric, and Home Health, to 
reported annually. 
 
The vendor must describe their approach to network management including if the network will be an 
open or closed network and if some services are currently planned to be provided through 
subcontractors, sub capitation, fee for service or alternative models such as accountable care 
organizations.  
 
Network providers will be required to use designated practice guidelines and protocols. Prior to the 
contract start date the vendor shall identify the practice guidelines it intends to use for acceptance by 
the DHCFP. Submission shall occur after awarded contract but before the contract start date. The 
State shall accept or reject, in writing, within ten (10) business days of receipt.  
 
If the MCO puts a physician/physician group at substantial financial risk for services not provided by 
the physician/physician group, the MCO must ensure that the physician/physician group has 
adequate stop-loss protection.  
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Our comprehensive, contracted network of more 
than 7,700 providers was developed to meet the 
specific needs of our Nevada Medicaid and 
Nevada Check Up members. This includes all 
providers in the catchment area we have 
contracted with to address needs such as a lack 
of pediatric subspecialty providers and transplant 
services in Nevada. We do not include providers 
from other product lines in our network 
sufficiency analysis and specifically contract with 
providers located in the geographic areas where 
our members live. Our provider services manager 
is a native Nevadan with extensive Nevada health 
care experience and expertise who has been 
partnering with providers, the DHCFP,  and 
other stakeholders to develop creative solutions 
to access issues for more than a decade. 


We are ready to expand our provider network to 
meet any future changes in covered services, 
geographic service areas, covered populations, 
and legislative requirements. As part of a 
national organization that is a recognized leader 
in Medicaid and managed Aged, Blind, and 
Disabled (ABD) and Home and Community 
Based Waiver Services programs, we will 
leverage the best practices of our affiliate health plans as well as our Nevada experience to develop 
comprehensive provider recruitment plans should additional Nevada counties, services, or populations 
be included in the Medicaid program.  


In anticipation of additional geographic service and/or populations areas being added, we  completed 
an analysis of provider availability across all areas of the State using all available data sources 
including State Medicaid provider enrollment data, commercial affiliate's statewide network data, and 
data from other sources. We began outreach to providers to verify data and the services they provide. 
We developed a provider recruitment plan for building statewide Medicaid, ABD, 
and Home and Community Based Waiver Services networks if the DHCFP should 
decide to expand into additional geographic areas and populations in the near 
future. We will leverage our local affiliate's statewide network to contract for Nevada Medicaid and 
targeting additional providers who have provided services to Medicaid members. 


Monitoring and Meeting Requirements 
We go beyond minimum network access standards to seek out providers who bring high quality, 
comprehensive, and specialized service to our members, when and where they need it the most. We 
have established standards for monitoring providers for the Nevada Medicaid and Nevada Check Up 
programs that comply with all the DHCFP’s requirements.  
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Meeting Access Standards: Primary Care Physicians, Specialists, 
and Hospitals 
Our current Nevada network includes an adequate number of Primary Care Providers (PCPs), 
specialists, and hospitals in geographically and physically accessible locations to meet access 
standards: 
 Our current PCP-to-member ratio is 3.78 PCPs per 1,500 members for Clark County, and 8.95 


PCPs per 1,500 members for Washoe County exceeding the DHCFP standards. In Clark County, 
100 percent of our members have access to a PCP within 25 miles. In Washoe County, 99.7 percent 
of our members have access to a PCP within 25 miles. 


 Our specialist-to-member ratio is 33.6 specialists per 1,500 members for Clark County, and 74.4 
specialists per 1,500 members for Washoe County exceeding the DHCFP standard of one specialist 
for every 1,500 members. 


 In Clark County, 100 percent of members have access to a hospital within 25 miles. In Washoe 
County, 99.9 percent of members have access to a hospital within 25 miles. 


We continue to work with the DHCFP to address access issues due to limited availability of some 
specialties within Nevada, including pediatric subspecialty providers and transplant services. Our 
proven process for arranging for care from out-of-network providers through single case agreements 
expedites access to medically appropriate care for our members should a service not be available on 
our network.  


Credentialing and Coordination with Other Services 
The credentialing of network providers is an important component of our contracting and quality 
management process. We use this process to monitor that all providers and organizations that we 
contract with to provide services to our Nevada Medicaid and Nevada Check Up members are 
qualified to perform those services and deliver the best possible care. Each provider has a standard 
unique health identifier. We have the systems, employees, and policies and procedures in place to 
continue to accurately and timely credential and re-credential the full spectrum of physical and 
behavioral health providers in compliance with the DHCFP requirements. 


We assure that providers are well coordinated with other network services as well as services available 
outside of our network. Our nine local provider relations representatives are 100 percent dedicated to 
our Medicaid providers and do not serve other lines of business  They are Nevada residents who share .
their extensive knowledge of Clark and Washoe County network services and community resources 
when they talk with providers in-person and on the phone. Our online provider directory gives PCPs 
immediate access to information about other network services and providers. Our provider portal and 
provider manual both offer access to a wealth of information related to services and procedures to 
assure members get the care they need. Our Medicaid Training Academy offers focused "intentional 
trainings" for targeted providers who support specific populations. 


Maintaining a Network of Appropriate 
Providers 
Knowing how important it is for our members to access care 
when and where they need it, we work to assure that our 
network is available to serve current and anticipated enrollment 
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in compliance with the DHCFP’s access standards. We monitor our network to confirm compliance 
with contractual requirements and National Committee for Quality Assurance (NCQA) standards 
related to access to care and quality of services using GeoAccess reports and other data. In developing 
and maintaining the network, we will continue to take into consideration the following:  


 Anticipated enrollment 


 The number of network providers not accepting new members 


 Expected utilization of services, taking into consideration the characteristics and health care needs 
of our Nevada Medicaid and Nevada Check Up members 


 The numbers and types (in terms of training, experience and specialization) of providers required 
to furnish the contracted services 


 The geographic location of providers and members, considering distance, travel time, the means of 
transportation ordinarily used by members, and whether the location provides physical access for 
members with disabilities 


Annual Access Survey and Weekly Secret Shopper Surveys 
We conduct an annual survey of statistically sound sample across our network to identify appointment 
standards and access to services for PCPs, Physician Specialists, Behavior Health, and Pre- and Post-
Natal Obstetric providers and will include others required by the Contract including Home Health. 
We report this annually to the DHCFP. 


In addition, we conduct secret shopper calls to monitor appointment standards and access to services. 
Each of our nine provider relations representatives is responsible for making 20 anonymous phone 
calls each week. During these calls, the representatives monitor appointment availability as well as 
after-hours accessibility. We use the results of these secret shopper calls to monitor our provider 
network and immediately reach out to any provider who is not meeting access standards. Results are 
analyzed by health plan leadership assuring that immediate action is taken on any outliers. We also 
share the results of our secret shopper calls with the DHCFP quarterly. 


Approach to Network Management 
We maintain an open network model. Any qualified Nevada Medicaid-enrolled provider of covered 
services able to meet our credentialing, participation, and contract requirements is welcome to 
participate in our network. We maintain capitation arrangements with providers for services 
including pain management, neurosurgery, pediatric heart 
surgeons, enteral feeding supplies and products, and 
behavioral health wraparound services such as 
transportation and coordination of services. 


Our success is anchored by our local, hands-on approach.  
We meet providers where they are and have been trusted 
partners through changes in programs, policy and benefits, demographics, cultural needs, and public 
health initiatives. We work closely with our providers, including them in our quality assurance 
committees and workgroups, such as the Nevada Medical Advisory Committee (MAC) and our 
Nevada-based Credentialing Committee, to provide improved member health, access, and satisfaction.  
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We effectively collaborate and share responsibility for improving member outcomes through a 
combination of focused, high-touch interventions with our providers and innovative technology 
solutions. Our network management activities help assure providers comply with the DHCFP’s 
requirements and our internal standards. 


Our Nevada-based Provider Services team, including our provider relations representatives, is 
embedded in the community, meeting face-to-face with providers to build trusting, open 
communication and develop collaborative relationships. We leverage our deep understanding of 
Nevada’s Medicaid provider community and the health care needs of members honed over the years to 
inform our outreach and recruitment strategy.  


Our successful Nevada network management strategy, with a focus on reducing administrative 
burden and allowing providers more time to take care of our members, includes the following:  


 On demand technical assistance to help providers succeed, such as proactively contacting providers 
if we identify possible provider submission errors through ongoing claims review 


 Proactive education, delivered by a team of professionals dedicated to Nevada Medicaid products, 
that addresses the specific needs of our providers 


 Assistance for providers at the point of care by providing actionable information using a variety of 
delivery methods to help  manage their member’s care, including the following: 
 Alerting providers to care gaps through online clinical alerts  
 Providing periodic gaps in care reports for their assigned members 
 Providing access to our provider facing Integrated Member Dashboard that displays HEDIS® 


care alerts, prescriptions, lab results, and more to help  identify and address barriers to accessing 
care and services 


 Sound reimbursement practices, including prompt and accurate claims payment and innovative 
provider incentive programs that reward providers for improvements in quality measures, leading 
to improved outcomes  


 Practices to simplify and minimize administrative burden, including technology solutions such as 
online claims and prior authorization 
submission 


 Ongoing collaboration with providers to 
improve member outcomes 


 Strategies to educate PCPs on identifying 
members with behavioral health needs 
including PC-INSITE and Screening, Brief 
Intervention, and Referral to Treatment 
(SBIRT) 


 Expanding access to care through physician 
extenders, telemedicine, outreach to 
community health departments, and ongoing 
collaboration with Essential Community 
Providers including Federally Qualified 
Health Centers (FQHCs)  
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In addition to our core provider contracting strategies, we conduct an array of supplemental activities 
to assure the full range of covered services is readily available to members including:  


 Engage members and families as well as local child welfare stakeholders, advocates, and provider 
associations to identify potential providers for network participation and collaborating on solutions 
to access to care and services  


 Encourage PCPs to provide after-hours coverage on a regular basis where possible or minimally as 
non-recurring events where necessary to help fill care gaps. We encourage providers to have 
extended hours at least a few days a week to better accommodate the schedules of members 
assigned to their panel. We also work with specific providers on a targeted basis to have extended 
hours as a one-time event where we help the provider office schedule members to come in for 
services to  help fill care gaps, such as clinic days during school vacations for Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT).  


 Promote in-home clinical services and rotate specialty/mobile clinics by board-certified physicians 
and nurse practitioners to improve access in rural areas or for individuals who are homebound  


 Leverage reporting from our integrated care management system, our Integrated Member 
Dashboard provides case managers with a dashboard that displays HEDIS® care alerts, 
prescriptions, lab results, and more, to conduct outreach to providers and members to promote 
access to preventive care, identify and address barriers to accessing care and services, and deploy 
education and incentives to close gaps in care 


 Engage in member outreach and education to assist in scheduling appointments and obtaining 
preventive care services, including health fairs and school-based clinics and events 


 Assist with the provision of transportation to appointments as a covered benefit 


Based on an analysis of current and future needs, we develop and maintain work plans that identify 
specific network development activities. The work plans are developed and managed to comply with 
the DHCFP network access requirements, company policies, 
specific staff positions and/or department responsibilities, and 
the anticipated timeframes for completion. Our senior network 
development leadership reviews our work plans with applicable 
staff and other departments, monitors progress, and updates 
and/or revises activities as necessary. Specific assignments are 
made to the appropriate staff to oversee the filling of the 
identified network gaps. Easy, extended access to care positively 
impacts member satisfaction. 


We will continue these practices to maintain the adequacy of 
our Nevada Medicaid network and our high level of provider 
retention and satisfaction.  


Our network reflects the unique cultural traditions of our members. We educate and train providers 
and our employees on cultural competency and provide support to members with linguistic barriers or 
physical disabilities. More than 16 percent of our members speak Spanish as their primary language, 
and more than 28 percent of practitioners in the network indicate they speak Spanish.  
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Practice Guidelines and Protocols 
We currently adopt, disseminate, and use clinical practice guidelines for acute and chronic medical 
and behavioral health conditions in our Nevada Medicaid and Nevada Check Up programs and will 
continue to do so. Our clinical practice guidelines are evidenced-based and known to be effective in 
improving health outcomes. Scientific evidence or, in its absence, by professional standards or expert 
opinion determine the effectiveness of guidelines.  


Our clinical practice guidelines address all areas of care provided to our Nevada members, including 
medical, behavioral, and preventive services for all ages and demographics. They cover the process of 
care delivery, anticipated outcomes against local and national benchmarks, and access to needed care 
and services. Prior to the contract start, we will identify and submit the practice guidelines we will use 
to the DHCFP.  


Substantial Financial Risk Stop-Loss Protection for Providers 
We currently do not have any physicians or physician groups at substantial financial risk for services 
not directly provided by the physician or physician group. We will not enter into any such 
arrangements with providers that do not include adequate stop-loss protection. As further described in 
Section 3.7.6.6, our value based payment (VBP) models are aligned with CMS VBP categories and 
include shared savings, shared risk and delegated risk models.  Our oversight process and provider 
participation criteria and requirements for such arrangements are designed to verify compliance with 
applicable regulations and financial solvency requirements, which include adequate stop-loss 
protection as a condition for participation. 


Innovative Solutions for Meeting Nevada’s Unique Challenges 
Our long-standing relationships with Nevada’s Medicaid providers and expert 
knowledge of Nevada’s health care landscape position us to continue to deliver a 
robust provider network that meets the needs of our members. Together with our 


providers, we are transforming health care with trusted and caring solutions. We have a track record 
of developing unique and innovative solutions to address critical access to care and quality outcomes 
issues in Nevada. We partner with our provider network to develop and implement programs designed 
specifically to meet the changing and emerging needs of members. Examples include the following: 


Innovative Care Delivery Model 
We will introduce an innovative and holistic approach to health 
and wellness through a breakthrough care delivery model in 
Clark County. This model combines medical supervision, high-
touch clinical expertise, and a revolutionary path to member 
engagement. This exclusive benefit for our members provides an 
integrated solution to directly address access, close gaps in care, 
and provide extra support for our members with complex and/or 
chronic conditions. Through this seasoned, proactive approach, 
we will drive increased personal responsibility, improvement in 
health outcomes, and continuity across all care settings. 
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Chronic Readmission Avoidance/ER Reduction Initiative. We developed a unique and innovative 
program to expand access to health care services, reduce chronic hospital admissions and 
readmissions, and unnecessary emergency room (ER) utilization for our Nevada members, 
particularly those who are experiencing homeless and chronic physical and/or mental health (MH) 
and substance abuse disorders (SUD). The program combines:  


 a) hospitalist program for inpatient care and discharge planning;  


 b) transitional care program including a navigation specialist to establish a relationship with the 
member at bedside in the hospital to coordinate and support them with prioritizing and adhering to 
their outpatient care following discharge;  


 c) field-based case managers, transportation and assistance 
with social and support services for members so they can 
begin to access services independently;  


 d) behavioral health/medical/injection clinic that provides 
comprehensive wrap services, including long-acting injectable 
therapies;  


 e) pharmacy that provides bedside and home-delivery of 
medications; and  


 f) psychiatric urgent facility that provides short-term respite services and assists members in 
obtaining wrap services and coordinates housing.  


Silver State ACO Collaboration. We recently entered into an exclusive Medicaid MCO relationship  
with Silver State ACO, the only Medicare certified ACO in southern Nevada, to improve member 
health, access, and satisfaction. Silver State ACO consists of more than 200 PCPs and pediatric 
providers located throughout the Las Vegas Valley where many of our members reside. Most of Silver 
State ACO’s PCPs are currently participating in our network and many also participate in our 
Provider Quality Incentive Program (PQIP).  Under this value-based quality model, Silver State ACO 
will receive additional reimbursement in the form of bonus payments for improvements in HEDIS and 
other quality metrics. We will also work with Silver State ACO to help address access issues in 
Washoe County. 


Silver State ACO provides its doctors with practice data and 
information services to help monitor and track member care. The 
management team at Silver State ACO has more than 70 years of 
experience in the health care field, and its mission is to make a 
difference in the quality of care provided to members. Silver State 
ACO’s goal is to assure members, especially the chronically ill, 
get the right care at the right time, while avoiding unnecessary 
duplication of services and preventing medical errors.  


Healthy Minds Collaboration. We are currently working on developing an adolescent program with 
our provider partner Healthy Minds. This will be an exclusive arrangement between our health plan 
and the provider assuming risk. The program is intended to increase a family’s ability to meet 
children’s needs by providing education about a child’s needs and conditions, setting realistic 
expectations, triaging treatment goals, identifying strategies for responding effectively to challenging 
behaviors, working through treatment hurdles, and acknowledging progress toward treatment.  
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Some families experience stressors in such great number and 
intensity at home that they become unable to access office-
based services. The struggle to meet children’s and their own 
needs has led the family to descend into chaos and 
disorganization such that they cannot leave their home to make 
community appointments. The treatment team cannot meet its 
goals if families are unable to access services. The in-home 
program component provides an antidote to this dynamic. It 
extends the treatment team’s reach into the home under the 
guidance of licensed professionals (and in line with best 
practices) to make sure services are consistent with the treatment goals and limited in time and scope.  


Provider Collaboration and Value Based Reimbursement. Our provider collaboration model 
encompasses an array of solutions and supports for providers, including payment solutions (VBP) 
arrangements and quality-based incentives that reward providers for meeting certain cost and quality 
metrics), data solutions (data analytics and tools that support our VBP arrangements), advisory 
solutions (care supports that help providers manage care and practice supports that help providers 
manage their practices), experience solutions (member engagement in their own health), and business 
solutions (supporting and streamlining administrative processes to make it easier for providers to do 
business with us). 


Value based reimbursement for providers is at the core of our provider collaboration strategy. Our 
VBP solutions financially incentivize providers to deliver care in a way that results in improved health 


outcomes specific to Nevada and the Medicaid program, 
enhancing access, guiding evidence-based decision-making, 
improving quality, and decreasing patient care fragmentation. 
Our VBP models, further described in Section 3.7.6.6, are 
aligned with CMS Category 2 through 4 definitions. These pay-
for-performance quality incentive models are designed to meet 
providers where they are and focus on issues prevalent in their 
patient populations. For Nevada, we have robust provider 


participation in our VBP programs and we are expanding our array of value-based reimbursement 
programs to include additional programs for PCPs, OBGYNs, and behavioral health facilities. We are 
also prepared to implement our Home and Community Based Waiver Services provider incentive 
programs if the State should decide to expand coverage. 


Provider Collaboration to Enhance Outreach to New Patients. 
Our provider collaboration model and value based 
reimbursement programs incentivize providers to outreach to 
new patients who have not accessed care in the past. We have 
found that many of these members have not previously been 
part of a managed system of care and are accessing services via 
local ERs rather than obtaining care through their PCP. Our 
goal is to work with our provider network to outreach to this unique member population and engage 
them in care via their primary care provider. Our incentive programs such as PQIP, PAQCP, and our 
PCMH/ACO value based reimbursement models are described in detail in sections 3.7.6.6 and 3.6.3.5. 
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support specific populations will be offered as needed to promote recognized practices of excellence. 
As appropriate and as needed, we update our training programs to assure they remain relevant and 
topical. All training is customizable based on the markets we are serving, and the nature of contact 
our staff may have with members, providers, and other stakeholders. 


Collaboration with Nevada Residency Programs. We currently 
partner, and plan to partner with additional, several GME 
residency programs in the State. Our goal is to encourage the 
expansion of residency programs through ongoing support and 
innovation. We are currently working with all residency 
programs available in the Las Vegas Valley. One of the first 
initiatives we launched was a high level health option with the 
Touro College of Osteopathic Medicine in conjunction with 
oversight from a large PCP group on Southern Nevada. We 
contracted with them using a Patient Centered Medical Home model and are providing a full-time 
care coordinator dedicated to support the work of the residents and physician clinic.  


The University of Nevada School of Medicine (UNSOM) Department of Pediatrics currently staff four 
school-based clinics in Las Vegas. Under faculty supervision, residents (MDs training to become 
pediatricians) provide health care services such as acute care, well visits, and sports physicals to 
children at participant schools. 


We anticipate working with Roseman University and have supported and become a strong partner 
with the University of Nevada, Las Vegas (UNLV) as they prepare to introduce their first class in 
2017.  


Approach for Washoe County. One of our top priorities is continuing to work with the DHCFP to 
address access issues in Washoe County due to limited availability of some specialties within Nevada, 
including pediatric subspecialty providers and transplant services. We work hard to maintain a good 
relationship with providers in the county. We have been successful in collaborating with specialists 
who traditionally do not provide services to the Medicaid 
population. Through our collaborative approach to relationship 
building, we successfully contracted with providers such as Reno 
Orthopedic Center and Sierra Neurosurgeons to provide the full 
scope of comprehensive orthopedic and neurosurgical services to 
our members in Washoe County. As a result, we are the only 
Medicaid MCO with contracted orthopedic specialists in 
Northern Nevada.  


In addition, to address the limited availability of some specialties 
in Washoe County, we established relationships with providers 
located outside the county limits in  rural areas of northern Nevada, including: 


 Pulmonology – we are in process of contracting with Mountain Family Pulmonary in Carson City, 
and they are currently seeing our members using single case agreements 


 Neurology – we are in contract negotiations with Tahoe Forest Neurology in Truckee, California, 
just across the Nevada/California border 
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 Dermatology – we in process of contracting with Carson Dermatology Associates in Carson City, 
and they are currently seeing our members using single case agreements 


We will continue to arrange access to non-network providers for non-emergency services not 
available within our network so that our members can access the full range of services quickly, 
regardless of network capacity. This includes arranging services from contracted providers in other 
parts of the state as well as out-of-network providers as necessary.  


3.7.1 Practice Guidelines 


 


We currently adopt, disseminate, and use practice guidelines for acute and chronic medical and 
behavioral health conditions in our Nevada Medicaid and Nevada Check Up programs and will 
continue to do so. All of our practice guidelines are aligned to the specific requirements of the 
Medicaid Services Manual (MSM.)  


3.7.1.1 Evidence Based Practice Guidelines 


 


Our practice guidelines are evidenced-based and known to be effective in improving health outcomes. 
Scientific evidence or, in the absence of scientific evidence, by professional standards or expert 
opinion determine the effectiveness of guidelines. All of our practice guidelines are aligned to the 
specific requirements of the MSM. 


3.7.1.2 Practice Guidelines Address Member Needs  


 


Our practice guidelines address all areas of care provided to our Nevada members, including medical, 
behavioral, and preventive services for all ages and demographics. They cover the process of care 
delivery, anticipated outcomes against local and national benchmarks, and access to needed care and 
services. We update practice guidelines at least every two years or sooner if new information is 
identified or an update is required. 


3.7.1.3 Development and Adoption of Practice Guidelines 


 


The development and adoption process includes review of government research sources, clinical or 
technical literature. Practice guidelines are developed through a collaborative review process, 
involving both board-certified and credentialed network practitioners from appropriate specialties and 
internal medical directors. 


  


3.7.1 The vendor must adopt practice guidelines and protocols which:


3.7.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals 
in the particular field; 


3.7.1.2 Consider the needs of the vendor’s recipients; 


3.7.1.3 Are adopted in consultation with contracting health care professionals; and 
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We reference the following recognized sources of evidenced-
based guidelines:  


 National organizations such as the Centers for Disease 
Control and National Institutes of Health  


 Professional medical specialty organizations such as the 
American Academy of Pediatrics, American Lung 
Association, U.S. Preventive Services Task Force,  
American College of Obstetricians and Gynecologists, and 
American Academy of Family Practice  


 Voluntary health organizations such as the American Diabetes Association and American Cancer 
Society  


 Behavioral health organizations such as the American Psychiatric Association and American 
Academy of Child and Adolescent Psychiatry  


 Other sources that may be referenced in developing or updating behavioral health guidelines 
include organizations such as the Substance and Mental Health Services Administration and 
American Society of Addiction Medicine  


Whenever additional information from the behavioral health discipline may be referenced for optimal 
guidelines for medical diagnosis, we integrate both specialties in the review processes. 


Our Nevada MAC consists of local providers who review new medical technologies and requests for 
change to corporate-approved practice guidelines based on the local demographic and epidemiologic 
needs of our members. Network providers from specialties including family practice and preventive 
medicine, OB/GYN, psychology, pediatrics, and family practice currently participate in the MAC. The 
MAC uses ongoing peer review to assess levels of care and quality of care provided and monitors 
practice patterns and drug utilization to identify appropriateness of care and improvement/risk 
prevention activities, including review of clinical study design and results, as well as development and 
approval of action plans/recommendations regarding quality improvement studies. Our medical 
director chairs the MAC, which meets a minimum of six times each year. 


3.7.1.4 Review and Update of Practice Guidelines 


 


We update practice guidelines at least every two years or sooner if new information is identified or an 
update is required. We conduct a literature search to determine if changes are needed to keep the 
practice guidelines current. We review the updated guidelines following a similar collaborative local 
and national review process. The appropriate specialty provider reviews the guidelines and makes 
evidenced-based recommendations for changes prior to adoption and dissemination. The practice 
guidelines, once adopted or revised, are incorporated into the benchmarks for monitoring utilization 
and performance improvements and become a measurement or goal within our Internal Quality 
Assurance Program Workplan, Performance Improvement Projects, and quality management 
activities. 


  


3.7.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 
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3.7.2 Practice Guidelines and Protocols 


 
 


3.7.2.1 Disseminating Practice Guidelines 


 


Disseminating Practice Guidelines to Providers 
We will disseminate practice guidelines to all affected providers prior to the Contract start date. We 
communicate practice guidelines to providers through our provider manual. A full discussion of our 
practice guidelines is documented in the provider manual that includes our network providers’ use of 
practice guidelines for each population we serve and directs the provider to our website to access the 
most current versions. During orientation, we review practice guidelines with our new providers. 
Ongoing training for network providers also provides information whenever there is a need to introduce 
a new guideline or a change to an existing guideline. A complete list of practice guidelines is located on 
our website. Providers can download guidelines from our website and additional information is 
available by calling our Provider Services team. We inform newly contracted providers of the practice 
guidelines through provider materials. 


We also communicate specific guideline elements and areas of focus through broadcast faxes and 
special mailings. We use practice guideline links to resources when possible on all electronic 
transmissions to providers and the website, and we send new providers all current practice guidelines. 
We document the dissemination of all practice guidelines to providers.  


Disseminating Practice Guidelines to Members and Potential Members 
As appropriate, practice guidelines, including prior authorization policies and procedures, are made 
available to members and potential members through newsletters, promotional events, and direct 
communications to all members affected by the guidelines. Members and potential members have the 
ability to request a paper copy of any practice guideline, including prior authorization policies and 
procedures, from our Member Services Call Center or they can access and print them from the member 
portal. At least annually, practice guidelines are offered as member education. 


3.7.2.2 Decisions Consistent with Guidelines 


 


Medical Necessity and Utilization Management 
As a participant in Nevada’s Medicaid program, we fully integrated 
our clinical criteria for medical necessity and service utilization 
requests with the DHCFP’s MSM. Our Utilization Management 
Program Description provides a consistent framework for 
evaluating medical necessity, determining the appropriateness of care, reviewing benefit coverage, and 
approving provision of the most appropriate services in the most efficient manner possible.  


At least annually, practice guidelines are offered as member education and members receive education 
as needed whenever they need assistance understanding how a utilization management decision is 
supported by a practice guideline. 


3.7.2 The Vendor must: 


3.7.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, upon 
request, to recipients and potential recipients, including prior authorization policies and procedures; 


3.7.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, 
and other areas to which the guidelines apply are consistent with the guidelines; 
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Our program description incorporates all NCQA standards and provides relevant information to our 
quality performance and improvement activities. This includes identifying quality-of-care concerns, 
disproportionate utilization trends, adverse access patterns, and lack of continuity and coordination of 
care. 


We conduct annual inter-rater reliability (IRR) reviews to evaluate the consistency with which health 
care professionals apply medical necessity criteria in decision-making by assessing physician and 
non-physician reviewers’ applications of medical necessity criteria. Our monitoring activities help 
identify opportunities for improvement that can lead to delivery of higher-quality services and/or more 
efficiency of operations, resulting in cost savings. Monitoring for standardization helps better identify 
gaps in processes that inhibit efficiency and effectiveness of our programs.  


Our IRR program assesses the consistency and adherence to corporate policies and processes as 
related to utilization management practice within the corporation. We assure that members and 
providers receive fair and consistent treatment in the coordination and approval/adverse 
determination for payment of health care services. The knowledge of the guidelines and criteria used 
by our employees involved in these activities helps limit our exposure to risk from both a medical and 
financial perspective. The impact of our IRR program is intended to result in the following:  


 Knowledge of nationally accepted, evidence-based criteria, health plan medical and behavioral 
health utilization management guidelines, American Society of Addiction Medicine, and Pharmacy 
criteria/guidelines 


 Minimized variation in the application of guidelines 


 Employee recognition of potentially avoidable or inappropriate utilization 


 Identification of employees that need additional training 


 Identification of potential risk due to inconsistency in the application of guidelines 


We will use appropriate mechanisms, such as use of hypothetical utilization management test cases or 
use of a sample of utilization management determination files using a NCQA-approved auditing 
method to evaluate the consistency of application of criteria. Physician and non-physician reviewers 
are assessed in applying medical necessity criteria to promote consistency and accuracy in the 
application of the criteria. Licensed clinical utilization 
management staff, including behavioral health and pharmacy, 
who apply medical necessity criteria participate in the IRR 
process. IRR results, as well as aggregate national results, are 
reported to our Utilization Management and Quality Assurance 
Committees. Opportunities for improvement are identified and 
addressed by action plans.  


3.7.2.3 Timely Access to Care and Services 


 


Our provider agreements require all our network providers to abide by all the DHCFP’s appointment 
standards, including standards for urgent and emergent situations. We educate providers on these 
standards through initial and recurring provider training and the Provider Policy and Procedure 
Manual (provider manual), which we incorporate by reference as part of the provider agreement.  


3.7.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 
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Our provider newsletters supplement initial orientation training and serve as recurring reminders for 
timely scheduling of routine appointments and triage requirement standards. Each of our nine 
provider services representatives is responsible for making anonymous phone calls each week. During 
these calls, the representatives monitor appointment availability as well as after-hours accessibility. 
While we report access to care survey results annually to the DHCFP, we use secret shopper data to 
monitor our provider network ongoing and immediately reach out to any provider who is not meeting 
access standards. 


3.7.2.4 Hours of Operation 


 


Providers are contractually obligated to comply with non-discrimination statements and meet all 
regulatory requirements so that members are not discriminated against in the delivery of health care 
services. This includes providing office hours that are no less than the hours of operation offered to 
commercial or comparable Medicaid fee-for-service (FFS).  


3.7.2.5 Twenty -Four Seven Coverage 


 


Providers are contractually obligated to provide members access to 24/7 urgent and emergency 
services. We educate out PCPs/Primary Care Sites (PCSs) on this through our provider education 
efforts and provider manual. We offer enhanced reimbursement to PCPs/PCSs for providing care 
after hours. Members also have 24/7 access to our nurse advice line and 24/7 access to teleconsults 
with board-certified, licensed doctors through our telehealth service.  


Providers are required to have a system for members to call after hours with medical questions or 
concerns. We regularly monitor provider compliance with after-hours access standards by randomly 
sampling providers and conducting calls to their offices after hours. Failure to comply with after-
hours access requirements may result in a plan of correction, including termination from our 
network.  


3.7.2.6 Mechanisms to Monitor Provider Compliance  


 


We use information from our Provider Services, Medical Management, Quality Assurance, and 
Member Services areas including analysis of administrative complaints, after-hours availability 
survey information, appointment access statistics, Provider Services Call Center reports, GeoAccess 
reports, grievance and appeals data, audit results, and provider satisfaction survey results to identify 
opportunities to improve the network and address issues with provider compliance. We carefully 
review the results of our annual member satisfaction surveys, and route any grievances about 
providers or access to services to our Provider Services department for investigation and follow-up. 


When we identify providers who are out of compliance with the DHCFP and/or our health plan 
standards, our provider relations representatives visit the provider in person and present a letter 
requesting a plan of correction action plan. Provider relations representatives continue to monitor 


3.7.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only Medicaid 
recipients;  


3.7.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) 
days a week, when medically necessary; 


3.7.2.6 Have mechanisms to ensure compliance by providers; 
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compliance and re-survey the provider to verify they are in compliance. If the provider remains non-
compliant, another survey is conducted within 90 days. At that point, if the provider is still non-
compliant, we present the findings to our Nevada MAC. To-date, we have not had to refer a case. 
Ultimately, we will remove providers from our network if they do not take action to meet requirements 
in their contracts and the provider manual. 


3.7.2.7 Regular Monitoring to Determine Compliance 


 


We conduct annual audits of a random, statistically valid sampling of PCPs and specialists to assess 
appointment availability and after-hours coverage.  


We also use secret shopper calls to provide ongoing monitoring of our provider network. Each of our 
nine provider services representatives is responsible for making anonymous phone calls weekly. 
During these calls, the representatives monitor appointment availability as well as after-hours 
accessibility. We use the data from these calls to monitor our network and immediately reach out to 
providers who are out of compliance. We also consider results from our annual member satisfaction 
survey and ongoing member feedback. 


3.7.2.8 Our Approach to Corrective Action 


 


When we identify providers who are out of compliance with standards, our provider relations 
representatives visit them in person and present a letter requesting a plan of correction. The Provider 
Services team provides education and technical assistance. We visit the provider bi-weekly and 
continue to monitor compliance, and update the plan of correction. Providers are required to sign off 
on updated plans. We conduct another survey within 90 days if the provider remains non-compliant. 
If the provider is still non-compliant, we present the findings to our MAC, which may decide to 
remove the provider from our network. To-date, we have not had to refer a case to the MAC.  


3.7.2.9 Promoting the Delivery of Culturally Competent Services 


 


Currently, we maintain a DHCFP-approved cultural competency plan to guide our interventions and 
sensitivities with all ethnic, racial, language, age, or gender-
specific and disabled populations. We submit a revised cultural 
competency plan to the DHCFP annually, and we are currently 
100 percent compliant with all criteria listed.  


Our cultural competency plan aligns with the DHCFP’s Quality 
Assessment and Performance Improvement Strategy and 
describes how we deliver care and services in a culturally 
competent manner. It is guided by the National Standards for 
Culturally and Linguistically Appropriate Services in Health 
Care (CLAS Standards) developed by the U.S. Department of 
Health and Human Services’ Office of Minority Health. It is 


3.7.2.7 Monitor providers regularly to determine compliance; 


3.7.2.8 Take corrective action if there is a failure to comply by network providers; and 


3.7.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally 
competent manner to all recipients, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds.  
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descriptive, based on solid objectives and strategies, and provides a measurable approach to 
maintaining the cultural competence of our Nevada health plan. In 2015, our parent company, which 
includes communications staff dedicated to Nevada, received the Clearmark Award from the Center 
for Plain Language, a true testament to our dedication to protecting and informing our members. 


We understand the quality of the patient-provider interaction has a profound impact on a member’s 
ability to communicate symptoms to their provider and follow recommended treatment. When 
developing our provider and subcontractor networks, we consider the language, thoughts, 
communications, actions, customs, cultural beliefs, and values of our members. We are committed to 
making every effort to train and assist our providers and subcontractors in delivering culturally 
appropriate services. This includes developing awareness and attitudes and using knowledge and 
skills reflecting a cultural competence compatible with the backgrounds of the members served, their 
families, and communities. 


Attitudes, knowledge, and skills should reflect a cultural competence compatible with the backgrounds 
of the persons served, their families, and communities. Our expectation is that management, staff, and 
network providers develop the knowledge, attitudes, and skills needed to provide effective care and 
services to people of different cultures and to work within that person's values and reality conditions. 
Below, we discuss how we facilitate the delivery of culturally competent care through our network.  


Incorporating the CLAS Standards in our Provider Network 
Full incorporation of the 15 enhanced national CLAS Standards. We are committed to fully achieving 
the principal CLAS standard: To provide effective, understandable, and respectful quality care and 
services that are responsive to diverse cultural health beliefs and practices, preferred languages, 
health literacy, and other communication needs. To operationalize the CLAS standards in our Nevada 
network we make sure providers:  


 Have access to toolkits related to culturally and linguistically appropriate service delivery through 
the provider section on our website 


 Include questions related to primary language preferences and cultural expectations on the 
member assessment form 


 Are familiar with the competencies included in the cultural competency plan 


 Create individualized plans of care that reflect appropriate understanding of the member’s culture, 
including race and ethnicity 


Providing Culturally Appropriate Care 
The quality of the patient-provider interaction has a profound impact on the members’ ability to 
communicate symptoms to their provider and adhere to recommended treatment. Attitudes, 
knowledge, and skills should reflect a cultural competence compatible with the backgrounds of the 
persons served, their families, and communities. We have been working diligently to level the playing 
field in health care for racial/ethnic minority populations for many years now.  


We understand the critical role that culture, ethnicity, and equal opportunities play in the health of 
our members, and we believe that members are most likely to access care and complete treatment 
plans when systems, services, and practitioners are culturally competent. We combine our local 
Nevada experience with our organizational tradition of providing culturally competent services and 
best practices shared by our affiliate health plans that serve state-sponsored health programs 
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nationwide. For example, we have an established relationship to collaborate with tribal clinics. While 
we are prohibited from contracting with the tribes, we regularly attend tribal meetings and collaborate 
with leadership to assure their members have open accesses to specialists who can meet their needs. 


We recruit providers with cultural background and experience to offer member care that is compatible 
with their cultural health beliefs and in their preferred language whenever possible. Our expectation 
is that network providers develop the knowledge, attitudes, and skills needed to provide effective care 
and services to people of different cultures and to work within that person's values and reality 
conditions.  


When developing our provider networks, we consider the cultural needs, beliefs, and values because 
we are aware that: 


 The health, healing, and wellness belief systems of our members affect how they engage in their 
health care and with their care providers 


 Illness, disease, and causes can be perceived differently by the member and the provider, which 
affects how care is perceived and given 


 The behaviors of our members seeking health care and their attitudes toward our health care 
providers can affect how often they seek support 


 Providers informed about cultural competency are able to deliver services through a wider set of 
values, which can open a broader range of access, including members with disabilities, those of 
varying sexual orientation, or  from other cultures 


We monitor the racial and ethnic population mix in the market 
to ensure the provider network is reflective of and able to meet 
the needs of our membership. As part of the provider 
credentialing application process, the health plan requires 
practitioners to provide information regarding languages 
spoken by practitioners and office personnel. This language 
requirement helps us identify those providers who may be able to more easily communicate and 
provide care in a language the member prefers and can understand.  


Our Nevada network includes providers who speak a wide variety of languages and reflect the many 
ethnicities of our members. The provider directory or web-based physician locator identifies the 
languages spoken by each provider. More than 28 percent of practitioners in the network indicate they 
speak Spanish. Members can also request assistance from our Member Services department in 
locating a provider speaking a specific language or of a specific ethnicity.  


The health plan examines available data about network practitioners’ abilities to meet members 
cultural and linguistic needs. According to the Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) 5.0H adult survey data results for 2015, more than 95 percent of our membership 
responding to the survey responded positively to the question, “In the last six months, how often did 
you have a hard time speaking with or understanding your personal doctor because you spoke 
different languages?” “Never,” was the response from 85 percent of respondents.  


Cultural competence, multi-lingual support, accessibility to the provider’s premises, and any special 
communication abilities are an integral part of our provider network development efforts. These 
requirements are detailed in the provider manual and online directory, as well as ongoing 
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We have seen how the quality of the patient-provider interaction profoundly impacts members’ ability 
to communicate with their providers and follow recommended treatments. In response, our members’ 
languages, customs, and cultural beliefs are front and center when we develop our provider and 
subcontractors networks. We are committed to making sure that our providers and subcontractors are 
fully trained in the delivery of culturally appropriate services for our members, their families, and 
communities. 


3.7.2.10 Non-discrimination of Providers 


 


We currently and will continue to comply with 42 CFR 438.102, and we do not prohibit, or otherwise 
restrict, a health care professional acting within the lawful scope of practice, from advising or 
advocating on behalf of a member. Our Provider Rights Statement, included in our provider manual 
and supported by our Provider Scope of Practice Policy, states that providers are “to be free from 
discrimination for the participation, reimbursement, or indemnification of any provider who is acting 
within the scope of his/her license or certification under applicable law solely based on that license or 
certification.” 


We maintain an open network and any provider that meets credentialing and contract requirements is 
welcome to join. Our network provider selection policies and procedures do not discriminate against 
particular providers who serve high-risk populations or specialize in conditions that require costly 
treatment. Not only do we not discriminate, we actively seek out providers who serve high risk 
populations or individuals with specialized conditions as these providers meet the needs of the 
vulnerable populations we serve.  All provider relations representatives receive training related to 
non-discrimination. We provide written notice to providers when we deny participation in our network 
in accordance with 42 CFR 438.12. 


We maintain compliance through our credentialing quality program, which monitors the program 
accuracy of the Credentialing department’s administrative functions and compliance with policies 
and procedures. We also monitor individual credentialing specialists and provider relations 
representatives for quality and adherence to our non-discriminatory practices. This program oversight 
will detect any opportunity for discriminatory practices before medical director or Credentialing 
Committee decisions. 


  


3.7.2.10 The vendor may not discriminate for the participation, reimbursement, or indemnification of 
any provider who is acting within the scope of his/her license or certification under applicable State 
law, solely on the basis of that license, specialty or certification. The vendor may not discriminate 
against particular providers who serve high risk populations or specialized conditions that require 
costly treatment. If the vendor declines to include an individual or groups of providers in its network, it 
must give the affected network provider(s) written notice of the reason for its decision. 42 CFR 438.12 
(a) may not be construed to require the vendor to contract with providers beyond the number 
necessary to meet the needs of its recipients; or, preclude the vendor from using different 
reimbursement amounts for different specialties or for different practitioners in the same specialty; or, 
preclude the vendor from establishing measures that are designed to maintain quality of services and 
control costs and are consistent with its responsibilities to recipients. 
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3.7.2.11 Demonstrating Our Capacity to Serve the Expected Enrollment 


 


We perform a quarterly analysis to verify that our existing network includes sufficient numbers of 
providers with adequate capacity to provide timely access to care in accordance with the DHCFP’s 
requirements. We will continue to provide the DHCFP with supporting documentation of our capacity 
to serve expected enrollment in accordance with its standards.  


We closely monitor for significant change by re-verifying that 
our network continues to meet adequacy requirements after 
every provider termination. If we identify a significant change, 
our Provider Services team promptly develops a detailed action 
plan. The action plan identifies staffing, responsibilities, resources, and a timeline to remedy the 
deficiency. We also will submit documentation to the DHCFP when our network experiences 
significant change, as defined by the State. 


  


3.7.2.11 The vendor must provide to the DHCFP supporting documentation, in a format specified by 
the DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its service 
area in accordance with the DHCFP’s standards for access to care at the time it enters into the 
contract with the State and any time there is a significant change in their operations that impact 
services. Such documentation must demonstrate that the vendor offers an appropriate range of 
preventive, primary care, and specialty services and maintains a network of providers that is sufficient 
in number, mix, and geographic distribution to meet the needs of the anticipated number of recipients 
in the service area. The vendor must submit such documentation at the time it enters into a contract 
with the State and at any time thereafter when there has been a significant change, as defined by the 
State, in the vendor’s operations that would affect adequate capacity and services, and as requested 
by the State to conduct an access to care analysis. A significant change includes but may not be 
limited to:  
 


A. Changes in the vendor’s services, benefits, geographic service area or payments; or 
 
B. Enrollment of a new population in the network. 
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3.7.3 Network Management 
 


3.7.3.1 Primary Care Provider or Primary Care Site Responsibilities 


 


Our PCP/PCS network is integral to coordination of member care and providing access to preventive 
care. PCPs/PCS are responsible for complying with all tasks outlined in Section 3.7.3.1. We do not 
impose restrictions on the above tasks. We engage in ongoing monitoring of PCPs/PCSs to assure 
they comply with the DHCFP and health plan requirements. 


We link every member to a PCP/PCS who is responsible for 
coordinating and organizing the large array of services for the 
member. Our approach centers on the PCP/PCS and offers our 
members holistic primary health care that is accessible, 
coordinated, comprehensive, continuous, compassionate, and 
culturally sensitive. Ongoing partnership with our PCPs/PCSs is 
a critical component of improving member outcomes, and we provide continuous support to make 
sure that our PCPs/PCSs are successful in managing the health care needs of members. We do not 
assign PCPs/PCSs located more than 25 miles from the enrolled place of residence without the written 
request of the member. We offer enhanced reimbursement to PCPs/PCSs for offering extended 
evening and weekend hours.  


PCP Roles and Responsibilities 
Our PCP/PCS approach, compliant with 42 CFR 432.208, has proven to be a valuable resource for 
enhancing the patient care experience, improving member health outcomes, and controlling medical 
costs. In this model, members have a single PCP/PCS responsible for providing an ongoing source of 
primary care, coordinating physical and behavioral health care, and supporting members as 
summarized in Figure 3.7.3.1-1.  


3.7.3.1 Primary Care Provider (PCP) or Primary Care Site Responsibilities 
 
The PCP or a physician in a Primary Care Site serves as the recipient’s initial point of contact with the 
vendor. As such, the PCP or the physician at the Primary Care Site is responsible for the following: 
 


A.  Delivery of covered medically necessary, primary care services and preventive services, 
including EPSDT screening services and Well Baby/Child Services; 


B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage; 
C.  Referrals for specialty care and other covered medically necessary services in the managed 


care benefit package; 
D.  Recipients shall be allowed to self-refer for family planning, obstetrical, gynecological, mental 


health and substance abuse services, within the vendor’s network; 
E.  Continuity and coordination of the enrolled recipient’s health care; and 
F.  Maintenance of a current medical record for the enrolled recipient, including documentation of 


all services provided by the PCP, and specialty or referral services, or out-of-network services 
such as family planning and emergency services. 


 
Although PCPs must be given responsibility for the above tasks, the vendor must agree to retain 
responsibility for monitoring PCP and Primary Care Site activities to ensure they comply with the 
vendor’s and the State’s requirements. The vendor is prohibited from imposing restrictions on 
the above tasks.  
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We contractually require that services are always provided without regard to race, religion, gender, 
color, national origin, age, or physical/behavioral health status. We monitor provider compliance in 
delivering primary care and preventive services in several ways including the following: 


 Annual appointment availability telephone surveys 


 Review of member grievances relating to access to services 


 Medical record reviews to confirm delivery of services 


 Provider profiling for under-utilization of services 


A. Delivery of Covered Medically Necessary, Primary Care Services and 
Preventive Services, including EPSDT Screening Services and Well 
Baby/Child Services 
Our provider contracts require that PCPs/PCSs deliver covered services within the scope of their 
licensure, expertise, and usual and customary range of services. We supply monthly reports of 
members who are overdue for EPSDT and Well baby/Well child services. Our provider incentive 
programs include incentives for achieving preventive health and well-visit targets. We include 
preventive and wellness care information in our provider and member communications including 
newsletters and website.  


  


Figure 3.7.3.1-1. We Link Every Member to a PCP/PCS Who is Responsible for Coordinating Care and Organizing 
the Large Array of Services for the Member 
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B. Provision of Twenty-Four -Hour, Seven Days per Week (24/7) Coverage 
PCPs are contractually obligated to provide members access to 24/7 urgent and emergency services. 
We educate our PCPs/PCS s through our provider education efforts and provider manual.  


PCPs/PCSs are required to have a system for members to call after hours with medical questions or 
concerns. Failure to comply with after-hours access requirements may result in a plan of correction, 
including termination from our network. Providers must adhere to the following after-hours 
protocols:  


 Answering service or after-hours personnel must:  
 Forward calls directly to the PCP or on-call provider or inform members that the PCP will 


contact them within 30 minutes  
 Ask if the call is an emergency; if so, they must immediately direct the member to dial 911 or 


proceed directly to the nearest hospital emergency room  
 Have the ability to contact a telephone interpreter for members with language barriers  
 Return all calls  


 Answering machine messages:  
 May be used when staff or an answering service is not immediately available  
 Must instruct members with emergency health care needs to dial 911 or proceed directly to the 


nearest hospital emergency room  
 Must provide instructions on contacting the PCP or on-call provider in a non-emergency 


situation  
 Must provide instructions in English, Spanish, and any other language appropriate to the PCP’s 


practice  


We require PCPs/PCSs to use a health plan-contracted network provider for on-call services. When 
that is not possible, the provider must use his or her best efforts to make sure  the on-call provider 
abides by the terms of our provider contract and standards. When we identify a provider who is out of 
compliance with appointment standards, our employees visit the provider and present a letter 
requesting a plan of correction. We continue to monitor compliance and re-survey the provider after 
90 days to verify compliance 


C. Referrals for Specialty Care and Other Covered Medically Necessary 
Services in the Managed Care Benefit Package 
Our provider contract, manual, and education efforts inform the PCP/PCS they are responsible for 
coordinating member referrals to specialists and services available through fee-for-service (FFS) 
Medicaid. Our experience confirms that efficient and cost-effective care does not always require PCP 
referrals for specialty services. We provide all members with direct access to specialists without 
referrals. We monitor provider compliance in several ways including review of member grievances 
and medical records reviews.  


Our provider manual and member handbook both explain that members can self-refer to any 
qualified provider for behavioral health care, family planning services, Healthy Kids visits, 
immunizations, prenatal care, and annual women’s wellness exams. We review this with providers 
during orientation and remind them through the provider manual and our ongoing training and 
outreach efforts.  
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D. Member Self-Referral 
Our provider manual and member handbook both explain that members can self-refer to any network 
provider for family planning, obstetrical, annual women’s wellness exams, mental health, and 
substance abuse services. Our provider manual and member handbook also explain that women can 
self-refer to any provider for family planning services, including out-of-network providers. We review 
this with providers during orientation and remind them through the provider manual and ongoing 
training and outreach efforts. We monitor provider compliance in several ways including review of 
member grievances.  


E. Continuity and Coordination of the Enrolled Member’s Health Care 
Our provider manual and  education explain that PCPs/PCSs 
are responsible for the complete care of their patients including, 
but not limited to, providing primary care, coordinating and 
monitoring referrals to specialist care, authorizing hospital 
services, and maintaining the continuity of care. We monitor 
provider compliance in several ways including review of member 
grievances and feedback from case managers and disease 
management staff. 


F. Maintenance of a Current Medical Record 
Complete and accurate information in our member’s medical record is a critical component of quality 
care. We have stringent standards, educate PCPs/PCSs about those standards, and regularly monitor 
compliance to verify the consistent documentation and protection of the confidentiality of member 
information. Our PCPs/PCSs are contractually obligated to follow all federal and state laws and 
regulations regarding medical records. Our medical record processes meet all health plan 
requirements as well as state and federal law.  


The health plan requires that all providers and subcontractors maintain clinical and medical records 
in an updated, detailed, and organized manner in compliance with our established Clinical Records 
Policies and Procedures. Our policies make sure that clinical records allow for effective and 
confidential patient care and that medical records are compliant and reviewable for administrative, 
civil, or criminal investigations or prosecutions. 


Our MAC oversees and directs our medical records protocols, fostering careful consideration of both 
health plan and practitioner needs. Our provider manual clearly documents medical record 
requirements, which are incorporated by reference as part of the provider agreement. As part of our 
Internal Quality Assurance Program (IQAP) and under the leadership of the director of IQAP, we 
monitor provider compliance with this standard annually through medical record reviews. 


In 2015, we reviewed 942 medical records for compliance with documentation requirements using 
tools specifically designed for different practice settings and including a section to audit 
documentation of cultural needs such as race/ethnicity or spoken language. We also document 
compliance with clinical practice guidelines and delivery of HEDIS®-related services, such as 
attention deficit hyperactivity disorder (ADHD), adult preventive, and prenatal/postpartum care. More 
than 87 percent of all medical records met requirements of the Practitioner Clinical Medical Records 
section. 
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3.7.3.2 Laboratory Service Providers 


 


We currently comply with this requirement and will continue to do so under the new Contract. 


We require that all laboratory testing sites have valid Clinical Laboratory Improvement Amendments 
(CLIA) certificates and CLIA identification numbers and comply with CLIA regulations per 42 CFR 
Part 493. Our systems are configured to comply with these requirements and verify correct CLIA 
identification numbers when claims are processed. We monitor compliance through provider 
credentialing, recredentialing, claims reviews, and provider site visits. We provide the DHCFP with 
copies of certificates upon request. 


3.7.3.3 Essential Community Providers 


 


Essential community providers are at the core of our network development strategy due to our like-
minded focus on serving low-income and underserved populations, and we acknowledge their 
important role in providing access to Medicaid and low-income patients. We collaborate with essential 
community providers because we actively support their roles in caring for these most vulnerable 
members of the population—and because this support is so keenly linked to improving the health 
outcomes of our members. For example, we contract with all FQHCs in our service areas; hold 
monthly Joint Operating Committee meetings with our network hospitals, including the University 
Medical Center; and collaborate with all tribal clinics consistent with RFP requirements. We will 
continue these activities under the new Contract.  


3.7.3.2 Laboratory Service Providers 
 
The vendor shall ensure that all laboratory testing sites providing services under this contract have a 
valid Clinical Laboratory Improvement Amendments (CLIA) certificate or a waiver of certificate of 
registration, a CLIA identification number, and comply with CLIA regulations as specified by 42 CFR 
Part 493. The vendor shall provide to the DHCFP, on request, copies of certificates of any laboratories 
with which it conducts business. 


3.7.3.3 Essential Community Providers 
 


An essential community provider accepts patients on a sliding scale fee, determined on the income of 
the patient; does not restrict access or services due to financial limitations of a patient; and can 
demonstrate to the DHCFP that the restriction of patient base from this provider would cause access 
problems for either Medicaid or low-income patients. 
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3.7.3.4 Engagement with Essential Community Providers 


 


We reached out and will continue to negotiate  in good faith with all essential community providers 
included in Section 3.7.3.4 A to J of the RFP. We will also comply with the requirements outlined in 
Section 3.7.3.4 K to M. As we learn of new essential community providers and other non-participating 
providers, we contact them in-person or by telephone to introduce our health plan, answer any 
questions they might have, and begin the contracting process. We will make, at a minimum, three 
bona fide and documented attempts.  


Examples of some our current engagement and partnership activities with Essential Community 
Providers include the following: 


  


3.7.3.4 The vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 


 
A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health 


care services;  
B.  The University Medical Center of Southern Nevada to provide inpatient and ambulatory 


services; 
C.  The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental 


Health clinics, to provide health care and behavioral health care services;  
D.  School-Based Clinics;  
E.  Aging and Disability Services Division (ADSD); 
F.  Division of Public and Behavioral Health (DPBH); 
G.  Substance Abuse Prevention and Treatment Agency (SAPTA); 
H.  Community Centered Behavioral Health Clinics (CCBHC); Well Care A through N 
I.  Division of Child and Family Services (DCFS); and 
J.  County Child Welfare Agencies. 
K.  There may be times when DCFS and County Child Welfare Providers have provided services to 


a FFS recipient who then moves into managed care. Contracting with these providers will help 
ensure continuity of care of these recipients. 


L.  Any health provider designated by the DHCFP as an essential community provider. The DHCFP 
will notify the Vendor of providers designated by the DHCFP as essential community providers.  


M.  At the States option, the vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County 
entities in providing medically necessary services, including behavioral health. If this option is 
exercised and there is any resulting additional expense incurred by the vendor, the DHCFP will 
adjust the capitation rate so that it remains actuarially sound. 


N.  Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial 
to the provider as contracts with other providers in the same geographic area for similar 
services. Providers who work through one of the essential community providers must be 
negotiated in good faith. 
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A. Federally Qualified Health Centers (FQHC)  
All of Nevada’s FQHCs in our current service areas participate 
in our network. Should the DHCFP expand geographic areas, 
we will immediately reach out to contract with the additional 
FQHCs and Rural Health Clinics (RHCs) in those areas. There 
are no RHCs located in our current service areas.  


A cornerstone of our network development strategy is the 
inclusion of FQHCs in our network. We understand the value 
that local health agencies and community-based organizations 
have in the delivery of health care to the Medicaid population. 
Many FQHCs are working collaboratively with the Community 
Mental Health Centers (CMHCs) to provide behavioral health 
services at their sites, further increasing access to services for 
members. Our affiliate health plans that serve state-sponsored 
health programs have a strong history of working with FQHCs, 
many of which are part of our quality improvement and 
member-centered medical home programs in many states. Our 
ongoing collaboration with these agencies helps to provide 
better outcomes for our members. Nevada FQHCs also 
participate in our provider incentive programs that use a results-driven reward system to incentivize 
physicians to meet quality and other health care access targets. 


We collaborate with our FQHCs on projects and initiatives designed to produce improved outcomes 
for our members. For example, Nevada Health Center, a FQHC that provides numerous health care 
resources to members including our younger members, was chosen as the focus for our Performance 
Improvement Project for Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children and Adolescents (WCC). We chose Nevada Health Center based on an internal HEDIS 
management report referred to as the Gaps in Care Report from our top 10 high volume but low 
performing providers for the number of members 3-17 years of age. Not all young members were 
receiving consistent attention to include anticipatory guidance regarding nutrition or physical activity 
(exercise) or to the fact of where their BMI percentile fell (plotted) on the age-growth chart. Our 
collaboration is designed to increase our HEDIS WCC score and provide improved outcomes. 


B. University Medical Center of Southern Nevada 
We are currently contracted with the University Medical Center of Southern Nevada to provide 
inpatient and ambulatory services. 


C. The University of Nevada School of Medicine (UNSOM) System 
We are currently contracted with the University of Nevada School of Medicine (UNSOM) System. We 
continue to negotiate in good faith with  Mojave Mental Health clinics to provide health care and 
behavioral health care services to our members.   


D. School-Based Clinics 
School-Based Health Centers (SBHCs) can greatly improve access to care for Medicaid members and 
provide a level of service that other providers may not be able to offer. We understand that in 
accordance with Section 3.4.4.2.C, the DHCFP has direct contracts with school districts and MCOs 
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will not contract directly with school districts. To provide support for school-based health services, we 
have chosen to make a philanthropic investment over three years to provide vital funds for the school-
based health centers overseen by the Department of Pediatrics at UNSOM/UNLV School of Medicine. 
Our School-Based Health Center Support Fund will enhance the community outreach, clinical, and 
medical education missions of UNLV School of Medicine as it educates future pediatricians to serve 
Southern Nevada.  


We provide ongoing community relations and outreach to encourage members to become active 
participants in their health care. Through health education programs, members are empowered to 
choose and sustain a healthy lifestyle. Examples of how funds may be used for SBHCs include: 


 Program development 


 Faculty and staff salaries or stipends, faculty and staff 
development and training expenses, travel expenses for 
professional conferences and presentations, or related meeting 
expenses 


 Programs, equipment, supplies, and furnishings 


 Projects initiated/conducted by the medical school 


 Community-based or population health research projects 
involving SBHC 


 Stipend and travel expenses for medical students, residents 
and/or fellows who are rotating/providing care  


 Hosting expenses as defined by UNLV for programs 


 Fundraising costs, marketing materials, donor cultivation, and 
stewardship expenses for programs 


We are part of the Clark and Washoe County communities, and we 
understand the challenges and opportunities faced in reaching and 
engaging members and their families. Often, as families move or 
situations change, contact information becomes unavailable or 
outdated. This makes reaching out to them challenging. Because of 
this, we bring services directly to the local communities where they 
live. We provide examples of our school-based outreach activities below. 


Clark County School District. We are the only MCO with an established Memorandum of 
Understanding (MOU) with the Clark County School District to bring providers into the schools and 
conduct general health, dental, and vision screenings and administer missing immunizations. Since 
we launched our programs to capitalize on back-to-school events, we held health fairs across Clark 
County. Bringing providers to members and their families helps us close gaps in care while also 
promoting the importance of preventive care and timely well child care visits with each member’s 
PCP. Based on the success of this initiative, we plan to develop similar partnerships in Washoe 
County.    
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Safe Summer Nights. Our Quality team also collaborates with other community partners to capitalize 
on existing community programs. We work closely with the City of Las Vegas and CCSD communities 
to sponsor Safe Summer Nights at local schools. For the spring of 2016, we worked with the City’s 
Safe Summer Nights staff to identify six schools in the zip codes where our members are concentrated 
to hold Safe Summer Nights events. Families can attend the events that feature free DJ music, 
children's games, face painting, and refreshments. We identified local providers to attend and conduct 
health screenings. At Vegas Verdes Elementary School events in April 2016, we saw as many as 150 
families. In addition to our representation, the event featured a food bank that delivers fresh produce 
and Create A Change Now that provides nutrition education and healthy living ideas to families in the 
community who struggle to obtain nutritional options.  


Mobile Health Fairs. Mobile health fairs offer an excellent opportunity to close gaps in care, 
emphasize the importance of well child visits, and strengthen personal relationships with members 
and their families. For example in 2015, we conducted health fairs in collaboration with Wing and 
Lily Fong Elementary Schools. We also conducted vision and dental screenings, and Immunize 
Nevada recorded immunizations provided by the Nevada Health Department. We have been successful 
in deploying our community outreach vehicle to deliver services to our members who might otherwise 
not have access.  


E. Aging and Disability Services Division 
We collaborated with the Aging and Disability Services Division to develop applied behavioral 
analysis (ABA) medical guidelines to help manage a new benefit in 2016. The guidelines have been 
adopted statewide and all providers are required to use them.  


F. Division of Public and Behavioral Health 
We collaborated with the Division of Public and Behavioral Health to develop “in lieu of” services for 
IMD. We also partnered to develop rapid response teams.    


G. Substance Abuse Prevention and Treatment Agency (SAPTA) 
We developed strong relationships with all SAPTAs in our network. We engaged early and often and 
worked closely with SAPTA providers who were new to managed care and had no experience with 
managed care processes, including claims processing to 
support their transition to managed care. More than two years 
ago, when SAPTA provider services were first carved into 
managed care, we worked directly with these providers to 
complete enrollment and contracting, including facilitating 
taking steps to qualify as Medicaid providers. Our Provider 
Relations staff worked with them directly on billing and 
authorization procedures. We established ongoing weekly 
meetings with SAPTA providers, performed test claims, and ran weekly reports to identify and 
remediate any claims payment and billing issues, and we continue to regularly monitor and meet with 
SAPTA providers to proactively address administrative challenges.  


As a result, we are able to focus on initiatives aimed toward improvements in health care delivery and 
outcomes rather than administrative issues. For example, our case managers completed clinical 
rounds and assisted planning and coordination to enhance provider understanding of Medicaid 
requirements. We are the first health plan to ensure certified alcohol and drug abuse counselors were 
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approved as qualified mental health providers, and able to bill for services under the Nevada Medicaid 
and Nevada Check Up benefits. This greatly enhanced the span of SAPTA providers by allowing the 
use of qualified bachelor’s level, non-licensed staff for drug and alcohol counseling.  


In addition, we cultivated strong relationships with local agencies whose services augment those 
provided through the health plan and support members to achieve their self-identified goals. We work 
directly with courts in Washoe County and Northern Nevada Adult Mental Health Services to support 
members with court-ordered treatment with referrals, securing a provider, and making and attending 
appointments. We support SAPTA providers in the authorization process, as applicable, and through 
care coordination. This relationship supports members to comply with Drug Court monitoring and to 
succeed in recovery goals. 


H. Community Centered Behavioral Health Clinics 
We are supportive of the State’s efforts to develop a Certified 
Community Behavioral Health Clinics (CCBHC) care model for 
underserved populations including adults with SMI, children 
with SED and their families, those with long-term and serious 
SUD, and others with mental illness and SUD. We are a 
participant in DPBH and the DHCFP sponsored workgroups and 
will continue to support their efforts to develop and implement 
the CCBHC care model.  


I. Division of Child and Family Services 
We currently contract with the Division of Child and Family 
Services including their mobile unit. 


J. County Child Welfare Agencies 
We currently contract with other agencies within DHHS, the 
juvenile justice system, and various county entities in providing 
medically necessary services, including behavioral health services 
to members in Child Welfare. 


K. County Child Welfare Providers 
If a fee-for-service recipient moving to managed care is receiving 
services from DCFS and County Child Welfare providers, we will 
work to contract with these providers to support continuity of 
care. In the event these providers are unwilling to contract with 
us, we coordinate care with these providers out-of-network and 
work to seamlessly transition members to an in-network provider, 
if available, and with requisite specialization and experience. We work to support continuity of care 
for these members in their transition into managed care by engaging traditional Child Welfare 
providers in our transition and case management processes. 


L. Any Health Provider Designated by the DHCFP as an Essential 
Community Provider 
All providers included on RFP Attachment P that are in our current service area are currently in our 
network. While we are prohibited from contracting with tribal clinics, we regularly attend tribal 
meetings and collaborate with tribal leadership to assure their members have open access to 
specialists.  
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M. Other Agencies 
We understand that at the State’s option, we may be required to contract with other agencies within 
the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various County 
entities in providing medically necessary services, including behavioral health. We also understand 
that if this option is exercised and there is any resulting additional expense incurred by us, the 
DHCFP will adjust the capitation rate so that it remains actuarially sound. 


N. Negotiating in Good Faith  
We understand that negotiating in good faith requires, at a minimum, offering contracts that are at 
least as beneficial to the provider as contracts with other providers in the same geographic area for 
similar services. 
 


3.7.4 Subcontractors 
 


3.7.4.1 Subcontract Requirements 


 


We acknowledge that we are fully and solely responsible for meeting our obligation to fulfill Contract 
requirements and this extends to the use of subcontractors. Our judicious approach addresses the 
selection, oversight, monitoring, and corrective action of subcontractors to make sure performance 
meets the requirements and standards of the DCHFP and our health plan.  


Although we may subcontract certain services, we take sole responsibility for meeting our obligation 
to fulfill Contract requirements. Our written subcontractor agreements clearly state our expectations 
for their responsibilities and provide an option for revoking delegation and/or imposing other 
sanctions if performance is inadequate. Written agreements comply with all State of Nevada statutes 
and are subject to the provisions thereof. The subcontract defines the roles and responsibilities, 
performance standards, quality assurance requirements, reimbursement, financial responsibilities, 
hold-harmless provisions, insurance requirements, privacy and security requirements, data exchange 
and reporting requirements, and record retention. 


We will continue to obtain the approval of the DHCFP before delegating any item or requirement in 
our MCO contract with the DHCFP and prior to making any substantive change to the agreement.  


We will continue to make our subcontract documents available for review by the DHCFP within five 
business days of request.   


  


3.7.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, 
must be in writing, must be prior approved by the DHCFP, and must contain all applicable items and 
requirements as set forth in the DHCFP Managed Care Contract, as amended.  The vendor may not 
delegate any item or requirement in the DHCFP Managed Care Contract to any subcontractor or 
network provider without the express, written approval of the DHCFP.  The vendor’s failure to obtain 
advance written approval of a Subcontract from the DHCFP will result in the application of a penalty 
equal to $25,000 for each incident. Without limitation, the vendor must make all Subcontracts 
available within five (5) business days of a request by the DHCFP.  This includes but is not limited to 
administrative, technical and medical providers. 
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3.7.4.2 Vendor Obligations and Responsibilities 


 


We incorporate the RFP, attachments, and the DHCFP MCO contract into the subcontract either 
directly or by reference. Our subcontracts adhere to standard language and content, as developed and 
approved by our national Legal department, and are tailored to the specific requirements of the State 
and subcontracted functions. 


We understand that we remain accountable for the performance 
of services by subcontractors. As the prime contractor, we 
deploy all RFP requirements and the DHCFP’s contractual 
requirements to each subcontractor as appropriate. 


A. Contracted Services Responsibilities  
We acknowledge that we are fully and solely responsible for meeting our obligation to fulfill Contract 
requirements, including provision of and/or arrangement for the services provided under this 
Contract and coordination of care between medical, behavioral, and social needs to be maintained. 
We perform and will continue to perform the majority of services provided to members, including 
behavioral health in-house. 


We hold subcontractors accountable to rigorous standards that meet the needs of our members, 
providers, and other stakeholders and make sure that services are delivered to all of our customers in 
a seamless manner and in accordance with the DHCFP requirements. As illustrated in Figure 3.7.4.2-
1, this accountability begins with our robust selection and contracting process, which includes a 
careful review of the subcontractor’s capabilities, performance, and financial stability. After receiving 
advance approval from the DHCFP and contracting with the subcontractor, we provide training to 
orient the subcontractor to both our contractual and the DHCFP’s requirements and standards.  


3.7.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the vendor. Notwithstanding the use of subcontractor(s), the vendor accepts 
and acknowledges its obligation and responsibility under this contract as follows:  


 
A.  For the provision of and/or arrangement for the services to be provided under this contract and 


to ensure the coordination of care between medical, behavioral and social needs is maintained;  
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In addition to our local resources and personnel, we leverage centralized national resources and 
processes to obtain and manage the services of high-quality subcontractors. Our selection and 
management process assigns responsibilities to drive authority to the appropriate organizational level 
and create a system of checks and balances. Our senior management team and department managers 
are responsible for the functional areas subcontractors perform. They work with our local Quality 
Assurance Committee to see that subcontractors comply with all applicable requirements and 
expectations. On a quarterly basis, we review reports that include subcontractor information, such as 
performance and financial data. Examples of general reports include organization rosters to identify 
adequacy of service coverage and access; call center reports to monitor volume and resolution of 
member calls; member grievance reports to identify quality and compliance issues; and claims 
payment reports to monitor payment accuracy, timeliness, and service utilization. Subcontractor-
specific reports include quality indicator and services utilization reports.  


  


Figure 3.7.4.2-1. Our Selection, Oversight, Monitoring, and Corrective Action Processes Align with Applicable 
Contract, State, and Federal Requirements 
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The monitoring and auditing activities of our Quality Assurance Committee include: 


 Conducting formal reviews specific to the types of services provided at least quarterly 


 Reviewing performance management reports 


 Conducting audits of subcontractor performance against the requirements in the subcontractor 
agreement 


 Identifying and communicating deficiencies or areas for improvement 


 Enforcing correction of any identified performance deficiencies or termination if deficiencies 
cannot be corrected  


In addition to our local resources for delegated organizations (as defined by NCQA) or organizations 
that also serve affiliate health plans, we leverage the following national oversight functions and 
governance structures to select, monitor, and regulate subcontractor activities and performance:  


 The national Quality Improvement Committee meets quarterly and is responsible for reporting any 
quality or compliance-related issues to local committees, including issues related to any 
subcontractors. 


 Vendor Selection and Oversight Committee (VSOC) has primary responsibility for overseeing 
delegated organizations and subcontractors serving multiple health plans. It is responsible for 
subcontractor compliance with state, federal, NCQA, CMS, and individual program requirements, 
standards, and expectations, as well as any other applicable regulatory or accreditation standards. 
The VSOC reports to our national Quality Improvement Committee.  


 The Delegation Workgroup is a governing body comprising local health plan representatives and 
representatives from internal national departments. The Workgroup reviews results of any state 
audits and supports plans of correction, as needed. Each of our affiliate health plans has voting 
members in the Delegation Workgroup. It is responsible for seeing that we follow established 
policies and procedures in accordance with state, federal, NCQA, and any other applicable 
regulatory and accreditation standards. The Delegation Workgroup reports to the Vendor Selection 
and Oversight Committee monthly. 


 Joint Operations Meetings are held on a quarterly basis to discuss subcontractors’ performance 
across markets and present issues and concerns to the Delegation Workgroup. Our Vendor 
Oversight and Management team, compliance and quality assurance staff, medical directors, 
finance and operations directors, and key affiliate health plan personnel and staff attend quarterly 
Joint Operations meetings. Our Nevada-based MAC and Quality Assurance Committee receive a 
summary of each Joint Operations Meeting.  


 Pharmacy Only: On a biweekly basis, the Joint Compliance Committee meets with our pharmacy 
subcontractor to discuss new and existing laws and mandates, approve implementation plans to 
comply with the laws/mandates, and discuss any legal, contractual, or compliance concerns with 
the subcontractor and their legal team.  


 Pharmacy Only: The Pharmacy Performance Oversight Council monitors the performance of 
delegated functions for  pharmacy operational/clinical service solutions to our members and makes 
sure that performance meets all regulatory and accreditation standards (such as NCQA, CMS, 
URAC, state and federal regulations). 
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B. Evaluation of Prospective Subcontractors  
We carefully select our subcontractors and only do so after we determine, by thorough evaluation, 
they will improve the quality, efficiency, and/or value of services we deliver to our members, providers, 
and the State. We have a rigorous process for selecting our subcontractors and perform numerous 
pre-delegation audits and reviews prior to executing any subcontracts. 


Once we determine that an item or requirement in the DHCFP Contract will be best delivered by a 
subcontractor, we thoroughly evaluate several organizations capable of providing the service. 
Evaluation consists of a written review of the subcontractor’s understanding of the standards and 
delegated tasks, appropriate documents, staff capabilities, financial stability, and performance record 
and a review of State licensing and certification requirements. The process also includes an 
evaluation of the subcontractor’s adherence with NCQA subcontractor standards. The account 
executive, who is a subject matter expert in the delegated function, works with business owners to 
review and thoroughly evaluate the qualifications of potential subcontractors. Evaluation may involve 
an on-site visit at the subcontractor’s place of business. Table 3.7.4.2-1 demonstrates some of the 
qualifications and measures that may be considered in the subcontractor evaluation process.  


Table 3.7.4.2-1. Considerations in Evaluating Prospective Subcontractors 
Qualification Measure 


Operational Capabilities 
Analysis of subcontractor’s current and future contractual commitments and 
organizational resources, review of technology and system capabilities including on-
site visits and readiness reviews, and review of operational policies and procedures. 


Quality Performance Strategies 
Review of subcontractor’s quality oversight policies and procedures, and review of 
performance outcomes achieved for similar contracts. 


Financial Stability 
Review of audited financial statements including statement of revenues and 
expenses, balance sheets, cash flow, unaudited year-to-date financial statements, 
and actuarial opinions of the Incurred But Not Reported (IBNR) estimates. 


Regulatory and Licensing Actions 
Review of regulatory compliance history, registrations, exclusions, terminations, 
sanctions, plans of correction, and associated performance improvement plans. 


 


If the account executive determines the delegated organization’s qualifications are satisfactory, he/she 
will recommend the organization to the local Vendor Oversight and Management team. The team 
reviews the information and makes a recommendation, either in favor of contracting or not, to the 
national Delegation Workgroup, who will review the written review for the potential subcontractor 
and make a recommendation to the national VSOC. If the recommendation is supported, a pre-
delegation audit is performed to determine if the proposed organization meets both Nevada’s and our 
operational, financial, legal, regulatory, accreditation, NCQA, and ethical standards. We examine 
items such as the organization’s HIPAA privacy and security compliance, grievance and appeals 
history, Statement on Standards for Attestation Engagements (SSAE) No. 16, operating procedures, 
staffing ratios, and financial viability. VSOC then makes the final selection based on audit findings. 


B.  For the evaluation of the prospective subcontractor’s ability to perform the activities to be 
delegated; and 
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C. Claims Payment and Liability 
We confirm we are fully responsible for claims payments for covered services rendered under our 
subcontractor agreements, if the provider of services is not reimbursed by our insolvent subcontractor. 
We currently comply with this requirement and will continue to do so under the new Contract. 


 


D. Subcontractor Oversight and Responsibility  
We currently comply with all subcontract requirements and will continue to do so under the new 
Contract. We execute formal written contracts with each subcontractor upon approval by the DHCFP. 
The written agreements comply with all State of Nevada statutes and are subject to its provisions. The 
subcontract defines the subcontractor’s roles and responsibilities, including indemnification and hold 
harmless provisions.  


As part of our oversight and monitoring program, we closely and continuously monitor the 
performance and financial stability of any subcontractor we engage for compliance with contractual 
and other applicable requirements and to confirm that our members and providers are receiving high 
quality services. We recognize that subcontractor oversight and monitoring requires a flexible 
approach tailored to the specific functions and services each subcontractor provides. We adapt the 
scope and frequency of our oversight activities to reflect the nature of delegated activities and the 
nuances of services provided, using our contractual obligations to the DHCFP as the foundation of 
our program. If at any time a subcontractor’s performance does not meet contractual requirements or 
our performance expectations, we take plans of correction, up to and including termination.  


An account manager is assigned to each subcontractor and is responsible for the day-to-day 
management, as well as overseeing and reviewing subcontractor performance. As evidence of our 
commitment to a robust subcontractor selection, oversight, and plans of correction processes, we  
implemented an innovative local Vendor Oversight and Management Team, led by our Medicaid 
compliance officer and with the support of staff from regulatory, operations, quality assurance, 


C.  For the payment of any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor 
provided that the provider has exhausted its remedies against the subcontractor; provided 
further that such provider would not be required to continue to pursue its remedies against the 
subcontractor in the event the subcontractor becomes insolvent, in which case the provider may 
seek payment of such claims from the Vendor.  For the purposes of this section, the term 
“Insolvent” shall mean: 


1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a 
bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, 
composition, or similar relief under the applicable bankruptcy laws or any other similar, 
applicable Federal or State law or statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or 
receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its 
property upon the application of any creditor or other party entitled to so apply in any 
insolvency or bankruptcy proceeding or other creditor’s suit. 


D.  For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor.  The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP 
and their officials, representatives and employees harmless from any and all liabilities, losses, 
settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ 
fees) which are related to any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP for which a subcontractor is the primary obligor.  
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utilization management, and medical management. In conjunction with the delegated organization 
account managers, our Vendor Oversight and Management Team participates in delegated 
organization operational committees and ad hoc meetings to verify compliant delegated organization 
operations for the health plan. 


Delegated organization oversight is accomplished through several mechanisms. Delegated 
organization reports are reviewed upon receipt for compliance with contractual and organizational 
standards.  Operational non-compliance or performance gaps are addressed through Delegated 
Workgroup meetings and Joint Operations meetings. Delegated organizations are audited annually 
and plans of correction implemented when organizational or contractual standards are not met.   


Compliant operations are documented through monthly, quarterly, and annual quality indicator 
reports. The quality indicator reports, sample letters, and subcontractor issues are discussed during 
Joint Operations meetings. Monthly delegated organization reports are developed for tracking 
compliance and performance for all delegated organizations in the market. Operational compliance, 
quality indicator report data, plans of correction, and annual audit activity are compiled by 
Compliance and reported monthly to the Quality Assurance Committee and the Nevada Compliance 
Committee.   


Delegated organization non-compliance is addressed through a formal plan of correction process 
which is a collaborative process through the account manager assigned to the subcontractor and 
Compliance. Oversight of plans of correction through mitigation is performed by the account 
manager and our Medicaid compliance officer collaboratively.   


The Vendor Oversight and Management Team communicates directly with our subcontractors, 
account managers, compliance team, committees/workgroups, and any member of our leadership 
team to monitor subcontractor performance and promptly resolve any issues or concerns. 


 


E. Submission of Subcontracts for the DHCFP Approval 
We will continue to obtain advance written approval of the DHCFP before subcontracting any portion 
of our responsibilities under the Contract. We will also provide written information to the DHCFP 
prior to awarding any subcontract to an entity where we have an ownership interest of five percent or 
more.  


  


E. Subcontracts which must be submitted to the DHCFP for advance written approval include any 
subcontract between the vendor, excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the selected vendor’s 
responsibilities under the DHCFP Managed Care Contract.  This provision includes, but is not 
limited to, contracts for vision services, mental or behavioral health services, claims processing, 
recipient services, provider services, cost containment services such as utilization management, 
third party liability, surveillance and utilization review, and/or pharmacy services. This provision 
does not include, for example, purchase orders. In addition, the vendor must provide written 
information to the DHCFP prior to the awarding of any contract or Subcontract regarding the 
disclosure of the vendor’s ownership interests of five percent (5%) or more in any delegated 
entity or Subcontractor.  







 
   


 


3. SCOPE OF WORK 
3.7 NETWORK 


Nevada Managed Care Organization RFP# 3260 Section 3.7 — Page 40 
 


 


F. Provider Contracting and Subcontracting Agreement Compliance   
We agree to the procedures set forth in RFP Attachment D, Contract Form. We currently comply with 
all subcontract requirements and will continue to do so under the new Contract.  


 


G. Financial and Other Incentives  


Our DHCFP-approved subcontracts and provider contracts do not contain incentives for denying or 
limiting services. We currently comply with all subcontract requirements and will continue to do so 
under the new Contract. 


 


H. Gag Clauses  
The DHCFP-approved subcontracts and provider contracts do not contain “gag” clauses, and we will 
continue to comply with this requirement under the new Contract. 


3.7.5 Access and Availability 


 


As an MCO that has been managing a provider network for Nevada Medicaid and Nevada Check Up 
members, we bring a strong and consistent record of developing and maintaining a provider network 
that meets and often exceeds the DHCFP’s adequacy standards. We will continue to do so under the 
new Contract.  


Our provider network is unsurpassed and offers the greatest access to members. And we don’t just 
have the right number of providers; we have the right mix of providers to take care of this population 
in the right locations — where our members live and work. We know Nevada and have been 
partnering successfully with local providers at the grassroots level for more than seven years. We do 
not include providers from other product lines in our network sufficiency analysis and specifically 
contract with providers who are located in the geographic areas where our members live. 


3.7.5.1 Maintaining Adequate Physical and Geographic Access 


 


We bring a deep understanding of the health care needs and unique characteristics of the Nevada 
Medicaid and Nevada Check Up population, developing and tailoring services to meet member needs 
while at the same time forging trusted, collaborative relationships with our providers that foster 
improved member health, access, and satisfaction.  


We will expand our provider network to meet any future changes in covered 
services, geographic service area, covered population, and legislative 
requirements. As part of a national organization that is a recognized leader in Medicaid and managed 
Home and Community Based Waiver Services programs, we will leverage the best practices of our 
affiliate health plans, as well as our Nevada experience, to develop comprehensive provider 


F.  As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply 
with the procedures set forth in Attachment D, Contract Form. 


G.  Subcontractor contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary services. 


H.    The use of “gag” clauses in subcontractor contracts is prohibited. 


The vendor shall: 


3.7.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 
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recruitment plans should the DHCFP decide to include additional Nevada counties or additional 
populations in the Medicaid program. 


Our Comprehensive Provider Network 
Our comprehensive, contracted network is already 
in place to continue to meet the needs of Nevada 
Medicaid members as of the program effective 
date. Our network of more than 7,700 providers 
includes all provider types to deliver the full range 
of covered services and has capacity to 
accommodate additional enrollment. We will 
demonstrate network adequacy during the 
readiness review through the submission of 
GeoAccess reports as required by the DHCFP.  


We utilize a proactive approach to network 
development and contracting that leverages our 
deep understanding of Nevada’s provider 
community and the health care needs of Nevada 
Medicaid members. Our objective is to anticipate 
and plan for potential future network gaps. For 
example: 


 We successfully enhanced our network to meet the needs of new populations. For example, prior to 
the recent expansion our need for Skilled Nursing Facilities (SNFs) was limited. However, that 
changed with the additional membership, and we grew our SNF network from two to 28 providers. 
We also increased Long Term Acute Care (LTAC) providers from one to five to meet the new needs 
of the changing population. 


 SAPTA, Behavioral Health, and ABA Providers. We are the only Medicaid MCO that contracts 
with both licensed and non-licensed SAPTA (Substance Abuse Prevention and Treatment 
Agencies) providers. More than two years ago, when 
SAPTA provider services were first carved into managed 
care, we worked directly with these providers to complete 
enrollment and contracting, including facilitating their 
taking steps to qualify as Medicaid providers.  We also 
expanded our behavioral health network with by adding five 
new behavioral health facilities and expanding our network 
of applied behavioral analysts (ABA) providers to treat 
members with autism.    


Having served Nevada Medicaid and Nevada Check Up members for more than seven years, we 
understand the complexities surrounding Medicaid provider network development and expansion, and 
we have the knowledge, tools, and experience necessary to continue to maintain a comprehensive 
Nevada Medicaid network that offers members a selection of providers. Our systems, employees, 
policies, and procedures allow us to accurately credential, train, and re-credential the full spectrum of 
providers in a timely and efficient manner. Our approach is described in more detail below. 
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In addition to our extensive Nevada experience, we are able to draw on the best practices of our 
affiliate health plans that have coordinated Medicaid and state-sponsored plan benefits, including 
ABD and Home and Community Based Waiver Services for more than 25 years. The DHCFP benefits 
from the national knowledge and experience of our affiliates, delivered locally by professionals who 
understand Nevada’s programs and populations. Table 3.7.5.1-1 provides a summary of our Nevada 
network for both Clark and Washoe counties. 


Table 3.7.5.1-1. Our Nevada Network Often Exceeds Requirements 


Provider Type The DHCFP Access Standard 
Our Compliance with Access 
Standard 


Clark County 
Hospitals 1 hospital within 25 miles of member’s residence Members with access within 25 


miles = 100 % 
Primary Care Providers 
(PCPs) 


1 full time equivalent (FTE) PCP for every 1,500 
members; or, if PCP practices in conjunction with a 
health care professional, the ratio is 1 FTE PCP for 
every 1,800 members 
 
1 PCP within 25 miles of member’s residence 


3.78 PCPs per 1,500 members 
 
 
 
 
Members with access within 25 
miles = 100 % 


Specialists, including 
pediatric subspecialists 


1 specialist for every 1,500 members  33.6 specialists per 1,500 members 


Behavioral Health Providers 1 behavioral health provider within 25 miles of 
member’s residence 


Members with access within 25 
miles = 100 % 


Behavioral Health Facilities 1 inpatient behavioral health facility within 25 miles 
of member’s residence 


Members with access within 25 
miles = 100 % 


Washoe County 
Hospitals 1 hospital within 25 miles of member’s residence Members with access within 25 


miles = 99.9 % 
Primary Care Providers 
(PCPs) 


1 full time equivalent (FTE) PCP for every 1,500 
members; or, if PCP practices in conjunction with a 
health care professional, the ratio is 1 FTE PCP for 
every 1,800 members 
 
1 PCP within 25 miles of member’s residence 


8.95 PCPs per 1,500 members 
 
 
 
Members with access within 25 
miles = 99.7 % 


Specialists 1 specialist for every 1,500 members  74.4 specialists per 1,500 members 
Behavioral Health Providers 1 behavioral health provider within 25 miles of 


member’s residence 
Members with access within 25 
miles = 99.9 % 


Behavioral Health Facilities 1 inpatient behavioral health facility within 25 miles 
of member’s residence 


Members with access within 25 
miles = 99.8 % 


 


Maintaining and Monitoring the Provider Network  
Our network is already contracted, credentialed, and serving Nevada Medicaid and Nevada Check Up 
members. We are confident that upon Contract award this network, as well as any additional new 
providers we are reaching out to, will continue to serve our Nevada members. We maintain and 
monitor our provider network in accordance with 42 CFR 438.206. We support our provider network 
with the DHCFP-approved provider agreements and will continue this practice under the new 
Contract. 


Since we will not need to develop a Medicaid network, we will focus on continued network monitoring 
and enhancement activities, improving access, and assuring that our network continues to meet 
emerging member needs between now and the start of the new Contract. Members will be assured of 
continuity of care and the DHCFP will eliminate any potential disruption associated with a transition 
to a new vendor.   
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Helping Assure Access for Members in Rural Areas  
We currently serve members in urban areas of Clark and Washoe Counties, and our established 
network includes the full range of provider types and offers broad geographic access that meets the 
needs of our members in those counties for accessing care. We understand the access barriers that 
our members face and are familiar with regional challenges. We have actively engaged in developing 
solutions to support appropriate access to care.  


For example, one of our top priorities is to address access issues in Washoe County due to limited 
availability of some specialties. In an effort to provide access to specialists for our Washoe County 
members, we have also had to look outside the county limits into Northern Nevada rural areas. For 
example: 


 For pulmonology, we are in the process of contracting with Mountain Family Pulmonary in 
Carson City, and they are currently seeing our members via single case agreements 


 For neurology, we are in contract negotiations with Tahoe Forest Neurology in Truckee, 
California, just across the Nevada/California border 


 For dermatology, we are in the process of contracting with Carson Dermatology Associates in 
Carson City, and they are currently seeing our members via single case agreements 


Recognizing that access to care is more difficult in rural areas of Nevada, we continuously monitor 
our network to help assure that our members have access to a broad array of providers and services. 
Although our network includes many providers serving the needs of our members in rural areas, 
including all Nevada FQHCs in our service areas, should the State expand our service area, we will 
employ additional strategies to expand rural access such as the following: 


 Leveraging relationships with independent practice associations and other provider organizations 
to recruit additional physicians 


 Partnering with network providers to open or expand offices in rural areas, offer additional needed 
services, and provide after-hours and weekend appointments 


 Continued outreach to nurse practitioner-managed, state-funded community health centers 


 Working with PCPs/PCSs and specialists to expand the use 
of physician extenders, including financial incentive 
programs that provide opportunities for additional, upfront 
reimbursement that can be used to expand services 


 Coordinating transportation to see necessary providers 
outside the member’s access area 


 Referring members to out-of-network providers for care through single case agreements 


 Continued collaboration to identify and assess opportunities for boosting access to specialty 
services throughout Nevada’s rural areas and making sure we build upon and do not duplicate 
existing initiatives within Nevada 
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Telehealth Service. We have expanded our telemedicine program to include web-based consultations  
to our members through our telehealth Value Added Service. This innovative 
solution provides members with online (through two-way video technology) 
physician consultations for clinically appropriate conditions such as a cough, 
cold, fever, or flu. Members are able to access services through a secure Internet connection or an 
app on their mobile phone. Our telehealth service is now available in Spanish for our Spanish-
speaking Medicaid members. In addition, our telehealth service behavioral health counseling services 
will be available for our Nevada Medicaid and Check Up members. Our telehealth service will 
complement the continuum of options for our members, enhancing their access to health care services 
and providing alternatives to the emergency room (ER). We will be expanding our telemedicine 
capabilities by offering an additional telehealth service kiosk in our injection clinic location and a 
portable telehealth service MedStop Portable unit in our community outreach vehicle. 


We continue to develop additional capabilities to expand access through telemedicine by contracting 
with Nevada providers who provide services through telemedicine and by collaborating with and 
incenting providers to expand existing telemedicine availabilities. 


3.7.5.2 GeoAccess Mapping and Data-driven Analyses 


 


We generate and evaluate quarterly GeoAccess reports for network adequacy to identify network gaps. 
These tools allow us to conduct address-based geocoding. The system assigns geographic coordinates 
to locations based on the street address of providers and members. GeoAccess reporting features to 
evaluate network adequacy for physical and geographic access include: 


 Member Accessibility Summary. Provides an overview of the entire analysis displayed in a given 
report. It details the number and percentage of members with and without access to a PCP and 
pediatrician, as well as key specialists (for example, number and percentage of members with and 
without access to an OB/GYN). 


 Access Comparison. Provides a graph that demonstrates the point at which the percentage of 
members attains compliant status with the specified provider type and defined access standards.  


 Accessibility Detail. Presents counts of members with and without access to care under the defined 
access standards. It provides the total number of members, providers, and a member-to-provider 
ratio for the demographic or geographic area analyzed. The report also provides a detailed analysis 
of a member’s choice of up to five providers and the average distance to achieve that access. 


 Geographic Overview Maps. Displays PCP and specialty care provider locations by geographic 
area. 


 Provider and Member Location Maps. Plots members and providers of any or all 
specialty/specialties or combinations of both. These maps overlay the provider network against the 
membership base with the appropriate radius encompassing each provider to identify geographic 
coverage in a particular area. 


  


3.7.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance 
with access standards, and take appropriate corrective action, if necessary, to comply with such 
access standards. 
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Provider Services staff diligently monitor network adequacy, anticipate future needs, and promptly 
identify gaps to make sure that members have access to care and that we continue to meet the 
DHCFP’s standards. We use our proven techniques to monitor and evaluate our network and seek 
input from various sources (members, providers, stakeholders, the DHCFP, and others) to make sure 
that our members have ample choice of providers.  


We identify and report network gaps in our provider network and collaborate with the DHCFP to 
improve access, including encouraging providers to enroll as Nevada Medicaid providers. We submit 
regular and ad hoc Provider Network Reports to the DHCFP in accordance with the DHCFP’s 
requirements. 


We also continually monitor information obtained through our Provider Services, Medical 
Management, Quality Assurance, and Member Services areas to identify opportunities to improve the 
network and address any deficiencies. For example, any member grievances about physical access or 
travel time are promptly routed to our Provider Services department for investigation and follow-up.  


Acting Upon Network Gaps 
Because providers have varying needs, circumstances, and knowledge of managed care, we tailor our 
approach to address all specific provider circumstances as opposed to a broad-sweep approach, which 
may work for many providers but certainly not for all. For each provider type, we assign resources 
and design and produce communications (written and electronic). Examples of possible strategies 
include: 


 Working with contracted PCPs/PCSs who have closed or limited panels 


 Encouraging providers to employ mid-level practitioners (physician extenders), such as nurse 
practitioners and physician assistants, to expand their capacity 


 Identifying potential providers in the coverage area through input from our internal staff 
(including member outreach, provider services, and medical management); input from existing 
network providers, members and their families, community-based organizations, and advocates; 
information from the DHCFP; and listings from applicable regulatory boards of licensed 
providers. We leverage our existing Nevada Medicaid and our affiliate’s commercial provider 
networks to identify providers for participation. 
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Figure 3.7.5.3-1. Program Components Support Members Based 
on Individual Need 


3.7.5.3 Partnering to Improve Health Care Access and Availability 


 


We value the roles and contributions 
provided by the DHCFP, community 
providers, and stakeholders to help 
assure health care access and 
availability. We encourage, invite, and 
welcome feedback from the DHCFP, 
community providers, stakeholders, and 
our Consumer Advisory Committee 
(CAC) to monitor and evaluate access 
and process issues.  


Our CAC meets quarterly as an integral 
resource to monitor our activities and 
identify opportunities to better serve our 
members in Nevada and includes 
representatives from the provider 
community, advocacy groups, and 
community-based organizations. Our 
Provider Services department is 
represented on the CAC and actively 
seeks out input on our provider network 
to make sure that it meets standards for access and availability and to identify any opportunities to 
improve access or address issues. 


Partnering to Reduce Chronic Readmissions / Emergency Room Utilization 
for Homeless Populations 
To address overflow of people presenting at emergency rooms (ERs) fed by frequent ERD utilizers 
with chronic mental health and/or substance abuse disorders, we collaborated with the State, 
community partners, and key provider partners to amend regulations to allow hospital ERs to 
discharge patients to freestanding behavioral health facilities.  


As a result, we developed a unique and innovative program (Figure 3.7.5.3-1) to expand access to 
health care services and reduce chronic hospital admissions, readmissions, and unnecessary ER 
utilization for our Nevada members, particularly those who are experiencing homelessness and 
chronic physical and/or mental health and substance abuse disorders. 


Our Chronic Readmission Reduction/Emergency Room Utilization Reduction Program was developed 
to increase access options for our most vulnerable populations whose lack of social supports and 
other challenges have contributed to chronic hospital admissions, readmissions, and unnecessary ER 
utilization. 


  


3.7.5.3 Partner actively with the DHCFP, community providers and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for Medicaid and 
CHIP recipients. 
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We understand that homelessness and a lack of a functioning social support system, along with 
chronic physical and mental health (MH) and substance abuse disorder (SUD) conditions and 
economic challenges, affect our members’ ability to successfully navigate the complexities of the 
health care system.. This most often leads to an endless cycle of chronic hospital admissions and 
readmissions and excessive unnecessary ER use. Through our strategy of leveraging key provider 
relationships, extensive outreach, field-based member engagement, an expansive array of wrap-
around services, leveraging existing community resources, and expanding coverage to address social 
needs, we have developed a unique, holistic approach aimed at mitigating the challenges facing 
people  in order to reduce admission/readmission rates and ER utilization and improve our members’ 
quality of life.  


Our Approach 
Our multi-level approach begins with understanding the drivers of chronic hospitalization and the 
underlying needs of our members experiencing homelessness, engaging them in communities 
wherever they may be staying and while they are at the hospital, and coordinating an array of targeted 
post-discharge supports tailored to meet members’ physical health and MH/SUD needs. Our 
contracted service providers function as an adjunct to our Care Management 
program. Our unique approach includes innovative arrangements with key 
provider partners that combine:  


a. A hospitalist program to coordinate inpatient care and discharge planning during an inpatient 
stay 


b. A transitional care program customized to the unique needs of our population, including a 
navigation specialist to establish a relationship with the member while in the hospital and to 
coordinate and support him or her with prioritizing and adhering to his or her outpatient care 
following discharge  


c. A mental health/medical/injection clinic that provides comprehensive wrap services 
d. A pharmacy that provides bedside and home delivery of medications and medication therapy 


management 
e. Field-based case managers, transportation, and assistance with social and support services for 


members who lack personal identification so that they can begin to access services 
independently  


Hospitalist Program Inpatient Care Management 
A key component of our approach is inpatient management and transition planning for our members 
while they are hospitalized. We have contracted with the Nevada Hospitalist Group (NHG) to care for 
our members during inpatient stays. NHG is the leading provider of acute care internal medicine in 
Las Vegas. All NHG physicians are board certified in internal medicine. NHG coordinates with our 
case managers and program partners to make sure members are discharged with a connection to our 
health plan resources that can help support them outside the hospital.  


Transitional Care Program (TCP) focused on Readmission Reduction 
We have developed a transition care program for members with physical health primary diagnoses 
who are transitioning from inpatient care. We have contracted with Innovative Healthcare Delivery 
(IHD) to provide transitional care coordination services under this program. 
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The program model combines field-based navigation specialists who meet with and establish 
relationships with members at the bedside while they are in the hospital to understand their health-
related social service and support needs and barriers and engage them in their post-discharge care 
planning and transition: 


 Coordination of post-discharge medical appointments and delivery of medical records 


 Coordination of transportation to/from medical appointments, social and support services, interim 
housing, etc. 


 Coordination of timely prescription fills, including scheduled delivery of medications 


 Coordination of MH/SUD screenings within 24–72 hours post-discharge for members needing 
MH/SUD services 


 Coordination of interim housing 


Upon notification of inpatient admission, an IHD navigation specialist (experienced non-clinical 
health care staff such as social workers, health coaches) will meet with members at bedside in the 
hospital to establish a relationship and identify their social services and support needs prior to 
discharge. Navigation specialists work with the member to develop a plan to coordinate their post-
discharge medical care and social needs, including coordination of transportation and interim 
transitional housing as applicable. IHD employs an extensive community resource database and a 
custom software platform to track all patient engagement/outreach activities for each member. The 
member is discharged with instructions to follow up in an outpatient setting. Proprietary algorithms 
proactively identify members who are not 
complying with their discharge plan and 
require intervention. Our program provides 
transportation, a cell phone to coordinate 
appointments, and clothing in some 
instances. It also assists the member in 
obtaining identification and housing and 
other social supports through available 
community resources. Our case managers 
and IHD navigation specialists meet weekly 
to discuss members and develop outreach 
plans as needed. IHD navigation specialists 
have access to our Integrated Member 
Dashboard. Through our provider-facing 
Integrated Member Dashboard tools, IHD navigation specialists can see the member record, giving 
them simple, easy-to-access data and information to assist them in engaging members in their health 
and well-being.  
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Behavioral Health-focused Chronic ER Utilization Reduction Program  
We have developed an exclusive relationship with WELL CARE Services to provide behavioral health 
services to all members with chronic mental health and/or substance use disorders who habitually 
utilize the ER.  


The program model is based on a comprehensive, integrated approach that combines the following: 


 Field-based case managers who locate and engage members at the ER or wherever they may be 
living and provide transportation to/from providers to reduce missed appointments, as well as 
assistance with social services and other community resources as needed 


 A behavioral health/medical/injection clinic that provides primary care and telehealth exams, 
intensive hands-on case management, mental health and substance use disorder therapy, and long-
acting injectable medication therapy 


 Psychiatric urgent facility day treatment program that provides short-term respite services for up to 
12 hours and assists members in obtaining behavioral health wraparound services 


 A pharmacy that provides medication therapy and management, as well as bedside delivery of 
medications to patients in the hospital 


 Placement in interim medical and short-term respite or housing through New Hope Housing 


 Long-term housing in group home or other supported living arrangements 


 Supported employment coordination in collaboration with Nevada Partners 


To reduce unnecessary ER admissions, if one of our members presents at the ER, our rapid response 
team (RRT) is notified. The RRT will go to the ER, assess the member’s needs, and triage the member 
to the appropriate level of care, including to WELL CARE Services psychiatric urgent facility (PUF) 
if appropriate. Their field case managers pick up the member in the ER and transport them to the 
PUF, where the member can get food and temporary shelter for up to 12 hours.  


WELL CARE Services medical and behavioral clinic provides onsite MH/SUD care and primary care, 
as well as telehealth exams and medications, including long-acting injectables. Their pharmacy 
provides inpatient bedside and in-home medication delivery services, long-acting injectable 
medications, medication reconciliation, and medication therapy monitoring.  


WELL CARE Services field case managers are in the field daily, pick up the member in the ER, or 
meet members experiencing homelessness wherever they may be staying and transport them to their 
clinic. On-site clinic case managers perform face-to-face needs assessments and work side-by-side 
with members to identify and address clinical and social factors that are impeding management of 
their health such as lack of personal identification, transportation, and stable housing. WELL CARE 
Services provides transportation to and from hospitals and other medical providers to interim housing, 
as well as twice weekly scheduled multi-person van transports to DMV and social services offices and 
courts and assists members in obtaining personal identification (such as birth certificates, social 
security cards, driver’s licenses). 
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Coordinated Housing 
Building healthy communities means developing safe, quality, affordable, accessible housing across a 
variety of housing options supporting the physical, social, and economic needs of all members. In 
light of the recent federal Home and Community-based Services Settings Regulation, we are 
supporting various options that build capacity across a continuum of housing solutions that reflect the 
preferences, diversity, and support needs of our members.  


In Nevada, we are collaborating with innovative providers to offer high-quality, comprehensive, and 
specialized interim housing and respite options to our members. As a lack of adequate housing often 
contributes to frequent hospital stays, members with more than 12 inpatient bed days have access to a 
short-term housing program. Together with WELL CARE Services case management staff, we 
coordinate appropriate placement of the member in short-term or long-term housing in partnership 
with New Hope Housing and other housing agencies. This approach provides significant cost savings 
compared to repeated hospitalizations, as well as the opportunity for improved quality of life and 
outcomes for our members.  


Recognizing that our Nevada members often have needs beyond what traditional solutions provide, we 
have developed several options for our members as shown in Figure 3.7.5.3-2.  


Figure 3.7.5.3-2. We Are Collaborating with Innovative Providers to Offer Access to High-Quality, 
Comprehensive, and Specialized Interim Housing and Respite Options to Our Members 


 


We will also collaborate with Nevada Partners, Inc. to provide job training and coordinate supported 
employment and job attainment to assist members in achieving self-sustainability. 


To date, services have been provided to approximately 2,600 unique members. More than 500 
members now get monthly medication injections rather than seeking oral medications from the ER. 
Outcomes data is currently being assessed; however, preliminary data indicates an initial reduction in 
ER and inpatient (IP) admissions, with members who received housing showing a greater reduction 
in IP and ER utilization (68 percent and 60 percent respectively) and members who are not receiving 
housing showing a reduction in IP utilization of 33 percent and a reduction in ER utilization of 12 
percent .  
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3.7.5.4 Access to Health Screenings, Reproductive Services, and 
Immunizations 


 


We cover and will continue to cover health screenings, reproductive services, and immunizations 
provided by county and State public health clinics. 


We employ various methods to help assure member access to these services. We work closely with 
county and State clinics so that we fully understand the services they provide and to keep apprised of 
upcoming events. Some of our efforts include:  


 Health Screenings. We promote health screenings through a variety of forums. For example, we 
work closely with the local Boys & Girls Clubs and recently sponsored an event that provided our 
members dental and vision screenings. 


 Reproductive Services. We promote the availability of reproductive and family planning services to 
our members, as well as the availability of services through Health Districts. We partner with 
Special Supplemental Food Program for Women, Infants, and Children (WIC). We refer members 
for WIC services through our maternal-child health program, which coordinates specialized 
maternal and child health services for members who are pregnant and new mothers. We host baby 
showers at community locations such as shopping malls (in both northern and southern Nevada). 
We invite expectant mothers from our membership and the community at large to attend these baby 
showers that educate and celebrate soon-to-be moms. Games, prizes, and even a fashion show are 
combined with health screenings and important pre-natal information for expectant and new 
mothers. We can reach more than 1,000 individuals through these events. 


 Immunizations. We continually reinforce the need for members to stay up-to-date on 
immunizations and promote the availability of immunizations through Health Districts. We include 
an immunization chart in our Member Handbook. In August of each year, we mail reminders to 
our members about the upcoming Back-to-School Vaccine Clinics, including a schedule of 
locations, dates, and times. We also are closely involved with the Northern Nevada Immunization 
Coalition and Southern Nevada Immunization and Health Coalition (SNIHC); in fact, our 
employees sit on the board of each organization. In December 2012, we received SNIHC’s Silver 
Syringe award as a community partner in childhood immunizations for the third consecutive year. 


We will continue to identify and promote the use of local resources. We will monitor and evaluate 
access using internal and external resources, including our Consumer Advisory Committee; Provider 
Relations, Medical Management, Quality Assurance, and Member Services areas; the DHCFP; 
community providers; and stakeholders. Any deficiencies are relayed to our Provider Services 
department that develops and implements plans of correction. They monitor the plan until the access 
standard is met. 


  


3.7.5.4 The vendor will assure access to health screenings, reproductive services and immunizations 
through county and state public health clinics. 
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3.7.5.5 Promotion of Care Management and Early Intervention 


 


New members receive a welcome call upon enrolling in our health plan. The welcome call introduces 
the member to our health plan, orients the member to our services, reviews PCP/PCS selection and 
change procedures, helps the member select a new PCP/PCS if they are not happy with their current 
choice, and identifies any member-specific issues and needs for disease management, case 
management, and early intervention. If a potential need is identified during the welcome call, the 
member is triaged by our case? management team to assess his or her needs. After assessment, the 
member’s case will either be managed by the Disease Management team or, if identified as high risk, 
forwarded to our Case Management team. Our local team comprises Nevada-licensed professionals 
who work closely with members, families, providers, and community-based organizations to 
coordinate care and services for our Medicaid and Nevada Check Up members. The expertise of our 
local Case Management team directly reflects the specific needs of the members we serve. We have 
clinicians who specialize in obstetrics, pediatrics and adults, and behavioral health.  


Members can change PCP/PCS at any time and for any reason. PCP/PCS changes are effective no 
later than the next business day of the change. If a member qualifies for case management, our case 
managers engage the member, the PCP/PCS, and any other treating professionals involved in the 
member’s care to develop a personalized care treatment plan. For those members who require more 
in-depth health screening, we coordinate with PCPs/PCSs to schedule these visits as quickly as 
possible. 


We fully support the emphasis that the DHCFP has placed on health promotion and early 
intervention services for Nevada Medicaid and Nevada Check Up members. We have extensive 
experience actively promoting preventive care through education, outreach, and technology solutions. 
Members receive health promotion outreach, including materials and well-care reminders, to help 
them seek out and access timely preventive care such as periodic checkups, screenings, and 
immunizations. To make sure that the right groups receive the appropriate type and amount of 
information, our efforts range from providing general member education that builds health literacy 
(the ability to comprehend and apply information to address issues) and encourages members to take 
responsibility for their health status to offering high-touch solutions for targeted outreach and 
education for individual members.  


  


3.7.5.5 Promotion of care management and early intervention services shall be accomplished by 
completing welcome calls and/or visits to new recipients. This method ensures that an orientation with 
emphasis on access to care, choice of PCP and availability of an initial health risk screening occurs 
proactively with each recipient who becomes enrolled. If a screening risk level determines need for 
further care management a care management referral will be completed. 
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3.7.5.6 Maintaining an Adequate Network 


 


Assessing Network Adequacy  
Knowing how important it is for our members to be able to access 
care when and where they need it, we make sure that our network 
is available to serve our current and anticipated membership in 
compliance with the DHCFP’s access standards. Our 
comprehensive, contracted network of more than 7,700 providers 
was developed to meet the specific needs of our Nevada Medicaid 
and Nevada Check Up Members. This includes all providers in the catchment area that we have 
contracted with to address needs such as a lack of pediatric subspecialty providers and transplant 
services in Nevada. We do not include providers from other product lines in our network sufficiency 
analysis nor do we contract with large provider groups that are located outside of the geographic 
areas where our members live. 
We monitor our network to confirm compliance with contractual requirements and NCQA standards 
related to access to care and quality of services. We use various data sources to gather and analyze 
information. To monitor access to care, we review GeoAccess reports, results from routine calls to 
provider offices, annual access-to-care survey results, and Member Services Call Center feedback.  


3.7.5.6 Maintain an adequate network that ensures the following: 
 


A. PCP-To-Recipient Ratios 
 


The vendor must have at least one (1) full-time equivalent (FTE) primary care provider, considering 
all lines of business for that provider, for every one thousand five hundred (1,500) recipients per 
service area. However, if the PCP practices in conjunction with a health care professional the ratio is 
increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service 
area. 
B. PCP Network Requirements 
 


Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting 
eligible recipients per service area. This ratio cannot exceed the FTE requirement. In no case may a 
single provider accept more recipients than allowed by the FTE requirement.  
C. Primary Care Provider Participation 
 


Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
contractually agree to accept eligible recipients. At least fifty percent (50%) of the aforementioned 
PCPs must accept eligible recipients at all times. If the vendor has a contract with a Federally 
Qualified Health Center (FQHC) and/or the University of Nevada Medical School, the physicians of 
the MCOs can be counted to meet the fifty percent (50%) participation and fifty percent (50%) 
acceptance requirement. The DHCFP or its designee may audit the vendor’s network monitoring 
tool for compliance. 
D. Physician Specialists 
 


The vendor must provide access to all types of physician specialists for PCP referrals, and it must 
employ or contract with specialists in sufficient numbers to ensure specialty services are available in 
a timely manner. The vendor should provide access to at least two specialists/subspecialists in their 
service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) specialist 
per one thousand five hundred recipients per service area (1:1,500).  
 


These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of physician 
specialist availability by specific service area. 
 


If a recipient is unable to arrange specialty care from a network provider, the vendor must arrange 
for services with a provider outside the vendor’s network.
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To monitor quality of services, we review quality-of-care concerns. Some measures allow us to monitor 
both access to care and quality of services, including HEDIS® scores, administrative data review, 
grievance and appeals data, and member satisfaction surveys. Each of these is described below. 


 GeoAccess Analyses. We conduct quarterly network assessments against standards to make sure 
that our network meets adequacy and accessibility standards for delivering covered services to our 
members. 


 Routine Phone Calls. Calls are placed to PCP/PCS offices to collect data from the provider 
regarding appointment availability and hours of operation, including after-hours availability. We 
document provider responses in our database and analyze the data to confirm compliance, identify 
any potential quality improvement opportunities, and make sure accurate information is 
maintained in our data system and the provider directory. 


 Annual “Access to Care” Surveys. Surveys allow us to assess 
provider compliance with appointment standards, wait time, 
and after-hours access. 


 Member Services Call Center Data. Data identify potential  
compliance issues. For example, if we receive numerous calls 
regarding a specific provider’s inaccessibility, we contact the 
provider and investigate the situation.  


 Quality of Care Concerns. Quality of care concerns are   
reviewed and investigated as part of our IQAP. We review the 
outcome of Quality of Care concerns, including Peer Review 
Committee actions, as part of our network monitoring activities. 


 HEDIS® Scores. The HEDIS® hybrid process provides us many opportunities to monitor 
providers. Visits to the providers’ offices allow our staff to monitor access and availability. We 
review medical records for documentation and access to care, as well as quality of services.  


 Administrative Data Review and Annual Comprehensive Analysis of Access and Availability. The 
review includes analysis of administrative complaints, after-hours availability survey information, 
appointment access statistics, Provider Services Call Center reports, GeoAccess reports, grievance 
and appeals data, and provider satisfaction survey results. Results of telephone and mailed surveys, 
along with data from other departments such as Provider Contracting and Database 
Administration, Operations, Medical Management, and Quality, are used in the analysis.  


 Grievance and Appeals Data. Data identify any trends at an individual provider level regarding 
adherence to Contract requirements. 


 Member Satisfaction Surveys. Each year, our Quality Management department engages a qualified 
organization to administer the most current version of the Consumer Assessment of Health Care 
Providers and Systems (CAHPS®) survey that queries members on access to care among other key 
questions. 


Any findings of provider non-compliance with access and availability standards may result in a 
variety of interventions, primarily focusing on assisting the provider to improve his or her 
performance. Our assistance may include working with providers to extend office hours or expand the 
practice, or we may recalibrate the member to PCP assignments to better maximize our network 
capacity.  
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Our provider relations representatives are responsible for resolving any deficiencies in provider access 
and availability. If necessary, we offer a peer-to-peer consultation with the provider due to the 
sensitive nature of the deficiencies. If we identify providers who are not adhering to our availability 
requirements, we quickly respond by:  


 Educating them about their contractual obligations and requirements for availability 


 Developing a plan of correction that maps the path to compliance and specifies our monitoring and 
re-assessment activities 


 Presenting a timeline for compliance 


We monitor and evaluate plans of correction to verify that the provider has completed the critical task 
according to schedule and that issues do not recur. 


A. PCP-To-Member Ratios 
We generate and evaluate GeoAccess reports on a quarterly basis. One of the reports, Accessibility 
Detail, shows counts of members with and without access to care under the DHCFP’s access 
standard. The detail provides the total number of members, 
providers, and a member-to-provider ratio for the specified 
demographic or geographic area. We monitor patient load for 
PCPs and physician extenders in accordance with the 
DHCFP’s standards. We also routinely monitor provider 
adherence to the standard through site visits and reviews of 
member grievances. We also place limits on the number of 
members assigned to a PCP’s practice to make sure we do not 
exceed patient load standards through our PCP assignment process.  


B. PCP Network Requirements 
We use the GeoAccess Accessibility Detail report to evaluate the capacity of our PCP network in 
meeting FTE requirements.  


C. PCP Participation 
We have contracts with all of Nevada’s FQHCs in our service area and the University of Nevada 
School of Medicine, University Health System, which is open and accepting new members. We will 
continue to comply with any audit that the DHCFP or its designee conducts to monitor our 
compliance.  


We review provider panel status to confirm that an adequate 
number of practices are open to new members. Representatives 
monitor practices with closed panels to identify opportunities 
for re-opening closed panels. Our PCP agreements require 
providers to accept members up to the specified capacity limits.  


During the contracting and credentialing process, PCPs may 
designate when they are open to accept new members or are limiting enrollment to current patients. 
We maintain an expectation that if a PCP closes his or her panel, he or she is taking that action for 
all populations and payers. We adjust our capacity estimates to account for PCPs who are accepting 
current patients only or are not open to new Medicaid members. 
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C. Physician Specialists 
Our network of specialists is 100-percent compliant with the DHCFP’s access standards. Today, our 
Nevada members have access to a specialist within a 0.6-mile radius and at least two specialists within 
a 0.7-mile radius, on average. We monitor compliance with the DHCFP’s specialist access 
requirement through quarterly GeoAccess reports. We have the full range of medical and surgical 
specialties to meet the needs of our members, including key specialties such as 185 OB/GYNs and 134 
pediatric subspecialists. If a member is unable to arrange specialty care from a network provider, we 
will arrange for services with a provider outside our network. 


We continually look for ways to make sure our members get the care they need quickly. One way we 
do this is by building system capacity so that our PCPs and specialists can focus on caring for our 
members. For example, we are currently adding two community health workers (CHWs) to our health 
plan. CHWs, who share the language and cultural beliefs of our members, provide community 
outreach to help make sure our members are getting the care they need. CHWs are in the community 
extending our reach at community events, senior groups, 
churches, and other faith-based organizations. Another 
example is navigation specialists utilized in conjunction with 
our provider partner Innovative Healthcare Delivery. This is 
another way we are meeting our members in the community and 
providing assistance and support so they can access the care 
they need quickly.  
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3.7.5.7 Access to Covered Services 


 


We will continue to make sure that member’s access to covered services meets the DHCFP’s 
requirements. We routinely monitor and evaluate our Nevada provider network adherence to 
appointment standards through: 


 Annual Audits of a Random, Statistically Valid Sampling of PCPs and Designated Specialists to 
Assess Appointment Availability. In our last audit of PCP appointment availability, 95 percent 
were compliant with appointment availability for urgent care. 


 Reviews of Member Grievances. In our annual review of 
member grievances concerning appointment access, the rate 
was less than .02 per 1,000 members. 


 Results of Member Satisfaction Surveys. We evaluate 
satisfaction with clinical care and access to services using 
the annual CAHPS® Survey to compare performance against national benchmarks and State 
performance goals to identify improvement opportunities. 


  


3.7.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 


 
A.  Emergency Services  


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) 
days a week, with unrestricted access, to enrolled recipients who present at any qualified 
provider, whether a network provider or an out-of-network provider.  
 


B.  PCP Appointments 
1. Medically necessary, primary care provider appointments are available within two (2) calendar 


days;  
2. Same day, urgent care PCP appointments ; and 
3. Routine care PCP appointments are available within two (2) weeks. The two (2) week 


standard does not apply to regularly scheduled visits to monitor a chronic medical condition if 
the schedule calls for visits less frequently than once every two (2) weeks. 


 
C.  Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision services, and 
other diagnostic and treatment health care providers, the vendor shall provide: 
 
1. Same day, emergency appointments within twenty-four (24) hours of referral; 
2. Urgent appointments within three (3) calendar days of referral; 
3. Routine appointments within thirty (30) calendar days of referral; and  
4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


 
D.  Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 
 
1. First trimester within seven (7) calendar days of the first request; 
2. Second trimester within seven (7) calendar days of the first request; 
3. Third trimester within three (3) calendar days of the first request; and 
4. High-risk pregnancies within three (3) calendar days of identification of high risk by the vendor 


t it id i di t l if i t
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We develop annual Quality Improvement Activity Reports (provider satisfaction surveys) to assess 
compliance with access standards and identify ways to improve. These reports are the result of surveys 
that are developed each fall by our provider services employees. The surveys are administered by an 
outside organization that holds the internationally recognized ISO 9001:2000 certification for quality 
management systems. The reports reveal access deficiencies, as well as provider concerns, relating to 
the specialty network, reimbursement, provider services, our technology services, and the supporting 
operations department. 


A. Emergency Services  
Members have access to emergency services twenty-four hours a day, seven days a week (24/7). We do 
not require referral or prior authorization for emergency services.  


For non-emergency services, members have access to urgent care centers in our network, including 
the University Medical Center Quick Care centers. Our handbook provides information on how and 
where to access emergency and urgent care services. Members also have 24/7 access to our nurse 
advice line for non-emergent situations.  


B. PCP Appointments 
Our provider contract and provider manual stipulate that PCPs provide appointment availability in 
accordance with the standards set by the DHCFP. We conduct random audit calls to check 
appointment availability for same day, medically necessary appointments; urgent care appointments; 
and routine care appointments. We understand that the two-week standard for routine care does not 
apply to regularly scheduled visits to monitor a chronic medical condition if the schedule calls for 
visits less frequently than once every two weeks. 


C. Specialist Appointments 
Our provider agreements and provider manual stipulate that specialists, including OB/GYNs, provide 
appointment availability in accordance with the standards set by the DHCFP. We conduct random 
audit calls to check appointment availability for same day, medically necessary appointments; urgent 
care appointments; and routine care appointments. We permit access to a child/adolescent specialist if 
requested by the parent(s). 


D. Prenatal Care Appointments 
Our provider contract and provider manual stipulate that prenatal appointments be provided in 
accordance with the standards set by the DHCFP. We conduct random calls to check appointment 
availability for initial prenatal care appointments, including first trimester, second trimester, third 
trimester, and high-risk pregnancies.  
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3.7.5.8 Appointment Standards 


 


A. Disseminating Standards to Network Providers 
Comprehensive written policies and procedures guide our monitoring activities to help assure 
compliance with access requirements. These policies and procedures reflect the individual 
requirements contained within our current Contract with the DHCFP. Policies and procedures 
address the following: 


 Access-to-Care Standards 


 Appointment, After-hours, and Telephone Accessibility 


 Provider Network Accessibility Analysis 


 PCP Panel Capacity Review and Access and Availability 


Providers are educated on these standards through initial and recurring provider training and the 
provider manual, incorporated by reference as part of the provider agreement. Our provider 
newsletters supplement providers’ initial orientation training and serve as recurring reminders for 
timely scheduling of routine appointments and triage requirement standards. 


All network providers are contractually obligated to adhere to the DHCFP’s appointment standards. 
Our provider services manager is responsible for helping assure compliance with standards. 


B. Monitoring the Adequacy of Our Appointment Process and Compliance 
We monitor PCP/PCS and other provider types (for example, specialists, behavioral health providers) 
to confirm that they offer members adequate, timely access to care.  


We use various mechanisms to monitor compliance with availability and appointment standards. The 
method and frequency are presented in Table 3.7.5.8-1. 


Table 3.7.5.8-1. We Employ Various Measures to Monitor Member Access to Appointments 
Mechanism Description 


Audits of 
Appointment 
Availability  


Annual audits of a random, statistically valid sampling of PCPs and designated specialists to assess 
appointment availability and after-hours coverage. 


Review of Member 
Grievances 


Member grievances are routed to our Provider Services department for review, investigation, and 
follow-up. 


Member 
Satisfaction Surveys 


Each year, our Quality Management department engages a qualified organization to administer the 
most current version of the CAHPS survey to query members on access to care and other key 
questions. 


Onsite Visits to 
Provider Offices 


Provider relations representatives conduct site visits to PCPs and high-volume specialists. Every 
provider is visited at least once a year. 


Review of PCP 
Panel Reports 


We review provider panel status to confirm that an adequate number of practices are open to new 
members. Representatives monitor practices with closed panels to identify opportunities for re-
opening. 


3.7.5.8 Appointment Standards 
 


The vendor shall have established written policies and procedures: 
 
A.  Disseminating its appointment standards to all network providers, and must assign a specific 


staff member of its organization to ensure compliance with these standards by the network.   
B.  Concerning the education of its provider network regarding appointment time requirements, the 


vendor shall: 
1. Monitor the adequacy of its appointment process and compliance; and  
2. Implement a Plan of Correction (POC) when appointment standards are not met. 
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Implementing a Plan of Correction 
When we identify providers who are out of compliance with appointment standards, our provider 
relations representatives visit them in-person and present a letter requesting a plan of correction. The 
Provider Services team continues to monitor compliance and then re-surveys the providers after 90 
days to verify that they are in compliance. Ultimately, we remove providers from our network if they 
do not meet access standards and do not take action to meet the standards. 


3.7.5.9 Office Waiting Times 


 


Office waiting time standards are included in our provider 
agreement and provider manual, and providers are educated 
about maintaining office waiting times of less than one hour. We 
routinely monitor and evaluate provider adherence to standards 
through onsite visits and reviews of member grievances.  


When we identify providers who are out of compliance with the one-hour standard, our Provider 
Services team requests a plan of correction. The Provider Services team continues to monitor 
compliance and then re-surveys the provider to verify that they are in compliance. Ultimately, we 
remove providers from our network if they do not meet access standards and do not take action to 
meet the standards. 


3.7.5.10 Access Exceptions 


 


We will continue to document and submit to the DHCFP, in writing within 15 days, justification for 
exceptions to access standards set forth in this RFP. Our robust network development efforts have 
proven effective and therefore we currently have no exceptions to access standards on file with the 
DHCFP. 


  


3.7.5.9 Office Waiting Times 
 
The vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or specialist’s 
office is no more than one (1) hour from the scheduled appointment time, except when the provider is 
unavailable due to an emergency. Providers are allowed to be delayed in meeting scheduled 
appointment times when they “work in” urgent cases, when a serious problem is found, or when the 
patient has an unknown need that requires more services or education than was described at the 
time the appointment was scheduled. 


3.7.5.10 Access Exceptions 
 


Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to access 
standards set forth in this RFP. Such justifications shall include alternative standards that are equal to 
or better than the usual and customary community standards for accessing care. 
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3.7.5.11 Provider Terminations 


 


The DHCFP-approved Provider Terminations — Primary Care Provider, Specialist, and Hospital 
policy and procedure outlines our process for notifying members in the event of termination of a 
contracted provider. When a PCP/PCS or other provider seeing the member on a regular basis 
voluntarily or involuntarily disenrolls from our network, we will send a termination letter to affected 
members in accordance with the DHCFP and federal requirements.  


We will inform the DHCFP Provider Enrollment Unit within five (5) business days if we decredential, 
terminate, or disenroll a provider. We will provide the DHCFP with all required documentation 
related to any such action. We understand that the DHCFP is responsible for notifying the MFCU or 
HHS-OIG when there is suspected criminal action or disciplinary action related to fraud and abuse. 


Member Notification and Continuity of Care  
Our primary concern is always the well-being of our members. Helping assure seamless transitions 
and continuity of care is an integral part of assisting members when a provider disenrolls from our 
network. We manage our care coordination services and processes so that each member receives 
uninterrupted care.  


We have established policies and procedures to accommodate members when a provider becomes 
unavailable due to disenrollment from our network. Our first priority is enabling our members to 
continue receiving the best care possible with no disruption to their course of treatment. When 
providers terminate from our network, we take careful steps to make sure that members smoothly 
transition to a new provider. Detailed policies and procedures guide our steps to: 


 Identify Affected Members. We run a report to identify all members who are assigned to the 
PCP/PCS. For specialist terminations, we will run a report that will identify all members with four 
or more claims from the provider within the last 12 months. In addition, our provider relations 
representatives work with the case management team to make sure that we identify any recent 
authorization requests or referrals to the terminating provider. 


  


3.7.5.11 Provider Terminations 
 


A.  The vendor must give written notice of termination of a contracted provider, within fifteen (15) 
days of receipt or issuance of the termination notice, to each recipient who received his/her 
primary care from, or was seen on a regular basis by the terminated provider. 


B.  If the vendor decredentials, terminates, or disenrolls a provider, the vendor must inform the 
DHCFP Provider Enrollment Unit within five (5) business days.  


C.  The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such 
action and any and all documentation, data, or records obtained, reviewed, or relied on by the 
vendor including but not limited to: 
1. Provider/patient files. 
2. Audit reports and findings. 
3. Medical necessity reviews. 


D.  If the decredentialing, termination or disenrollment of a provider is due to suspected criminal 
actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for notifying 
the MFCU or HHS-OIG.  
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 Notify Affected Members. We will provide written and verbal notification to all identified members 
within 15 days of receipt or issuance of the termination notice. We mail a letter that explains the 
provider’s termination and gives instructions for selection of a new provider. If the member is 
receiving case management, the letter will also include the case manager’s name and telephone 
number for follow-up. The member’s case manager will also telephone each member, or family 
member/caregiver, to notify him or her of the termination and answer any questions. 


If the termination involves a PCP/PCS, the letter informs the member that he or she needs to choose a 
new PCP/PCS within 15 days. The letter also will recommend that members having difficulty 
choosing a new PCP/PCS contact our Member Services Call Center for assistance. We will reach out 
to members in active care or who have not selected a new PCP/PCS to determine see if they require 
assistance selecting a new PCP/PCS who meets their needs. If members do not select another 
PCP/PCS, we will assign them to a PCP/PCS in our network that best meets their needs within their 
geographic area before the original PCP/PCS disenrollment is effective.  


3.7.5.12 Notification of Significant Network Changes 


 


We will continue to notify the DHCFP’s designated staff within 
required time frames of any unexpected change that would 
impair our provider network or substantially affect the ability of 
our member’s to access services. Notification of any unexpected 
change that would impair our provider network will occur within 
one business day. Notification of any change in our network that 
will substantially affect the ability of members to access services 
will occur as soon as we are aware of the change or no later 
than 15 calendar days prior to the change. Once contracted, we 
maintain a very high level of provider retention. 


We closely monitor for significant changes by verifying that our network continues to meet adequacy 
requirements after every provider termination. If we identify a significant change, our Provider 
Services team promptly develops a detailed action plan. The action plan identifies staffing, 
responsibilities, resources, and a timeline to remedy the deficiency and will be included in our 
notification to the DHCFP as required. We describe our process for filling network gaps above. 


  


3.7.5.12 Notification of Significant Network Changes 
 


A.  The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any 
unexpected change that would impair its provider network. This notification shall include: 
1. Information about the nature of the change and how the change will affect the delivery of 


covered services; and 
2. The vendor’s plans for maintaining the quality of recipient care if the provider network change 


is likely to result in deficient delivery of covered services. 
B.  The vendor must notify the DHCFP of any change in its network that will substantially affect the 


ability of recipients to access services as soon as the change is known, or not later than fifteen 
(15) calendar days prior to the change. 
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3.7.5.13 Prohibited Practices 


 


3.7.5.13 Prohibited Practices 
 
The vendor shall take affirmative action so that recipients are provided access to covered medically 
necessary services without regard to race, national origin, creed, color, gender, gender identity, sexual 
preference, religion, age, and health status, physical or mental disability, except where medically 
indicated.  Prohibited practices include, but are not limited to, the following: 
 


A.  Denying or not providing an enrolled recipient a covered service or available facility; 
B.  Providing an enrolled recipient a covered service which is different, or is provided in a different 


manner, or at a different time from that provided to other recipients, other public or private 
patients, or the public at large; 


C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner related to 
the receipt of any covered medically necessary service, except where medically indicated; 


D.  The assignment of times or places for the provision of services on the basis of race, national 
origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or mental 
disability, or health status of the recipient to be served;  


E.  The vendor may not prohibit, or otherwise restrict, a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a recipient who is his or her 
patient: 
1. For the recipient's health status, medical care, or treatment options, including any alternative 


treatment that may be self-administered; 
2. For any information the recipient needs in order to decide among all relevant treatment 


options; 
3. For the risks, benefits, and consequences of treatment or non-treatment; and 
4. For the recipient's right to participate in decisions regarding his or her health care, including 


the right to refuse treatment, and to express preferences about future treatment decisions. 
F.  The vendor is prohibited from paying for an item or service (other than an emergency item or 


service, not including items or services furnished in an emergency room of a hospital): 
1. Furnished by any individual or entity that is excluded from participation under title V, XVIII, or 


XX or under this title; 
2. Furnished at the medical direction or on the prescription of a physician, during the period 


when such physician is excluded from participation  and when the person furnishing such item 
or service knew, or had reason to know of the exclusion (after a reasonable time period after 
reasonable notice has been furnished to the person); 


3. Furnished by an individual or entity to whom the state has failed to suspend payments during 
any period when there is a pending investigation of a credible allegation of fraud against the 
individual or entity, unless the state determines there is good cause not to suspend such 
payments; 


4. With respect to any amount expended for which funds may not be used under the Assisted 
Suicide Funding Restriction Act of 1997; 


5. With respect to any amount expended for roads, bridges, stadiums, or any other item or 
service not covered under the Medicaid State Plans; or  


6. For home health care services provided by an agency or organization, unless the agency 
provides the state with a surety bond as specified in Section 1861(o)(7) of the Act. 


G.  Charging a fee for a medically necessary covered service or attempting to collect a co-payment.  
 
If the vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate 
(i.e., the terms of the subcontract are more restrictive than the vendor’s contract with the 
DHCFP or incentives or disincentives are structured to steer enrolled recipients to certain 
providers) the vendor will be in default of its contract with the DHCFP.  In addition, if the vendor 
becomes aware of any of its existing subcontractors’ failure to comply with this section and does 
not take immediate action, it will be in default of its contract with the DHCFP. 
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We take affirmative measures so that members receive access to covered medically necessary services 
in accordance with the requirements in RFP Section 3.7.5.13. We understand the requirements 
described in RFP Section 3.7.5.13 and that we will be in default of our Contract with the DHCFP 
should we not abide by them. Our providers and subcontractors are also contractually obligated to 
refrain from participating in prohibited activities. 


We comply with 42 CFR 438.102, and we do not prohibit, or otherwise restrict, a health care 
professional acting within the lawful scope of practice from advising or advocating on behalf of a 
member. Our Provider Rights Statement, included in our provider manual and supported by our 
Provider Scope of Practice Policy, informs providers that: 


 Our network providers, acting within the lawful scope of practice, shall not be prohibited from 
advising a member or advocating on behalf of a member for any of the following: 
 The member’s health status, medical care, or treatment options, including any alternative 


treatment that may be self-administered 
 Any information the member needs in order to decide among all relevant treatment options 
 The risks, benefits, and consequences of treatment or non-treatment 
 The member’s right to participate in decisions regarding his or her health care, including the 


right to refuse treatment and to express preferences about future treatment decisions 
 To receive information on the Grievances and Appeals and State Fair Hearing procedures 
 To have access to policies and procedures covering authorization of services 
 To be notified of any decision to deny a service authorization request or to authorize a service in 


an amount, duration, or scope that is less than requested 
 To challenge, on behalf of our members, the denial of coverage or payment for medical 


assistance 
 To be free from discrimination for the participation, reimbursement, or indemnification of any 


provider who is acting within the scope of his or her license or certification under applicable law 
solely based on that license or certification 


Our network provider selection policies and procedures do not discriminate against particular 
providers who serve high-risk populations or specialize in conditions that require costly treatment. 
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3.7.6 Provider Contracts 
 


3.7.6.1 Executing and Maintaining Written Provider Agreements 


 


We will continue to execute and maintain the DHCFP-approved written provider agreements with a 
sufficient number of appropriately credentialed, licensed, or otherwise qualified providers to provide 
enrolled members with all medically necessary covered services. 


3.7.6.2 Base Contract 


 


Our base provider contracts are compliant with all applicable State and federal regulations. We will 
continue to submit drafts of any substantive changes or amendments to our base provider contracts to 
the DHCFP for review and approval prior to distribution or execution. 


Our provider agreements state the terms and conditions of the agreement, including effective date, our 
responsibilities, and those of the participating provider, as well as specified health care services for 
which the provider will be responsible, including any restrictions or limitations. Prior to executing any 
provider contract under the new Contract, we will submit the base provider contract to the DHCFP. 
We will also submit any of our provider contracts to the DHCFP upon request. 


Our legal department prepares any changes required in provider agreement templates, and they are 
approved by the DHCFP. New initiatives, requirements, or requests by providers, which may affect 
template provider agreements, are identified by our Regulatory Services, Compliance, Legal Services, 
Provider Services, Provider Engagement and Contracting, Network Management, or Utilization 
Management departments. These subject matter experts manage projects or initiatives to implement 
the benefits, legislative, accreditation, clinical, or business requirements.  


We update provider agreement templates as needed. Depending on the change, the following may 
occur with existing contracted providers: 


 Amendments are sent to impacted providers by unilateral amendment notification procedures 
identified in the provider’s agreement 


 Notice is placed in a provider bulletin outlining the changes faxed to providers and placed on our 
provider website 


 New agreements are sent to the providers for signature 


 Amendments are sent to the providers for signature 


 Necessary modifications are made to the provider manual 


  


3.7.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to 
provide enrolled recipients with all medically necessary covered services. 


3.7.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the vendor shall submit drafts of standard language for any such contract to the 
DHCFP for review. Provider contracts must meet all state and federal requirements. Vendors are 
expected to submit all necessary information to demonstrate agreements are complete. The vendor 
shall submit any of its provider contracts to the DHCFP upon request. 
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Should negotiations with a provider result in requests for changes to the approved base contract, our 
automated contract management system makes sure that those changes are compliant and reviewed 
and approved by designated legal and health plan management staff according to our defined 
approval hierarchy prior to agreeing to the request. Our Preferred / Acceptable / Discouraged / 
Unacceptable (PADU) contracting approach helps assure that the requested change is acceptable and 
in compliance with State, federal, and other regulatory and health plan requirements. Any requested 
changes to the base contract that require the DHCFP’s approval will be filed with the DHCFP for 
approval before the contract is agreed upon and executed with the provider. 


Our PADU approach and automated contract management system improves contract turnaround time 
and increases standardization and alignment of contract terms and payment methodologies to 
maximize auto-adjudication of claims and reduce the number of manually adjudicated claims. 


3.7.6.3 Timing of Provider Recruitment 


 


We currently maintain a comprehensive, established network of more than 7,700 providers in place to 
serve Nevada Medicaid and Nevada Check Up members in Clark and Washoe counties.  


We regularly reach out to providers who do not participate in the DHCFP’s Medicaid program to 
encourage participation, as well as encouraging those with signed Medicaid agreements that do not 
actively accept eligible members to open their panels. Providers regularly express interest in joining 
our network. These requests are reviewed by our Provider 
Relations staff. If we identify a provider who fills a network 
need, we reach out to the provider and invite him or her to join 
our network. We also proactively reach out to providers not 
participating in Medicaid should we identify a network gap.  


New Contract Provider Recruitment 
We will leverage our existing relationships with Nevada’s providers should we need to expand our 
network. In recruiting additional providers, we focus on providers who traditionally serve our 
members. We seek key providers, such as essential community providers, because they maintain the 
appropriate geographic presence, the established trust of our members, a keen awareness of the 
diverse needs of the population, and access to key local resources available within their communities. 


We have been proactive in planning for expansion of our network in anticipation 
of the DHCFP adding additional geographic service and/or population areas to the 
managed care program. We developed a provider recruitment plan for building a 
statewide Medicaid network should the DHCFP decide to expand into additional geographic areas. 
We completed an analysis of provider availability across all areas of the State using all available data 
sources, including State Medicaid provider enrollment data, our commercial affiliate's statewide 
network data, and data from State and county agencies and other sources. We have begun outreach to 
providers to verify data and services they provide. We will leverage our local commercial affiliate's 
statewide provider network to contract for Nevada Medicaid and will contract with any essential 
community providers and other providers providing services to Medicaid members in those areas. We 


3.7.6.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to providers 
who are not currently participating in the DHCFP’s medical assistance programs or have a signed 
agreement but do not actively accept eligible recipients. 
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have also completed analysis and developed a provider recruitment plan for building a statewide ABD 
and Home and Community Based Waiver Services provider network if the DHCFP should decide to 
include those populations in managed care.  


As part of a national organization that is a recognized leader in Medicaid and managed ABD/Home 
and Community Based Waiver Services programs, we will leverage the best practices of our affiliate 
health plans, as well as our Nevada experience, to develop comprehensive provider recruitment plans 
should you decide to include additional Nevada counties, services, or other populations into the 
Medicaid Program. We will leverage the experience of our affiliates who have demonstrated 
experience across the country, serving more than 257,000 members who receive care through 
managed ADB and Home and Community Based Waiver Services programs in eight states. Our 
affiliates also have extensive experience serving members with complex needs, including those who 
receive ADB and Home and Community Based Waiver Services benefits and fully integrated and 
acute-only care through our supports for individuals with ID/DD, children in foster care, and dual-
eligible members. 


Ongoing Network Monitoring and Provider Recruitment 
We employ various measures to make sure that our provider network meets member demands for 
care. We closely scrutinize our provider network on a continuing basis to assess its stability and 
adequacy to make sure that our existing and future members have timely access to care. Our 
processes include: 


 Regularly and routinely evaluating provider capacity 


 Regularly and routinely evaluating GeoAccess reports 


 Creating Network Development and Recruitment Work Plans that provide a thoughtful, formal 
basis for recruitment 


We also closely monitor Nevada’s health care landscape to stay abreast of initiatives and proposed 
legislation and gauge what, if any, impact it could have upon our members, providers, and health plan 
infrastructure. We understand the inherent economic and political uncertainties in today’s health 
care environment, and our Nevada-based team commits the time and resources to assess, understand, 
and mitigate emerging risks and pursue opportunities to improve performance.  


3.7.6.4 Single Case Agreements 


 


Prior to serving members, we make sure that all providers are referred to the DHCFP for completion 
of the Medicaid provider enrollment process. We are committed to facilitating access to medically 
appropriate care for our members. Clear protocols that meet the DHCFP’s requirements guide 
handling of cases in which out-of-network services are necessary. Our comprehensive Nevada 
provider network offers an array of accessible and convenient options for members.  


 Our comprehensive Nevada provider network offers an array of accessible and convenient options for 
members. Due to limited availability of some specialties within Nevada, including pediatric 
subspecialty providers and transplant services, as well as limited provider capacity in parts of Washoe 


3.7.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to the DHCFP for completion of the Medicaid provider enrollment. However, vendors may 
enter into single case agreements with non-Medicaid providers as needed. Any provider located 
outside of the state of Nevada must be licensed in their home state of practice in order to enter into a 
single case agreement with a vendor. 
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County, we have refined our procedures to foster timely access to non-network providers so that our 
members can access the full range of services quickly, regardless of network capacity. Our process for 
obtaining services from non-Medicaid providers is summarized in Figure 3.7.6.4-1. 


Figure 3.7.6.4-1. Our Single Case Agreement Expedites Access to Medically Appropriate Care for our Members 


When a network provider is not available to meet a member’s non-emergency needs, we refer that 
member to a non-Medicaid (out-of-network) provider, using a single case agreement. All members 
can access medically necessary emergency care, as well as family planning services at any provider 
regardless of the provider’s participation in our network.  


Our utilization management nurses verify member eligibility upon receipt of a request for 
authorization for non-emergent services from a PCP or a non-Medicaid (out-of-network) provider. 
We also verify provider licensure in Nevada or the provider’s home state and confirm that the 
provider does not appear on any governmental exclusion lists. If sanctions exist or if we identify an 
issue regarding appropriate licensure, we inform the requestor that we cannot approve the out-of-
network service, and we locate an alternative provider. 


Upon verification of eligibility, licensure, and lack of sanctions, utilization management nurses 
forward the case to our Nevada-based out-of-network coordination nurse, part of the utilization 
management team, to review and discuss with our medical director.  


Negotiating and Executing Single Case Agreements 
If the medical director deems that the non-emergent service from the non-Medicaid (out-of-network) 
provider is medically necessary, we negotiate and execute a single case agreement. We take the 
following actions: 


 We approve the authorization for services by an out-of-
network provider and update the case in the system. If the 
course of treatment will require services over an extended 
period, the treating provider includes this information in the 
initial request for authorization. If approved, we may extend 
the authorization for a longer period. 


 Our out-of-network coordination nurse negotiates a single 
case agreement with the provider that specifies provider 
payment prior to services being rendered, as well as prior 
authorization and case management requirements. 


 During the initial contact with the out-of-network provider, our out-of-network coordination nurse 
may encourage the provider to join our provider network.  
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To help assure timeliness of single case agreements, our out-of-network coordination nurse reviews 
daily reports that track aging of open cases to set priorities and focuses on those that require 
immediate action. The nurse also reviews system-generated logs to identify and resolve potential 
barriers to timely case closure. Finally, we monitor data in weekly or monthly reports to identify 
trends that might indicate problems with current processes or workload distribution. We regularly 
process single case agreements within two hours of receipt. 


In our experience, out-of-network referrals are most common for pediatric subspecialty and 
transplant services, which are not available within the state of Nevada and for members seeking 
services in rural and remote areas of Washoe County that have limited provider capacity. Existing 
providers in those areas have been unwilling to join the network because their practices are often at 
capacity. Our Provider Services team in Reno and our out-of-network coordination nurse have 
cultivated strong relationships with office employees at these practices that enable us to rapidly 
coordinate single case agreements when necessary. Provider office employees are already familiar 
with our agreements, case management practices, and claims submission protocols, expediting 
execution of single case agreements and member appointment availability. 


In addition, our out-of-network coordination nurse maintains relationships with out-of-state 
hospitals, including several of the Children’s Hospitals in California and several large hospital 
systems that serve as Centers of Excellence, such as UCLA. We also maintain relationships with 
Primary Children’s Hospital and Intermountain Medical Center, both in Utah. These relationships 
facilitate prompt access to services not available within Nevada, such as most transplants.  


3.7.6.5 Policies and Procedures for Monitoring Providers 


 


Comprehensive, DHCFP-approved written policies and procedures guide our activities to monitor, 
evaluate, and correct our network and its individual providers. We will submit policies and procedures 
to the DHCFP within 10 business days of implementation. 


We have a structured process for requiring a plan of correction from providers where care or service 
does not meet quality standards for access, availability, member satisfaction, medical records, and 
over- or under-utilization. As part of the credentialing and re-credentialing processes, we evaluate 
each of these elements and report as part of the annual Internal Quality Assurance Program (IQAP) 
Evaluation. 


  


3.7.6.5 The vendor must also have written policies and procedures for monitoring and complete this 
monitoring on its providers, and for disciplining providers who are found to be out of compliance with 
the vendor’s medical management standards. The vendor must submit these policies and procedures 
to the DHCFP within ten (10) business days of the implementation. 
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Figure 3.7.6.6-1. Our VBP Models Meet Providers Where They Are 


3.7.6.6 Physician Incentive Plan 


 


Provider Incentives and Value-based Reimbursement 
We are experts in the use of physician incentives and other value-based payment (VBP) programs to 
drive improvements in evidence-based, clinical performance. Our VBP programs are designed to 
comply with all applicable requirements of State and federal laws and regulations, including 1876(I) 
(8) and the reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 
438.6(h)(1). We will provide information regarding our physician incentive plans to the State, Centers 
for Medicare and Medicaid Services (CMS), and any Medicaid and Nevada Check Up member, upon 
request in accordance with Section 4.5.6.7 of the RFP.  


As part of a national organization that is a recognized leader in Medicaid and Children’s Health 
Insurance Program managed care programs, we leverage the best practices of our affiliate health 
plans to deploy impactful provider incentive and VBP programs that align with our members’ needs 
while realizing greater budget predictability.  


Our VBP models are aligned 
with CMS Category 2 through 
4 definitions. Our array of 
VBP models spans all lines of 
business, including 
commercial, Medicare, and 
Medicaid programs. We look 
for opportunities, where 
feasible, to align these models 
across all lines of business 
with common providers. We do 
not use a “one size fits all” 
approach because we 
understand that providers and 
the members we jointly serve 
can be vastly different. Rather, our VBP models are designed to meet providers where they are and 
focus on issues prevalent to their patient population as shown in Figure 3.7.6.6-1.  


 Nationally, more than 3,700,000 Medicaid members (approximately 62 percent of our and our 
affiliates’ Medicaid members) have a PCP or attributed provider who is participating in one or more 
of our Category 2 through 4 VBP models. Of that, more than 2,391,000 Medicaid members 
(approximately 40 percent of our and our affiliates’ Medicaid members ) are currently associated with 
providers who are participating in our Provider Quality Incentive Program (PQIP), shared 
savings/shared risk, or other Category 3 and 4 programs. In Nevada, more than 95,000 members 
(approximately 52 percent of our Nevada Medicaid members) are associated with a PCP who is 
participating in PQIP.   


3.7.6.6 If the vendor has a physician incentive plan, it must comply with section 1876 of the Social 
Security Act and the reporting requirements outlined in CFR 422.208 and 422.210, pursuant to 42 
CFR 438.6(h) (1). The vendor must provide information regarding its physician incentive plan(s) to the 
State, CMS, and any Medicaid and Nevada Check Up recipient, upon request. The rules and 
guidelines for physician incentive plans also apply to the vendor’s subcontractors. 
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We are aligned with CMS’ goal to significantly transition medical expense spending from traditional 
fee-for-service (FFS) reimbursement to payments based on quality and value. Our enterprise goal 
across all lines of business is for 50 percent of our medical expense spending to be tied to Category 3 
and 4 programs by the end of 2018.  For our Nevada Medicaid-based programs specifically, we expect 
to increase our medical expense percentage in Category 3 and 4 programs from 53 percent at the 
beginning of 2016 to 61 percent by the end of 2018. 


An analysis of 2015 outcomes data showed that PCPs who participate in our PQIP program 
nationally had higher year-over-year quality improvement rates compared to non-participating 
providers, with one Medicaid market showing an overall nine percent favorable difference in quality 
performance. In addition, medical cost efficiency improved 1.7 percent overall, with providers in one 
Medicaid market achieving a 14.7 percent year-over-year improvement in their full-year 2014 
efficiency (as measured by the medical loss ratio of their attributed members). 


Provider Collaboration Model 
Our provider collaboration model, as shown in Figure 3.7.6.6-2, brings us and our providers together 
to meet the challenges of a new area in health care. Our provider collaboration model encompasses 
an array of solutions and supports for providers, including payment solutions (VBP arrangements 
and quality-based incentives that reward providers for meeting certain cost and quality metrics), data 
solutions (data analytics and tools that support our VBP arrangements), advisory solutions (care 
supports that help providers manage care and practice supports that help providers manage their 
practices as businesses), experience solutions (member engagement in his or her own health), and 
business solutions (the continuum of relationships we engage in with providers, supporting and 
streamlining administrative processes to make us easier for providers to do business with us).  


Collaboration is essential to provider readiness for VBPs and service to our members. We emphasize 
collaboration with providers and community stakeholders across the care continuum, including 
medical homes, PCPs, behavioral health, and other specialty providers and hospitals.  


Value-based reimbursement for providers is at the core of our provider collaboration strategy. Our 
VBP solutions financially incentivize providers to deliver care in a way that results in improved health 
outcomes. These pay-for-performance quality incentive models are designed to meet providers where 
they are and focus on issues prevalent in their patient populations. 







 
   


 


3. SCOPE OF WORK 
3.7 NETWORK 


Nevada Managed Care Organization RFP# 3260 Section 3.7 — Page 72 
 


Figure 3.7.6.6-2. Our Provider Collaboration Model Encompasses an Array of Solutions and Supports for 
Providers  


 


Collecting and Providing Quality Performance Data to Providers 
Our provider collaboration model incorporates robust data solutions to help providers meet quality 
and performance targets, measure gains, and implement targeted interventions. Table 3.7.6.6-1 
describes our solutions for collecting and sharing quality performance data from and to providers.  


Table 3.7.6.6-1. Solutions for Collecting and Sharing Data with Providers 
Method Description Frequency 
Integrated 
Member 
Dashboard 
 


Our Integrated Member Dashboard is available to all providers through our secure 
provider website and gives electronic access to member data. It allows providers to 
access a single view that displays member data in an easy to navigate dashboard, 
including HEDIS® care alerts, authorizations, prescriptions, and claims organized by 
type such as inpatient, ER, and office visits. The Dashboard also serves as our 
primary method for sharing member care management information, including health 
risk assessments and individualized care plans. 


Updated daily 
 
Real-time 
availability for 
providers on 
demand 


Provider 
Scorecards 


We  provide periodic scorecards with performance data for providers participating in 
each of our Category 2 VBP programs. 


Updated and 
available 
quarterly and 
annually 
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Method Description Frequency 
Provider Care 
Management 
Solution 
(PCMS) 


PCMS is available to our Nevada providers who participate in our PQIP and other 
Category 3 and Category 4 VBP programs and allows providers to see actionable, 
member-specific information to help identify members who need outreach and 
engagement, as well as care gaps that may impact a provider’s performance. PCMS 
provides real-time information, including alerts, icons, hover-overs, drop-downs, and 
drill-throughs to support population health management. PCMS has the ability to 
filter patient populations by key conditions, risk factors, gaps in care, and visit 
history.  


Updated daily 
 
Real-time 
availability for 
providers on 
demand 


 


Current Nevada Provider Incentive and VBP Programs 
Our innovative VBP programs reward providers for connecting our members to the health care 
services they need to improve health outcomes while driving provider accountability and efficiency. 
Our current Nevada provider incentive programs reflect the unique characteristics of our Nevada 
provider network, health care consumer patterns, and the DHCFP’s goals. 


Provider Quality Incentive Program (PQIP)  
Our PQIP provides incentives for participating PCP practices, including patient-centered medical 
homes (PCMHs), to undertake systemic improvements that affect both health care outcomes and cost 
trends. Practices must participate with us for at least one year and have at least 1,000 of our members 
to participate in PQIP.  


PQIP uses a system of HEDIS®-like quality indicators and shared savings principles to encourage 
efficient, preventive, and cost-effective delivery of health care services, protecting the best interests of 
our members and reducing unnecessary utilization.  


We accumulate provider practice information daily, weekly, and monthly. Through PCMS, 
participating PQIP providers can access online reports in real time, including a “missed opportunity” 
report, listing members who have not yet had a periodic or recommended test, screening, or visit. We 
reconcile each provider’s performance and issue payments quarterly.  


We then compare the total medical cost performance of their assigned members (the Medical Loss 
Ratio [MLR]) against a target MLR value. If the target is achieved, we share the resultant savings. 
Providers can receive up to 50 percent of the savings, not exceeding 25 percent of the provider’s total 
underlying reimbursements, for services rendered to our members. 


In Nevada, we have added 18 practices to the PQIP program in 2016 and now have 30 Nevada 
primary care practices currently participating in PQIP. These practices provide care to more than 
95,000 (approximately 52 percent) of our Nevada members. For the 2015 program year, eight of our 
12 PQIP practices met or exceeded the quality measure threshold targets, and seven earned bonuses. 
Quality outcomes for PQIP practices improved an average of 1.5 percent over the prior year with 
significant improvements in rates of breast cancer screening, diabetic nephropathy screening, and 
strep testing for children with pharyngitis. Before the end of 2017, we anticipate that more than 95 
percent of our PCPs will be participating in one or more of our value based incentive programs 
focused on improving access and outcomes. 
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OB Quality Incentive Program (OBQIP) 
Our OBQIP offers incentives to participating OB care providers for providing increased access and 
improved quality of care and outcomes to our maternity members throughout all phases of their 
pregnancy.  


OB providers receive incentive payments for achieving performance targets on specific measures 
important to our maternity member’s health and aligned with quality and outcome improvement goals 
such as first prenatal care visit timeliness, postpartum visit rate, prenatal substance abuse disorder 
screening rate, preterm birth rate, low-birth weight rate, and overall C-section rate. OBQIP 
participating providers may earn enhanced reimbursement in the form of an annual bonus in addition 
to their underlying reimbursement. We implemented this program in early 2016 and currently have 10 
OB provider groups with approximately 3,100 attributed maternity members participating in our 
OBQIP program in Nevada. 


Shared-savings/Shared-risk/Delegated-risk Programs 
Our national Category 3 and 4 shared-savings, shared-risk and delegated-risk VBP models are 
available for use in Nevada and other states to incentivize health systems and their providers to 
efficiently and holistically manage member care and improve health outcomes by reducing use of 
unnecessary services like non-emergent ER use, focusing on care coordination for the members most 
at risk for high utilization, effectively coordinating specialty care, and increasing preventive and 
wellness care. These types of arrangements promote joint collaboration between us and our providers 
to maximize the health of members for whom we have a shared responsibility.  


All our shared-savings, shared-risk, and delegated-risk models contain a quality component based on 
specific quality measures and thresholds that must be met before any savings or surplus payments are 
made.  


Proposed Provider Incentive Programs 
We have piloted and implemented other provider incentive programs and plan to implement additional 
provider incentive programs to further drive quality improvement. These programs build upon the 
success of PQIP and expand the size and scope our provider incentive programs in Nevada. 


Provider Access and Quality Care Program (PAQCP) 
Our PAQCP is used to incent PCP provider groups who have lower membership panel sizes to 
increase access, improve clinical quality, and better manage unnecessary utilization. This program 
measures the PCP’s performance against a set of measures such as clinical quality measures based 
on HEDIS® measures covering pediatric, adolescent, and adult preventive visits, diabetes care, cancer 
screenings, asthma medication, and others; after-hours and appointment availability; reductions in 
non-emergent ER utilization; percentage of newly assigned members with a PCP visit within 60 days 
of assignment; percentage of members with at least one PCP visit per year; and percentage of 
members with a follow-up visit seven days after an inpatient discharge. The PAQCP offers differing 
levels of market-competitive prospective bonus payments to achieve predetermined goals relative to the 
selected measures. Earned payments are made annually after results are compiled. We propose to 
implement this program in Nevada in 2017. 
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Behavioral Health Facility Incentive Program (BHFIP) 
Our BHFIP incentivizes behavioral health facilities to improve clinical quality, patient outcomes, 
patient satisfaction, cost management, and integration with physical health care. This program will 
reward behavioral health inpatient facilities for meeting performance targets for improvements in 
efficiency, cost, and quality. We propose to implement this program in Nevada in 2017. 


Supporting Expansion to Additional Populations 
We are prepared to support the DHCFP in expansion to additional populations and geographic areas. 
We are also prepared to implement our ABD and Home and Community Based 
Waiver Services provider incentive programs should the State decide to expand 
coverage to those populations, including:  


 Our Personal Care Services Quality Incentive Program, which incents personal care services 
providers to improve health care, service access, quality, individual health, quality of life outcomes, 
member satisfaction, and effective prevention services  based on a set of quality, care management, 
and service measures, including avoidable hospitalizations, ER visits, and preventable acute 
episodes; member care; safety; and service indicators  


 Our Nursing Facility Quality Incentive Program, which incentivizes nursing facilities to improve 
clinical quality, patient outcomes, patient satisfaction, and cost management based on a set of 
quality, care management, and service measures, including avoidable hospitalizations and ER use, 
CMS Nursing Home Star Ratings, and collaboration and care coordination activities 


 Our Nursing Facility Transitions Program, which incentivizes nursing facilities to collaborate with 
us to successfully transition members to their homes and community settings; nursing facilities 
may earn a bonus in addition to their base payment for each member who is supported to remain in 
their home or a community setting for at least six months without readmission 


3.7.6.7 Incentives for Denying or Limiting Services 


 


Our DHCFP-approved provider contracts do not provide incentives for denying, reducing, or limiting 
services. Any future provider and subcontractor agreements will also not include such incentives. 


3.7.6.8 Prohibition of Gag Clauses 


 


Our DHCFP-approved provider contracts do not include “gag” clauses. Any future provider contracts 
will also not include gag clauses. 


3.7.6.9 Availability of Contracts to DHCFP 


 


All provider contracts will be made available to the DHCFP within five business days of request. 


  


3.7.6.7 Provider contracts may not be structured to provide financial or other incentives to providers 
and subcontractors for denying, reducing, or limiting medically necessary services to a recipient. 


3.7.6.8 The use of “gag” clauses in Provider contracts is prohibited. 


3.7.6.9 All provider contracts must be made available to the DHCFP within five (5) business days of 
the request. 
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3.7.6.10 Participation in Grants 


 


As a committed State partner for more than seven years, we 
deliver creative solutions that benefit Nevadans through our 
deep, local footprint and collaborative relationships. We have 
contributed ideas and resources to support the DHCFP and the 
State’s efforts to positively impact the health, access, and 
satisfaction of Nevadans. We will support and participate in any 
future grants awarded to Medicaid that affect MCOs or MCO 
recipients. Some examples of our past support of and 
participation in the DHCFP’s Medicaid Adult Incentive Grant 
and other grant programs include: 
Medicaid Incentive Program for Chronic Diseases. We 
supported the DHCFP in the development of a successful grant 
submission for CMS’ Medicaid Incentive Program for Chronic 
Diseases (MIPCD) demonstration. From December 2012 
through December 2015, through the MIPCD, members who 
were at risk of or diagnosed with diabetes were rewarded for 
participating in our diabetes disease management program to 
boost their self-management skills.  


Improving Birth Outcomes in Nevada. Our local clinical 
leadership in Nevada remains actively engaged with the State 
and other stakeholders to achieve sustainable quality gains for all Nevadans. We were a key 
participant in the Nevada Improving Birth Outcomes Learning Collaborative. The Learning 
Collaborative Core Leadership Team includes the Office of the Governor, Nevada Division of Public 
and Behavioral Health, the DHCFP, March of Dimes Nevada, and Nevada MCOs. As summarized in 
the recent Improving Birth Outcomes in Nevada: Learning Collaborative Action Plan, we were 
instrumental in identifying best practices to extend gestational periods for all pregnant women in 
Nevada. 


3.7.6.11 ACA Requirements for Medicaid Enrollment 


 


We understand that we will be subject to the Affordable Care Act (ACA) requirements for Medicaid 
enrollment and will comply with this requirement.  


3.7.6.10 The vendor will support and participate in all activities related to the DHCFP’s Medicaid Adult 
Incentive Grant. The vendor must participate in any future grants awarded to Medicaid that affect 
MCOs or MCO recipients.  
 
The vendor will support and participate in any future grants awarded to  Medicaid that affect MCOs or 
MCO recipients. 


3.7.6.11 The vendor will be subject to ACA requirements for Medicaid enrollment.  
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3.7.7 Provider Directory 


 


We make it simple and easy for members to find a provider. Members and providers have access to up-
to-date provider information through our Find a Doctor online provider search tool located on our 
provider and member websites. Providers can easily locate another provider and assist members when 
making a referral. Members can confirm their doctor is in network or search for a doctor that meets 
their needs at any time.  


Information on Find a Doctor is updated daily, five days a week, exceeding the DHCFP’s monthly 
update requirement. Providers that are listed are active, currently providing care, or accepting new 
patients. We monitor provider demographics for accuracy. 


We will provide the DHCFP with our most current provider directory for each service area upon 
Contract award. Upon request by the DHCFP, we confirm the adequacy and accessibility of our 
provider network and any subcontractor’s provider network and will continue to do so.  


We currently meet the DHCFP’s notification requirements related to network composition and will 
continue to do so under the new Contract. Our systems are configured and processes in place to 
capture and report information on providers who have been enrolled, terminated, de-credentialed, or 
disenrolled. 


No later than the tenth calendar day of the month, we will 
provide the DHCFP with a list of all providers that have been 
enrolled and a list of all providers who have disenrolled, 
deactivated, terminated, de-credentialed, or removed from the 
active provider enrollment. If the provider has been terminated, 
de-credentialed, or disenrolled, the cause and all required 
documentation of the termination will be, or in many cases 
would have been, supplied to the DHCFP within five business 
days of the decision to terminate. 


  


3.7.7 Provider Directory 
 


The vendor will publish its provider directory which includes all providers including FQHCs, and any 
subcontractors’ provider directory via an Internet website upon contract implementation and will 
update the website on a monthly basis for all geographic service areas. Listed providers in the MCO 
network must be active, currently providing care or accepting new patients on behalf of the MCO and 
the provider’s demographic data must be accurate. The vendor will provide the DHCFP with the most 
current provider directory upon contract award for each geographic service area. Upon request by the 
DHCFP, the vendor must confirm the network adequacy and accessibility of its provider network and 
any subcontractor’s provider network. When queried at least 90% of listed providers will confirm 
participation in the vendor’s network.  
 


On a monthly basis, no later than the tenth (10) day of the month, the vendor will submit to the 
DHCFP a list of all providers who have been enrolled and a list of all providers who have disenrolled, 
deactivated, terminated, decredentials or been removed from the active provider enrollment in the 
previous month. If the provider has been terminated, decredentials or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP upon termination within five 
(5) business days.  
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Find a Doctor Tool 
Our Find a Doctor tool allows users to easily search for providers that meet their needs. Users select a 
provider type (for example, doctor, hospital, behavioral health, laboratories) and select any specialty 
preferences. They then enter their location information (address, Zip code, or city and state) and are 
provided with a list of providers that meet their needs. Find a Doctor also provides a map that allows 
the user to see where providers are located based on the user location. Users can further refine results 
by selecting other specialties or filtering by gender, board certification, specialties and services, 
providers accepting new patients, group affiliation, hospital affiliation, provider ethnicity, and special 
interests. Users can also enter their street address and get directions to the provider’s office.  


Users can search for providers based on their location and other preferences and receive a customized 
provider listing as shown in Figure 3.7.7-1. Users can also access a map, directions, and information 
about public transportation to the provider’s office as shown in Figure 3.7.7-2. 


Our provider directory includes the following information:  


 Lists of PCPs, service locations (including county), phone numbers, office hours, type of PCP 
(such as family practice, general practitioners, general internists, general pediatricians, 
obstetricians and gynecologists, and internal medicine physicians specializing in pediatrics or 
endocrinology), and whether the PCPs are accepting new members 


 Lists of specialty providers (including behavioral health providers and community mental health 
centers), their service locations (including county), phone numbers, office hours, and type of 
specialty 


 Lists of hospital providers, home care providers, and all other network providers 


 Languages spoken by the provider or his or her office personnel  
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Figure 3.7.7-2. Find a Doctor Maps make it Easy to Locate a 
Provider in Close Proximity to the User 


Figure 3.7.7-1. Our Find a Doctor Tool Provides a Customized List of Providers Based on User Preferences 


 


Hard Copy Provider Directory 
We maintain a current and comprehensive 
hard copy version provider directory in 
Nevada for our existing contract with the 
DHCFP. A PDF version is posted on our 
member and provider websites and updated 
monthly. Our Provider Directory Policy helps 
assure that there is a comprehensive and 
consistent mechanism to update contracted 
provider data as new providers join our 
network and information on current 
providers is updated in our directory as 
needed. We conduct periodic quality audits of 
the provider data to help assure accuracy. 
Printed copies of our provider directory are available to members and the DHCFP on request.  
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Our provider directory meets the various needs our members may have, including 
those with cognitive and physical impairments, well positioning us to serve the needs 
of any of the DHCFP’s expanded populations such as Medical Assistance to the 


Aged, Blind, and Disabled (MAABD). For example, our online provider directory converts to large 
print font with the click of the mouse. We also deliver provider directories in alternative formats such 
as large print and braille upon request. All features on the DHCFP-approved member website comply 
with Section 508 of the US Rehabilitation Act, and our website meets NCQA standards.  


3.7.8 Provider and Recipient Communications 


 


Our parent company has a team of writers and regional staff who focus on communications tailored 
specifically for Nevada. This team works to provide clear, concise, and culturally appropriate 
communications responsive to our diverse membership. We present this information to members 
using clear writing, supported with clean design and graphics, which strictly follows the State’s 
eighth-grade reading-level requirements. We provide free translation services for all members or 
potential members who need their health care information in another language. This free service 
provides materials in Braille, large print, and website PDFs with fully qualified URLs so members or 
potential members with low vision can follow links on our website.  


General communication, mass letter mailings, brochures, and other communication materials 
undergo an extensive internal review prior to submission to the DHCFP for approval. We use an 
online tracking tool to promote consistency in the routing of materials for review and thorough 
documentation of each reviewer’s approvals or changes. During our Collateral Materials Approval 
Process, proposed materials, including any communications that will be going outside the company to 
either members, providers or the community in general, undergo a team review to promote cultural 
sensitivity, accuracy, and compliance with all Nevada State requirements. Materials are also reviewed 
to make sure they are not misleading, confusing, or inaccurate. Once the comprehensive review 
process is completed, our regulatory oversight manager submits all required materials to the DHCFP 
for review and approval prior to use. 


  


3.7.8 Provider and Recipient Communications 
 


All general communications to recipients must be written at an eighth (8th) grade level of 
understanding reflecting cultural competence and linguistic abilities. The DHCFP must approve initial 
mass letter mailings and brochures or any subsequent change in content for recipients, exclusive of 
medical educational and disease management information, prior to release. If the DHCFP does not 
respond within ten (10) business days the vendor may consider the communication approved. This 
provision does not pertain to communications on specific topics to individual recipients. 
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3.7.8.1 Provider Policy and Procedure Manual 


 


We currently comply with A and B in Section 3.7.8.1 of the RFP and will continue to do so under the 
new Contract. 


Our Provider Policy and Procedure Manual (provider manual) is approved by the DHCFP for our 
current contract. It includes all of the requirements detailed in Section 3.7.8.1 of the RFP. We will 
continue to provide the DHCFP with one hard copy and one electronic copy of our provider manual, 
including all necessary updates. In addition to the information on our provider manual below, we 
provide information on additional provider education and outreach materials in our response to 
Section 3.7.9.1.C, Provider Education. 


Our provider manual is developed by our Provider Relations team in consultation with our medical 
director, Medical Management team, compliance officer, regulatory oversight manager, and other 
subject matter experts within our local health plan and our national office. We obtain written 
approval from the DHCFP before distributing any new or materially revised Nevada provider 
manuals.  


3.7.8.1 Provider Policy and Procedure Manual 
 


A.  The vendor must prepare, subject to the approval of the DHCFP, a Provider Policy and 
Procedure Manual for each distinct class of provider. The vendor shall document the approval of 
the provider manual by the vendor’s Medical Director, and shall maintain documentation 
verifying that the provider manual is reviewed and updated at least annually. 


B.  Upon approval of the DHCFP, the vendor may publish the manual material related to more than 
one category of provider in a single volume. The vendor must furnish one (1) copy of the manual 
to each provider upon recruitment into the network, and must update all copies of the manual in 
each provider’s possession when changes are made by the vendor. Provider update notices 
sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes 
are made by the vendor. The vendor can meet this requirement by furnishing one (1) copy of the 
manual and one (1) copy of the manual updates to each provider practice where several 
providers within the practice are participants in the network. One (1) hard copy and one (1) 
electronic copy of the Provider Manual shall be provided to the DHCFP. That electronic copy 
must be updated with the same frequency as the hardcopy manual copies furnished to 
providers. The manual shall include, at a minimum, the following information: 


 
1. The policies and procedures to be implemented by the vendor to ensure provider contract 


compliance; 
2. The procedures governing verification of recipient eligibility and the process for receiving and 


disseminating recipient enrollment data to participating providers;  
3. Prior authorization procedures and requirements; 
4. The procedures for claims administration; 
5. Provider credentialing criteria; 
6. Provider network management; 
7. The benefits and limitations available to enrolled recipients under the program, including any 


restrictions on recipients’ freedom of choice imposed by the program and any/all payment 
obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner; 


9. Procedure to dispute adverse payment and contract decisions; and  
10. Policies and procedures to be implemented by the Vendor to manage quality improvement 


and recipient service utilization.
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Our provider manual is the foundation of our provider education program, and it is regularly updated 
with the DHCFP’s approval. It is a comprehensive document designed to inform network physicians, 
hospitals, facilities, ancillary providers, and other health care professionals of our guidelines and 
requirements and to assist them in caring for members. We maintain one provider manual for our 
Nevada Medicaid programs so that providers can get the information they need in one convenient 
place.  


Provider Manual Content 
In addition to the topics included in Section 3.7.8.1, the DHCFP-approved provider manual covers the 
following:  


 Access standards and access to care 


 Provider roles and responsibilities 


 Clinical practice and preventive health 
guidelines 


 Case management 


 Definition and requirements pertaining to 
urgent and emergent care 


 Behavioral health services 


 Participant’s rights and responsibilities 


 Providers’ rights for advising or advocating 
on behalf of their patients 


 Provider non-discrimination information 


 Policies and procedures for grievances and 
appeals in accordance with 42 CFR 438.414 


 Our health plan and the DHCFP contact 
information, including addresses and phone 
numbers  


 Health services programs such as preventive 
care, initial health assessments, lead 
exposure testing, and tobacco treatment 
programs 


 Fraud, waste, and abuse 


 Cultural diversity and linguistic services 


Provider Manual Training 
All providers receive training on the provider manual during orientation. We provide each network 
provider one copy of the provider manual upon recruitment into the network. The manual is also on 
our provider website in PDF. We distribute the provider manual on CD-ROM upon request.  


Between formal reviews, we communicate all provider manual changes and updates through provider 
alerts sent by facsimile, mail, or email and updates posted on our provider website. Additional training 
is also available to any network provider upon request.  


Policy and Procedure Manual Updates 
Annually, or as needed as indicated by regulatory, contractual, or other program changes, we formally 
review and update our provider manual. Our Nevada provider relations team, compliance officer, and 
regulatory oversight manager, as well as national Provider Communications Strategy department, 
maintain documentation verifying the review and updating of the Nevada provider manual. 
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3.7.8.2 Provider Workshops 


 


To supplement initial provider orientation, we offer providers ongoing educational sessions across a 
variety of topics and venues. We hold provider workshops at least twice a year to provide specialized 
forums for providers to receive information and answer 
questions. We conduct sessions that are specific to each discrete 
class of providers when the volume of recent changes in policy or 
procedures in a provider area warrants such a session. All 
workshop sessions reinforce the need for providers to verify 
member eligibility and enrollment prior to rendering services in 
order to make sure that the member is Medicaid eligible and that 
claims are submitted to the responsible entity. We understand that 
individual provider site visits can suffice for the annual training 
requirement. 


3.7.8.3 Provider Newsletter 


 


We currently comply with this requirement and will continue to do so under the new Contract. 


Our provider newsletters offer providers relevant and helpful information. We post the enterprise 
newsletter to our provider website and alert the provider network by fax blast that a newsletter is 
available and offer the instructions on how to access it. Newsletters are available at least four times a 
year. We have the ability to see which provider has read the newsletter, and the health plan will follow 
up by sending relevant information to providers based on provider areas of interest.  


Articles in recent provider newsletters include: 


 ICD-10 and Coding for Diabetes 


 Coordination of Care 


 Body Mass Index and Obesity: Tips and Tools for Tackling a Growing Issue 


 Provider Self-service Tools 


 Reimbursement Policy Updates 


 ICD-10 Documentation and Diagnosis Coding Tips 


  


3.7.8.2 Provider Workshops 
 


The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest 
to all providers, the workshops must provide sessions for each discrete class of providers whenever 
the volume of recent changes in policy or procedures in a provider area warrants such a session. All 
sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to 
rendering services in order to ensure that the recipient is Medicaid-eligible and that claims are 
submitted to the responsible entity. Individual provider site visits will suffice for the annual training 
requirement. 


3.7.8.3 Provider Newsletter 
 


The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest. 
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3.7.8.4 Member Newsletter 


 


We communicate with our members in multiple ways about their health and to provide them relevant 
information about their health plan. The member newsletter is published and sent to members twice 
per year via mail and is also posted to our public member website where both enrolled members and 
potential members can freely access the latest edition of the newsletter. Further, announcements 
regarding provider workshops are also posted to the website. The newsletter includes information on 
how to effectively and efficiently use benefits and services, provides updates on any changes that affect 
member access to services, and provides education on a variety of health and prevention topics. Our 
member newsletters often include reminders about timely preventive and well care services and 
encourage members to call their PCPs to schedule appointments. Articles in recent member newsletters 
include: 


 Cervical screening and mammogram awareness  


 Wellness checkups by age 


 About PCPs  


 Flu prevention 


 Finding the right health care for your child  


 Upcoming new member meet-and-greet events 


All newsletters are written to no higher than an eighth-grade level in both English and Spanish, a 
testament to our understanding of the diverse membership base in the community we have served since 
2009. We submit all member newsletters to the DHCFP for review and approval before publication and 
distribution in accordance with RFP Section 3.7.8.4.  


  


3.7.8.4 Recipient Newsletter 
 
The vendor must publish a newsletter for enrolled recipients at least twice per year.  The newsletter 
will focus on topics of interest to enrolled recipients and must be written at an eighth (8th) grade level 
of understanding reflecting cultural competence and linguistic abilities.   
 
The vendor must provide a copy of all newsletters to the DHCFP.  Additionally, these newsletters and 
announcements regarding provider workshops must be published on the vendor’s website. 
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3.7.9 Network Maintenance 
 


3.7.9.1 Network Maintenance Activities 


 


As described below, our network maintenance activities include comprehensive processes for initial 
and ongoing credentialing; recredentialing and ongoing maintenance; comprehensive provider 
education and outreach informed by our Medicaid Training Academy, our overarching approach to all 
of the DHCFP-required and health plan-offered Medicaid program trainings for employees, providers, 
subcontractors, and members; and processes for provider discipline and termination. 


A. Initial and Ongoing Credentialing 
The credentialing of network providers is an important 
component of our contracting and quality assurance process. 
We use this process to monitor that all providers and 
organizations that we contract with to provide services to our 
Nevada Medicaid and Nevada Check Up members are qualified 
to perform those services and to deliver the best possible care. 
We have the systems, employees, and policies and procedures in 
place to continue to accurately and timely credential and re-credential the full spectrum of physical 
and behavioral health providers required for Nevada’s Medicaid and Check Up managed care 
program, in compliance with the DHCFP requirements. Additional information on our credentialing 
and recredentialing processes, which comply with the DHCFP’s requirements, can be found in our 
response to Section 3.10.15. 


We regularly review and update our comprehensive credentialing policies and procedures in 
accordance with new NCQA standards and federal and State requirements. We also continually refine 
our processes and incorporate new resources and tools to simplify and expedite credentialing and re-
credentialing process steps — making the process as easy as possible for providers and reducing their 
administrative burden. We have already streamlined our credentialing and contracting processes for 
many providers through our participation in the Council for Affordable Quality Healthcare (CAQH) 
Universal Provider Datasource® initiative. If a provider has submitted complete documentation to 
CAQH and attested to the correctness of the credentialing application information submitted into 
CAQH’s Universal Credentialing DataSource, we are able to access the applicable documentation to 
complete certain sections of his or her credentialing application, eliminating the need for the provider 
to duplicate information and easing provider burden. This proven and efficient approach now includes 
verification that provider qualifications and credentials are accurate and thorough —expediting our 
primary source verification process. We continue to collaborate with CAQH and support its efforts to 
integrate additional solutions that simplify and expedite credentialing application processes. 


  


3.7.9.1 Maintenance of the network includes, but is not limited to: 
 


A.  Initial and ongoing credentialing; 
B.  Adding, deleting, and periodic contract renewal; 
C.  Provider education; and 
D.  Discipline/termination, etc. 
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To assist with accurate, complete, and timely submission of credentialing application documentation, 
members of our Nevada credentialing team provide telephonic assistance to providers to help them 
complete appropriate forms. Our provider relations team is available to make onsite visits to large 
complex group offices to review and assist them through the credentialing or re-credentialing process. 
We also provide other resources to assist providers such as our Credentialing Quick Tips that provide 
clear instructions and concise information about each step of the credentialing process. 


We are fully prepared to credential additional provider types and organizational 
providers when Nevada expands into new geographic areas and/or expands 
services to accommodate additional Medicaid populations. From our affiliate 
health plans’ extensive experience in participating in Home and Community Based Waiver Services 
programs in numerous states, we have developed specific credentialing policies for Home and 
Community Based Waiver Services providers such as respite care providers, home modification 
providers, and adult day care providers. We have also developed training materials to guide these 
providers through the credentialing process. 


Helping Assure Providers Agree to Meet Standards for Credentialing 
As a part of the participating provider agreement, providers agree to the DHCFP and health plan 
standards for credentialing providers and maintaining the DHCFP’s standards, including compliance 
with State record-keeping requirements, the DHCFP’s access and availability standards, and other 
quality assurance program standards. Our application process includes a statement by the applicant in 
accordance with the requirements of Section 3.10.15.5.L.  


Preventing Discrimination in Provider Selection 
In compliance with 42 CFR 438.214(c), we do not discriminate against any potential provider on the 
basis of race, gender, color, creed, religion, national origin, ancestry, sexual orientation, age, veteran 
status, marital status, or any unlawful basis not specifically mentioned herein or against health care 
providers who serve high-risk populations or who specialize in the treatment of costly conditions. Our 
credentialing processes do not discriminate against: (1) a health care professional solely on the basis of 
license or certification; or (2) a health care professional who serves high-risk populations or who 
specializes in the treatment of costly conditions. This information is not required or collected in the 
credentialing or recredentialing process. 


Gender and language capabilities of our providers are provided 
to the members to meet their needs and preferences. Our 
Credentialing Committee bases their decisions on issues of 
professional conduct and competence as reported and verified through the credentialing and 
recredentialing process. We notify the DHCFP as required of any credentialing applications that are 
denied due to program integrity-related issues. 


We do not contract with providers who have been excluded from participating in federal health care 
programs under Section 1128 or Section 1128A of the Social Security Act.  
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Our Credentialing Committee 
Our Nevada Board of Directors formally delegates responsibility for provider credentialing and re-
credentialing to the Nevada-based Credentialing Committee according to federal and State regulations 
and guidelines and NCQA accreditation standards. The Committee reviews, updates, and approves 
credentialing and re-credentialing policies and procedures. In addition, the Credentialing Committee:  


 Conducts reviews for all providers who apply for participation in our provider network and approves 
or denies the provider for participation 


 Reviews all network providers for re-credentialing, including review of quality or utilization 
data/reports 


 Approves or denies for participation those providers submitted by credentialing activities 


 Reports to the MAC physician plans of corrections and sanctions imposed based upon re-
credentialing activities 


 Oversees credentialing relationships 


The Credentialing Committee includes 11 provider members in the following specialties: two 
psychologists, three OB/GYNs, two family practices, and three pediatricians. Health plan 
representation includes our behavioral health medical director and the health plan medical director 
who chairs the committee. This composition will be modified to address any new populations that may 
be added during the Contract period.  


Types of Providers Credentialed and Recredentialed 
We credential and re-credential individually licensed providers who are included in our provider 
network to independently provide services. In Nevada, this currently includes practitioners (physicians, 
behavioral health providers, and allied health practitioners). We credential or re-credential the facility 
or organizational provider for other providers who practice exclusively within a facility that provides 
professional oversight. The organizational provider is responsible for credentialing and re-
credentialing all participating providers in accordance with State regulations and accreditation 
standards. 


Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and State of Nevada Medicaid 
credentialing guidelines. For example, we 
credential and re-credential organizational 
facilities that extend beyond NCQA requirements 
such as dialysis and nursing facilities. We use our 
credentialing and re-credentialing processes as 
another tool to monitor quality of care and 
patient safety in these facilities and to make sure 
that our provider network is and continues to be 
well qualified and able to provide the best care 
possible to our members. 
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Delegated Credentialing 
The following types of providers may be credentialed by delegates: 


 Provider groups that meet specific eligibility requirements (based on size, experience, infrastructure, 
and professional liability insurance) 


 Pharmacy providers  


 Vision care providers 


 Managed behavioral health organizations 


 Medical group practices 


 Hospital-based physician groups 


 Physician organizations 


 Physician-hospital organizations 


The Credentialing department works closely with our Provider Network Management, Credentialing 
Committee, Vendor Service and Oversight Committee (VSOC), medical director, and quality assurance 
staff when evaluating delegates and determining ongoing compliance requirements. Delegates must: 


 Meet or exceed all company and associated health plan requirements 


 Meet or exceed all NCQA standards 


 Meet or exceed all CMS regulations 


 Comply with all applicable HIPAA requirements per business associate regulations 


Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and State of Nevada Medicaid credentialing guidelines.  


Initial Professional Provider Credentialing 
Our credentialing process uses the Nevada Uniform Credentialing Application (Form 901) through 
either paper copy or through the CAQH Universal Provider Datasource to capture all required data 
and is compliant with NCQA and State requirements. The Nevada Credentialing Committee and our 
Nevada Provider Relations employees are supported by our national Credentialing department, which 
conducts all verifications and credential file preparation specified above.  


We conduct Primary Source Verification using the information submitted by the provider in 
accordance with NCQA standards. The process includes verification of all required information 
detailed in Section 3.10.15. This includes assessment of the applicant’s training and education against 
training requirements established by the Credentialing Committee. If a practitioner fails to meet these 
training requirements, we close the application and return it to the provider. 
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File Verification is performed in accordance with Section 3.10.15. We query and obtain information 
from:  


 The National Practitioner Databank to determine if any disciplinary actions have been taken 
against the applicant in addition to any settled/closed malpractice cases 


 The Health and Human Services Office of Inspector General List of Excluded Entities/Individuals 
database 


 The General Services Administration’s Excluded Parties List System 


 The Nevada Board of Medical Examiners 


 The State Board of Osteopathic Medicine 


 The Nevada Dental Board 


 Any equivalent licensing boards for out-of-state providers and any other applicable licensing 
entities 


In accordance with Sections 4 Section 3.10.15.5.O, we notify the DHCFP Provider Enrollment Unit 
within 15 calendar days of any provider denied credentialing or of our termination of a provider’s 
contract for program integrity-related reasons, including provider fraud, integrity, or quality.  


Our requirements meet and exceed NCQA standards, providing us an excellent framework to assess 
the clinical competence of each network provider and to make sure that standards are applied 
consistently. The health plan conducts site visits for any facility that does not have an accreditation or 
Medicare survey or that is identified on the Health Resources and Services Administration shortage 
designation list.  


Our policies and procedures are in accordance with Nevada and federal laws and regulations, 
including 42 CFR 438.214 and 42 CFR 1002.3. We notify the State of Nevada within 15 calendar days 
of any provider denied credentialing for program integrity-related reasons, including provider fraud, 
integrity, or quality.  


Exclusion and Debarment Screening  
We have established processes in place so that excluded providers are not included in our network, 
including checking the lists of providers currently excluded by State and federal governments every 30 
days. Our health plan and our subcontractors and providers comply with all federal requirements (42 
CFR 1002) on exclusion and debarment screening. We require that all tax reporting provider entities 
that bill and/or receive Nevada Medicaid funds as a result of this Contract screen their owners and 
employees against the federal exclusion databases such as the List of Excluded Individuals/Entities 
(LEIE) and the System for Award Management (SAM). SAM is the official federal system that 
consolidates the capabilities of EPLS, CCR/FedReg, and ORCA.  


Upon receipt of completed credentialing applications and during the recredentialing process, we cross-
reference provider information with the Office of Inspector General’s (OIG) LEIE and any available 
State databases to identify excluded providers. These lists are also cross-referenced during our 
credentialing team’s monthly sanctions monitoring process. If we identify excluded providers from the 
LEIE or any other State sources, the provider is given an adverse credentialing determination or is 
terminated from our network when identified during the recredentialing or monitoring process. 
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In accordance with the federal and State regulations, we obtain required information from contracted 
providers and any individuals and/or entities having a five percent or more ownership or a controlling 
interest in the entity to verify if the individual(s) has any federal sanctions that would prohibit us from 
reimbursing the provider.  


Newly contracted providers, re-contracted providers, providers requiring credentialing, and delegated 
groups must complete a Disclosure of Ownership and Control Interest Statement (Survey) to be 
considered for participation in our provider network. Upon receipt of the completed Survey, we review 
the information provided and enter the data into the CMS Sanction Tracking MS Access Database. On 
a monthly basis (every 30 days), specific data are extracted and forwarded to our Sanction Monitoring 
Unit.  


The Sanction Monitoring Unit is responsible for identifying participating medical providers loaded in 
our provider databases that have been sanctioned by any of the State licensing boards or agencies. 
Based on information disclosed in the survey and notification of any positive match against a 
participating provider, we will review and determine an appropriate plan of correction, which may 
include termination of the provider agreement. 


If the provider agreement requires termination due to the information disclosed or an identified 
sanction, we will follow our established termination procedures. 


Reporting  
Written policies and procedures guide our process for reporting serious quality deficiencies resulting in 
suspension or termination of a practitioner to the appropriate Nevada and federal authorities, 
including the Secretary of Health and Human Services and the Inspector General of Health and 
Human Services. In addition, we regularly report to Nevada’s Surveillance and Utilization Review 
Section (SURS) Unit. 


Provider Dispute Process  
We have written policies and procedures approved by the DHCFP for the current MCO Contract that 
address when a provider disputes our decision to deny, reduce, suspend, or terminate a practitioner’s 
privileges. These disputes are considered an appeal and are tracked and processed accordingly. 


Providers, regardless of their State licensure or contract status with our health plan, are subject to all 
aspects of the IQAP, especially those elements such as office and medical records audits, quality 
reviews, and member satisfaction or grievance reports that indicate their continued qualification to 
perform services for Medicaid and Nevada Check Up members.  


The provider dispute process is one of the functions of the Credentialing Committee. When we discover 
poor provider performance or providers who are not qualified, we take the necessary and appropriate 
steps from establishing a plan of corrections with the provider up to termination from the network.  


A determination letter sent to the physician notifies them of the denial, limitation, restriction of 
credentials, or the decision to terminate for cause.  


The provider has a 30-day time frame from the date of the determination letter to appeal the decision in 
writing. First level appeals are reviewed by the Credentialing Appeals Committee. An 
acknowledgement letter is sent to the provider within 15 days of receipt of the appeal. The 
Credentialing Appeals Committee meets within 30 days of the receipt of the appeal, unless a time 
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extension is requested and mutually agreed upon by both parties. A determination letter is sent to the 
provider within 15 days of the Credentialing Appeals Committee meeting.  


Second level appeals are heard by the Credentialing Hearing Committee with criteria. If criteria are 
met upon receipt of the second level appeal, an acknowledgment letter is sent. The Credentialing 
Hearing Committee meets within 30 days of the appeal request, unless a time extension is requested 
and mutually agreed upon. The notice of the hearing is communicated no less than 14 calendar days 
prior to the date of the hearing. The provider is notified in writing of the final decision within 15 days 
of the Credentialing Committee hearing.  


B. Adding, Deleting, and Periodic Contract Renewal 
Recredentialing  
We require that all practitioners and organizational providers are re-credentialed within 36 months of 
the previous credentialing decision in accordance with NCQA standards. Our re-credentialing 
program complies with the Code of Federal Regulations and NCQA standards and is approved by the 
DHCFP.  


This process includes re-verification of those elements contained in Sections 3.10.15.5, including re-
verification of licensure(s), sanctions, certifications, clinical privileges, and competence, as reviewed by 
malpractice history and license history, and/or health status that could affect the practitioner’s ability 
to serve our members. We also review and incorporate the following performance information into the 
re-credentialing process, as applicable:  


 Member grievances and appeals 


 Member satisfaction surveys regarding provider experience 


 Results of quality reviews 


 Utilization management 


 Quality improvement and medical management activities 


 Other plan-specific data as available and applicable, 
including medical record audits 


 Re-verification of hospital privileges and current licensure, if applicable 


Our national Credentialing department initiates the re-credentialing process by identifying providers 
due for re-credentialing. A re-credentialing packet is sent to the identified providers approximately 
eight months prior to the re-credentialing due date. This packet requests standard information and a 
copy of the provider’s most current State licensure(s), professional liability insurance, and other 
applicable supporting information, including an updated Disclosure of Ownership Form. We ask 
providers to respond to this written request within 30 days, and we make no fewer than three attempts 
to each provider asking for this information. If we do not receive information back from the provider, 
we make a second outreach attempt by phone and fax. After an unsuccessful second attempt is made by 
the Credentialing department, our health plan Provider Relations team continues to make an 
additional attempt to contact the provider and obtain required information.  


Once all information is received, we conduct primary-source verification in accordance with NCQA 
and Nevada requirements and provide the information to the medical director and/or Credentialing 
Committee. After reviewing the information and supporting documentation received from the re-
credentialing applicant, we include an assessment of any available provider performance criteria. 
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These criteria may include medical record audit results, accessibility of site, member satisfaction 
results and grievances, member grievances, quality improvement, and medical management activities. 
The elements we select for review may vary by provider type and the availability of information. 


In accordance with RFP Sections 3.10.15.6.E, we notify the State within 15 calendar days of any 
provider denied re-credentialing or of our de-credentialing or termination of a provider’s contract for 
program integrity-related reasons, including provider fraud, integrity, or quality. 


Exclusion and Debarment Screening — Ongoing Sanction Monitoring 
To support credentialing standards during credentialing and between recredentialing cycles, we have 
an ongoing monitoring program to verify continued compliance with credentialing standards and to 
assess and address any issues of substandard professional conduct and competence, including fraud 
and abuse issues, for providers and Health Delivery Organizations (HDOs). We screen against OIG, 
LEIE, and SAM monthly, as well as during credentialing and recredentialing. Provider contracts also 
contain language that indicates any individual employed at the provider involved in providing services 
to the member must not be sanctioned. Any individual identified as having five percent or greater 
interest in the provider practice is also screened monthly.  


The credentialing staff reviews reports from various sources, including: 


 OIG, LEIE, and SAM  


 Federal Medicare/Medicaid Reports 


 Office of Personnel Management  


 State Licensing Boards/Agencies 


 Member Services Department 


 Clinical Quality Management department (including data regarding complaints of both a clinical 
and nonclinical nature, reports of adverse clinical events and outcomes, and satisfaction data) 


 Other health plan functional areas, as appropriate 


We also consider any other verified information received from appropriate sources.  


When a participating provider or HDO has been identified by these sources, we use formal criteria to 
assess the appropriate response, which may include review by the Chair of the Credentialing 
Committee, review by the medical director, referral to the Credentialing Committee, or termination. We 
will report practitioners and HDOs to the appropriate authorities as required by law. 


Submitting Provider Disenrollment Information 
We reassess our network when a PCP terminates to verify that PCP access and network composition is 
not impacted by the termination. We will notify the proper regulatory agencies within 15 business days 
if there is a determination that the provider network could materially reduce access to care. We report 
network status of PCPs, specialists, hospitals, and ancillaries annually or when there are significant 
changes. 


Provider Notice of Termination and Continuity of Care Requirement 
A contracted provider terminating his or her contract with us must submit written notification to us at 
least 60 days prior to the termination date. As stipulated in their agreement with us, if the provider is 
terminating his or her agreement, he or she is required to provide continuation of care for his or her 
members for a minimum of 120 calendar days or until the member’s assignment to another provider 
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Our Approach to Provider Education and Outreach 
Our provider education and outreach strategies reflect the needs of the local Nevada provider 
community. Our role as an active partner in the provider community gives us valuable insight into 
what works and what matters. Our written materials have been approved by the DHCFP and reflect 
Nevada and federal laws and regulations. 


Comprehensive education and outreach is another way we take care of our providers so they can take 
care of our Nevada Medicaid and Nevada Check Up members. Our local Nevada Provider Services 
team works exclusively with our Nevada physical and behavioral health Medicaid providers making 
sure they have easy access to the information they need to serve our members. We coordinate with the 
DHCFP-sponsored outreach activities as requested.  


Frequent, ongoing education of providers, delivered through multiple channels, promotes enhanced 
quality of services and improved member outcomes. Providers know we are available to them when 
they have questions or need additional education. Our provider education covers each of the topics 
identified in the RFP both during orientation and ongoing outreach and education as needed. We 
touch providers in multiple ways including: 


 New provider orientation 


 Provider manual 


 In-person provider visits from assigned provider relations 
representatives  


 Provider workshops 


 Our provider website, including newsletters, provider 
bulletins, provider updates, directories, training, and 
resources  


 Blast faxes on important need-to-know information 


 Webinars, online videos, and seminars 


 Immediate telephonic response through a Provider Services Call Center 


 Active participation in provider association meetings  


Our provider relations representatives are a constant presence in the community and conduct training 
in a variety of settings and locations throughout Nevada. They offer continuous training that supports 
successful operating procedures and understanding of the Nevada Medicaid Program. They are the 
local contact to answer questions and resolve issues.  


Provider Education and Outreach 
Ongoing education is a key component of our approach. We provide targeted outreach whenever there 
are significant changes to Nevada Medicaid program requirements. We also organize sessions when 
we have new information that will improve member outcomes, reduce the administrative burden for 
providers, or impact performance goals. Our Medicaid Training Academy facilitates a robust, uniform, 
consistent, compliant, and comprehensive approach to ongoing training and provides a multitude of 
expert-developed, customized trainings, accommodating various formats, media, and schedules while 
offering providers an opportunity to earn CMEs and CEUs. 


We maintain a comprehensive Provider Education and Outreach Plan. A summary of this plan is 
presented in Table 3.7.9.1-1.  
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Table 3.7.9.1-1. Our Comprehensive Provider Education and Outreach Plan Helps Assure Providers Have the 
Information Necessary to Provide Care to our Nevada Medicaid and Nevada Check Up Members 
Component Provider Education and Outreach Activities 


Medicaid 
Training 
Academy 


Our Medicaid Training Academy is our powerful vehicle that fosters a robust, uniform, consistent, compliant, 
and comprehensive approach and provides a multitude of expert-developed, customized trainings, 
accommodating various formats, media, and schedules while offering providers the opportunity to earn CMEs 
and CEUs. 
Frequency: Ongoing — available on demand 


Provider 
Orientation 


We initiate new provider education when a provider has joined our network. We meet individual providers in 
their office and provider groups in private facility settings and use group presentations at a convenient location 
when several providers join our network within a short time frame. 
Frequency: Ongoing as new providers join our network 


Provider 
Manual 


Our provider manual is a comprehensive resource designed to inform providers of our program guidelines and 
requirements and to assist them in caring for members. We review the manual with network providers during 
orientation. 
Frequency: Providers have 24/7 access via our provider website 


Provider 
Website 


Our website is a critical tool to enhance provider communication, deliver actionable information, and 
streamline plan administration. Our website features tools that promote convenience and transparency.  
Frequency: Providers have 24/7 access to our provider website 


Ongoing 
Provider 
Training and 
Workshops 


We hold ongoing educational sessions for providers several times a year. Provider relations representatives 
meet one-on-one with hospitals quarterly and with PCPs at least once a year. Existing providers can also 
request and receive one-on-one focused education. 
Frequency: Ongoing as needed or requested 


Provider 
Bulletins 


We use bulletins to communicate program updates, new State-initiated programs or updates, policy 
clarifications and updates, updates to our provider manual, or to reinforce current policy and procedure. We 
also utilize bulletins to distribute guidelines and medical policy.  
Frequency: Ongoing — posted to our provider website as needed 


Network e-
Updates 


Includes important information and topical updates for network providers. Network e-Updates have included 
information on a variety of topics such as ICD-10,  claims submission process, pharmacy, behavioral health, 
chiropractic code set, and the prior authorization process. 
Frequency: Quarterly 


Blast Faxes We use blast faxes to help assure our providers have immediate access to important program updates. We also 
use them to communicate and promote our educational events.  
Frequency: Ongoing as needed 


Webinars, 
Online Videos, 
and Seminars 


Webinars allow our providers to participate in educational events from the comfort of their office. Sample 
topics include access to care, telemedicine, contracting, credentialing, prior authorization, utilization 
management, behavioral health, integrated care, and claims processes.  
Frequency: Monthly 


Provider 
Newsletter 


Our provider newsletter offers relevant and helpful information. We post the newsletter to our provider website 
and alert providers by fax blast that a newsletter is available.  
Frequency: Every other month 


Association 
Meetings  


We regularly participate in ongoing association meetings such as the Nevada Children’s Behavioral Health 
Consortium, the Southern Nevada Health District, and the WestCare LVCTC Oversight Meeting.  
Frequency: Ongoing based on association schedule 


 


High-touch Approach to Educating our Contracted Providers 
We offer formal training to all our providers. For providers within large health systems, provider 
relations representatives schedule formal, onsite orientation sessions in the providers’ offices or at off-
site locations. For providers whose schedules preclude attending these orientations, we provide in-
person seminars, conference calls, and online training using WebEx® online conferencing. We also 
conduct in-person provider forums and webinar training sessions during lunch periods as a convenient 
and economical way to keep providers informed.  


We post all training session materials, our provider manual, quick reference cards, announcements, 
and provider alerts to our provider website. Figure 3.7.9.1-2 provides an illustration of our popular 
reference guide. This tool is offered to provider offices to assist them in meeting the needs of our 
members.  
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Figure 3.7.9.1-2. Our Quick Reference Guide Offers 
Providers Important, Readily Available Information  


To continually supplement initial provider 
orientation, we offer providers ongoing 
educational sessions across a variety of topics 
and venues. We hold provider workshops at 
least twice a year to provide specialized forums 
for providers to receive information and 
answer questions. Representatives from 
Provider Services, Operations, Case 
Management, and Quality Management attend 
these workshops to personally address 
provider questions. Topics may include claims 
submission procedures, cultural competency, 
HEDIS®, EPSDT, eligibility verification, and 
tools on the provider website.  


New Provider Orientation 
Newly contracted providers complete initial training within 30 days of becoming active. All providers 
are invited to attend an initial orientation session to make sure of their understanding of the managed 
care program and our policies and procedures. We conduct ongoing training with providers to 
facilitate the sharing of best practices, to communicate new and updated policies and procedures, and 
to reinforce education. 


We offer formal group training for all providers. We offer training using various modes and venues to 
maximize participation. We offer multiple dates at convenient times and locations for each training 
session and serve food to encourage attendance. We take attendance at every training session and track 
individual provider participation. When a provider does not attend scheduled training sessions, our 
provider relations representatives contact the provider and schedule training, including the option of a 
one‐on-one or webinar session.  


At initial training, we distribute copies of our provider manual and member benefit collaterals. Updates 
and distribution of the provider manual are in accordance with the requirements contained in Section 
3.7.8.1. 


We present instructions on how to use our provider website, which contains key provider education 
information. We also offer a question-and-answer session that fosters an environment where providers 
and employees can address specific provider questions. When providers do not attend scheduled 
training, we follow up with them to reschedule training sessions. 


For hospitals, we provide a comprehensive orientation session that includes policies, procedures, and 
formal agreements to communicate between our Medical Management team and the hospital. We also 
conduct monthly Joint Operating Committee meetings with hospitals to provide further education and 
work through any operational issues.  


All new providers receive comprehensive training on Nevada Medicaid program requirements, 
including information on meeting the unique needs of members. Figure 3.7.9.1-3 provides a sample of 
our training topics. 
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Figure 3.7.9.1-3. Newly Contracted Providers Complete Initial Training Within 30 Days of Becoming Active 


 
Frequent and Ongoing Training for Network Providers 
We conduct continuing training that reinforces areas covered in initial training, provides specialized 
training on identified topics, updates providers on changes in program policies or procedures, and 
supports compliance with program standards and Contract requirements. Our continuing education 
includes in-person visits and monthly webinars and provides targeted training on tools to manage and 
transform the provider’s practice and improve outcomes for our members. We hold provider workshops 
at least twice a year. Provider relations representatives meet one-on-one with hospitals quarterly and 
with PCPs at least once a year.  


Educating existing providers may occur in a group presentation setting, in the convenience of the 
provider’s office, and during quarterly State-led and commercial workshops. 


Existing providers can request and receive one-on-one focused education on topics of interest, and our 
provider relations representatives will tailor a presentation to suit their needs. We also organize 
sessions when we have new information that will improve member outcomes, reduce administrative 
burden for providers, and impact performance goals. We provide targeted education whenever there 
are significant changes to Nevada Medicaid program requirements. In addition, provider relations 
representatives will conduct “new provider” education for new office staff at existing network 
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providers. We often identify additional opportunities for training through our Provider Services Call 
Center, grievance and appeals filings, or member outreach. 


We also use provider bulletins, newsletters, conference calls, emails, fax blasts, and our provider 
website to provide continuing education and training to our provider network.  


We take care of our providers so they can take care of our members. We conduct webinar training 
sessions at times that are most convenient for providers — early morning, lunch, and after business 
hours. Webinars and video-based training have proven to be effective means of communication and 
training. We make video-based training available on our provider website, utilizing a highly scalable, 
secure video hosting platform. We are excited to give providers the opportunity to participate in 
training at their convenience by providing the ability for self-paced viewing, allowing for greater 
comprehension. High-quality video will be delivered on demand to any device or destination, including 
a PC, mobile phone, tablet, or Mac.  


We are constantly refining our training offerings, and we often identify additional opportunities for 
training through our Provider Services Call Center, grievance and appeals filings, or member 
outreach. 


PCP Training on Behavioral Health Disorders 
We recognize that PCPs provide a significant proportion of mental health treatment in Nevada and 
across the country. We provide comprehensive training for PCPs on identifying, treating, and referring 
members with behavioral health disorders. For behavioral health clinicians, we provide training on 
integration with physical health providers. We offer monthly training meetings, webinars, and 
personalized help to make sure providers have the necessary information and tools to deliver care 
appropriately. Our education and training programs are supported by consistent and frequent outreach 
through our provider policy and procedures manual, newsletters, website, and Provider Services Call 
Center.  


PCP training and online resources are designed to educate providers on when and how to screen 
members for behavioral health disorders, and the process for making referrals to a behavioral health 
specialist. We also provide information on responding to members with co-occurring mental health 
and substance use disorders, the importance of addressing both concurrently, and collaborating with 
all providers involved in caring for Nevada Medicaid members. In addition, we offer providers 
continuing medical education sessions that focus on identifying and coordinating physical and 
behavioral health needs. 


We employ multiple strategies to educate PCPs on identifying members with behavioral health needs 
and how to connect Nevada Medicaid and Nevada Check Up members to services and supports. Our 
strategies for educating PCPs to identify members with behavioral health needs include: 


 PC-INSITE — Our PC-INSITE program works to screen members in primary care settings for 
depression and/or substance abuse and to diagnose, treat, and manage these conditions to reduce 
the negative impact or complications of their medical conditions.  


 Screening, Brief Intervention, and Referral to Treatment (SBIRT) — As part our SUD program, 
SBIRT is a comprehensive, integrated approach to the delivery of early intervention and screening 
for individuals who meet criteria for a SUD; we will work closely with PCPs to share evidence-based 
practices, such as screening tools, that will enable them to assess their members’ needs and provide 
targeted treatment or referrals. 
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Evaluating the Effectiveness of Provider Education 
We embrace a multifaceted approach to evaluating the effectiveness of our provider education 
strategies. We design our education and communication programs to comply with all the DHCFP’s 
requirements, and we monitor adherence through our robust quality management and compliance 
infrastructure. Some of the ways we monitor effectiveness are our annual provider satisfaction survey 
and post-training surveys, including post-practice-visit questionnaires. We incorporate data from these 
sources into our communication strategy to optimize effectiveness. 


Provider Satisfaction Survey. We administer an annual survey to evaluate provider satisfaction with 
our communications, services, and procedures and then use the results as part of our continuous 
quality improvement efforts. The survey assesses provider satisfaction with training and education, 
communications, provider enrollment, complaints resolution, claims processing and reimbursement, 
and utilization management processes. Survey information helps us better understand our provider 
network — its needs, challenges, and opportunities for member-focused, cost-saving innovations.  


Post-training/Post-visit Surveys. Our Provider Services team conducts random audits of provider 
relations representative visits to determine whether on-site training met objectives. We incorporate this 
feedback to improve the provider education program and the performance of our team.  


Our Provider Website 
We use technology for our Nevada Medicaid providers that offers quick access to important 
information. Our Provider Portal is fully integrated with Availity’s secure multi-health plan web portal 
providing improved efficiencies through simplified and streamlined health plan administration. 
Providers can check eligibility and authorizations, submit claims, upload HIPAA-compliant 
authorizations and X.12 EDI transactions, and check transaction statuses. Enhanced provider website 
capabilities scheduled for 2016 include secure messaging for claims inquiry, explanation of 
payment/remittance viewer, and daily hospital ATD push notices to providers for their members with 
receipt confirmation. Our website is in the DHCFP-approved format helping assure compliance with 
accessibility guidelines for network and out-of-network providers.  


Our provider website offers access to our contact information, policy and procedure manuals, 
communication materials, links, claims submission information, claims dispute resolution procedures 
and prior authorization procedures, appeal procedures, provider network listings, and privacy policy. A 
screen shot of our provider website landing page is included in Figure 3.7.9.1-4.  


Our capabilities on the provider website (Table 3.7.9.1-2) are strictly confined to the web and do not 
require plugins or additional software. Coding standards and code reviews are applied to JavaScript 
coding to simplify and streamline the page loads within each website. Images and graphic elements on 
the website are optimized for use on the web with reduced file sizes, shortening page load times. We 
monitor web page response times, identifying those that either timeout or are longer than a typical page 
response time. Inordinate responses are reported, researched, and tracked until correction. 
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Figure 3.7.9.1-4. Our Nevada Provider Website Provides a Wealth of 
Information in One Convenient Location 


Web-based Options Decrease Administrative Burden. Our website is a critical tool to enhance provider  
communication, deliver actionable information, and streamline plan administration. Our website 
features tools that promote convenience and transparency. With the provider-focused goal of delivering 
the tools that simplify practice management and provide information needed to engage members, our 
website delivers messaging and alerts to providers that support provision of care related to HEDIS® 
and member panel (roster) 
listings.  


We maintain a comprehensive, 
secure provider website that 
maximizes usability and 
administrative simplicity. The 
latest forms and training 
materials are always available 
on the provider website. We 
have staff available to support 
provider queries about website 
information, ranging from our 
Provider Services team that can 
help find data on our websites to 
staff who can help providers 
register and access information.  


Secure parts of the provider 
website are designed to protect 
the confidentiality of member 
information in accordance with 
HIPAA and other regulations. 
Providers and their staff who 
opt to register on our website 
can log in and have immediate 
access to additional resources 
and tools.  


We have partnered with Availity 
to enhance the provider 
experience by offering a variety 
of online functions to help reduce administrative costs and gain extra time for member care by 
eliminating paperwork and phone calls. Providers can easily sign up for this self-service option using a 
convenient link on our provider website. Once signed up, they can log in to a single account and 
perform numerous administrative tasks for members covered by us or by other payers.  
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Table 3.7.9.1-2. Our Provider Website Functions Ease the Provider’s Administrative Burden 
Function Description 
Before Login 


New User Registration Allows network and out-of-network providers to register for access to our site 


Login Assistance 
 Recover user name 
 Reset password 
 Recover account activation code 


Application Request 
 


Allows providers interested in joining the network to submit a request for more information 


After Login 
Eligibility Tool Allows user to verify a patient’s enrollment status and assigned PCP 


Panel Listing Tool 
Allows user to see panel listings for a provider, group, or independent practice association over a 
specified date range 


Claims Tools  


Provide quick access to: 
 Claims submission 
 Claims status look-up 
 McKesson’s Clear Claim Connection to verify code combinations 
 Instructions to submit claims using electronic data interchange 
 Notification receipts for 837 batch uploads through the site’s Message Center 
 Claims history list 
 Claims appeal 
 Appeal status 
 Secure messaging for claims inquiry 
 Explanation of payment/remit viewer 
 Provider payment history 
 Medical attachment for claims 
 Uploading of claim attachments 


Account Management 
Tools 


Allow user to manage: 


 Demographic information (practice information, profile information, updated rosters) 
 Provider accounts (add new and managed Tax ID numbers) 
 User profile information (user name, password, contact info) 


Delegated 
Administration Tools 


Permit delegated administration, enabling a provider or practice administrator to assign/revoke 
user rights; features include: 
 Managing user roles 
 Activating accounts 
 Adding and activating new TINs 


Help and Reference 
Library 


Repository of forms and documents available for download: 
 Medical and office support forms 
 Claims forms 
 Links to our State and vendor partner websites 
 Online trading partner agreement 
 Grievance and appeal forms 
 Ongoing health plan and the DHCFP news and bulletins, including those related to billing 


Practice Reporting Allows provider to access a suite of downloadable reports, including HEDIS® reports  
Access to the archive of reports, notifications 


Secure 
Communication  


Secure email with receipt confirmation 
Secure message notification 


Fraud, Waste, and 
Abuse 


Allows providers to report fraud, waste and abuse 


ATD Alert Provider is notified by secure email that an admission, transfer, or discharge report for one or 
more of their members has been published to the secure provider portal for their collection and 
follow-up  


Gap in Care Alert Alert set when a member has a gap in care and displayed to the provider/user on the provider-
facing Integrated Member Dashboard care management screen and on the member eligibility 
screen 
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Function Description 
Before and After login 


Ongoing health plan 
and the DHCFP 
News and Bulletins, 
Including Those 
Related to Billing 


Provide online access to: 
 Local office and toll-free Provider Services Call Center phone numbers and email addresses 
 Provider newsletters 
 Provider calendar 
 Provider notices 
 Provider Policy and Procedure Manual (downloadable) and associated forms  
 Links to the DHCFP website 
 HIPAA and 42 CFR Part 2 Privacy Policy and Procedures 
 Links to other service organizations such as dental and vision 


Provider Directory 
Provides access to our online provider search tools, as well as a downloadable PDF version of the 
provide directory 


Prior Authorization 
Tools 


The authorization/precertification tools allow: 
 Determination of service precertification or notification requirements 
 Submission of authorization requests 
 View of authorization status 
 Download of special authorization request documents 
 Appeal procedures and capability 
 Uploading of claim attachments 


Clinical Policy 
Guidelines 


Assist in providing quality care by reducing inappropriate use of medical resources 


Reimbursement 
Policies 


Allow access to our reimbursement policies, including information on electronic data interchange 
and electronic funds transfer; helps providers submit accurate claims by outlining the basis for 
reimbursement if the service is covered by a member’s benefit design 


Online Tutorials and 
User Guides 


Flash tutorials and downloadable user guides to assist users with the site’s functionality; upcoming 
training opportunities and tutorials on other topics such as cultural competency 


Pharmacy 


Provides access to: 
 Link to Nevada’s preferred drug list for Nevada Medicaid providers 
 Medicaid Formulary 
 Prior authorization forms — medical injectables and pharmacy 


Claims Forms 


Provide access to: 
 Claims submission information 
 Downloadable claims forms 
 Trading partner agreement 
 Provider claims resolution process for both network and out-of-network providers * 


Provider Support 
Resource Tool 


Enables providers to access additional web pages 
 Educational Resources 
 Quality Assurance 
 Helping Members 
 Forms 
 Find a Doctor 


Educational 
Resources 


The Communications and Updates page provides links to network updates, newsletters, and the 
communications and updates archives. The monthly network updates keep providers informed and 
educated about subjects like the ICD-10 implementation, rules, and guidelines and monthly updates 
on progress. 
The manuals, training, and more page includes links to: 
 The Nevada Medicaid provider manual  
 Educational presentations, including provider orientation  
 Tutorials  


Interpreter Services 


Interpreter services are free for all members. The Helping Members — Interpreter Services website 
educates providers regarding: 
 Telephone interpreter services available 
 Face-to-face interpreters, including sign language 
 Tips for working with interpreters 
 Tips for communicating with patients who speak limited English 
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Function Description 


Provider Health 
Education 


Health Education is a major focus of the public area of the portal and covers many topics, 
including: 
 Health and wellness information 
 Quality Improvement programs 
 Behavioral Health Guidelines 
 Preventive Health Care Guidelines 
 Disease Management Centralized Care Unit 
 EPSDT 
 Maternal Services 


 


Enhanced Website Resources —  Integrated Member Dashboard 
To advance providers’ access to member health information, our Integrated Member Dashboard 
combines member data and information from various sources into a single record to deliver a holistic 
picture of the individual’s utilization, care management services, and gaps in care. It includes 
information such as member health risk assessments, care plans, longitudinal health records, and 
clinical data. Through the provider-facing Integrated Member Dashboard, providers can see their 
members’ records on our secure self-service website, giving them simple, easy-to-access data and 
information to help engage members in their own health and well-being. The integrated data are 
displayed to make it easy for providers to act, helping assure their patients of the services they need. 
This view enables providers who treat our members to see the full picture, including care plans and 
assessment information, enhancing their ability to reduce duplication and improve quality of care. The 
physician view will enable providers to understand from a population health perspective how members 
are doing and, more importantly, to get information to help them achieve better results. 


D. Discipline and Termination 
When we identify providers who are out of compliance with the DHCFP’s and/or our health plan’s 
standards, our provider relations representatives visit the PCP in person and present a letter requesting 
a plan of correction. Provider relations representatives continue to monitor compliance and re-survey 
the PCP to verify that the PCP is in compliance. If the provider remains non-compliant, another survey 
is conducted within 90 days. At that point, if the provider is still non-compliant, we present the findings 
to our MAC. To date, we have not had to refer a case. Ultimately, we will remove providers from our 
network if they do not take action to meet the access and after-hours requirements in their contracts 
and outlined in the provider manual.  
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3.8 MEDICAL RECORDS 


 


We will continue to maintain medical record requirements that 
meet all the DHCFP requirements. Our provider agreements 
require network providers to maintain complete medical records 
for each member (recipient) in their practice. The agreement 
language also includes the provision that medical records be 
maintained according to State and federal privacy and security 
laws.   


Maintaining Medical Records 
We require all providers to maintain clinical and medical records in a current, detailed, and organized 
manner in compliance with our established Clinical Records Policies and Procedures. Our provider 
agreements require providers to make records available for review, either on-site at their facilities or 
off-site, by the health plan or authorized representatives of the State and Centers for Medicare and 
Medicaid Services (CMS) within 10 days after submitting the request. Our agreements also require that 
medical records must be provided to a member or his or her parent/legal guardian in a timely manner, 
and no longer than within 30 days from the date of his or her request.  


Medical records serve as a roadmap for providers and members to understand members’ current 
health care needs, prior care plans, and short- and long-term health care objectives. These records are 
essential to making sure members receive medically necessary services delivered within the highest 
standards of quality and timeliness. Our policies make sure that clinical records promote effective and 


Complete medical records shall be maintained by the vendor’s contracted providers, for each enrolled 
recipient in accordance with this RFP. The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 
 
The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and 
availability, record keeping, and record review process for all medical records. Not more than ten (10) 
calendar days after submitting a request, the State shall have access to a recipient’s medical record, 
whether electronic or paper, and has the right to obtain copies at the vendor’s expense. 
 
The recipient’s medical record is the property of the provider who generates the record. The vendor 
shall assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the 
recipient’s medical records, upon written request, from the provider. Records shall be furnished in a 
timely manner upon receipt of such a request but not more than thirty (30) calendar days from the 
date of request. Each recipient or parent/legal guardian of the recipient is entitled to one (1) free copy 
of the requested medical records. The fee for additional copies shall not exceed the actual cost of time 
and materials used to compile copy and furnish such records. 
 
When an enrolled recipient changes primary care providers and/or health plans, the vendor’s 
contracted provider must forward all medical records in their possession to the new provider within ten 
(10) business days from receipt of the request. 
 
The vendor must participate financially in the HealtHIE Nevada statewide health information exchange 
as of the effective date of the contract. At a minimum, the participation level must be based upon all 
recipient lives covered under this contract. Additionally the plan will fund the PMPM connections for its 
Medicaid and Nevada Checkup recipients. 
 
Medicaid and Nevada Checkup recipients may not opt out of having their individually identifiable 
health information disclosed electronically.
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confidential member care and that medical records are compliant and available for review by duly 
authorized representatives of the State and CMS for administrative, civil, or criminal investigations or 
prosecutions. 


We require every member’s permanent medical records to be maintained at the practice site. Our 
medical records requirements currently conform to all the DHCFP requirements and National 
Committee for Quality Assurance (NCQA) standards, as well as all related State and federal 
documentation laws. Our Nevada Medical Advisory Committee (MAC), which includes network 
providers, oversees and directs our medical records protocols, promoting careful consideration of both 
health plan and practitioner needs. 


Our provider manual and provider training clearly document medical record requirements, which are 
part of the provider agreement. Under the leadership of the director Internal Quality Assurance 
Program (IQAP), our IQAP maintains provider compliance with this standard annually through 
medical record reviews. 


In 2015, we reviewed 942 medical records for compliance with documentation requirement. We use 
tools specifically designed for different practice settings which include a section to audit medical 
record documentation of cultural needs, such as race/ethnicity or spoken language. We also document 
compliance with clinical practice guidelines and delivery of HEDIS®-related services, such as 
attention deficit hyperactivity disorder (ADHD), adult preventive, and prenatal/postpartum care. 
Almost 98 percent of medical records reviewed in 2015 met all required documentation standards.  


All medical record reviews include an exit meeting where the quality nurse reviewer provides feedback 
on areas of opportunity, education materials, Early and Periodic Screening, Diagnosis and Treatment 
Program (EPSDT) periodicity charts, wellness exam templates, and other forms, as well as clinical 
practice guidelines. For providers who fail to meet the 80 percent minimum compliance standard, a 
plan of correction is initiated and a follow-up visit(s) is scheduled. Our Quality Management 
department monitors and evaluates individual practitioner performance. We use the peer review 
process to take appropriate remedial action to maintain safe practices throughout the network. 


Confidentiality, Accessibility, and Availability of Medical Records 
We acknowledge our understanding that, within 10 days of submitting a request, the State shall have 
access to a member’s electronic or paper medical records at our expense. 


We require permanent member medical records to be maintained at the care site. Providers with more 
than one office must make medical records available for reference at all locations. Providers must 
maintain processes to preserve medical record confidentiality at all times and only release medical 
information according to privacy requirements. 
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Obtaining Copies of Medical Records 
Medical records remain the property of the provider but must be accessible to our members. The 
provider manual explains this requirement in detail. Our written policies and procedures also confirm 
that we will help members, parents, or guardians obtain copies of medical records upon request. We 
note the availability of our assistance in the member handbook and our provider manual. Our policies 
and member handbook also note that members are entitled to receive copies of their medical records at 
no cost. 


Forwarding Medical Records 
When members change Primary Care Providers (PCPs) and/or health plans, we require our contracted 
providers to forward their medical records (or copies) to the new PCP and/or health plan within 10 
business days of their request. We incorporate this requirement into the provider manual, and our 
Provider Relations team assists members who may need help with the transfer of their medical records. 


We currently have written policies and procedures for transferring and receiving members, including 
their medical records and other relevant information. This covers members transitioning from another 
health plan to Medicaid fee-for-service (FFS) and to Managed Care Organizations providing services 
to the FFS population. To maintain compliance with all confidentiality requirements, we obtain the 
member’s signature on the Member Authorization to Disclose Protected Health Information (PHI) 
form before releasing any information. When a member changes health plans or reverts to FFS while 
hospitalized, we notify the receiving health plan, provider, or the DHCFP Quality Improvement 
Organization as appropriate. Additional details are provided in our response to Section 3.5.8 of this 
RFP. 


Participation in HealtHIE Nevada  
We will financially participate in the HealtHIE Nevada statewide health information exchange and 
will work collaboratively with the DHCFP, HealtHIE Nevada, and our network providers to promote 
increased adoption to support more expansive use of HealtHIE data. We acknowledge that our 
participation level will be based upon all member lives covered under this Contract. We also 
acknowledge that Medicaid and Nevada Checkup members may not opt out of having their individually 
identifiable health information disclosed electronically, and we will update our policies and procedures 
and member materials to reflect this requirement. We will begin participation as of July 1, 2017. 


We also believe that in order for HealtHIE Nevada to be fully transformative, there must be widespread 
provider adoption of electronic health records coupled with participation in the health information 
exchange. Section 4.1.13.2 of our response details our plans to promote provider participation in 
HealtHIE Nevada and more expansive adoption of electronic health records and use of HealtHIE data.  
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3.9 QUALITY ASSURANCE STANDARDS 
Our health plan embraces quality assurance and improvement as a workplace culture, not simply as a 
separate function within the health plan. We identify and adopt Nevada’s local and community best 
practices and remain nimble in responding to changing market conditions. By continually directing 
our employees and resources toward achieving quality goals, we strive to improve our members’ 
health, access, quality of life, 
and satisfaction while 
delivering value to the 
DHCFP.  


Through our team-based 
approach to investing in 
quality, every employee is a 
quality advocate, and in every 
functional area of the 
organization quality is the 
number one priority. We 
address a broad spectrum of 
care and service concerns, 
including internal health plan 
education, outreach and 
incentives to members and 
providers, and educational 
services and materials. Moreover, our parent company shares this commitment to a culture of quality 
and has incorporated Quality as a new strategic pillar for our enterprise, joining Consumer Centricity, 
Provider Collaboration, and Total Cost of Care as the key drivers of our success. On a tactical level, 
our national Quality Management department supports all of our Medicaid affiliates with resources 
and sharing of best practices. Our Nevada health plan joins others in standing groups that are 
collaborating around high-priority topics like accreditation, Consumer Assessment of Healthcare 
Providers and Systems (CAHPS®), HEDIS®, maternity care, and behavioral health. 
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National Committee for Quality Assurance (NCQA) Accreditation Supports 
our Commitment to Quality 
We were the first Medicaid health plan in Nevada that achieved 
accreditation through the National Committee for Quality 
Assurance (NCQA). NCQA is the most widely recognized health 
plan accreditation program in the United States, with rigorous 
quality standards for managed care organizations. Our NCQA 
accreditation demonstrates our ability to comply with the most 
comprehensive evaluation in the industry, assessing our results 
on clinical performance and consumer experience. Our affiliate 
health plans serving Medicaid and Children’s Health Insurance 
Program (CHIP) populations in California, Florida, Georgia, 
Indiana, Kansas, Louisiana, Maryland, New Jersey, New York, 
Tennessee, Texas, Washington, West Virginia, and Wisconsin are fully accredited by NCQA. Our 
affiliates in Iowa and Kentucky are currently preparing for accreditation surveys. 


We leverage our parent company’s National Medicaid Division’s NCQA-accredited disease 
management programs, which address the most prevalent chronic conditions among our members, 
including asthma, coronary artery disease, chronic obstructive pulmonary disease, congestive heart 
failure, diabetes, HIV and AIDS, major depressive disorder, and schizophrenia. These programs help 
our members and their families self-manage their chronic conditions and complex needs. These 
programs were initially accredited in 2006 and have continuously maintained accreditation since.      
In 2012 and again in 2015, these disease management programs received a three-year NCQA renewal 
accreditation at the highest possible level — Disease Management Accreditation with Performance 
Reporting. NCQA awards this status to organizations that meet or exceed its accreditation standards 
and report results for a specified number of disease management performance measures. 


At the national level, our parent company is 
engaged in the multi-year process of pursuing 
additional accreditation from the NCQA as a 
Managed Behavioral Healthcare Organization 
(MBHO) to demonstrate that it follows evidence-
based practices for providing high-quality care, 
access, and member protections for behavioral 
health. MBHO accreditation reinforces our 
commitment to improving the behavioral health 
of Medicaid and Nevada Check Up members by 
emphasizing care coordination to reduce the 


fragmentation of services for members and promoting data exchange between health plans and 
behavioral health care organizations. Our ultimate parent is also pursuing the NCQA’s Multicultural 
Health Care Distinction, which is awarded to organizations that engage in efforts to improve culturally 
and linguistically appropriate services and reduce health care disparities. We expect to receive 
accreditation as an MBHO in the third quarter of 2017 and the Multicultural Health Care Distinction 
in the second quarter of 2017. 
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3.9.1 Overview 


 


We share Nevada’s goal of the managed care program as being a successful partnership between the 
DHCFP and health plans to provide high-quality care to our Nevada Medicaid and Nevada Check Up 
members (recipients), focusing on continuous quality improvement (CQI). Our health plan currently 
complies with accessibility and availability standards and will continue to work collaboratively with the 
DHCFP and Health Services Advisory Group (HSAG), Nevada’s External Quality Review 
Organization (EQRO), on quality monitoring and evaluation activities to meet the DHCFP 
requirements. Our health plan provides data requested by the DHCFP, beyond what is stipulated in 
this section, and will continue to participate in any additional EQRO activities as assigned and 
required by the DHCFP. 


Under the leadership of our locally based president and CEO Medicaid health plan, medical director, 
and director of Internal Quality Assurance Program (IQAP), our health plan’s IQAP includes specific 
actions to meet Nevada’s Quality Strategy goals and objectives. We routinely assess system 
performance through HEDIS® data, medical record reviews, and data analysis. We take action to 
implement targeted member engagement activities and member and provider incentives and equip our 
providers with tools to improve the quality and consistency of the services they provide to improve our 
members’ health. 


We designated our director of IQAP as the lead person to work with the DHCFP on IQAP activities, 
and she will continue to assume this responsibility under a future Contract. She is responsible for 
directing the day-to-day operations of the IQAP and facilitating the completion of performance 
improvement activities outlined in our IQAP Work Plan. She is also responsible for the overarching 
strategic vision to the tactical implementation of the quality program, including NCQA accreditation, 
HEDIS®, CAHPS survey, and performance improvement projects (PIPs). Our director of IQAP brings 
more than a decade of health care industry experience across multiple states to provide insight into the 
details of public sector health care and managed care. She has a Bachelor of Science in Nursing 
degree and is a registered nurse (BSN-RN). She is also a Certified Professional in Healthcare Quality 
(CPHQ) and holds a Master of Science in International Health Policy and Management degree. As the 


3.9.1 Overview 
 
The common goal of the managed care program is a successful partnership with quality health plans 
to provide care to the DHCFP recipients, while focusing on continuous quality improvement.  The 
current recipient population encompasses the FMC Medicaid eligibility category, Nevada Check 
Up/CHIP, and AO populations. Traditionally, the Medicaid population is a high-risk, high-volume user 
of health care services.   
 
The role of managed care is to ensure accessibility and availability to appropriate health care, provide 
for continuity of care, and provide quality care to enrolled recipients.  A major focus of managed care 
is health promotion and disease prevention. The aforementioned populations benefit from targeted 
preventive health care services, the quality and availability of which are monitored and evaluated by 
the DHCFP in conjunction with the DHCFP’s EQRO contractor.  The vendor is required to work 
collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation activities. 
The vendor will designate a lead person to work with the DHCFP on quality management. By virtue of 
the DHCFP’s contract with the EQRO and the federal regulations which set forth the State’s mandates 
for an EQRO, the vendor will be required to provide reporting data beyond that stipulated in this 
section and will participate in those additional EQRO activities as assigned and required by the 
DHCFP. 
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director of IQAP, she is leading our experienced Nevada IQAP team toward top tier performance in all 
metrics, including HEDIS® and CAHPS performance and NCQA accreditation. Through her 
leadership, our director of IQAP is incorporating all facets of her managed care experience into our 
IQAP and is guiding the adoption of innovative new programs to enhance quality such as Tictrac, a 
member engagement platform designed to drive health engagement, optimize utilization of health 
services, and improve health outcomes.  


We Partner with the DHCFP and HSAG to Improve Health Outcomes  
As a partner to the DHCFP, our health plan uses the HSAG hybrid methodology to improve health 
outcomes for our Nevada members through the diligent application of CQI strategies to our overall 


quality and performance improvement program. We built and 
implemented our Nevada IQAP to deliver quality care and services 
by establishing strong relationships with our Nevada providers and 
the DHCFP. We also leverage the experience and best practices of 
our affiliate health plans in other states with similar membership 
and demographics. 


We successfully completed all onsite review audits by HSAG with a 
97.3 percent score on our most recent audit for State Fiscal Year 
(SFY) 2014–2015. Our strong overall compliance score 
demonstrates our commitment to maintaining a robust 
organizational structure and resources to continually monitor and 
improve performance for access, timeliness, and quality of care 


provided to our members. We continuously strive to improve our performance on quality metrics, 
driven by a strong collaborative relationship with the DHCFP.  


We work collaboratively with the DHCFP and its EQRO, as well as our providers and members, to 
identify opportunities for quality gains and the needs of the Nevada population. We then apply highly 
structured processes to achieve targeted results through successive improvements. As an established 
MCO in Nevada, our current PIPs are well designed and have progressed well past baseline 
measurements. We are currently working closely with HSAG and the State to transition to a rapid cycle 
improvement (RCI) methodology for conducting PIPs. Using the new methodology enables us to 
promptly determine the success or failure of our 
interventions to support the State’s quality 
strategy. This new expedited process also allows 
us to make mid-course adjustments on an 
ongoing basis to help us quickly identify 
successful approaches that drive improvements. 
We are diligently working with the State and 
receiving technical assistance from HSAG to 
make sure each PIP project design includes the 
necessary framework to successfully transition to 
this new RCI approach for performance 
improvement.  
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As part of our follow-up to EQRO audits, we work with HSAG 
and the DHCFP to implement recommendations. For example, to 
address HSAG’s recommendations on Measurement Year (MY) 
2014 HEDIS® scores for childhood measures, our Pediatric 
Quality Workgroup carefully examined barriers driving our 
performance, specifically focusing on access to primary care 
measures. The team identified staffing levels as an opportunity 
for improvement, largely driven by the sharp increase in 
membership that occurred during 2014. Further review by the 
team uncovered other opportunities for improvement, also 
exacerbated by the large membership increase, including a long-standing issue of inaccurate member 
contact data and a lack of IT infrastructure across provider groups. As a result of the team’s findings, 
our health plan added temporary staff to assist with member outreach initiatives and evaluating the 
effectiveness of interventions. We also contracted with LexisNexis® to validate member contact 
information against their uniquely vast database, comprised of 2+ petabytes of unique data and 45 
billion public records. During the initial pilot, LexisNexis located 89 percent of sampled adult members 
by phone or address.  


Focusing on Health Promotion and Disease Prevention 
We fully support the emphasis that the DCFHP has placed on health promotion and disease 
management for Nevada Medicaid and Nevada Check Up members. We have extensive experience 
actively promoting preventive care through education, outreach, and technology solutions. We will 
continue to work collaboratively with the DHCFP and other partners to address lifestyle issues such as 


tobacco use and cessation options, healthy eating 
and active living, and to promote and help assure 
access to routine preventive screenings. Members 
receive health promotion outreach, including 
materials and well-care reminders, to help them 
seek out and access timely preventive care such 
as periodic checkups, screenings, and 
immunizations. To make sure the right groups 
receive the appropriate type and amount of 
information, our efforts range from providing 
general member education that builds health 
literacy (the ability to comprehend and apply 
information to address issues) and encourages 
members to take responsibility for their health 
status to offering high-touch solutions for 
targeted outreach and education for individual 
members. For example, we offer “meet-and-
greets” to new members in both English and 
Spanish.  
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Figure 3.9.1-1. Tictrac’s Dashboard Gives Members a “Snapshot” of His or 
Her Overall Health. 


All members and families have access to: 


 Our single, toll-free point of contact for all questions through our member services call center 


 Assistance with scheduling appointments 


 Communication and education regarding available services and community resources 


 Assistance developing self-management skills to effectively access and use services 


Our health promotion programs are reinforced through periodic outreach to members with identified 
gaps in care (such as missed checkup appointments). We developed an entire suite of programs 
dedicated to promoting member health and wellness, which are fully described in Section 3.4.5 Health 
Promotion and Education Programs. Within this suite are unique benefits, all designed to promote 
healthier outcomes and 
increase member and family 
self-management and 
adoption of healthy habits. 
For example, we are currently 
participating in a pilot for 
Tictrac to offer members who 
choose to participate in an 
innovative program designed 
to help our members manage 
their health. Tictrac is an 
online/mobile application that 
aggregates data about 
personal activities like 
exercising, sleeping, and 
eating from a user’s activity 
tracker, smartphone, other 
apps, or personal entries, as 
shown in Figure 3.9.1-1. The 
platform analyzes this data 
and delivers insights, such as 
how sleep impacted eating on 
a particular day, that make 
the user more aware of his or 
her habits. Once a member is 
aware of areas needing 
improvement, Tictrac offers 
several tools to help form and 
maintain healthy habits. 
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3.9.2 Quality Measurements 
 


3.9.2.1 HEDIS® Measures 


 


As an NCQA-accredited Medicaid health plan in Nevada, we report all audited HEDIS® measures to 
the DHCFP each year using the most current version of NCQA specifications. We will continue to 
report HEDIS® data and additional quality measures and fully cooperate with onsite reviews. We also 
have a dedicated quality analyst whose sole focus is looking at our data and coming up with solutions 
for improvement. 


HEDIS® Reporting 
The HEDIS® audit and report is based on the NCQA methodology for sampling HEDIS® data. We 
focus on compliance with all requirements set forth in the Quality Assessment and Performance 
Improvement Strategy (QAPIS) and our Contract as demonstrated by our compliancy report from the 
2014 HEDIS® audit (Nevada 2014–2015 EQRO Technical Report). We have effective policies and 
procedures in place for collecting, processing, and reporting our HEDIS® data, and we were found in 
full compliance with the HEDIS® 2014 technical specifications, consistent with our performance in 
prior years. To facilitate accurate programming and reporting, we use certified HEDIS® software for 
reporting HEDIS® rates. Additionally, our claims and encounter data systems use sophisticated 
scanning processes and advanced software to promote accurate data processing.  


We monitor compliance with HEDIS® specifications on an ongoing basis. As part of our membership 
in the NCQA’s HEDIS® Users Group (HUG), we have access to the most up-to-date information on 
HEDIS® specifications. Additionally, our national accreditation team collects and reviews NCQA 
clarifications, corrections, and policy updates, which are released by NCQA on a quarterly basis. 
During monthly accreditation meetings, the national accreditation team shares this information with 
our Nevada IQAP team, including any operational impact. Best practices are also shared during these 
meetings. Each August, NCQA publishes the new versions of its standards, which take effect the 
following July. We purchase access to the standards as soon as they are released, and our national 
accreditation team trains our IQAP and other health plan leadership on the new standards. On an 
ongoing basis, our internal accreditation consultants work with each health plan to promote 
compliance with current requirements and any upcoming changes, primarily through readiness 
reviews, gap analyses, and mock NCQA surveys. 


We lead and participate in clinical studies and uses HEDIS® rate data and other clinical indicator data 
to periodically and regularly assess the quality and appropriateness of care provided to our members. 
We systematically and objectively measure access to care, demand for services, and quality of care to 
improve member outcomes. This allows for near real-time enhancements to quality initiatives to drive 
CQI.  


3.9.2.1 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in Nevada’s Quality 
Strategy are to be reported for a calendar year, using the most current version of National Committee 
for Quality Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily 
correspond to the contract periods, but may overlap them. The DHCFP and/or the EQRO may 
conduct on-site review as needed to validate medical measures reported. The vendor must use 
audited data, and is responsible for ensuring all updates to the measure are reflected in the final, 
reported rates. The DHCFP reserves the right to require the vendor to conduct special focus studies 
and report on additional quality measures when requested. 
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We use HEDIS® performance measures to monitor and measure our clinical performance using 
standardized specifications for quality, access, and utilization.  


We incorporate HEDIS® data into our IQAP to: 


 Track and monitor performance and quality of care at the aggregate and individual provider and 
member level  


 Identify opportunities to improve quality outcomes and consistency of care across the service 
delivery system  


 Measure the successful implementation of interventions or corrective actions  


 Evaluate our effectiveness in meeting our IQAP goals  


We compare our performance measurement results to population-established minimum performance 
standards, NCQA percentiles, national benchmarks, our own performance goals, Pay for Performance 
standards, and goals specified by the DHCFP to improve clinical care and services. We also collect and 
regularly send relevant HEDIS® and HEDIS®-like data to providers. We share reports with providers 
comparing their rates both to national benchmarks (when these benchmarks are available) and their 
peers’ rates.  


Our Sophisticated Information Technology Systems Support HEDIS® Monitoring 
We use our robust quality infrastructure, including our Interactive Analytic Insights tool and HEDIS® 
Data Warehouse, to capture and evaluate data and monitor cost and utilization trends across our 
membership. Our health plan’s Interactive Analytic Insights tool (see Figure 3.9.2.1-1 for a 
screenshot) is a dynamic, responsive, and scalable tool that provides comprehensive information about 
health plan quality performance. The tool includes quality measure performance trended over time 
with performance benchmarks and comparable data from our affiliate health plans, as well as our 
competitors. The image provided is a statewide view of our service areas in Washoe and Clark counties, 
but vastly more geographic detail is available to our health plan staff by zooming in on particular 
areas. Our team can also select from a variety of HEDIS® measures and examine variables of interest 
to our health plan and the DHCFP such as member age, gender, and race/ethnicity. Further, we can 
contact provider groups associated with large numbers of members who appear to be missing 
recommended services to facilitate outreach.  
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The Interactive Analytic Insights platform and HEDIS® Data Warehouse enable us to quickly identify 
and address any negative quality trends. Using our HEDIS® Data Warehouse, the IQAP team monitors 
HEDIS® administrative results on a monthly basis compared to one year prior to determine if 
programs are showing effectiveness.   


Figure 3.9.2.1-1. Our Interactive Analytic Insights Tool Enables Us to Quickly and Thoroughly Understand Quality 
Trends 


 







 
   


 


3. SCOPE OF WORK 
3.9 QUALITY ASSURANCE STANDARDS 


Nevada Managed Care Organization RFP# 3260 Section 3.9 — Page 10 
 


3.9.2.2 State Quality Strategy Performance Measures 


 


As a current health plan serving both Nevada Medicaid and Nevada Check Up members, we fully 
support Nevada’s State Quality Strategy and will continue to report on all performance measures listed 
in the State Quality Strategy on an annual basis.  


Strong Track Record Reporting State Quality Strategy Performance 
Measures 
We report HEDIS® and other quality measures required by the DHCFP for our existing Nevada IQAP 
and are prepared to report on all measures according to contractual requirements. We maintain robust 
IQAP systems that facilitate reporting of our strong performance on quality measures, and submit all 
reports in a timely fashion to the DHCFP, according to contractual requirements. Since 2009, our 
health plan has submitted all data and studies (for example, PIPs) by the required due date, in an 
accurate and complete manner, as evidenced by Nevada’s External Quality Review Technical Reports.  


3.9.2.3 Pay for Performance 


 


We embrace the DHCFP’s new Pay for Performance (P4P) strategy and will comply with the State’s 
P4P methodology, as identified in RFP Attachment U.  


Paying for Value 
Nevada’s new P4P strategy builds on our health plan’s established quality improvement initiatives to 
further align incentives for members and providers to achieve program goals. Our health plan’s 
innovative incentive programs reward both members and providers for connecting members to the 
health care services they need to improve health outcomes while simultaneously reinforcing provider 
accountability and efficiency. Every year, our affiliates’ state 
partners across the country raise the stakes within P4P, 
expanding both the number of measures we are managing and 
the amount of money at risk. As an enterprise, we rise to this 
challenge and deliver solid performance on state priorities.  


We continuously collaborate with our affiliate health plans to 
identify and incorporate best practices that lead to these successes into our Nevada operations. Table 
3.9.2.3-1 summarizes best practices that we will leverage under the new Contract to meet P4P 
performance goals on HEDIS® measures outlined in RFP Attachment U. Please note that these quality 
initiatives also positively impact performance measures that are not included in RFP Attachment U. 


  


3.9.2.2 On an annual basis, MCO’s are required to report on all performance measures listed in the 
State Quality Strategy. 


3.9.2.3 Beginning in the third year of this contract period, on July 1 of each year, the vendor may be 
eligible for a bonus pool payment for each of the quality strategy identified, audited HEDIS measures  
(calculated from the preceding calendar year's data) for which significant improvement, based on the 
DHCFP methodology, identified in Attachment U ~ Pay for Performance (P4P),  has been 
demonstrated. 
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Table 3.9.2.3-1. Our Nevada Health Plan’s Best Practice Quality Initiatives Support Meeting the DHCFP’s Goals 
on P4P Measures 
Initiatives  Children and 


Adolescents Access 
to PCPs 
(12–24 Months, 
25 Months–6 
Years, 
12–19 Years) 


Childhood 
Immunization 
Status – Combo 10 
 


Comprehensive 
Diabetes Care – 
HbA1cTesting 
 


Frequency of 
Ongoing 
Prenatal 
Care 
(81–100% of 
visits) 


Clinic Days – We will partner with 
Primary Care Provider (PCP) offices to 
hold Clinic Days for providers to dedicate 
blocks of appointments to our members to 
close identified gaps in preventive care to 
improve member health outcomes while 
simultaneously impacting quality scores 


X X   


EPSDT Mailings – A mailing program of a 
member birthday card, EPSDT service 
reminders, and overdue services postcards 


X X   


Healthy Rewards – Rewards healthy 
behaviors by tying incentives to the 
completion of age- and gender-appropriate 
preventive care 


X X X X 


My Advocate – Provides maternal and 
newborn health education by interactive 
voice response, text messaging, or 
smartphone applications; messages arrive 
twice weekly during the prenatal phase, 
weekly during the postpartum period, and 
weekly for well-child messaging 


X X  X 


Obstetrician Quality Incentive Program 
(OBQIP) – Offers incentives to 
participating OB providers for achieving 
performance targets on specific measures 
important to our maternity member’s 
health and aligned with the DHCFP goals 


   X 


Prenatal Incentive Packet – Includes a full 
array of support tools and educational 
materials 


   X 


Provider Quality Incentive Program 
(PQIP) – Provides incentives for select 
PCP practices using a system of HEDIS®-
like quality indicators and shared-savings 
principles  


X  X X 


School-based Clinics – Through a 
Memorandum of Understanding with the 
Clark County School District, our health 
plan brings providers into the schools and 
conducts general health, dental, and vision 
screenings and administers missing 
immunizations 


 X   


Text4Kids – Delivers health tips and 
reminders for parents on topics such as 
oral health, nutrition, and physical activity 


X X   


Tictrac – A member engagement platform 
designed to drive health engagement, 
optimize utilization of health services, and 
improve health outcomes (see Figure 
3.9.2.3-1 for a screenshot) 


  X  
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Our innovative provider and member incentive programs will drive our P4P performance, serving as 
downstream rewards to providers and members as we meet the DHCFP’s quality goals.  


Our Innovative Healthy Rewards Program Will Help Meet P4P Goals 
To foster improvement of members’ health outcomes and to meet P4P goals, our health plan will 
implement the Healthy Rewards Program, a comprehensive program designed to engage and 
incentivize members to complete preventive 
services and screenings and manage their 
chronic conditions. The program will promote 
overall member responsibility and participation 
in health care decisions by rewarding healthy 
behaviors and completion of age- and gender-
appropriate preventive care. We will focus our 
incentives on health care activities that will have 
the biggest impact on members’ overall health 
and well-being and align with performance 
measures identified in RFP Attachment U. We 
plan to reward activities that can be confirmed through our care coordination information, claims 
data, and/or medical records. Table 3.9.2.3-2 describes targets for member incentives. The final 
program design will be proposed prior to implementation of this Contract. 


Table 3.9.2.3-2. Healthy Rewards Incentivize Members to Engage in Preventive Care 
P4P Measure Associated Member Incentive 


Children and Adolescents Access to PCPs (12–24 months) 
Children and Adolescents Access to PCPs (25 months–6 years) 
Children and Adolescents Access to PCPs (12–19 years) 
Childhood Immunization Status — Combo 10 


Payment for primary care visit, once annually 


Comprehensive Diabetes Care — HbA1cTesting 
Payment for completion of HbA1c test, once annually 
for members with diabetes 


Frequency of Ongoing Prenatal Care (81–100% of visits) 
Payment for completion of first prenatal visits and an 
additional payment for completion of six ongoing 
prenatal care visits  


 


As part of the Healthy Rewards Program, members will receive gift cards that can be redeemed in a 
closed network of retail locations in Nevada, including Walmart, Dollar General, Family Dollar, and 
Rite Aid. To promote members’ health and well-being, incentive cards may only be redeemed for a list 
of approved products such as personal care items, healthy foods, and household goods. Redemption for 
cash, alcohol, tobacco or e-cigarette products, lottery tickets, or firearms will be prohibited and their 
purchase declined at the point of sale.  
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3.9.2.4 Pregnancy 


 


Our health plan understands that good prenatal care sets the stage for a lifetime of wellness for moms 
and babies. We will continue to take affirmative steps to make sure that eligible pregnant members, 
including high-risk members, receive quality prenatal care. In our efforts to maximize access to 
prenatal care, we do not require prior authorization for pregnancy-related services. 


We Facilitate Access to High-Quality Prenatal Care 
Our goal is to make sure that every eligible pregnant member has access to and receives timely, 
appropriate, and high-quality prenatal care. Through monitoring of geographical and appointment 
access data and key prenatal HEDIS® measures, 
we continually assess and reassess our pregnant 
members’ access to prenatal services. Our health 
plan reports HEDIS® measures to the DHCFP in 
accordance with contractual requirements. 
Improvement of our HEDIS® rates indicates that 
initiatives implemented in 2014, including 
provider education and incentives, are working. 
Both of our MY 2015 prenatal care HEDIS® 
measure rates improved from 2014; timeliness by 
5.64 percent and frequency by 4.11 percent. We 
continue to look for new and innovative ways to 
drive further improvements in meeting HEDIS® 
measurement goals for prenatal care.  


We are adept at responding to new challenges that our pregnant members face. For example, in 
response to growing concerns about the Zika virus, we recently developed an informative member flier, 
a provider notification, and an “on hold” message explaining the Zika virus and prevention. 


  


3.9.2.4 Pregnancy 
 


A.  Standard 
 


1. The vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are 
provided with quality prenatal care.  Quality prenatal care provides for increased access to 
prenatal services, and ensures necessary monitoring of high-risk pregnancies to obtain 
healthy birth outcomes. 


2. The vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice and the MSM. 
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Early Identification of Pregnant Members Promotes Access to Prenatal Care 
We believe that early identification of members who are pregnant 
is an essential element of being able to impact positive pregnancy 
and birth outcomes. As a result, we established processes and 
systems that support early identification of members who are 
pregnant.  


 Our network providers develop relationships with their 
members and frequently engage in preconception discussions. 
Regular interactions with the provider help support our goals 
for early pregnancy identification and start of pre-natal care. 
Our providers are required to submit notification of pregnancy 
upon the member’s first prenatal visit through our Provider 
Services Call Center. If the member’s PCP, OB provider, case 
manager, or other health care professional identifies a high-
risk factor, they refer her to our OB case management 
program. 


 New member outreach, including the Member Handbook, 
welcome calls, and the Health Needs Assessment Screening, 
contains targeted questions to help identify women who may 
be pregnant. We educate them on the importance of notifying 
the health plan and choosing an OB, if they haven’t already, 
to engage them in the health care that supports their own health and that of their baby. Members 
have twenty-four-hour-a-day, seven-day-a-week (24/7) access to our member services and nurse 
advice line teams to notify us if they suspect or have confirmed a pregnancy. 


 We also may identify members who are pregnant through the use of data mining and predictive 
modeling tools (analyzing, for example, claims data) or through ongoing monitoring of enrollment 
files or hospital census reports. We may also receive referrals from providers, members, or family 
members. 


 As a Value Added Service, members can receive no cost pregnancy tests to confirm pregnancy and 
initiate prenatal services and supports earlier in the pregnancy. 


Quality Initiatives Improve Access to Prenatal Care 
Through our holistic focus on maternity care, we apply a CQI team approach. To remind members 
about the importance of timely prenatal visits, we offer the Text4Baby application as an educational 


tool. My Advocate provides maternal and newborn health 
education by interactive voice response, text messaging, or 
smartphone applications. Messages arrive twice weekly during the 
prenatal phase and weekly during the postpartum period. We 
encourage childbirth classes provided free to Medicaid members 
through the hospitals or provider practices to supply additional 
support and education for our pregnant members. In addition, all 
our prenatal members are part of our maternal-child health 
program, which provides targeted support and outreach to 
pregnant women during the prenatal and postpartum period.  
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OB case managers make outreach calls to members identified as high-risk. OB case managers provide 
assistance to these high-risk members and work with their provider offices to coordinate care. We 
include those members with previous pre-term deliveries, pregnancy-induced hypertension, gestational 
diabetes, placenta previa, multiple gestations, and other high-risk conditions in OB case management 
services. We also provide medically appropriate in-home monitoring of members requiring bed rest or 
limited activity.  


Connecting members with high-quality postpartum care is also a part of our comprehensive strategy 
for maternal and child health. Postpartum visits are important for many reasons, among them: 
breastfeeding counseling, education about child development/EPSDT, and dialogue about ongoing 
family planning needs.  


OBQIP Rewards High-performing OB Providers 
OBQIP offers incentives to participating OB providers for providing increased access and improved 
quality of care and outcomes to our maternity members throughout all phases of their pregnancy. OB 
providers receive incentive payments for achieving performance targets on specific measures important 
to our maternity member’s health and aligned with the DHCFP goals such as first prenatal care visit 
timeliness, postpartum visit rate, prenatal substance abuse disorder screening rate, preterm birth rate, 
low birthweight rate, and overall C-section rate. OBQIP participating providers may earn enhanced 
reimbursement in the form of an annual bonus in addition to their underlying reimbursement. We 
currently have 10 OB provider groups with approximately 3,100 attributed maternity members 
participating in our OBQIP program in Nevada.  


We are preparing to launch our Healthy Rewards program in Nevada, whereby pregnant members will 
be eligible to earn five financial incentives for receiving confirmed appropriate pregnancy-related care.  
As described in Section 3.9.2.3 Pay for Performance, the incentives will include gift cards that can be 
redeemed in a closed network of retail locations in Nevada. 


• First Prenatal Care Visit 


• Ongoing Prenatal Care Visits (6) 


• Postpartum Visit 


• Well Baby Two-week Visit 


• Well Baby – Six Visits within First 15 Months 


We Monitor Our Members for High-Risk Indicators 
We monitor our members throughout their pregnancies to proactively identify possible level of risk for 
having an infant admitted to the Neonatal Intensive Care Unit (NICU). Using predictive modeling 
tools, we identify high-risk members and prioritize them for outreach and inclusion into our High-risk 
OB Program. Additionally, we target care management services, inclusive of reproductive health 
education, for reproductive-aged women with a history of prior poor birth outcomes, including those 
with pre-term deliveries at less than 37 weeks. High-risk mothers are supported by our Nevada-based, 
dedicated care management team consisting of an OB case manager for each member, with support of 
our pharmacists, registered dietitians, social workers, exercise physiologists, and medical directors. 
Our case managers manage the entire member, taking into consideration all of the member’s health 
care needs in addition to the pregnancy. This one-on-one relationship with a primary OB nurse case 
manager is integral to achieving the behavior change critical in maternity management. 
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Prior Authorization Policies and Procedures 
We do not require prior authorization for pregnancy-related services. 


3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health 
Assessments/EPSDT/Healthy Kids 


 


As a Nevada-based health plan, we understand the unique needs of the Nevada children we serve and 
share the DHCFP’s commitment to promoting healthy development and disease prevention accordance 
with the Bright Futures guidelines. We have taken affirmative steps to achieve an EPSDT participation 
rate greater than the national average. When requested, we participate in desk and onsite reviews by 
the DHCFP and HSAG. Our internal quality assurance of the EPSDT program includes monitoring 
and evaluation of referrals resulting from EPSDT screenings. We also submit the CMS 416 EPSDT 
Participation Report to the DHCFP on a quarterly and annual basis and have never been required to 
submit a Plan of Correction (POC) as a result of EPSDT performance. 


  


3.9.2.5 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 
 


A.  Standard 
 


1. The vendor shall take affirmative steps to achieve at least a participation rate greater than or 
equal to the national average for EPSDT screenings.  Well Child Care promotes healthy 
development and disease prevention in addition to possible early discovery of disease and 
appropriate treatment.  


 
2. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to include, 


but not be limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, 
language in primary care provider contracts, and the process for notification of recipients.  
Vendor internal quality assurance of the EPSDT program shall include monitoring and 
evaluation of the referrals that are the result of an EPSDT screening.  


 
B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for 


each quarter of the federal fiscal year (FFY), October 1st through September 30th.  The vendor 
is required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the 
FFY reporting period concludes.  The vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year.  The vendor is required to complete all line 
items of the CMS 416 Report and submit separate reports for the NCU, FMC, and CHIP 
Medicaid expansion. 


 
1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate not 


less than the Quality Improvement System for Managed Care (QISMIC) improvement 
measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may require the 
vendor to submit a Plan of Correction (POC) to the DHCFP.  
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EPSDT Participation Rate 
We coordinated and paid for EPSDT services in accordance with the Medicaid Services Manual 
(MSM) rules and federal requirements since entering the Nevada Medicaid market and established 


strategies for tracking, promoting, and reporting timely screenings 
for eligible members. We invest in our IQAP team responsible for 
overseeing our EPSDT program. As a result of the large increase 
in membership that occurred during 2014, we added temporary 
staff to support member outreach and facilitate their connections 
to PCPs for preventive care. Our continued collaboration with the 
DHCFP on PIPs and other quality initiatives will drive gains in 
EPSDT screening rates. 


We educate our members, parents and guardians, providers, and 
the community about EPSDT services and monitor access. Since 
more than 56 percent of our members are under the age of 20, our 
EPSDT strategy is vital to promoting improved health outcomes. 
As part of our overall IQAP, we assess potential barriers to 
children receiving EPSDT services, pilot new interventions, 
measure the impact of those interventions, and refine our 
strategies to achieve the DHCFP’s quality goals. We will also 
adapt relevant strategies from our affiliate health plans that have 
boosted EPSDT and Well Baby/Well Child screening results in 
other states. Table 3.9.2.5-1 summarizes interventions we will use 
to continue to achieve strong EPSDT participation rate 


performance. Section 3.4.4.3 includes a comprehensive description of our approach to making sure 
that our Nevada Medicaid and Nevada Check Up members receive required EPSDT services.  


Table 3.9.2.5-1. Interventions are Designed to Improve Our EPSDT Participation Rate 
Interventions Description 


Clinic Days   
We will partner with PCP offices to hold Clinic Days for providers to dedicate blocks of appointments 
to our members, helping to close identified EPSDT gaps to improve member health outcomes while 
simultaneously impacting quality scores 


EPSDT Mailings  A mailing program of member birthday card EPSDT service reminders and overdue services postcards 


EPSDT Provider 
Toolkit 


Available to all providers through our provider website, the toolkit includes an overview of EPSDT 
requirements, a quick reference guide, a list of preventive care resources, training on the appropriate 
use of modifiers for EPSDT services, and EPSDT assessment summaries for all age groups 


Healthy Rewards  
Rewards healthy behaviors by tying incentives to the completion of age- and gender-appropriate 
preventive care in accordance with EPSDT requirements 


Integrated Member 
Dashboard 


Through the provider website, PCP practice staff can access our provider-facing Integrated Member 
Dashboard tool, which alerts practice staff to any upcoming or overdue screenings, including EPSDT, 
so they can address them when a member is in the office and educate families about the importance of 
preventive care 


Provider Quality 
Incentive Program 
(PQIP) 


Provides incentives for select PCP practices using a system of HEDIS®-like quality indicators and 
shared-savings principles, encouraging provider adherence to EPSDT guidelines 


School-based 
Clinics  


Through a Memorandum of Understanding with the Clark County School District, we bring providers 
into the schools and conducts general health, dental, and vision screenings and administers missing 
immunizations  


Text4Kids  
Delivers health tips and reminders for parents on EPSDT-related topics such as oral health, nutrition, 
and physical activity 
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Interventions Description 


Tictrac 
A member engagement platform designed to drive health engagement, optimize utilization of health 
services, and improve health outcomes 


 


Our EPSDT Datamart Supports EPSDT Monitoring 
Our advanced EPSDT Datamart, part of our overall HEDIS® Data Warehouse, captures, stores, and 
analyzes internal and external data to monitor each member’s compliance with Bright Futures 
guidelines and track EPSDT screenings, diagnoses, and treatments. In addition to claims and 
authorizations, our EPSDT Datamart incorporates data from many available sources, including the 
DHCFP and its agents, Nevada’s Statewide Immunization Information System (WebIZ), pharmacy, 
lab vendors, medical record reviews, member assessments, and member care plans. This allows us to 
routinely run reports that identify members for outreach who have due or overdue EPSDT screenings 
or who require follow-up treatment services as a result of an abnormal screening. We also send these 
reports to providers to facilitate appointment scheduling for these services. 


Each month and as needed, our IQAP department generates reports that identify EPSDT service gaps 
and opportunities for member and/or provider outreach. These reports identify members who have not 
had their screenings completed within the first three months of enrollment, are due or overdue for 
specific services, or have screenings resulting in abnormal findings. The reports generate actionable 
information that enables us to quickly assess the need for follow-up or case management interventions.  


These reports are reviewed regularly by IQAP employees, with follow‐up actions taken as appropriate:  


 Pre-service Reports show members who are due for EPSDT services 90 days prior to the due date. 
These reports are sent to providers and are also used internally for outreach. 


 Concurrent Reports display all services, both retrospectively and prospectively, required by an 
individual member. These reports also include compliance information for overdue services such as 
the number of mailed reminders or attempted phone calls.  


 Retrospective Reports show members who are overdue for EPSDT services. These reports are used 
to send notices to members and providers and are also used internally for outreach. 


 Abnormal Findings Reports list members with abnormal findings identified from an EPSDT 
screening visit. Most importantly, this data enables us to monitor that members receive follow-up 
treatment for any abnormal findings. As described in more detail below, our EPSDT Outreach 
Specialists contact members who do not obtain the indicated follow-up diagnostic or treatment 
services.  


 Ad Hoc Reporting lets us run a variety of ad hoc reports based on specific data query parameters. 
For example, we can run reports on EPSDT compliance for a certain age group or geographic area 
to identify any trends in screening rates. 


The EPSDT Datamart relies on claims data, and we regularly train providers on proper coding to boost 
data integrity. By leveraging all of these data sources, we can identify EPSDT services that may have 
been delivered prior to enrollment with our health plan or delivered through public health 
departments. 


Demonstrated High Performance on Desk and Onsite Reviews 
We have successfully completed all onsite review audits by HSAG, with a 97.3 percent score on our 
most recent audit for SFY 2014–2015. We will continue to comply with desk and/or onsite reviews 
related to EPSDT performance under this Contract. 
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Monitoring Referrals Resulting from EPSDT Screenings 
On a quarterly basis, we review EPSDT reports to make sure PCPs are submitting the appropriate 
modifiers on EPSDT claims indicating whether or not appropriate referrals for additional services 
were made and suggested to the member. IQAP and provider relations staff review and analyze outlier 
trends of referrals (very low or very high volume) to initiate outreach and education to providers. Our 
IQAP staff members also routinely conduct routine member chart reviews for documentation of 
referral for additional services as well as documentation of the results of the referral. 


CMS 416 EPSDT Participation Report 
As an incumbent health plan, we currently submit the CMS 416 EPSDT Participation Report to the 
DHCFP on a quarterly and annual basis, with separate reports for different populations. For our most 
recent submission (Q1 2016), our Nevada Check Up members had a participant ratio of 92.14 percent. 
We have never required a Plan of Correction for EPSDT contractual requirements.  
 


3.9.2.6 Immunizations  


 


In accordance with the DHCFP requirements, we will continue to make sure that our Nevada 
Medicaid and Nevada Check Up members receive age-appropriate immunization according to the 
current Advisory Committee on Immunization Practices (ACIP) schedule by deploying effective 
interventions proven to improve immunization compliance.  


Promoting Age-appropriate Immunizations 
Our strategy for promoting age-appropriate immunizations aligns with our EPSDT strategy. We 
promote optimal immunization rates for our members in accordance with the ACIP guidelines, and we 
have deployed a multifaceted approach that incorporates PCPs, school-based clinics, community-based 
immunization drives, and other initiatives that foster timely receipt of age-appropriate vaccines for our 
members. 


We enhanced our interventions to include more events for our Nevada Medicaid and Nevada Check Up 
members in areas of highly concentrated populations. We either directly participate in the event or 
fund events coordinated by other community organizations. Examples include:  


 Baby Shower Events in malls 


 Reminder letters to parents of 1–2 year olds 


 Annual EPSDT birthday cards 


 Quarterly automated preventive services calls 


 Immunization fliers with member communications 


 Phone calls to members and fliers mailed  to members in 
selected ZIP codes 


 Back-to-School events (backpacks with school supplies) 


 Summer night programs and immunizations 


 Annual National Immunization Week 


3.9.2.6 Immunizations 
 


A.  Standard 
The vendor shall ensure Age appropriate immunizations (according to current Advisory Committee 
on Immunization Practices (ACIP) schedule). 
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We also offer several resources to providers to make sure they understand ACIP guidelines and are 
delivering immunizations according to the established schedule. Figure 3.9.2.6-1 provides an example 
of an immunization guide we make available to all providers through our provider website. As a result 
of these coordinated efforts, we have achieved gains in our related HEDIS® scores between MY 2013 
and MY 2015, including the scores outlined in Table 3.9.2.6-1. We improved consistently across all 
twelve immunization measures presented, including five instances of a double-digit increase. 


Figure 3.9.2.6-1. A User-friendly Timetable for Immunizations Supports Provider Compliance with the ACIP 
Guidelines 


 


 


Table 3.9.2.6-1. Our Improvement On Immunization HEDIS® Measures Demonstrates the Effectiveness of Our 
IQAP Interventions 


HEDIS® Measures of Immunization MY 2015 Two–year Performance 
Gain 


Childhood Immunization Status (Combination 2) 73.15% +11.81% 


Childhood Immunization Status (Combination 3) 66.67% +11.35% 
Childhood Immunization Status (Combination 4) 65.28% +10.65% 
Childhood Immunization Status (Combination 5) 57.18% +11.81% 


Childhood Immunization Status (Combination 6) 32.41% +2.55% 
Childhood Immunization Status (Combination 7) 56.48% +11.57% 


Childhood Immunization Status (Combination 8) 32.41% +2.78% 
Childhood Immunization Status (Combination 9) 29.63% +3.70% 
Childhood Immunization Status (Combination 10) 29.63% +3.94% 


Immunizations for Adolescents (Combo 1) 71.93% +0.53% 
Immunizations for Adolescents (Meningitis) 73.32% +0.44% 


Immunizations for Adolescents (Tdap/TD) 86.08% +0.53% 
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Supporting Vaccines for Children 
We currently require our network providers to enroll in the Vaccines for Children Program, cooperate 
with the Nevada State Health Division, and participate in the Immunization Registry, WebIZ. We also 
collaborate with WebIZ to make sure that member information is correct in the database. We include 
these requirements in the provider manual, which is incorporated by reference as part of the provider 
agreement. We also currently reimburse Washoe County and Clark County Health Departments for 
the administration of vaccines when immunizations are provided to our members. 


3.9.2.7 Mental Health  


 


We take affirmative steps to make sure that 
covered medically necessary mental health, 
substance abuse, and mental health 
rehabilitative services are provided to enrolled 
members. As evidence of our commitment to 
mental health being an integral part of holistic 
health care, our model of care is built on 
comprehensive, multidisciplinary coordination to 
support a holistic, integrated approach to 
providing supports and services to members with 
co-occurring physical and behavioral health 
conditions. Our integrated approach is 
particularly effective in improving health 
outcomes for individuals with complex or 
comorbid behavioral and physical health 


conditions, including populations not currently covered under managed care such as individuals with 
intellectual and developmental disabilities.  


Provision of Covered Medically Necessary Behavioral Health Services  
We oversee the delivery of all covered medically necessary behavioral health services through our 
robust provider network described in detail in Section 3.7 Network. We accomplish this by going 
beyond minimum network access standards to seek out behavioral health providers who bring high 
quality, comprehensive, and specialized services to our members when and where they need it the most.  


3.9.2.7 Mental Health 
 


A.  Standard 
 
The vendor shall take affirmative steps to ensure that covered medically necessary mental health, 
substance abuse and mental health rehabilitative services are provided to enrolled recipients as 
required in this RFP.  Mental health is an integral part of holistic health care.   
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Our Local, Integrated Approach to 
Behavioral Health 
We administer and coordinate all behavioral 
health functions locally, in Nevada, as a core 
part of our organization, using unified reporting 
structures. Our behavioral health functions are 
not managed by a separate business unit or by a 
subcontractor. Our care management model 
emphasizes the integration of physical and 
behavioral health care services by using mixed 
assessments and care planning processes that 
address the needs of the whole member and 
support coordination of services and supports 
members need, making sure that services are 
coordinated and all conditions are addressed in 
tandem. We recognize that many members with 
behavioral health conditions may also have 
physical health care needs, as well as members with physical health conditions who may have 
behavioral health care needs. By integrating our care management model, including co-location of our 
care coordination team with physical health and behavioral health clinicians in Nevada, we seek to 
reduce gaps in care, end occurrences of inappropriate care, and effectively control costs.  


All members receive the level of support they require through interactions with our care coordination 
and outreach staff. For population-based interactions, we work with members to identify their specific 
needs, both behavioral health- and physical health-related, and facilitate integrated connections with 
their PCP, behavioral health providers, and community supports. Our case managers with physical, 
behavioral, and maternal/child expertise work directly with members engaged in case management to 
address their health care conditions, identify their specific needs, and facilitate integrated connections 
in their community that address social supports, employment, and housing and homelessness. Through 
health needs screening, continuous case finding process, direct referrals, and predictive modeling, we 
identify members who may benefit from any of our care coordination programs, including our disease 
management programs targeting behavioral health and substance use disorder (SUD) treatment needs.  
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While we rely on specific strategies to help 
identify members in need, we employ a “no 
wrong door” policy for referral, encouraging and 
accepting referrals of members in need of case 
management at any time from any source. 
Members with bipolar disorder, depression, 
schizophrenia, and SUD conditions receive 
disease management interventions and are 
enrolled in case management as appropriate. Our 
SUD program uses designated case managers, 
called recovery coaches, to focus solely on our 
members with SUD issues, especially those with 
high utilization of detoxification services and 
admission/readmission to inpatient settings.  


Engaging PCPs in Behavioral Health 
Care 
We also work to improve PCP participation in 
screening and identification of behavioral health 
conditions to provide opportunities for early 
intervention with at-risk members. As part of our 
overall commitment to promoting and supporting 
the integration of behavioral health and general 
medical care, we reimburse PCPs for a wide 
array of behavioral health services provided in 
PCP sites. We allow reimbursement of more than 
40 procedure codes used in PCP sites by primary 
care practitioners related to behavioral health 
treatment.  


We work closely with PCPs to share evidence-
based practices, such as screening tools, that will 
enable them to assess their members’ needs and provide targeted treatment or referrals. Through our 
website, we offer providers tools and training to complete screening, brief intervention, and referrals to 
treatment (SBIRT) processes. We reimburse PCPs for SBIRT services as permitted by Nevada 
Medicaid. In our provider agreements and manual, we include screening requirements and 
information on referring a member to a behavioral health provider and review this information during 
provider orientations. Our PCPs can access online training on screening tools and receive onsite 
technical assistance from provider services staff. Through provider newsletters, bulletins, and alerts, 
we also educate providers on screening for behavioral health conditions. PC-INSITE, described in 
Table 3.9.2.7-1, is an important strategy for integrating behavioral health and primary care. 
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Leveraging Behavioral Health Best Practices 
We understand how important it is that our Nevada Medicaid and Nevada Check Up populations 
receive medically necessary mental health, substance abuse, and mental health rehabilitative services. 
A complete description of our behavioral health initiatives is available in Section 3.4.13 Mental Health 
Services; we highlight best practices that support improved behavioral health outcomes in Table 
3.9.2.7-1. 


Table 3.9.2.7-1. Our Behavioral Health Interventions Support Improved Behavioral Health Outcomes 
Intervention Description 
Community Resource Link As a new Value Added Service to our members, this easy -to-use online tool will help 


members locate and display all available local community-based programs, benefits, and 
services, including Medicaid and non-Medicaid services. Community Resource Link 
promotes increased personal responsibility and self-management, in addition to 
supporting member self-referral, by providing accessible information about locally 
available providers, supplemental supports, and services of which they otherwise may 
not be aware.  


Healthy Rewards  As part of our Healthy Rewards program, we will incentivize members for completing 
the requirements for Antidepressant Medications Management (AMM) and Follow-Up 
Care for Children Prescribed ADHD Medication (ADD). Members will be eligible to 
earn a $15 financial incentive each year for each measure: 
 AMM Acute Phase — remained on an antidepressant medication for at least 84 days 


(12 weeks) 
 AMM Continuation Phase — remained on an antidepressant medication for at least 


180 days (6 months) 
 ADD Initiation Phase — members (6–12 years old) diagnosed with ADHD who had 


one follow-up visit with a practitioner with prescribing authority, within 30 days of 
their first prescription of ADHD medication  
 ADD Continuation and Maintenance Phase — members (6–12 years old) diagnosed 


with ADHD who had a prescription for ADHD medication, remained on the 
medication for at least 210 days, and had at least two follow-up visits with a 
practitioner in the nine months subsequent to the Initiation Phase 


Telehealth Service As part of our suite of Value Added Services, we currently offer our members access to 
web‐based physician and behavioral health consultations through our telehealth service 
provider. Our telehealth service offers a secure website that allows members to receive a 
live audio/video telemedicine consultation with a Nevada-licensed, board-certified, 
Medicaid-enrolled physician or behavioral health clinician who can diagnose, make 
treatment recommendations, and within the scope of their licensure prescribe 
medications when necessary for clinically appropriate conditions, including cough, 
cold, fever, and flu. Members are able to access our telehealth service through a video-
enabled computer, tablet, or smart phone via a secure Internet connection or an app on 
their mobile device, enhancing their access to health care services and providing 
alternatives to the emergency room.  


PC-INSITE Through PC-INSITE, we provide training and support bringing the expertise of 
behavioral health coaches and supporting psychiatrists into PCP offices to improve the 
detection, diagnosis, and treatment of behavioral health conditions. This program 
supports PCPs in their roles as de facto behavioral health providers by targeting 
members with complaints such as headaches, nausea, and unexplained pains often 
unrecognized as symptoms of underlying behavioral health conditions. 


Text-based Peer Support 
Services 


As a new Value Added Service, we will provide free text-based, qualified, peer-led crisis 
support. Text-based peer supports have proven to be an easily accessible, effective 
resource in helping individuals with daily self-management, social and emotional 
support, linkages to community resources, and ongoing support over time. Texters can 
engage in a collaborative dialogue with clinicians to establish rapport and determine 
service needs, including needs exploration, suicide risk assessment, mental health 
symptoms, drug and alcohol use screening, social support/coping, and demographics. 
Our qualified mental health professionals will provide counseling and crisis 
intervention as needed. 
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Intervention Description 
Transitional Care Program Through this program, Innovative Healthcare Delivery (IHD) navigational 


specialists assist members in transitioning from the hospital to an outpatient setting for 
up to 30 days after discharge. IHD’s staff of navigational specialists includes non-
clinical health care professionals with extensive backgrounds from a variety of fields 
across the care continuum such as social workers, health coaches, and medical office 
administrators. IHD navigational specialists are assigned half of the typical caseload 
that case managers are traditionally assigned, which allows a highly customized, high-
touch experience for the member. 


WELL CARE Services We have partnered with WELL CARE Services to offer tailored integrated health care 
services at their new facility in Las Vegas to members with chronic health problems. 
Services are available to adults and include onsite face-to-face primary care and 
telehealth exams, housing coordination, and transportation to community resources and 
social services, as well as therapy for mental illness and medication management. Each 
facility is staffed by a PCP, psychiatrist, and case managers who provide intensive 
hands-on support to make sure that members get access to the appropriate level of care 
and community services to support their recovery and ultimately improve their health. 
Through this partnership, field case managers will also work with behavioral health 
hospitals in Clark County to help members find the right medical help at this new 
facility and two other facilities in Las Vegas.  


 


3.9.3 Plan of Correction (POC) Procedure 
 


3.9.3.1 Elements of Corrective Action Plans 


 


Our Quality Management team follows the DHCFP-approved policies and procedures to determine 
that a plan of correction is needed and to implement an action plan as appropriate. Our policies and 
procedures, which we update and submit to the DHCFP annually, specify all required plan of 
correction elements identified in 3.9.3.1 and  required by the DHCFP. Our policies and procedures 
also include the following:  


 Process for determining when a corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding quality problems 


 Method for modifying the corrective action, if improvements are not observed 


 Procedures for terminating affiliation with a provider or subcontractor, if necessary 


We have transparent and robust processes in place that if a Plan of Correction (POC) is needed, we 
quickly take action and fully resolve noted shortcomings. We promptly describe how the noted 
deficiency will be corrected, identify the responsible person(s) for the correction, and provide a timeline 
for completion. We track progress through our Internal Quality Assurance Program (IQAP) workplan, 


3.9.3.1 The POC should identify improvements and/or enhancements of existing outreach, education 
and case management activities, which will assist the vendor to improve the quality rates/scores. A 
POC must include, but may not be limited to, the following:  


 
A.  Specific problem(s) which require corrective action; 
B.  The type(s) of corrective action to be taken for improvement;  
C.  The goals of the corrective action;  
D.  The time-table for action;  
E.  The identified changes in processes, structure, internal/external education;  
F.  The type of follow-up monitoring, evaluation and improvement; and 
G.  The vendor staff person(s) responsible for implementing and monitoring the POC. 
H.  The POC should also identify improvements and enhancements of existing outreach, and case 


management activities, if applicable. 
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make reports available to the Quality Assurance Committee (QAC), and include outcomes in the IQAP 
evaluation. 


Once our IQAP implements a POC, the QAC monitors and evaluates the improvements. The QAC 
continues to monitor study results, and individual cases are reviewed periodically to ensure that 
improvements have been effective.  


3.9.3.2 Issuance and Follow-Up of Corrective Action Plans 


 


We value our relationship with the State, and our shared commitment to the care of our members, and 
will continue to work hard to address all deficiencies as they are identified, without resulting in POCs 
or further sanctions. During our tenure in Nevada, all instances of a POC that were requested by the 
State were accepted and satisfactorily resolved in accordance with the DHCFP’s required processes. 


We recognize that the State may identify concerns or problems that would require us as a vendor to 
submit a POC. We will comply with the requirement to submit the POC within 30 days. We understand 
the State evaluates whether the POC satisfactorily addresses the deficiencies; if not, it could issue a 
second directive. We affirm our understanding that continuing failure to address the deficiencies could 
result in further action.   


3.9.3.3 Sanctions  


 


We value the opportunity to provide important health services for members enrolled in our health plan 
and will continue to devote the utmost diligence to providing medically necessary health care benefits 
and services, avoiding the need for any administrative sanctions or liquidated damages assessed by the 
State. We have never had an administrative sanction during our tenure in Nevada.  


We understand that non-compliance with the provision of covered medically necessary benefits and 
services for our members could result in administrative sanctions and liquidated damages, under the 
terms of this RFP and Contract.  


 


3.9.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date 
of notification by the DHCFP to submit a POC, as specified.  The vendor’s POC will be evaluated by 
the DHCFP to determine whether it satisfactorily addresses the actions needed to correct the 
deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring 
revision and/or necessary additions and request a satisfactory plan be submitted by the vendor, 
unless otherwise specified, within thirty (30) calendar days of receipt of the DHCFP’s second directive.  
If the vendor’s second plan is unsatisfactory, the DHCFP may declare a material breach.  Within 
ninety (90) calendar days after the vendor has submitted an acceptable POC or one has been 
imposed, the DHCFP will initiate a follow-up review, which may include an on-site review. 


3.9.3.3 If the vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability of 
providers to adequately attend to those health care needs, the DHCFP shall take an administrative 
sanction against the vendor.  Such a sanction will disallow further enrollment and may also include 
adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will 
continue until vendor compliance with the provision of benefits/services is achieved. Liquidated 
damages, as outlined in the General Terms of the contract, may also be assessed if other measures 
fail to produce adequate compliance results from the vendor.   
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Figure 3.10-1. We Consistently 
Maintained NCQA Medicaid 
Accreditation in Nevada 


3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE 
PROGRAMS 


 


Quality is embedded into all facets of our organization. We 
recognize that a strong Internal Quality Assurance Program 
(IQAP) is integral to effectively and efficiently delivering 
services that result in improved health outcomes. We have 
worked diligently with the DHCFP and our providers to 
improve the quality of care for our State-sponsored health 
program members and have consistently maintained our 
National Committee for Quality Assurance (NCQA) Medicaid 
accreditation in Nevada (Figure 3.10-1). Most recently, our 
health plan scored 49.4 out of 50 on NCQA’s review of the 
health plan standards. We will continue to abide by Federal 
regulations (42 CFR 438.330) and maintain an ongoing 
quality assessment and performance improvement program 
for the services we furnish to our members.  


We will continue to maintain our ongoing quality assessment and performance improvement program 
that systematically monitors and evaluates the care we deliver to our members (recipients). We hold 
ourselves accountable to delivering results for the DHCFP through a variety of tools. We monitor our 
IQAP using predetermined, objective standards. We develop ongoing comprehensive quality 
assessment and performance improvement activities to improve 
the delivery of health care services to members. Our IQAP is 
embedded and integrated across all functions of our 
organization: it integrates medical, behavioral, pharmacy, and 
social components that reflect our holistic approach to member 
health and well-being.  


3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 
Federal regulations (42 CFR 438.240 330 ) mandate that States must, through its contracts, require 
each managed care organization (vendor) to have an ongoing quality assessment and performance 
improvement program for the services it furnishes its recipients. Internal Quality Assurance Programs 
(IQAPs) consist of systematic activities, undertaken by the vendor, to monitor and evaluate the care 
delivered to enrolled recipients according to predetermined, objective standards, and effect 
improvements as needed. 
 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and 
maintain the ability to collect and report data on race, ethnicity, sex, primary language, and disability 
status for applicant's and recipient's parents or legal guardians if applicants or recipients are minors or 
legally incapacitated individuals.  
 
An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys.  
 
The vendor must have its own evaluation of the impact and effectiveness of its quality assessment 
and IQAP. 
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Collecting Data  
The health plan currently collects and is able to report data on race, ethnicity, sex, and primary 
language from members and their parents/legal guardians if the member is a minor or incapacitated. 
We will leverage our technical acumen to develop a methodology that systematically collects and 
reports disability status information in accordance with federal rules and RFP requirements. As a 
member of a national health plan, we have the benefit of receiving technical support and assistance 
from our affiliate health plans in other states and the national office, as needed.  


State-Required Reviews and Monitoring 
We understand and expect that the DHCFP or designee will review our activities annually, or more 
often as needed. We carefully monitor and analyze grievances and appeals, provider disputes, and 
results of our periodic member and provider satisfaction surveys. Over the past years, we have 
continually collaborated with the DHCFP to assess our progress toward achieving State goals and 


objectives, providing the DHCFP with 
opportunities to conduct periodic monitoring 
and analysis of our grievances and appeals 
tracking logs and findings, as well as 
documentation of our provider disputes, 
provider satisfaction surveys we conduct 
internally, and findings from the Consumer 
Assessment of Health Care Providers and 
Systems (CAHPS®) member survey.  


We will continue to support the DHCFP in its monitoring efforts and will comply with the external 
annual review audit conducted by the State’s External Quality Review Organization (EQRO).  


Continuous Quality Improvement Initiatives Drive Results 
Our commitment to continuous quality improvement resulted in improvements across all areas in our 
EQRO scores. In 2015 we successfully completed and passed two State-required Performance 
Improvement Projects (PIPs). We attained nearly all possible points (49.4 out of 50) for meeting the 
standards and guidelines for NCQA accreditation of health plans, we implemented numerous quality 
initiatives to improve HEDIS® measurement and member satisfaction scores, and we continued to 
actively participate in national-level HEDIS® domain workgroups to help identify best practices and 
innovative initiatives to further drive improvements.  


New HEDIS® improvement initiatives that we recently 
implemented, including improved analytical support tools, are 
already positively impacting HEDIS® rates. We have seen 
improvements in our rates across 80 percent of all HEDIS® 
measures that were continuously monitored by our health plan 
during 2015. Other important areas of improvement in rates over 
time experienced by our health plan include the following: 


 Timeliness of prenatal care 


 Frequency of ongoing prenatal care (<21 percent of visits)  


 Frequency of ongoing prenatal care (81-100 percent of visits) 
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 Comprehensive diabetes care – eye exams 


 Follow-up within seven days after hospitalization for individuals with a mental illness  


 Reduction in avoidable emergency room utilization (based on results of our PIP) 


 Childhood immunization status for Nevada Check Up 


 Annual dental visit combined rate for Nevada Check Up 


We continue to review and expand our plan-wide quality 
initiatives and resources/tools to evaluate intervention 
effectiveness and successfully expand outreach and management 
programs. Through our IQAP, we continually identify quality 
improvement opportunities and have state reviewed systems in 
place to track our progress and incorporate new, innovative 
analytic tools to support our IQAP processes.  


We are committed to increasing staffing resources for quality improvement functions, implementing 
targeted member engagement activities, and increasing outreach initiatives to both members and 
providers. We will expand our use of data analytics and introduce innovative new tools to guide 
interventions and evaluate effectiveness. For example, we are contracting with LexisNexis® in Nevada 
to improve successful member outreach attempts by validating member contact information against its 
uniquely vast database, comprising more than two petabytes of unique data and 45 billion public 


records. LexisNexis has a proprietary linking technology that includes profiles of 
more than 585 million identities and 739 business contacts from more than 10,000 
data sources. This resource will help us connect with our hard-to-reach members.  


Systematic Activities Monitor Health Care Delivery and Services 
We understand that the work of quality improvement is never finished, and we look for opportunities 
for better performance continuously. Our IQAP provides the structure, processes, and tools that 
support our commitment to continually improving members’ health care outcomes and safety. Our 
IQAP consists of systematic activities to monitor health care and services we deliver to our members 
and to assess outcomes. We currently track and monitor activities in key focus areas including the 
following: Quantitative member and organizational outcomes 


 Patient safety 


 Confidentiality  


 Network adequacy 


 Preventive health 


 Service utilization 


 Disease and case management 


 Coordination/continuity of care 


 Cultural competency 


 Credentialing and re-credentialing 


 Quality of care/service, including critical 
incidents 


 Grievances and appeals 


 Member and provider satisfaction 


 Components of operational service  


 Reporting requirements 


 Other areas as relevant 
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Through our monitoring of all activities and 
objectives for these areas, we identify 
opportunities for improvement and potential 
barriers to achieving maximum results. We 
conduct our ongoing monitoring of 
performance measures with cultural, racial, and 
geographic stratification to help us identify 
needs that may be associated with specific 
patient populations. This enables us to develop 
geographically and culturally responsive 
interventions and outreach. For example, in 
2015, we identified a need to increase access to preventive mammogram screenings for Hispanic 
women. We targeted outreach initiatives to geographic ZIP code locations that were predominantly 
Hispanic and collaborated with partner organizations and provider offices to hold Woman to Woman 
events. Our Mammovan was used to provide on-site services during events we held at the Mexican 
Consulate, at a predominantly Hispanic apartment complex, and at an OB/GYN office. This is just one 
example of how we take prompt action to address opportunities and barriers, making sure that all of 
our members’ medical needs are met and the quality of care and services are continuously improved. 


We also implement other ongoing outreach initiatives targeted to specific ZIP code areas. These 
initiatives are focused on reaching our minority members and facilitating their access to preventive 
services, including immunizations and annual screenings, through member meet and greet health fair 
events held at convenient times and locations.  


Member Feedback Identifies Opportunities for Improvement 
We use our quarterly Consumer Advisory Committee (CAC) meetings as an integral resource to 
monitor our activities and identify opportunities to better serve our members in Nevada. We value 
members’ input and continually implement initiatives to encourage their involvement in our CAC.  


Recent initiatives to encourage member participation at our CAC 
meetings include providing transportation to these meetings, 
inviting community-based agencies that support our membership 
to attend, and collaborating with these agencies to solicit member 
feedback about our services. In our recent CAC meeting held in 
May, seven Nevada health plan members were in attendance. 
Members shared their experiences with us, identifying our 
supportive services and staff engagement as key features that 
enable them to obtain the health care services they need. Twelve 


community agency partners that represent our membership, such as the Boys and Girls Club and 
REACH, were also in attendance. Each organization in attendance represented different segments of 
our member population, spanning from children in underserved communities to hospitalized adults 
needing preventive screenings. 


The meetings include representation from both northern and southern Nevada communities through 
in-person participation, as well as through teleconference to eliminate any burden of travel. 
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Updating our IQAP and Quality Workplan  
Based on the approaches we use to monitor our program and identify solutions to support continuous 
quality improvement initiatives, we annually update the IQAP Program Description, the Utilization 
Management (UM) Program Description, the IQAP Workplan, and the IQAP Evaluation. These 
represent four separate but integrated documents that define program details and accomplishments. 
We capture relevant processes within appropriate individual policies and procedures, and we 
continually identify quality improvement initiatives annually and 
throughout the year.  


The IQAP Workplan captures all of our improvement initiatives, 
interventions, and monitoring of IQAP activities. Periodically 
and annually, we evaluate and analyze the IQAP and UM 
program to assess the effectiveness of process improvement 
changes through comparisons to performance goals and trending 
as appropriate. We conduct barrier analyses and identify 
additional opportunities for improvement, and we implement 
interventions to overcome barriers and challenges. We capture 
and summarize these analyses and activities in the annual IQAP 
Evaluation. For example, we added a tracking report for family 
planning usage to the 2015 and 2016 IQAP Workplan. We 
continue to analyze this tracking report during Quality 
Assurance (QA) meetings, and we will be including findings in 
the year end IQAP Evaluation. 


3.10.1 Performance Improvement Projects 


 


We conduct and will continue to conduct PIPs to achieve sustained improvement over time and to 
make sure that each member can access high quality, comprehensive health care services within his or 
her service area. Using the Rapid Cycle Improvement (RCI) process, we carefully track and monitor 
each PIP to verify that project timeframes are upheld, to revise interventions as appropriate to meet 
quality goals, and to help drive new information and future interventions to improve quality of care 
annually. We analyze interventions monthly and report results of the data analysis quarterly to our 
Medical Advisory Committee and QA Committee. We refine interventions based on actual results, 
repeating the process until the desired results are achieved. We monitor results for sustained 
improvement, and we report project status and results of each project to the DHCFP. 


Evolving Approach to Performance Improvement Projects  
We have a long history of successfully working with the DHCFP and the EQRO, Health Services 
Advisory Group (HSAG), to continually refine our approaches to conducting PIPs. We collaboratively 
identify opportunities for quality gains and apply highly structured processes to achieve the targeted 
results. To maximize project expertise applied to each PIP, our QA team collaborates with other 
departments across our health plan, including Operations, UM, and Provider Relations.  


3.10.1 The vendor must conduct performance improvement projects that are designed to achieve, 
through ongoing measurements and intervention, significant improvement, sustained over time that 
focus on clinical and non-clinical areas that are expected to have a favorable effect on health 
outcomes and recipient satisfaction and that involve the following: 
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We are currently engaged in the early stages of two clinical PIPs: 


 Improving Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents (WCC) 


 Reducing Behavioral Health-Related Hospital Readmissions Within 30 Days of Discharge 


We look forward to continuing to work with the DHCFP and HSAG to identify, design, and implement 
additional PIPs that focus on clinical and non-clinical areas and align with Nevada’s quality strategy 
to improve outcomes and member satisfaction with objectives to the following: 


 Improve access to medically necessary covered services 


 Manage utilization of services to assure healthy outcomes including prevention and early 
intervention through case management and effective outreach programs 


 Reduce operational costs and waste 


 Incorporate and leverage a variety of data sources, including encounters  


 Streamline and simplify the Medicaid and Nevada Check Up health care program administration 
and encourage provider participation 


 Enable continuity of care coordination between health care systems including the State and/or 
Federal Health Insurance Exchange  


 Provide and implement a process for continuous quality improvement 


 Provide integrated medical, behavioral, and social components of care to assure optimal outcomes 


As a key State partner, we are also committed to working with the DHCFP and HSAG to identify 
relevant PIPs should Nevada expand into new geographic areas and/or expands services to 
accommodate additional Medicaid populations. With our expansive portfolio of specialty programs that 
reflect experience of affiliates across the nation, we are able to leverage a wealth of best practices and 
innovations. For example, we have a policy specialist at the national level that is on 
the National Quality Forum workgroup identifying national, standardized clinical 
and non-clinical performance metrics for Home and Community Based Services 
(HCBS) populations. This workgroup representative actively engaged our national subject matter 
experts in developmental disabilities, behavioral health, and long term care services to make 
suggestions and comments on the proposed standards. There also is an internal workgroup across 
specialty populations that is working to identify key assessments and measures that can be 
implemented at local health plans, which will lead to improved health outcomes and increase a 
member’s quality of life and satisfaction with services. 


Exceeding Goals for Performance Improvement Projects and Quality of 
Care Studies 
As an established Managed Care Organization (MCO) in Nevada, our PIPs have historically been 
designed and have progressed well past baseline measurements. We have long-standing, collaborative 
relationships with the DHCFP and HSAG, as well as with our providers and members, to identify 
opportunities for quality gains and to meet the needs of Nevadans. Our IQAP team brings more than 
169 combined years of managed care experience and project management expertise to each PIP. They 
carefully track and monitor each PIP to make sure that project timeframes are upheld, to revise 
interventions as appropriate to meet quality goals in support of the State quality strategy, and to help 
drive new information and future interventions to improve quality of care annually. Our commitment 
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to continual quality improvement has evolved 
over the years and has resulted in operational 
efficiencies that positively impact our providers, 
members, and the State.  


In addition to our state-defined clinical PIPs, we 
have also implemented PIPs to improve non-
clinical processes. For example, we continually 
look for ways to improve our processes and 
eliminate burdensome processes for our 
providers. We have recently implemented 
solutions in Nevada that had already been proven 
in our affiliate plan markets, including 
streamlined credentialing/contracting processes 
and tracking processes. We streamlined our 
internal processes through implementing more 
efficient avenues for provider contracting and 


credentialing. Our new streamlined workflow eliminates unnecessary steps and/or processes in 
provider contracting, thereby improving our turnaround time for completing credentialing applications 
as well as contracting functions. These contracting workflow process changes resulted in a decreased 
turnaround time to contract with providers of nearly 84 percent (second quarter of 2015 compared to 
second quarter of 2016). 


Our affiliate plans have also developed and implemented PIPs to improve member 
health, functional status, and satisfaction. This includes PIPs that are relevant to 
vulnerable populations such as the frail and elderly. As an example, one of our 


affiliates serving a frail and elderly long term care population designed and implemented a non-
clinical PIP to improve advanced care planning, a nationally recognized measure with clear 
requirements and benchmarks. During the baseline year, our affiliate identified that 73 percent of 
members had an advanced directive in place. System interventions were put in place and barriers 
identified. As a result, the following year’s rate increased to more than 97 percent of members having 
an advanced directive in place. Our affiliate continues to implement the system interventions and 
tracks progress of this PIP.  
Collaborative PIP Development and Monitoring Processes 
As of 2016, our Provider Collaboration team and the State, under the direction of HSAG, are moving 
forward with a new rapid cycle improvement approach to conducting PIPs. Our Provider 
Collaboration team members who are intricately involved in this transition include a project manager, 
the medical director, and representation that includes clinical expertise, operational expertise, provider 
relations, quality management, and data analytics. External project team members will also provide 
additional support as needed.  
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Figure 3.10.1-1. Key Components for 
Performance Improvement 


We are transitioning our structure for implementing current PIPs to align with HSAG’s chosen 
framework based on a modified version of the Institute of Healthcare Improvement’s (IHI’s) Quality 
Improvement (QI) Model for Improvement. We have worked closely with HSAG over the last several 
months to develop the framework to implement PIPs that will 
achieve sustained improvements over time.  


We have already submitted and received validation for the 
preparation and planning stages, and are prepared to proceed 
with implementation and testing of interventions for both 
PIPs. At this time, we are finalizing the implementation and 
testing phase with HSAG. We have designed a solid project 
infrastructure and teams, structured processes to achieve 
outcomes with clear goals and indicators to measure success, 
and defined specific interventions that will be continuously 
tested and monitored. Figure 3.10.1-1 illustrates key 
components of our model for performance improvement.  


Multi-departmental Team Based Approach  
To guide improvement projects, we reorganized our multi-
departmental workgroup teams during 2015 to include 
representation from various stakeholders across functional 
areas. Our health plan representatives also participate in our = 
national workgroups, where best practices across all of our 
affiliate plans can be shared. 


Workgroups meet monthly to review data analysis conducted 
by our quality department employees. Workgroup members 
review and interpret data to assist in monitoring and refining 
interventions that will improve member outcomes. Each 
workgroup provides ongoing monitoring and input on multiple 
improvement projects and interventions focused on specific 
areas for improvement, such as HEDIS® rates tied to 
immunizations and CAHPS member satisfaction ratings. For 
example, we have a HEDIS® behavioral health strategy 
workgroup and strategy workgroups that focus on childhood 
measures as well as adult measures, among others. 


Workgroup team members include the director of IQAP, provider services manager, outreach and 
promotion specialist, behavioral health case manager, clinical quality program administrators, Nevada 
operations manager, a data analyst, and the medical director and behavioral health medical director. 
We also incorporate team members from other markets where our affiliates have demonstrated best 
practices. For example, because of a strong track record of member experience scores, our Louisiana 
affiliate’s quality management director provides mentoring for our CAHPS strategy workgroup. This is 
one way in which we capitalize on the expertise of our parent company and affiliates to bring 
innovative and proven initiatives to Nevada.  
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Figure 3.10.1-2. Key Components for 
Performance Improvement 


Development of the Project Team for our Performance Improvement Projects  
Our experience implementing these multi-departmental strategy workgroups provided us with a strong 
foundation as we transitioned to the formal PIP Initiation phase of the revamped PIP approach earlier 
this year. We understand that members comprising the project team for each PIP are critical to a 
successful improvement effort. Therefore, we carefully identified internal project team members for 
each of our PIPs, making sure that the composition of members 
spanned across all project components and systems impacted. 
Many of our project team members are also strategy workgroup 
participants. Our health plan staff with skills to perform critical 
project roles, such as data analysis and writing, was also 
incorporated into each PIP project team.  


Attainable Performance Improvement 
Project Goals and Objectives  
The project team members assigned to each of our PIPs define 
what we are ultimately trying to accomplish (see Figure 3.10.1-
2). Team members are tasked with identifying a narrowly 
defined topic that aligns with the larger State goal and the 
population to initially impact. Team members examine 
comparative data and internal management reports provided by 
our quality management department as well as literature on 
related State and national developments to identify and discuss 
trends and known barriers to assist this process.  


Identification of Project Topic and Target 
Population  
For our Behavioral Health Hospital Readmission PIP, the 
project team reviewed data for behavioral health readmission 
rates by county. Clark County was chosen by the team as the 
focus for this PIP due to its higher rate of readmissions during 
2015. 


We took a different approach with our PIP for Improving 
Weight Assessment and Counseling for Nutrition and Physical 
Activity for Children and Adolescents (WCC). Project team 
members examined WCC HEDIS® rates and our internal 
HEDIS® management reports to identify our top ten high-
volume providers with low performance for this measure. 
Nevada Health Center, a Federally Qualified Community Health Center (FQHC) that provides 
numerous health care resources to our younger members, was chosen by the team as the focus for the 
WCC PIP. 


External Project Team Members Support Us in Reaching PIP Goals 
As project goals, objectives, and expected outcomes are better defined; the team identifies external 
partner(s) that can offer further assistance and synergy to the quality improvement process. For 
example, the project team for our Behavioral Health Hospital Readmission PIP identified barriers to 
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achieving the goal of reduced behavioral health readmission rates. Housing stability, social supports, 
and alternatives to hospitalization were known barriers. The team is partnering with an organization 
with expertise in providing community supports for many Nevada Medicaid members with behavioral 
health concerns..  


Identification of Factors and Interventions that Drive Results 
The project teams identify factors (also referred to as Key Drivers) that can contribute to the PIP goals 
(also referred to as SMART Aim) and potential interventions that can impact the factors. The Key 
Driver Diagram (Figure 3.10.1-3) illustrates this. The project team obtains information included in the 
diagram through literature review, health plan data, and experience. This information is organized 
into a diagram that we use as a planning and analysis tool at the initiation of each project. We update 
the Key Driver Diagram throughout the life of the PIP to incorporate continuing improvement.  


Figure 3.10.1-3. Example of the Key Driver Diagram Developed for Our Behavioral Health Hospital  
Readmission PIP 
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3.10.1.1 Measurement of Performance 


 


Our project teams identify measures that will be used to evaluate 
performance and achievement of goals for each PIP.  
The team defines measures that will determine if a change is an 
improvement (see Figure 3.10.1.1-1). These measures are as 
follows:  


 Well-defined, objective, and measurable 


 Based on current evidence-based practice guidelines, peer-
reviewed literature, or consensus reached by the team 


 Able to detect improvement 


 Available for data collection that is valid and reliable 


 Available prior to initiation of intervention to provide a 
baseline to improve upon 


We also collaborate with the State and HSAG to discuss potential 
quality indicators and valid and reliable methodologies for 
measuring performance. We submit quality indicators and data 
collection methodology that we propose to use for our PIPs for 
the State’s review and approval prior to initiating the project.  


Table 3.10.1.1-1 provides objective quality indicators that we are 
using to measure performance in our current Behavioral Health 
Readmission Rate PIP. 


Table 3.10.1.1-1. Measuring Meaningful Improvement in Behavioral 
Health Readmissions in Clark County  


SMART Aim Measure 
Title: Behavioral Health Readmission Rate 
Numerator Description: The total number of inpatient behavioral 


health readmissions in Clark County for 
2015 


Denominator Description: The total number of inpatient behavioral 
health admissions in Clark County for 2015 


Baseline Measurement 
Period: 


01/01/2015 to 12/31/2015 


Measurable Intervals: The last business day of the month 
Goals:  Reduce baseline measurement by 10% 


 


We will track and plot the quality indicators that we collect on a run chart to clearly illustrate 
improvements over time and any data abnormalities.  


  


3.10.1.1 Measurement of performance using objective quality indicators; 


Figure 3.10.1.1-1. Key Components for 
Performance Improvement  
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Figure 3.10.1.2-1. Key Components 
for Performance Improvement  


3.10.1.2 Implementing System Interventions 


 


Our project teams define quality improvement activities that will 
directly impact the project goal.  


Process Mapping Improvement Tool 
It is critical to understand the changes that we need to make in 
order to achieve improvement (see Figure 3.10.1.2-1).  


To provide a clear visual representation of our current system 
processes and interventions needed for improvement to occur, we 
create a process map that depicts each step involved in the PIP 
topic work flow. We involve a subset of the project team members 
in developing process maps for our current PIPs; however, every 
team member who will be involved in the actual process 
participates in the development.  


For example, in developing the process map for our current 
Behavioral Health Hospital Readmission Rate PIP, we gathered 
a team consisting of the project manager, data analyst, 
behavioral health medical director, and clinical inpatient and 
outpatient subject matter experts with previous PIP experience, 
and senior management who provided guidance, VISIO (process 
map) creation, and oversight. The team organized this process 
from beginning to end to determine where process improvement 
identification was most needed starting with “Member presents 
for admission” and ending with “Member is discharged and 
leaves facility.” Based on this information, we created a process 
map to identify both decision and failure points that impact 
readmissions significantly. Figure 3.10.1.2-2 provides our current 
process map approved for the Behavioral Health Readmission 
Rate PIP.   


3.10.1.2 Implementation of system interventions to achieve improvement in quality; 
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Figure 3.10.1.2-2. Process Mapping Provides a Visual Representation of System Process and Interventions 
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Evaluating Processes to Identify What to Change 
The project team analyzes the process map to identify critical steps that will impact the project goal.  


For example, our project team for the Behavioral Health Hospital Readmission PIP asked each 
behavioral health facility to participate in a seven-question survey to solicit responses on the facility’s 
discharge planning process and barriers to members accessing follow-up treatment after discharge. 
From our survey data, we identified challenges for members receiving inpatient behavioral health 
treatment and recognized that process change must occur to 
reduce behavioral health inpatient readmissions. Challenges 
included the following:  
 Incomplete discharge planning 


 We are not notified of member discharge 


 Inconsistency in using our Integrated Member Dashboard to 
support collaboration of real-time patient information 


 Member is unable to navigate/obtain services or access 
resources identified in discharge plan 


 ER physician’s often fail to appropriately manage and 
accurately assess agitated members 


 Inability to outreach due to missing or inaccurate member 
contact information 


 Member is unable to obtain transportation upon discharge 


The team analyzed each step in the admission process and agreed 
to address the gaps in care in order to impact the Smart Aim of 
reducing readmissions by 10 percent. Based on the results of the 
survey and our clinical experiences, we identified the sub-processes. After creating the sub-processes, 
we were able to identify the decision points that illustrated where no plan currently existed or no plan 
was currently effective. Next, we categorized the interventions that could have the biggest impact on the 
project goal. Further, we broke down the entire process (mode, causes, and effects) to pinpoint where 
failures may occur. Our goal is to reduce readmission rates for behavioral health members by 
identifying and addressing care gaps through robust analysis, innovative strategies, and caring 
solutions. 


Developing and Prioritizing Interventions  
Each process is carefully evaluated to identify where and how it might fail. We assess relative impact of 
different failures to identify the processes in need of change and the specific steps most likely to impact 
the process and to show where interventions can be developed. 


For our Behavioral Health Hospital Readmission PIP, our workgroup members analyzed the process 
map and selected sub-processes that they determined to be most important in impacting the project 
goal. For example, we identified the ability of the ER physician to rule out an acute medical condition 
as one critical sub-process. For each of the sub-processes, they identified ways in which something 
might fail and the consequences if it failed.  
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Figure 3.10.1.2-3. The DMAIC 
Framework Identifies Interventions 


After reviewing the failure modes, priority rankings of each of the steps in the sub-processes of the 
Failure Modes and Effects Analysis were determined. The workgroup members discussed each sub-
processes’ failure mode, failure cause, and failure effect. They 
weighed the potential of each mode to cause serious negative 
impact on the overall goal of decreasing the behavioral health 
inpatient readmissions by 10 percent. Modes that had an 
increased effect on the goal were given a higher ranking. 


A Framework That Refines Interventions  
Workgroup members discussed and aligned interventions with 
each sub-process failure mode. We used the Define, Measure, 
Analyze, Improve, and Control (DMAIC) framework illustrated 
in Figure 3.10.1.2-3. This framework is used for determining 
interventions that can be tested through the Plan Do Study Act 
cycle, described in the following section of our response. To 
determine rankings, as a team we assign a Risk Priority Number 
(RPN) based on each intervention. The RPN has three basic 
DMAIC components: (1) likelihood of severity, (2) likelihood of 
occurrence, and (3) probability of detection. The higher 
rankings were provided to the failure modes that we determined 
had the likelihood of positively affecting our goal. The RPN is 
the product of the factors associated with severity, occurrence, 
and detection. For example, RPN of 480 for Behavioral Health 
Crisis Decision is the product of the Likelihood of Severity of 8, 
times Likelihood of Occurrence of 6, times Probability of 
Detection of 10.  


Table 3.10.1.2-1 provides a sample of our Rapid Cycle 
Improvement Risk Priority Number Ranking for two of the nine process steps we identified for our 
Behavioral Health Hospital Readmission PIP. 
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Table 3.10.1.2-1. Example of Rapid Cycle Improvement Rankings for Behavioral Health Hospital Readmission PIP 
Selected Process Steps (Note: Process steps included in table are samples and do not represent a complete listing.)  


Process Step: Behavioral Health Crisis Decision Member Discharged from Emergency Room 
Defect: Member isn’t adequately assessed to 


determine if he or she is having a 
behavioral health crisis 


Inability to outreach due to missing or 
inaccurate data or due to member being 
homeless 


Effect on Customer Due to 
Defect: 


Member is discharged and not treated for 
behavioral health crisis; high probability 
of readmission 


Member not connected to case management 
services and treatment providers 


Likelihood of Severity: 8 10 
Potential Causes: Suicide assessment form is not used; 


member is withdrawn 
Address and phone numbers from state are 
not current; member does not have the ability 
to be contacted; no phone 


Likelihood of Occurrence: 6 7 
Current Process Controls: Readmission Rate None 
Probability of Detection: 10 10 
Risk Priority Number: 480 700 


 


Identification of Reliable and Sustainable Interventions 
The project workgroup selects the final interventions for testing after thoroughly reviewing evidence-
based strategies to help determine if each intervention has the potential to be successful over time and 
across multiple environments or situations.  


Table 3.10.1.2-2 provides an example of two of our potential interventions and considerations for the 
Behavioral Health Hospital Readmission PIP. 


Table 3.10.1.2-2. Behavioral Health Hospital Readmission PIP Intervention Determination for Selected 
Interventions (*Note: Selected interventions included in table are a sample and do not represent a complete listing.) 


Failures Potential Interventions Consideration for Reliability 
Consideration for 
Sustainability 


Members are not 
adequately assessed 
to determine if they 
are having a 
behavioral health 
crisis 


Test using a standardized checklist 
in ER for risk screening to help 
assure all members are adequately 
assessed 


If implementing a standardized 
checklist is a success in the initial 
ER, we will consider testing the 
checklist in a second ER and 
compare results  


If testing results show that 
implementing a standardized 
template is successful, then 
we will consider 
recommending that other 
ERs start using the 
standardized template  


Unable to perform 
outreach due to lack 
of contact 
information 


Test LexisNexis program in a 
behavioral health inpatient facility 
to obtain contact information for 
member 


If first month’s testing of 
LexisNexis is successful, we will 
consider implementing 
LexisNexis for another month 


If second month’s results 
yield success, we will 
consider using LexisNexis 
each month going forward 


 


3.10.1.3 Evaluating the Interventions 


 


The project team will evaluate the effectiveness for each intervention. Each quality improvement 
activity (intervention) that will impact the project goal will be tested and then refined, as needed, until it 
results in meaningful and sustained improvement. We will provide the individual results for each 
intervention that we test to the State. 


We will also provide results with cultural, racial, and geographic stratification to identify needs that 
may be associated with specific patient populations. This will help us develop culturally and 
geographically relevant interventions and outreach when warranted. 


3.10.1.3 Evaluation of the effectiveness of the interventions; and 
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Figure 3.10.1.3-1. Key Components for 
Performance Improvement   


Plan Do Study Act Supports Effective Change 
We will conduct a series of Plan Do Study Act process cycles to 
test interventions (see Figure 3.10.1.3-1). Our Plan Do Study Act 
(PDSA) process is used to identify, implement, and evaluate 
clinical or non-clinical initiatives and interventions.  


Our use of Plan Do Study Act is supported and enhanced by Six 
Sigma principles, which provide a variety of effective 
performance improvement tools. Six Sigma is an industry-
leading, disciplined, and data-driven approach and methodology 
for improving quality. It is grounded in measurement and 
statistical rigor, helping us to develop plans of action that are 
backed by data. Our director of IQAP is trained as a Six Sigma 
Green Belt, and our Nevada operations manager who works 
closely with the director of IQAP is a certified Six Sigma Black 
Belt. We have additional quality staff members who are Certified 
Professionals in Healthcare Quality® and/or Project 
Management certifications. Completing these types of training 
programs leads to a more comprehensive understanding of our 
continuous quality improvement processes. 


Phases of Plan Do Study Act 
During the planning phase, our project team will plan the 
change, including a plan for collecting data. Next, we will 
implement the change during the “do” phase. This will be 
followed by the “study” phase when we analyze the data and 
summarize the results. The final “act” stage will be when we 
adapt, adopt, or abandon the change based on what was learned 
during the “study” phase. The project team will continually 
discuss and refine interventions based on actual results and 
repeat the process until we achieve the desired results, using the 
rapid cycle improvement methodology. We will also incorporate 
findings at the end of each Plan Do Study Act cycle into the Key Driver Diagram, illustrated earlier in 
Figure 3.10.1.2-3 and the failure modes and effects analysis. 
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Figure 3.10.1.4-1. PDSA Learning and Improvement  


3.10.1.4 Increasing or Sustaining Improvement 


 


Testing change on a small scale is a core 
component of the redesigned PIP framework 
we are in implementing in Nevada with our 
current two PIPs. This approach of testing 
using Plan Do Study Act cycles and applying 
rapid-cycle learning and evaluation (see 
Figure 3.10.1.4-1) will enable us to do the 
following: 


 Conduct a sequence of Plan Do Study Act 
test cycles to accelerate the rate of 
improvement  


 Reduce fear of making change  


 Use multiple cycles to increase knowledge 
as the team progresses from testing to 
implementing a change 


 Perform small scale tests that minimize risk 
from failed tests and maximizes learning 


Conducting small tests within a defined population, measuring results in real time, and reviewing 
findings in collaboration with the project team will help us to quickly understand what does and does 
not work so that we can promptly re-tool when interventions are not yielding expected results. This new 
process will enable us to test an intervention on a small scale to see how it works, modify it until we 
achieve desired outcomes, and then expand the intervention to a larger group that may eventually 
encompass all members or providers, as appropriate. 


We will continue to work with the State and HSAG as we develop our framework for expanding 
successful interventions identified through the PIPs to our larger Nevada Medicaid population. 


3.10.2 Reporting Project Results to the DHCFP 


 


We currently submit PIP results to the DHCFP as requested and within required time periods and have 
also consistently provided project documentation to HSAG, acting on behalf of the DHCFP, for timely 
validation of PIPs. We will continue to report the status and results of each project to the DHCFP. We 
will also continue to work with HSAG and the DHCFP, as directed, and provide documentation and 
results to be incorporated into the DHCFP’s annual review of our IQAP. 


  


3.10.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


3.10.2 The vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 330 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow 
information on the success of performance improvement projects to be available to the DHCFP for its 
annual review of the vendor’s quality assessment and improvement program. 
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3.10.3 Performance Data Submissions 


 


3.10.3.1 Annual Performance Improvement Measurement Data 


 


We comply and will continue to comply with performance improvement measurement data submission 
requirements. We submit data as required by the DHCFP annually. 


We collaborate with the DHCFP continuously to monitor our compliance with performance 
improvement measurement data and other data that assesses our performance. We participate in 
annual independent external quality reviews and incorporate all recommendations into our quality 
assurance program to strengthen our quality improvement activities. We continue to achieve high 
scores on our annual external audits. For example, in our most recent external quality review report 
for State Fiscal Year 2014-2015, a detailed review of 2015 
performance reports we submitted determined that all reports 
were prepared according to the HEDIS® 2015 Technical 
Specifications for all of the audited measures.  


HEDIS® measures reported to the DHCFP in measurement year 
2015 are listed in Table 3.10.3.1-1. Rates that improved from 
2014 are identified. We implemented numerous interventions to 
improve health and wellness across Nevada’s Medicaid and 
Nevada Check Up populations by promoting preventive care. 
Rate improvements reflected in Table 3.10.3.1-1 reveal our 
success toward achieving this important quality strategy. (Note 
that some Nevada Check Up measures were not reported in 2014; 
therefore, trends are not available.) 


Table 3.10.3.1-1. HEDIS Measures Reported to the DHCFP in 2015 Show Improvements 


Measure 


Medicaid Population Nevada Check Up Population 


Measure 
Reported 


Rate Improved 
2014-2015 


Measure 
Reported 


Rate Improved 
2014-2015 


ADHD – Continuation & Maintenance (ADD) 
X 


 
X 


Not collected in 
2014 


ADHD – Initiation of Treatment (ADD) 
X 


 
X 


Not collected in 
2014 


Annual Dental Visits – Total (ADV) X  X  
Use of Multiple Concurrent Antipsychotics in Children and 
Adolescents (APC) 


X 
 


X 
Not collected in 


2014 
Adolescent Well Care Visits (AWC) X  X  
Children and Adolescent Access to Primary Care (CAP) 12-
19y 


X 
 


X 
 


Children and Adolescent Access to Primary Care (CAP) 12-
24m 


X 
 


X 
 


Children and Adolescent Access to Primary Care (CAP) 
25m-6y 


X 
 


X 
 


Children and Adolescent Access to Primary Care (CAP) 7-
11y 


X 
 


X 
 


3.10.3 The Vendor must: 


3.10.3.1 Submit performance improvement measurement data annually using standard measures 
required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.204 340 and 
438.240 330(a)(2); and 
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Measure 


Medicaid Population Nevada Check Up Population 


Measure 
Reported 


Rate Improved 
2014-2015 


Measure 
Reported 


Rate Improved 
2014-2015 


Comprehensive Diabetes Care (CDC) - A1c <8% X   N/A 


Comprehensive Diabetes Care (CDC) - A1c >9% (this is an 
inverse measure – decrease in rate indicates improvement) 


X 


 
(inverse 
measure – the 
rate improved) 


 


 
N/A 


Comprehensive Diabetes Care (CDC) - A1c Test X   N/A 


Comprehensive Diabetes Care (CDC) - BP <140/90 X   N/A 


Comprehensive Diabetes Care (CDC) – Eye Exams X   N/A 


Comprehensive Diabetes Care (CDC) - Nephropathy X   N/A 


Childhood Immunization Status (CIS) - Combo 10 X  X  
Childhood Immunization Status (CIS) - Combo 2 X  X  
Childhood Immunization Status (CIS) - Combo 3 X  X  
Childhood Immunization Status (CIS) - Combo 4 X  X  
Frequency of Ongoing Prenatal Care - 81% or more X   N/A 


Follow-up After Hospitalization for Mental Illness (FUH)- 
30 


X 
 


X 
Not collected in 


2014 
Follow-up After Hospitalization for Mental Illness (FUH)- 7


X 
 


X 
Not collected in 


2014 
Human Papillomavirus (HPV) - female adolescents 13 years 
of age who had three doses of the HPV vaccine  


X 
 


X 
Not collected in 


2014 
Immunizations for Adolescents (IMA) - Combo 1 


X 
 


X 
Not collected in 


2014 
Medication Management for People With Asthma (MMA) - 
50% or more 


X 
 


X 
Not collected in 


2014 
Medication Management for People With Asthma (MMA) - 
75% or more 


X 
 


X 
Not collected in 


2014 
Prenatal and Postpartum Care (PPC)- Postpartum X   N/A 


Prenatal and Postpartum Care (PPC)- Prenatal X   N/A 


Well-Child Visits in the First 15 Months of Life (W15) - 6+ 
visits 


X` 
 


 
 


Well-Child Visits in the First 15 Months of Life (W34) X  X N/A 


Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents  
(WCC)- BMI 


X 
 


X 
Not collected in 


2014 


Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents  
(WCC)- Nutrition 


X 
 


X 
Not collected in 


2014 


Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents  
(WCC) - Physical 


X 
 


X 
Not collected in 


2014 


 


We have and will continue to submit performance improvement measurement data annually under the 
new Contract, using standard measures as required by the DHCFP and that meet requirements of 42 
CFR 438.340 and 438.330(a)(2). We have processes in place to collect additional data on our members’ 
sociodemographic factors and language preferences and integrate it into our management information 
system. We use this information, in addition to member demographic data we collect and as provided to 
us from the DHCFP through the eligibility file, to monitor for potential cultural disparities identified 
from analyzing our performance improvement data.  


We are prepared to add to the DHCFP list upon request. We have a system in place for reporting other 
HEDIS® measures and proven experience in Nevada to quickly update reporting to accommodate any 
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new requests or requirements. For example, the State required six additional reporting measures last 
year. We quickly accommodated and integrated the new measures into our system. 


3.10.3.2 Other Data and Reporting Requirements  


 


We have and will continue to submit data and reports to the DHCFP as requested to help measure our 
performance and assess the quality and appropriateness of care and services we furnish to all 
members, including those with special health care needs. We welcome onsite validation visits and look 
forward to continuing our collaborative relationships with the DHCFP and HSAG. 


Data and Reports Submitted to DHCFP Exceed Requirements 
Over the course of our past contract period, we have had a strong and consistent track record of on-
time delivery.  


In 2015, we provided 323 regularly scheduled reports, as well as additional ad hoc reports and requests 
that were above and beyond our contractual requirements, to the DHCFP to assist in measuring our 
performance. Reporting timeframes ranged from weekly through annual data submissions. We have 
already submitted 180 regularly scheduled reports and an additional 31 ad hoc reports to the DHCFP 
during the first half of 2016 (January through July 2016). We used an industry leading systems and 
tools to support accurate and timely reporting to the DHCFP. 


3.10.4 IQAP Guidelines 


 
Our health plan uses and will continue to use the most current sources for the IQAP guidelines and 
the most current NCQA Standards and Guidelines.  


Recognized Clinical Guidelines Inform Decisions 
We use recognized and evidence based clinical practice guidelines from professional associations such 
as the American Academy of Pediatrics, American Academy of Family Practice, American College of 
Obstetricians and Gynecologists, American College of Cardiology, American Heart Association, 
American Academy of Neurology, and the American Academy of Otolaryngology-Head and Neck 
Surgery Foundation. 


Our utilization management decisions are guided by our evidence based health plan clinical guidelines 
and medical policies, the Nevada Medicaid Services Manual, and InterQual® Criteria.  


Compliance with Current NCQA Standards and Guidelines is Our 
Priority 
Each August, NCQA publishes the new versions of its standards, which take effect the following July. 
Access to the standards is purchased by the national accreditation team and provided to health plan 
quality leaders and corporate business owners. The national accreditation team trains health plan 
quality leaders and corporate business owners on the new standards. On an ongoing basis, our 
nationally based internal accreditation staff work with each health plan to ensure compliance is 
maintained with current requirements and any upcoming changes, primarily through readiness 
reviews, gap analyses, and mock NCQA surveys. 


3.10.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure 
the vendor’s performance. 


3.10.4 The DHCFP will use the most current sources for the IQAP guidelines and the most current 
NCQA Standards and Guidelines. 
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NCQA releases clarifications, corrections, and policy updates quarterly. Our national accreditation 
team collects and reviews this information. We collaborate with our national accreditation team to 
make sure our policies and templates comply with NCQA and the DHCFP current requirements and 
standards. During monthly accreditation meetings, national and health plan business owners share 
and discuss this information and the impact to operations as well as best practices.  


Long-standing NCQA Accreditation  
Our NCQA Medicaid accreditation status attests to the effective use of NCQA Standards and 
Guidelines as part of our IQAP. Our Nevada health plan has held NCQA Medicaid accreditation since 
2011. Our accreditation was renewed in 2014.  


3.10.5 Health Information System 


 


As a current MCO in Nevada, we maintain, and will continue to maintain, a health information system 
that collects, analyzes, integrates, and reports data in accordance with 42 CFR 438.242. 


Our health information system has consistently demonstrated that it is capable of maintaining, 
providing, documenting, and retaining information to support our continued compliance with Contract 
requirements. Our health information system fully supports our ability to achieve the objectives of the 
ongoing IQAP. Our health information system includes five essential integrated components: 


 Core Operating System. The Core Operating System is the authoritative host, or system of record, 
for data about providers, members, claims, and authorizations. This system collects and tracks data 
on utilization, grievances and appeals, member disenrollment for other than loss of program 
eligibility, and more, of importance to the IQAP team in monitoring and evaluating our quality 
initiatives. Updates to this information occur through the user interface or through application-
specific data loads such as enrollment files received from the DHCFP or its agent. We maintain 
data quality through many interfacing applications that apply rules-based standardization, 
verification, and validation logic to data elements. 


 Care Management System. Through our clinical care management system, member utilization data 
(such as claims history, authorization, immunization records, lab results, and care and disease 
management data) are readily available in an organized format with tools for case managers and 
providers to identify and manage members’ needs. Our Care Management System integrates 
seamlessly with our Core Operations System and represents the system of record for member care 
coordination information through its two main components: 
 Our Care Coordination System collects, organizes, and presents information enabling 


management and coordination of member care. Our Care Coordination System maintains all 
outreach and care plans. Care plans are member-centered and goal-oriented. Our Care 
Coordination System allows case managers to fully document the care plan, including 
preferences, goals, interventions, services, measurable objectives, back-up plans, and progress 
notes. 


  


3.10.5 The vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the 
ongoing IQAP. The systems must provide information on areas including, but not limited to, utilization, 
grievances and appeals, and disenrollment for other than the loss of program eligibility. The basic 
elements of a health information system with which a vendor must comply include the following: 
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 Our Integrated Member Dashboard, available to our employees and network providers, 
consolidates member data and information from various sources into an easy-to-navigate 
dashboard that includes HEDIS® care alerts, authorizations, prescriptions, immunizations, lab 
results, and claims organized by type, such as inpatient, ER, and office visit. One feature of our 
Integrated Member Dashboard organizes information into a timeline of clinical events, displaying 
a longitudinal patient record for the member across a number of domains, including diagnosis, 
providers, and medication history. Events display as icons that show the intersection of “what and 
when.”  


 Data Warehouse. Our data warehouse supports operational processes, analytics, and reporting to 
meet Contract requirements. It is fed directly from the system of record to promote data quality, 
control, and consistency. The data warehouse delivers a comprehensive source of health 
information about our members and includes encounter claims data for medical, behavioral health, 
pharmacy, and vision services they receive. We integrate additional information into the data 
warehouse to support other processes, including immunization data from Nevada’s Statewide 
Immunization Information System (WebIZ) and lab results. The data warehouse supports access to 
advanced data analytics, including our predictive modeling system to identify members for care 
management; and our operational, management, regulatory, and ad hoc reporting to support our 
Nevada operations. Robust reporting tools support generation of timely, accurate, and complete 
reports to the DHCFP. 


 Supplemental Applications. Our Management Information System (MIS) also includes additional 
integrated supplemental applications that support the overall functionality of Medicaid managed 
care, including call center efficiency, prompt provider payment, member ID cards, Early and 
Periodic Screening, Diagnosis and Treatment Program (EPSDT), HEDIS®, and document imaging 
and workflow. Dashboards/business intelligence, analytical reporting, and other supplemental 
applications maximize functionality, efficiency, security, and data analytics. 


 Member and Provider Websites. We use websites to deliver vital information and tools to our 
Nevada members, providers, and other stakeholders. The member and provider websites have public 
and secure self-service areas, including the ability to change primary care provider (PCP). Websites 
use industry-standard web services as well as content management system technologies. Prior to the 
start of the new Contract, we will implement “Request a Call Back” to allow members to indicate a 
date and time when they would like a member services representative to contact them. For members 
with a smartphone, our mobile app delivers a mobile view of our member website as well as ready 
access to their ID card, our online provider directory, Health A to Z, Symptom Checker, and 
Condition Lookup.  


Each of our IQAP On-Site Review of Compliance reports from the DHCFP confirmed our full 
compliance in the area of Health Information. The most recent report included the following 
statements: “The FY 2013-2014 HEDIS audit performed by HSAG provided evidence that the MCO 
collected data, calculated rates, and created reports according to HEDIS® 2014 Technical 
Specifications for all audited measures that were part of [the MCO’s IQAP. Further, the certified 
HEDIS® compliant auditor (CHCA) found that the MCO was compliant in meeting all of the 
information systems standards assessed for the HEDIS® audit, which included claims and encounter 
data processing, enrollment data processing, provider data processing, medical record review process, 
supplemental data collection and processing, and data integration and rate calculation.” 
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3.10.5.1 Collect Data as Specified by the DHCFP 


 


We maintain and will continue to maintain a health information system in compliance with the 
requirements of this Section. Our health information system is already configured to collect and retain 
data on members, providers, and services through an encounter data system. Data about members, 
providers, and services is critical to our ability to analyze, monitor and evaluate our quality initiatives. 
Our system is already configured to process the member enrollment files (ANSI X12 834) we receive 
from the DHCFP and load the data into our health information system. In the Core Operations System 
component of our health information system, we maintain all member characteristics, as specified by 
the DHCFP, including race and ethnicity data supplied on the 834 file. We augment data we receive 
from the DHCFP on each member with additional demographic data we capture through ongoing 
operations.  


Similar to member data, our Core Operating System is the system of record for provider information. 
We maintain comprehensive data on provider characteristics, as specified by the DHCFP, including 
demographic data, provider type, specialty codes, payment information, provider contract status, 
license number, credentialing information and status, affiliations, and PCP panel capacity. A 
dedicated unit, Provider Data Management, is responsible for data quality, and uses an internal quality 
index score. This results in more effective use of provider data in provider directories and ultimately 
better care for members. 


We capture complete information on the services furnished to our members by our providers or by our 
pharmacy and vision subcontractors. Our contracts with network providers require timely submission 
of claims and encounters for all services provided to our members, and require submission at the 
required level of detail in accordance with the State’s requirements. We have processes in place for 
providers to submit all claims/encounters as well as processes to make sure that providers do not 
submit claims/encounters for services not provided. We contract with most of our providers on a fee 
schedule basis, which inherently drives claims submission and results in complete encounter data. We 
require providers with capitated reimbursement to submit encounters as zero pay claims. 


Contracts with our pharmacy and vision subcontractors require them to submit encounter claim data 
electronically for services they deliver to our members and specify penalties for non-compliance. We 
closely monitor our subcontractors to confirm timely delivery of complete and accurate encounters. 


  


3.10.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on 
services furnished to the recipients through an encounter data system or other methods as may be 
specified by the DHCFP; 
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3.10.5.2 Verify Data Received 


 


We apply extensive edits to confirm that the data we receive from providers and subcontractors is 
accurate and timely. We apply multiple levels of editing to screen data for completeness, logic, and 
consistency in accordance with 42 CFR 438.242(b)(2). 


Through our health information system, we use the following processes to confirm the accuracy and 
timeliness of the claims/encounter data we receive from our providers: 


 We apply initial HIPAA compliance and business rule edits prior to claims adjudication. We reject 
claims that fail edits and notify the provider of the reason for the rejection. If claims pass all edits, 
they are loaded into our claims processing system 
 HIPAA Compliance Check. Using a transaction validation manager, we apply a series of HIPAA 


compliance validation checks to confirm that claims are properly formatted and do not contain 
any invalid data elements 


 Business Rules. We apply business rule edits to claims that pass the compliance check. Business 
rule edits include: National Drug Code (NDC) is present (where required), valid National 
Provider Identifier (NPI), member exists in our system, and member is eligible for the date of 
service 


 We apply claims adjudication edits to all claims based on eligibility, provider status, medical 
necessity, type and quantity of benefits, valid dates of service, pricing, prior authorization, third-
party liability, and fraud and abuse detection  
 We confirm that the provider is not excluded by Medicare or Medicaid, except for emergency 


services  
 Duplicate claims edits use a number of criteria to evaluate the claim against claims on file  
 We apply enhanced clinical and National Correct Coding Initiatives edits to each claim. These 


enhanced edits check for global codes subject to unbundling or Medically Unlikely Edits for 
multiple codes on a claim that may be incompatible  
 Patient safety is one of our important quality initiatives. Accordingly, specific edits evaluate claims 


for the presence of provider-preventable and hospital-acquired conditions. If indicated, we reduce 
or deny payment for certain claims demonstrating that the patient acquired the condition while in 
the hospital or outpatient surgical facility 


Daily reconciliations confirm that all claims received are accounted for, and either rejected and 
returned or loaded into our claims processing system. We enforce the State’s timely filing requirements 
for providers. 


We apply the same level of accuracy checks on encounter data we receive from our pharmacy and 
vision subcontractors. We maintain explicit policies and procedures that govern how we receive and 
process encounter claim data from our subcontractors. We verify the timely, accurate, and complete 
submission of subcontractor encounter claim data by the following: 


 Including specific provisions related to encounters in subcontractor contracts 
 Integrating subcontractor encounter claim data with our paid claims data 
 Executing processes that verify subcontractor encounter claims are timely, accurate, complete, and 


include required data elements 
 Closely monitoring and managing subcontractor compliance with encounter requirements 


  


3.10.5.2 Verify the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2); and 
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We edit incoming subcontractor encounters for the presence and validity of required data elements and 
apply business rule edits and HIPAA compliance checks prior to encounter data submission. Only 
records that pass all edits are formatted in HIPAA-standard formats for submission to the DHCFP. 
Records that fail edits pend for review, investigation, and remediation with the subcontractor.  


3.10.5.3 Collect Service Information 


 


We accept paper and electronic claims to offer our providers maximum flexibility. Claims formats are 
industry-standard and HIPAA-compliant.  


We convert claims received on paper into electronic claims. Paper claims are scanned and converted to 
electronic 837 claims format throughout each production day. Once the claims are in an 837 electronic 
claim format, we subject paper claims to the same compliance check and business rule edits as claims 
received in electronic format from providers. We review any claims that fail against the original paper 
claim to confirm that the rejection is valid and not due to a data capture issue. If the claim is a 
confirmed rejection, the system generates a letter to the submitter notifying them that the claim was 
rejected and the reason for the rejection. 


We currently receive more than 93 percent of our claims electronically. We encourage our providers to 
submit claims electronically, as this facilitates accurate, timely, and efficient claims processing. We 
recognize that the technology environments and the needs of our providers vary, so we support a 
variety of electronic claims submission solutions. To give providers maximum flexibility, we accept 
electronic claims from multiple sources: 


 Three nationally recognized Electronic Data Interchange (EDI) clearinghouses: Change 
HealthCare (formerly known as Emdeon), Availity, and Smart Data Solutions 


 Our secure provider website 
 Submission of an ANSI X12 837 (837) file  
 Submission of claims entered online using Direct Data Entry 


Regardless of entry source (paper or electronic) or provider type (in- or out-of-network), all claims pass 
through the same edits and adjudication processes for consistency. 


3.10.5.4 Make Data Available for Reports 


 


We comply and will continue to comply with the requirements to make collected data available as 
outlined in the reporting guide, attachments or as requested to the DHCFP or upon request to Centers 
for Medicare and Medicaid Services (CMS) as required. Our health plan has a strong and consistent 
track record of supporting the DHCFP with required regulatory and ad hoc reports. We currently 
generate the reports detailed in the RFP and in RFP Attachment T ~ Forms and Reporting Guide, and 
deliver ad hoc reports to the DHCFP upon request. 


  


3.10.5.3 Must collect service information received from providers in standardized formats. 


3.10.5.4 Make all collected data available as outlined in the reporting guide, attachments or as 
requested to the DHCFP and upon request to CMS as required. 
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Access to Collected Data 
Our health information system supports access to and analysis of large amounts of service and 
utilization data to support the needs of our management team and the DHCFP. The ability to identify, 
execute, and analyze data through regular and ad hoc reports allows our health plan and the DHCFP 
to better evaluate, monitor, and manage the quality initiatives that help us achieve our IQAP 
objectives. To support our internal needs and those of the DHCFP for reports and data analysis, 
multiple data warehouses in our health information system maintain online, ready access to 
enrollment, service, and other operational information. Two of these databases are the Operational 
Data Warehouse (ODW) and the HEDIS® Data Warehouse. 


Operational Data Warehouse 
The ODW is a copy of transactional data specifically configured to support complex analytical and ad 
hoc queries using business intelligence tools. The ODW is an integrated repository fed directly from 
the Core Operations System to deliver data quality, control, and consistency. The data warehouse also 
houses data from external sources, including encounter data from our subcontractors such as 
pharmacy and vision. The ODW maximizes our capacity for data analytics and affords the flexibility to 
produce targeted reporting to support state customers, business processes, and enhanced provider and 
member support. 


The ODW structure insulates the user from the underlying technology of our system and includes 
embedded business rules to promote consistent use and interpretation of the data and improve the 
quality and availability of analytical data across the organization. Specialized subject area cubes 
(claims, provider, member, authorization, and call center) provide users with a self-service reporting 
capability that universally applies business rules and accommodates the need to both see high-level 
trends and drill down into low-level details. 


HEDIS Data Warehouse 
Our HEDIS® database provides the structure to support our dedicated team of data experts. This team 
applies rigorous quality control tools to validate HEDIS®, HEDIS®-like, and health plan data used to 
measure outcomes for many quality activities. Managing all the data sources, formats, and elements 
required for HEDIS® demands a comprehensive solution to capture and report data and information to 
support the process. Our solution exists in a HEDIS® data warehouse that stores data from multiple 
sources beyond the information stored in our Core Operations System. 


Our health plan generates specific data mapping for the State for both HEDIS® and HEDIS®-like 
measures. Through our expertise with HEDIS® data collection, we work with the DHCFP to 
extrapolate data specific for the state into segregated data warehouse components..  


Our software extracts the information in our warehouse. Our health plan uses current NCQA-certified 
HEDIS® software to collect HEDIS® measures and follows the NCQA current HEDIS® specifications 
as validated by an externally certified, NCQA-approved auditor. Our national HEDIS® Data 
Management and Maintenance team oversees the HEDIS® data processes to verify that our quality 
metrics accurately reflect our performance.  


We monitor and audit all delegated entity data sources; we also leverage and examine all readily 
available supplemental data sources (such as state immunization registries, historical member 
databases, and year-round medical record review results) to require that we report the most accurate 
results.  
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Meticulous data management protocols validate that our HEDIS® reports reflect all potential 
encounters. Data mapping and extraction protocols undergo stringent quality testing prior to actual 
production and verify that our results reflect all appropriate provider specialties, state-specific coding 
practices and NCQA updates. Our team regularly assesses data integrity and searches for reporting 
anomalies that may skew HEDIS® results, such as improper claims coding. 


Benchmarking tools enable the team to identify potential data irregularities. Using internal 
benchmarks (such as previous annual results, state averages, or NCQA percentiles), the team 
continually searches for data reporting errors that may distort HEDIS® results. 


Our processes fully support data disaggregation to evaluate health disparities. We export quarterly files 
detailing gaps in care by member to the member outreach portal for ongoing member outreach. 


Report Quality Control Process 
Our process and methods of quality control drive our reporting accuracy and timeliness. Our Nevada 
regulatory oversight manager oversees the regulatory reporting process including the generation, 
review, and submission of all deliverables and reports to the DHCFP. We perform quality reviews on 
all reports before we submit them to the DHCFP. 


We generate reports in advance of the DHCFP’s submission deadline to allow adequate time for a 
thorough review. Report business owners and health plan leadership are responsible for reviewing 
reports for completeness and accuracy prior to submitting the report to the DHCFP.  


3.10.5.5 Designate a Lead Person for Encounter Review 


 


We will continue to designate a lead person to collaborate with the DHCFP on the review and 
submission of encounter data. In this role, the lead will continue to monitor and communicate with the 
DHCFP on any encounter concerns. Our lead also serves as our technology customer account 
manager (CAM) and serves as the liaison between our health plan, the DHCFP, the fiscal agent, and 
Technology Services. This person is employed by Technology Services, our national shared services IT 
organization, and has served in this role for the Nevada health plan for several years. 


As the CAM for our Nevada health plan, the responsibilities include confirming information 
technology compliance, monitoring market-specific software, supporting ad hoc report requests, and 
reviewing any information technology changes that may impact our Nevada operations. 


This lead has a long tenure working in a variety of technology roles, including the following: 


 Business analyst for the Operational Data Warehouse, which houses our member, claims, 
subcontractor encounters, and authorization data, along with a variety of other operational tables 


 Manager of the Fee Schedule team (seven developers), which has responsibility of 
programmatically monitoring, updating, and auditing fee schedules across Medicaid markets  


Our lead also has extensive experience with MS SQL development, data analysis, HIPAA transactions, 
and the software development life-cycle (SDLC), and has been working in the managed care industry 
for many years. 


  


3.10.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of 
encounter data to the DHCFP. 
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3.10.6 Standard I: Written IQAP Description 


 


Quality is at the heart of all we do. It is our culture. As an incumbent MCO, we have a mature IQAP 
that includes a written IQAP Program Description meeting all DHCFP requirements. Our IQAP 
Program Description will continue to comply with DHCFP requirements in the future.  


Our IQAP Program Description, updated annually, is a detailed explanation of all we do to fulfill our 
commitment to excellence in the quality of care and services we provide to our members and to the 
competence of our provider network. We integrate our NCQA Accredited Disease Management 
Program and our Case Management and Health Promotion Programs into our IQAP to facilitate the 
delivery of the most appropriate, medically necessary care to members in the most cost-effective, least-
restrictive setting.  


Our program is flexible and addresses the needs of diverse populations, whether those needs involve 
attention to co-morbid conditions or cultural and linguistic preferences. In addition, our program 
spans a broad clinical spectrum of services including preventive and primary care, behavioral health 
services (mental health and substance use disorder), service coordination for Children with Special 
Health Care Needs (CSHCN), medication management, and vision care. Our IQAP systems and 
techniques improve our efficiency and that of our providers while promoting improved health 
outcomes and well-being for our members. 


3.10.6.1 Goals and Objectives 


 


Our IQAP Program Description clearly outlines our IQAP goals and objectives, in compliance with 
this requirement. We will continue to document our IQAP goals and objectives in the IQAP Program 
Description throughout our tenure as an MCO providing services to the Nevada Medicaid and Check 
Up programs.  


The overall goal of our IQAP is to improve the quality and safety of clinical care and services provided 
to members through our network of providers and our programs and services. Informed by data and 
information from our multi-pronged strategy for monitoring quality, we annually review and set 
specific goals to support the purpose of the IQAP. Our most recent IQAP Program Description 
identifies numerous goals for 2016. In addition to many quality management process goals related to 
collaborating with the state, adequate resources, confidentiality, compliance, coordinating, and 
monitoring quality activities, our IQAP Program Description includes the following goals: 


 Improve the health status of our members 


 Provide for member accessibility to care and services 


 Monitor and provide for seamless, continuous, and appropriate care for our members throughout 
the continuum of care 


 Increase member and provider awareness of activities designed to improve patient safety 


 Educate members about appropriate preventive services and healthy lifestyles 


3.10.6 Standard I: Written IQAP Description  
 
The vendor must have a written description of its IQAP. This written description must meet the 
following criteria: 


3.10.6.1 Goals and Objectives 
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 Measure member satisfaction and implement effective interventions to address areas of 
dissatisfaction 


 Promote and facilitate improved continuity and coordination of care in clinical care and between 
medical, behavioral, pharmacy, and social components that reflect our holistic approach to member 
health and well-being.  


 Develop and implement programs, based on population analysis, that incorporate cultural diversity 
and health care disparities 


 Promote access to appropriate care management programs for vulnerable and special needs 
populations, including case management, disease management and the Chronic Care Improvement 
Program  


 Require effective provider credentialing and re-credentialing processes that comply with state, 
federal, and accreditation requirements 


3.10.6.2 Quality Assurance (QA) Objectives 


 


Our IQAP documents currently outline our detailed QA objectives, which we update annually, as well 
as a timetable for implementation and accomplishment. We will continue to incorporate these elements 
into our IQAP and will remain compliant with this requirement.  


Our QA employees develop our annual IQAP Workplan and submit it for approval to our QA 
Committee. We base our work plan on the DHCFP contract requirements, NCQA standards, and an 
analysis of results from our annual IQAP 
Evaluation that includes results from member 
and provider satisfaction surveys, an analysis of 
grievances and appeals information, and newly 
identified goals for the coming year. Our IQAP 
Workplan sets specific, measurable quality 
improvement goals for the coming years and 
identifies specific activities and projects with 
timetables to accomplish each goal.  


As an incumbent MCO and long-time DHCFP 
partner, we understand State priorities and 
goals, opportunities for quality improvement 
based on current member data, and the local 
community. As a result, we align our IQAP 
Workplan each year with State goals.  
One example of our alignment with State goals is our family planning usage tracking initiative that we 
started in 2015. During our IQAP review with the DHCFP, State employees recommended that we 
track utilization of family practice services by our members to work toward the DHCFP goal of 
increased utilization. In response, we developed and implemented a new initiative in our 2016 IQAP 
Workplan, to take steps to monitor member usage of medical and pharmacy family planning services. 
This monitoring is now under way and we will send reports to the DHCFP. Our director of  IQAP, is 
responsible for this initiative with shared accountability with our business analyst. We are measuring 


3.10.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, 
which are developed annually and include a timetable for implementation and accomplishment. 
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and reporting, for plan employees and to the DHCFP, our progress in achieving increased family 
planning usage and will use these reports to identify regional and demographic disparities and to 
develop strategies for targeted interventions to increase utilization. We will annually measure progress 
against the baseline of usage by our members quarterly and annually.  


Our 2016 IQAP Workplan includes quality assurance objectives, interventions, benchmarks and goals, 
interventions, and a time frame for multiple strategies in the following subject matter areas:  


 Monitoring and measuring identified HEDIS® performance measures related to member receipt of 
appropriate health care and recommended screenings 


 Prevention and screening 


 Respiratory conditions 


 Cardiovascular conditions 


 Diabetes 


 Musculoskeletal conditions 


 Behavioral health 


 Medication management 


 Measures collected through CAHPS 


 Access and availability of care 


 Prenatal and well-child care utilization 


As Nevada considers expansion to additional populations and geographic areas, 
we are prepared to include goals and strategies to monitor, report, evaluate, and 
improve the health quality of future expansion populations. For example, we are 
prepared to build on our affiliates’ experience to implement clinical and non-clinical measures for the 
Medicaid Aged, Blind and Disabled population, using quality metrics consistent with state specific 
assurances approved by CMS and upcoming national, standardized metrics supported by the 
Department of Health and Human Services and the National Quality Forum.  


3.10.6.3 Scope and Methodology 


 


The Program Scope and Methodology sections of our IQAP Program Description is comprehensive 
and includes strategies to address availability, accessibility, coordination and continuity of clinical and 
non-clinical services and addresses the entire range of services and settings we provide for all member 
populations and subpopulations. We will continue to comply with these requirements.  


3.10.6.3 Scope 
 
A.  The scope of the IQAP must be comprehensive, addressing both the quality of clinical care and 


the quality of non-clinical aspects of service. Scope must also include availability, accessibility, 
coordination, and continuity of care. 


 
B.  The IQAP methodology must provide for review of the entire range of care provided by the 


vendor, including services provided to CSHCN, by assuring that all demographic groups, care 
settings (e.g., inpatient, ambulatory, including care provided in private practice offices and home 
care); and types of services (e.g., preventive, primary, specialty care, and ancillary) are included 
in the scope of the review. The review of the entire range of care is expected to be carried out 
over multiple review periods and not on a concurrent basis. 
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A. Comprehensive Scope Addressing Clinical and Non-Clinical Services 
Our IQAP includes strategies to monitor and drive quality improvement to support member health and 
well-being that address clinical and non-clinical services. The scope of our IQAP encompasses clinical 
services coordinated for members and non-clinical services provided to our members, providers, other 
external customers, and internal customers. Other external customers include the DHCFP, EQRO, 
and other associated State and federal government entities. Internal customers include plan employees 
and partners in customer service, UM, disease management, health promotions, provider relations and 
network management, credentialing, and QI. We address a wide range of topics in our IQAP scope, as 
shown in Tables 3.10.6.3-1 and 3.10.6.3-2. 


Table 3.10.6.3-1. Our Scope Focuses on Key Availability, Accessibility, Coordination of Care, and Continuity  
of Care Topics 


Topics Addressed in our IQAP Scope 
Quantitative Member and Organizational Outcomes 
Patient Safety 
Confidentiality 
Network Adequacy – Availability and Accessibility 
Preventive Health 
Service Utilization 
Disease and Case Management 
Coordination and Continuity of Care 
Provider Credentialing 
Quality of Care, Including Critical Incidents 
Grievances and Appeals 
Member Satisfaction 
Provider Satisfaction 
Components of Operational Service 
Reporting Requirements 
Cultural Competency 


 


The vast scope of a recent independent external quality review of our IQAP demonstrated the breadth 
of our IQAP in both clinical care and non-clinical aspects of service. This review examined standards, 
processes, tools, etc., related to hundreds of elements.  
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Table 3.10.6.3-2. Vast Scope of IQAP Elements in EQRO Review of Health Plan IQAP 
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B. Methodology for Review of Entire Range of Care  
Our IQAP scope, methodology, and our annual work plans include methods to review the full spectrum 
of clinical services, both physical and behavioral health, and non-clinical services we provide to our 
members. The IQAP integrates all functional areas in monitoring decisions and processes that impact 
the quality and safety of care and services provided to our customers. This includes methods to review 
the entire scope of care for all demographic groups, races, ethnicities, and special needs populations 
such as CSHCN, for all types of services and care settings. Our IQAP has the organizational 
infrastructure to provide effective monitoring, reporting, and analysis and to act on opportunities to 
improve clinical care and services. Quality improvement is a continuous process of building new, and 
enhancing, previous goals and interventions based on our evaluation of prior interventions.  
We perform quality reviews on a continuous basis, over multiple quarters and years. 


CSHCN. Our quality management review activities include strategies and methodologies to measure 
and monitor the quality of clinical and non-clinical services provided to members with special needs. 
This includes, for example, members with chronic health conditions or disease states, individuals with 
behavioral health needs, seniors, members with disabilities, and CSHCN. In the case of CSHCN, we 
collaborate with advocacy groups to strengthen our ties with families and assure that we are meeting 
the needs of CSHCN and their families. Additionally, we assign a specially trained case manager to 
each child with special needs to assure there are no gaps in care or support, to coordinate person-
centered quality care across all services, and to relieve the burden on families. We track data related to 
the quality of services provided to CSHCN to identify any areas in which we can improve performance 
and to prepare quarterly quality reports for the DHCFP.  


All Demographic Groups. Our IQAP addresses the impact of demographics on health outcomes with 
the following quality activities:  
 Reviews of member clinical assessments and 


care plans to identify relevant cultural issues 


 Regular reviews and assessments of 
demographic reporting to identify the 
cultural makeup of the members in the 
Nevada market and the potential impact of 
culture on quality strategies 


 Stratification of member data by race and 
ethnicity to identify and respond to health 
disparities and potential barriers to care 


 Care plans individualized to specific needs and reflective of member demographics such as race, 
age, and ethnicity 


 Member surveys conducted to identify language preferences, impact on access to care issues, and 
potential cultural disparities  


We assess results of these activities to develop strategies to reduce disparities and barriers to access. We 
use this information to determine appropriate levels of service coordination and to enhance member 
care plans.  
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All Care Settings and All Types of Services. Our IQAP addresses all types of clinical services in all 
settings and non-clinical services too. This includes inpatient, outpatient, ancillary, emergency, 
primary care, other practitioners, pharmacy, vision, services by subcontractors, after hours care and 
more. It includes services at practitioners’ offices, inpatient and facility care, services provided in a 
member’s home, services provided by phone, etc. We monitor and evaluate all service types and care 
settings through comprehensive processes for provider contracting and credentialing, employee 
training and monitoring, oversight of delegated entities, monitoring for over- and under-utilization of 
services, member and provider satisfaction surveys, and other strategies. 


3.10.6.4 Specific Activities 


 


We comply and will continue to comply with the requirement to specify in our IQAP quality of care 
studies, methodologies, organizational arrangements, and persons responsible. Our IQAP Program 
Description contains key areas of focus, organizational structure, and accountability, including our 
governing body and committee structure and the roles and responsibilities of leadership and dedicated 
quality management employees.  


Quality of Care Studies and Other Activities 
Our IQAP guides us in systematically monitoring, evaluating, and taking effective action to identify 
and address all program improvements and to measure our success in achieving targeted improvement 
goals. It sets measurable program goals, establishes specific objectives, identifies improvement 
strategies and activities to undertake, monitors results, and assesses progress toward the goals. It 
includes a detailed outline of activities for monitoring, analysis, and reporting to the health plan 
governing bodies throughout the year. It also specifies the individuals responsible for monitoring the 
program improvements and progress toward goals. The IQAP Workplan includes reporting of State 
measurements, organizational quality of care, provider reviews, and service projects. 


Our IQAP: 


 Includes quality of care studies and other monitoring activities to assess the quality and 
appropriateness of care provided to our members, including those with special needs  


 Outlines our processes for timely completion of performance improvement projects, allowing us to 
incorporate successful intervention into subsequent initiatives  


 Describes our systems for annual reporting on quality of care  


Our IQAP identifies opportunities for improvement or expansion of our current quality improvement 
initiatives by assessing our performance across numerous key quality metrics regarding HEDIS® 
measures, customer service performance, member satisfaction, provider satisfaction, utilization, 
clinical practice guidelines, case management, disease management, continuity and coordination of 
care, etc. We submit results of our evaluations to our QA Committee and to the State for review and 
approval. Results, recommendations, and unrealized goals become the basis for activities in the 
subsequent year’s IQAP Workplan. Our IQAP Workplan is consistent with the State’s Quality 


3.10.6.4 Specific Activities 
 
The written description must specify quality of care studies and other activities to be undertaken over 
a prescribed period of time, and methodologies and organizational arrangements to be used to 
accomplish them. Individuals responsible for the studies and other activities must be clearly identified 
and qualified to develop the studies and analyze outcomes. 
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Assessment and Performance Improvement Strategy (QAPI) for each year and is further discussed 
below in Standard II: Systematic Process of Quality Assessment and Improvement (Section 3.10.7).  


Responsible Individuals 
These following Quality Team members develop and execute IQAP strategies, including quality of care 
studies, performance improvement projects, reporting, and analysis. As their credentials indicate, they 
are well qualified to effectively execute their quality improvement responsibilities: 


 Director of IQAP – BSN-RN, MS, Certified Professional in Healthcare Quality® (CPHQ) 


 Manager, provider network relations – MBA 


 Clinical quality program administrator – RN, Bachelor of Science Nursing, Bachelor of Science 
Computer Information Systems 


 Behavioral Health case manager – MS, Licensed Clinical Professional Counselor for behavioral 
health in Nevada, Maryland, and Washington, D.C. 


 Clinical quality program administrator – RN, BSN, CPHQ®, CNOR® (perioperative nursing 
credential), certified Registered Nurse First Assistant (CRNFA) 


 Clinical quality program administrator – RN, certification in Teaching of English to speakers of 
other languages  


 Clinical quality program administrator – MSN, RN, certified in Inpatient (high risk) Obstetrics, 
Certified Case Manager, National Certification  


 Clinical quality program administrator – BSN, RN, certified in Six Sigma Black Belt 


 Nevada Operations Manager– certified in Six Sigma Black Belt 


 Behavioral Health Medical Director – MD, Board Certified-General Psychiatry by American Board 
of Psychiatry and Neurology, Medical Licenses in Texas and Louisiana  


 Outreach & promotion specialist – Associate in general studies and Associate of Arts 
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Figure 3.10.6.5-1. Our Continuous Quality Improvement Philosophy and 
Processes Drive Quality 


3.10.6.5 Continuous Activity 


 


Our IQAP complies with the 
requirement for continuous 
performance of quality 
activities and tracking over 
time, and we will continue to 
comply. Our IQAP is an 
ongoing, comprehensive, and 
integrated system for 
defining how we objectively 
and systematically monitor, 
evaluate, work to improve, 
and support quality. In our 
IQAP, we build on our 
culture to evolve plan 
performance with a focus on 
continuous improvement, as 
illustrated in Figure 3.10.6.5-
1. Our IQAP includes health 
plan values to provide an 
overall foundation for 
success and to define what 
our plan does and how we do 
it. Our IQAP clearly states 
that quality in all health plan 
activities means that we 
continuously improve operations to meet and improve on our values objective: to be a health plan that 
is trustworthy, accountable, innovative, caring, and easy with which to do business. 


A continuous quality improvement (CQI) philosophy drives our IQAP. We conduct CQI processes, to 
achieve identified quality goals. National and local quality committees, including the Nevada Medicaid 
Advisory Committee with extensive provider representation, review and approve continuous quality 
improvement processes identified in our IQAP. CQI incorporates the continuous tracking and trending 
of quality topic areas, activities and indicators to monitor outcomes and attainment of quality 
improvement goals. 


In the FY 2014-2015 DHCFP IQAP Compliance Review, HSAG, the State’s EQRO, found that our 
2014 IQAP “included the continuous performance of activities to bring about true improvement. It also 
included the methods used to track issues over time.” HSAG found that the 2014 IQAP Workplan 
provided evidence of our plan’s timetable for implementing quality improvement activities scheduled 
for the year; the organizational arrangements, such as committees and workgroups used to accomplish 


3.10.6.5 Continuous Activity 
 
The written description must provide for continuous performance of the activities, including tracking of 
issues over time.  
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the activities; and the person(s) responsible for ensuring the completion of activities. Our IQAP 
Evaluation provides evidence that we track and evaluate each of the activities over time, either monthly 
or quarterly depending on the indicator, as well as an annual review of all activities.  


3.10.6.6 Provider Review 


 


Our IQAP complies with provider review and feedback requirements. Collaborating with network 
providers to achieve our quality goals through outreach, education, cultural competency training, and 
provider feedback is important to the success of our IQAP. Providing feedback to our own employees is 
also important to quality improvement. We will continue to comply with these requirements. 


A. Physicians and Health Professional Review of Clinical Processes 
The Organization Structure and Accountability section of our IQAP Program Description describes 
our IQAP structure, including the structure for oversight of clinical practices and IQAP activities by 
physicians and other health professionals. Practitioner members of national and Nevada committees 
are an integral part of IQAP oversight. Practitioners representing our community and our provider 
network serve on multiple Nevada health committees, participate in many of our committees, and are 
responsible for the oversight of processes for health care delivery and quality operations, including 
quality of care studies and other activities that support our IQAP.  


Physicians and other health professionals play an important role in reviewing health care delivery and 
IQAP processes through participation on our Medical Advisory Committee (MAC) and the 
Credentialing Committee. Six to ten fully credentialed and actively participating providers reflecting 
our provider network and member base represent primary care and major specialty services on MAC. 
MAC members use ongoing peer review to assess levels of care and quality of care provided, to monitor 
practice patterns and drug utilization, to identify appropriateness of care, to implement quality 
improvement and risk prevention activities, to review clinical study design and results, and to develop, 
implement, and approve action plans for quality improvement studies. MAC reports to our QA 
Committee. 


B. Providing Feedback to Providers and Health Plan Employees  
Improving the quality of care that we provide to our members requires a commitment to frequent and 
effective communication with our providers and our employees about quality. We post IQAP 
documents and reports to a shared folder for employees to review and talk with our employees about 
IQAP processes and quality data during monthly “Town Hall” meetings for all health plan employees. 
Through provider newsletters and MAC meetings, we get provider input into IQAP processes, 
workplans, and evaluations. We employ multiple strategies to talk with providers about how they are 
performing relative to our IQAP goals, measures, and interventions. Our provider relations team meets 
with providers in their offices. We regularly share provider-specific “report card” reports with 
providers that show their performance in serving our members and how they compare to their peers. 
These reports identify performance on HEDIS® and other quality measures and identify gaps in care. 


3.10.6.6 Provider Review 
 
A.  Review by physicians and other health professionals of the process followed in the provision of 


health services must be conducted; and 
 
B.  The vendor must provide feedback to health professionals and vendor staff regarding 


performance and patient health care outcomes. 
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These efforts will benefit from provider participation in the Health Information Exchange (HIE), 
which will allow us more timely and simplified access to medical records data. 


As part of our Provider Quality Incentive 
Program (PQIP) that provides incentives for 
select PCP practices to undertake systemic 
improvements to improve health outcomes, we 
work with providers to improve access and 
quality of care by their regular use of the PQIP 
database and tools related to performance 
information regarding our members. This 
includes actionable topics such as clinical 
quality measures based on HEDIS® measures, 
after-hours and appointment availability, non-
emergent emergency room use, new member 
PCP visits within the first 60 days of 
assignment, members with annual PCP visits, 
and members who have completed health risk screenings.  


We also use medical records audits and service gap reports to share quality performance data with 
providers. The purpose of medical records reviews are to verify that providers maintain compliant 
medical records that are legible, current, detailed, and organized; to identify service gaps; and to verify 
that members receive quality care in compliance with Nevada DHCFP, federal regulations, clinical 
practice guidelines, and HEDIS® quality measures. As part of their review, our medical records 
reviewers interact with providers in their offices. This is an important opportunity to provide feedback 
to providers and to engage them in a discussion of any concerns about quality. Our reviewers provide a 
copy of the findings from the review, including a list of missed opportunities, as a guide to closing 
service gaps and increasing quality metrics, as well as a provider profile with HEDIS® performance 
measures tracked over time. Reviewers give providers a detailed explanation of scores, including 
strengths and opportunities for practice improvement. Reviewers work with providers who do not 
achieve at least an 80 percent compliance rate to arrange education, plans of correction, and to 
schedule a subsequent monitoring visit within six months.  


In its 2014-2015 Quality Assessment and Performance Improvement Strategy, the State commended 
our plan for “performing medical record reviews and reviewing missed opportunity reports to identify 
coding errors and opportunities to improve documentation and increase provider awareness of 
individual provider HEDIS® measure rates as compared to a peer group.” 
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3.10.6.7 Focus on Health Outcomes 


 


IQAP Methodology Addresses Health Outcomes with Existing Technology 
Our IQAP methodology addresses health outcomes in compliance with this requirement. We will 
continue to comply with these requirements in the future.  


Improving health outcomes is the ultimate goal of all we do. Our IQAP methodology reflects our 
commitment to improving health outcomes with several major components covering numerous 
program areas: 


 Identifying member needs 


 Selecting quality indicator benchmarks 


 Tracking and trending our performance 
against quality indicator benchmarks  


 Developing and implementing quality 
improvement initiatives 


 Annual re-assessments of effectiveness  


Identifying Member Needs 
We continuously analyze quality improvement, 
member population, patient safety, provider 
availability, cultural competency, service 
accessibility, member experience, utilization, 
case management, and disease management 
data. We also analyze information on provider 
experience, clinical practice guidelines, medical 
records reviews, continuity and coordination 
between medical and behavioral health care, 
credentialing and delegated subcontractor 
oversight. We use predictive modeling based on 
data from member health needs assessment 
screenings and an analysis of member claims, 
including the Chronic Illness Intensity Index, to 
identify population health needs. Informed by 
these analyses, we identify member needs and 
annually set quality goals for the coming year. 


Selecting Quality Indicator Benchmarks 
Our IQAP methodology includes methods for identifying performance indicator benchmarks based on 
contractual standards, evidence based practice guidelines, and other nationally recognized sources 
such as CAHPS and HEDIS®. We use indicator benchmarks that are objective, measurable, and based 
on current knowledge and clinical experience.  


  


3.10.6.7 Focus on Health Outcomes 
 
The IQAP methodology must address health outcomes to the extent consistent with existing 
technology.  
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Tracking and Trending Performance against Quality Indicator Benchmarks 
Our IQAP methodology includes methods related to how we report and analyze data about 
performance against selected benchmarks. This includes methods for data collection, sampling, and 
analysis of data; reporting performance data; and, identifying trends and opportunities for 
improvement. Our IQAP Workplan annually sets health outcome targets and strategies for achieving 
these targets in the coming year. 


Developing and Implementing Quality Improvement Initiatives 
We operate a complete offering of innovative and proven quality management programs to educate 
members and providers, guide members in changing health behaviors, and to extend the impact 
employees and providers have with members, all with the goal of improved member health outcomes. 
Based on our analysis of data on our performance against quality benchmarks, we identify clinical and 
non-clinical quality improvement initiatives in our IQAP methodology and our annual IQAP 
Workplan. For example, Table 3.10.6.7-1 includes examples of initiatives in our 2016 IQAP Workplan 
and the health outcomes they address. 


Table 3.10.6.7-1. Example Initiatives From Our 2016 IQAP Workplan 
HEDIS Measure / Health Outcome 2016 IQAP Workplan Initiatives 
 Member access to appropriate health 
care and recommended screenings 


 Annual analysis and reporting of HEDIS® data 
 Analysis of data related to outgoing member reminder calls 
 Outreach activities 
 Data capture strategies with large provider groups 
 Provider education 
 Member access to our telehealth service 


Weight assessment and counselling on 
nutrition and physical activity for 
children and adolescents 


 Annual birthday card reminders 
 Outgoing member reminder calls 
 Overdue services reminders to members 
 Physician overdue services reminders 
 Multiple distribution methods for well child flyers 
 Outreach phone calls to parents 


Breast cancer screening  Annual adult preventive health birthday card 
 Non-emergency transportation 
 Mammovan at health fairs 
 Outgoing calls to members to schedule screenings 


Appropriate testing for children with 
pharyngitis 


 Identify large provider groups or top facilities not performing strep testing 
 Provider education  


Medication compliance for members 
with asthma 


 Pharmacy program for controller medications 
 Provider messaging regarding members not on controller medications 
 Calls to members to get follow-up PCP appointments after an avoidable ER visit 


Comprehensive diabetes care  PQIP (provider incentive) program 
 Outgoing member calls to schedule PCP visits for non-compliant members 
 Disease management program 
 Case management programs 
 Podiatry program 
 Diabetes educational classes for members 


Follow-up after hospitalization for 
mental illness 


 Calls and mailers to members regarding antidepressants 
 Bridge on Discharge Program – meet with members before discharge to address 


discharge planning, follow-up appointments, etc. 
 Innovative Healthcare Delivery program – assist members in compliance with 


community-based treatment and support services 
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HEDIS Measure / Health Outcome 2016 IQAP Workplan Initiatives 
Frequency of ongoing prenatal care  Maternal-child health program materials, packets, monetary incentive for 


prenatal care 
 Member outreach and education on importance of prenatal care 
 My Advocate - a screening and health promotion program with case management 


alerts 
 New-OBPQIP program 


 


Re-Assessing Effectiveness 
We annually assess the effectiveness of our IQAP methodologies and initiatives in improving health 
outcomes for our members. Our IQAP Evaluation includes an analysis of health outcome data and 
describes successes, barriers, and other considerations in meeting health outcome targets. It also sets 
goals for the coming year. Our IQAP Evaluation includes multiple data sources to assess IQAP 
effectiveness and progress in improving the quality of clinical and non-clinical care and services we 
provide. For example, the IQAP Evaluation includes findings from the Chronic Illness Intensity Index 
(CI3) predictive modeling system that synthesizes member, diagnosis, utilization, risk score, and other 
data to evaluate health 
outcomes for the population 
as a whole. The IQAP 
Evaluation also includes a 
review of case management 
processes, including our 
continuous case finding 
process which uses data 
mining to identify members 
needing case management 
services, and processes by 
which we identify members 
moving between risk levels 
to assure they are receiving 
appropriate case 
management support.  


Technology 


Many of our strategies use 
technology to accomplish 
improved health outcomes. 
These include 
communication technologies 
such as text messaging 
health reminders to 
members and Tictrac, a 
smartphone and web 
application we will start 
sharing with members later 
this year to assist them in 


Figure 3.10.6.7-1. TicTrac Encourages Healthy Behavior  
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improving healthy behaviors, as shown in Figure 3.10.6.7-1. A new technological innovation that we 
are planning for implementation is the use of virtual reality headsets to treat pain as an alternative to 
other treatments such as opioids. Our telemedicine program, including our telehealth Value Added 
Service, is another example of technology improving health outcomes by extending our network to 
serve members who are less mobile and communities that have fewer providers.  


Our Interactive Analytic Insights Tool is a dynamic, responsive, and scalable tool that provides 
comprehensive information about our quality performance. The tool includes quality measure 
performance trended over time with performance benchmarks and comparable data from our affiliate 
health plans, as well as our competitors. We use the tool to analyze participation rates, percentage of 
members closing health care gaps, cohorts of the population who are more responsive to particular 
programs, return on investment, and barrier analysis. We also use this information to amend current 
or develop new strategies for improving health outcomes. 


Example Initiatives 
Our IQAP describes various, innovative, and 
successful initiatives focused on member health 
outcomes. The following paragraphs highlight 
a few of these strategies. 


Disease Management. Our parent’s eight 
NCQA accredited disease management 
programs promote improved health outcomes 
for members with asthma, coronary artery 
disease, congestive heart failure, chronic 
obstructive pulmonary disease, diabetes, 
HIV/AIDS, major depressive disorder and 
schizophrenia. We also provide disease 
management for members with bipolar 
disorder, hypertension, high-risk or high-cost 
substance use disorders, complex conditions, 
severe cognitive or developmental limitations, 
serious mental illness, and members in 
affordable housing. Member satisfaction with 
disease management programs is high. In 
2015, 21,523 members participated in one or 
more disease management program and 
member satisfaction scored 4.9 on a scale of 
one to five. 


Case Management. A discussion of two case 
management programs that have successfully 
addressed improved health outcomes follows. 
With our case management programs, we 
coordinate timely, cost-effective, and integrated 
services to meet the individual health needs of 
members and to promote positive health 
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outcomes. Our case management services coordinate and monitor care for members with chronic 
conditions, and those who require high-cost or extensive services. We have case management processes 
to identify members who meet case management criteria, assess member health conditions, notify 
providers of the member’s enrollment in case management, and develop and implement individualized 
care plans for each member. We include specialized case management interventions to meet member 
needs and to improve health outcomes. These interventions, described in more detail in Section 
3.10.20.1 of this response, include special strategies for pregnant women, high-risk infants, those with 
substance use disorders, members getting ready for discharge from hospitals and other facilities, those 
with behavioral health service’s needs, and members at risk of homelessness.  


Post Discharge Planning Program. The Post Discharge Planning (PDP) Program provides enhanced 
care management to members during transitions from hospital to home or other care settings with the 
goal of reducing hospital readmissions. The first 24 to 72 hours after discharge is the highest risk 
period for readmissions. Our PDP case managers perform short-term case management activities 
before, during, and after hospital discharges to promptly provide members who are at high risk of 
readmission with the appropriate and comprehensive services they need during this critical transition 
time. These case management services include comprehensive member assessments, focused 
coordination to arrange services, strong partnerships with inpatient and outpatient providers, follow-up 
care, and necessary supports. An analysis of our Post Discharge Management Program across all of 
our affiliate Medicaid plans found an overall 16 percent reduction in 30-day all-cause readmissions 
compared to a comparison group.  


Transitional Care Coordination Program. The Transitional Care Coordination Program is another 
innovation focused on the health outcomes of our members. This program provides coordination and 
navigation support that begins in the hospital and continues in the outpatient setting. During the 
course of the 30-day program, members learn valuable tools that educate, engage, and empower them 
to become active participants in their health care. In the first two months of the Transitional Care 
Coordination program, readmission rates showed a reduction. We are working to expand this program 
to serve more members in the participating hospitals. We also will evaluate the effectiveness of non-
clinical care coordination services compared to the clinical Stabilization Case Management services. 


Member Incentives. As discussed in Section 3.9.2.3, beginning this year, we will improve health 
outcomes through our Healthy Rewards member incentive program to incentivize members to access 
preventive care and immunizations and to manage chronic conditions. This innovative program will 
promote member responsibility and member participation in health care decisions by giving members 
gift card rewards for approved products when they receive targeted health care services. 
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3.10.7 Standard II: Systematic Process of Quality Assessment and 
Improvement 


 


Our IQAP complies and will continue to comply with this standard. Our IQAP:  


 Objectively and systematically monitors and evaluates the quality, appropriateness, accessibility, and 
availability of safe and equitable medical and behavioral health care and services  


 Identifies and implements strategies to improve the quality, appropriateness and accessibility of 
member health care  


 Outlines PIPs and other quality activities with written guidelines 


 Facilitates organization wide integration of quality management principles  


3.10.7.1 Monitoring Clinical or Health Services Delivery Areas 


 


We comply and will continue to comply with this requirement by specifying the clinical and health 
service delivery areas we monitor and evaluate in our annual IQAP Program Description, IQAP 
Evaluation and in our IQAP Workplan. Through our internal quality management process and 
collaboration with HSAG and the DHCFP, we identify, develop, implement, evaluate, and modify our 
plans for monitoring and evaluating clinical and service delivery areas of importance to the State. In 
our 2016 IQAP Workplan, we use State Quality Assessment and Performance Improvement Strategy 
(Quality Strategy) priorities, HEDIS® performance measures, NCQA accreditation standards, member 
experience information, and contract requirements to identify clinical and health services delivery 
areas to monitor. Our IQAP identifies the following clinical and service delivery areas for monitoring 
and evaluation in 2016:Clinical Areas 


 Prevention and screening 
 Respiratory conditions 
 Cardiovascular conditions 
 Diabetes 
 Musculoskeletal conditions 
 Behavioral health 
 Medication management 
 Immunization 
 EPSDT 
 Health and wellness of new mothers and 


newborns  
 Health disparities  


 


 


 Health Service Delivery Areas 
 Access/availability of care 
 Utilization of services 
 Adults CAHPS 
 Child CAHPS 
 Grievance and appeals 
 Member disenrollment 
 PCP changes 
 PIPs 
 Cultural competency 


3.10.7 Standard II: Systematic Process of Quality Assessment and Improvement  
 
The IQAP must objectively and systematically monitor and evaluate the quality and appropriateness of 
care and service provided to recipients through quality of care studies and related activities, and 
pursues opportunities for improvement on an ongoing basis. The IQAP must have written guidelines 
for its Performance Improvement Projects (PIPs) and related activities. These guidelines include: 


3.10.7.1 Specification of Clinical or Health Services Delivery Areas to be monitored. 
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3.10.7.2 Reflecting the Populations Served 


 


We monitor and evaluate care in our annual quality program evaluation, which assesses care for all 
populations we serve by age groups, disease categories, and special risk status. We comply and will 
continue to comply with this requirement.  


Care for Populations Served: By Age and Disease Category 
We analyze our population across a number of variables. Our health plan conducts an annual 
population analysis as part of our IQAP Evaluation, which assesses the characteristics and needs of 
our member populations. In developing this analysis, we consider the cultural, ethnic, racial, and 
linguistic needs of members and their clinical characteristics. Based on the findings, we review and 
update programs, processes, and resources to address the needs of our members, as shown in Table 
3.10.7.2-1. 


For example, the IQAP Evaluation includes an analysis by age groups of health conditions and 
diseases that resulted in high rates of inpatient admissions. Based on this analysis, we targeted the 
interventions to successfully meet our members’ health needs and avoid unnecessary admissions and 
readmissions. 


Table 3.10.7.2-1. Analyzing Our Population by Age and Disease/condition to Target Successful Interventions 


Medicaid Population Health Conditions and Diseases 
Resulting in Inpatient Care 


Intervention Based on Analysis 


Medicaid and Nevada Check Up 
Members: Babies Up to Age 1 


Disease of respiratory system Increased number of in-network pediatricians 
and urgent care providers 


Medicaid Members: Adults 19-34 Complications of pregnancy; 
childbirth  


Contracted with a perinatologist to shift 
population to another level of care; offered 
High Risk Case Management for high-risk 
pregnancies 


Medicaid Members: Adults 35-64 Mental illness Substantially increased behavioral health 
practitioner and provider network; enhanced 
Behavioral Health Case Management and 
disease management; contracted with several 
population management programs to assist 
with care coordination of members with 
behavioral health needs 


 


Care for Populations Served: By Special Risk Status  
We apply the C13 to our entire member population to identify those members who can benefit from our 
case management program. This Intensity Index is based on Adjusted Clinical Groups (ACG), a model 
from Johns Hopkins University, which uses demographic, diagnostic, pharmacy and claims data to 
predict future resource needs for individual members. We identify members through a review of their 
past 12 months of claims for which data is available, and we assign them to a specific disease or 
condition band, categorized by four risk groups from low needs to the highest needs category for 
members with the most complex health management needs. We then match program capability and 
resources to the needs of individuals based on their disease or condition band and needs category. We 
monitor and evaluate the care provided to individuals in each band and category. 


  


3.10.7.2 The monitoring and evaluation of care must reflect the populations served by the vendor in 
terms of age groups, disease categories and special risk status, including CSHCN. 
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Care for Children with Special Health Care Needs 
We monitor and evaluate the care we provide to CSHCN. We have extensive experience serving 
members with specialized needs, including infants and children with developmental disabilities or 
delays. For 20 years, we and our affiliates have facilitated care for children with specialized health 
care needs and have supported early childhood intervention programs. We describe our assessment 
procedures, care plan development, person-centered quality care, and care management approach for 
CSHCN in detail in Section 3.4.7.1. For all CSHCN, we monitor the child’s and family’s status and 
identify any changes or evolving needs. We continue to conduct quarterly outreach throughout their 
enrollment to evaluate their care. 


3.10.7.3 Monitoring and Evaluating DHCFP Measures 


 


We partner with the DHCFP to implement its Quality Strategy, which includes priority areas of 
concern identified by CMS and the DHCFP. We comply with this requirement and will continue to 
comply in the future.  


The DHCFP outlines specific goals and objectives to address these priority areas in its most recent 
2016-2017 Quality Strategy. We incorporated all of these State goals and objectives in our IQAP for 
2016. Table 3.10.7.3-1 demonstrates the wide range of IQAP health plan strategies for addressing each 
of the State’s Quality Strategy goals. This table demonstrates the value we place on quality, as well as 
our core belief that the State’s Quality Strategy, in combination with HEDIS® performance measures, 
NCQA accreditation, and our own IQAP, is making and will continue to make a real difference in 
achieving better health outcomes for our members.  


Table 3.10.7.3-1. We Employ Multiple and Varied Strategies to Achieve State Quality Goals 
Nevada State Quality Goal Health Plan Strategies 
Improve the health and 
wellness of Nevada’s 
Medicaid and Check Up 
population by increasing the 
use of preventive services  


 Member incentives for child and adolescent check-ups 
 WCC PIP w/ Nevada Health Center FQHC 
 Health fairs with immunizations and linkage to WebIZ registry 
 Provider report cards and at least 12 Gap In Care notifications per year 
 UNLV Dental Clinic 
 Boys &Girls Club membership (Value Added Service) 


Increase use of evidence-
based practices for members 
with chronic conditions 


 Member incentives for completion of Health Needs Assessment screenings 
 NCQA-accredited Disease Management 
 Tictrac for member engagement in self-managing health through technology 
 Telehealth Service (Value Added Service) 
 PQIP 
 MedReview Care Management Summary for providers 
 Care4Today app for medication adherence (planned) 
 Included routine podiatry benefits for members over 21 diagnosed with 


diabetes(Value Added Service) 
Reduce and/or eliminate 
health care disparities for 
Medicaid and Nevada Check 
Up members. 


 Bilingual staff in key roles 
 41 Member Meet and Greets in 2015 in underserved areas 
 Interactive Analytic Insights platform stratifies data 
 Mexican Consulate collaboration with REACH and cervical cancer screening grant 


3.10.7.3 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority 
areas of concern selected by the DHCFP. These are selected from among those identified by the CMS 
and the DHCFP and are identified through the DHCFP Quality Assessment and Performance 
Improvement Strategy. 
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Nevada State Quality Goal Health Plan Strategies 
Improve the health and 
wellness of new mothers and 
infants and increase new 
mother education about 
family planning and newborn 
health and wellness 


 Maternal-Child Health Program 
 Member incentive for prenatal care (planned) 
 OBQIP and OB Provider Profiles with quality feedback 
 Provider incentive for postpartum visit reporting  
 My Advocate 
 PTSD program for new mothers with babies in NICU 
 Educational materials on family planning, long-acting reversible contraception 


(LARC) program, spacing of babies, and breastfeeding benefits 
Increase use of evidence-
based practices for members 
with behavioral health 
conditions  


 Transition Care Program  
 Member mailings on ADHD medication 
 Provider fax and peer-to-peer pharmacy outreach program for reducing 


antipsychotic polypharmacy among youth 
 Behavioral Health PIP to Reduce Readmissions (planned) 
 Behavioral Health medication management (planned) 


Increase reporting of CMS 
quality measures  


 Dedicated data analyst 
 Additional FTEs for Quality Team 
 Track record of successful submissions from our health plan to the state 


 


This table demonstrates how successfully our multi-faceted strategy aligns with the State’s goals. Our 
health plan is committed to achieving State Quality goals, as we undertake the full range of activities 
necessary to overcome the complexities of implementation, from member and provider engagement, 
recruitment and retraining of staff, outreach to community partners, to internal workflow and process 
changes along with data tracking. We will continually monitor these programs to achieve sustained 
improvements or modify interventions as necessary when we identify additional barriers and 
challenges.  


As further demonstration of this alignment, one of the DHCFP 2016 goals is to improve the health of 
new mothers and infants and increase new mother education about family planning and newborn 
health and wellness. We have a robust maternity program. We work with our national resources and 
affiliated health plans to identify innovations that support the health of women during their pregnancy 
and postpartum, as well as the health of their newborns. We created incentives for prenatal and 
postnatal visits and to engage our OBGYN providers in improving the quality of care. Last year, we 
also focused on one of the State’s main objectives in maternal and child health; increasing the rate of 
postpartum visits. We implemented a Postpartum Visit Encounter Submission Incentive Plan to 
encourage providers to submit prenatal and postpartum visit encounters. We monitor the encounter 
data and evaluate the results. The new incentives showed a four percent increase in postpartum visits 
over the previous year. 


In recognition of our maternal health program, we received the first Health Promotion and Disease 
Awareness award from the National Minority Quality Forum (NMQF), which recognized us as an 
organization making an outstanding contribution to the promotion of wellness in minority 
communities. 
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3.10.7.4 Performance Improvement Projects (PIPs)  


 


Our health plan currently conducts PIPs designed to achieve sustained improvement over time and to 
make sure that each member can access high quality, comprehensive health care services within their 
service area. We carefully track and monitor each PIP to make sure that timeframes are upheld, 
interventions are revised as appropriate to meet quality goals, and new information and future 
interventions drive improvement of quality of care on an annual basis. We analyze interventions 
monthly and report results of the data analysis quarterly to our Medical Advisory Committee and the 
Quality Assurance Committee. We refine interventions based on actual results, repeating the process 
until the desired results are achieved. We monitor results for sustained improvement, and report status 
and results of each project to the DHCFP.  


For a number of years we have successfully worked with the DHCFP and HSAG, its external quality 
review organization, to refine approaches to conduct PIPs. We collaboratively identify opportunities 
for quality gains and apply highly structured processes to achieve the targeted results. Our QA team 
collaborates with other departments across our health plan, including but not limited to the Operations 
team, UM, and Provider Relations, to bring rigorous project management expertise to each PIP. We 
will continue this process under the new Contract. 


HSAG has been and will continue to be a valuable partner, not just in validating the results of the 
PIPs, but in training, technical assistance, guidance and information they offer to our health plan.  


A. Validating Performance Improvement Projects  
We comply with the requirement to have our Performance Improvement Projects validated. HSAG 
validated the following two clinical PIPs in 2014-2015, in compliance with requirements of 42 CFR 
438.330(b):  


 Diabetes Management  


 Avoidable Emergency Room Visits  


B. Implementing New Projects in the Preceding Twelve Calendar Months 
Our health plan is currently engaged in the early stages of two clinical PIPs:  


 Improving WCC 


 Reducing Behavioral Health-Related Hospital Readmissions Within 30 Days of Discharge 


We look forward to continuing to work with the DHCFP and HSAG to identify, design, and implement 
additional PIPs that focus on clinical and non-clinical areas aligned with Nevada’s Quality Strategy to 
improve outcomes and member satisfaction. 


  


3.10.7.4 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 
 
A.  Validation of Performance Improvement Projects required by the State to comply with 


requirements set forth in 42 CFR 438.240 330 (b); and 
 
B.  Projects that were under way during the preceding twelve (12) calendar months. 
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3.10.7.5 Quality of Care Studies and PIPs 


 


Our IQAP complies and will continue to comply with these requirements. PIPs have been a significant 
part of our national and Nevada quality program for many years. We recognize their importance in 
achieving improvements in quality, evaluating the effectiveness of interventions, and instituting 
activities for increasing or sustaining improvement. We have decades of cumulative PIP experience 
through affiliate health plans across the country. Each year our IQAP for Nevada includes PIPs to 
improve the quality of care and achieve better health outcomes. Working with HSAG and the State, we 
select a PIP based on data that identifies an opportunity for improvement. Many PIPs are multi-year 
initiatives that carry over from the previous year.  


We will continue to conduct and report to the DHCFP on two clinical PIPs each year, and we will 
identify three non-clinical PIPs under this Contract. Our affiliate health plans have experience with 


non-clinical interventions, and we will work collaboratively to apply that experience 
to the Nevada Quality Strategy. For example, one of our affiliate health plans has a 
non-clinical PIP focused on Advanced Directives (or Advance Care Planning). For 


the purpose of this PIP study, Advanced Care Planning is a discussion with patients and loved ones 
about the patient’s preferences for resuscitation, life-sustaining treatment and end of life care 
(HEDIS® Technical Specifications). As Nevada considers expansion to additional populations and 
services, this PIP especially would be appropriate for older members who are receiving long-term 
supports and services.  


3.10.7.6 Purpose of Performance Improvement Projects  


 


Our IQAP complies and will continue to comply with these requirements. We recognize the importance 
of PIPs in achieving improvements in quality, evaluating the effectiveness of the interventions, and 
instituting activities for increasing or sustaining improvement. We use PIPs to accomplish the 
requirements – to improve processes and health care outcomes and improve the quality of care and 
services provided to our members. We will utilize the guidelines in implementing our PIPs outlined in 
the most recent version of the CMS publication EQR Protocol 7. 


  


3.10.7.5 Quality of care studies are an integral and critical component of the health care quality 
improvement system. The vendor will be required annually to conduct and report on a minimum of two 
clinical PIPs and three non-clinical PIPs. Clinical PIPs include projects focusing on prevention and 
care of acute and chronic conditions, high-volume services, high-risk services, and continuity and 
coordination of care; non-clinical PIPs include projects focusing on availability, accessibility, and 
cultural competency of services, interpersonal aspects of care, and appeals, grievances, and other 
complaints. 


3.10.7.6 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of 
care. The PIPs are designed to target and improve the quality of care or services received by 
managed care enrolled recipients. The vendor will utilize, as a resource, the Centers for Medicare & 
Medicaid Services (CMS) guidelines as outlined in the most recent version of the CMS publication 
EQR Protocol 7 Implementation of Performance Improvement Projects. 
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3.10.7.7 System of Quality Improvement 


 


Our IQAP constitutes the system of quality improvement required by this section. Our IQAP is an 
ongoing, comprehensive, and integrated system that defines how health plan and national staff 
systematically and objectively support quality. We draw on more than 25 years of affiliate health plan 
experience in operating quality improvement programs for Medicaid. We have the knowledge, 
experience, and infrastructure to continue to successfully operate a system of quality improvement. 


Implementing Successful Interventions to Achieve Quality Improvements  
As part of the PIP process, we identify barriers through analysis and the selection of appropriate 
interventions to address these and improve outcomes. Our PIP for reducing avoidable ER visits 
demonstrates the PIP process in achieving tangible results. Our quality team conducted a 
causal/barrier analysis using a fishbone diagram and prioritized the interventions targeting education 
to member s and providers as most likely to have the desired effect on outcomes, a decrease in ER 
visits. We then were able to identify a series of interventions to achieve improvements, evaluate their 
effectiveness, and retain those activities that will sustain the quality improvements, including the 
following:  


 Automated screening phone calls to members identified as at-risk for future use of ER (more than 
three visits and/or increased risk per predictive model) 


 Outreach, with a member advocate contacting members with an avoidable ER visit, providing 
assistance with scheduling PCP visits, and addressing other concerns and barriers identified  


 Annual member newsletter article regarding our health plan’s 24-hour nurse advice line 


 Use of quarterly administrative reports to identify members using the ER for services that could be 
provided at a PCP’s office and/or a medical home 


 Real-time ER reports, which allowed our health plan and providers to see which members 
frequented the ER and which facility  


 Provider orientation including an emphasis on directing members to use urgent care and our  
24-hour nurse advice line  


 Monthly provider reports showing the 
members visiting the ER, number of visits, 
and diagnosis 


 Quality management outreach, in which a 
registered nurse called the top 10 PCPs 
about members with avoidable emergency 
room visits  


 Provider relations follow-up (one-to-one 
education and fax blasts of contractual 
standards for access and availability) with 
providers not meeting the after-hours care 
standard  


3.10.7.7 The vendor must implement a system to achieve improvement in quality; evaluate 
effectiveness of the interventions; and institute planning and initiation of activities for increasing or 
sustaining improvement. 
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As a result of this PIP, the percentage of avoidable ER visits for the Medicaid population decreased 
from 42.6 percent (baseline in CY2011) to 33.7 percent in CY 2014. Given the improvement achieved 
for the Medicaid population, HSAG reported “it is likely that the improvement is due to the 
interventions the health plan implemented to reduce avoidable emergency room visits.” 


3.10.7.8 Evaluating impact 


 


We will continue to comply with the requirement to have our own evaluation of the impact and 
effectiveness of our quality assessment and IQAP.  


Our health plan identifies general goals for the IQAP. To meet these goals, we track a variety of 
quality improvement activities that address the quality and safety of clinical care and quality of service 
during the year. The annual IQAP Evaluation provides a mechanism for determining the extent to 
which these quality improvement activities have contributed to the quality of care and service provided 
to our members.  


We identify quality improvement initiatives annually and throughout the year. The IQAP Workplan 
captures all of our improvement initiatives and interventions, and monitors the quality management 
activities.  


Annually, our IQAP Evaluation evaluates the effectiveness of the QM and UM programs and identifies 
opportunities for improvement. Results are compared to performance goals, trending of measures 
when appropriate, barrier analysis, opportunities for improvement, and interventions. For 2015, our 
annual IQAP Evaluation report evaluated our quality of care along a number of domains, such as 
availability of practitioners, accessibility of services, member experience, provider experience, 
continuity and coordination of medical care, quality improvement, and much more.  


3.10.7.9 Evaluating Other Aspects of Care 


 


We will continue to comply with the requirement to monitor and evaluate other aspects of care, as 
directed by the DHCFP. As an example, we have participated in the State’s Lead Screening in 
Children Collaborative. Starting in SFY 2012 and continuing to today, we have encouraged more 
provider offices to use filter papers to collect blood samples from children, so that children can be 
screened on site rather than having to go to a laboratory. We implemented interventions that targeted 
children under age 2 to obtain lead screenings, succeeding in improved rates for lead screening for 
both the Medicaid and Nevada Check Up populations. We also have continued to stratify and evaluate 
lead screening rates by race and ethnicity to develop effective interventions and continue to make 
improvements. 


  


3.10.7.8  The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


3.10.7.9 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also 
monitor and evaluate other important aspects of care and service. 
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3.10.7.10 Penalty fee 


 


We recognize that a statistically significant decline in one PIP will result in a quality penalty fee until 
the measure increases above the original measure or matches the previous measure prior to the 
decline. We have never had such a penalty during our tenure in Nevada. 


3.10.8 Use of Quality Indicators 


 


Our IQAP uses quality indicators to measure and report on the quality of clinical and non-clinical 
services delivered to our members and other customers. Our use of quality indicators is consistent with 
the definition of “quality indicators” in this requirement. 


3.10.8.1 Clinical Indicators, Data Collection and Utilization 


 


Our IQAP currently and will continue to comply with the requirements in this section related to 
clinical indicators, data collection, and under- and over-utilization.  


A. Identifying and Using Quality Indicators 
We annually measure and evaluate our performance against State and CMS identified quality 
indicators as part of our IQAP. The cornerstone of this measurement is HEDIS® quality data and 
CAHPS member experience data, which are the most standardized and objective health plan measures 
of clinical outcomes and member experience in our industry. We also include in our IQAP additional 
quality indicators and activities based on findings from our prior IQAP Evaluations and the experience 
of our affiliate plans throughout the country. We use dozens of distinct quality indicators to 
understand and improve quality, all of which are objective, measurable, and based on current 
knowledge and clinical experience.  


  


3.10.7.10 A statistically significant decline in one PIP (HEDIS or NON-HEDIS) will result in a quality 
penalty fee until the measure increases above original measure or matches previous measure prior to 
decline. 


3.10.8 Use of Quality Indicators  
 
Quality indicators are measurable variables relating to a specified clinical or health services delivery 
area, which are reviewed over a period of time to monitor the process or outcomes of care delivered in 
that area. 


3.10.8.1 The vendor is required to: 
 


A.  Identify and use quality indicators that are objective, measurable, and based on current 
knowledge and clinical experience;  


B.  Monitor and evaluate quality of care through studies which include, but are not limited to, the 
quality indicators also specified by the CMS, with respect to the priority areas selected by the 
DHCFP; 


C.  Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is 
effective and sufficient to detect the need for program change; and 


D.  Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud 
and abuse is suspected, a referral must be made to the vendor’s PIU and the DHCFP SUR Unit 
for appropriate action. 
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B. Monitoring and Evaluating Quality Indicators 
We monitor and evaluate quality of care for priority areas selected by the DHCFP, using CMS-selected 
and other quality indicators. Section 3.10.7.3 of this response includes a table that sets forth the 
numerous strategies we initiated to achieve Nevada Quality Strategy goals. This includes strategies 
related to the following: 


 Increased use of preventive services  


 Increased use of evidence-based practices for members with chronic conditions  


 Reduced or eliminated health care disparities  


 Improved health and wellness of new mothers and infants and increased new mother education 
about family planning and newborn health and wellness  


 Increased use of evidence-based practices for members with behavioral health conditions 


 Increased reporting of CMS quality measures  


All of these priority areas are included in our IQAP, a dynamic process of continuous quality 
management and improvement that will always be responsive to the quality priorities we share with the 
State. We will continue working collaboratively with the DHCFP and its contracted external quality 
review organization, HSAG, to monitor and evaluate our performance on the DHCFP priority areas. 


C. Collecting Accurate, Effective and Sufficient Data 
Our health information system has consistently demonstrated it is capable of maintaining, providing, 
documenting, and retaining information to support our continued compliance with Contract 
requirements. It fully supports our ability to achieve the objectives of the ongoing IQAP. We collect 
data from multiple sources on a daily basis. We apply extensive edits to confirm that the data we 
receive from providers and subcontractors is accurate. We apply multiple levels of editing to screen 
data for completeness, logic, and consistency in accordance with 42 CFR 438.242(b)(2). The details of 
this data verification process are found in Section 3.10.5 of this response.  


As an example, one of our important quality initiatives focuses on patient safety. Specific edits evaluate 
claims for the presence of provider-preventable and hospital-acquired conditions. If indicated, we 
reduce or deny payment for certain claims demonstrating that the patient acquired the condition while 
in the hospital or outpatient surgical facility. The health information system then produces reports on 
hospital-acquired conditions to our IQAP team for tracking and follow-up.  


D. Detecting Over- and Under- Utilization 
As described in Section 3.10.19.2 of this response, we have established mechanisms to detect under- 
and over-utilization by our members and providers. Staff throughout the health plan and members of 
several health plan committees use reports provided by our performance management analysts and 
plan financial analysts to review, monitor, analyze, and resolve utilization patterns that are outside the 
norm.  
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These reports include benchmarks and indicators that allow for identification of regional and local 
practice variations in Nevada. Some examples of reports include the following: 


 Acute/Chronic Care: 
 Re-admissions 
 Pharmaceuticals 
 Outpatient care 
 ER utilization 
 Home Health and Durable Medical 


Equipment (DME) utilization  
 Behavioral Health 


 Preventive Care: 
 Well-child/adult PCP visits  
 Age-appropriate immunizations  
 Mammograms  
 Blood lead testing 


 


When we identify possible over- or under-utilization, we conduct further investigation and analysis to 
determine if we can explain the variation. If we suspect fraud or abuse, we promptly refer the findings 
to Program Integrity staff who work with the DHCFP Surveillance and Utilization Review (SUR) unit. 
We perform a root cause analysis to identify any circumstances that impact the variation. For example, 
we may find that a neurosurgeon has a higher-than-expected rate of readmissions within 30 days. We 
will investigate to determine if the trend is due to failure to follow best practices or a temporary 
reflection of especially complex members who were treated that month.  


Two years ago, we engaged in an analysis of over-utilization that demonstrates our commitment to 
reducing fraud and abuse in the health care system. The State was experiencing increased spending 
for rehabilitation services at unbundled rates that were being up-coded for two hours of service in 15-
minute increments. We built edits into our health plan’s core operating system to identify inappropriate 
up-coding and unbundling. We changed workflows for authorization and review. As a result of our 
health plan’s analysis, the DHCFP followed suit and removed several providers from their fee-for-
service network.  


We integrate over- and under-utilization analysis into our IQAP. For example, in 2015, the IQAP 
Evaluation examined the rates of over- and under-utilization for several measures, one of which was 
over-utilization of ER visits. Members who moved or changed telephone numbers frequently were not 
receiving messages about the importance of PCP engagement, and previously uninsured members in 
the expansion population were accustomed to using the ER for primary care. Our health plan has 
developed key strategies that will not only have an impact on the ER utilization rate but will connect 
our members to their PCPs for more effective preventive and primary care: 


 We are contracting with LexisNexis® in Nevada to validate member contact information against 
their uniquely vast database 


 The Integrated Member Dashboard is in place to identify better member demographic information 
to improve our opportunities for contacting members to assist them in accessing services  


 A community organization is under contract to connect members with their PCPs post 
hospitalization  


 Outreach workers are identifying members with high ER utilization rates and educating them about 
PCPs and urgent care 
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3.10.8.2 Use of Clinical Care Standards/Practice Guidelines 


 


We comply and will continue to comply with A-H of Section 3.10.8.2 of the RFP regarding use of 
Clinical Practice Guidelines (CPGs) and Preventive Health Guidelines (PHGs) to establish, monitor, 
update, evaluate and enforce standards for the quality of care.  


A. Clinical Care and Health Service Delivery Standards 
Our IQAP includes provisions for monitoring quality of care against the CPGs/PHGs and other 
standards specified in the State’s Quality Strategy. The Quality Strategy sets forth the requirement that 
our health plan must implement standards for measurement and improvement through practice 
guidelines, and we comply with that requirement. 


B. Evidence-Based Standards 
In our IQAP, we include evidence-based guidelines adopted from nationally recognized organizations 
and medical specialty societies, including, but not limited to the following:  


 U.S. Preventive Services Task Force 


 American College of Obstetrics and Gynecologists  


 American Diabetes Association  


 American Heart Association  


 American Academy of Pediatrics 


 American College of Cardiology 


 Centers for Disease Control and Prevention  


 Global Initiative for Chronic Obstructive Lung Disease  


 National Heart, Lung and Blood Institute  


  


3.10.8.2 Use of Clinical Care Standards/Practice Guidelines  
 
A.  The IQAP studies and other activities monitor quality of care against clinical care or health 


service delivery standards or practice guidelines specified in the Quality Strategy.  
B.  The standards/guidelines are based on reasonable scientific evidence and developed or 


reviewed by vendor providers;  
C.  The standards/guidelines must focus on the process and outcomes of health care delivery, as 


well as access to care;  
D.  The vendor must ensure a mechanism is in place for continuously updating the 


standards/guidelines;  
E.  The standards/guidelines must be included in provider manuals developed for use by the 


vendor’s providers, or otherwise disseminated, including but not limited to, on the provider 
website, in writing to all affected providers as they are adopted and to all recipients and potential 
recipients upon request;  


F.  The standard/guidelines must address preventive health services;   
G.  The standards/guidelines must be developed for the full spectrum of populations enrolled in the 


plan; and  
H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 


vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof.  
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Similarly, we develop behavioral health CPGs internally and incorporate information from nationally 
recognized professional organizations, including the following:  


 American Psychiatric Association  


 American Academy of Child and Adolescent Psychiatry 


We develop our CPGs/PHGs through a collaborative review process, involving both board-certified and 
credentialed network practitioners from appropriate specialties and our internal medical directors. We 
base our guidelines on valid and reliable medical and behavioral health evidence and the consensus of 
health professionals. We consider the needs of members and consult with contracting health 
professionals in developing these guidelines. We apply these standards to the decisions we make in 
performing utilization management, member education, benefit package design, and other functions. 


C. Health Care Delivery Processes, Outcomes and Access to Care  
Our guidelines focus on the process and outcomes of health care delivery, as well as access to care. 
Annually, we assess compliance with a sample of at least six guidelines that apply to various segments 
of our member population. We select at least two clinical practice guidelines for acute and chronic 
care, two behavioral health guidelines – one of which addresses children and adolescents, and two 
preventive health guidelines. We annually review member education material, benefit plans, and 
coverage parameters against the guidelines to ensure consistency.  


Our parent organization also is in the process of identifying clinical and nonclinical 
metrics for populations enrolled in HCBS. We have experience using National Core 
Indicators (NCI) survey data and gathering state-specific evidence on metrics 


approved by CMS. These will be applicable to the Aged, Blind, Disabled populations that may be 
included in Nevada’s later expansions. 


D. Continuously Updated Standards 
Our CPG/PHG Workgroup of the national Medical Policy & Technology Assessment Committee 
(MPTAC) reviews, revises, updates and approves CPGs, including behavioral health guidelines and 
PHGs. This is done at least every two years or more frequently, when clinical evidence changes. After 
approval by the MPTAC, guidelines are approved and adopted by our MAC. Our MAC is composed of 
Nevada practitioners who are representatives of the network provider community from different 
specialties. 


E. Sharing Standards with Members and Providers  
The Member Handbook includes a section called “How [Our Health Plan] Measures the Quality of 
Your Care.” It includes information for our members on how practice guidelines and health service 
delivery standards are developed and why they are important. It specifically states that members can 
request a copy of the guidelines by contacting Member Services or the QM department.  


We communicate CPGs/PHGs to providers through our provider manual, which informs providers 
about our expectations regarding guidelines. A complete list of CPGs and PHGs is located on our  
website. Providers can download guidelines from our website and additional information is available 
by calling our Provider Services Call Center. Information about the availability of the guidelines is 
also included in provider newsletters and bulletins. We inform newly contracted providers of the 
CPGs/PHGs through provider materials. 
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In addition, providers and our medical director review CPGs/PHGs as part of the Provider Group one-
on-one meetings which are arranged to discuss missed opportunities for providing recommended 
services and ways to improve performance measures. We also review the guidelines in monthly 
meetings with those providers who are identified with high volume and high cost, as well as at 
quarterly Joint Operating Committee meetings with hospitals and larger practices. 


F. Preventive Health Guidelines  
Our practice guidelines include PHGs. These PHGs are developed, reviewed, updated and distributed 
in the same manner as are the CPGs. The PHGs currently in use are listed in Table 3.10.8.2 below. 


G. Standards for All Populations 
Our guidelines address the full spectrum of populations enrolled in our plan, as evidenced by the broad 
range of health conditions and procedures addressed. We have CPGs and PHGs in place for the 
populations in Table 3.10.8.2-1. 


Table 3.10.8.2-1. Clinical Practice Guidelines and Preventive Health Guidelines Provide Standards for All 
Populations Served 


Population Served Standards for Health Conditions and Procedures  


Clinical Practice Guidelines (CPGs) 
All Populations Asthma 


Coronary Artery Disease 
Congestive Heart Failure 
Chronic Kidney Disease (transplant)  
Chronic Obstructive Pulmonary Disease (COPD)  
Diabetes  
Hepatitis B 
Hepatitis C  
Heart Failure 
HIV/AIDS 
Hyperlipidemia  
Sickle Cell Anemia  


Specific to Women Chlamydia  
Coronary Artery Disease for Women 
Depression in Pregnancy  
High Risk Obstetrical Care  
Postpartum Care  
Routine Antenatal  
Smoking Cessation During Pregnancy 


Specific to Adults Hypertension in Adults 
Obesity in Adults 


Specific to Children and Adolescents Autism  
Attention Deficit Hyperactivity Disorder (ADHD) 
Hypertension in Children and Adolescents  
Obesity in Children 


Specific to Adults, Children and Adolescents with 
Behavioral Health Needs 


BH Screening  
Bipolar Adolescent Bipolar Adult  
Major Depression  
Schizophrenia 
Substance Abuse  


Preventive Health Guidelines (PHGs) 
All Populations Immunizations 


Specific to Women Family Planning 


Specific to Adults Adult Preventive Health 


Specific to Children and Adolescents Child Preventive Health 
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H. Using Standards/Guidelines to Evaluate Quality of Care 
Our quality improvement staff use encounter data, claims and routine medical record reviews to 
monitor provider compliance with CPGs/PHGs. Our quality staff and medical director provide reports 
and educational assistance to maximize provider opportunities for improvement. We use the 
CPGs/PHGs as well as HEDIS® quality measurements to evaluate the quality of care provided by 
providers, whether they operate as an individual or group practice or as a combination of both.  


3.10.8.3 Analysis of Clinical Care and Related Services 


 


We comply and will continue to comply with the requirement to analyze and address the clinical care 
rendered, both as individual concerns with quality of care and as systems issues. We will work with the 
DHCFP to determine member race and ethnicity and develop the appropriate interventions to reduce 
or eliminate disparities. We will give access to the DHCFP to clinical studies, when available and 
appropriate.  


A. Clinicians Monitor and Evaluate Care 
We have a system in place to identify and investigate potential quality of care issues during the 
investigation of member or provider complaints, utilization review or case management activities, 
medical record audits, and physician practice profiling activities. Medical record reviews of health 
professionals in our network are conducted by licensed clinical staff and the medical director. A 
quality of care investigation may include a review of the provider’s quality and/or credentialing files, 
the complainant’s claims history, medical records, and any relevant information from our Care 
Coordination System or our core operations database. Issues determined to be clinical quality of care 
issues are reviewed first by a nurse and then by the medical director. The medical director may develop 
plans of correction for minor issues and refer more serious issues to the MAC. Based on the medical 
review audits and the investigation of individual cases, the medical director and the MAC analyze 
patterns of clinical care that require further attention. Annually, compliance is measured with a 
sample of key CPGs to further identify patterns of care that require attention. 


We analyze provider performance in IQAP targeted clinical areas, measured against quality indicators 
and CPGs/PHGs. For example, we monitor Follow-up Care for Children Prescribed ADHD 
Medication to evaluate continuity and coordination of care related to appropriate diagnosis, 
treatment and referral of behavioral health care disorders commonly seen in primary care. Using 
quality indicators based on HEDIS® requirements, we identified a need for additional training on 


3.10.8.3 Analysis of Clinical Care and Related Services  
 
A.  Qualified clinicians monitor and evaluate quality through the review of individual cases where 


there are questions about care, and through studies analyzing patterns of clinical care and 
related service. For issues identified in the IQAPs targeted clinical areas, the analysis must 
include the identified quality indicators and uses clinical care standards or practice guidelines.  


B.  Multi-disciplinary teams are required, when appropriate, to analyze and address systems issues. 
The Vendor must have mechanisms in effect to assess quality and appropriateness of care 
furnished to recipients with special health care needs. 


C.  Clinical and related service areas requiring improvement are identified. 
D.  The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. 


The vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care.  


E.  The vendor shall allow the DHCFP access to clinical studies, when available and appropriate. 
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CPGs for ADHD screening and provided more support to our providers on this topic. The 
education intervention was highly effective and is being continued. 


B. Multi-disciplinary Teams 
Multi-disciplinary and cross-functional teams are integral in evaluating the quality and 
appropriateness of care and addressing systems issues for our members with complex health care 
needs, as further detailed in Section 3.4.7.1 of this proposal. For example, for children with special 
health care needs, our case manager works continually with the family’s PCP, other providers, child, 
family, and other stakeholders that are part of the multi-disciplinary care team. The case manager will 
address any challenges in accessing treatment services, managing gaps in care, identifying and 
referring the member for additional specialized services, and providing member and family education. 
Our multi-disciplinary teams make sure that we provide all services within the highest standards of 
quality and clinical evidence. 


In addition, our health plan creates cross-functional teams to analyze systems issues and foster quality 
improvements across our entire plan. Our IQAP is linked with other management functions of our 
health plan, such as network changes, benefits design, medical management systems (e.g., pre-
certification), practice feedback to practitioners, member education, and member services.  


In its 2014-2015 Quality Assessment and Performance Improvement Strategy (QAPIS) report, the State 
highlighted one of our plan’s accomplishments: assigning a member of senior management, a quality 
or clinical expert, and every associate in the Nevada plan to one of five cross-functional teams focusing 
on improving specific HEDIS® measures.  


These multi-functional teams are involved in numerous aspects of quality monitoring and evaluation. 
For example, in reviewing member satisfaction and complaints, a cross-functional committee 
representing each of the plan’s departments reviewed results of the CAHPS scores and brainstormed 
possible barriers to access related to physician network, member demographics, location and 
knowledge as well as health plan systems and communications. The following interventions were 
identified and implemented or enhanced: 


 Review network panel to assure that there are adequate specialists and that they are disbursed 
geographically  


 New Member Meet and Greets to provide member information in English and Spanish 


 Monthly Provider Forum web seminars for physicians  


 “Secret Shopper” calls to physician offices to monitor access  


 Outreach to members who have not accessed care to help schedule appointments 


C. Identifying Clinical and Related Areas of Improvement 
Through our continuous monitoring and evaluation of the IQAP, utilization management trends and 
the systematic review of provider records, we are able to identify and address clinical areas of need and 
other areas that require improvements. We incorporate these areas of improvement into our IQAP 
Workplan and evaluate the results in our annual IQAP Evaluation. 
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D. Working with the DHCFP to Reduce and Eliminate Health Care Disparities 
We include member demographic data, including an analysis of our populations by race, ethnicity, and 
primary language in our IQAP Evaluation. This analysis builds the foundation for understanding and 


reducing disparities. Data 
analysis, including root 
cause and barrier analysis, 
is conducted to identify 
areas of greatest need, 
allowing the plan to address 
disparities within the 
population and improve care 
for all members.  


We are committed to 
addressing the challenges of 
an increasingly diverse 
population of racial and 
ethnic communities and 
linguistic groups, each with 
its own cultural traits and 
health profiles. Annually, 
the IQAP Evaluation 
includes a population 
assessment of our 
membership to identify 


demographic and cultural attributes and trends in health care. This analysis identifies possible 
disparities and also barriers to care. For example, in 2015, demographic data revealed that 16 percent 
of our members spoke Spanish as their primary language, and our members represented the 
races/ethnicities shown in Figure 3.10.8.3-1. 


The demographic data guided the development of the health plan’s strategies to reduce cultural 
barriers and health disparities, to provide effective member services, and deliver quality health care 
services. These include recruiting the right staff and providers, member education, relationships with 
community-based organizations, and ongoing quality monitoring. 


Hiring the Right Staff 
We recruit and retain a culturally diverse and culturally competent workforce that is sensitive to the 
demographic characteristics of our enrollees.  
We live in the communities that we serve. When considering candidates for open positions, we look for 
potential associates who exhibit a keen understanding of the particular cultural needs of our members. 
We also recruit candidates who speak languages similar to the languages spoken and understood by 
the members we serve. In our experience, this understanding and awareness gives our associates a 
unique ability to respond to members’ cultural norms and languages.  


  


Figure 3.10.8.3-1. Our Nevada Demographics Helps to Inform our Nevada 
Strategy 
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All of our members have a cultural background. We train our staff to recognize this and assist 
members with language difficulties and/or preferences with how to access our in-house bilingual staff, 
and how to use our contracted interpreters. All staff are required to complete annual cultural 
competency training, and 100 percent of staff did so last year.  


Recruiting the Right Providers 
We recruit providers with varied cultural backgrounds and experiences to offer member care that is 
compatible with their cultural health beliefs and in their preferred language whenever possible. We 
review network disparities and identify barriers to care that can be resolved through increased provider 
recruiting efforts to meet the cultural health needs of our members. We recruit and contract with 
skilled providers who understand and appreciate the socioeconomic and cultural challenges that our 
members face. Further, we offer providers cultural sensitivity training through provider orientations, 
written materials available on the provider website, and information in the provider manual. Most 
recently we are developing educational materials specific to Native Americans. 


Collaborative Relationships with Communities 
We establish collegial relationships and utilize resources of FQHCs, community-based organizations, 
advocacy groups, cultural organizations and industry partners to develop education and health care 
outreach to meet the specific needs of our members.  


With the prevalence of Hispanic members statewide, our Community Relations team strengthened 
partnerships with community-based organizations such as the Mexican Consulate and Research, 
Education, and Access for Community Health (REACH) Promotoras (Spanish-speaking health 
advocates), Latin Chamber of Commerce and Board Acres Outdoor Swap Meet. Our partnerships with 
these organizations opened doors to culturally appropriate educational materials and attendance at 
health fairs.  


During 2015, our health plan aggressively increased the health promotion and outreach activities in 
both Clark and Washoe counties. We added another community relations representative and partnered 
with our bi-lingual member outreach and member liaisons. We are implementing Quarterly Member 
Meet and Greet events in partnership with our health plan Quality Outreach staff at key CVS 
Pharmacy stores.  


In 2016, we are targeting health fairs and outreach efforts in ZIP codes with high concentrations of 
Hispanic and/or African American residents. We are attending and presenting at Tribal Consultations. 
We are strengthening partnerships with food banks in Washoe and Clark counties by creating or 
supporting outreach efforts especially to the diverse Medicaid expansion population members. We are 
increasing and strengthening relationships with local shelters, temporary housing, and transportation 
organizations to support new Medicaid expansion members. We are increasing niche marketing and 
health promotion outreach opportunities to educate emerging minority populations.  


We also are in the process of implementing changes associated with Multicultural Health Care (MHC) 
Distinction. NCQA has developed the voluntary MHC Distinction, which includes rigorous and 
practical requirements for assessing and improving health plan efforts to meet linguistic and cultural 
needs. The MHC standards will help us meet federal Office of Minority Health standards for culturally 
and linguistically appropriate services (CLAS) and continue to reduce disparities among our members.  
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Ongoing Quality Monitoring 
We stratify performance measures by age, racial, ethnic, and geographic factors to identify individual 
member needs as well as specific member populations. We then target interventions and outreach, 
from preventive care to disease management for high risk conditions, and promote high quality health 
care for all of our members. Through these strategies activities and programs, our health plan remains 
committed to working collaboratively with the State to reduce or eliminate health care disparities.  


E. The DHCFP Access to Clinical Studies 
We agree to allow the DHCFP access to clinical studies, when available and appropriate. 


3.10.8.4, 3.10.8.5 Implementation of Corrective Actions 


 


We currently comply and will continue to comply with the requirement for written procedures for 
taking corrective action whenever inappropriate or substandard services have been furnished or 
services that should have been furnished were not. 


We refer to corrective actions broadly, to include a corrective action initiated due to a provider issue, a 
corrective action identified by a PIP to fill an identified gap in quality care and services delivery, or a 
plan of correction directed by the State. We design each plan of correction (POC) specifically to the 
parties involved and the nature of the allegation. In doing so, we tap into our knowledge and 
experience with the local provider community, setting our health plan apart from other health plans 
that apply a rigid, inflexible approach. 


We follow our national organization’s Quality of Care – Core Procedure policy (hereafter called Core 
Procedure) when we take corrective action. The Core Procedure is a detailed description of corrective 
action procedures that includes the specific procedures required in this section. 


  


3.10.8.4 Implementation of Corrective Actions  
 
The IQAP must include written procedures for taking corrective action, as determined under the IQAP, 
whenever inappropriate or substandard services are furnished, or services that should have been 
furnished were not.  
 
3.10.8.5 These written corrective action procedures must include: 
 


A.  Specification of the types of problems requiring corrective action; 
B.  Specification of the person(s) or body responsible for making the final determinations regarding 


quality problems; 
C.  Specific actions to be taken; provision of feedback to appropriate health professionals, providers 


and staff; 
D.  The schedule and accountability for implementing corrective actions;  
E.  The approach to modifying the corrective action if improvements do not occur; and 
F.  Procedures for terminating the affiliation with the physician, or other health professional or 


provider.  
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A. Types of Problems Requiring Corrective Action  
Our Core Procedure specifies the types of problems that require corrective action. Quality of care 
issues may be identified from internal sources (e.g., claims review, report of a critical incident, etc.) as 
well as from a variety of external sources (e.g., members’ complaints, physician practice monitoring, 
etc.). The situations that are identified from these sources include, but are not limited to the following:  


 A pattern of substandard care that is likely to result in future dangers to members 


 Failure to comply with accepted ethical and professional standards of behavior 


 An action that represents a clear and serious breach of accepted professional standards of care, 
such that continued care of members by the provider could endanger their safety or health 


 Potential quality of care issues related to underutilization or overutilization 


In addition, the Core Procedure has Triggers for Peer Review for hospital-acquired conditions, never 
events, and sentinel events. The corrective actions for these issues are spelled out in greater detail in 
our health plan’s “Peer Review” policy.  


Our national organization also has a written procedure for corrective actions when delegated entities 
fail to meet required performance standards or do not comply with regulatory or contractual 
requirements. A delegated entity is any entity performing core administrative functions on behalf of 
our health plan including functions such as credentialing, claims payment, provider contracting, 
utilization management, etc. This policy is used to standardize notifications about identified 
deficiencies and to implement corrective action as necessary.  


B. Persons Responsible for Making Final Determination  
All identified or potential quality concerns are forwarded to our QM department for investigation and 
intervention, as necessary. After all relevant information has been documented in the Quality of Care 
(QOC) database, the case is reviewed by the department’s staff using the following leveling categories. 
The Core Procedure includes the written criteria for this initial quality review, assessing severity level:  


 Level 0 – not a quality of care issue 


 Level 1 – no quality issue substantiated 


 Level 2 – quality issue does not impact the care outcome 


 Level 3 – clear and significant quality of care issue; does impact the care outcome 


 Level 4 – complex and significant quality issue 


 Level 5 – emergency quality issue; issue raised is egregious 


If the staff assesses the case as a Level 2 or above, the case is forwarded to our medical director for 
review and follow-up. Our medical director must initiate corrective action after he has identified a 
Level 3, 4, or 5 quality issues. Our medical director will do the following: 


 Request the cooperation of the provider 


 Consult with and keep the MAC informed 


 Thoroughly document all information and actions  


Our medical director will provide the MAC with periodic progress reports on any plans of correction 
and any resolutions attained. 
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For provider terminations or other significant interventions taken in response to a confirmed quality of 
care issue that is related to clinical incompetence or unprofessional conduct, our medical director and 
the QM department will collaborate with the Legal and Regulatory departments. 


In the case of a delegated entity that requires a corrective action, our national Vendor Selection and 
Oversight Committee (VSOC) provides formal redress for the entity’s failure to meet required 
performance standards or regulatory or contractual requirements.  


C. Actions Taken and Feedback Shared with Health Professionals, 
Providers and Staff 
The Core Procedure specifies that the following actions may be taken as corrective action: 


 For Level 1 issues: the information is documented in the provider’s file 


 For Level 2 issues: the review and outcome is documented in the provider’s file and stored in the 
Quality of Care database, per state and federal regulatory requirements and our health plan’s 
medical record policy 


 For Level 3 and Level 4 issues: our medical director presents the case to the MAC for review and 
action. The MAC may decide that there is no significant quality concern and the issue is resolved 
and appropriately documented in the provider’s file. If MAC decides to pursue remedial action, our 
medical director will work with the provider to reach an agreement on a POC. 


Corrective action may take the form of one or more of the following activities: 


 Telephone discussion with the provider  


 Written correspondence with the provider 


 Increased intensity of utilization management activity, such as prior review by the medical director 
before any members are admitted to a hospital or prior review of 100 percent of all referrals and 
procedures 


 A consultation requirement for specified categories of cases 


 Appearance before the MAC for discussion of the issue(s) 


 Satisfactory completion of designated continuing education 


 Other action(s) as deemed appropriate by the medical director and/or the MAC  


The action(s) taken will depend on the area and the type of problem identified and on whether the issue 
was an isolated event or part of a clear pattern or trend. We believe that substandard care, when found, 
is rarely intentional. Often, the sharing of a “best practice” with a provider will educate, raise 
awareness, and serve as a model for corrective action. 


If our medical director cannot reach an agreement with the provider on a satisfactory plan of 
correction, he will refer the issue to the MAC. If the MAC cannot reach agreement with the provider 
on a satisfactory POC, it will invoke the Peer Review procedure regarding disciplinary action.  


For Level 5 issues: MAC may determine that the issue is an emergency and instruct the medical 
director to follow the Peer Review procedure relating to Level 5 emergency quality issues. 


Our health plan uses the Peer Review procedure to determine which participating provider activities 
require disciplinary action. Except in egregious situations, we conduct disciplinary action only after 
good faith efforts at dialogue, education, and remedial action. Disciplinary action includes termination 
for cause and decision not to re-credential a provider.  
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Disciplinary action against a provider may not occur before one or more of the remedial actions 
described above have occurred.  Feedback is provided to the appropriate health care professionals, 
providers, and staff throughout the entire process. 


D. Schedule and Accountability 
As stated here, our health plan has detailed written procedures for the documentation, investigation 
and remediation of quality of care issues, and no two cases are alike.  


Whenever requests are mailed to providers to take corrective action on a QOC issue, a response is 
requested by a decided time frame, generally 30 days. Our Provider Relations immediately follows up 
with the provider. All plans of correction arising out of a Level 3 or Level 4 quality issue are discussed 
by MAC at its next meeting. There is active involvement by our QM staff, the medical director, and 
MAC in every case requiring corrective action. 


E. Modifying the Plan of Correction if No Improvements 
Once we implement a Plan of Correction (POC), the Quality QA Committee monitors and evaluates 
provider performance against the POC to ensure it has been effective in achieving practice changes or 
other improvements, to identify barriers to improvement or situations that do not indicate improvement.  


Depending on the seriousness of the issue, the QM, Regulatory or Legal departments or subcontractor 
oversight staff may recommend further action, which may include the following: 


 Reporting the provider: our health plan may report the provider to the health plan’s Credentialing 
Committee to consider the nature of the POC in the re-credentialing process, or another legal or 
regulatory agency and medical board 


 Prepayment review: when billing issues are egregious or a provider fails to comply despite 
intervention, the provider may be placed on prepayment for further monitoring and evaluation. 
Certified Professional Coders review submitted medical records to verify that services documented 
support the services billed on the claim forms 


 Recoupment of overpayments: we may seek recoveries through either direct reimbursement by the 
provider or through a recovery process 


F. Terminating Provider Affiliation, If Necessary 
As stated, we use the Peer Review procedure to impose disciplinary action, including terminating the 
provider affiliation. We may terminate from our network any provider who fails to comply with 
program policy and procedures or who violates the Participating Provider Agreement with Physicians 
and Allied Health Providers. That agreement includes grounds for Immediate Termination (Section 
10.4 including “Provider continues a practice or pattern of (1) substantial disregard for the rules and 
regulations of the health plan with respect to patient care or (2) material deviation from the practice 
and quality assurance standards adopted by the health plan.” 
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3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC) 


 
 


A. Monitoring and Evaluating the POC 
We currently comply and will continue to comply with the requirement to timely monitor and evaluate 
the implementation of Plans of Correction, as well as the required changes in practice patterns, to 
ensure that improvements have been effective.  


B. Assuring Timely Follow-up on Identified Issues  
The QA Committee maintains the responsibility for monitoring and tracking, developing plans of 
correction, and reporting deficiencies and subsequent actions to the board of directors. Plans of 
correction are serious sanctions against providers, and thus there is timely follow-up and monitoring to 
correct the deficiencies and implement the required actions.  


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP 


 


We currently and will continue to comply with requirements to regularly examine the scope and 
content of the IQAP, to conduct an annual written evaluation that includes quality assurance studies, 
trends, demonstrated improvements, areas of deficiency, and evidence of significant improvements in 
care. 


A. Scope and Content of IQAP 
Our plan’s 2016 IQAP Program Description describes the program scope as comprehensive, 
systematic, and continuous. Our IQAP scope is broad and applies to all member demographic groups, 
care settings, and types of services afforded to Medicaid and Nevada Check Up membership. It 
includes medical, behavioral health, and non-clinical services. The QM program addresses the quality 
of clinical care and non-clinical aspects of service.  


The IQAP Program Descriptions and Workplan determine the program structure and activities for a 
period of one calendar year. At least annually, or more frequently if a major benefit/process/service 
change occurs, the QM department facilitates a formal evaluation of the effectiveness of the IQAP, 
analyzing outcomes realized from IQAP Workplan activities and data trends. The scope and content of 
the IQAP is included in that formal evaluation, which then informs the IQAP scope and content for 
the next year.  


3.10.8.6 Assessment of Effectiveness of Plans of Correction (POC)  
 
A.  As actions are taken to improve care, the vendor must monitor and evaluate the POC to assure 


required changes have been made. In addition, changes in practice patterns must be monitored.  
B.  The vendor must assure timely follow-up on identified issues to ensure actions for improvement 


have been effective. 


3.10.8.7 Evaluation of Continuity and Effectiveness of the IQAP  
 
A.  The vendor must conduct regular and periodic examination of the scope and content of the 


IQAP to ensure that it covers all types of services in all settings.  
B.  At the end of each calendar year, a written report on the IQAP must be prepared and submitted 


to the DHCFP which addresses: quality assurance studies and other activities completed; 
trending of clinical and service indicators and other performance data; demonstrated 
improvements in quality; areas of deficiency and recommendations for corrective action; and an 
evaluation of the overall effectiveness of the IQAP.  


C.  The report should include evidence that quality assurance activities have contributed to 
significant improvements in the care delivered to recipients. 
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B. Annual Written IQAP Evaluation Report 
We conduct an annual IQAP Evaluation, which is a formal assessment of the IQAP Workplan. This 
evaluation is a comprehensive review of all functional activities and programs conducted throughout 
the year, and it occurs during the first quarter of the subsequent year. The IQAP Evaluation provides 
evidence that we evaluate the effectiveness of all of our quality improvement activities for the year.  


The annual IQAP Evaluation describes and assesses the overall effectiveness of the QM program by 
including the following: 


 Description of ongoing and completed quality management activities, including quality assurance 
studies such as PIPs, and other activities and projects completed or underway that address quality 
and safety of clinical care and quality service 


 Quantitative and qualitative analyses and trending of clinical care, safety, and service data; 
performance indicators to assess desired outcomes, and progress toward achieving goals 


 Quality improvements achieved 


 Assessment of barriers, opportunities for improvement, and recommendations for interventions and 
corrective action 


 Analysis and evaluation of the overall effectiveness of the quality management program and its 
progress towards influencing quality network-wide clinical practices 


 Analysis of interventions contributing to significant improvement in care 


Figure 3.10.8.7-1 is an example of how we approached a major issue affecting the quality of care – 
hospital readmissions – by identifying barriers, then analyzing improvement opportunities and 
interventions. We have early positive results from these interventions; our systematic evaluation is 
continuing into this year. 
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Figure 3.10.8.7-1. Evaluating Continuity and Effectiveness 


 


C. Evidence of Significant Quality Improvement 
Our annual IQAP Evaluation includes evidence that quality assurance activities have contributed to 
significant improvements in the care delivered to members.  


For example, the IQAP Evaluation included information on key HEDIS® performance measures, 
including Initiation and Engagement for Alcohol and Other Drug Dependence and Treatment (AOD), 
which showed an improvement in rates for both the initiation of AOD treatment and engagement. For 
HEDIS® 2015, Initiation of AOD treatment was 47.89 percent, about 20 percent points higher than in 
HEDIS® 2014, while engagement of AOD Treatment for HEDIS® 2015 was 12.31 percent, a 10-
percent point increase from HEDIS® 2014. This indicates that more members are initiating treatment 
and more are following through. Initiation of AOD Treatment met the 2015 NCQA 90th percentile 
while Engagement of AOD Treatment met the 50th percentile.  


Understanding that more could be done to support members with complex needs, we instituted 
additional interventions: 


 Established a pilot program of new substance abuse case management services 


 Expanded marketing efforts and behavioral health contracting efforts, especially with substance 
abuse providers 


 Increased information on available resources for behavioral health within provider newsletters and 
on our health plan’s website 


 Encouraged providers to perform substance abuse screening in their offices through the website 
and newsletter articles 


These activities will continue to be monitored and fine-tuned for further HEDIS® improvements.  
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3.10.9 Standard III: Accountability to the Governing Body 


 


Our Nevada health plan maintains and will continue to maintain a Board of Directors (Board), which 
is the Governing Body for our health plan’s IQAP review in accordance with the DHCFP 
requirements. The Board has responsibility for organizational governance, including strategic 
planning processes and accountability in the IQAP. The Board has formally documented the 
delegation of oversight of the IQAP to our QA Committee to oversee the IQAP and activities. 


Accountability is demonstrated by our health plan and parent company’s values. 


3.10.9.1 Oversight of IQAP 


 


Documentation of IQAP Approval 
The Board documents its overall IQAP approval and approval of the annual IQAP in meeting minutes. 
Minutes are recorded at each meeting and reflect key discussion points, recommended policy decisions, 
analysis and evaluation of IQAP activities, needed actions, rationale, planned activities, responsible 
person, and follow-up. Minutes also record attendance and participation. Minutes are produced within 
a reasonable time frame, at a minimum within one month or by the date of the next meeting, and are 
maintained in confidential secure files. Minutes are reviewed and approved by the Board and are 
signed and dated within the same reasonable time frame.  


3.10.9.2 Oversight Entity 


 


IQAP Oversight and Accountability 
The Board has formally documented the delegation of oversight of the IQAP to our QA Committee to 
oversee the IQAP and activities. Our QA Committee comprises all functional areas within our 
organization, which are responsible for reporting and analyzing their performance measures, 
operational activities, and outcomes to support IQAP objectives. The QA Committee is accountable to 
the Board and is chaired by the president and CEO, and co-chaired by our health plan’s medical 
director.  


  


3.10.9 Standard III: Accountability to the Governing Body  
 
The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with 
quality improvement issues is not direct, a designated committee of the senior management of the 
vendor that is responsible for the vendor IQAP review. Responsibilities of the Governing Body for 
monitoring, evaluating and making improvements to care include: 


3.10.9.1 Oversight of IQAP 
 
There is documentation that the Governing Body has approved the overall IQAP and the annual IQAP. 


3.10.9.2 Oversight Entity 
 
The Governing Body has formally designated an entity or entities within the vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to provide 
such oversight as a committee of the whole. 
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3.10.9.3 IQAP Progress Reports 


 


Routine Written IQAP Reports 
The president and CEO (QA Committee chairperson) is charged with reporting IQAP successes and 
significant IQAP issues from QA Committee activities to the Board at each semi-annual meeting. Our 
director of IQAP also attends Board meetings to report on IQAP activities, including formal 
evaluations. As appropriate, the Board develops and submits recommendations for action to the QA 
Committee for implementation.  


3.10.9.4 Annual IQAP Review 


 


On an annual basis, the Board reviews and approves the IQAP Program Description, Workplan, and 
Evaluation. 


3.10.9.5 Annual Quality Program Evaluation Report 


 


We evaluate our IQAP annually and will continue to do so, providing a mechanism for determining 
how effectively IQAP activities have contributed to the overall quality of care and service to our 
Medicaid and Nevada Check Up members. The evaluation describes studies undertaken, results, 
subsequent actions and aggregate data on utilization and quality of services rendered, and an 
assessment of the IQAP’s continuity, effectiveness, and current acceptability (A through D of Section 
3.10.9.5 of the RFP). Specifically, the evaluation includes the following: 


 Summary description of our IQAP 


 Major accomplishments, including an assessment of progress made in influencing network-wide 
safe clinical practices 


 Measures trended over time:  
 HEDIS® data 
 CAHPS data 
 State Quality Strategy performance measures 


 Analysis and evaluation of outcomes, including an assessment of the extent to which IQAP 
activities were completed and goals met 


 Identification and analysis of issues or barriers to achieving goals and limitations of the data or 
measure 


 Recommended interventions/actions to demonstrate improvements for the upcoming year 


3.10.9.3 IQAP Progress Reports 
 
The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made. 


3.10.9.4 Annual IQAP Review 


3.10.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than 
annually, a written report on the IQAP. This annual quality program evaluation report shall be 
submitted to the DHCFP in the second calendar quarter and at minimum must include: 


 
A.  Studies undertaken;  
B.  Results; 
C.  Subsequent actions and aggregate data on utilization and quality of services rendered; and  
D.  An assessment of the IQAPs continuity, effectiveness and current acceptability. 
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 Evaluation of the adequacy of resources, training, scope, and content of the IQAP 


 Provider and member participation in the IQAP 


 Quantifiable improvements in care and service 


The QA Committee and the Board review the IQAP Evaluation on an annual basis. Evaluation 
findings serve as the framework for developing the IQAP Workplan for subsequent years. We submit 
the IQAP Evaluation to the DHCFP and EQRO annually in an electronic format and archive it in 
multiple locations. 


3.10.9.6 Program Modification 


 


The Board is compelled to take action and direct program modifications as part our continuous quality 
improvement philosophy and mode of action. The Board, QA Committee, and dedicated IQAP staff 
review and analyze quality improvement data, including all HEDIS® measures, to inform our targeted 
approach to improving quality through initiatives that include quality improvement projects and PIPs 
when indicated. The strategy incorporates the continuous tracking and trending of quality indicators to 
make sure outcomes are measured and goals are attained. Board meeting minutes are documented in 
sufficient detail to demonstrate that the Board has directed and followed up on necessary actions as 
part of its oversight and accountability for our IQAP. 


3.10.10 Standard IV: Active QA Committee 


 


Our health plan maintains and will continue to maintain a QA Committee structure responsible for 
performing QA functions within our organization and in accordance with the DHCFP requirements. 


3.10.10.1 Regular QA Committee Meetings 


 


Our QA Committee meets at least quarterly to oversee IQAP activities. This meeting frequency has 
proven sufficient for the QA Committee to follow up on all findings and required actions. 


  


3.10.9.6 Program Modification 
 
Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body must take action when appropriate, and direct that the operational IQAP be modified 
on an ongoing basis to accommodate review findings and issues of concern with the vendor. This 
activity is documented in the minutes of the meetings of the Governing Board in sufficient detail to 
demonstrate that it has directed and followed up on necessary actions pertaining to quality assurance.  


3.10.10 Standard IV: Active QA Committee  
 
The IQAP must delineates an identifiable structure responsible for performing quality assurance 
functions within the vendor.  
 
This committee or other structure must have: 


3.10.10.1 Regular Meetings 
 
The structure/committee must meets on a regular basis with a specified frequency, no less than 
quarterly to oversee IQAP activities. This frequency must be sufficient to demonstrate that the 
structure/committee is following up on all findings and required actions. 
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3.10.10.2 Established Parameters for Operating 


 


The QA Committee’s established parameters for operating are documented in the annual IQAP 
Description.  


Role 
The role of the QA Committee is to establish quality as a cornerstone of our health plan’s culture, to be 
an instrument of change through improvement of care and service, to provide a mechanism and forum 
for interdepartmental participation in the IQAP, to integrate and coordinate QA activities in care and 
service, and to demonstrate quantifiable improvement in care and service. 


Structure 
All members of the QA Committee are voting members, with the president and CEO chairing the 
Committee, and the medical director co-chairing the Committee. At least one third of voting members 
have to be present for a quorum. 


Function 
All functional areas within our organization are represented on the QA Committee and are responsible 
for reporting and analyzing their performance measures, operational activities, and outcomes to 
support IQAP objectives. Functions of the QA Committee include the following: 


 Establishing strategic direction — monitor and support implementation of the IQAP 


 Establishing processes and structure that promote accreditation compliance 


 Reviewing and accepting policies and procedures, as appropriate 


 Analyzing, reviewing, and making recommendations regarding the planning, implementation, 
measurement, and outcomes of PIPs and quality improvement studies 


 Coordinating communication of QA activities throughout the health plan 


 Reviewing HEDIS® and CAHPS data and action plans for improvement 


 Reviewing, monitoring, and evaluating program compliance against organizational, State, federal, 
and accreditation standards 


 Reviewing and approving the annual IQAP Description and Workplan; determining and describing 
the program's overall effectiveness; considering the adequacy of resources, committee structure, 
practitioner participation, and leadership involvement in the IQAP; and determining whether to 
restructure or change the IQAP for the subsequent year based on its findings 


 Providing oversight and promoting compliance of delegated services 


 Facilitating inter-departmental collaboration, coordination, and communication of QA activities 


 Measuring compliance with medical and behavioral health practice guidelines 


 Monitoring continuity of care between medical and behavioral health services 


 Monitoring accessibility and availability with cultural assessment 


 Publicly making information available to members about provider actions to improve member safety 


 Making information available about the IQAP to members and providers 


 Providing QA Committee minutes to the appropriate State regulatory agency, as applicable 


3.10.10.2 Established Parameters for Operating 
 
The role, structure and function of the structure/committee must be specified. 
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 Assuring provider engagement through direct input from the MAC or other mechanisms that allow 
provider involvement 


3.10.10.3 Documentation 


 


Minutes are recorded at each QA Committee meeting and reflect key discussion points, recommended 
policy decisions, analysis and evaluation of IQAP activities, needed actions, rationale, planned 
activities, responsible persons, and follow-up. Minutes also record attendance and participation by QA 
Committee members. Minutes are produced within a reasonable time frame and/or by the date of the 
next meeting, and maintained in confidential secure files. They are reviewed and approved by the 
originating committee, then signed and dated within the same reasonable time frame. A copy of the 
signed, dated written minutes for each meeting is available on file. 


3.10.10.4 Accountability 


 


In Nevada, accountability starts with our health plan’s Board. The Board has responsibility for 
organizational governance, including strategic planning processes and accountability for the Nevada 
IQAP, and is the governing body of the Nevada IQAP, as illustrated in Figure 3.10.10.4-1.  


Our Nevada-based QA Committee reports to the local Board, reviews and analyzes data, and assists 
with prioritization of opportunities to improve continuity and coordination of care. The QA Committee 
comprises local, Nevada-based health plan leaders, including the following: 


 president and CEO (administrator), chair 


 medical director, co-chair 


 behavioral health physician or designee 


 director internal quality assurance program 


 manager medical management 


 provider services manager 


 Nevada operations manager 


 Medicaid compliance officer 


 grievance and appeals coordinator 


 regulatory oversight manager 


 chief financial officer 


 regional pharmacy director 


3.10.10.3 Documentation 
 
There must be records documenting the structure and committee’s activities, findings, 
recommendations and actions.  


3.10.10.4 Accountability 
 
IQAP subcommittees must be accountable to the Governing Body and must report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions. 
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Figure 3.10.10.4-1. Our Committee Structure Supports Accountability to the 
Board 


We currently maintain a Nevada Consumer Advisory Committee (CAC), a forum for gathering 
member and provider input on the quality of the program and enhancing member satisfaction. As part 
of our commitment to promoting member engagement in our health plan’s IQAP activities, the CAC 
includes representatives reflecting the diversity of the Nevada Medicaid and Check Up population, 
including members, their family members, and other caregivers. The CAC is chaired by our health 
promotion leader and includes member outreach staff and the director internal quality assurance 
program, as well as members, advocates from the community, health community educators, and 
network providers. The CAC provides guidance to the plan about member needs and values, including 
education, cultural and outreach activities, grievance resolution, and member materials. This 
committee meets on a quarterly basis and acts as the voice of our members. The CAC shares feedback 
with the QA Committee for review and analysis to address member concerns, opportunities for 
improvement, and barriers to accessing care. Additionally, we refer CAC concerns to executive staff in 
the appropriate functional area to improve programs, processes, and educational materials.  


Our Medical Advisory 
Committee (MAC), which 
reports to the QA Committee, 
is an important mechanism 
for our health plan to solicit 
feedback to help us identify 
opportunities for 
improvement and 
operational changes. The 
MAC comprises local 
providers who review 
requests and changes to 
practice guidelines based on 
local members’ demographic 
and epidemiologic needs; 
approves practice guidelines, 
utilization management 
criteria, and program 
descriptions; and reviews appeals reports, complaints, and quality-of-care issues. The MAC uses 
ongoing peer review to assess levels of care and quality of care provided and monitors practice patterns 
and drug utilization to identify appropriateness of care and improvement/risk prevention activities, 
including review of clinical study design and results, as well as development and approval of action 
plans/recommendations regarding quality improvement studies. Our medical director chairs the MAC, 
which meets a minimum of six times each year. The MAC’s Credentialing Committee is responsible for 
credentialing and re-credentialing all participating Nevada providers according to health plan, State 
and federal, and accreditation standards. 


National Accountability 
While we maintain a strong, local IQAP helmed by our Nevada QA Committee, we also rely on our 
National Medicaid Division to regulate and provide guidance to the IQAP. Our national Quality 
Improvement Committee (QIC), chaired by our national medical director, is comprised of senior health 
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plan and national leadership across disciplines. The QIC meets monthly and provides a forum for 
national and local health plan members to engage in review, coordination, and direction of Medicaid 
IQAPs. A newly created Enterprise Quality Oversight Committee (EQOC) supervises quality activities 
across all lines of business, including Medicaid and Medicare, and reports to the Board.  


3.10.10.5 QA Committee Membership 


 


Our MAC, which reports to the QA Committee, comprises local providers who are representative of the 
composition of our health plan’s providers, including pediatricians, obstetricians and gynecologists, 
and family practice physicians. The MAC reviews requests and changes to practice guidelines based on 
local members’ demographic and epidemiologic needs; approves practice guidelines, utilization 
management criteria, and program descriptions; and reviews appeals reports, grievances, and quality-
of-care issues.  


3.10.11 Standard V: IQAP Supervision 


 


In accordance with the DHCFP requirements, our Board’s delegation of IQAP oversight to our 
Nevada QA Committee stipulates that our president and CEO is and will continue to be the designated 
senior executive who is responsible for IQAP implementation, making sure that our IQAP goals align 
with our strategic plan, vision, and mission. Additionally, our medical director, who reports directly to 
our president and CEO, is involved in quality assurance activities, in alignment with the DHCFP 
requirements. Our medical director maintains overall responsibility for IQAP, and the director of 
IQAP is responsible for daily oversight of the IQAP. Our QA Committee structure supports Standard 
V: IQAP Supervision, with the president and CEO chairing the QA Committee; our medical director 
co-chairs the QA Committee; and our director of IQAP is a voting member of the Committee.  


3.10.12 Standard VI: Adequate Resources 


 


Our Nevada health plan’s IQAP maintains and will continue to maintain sufficient material resources 
and staff with the necessary education, experience, and training to effectively carry out its specified 
activities in accordance with the DHCFP requirements.  


Adequate Material Resources 
To support our IQAP efforts, we use data analytics tools to collect, analyze, report, and act on data to 
enhance our targeted approach to quality improvement.  


 


3.10.10.5 Membership 
 
There must be active participation in the IQAP committee from vendor providers, who are 
representative of the composition of the vendor’s providers.  


3.10.11 Standard V: IQAP Supervision  
 
There must be a designated senior executive who is responsible for IQAP implementation. The 
vendor’s Medical Director has involvement in quality assurance activities. 


3.10.12 Standard VI: Adequate Resources  
 
The IQAP must have sufficient material resources and staff with the necessary education, experience, 
or training to effectively carry out its specified activities.  
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Interactive Analytic Insights Tool 
Our health plan’s Interactive Analytic Insights tool is a dynamic, responsive, and scalable tool that 
provides comprehensive information about health plan quality performance. The tool includes quality 
measure performance trended over time with performance benchmarks and comparable data from our 
affiliate health plans, as well as our competitors. We use the tool to improve IQAP effectiveness by 
analyzing participation rates, percentage of members closing health care gaps, cohorts of the 
population who are more responsive to particular programs, return on investment, and barrier 
analysis. We then use this information to better target and tailor health plan strategies, improved 
member experience, and increased quality outcomes.  


HEDIS® Data Warehouse 
Our health plan’s advanced HEDIS® Data Warehouse captures, stores, and analyzes internal and 
external data to monitor IQAP performance. The HEDIS® Data Warehouse provides a mechanism for 
tracking HEDIS® and other performance measures, gathering information from the DHCFP and its 
agents, Nevada’s Statewide Immunization Information System (WebIZ), pharmacy, lab organizations, 
medical record reviews, member assessments, and member care plans. Our HEDIS® Data Warehouse 
acts as an information clearinghouse for this data and allows us to routinely run reports that identify 
members for outreach who have gaps in care. We also share these reports with providers to facilitate 
appointment scheduling for immunization services. 


National Infrastructure Support 
National departments provide support to our local IQAP, including resources from Clinical Quality 
Management, Medical Management Behavioral Health, Credentialing, Clinical Informatics, Medical 
Finance, Disease Management Centralized Care Unit, Clinical Operations Systems, Information 
Technology, Member Privacy Unit, Health Promotion, Regulatory Services, Health Care Delivery 
Systems, Compliance, Pharmacy, Maternal Child Services, and National Customer Care Center. 


The national Clinical Quality Management department supports the Nevada IQAP in several areas, 
including the following: 


 HEDIS® Technical Project Management, including coordination with HEDIS®-certified software 
organization and certified HEDIS® compliance auditors; NCQA and State agency submission; data 
analysis and reporting; coordination of improvement activities across health plans; and 
communication of best practices 


 Project management of the member satisfaction survey CAHPS, analysis and report production, 
and satisfaction improvement activities across health plans 


 Project management of the provider satisfaction survey, analysis and report production, and 
communication and coordination with the health plan of activities to improve provider satisfaction 
across national departments 


 Coordination with the health plan in annual delegation oversight audit findings and improvement 
actions required 


 Communication of best practices and technical assistance in study design, implementation, and 
reporting of IQAP activities, PIPs, and other agency-defined studies 


 Assistance in preparation for EQRO audits and the NCQA Accreditation Survey 
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 Appeal process oversight, which includes monitoring and trending of appeals and complaints 
through electronic protocols, providing plan-specific and aggregate reports for variation and 
process improvement, and promoting consistency in all documents and processes used by plans to 
administer the appeal function 


 Providing support for EPSDT data entry and complaints/grievance acknowledgement 
correspondence 


  Development of standardized policy and procedures for health plans based on goals and objectives 


Adequate Staffing 
The IQAP team members listed in Table 3.10.12-1 execute IQAP strategies, including quality of care 
studies, PIPs, and rapid cycle improvement projects. As their credentials indicate, they are well 
qualified to effectively execute their quality improvement responsibilities. 
Table 3.10.12-1. IQAP Team Strength 


Title Credentials Years of 
Managed Care 
Experience 


Director Internal Quality 
Assurance Program 


Bachelor of Science in Nursing (BSN)-Registered Nurse (RN), MS, 
Certified Professional in Healthcare Quality® (CPHQ) 


9 


Manager, Provider 
Network Relations 


Master of Business Administration (MBA) 10 


Clinical Quality Program 
Administrator 


RN, BSN, Bachelor of Science Computer Information Systems 
(BSCIS) 


15 


Behavioral Health Case 
Manager 


Master of Science (MS), Licensed Clinical Professional Counselor 
(LCPC) for Behavioral Health in Nevada, Maryland, and Washington, 
D.C. 


3 


Clinical Quality Program 
Administrator 


RN, BSN, CPHQ, CNOR (perioperative nursing credential), Certified 
Registered Nurse First Assistant (CRNFA) 


10 


Clinical Quality Program 
Administrator 


RN, Certification in Teaching of English to Speakers of other 
Languages (TESOL) 


10 


Clinical Quality Program 
Administrator 


Master of Science in Nursing (MSN), RN, Credential in Inpatient 
Obstetric Nursing (RNC-OB), Certified Case Manager (CCM) 


10 


Clinical Quality Program 
Administrator 


BSN, RN, Six Sigma Black Belt 5 


Nevada Operations 
Manager 


Six Sigma Black Belt 22 


Medical Director MD, Board Certified in Pediatrics; licensed in Nevada, California, and 
Arkansas 


30 


Behavioral Health 
Physician 


MD, Board Certified in General Psychiatry by American Board of 
Psychiatry and Neurology Medical Licenses in Texas and Louisiana 


20 


Outreach and Promotion 
Specialist 


Associate of Arts in General Studies 16 


Business Information 
Consultant 


Bachelor of Science in Business Administration (BSBA) 9 


 


Our IQAP team has more than 169 combined years of experience in managed care.  
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As part of our IQAP strategy, we have also developed a local multidisciplinary team-based strategy to 
promote shared accountability and accelerate the pace of change. We currently have three 
interdisciplinary IQAP workgroups: 


 Pediatric Quality Workgroup — led by the president and CEO and provider services manager, this 
group includes representation from Quality/HEDIS®, Healthcare Management, Provider Relations, 
Case Management, Data Analytics  


 Adult Quality Workgroup — led by the director of health care management and Nevada operations 
manager, this group includes representation from Quality/HEDIS®, Healthcare Management, 
Provider Relations, Data Analytics 


 Behavioral Health Quality Workgroup — led by the director of IQAP and behavioral health 
medical director, this group includes representation from Quality/HEDIS®, Healthcare 
Management for Behavioral Health, Member Outreach, Network Management, Data Analytics  


Each workgroup comprises staff from multiple departments, including front-line professionals such as 
case managers and provider relations representatives. Each workgroup is responsible for monitoring 
rate trends and benchmarks, brainstorming barriers to goal achievement, and developing fiscally 
appropriate action plans. When necessary, additional staff from across the health plan join the 
workgroups to provide cross-functional expertise. The team also continues to participate in any 
interventions that are implemented. 


Ongoing Training for our IQAP Team 
Continuous training and professional development is part of our health plan’s culture. This is 
especially important to the experienced and seasoned employees who staff our IQAP team. Our 
employees receive training throughout their career, beginning with orientation on their first day at 
work through intensive job-specific training to prepare them to assume their new responsibilities, and 
including refresher and enhancement training to maintain and further develop their skills. Annual 
required training includes cultural sensitivity and diversity training, compliance, ethics, and HIPAA 
and privacy training. 


3.10.13 Standard VII: Provider Participation in IQAP 
 


3.10.13.1 Provider Participation 


 


Our plan currently and will continue to comply with provider IQAP provider participation 
requirements.  


We communicate quality information through our provider website, the provider manual, newsletters, 
broadcast faxes, and special mailings. Chapter 10 of our provider manual focuses on quality 
management. It describes the IQAP, the responsibilities of the QA Committee, the responsibilities of 
the Medical Advisory Committee, and the credentialing procedures. It states that the plan disseminates 
CPGs for medical non-preventive, acute and chronic conditions, behavioral health conditions, and 
preventive health conditions, and also states that guidelines can be downloaded and printed from the 
website or by calling our Provider Services Call Center. The special mailings alert our providers to 
updates in the provider manual and it is available online. 


3.10.13.1 Participating physicians and other providers must be kept informed about the written IQAP 
through provider newsletters and updates to the provider manual.   
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3.10.13.2 IQAP Cooperation  


 


Our provider contracts and provider manual include the requirement that providers cooperate with 
IQAP activities. At this time, we do not employ network providers. If this changes in the future, we will 
require cooperation and compliance with the IQAP.  


3.10.13.3 Access to Medical Records  


 


Our provider agreements with hospitals and other providers, and our contracts with subcontractors 
include standard language to require that providers and subcontractors allow us to access medical 
records for our members.  


3.10.14 Standard VIII: Delegation of IQAP Activities 
 


3.10.14.1 Accountability 


 


We do not delegate quality management functions and thus retain full responsibility and authority for 
quality management. We maintain strict and comprehensive oversight of all subcontracted and 
delegated activities. In the unlikely event that we delegate IQAP functions in the future, we will comply 
with requirements A through C in Section 3.10.14.1 of the RFP.  


3.10.15 Standard IX: Credentialing and Recredentialing 


 


Our IQAP currently contains and will continue to contain provisions to determine if physicians and 
other health care professionals are qualified to perform their services. The credentialing and re-
credentialing of network providers is a critical component of our IQAP. We use this process to monitor 
that all providers and organizations that we contract with to provide services to our Nevada Medicaid 
and Nevada Check Up members are qualified to perform those services and deliver the best possible 
care. We have the systems, employees, and policies and procedures in place to continue to accurately 
and timely credential and re-credential the full spectrum of physical and behavioral health providers 
required for Nevada’s Medicaid and Check Up managed care program, in compliance with the 
DHCFP requirements. 


3.10.13.2 The vendor must include in its provider contracts and employment agreements, for physician 
and non-physician providers, a requirement securing cooperation with the IQAP.  


3.10.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the 
medical records of its recipients. 


3.10.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are 
delegated to other entities. If the vendor delegates any quality assurance activities to subcontractors 
or providers, it must:  


A.  Have a written description of the delegated activities, the delegate’s accountability for these 
activities, and the frequency of reporting to the vendor;  


B.  Have written procedures for monitoring and evaluating the implementation of the delegated 
functions, and for verifying the actual quality of care being provided; and 


C.  Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of 
delegated activities, including approval of quality improvement plans and regular specified 
reports. 


3.10.15 Standard IX: Credentialing and Recredentialing  
The IQAP must contain provisions to determine whether physicians and other health care 
professionals, who are licensed by the State of Nevada and who are under contract to the vendor, are 
qualified to perform their services. These provisions are: 
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Rigorous Requirements Assure Providers are Qualified to Provide 
Services 


Our credentialing and re-credentialing processes 
meet and exceed NCQA accreditation 
requirements, as well as federal and State 
requirements. For example, we credential and re-
credential behavioral health providers and 
organizational facilities, such as dialysis 
facilities, that are not required to be credentialed 
through NCQA, federal, or State requirements.  


We are fully prepared to credential additional 
provider types and organizational providers when 


Nevada expands into new geographic areas and/or expands services to 
accommodate additional Medicaid populations. From our affiliate health plans’ 
extensive experience in participating in Medicaid and managed care for the Aged, 
Blind, and Disabled (ABD) and those receiving Home and Community Based Waiver services in 
numerous states, they have developed specific credentialing policies for providers such as respite care 
providers, home modification providers, and adult day care providers. They also have training 
materials and offer support to guide these providers through the credentialing process. We look 
forward to collaborating with the State of Nevada to share this expertise if the State expands managed 
care to serve this segment of the Nevada Medicaid population.  


Comprehensive Policies and Procedures Guide and Expedite Processes 
We regularly review and update our comprehensive credentialing policies and procedures in 
accordance with new NCQA standards and federal and State requirements. We also continually refine 
our processes and incorporate new resources and tools to simplify and expedite credentialing and re-
credentialing process steps — making the process as easy as possible for providers and reducing their 
administrative burden. We have already streamlined our credentialing and contracting processes for 
many providers through our participation in the Council for Affordable Quality Healthcare (CAQH) 
Universal Provider Datasource® initiative. If a provider has submitted complete documentation to 
CAQH and attested to the correctness of the credentialing application information submitted into 
CAQH’s Universal Credentialing DataSource, we are able to access the applicable documentation to 
complete certain sections of his or her credentialing application, eliminating the need for the provider 
to duplicate information and easing provider burden. This proven and efficient approach now includes 
verification that provider qualifications and credentials are accurate and thorough — expediting our 
primary source verification process. We continue to collaborate with CAQH and support their efforts to 
integrate additional solutions that simplify and expedite credentialing application processes. The new 
CAQH primary source verification process will once again seek to reduce the administrative burden 
placed on providers. We are a “test health plan” for this process, and we have been intricately involved 
in the development and requirements gathering, as well as testing. This new enhanced process will 
essentially be a “one stop shop” for all health plans to use, expediting the process for providers having 
no quality concerns that would require peer review to be quickly credentialed. 
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To assist with accurate, complete, and timely submission of credentialing application documentation, 
members of our plan’s credentialing team provide telephonic assistance to providers to help them 
complete appropriate forms. Our provider relations team is also available to make onsite visits to large-
complex group offices to review and assist them through the credentialing or re-credentialing process. 
We also provide other resources to assist providers such as our Credentialing Quick Tips that provide 
clear instructions and concise information about each step of the credentialing process. 


Monitoring and Tracking Tools Facilitate the Credentialing Process 
Our processes and tracking tools help facilitate the thorough and timely completion of credentialing 
applications. The Nevada-based credentialing department closely monitors timeliness of the 
credentialing process, including the number of the following:  


 Applications received  


 Applications processed 


 Age and turnaround time specific to credentialing applications 


 Status of applications, including requests for additional 
information 


 Applications received, administratively closed, and approved 


 Credentialing and re-credentialing applications denied 


The data repository we use for our credentialing system is integrated with other resources, including 
our provider sanctions and other data maintained in our core system, facilitating access to critical 
information to guide decision-making when credentialing and re-credentialing providers. Our 
credentialing repository helps us monitor our processes and tracks the status of each application in 
real time. In addition, our credentialing department developed another tool in 2015 to further monitor 
our credentialing and re-credentialing process turnaround times through a weekly monitoring report. 
This weekly report helps us quickly identify issues that can arise within each step of the credentialing 
process so that we can intervene immediately to address any barriers to meeting our interim completion 
goal time frames.  
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3.10.15.1 Written Policies and Procedures 


 


Written policies and procedures outline our credentialing and re-credentialing requirements and 
processes for all contracted practitioners and organizational providers. Our written policies and 
procedures are in accordance with Nevada and federal laws and regulations and comply with NAC 
679B.0405, including the use of the Nevada Uniform Credentialing Application (Form NDOI-901) in 
credentialing providers. We accept electronic versions of Form 901 via CAQH and paper copies.  


We have been participating with the CAQH Universal Provider Datasource for several years and have 
successfully reduced the administrative burden that is placed on practitioners when multiple versions 
of credentialing applications are used. We continue to support CAQH’s initiative across MCOs to align 
credentialing and re-credentialing cycles, and we continue to partner with CAQH to identify and 
implement innovative solutions to the credentialing application and verification process. For example, 
we are currently partnering with CAQH to assist their expansion to a Primary Source Verification 
(PSV) model, scheduled to be tested in early 2017. This initiative will benefit the provider community 
through synchronizing re-credentialing cycles across all MCOs. Providers will only need to fill out 
required information one time, and this will be linked across all MCOs.  


We will incorporate ongoing assessments of the quality of care 
delivered by providers as they participate in our network. Our 
written policies and procedures describe our specific processes for 
conducting credentialing, ongoing monitoring, and re-
credentialing of all contracted providers. These written policies 
outline the scope, criteria, timeliness, and processes for 
credentialing and re-credentialing providers and meet industry 
standards and regulatory and accreditation requirements. Our 
Credentialing Committee reviews these policies at least annually.  


We will provide any necessary changes that we propose to make to 
our credentialing process to the DHCFP’s Provider Enrollment 
unit 30 days prior to making the change, whenever possible. 
When unanticipated changes are required and a 30-day notice is not feasible, we will notify the 
DHCFP’s Provider Enrollment unit within five days of the unanticipated change(s) that need to be 
made.  


  


3.10.15.1 Written Policies and Procedures 
 
The vendor will have written policies and procedures that include a uniform documented process for 
credentialing, which include the vendor’s initial credentialing of practitioners, as well as its subsequent 
recredentialing, recertifying and/or reappointment of practitioners. The vendor will comply with NAC 
679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers. 
 
The DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The vendor agrees to allow the DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 
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Our requirements meet and exceed NCQA standards, providing us an excellent framework to assess 
the clinical competence of each network provider and to make sure standards are applied consistently. 
We conduct site visits for any facility that does not have an accreditation or Medicare survey or that is 
identified on the Health Resources and Services Administration shortage designation list.  


We allow the DHCFP and/or its contracted EQRO to inspect our credentialing and re-credentialing 
process and supporting documentation.  


3.10.15.2 Oversight by Governing Body 


 


Our Nevada Board of Directors formally delegates responsibility for provider credentialing and re-
credentialing to the Nevada-based Credentialing Committee according to federal and State regulations 
and guidelines and NCQA accreditation standards. The Committee reviews, updates, and approves 
credentialing and re-credentialing policies and procedures. In addition, the Credentialing Committee:  


 Conducts reviews for all providers who apply for participation in our provider network and approves 
or denies the provider for participation 


 Reviews all network providers for re-credentialing, including review of quality or utilization 
data/reports 


 Approves or denies for participation those providers submitted 
by credentialing activities 


 Reports to the MAC physician plans of correction actions and 
sanctions imposed based upon re-credentialing activities 


 Oversees credentialing relationships 


The Credentialing Committee includes 11 provider members in the following specialties: two 
psychologists, three OB/GYNs, two family practice physicians, and four pediatricians. Health plan 
representation includes our behavioral health physician and our health plan medical director who 
chairs the committee. This composition will be modified to address any new populations that may be 
added during the Contract period. 


3.10.15.3 Credentialing Entity 


 


Our Nevada Credentialing Committee makes decisions about credentialing and re-credentialing as 
directed by our Nevada Board of Directors. 


  


3.10.15.2 Oversight by Governing Body 
 
The Governing Body, or the group or individual to which the Governing Body has formally delegated 
the credentialing function, will review and approve the credentialing policies and procedures.  


3.10.15.3 Credentialing Entity 
 
The vendor will designate a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 
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3.10.15.4 Scope 


 


We credential and re-credential individually licensed providers who are included in our provider 
network to independently provide services. In Nevada, this currently includes practitioners (physicians, 
behavioral health providers, and allied health practitioners). We credential or re-credential facilities or 
organizational providers that then provide professional oversight and credentialing/re-credentialing for 
providers who practice exclusively within a facility in accordance with State regulations and 
accreditation standards. 


Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and State of Nevada Medicaid credentialing guidelines. For example, we credential 
and re-credential organizational facilities that extend beyond NCQA requirements such as dialysis and 
nursing homes. We use our credentialing and re-credentialing processes as another tool to monitor 
quality of care and patient safety in these facilities and to make sure our provider network is and 
continues to be well qualified and able to provide the best care possible to our members. 


Currently, we credential and re-credential the following provider types in Nevada who independently 
provide services: 


 Medical doctors 


 Physician assistants 


 Nurse practitioners 


 Certified nurse midwives 


 Psychologists 


 Licensed professional counselors/social 
workers 


 Physical/occupational therapists 


 Speech/language therapists 


 Other mid-level providers 


 Doctors of osteopathy 


 Doctors of dental surgery 


 Doctors of dental medicine 


 Doctors of podiatric medicine 


 Doctors of chiropractic 


 Optometrists 


 Hospital providers 


 Allied services providers 


We credential and re-credential the following organizational providers in Nevada: 


 Hospitals 


 Home health agencies 


 Skilled nursing homes 


 Nursing homes 


 Ambulatory surgical centers 


 Behavioral health facilities that provide mental health or substance abuse services in an inpatient, 
residential, or ambulatory setting, including Substance Abuse Prevention and Treatment Agency 
(SAPTA) providers 


  


3.10.15.4 Scope 
 
The vendor will identify those practitioners who fall under its scope of authority and action. This must 
include, at a minimum, all physicians and other licensed independent practitioners included in the 
vendor’s provider network. 
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Delegated Credentialing 
The following types of providers may be credentialed by delegates: 


 Provider groups that meet specific eligibility requirements (based on size, experience, infrastructure, 
and professional liability insurance) 


 Pharmacy providers  


 Vision care providers 


 Managed behavioral health organizations 


 Medical group practices 


 Hospital-based physician groups 


 Physician organizations 


 Physician-hospital organizations 


The Credentialing department works closely with our Provider Network Management department, 
Credentialing Committee, national Vendor Service and Oversight Committee (VSOC), medical 
director; and QM staff when evaluating delegates and determining ongoing compliance requirements. 
Delegates must do the following: 


 Meet or exceed all Nevada standards 


 Meet or exceed all NCQA standards 


 Meet or exceed all CMS regulations 


 Meet or exceed all parent company and associated health plan requirements 


 Comply with all applicable HIPAA requirements per Business Associate regulations 
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3.10.15.5 Process 


 


We implement and will continue to implement a comprehensive initial credentialing process that 
obtains and reviews primary source verification that includes all minimal required information as 
specified in items A through O above within Section 3.10.15.5.  


The credentialing of network providers is an important component 
of our contracting and quality assurance process, assuring that 
quality of care is maintained or improved and verifying that 
providers hold current State licensure and enrollment — or an 


3.10.15.5 Process 
 
The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 
 


A.  The practitioner holds a current valid license to practice in Nevada or a current valid license to 
practice in the state where the practitioner practices. 


B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the 
scope of their license to prescribe drugs. 


C.  Graduation from medical school and completion of a residency, or other post-graduate training, 
as applicable. 


D.  Work history. 
E.  Professional liability claims history. 
F.  The practitioner holds current, adequate malpractice insurance according to the vendor’s policy. 
G.  Any revocation or suspension of a State license or DEA number. 
H.  Any curtailment or suspension of medical staff privileges (other than for incomplete medical 


records). 
I.  Any sanctions imposed by the OIG or the DHCFP. 
J.  Any censure by any state or county Medical Association or any other applicable licensing or 


credentialing entity. 
K.  The vendor obtains information from the National Practitioner Data Bank, the Nevada Board of 


Medical Examiners, the State Board of Osteopathic Medicine, any equivalent licensing boards 
for out- of-state providers, and any other applicable licensing entities for all other practitioners in 
the plan. 


L.  The application process includes a statement by the applicant regarding: 
 
1. Any physical or mental health problems that may affect current ability to provide health care; 
2. Any history of chemical dependency/ substance abuse; 
3. History of loss of license and/or felony convictions; 
4. History of loss or limitation of privileges or disciplinary activity; and 
5. An attestation to correctness/ completeness of the application.  


 
This information should be used to evaluate the practitioner’s current ability to practice. 


 
M.  There is an initial visit to each potential primary care practitioner’s office, including 


documentation of a structured review of the site and medical record keeping practices to ensure 
conformance with the vendor’s standards. If the vendor’s credentialing process complies with 
the current NCQA standards, it is not required to conduct initial site visits. 


N.  The vendor’s provider credentialing must comply with 42 CFR §1002.3.  
 


O.  If the vendor has denied credentialing or enrollment to a provider where the denial is due to 
vendor concerns about provider fraud, integrity, or quality the vendor is required to report this to 
the DHCFP Provider Enrollment Unit within fifteen (15) calendar days. 
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application in process for enrollment — as a Nevada Medicaid provider as applicable. Our 
credentialing process verifies that all network providers are qualified by training and experience to 
deliver health care services to our members.  


Our credentialing process uses the Nevada Uniform Credentialing Application (Form 901) through 
either paper copy or through the CAQH Universal Provider Datasource to capture all required data, in 
compliance with NCQA, federal, and State requirements. The Nevada Credentialing Committee and 
our Nevada Credentialing team employees are supported by our national Credentialing department, 
which conducts all final verifications and credential file preparations specified above. Our locally 
based Provider Relations team provides additional support through conducting provider outreach, 
including onsite visits when appropriate to obtain missing or incomplete information. 


Our Credentialing team reviews all credentialing documentation submitted and makes sure the file is 
complete. A team member contacts the provider being credentialed, as necessary, to obtain additional 
clarification and/or to assist him or her in providing all required information. We provide onsite 
assistance as needed.  


Once the application is deemed complete, we conduct final Primary Source Verification using the 
information submitted by the provider in accordance with NCQA standards. The process includes 
verification of all required information detailed in Section 3.10.15.5. This includes assessment of the 
applicant’s training and education against training requirements established by the Credentialing 
Committee. If a provider fails to meet these training requirements, we close the application review 
process and return it to him or her. We also close the application if a provider type is required to be 
enrolled in Medicaid and is not able to provide evidence that he or she is enrolled or is currently in the 
Medicaid application process.  


File Verification is performed in accordance with Section 3.10.15.5. We query and obtain information 
from resources that include the following:  


 The National Practitioner Databank (NPDB) to determine if any disciplinary actions have been 
taken against the applicant in addition to any settled/closed malpractice cases 


 The Health and Human Services (HHS) Office of Inspector General (OIG) List of Excluded 
Entities/Individuals database 


 The General Services Administration’s Excluded Parties List System 


 The Nevada Board of Medical Examiners 


 The State Board of Osteopathic Medicine 


 The Nevada Dental Board 


 Any equivalent licensing boards for out-of-state providers and any other applicable licensing 
entities 


Our requirements meet and exceed NCQA standards, providing us an excellent framework to assess 
the clinical competence of each network provider and to make sure that standards are applied 
consistently. We understand that since our credentialing process complies with current NCQA 
standards, initial site visits are not required. We conduct site visits for facilities that do not have an 
accreditation or Medicare survey or that is identified on the HRSA shortage designation list.  
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Our policies and procedures are in accordance with Nevada and federal laws and regulations, 
including 42 CFR 438.214 and 42 CFR 1002.3. We notify the State of Nevada within 15 calendar days 
of any provider denied credentialing for program integrity-related reasons, including provider fraud, 
integrity, or quality.  


Figure 3.10.15.5-1 illustrates our initial credentialing process.  


Figure 3.10.15.5-1. Our Initial Credentialing Process is Compliant and Efficient 


 


 







 
   


 
Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 90 
 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


3.10.15.6 Recredentialing 


 


We have and will continue to maintain comprehensive policies and procedures for re-credentialing 
providers. Our re-credentialing program complies with the Code of Federal Regulations and NCQA 
standards and is approved by the DHCFP.  


A-C. Re-verification of Credentials 
We require and will continue to require that all practitioners and organizational providers are re-
credentialed within 36 months of the previous credentialing decision in accordance with NCQA 
standards and in excess of contract requirements. This process includes re-verification of those 
elements contained in Sections 3.10.15.5, including re-verification of licensure(s), sanctions, 
certifications, clinical privileges, and competence (as reviewed by malpractice history and license 
history) and/or health status that could affect the practitioner’s ability to serve our members. We also 
review and incorporate the following performance information into the re-credentialing process, as 
applicable:  


 Member grievances and appeals 


 Member satisfaction surveys regarding provider experience 


 Results of quality reviews 


 Utilization management 


 Quality improvement and medical management activities 


 Other plan-specific data as available and applicable, including medical record audits 


 Re-verification of hospital privileges and current licensure, if applicable 


  


3.10.15.6 Recredentialing  
 


A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or 
recertification) will be described in the vendor’s policies and procedures, including:  


 
A.  Evidence that the procedure is implemented at least every sixty (60) months;  
B.  The vendor conducts periodic review of information from the National Practitioner Data Bank 


and all other applicable licensing entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current standing 
in required areas. 


C.  The recredentialing, recertification or reappointment process also includes review of data from: 
1. Recipient grievances and appeals; 
2. Results of quality reviews; 
3. Utilization management; 
4. Recipient satisfaction surveys; and 
5. Re-verification of hospital privileges and current licensure, if applicable. 


 
D.  The vendor’s provider recredentialing must comply with 42 CFR §1003.3 
E.  If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the State 


within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions related to fraud or abuse the DHCFP will 
notify HHS-OIG. 
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Our national Credentialing department initiates the re-credentialing process by identifying providers 
due for re-credentialing. Identified providers receive a re-credentialing packet in the mail 
approximately eight months prior to the re-credentialing due date. This packet requests standard 
information and a copy of the provider’s most current State licensure(s), professional liability 
insurance, and other applicable supporting information, including an updated Disclosure of 
Ownership Form. We ask providers to respond to this written request within 30 days, and we make no 
fewer than three attempts to each provider asking for this information.  


Our concerted and early efforts at assisting providers in achieving timely re-credentialing has resulted 
in 93 percent of providers submitting required information.  


However, when we do not receive complete information back from a provider, we make a second 
outreach attempt by phone and fax. After an unsuccessful second attempt is made by the credentialing 
department, our health plan Provider Relations team continues to make an additional attempt to 


contact the provider and obtain required 
information. We are diligent in making sure 
that there is no credentialing lapse.  


Once all information is received, we conduct 
primary-source verification in accordance with 
NCQA and Nevada requirements and provide 
the information to the medical director and/or 
Credentialing Committee. After reviewing the 
information and supporting documentation 
received from the re-credentialing applicant, we 
include an assessment of any available provider 
performance criteria. These criteria may 


include medical record audit results, accessibility of site, member satisfaction results and grievances, 
member grievances, quality improvement, and medical management activities. The elements we select 
for review may vary by provider type and the availability of information. 


D. Compliance with Federal Regulations 
Our re-credentialing processes comply and will continue to comply with federal rules and regulations 
including 42 CFR §1003.3. 


E. Decredentialing, Terminating, and Disenrolling Providers  
We notify the State of Nevada within 15 calendar days of any provider denied re-credentialing or of 
our de-credentialing or termination of a provider’s contract for program integrity-related reasons, 
including provider fraud, integrity, or quality. 
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3.10.15.7 Delegation of Credentialing Activities  


 


In certain circumstances we approve delegation of credentialing and re-credentialing authority. We 
may authorize provider groups, including our vision provider and provider groups having more than 
99 participating providers, to perform credentialing activities that meet our standards. We also permit 
delegated credentialing to organizations such as vision care entities. The national Credentialing 
department determines if standards are being met through a review of their written credentialing 
policy, performing a pre-delegation audit on any entity that does not have an NCQA-certified 
credentialing program, and review of any plans of correction. Reviews are conducted on a monthly, 
quarterly, and annual basis and are presented to our Credentialing Committee when appropriate. Our 
plan’s Credentialing Committee maintains final authority of credentialing delegation decisions.  


The national Credentialing department oversees credentialing, re-credentialing, recertification, and 
reappointment activities. There is the DHCFP-approved written description of all oversight activities 
and accountability. Our Provider Relations department conducts ongoing monitoring and reviews of 
each delegated credentialing arrangement. We monitor to ensure that all credentialing and re-
credentialing are done in accordance with our policies and procedures, as well as with federal, the 
DHCFP, and NCQA standards. Reviews are conducted on a monthly, quarterly, and annual basis and 
are presented to our Credentialing Committee when appropriate. Our Credentialing Committee 
evaluates and discusses the delegated functions on an annual basis or more frequently if warranted. 
Prior to any renegotiation, the national Credentialing department evaluates the delegate’s 
performance, including results of the last annual assessment, the most recent plans of correction and 
evidence of implantation, ongoing monitoring reporting and applicable plans of correction, and 
compliance with credentialing requirements. 


Our pharmacy network is credentialed and re-credentialed every three years by our pharmacy 
subcontractor. Credentialing policies and procedures are maintained by the pharmacy subcontractor. 
The national Pharmacy Services department reviews the pharmacy subcontractor’s written 
credentialing policies to determine if standards are being met and monitors the pharmacy 
subcontractor’s performance on a monthly and quarterly basis through review and evaluation of 
reports and data files from the pharmacy subcontractor. 


  


3.10.15.7 Delegation of Credentialing Activities  
 
If the vendor delegates credentialing and recredentialing, recertification, or reappointment activities, 
there must be a written description of the delegated activities, and the delegate’s accountability for 
these activities. There must also be evidence that the delegate accomplished the credentialing 
activities. The vendor must monitor the effectiveness of the delegate’s credentialing and 
reappointment or recertification process.  
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3.10.15.8 Retention of Credentialing Authority 


 


We have written policies and procedures for approving new practitioners and sites and for terminating 
or suspending individual practitioners. We have policies and procedures to guide our process for 
suspension, reduction, or termination of practitioner privileges. 


3.10.15.9 Reporting Requirement  


 


Written policies and procedures guide our process for reporting serious quality deficiencies resulting in 
suspension or termination of a practitioner to the appropriate Nevada and federal authorities, 
including the Secretary of Health and Human Services and the Inspector General of Health and 
Human Services.  


3.10.15.10 Provider Dispute Process  


 


We have written policies and procedures approved by the DHCFP for the current MCO Contract that 
address when a provider disputes our decision to deny, reduce, suspend, or terminate a practitioner’s 
privileges. These disputes are considered an appeal and are tracked and processed accordingly. 


Providers, regardless of their State licensure or contract status with our health plan, are subject to all 
aspects of the IQAP, especially those elements such as office and medical records audits, quality 
reviews, and member satisfaction or grievance reports that indicate their continued qualification to 
perform services for Medicaid and Nevada Check Up members.  


The dispute process is one of the functions of the Credentialing Committee. When we discover poor 
provider performance or providers who are not qualified, we take the necessary and appropriate steps 
from establishing a plan of correction with the provider up to termination from the network.  


A determination letter sent to the physician notifies them of the denial, limitation, or restriction of 
credentials or the decision to terminate for cause.  


The provider has a 30-day time frame from the date of the determination letter to appeal the decision in 
writing. First-level appeals are reviewed by the Credentialing Appeals Sub Committee. An 
acknowledgement letter is sent to the provider within 15 days of receipt of the appeal. The 
Credentialing Appeals Committee meets within 30 days of the receipt of the appeal, unless a time 
extension is requested and mutually agreed upon by both parties. A determination letter is sent to the 
provider within 15 days of the Credentialing Appeals Committee meeting.  


3.10.15.8 Retention of Credentialing Authority 
 
The vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges. 


3.10.15.9 Reporting Requirement 
 
The vendor must ensure there is a mechanism for, and evidence of implementation of, the reporting of 
serious quality deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities.  


3.10.15.10 Provider Dispute Process 
 
The vendor must have a provider appeal process for instances wherein the vendor chooses to deny, 
reduce, suspend or terminate a practitioner’s privileges with the vendor. 







 
   


 
Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 94 
 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Second-level appeals are heard by the Credentialing Hearing Sub Committee with criteria. If criteria 
are met upon receipt of the second-level appeal, an acknowledgment letter is sent. The Credentialing 
Hearing Committee meets within 30 days of the appeal request, unless a time extension is requested 
and mutually agreed upon. The notice of the hearing is communicated no less than 14 calendar days 
prior to the date of the hearing. The provider is notified in writing of the final decision within 15 days 
of the Credentialing Committee hearing.  


3.10.16 Standard X: Recipient Rights and Responsibilities 


 


We comply and will continue to comply with the requirement to treat our members in a manner that 
acknowledges their rights and responsibilities. Our demonstrated commitment to member rights and 
responsibilities affects all aspects of our operations.  


We recognize that members who fully understand their rights and responsibilities are more likely to 
take an active role in their own health care. We employ multiple strategies to inform members, staff, 
subcontractors, and providers of the full range of rights accorded to members.  


We train member services representatives, case managers, and utilization management staff to have a 
complete understanding of member rights and responsibilities. Through this training, staff learn to 
recognize and understand member rights and responsibilities, answer member questions, and assist 
members in making sure their rights are honored and their responsibilities met. We monitor member 
services representatives’ performance to help assure all interactions are responsive to members’ needs 
and support member rights and responsibilities. We also train providers and delegated entities to assist 
members with their rights and responsibilities. 


We use multiple avenues on multiple occasions to inform members of their rights and responsibilities. 
Our member welcome packet includes the Member Handbook, which provides detailed information on 
member rights and responsibilities and whom to contact for assistance. The member website includes 
an electronic copy of the handbook, and provider materials on the provider website address these 
topics. Member newsletters also provide periodic reminders to members about their health (see Section 
3.10.16.2) and their rights and responsibilities. We also distribute a Quick Reference Guide to 
members, which uses very simple language to, among other things, briefly notify members about their 
rights and responsibilities.  


  


3.10.16 Standard X:  Recipient Rights and Responsibilities  
 
The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges 
their rights and responsibilities.  
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3.10.16.1 Written Policy on Recipient Responsibilities 


 


We comply and will continue to comply with the policies (A-I) set forth in this section. Our written 
policy and procedures on member rights and responsibilities, approved by the DHCFP, include each of 
the rights listed above. We emphasize and specify member rights 
in our written policies and procedures, member and provider 
materials, and subcontractor agreements and through staff, 
subcontractor, and provider training.  


Staff and providers receive initial and annual refresher training 
on member rights that includes our policies for treating members 
with dignity and respect during each contact.  


Only our members can judge whether they have been treated with dignity and respect, so member 
newsletters convey the message that we heard from them, listened, and took action.  


As examples, two editions of our health plan’s NCQA Member Quality Newsletters highlighted our use 
of member surveys and actions taken in response: 


 The 2013 NCQA Member Quality Newsletter described a survey that had identified member 
concerns about how PCPs interacted with members. The article stated that, in response to members’ 
concerns, we provided seminars and individual education to PCPs to improve their communication 
skills and reiterate the importance of using interpreters, and we provided additional member 
educational materials in English and Spanish  


 The 2015 NCQA Member Quality Newsletter contained a headline “We listen to you!” and then 
described our satisfaction surveys to members and our ratings on key quality indicators. The article 
stated that because of member feedback, a number of improvements had been made, such as adding 
over 400 providers, adding more bilingual associates, offering diabetes training for children at Boys 
& Girls clubs, offering the Health Rewards program for prenatal or postpartum care, and offering 
virtual doctor visits through our telehealth service 


3.10.16.1 Written Policy on Recipient Rights 
The vendor must have a written policy that recognizes the following rights of recipients: 


A.  To be treated with respect, and recognition of their dignity and need for privacy; 
B.  To be provided with information about the vendor, its services, the practitioners providing care, 


and recipients’ rights and responsibilities; 
C.  To be able to choose primary care practitioners, including specialists as their PCP if the 


recipient has a chronic condition, within the limits of the plan network, including the right to 
refuse care from specific practitioners; 


D.  To participate in decision-making regarding their health care, including the right to refuse 
treatment; 


E.  To pursue resolution of grievances and appeals about the vendor or care provided; 
F.  To formulate advance directives; 
G.  To have access to his/her medical records in accordance with applicable federal and state laws 


and to request that they be amended or corrected as specified in 45 CFR Part 164;  
H.  To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a 


means of coercion, discipline, convenience, or retaliation; and 
I.  To receive information on available treatment options and alternatives, presented in a manner 


appropriate to the recipient’s condition and ability to understand. 
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3.10.16.2 Written Policy on Recipient Responsibilities 


 


We comply and will continue to comply with member responsibilities requirements. In our member 
handbook, we use the following language to tell members about their responsibilities to the following: 


 Provide information, the best that you can, to help us and our providers give you the best care  
 Telling your PCP about your health 
 Talking to your PCP about your health care needs and asking questions about the different ways 


health care problems can be treated 
 Helping your PCP get your medical records 
 Providing your PCP with the right information 


 Follow instructions and guidelines given by us, practitioners, and PCPs 


 Understand your health problems and work with your PCPs and providers to find an agreed-upon 
plan to help treat your illness or condition, including the following: 
 Working as a team with your PCP to decide what health care is best for you 
 Understanding how what you do can affect your health 
 Doing the best you can to stay healthy 
 Treating PCPs and staff with respect 


 Notify us if you have other health insurance 
 Carry your ID card at all times 


We also work with members to make sure they understand that they are responsible for arriving on 
time for appointments with providers and that they should cancel appointments in a timely manner. We 
share this information with members through our Quick Reference guide. The DHCFP approved our 
written policy on Member Rights and Responsibilities, which addresses each of the above member 
responsibilities. All staff, subcontractors, and providers receive initial and refresher training on these 
policies and procedures. Through this training, staff, subcontractors, and providers learn to recognize 
and understand member responsibilities, answer questions, and assist members in fulfilling their 
responsibilities.  


We are committed to making sure members have access to information and assistance in meeting their 
responsibilities.  


  


3.10.16.2 Written Policy on Recipient Responsibilities 
 
The vendor must have a written policy that addresses recipients’ responsibility for cooperating with 
those providing health care services. This written policy must address recipients’ responsibility for: 
 


A.  Providing, to the extent possible, information needed by professional staff in caring for the 
recipient; and 


 
B.  Following instructions and guidelines given by those providing health care services.  


 
The vendor should also include additional recipient responsibilities in their recipient 
communications (such as, the recipient is responsible for being on time for scheduled 
appointments and canceling appointments in a timely manner, the recipient is responsible for 
reporting fraud and/or abuse, etc.). 
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3.10.16.3 Communication of Recipient Policies to Providers 


 


We currently comply and will continue to comply with the requirement to communicate to providers 
about the member rights and responsibilities created by not only our health plan, but also those that 
are afforded by State and federal regulations for Nevada Medicaid and Nevada Check Up. When 
providers join our network, they receive an introductory letter, a provider manual, and a participating 
provider agreement. The provider manual educates providers about our policies regarding member 
rights and responsibilities. We post a digital copy of the provider manual on the provider website. The 
website also includes a section on member rights and responsibilities. In addition, provider services 
representatives work with providers to support member rights and responsibilities and provider training 
that addresses this topic as well. When member rights and responsibilities policies change, we 
distribute the changes to providers, post the changes to our website, address changes in provider 
training, and provider services representatives discuss the changes with providers. 


3.10.16.4 Communication of Policies to Recipients 


 


Our primary goal is to communicate the right information to our members at the right time so they can 
make informed decisions about their health care. Our Member Services model is based upon this 
guiding principle. We are committed to providing information that is meaningful, relevant, and easy to 
read for our members, including translation of all materials to Spanish, as well as other languages 
upon member request. 


We educate members about their rights and responsibilities in multiple ways. We send information 
about member rights and responsibilities to all members upon enrollment through our member 
welcome packet that contains our member 
handbook.  


Our member website includes a section on 
member rights and responsibilities and a digital 
copy of the handbook. Members also receive 
periodic reminders about rights and 
responsibilities in member newsletters 
throughout the year. In all member documents, 
we use easy-to-understand plain language to 
describe rights and responsibilities.  
In addition to written form, our member 
services representatives, member advocates, and 
outreach employees are prepared to answer 
member questions and assist them in exercising 


3.10.16.3 Communication of Recipient Policies to Providers 
 
A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all participating 
providers upon initial credentialing and when significant changes are made. 


3.10.16.4 Communication of Policies to Recipients 
 
Upon enrollment, recipients are provided a written statement that includes information on their rights 
and responsibilities. 
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their rights and meeting their responsibilities. Providers and delegated entities receive similar training 
so that they are able to assist members in understanding their rights and responsibilities.  


If a member calls requesting information about exercising his or her rights or responsibilities, the 
member services representative strives to solve a member’s problem during the first call. Our 
representatives are trained to do the following: 


 Treat all members with respect in terms of their dignity and right to privacy  


 Provide accurate information about the health plan, the providers and services available, and their 
rights and responsibilities 


 Help members choose a PCP who is part of the health plan network 


 Help members actively participate in the decision-making process for their health care  


 Help file or communicate a resolution of a grievance and/or appeal about the health plan, any 
network PCPs and providers, and the care that was provided 


 Provide information related to an advance directive that will tell the physician what type of care the 
member would want if they’re not able to communicate  


 Help members obtain medical records in agreement with all federal and State laws and be able to 
request the records be changed or corrected in agreement with federal and State laws 


 Collect member suggestions about the health plan’s Member Rights and Responsibilities policy 


3.10.16.5 Recipient Grievance and Appeals Procedures 


 


We link our grievances and appeals systems to our IQAP and perform grievances and appeals activities 
consistent with the requirements of this section. We will continue to comply with these requirements in 
the future.   


Linking Our Grievance and Appeals System to Quality Management 
Members are an important source of information regarding our performance. If a member is not 
happy with their care or the way anyone affiliated with our health plan treated them, we want to know 
about it. We want to promptly and completely resolve concerns and use what we learn to identify where 
we can do better.  


Our IQAP includes quality activities and measures to use grievances and appeals data to improve 
member services. With our experience as a Medicaid health plan in Nevada and the experience of our 
affiliate health plans in 20 states throughout the U.S., we have extensive experience operating 


3.10.16.5 Recipient Grievance and Appeals Procedures  
 
The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system must include: 


A.  Procedures for registering and responding to grievances and appeals within thirty (30) calendar 
days. Vendors must establish and monitor standards for timeliness; 


B.  Documentation of the substance of grievances, appeals, and actions taken; 
C.  Procedures ensuring a resolution of the grievance and providing the recipient access to the 


State Fair Hearing process for appeals;  
D.  Aggregation and analysis of grievance and appeal data and use of the data for quality 


improvement; 
E.  Compliance with DHCFP due process and fair hearing policies and procedures specific to 


Nevada Medicaid and Nevada Check Up recipients; and 
F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 
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grievance and appeals systems for our members and using grievance and appeals systems to inform 
our IQAP. In Nevada, we link our grievance and appeals system to our IQAP through our annual 
IQAP and Program Evaluation that, among other things, includes an analysis of grievance and 
appeals data to inform continuous quality improvement activities.  


Our Grievance and Appeals Process 
A. Registering and Responding to Grievance and Appeals  
Our grievance, appeals and state fair hearing system, as detailed in our response to Section 3.13, 
includes policies and procedures for encouraging, accepting, registering, and responding to member 
grievances and appeals in state required timeframes of 30 days for appeals and 90 days for grievances 
as required in Sections 3.13.5.1 and 3.13.5.2.  


Our member services representatives receive grievance and appeals requests from members and their 
representatives or providers by phone and in writing.  


B. Documenting the Substance of Grievance, Appeals, and Actions Taken  
We use our core system to electronically 
document each grievance and appeal, 
characteristics, timeliness, and actions taken. 


 Characteristics of the Grievance or Appeal. 
Member grievance topics may include, but 
are not limited to, the quality of care or 
services provided, aspects of interpersonal 
interactions such as rudeness of a provider 
or provider office staff, or failure to value 
the rights of a member. We assign each 
grievance and appeal to a category type 
based on the issues of concern, such as 
quality of care, access, attitude and customer 
service, billing and financial issues, and 
quality of provider staff. We also track 
appeals by service type. We track and trend 
grievance data by type and appeal data by 
service type. In analyzing grievance data, we 
consider the number of grievances by type 
and sub-type and by rate per 1,000 members. 
Our IQAP Evaluation includes a section for grievances and a section for appeals that identifies 
opportunities and barriers that resulted from the analysis of grievance and appeals data  


 Timeliness. We track grievance and appeals processes for timeliness against state standards. This 
includes tracking turnaround times to acknowledge the receipt of a member grievance or appeal, 
and for resolving each grievance and appeal, including expedited resolution 


 Actions Taken. We track grievance and appeals by the outcome of the appeal, whether provider 
training or other actions resulted, and whether a member requested a second level grievance or a 
State Fair Hearing for an appeal  
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C. Grievance Resolution and Access to State Fair Hearings for Appeals 
Grievance and appeals staff research and resolve member grievance and appeals. They gather any 
additional information needed from the member, providers, and other parties. For medical necessity 
and other clinical issues, a clinician with experience appropriate to the subject of the grievance or 
appeal, who was not involved in prior decisions related to the case, makes the resolution decision. 
When the grievance or appeal decision is unfavorable to the member, we mail a Notice of Action to the 
member with information about how they can request a second level grievance review or a State Fair 
Hearing in the case of an appeal. Plan staff assist members throughout the process in understanding 
their rights and in completing each step of the process, including assistance in requesting and 
preparing for a State Fair Hearing. 


D. Quality Improvement through Aggregation, Analysis, and Use of Grievance and 
Appeals Data  
Quality  staff and our QA Committee review and analyze grievance and appeals data contained in our 
annual IQAP Evaluation. They use this analysis to assist health plan leadership in prioritizing 
opportunities and developing action plans to further improve the quality of clinical and non-clinical 
services our providers, subcontractors, and employees provide.  


E. Compliance with DHCFP Due Process and Fair Hearing Policies and 
Procedures 
We comply and will continue to comply with Nevada due process and fair hearing requirements. 


F. Compliance with Federal Regulations 
We comply and will continue to comply with federal requirements contained in 42 CFR 438 Subpart F 
Grievance and Appeals.  


3.10.16.6 Recipient Suggestions 


 


We are committed to continually improving practices to assure member satisfaction and quality of care. 
In all of our interactions with members, including our member handbook and in our member 
newsletters, we invite members to provide suggestions or feedback regarding their experience with our 
plan. We have three primary strategies for formal member input. 


Member Feedback Identifies Opportunities for Improvement   
We use our quarterly Consumer Advisory Committee (CAC) meetings as an integral resource to 
monitor our activities and identify opportunities to better serve members in Nevada. We value member 
input and continually implement initiatives to encourage member involvement in our CAC. Some of 
the initiatives we have recently implemented to encourage member participation include providing 
transportation to facilitate attendance at our CAC meetings, inviting and encouraging community-
based agencies that support our membership to participate in our CAC, and actively collaborating with 
these agencies for their assistance in obtaining direct member feedback about services and solutions 
we provide. To make the meetings more accessible, especially for members who live further from our 
health plan office, we rotate between in-person and telephone meetings.  


3.10.16.6 Recipient Suggestions 
 
An opportunity must be provided for recipients to offer suggestions for changes in policies and 
procedures.  
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In our recent CAC meeting held in May 2016, seven Nevada health plan members attended and had 
the opportunity to share their experiences with our plan, identifying the supportive services we provide 
and staff engagement as key areas that support their ability to obtain the health care services they 
need. Twelve community agency partners that represent our membership, such as the Boys & Girls 
Club and REACH, also attended. Each organization in attendance intimately represented different 
segments of our population, spanning from children in underserved communities to hospitalized 
members and adults needing preventive screenings.  


Case Management and Member Services Staff 
Case management and member services staff engage with members through in-person, telephonic and 
written interaction. Staff participation in outreach and member education events allows us to engage 
with our members and the public. We direct staff to solicit and accept member suggestions and forward 
all to our Quality staff who consider whether to 
implement the suggestion and develop a plan for 
implementing those with merit. We also receive 
member input into the member handbook, 
which we revise annually. When members tell 
us that language in the handbook is difficult to 
understand, we incorporate their suggestions to 
clarify the language.  


Member Focus Groups 
In addition to the annual CAHPS member survey where we get feedback from members about our 
health plan, we also run member focus groups to gain insights about program quality, member 
communication channels and materials, providers, recertification process, customer services and 
access to care. We held two focus groups in 2016 to hear from members about their experiences, 
awareness, and perceptions. Participants were members or parents of members, and they had used 
their coverage within the last year. We continuously strive to improve member health, access, and 
satisfaction, so we asked our members about the following: 


 Their use of health care services, including primary care, preventive care, and urgent care 


 How they selected our health plan and their experience with Medicaid recertification/re-enrolling 


 Their satisfaction with our health plan 


 Their satisfaction with our health plan’s communication 


 Their recommendations for improvement 


Table 3.10.16.6-1 presents some of the highlights of what we learned. 
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Table 3.10.16.6-1. Member Focus Group Results Indicate That Members Are Satisfied 
2016 Member Focus Group Highlights 
Overall satisfaction  Ninety-three (93%) percent of participants rated their overall satisfaction with our health 


plan as either satisfied or very satisfied.  
Communication  Participants give us high marks for communication: about two thirds rate themselves as 


very satisfied; the remaining third are somewhat satisfied. 
Choosing a health plan  Some chose us based on a trusted physician recommendation or previous experience with 


our health plan. 
Understanding their plan  Participants say they have no difficulty understanding plan details and getting questions 


answered about their plan. 
Getting questions 
answered 


 Most get their questions answered by calling the Member Services Call Center. 
 Some participants commented positively about the friendliness and thoroughness of our 


staff and described them as helpful. 
Connecting with a PCP  Three quarters of participants say they have an active PCP relationship. 


 All participants with children have a pediatrician with whom they are satisfied. 
Accessing behavioral 
health 


 Those who accessed behavioral health services spoke quite positively about the quality of 
the services they were receiving and the providers with whom they were working. 


Network satisfaction  Members see the network as an areas for improvement saying we could: 
o Increase overall number of providers 
o Broaden specialist selection 
o Reduce wait times for initial primary care and specialist appointments 
o Implement a way to rate providers, so members can view when choosing providers 


Recertification  No participants viewed the recertification process as difficult. 


 Most appreciated the recertification reminder mailing we sent them. 


Value Added Services  Participants identified the most important services as identification support, GED/HiSET 
assistance, and bedside medication delivery. This reinforces our decision to continue to 
offer these services to improve member health, access, and satisfaction.  


We learned a great deal from our members and will turn their feedback into action. We plan to hold 
future focus groups. 


3.10.16.7 Steps to Assure Accessibility of Services 


 


We currently comply and will continue to comply with the requirement to promote accessibility of 
services for our members. Our primary goal is to communicate the right information to our members at 
the right time so they can make informed decisions about their health care.  


3.10.16.7 Steps to Assure Accessibility of Services  
 
The vendor must take steps to promote accessibility of services offered to recipients. These steps 
include: 


A.  The points of access to primary care, specialty care and hospital services are identified for 
recipients;  


B.  At a minimum, recipients are given information about: 
1. How to obtain services during regular hours of operations; 
2. How to obtain emergency and after-hour care;  
3. How to obtain emergency out-of-service area care;  
4. How to obtain the names, qualifications and titles of the professionals who provide and are 


accepting medical patients and/or are responsible for their care; and 
5. How to access concierge services and if needed case management assistance from the 


vendor when needed to gain access to care. 
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We understand that effective communication helps members make better, more informed, and more 
timely choices to meet their health care needs. We offer the highest level of service by prioritizing easy 
and effective communication with our 
members. 


We employ a multi-faceted approach so that 
members receive assistance, including 
information about their health care benefits 
and how to access them, in easily accessible 
formats they prefer. 


A. Access to Primary Care, 
Specialty Care, and Hospital 
Services 
Our Provider Network 
We promote the accessibility of services first 
and foremost by creating and maintaining a 
robust network and monitoring its availability 
for our members. We recruited more than 500 
new providers over the last 12 months to keep 
up with the needs of our increased population, 
which almost doubled between 2013 and 2015 
due to Medicaid expansion.  


Qualifications and Availability of 
Providers 
We include information on our provider 
network in our member handbook and on our 
website. Members may also request this 
information by contacting Member Services. 
We inform members about in-network PCPs, 
including which ones are accepting new patients in the member’s service area, the provider’s names, 
locations, telephone numbers, and languages spoken by staff and providers, as well as their board 
certification status, and availability of evening or weekend hours. We also provide the same 
information for members about in-network specialists and hospitals. We provide members with 
electronic provider directories via our website and print directories to new members in English or 
Spanish upon request. Our online Look Up Doctor directory is updated daily, five days a week. We also 
keep the PDF version of the directory on our website as current as possible, with updates at least 
monthly.  


Monitoring Availability of Providers 
To remain healthy, members must be able to access health services. We take seriously our role of 
monitoring their access to providers and to appointments. At least quarterly, we evaluate accessibility 
to all services through GeoAccess® analysis. We compile the results of this analysis, compare the data 
to access standards, include an analysis of member access grievances, and report all of this to our QA 
Committee. We take corrective steps for any identified problem, trends, or patterns.  
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We also monitor practitioner appointment, after-hour, and telephone accessibility to verify members 
have timely access to their medical and behavioral health care practitioners and prompt response to 
telephonic inquiries. We use multiple data sources to formally assess our performance against our own 
standards for accessibility: 


 Annual Accessibility of Services surveys conducted by an NCQA-certified survey organization 


 Annual CAHPS Survey (Adult and Child, as appropriate) by an NCQA-certified organization 


 Annual analysis of grievances/grievances related to appointment access 


 Quarterly monitoring of national call center member service telephone statistics 


 Provider Relations team secret shopper call results 


 Nurse advice line use 


Our NCQA-certified survey organization with which we partner administers the Appointment Access 
Survey and After-Hours Care Survey annually. The standard for a primary care routine appointment is 
two weeks; in 2015, 85 percent of providers reported routine appointments within two weeks, an 
increase of 2 percent over the previous year. The standard for after-hours compliance is 100 percent if 
all providers have an after-hours access mechanism; in 2015, 57 percent of providers reported an 
after-hours access mechanism – almost a 10 percent increase over 2014. The standard for urgent care 
appointments is 48 hours, and 95 percent of providers reported urgent hour appointment capability in 
both 2014 and 2015. To make even further improvements, we added additional specialty staff to assist 
with contracting efforts and overall provider relations.  


In addition, we conduct secret shopper calls to monitor appointment standards and access to services 
for PCPs, physician specialists, behavioral health, and pre- and post- natal obstetric providers and will 
include others required by the Contract including home health. Each of our five provider relations 
representatives is responsible for making 20 anonymous phone calls each month. During these calls, 
the representatives monitor appointment availability as well as after-hours accessibility. We use the 
results of these secret shopper calls to monitor our provider network and immediately reach out to any 
provider who is not meeting access standards. 


The QA Committee reviews and analyzes the data and assists with prioritization of opportunities to 
improve accessibility of services. Our annual IQAP Evaluation includes our analysis and descriptions 
of the broad range of initiatives we employ to meet our members' accessibility needs and to achieve 
established goals that comply with NCQA and State requirements. 


B. Informing Our Members 
We are implementing multiple strategies to promote accessibility to services and to inform our 
members about how they can access care. 


Welcome Call 
We understand that making a personal connection with our members contributes greatly to improved 
health outcomes. Our welcome call provides the first opportunity to connect members with a friendly 
and knowledgeable member services representative who is specifically trained to serve our Nevada 
members and potential members. This welcome call provides relevant details about the health plan, 
helps our members to select a PCP, and includes information on accessing case management services. 
We ask members if they are familiar with the benefits offered by our plan and if they have any 
questions about benefits. An outreach specialist contacts members who request or need assistance 
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arranging care. This improves health literacy, assists in the identification of health concerns, and helps 
to connect members to appropriate services. In the future, this call will inform members about 
concierge services as well.  


Member Handbook  
Around the same time as the welcome call, members receive a welcome packet and the member 
handbook, which is the primary source for information related to their plan, covered benefits, provider 
types, and how to access benefits and services. The member portal also houses this information and 
includes a digital copy of the handbook.  


The member handbook includes useful information related to the accessibility of services: which 
services are covered; how to get the list of available health plan providers; how to obtain services 
during regular hours of operations; how to obtain emergency and after-hour care; how to obtain 
emergency out-of-service area care; what are the differences between primary care, urgent care, and 
emergency care; how to make an appointment, what to bring, how to cancel, and how much wait times 
the member can expect for an appointment and in the provider’s office on the appointment date; and 
much more. 


In addition to the member handbook, we communicate with members through venues that include the 
following: 


 Face-to-face meetings with local health education and health promotion representatives, some of 
whom are bilingual 


 Printed materials that include the member quick reference guide and semiannual member 
newsletters, which are also posted to the member website 


 Telephone assistance via our toll-free Member Services Call Center, which provides the following: 
 A single point-of-contact for members to simplify services 
 Menus in English and Spanish 
 24/7 automated self-service for checking enrollment status, changing PCP, updating address and 


phone number, and requesting an ID card, member handbook, or provider directory 
 Confidential assistance from our 24/7 nurse advice line 
 Automated interactive voice response system  
 Automated, pre-recorded health reminders 
 Recorded information and health tips heard during calls made to our toll-free number 


 Health fairs and other local education or screening events 


 Local community-based organizations that collaborate with our plan to support local member 
wellness and education efforts 


 Member website 


 In the future, personalized assistance from member services representatives with concierge services  
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Concierge Services 
Our Member Services department will provide concierge services. Qualified individuals will assist 
members and their families in obtaining information and services about our health plan. Member 
services representatives will receive extensive training so they can properly address members’ needs 
and resolve issues as quickly as possible. As a key part of training, we will educate staff in detail about 
operations and benefits, so that they can assist members with the following: 


 The member handbook  


 Help in finding a provider – not just a list of providers  


 Help in changing a PCP 


 Help making a doctor’s appointment and doctor visits 


 Help with accessing care coordination services 


 Maternal Child Health Program 


 Benefits and services available 


 Child and adult wellness care 


 Vaccine information 


 Family planning services 


 Medications 


 Specialists and special kinds of health care 


 Healthy living information 


 Community events 


 Value Added Services 


 Making an advance directive  


 Member rights and responsibilities 


 How our local Nevada health plan protects health information 


3.10.16.8 Information Requirements 


 


A. Easy-to-Understand Member Materials  
We currently comply and will continue to comply with the 
requirements to provide materials for our Nevada membership at 
an eighth grade reading level. We use easy-to-read, concise, short 
sentences, and bulleted lists and avoid use of health care jargon. 
Further, we explain in verbal and written communications any 
technical or unfamiliar terms to enhance comprehension. We 
also offer alternative formats to members upon request, including 
large font, Braille, audio, and translation into more than 200 
languages. 


3.10.16.8 Information Requirements  
 
A.  Recipient information (for example, subscriber brochures, announcements, and handbooks) 


must be written at an eighth (8th) grade level that is readable and easily understood. 
B.  Written information must be available in the prevalent languages of the population groups 


served.  
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Our parent company dedicates a team of writers and regional staff who focus on communications 
tailored specifically for Nevada. This team works to provide clear, concise, and culturally appropriate 
communications responsive to our diverse membership.  


Our primary goal is to communicate the right information to our members at the right time so they can 
make informed decisions about their health care and improve their health. Since we began operations 
in Nevada, we have based our Member Services model upon this guiding principle. We test new 
member materials with focus groups to assure readable, easy-to-understand language. 


B. Materials Available in Multiple Languages 
We currently provide member materials in the language prevalent among our members and will 
continue to comply with this requirement. Easily understood member-related materials are available in 
our members’ language of preference. We comply with the DHCFP’s requirement to provide written 
translation of member materials in additional languages when the number of members speaking a 
language hits the State threshold, 1,000 members, or five percent of total membership in a service area, 
whichever is smaller. We monitor preferred languages and ethnicity of our members regularly. In our 
most recent analysis, English (81.5 percent) and Spanish (16.5 percent) represent the two languages 
that meet the Nevada threshold. We provide primary documents such as the member handbook, 
newsletters, and other educational materials in English and Spanish.  


In addition, all letters of notification include a statement in Spanish that describes the process for 
members to obtain Spanish translation of the document. All of this written information is also 
available in other languages when a member requests. 


We have established a separate phone queue for individuals whose primary language is Spanish in 
addition to providing member services representatives who are fluent in Spanish. Each member 
services representative has access to a language line for individuals whose primary language is not 
English or Spanish, which provides language interpreter services. All providers, members, and 
employees have access to interpreter services at any time for members who require language 
assistance. We use interpreter data to identify languages for member materials and contracting with 
practitioners based on members’ language needs and preferences. For the hearing impaired, 
telecommunications device for the deaf services are provided through various resources. 
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3.10.16.9 Confidentiality of Patient Information 


 


A. Establishing and Enforcing Confidentiality Policies 
We currently comply and will continue to comply with RFP requirements and state and federal laws 
related to the privacy and security of Personal Health Information (PHI). We have a robust 
infrastructure that supports continual compliance requirements throughout the national organization 
and affiliate health plans, including the development, adoption, and enforcement of policies and 
procedures and annual employee trainings.  


Our health plan and our subcontractors follow policies and procedures to ensure the confidentiality of 
member PHI. The HIPAA Overview Policy describes the requirements of HIPAA and is supported by 
48 specific policy and procedures listed in the related policy and procedure section. Each touches on a 
process intended to maintain the confidentiality of PHI, with sanctions for violations of confidentiality. 


Our provider relations team performs provider on-site visits to verify that providers are compliant with 
confidentiality standards. We would follow up on-site if we receive any member complaints related to 
confidentiality; as of this time, we are not aware of any such complaints. 


B. Assuring that Patient Care Sites Protect Confidential Information 
Providers must comply with all applicable state and federal laws and regulations, including protecting 
patient information. In the Participating Provider Agreement for Physicians and Allied Health 
Providers, we clearly instruct providers that:  


 They must maintain medical, financial, and administrative records regarding services provided to 
covered persons in accordance with industry standards and regulatory requirements, including 
without limitation, applicable federal and state privacy and security provisions 


3.10.16.9 Confidentiality of Patient Information  
 
The vendor must act to ensure that the confidentiality of specified patient information and records is 
protected. The vendor must: 


A.  Establish in writing, and enforce, policies and procedures on confidentiality, including 
confidentiality of medical records; 


B.  Ensure patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
vendor;  


C.  Hold confidential all information obtained by its personnel about recipients related to their 
examination, care and treatment and shall not divulge it without the recipient’s authorization, 
unless: 


1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 
 
2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care 


entities, or to coordinate insurance or other matters pertaining to payment; or 
 
3. It is necessary in compelling circumstances to protect the health or safety of an individual.  


 
D.  Must report any release of information in response to a court order to the recipient in a timely 


manner; and 
E.  May disclose recipient records whether or not authorized by the recipient, to qualified personnel, 


defined as persons or agency representatives who are subject to standards of confidentiality 
that are comparable to those of the State agency. 
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 They must provide our health plan and state and federal agencies access to review records related to 
services provided under the provider agreement, for off-site review, or on-site at the provider’s 
facility, in accordance with regulatory requirements 


 They must comply with all applicable regulatory requirements related to the agreement, including 
the provider manual 


Under the privacy and security laws, medical records must be secure and inaccessible to unauthorized 
access to prevent loss, tampering, disclosure of information, alteration, or destruction of the record. 
Information must be accessible only to authorized personnel within the provider’s office, to the health 
plan, or to persons authorized through a legal instrument.  


As part of our credentialing of physicians and contracting of other providers, we routinely conduct 
office site visits to ensure that providers guard against unauthorized disclosure of PHI and 
Individually Identifiable Health Information (IIHI). The standardized form used to conduct the audit 
includes standards for the protection of member information. Providers who do not meet the standard 
are not included in the network until they correct deficiencies.  


C. Assuring that Health Plan Employees Protect Confidential Information  
Compliance is an essential part of our health plan culture, and we work hard to educate our employees 
and monitor their adherence to our policies as well as to federal and State regulations. Security policies 
and procedures help us protect the confidentiality, integrity, and availability of electronic PHI that our 
employees collect, maintain, use, and transmit. We use secure email systems and encrypted file transfer 
protocols to protect PHI that is exchanged both within and outside of the organization.  


Through employee training, we instruct our employees that they must hold confidential all information 
obtained about our members related to their examination, care, and treatment and will not divulge it 
without the member’s authorization, unless the following: 


 It is required by law, or pursuant to a hearing request on the member’s behalf 


 It is necessary to coordinate the member’s care with physicians, hospitals, or other health care 
entities, or to coordinate insurance or other matters pertaining to payment 


 It is necessary in compelling circumstances to protect the health or safety of an individual  


As part of our health plan responsibilities, we clearly define the physical locations where safeguards 
are required to assure the security of PHI and IIHI. These locations include any cubicle, office, 
conference room, or other location such as a home office, either permanent or temporary, where an 
employee performs any work functions related to our business. We routinely review physical 
safeguards with employees and have established mechanisms to assure the safety of protected health 
information. Our policies and procedures cover release of PHI and IIHI on paper, electronic files and 
discs, computers, voicemail, and on office furniture. We protect our buildings and departments with a 
security key card (proximity token) access. Corporate Security must approve requests for access to 
buildings, departments, and rooms. 


All of our health plan employees receive initial and ongoing training on the overall requirements of the 
HIPAA Privacy and Security rules, as well as how these rules apply to their specific job functions. All 
new employees receive their HIPAA Privacy and Security training online within 30 days of hire date. 
Each year thereafter, every employee must complete HIPAA online training and certification and pass 
the compliance test. 
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D. Reporting Release of Information by Court Order to Member 
We comply with the requirement to report any release of information in response to a court order to 
members in a timely manner. Our Member Privacy Unit monitors all requests from the court, child and 
family services, and federal and State agencies to provide a member’s medical records.  


E. Disclosing Member Records to Qualified Personnel 
We comply with this requirement. Our Member Privacy Rights policy states that disclosure of member 
information may be made without a member’s authorization as required by law, judicial and 
administrative proceedings, or for public health purposes. These are the qualified personnel who are 
defined as persons or agency representatives who are subject to standards of confidentiality that are 
comparable to those of the State agency. 


3.10.16.10 Treatment of Minors 


 


We comply and will continue to comply with the requirement to have written policies regarding the 
treatment of minors. Our written DHCFP-approved policies and procedures include applicable 
language on the treatment of minors. Specifically, we cover this in our Member Privacy Rights, 
Disclosure of PHI, and Member Correspondence policies as each relates to minors.  


We define minors to include individuals in emancipation situations related to pregnancy, parenthood, 
or by the courts. We have provisions for special protections for mental health, substance abuse, family 
planning, and sexually transmitted diseases. We maintain a current, centralized database of applicable 
state laws for employees to reference regarding consent to treatment. We also define parents, 
guardians, person acting in loco parentis, and personal representatives, as each applies to consent and 
release of information policy regarding minors. 


3.10.16.11 Assessment of Recipient Satisfaction 


 


A. Member Surveys 
We comply and will continue to comply with the requirement to survey our members about the quality, 
availability, and accessibility of care.  


The vendor must have written policies regarding the treatment of minors.


3.10.16.11 Assessment of Recipient Satisfaction  
 
The vendor must conduct periodic surveys of recipient satisfaction annually with its services: 


A.  The survey(s) must include content on perceived problems in the quality, availability and 
accessibility of care. 


B.  The survey(s) assess at least a sample of: 
1. All recipients; 
2. Recipient requests to change practitioners and/or facilities; and 
3. Disenrollment by recipients. 


 
C.  As a result of the survey(s), the vendor must: 


1. Identify and investigate sources of dissatisfaction; 
2. Outline action steps to follow up on the findings; and 
3. Inform practitioners and providers of assessment results. 
  


D.  The vendor must re-evaluate the effects of the above activities. 
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The NCQA-certified organization with which we partner administers the CAHPS member satisfaction 
survey annually using the survey protocol defined in the current HEDIS® specifications. The surveys 
include content on perceived problems in quality, availability, and accessibility of care. 


Our health plan takes an additional approach to measuring member satisfaction for those members 
who have behavioral health care needs. We asked our partner to conduct this survey to assess the 
quality of behavioral health services by focusing on patient care experiences. The survey tool addresses 
specific types of member experience that are both measurable 
and actionable for reporting of behavioral health quality. The 
specific objectives are to do the following: 


 Measure the quality, availability and accessibility of 
behavioral health care 


 Analyze differences in care between age groups  


 Provide direction to improve the quality of care provided by 
behavioral health services 


 Establish the baseline for subsequent annual surveys  


B. Surveying our Members and Analyzing Member Experience 
The general CAHPS survey represents a sample of our members representing both adults and children 
in the populations we serve. For the 2015 survey, the Adult CAHPS Survey sample size was 2,430, and 
the Child CAHPS Survey sample size was 4,043. The Adult CAHPS Survey response rate was 19.94 
percent and the Child CAHPS Survey response rate was 17.2 percent.  


We chose the mail / telephone protocol for reaching survey participants. This includes mailing a 
questionnaire with a cover letter. For those members who did not respond to the first questionnaire, a 
second questionnaire with a cover letter was sent encouraging participation. If the member did not 
respond to the second questionnaire, the organization made at least four telephonic outreach calls to 
complete the survey. In an effort to increase response rates, the health plan also left a voicemail 
message on the first telephonic attempt. Members were offered the option to call the toll-free number 
provided to complete the survey.  


For the survey of members with behavioral health needs, we included all qualified members in the 
sample: 1,100 adults and 684 children. The data collection protocol was a two-wave mailing to these 
members. Members who failed to respond after the first mailing were sent a follow up survey after four 
weeks. The response rate was 13.1 percent for adults and 8.6 percent for children. 
In addition to the surveys, our health plan monitors multiple aspects of member satisfaction, including 
the following: Member grievances  


 Member grievances and appeals 


 Member inquiries  


 Member requests for PCP changes 


 Member disenrollments 


C. Analyses of Member Experience 
The CAHPS surveys identify opportunities for improvement in access to care, relationships with 
providers and satisfaction with the care provided. Our review of complaints and appeals, along with the 
surveys, identifies common issues across the various data sources that impact member satisfaction with 
the health plan. The goal of the health plan is to identify all actions that can be implemented to 
improve member satisfaction. 
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Identifying Sources of Dissatisfaction and Outlining Action Steps 
A barrier analysis related to health plan, member, and provider areas is conducted. We then identify 
opportunities to improve member satisfaction across all data sources (surveys, complaints, appeals). 
For example, based on this analysis in 2015 as shown in Table 3.10.16.11-1, we developed the 
following action plan to improve member satisfaction.  


Table 3.10.16.11-1. Action Taken by the Health Plan in 2015 as a Result of Analysis, Prioritized Opportunities and 
Barriers Addressed 


Improvement Opportunity Action Barrier Addressed 
Increase contracting efforts 
to increase number of 
specialists in the network  


  


 


Ongoing contracting and expansion 
of the network  


 


Increased number of providers in the 
network decreased wait time for 
appointments  


Member education within 90 days of 
enrollment into the MCO  
 


Monthly meet and greets with 
membership in targeted zip codes and 
in partnership with community 
organizations  


Member understanding of health care 
benefits and available services 


Provider education for newly 
contracted and existing network 
providers via web based seminars  


Monthly meetings held via the web;  
Provider relations representatives 
increased visits to provider offices to 
provide education and technical 
support  


Provider education about health plan 
updates, processes related to 
procedure. Opportunity for provider 
questions to address common 
concerns or trends seen by provider 


 


We recognize that our direct response to member grievances results in some of the reasons for PCP 
changes. For example, if a member grievance was identified as dissatisfaction with a provider, it was 
not unusual for the investigation to find that members were not satisfied with the medical services 
provided and either disagreed or misunderstood the provider’s treatment plan. We used these member 
grievances as opportunities to educate providers about the grievance and to recommend ways to 
improve the patient and provider relationship. To resolve the member’s immediate concerns, we offered 
alternative providers so that members had an opportunity to develop a relationship with their providers. 
We also informed members on the medical services and benefits available within their plan as well as 
specific information regarding expectations for the length of time it may take to obtain services. 


For the behavioral health member satisfaction survey, we included the results in our 2015 IQAP 
Evaluation. This is the baseline year for this survey; there are no benchmarks for this study. As a new 
standard for NCQA, our health plan will establish goals, trend results, and compare to other health 
plans. As the data for this measure increases, we will compare annual survey results to the larger 
NCQA book of business when available. 


Communicating Results to Members and Providers 
We share the results of the CAHPS survey with members annually through the member newsletter. We 
inform practitioners of our surveys, grievances, and appeals through provider newsletters and on-site 
provider visits. 


D. Re-Evaluating our Analyses 
As a result of these survey(s) and other data sources, our quality team will continue to identify and 
investigate sources of dissatisfaction and other barriers. In our annual IQAP Evaluation, we outline 
steps we will take to re-evaluate our analyses and follow up on our findings, and we will continue to do 
this.  
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3.10.17 Standard XI: Standards for Availability and Accessibility 


 


Our network currently meets, and often exceeds, current standards for both access and availability.  


We monitor our performance and that of our network providers against standards on an ongoing basis 
using multiple approaches. We execute and maintain the DHCFP-approved written provider 
agreements with a network of appropriately credentialed, licensed and qualified providers. We will 
continue to actively partner with the DHCFP, community providers, and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for Medicaid and 
Nevada Check Up members. 


Standards for Availability of Providers 
Over seven years, we have built a comprehensive Nevada network that includes specialized medical, 
behavioral, vision, and other providers with experience serving all the DHCFP covered populations. 
We live and work in Nevada and understand the challenges and barriers our members face. And we 
understand the challenge of having the two most populous counties separated by 500 miles. 


Provider services staff diligently monitor network adequacy, anticipate future needs, and promptly 
identify gaps to make sure members have access to care and that we meet the DHCFP standards. We 
use our proven techniques, including review of quarterly GeoAccess reports, to continuously monitor 
and evaluate our network and seek input from various sources (members, providers, stakeholders, the 
DHCFP, and others) to make sure members have ample choice of providers.  


We identify and report gaps in our provider network and collaborate with the DHCFP to improve 
access, including recruiting new providers. We submit regular and ad hoc Provider Network Reports to 
the DHCFP in accordance with requirements. 


We recognize that there is limited availability of some specialties, such as pediatric subspecialty 
providers and transplant services in Nevada, as well as limited provider capacity in parts of Washoe 
County. We facilitate in-network transportation, telemedicine, and other services such as home visits, 
as well as timely access to non-network providers so the full range of services is available to members, 
regardless of network capacity. We will continue to do so under the new Contract.  


Monitoring Provider Availability 
Our quality management department conducts an annual 
summary of the Practitioner Availability Analysis to assess the 
characteristics and needs of our member population and 
adequacy of the network. In developing the analysis, we consider 
the numeric and geographic standards that meet the needs of our 
membership. High-volume specialty providers, based on claims 
and encounter data, are also included. 


Table 3.10.17-1 lists the standards, measurement method and frequency, and results of our 
performance for each provider type monitored in 2015. Our most recent analysis shows that we are 


3.10.17 Standard XI: Standards for Availability and Accessibility  
 
The vendor must establish standards for access (e.g., to routine, urgent and emergency care; 
telephone appointments; advice; and recipient service lines) and complies with this RFP. Performance 
on these dimensions of access is assessed against the standards. 
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consistently meeting the availability standard across all provider types measured. We continue to 
monitor provider availability through quarterly GeoAccess® reports to maintain patient accessibility 
and address any deficiencies.  


Those quarterly reports for network adequacy identify gaps using tools to conduct address-based 
geocoding. The system assigns geographic coordinates to locations based on the street address of 
providers and members. Provider services staff diligently monitor network adequacy, anticipate future 
needs, and promptly identify gaps to make sure that members have access to care and that we meet the 
DHCFP standards. 


Table 3.10.17-1. Our Health Plan Meets All Standards in the 2015 Annual Practitioner Availability Analysis  
Type of Provider Availability Standard (as defined in the State of Nevada 


DHCFP Contract 1988, section 4.5.5) 
(Measured Quarterly using GeoAccess) 


Plan Compliance 
with Standards - 


2015 
Primary Care Providers 100% 


Primary Care Providers (PCPs) Plan must contract at least one PCP per 1,500 members per 
service area 


100% 


PCPs Plan must contract at least one PCP within 25 miles of 
members 


100% 


High-Volume Specialists 100%
Specialists Plan must contract at least one specialist within 25 miles of 


members 
100% 


Obstetricians & Gynecologists Plan must contract at least one OB/GYN provider within 25 
miles of members 


100% 


Acute care hospitals Plan must contract at least one acute care hospital within 25 
miles of members 


100% 


Physical therapy providers Plan must contract at least one physical therapy provider 
within 25 miles of members 


100% 


Occupational therapy providers Plan must contract at least one occupational therapy provider 
within 25 miles of members 


100% 


Speech and Language Pathologists Plan must contract at least one speech and language 
pathologist within 25 miles of members 


100% 


High-Volume Behavioral Health Providers 100%
Behavioral Health Providers Plan must contract at least one behavioral health provider 


within 25 miles of member 
100% 


Behavioral Health Facilities Plan must contract at least one behavioral health facility 
within 25 miles of member 


100% 


 


Standards for Accessibility to Provider and Health Plan Services  
We have established standards for member access to care, including routine, urgent, and emergency 
care in compliance with this RFP. Our agreements require all our network providers to abide by all the 
DHCFP appointment standards, including for urgent and emergent situations that require 
extended/after-hours access to care. We educate providers on these standards through initial and 
recurring training and the provider manual, incorporated by reference as part of the provider 
agreement. Our provider newsletters supplement initial orientation training and serve as recurring 
reminders for timely scheduling of routine appointments and triage requirement standards. Table 
3.10.17-2 summarizes accessibility standards by provider type.  


In addition to provider services, we have standards for our Member Services Call Center, nurse advice 
line, and the 24/7 Behavioral Health services line, requiring them to be available to assist members in 
accessing services and support their needs, including physical and behavioral health resources. Using 
automatic call distribution software, we measure performance on a quarterly basis.  
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The following performance standards are monitored:  


 Average speed to answer within 30 seconds (goal is 80 percent) 


 Rate of abandoned calls (goal is less than five percent) 


We have exceeded performance metrics for member access to telephonic support services.  


Table 3.10.17-2. Accessibility Standards Help Our Members Access Their Available Services 
Type of Care Accessibility Standard Approach to Ongoing 


Monitoring by Plan 
Primary Care Providers 
Emergency  Twenty-four hours a day, seven days a week (24/7), in- or out-of-


network (After-hours care through an access mechanism that 
meets plan standards) 


Random audit calls  


Urgent Care Same day  Random audit calls 
Medically Necessary Care Two calendar days Random audit calls 
Routine Care Two weeks (does not apply to regular visits to monitor chronic 


condition, if more frequent visits are required) 
Random audit calls 


Specialty Care Providers 
Medically Necessary Care 
- Emergency 


Same day (within 24 hours of referral) Random audit calls 


Urgent Care Within three calendar days of referral Random audit calls 


Routine Care Within 30 calendar days of referral Random audit calls 


Prenatal Care, Initial 
Visit 


First trimester: Within seven calendar days of the first request 
Second trimester: Within seven calendar days of the first request 
Third trimester: Within three calendar days of the first request 
High-risk: Within three calendar days of identification of high-
risk by the health plan or OB provider or immediately if an 
emergency exists 


Random calls are used to 
check appointment 
availability for initial 
prenatal care appointments, 
including first, second, or 
third trimester, and high-
risk pregnancies. 


Behavioral Health Care Appointments 
Care for Life-threatening 
Emergency 


Within six hours (NCQA standard) Random audit calls 


Urgent Care Within 48 hours (NCQA standard) Random audit calls 
Routine Visit Within 10 business days (NCQA standard) Random audit calls 
After-hours Access Meets Health Plan Standard Random audit calls 


 


Monitoring Member Access to Services 
Our health plan employs a broad range of initiatives to make sure our members' accessibility needs are 
met and to achieve established goals. They are built on standards that are consistent and compliant 
with NCQA and State requirements to make sure members receive access to quality health care and 
services. 


Our Quality Management department monitors accessibility for practitioner appointments, and after-
hours and telephone support to make sure our members have timely access to their medical and 
behavioral health care practitioners and prompt response to telephone inquiries. We use the following 
data sources to formally assess performance and provide summaries annually through our IQAP: 


 Annual Accessibility of Services surveys conducted by an NCQA-certified survey organization 


 Annual Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Survey  


 Annual analysis of complaints/grievances related to appointment access  


 Quarterly monitoring of Member Services Call Center telephone statistics  
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 Nurse advice line utilization  


 Behavioral Health Call Center Crisis Line statistics 


Appointment Availability and After-Hours Access 
In 2015, our annual accessibility of services survey results showed 
that our primary care providers met the urgent care appointment standard of availability within 48 
hours. While our primary care routine appointment and after-hours care access improved in 
comparison to prior year results, we recognize that we can improve even further and have implemented 
additional initiatives to meet our goals for these measures: 


 Additional specialty staff to assist with contracting and provider relations  


 Weekly secret shopper call data to monitor performance and identify areas in need of improvement  


 Expanded provider education for appointment availability and after-hours standards 


The accessibility of behavioral health services survey showed that our network providers are meeting 
NCQA access and availability standards for the following appointment types: 


 Care for non-life-threatening emergency received within six hours 


 Routine visit appointment within 10 days 


After-hours access was identified as a challenge across 
providers; however, there was an improvement of almost 10 
percentage points when compared to 2014 results. We continue 
to increase provider relations initiatives to improve after-hours 
access to care, and provide additional outreach and education 
about after-hours requirements. 


In addition, any findings of provider non-compliance with access and availability standards results in a 
variety of interventions, primarily focusing on assisting in improving performance. Our provider 
relations representatives quickly respond when providers are not adhering to our availability 
requirements by:  


 Educating them on contractual obligations and availability requirements 


 Developing a plan of correction that maps the path to compliance and specifies our monitoring and 
re-assessment activities 


 Presenting a timeline for compliance 


We continue to monitor and re-survey the provider after 90 days to verify compliance.  


Access to Nurse Advice Line 
Our nurse advice line is accessible 24/7 to assist members, answer their questions, and locate and 
coordinate the most appropriate point of care to address their urgent needs. The nurse advice line 
offers translation services for more than 200 languages. It helps minimize unnecessary ER use by 
providing members access to information and resources, such as:  


 Telehealth Service. We expanded our telemedicine program to include web-based member 
consultations through our telehealth service provider. This innovative Value Added Service provides 
24/7 access to online (through two-way video technology) physician consultations for clinically 
appropriate conditions (such as a cough, cold, fever, or flu). In addition, our telehealth service 
behavioral health counseling services are available for our Nevada Medicaid and Check Up 
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members. Our telehealth service supplements the continuum of member options, enhancing their 
access to health care services and providing alternatives to the ER. 


 Urgent Care Services Network. Our 24/7 nurse advice line connects members to a comprehensive 
urgent care services network—including PCPs with extended hours, urgent care centers, and retail 
clinics—to broaden access to care and provide ER alternatives, especially after hours.  


 Emergency Room Care. Our 24/7 nurse advice line educates and directs members to nearby ERs for 
the most appropriate treatment. 


 Behavioral Health Case Management Services. Members have 24/7 access to behavioral health case 
management services through our toll free number.  


We proactively increased member knowledge and encouraged use of our nurse advice line. As a result, 
utilization increased by 69 percent from 2014 to 2015, while membership increased by only seven 
percent during this same timeframe. We encourage members to 
use the nurse advice line through newsletters, provider updates 
and newsletters, helpful nurse advice line awareness sheets 
distributed at health fairs, open enrollment events, provider 
offices, community-based organization activities, and enclosures 
in health plan member communications.  


Monitoring Access to our Member Services Call Center 
Our performance level for telephone access to our member services line exceeds established goals.  


The average speed to answer goal is set at 30 seconds; our 2015 average was 17 seconds. The call 
abandonment rate goal is less than five percent; our average abandonment rate in 2015 was less than 
one percent (0.8 percent). 


Monthly meetings of our staff, leadership, and our member services call center provide ongoing 
communication and issue resolution. We monitor member service line access quarterly during Quality 
Assurance Committee meetings, which include cross functional health plan leadership participation. 
We will monitor the future concierge services requirement in a similar rigorous performance 
measurement plan. 


Through our call center, we are also equipped to address utilization management, inpatient/outpatient 
referrals and authorizations, crisis call triage; answer member questions about specific benefits; and 
handle provider escalations. Our call center function for crisis calls and inpatient admission clinical 
review is available 24/7. Other functions are available during extended working hours in all time 
zones.  


Supporting of Members in Crisis  
We recognize that members may experience a crisis at any time and need prompt access to the 
appropriate level of assistance. Crises may be related to medical/behavioral health, and/or 
social/environmental supports (such as the loss of a primary caregiver or housing). Our medical and 
behavioral health care professionals are available to respond to all urgent needs. Members in crisis 
have access to assistance 24/7, with procedures in place for member services, behavioral health, and 
nurse advice lines.  
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When an employee establishes that a member is experiencing a behavioral health crisis, he or she 
brings a licensed clinical staff member on the call to work in real time to address the issue. During 
normal business hours, a clinician from our local operations team provides assistance. After hours, a 
clinician from the after-hours team assists the member. The clinician speaks to the member, and if 
needed, contacts a local resource to facilitate a welfare check. The welfare check uses local facilities or 
authorities, including our Rapid Response 
Teams (RRTs), up to and including alerting 911. 
ERs also have access to our RRTs. They 
maintain a close relationship with all ERs and 
are on call to respond to requests for member 
assessment. Our RRT completes a psychiatric 
assessment on-site in the ER to identify persons 
who require inpatient stay and to coordinate 
appropriate interventions for those who may 
benefit from a less restrictive intervention. For 
persons on legal hold, the RRT works with the ER attending physician to determine the member’s 
immediate needs, alternative levels of care, and discharge planning to least restrictive level of care. For 
persons to be admitted to an IMD, the RRT works to facilitate admission. 


If a welfare check is not needed, the clinician refers the member to a local provider. The clinician 
documents the call in the system and sends a report to our local behavioral health manager, who 
assigns a case manager for member follow-up. Detailed crisis procedures address various scenarios.  


Our behavioral health line performance metrics are exemplary. We attribute our success to 
maintaining a steady staffing model with very little attrition.  


Member Satisfaction with Access and Related Complaints/Grievances 
Each year, our Quality Management department engages a qualified organization to administer the 
most current version of the CAHPS® survey that queries members on access to care among other key 
questions. Access-related grievances are also reviewed.  


In 2015, there were very few complaints related to access and the threshold of 0.02 complaints per 
1,000 members was met for all complaint types. 


Access-related questions on the CAHPS survey increased in some areas and will continue to be a focus 
for improvement given the importance of these metrics to our members’ experience. Similar focus has 
shown great improvement including: 


 Getting care as soon as needed score increased from 77 percent in 2014 to 78 percent in 2015 for 
adults and 84 to 85 percent for child survey respondents. 


 Getting appointment to see a specialist as soon as needed increased from 2014 score of 72 to 78 
percent in 2015 for adults. Child survey score increased from 74 percent in 2014 to 80 percent in 
2015. 
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A cross-functional committee representing each of our departments reviewed results of the CAHPS 
scores and brainstormed possible barriers to access related to physician network and characteristics, 
member demographics, location, and knowledge, as well as health plan systems and communications, 
resulting in the implementation of multiple interventions:  


 Review of network panel to assure an adequate number and geographic disbursement of specialists  


 New member meet-and-greets to provide information in English and Spanish 


 Monthly webinars for providers on various topics, including telephone skills 


 Secret Shopper calls to physician offices  


 Learning from PCP office staffs which types of specialists are most difficult to make appointments 
with 


 Review members who have not accessed care and perform outreach to help schedule appointments 


Other Ways We Monitor Availability and Accessibility Standards 
Our comprehensive written policies and procedures guide our monitoring activities to make sure all 
applicable departments comply with availability and access requirements. These policies and 
procedures reflect the individual requirements contained within our current Contract with the 
DHCFP. They address: 


 PCP Panel Capacity Review and access and availability 


 Provider network accessibility analysis 


 Access to care standards 


 Appointment, after-hours, and telephone accessibility 


We monitor access standards through:  


 Quarterly analysis of Geo-Access reports to evaluate member-driving distance to PCPs, specialists, 
ancillary providers, and hospitals 


 Analysis of member-to-practitioner ratio reports 


Our IQAP team also uses the following data sources to assess our performance against standards: 


 Annual analysis of grievances and appeals helps us identify any trends at an individual provider 
level regarding adherence to Contract requirements for member access to care. It also helps us 
identify other trends that may be related to access to care. For example, we monitor complaints 
regarding gender, language, and culture to identify possible access to care issues due to language.  


 Quarterly monitoring of Member Service Call Center data lets us identify any potential compliance 
issues. For example, if we receive repeated calls regarding a specific provider’s inaccessibility, we 
contact the provider and investigate the situation. 


In addition, we use various other data sources to gather and analyze information described below: 


 Weekly secret shopper phone calls to collect data from the provider network regarding appointment 
availability and access to care, including hours of operation, and after-hours availability We 
document provider responses in our database and analyze the data to confirm compliance, identify 
any potential quality improvement opportunities, and make sure accurate information is maintained 
in our data system and the provider directory. Each of our nine provider relations representatives is 
responsible for making 20 secret shopper calls each week. We immediately reach out and assist 
those providers who are not meeting standards. Results are analyzed by health plan leadership to 
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make sure that immediate action is taken on any outliers. We also share the results of our Secret 
Shopper calls with the DHCFP quarterly. 


 Quality of Care Concerns are reviewed and investigated as part of our IQAP. We review the 
outcomes of Quality of Care concerns, including Peer Review Committee actions, as part of our 
network monitoring activities. 


 HEDIS® Score The HEDIS® hybrid process offers many opportunities to monitor providers. Visits 
to the providers’ offices enable our staff to monitor access and availability. We review medical 
records for documentation and access to care, as well as quality of services, to identify gaps in 
care/services for targeted education and support. 


 Administrative data review and annual comprehensive analysis of access and availability are 
conducted and included in our annual IQAP Evaluation. The review includes analysis of 
administrative complaints, after-hours availability survey information, appointment access statistics, 
Provider Services Call Center reports, GeoAccess reports, grievance and appeals data, and provider 
satisfaction survey results. Results of telephone and mailed surveys, along with data from other 
departments, such as Provider Contracting and Database Administration, Operations, Medical 
Management, and Quality, are used in the analysis.  


Helping All Members Access Services  
Where we identify any barrier to access, we 
provide innovative solutions, including 
transportation, home visits, and telehealth, to 
resolve access issues. For example, one way we 
facilitate access to high-quality care is by 
providing transportation, above and beyond the 
non-emergency transportation benefit.  


We also monitor access for members with 
disabilities. During site visits, we capture physical 
access for each provider location and use the data 
to map access for members with disabilities and 
expand our network as indicated. Our locally 
based provider relations employees assist in 
ongoing support and contracting providers as 
necessary.  


Role of Quality Assurance Committee 
Our Nevada-based Quality Assurance Committee reviews and analyzes data findings and assists in 
identifying opportunities to improve member access to care and services. We initiate actions, as needed, 
to improve access and availability for our members. For example, if a provider is identified as not 
meeting standards for after-hours access to care and remains non-compliant after being informed, 
educated, and re-surveyed by provider relations representatives, we present the findings to our Medical 
Advisory Committee to take appropriate action. We ultimately remove providers from our network if 
they do not take action to meet the access and after-hours requirements in their contracts and outlined 
in the provider manual. 
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3.10.18 Standard XII: Medical Record Standards 
 


3.10.18.1 Accessibility and Availability of Medical Records 


 


We recognize the importance of medical record documentation in the delivery and coordination of 
quality care. Consequently, we require providers to comply with specific documentation standards. All 
of our provider contracts outline HIPAA compliance requirements for accessing medical records for 
quality reviews.  


We have documented medical record standards, approved by the DHCFP under the current MCO 
Contract, and measure our network providers’ compliance with these standards annually. This enables 
us to evaluate documentation, quality of care, clinical performance, and preventive health practice 
patterns. Our IQAP monitors individual and aggregate provider indicators to identify quality of care 
issues and patterns, including evaluation of severity and frequency. Our QM department monitors and 
evaluates individual practitioner quality and administration 
performance. We report results to providers at least annually. We 
use the peer review process to take appropriate remedial action to 
maintain safe practices throughout the network. 


Accessibility and Availability of Medical Records 
Our provider contracts detail HIPAA compliance requirements for quality review access, medical 
management activities, and facilitation of coordination and continuity of care. Provisions in the 
provider contract specify the following: 


 Medical records must be available to our IQAP and Provider Relations employees, the Secretary of 
the United States Department of Health and Human Services, and the DHCFP or its agents for 
quality review purposes 


 Medical records must be available to providers at each member encounter to facilitate coordination 
and continuity of care  


 Providers must comply with all State and federal laws and regulations governing confidentiality, as 
well as disclosure of medical records and other health and enrollment information 


We also inform network providers of these requirements through the provider manual and during 
training sessions.  


Monitoring Compliance  
As part of our IQAP, we monitor provider compliance with these requirements and other medical 
record documentation standards through annual reviews. During the medical record review, we make 
sure that each provider has a written policy/procedure/process for confidentiality/release of 
information and member medical records. We also verify that all general documentation requirements 
are in the medical record, and that the medical record is the following:  


 Accessible and easy to retrieve for provider review 


3.10.18.1 Accessibility and Availability of Medical Records 
 


A.  The vendor must include provisions in all provider contracts for HIPAA compliance with regard 
to access to medical records for purposes of quality reviews conducted by the Secretary of the 
United States, Department of Health and Human Services (the Secretary), DHCFP, or agents 
thereof.  


B.  Records are available to health care practitioners at each encounter. 
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 Available to other practitioners 


 Available for reference at all offices for providers with more than one location 


3.10.18.2 Record Keeping 


 


 


3.10.18.2 Record Keeping 
 
Medical records may be on paper or electronic. The vendor must take steps to promote maintenance 
of medical records in a legible, current, detailed, organized and comprehensive manner that permits 
effective patient care and quality review. Medical records must be maintained as follows: 


A.  Medical Record Standards – The vendor sets standards for medical records. The records reflect 
all aspects of patient care, including ancillary services. These standards shall, at a minimum, 
include requirements for: 


1. Patient Identification Information – Each page on electronic file in the record contains the 
patient’s name or patient ID number;  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
ethnicity, primary language, disability status, address, employer, home and work telephone 
numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently noted on the record. 
Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;  


4. Past Medical History [for patients seen three (3) or more times] – Past medical history is 
easily identified including serious accidents, operations, and illnesses. For children, past 
medical history relates to prenatal care and birth;  


5. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed 
immunization record or a notation that immunizations are up to date with documentation of 
specific vaccines administered and those received previously (by history); 


6. Diagnostic information; 
7. Medication information; 
8. Identification of Current Problems – Significant illnesses, medical conditions and health 


maintenance concerns are identified in the medical record; 
9. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 


substance abuse is present for patients twelve (12) years and over and seen three (3) or 
more times; 


10.  Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the 
record. Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s 
initials or other documentation signifying review. Consultation and significantly abnormal lab 
and imaging study results have an explicit notation in the record of follow-up plans;  


11.  Emergency care; 
12.  Hospitals and Mental Hospitals;  


a. Identification of the recipient; 
b. Physician name; 
c. Date of admission;  
d. Initial and subsequent stay review dates;  
e. Reasons and plan for continued stay if applicable; 
f. Date of operating room reservation if applicable; 
g. Justification for emergency admission if applicable; and  
h. Hospital Discharge Summaries – Discharge summaries are included as part of the medical 


record for:  
1.  All hospital admissions that occur while the patient is enrolled with the vendor; and  
2. Prior admissions as necessary. 
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We require medical records to be maintained on paper or in electronic form in a legible, current, 
detailed, organized, and comprehensive manner that permits effective and confidential patient care and 
quality review. We estimate that more than 75 percent of our network providers are now using 
electronic medical records (EMR). In fact, our QM department currently has remote access capability 
to six large provider groups for medical record reviews and HEDIS® data review. We also have 
electronic access to all 12 hospitals in Nevada for performing concurrent reviews and discharge 
planning. Electronic access to records helps us make sure that providers actively treating a significant 
portion of our membership meet standard medical record keeping practices. 


We require that providers maintain records that conform to good professional medical practice and 
appropriate health management. They also maintain permanent medical records at the primary care 
site for every member that are also accessible from other provider locations they operate; those records 
must be available to other providers involved in treating the member to support continuity of care.  


We have established medical record protocols, consistent with industry standards and accreditation 
requirements that require all practitioners to maintain current and organized medical records to permit 
effective, confidential member care and quality review. 


We will contractually require providers to adhere to our comprehensive medical record standards, 
which include the standards identified in section 3.10.18.2.A of the RFP. We will update our medical 
record tool prior to contract award to incorporate new standards related to hospital and mental hospital 
documentation.  


We require providers to document every patient visit as detailed in Section 3.10.18.2.A.14 of this RFP.  


13.  Advance Directive – For medical records of adults age 18 and over, the medical record 
documents whether or not the individual has executed an advance directive and documents 
the receipt of information about advance directives by the recipient and confirms 
acknowledgment of the option to execute an advance directive. An advance directive is a 
written instruction such as a living will or durable power of attorney for health care relating to 
the provision of health care when the individual is incapacitated; and 


 
14.  Patient Visit Data – Documentation of individual encounters must provide at a minimum 


adequate evidence of: 
a. History and Physical Examination – Comprehensive subjective and objective information 


obtained for the presenting complaints; 
b. Plan of treatment; 
c. Diagnostic tests; 
d. Therapies and other prescribed regimens; 
e. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-


up care, call or visit. A specific time to return is noted in weeks, months, or as needed. 
Unresolved problems from previous visits are addressed in subsequent visits; 


f. Referrals and results thereof; and 
g. All other aspects of patient care, including ancillary services.  


 
15.  Entry Date – All entries must have date and time noted;  
16.  Provider Identification – All entries are identified as to author; 
17.  Legibility – The record is legible to someone other than the writer. A second reviewer should 


evaluate any record judged illegible by one physician reviewer.  
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Monitoring Compliance  
Our IQAP’s annual clinical medical record review process enables us to monitor provider compliance 
with documentation standards.  


3.10.18.3 Record Review Process 


 


Our review process verifies that our network providers maintain individual medical records that 
conform to our standards. We also verify that medical records comply with our clinical practice 
guidelines and HEDIS® quality measure guidelines, as well as the DHCFP requirements, federal 
regulations, and NCQA standards.  


A. Focused Medical Record Reviews  
In 2015, our licensed quality nurse reviewers audited a total of 
942 medical records. They reviewed records for compliance with 
documentation requirements using tools specifically designed for 
different practice settings, and included a section on 
documentation of cultural needs, such as race/ethnicity or spoken 
language.  


Our review focus in 2015 was pediatricians and provider groups with adult and child members. 
Primary care provider sites and high-volume providers are randomly selected for medical record 
reviews. Providers that failed the prior year’s review are also selected. Selected providers are notified of 
the upcoming audit prior to our visit.  


In 2015, we expanded chart review to provider groups and included all areas of the medical record. 
Findings indicated improvement over the previous year across all areas of charting. Many sites were in 
the process of changing from paper to EMR. We expect further compliance improvements as more 
sites complete the transition to EMR. We estimate that approximately 75 percent of our provider 
network currently uses EMR. In 2016, we will continue to expand reviews to provider groups with 
panel sizes of more than 1,000 members.  


Reviews Identify Opportunities for Education and Improvement 
The 2015 results demonstrated improvements across all areas of charting from 2014. In particular, 
review of EPSDT requirements showed an improvement of more 
than 10 percent compared to the prior year’s compliance rate.  


During the medical record review, our quality nurse auditors not 
only provide specific feedback and education to providers, but 
also encourage them to download monthly performance reports 
from the provider website to help them identify future 
opportunities to address preventive care or care gaps. In 2015, 
our quality nurse reviewers provided further education on 
preventive health guidelines and provided tools and forms, 
including the HEDIS® guide, to assist with adult preventive 


3.10.18.3 Record Review Process 
A.  The vendor must have a system (record review process) to assess the content of medical 


records for legibility, organization, completion and conformance to its standards; and 
B.  The record assessment system must address documentation of the items listed in Medical 


Records requirements above. 
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screenings/immunizations and improved documentation in their medical records and billing/coding 
systems. 


All reviews include an exit meeting where the quality nurse reviewer provides feedback on areas of 
opportunity, education materials, EPSDT periodicity charts, wellness exam templates and other forms, 
as well as clinical practice guidelines. For providers who fail to 
meet the 80 percent minimum compliance standard, a plan of 
correction is initiated and a follow-up visit(s) is scheduled. During 
our most recent review period in 2015, only four of the 942 office 
sites required plans of correction. We re-audit those offices 
receiving a plan of correction within six months.  


We share summarized findings from the medical record reviews with our QA Committee and Medical 
Advisory Committee. If a provider under a plan of correction remains non-compliant, another site visit 
is scheduled to provide additional opportunity for improvement. If the provider continues to be non-
compliant, we present the findings to our Medical Advisory Committee.  


B. Medical Record Reviews Monitor Compliance with all Required 
Standards 
We maintain a medical record review tool to guide the record review process, and to capture all 
required medical record components. We reorganized and expanded our tool in 2013 to better capture 
all standards and core NCQA components. We refine and update our medical record review tool to 
incorporate new NCQA, State or federal requirements as needed. 


Our current medical record review tool addresses documentation of the majority of requirements listed 
in Section 3.10.18.2.A of this RFP. Prior to Contract award, we will update our tool to incorporate new 
requirements specified in Section 3.10.18.2.A related to hospital and mental hospital documentation.  


3.10.19 Standard XIII: Utilization Review 
Through our comprehensive UM program, we help assure members have access to the most clinically 
appropriate care, services, and supports timely and efficiently. Our UM program spans the care 
continuum, is scalable and flexible, and complies with all utilization review requirements as outlined in 
Section 3.10.19 Utilization Review. 


Together with our affiliate health plans, we bring over 25 years of utilization review experience that 
supports our integrated, person-centered approach. We address members’ needs, preferences, and 
goals holistically – including physical, behavioral, pharmaceutical, and social support needs. Our UM 
department is locally based, with physical and behavioral health staff in the same building working 
together along with other interdisciplinary team members, including case management, operations, 
provider relations, grievance and appeals, and quality management.  


Rather than using UM simply as a mechanism for authorization or denial of requested services, we use 
it to creatively address our member’s health challenges by helping them access the right care at the 
right time and in the right place. We also leverage our UM processes to engage and collaborate with 
providers on making sure members receive the level of care that achieves the best health outcomes, 
adhering to established clinical standards for consistent clinical decision-making, and identifying 
opportunities for program improvement, such as provider training.  
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3.10.19.1 Written Utilization Review Management Program Description 


 


We maintain a comprehensive, written Utilization Review Management Program Description 
(internally referred to as “UM Program Description”) that includes clearly defined processes, policies, 
and procedures to evaluate medical necessity, criteria used, and information sources as well as the 
process used to review and approve the provision of medically necessary services. Our UM Program 
Description adheres to all NCQA standards and State requirements, and describes relevant quality 
performance and improvement activities. This includes identifying quality-of-care concerns; over- and 
under-utilization trends; adverse access patterns; potential and actual fraud, waste, and abuse issues; 
and continuity and coordination of care concerns.  


Our UM Program Description also includes established program objectives, clear structure and 
accountability, and well-developed policies and procedures that support timely and accurate decision-
making based on objective, evidence-based clinical practice guidelines. Our Nevada-licensed medical 
director oversees the day-to-day UM operations and collaborates with senior leads 
from other departments to verify all physical, behavioral health, and social support 
needs and issues are addressed in an integrated fashion.  


Our integrated UM Program Description provides a consistent framework to evaluate medical 
necessity for physical and behavioral health care, determine the appropriateness of care, review benefit 
coverage, and approve provision of the most appropriate services in the most efficient manner possible. 
The UM Program Description details our policies, procedures, and processes for the following: 


 Prospective, concurrent, and retrospective reviews 


 Adverse determinations, grievances, and appeals 


 Inter-rater reliability (IRR) testing and medical performance monitoring 


 Over- and under-utilization including potential and actual fraud, waste, and abuse 


 Inpatient and outpatient case management 


 New technology assessment 


 Emergency services and supports 


 Stabilization case management (post-discharge planning) 


 Confidentiality and ethics 


 Delegated UM roles and responsibilities 


We can readily scale and adapt our UM Program Description and its components in the event the 
DHCFP chooses to expand the program to include additional membership categories, newly identified 
populations, and expanded services. For example, we will leverage our affiliates’ more than 17 years’ 
experience serving members categorized as Aged, Blind, and Disabled (ABD) and those receiving 
Home and Community Based Waiver services across the nation and the clinical criteria and nationally 
recognized best practices readily available to incorporate into our existing program description and 
health plan operations. We will submit our UM Program Description to the DHCFP within 30 days 


3.10.19.1 Written Program Description 
The vendor must have a written utilization review management program description, which includes, 
at a minimum, policies and procedures to evaluate medical necessity, criteria used, information 
sources and the process used to review and approve the provision of medical services. 
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prior to implementation, annually, and more frequently upon significant program changes during the 
year.  


3.10.19.2 Under- and Over-Utilization 


 


To assure members receive the care and services they need in the most appropriate and efficient way, 
we have mechanisms in place to detect under- and over-utilization. We use these mechanisms to 
identify utilization patterns outside the norm and then implement targeted interventions that improve 
the quality of care provided to our members; that help us achieve utilization targets consistent with 
clinical and quality indicators; and that identify potential fraud, waste, and abuse.  


Data Analysis and Reporting to Detect Under- and Over-Utilization 
Under the direction of our medical director, we routinely monitor and analyze various reports to 
identify providers and members with utilization patterns that fall outside the norms. We adjust 
utilization norms to reflect the local Nevada practice variations and patterns and compare this to 
national benchmarks and aggregated data from all affiliate plans. We make under- and over-
utilization reports available to key departments and committees (such as our Quality Assurance, 
Medical Advisory, and Consumer Advisory committees) for monitoring, analysis, and resolution as 
needed. Reports are reviewed to look for patterns of under- and over-utilization with specific attention 
given to acute/chronic care and preventive services, including the following: 


 Re-admissions 


 Pharmaceuticals 


 Specialty referrals  


 ER utilization 


 Home Health and Durable Medical Equipment (DME) 
utilization relative to diagnostic entity 


 Behavioral health 


 Inpatient utilization 


 Well-child/adult primary care provider visits  


 Age-appropriate immunizations  


 Mammograms  


 Blood lead testing 


For example, we currently review a monthly identification report using pharmacy claims data. By 
routinely reviewing utilization data, we identify patterns of over-utilization, while anti-fraud software 
may help us identify cases of member fraud and abuse. A typical criterion would be to select members 
with two or more providers and pharmacies and five or more controlled substances with three or more 
opiates in the last 45 days. 


Referrals to Detect Under- and Over-Utilization 
We also receive referrals through multiple avenues that can include mail, telephone, in-person contact, 
email, Internet, intranet, or our compliance hotline. Referrals can come from members, providers, 
employers, and professional organizations. As an example, a provider may call to report a member who 


3.10.19.2 Scope 
The program has mechanisms to detect under-utilization as well as over-utilization.  







 
   


 
Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 128 
 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


continuously sees multiple similar providers or we may receive a communication by mail suggesting a 
member is loaning out his or her health care identification card. 


Leveraging Utilization Data to Drive Performance Improvement 
When we identify possible under- or over-utilization, we investigate further to determine if the 
variation can be explained. We complete a root cause analysis to identify any circumstances that may 
have impacted the variation. When a member’s utilization pattern suggests outreach and education are 
warranted, our medical management clinical team collaborates with our medical director to determine 
appropriate interventions. We target our intervention strategies toward enhancing appropriate 
utilization practices through education and outreach. A few examples include the following:  


 Our monitoring tools enable Healthy Kids Outreach Specialists to view all the gaps in care for 
Healthy Kids-related services for each member in a household. We then contact the member or 
family/caregiver and “maximize the moment” by working with him or her to schedule all 
outstanding services, including immunizations, Healthy Kids screenings, and well-visit exams for all 
family members. We identify and address any challenges or barriers that may limit the member’s 
ability to participate in the screening visit. Based on that information, we concurrently coordinate 
support services, such as transportation and referrals, and assist with scheduling appointments. We 
use targeted outreach for members with under-utilization of Healthy Kids services including our 
mailing program of member birthday card Healthy Kid service reminders and overdue services 
postcards 


 Our engagement rate report, which focuses on under-utilization, identifies members who have not 
been seen by their Primary Care Provider (PCP). We know that a high level of member engagement 
typically results in improved care. Thus, we periodically review the number of providers against the 
percent of their panel members who have been seen (based on submitted claims). This enables us to 
benchmark provider groups, identify under-utilizing providers, and minimize ER utilization through 
outreach and education to members and providers and provide incentives to reach established 
engagement goals. We have seen a direct correlation between engagement rates and improvement in 
HEDIS® scores. 


 To minimize unnecessary use of the ER and connect members to the most appropriate care, we have 
outreach specialists who contact new members (following their initial welcome call) to talk to them 
about their benefits, accessing a PCP, identifying any chronic conditions, and other needs, barriers, 
or questions they may have.  


 We currently maintain a pharmacy Lock-In program in accordance with the DHCFP’s 
requirements for members showing drug-seeking behaviors as well as members identified with 
uncoordinated care, excessive utilization, or suspected patterns of fraud and abuse. If we identify 
potentially abusive or dangerous behavior, members may be restricted for all medication fills for 
controlled narcotic medications. Members in our Lock-In program can continue to access non-
controlled medications through any pharmacy. 


 We improved utilization and HEDIS® scores as a result of identifying under-utilization through 
claims analysis for providers delivering postpartum services. We revamped our claims filing to allow 
providers to bill retrospectively up to one year for these services. 
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Our interventions focus on informing and involving members to make healthy choices and engage in 
their health care through health education, outreach, and case management. For providers, our 
interventions focus on information and education to promote appropriate referrals and delivery of 
services, the importance of preventive care, and opportunities to refer members to case management. 


Identifying Aberrant Provider Practice Patterns  
We recognize our accountability for assessing and evaluating contracted practitioners who manage 
health care services delivered to enrolled members. We review information and data derived from 
practice experience within the organization, including utilization data, complaints regarding a 
practitioner site, adverse events, medical record reviews, and internal potential quality-of-care issues. 
Our monitoring occurs on an ongoing basis, and we take swift action when we identify aberrant 
provider practice patterns.  


Our Quality Management department tracks and trends provider performance data regularly to 
identify trends that represent clinical practice patterns inconsistent with practice guidelines. This 
information is reviewed with an interdisciplinary team during QA Committee meetings that include 
leadership from our Medical Management, UM, Pharmacy, Case Management, and Compliance 
departments. During these meetings, leadership will determine the level of mis-utilization and the 
requisite corrective action needed to address the identified issue(s). Types of corrective action may 
include the following:  


 Face-to-face outreach by a provider relations representative for technical assistance on appropriate 
billing, service request submittal, identification of community-based resources, and referral 
processes 


 Telephonic outreach by our medical director, behavioral health or OB medical director, or 
pharmacist for clinical consultation on medical necessity, clinical practice guidelines, nationally 
recognized best practices, and appropriate medication prescribing  


 Action plan that clearly specifies the issue that needs to be addressed, expectation for improvement, 
and a reasonable timeframe for improvement based on the infraction 


 Referral to our Special Investigations Unit for investigation of fraud, waste, and abuse concerns as 
needed  


 Involvement of the Credentialing Committee for re-consideration of the provider’s continued 
participation during the re-credentialing process  


To identify possible under-utilization in providers participating in our Quality and Population 
Management Incentive Program, we developed our Under-utilization Monitoring Report, which is run 
every six months to review incurred claims activity for the period from January 1 to June 30 and then 
July 1 to December 31 each year. The report shows both standard deviation results for the current 
quarter and year-to-date and year-over-year change for the utilization indicators. The data will be 
analyzed at the same level as the program is administered (for example, solo PCP, PCP group, or 
independent physician association, depending on which is the highest contractual level).  
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The report displays the following utilization indicators: 


 Non-ER physician visits 


 Non-ER outpatient diagnostic services (includes radiology, lab, etc.) 


 Non-ER outpatient therapeutic procedures (includes physical therapy, occupational therapy, and 
speech therapy; Home Health; and outpatient surgery) for both adults and children  


If any one of the measured utilization indicators falls below the outlier limit, the medical director and 
assigned provider relations representative conduct an internal review that includes, at a minimum, 
review of the following:  


 Current utilization compared to peers 


 Utilization year-over-year trends 


 Member turnover data  
 Group data by similar specialty and geographic location 
 Baseline data by peer group 
 Calculate average utilization by peer group 
 Compare individual baseline utilization to overall baseline utilization 
 Identify provider utilization outside of the norm 
 Evaluate total number of claims submitted, number of claims submitted for specific code(s), and 


financial exposure 
The internal review will also include an in-person meeting with the PCP to review the data and discuss 
whether there are any extenuating circumstances, if there is evidence of under-utilization. 
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3.10.19.3 Pre-Authorization and Concurrent Review Requirements 


 


A. Supervising Pre-Authorization and Concurrent Review Decisions  
Under the direction of our locally based, Nevada-licensed medical director who oversees the UM 
program; our medical, behavioral health, and obstetrics medical directors, pharmacists, UM clinicians, 
physician reviewers, and physician consultants work together to verify that day-to-day prior 
authorizations and other specialty prior authorization program decisions are based on medical 
necessity, medical appropriateness, contract provisions, and covered benefits. Our process includes 
considering the unique health care needs of each member, his or her cultural and linguistic needs and 
preferences, and characteristics of the local delivery system, including the capacity and capabilities of 
the medical delivery system. Only our medical directors and pharmacist can make adverse 
determinations based on Nevada-adopted medical necessity and medical policies.  


Performance monitoring is a formalized function within our organization. Our prior authorization and 
concurrent review monitoring activities help identify opportunities for improvement that can lead to 
delivery of higher-quality services and/or more efficiency of operations, producing cost savings. 
Monitoring for consistent application of review criteria helps us to better identify employee and 
provider competencies and training opportunities. We do this through the following: 


Conducting Integrated Rounds 
Under the direction of our medical director, our complex case rounds include multidisciplinary 
participants from departments across the health plan, including UM, Case Management, Chronic 
Case/ Disease Management, and Behavioral Health Case Management as well as our provider 
partners. Case rounds are conducted weekly to discuss complex cases; identify gaps in care; obtain 


3.10.19.3 Pre-Authorization and Concurrent Review Requirements 
 
For vendors with pre-authorization or concurrent review programs: 


A.  Pre-authorization and concurrent review decisions must be supervised by qualified medical 
professionals; 


B.  Efforts must be made to obtain all necessary information, including pertinent clinical information, 
and consult with the treating physician, as necessary; 


C.  The reasons for decisions must be clearly documented and available to the recipient; 
D.  The vendor’s prior authorization policies and procedures must be consistent with provision of 


covered medically necessary medical, behavioral, and social care in accordance with 
community standards of practice; 


E.  There must be well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action must include a description 
of how to file an appeal; 


F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled recipient; 


G.  There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, vendors must ensure that compensation 
to individuals or entities that conduct utilization management activities is not structured so as to 
provide incentives for the individual or entity to deny, limit, or discontinue medically necessary 
services to any recipient; and 


I.  If the vendor delegates responsibility for utilization management, it has mechanisms to ensure 
that the delegate meets these standards. 
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clinical consultation from, medical director, behavioral health and obstetrics physicians, and 
pharmacist on chronic conditions; and address barriers to care.  


In addition to complex case rounds, our behavioral health physician leads clinical rounds on a bi-
weekly basis. During these rounds, complex cases are reviewed to make sure interventions are 
appropriate and timely. The team evaluates each case to identify and address any barriers to reaching 
goals, such as co-occurring conditions, language, medication adherence, transportation, or family 
issues.  


Facilitating Inter-Rater Reliability Testing 
Our Inter-Rater Reliability (IRR) testing process is a formal auditing methodology performed annually 
to assess the consistency and accuracy of our clinical employees in applying medical necessity criteria. 
Our IRR program is designed to assess the consistency and adherence to corporate policy and process 
as related to UM practice within the corporation.  


We assure that members and practitioners receive fair and consistent treatment in the coordination 
and approval/adverse determination for payment of health care services. The knowledge of the 
guidelines and criteria used by our employees involved in these activities helps verify that the 
corporation is limiting its exposure to risk from both a medical and financial perspective. The impact 
of the IRR program is intended to determine the ability of our UM clinicians to make appropriate 
decisions based on the following: knowledge of nationally accepted, evidence-based criteria; our 
medical policies; Behavioral Health UM Guidelines; American Society of Addiction Medicine; and 
pharmacy criteria/guidelines. 


 Adherence to federal, State, and contractual requirements such as the Mental Health Parity and 
Equity Act and decision timeframes 


 Minimized variation in the application of the above guidelines 


 Staff recognition of potentially avoidable or inappropriate utilization 


 Identification of additional training opportunities 


 Identification of potential risk due to inconsistency in the application of guidelines 


B. Obtaining Necessary Information for Clinical Decisions  
Our UM employees work closely with care management employees and providers to assure we obtain 
all pertinent clinical information needed to support quality and informed decision-making. Needed 
clinical information may include, but is not limited to, the following: 


 Office and hospital records 


 A history of the presenting problem 


 Clinical exam results 


 Diagnostic testing results 


 Patient characteristics and information 


 Care treatment plan and progress notes 


 Psychosocial history 


 History of symptomatology 


 Operative and pathological reports 


 Rehabilitative evaluations 


 Screening results 


 Clinical consultation and evaluations  


 Criteria related to the request 


 Information about other involved providers
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Obtaining Pertinent Clinical Information 
We have several ways a provider may request authorization for a service or prescription including 
telephone, fax to our provider services line, or an online submission. Through our Medicaid Training 
Academy, we train providers on the clinical information we need to make the most appropriate decision 
possible for the member’s conditions. Training topics include medical necessity, clinical practice 
guidelines, services that require prior authorization, accurate and thorough completion and submittal 
of service requests, how to follow up on a service request, and who to ask for help when needed. We do 
this through initial orientation; monthly provider trainings; and ongoing, ad hoc, and annual training 
through electronic, community-based, and face-to-face interactions with our provider relations 
representatives.  


Upon receipt of a service request, our UM clinicians review the clinical information and identify any 
gaps. Any missing information may be requested orally, by fax, or in writing from the treating or 
attending provider or practitioner to make appropriate pre-authorization and concurrent review 
decisions. For both non-behavioral and behavioral health decisions, there is documentation 
maintained that relevant clinical information is gathered consistently to support decision-making. All 
denial files include clinical information appropriate for each case.  


To support our providers, we provide forms, tools, and information on our web-based provider portal 
that is secure and available twenty-four hours a day seven days a week (24/7). This includes a list of 
services that require authorization, service request forms, instructions on how to submit a service 
request, how to contact a provider relations representative, and how to request clinical consultation if 
needed. Through our secure provider portal, we offer a real-time, online automated approval process 
based on specific business rules for physical and behavioral health. Our portal also allows providers to 
submit a dispute, an appeal on behalf of the member, and view authorization status.  


Consulting with Providers 
We value our provider relationships and engage them in collegial discussions about requests for 
physical, behavioral health, and pharmaceutical services. Our clinical consultation process respects 
our providers’ clinical judgment by incorporating their expertise into the decision-making, supports 
provider education on medical necessity and clinical practice guidelines, and delivers value to the 
DHCFP by streamlining provider interaction and reducing appeals. Our medical director, behavioral 
health and obstetrics medical directors, and pharmacists are available to providers both prior to and 
during the decision-making process and following submission of a service request, particularly in the 
event of an adverse determination.  


Should a provider submit a service request without enough or the appropriate clinical information 
necessary to making the most appropriate medically necessary decision, our UM clinicians reach out to 
the provider to discuss what is needed. If the UM clinician is still unable to make a decision or if the 
provider does not respond to our request for further information, our medical director with expertise 
aligned with the service request conducts outreach to the provider to obtain the information necessary 
to make the most appropriate decision. 
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C. Documenting Clinical Decisions 
Documenting and tracking prior authorization decisions is an integral part of our care management 
information and reporting systems. All UM decisions are clearly documented and communicated to the 
requesting provider and the member including the reason for the determination and the clinical 
criteria used in the decision-making process. All medical necessary determinations consider not only 
our evidence-based criteria, but also takes into consideration the member’s circumstances and the 
local delivery system in which the care is provided. Member needs considered may include age, co-
morbidities, complications, progress of treatment, and psychosocial situations. Local delivery system 
considerations could include the availability of inpatient, outpatient, and transitional care facilities or 
a facility’s availability to provide a service within the estimated length of stay. 


Prior authorizations along with the clinical criteria used in decision-making and case notes are entered 
in our case management system, allowing appropriate health plan employees to readily access 
authorizations, provider information, reimbursement, claims payment, and much more in a single 
system. Based on our policies and procedures, all correspondence and notes in the prior authorization 
tracking system are signed and suffixed by clinical employees.  


Our system tracks all users’ input and with automated date and time stamping, allowing us to easily 
audit and provide detailed reporting as needed. Access and functions are assigned to a specific job 
function (job roles and responsibilities), controlling access and administration rights by job function to 
assure compliance. Additionally, our prior authorization documentation processes require our 
employees to record the following information for each approval: 


 Name and title of caller 


 Date and time of call, fax, or online submission 


 Prior authorization number 


 Time to determination, from receipt 


 Approval/denial count 


Authorizations are assigned a tracking number and tied to the member and provider so they can easily 
be matched to claims. The authorization system allows the UM team to enter notes and updates within 
the record. For example, if a member is hospitalized and clinical information is needed to make a 
determination, then the UM team can place the updates in the system and track the status of approvals 
or denials. We also enter information into our Grievance and Appeals database for denials that are 
contested and appealed such as the reason for the denial and the clinical criteria used for the adverse 
determination. Our tracking and reporting systems maintain a historical record of notes so that no one 
can override any information previously placed within the system. 


In the event that a denial has been made, the written denial 
notification to the member and requesting practitioner will clearly 
identify the benefit provision, clinical guideline, protocol or 
criteria upon which the decision was made, along with 
information on how to obtain a copy of this information. The 
written denial always includes a description of the member’s appeal rights, including the right to 
submit written comments, documents, or other information pertinent to the appeal, as well as the 
appeal process. 
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D. Aligning Prior-Authorization Policies and Procedures with Community 
Standards of Practice 
Our UM program is aligned with evidence-based criteria such as the Coleman model for care 
transitions, nationally recognized guidelines such as the Substance Abuse and Mental Health Services 
Administration (SAMHSA), local standards of practice such as the Nevada-adopted American 
Psychiatric Association (APA) practice guidelines for mental health-related issues, and state Medicaid 
benefits. We are vigilant in our review of current practices and changes in medical protocols, and 
review all criteria and guidelines at least annually. We use our medical policies, clinical utilization 
management guidelines, McKesson InterQual® Level of Care and American Society of Addiction 
Medicine (ASAM) criteria to review the medical necessity and appropriateness of physical and 
behavioral health services.  


Our guidelines provide a rules-based system for screening proposed medical care based on member-
specific, best medical care processes and consistently match medical services to patient needs, based on 
clinical appropriateness. As described in Table 3.10.19.3-1. Types of Clinical Criteria Used for Medical 
Necessity Determinations, we use the most current and pertinent criteria to determine the most 
appropriate medical necessity determination possible.  


Table 3.10.19.3-1. Types of Clinical Criteria Used for Medical Necessity Determinations 
Criteria Review Types 
McKesson InterQual Level of Care  Inpatient Level of Care 


 Inpatient Concurrent Reviews 
 Home Care, Outpatient Rehabilitations, and Chiropractic Reviews 


Medical Policies and Clinical UM Guidelines  Outpatient Reviews (based on hierarchy) 
SAMHSA and Nevada-adopted APA 
Behavioral Health Medical Policies and 
Clinical UM Guidelines 


 Inpatient and Outpatient Reviews 
 Inpatient Concurrent Reviews 


Medical/Coverage Guidelines and Clinical 
Guidelines 


 Inpatient and Outpatient Reviews (based on hierarchy) 
 Behavioral Health Reviews 


ASAM  Behavioral Health Substance Abuse Reviews 
Level of Care Utilization System (LOCUS)  Behavioral Health Adult Reviews 
Child and Adolescent Service Intensity 
Instrument (CASII) or Child and Adolescent 
Needs and Strengths Scale (CANS) 


 Behavioral Health Pediatric Reviews 


Early Childhood Service Intensity Instrument 
(ECSII) 


 Behavioral Health Young Children Reviews 


 


To assure our ongoing understanding and utilization of the Nevada-community standards of practice, 
we will work closely with the DHCFP and include providers on our Medical Advisory Committee that 
review and approve the clinical criteria we use for our UM program. We review our UM program, 
including our clinical practice guidelines and clinical criteria, at least annually or more frequently as 
needed.  


E. Supporting Member Grievances and Appeals and Provider Disputes 
We believe strong grievances and appeals processes are critical to protecting the rights and health of 
our members and to improving our program operations and oversight. We respect the rights of 
members and providers to make inquiries, file grievances, and appeal health plan decisions. As 
described more fully in Section 3.13 Grievances and Appeals, we train our employees, subcontractors, 
and providers to quickly recognize grievances and appeals, to understand grievance and appeal 
procedures completely, and provide courteous and professional responses throughout each process. We 
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do not discriminate or take punitive action against members or providers for filing a grievance or 
appeal. Our established Nevada Grievance, Appeal, and Fair Hearing system for members, member 
representatives, and providers is DHCFP-approved and complies with federal, State, and NCQA 
requirements. 


Educating Members and Providers About Grievances and Appeals 
Members are notified of their right to file a grievance or an appeal and of the State Fair Hearing 
Process through experienced employees and clearly written materials that are easy to understand and 
access as well as are in accordance with contractual requirements for written member 
communications. For example, we provide general information about grievances, appeals, and State 
Fair Hearings in our new member welcome packet, member handbook (handbook), and on our 
member website. Following an adverse determination, we provide detailed information in our Notice of 
Action to the affected member and provider including the reasons for the denial and how to file an 
appeal. In addition, employees who have direct contact with our members, such as case managers, 
member services representatives, and UM employees are trained to inform members of their rights and 
responsibilities during each contact when a member, family, or his or her representative expresses 
dissatisfaction with any aspect of care or services.  


During the initial member assessments and reassessments, members are also informed of their rights. 
We affirm with our members and their families or representatives their understanding of our internal 
grievance and appeal processes. Additionally, we help make sure members and their family or 
representative are fully informed and understand the State Fair Hearing processes and provide support 
as needed so they are able to exercise their full rights. 


Providers and subcontractors are also notified of our processes at the time they enter into contract with 
us and by other administrative processes. 


Receiving Member and Provider Grievances and Appeals 
When a member, parent, or an authorized representative or provider with member authorization wishes 
to make an inquiry or file a grievance or appeal, they typically call our Member Services Call Center. 
Our member services representatives receive in-depth training on our internal inquiry, grievance, and 
appeal policies and procedures and are skilled at identifying grievances and appeals. We believe these 
employees present the greatest opportunity to address members’ needs before an issue escalates to 
complaint status.  


Employees are trained to resolve concerns raised during the initial call if possible and to alert assigned 
case managers for those members enrolled in case management to assist with resolution. We focus on 
responding to members in a courteous and professional manner and make every effort to resolve any 
issues that may arise through a well-defined and documented process that supports the member every 
step of the way.  


Resolving Member Grievances 
If a member calls to report a grievance or dissatisfaction with some aspect of service, member services 
representatives identify this as a grievance and escalate the issue to the Grievance and Appeals Unit. 
Our Grievance and Appeals employees document and track all member inquiries in our existing 
customer service system and send an acknowledgement letter to the member or the member’s 
authorized representative. This system documents all data elements needed to record, investigate, track, 
trend, and report on the status of all grievances. We monitor all grievances using a daily report that 
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notifies the grievance and appeals lead and grievance and appeals manager of all open and unresolved 
cases. The lead manager will follow up with unit employees to discuss and resolve any issues that may 
jeopardize timely resolution of the grievance. 


We handle all grievances by reviewing the specifics, analyzing records and other information, 
interviewing persons involved, and making a disposition within the timeframes specified by the State. If 
the disposition of the grievance cannot be completed in the appropriate timeframe, we notify the 
member of the expected date of disposition in writing prior to the expiration of the time frame. 


The grievance and appeals employee will send an acknowledgment letter to the member within three 
business days of receiving the grievance. The letter informs the member of the right to present further 
information he or she feels should be considered in the investigation. The employee will route the 
grievance to the appropriate department for review, investigation, and resolution.  


The unit employee will monitor progress to make sure the information necessary to complete the 
investigation is provided in a timely manner allowing us to provide written notice of the deposition of 
the grievance. On rare occasions we may extend the timeframe up to 14 calendar days, pursuant to 42 
CFR 438.408(c). If extended, for any extension not requested by the member, we will give written 
notice of the reason for the delay. Once a grievance is resolved, the notice of the disposition provides 
our decision and the reasons, policies, and procedures used as the basis for the decision; the contact 
telephone number and address for the member to contact us regarding the decision; and all other 
content specified by the DHCFP. 


Providing the Notice of Action 
When a service request is denied, reduced, or approved in an amount or duration less than requested, 
we provide a Notice of Action letter that explains the steps to appeal an adverse decision. Our Notices 
of Action include all state and federal required elements and confirm that a member, parent, member’s 
authorized representative, or provider with the member’s written consent may file a grievance or 
appeal.  


Out-of-network providers that provide services to our members will be provided with this information 
at the earliest opportunity, either within 10 calendar days of approval for a service or immediately upon 
receipt of a claim. We will also provide materials that help members and other parties distinguish 
between those grievances and appeals that are directed to us for resolution and those directed to the 
DHCFP, including grievances and appeals related to eligibility, effective dates of coverage, and patient 
liability such as copayments and premiums. 


Supporting Member Appeals 
Our members, their authorized representative, or provider may communicate dissatisfaction with any 
adverse determination. We notify members of their rights to file an appeal within 30 calendar days of 
the initial Notice of Action through our handbook, website, and newsletters. In addition, all Notice of 
Action letters indicating an initial denial notify members of their right to file a grievance and to appeal. 


Members may file an appeal in the same manner as a grievance. They may call our Member Services 
Call Center, where a member services representative will describe the appeal process and help the 
member file an oral appeal request. Members may opt to file an appeal in writing by either mailing or 
faxing a letter. We record the date we receive the initial appeal request. If a member files an oral 
appeal on a matter with a standard resolution timeframe, we send the member an acknowledgement 
letter and include the appeal form, requesting completion and return with any additional information 
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the member may have. We use the date of receipt of the oral appeal to calculate the final date for 
resolution. 


When we receive a mailed, faxed, or oral appeal, we record the appeal in our electronic medical 
management system. This system documents all data elements needed to investigate, track, trend, and 
record appeals. Additionally, the electronic medical management system initiates the mailing of a 
written acknowledgment to the member regarding his or her appeal request within three business days 
of its receipt. The letter notifies the member of the right to present evidence and allegations of fact or 
law in person, as well as in writing. It also notifies the member of his or her right to examine the case 
files including any medical records or other documents and records both before and during the appeals 
process.  


After receipt of a request for an appeal, a grievance and appeals clinician reviews the case and obtains 
information relevant to the appeal, including clinical detail, any additional information, and medical 
records as necessary. The nurse summarizes the case and any subsequent actions taken within the 
electronic medical management system. The grievance and appeals nurse then routes the case to an 
appropriately licensed physician in the same or similar specialty as the provider on record. The medical 
director or reviewing physician will not participate in the review if they have been involved in the initial 
determination or are subordinate to any person involved in the initial determination. The medical 
director or physician reviewer contacts the provider as necessary to discuss possible appropriate 
alternatives. They render a decision and document it in the electronic medical management system. 


Expedited Appeals 
Members may request an expedited appeal if the turnaround time for a standard appeal could seriously 
jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function. 
Medical judgment is used in reviewing all requests for expedited appeal. No punitive action will be 
taken against anyone who requests an expedited resolution. We have comprehensive policies and 
procedures for managing expedited appeal requests. The request is logged into our information system, 
including the document management system. Our appeal clinician researches the information and 
documents the issue in our care management system. Additional information is requested as needed.  


Within 24 hours of receipt of the request for an expedited appeal, the medical director receives the case 
for review. The appeal clinician confirms that the medical director or designee is not the same 
physician or a subordinate to the physician involved in the initial adverse determination. The medical 
director or designee makes a determination to approve or deny the request within three business days 
of receipt of an appeal, unless this timeframe is extended pursuant to 42 CFR 438.408. We provide the 
member with a written notice of the decision within two business days of the expedited appeal request 
and will make a reasonable attempt to provide oral notification when feasible. If a request for an 
expedited appeal is denied, the appeal is reviewed within the standard timeframe. The member may file 
a grievance if his or her request for an expedited appeal was denied. 


State Fair Hearings 
Upon exhaustion of our appeal processes, members who are not satisfied with our appeal resolution 
may request a State Fair Hearing. We include information describing the State Fair Hearing process 
as part of our written internal process for the resolution of appeals. We also describe the State Fair 
Hearing process in our handbook. Appeal resolution letters inform the member of his or her State Fair 
Hearing rights and how to request a hearing. We cooperate fully with the State Fair Hearing processes 
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and decisions. We inform the member, the member’s authorized representative, or a provider 
authorized by the member that they may request a State Fair Hearing within 90 calendar days of our 
date of notice.  


We document Fair Hearing requests in our electronic medical management system and produce a 
position statement, which is forwarded to the DHCFP. Our employees from relevant departments 
within the health plan may attend the hearing and present testimony, arguments, and all related 
documentation such as physician adviser’s and medical management case notes, medical records, and 
contract benefits. 


Resolving Provider Disputes 
Assuring a positive provider experience is critical to our success. We work to promote provider 
satisfaction throughout our grievances and appeals processes by reviewing and investigating all 
possible issues in a fair, unbiased, and comprehensive manner. We are committed to providing 
excellent customer service to our providers, especially when it comes to provider disputes, grievances, 
and complaints. Providers initiate grievance and appeal requests in person or by phone with our 
provider relations representatives, by phone with our Provider Services Call Center, and by mail 
through a designated PO Box.  


While our goal is to resolve authorization and claims disputes at 
first contact, providers sometimes remain dissatisfied with our 
decisions. Our Quality Management, Provider Relations, and 
Internal Resolution Unit perform provider grievances and appeals 
activities compliant with state and federal requirements. Our staff 
includes highly trained and experienced provider relations, claims 
analysts, and clinical experts who research and resolve provider 
disputes, grievances, and appeals.  


We operate comprehensive processes for provider grievances and appeals submitted by providers not 
submitting on behalf of members. Health plan employees perform provider grievance and appeal 
responsibilities guided by DHCFP-approved written grievance and appeal policies and procedures. We 
do not implement changes to these policy or procedures until we receive written prior approval from 
the state.  


F. Assuring Timely Appeal and Grievance Decisions 
We understand that members need time to receive our decision, review it, and choose to file an appeal, 
or to make other arrangements based on our decisions for continued authorization of services. When 
we make a decision to terminate, suspend, or reduce a previously authorized service, we do not act on 
the decision until 10 days after we send the notice to the member to allow the member to file an appeal. 
We shorten that timeframe to five days when we verify member fraud associated with the service.  


Each type of authorization request has a specific timeframe for completion of the review process and 
communication to the provider and member as directed by the state. Our prior authorization employees 
conduct timely reviews to comply with industry, accreditation, and contract-specified timeframes.  


We review reports daily that track aging of open cases to set priorities and focus on those that require 
immediate action. Our Medical Management team reviews system-generated logs to identify and 
resolve potential barriers to timely case closure. They also monitor trended data in weekly or monthly 
reports to identify trends that may indicate problems with current processes or workload distribution.  
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G. Evaluating the Effects of the Program 
We recognize the importance of feedback from our members, families, and system partners to 
understand the strengths and opportunities to improve our service delivery system. The following are 
examples of formal and informal mechanisms available for members and providers to provide feedback 
to our health plan and let us know how we are doing.  


 Mechanisms for Member Evaluation of the Program 
 Member Advisory Committee  
 Member satisfaction surveys including CAHPS 
 Interactions with providers 
 Interactions with health plan employees including care coordination, member services, and peer 


support employees 
 Grievance and appeals data 


 Mechanisms for Provider Evaluation of the Program 
 Community-based forums  
 Provider satisfaction surveys 
 Interactions with health plan employees including care coordination and provider relations 
 Grievance and appeals data 
 Consumer Advisory Committee 
 Provider satisfaction surveys 


CAHPS Survey Results 
Annually, we assess member satisfaction through the CAHPS administered by an independent third-
party organization. It gathers data on member satisfaction with access, availability, and quality of 
services. Table 3.10.19.3-2 provides examples of our results on behavioral health appointment 
availability: 


Table 3.10.19.3-2. Examples of CAHPS Results for Behavioral Health Appointment Availability 
Behavioral Health Appointment Type Performance Standard - Goal 90 Percent Health Plan Results 
Care for Non-life- threatening Emergency  Within 6 hours 96.0% 
Routine Visit Appointment Within 10 business days 94.0% 


 


We assess year-over-year improvements in survey results and compare our performance to the industry 
overall. The results provide us with valuable benchmark information and point us to those areas where 
we can focus for improvement. We are accustomed to providing survey results to state oversight 
agencies and will provide the DHCFP with our survey results from the independent CAHPS survey.  


Provider Satisfaction Surveys 
We value our providers and their feedback on how we can improve our processes and reduce 
administrative burden. We continually assess this through monitoring our provider satisfaction surveys 
and voluntary provider terminations. Nationally, less than two percent of providers voluntarily 
terminate from the provider networks of our affiliate health plans. We continually strive to improve the 
provider experience by collection and analysis of satisfaction surveys. Annually, the survey process 
assesses provider satisfaction with training and education, communications, provider enrollment, 
complaints resolution, claims processing and reimbursement, and UM processes. Survey information 
helps us better understand our provider network—its needs, challenges, and the opportunities it 
presents for member-centered, cost-saving innovations. 
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H. Preventing Incentives for Clinical Decisions 
UM decision-making is based on evidence-based criteria and appropriateness of care or service and 
benefit coverage. In accordance with 42 CFR 438.6(h) and 42 CFT 423.208, we do not provide 
incentives to our UM employees or delegated entities to deny, limit, or discontinue medically necessary 
services for any member. We do not base decisions about hiring, promoting, or terminating 
practitioners or other staff on the likelihood or perceived likelihood that they support, or tend to 
support, denials of benefits. We do not structure compensation to individuals or entities that conduct 
UM activities to provide incentives for the individual or entity to deny, limit, or discontinue medically 
necessary covered services to any member in accordance with regulations.  


We assure this through employee training, delegate training, and ongoing monitoring practices. We 
communicate these policies to our health plan employees during initial, ongoing, and annual 
trainings; providers through our Medicaid Training Academy, the provider directory, and our provider 
website; and members through the handbook, case managers, and member website.  


I. Delegating Utilization Management 
On the rare occasion we may delegate UM, we carefully assess the organization’s capabilities during 
our initial contract review. We continually track the organization’s inpatient and outpatient denial 
rates and report these results to our MAC and QA Committee quarterly. We routinely evaluate 
delegated performance against contract requirements. We assume full responsibility for the 
performance of all services under the Contract and agree that delegating these responsibilities does not 
relieve us of legal responsibility for services performed. 
 


3.10.20 Standard XIV: Continuity of Care System 


 


Our continuity of care system is compliant and will continue to comply with the DHCFP’s standards as 
outlined in 3.10.20. We have a well-established system in place that promotes continuity of care and 
case management – our model is fully integrated to holistically address a member’s health care and 
social support needs. We bring local and national expertise, specialized programs, partnerships with 


3.10.20 Standard XIV: Continuity of Care System 
 
The vendor has put a basic system in place, which promotes continuity of care and case 
management. The vendor must take a comprehensive and collaborative approach to coordinate care 
for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, other service 
providers and recipient participation, recipient/family outreach and education, and the ability to 
holistically address recipient’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral health, and 
related issues such as the lack of social or family support.  
 
The MCO vendor will have a geographically based care manager for in person assistance. Upon 
request of the Director of DHHS and/or the Administrator of DHCFP, care managers must be available 
to conduct home visits of recipients within forty-eight (48) hours of being identified as high risk for 
serious health, safety and welfare issues. 
 
The vendor will train staff, receive available technical assistance, and adhere to the system of care 
values and principles and will use evidenced based practices for individualized services. See 
Attachment V ~ for System of Care Principles. 
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providers and the community, and innovation to help members achieve their health, wellness, and 
quality of life goals.  


Our collaborative and comprehensive approach addresses member needs; emphasizes coordination of 
health care services, supports, and resources; provides case management for specific and/or chronic 
co-morbid conditions; incorporates outreach, health promotion, and prevention for members and their 
families; coordinates care among treating providers; and integrates social supports to reinforce 
positive health and quality of life outcomes.  


Our Person-Centered Case Management Promotes Continuity of Care 
Our person-centered case management program (illustrated in 3.10.20-1) is built on evidence-based 
practices and aligned with the Systems of Care Principles. It promotes continuity of care via close 
coordination with the member, family, providers, specialists, community organizations, and system 
partners and facilitates care that is individualized to the member’s condition, strengths, needs, and 
preferences by doing the following: 


 Identifying members with chronic, co-morbid conditions or specific diagnosis who will benefit most 
from case management 


 Stratifying the intensity of case management services according to a member’s needs, which 
includes addressing behavioral health and related issues, such as lack of family or social supports 


 Establishing an individualized care plan that incorporates personalized case management services 


 Engaging members in making decisions about their health care 


 Improving care coordination and delivery to maximize member’s health and wellness 


 Developing personal responsibility and self-management skills for members essential to achieving 
the best outcomes 


Geographically Based Case Managers 
Our affiliates in other states have a long-established practice of placing case management staff locally 
so that they are familiar with the resources, providers, and community supports in the areas in which 
they live. We will build upon their experience to geographically assign our Nevada case managers. Our 
Nevada-based case managers will reside in communities across Nevada and will work together to 
facilitate care for members with high risk and specialized needs through face-to-face and telephonic 
case management, as appropriate.  


Our regionally focused staff will provide an unprecedented level of care coordination, education, and 
outreach to engage members and families/caregivers in appropriate services and supports. Our 
interdisciplinary team of behavioral health and physical health clinicians are already local – they sit 
side by side in our offices in Nevada and consistently work together, particularly on complex cases. 
Our case management team includes community-based staff that develop relationships with community 
agencies and other local organizations throughout Clark and Washoe counties to include in the 
resource directory. These relationships strengthen our ability to incorporate non-covered services and 
social supports into each member’s care plan. Coordination of community services promotes improved 
health outcomes by reducing the risk of homelessness, boosting access to food and housing solutions, 
and promoting safe activities for children and adolescents in the community. 


We equip our case managers with the latest tools, resources, and information to connect members and 
families/caregivers to a full range of services and community-based resources that empower them to 







 
   


 
Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 143 
 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


learn self-management techniques. These staff have access to our Community Resource Link, a 
searchable online resource for programs, benefits, and services available in the community, displayed 
in an easy-to-use format and searchable with GPS technology. Our Community Resource Link is a 
reliable source for information about the wide range of programs and services available throughout 
Nevada. Using multiple channels to identify programs from nonprofit, government, and private 
sources, this tool creates a reliable, all-inclusive source for use by case managers to assist members in 
finding and accessing services. The program information is kept up-to-date with a technology that 
acquires the most recent data from program websites.  


Figure 3.10.20-1, illustrates our comprehensive System of Care-based approach to case management. 
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Figure 3.10.20-1. Our System of Care-based Case Management Program Provides Members with the Supports They Need 
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System of Care Approach 
Our holistic, strengths-based approach to care is consistent with the System of Care Principles as 
described in Table 3.10.20-1.  


Table 3.10.20-1. Our Approach to Care is Comprehensive and Collaborative 
System of Care Principle Our Approach 
Ensure availability and 
access to a broad, flexible 
array of effective, 
community-based services 
and supports for children 
and their families 


We have established strategic partnerships with agencies that educate, advocate, and serve 
children, families, seniors, and people with disabilities—agencies that members already trust 
and respect. Some of our other community partners in Nevada include the Nevada Homeless 
Alliance, Healthy Start Coalitions, Parent Teacher Associations, school nurse associations, 
YMCAs, local schools, churches, and hospitals. Our social workers, embedded in the 
communities we serve, assist case managers to help locate organizations and programs that 
supplement health plan benefits. This includes linkage and coordination with State agencies, 
community organizations, and other supporting entities. Additionally, we designate a primary 
case manager for each member who acts as the single point of contact throughout the 
member’s participation in case management, fostering continuity and strong relationships 
with our members. 


Ensure availability and 
access to a broad, flexible 
array of effective, 
community-based services 
and supports for children 
and their families 


Our case managers develop an individualized member-directed care plan that incorporates all 
necessary interventions necessary to maximize the member’s level of wellness, self-
management, and functional capability, and that reflects his/her goals and preferences. Our 
case managers consult directly with members and their natural supports to identify their 
unique needs, strengths, and preferences.  
The care plan clearly outlines the member’s goals and communicates the roles each person 
plays, helping the member achieve his/her goals. Our case managers then follow up to 
connect the member to the services needed to achieve his/her goals. The case manager 
oversees implementation of the treatment plan and directly communicates with the member, 
the PCP, and other service providers to help the member navigate the health care delivery 
system. We continually reassess the member’s needs, review the member’s progress with 
his/her PCP and providers, and update the care plan to make sure interventions and goals 
reflect current status. 


Ensure that services and 
supports include evidence-
informed and promising 
practices 
 


We balance evidence-based health care with scientific knowledge, case management 
protocols, clinical expertise and experience with the goals and values of our members. Our 
case management program meets all NCQA accreditation standards and incorporates 
numerous best practices such as the following: 
 Coleman model for transition support 
 Johns Hopkins ACG Predictive Risk Scoring Model (designed for the Medicaid population)
 SAMHSA Domains of Recovery for members with substance use disorders 
 Case Management Society of America approach to treatment planning 
 NCQA standards for assessments and disease management programs 
 Clinical practice guidelines for managing chronic conditions, such as asthma and diabetes 
 CLAS Guide to assure all members receive equitable, quality, and effective treatment 
 Medical Policy & Technology Assessment Committee, a multidisciplinary group including 


physicians from various medical specialties, clinical practice environments, and geographic 
areas that approves national best practices and clinical guidelines for use within our 
utilization management program 


 The American Psychiatric Association, the American Academy of Child and Adolescent 
Psychiatry, and the American Society for Addiction Medicine 


We annually evaluate our case management program to make sure it is effective and that 
services are delivered according to best practices and clinical practice guidelines.  


Deliver services and supports 
within the least restrictive, 
most normative 
environments that are 
clinically appropriate 


Our case managers connect members to services in the least restrictive setting to meet their 
needs. As part of the assessment, our case managers collaborate with members and families to 
determine their preferences, needs, and natural supports. They use this information to develop 
a care plan that outlines the services and supports that will be provided to help the member 
remain in, or return to his or her home or community setting.  


Ensure that families, other 
caregivers, and youth are full 
partners in all aspects of the 
planning and delivery of 
their own services 


Our case managers consult directly with members and their families and other natural 
supports to identify their unique needs, strengths, and preferences as well as their short- and 
long-term care needs. We involve members in all aspects of their care plan, and we emphasize 
prevention, continuity of care, and coordination of care within the plan. By involving the 
families, caregivers, and youth as full partners in the care planning process; the members and 
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their families remain in control and lead meaningful lives. The care plan serves as a roadmap 
used by the member, his or her family, case manager, and all providers involved in the 
member’s care to help the member achieve improved health outcomes and quality of life. 


Ensure that services are 
integrated at the system level


The case manager serves as the single point of contact for all providers, community 
organizations, State agencies, and system partners involved in the member’s care. The case 
manager gathers updates and information from each provider and system partner to reduce 
duplication of services and maximize resources to assist the member in achieving health and 
wellness goals. Our case managers verify that all needed supports and services, as well as gaps 
in care and barriers to access, are identified and resolved through frequent communication 
and information sharing to provide services that are synchronized, unduplicated, and 
consistently delivered to every member. 
We also support getting members the care they need in the most effective and efficient way 
possible in their communities by supporting bi-directional, fully integrated behavioral/physical 
health provision in community practices using embedded medical practice consultants. We 
support co-location of behavioral health coaches through our innovative PC-INSITE 
program, which we have implemented in Nevada. We describe our behavioral health 
programs in services in Section 3.4.13. 


Provide care management at 
the practice level 


Members identified for case management receive support from a case manager with the 
experience and expertise to meet their specific needs. For example, a member with primarily 
behavioral health (BH) needs will be assigned to a behavioral health case manager and those 
with medial needs will receive support from a registered nurse. Our case managers coordinate 
the full range of services for all individuals enrolled in our case management program in 
accordance with clinical practice guidelines and best practices. In collaboration with the 
interdisciplinary care team, which includes the member, family, PCP, specialists, natural 
supports and other providers involved in the member’s care, the case manager completes a 
comprehensive assessment, develops an individual care plan, and connects members to 
appropriate services. 
As part of the care planning process, case managers then work with members and their 
families or caregivers as appropriate to map out the full range of supports and services needed 
that will help them achieve the goals they establish for themselves. The also contact providers 
to verify that services are provided and appointments are kept. They then mitigate any 
challenges that the member might face in keeping these appointments or obtaining services.  


Provide developmentally 
appropriate mental health 
services and supports 


We administer the delivery of mental health services and supports that are localized, 
customized, evidence-based, and above all, recovery and resilience driven. We do not 
subcontract the administration of behavioral health; rather our model supports true 
integration. Our team of physical and behavioral health clinicians work together locally in 
Nevada. They share the same office building and meet regularly to coordinate individual 
cases. Our mixed assessments and care planning processes address the needs of the whole 
member – physical and behavioral health as well as psychosocial needs. 
 
We coordinate and/or administer the full spectrum of behavioral health services for members 
of all ages. For example, we enroll members with bipolar disorder, depression, schizophrenia, 
and substance use disorder in case management as appropriate. Our substance use disorder 
program uses designated case managers (called recovery coaches) to focus solely on our 
members with substance use issues, especially those with high use of detox services and 
admission/readmission to inpatient settings.  
We maintain a comprehensive provider network to deliver appropriate mental health services 
and supports to our members, including community mental health centers, specialty providers, 
and outpatient and inpatient facilities. We continuously work with the DHCFP and other 
community stakeholders and State agencies to assure access to developmentally appropriate 
services. For example, with the addition of Applied Behavioral Analysis services offered to 
Nevada Medicaid and Check Up members, we played an instrumental role in working with the 
State to develop, adopt, and roll out guidelines to providers. This included developing and 
delivering training for new providers in the community providing these services. We also 
worked with the State and providers in administering and facilitating access to habilitative 
services.  


Provide developmentally 
appropriate services and 
supports to facilitate the 
transition of youth to 


Throughout all stages of a member’s life, we provide education, tools, and resources to foster 
healthy choices. By providing readily accessible information, we empower young adults to 
become engaged in their health care as they move toward independence. We reach out to 
young adults to make sure they fully understand and know how to access the benefits 
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adulthood and to the adult 
service system 


available to them. We use best practices and a strengths-based, solutions-focused approach to 
engage and educate young people on future health care options and resources available to 
them. We educate them and their families/caregivers (telephonically, through member 
materials, and our website) about the availability of coverage, the benefits of continuing to 
access necessary health care services, and available community-based resources. We will 
conduct ongoing trainings and informational sessions for young adults on how to navigate the 
service delivery system, access their benefits, take charge of their health care decisions, and 
other key aspects of becoming an adult. Further, we will actively engage members who are 
aging out of pediatric programs to assist them in choosing the most appropriate practitioner 
based on their age as well as their unique needs, preferences, and goals.  
Our affiliates work closely with state and local programs to provide education, health, and 
social services to youth in transition from the foster care system. They promote available 
services and resources for youth, their involved biological family, foster family, and adoptive 
family. They coordinate care with providers who can help equip youth to develop self-care 
skills to transition to adulthood successfully. They also have experience developing transition 
plans for coordinating the child’s integration into the adult service delivery system, bridging 
gaps through partnerships with community-based organizations. 


Incorporate or link with 
mental health promotion, 
prevention, and early 
identification and 
intervention 


All members enrolled in case management receive health promotion, prevention, early 
identification, and interventions through our disease management program. Our disease 
management services encourage member education, empowerment in the recovery process, 
self-care through motivational interviewing and collaboration, coordination of health care 
services, and providing interventions within a holistic care coordination model. All members 
receiving disease management receive population-based materials and additional support, as 
needed, to learn to self-manage and achieve their health and wellness goals. Recognizing that 
psychosocial issues very often contribute to poor health outcomes, we address these issues as 
priorities in all of our disease management programs. We accomplish that by screening, 
assessing, and developing tailored interventions while working collaboratively with the 
member, provider, and others involved in disease management. 


Incorporate continuous 
accountability and quality 
improvement mechanisms 


We embrace quality management and improvement as a workplace culture, not as a separate 
function within the health plan. Our Culture of Quality is embedded in everything we do, in 
every employee, in every decision. We identify quality concerns as early as possible and work 
with the interdisciplinary care team to connect the member to appropriate, high quality care. 
Throughout the system of care, we make sure participants are aware of their responsibilities, 
and we monitor the effectiveness of interventions in helping the member and family achieve 
their goals. 
We continually measure performance against established benchmarks to identify and promote 
best practices and improvement opportunities. We then take action at the member level to 
reduce barriers to service delivery, fill gaps in care, and improve member outcomes. At the 
systems level, we implement initiatives to facilitate appropriate clinical decision-making and 
promote the delivery of high quality services. Through reporting and analysis, we make sure 
that our care plans are timely and all follow-up activity is coordinated. 


Protect the rights of children 
and families 


When supporting members and families, including emancipated minors, our case managers 
respect their rights and preferences. Throughout the assessment and care planning processes, 
they inform them of their rights and available options for treatment and providers. Our goal is 
to fully engage members and families in their care, encouraging them to exercise their rights 
and actively participate in decision-making and treatment decisions. Case managers observe 
strict privacy protection policies and procedures in every case in which we coordinate with 
Medicaid and non-Medicaid services. At a minimum, members and their families have the 
right to be involved in all care planning and decision making to the level that they desire. They 
have the right to understand their benefits and have choice of providers, services, and 
supports that will help them meet their goals.  
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3.10.20.1 Person-Centered Case Management 


 


Our Person-Centered, Fully Integrated Case Management Program 
We offer and provide fully integrated case management services to coordinate and monitor care for 
members with chronic conditions and those who require high-cost or extensive services. Our case 
management program is person-centered and uses a system of case approach that addresses members’ 
physical, behavioral, and psychosocial needs through a single, integrated care plan that guides the 
delivery of well-coordinated services, supports, and community resources. Each provider and system 
partner work collaboratively and provide input as part of the interdisciplinary care team. 


Our Nevada-based case managers, who have 
physical and behavioral health expertise, work 
together with providers, community organizations, 
state agencies, and system partners involved a 
member’s care. The case manager serves as the 
single point of contact and gathers updates and 
information from each provider and system 
partner to reduce duplication of services and 
maximize resources to assist the member in 
achieving his or her health and wellness goals. 
Our case managers verify that all needed supports 
and services, as well as gaps in care and barriers 


to access, are addressed through frequent communication and information sharing to foster services 
that are synchronized, unduplicated, and consistently delivered for every member.  


  


3.10.20.1 Vendor must offer and provide case management services which coordinate and 
monitor the care of recipients with specific diagnosis and/or who require high-cost (over $50,000.00) 
or extensive services. The Vendor’s case management program must include, at a minimum, the 
following: 


A.  Identification of recipients who potentially meet the criteria for case management; through health 
risk assessment and tailoring care management programs to the recipients need, respecting the 
role of the recipient to be a decision maker in the care planning process.  


B.  Assessment of the health condition for recipients with a positive screen. 
C.  Notification to the recipient’s PCP of the recipient’s enrollment in the vendor’s case 


management program; and 
D.  Development and implementation of a care treatment plan, incorporating person centered 


planning and system of care principles for recipients in case management based on the 
assessment which includes: 


 
1. The recipient, families, caregivers, formal and informal supports, other service providers, and 


PCP participation in both development and implementation phases of the care treatment plan 
in the least restrictive environment; 


2. Coordination with State and county agencies, such as ADSD, DCFS, Governor’s Office of 
Consumer Health Assistance (GovCHA), DPBH; DWSS, and SAPTA as well as other public 
assistance programs, such as the Women, Infant, Children (WIC) program; teen pregnancy 
programs; parenting programs; and Child Welfare programs. 
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Through case management, we help members achieve positive outcomes by emphasizing care 
coordination (across providers, state agencies, public assistance programs, parenting programs, and 
child welfare agencies), incorporating health promotion and preventive care services, and reinforcing 
healthy lifestyles and self-care techniques.  


A. Identifying Members in Need of Case Management Services 
We use systematic case finding and assessment methodologies to identify members eligible for case 
management. We base our targeted interventions on individual need and risk level. We integrate 
member information from multiple sources including claims and encounter data, health risk 
assessments, and referral information from both internal and external sources.  


Through evidence-based predictive modeling tools, we stratify all members appropriately based on their 
level of risk for adverse outcomes. Our tools consider a member’s chronic illnesses, likelihood of 
inpatient admission (including the risk of first time admission for a mental health or substance abuse 
condition within two months), and risk for future ER use. We assign each member a risk score based 
on the member’s characteristics that correlates to a projected level of case management support. We 
recognize that a member’s heath status is highly fluid. We update member risk levels monthly and 
modify the level of support members receive to reflect their current health status. Members can move 
from a higher tier of case management to a lower tier as they progress toward self-management.  


Once we identify members for potential case management, we assign a case manager to reach out to 
the member and his or her family/caregiver to explain the case management program, conduct a 
comprehensive health risk assessment, and gather important information about each individual’s and 
family’s preferences, priorities, and values. 


We describe our identification and assessment processes below in Section 3.10.20.1.A and 3.10.20.2.B. 
Our case management activities are responsive to the member, focusing on transparency, 
individualization, respect, and member choice. 


B. Assessing Health Conditions 
Our case management model considers the diverse range of members that may be appropriate for case 
management, and we adapt our protocols as necessary to optimize member engagement. The case 
manager will assess the member’s physical and psychosocial needs, coordinate needed care, and 
monitor the care and services provided. We maintain a modular assessment process that enables our 
case managers to gather information about each individual’s conditions, history, cognitive and 
functional abilities, and social supports so that we can be most effective in achieving optimal health 
outcomes.  


We incorporate structured tools so that case managers can conduct in-depth clinical assessments based 
on evidence-based clinical practice guidelines, meet NCQA requirements, and encompass assessment 
of specific body systems. These health risk assessments help identify risk factors, obtain information on 
demographic characteristics and lifestyle, and identify personal and family medical history.  


The initial health risk assessment uses conditional branching logic to evaluate more than 20 potential 
clinical areas for risk factors. For example, if the member indicates a history of hypertension, the case 
manager initiates additional questioning to gather details on the acuity level. A behavioral health 
condition or a PHQ-9 score prompts additional screening using the behavioral health assessment. We 
also gather information during the assessment about health care decision-making wishes and cultural 
and language preferences to promote optimal communication and member engagement. 
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C. Notifying the Member’s PCP of Case Management Enrollment 
Our case management program emphasizes communication to and from all parties involved in the 
person-centered care plan. A key component is the notification to and engagement of each member’s 
PCP and other key practitioners, such as behavioral health providers, in the process. We seek their 
insight and input to develop a comprehensive care plan. Case managers regularly connect with the 
member’s PCP and providers to monitor the member’s progress with respect to the care plan, obtain 
updates from providers on any changes in the individual’s needs, and solicit feedback on required 
changes. They also work with other entities such as health homes and behavioral health organizations 
to align goals and make sure the system is responsive to members’ changing needs, always striving to 
enhance their engagement in their medical homes. Our case manager’s goal is to support and guide 
the member through an acute or chronic episode, helping the member meet his or her goals as well as 
the treatment goals established by the PCP or other provider(s). 


D. Developing and Implementing a Care Plan  
Based on the results of the member’s assessment, case managers lead the development of a member-
centric care plan that reflects the member’s goals and preferences and incorporates the full range of 
services and supports that he or she needs to address his or her physical, behavioral health, and social 
support needs. The care plan is an individualized, personalized plan for the member’s supports, both 
formal and informal, identified by the member to reach his or her desired health outcomes. The care 
plan includes feedback and recommendations from the member’s PCP, all care providers, and any 
other services and supports in the member’s health care system. Through the care plan, the work is 
coordinated in a manner designed to achieve the agreed upon goals of the member.  


1. Member, Families, Caregivers, Supports, and Provider Participation 
Our case managers use a system of care approach to develop an individualized member-directed care 
plan, as shown in Figure 3.10.20.1-1. The care plan is developed by the interdisciplinary care team, 
which includes the member, his or her family, the case manager, PCP, and treating providers. It 
incorporates all the interventions necessary to assist the member in achieving improved health 
outcomes and reflects the member’s strengths, needs, preferences, and goals. Based on the needs and 
values of the member, and in collaboration with the PCP and other care providers and resources, the 
care plan focuses on the delivery of care that is person-centered, timely, appropriate, and efficient.  


The member, family/caregiver, PCP, and other treating providers are an integral part of the 
interdisciplinary team. The PCP plays a key role in overseeing the member’s primary care needs, 
including receipt of preventive care and coordination of specialty services. Providers may also 
participate in our complex case rounds by teleconference, facilitating coordination of the member’s 
care and treatment plans.  


The care plan clearly outlines the member’s goals and communicates the roles each person plays, 
helping the member achieve his/her goals. Our case managers then follow up to connect the member to 
the services needed to achieve his/her goals. The case manager oversees implementation of the care 
plan and directly communicates with the member, the PCP, and other service providers to help the 
member navigate the health care delivery system. We continually reassess the member’s needs, review 
the member’s progress with his/her PCP and providers, and update the care plan to make sure 
interventions and goals reflect the member’s current status.  
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Providers also may access information to support coordination of care and services through the 
provider-facing Integrated Member Dashboard. It combines data and information from various 
sources into a single record comprising a holistic picture of the member’s utilization, care coordination 
services, and gaps in care. Providers who have members attributed to them can see their records 
through the secure provider portal, giving them simple, easy-to-access data and information to assist 
them in engaging members in 
their health and well-being. 


2. Coordination with State 
and County Agencies and 
Other System Partners 
As part of our Systems of Care 
approach, we currently 
coordinate care and services with 
State and county agencies, child 
welfare, public assistance 
programs, and other support 
programs for Medicaid and 
Nevada Check Up members. Our 
community-based Nevada team 
has cultivated strong 
relationships with local agencies 
whose services augment those 
provided through the health plan 
and support members to achieve 
their self-identified goals. For 
example, our staff is experienced 
at leveraging Clarity, the 
statewide Community 
Management Information System 
and Homeless Management 
Information System (HMIS), to 
identify programs and services. 
We also maintain strong 
collaborative relationships with Clark County Social Services staff with whom we frequently 
collaborate to identify programs for which members may be eligible. As a Value Added Service, we 
have developed the Shelter Bed Reservations program. In coordination with several local shelters, 
including the Salvation Army of Southern Nevada, Catholic Charities of Southern Nevada, Las Vegas 
Rescue Mission, and Voices of America; we help to assure our members have a warm and safe place to 
sleep by reserving multiple beds each night. 


  


Figure 3.10.20.1-1. Through our System of Care Approach, Key System 
Partners Are Involved in Developing the Member’s Care Plan 
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We designate a primary case manager for each member who acts as the single point of contact 
throughout the member’s participation in case management, fostering continuity and strong 
relationships with our members. During the initial assessment, the case manager gathers information 
on the individual’s physical and behavioral health conditions as well as information on his or her 
range of current supports to identify gaps in care or services, including social supports. As part of the 
care planning process, case managers then work with members and their families or caregivers as 
appropriate to map out the full range of supports that will help them achieve the goals they establish 
for themselves. Our social workers, embedded in the communities we serve, assist case managers as 
necessary to help locate organizations and programs that supplement health plan benefits. This may 
include linkage and coordination with State agencies, community organizations, and other supporting 
entities.  


Our case management team includes clinical experts who foster consistency in coordination with other 
programs. Our case managers specialize in handling obstetrics, behavioral health, or adult/pediatric 
cases, so they are each familiar with the specific resources available through the State and community 
for members with specialized needs. As they collaborate with members and families, they identify the 
specific agencies or organizations that each individual needs and builds them into the care plan. 


Table 3.10.20.1-1 outlines examples of community organizations with whom we currently partner and 
how we work together to improve the health of our members and the local communities we serve.  
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Table 3.10.20.1-1. Examples of Our Community Partnerships in Nevada 


 


Case Management Innovation 
We continuously seek out innovative ways to support our members. Our case 
management program offers a wealth of features tailored to address the needs of 
Nevadans, as described in Table 3.10.20.1-2. 
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Table 3.10.20.1-2. Our Case Management Features Innovative Services to Achieve the Best Outcomes 
Population Case Management Program Features 
Maternal 
Child Health 


Our maternal-child health program is designed for pregnant members during the prenatal and 
postpartum period. Through this program, we identify pregnant women as early as possible, conduct a 
thorough psychosocial assessment to determine each woman’s risk, and then work with members to 
develop an individualized care plan. Case managers encourage pregnant women to take action to optimize 
their health and the health of their baby while coordinating the delivery of health care services across 
systems and providers. 
NICU Case Management Program makes sure that high-risk infants receive quality and cost effective 
NICU care. Our dedicated NICU case manager works with the NICU and the infant’s family to identify 
barriers to discharge and to facilitate a successful transition to the home environment through a well-
defined plan of care. 
Positively Kids Neopediatric Clinic provides specialized care to medically fragile infants and premature 
babies born earlier than 37 weeks. The program offers ongoing evaluation and guidance related to the 
development of high-risk and premature infants and children through the first three years of life. 


Population 
Management 


Substance Use Disorder Program uses a comprehensive, multidisciplinary, system-wide approach to 
provide tailored case management services. Interventions are based on evidence-based guidelines, 
provider practice improvement, and member empowerment strategies to improve health outcomes and 
assist members in achieving their recovery goals. 
The Post Discharge Planning Program supports members with high risk levels through dedicated case 
managers who contact their assigned facilities daily to participate in discharge planning for our members. 
In partnership with Nevada inpatient facilities, case managers proactively coordinate care between the 
member’s PCP, facility, and other providers to make sure the member has access to necessary services and 
supports, follow-up appointments, and medications upon discharge. 
ER Diversion services connect members who have frequent ER visits, multiple hospital admits, and those 
at elevated risk to our disease management programs. These members are prioritized for assessment and 
treatment plan development. 
Our exclusive provider partner, WELL CARE Services,  provides wraparound services for adults with 
chronic mental health and/or substance abuse disorders.  Through this program, our Rapid Response 
Team will go to the ED, assess the member’s needs and triage the member to the appropriate setting, 
including to the WELL CARE Services psychiatric urgent facility (PUF) if appropriate. Field case 
managers also locate and engage members at the ED or wherever they may be living and provide 
transportation to/from providers to reduce missed appointments, as well as provide assistance with social 
services such as obtaining ID’s, green cards, and community services, such as food stamps, to assist 
members with finding the right help. In the WELL CARE Services behavioral health/medical/injection 
clinic, primary care and telehealth exams can be performed. The psychiatrist and field case managers 
work with members to increase compliance with long acting injectables prescribed by their psychiatrist to 
maintain a consistent level of treatment. 
New Hope Housing provides life-stabilizing short-term and permanent housing with multiple wraparound 
services available for people at risk for homelessness. Members can access short- or long-term housing 
while receiving intensive case management to help them achieve permanency and improved health 
outcomes. 
Through our partnership with Innovative Healthcare Delivery (IHD), integrated services are available to 
adults being discharged from medical hospitals. Services include onsite face-to-face visits prior to 
discharge, needs assessment including housing coordination and transportation to community resources 
and social services. IHD can provide phones if needed to facilitate communication to make sure a member 
schedules follow-up appointments or tests. They follow the member for at least 30 days after discharge to 
assure that they have all of the resources needed to reduce readmissions.  


The Transitional Care Program (TCP) uses an innovative, member-centered approach that provides a 
cost-effective solution to reducing health plan costs and increasing member engagement. Through the 
TCP, members receive support from a navigational specialist who is assigned a smaller targeted caseload, 
which allows a highly customized, high-touch experience for the member. As a result, these specialists can 
establish a unique relationship with each member that increases overall engagement and integration with 
case management.  
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Chronic Co-
Morbid 
Conditions 


Through a designated Disease Management and Outreach Unit, case managers work with 
Members/parents/guardians both telephonically and in the community to identify their health and social 
support needs and gaps in care. The Disease Management Centralized Care Unit includes eight NCQA-
accredited disease management programs for asthma, diabetes mellitus, major depressive disorder, 
congestive heart failure, chronic obstructive pulmonary disease, coronary artery disease, HIV/AIDS, and 
schizophrenia. Nevadans benefit from the full range of disease management services – from health 
education for a single condition to comprehensive management of multiple, co-morbid conditions. 
 


Case managers then collaborate with the member, his or her family/caregiver, and the PCP to develop 
individualized care plans that clearly outline member goals and specific actions to coordinate each 
member’s system of care. Case managers provide on-going support, including arranging appointments, 
transportation, monitoring members’ progress, and referring to and coordinating among available 
providers, community services, and other public assistance programs. 


 


Innovation through CareMore 
We are proud to introduce an innovative and holistic approach to health and wellness through a 
collaboration with a care delivery model. This model combines medical supervision, high-touch 
clinical expertise, and a revolutionary path to member engagement. This exclusive benefit for our 
members provides an integrated solution to directly address 
access, close gaps in care, and provide extra support for our 
members with complex and/or chronic conditions. Members in 
Clark County will benefit from higher levels of clinical 
intervention and will be guided through their health care journey 
by the care team. Through their seasoned, proactive approach, we 
will support the goals of increased personal responsibility, 
improvement in health outcomes, and continuity across all care 
settings.  


The model’s three care centers in Clark County will become a central part of the Medicaid community, 
and provide a supportive environment for members to participate in preventive care, disease 
management, and health education. As members begin working with their care team, they actively 
participate in a “Healthy Start” assessment, which is a proprietary model for assessing risk factors, 
lifestyle impacts, and for developing an approach that is customized to the individual. 


The care delivery model leverages an array of clinical expertise to proactively engage members 
through an integrated health care journey. The multi-disciplinary care team is guided by a primary 
care physician and an extensivist. The extensivist is a highly trained internal medicine clinician who 
oversees various transitions in care to support health status stabilization. Team members include nurse 
practitioners, behavioral health specialists, and experts in health education, nutrition, social work, 
wound care, and podiatry. This mix of complementary skills allows focus and personalized support to 
manage the experience of our members and enable health in body, mind, and spirit.  


Unique technologies that help drive engagement and improvement in health are also leveraged in the 
care centers. This includes the Ideal Life platform, a remote monitoring system that allows members 
and their clinical leader to easily and securely track important aspects of various chronic conditions. 
Associated Ideal Life tools include wireless weight scales for CHF, remote blood sugar monitoring for 
diabetes, and remote blood pressure monitoring for hypertension. The Ideal Life platform facilitates 
communication and early intervention and provides peace of mind for members, their caregivers, and 
their health care team. 







 
   


 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 158 
 


The model’s progressive programs and style of member support and intervention address the full 
continuum of a member’s health care and behavioral status, and serve to provide additional access and 
thorough engagement where it is most needed. 


3.10.20.2 Our Integrated Case Management Program 


 


We recognize the importance of early identification of members in need of case management services 
to facilitate access to appropriate services. We use multiple mechanisms to screen and identify 
members for additional support. These include administrative data reviews through our predictive 
modeling tool, new member screenings (telephone interview and mail surveys), provider/self-referrals, 
and referrals from internal staff (Utilization Management, Member Services, Quality Management).  


A. Identifying Members in Need of Case Management Services 
We maintain a “No Wrong Door” approach to engaging members and caregivers in our care 
coordination and case management programs. Through standardized care assessment tools and care 
planning, as well as conflict free case management and motivational interviewing, we promote member 
choice and direction in the development of a member-centered care plan. Below we describe our initial 
health screeners and assessment tools, our predictive modeling programs, and other identification 
methodologies.  


New Member Screening 
We provide a Health Needs Assessment Screening (HNAS) for all new members. We encourage new 
members to complete the screening upon enrollment by making it easy and convenient with multiple 
ways to complete it (telephonically during welcome calls, by mail, kiosk, or online). Within 90 days of 
enrollment, we conduct a screening assessment for key conditions that may suggest the need for case 
management. For example, as part of the screening, we ask whether the member or enrolled family 
members have been diagnosed with asthma or diabetes or is pregnant. We ask members with asthma if 
they have a peak flow meter and those with diabetes whether they have a glucometer. We arrange for 
and complete screening assessments for pregnant women and children or adults with specialty health 
care needs within 30 days. For pregnant members, we ask if they have visited an OB/GYN and need 
more information about our maternal care program and their benefits. We route this information to 
the case management team who then reaches out to members with a positive screen to assess their need 
for case management support. When necessary, we also perform home visits. 


Through an innovative partnership, members will be able to complete Health 
Needs Assessment Screenings using the kiosks at Walmart stores in our service area. Screening results 
will be securely transferred to us to identify risks and address members’ needs. When Health Needs 
Assessment Screenings are completed, regardless of whether it is done through engagement with our 


3.10.20.2 The following components should be incorporated into the vendor case management 
program:  
 


A. Identification  
 
The vendor must have mechanisms in place to screen and identify recipients potentially eligible for 
case management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, access issues and/or service utilization) and may also include telephone 
interviews; mail surveys; provider/self-referrals; or home visits.  
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employees or the kiosk or mailing it in, within required time frames, a $10 incentive will be loaded onto 
the member’s Healthy Rewards card. 


Identifying Members with Greatest Need for Support  
Through our Continuous Case Finding (CCF) process, we mine our data monthly to identify and 
prioritize candidates for case management. Our set of proprietary predictive models, currently deployed 
in Nevada, support the identification of members with the greatest care needs who will most benefit 
from case management intervention. The tool stratifies members by risk level so that we can match the 
level of support to each individual’s needs. By analyzing member demographics, screening results, 
clinical, and claims/encounter data (both medical and behavioral health) to predict future outcomes; 
we can assign members to an appropriate level of disease management or case management or change 
their initial level assignment. We can also align members to the case manager who will best match 
their care needs – whether maternal care, chronic condition, behavioral health, or physical health 
needs. 


Launched in 2008 and built and maintained by our national Health Care Analytics team, our 
predictive model system is based on the Johns Hopkins ACG Predictive Risk Scoring Model 
(specifically designed for the Medicaid population). It also incorporates a number of proprietary 
algorithms and methodologies based on our years of experience and analysis of the clinical drivers of 
costs and trends. The model not only stratifies individuals into groups that identify those most likely to 
benefit from case management; it also prioritizes the list to identify members who need priority 
outreach. We have successfully deployed this tool to stratify more than six million members across 20 
states and products. 


Our predictive modeling system synthesizes member demographic and claims data, such as diagnoses, 
pharmacy, hospitalizations, ER encounters, and expenditures to predict future outcomes. It contains 
the following components: 


 Chronic Illness Intensity Index (CI3) enables us to compare the complexity of the conditions of all 
members in our diverse population. This allows us to stratify all members appropriately, thus 
identifying those with the most complex needs/conditions requiring intensive case management. The 
model screens for conditions that are clinically manageable, as determined by our team of clinical 
experts, fostering the best use of case management resources. 


 Likelihood of Inpatient Admission (LIPA) index prioritizes members for outreach by predicting the 
probability of an inpatient admission. By evaluating data on the use of hospital services, diagnoses, 
and demographics, the LIPA model determines a member’s probability of a medical/surgical or 
behavioral health admission in the next 60 days. 


The resulting risk profile report includes a wealth of information to direct and support case 
management efforts, including each member’s CI3 and LIPA scores. The CI3 score indicates the 
overall illness burden of a member. The LIPA score then indicates the member’s likelihood of being 
admitted to the hospital in the next 60 days, enabling staff to identify and prioritize outreach to those 
with the greatest needs and the highest likelihood of an inpatient admission.  


We use the CI3 risk scores to assign members to a risk level for either disease management or case 
management. As detailed below, case managers further evaluate each member’s unique needs, 
strengths, and natural supports to confirm enrollment in the level of case management that is 
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commensurate with his/her risk level. Each month, we refresh risk scores for all members. We outline 
our risk stratification processes in Figure 3.10.20.2-1. 


Figure 3.10.20.2-1. Our Multiple Stratification Processes for Members Based on Level of Risk  


Complementing CI3 and LIPA, we deploy specialized predictive models to identify members who may 
benefit from specialized case management programs. 


 ER Diversion (TRIAGE). A proprietary predictive model that identifies members at risk for frequent 
low-level ER use, including visits for conditions that are more appropriately treated outside the ER. 
The model assesses member demographic data, prior ER utilization, and major disease categories to 
assign each member a risk score (named TRIAGE) for future, multiple, low-level ED visits, which 
enables identification of members for case management. 


 Statistical Obstetrical Risk (STORK) Score. We determine members’ level of risk for delivering an 
infant that will require NICU admission with our STORK tool. This predictive model uses screening 
for specific factors that have been statistically validated to be predictors for future need of NICU 
services, such as history of preterm labor or birth, prior baby with low birth weight, or diagnosis of 
hypertension or diabetes. Members are stratified into four risk groups – low, medium, high, and 
urgent – and assigned to the appropriate level of case management. As part of Taking Care of Baby 
and Me, experienced OB case managers tailor member care plans for women with high and urgent 
risk levels to each woman’s risk score, care needs, and support gaps identified in the OB Health 
Risk Assessment.  


 Readmission Risk. We analyze inpatient data for members appearing on the inpatient (physical 
health or behavioral health) daily census report to calculate a readmission score. Members at risk of 
readmission are referred to our Post Discharge Planning Program that includes post-discharge 
support to help with transition and prevent readmission. Readmission scores use demographic, 
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utilization, clinical, and current admission data. Readmission scores are recalculated daily using 
the most recent data about the member and his/her admission. 


 Behavioral Health “First-Time Admitter”. This model predicts a member’s likelihood of becoming a 
first-time admitter, defined as someone who has not had a behavioral health admission in the past 
six months, but likely to have a behavioral health admission in the next 60 days. The model uses 
member demographics, indicators for psychiatric or substance abuse, medication use, and recent 
changes in address (to signal possible unstable housing) to produce a First-Time Admitter score. 


Our CI3 and LIPA predictive models stratify members into risk groups, each matched to an 
appropriate level of case management and/or health promotion, as shown in Table 3.10.20.2-1.  


Table 3.10.20.2-1. Our Predictive Modeling System Stratifies Members into Risk Levels based on their Needs 
Risk Level 
Stratification 


Clinical Criteria  Area of Case Management 
Focus 


High risk High clinical complexity with manageable conditions and high 
likelihood of imminent admission 


Complex and/or Field-based 
Case Management 


Moderate risk Clinically complex with manageable conditions; high predicted 
future medical costs but low risk of imminent admission 


Disease Management and/or 
Stabilization Management 


Low risk At least one clinically manageable condition; moderate-low 
risk of high future medical costs  


Disease Management and/or 
Stabilization Management 


Health Promotion & 
Wellness Population 
Management 


No clinically manageable condition Health Promotion, Quality 
Management 


 


The output of our predictive model results in a stratified list of members with the following information 
to help the clinical team assess needs and prioritize outreach: 


 Demographic information: Name, member ID, phone, age, gender, county, and ZIP code 


 Clinical severity information: CI3 Risk Score, LIPA Score, Risk Group, rank within Risk Group, 
and disease cohort 


 PCP name 


 Specific chronic, manageable conditions within each disease band 


 Utilization data – summary data for ER, PCP, specialist visits, and inpatient admissions for each of 
the prior six months 


 Current care coordination information – intensity level, case status, case manager, disease 
management status 


The member’s clinical conditions drive referral to the appropriate team (disease management or case 
management). Within case management, based on the primary diagnosis, a behavioral health case 
manager, complex case manager, or OB case manager will lead the member’s interdisciplinary team. 


Referrals from Other Sources 
Our case management model recognizes that there are many alternate sources for identification of 
members who may benefit from more intensive case management. In addition to our processes for 
identifying members through CI3 or other predictive modeling tools, we encourage referrals from 
multiple sources, including families, service providers, and our health care practitioners and providers. 
For example, a provider may identify a member with a newly diagnosed chronic condition who would 
not yet appear in our claims system, but who would benefit from immediate outreach, assessment, and 
care coordination. We educate our providers about our case management programs, including how to 
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initiate a referral. On an ongoing basis, our case managers collaborate with the practitioner to develop 
a member-centered care plan. 


 


B. Screen 
We comply and will continue to comply with the screening requirements of Section 3.10.20.B. 
Furthermore, our case managers will conduct additional telephonic or face-to-face assessments within 
the required time frames, based on a member’s conditions, risk levels, and needs. This will include 
members who are pregnant; those who have complex, chronic, co-morbid, or co-occurring conditions; 
those with frequent ER visits; and who have current or recent inpatient admissions for acute or 
behavioral health conditions, including substance use. 


Timely and Effective Initial Screening Assessments 
As part of our comprehensive approach to identifying and addressing the needs of our members in 
Nevada, we complete and report on initial health risk screenings within the time frames required by 
DHCFP. We conduct a Health Needs Assessment Screening of new members to confirm the results of 
a positive identification and to determine the need for case management services within 90 calendar 
days of enrollment. We conduct screening assessment for pregnant women, children with specialty 
health care needs, and adults with special health care needs within 30 days. We have developed a 
multi-pronged approach and a Healthy Rewards incentive to promote and assure completion of HNASs 
on all new members that includes: 


• Mail-in. All new member welcome packets will include information on all methods that we are 
offering and the processes to help them complete their HNAS as well as a copy of the HNAS form 
with a stamped addressed envelope to mail it in. 


• Welcome Calls. Our member services representatives provide outreach calls to our members and 
complete HNASs as well as discuss any immediate needs and review their benefits with them. 
When a member calls into our Member Services Call Center, they are asked to complete it as well. 


B. Screen 
 


1. The vendor shall conduct a Health Needs Assessment Screening for all new recipients with 
the following timeframes from the date of enrollment in the MCO: 
a. Must arrange for or conduct an initial screening assessment of new recipients, to confirm 


the results of a positive identification and to determine the need for case management 
services within ninety (90) calendar days of enrollment. Screening assessment for pregnant 
women, children with specialty health care needs, adults with special health care needs 
must be conducted within thirty (30) days; and  


b. The MCO shall document at least three (3) attempts to conduct the screen. If unsuccessful 
the MCO shall document the barrier(s) to completion and how the barriers shall be 
overcome so that the Health Needs Assessment can be accomplished with in the first one 
hundred and twenty (120) days. 


c. Face-to-face assessments shall be conducted, as necessary. The goals of the assessment 
are to identify the recipient’s existing and/or potential health care needs and assess the 
recipient’s need of case management services.  


d. The MCO will submit their Health Needs Assessment Screening form/s and data to the 
DHCFP upon request. 
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• Kiosk. As described above, members will be able to 
complete Health Needs Assessment Screenings using the 
kiosks at Walmart stores in our service area. Screening 
results will be securely transferred to us to identify risks 
and address members’ needs (Figure 3.10.20.2-2).  


• Interactive Voice Response (IVR). We will offer an IVR 
process that will be deployed to provide the HNAS via 
their phone when their time permits. There is an option 
on the IVR call to talk with a member services 
representative as well. 


• An Online form is available for completion and the link 
to this form will be included in this welcome packet. 


When Health Needs Assessment Screenings are completed 
through one of our comprehensive proactive processes for 
engagement with members whether they complete it through: 
outreach by our employees, through telephonic methods, 
within the kiosk, accessed and submitted online, or mailing it 
in - within required timeframes - a monetary incentive will be 
loaded onto the member’s Healthy Rewards card. 


We outline our processes for completing a Health Needs 
Assessment Screening in detail in Figure 3.10.20.2-3. 


  


Figure 3.10.20.2-2. Health Needs 
Screenings Kiosk 
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Figure 3.10.20.2-3. Our Processes for Completing the Health Needs Assessment Screening Enable us to Proactively Identify Members in Need of Support 
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Documenting Attempts and Removing Barriers to Completing the Assessment 
As part of the screening process, our Member Services staff will document our attempts to contact the 
member to complete the screening. If they are unable to reach the member, they will make a referral to 
our delegated organization, who validates member contact information against its uniquely vast 
database. In a recent pilot in Nevada, this organization was able to locate 89 percent of referred 
members. Based on these results, we will use this organization moving forward to help us locate hard-
to-reach members so that we can complete the screening within 120 days. As appropriate, we may 
arrange to meet the member in the community to complete a face-to-face assessment.  


We know that early engagement with our members helps promote the appropriate use of health care 
services and will result in better outcomes. The initial screening is our first opportunity to identify 
immediate physical health, behavioral health, and/or social needs that require expedited appointments 
with providers, as well as to identify members for disease management, complex case management, 
behavior health, care coordination, or other programs and services.  


We have established processes to conduct initial health risk screenings for new members, members 
who have not been enrolled in the prior 12 months, and members for whom there is a reasonable belief 
they are pregnant. We provide a variety of time-tested approaches to encourage participation and 
engagement and provide members the opportunity to obtain assistance if needed to complete the 
screening. These include incorporating the mail-in screening in the new member welcome packet and 
completing the screening through the welcome call, through the kiosk, member outreach, and through 
an online link provided in welcome packet.  


Through our screening process, we will immediately refer members to a health outreach specialist 
when they have questions or care needs. This includes the following: 


 Disease Management 


 Case Management 


 Health literacy needs, e.g., understanding their benefits or their providers 


 Selecting a physician 


 Behavioral health support  


An important component of our comprehensive, integrated case management program is screening for 
emerging or unrecognized mental health and substance use disorder treatment needs. Behavioral 
health and physical health are inter-related. Our experience has found that this is key to achieving 
positive integrated health outcomes. We work with our providers to conduct screening, early 
intervention, and referral activities at every opportunity. We provide our PCPs with screening tools and 
training to support early detection of member’s behavioral health needs as well as provide behavioral 
health providers with opportunities to screen for physical challenges so that members and their 
families receive access to preventive information and intervention services early on.  


Face-to-Face Screenings 
We conduct face-to-face assessments to identify a member’s existing and/or potential health care needs 
and assess their need of case management services, as appropriate. If we are unable to complete the 
screening through other methods as described above and our data analysis or information from the 
member’s PCP, other provider, or internal department indicates that the member may have special 
health care needs or high risk/needs (homelessness, uncontrolled chronic conditions), a member of the 
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case management team will complete a face-to-face assessment, address the member’s immediate needs 
and barriers to care, and connect the member to ongoing services. 


Submitting Health Needs Assessment Screenings to the DHCFP 
Upon request, we will submit our Health Needs Assessment Screening forms and data to the DHCFP. 


 


C. Comprehensive Assessments 
Once we identify members with chronic conditions or health risks that may indicate the need for 
additional support, our case managers, who are registered nurses or licensed social workers, complete 
a comprehensive assessment to evaluate the member’s physical and behavioral health needs, co-morbid 
conditions, and psychosocial, environmental, and community support needs. As part of the assessment 
process, our case managers inform the member and his/her PCP that the member has been identified 
for case management services and discuss the benefits of enrolling in the program. 


Our case managers conduct in-depth clinical assessments based on evidence-based clinical practice 
guidelines, that meet NCQA requirements, and that encompass assessment of specific body systems. 
These health risk assessments identify risk factors and information on demographic characteristics 
and lifestyle as well as personal and family medical history. Our clinical assessments include the 
following: 


 General health status, including possible pregnancy and other medical conditions 


 Behavioral health status, including depression using the PHQ-9 screening tool 


 Cognitive status, using the Mini Mental State Exam  


 Health care utilization history, including ER use and hospital admissions 


 Social support needs and safety status 


 Medications 


 Functional capacity and the need for supportive services 


 Preventive health care history 


Our pediatric assessment provides a holistic view of the member and helps identify caregiver issues that 
may impact positive health outcomes. It includes screening for the member’s NICU and medical 
history, developmental delays, and caregiver depression as well as available resources. The assessment 
also screens for any special health care needs that would trigger a more thorough assessment, 
including possible referral and coordination with other State programs, such as early intervention and 
developmental services. 


C.  Comprehensive Assessment 
 
For those identified through the Health Needs Assessment Screening to potentially need case 
management services, a comprehensive assessment must be completed to evaluate the recipient’s 
physical health, behavioral health, co-morbid conditions, and psycho-social, environmental, and 
community support needs. The assessment must be completed by a physician, physician assistant, 
RN, LPN, licensed social worker, or a graduate of a two or four-year allied health program. If the 
assessment is completed by another medical professional, there should be oversight and monitoring 
by either a registered nurse or physician. 
 
Furthermore, the vendor must provide information to the recipient and their PCP that they have 
been identified as meeting the criteria for case management, including their enrollment into case 
management services. 
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The initial HRA uses conditional branching logic to evaluate more than 20 potential clinical areas for 
risk factors. For example, if the member indicates a history of hypertension, the case manager initiates 
additional questioning to gather details on the acuity level. A behavioral health condition or a PHQ-9 
score prompts additional screening using the behavioral health assessment described below. We also 
gather information during the assessment about health care decision-making wishes and cultural and 
language preferences to promote optimal communication and member engagement. 


Behavioral Health Assessments 
If the HRA indicates that the member may have a behavioral health need, a trained and recovery-
oriented behavioral health case manager asks additional screening questions about the member’s 
condition. These questions explore the following: 


 Behavioral health history and diagnoses 
(including depression and schizophrenia) 


 Member’s and family’s understanding of the 
condition 


 The condition’s impact on daily living (work, 
school, and other activities) 


 Substance use 


 Medications and side effects 


 Hospitalization history 


 Cognitive status 


 Social supports 


 Chronic conditions 


OB Assessments 
For pregnant women who are new to our health plan, our OB assessment seeks to capture their 
pregnancy and medical history (including history of pregnancy complications or preterm birth), 
substance use and mental health (using the PHQ-9 screening tool), diet and exercise, family planning, 
and functional abilities and social support needs (such as WIC and housing). Our OB assessment 
incorporates best practice tools, such as the 4Ps (parent, partner, past use, present use), shown to be 
effective in maternal-child settings. Case managers also use a screening, brief intervention, and 
referral to treatment approach to substance use. Additional screenings are triggered for members who 
indicate a history of one or more of more than 20 clinical conditions, including diabetes, hypertension, 
or depression. We refer pregnant members to our maternal case management program, where they will 
be informed of their benefits and monitored in accordance with their wishes. 


The case manager shares assessment results with the interdisciplinary care team to inform the 
development of an individualized care plan. As needed, the case manager conducts reassessments to 
make sure the member continues to receive appropriate services and supports that meet their needs and 
help them achieve improved outcomes.  
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D. Prioritizing Member Care Needs 
At the conclusion of the assessment, the case manager synthesizes the information to prioritize care 
needs and work with the member to develop a person-centered care plan. On an ongoing basis, case 
managers collaborate with the member’s PCP and other providers to implement member-level 
interventions, monitor the member’s progress, identify and address gaps in care, re-evaluate the 
member’s care needs and adjust the level of case management services and care plan, as appropriate.  


Members who have been identified with low to moderate risk and are disease management candidates 
are stratified into acuity levels based on database logic using responses to clinical assessment 
questions. Our clinical staff can override system logic stratification level assignment based on clinical 
judgment. In these cases, the rationale for the override is documented in clinical comments. The final 
stratification level determines the ongoing intervention and assessment. We then provide members with 
a variety of support, tools, and services designed to help them manage and understand their condition 
and benefits. Our case management and disease management programs seek to educate and empower 
members, informing them about their condition or situation and engaging them in their health care. 


We maintain all outreach and care plans in our Care Compass system. Additionally, gaps in care that 
have been identified by the case manager or by our algorithms through claim and encounter data feeds 
are flagged in the system, alerting the case manager to propose interventions and support to the 
member. As the member’s status and needs evolve, the case manager may recruit additional experts 
into the interdisciplinary team to make sure that the member is served by the right team members with 
the right expertise. The case manager regularly assesses the member’s care needs to determine if the 
level of case management, care plan, or member-level interventions need to be revised.  


D.  Prioritize Care Needs of the Recipient  
 


1. The vendor must develop methods to synthesize assessment information to prioritize care 
needs and develop person centered treatment plans. Once the recipients care needs have 
been identified, the vendor must, at a minimum:  
a. Develop a person centered care treatment plan (as described below);  
b. Implement recipient - level interventions;  
c. Continuously monitor the progress of the patient; 
d. Identify gaps between care recommended and actual care provided;  
e. Propose and implement interventions to address the gaps; and 
f. Re-evaluate the recipient’s care needs and adjust the level of case management services 


accordingly.  
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E. Person Centered Care Treatment Plan 
As we currently do in Nevada, we will continue to provide case management services and develop 
person-centered care treatment plans in accordance with the DHCFP’s requirements. Our case 
managers use assessment results to assign the member to one of five acuity levels to further define the 
level of care management needed. This information helps the case manager prioritize completion of the 
person-centered care treatment plan to make sure that members with the highest level of need receive 
immediate intervention and support, and that all applicable members have a care plan within 90 days. 
Consistent with our philosophy of keeping the member in the center of care, case managers collaborate 
with the member, family/caregiver, and PCP to develop the care plan, assess the member’s progress, 
and revise the care plan, as appropriate to address changes in the member’s status. 


Coordinating Case Management and Developing a Person-Centered Care Plan  
Our case managers use a system of care approach to develop an individualized member-directed care 
plan that incorporates all the interventions necessary to maintain or improve the member’s health 
status across all conditions and that reflects their goals and preferences. Our case managers consult 
directly with members and their families and other natural supports as appropriate to identify their 
unique needs, strengths, and preferences as well as their short- and long-term care needs. The care 
plan emphasizes prevention, continuity of care, and coordination of care. Using evidence-based 
guidelines, we tailor the identified care needs to the member with the goal of less fragmented and more 
holistic care, and to involve members in all aspects of their care. 


The culmination of our person-centered process is the care plan, which is developed by the member, 
his or her support system, the case manager, and treating providers. Using the results of the 
assessment; the case manager, member, and his/her family/caregiver work together to develop an 
integrated care plan that outlines actions to holistically address the individual’s co-morbidities and 


E.  Person Centered Care Treatment Plan 
 


1. Based on the assessment, the vendor must assure and coordinate the placement of the 
recipient into case management and development of a person centered care treatment plan 
within ninety (90) calendar days of membership. The recipient, designated formal and informal 
supports, and the recipient's PCP must be actively involved in the development of the care 
treatment plan. Ongoing communication regarding the status of the care treatment plan may 
be accomplished between the vendor and the PCP’s designee (i.e. qualified health 
professional). Revisions to the clinical portion of the care treatment plan should be completed 
in consultation with the PCP.  


2. The vendor must arrange or provide for professional care management services that are 
performed collaboratively by the recipient, designated formal and informal supports, and a 
team of professionals (which may include physicians, physician assistants, nurses, specialists, 
pediatricians, pharmacists, behavior health specialists, targeted case managers, and/or social 
workers) appropriate for the recipient’s condition and health care needs. 


3. The person centered care treatment plan should reflect the recipient’s primary medical 
diagnosis and health condition, any co-morbidity, and the recipient’s psychological and 
community support needs. At a minimum, the vendor’s case manager must attempt to 
coordinate care with the recipient’s case manager from other health systems, including 
behavioral health. The person centered care treatment plan must also include specific 
provisions for periodic reviews of the recipient’s condition and appropriate updates to the plan.  


4. The vendor must honor ongoing person centered care treatment plans, as medically 
necessary, for recipients transferred into the vendor’s plan from another Medicaid vendor, a 
State-designated HIX plan or any other existing care treatment plans. 
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medical, behavioral, psychological, and community support needs. It incorporates the member’s 
wellness goals, history, potential wraparound services, other services (paid and unpaid), disaster plan, 
and even a pet’s name, as appropriate. It will identify services members are currently receiving, 
identify unmet care or service needs, and identify linkages. The care plan is member-centered, goal-
oriented, culturally relevant, and logical. This comprehensive care plan includes the full spectrum of 
services (medical, behavioral, functional, and social supports) designed to meet the member’s goals. By 
doing so, we help our members obtain appropriate care and services, improve self-direction and self-
care, and maintain or improve upon their current health status.  


As shown in Figure 3.10.20.2-4, our care plan outlines the member’s goals and communicates the 
roles each person plays in helping the member achieve these goals. We capture specific, actionable 
objectives with milestones and outcomes to meet these goals. 


Figure 3.10.20.2-4. Personalized Care Treatment Plans Focus on Coordinating All Care and Services 
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Upon completion of the care plan, our case managers then coordinate the necessary follow-up to 
connect the member to the care and services needed to achieve his/her goals. Case managers also link 
members to the social and community supports they need to stay on track. This is especially critical for 
those with behavioral health conditions who may be involved with multiple agencies, such as juvenile 
justice and child welfare, or who have co-occurring substance use disorders or medical conditions that 
make it challenging to navigate the system. We provide further detail on the components addressed in 
the member’s care plan in Table 3.10.20.2-2. 


Table 3.10.20.2-2. Care Plans Identify Specific Interventions to Help the Member and Family Achieve their Goals 
Type of Component Description 


Treatment Intervention/Goals 


Short-term treatment goals 
Long-term treatment goals 
Identification of barriers to meeting treatment goals 
Clinical service provision 
Treatment follow-up/communication 


Health Promotion/Education 
Activities 


Member and family self-management goals 
Health promotion activities, including scheduling for primary and preventive care 
Identification of barriers to self-management goals 


Supportive Services/Resources 
Non-clinical services required, including Activities of Daily Living (ADL), and 
occupational, speech, and physical therapies 
Natural supports 


Care Treatment Plan Development 
and Progress 


Participation of the member (when appropriate) and family in development of the 
plan 
Progress, or lack thereof, in meeting goals 
Care plan updates and modifications 
Care plan approval 


Case Management Activities 
Integration and coordination of clinical and non-clinical services 
Communication with all providers 


 


The case manager verifies that care plans are developed in accordance with applicable State quality 
assurance and utilization review standards, as required by the DHCFP. 


Sharing Care Plan Information  
Our case managers actively promote information sharing among the member’s interdisciplinary care 
team to make sure that services are synchronized, unduplicated, and consistently delivered for every 
individual. In addition to the member and family/caregiver, the member’s interdisciplinary team may 
comprise various types of providers, including PCPs, medical and behavioral health specialists, and 
social workers.  


The case manager engages all treating providers – including PCPs, specialists, and behavioral health 
providers – in the care planning process, soliciting feedback and sharing information throughout the 
member’s care coordination. Treating providers will have access to comprehensive and detailed 
member data reports through our provider facing Integrated Member Dashboard tools. In addition, we 
communicate with all treating providers as appropriate throughout the member’s care to do the 
following: 


 Provide regular status updates regarding member stratification levels, changes in health status, and 
contact frequency  


 Assist with scheduling appointments or arranging transportation  


 Address questions about member care  


 Monitor member engagement in services and supports  
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 Share provider collaboration and communication details  


 Reinforce evidence-based clinical practice guidelines 


The case manager regularly communicates with the member, caregiver/family, and providers by phone, 
by email, and in person to monitor progress and achievement of care plan goals. Through these 
communications and ongoing data review, the case manager and the team may revise the care plan to 
identify changes or additions to services and supports or refine goals. 


Reviewing and Updating Care Plans  
Recognizing that member needs change, care plans are dynamic and evolving, requiring ongoing 
evaluation of progress. When appropriate and in collaboration with the interdisciplinary care team, the 
case manager will initiate and implement appropriate modifications or revisions to the care plan. For 
all members enrolled in our case management programs, we will review and update care plans as 
indicated by a triggering event or by request from a provider or member. For a member in complex 
case management, we will update his or her care plan as needed and at least semi-annually following a 
care conference with the member’s PCP. For members enrolled in disease management, we update 
care plans at least annually. With this re-assessment and updating of care plans, we can continue to 
match and adjust the type and intensity of care 
and services needed by the member. The case 
manager evaluates progress toward goals at each 
member contact and document that goals are 
being monitored on the care plan, even if there 
are no changes or revisions to the care plan. 


Providing Case Management Services 
Collaboratively via the Interdisciplinary 
Care Team 
An interdisciplinary team comprising multiple 
stakeholders engaged in the member’s life is 
critical to developing and delivering needed high-
quality, accessible services and supports. We will 
create and nurture an environment that promotes 
the involvement and engagement of a variety of 
individuals who support and enhance a member’s 
health and well-being, including the members 
themselves, families/caregivers, providers, and 
other stakeholders, such as transition specialists 
and support coordinators. 


Through our provider-facing Integrated Member 
Dashboard, we provide an information-sharing 
and collaborative platform where 
multidisciplinary team participants can review 
and contribute to the care plan, as authorized by 
the member. Through our platform, we deliver 
the right information to each stakeholder to 
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support understanding, coordination, and action in the context of role-based authorization and access. 
Working together, we support our members in developing a meaningful plan with their desired health 
and quality-of-life outcomes. 


The case manager regularly connects with the member’s PCP and providers involved in his or her care 
to monitor progress with respect to the care plan, obtain updates from providers on any changes in the 
individual’s needs, and solicit feedback on required changes. The case manager will also work with 
other entities providing care coordination to align goals and make sure the system is responsive to 
members’ changing needs, always striving to enhance their engagement in care.  


To further address the whole health needs of each member, our case managers participate in 
integrated case rounds to develop creative solutions for members with complex needs. Behavioral 
health and medical case managers collaborate with our medical directors and behavioral health staff 
to troubleshoot member-specific issues and discuss care plans, medications, and available supports to 
assist the member in realizing improved outcomes. 


Addressing the Member’s Total Health Care Needs  
Because our case management program is fully integrated, we bring particular expertise to the task of 
coordinating care for members with co-morbid conditions. Regardless of the members’ disease state, 
risk level, or unique needs, our case managers have access to the resources and knowledge to manage 
their co-morbid conditions and connect them to appropriate services and community-based supports.  


We assign all members enrolled in case management a primary case manager with the expertise and 
experience to meet their needs. For example, a member with a primary behavioral health diagnosis will 
receive care coordination from a licensed behavioral health clinician, and a member with chronic or 
high-risk medical needs will be assigned a nurse case manager. However, all case managers have 


access to a multidisciplinary team that includes medical directors 
with behavioral and medical specialties, a pharmacist, and other 
clinical professionals. Case managers can request assistance from 
any team member at any time, in addition to participating in 
clinical rounds, multidisciplinary team meetings, and clinical 
supervision. 


To equip our case managers with the tools they need to assist members with co-morbid behavioral and 
physical health conditions, we developed an innovative Case Management Certification Program. 
Through this program, case managers learn core competencies to address the diverse physical, 
behavioral, and social support needs of each individual, as well as the skill to facilitate communication 
among providers.  


As part of care planning, case managers work with members to identify providers with particular 
expertise for co-morbidities. For example, members with co-morbid physical and behavioral health 
services may be linked with integrated health care services and/or our transitional care program, as 
described below. 
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Honoring Care Plans During Transitions Between MCOs 
We collaborate with other MCOs, insurers, and systems to implement processes that support smooth 
transitions and coordination of care. Our goal is to quickly engage new members and promote 
continued access to the services and supports they need, encouraging appropriate utilization of services 
and giving them information to learn to self-manage and achieve improved health outcomes. When a 
member transfers from another MCO or a State-designated Health Insurance Exchange (HIX) plan; 
we honor the member’s existing care plan as medically necessary. When we receive information on 
approved prior authorization and the member’s current care plan, we incorporate this information into 
the member’s record to help our clinical staff identify and address the member’s continuity of care 
needs. 


To facilitate continuity of care for members during transitions, we will: 


 Reach out to the previous MCO or State-designated HIX plan to gather demographic and clinical 
information that will assist us in engaging the member and providing the level of support the 
member needs during the transition 


 Obtain and incorporate existing care plans and clinical information into our system 


 Coordinate discharge planning for members that are receiving inpatient care 


 Use prior claim information to stratify those members at highest risk for early intervention 


 Prioritize outreach and assessment according to the member’s risk levels  


 Conduct a welcome call to engage new members, build a relationship, and complete a health 
screening 


 Provide care coordination based on the member’s needs to facilitate continuity of care 


 Contact the member’s PCP to coordinate care 


 Inform new members of program benefits through welcome materials 


 Assess continued medical necessity for prior authorized services and work with the member and 
providers to facilitate continuity of care 


In addition, our close working relationships with hospitals throughout Clark and Washoe counties 
promote early identification and involvement with members who may be new to us and in the hospital 
on their first day of enrollment. Our utilization management team has access to hospital records for all 
of our contracted facilities. The hospital staff notify us when our member is admitted or becomes 
enrolled with us and we assume care. We work directly with facility staff to develop an individualized 
discharge plan to assist the member in successfully transitioning back to the community. 
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F. PCP Designation 
We assign members, including those with case management needs, to a PCP who is responsible for 
managing and coordinating their overall care. For members receiving case management services, our 
case managers facilitate ongoing communication with the member, family/caregiver, PCP, and other 
service providers and case managers. 


All of our members have the opportunity to select a PCP at the time of enrollment. Members with 
disabilities are given an additional 30 days to select a PCP. Within five days of enrollment, if the 
member has not selected a PCP, we will assign a PCP that is close to the member’s home and has the 
appropriate expertise to treat the member’s conditions. Throughout the member’s enrollment with us, 
we will work with him or her to make sure the PCP is appropriate to meet the member’s cultural, 
language, physical, and behavioral health needs. We examine member data, factoring member 
preference/familiarity with providers into each auto-assignment based on the following algorithm:  


 Assign the member to the most recent valid PCP the member had an historical relationship with 


 Assign the member to an active family member’s (closest in age) PCP  


 Assign the member to the PCP of a family member found in the claims history file  


 Automatically assign the member to a PCP based on quality and efficiency ratings as well as 
geographic proximity, language, specialty, and other relevant factors  


Members may change their PCP selection at any time without restriction. We provide each PCP with a 
current list of assigned members and medical information about the member’s potential health care 
needs. That way, providers can more effectively provide care and coordinate services. Regularly, our 
case managers communicate with the PCP to gather information about the member’s status, share any 
changes in the member’s condition or functioning, collect input on the care plan, and coordinate care 
delivered by other providers or systems.  


 


G. Case Management Program Staffing 
Our case management program staffing currently meets all the DHCFP requirements and includes 
case manager supervisors, case managers, and administrative support staff. For each position, we 
maintain a current job description that outlines the role/function, required education and experience, 
and licensure requirements. In establishing case manager to member ratios, we consider the member’s 


F.  Designation of PCP 
For recipients with case management needs, the designated PCP is the physician who will manage 
and coordinate the overall care for the recipient. In addition, the vendor will facilitate the coordination 
of the recipient’s care and ensure communication between the recipient, PCP, and other service 
providers and case managers. 


G.  Case Management Program Staffing 
The vendor must identify the staff that will be involved in the operations of the case management 
program, including but not limited to: case manager supervisors, case managers, and administrative 
support staff. The vendor must identify the role/functions of each case management staff recipient 
as well as the required educational requirements, clinical licensure standards, certification and 
relevant experience with case management standards and/or activities. Furthermore, the vendor 
must provide case manager staff/recipient ratios based on the recipient risk stratification and 
different levels of care being provided to recipients. Behavioral health case management must be 
available 24 hours a day, 7 days a week.  







 
   


 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 178 
 


risk level and level of need for support. Behavioral health case management is available 24 hours a 
day, 7 days a week through our team of experienced behavioral health professionals. 


Our Nevada-based case managers include designated teams with expertise in adult/pediatric, 
behavioral, and maternal health. They are thoroughly trained and experienced collaborating with 
Nevada Medicaid and Check Up members, their parents or guardians, and providers to create and 
monitor integrated, person-centered care plans that optimize health outcomes. We continually invest in 
enhancing the expertise and skills of our case management team. For example, all case managers must 
successfully complete our Case Management Certification Program, described below, to boost their 
ability to coordinate fully integrated care and services. Our current case managers have been with us 
for an average of more than three years, promoting consistency for members and understanding of 
Contract requirements. We outline the roles and requirements for each case management position in 
Table 3.10.20.2-3. 


Table 3.10.20.2-3. Our Team has the Experience and Expertise to Serve our Members’ Diverse Needs 
Title Role/Function Required Education 


or Licensure 
Experience 


Medical 
Director 


 Administers medical services to assure the appropriate and 
most cost-effective medical care is received and oversees 
the day-to-day activities of medical management staff 


 Interprets existing policies and develops new policies based 
on changes in the health care or medical arena  


 Leads, develops, directs, and implements clinical and non-
clinical activities that impact health care quality, cost, and 
outcomes 


 Identifies and develops opportunities for innovation to 
increase effectiveness and quality  


 Serves as a resource and consultant to other departments  
 May chair or serve on committees, represent the company 


to external entities, and/or serve on external committees, 
conduct peer clinical and/or appeal case reviews and peer-
to- peer clinical reviews with attending physicians or other 
ordering providers to discuss review determinations 


 Provides guidance for clinical operations of the program  


 Medical Doctor 
or Doctor of 
Osteopathic 
Medicine 


 Board 
certification 
approved by the 
American Board 
of Medical 
Specialties  


 Active, 
unrestricted 
Nevada license 


10 years clinical 
experience 


Case 
Manager 


 Performs case management activities within the scope of 
licensure for members with complex and chronic care 
needs by assessing, developing, implementing, 
coordinating, monitoring, and evaluating care plans 
designed to optimize member health care across the care 
continuum  


 Performs duties telephonically or on-site 
 Facilitates members’ access to services appropriate to their 


health needs  
 Conducts assessments to identify individual needs and a 


specific care management plan to address objectives and 
goals as identified during assessment 


 Implements the care plan by facilitating authorizations 
and referrals as appropriate 


 Coordinates internal and external resources to meet 
identified needs  


 Monitors and evaluates effectiveness of the care plan and 
modifies as necessary 


 Interfaces with medical directors and physician advisors 
on the development of care plans  


 Assists in problem solving with providers, members, and 
system partners 


 BA/BS in a 
health-related 
field 


 Certification as a 
case manager is 
preferred 


  Unrestricted 
license in Nevada 


Three years of 
clinical 
experience 
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Title Role/Function Required Education 
or Licensure 


Experience 


Behavioral 
Health 
Manager 


 Manages a team of licensed clinicians to assure medical 
necessity and appropriateness of care for 
inpatient/outpatient mental health services  


 Assures appropriate utilization of mental health services 
through level of care determination, accurate 
interpretation/application of benefits, corporate medical 
policy, and cost-efficient care 


 Consults with facilities and providers to discuss plan 
benefits and alternative services 


 Provides case consultation and education to customers and 
internal staff for efficient utilization of mental health 
services  


 Leads the development and maintenance of positive 
relationship with providers and works to ensure quality 
outcomes and cost-effective care  


 Assists in developing criteria used in performing medical 
necessity reviews  


 May serve as a resource for medical management 
programs  


 Identifies and recommends revisions to policies/procedures 
 Supports quality improvement activities  


 MS in social 
work, counseling, 
psychology, or 
related 
behavioral health 
field 


 Current active 
unrestricted 
license as an RN, 
LCSW, LMHC, 
LPC, LMFT, or 
Clinical 
Psychologist in 
Nevada  


Five years of 
clinical 
experience with 
facility-based 
and/or outpatient 
psychiatric and 
chemical 
dependency 
treatment, prior 
utilization/case 
management  


Social Worker  Provides effective psychosocial intervention, positively 
impacting a member's ability to manage his/her chronic 
illness  


 Uses available community, government, and/or resources 
needed to support interventions in the management of the 
member’s chronic condition 


 Manages behavioral and psychosocial needs that result in 
improved clinical and financial outcomes and delivers 
social work interventions  


 Assists members to effectively utilize available resources to 
meet their personal health needs and help them develop 
their own capabilities  


 Evaluates members' abilities to independently manage 
conditions and locate alternative resources 


 Provides guidance to members seeking alternative 
solutions to specific social, cultural, or financial problems 
that impact their ability to manage their health care needs  


 Evaluates members' strengths related to health self-
management, develops strategies to support health care 
needs, and implements plans in support of case decisions  


 Facilitates and coordinates behavioral health resources as 
individual member needs are identified 


 MS in Social 
Work 


 Current 
unrestricted 
LMSW or LCSW 
(or equivalent) 
license in Nevada 


 Bilingual 
(Spanish) or 
multi-language 
skills preferred 


Three years of 
experience in 
case 
management in a 
health care 
environment 


Wellness and 
Recovery 
Specialist 


 Provides care coordination and/or case management 
activities focused on wellness and recovery 


 Identifies opportunities for engagement of members and 
their families in forming a supportive, recovery network  


 Develops and implements the provision of onsite 
psychiatric discharge planning education at Recovery and 
Resiliency sites  


 Collaborates with Stabilization Teams as a member 
advocate in discharge planning education, resolution of 
barriers, and service transitions  


 Acts as a resource for staff on decision-making and 
problem solving  


 Initiates and maintains contact with assigned individuals 
and providers to determine member’s response to services  


 Associates degree 
 Knowledge of 


care-coordination 
and case 
management 
concepts 


 BA/BS or MBA 
preferred 


 Peer Specialist 
Certification 
required 


Two years of 
experience in 
health services 
or behavioral 
health field or in 
a peer support 
services role 







 
   


 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 180 
 


Title Role/Function Required Education 
or Licensure 


Experience 


Disease 
Management 
Case 
Manager 


 Participates in the delivery of member education and 
disease management interventions and performs health 
coaching for members, across multiple lines, for health 
improvement/management programs for chronic diseases  


 Conducts behavioral or clinical assessments to identify 
individual member knowledge, skills, and behavioral 
needs. Identifies and/or coordinates specific health 
coaching plan needs to address objectives and goals 
identified during assessments  


 Interfaces with provider and other health professionals to 
coordinate health coaching plan for the member  


 Implements and/or coordinates coaching and/or care plans 
by educating members regarding clinical needs and 
facilitating referrals to health professionals for behavioral 
health needs 


 Uses motivational interviewing to facilitate health behavior 
change  


 Monitors and evaluates effectiveness of interventions 
and/or health coaching plans and modifies as needed  


 Directs members to facilities, community agencies, and 
appropriate provider/network. Refers member to 
catastrophic case management 


 AS/BS in nursing 
 Current 


unrestricted RN 
license in Nevada 


Two years of 
condition 
specific clinical 
or home 
health/discharge 
planning 
experience 
 
Prior case 
management 
experience 
preferred 


Transition 
Coordinator 


 Works in collaboration with a member’s case manager 
to facilitate seamless transitions between levels of care 
settings and the community 


 Works as part of the local care coordination team to 
develop and execute a detailed transition plan that is 
cohesive with the member’s care plan  


 Collaborates directly with providers, including 
transportation providers and community resources, to 
verify that each member’s transition needs, as well as 
those of their family/caregivers, are addressed  


 Maintains relationships with staff at key providers, 
facilities, and home- and community-based resources 
and establishes best practices that reflect regional 
variations in care and service delivery 


  Serves as the point of contact for members with 
complex, challenging cases requiring assistance with 
transition services  


 Assures coordination of support staff and services to 
provide continuity of care throughout the transition 
process and after it is completed  


 Does not have a case load and focuses solely on 
supporting care transitions 


 RN 
 Current, 


unrestricted RN 
license in Nevada 


 Master’s in 
Health/Nursing 
preferred 


Three-four years 
of experience in 
working with 
individuals with 
chronic illnesses, 
co-morbidities, 
and/or 
disabilities in a 
service 
coordinator, case 
manager, or 
similar role 
 


 


Our local clinical leadership in Nevada remains actively engaged with the State and other stakeholders 
to achieve sustainable quality gains for all Nevadans. Our Director of healthcare management services 
was a key participant on the Nevada Improving Birth Outcomes Learning Collaborative. As 
summarized in the recent Improving Birth Outcomes in Nevada: Learning Collaborative Action Plan, 
she was instrumental in identifying best practices to extend gestational periods for all pregnant women 
in Nevada. 


  







 
   


 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 181 
 


Case Management Certification 
To better equip our case managers to assist members with co-morbid behavioral and physical health 
challenges, we developed an innovative Case Management Certification program that is six months in 
length. The program provides initial and continuing training and is offered to case managers in 
Nevada and in our plans across the country. The program reinforces the core competencies needed to 
address the diverse physical, behavioral, and social support needs of individuals and the approaches to 
facilitate communication amongst their providers. The program also encourages professional 


development for our case managers, as many modules are eligible 
for continuing education credits. 


In addition, our case managers use a web-based, self-paced 
learning management system that incorporates continuing 
education units. The system offers unlimited access to more than 
120 training modules, totaling over 200 hours of available 
training, with modules related to treatment guidelines for co-


occurring medical and behavioral health conditions—such as substance use disorder and post-
traumatic stress disorder. Training examples include managing depressive symptoms in clients with 
substance use disorder during early recovery, best practices in treatment engagement, integrated 
treatment for co-occurring disorders part 1 and part 2, and addressing obesity in individuals with 
mental illness. 


We continually strengthen the skills and expertise of our case managers. We sponsor pursuit of 
national certifications and fund continuing education for all of them. We conduct regular training and 
educational sessions, including train the trainer, which promotes continuing learning across the team. 
For example, many of our Nevada case managers have taken our integrated care training to learn 
about holistic approaches to delivering services and supports. In addition, our medical directors 
regularly lead case manager training sessions on clinical developments or evolving clinical practices to 
foster knowledge of clinical best practices. 


Case Management Ratios  
Based on our extensive experience in Nevada and in our affiliate health plans’ managing similar 
populations across the country, we maintain methodology for determining caseload standards for our 
members. The provision of optimal care coordination comprises a number of factors regarding the case 
mix, such as intervention intensity, contact frequency and modalities, and duration of service needs. 
Factors in our case mix structure include a methodology that creates a weighting system to assist in 
determining average monthly member counts for each case manager in each of the case management 
levels.  


Ratios are also very important in effectively supporting members and families with a diverse complexity 
of needs. We have designed case manager-to-member ratios to build partnership and collaboration for 
better management of members’ medical, behavioral, and social support needs to achieve positive 
outcomes and cost effectiveness. We summarize our case manager ratios in Table 3.10.20.2-4. 
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Table 3.10.20.2-4. Case Manager-to-Member Ratios by Case Management Level 
Case Management 
Level 


Care 
Coordinator/Case 
Manager to Member 
Ratio Range 


Team Support to Case 
Managers and Members:  
Targeted Clinical Services 
and Outreach 


Team Support to Case Managers and 
Members:  
Additional Coordination Team 
Supportive Services and Outreach 


Level I – 
Lower - Population 
Health 
(Care Coordination 
Staff and Case 
Managers) 


  
1:2,500-4,000 


 24/7 Behavioral Health 
Line 


  Remote Monitoring 
 NCQA-Recognized 


Disease Management 
Program 


 Emergency Diversion 
Program 


 Post Discharge Planning 
Program 


 24/7 Behavioral Health 
Case Management 


 24/7 nurse advice line 


 Provider Referral Concierge 
Services-supporting referrals to local 
providers and appointment 
scheduling assistance  


 Member Services Call Center 
Support 


 Health Promotions Team Outreach 
 Co-location model partnerships 
 Medical Homes  
 Well Care, intensive care 


management partnership, IHD, 
additional coordination processes 
that support these interventions. 


 EPSDT Team Outreach 


Level II –  
Moderate Case 
Management 
(Case Managers) 


  
1:400 


Level III –  
Complex Case 
Management 
(Case Managers) 


  
1:60-80 


 


Our Nevada-based leadership and our national clinical team continually evaluate our staffing and 
caseload levels to verify their efficacy. In addition, we annually review case management against our 
annual Nevada population assessment and 
adjust caseload levels where necessary. 


We monitor case manager caseloads through 
monthly audits, and our local Nevada team 
evaluates caseloads each month as well. During 
the audits, we evaluate case manager 
performance against application of case 
management standards (such as assessment and 
care plan completion), timeliness, 
documentation, and use of resources (such as 
appropriate referrals). With this audit data, we 
verify the appropriateness of caseloads.  


In the last three months of audits of care plan 
development and requirements, our case 
managers scored 100 percent each month on 
indicators that include: 


 Care Plan includes self-management plan 


 Care Plan goals prioritized according to 
member/caregiver needs 


 Barriers are assessed and documented 


 Evaluation of progress to goals are 
documented 


 Modification or updates to the care plan are 
documented 
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 Complexity level has been assigned 


 Community resources have been assessed 


 Documentation verifies that available benefits were assessed 


 Documentation of medications, including schedules and dosages 


 MD notified of member’s engagement in case management 


 Initial assessments completed 


 Evaluation of cultural preference 


 Documentation of activities of daily living 


 Documentation of safety assessment 


 Initial assessment of mental health status 


 Initial assessment of cognitive status 


If we identify areas of concern, we work directly with the case manager to provide education and 
support, and may adjust caseloads, as needed. 


 


H. Case Management Conditions 
We provide case management services to high-risk members, including those with the specific 
conditions required by the DHCFP. Our case management program focuses on meeting the needs of 
all members whose health conditions warrant case management 
services. We do not limit these services only to members with 
these conditions (e.g., cystic fibrosis, cerebral palsy, or sickle cell 
anemia). 


  


H.  Case Management Conditions 
 


1. The vendor must, at a minimum, provide case management to recipients with the 
following clinical and behavioral health conditions:  
a. Congestive Heart Failure (CHF); 
b. Coronary Arterial Disease (CAD); 
c. Hypertension (excluding Mild Hypertension); 
d. Diabetes; 
e. Chronic Obstructive Pulmonary Disease (COPD); 
f. Asthma; 
g. Severe Mental Illness (SMI); 
h. High-Risk or High-Cost Substance Abuse Disorders; 
i. Severe Cognitive and/or Developmental Limitation;  
j. Recipients in Supportive Housing;  
k. HIV; and 
l. Recipients with Complex Conditions. 
 
However, vendor must focus on all recipient’s whose health conditions warrant case 
management services and should not limit these services only to recipients with these 
conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 
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We enroll all members receiving case management services in our comprehensive disease management 
program, which includes eight NCQA-accredited programs. These meet the DHCFP’s requirements 
and include case management services for members with the following:  


 Asthma  


 Coronary Artery Disease  


 Congestive Heart Failure  


 Chronic Obstructive Pulmonary Disease  


 Diabetes  


 HIV/AIDS  


 Major Depressive Disorder  


 Schizophrenia  


Additionally, we provide disease and case 
management programs for members with the 
following conditions and needs: 


 Bipolar Disorder  


 Hypertension  


 High-Risk or High-Cost Substance Use 
Disorders  


 Complex Conditions 


 Severe Cognitive or Developmental 
Limitations 


 Serious Mental Illness 


 Members in Affordable Housing 


We recognize that members we serve have 
unique needs and strengths, and we design 
specific programs that help them to achieve their 
recovery and wellness goals. For example, as 
part of our case management program, we have 
implemented programs for peer support and 
recovery, substance use disorder disease 
management program, maternal substance use, 
and housing first. 


Peer Support and Recovery  
Our Peer Support and Recovery program complements and enhances case management and disease 
management programs. It creates an additional layer of social and emotional support for our members 
with two or more inpatient psychiatric hospitalizations in a 12-month period, who are 18 or older, and 
have a diagnosis of substance use/abuse, depressive disorders, schizoid personality disorder, anxiety 
disorders, adjustment disorder, and bipolar disorders.  


  







 
   


 


3. SCOPE OF WORK 
3.10 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Nevada Managed Care Organization RFP# 3260 Section 3.10 — Page 185 
 


A wellness and recovery specialist, each with his or her own unique set of experiences, contacts 
members from an outbound call center. The wellness and recovery specialist provides facilitated 
outreach to engage, motivate, and inspire members to participate in recovery, form a supportive 
recovery network, and improve health outcomes. Through daily calls with members in their caseload, 
these specialists work with members to identify recovery resources, engage supports, remove barriers, 
and facilitate connections in the local community. We coordinate these activities with case 
management activities and triage issues requiring immediate attention to the member’s assigned health 
plan case manager.  


Substance Use Disorder (SUD) Disease Management  
Our SUD program helps members with significant substance use improve their overall health and 
achieve a successful recovery. This program uses designated case managers, called recovery coaches, 
to focus solely on our members with SUD issues, especially those with high utilization of detoxification 
services and admission/readmission to inpatient settings.  


Our case managers work with members to identify long-term, holistic goals and desires, helping them 
attain the components of healthier lifestyles, such as permanent housing, employment, and social 
connectedness. We base our approach on specific criteria to determine the most appropriate level of 
care for SUD issues, and we work to facilitate the treatment and resources members need to help them 
rebuild their lives with their families and in their communities. 


The key elements of our strategy involve creating a system of care and supports to respond rapidly and 
effectively to each member’s needs. Our approach allows us to anticipate future needs and meet 
members where they are. These systems include high-touch case management and coordination rooted 
in recovery principles, field-based recovery outreach specialists, provider collaboration, expanded 
services and networks, and linkage to community supports. 


The SUD program focuses on four targeted areas of intervention: (1) maternal/child, (2) drug 
utilization management report, (3) recovery coach, and (4) screening, brief intervention, and referral to 
treatment. 


Maternal-Child Substance Use Disorder Program 
Our Maternal-Child SUD program identifies members at risk based on our pharmacy data in 
conjunction with other referrals (such as referrals from providers). Members may also be identified 
from the OB High Risk Screening for substance use with a modified “4Ps” (parents, partners, past use, 
present use) approach shown to be effective in maternal child settings. The assessment includes 
specific questions about tobacco, alcohol, and drug use. 


All members enrolled in our program receive brief interventions based on SAMHSA’s Screening Brief 
Intervention and Referral to Treatment (SBIRT) materials and may be referred to SUD treatment in 
their local area. OB case managers and social workers are trained in SBIRT. Training is included in 
all new hire and refresher training.  


Our OB case managers also have access to: 


 Our SUD program medical director, a board certified addictionologist, who provides case 
consultations weekly 


 Our SUD Playbook (the manual that provides direction on brief interventions and strategies for 
engagement) 
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 A behavioral health case manager (who also specializes in OB care management) that offers 
member consultation, co-management, or peer-to-peer consulting as requested. This individual can 
also be used as a secondary case manager by our Nevada-based OB and behavioral health case 
managers for assistance with members needing SUD treatment and participates on the 
interdisciplinary team as requested. 


We have also educated our case management staff to use a simple alcohol-screening instrument to 
identify if a pregnant member is drinking during pregnancy. This instrument can be administered 
quickly and easily and has been found to be effective as a preventive measure when combined with 
appropriate follow-up. 


Housing First 
For members who wish to secure housing, our field-based care coordinators refer them to community 
housing agencies. Our exclusive provider partner’s housing program offers short-term stabile housing, 
inclusive of room and board, paired with an intensive navigation specialist program that links persons 
to community supports, job training, supported employment programs, and permanent affordable 
housing options. We currently support over 100 members at a point in time in this housing program. 
Our field-based care coordinators may also assist members to secure permanent housing without first 
using a short-term option. At all times, we respect a member’s choice regarding living circumstances 
and work with him or her to establish and evolve recovery goals. We have experience implementing 
and fully support a Housing First approach to assist members in recovery.  


 


I. Case Management Strategies 
We base our case management program and interventions on best practices and evidence-based 
guidelines. To make sure that all case managers and providers have the knowledge to deliver care in 
accordance with these practices, we give them the necessary tools and resources to provide high quality 
care. As we currently do, we will continue to work with the DHCFP to determine member race and 
ethnicity and implement interventions to reduce and eliminate health disparities. 


  


I.  Case Management Strategies 
1. The vendor must follow best-practice and/or evidence-based clinical guidelines when devising 


a recipient’s person centered treatment plan and coordinating the case management needs. 
Should a vendor employ a disease management methodology (e.g., grouper, predictive 
modeling, proprietary screening algorithms) to identify and/or stratify recipients in need of 
various levels of health coaching and care intervention, the methods must be validated by 
scientific research and/or nationally accepted and recognized in the health care industry.  


2. The vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high 
level of quality care to vendor recipients. 


3. The vendor will work collaboratively with the DHCFP to determine recipient race and ethnicity. 
The vendor will organize interventions specifically designed to reduce or eliminate disparities 
in health care. 
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Best Practices 
Our case management program meets all NCQA accreditation standards and incorporates numerous 
best practices, such as: 


 Integrated behavioral and physical health interventions 


 Strategies to address the social determinants of health by connecting people with housing, resources 
and food, security, and employment 


 The Coleman model for 
Stabilization/Transition Case Management. 


 Our predictive modeling tool (CI3, based on 
the Johns Hopkins ACG Predictive Risk 
Scoring Model) that is specifically designed 
for the Medicaid population. It also 
incorporates a number of proprietary 
algorithms and methodologies based on our 
years of experience and analysis of the 
clinical drivers of costs and trends. 


 SAMHSA Domains of Recovery for serving 
members with SUD 


 Individualized care plans using the industry-
recognized Case Management Society of 
America approach 


 Assessment tools and processes that meet NCQA standards for red flags, referrals, and 
documentation 


 Clinical practice guidelines for managing chronic conditions, such as asthma and diabetes, that are 
incorporated into care plan interventions  


 National Standards for Culturally and Linguistically Appropriate Services in Health Care to assure 
that all members receive equitable quality and effective treatment 


 Eight NCQA-accredited disease management programs  


 The American Psychiatric Association, the American Academy of Child and Adolescent Psychiatry, 
and the American Society for Addiction Medicine 


Nationally, we are also pursuing MBHO accreditation and multicultural health care accreditation 
distinction from NCQA. We annually evaluate our case management program to make sure that it is 
effective and that services are delivered according to best practices and clinical practice guidelines. We 
make modifications to our interventions and processes to assure that members receive the level and 
types of support they need to achieve improved health outcomes. 


Educating and Equipping Physicians 
Clinical Practice Guidelines (CPGs) are an important tool for applying evidence-based best practices to 
member care. We encourage and promote the use of CPGs by all network providers. CPGs provide 
guidance on appropriate and timely preventive care, screening services, and treatment to improve 
provider performance and member health outcomes. Our CPGs cover a wide range of physical and 
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behavioral health best practices, including topics that are most relevant to our membership, such as 
asthma, diabetes, COPD, autism, and hepatitis B. 


We make our CPGs available on our provider website for view by any provider, including those who 
are not in our network. Members, families, and providers may access CPGs through our website or by 
contacting our member or provider services call center. We distribute notifications about evidence-
based practices guidelines to newly contracted and existing network providers through our provider 
website, newsletters, broadcast faxes, and special mailings. Other methods for promoting the use of 
CPGs include: 


 Introducing network providers to our CPGs 
during initial orientation and follow-up 
training sessions when needed  


 Making sure that our clinical personnel have 
the experience or training necessary to 
review, promote, and assist with provider 
adoption of and adherence to evidence-based 
guidelines 


 Promoting adoption during case conferences, 
record reviews, and other interactions with 
providers 


 Disseminating information about new or 
revised CPGs to all providers within 60 days 
of adoption/revision 


Our provider education and outreach efforts also allow us to share this information with our providers. 
We describe our CPGs in the provider manual. During orientation we review practice guidelines with 
our new providers. Ongoing training for network providers also provides information whenever there 
is a need to introduce new guideline or a change to an existing one.  


We have an established protocol for periodic and ad hoc monitoring of provider compliance with 
standards and adherence to CPGs to identify opportunities for improvement. We use HEDIS® 
information, missed opportunity (gaps in care) data, and medical record reviews to monitor providers’ 
implementation of and compliance with new and existing CPGs. Our CPGs specify how we monitor 
each set, including relevant HEDIS® and medical record review measures.  


Strategies to Reduce Health Disparities 
We recognize the role that age, culture, ability, socioeconomic status, and ethnicity play in the lives of 
our members. We are committed to providing access to health care services for all of our Nevada 
members as well as eliminating any and all barriers to services. We analyze enrollment data from the 
DHCFP to identify prevalent non-English languages in Nevada and annually assess demographic files 
and reporting to make sure that services are delivered in a culturally relevant manner and that 
appropriate assistance is readily available.  
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Annually, the quality program evaluation includes a population assessment of our membership to 
identify demographic and cultural attributes and trends in health care. This analysis identifies possible 
disparities and also barriers to care. For example, in 2015, demographic data revealed that 16 percent 
of our members spoke Spanish as primary language and that our members represented the following 
races/ethnicities: 


 35 percent are Hispanic 


 30 percent are white 


 22 percent are African American 


 4 percent are Asian/Pacific Islander 


 8 percent are another race/ethnicity 


The findings guide the development of our 
strategies to reduce cultural barriers and health 
disparities, to provide effective member 
education, and to deliver quality health care 
services. These include recruiting the right staff and providers, staff training, member education, 
person-centered care plans, relationships with community-based organizations, and ongoing quality 
monitoring. 


Hiring the Right Staff 
We recruit and retain a culturally diverse and culturally competent workforce that is sensitive to the 
demographic characteristics of the population served. When considering candidates for open positions, 
we look for potential employees who exhibit a keen understanding of the particular cultural needs of 
our members. In our experience, this understanding and awareness gives our employees a unique 
ability to respond to members’ cultural norms, languages, and folk beliefs. This enables our employees 
to work with members on treatment options resulting in more positive health outcomes. When 
recruiting for open positions, we also seek out candidates who speak languages similar to the 
languages spoken and understood by the members we serve. We believe a local employee will be better 
able to minimize the need for outside interpretation and increase member engagement. This diversity 
enables our employees to educate each other on cultural differences, which can impact our members. 


Recruiting and Educating Providers 
We recruit providers with varied cultural backgrounds and experiences to offer members care that is 
compatible with their cultural health beliefs and in their preferred language whenever possible. We 
review network disparities and resolve barriers to access to care through increased provider recruiting 
efforts to meet the cultural health needs of our members. We recruit and contract with skilled providers 
who understand and appreciate the socioeconomic and cultural challenges that our members face. 
Further, we offer providers cultural sensitivity training via provider orientations, written materials 
available on the provider website, and information in the provider manual. 


Staff Training 
We train our staff to assist members with language difficulties, cultural preferences, how to access our 
in-house bilingual staff, and how to use our contracted interpreters. Our staff also receive training on 
how to access local interpreters and the TDD/TTY number, including how to offer interpretation 
services whenever they encounter a member who might benefit from such services and how to inform 
members about the availability of services. We provide members with the names of practitioners who 
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speak languages other than English and those who are skilled in serving members with specific 
preferences. 


Member Education 
We know that informed members are more engaged in care and likely to access critical preventive 
services. We use multiple methods to educate members and families on the availability of services and 
how to access them, including written materials and community outreach. We make vital documents 
available in the member’s language of preference according to the DHCFP’s identified thresholds and 
identified prevalent non-English language, and in a variety of formats (large print, audio, and Braille). 
We make written materials (such as member handbooks and member notices) available in English, 
Spanish, Braille, large print, and on audiotapes. Written member materials are available in other 
languages upon request or when the DHCFP contractually required language thresholds are met.  


In 2015, our Quality Management department implemented a member outreach program, inviting new 
members to attend a “Meet and Greet” to meet our team, learn how to navigate the health plan and 
benefits and how to improve their health. To facilitate attendance, we offered meetings once or twice 
per month in various areas of Clark and Washoe counties, focusing on areas with high population and 
held in community centers. Invitations were written in English and Spanish. Bilingual outreach staff 
offered information in Spanish and English, encouraging participation and questions in a familiar and 
welcoming environment.  


Additionally, our community relations representatives and health outreach specialists attend 
community stakeholder events and correspond with members to make sure we stay involved with the 


communities, understand needs, and outreach to our members.  
Individualized, Person-Centered Care Plans 
We individualize care plans to address a member’s specific needs and to reflect appropriate integration 
and utilization of the member’s culture (to include age, race, disability, and ethnicity as appropriate). 
The initial member assessment includes options for English or Spanish language as well as questions 
related to primary language preference and cultural expectations.  


Relationships with Community-Based Organizations 
We establish collegial relationships and use the resources of federally qualified health centers, 
community-based organizations, advocacy groups, cultural organizations, and industry partners to 
develop education and health care outreach that meets our members’ needs. We provide health 
education materials to community-based organizations in need of linguistically appropriate health 
information. We also use educational materials developed by community organizations when they are 
of benefit to our members. We work closely with local minority health coalitions and sponsor 
educational programs highlighting areas of health concern for members. For example, we sponsor the 
Mexican Consulate’s REACH Promotoras program, which educates Spanish-speaking individuals on 
health care topics, such as the importance of cervical cancer screening. 


Ongoing Quality Monitoring 
We stratify performance measures by cultural, racial, and geographic factors to identify individual 
member needs as well as specific member populations. We then target interventions and outreach to 
geographic and cultural populations for low levels of preventive care or potential for high-risk 
conditions. 
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J. Information Technology Systems to Support Case Management 
Our technology tools encourage data sharing and communication among participants in each 
member’s interdisciplinary care team, including our care management team, the member’s PCP, and 
relevant specialty providers. Our innovative, integrated technology solutions facilitate high-quality 
services to our members in an effective, efficient manner. Robust care coordination tools support 
member engagement, facilitate coordination of care, and encourage active member participation in 
service delivery. We will submit a monthly report on the number of members receiving case 
management, their ages, geographic location, and reason for case management. 


Our proprietary tools, care coordination system, and Integrated Member Dashboard comprise our 
clinical care coordination and management solution. They integrate seamlessly with our Core 
Operations System and represent the system of record for member care coordination and case 
management information. Our system collects, organizes, and presents information enabling 
management and coordination of member care, services, and supports and facilitates communications 
among participants of the member’s care team and/or interdisciplinary team. Care coordination data 
such as claims history, pharmacy, authorization, immunization records, lab results, and care and 
disease management data are readily available in an organized format with tools for community-based 
case managers to identify and manage members' needs. Our Integrated Member Dashboard delivers a 
comprehensive view of member data to approved providers within the member’s system of care. This 
dashboard is available to all member-facing staff including member services representatives, utilization 
management staff, case managers, and quality management nurses. This enables staff to view 
pertinent member information that they can use to address barriers to care. 


  


J.  Information Technology System for Case Management: 
 
The vendor’s information technology system for its case management program must maximize the 
opportunity for communication between the vendor, PCP, the patient, other service providers and 
case managers. The vendor must have an integrated database that allows vendor staff that may be 
contacted by a recipient in case management to have immediate access to and review of the most 
recent information within the vendor’s information systems relevant to the case. The integrated 
database may include the following: administrative data, call center communications, service 
authorizations, person centered care treatment plans, patient assessments and case management 
notes. For example, vendor recipient services staff must have access to a recipient’s case 
management notes and recent inpatient or emergency department utilization if contacted by that 
recipient. The information technology system must also have the capability to share relevant 
information (i.e. utilization reports, person centered care treatment plans, etc.) with the recipient, the 
PCP, and other service providers and case managers. 
 
The vendor must submit a monthly report on the number of recipients receiving case management, 
their ages, geographic location and reason for case management. 
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Figure 3.10.20.2-5. The Care Plan Can Be Accessed through our Care 
Coordination System  


Figure 3.10.20.2-6. Our Care Coordination System Captures All Member 
Assessment Information  


 


Care Coordination System 
The cornerstone of our care coordination model is our integrated care coordination system. As 
illustrated in Figure 3.10.20.2-5, it houses the care plan and provides information about member 
conditions and medications and chronologically ordered progress notes, which promote comprehensive 
care coordination for member 
needs and issues, regardless 
of whether the driver is 
physical health, behavioral 
health, or both. All of our 
clinical staff involved in the 
member’s care work in the 
system, enhancing clinical 
oversight, facilitating 
communication across 
departments, and reducing 
the risk of fragmented care. 


The system seamlessly integrates with our Core Operations System, gathering and organizing 
information for management and coordination of member care and services. The system includes 
online access to related attachments such as Power of Attorney documents, clinical records, or 
additional consent documents that have significant relevance to the member’s care. The system 
captures all member assessment information, including results from the initial health screening and 
any completed comprehensive health risk assessments, as shown in Figure 3.10.20.2–6.  


The information captured 
is used to drive care plan 
development, maintenance, 
and monitoring. The system 
prompts case managers on 
critical items and tasks to 
be addressed during the 
assessment and care 
coordination process. These 
tools enable case managers 
to track closely care 
coordination activities, gaps 
in care, and barriers to care 
identified through 
discussions with the member to verify that we are providing the care and services needed. The systems’ 
library of reports enables us to monitor case manager caseloads, compliance with accreditation 
requirements, and compliance with required timeframes (such as timely completion of health risk 
assessments). 


Our care coordination system facilitates communication and collaboration among all participants of 
the member’s interdisciplinary team. For each member, we synchronize care coordination efforts 
through a single, individualized care plan that is tracked through the system. The tool facilitates care 
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coordination through the use of automated tasks, scheduling, and task reminders. Because all care 
coordination activities are documented in the system, all team members can readily view data and 
information about individuals and share activities that have occurred, enabling improved care 
coordination. 


Integrated Member Dashboard 
Our Integrated Member Dashboard allows our case managers to access a single view that displays 
member data in an easy-to- navigate dashboard, including HEDIS® care alerts; authorizations; 
prescriptions; lab results; and claims organized by type such as inpatient, emergency room, PCP office, 
dental, and behavioral health. It organizes information into a timeline of clinical events representing a 
longitudinal patient record for the member across a number of domains, including diagnosis, 
providers, and medication history. We display events as icons that show the intersection of “what and 
when”. In the diagnosis domain, events also indicate “where,” displaying a different icon for inpatient, 
emergency room, clinic/office, and home/hospice. Case managers can view details of clinical events by 
placing their mouse over the icon so they can drill into the details. 


The ability to view clinical events integrated into a timeline highlights interventions for the care 
coordinator, creating an easy “to do” list. The view gives case managers the ability to understand all 
aspects of the member’s health and service history. For example, they can easily find out whether 
members are taking their prescribed medication or frequently visiting the emergency room. It gives 
them easy access to the full picture of the member’s health, services, and utilization history supporting 
the holistic management of the member’s care and service needs. 


HEDIS Care Gap Alerts 
The Member Care Summary tab of the dashboard organizes member information in an easy-to-see 
format that delivers an at-a-glance view of a member’s service history, including office visits, inpatient 
admissions, emergency room visits, authorizations, immunizations, lab results, prescriptions, and 
durable medical equipment. 


To see additional information on any item, users can simply hover their mouse over the item or click 
on it to drill down. This integrated display makes it easy to take action, filling in gaps in care and 
making sure members are getting the services they need. We prominently display HEDIS® gaps in care 
alerts in the upper left corner of the Member Care Summary screen, as shown in Figure 3.10.20.2-7. 


Figure 3.10.20.2-7. Member Care Summary Shows Active HEDIS Gap Alerts  
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Provider-Facing Integrated Member Dashboard 
Our Integrated Member Dashboard expands the reach of the care coordination footprint by making 
the dashboard’s view available to providers, including integrated health homes, through our provider 
portal. Through this dashboard, providers who have members under their care can see the member 
record via the provider portal, giving them simple, easy-to-access data and information to assist them 
in engaging members in their health and well-being.  


The integrated data is displayed to make it easy for providers to act on it, filling in gaps in care and 
making sure their patients are getting the services they need. This view will enable any provider who is 
treating our members to see the full picture, including care plans and assessment information, 
enhancing the provider’s ability to reduce redundant efforts and improve the quality of care. The 
comprehensive view creates an enhanced communication platform between managers and providers so 
that conversations regarding care coordination and outcomes can easily occur.  


Personal Health Record 
We fully support the Personal Health Record (PHR) as a solution to help members better engage in 
their health care. Prior to the start of the new Contract, we will deploy a PHR from WebMD Health 
Services (WebMD) for our Nevada members. WebMD’s PHR will serve as a repository of member 
health information, integrating our health plan clinical data with data the member adds.  


WebMD’s PHR will support members’ involvement in driving their own health care. It will provide the 
necessary personalized content for improved benefit, treatment, and provider decisions. The PHR is a 
repository for self-reported and imported medical information from multiple sources. It can receive 
imports of medical and behavioral health claims, lab results, and medications. In addition, WebMD 
offers a health assessment and trackers that members can complete to gain additional insight and to 
manage their overall health. The PHR intuitively: 


 Translates clinical data into terms consumers can easily understand 


 Checks medication interactions 


 Checks allergic reactions 


 Reminds about overdue tests 


 Adds to the central profile for message and 
content targeting  


The WebMD PHR can be printed and allows 
physician access, enabling members to grant 
providers (or individual providers) secure access 
to their PHR through a publicly accessible 
website and unique ID/PIN that the member 
controls. Providers will use a specially designed 
PHR Viewer, which delivers the data in the most 
useful format and context. 


Our members can import their health 
information and send it to the provider, if 
desired. This will allow the PHR to become a secure platform that helps members facilitate data 
exchange to make sure that their PHR contains essential health data across the continuum of care. 
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3.10.21 Standard XV: IQAP Documentation 
 


3.10.21.1 Scope 


 


Our Nevada-based QM department documents all activities associated with monitoring and evaluating 
the quality of care across all services and treatment modalities through electronic and paper files. Our 
review of the entire range of care is carried out over multiple review periods. Our IQAP Workplan 
details the specific quality-of-care areas of concern to be monitored and the schedule for the activities 
involved. Health plan employees document all meetings, maintain meeting minutes, generate reports 
for studies conducted, and document the analysis of all data collected for reporting to all appropriate 
committees and agencies. We produce studies, reports, protocols, standards, worksheets, minutes, and 
other documentation that is made available to the DHCFP or CMS as requested for quality assurance 
activities and corrective actions.  


Findings from our comprehensive performance monitoring activities are presented in our annual 
IQAP Evaluation. 


3.10.21.2 Maintenance and Availability of Documentation 


 


When requested or at least annually, we provide the DHCFP with our IQAP Description, the IQAP 
Workplan, IQAP Evaluation, periodic reports for PIPs, CAHPS, HEDIS® and other prescribed 
measure reporting, and all other required information including studies, reports, protocols, standards, 
worksheets, committee, and workgroup minutes or other documentation as requested, through the 
processes outlined in the Contract. This information is also provided, upon request, to the Federal 
Secretary of Health and Human Services, or any federal or state regulatory entities. 


We share the actions taken in response to HSAG’s findings each year with the DHCFP, and upon 
request with the Federal Secretary of Health and Human Services, or any federal or state regulatory 
entities. 


  


3.10.21.1 Scope 
 
The vendor must document that it is monitoring the quality of care across all services and all treatment 
modalities, according to its written IQAP. (This review of the entire range of care is expected to be 
carried out over multiple review periods and not on a concurrent basis.)  


3.10.21.2 Maintenance and Availability of Documentation 
 
The vendor must maintain and make available to the DHCFP, and upon request to the Federal 
Secretary of Health and Human Services or any federal or state regulatory entities, studies, reports, 
protocols, standards, worksheets, minutes, or such other documentation as requested concerning its 
quality assurance activities and corrective actions.  
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3.10.22 Standard XVI: Coordination of Quality Assurance (QA) Activity 
with Other Management Activity 
 


3.10.22.1 Documentation is maintained and Relevant Findings are shared 
across our Plan 


 


Coordinating Quality Activities with Plan Management Functions 
We recognize that a strong IQAP is integral to effectively and efficiently delivering services that result 
in improved health outcomes. We develop and maintain quality assurance processes, structures, and 
resources that support our commitment to quality health care for all members.  


As part of the IQAP, we provide a written process for coordinating all quality assurance activities with 
other management functions throughout our health plan. We understand that issues and information 
gathered during quality assurance studies, PIPs, reviews, surveys, 
member complaints, and other activities provide valuable data to 
improve our service levels across our health plan. Our Nevada 
IQAP facilitates this process of sharing through identifying each 
functional area affected by quality assurance activities and 
providing direction for the timely coordination of activities.  


All Functional Areas are Represented Through our Quality Assurance Committee 
Our QA Committee and Quality Management department employees are instrumental in sharing 
information across our organization. We have a comprehensive, formal committee structure that 
consists of our governing body (Board of Directors) and interdisciplinary committees. Our committee 
structure is incorporated into and formally supports the IQAP, our IQAP Workplan, and our QA 
Committee. All functional areas within our organization are represented on this committee and are 
responsible for reporting and analyzing their performance measures, operational activities, and 
outcomes with the QAC to support our quality improvement program objectives. This structure 
continually works to improve the results of our management functions, including credentialing and re-
credentialing efforts, provider network strategies, benefits redesign, medical management, provider 
feedback, member education, and member services. 


  


3.10.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken 
as a result of QA activity, are documented and reported within the vendor’s organization and through 
the established QA channels.  


 
A.  Quality assurance information is used in credentialing, recredentialing, and/or annual 


performance evaluations.  
B.  Quality assurance activities are coordinated with other performance monitoring activities, 


including utilization management, risk management and resolution and monitoring of recipient 
grievances and appeals.  


C.  There is a linkage between quality assurance and the other management functions of the 
vendor such as: 


1. Network changes; 
2. Benefits redesign; 
3. Medical management systems (e.g., pre-certification); 
4. Practice feedback to practitioners; 
5. Patient education; and 
6. Recipient services. 
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Documentation of Quality Assurance Activities and Outcomes 
We maintain a system for documenting and monitoring services, including data collection and 
management for clinical studies, internal quality improvement activities, assessment of specialized 
needs populations, and other quality improvement activities of value or required by the State. We 
document findings on an ongoing basis. Documentation is tracked for indicators related to the 
following: 


 Adequacy of services 


 Quality of care issues 


 Utilization  


 Grievances reported 


 Appeals filed 


 Member outcome measurements 


 Disease management program outcomes 


 Case management program outcomes 


 Provider closure of gaps in care 


 HEDIS® and HEDIS-like measures 


 Medical record audits 


 Continuity of care 


 Provider access 


 Out-of-network usage  


 Member satisfaction  


 Provider satisfaction 


A. Quality Information Supports Credentialing and Performance 
Evaluations 
We use many mechanisms to document and disseminate our IQAP system data, findings, and 
recommendations. We analyze data points and other findings for the above listed indicators on an 
ongoing basis. Results are summarized in reports and incorporated in our annual IQAP Evaluation. 
These are reviewed by our QA Committee and shared with appropriate departments, as well as the 
DHCFP.  


In collaboration with our health plan’s applicable functional area(s) we may conduct root cause 
analysis and identify known barriers to identify opportunities for likely improvements. These analyses 
form the basis of our daily improvement processes. 


Supporting Credentialing and Re-credentialing Functions 
We recognize our accountability for assessing and evaluating contracted practitioners who manage 
health care services delivered to our members. We review and maintain documentation of all 
information and data derived from practice experience within the organization, including utilization 
data, complaints regarding a practitioner site, complaints of a clinical and non-clinical nature, 
grievance data, adverse events, medical record reviews, satisfaction data, sanctions, and internal 
potential quality-of-care issues. Our monitoring occurs on an ongoing basis, and we take swift action 
when we identify aberrant provider practice patterns. This includes providing documentation and 
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findings to the Credentialing department to monitor a provider’s participation in our network. Quality 
information is always used for consideration during the re-credentialing process.  


Performance indicators and other plan-specific data from ongoing quality improvement activities are 
also incorporated into the re-credentialing process. This includes our annual reviews to evaluate 
provider adherence to clinical practice guidelines. Our QM department tracks and trends provider 
performance data on a regular basis to identify trends that represent clinical practice patterns that are 
not consistent with evidence-based practice guidelines. This information is reviewed with an 
interdisciplinary team during QA Committee meetings, and corrective actions are taken to address 
identified issues.  


The Credentialing department incorporates internal information regarding a practitioner’s 
performance in the ongoing monitoring process. Credentialing department staff monitor each issue 
and place all information received from the QM department into each practitioner’s file. Depending on 
the quality of care concern and frequency of the issues, the Credentialing Committee may conduct a 
formal peer review between credentialing cycles. Concurrently, the Medical Advisory Committee 
(MAC) may also review the provider depending on the types of issues involved. 


B. Quality Assurance Activities and Other Performance Monitoring 
We conduct an annual evaluation of the IQAP, as well as disease management, case management and 
utilization management program activities in comparison to program objectives. The MAC and QA 
Committee review the results. Results and recommendations become the basis for each subsequent 
year’s activities and goals. Unrealized goals/objectives may be carried over to our plan for that year. As 
part of the IQAP evaluations, our Clinical Quality Management team conducts member and provider 
satisfaction surveys to determine satisfaction with the utilization management process. We identify 
opportunities for improvement and initiate actions to meet program goals and member/provider 
expectations. We monitor results through ongoing surveys.  


Examples of how quality activities are used across other performance monitoring activities are 
provided below. 


Findings from Access Reports are Coordinated  
 Our Member Services Call Center, including access to our behavioral health line 24/7 for crisis 


calls and inpatient admission clinical review – is monitored through review of call metrics and 
monthly meetings of our health plan and our member services call center. All crisis calls are 
documented in our system for proper follow-up, whether that follow-up is to a local provider via a 
referral, a welfare check through our Rapid Response Team, involvement with local crisis 
resources, and/or 911. A report of the crisis call is sent to our local behavioral health manager. The 
behavioral health manager assigns a case manager to follow up with the member. Detailed crisis 
procedures are in place to address various scenarios, and all processes are closely monitored.  
The QM department monitors member access to our member services line through monitoring 
monthly call metrics. Monthly meetings between our plan and the member services call center 
provide ongoing communication and opportunity for resolution of issues. Reports are provided for 
discussion at quarterly QA Committee meetings, which include cross functional health plan 
leadership participation. Findings are summarized and included in our IQAP Evaluation.  
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 Our nurse advice line and web-based consultations through our innovative telehealth service 
solution is accessible 24/7 – We monitor the call metrics for our nurse advice line to make sure 
members have quick access to this important resource. Due to our targeted marketing campaigns to 
reduce avoidable ER visits, we have seen an increased usage of our nurse advice line as of early 
2015. 


 We monitor subcontractors and delegated organizations on an ongoing basis – through detailed 
processes performed with supporting plans of correction and when necessary termination of 
relationship. These activities help us make sure our members’ and the DHCFP’s needs are met in a 
manner consistent with the Contract requirements. We understand that we are fully accountable for 
the performance of our subcontractors, the Contract, and our members care. We maintain a 
committee specifically designed to review audit results, complaints, and other matters specific to our 
subcontractors. The Delegated Workgroup (DWG) reviews all materials and audit findings of our 
delegated subcontractor’s performance. This committee reports into the Vendor Selection and 
Oversight Committee (VSOC) that supports and maintains stringent subcontractor screening and 
evaluation protocols. VSOC is an interdisciplinary team comprised of subject matter experts, which 
includes but is not limited to compliance, regulatory, operations, quality management, and others. 
We regularly assess the performance of subcontractors to verify that they continue to meet standards. 
In addition to VSOC oversight, designated health plan contacts monitor regular subcontractor 
reports to evaluate performance and participate in joint operations meetings to review subcontractor 
performance. 


Potential Quality of Care Issues are Coordinated 
Regardless of which department identifies a potential issue (claims, member call center, provider 
services, UM, or QM), all inquiries are documented and routed to our QM department, which is 
responsible for researching and tracking the issue in the quality database.  


We thoroughly investigate all potential quality-of-care issues, including those associated with 
infections, errors, or never events. Adverse incidents and critical events are immediately forwarded to 
our risk manager. Depending on their severity/complexity, selected cases are presented to the MAC for 
review and recommendation. Concurrently, our Credentialing Committee may conduct a formal peer 
review. The MAC provides input regarding community standards for medical care, considerations for 
corrective action, and/or recommendations for termination. 


The MAC makes recommendations on cases brought for committee review. The medical director 
governs the oversight of the corrective actions related to clinical quality issues or provider or office 
staff behavior. The medical director may recommend immediate action if the member’s health or well-
being is in jeopardy. Other corrective actions may include but are not limited to the following: 


 Follow-up medical record reviews 


 Referral to the Credentialing Committee for further appropriate action up to and including possible 
termination from network participation 


Once a decision regarding the appropriate action has been made, a QM employee notifies Grievance 
and Appeals that the MAC reviewed the case and that a letter has been sent to the provider. The QM 
employee also notifies the Credentialing department in writing of the MAC decision, as appropriate. 
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Grievances and Appeals are Monitored and Tracked  
We track and trend all expressions of dissatisfaction, regardless of whether they are filed as a formal 
grievance or appeal, including potential quality of care issues. We categorize data by type as follows: 


 Quality of care  


 Access  


 Attitude and customer service 


 Billing and financial  


 Quality of office  


We track findings at the provider level so we can identify repeated concerns involving a given provider. 
This information is shared with our credentialing department and documented in the provider file for 
consideration during re-credentialing. This information may also be presented to the QA Committee, 
MAC, and/or Credentialing Committee, depending upon the nature and severity of the issue. The QA 
Committee coordinates with other committees and health plan departments as appropriate. 


We also aggregate and analyze grievances and appeal to identify trends and potential systemic issues or 
simply areas that we have opportunity to improve upon. Our QA Committee reviews and analyzes the 
data on grievances and appeals quarterly contained within the annual IQAP Evaluation and uses this 
analysis, in combination with other monitoring results, to assist our leadership in prioritizing 
opportunities and developing action plans to further improve quality.  


C. Relationship between Quality Assurance and Other Management 
Functions 
We have linkages in place for coordinating all quality assurance activities with other management 
functions. 


Network Changes 
Our QM department monitors network adequacy, anticipates future needs, and promptly identifies 
gaps to make sure that members have access to care and that we continue to meet the DHCFP 
standards. We also conduct an annual summary of the Practitioner Availability Analysis. The 
Practitioner Availability Analysis assesses the characteristics and needs of the member population and 
the adequacy of the provider network to meet those needs. Our QA Committee reviews these reports to 
identify if there are any changes in our network to access and availability, to discuss actions (such as 
new provider recruitment) and barriers (such as shortage of Medicaid providers that will require the 
DHCFP involvement), and to coordinate with other committees and health plan departments 
accordingly.  


Recruiting New Providers 
Based on an analysis of current and future needs and in collaboration with the Provider Services 
department, we develop and maintain work plans that identify specific network development activities 
to address identified gaps. We find potential providers through input from our internal staff and 
quality committees (including member outreach, provider services, and medical management); input 
from existing network providers, members and their families, community-based organizations, and 
advocates; information from the DHCFP; and listings from applicable regulatory Boards of licensed 
providers. The work plans are developed and managed in accordance with the DHCFP network 
requirements, company policies, specific staff positions and/or department responsibilities, and the 
anticipated time frames for completion. 
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Network Changes Identified through other Performance Information  
Administrative data review and annual comprehensive analysis of access and availability are 
conducted. The review includes analysis of administrative complaints, after-hours availability survey 
information, appointment access statistics, Provider Services Call Center reports, GeoAccess reports, 
grievance and appeals data, and provider satisfaction survey results. Results of telephone and mailed 
surveys, along with data from other departments such as Provider Contracting and Database 
Administration, Operations, Medical Management, and Quality are used in the analysis. 


For example, our QM department tracks member complaints or grievances associated with lack of 
services, access to care, or availability of a provider or type of providers. Any member grievances about 
physical access or travel time are promptly routed to our Provider Services department for investigation 
and follow-up. Multiple complaints or grievances related to these issues may indicate provider 
shortages and are investigated accordingly. Our QM department, in collaboration with Provider 
Services and our QA Committee, investigates and reviews findings to uncover potential root causes and 
possible solutions.  


Quality of Care concerns are reviewed and investigated as part of our IQAP. We review the outcome of 
Quality of Care concerns, including Peer Review Committee actions, as part of our network 
monitoring activities and take action as warranted. 


Provider Satisfaction Survey Findings help us Manage Network Changes  
A positive working relationship with our contracted providers is important to the delivery of health care 
to our members. We conduct a satisfaction survey of providers to help us identify aspects of our 
performance that may not meet provider expectations. We analyze and present findings to the QA 
Committee, identify areas in which we can improve, and initiate actions to improve performance. The 
objective of the survey is to measure overall provider satisfaction with us and to identify areas of 
strength and opportunities for improvement. The survey also assesses provider satisfaction in the 
following categories: Customer Service at Call Center 


 Local Health Plan Provider Services 


 Communication and Technology 


 Claims Processing and Provider Reimbursement 


 Network 


 UM 


 QM 


 Pharmacy and Drug Benefits 


 Continuity and Coordination of Care 
Survey results are reviewed by the QA Committee as one source of information we use to help improve 
our services and ease burdens of our network providers.  


For example, our most recent survey findings revealed a few areas where we have opportunities to 
improve in 2016. We are currently improving our provider complaint system and revising the process 
for providers to obtain precertification for members.  
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Benefits Redesign 
We support members in every way we can and are committed to engaging members and their families 
to help them achieve healthy outcomes through a person-centered, integrated, medical, behavioral, and 
social model of care.  


Listening to our Members Helps us Create Meaningful Value Added Services  
Through our IQAP we listen carefully to the needs of our members. We listen through complaints and 
grievances reported and tracked by our QM department and reviewed through our QA Committee; 
member satisfaction survey findings that our QM department carefully analyzes and presents for 
review and discussions at quality meetings; provider feedback that is aggregated and reviewed; and our 
quarterly Consumer Advisory Committee that 
includes members, as well as local community 
resources that “know” our members well. We 
“hear” the barriers our members face each day 
and then craft creative solutions to support 
them, no matter where they are in life. These 
important quality assurance functions help 
guide us in augmenting the covered benefits 
package. 


We propose Value Added Services that 
Align with Program Objectives While 
Meeting Members’ Needs 
We listened to our members’ needs in Nevada. 
To augment the covered benefits package in 
Nevada, we have designed and will deliver 
Value Added Services that are meaningful and 
specific to prevalent needs of Medicaid and 
Nevada Check Up members and that address the 
DHCFP’s goals. Weaving together flexible and 
innovative Value Added Services with other 
needed care gives our members additional 
supports to live their best lives their way. Details 
on the full suite of Value Added Services we 
propose are described in Section 3.4 Medical 
Services.  


Medical Management Systems (Precertification) 
Our medical management programs include a broad array of activities that facilitate improvements in 
the quality of care provided to our members and promote cost-effective medical care. These medical 
management activities and programs are administered and directed by physicians and trained nurses. 
The goals of our medical management strategies are to make sure that the care delivered to our 
members is supported by appropriate medical and scientific evidence, is received on a timely basis, and 
occurs in the most appropriate location.  


Our UM program guides appropriate clinical decision-making through the use of our medical 
necessity definition, clinical criteria, CPGs, nationally recognized best practices, the Nevada Medicaid 
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Services Manual, and InterQual Criteria. This promotes appropriate utilization of services and 
supports better health outcomes for our members. Our established processes, policies, and procedures 
include prior authorization, integrated rounds, concurrent review, discharge planning and 
coordination, and detecting and addressing potential or actual fraud, waste, and abuse.  


We measure our performance in meeting these goals on an ongoing basis through our QM department 
and QA Committee meetings. We review the efficacy of the program structure and assess program 
activities, including an assessment of potentially avoidable 
hospitalizations, over- and underutilization, and inter-rater 
monitoring and analysis. The annual evaluation of our 
utilization management program, including clinical and service 
outcomes for medical and behavioral health, helps us identify 
our performance in comparison to program objectives and goals. 
Results are submitted to the MAC and QA Committee for review 
and approval annually. As a component of the program 
evaluation, we also conduct provider surveys to determine 
satisfaction with our processes, including the utilization management process. We identify 
opportunities for improvement and initiate actions to meet our goals and member/provider 
expectations. Results are monitored through ongoing surveys.  


Our QM department also performs an annual review of access and availability as well as an over- and 
underutilization analysis. This is achieved by analyzing both quantitative and qualitative data to detect 
barriers and identify trends; monitoring areas with the potential for over- and underutilization specific 
to the membership population, local practice patterns, and national health care trends; and acting on 
the opportunities identified by implementing interventions and evaluating the effectiveness of the 
interventions implemented. 


If we identify any underutilized services, we investigate to correct the issue and root cause. In addition, 
we conduct an ongoing review of service denials and monitor utilization on an ongoing basis to 
identify services that may be underutilized. We consider the expected utilization of services regarding 
the characteristics and health care needs of the member population. 


Practice Feedback to Providers  
We support our providers through synthesizing data collected throughout our plan and providing 
actionable and relevant feedback. 


Clinical Practice Guidelines Inform Best Practices 
We have an established protocol for periodic and ad hoc monitoring of provider compliance with 
standards and adherence to clinical practice guidelines CPGs to 
identify opportunities for improvement. The QM department uses 
HEDIS® information, missed opportunity (gaps in care) data, 
and medical record reviews to monitor providers’ implementation 
of and compliance with new and existing CPGs. Our CPGs 
specify how we monitor each set of CPGs, including relevant 
HEDIS® and medical record review measures. We also engage 
providers on our quality committees and in meetings to discuss 
practice guidelines and make sure our approach is aligned and reflects the latest clinical findings. The 
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QM department makes sure our clinical personnel have the experience or training necessary to review, 
promote, and assist with provider adoption of and adherence to evidence-based guidelines. Quality 
nurse reviewers promote adoption of CPGs during case conferences, record reviews, and other 
interactions with providers. 


Gaps in Care and other Practice Reporting Provide Actionable Feedback to Providers 
Each month, our QM department identifies member service gaps and opportunities for provider 
outreach. The reports generate actionable information that enables providers to close gaps in care. An 
alert is set when a member has a gap in care and displayed to the provider on the provider-facing 
integrated member dashboard. The integrated data is displayed to make it easy for providers to act on 
it, filling in gaps in care and making sure their patients are getting the services they need. This view 
enables a network provider who is treating our members to see the full picture, including care plans 
and assessment information, enhancing the provider’s ability to reduce redundant efforts and improve 
the quality of care.  


Our Quality Management department also provides access to Practice Reporting, a suite of 
downloadable reports available to network providers on their practice portal and including HEDIS® 
reports, archived reports, and notifications. 


Quality Management Nurses Provide Feedback During Routine Monitoring Activities 
In addition, our QM department publishes updates on QM activities in the provider newsletter. Our 
quality management nurses deliver provider education on HEDIS®, CAHPS, and other State-specific 
initiatives during interactions with providers. Our QM nurses also conduct medical record reviews for 
document requirements (EPSDT programs, advance directives, behavioral health, and specialist 
referrals) and take the opportunity to provide one-on-one education to providers when needed.  


Patient Education 
Our QM department conducts on-going monitoring of performance measures with cultural, racial, and 
geographic stratification to identify individual member needs, as well as predominant needs by specific 
member populations. We then target interventions and outreach to geographic and cultural 
populations for low levels of preventive care or potential for high-risk conditions. 


Quality assurance activities conducted and/or tracked and monitored through our IQAP inform our 
overall approach to patient education. We use a variety of education materials and opportunities to 
increase member and family understanding of the benefits package and services and supports available 
to them, including Value Added Services, their rights and responsibilities, how to access needed 
services, the importance of preventive and wellness services, the role of the case manager, and the 
resources available to help them when they need it. We accomplish this through our new member 
welcome packet; Member Handbook; Member Services, Behavioral Health, and nurse advice line; 
assigned case managers; written communication such as member newsletters, annual preventive 
health reminders, and overdue EPSDT reminder postcards; and the DHCFP-approved community-
based health events.  
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Member Services 
Our QM department performs an annual review of member access to services, as well as an over- and 
underutilization analysis. This is achieved by analyzing both quantitative and qualitative data to detect 
barriers and identify trends; monitoring areas with the potential for over- and under-utilization specific 
to the membership population, local practice patterns, and national health care trends; and acting on 
the opportunities identified by implementing interventions and evaluating the effectiveness of the 
interventions implemented. Findings are shared across health plan departments to design and refine 
interventions through the QA Committee.  


We use Quality Management Resources to Improve Member Access and Engagement in 
Services 
We know that informed members are more engaged in their care and likely to access critical preventive 
services. Our QM department brings stakeholders together to identify member barriers through 
participation in the quarterly Consumer Advisory Committee. Additionally, our community relations 
representatives and health outreach specialists attend community stakeholder events and correspond 
with members to make sure we stay involved with the communities, needs, and outreach of our 
members. 


In 2015, our QM department implemented a member outreach program, inviting new members to 
attend a “Meet and Greet” to meet our team, learn how to navigate the health plan, know their 
benefits, and improve the health of themselves and their families. To facilitate attendance, meetings 
were offered one to two times per month in community centers in various areas of Clark and Washoe 
counties focusing on areas with high population. Invitations were written in English and Spanish. 
Bilingual outreach staff offered information in Spanish and English, encouraging participation and 
questions in a familiar and welcoming environment.  


3.10.23 Standard XVII: Data Collection 


 


Our health plan is a data-driven organization with highly experienced analysts and systems that collect 
and report utilization, cost, quality assurance, and member satisfaction/complaint data regularly, in 
accordance with Quality Assurance Standards dictated by our current Nevada Contract. We have 
several dedicated analysts who solely focus on analyzing, tracking, and trending performance data. In 
addition, our Nevada regulatory oversight manager makes sure that required reports are complete, 
accurate, and submitted to the State on time. We will continue to use the processes described below to 
fulfill all requirements for this Contract, including Standard XVII: Data Collection. 


Processes and Tools That Support Standard XVII: Data Collection 
Our Nevada Internal Quality Assurance Program (IQAP) is based on the latest available research, 
including best practices leveraged from our affiliate health plans serving Medicaid and CHIP 
populations in 19 other states. To support our IQAP efforts, we use data analytics tools to collect, 
analyze, report, and act on data to enhance our targeted approach to quality improvement.  


  


The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Quality Assurance Standards. The 
vendor will submit information to DHCFP in accordance with the contract, performance measures and 
reports. Data for measures of quality, utilization, recipient satisfaction and access will be reported for 
the contract population. 
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Data Collection Process 
Our sophisticated, robust quality infrastructure, including our Interactive Analytic Insights tool, 
captures and evaluates data and monitors cost and utilization trends across our membership. Our 
Interactive Analytic Insights tool is dynamic, responsive, and scalable, providing comprehensive 
information about health plan quality performance. The tool includes quality measure performance 
trended over time against benchmarks and comparable data from our affiliate health plans, as well as 
our competitors. We use the tool to improve IQAP effectiveness by analyzing participation rates, 
percentage of members closing health care gaps, population cohorts who are more responsive to 
particular programs, return on investment, and barrier analysis. We then use this information to better 
target and tailor health plan strategies, improve member experience, and increase quality outcomes. 
We systematically and objectively measure access to care, demand for services, and quality of care to 
improve member outcomes. We do this by collecting and analyzing data, detailed in Table 3.10.23-1, 
that we then provide to the DHCFP in accordance with Quality Assurance Standards. 


Table 3.10.23-1. Our Data Collection Process Supports Reporting to the DHCFP for Measures of Quality, 
Utilization, Satisfaction, and Access 


Data Point Type of Measure 
Enrollment information Utilization 
Member assessments and care treatment plans Quality, satisfaction 
Claims and encounters Utilization, access 
Authorizations Utilization, access 
Complaints and appeals Satisfaction, access 
Stakeholder feedback Satisfaction, access 
Member services performance reports Quality, satisfaction 
Member and Provider Advisory Committee feedback Satisfaction 
Disease/care management documentation Quality  
Survey findings on access and availability Access 
Member medical records Quality  
Surveys by external bodies, such as accreditation entities or 
CMS 


Quality  


IQAP studies Quality  
CAHPS surveys and HEDIS® results Quality, utilization, access 
Training records Quality  
Provider audits Quality  


 


To support data collection, we also leverage assessment tools to track and trend data related to member 
experience. We then aggregate and analyze assessment data monthly, using a rolling three-month 
trend to identify opportunities for improvement, including the following: 


 Participation in treatment planning 


 Ability to access services 


 Receipt of new member materials 


 Satisfaction with services provided 


 Satisfaction with case management 


To further validate our data collection methodologies, our health plan will continue to actively 
participate in annual reviews conducted by the State’s contracted External Quality Review 
Organization (EQRO), Health Services Advisory Group (HSAG). We will report findings to our local 
QA Committee, which is responsible for oversight and direction of our IQAP.  
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Data Analysis 
Our health plan conducts in-depth barrier analyses to identify and assess possible determinants of 
behavior inhibiting performance improvement, as well as to determine barriers we can impact versus 
those we cannot control. We use several tools to conduct barrier analyses, including the following: 


 Brainstorming and using the “Five Whys” and “Five Hows” 


 Fishbone Diagram 


 Key Driver Diagram 


Data Reporting 
We currently report HEDIS® and other quality 
measures to the DHCFP for our existing 
Nevada IQAP and are prepared to report on all 
measures according to contractual 
requirements. Our health plan maintains robust 
IQAP systems that facilitate reporting of our 
strong performance on quality measures. As an 
example of our demonstrated high performance 
on quality measures, our Nevada-based health 
plan exceeded the 75th percentile nationally on 
four Medicaid HEDIS® measures in 2015.  


Acting on Data 
Our health plan uses a rapid cycle improvement 
methodology to design, implement, and evaluate our IQAP interventions. The idea is to conduct small 
scale tests with pilot sites providing real-time measurements that enable us to quickly determine what 
does and does not work so we can promptly re-tool. When an intervention demonstrates consistent 
effectiveness, we spread the intervention to all members or providers. Rapid cycle improvement 
requires continuous use of the Plan Do Study Act (PDSA) cycle.  


3.10.23.1 Areas of Study 


 


Our health plan already completes and submits documentation of specific areas of study required by 
the DHCFP and will continue to do so under a new Contract. Most recently, we submitted and received 
validation from HSAG for the preparation and planning stages for our current performance 
improvement projects (PIPs): Improving Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children and Adolescents (WCC) and Reducing Behavioral Health-Related 
Hospital Readmissions Within 30 Days of Discharge. We are currently finalizing the implementation 
and testing phase with HSAG. We have designed a solid project infrastructure and teams, structured 
processes to achieve outcomes with clear goals and indicators to measure success, and defined, specific 
interventions that will be continuously tested and monitored. In 2014, we submitted two PIPs to HSAG 
for validation — one focused on diabetes management and the other aimed to reduce avoidable 
emergency department (ED) visits. HSAG validated that our health plan followed the correct 
methodology for both PIPs.  


  


3.10.23.1 Specific areas of study required will be stated in the contract. 
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3.10.23.2 Timely Submission of Data or Studies 


 


We submit all reports in a timely fashion to the DHCFP, according to contractual requirements. Since 
2009, our health plan has submitted all data and studies (for example, PIPs) by the required due date, 
in an accurate and complete manner, as evidenced by Nevada’s External Quality Review Technical 
Reports.  


3.10.23.3 Monitoring and Tracking 


 


Our health plan maintains robust systems for monitoring and tracking grievance/appeal information, 
childhood immunization, and prenatal and obstetrical care in accordance with required due dates. 


Grievance and Appeal Information 
We use our core system to electronically document each 
grievance and appeal. Our core system integrates our grievance, 
appeals, and Fair Hearing documentation to track receipt of 
response timing; grievance substance, resolution, and escalation; 
as well as grievance and appeals logs. All data entered is stored in 
our core system for retrieval, analysis, and trending. Our quality 
staff conducts quarterly audits of grievances and appeals, 
identifying the top three categories for deeper analysis that focus 
on determining barriers and solutions for implementation. We 
submit a quarterly report to the DHCFP detailing 
grievance/appeal information.  


Childhood Immunization 
Our health plan’s advanced HEDIS® Data Warehouse captures, stores, and analyzes internal and 
external data to monitor each member’s compliance with the ACIP immunization schedule. It also 
enables our local outreach staff to identify members who are due or overdue for immunizations and 
target them for outreach. The HEDIS® Data Warehouse provides a mechanism for tracking Early and 
Periodic Screening, Diagnosis and Treatment (EPSDT) for our members, gathering information from 
the DHCFP and its agents, Nevada’s Statewide Immunization Information System (WebIZ), 
pharmacy, lab organizations, medical record reviews, member assessments, and member care plans. 
Our HEDIS® Data Warehouse functions as an information clearinghouse for this data, enabling us to 
routinely run reports that identify members for outreach who have missed or are due for 
immunizations. We also share these reports with providers to facilitate appointment scheduling for 
immunization services. 


Each quarter, we submit to the DHCFP the CMS-416 Report, an aggregate report on our members’ 
EPSDT participation rate, inclusive of compliance with recommended childhood immunizations 
(Bright Futures guidelines).  
  


3.10.23.2 Data or studies required by the contract must be submitted the required due date, and 
be accurate and complete. 


3.10.23.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and 
prenatal and obstetrical care are required by due date.  
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Our health plan submits a monthly report of quality indicators, and we also submit audited HEDIS® 
scores to the DHCFP on an annual basis, which includes the following childhood immunization 
measures: 


 Childhood Immunization Status (Combination 2) 


 Childhood Immunization Status (Combination 3) 


 Childhood Immunization Status (Combination 4) 


 Childhood Immunization Status (Combination 5) 


 Childhood Immunization Status (Combination 6) 


 Childhood Immunization Status (Combination 7) 


 Childhood Immunization Status (Combination 8) 


 Childhood Immunization Status (Combination 9) 


 Childhood Immunization Status (Combination 10) 


 Immunizations for Adolescents (Combination 1)  


 Immunizations for Adolescents (Meningitis)  


 Immunizations for Adolescents (Tdap/TD) 


Prenatal and Obstetrical Care 
Our health plan uses the HEDIS® Data Warehouse to track prenatal and obstetrical care performance 
measures, including the following:  


 Frequency of Ongoing Prenatal Care 


 Timeliness of Prenatal Care 


 Postpartum Care 


 Weeks of Pregnancy at the Time of Enrollment 


Each week, our health plan submits a Birth Notifications report to the DHCFP. We also submit a 
quarterly Maternal and Birth Data Report for Medicaid and Nevada Check Up. 


We know that early identification of members who are pregnant is essential to positively impacting 
pregnancy and birth outcomes. As a result, we have established processes and systems that support 
early identification of those members, including the following: 


 Network providers who develop relationships and engage in preconception discussions with their 
members are often the first to know when a woman becomes pregnant  


 New member outreach (the member handbook, welcome calls, the Health Needs Screening, and the 
health risk assessment) include targeted information and questions to help identify women who may 
be pregnant. We inform women of the importance of promptly notifying the health plan to engage 
them in the health care that will support their health and that of their baby  


 The Member Services Call Center and 24-hour nurse advice line that enables members to easily 
notify us of suspected or confirmed pregnancy  


 Ongoing analysis of enrollment files, claims data, laboratory reports, hospital census reports, 
provider referrals, and self-referrals facilitates our identification of pregnant women 
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3.10.24 Standard XVIII: Dispute Resolution 


 


We will continue to adequately staff provider services to promptly address questions and disputes from 
providers in accordance with the DHCFP requirements.  


We are proud of our strong provider dispute processes. We believe they are critical to developing strong 
provider relations and improving quality. Our Provider Relations, Quality Management, and Internal 
Resolution Unit (IRU) employees work together to promptly address and answer provider questions 
and resolve issues. The 2015 On-site DHCFP Compliance Review, which found that we were 100 
percent compliant with State provider dispute and complaint requirements, demonstrates our success in 
adequately staffing provider services and dispute resolution processes.  


When assisting providers, our employees work to answer questions and resolve issues during the initial 
call with the provider whenever possible. In working to resolve issues, employees can research, review, 
and re-process claims while the provider or provider office employee is on the phone.  


We train Provider Relations, Quality Management, and IRU employees: 


 On customer service best practices  


 To resolve issues during the provider’s first contact whenever possible 


 To fully understand all available options for resolving issues  


 To promptly address issues that cannot be resolved during the provider’s first contact with us, 
consistent with State requirements 


 To work in partnership with providers throughout the resolution process 


IRU employees proactively work with providers before a dispute arises. For example, IRU employees 
lead claims meetings with practitioners, facilities, and other providers to assist in identifying process 
improvements they can make to increase service authorization and claims approval rates. IRU will also 
prepare specialized reports for providers to use to identify claims they should research and resubmit for 
payment.  


3.10.24.1 Timely Resolutions 


 


Providers may submit issues or disputes to us by phone, in person, and in writing. We consistently 
resolve provider concerns within 90 days of receipt. Many verbal disputes are resolved over the phone 
during the provider’s first call to discuss the dispute. We strive to resolve concerns in 30 days, a third of 
the required timeframe. During the first half of 2016, we met our own rigorous 30-day standard for 95 
percent of complex verbal appeals received.  


  


The vendor must adequately staff a provider services unit to handle provider questions and disputes. 


3.10.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within ninety (90) calendar days of the date of receipt with appropriate follow up to provider.  
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3.10.24.2 Written Records 


 


For tracking, reporting, and quality improvement purposes, IRU employees log all provider disputes 
into our Core Operations System. We maintain a record in our system for each dispute that includes: 


  The nature of the dispute 


 The date it was filed 


 The dates and nature of each action taken 


 A description of the final resolution 


Improving Internal Processes 
We prepare and submit reports to the DHCFP that summarize dispute activity levels and performance 
based on records data from our system. We also use system records data related to dispute and provider 
types to perform root cause analysis to identify the need for process improvements we should make and 
those that our providers should implement.  


One example of how the tracking and analyzing data on disputes, including grievances and appeals, 
can present us with opportunities to improve our own internal processes is a recent State Fair Hearing 
project we undertook. In 2014, we noticed a significant increase in the number of providers requesting 
State Fair Hearings. In response, we took on a pilot project to re-engineer second-level appeals. 
Through root cause analysis, provider collaboration and education, as well as a review of our internal 
processes, we improved our appeals processes to better work with and explain policy to providers, and 
to better encourage submission of complete claims with corrected coding. This project resulted in a 50 
percent reduction in State Fair Hearing requests. 


 


  


3.10.24.2 A written record in the form of a file or log is to be maintained by the vendor for each 
provider dispute to include the nature of it, the date filed, dates and nature of actions taken, and final 
resolution. 
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3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE 
IMPROVEMENT STRATEGY 
 


3.11.1 Medicaid and Nevada Check Up Managed Care Quality 
Assessment and Performance Improvement Strategy 


 


As a current health plan serving both Medicaid and Nevada Check Up members (recipients), we fully 
support Nevada’s Managed Care Quality Assessment and Performance Improvement Strategy (the 
Strategy) and will continue to comply with all related requirements. We work collaboratively with the 
DHCFP and its External Quality Review Organization (EQRO), Health Services Advisory Group 
(HSAG), to carry out the State’s Strategy. We successfully completed our most recent HSAG audit with 
a score above 97 percent for State fiscal year 2014-2015.  


3.11.1.1 Compliance with Federal and State Statutory and Regulatory 
Requirements 


 


To support the State’s compliance with 42 CFR 438.310, we will 
continue to comply with all federal and State statutory and 
regulatory requirements on quality. Regulatory compliance is an 
essential part of our culture, and we work continuously to meet the 
State’s expectations and requirements. Since we began operations 
in Nevada, our health plan has consistently reported on our health 
plan’s quality performance to the DHCFP in accordance with 
Contract requirements. Further supporting our commitment to 
quality, we continue to maintain full National Committee for 
Quality Assurance (NCQA) Medicaid Accreditation. We were the 
first Medicaid health plan in Nevada to achieve accreditation, 
following NCQA quality, utilization management (UM), and 
compliance standards for all NCQA components and domains. 
Our exemplary performance across multiple independent audit and review processes also reflects our 
dedication to complying with all federal and State statutory requirements on quality.  


Internal Quality Assurance Program Work Plan 
Through our annual Internal Quality Assurance Program (IQAP) Work Plan, we track the completion 
of all quality activities supporting Nevada’s compliance with federal and State quality requirements. 
Work Plan activities align with contractual, accreditation, and/or regulatory requirements, and also 
identify measurements to accomplish goals. For each of our IQAP activities, the Work Plan specifies 
objectives, activities, responsible staff, goals and benchmarks, and a timeframe for completion. Our 
director of IQAP oversees the Work Plan and leads team members in the execution of program 
strategies, including quality of care studies, Performance Improvement Projects (PIPs), and rapid cycle 
improvement projects. IQAP Work Plan updates are shared during Quality Assurance (QA) Committee 


3.11.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality 
Assessment and Performance Improvement Strategy (henceforth, referred to as the Strategy), 
pursuant to 42 CFR 438.200 310.  The State’s Strategy has two basic purposes: 


3.11.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 
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Figure 3.11.1.2-1. CQI Is Embedded in All Aspects of Our Health Plan’s 
Robust IQAP 


meetings, with follow-up activities initiated as appropriate. The QA Committee is accountable to our 
Board of Directors and the national Quality Improvement Committee. This accountability further 
supports the State’s compliance with 42 CFR §438.310. 


3.11.1.2 Continuous Quality Improvement 


 


Our innovative initiatives and interventions go beyond compliance through our continuous quality 
improvement (CQI) strategy to improve the quality of care for Nevada Medicaid and Nevada Check Up 
members. As shown in figure 
3.11.1.2-1, our health plan’s 
IQAP is an ongoing, 
comprehensive, and integrated 
system which defines how our 
departments support quality. 
Our IQAP team supports 
intensive analysis of our 
performance toward goals for 
the DHCFP-specified measures 
and all HEDIS® measures. We 
embrace quality assurance and 
improvement as a workplace 
culture, not simply as a 
separate function. Each of our 
departments supports quality 
through objectively and 
systematically monitoring and 
evaluating the quality, safety, and appropriateness of medical and behavioral health care and services 
we offer, and through continually identifying and acting on opportunities for improvement. Through 
our team-based approach to investing in quality, every employee is a quality advocate, and in every 
functional area of the organization quality is the number one priority. 


Continuous Quality Improvement Philosophy and Culture 
Our program is driven by a CQI philosophy and mode of action. CQI processes are identified in the 
IQAP Program Description, Work Plan, and Annual Evaluation; approved by the applicable 
committees; and conducted to accomplish identified goals. Our QA Committee and dedicated IQAP 
staff review and analyze data, including HEDIS® measures, to inform our targeted approach to 
improving quality. Our strategy incorporates the continuous tracking and trending of quality indicators 
to make sure outcomes are measured and goals are attained. The strategy includes: 


 Interventions and outcomes through HEDIS® measure reviews  


 Monitoring of over- and under-utilization of services 


 Member satisfaction surveys and focus groups, including the Consumer Assessment of Healthcare 
Providers and Systems (CAHPS®) survey  


3.11.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality of 
care provided to, and received by, Medicaid recipients in the state. 
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 External quality review studies 


 Provider accessibility and availability monitoring 


 Evidence-based practices 


 Periodic medical record reviews (for chart maintenance, documentation legibility, disease 
management compliance, continuity of care coordination, and information security)  


 Quality of care concerns and member complaints and grievances 


 Other areas required by the DHCFP and the Centers for Medicare and Medicaid Services (CMS)  


We actively participate in all quality improvement activities required by the DHCFP, including 
performance improvement projects (PIPs), committee meetings, and external quality reviews.  


Rapid Cycle Improvement 
Our IQAP is based on the latest available research on quality improvement, including Six Sigma best 
practices. We track and trend quality indicators to report measures, analyze outcomes, and attain our 
goals. To support our quality improvement efforts, we use analytics tools to capture and evaluate data, 
including HEDIS® measures, to enhance our targeted approach to improving quality. We 
systematically and objectively measure access to care, demand for services, and quality of care to 
improve member outcomes. We do this by analyzing data from various sources, including: 


 CAHPS® and HEDIS® results 


 Access and availability survey findings 


 Quality improvement studies 


 Enrollment information 


 Authorizations, claims, and encounters 


 Complaints and appeals 


 Stakeholder feedback 


 Member services telephone performance 
reports 


 Consumer Advisory Committee and Medical 
Advisory Committee feedback  


 Disease/case management documentation 


 Member medical records in provider offices 
and facilities 


 Surveys by external bodies such as HSAG 
and CMS 


We use our Interactive Analytic Insights platform and HEDIS® Data Warehouse to capture and 
evaluate data and monitor cost and utilization trends across our membership base. With these tools, we 
can quickly identify and address any negative quality trends.  


Our health plan uses a rapid cycle improvement (RCI) methodology to design, implement, and evaluate 
interventions carried out by our IQAP. Conducting small tests with pilot sites and measuring results in 
real time help us to quickly understand what does and does not work so that we can promptly re-tool 
when interventions are not yielding results.  


Figure 3.11.1.2-2. We Employ the PDSA Cycle to Support 
the use of RCI Methodology for our IQAP 
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As part of our RCI strategy, we use the Plan Do Study Act (PDSA) cycle to identify, implement, and 
evaluate clinical or non-clinical initiatives and interventions, as shown in Figure 3.11.1.2-2. During 
the planning phase, we recruit a team, draft an aim statement, describe the current context and 
process, describe the problem, and finally, identify causes and alternatives. Next, we implement our 
action plan during the “Do” phase. In the “Study Phase,” we review and evaluate data and 
information gathered to determine improvement. During the final phase, “Act,” we reflect on our 
action plan and outcomes to learn what can be further improved or needs to be completely re-tooled. 
Our IQAP staff identifies the means for measuring the results of new or enhanced interventions and 
reports the results of the data analysis, including the effectiveness of an intervention.  


Our use of PDSA is supported and enhanced by Six Sigma principles, which provide a variety of 
effective performance improvement strategies and tools such as fishbone diagrams (“cause-and-effect” 
diagram) and “The Five Whys” (asking the question “why” five times). Our director of IQAP is a Six 
Sigma Green Belt and our Nevada operations manager is a Six Sigma Black Belt. Six Sigma is an 
industry-leading, disciplined, and data-driven approach and methodology for improving quality. It is 
grounded in measurement and statistical rigor, helping us to develop plans of action that are backed by 
data.  


3.11.2 Quality Strategy Purpose 


 
 


3.11.2.1 CFR 438.202 340 – State Responsibilities 


 


As a trusted State partner, we fully support Nevada’s strategies for assessing the quality of our 
managed care services. In fact, we consider it our responsibility to help the State and CMS achieve 
strategic quality priorities. We implement all updates to the DHCFP strategies to improve the quality of 
services for our members and providers. We will continue to comply with all standards that the 
DHCFP has established and cooperate fully with HSAG periodic reviews. Table 3.11.2.1-1 describes 
our health plan’s actions that support the State’s compliance with CFR 438.340 and A through F of 
Section 3.11.2.1.  


 
  


3.11.2 The purpose of this quality strategy is to: 


3.11.2.1 CFR 438.202 340 – State Responsibilities 
 


A. Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (vendors);  


B. Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


C. Ensure that the vendors comply with standards established by the DHCFP;  
D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 


periodically, as needed; 
E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 


significant changes are made, and two (2) regular reports on the implementation and 
effectiveness of the strategy; and 


F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan. 
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Table 3.11.2.1-1 We Take a Team-Based Approach to Quality 
State Responsibilities Supporting Health Plan Actions 
A. Written strategy for assessing and 


improving the quality of managed 
care services 


At least annually or upon request, we provide the DHCFP with the following: 
 IQAP Program Description 
 IQAP Annual Work Plan 
 Annual IQAP Evaluation 
 Periodic Reports for PIPs 
 CAHPS, HEDIS®, and other prescribed measure reporting 
 EQRO reports 
 All other required information through processes outlined in the Contract 


B. Obtain input from members and 
stakeholders 


We maintain a Nevada Consumer Advisory Committee (CAC), a forum for 
gathering member and provider input on the quality of the program and 
enhancing member satisfaction. Membership in the CAC includes: 
 Our Health Promotion Leader, chair 
 Member outreach staff and the Director of IQAP 
 Members, community advocates, health community educators, and network 


providers  
The CAC provides us guidance about member needs and values, including 
education, cultural and outreach activities, grievance resolution, and member 
materials.  


C. Vendor compliance with the 
DHCFP’s standards 


Regulatory compliance is an essential part of our culture, and we work 
continuously to meet the State’s expectations and requirements. Since we began 
operations in Nevada, we have consistently collected and reported relevant data to 
the DHCFP in accordance with Contract requirements. Our exemplary 
performance across multiple independent audit and review processes reflects our 
commitment to complying with all federal and State statutory requirements on 
quality.  


D. Periodic reviews to evaluate 
effectiveness of the Strategy 


We evaluate our IQAP annually through a mechanism that determines how 
effectively its activities have contributed to the overall quality of care and service 
to our Medicaid and Nevada Check Up members. 


E. Submission of the Strategy and 
related reports to CMS 


We work collaboratively with the DHCFP and HSAG to carry out the State’s 
Quality Strategy. We successfully completed all on-site review audits by HSAG, 
Nevada’s EQRO, with a 97.3% score on our most recent audit for SFY 2014-
2015.  


F. Strategy approval and Vendor 
participation in quality initiatives 


As an established MCO in Nevada, our PIPs are well designed and have 
progressed well past baseline measurements. We work collaboratively with the 
DHCFP and HSAG, as well as with our providers and members, to identify 
opportunities for quality gains and the needs of the Nevada population. We then 
apply highly structured processes to achieve targeted results through successive 
improvements. Our IQAP team brings rigorous project management expertise to 
each PIP. 
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3.11.2.2 CFR 438.204 340 – Elements of State Quality Strategies 


 


  


3.11.2.2 CFR 438.204 340 – Elements of State Quality Strategies 
 
Quality of care activities will be monitored through information obtained in a quarterly MCO Care 
Coordination Report.  These activities may include monitoring and technical assistance through site 
visits to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the MCO Care 
Coordination report and may conduct a more in-depth review and/or request additional information.  


A.  The Strategy incorporates procedures that: 
 


1. Assess the quality and appropriateness of care and services furnished to all of the DHCFP 
medical assistance program recipients enrolled in managed care under the vendor contract, as 
well as to enrolled recipients who have special health care needs; 


2. Require the vendor to develop a cultural competency plan that will include methods to 
encourage culturally-competent contact between recipients and providers, staff recruitment, 
staff training, translation services, and the development of appropriate health education 
materials. The vendor is responsible for promoting the delivery of services in a culturally 
competent manner, solely determined by the DHCFP, to all recipients including those with 
limited English proficiency (LEP) and diverse cultural and ethnic background. The vendor will 
develop methods to collect report and identify the race, ethnicity and primary language spoken 
of each enrolled recipient. The vendor will track primary language information in the health 
plans’ customer services systems. The DHCFP will provide race and ethnicity and primary 
language spoken data for the Medicaid population to the vendor(s) through a monthly 
interface. The vendors may alert the DHCFP, as part of the demographic update interface with 
DWSS NOMADS system, of any known discrepancies in the race and ethnicity or primary 
language data they receive from the DHCFP. This data will be utilized to gather baseline data 
and will lead to the development of a Performance Improvement Projects (PIP) or quality 
improvement project. Such a project will incorporate data from the State enrollment file 
according to the race and ethnicity categories as defined by CMS.  The data will be used to 
generate stratified reports as recommended by CMS and HIPAA for race and ethnicity 
categories to identify disparities.  The vendor’s will organize interventions specifically designed 
to reduce or eliminate disparities in health care; 


3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will include a 
description of how the DHCFP will complete this monitoring in line with the Strategy; 


4. Arrange for external quality reviews including a description of the annual independent external 
quality review of the timeliness, outcomes, and accessibility of the services covered under 
each vendor contract. This section should include but is not limited to a broad description of 
calculating HEDIS measures or designing performance improvement projects; 


5. That designates the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


6. Designates an information system that supports the initial and ongoing operation and review of 
the DHCFP’s quality strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy.  These sanctions meet the requirements specified in 42 CFR 438 Subpart I. 
The DHCFP’s description specifies its methodology for using sanctions as a vehicle for 
addressing identified quality of care problems; and 


8. Identifies standards, at least as stringent as those in 42 CFRPart 438 for access to care, 
structure and operations, and quality measurement and improvement. 
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1. Assessing the Quality and Appropriateness of Care and Services  
We are committed to the delivery of high-quality, evidence-based care that supports the DHCFP quality 
strategy. In fact, the DHCFP recognized that our overall quality measures are trending upward in their 
recent quality strategy. One example is our consistent improvement across all 12 immunization 
measures over the last two years, demonstrating the importance we place on preventive services for 
children and adolescents. We also showed strong improvement in rates over time for the following 
measures: 


 Timeliness of prenatal care 


 Frequency of ongoing prenatal care (<21 percent visits) 


 Frequency of ongoing prenatal care (81-100 percent visits) 


 Comprehensive diabetes care – eye exams 


 Follow-up after hospitalization for mental illness – seven days 


 Reduction in avoidable emergency room utilization (based on PIP performance) 


 Childhood immunization status for Nevada Check Up 


 Annual dental visit combined rate for Nevada Check Up 


Aligning Goals with Service Delivery and Monitoring Activities 
To make sure that care and services delivered through our health plan align with State and nationally 
recognized clinical criteria, we use the Nevada-specific Medicaid Services Manual (MSM) and 
nationally recognized evidence-based criteria for our utilization review. We also implement clinical 
practice guidelines within our case management and predictive modeling systems and with our 
providers. This promotes appropriate utilization of services and supports better health outcomes for our 
members. Our IQAP continuously monitors and mitigates quality of care issues. In addition, the 
annual Quality Assessment and Performance Improvement (QAPI) Evaluation helps determine the 
extent that our quality improvement activities have contributed to the quality of care and service 
provided to our members overall. 


Identifying Quality of Care Concerns 
We assess the quality of services through HEDIS®, CAHPS, provider surveys, quality committee 
reviews, annual QAPI and HSAG evaluations, and multiple other sources as detailed throughout our 
response. We identify opportunities to improve the delivery of care and services to members, including 
those with complex needs. In addition to direct interventions through utilization and case management, 
we use health fairs, printed materials, and mail and telephone reminders to encourage member self-
care and health promotion. 


We thoroughly investigate all potential quality of care issues, including those associated with 
infections, errors, or never events. Other potential issues include misdiagnosis, inappropriate treatment 
or complication after a procedure resulting in an adverse outcome or causing a minimum one-day 
increase in length of stay, an access-to-care issue resulting in an adverse outcome, delays in care or 
referral to specialists due to scheduling problems or inability to make contact with the physician 
resulting in an adverse outcome, and an unplanned readmission related to the same condition.  
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All inquiries are documented and routed to our Quality Management (QM) department staff. They 
research and track the issue in the quality database and immediately forward adverse incidents and 
critical events to our risk manager. We identify hospital-acquired conditions, never events, and serious 
reportable events; investigate them for cause or contributing factors; and report them as applicable by 
Nevada or federal regulations.  


Depending on their severity/complexity, selected cases are presented to the Medical Advisory 
Committee (MAC) for review and recommendation. All files that go to the credentialing committee are 
reviewed for quality of care; if they meet a specific quality of care threshold, they are then presented to 
the MAC. The MAC provides input regarding community standards for medical care, considerations 
for corrective action, and/or recommendation for termination. Once the case is selected for peer 
review, the medical director forwards it to the QM department. A QM employee places it on the MAC 
meeting schedule. The medical director submits the case to the appropriate specialty MAC member for 
review and presentation to the committee. If there is no Committee member with appropriate specialty, 
the case is referred to a provider with that specialty to review the case in advance for presentation by 
the medical director. The MAC makes recommendations on cases brought for Committee review.  


The medical director oversees corrective actions related to clinical quality issues or provider or office 
staff behavior. The medical director will recommend immediate action when the member’s health or 
well-being is in jeopardy. Other corrective actions include: 


 Obtaining the provider’s written response to the Committee’s questions or concerns 


 Obtaining the hospital’s response verifying that the issue was referred to or discussed in the 
hospital’s Quality Committee 


 Approving the response previously provided by the physician 


 Closing the case with no further action required 


 Follow-up medical record reviews 


 Referral to the Credentialing Committee for further appropriate action up to and including 
termination from the network 


Once a decision regarding the appropriate action has been made, a QM employee: 


 Notifies Grievance and Appeals that the MAC reviewed the case and a letter has been sent to the 
provider 


 Notifies the Credentialing department in writing of the MAC decision, as appropriate 


 Prepares letters regarding MAC and medical director decisions to the provider and requests 
corrective action, as appropriate 


Assuring Appropriateness of Care 
We believe the appropriateness of care is a four-pronged process that includes the State, health plan, 
providers, and members.  


Appropriateness of Care Driven by the DHCFP 
We use the DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS), the Nevada 
MSM, required performance objectives, and other measures to support requirements for the delivery of 
appropriate services for every member of the State’s funded medical programs.  
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Appropriateness of Care Driven by our IQAP/UM 
We use the Nevada Medicaid Services Manual, InterQual criteria, and our medical policies and 
clinical utilization management guidelines to determine authorizations for physical and behavioral 
services for our members. We evaluate our UM employees annually to assure consistency of guideline 
application through a rigorous inter-rater reliability (IRR) process. We have participated in IRR 
assessments since 2009 with excellent results – our 2015 assessment validated that 100 percent of IRR 
scores exceeded our compliance threshold. Licensed clinical UM staff, including behavioral health and 
pharmacy professionals, who apply medical necessity criteria participate in the IRR process. Its results, 
as well as aggregate national results, are reported to our QAC. Opportunities for improvement are 
identified and addressed by action plans.  


Appropriateness of Care Driven by the Provider 
We incentivize providers to deliver high-quality, cost-effective services. Our innovative programs 
reward providers for connecting our members to the health care services they need to improve health 
outcomes while driving accountability and efficiency. Our provider incentive programs reflect the 
unique characteristics of our Nevada provider network, health care consumer patterns, and the 
DHCFP’s goals.  


Our Provider Quality Incentive Program (PQIP) provides 
incentives for select primary care practices, including Patient 
Centered Medical Homes, to undertake systemic improvements 
that affect both health care outcomes and cost trends. Practices 
must participate for at least one year and have at least 1,000 of 
our members to participate in PQIP. The program uses a system 
of HEDIS®-like quality indicators and shared savings principles 
to encourage efficient, preventive, and cost-effective delivery of 
health care services, thereby protecting the best interests of our members and reducing unnecessary 
utilization. We accumulate provider practice information daily, weekly, and monthly. Every month, 
providers receive reports that signal a need for proactive outreach, including a “missed opportunity” 
report listing members who have not yet had a periodic or recommended test, screening, or visit. Since 
adding 18 practices to the PQIP program in 2016, 30 Nevada primary care practices now participate in 
PQIP. These practices provide care to more than 95,000 (approximately 52 percent) of our Nevada 
members.  


Our Obstetric Quality Incentive Program (OBQIP) offers monetary incentives to participating 
providers for increasing access and improving quality of care and outcomes to our maternity members 
throughout their pregnancies. Obstetric (OB) providers receive incentive payments for achieving 
performance targets on specific measures important to our maternity members’ health and aligned 
with quality and outcome goals such as: first prenatal care visit timeliness, postpartum visit rate, 
prenatal substance use disorder screening rate, preterm birth rate, low birth weight rate, and overall C-
section rate. OBQIP participating providers may earn enhanced reimbursement in the form of an 
annual bonus. We currently have 10 OB provider groups with approximately 3,100 attributed maternity 
members participating in our OBQIP program in Nevada. 
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Appropriateness of Care Driven by the Member 
We are a member-centric organization and delivery system. For 
members to make informed decisions, we promote shared 
decision-making among our employees, members, and providers. 
We inform our members about our IQAP activities through: 1) 
Health care responsibilities delineated in the member handbook, 2) Representation on our Consumer 
Advisory Committee, 3) member newsletters, and 4) Information posted on our member website.  


2. Cultural Competency Plan  
We have a current DHCFP-approved Cultural Competency Plan to guide our interventions and 
sensitivities with all ethnic; racial language-, age-, or gender-specific; and disabled populations. We 
submit a revised Cultural Competency Plan annually, and meet 100 percent compliance for all criteria 
listed.  


We have collaborated with the DHCFP since the start of our tenure in Nevada to address disparities in 
health care utilization and outcomes. We have been an active participant in the Racial and Ethnicity 
Disparities Work Group, sharing strategies and best practices to reduce disparities. 


Our Cultural Competency Plan serves as a blueprint for a comprehensive, organized, and methodical 
approach to the strategic planning, development, and evaluation of cultural competency. Cultural 
competency is also part of our staff training. 


We organized our Cultural Competency Plan around the following Guiding Principles, which guide 
our staff in making culturally sensitive decisions and acting in a culturally sensitive manner. We 
continually monitor ethnicity reporting sources from the DHCFP and our own demographic data to 
identify potential disparities in health care delivery and services. We expect all health plan employees 
to adhere to these Guiding Principles regardless of position or level to assure we deliver care and 
services in the most culturally competent manner:  


 We acknowledge that individuals’ culture is relevant to their health care recovery and the services 
they receive.  


 We believe that cultural, ethnic, and linguistic diversity enhances the personal and professional 
experiences of all stakeholders.  


 We are committed to developing culturally sensitive practices that can help reduce barriers to 
effective care.  


 We are committed to broadening access for multi-cultural participation within our network.  


 We are committed to educating our employees, provider network, client organizations and their 
members, and the community in cultural competency as a right.  


 We are committed to promoting models of communication that give voice to all cultures.  


 We are committed to making sure all organizational and individual activities are culturally.  
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We firmly believe that we must recognize and thoroughly understand the role that language, age, 
culture, ability, socioeconomic status, and ethnicity play in the lives of our members to make sure 
everyone receives equitable and effective health care at the right time and at the right place. We are 
committed to the following goals: 


 Culturally Diverse and Culturally Competent Workforce. When recruiting for open positions, we 
seek out candidates who are bilingual in English and Spanish. Currently, 80 percent of our member 
liaisons or outreach specialists speak Spanish as a primary or secondary language. 


 Comprehensive training curriculum for cultural competency that assures all associates of receive 
education and training in culturally and linguistically appropriate care and service. We conduct 
initial and ongoing cultural competency training for every employee. 


 Provide language assistance services, at no cost, to members with limited English proficiency or 
impaired hearing at all points of contact. We provide methods for communication in alternative 
formats, such as our video relay line for those who are deaf or hard of hearing, and large print and 
Braille for those who have low vision or are blind. We offer language assistance and interpreter 
services for those with limited 
English proficiency (LEP).  


 Easy-to-understand member-
related materials available 
in the member’s language 
of preference. As shown in 
Figure 3.11.2.2-1, we use 
demographic information to 
make sure that our 
materials are easy for our 
members to understand. 
Based on an analysis of 
members in Nevada 
requesting translation 
services, we found that 
96.69 percent of them 
requested translation into 
Spanish. All of our member 
materials are available in 
both English and Spanish, 
and more than 28 percent of 
our providers speak Spanish 
as a second language.  


  


Figure 3.11.2.2-1. We Use Demographic Information to Make Sure 
That Our Staff and Member Materials Meet the Needs of Our 
Population 
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 Develop collaborative relationships with communities to address health beliefs and needs of 
ethnic/cultural populations. We partner with local, community-based organizations and advocacy 
groups to help us identify, better understand, and address the needs of members. For example, we 
partner with Research, Education and Access for Community Health (REACH), an organization 
that provides evidenced-based research, information, development, and implementation of programs 
for community health services in the State of Nevada specific to the large Hispanic community but 
also for the minority community in general.  


 Strive to credential providers who understand and appreciate the socio-economic and cultural 
challenges that our members face in addition to their complex medical needs.  


We build and maintain a culturally competent network of providers attuned to cross-cultural issues, 
who respect cultural differences, communicate effectively, and provide the same level of quality care to 
every member.  


We expect our providers and their staffs to gain and continually increase knowledge, skill, attitude, and 
sensitivity to diverse cultures. This results in effective care and services for all people by considering 
each person’s values, reality conditions, and linguistic needs.  


Collection of Race, Ethnicity, and Language Data 
We support the development of new methods to collect; report; and identify race, ethnicity, and primary 
languages spoken by our members. We currently obtain this data from the DHCFP through monthly 
enrollment files, and we collect additional information through a variety of member contact points. We 
make sure that we understand the composition of our membership, so that we can effectively provide 
services and supports that are consistent with their ethnic and cultural backgrounds.  


Race/Ethnicity Analysis for Performance Improvement Projects  
For each Performance Improvement Project (PIP), we analyze the racial and ethnic distribution of 
services that our members access and identify potential disparities in care. We are committed to 
initiating targeted interventions to reduce disparities in health care. If indicated by the findings, our 
plan will incorporate specific interventions for race and ethnicity to improve measured rates so that all 
populations are benefitting equitably. 


Targeted Outreach to High Volume Diverse Communities  
We continuously network with professional, community-based, and minority Chamber of Commerce 
organizations (for example, Las Vegas Latin Chamber of Commerce), minority job fairs, and current 
employees to identify applicants with appropriate skills and language proficiency. 


Supporting Native Americans 
We have experience working with several State partners on Indian Health Services (IHS) and tribal 
clinics, and we understand the policies and procedures regarding enrollment and disenrollment 
applicable to Nevada Medicaid- and Nevada Check Up-eligible Native American members. 


We currently have more than 1,650 members of Native American descent in Nevada. We have 
established policies and procedures to request and receive medical records when a Native American 
member seeks covered services that IHS recommends and the member seeks through our health plan. 
We will make sure that all medically appropriate services are covered and provided. All documentation 
is available for review by the DHCFP or other designated reviewers. 







 
   


 


3. SCOPE OF WORK 
3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 


Nevada Managed Care Organization RFP# 3260 Section 3.11 — Page 13 
 


Our care coordination and case management model includes coordination with IHS and tribal clinics. 
We are committed to coordinating the array of benefits and services necessary to achieve the DHCFP’s 
goal for improved health outcomes for Medicaid and Nevada Check Up members. 


3. Monitoring Vendor Compliance 
We understand the State will monitor and evaluate our compliance as a contracted Vendor and our 
subcontractors’ compliance with standards. 


We also monitor and verify our subcontractor contract compliance using established national and local 
resources and processes. At the national level, we confirm subcontractor compliance with federal and 
State program integrity requirements. We also:  


 Review management reports 


 Conduct readiness reviews and annual on-site audits of delegated services 


 Monitor subcontractor financial stability 


Our national Vendor Selection and Oversight Committee (VSOC), quality management and 
compliance staffs, department leads, and health plan leadership work together to make sure that all 
subcontractors comply with all applicable requirements and expectations, as well as promptly identify 
and mitigate potential risks. Examples of information we review during monthly workgroup meetings 
include subcontractor rosters to identify adequacy of service coverage and access; call center reports to 
monitor call volume and resolution; customer complaint reports to identify quality and compliance 
issues; and claims payment reports to monitor payment accuracy, timeliness, and service utilization. 
We also hold weekly and ad hoc meetings between subcontractors and our staff, including the 
applicable account management Sr. advisor, during member growth or program changes. We often 
hold quarterly meetings with subcontractors to discuss performance benchmarked against Contract 
provisions and customer expectations. Reports and information are presented through the Quality 
Assurance Committee for any action or to address complaints about the subcontractor. 


4. Monitoring of Established Standards and Evaluations  
We work closely with the DHCFP and HSAG to continuously improve the quality of care and services 
for Medicaid and Nevada Check Up members. We provide access to all reports, medical records, data 
collection systems, and other sources of information to enable evaluation of our services. We work 
closely with HSAG on state-defined PIPs and incorporate their recommendations into our processes as 
described in Section 3.10.1 of this RFP. We are committed to supporting Nevada in meeting its quality 
management requirements. Specifically, we will: 


 Comply with the quality standards established by the State and provide all information and 
reporting necessary to carry out obligations for its quality strategy 


 Participate actively in external independent reviews of our performance-related quality, timeliness, 
and access to covered health care services  


 Provide all information required for external quality reviews in the timeframe and format requested 
by HSAG 


 Incorporate and address findings from external quality reviews in our IQAP 


 Collaborate with HSAG to assess quality of care and services provided to members and identify 
opportunities for improvement 
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 Collaborate with the State and HSAG to measure identified performance measures that assure 
quality and accessibility of health care in the appropriate setting to members, including validation 
of PIPs and performance measures 


 Respond to HSAG recommendations within timeframes established by them, the DHCFP, or its 
designee 


 Make results of every external independent review available to participating health care providers, 
members, and potential members of the organization, while protecting the identity of individual 
patients 


Our strong performance in Nevada results from deployment of a dedicated, locally-based, quality team 
which fully leverages our deep experience using training, systems, policies, procedures, processes, and 
assistance from key experienced staff from our affiliate markets. Our Director IQAP is responsible for 
making medical and other records available for review as requested. Our provider agreements require 
that medical records and documentation be available for reviews by our health plan, State, or federal 
entities. The director of IQAP and the QM department will continue to actively collaborate with the 
DHCFP and HSAG on quality measurement and improvement. 


5. Performance Measures 
In addition to performance measures specified by Nevada, in accordance with 42 CFR 438.240(a)(2), 
we also report those required by CMS and that may be developed in the future. We understand that 
CMS may specify certain measures and topics for PIPs that 
align with their strategy to improve existing program integrity 
efforts as well as implement new initiatives in the Medicaid 
program. We, and our affiliates, are accustomed to meeting all 
CMS reporting requirements in Nevada and 19 other states, and 
fully support initiatives at the state and federal level to increase 
our ability to leverage program data to protect Medicaid from 
fraud, waste, and abuse.  


We have proven experience in Nevada that supports our ability 
to quickly update our reporting to accommodate new requests or 
requirements. For example, the State required six additional 
reporting measures last year. Our health plan promptly 
integrated the new measures into our system before the 
requested date. 


6. Information System That Supports the DHCFP Quality Strategies  
We recognize the significance of structured, expertly operated, and well-maintained information 
management systems to a successful Medicaid operation that supports the DHCFP quality strategies 
and health plan goals. Our Management Information System (MIS) is critical to our ability to 
maintaining, providing, documenting, and retaining information necessary to substantiate and report 
our compliance with these requirements. Our MIS is built on a managed Medicaid model and 
currently supports millions of members who receive their health care through government-sponsored 
programs.  
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To best support our customers —members, providers, and the DHCFP — we integrate Technology 
Services management with operational departments, including Claims, Encounters, Care 
Coordination, Provider Data Management, Enrollment, Member and Provider Services, and Program 
Integrity. Integrating the management of these functions creates a collaborative environment to focus 
on implementing technology tools that help drive operational improvements. 


We employ a health information system that collects, analyzes, integrates, and reports data in 
accordance with 42 CFR 438.242. We maintain data in standardized systems and databases in a 
confidential, accurate, timely, and comprehensive manner. We receive and process external data 
according to structured processes and timeframes. We verify internal and external data by rigorous 
quality checks for integrity. We make all collected data available to the DHCFP and CMS upon 
request. We use many IQAP data sources for analysis, tracking, and trending, including: 


 Enrollment, disenrollment, and member demographic information (including race, ethnicity, and 
language spoken) 


 Claims and encounter data, with an emphasis on over- and under-utilization 


 Utilization and case management authorizations, assessments, and notes 


 Medical record audit results with follow-up on recommended actions 


 Grievance and appeal summary with pattern analysis 


 Adverse incident results focused on critical incidents 


 Member satisfaction survey 


 PIP interim results to identify progress or a need to modify interventions 


Core Operations System  
Facets, our core operations system, is the authoritative host, or system of record, for data about 
providers, members (including enrollment and eligibility), claims, and authorizations. Updates to this 
information occur through the user interface or application-specific data loads, such as enrollment 
files received from the DHCFP or its agent. We maintain data quality through many interfacing 
applications that apply rules-based standardization, verification, and validation logic to data elements. 
For example, Facets facilitates processes that include: 


 Provider network management 


 Group/membership administration 


 Referral management 


 Hospital and medical pre-authorization 


 Case management 


 Customer service 


 Electronic data interchange 


Care Management System 
Our Care Coordination System comprises member utilization data (such as claims history, 
authorization, immunization records, lab results, and care and disease management data) that are 
readily available in an organized format with tools for care coordinators and providers to identify and 
manage members’ needs. The system collects, organizes, and presents information enabling 
management and coordination of member care. Our Integrated Member Dashboard, available to our 
employees and network providers, consolidates member data and information from various sources 
into a single record that displays member data in an easy-to-navigate dashboard, including HEDIS® 
care alerts, authorizations, prescriptions, immunizations, lab results, and claims organized by type 
(such as inpatient, emergency room, and office visit). One feature of our system application is its ability 
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to organize information into a timeline of clinical events representing a longitudinal patient record for 
the member across a number of domains, including diagnosis, providers, and medication history. 
Events are displayed as icons that show the intersection of “what and when.” Both our Care 
Coordination System and Integrated Member Dashboard interface seamlessly with our Core 
Operations System and represent the system of record for member care coordination information. 


Provider Data Verification  
Our Core Operations System is the system of record for our provider data, including demographics, 
type, specialty codes, payment information, contract status, license number, credentialing information 
and status, affiliations, and PCP panel capacity. We use an integrated workflow and imaging 
application to support the provider intake and information management process and to verify accuracy 
and completeness of the data.  


The application stores our provider contracts and credentialing applications, aiding compliance 
management by tracking the details. On a quarterly basis, employees pull and review a random 
selection of provider files to verify accuracy and timeliness of all provider and credentialing data 
elements.  


Our Encounter Management System (EMS) edits and processes all encounter records against the 
DHCFP requirements. Business rules evaluate each claim or service line to validate that records meet 
Nevada-specific processing standards and confirm the presence and validity of all required data 
elements, including member and provider data. 


Supplemental Applications  
Our MIS also includes additional integrated supplemental applications that support the overall 
functionality of Medicaid managed care, including call center efficiency, prompt provider payment, 
member ID cards, EPSDT, HEDIS®, and document imaging and workflow. Dashboards/business 
intelligence, analytical reporting, and other supplemental applications maximize functionality, 
efficiency, security, and data analytics. 


Data Warehouse 
Our data warehouse supports operational 
processes, analytics, and reporting to meet 
Contract requirements. It is fed directly from the 
system of record to promote data quality, 
control, and consistency. The data warehouse 
delivers a comprehensive source of health 
information about our Nevada members and 
includes encounter claims data for medical, 
behavioral health, pharmacy, dental, vision, and 
transportation services they receive. We 
integrate additional information into the data 
warehouse to support other processes, including 
lab results and immunization data. The data 
warehouse supports access to integrated 
member health information; advanced data analytics, including our predictive modeling system that 
identifies members for care management; and our operational, management, and regulatory reporting 
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to support our operations. Robust reporting tools and our data warehouse support generation of timely, 
accurate, and complete reports to the DHCFP. 


HEDIS® Management Information System  
Our HEDIS® Management Information System (MIS) provides the structure that supports our 
dedicated team of data experts. This team applies rigorous quality control tools to validate HEDIS®, 
HEDIS®-like, and health plan data used to measure outcomes for many quality activities. Managing all 
the data sources, formats, and elements HEDIS® requires demands a comprehensive solution to 
capture and report data and information to support the process. Our solution exists in a data 
warehouse that stores data from multiple sources beyond the information stored in our transaction 
processing systems.  


Our Analytic Expertise Supports Quality Data Management  
A team of analytical professionals support our performance improvement activities and our strategy to 
leverage clinical analysis, research, and development to drive quality improvements. Biostatisticians, 
epidemiologists, and analysts provide expertise to our Quality team using multiple resources and 
programs for IQAP reporting. This national team of dedicated HEDIS® employees, including project 
managers, performance project employees, and local health plan management and QI coordinators:  


 Mine, map, and extract data, and then report, review and analyze all HEDIS® data to track 
performance and interpret trends  


 Meet with our IQAP employees weekly to identify improvement opportunities 


 Synthesize data that links IQAP interventions, such as member and provider outreach, with data 
improvements and identify interventions that have the greatest impact at the plan level 


 Validate 100 percent of data, require accuracy and data efficiency, use knowledge of local 
providers, train personnel, and implement member and provider interventions 


Our information systems collect and integrate health information to support quality activities. We 
collect various kinds of data from internal/external data sources: claims; pre-season medical record 
reviews; laboratory results; pharmacy; dental/vision subcontractor encounters; State historical files 
and Fee-for-Service information; and Nevada State immunization information.  


To create our HEDIS® warehouse, we divide all encounter data sources into three categories: claims, 
pharmacy, and laboratory results, following a HEDIS®-certified software’s data category and layout. 
We map data into standard formats within those three categories to capture a comprehensive clinical 
history of our members. A national auditor reviews all warehouse data before submission to NCQA for 
HEDIS® reporting.  


Our health plan generates specific data mapping for the State for both HEDIS® and HEDIS®-like 
measures. Through our expertise with that data collection, we work with the State to extrapolate it into 
segregated data warehouse components. 


Our software extracts the information in our warehouse. We use current NCQA-certified HEDIS® 
software to collect HEDIS® measures and follows the current specifications as validated by an 
externally certified, NCQA-approved auditor. Our HEDIS® Data Management and Maintenance team 
oversees the data processes to verify that our quality metrics accurately reflect our performance.  
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We monitor and audit all data sources. We also leverage and examine all readily available 
supplemental data sources (such as state immunization registries, historical member databases, and 
year-round medical record review results) to make sure that we report the most accurate results. We 
regularly assess the viability of seeking additional data resources such as local laboratory providers 
who may not regularly submit data. 


Meticulous data management protocols validate that our HEDIS® reports reflect all potential 
encounters. Data mapping and extraction protocols undergo stringent quality testing prior to actual 
production and verify that our results reflect all appropriate provider specialties, state-specific coding 
practices, and NCQA updates. Our team regularly assesses data integrity and searches for reporting 
anomalies that may skew results, such as improper claims coding. 


Benchmarking tools enable the team to identify potential data irregularities. Using internal 
benchmarks (such as previous annual results, state averages, or NCQA percentiles), the team 
continually searches for data reporting errors that may distort HEDIS® results. 


Our processes fully support data disaggregation to evaluate health disparities. We detail gaps in care 
by member in quarterly files that we export to the member website for ongoing outreach. 


7. Intermediate Sanctions to Improve Quality 
We have never received a sanction since we have been operating in Nevada.  


We acknowledge the role that sanctions from the DHCFP may play in driving quality performance and 
we are prepared to respond immediately to any sanctions, including intermediate sanctions that the 
DHCFP may direct. 


8. Standards  
We have reviewed the Standards set forth in 42 CFR 438, the RFP, and in the current scope of work 
for access to care, structure and operations, and quality measurement and improvement. We will 
continue to comply with all standards under our existing and future Contracts. We also are responsive 
to the DHCFP’s changing needs and new priorities, and will promptly implement new and innovative 
solutions to support Nevada’s vision.  


We understand the DHCFP promotes best and emerging practices among the health plans and 
supports the use of nationally recognized protocols, standards of care, and benchmarks to measure 
performance. To encourage these best practices, the DHCFP recently included a new requirement in 
the MCO Contracts for implementation of a shared savings model focused on reducing behavioral and 
mental health lengths of stay, readmissions, and emergency room (ER) utilization in hospitals.  


In response, we contracted with a behavioral health provider to provide rapid response service in ER 
settings. The Rapid Response Service staff members assist in 
triaging and assessing the needs of members who present in the 
ER for mental health concerns. They coordinate outpatient care 
for the member as indicated, and through our Psychiatric Urgent 
Facility (PUF) when inpatient care is not medically indicated. 
Members referred to the PUF are transported by a field-based care 
coordinator and offered access to medical care, medications, food, and shelter for up to 12 hours. To 
serve our members where they are, we opened the first of two planned PUF facilities this year to meet 
the needs of homeless adults who may not want traditional housing and as an alternative to the ER or 
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a more lengthy institutionalization for mental disease (IMD) stay. In the first four months of operation, 
we served 141 members – some more than once – in the facility.  


This is one example of how we rapidly respond to new standards through collaboration and innovation 
to achieve intended results and outcomes. 


  







 
   


 


3. SCOPE OF WORK 
3.11 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 


Nevada Managed Care Organization RFP# 3260 Section 3.11 — Page 20 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


 


This page is intentionally left blank 







 
   


 


3. SCOPE OF WORK 
3.12 FISCAL REQUIREMENTS 


Nevada Managed Care Organization RFP# 3260 Section 3.12 — Page 1 
 


3.12 FISCAL REQUIREMENTS 
 


3.12.1 Vendor Fiscal Standards 


 


We will continue to comply with all State of Nevada Division of Insurance standards, in addition to the 
managed care program standards described in this section. 


3.12.2 Performance Security Deposit 


 


We maintain a performance security deposit to the DHCFP to guarantee payment of our obligations 
under our current Contract and will continue to comply with the State’s requirements under the new 
Contract. We acknowledge that the performance security deposit must be in the form of a bond 
furnished by a surety company authorized to do business in Nevada. We agree that the performance 
security deposit may be used by the DHCFP to remedy any breach of contract or sanctions imposed on 
our health plan. 


3.12.2.1 Deposit Amount – Initial 


 


We understand that the initial deposit of $15 million must be deposited within ten business days 
following Contract award, as stated in RFP Attachment E ~ Insurance Schedule. We understand that 
this amount must be reviewed at the end of the Contract’s first quarter and may need to be increased or 
decreased. We also acknowledge that the amount of the performance security deposit must be equal to 
110 percent of the highest month’s total capitation amount in the first quarter or $15 million, 
whichever is greater.  


  


3.12.1 Vendor Fiscal Standards 
 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
vendors. The vendor must comply with all DOI standards in addition to the managed care program 
standards described in this section.    


3.12.2 Performance Security Deposit 
 
The vendor must provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to the DHCFP in order to guarantee 
payment of the vendor’s obligations under this contract.  The performance security deposit may be 
utilized by the DHCFP to remedy any breach of contract or sanctions imposed on the vendor. 


3.12.2.1 An initial deposit of $15,000,000 must be deposited within ten (10) business days following 
award of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule.  This 
amount must be reviewed at the end of the first quarter of the contract period and may need to be 
increased or decreased to equal the actual required security deposit amount.  
 
The amount of the performance security deposit shall be equal to one hundred and ten percent 
(110%) of the highest month’s total capitation amount in the first quarter or fifteen million dollars ($15 
million), whichever is greater. This must be deposited with the State Treasurer within fifteen (15) 
calendar days after the end of the first quarter of the contract. The total capitation amount is the sum 
of all capitation payments for all recipients for the month. 
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3.12.2.2 Deposit Amount – After Initial Year 


 


After the initial year of the Contract, we will increase our performance security deposit to be the 
greater of 110 percent of the preceding year’s highest month’s total capitation payment or $15 million 
as we currently do. 


3.12.2.3 Surety Bond Company Requirements 


 


We will continue to use a company that meets the requirements listed in items A, B, and C in Section 
3.12.2.3 for our performance security bond. We currently use Zurich American Insurance Company, 
which meets the DHCFP requirements. 


3.12.2.4 Maintaining Deposit After Contract Term 


 


We will maintain the performance security deposit after the Contract term to cover all outstanding 
liabilities. 


3.12.3 Vendor Liability  


 


We require our subcontractors to comply with the DHCFP’s vendor liability standards and Section 
3.12.3.1 and 3.12.3.2 requirements. 


As part of our oversight and monitoring program, we continuously track the performance and 
financial stability of any subcontractor we engage. We confirm compliance with contract and other 
applicable requirements and that our members (recipients) and providers are receiving high quality 
services. We recognize that subcontractor oversight and monitoring requires a flexible approach 
tailored to the specific functions and services each subcontractor provides. We adapt the scope and 
frequency of our oversight activities to reflect the nature of delegated activities and the nuances of 
services provided, using our contractual obligations to the DHCFP as the foundation of our program. 


  


3.12.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent 
(110%) of the preceding year’s highest month’s total capitation payment or fifteen million dollars ($15 
million), whichever is greater. 


3.12.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond 
must utilize a company that meets the following listed requirements: 


A.  A.M. Best A-VII rated insurance company; 
B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and 
C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


3.12.2.4 The vendor must maintain the performance security deposit after the contract term for a 
length of time to be determined by the DHCFP in order to cover all outstanding liabilities. 


3.12.3 Vendor Liability 
 
The requirements set forth below shall be included in all subcontracts. 
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3.12.3.1 Ensure Recipients are not held Liable 


 


We do not and will not hold our members liable for any of the situations listed in items A through D of 
Section 3.12.3.1 of the RFP. 


We are a strong, financially secure health plan. In the unlikely event we were to become insolvent, our 
providers will not charge our members any portion of the costs incurred by Contract services. In our 
provider agreements, we include language that our members will be held harmless in the event of 
insolvency. 


We also protect members from situations where a provider bills them for services for which they have 
no liability, also called balance billing. Our comprehensive policy aligns with the DHCFP 
requirements. We include language in our provider contracts prohibiting the practice, and we have an 
established policy and procedure for handling member calls regarding provider bills. We support 
proper provider billing practices by educating providers and members, maintaining a documented 
process for handling balance billing resolution, and monitoring provider compliance. 


Educating our Members and Providers 
We take proactive steps to educate our members and our providers 
about member liability. Our member handbook, mailed to 
members and posted on the public portion of our Nevada member 
website, has a section titled “If you get a bill or your provider 
charges you a fee.”  The member handbook explains the situations 
when a provider cannot bill or charge the member. It also informs 
members who receive a bill for payment to contact our member 
call center or send the bill to us for assistance. 


If the member contacts the call center, the member services representative will confirm the member’s 
identity in accordance with privacy regulations and verify eligibility on the date(s) of service. The 
representative then instructs the caller to look at the document to verify it is a bill rather than an 
Explanation of Benefits (EOB). If it is a bill, the representative confirms that it shows a dollar amount 
due. If so, the representative validates that the service is a covered benefit. If the service is covered, our 
representative assures the member that the health plan will resolve the matter and verifies that the 
member is not legally required to pay the bill. If the service is not covered, our representative connects 
the caller with a member advocate who can verify that the provider completed the appropriate form to 
notify the member that the service is not a covered benefit. 


When we contact the source of the bill, usually a provider’s office or an agency, we educate them about 
acceptable billing practices and remind them of the prohibition against balance billing. If we confirm 


3.12.3.1 The vendor must ensure that its recipients are not held liable for any of the following: 
A.  The vendor’s debts, in the event of the vendor’s insolvency; 
B.  For services provided to the recipient in the event of the organization failing to receive payment 


from the State for such services; 
C.  For services provided to a recipient in the event a health care provider with a contractual, 


referral, or other arrangement with the vendor fails to receive payment from the state or the 
organization for such services; or 


D.  Payments to a provider who furnishes covered services under a contractual, referral, or other 
arrangement with the vendor in excess of the amount that would be owed by the recipient if the 
vendor had directly provided the services. 
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we have already received the claim and it is being processed, we communicate the claim status and 
suggest that the provider check further status updates through our online tools or through the 
interactive voice response system, both available to providers twenty-four hours a day, seven days a 
week (24/7). If it appears that the provider has not yet submitted the claim to us, we will instruct the 
provider to send it for adjudication. 


We recognize the legal prohibition of balance billing by providers. Our provider manual includes a 
section called “Billing Members” that addresses: 


 Procedure to follow before delivering a non-covered service 


 Prohibition against balance billing members above the amount we pay for covered services 


 Other scenarios where billing members is prohibited, including failure to submit a claim on time 
and failure to submit a timely appeal 


Prior to authorizing services with out-of-network providers, we assure that they fully understand and 
accept the prohibition against balance billing. Our provider relations representatives educate providers 
on prohibited practices and continuously monitor their activity. Providers must report and maintain a 
central record of amounts charged to members and billing activity related to services provided to a 
member. In addition, we educate members about the resolution and the consequences of signing 
waivers for non-covered services. We will help a member recover payments for inappropriate charges 
and will repay the member if the recovery is not successful. 


3.12.3.2 Ensure Continuation of Services During Insolvency 


 


In accordance with State Medicaid Manual 2086.6.B., we will ensure the continuation of services to 
our members during insolvency. 


3.12.4 Payment of Claims 
 


3.12.4.1 Paying Claims in Accordance with State and Federal Statutes 


 


As a Nevada MCO, we have a fully operational claims processing system that complies with the 
DHCFP requirements and State and federal regulations. Since 2013 we have processed more than six 
million Nevada Medicaid and Nevada Check Up claims. In the first six months of 2016, we processed 
1,084,441 claims in an average turnaround time - date of receipt to date of payment to the provider - of 
4.7 days. 


Our claims adjudication system applies a series of automated edits to verify that incoming claims are 
for covered services. Edits also verify member eligibility as of the date of service, check provider status, 
and confirm that services are covered and not excluded under the DHCFP managed care Contract or 
the Nevada Medicaid State Plan. We reject claims that fail these edits. We will continue to adjudicate 


3.12.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for 
Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


3.12.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, 
authorized covered services provided to enrolled recipients on dates of service when they were 
eligible for coverage unless the services are excluded under the DHCFP managed care contract or 
the Nevada Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with 
state and federal statutes and regulations. Not meeting all federal requirements, including those for 
timely claims payment, may be considered a breach. 
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and pay claims in accordance with State and 
federal statutes and regulations and understand 
that failure to meet requirements may be 
considered a breach. 


We recognize the vital role that timely and 
accurate claims processing plays in provider 
satisfaction and, by extension, the ability of our 
members to access the services they need. Our 
repository of adjudicated Nevada claims delivers 
incredible value to our health plan as the key 
source of data for quality and utilization 


monitoring, input for our predictive modeling process to identify and stratify members for care 
management and disease management programs, and information for targeted provider education and 
outreach. We also use this claims repository to supply the DHCFP with timely, accurate, and complete 
encounter data to support program monitoring and provide input to capitation rate development. 


3.12.4.2 Bill Known Third Party Liability Prior to Claim Payment 


 


Our claims adjudication system includes edits to identify and prevent potential overpayments based on 
alternate insurance information documented in a member’s record or indication that the claim has 
already been adjudicated by the primary carrier. Through these edits and associated processes, we 
make sure that known third party liability is billed and processed prior to paying a claim. 


As shown in Figure 3.12.4.2-1, our claims processing system checks the claim for the presence of an 
EOB indicating prior adjudication and the member’s record for any Other Health Insurance (OHI). 


Figure 3.12.4.2-1. Our Claims System Automatically Evaluates Third Party Liability during Adjudication 


 


3.12.4.2 In cases where third party liability is known, the vendor must ensure that third party liability 
has been billed and processed prior to paying the claim. 
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If the claim reflects adjudication by the identified primary carrier and the required EOB 
documentation is attached, in many cases Coordination of Benefits (COB) can occur automatically. If 
the system cannot apply COB guidelines, the claim pends for review. For pended claims, the analyst 
reviews the claim and the attached EOB(s) to assure that any copayment, coinsurance, or deductible 
amount required by the primary carrier is considered in determining any balance due to the provider 
and that the combined payments by the carrier and our health plan do not exceed allowable amounts.  


If the claim does not reflect adjudication by the identified primary carrier, or it references payment and 
the required EOB documentation is not attached, we return the claim to the submitting provider. We 
include instructions that direct the provider to bill the appropriate third party for payment adjudication 
and then re-submit a claim if there is a balance owed. We pay claims/services appropriate for cost 
avoidance exception if other coverage criteria are met. 


If no EOB is attached, the system checks for other health insurance coverage documented in the 
member’s record. If present, the system compares the submitted dates of service to the effective and 
termination dates of the third party coverage. If the claim dates of service are within the third party 
coverage effective and termination dates, the claim pends for analyst review. If the analyst determines 
the claim is eligible for cost avoidance, he/she will coordinate the claim based upon our COB 
guidelines. 


3.12.4.3 Claims Processing System to Support Contract Requirements 


 


Our claims processing system is fully operational and configured to meet current Contract 
requirements and to support provider payment and reporting requirements. For the new Contract, we 
will implement minor configuration changes to accommodate new requirements, such as the increase 
in timely filing in Section 3.12.4.4. 


Our claims processing system fully integrates with other components of our Management Information 
System (MIS), including member (demographics, eligibility, and other health insurance) and provider 
information, authorizations, and our data warehouses that support encounter submissions. Our highly 
efficient, accurate, and timely claims processing system supports medical and behavioral health 
operations and enables us to proudly achieve: 


 Continued compliance with federal and the DHCFP 
requirements 


 The highest degree of claims adjudication accuracy, with year-
to-date 2016 payment accuracy of 99.42 percent and financial 
accuracy of 99.52 percent 


 Provider satisfaction through prompt claims payment and 
focused attention to claims inquiries. The results of our 
October 2015 provider satisfaction survey contained positive feedback related to claims processing 


 Submission of complete, accurate, and timely encounter data to the DHCFP 


 Performance and scalability to support current volumes and future growth 


3.12.4.3 The vendor must have a claims processing system and Management Information System 
(MIS) sufficient to support the provider payment and data reporting requirements specified in the 
contract. In addition, the vendor shall have the capability to electronically accept and adjudicate 
claims. 
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Our claims processing system is fully capable of supporting other covered 
populations, should the DHCFP decide to expand the managed care program. As an 
example, our affiliates use the same claims processing system to pay claims for more 


than 257,000 members who receive care through managed Home and Community Based Waiver 
Services in eight states. In the last 12 months (June 1, 2015 to May 30, 2016), this same system 
processed more than 3.3 million claims from Home and Community Based Waiver Services providers, 
including over 400,000 from non-traditional providers such as those offering home-delivered meals, 
home-modification services, and personal emergency response systems. If the DHCFP should expand 
to other Medicaid populations, we will leverage this experience to properly configure our claims 
processing system and expand our Nevada claims operations. 


The following sections provide an overview of our claims processing system, including our ability to 
accept and adjudicate electronic claims from our providers. We provide additional detail about some of 
these areas, including edits to identify duplicate claims, later in our response to the requirements in 
this section. 


Claims Processing System Overview 
Our claims processing system encompasses intake, validation, adjudication, and payment as shown in 
Figures 3.12.4.3-1 and 3.12.4.3-2 presented at the end of this section. The first figure illustrates our 
claims process from the receipt of an electronic or paper claim to claims adjudication and provider 
payment. The second figure highlights the validations, checks, and processes executed during claims 
adjudication. 


We accept paper and electronic claims to offer our providers maximum flexibility. We capture and 
maintain the date received for both paper and electronic claims. Claims formats are industry-standard 
and HIPAA-compliant. Regardless of entry source (paper or electronic) or provider type (in- or out-of-
network), all claims pass through the same edits and adjudication processes for consistency. 


We require the submission of claims/encounter data for each and every service delivered to a member. 
We contract with most of our providers on a fee schedule basis, which inherently drives claims 
submission and results in complete encounter data. We require providers with capitated reimbursement 
to submit encounters as zero paid claims. Zero paid claims process through our claims system, receive 
all the same edits and validations, and become part of the overall claims data set extracted for 
encounter submission. Our claims processing system—from claims intake through payment—includes 
controls that validate and account for all claims submitted, both electronic and paper. 


The system assigns each claim a unique internal control number to track its progress from initial entry 
into our system to final adjudication and online storage. Claims processing functions include the 
following: 


 Applying initial HIPAA compliance and business rule edits prior to claims adjudication (We reject 
claims that fail edits and notify the provider of the reason for the rejection.) 


 Applying claims adjudication edits to all claims based on eligibility, provider status, medical 
necessity, type and quantity of benefits, valid dates of service, pricing, prior authorization, third-
party liability, and fraud and abuse detection  
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 Verifying that the provider is not excluded by Medicare or 
Medicaid, except for emergency services (We screen against 
the federal exclusion databases monthly. If we identify any, 
we update our MIS and deny those claims. Our response to 
Section 3.16.7.1 contains more information about our 
processes to monitor for prohibited affiliations.)   


 Using criteria (via duplicate claims edits) to evaluate the 
claim against processed claims data  


 Applying enhanced clinical and National Correct Coding 
Initiatives edits to check each claim for global codes subject 
to unbundling or Medically Unlikely Edits for multiple codes 
on a claim that may be incompatible (We base the criteria on industry standards and our internal 
reimbursement policies, and our system applies the criteria to all submitted claims to validate 
accuracy. We employ an additional claims auditing step to validate services across providers, taking 
claim modifiers and provider specialty into consideration as well as how often the service can be 
performed. We provide more detail about these edits in Section 3.12.4.7.) 


 Using edits to evaluate claims for the presence of provider-preventable and hospital-acquired 
conditions (If indicated, we reduce or deny payment for certain claims demonstrating that the 
patient acquired the condition while in the hospital or outpatient surgical facility.) 


 Processing claims that pass adjudication edits during the next payment cycle (We deny claims that 
fail adjudication edits and notify the provider of the reason for the denial on the remittance advice.) 


Our claims processing system uses automated workflows to manage the steps required to auto-
adjudicate a claim and maximize the speed and efficiency of the claims process. Our auto-adjudication 
rate is currently 88.2 percent, up from 86 percent in January 2015. A claim moves automatically 
through the system based on its status at points in the process, minimizing manual processes. When 
manual intervention is required, our workflow management system automatically routes claims to 
specific work queues and analysts skilled in addressing the specific edit. 


We adjudicate claims nightly and we execute a claims payment cycle twice a week that generates 
physical checks or initiates Electronic Funds Transfer (EFT), and prepares provider remittance 
advices. The remittance advice, available in paper and online, identifies the level of payment or denial 
reason for each claim. Section 3.12.4.5 provides more information on provider payment. 


Resolving Pended Claims 
When designated edits are triggered during the claims process, the claim pends for manual review. The 
claims workflow system routes pended claims to specific work queues based on claim tiers that reflect 
the complexity of the claim. We align claims analysts with claim complexity tiers so that specialized 
analysts with experience handling the specific claim type/pend reason review pended claims. Analysts 
follow specific processing instructions based on the pend code applied to the claim. The analyst reviews 
the claim and approves or overrides the edit. The claim then adjudicates. 


Throughout each day, our claims management team monitors claims that pend for additional review 
related to medical necessity, prior authorization, or other reasons to facilitate timely resolution. Daily, 
weekly, monthly, and ad hoc reports list the number of pended claims by aging category so we can 
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quickly react to any fluctuations in claims submission and volumes. By working pended claims in the 
order of priority, we pay providers efficiently and achieve processing goals. 


Continuous Process Improvement 
We are proud of our claims processing results. However, in our culture of continuous improvement, we 
always strive to achieve even better results. We maintain strong learning loops between claims quality 
and claims operations — claims quality identifies issues and the operations team reengineers processes 
to resolve findings and avoid future issues.  


Key to claims process improvement is a governance model that includes representation from across the 
full life-cycle of claims, including provider data management, configuration, technology services, 
claims, and program integrity. The claims environment continues to become more complex, and 
process improvement can involve changes across multiple areas. When we identify a change, we 
maintain clear accountability to drive meaningful improvement. 


At the local level, our Nevada operations manager meets monthly with the claims team. These meetings 
provide an opportunity to review dashboard results on key claims indicators, quality errors, and 
new/updated policies and procedures. These meetings also help us identify opportunities for education 
(employees or providers) and other areas of improvement. 


In addition to our Nevada-focused efforts, our national Claims Quality Steering Committee includes 
senior leadership from operational areas and meets monthly to review audit errors, discuss the root 
causes, and create action plans to address deficiencies. Based on audit findings, we develop policy 
changes or edits to our claims processing system to mitigate future problems and improve claims 
payment accuracy. We log and track all plans of correction through completion. 


A national quality process improvement team works on large projects to improve claims payment 
accuracy, increase auto adjudication rates, and bring efficiencies to internal processes. This team 
follows an established project methodology through five phases: 
initiation, planning, execution, control, and close. The team also 
uses Six Sigma methodology when warranted. 


Continuous Improvement in Action 
Our Claims Workstation tool represents an excellent example of 
process improvement in action. The Claims Workstation drives 
greater consistency and accuracy in manual claims adjudication. 
Available for certain claim types, the Claims Workstation serves as an “assistant” to the claims analyst 
during manual claims adjudication. The tool guides claims analysts through step-by-step instructions 
and uses branching logic to add processing steps based on analyst input. The tool gives analysts ready 
access to information they may need during their review, including an image of the claim, member 
demographic and eligibility data, provider information, claims history, claim notes (from prior 
review/processing), and any medical records associated with the claim. 


The tool’s embedded workflow capabilities help drive timely claims payment. Analysts press a “Get 
Most Urgent” button to begin work on a new claim. Claims are routed to analysts based on a number 
of factors, including claim type, pend reason, analyst skill level, and claim age. A “Reroute” function 
enables analysts to route a claim to another queue if they are unable to complete adjudication. These 
workflow capabilities help assure that all claims are processed in a timely manner.  
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Although Claims Workstation does not replace the need for skilled and experienced claims analysts, it 
impacts claims accuracy and consistency significantly. Over time, we will add more claim types to the 
Claims Workstation. 


Electronic Claims Submission 
Our established operational and well-tested procedures are in 
place to make sure that we receive and process claims submitted 
by providers timely and effectively. While the majority of professionals and institutions submit claims 
electronically, we also accept and process paper claims. We currently receive more than 93 percent of 
our claims electronically, up from 91 percent in January 2015. 


We encourage our providers to submit claims electronically to facilitate accurate, timely, and efficient 
claims processing. Recognizing that our providers’ technology environments and needs vary, we 
support a variety of electronic claims submission solutions. To give providers maximum flexibility, we 
accept electronic claims from multiple sources: 


 Three nationally recognized Electronic Data Interchange (EDI) clearinghouses: Change 
HealthCare (formerly known as Emdeon), Availity, and Smart Data Solutions 


 Our secure provider website 
 Submission of an ANSI X12 837 (837) file  
 Submission of claims entered online using Direct Data Entry 


Since 2014, we have given our Nevada providers the option to submit claims through Availity, a multi-
payer portal that enables claims submission to multiple payers through a single sign-on. It offers 
providers a number of services, including claims submissions, claims status inquiries, claims appeal 
submission, and eligibility and benefit inquiries. 


Our MIS includes an EDI Gateway that supports the exchange of transactions from and to 
subcontractors and state agencies. The EDI Gateway handles multiple submission options, including 
Internet, secure File Transfer Protocol (FTP), Connect: Direct NDM (Network Data Mover), and 
VANs (Value Added Network). The EDI Gateway supports our Nevada health plan and our 19 
affiliates, receiving more than 69 million claims and encounters in 2015. Using the EDI Gateway, we 
follow a defined set of operational procedures to accept and process claims and encounter data from 
providers, as outlined below:  


 Electronic Claims Submission. Providers submit all electronic claims and encounters in a HIPAA-
compliant format. We retrieve claims daily from the respective secure FTP site and subject them to 
two levels of validation: 
 Compliance Check. Using Transaction Validation Manager (from Optum Insight), we apply a 


series of compliance validation checks to confirm that claims are properly formatted and do not 
contain any invalid data elements. Individual claims that do not pass compliance checks are sent 
back to the originating clearinghouse using the ANSI X12 999 standard acknowledgement file, in 
addition to an ANSI X12 277CA, which contains the details related to each rejection. 


 Business Rules. We apply business rule edits to claims that pass the compliance check. Business 
rule edits include: NDC is present (where required), valid NPI, member exists in our system, and 
member is eligible for the date of service. If claims pass all edits, they are loaded into our claims 
processing system. Claims that fail are sent back to the clearinghouse using the 277CA, which 
contains the reason for the rejection. 
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 Reconciliation. Daily reconciliations confirm that all claims received are accounted for and either 
rejected and returned or loaded into our claims processing system. We reconcile EDI claims from 
clearinghouses against vendor control totals. We reconcile other electronic claims (direct 
submission from providers or subcontractors) against control totals from our compliance check 
software. Our reconciliation tool captures date, trading partner, and source (paper vs EDI). We use 
the data to confirm that all claims received are processed to a final determination of accepted, 
rejected, paid, pended, or denied. Reports allow management to identify trends and potential 
problems. 


 Electronic Claim Image. We create and store an image of each EDI claims transaction in our 
secure document management system. Only employees who need information to perform their job 
can view image. This includes health plan staff assisting in the review of claims data and our 
national support team during the claims adjudication process and other claims-related tasks. 


Regardless of whether a claim is submitted on paper or electronically, providers can access claims 
status information through Availity and our interactive voice response system 24/7.  


Encouraging and Supporting Providers with EDI Claims Submission 
Through our experience, we know that providers realize a number of benefits when they file claims 
electronically: more complete claims information for quicker adjudication, more consistent and 
accurate payments, and faster turnaround times for better cash flow. We actively encourage and 
support our network providers to submit claims electronically by:  


 Distributing newsletters describing the benefits of EDI 


 Posting information on our provider website and including information on electronic claims 
submission in our provider manual 


 Discussing EDI with providers as part of the initial contracting process 


 Conducting targeted outreach to providers who continue to submit paper claims to identify and 
address any barriers preventing them from submitting electronically  


Providers can also call our EDI Solutions Helpdesk for technical assistance in submitting electronic 
claims. We train our EDI Solutions Helpdesk staff to support providers with initial set up, with specific 
problems, and with the submission of individual batches or individual claims. When there are major 
changes, such as the implementation of ICD-10, our EDI Solutions Helpdesk plays a critical role in 
quickly addressing and resolving provider issues to avoid interrupted or delayed claims processing.  


Paper Claims Submission 
We convert paper claims received into electronic claims, as shown in Figure 3.12.4.3-1. Throughout 
each day, Document Services scans and converts paper claims to electronic 837 claims format. They 
maintain a “clean desk” policy, meaning that all paper claims received must be scanned before the 
department closes for the day (except in cases of technical issues that prevent completion of scanning). 


Once paper claims are in an 837 format, we subject them to the same HIPAA-compliance check and 
business rule edits as claims received electronically from providers. We review any claims that fail 
against the original paper claim to confirm that the rejection is valid and not a data capture issue. If 
confirmed, the system generates a letter to notify the provider that the claim was rejected and the 
reason. 
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Proactive Provider Outreach on Claims Submission    
Educating providers on claims submission is not enough. We know that a true partnership with our 
providers involves proactive outreach when we see that they need help with claims submission. We 
proactively conduct provider outreach based on claims data we regularly review, including: 


 Detailed claim data, such as: 
 Totals – number and dollar—with trends 
 Input method 
 Rejections, including count by rejection reason 
 Denials, overall percentage and count by denial reason 


 Provider disputes and appeals, including number and topic 


 Claims issues related to specific areas, such as valid Clinical Laboratory Improvement Amendments 
identification numbers 


In addition to this proactive outreach, we hold quarterly Joint Operating Committee meetings with 
large providers to deliver further education and work through any operational issues. Prior to these 
meetings, we review data to understand the provider’s operational status, including current statistics 
and trend data about claims, authorization, disputes, and appeals. During these meetings, we discuss 
operations, education, provider collaterals, and any contract issues. Through Joint Operating 
Committee meetings, we identify any issues early in a collaborative environment and increase provider 
satisfaction. We will continue to look for ways to help our providers reduce the administrative burden 
associated with claims submission. 
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Figure 3.12.4.3-1. Our Claim Process Begins with Claims Intake and Continues through to Provider Payment  
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Figure 3.12.4.3-2. All Claims, Whether Submitted Electronically or on Paper, Follow the Same Adjudication Process  
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3.12.4.4 Claim Timely Filing Requirements 


 


Our claims processing system is configured with the existing timely filing guidelines for network and 
non-network providers. Our claims system accepts standard claim forms from all providers. During 
implementation of the new Contract, we will modify and test the configuration for the new limits of 180 
days for network providers and 365 days for out-of-network providers. We applaud the State’s decision 
to increase claims timely filing requirements across the Nevada Medicaid and Nevada Check Up 
programs. In year-to-date 2016, our top claim denial reason is timely filing.  


During claims adjudication, we confirm the status of the provider (in-network or out-of-network) and 
enforce the DHCFP filing limit from the last date of service. To make information easily accessible by 
all providers, we include information about claims submission procedures in our provider manual and 
post it on the public portion of our provider website.  


Our MIS delivers the flexibility to support timely filing limits at different levels of granularity. We can 
set timely filing requirements not only at the provider status level (in-/out-of-network), but also by 
claim type (hospital/medical), setting (inpatient/outpatient), and individual provider (based on provider 
agreement). 


Our provider agreements include language requiring adherence to timely filing requirements. During 
implementation of the new Contract, we will communicate new timely filing requirements throughout 
our network using a variety of methods and will update documentation. Our MIS allows us to override 
this requirement for an individual provider or all providers, as the situation warrants. We strive to be a 
good partner to our providers, and we realize that sometimes provider circumstances require flexibility. 


3.12.4.5 Timely Claims Payment Requirements 


 


Our goal is to provide the best possible service to our stakeholders. A key component of that is timely 
and accurate claims payment. We know how critical this is to maintain provider satisfaction. We pay 
claims accurately, timely, and in compliance with the State’s claims payment requirements. Our claims 
system captures and stores the date of receipt for paper and electronic claims and the date of payment 
(check or other payment form) or denial decision. 


  


3.12.4.4 The vendor must allow network and non-network providers to submit an initial claim for 
covered services.  The vendor must allow all in-state network providers to submit claims for 
reimbursement up to one hundred eighty (180) days from the last date of service and out of state 
providers three hundred sixty five (365) days from the last date of service unless a shorter time period 
is negotiated. The vendor’s claims payment system must use standard claim forms. 


3.12.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) 
and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6) and NRS 695C.185. The 
vendor must pay ninety five percent (95%) of all clean claims from practitioners, who are in individual 
or group practice or who practice in shared health facilities, within thirty (30) calendar days of the date 
of receipt. The vendor must pay ninety nine percent (99%) of all clean claims from practitioners, who 
are in individual or group practice or who practice in shared health facilities, within ninety (90) calendar 
days of the date of receipt. 
 
The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the 
claim and the date of payment is the date of the check or other form of payment. 
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To maintain our high standard for claims payment timeliness,  
leadership reviews detailed dashboards of key program metrics to 
track our performance, including clean claims percentage paid 
within 14, 30, and 90 days of receipt.  


We consistently exceed the DHCP’s new requirement to pay 95 
percent of clean claims within 30 days and 99 percent within 90 
days. In addition, we already meet the DHCFP’s new 30-day 
standard, paying 95.8 percent of claims in 14 days in 2015 and 96 
percent in 2016 (through June), greatly exceeding the State’s 
standards. For years, we have met the State’s claims payment 
standards, as illustrated in Table 3.12.4.5-1. 


Table 3.12.4.5-1. We Have Exceeded the New Timely Claims Payment Standards since 2013 
Year Clean Claims Paid within 30 Days Clean Claims Paid within 90 Days 
2016 (through June) 99.8% 99.9% 
2015 99.8% 99.9% 
2014 99.8% 99.9% 
2013 99.7% 99.9% 


 


We will continue to maintain this same high level of claims payment timeliness under the new Nevada 
Medicaid and Nevada Check Up Contract. 


We adjudicate claims nightly and we execute a claims payment cycle twice a week that generates 
physical checks, initiates EFT, and produces provider remittance advice. The remittance advice 
identifies the level of payment or denial reason for each claim. We maintain detailed records of 
provider remittances. 


We make it our priority to pay providers quickly and efficiently, and we encourage providers to take 
advantage of our free direct deposit/EFT program, available since we began operations. In June 2016, 
we paid 35.5 percent of our providers through EFT, representing 73.9 percent of claim dollars. 


Providers may choose EFT or electronic remittance advice services. We give providers several options 
for remittance advices: providers can view the electronic remittance advice online and print it at their 
office, download a HIPAA-compliant ANSI X12 835 data file to load into their electronic health record 
or practice management system, or receive paper remittances by mail. We encourage further adoption 
of EFT through education and communication, such as including information on EFT in our provider 
training and provider manual. We target high-volume providers who are not using EFT for direct 
outreach and education by our provider relations representatives. 


Processes to Monitor and Manage Claims Payment Timeliness 
We work diligently to deliver the highest level of service to our providers and the State. Our claims 
operations team continually monitors and measures claims processing performance and compliance 
through daily, weekly, monthly, and ad hoc reports. Reports list the number of pended claims by aging 
category so we can quickly react to any fluctuations in claims submission and volumes. By working 
pended claims in the order of priority, we can pay providers efficiently and achieve processing goals. 
Through June, our 2016 average from clean claim receipt through provider payment was 4.7 days. 


Management reports summarize the number of denials by type of denial and provider. Any unusually 
high number of denials for a particular provider triggers follow-up action with that provider. When we 
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3.12.4.7 Claims Processing System Edits 


 


Our claims processing system includes edits to identify duplicate claims and edits to enforce correct 
coding practices, including those to prevent unbundling. In addition, we are able to pay certain State or 
local government providers the federal share only. 


During claims processing, our system applies a series of sophisticated edits to identify duplicate claims. 
Our system is configured to automatically deny claims that are definitively identified as duplicates and 
pend claims for review where it cannot make a positive determination.  


Claims analysts review pended claims and determine whether to pay or deny them. Our national claims 
team continuously reviews and fine-tunes duplicate claims identification criteria to help assure that we 
do not reimburse providers for duplicate claims submissions. To demonstrate the success of our edits: 
in the first seven months of 2016, we denied 18,621 claims as duplicates.  


To edit for correct coding, we use a two-tier approach to confirm that providers use proper billing 
practices. This approach leverages two industry-leading tools: ClaimsXten, McKesson’s next 
generation code auditing system (we are upgrading from ClaimCheck in November 2016), and Cotiviti 
Healthcare (formerly iHealth). In our claims processing system, these tools work in tandem to verify 
that claims meet code editing standards.  


Using ClaimsXten, we apply enhanced clinical and National Correct Coding Initiatives edits to each 
claim. These enhanced edits check for global codes subject to unbundling or Medically Unlikely Edits 
for multiple codes on a claim that may be incompatible. We base the criteria on industry standards and 
our internal reimbursement policies, and we apply the criteria to all submitted claims to validate claim 
accuracy. 


Cotiviti applies an additional claims auditing step that validates services across providers, taking claim 
modifiers and provider specialty into consideration as well as how often the service can be performed. 
Cotiviti’s analytical decision engine delivers a final filter to catch improper claims. 


In addition to edits to identify duplicate claims and improper coding in our claims processing system, 
our Program Integrity department performs post-payment analysis on claims submissions to detect 
provider fraud, waste, and abuse. We vigorously pursue collection of funds when we identify improper 
payments to providers. We submit paid claims that are subsequently denied to the DHCFP as 
adjusted/voided encounters with our normal encounter data submissions, regardless of collection 
status. 


As discussed in Section 3.12.4.3, we monitor denied claims by provider and reason. For any provider 
with a high number of denials for duplicate claims or unbundling, we contact him or her to provide 
education and to reinforce proper billing practices. 


  


3.12.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied.  In 
addition, this system must include edits to not allow for unbundling and the ability to pay certain State 
or local government providers the federal share only. 
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3.12.4.8 Interest on Claims Payments 


 


Our claims payment system is configured to fully comply with NRS §695C.185 and NRS§695C.128. We 
pay interest to a provider for a claim that is not paid within 30 days of receipt of a clean claim or 
receipt of additional information if required to process the claim. We apply an interest rate according 
to Section 3.12.4.8 requirements. 


3.12.4.9 Alternative Payment Schedules with Providers 


 


We may, by mutual agreement, establish an alternative payment schedule with our providers. When we 
do, we will continue to stipulate the schedule in the provider’s contract. We understand that if we do 
not pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty for 
each day we are out of compliance. 


3.12.4.10 Accurate Claims Payment 


 


Claims adjudication accuracy is vital to our role as stewards of 
State funds and as true partners to our providers, committed to 
their satisfaction. All of our claims are subject to periodic quality 
audits as part of our quality assurance program to verify that we 
accurately process both system- and manually-adjudicated claims. 
Our monthly Nevada claims payment accuracy and claims 
financial accuracy results stay consistently above the State’s 
requirement of 95 percent, as shown in Table 3.12.4.10-1. Our 
claims processing practices guide our professional audit staff in monitoring and auditing claims to 
verify timeliness, accuracy, and integrity and to evaluate the financial, payment, and statistical 
accuracy of our claims processing system. 


Table 3.12.4.10-1. Monthly Audit Results Confirm a High-Level of Claims Payment Accuracy 
Measure 2012 


Average 
2013 
Average 


2014 
Average 


2015 
Average 


2016 – Q1 
Average 


2016 – Q2 
Average 


2016 YTD 
Average 


Payment Accuracy 98.79% 99.51% 98.93% 99.44% 99.17% 99.67% 99.42% 
Financial Accuracy 98.37% 99.66% 98.87% 98.94% 99.56% 99.46% 99.52% 


 


  


3.12.4.8 The vendor agrees for valuable consideration that NRS §695C.185 and NRS§695C.128 shall 
apply to the terms of any contract entered into as a result of this RFP. NRS§695C.128 requires the 
vendor to pay interest to a provider of health care services on a claim that is not paid within the time 
provided in the contract or agreement at a rate of interest equal to the prime rate at the largest bank in 
Nevada, as ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the 
case may be, immediately preceding the date on which the payment was due, plus six percent (6%). 
The interest must be calculated from thirty (30) days after the date on which the claim is approved 
until the date on which the claim is paid. 


3.12.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment 
schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor does 
not pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty for 
each day the vendor is out of compliance. 


3.12.4.10 The vendor shall accurately pay claims with ninety five percent (95 %) of claims paid 
accurately upon initial submission. 
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While our priority is to pay providers quickly, we are equally dedicated to processing claims accurately. 
To measure overall claims performance, we conduct an end-to-end audit on a random sample of 204 
Nevada claims each month. In addition, we perform specialized audits, including:  


 High-dollar Audits. Daily pre-payment audits of all high-dollar claims with payment amounts over 
$30,000. In addition, we often include audits on denied claims with billed charges greater than 
$75,000.  


 Individual Focus Audits. Weekly audits on five claims from each claims analyst and daily audits of 
up to 10 claims during the new-hire training period to determine processing accuracy. 


 Focus Audits. Targeted audits on specific claim types or surrounding processes to measure 
performance and remediate claims issues. 


 Post-implementation Audits. Targeted audits on new contract implementations to help assure 
accuracy. 


Our audit process includes a thorough end-to-end review (from receipt to final disposition) to verify 
our compliance with all federal, State, and internal requirements and any specifics in the provider 
contracts. If errors are found, we do not close the audit until the claim is corrected and the auditor 
validates the correction. We work to determine and correct root causes of errors to prevent future 
occurrences. We routinely review claims audit results as a standing agenda item during monthly claims 
team meetings.  


Documenting Audit Results 
We record all audit results, including error sourcing, and attribute testing results in our Auditing Tool, 
with the exception of some focus audits that may be performed 
externally. Our Auditing Tool allows us to produce internal and 
external reports and ad hoc requests. Monthly dashboards 
present current, quarterly, and year-to-date performance to share 
with executive leadership and all internal areas involved in the 
claims process. We track error data over time to identify trends 
and help assure consistent performance. We conduct trend 
analyses by market as well as by broad and sub-error category.  


To maintain the quality of the audit data, auditors present all identified errors to senior and executive 
leadership for review. If there is a disagreement between the source department and auditor(s), we 
follow a formal escalation process. We also have a separate group of senior auditors who “audit the 
auditors.” In addition, we evaluate all auditors quarterly based on key claim processes in a 
Measurement System Analysis. In this process, auditors review selected claims and compare the results 
against those of an expert. This process identifies learning opportunities for our auditors and promotes 
sharing of knowledge. 
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3.12.4.11 Verifying that Reimbursed Services were Provided 


 


We use a number of methods to verify that reimbursed services were actually delivered to enrolled 
members by providers and subcontractors. We embed quality into all facets of our organization. Our 
Program Integrity Plan aligns with the State’s goals for delivering cost-effective care; being a 
responsible steward of the State’s budget dollars, making sure that resources are used for the program 
and its members; and minimizing fraud, waste, and abuse to reduce or eliminate inefficiencies and 
expenses within the program. 


Monthly, we select a statistically valid random sample of claims paid in the prior month to verify that 
services were delivered. We mail a Verification of Services letter to members each month that describes 
the services on the claim and requests verification. This letter instructs the member to contact us if 
services were not rendered. We route calls from members indicating that services were not received to 
our Medicaid Special Investigations Unit for investigation. Please see Section 3.16.12 for more 
information on this process. 


In addition, our Program Integrity Unit performs retrospective analysis on paid claims data to identify 
potential situations where services were not actually provided to members. Please see Section 3.16.8 for 
more information on methods we employ. 


3.12.4.12 Notifying the DHCFP Prior to Implementing Changes 


 


We will continue to provide the DHCFP with information prior to implementation of any changes to 
our claims processing system. We currently alert the DHCFP via email with as much notice as 
possible. We are willing and available to discuss claims processing system changes with the DHCFP 
upon request. We also notify our providers using several methods. 


As an example, on June 9, 2016, we notified the DHCFP of our November 2016 change in code editing 
software, migrating from ClaimCheck to ClaimsXten. Recently, we notified providers by posting a 
message on the public portion of our provider website. We will also include information in our next 
provider newsletter, scheduled for September 15, 2016, and will use a provider blast fax to alert 
providers to important newsletter information.  


3.12.4.13 Medical Review of Claims 


 


We will continue to conduct a medical review of claims when the appropriateness of service, procedure, 
or payment is in question. All medical reviews are conducted by a licensed medical clinician.  


Our claims system verifies the clinical appropriateness of services delivered to members through 
automated claims edits, which detect potential authorization conflicts or coding irregularities that may 
suggest inappropriate services.  


3.12.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors. 


3.12.4.12 The vendor shall provide the DHCFP with information prior to implementation of any 
changes to the software system to be used to support the claims processing function as described in 
the vendor’s proposal and incorporated by reference in the contract. 


3.12.4.13 A medical review of claims will be conducted when the appropriateness of service, 
procedure, or payment is in question. Medical reviews must be conducted by a licensed medical 
clinician(s). 
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Our claims processing system may pend claims for medical review because authorization and claims 
data conflict or appear incorrect. For example, the system pends claims that appear to have 
mismatched authorizations, a number of billed visits that exceeds the authorization, or claims coding 
inconsistent with the authorization (such as an authorization for home health visits by a licensed 
practical nurse and claim coded to indicate registered nurse visits). Our protocols support prompt 
resolution of such claims, and we illustrate our process in Figure 3.12.4.13-1. 


Figure 3.12.4.13-1. Efficient Resolution of Claims Pended for Review of Authorizations 


 


The Post Service Clinical Claims Review (PSCCR) team in our national Reimbursement Policy 
Management department evaluates the medical necessity of claims pended due to potential coding 
issues. The team includes registered nurses and certified professional coders who balance their clinical 
and coding expertise to uphold optimal decision making. 


Examples of claims that may be pended include claims that are coded with modifiers to denote 
additional practitioner time, unbundling of procedures that are usually billed as one procedure, or 
repeat procedures by different providers on the same day. A licensed nurse reviews the claims 
information against the medical record and makes a medical necessity determination based on our 
clinical guidelines. Figure 3.12.4.13-2 illustrates the process. 


Figure 3.12.4.13-2. Post Service Clinical Claims Review Verifies Consistency with Clinical Guidelines 


 


In addition, we evaluate appropriate provider billing of procedure codes. To address the root causes of 
inappropriate billing and coding, we reach out to providers with aberrant billing patterns to educate 
them about correct billing practices and to monitor targeted providers until their billing patterns return 
to a consistently normal level. This promotes good customer service with our providers by establishing 
clear expectations and also underscores our commitment to being a responsible steward of the 
DHCFP’s funds. 
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3.12.4.14 Compliance with Provider Preventable Conditions Policy 


 


We maintain policies and procedures to deny or recover payments to health care professionals and 
inpatient hospitals for care related to the treatment of the consequences of Provider Preventable 
Conditions (PPCs), Other Provider Preventable Conditions (OPPC), and Hospital-Acquired 
Conditions. Our reimbursement policies comply with 42 CFR 447.26 and A through G of Section 
3.12.4.14 of the RFP. We will comply with these requirements under the new Contract. Through our 
provider agreements, we require that providers comply with our reimbursement policies. We post these 
policies on the public portion of our provider website for easy access by providers. 


We configure our claims processing system to deny claims for care related to the treatment of PPCs 
and OPPCs. Our system also checks for the Present on Admission (POA) indicator on claims. In 
addition, we conduct post-payment analysis to identify any improper payments related to PPCs and 
OPPCs and initiate recovery efforts. We adjust claims to reflect the overpayment and submit an 
adjusted/voided encounter to the DHCFP, regardless of the collection status of the recovery. 


3.12.5 Financial Solvency 


 


We will continue to meet the requirements listed in Section 3.12.5 (including Sections 3.12.5.1 and 
3.12.5.2) to demonstrate to the DHCFP that we have adequate financial reserves and the 
administrative ability to carry out our contractual obligations. We maintain financial records and 
provide the DHCFP with financial statements and documentation as outlined in the Contract and RFP 
Attachment T ~ Forms and Reporting Guide, as well as others, upon request. 


3.12.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – 
Payment Policy. The vendor shall deny or recover payments to healthcare professionals and inpatient 
hospitals for care related to the treatment of the consequences of PPCs and Other Provider 
Preventable Conditions (OPPC) that meet the following criteria: 


A.  Is identified in the Medicaid State plan; 
B.  Has been found by the DHCFP, based upon a review of medical literature by qualified 


professionals, to be reasonable preventable through the application of procedures supported by 
evidence-based guidelines; 


C.  Has a negative consequence for the recipient; 
D.  Is auditable; 
E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;  
F.  Surgical or other invasive procedure performed on the wrong body part; and 
G.  Surgical or other invasive procedure performed on the wrong patient. 


3.12.5 Financial Solvency  
 
The vendor must demonstrate that it has adequate financial reserves and administrative ability to 
carry out its contractual obligations.  The vendor must maintain financial records and provide the 
DHCFP with various financial statements and documentation upon request and as outlined in the 
contract and Attachment T ~ Forms and Reporting Guide, including any revisions or additions to 
the document. 
 
3.12.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as 
submitted to the Division of Insurance. 
 
3.12.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 
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We submitted a copy of our annual Independent Audit Report to the DHCFP on March 30, 2016. Our 
most recent quarterly financial reports were submitted on August 15, 2016 and the last annual 
financial report on March 1, 2016. 


3.12.6 Third-Party Liability (TPL) 
 


3.12.6.1 TPL Activities 


 


A strong Third Party Liability (TPL) program is critically important to lowering the cost of the Nevada 
Medicaid and Nevada Check Up program. Our TPL program leverages resources, systems, and 
processes so that Medicaid is the payer of last resort. We proactively identify third party coverage, 
coordinate benefits, and pursue post-payment recovery from liable third parties, and we integrate this 
approach throughout operations—claims adjudication, provider education, system configuration, and 
partnership with our subcontractors. 


Our TPL program is working. In 2015, our efforts resulted in millions of dollars in savings through 
cost avoidance, COB, and post-payment recovery. Our 2016 projections in these categories will meet or 
exceed 2015 results. 


Our Approach to TPL 
We maintain sound fiscal management by partnering our local Nevada team (who maintain 
accountability and oversight) with a national Cost Containment department dedicated to TPL 
programs. Our executive leadership holds monthly TPL meetings to discuss current numbers and how 
they compare year-over-year, as well as any issues, concerns, or areas for improvement. 


Cost Containment manages a variety of programs, including identification of third party coverage, cost 
avoidance through COB, and collection of overpayments. To achieve success, we employ experienced 
personnel, automated applications, and consistent, replicable processes.  


Our Nevada TPL program complies with State and federal requirements and focuses on: 


 Identification of member third party coverage 


 Cost avoidance through COB prior to claim payment  


 Post-payment recovery after payment of a claim and maintenance of complete records regarding 
TPL collection 


 Sharing information with the DHCFP 


In all TPL processes, we protect each member’s privacy in accordance with the confidentiality 
requirements stated in 45 CFR 160 and 164. Policies dictate that we share information using secure FTP. 


We believe member access to medically necessary services is paramount. Cost avoidance and recovery 
strategies prudently manage Nevada Medicaid and Nevada Check Up funds with the least impact on 
providers and members. Further, our approach includes working with in- and out-of-network 
providers to identify and resolve the root causes of inappropriate billing. 


3.12.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee 
Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL activities included in this contract are the Coordination 
of Benefits (COB) cost avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social 
Security Act, DHCFP and its providers are required to take all reasonable measures to identify legally 
liable third parties and treat verified TPL as a resource of the Medicaid and CHIP recipient. 
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3.12.6.2 Medicaid as the Payer of Last Resort 


 


Our TPL program helps assure that Nevada Medicaid is the payer of last resort. To accomplish this, 
our program focusses on: 


 Maximizing cost avoidance through coordination of benefits prior to claim payment 


 Vigorously pursuing post payment recovery after payment of a claim 


Throughout our tenure in Nevada, we have acted as the State’s authorized agent for the limited 
purpose of TPL. We also understand that our capitated payments include an offset in the rates for TPL 
collections. 


To maintain Nevada Medicaid as the payer of last resort, we use a number of different methods to 
communicate with our members about other health insurance. We include a section in our member 
handbook, as part of the member welcome packet, and on our member website titled “If you have other 


health insurance” that instructs the member to contact his/her 
DWSS caseworker or us. In addition, if we identify other health 
insurance that we are unable to verify with the carrier, we send 
the member a letter requesting information on third party 
coverage. The letter gives members options to provide information 
to us: mailing the form back in the self-addressed, postage-paid 
envelope, faxing it, or contacting our member call center.  


We will share information about the other health insurance of our members with the DHCFP using 
the requested format and method. 


  


3.12.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with 
Federal regulations.  The DHCFP contracted managed care organization, as the Division’s vendor, 
shall act as the State’s authorized agent for the limited purpose of TPL for cost avoiding claims, 
collection, within the limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-
party liability (TPL) pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154.  The managed care 
organization’s capitated payments include an offset in the rates for these collections. The contracted 
managed care organization shall vigorously pursue billing prior resources as these amounts are 
considered part of their risk based capitation payment. The managed care organization is required to 
secure signed acknowledgements from enrolled Medicaid recipients or their authorized representative 
confirming any prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.) and 
share that information with the DHCFP. Third-party liability (TPL) is a self-reporting element. MCO’s 
are responsible for developing and distributing communication forms to enrolled Medicaid recipients. 
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3.12.6.3 Denying Claims with Potential TPL 


 


We will continue to identify potential TPL and deny the claim when there is a liable third party. Our 
systems and procedures evaluate the type of TPL coverage against the service on the claim and also 
accommodate situations where the other insurance is exhausted. Our claims processing system is fully 
integrated with our TPL process to:  


 Capture third party coverage information contained on the claim  


 Evaluate third party coverage information stored on the member’s electronic record  


 Suspend claims where TPL is indicated, unless the service is designated as a cost avoidance 
exception (“pay-and-chase”) in accordance with Section 3.12.6.8 of the RFP and 42 CFR 433.139 


Our claims adjudication system incorporates a series of edits to identify and prevent potential 
overpayments based on alternate insurance information documented in a member’s record or 
indication that the claim has already been adjudicated by the primary carrier. Through these edits and 
associated processes, we make sure that known third party liability is billed and processed prior to 
paying a claim. 


As shown in Figure 3.12.6.3-1, our claims processing system checks the claim for the presence of an 
EOB indicating prior adjudication and any OHI documented on the member’s record. 


Figure 3.12.6.3-1. Our Claims System Automatically Evaluates Third Party Liability During Adjudication 


 
 


  


3.12.6.3 The MCO shall identify potential TPL, including Medicare, and deny the claim if it is for a 
service covered by other insurance based on recipient's type of TPL coverage and type of service 
(e.g., medical service claim with medical service coverage, pharmacy service claim with  pharmacy 
coverage).  Allow for TPL overrides when the other insurance is exhausted or the service is not 
covered by the other liable party, making Medicaid the payer of last resort for the claim. 
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If the claim reflects adjudication by the identified primary carrier and the required EOB 
documentation is attached, in many cases COB can be performed automatically. If the system cannot 
apply COB guidelines, the claim pends for review. For pended claims, the analyst reviews the claim 
and the attached EOB(s) to assure that any copayment, coinsurance, or deductible amount required by 
the primary carrier is considered in determining any balance due to the provider and that the combined 
payments by the carrier and our health plan do not exceed allowable amounts.  


If the claim does not reflect adjudication by the identified primary carrier or references payment and 
the required EOB documentation is not attached, we return the claim to the submitting provider. We 
include instructions that direct the provider to bill the appropriate third party for payment adjudication 
and then re-submit a claim if there is a balance owed. We pay claims/services appropriate for cost 
avoidance exception if other coverage criteria are met. 


If no EOB is attached, the system checks for other health insurance coverage documented in the 
member’s record. If present, the system compares the submitted dates of service to the effective and 
termination dates of the third party coverage. If the claim dates of service are within the third party 
coverage effective and termination dates, the claim pends for analyst review. If the analyst determines 
the claim is eligible for cost avoidance, he/she will coordinate the claim based upon our COB 
guidelines. 


3.12.6.4 Obtaining TPL Information and Avoiding or Recovering Payments 


 


We emphasize and prefer prospective cost avoidance versus retrospective pay-and-chase whenever 
possible. Identifying third party coverage and TPL prior to claims payment minimizes the need for 
more difficult and costly post-payment recoveries. We employ a number of cost avoidance strategies, 
including capturing third party coverage data from all available sources, validating third party 
coverage leads, storing third party coverage information on a member’s electronic record in our Core 
Operations System, and applying extensive edits in our claims processing system. When we identify 
TPL post-payment, we take action to recover the funds. We report all TPL activity to the DHCFP. 


Identifying Third Party Coverage 
Throughout a member’s relationship with our health plan, we use a number of methods to determine if 
that member has other insurance. We consider it our fiduciary responsibility to make sure Nevada 
Medicaid and Nevada Check Up is the payer of last resort. Our strategies to accomplish this include 
the following:  


 OHI from the DHCFP. We accept information on third party resources on the ANSI X12 834 
enrollment file we receive from the State and load member third party coverage information into 
our Core Operations System. 


 Provider Claims. We may also discover that an individual has third party coverage when the 
provider submits a claim that lists other insurance information or indicates payment from another 
insurer.  


3.12.6.4 The managed care organization is required to vigorously pursue billing prior resources.  
Vendor is required to obtain TPL information independently of the DHCFP for the purpose of avoiding 
claim payments or recovering payments made from liable third parties. All information on the third 
party, including collections and collection attempts, are to be reported to the DHCFP (including 
circumstances under which the third party refuses to pay) on the Third Party Monthly Report located in 
the Forms and Reporting Guide. TPL collections should also be reported to the DHCFP through 
encounter data and other required reports. 
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 Member Contact. Contact with members presents an opportunity to ask them if they have other 
insurance coverage or if any of their other insurance coverage has changed. Case managers ask 
members about other coverage during routine communications. 


 External Sources. Through national resources provided by our parent company and affiliates, we 
use external partners to supplement our internal third party coverage identification activities. Using 
more than one source maximizes opportunities and promotes cost avoidance. Sources include: 
 Council for Affordable Healthcare (CAQH), a non-profit alliance, is a leader in creating shared 


initiatives to streamline the business of health care. We use the CAQH COB Smart Solution to 
gain access to instances of new or overlapping coverage for our members. 


 HMS, also used by the DHCFP, has proven data mining techniques to help locate valid other 
coverage for our members. 


 Cotiviti is a data mining and recovery partner who helps find Medicare coverage for our members 
when not already identified. 


We leverage the systems, relationships, and processes of our national Cost Containment department 
that also supports our affiliate state-sponsored health plans. This shared service allows us to deliver 
more value, through experience and best practices, and better results for our Nevada TPL program. 
Figure 3.12.6.4-1 shows our process for receiving, validating, and loading third party coverage 
information. 


Figure 3.12.6.4-1. We Load all Validated Third Party Coverage into Our Core Operations System 
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A dedicated unit validates internally-generated leads, including those from provider submitted claims 
and member contact. These employees conduct a daily review of all potential TPL leads received 
throughout the company from members, providers, and others. They validate information with the 
primary carrier. Information we receive from our external partners is already validated and requires 
no additional investigation. 


We add validated third party coverage information to the member’s record in our Core Operations 
System, including the policy issuer and number, effective and termination dates, and last date verified. 
Our system also stores the policy holder, which is important if the member is a child and the insurance 
coverage is through an absent parent. For members with such information noted in their record, COB 
is automatically incorporated into the claim adjudication process, as detailed in Section 3.14.6.3. 


Collections through Post Payment Recovery 
Once we adjudicate claims and disburse payments, we analyze data to retrospectively identify 
opportunities for COB or TPL recoveries, including pay-and-chase situations. While we work on some 
post-payment recovery in house, we also use an external recovery partner to maximize collections. 


We provide our recovery partner with a monthly data file of all processed claims with associated 
member and provider data. We coordinate efforts, identifying any claims that we are already pursuing 
so there is no duplication. They compare claims information against their data repository that contains 
health information from more than 150 health insurance organizations, identifies the liable third 
party, and bills them for payment. 


When overpayments are identified, by us or our recovery partner, the process remains the same. We 
gather all claims documentation and send written notification to the provider of the overpayment, 
furnishing supporting documentation. We offer providers the option of refunding the overpayment 
directly to us or offsetting future payments by the overpayment amount. We wait a minimum of 45 days 
for the provider to respond to the written request. Once we receive confirmation, we adjust the 
individual claim record and configure the provider’s record to either accept a refund or withhold 
future payments up to the overpayment amount.   


All reimbursements are noted in the claims record for reporting to the DHCFP through encounter 
records. When we identify new third party coverage information through the recovery process, we 
incorporate it into the member record to facilitate COB for future claims. 


Reporting Information to the State 
We will continue to submit information on the State’s Third Party Liability report (changing to 
monthly with the new Contract), and any other required reports, according to the DHCFP 
specifications. The encounter records we submit to the DHCFP include updates related to TPL. 


3.12.6.5 Using Third Party Resources 


 


We will continue to use third-party resources identified and communicated to us by the DHCFP, in 
addition to a number of other methods described in our response to Section 3.12.6.4. 


  


3.12.6.5 The managed care organization is responsible not only for pursuing third-party resources that 
it identifies but also for using third-party resources identified and communicated to the managed care 
organization by the DHCFP. 
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3.12.6.6 TPL Recoveries 


 
We agree that TPL recoveries made by either our health plan or the DHCFP will be incorporated into 
capitated rate development. We further acknowledge that we have 365 days from claim paid date to 
recover payment, after which we forfeit the right to recovery to the State, unless the recovery effort is 
active and/or in dispute. We understand that any costs that the DHCFP incurs to recover TPL 
overpayments for our members will be passed back to our health plan. 


3.12.6.7 Maintaining Historical TPL Data 


 
We will continue to maintain historical TPL eligibility data online in accordance with State and federal 
rules and regulations. We currently have information from our start of operations in 2009 online. 


3.12.6.8 Exceptions to the TPL Rule 


 
Our TPL systems and processes accommodate exceptions. In accordance with 42 CFR 433.139, we first 
pay the provider and then coordinate with the liable third party.  


Our claims adjudication process evaluates incoming claims to determine if cost avoidance exception rules 
apply. If they do, we pay the provider and then coordinate with the liable third party. Following 
reimbursement to the provider in these cost avoidance exception cases, we will actively seek 
reimbursement from responsible third parties and adjust claims accordingly. 


During Contract implementation, we will work with the State to make sure that we are properly 
identifying situations where there is an exception to the TPL rule, including Indian/Tribal Health 
Services, Children with Special Health Care Needs, and State Victims of Crime. Once we know how to 
identify, we can configure our systems to accommodate the exception. Our claims and cost containment 
teams will collaborate to assure that TPL exceptions are properly configured in our system and 
documented in policies and procedures. 


3.12.6.9 Continued Compliance with TPL Rules and Regulations 


 
We will continue to comply with existing TPL requirements and will meet new ones as specified in the 
MSM, CMS State Medicaid Manual, and other State and federal rules and regulations. In our culture of 
continuous improvement, the Cost Containment department regularly evaluates the program to:  


 Confirm adherence to State and federal rules and regulations 


 Accurately identify and maintain comprehensive third party coverage information on our members  


 Increase the number of claims where TPL is identified prior to claims payment  


 Raise the percentage of post-payment recoveries 


3.12.6.6 TPL recoveries made by either the MCO or the DHCFP will be incorporated into capitated 
rate development by the DHCFP and its actuary. Vendor has 365 days from claim paid date to recover 
TPL payment; after 365 days, vendor forfeits the right to recovery to the State unless vendor can 
provide evidence that the recovery effort is active and/or in dispute. The vendor will be responsible to 
pay for the cost incurred to complete the recovery of the TPL payment to the DHCFP. 


3.12.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with 
State and Federal rules and regulations, currently established as seventy-two (72) months. 


3.12.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special 
Health Care Needs (CSHCN); and State Victims of Crime. 


3.12.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and 
other State and Federal rules and regulations are met by the TPL business function. 
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3.12.7 Subrogation 
 


3.12.7.1 Subrogation Principle 


 


We maintain subrogation policies and procedures consistent with the State’s subrogation principle 
outlined in Section 3.12.7.1. 


3.12.7.2 Recover Costs through Subrogation 


 


We maintain policies and procedures for subrogation. Through national resources provided by our 
parent company and affiliates, we partner with an industry leader, Optum Insight, who assists with 
subrogation cases, including the initial identification of liable third parties, such as auto carriers, 
through final payment recovery/reimbursement and case closure. We send them a monthly file of paid 
claims so that they can assess the claim for subrogation. They carefully review our paid claims, 
searching for ones with diagnosis codes that have a high volume of recovery under subrogation. 
Appropriate actions are taken when applicable including sending letters, filing liens, initiating 
negotiations and collecting funds. We update the claim record with recovered funds and submit it to 
the DHCFP as an adjusted or voided encounter. 


3.12.7.3 Monitor and Evaluate TPL and Subrogation Collection Activities 


 


We agree that the DHCFP will monitor and evaluate our TPL and subrogation collection reports to 
validate activities and results. We will meet or exceed baseline targets as determined by the DHCFP 
and its actuaries, and we understand our performance against the baseline target will impact capitation 
rates. 


Along with our Cost Containment department, we work hard to maximize cost avoidance where we 
deny the claim prior to payment for third party liability. Identifying third party coverage and TPL prior 
to claims payment minimizes the need for more difficult and costly post-payment recoveries. As 
mentioned in our response to Section 3.12.6.9, we regularly review our TPL program to increase cost 
avoidance and the rate of post-payment recovery. 


We look forward to discussions with the DHCFP on baseline targets for recovery, including the 
relationship between cost avoidance and post-payment recovery. 


3.12.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under 
an insurance policy is entitled to all the rights and remedies belonging to the insured against a third 
party with respect to any loss covered by the policy. 


3.12.7.2 The vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization shall 
utilize the EVS eligibility system and TPL data provided to the MCO by the DHCFP to assist in 
accomplishing this objective. 


3.12.7.3 The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will then 
be expected to meet or exceed baseline target collections as determined by the DHCFP and its 
actuaries.  The baseline target amount will be built into future rates. If the managed care organization 
does not meet or exceed baseline TPL and subrogation collections, the DHCFP will conduct a review 
to determine if there is a legitimate reason.  If there is no legitimate reason as determined by the 
Division, the difference between baseline and actual collections will be deducted from the managed 
care organization’s costs before the data is used to set future rates.  The DHCFP will prospectively 
adjust capitation rates to account for expected TPL collections. 
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3.12.8 Reserving 


 


We will continue to comply with the State’s reserving requirements as specified in Section 3.12.8. 


We develop medical liabilities estimates using methods and assumptions that consider historical claims 
payment patterns, current levels of authorized inpatient days, provider reimbursement changes, 
historical utilization trends, other medical cost inflation factors, membership levels, benefit design 
changes, seasonality, demographic mix change, catastrophic claim information, and other relevant 
factors. These methods are consistent with the Actuarial Standard of Practice No. 5 for Incurred 
Health and Disability Claims adopted by the Actuarial Standards Board in December 2000. We 
categorize historical paid claims by incurred month to create a claims processing or development 
pattern. We use this information to help estimate the unprocessed portion of incurred claims, 
commonly referred to as the “lag” method. Using this method, we derive completion factors for claims 
experience based on categories of service (inpatient and non-inpatient). The actuarial employees then 
apply the completion factors to the paid claim data by incurred month to estimate the remaining 
outstanding liability for each incurred period. This method accounts for both IBNR claims and 
reported but not paid claims.  


Each month, the actuarial employees review recent activity concerning membership trends, provider 
reimbursement changes, and incidences of illness or disease state (such as cardiac heart failure cases, 
cases of upper respiratory illness, the length and severity of the flu season, diabetes, the number of 
full-term versus premature births, and the number of neonatal intensive care babies). We make 
additional judgments to consider these changes and any other operational anomalies, such as claims 
processing pattern changes and number of payment cycles per month. We will also identify additional 
liabilities for contract settlement issues and potential provider legal issues. Our internal actuarial 
employees estimate the claim liabilities monthly. Then quarterly, an external actuarial consultant 
assesses the reserving methodology and results and provides an actuarial certification of liabilities. In 
addition, external auditors perform their own actuarial analysis of medical liabilities annually as part 
of the normal audit process, providing another review level of year-end medical liabilities. 


  


3.12.8 Reserving 
 
As part of its accounting and budgeting function, the vendor will be required to establish an actuarially 
sound process for estimating and tracking incurred but not reported (IBNRs) claims.  The vendor must 
provide documentation of the IBNRs review and certification by an actuary. The vendor must reserve 
funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving 
methodology, the vendor must conduct annual reviews to assess the actuarial validity of its reserving 
methodology, and make adjustments as necessary. 
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3.12.9 Prohibition on Payments to Institutions or Entities Located 
Outside of the United States 


 


We will continue to comply with the requirements presented in Section 3.12.9.1 through 3.12.9.5 of the 
RFP. Our claims payment and accounts payable systems are configured to prevent payments for items 
or services provided under the Medicaid State Plan or under a waiver to any financial institution or 
entity located outside of the United States, as specified in our current Nevada Contract. 


  


3.12.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security 
Act (the Act), the vendor shall not provide any payments for items or services provided under the 
Medicaid State Plan or under a waiver to any financial institution or entity located outside of the United 
States (U.S.). 
 
3.12.9.2 Payments for items or services provided under the Medicaid State Plan to financial 
institutions or entities such as provider bank accounts or business agents located outside of the U.  S. 
are prohibited by this provision. Further, this Section prohibits payments to telemedicine providers 
located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are not 
permitted. 
 
3.12.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver 
to any financial institution or entity located outside of the U.S. may be recovered by the State from the 
vendor. 
 
3.12.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the 
Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, 
the Northern Mariana Islands, and American Samoa, when used under Title XIX. 
 
3.12.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” 
refers to medical assistance for which the State claims Federal funding under section 1903(a) of the 
Act. Tasks that support the administration of the Medicaid State Plan that may require payments to 
financial institutions or entities located outside of the U.S. are not prohibited under this statute. For 
example, payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not prohibited under this 
statute. 
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3.13 GRIEVANCES, APPEALS, AND FAIR HEARINGS 
 


3.13.1 Grievance, Appeal, and State Fair Hearing System 


 


We believe that strong grievances and appeals processes are critical to protecting the rights and health 
of our members (recipients) and improving our program operations and oversight. We respect the 
rights of members and providers to make inquiries, file grievances, and appeal health plan decisions. 
With our affiliate health plans, we bring Nevada more than 25 years of experience resolving inquiries, 
grievances, appeals, and State fair hearings for members, their representatives, and providers in 
compliance with State and federal Medicaid requirements. We provide training for our employees, 
delegated organizations, and providers to recognize grievances and appeals quickly, to understand 
grievance and appeal procedures completely, and to provide courteous and professional responses 
throughout each process. We do not discriminate or take punitive action against members or providers 
for filing a grievance or appeal.  


Our established Nevada Grievance, Appeal, and State Fair Hearing system for members, their 
representatives, and providers will continue to be available for the new Contract. This system has 
multiple DHCFP-approved component processes that comply with federal, State, and NCQA 
requirements.  


3.13.1.1 Grievance Definition 


 


We use and will continue to use the definition of grievance specified by the Scope of Work in our 
Grievance, Appeal, and State Fair Hearing system and all component processes.  


If a member or provider expresses dissatisfaction about any matter other than an action, we treat the 
expression of dissatisfaction as a grievance. This may include dissatisfaction with the quality of 
services provided, the availability of services, aspects of interpersonal relationships such as rudeness by 
a provider or employee, failure to respect the member’s rights, or any other complaint.  


3.13.1.2 Appeal Definition 


 


We use and will continue to use the DHCFP definition of appeal specified by the Scope of Work in our 
Grievance, Appeal, and State Fair Hearing system and all component processes as outlined in A.-E.  


  


3.13.1 The vendor shall establish a system for recipients and providers, which includes a grievance 
process, an appeal process, and access to the State Fair Hearing system. 


3.13.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed below. Possible issues for grievances include, but are not limited to, access to care, quality of 
services, interpersonal relationships between vendor staff and recipients or providers, and failure to 
respect a recipient’s rights. 


3.13.1.2 An appeal is a specific request for review of one of the following actions: 
 


A.  The denial or limited authorization of a requested service, including the type or level of service; 
B.  The reduction, suspension or termination of a previously authorized service; 
C. The denial, in whole or in part, of payment for a service; 
D.  The failure to provide services in a timely manner; or 
E.  The failure of a vendor to process grievances, appeals or expedited appeals within required 


timeframes including resolution and notification. 
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3.13.1.3 Information to Members, Providers, and Subcontractors 


 


We will continue to provide clear and 
comprehensive information to members, providers, 
and subcontractors about our processes. 


A. Information to Members 
We employ multiple strategies that address all 
information required in 1-5 to notify members of 
their rights to file a grievance, appeal, or State 
Fair Hearing, and how to take these actions, as 
shown in Table 3.13.1.3-1. We share information 
using clearly written materials that are readily 
available, easy to understand, and compliant with 
State and federal Medicaid requirements. We also 
train member services representatives, case 
managers, and utilization management employees 
to share this information verbally during any 
contact with a member or a member’s 
representative that involves an expression of 
dissatisfaction with any aspect of the member’s 
experience. 


We use the strategies in the following table to 
make sure members understand and can exercise 
their grievance, appeal, and State Fair Hearing 
rights. 


 
  


3.13.1.3 The vendor must provide information about these systems to recipients at the time of 
enrollment. The vendor must inform providers and subcontractors at the time they enter into a 
contract.  
 


A.  This information must include:  
1. The recipient’s right to file grievances and appeals; the requirements and timeframes for filing; 
2. The availability of assistance with filing;  
3. The recipient’s right to request continuation of benefits during an appeal or State Fair Hearing 


although the recipient may be liable for the cost of any continued benefits if the action is 
upheld;   


4. The toll free number to file oral grievances and appeals; and  
5. Any DHCFP determined provider’s appeal rights to challenge the failure of the organization to 


cover a service.
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Table 3.13.1.3-1. We Employ Multiple Strategies to Inform Members about Grievances, Appeals, and State Fair 
Hearings 


Member Information Strategy Approach 
Member Welcome Packet We mail a member welcome packet to each new member within five business 


days of notice of enrollment with our health plan. It contains our member 
handbook that includes five pages of information about grievances, appeals, and 
State Fair Hearings. The handbook is available in English and Spanish, and in 
other languages upon request. These pages notify members that they can call 
our Member Services Call Center and provide the toll-free number to use. 


Health Plan Employees We educate  all our employees, including member services representatives, case 
managers, and utilization management employees, to identify grievance and 
appeal situations quickly, notify members of their rights, offer support with 
problem-solving, and assist them throughout the process. 


Quick Reference Guide We distribute a Quick Reference Guide to members that uses very clear and 
direct language to notify members that they can call Member Services for 
assistance when they have a question, concern, or grievance. 


Member Website Our website includes a link to an electronic copy of the member handbook that 
members and others can access without logging in. 


Member Newsletters From time to time, our member newsletters include information about 
grievances, appeals, and State Fair Hearings. 


Notice of Action Letters For each service request that we deny, reduce, or approve in an amount or 
duration less than requested, we mail the member a Notice of Action letter that 
includes an explanation of member appeal rights and how to request an appeal, 
as well as an appeal request form. 


Grievance and Appeals Forms Our grievance and appeal forms include instructions on form completion and 
submission, timeframes for submissions and determinations, and how to obtain 
assistance in completing or filing the form. When applicable, these forms also 
describe a member’s right to request a State Fair Hearing and the process and 
timeframes for making this request. 


 


Information to Providers  
Providers can file grievances and appeals on their own or on behalf of a member, if they have the 
member’s permission. We notify providers about the member grievances and appeals process and make 
sure they understand the provider grievance and appeal process through the strategies listed in the 
following table. Table 3.12.1.3-2 summarizes the strategies for informing providers about grievances, 
appeals, and State Fair Hearings. 


Table 3.13.1.3-2. We Inform Providers About Grievances, Appeals, and State Fair Hearings Through a Variety  
of Strategies 


Provider Information 
Strategy 


Approach 


Health Plan Employees We educate all our employees, including provider relations employees, to understand all 
aspects of grievance, appeal, and State Fair Hearing processes and to help providers 
understand and take appropriate action throughout each process. 


Provider Manual and 
Updates 


We furnish providers with a Provider Policy and Procedure Manual (provider manual) at the 
time of contracting, and it is permanently available on our website for easy access. The 
provider manual includes nine pages of information regarding grievances, appeals, and State 
Fair Hearings topics including rights, required timeframes, and specific processes. 


Provider Services Providers can call our Provider Services Call Center to ask questions about a service denial, 
reduction, or approval in an amount or duration less than requested; to learn about 
grievances, appeals, and State Fair Hearings; to get help in filing a grievance, appeal, or State 
Fair Hearing request; and to understand next steps throughout each process. 


Provider Website Our website offers providers a variety of resources. In addition to the provider manual, 
providers can use our website to access extensive information about grievances, appeals, and 
State Fair Hearings such as plan policies, provider tutorials, tools, and our Provider Quick 
Reference Guide. 
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Provider Information 
Strategy 


Approach 


Provider Orientation We educate providers on grievances and appeals through initial and recurring training and 
the provider manual, which we incorporate by reference into the provider agreement. 


Notice of Action 
Letters 


For each service request that we deny, reduce, or approve in an amount or duration less than 
requested, and for each claim denial, we mail the provider a Notice of Action letter that 
includes an explanation of appeal rights, how to request an appeal, and an appeal request 
form 


Provider Newsletters Several times per year, our provider newsletters highlight information on grievances, appeals, 
and State Fair Hearings. 


Grievance and Appeal 
Forms 


Our grievance and appeal forms include instructions on form completion and submission, 
timeframes for submissions and determinations, and how to obtain assistance in completing or 
filing the form. When applicable, these forms also describe a provider’s right to request a State 
Fair Hearing and the process and timeframes for making this request. 


 


Information to Subcontractors  
We make sure that our subcontractors understand and participate in our member and provider 
grievances, appeals, and State Fair Hearings processes through their contract requirements, pre-
delegation and annual audits, employees training, and ongoing compliance oversight. Member 
grievance and appeal functions remain centralized at our health plan. We do not delegate these duties. 
Our Vendor Contracting and Management team oversees day-to-day performance through multiple 
means, including discussions of grievances, appeals, and State Fair Hearings during regular Joint 
Operations Committee meetings between health plan employees and subcontractors. We continuously 
monitor our subcontractors to verify compliance with our standards and requirements, including 
policies and practices. 


3.13.1.4 Reporting 


 


We will continue to submit required reports to the DHCFP as described in the Forms and Reporting 
Guide and in Attachment W ~ Appeals and Grievances. We use our Core Operations System to track 
and trend member and provider grievances, appeals, and State Fair Hearings by number and type. Our 
employees use this system to accomplish the following tasks: 


 Entering grievances and appeals, including all required data elements  


 Separating provider grievances and appeals from those of members  


 Assuring requests are assigned the earliest date of receipt 


 Supplying comprehensive reports for monthly analysis, tracking, and trending  


 Producing regular reports for the DHCFP, the Medical Advisory Committee (MAC), and the 
Quality Management Committee (QMC)  


As part of our data tracking, trending, and quarterly analysis, the quality team selects the top three 
categories for a deeper review. They summarize these findings in the DHCFP quarterly report template 
and in regular reports to the MAC and Quality Assurance Committee. The information gathered from 
the analysis of member and provider grievances, appeals, and outcomes of the State Fair Hearing 


3.13.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in the Forms and Reporting Guide in 
addition to Attachment W ~ Appeals and Grievances. The report should be broken out by hearing 
issue; date requested and dates resolved, program and outcome for tracking, trending and corrective 
action. 
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process feed into our quality improvement activities and actions to improve our HEDIS® and State-
mandated Consumer Assessment of Health Care Providers and Systems (CAHPS®) survey satisfaction 
scores.  


Linking Our Grievance and Appeal System to Quality Management 
We link our grievance, appeal systems to our Internal Quality 
Assurance Program (IQAP), and perform these activities as 
required by this section. The strength of our compliance is 
evident in the 2015 DHCFP Onsite Compliance Review, which 
found that we were 96 percent compliant with State grievance 
and appeal requirements. We will continue to comply with these 
requirements in the future.  


Members and providers are an important source of information 
regarding our performance. Our IQAP includes quality activities 
based on grievance and appeal data to improve the services we 
provide. With our experience as a Medicaid health plan in 
Nevada and the experience of our affiliate health plans throughout the nation, we have extensive 
proficiency in operating grievance and appeal systems and using them to inform our IQAP. In Nevada, 
we link our grievance and appeal system to our IQAP through our annual Quality Management and 
Utilization Management Program Evaluation that includes an analysis of grievance and appeal data to 
drive continuous quality improvement.  


3.13.1.5 Contact Person  


 


Our Nevada-based director, IQAP, will continue to be our contact person for grievances and appeals. 
This person is very familiar with our grievance and appeal processes and all State and federal 
requirements. That assures our continued use of the multiple strategies described in our response to 
Section 3.13.1.3 above to make sure that members know about their rights to file grievances and 
appeals by phone or in writing with assistance from member services employees. These strategies 
include a new member packet with member handbook, assistance from health plan employees, quick 
reference guide, member website and newsletters, Notice of Action letters, and grievance and appeal 
forms. 


3.13.1.6 Support Staff  


 


We recognize that members and providers are important sources of information regarding our 
performance, and we will continue to devote significant resources to operating and monitoring our 
grievance and appeal functions. We will also continue to have a full cadre of employees to meet all 


3.13.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal 
procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to file 
in writing. Should a recipient choose to appeal in writing, the recipient shall be instructed to file via 
mail or fax to the designated P.O. Box or fax number for medical appeals. 


3.13.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process 
grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of the 
names of appointed staff recipients and their phone numbers.  Staff shall be knowledgeable about the 
applicable state and federal law, vendor's rules and regulations, and all court orders governing appeal 
procedures, as they become effective. 
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grievance and appeal requirements. We educate employees in grievances and appeals processes and 
requirements, identify grievance and appeal situations quickly, notify members and providers of their 
rights, and assist them throughout the process. We promptly update employees when requirements 
change, such as those resulting from court orders. We will provide the DHCFP with a list of grievance 
and appeal employees with contact information, and will notify the DHCFP of any changes to the list.  


3.13.1.7 Annual Audit 


 


We acknowledge this requirement and welcome an annual DHCFP compliance audit of our grievance 
and appeal system. We will continue to cooperate fully with all audit activities. 


3.13.2 Member Grievances and Appeals 


 


Our grievance and appeal processes will continue to reflect appropriate State and federal rules and 
regulations. 


3.13.2.1 Grievance and Appeal System 


 


Our DHCFP-approved member grievance and appeal system, including the process for accessing the 
State Fair Hearing system, is designed to help members resolve issues and pursue grievances and 
appeals in a courteous, professional, culturally and linguistically appropriate, and timely manner (See 
Figure 3.13.2.1-1). We resubmit written policies and procedures 
for these processes to the DHCFP whenever there is a substantive 
change. We do not implement changes until we receive written 
approval of the change from the DHCFP.  


It is important to note that while grievances do not continue to the 
State Fair Hearing process, we offer a second level of health plan 
executive review as an alternative. For grievances about benefit 
coverage, access to care or services, or payment for services, 
members or their representatives have 90 calendar days from the 
date of the original grievance resolution letter to mail a request for a second level review. Member 
services employees assist members with this process. When we notify members about the resolution of 
their first level grievance, we also inform them and, when appropriate, their representatives how to 


3.13.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance 
with federal and state regulations as well as contractual compliance. 


3.13.2 Recipient Grievances and Appeals 
 
The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 
CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced regulations include 42 
CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 
438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


3.13.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the 
DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, and 
at any time thereafter when the vendor’s recipient grievances and appeals policies and procedures 
have been revised or updated (not including grammatical or readability revisions or updates). The 
vendor may not implement any policies and procedures concerning its recipient grievance and appeal 
system without first obtaining the written approval of the DHCFP. 
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request a second level review; that higher level employees conduct second level reviews; and that we 
will issue a decision within 30 calendar days of receipt of the second level grievance request.  


Figure 3.13.2.1-1. Our Member Grievance Process is Designed to Resolve Issues Efficiently  


 
 


3.13.2.2 Filing Grievances 


 


We acknowledge and will continue to comply with this requirement. Our grievance and appeal forms 
include instructions on form completion and submission, timeframes for submissions and 
determinations, and how to obtain assistance in completing or filing the form. When applicable, these 
forms also describe a provider’s right to request a State Fair Hearing, as well as the process and 
timeframes for making this request. 


  


3.13.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an 
appeal within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar 
days or exceed ninety (90) calendar days from the date on the entity’s notice of action. 
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3.13.2.3, 3.13.2.4 Continuing Benefits 


 


We are committed to making sure that members continue to receive benefits throughout any appeal or 
State Fair Hearing in accordance with State and federal rules and regulations, and as outlined in 
Sections 3.13.2.3, A through E, and 3.13.2.4, A through D. We 
encourage members to contact Member Services to request an 
extension of benefits.  


When we notify a member of an adverse decision, we routinely 
enclose both the form to request an appeal or State Fair Hearing 
and the form to request to continue benefits during an appeal or 
State Fair Hearing. We also include the “Important Information 
about Your Appeal Rights as a Member” notice with every adverse 
decision.  


We provide members with information similar to the following section from the member handbook:  


To continue services during the appeal or State Fair Hearing: 


 You must request to continue benefits within 10 calendar days of the Notice of Action or by the 
effective date of the reduction, suspension, or termination of the service.  


 Any previously authorized course of treatment must have ended or been suspended or reduced. 


 Services must have been ordered by an authorized provider. 


 The coverage period of the original approval must still be in effect. 


We must continue coverage of your benefits until: 


 You withdraw the appeal 


 Ten days from the date of our first decision if you haven’t requested a State Fair Hearing 


 A State Fair Hearing decision is reached and isn’t in your favor 


 Authorization expires or your service limits are met 


3.13.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the 
following conditions are met: 
 


A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days of  
the vendor mailing the Notice of Action; or b) the intended effective date of the vendor’s 
proposed action.  


B.  The appeal involves the termination, suspension, or reduction of a previously authorized  
       course of treatment. 
C.  The services were ordered by an authorized provider. 
D.  The authorization period has not expired. 
E.  The recipient requests continuation of benefits 
 


3.13.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, 
and the benefits must be continued until one of the following occurs:  
 


A.  The recipient withdraws the appeal; 
B.  The recipient does not request a State Fair Hearing with continuation of benefits within ten (10) 


days from the date the Vendor mails an adverse appeal decision; 
C.  A State Fair Hearing decision adverse to the recipient is made, or 
D.  The service authorization expires or authorization limits are met. 
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We will pay for services a member receives while we make a final decision. However, the member may 
be responsible for the cost of any continued benefit if that decision is not in their favor. If the appeal or 
State Fair Hearing decision is in the member’s favor, we will authorize and pay for the services we 
previously denied.  


3.13.2.5 Grievances Filed by Representatives 


 


We acknowledge this requirement and are familiar with the process the DHCFP uses to refer any 
member grievances and appeals it receives to our health plan. We promptly process grievances and 
appeals referred by the DHCFP as we do any we receive directly. 


We make sure that providers or other member representatives have the member’s written permission to 
file an appeal on behalf of the members by having them mail or electronically share a copy of the 
member’s written permission, with the exception of an expedited appeal. 


3.13.2.6 Exhausting Appeals Process 


 


We acknowledge and will continue to comply with this requirement.  


3.13.2.7 Filing Grievances and Appeals Orally 


 


We acknowledge and will continue to comply with this requirement. 


3.13.2.8 Tracking Oral Grievances and Appeals 


 


We acknowledge that we understand the difference between oral appeals or grievances and routine 
telephone inquiries.  


3.13.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may 
file a grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals 
will be referred to the vendor for resolution. In the event a provider files an appeal on the recipient’s 
behalf, the provider must first obtain the recipient’s written permission with the exception of an 
expedited appeal. 


3.13.2.6 In the case of appeals, the recipient must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is required 
to provide access to and information about the State Fair Hearing process in the event a recipient’s 
appeal is not resolved in favor of the recipient. Grievances are not eligible for referral to the State Fair 
Hearing process. 


3.13.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance 
either orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal 
may be followed by a written, signed appeal. The vendor may not require a written signed appeal 
following an oral request for an expedited appeal. If a grievance or appeal is filed orally, the vendor is 
required to document the contact for tracking purposes and to establish the earliest date of receipt.  
There is no requirement to track routine telephone inquiries. 


3.13.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. 







 
   


 


3. SCOPE OF WORK 
 3.13 GRIEVANCES, APPEALS, AND FAIR HEARINGS 


Nevada Managed Care Organization RFP# 3260 Section 3.13 — Page 10 
 


3.13.3 Authorization and Notice Timeliness Requirements 
 


3.13.3.1 Standard Requests 


 


Because of our experience with Nevada Medicaid and Nevada Check Up, we understand and will 
continue to comply with authorization requirements. We process service authorization requests as 
quickly as the member’s health status requires, but no later than 14 calendar days following receipt of 
the service request. If additional information is required and not received, we contact the provider 
within two days of receiving a standard authorization request. By the fourth day, if we have not 
received the needed information from the provider, we send the request to our Clinical Review Unit for 
consideration. If the Clinical Review RN is unable to approve the request, we attempt to contact the 
provider again. If the provider is not responsive before day seven, we may issue an extension either 
because it is in the best interest of the member, or because the member or provider requested it. We 
notify the member of our intent to extend the process, make them aware of the specific information 
needed to make a decision, and inform them of the right to file a grievance. We issue a Notice of 
Extension letter and make a decision within 14 calendar days of initiating the extension.  


3.13.3.2 Expedited Decisions 


 


Whenever possible, we resolve authorization requests within one business day when the provider 
indicates or we determine that the standard timeframe could seriously jeopardize the member’s life or 
health or ability to attain, maintain, or regain maximum function. If not possible, we make a decision 
no later than 72 hours after receipt of the request for service. If the request does not meet minimum 
requirement standards, it is elevated to the medical director for consideration. If we need additional 
information to make a determination, we notify the provider and issue a Notice of Extension letter to 
the member before the third calendar day. We issue an extension of up to 14 days when the member 
requests it or when we need additional information to make a determination and the extension is in the 
member’s best interest. 


Timeframes for prior authorization decisions and notice requirements comply with applicable State 
and federal regulations, and NCQA accreditation standards. We make decisions and issues notices 
within the timeframes identified in Table 3.13.3.2.-1. 


3.13.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) 
calendar days following receipt of the request for service, with a possible extension of up to fourteen 
(14) additional calendar days if the recipient or provider requests the extension; or, the vendor justifies 
(to the DHCFP upon request) a need for additional information and how the extension is in the 
recipient’s interests. The vendor must provide written notice of the reason for the extension and inform 
the recipient of their right to file a grievance. 


3.13.3.2 For cases in which a provider indicates or the vendor determines that following the standard 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function, the vendor must make an expedited authorization decision and provide a Notice of 
Action as expeditiously as the recipient’s health condition warrants and no later than seventy two (72) 
hours after receipt of the request for service.  The vendor may extend the (72) hours’ time period by 
up to fourteen (14) calendar days if the recipient requests an extension or if the vendor justifies (to the 
DHCFP upon request) a need for additional information and how the extension is in the recipient’s 
best  interest. The vendor must provide written notice of the reason for the extension and inform the 
recipient of their right to file a grievance. 
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Table 3.13.3.2.-1. Standards for Timely Authorization Decisions  
Authorization Decision  Timeframe – as expeditiously as the member’s 


health condition requires or no more than: 
Standard Authorization Decision Within 14 calendar days 
Extensions (requested by member or provider) Up to 14 additional calendar days 
Expedited Decision (if delay would seriously jeopardize life, health, or 
potential to attain, maintain, or regain maximum function) 


Within 72 hours 


Extensions of Expedited Decision (requested by member or provider) Up to 14 additional calendar days 
 


3.13.4 Notice of Action 
 


3.13.4.1 Written Notice of Action 


 


We recognize that members have a right to understand why we make service authorization decisions 
that deny, end, or reduce services, or deny requests to pay for services in full or in part. We have years 
of experience in Nevada, and with our affiliate plans, extensive national experience meeting Medicaid 
Notice of Action requirements. Our employees understand and support members’ rights to question or 
challenge our decisions. They help members understand why we made the decision and their rights to 
appeal it. For each adverse action, we send the member and their provider a Notice of Action written at 
an eighth grade reading level. 


3.13.4.2 Content of Written Notices of Action 


 


We currently and will continue to comply with A through C in Section 3.13.4.2 of the RFP. We provide 
Notices of Action in English and Spanish. Upon request, we also provide these notices in other 
languages that members prefer, and upon request, in Braille and large font formats for those with 
visual impairment. We have bilingual employees to speak with members in English or Spanish to help 
them understand Notices of Action. We also have a certified interpreter service in more than 200 other 
languages. We write each Notice of Action at an eighth grade reading level and format it for ease of 
understanding. We provide training for our member services employees on grievance and appeal 
processes so that they can verbally assist all members, including those with visual impairments or other 
needs such as communication by TTY, to understand the Notice of Action, how to exercise their rights, 
and how to complete each step of the grievance and appeal processes. 


3.13.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes 
action or makes an adverse determination affecting the recipient. If a provider has made a request on 
a recipient’s behalf and the vendor makes an adverse determination, the provider must be notified but 
this notification need not be in writing. 


3.13.4.2 The notice must meet all of the following requirements: 
A. Be available in the State-established prevalent non-English languages; 
B.  Be available in alternative formats for persons with special needs (visually impaired recipients, 


or recipients with limited reading proficiency); and 
C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 


438.10(c) and (d). 
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3.13.4.3 Compliance with Requirements 


 


Each Notice of Action is available in English, Spanish, and other languages and formats when 
requested. Each notice clearly explains the following: 


A. The action we have taken or intend to take 


B. The reasons for the action 


C. The member’s and provider’s rights to file an appeal 


How the member and provider can get help to file appeals or with other steps of the grievance 
and appeal processes  


D. The member’s right to request a State Fair Hearing after exhausting our internal appeal 
procedures 


E. The procedures for exercising the member’s rights to appeal 


F. The circumstances under which expedited resolution is available and how to request it 


G. The member’s right to receive continued benefits pending resolution of the appeal, how to 
request continued benefits, and circumstances under which the member may have to pay the 
costs of these services 


H. That the member may represent themselves or use legal counsel, a relative, a friend, or other 
spokesperson 


I. The specific regulations that support the action, or the change in federal or State law that 
requires the action 


J. The member’s right to request an evidentiary hearing (if one is available) or a State agency 
hearing, or, in cases of action based on change in law, the circumstances under which the 
State will grant a hearing  


3.13.4.3 A written Notice of Action to the recipient must meet the following requirements and must 
explain: 
 


A.  The action the vendor or its subcontractor has taken or intends to take; 
B.  The reasons for the action; 
C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 
D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the 


vendor’s internal appeal procedures; 
E.  The procedures for exercising the recipient’s rights to appeal; 
F.  The circumstances under which expedited resolution is available and how to request it; 
G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of the 


following: within ten (10) calendar days of the vendor mailing the Notice of Action or the 
intended effective date or the proposed action pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the recipient may be 
required to pay the costs of these services; 


H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


I.  The specific regulations that support, or the change in federal or State law that requires the 
action; and 


J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a hearing 
will be granted. 
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3.13.4.4 Timeframe for Notices 


 


We understand that members need time to receive and review our decision for continued authorization 
of services, decide to file an appeal, and make other arrangements. We provide 10 days’ advance notice 
before terminating, suspending, or reducing a previously authorized service – shown in Table 3.13.4.5-
1. We only shorten this timeframe to five days when we verify that member fraud is involved.  


3.13.4.5 Circumstances for Notices 


 


We will continue to provide notices in accordance with requirements. Table 3.13.4.5-1 summarizes our 
compliance with the required timeframes in this section and the previous section, 3.13.4.4. 


Table 3.13.4.5-1. We Comply with Notice of Action Timeframes  
Notice of Action to Member Timeframe for Giving Notice 
3.13.4.4 In general 10 calendar days before date of action 
3.13.4.4 With probable member fraud 5 calendar days before date of action 
3.13.4.5A Due to member’s death Date of action 
3.13.4.5B Due to a signed written statement or provision of information from 
the member who understands the action must be the result of their statement or 
information 


Date of action 


3.13.4.5C Due to a member’s admission to an institution that makes them 
ineligible for Medicaid 


Date of action 


3.13.4.5D When member’s address is unknown Date of action 
3.13.4.5E When member received acceptance to Medicaid in another locality, 
state, territory, or commonwealth 


Date of action 


3.13.4.5F When the member’s provider changed the level of medical care Date of action 
3.13.4.5G For an adverse nursing facility preadmission screening determination Date of action 
3.13.4.5H. For a transfer from a nursing facility due to specified reasons  Date of action 


 


3.13.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when 
the action is a termination, suspension, or reduction of previously authorized covered services.  This 
timeframe may be shortened to five (5) days if probable recipient fraud has been verified.   


3.13.4.5 The vendor must give notice by the date of the action for the following circumstances:   
 


A.  In the death of the recipient;  
B.  A signed written recipient statement requesting termination or giving information requiring 


termination or reduction of services (where the recipient understands that this must be the result 
of supplying that information); 


C.  The recipient’s admission to an institution where he is ineligible for Medicaid services; 
D.  The recipient’s address is unknown and mail directed to him has no forwarding address; 
E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, 


territory, or commonwealth; 
F.  The recipient’s physician prescribes the change in level of medical care; 
G.  An adverse determination made with regard to the preadmission screening requirements for 


nursing facility admissions; or 
H.  When being transferred from a nursing facility for the following reasons: 


 
1. The safety or health of individuals in a facility would be endangered;  
2. The residents health improves sufficiently to allow a more immediate transfer or discharge;  
3. An immediate transfer or discharge is required by the resident’s urgent medical needs; or 
4. The resident has not resided in a nursing facility for thirty (30) calendar days (applies only to 


adverse action for nursing facility transfers). 
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3.13.4.6 Notices When there is a Denial of Payment 


 


We will continue to provide notices in accordance with requirements. 


3.13.4.7 Notices When Service Authorization Decisions are not Reached 


 


We will continue to provide notices in accordance with requirements. 


3.13.4.8 Including Results of the Process and Completion Date 


 


We will continue to provide notices in accordance with requirements. 


3.13.4.9 Appeals Not Resolved in Favor of Members 


 


We will continue to provide notices in accordance with requirements A through C of Section 3.13.4.9 
of the RFP. We make every effort to provide members with oral notification of the resolution of their 
appeal and we send written notice to all members.  


When we send an adverse decision notice to a member, we enclose State Fair Hearing request form, 
and the request form to continue benefits during a State Hearing. We also include member rights 
information in the “Important Information about Your Appeal Rights as a Member” notice that 
accompanies every adverse decision.  


3.13.5 Handling of Grievances and Appeals 


 


We will continue to comply with requirements regarding resolution of grievances and appeals. Our “no 
wrong door” approach provides a coordinated system for receiving grievances and appeals from 
beginning to end. We train all employees on managing member inquiries, grievances, and appeals. Our 
member services representatives receive most grievance and appeal requests from members, families, 
providers, or representatives. Our employees record each call, create an electronic record for each in 
our Core Operations System, and electronically route it to the Grievance and Appeal Unit. We focus on 


3.13.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of 
payment. 


3.13.4.7 The vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or expedited service 
authorizations. Untimely service authorizations constitute a denial and are thus adverse actions. 


3.13.4.8 The recipient’s right to receive written resolution notice that includes the results of the 
process and the date it was completed. In addition, reasonable efforts shall be made to provide oral 
resolution notice. 


3.13.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include: 
 


A.  The right to request a State Fair Hearing, and how to do so; 
B.  The right to request to receive benefits while the hearing is pending, and how to make the 


request; and 
C.  That the recipient may be held liable for the cost of those benefits if the hearing decision 


upholds the MCO's action. 


3.13.5 Handling of Grievances and Appeals 
 
The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as 
expeditiously as the recipient’s health condition requires within the State’s established timeframes 
specified as follows: 
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responding to members in a courteous, professional manner, and make every effort to resolve any 
issues through a well-defined and documented process that supports the member every step of the way. 
We maintain effective procedures and systems for tracking and monitoring member inquiries, 
grievances, and appeals from initial receipt to escalation, investigation, resolution, and follow-up.  


Employees do not review or make decisions on cases in which they were previously involved. In 
addition to our member welcome packet and member website information, our member services 
representatives, case managers, and utilization management employees are trained to inform members 
of their rights and responsibilities when they, their families, or their representatives express 
dissatisfaction with any aspect of care or services. We confirm that our members and their families or 
representatives understand our grievance and appeal processes. Additionally, we inform members and 
their families or representatives about State Fair Hearing processes, and provide support as needed to 
enable them to exercise their full rights.  


National Behavioral Health Specialists 
A group of national behavioral health specialists handles appeals 
related to behavioral health services consistent with processes for 
all other types of services, State requirements, and NCQA 
guidelines. This group applies their behavioral health expertise to 
resolving service authorization and claims issues for all levels of 
mental health and substance use disorder treatment in a timely, 
accurate manner. Our average speed of answer for calls from 
Nevada members and providers to our Behavioral Health Call 
Center was five seconds and our call abandonment rate was .5 
percent in 2015. We integrate all data related to behavioral health 
appeals processing and all other appeals activities and include it in appeals reports to the State.  


3.13.5.1 Standard Disposition of Grievances 


 


We will continue to resolve grievances in accordance with these requirements. We resolved 100 percent 
of grievances well within 90 calendar days for the first quarter of 2016 with an average, year-to-date 
resolution timeframe of 23 days. 


3.13.5.2 Standard Disposition of Appeals 


 


We will continue to resolve appeals in accordance with requirements. Our average turnaround time for 
member appeals was 25 days for the first quarter of 2016, which exceeds this DHCFP requirement.  


  


3.13.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar 
days from the date of receipt of the grievance. 


3.13.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days 
from the date of receipt of the appeal. 
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3.13.5.3 Expedited Resolution of Appeals 


 


We resolved 94 expedited appeals in 2015. We resolve each grievance and appeal as quickly as each 
member’s health and condition requires. We closely monitor compliance with requirements for timely 
resolution of grievances and appeals by tracking the number of days from receipt to communication of 
the decision to the member or provider. We measure against DHCFP-mandated timeframes of 30 
calendar days for appeals, three working days for expedited appeals, and 90 calendar days for 
grievances. We will continue to resolve expedited appeals in accordance with A and B of Section 
3.13.5.3. 


We do not discriminate or take punitive action against members or providers who file a grievance or 
appeal.  


In the case of requests for expedited appeals, we work with providers and members to get all needed 
information quickly and make sure the member understand requirements of an expedited process 
including the limited time available to present evidence and allegations of fact or law, in person or in 
writing.  


If we were to deny a request for an expedited appeal, we would first notify the member orally and then 
with a written notice by mail within two calendar days informing the member of our decision and that 
we transferred the appeal to the standard timeframe for resolution.  


We understand that timeframes for addressing grievances and appeals can be extended up to 14 days at 
the member’s request or with the DHCFP approval when the extension is in the member’s best interest. 
However, we have worked to meet member needs without requesting an extension. If a need for an 
extension arises in the future, we will notify the member in writing of the decision and the reason for 
the delay.  


 
  


3.13.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and 
provide notice, as expeditiously as the recipient’s health condition requires, not to exceed  three (3) 
business days after the vendor receives the expedited appeal request. The vendor is required to 
establish and maintain an expedited review process for appeals when the vendor determines or the 
provider indicates that taking the time for a standard resolution could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum function. The vendor must 
ensure that punitive action is not taken against a provider who requests an expedited resolution or 
supports an appeal.  If the vendor denies a request for an expedited resolution of an appeal, it must 
transfer the appeal to the standard timeframe of no longer than thirty (30) calendar days from the day 
the vendor receives the appeal (with a possible fourteen (14) calendar day extension) for resolution of 
appeal and give the recipient prompt oral notice of the denial and follow up within two (2) calendar 
days with a written notice. 
 


A.  The vendor must inform the recipient of the limited time available to present evidence and 
allegations of fact or law, in person or in writing, in the case of the expedited resolution. 


B.  These time frames may be extended up to fourteen (14) calendar days if the recipient requests 
such an extension or the vendor demonstrates to the satisfaction of the DHCFP that there is a 
need for additional information and how the extension is in the recipient’s interests. If the State 
grants the vendor’s request for an extension, the vendor must give the recipient written notice of 
the reason for the delay. 
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3.13.5.4 Handing Grievances and Appeals 


 


A. Assisting Members with Grievances and Appeals 
Members have access to grievance and appeal information and help from member services 
representatives at our Member Services Call Center through a single, toll-free number or TTY number. 
Member services representatives assist members in Spanish and English, or other languages through 
our phone-based interpreter service. We educate member services 
employees to assist members with inquiries, grievances, and 
appeals. We aim to provide first call resolution of any concern, 
grievance, or appeal. Most inquiries do not involve dissatisfaction 
or a quality of care concern and can be resolved during the initial 
call. In 2015, our Member Services Call Center answered more 
than 64,000 calls from our Nevada members with a call 
abandonment rate of less than one percent. We are continuing this 
high level of service into 2016; our average speed of answer was 
eight seconds and our abandonment rate was 0.4 percent during the second quarter of 2016. 


When an inquiry cannot be resolved during the first call, member services representatives help 
members, their representatives, or providers understand their rights and help them file a grievance or 
appeal, including assistance completing required forms. Our employees document the required 
elements in our Core Operations System, thereby establishing the earliest date of receipt and 
facilitating tracking and trending. We do not require members to submit written requests for expedited 
appeals.  


We also accept grievances and appeals routed to us from the DHCFP, the Division of Insurance, 
legislators, ombudsmen, and others. We respond promptly to grievances and appeals that come to us 
from the State to make sure all receive a prompt response to their concerns.  


Members who exercise their right to present their case to the appeal reviewer have the option to appear 
in person. Whenever needed, we help the member arrange for transportation to appear in person. Most 
members prefer to communicate with the reviewer by telephone, which we facilitate. When necessary 
we provide interpreters, TTY/TTD services, conference call facilities, or other assistance to all 
members, including those with special needs.  


3.13.5.4 In handling grievances and appeals, the vendor must meet the following requirements:  
A.  The vendor must provide recipients any reasonable assistance in completing forms and taking  


other procedural steps, including assisting the recipient and/or the recipient’s representative to 
arrange for non-emergency transportation services to attend and be available to present 
evidence at the appeal hearing. This also includes, but is not limited to, providing interpreter 
services and toll-free numbers that have adequate teletypewriter (TTY)/ Telecommunications 
device for the deaf (TDD) and interpreter capability; 


B.  Acknowledge receipt of each grievance and appeal; 
C.  Ensure that the individuals, or their subordinates, who make decisions on grievances and 


appeals were not involved in any previous level of review or decision-making; and 
D.  Ensure that the individuals who make decisions on grievances and appeals are health care 


professionals who have the appropriate clinical expertise in treating the recipient’s condition or 
disease if the grievance or appeal involves any of the following: 


1. An appeal of a denial that is based on medical necessity; 
2. A grievance regarding the denial of an expedited resolution of an appeal; or 
3. A grievance or appeal that involves clinical issues. 
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B. Acknowledging Receipt of Grievances and Appeals 
We acknowledge receipt of a standard grievance or appeal in writing within five days, review the 
information for completeness, and assemble supporting documentation for the reviewer.  


C. Objective Grievance and Appeal Decisions 
We make sure that employees making decisions on grievances and appeals were not involved in 
previous levels of review or decision-making.  


D. Decisions by Clinicians 
Health care professionals with appropriate clinical expertise treating the member’s condition or 
disease make grievance and appeal decisions requiring clinical expertise, including those involving 
medical necessity, requests for expedited appeal resolution, and any other clinical issues. The Notice of 
Action given to the provider and member lists titles and qualifications of employees participating in the 
review.  


3.13.5.5 Process for Appeals 


 


In accordance with A through D of Section 3.13.5.5, when we receive an oral appeal request from a 
member or a member’s representative, we recognize it as an appeal and document it in our Core 
Operations System that sets the receipt date as the date of the first oral inquiry. We require members to 
provide a follow-up written appeal request, unless the request is for an expedited appeal. We advise the 
member that they may have a personal representative as a spokesperson.  


We provide members or their representative who file an appeal with copies of the member’s medical 
files and other records, and help them get answers to any questions they have about the documents. 


We also provide members with an opportunity to present evidence related to the appeal, including 
allegations of fact or law, in person or in writing.  


  


3.13.5.5 The process for appeals also requires: 
A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish the 


earliest possible filing date for the appeal) and must be confirmed in writing unless the recipient 
requests expedited resolution; 


B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations of 
fact or law, in person as well as in writing, and that the recipient is informed by the Vendor of the 
limited time available for this in the case of expedited resolution; 


C.  That the recipient and his/her representative is provided the opportunity, before and during the 
appeals process, to examine the recipient’s case file, including medical records, and any other 
document and records considered during the appeals process; and 


D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the 
legal representative of a deceased recipient’s estate. 
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3.13.5.6 Notifying Members of the Disposition 


 


We research and resolve appeals promptly. When we have made a decision, we notify members in 
writing of the resolution of their grievance within 90 days of receipt. Our average turnaround time for 
member appeals was 25 days for the first quarter of 2016. If the member is not satisfied with the 
outcome of a grievance related to benefit coverage, access to care, or services payment, the notification 
details their right to pursue our second level 
health plan executive review. Member services 
employees assist with understanding and filing 
for this second level review.  


Within 30 days of receipt of an appeal request, we 
notify members and providers of our decision by 
mailing a notice that explains our decision and 
basis for it. When the decision is favorable to the 
member, we include information on the approved 
authorization and any action the member should 
take. When the decision is adverse to the member, 
we routinely enclose information about rights to 
a State Fair Hearing, a State Fair Hearing 
request form, and the request form to request 
continued benefits during the State Fair Hearing 
process. The information includes the member’s 
rights and liability and instructions for: 


A. Requesting a State Fair Hearing  


B. Getting help requesting a hearing  


C. Requesting that services continue during the hearing process, including an explanation of 
circumstances when a member may be liable for the costs of services provided during the 
hearing process  


3.13.5.7 Making Good Faith Efforts 


 


When an expedited appeal is resolved (within the three working day timeframe unless an up-to-14-day 
extension is requested or granted by the DHCFP), we telephone the member to explain the outcome 
and discuss the next steps. We also mail a written notification, as required. 


3.13.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the recipient, the notice must also 
include:  


A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;  
B.  The right to request to receive benefits while the hearing is pending and how to make this 


request; and 
C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s 


Officer upholds the vendor’s action. 


3.13.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.   







 
   


 


3. SCOPE OF WORK 
 3.13 GRIEVANCES, APPEALS, AND FAIR HEARINGS 


Nevada Managed Care Organization RFP# 3260 Section 3.13 — Page 20 
 


3.13.5.8 Maintaining Records 


 


We document all activities of the grievance and appeal process in our Core Operations System. The 
system supports generation of reports that we make available to the DHCFP for review. Summaries of 
grievance and appeal data are routinely included in the Quality Management Evaluation that we 
submit to the DHCFP each year, including analysis of opportunities for improvement.  


3.13.5.9 Reviewing Grievances and Appeals at Meetings 


 


Our Quality Management Committee periodically reviews member grievance and appeal reports from 
our Core Operations System. These reports categorize grievances and appeals by topic, specific to both 
behavioral and physical health services. We analyze the specifics to identify opportunities for quality 
improvement. For example, our plan analyzed complaints about treatment for 2015 and found that 
dissatisfaction with prescriptions and dental services were among the leading causes. We contacted 
involved providers to address the grievances, and found that the providers were within medical practice 
guidelines. Consequently, we implemented additional member education to explain the dental benefit, 
prescription formulary, and other topics more clearly.  


3.13.6 State Fair Hearing Process 
 


3.13.6.1 State Fair Hearing Process 


 


We advise members and representatives of deceased members that they may have personal 
representatives as spokespersons during the State Fair Hearing process. We emphasize that members 
must complete the internal appeal process before requesting a State Fair Hearing and that the requests 
must be submitted to the State within 90 days from the date of our appeal decision. All of this 
information, including the right to continued benefits, is included in the packet we send with the 
adverse appeal decision.  


We participate in the preliminary calls between the member and the DHCFP, and if the issue is not 
resolved, we participate in the scheduled proceedings before the Administrative Law Judge as part of 
the State Fair Hearing. Between January and July 2016, we have received 19 State Fair Hearing 
requests; only one went to a formal hearing and all others were resolved. We accept and implement 
State decisions as quickly as possible.  


  


3.13.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will 
review as part of the Division’s quality strategy. 


3.13.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality 
Improvement committee meetings to the review of recipient complaints and appeals that have been 
received. 


3.13.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s 
representative or the representative of a deceased recipient’s estate has the right to request a State 
Fair Hearing from the DHCFP when they have exhausted the vendor’s appeal system without 
receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be 
submitted in writing within ninety (90) calendar days from the date of the vendor’s notice of resolution. 
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3.13.6.2 Informing Members of their Rights 


 


When we send an adverse decision notice to a member regarding an appeal, we routinely enclose the 
forms to request a State Fair Hearing and to continue benefits during the State Fair Hearing process. 
Our notice also explains that the member can have personal representation and includes information 
about how they can get help from us to request a hearing. We also include the “Important Information 
about Your Appeal Rights as a Member” notice with every adverse decision.  


3.13.6.3 Participating in State Fair Hearings 


 


We acknowledge this requirement and we will continue to comply with it. This includes participating in 
State Fair Hearing processes at our own expense and complying with the decision of the State Fair 
Hearing Officer. 


3.13.7 Continuation of Benefits While the Vendor’s Appeal Process 
and the State Fair Hearing are Pending 
 


3.13.7.1 Continuing Member Benefits 


 


We will continue our compliance with the requirement that we maintain a member’s benefits during 
appeal and State Fair Hearing processes involving our decision to terminate, suspend, or reduce 
previously provided services consistent with requirements A through E of Section 3.13.7.1 of the RFP. 
We will continue to be 100 percent compliant with Nevada continuation of services requirements. 


3.13.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to 
obtain such a hearing, and representation rules must be explained and provided in writing to the 
recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 
CFR 438.10(g)(1).   


3.13.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in 
each circumstance in which a recipient for whom the vendor has made an adverse determination 
requests a State Fair Hearing. The vendor is bound by the decision of the Fair Hearing Officer.  
(Please refer to the Chapter 3100 of the MSM for timeframes for standard and expedited State Fair 
Hearings.) 


3.13.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process 
is pending and while the State Fair Hearing is pending if all of the following conditions exist: 
 


A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) 
days of the vendor mailing the Notice of Action; or, the intended effective date of the vendor’s 
proposed action; 


B.  The appeal involves the termination, suspension, or reduction of a previously authorized course 
of treatment; 


C.  The services were ordered by an authorized provider; 
D.  The original periods covered by the original authorization have not expired; and 
E.  The recipient requests an extension of benefits. 
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3.13.7.2 Continuing Benefits While Appeals are Pending 


 


We are committed to assuring that members continue to receive previously authorized services 
throughout the appeal and State Fair Hearing processes as required in A through D of Section 3.13.7.2 
of the RFP. We encourage members to contact Member Services for help understanding when they can 
ask for an extension of benefits and for assistance in completing the request.  


3.13.7.3 Recovering Costs from Adverse Appeal Decisions 


 


If the final resolution upholds our original adverse decision, we document the determination and close 
the appeal. We understand that, in this situation, we have the right to recoup the costs of providing 
services during the appeal process, for those continuing benefits requested by the member, by 
deducting payments to the provider. We advise providers of adverse decisions by copying them on 
member communications.  


3.13.7.4 Authorizing or Providing Services from Reverse Decisions  


 


When the State Fair Hearing Officer reverses an action to deny, limit, or delay services we did not 
furnish while the appeal was pending, we modify the authorization promptly so the member can 
quickly obtain the service. If the member received the appealed service while decisions were pending, 
we promptly generate an approval for payment to the provider for these services.  


  


3.13.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 
 


A.  The recipient withdraws the appeal; 
B.  Ten (10) days pass after the vendor mails the notice of action Notice of Action, providing the 


resolution of the appeal against the recipient, unless the recipient, within the 10-day timeframe 
has requested a State Fair Hearing with continuation of benefits until a State Fair Hearing 
decision is reached; 


C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 
D.  The time period of service limits of a previously authorized service has been met. 


3.13.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the 
cost of the services furnished to the recipient while the appeal was pending, to the extent that they 
were furnished solely because of the requirements of this section and in accordance with policy set 
forth in 42 CFR 431.230(b). 


3.13.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, the vendor must authorize or provide the disputed 
services promptly and as expeditiously as the recipient’s health condition requires.  If the vendor or 
State Fair Hearing Officer reverses a decision to deny authorization of services, and the recipient 
received the disputed services while the appeal was pending, the vendor must pay for those services. 
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3.13.8 Provider Grievances and Appeals 


 


Assuring a positive provider experience is critical to our success. We work to promote provider 
satisfaction throughout our grievance and appeal processes by reviewing and investigating all possible 
issues in a fair, unbiased, and comprehensive manner. We are committed to providing excellent service 
to our providers, especially regarding disputes 
and grievances. We work to assist providers to 
resolve grievances and appeals through 
resubmission of claims to enable payment, when 
appropriate. Providers initiate grievance and 
appeal requests in person or by phone with our 
provider relations representatives, by phone with 
our provider call center, and by mail through a 
designated post office box.  


Our Quality Management, Provider Relations, 
and Internal Resolution Units perform provider 
grievances and appeals activities in compliance 
with State and federal requirements. These units 
include highly trained and experienced provider 
relations, claims analysis, and clinical experts 
who research and resolve provider disputes, grievances, and appeals. Our group of national behavioral 
health specialists handles appeals related to behavioral health services for all levels of mental health 
and substance use disorder treatment. We employ comprehensive processes for provider grievances and 
appeals. Our employees perform provider grievance and appeal responsibilities guided by DHCFP-
approved written policies and procedures. We do not implement changes to these policies or procedures 
until we receive written approval from the State.  


We continually look for ways to improve the services we provide to our members and providers. One 
example: in 2014, we noticed a significant increase in the number of providers requesting State Fair 
Hearings. In response, we implemented a pilot project to re-engineer second level appeals. Through 
provider collaboration, provider education, and a review of our internal processes, we improved our 
appeals processes and communications to encourage the submission of corrected claims. As a result, 
the number of State Fair Hearings for our members has substantially decreased.  


  


3.13.8 Provider Grievances and Appeals 
 
The vendor must establish a process to resolve any provider grievances and appeals that are 
separate from, and not a party to, grievances and appeals submitted by providers on behalf of 
recipients.  Written grievance and appeals procedures must be included, for review and approval, at 
the time the vendor policies and procedures are submitted to the DHCFP and at any time thereafter 
when the vendor’s provider grievance and appeals policies and procedures have been revised or 
updated. The vendor may not implement any policies and procedures concerning its provider 
grievance and appeal system without first obtaining the written approval of the DHCFP. 
 
The following provisions reflect minimum requirements and are not intended to limit the scope of the 
vendor’s grievance and appeals process for providers. 
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3.13.8.1 General Requirements 


 


A. Provider Grievances 
A provider grievance is an expression of dissatisfaction with any aspect of the health plan or its 
operations by any physician, hospital, facility, or other health care professional. We do not take 
punitive or retaliatory action against a provider who files a grievance or appeal.  


A provider may file a grievance verbally or in writing to our Nevada employees or by phone to specially 
trained provider services representatives. Upon initial receipt of a grievance, call center employees 
work to resolve all inquiries during the first call. We train representatives in customer relations, 
appropriate methods for resolving common issues, and the importance of the grievance process. If our 
employees cannot resolve an inquiry to the provider’s satisfaction during first contact, they refer the 
inquiry to our Internal Resolution Unit (IRU), Quality Management (QM), or Provider Relations 
employees for investigation and action.  


Because of our long-standing relationships with most network providers, we receive most grievances 
through employees in our Nevada Provider Relations department who refer grievances to IRU and QM 
employees for research and resolution. Provider relations, IRU, and QM employees work together to 
assist providers in understanding and using the grievance process. We document the nature and cause 
of the dissatisfaction and log the case in our Core Operations System for investigation, tracking, and 
trending. A clear description of grievance policies and procedures is included in our provider manual 
and on our provider website.  


We thoroughly investigate each provider grievance using applicable statutory, regulatory, and contract 
provisions as our guide. We collect all pertinent facts from all parties, following our written policies 
and procedures. We make sure that our employees who make grievances decisions were not involved in 
any previous review or decision-making related to the grievance. We also make sure that health care 
professionals with appropriate clinical expertise make decisions on grievances that involve clinical 
issues. 


We complete the investigation and final resolution of each grievance within 90 calendar days of the 
date of receipt and notify the provider. We mail all decisions to providers, and communicate with some 
providers first by phone and fax. Our written notice to providers includes the following: 


 Information considered in investigating the grievance 


 Findings and conclusions based on the investigation 


 Resolution of the grievance 


3.13.8.1 General Requirements 
 
The vendor must accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP. An oral appeal 
must be followed by a written, signed appeal; however, the oral appeal must count as the initial date of 
appeal. The vendor must keep a written or electronic record of each provider grievance and appeal to 
include a description of the issue, the date filed, the dates and nature of actions taken, and the final 
resolution. The vendor must issue a final decision, in writing, no later than: 
 


A.  Ninety (90) calendar days after a grievance is filed; and 
B.  Thirty (30) calendar days after an appeal is filed. 
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We document provider notification, investigation, and response activities, as well as the outcome of 
each grievance in our Core Operations System. We use system data to manage our health plan 
processes, monitor provider satisfaction, and create regular grievance reports for health plan 
leadership and the State.   


B. Provider Appeals 
We recognize three types of provider appeals:  


 Medical Necessity Appeals   Administrative Appeals   Claims Appeals 


As with provider grievances, the Nevada-based IRU manages the appeals process. We accept provider 
appeals orally and in writing. Within five days of receipt of a written or oral appeal, we notify providers 
in writing that we received their appeal. We require providers to submit a follow-up written request 
within 10 calendar days of filing an oral appeal. When we receive the follow-up written request within 
10 days of the oral request, we use the oral request date as the date of receipt. When the follow-up 
written request comes later than 10 days after the oral request, we use the date of the follow-up written 
request. If we do not receive a written request, we close the oral appeal request and notify the provider. 
We document all appeals activities, timeframes, issues, and decisions in our Core Operations System. 


Provider Medical Necessity Appeal 
Our employees route medical necessity appeals to a clinician with relevant experience, in compliance 
with our NCQA Medicaid accreditation. We transmit the decision in writing to the provider in a Notice 
of Action letter within 30 calendar days of appeal receipt. If the decision is in favor of the provider, we 
initiate appropriate action to address the resolution, such as reversing an authorization or claims 
denial with an approval. If the determination upholds the initial decision, we give the provider 
information on types of appeals eligible for State Fair Hearings and how to request one. There is only 
one level of review for provider medical necessity appeals. 


Provider Administrative and Claims Appeals 
We route appeals of authorization and claims decisions unrelated to medical necessity to our Claims 
department, where an appeals specialist conducts a level one review and makes a determination. The 
appeals specialist researches and determines the status of the authorization or claim and obtains any 
required additional information. Appeals specialists conduct each internal review and communicate 
results in a Notice of Action letter to the provider within 30 calendar days of receipt of the appeal. If 
the decision upholds a denial, we send the provider a Claims Appeal Determination Letter, which 
includes: 


 A statement of the provider's appeal 


 The reviewer’s decision along with a detailed explanation of the basis for the decision 


 A description of the evidence or documentation that supports the decision  


 A description of the process for obtaining a second level internal review 


Level two appeals are available for providers dissatisfied with the first decision. We accept oral and 
written appeals within 30 calendar days of the level one determination letter. The same requirements 
and processes for review of level one appeals also apply for level two reviews. 


A senior Claims Appeal Unit employee reviews the level two appeals. We make sure that this employee 
was not involved with the original decision. If the provider submits additional information that 
supports payment, we overturn the original denial. We send the level two Notice of Action letter to the 
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provider within 30 calendar days of receipt of the request for a level two appeal. If we uphold the 
previous claim and appeal decision, we send the Notice of Action letter to the provider with an 
explanation of the decision and State Fair Hearing rights. The letter directs the provider to file a 
written request to the DHCFP within 90 calendar days of the date of the determination letter.  


All decisions of the State Fair Hearing Officer are binding on our health plan. We comply with all 
decisions resulting from the State Fair Hearing process. 


We document provider appeals notification, investigation, and response activities, as well as the 
outcome of each appeal in our Core Operations System. We use that system’s data to manage health 
plan processes, to monitor provider satisfaction, and to create regular reports for our leadership and 
the State.   


National Behavioral Health Specialists 
Our national behavioral health specialists perform appeals duties related to behavioral health services 
consistent with processes for other types of services, State requirements, and NCQA guidelines. Our 
specialists apply their behavioral health expertise to resolve provider service authorization and claims 
issues for all levels of mental health and substance use disorder treatment in a timely, accurate 
manner. We integrate all data related to behavioral health appeals processing and other appeals 
activities and include it in all appeals reports to the State.  


3.13.8.2 State Fair Hearings  


 


Requirement 3.13.8.2 is deleted per Amendment 2. 


  


Pursuant to NRS 422.306, when a provider has exhausted the vendor’s internal appeals process, the 
provider has the right to submit a written request to the DHCFP for a State Fair Hearing. It is the 
vendor’s responsibility to notify the provider of this right at the time the provider enters into a contract 
with the vendor and when the outcome of an appeal is not wholly in favor of the provider pursuant to 
42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair 
Hearing decision will be made within ninety (90) calendar days from the date the recipient for direct 
access to a State Fair Hearing. Disputes eligible for the State Fair Hearing process include: 
 


A.  Denial or limited authorization of a requested service; 
 
B.  Reduction, suspension or termination of a previously authorized service; 
 
C.  Denial, in whole or in part, of payment for a service; 
 
D.  Demand for recoupment; or 
 
E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, 


appeal resolution). 
 
F.  The denial for disenrollment for good cause. 
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3.13.9 Expedited State Fair Hearing 
 


3.13.9.1, 3.13.9.2 Expedited State Fair Hearing Timeframes 


 


We understand there are circumstances where the DHCFP will follow an expedited State Fair Hearing 
timeframe. In compliance with Sections 3.13.9.1 (A-B) and 3.13.9.2, we are prepared to work with the 
State to support resolution of expedited State Fair Hearings as quickly as the member’s health 
requires, and no later than three working days from the request for an expedited hearing. 


We will use the same member and provider notification methods we employ to explain policy and 
processes related to non-expedited State Fair Hearings. We will explain to members and providers: 


 Their rights to request an expedited State Fair Hearing 


 The types of service denials for which they can request an expedited State Fair Hearing 


 How to request a State Fair Hearing 


 The expedited State Fair Hearing process and decision timeframes 


We will assist members and providers to request a State Fair Hearing and to prepare for it.  


3.13.9.3 Complying with Decisions of State Fair Hearing Officers 


 


We will continue to comply with State Fair Hearing Officer decisions that result from a member or 
provider appeal. 


  


3.13.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was first heard through the Vendors appeal process is as expeditiously as the recipient’s health 
condition requires, but no later than 3 working days from the State’s receipt of a hearing request for a 
denial of service that: 
 


A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s 
expedited appeal timeframes, or  


B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 
 
3.13.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal 
was made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is 
as expeditiously as the recipient’s health condition requires, but no later than 3 working days from the 
State’s receipt of a hearing request for a denial of service that meets the criteria for an expedited 
resolution. 
 
The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the vendor and its providers and/or subcontractors. 
Likewise, grievances are not eligible for State Fair Hearings. 


3.13.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any 
decision resulting from the Fair Hearing process. 
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3.14 MANAGEMENT INFORMATION SYSTEM (MIS)  
 


3.14.1 MIS Capable of Meeting Contract Requirements 


 


As an experienced and trusted partner to the DHCFP, we 
recognize how critical information systems are to effective 
management of clinical and health care services data. We will 
continue to maintain the systems, processes, and staffing 
necessary to uphold our high standards and our ability to 
continually meet or exceed Contract requirements. Our 
Management Information System (MIS) currently supports more 
than 187,000 Nevada Medicaid and Nevada Check Up members 
(recipients) and is fully capable of maintaining, providing, 
documenting, and retaining information necessary to substantiate 
and report our compliance with these requirements. 


We believe that technology is a powerful tool when applied correctly, improves operations and 
positively impacts members, providers, and the DHCFP. We are committed to continuous improvement 
and actively search for ways to apply existing and new technology to do the following:  


 Enable better understanding and improved access to health care services and benefits 


 Support delivery of integrated medical and behavioral health care  


 Deliver tools and data to enable continuity of care coordination 


 Ease the operational burden on providers related to claims and authorizations 


 Pay providers promptly and accurately 


 Maintain a high level of member and provider satisfaction 


 Improve the quality and efficiency of data collection  


 Maximize the impact of performance improvement studies and results 


 Provide measurable positive results to the DHCFP and help streamline and simplify program 
administration 


Our goal is to provide the best possible service to our members, 
providers, and the DHCFP—and we know that information 
systems provide critical support. We continually look for better 
ways to engage with our members across multiple levels to foster 
personal responsibility and improve health. We invest in our MIS, 
continually enhancing functionality to meet the needs of our 
members, providers, the State, and other stakeholders.  


Our technology solutions enable us to support the DHCFP’s program goals and to implement new or 
changed requirements on a timely basis. For example, we are using technology in two different ways to 
help maintain more accurate member information and improve data quality. Described in greater 
detail in Section 3.14.3, an innovative new process searches claims when a member ID card is returned 


3.14.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, and 
retaining information sufficient to substantiate and report vendor’s compliance with the contract 
requirements. 
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as undeliverable to try to find a better address. In addition, based on excellent results from our Nevada 
pilot, we will use LexisNexis to obtain accurate address and telephone numbers for our members. 


Overview of our MIS 
Our MIS is built on a managed Medicaid model and currently 
supports our Nevada members, as well as members in our affiliate 
health plans operating state-sponsored business. The system is 
highly configurable and customizable, allowing us to meet the 
requirements of Nevada programs now and in the future. This 
integrated system accommodates market-specific needs and 
innovations, allowing capabilities implemented for one affiliate to 
be leveraged for another. This means that our Nevada program benefits when an enhanced capability 
is implemented for an affiliate, as demonstrated by the new processes to improve the quality of member 
contact data. 


Our MIS is modular in design, providing a flexible, configurable, and scalable system that meets 
existing Nevada requirements and will facilitate integration of future capabilities. The system is 
extensible through the Application Programming Interface and includes integrated best-of-breed 
solutions to deliver required functionality. 


A core component of our MIS is the Facets product from TriZetto. Our national Technology Services 
team partners with TriZetto to keep our technology focused on meeting current and future needs—for 
Nevada and our affiliate health plans. This strong collaborative relationship with top TriZetto 
leadership delivers regular communication about overall direction in the Medicaid industry and how 
we can best collaborate on innovative solutions. 


Our parent company’s internal Technology Services department of highly skilled and dedicated 
professionals manages our MIS. Within Technology Services, the average tenure of an employee is 
more than 10 years. Technology Services maintains extensive knowledge of the integration and 
extension of the MIS. With this deep knowledge and experience, Technology Services can modify and 
enhance our system as needed to respond to new or changed requirements. Technology Services 
assigns a customer account manager to provide continuity of support and knowledge between our 
health plan, the DHCFP, fiscal agent, and information technology teams. Our Nevada customer 
account manager will remain an integral part of all technology-based implementations and ongoing 
operations. 


Our MIS has consistently demonstrated its capacity to maintain, provide, document, and retain 
information to support our continued compliance with Contract requirements. We are confident in its 
ability to continue to support the new requirements outlined in the Scope of Work. Our MIS includes 
five integrated components and accepts data from and delivers data to members, providers, 
subcontractors, and the DHCFP, as shown in Figure 3.14.1-1. 
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Figure 3.14.1-1. Our MIS is Integrated and Connects with Members, Providers, Subcontractors, and the State 


 
 


The five main components of our MIS are the following: 


 Core Operations System. The Core Operations System, Facets, is the authoritative host, or system of 
record, for data about providers, members (including enrollment and eligibility), claims, and 
authorizations. Updates to this information occur through the user interface or through 
application-specific data loads such as enrollment files received from the DHCFP or its agent. We 
maintain data quality through many interfacing applications that apply rules-based standardization, 
verification, and validation logic to data elements 


 Care Management System. Through our clinical care management system, member utilization data 
(such as claims history, authorization, immunization records, lab results, and care and disease 
management data) are readily available in an organized format with tools for case managers and 
providers to identify and manage members’ needs. Our Care Management System integrates 
seamlessly with our Core Operations System and represents the system of record for member care 
coordination information through its two main components: 
 Our Care Coordination System collects, organizes, and presents information enabling 


management and coordination of member care. Our Care Coordination System maintains all 
outreach and care plans. Care plans are member-centered and goal-oriented. Our Care 
Coordination System allows case managers to fully document the care plan, including 
preferences, goals, interventions, services, measurable objectives, back-up plans, and progress 
notes  


 Our Integrated Member Dashboard, available to our employees and network providers, 
consolidates member data and information from various sources into an easy-to-navigate 
dashboard that includes HEDIS® care alerts, authorizations, prescriptions, immunizations, lab 
results, and claims organized by type, such as inpatient, emergency room, and office visit. One 
feature of our Integrated Member Dashboard organizes information into a timeline of clinical 
events, displaying a longitudinal patient record across a number of domains, including diagnosis, 
providers, and medication history. Events display as icons that show the intersection of “what and 
when”  
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 Data Warehouse. Our data warehouse supports operational processes, analytics, and reporting to 
meet Contract requirements. It is fed directly from the system of record to promote data quality, 
control, and consistency. The data warehouse delivers a comprehensive source of health 
information about our Nevada members and includes encounter claims data for medical, behavioral 
health, pharmacy, and vision services they receive. We integrate additional information into the 
data warehouse to support other processes, including lab results and immunization data. The data 
warehouse supports access to consolidated member health information through our Integrated 
Member Dashboard; advanced data analytics, including our predictive modeling system to identify 
members for care management; and our operational, management, regulatory, and ad hoc 
reporting to support our Nevada operations. Robust reporting tools and our data warehouse support 
generation of timely, accurate, and complete reports to the DHCFP 


 Supplemental Applications. Our MIS also includes additional integrated supplemental applications 
that support the overall functionality of Medicaid managed care. This includes call center 
efficiency, prompt provider payment, member ID cards, Early Periodic Screening, Diagnosis, and 
Treatment Program (EPSDT), HEDIS®, and document imaging and workflow. 
Dashboards/business intelligence, analytical reporting, and other supplemental applications 
maximize functionality, efficiency, security, and data analytics 


 Member and Provider Websites. We use websites to deliver vital information and tools to our 
Nevada members, providers, and other stakeholders. The member and provider websites have public 
and secure self-service areas, including the ability to change primary care providers (PCPs). 
Websites use industry-standard web services as well as content management system technologies. 
Prior to the start of the new Contract, we will implement “Request a Call Back” to allow members to 
indicate a date and time when they would like a member services representative to contact them. For 
members with a smartphone, our mobile app delivers a mobile view of our member website as well 
as ready access to their ID card, our online provider directory, Health A to Z, Symptom Checker, 
and Condition Lookup 


Figure 3.14.1-2, presented at the end of this section, shows a high-level conceptual overview of our 
MIS, including the flow of information into our system from the State, members, providers, and 
subcontractors; the major functional processing components; and the flow of information sent from 
our system back to members, providers, the State, and our subcontractors. As discussed in Section 3.8, 
we will financially participate with HealtHIE Nevada and explore data sharing opportunities. 


We devote significant national resources to delivering systems 
availability that meets business needs. For many, such as our Core 
Operations System and telecommunications infrastructure, we 
maintain availability twenty-four hours a day, seven days a week 
(24/7), excluding scheduled maintenance windows. We position 
our MIS and technology architecture to adapt to the distinct needs of the DHCFP and other state 
partners and the changing environment of Medicaid managed care, while maintaining a high level of 
systems reliability and readiness. For 2016 (through June), systems availability for our core processes 
is 99.75 percent.  
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Our MIS supports more than 55,000 children, adolescents, and young adults in 
foster care, adoption assistance, and juvenile justice programs in 10 states. This 
experience will be leveraged for our voluntarily enrolled foster care members. In 


addition, our MIS can support geographic expansions and the addition of other services or covered 
populations in Nevada. As an example, through affiliates, our MIS currently supports more than 
257,000 members who receive care through managed Home and Community Based Waiver Services 
programs in eight states. If the DHCFP should expand to other Medicaid populations, we will leverage 
this experience to properly configure our MIS.  


Maintaining and Retaining Information 
Our MIS captures and retains transactions and information associated with our Medicaid managed 
care Contract with the DHCFP. We retain information to substantiate our compliance with Contract 
requirements. Our data warehouse, integrated with our Core Operations System and other components 
of our MIS, provides the data necessary to meet regulatory, operational, and management reports, as 
well as any ad hoc reporting needs. We currently maintain online access to our Nevada data from the 
time we began operations to support research and historical reporting needs. 


Each of our Internal Quality Assurance Program (IQAP) On-Site Review of Compliance reports from 
the DHCFP confirmed our full compliance in the area of Health Information. The most recent report 
included the following statements: 


“The FY 2013-2014 HEDIS audit performed by HSAG provided evidence that the MCO 
collected data, calculated rates, and created reports according to HEDIS 2014 Technical 
Specifications for all audited measures that were part of [the MCO’s] IQAP. Further, the 
certified HEDIS compliant auditor (CHCA) found that the MCO was compliant in meeting all 
of the information systems standards assessed for the HEDIS audit, which included: claims 
and encounter data processing, enrollment data processing, provider data processing, medical 
record review process, supplemental data collection and processing, and data integration and 
rate calculation.” 


Documenting and Providing Information 
We have a strong and consistent track record of supporting the DHCFP with required regulatory and 
ad hoc reports. We currently generate the reports detailed in the RFP and in RFP Attachment T ~ 
Forms and Reporting Guide. We will update the reporting timeframes as indicated in RFP Attachment 
T, such as adding a monthly version of the reports related to disputes, grievances, and appeals. During 
implementation of the new Contract, we will review all reporting requirements and implement and test 
changes, as specified by the DHCFP, so that we continue to submit timely, accurate, and meaningful 
reports to the State. 


Our systems environment supports access to and analysis of large amounts of service and utilization 
data to support the needs of our management team and the DHCFP. The ability to identify, execute, 
and analyze data through scheduled and ad hoc reports enables us and the DHCFP to better evaluate, 
monitor, and manage the Nevada Medicaid and Nevada Check Up programs. To support both our 
internal and the DHCFP’s needs for reports and data analysis, data warehouses in our MIS maintain 
online, ready access to enrollment, service, and other operational information. Two of these databases 
are the Operational Data Warehouse (ODW) and the Health Care Insights Analytic Platform 
(HCIAP). 







  
   


 


3. SCOPE OF WORK 
3.14 MANAGEMENT INFORMATION SYSTEM (MIS) 


Nevada Managed Care Organization RFP# 3260 Section 3.14 — Page 6 
 


Operational Data Warehouse 
The ODW is a copy of transactional data configured to support complex analytical and ad hoc queries 
using business intelligence tools. The ODW is an integrated repository fed directly from the Core 
Operations System to deliver data quality, control, and consistency. The data warehouse also houses 
data from external sources, including encounter data from our subcontractors such as pharmacy and 
vision. The ODW maximizes our capacity for data analytics and affords the flexibility to produce 
targeted reporting to support state customers, business processes, and enhanced provider and member 
support. 


The ODW structure insulates the user from the underlying technology of our system and includes 
embedded business rules to promote consistent use and interpretation of the data and improve the 
quality and availability of analytical data across the organization. Specialized subject area cubes 
(claims, provider, member, authorization, and call center) provide users with a self-service reporting 
capability that universally applies business rules and accommodates the need to both see high-level 
trends and drill down into low-level details. 


Health Care Insights Analytic Platform 
Deployed and managed by our national Health Care Analytics department, HCIAP delivers the data 
and the tools to support better decision-making to improve member health outcomes and manage 
health care efficiency. Through the HCIAP, we can look at detailed claims experience data to support 
efforts to slow down the rate of increase in health care costs, including the ability to identify medical 
cost trends, changes in provider billing patterns, and opportunities for savings. 


The platform supports financial, member- and provider-centric, and enterprise-wide analytics through 
a series of views and dashboards. HCIAP provides powerful analytic capabilities used to answer key 
questions, make better decisions, and drive better outcomes for our stakeholders. A point-and-click 
interface enhances advanced analytics and exploratory data analysis with interactive data 
visualization, leading to better analyses, faster decisions, and more effective presentations of analytic 
results.  
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Figure 3.14.1-2. Our Integrated MIS has the Capability to Substantiate and Report Our Compliance with Contract Requirements 
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3.14.2 Documenting, Aggregating, and Reporting Valid Information 


 
Documenting Administrative and Clinical Procedures while 
Maintaining HIPAA Privacy and Confidentiality 
We are keenly aware and have a detailed understanding of the sensitive nature of the health and 
enrollment information we collect and maintain to conduct our business. We also understand the 
importance of securing this information to protect the privacy of our members and our providers and 
resolving privacy related matters in a thorough and complete manner. 


Our MIS is fully capable of documenting administrative and clinical procedures for our Nevada 
members and maintaining compliance with HIPAA privacy and confidentiality requirements. Within 
our MIS, our Core Operations System serves as the system of record for information, such as member 
demographics and eligibility, provider demographics and reimbursement information, claims 
adjudication, and authorizations; while the Data Warehouse stores encounters from our pharmacy and 
vision subcontractors. We provide access to this integrated set of administrative data on our Nevada 
members to support program operations, management, and evaluation. Security protocols grant access 
to authorized employees through online access and data query. To help deliver better health outcomes, 
we give providers access to this integrated data set for individual members through our Integrated 
Member Dashboard application, after providing member identifiable data and a HIPAA attestation. 


Our MIS and supporting processes in our National Medicaid Division are fully compliant with the 
HIPAA requirements, as well as the requirements of the Health Information Technology for Economic 
and Clinical Health Act of 2009 (HITECH). We continuously monitor HIPAA, HITECH, and other 
federal and Nevada privacy laws and regulations to identify the possible impact any changes will have 
on our systems and operations. When system changes are required for our continued compliance, we 
create a project, define the scope, assign resources, and monitor progress toward compliance. As part 
of our annual risk assessment and Sarbanes-Oxley audit reviews and attestations, we review our 
HIPAA privacy and security compliance status. Our national chief information security officer reviews 
the results and determines the need for any action. 


  


3.14.2 The vendor shall have an MIS capable of documenting administrative and clinical procedures 
while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall 
provide the DHCFP with aggregate performance and outcome data, as well as its policies for 
transmission of data from network providers as outlined in this RFP (See Attachment T Forms and 
Reporting Guide). The vendor shall have internal procedures to ensure that data reported to the 
DHCFP are valid and to test validity and consistency on a regular basis. 
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Providing Aggregate Performance and Outcome Data 
Throughout our tenure in Nevada, we have consistently demonstrated our ability to provide aggregate 
performance and outcome data to the DHCFP. Our encounter data system delivers aggregated, 
unduplicated service counts across service categories, provider types, and treatment facilities. Through 
scheduled and ad hoc reports, we regularly deliver aggregate performance and outcome data to the 
DHCFP. We understand the need to collaborate with the State to provide meaningful data to support 
the administration and evaluation of the Nevada Medicaid and Nevada Check Up programs. Some of 
the recent ad hoc report requests delivered to the DHCFP include the following: 


 DHCFP Behavioral Health Data for Demonstration Grant. This request included 16 pieces of data, 
including readmission rate (all ages), behavioral health emergency room (ER) visits (all ages), adult 
behavioral health ER visits, pediatric behavioral health ER visits, prevalence of chronic conditions, 
and a Fiscal Year 2016 behavioral health snapshot of substance abuse (demographics) 


 Legislative Counsel Bureau Mental Health Regionalization Data Request. This request pulled 
claims data for calendar years 2009 through 2015, including demographics, utilization metrics, top 
10 inpatient primary diagnoses, overall access to care, regional access to care, and ER utilization. 


 DHCFP Director’s Office Request – Providers and Utilization in Northern Las Vegas. This request 
included the number of providers in specified zip codes by provider group and encounter/claims 
data for the top five utilized provider by provider type for December 1, 2015 through current 


Our ability to complete these complex requests for large amounts of data quickly and accurately 
demonstrates the capability of our systems and tools to deliver aggregate performance and outcome 
data to the DHCFP. 


Policies for Transmission of Data from Network Providers 
Our contracts with network providers require timely submission of 
claims and encounters for all services provided to our members. 
This is outlined in our standard contract and is monitored and 
measured for compliance on an ongoing basis. We currently 
receive more than 93 percent of claims from our providers 
electronically (up from 91 percent in January 2015) in full HIPAA compliance for standard 
transactions and code sets. 


We maintain operational and well-tested procedures to make sure that we receive and process provider 
claims timely and effectively. While the majority of professionals and institutions submit claims 
electronically, we also accept and process paper claims. 


To promote accurate, timely, and efficient claims processing, we encourage our providers to submit 
claims electronically. Recognizing that our providers’ technology environments and needs vary and to 
deliver maximum flexibility, we accept electronic claims from multiple sources: 


 Three nationally recognized Electronic Data Interchange (EDI) clearinghouses: Change 
HealthCare (formerly known as Emdeon), Availity, and Smart Data Solutions 


 Our secure provider website 
 Submission of an ANSI X12 837 (837) file  
 Submission of claims entered online using Direct Data Entry 
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In 2014 we gave our Nevada providers the option to submit claims through Availity, a multi-payer 
portal that enables claims submission to multiple payers through a single sign-on. It offers providers a 
number of services, including claims submissions, claims status inquiries, claims appeal submissions, 
and eligibility and benefit inquiries.  


Our MIS includes an EDI Gateway that supports the exchange of transactions from and to 
subcontractors and state agencies. The EDI Gateway handles multiple submission options, including 
Internet, secure File Transfer Protocol (FTP), Connect:Direct NDM (Network Data Mover), and 
VANs (Value Added Network). The EDI Gateway supports our Nevada health plan and our 19 
affiliates, receiving more than 69 million claims and encounters in 2015. Using the EDI Gateway, we 
follow a defined set of operational procedures to accept and process claims and encounter data from 
providers as outlined below:  


 Electronic Claims Submission. Providers submit all electronic claims and encounters in a HIPAA-
compliant format. We retrieve claims daily from the respective secure FTP site and subject them to 
two levels of validation: 
 Compliance Check. Using Transaction Validation Manager (from Optum Insight), we apply a 


series of compliance validation checks to confirm that claims are properly formatted and do not 
contain any invalid data elements. Individual claims that do not pass compliance checks are sent 
back to the originating clearinghouse using the ANSI X12 999 standard acknowledgement file, in 
addition to an ANSI X12 277CA, which contains the details related to each rejection 


 Business Rules. We apply business rule edits to claims that pass the compliance check. Business 
rule edits include NDC is present (where required), valid NPI, member exists in our system, and 
member is eligible for the date of service. If claims pass all edits, they are loaded into our claims 
processing system. Claims that fail are sent back to the clearinghouse using the 277CA, which 
contains the reason for the rejection 


 Reconciliation. Daily reconciliations confirm that all claims received are accounted for and either 
rejected and returned or loaded into our claims processing system. We reconcile EDI claims from 
clearinghouses against vendor control totals. We reconcile other electronic claims (direct 
submission from providers or subcontractors) against control totals from our compliance check 
software. Our reconciliation tool captures date, trading partner, and source (paper or EDI). We use 
the data to confirm that all claims received are processed to a final determination of accepted, 
rejected, paid, pended, or denied. Reports allow management to identify trends and potential 
problems 


 Electronic Claim Image. We create and store an image of each EDI claims transaction in our 
secure document management system. Only employees who need the information to perform their 
jobs can view the image. This includes health plan staff assisting in the review of claims data and 
our national support team during the claims adjudication process and other claims-related tasks 


Regardless of whether a claim is submitted on paper or electronically, providers can access claims 
status information through Availity and our interactive voice response system 24/7.  
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Encouraging and Supporting Providers with EDI Claims Submission 
Through our experience, we know that providers realize a number of benefits when they file claims 
electronically: more complete claims information for quicker adjudication, more consistent and 
accurate payments, and faster turnaround times for better cash flow. We actively encourage and 
support our network providers in submitting claims electronically by doing the following: 


 Distributing newsletters describing the benefits of EDI 


 Posting information on our provider website and including information on electronic claims 
submission in our provider manual 


 Discussing EDI with providers as part of the initial contracting process 


 Conducting targeted outreach to providers who submit paper claims to identify and address any 
barriers preventing them from submitting electronically  


Providers can contact our EDI Solutions Helpdesk for technical assistance in submitting electronic 
claims. We train our EDI Solutions Helpdesk staff to support providers with initial set up, specific 
problems, and the submission of individual batches or claims. When there are major changes, such as 
the implementation of ICD-10, our EDI Solutions Helpdesk plays a critical role in quickly addressing 
and resolving provider issues to avoid interrupted or delayed claims processing.  


Internal Procedures to Report Valid and Consistent Data 
Using a comprehensive set of internal procedures and system-based controls, we capture, process, and 
submit data in accordance with the DHCFP’s quality and timeliness standards for the Medicaid and 
Nevada Check Up programs. To verify the integrity, consistency, validity, and completeness of all data 
that we submit to the DHCFP and its agents, we use these procedures and controls to do the following: 


 Manage the receipt of paper documents and electronic files 


 Edit data entering our systems and process all data accurately and completely 


 Monitor additions, deletions, or modifications to data on incoming files 


 Prepare data that is sent to the DHCFP and its agents in accordance with State requirements 


 Generate reports that meet the State’s requirements for frequency, format, and level of detail 


Through our reporting resources, processes, and systems in place; we will continue to provide 
scheduled and ad hoc reports to the DHCFP at the frequency, format, and level of detail required. We 
continuously test the validity and consistency of our data through the careful review and analysis of 
management, operational, and regulatory reports.  


Validating Incoming and Outgoing Data Files 
We process all incoming data according to well-documented procedures and quality control processes. 
We log and monitor the receipt and processing status of all incoming electronic data files to confirm 
complete processing of all transmissions. We apply systematic edits to all data, regardless of source, to 
determine if the data is accurate, complete, and valid with respect to format and presence prior to 
loading into our MIS. For data we submit to the DHCFP through interfaces, we review and evaluate 
the outgoing file to verify that all data elements are included and the file complies with format 
requirements. We monitor and log the DHCFP acceptance of data files. 


Our Nevada customer account manager will continue as our point of contact to address technical 
questions, issues, or concerns from the DHCFP or its agents. 
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Report Quality Control Processes 
Our process and methods of quality control drive our reporting accuracy and timeliness. Our Nevada 
regulatory oversight manager oversees and monitors the generation, review, and submission of all 
deliverables and reports to the DHCFP. We perform quality reviews on all reports before submission to 
the DHCFP. 


We maintain a report tracking system that documents the 
regulatory and contractual requirements for each deliverable and 
report. Additionally, our reporting workflow supports report 
generation and subsequent review processes. In the system, we 
record the due date to the DHCFP and an advance internal due 
date. We also identify the business owners responsible for review 
and approval for completeness and accuracy prior to submission. For reports that include data from 
our subcontractors, such as the CMS 416, we review information when submitted by the subcontractor 
and then again as part of an integrated report.  


We generate reports in advance of the DHCFP’s submission deadline to allow adequate time for a 
thorough review. Business owners and leadership review reports for completeness and accuracy prior 
to submitting to the Regulatory team and the DHCFP. Our report tracking system generates email 
alerts to business owners with reminders about upcoming report due dates and as notification that a 
report is ready for review.  


Business owners use a number of different methods to confirm report quality. They compare the report 
to previous submissions to look for changes in trends and potential outliers in data. To confirm 
consistency, they also compare against other reports for the same time period to verify that data track 
across reports that include similar data elements. Business owners consider any events that have 
occurred during the reporting period that could affect the data. If business owners find a problem 
during report quality reviews, they update our tracking system and assemble appropriate resources to 
investigate and resolve the issue. After resolution, we complete the report quality review check prior to 
the DHCFP submission. 


We maintain an internal sign-off process that documents the business owner’s attestation regarding 
the report accuracy, completeness, and adherence to State requirements.  


Once we receive business owner approval, our Regulatory team performs a final, high-level review to 
make sure the reporting template and format are accurate and that no major issues are apparent. After 
final review, Regulatory submits the report to the DHCFP, using the defined submission method, and 
updates the regulatory tracking system with the submission date. It is our practice to include the 
required certification with information submitted for purposes of developing vendor payment, as 
specified in Section 3.14.5 of the RFP. 


Accountability for timely report submission and accuracy remains at the senior level of the 
organization. Our senior management reviews a quarterly reporting scorecard to monitor performance 
against both internal and the DHCFP reporting timelines. 


The regulatory oversight manager remains the centralized and dedicated point of contact for the 
DHCFP in the reporting and communications process. Our regulatory oversight manager verifies that 
we receive, track, collaborate, and respond to the DHCFP’s issues, concerns, questions, and requests 
on a timely basis.  
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3.14.3 Eligibility Data 
 


3.14.3.1 Linking Records for Members with Multiple Identification Numbers 


 


Our MIS is capable of linking records for an enrolled member (recipient) who has different Medicaid 
or Nevada Check Up identification numbers. We are currently using this capability in our Nevada 
operations. We realize it is critical to link re-enrolled members with prior historical data, and employ 
several methods to associate a member with a different Medicaid and/or Nevada Check Up 
identification number with prior enrollment information. Our procedures are working. Our MIS 
maintains linked identification numbers for 7,065 members—almost four percent of our current 
membership.  


During the processing of each 834 enrollment file from the 
DHCFP, our automated load process assigns each new member a 
unique nine-digit health plan identification number that he or she 
maintains throughout all periods of enrollment for Nevada 
Medicaid, Nevada Check Up, or any future Nevada programs. Our 
system also stores the 11-digit identification number assigned by 
the DHCFP. When we receive a record on the 834 file for a new member, the system checks our 
database to see if the member already exists, indicating a period of prior enrollment. The process 
compares data elements such as the DHCFP identification number, name, address, date of birth, and 
Social Security Number. If the process finds a match, the system takes a number of steps: 


 Uses the member’s prior nine-digit health plan identification number 


 If the DHCFP identification number is different: 
 Documents the new number as primary 
 Links the old DHCFP identification number to the record (our system can hold multiple “old” 


identification numbers) 


 Adds a row to the member’s enrollment history with the new effective date 


 Continues with other process steps for new enrollments, including PCP assignment 


Each week, our system executes a secondary check for duplicate member records as part of an 
enrollment data review. This weekly process applies a “fuzzy logic” set of criteria to identify potential 
duplicate members in our database. The Enrollment team reviews the output of this process to 
determine whether we have duplicate member information in our system. The team uses a tool that 
displays demographic and eligibility information about both member records side-by-side, so the 
enrollment analyst can evaluate the qualifying data to determine whether a duplicate exists. If a 
duplicate is confirmed, the tool allows the analyst to use a point-and-click function to identify the 
combination of individual data elements on each of the records that should be merged into one. 


If a duplicate exists and claims history and/or authorization data is present for both member IDs, the 
Enrollment team works with the Claims department to determine which member ID to keep and 
consolidates the claims/authorization data. In this situation, we maintain a cross-reference that links 
the active member ID with the inactive one. 


3.14.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled 
recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; 
e.g., recipients who are re-enrolled and assigned new numbers. 
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Employees can search for members using any identification number—old or new, health plan or 
DHCFP assigned. In addition, our claims processing system will automatically associate any claims 
submitted under an old identification number with the active number for the member without delay or 
disruption in the adjudication process.  


3.14.3.2 Updating the Eligibility Database and Notifying the DHCFP 


 


We strive to maintain current demographic information on all members, including name, address, and 
telephone number. We update the information in our MIS when we learn about changes in member 
name, telephone number, or address. We maintain audit trails on all changes to member demographic 
data. We will continue to transmit member demographic data changes to the DHCFP, Monday – 
Friday, using the prescribed file format. 


Proactive Steps to Identify Accurate Member Data  
To reach and engage members, we must maintain up-to-date contact information. We take proactive 
steps to maintain the most accurate data for our members, including updating our system with new 
contact information from the daily 834 files and checking the National Change of Address registry 
before any member mailings. 


To validate member contact information, we will use LexisNexis’s 
vast database, comprising over two petabytes of unique data and 
45 billion public records. LexisNexis has a proprietary linking 
technology that includes profiles of more than 585 million 
identities and 739 business contacts from more than 10,000 data 
sources. To test whether this was a viable solution to identify 
accurate member data, we recently ran a pilot with approximately 
900 contacts. During the pilot, LexisNexis located 89 percent of 
adult members, and, remarkably, updates 60 percent of adult 
addresses, and 74 percent of adult telephone numbers. We will 
use LexisNexis information to supplement, not replace, the 
member data we receive from the DHCFP. 


Despite these efforts, we sometimes learn of incorrect or new contact information through other 
means, including interactions we have with our members or mail returned by the post office as 
undeliverable. We work to improve member contact information in the following situations: 


 Welcome Calls to our Members. We verify member contact information, including email address, 
during welcome calls to our members 


 Member Calls to the Member Call Center. We verify contact information each time a member 
contacts our call center. If a member’s contact information has changed, we do the following: 
 Update the information in our system 
 Provide the member with information on contacting the Division of Welfare and Supportive 


Services (DWSS) to update his or her address 
 Resend any mailings the member did not receive 


3.14.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 
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 Member Interaction with a Case Manager. When we are unable to reach members using contact 
information loaded from the 834 file, case managers use several methods to locate them. This 
includes reviewing recent claims history, contacting the member’s PCP or other providers, checking 
the hospital face sheet to verify if a member was a recent inpatient, researching pharmacy data for 
recent prescriptions, or sending someone into the field to locate the member. When the case 
managers obtain current member contact information, they follow the same steps as the member 
call center process above 


 Returned ID Cards. We bar code member ID card mailings. When the post office returns ID cards 
as undeliverable, the mailroom staff scans the bar code and an automated process updates the 
member’s record in our system to indicate that the ID card was returned. Monthly reports identify 
members with returned ID cards for research. The ID card return initiates outreach to the member 
requesting a current address 


When we modify a member’s address in our Core Operations System, the system maintains historical 
address information and date of the change, and we send the information to the State on the Monday – 
Friday change file. During processing of the daily 834 files, if the address differs between our system 
and the 834 file and our system indicates the change was made within the last 90 days by one of our 
employees, our system does not change the address. This process gives members time to update their 
address with the State and keeps us from overwriting a good address in the interim. 


New Process to Identify Member Address after ID Card Return  
As part of our efforts toward continuous improvement, in July we implemented a new process that 
searches claims submissions for a member address if an ID card 
is returned by the post office. This process searches claims for the 
next 90 days looking for a different address for the member. If a 
different address is found, it updates the member’s address in our 
MIS and sends a new ID card. While it is too early to have 
Nevada results, the 2015 pilot in five of our affiliate plans 
generated impressive statistics. Across the five pilot health plans, average results were as follows: 


 27.6 percent of the members with returned ID cards had claims submitted with a different address 


 77.3 percent of the re-mailed ID cards were not returned again, resulting in 47,512 members 
receiving ID cards through use of this new process 


Based on the outstanding results across our affiliates, we are very optimistic that this process will help 
identify accurate addresses for our new members. We look forward to sharing our results with the 
DHCFP. 


We Propose a Collaborative Process between MCOs and the DHCFP  
While there are a number of steps that we can take to improve the accuracy of member contact 
information, we believe that a statewide solution would better serve the DHCFP and Nevada members. 
To help members get the care they need sooner, we propose collaboration between the DHCFP and all 
Nevada MCOs to identify a consistent process that could be implemented across all programs and all 
MCOs. 
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We are willing to take a lead role in coordinating and facilitating a meeting to do the following: 


 Review the end-to-end process and the role of all parties 


 Discuss opportunities for changes in processes that could improve the accuracy of member contact 
information 


We believe that a focused effort that taps into technology innovations can drive measurable 
improvement in the quality of contact information for our Nevada members. 


3.14.3.3 Notifying the DHCFP of Inaccurate Member Addresses 


 


We will notify the DHCFP of member addresses that we believe are inaccurate in the manner and 
frequency requested by the State. Based on the State’s requirements, we can provide the following types 
of information on member addresses: 


 Members with ID cards returned by the post office, with details of the following: 
 Members with updated addresses found in claims 
 Members with re-mailed ID cards also returned 


 Members with addresses changed in our MIS based on a call to our member call center (direct or as 
a result of a warm transfer from a welcome call), or interaction with a case manager 


3.14.4 Encounter and Claims Records  
 


3.14.4.1 Assuring Aggregated, Unduplicated Service Counts 


 


Our encounter data reporting system and operational processes 
deliver aggregated, unduplicated service counts across service 
categories, provider types, and treatment facilities, in full 
compliance with our current Nevada Medicaid and Nevada Check 
Up Contract. Our encounter processes support use of CMS 
reporting categories for collecting service event data and costs 
associated with each category of service. We have been submitting 
encounters to the DHCFP since 2009 and in just the last quarter 
(April through June), submitted 922,469 encounters with an 
acceptance rate of 99.3 percent. 


Each encounter includes an indication of claim payment status and the claim type of original, void, or 
adjustment. Our encounter records contain detail on procedures, diagnoses, places of service, units of 
service, billed amounts, and provider identification numbers as well as other detailed claims data 
required for quality improvement monitoring and utilization analysis. 


Encounter data quality is a top priority for us, and for our national Encounter Management team. Our 
encounter operation includes policies, processes, and controls that drive the timeliness, accuracy, and 
completeness of the encounter data we deliver to the DHCFP. Continuous process improvement is an 
integral part of encounter operations for our health plan and our 19 affiliates.  


3.14.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.  


3.14.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The vendor 
shall use a standardized methodology capable of supporting CMS reporting categories for collecting 
service event data and costs associated with each category of service. 
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Encounter Data Submission Process 
We manage submission of encounter data through dedicated staffing, a robust Encounter 
Management System (EMS), and a tightly managed submission schedule. The EMS is a critical 
component of our MIS and is highly customizable, enabling us to continue to meet the encounter data 
requirements of the DHCFP. The EMS includes controls that allow Encounter Management to closely 
monitor compliance with the DHCFP’s requirements during the creation of each encounter data file. 
Our encounter data submission process, shown in Figure 3.14.4.1-1 at the end of this section, is highly 
structured and closely monitored to support compliance with contractual requirements.  


Encounter Management follows a strict submission schedule, 
extracting claims data from our claims processing system and 
managing encounter data submitted by our subcontractors. While 
the DHCFP requirement is to submit encounters monthly, we 
currently submit encounter files every other week, and we plan to 
maintain this frequency under the new Contract. 


We maintain a comprehensive schedule of system processes, review tasks, and submission dates 
necessary to deliver complete, accurate, and timely encounter data to the DHCFP. The schedule 
documents each step and its deadline to meet encounter data submission timelines. Aging reports 
identify paid claims or void/adjustment claims that require remediation before the encounter data can 
be submitted to the DHCFP.  


Our encounter data process combines claims and claims adjustment data processed since the last 
submission with encounter claim data from our subcontractors and loads the data into our EMS. 
Controls validate that all retrieved claims and subcontractor encounter claim records load properly for 
subsequent processing. 


Our EMS edits and processes all encounter records against the DHCFP requirements. Business rules 
evaluate each claim or service line to validate that records meet Nevada-specific processing 
requirements and confirm the presence and validity of all required data elements, including member 
and provider data, date of service, diagnosis, procedure, NDC code, revenue codes, date of claim 
processing, and date of payment. 


The system pends any claims or service lines that fail an edit or business rule without impacting 
remaining records. The Encounter team reviews pended records and coordinates corrective action with 
the appropriate operational unit, such as Claims or Provider Data Management. For errors in 
subcontractor encounter claims data, the team works closely with the subcontractor on resolution. 
Management reports help monitor pended encounters and deliver timely remediation and submission. 
The next submission automatically captures corrected encounters. 


Submitting Complete, Accurate, and Timely Encounter Data 
While we subject claims to extensive edits during claims processing, encounter records undergo 
additional data quality checks and our Encounter team investigates 
and corrects any errors before the encounter data are released for 
submission. We apply extensive editing within our encounter 
process that closely mirrors and is consistent with the edits applied 
by the DHCFP’s fiscal agent. We perform systematic data and 
business validations against all data elements to confirm that claims 
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data is accurate, complete, and meets the DHCFP’s encounter submission requirements. Our goal is to 
meet or exceed the State’s encounter quality requirements. We work diligently to identify and resolve 
errors before we submit an encounter data file to the DHCFP. 


Our encounter process proactively manages encounter claim data from our subcontractors in the same 
way we manage encounter data generated from our own paid claims. This means we combine 
encounter claims from our subcontractors with claims we receive and adjudicate and manage the data 
together as an integrated set of encounters. 


Encounter File Completeness 
We will continue to submit complete encounter files to the DHCFP regardless of source of claim, 
format, method, provider type, or provision of the service by a subcontractor. Our strict controls help 
assure this. Our encounter process captures all paid and denied claims in addition to void/adjustment 
claims according to the DHCFP requirements.  


Our provider contracts require the submission of claims/encounter data for every service provided and 
with the required level of detail, including NDC codes as applicable. We have processes in place to 
make sure providers submit all claims/encounters as well as processes to make sure that providers do 
not submit claims/encounters for services not delivered to our members. 


We contract with most of our providers on a fee schedule basis, which inherently drives claims 
submission and results in complete encounter data. We require providers with capitated reimbursement 
to submit encounters as zero pay claims. Claims from capitated providers process through our claims 
processing system, receive all the same edits and validations, and become part of the overall claims 
data set extracted for encounter submission. Our claims processing system—from claims intake 
through payment—maintains controls that validate and account for all claims submitted, whether 
electronically or on paper. Providers reimbursed through capitation understand that future capitation 
rates are based on services provided to our members and the financial impact associated with failure to 
submit complete encounter records. 


For all providers, we confirm submission compliance through record audits and data trending 
analysis, including comparing claims volume from similar providers, to identify potential issues. 
Record audits may identify a provider failing to submit claims for specific services as well as a provider 
billing for services not rendered. We address any compliance issues and develop plans of correction for 
providers failing to consistently submit complete and accurate encounter data. 


Encounter File Accuracy 
To assure the accuracy of encounter data, claims data must also be accurate and must include the 
claims data elements required by the DHCFP for encounters. We promote encounter data accuracy by 
applying the same set of edits to all incoming claim records regardless of whether they originate on 
paper or electronic submission. 


We edit incoming claims and encounters for the presence and validity of required data elements and 
apply HIPAA compliance checks and business rule edits prior to encounter data submission. Only 
records that pass all edits are placed in HIPAA-standard formats for submission to the DHCFP. 
Records that fail edits pend for review, investigation, and remediation. We coordinate corrections with 
the operational unit and include these in the next encounter submission. 
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Encounter File Timeliness 
Our encounter file submission schedule meets the DHCFP submission requirements and includes 
adequate time for careful review and remediation of any errors. We closely monitor our encounter data 
submission process to support compliance with contractual 
requirements. We maintain a comprehensive schedule of system 
processes, review tasks, and submission dates to deliver timely 
encounter data to the DHCFP. The schedule documents each 
step and deadline. Two dedicated Nevada encounters analysts 
monitor each encounter data file submission as it moves through 
the process. 


Managing and Monitoring the Encounter Process 
The Encounter Management team closely tracks, trends, and monitors the entire encounter process 
lifecycle, from the creation of an encounter submission through the acceptance of encounter data by 
the DHCFP fiscal agent. Our system maintains comprehensive information on each encounter record 
in a submission batch so we can closely monitor the submission and revision process as well as track 
trends over time that may identify issues or opportunities for improvement. 


There are several checkpoints during the process to create an encounter data submission. At each 
checkpoint, the Encounter Management team uses a series of internal reconciliation and certification 
reports to manage, monitor, and validate the integrity of the encounter data submission. The system 
also generates email messages with relevant status information to the Nevada encounter manager, the 
Nevada encounters analyst and backup, the team lead, and the Technology Services lead. Technology 
Services employees are located near the Encounter Management team workspace, facilitating quick 
resolution of any problems. The team reviews and analyzes any variations and makes any necessary 
corrections to verify completeness and accuracy. If there are problems with individual encounter 
records, the team can remedy them prior to submission or pend and include them in a future 
submission. 


We log the details of each encounter submission, capturing information on each claim submitted, 
including claim number, submit type (original, adjustment, void), file, path, and creation date. 


Within a few hours of submitting an 837 file, we receive and process a 999 file that indicates whether 
the file was accepted or rejected, which helps us know immediately if there were any file transfer 
issues. This allows us to quickly respond to any problems. 


We carefully review the response files we receive from the DHCFP’s fiscal agent after each encounter 
file submission and evaluate any errors. As necessary, we perform a root cause analysis to understand 
the reason for the error. The Encounter team takes necessary corrective action, including initiating 
changes to upstream systems, such as our claims processing system, to strengthen the edits to catch 
and correct problems prior to the encounter process. Depending on the outcome of the analysis, we 
make program changes to enhance encounter processing, such as adding additional edits that mirror 
edits applied by the fiscal agent and reporting. 
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Managing Subcontractor Encounter Data 
The Encounter Management team maintains explicit policies and procedures that govern how we 
receive and process encounter claim data from our subcontractors. We verify the timely, accurate, and 
complete submission of subcontractor encounter claim data by the following: 


 Including specific provisions related to encounters in subcontractor contracts 


 Integrating subcontractor encounter claim data with our paid claims data 


 Executing processes that verify that subcontractor encounter claims are timely, accurate, complete, 
and include required data elements 


 Closely monitoring and managing subcontractor compliance with encounter requirements 


Contracts require subcontractors to submit encounter claim data electronically for services they deliver 
to our members and specify penalties for non-compliance. We closely monitor our subcontractors to 
confirm timely delivery of complete and accurate encounters to support our subsequent submission to 
the DHCFP. A delegated account manager monitors performance of our Nevada subcontractors, 
supported by our local and national subcontractor oversight committees. 


We execute the same edits, validations, and verifications on all encounters before we submit them to 
the DHCFP, regardless of who paid the claim. Through this process, we manage the full lifecycle of 
service delivery by our subcontractors. We discover any problems with subcontractor encounter claim 
data early so we can remediate errors before submitting to the DHCFP fiscal agent. We take 
responsibility for our subcontractors, and validating their encounter data prior to submission to the 
DHCFP enables us to deliver more timely, accurate, and complete data.  


Figure 3.14.4.1-1 illustrates our structured process for submitting encounter files to the DHCFP. 
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Figure 3.14.4.1-1. Our Structured Process Generates Complete, Accurate, and Timely Encounter Files for Submission to the DHCFP 
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3.14.4.2 Collecting and Submitting Service Specific Encounter Data 


 


Under our current Nevada Medicaid and Nevada Check Up Contract, we submit encounters in the 
HIPAA-compliant format specified by the DHCFP. We will continue to submit encounter files to the 
DHCFP that contain all encounter data regardless of source of claim, electronic or paper format, or 
type of provider. Encounter data includes all services reimbursed by Medicaid. We acknowledge that 
the data submitted to the actuary must balance with the data submitted to the DHCFP. 


3.14.5 Data Requirements and Certification 
 


3.14.5.1 Submit Encounter Data per Standards and Regulations 


 


We will continue to submit all encounter data to the DHCFP or its designated contractor according to 
EDI standards and federal regulations. 


3.14.5.2 Encounter Data Reflects Adjustments and Voids 


 


Our encounter system is currently configured to submit all adjustments and voids in the encounter files 
we submit to the DHCFP. We generate adjustment and void encounter records when a claim is 
adjusted and the encounter has already been submitted to the DHCFP and accepted (passed fiscal 
agent edits). We submit adjustment encounter records to reflect changes in claims payment data, 
including situations where a provider appeal results in an additional payment to the provider. We 
submit void encounter records when we need to remove a previously submitted encounter record, 
including situations where a claim was paid in error and is subsequently denied. 


3.14.5.3 Adjust or Void Improper Payments from Encounter Data 


 


Under the new Contract, we will continue our current process to adjust or void encounter data to 
reflect improper payments, regardless of the collection status. We keep our collection process to 
recover overpayments separate and distinct from our process to adjust claims/encounters. 


We employ a structured process to confirm the overpayment, notify providers, and adjust 
claims/encounters that supports the DHCFP’s timeframes. Our process begins with determination of 
the improper payment. After notification, the health plan has five business days (per internal service 
level agreement) to review and confirm or reject the improper payment using the Cost Containment 
Enterprise Recovery Tool part of our MIS. If the review confirms the improper payment, the provider 
is mailed a notification and given 45 days to respond. After the 45-day time period elapses and barring 
any new information from the provider, we adjust and reprocess the claim. Adjusted claims are input 
into the next encounter cycle for submission to the DHCFP.  


3.14.4.2 The vendor shall collect and submit service specific encounter data in the appropriate CMS-1500 
and UB-04 format or an alternative format if prior approved by the DHCFP. The data submitted to the actuary 
must balance with the data submitted to the DHCFP. The data shall be submitted in accordance with the 
requirements set forth in the contract. The data shall include all services reimbursed by Medicaid. 


3.14.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI 
standards and federal regulations. 


3.14.5.2 All encounter data must reflect all adjustments and voids. 


3.14.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the 
encounter data within timeframes specified by the DHCFP. 
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3.14.5.4 Certify Information Submitted to the State 


 


We will continue to comply with the requirement to certify data and information submitted to the State 
for purposes of developing vendor payment. We acknowledge that the data must comply with the 
DHCFP requirements, pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2). With our 
certification, we attest, based on our best knowledge, information, and belief, that the data are 
accurate, complete, and truthful. 


3.14.5.5 Certification Individuals 


 


We will continue to comply with the requirements in Section 3.14.5.5 (A through C) to certify data we 
submit to the DHCFP for the purposes of determining payments. Our chief financial officer certifies 
the data that we submit to the DHCFP for the purpose of determining vendor payment. 


3.14.5.6 Compliance with Data Certification Requirements 


 
We acknowledge that compliance with the data certification requirement is a condition for payment by 
the government. We have read and understand the data certification requirement and agree to comply 
with all applicable laws and regulations.  


3.14.6 EPSDT Tracking System 


 


We maintain an EPSDT tracking system that is fully integrated with our MIS and is currently creating 
required annual CMS reports for our Nevada members. Our EPSDT system tracks activities by name 
and Medicaid identification number. 


Our EPSDT Datamart captures, stores, and analyzes internal and external data to monitor each 
member’s compliance with Nevada’s EPSDT periodicity schedule. The EPSDT Datamart provides a 
mechanism for tracking EPSDT screenings, diagnoses, and treatment for our members. In addition to 


3.14.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment 
data, and other information submitted to the State for purposes of developing vendor payment. Data 
must comply with the applicable certification requirements for data and documents specified by 
DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950(a)(2), A certification, which attests, 
based on best knowledge, information, and belief that the data are accurate, complete and truthful as 
required by the State for participation in the Medicaid program and constrained in contracts, proposals 
and related documents. 


3.14.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments 
must be certified by one of the following: 


A.  The vendor’s Chief Executive Officer; 
B.  The vendor’s Chief Financial Officer; and 
C.  An individual who has delegated authority to sign for, and who reports directly to the vendor’s 


Chief Executive Officer or the Chief Financial Officer. 


3.14.5.6 Compliance with the requirement of data certification in this agreement is a condition for 
payment by the government. The vendor must agree that he/she has read and understands the data 
certification requirement and agree to comply with all applicable laws and regulations 


3.14.6 EPSDT Tracking System 
 
The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible 
child by name and Medicaid identification number. The system shall allow the vendor to report 
annually on the CMS reporting form. This system shall be enhanced, if needed, to meet any other 
reporting requirements instituted by CMS or the DHCFP. 
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internal enrollment, claims, encounters, and authorizations; we capture data from many additional 
sources, including the lab organizations, Nevada State immunization information, Medicaid fee-for-
service claims history information, medical record reviews, member assessments, and member care 
plans. Our EPSDT Datamart acts as an information clearinghouse for this data and enables us to 
routinely run reports that identify members for outreach who have missed EPSDT opportunities, who 
are due for EPSDT services, or who require follow-up treatment services as a result of an abnormal 
screening. We also send these reports to providers to facilitate appointment scheduling for these 
services. Capturing data from a variety of sources improves completeness and accuracy and helps 
prevent outreach activities for services already obtained by members before they joined our health plan 
or for services obtained through alternate service providers, such as a free clinic. 


We use the EPSDT Datamart to perform a number of specific functions: 


 Generate annual report to CMS (CMS-416) 


 Generate quarterly reports for the DHCFP 


 Generate monthly and as needed reports to identify EPSDT service gaps and identify opportunities 
for member and/or provider outreach 
 Pre-Service Reports — Show members who are due for EPSDT services 90 days prior to the due 


date. These reports are sent to providers and are also used internally for outreach 
 Concurrent Reports — Display all services, both retrospectively and prospectively, required by an 


individual member. These reports also include compliance information for overdue services, such 
as the number of mailed reminders or attempted phone calls 


 Retrospective Reports — Show members who are overdue for EPSDT services. These reports are 
used to send notices to members and providers and are also used internally for outreach 


 Abnormal Findings Reports — List members with abnormal findings identified from an EPSDT 
screening visit. We use these reports to make sure that members receive follow-up treatment for 
any abnormal findings 


 Ad Hoc Reporting — Run a variety of ad hoc reports based on specific data query parameters. 
For example, we can run reports on EPSDT compliance for a certain age group or geographic 
area to identify any trends in screening rates 


 Mail EPSDT overdue service reminder postcards to members. The postcard notifies the member or 
family members that the member is past due for a check-up and requests that the member contact 
his or her PCP to make an appointment 


We will continue to enhance our EPSDT system, as needed, to maintain compliance with CMS and 
DHCFP reporting requirements. 
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3.15 OPERATIONAL REQUIREMENTS 
 


3.15.1 Medical Director’s Office 


 
We will continue to comply with this requirement under the new Contract.  


Our full-time Nevada-based lead medical director is board-certified in pediatrics, licensed in the 
Nevada, and has 12 years of managed care experience, including nine years with the Nevada Medicaid 
and Check Up programs. The responsibilities of our medical director mirror those required by the 
DHCFP, including being the designated liaison with the DHCFP on all utilization management and 
quality assurance issues. 


Our medical director works closely with the DHCFP staff, consults with them pertaining to issues of 
clarification of the Medicaid Services Manual (MSM), and has been recognized as an expert in its 
interpretation. This collegial relationship with the DHCFP employees who are accountable for the 
various MSM chapters fosters a deep understanding of its rules and rapid response when the need for 
clarifications or interpretations arises. 


Our lead medical director is supported by family practice, behavioral health, and maternal child health 
physicians. Our family practice medical director is board certified in preventive medicine and licensed 
in Nevada. This individual performs utilization management reviews for outpatient level of care, 
hospital level of care, and ancillary services, including discussions with providers for peer-to-peer 
appeals. This medical director also contributes to quality management activities, including working 
towards improving compliance with NCQA standards and HEDIS® measures, reviewing grievances, 
and making determinations on appeals.  


  


3.15.1 Medical Director's Office 
 


The vendor must designate a Medical Director to be responsible for the oversight of development, 
implementation and review of the vendor's Internal Quality Assurance Program, including 
implementation of and adherence to any Plan of Correction. The Medical Director need not serve full 
time or be a salaried employee of the vendor, but the vendor must be prepared to demonstrate it is 
capable of meeting all requirements using a part-time or contracted non-employee director. The 
vendor may also use assistant or associate Medical Directors to help perform the functions of this 
office. The Medical Director and the vendor's Utilization Management and Internal Quality Assurance 
Plan Committee are accountable to the vendor's governing body.  The Medical Director must be 
licensed to practice medicine in the State of Nevada and be board-certified or board-eligible in his or 
her field of specialty.   
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3.15.2 Responsibilities of the Medical Director 


 


 


Our medical director is responsible for driving and overseeing the quality of care delivered to our 
members across the continuum of care. The responsibilities of our medical director include and will 
continue to include those identified in RFP Section 3.15.2. 


 3.15.2.1. Our medical director co-chairs our Quality Assurance Committee. As a direct report to our 
president and CEO Medicaid health plan (administrator), the medical director is integrally involved 
in quality assurance activities aligned with the DHCFP requirements. Our medical director 
maintains overall responsibility for our Internal Quality Assurance Plan (IQAP). Our medical 
director chairs our Medical Advisory Committee (MAC) and Credentialing Committee. 


 3.15.2.2. Our medical director provides strong leadership, establishing and executing 
comprehensive quality assurance programs that have achieved substantial gains in clinical quality 
metrics for our members since we began operations in Nevada. Our medical director’s familiarity 
with local and statewide medical and service delivery goals and extensive experience developing 
utilization management programs contribute to the clinical integrity with which we operate. 
Additionally, our medical director is instrumental in supporting our network providers who are 
transforming their practices into patient-centered medical homes. 


 3.15.2.3. Our medical director oversees the development and revision of our clinical care standards 
and practice guidelines and protocols. We develop our clinical practice guidelines and preventive 
health guidelines through a collaborative review process, involving our medical director and board-
certified and credentialed network providers. We base our guidelines on valid, reliable medical and 
behavioral health evidence and the consensus of health professionals. We consider the needs of 
members and consult with contracting health professionals in developing these guidelines. We apply 


3.15.2 The responsibilities of the Medical Director include the following: 


3.15.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan 
committee; 
3.15.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that vendor recipients 
receive; 
3.15.2.3 Oversees the development and revision of the vendor's clinical care standards and practice 
guidelines and protocols; 
3.15.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 
3.15.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  All services 
prescribed by a PCP or requested by a recipient which are denied by the vendor must be reviewed by 
a physician, physician assistant, or advanced nurse practitioner with the reason for the denial being 
documented and logged; 
3.15.2.6 Oversees the vendor's provider recruitment and credentialing activities; 
3.15.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and orientation; 
3.15.2.8 Serves as the vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 
3.15.2.9 Ensures recipient Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 
3.15.2.10 Ensures coordination of out-of-network services. 
3.15.2.11 The vendor must also identify a liaison, which can be the Medical Director, to work with 
DHCFP regarding utilization review and quality assurance issues. 
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these standards to the decisions we make in utilization management, member education, benefit 
package design, and other functions. 


 3.15.2.4. We follow a NCQA-compliant structure and format for quality improvement/quality 
assurance. We accept concerns from any party, including members, providers, and our own 
employees. Two nurses are assigned to open cases to gather information, and make preliminary 
decisions regarding the existence of a quality of care concern. If we receive a high volume of 
concerns, one of our quality nurses and a provider relations employee visit the provider’s office and 
audit a random sample of member records, along with appointment access. They also audit facility 
standards, and similar procedures are deployed across all operational areas. If the quality nurse 
thinks there may be a quality of care issue, he or she promptly refers the case to our medical 
director for evaluation. In some instances, records also are sent to an external specialist for review. 
Our medical director also performs peer reviews as part of our MAC structure, to develop plans of 
correction. Clinical practice guidelines, medical policies, and clinical approval guidelines are 
developed at the corporate level and approved by various committees before being brought to the 
local MAC. The practice guidelines and protocols are all obtained from national specialty colleges 
and the federal government. 


 3.15.2.5. Our medical director oversees the referral process for specialty and out-of-network 
services. When a network provider is not available to meet a member’s non-emergency needs, we 
refer that member to an out-of-network provider. Upon verification of eligibility, licensure, and lack 
of sanctions, our utilization management nurses forward cases to our Nevada-based out-of-network 
coordination nurse, who is part of the utilization management team, to review and discuss with our 
medical director. 


 3.15.2.6. Our medical director oversees recruitment and credentialing activities and chairs our 
Credentialing Committee. That committee includes 11 providers and our behavioral health medical 
director.  


 3.15.2.7. Our medical director serves as a liaison between our providers, communicating regularly 
and providing oversight of provider education, including initial and ongoing education. Our 
medical director works with our Nevada-based provider relations team to develop educational 
materials and the provider manual. Our medical director works closely with network providers and 
our clinical team to promote care plans that encourage optimal health and functional outcomes for 
members. 


 3.15.2.8. Our medical director consults with our staff on referrals, denials, grievances, and 
problems. Our medical director is also available to providers before, during, and following the prior 
authorization process, particularly in the event of an adverse determination. In partnership with our 
provider services manager, our medical director has forged collaborative relationships with all types 
of providers throughout Clark and Washoe counties. Our medical director meets regularly with 
providers in the community and has cultivated strong relationships with community-based 
organizations to capitalize on shared missions and synergies.  


 3.15.2.9. Our medical director assures that members’ Individual Family Service Plans and 
Individualized Education Programs are followed. 
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 3.15.2.10. Our medical director assures coordination of out-of-network services. Our medical 
director works closely with our Nevada-based out-of-network coordination nurse to review and 
authorize out-of-network services. 


 3.15.2.11. Our medical director interacts with the DHCFP policy developers, acting as a partner. 
Our medical director collaborates with the DHCFP staff on potential policy updates in the MSM 
and meets with the DHCFP regularly to discuss policies and MSM language. There are several 
changes and new policies our medical director has been instrumental in working with the DHCFP 
to initiate, including: 
 Encouraging two sleep medicine doctors to contact the DHCFP about their policy, and speaking 


several times with the policy associates. Recently, the new policy was approved by the Legislative 
Committee and is now in effect.  


 Contacting the DHCFP policy associates about a genetic test for women who had cancerous 
breast masses removed. Our medical director recommended that it was an important standard of 
care to implement. At a recent quarterly MCO meeting, the DHCFP announced that the test will 
be included as a benefit.  


3.15.3 Vendor Operating Structure and Staffing 


 


Our health plan is already staffed with experienced, qualified personnel. We are a dedicated partner to 
the DHCFP and serve more than 187,000 Medicaid and Nevada Check Up members (recipients). We 
are prepared to quickly adjust operations and staffing related to changes in requirements and 
expanded geographic areas, covered services, and Medicaid populations. 


3.15.3.1 Organizational Charts 


 


Our organizational charts and supporting materials are updated on a regular basis. We provide these 
materials to the DHCFP at least every six months and whenever we have significant changes within 
the organization. We are dedicated to complying with all the DHCFP requirements, including timely 
provision of organizational charts. 


Our organizational charts identify the functional areas supporting the Medicaid and Nevada Check Up 
line of business, lines of authority, and the relationships we have with major subcontractors. The key 
personnel are identified with clear delineating lines of authority related to the functions of the 
Contract. We will continue to comply with this requirement under the new Contract.  


3.15.3 Vendor Operating Structure and Staffing 
 


The vendor must assure the DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The vendor shall provide such assurances as follows: 


3.15.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs.  The organizational chart must depict each functional 
unit of the organization, numbers and types of staff for each function identified, lines of authority 
governing the interaction of staff, and relationships with major subcontractors. The organizational 
chart must also identify key personnel and senior-level management staff and clearly delineate lines of 
authority over all functions of the Contract.  The names of key personnel must be shown on the 
organizational chart. The State must approve all awarded vendor key staff. The State reserves the 
right to require the removal of any member of the awarded vendor's staff from the project. 
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3.15.3.2 Key Staff 


 


We will continue to comply with requirements A through K of Section 3.15.3.2 under the new Contract. 
Our health plan is fully accountable to the DHCFP for delivery of Medicaid and Nevada Check Up 
services, with qualified employees in place across all required functional areas. 


We will build on our more than seven years of local health plan experience and our current staffing 
model that focuses the organization on achieving the DHCFP’s goals. We emphasize local provider 
collaboration, engagement with members and families in the community, and an intimate knowledge of 
local communities to link members with the array of covered and non-covered services that align with 
their physical, behavioral, social, and environmental needs. 


Our model consists of a Nevada-based team that supports the overall program, the community, and the 
State. This team will continue to work closely with the DHCFP and make sure that we implement and 
manage all program components effectively. We promote timely access to culturally relevant services 
and supports that reflect member choices and preferences, and, in collaboration with network- and 
community-based providers, drive improved health outcomes. All of our designated employees know 
and follow the DHCFP program requirements, and their functions are fully accountable to the local, 
Nevada-based leadership team.  


  


3.15.3.2 The vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff in the 
following areas: 
 


A.  Executive management;  
B.  Operations Manager; 
C.  Accounting and budgeting; 
D.  Medical Director's office; 
E.  Medical Management, including quality assurance/utilization review; 
F.  Recipient services; 
G.  Provider services; 
H.  Grievances, appeals, and fair hearings; 
I.  Claims processing;  
J.  Management Information Systems (MIS); and 
K.  Program Integrity. 
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3.15.3.3 Assuring Qualified Staff and Notifying Changes to DHCFP 


 


We already comply with all staffing requirements outlined in A through H of Section 3.15.3.3. We have 
policies and procedures in place to assure that the experience and qualifications of all key personnel 
are verified, and that appropriate training and education will continue to be provided. Our 
administrator, chief financial officer, medical director, provider 
services manager, grievance and appeals coordinator, and Nevada 
operations manager are all dedicated to our Nevada Medicaid and 
Nevada Check Up operations. 


We bring a highly qualified, well-trained team to the Nevada 
Medicaid Managed Care program, and our key personnel have 
more than 225 years of combined managed care experience. Many 
of our employees have been with our health plan since we began operations. We maintain clear and 
detailed policies and procedures, and our local leadership team oversees staff development to foster 
optimal results for the State, our members, and our providers. We have consistently notified the 
DHCFP of all changes in key positions in a timely manner, and will continue to do so under the new 
Contract. We will continue to meet all key staff requirements under the new Contract.  


  


3.15.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the vendor’s Nevada administrative 
offices, key personnel may be responsible for more than one area. The vendor shall ensure that all 
staff has appropriate training, education, and experience to fulfill the requirements of their positions, 
including the Nevada Medicaid/CHIP Operations Manager.  The vendor shall inform DHCFP in writing 
within seven (7) calendar days of any changes in the following key positions: 


A.  Administrator; 
B.  Chief Financial Officer; 
C.  Medical Director; 
D.  Recipient Services Manager; 
E.  Provider Services Manager; 
F.  Grievance and Appeals Coordinator; 
G.  Claims Administrator; and 
H.  Nevada Operations Manager. 
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3.15.4 Subcontractors 


 


Our written agreements with all providers and subcontractors comply with all requirements of 42 CFR 
438.214, including but not limited to credentialing requirements, screening for excluded health care 
professionals and entities, as well as with any other State and federal rules and regulations.  Since the 
beginning of our operations in the State, we require written agreements with all subcontractors. All 
agreements incorporate the applicable DHCFP-required provisions.  


Although we may subcontract certain services, we take sole 
responsibility for meeting our obligation to fulfill Contract 
requirements. We hold our subcontractors to those same 
requirements. Our written subcontractor agreements state our 
expectations for their responsibilities and provide an option for revoking delegation and/or imposing 
other sanctions if performance is inadequate. Written agreements comply with all State of Nevada 
statutes and are subject to their provisions.  


3.15.4.1 Subcontracts Fulfill Requirements of 42 CFR 438 


 


All of our subcontracts will continue to meet State and federal rules and regulations, including 42 CFR 
438. 


3.15.4.2 Vendor Oversight and Evaluation of Subcontractor Ability 


 


We acknowledge that we are solely responsible for fulfilling Contract requirements, including 
provision of and/or arrangement for the services provided under this Contract and coordination of care 
between medical, behavioral, and social needs. We will continue to perform the majority of services 
provided to members, including behavioral health in-house. 


We carefully select our subcontractors and only do so after we determine, by thorough evaluation, that 
they will improve the quality, efficiency, and/or value of services we deliver to our members, providers, 
and the State. We have a rigorous process for selecting our subcontractors and perform numerous pre-
delegation audits and reviews prior to executing any agreements. 


Once we determine that an item or requirement in the DHCFP Contract will be best delivered by a 
subcontractor, we thoroughly evaluate several organizations capable of providing the service. 
Evaluation consists of a written review of the subcontractor’s understanding of the standards and 
delegated tasks, appropriate documents, staff capabilities, financial stability, performance record, and 
a review of State licensing and certification requirements. The process also includes an evaluation of 
the subcontractor’s adherence to NCQA subcontractor standards. The account executive, who is a 


3.15.4 Subcontractors 
 


The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health 
care professionals.  
 


The vendor shall comply with the following: 


3.15.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the 
service or activity delegated under the subcontract; 


3.15.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor).  The vendor must 
evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 
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subject matter expert in the delegated function, works with business owners to review and thoroughly 
evaluate the qualifications of potential subcontractors. Evaluation may involve an on-site visit at the 
subcontractor’s place of business. Table 3.15.4.2-1 demonstrates some of the qualifications and 
measures considered in the subcontractor evaluation process.  


Table 3.15.4.2-1. Considerations in Evaluating Prospective Subcontractors 
Qualification Measure 


Operational 
Capabilities 


Analysis of subcontractor’s current and future contractual commitments and organizational 
resources; review of technology and system capabilities, including on-site visits and readiness reviews;
and review of operational policies and procedures. 


Quality Performance 
Strategies 


Review of subcontractor’s quality oversight policies and procedures, and performance outcomes 
achieved for similar contracts. 


Financial Stability Review of audited financial statements, including statement of revenues and expenses, balance sheets, 
cash flow, unaudited year-to-date financial statements; and actuarial opinions of the incurred but not 
reported (IBNR) estimates. 


Regulatory and 
Licensing Actions 


Review of regulatory compliance history, registrations, exclusions, terminations, sanctions, plans of 
correction, and associated performance improvement plans. 


 


If the account executive determines the subcontractor’s qualifications are satisfactory, he/she will 
recommend it to our local Vendor Oversight and Management Team. The Team reviews the 
information and makes a recommendation to the national Delegation Workgroup, who will review the 
written review and make a recommendation to the national VSOC. If the recommendation is 
supported, we conduct a pre-delegation audit to determine if the proposed organization meets Nevada’s 
and our operational, financial, legal, regulatory, accreditation, NCQA, and ethical standards. We 
examine items, such as the organization’s HIPAA privacy and security compliance, grievance and 
appeals history, Statement on Standards for Attestation Engagements (SSAE) No. 16, operating 
procedures, staffing ratios, and financial viability. VSOC then makes the final selection based on audit 
findings. 


We hold subcontractors accountable to rigorous standards for meeting the needs of our members, 
providers, and other stakeholders, and make sure that services are delivered to all of our customers 
seamlessly and in accordance with the DHCFP requirements. As illustrated in Figure 3.15.4.2-1, this 
accountability begins with our robust selection and contracting process, which includes a careful 
review of the subcontractor’s capabilities, performance, and financial stability. After receiving advance 
approval from the DHCFP and contracting with the subcontractor, we provide training on both our 
contractual and the DHCFP’s requirements and standards.  
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Figure 3.15.4.2-1. Our Selection, Oversight, Monitoring, and Plans of Correction Processes Align with Applicable 
Contract, State, and Federal Requirements 


 
 


In addition to our local resources and personnel, we leverage centralized national resources and 
processes to obtain and manage the services of high-quality subcontractors. Our selection and 
management process assigns responsibilities to the appropriate organizational level and create a 
system of checks and balances. Our senior management team and department managers are 
responsible for the functional areas subcontractors perform. They work with our local Quality 
Assurance Committee to see that subcontractors comply with all applicable requirements and 
expectations. On a quarterly basis, we review reports that include subcontractor information, such as 
performance and financial data. Examples of general reports include organization rosters to identify 
adequacy of service coverage and access; call center reports to monitor volume and resolution of 
member calls; member grievance reports to identify quality and compliance issues; and claims payment 
reports to monitor payment accuracy, timeliness, and service utilization. Subcontractor-specific reports 
include quality indicator and services utilization reports.  
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The monitoring and auditing activities of our Quality Assurance Committee include: 


 Conducting formal reviews specific to the types of services provided at least quarterly 


 Reviewing performance management reports 


 Conducting audits of subcontractor performance against the requirements in the written  
agreements 


 Identifying and communicating deficiencies or areas for improvement 


 Enforcing correction of any identified performance deficiencies or termination if deficiencies 
cannot be corrected  


In addition to our local resources for delegated organizations (as defined by NCQA) or those that also 
serve affiliate health plans, we leverage the following national oversight functions and governance 
structures to select, monitor, and regulate subcontractor activities and performance:  


 The National Quality Improvement Committee meets quarterly and is responsible for reporting any 
quality or compliance-related issues to local committees, including those related to any 
subcontractors. 


 Vendor Selection and Oversight Committee (VSOC) has primary responsibility for overseeing 
delegated organizations and subcontractors serving multiple health plans. It is responsible for 
subcontractor compliance with state, federal, NCQA, CMS, and individual program requirements, 
standards, and expectations, as well as any other applicable regulatory or accreditation standards. 
The VSOC reports to our national Quality Improvement Committee.  


 The Delegation Workgroup is a governing body comprising representatives from the local health 
plan and internal national departments. The Workgroup reviews results of any state audits and 
supports plans of correction, as needed. Each of our affiliate health plans has voting members in 
the Delegation Workgroup. It is responsible for seeing that we follow established policies and 
procedures in accordance with state, federal, NCQA, and any other applicable regulatory and 
accreditation standards. The Delegation Workgroup reports to the VSOC monthly. 


 Joint Operations Meetings are held on a quarterly basis to discuss subcontractors’ performance 
across markets and present issues and concerns to the Delegation Workgroup. Our Vendor 
Oversight and Management Team, compliance and quality assurance staff, medical directors, 
finance and operations directors, and key affiliate health plan personnel and staff attend quarterly 
Joint Operations meetings. Our Nevada-based Medical Advisory Committee and Quality Assurance 
Committee receive a summary of each Joint Operations Meeting.  


 Pharmacy Only: On a biweekly basis, the Joint Compliance Committee meets with our pharmacy 
subcontractor to discuss new and existing laws and mandates, approve implementation plans to 
comply with those laws/mandates, and discuss any legal, contractual, or compliance concerns with 
the pharmacy subcontractor and its legal team.  


 Pharmacy Only: The Pharmacy Performance Oversight Council monitors the performance of 
delegated functions for  pharmacy operational/clinical service solutions to our members and makes 
sure that performance meets all regulatory and accreditation standards (such as NCQA, CMS, 
URAC, state and federal regulations). 
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The Vendor Oversight and Management Team communicates directly with our subcontractors, 
account managers, compliance team, committees/workgroups, and any member of our leadership team 
to monitor performance and promptly resolve any subcontractor issues or concerns. 


3.15.4.3 Prior Approval of Subcontracts by the DHCFP 


 


We will continue to seek and obtain the DHCFP’s advance approval of subcontractors that perform 
administrative services under the new Contract. We will also continue to provide the required 
disclosures about ownership or control interest standards. In addition, with this response we provided 
the required disclosures as provided by Section 3.16.25 in Part IC, Confidential Technical Proposal. 


3.15.4.4 Submitting Subcontractors and Changes to the DHCFP 


 


We will submit to the DHCFP the names of any material subcontractors for review and approval by the 
service start date and when changes occur. We currently submit the required information for changes 
in subcontractors to the DHCFP. Our Medicaid compliance officer will continue to lead submission of 
such notices.  


3.15.4.5 Maintaining Subcontracts in Writing 


 


Our written agreements with subcontractors comply with all State of Nevada statutes and are subject to 
their provisions. Subcontracts define roles and responsibilities, performance standards, quality 
assurance requirements, reimbursement, financial responsibilities, hold-harmless provisions, 
insurance requirements, privacy and security requirements, data exchange and reporting 
requirements, and record retention.  


We will continue to make our subcontract documents available for review by the DHCFP within five 
business days of request.   


  


3.15.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall be 
prior- approved by DHCFP.  Prior to the award of any subcontract or execution of an agreement with a 
delegated entity, the vendor must provide written information to the DHCFP disclosing the vendor’s 
ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if applicable.  
All subcontracts shall be submitted to DHCFP for approval prior to their effective date.  Failure to 
obtain advance written approval of a subcontract from DHCFP will result in the application of a penalty 
of $25,000 for each incident; 


3.15.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


3.15.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  Provide copies 
of all agreements and subcontracts to DHCFP within five (5) days of receiving such request.  All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention.  The vendor has 
the responsibility to assure that subcontractors are adequately insured to current insurance industry 
standards; 
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3.15.4.6 Remaining Fully Responsible for Contract Requirements 


 


We understand and acknowledge that we retain the sole responsibility for fulfilling Contract 
requirements. We will continue to accept full responsibility for subcontractor performance, and have 
established and effective processes to supervise subcontractor activities, promote effective and open 
communications, and verify and enforce Contract compliance. We hold our subcontractors 
accountable to rigorous standards that meet the needs of our members, providers, and other 
stakeholders and make sure that services are seamlessly delivered to all of our customers in accordance 
with the DHCFP program requirements. 


We will continue to comply with this requirement under the new Contract. 


3.15.4.7 Specifying Activities and Reporting Responsibilities 


 


We execute written agreements with subcontractors that detail the specific scope of services required, 
including reporting responsibilities and actions to be taken if the performance is inadequate or 
substandard, such as the development of plans of correction, the use of sanctions, and termination. If 
at any time a subcontractor’s performance does not meet contractual requirements or our performance 
expectations, we take plans of correction, up to and including termination. We will continue to comply 
with this requirement under the new Contract. 


3.15.4.8 Monitoring and Corrective Actions 


 


As part of our oversight program, we closely and continuously monitor the performance and financial 
stability of any subcontractor we engage for compliance with contractual and other applicable 
requirements and to confirm that our members and providers are receiving high quality services. We 
recognize that effective oversight requires a flexible approach tailored to the specific functions and 
services each subcontractor provides. We adapt the scope and frequency of our oversight activities to 
reflect the nature of delegated activities and the nuances of services provided, using our contractual 
obligations to the DHCFP as the foundation of our program. If at any time a subcontractor’s 
performance does not meet contractual requirements or our performance expectations, we take plans 
of correction, up to and including termination.  


An account manager is assigned to each subcontractor and is responsible for day-to-day management, 
as well as overseeing and reviewing subcontractor performance. In conjunction with the account 
managers, our Vendor Oversight and Management Team participate in delegated organization 
operational committees and ad hoc meetings to verify compliant operations for the health plan. 


3.15.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility.  No subcontract will operate to relieve 
the vendor of its legal responsibility under the Contract; 


3.15.4.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


3.15.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, consistent 
with industry standards and/or State laws and regulations.  If the vendor identifies deficiencies or 
areas for improvement, the vendor and the subcontractor must take corrective action; 
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Delegated organization oversight is accomplished through several mechanisms. We review 
subcontractor reports upon receipt for compliance with contractual and organizational standards. 
Meetings of the Delegated Workgroup and Joint Operations address operational non-compliance or 
performance gaps. Delegated organizations are audited annually and plans of correction implemented 
when organizational or contractual standards are not met.   


Compliant operations are documented through monthly, quarterly, and annual quality indicator 
reports. The quality indicator reports, sample letters, and subcontractor issues are discussed during 
Joint Operations meetings. Monthly delegated organization reports are developed for tracking 
compliance and performance for all market subcontractors and delegated entities. Operational 
compliance, quality indicator report data, plans of correction, and annual audit activity are compiled 
by Compliance and reported monthly to the Quality Assurance Committee and the Nevada Compliance 
Committee.   


If we identify any subcontractor that is not meeting established goals, we will address the issues 
through a formal written Plan of Correction and work closely with the subcontractor to investigate and 
take appropriate steps to promptly resolve them. We will track and document progress on corrective 
action every 30 days until all items are addressed and the Plan of Correction is closed. Our Quality 
Improvement and Compliance Committees also track and monitor all active Plans of Correction. 
Together, the account manager and our Medicaid compliance officer oversee those plans through 
mitigation.   


The Vendor Oversight and Management Team communicates directly with our subcontractors, 
account managers, compliance team, committees/workgroups, and any member of our leadership team 
to monitor subcontractor performance and promptly resolve any issues or concerns. 


3.15.4.9 Subcontractor Termination Notification 


 


We will notify the DHCFP immediately in writing of our intent to terminate any material 
subcontractor. We have continuously demonstrated our commitment to collaborate with the DHCFP 
on subcontractor-related issues and will continue to do so under this new Contract.  


3.15.4.10 Subcontractor Ownership Information Notification 


 


We will continue to provide the DHCFP with full and complete information on our ownership of any 
subcontractor with whom we have had business transactions with totaling more than $25,000 during 
the twelve month (12-month) period ending on the date of request as required by 42 CFR 455.105. We 
acknowledge that failure to timely comply with the request will result in withholding of payment by the 
State. 


3.15.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
vendor’s intention to terminate any such subcontract; and 


3.15.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and 
complete information about the ownership of any subcontractor with whom the vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-
month (12-month) period ending on the date of request as required by 42 CFR 455.105.  Failure to 
timely comply with the request will result in withholding of payment by the State to the vendor.  
Payment for services will cease on the day following the date the information is due and begin again 
on the day after the date on which the information is received. 
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3.15.4.11 Subcontractor Contract Review Agreement 


 


We will continue to comply with this requirement under the new Contract. Our provider documents are 
available for review by the DHCFP within five business days upon request. 


3.15.4.12 Subcontractor Federal Requirements, Vendor Responsibilities, 
and Amendment Agreements 


 


We will continue to comply with this requirement under the new Contract. We acknowledge our 
financial responsibility in the event of federal disallowance of federal funds. Our rigorous 
subcontractor screening, selection, and oversight process and provider contracting and credentialing 
processes minimize the risk of such an occurrence. During our more than seven-year history in 
Nevada, this has never occurred. 


Following employment or contractor agreement, we screen all employees, subcontractors, other 
delegated entities, agents/brokers, network providers, the Board of Directors, shareholders (with five 
percent or greater interest), subsidiary board members, and First Tier, Downstream, and Related 
Entities monthly through the following entities: 


 OIG General List of Excluded Individuals/Entities 


 GSA Excluded Parties List  


 GSA System for Award Management 


Any findings or disclosures may result in corrective action, up to and including termination of 
employment and termination of contracts for other parties. 


Delegated organization noncompliance is addressed through a formal plan of correction and is a 
collaborative process between the assigned account manager and our Medicaid compliance officer.   


  


3.15.4.11 DHCFP retains the right to review contracts between the vendor and providers.  DHCFP 
agrees to protect the terms of vendor-Provider contracts, if the vendor clearly label individual 
documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form. 


3.15.4.12 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the vendor will be financially 
responsible to refund the amount of the federal disallowance and the corresponding state share to 
DHCFP.  If such disallowance is treated as a default or breach, or otherwise subject the vendor to 
sanctions under Section 13 of Attachment D ~ Contract Form, any such liquidated damages are not 
exclusive and are in addition to any other remedies available under this contract.  All existing 
subcontracts, requiring amendments to meet the requirements of this contract, shall be amended.  All 
future subcontracts must meet the requirements of this contract and any amendments thereto. 
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3.15.5 Policies and Procedures 
 


3.15.5.1 Written Policies and Procedures 


 


Our written policies provide a clear understanding of the program and its operations to our staff, to the 
DHCFP, other State vendors, and providers (network and non-network). We will continue to comply 
with this requirement under the new Contract. 


3.15.5.2 Guidelines for Policies and Procedures 


 


As a Medicaid and Nevada Check Up MCO since 2009, our Policies and Procedures Manual 
(“Manual”) currently includes 101 policies and procedures across all functional areas. This 
establishes a solid foundation enabling our health plan operations to deliver services under the new 
Contract. We have submitted our Manual to the DHCFP annually and we will evaluate the need for 
new or modified policies and procedures under the new Contract and update our Manual accordingly. 


The policies and procedures are accessible online to all of our employees, and guide the delivery of 
services within functional areas in accordance with the DHCFP requirements and our Contract. The 
policies and procedures also serve as a training tool to educate employees about program operations. 
We adapt them as necessary to reflect the impact of new operational solutions or technology tools that 
support operating efficiency and optimal results for the DHCFP, our Medicaid and Nevada Check Up 
members, and our network providers. 


The policies and procedures serve as source documents for Contract-related activities, such as member, 
provider, and subcontractor communications. They are contained in the Manual to promote consistent 
delivery of Medicaid and Nevada Check Up services. 


The Document Compliance Unit within our national Regulatory Services Department tracks and 
coordinates the review, revision, and approval of all health plan policies and procedures, including 
those specific to Nevada. The team distributes policies and procedures due for review to designated 
business owners and reviewers who provide necessary updates. During a monthly Oversight Committee 
Meeting, a cross-functional team and designated business owners review all policies and procedures as 
needed. They also review any changes in program requirements that necessitate a change in policies 
and procedures. This rigorous process makes sure that all Nevada policies and procedures in the 
Manual are reviewed and modified at least annually. 


We will continue to comply with all policy and procedure requirements under the new Contract. 


  


3.15.5.1 Written policies and procedures must be developed by the vendor to provide a clear 
understanding of the program and its operations to vendor staff, DHCFP, other DHCFP vendors and 
the providers (network and non-network). 


3.15.5.2 Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the vendor functions.  The vendor’s 
policies and procedures must be kept in a clear and up-to-date manual.  The Policy and Procedure 
Manual will be used as a training tool, and subsequently as a reference when performing contract 
related activities.  The Policy and Procedure Manual must be reviewed at least annually for accuracy 
and updated as needed.   
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3.15.5.3 Policy and Procedure Manual 


 


For more than seven years, our Medicaid compliance officer has coordinated annual submission of 
our Manual to the DHCFP and will continue to do so under the new Contract. We recognize that the 
DHCFP may review and reject any policies or procedures believed to be in violation of federal or State 
law. 


3.15.6 Implementation 
We are fully operational, and currently serve more than 187,000 Nevada Medicaid and Nevada Check 
Up members. We have the staff, systems, and infrastructure in place and meet current contract 
requirements.  


As a dedicated partner since 2009, we share the DHCFP’s mission and objectives and look forward to 
continued collaboration to meet program requirements and State goals. In 2014, our Nevada 
membership grew significantly with the implementation of the Affordable Care Act expansion and we 
are the only MCO in Nevada that expanded our entire service area with the ACA expansion 
population. We planned and prepared for this expansion, and had processes and established 
infrastructure ready to provide seamless, uninterrupted care to new members.  


Our significant experience and capabilities serving Nevada Medicaid and Nevada Check Up members 
positions us well to expand geographic areas, services, and populations. As Medicaid expansion has 
increased over the years, we have implemented strategies and innovative solutions to increase access to 
care and improve the quality of care for our members. We have also begun 
developing and planning strategies to prepare for future Medicaid expansions.  


Our Nevada-based experience and qualifications are augmented by the vast expertise of our affiliated 
Medicaid health plans. Together with our affiliates, we have more than 25 years of experience 
managing state sponsored health programs, providing services to more than 6.3 million members, as 
shown in Figure 3.15.6-1.  
 


 


  


3.15.5.3 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other documentation 
included as part of the Vendor Policy and Procedure Manual. DHCFP reserves the right to review and 
reject any policies or procedures believed to be in violation of federal or state law.  
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Figure 3.15.6-1. Along with our Affiliates, We Serve More Than 6.3 Million Members in Medicaid and Other 
Government-sponsored Programs 


 


As Medicaid populations have expanded over the years, our national team has developed product 
models and implemented strategies and innovative solutions to increase access to care and improve the 
quality of care for our members. These models and solutions are customizable to address local 
characteristics, including here in Nevada. We have also begun developing and planning strategies to 
prepare for future Medicaid expansions. We are prepared to provide seamless, quality care to meet the 
unique needs of future populations, such as individuals categorized as ABD, those with intellectual 
and/or developmental disabilities, and children and adolescents in the juvenile justice system and foster 
care programs. We will continue to expand current benefits, services, and transition plans to include 
these populations. 
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3.15.6.1 Vendor Plan 


 


A. Detailed Work Plan and Timeline 
After Contract award, our full cross-functional team of subject matter experts and project leads will 
review the Contract and our proposal to identify necessary changes to existing business processes, 
policies and procedures, and systems. They will develop a full list of requirements and deliverables that 
must be met to achieve full compliance with the Contract. From there, the team will build a detailed 
work plan and timeline for execution. We will submit a detailed work plan and timeline to the DHCFP 
for approval within one month of notification of our selection for Contract negotiations. 


B. Updates to the Initial Work Plan and Timeline  
We will provide detailed updates to our initial, proposed work plan that highlights adjustments made 
and describes our current state of readiness to perform Contract obligations. Ongoing communication 
with the DHCFP during the implementation period is an important part of our plan. We will provide 
the DHCFP with bi-weekly written reports updating the work plan and timelines until the service start 
date, and as often as the DHCFP desires thereafter. 


  


3.15.6.1 Vendor Plan 
 
The vendor shall: 


A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification that 
DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for 
performing the obligations set forth in the Contract for the first contract year. 


B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that 
have been made to either, and describing the vendor’s current state of readiness to perform all 
Contract obligations.  Until the service start date, the vendor shall provide biweekly written 
updates to the work plan and timeline, and thereafter as often as DHCFP determines necessary. 


C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business 
days prior to the service start date, all deliverables to allow for timely DHCFP identified 
modifications. 


D.  Beginning no later than sixty (60) calendar days prior to the service start date, the vendor shall 
implement procedures necessary to obtain executed subcontracts and Medicaid provider 
agreements with a sufficient number of providers to ensure satisfactory coverage of initial 
enrollments.  The DHCFP reserves the right to require an access report at any time after the 
service start date when barriers to access or network inadequacies are identified or are 
questionable. 


E.  Ensure that all workplace requirements the DHCFP deems necessary, including but not limited 
to office space, post office boxes, telephones and equipment, are in place and operative as of 
the service start date. 


F.  Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with the DHCFP to meet these requirements. 


G.  Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. 
(Pacific Time) on the first day of the open enrollment period for recipient access and remains in 
operation for the duration of the contract, unless otherwise directed or agreed to by the DHCFP.  
A single telephone number may be utilized as long as there is a menu option to channel 
different caller categories, e.g. recipients, providers, etc.    


H.  Establish and implement enrollment procedures and maintain applicable enrolled recipient data. 
I.  Establish its Provider Network and maintain existing Provider Agreements with such Providers. 
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C. Submitting Deliverables to the DHCFP 
We currently have operations in place and inform the DHCFP of any modifications no less than 10 
days prior to service start date. For the new Contract, we acknowledge and agree to submit all 
deliverables to the DHCFP no less than 10 business days prior to the service start date to enable timely 
identified modifications. 


We will submit all required deliverables to the DHCFP prior to the start date. Early delivery will enable 
the DHCFP to make any required revisions well before the start and will make sure we meet the 
DHCFP requirements at the outset of the Contract for an effective program start-up. 


D. Obtaining Executed Subcontracts and Provider Agreements 
We already have a comprehensive, contracted network of more than 7,700 providers contracted and 
credentialed to serve Nevada Medicaid and Nevada Check Up members. This includes all providers in 
the catchment area that we have contracted with to address needs such as a lack of pediatric 
subspecialty providers and transplant services in Nevada. We do not include providers from other 
product lines in our network sufficiency analysis and specifically contract providers located in the 
geographic areas where our members live. Our provider services manager is a native Nevadan with 
extensive State health care experience who has been partnering with providers, the DHCFP,  and other 
stakeholders to develop creative solutions to access issues for more than a decade. 


We perform a quarterly analysis to verify that our existing network includes sufficient numbers of 
providers with adequate capacity to provide timely access to care in accordance with the DHCFP’s 
requirements. We will continue to provide the DHCFP supporting documentation of our capacity to 
serve expected enrollment in accordance with its standards and when barriers to access or network 
inadequacies are identified or questionable.  


We closely monitor for significant change by re-verifying that our network continues to meet adequacy 
requirements after every provider termination. If we identify a significant change, our Provider 
Services team promptly develops a detailed action plan. The action plan identifies staffing, 
responsibilities, resources, and a timeline to remedy the deficiency. We also will submit documentation 
to the DHCFP when our network experiences significant change, as defined by the State. 


E. Meeting Workplace Requirements 
We have operational facilities in Nevada that support our current operations and contract, including 
office space, post office boxes, telephones, and equipment. We will make sure these continue and are 
operational as of the service start date. 


F. Non-Disruptive, Seamless Service Delivery 
Our continuity of care system is compliant and we will continue to make sure there is no interruption 
of covered services to members. We will continue to adhere with the DHCFP’s standards, as outlined 
in Section 3.10.20, and work cooperatively with the DHCFP. We have a well-established system in 
place that promotes continuity of care and case management – our model is fully integrated to 
holistically address a member’s health care and social support needs.  


G. Access and Communication 
Toll-free telephone numbers are operational and currently available to members, providers, and others 
through our website. The current toll-free telephone numbers and hours of operation will remain in 
place under the new Contract.  
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H. Initial and Ongoing Enrollment Procedures 
Our enrollment systems already support the receipt and processing of eligibility transactions delivered 
on the State’s 834 file. We will continue to maintain compliant enrollment procedures and applicable 
data. 


I. Provider Network 
We already have a comprehensive network of providers in Clark and Washoe counties to serve 
Medicaid and Nevada Check Up members. We will continue to maintain the adequacy of our Nevada 
Medicaid network and our high level of provider retention. The voluntary turnover rate for providers 
disenrolling from our network is less than two percent.  


Implementation Approach 
Implementation of the new Nevada Contract will be led by a Project Manager based in our national 
Implementation Management Office (IMO). Our National IMO was awarded Project Management 
Office of the Year by the Project Management Institute (PMI) in 2014. From a highly trained, 
professional group of subject matter experts from key functional areas to our Implementation Project 
Team, we adhere to a formal project management lifecycle, which includes: 


 Formal engagement/documentation of resources dedicated to the project 


 Meetings with the State’s project/technical teams 


 Formal communication plan/weekly reporting 


 Risk management, mitigation, and contingency plans 


 Internal readiness reviews 


 On-site go-live and post go-live support 


 Full engagement of our local Nevada operations  


The IMO makes sure that our health plan and national support proceed effectively through each phase 
of the implementation and meet deliverables as requested by the DHCFP. We employ PMI’s 
methodology to quickly and thoroughly identify, track, and resolve any gaps in project management. 
The IMO’s structured approach to managing implementations and a team with long-term experience 
and expertise has resulted in 172 successful implementations. Figure 3.15.6-2 illustrates recent 
implementations. We will leverage the success of this approach to provide a successful and timely 
implementation of the new DHCFP Contract.  
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 Figure 3.15.6-2. A Successful Record of Timely Implementations 


We Maintain a Structured Implementation Process  
One of our implementation best practices is our approach to cross-functional teams. Our employees 
partner with their national support areas to develop and implement solutions to meet Contract 
requirements. This results in a 
team that considers all relevant 
information, analyzes 
upstream and downstream 
impacts, and quickly reaches 
the best solutions. All 
functional area teams come 
together to resolve gaps 
between current and future 
state policies, and objectives. 
As an example, when the team 
discusses the functional needs 
of the member, our Nevada-
based employees and national 
teams in Member 
Communications, National 
Customer Care, Learning and 
Development, IT, and 
Medicaid Digital Solutions are active participants. Each area provides a different perspective and, 
when combined, results in holistic care of our members and providers. 


As we have done in the past, we will start necessary implementation planning before Contract award, 
to prepare for new requirements. An advance team consisting of our Nevada employees and national 
support leads begins planning for tasks and defining timelines based on our response to the RFP and 
the State’s proposed Contract. This enables functional leads to have as much time as possible to begin 
planning how to accomplish the work ahead of Contract award. 
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3.15.6.2 Pre-Implementation Readiness Review  


 


We understand that the DHCFP may conduct an Operational and Financial Readiness Review. We 
will comply with all requirements to demonstrate our readiness in any area, whether it be financial, 
technical, or comprehensive.  


We have demonstrated experience implementing contracts in new and existing markets and have 
successfully navigated pre-implementation readiness reviews. With our proven history and experience, 
we will demonstrate our readiness and ability to continue to provide services effectively to our Nevada 
members during the review process. 


In addition to any requested State desk or on-site readiness events, we conduct our own internal 
detailed readiness review as a further measure to verify that we are fully prepared for implementation. 
Our team will gauge readiness, discuss risks or issues, and determine next steps prior to all key 
business milestones. As always throughout the project, these meetings will involve our health plan and 
national support leads, rather than separate discussions with each department. 


We will provide necessary documentation, as specified by the DHCFP or its designees, in conducting 
the review. 


3.15.7 Presentation of Findings 


 


We currently obtain prior approval before publishing or publicly presenting either statistical or 
analytical material that may include information about enrolled members. Our regulatory oversight 
manager will coordinate the approval process.  


We fully respect the importance of member privacy and confidentiality. We recognize that this is a 
paramount responsibility and are committed to complying with all federal and State laws when 
developing material for public presentation or publication. When publishing or presenting such 
information, we comply with federal HIPAA requirements using de-identified statistical, aggregated 
data, and never divulge individual member information or records. We make every effort to mitigate 
the risk of exposure for our members and our State partners.   


We will continue to comply with this requirement under the new Contract. 


3.15.6.2 Pre-Implementation Readiness Review 
 
DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and will, 
subject to the availability of the DHCFP resources, provide technical assistance as appropriate.  The 
purpose of the readiness reviews is to assess the vendor’s readiness and ability to provide services to 
enrolled recipients.  The areas that may be reviewed include, but are not limited to: financial 
operations; administration and organization; recipient services; provider network; quality improvement; 
and, management information systems, including claims processing and reporting systems.  The 
vendor shall provide necessary documentation specified by the DHCFP and cooperate with the 
DHCFP or its designees in conducting the review.  The DHCFP shall determine when the vendor may 
begin marketing and providing program services.  Provision of services as set forth in the contract is 
also subject to review and prior approval of CMS. 


3.15.7 Presentation of Findings 
 
The vendor must obtain the DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled recipients.  
This material must protect specific individual recipient privacy and confidentiality to the extent required 
by both federal and state law and regulation. 
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3.15.8 Vendor Marketing Materials 
Our organization prioritizes compliance with all applicable local, State, and federal laws and 
regulations, as well as Contract provisions in our composition and distribution of marketing materials.  


We have complied with these marketing requirements in the Nevada throughout our Contract, 
designing our materials to effectively communicate information to existing and potential members so 
they can make informed decisions about their health care coverage.  We have and will continue to 
provide draft copies of marketing materials to the Medical Care Advisory Committee for their review 
and approval as required by DHCFP. 


We will continue to comply with Contract requirements in all of our marketing practices. 


3.15.8.1 Development of Marketing Materials 


 


We currently comply with Contract requirements governing development of marketing materials, and 
we will continue to do so under the new 
Contract. 


As we develop and distribute marketing materials 
for any open enrollment period, we currently and 
will continue to request and obtain permission 
and approval from the DHCFP prior to 
distribution  during an open enrollment period, 
in other locations, or during implementation of 
an advertising campaign. Marketing materials 
are and will continue to be submitted to the 
DHCFP for review and approval a minimum of 
60 days before the scheduled Medical Care 
Advisory Committee (MCAC) meeting. Because 
the MCAC schedule is subject to change, we 
refer to the DHCFP website, http://dhcfp.nv.gov 
for revisions. We acknowledge and agree that the 
MCAC must review all our marketing materials. 
We also acknowledge and agree that, 
notwithstanding the requirement that MCAC 
must review our marketing materials, the DHCFP has the sole authority to approve or disapprove 
materials (including updates to existing materials), distribution, and advertising campaigns.  


3.15.8.1 The vendor may develop marketing materials for distribution during any open enrollment 
period.  The vendor must request and obtain permission from the DHCFP to distribute materials 
during an open enrollment period as well as in other locations or to implement an advertising 
campaign.  Marketing materials must be submitted to the DHCFP for review and approval a minimum 
of sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for 
approval.  The MCAC Schedule is subject to change.  Please refer to the DHCFP website, 
http://dhcfp.nv.gov.  Notwithstanding the requirement that the MCAC must review all vendor marketing 
materials, the DHCFP has the sole authority to approve or disapprove materials (including updates to 
existing materials), distribution and advertising campaigns.  The vendor, or any provider, organization, 
or agency that contracts with the vendor, is not permitted to market directly to potential recipients.  
vendors are also prohibited from providing materials that contain false or misleading information, and 
from initiating cold calls to potential recipients. 
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We strive to provide clear, accurate, and easy-to-understand information to our existing and potential 
members. In no case will our marketing materials contain deliberately false or misleading information. 


Numerous State and federal regulations exist to protect against unfair and overly aggressive marketing 
of health care services to potential Medicaid enrollees. We take these regulations seriously and uphold 
exemplary business ethics and will not conduct the following prohibited marketing activities:  


 We and all providers, organizations, or agencies that contract with us do not and will not market 
directly to potential enrollees including initiating cold calls to potential enrollees or engaging in the 
sale of private insurance. 


 We do not and will not present marketing materials containing 
false or misleading information. 


 We do not and will not state that our Nevada health plan or its 
products are endorsed by CMS, the federal government, or 
similar organizations.  


 We do not and will not make statements to potential members 
that they must enroll with us to receive benefits. 


 We do not and will not engage in cold calling, door-to-door 
sales, or other direct or indirect prohibited marketing activities. 


Marketing Oversight 
We have designed our marketing oversight program to verify that we provide thorough training on 
ethical and legal marketing practices to all applicable staff, including delegated organizations. To 
monitor compliance with marketing requirements, we developed a Marketing Integrity Program with 
our Code of Business Conduct and Ethics as its cornerstone. The Code establishes standards of 
behavior for all our employees and is supported by specific Compliance Program Policies and 
Procedures.  


All employees receive compliance program 
training covering the Code, including employee 
responsibilities for reporting violations of law, 
regulations, the Code, or our policies; use of our 
hotline as a reporting mechanism; and other 
compliance program issues. All employees must 
comply with the Code and all relevant laws, 
regulations, and contractual obligations. Our 
employees must also comply with Marketing 
Integrity Program requirements relevant to their 
offices. Failure to comply leads to disciplinary 
action that may include termination of 
employment. 


Consequently, all of our employees or delegated 
organizations who perform marketing activity 
understand their responsibilities and display a 
continued commitment to carry out their obligations with the utmost care, accuracy, and integrity.  







 
   


 
 
 


3. SCOPE OF WORK 
3.15 OPERATIONAL REQUIREMENTS 


Nevada Managed Care Organization RFP# 3260 Section 3.15 — Page 25 
 


3.15.8.2 DHCFP Approval of Marketing Materials 


 


We currently comply with Contract requirements stipulating the 
DHCFP approval of marketing materials, and we will continue to 
do so under the new Contract. 


We do not distribute, in any manner, marketing materials related 
to our managed care program without the prior written approval 
of the DHCFP. We will continue to seek the DHCFP’s written approval of our marketing materials, 
including updates to previously approved materials, prior to distribution in any manner under the new 
Contract. Since 2015, we have successfully submitted 69 marketing materials to MCAC as part of the 
open enrollment approval process.  


We acknowledge and agree that the DHCFP has the sole authority to approve our marketing materials. 
Upon approval, we will distribute them to our entire service area so that, prior to enrollment, any 
potential member will receive the most current, accurate oral and written information necessary to 
make an informed decision. 


In no case will we use or seek to use approved marketing materials to influence enrollment in 
conjunction with the offer or sale of any private insurance. We do not and will not, directly or 
indirectly, engage in door-to-door, telephone, or other cold-call marketing activities, or any other 
marketing activities proscribed by the State of Nevada. 


  


3.15.8.2 The vendor may not distribute, in any manner, marketing materials related to the managed 
care program without the prior written approval of the DHCFP.  This includes any updates to 
previously approved materials.  Although federal regulations require the MCAC to review vendor 
marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has 
the sole authority to approve the vendor’s marketing materials.  If DHCFP approval is granted, the 
vendor must distribute the materials to its entire service area to ensure that, before enrolling, the 
potential recipient receives the accurate oral and written information that he/she needs to make an 
informed decision regarding whether to enroll with the vendor.  The vendor may not seek use of 
approved marketing materials to influence enrollment in conjunction with the sale or offering of any 
private insurance.  The vendor may not, directly or indirectly, engage in door-to-door, telephone, or 
other cold-call marketing activities. 
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3.15.8.3 Assurance of Accurate Materials 


 


We currently comply with Contract requirements to assure the DHCFP that our marketing plans, 
materials, policies, and procedures are accurate and do not mislead, confuse, or defraud existing or 
potential members or the DHCFP, and we will continue to do so under the new Contract and in 
accordance with A through B of Section 3.15.8.3. 


We employ strict safeguards to verify compliance, accuracy, and ease of understanding in our 
marketing. We follow a well-established process called Collateral Materials Approval Process (CMAP) 
to verify compliance. A communications team develops and manages member and marketing materials 
during this process. Our team presents the information in an appealing, easy-to-understand format 
that clearly explains marketing information, coverage details, and health plan policies and procedures. 
Through CMAP, all communications to current or prospective members, providers, and other external 
audiences are reviewed to meet both legal and internal company standards. 


During CMAP, materials undergo review to verify cultural sensitivity, accuracy, and compliance with 
all State program requirements. Our written member materials comply with the State-specified reading 
level of no higher than eighth grade, verified by the Flesch-Kincaid Grade Level Index. Verification 
through the Index promotes compliance with State requirements for language level, readability, and 
clarity, as well as all federal Title XXI regulations. Because we recognize that many Americans have 
difficulty understanding their health care information, we use an innovative, interactive literacy 
software tool that replaces hard-to-read medical terms and phrases with plain language and also scores 
documents on their general readability. We use this process for both new and updated materials.  


In no case will we lead any potential members to believe they must enroll with our health plan to obtain 
or not lose benefits.  


In no case will we lead any members of benefits to believe that our health plan is endorsed by CMS, the 
federal or State government, or a similar entity. 


 


3.15.8.3 The vendor must provide the methods by which it intends to assure the DHCFP that 
marketing, including plans and materials, is accurate and does not mislead, confuse, or defraud 
recipients or potential recipients or the DHCFP.  Statements that will be considered inaccurate, false, 
or misleading include but are not limited to any assertion or statement that:  
 


A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose 
benefits; or 


B.  The vendor is endorsed by CMS, the federal or state government, or similar entity. 
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3.16 PROGRAM INTEGRITY 
 


3.16.1 General Requirements and Authorities 
 


3.16.1.1 Program Integrity – Internal Controls and Program Integrity Unit 


 


We have comprehensive internal controls for program integrity and a Program Integrity Unit that 
supports our overall delivery of high-quality care in Nevada. Our combined national and Nevada 
fraud, waste, and abuse experience positions us well to continue to meet all Nevada program integrity 
requirements and sustain our successful efforts. We pride ourselves on being a good steward of public 
funds and working closely with the DHCFP Surveillance and Utilization Review (SUR) unit. We have 
systems in place to continue to prevent, detect, and correct unnecessary or wasteful practices and 
fraudulent activities in Nevada and we have achieved impressive results. In 2015, the money we 
prevented and recovered equated to an amount equal to seven percent of our premium revenue.  


Like the State, we embrace the goal of maximizing program efficiency, effectiveness, and integrity. We 
have established and continue to foster our strong partnerships with regulatory agencies, Medicaid 
Fraud Control Units, and law enforcement. Our lead Nevada investigator works closely with the 
DHCFP SUR unit and brings provider-related issues to the attention of the SUR unit as they arise. In 
the first half of 2016 alone, our lead Nevada investigator has filed over two dozen referrals based on 
the new reporting requirements established by the SUR unit. Issues are brought up by our lead Nevada 
investigator in monthly and quarterly calls with the SUR unit, and we have an ongoing open dialogue 
with the SUR unit. 


Through our productive relationships, we share information and best practices for avoiding and 
detecting fraud and abuse, enabling us to continuously enhance our program. Our comprehensive 
program integrity plan to identify, review, recover, and report improper payments, including fraud, 
waste, and abuse activities, on an ongoing basis is described in detail throughout Section 3.16. 


Internal Controls 
We have extensive experience implementing program integrity initiatives and processes, including the 
following best practices and internal controls: 


 State-of-the-art system and oversight activities to identify, reduce, review, recover, and report 
instances of fraudulent activities  


 Extensive use of advanced data analytics and detection capabilities across all clinical services types 


 Deployment of operational performance and metrics to optimize savings for the DHCFP 


 Comprehensive annual training, which educates our employees to be on the lookout for fraud, 
waste, and abuse 


 Combatting the diversion of funds that could otherwise be applied to safeguarding the health and 
welfare of our members (recipients) 


  


3.16.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity 
Unit (PIU) designed to identify, review, recover and report improper payments, including fraud, waste 
and abuse (FWA) activities, on an ongoing basis. 
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Our internal controls are driven by our program integrity philosophy of prevention. Prepayment review 
is highly effective in stopping suspect claim payments. In our experience, these upstream activities 
account for roughly three times the savings of downstream recoveries. In addition to our prepayment 
review, we include our prevention tools and processes in Table 3.16.1.1-1.  


Table 3.16.1.1-1. Prevention Tools and Processes  


System Activity Description 


McKesson ClaimsXten 


This software automatically and comprehensively audits codes before claims are paid. The 
system identifies the appropriate relationship between thousands of medical, surgical, 
radiology, laboratory, pathology, and anesthesiology procedures identified by CPT®-4 and 
HCPCS codes. 


The Policy Administration 
Module 


This module addresses claims editing based on published national reimbursement policies and 
national coding standards not currently available in ClaimsXten. 


Cotiviti 
This additional prepayment auditing step validates services across providers, taking claim 
modifiers and provider specialty into consideration, as well as how often the service can be 
performed. Cotiviti’s analytical decision engine delivers a final filter to catch improper claims. 


FICO Insurance Fraud 
Manager 


This system uses pre- and post-payment predictive models to score claims and providers for the 
likelihood of fraud and abuse and the level of financial risk. 


Credentialing and Provider 
Profiling 


Profiling includes review of the OIG List of Excluded Individuals/Entities and VA Exclusion 
Database, license verification, and billing history check for fraud. Our health care analytics 
team has developed benchmarking metrics for certain specialties that are used in our pre- and 
post-payment programs. 


Quality Control and 
Utilization Management 


Information from our Utilization, Quality, and Case Management Departments on member 
and provider over- and under-utilization is reviewed and analyzed.  


 


While we focus heavily on prepayment activities, we also use proactive, analysis-driven, post-payment 
review to identify erroneously billed claims and behaviors that cannot be detected by up-front edits. 
Our detection systems and resources include State-based and national medical management staff 
available for training and analysis, facility site information, membership information, medical record 
reviews, field staff information, and information databases.  


Program Integrity Unit 
Our Program Integrity Unit prevents, identifies, reviews, recovers, and reports improper payments in 
Nevada using the best practices we developed, including our system of proactive, data-analysis-driven 
processes and controls. Our best-in-class program and our extensive program integrity experience 
position us to fully deliver on Nevada fraud and abuse requirements.  


Our Program Integrity Unit uses a diverse team of highly trained and experienced individuals to 
manage program integrity both at the national and Nevada Medicaid and Nevada Check Up levels. 
Teams comprise former law enforcement officers, former federal and State-level Medicaid regulators, 
and a wide variety of other experienced health care investigators. Our current Program Integrity Unit 
includes accredited health care fraud investigators, certified fraud examiners, certified professional 
coders, RNs, various physician specialties, and graduate degree professionals. 
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Additionally, all of our staff, members, and providers represent the eyes and ears of program integrity 
and produce the great majority of referrals to our Program Integrity Unit. All employees are required 
to complete annual training on ethics, compliance, and program integrity — inclusive of specialized 
Medicaid modules and a fraud and abuse “Red Flag Checklist.” 


These examples from our affiliates highlight our Medicaid program integrity experience and illustrate 
different methods of detection, types of investigations, and actions taken. 


Example #1: Home Health Services 


This resulted from a member complaint that she had not seen her caregiver recently. Initial review indicated that the 
provider had billed our affiliate health plan for services during the time period that the member had reported no services. 
The Medicaid Special Investigations Unit (SIU) launched an investigation and requested the member’s non-clinical, 
personal care records. The audit of records found the timesheets for each of the four caregivers showed deficiencies. Dates 
were missing or changed, member signatures were vastly different from known samples, member and employee names were 
crossed through or changed, and signature lines were distorted. Our Medicaid SIU identified an overpayment of $7,883.95. 
Due to the significant findings of the initial audit, the Medicaid SIU extracted a sample from the attendant care agency’s 
entire universe of claims. The provider’s records were audited to determine if they were sufficiently detailed to substantiate 
the date, time, eligible member’s name, level, and quantity of services. The results indicated inaccurate billing. 


Result: Once the audit was complete, an extrapolated overpayment of $129,921.00 was identified. The Medicaid SIU 
recovered $86,694.75 before the provider declared bankruptcy. The allegations were referred to the state’s Human Services 
Department and the Attorney General’s Office, Medicaid Fraud Control Unit. 


 


Example #2: Ambulance/Behavioral Health 


Using data analytics and cooperation from employees in one of our affiliate health plans, a significant number of Basic Life 
Support ambulance services were identified with no corresponding medical service claims. A review of transportation logs 
from a sample of ambulance providers identified common behavioral health provider destinations. During surveillance, 
Medicaid SIU investigators observed a number of questionable practices of up to five members transported in the same 
ambulance per ride, transportation provided in van but billed as ambulance services, and members being transported in an 
unsafe manner. 


Result: A total of 44 investigations were initiated, and 11 ambulance providers and six behavioral health providers were 
terminated from the network. To date, 40 ambulance providers and six behavioral health providers have been referred to the 
state for credible allegations of fraud. This investigation is ongoing. Overpayment of approximately $12 million has been 
identified, and approximately $12.3 million in inappropriate expenditures were avoided. Our affiliate plan also contacted 
Adult Protective Services. 


 


Example #3: Home Health Services 


Acting on a member complaint and proactive initiative, the Medicaid SIU investigated and substantiated allegations of 
services not rendered, time/travel discrepancies, altered timesheets, and inconsistent or non-existent member/caregiver 
signatures for billed attendant care services. Two audits were performed. Records were requested from the home health 
agency and audited by the Medicaid SIU to determine appropriateness. Based upon the review, multiple dates of services 
were not supported by complete or accurate information. 


Result: An overpayment of $80,236.38 was calculated based on the audit results. The allegations were referred to the state 
Human Services Department and the Attorney General’s Office, Medicaid Fraud Control Unit. 
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3.16.1.2 Compliance with Federal and State Regulations 


 


We are familiar and compliant with all federal and State regulations related to program integrity in 
addition to all Nevada Medicaid and Nevada Check Up policies, and we are compliant with each 
regulation and policy listed above. We also require all our subcontractors and providers to comply with 
these regulations and policies.  


We have written policies, procedures, and standards of conduct that outline our commitment to comply 
with all applicable Nevada and federal standards. We continuously review our policies and procedures 
and incorporate other appropriate guidance, including future Nevada and Centers for Medicare and 
Medicaid Services (CMS) standards, into our written policies. We are also compliant with Medicaid 
recovery and prosecution provisions, and we support prosecution under the FCA. 


We maintain compliance with federal and Nevada regulations by training our staff on all applicable 
regulations, including but not limited to all the citations listed in 3.16.1.2 (A through J). Our education 
and training of our staff is thorough and provides our staff with the appropriate tools to support our 
overall delivery of quality care in Nevada.  


Additionally, our oversight and auditing of subcontractors’ program integrity activities is extensive.  
We use subcontractors only after a thorough evaluation process to determine that they have the 
demonstrated capabilities and overall responsiveness to improve the value of Medicaid services. Our 
audit process evaluates prospective subcontractors, incorporating a review of the entity for compliance 
with all State Contract provisions, federal requirements, financial solvency measures, and National 
Committee for Quality Assurance (NCQA) standards. We conduct onsite pre-delegation audits to 
comprehensively review the delegated organization’s readiness, applicable licensure, and compliance, 
including Office of the Inspector General screenings. We also continuously monitor our 
subcontractors to verify compliance and complete global audits annually for all subcontractors. 


  


3.16.1.2 The vendor must be familiar with and compliant with all federal and state regulations related 
to Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require 
compliance from subcontractors and providers for the same. Medicaid payments to managed care 
health plans are government funds, funded by federal and state money. These payments made by 
State Medicaid to managed care entities, including but not limited to, managed care plans, pre-paid 
plans, subcontractors to managed care plans, and any sub-subcontractors, and providers of medical 
services, supplies or drugs, for the benefit of Medicaid recipients may be recovered if obtained by 
fraud. Any act of health care fraud involving such government funds will be subject to prosecution by 
the State Attorney General's Office under the State False Claims Act ("FCA''), as well as any other 
applicable laws. Relevant citations for Program Integrity compliance include, but are not limited to, the 
citations below. 


A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 
B.  42 C.F.R.§ 438, Subpart H; 
C.  42 C.F.R. § 455 Subpart A, B and E; 
D.  42 C.F.R. § 1000 through 1008; 
E.  42 C.F.R. § 456.3, 456.4. 456.23; 
F.  42 C.F.R. § 457.950(a)(2); 
G.  Section 6032 of the Federal Deficit Reduction Act of 2005; 
H.  Nevada Revised Statutes, Chapter 422; 
I.  Nevada DHCFP Medicaid Services Manual; and 
J.  Nevada DHCFP Medicaid Billing Guides. 
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3.16.2 Provider Credentialing  
 


3.16.2.1 Provider Credentialing and Re-credentialing Procedures 


 


Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and the DHCFP Medicaid credentialing guidelines. We credential and re-credential 
organizational facilities that extend beyond NCQA requirements, such as dialysis and nursing 
facilities, using our credentialing and re-credentialing processes as another tool to monitor quality of 
care and patient safety in these facilities.  


We have the systems, employees, policies and procedures in place to accurately and efficiently 
credential and re-credential the full spectrum of physical and behavioral health providers required for 
Nevada’s Medicaid and Check Up managed care programs.  


We are ready to serve additional Nevada populations. Across our 
affiliates, we successfully credentialed 19,647 practitioners, 
ancillary providers, and facilities in 2015, and 13,984 in 2016 
(January through July 31, 2016). We have the resources, 
systems, staff, policies and procedures in place to accurately and 
timely credential the full spectrum of physical, behavioral health, 
and long-term services and supports (LTSS) providers.  


A. Written Policies and Procedures Facilitate 
Consistent Processes 
Written policies and procedures outline our credentialing and re-credentialing requirements and 
processes for all contracted practitioners and organizational providers. Our written credentialing and 
re-credentialing policies and procedures make sure that we have robust processes in place to determine 
and assure that all contracted providers including PCP and Primary Care Specialists, and other health 
care professionals are licensed by the state of Nevada and qualified to perform the services.  


We consistently submitted our policy and procedures to the DHCFP on an annual basis for review and 
approval. Our written policies and procedures are in accordance with the DHCFP and federal laws 
and regulations. They outline the scope, criteria, timeliness, and processes for credentialing and re-
credentialing providers and meet industry standards, regulatory, and accreditation requirements. Our 


3.16.2.1 The vendor is required to provide: 
 


A.  The vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the vendor, including PCP and 
Primary Care Specialists ,specialists and other health care professionals are licensed by the 
State of Nevada and qualified to perform the services.  The vendor may not employ or contract 
with providers excluded from participation in the federal health care programs under Section 
1128 of the Social Security Act. 


B.  The vendor shall provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit ninety (90) calendar days prior to the start of the contract and ensure that all 
network providers meet the criteria. Changes to the credentialing process will need to be 
provided in writing to the DHCFP’s Provider Enrollment unit thirty (30) calendar days prior to the 
change.  If the change is unanticipated, the vendor will notify the DHCFP’s Provider Enrollment 
unit within five (5) calendar days of the change.  


C.  Credentials for network providers, subcontractors, or subcontractor’s providers shall be provided 
by the vendor and furnished to the DHCFP and/or MFCU upon request, at no cost. 
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Credentialing Committee reviews these policies at least annually. Our policies and procedures make 
sure that all health plan providers in our network are credentialed and re-credentialed in a consistent 
manner. We re-credential each provider every three years to make sure that providers continue to meet 
our credentialing criteria and standards, and to verify their information is current and accurate. In 
accordance with Section 1128 of the Social Security Act, we do not employ or contract with providers 
excluded from participating in the federal health care programs. 


We collaborate with the state of Nevada to make sure that all our credentialed providers have a valid 
Nevada Medicaid provider ID number or can provide documentation to show they are in the 
application process to obtain their Medicaid ID number, if required to have a Nevada Medicaid license 
to provide services.  


Our credentialing process verifies that all network providers are qualified by training and experience 
to deliver health care services to our members.  


We maintain the following policies and procedures related to credentialing and re-credentialing:  


 Credentialing and Re-credentialing for Licensed Independent Practitioners, including PCP and 
primary care specialists, specialists, and other health care professionals that are licensed by the 
state of Nevada and qualified to perform the services 


 Delegated Credentialing  


 Credentialing Program Integrity Sanction Review and Monitoring  


 Credentialing and Re-credentialing Requirements for Medical Directors  


 Credentialing and Ongoing Assessment of Organizational Providers (Facilities and Ancillary 
Providers)  


 Credentialing and Ongoing Assessment of Long Term Services and Supports (LTSS) Providers  


 National Credentialing Committee Authority and Responsibility  


 Roles and Responsibilities of the Medical Directors and Credentialing Committees  


 Provider Discipline and Credentialing Appeal Rights  


Growing and Maintaining a Qualified Provider Network 
We are fully prepared to credential additional providers and provider types should 
Nevada expand into new geographic areas and/or expand services to accommodate 
additional Medicaid populations. For example, our affiliates gained valuable 
experience with credentialing Aged, Blind and Disabled (MAABD) Providers in other markets 
resulting in the development of specific credentialing policies for Home and Community Based Waiver 
Services providers. The experience amassed by credentialing these Home and Community Based 
Waiver Services and non-traditional providers for almost a decade enables them to create unique 
credentialing applications for Home and Community Based Waiver Services providers, in 
collaboration with state partners. They also developed training materials to guide these providers 
through the credentialing process.  


In our recent annual health plan reviews, our credentialing 
program in Nevada has consistently been in full compliance for 
meeting recredentialing timeframes – 100 percent of files due to 
be re-credentialed were completed on time in 2014 and 2015. Our 
systems facilitate the re-credentialing process, tracking each 
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provider’s/facility’s reassessment date to make sure appropriate steps are taken within specified 
timeframes. We also designed an interface between our core systems that houses quality of care 
measures directly into our credentialing data repository, enabling quick identification of issues 
associated with any provider going through the re-credentialing process.  


To track our progress in completing initial credentialing of our 
providers, we run a weekly monitoring report to further improve 
and expedite communication avenues between our Nevada 
Credentialing Department and our national Credentialing 
Department. This report proactively manages resources and 
facilitates our ability to promptly identify and outreach providers 
to obtain missing, incomplete, or corrected documentation.  


We also developed and recently implemented a new process for primary source verification through the 
CAQH Universal Provider Datasource® to further simplify and expedite the credentialing processes. 
We participated with the CAQH Universal Provider Datasource for several years and successfully 
reduced the administrative burden placed on practitioners when multiple versions of credentialing 
applications are used. We continue to support CAQH’s initiative across MCOs to align credentialing 
and re-credentialing cycles, and we continue to partner with CAQH to identify and implement 
innovative solutions to the credentialing application and verification process.  


B. Credentialing Criteria are Reviewed and Approved by the DHCFP 
We are prepared to provide our current credentialing and re-credentialing policies and procedures for 
review and approval by the DHCFP’s provider enrollment unit 90 calendar days prior to the start of 
the Contract. Our ongoing comprehensive credentialing and re-credentialing processes ensure that all 
network providers are qualified and meet our robust criteria. Our credentialing policies and 
procedures are in accordance with the most current NCQA standards and updated whenever new 
federal or State requirements are issued.  


We are committed to building and maintaining a qualified network of providers for our members. We 
also revise our credentialing policy periodically based on input from several sources, including but not 
limited to the Credentialing Committees, the health plan medical director, and our chief medical 
officer. The policy is reviewed and approved as needed, but at a minimum, annually. 


Any proposed necessary changes to our credentialing process will be submitted to the DHCFP’s 
Provider Enrollment unit 30 days prior to making the change, whenever possible. When unanticipated 
changes are required and a 30-day notice is not feasible, we agree to notify the DHCFP’s Provider 
Enrollment unit within five days of the unanticipated change(s) that need to be made. 


We allow the DHCFP and/or its contracted EQRO to inspect our credentialing and re-credentialing 
process and supporting documentation.  


C. Credentials for Providers are Readily Available to the DHCFP and MFCU 
We will provide the DHCFP and/or MFCU the credentials for each of our network providers, 
subcontractors, or subcontractor’s providers upon request, and at no cost. 
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3.16.3 Provider Enrollment 
 


3.16.3.1 Compliance with Federal Requirements 


 


We will continue to comply with all federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments, including expansion populations.  


We use the Compliance 360 application to make sure we maintain compliance with new or revised 
regulatory requirements. Whenever there is a new or revised regulatory or contractual requirement, 
including new federal regulations such as the PPACA of 2010, our Regulatory department creates an 
alert and disseminates it to all affected employees and stakeholders who serve as assessors throughout 
the enterprise. Assessors must evaluate alerts to determine whether the regulatory content affects their 
unit. If the alert content affects the assessor’s unit, they must list planned tasks to reach compliance 
and document the completion of such tasks. Our local compliance officers and enterprise shared 
services compliance leads monitor timely assessments and task completion. Assistance from a dedicated 
project management team within our National Medicaid Business Unit is available for medium- and 
large-scope Compliance 360 alerts such as large, cross-functional regulations. 


3.16.3.2 Enrolling New Providers 


 


We maintain comprehensive, DHCFP-approved policies related to enrollment, contracting, and 
credentialing. We refer all non-Medicaid providers that we enroll to the Nevada Medicaid and Nevada 
Check Up fiscal agent for enrollment. We do not permit providers to serve Medicaid members until 
enrolled with the appropriate fiscal agent. Our system contains an edit to prevent a provider not 
enrolled with the Nevada Medicaid and Check Up programs from being loaded as a participating 
provider and appearing in our directory. We understand that providers are not required to see FFS 
clients.  


Every month, we analyze the State’s data, add any new out‐of‐network providers to our recruitment-
tracking tool, and contact them to join our network. We work closely with local medical societies in 
Nevada and comb through State licensure data to identify new providers for recruitment to our 
network. We encourage providers not enrolled as Nevada Medicaid providers to enroll and direct them 
to Nevada’s fiscal agent as appropriate. Our affiliates have experience working with ABD/LTSS 
providers within home- and community-based service guidelines in eight states and we will leverage 
their experience should the DHCFP decide to include additional populations in the program. 


  


3.16.3.1 The vendor must comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


3.16.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid provider that has 
been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. 
Although the vendor may enroll a provider prior to the provider enrolling as a Medicaid provider, the 
provider is not permitted to provide services to the Medicaid MCO recipients until the provider is 
enrolled with Nevada Medicaid’s fiscal agent. The provider is not required to see FFS clients.  
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3.16.3.3 Licensure 


 


Our credentialing process ensures that all providers who apply for participation in our network are 
appropriately licensed according to state and NQCA requirements. We have strict checks and balances 
to verify that every provider (network and those with single case agreements) are appropriately licensed 
to provide services. We conduct Primary Source Verification using the information submitted by the 
provider in accordance with NCQA standards. The process includes verification of all required 
information detailed in Section 3.10.15 including verifying the practitioner holds a current valid 
license to practice in Nevada or in the practitioner’s state.  


We have an ongoing monitoring program to verify continued compliance with credentialing standards 
and to assess and address any issues of substandard professional conduct and competence, including 
fraud and abuse issues for providers. This includes ongoing review of data such as license renewals 
from State Licensing Boards and Agencies. 


3.16.3.4 Single Case Agreements with Non-Medicaid Providers 


 


We will continue to invite out-of-network providers to join our network and negotiate a contract with 
an established reimbursement rate prior to services being offered or pay no more than the Medicaid 
FFS rate. We are committed to facilitating access to medically appropriate care for our members. Clear 
protocols that meet all the DHCFP’s requirements currently guide our handling of cases in which out-
of-network services are necessary. We will report single case agreements to the DHCFP.  


While our comprehensive Nevada provider network offers an array of accessible and convenient 
options for members, due to limited availability of some specialties within Nevada, including pediatric 
subspecialty providers and transplant services, as well as limited provider capacity in parts of Washoe 
County, we arrange for out-of-network services to meet member needs as required. Our procedures 
foster timely access to non-network providers so that our members can quickly access the full range of 
services regardless of network capacity. Our process for obtaining services from non-Medicaid 
providers is summarized in Figure 3.16.3.4-1. 


 


3.16.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to 
maintain a license in good standing in the state where services are provided. 


3.16.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as 
needed. These single case agreements must be reported to the DHCFP.  


Figure 3.16.3.4-1. Our Single Case Agreement Process Expedites Access to Medically Appropriate Care for our 
Members 
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When a network provider is not available to meet a member’s non-emergency needs, we refer that 
member to an out-of-network provider, using a single case agreement if the provider does not accept 
100 percent of the Medicaid rate. All members can access medically necessary emergency care as well 
as family planning services at any provider regardless of their participation in our network.  


Our utilization management nurses verify member eligibility upon receipt of a request for 
authorization for non-emergent services from a PCP or a non-Medicaid (out-of-network) provider. We 
also verify provider licensure and confirm the provider does not appear on any governmental exclusion 
lists. If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the 
requestor that we cannot approve the out-of-network service, and we locate an alternative provider. 
Upon verification of eligibility, licensure, and lack of sanctions, utilization management nurses 
forward the case to our Nevada-based out-of-network coordination nurse, part of the utilization 
management team, to review and discuss with our medical director.  


Negotiating and Executing Single Case Agreements  
If the medical director deems the non-emergent service from the out-of-network provider is medically 
necessary, and the provider will not accept up to 100 percent of the Medicaid rate, we negotiate and 
execute a single case agreement. We take the following actions: 


 We approve the authorization for services by a non-Medicaid 
(out-of-network) provider and update the case in the system. If 
the course of treatment will require services over an extended 
period, the treating provider includes this information in the 
initial request for authorization. If approved, we may extend 
the authorization for a longer period. 


 Our out-of-network coordination nurse negotiates a single case 
agreement with the provider that specifies provider payment 
prior to services rendered as well as prior authorization and 
case management requirements.  


 During the initial contact with the non-Medicaid provider, our out-of-network coordination nurse 
may encourage the provider to join our provider network.  


To ensure timeliness of single case agreements, our out-of-network coordination nurse reviews daily 
reports that track aging of open cases to set priorities and focus on those that require immediate action. 
The nurse also reviews system-generated logs to identify and resolve potential barriers to timely case 
closure. Finally, we monitor data in weekly or monthly reports to identify trends that might indicate 
problems with current processes or workload distribution. We report all SCAs to the DHCFP. 
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3.16.3.5 Provider Terminations 


 


When a provider is dis-enrolled, de-credentialed, terminated, or removed from our active Provider List, 
we notify the DHCFP and provide all required documentation related to the provider termination. Our 
provider database includes detailed information on each 
provider’s status, including attached documentation for any 
action we take, and is readily available for reporting. 


In compliance with RFP Section 3.7.5.11, we will inform the 
DHCFP Provider Enrollment Unit within five business days if we 
de-credential, terminate, or disenroll a provider. We will provide 
the DHCFP with all required documentation related to any such 
action. We understand the DHCFP is responsible for notifying the 
MFCU or HHS-OIG when there is suspected criminal or 
disciplinary action related to fraud and abuse.  


3.16.3.6 Submitting Required Documentation 


 


We currently meet the DHCFP’s notification requirements related to network composition and will 
continue to do so under the new Contract. Our systems are configured and processes in place to 
capture and report information on providers who have been enrolled, terminated, de-credentialed, or 
dis-enrolled. 


No later than the tenth calendar day of the month, we will provide the DHCFP with a list of all 
enrolled providers and a list of all providers who have dis-enrolled, deactivated, terminated, de-
credentialed or removed from the active provider enrollment. If the provider has been terminated, de-
credentialed or dis-enrolled, the cause and all required documentation of the termination will be, or in 
many cases would have been, supplied to the DHCFP within five business days of the decision to 
terminate.  


  


3.16.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed 
from the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or 
causes for such action and any and all documentation, data, or records obtained, reviewed, or relied 
on by the vendor including, but not limited to: provider/patient files; audit reports and findings; and 
medical necessity reviews. 


3.16.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all providers who have 
disenrolled, deactivated, terminated, de-credentialed or been removed from the active provider 
enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP within five (5) business days 
of the decision to terminate. T 
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3.16.4 Provider Contracts 
 


3.16.4.1 Executing and Maintaining Contracts 


 


We currently execute and maintain the DHCFP-approved written provider agreements with a 
sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled members with all medically necessary covered services in accordance with the DHCFP’s 
network access and adequacy standards. We will continue to do so under the new Contract. 


3.16.4.2 Base Provider Contracts 


 


Our base provider contracts are compliant with all applicable state and federal regulations. We will 
continue to submit drafts of any substantive changes or amendments to our base provider contracts to 
the DHCFP for review and approval prior to distribution or execution. 


Our provider agreements state the terms and conditions of the agreement, including effective date, our 
responsibilities and those of the participating provider, as well as specified health care services for 
which the provider will be responsible, including any restrictions or limitations. Prior to executing any 
provider contract under the new Contract, we will submit the base provider Contract to the DHCFP.  


Our Legal Department prepares and approves any changes required in provider agreement templates 
which must be approved by the DHCFP prior to use. We will also submit any of our provider contracts 
to the DHCFP within five business days upon request. 


Should negotiations with a provider result in requests for changes to the approved base contract, our 
automated contract management system ensures those changes are compliant, reviewed, and approved 
by designated legal and health plan management staff according to our defined approval hierarchy 
prior to agreeing to the request. Our Preferred / Acceptable / Discouraged / Unacceptable (PADU) 
contracting approach assures that the requested change is acceptable and in compliance with state, 
federal and other regulatory and health plan requirements. Any requested changes to the base contract 
that require the DHCFP’s approval will be filed for approval before the contract is agreed upon and 
executed with the provider. 


Our PADU approach and automated contract management system, shown in Figure 3.16.4.2-1, 
improves contract turnaround time and increases standardization and alignment of contract terms and 
payment methodologies to maximize auto-adjudication of claims and reduce the number of manually 
adjudicated claims. 


  


3.16.4.1 The Vendor must execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified 
providers to provide enrolled recipients with all medically necessary covered services. 


3.16.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to the 
base contract, the Vendor shall submit drafts of standard language for any such contract to the 
DHCFP for review. Provider contracts must meet all state and federal requirements. The Vendor shall 
submit any of its provider contracts to the DHCFP within five business days upon request. 
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Figure 3.16.4.2-1. Our PADU Contracting Approach Improves Turnaround Time and Increases Standardization 
and Assures Compliance 


 


3.16.4.3 Provider Recruitment 


 


Our comprehensive, contracted network includes more than 7,700 providers able to meet the specific 
needs of our Nevada Medicaid and Nevada Check Up Members. This includes all contracted providers 
in the catchment area to address member needs. We go beyond minimum network access standards to 
seek out providers delivering high quality, comprehensive, and specialized services to our members, 
when and where they need it the most. We do not include providers from other product lines in our 
network sufficiency analysis. Our network is developed to specifically meet the needs of individuals 
served by the DHCFP. 


Since we do not need to develop a Medicaid network, we will focus on continued network monitoring 
and enhancement activities, improving access, and assuring that our network continues to meet 
emerging member needs between now and the start of the new Contract. Members are assured of  
continuity of care and the DHCFP will eliminate any potential disruption associated with a transition 
to a new vendor.  


Provider Recruitment 
We recruited more than 500 new providers over the last 12 months. 
We regularly reach out to providers who do not participate in the 
DHCFP’s Medicaid program or who have signed Medicaid 
agreements but do not actively accept eligible members to invite 
them to participate in our network. We will leverage our existing 
relationships with Nevada’s providers should we need to expand 
our network. In recruiting additional providers, we focus on those who traditionally serve our 
members. We seek key providers, such as essential community providers, because they maintain the 
appropriate geographic presence, have the established trust of our members, a keen awareness of the 
diverse needs of the population, and access to key local resources available within their communities. 


3.16.4.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to providers 
who are not currently participating in the DHCFP's medical assistance programs or have a signed 
agreement but do not actively accept eligible recipients.
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We are uniquely successful in collaborating 
with specialists who traditionally do not provide 
services to the Medicaid population. For 
example, through our collaborative approach to 
addressing the needs of these specialists, we 
successfully contracted with providers such as 
Reno Orthopedic Center and Sierra 
Neurosurgeons to provide the full scope of 
comprehensive orthopedic and neurosurgical 
services to our members in Washoe County.  
We also successfully enhanced our network to 
meet the needs of new populations. For 
example, prior to the recent expansion, our need 
for skilled nursing facilities (SNFs) was limited. 
However, that changed with the additional 
membership and we grew our SNF network 
from two to 28 providers. We also increased our 
network of long-term acute care providers 
(LTACs) from one to five to meet the needs of 
the changing population. Additionally, in an 
effort to provide adequate access to specialists 
for our Washoe County members, we had to 
look outside the county limits into Northern 
Nevada rural areas: 


 For pulmonology, we are in process of 
contracting with Mountain Family 
Pulmonary in Carson City, and they are 
currently seeing our members through single case agreements  


 For neurology, we are in contract negotiations with Tahoe Forest Neurology in Truckee, 
California, just across the Nevada/California border  


 For dermatology, we in process of contracting with Carson Dermatology Associates in Carson City, 
and they are currently seeing our members through single case agreements 


We have been proactive in planning for expansion of our network in anticipation of DHCFP adding 
additional geographic service and/or population areas to the managed care program. We developed a 
provider recruitment plan for building a statewide Medicaid network should the DHCFP decide to 
expand into additional geographic areas. We completed an analysis of provider availability across all 
areas of the state using all available data sources including state Medicaid provider enrollment data, 
commercial affiliate's statewide network data, and other data from state and 
county agencies and other sources. We began outreach to providers to verify data 
and services they provide. We will leverage our commercial affiliate's statewide 
provider network to contract for Nevada Medicaid, and will contract with any essential community 
providers and other providers currently providing services to Medicaid members in those areas. We 
also completed analysis and developed a provider recruitment plan to build a statewide ABD/LTSS 
provider network should the DHCFP decide to include those populations in managed care.  
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As a national organization that is a recognized leader in Medicaid and managed ABD and Home and 
Community Based Waiver services program, we will leverage the best practices of our affiliate health 
plans as well as our Nevada experience to develop comprehensive provider recruitment plans should 
you decide to include additional Nevada counties, services, or other populations into the Medicaid 
program. We will leverage the experience of our affiliates with demonstrated experience across the 
country, serving a total of more than 257,000 members who receive care through managed ADB and 
Home and Community Based Waiver services programs in eight states. Our affiliates also have 
extensive experience serving members with complex needs, including those who receive ADB and 
Home and Community Based Waiver services program benefits and fully integrated and acute-only 
care through supports for individuals with ID/DD and dual eligible members. 


Ongoing Network Monitoring and Provider Recruitment 
We employ various measures to make sure that our provider network meets member demands for care. 
We closely scrutinize our provider network on a continuing basis to assess its stability and adequacy to 
make sure that our existing and future members have timely access to care. Our processes include: 


 Creating Network Development and Recruitment Work Plans that provide a thoughtful, formal 
basis for recruitment 


 Regularly and routinely evaluating provider capacity 


 Regularly and routinely evaluating GeoAccess reports 


 Developing and implementing Action Plans as necessary 


We also closely monitor Nevada’s health care landscape to stay abreast of initiatives and proposed 
legislation to gauge what, if any, impact it could have on our members, providers, and health plan 
infrastructure. We understand the inherent economic and political uncertainties in today’s health care 
environment, and our Nevada-based team commits the time and resources to assess, understand, and 
mitigate emerging risks and pursue opportunities to improve performance.  


3.16.4.4 Written Policies and Procedures 


 


Comprehensive, DHCFP-approved, written policies and procedures guide our activities to monitor, 
evaluate, and discipline our network individual providers. Policies and procedures are available to the 
DHCFP upon request and will be submitted to the DHCFP within five business days of any changes. 


When we identify providers out of compliance with the DHCFP and/or our health plan standards, our 
provider relations representatives visit the physician in person and present a letter requesting a plan of 
correction. Provider relations representatives continue to monitor compliance and re-survey the 
physician to verify they are in compliance. If the provider remains non-compliant, another survey is 
conducted within 90 days. At that point, if the provider is still non-compliant, we present the findings to 
our Medical Advisory Committee (MAC). Our provider relations representatives provide focused 
technical assistance to any provider that is out of compliance with standards. To-date, we have not had 
to refer a case to the MAC.  


  


3.16.4.4 The vendor must also have written policies and procedures for monitoring its providers, and 
for disciplining providers who are found to be out of compliance with the vendor’s medical 
management standards. The vendor must submit these policies and procedures to the DHCFP within 
5 business days upon change of policies and procedures or upon request.  
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3.16.4.5 Incentives for Denying or Limiting Services 


 


Our DHCFP-approved provider contracts do not provide incentives for denying, reducing, or limiting 
services. Any future provider and subcontractor agreements will also not include such incentives. Our 
provider contracts comply with all applicable state and federal laws and regulations. 


3.16.4.6 Gag Clauses 


 


Our DHCFP-approved provider contracts do not include “gag” clauses. Any future provider contracts 
will also not include gag clauses. 


3.16.4.7 Availability of Provider Contracts 


 


We will make all provider contracts available to the DHCFP and/or MFCU within five business days of 
request. 


3.16.5 Provider Directory 


 


Providers and members have access to up-to-date provider information through our Find a Doctor 
online provider search tool located on our provider and member websites. Providers can easily locate 
another provider and assist members when making a referral. Members can confirm their doctor is in 
network or search for one that meets their needs at any time.  


Information on Find a Doctor is updated daily, five days a week, exceeding the DHCFP’s requirement 
of monthly updates. Listed providers are active, currently 
providing care, or accepting new patients. We monitor provider 
demographics for accuracy. We will provide the DHCFP with our 
most current provider directory for each service area upon 
Contract award. Upon request, we confirm the adequacy and 
accessibility of our provider network and any subcontractor’s 
provider network and we will continue to do so.  


  


3.16.4.5 Provider contracts must not be structured to provide financial or other incentives to providers 
and subcontractors for denying, reducing or limiting medically necessary services. 


3.16.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


3.16.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) 
business days upon request. 


3.16.5 Provider Directory 
 
The vendor must publish its provider directory and any subcontractors’ provider directory via an 
Internet website upon contract implementation and will update the website on a frequency no less 
than monthly for all geographic service areas. The vendor must provide the DHCFP with the most 
current provider directory upon contract award for each geographic service area. Upon request by the 
DHCFP, the vendor must confirm the network adequacy and accessibility of its provider network and 
any subcontractor’s provider network. 
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Find a Doctor Tool 
Our Find a Doctor Tool allows users to easily search for providers that meet their needs. Users select a 
provider type (for example, a doctor, hospital, behavioral health, or laboratories, etc.) and select any 
specialty preferences. They then enter their location information (address, zip code, or city and state) 
and receive a list of providers that meet their needs. Find a Doctor also provides a map that allows the 
user to see where providers are located based on user location. Users can further refine results by 
selecting other specialties or filtering by gender, board certification, specialties and services, providers 
accepting new patients, group affiliation, hospital affiliation, provider ethnicity, and special interests. 
Users can also enter their street address and get directions to the provider’s office.  


Users can search for providers based on their location and other preferences and receive a customized 
provider listing as shown in Figure 3.16.5-1. Users can also access a map, directions, and information 
about public transportation as shown in Figure 3.16.5-2. 


Our provider directory includes the following information:  


 Lists of Primary Care Providers (PCPs), service locations (including county), phone numbers, 
languages spoken, office hours, type of PCP (such as, family practice, general practitioners, general 
internists, general pediatricians, obstetricians and gynecologists, and internal medicine physicians 
specializing in pediatrics or endocrinology) and whether the PCPs are accepting new members 


 Lists of specialty providers (including behavioral health providers and community mental health 
centers), their service locations (including county), phone numbers, languages spoken, office hours, 
type of specialty 


 Lists of hospital providers, home care providers, and all other network providers 


 Languages spoken by the provider or their office personnel  
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Figure 3.16.5-2. Find a Doctor Maps Make it Easy to 
Locate a Provider in Close Proximity to the User 


 


 
Hardcopy Provider Directory 
As an adjunct to our Find a Doctor Tool, we maintain a current and comprehensive hard copy version 
provider directory in Nevada for our existing Contract with the DHCFP. A PDF version is posted on 
our member and provider websites. We conduct 
periodic quality audits of the provider data to 
assure accuracy. Printed copies of our provider 
directory are available to members and the 
DHCFP on request.  


Our provider directory meets the various needs 
our members may have, including those with 
cognitive and physical impairments, well 
positioning us to serve the needs of any of the 
DHCFP expanded populations such as the Aged, 
Blind and Disabled (MAABD). For example, our 
online provider directory converts to large print 
font with the click of the mouse. We also deliver 
provider directories in alternative formats such as 


Figure 3.16.5-1. Our Find a Doctor Tool Provides a Customized List of Providers Based on User Preferences 
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large print and braille upon request. All features on the DHCFP-approved member website comply 
with Section 508 of the US Rehabilitation Act and meets NCQA standards.  


3.16.6 Provider Communications 
 


3.16.6.1 General Communications  


 


Requirement 3.16.6.1 is deleted per Amendment 2. 


3.16.6.2 Provider Policy and Procedure Manual 


 


3.16.6.1 All general communications to providers including mass letter mailings, fax-blasts, brochures, 
batch e-mails and communications specifically mentioned in this contract must be submitted to the 
DHCFP for approval prior to release. If the DHCFP does not respond within ten (10) business days 
the vendor may consider the communication approved. This provision does not pertain to 
communications on specific topics to individual providers and recipients.  


3.16.6.2 Provider Policy and Procedure Manual 
 


A. The vendor must prepare a Provider Policy and Procedure Manual for each distinct class of 
provider which must be approved by the DHCFP. The vendor shall document the approval of 
the provider manual by the vendor’s Medical Director, and shall maintain documentation 
verifying that the provider manual is reviewed and updated at least annually. The vendor will 
provide policy and procedure updates to the DHCFP within five (5) business days of the contract 
implementation, any significant changes in the manual or upon request.  


B.  The vendor may publish the manual material related to more than one category of provider in a 
single volume upon approval of the DHCFP. The vendor must furnish one (1) copy of the 
manual to each provider upon recruitment into the network, and must update all copies of the 
manual in each provider’s possession within five (5) business days when changes are made by 
the vendor. Provider update notices sent via facsimile, mail, and e-mail may be utilized to 
update the provider manual when changes are made by the vendor. The vendor can meet this 
requirement by furnishing one (1) copy of the manual and one (1) copy of the manual updates to 
each provider practice where several providers within the practice are participants in the 
network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be 
provided to the DHCFP. That electronic copy must be updated with the same frequency as the 
hardcopy manual copies furnished to providers. The manual shall include, at a minimum: 


1. The policies and procedures to be implemented by the vendor to ensure provider contract 
compliance; 


2. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  
a. At the time of service, the vendor or its subcontractors shall verify every enrolled recipient’s 


eligibility through the current electronic verification system. 
3. Prior authorization procedures and requirements including the appeals process for denied, 


reduced or terminated services; 
4. The procedures for claims administration including the appeals process for denied claims; 
5. Provider credentialing criteria; 
6. Provider network management; 
7. The benefits and limitations available to enrolled recipients under the program, including any 


restrictions on recipients’ freedom of choice imposed by the program and any/all payment 
obligations; 


8. Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner; 


9. Procedure to dispute adverse payment and contract decisions; and 
10. Policies and procedures to be implemented by the vendor to manage quality improvement 


and recipient service utilization. 
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We currently comply with this requirement and will continue to do so under the new Contract. 


Our Provider Policy and Procedure Manual (provider manual) is approved by the DHCFP for our 
current contract. It includes all of the requirements detailed in Section 3.16.6.2 (A and B). We will 
continue to provide the DHCFP with one hard copy and one electronic copy of our provider manual, 
including all necessary updates. In addition to the information on our provider manual below, we 
provide information on additional provider education and outreach materials in our response to 
Section 3.16.6.5.A.3, Provider Education. 


Our Nevada provider manual is developed by our Nevada Provider Relations team in consultation with 
our medical director, Medical Management team, compliance officer, regulatory oversight manager, 
and other subject matter experts within our local Nevada health plan and corporate office. We obtain 
written approval from the DHCFP before distributing any new or materially revised provider manual.  


Our provider manual is the foundation of our provider education program and it is regularly updated 
with the DHCFP’s approval. It is a comprehensive document designed to inform network physicians, 
hospitals, facilities, ancillary providers, and other health care professionals of our guidelines and 
requirements to assist in caring for members. We maintain one provider manual for our Nevada 
Medicaid programs so that providers can get the information they need in one convenient place.  


Provider Manual Content 
In addition to the provider manual topics required in Section 3.7.8.1, our DHCFP-approved provider 
manual covers the following:  


 Access standards and access to care 


 Provider roles and responsibilities 


 Clinical practice and preventive health guidelines 


 Case management 


 Definition and requirements pertaining to urgent and emergent care 


 Behavioral health services 


 Participant’s rights and responsibilities 


 Providers’ rights for advising or advocating on behalf of their patients 


 Provider non-discrimination information 


 Policies and procedures for grievances and appeals in accordance with 42 CFR 438.414 


 Our health plan and the DHCFP contact information including addresses and phone numbers  


 Health services programs such as preventive care, initial health assessments, lead exposure testing, 
and tobacco treatment programs 


 Fraud, waste, and abuse 


 Cultural diversity and linguistic services 
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Provider Manual Training 
All providers receive training on the provider manual during orientation. We provide each network 
provider with one copy of the provider manual upon recruitment into the network. The manual is also 
on our provider website in PDF. We also distribute the provider manual on CD-ROM upon request.  


Between formal reviews, we communicate all provider manual changes and updates through alerts 
sent by facsimile, mail, or email, and updates posted on our provider website. Additional training is 
also available to any network provider upon request.  


Policy and Procedure Manual Updates 
Annually, or as needed or indicated by regulatory, contractual, or other program changes, we formally 
review and update our provider manual. Our Nevada Provider Relations team, compliance officer, and 
regulatory oversight manager, as well as corporate Provider Communications Strategy Department, 
maintain documentation verifying the review and updating of the Nevada provider manual. 


3.16.6.3 Provider Workshops 


 


To supplement initial provider orientation, we offer providers ongoing educational sessions across a 
variety of topics and venues. We hold provider workshops at least twice a year providing specialized 
forums to receive information and answer questions in the geographic service areas to accommodate 
each provider site. We conduct sessions that are specific to each discrete class of providers when the 
volume of recent changes in policy or procedures in a provider area warrants such a session. All 
workshop sessions reinforce the need for providers to verify eligibility and enrollment prior to 
rendering services to assure the member is Medicaid eligible and that claims are submitted to the 
responsible entity. We understand that individual provider site visits can suffice for the annual training 
requirement. 


  


3.16.6.3 The vendor must conduct, at least annually, provider workshops in the geographic service 
area to accommodate each provider site. In addition to presenting education and training materials of 
interest to all providers, the workshops must provide sessions for each discrete class of providers 
whenever the volume of recent changes in policy or procedures in a provider area warrants such a 
session. All sessions should reinforce the need for providers to verify recipient eligibility and 
enrollment prior to rendering services in order to ensure that the recipient is Medicaid eligible and that 
claims are submitted to the responsible entity. Individual provider site visits will suffice for the annual 
training requirement. 
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Figure 3.16.6.4-1. Our Provider 
Newsletter Offers Relevant and 
Updated Information 


3.16.6.4 Provider Newsletter 


 


We currently comply with this requirement and will continue to do so under the new Contract.  


Our provider newsletters (Figure 3.16.6.4-1) offer relevant and helpful information. We post the 
enterprise newsletter to our provider website and alert the 
network by fax blast that a newsletter is available and offer the 
instructions on how to access it. Newsletters are available at 
least four times a year. We have the ability to see which 
provider has read the newsletter and the health plan will follow 
up by sending relevant information to providers based on 
provider areas of interest.  


Articles in recent provider newsletters include the following: 
 ICD-10 and Coding for Diabetes 


 Coordination of Care 


 Body Mass Index and Obesity: Tips and Tools for Tackling 
a Growing Issue 


 Provider Self-Service Tools 


 Reimbursement Policy Updates 


 ICD-10 Documentation and Diagnosis Coding Tips 


3.16.6.5 Network Maintenance 


 


As described below, our network maintenance activities include comprehensive processes for initial 
and ongoing credentialing; re-credentialing and ongoing maintenance; comprehensive provider 
education and outreach informed by our Medicaid Training Academy, our overarching approach to all 
the DHCFP-required and health plan-offered Medicaid program training for employees, providers, 
subcontractors, and members; and processes for provider discipline and termination. 


  


3.16.6.4 Provider Newsletter 
 
The vendor must publish a semi-annual newsletter for network providers. Topics may include practice 
guidelines, policy updates, quality management strategies, and other topics of provider interest 


3.16.6.5 Network Maintenance 
 
A.  Maintenance of the network includes, but is not limited to: 


1. Initial and ongoing credentialing; 
2. Adding, deleting, and periodic contract renewal; 
3. Provider education; and 
4. Discipline/termination, etc. 







 
   


 


3. SCOPE OF WORK 
 3.16 PROGRAM INTEGRITY 


Nevada Managed Care Organization RFP# 3260 Section 3.16 — Page 23 
 


1. Initial and Ongoing Credentialing 
The credentialing of network providers is an important component of our contracting and quality 
management process. We use this process to monitor all providers and organizations that we contract 
with to provide services to our Nevada Medicaid and Nevada Check Up members are qualified to 
perform those services and deliver the best possible care. We have 
the systems, employees, policies, and procedures in place to 
continue to accurately and timely credential and re-credential the 
full spectrum of physical and behavioral health providers 
required for Nevada’s Medicaid and Check-Up managed care 
program, in compliance with the DHCFP requirements. 
Additional information on our credentialing and re-credentialing 
processes, which comply with the DHCFP’s requirements, can be 
found in our response to Section 3.10.15. 


We regularly review and update our comprehensive credentialing policies and procedures in 
accordance with new NCQA standards and federal and State requirements. We also continually refine 
our processes and incorporate new resources and tools to simplify and expedite credentialing and re-
credentialing process steps – making the process as easy as possible for providers and reducing their 
administrative burden. We have already streamlined our credentialing and contracting processes for 
many providers through our participation in the Council for Affordable Quality Healthcare (CAQH) 
Universal Provider Datasource® initiative. If a provider submitted complete documentation to CAQH 
and attested to the correctness of the credentialing application information submitted into CAQH’s 
Universal Credentialing DataSource, we are able to access the applicable documentation to complete 
certain sections of their credentialing application, eliminating the need for the provider to duplicate 
information and easing the provider’s burden. This proven and efficient approach now includes 
verification that provider qualifications and credentials are accurate and thorough—expediting our 
primary source verification process. We continue to collaborate with CAQH and support its efforts to 
integrate additional solutions that simplify and expedite credentialing application processes. 


To assist with accurate, complete and timely submission of credentialing application documentation, 
members of our plan’s Credentialing team provide telephonic assistance to providers to help complete 
appropriate forms. The health plan’s Provider Relations team is also available to make on-site visits to 
large complex group offices to review and assist in the credentialing or re-credentialing process. We 
also provide other resources to assist providers, such as our Credentialing Quick Tips giving clear 
instructions and concise information about each step of the credentialing process. 


We are fully prepared to credential additional provider types and organizational 
providers when Nevada expands into new geographic areas and/or expands services 


to accommodate additional Medicaid populations. From our affiliate health plans’ extensive 
experience in participating in Home and Community Based Waiver Services programs in numerous 
states, we developed specific credentialing policies for Home and Community Based Waiver Services 
programs providers such as respite care, home modification, and adult day care providers. We also 
developed training materials to guide these providers through the credentialing process. 
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Assuring Providers Agree to Meet Standards for Credentialing 
As a part of the participating provider agreement, providers agree to the DHCFP and health plan 
standards for credentialing providers and maintaining the DHCFP’s standards, including compliance 
with State record-keeping requirements, the DHCFP’s access and availability standards, and other 
quality management program standards. Our application process includes a statement by the applicant 
in accordance with the requirements of Section 3.10.15.5.L.  


Preventing Discrimination in Provider Selection 
In compliance with 42 CFR 438.214(c), we do not discriminate against any potential provider on the 
basis of race, gender, color, creed, religion, national origin, ancestry, sexual orientation, age, veteran, 
marital status, or any unlawful basis not specifically mentioned, 
or against health care providers who serve high-risk populations 
or specialize in the treatment of costly conditions. Our 
credentialing processes do not discriminate against: (1) a health 
care professional solely on the basis of license or certification; or 
(2) a health care professional who serves high-risk populations or specializes in the treatment of costly 
conditions. This information is not required or collected in the credentialing or re-credentialing 
process. 


Provider gender and language capabilities are provided to the members to meet their needs and 
preferences. Our Credentialing Committee bases their decisions on issues of professional conduct and 
competence as reported and verified through the credentialing and re-credentialing process. We notify 
the DHCFP as required of any credentialing applications that are denied due to program integrity–
related issues. 


We do not contract with providers excluded from participating in federal health care programs under 
Section 1128 or Section 1128A of the Social Security Act.  


Our Credentialing Committee 
Our Nevada Board of Directors formally delegates responsibility for provider credentialing and re-
credentialing to the Nevada-based Credentialing Committee according to federal and State regulations 
and guidelines and NCQA accreditation standards. The Committee reviews, updates, and approves 
credentialing and re-credentialing policies and procedures. In addition, the Credentialing Committee 
does the following:  


 Conducts reviews for all providers who apply for participation in our network and approves or 
denies the provider for participation 


 Reviews all network providers for re-credentialing, including review of quality or utilization 
data/reports 


 Approves or denies for participation those providers submitted by credentialing activities 


 Reports to the Medical Advisory Committee physician corrective actions and sanctions imposed 
based upon re-credentialing activities 


 Oversees credentialing relationships 


The Credentialing Committee includes 11 provider members in the following specialties: two 
psychologists, three OB/GYNs, two family practices, and three pediatricians. Health plan 
representation includes our behavioral health medical director and the health plan medical director 
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who chairs the committee. This composition will be modified to address any new populations that may 
be added during the Contract period.  


Types of Providers Credentialed and Re-credentialed 
We credential and re-credential individually licensed providers included in our provider network to 
independently provide services. In Nevada, this 
currently includes practitioners (physicians, 
behavioral health providers, and allied health 
practitioners). We credential or re-credential the 
facility or organizational provider for those 
practicing exclusively within a facility that 
provides professional oversight. The 
organizational provider is responsible for 
credentialing and re-credentialing all participating 
providers in accordance with state regulations and 
accreditation standards. 


Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and state of Nevada Medicaid credentialing guidelines. For example, we credential and 
re-credential organizational facilities that extend beyond NCQA requirements, such as dialysis and 
nursing facilities. We use our credentialing and re-credentialing processes as another tool to monitor 
quality of care and patient safety in these facilities and make sure our provider network is and 
continues to be well qualified and able to provide the best care possible to our members. 


Delegated Credentialing 
The following types of providers may be credentialed by delegates: 


 Provider groups that meet specific eligibility requirements (based on size, experience, infrastructure 
and professional liability insurance) 


 Pharmacy providers  


 Vision care providers 


 Managed behavioral health organizations 


 Medical group practice 


 Hospital-based physician group 


 Physician organization 


 Physician-hospital organization 


The Credentialing Department works closely with the health plan’s Provider Network Management, 
Credentialing Committee, Vendor Service and Oversight Committee (VSOC), medical director, and 
Quality Management staff when evaluating delegates and determining ongoing compliance 
requirements. Delegates must meet the following: 


 Meet or exceed all company and associated health plan requirements 


 Meet or exceed all NCQA standards 


 Meet or exceed all CMS regulations 


 Comply with all applicable HIPAA requirements per business associate regulations 
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Our credentialing and re-credentialing processes meet and exceed NCQA accreditation requirements, 
as well as CMS and state of Nevada Medicaid credentialing guidelines. For example, we credential and 
re-credential organizational facilities that extend beyond NCQA requirements, such as dialysis and 
nursing facilities. We use our credentialing and re-credentialing processes as another tool to monitor 
quality of care and patient safety in these facilities.  


Initial Professional Provider Credentialing 
Our credentialing process uses the Nevada Uniform Credentialing Application (Form 901) through 
either paper copy or the CAQH Universal Provider Datasource to capture all required data and is 
compliant with NCQA and State requirements. The Nevada Credentialing Committee and our Nevada 
Provider Relations employees are supported by our corporate Credentialing Department, which 
conducts all verifications and credential file preparations specified above.  


We conduct Primary Source Verification using the information submitted by the provider in 
accordance with NCQA standards. The process includes verification of all required information 
detailed in Section 3.10.15.5 A to J. This includes assessment of the applicant’s training and education 
against training requirements established by the Credentialing Committee. If a practitioner fails to 
meet these training requirements, we close the application and return it to the provider. 


File Verification is performed in accordance with Section 3.10.15.5.K. We query and obtain 
information from the following:  


 The National Practitioner Databank to determine if any disciplinary actions have been taken 
against the applicant in addition to any settled/closed malpractice cases 


 The Health and Human Services Office of Inspector General List of Excluded Entities/Individuals 
database 


 The General Services Administration’s Excluded Parties List System 


 The Nevada Board of Medical Examiners 


 The State Board of Osteopathic Medicine 


 The Nevada Dental Board 


 Any equivalent licensing boards for out-of-state providers and any other applicable licensing 
entities 


We notify the DHCFP Provider Enrollment Unit within 15 calendar days of any provider denied 
credentialing or of our termination of a provider’s contract for program integrity–related reasons 
including provider fraud, integrity, or quality.  


Our requirements meet and exceed NCQA standards, providing us an excellent framework to assess 
the clinical competence of each network provider and make sure that standards are applied 
consistently. The health plan conducts site visits for any facility that does not have an accreditation, 
Medicare survey, or identified on the Health Resources and Services Administration shortage 
designation list.  


Our policies and procedures are in accordance with Nevada and federal laws and regulations 
including 42 CFR 438.214 and 42 CFR 1002.3. We notify the state of Nevada within 15 calendar days 
of any provider denied credentialing for program integrity–related reasons including provider fraud, 
integrity, or quality.  
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Exclusion and Debarment Screening  
We have established processes in place so that excluded providers are not included in our network 
including checking the lists of providers currently excluded by State and federal governments every 30 
days. Our health plan, subcontractors, and providers comply with all federal requirements (42 CFR 
1002) on exclusion and debarment screening. We require all tax reporting provider entities that bill 
and/or receive Nevada Medicaid funds as result of this Contract screen their owners and employees 
against the federal exclusion databases such as the List of Excluded Individuals/Entities (LEIE) and 
the System for Award Management (SAM). SAM is the official federal system that consolidates the 
capabilities of EPLS, CCR/FedReg, and ORCA.  


Upon receipt of completed credentialing applications and during the re-credentialing process, we 
cross-reference provider information with the Office of Inspector General’s (OIG) LEIE and any 
available State databases to identify excluded providers. These lists are also cross-referenced during 
our credentialing team’s monthly sanctions monitoring process. If we identify excluded providers from 
the LEIE or any other State sources, the provider is given an adverse credentialing determination or 
terminated from our network when identified during the re-credentialing or monitoring process. 


In accordance with the federal and State regulations, we obtain required information from contracted 
providers, and any individuals and/or entities having a five percent or more ownership or a controlling 
interest in the entity, to verify if the individual(s) has any federal sanctions that would prohibit us from 
reimbursing the provider.  


Newly contracted or re-contracted providers, providers requiring credentialing, and delegated groups 
must complete a Disclosure of Ownership and Control Interest Statement (Survey) to be considered for 
participation in our provider network. Upon receipt of the completed Survey, we review the information 
and enter the data into the CMS Sanction Tracking MS Access Database. On a monthly basis (every 30 
days), specific data are extracted and forwarded to our Sanction Monitoring Unit.  


The Sanction Monitoring Unit is responsible for identifying participating medical providers loaded in 
our provider databases sanctioned by any of the State licensing boards or agencies. Based on 
information disclosed in the survey and notification of any positive match against a participating 
provider, we review and determine an appropriate plan of correction, which may include termination 
of the provider agreement. 


If the provider agreement requires termination due to the information disclosed or an identified 
sanction, we follow our established termination procedures. 


Reporting  
Written policies and procedures guide our process for reporting serious quality deficiencies resulting in 
suspension or termination of a practitioner to the appropriate Nevada and federal authorities, 
including the Secretary of Health and Human Services and the Inspector General of Health and 
Human Services. 
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Provider Dispute Process  
We have written policies and procedures approved by the DHCFP for the current MCO contract that 
address when a provider disputes our decision to deny, reduce, suspend, or terminate a practitioner’s 
privileges. These disputes are considered an appeal and are tracked and processed accordingly. 


Providers, regardless of their State licensure or contract status with our health plan, are subject to all 
aspects of the Internal Quality Assurance Program, especially those elements such as office and 
medical records audits, quality reviews, and member satisfaction or grievance reports that indicate 
their continued qualification to perform services for Medicaid and Nevada Check Up members.  


The appeal process is one of the functions of the Credentialing Committee. When we discover poor 
provider performance or providers not qualified, we take the necessary and appropriate steps from 
establishing a plan of correction with the provider up to termination from the network.  


A determination letter sent to the physician notifies them of the denial, limitation, restriction of 
credentials or the decision to terminate for cause.  


The provider has a 30-day timeframe from the date of the determination letter to appeal the decision in 
writing. First level appeals are reviewed by the Credentialing Appeals Committee. An 
acknowledgement letter is sent to the provider within 15 days of receipt of the appeal. The 
Credentialing Appeals Committee meets within 30 days of the receipt of the appeal, unless a time 
extension is requested and mutually agreed upon by both parties. A determination letter is sent to the 
provider within 15 days of the Credentialing Appeals Committee meeting.  


Second level appeals are heard by the Credentialing Hearing Committee with criteria. If criteria are 
met upon receipt of the second level appeal, an acknowledgment letter is sent. The Credentialing 
Hearing Committee meets within 30 days of the appeal request, unless a time extension is requested 
and mutually agreed upon. The notice of the hearing is communicated no less than 14 calendar days 
prior to the date of the hearing. The provider is notified in writing of the final decision within 15 days 
of the Credentialing Committee hearing.  


2. Adding, Deleting, and Periodic Contract Renewal 
Recredentialing  
We require that all practitioners and organizational providers are re-credentialed within 36 months of 
the previous credentialing decision in accordance with NCQA standards. Our re-credentialing 
program complies with the Code of Federal Regulations and NCQA standards and is approved by the 
DHCFP.  


This process includes re-verification of those elements contained in Sections 3.10.15.5 including re-
verification of licensure(s), sanctions, certifications, clinical 
privileges, and competence, as reviewed by malpractice history 
and license history, and/or health status that could affect the 
practitioner’s ability to serve our members. We also review and 
incorporate the following performance information into the re-
credentialing process, as applicable:  


 Member grievances and appeals 


 Member satisfaction surveys regarding provider experience 


 Utilization management 
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 Quality improvement and medical management activities 


 Other plan-specific data as available and applicable, including medical record audits 


 Re-verification of hospital privileges and current licensure, if applicable 


Our national Credentialing Department initiates the re-credentialing process by identifying providers 
due for re-credentialing. The delegated organization with which we partner sends the re-credentialing 
packet to the identified providers approximately eight months prior to the due date. This packet 
requests standard information and a copy of the provider’s most current State licensure(s), 
professional liability insurance, and other applicable supporting information including an updated 
Disclosure of Ownership Form. We ask providers to respond to this written request within 30 days, and 
we make no fewer than three attempts asking for this information. If we do not receive information 
back from the provider, we make a second outreach attempt by phone and fax. After an unsuccessful 
second attempt is made by the Credentialing Department, our health plan Provider Relations team 
continues to make an additional attempt to contact the provider and obtain the required information.  


Once all information is received, we conduct primary-source verification in accordance with NCQA 
and Nevada requirements and provide the information to the medical director and/or Credentialing 
Committee. After reviewing the information and supporting documentation received from the re-
credentialing applicant, the health plan includes an assessment of any available provider performance 
criteria. These criteria may include medical record audit results, accessibility of site, member 
satisfaction results and grievances, member grievances, quality improvement, and medical 
management activities. The elements we select for review may vary by provider type and the availability 
of information. 


In accordance with RFP Sections 3.10.15.6.E, the health plan notifies the State of Nevada within 15 
calendar days of any provider denied re-credentialing or of our de-credentialing or termination of a 
provider’s contract for program integrity–related reasons including provider fraud, integrity, or 
quality. 


Exclusion and Debarment Screening - Ongoing Sanction Monitoring 
To support credentialing standards during credentialing and between re-credentialing cycles, we have 
an ongoing monitoring program to verify continued compliance with credentialing standards and 
assess and address any issues of substandard professional conduct and competence, including fraud 
and abuse issues for providers and Health Delivery Organizations (HDOs). We screen against OIG, 
LEIE, and SAM monthly as well as during credentialing and re-credentialing. Provider contracts also 
contain language that indicates any individual employed by the provider involved in providing services 
to the member must not be sanctioned. Any individual identified as having five percent or greater 
interest in the provider practice is also screened on a monthly basis. The credentialing staff reviews 
reports from various sources, including the following: 


 OIG, LEIE, and SAM  


 Federal Medicare/Medicaid Reports 


 Office of Personnel Management  


 State Licensing Boards/Agencies 


 Member Services Department 
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related to quality-based management of specific conditions; and 4) training related to specific contract 
requirements, HEDIS® measures, and NCQA requirements. Many of these trainings offer providers 
the opportunity to earn CME or CEU credits. 


Figure 3.16.6.5-1. Our Medicaid Training Academy Meets the Specific Needs of Providers, Staff, and Members 


 
Our Approach to Provider Education and Outreach 
Our provider education and outreach strategies reflect the needs of the local community. Our role as 
an active partner in the provider community gives us valuable insight into what works and what 
matters. Our written materials are approved by the DHCFP and reflect Nevada and federal laws and 
regulations. 


Comprehensive education and outreach is another way we take 
care of our providers so they can take care of our Nevada 
Medicaid and Nevada Check Up members. Our local Nevada 
Provider Services team works exclusively with our Nevada 
physical and behavioral health Medicaid providers making sure 
they have easy access to the information they need to serve our 
members. We coordinate with the DHCFP sponsored outreach 
activities as requested.  


Frequent, ongoing education of providers, delivered through multiple channels, promotes enhanced 
quality of services and improved member outcomes. Providers know we are available when they have 
questions or need additional education. Our provider education covers each of the topics identified in 
the RFP both during orientation and ongoing outreach and education as needed.  
We touch providers in multiple ways including the following: 


 New provider orientation 


 Provider manual 


 In-person provider visits from assigned provider relations representatives  


 Provider workshops 


 Our provider website, including newsletters, provider bulletins, provider updates, directories, 
training, and resources  


 Blast faxes on important need to know information 


 Webinars, online videos, and seminars 
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 Immediate telephonic response through a dedicated Provider Services Call Center 


 Active participation in provider association meetings  


Our provider relations representatives are a constant presence in the community and conduct training 
in a variety of settings and locations throughout Nevada. They offer continuous training that supports 
successful operating procedures and understanding of the Nevada Medicaid Program. They are the 
local contact to answer questions and resolve issues.  


Provider Education and Outreach 
Ongoing education is a key component of our approach. We provide targeted outreach whenever there 
are significant changes to Nevada Medicaid program requirements. We also organize sessions when 
we have new information that will improve member outcomes, reduce the administrative burden for 
providers, or impact performance goals. Our Medicaid Training Academy facilitates a robust, uniform, 
consistent, compliant, and comprehensive approach to ongoing training and provides a multitude of 
expert-developed, customized trainings, accommodating various formats, media, and schedules while 
offering providers an opportunity to earn CMEs and CEUs. 


We maintain a comprehensive Provider Education and Outreach Plan. A summary is presented in 
Table 3.16.6.5-1.  


Table 3.16.6.5-1. Our Comprehensive Provider Education and Outreach Plan Assures Providers Have the 
Information Necessary to Deliver Care to our Nevada Medicaid and Nevada Check Up Members 
Component Provider Education and Outreach Activities 
Medicaid 
Training 
Academy 


Our Medicaid Training Academy is our powerful vehicle that fosters a robust, uniform, consistent, 
compliant, and comprehensive approach and provides a multitude of expert-developed, customized 
trainings, accommodating various formats, media, and schedules while offering providers the opportunity 
to earn CMEs and CEUs. 
Frequency: Ongoing - available on demand 


Provider 
Orientation 


We initiate new provider education when a provider has joined our network. We meet individual providers 
in their office, provider groups in private facility settings, and use group presentations at a convenient 
location when several providers join our network within a short timeframe. 
Frequency: Ongoing as new providers join our network 


Provider 
Manual 


Our provider manual is a comprehensive resource designed to inform providers of our program guidelines 
and requirements and to assist in caring for members. We review the manual with network providers 
during orientation. 
Frequency: Providers have 24/7 access through our provider website 


Provider 
Website 


Our website is a critical tool to enhance provider communication, deliver actionable information, and 
streamline plan administration. Our website features tools that promote convenience and transparency.  
Frequency: Providers have 24/7 access to our provider website 


Ongoing 
Provider 
Training and 
Workshops 


We hold ongoing educational sessions for providers several times a year. Provider relations 
representatives meet one-on-one with hospitals quarterly and with PCPs at least once a year. Existing 
providers can also request and receive one-on-one focused education. 
Frequency: Ongoing as needed or requested 


Provider 
Bulletins 


We use bulletins to communicate program updates, new state-initiated programs or updates, policy 
clarifications and updates, updates to our provider manual, or to reinforce current policy and procedure. 
We also utilize bulletins to distribute guidelines and medical policy.  
Frequency: Ongoing - posted to our provider website as needed 


Network e-
Updates 


Includes important information and topical updates for network providers. Network e-Updates have 
included information on a variety of topics such as ICD-10, Orthonet claims review, claims submission 
process, pharmacy, behavioral health, chiropractic code set, and the prior authorization process. 
Frequency: Quarterly 


Blast Faxes We use blast faxes to assure our providers have immediate access to important program updates. We also 
use them to communicate and promote our educational events.  
Frequency: Ongoing as needed 
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Component Provider Education and Outreach Activities 
Webinars, 
Online Videos 
and Seminars 


Webinars allow our providers to participate in educational events from the comfort of their office. Sample 
topics include: access to care, telemedicine, contracting, credentialing, prior authorization, utilization 
management, behavioral health, integrated care, and claims processes.  
Frequency: Monthly 


Provider 
Newsletter 


Our provider newsletter offers relevant and helpful information. We post the newsletter to our provider 
website and alert providers by fax blast when a newsletter is available.  
Frequency: Every other month 


Association 
Meetings  


We regularly participate in ongoing association meetings such as the Nevada Children’s Behavioral 
Health Consortium, the Southern Nevada Health District, and the WestCare LVCTC Oversight Meeting.  
Frequency: Ongoing based on association schedule 


 


High-touch Approach to Educating our Contracted Providers 
We offer formal training to all of our providers. For providers within large health systems, provider 
relations representatives schedule formal, on-site orientation sessions in the providers’ offices or at off-
site locations. For providers whose schedules preclude attending these orientations, we provide in-
person seminars, conference calls, and online training using WebEx online conferencing. We also 
conduct in-person provider forums and webinar training sessions during lunch periods as a convenient 
and economical way to keep providers informed.  


We post all training session materials, our provider manual, quick reference cards, announcements, 
and provider alerts to our provider website. These tools are offered to provider offices to assist in 
meeting the needs of our members.  


To continually supplement initial provider orientation, we offer providers ongoing educational sessions 
across a variety of topics and venues. We hold provider workshops at least twice a year to provide 
specialized forums to receive information and answer questions. Representatives from Provider 
Services, Operations, Case Management, and Quality Management attend these workshops to 
personally address provider questions. Topics may include the claims submission procedures, cultural 
competency, HEDIS, EPSDT, eligibility verification, and tools on the provider website.  


New Provider Orientation 
Newly contracted providers complete initial training within 30 days of becoming active. All providers 
are invited to attend an initial orientation session to ensure their understanding of the managed care 
program and our policies and procedures. We conduct ongoing training with providers to facilitate the 
sharing of best practices, communicate new and updated policies and procedures, and reinforce 
education. 


We offer formal group training for all providers. We offer training using various modes and venues to 
maximize participation. We offer multiple dates at convenient times and locations for each training 
session and serve food to encourage attendance. We take attendance at every training session and track 
individual provider participation. When a provider does not attend scheduled training sessions, our 
provider relations representatives contact the provider and schedule training, including the option of a 
one‐on-one or webinar session.  


At initial training, we distribute copies of our provider manual and member benefit collaterals. Updates 
and distribution of the provider manual are in accordance with the requirements contained in Section 
3.16.6.2. 


We present instructions on how to use our provider website, which contains key provider education 
information. We also offer a question-and-answer session that fosters an environment where providers 
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and associates can address specific provider questions. When providers do not attend scheduled 
training, we follow up with them to reschedule training sessions. 


For hospitals, we provide a comprehensive orientation session that includes policies, procedures, and 
formal agreements to communicate between our Medical Management team and the hospital. We also 
conduct monthly Joint Operating Committee meetings with hospitals to provide further education and 
work through any operational issues.  


All new providers receive comprehensive training on Nevada Medicaid program requirements 
including information on meeting the unique needs of members. Figure 3.16.6.5-3 provides a sample 
of our training topics. 


Frequent and Ongoing Training for Network Providers 
We conduct continuing training that reinforces areas covered in initial training, provides specialized 
training on identified topics, updates providers on changes in program policies or procedures, and 
supports compliance with program standards and Contract requirements. Our continuing education 
includes in person visits and monthly webinars and provides targeted training on tools to manage and 
transform the provider’s practice and improve outcomes for our members. We hold provider workshops 


Figure 3.16.6.5-3. Newly Contracted Providers Complete Initial Training Within 30 Days of Becoming Active 
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at least twice a year. Provider relations representatives meet one-on-one with hospitals quarterly and 
with PCPs at least once a year.  


Educating existing providers may occur in a group presentation setting, in the convenience of the 
provider’s office, and during quarterly State-led and commercial workshops. 


Existing providers can request and receive one-on-one focused education on topics of interest and our 
provider relations representatives will tailor a presentation to suit their needs. We also organize 
sessions when we have new information that will improve member outcomes, reduce administrative 
burden for providers, and impact performance goals. We provide targeted education whenever there 
are significant changes to Nevada Medicaid program requirements. In addition, provider relations 
representatives will conduct “new provider” education for new office staff at existing network 
providers. We often identify additional opportunities for training through our Provider Services Call 
Center, grievance and appeals filings, or member outreach. 


We also use provider bulletins, newsletters, conference calls, emails, fax blasts, and our provider 
website to provide continuing education and training to our provider network.  


We conduct webinar training sessions at times that are most convenient for providers—early morning, 
lunch, and after business hours. Webinars and video-based training have proven to be an effective 
means of communication and training. We make both video-based training available on our provider 
website, utilizing a highly scalable, secure video hosting platform. We are excited to give providers the 
opportunity to participate in training at their convenience by providing the ability for self-paced 
viewing, allowing for greater comprehension. High-quality video is delivered on demand to any device 
or destination, including a PC, mobile phone, tablet, or Mac.  


We are constantly refining our training offerings and we often identify additional opportunities for 
training through our Provider Services Call Center, grievance and appeals filings, or member 
outreach. 


PCP Training on Behavioral Health Disorders 
We recognize that PCPs provide a significant proportion of mental health treatment in Nevada and across 
the country. We provide comprehensive training for PCPs on identifying, treating, and referring members 
with behavioral health disorders. For behavioral health clinicians, we provide training on integration with 
physical health providers. We offer monthly training meetings, webinars, and personalized help to assure 
providers have the necessary information and tools to deliver care appropriately. Our education and 
training programs are supported by consistent and frequent outreach through our provider policy and 
procedures manual, newsletters, website, and a Provider Services Call Center.  


PCP training and online resources are designed to educate providers on when and how to screen 
members for behavioral health disorders, and the process for making referrals to a behavioral health 
specialist. We also provide information on responding to members with co-occurring mental health 
and substance use disorders, the importance of addressing both concurrently, and collaborating with 
all providers involved in caring for Nevada Medicaid members. In addition, we offer providers 
continuing medical education sessions that focus on identifying and coordinating physical and 
behavioral health needs. 
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We employ multiple strategies to educate PCPs on identifying members with behavioral health needs 
and how to connect Nevada Medicaid and Nevada Check Up members to services and supports. Our 
strategies for educating PCPs to identify members with behavioral health needs include the following: 


 PC-INSITE – Our PC INSITE program works to screen members in primary care settings for 
depression and/or substance abuse and to diagnose, treat, and manage these conditions to reduce 
the negative impact or complications of their medical conditions  


 Screening, Brief Intervention, and Referral to Treatment (SBIRT) – As part our SUD program, 
SBIRT is a comprehensive, integrated approach to the delivery of early intervention and screening 
for individuals who meet criteria for a SUD. We will work closely with PCPs to share evidence-
based practices, such as screening tools, that will enable them to assess their members’ needs and 
provide targeted treatment or referrals 


Evaluating the Effectiveness of Provider Education 
We embrace a multifaceted approach to evaluating the effectiveness of our provider education 
strategies. We design our education and communication programs to comply with all the DHCFP’s 
requirements, and monitor adherence through our robust quality management and compliance 
infrastructure. Some of the ways we monitor effectiveness are our annual provider satisfaction and 
post-training surveys, including post-practice-visit questionnaires. We incorporate data from these 
sources into our communication strategy to optimize effectiveness. 


Provider Satisfaction Survey. We administer an annual survey to evaluate provider satisfaction with 
our communications, services, and procedures and then use the results as part of our continuous 
quality improvement efforts. The survey assesses provider satisfaction with training and education, 
communications, provider enrollment, complaints resolution, claims processing and reimbursement, 
and utilization management processes. Survey information helps us better understand our provider 
network—its needs, challenges, and opportunities for member-focused, cost-saving innovations.  


Post-training/Post-visit Surveys. Our Provider Services team conducts random audits of provider 
relations representative visits to determine whether on-site training met objectives. We incorporate this 
feedback to improve the provider education program and the performance of our team.  


Our Provider Website 
We use technology for our Nevada Medicaid providers offering quick access to important information.  


Our provider portal is fully integrated with Availity’s secure multi-health plan web portal providing 
improved efficiencies through simplified and streamlined health plan administration. Providers can 
check eligibility and authorizations, submit claims, authorizations uploads, HIPAA complaint, X.12 
EDI transactions, and check transaction statuses. Enhanced provider website capabilities scheduled 
for 2016 include: secure messaging for claims inquiry, explanation of payment/remittance viewer, and 
daily hospital ATD push notices to providers for their members with receipt confirmation. Our website 
is in the DHCFP-approved format assuring compliance with accessibility guidelines for network and 
out-of- network providers.  


Our provider website offers access to our contact information, policy and procedure manuals, 
communication materials, links, claims submission information, claims dispute resolution procedures 
and prior authorization procedures, appeal procedures, provider network listings, and privacy policy. A 
screen shot of our provider website landing page is included in Figure 3.16.6.5-4.  
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Figure 3.16.6.5-4. Our Nevada Provider Website Provides a Wealth of 
Information in One Convenient Location 


Our capabilities on the provider website (Table 3.16.6.5-2) are strictly confined to the web and do not 
require plug-ins or additional software. Coding standards and code reviews are applied to JavaScript to 
simplify, and streamline the page loads within each website. Images and graphic elements on the 
website are optimized for use on the web with reduced file sizes, reducing page load times. We monitor 
web page response times, identifying those that either timeout or are longer than a typical page 
response time. Inordinate responses are reported, researched, and tracked until correction. 


Web-Based Options Decrease Administrative Burden. Our website is a critical tool to enhance provider  
communication, deliver actionable information, and streamline plan administration. Our website 
features tools that promote 
convenience and transparency. 
With the provider-focused goal of 
delivering the tools that simplify 
practice management and provide 
information needed to engage 
members, our website delivers 
messaging and alerts to providers 
that support provision of care 
related to HEDIS® and member 
panel (roster) listings.  


We maintain a comprehensive, 
secure, provider website that 
maximizes usability and 
administrative simplicity. The 
latest forms and training 
materials are always available on 
the provider website. We have 
staff available to support provider 
queries about website 
information, ranging from our 
Provider Services team that can 
help find data on our websites to 
staff who can help providers 
register and access information.  


Secure parts of the provider 
website are designed to protect the confidentiality of member information in accordance with HIPAA 
and other regulations. Providers and their staff who opt to register on our website can log in and have 
immediate access to additional resources and tools.  


We have partnered with Availity to enhance the provider experience by offering a variety of online 
functions to help reduce administrative costs and gain extra time for member care by eliminating 
paperwork and phone calls. Providers can easily sign up for this self-service option using a convenient 
link on our provider website. Once signed up, they can log in to a single account and perform 
numerous administrative tasks for members covered by us or by other payers.  
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Table 3.16.6.5-2. Our Provider Website Functions Ease the Provider’s Administrative Burden 
Function Description 


Before Login 


New User Registration Allows network and out-of-network providers to register for access to our site 


Login Assistance 
 Recover user name 
 Reset password 
 Recover account activation code 


Application Request Allows providers interested in joining the network to submit a request for more information 


After Login 


Eligibility Tool Allows user to verify a patient’s enrollment status and assigned PCP 


Panel Listing Tool 
Allows user to see panel listings for a provider, group, or independent practice association over 
a specified date range 


Claims Tools  


Provides quick access to: 
 Claims submission 
 Claims status look-up 
 McKesson’s Clear Claim Connection to verify code combinations 
 Instructions to submit claims using electronic data interchange 
 Notification receipts for 837 batch uploads through the site’s Message Center 
 Claims history list 
 Claims appeal 
 Appeal status 
 Secure messaging for claims inquiry 
 Explanation of payment/remit viewer 
 Provider payment history 
 Medical attachment for claims 
 Uploading of claim attachments 


Account Management 
Tools 


Allows user to manage: 


 Demographic information (practice information, profile information, updated rosters) 
 Provider accounts (add new and managed Tax ID numbers) 
 User profile information (user name, password, contact info) 


Delegated Administration 
Tools 


Permits delegated administration, enabling a provider or practice administrator to assign/revoke 
user rights; features include: 
 Managing user roles 
 Activating accounts 
 Adding and activating new TINs 


Help and Reference 
Library 


Repository of forms and documents available for download: 
 Medical and office support forms 
 Claims forms 
 Links to our State and vendor partner websites 
 Online trading partner agreement 
 Grievance and appeal forms 
 Ongoing health plan and the DHCFP news and bulletins, including those related to billing 


Practice Reporting Allows provider to access a suite of downloadable reports including HEDIS reports  
Access to the archive of reports, notifications 


Secure Communication  Secure email with receipt confirmation 
Secure message notification 


Fraud, Waste and Abuse Allows providers to report fraud, waste and abuse 


ATD Alert Provider is notified by secure email that an admission, transfer, discharge report for one or 
more of their members, has been published to the secure provider portal for their collection and 
follow up  


Gap in Care Alert Alert set when a member has a gap in care and displayed to the provider/user on the provider 
facing Integrated Member Dashboard care management screen and on the member eligibility 
screen 
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Function Description 


Before and After Login 


Ongoing Health Plan 
and DHCFP News and 
Bulletins, Including 
Those Related to Billing 


Proves online access to: 
 Local office and toll-free Provider Services Call Center phone numbers and email addresses 
 Provider newsletters 
 Provider calendar 
 Provider notices 
 Provider policy and procedure manual (downloadable) and associated forms  
 Links to the DHCFP website 
 HIPAA and 42 CFR Part 2 Privacy Policy and Procedures 
 Links to other service partner organizations such as dental and vision 


Provider Directory 
Provides access to our online provider search tools as well as a downloadable PDF version of 
the provide directory 


Prior Authorization 
Tools 


The authorization/precertification tools allow: 
 Determination of service precertification or notification requirements 
 Submission of authorization requests 
 View of authorization status 
 Download of special authorization request documents 
 Appeal procedures and capability 
 Upload of claim attachments 


Clinical Policy 
Guidelines 


Assists in providing quality care by reducing inappropriate use of medical resources 


Reimbursement Policies 
Allows access to our reimbursement policies, including information on electronic data 
interchange and electronic funds transfer; helps providers submit accurate claims by outlining 
the basis for reimbursement if the service is covered by a member’s benefit design 


Online Tutorials and 
User Guides 


Flash tutorials and downloadable user guides to assist users with the site’s functionality; 
upcoming training opportunities and tutorials on other topics, such as cultural competency 


Pharmacy 


Provides access to: 
 Link to Nevada’s preferred drug list for Nevada Medicaid providers 
 Medicaid Formulary 
 Prior authorization forms - medical injectables and pharmacy 


Claims Forms 


Provides access to: 
 Claims submission information 
 Downloadable claims forms 
 Trading partner agreement 
 Provider claims resolution process for both network and out of network providers  


Provider Support 
Resource Tool 


Enables providers to access additional web pages 
 Educational resources 
 Quality assurance 
 Helping members 
 Forms 
 Find a Doctor 


Educational Resources 


The Communications and Updates page provides links to network updates, newsletters, and the 
communications and updates archives. The monthly network updates keep providers informed 
and educated about subjects like the ICD-10 implementation, rules and guidelines and monthly 
updates on progress. 
The manuals, training and more page includes links to: 
 The Nevada Medicaid Provider Manual  
 Educational presentations including provider orientation  
 Tutorials  
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Function Description 


Interpreter Services 


Interpreter services are free for all members. The Helping Members – Interpreter Services 
website educates providers regarding: 
 Telephone interpreter services available 
 Face-to-face interpreters including sign language 
 Tips for working with interpreters 
 Tips for communicating with patients who speak limited English 


Provider Health 
Education 


Health Education is a major focus of the public area of the portal and covers many topics 
including: 


 Health and wellness information 
 Quality improvement programs 
 Behavioral health guidelines 
 Preventative healthcare guidelines 


 Disease Management Centralized Care Unit 
 EPSDT 
 Maternal services 


 


Enhanced Website Resources — Integrated Member Dashboard 
To advance providers’ access to member health information, our Integrated Member Dashboard 
combines member data and information from various sources into a single record to deliver a holistic 
picture of the individual’s utilization, care management services, and gaps in care. It includes 
information such as member health risk assessments, care plans, longitudinal health records, and 
clinical data. Through the provider facing Integrated Member Dashboard, providers can see their 
members’ records on our self-service website, giving them simple, easy-to-access data and information 
to help engage members in their own health and well-being. The integrated data are displayed to make 
it easy for providers to act, assuring their patients of the services they need. This view enables providers 
who treat our members to see the full picture, including care plans and assessment information, 
enhancing their ability to reduce duplication and improve quality of care. The physician view will 
enable providers to understand from a population health perspective how members are doing and, 
more importantly, to get information to help them achieve better results. 


4. Discipline and Termination 
When we identify providers who are out of compliance with the DHCFP’s and/or our health plan 
standards, our provider relations representatives visit the PCP in person and present a letter requesting 
a plan of correction. Provider relations representatives continue to offer technical assistance, monitor 
compliance, and re-survey the PCP to verify they are in compliance. If the provider remains non-
compliant, another survey is conducted within 90 days. At that point, if the provider is still non-
compliant, we present the findings to our Medical Advisory Committee. To date, we have not had to 
refer a case. 


3.16.6.6 Monitoring Network Providers 


 


Comprehensive, DHCFP-approved, written policies and procedures guide our activities to monitor, 
evaluate, and discipline our network individual providers. In compliance with Section 3.16.4.4, policies 
and procedures are available to the DHCFP upon request and submitted within five business days of 
any changes.  


When we identify providers out of compliance with the DHCFP’s and/or our health plan medical 
management standards, our provider relations representatives visit the physician in person and present 


3.16.6.6 The vendor must have written policies and procedures for monitoring its network providers, 
and for disciplining those who are found to be out of compliance with the vendor’s medical 
management standards. 
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a letter requesting a plan of correction. Provider relations representatives continue to monitor 
compliance and re-survey the physician to verify they are in compliance. If the provider remains non-
compliant, another survey is conducted within 90 days. At that point, if the provider is still non-
compliant, we present the findings to our Medical Advisory Committee. To-date, we have not had to 
refer a case. Ultimately, we will remove providers from our network if they do not take action to meet 
the access and after-hours requirements in their contracts and outlined in the provider manual.  


3.16.6.7 Dual FFS and Managed Care Network Providers 


 


We will continue to monitor and take appropriate action related to dual FFS and managed care 
network providers. Once we become aware of any disciplinary action, or any sanction taken against a 
network provider, or any suspected provider fraud or abuse, we immediately inform the DHCFP’s 
Provider Enrollment Unit. We check the Office of the Inspector General (OIG) website and the 
DHCFP's excluded provider list at least monthly as described below. If we are notified or discover that 
the OIG, the DHCFP or another state Medicaid agency or certification/licensing entity has taken an 
action or imposed a sanction against a network provider, we review the provider’s performance and 
take any action or impose any sanction, including disenrollment from our provider network as 
appropriate. We will provide required notification and documentation to the DHCFP in compliance 
with Section 3.16.6.7 (A through C). 


We have established processes in place so that excluded providers are not included in our network 
including checking the lists of providers currently excluded by state and federal governments every 
month. Our health plan, subcontractors, and providers comply with all federal requirements (42 CFR 
1002) on exclusion and debarment screening.  


Our Sanction Monitoring Unit is responsible for identifying participating medical providers loaded in 
our provider databases that have been sanctioned by any of the state licensing boards or agencies. 
Based on information disclosed in the survey and notification of any positive match against a 
participating provider, we review and determine an appropriate plan of correction, which may include 
termination of the provider agreement. 


 


  


3.16.6.7 The vendor must take appropriate action related to dual FFS and managed care network 
providers, and provide all documentation related to any disciplinary action, sanction, de-credentialing, 
removal from the provider panel to DHCFP in a time and manner as determined by the DHCFP as 
follows:  
 


A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any sanction 
taken against a network provider, or any suspected provider fraud or abuse, the vendor shall 
immediately inform the DHCFP’s Provider Enrollment Unit;  


B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's 
excluded Provider list at least monthly to confirm its network providers have not been 
sanctioned by the OIG or by the DHCFP; and 


C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network 
provider, the vendor shall review the provider’s performance related to this RFP and take any 
action or impose any sanction, including disenrollment from the vendor’s provider network. 
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3.16.7 Affiliations with Debarred or Suspended Persons 
 


3.16.7.1 Monitoring for Prohibited Affiliations 


 


We currently and will continue to comply with all requirements related to prohibited affiliations. All 
employees, Board of Directors, greater than five percent shareholders, independent (non-associate) 
board members of wholly owned subsidiaries, subcontractors, other delegated entities, agents/brokers, 
providers, and First Tier, Downstream and Related Entities (FDRs) are screened to verify they are not 
included in the Office of Inspector General’s (OIG) List of Excluded Individuals/Entities (LEIE) or 
the General Services Administration System for Award Management (SAM).  


A. Providers Excluded from Participation in Federal Healthcare Programs 
We have established processes in place so that excluded providers are not included in our network 
including checking the lists of providers currently excluded by state and federal governments every 
month. Our health plan, subcontractors, and providers comply with all federal requirements (42 CFR 
1002) on exclusion and debarment screening.  


 


3.16.7.1 Monitoring for Prohibited Affiliations 
 
A.  The vendor may not employ or contract with providers excluded from participation in federal 


healthcare programs.  
B.  The vendor may not be controlled by a sanctioned individual. 
C.  The vendor may not have a contractual relationship that provides for the administration and 


management or provision of medical services, or the establishment of policies, or the provision 
of operational support for the administration, management or provision of medical services, 
either directly and indirectly, with an individual convicted of certain crimes as described in 
section 1128(b)(8)(B) of the Act.  


D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health care, 
utilization review, medical social work, or administrative services, with one of the following: 


 
1. Any individual or entity excluded from participation in federal healthcare programs. 
2. Any entity that would provide those services through an individual or entity. 


 
E.  The vendor’s must have policies and procedures for ensuring that, pursuant to 42 CFR 438.610, 


the vendor will not knowingly have a director, officer or partner who is or is affiliated with a 
person/entity that is debarred, suspended or excluded from participation in federal healthcare 
programs.  


F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of the 
vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 


G.  The vendor is prohibited from knowingly having an employment, consulting, or other agreement 
with an individual or entity for the provision of vendor contract items or services who is (or is 
affiliated with a person/entity that is) debarred, suspended, or excluded from participation in 
federal healthcare programs. 


H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who is 
disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of 
noncompliance. The State may continue the existing agreement with the vendor unless the 
Secretary directs otherwise. The DHCFP may not renew or extend the existing agreement with 
the vendor unless the Secretary provides to the DHCFP and to Congress a written statement 
describing compelling reasons that exist for renewing or extending the agreement. 
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We require that all tax reporting provider entities that bill and/or receive Nevada Medicaid and Nevada 
Check Up funds as result of this Contract screen their owners and employees against the federal 
exclusion databases such as the LEIE and SAM.  


Upon receipt of completed credentialing applications and during the re-credentialing process, we 
cross-reference provider information with the LEIE and the DHCFP's excluded provider list. These 
lists are cross-referenced during our Credentialing team’s monthly sanctions monitoring process. If we 
identify excluded providers from the LEIE or any other state sources, the provider is given an adverse 
credentialing determination or is terminated from our network when identified during the re-
credentialing or monitoring process. 


In accordance with the federal and state regulations, we obtain required information from contracted 
providers, and any individuals and/or entities having a five percent or more ownership or a controlling 
interest in the entity, to verify if the individual(s) has any federal sanctions that would prohibit us from 
reimbursing the provider.  


General Process 
Newly contracted providers, re-contracted providers, providers requiring credentialing, and delegated 
groups must complete a Disclosure of Ownership and Control Interest Statement (Survey) to be 
considered for participation in our provider network. Upon receipt of the completed Survey, we review 
the information and enter the data into the CMS Sanction Tracking MS Access Database. On a 
monthly basis, specific data is extracted and forwarded to our Sanction Monitoring Unit.  


If the provider agreement requires termination due to the information disclosed or an identified 
sanction, we follow our established termination procedures. 


Ongoing Sanction Monitoring 
To support credentialing standards during credentialing and between re-credentialing cycles, we have 
an ongoing monitoring program to verify continued compliance with credentialing standards and to 
assess and address any issues of substandard professional conduct and competence, including fraud 
and abuse issues. We screen against OIG, LEIE, SAM, and the DHCFP's excluded provider list 
monthly as well as during credentialing and re-credentialing. Provider contracts also contain language 
that indicates any individual employed at the provider involved in providing services to the member 
must not be sanctioned. Any individual identified as having five percent or greater interest in the 
provider practice is also screened monthly.  


The credentialing staff reviews reports from various sources, including the following: 


 OIG, LEIE, and SAM  


 The DHCFP's excluded provider list 


 Federal Medicare/Medicaid reports 


 Office of Personnel Management  


 State Licensing Boards/Agencies 


 Member Services Department 


 Clinical Quality Management department (including data regarding complaints of both a clinical 
and non-clinical nature, reports of adverse clinical events and outcomes, and satisfaction data) 


 Other health plan functional areas, as appropriate 
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We also consider any other verified information received from appropriate sources.  


When a provider is identified by these sources, we use formal criteria to assess the appropriate 
response, which may include review by the Chair of the Credentialing Committee or Medical Director, 
referral to the Credentialing Committee, or termination. We will report providers to the appropriate 
authorities as required by law. 


B. Control by a Sanctioned Individual 
Persons or entities identified as excluded from participation in federal health care or other 
procurement programs or otherwise not eligible may not be hired, retained, appointed, or engaged by 
the company. Any person or entity that becomes excluded during the course of its or his/her 
employment, appointment, or a contract by or with the Company may be subject to corrective action, up 
to and including termination of employment for associates, repayment of funds received during the 
exclusion period, and termination of contracts for other parties. 


C. Individuals Convicted of Certain Crimes 
We do not hire or retain associates or contract with any individual or entity that has been convicted of 
a criminal offense relating to a federal or state health care program; convicted of other certain 
criminal conduct; or found responsible for certain civil violations. 


D. Individuals or Entities Excluded from Participation in Federal Health 
Care Programs 
We do not hire or retain associates or contract with any individual or entity that has been excluded 
from participation in federal or state health care programs or other federal or state procurement 
programs. 


E. Policies and Procedures  
Our policies and procedures prohibit us knowingly having a director, officer, or partner who is or is 
affiliated with a person or entity that is excluded, suspended, sanctioned, debarred or otherwise 
ineligible from working, contracting or otherwise participating in federal or state health care programs 
or other federal or state procurement programs. 


F. Ownership of More than Five Percent 
All prospective associates, officers, directors, shareholders who have ownership or equity interest of 
five percent or greater, and contingent workers are required to disclose whether they are, or have ever 
been, excluded from participation in federal or state health care programs or other federal or state 
procurement. Screening is performed after an offer of employment is accepted and prior to 
employment, or prior to engagement/contracting of services, and then periodically thereafter. 


G. Employment, Consulting, or Other Agreements 


All offers of employment or engagement/contracting are contingent upon the verification the 
individual is not identified on an Exclusion List. Screening is performed after an offer of employment 
is accepted and prior to employment, or prior to engagement/contracting of services, and then 
periodically thereafter.  


Our Ethics Office requires associates to complete an annual Acknowledgment Form, which contains a 
certification relating to ineligible associates. Disclosing this information is a condition of an 
associate’s employment with us. The Ethics Office follows up on any disclosures identified in the 
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Acknowledgment Form and collaborates with Human Resources and Legal in taking further corrective 
action.  


Employees must disclose, within 30 days of hire, whether or not they are excluded, debarred, 
sanctioned or otherwise ineligible from participating in a federal health care program or contracting 
with the federal government by an online course in our learning management system. The Ethics 
Office performs a monthly screen of all associates, officers and directors against applicable Exclusion 
Lists screening and ensures all associates complete an annual Acknowledgement Form, which 
contains a certification relating to excluded, debarred or sanctioned associate. Any person or entity 
that becomes excluded during the course of its or his/her employment, appointment, or a contract by or 
with the Company may be subject to corrective action, up to and including termination of employment 
for associates, repayment of funds received during exclusion period, and termination of contracts for 
other parties.  


H. The DHCFP Responsibilities 
We understand that if the DHCFP learns we have a prohibited relationship with a person or entity who 
is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of non-
compliance. The State may continue the existing agreement with us unless the Secretary directs 
otherwise. The DHCFP may not renew or extend the existing agreement with us unless the Secretary 
provides the DHCFP and Congress a written statement describing compelling reasons that exist for 
renewing or extending the agreement. 


3.16.8 Compliance Plan 
 


3.16.8.1 Compliance – Program and Plan 


 


Our robust program integrity compliance program includes a set of initiatives, policies, procedures, 
systems, and best practices directed at the detection and prevention of fraud, waste, and abuse. Our 
Compliance Plan, which is reviewed and updated annually or more frequently when necessary, guides 
all program integrity activities. As detailed in the following paragraphs, our plan includes procedures 
for guarding against fraud and abuse, a description of staffing responsibility, goals, objectives, 
measurements, target dates for achieving objectives, and methods for assessing the plan’s effectiveness. 


Fraud and Abuse Procedures 
Our local and national staff employ a variety of program integrity tools and processes to make sure 
services provided to our members are effective, efficient, and safe and that payments are to legitimate 
providers for reasonable services to eligible members. These processes are in the areas of avoiding 
fraud, waste, and abuse; detecting fraud, waste, and abuse; encouraging reports of fraud, waste, and 
abuse; investigating fraud, waste, and abuse allegations; determining and implementing corrective 
actions; and other strategies. 


Our fraud and abuse activities, as described above, enable us to monitor for the following:  


  Billing for services or goods not actually provided 


  Billing for services under another member ID 


  Billing under another provider’s license number 


3.16.8.1 Vendors must have a program that includes administrative and management arrangements 
or procedures, including a mandatory compliance plan to guard against fraud and abuse. 
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  Billing for medically unnecessary tests 


  Unbundling tests 


  Misrepresenting diagnoses, tests, and/or treatments to increase reimbursement 


  Up-coding 


  Double billing 


  Soliciting, offering, or receiving kickbacks or bribes 


  Ping-ponging patients (referral of patients to other providers within the same medical group so they 
may benefit financially) 


  Providing services by untrained personnel and then billing as if another provider performed them 


  Billing for more complex surgical procedures than performed 


  Split billing over a period of days (separate billings for services rendered on the same day, billed on 
different days, with some charges duplicated on each billing) 


Avoiding Fraud, Waste, and Abuse 
Prevention drives our program integrity philosophy. Pre-payment review is highly effective in stopping 
suspect claims payments. As described in Table 3.16.8.1-1, we employ a variety of pre-payment 
prevention tools and processes to identify fraud and abuse. 


Table 3.16.8.1-1. Prevention Tools and Processes 


System Activity Description 


McKesson ClaimsXten 
This software automatically and comprehensively audits codes before claims are paid. The system 
identifies the appropriate relationship between thousands of medical, surgical, radiology, laboratory, 
pathology, and anesthesiology procedures identified by CPT®‐4 and HCPCS codes. 


The Policy 
Administration 
Module 


This module addresses claims editing based on published national reimbursement policies and 
national coding standards not currently available in ClaimsXten. 


Cotiviti 
This additional prepayment auditing step validates services across providers, taking claim modifiers 
and provider specialty into consideration, as well as how often the service can be performed. 
Cotiviti’s analytical decision engine delivers a final filter to catch improper claims. 


FICO Insurance 
Fraud Manager 


The use of predictive models, pre‐ and post‐ payment, scores claims and providers for the likelihood 
of fraud and abuse and the level of financial risk. 


Credentialing and 
Provider Profiling 


Profiling includes review of the Office of Inspector General List of Excluded Individuals/Entities 
and State Exclusion Database; license verification; and billing history check for fraud. 


Quality Control and 
Utilization 
Management 


We obtain information from our Utilization, Quality, and Case Management departments on 
member and provider over‐ and under‐utilization. 


 


Detecting Fraud, Waste, and Abuse 
We maintain sophisticated fraud, waste, and abuse detection tools and systems that we apply during 
post-payment claim review, as part of systematic data mining, and during referral follow-up. Our 
experience managing and integrating these tools has been very effective in detecting fraud, waste, and 
abuse and in recovering inappropriate payments.  


Proactive, data-analysis-driven post-payment review resources to identify erroneously billed claims and 
behaviors not detected by up-front edits include the following: 


 State-based and national medical management staff available for training and analysis 


 Facility site information 


 Membership information 
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 Medical record reviews 


 Field staff information 


 Information databases such as Accurint for Insurance (Public Records), CPT-Inquiry Services, 
National HealthCare Anti-Fraud Association Special Investigations Resource, and Intelligence 
System 


We conduct clinical reviews through prior authorization of select services, point-of-dispensing reviews 
at network pharmacies, and case manager contacts with members enrolled in case management. We 
refer suspicion of fraud, waste, or abuse to our Medicaid Special Investigations Unit (SIU) and the 
Nevada program integrity officer for investigation. 


 Our prior authorization process requires utilization management employees to comprehensively and 
continuously review case records and assess member needs 


 Case managers confirm member’s receipt of services as authorized in the member’s care plan 
during contact with the member, family members, or the member’s representative 


 We conduct retrospective clinical reviews during the claims process  


 We are planning new plan medication therapy management programs that address potential cases 
of provider and member fraud, waste, and abuse  


Encouraging Reports of Fraud, Waste, and Abuse 
We encourage and promote multiple avenues for reporting suspected fraud, waste, and abuse activities 
both internally and externally. Methods available for reporting include the Medicaid ombudsperson, 
the State’s Customer Service Center, our toll-free number, our national Compliance Hotline, our 
national Compliance email address, or the fraud, waste, and abuse reporting links on our website. 
Referrals may come from members, providers, employees, law enforcement agencies, or professional 
organizations. Individuals who report may remain anonymous. We maintain a strict non-retribution 
policy for those providing identifying information. We do not tolerate any form of retribution or 
retaliation against individuals who report potential fraud or abuse by employees, providers, or 
subcontractors. We notify members and providers of our fraud, waste, and abuse initiatives at 
enrollment and during contracting. We use newsletters, handbooks, and manuals to remind members 
and providers of the mechanisms to report suspicions of fraud, waste, and abuse, as well as monthly 
tips to all our employees. Our processes, tools, and referrals allow us to detect fraud, waste, and abuse 
that we then categorize and prioritize for investigation based on the severity, financial impact, and 
quality-of-care impact.  


Investigating Fraud, Waste, and Abuse Allegations 
Our Nevada program integrity officer, working in conjunction with our national Medicaid SIU, has 
primary responsibility for the investigative process. When our investigators or other staff within the 
Medicaid SIU receive a referral for investigation, they enter it into the Case Information Management 
System database, where it receives a Medicaid SIU case or lead number. Our investigators follow a 
formal process for investigating all possible fraud and abuse, as shown in Figure 3.16.8.1-1. 
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Figure 3.16.8.1-1 Investigators Follow a Formal Process to Evaluate Potential Fraud and Abuse 
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We share the results of these investigations with the DHCFP. We also share results with the Program 
Integrity Committee and other senior-level executives who review the findings to make sure they are 
aware of them and to identify edits and potential policy changes to prevent fraud and abuse in the 
future. The program integrity officer and Medicaid SIU meet regularly to discuss matters of potential 
fraud, waste, and abuse and preventive measures. 


Determining and Implementing Plans of Correction 
For each confirmed case of fraud or abuse, we, in partnership with the State Medicaid agency and 
Medicaid Fraud Control Unit (MFCU), take appropriate action to address the fraud and abuse. 
Appropriate actions for each case vary based on the scope and severity of the situation and whether a 
member, provider, plan employee, plan partner, State staff person, or another party committed the 
fraud or abuse. In planning appropriate actions, we tap into our knowledge of and experience with the 
local community. This sets us apart from other health plans that apply a rigid, inflexible approach. 


Types of appropriate actions include the following: 


 Provider letter. We send certified letters to providers that document the findings and the need for 
improvement, and we request a timely response. We base further action on the provider’s response 
or lack thereof. 


 Education. Depending on the nature of the case, we arrange additional and targeted education for 
staff, providers, and members. 


 Medical record audits. Our team, including clinicians, may review medical records to validate 
claims submissions. 


 Member lock-in. Restricting a member to a single pharmacy for controlled substances. 


 Pre-payment review. When billing issues are egregious or a provider fails to comply despite 
intervention, we place the provider on prepayment review for further monitoring and evaluation. 
Certified professional coders within the Medicaid SIU review submitted medical records to verify 
that the services documented support the services billed on the claim forms. 


 Self-audits. When aberrancies are detected, we may request that a provider conduct a self-audit to 
identify billing errors and make plans of correction to prevent future inappropriate payments. 


 Recoupment of overpayments. We may seek recoveries through either direct reimbursement by the 
provider to us or through a recovery process. 


 Reporting the provider. We may report the provider to the appropriate legal or regulatory agency 
and medical board. 


 Plans of correction. We prepare and request that providers sign a plan of correction, confirming the 
understanding of the changes they must make to come into compliance. 


The medical director may also present a provider to our Peer Review Subcommittee for quality-of-care 
plan of correction.  


Our ultimate goal is to educate providers, not penalize them, for aberrant practice patterns. We 
monitor the provider for the next year to help ensure compliance and report any savings resulting from 
the plan of correction. When a situation arises that may lead to provider termination from our network, 
we terminate the provider if such a measure is in the best interest of our members and the State.  
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Other Strategies 
Prohibited Affiliations and Exclusions 
We will adhere to all federal requirements found in 42 C.F.R 1002 with respect to excluded or 
disbarred providers, partners, and employees. We use the following information sources to screen for 
excluded individuals or entities: 


 Office of Inspector General List of Excluded Individuals/Entities 


 State-specific Exclusion Database 


 The System of Award Management 


 Other applicable sites as may be determined by Nevada 


Our staff reviews these information sources monthly to identify any exclusions and debarments that 
occurred in the last month. We report exclusion information discovered during screening to the 
DHCFP within three business days. 


Watch Lists 
We establish national “Watch Lists” based on recurrent themes our Medicaid SIU has identified 
through trending and analysis of our affiliates’ businesses across the country. The Watch Lists identify 
common schemes pervasive in all markets, as well as aberrances not yet seen in certain states, giving 
us the opportunity to monitor issues that may appear in the future. We use this expertise when we 
review Nevada claims data. Using advanced data analytics and the experience of our national 
investigative team, we extract multiple data sets periodically and match them with paid claims across 
all our Medicaid affiliate health plans. Through these strategies, we identify local aberrances and 
national fraud trends. 


Medical Record Requirements 
The basis for the majority of fraud detection systems is the medical record. We have policies and 
procedures to require providers and contractors to maintain an individual medical record for each 
member who meets specifications contained in the applicable federal and Nevada medical record 
requirements. 


Staffing Responsibility 
Our president and CEO, who is our fraud officer, works with our program integrity officer to help 
assure comprehensive and effective implementation of our Nevada Program Integrity Plan by the 
health plan and national staff. Our health plan partners with the experts in our national Medicaid 
SIU. Medicaid SIU staff includes industry veterans with more than 50 years of program integrity 
experience. Many of our employees maintain professional certifications from organizations such as the 
Association of Certified Fraud Examiners, the National Health Care Anti-Fraud Association, the 
Association of Certified Fraud Specialists, America’s Health Insurance Plan Health Care Anti-Fraud 
Associate Program, and the American Association of Professional Coders. 


As illustrated in Table 3.16.8.1-2, our program integrity activities and responsibilities cross many 
functional areas with multiple departments working together against fraud, waste, and abuse.  
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Table 3.16.8.1-2. Our Interdepartmental Program Integrity Structure  


Department Relevant Role/Functions 


Program Integrity 
Strategy & Planning 


 Program Integrity Governance 
 Cost-of-Care Initiative Monitoring 


 Health Plan Relations 
Strategic Investments 


Cost Containment 
 
 


 Issue Identification 
 Project Validation 
 Root Cause Fixes/Increased Accuracy 


 Provider Notification and Recovery 
 Coordination of Benefits/Credit Balance 


Vendor Management 


Reimbursement Policy 
Management  
 


 Medical Policy & Medical Coding 
 Provider Billing Integrity and Education 
 Medical Claim Review, Record Review, and 


Audit  


 Clinical Support 
 Medical Director Leadership 


Health Plan Services  
 


 System Edits 
 System Configuration 


 ClaimsXten/PAM/Cotiviti 


Program Integrity 
Analytics 
 


 Advanced Analytics Modeling and Data 
Science 
 Prepay Claim Program 


 Analytic Support for Complex Audit, Data 
Mining, and SIU 
Analytic Tools Governance 


Special Investigations 
Unit 


 Fraud and Abuse Investigation 
 State/Law Enforcement/MEDIC Referrals 


 Hotline/Referral/Lead Triage 
Regulatory Reporting 


Pharmacy 
 


 Outlier Rx Medication Use Member 
Management 
 Pharmacy Coordination of Benefits 


Subcontractors 


 Pharmacy Outlier Claim Review 


Health Plan 
 


 Issue Identification 
 Provider Relations 


 Project Approvals 


 


Key Objectives 
The key objectives of our program integrity initiatives are as follows: 


 Identification and implementation of system and oversight activities to reduce instances of 
fraudulent activities 


 Increased use of advanced data analytics, expanding detection capabilities across a broader 
spectrum of clinical services to detect and prevent fraud, waste, and abuse 


 Deployment of improved operational performance and metrics aimed at optimizing savings for 
Nevada 


 Combatting the diversion of funds that could otherwise be applied to safeguarding the health and 
welfare of our members 


Fraud, Waste, and Abuse Compliance Plan Effectiveness 
Our Nevada team tracks all activity related to our fraud, waste, and abuse program as one of the 
methods to measure program success. 


Our experience in Nevada shows that provider fraud and abuse most often involve billing for services 
not rendered, misrepresenting a non-covered service as a covered service, or up-coding a service. 
Member cases are most often due to identity theft or seeking narcotics for pain management through 
“doctor shopping.”  
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We use this understanding of the fraud and abuse patterns among our providers and members as input 
to our culture of continuous improvement, affecting training materials, provider manuals, member 
handbooks, and outreach activities, as appropriate. 


3.16.8.2 Written Policies and Procedures 


 


Through our National Medicaid Division, we have written policies, procedures, and standards of 
conduct, specific to Nevada, that outline our commitment to comply with all applicable State and 
federal standards. We will continuously review our policies and procedures and incorporate other 
appropriate guidance, including future Nevada and Centers for Medicare and Medicaid Services 
(CMS) standards, into our written policies. Our policies and procedures are easily accessible to all 
employees, and all employees receive training related to our policies and procedures. 


3.16.8.3 General Requirements 


 


A. Compliance Plan 
We have experience developing compliance plans across our affiliate health plans, and we have taken 
the best practices from each of those in developing our Nevada plan. Our compliance plan includes a 
system of processes and controls to prevent, detect, report, and implement plans of correction for fraud, 
waste, and abuse. Our best-in-class program and extensive program integrity experience positions us to 
fully deliver on this requirement. 


3.16.8.2 Vendors will have written policies, procedures, and standards of conduct that articulate the 
organization’s commitment to comply with all applicable Federal and State program integrity 
standards. 


3.16.8.3 General Requirements 
 
A.  The vendor must have a comprehensive compliance plan which encompasses the elements  
      necessary to monitor and enforce compliance with all applicable laws, policies, and contract 


requirements.  
B.  The compliance plan must be reviewed and approved annually by the DHCFP. 
C.  The compliance plan must include the following elements, and any others as directed by the  


DHCFP: 
1. Written policies and procedures for the functions in this section; 
2. Standards for effective communication between the Compliance Officer, Program Integrity  
staff, management, vendor staff, and the DHCFP; 
3. Mandatory on-going training and education of the Compliance officer, Program Integrity staff,  
management and staff, and subcontractors on the prevention and detection of fraud, waste, 
abuse, and improper payments; 
4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity  
Unit; 
5. Specific objectives and goals for Program Integrity operations in the coming year; and 
6. The process that the vendor will use to enforce program integrity standards through well  
publicized disciplinary guidelines. 
7. The process that the vendor will use to complete internal program integrity monitoring and   
auditing. 
8. How the vendor will promptly respond to detected program integrity offenses and develop  
corrective action initiatives. 
9. A report on the success of the objectives and goals from the previous year. 
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B. Compliance Plan – Reviewed and Approved Annually 
Our compliance plan is updated annually and, as contractually required, submitted to the DHCFP for 
review and approval. Functional managers throughout the organization, in consultation with the 
program integrity officer, develop standard operating procedures for their respective units aligned with 
the goals and procedures outlined in the plan. Monthly, we submit a program integrity activity report 
compliant with the minimum data elements and outline our program integrity-related activities and 
findings, as well as our progress in meeting Nevada-specific program integrity-related goals and 
objectives. 


C. Compliance Plan – Elements 
Our compliance plan includes the following core elements: 


1. Written policies, procedures, and standards of conduct that articulate our organization’s 
commitment to comply with all applicable State and federal standards 


2. Effective lines of communication between the program integrity officer and health plan 
employees; employees are required to report any suspected fraud and abuse activity directly to 
the program integrity officer, the compliance officer, or the Medicaid SIU 


3. Annual (and within 30 days of hire) training and education on policies to prevent and detect 
fraud, waste, and abuse for 100 percent of our employees and subcontractors; training 
includes instruction on the False Claims Act 


4. Designation of a compliance officer and a Compliance Committee accountable to senior 
management; our Nevada compliance officer and program integrity director meet with State 
audit and investigations representatives at the frequency required by the DHCFP 


5. Program integrity-related goals, objectives, and planned activities for the upcoming year 
6. Process and enforcement of standards through well-publicized disciplinary guidelines for 


health plan staff, which are covered in trainings, educational materials, and Compliance Week 
7. Provisions for internal monitoring and auditing 
8. Provisions for prompt response to detected offenses and for development of plans of correction 


initiatives 
9. A report on the success of the objectives and goals from the previous year 
10. “CMS Performance Standard for Referrals of Suspected Fraud from a Single State Agency to 


a Medicaid Fraud Control Unit” guidance, including fraud performance standards, published 
by CMS in September 2008; our program integrity officer will incorporate all future Nevada 
and CMS guidance into our compliance plan, written policies and procedures, and training 
materials 


11. Provision for a data system, resources, and staff to meet fraud, abuse, and other compliance 
responsibilities, including running algorithms on claims, analyzing data, performing predictive 
analytics, trending claims behavior, and conducting provider and member profiling 


12. Written standards for organizational conduct 
13. Inclusion of information on fraud and abuse identification and reporting in provider and 


member materials 
14. Compliance with 42 CFR 455 Program Integrity: Medicaid 
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Our compliance officer will be the primary liaison with the State and other parties as identified in the 
Contract, including the State’s program integrity vendor regarding our fraud, waste, and abuse 
activities. Our compliance officer will provide all required data in the time frame and manner 
prescribed by the State and will work with the vendor to foster ongoing communication and 
collaboration regarding program integrity issues impacting providers and members. Our extensive 
national experience and expertise are available to our local Nevada team and allow us to have a robust 
and fully functional program with an emphasis on Nevada. 


We maintain a designated compliance officer who provides oversight and management of our local 
program integrity efforts. Our national Medicaid compliance officer works with our Nevada program 
integrity officer and leadership team to provide extensive and focused management on program 
integrity issues, including education and training, risk identification and mitigation, and the 
development and oversight of plans of correction. 


3.16.9 Deficit Reduction Act  
 


3.16.9.1 Deficit Reduction Act Compliance 


 


Through written policies, our employee handbook, our code of conduct, and education and training, 
we provide health plan and subcontractor employees with an orientation that educates all about how 
we aggressively pursue the prevention, detection, and correction of fraud, waste, and abuse and their 
role in these efforts. 


A, B. Written Policies and Procedures 
We provide our written policies and procedures on the False Claims Act and related State and federal 
requirements to all health plan employees and subcontractors. These policies and procedures detail 
employee and subcontractor involvement in health plan processes and the essential role they play in 
uncovering fraud, waste, and abuse. 


  


3.16.9.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, 
as a condition of receiving Medicaid payment, do the following: 
 


A.  Establish and make readily available written policies for all employees of the vendor, including 
management, and of any subcontractor or provider, that provide detailed information about the 
False Claims Act established under sections 3729 through 3733 of Title 31, United States 
Code, administrative remedies for false claims and statements established under chapter 38 of 
title 31,  United States Code, any State laws pertaining to civil or criminal penalties for false 
claims and statements, and whistleblower protections under such laws, with respect to the role 
of such laws in preventing and detecting fraud, waste, and abuse in Federal health care 
programs (as defined in section 1128B(f) of the Social Security Act of 1932); 


 
B.  Include as part of such written policies, detailed provisions regarding the vendor's policies and 


procedures for detecting and preventing fraud, waste, and abuse; and 
 
C.  Include in any employee handbook for the vendor, a specific discussion of the laws described 


above, the rights of employees to be protected as whistleblowers, and the vendor's policies 
and procedures for detecting and preventing fraud, waste, and abuse. 
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C. Employee Handbook 
The employee handbook provides a detailed discussion of our policies and procedures regarding the 
detection and prevention of fraud, waste, and abuse and describes in detail the laws addressing 
employee whistleblower rights to protection. 


Education and Training 
Fraud, waste, and abuse program education and training for employees and subcontractors are key 
parts of our overall compliance training program. The two-hour required training explains our 
standards of conduct for all employees and contractor staff and is required within 30 days of hire and 
at least annually thereafter. During this training, employees and contractor staff complete a series of 
computer-based courses related to our compliance program, including courses in our Code of Business 
Conduct and Ethics; Fraud, Waste, and Abuse; Cultural Competency; Marketing; and HIPAA 
mandates. These courses specifically address the importance of reporting suspected fraud, waste, 
abuse, and other compliance issues; the reporting process; and our non-retaliation standards.  


This comprehensive training helps assure that all employees and contractor staff are fully informed 
and understand their responsibilities. Topics include the following: 


 Definitions and examples of fraud, waste, and abuse 


 How our employees can help identify and prevent fraud, waste, and abuse 


 The Federal False Claims Act and administrative remedies for false claims and statements 


 Civil or criminal penalties for false claims 


 Our departments responsible for investigating allegations of fraud, waste, and abuse 


 How to report suspected incidents and our confidential hotline for reporting suspected fraud, waste, 
and abuse 


 Whistleblower protections 


In addition to the compliance training our Program Integrity employees receive, additional training is 
available through professional organizations pertaining specifically to fraud, waste, and abuse. These 
organizations include the National Health Care Anti-Fraud Association, the Association of Certified 
Fraud Examiners, American Academy of Professional Coders, and the National Association of Health 
Care Auditors. 
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3.16.10 Under-utilization of Services 
 


3.16.10.1 Monitoring Potential Under-utilization 


 


We are committed to helping assure access to health care and services for all our members and in 
compliance with A through C of Section 3.16.10.1 of the RFP. To make sure all Medicaid-covered 
services are being provided to our members, we conduct ongoing monitoring for potential under-
utilization of services by our members by comparing actual utilization data to expected utilization of 
services based on the characteristics and health care needs of our member population. We conduct 
annual reviews of our prior authorization procedures and the procedures our providers follow in 
appealing our denial of prior authorization requests to determine that the procedures do not 
unreasonably limit member access to Medicaid-covered services. The findings from these reviews are 
then further reviewed to determine if any system enhancements might be required. 
In addition, we conduct an ongoing review of service denials and monitor utilization on an ongoing 
basis to identify services that may be under-utilized.  
We report the results of these reviews to our Quality Assurance Committee, and the Committee uses the 
results to identify potential under-utilization of services with specific attention given to the acute, 
chronic, and preventive services listed below. 


 Acute/Chronic care: 
 Re-admissions 
 Pharmaceuticals 
 Specialty referrals 
 Emergency room (ER) utilization 
 Home health and durable medical equipment utilization relative to diagnostic entity 
 Behavioral health 
 Inpatient utilization 


 Preventive care: 
 Well-child/adult primary care provider (PCP) visits 
 Age-appropriate immunizations 
 Mammograms 
 Blood lead testing 


  


3.16.10.1 Vendors must monitor for the potential under-utilization of services by their recipients in 
order to assure that all Medicaid-covered services are being provided, as required. If any under-
utilized services are identified, the vendor must immediately investigate and, if indicated, correct the 
problem(s) which resulted in such under-utilization of services. The vendor’s monitoring efforts must, 
at a minimum, include the following activities:  
 


A.  An annual review of their prior authorization procedures to determine that they do not 
unreasonably limit a recipient’s access to Medicaid-covered services; 


B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of a 
prior authorization request to determine that the process does not unreasonably limit a 
recipient’s access to Medicaid-covered services; and 


C.  Ongoing monitoring of vendor service denials and utilization in order to identify services which 
may be underutilized. 
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3.16.11 Embezzlement and Theft 


 


As part of our comprehensive program integrity plan, we monitor activities on an ongoing basis to 
prevent and detect embezzlement or theft by employees, providers, and subcontractors. We report any 
evidence of criminal activity we identify to the appropriate authorities and the DHCFP SUR unit 
within five business days. 


3.16.12 Verification of Services 
 


3.16.12.1 Verifying Services Billed Were Actually Provided 


 


Our comprehensive program integrity plan includes strategies by which we verify that services billed by 
providers were actually provided to our members.  


In accordance with 42 CFR 455.20, we use the process described below to verify with members whether 
services billed by providers were actually provided:  


 Monthly, we randomly select a statistically valid sampling of members for whom claims were paid in 
the prior month. It should be noted that our selected criteria exclude certain “sensitive services” 
such as any neonatal services that resulted in a death. 


 We send selected members a Verification of Services (VOS) letter with bold notification that “This 
Is Not a Bill.” We explain in this letter that we are sending this information because we paid the 
identified providers for the service (s) listed in the “Procedure Description Column.” Members are 
informed that this is informational and they do not have to do anything unless they did not receive 
the services listed. If members did not receive the services listed, we instruct them to contact our 
Member Services Department. All such calls are logged and documented in our core system and 
routed to the Medicaid SIU for further review and investigation in accordance with their 
standardized protocols. The Medicaid SIU tracks the calls for inclusion in the mandated fraud 
allegations reports. 


 The health plan operations team monitors the status of all VOS letters sent to members, whether or 
not the member made a call to Member Services in response to the letter, and those letters that 
resulted in a referral to the Medicaid SIU for investigation. We provide VOS process data in a 
report for the State in the time frames and format prescribed. 


3.16.12.2 VOS Letters 


 


As explained in the response in Section 3.16.12.1, we use VOS letters to verify if services billed by 
providers were actually provided to our members. 


  


3.16.11 Embezzlement and Theft 
 
Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by 
employees, providers, and subcontractors. Any evidence of criminal activity must be reported to the 
appropriate authority and the DHCFP SUR unit within five (5) business days. 


3.16.12.1  The vendor must verify that services billed by providers were actually provided to recipients. 


3.16.12.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) 
letters for such verification. 
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3.16.12.3 EOBs 


 


We send EOBs for all services with the exception of those in Section 3.16.12.5. 


3.16.12.4 VOS Letter Volume 


 


We use VOS letters in Nevada, and we send them to at least 500 members each month. 


3.16.12.5 Suppressing Information 


 


We regard protecting member privacy as essential to our success, and we comply with all HIPAA and 
Nevada privacy standards. We understand the importance of confidentiality, and we suppress any 
information that would violate confidentiality requirements for women’s health, family planning, 
sexually transmitted diseases, behavioral health services, and substance use disorder services from our 
EOBs and VOS letters. 


We have detailed policies and procedures in place to govern privacy and security, including 
administrative procedures and safeguards, physical safeguards, and technical safeguards. We have a 
national privacy officer as well as a national security officer, and our privacy and security information 
is available to all employees through our intranet. 


3.16.13 Hotline for Reporting Suspected Fraud, Waste, Abuse or 
Improper Payments 
 


3.16.13.1 FWA Hotline 


 


As part of our comprehensive program integrity plan, we will establish and use a hotline telephone 
number for the public, members, and providers to report allegations of fraud, waste, abuse, or 
improper payments. The hotline will be managed and monitored by our PIU, which will document and 
investigate the calls to resolution. We currently have a separate employee hotline, which is also 
managed and monitored by our PIU. 


3.16.13.2 Hotline – Prominently Displayed 


 


Our hotline number will be prominently displayed in a stand-alone frame on the front page of our 
Nevada Medicaid website. 


  


3.16.12.3 EOBs, if used, must be sent for all services with the exception of the services listed in 
section 3.16.12.5. 


3.16.12.4 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 


3.16.12.5 For both EOBs and VOS letters, the vendor must suppress information that, if revealed to 
other recipients of the household, would be a violation of confidentiality requirements for women’s 
healthcare, family planning, sexually transmitted diseases, and behavioral health services. 


3.16.13.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, 
recipients and providers to report allegations of fraud, waste, abuse, or improper payments. 


3.16.13.2 The hotline number must be prominently displayed in a stand-alone frame placed on the 
vendor’s front page of their Nevada Medicaid website. 
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3.16.13.3 Web Page for Reporting 


 


We currently use a 508-compliant web page for collecting and reporting complaint information 
(entered by fraud, waste, and abuse complainants) to our PIU. Our existing web page will serve as a 
nice complement to the telephone hotline we establish. 


3.16.13.4 Web Page for Reporting Medicaid Fraud, Waste, or Abuse 


 


In compliance with A through C of Section 3.16.13.4, our web page for receiving program integrity 
complaints is accessible and easy for the public, beneficiaries, and providers to use because it is 
intuitive and has a basic layout. Our web page is 508-compliant and has a stand-alone link on each 
web page of our Nevada Medicaid website with language that clearly states that the link is for reporting 
Medicaid fraud, waste, or abuse. Our PIU manages and monitors the reports received through our 
website.  


3.16.14 Vendor’s Program Integrity Unit 
 


3.16.14.1 Unit Composition 


 


3.16.13.3 The telephone line may be augmented by a web page used specifically for collecting and 
reporting to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and 
abuse complainant. 


3.16.13.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 
 


A.  Be accessible and simple to use by the public, recipients and providers; 
 
B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada 


Medicaid website; and 
 
C.  Be identified with language which states clearly the button or link is for use in reporting Medicaid 


fraud, waste or abuse. 


3.16.14.1 Unit Composition 
 


A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose 
responsibilities include the identification, review, recovery, and reporting of improper Medicaid 
and Nevada Checkup payments, including fraud, waste, and abuse (FWA) activities.   


B.  The PIU must include a compliance officer and a compliance committee accountable to senior 
management.  The compliance officer shall be available to communicate with the DHCFP 
Program Integrity and SUR staff by telephone, email, text message, or other communication 
methods during State business hours. 


C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, 
recovery and reporting of improper payments, including FWA activities, as specified in the 
vendor contract.  


D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly 
basis to provide information and updates on cases. 


E.  Qualified staff shall have experience in health care claims review, data analysis, professional 
medical coding or law enforcement. 


F.  The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 
50,000 Medicaid recipients. 


G.  The PIU staff must receive on-going training in conducting compliance reviews, and must travel 
to the DHCFP for periodic meetings and trainings with SUR Unit staff. 
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compliance officer is available to communicate with the DHCFP Program Integrity and SUR staff by 
telephone, email, text message, or other communication methods. 


Our PIU has adequate resources and qualified staffing available to conduct reviews, recovery, and 
reporting of improper payments, including fraud, waste, and abuse activities, as specified in our 
Contract. Currently, our number of full-time equivalents dedicated to our PIU exceeds the standard of 
at least one per 50,000 Medicaid members. Our PIU is also able to meet either in person or via 
telephone on a monthly basis to provide information and updates on cases.  


Our PIU staff is made up of qualified professionals who have experience in health care claims review, 
data analysis, professional medical coding, and law enforcement. Our highly skilled PIU staff also 
receives on-going training in conducting compliance reviews and travels to the DHCFP for periodic 
meetings and trainings with SUR Unit staff. 


3.16.15 Fraud Identification and Referral 
 


3.16.15.1 Policies and Procedures – Credible Allegations of Fraud 


 


We have and use policies and procedures to identify and refer credible allegations of fraud to the SUR 
Unit of the DHCFP. As we work through our comprehensive process for identifying fraud, which is 
outlined in Section 3.16.8.1, we refer all credible allegations of fraud to the SUR Unit of the DHCFP. 
All our employees and subcontractor staff are trained within 30 days of hire and at least annually 
thereafter to immediately direct suspicions of fraud or abuse to our SIU for review. Our SIU will then 
perform a preliminary investigation to determine whether a credible allegation of fraud exists.  


3.16.15.2 Credible Allegations of Fraud – Preliminary Investigation 


 


When we receive an allegation or tip related to potential fraud, we perform a preliminary investigation 
to determine whether a credible allegation of fraud exists. To make sure we conduct prompt 
investigations, all suspect allegations are forwarded to our SIU within 24 hours upon the recognition 
of indicators and suspicion of possible fraud and abuse. Information sent to SIU will include all 
pertinent provider and member information, claims detail, areas of concern, etc. If we determine there 
is a credible allegation of fraud, we submit a fraud referral to the SUR Unit of the DHCFP as soon as 
possible and within two business days.  


3.16.15.3 Submission of Referrals of Credible Allegations of Fraud 


 


When we determine there is a credible allegation of fraud, we submit a fraud referral to the SUR Unit 
of the DHCFP as soon as possible and within two business days. We also work closely with the SUR to 
make sure it has all the information it needs for each specific credible allegation of fraud.  


3.16.15.1 Vendor shall establish policies and procedures to identify and refer credible allegations of 
fraud to the SUR Unit of the DHCFP. 


3.16.15.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must 
perform a preliminary investigation to determine whether a credible allegation of fraud exists. 


3.16.15.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a 
fraud referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days. 
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3.16.15.4 Information in Referrals 


 


Our fraud referral complies with A through J of Section 3.16.15.4. We work closely with the DHCFP 
SUR Unit, and when we determine there is a credible allegation of fraud, we submit the fraud referral 
to the SUR Unit of the DHCFP as soon as possible and within two business days.  
All of our referrals include the following: 


 Provider’s name and Medicaid provider number or National Provider Identifier  


 Nevada Medicaid provider type 


 Member’s name, Medicaid number, the date, and source of the original complaint or tip 


 Description of the alleged fraudulent activity, including the following: 
 Specific laws or Medicaid policies violated 
 Dates of fraudulent conduct 
 Approximate value of fraudulently obtained payments 


 Any other agencies or entities (for example, medical board, law enforcement) we notified and any 
actions they have taken  


 Our findings from our preliminary investigation and our proposed actions 


 Any other information specified by the DHCFP 


  


3.16.15.4 The vendor’s fraud referral must provide, at a minimum, the following information and any 
other information specified by the DHCFP: 
 


A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI); 
B.  Nevada Medicaid provider type; 
C.  Recipient’s name and Medicaid number; 
D.  Date and source of the original complaint or tip; 
E.  Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 
2. Dates of fraudulent conduct; and 
3. Approximate value of fraudulently obtained payments. 


 
F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and 


any actions they have taken;  
G.  The findings from the vendor’s preliminary investigation and proposed actions; 
H.  After submitting the fraud referral, the vendor will take no further action on the specific allegation 


until the SUR Unit responds; 
I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed 


with its own investigation to comply with the reporting requirements contained in this contract; 
and   


J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be 
instructed as to what further actions, if any, they may take which will not impair the investigation 
by the MFCU or other law enforcement agency. The vendor must provide the MFCU access to 
conduct private interviews of MCO personnel, subcontractors and their personnel, witnesses 
and recipients. MCO personnel, subcontractors and their personnel must cooperate fully in 
making MCO personnel, subcontractors and their personnel available in person for interviews, 
consultation, grand jury proceedings, pre-trial conference, and hearings, at their own expense.
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After submitting a fraud referral, we take no further action on the specific allegation until the SUR 
Unit responds. If the SUR Unit notifies us that the fraud referral is declined, we proceed with our own 
investigation to comply with the reporting requirements contained in our Contract. If the SUR Unit 
notifies us that the fraud referral is accepted, we will follow the instructions as to what further actions, 
if any, we may take, which will not impair the investigation by the MFCU or other law enforcement 
agencies. We provide the MFCU access to conduct private interviews of MCO personnel, 
subcontractors and their personnel, witnesses, and members. Our personnel, subcontractors, and their 
personnel will cooperate fully in making MCO personnel, subcontractors, and their personnel 
available in person for interviews, consultation, grand jury proceedings, pre-trial conferences, and 
hearings, at our own expense. 


3.16.16 Payment Suspensions  


 


We have policies and procedures to implement payment suspensions as directed by the DHCFP, 
including those related to Credible Allegations of Fraud (CAF). When the DHCFP directs us to 
suspend payments to an entity or individual, we suspend the payments. 


Our Nevada payment suspension policies and procedures for Nevada are designed to reflect Nevada-
specific requirements. We suspend all payments to a provider after the DHCFP determines there is a 
credible allegation of fraud, unless we receive written directive from the DHCFP or any of its 
authorized agents not to suspend payments or unless the DHCFP directs us to initiate partial 
suspension. We notify providers of the suspension, the reason(s) for the suspension, and that they may 
file a grievance related to the payment suspension. We maintain a complete file of all materials related 
to payment suspensions for a minimum of five years. 


3.16.17 Compliance Reviews 


 


We fully explain our process for identifying, reviewing, recovering, preventing, and reporting improper 
payments, including fraud, waste, and abuse, in Section 3.16.8.1. We maintain sophisticated fraud, 
waste, and abuse detection tools and systems that we apply during post-payment claim review as part of 
systematic data mining and during referral follow-up. Our experience managing and integrating these 
tools has been very effective in detecting fraud, waste, and abuse and in recovering inappropriate 
payments. 


  


3.16.16 Payment Suspensions 
 
The vendor must establish policies and procedures to implement payment suspensions as directed by 
DHCFP, including those related to Credible Allegations of Fraud (CAF). 
 
If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails 
to do so, the DHCFP may impose penalties. 


3.16.17 Compliance Reviews 
 
The vendor’s PIU must specifically address the identification, review, recovery, prevention, and 
reporting of improper payments, including fraud, waste, and abuse. 
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3.16.18 Identification 
 


3.16.18.1 Sources for Referrals and Complaints 


 


Our PIU reviews all tips, complaints, and referrals in a timely manner. Tips, complaints, and referrals 
originate from many sources, both internally and externally, and are referred to in a timely manner by 
our SIU as leads. Leads are received through the mail, via the telephone, in person, by email, through 
the Internet or our intranet, or from our compliance hotline. The tips, complaints, and referrals come 
from our enrollees, providers, employees, law enforcement agencies, and professional organizations. 
Our SIU also independently identifies cases through the media, data analysis, the use of appropriate 
software and databases, and other intelligence gathering techniques. Our fraud, waste, and abuse 
detection process outlined in detail in Section 3.16.8.1 enables us to review all tips, complaints, and 
referrals in a timely manner. Our sources for tips and complaints include but are not limited to: 


A. Our fraud hotline and website 


B. Referrals from the DHCFP 


C. Referrals from our health plan, including utilizations of data systems to identify  


D. Issues such as provider profiling or data analysis 


E. VOS letter complaints 


3.16.18.2 Complaints and Referrals Alleging Misconduct 


 


Our SIU reviews all tips, complaints, and referrals from the various sources referenced in Section 
3.16.18.1, and they refer all the tips, complaints, and referrals that allege member misconduct to the 
Division of Welfare and Social Services Investigations and Review Unit. We also copy the DHCFP on 
these referrals.  


3.16.18.3 Tracking and Reporting of Complaints and Referrals 


 


All tips, complaints, and referrals are entered into our SIU database, receive an initial assessment, and 
are prioritized within 30 days of receipt or otherwise specified by State regulations. Regardless of the 
outcome, we track all tips, complaints, and referrals, and we report them to the DHCFP monthly.  


  


3.16.18.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may 
include, but are not limited to: 
 


A.  Fraud hotline or website; 
B.  Referrals from the DHCFP; 
C.  Referrals from the vendor's own organization including utilizations of data systems to identify 


issues such as provider profiling or data analysis; or 
D.  Verification of Service letters/EOB’s complaints. 


3.16.18.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP 
must be copied on the referral. 


3.16.18.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly 
regardless of the outcome. 
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3.16.19 Review 
 


3.16.19.1 Information Collected and Analyzed 


 


We conduct a review of any identified issues by collecting and analyzing available relevant 
information, including but not limited to: 


A. Encounter data 


B. Provider credentialing and enrollment records 


C. Provider self-audits 


D. Provider treatment records 


E. Prior authorization records 


F. Member verification of service letters 


G. Nevada Medicaid Services Manual  


H. Nevada Medicaid Billing Guidelines  


Our investigators use all available, legal, and appropriate measures to gather information. They 
analyze the data, conduct interviews, obtain and review records, and scrutinize utilization histories. 
Once all the information is gathered, we review all of the evidence accumulated as a whole. An 
evaluation is then made to determine if there is reasonable evidence that fraud or abuse has occurred. 


3.16.19.2 Encounters – Improper Payments 


 


Our PIU determines which, if any, encounters were improper payments. As we explain in Section 
3.16.8.1, we maintain sophisticated fraud, waste, and abuse detection tools and systems that we apply 
during post-payment claim review, as part of systematic data mining, and during referral follow-up. 
We manage and integrate these tools to detect fraud, waste, and abuse and recover inappropriate 
payments. This same process also applies to encounters. 


  


3.16.19.1 The PIU will conduct a review of any identified issues by collecting and analyzing available 
relevant information, including, but not limited to: 
 


A.  Encounter data; 
B.  Provider credentialing and enrollment records; 
C.  Provider self-audits; 
D.  Provider treatment records; 
E.  Prior authorization records; 
F.  Recipient verification of service letters/EOB’s; 
G.  Nevada Medicaid Services Manual (MSM); and 
H.  Nevada Medicaid Billing Guidelines. 


3.16.19.2 The PIU will determine which, if any, encounters were improper payments. 
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3.16.20 Recovery and Education 
 


3.16.20.1 Information included in Notifications 


 


When we notify providers of identified overpayments, our notifications include the following: 
A. The amount of the overpayment 
B. A detailed listing of the encounters affected 
C. Education and citations supporting the findings 
D. Options for repayment 
E. Any internal appeal rights we provide 
F. The provider's right to an Administrative Fair Hearing through the DHCFP after internal 


appeals with our health plan are exhausted 


We also remain flexible to include any other future details that the DHCFP may require to be included 
in the notifications. 


3.16.20.2 Overpayments from Fraud and Abuse Investigations and Audits 


 


Our PIU collects and retains the overpayments resulting from our fraud and abuse investigations or 
audits. We are able to recover money through payment withholds, provider repayment plans, and lump 
sum settlement negotiations based on discussions with the provider. Our PIU works in collaboration 
with our medical directors, Quality Assurance (QA) team , Clinical Review specialists, and certified 
professional coders in order to quantify and qualify identified overpayment amounts. 


3.16.20.3 Encounters – Adjusted or Voided 


 


Regardless of whether we are able to recover the overpayment from the provider, we understand that 
all affected encounters will be adjusted or voided within 60 calendar days following the identification 
of overpayments.  


  


3.16.20.1 The PIU will notify the provider of the identified overpayment. The notification will include: 
 


A.  The amount of the overpayment; 
B.  A detailed listing of the encounters affected; 
C.  Education and citations supporting the findings; 
D.  Options for repayment; 
E.  Any internal appeal rights afforded by the vendor; and 
F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal appeals 


with the vendor are exhausted. 


3.16.20.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse 
investigation or audit. 


3.16.19.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following 
the identification of the overpayments, regardless of whether the vendor is able to recover the 
overpayment from the provider. 
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3.16.21 Monetary Recoveries by State or Federal Entities 
 


3.16.21.1 Recoveries with no Plan Claim 


 


We acknowledge that we have no claim to any portion of this specific type of recovery. 


3.16.21.2 Subrogation 


 


We understand that we are fully subrogated, and we require our subcontractors to agree to subrogate 
to the State of Nevada for all criminal, civil, and administrative action recoveries undertaken by any 
government entity, including but not limited to all claims we or our subcontractors have or may have 
against any entity that directly or indirectly receives funds under this Contract, including but not 
limited to any health care provider, manufacturer, wholesale or retail supplier, sales representative, 
laboratory, or other provider in the design, manufacture, marketing, pricing, or quality of drugs, 
pharmaceuticals, medical supplies, medical devices, durable medical equipment, or other health care-
related products or services. 


3.16.21.3 Recovered Funds Considered in the Rate-Setting Process 


 


We acknowledge that any funds recovered and retained by a government entity will be reported to the 
actuary to consider in the rate-setting process. 


3.16.21.4 Encounters – Adjusted and Voided as Appropriate 


 


When we identify any specific payments as improper, we adjust or void those encounters as 
appropriate.  


  


3.16.21.1 If any government entity including the Attorney General’s Office, either from restitutions, 
recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or guilty 
plea, or through a civil settlement or judgment, or any other form of civil action, receives a monetary 
recovery from any entity, the entirety of such monetary recovery belongs exclusively to the State of 
Nevada and the vendor has no claim to any portion of this recovery. 


3.16.21.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to 
subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries undertaken 
by any government entity, including, but not limited to, all claims the vendor or subcontractors has or 
may have against any entity that directly or indirectly receives funds under this Contract including, but 
not limited to, any health care provider, manufacturer, wholesale or retail supplier, sales 
representative, laboratory, or other provider in the design, manufacture, marketing, pricing, or quality 
of drugs, pharmaceuticals, medical supplies, medical devices, durable medical equipment, or other 
health care related products or services. 


3.16.21.3 Any funds recovered and retained by a government entity will be reported to the actuary to 
consider in the rate-setting process. 


3.16.21.4 If any specific payments are identified as improper, those encounters must be adjusted or 
voided, as appropriate. 
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3.16.21.5 Subrogation Defined for this Section 


 


We acknowledge that “subrogation” means the right of any State of Nevada government entity or local 
law enforcement to stand in the place of a vendor or client in the collection against a third party only 
for the purposes of this Section. 


3.16.22 Reporting Requirements 
 


3.16.22.1 Information Provided to DHCFP 


 


We report suspected cases of fraud and abuse, including those committed by our employees, members, 
providers, contractors, or subcontractors, to the SUR Unit in the DHCFP according to the format in 
the forms and reporting guide. We are currently in compliance with the requirement to report no later 
than 10 business days after completion of the investigation and to provide the information specified. 
We have an open dialog with the SUR Unit and meet quarterly to review active investigations.  


3.16.22.2 Information Reported to DHCFP on a per Occurrence Basis 


 


As part of our comprehensive program integrity process, we report certain information to the DHCFP 
on a per occurrence basis, including but not limited to: 


A. Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, 
waste, abuse, or billing errors 


B. Every CAF 
C. Every employee of our health plan who is employed by, has ownership interest in, or contracts 


with any provider enrolled with Nevada Medicaid 
D. Every provider that is de-credentialed or denied credentialing for whatever reason 


We also remain flexible to report information that the DHCFP may request on an ad hoc basis. 


  


3.16.21.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the collection 
against a third party. 


3.16.22.1 All information provided to the DHCFP must be submitted according to the format in the 
forms and reporting guide. 


3.16.22.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This 
includes, but is not limited to: 
 


A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, 
waste, abuse or billing errors; 


B.  Every CAF; 
C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts with, 


any provider enrolled with Nevada Medicaid; and 
D.  Every provider that is de-credentialed or denied credentialing for whatever reason. 
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3.16.22.3 Information Reported to DHCFP on a Monthly Basis 


 


We report certain information to the DHCFP on a monthly basis, including but not limited to: 
A. All active reviews and their status 
B. All completed reviews with a detailed reason and the amount of each overpayment recovered 


from our fraud and abuse investigations or audits  


We also report all reviews when the determination was that there was no overpayment. Our SIU Report 
of Investigation (ROI) documents the investigative efforts of the assigned investigator because we 
recognize that the ROI is frequently utilized by sources outside of the company. Law enforcement 
agencies, health care oversight agencies, and legal authorities will frequently have occasion to 
examine and utilize the ROI.  


3.16.22.4 Encounter Data Provided to the MFCU at no Cost 


 


We, upon request, provide encounter data to the MFCU at no cost. 


3.16.23 Provider Compliance Reviews by the DHCFP 
 


3.16.23.1 DHCFP may Conduct Reviews of Encounter Data and Providers 


 


We acknowledge that the DHCFP may conduct reviews of encounter data and our providers to ensure 
compliance with Nevada Medicaid policies. 


3.16.23.2 DHCFP May Recover and Retain Payments 


 


We understand that any improper payments discovered by the DHCFP, which have not been reported 
by us as being under review, may be recovered and retained by the DHCFP. 


3.16.23.3 Money that Must be Sent to the DHCFP 


 


When the DHCFP instructs us to withhold payment to a provider in our network as a result of an 
overpayment discovered by the DHCFP, we will send any money withheld for this reason to the 
DHCFP.  


  


3.16.22.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, 
but is not limited to: 
 


A.  All active reviews and their status; and 
B.  All completed reviews with a detailed reason, and the amount of each overpayment recovered 


from the vendor’s fraud and abuse investigation or audits. Each review must be reported even if 
the determination was that there was no overpayment. 


3.16.22.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


3.16.23.1 The DHCFP may conduct reviews of encounter data and MCO providers to ensure 
compliance with Nevada Medicaid policies. 


3.16.23.2 Any improper payments discovered by the DHCFP, which have not been reported by the 
vendor as being under review, may be recovered and retained by the DHCFP. 


3.16.23.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a 
result of an overpayment discovered by the DHCFP. Any money withheld for this reason must be sent 
to the DHCFP. 
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3.16.23.4 Improper Payments Adjusted or Voided from Encounter Data 


 


We adjust or void from the encounter data within 60 days after notification from the DHCFP all 
improper payments identified by the DHCFP. 


3.16.24 Provider Preventable Conditions (PPC) 


 


We identify and report and require all of our providers and subcontractors to identify and report 
provider preventable conditions that are associated with claims for Medicaid payment or with courses 
of treatment furnished to Medicaid patients for which Medicaid payment would otherwise be available 
to the SUR Unit in the DHCFP. Hospital-acquired conditions are specifically monitored and addressed 
by our QA staff. Additionally, providers associated with preventable harm may be subject to 
examination by the Peer Review Committee and plans of correction. 


  


3.16.23.4 All improper payments identified by the DHCFP, must be adjusted or voided from the 
encounter data within sixty (60) days after notification from DHCFP. 


3.16.24 Provider Preventable Conditions (PPC) 
 
The vendor must identify and report and require all providers and subcontractors to identify and report 
to the SUR Unit in DHCFP, provider preventable conditions that are associated with claims for 
Medicaid payment of with courses of treatment furnished to Medicaid patients for which Medicaid 
payment would otherwise be available. 







 
   


 


3. SCOPE OF WORK 
 3.16 PROGRAM INTEGRITY 


Nevada Managed Care Organization RFP# 3260 Section 3.16 — Page 71 
 


3.16.25 Vendor Disclosures: Information on Ownership and Control 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.1 Times Disclosures are due 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


  


3.16.25 Vendor Disclosures: Information on Ownership and Control 
 
Vendors must disclose information to the DHCFP on ownership and control; information related to 
business transactions; and information on persons convicted of a crime. If the vendor does not 
disclose required information under 42CFR 455.104, any federal funds withheld or recouped from or 
any penalties assessed upon the DHCFP will be withheld and recouped from or assessed upon the 
vendor. 


3.16.25.1 Disclosures are due at any of the following times: 
 
A.  Upon the vendor submitting the proposal in accordance with the State's procurement process. 
B.  Upon the vendor executing the contract with the State. 
C.  Upon renewal or extension of the vendor’s contract. 
D.  Within five (5) calendar days after any change in ownership of the vendor. 
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3.16.25.2 Ownership and Control Disclosures 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.3 Relatives of Individual or Business Entity with Ownership Interest  


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.4 Providers with Ownership Interest 
We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


  


3.16.25.2 Disclosures on Ownership and Control by Vendor. 
 
A.  The following disclosures must be provided by the vendor (42 CFR 455.104(b), 


1903(m)(2)(A)(viii), 1124(a)(2)(A)): 
1. Any person or business entity with an ownership or control interest in the vendor that:   


a. Has direct, indirect, or combined direct/indirect ownership interest of five percent (5%) or 
more of the vendor’s equity. 


b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other obligation  
secured by the vendor if that interest equals at least five percent (5%) of the value of the 
vendor’s assets. 
c. Is an officer or director of a vendor organized as a corporation.  
d. Is a partner in a vendor organized as a partnership. 


 
2. The name and address of any person (individual or business entity) with an ownership or 


control interest in the vendor. The address for business entities must include as applicable 
primary business address, every business location, and P.O. Box address. 


3. Date of birth and Social Security Number (in the case of an individual). 
4. Other tax identification number (in the case of a business entity) with an ownership or control 


interest in the vendor or in any subcontractor in which the vendor has a 5 percent (5%) or 
more interest. 


5. If your firm is not a Qualified Health Maintenance Organization, provide the disclosures 
described at 42 U.S.C. 1396b(m)(4)(A).” 


3.16.25.3 Whether the person (individual or business entity) with an ownership or control interest in 
the vendor is related to another person with ownership or control interest in the vendor as a spouse, 
parent, child, or sibling; or whether the person (individual or business entity) with an ownership or 
control interest in any subcontractor in which the vendor has a 5 percent (5%) or more interest is 
related to another person with ownership or control interest in the vendor as a spouse, parent, child, or 
sibling. 
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3.16.25.5 Information for Managing Employees 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.6 Collecting and Validating Ownership Information 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.7 Collecting and Validating Ownership Information – Convictions 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


3.16.25.8 Provider Disclosures 


 


We have included all our applicable ownership and control disclosures in the Part I C ~ Confidential 
Technical Proposal section of our proposal. 


  


3.16.25.5 The name, address, date of birth, and Social Security Number of any managing employee of 
the vendor. 


3.16.25.6 Vendor requirements for collecting and validating information related to ownership and 
business transactions from providers or subcontractors. 
 


A.  The vendor must enter into an agreement with each provider under which the provider agrees to 
furnish upon request, information related to ownership and business transactions.  


B.  The vendor must require the provider or subcontractors to submit full and complete information 
about: 


1. The ownership of any subcontractor with whom the provider has had business transactions 
totaling more than $25,000 during the 12-month period ending on the date of the request; and  


2. Any significant business transactions between the provider and any wholly owned supplier, or 
between the provider and any subcontractor, during the 5-year period ending on the date of 
the request. 


3.16.25.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


3.16.25.8 Before the vendor enters into or renews a provider agreement, or at any time upon written 
request by the vendor, the provider must disclose to the vendor the identity of any person who:  
 


A.  Has ownership or control interest in the provider, or is an agent or managing employee of the 
provider/subcontractors; and  


B.  Has been convicted of a criminal offense related to that person's involvement in any program 
under Medicare, Medicaid, or the Title XX services program since the inception of those 
programs. 
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3.16.26 Denial or Termination of Provider Participation  
 


3.16.26.1 Convicted of a Criminal Offense 


 


We acknowledge and reserve our option to refuse to enter into or renew an agreement with a provider 
if any person who has an ownership or controlling interest in the provider or who is an agent or 
managing employee of the provider has been convicted of a criminal offense related to that person's 
involvement in any program established under Medicare, Medicaid, or the Title XX Services Program. 


3.16.26.2 Provider did not Fully and Accurately Disclose 


 


We acknowledge and reserve our option to refuse to enter into or terminate a provider agreement if we 
determine that the provider did not fully and accurately make any disclosure required. 


3.16.26.3 Notifying the DHCFP Provider Enrollment Unit 


 


We promptly notify the DHCFP Provider Enrollment Unit of any action we take on a provider's 
application for participation in the program. 


 


3.16.26.1 The vendor may refuse to enter into or renew an agreement with a provider if any person 
who has an ownership or control interest in the provider, or who is an agent or managing employee of 
the provider, has been convicted of a criminal offense related to that person's involvement in any 
program established under Medicare, Medicaid or the Title XX Services Program. 


3.16.26.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines 
that the provider did not fully and accurately make any disclosure required. 


3.16.26.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it 
takes on the provider's application for participation in the program. 
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3.17 REPORTING 


 


Meeting Reporting Requirements and Timeframes 
We meet and will continue to meet the State’s needs for timely and accurate reporting in the dynamic 
and high-stakes Medicaid environment. We have a strong and consistent track record of supporting the 
DHCFP with regulatory and ad hoc reports—and delivering them on or before the due date. From the 
beginning of 2015 through July of this year, we submitted 503 regulatory reports to the DHCFP, 
including dozens of ad hoc report requests.  


Our knowledge and experience as a current Nevada Medicaid and Nevada Check Up Managed Care 
Organization (MCO) is invaluable to our ability to operate as an effective and accountable partner to 
the DHCFP. Our tenure in the State has equipped us with a thorough understanding of the programs, 
populations, and monitoring requirements, enabling us to 
understand how the DHCFP uses our reported information to 
monitor, analyze, and improve Nevada programs. We welcome the 
opportunity to continue to work closely with the DHCFP to make 
reports more user-friendly and meaningful by maintaining a 
thorough understanding of the intent of each report.  


We currently generate all of the reports detailed in the RFP and in RFP Attachment T ~ Forms and 
Reporting Guide. We will update the reporting timeframes as indicated in RFP Attachment T, such as 
adding a monthly version of the reports related to disputes, grievances, and appeals. During 
implementation of the new Contract, we will review all reporting requirements and implement and test 
changes and/or updated templates as specified by the DHCFP to continue to submit timely, accurate, 
and meaningful reports. We understand that failure to meet required reporting requirements and 
timeframes may be considered to be in default or breach of the Contract. 


3.17 REPORTING 
 
The vendor must meet all reporting requirements and timeframes as required in Attachment T ~ 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. 
Failure to meet all reporting requirements and timeframes as required by this RFP and all attachments 
thereto may be considered to be in default or breach of the contract. 
 
Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information or 
documents received from the vendor may be open to public disclosure and copying. The State will 
have the duty to disclose, unless a particular record is made confidential by law or a common law 
balancing of interests. This includes compensation arrangements, profit levels, consumer satisfaction 
levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 
 
Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the 
vendor agrees to indemnify and defend the State for honoring such a designation. The failure to label 
any document that is released by the State shall constitute a complete waiver of any and all claims for 
damages caused by any release of the records. If a public records request for a labeled document is 
received by the State, the State will notify the vendor of the request and delay access to the material 
until seven (7) business days after notification to the vendor. Within that time delay, it will be the duty 
of vendor to act in protection of its labeled record. Failure to act shall constitute a complete waiver. 
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Our Reporting Process 
Our reporting process supports the collection and reporting of relevant data to the DHCFP through 
both regulatory/contractual and ad hoc reports. We collect all data required to generate the State’s 
reports during the course of program operations. Systems and processes enable us to actively partner 
and collaborate with the DHCFP to deliver responsive, timely, and accurate data.  


Quality controls are a critical part of our outstanding results. Using a dashboard to monitor reported 
results and processes at a high level allows health plan management to monitor relevant operations 
and make informed business decisions. Simultaneously, business owners responsible for generating 
reports use a variety of methods to confirm report accuracy and quality. When a variance is flagged, 
the business owner determines and documents a reason to assure that staff keep a careful finger on the 
pulse of trends over time. 


We have well-developed policies and procedures in place to assure the quality of information we submit 
to the DHCFP. Keys to our continued success include: 


 Leadership accountability and oversight of required reporting 


 A system that collects, captures, and maintains a comprehensive set of data necessary for report 
generation and analysis 


 A Nevada regulatory oversight manager who manages and monitors the generation, review, and 
submission of all deliverables and reports to the DHCFP 


 A report tracking system that documents key details on every required submission of a 
report/deliverable including internal and external due date and assigned primary and secondary 
business owners 


 Report reminders sent to all business owners providing a monthly snapshot of reports due  


 A defined process to manage follow-up requests or clarifications from the DHCFP on regulatory 
reports 


 A national Enterprise Reporting team that coordinates and oversees regulatory report changes, new 
report additions, and ad hoc reporting services 


 Documented procedures to communicate reporting changes to business owners who work with our 
Enterprise Reporting team to verify that programmatic changes are made, where applicable, to 
reflect accurate reporting output 


Report Tracking System 
Our regulatory oversight manager tracks the status of all reports required by the DHCFP and other 
entities, including the due date, responsible business owner and ultimate submission date. We use our 
report tracking system and processes to track regulatory reports and make sure they are accurate, 
complete, and on time. The system generates automated monthly reminders to the business owners and 
responsible managers to alert them of upcoming reporting requirements.  


  







 
   


 


3. SCOPE OF WORK 
3.17 REPORTING 


Nevada Managed Care Organization RFP# 3260 Section 3.17 — Page 3 
 


Report Generation, Certification, and Submission 
Our report and data generation process varies based on the type of submission: 


 Reports include operational data from a current date period and any additional data elements 
requested. Some reports may have additional narrative input to accompany the data. The business 
owner reviews the report and adds additional narrative as necessary, either to explain or provide 
additional information.  


 Data, such as extracts for detailed provider information files, are generated from the system job 
scheduler. The process includes status and results/error logs, which are monitored regularly to 
confirm that the job executed correctly and the results are consistent, such as the accuracy of record 
count and transaction formats for encounters. Formal automated notification alerts the business 
owner that the data are ready for review.  


 Plans, such as the Annual Internal Quality Assurance Program (IQAP) Workplan, are documents 
with a single accountable executive; however, they may have multiple authors and inputs. Staff 
members will identify plan content, develop plan structure, and draft the plan. Based on the type of 
plan, specific health plan employees are engaged in the review. For example, for the IQAP 
Workplan, the Quality Assurance (QA) Committee conducts the review.  


Our process includes check points to confirm that all plans, reports, and data extracts are accurate and 
meet requirements before submission to the DHCFP, as shown in Figure 3.17-1. We log the date for 
each submission. The report tracking system automatically generates the due date for the next 
monthly, quarterly, or annual report. 


Figure 3.17-1. Our Report Processes Include Checkpoints for Review Prior to Submission to the DHCFP 
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Quality Control Process 
Our Regulatory team is central to the quality control of our reporting. As described above, our report 
tracking system documents the regulatory and contractual requirements and identifies accountable 
business owners for each report, the due date to the State, and an interim due date to allow time for 
review prior to submission. 


We generate reports in advance of the State’s submission deadline to allow adequate time for a 
thorough review. Business owners and health plan leadership are responsible for reviewing reports for 
completeness and accuracy prior to submission. Business owners use a number of different methods to 
confirm the quality of reports. We subject each report, data file, or plan to extensive review and 
validation before certifying the product for submission. For some reports, the process calls for the use 
of variance analysis at the cell level and highlights elements that have changed by five percent or more. 
Highlighting these movements helps management recognize and catch changes or possible 
inaccuracies well before submission. Business owners consider events that have occurred during the 
reporting period that could affect the data and document the potential rationale for observed variance.  


Following this scrutiny and review, business owners submit approved reports to the regulatory 
oversight manager for a final compliance check. Quarterly, senior management reviews a reporting 
scorecard to monitor performance against both internal and the DHCFP reporting timelines. 


We understand the requirements, and we plan the aspects of reporting to be measured (including key 
quality characteristics and key process variables). We create and run reports, measure the process, 
check the results, and take action to correct problems. Those actions may be process improvements to 
achieve higher performance levels or other quality initiatives to detect and correct the systemic cause of 
errors. We do this because we understand how critical it is to report accurately. The DHCFP and 
others—including entities acting on behalf of the State—need correct information to carry out their 
responsibilities for the benefit of the Nevada Medicaid and Nevada Check Up programs. 


Systems Capability for Reporting and Data Analytics 
To consistently produce quality reports and data for the DHCFP and our internal use, our report 
generation environment integrates the following: 


 Subject matter experts who understand the content and meaning of reports 


 Information technology experts who maintain and manage our systems  


Analysts who know how to retrieve, associate, and process the data to produce accurate, timely reports 
that meet the DHCFP requirements. The synergy we derive from this integration of people across 
functional areas and data across technology platforms improves the accuracy and meaningfulness of 
our reports. Our system generates management and operational reports and delivers data to support 
program analytics. We use rigorous edits and controls to verify the accuracy of all data. Accurate 
operational systems provide a solid foundation for accurate reporting. 
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Access to Data to Support Reporting 
Our Management Information Systems (MIS) delivers access to large amounts of service and 
utilization data to support our management team and the DHCFP. The ability to identify, execute, and 
analyze data through regular and ad hoc reports allows our health plan and the DHCFP to better 
evaluate, monitor, and manage the Nevada Medicaid and Nevada Check Up programs. To support our 
internal and the DHCFP needs for reports and data analysis, data warehouses in our MIS maintain 
online, ready access to enrollment, service, and other operational information, in accordance with 
HIPAA and HITECH requirements. Two of these databases are the Operational Data Warehouse 
(ODW) and the Health Care Insights Analytic Platform (HCIAP). 


Operational Data Warehouse 
The ODW is a copy of transactional data configured to support complex analytical and ad hoc queries 
using business intelligence tools. The ODW is an integrated repository fed directly from the Core 
Operations System to deliver data quality, control, and consistency. The data warehouse also houses 
data from external sources, including encounter data from our subcontractors such as pharmacy and 
vision. The ODW maximizes our capacity for data analytics and affords the flexibility to produce 
targeted reporting to support state customers, business processes, and enhanced provider and member 
(recipient) support. 


The ODW structure insulates the user from the underlying technology of our system and includes 
embedded business rules to promote consistent use and interpretation of the data and improve the 
quality and availability of analytical data across the organization. Specialized subject area cubes 
(claims, provider, member, authorization, and call center) provide users with a self-service reporting 
capability that universally applies business rules and accommodates the need to both see high-level 
trends and drill down into low-level details. 


Health Care Insights Analytic Platform 
Deployed and managed by our national Health Care Analytics Department, Health Care Insights 
Analytic Platform delivers the data and the tools to support better decision-making to improve patient 
health and manage health care efficiency. HCIAP delivers the opportunity to look at detailed claims 
experience data to support efforts to slow down the rate of increases in health care costs, including the 
ability to identify medical cost trends, changes in provider billing patterns, and opportunities for 
savings. 


The platform supports financial, member- and provider-centric, and enterprise-wide analytics through 
a series of views and dashboards and provides powerful analytic capabilities used to answer key 
questions, make better decisions, and drive better outcomes for our stakeholders. A point-and-click 
interface enhances advanced analytics and exploratory data analysis with interactive data 
visualization, leading to better analyses, faster decisions, and more effective presentations of analytic 
results. 


  







 
   


 


3. SCOPE OF WORK 
3.17 REPORTING 


Nevada Managed Care Organization RFP# 3260 Section 3.17 — Page 6 
 


A Variety of Resources and Tools Support Reporting 
We devote skilled and experienced resources to report development and data analysis to satisfy not only 
the DHCFP requirements, but also the needs of operations and management employees throughout the 
organization. Because the need for reports is dynamic, we rely on several resources to support 
reporting needs, including health plan employees, dedicated employees in the national Enterprise 
Reporting team, and our national Health Care Analytics and HEDIS® teams.  


This reporting team structure allows us to leverage employee skills and experience, share best practices 
and report logic used in other markets, and shift resources, as necessary, to meet the demands for 
reporting and analysis. 


Employees have at their disposal industry-leading software and tools for data access and report 
development. We believe employees need “the right tool for the right job.” To that end, we make a 
variety of tools available across the enterprise to accommodate and support our employees’ wide range 
of skills. Some tools support end-user query and data manipulation and analysis, while others require 
more advanced skill levels. Examples of the many tools we use to create ad hoc reports for internal 
management and for submission to the DHCFP include: 


 SQL Server Management Studio 


 Business Intelligence Development Studio 
 SQL Server Integration Services 
 SQL Server Analysis Services 
 SQL Server Reporting Services 


 Microsoft Office: Excel, Access 


 Microsoft Reporting Services 


 SharePoint Business Intelligence Center 


 Microsoft PerformancePoint Server 


 SAS 


 Business Objects 


 Tableau 


 Online Analytical Processing (OLAP) Cubes 


 Teradata SQL 


These tools—combined with access to databases that contain a significant amount of demographic, 
service, utilization, and quality data and the right resources deployed within our health plan and our 
national support areas—provide powerful analytic capabilities. 


Public Disclosure of Information 
We understand and acknowledge that information or documents we submit to the DHCFP may be 
open to public disclosure and copying unless it is clearly labeled as “confidential” or “trade secret” 
pursuant to NRS 239.010. 
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3.17.1 Encounter Reporting 
 


3.17.1.1 Submit Encounter Data According to Requirements 


 


We will continue to submit encounters in accordance with the DHCFP’s requirements. Our encounter 
system and operational processes comply with the encounter requirements in our current Contract, and 
we commit to comply with any revisions or additions, including media and file format requirements, 
liquidated damages, and submittal timeframes. We recognize the critical importance of complete, 
accurate, and timely encounter data to the DHCFP for program monitoring and rate setting and will 
continue to dedicate the systems and resources necessary to maintain compliance. 


We manage submission of encounter data through dedicated staffing, a robust Encounter 
Management System (EMS), and a tightly managed submission schedule. The EMS is a critical 
component of our MIS and is highly customizable, allowing us to continue to meet the encounter data 
requirements of the DHCFP. The EMS includes controls that allow Encounter Management to closely 
monitor compliance with the DHCFP requirements during the creation of each encounter data file. 
Our encounter data submission process is highly structured and closely monitored to support 
compliance with contractual requirements.  


We have a strong track record of working collaboratively with the DHCFP and the fiscal agent and 
will assist the DHCFP or its agent in the validation of encounter data. 


3.17.1.2 Encounter Data for Nevada Check Up 


 


Our MIS is currently configured to submit encounter data for our Nevada Check Up members in the 
same manner as we do for our Nevada Medicaid members. We combine members for submission, but 
ensure that Nevada Check Up members are separately identified from Nevada Medicaid members. We 
will continue this practice under the new Contract. 


3.17.1.3 Encounters for Excluded Providers 


 


In compliance with 42 CFR 431.55(h) and 42 CFR 438.808, we do not submit encounter data for 
claims from excluded providers to the DHCFP, except for emergency services.  


In addition, if we determine that a provider is excluded, we review paid claims data to identify any 
claims that need to be reprocessed and denied. In this situation, we will submit a void encounter to the 
DHCFP. 


3.17.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes. The 
vendor must assist DHCFP in its validation of encounter data. Compliance with reporting requirements 
is described in this RFP. 


3.17.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the 
same manner as the Medicaid program. Nevada Check Up recipients must be separately identified 
from Medicaid recipients, but the information can be combined for submission. 


3.17.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 
CFR 438.808. 
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3.17.1.4 Submit Encounters within 90 Calendar Days of Receipt 


 


We will continue to maintain a comprehensive schedule of system processes, review tasks, and 
submission dates necessary to deliver encounter data in compliance with the DHCFP’s 90-day 
submission requirement. The schedule documents each step and its deadline to meet encounter data 
submission timelines. Encounter Management follows a strict submission schedule, extracting claims 
data from our claims processing system and managing encounter data submitted by our 
subcontractors. While the DHCFP requirement is to submit encounters monthly, we currently submit 
encounters every other week and plan to maintain this frequency under the new Contract. Encounter 
Management uses aging reports to identify encounter records that require remediation before 
submission. 


3.17.2 Summary Utilization Reporting 


 


We will continue to produce summary utilization reports in a timely manner, including reports using 
HEDIS® and any other reports required by the Nevada Medicaid and Nevada Check Up Contract. The 
collection and reporting of HEDIS data is an industry-wide practice for standardized performance 
measurement and is vital to both us and the DHCFP in understanding whether our members are 
receiving the right care, at the right place, at the right time.  


We have strong policies and procedures in place for collecting, processing, and reporting our HEDIS 
data and we were found in full compliance with each annual update to the HEDIS technical 
specifications. We use a National Committee for Quality Assurance (NCQA)-approved auditing firm to 
validate our HEDIS data before submission.  


Our claims and encounter systems capture services delivered to our members by our providers and our 
subcontractors. We have processes and controls in place to monitor submissions to verify that we are 
receiving complete information. Claims and encounter data is a critical component in reporting and 
managing our HEDIS outcomes. We also collect supplemental data sources to inform HEDIS rates, 
such as lab and biometric values obtained from abstracting medical records. We use certified HEDIS 
software for reporting the HEDIS rates. 


  


3.17.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted 
within ninety (90) calendar days of receipt of encounter. 


3.17.2 Summary Utilization Reporting 
 
The vendor shall produce reports using HEDIS and must submit these reports in addition to other 
reports required by this contract in a timely manner. 
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3.17.3 Dispute Resolution Reporting 
 


3.17.3.1 Documenting Number and Types of Disputes, Grievances, and 
Appeals and Fair Hearing Requests 


 


We will continue to provide the DHCFP with reports that document the number and types of provider 
disputes, member (recipient) grievances, appeals, and fair hearing requests we receive, including those 
received by our subcontractors. We recognize the value these reports bring to our health plan and the 
DHCFP, highlighting any potential areas for investigation/improvement and as an indicator of 
member and provider satisfaction. 


Our contracts with our subcontractors require that they submit dispute information to us in a timely 
manner so that we can incorporate the data into our monthly and quarterly reports to the DHCFP. We 
review the information from our subcontractors as part of our ongoing subcontractor monitoring 
process and escalate it as appropriate. 


We use our MIS to track dispute information, including all required data elements. Our MIS is flexible 
and allows us to capture additional data elements, as may be required by the DHCFP, or to remove 
elements from the data entry screen, as necessary. Information we currently capture includes elements 
such as: 


 Date received 


 Identification of the individual filing the 
dispute, grievance, or appeal 


 Identification of employee recording the 
dispute, grievance, or appeal 


 Nature of dispute, grievance, or appeal 


 Status and status dates 


 Resolution/disposition 


 Corrective action required 


 Referrals to other entities, including State 
Fair Hearing 


 Date resolved 


3.17.3.2 Including Totals, Identifying Issues, and Resolution Timeframe 


 


Our system provides the ability to track and report on dispute data by type, status, grievance/appeal 
originator, decision, decision rationale, filing dates, member name, provider name, and type of service 
being appealed, and can be modified, as necessary, to meet future needs of the DHCFP. 


Our MIS allows us to generate comprehensive reports for analysis, tracking, and trending. In addition 
to generating reports for the DHCFP, our Medical Advisory Committee (MAC) and QA Committee 
review dispute information. Our Quality Management staff may work with the committees to identify 
and mitigate any risks by making process improvements or conducting additional outreach and 
education activities. 


3.17.3.1 The vendor must provide the DHCFP with reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the vendor and 
its subcontractors.  


3.17.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, 
the total number of notices provided to recipients, the total number of recipient and appeals requests, 
and provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, 
appeals and provider disputes. The reports must identify the recipient grievance or appeal issue or 
provider dispute received; and verify the resolution timeframe for recipient grievances and appeals 
and provider disputes. 
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3.17.3.3 Information Retained for Each Occurrence for DHCFP Review 


  


As part of our monitoring, data tracking, trending, and quarterly analysis, the Quality team selects the 
top three dispute categories for a deeper review. They summarize these findings in the DHCFP 
quarterly report template and in regular reports to the MAC and the QA Committee. The information 
we gather from the analysis of member and provider grievances, appeals, and the outcomes from the 
State Fair Hearing process also feeds into our quality improvement activities focused on operational 
improvements and actions to improve our State-mandated HEDIS and Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) satisfaction scores. These quality improvement activities 
also have direct benefits to our members and our network of providers, such as clarifying available 
benefits or streamlining our communications. 


3.17.4 Quality Assurance Reporting 


 


We will continue to conduct Performance Improvement Projects (PIPs) to improve the quality of care 
and services we deliver to our members. During our tenure in Nevada, we have successfully worked 
with the DHCFP and their external quality review organization, Health Services Advisory Group 
(HSAG) to refine approaches to conducting PIPs. We collaboratively identify opportunities for quality 
gains and apply highly structured processes to achieve the targeted results. Our Quality Management 
team collaborates with other departments across our health plan, including Operations, Utilization 
Management, and Provider Relations, to bring rigorous project management expertise to each PIP. 


As of 2016, our Provider Collaboration team and the State, under the direction of HSAG, are moving 
forward with a new rapid cycle improvement approach to conducting PIPs. We are transitioning our 
structure for implementing current PIPs to align with HSAG’s chosen framework based on a modified 
version of the Institute of Healthcare Improvement’s Quality Improvement Model for Improvement. 
We worked closely with HSAG over the past several months to develop the framework to implement 
PIPs to achieve sustained improvements over time.  


We are already providing outcomes-based clinical and management reports to the DHCFP and will 
continue under the new Contract. 


We understand that should we fail to provide reports in a timely manner, the DHCFP may ask us to 
submit a plan of correction. 


3.17.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, 
and provider dispute information, including, but not limited to, specific outcomes, shall be retained for 
each occurrence for review by the DHCFP. 


3.17.4 Quality Assurance Reporting 
 
Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines 
established jointly by the vendors, the DHCFP, and the External Quality Review Organization 
(EQRO), as well as those identified in this RFP. In addition, the vendor must provide outcome-based 
clinical reports and Management Reports as may be requested by the DHCFP. Should the vendor fail 
to provide such reports in a timely manner, the DHCFP will require the vendor to submit a POC to 
address contractual requirements regarding timely reporting submissions. 
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3.17.5 Recipient Satisfaction Reporting 


 


We will continue to collect and submit a child and adult CAHPS survey, as well as a CAHPS survey for 
Children with Chronic Conditions, in accordance with the DHCFP requirements, including stratifying 
data to indicate the satisfaction level of parents or guardians of Nevada Check Up participants and 
reporting specified results separately. 


Our CAHPS member satisfaction survey is administered annually by an NCQA-certified survey 
organization with which we partner, using the survey protocol defined in the current HEDIS 
specifications. We sampled more than 6,400 member households in 2015. 


A cross-functional committee reviews annual results of the CAHPS scores. This group analyzes 
possible barriers and solutions, such as how to improve access to the physician network and our 
communications. The results are used as an input for the annual assessment of accessibility of 
services. We compare our results to national averages and revise goals accordingly. We disclose survey 
results to the DHCFP and publish summary information in our member newsletter. We have policies 
and procedures in place to disclose survey results to members upon request. 


In addition to the required surveys, we also conduct behavioral health satisfaction and case 
management surveys. We continuously seek out ways to gather feedback to improve services and 
deliver better value to our stakeholders. 


3.17.6 Financial Reporting 


 


We meet, and will continue to meet, all the DHCFP financial reporting requirements as documented in 
RFP Attachment T ~ Forms and Reporting Guide. We have processes in place to generate reports in 
the required format and meet the specified monthly, quarterly, and annual due dates. We will continue 
to meet these requirements, including any revisions or additions, under the new Nevada Medicaid and 
Check Up Contract. 


We understand the DHCFP relies on complete, accurate financial reports to monitor our financial 
trends and stability and confirm that we have adequate financial reserves and the administrative ability 
to fulfill our financial obligations. Financial stability is an integral part of our operations, and our 


3.17.5 Recipient Satisfaction Reporting 
 
Each vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with 
Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each contract 
year, unless the requirement is waived by the DHCFP due to an EQRO performed survey. This may 
be done in conjunction with the vendor’s own satisfaction survey. The DHCFP requires data stratified 
to indicate the satisfaction level of parents or guardians of Nevada Check Up participants. Vendors 
are required to report results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and 
the Supplemental Items for the Child Questionnaires on access to specialist care and coordination of 
care from other health providers. The DHCFP may request a specific sample, and/or survey tool. 
Survey results must be disclosed to the State, and, upon State’s or recipient’s request, disclosed to 
recipients. 


3.17.6 Financial Reporting 
 
The vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  
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Figure 3.17.8-1. We Follow a 
Defined Process for Ad Hoc Reports 


transparency enables the DHCFP to assess our stability and continued ability to provide services to our 
Nevada members. 


3.17.7 Sales and Transaction Reporting 


 


We will continue to report transactions between us and parties in interest to the DHCFP and other 
agencies. We will continue to make this information available to members upon request.  


3.17.8 Other Reporting 


 


Throughout our tenure in Nevada, we have consistently 
demonstrated our commitment and ability to comply with 
additional reporting requirements requested by the DHCFP. Our 
Nevada regulatory oversight manager works closely with our 
technology customer account manager to track and fulfill the 
DHCFP report requests. In 2016 (through July), we responded to 
31 ad hoc report requests—successfully and on time, and we will 
continue to provide meaningful data in the requested formats to 
the State. 


We understand that the DHCFP often needs new reports or 
special, ad hoc reports to meet ongoing management and data 
analysis needs. We devote skilled and experienced resources to 
report development and analysis to satisfy not only the 
requirements of the State, but also the needs of operations and 
management staff throughout the organization. 


Our national Enterprise Reporting Department has a team of 69 
business analysts and developers dedicated to the creation of 
required regulatory, management, operational, and ad hoc reports 
for our health plan and affiliates. There is one business analyst 
and one developer designated to our Nevada health plan, and they 
can tap into other team resources as necessary. The team is well-
versed in our systems, data models, and reporting tools, as well as 
the needs of managed care health plans, and can meet the DHCFP 
needs for the delivery of ongoing defined regulatory reports as well 
as ad hoc reports in an agile and timely manner. 


3.17.7 Sales and Transaction Reporting 
 
The vendor must report transactions between the vendor and parties in interest that are provided to 
the State or other agencies available to recipients upon reasonable request.


3.17.8 Other Reporting 
 
The vendor shall be required to comply with additional reporting requirements upon the request of the 
DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies any 
area of concern with regard to a particular aspect of the vendor’s performance under this contract. 
Such reporting would provide the DHCFP with the information necessary to better assess the vendor’s 
performance. 
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Employees throughout our health plan and national support areas, including Claims, Member 
Services, Utilization Management, and Quality Management, have access to powerful report 
development tools to create reports. Employees embedded in the functional department maintain a 
thorough and detailed understanding of the data and are trained in the tools available to extract, 
aggregate, and format data for reporting. Technology and functional staff collaborate to meet 
reporting needs. 


The Enterprise Reporting team partners with the business functional departments to create ad hoc 
reports. The team analyzes, designs, develops, tests, and delivers many of our regulatory and 
operational reports and also responds to ad hoc report requests. The regulatory oversight manager 
monitors the ad hoc report development and submission process, as shown in Figure 3.17.8-1. During 
the first stages of ad hoc report development, the regulatory oversight manager serves as the point 
person and the primary outlet for collaborating with the State. A primary contact point model has 
served us well by gathering a clear and detailed definition of the report requirements and parameters to 
assure we are meeting the State’s needs in the most efficient way possible. Effective communication 
and collaboration results in a report that truly meets the State’s needs and delivers useful and accurate 
data. After design, development, and testing, the business owner and the regulatory oversight manager 
review the completed ad hoc report before delivery to the DHCFP. 


As an example, some of the ad hoc reports delivered to the DHCFP this year include: 


  DHCFP Behavioral Health Data for Demonstration Grant. This request included 16 pieces of data, 
including readmission rate (all ages), behavioral health emergency room (ER) visits (all ages), adult 
behavioral health ER visits, pediatric behavioral health ER visits, prevalence of chronic conditions, 
and a Fiscal Year 2016 behavioral health snapshot of substance abuse (demographics) 


 Legislative Counsel Bureau Mental Health Regionalization Data Request. This request pulled 
claims data for calendar years 2009–2015, including demographics, utilization metrics, top 10 
inpatient primary diagnoses, overall access to care, regional access to care, and ER utilization 


 DHCFP Director’s Office Request – Providers and Utilization in Northern Las Vegas. This request 
included the number of providers in specified zip codes by provider group and encounter/claims 
data for the top five utilized provider by provider type for December 1, 2015–Current 
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3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 
 


3.18.1 Data Requirements 


 


Our Management Information System (MIS) maintains a comprehensive data repository to support 
our managed care operations for Nevada. Our national Technology Services team has the knowledge 
and expertise to deliver required data to the DHCFP in the format, method, and schedule specified. We 
are successfully providing all data files required in Sections 3.18.1.1 through 3.18.1.6 to the DHCFP in 
the prescribed format. We are ready and able to modify existing data file formats or provide new data 
files to the DHCFP as required under the new Contract. 


3.18.2 Interfaces 


 


3.18.1 Data Requirements 
 
The vendor will be required to provide compatible data in a DHCFP prescribed format for the following 
functions: 
 
3.18.1.1 Enrollment; 
3.18.1.2 Eligibility; 
3.18.1.3 Provider Network Data; 
3.18.1.4 PCP Assignment; 
3.18.1.5 Claims Payment; and 
3,18.1.6 Encounter Data. 


3.18.2 Interfaces 
 
The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface. The DHCFP’s Medicaid Management Information System (MMIS) will 
interface with the vendor’s system in the following areas, although not necessarily limited to these 
areas: 
 


3.18.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for 
whom the health plan pays.) 


3.18.2.2 Health Plan - Weekly Stop Loss File 
3.18.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 
3.18.2.4 Health Plan - Network Data File 
3.18.2.5 Health Plan - Client Update File 
3.18.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 
3.18.2.7 MMIS - Encounter Data informational Errors File 
3.18.2.8 MMIS - SOBRA Error File 
3.18.2.9 MMIS - Stop Loss Error File 
3.18.2.10 MMIS - Stop Loss Rejection File 
3.18.2.11 MMIS - Health Plan Error File 
3.18.2.12 MMIS - Third Party Liability Update File 
3.18.2.13 MMIS - Client Demographic Data 
3.18.2.14 MMIS - Newborn Data 
3.18.2.15 MMIS - Daily Health Plan Recipient File 
3.18.2.16 MMIS - Health Plan Recipient File 
3.18.2.17 MMIS - Network Data Exception File 
3.18.2.18 MMIS - Network Primary Care Provider (PCP) Updates 
3.18.2.19 MMIS - Client PCP changes 
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We have operational interfaces with the DHCFP and its fiscal agent in the areas listed in Sections 
3.18.2.1 through 3.18.2.23, as well as additional interfaces as directed by the State. We are compliant 
with the DHCFP interface requirements and will maintain compliance under the new Contract. 


Interface Capabilities 
Maintaining secure, ongoing data interfaces is a strength of our national Technology Services 
department, which has more than two decades of experience exchanging data with ancillary 
organizations, state partners, and others, including enrollment brokers, fiscal agents, and 
intermediaries; external quality review organizations; and recovery audit contractors. We are HIPAA 
5010 compliant and currently support interfaces in the HIPAA standard X12 and NCPDP formats. 
Additionally, we support HL7 and many state-specific formats, among others.  


When establishing new data interfaces, we collaborate with the DHCFP or its fiscal agent to identify or 
confirm detailed data transmission requirements, and establish and test connectivity and exchanges. 
We create custom-built interfaces on our core systems using pre-built application program interfaces 
and extensibility. These interfaces allow us to develop specific functionality to meet business needs 
when requirements are not met by standard system functionality.  


Technology Services closely monitors federal and State requirements that impact interface 
requirements, including HIPAA requirements for electronic transactions. We will continue to 
collaborate with the DHCFP and its fiscal agent to define testing and implementation schedules for 
transitioning to any new interface formats. 


Timing, Format, and Delivery of Interfaces 
We will continue to coordinate the timing, format, and delivery mechanism for interfaces with the 
DHCFP and its fiscal agent. We work closely with the State to establish a schedule for each incoming 
and outgoing interface and implement controls that create alerts when an interface is not received nor 
transmitted as scheduled. 


Technology Services has the expertise and experience to provide interfaces in HIPAA-compliant 
format. We will continue to remain compliant with the requirements of the National Electronic Data 
Interchange (EDI) Transaction Set Implementation Guide, and EDI Companion Guides. 


Technology Services establishes appropriate protocols for connectivity and develops solutions that 
foster interoperability and conformance to generally accepted open-systems architectural standards. 


3.18.2.20 MMIS - Client Enrollment Updates 
3.18.2.21 MMIS - Health Plan Notification 
3.18.2.22 Health Division Immunization Registry 
3.18.2.23 Vital Statistics Birth Records 


 
All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements 
of the National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides 
at the following website: https://www.medicaid.nv.gov/providers/edi.aspx These companion guides 
contain HIPAA-compliant technical specifications. 
 
The vendor shall be responsible at their own expense for any new and/or modified interfaces that may 
be required by CMS, including but not limited to, HIPAA regulations. 
 
Vendors may access additional information regarding the MMIS system and associated interfaces by 
requesting review of the redacted version of the First Health Services Contract and attachments. 
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We use secure File Transfer Protocol (FTP) to exchange data files with the DHCFP and its fiscal 
agent over secure connections, including virtual private networks (VPNs). We will continue 
collaborating with the DHCFP to determine the best method for each interface. 


Upon receipt, we validate incoming interface files for completeness and credibility and then load into 
the production environment. Technology Services applies comprehensive system and process checks to 
monitor data integration and confirm that it is successfully imported and exported. They monitor data 
interfaces, address any transmission or data errors, and confirm successful processing.  


Interface Testing 
Rigorous testing of interfaces is a critical component of our implementation plan, even when data 
exchanges are already operational. We understand that it is our obligation to demonstrate that data 
exchanges between the DHCFP fiscal agent systems and our systems are complete, accurate, and 
reliable.  


We perform extensive internal and joint testing on all incoming and outgoing interfaces. For incoming 
interfaces, we verify that external files load properly, evaluate loaded data for accuracy and 
completeness, and review exception reports for errors or data issues, and resolve any file/data issues 
with the sender. For external interfaces, we review and evaluate the outgoing file to verify that all data 
elements are included and the file complies with format requirements. 


Financial Responsibility for Interface Updates 
We acknowledge that we are responsible, at our own expense, for any new or modified interfaces that 
may be required by the Centers for Medicare and Medicaid Services (CMS), including but not limited 
to HIPAA regulations. In addition, if we need additional information regarding the State’s Medicaid 
Management Information System and associated interfaces, we will request a review of the redacted 
version of the First Health Services contract and attachments. 


3.18.3 Encounter Data Report Files 


 


We will continue to submit encounter data report files to the DHCFP that contain prescribed data 
fields. We currently submit encounter data files twice a month to the DHCFP’s fiscal agent and once a 
month to the actuary, and we expect to maintain this schedule under the new Contract. 


We will continue to closely review the companion guide and work closely with the DHCFP and the 
fiscal agent to meet all encounter requirements. 


  


3.18.3 Encounter Data Report Files 
 
The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s 
encounter data processing agent on a monthly basis. The DHCFP will provide the required data fields 
and data transfer instructions. In developing the encounter data interface, the vendor will be provided 
with companion guide and details of any applicable edits and descriptions of the edits. The vendor will 
have adequate access to fiscal agent staff to assist in the development of the interface. 







 
   


 


3. SCOPE OF WORK 
3.18 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 


Nevada Managed Care Organization RFP# 3260 Section 3.18 — Page 4 
 


3.18.3.1 Encounter Data Requirements 


 


In compliance with our existing Contract, our systems are already configured to support the State’s 
encounter data requirements, including those specific to 
validations. 


A. Fiscal Agent HIPAA Compliance Editor 
We understand the encounter data we submit to the DHCFP must 
pass through the fiscal agent’s HIPAA compliance editor. Our 
encounter submission process includes a series of edits designed to 
validate the accuracy and compliance of our encounter data. One 
of the processes executes a HIPAA Level 1-4 check on each 
encounter record. 


B. Encounter Edit Performance Standards 
We are confident in our ability to meet the performance standards for successfully passing encounter 
record edits within the first six months of the new Contract and throughout the remainder of the term. 
We have submitted encounters to the DHCFP since 2009 and in the last quarter (April through June), 
submitted 922,469 encounters with an acceptance rate of 99.3 percent. 


During implementation of the new Contract, our encounter team will perform a review of the DHCFP 
encounter standards against our system configuration to confirm our compliance. 


C. Complete, Accurate, and Truthfulness 
We understand the critical importance of complete and accurate encounter data to establish capitation 
rates. We maintain policies, procedures, and system controls focused on delivering complete and 
accurate encounter data to the DHCFP. Our chief financial officer certifies the completeness, 
accuracy, and truthfulness of our encounter data submissions. 


3.18.3.1 Encounters must: 
 


A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The 
DHCFP will not entertain any requests for other compliance checkers to be used for the 
convenience of proposers. 


B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data 
successfully passing all encounter edits within the first six (6) months of submission, with ninety 
seven percent (97%) or as required by federal regulation, whichever is more stringent, passing 
all thereafter. In the event the vendor fails to demonstrate affirmative, good faith efforts to 
achieve these requirements, progressive sanctions, including monetary penalties, may be 
applied until data submissions meet the required standards. The vendor will not be held liable 
for encounters that do not successfully pass all encounter edits if the vendor is not solely 
responsible for the failure. 


C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete 
encounter data may create a false claim under the FCA and other laws. The undersigned 
hereby certifies the completeness, accuracy and truthfulness of the encounter data. 


D.  Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and 
reasonable, agreed to timeframe to comply, the vendor will have an additional 30 days to correct 
whereupon the DHCFP may, at its discretion, impose sanctions in the form of liquidated 
damages. The liquidated damages would be two percent (2%) of one (1) month’s capitation, or 
ten thousand dollars ($10,000), whichever is greater until the Contractor is in compliance, as 
well as any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result if 
the vendor’s non-compliance. 
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D. Liquidated Damages 
We acknowledge the DHCFP may, at its discretion, impose sanctions in the form of liquidated 
damages for failure to comply with encounter standards. We will continue to demonstrate an 
affirmative, good faith effort to comply with the DHCFP encounter data requirements. 


3.18.4 HIPAA Transaction Requirements 


 


Our MIS is fully compliant with HIPAA electronic transaction requirements (stated in Sections 
3.18.4.1 through 3.18.4.27, as well as the requirements of the Health Information Technology for 
Economic and Clinical Health Act of 2009 (HITECH). We can accept and transmit HIPAA-standard 
transactions, including ANSI X12 834, 837 (I, P, and D), 835, 820, 276/277, 277CA, 271U, 270/271, 
278, and 997/999 formats. We are compliant with the 5010 standard for these transactions and also 
support the NCPDP D.0 standard. 


Our MIS includes an EDI Gateway that supports the exchange of transactions from and to 
subcontractors and state agencies. The EDI Gateway handles multiple submission options, including 
Internet, secure File Transfer Protocol (FTP), Connect: Direct NDM (Network Data Mover), and 
VANs (Value Added Network). The EDI Gateway processes more than 69 million HIPAA transactions 
each year in support of our Nevada business and our 19 affiliate health plans. 


Our MIS maintains and uses industry-standard medical billing taxonomies including HCPCS, ICD, 
CPT, revenue, CDT/ADA, and NDC codes. In addition, we maintain and use HCPCS Level II and 
Category II CPT Codes. We currently accept DSM-IV-R and DSM-V. We load updated code sets into 
our MIS on a timely basis with effective dates so transactions, reporting, and data analytics reference 
the correct information. Edits validate codes in the claims we process and in encounters we receive 
from our subcontractors prior to submitting encounter data to the DHCFP.  


  


3.18.4 HIPAA Transaction Requirements 
 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These include, 
but are not limited to: 


3.18.4.1 Premium payments (X12F 820); 
3.18.4.2 Enrollment and disenrollment into a health plan (X12N 834); 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 


authorization); 
3.18.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 


authorization); 
3.18.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 
3.18.4.5 Claims encounter data (X12N 837 and NCPDP); 
3.18.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 
3.18.4.7 Payment and remittance advice (X12N 835-remittance advice). 


 


In addition to complying with the requirements of the National EDI Transaction Set Implementation 
Guide, proposers will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant 
technical specifications for each transaction. 
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Technology Services continuously monitors HIPAA, HITECH, and other federal and state 
requirements to identify the possible impact any changes will have on our systems and operations. 
When system changes are required for our continued compliance, they create a project, define the 
scope, assign resources, and monitor progress toward compliance. We will continue to remain 
compliant with the requirements of the National EDI Transaction Set Implementation Guide and EDI 
Companion Guides. 


3.18.5 NPI/API Transaction Requirements  
 


3.18.5.1 Transmit and Receive Fully HIPAA Compliant Transactions  


 


Per Amendment 2, Section 3.18.5.1 requested information is submitted under Section 4.1.3 and with 
Part I B~ Technical Proposal of our response. 


3.18.5.2 Submit Encounters Electronically 


 


Our MIS is configured to submit all encounters electronically in a fully HIPAA-compliant format, 
including National Provider Identifier (NPI) for all providers and other required information. We 
commit to maintaining compliance under the new Contract. 


  


3.18.5.1 The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an 
eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal 
agent. The vendor must electronically transmit and receive fully HIPAA compliant transactions. This 
applies to all HIPAA regulations currently effective and those in draft form. Throughout the duration of 
the initial contract and any extensions, the State will not bear any of the cost for any enhancements or 
modifications to the vendor information system(s) or the systems of any of the vendor subcontractors 
or vendors, to make it compliant with any HIPAA regulations. This includes those HIPAA requirements 
currently in effect or future regulations as they become effective. 
 
Per Amendment 2: 
Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using table below and 
submitted with Part I B~ Technical Proposal of vendor’s response. 


Question Response 
Nevada Business License Number:  
Legal Entity Name:  
National Provider Identifier (NPI)  
Atypical Provider Identifier (API)  


3.18.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' 
This includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all 
providers, including billing, servicing, and OPR (ordering, prescribing, and referring). 
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3.18.5.3 All Contracted Providers must be Registered with DHCFP 


 


We have processes and controls in place and will confirm that all of our contracted network providers 
are registered with the DHCFP as Medicaid providers. We understand this requirement includes 
providers who are required or eligible to have a NPI. 


We require submission of NPI on all claims, regardless of whether they are submitted electronically or 
on paper. Front end edits in our EDI Gateway reject claims with a blank or invalid NPI, as well as 
institutional claims with an invalid NPI for the attending provider.  


We include the provider NPI on all encounters submitted to the DHCFP’s fiscal agent, as well any 
taxonomy codes obtained by our providers.  


We use the same NPI and taxonomy codes for any post-payment recovery situations where we bill third 
party insurance, including but not limited to private insurance and Medicare. 


3.18.5.4 Submit All Encounters from Sub-capitated Providers 


 


Our contracts with sub-capitated providers require submission of fully detailed encounters that follow 
HIPAA requirements. We will continue, without exception, to capture encounters from sub-capitated 
providers and transmit them to the State’s fiscal agent. We edit encounters from sub-capitated 
providers in the same manner as claims from non-capitated providers and apply validations that 
confirm proper taxonomy and the presence of the provider’s NPI. We require providers with capitated 
reimbursement to submit encounters as zero pay claims. 


We combine claims from all providers, sub-capitated or not, with claims from our subcontractors, for 
submission to the DHCFP as encounters. 


  


3.18.5.3 Without exception, all providers contracting through the vendor must be registered with the 
DHCFP as a Medicaid provider. This includes any providers who are required to have NPI and those 
who are not required by CMS, but are eligible to receive an NPI. If an eligible provider submits their 
claims on paper, they must still use an NPI, and the shadow claim of that paper encounter must be 
submitted from the vendor to the State’s fiscal agent electronically and it must include the provider's 
NPI. This applies for any providers who have obtained a taxonomy code in addition to their NPI. The 
taxonomy code must be provided to the State’s fiscal agent, and that taxonomy code must be used 
appropriately on all encounters submitted to the State’s fiscal agent on behalf of the DHCFP. The 
same NPI and taxonomy codes must be used for any third party insurance, including but not limited to 
private insurance and Medicare, for which the vendor rebills. 


3.18.5.4 Without exception, all encounters from sub-capitated providers must be captured by the 
Vendor and transmitted to the State’s fiscal agent following the guidelines outlined above. These must 
be fully detailed encounters following HIPAA requirements and using HIPAA compliant transactions, 
including but not limited to the use of NPI and taxonomy. Encounter data must include the individual 
NPI to identify the rendering provider or prescribing provider. 
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3.18.5.5 Accept and Transmit Atypical Provider Identifier (API) 


 


We will continue to comply with the requirement to accept and transmit the API issued by the State’s 
fiscal agent. We capture claims/encounters from atypical providers and submit the encounters with the 
API. We have processes in place to confirm that we have an API for each atypical provider in our 
network before any payments are made to the provider. 


3.18.6 Maintain Current Code and Transaction Compliance 


 


We commit to maintaining current International Classification of Diseases (ICD) and EDI compliance 
as defined by CMS regulations and policy. We acknowledge the DHCFP will not provide funding for 
our compliance. 


Technology Services is responsible for the ongoing monitoring of CMS regulation and policy, 
including those related to ICD and EDI, often providing input during periods of review and public 
comment before the final rule is published.  


When a change is announced, Technology Services reviews the scope and timing of the change and 
prepares a preliminary estimate of the impact on our systems and processes that will drive project 
funding, timing, and resources. The project to implement the change across our Nevada health plan 
and our affiliate health plans follows a documented process that includes testing, communication with 
affected stakeholders (including providers, members, state partners, and employees), training, and 
deployment. 


3.18.5.5 For those providers who are defined as "Atypical" by federal regulation, a similar state 
devised numbering system will be used. The State calls this an Atypical Provider Identifier (API). This 
API is issued by the State’s fiscal agent on behalf of the State. The vendors must be capable of 
accepting and transmitting this API. All encounters from atypical providers must be captured by the 
vendors and submitted to the State’s fiscal agent using the API. The vendors must ensure that every 
atypical provider contracted with them has obtained this API from the State’s fiscal agent before any 
payment can be made by the vendor to that provider. 


3.18.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic 
Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be 
provided for contractor’s compliance. 
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3.19 DHCFP RESPONSIBILITIES 


 
We acknowledge the DHCFP responsibilities and requirements as described in Sections 3.19.1 through 
3.19.7 of the RFP. We have built a strong, collaborative relationship with the DHCFP and its agents in 
support of our current Nevada Medicaid and Nevada Check Up Contracts. We look forward to 
continuing this spirit of partnership under the new Contract.  


3.19 DHCFP RESPONSIBILITIES 
 
DHCFP will be responsible for the following: 
 
3.19.1  External Quality Review 
DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization 
(EQRO) to conduct independent, external reviews of the quality of services, outcomes, timeliness of, and 
access to the services provided by the vendor covered under the RFP. These reviews will be conducted 
at least annually. 
 
3.19.2 Due Process 


3.19.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada 
Check Up. The DHCFP is responsible for the appeals process for disenrollment from managed care 
programs and for providing a State Fair Hearing to all recipients who request such a hearing for all 
actions taken on medical assistance program benefits 


 
3.19.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings 
and provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a 
copy to the vendor. 


 
3.19.3 DHCFP On-Site Audits 
The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of 
these audits is to confirm contract compliance and to more effectively manage DHCFP contract 
monitoring and oversight responsibilities of the vendor. These audits will be scheduled in advance and 
will focus on contract sections prior identified by the DHCFP. The vendor will be informed of the 
scheduling, focus of the audit and the expectations regarding vendor’s participation no less than thirty 
(30) days in advance of the on-site visit. The vendor will have all prior requested data and information 
available at the time the audit begins. 
 
3.19.4 Actuarial Services 
The DHCFP will provide or contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in compliance 
with state and federal law. Rate reviews will be conducted at least annually. 
 
3.19.5 Encounter Data Processing 
The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review 
encounter data submitted by contracted vendors. It is DHCFP’s sole responsibility to determine the 
format in which the vendor must submit the encounter data. In addition, the vendor encounter data, when 
requested, must be submitted to the DHCFP’s actuary. 
 
3.19.6 Website Access 
The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be 
accessed. 
 
3.19.7 Operations Oversight 
The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and 
disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; violations 
of the conditions for receiving federal financial participation; and all other provisions of the contract.
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3.20 COST CONTAINMENT AND/OR COST AVOIDANCE 
INITIATIVES 


 


Policies and Procedures 
We will continue to comply with all requirements to develop policies and procedures that positively 
impact the health outcomes of our members and result in cost savings to the State. We take pride in 
being responsible stewards of Nevada taxpayer dollars. From carefully crafted shared savings 
programs to comprehensive cost containment and avoidance initiatives to exhaustive claims editing, we 
continually maximize efficiency and cost effectiveness while improving health outcomes. We currently 
and will continue to provide cost containment and avoidance initiatives to the DHCFP for review and 
approval prior to implementation. 


Operating an Effective Claims Processing System 
We provide timely, accurate, and consistent claims processing and payment. We employ various tactics 
to minimize payment errors. For example, our claims processing system includes automated routines 
that apply a series of standard and State-specific 
edits, and edit claims data using industry-
recognized products such as code-review and 
bundling software.  


Our claims processing system complies with the 
DHCFP and federal regulations. Since 2013, we 
have processed more than six million Nevada 
Medicaid and Nevada Check Up claims. In the 
first six months of 2016, we processed 1,084,441 
claims in an average turnaround time - date of 
receipt to date of payment to the provider - of 4.7 
days for clean claims. 


We also have extensive experience and established processes to identify, validate, and collect any 
requisite legal liabilities from third parties according to State and federal requirements. We employ 
several cost containment and avoidance measures that focus on cost savings, including: 


 Identifying other health insurance 


 Maximizing cost avoidance through coordination of benefits prior to claim payment 


 Pursuing post-payment recovery from liable third parties 


 Preventing, detecting, and correcting fraud, waste, and abuse 


3.20 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
 
The vendor shall develop policies and procedures that ensure cost containment and avoidance 
initiatives that positively impact health outcomes and result in cost savings to the State. Cost 
containment and avoidance initiatives must be provided to the DHCFP for review and approval prior to 
implementation.  
 
The vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss of 
public funds to fraud, abuse, and/or waste. 
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We detail our claims processes in Section 3.12.4, Payment of Claims, and our Medicaid and claims 
processing adjudication experience in Section 4.1.12.1.E. 


Identifying Other Health Insurance and Maximizing Cost Avoidance through 
Coordination of Benefits Prior to Claims Payment 
Throughout members’ relationships with our health plan, we use a number of methods to determine 
whether they have other insurance. It is our fiduciary responsibility to make sure Medicaid is the payer 
of last resort, and we use a variety of strategies to accomplish this, including information received from 
the DHCFP, provider claims, and contact with our members and external organizations. We use 
external organizations to supplement our internal third-party coverage identification activities. 
Partnering with more than one organization maximizes opportunities and promotes cost avoidance. 


A dedicated unit validates internally- and externally-generated leads, including those from provider 
submitted claims and member contacts. These employees conduct a daily review of all potential third 
party liability (TPL) leads received from members, providers, and others to validate information with 
the primary carrier.  


We add validated third-party coverage information to the member’s record in our Core Operations 
System, including the policy issuer and number, effective and termination dates, and last date verified. 
Our system also stores the policyholder’s name, which is important if the member is a child and the 
insurance coverage is through an absent parent. For those members, coordination of benefits (COB) is 
automatically incorporated into the claim adjudication process.  


Identifying Duplicate and Unbundled Claims 
Our claims processing system includes edits to identify duplicate claims and edits to enforce correct 
coding practices, including those to prevent unbundling. In addition, we are able to pay certain State or 
local government providers the federal share only. 


During claims processing, our system applies a series of sophisticated edits to identify duplicate claims. 
Our system is configured to automatically deny claims that are definitively identified as duplicates and 
pend claims for review where it cannot make a positive determination.  


Claims analysts review pended claims and determine whether to pay or deny them. Our national claims 
team continuously reviews and fine-tunes duplicate claims identification criteria to help assure that we 
do not reimburse providers for duplicate claims submissions. To demonstrate the success of our edits: 
in the first seven months of 2016, we denied 18,621 claims as duplicates.  


To edit for correct coding, we use a two-tier approach to confirm that providers use proper billing 
practices. This approach leverages two industry-leading tools: ClaimsXten, McKesson’s next 
generation code auditing system (we are upgrading from ClaimCheck in November 2016), and Cotiviti 
Healthcare (formerly iHealth). In our claims processing system, these tools work in tandem to verify 
that claims meet code editing standards.  


Using ClaimsXten, we apply enhanced clinical and National Correct Coding Initiatives edits to each 
claim. These enhanced edits check for global codes subject to unbundling or Medically Unlikely Edits 
for multiple codes on a claim that may be incompatible. We base the criteria on industry standards and 
our internal reimbursement policies, and we apply the criteria to all submitted claims to validate claim 
accuracy. 
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Cotiviti applies an additional claims auditing step that validates services across providers, taking claim 
modifiers and provider specialty into consideration as well as how often the service can be performed. 
Cotiviti’s analytical decision engine delivers a final filter to catch improper claims. 


In addition to edits to identify duplicate claims and improper coding in our claims processing system, 
our Program Integrity department performs post-payment analysis on claims submissions to detect 
provider fraud, waste, and abuse. We vigorously pursue collection of funds when we identify improper 
payments to providers. We submit paid claims that are subsequently denied to the DHCFP as 
adjusted/voided encounters with our normal encounter data submissions, regardless of collection 
status. 


Verifying Services were Delivered 
We use a number of methods to verify that reimbursed services were actually delivered to enrolled 
members by providers and subcontractors. We embed quality into all facets of our organization. Our 
Program Integrity Plan aligns with the State’s goals for delivering cost-effective care; being a 
responsible steward of the State’s budget dollars, making sure that resources are used for the program 
and its members; and minimizing fraud, waste, and abuse to reduce or eliminate inefficiencies and 
expenses within the program. 


Monthly, we select a statistically valid random sample of claims paid in the prior month to verify that 
services were delivered. We mail Verification of Services letters to a defined number of members each 
month that describes the services on the claim and requests verification. This letter instructs the 
member to contact us if services were not rendered. We route calls from members indicating that 
services were not received to our Medicaid Special Investigations Unit for investigation. Please see 
Section 3.16.12 for more information on this process. 


In addition, our Program Integrity Unit performs retrospective analysis on paid claims data to identify 
potential situations where services were not actually provided to members. Please see Section 3.16.8 for 
more information on methods we employ. 


Pursing Post-payment Recovery from Liable Third Parties 
We pursue post-payment recovery from liable third parties and conduct subrogation according to State 
and federal laws and regulations.  


Once we adjudicate claims and disburse payments, we analyze data to retrospectively identify 
opportunities for COB or TPL recoveries, including pay-and-chase situations. We provide our national 
recovery partner with a monthly data file of all processed claims with associated member and provider 
data. The recovery partner compares claims information against its data repository of health 
information from more than 150 health insurance organizations, identifies the liable third parties, and 
bills them for payment. 


When overpayments are identified, we gather all claims documentation and send written notification to 
the provider, furnishing supporting documentation. We offer providers the option of directly refunding 
the overpayment or offsetting it in future payments. We wait 45 days for the provider to respond to our 
written request. Once we receive confirmation, we adjust the individual claim record and configure it 
to either accept a refund or withhold future payments equaling the overpayment amount.  
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All reimbursements are directed to our health plan with recoveries noted in the claims record for 
reporting to the DHCFP. When new third-party coverage information is identified through the 
recovery process, we incorporate it into the member record to facilitate COB for future claims.  


We maintain policies and procedures for subrogation. Through national resources provided by our 
parent company and affiliates, we partner with an industry leader, Optum Insight, who assists with 
subrogation cases, including the initial identification of liable third parties, such as auto carriers, 
through final payment recovery/reimbursement and case closure. We send them a monthly file of paid 
claims so that they can assess the claim for subrogation. They carefully review our paid claims, 
searching for ones with diagnosis codes that have a high volume of recovery under subrogation.  
Appropriate actions are taken when applicable including sending letters, filing liens, initiating 
negotiations and collecting funds.  


Preventing, Detecting, and Correcting Fraud, Waste, and Abuse 
Our current techniques for detecting fraud, waste, and abuse include the following intelligent software 
applications: 


 Pre-payment audit software focuses on submitted claims. The system automatically and 
comprehensively audits codes before claims are paid. It identifies the appropriate relationship 
between thousands of medical, surgical, radiology, laboratory, pathology, and anesthesiology 
procedures identified by CPT®‐4 and HCPCS codes. 


 Pre-payment fraud detection software determines fraud, waste, and abuse in health care claims 
before payment and identifies suspicious providers when aberrant behavior patterns emerge. Using 
these tools, we identify previously unknown patterns of suspicious behavior and more high-risk 
claims with few false positives. 


Specifically, we use the following fraud prevention tools and processes: 


 A Policy Administration System Module addresses claims editing based on published national 
reimbursement policies and national coding standards  


 A pre‐payment solution, in a real‐time environment, through a data interface applies payment 
policies to all professional claims and outpatient facility claims 


 Use of predictive models, pre‐ and post‐ payment, to score claims and providers for the possibility of 
fraud and abuse and level of financial risk 


Various systems are employed as a “final filter” before professional and outpatient facility claims are 
paid. 


We continually mine claims data to retrospectively identify potential cases of fraud. We use a fraud 
detection tool designed specifically for health care investigators, investigation management, and 
support staff. It is a retrospective, rules-based data analysis system optimized for health care fraud 
detection that applies thousands of statistics, rules, and trends against paid claims data. These rules 
cover all general categories of potential health care fraud and abuse, including provider, member, 
facility, dental, and pharmacy. It maintains claims data for three years and identifies outlier values. 
The aberrant providers identified through this tool become leads for our Corporate Investigations 
department (CID) investigators.  


We further detail our fraud, waste, and abuse program in Section 3.16.8, and our Management 
Information System in Section 3.14.  
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3.21 LIQUIDATED DAMAGES AND SANCTIONS 


 


We affirm that we will continue to comply with all terms and conditions stipulated in the Contract, the 
RFP, and all attachments, including the Forms and Reporting Guide. We file accurate, timely, and 
complete reports to the DHCFP, including disclosure of ultimate ownership or control information and 
related party transactions as required by DHCFP policy. We recognize the importance of complete, 
accurate, and timely data and understand that failure to meet Contract requirements may result in 
liquidated damages or intermediate sanctions and that we will be responsible for any fines or 
sanctions. We understand that if we fail to provide required reports or disclosures, the DHCFP may 
refuse to enter into a Contract and may suspend or terminate an existing Contract. 


As an established Managed Care Organization (MCO) and a current partner of the DHCFP, we 
understand the requirements and obligations of our Contract. 
We believe that regulatory actions support a meaningful 
dialogue with the DHCFP and help strengthen our programs 
through efficiency of administration and oversight. We educate 
employees, subcontractors, and providers; develop and update 
policies and procedures; implement monitoring and audit 
mechanisms; and enforce strict guidelines to comply with 
Nevada Contract requirements. 


Our Investment in Compliance 
We work diligently to maintain compliance with our Contract. Compliance is an essential part of our 
culture, and we work continuously to meet our Contract expectations, requirements, and standards. 
We have one of the most proactive compliance programs in the industry. Led by our Nevada Medicaid 
compliance officer and regulatory oversight manager, our local compliance team executes this 
program and is supported by our national Medicaid Compliance department’s extensive resources and 
best practices. This team maintains a dedicated Nevada Regulatory Services SharePoint site that 
comprises a comprehensive repository of all our contractual requirements and commitments. 
The program maintains a robust system of processes and controls to prevent, identify, and mitigate 
potential risks. It is founded on the principles of the U.S. Department of Justice’s (USDOJ) Seven 
Fundamental Elements of an Effective Compliance Program: 


1. Implementing written policies, procedures, and standards of conduct 
2. Designating a compliance officer and compliance committee 
3. Conducting effective training and education 


3.21 LIQUIDATED DAMAGES AND SANCTIONS 
 


The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and 
all attachments, including the Forms and Reporting Guide. The vendor must file accurate, timely and 
complete reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages 
or intermediate sanctions may be assessed. In addition to liquidated damages and intermediate 
sanctions, the vendor will be responsible for any fines or sanctions imposed upon the DHCFP by 
regulatory agencies as a result of the vendor’s non-compliance. 
 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the 
MCO fails to provide required reports, or disclose ultimate ownership or control information and 
related party transactions as required by DHCFP policy.  
See Attachment S ~ Liquidated Damages and Intermediate Sanctions. 
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4. Conducting internal monitoring and auditing 
5. Reporting and investigating 
6. Enforcing standards through well-publicized disciplinary guidelines 
7. Responding promptly to detected offenses and undertaking corrective action 


Our commitment to compliance and an established culture that 
encourages our employees to embrace this commitment is reflected 
in one of our core values: Trustworthy. We believe that being 
trustworthy and fostering open communication and dialogue 
across our health plan and with our State partners is at the core of 
our ability to meet the expectations and goals of the DHCFP, our 
providers, and our members (recipients). 


To support our commitment to being trustworthy, we invest in 
dedicated local compliance resources that strongly focus on Contract compliance and education, 
monitoring and oversight, and risk identification and mitigation. Our national compliance resources 
support our Nevada compliance resources by providing oversight, guidance, and sharing best practices 
across all affiliate health plans. An outline of the components of our Nevada compliance program and 
national support resources using the USDOJ framework follows. 


1. Implementing Written Policies, Procedures, and Standards  
of Conduct 
Policies and Procedures. We maintain a robust library of policies and procedures that address our 
regulatory, contractual, and other program obligations and requirements. Functional managers 
throughout the organization develop our policies in consultation with our Medicaid compliance officer 
and regulatory oversight manager. These policies play a major role in guiding health plan activities 
and operations. We monitor and review policies and procedures regularly and publish them on an 
internal website accessible to all employees. 


Standards of Ethical Business Conduct (Code). All employees must acknowledge and agree to comply 
with the Code as a condition of employment. The Code is applicable to our health plan and all of our 
affiliate health plans and is designed to help employees understand and comply with our legal, 
regulatory, and contractual responsibilities and act in a way that supports our national principles. 


2. Designating a Compliance Officer and Compliance Committee 
Regulatory Oversight Manager. Our regulatory oversight manager is our primary liaison with the 
DHCFP for day-to-day Contract management and oversight issues. The regulatory oversight manager 
oversees submission of all required regulatory reporting, and serves as our internal subject matter 
expert and resource for our contractual and regulatory obligations under our Medicaid programs.  


Compliance Officer. Our Medicaid compliance officer partners with our leadership to provide 
extensive and focused engagement across our health plan on issues including compliance education 
and training, risk identification and mitigation, and the development and oversight of corrective 
actions. Our Medicaid compliance officer provides executive-level oversight and management and 
works collaboratively across all functional areas to infuse compliance into everything we do. 


Nevada Medicaid Health Plan Compliance Committee. Chaired by our Medicaid compliance officer, 
our local Nevada Medicaid Compliance Committee includes our executive-level leadership, as well as 
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leaders from various departments, including Quality, Utilization Management, Care Coordination, 
Operations, Network Management, Marketing, Government Relations, Human Resources, and the 
regulatory oversight manager. The Compliance Committee meets at least quarterly and provides a 
forum for health plan leadership to review and discuss emerging issues and upcoming activities, assess 
potential compliance risks, and provide input into mitigation activities and plans of correction. The 
Compliance Committee receives and reviews reports on compliance monitoring activities and provides 
necessary oversight for our Nevada Compliance Program. 


3. Conducting Effective Training and Education 
Extensive Compliance Training. All employees in our parent organization’s family of companies 
receive mandatory compliance training at initial hire and annually. Compliance training covers 
education on the requirements of any current agreements or corrective actions; fraud, waste, and 
abuse; HIPAA; and other aspects of the compliance program, such as the Code, Cultural Competency, 
Drug Free Work Place policies and procedures, and any contractually required training. We track and 
monitor completion of all required training through our online learning systems. The Compliance 
team follows up directly with employees to verify completion. 


Continuing Education and Awareness. We conduct additional education and awareness activities 
throughout the year to reinforce the role that all Nevada health plan employees play in compliance. 
Our national Medicaid Compliance Program Services department sponsors an annual “Ethics, 
Compliance, and Privacy Awareness Week” celebration that includes activities and information 
highlighting how employee commitment to compliance supports overall success. In addition, our 
national Medicaid Special Investigations Unit sponsors periodic awareness initiatives that include 
educational materials and activities to help employees better understand how they can help identify and 
prevent fraud, waste, and abuse. 


4. Conducting Internal Monitoring and Auditing 
Nevada Medicaid Compliance Program and Work Plan. Our Medicaid compliance officer develops 
and maintains a Nevada Medicaid Compliance Program and Work Plan. The Compliance Committee 
reviews and approves the Work Plan each year and receives regular progress updates. The core 
functions of the Work Plan track the seven elements of an effective compliance program: written 
standards, structured compliance program, training and education, auditing and monitoring, reporting 
and investigation, enforcement and discipline, and response and prevention. 


National Medicaid Compliance Officer. We have ready access to the resources of our national 
Medicaid compliance officer and the Medicaid Compliance Program Services department. Collectively, 
this team assures the continuing operation and effectiveness of national Medicaid Compliance 
Program initiatives, including effectiveness reviews, standardized risk identification, prioritization and 
mitigation framework, and overall direction and guidance by sharing best practices with local 
Medicaid health plan compliance officers and committees. 


Partnership with Internal Audit. Our compliance resources and national Internal Audit department 
work together to see that master audit plans include key compliance issues and risks for detailed 
review, evaluation, monitoring, and corrective action as needed.  


5. Reporting and Investigating 
Speaking Up. In our Nevada health plan and nationally across our affiliate health plans, we work to 
establish a culture that encourages employees to “speak up” through multiple reporting avenues to 
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identify any potential compliance concerns or issues. We maintain a strict and highly publicized policy 
of non-retaliation for any employee who proactively comes forward to identify potential compliance 
risks or concerns. 


Confidential Compliance Hotline. Our national Compliance Hotline supports confidential (anonymous 
as requested) and secure reporting of potential violations. We investigate all hotline reports and 
communicate the results to the national Medicaid compliance officer. 


6. Enforcing Standards Through Well-publicized Disciplinary 
Guidelines 
National Ethics and Compliance Office. The national Ethics and Compliance Office administers and 
advises employees on the Standards of Ethical Business Conduct (described previously), serves as an 
independent resource to receive and investigate allegations of employee misconduct, provides 
employees with training on ethics and compliance issues, and provides high-level oversight of 
compliance programs across the enterprise. 


7. Responding Promptly to Detected Offenses and Undertaking 
Corrective Action 
Corrective Action. When we learn of any deficiency, whether identified by the DHCFP, a provider, or 
internally, our Medicaid compliance officer collaborates with appropriate internal stakeholders and 
business owners to investigate the root cause of the problem and develop an action plan to address the 
deficiency and prevent recurrence. 


Taken together, these Nevada compliance program components and national support resources 
represent a comprehensive and proactive approach to program monitoring and enforcement that 
promotes full compliance with all State and federal requirements, provides the fullest protection of our 
members’ rights, and fully supports the goals and objectives of the DHCFP mission to provide high-
quality health care services at reasonable and predictable costs. 


Compliance Assessment Tool and Compliance 360 
We are committed to maintaining high performance and compliance with the State’s expectations and 
requirements under our current and future Contracts. To augment our program and activities, we 
maintain a systematic approach to assessing, tracking, and reporting compliance, using two tools: 
Compliance Assessment Tool (CAT) and Compliance 360. 


Compliance Assessment Tool 
Our Medicaid compliance officer and regulatory oversight manager collaboratively oversee CAT to 
capture contractual requirements. As shown in Figure 3.21-1, we load key Contract requirements into 
CAT and assign each one a senior-level business owner who is responsible for the functional area(s) 
associated with the requirement. Business owners may designate a team member to respond and must 
periodically, but at least annually (as determined by the Compliance team), assess our compliance with 
its assigned contractual requirements. CAT currently contains 318 Contract requirements and 28 
unique business owners. 


  







 
   


 


3. SCOPE OF WORK 
3.21 LIQUIDATED DAMAGES AND SANCTIONS 


Nevada Managed Care Organization RFP# 3260 Section 3.21 — Page 5 
 


Figure 3.21-1. We use CAT to Assess, Track, and Report Compliance with Contractual Obligations  


 


CAT subsequently automates and tracks communications related to the business owner’s compliance 
assessments and the Compliance team’s review of them. CAT generates automatic prompts for 
business owners to respond within specific time frames. CAT also calculates an assessment score as a 
combination of compliance and monitoring—the higher the score, the greater the risk. The Medicaid 
compliance officer receives notification of all responses with a noncompliant status for follow-up and 
resolution. The CAT process helps us identify any contractual compliance gaps and provides a system 
of documenting and tracking action plans that address such gaps to enable us to continue to meet the 
requirements and expectations of the DHCFP. 


Compliance 360 
We use the Compliance 360 application to make sure that we maintain compliance with new or revised 
regulatory requirements. Whenever there is a new or revised requirement, such as a Reporting Manual 
update or the DHCFP bulletin or banner, our Nevada regulatory oversight manager creates an alert 
and disseminates it to all affected employees and stakeholders who serve as assessors. Assessors must 
evaluate alerts to determine whether the regulatory content affects their unit. If it does, the assessor 
must list planned tasks to reach compliance and document their completion. Our Medicaid compliance 
officer monitors timely assessments and task completion. Assistance from a dedicated project 
management team within the National Medicaid Division is available for medium- to large-scope 
Compliance 360 alerts such as large, cross-functional Contract amendments. 
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PART IB – TECHNICAL PROPOSAL 


VENDOR AGREEMENTS 


9.3.3.4.E Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements.A resume must be completed for each proposed key personnel responsible for 
performance under any contract resulting from this RFP per Attachment G, Proposed Staff 
Resume. 


 


SilverSummit will use the Third Party Administrator (TPA) services of its affiliate, 
Centene Management Company, LLC (CMC), to provide it with Centene’s enterprise, 
HIPAA compliant Management Information System (MIS), including all hardware, 
software, and supporting information technology (IT) and telephony services for 
SilverSummit’s administration of Nevada Medicaid and Nevada Check Up programs. 
Today, CMC successfully supports Centene’s Managed Medicaid Health Plans in 20 
states, processing 160 million enrollment records per year, adjudicating over 60 million 
Medicaid claims a year, and producing 100 million encounters a year for our affiliates’ 
Medicaid State Agency clients. As SilverSummit’s TPA, CMC is the sole owner of this MIS 
or has a right to utilize all core components of this MIS and has access to all software 
and hardware contracts and licenses that are necessary to operate this MIS.  Please note 
that the licensing agreements, to which CMC has access, contains confidentiality 
provisions which prevent their inclusion in this proposal. However, if SilverSummit is 
awarded the privilege of serving DHCFP, we will work with the State and identify the 
appropriate, legally compliant process so that DHCFP may review these agreements, 
regardless of the fact that SilverSummit itself is not the licensee. 
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PART IB – TECHNICAL PROPOSAL 


VENDOR CERTIFICATIONS AND LICENSES 


9.3.3.4.F  Copies of applicable certifications and/or licenses. 


 


Information in this proposal marked as confidential qualifies as confidential information 
exempt for disclosure under N.R.S. 333.333 1, and N.R.S. 239.010 1 including the medical 
licenses listed below. These licenses can be found in the Confidential Technical 
Proposal binder: 


 


 Dr. Corbett Nevada State Medical License 


 Ms. Smyers Registered Nurse License 
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ENVOLVE PEOPLECARE URAC 


CALL CENTER CERTIFICATE
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ATTACHMENT 4.1.12.7.C 
ENVOLVE PEOPLECARE 
URAC DM CERTIFICATE  
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ENVOLVE PEOPLECARE 
NCQA HIL CERTIFICATE  
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ENVOLVE PHARMACY SOLUTIONS, INC.
 Business Entity Information


Status:   Active File Date:   8/16/2016


Type:   Foreign Corporation Entity  Number:   E0362572016-6


Qualify ing State:   DE List of Offi cers Due:   9/30/2016


Managed By:  Expiration Date: 


NV Business ID:   NV20161485209 Business License Exp: 


 Registered Agent Information


Name: 
 THE CORPORATION TRUST


COMPANY OF NEVADA
Address 1:   701 S CARSON ST STE 200


Address 2:  City :   CARSON CITY


State:   NV Zip Code:   89701


Phone:  Fax: 


Mailing Address 1:  Mailing Address 2: 


Mailing City :  Mailing State:   NV


Mailing Zip Code: 


Agent Type:   Commercial Registered Agent  Corporation


Jurisdiction:   NEVADA Status:   Active


 Financial Information
No Par  Share Count:   0 Capital Amount:   $ 100.00


Par  Share Count:   10,000.00 Par  Share Value:   $ 0.01


  Officers  Include Inactive Officers 


No active officers found for this company


  Actions\Amendments


Action Type:   Foreign Qualification


Document Number:   20160362435-62 # of Pages:   2


File Date:   8/16/2016 Effective Date: 


Initial Stock Value: Par  Value Shares: 10,000 Value: $ 0.01 No Par  Value Shares: 0 ---------------------------------------------------------
 Total Authorized Capital: $ 100.00
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ATTACHMENT 4.1.12.7.B
ENVOLVE PHARMACY
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ATTACHMENT 4.1.12.7.A 
ENVOLVE VISION


NEVADA BUSINESS LICENSE







NEVADA STATE BUSINESS LICENSE
ENVOLVE VISION, INC.


Nevada Business Identification # NV20061709151


Expiration Date: May 31, 2017


IN WITNESS WHEREOF, I have hereunto 
set my hand and affixed the Great Seal of State, 
at my office on April 22, 2016


BARBARA K. CEGAVSKE
Secretary of State


In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed 
and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State 
Business License for business activities conducted within the State of Nevada.  


Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with 
the provisions in Nevada Revised Statutes.  License is not transferable and is not in lieu of any 
local business license, permit or registration.


You may verify this license at www.nvsos.gov under the Nevada Business Search.


License must be cancelled on or before its expiration date if business activity ceases.
Failure to do so will result in late fees or penalties which by law cannot be waived.
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ATTACHMENT 4.1.12.7.B 
ENVOLVE VISION NEVADA 
BUSINESS REGISTRATION







ENVOLVE VISION, INC.


Business Entity Information


Status: Active File Date: 5/16/2006


Type: Foreign Corporation Entity Number: E0365902006-8


Qualifying State: DE List of Officers Due: 5/31/2017


Managed By: Expiration Date:


NV Business ID: NV20061709151 Business License Exp: 5/31/2017


Additional Information


Central Index Key:


Registered Agent Information


Name:
THE CORPORATION TRUST


COMPANY OF NEVADA
Address 1: 701 S CARSON ST STE 200


Address 2: City: CARSON CITY


State: NV Zip Code: 89701


Phone: Fax:


Mailing Address 1: Mailing Address 2:


Mailing City: Mailing State: NV


Mailing Zip Code:


Agent Type: Commercial Registered Agent - Corporation


Jurisdiction: NEVADA Status: Active


Financial Information


No Par Share Count: 1,000.00 Capital Amount: $ 0


No stock records found for this company


− Officers Include Inactive Officers


Director - SARAH BAIOCCHI


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


Director - JASON M HARROLD


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Page 1 of 4Entity Details - Secretary of State, Nevada


7/6/2016http://nvsos.gov/sosentitysearch/PrintCorp.aspx?lx8nvq=E8HMajVJI8uKpybnfpEkIw%253...
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Status: Active Email:


President - DAVID M LAVELY


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


Director - DAVID M LAVELY


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


Director - WILLIAM N SCHEFFEL


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


Treasurer - GEORGE VERRASTRO


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


Secretary - KEITH H WILLIAMSON


Address 1:
7700 FORSYTH BOULEVARD, SUITE


800
Address 2:


City: ST. LOUIS State: MO


Zip Code: 63105 Country: USA


Status: Active Email:


− Actions\Amendments


Action Type: Foreign Qualification


Document Number: 20060310307-12 # of Pages: 1


File Date: 5/16/2006 Effective Date:


Initial Stock Value: No Par Value Shares: 1,000 ----------------------------------------------------------------- Total Authorized Capital: $


0.00


Action Type: Miscellaneous


Document Number: 20060310308-23 # of Pages: 1


File Date: 5/16/2006 Effective Date:


DELAWARE GOOD STANDING CERT


Page 2 of 4Entity Details - Secretary of State, Nevada


7/6/2016http://nvsos.gov/sosentitysearch/PrintCorp.aspx?lx8nvq=E8HMajVJI8uKpybnfpEkIw%253...
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Action Type: Initial List


Document Number: 20060310309-34 # of Pages: 2


File Date: 5/16/2006 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20070444957-22 # of Pages: 1


File Date: 6/28/2007 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20080330655-82 # of Pages: 1


File Date: 5/14/2008 Effective Date:


(No notes for this action)


Action Type: Registered Agent Change


Document Number: 20090254553-55 # of Pages: 1


File Date: 3/16/2009 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20090427225-53 # of Pages: 2


File Date: 5/21/2009 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20100286157-52 # of Pages: 2


File Date: 4/29/2010 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20110350498-63 # of Pages: 2


File Date: 5/10/2011 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20120340732-24 # of Pages: 2


File Date: 5/14/2012 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20130286933-17 # of Pages: 2


File Date: 4/29/2013 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20140294870-47 # of Pages: 1


File Date: 4/23/2014 Effective Date:


(No notes for this action)


Action Type: Annual List


Page 3 of 4Entity Details - Secretary of State, Nevada


7/6/2016http://nvsos.gov/sosentitysearch/PrintCorp.aspx?lx8nvq=E8HMajVJI8uKpybnfpEkIw%253...
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Document Number: 20150186287-00 # of Pages: 2


File Date: 4/24/2015 Effective Date:


(No notes for this action)


Action Type: Amendment


Document Number: 20160100309-92 # of Pages: 2


File Date: 3/1/2016 Effective Date:


(No notes for this action)


Action Type: Annual List


Document Number: 20160182278-37 # of Pages: 2


File Date: 4/22/2016 Effective Date:


(No notes for this action)


Page 4 of 4Entity Details - Secretary of State, Nevada


7/6/2016http://nvsos.gov/sosentitysearch/PrintCorp.aspx?lx8nvq=E8HMajVJI8uKpybnfpEkIw%253...


42







ATTACHMENT 4.1.12.7.C 
ENVOLVE VISION


NCQA CERTIFICATE
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ATTACHMENT 4.1.12.7.A  
CENPATICO NEVADA 


BUSINESS REGISTRATION
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ATTACHMENT 4.1.12.7.B  
CENPATICO NCQA 


CERTIFICATE







C
en


p
a
ti


co
 B


eh
a


vi
o
ra


l 
H


ea
lt


h
, 
L


L
C


 


M
ed


ic
a
id


 M
B


H
O


th
e 


st
at


u
s 


o
f 


F
u


ll
 A


cc
re


d
it


at
io


n
 


fo
r 


th
e 


d
ev


el
o
p
m


en
t 


an
d
 m


ai
n
te


n
an


ce
 o


f 
a 


cl
in


ic
al


ly
 e


ff
ec


ti
v
e
 


m
an


ag
ed


 b
eh


av
io


ra
l 


h
ea


lt
h
ca


re
 d


el
iv


er
y
 s


y
st


em
 


 w
h
ic


h
 m


ai
n
ta


in
s 


as
 i


ts
 p


ri
m


ar
y
 o


b
je


ct
iv


e 
th


e 
d
el


iv
er


y
 o


f 
 


h
ig


h
 q


u
al


it
y
 m


em
b
er


 c
ar


e 
an


d
 s


er
v
ic


e.
 


  
M


a
y 


9
, 
2
0
1
6


 
  
  
  
M


a
y 


9
, 
2
0
1
9


 


52







ATTACHMENT 4.1.12.7.A 
NIA NEVADA 


UTILIZATION REVIEW LICENSE 







LICENSE NUMBER: 16233 


Issue Date: 10-22-2002 Expiration Date: 03-01-2017 


Utilization Review 
NATIONAL IMAGING ASSOCIATES 


ATTN: KELLY MASON 
6950 COLUMBIA GATEWAY DR # 400 


COLUMBIA, MD 21046-2706 
is authorized to transact business as described above 


License No: 16233 Issue Date: 10-22-2002 Expiration Date: 03-01-2017 
Generated by Sircon 130077409 


THIS IS TO CERTIFY THAT


NATIONAL IMAGING ASSOCIATES 
ATTN: KELLY MASON, 6950 COLUMBIA GATEWAY DR # 


400, COLUMBIA, MD 21046-2706 


IS HEREBY AUTHORIZED TO TRANSACT BUSINESS 
IN ACCORDANCE TO THE LICENSE DESCRIPTION 
SHOWN BELOW: 


Utilization Review 


Generated by Sircon 130077409 


Page 1 of 1Compliance Express ™


6/3/2016https://www.sircon.com/ComplianceExpress/ServiceRequest/licPrnt.do?method=collectPay...
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ATTACHMENT 4.1.12.7.B
NIA 


NCQA CERTIFICATE
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ATTACHMENT 4.1.12.7.C
NIA 


URAC HUM CERTIFICATE







C
er


ti
fi


ca
te


 N
um


be
r:


 U
13


0
0


15
R


 - 
3


5
2


7


 


C
er


ti
fic


at
e 


of
 F


ul
l A


cc
re


di
ta


ti
on


 


is
 a


w
ar


de
d 


to
 


N
at


io
na


l I
m


ag
in


g 
A


ss
oc


ia
te


s,
 I


nc
. 


48
01


 E
. W


as
hi


ng
to


n 
St


re
et


, #
10


0 
Ph


oe
ni


x,
 A


Z 
85


03
4 


 


fo
r 


co
m


pl
ia


nc
e 


w
it


h 


H
ea


lt
h 


U
ti


liz
at


io
n 


M
an


ag
em


en
t A


cc
re


di
ta


ti
on


 P
ro


gr
am


 


pu
rs


ua
nt


 to
 th


e 
H


ea
lt


h 
U


ti
liz


at
io


n 
M


an
ag


em
en


t, 
V


er
si


on
 7


.0
 


E
ff


ec
ti


ve
 fr


om
 th


e 
Su


nd
ay


 1s
t  o


f D
ec


em
be


r 
of


 2
0


13
 th


ro
ug


h 
th


e 
T


hu
rs


da
y 


1s
t  o


f 
D


ec
em


be
r 


of
 2


0
16


 


 


 
W


il
li


am
 V


an
de


rv
en


n
et


 
C


hi
ef


 O
pe


ra
ti


ng
 O


ff
ic


er
 


 
Su


sa
n 


D
eM


ar
in


o 
V


ic
e 


P
re


si
de


n
t o


f A
cc


re
di


ta
ti


on
 S


er
vi


ce
s 


U
R


A
C


 a
cc


re
di


ta
ti


on
 is


 a
ss


ig
ne


d 
to


 th
e 


or
ga


ni
za


ti
on


 a
nd


 
ad


dr
es


s 
na


m
ed


 in
 th


is
 c


er
ti


fi
ca


te
 a


nd
 is


 n
ot


 tr
an


sf
er


ab
le


 to
 


su
bc


on
tr


ac
to


rs
 o


r 
ot


he
r 


af
fi


li
at


ed
 e


nt
it


ie
s 


no
t a


cc
re


di
te


d 
by


 
U


R
A


C
. 


U
R


A
C


 a
cc


re
di


ta
ti


on
 is


 s
ub


je
ct


 to
 th


e 
re


pr
es


en
ta


ti
on


s 
co


nt
ai


ne
d 


in
 th


e 
or


ga
ni


za
ti


on
’s


 a
pp


li
ca


ti
on


 fo
r 


ac
cr


ed
it


at
io


n.
 


U
R


A
C


 m
us


t b
e 


ad
vi


se
d 


of
 a


ny
 c


ha
ng


es
 m


ad
e 


af
te


r 
th


e 
gr


an
ti


ng
 o


f a
cc


re
di


ta
ti


on
. F


ai
lu


re
 to


 r
ep


or
t c


ha
ng


es
 c


an
 


af
fe


ct
 a


cc
re


di
ta


ti
on


 s
ta


tu
s.


 


T
hi


s 
ce


rt
if


ic
at


e 
is


 th
e 


pr
op


er
ty


 o
f U


R
A


C
 a


nd
 s


ha
ll


 b
e 


re
tu


rn
ed


 
up


on
 r


eq
ue


st
. 


55







ATTACHMENT 4.1.12.7.D NIA 
MARYLAND STATE QIO-LIKE 
ENTITY APPROVAL LETTER 
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4.0 COMPANY BACKGROUND AND REFERENCES 


4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


SilverSummit’s Company Profile is provided in the table below. 


Question Response 


Company name: SilverSummit Healthplan, Inc. (SilverSummit, a 
Subsidiary of Centene Corporation) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Nevada 


Date of incorporation: 03/28/2006 


# of years in business: While SilverSummit has been incorporated for 10 
years, we have yet to become operational.  


List of top officers: Mr. Steven White, President   
Mr. Jeffrey Schwaneke, Treasurer 
Mr. Keith H. Williamson, Secretary 
Ms. Tricia Dinkelman, Vice President of Finance 
Mr. Brent Layton, Vice President 


Location of company 
headquarters: 


Las Vegas, Nevada (SilverSummit – to be opened 
upon contract award) 


Location(s) of the company 
offices: 


SilverSummit intends to have two offices located in 
Nevada that will provide the services described in 
this RFP. 
Primary Office: 3753 Howard Hughes Parkway, Suite 
200, Las Vegas, NV  89169 
Secondary Office: Reno, Nevada (to be opened upon 
contract award) 


Location(s) of the office that will 
provide the services described in 
this RFP: 


SilverSummit intends to have two offices located in 
Nevada that will provide the services described in 
this RFP. 
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Question Response 


Primary Office: 3753 Howard Hughes Parkway, Suite 
200, Las Vegas, NV  89169 
Secondary Office: Reno, Nevada (to be opened upon 
contract award) 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


SilverSummit anticipates having 122 full-time 
employees located in Nevada to support the 
requirements of this RFP. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


In addition to SilverSummit’s 122 Nevada based 
employees, we anticipate another 121 full-time 
employees at our Corporate and affiliate offices who 
will be supporting SilverSummit’s business in 
Nevada. Centene has approximately 29,000 
employees nationwide with the skills and expertise to 
support Nevada as business grows. 


Location(s) from which 
employees will be assigned for 
this project:  


SilverSummit staff will primarily be located in our Las 
Vegas and Reno, Nevada offices. Field based staff 
will be located throughout Clark and Washoe 
Counties, including communities like Henderson, 
Boulder City, and Carson City.  


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


SilverSummit is a domestic corporation incorporated as SilverSummit Healthplan Inc. on 
March 28, 2006, in the State of Nevada.  Our Nevada Business ID is: NV20061600559. 
Upon selection as one of the managed care organizations to serve Nevada Medicaid and 
Nevada Check-Up, we are eager to establish our offices in Reno and Las Vegas to service 
Clark and Washoe counties - plus other geographic locations as the program expands. 
 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


Question Response 


Nevada Business License Number: NV20061600559 


Legal Entity Name: SilverSummit Healthplan, Inc. 
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Question Response 


National Provider Identifier (NPI) 1730632860 


Atypical Provider Identifier (API) Not applicable 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 
 


 
If “No”, provide explanation. 


N/A 
 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


SilverSummit has identified and will comply with licensing requirements. Per RFP 3260 
Amendment 1, dated July 8, 2016, we confirm that we will provide the requisite certificate 
of authority upon contract award. 
 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 
 


 
 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were 
performed: 


N/A 


Yes X No  


Yes  No X 
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Question Response 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


 


Yes  No X 


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


N/A 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


N/A 
 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity. 6Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


 
 


*SilverSummit has no significant or ongoing contract failures, contract breaches, and is 
not involved in any civil or criminal litigation involving a contract with the State of 
Nevada or any other governmental entity. SilverSummit is a subsidiary of Centene 
Corporation (“Centene”), a Fortune 500 publicly traded company. SilverSummit, Centene 
and its affiliates are routinely subjected to legal proceedings in the normal course of 
business. While the ultimate resolution of such matters is uncertain, it is not expected 
that the result of any of the matters will adversely affect SilverSummit’s ability to perform 
or fulfill its obligations under this contract.   
 


Yes  No X 
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If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


 
In the interest of transparency, set forth below are two litigation matters referenced in 
Centene’s most recent Securities and Exchange Commission filing; these matters do not 
involve SilverSummit, but rather involve SilverSummit’s affiliated companies. 


Question Response 


Date of alleged contract 
failure or breach: 


July 5th, 2013 


Parties involved: Kentucky Spirit Health Plan, Inc.  and the Commonwealth of 
Kentucky 


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


On July 5, 2013, Centene’s subsidiary, Kentucky Spirit Health 
Plan, Inc. (Kentucky Spirit), terminated its contract with the 
Commonwealth of Kentucky (the Commonwealth).  Kentucky 
Spirit believed it had a contractual right to terminate the contract 
and filed a lawsuit in Franklin Circuit Court seeking a declaration 
of this right. The Commonwealth alleged that Kentucky Spirit's 
exit would constitute a material breach of contract. The 
Commonwealth seeks to recover substantial damages and to 
enforce its rights under Kentucky Spirit's $25 million 
performance bond. The Commonwealth's attorneys have 
asserted that the Commonwealth's expenditures due to Kentucky 
Spirit's departure range from $28 million to $40 million plus 
interest, and that the associated CMS expenditures range from 
$92 million to $134 million. Kentucky Spirit disputes the 
Commonwealth's alleged damages and filed a lawsuit in April 
2013, amended in October 2014, in Franklin Circuit Court seeking 
damages against the Commonwealth for losses sustained due to 
the Commonwealth's alleged breaches. 
On February 6, 2015, the Kentucky Court of Appeals affirmed a 
Franklin Circuit Court ruling that Kentucky Spirit does not have a 
contractual right to terminate the contract early. The Court of 
Appeals also found that the contract’s liquidated damages 
provision “is applicable in the event of a premature termination of 
the Contract term.” On September 8, 2015, Kentucky Spirit filed a 
motion for discretionary review seeking Kentucky Supreme Court 
review of the finding that Kentucky Spirit's departure constituted 
a breach of contract. The Commonwealth opposed this motion.  
On April 27, 2016, the Kentucky Supreme Court declined 
discretionary review, thereby making the Court of Appeals 
decision final. The question of damages is still an open issue to 
be determined by the Franklin Circuit Court. Kentucky Spirit 
believes it is not liable for damages because there was a prior 
breach of the contract by the Commonwealth, as alleged in 
Kentucky Spirit’s complaint. 
On May 26, 2015, the Commonwealth issued a demand for 
indemnification to its actuarial firm, for "all defense costs, and 
any resultant monetary awards in favor of Kentucky Spirit, arising 
from or related to Kentucky Spirit's claims which are predicated 
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upon the alleged omissions and errors in the Data Book and the 
certified actuarially sound rates." On August 19, 2015, the 
actuarial firm moved to intervene in the litigation. The Franklin 
Circuit Court granted the actuarial firm's motion on September 8, 
2015 and ordered a forty-five day stay of all pretrial proceedings 
in order for the firm to review the record. Also, on August 19, 
2015, the actuarial firm filed a petition seeking a declaratory 
judgment that it is not liable to the Commonwealth for 
indemnification related to the claims asserted by Kentucky Spirit 
against the Commonwealth. On October 5, 2015, the 
Commonwealth filed an answer to the actuarial firm's petition and 
asserted counterclaims/cross-claims against the firm. 
On March 9, 2015, the Secretary of the Kentucky Cabinet for 
Health and Family Services (CHFS) issued a determination letter 
finding that Kentucky Spirit owed the Commonwealth $40 million 
in actual damages plus prejudgment interest at 8 percent. On 
March 18, 2015, in a letter to the Kentucky Finance and 
Administration Cabinet (FAC), Kentucky Spirit contested CHFS' 
jurisdiction to make such a determination. The FAC did not issue 
a decision within the required 120 days. On August 13, 2015, 
Kentucky Spirit filed a declaratory judgment action against the 
Commonwealth in Franklin Circuit Court seeking a declaration 
that the Commonwealth may not purport to issue a decision 
against Kentucky Spirit awarding damages to itself when the 
matter is already before the Kentucky courts, and that the 
Commonwealth has waived its claims against Kentucky Spirit for 
damages arising out of the contract. The Commonwealth filed 
counterclaims seeking a Declaration of Rights and Entry of 
Judgment on its determination letter. On December 1, 2015 the 
Franklin Circuit Court consolidated this declaratory judgment 
action with Kentucky Spirit’s other litigation claims against the 
Commonwealth. On December 15, 2015, the Franklin Circuit Court 
denied Kentucky Spirit’s motion to dismiss the Commonwealth’s 
counterclaim for Declaration of Rights and Entry of Judgment. 
Discovery is proceeding in the consolidated litigation matters. 
The resolution of the Kentucky litigation matters may result in a 
range of possible outcomes. If Kentucky Spirit prevails on its 
claims, it would be entitled to damages. If the Commonwealth 
prevails, a liability to the Commonwealth could be recorded. The 
Company is unable to estimate the ultimate outcome resulting 
from the Kentucky litigation. As a result, the Company has not 
recorded any receivable or any liability for potential damages 
under the contract as of June 30, 2016. While uncertain, the 
ultimate resolution of the pending litigation could have a material 
effect on the financial position, cash flow or results of operations 
of the Company in the period it is resolved or becomes known.   


Amount in controversy: See Description Above 


Resolution or current status 
of the dispute: 


See Description Above  
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If the matter has resulted in a 
court case: 


Court: Franklin Circuit Court Case Number, 
Civil Action No. 


12-CI-01373 


Status of the litigation: Ongoing 


Question Response 


Date of alleged contract 
failure or breach: 


2007-2015 


Parties involved: Michael D. Myers v. State Board of Equalization, et, al., (Health 
Net California 


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


 Centene’s California subsidiary, Health Net of California, Inc. 
(Health Net California), has been named as a defendant in a 
California taxpayer action filed in Los Angeles County Superior 
Court, captioned as Michael D. Myers v. State Board of 
Equalization, et al., Los Angeles Superior Court Case No. 
BS158655. This action is brought under a California statute that 
permits an individual taxpayer to sue a governmental agency 
when the taxpayer believes the agency has failed to enforce 
governing law. Plaintiff contends that Health Net California, a 
California licensed Health Care Service Plan (HCSP), is an 
“insurer” for purposes of taxation despite acknowledging it is not 
an “insurer” under regulatory law. Under California law, 
“insurers” must pay a gross premiums tax (GPT), calculated as 
2.35% on gross premiums. As a licensed HCSP, Health Net 
California has paid the California Corporate Franchise Tax (CFT), 
the tax generally paid by California businesses. Plaintiff contends 
that Health Net California must pay the GPT rather than the CFT. 
Plaintiff seeks a writ of mandate directing the California taxing 
agencies to collect the GPT, and seeks an order requiring Health 
Net California to pay GPT, interest and penalties for a period 
dating to eight years prior to the October 20, 2015 filing of the 
complaint. This lawsuit is being coordinated with similar lawsuits 
filed against other entities. The Company expects an initial status 
conference shortly after the assignment of a presiding judge. The 
Company intends to vigorously defend itself against these 
claims; however this matter is subject to many uncertainties. 


Amount in controversy: See description above 


Resolution or current status 
of the dispute: 


Ongoing 


If the matter has resulted in a 
court case: 


Court 


Los Angeles Superior Court 


Case Number 


BS158655 


Status of the litigation: Ongoing 
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


 


Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.   


SilverSummit has no exceptions, and has submitted Attachment B with assumptions 
behind Tab V as requested. 
 
If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the State 
will not consider any additional exceptions and/or assumptions during negotiations.  
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


SilverSummit Healthplan, Inc. has reviewed all insurance requirements in Attachment E, 
Insurance Schedule and we will be able to provide the insurance requirements specified.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


66







4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


Established in 2006, with the purpose of bringing innovative Medicaid programs and best 
practices to Nevada Medicaid and Check Up members, SilverSummit Healthplan 
(SilverSummit) responded to RFP 1509 for Managed Care Services. At the time, our 


Parent Company, Centene Corporation (Centene), was 
operating Medicaid Managed Care plans in eight states, 
serving 1.2 million members. For 18 months, our 
business development and contracting team shuttled 
between Washoe and Clark counties developing 
relationships with stakeholders, and a robust network to 
meet access requirements and the unique needs of 
Nevada members. SilverSummit was unsuccessful in the 
procurement, losing by one half of a point, yet we never 
forgot Nevada.  
In 2006, Centene had almost no presence in the western 
United States. Today, we are the largest Medicaid 
managed care company in the country, as well as in the 
western region, serving more than 11.4 million members 
across 25 states.  We are a diversified, multi-national 
health care enterprise providing programs and services 
management to government sponsored health care 
programs. Our focus is on under-insured and uninsured 
individuals.  Our experience and disciplined approach, 
refined over 32 years, enables us to provide accessible, 
quality, culturally sensitive health care coverage to the 
communities we serve while offering flexible solutions 
to our State clients. As Centene has grown, so has 
Nevada’s managed care program, from serving fewer 
than 100,000 members in 2006 to more than 425,000 
today. This level of growth and expansion brings 
additional challenges and requires partners capable of 
delivering innovation and expertise.  SilverSummit is 


prepared to offer best practices honed from the growth, evolution and transformation of 
Centene’s Medicaid service delivery models over the past decade.  


Company Background and History 
Centene began as a single health plan in Wisconsin in 1984, and we are honored to still 
be in the state today.  
Centene has evolved from a collection of health plans to a multi-line managed care 
enterprise, ensuring members receive appropriate, medically necessary services, and 
working as a partner to state governments to improve health outcomes. To provide a 
holistic, integrated model of care, Centene offers a family of health solutions that work 
together to make health care seamless, more effective, and more accessible for 
everyone. These solutions, provided through our family of companies, include behavioral 
health, vision, pharmacy, dental, medical triage and health education, telehealth, and 
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wellness and disease management programs. Please see Section 4.2 Subcontractors for 
more detail on our wholly owned subsidiaries. 
Through our ability to create innovative solutions, and be flexible to the needs of our 
partners, we are committed to delivering results for our stakeholders: state governments, 
members, providers, and community organizations. The longevity of our contracts 
reflects the confidence of our State and community partners and the value we provide.  
Health Insurance Marketplace. Centene began offering programs through the Health 
Insurance Marketplace in 2014. Through our Ambetter product, we focus on lower 
income, subsidized members under 400% of the Federal Poverty Level. We began 
programs in nine states, and are currently operating programs in 15 states, doubling our 
marketplace membership. Ambetter plans continue to grow and thrive as we enter new 
markets. We attribute this to our commitment to collaborating with CMS and state 
regulators to deliver affordable access to quality care. Our networks target providers and 
systems that are located in communities with a high concentration of uninsured and 
underserved members. Our Ambetter plans operate in markets where we have existing 
Medicaid business. As with our Medicaid health plans, we seek to include a large 
percentage of Essential Community Providers, with FQHCs as a cornerstone of our 
primary care network, and work to contract with a subset of our Medicaid network to 
ensure continuity of care for members churning back and forth from Medicaid to the 
Exchange.  
Our collective experience, collaborative spirit and distinctive purpose firmly position us 
as an undeniable leader in today’s rapidly evolving health care environment. We look 
forward to bringing an Ambetter Silver Qualified Plan to the Nevada Exchange. 
Foster Care. Centene’s Texas health plan was awarded the first exclusive contract to 
provide managed care services to foster children in 2008. Centene health plans now hold 
the contracts for three of the four exclusive statewide-managed care programs for 
children in foster care in the United States — in Texas, Florida and Washington. In 
addition, we serve foster care membership in nine other markets. We have built local 
relationships with stakeholders in Nevada, such as The Foster and Adoption Coalition of 
Nevada and Foster Change, who share our commitment to the wellbeing of children in 
care. We were pleased to receive a Letter of Support from Foster Change. 
Medicare. Centene began serving Medicare members in 2008. We now offer Medicare 
Advantage in four states, Medicare Special Needs Plans (SNP) in eight states and 
programs for Medicaid/Medicare Dually eligible members in six states. The acquisition of 
HealthNet provides the capabilities, scale and quality profile needed to expand our 
opportunities in the Medicare space beyond the Duals. Our Medicare expertise includes 
Medicare Advantage, including plans with 4-STAR quality rating. 
Correctional Health Care. Our proven managed care principles are helping states deliver 
new levels of clinical efficacy and cost efficiency for correctional systems through 
Centurion — a joint venture partnership between Centene and MHM Services Inc. 
Centurion brings managed care solutions to correctional system health care to eight 
state partners.  


Qualifications to Serve Nevada 
Our Purpose. Centene's experience has taught us that every individual and every 
community faces unique challenges. Through the years, Centene has enhanced its 


68







  


 


 


traditional health plan offerings through innovation and specialty services, all with one 
purpose: to transform the health of our community, one person at a time.  Our total 
solution approach allows us to improve quality of care and health outcomes, while 
helping to manage medical costs. 
Our Goals as a Managed Care Leader. Consistent with our parent company, our goals 
align with the mission of DHCFP to improve the health of Nevadans. SilverSummit’s 
goals are to: 


• Significantly improve EPSDT Screenings, Prenatal/ Postpartum Care and HEDIS Rates 
• Identify and facilitate treatment for secondary conditions 
• Coordinate care to reduce duplication and waste 
• Reduce socio-economic barriers to care 
• Implement physician-driven strategies that support a Medical Home 
• Improve the satisfaction and experience of Nevada Medicaid and Nevada Check Up 


members and providers 
SilverSummit’s affiliates serve over 6.5 million Medicaid members. We serve 5.5 million 
TANF and CHIP members across 17 states, 1 million Medicaid Expansion members in 11 
states, and over 600,000 Health Insurance Marketplace membership in 15 states. While 
our experience with populations similar to those in Nevada’s program is unparalleled, it 
is only a fraction of the reason we believe we will be successful in Nevada.  
We attribute our success in government health programs to our local approach, 
understanding the needs of our members, delivering integrated health solutions, creating 
innovative provider partnerships, focusing on quality and preventive care, and investing 
in IT solutions to support members, providers, and our state partners.  
Local Approach. From our name, to our approach, to our operations, we operate locally. 
As a best practice, we hire people from the communities we serve, leveraging their local 
knowledge and expertise. SilverSummit is a Nevada corporation and will begin 
operations licensed in the state with employees in our Las Vegas headquarters, and our 
Reno office, and field based employees throughout both counties. All member and 
provider facing functions will be located in Nevada including Quality, Pharmacy, Medical 
Management, Network Development and Contracting, Compliance, and Operations 
(Member and Provider Services - including Member and Provider Call Centers, Marketing 
and Community Outreach).  
Understanding the Health Care Needs of Nevada Medicaid Recipients. In our meetings 
across Washoe, Clark and Surrounding Rural Counties we have spent significant time 
listening to stakeholder needs and concerns. We understand the effect that issues such 
as homelessness and behavioral health access have on the health care system. We 
understand the unique needs of Nevada, including the differences between Clark and 
Washoe counties. As illustrated throughout Section 4.1, we have designed our programs 
and services to align and complement the DHCFP’s program objectives and to reflect the 
needs of Nevadans that are not included in standard Medicaid Covered Services. We 
know that culturally competent, in-person interaction is key to effectively engaging 
stakeholders to improve not only care delivery, but to positively affect social 
determinants of health.  
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Enhancing Continuity of Care through Integration. SilverSummit will draw on Centene’s 
expertise of providing similar services including the provision of medical, behavioral 
health, vision and pharmacy services. We support whole-person health, and for us, 
integration is not just a buzzword. Through our family of companies, we are able to 
deliver and integrate medical, behavioral health, functional, social, and other services 
members receive to create a system of care around that individual and eliminate silos. 
Members need only call one number and company for all their customer service needs, 
making it easier to navigate and receive timely access to care. 
As further discussed later in Section 4, our person-centered approach is evidence-based, 
consistent and tailored for managing the individual needs of the members we serve. Our 
integrated, individualized system will effectively address the clinical, functional, social, 
and other non-clinical needs of our members that affect health and quality of life. This 
approach encourages member responsibility and self-management to improve personal 
health outcomes and well-being.  
Provider Partnerships that Lead to Improved Access and Quality of Care. SilverSummit 
will coordinate and deliver access to health care and community services for our 
members through partnerships with providers throughout the State. We realize that our 
providers are at the forefront of improving our members’ health status and quality of life. 
Our goal is to link members to the Medical Home best able to serve them. Our first 
priority with our providers is to make sure that they receive payment quickly and 
correctly, and that they do not face unnecessary administrative hassle. We believe that 
stronger and more rewarding relationships can be developed with providers by 
incentivizing the delivery of high quality and efficient care. We offer our providers an 
extensive array of value-based contracts. This approach allow us to address existing 
barriers to care and to ensure that our members have access to appropriate and high-
quality health care. Instilled in our approach is collaboration, engaging regularly with the 
provider community to provide input into programs and foster innovation in Nevada. 
We understand that the cooperation and engagement of each member’s Primary Care 
Provider (PCP), behavioral health providers and specialists (when applicable), and social 
supports are crucial to delivering quality health care. Our network will include essential 
community providers, as well as primary care, specialty care, hospitals, ancillary care, 
and pharmacy. Further details around our network can be found in Section 4.1.12.A.  
A Focus on Preventive Care and Quality. Quality means going above and beyond to make 
sure our members get the care they need in the most appropriate setting. We are proud 
to have our quality performance efforts formally recognized by both URAC and NCQA. 
We will pursue NCQA accreditation as quickly as allowed. All of our affiliate Medicaid 
health plans eligible for NCQA accreditation currently hold an accreditation status, with 
the one remaining health plan scheduled for accreditation by 2017. We build our Quality 
Culture around achieving the Triple Aim for Health Care Improvement: improving 
population health, improving efficiency, and lowering health care costs. We are also 
committed to the fourth leg of a Quadruple Aim (as stressed by Bodenheimer and Sinsky 
in 2014): improving the work life of our network providers and their staff as well as their 
experience and satisfaction with the Nevada Medicaid Program and SilverSummit. 
Actionable Data to Support Improved Quality Measures and Member Outcomes. 
Anticipating Member Needs. We realize the importance of Care Managers and providers 
needing current, targeted, and actionable information to help them with impactful 
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insights at the point of care and to drive quality improvement programs and HEDIS, 
EPDST, and other member and population health outcome results. Our HIPAA compliant 
Centelligence® enterprise analytic platform integrates clinical, claim, lab test, 
assessment, demographic, and other member level data, applies clinical predictive 
modeling rules and supplies our care teams, providers, and members with care gap and 
health risk information. 
Continued Investment in Quality Driven Technology. SilverSummit and Centene are 
committed to ensuring the best possible member outcomes, delivered efficiently and 
effectively though information-based coordinated care. CONFIDENTIAL. This 
information qualifies as confidential business information as defined in the RFP and has 
been labeled as such and submitted in a separate binder marked:  “Part I B Confidential 
Technical”.  This information qualifies as confidential business information under NRS 
333.020 5.(a) as it relates to the amount of expenditures submitted in support of this bid.   
 
 
 


NARRATIVE RESUMES.  
SilverSummit Differentiators. In summary, what differentiates SilverSummit from 
competitors is our whole-health approach to care, focus on the individual, our active 
local involvement, and our IT systems capabilities. We will expand capacity and timely 
access to services through:  


• Innovative value-based pricing and initiatives  
• Care coordination with other network services available outside of the health plan 


network  
• Our whole-health approach to care offering a person-centered approach to and 


processes for Care Coordination, which is evidence-based, consistent, robust, and 
tailored to manage different conditions.  


• Our strong suite of fully integrated, wholly-owned companies that brings focused 
expertise and presents a unified face and seamless experience to our providers and 
members. 


• Our “Meet Me Where I Am” philosophy applied through local staff visiting the 
member’s physical location to provide education and support; meeting in-person with 
providers, tailoring member education and action plans to their health literacy and 
willingness to change; and emphasizing communication and collaboration with 
providers along the continuum of Electronic Health Record use, quality, and Patient-
Centered Medical Home status.  


• Our insourced technology for the combined organization that creates economies of 
scale, cost reduction and a higher degree of efficiency, effectiveness and security. 
Centene owns its technology companies, which supports capability advancement, 
cost distribution and innovation sharing across the organization. 


• Our focus on serving the under-insured and uninsured individuals positions us to 
bring best practices, innovation, and efficiencies while delivering better health 
outcomes to Nevadans. 
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4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


No. SilverSummit is not designated as a Qualified Health Maintenance Organization. As 
such, we have made all required disclosures requested in section 3.16.25.5  
 
4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


SilverSummit Healthplan, a wholly-owned subsidiary of Centene Corporation, was 
formed for the sole purpose of serving members through the Nevada Medicaid and 
Nevada Check Up programs. SilverSummit will draw upon Centene’s 32 years of 
Medicaid managed care experience, including all benefits and services described in this 
RFP, and experience providing services to all eligible Medicaid populations.  
As the largest Medicaid Managed Care Organization in the nation, Centene and its 
affiliated health plans are recognized leaders in government sponsored managed care 
programs. SilverSummit will use and expand upon this national expertise and best 
practices for our health plan in Nevada. Based on this experience, and that of affiliated 
health plans providing services to similar populations, and our Envolve specialty 
companies as further detailed in section 4.2 Subcontractors, we are confident in our 
ability to provide a robust set of health care solutions and quality managed care services 
to members in Nevada.  
As SilverSummit, we look forward to bringing our experience and proven approach to the 
State and implementing innovative programs to meet the needs of Nevada’s members, 
DCHFP, providers and community stakeholders. 
 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


A National Partner focused on Government Health Care Programs 
SilverSummit is supported by our parent organization, Centene Corporation, a veteran 
leader in providing managed care services to and improving health outcomes for 
Medicaid and other public sector populations. This includes populations such as 
children and adults with complex/special needs and child/youth in Child Welfare or 
receiving adoption assistance. As the nation’s largest Medicaid managed care 
organization, Centene and its affiliate health plans currently serve more than 11.4 million 
individuals enrolled in government-funded programs across the country. We have built 
and retained contracted partnerships with more than 332,000 physicians and 2,700 
hospitals, many of them academic institutions, nationwide. The table below highlights 
our primary business, client base, and length of time providing services for each.  


Primary Business State/CMS Contracts 
(Client Base) 


Length of Time 


Medicaid 


including Temporary Assistance for 
Needy Families (TANF), Aged Blind 


18 32 years 
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and Disabled (ABD), and Long Term 
Services and Supports (LTSS) 


Children’s Health Insurance Plan 
(CHIP) 


18 32 years 


Foster Care 11 (Including 3 
statewide, single source 
contracts) 


8 years 


Health Insurance Marketplace 15 2 years 


Medicare  


Including Medicare Advantage and 
Dual Demonstrations 


12 16 years 


Corrections 8 3 years 


With the Centene acquisition of Health Net, Inc., in 2016, our business now includes 
federal contracts with the U.S. Departments of Defense and Veterans Affairs as well as a 
small subset of private sector commercial programs. Health Net has held a contract to 
serve TRICARE members in the North Region since 2011, and was awarded the TRICARE 
West Region in July of 2016.  
 
4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


Centene Corporate History  
SilverSummit’s parent company, Centene, is the largest Medicaid managed care 
organization in the country with 32 years of experience in full-risk Medicaid managed 
care serving low-income and under-served members. Founded as a single health plan by 
Betty Brinn in Milwaukee, Wisconsin, Centene has established itself as a national leader 
in the health care services field. Betty established Centene upon the mission of “caring 
and service to others.” Michael F. Neidorff, Chairman and Chief Executive Officer of 
Centene, joined the company in 1996. Mr. Neidorff has brought consistency and stability, 
as well as the fundamental belief that every American is entitled to quality health care 
with dignity. Today, through a comprehensive portfolio of innovative solutions, we are 
deeply committed to delivering results for stakeholders: members, state governments, 
providers, and community organizations.  


Company Ownership 
SilverSummit will hold a statewide Health Maintenance Organization license issued by 
the Nevada Department of Insurance and is the RFP Respondent. SilverSummit is a 
wholly owned subsidiary of Centene Corporation, of which Centene Corporation has 
100% ownership, management, and control.  
As illustrated in the organizational chart below, Centene’s Board of Directors (BOD) has 
oversight of SilverSummit’s BOD. SilverSummit’s BOD has oversight of SilverSummit. 
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SilverSummit’s local BOD is its governing body, has legal and fiduciary responsibility for 
SilverSummit operations, and operates in accordance with Nevada law and regulations. 


Centene Corporation


Corporate Structure and 
Lines of Responsibility 


and Authority


Line of Authority


 Line of Ownership


Centene Management 
Company, LLC (CMC)Management 


Agreement


100% Ownership
SilverSummit Healthplan, Inc.


SilverSummit Healthplan 
Board of Directors


Centene Corporation 
Board of Directors


 


Major Shareholders and Principles 
SilverSummit is a wholly owned subsidiary of Centene. As the parent organization, 
Centene is SilverSummit’s only shareholder. As a publicly traded company, Centene has 
many shareholders, from larger corporations to individuals, including its employees at 
every level. The table below lists Centene principles and their respective positions within 
the company.  


Principle Name Position Title  


Michael F. Neidorff Chairman, President and Chief Executive Officer 


K. Rone Baldwin Executive Vice President, Markets 


Cynthia J. Brinkley Executive Vice President, Global Corporate Development 


Brent Layton Executive Vice President, Chief Business Development Officer, 
Growth and Expansion 


Carol E. Goldman Executive Vice President and Chief Administrative Officer 


Jesse N. Hunter Executive Vice President, Products 


Jeffrey A. Schwaneke Executive Vice President, Chief Financial Officer and Treasurer 


Keith H. Williamson Executive Vice President, General Counsel and Secretary 
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SilverSummit Board of Directors  
The SilverSummit Board of Directors is an operating Board and will be comprised of 
SilverSummit officers and external members nominated from our provider community. 
All nominations and approval are subject to the rules and policies of the State of Nevada, 
SilverSummit, back ground check, and acceptance of any member designated by an 
organization and that provider organization’s authority. The inaugural nominees are: 
 


1. Brent Davis Layton:  SilverSummit Health Plan officer 
2. Steven White:    SilverSummit Health Plan officer 
3. Kenneth Yamaguchi:   SilverSummit Health Plan officer  


 
External Nominees 


4. Bill Welch:    Nevada Hospital Association 
5. Chuck Duarte:   Community Health Alliance, Reno 
6. Tina Drago:    First Person Health Center, Las Vegas 
7. Nominee-Walter Davis:  First Med Health Centers, Las Vegas 
8. Tracy Green, M.D.  UNLV-Medical School, Las Vegas 
9. K. Warren Volker, M.D.   M.D. WellHealth  
10. Kevin Morss    WestCare 
11. Psychiatrist    Desert Parkway Behavioral Health Hospitals 
12. Physician    Health Care Partners-Designee 
13. Physician    Western Physicians Alliance-Designee 


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


SilverSummit, wholly owned subsidiary of Centene, is a resident Nevada-based company 
established for the sole purpose of providing Medicaid managed care services through 
the Nevada Medicaid and Nevada Check Up programs. 
 
4.1.11.4 The location of disaster recovery back-up site. 


Centene owns and operates two enterprise state-of-the-art datacenters that support and 
securely house all core SilverSummit applications and data. Our primary datacenter is 
located in St. Charles County, Missouri and our disaster recovery back-up site is located 
in Sacramento County, California. The two datacenter facilities are highly scalable and 
hardened to withstand natural disasters with a seismic importance factor of 1.5 in the 
event of an earthquake (both datacenters are located outside of earthquake zones 
according to the U.S. Geographical Survey) and the ability to withstand tornadic winds of 
up to 165 MPH. Our primary and back-up datacenter operate in a “hot backup” 
contingency mode for essential business functions.  


Corporate IT Datacenter Disaster Recovery Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter. As 
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part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise. The last Disaster Recovery Exercise was 
conducted successfully in May 2016. Validation of recovered applications assured 
Centene IT staff that our MIS could deliver our systems in an emergency and validated 
confidence in the capability of our back-up datacenter. In addition to the Disaster 
Recovery Exercise, we also perform multiple mock scenario specific tests throughout the 
year, including testing the actual restoration of our IT operations, systems, and data 
recovery, as well as our ability to restore local operations. We will conduct similar mock 
scenarios for our SilverSummit locations in Clark and Washoe Counties. 
 
4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 
Brent Layton  
Executive Vice President, Business Development and Chief Business Development 
Officer 
Centene Corporation 
7700 Forsyth Blvd. 
St. Louis MO, 63105 
314-505-6348 Office 
770-241-9066 Cell 
 
4.1.11.6 The size of organization in assets, revenue and people. 


SilverSummit Healthplan, Inc. is backed by its parent company, Centene Corporation. 
Centene maintains a $1.0 billion revolving credit facility. Centene has a very strong 
balance sheet with over $19.5 billion in total assets, including $2.7 billion in cash and 
cash equivalents, short-term investments of $443 million, and long-term investments of 
$4.2 billion. Centene possesses sufficient assets and reserves for contingencies, and 
generates sufficient cash flow and positive income to support its subsidiary health plans 
such as SilverSummit. Centene and its subsidiaries employ 29,000 employees 
nationwide. Expected revenue for 2016 is estimated at $40.0 billion. 
 
4.1.11.7 The organizational chart of your senior management by function including key personnel. 


Please see the following page for our organizational chart, including key personnel
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Chief Executive Officer


Steven White
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Board of Directors
 


 
Director, Finance 
Christian Miller


SilverSummit Organizational Chart
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4.1.11.8 The areas of specialization. 


Through our parent company, SilverSummit brings national leadership and experience 
in Medicaid managed care to Nevada. Through the years, Centene has enhanced its 
traditional health plan offerings through innovation and specialty services, all with one 
goal: to transform the health of our community, one person at a time. As depicted in the 
graphic below, we are a leader in health care with a comprehensive portfolio of 
innovative solutions that includes coverage for Medicaid, Medicare and the Health 
Insurance Marketplace. Our specialty solutions include Behavioral, Pharmacy, Vision, 
and Dental Benefit management, as well as Telehealth and Life & Health Management. 
With a primary focus in government sponsored health programs, SilverSummit is well 
prepared to bring a full compendium of best practices to Nevada. 
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Below we describe our experience in each of these specializations in more detail.  


Medicaid/CHIP 
Since 1984, our expertise has helped maximize the effectiveness of state Medicaid 
programs by managing care of chronic illnesses and reducing inappropriate 
emergency room visits, inpatient days and high-cost interventions. SilverSummit 
affiliate health plans  in 20 states continue to integrate care management, education, 
outreach and incentives through targeted programs such as Start Smart for Your 
Baby®, our maternity management program, MemberConnections, our community 
health worker program, CentAccount®, our member incentive program, and our Health 
Education Book Series for Children and Teens. Additional programming includes 
health education and outreach specifically for children and teens, as well as helping 


members manage conditions such as 
sickle cell or diabetes. These programs 
are discussed in depth in section 
4.1.12B and C. Throughout the years, 
these and other innovative Centene 
programs have been distinguished as 
best practices by industry 
organizations such as Dorland Health’s 
Case in Point Awards; Medicaid Health 
Plans of America Center for Best 
Practices; Hermes Creative Awards; 
Web Health Awards; Modern 
Healthcare’s Marketing IMPACT 
Awards; National Environmental 
Leadership Award in Asthma 
Management; Congressional Black 


Caucus Health Braintrust Honors; and Auburn University’s Anti-Bullying Hero Award, 
to name a few.  


Health Insurance Marketplace 


While other insurers have found the Health Insurance Marketplace challenging, 
Centene’s Ambetter Marketplace plans have thrived. We attribute this to our 
commitment to collaborating with CMS and state regulators to deliver affordable 
access to quality care through Marketplace. Our Ambetter plans are designed to be 
affordable, comprehensive solutions for lower-income individuals and families who 
may not qualify for Medicaid or other government coverage.  Initially launched in 2014, 
we nearly doubled our marketplace membership in 2015, offering coverage and 
benefits through health insurance marketplaces in 15 states in 2016. With our exchange 
product, we focus on lower income, subsidized members under 400% of the Federal 
Poverty Level. We focus on network, targeting providers and systems that are located 
in communities with a high concentration of uninsured and underserved members. As 
with our successful Medicaid plans, we seek to include a large percentage of Essential 
Community Providers and FQHCs as a cornerstone of our primary care network, and 
work to contract with a subset of our Medicaid network to ensure continuity of care for 
members moving back and forth from Medicaid to the Exchange. We look forward to 
serving membership in Nevada through our Silver Qualified Health Plan offering. 
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Foster Care 


SilverSummit’s affiliate health plans have almost a decade of experience providing 
comprehensive services for children and youth in foster care. Centene health plans 
hold the contracts for three of the four single source statewide-managed care 
programs for children in foster care in the United States — in Texas, Florida and 
Washington. In addition, our subsidiary in Mississippi is the state health plan of choice 
for its fully integrated, statewide foster care managed care program. We also provide 
specialized managed care services to support adoption populations in Indiana, Kansas, 
Louisiana and Missouri. Our robust system of care coordination provides innovative 
clinical interventions and care management strategies and a nationally recognized 
training and education initiative that have driven significant improvement in health 
outcomes and supported the ultimate goals of well-being and permanency. 
A Focus on Trauma Informed Care. Identifying and understanding the effects of trauma 
on development and particularly on behavior in both children and adults are crucial in 
assessing each member’s needs and in understanding the context of behavior. 
Centene has the most highly developed trauma-informed training program in the United 
States among managed care organizations serving this population. The training is not 
only a component of Care Management training, but includes expansive curriculum for 
providers and service organizations. Using this model, our Texas affiliate has provided 
training on trauma-informed care to over 60,000 people since 2008.  


LTSS and I/DD 


SilverSummit’s affiliate health plans’ experience and integrated approach to care 
management are helping states address the increasingly complex needs of individuals 
requiring long-term services and supports (LTSS). Our affiliates currently manage 
LTSS in seven states for individuals diverse in age and disability, including elders with 
chronic conditions and individuals with physical disabilities, intellectual/ 
developmental disabilities (I/DD) and brain injuries. Our comprehensive approach 
includes 24-hour telephone clinical support, integrated behavioral health programs, 
caregiver training and support, home modifications, attendant care, emergency alert 
systems and equipment to help with mobility and maintain an individual’s 
independence in a home or community setting. 


Medicare 


Whether due to age, disability or income, individuals who are eligible for Medicare 
often require additional care and support services. SilverSummit affiliates currently 
offer dual-eligible special needs plans (D-SNP) in eight states and Medicare Advantage 
programs in four states. We are also participating in Medicare-Medicaid Program (MMP) 
Dual Demonstration programs in six states.  


Correctional Health Care 


Our proven managed care principles are helping states deliver new levels of clinical 
efficacy and cost efficiency for correctional systems through Centurion — a joint 
venture between Centene and MHM Services Inc. Centurion began its first contract in 
2013 and now serves more than 150 facilities across eight states.  
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Centene and Health Net 
In 2016, Centene completed the acquisition of Health Net to create one of the largest 
government-sponsored health care providers in the country. The addition of Health 
Net’s business increases our capabilities and broadens the diversity of our offerings 
and geographic reach, particularly in the western region, which includes the California 
Medicaid program — the largest in the country.  


Geographic Reach 
The graphic below shows our footprint by product. 
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Integrated Specialty Solutions 
In 2015, we launched Envolve™, a new brand that brings 
together our extensive portfolio of specialty health care 
solutions to achieve a level of integration that is unparalleled in 
health care. Envolve represents our family of health solutions working together to 
make health care simpler, more effective and more accessible for everyone. Envolve 
leverages our collective expertise in behavioral health management, telehealth 
services, life and health management, pharmacy benefits management, specialty 
pharmacy, dental benefits management, managed vision, and more, to provide 
integrated and comprehensive health care for members. We have made it our mission 
to provide health care that is more accessible, and as a united brand, we are able to 
provide seamless services that are more effective and more efficient for clients and 
members alike.  


 


Envolve Pharmacy Solutions services transform the traditional 
pharmacy benefit delivery model through innovative, flexible solutions 
and customized care management. We will improve outcomes for 
patients living with complex conditions by focusing on comprehensive 
solutions for patients. 


 


Envolve PeopleCare services is focused on individual health 
management through education and empowerment. Through behavioral 
health, nurse triage, telehealth, and health, wellness and disease 
guidance programs, we will help transform lives.  


 


Envolve Benefit Options services integrates dental and vision benefits. 
These fully integrated health services are customizable to govern costs 
while offering the highest care to the communities we serve. 


Through all of these integrated programs and services, SilverSummit brings a unique 
blend of specialization and proven solutions to Nevada Medicaid and Nevada Check Up 
members.  
 
4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


Centene operates in two segments: Managed Care and Envolve branded suite of 
Specialty Services. The Managed Care segment consists of Centene’s health plans 
including all of the functions needed to operate them. Centene’s Specialty Services 
segment consists of Envolve solutions offering auxiliary health care services and 
products, including Cenpatico, Envolve Dental, Envolve PeopleCare, Envolve 
Pharmacy, and Envolve Vision. 
Segment information as of and for the year ended December 31, 2015, follows ($ in 
millions): 
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Segment information as of and for the year ended December 31, 2014, follows ($ in 
millions): 


 
 
4.1.11.10 The corporate philosophy and mission statement. 


SilverSummit and its affiliate health plans are deeply committed to transforming the 
health of the community, one person at a time, by delivering results for our 
stakeholders: state governments, members, health care providers, uninsured 
individuals and families, and other health care and community organizations. As 
depicted in the graphic below, our core philosophy is that quality health care is best 
delivered locally. This local approach enables us to provide accessible, high quality 
and culturally sensitive health care services to our members. Our care management 
model utilizes integrated programs that can only be delivered effectively by a local 
staff. Moreover, our programs enable us to partner with trusted providers to promote a 
medical home for each member so they can receive timely and appropriate care. Our 
managed care model delivers healthier outcomes, significant savings, and local jobs to 
the communities we serve. 
SilverSummit has an unwavering mission to provide quality health care and 
personalized services through member, community, and provider partnerships, while 
promoting better health outcomes at lower costs. This mission is the driving force 
behind the programs we create and the decisions we make. 
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4.1.11.11 A description of any plans for future growth and development of your organization. 


SilverSummit looks forward to serving members in Nevada. As noted in the RFP, we 
would welcome a potential expansion to serve additional geographies, populations and 
services, such as MAABD and HCBS Waivers, and would be well prepared to serve this 
membership. We also look forward to working in partnership with the state on key 
initiatives, such as health and wellness promotion and efforts to improve the quality 
and accessibility of primary medical services, as outlined in Governor Sandoval’s 
Strategic Planning Framework. 
Our parent company, Centene, looks to continue to grow in states where we have 
existing Medicaid business, welcoming new populations, and expanding geography. 
We will also continue to explore Medicaid program opportunities where we do not have 
active health plans.  
In addition, we will continue to expand offerings in the Health Exchange Marketplace, 
where we have found great success and growth since 2014, explore opportunities to 
grow our Medicare and correctional health business and address homelessness 
through integrated housing and health care initiatives. 
Our experience has taught us that every individual and every community faces unique 
challenges. In our ongoing effort to transform the health of our communities, one 
person at a time, we continue to broaden our service offerings to address areas that we 
believe have been traditionally underserved. Our multi-line approach allows us to 
improve quality of care and health outcomes, while helping to manage medical costs 
and diversify our revenues. 
Strong, balanced results in each of our business segments continues to drive our 
success and reflects the strength of our foundational diversification strategy. 
Investments in people, capabilities and technology have led us to consistently deliver 
strong performance with an industry-leading growth rate. Our subsidiaries and suite of 
products continue to generate great opportunities. We have added and expanded 
contracts in existing markets, grown geographically, acquired new business, and 
added new capabilities and offerings. By being relentless in sustaining and enhancing 
the discipline and agility that has shaped—and continues to shape— our success, 
Centene has become one of the largest government sponsored program management 
organizations in the country. 
 
4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


A Legacy of Implementation Success 
Below, we discuss our recent experience implementing new market additions, market 
expansions, and business line additions. Also discussed is the implementation 
approach and project management methodology SilverSummit will leverage from 
previous successful implementations completed by our affiliate health plans to ensure 
we will be ready. 
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Implementation Experience. Across the nation and across all lines of business, our 
parent company, Centene Corporation, has achieved an impeccable record of 
successful implementations. We have never missed an implementation deadline. In the 
last five years we have implemented programs for 8,990,000 new members across 18 
states. This includes membership growth through acquisitions, new health plans, re-
procurements, service area expansions, and product expansions.  
In 2015, among other successful implementations, we launched a Behavioral Health 
Integrated Care program in Arizona serving more than 400,000 members; expanded our 
Medicaid Expansion programs in nine states to serve more than 400,000 additional 
members; and significantly expanded our TANF/CHIP/ABD program in Louisiana to 
include an additional 200,000 members. Our acquisition of Trillium Community Health 
Plan added an additional 95,000 managed Medicaid members in Oregon. Our recent 
acquisition of Health Net, which added nearly 6,000,000 members to our programs, 
positions Centene the largest provider of Medicaid and other government-sponsored 
programs in the country.  
Our high touch, local approach to implementation and state-centered operating models 
are at the core of our business philosophy and ensure we will become a reliable, 
effective, and transparent partner with the DHCFP. 
Centene has successfully implemented new managed care plans in highly penetrated 
managed care markets similar to what we will experience in Nevada, in states as 
diverse as Washington and Missouri we have:  


• Seamlessly implemented new health plans (network and operations) in multiple 
markets where the State transitioned from Medicaid Fee-for-Service (FFS) to 
managed care;  


• Expanded managed care services statewide in states where managed care was 
previously limited to certain geographic regions and/or populations;  


• Completed a number of significant program expansions that required extensive 
network development and staff recruitment.  


Based on this experience and our flexible model, we will be able to tailor our approach 
to meet/exceed all requirements and DHCFP expectations. The following table provides 
details on the successful implementations Centene has completed over the last five 
years.  
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Table: Recent Implementation Experience 
State Year Type of 


Implementation 
Populations Timeline Membership 


at Go-Live 
(Approximate) 


Current 
Membership 


(Approximate) 
 


New Health Plan Implementations: In the new markets reflected below, Centene health plans 
built networks ranging from 2,800 to 10,300 providers with the average build taking 4-6 months 


to complete. 


CA 2013 New HP; New 
MC Market 


TANF, CHIP, 
ABD 


8 
Months 97,200 189,800 


KS 2013 
New HP; 


Existing MC 
Market 


All 
Populations 


7 
Months 134,000 144,700 


NH 2013 
New Health 


Plan (HP); New 
Managed Care 


(MC) Market 


TANF, CHIP, 
ABD 


18 
Months 
(State-


Delayed) 
34,000 79,700 


LA 2012 New HP; New 
MC Market 


TANF, CHIP, 
ABD, Foster 


Care 


7 - 10 
Months 
(Phased 
Impleme
ntation) 


170,000 375,200 


MO 2012 
New HP; 


Existing MC 
Market 


TANF, CHIP, 
Foster Care 


4 
Months 54,000 102,800 


WA 2012 
New HP; 


Existing MC 
Market 


TANF, CHIP, 
ABD 


6 - 9 
Months 57,000 239,600 


IL 2011 New HP; New 
MC Market ABD 9 


Months 17,000 234,600 


MS 2011 New HP; New 
MC Market 


ABD, 
Breast/Cervi
cal Cancer, 
Foster Care 


5 
Months 33,000 323,700 
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State Year Type of 
Implementation 


Populations Timeline Membership 
at Go-Live 


(Approximate) 


Current Membership 
(Approximate) 


Significant Program Expansions 


WA 2016 
New Program; 
Existing MC 


Market 
Foster Care 9 


Months 22,000 239,600 


CA 2015-
2016 


Acquisition of 
Existing HP 


(Health Net) in 
Existing MC 


Market 


All 
Populations 


9 
Months 6,000,000 6,189,000 


OR 2015-
2016 


Acquisition of 
Existing HP 


(Trillium 
Community 


Health Plan) in 
Existing MC 


Market 


TANF, CHIP, 
ABD 


12 
Months 95,000 221,500 


IN 2015 
New Program; 
Existing MC 


Market 
ABD 5 


Months 20,000 291,000 


AZ 2015 


Program 
expansion with 


significant 
regional 


expansion: 
Existing MC 


Market 


Behavioral 
Health with 
SMI Health 


Homes 
(Behavioral 


Health Carve 
out) 


9 
Months 440,000 597,700 


LA 2014-
2015 


Significant 
Enrollment 
Expansion 


through 
Acquisition 


TANF, CHIP, 
ABD 


7 
Months 200,000 375,200 


IL, MI, 
OH, 


SC, TX 
2013-
2015 


New Program; 
significant 


network build 


Medicare 
Medicaid 
Program 


(Dual Demo) 


2-Year 
Period 27,000 26,500 


CA, IL, 
IN, MA, 
NH,OH
OR, 
WA,WI 


2013-
2015 


Expansion with 
network build 


Medicaid 
Expansion 


2-Year 
Period 407,000 435,600 
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FL 2013-
2015 


New Program; 
significant 


regional 
expansion: 
Existing MC 


Market 


LTC (aged 
and 


physically 
disabled) 


8 - 15 
Months 
(Phased 
Impleme
ntation) 


31,000 726,100 


MS 2012-
2015 


Significant 
program 


expansion and 
membership 
expansion 
requiring 


flexibility and 
network build. 


Pregnant 
Women & 
Infants, 


TANF, ABD, 
CHIP 


3-Year 
Period 230,000 323,700 


FL 2014 


Program 
expansion; 
significant 


regional 
expansion: 
Existing MC 


Market 


TANF, ABD 


7 - 10 
Months  
(Phased 
Impleme
ntation) 


375,000 726,100 


FL 2014 


New Contract; 
significant 


regional 
expansion: 
Existing MC 


Market 


Foster Care 
(sole 


contract) 


7 - 10 
Months  
(Phased 
Impleme
ntation) 


22,000 726,100 


IL 2014 


New Program; 
significant 


network build: 
Existing MC 


Market 


TANF, 
Breast and 


Cervical 
Cancer, 


Pregnant 
Women 


6 
Months 100,000 234,600 


TX 2011 -
2012 


Statewide 
Medicaid Rural 
Expansion with 


significant 
network build; 


New MC Market 


All 
populations 


but CHIP 
7 


Months 405,000 1,037,000 


TX 2011 


Program 
expansion with 
sign. network 
build: Existing 
Non-Risk MC 


Market 


STAR-PLUS 
(ABD, LTSS) 


– Dallas 
Service Area 


9 
Months 20,000 1,037,000 


 


88







  


 


 


Project Management Methodology  
Project Structure and Resources. Centene’s proactive implementation planning efforts 
begin well in advance of Contract award notice. We have spent more than a year on the 
ground in Nevada, engaging with members, providers and other stakeholder groups to 
understand the State’s health care landscape and begin developing solutions to 
Nevada’s health care objectives. Currently, our pre-implementation planning activities 
include securing letters of intent and/or executed contracts with key providers, 
engaging and forming partnerships with community resource organizations, 
networking with senior- and executive-level professionals to identify Key Personnel 
candidates, and exploring real estate opportunities. 
Immediately upon notice of Contract Award, SilverSummit will deploy a dedicated 
Transition Leadership Team (TLT) who will work onsite in Nevada and in collaboration 
with Centene’s corporate Business Implementation and Integration Team (BIIT) 
(collectively, the “Team”). The Team will be comprised of veteran executive, 
management and technical staff who understand how to and have implemented 
Medicaid programs and have significant collective experience in health plan 
operations, network development, project management and new health plan 
implementations.  
The BIIT will manage the Work Plan, resources and schedules to help ensure timelines 
are met; identify and manage risks; and manage cross-functional teams to achieve 
project goals. The TLT will, at a minimum, direct program and process design; develop 
policies and procedures; oversee network provider contracting, credentialing and new 
provider training; oversee the recruitment and training of all permanent health plan 
staff; oversee all systems testing; work closely with newly hired health plan staff to 
prepare for and participate in readiness review; and work collaboratively with health 
plan staff to ensure the effective transition of health plan operations to health plan staff 
post Go Live. The TLT will continue to be available to health plan staff as advisors for 
no less than six months post Go Live.  


• To ensure an on-time operational start date and ensure we effectively implement the 
Contract as required, the BIIT and TLT will use a project management approach that 
consists of six key elements: A consistent project management lifecycle 
methodology with defined stages and activities that ensure progress toward 
implementing the health plan  


• The deployment of dedicated, highly specialized professionals with defined levels 
of authority to implement contract requirements 


• Systematic review of implementation progress, issue/risk identification/assessment, 
alternatives analysis and resolution  


• Co-management of the project blending the market expertise of our TLT, and the 
implementation expertise of the BIIT and other Centene corporate resources  


• A customized communications plan that ensures adequate and timely reporting to 
executive management and department personnel and ensures consistent 
communication between implementation participants 


• A set of industry standard and proprietary tools to define accountability, track 
progress and identify and mitigate risks to implementing the health plan 
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Figure: Implementation Monitoring Process 


 
 


Our implementation model has standards for how projects are organized to support 
resource planning, fiscal responsibilities and risk management components that are 
critical to ensuring the overall success of our implementation. The Team will customize 
Centene’s proprietary and proven implementation tools and processes to ensure all 
Title XIX Medicaid and Title XXI State Child Health Insurance Managed Care Program 
(“Program”) Contract requirements are incorporated and addressed. They also will 
develop a detailed Work Plan that outlines all necessary activities, resources, staffing, 
and key dependencies such as timeframes and completion dates. As part of the Work 
Plan development process, the Team will assess contractual “musts and shalls” to 
clearly understand each requirement, determine activities required to address each, 
and identify associated issues or risks.  
For those areas requiring new or more detailed approaches or techniques, we will 
develop secondary Work Plans, which will be maintained and monitored by 
workgroups and overseen and incorporated into the overall Work Plan by the BIIT. 
These workgroups will report progress/barriers into Weekly Project Team meetings and 
Project Team leads and Senior Leadership will report progress to the Enterprise 
Implementation Steering Committee (Steering Committee), comprised of Executive 
Leadership, which will monitor the overall project Work Plan and direct/oversee course 
changes when and if necessary, and align priorities and assure resources are made 
available. Our consolidated team of BIIT and TLT resources, with oversight by the 
Steering Committee, will ensure integrity of the process and avoid any potential 
communication gaps that could jeopardize our implementation success. Further, we 
will convene pre-implementation Provider and Community Advisory Committees and 
meet continuously with DHCFP to obtain input into program, process and network 
design; work through start-up issues; ensure all Contract requirements are met; and 
guarantee our ability to deliver service excellence members and providers expect from 
the Program on Day One. 


Monitor actual project 
accomplishments against 


expected results


Provide global visibility 
into progress as the 


project proceeds, so that 
the team and 


management can take 
corrective action early 


when project 
performance varies from 


original plans


Ensure coordination 
among the 


implementation 
stakeholders to achieve 
overall project results


Facilitate consistency 
between 


implementations so the 
implementation process is 


scalable and repeatable
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Project Lifecycle Methodology. Centene’s project lifecycle methodology provides a 
solid framework for managing key implementation activities according to a defined set 
of standards. This methodology provides the same framework as a typical “Project 
Office” in which resources and tools are deployed in a standardized manner. The 
following graphic demonstrates Centene’s Project Lifecycle Methodology. This 
approach combined with oversight by the Team enables us to effectively meet tight 
timeframes, manage cross-functional activities, and establish clear expectations with 
all stakeholders and project participants.   


 


This Lifecycle enables us to manage our implementation through the project’s life cycle 
by: 


• Completing our initial needs assessment (based upon market and contract review), 
assigning appropriate resources and developing a detailed and integrated project 
Work Plan  


• Applying standards and metrics to each phase of the implementation/development 
life cycle 


• Assigning functional owners who can make decisions and ensure project 
progress/success 


• Assigning key milestones and deliverables to each phase with specific ownership 
• Reporting weekly status to key stakeholders 
• Continually assessing for risk and developing risk mitigation strategies to ensure 


resolution of every issue 
• Establishing initial operations and operating models as well as system development 


and support strategies 
• Clarifying escalation paths at the beginning of the project to facilitate timely 


response, priority, and resolution  


PHASE I


Project 
Initiation


•Create 
Scope


•Formal 
Project Kick-
off Meeting


•Prepare 
RFP 
response


•Develop 
initial 
implementati
on time-line 
and work 
plan


PHASE II


Pre-
Implementatio
n


•Resource 
Finalization


•Sub-group 
work group 
kick-off 
meetings


•Finalize Work 
Plans


•Perform Initial 
Risk 
Assessment


PHASE III


Implementation


• Risk 
Assessment & 
Mitigation


• Ongoing work-
group meetings


• Staff Hiring
• Key Report 
Prep


• Readiness 
Review 
Planning


• Initial 
Operations 
Review


• Cut-Over 
Planning


• Systems end-
to-end Testing


PHASE IV


Cut-Over/Plan 
Operations


•Successful 
Claims 
Processing


•First 
Encounter 
Submission


•BIIT transfer 
to Operational 
Team


•Post Go-Live 
Reviews
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Risk Management: Issue Identification and Resolution. SilverSummit believes that an 
important part of an effective implementation strategy must include a plan to identify, 
assess and plan for risks that may impact a successful implementation. The BIIT 
utilizes a disciplined process with tools that allow us:  


• to continually monitor risks,  
• assess the potential impact and probability of a risk occurring, 
• develop mitigation plans intended to reduce the risk, 
• prioritize the efforts and resources appropriately, and 
• assign accountability and monitor progress toward mitigating the risk. 


 
When a risk is identified, two factors are assessed that characterize the impact a risk 
might have to the Implementation effort: 


1.  Probability – What is the likelihood the risk will occur and impact the 
implementation? 


2.  Impact – How extensive would the impact be to either the schedule and/or cost 
for leaving the risk unaddressed? 


 
Once characterized, a risk is documented in the Risk Log and subsequently mapped 
onto a grid for evaluation in the context of other risks identified for the implementation.  
 
Risk Documentation and Tracking. All issues and risks will be documented on a Risk 
Log which stratifies issues based on probability (what is the likelihood the problem will 
occur) and impact (to what degree will the problem affect the project schedule or 
costs). Using this stratification, implementation team members can ensure all issues 
are tracked and addressed in a proactive and consistent manner. The Risk Log is not 
simply a listing of potential issues, instead it also documents assignment of 
accountability and includes a high-level description of the tasks necessary to resolve 
the problem or mitigate the risks.  
Other Tools: Issues and risks that may require input or decisions from DHCFP will be 
tracked via a Questions and Answers Grid that will include each question, the date 
submitted, the person from the implementation team requesting the clarification, a 
reference to a specific department, state agency document or contract section, the date 
the question was answered and the answer provided by the department. Lastly, if any 
issue requires additional decisions or activities not captured in the workplan, we will 
document and track accountability and completion on our Key Decisions and Next 
Steps Document.  
Risk Mapping: Once the risks are identified and the risks priority levels are determined, 
the Business Implementation Management Team will use the Risk Map to provide 
visual documentation of the risk and to track movement as the risk is managed. Those 
risks identified in red receive immediate attention by the project team.  
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Figure: Risk Map 
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Network Process Readiness. As further discussed in Section 4.1.12.1.A, Centene has 
significant experience building networks with the ability to build statewide networks in 
as little as 150 days. Our network implementation sub-group is led by the VP, Network 
Development and a team of dedicated, experienced contractors on the ground 
throughout Nevada and the catchment areas. This team of twenty has built numerous 
statewide networks over the past five years. To preserve and expand member access, 
we  build the most comprehensive network possible, recruiting providers interested in 
contracting with SilverSummit, and able to pass our credentialing process, including 
physician extenders, and nurse-midwives. In Nevada, we will prepare the Network 
Development Plan using the following materials to ensure compliance: State contract 
templates, RFP requirements, Covered Services, and DHCFP access standards. We will 
download Nevada’s provider network, if applicable, into our Contract Relationship 
Management Prospecting (CRMP) tool and define our strategy/resource requirements 
and timelines. We will train all network staff to ensure competence and knowledge of all 
Nevada requirements and have already begun meeting and obtaining LOI’s with key 
Nevada provider groups such as the hospital associations, the primary care 
association and FQHCs to understand practice and referral patterns, provider 
needs/concerns and any population nuances in both Clark and Washoe Counties. We 
have been meeting with other key providers, including large systems and practices, 
and will review competitor networks to ensure completeness of our targeted 
recruitment lists.  
Once we have completed the above steps, we will deploy local contracting teams in 
each County so they can dig in and understand local communities, patterns of care, 
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cultural needs, and other member and provider needs and concerns. We have already 
begun meeting with large systems/academic medical centers/trauma centers/transplant 
facilities; local hospitals; Primary Care/Pediatricians/OB-GYNs; Specialists; 
FQHCs/RHCs; Dentists and orthodontists; and other providers including ambulance 
service providers, long-term care providers, rehabilitation facilities, etc., and will 
continue to do so through Contract award and beyond. As we learn more, we will 
continuously refine our recruitment strategy. We will review and amend national 
contracts such as with lab, and pharmacy and radiology to include the new market and 
ensure adequacy requirements. We also will review our subcontractor recruitment 
plans and incorporate status reporting into our regular Joint Operating Committee 
Meetings.  
SilverSummit and our subcontractors will generate frequent geo-access reports using 
Quest Analytics tools throughout the network contracting process and continuously re-
prioritize our efforts. For example, we will continuously prioritize all underserved areas 
or those with identified deficiencies, such as specialties. We understand rural and 
underserved areas exist in both Clark and Washoe Counties. The TLT and the 
Enterprise Steering Committee will closely monitor all network development efforts and 
redirect course directions as needed to ensure readiness prior to Contract Go-Live.  
Overall Readiness. As we prepare for go-live, we will conduct a series of internal 
operational readiness reviews 90 and 30 days prior to go live, including an executive 
review with the TLT. We will conduct weekly check in meetings, moving to daily 
starting at least two weeks prior to go-live. During this time, we will conduct readiness 
assessments, identify barriers/issues, and report status to the TLT and Centene 
executives. As issues are identified, we will follow our risk stratification and mitigation 
processes outlined above. Centene executives approve Cutover when all tasks are 
complete and readiness is finalized. During this phase, key functions like claims, 
encounters, IT and Reporting are “tested” once again to ensure all processes and 
systems are running properly and milestones have been achieved. We have found that 
early claims and configuration testing, particularly with larger provider groups and 
hospitals, ensures that all parties are ready for contract go-live. After “Go-live,” daily 
team meetings continue to occur employing the same issue identification/reporting 
process previously described until resolved.  
Communications with and Reporting to DHCFP. As part of our standard process, we 
will request regular recurring meetings between DHCFP, BIIT and the TLT in order to 
ensure DHCFP is provided regular updates and progress, as well as participate in any 
DCFP scheduled and requested meets. Typically, these meetings are held weekly with 
agenda items developed in advance of the meetings. We take a team approach to these 
meetings by ensuring we include agenda items from the DHCFP as well as 
SilverSummit. Our goal will be to create an information sharing and problem solving 
forum in which we can communicate with DHCFP at each stage of the implementation 
process. Through our many implementations, we have found these joint meetings to be 
extremely helpful for all parties. We welcome these ongoing meetings with DHCFP as a 
way to develop a strong initial and ongoing relationship and communication flow with 
DHCFP. 
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4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


SilverSummit is supported by Centene and its affiliate health plans’ 32 years of 
experience providing services to populations similar to those covered by the Nevada 
Medicaid and Nevada Check Up programs including Medicaid & CHIP in 18 states, 
Medicaid Expansion in 11 states, and Health Insurance Marketplace in 15 states. We 
have reviewed the list of Covered Services described within the RFP and confirm our 
experience and ability to provide the Covered Services described including medical 
and mental health, substance use, vision, and pharmacy. We also have experience 
managing dental services, and long term services and supports including but not 
limited to adult companion care, adult day health care, assisted living, assistive care 
services, hospice care, attendant care, group respite care, behavioral management, 
care coordination/care management, intermittent and skilled nursing, and nursing 
facility services. 
Please see the table below for more details on our experience in providing programs 
and services similar to those of this RFP. 
Table: Experience Providing Services 


State/ Health 
Plan Name 


Total Years 
in 
Operation 


Current Lines of 
Business  


Current Scope of Covered Services  


Arizona 
(Bridgeway 
Health 
Solutions) 


10 years Long Term Care (LTC)  
TANF, CHIP & ABD 


Health Insurance 
Marketplace  
Medicaid Expansion  


Medicare SNP & 
Medicare Advantage 
 


Long term services and supports 
(LTSS) including but not limited to 
adult companion care, adult day 
health care, assisted living, assistive 
care services, hospice care, 
attendant care, group respite care, 
behavioral management, care 
coordination/case management, 
intermittent and skilled nursing, and 
nursing facility services and 
pharmacy. 


Medicaid: Medical, behavioral health 
including substance use, dental, 
vision and pharmacy. 


Arkansas 


(Arkansas 
Health & 
Wellness 
Solutions) 


6 years Medicaid Expansion 


Health Insurance 
Marketplace 


Commercial/Private 
Sector 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy. 


California 


(California 
Health & 
Wellness, 


20 years 


 


TANF, CHIP, Foster 
Care, & SPD (SSI/ABD) 


Health Insurance 
Marketplace 


Medical, pharmacy, vision and non-
emergency transportation. 
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HealthNet 
California) 


Medicaid Expansion 


Medicare SNP & 
Medicare Advantage  


Dual Demonstration/ 
Medicare-Medicaid Plan 
(MMP) 


Commercial/Private 
Sector 


Florida 


(Sunshine 
Health) 


7 years TANF, CHIP, SSI/ABD, 
Foster Care  


Health Insurance 
Marketplace 


LTC  


Medicare SNP 


Medical, behavioral health including 
substance use, pharmacy, dental, 
vision and LTSS. 


 


Georgia 
(Peach State 
Health Plan) 


10 years TANF & CHIP 
Health Insurance 
Marketplace 


Medicare SNP 


Medical and behavioral health 
including substance use, dental, 
vision and pharmacy. 


Illinois 


(IlliniCare 
Health) 


5 years SSI/ABD 


TANF & CHIP  


Health Insurance 
Marketplace 


Medicaid Expansion 


LTC & I/DD 


Dual Demonstration/ 
MMP 


Medical and behavioral health as well 
as dental, vision, non-emergency 
transportation and pharmacy. LTSS 
including Home and Community 
Based Services. Home and 
Community Based Services for 
people with developmental 
disabilities. 


Indiana 


(MHS Indiana) 


21 years TANF, CHIP & SSI/ABD 


Health Insurance 
Marketplace  


Healthy Indiana Plan 


Medicaid Expansion 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy.  


Kansas 


(Sunflower 
Health Plan) 


3 years TANF, CHIP, Foster Care 
& SSI/ABD 


LTC & I/DD 


Medical, behavioral health including 
substance use, pharmacy, dental, 
vision, non-emergency transportation 
and LTSS. 


Louisiana 4 years TANF, CHIP, Foster Care 
& SSI/ABD 


Medical and behavioral health 
including substance use, vision, 
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(Louisiana 
Healthcare 
Connections) 


Medicaid Expansion pharmacy and non-emergent 
transportation. 


Massachusetts 


(CeltiCare 
Health) 


7 years Medicaid Expansion 


Health Insurance 
Marketplace 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy. 


Mississippi 


(Magnolia 
Health) 


5 years TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and non-emergent 
transportation. 


Missouri 


(Home State 
Health) 


4 years TANF, CHIP, & Foster 
Care 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and non-emergent 
transportation. 


New 
Hampshire 


(NH Healthy 
Families) 


3 years TANF, CHIP, Foster 
Care, & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medical and behavioral health 
including substance use, vision, 
pharmacy and non-emergent 
transportation.  


Ohio 


(Buckeye 
Health Plan) 


12 years TANF, SCHIP & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare SNP 


Dual Demonstration/ 
MMP 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and limited non-
emergent transportation. MMP Duals 
includes LTSS. 


Oregon 


(Trillium 
Community 
Health Plan) 


5 year TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare SNP & 
Medicare Advantage 
Commercial/Private 
Sector 


Medical and behavioral health 
including substance use, vision, 
dental, pharmacy and non-emergent 
transportation. 


South Carolina 


(Absolute 
Total Care) 


9 years TANF, CHIP & SSI/ABD 


Dual Demonstration/ 
MMP 


Medical and behavioral health 
including substance use, vision and 
pharmacy. MMP Duals also includes 
LTSS. 
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Texas 


(Superior 
Healthplan) 


18 years TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


LTC  


Medicare SNP 


Dual Demonstration/ 
MMP 


Medical, behavioral health including 
substance use, pharmacy, limited 
dental, vision and LTSS. Covered 
services vary by product.  


Washington 


(Coordinated 
Care) 


4 years TANF, CHIP, Foster 
Care, & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare Advantage 


Commercial/Private 
Sector 


Medical, low acuity outpatient 
behavioral health, vision, and 
pharmacy. 


Wisconsin 


(MHS Health 
Wisconsin) 


32 years TANF, CHIP & SSI/ABD 


Health Insurance 
Marketplace 


Medicare SNP 


Medical and behavioral health 
including substance use, vision and 
dental.  


 
4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


SilverSummit will draw on the experience of our parent company, Centene Corporation, 
to provide quality health care to members in Nevada. Centene’s Medicaid expertise has 
helped to establish and maintain strong relationships with members, providers and 
state governments. The programs and approaches that we will adapt for use in Nevada, 
further described throughout this section, have help save money and improve medical 
outcomes for millions of members by managing care of chronic illnesses and reducing 
inappropriate emergency room visits, inpatient days and high-cost interventions.  
By drawing on the experience of our parent company, affiliate health plans, and 
affiliated specialty companies, we are able to continually broaden our services to 
ensure ongoing collaboration across a continuum of care, and we can more effectively 
address all of our members’ health care needs and improve outcomes.  
In the sections below we fully detail our managed care experience, and the programs 
and innovations we look forward to bringing to Nevada.  
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A. Managing a network of Medicaid Providers; 


Medicaid Network Management Experience 
SilverSummit’s parent company, Centene, is the largest Medicaid managed care 
organization in the country, and has built and manages fully compliant networks for 
government sponsored health care programs in 25 states, including 211 networks of 
Medicaid providers. This includes eight new states in the past five years alone, 
encompassing both urban and rural markets. SilverSummit 
will follow Centene’s model of building internal expertise 
that supports fully integrated care for the “whole” person. 
Centene’s ability to develop provider networks that meet or 
exceed states’ expectations is the hallmark of our success. 
We recognize that access to care combined with better 
health outcomes requires more than having a large number 
of providers in our network—it also requires providers who 
have the right qualifications, who are motivated to serve 
Medicaid beneficiaries, and who have the right 
administrative tools to succeed in a Medicaid managed care 
environment. SilverSummit will benefit from Centene’s successful strategies in 
managing Medicaid providers including: 


• A provider centric approach: We meet providers where they are and take them 
where they want to go. We understand that not all providers have the same level of 
experience, sophistication and capacity to meet the needs of Medicaid and low-
income patients in delivery of services and/or the administration and IT demands. 
We work with providers in partnerships to make sure they expand and grow at a 
rate and level in which they are comfortable and prepared.  


• Focused Provider Engagement Model for recruitment, retention and increased 
satisfaction that values providers as partners, not suppliers  


• A toolbox of incentive programs designed to improve access and accessibility 
Managing a network of Medicaid providers requires a multi-faceted approach that starts 
prior to contract award. Based on 32 years of experience, we have identified the 
following elements as critical success factors in developing and maintaining a quality 
network for our members: 
• Building a Network that Meets the Needs of the State and the Community 
• Increasing Access through Provider Networks 
• Structured Provider Engagement Model 
• Supporting Providers through Education and Training 
• Reducing Administrative Burden for Providers 
• Supporting Patient Centered Medical Homes, Health Homes, and Practice 


Transformation 
• Supporting Provider Practices with Best in Class Technology 


                                                            
 


1 Services commence in Nebraska, January 1, 2017 


SilverSummit Affiliate 
Health Plans are 


contracted with more than  
332,000 Physicians and  


2,700 Hospitals  
To Provide Services to 


Medicaid Members 
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• Continuously Monitoring Access and Availability 
• Partnering With Providers 


Building a Network that Meets the Needs of the State and the 
Community  
Centene has successfully implemented new managed care plans in highly penetrated 
managed care markets similar to what we will experience in Nevada; seamlessly 
implemented new health plans (network and operations) in multiple markets where all 
or most program enrollment transitioned from Medicaid Fee-for-Service (FFS) to 
managed care; and completed a number of significant program expansions that 
required extensive network development and staff recruitment. Centene health plans 
have built local networks “from scratch” ranging from 2,800 to 10,300 providers with 
the average build taking 4-6 months to complete.  
Centene’s steady growth in the Medicaid managed care environment is largely due to 
its insistence on building provider networks consisting of traditional safety net and 
community providers  –  and improving service to local providers - through timely 
claims payments, effective care coordination and competitive rates. Unlike commercial 
carriers that tend to use a “one size fits all” approach to network development, Centene 
recognizes that Medicaid populations require a culturally competent, customized 
network that is experienced and willing to provide quality care to our members. With 
guidance from Centene, SilverSummit is building a provider network in Nevada from 
the ground up – at a local level - with traditional Medicaid providers as the foundation 
of our program.  
Dedicated New Business Contracting Team. SilverSummit’s new business contracting 
team is actively engaged on the ground in Nevada in building SilverSummit’s network 
based on our proven methodologies for provider partnership and engagement. This 
dedicated team, with over 50 years of contracting experience. This dedicated team is:  


• Devoted exclusively to building provider networks in new markets 
• Using a proven model founded on early engagement of key provider groups,  


associations, and advocates 
• Using best in class prospecting, network analytics, competitive intelligence, and 


geo mapping tools 
• Leveraging national contracts - hospital, lab, prosthetics, infusion and pharmacy, 


home health 
• Drawing on our experience building networks under compressed time frames 
• We have built many networks specifically designed to provide access and deliver 


services in rural and frontier areas  
• Our strategies assure coordination and access to other services and providers not 


in the health network   
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Examples of Provider Networks Built “From Scratch” Since 2011 


State Build Time 
(months) 


Hospitals 
Contracted 


Physicians/ 
Extenders 
Contracted 


FQHC Sites 
Contracted 


Pennsylvania 2 49 9532 1622 


Mississippi 5 95 7684 170 


Illinois 9 59 11723 147 


Louisiana 7 124 11219 104 


Washington 6 78 15951 191 


Missouri 4 91 12746 95 


California 6 34 4533 47 


Our Network Build Philosophy. Our network build philosophy involves four tiers 
designed to ensure a robust and adequate network.  
First Tier: Traditional Medicaid Providers. The core reason for our success is our 
commitment to building provider networks starting with local providers who have 
historically served Medicaid enrollees. In Nevada, these providers are known as 
traditional safety net providers. These providers play a key role in our networks 
because 


• They already serve Medicaid members  
• They have long-standing, established relationships with other Medicaid providers 
• They have an awareness of resources within the community that serve underserved 


populations 
• They practice cultural competency every day 
We have outreached to all essential community providers, and will make a good faith 
effort to partner with them for participation in our network.  
Second Tier: Network Fortification. At times, it is necessary to build upon the existing 
Medicaid network by recruiting providers that have not historically served Medicaid 
populations. This is often necessary for certain subspecialists such as orthopedic 
surgeons and high-risk prenatal care providers. SilverSummit will recruit additional 
providers after all efforts to build networks consisting of traditional Medicaid providers 
have been exhausted and the need to complete the provider network to ensure 
appropriate access still exists.  


                                                            
 


2 8 week network adequacy built for COA submission in pending contract award 
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Third Tier: Out of Network, In-State. In the event a member’s care is not being provided 
by an in-network provider, SilverSummit will immediately work with the provider to join 
the network.  Regardless, so as to not interrupt access and service we will work with 
that provider as an out of network provider or if necessary, arrange for care with a 
qualified provider located within the state, preferably within the member’s community. 
Single case agreements solidify payment terms, authorization parameters, and 
treatment plans to ensure thorough care coordination of the patient’s care and 
appropriate transition to in-network services if warranted. 
Fourth Tier: Out of State. At times it is necessary and prudent to arrange for the 
member’s care with out-of-state providers.  This occurs mainly in a tertiary care setting, 
catchment areas, or when the member has a rare illness or diagnosis that is best 
treated at a Center of Excellence located outside of Nevada. In these cases, our Care 
Coordination teams are at the forefront of the care coordination process (e.g. 
communicating with providers, scheduling appointments, arranging transportation and 
lodging) until the member’s health care issue is resolved and they return to their home 
state for follow up care with in-state providers. 
As a new entrant into the Nevada market, our network development efforts are ongoing. 
In the time our team has spent in Nevada we have identified goals for our network 
development to provide the level of service the State is seeking and which the 
members deserve. These include, but are not limited to: 


• Expanding capacity or willingness of providers to accept Medicaid and low-income 
members if they are not now; and, if currently accepting Medicaid permit new 
members access or hire new providers to expand capacity in all regards 


• More timely access for appointments reducing wait times and assisting with timely 
referral appointments; specifically, behavioral health appointments need to be set in 
a more timely fashion and more frequently to avoid lack of care and relapse 


• Hospitals and primary care providers working together to provide access to avoid 
unnecessary ED/ER utilization, admissions and re-admissions 


• Coordinate with other service providers that are out of health networks 
• Maintain Medicaid network access that provides consistent policies and outcomes 


in multi-regional delivery with a platform for continued growth and expansion as is 
needed  


With these elements in mind, and to meet the needs demonstrated in Nevada, we have 
leveraged our national network development experience, philosophy and boots on the 
ground approach, meeting face to face with providers of all kinds to build a network 
that will manage the services requested in this RFP. Our network includes acute, 
trauma, Children’s Miracle Network and Psychiatric hospitals. This has resulted in, but 
is not limited to, the following:  


 
 


Provider Type 
Access in Clark 


(% of the population* with 
access to 2 Providers within 


25 Miles) 


Access in Washoe  
(% of the population* with 


access to 2 Providers within 
25 Miles) 


Hospital 99% 99% 
PCPs 99% 99.8% 
OB/GYNs 92% 99.5% 
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Provider Type 


Access in Clark 
(% of the population* with 


access to 2 Providers within 
25 Miles) 


Access in Washoe  
(% of the population* with 


access to 2 Providers within 
25 Miles) 


Pediatricians 99% 99.5% 
Inpatient Behavioral 100% 100% 
Outpatient Behavioral 100% 100% 


 
A more detailed description of our network capacity, including discussion of specific 
partners and essential community providers, can be found in Section 3.7. 


Innovative Provider Partnerships  
SilverSummit views the capacity and priorities detailed above as a platform to develop 
innovative provider partnerships that go beyond basic contractual arrangements to 
augment and enhance access to services and supports.  
SilverSummit’s network and business development teams engaged providers through 
partnerships aligning our national relationships, value-based payment models and 
sensitivity to local issues.  


Highlights of Key Provider Partnerships 
Provider Description of Capabilities and Partnership Arrangements 


Access to Health 
Network (AHN) 


Non-profit physician network organization  
Arrangement: Letter of Intent and continuing discussion around joint 
initiatives  


CHS (Mesa View 
Regional Hospital, 
Mesquite, NV) 


Hospital and Physician services; diagnostic, lab and ancillary: 


Arrangement: Letter of Intent  


Desert Parkway 
Behavioral Health 
Hospitals 
 
 


Inpatient Behavioral Health; Partial Hospital Plan, Intensive Outpatient, 
and Outpatient; supportive services 
Arrangement: Written Memorandum of Understanding 
The Chief Medical Officer has agreed to serve on our Board of Directors, 
subject to approvals from both organizations. 


Dignity Health – St 
Rose Dominican 
System 


Hospital and Physician services; diagnostic, lab and ancillary 
Arrangement: Letter of Intent and Memorandum of Understanding 
regarding Value Based contracting and initiatives 


Health Care Partners Independent Multi-Specialty Physicians Association  
Arrangement: Letter of Intent with continuing discussion regarding 
value-based contracting and joint-initiatives 


Hospital Corporation of 
America 


Hospital and Physician services; diagnostic, lab and ancillary 
Arrangement: Letter of Intent and national working relationship with 
contracted networks 


Primary Care 
Association 


7 health centers aligned through state PCA 
Arrangement: Letter of Intent and Memorandum of Understanding 
signed by every health center  


Prime Health  Hospital and Physician services; diagnostic, lab and ancillary: 
Arrangement: Signed Letter of Intent 
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Highlights of Key Provider Partnerships 
Provider Description of Capabilities and Partnership Arrangements 


Renown Health Hospital and physician services; CMS-accredited Accountable Care 
Organization 


Arrangement: Continuing discussion around value-based contracting 
and joint-initiatives 


Universal Health 
System 
 


Hospital and Physician services including behavioral health hospitals 
Arrangement: Letter of Intent with continuing discussion regarding 
value-based contracting and joint-initiatives 


University of Nevada 
School of Medicine,  


Tier 1 Trauma Center/Hospital and Physician services  


Arrangement: Letter of Intent with continuing discussion regarding 
value-based contracting and joint-initiatives  


WellHealth Physicians 
Network 


Independent Multi-Specialty Physician Network with single-signature 
capability and management group.   
Arrangement: Letter of Intent and Memorandum of Understanding with 
agreement to pursue collaborative development of Medicaid network in 
Washoe County during term of contract. 
The Executive Director has agreed to serve on our Board of Directors, 
pending approval from both organizations.  


WestCare Behavioral Health temporary housing and clinical services; PHP, IOP, 
OP; assessment and review, care planning. Working to develop triage 
centers and Crisis Management Teams.   
Arrangement: Letter of Intent and Memorandum of Understanding  


Western Physicians 
Association  


Independent Multi-Specialty Physicians Association  
Arrangement: Letter of Intent with continuing discussion regarding 
value-based contracting and joint-initiatives 


 


Expanding Capacity and Access to Care in Nevada 
In speaking with providers in Nevada, we learned that some providers do not have the 
desire to accept new Medicaid and low-income patients because of the low pay, lack of 
incentives to open their panel, and the impact this membership can have on the 
operation and administration of their practice.  We have met with many of these 
providers and have taken a multi-leveled approach to address these concerns. 
Examples of our approach and partnerships include: 


• The Primary Care Association and its member Community Health Centers (FQHC’s). 
These providers represent the Nevada safety net and are essential to our medical 
model.  Centers are located in all areas for delivery of service and provide greatest 
access to the Medicaid and low-income patient base.  We have entered into an LOI 
and Memorandum of Understanding with the PCA/FQHC’s that will incentivize the 
Centers to expand their capacity and timely appointment schedules to provide a 
primary medical home to more members and assure timely appointments.  We have 
included services with select Centers in partnerships with local school districts and 
School Based Clinics and will coordinate care for those members in either the 


104







  


 


 


school or home clinic setting so that there is a guarantee for a care continuum.  
FQHC’s routinely provide access after-hours and on weekends, and we are working 
to expand these appointment opportunities as well. 


•  We have worked closely with physician groups such as WellHealth, HealthCare 
Partners, Western Physicians Associations and Access to Health Network who are a 
few of the Independent Physician associations in Nevada who have organized and 
manage primary and specialty care, as well as mid-level providers and management 
services. Our partnership with is focused on a continuing effort to build and 
develop an adequate Medicaid network.  We have value based priced terms that 
incentivize the IPA and Its members to open panels and include Medicaid and low-
income members into their patient base, provide greater access including quicker 
settings, evenings, and some weekends.   


• We have identified hospital employed and/or affiliated physicians such as those at 
Dignity Health wherein our value based memorandum of understanding we included 
terms for enhanced physician inclusion that incentivize taking new patients, 
diversion from the ER to primary care and specialist referrals and set appointments. 


• Recognizing the need to get members access to psychiatrists and psychologists 
quicker and more frequently, we are incentivizing our behavioral health providers to 
take more members into their patient base and to set more regular initial and follow 
up appointments. We are partnering with providers such as WestCare to work with 
us in in the field and urgent center triage to do assessments and review more 
effectively and efficiently to improve access to care referrals at the right level of 
care. 


 
SilverSummit understands the challenges hospitals face in serving Medicaid recipients, 
from over utilization of the ER, post-care and transitioning after timely discharge, lack 
of incentives for physician inclusion, to delayed and inadequate reimbursement.  All of 
these contribute to burdensome administrative costs and hurdles, and inflexible 
policies that stand in the way of providing timely and appropriate care.  We understand 
that to effectively manage a network of hospitals, we must go well beyond the status 
quo to align hospital partners willing to ensure and enhance our members’ access to 
care.  In Nevada, we will support this approach though value-based payment and 
incentive models, a commitment to expeditious and accurate payment, and a local staff 
devoted to promptly addressing any administrative concerns are included as 
fundamental components of all hospital partnership discussions.  Partnerships 
initiated though national relationships and through organic local efforts have brought 
together all major hospitals and hospital systems in the state. 
We are designing a network that has brought Hospitals into line with a medical model 
that creates a process wherein both the hospital and the primary care provider are 
working together to avoid unnecessary ER utilization.  Dignity Health has agreed to 
have SilverSummit embed a full time Care Manager into their ER who will work with 
their staff at the point of service to determine the need for ER services, or to educate 
and navigate the member to the appropriate level of care. This will include 
collaboration with the Dignity Health physicians group for immediate referral and 
scheduling of an appointment.   
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We are also working with Dignity Health and other hospitals to support and maintain 
their efforts to operate a Patient Centered Medical Home and with incentives and this 
partnership our members are included in their patient base and have better and quicker 
access to care. 
We have utilized value based pricing and initiatives to partner with hospitals and 
collaborate with our Community Health Center and Physician Association partners to 
communicate and provide primary and specialty care services on an outpatient and in 
office basis when appropriate to reduce admissions and avoid unnecessary 
readmissions.  This includes collaborating on a proper care and discharge planning to 
ensure that upon discharge, members will have transition of care plans. Working with 
partners such as Kindred and Fundamental, our members will have the right level of 
care in the right place. We work to ensure that providers working with a member will 
collaborate to maintain a continuum of care. The approach maximizes all of the 
resources of the providers, including the hospital, to serve more patients and expand 
the patient base opportunities.  
Building Networks for Transitions of Care and Social Supports. We understand the 
importance of the right care, at the right place and right time.  Transitional care, along 
with services such as home and community based services, and social supports, are 
immensely valuable.  For example, when working with the homeless, the stability that 
housing brings makes integrated health care more effective.  For those struggling with 
an emotional or substance abuse problem, the lower levels of care and support 
services often are key to proper treatment.  Or, simply, having food to eat, clothing and 
transportation make a difference.  This is why SilverSummit will follow the long history 
of its affiliate health plans and parent company’s dedication and investment into the 
community level providers and social supports and work diligently to coordinate these 
services into our model.   
Centene has made national investments that will be valued and of benefit in Nevada 
with organizations such as the Urban League, Boys and Girls Clubs, United Way.  
SilverSummit has already established relationships and is sponsoring events and 
programs that sustain other service providers like Catholic Charities, Step2, Southern 
Nevada HELP, and Immunize Nevada. These relationships and investments into the 
community and our members that make a difference in the approach the member takes 
to their own health care and helps to reduce and sometimes eliminates the social and 
economic determinants that contribute to the conditions that cause or prevent many of 
the health needs our members have. 
Robust Network Development in Clark and Washoe. SilverSummit is very aware of the 
differences that exist in the two major regions where the Medicaid population resides.  
We take the approach that every member should have the same opportunity to access 
and level of care regardless where they are.   
We have identified many providers who are concerned about taking Medicaid patients 
and this only could reduce access to care and be detrimental to the health of the 
community if they further reduce their patient base for Medicaid and low-income 
people.  Understanding this, we have been working diligently to make certain that the 
Medicaid network in Northern Nevada is sustained through our success at keeping 
providers such as St. Mary’s Hospital, Renown and Western Physicians Alliance in our 
health network or still at the table in discussions.  
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In Clark County there has been a lack of participation on the behalf of many providers 
in each Medicaid network offered and we are excited to have almost every hospital and 
a large scale of other providers agreeing to participate in our network.  In both regions 
we have all of the participating Community Health Centers.  Bringing the community of 
providers together in both regions will enable us to continue to broaden the patient 
base to Medicaid and low-income people with access to health care and services that 
the State wants them to have in this contract, and which they deserve.   


Treating Our Providers as Partners 
Health Centers. Centene Corporation is a major sponsor of the National Association of 
Community Health Centers (NACHC) and works with more than 380 FQHCs nationwide.  
We have developed national best practices for managing networks of health centers 
through FQHC-focused value-based payment and incentive models and dedicated 
support through local, on-the-ground staff. Nevada, we have executed a letter-of intent 
and memorandum of understanding with the PCA, collectively signed by all PCA 
member health centers.  Through our collaboration, we will bring to Nevada our 
national best-practices and FQHC value-based reimbursement model in order to 
incentivize quality improvement and access to services for our members.  We have 
also engaged with individual health 
centers.  For instance, our 
partnership with First Person 
Community Care will manage 
integrated primary and behavioral 
health in Clark County utilizing the 
capacity of WestCare’s behavioral 
health clinician, and Tina Drago, the 
CEO of First Person, will sit on our 
Health Plan Board of Directors.  We 
will also more effectively manage 
school-based healthcare by 
partnering with the Clark and 
Washoe County School Districts 
and health centers such as First 
Person and Northern Nevada 
HOPES to offer additional and enhanced in-school services and supports.  
Physicians Associations.  Our partnerships with independent physicians associations 
and other provider groups central to our efforts address the acute provider shortages 
affecting Nevada.  We take an active approach to managing our relationships with 
these organizations by offering value based and inventive models and opportunities for 
additional collaboration in order to fully utilize the capacity each represents.  In the 
Southern Region, we have executed an LOI and memorandum of understanding with 
Health Care Partners, which offers access to 1,500 physicians and specialists through 
60 locations.   
Our partnership with WellHealth will provide access to more than 3,300 physicians in 
Southern Nevada. WellHealth has agreed to collaborate with SilverSummit to expand its 
accountable care model to Northern Nevada. This partnership also includes incentive-
based initiatives to improve quality and expand access for our members.   


“WellHealth looks forward to continuing our 
responsibility to drive change and prompt 
Healthcare delivery improvement in Nevada. 
SilverSummit Healthplan and the programs they 
embrace will positively affect services and 
supports delivered to Medicaid beneficiaries 
statewide, and SilverSummit's committed 
collaboration of the WellHealth community 
model will further patient and community well-
being in Nevada.” 


- Steven Keltie – President, Business 
Development and Marketing, WellHealth 
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In Northern Nevada, we have executed letters of intent to work with both Western 
Physicians Alliance, which offers access to nearly 1,500 providers.  In addition to these 
partners, we will have letters of intent to work with many single and multi-specialty 
provider groups in the Northern and Southern regions to augment the medical group 
capacity provided through our hospital partners. We will also partner with Access to 
Healthcare Network (AHN) to broaden our strategy of offering timely access to 
preventative care services. AHN, a non-profit, Reno-based organization, was founded 
to serve uninsured individuals through a comprehensive network of providers offering 
discounted, preventative care services.  SilverSummit has executed a letter of intent 
and will support AHN in order apply AHN’s preventative, primary care model and 
physician network, which offers access to such provider organizations as St. Mary’s 
Medical Group, to our Medicaid population.   
Behavioral Health Providers. In addition to the outpatient behavioral health services 
provided through our hospital partners, such as Signature and UHS as well as through 
our health center partners, we will work with organizations like WestCare Nevada.  
WestCare offers statewide access to inpatient as well as outpatient mental health and 
substance abuse treatment services and has entered into a memorandum of 
understanding to work with SilverSummit on initiatives such as a program to transition 
members from inpatient, to outpatient community settings and an ER diversion pilot.  
Our partnership with WestCare will not only be instrumental in initiatives such as the 
primary care-behavioral health integration with First Person Community Care detailed 
above, but through such efforts as our collaboration with Reno-based Step2 to ensure 
the availability of psychiatrists and other behavioral health providers for members in 
residential treatment.   
To support further integration of physical and behavioral health services, we will 
pursue alignment opportunities for networks lacking adequate behavioral health 
services, as exemplified by our collaboration with Harmony Healthcare to leverage and 
extend their partnership with Health Care Partners.   
With Nevada Behavioral Health System, we will partner to offer continuity of care from 
admission to discharge and target ED overutilization via access to their after-hours 
clinic. Through continued discussion, we will develop an incentive model to better 
manage co-occurring disorders for patients who have been resistant and unresponsive 
to single-treatment models. 
Collaboration with American Indian Healthcare. Centene collaborates with and 
supports the National Indian Health Board to apply our solutions in innovative ways to 
improve and build upon the healthcare services delivered to American Indians. We 
actively manage tribal healthcare in other markets like Arizona, California and 
Nebraska.  In working with tribes, we understand that respect for Tribal Sovereignty 
and support of tribal aspirations to healthcare independence are primary 
considerations.   
In Nevada, we have accordingly engaged a broad array of stakeholders throughout the 
state by working with the Inter-Tribal Council of Nevada (ITCN), presenting to ITCN’s 
Health Directors Committee and traveled to meet with ITCN President and Pyramid 
Lake Paiute Tribe Chairman Vinton Hawley.  Additionally, we have met with the Reno-
Sparks, Walker River and Washoe Tribal Health Directors, the Executive Director of 
Nevada Urban Indians and other key clinic-level stakeholders.   
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Increasing Access through Provider Networks 
SilverSummit understands the access to care issues that Nevada Medicaid members 
face. The knowledge that the population in enrolled in Nevada’s Managed Care program 
more than doubled from 2013 to 2015 has informed our approach to how we are 
building and will manage our network. We know that it can often be difficult for 
members to receive services in a timely manner, and that physician shortages are a 
challenge in both primary and specialty care.  
Through the partnerships outlined above and as a component of our operating model, 
SilverSummit will build upon the experience and best practices utilized by our affiliate 
health plans to work to increase access for Nevada Medicaid membership.  
We pay our Providers. Unless both parties agree to an alternative, value or incentive 
based reimbursement schedules, SilverSummit providers will be paid 100% of the 
Medicaid fee schedule, 100% of the time. Our providers are paid quickly and correctly.   
Centene and our affiliate health plans take pride in our exceptional track record of 
reimbursing providers in a very timely manner. In the past 12 months, approximately 
95% of clean claims were paid within 15 calendar days, with an average turnaround 
time of less than 8 days. As further discussed in Section 4.1.12.E, we are willing to 
commit to a payment rate beyond the contract requirement, achieving payment of 95% 
of clean claims in 15 days over the course of the contract.  
Our auto-adjudication translates to increased accuracy and faster reimbursement, 
which can make a significant difference to independent providers operating on a 
limited budget. This is enhanced by our Provider Portal’s direct EDI capability whereby 
claims may be batched without the expense of paying a clearinghouse, which results in 
faster reimbursement and reduced administrative burden. 
Efforts to Open Closed Provider Panels. We will build on the experience of our affiliate 
health plans and employ a number of proactive efforts to work with closed-panel 
providers to expand their capacity for seeing SilverSummit members, including: 


• Provisions in our value-based contracts that incentivize providers to maintain an 
open panel 


• Ongoing, weekly outreach to and collaboration with targeted closed-panel providers 
• Working with closed-panel providers who also present high rates of missed 


appointments to identify strategies for decreasing no-show rates, thereby 
expanding access within a provider’s schedule.  


Our affiliate health plan in Georgia successfully piloted the use of online appointment 
scheduling technology, working with over two hundred providers to block 
appointments on their calendar. Through the technology’s expanded member 
appointment reminder features (e.g., automated text or email), our affiliate experienced 
improvements in member appointment completion. This is a program which will be 
implemented in Nevada. 
Provider Incentives and Value Based Purchasing. Our incentive programs reward 
providers for behaviors that drive enhanced access, higher quality and cost effective 
care. Innovative provider incentives enable us to engage providers in both cost 
containment and quality improvement initiatives through various payment reform 
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options that are consistent with our philosophy of incentivizing providers to provide 
the right care in the right place at the right time. As discussed in further detail in 
Section 4.1.12.2, provider incentives are a part of our mission to meet providers where 
they are and take them to where they want to be – through the Nevada partnerships 
illustrated above, and as a part of ongoing network development, we present a broad 
array of incentive and value-based models to select a model that aligns with each 
provider’s capability and level of sophistication. Our program includes best practices, 
incorporates lessons learned in other states, and builds on our successful initiatives 
which have resulted in more than 70% of members in our affiliate health plans receiving 
services from providers who participate in VBP arrangements. The results of these 
arrangements include 25% higher quality scores, 10-15% lower inpatient admissions, 
and 20% lower Emergency Department rates. 
Active and Continuous Network Recruitment. Our provider contracting does not end 
when the program begins. We continue active provider recruitment throughout the 
length of our contracts. This includes identifying providers who are not yet accepting 
Medicaid members, and those providers that have not yet entered the market, including 
new or recent graduates.  
Physician Extenders and Provisional Licensing. SilverSummit will draw on the 
successful experience of our affiliate health plans in using physician extenders as a 
practical solution to address primary care access issues, and ensure that preventive 
care is provided to our members. While meeting with Behavioral Health providers like 
WestCare, we learned of the administrative burden that prospective licensees, such as 
Social Work graduates, encounter when attempting to obtain their independent license 
to practice and provide care to members. In response, SilverSummit will cover 
provisional licenses under the appropriate clinical supervision to enhance our provider 
network. We recognize that it is essential to collaborate, communicate, and develop 
solutions together with our mental health providers to build our network. These 
collaborative approaches strengthen our relationships with providers who care for 
members. 


Structured Provider Engagement Model 
Centene’s 32 years of experience managing Medicaid networks has taught us the value 
of ensuring providers are supported and treated as partners. Our Provider Engagement 
Model helps us retain a stable network by building relationships with providers through 
frequent face-to-face contact. This model includes specialized support staff designed 
to meet the unique needs of each provider. 
Provider Engagement Specialists (PE Specialist) will provide comprehensive, field 
based and in-office support to educate and help providers resolve any problems they 
may encounter. PE Specialists will foster strong community-based provider 
relationships in both Washoe and Clark Counties. Our PE Specialists are held 
responsible for the performance and quality of providers in their territories.  
Provider Performance Managers (PPMs) will provide field-based support to help 
providers improve quality-based performance and support quality and population 
health improvement. Our PPMs will meet with providers who participate in our VBP 
program at least quarterly to provide targeted education and review VBP status and 
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payments. They will meet more often, as needed, to address performance issues, and 
are always available to visit providers on request. 
Our Model provides for more personal interaction with higher-tiered providers, but we 
never limit frequency of contact with any network provider. We will stratify providers 
based on their involvement with our VBP/Incentive models and prioritizes face-to-face 
visits with our provider partners who share our commitment to performance 
improvement and engagement. Our PE Specialist visit schedule will be developed 
based on three tiers: 


• VIP Tier 
o Monthly Face to Face by PE Specialist 
o Access to a dedicated Executive 
o Dedicated Provider Performance Manager 
o Fast track issue resolution  
o Same day response time 
o Monthly Joint Operations Meetings with SilverSummit leadership  
o Invited to participate on Provider Advisory Group and other provider work 


groups/committees 
• Enhanced Tier 


o Every two month visit from PE Specialist 
o Access to dedicated P 
o Dedicated Provider Performance Manager 
o Expedited issue resolution process 
o 24-hour call response time 


• Standard Tier 
o Twice yearly visit from PE Specialist 
o Dedicated Provider Performance Manager if participating in VBP 
o Standard issue resolution process 
o 24-hour response time or next business day 


 


Supporting Providers Through Training and Education  
At the heart of SilverSummit’s provider engagement and communications strategy is a 
belief that local provider engagement staff delivering regular, meaningful information 
results in a provider community that is best equipped to meet the complex needs of 
Nevada’s Medicaid members and systems. SilverSummit will use a variety of 
communications mechanisms, coupled with carefully developed, well-tested content to 
ensure that providers receive the information needed to work with us successfully, 
maintain high performance standards, and achieve optimal outcomes for our members.  
Our provider education and training efforts will form the cornerstone of 
communications, as it provides a forum within which to receive feedback and answer 
questions in real time. To reinforce our training, we will provide written manuals and 
guides for providers and their staffs to use as reference materials, and we will use web-
based communication, standing committee meetings, our locally based Provider 
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Engagement Specialists and local provider call center to round out a communications 
system that has proven to be highly successful in each of our affiliate health plans.  In 
Nevada, we have also committed to additional training initiatives such as our 
collaboration with Dignity to offer member and provider education around appropriate 
ED utilization.  
Education and Training. Building on our affiliate experience and best practices, our 
provider education and training program will include initial orientations, webinars, 
online training and resources, conference calling, and provider office visits. Trainings 
will be developed and scheduled based on provider input and will leverage material 
developed by Centene’s Clinical Training Team, as well as the available expertise of the 
providers and the community-based organizations within our network.  
Orientation. SilverSummit’s Provider Engagement team will provide initial training 
within 30 calendar days of contracting.  Provider orientation will address the 
requirements of the contract, including limitations on provider marketing, identification 
of special needs of members, and the appropriate utilization of emergency room 
services, including behavioral health emergencies.  
Our Claims Specialists/Claims Conceirge will educate our in-network and out-of-
network providers on claims submission requirements, coding updates, electronic 
claims transactions and electronic fund transfers, and available SilverSummit 
resources, including our Provider Manual, Provider Portal, training materials, and fee 
schedules. This comprehensive orientation will be provided via both in-person and via 
webinar. Provider orientation will be held individually at provider sites and in groups at 
convenient, familiar locations.  
In-person Training and Webinars. Training will be offered both Clark and Washoe 
Counties in easily accessible locations. SilverSummit will also offer supplemental 
online interactive and recorded training to all providers and staff, accessible 24/7, and 
peer-to-peer training through Internet options, including self-paced modules and 
interactive webinars. Trainings will be promoted via our Provider Portal and through 
direct communication, informed based on tracked and trended needs that are identified 
by our Provider Engagement Specialists, our Provider Training Team, and our Provider 
Advisory Committee (PAC).  Our core training will be customized for SilverSummit to 
include educational opportunities appropriate for the full array of needs identified by 
primary care, behavioral health, other specialists, and hospital providers. 
Town Hall / Open Invitation Trainings. Ongoing trainings and community Town Hall 
forums will expand on orientation basics, cover any program and policy changes, 
address particular education needs, and provide cyclical “refresher” training. 
SilverSummit will conduct group training events and host live interactive webinars and 
trainings via video conferencing to facilitate access. Our Florida and Louisiana 
affiliates had success using Town Halls to support wide scale orientation to promote 
rapid uptake of new processes and establish ongoing relationships with providers in 
those markets. We have typically offered both live and open-conference line/WebEx 
access, to ensure that all relevant staff from the agencies might attend, despite 
conflicts with clinic operations.   
Additional Training Offerings. SilverSummit will provide written training and 
educational materials electronically and via our provider resources web page (hard 
copy provided upon a provider’s request). In addition to our comprehensive Provider 
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Manual, online training resources will include the Provider Directory for referrals, 
provider newsletters, clinical practice guidelines, disease management information, 
user guides for Provider Portal functions (claims, care gap alerts, member records, 
etc.); claim and other forms; and quick reference guides with key phone numbers and 
community resource information.  These will conform to any vision, hearing, language 
or cultural necessity. 
Examples of Training Content. Initial orientation and ongoing training topics will 
include all elements found in the Provider Manual, particularly covered services and 
provider responsibilities for coordinating medical and behavioral health services, 
contract requirements; quality assurance and performance improvement programs and 
the provider’s role; cultural diversity awareness, and policies and procedures.  


Reducing Administrative Burden for Providers  
We believe providers are at their best when they are treating our members, not dealing 
with overly burdensome administrative tasks. We often hear from providers that they 
do not see Medicaid patients because of the administrative hassle. SilverSummit and 
our affiliate health plans do our best to combat this misconception, and give our 
providers tools to ensure that the majority of their time is spent treating members, not 
filling out paperwork.  
Our collaboration with Nevada providers to improve administrative efficiencies has 
already started through our active, on-the-ground, outreach with providers. Provider 
associations such as the Nevada Medical Group Management Association and State 
Medical Association as well as hundreds of individual providers and stakeholders have 
helped us to identify opportunities for improved efficiencies. On an ongoing basis, our 
Performance Improvement Team (PIT) and Senior Leadership Team (SLT) will monitor, 
daily, weekly, and monthly indicators, including claims processing timeframes, prior 
authorization processes, and credentialing timelines, and feedback received through 
Provider Services and quality committees. All of these activities will inform and help 
design interventions and process improvements and subsequent monitoring and 
oversight. For example, in years two and three of this contract, SilverSummit plans to 
introduce our Provider Gold Card program.   
Gold Card Program. Our Gold Card program offers streamlined administrative 
requirements for our high performing providers. To participate in the Gold Card 
program, providers must demonstrate consistent application of clinical practice 
guidelines, care that is consistent with medical necessity criteria and specifically for 
integrated care incentives, the ability to demonstrate impactful coordination and 
integration. Gold Card providers are exempt from select prior authorization 
requirements and will submit fewer medical records for audit than other providers. 
Providers will be reviewed periodically to ensure they continue to qualify for the 
program. 
Dedicated Claims Specialists. In order to better serve our providers, SilverSummit will 
have dedicated locally based Claims Specialists/Claims Concierge who can answer any 
claims related questions, inform providers on the status of claims, and as needed, 
conduct in-person meetings with providers to train them on electronic claim 
submission and Provider Portal usage. 
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Supporting Patient Centered Medical Homes, Health Homes and 
Practice Transformation  
SilverSummit affiliate health plans have experience with Patient Centered Medical 
Home (PCMH) and Health Home models at different stages of development, including 
nine state-driven programs. Our over 4,400 network PCMHs and Health Homes 
nationwide have proven successful in integrating care, providing care management 
that is based in the community and focused on individual member needs, and reducing 
higher intensity, acute services. For example: 


• Our Louisiana affiliate reduced ED visits per member within 90 days following 
engagement in care management for a group of PCMH-assigned members by 65% 
from 2012 to 2013.  


• Our Ohio affiliate’s behavioral health, Health Home Program reduced ED utilization 
3.3% and increased compliance filling prescriptions by 19.6% in the first year 
compared to the baseline year.  


We believe that PCMH is a stronger, improved model for primary care delivery.  It is 
holistic, attending to the physical, behavioral, social, and cultural determinants of 
health, and it more fully utilizes the skills of all members of the health care team. We 
continually review and refine our PCMH approach, including closely following the 
NCQA PCMH recognition redesign, expected to be launched in March 2017. 
We have already met with PCMH-recognized providers/provider groups throughout 
Nevada and have signed letters of intent with many, such as Healthcare Partners 
Dignity, WellHealth, Community Health Alliance, and Northern Nevada HOPES, First 
Person Complete Care, Nevada Health Centers and all the Federally Qualified Health 
Centers in the State. We will continue to seek to contract with PCMH-recognized 
practices throughout the life of our contract. 
We use PCMHs and Health Homes to deliver patient-centered, proactive, and 
comprehensively coordinated physical and behavioral health care, and to improve 
member engagement through increased self-management skills and health literacy. We 
see a continuum, based on individual practice capabilities, for the extent of care 
coordination, care management, disease management, and health education delivered 
to the member by the plan and the PCMH or Health Home. While Health Homes are 
designated for members with chronic conditions and/or Serious Mental Illness (SMI), 
we also encourage members with complex or chronic needs to receive care at PCMHs.  
We also have experience with Health Homes, particularly those targeting members with 
serious mental illness (SMI). PCPs, behavioral health practitioners, and specialists 
collaborate with clinical, care coordination, and social services staff within a site or an 
established medical neighborhood to comprehensively meet the needs of members 
with co-morbid chronic conditions and/or SMI. A comprehensive and integrated care 
management model ensures coordination of medical and behavioral health care, and 
access to community and social supports. Examples of our PCMH/Health Home 
experience include: Our Florida affiliate, Sunshine Health, offers recognized PCMHs a 
unique package of tiered financial incentives, both quality-based and shared savings, 
which reward success. Sunshine Health’s PCMH Program currently includes 452 
practice sites with 92 groups serving approximately 30% of our members. 
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• Our Georgia affiliate’s network includes 137 practice sites that have achieved NCQA 
PCMH recognition, with 88% at Level III recognition. These providers represent 
82.5% of all non-military recognized PCMHs in Georgia. 


• Our Louisiana affiliate’s provider network currently includes 135 PCMH office 
locations, representing 700 providers throughout the state. These providers serve 
more than 20% of our members. At least four sites have both NCQA PCMH 
recognition as well as Joint Commission PCMH certification. 


• In our New Hampshire affiliate health plan, New Hampshire Healthy Families, 22% of 
contracted PCP’s work within a PCMH setting, and approximately 21% of members 
are seen in a PCMH office.  


NV Health Dock. To further support the PCMH model, we will support the NV Health 
Dock Initiative.  This partnership with the University of Nevada School of Medicine, the 
Center for Sustainable Healthcare, and the Nevada Center for Surveys, Evaluation, and 
Statistics at the University of Nevada, Reno offers care coordination, education and 
outreach through community-based nurses, coaches, behavioral health professionals, 
social workers, and community health workers.   
NV Health Dock will offer clinical support through a community based, culturally 
diverse, nurse coaching and patient navigation call center and virtual PCMH telehealth 
hub, with the goal of equipping healthcare professionals with the tools necessary for 
PCMH transformation as well as, more broadly, to maximize the Merit-based Incentive 
Payment Systems (MIPS) and Advanced Alternative Payment Models (APMs) 
promulgated by the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). 
Expanding PCMH Availability. In addition to using existing PCMH’s, we encourage 
PCPs to pursue recognition by NCQA or another accrediting entity. Building on lessons 
learned in other markets, we will provide support through technical assistance, 
information technology infrastructure, training and education, focusing on providers 
located in medically underserved areas, targeting practices who serve a high volume of 
high-risk members and those with known health care disparities.  
Technical Assistance. Our Quality Improvement and Provider 
Engagement/Performance staff will outreach to providers who interested in obtaining 
PCMH recognition to assist them with conducting self-assessment, developing a work 
plan, conducting chart audits, and gathering documentation for submission with the 
NCQA application. Staff will also assist providers in using their own data and data 
available via our Provider Portal to monitor their efforts to improve the health of 
assigned members. We will sponsor two years of paid access to the American 
Academy of Family Physicians web-based, interactive Primary Advantage Practice 
Improvement Planner for each practice. This tool helps practice staff manage the work 
plan, learn how to adopt electronic health records, and assess transformation progress 
and meaningful use implementation. For example, our affiliates and the Centene 
Foundation for Quality Health care have funded grants to the Louisiana state 
association of FQHCs and two Georgia specialty societies to support a PCMH 
University and similar initiatives to support ongoing advocacy of, and education about, 
the PCMH model. Additionally, we will strive to collaborate and coordinate existing 
PCMH initiatives in Nevada and seek to partner with organizations such as the Nevada 
Primary Care Association, which currently provides PCMH training and technical 
assistance to FQHCs.  
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PCMH Incentive Program. Based on the experience of our affiliate health plans, we 
have designed a multi-tiered incentive program for PCMH and Medical Home providers. 
Program Incentives:  
1. Recognize the commitment to begin practice transformation, the achievement of 


initial NCQA (or other) PCMH recognition, the achievement of higher level 
recognition, and the achievement of continuing recognition at renewal 


2. Provide recognized practices in our PCMH program with an ongoing per-member 
per-month payment to offset care coordination costs  


3. Supplement the Value Based Purchasing (available to all PCPs) with a performance-
based incentive that will target practices with high average predicted risk  


Supporting Provider Practices with Best in Class Technology  
SilverSummit and Centene are committed to providing actionable data and insights that 
support Nevada providers in their practice of evidence-based medicine and care 
coordination and promote a high performing Medicaid provider network.  


CONFIDENTIAL. This information qualifies as confidential business information as 
defined in the RFP and has been labeled as such and submitted in a separate binder 
marked:  “Part I B Confidential Technical”.  This information qualifies as confidential 
business information under NRS 333.020 5.(a) as it relates to the amount of 
expenditures submitted in support of this bid.   
 
 
 
 
 
 
 
 
 


NARRATIVE RESUMES.  
Provider Portal. Our highly utilized Provider Portal is a secure web-based platform that 
supports a number of provider administrative "self-service" capabilities to allow 
providers to offer more efficient and effective services to members. Poor 
communication between providers often results in service duplication and 
uncoordinated care. Our SilverSummit Provider Portal will facilitate integrated 
information sharing and collaboration among all treating providers through Online Care 
Gap Notifications (i.e., a missed refill or needed lab testing), and access to 
Comprehensive Health Risk Assessments, individual care plans, and practice-level 
clinical, quality and cost reports. Providers with Electronic Medical Record (EMR) 
capabilities can also have a member’s clinical data transmitted from the portal directly 
to their EMR. In addition to Provider Portal tools, topically relevant quarterly Provider 
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Newsletters ensure providers are aware of available resources and remain up to date 
about relevant policies and best practices that are relevant to person-centered care. 
Clinical Practice Guidelines (CPGs) related to a variety of conditions (e.g., asthma, 
depression, diabetes, ADHD, obesity in children) and Preventive Health Guidelines will 
be shared with providers electronically via the Provider Portal, as well as in hard copy 
for providers who lack consistent internet access, in order to improve member 
outcomes associated with these topics. We also provide Quick Reference Guides as 
one-page reference cards covering topics such as appointment access and availability 
standards, claims guidelines, the Provider Portal, and community resources to 
facilitate care provision, (e.g., translation/interpreter services, transportation options). 
Finally, in order to facilitate successful member referrals, our Provider Directory, 
accessible via our online portal and mobile application, includes names, locations, 
telephone numbers, clinical specialties, non-English language/cultural specialties, 
hours of operation, and indicates if providers are accepting new patients. This 
directory is easily searchable by location using a map feature (geo-mapped).  
Enhanced Provider Reporting for Provider Practices. Through our Centelligence™ 
analytics platform, we offer two advanced online capabilities: Centelligence Patient 
Analytics and Centelligence™ Analytics Insight: 
Centelligence Patient Analytics (CPA). The CPA application is a web-based tool made 
available to providers through SilverSummit’s Provider Portal. CPA allows practice 
managers or individual providers to instantly access their patient registries to view 
critical information to better identify evidence-based care gaps, understand quality 
improvement opportunities, and improve their care management functions. CPA offers 
providers diagnoses, medication, lab, and care team data on an individual member 
level, while also offering prospective gaps in care to fulfill specific quality measures. 
Through a simplified and streamlined interface, providers can easily access the 
information they are looking for by utilizing interactive, search, drill-down, and export 
capabilities. 
Centelligence Analytic Insights (CAI). CAI provides internal and provider-facing 
dashboards that bring together a collection of the most important medical cost and 
utilization, pharmacy, emergency department, potentially avoidable events, clinical, 
population health, and quality data to help health plans and providers form a cohesive 
understanding of provider performance and membership trends. CAI dashboards and 
reports provide varying levels of information to both internal and external provider user 
groups. The dashboards available to users allow for, among other uses, provider 
performance analysis, provider peer group comparisons, cost and utilization trending, 
quality measure performance, active and non-active member pattern analysis, disease 
state prevalence, readmission analysis, and population health trend analysis. Users are 
also offered many of these metrics on a risk and severity adjusted basis. Authorized 
users can interact with the dashboards through extensive custom selection, drill-down, 
and export capabilities, to help identify potential casual factors behind clinical and cost 
performance. As providers shift to pay-for-performance and pay-for-outcome 
measures, the availability of such data to assist in determining contract performance 
will become paramount. By using CAI, providers will be able to monitor their 
performance versus contractual or bonus goals.  
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Continuously Monitoring Access and Availability 
Our extensive efforts to build provider partnerships focused on enhancing our 
network’s capacity to provide appropriate, timely and high-quality care will prepare us 
to meet the needs of our members in Nevada from day one of the Contract.  
Ongoing Network Adequacy Measurement. Like its affiliate health plans, SilverSummit 
will continuously monitor its provider network to ensure it is composed of the right mix 
of providers to serve members in a timely manner and in the right setting. Our ongoing 
efforts to measure adequacy include quarterly GeoAccess mapping and reporting, in 
addition to reviewing monthly compliant reports, call logs, and out-of-network 
utilization. This information is reported to and reviewed by the Utilization Management 
Committee and, as appropriate, the Quality Improvement Committee quarterly. Once we 
identify an opportunity to improve access has been identified, our Silver Summit’s 
Network Development team will provide ongoing initiate research and begin outreach 
to identify availability of the given provider type with a goal of expanding access via 
contract.  
Monitoring Availability. We use thorough, proven, processes to monitor compliance 
with availability and scheduling requirements.  We communicate and educate providers 
about appointment/access standards via our Provider Manual, Provider Contracts, 
Provider Orientation meetings, periodic Provider Summits and PCP report cards. We 
will offer financial incentives for providers who opt to offer extended hours and 
weekend appointments. Our experience in some rural and frontier states spurred us to 
create a program for travelling specialists who are compensated for providing care 
outside of urban setting in communities who have lack access.In addition to Secret 
Shopper calls, we will employ the following processes/tools that have proven effective 
with our affiliates to evaluate compliance with required appointment scheduling 
timeframes:  


• Formal quarterly audit program (with a minimum 90% score to pass). Our third party 
vendor will audit a statistically sound sample or at least 25% of our contracted 
provider network to assess provider compliance with one or more of the 
appointment availability standards. As part of the audit process, we also verify 
contact information such as address, phone number, email, website, fax numbers, 
and open panel status. 


• Onsite Provider Engagement Specialist visits  
• Office visit audits by Quality Improvement staff, when indicated  
• Analysis of CAHPS survey results, particularly member satisfaction on appointment 


availability and wait times  
• Analysis of HEDIS measures related to Access to PCP and PCP follow up after ED 


visit or IP discharge 
• Analysis of complaint/grievance logs, ED visit data, and our 24/7 nurse advice line 


call logs  
• Solicitation of Provider and Member Advisory Committee feedback 
• Monitoring of Care Plans for pregnant members to monitor OB appointments/visits 
Secret Shopper Calls. Our Provider Engagement (PE) staff will conduct secret-shopper 
calls at least quarterly to PCPs, Specialists, including OBGYNs (for pre- and post-natal 


118







  


 


 


care) ensuring a statistically sound number of contracted providers are audited for 
compliance with appointment and availability standards each quarter. We also will 
conduct quarterly appointment availability audits for behavioral health providers.  
Quarterly Wait Time Audits. In order to ensure members wait no longer than 30 minutes 
in-office for routine care (or one hour when the provider is treating a patient with a 
difficult medical need), we will perform formal quarterly audits of PCP, OB, and 
specialty providers. Our PE Specialists ask provider office staff if they update members 
on current wait times and offer to re-schedule should wait times exceed one hour 
except when the physician encounters an unanticipated urgent medical condition. We 
also collect and analyze chronological data from a representative sample of providers 
utilizing Practice Management Systems, CAHP responses and feedback from our 
Member Advisory Group and complaint logs.   
Results Evaluation and Follow-Up. As all of the reviews and audits described above are 
finalized, the PE Specialist meets with the impacted provider within 14 days, for 
example, of a quarterly wait time audit, to discuss identified issues and collaboratively 
identify ways to improve performance. This may include a Corrective Action Plan (CAP) 
to correct deficiencies. For providers on a CAP, we may adjust the number of assigned 
members to the provider’s panel. We will continue to audit/monitor the provider until 
s/he demonstrates full compliance with standards. For continued non-compliance, the 
provider will be referred to our Peer Review Committee and/or Quality Improvement 
Committee (QIC) for consideration of continued network status. Our QIC continuously 
monitors the results of our access and availability reviews to ensure compliance.  
Subcontractor Compliance. We also require all delegated subcontractors that manage 
networks to comply with the auditing and monitoring requirements described above to 
ensure their providers comply with all access/availability standards. We 
analyze/address the results of subcontractor audits and reviews during quarterly Joint 
Operating Committee (JOC) meetings. Our Vendor Management Oversight Committee 
works closely with each JOC to identify and address trends.  


Partnering With Providers  
SilverSummit understands that our success hinges on our network providers and their 
ability to efficiently and effectively serve our members. We rely on our providers to tell 
us how we can best support their efforts in achieving our shared goal of ensuring that 
high-quality care is provided, in the right amount, where and when our members need 
it. Our goal is to effectively engage our providers as partners. 
 
Engaging Providers in Program Development and Continuous Process Improvement. 
SilverSummit believes strongly in active involvement of its providers in designing and 
implementing a clinical and quality program that builds value among providers, 
members and the plan. In order to introduce this collaborative foundation in Nevada, 
SilverSummit will act on Centene’s experience implementing new health plans in other 
states by eliciting provider participation early in the planning, design, and 
implementation process as well as on an ongoing basis to foster long-standing 
relationships. In each state where Centene operates a Medicaid managed care plan, we 
institute a multipronged approach to ensuring that we develop relationships with the 
providers in our network, engage them in providing feedback, and actively utilize the 
input they provide, all the while remaining acutely aware of the multiple demands on 
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their time. Our approach in Nevada will mirror our approach in other states and will be 
supported by our providers’ participation in our local quality committees such as our 
SilverSummit Quality Improvement Committee (QIC). The QIC will be supported by the 
local Credentialing, Peer Review, Pharmacy & Therapeutics, Utilization Management, 
Vendor Management Oversight, Performance Improvement Team, Member Advisory, 
Provider Advisory, and Community Advisory committees. Except for the Member 
Advisory Committee, all committees actively involve a broad range of network 
providers across a range of specialties.  
Soliciting Provider Feedback. Through our commitment to and culture of service 
excellence, SilverSummit will employ comprehensive, integrated processes to engage 
providers and assess their satisfaction such as  


• soliciting feedback directly from providers,  
• analyzing results of provider satisfaction surveys,  
• monitoring operational performance metrics that indicate opportunities for 


improvement in service delivery,  
• analyzing complaint and appeal data 
• analyzing provider network participation.  
SilverSummit will obtain real time feedback from our 
PE Specialists, as they work directly with providers in 
the field on a daily basis. SilverSummit’s Chief 
Medical Officer (CMO), an outward facing physician 
executive, will be responsible for engaging providers 
and identifying/removing barriers to satisfaction.  The 
CMO will chair our Provider Advisory Committee 
(PAC), which will serve as a primary vehicle through 
which we will solicit input on issues providers 
consider most important.  
The QIC is responsible for ensuring formal 
satisfaction surveys are conducted and provide 
guidance and oversight in the development of ad hoc and standard surveys. SPH 
Analytics (formerly The Myers Group) will conduct SilverSummit’s annual Provider 
Satisfaction Survey, which assesses degree of satisfaction with, for example, claims 
processing, credentialing, utilization management, and staff professionalism and level 
of knowledge. The survey also asks, “What can SilverSummit do to improve its service 
to your organization,” which will help us identify and appropriately address common 
themes. Our PAC will review all survey results and recommend interventions for 
improving satisfaction to the QIC.  
In addition to the annual survey, SilverSummit will survey newly contracted providers 
within an appropriate time after their effective date, to identify concerns that we can 
address early in the relationship. We also will conduct ad hoc surveys and provider 
focus groups to identify and solicit feedback on targeted issues that may influence 
satisfaction. Findings and feedback received as a result of these provider engagement 
activities guide our ongoing enhancement of provider education, feedback, and 
monitoring activities. For example, SilverSummit’s Georgia affiliate, Peach State Health 
Plan, successfully improved the satisfaction rate of network OB/GYNs by 16 


According to our 2015 
Provider Surveys, Top Drivers 
of Provider Satisfaction with 
SilverSummit Affiliates are 


• Timely and accurate 
claims payments 


• Easy to do business with 
• Offers an easy to use web 


portal that helps 
providers complete 
needed tasks  
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percentage points from 2013 to 2014. Peach State’s annual Provider Satisfaction 
Survey Report revealed a decrease in OB satisfaction rates. After conducting targeted 
focus groups, our affiliate determined that OBs were dissatisfied with rates and prior 
authorization requirements for ultrasounds. Our affiliate approached the State to 
improve the reimbursement rates, revised the ultrasound clinical review program, and 
solicited input from Maternal-Fetal Medicine OB/GYN sub-specialists to refine the prior 
authorization process. 
Through their Provider Satisfaction Survey, SilverSummit’s Indiana affiliate identified 
that satisfaction with claims payment was a key driver of provider (dis)satisfaction. 
Based on this identified correlation, our affiliate implemented a service team approach 
that brought their local Claims Specialists and PE Specialists together to provide in 
person, coordinated support to providers to address identified challenges related to 
claims. These team based efforts resulted in a 6.5% improvement in the number of 
providers who indicated that they would recommend our affiliate to others, significantly 
outscoring the Myers Group’s Medicaid Summary Response Rates.  
Provider Journey Mapping.  In the spring of 2015, Centene began its Provider Journey 
Mapping initiative, a provider satisfaction assessment process across a subset of our 
affiliate health plans in Florida, Texas, California, and Arkansas that is examining the 
provider experience at each point of plan-provider interaction. Centene is using this 
Provider Journey Mapping process to assess the provider experience across its entire 
workflow, from the initial network engagement and contracting process to claims 
submission to provider experience with our clinical/administrative training, utilization 
and quality management processes and other supports. The overall objective for this 
research is to uncover solutions to streamline or improve processes, and ultimately 
increase satisfaction with Centene and its local affiliate Plans. By following health care 
providers from initial contact with Centene through the claim and payment process, 
pain points, moments of truth, and highly effective innovations can be identified and 
learned from. To date, Centene has 
conducted over 450 interviews with 
cross sector providers in the 
selected markets (i.e., hospital 
systems, Federally Qualified Health 
Centers (FQHCs), group practices, 
and PCP offices) in order to learn 
about their experience with the local 
Centene health plan. The process of 
these interviews isillustrated in the 
Quantitative Questionnaire Flow 
graphic.  
A selection of results from this 
Journey Mapping process include 
the following:  
• Engaging in clear and direct 


communication with the right 
people at each practice (who are 
often not the doctor) is critical 


• Providers are interested in, and feel that they benefit from,  
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• Centene’s ongoing educational opportunities (including webinars and in person 
trainings). Local Plans can (and should) leverage Centene’s corporate opportunities 
and share educational events and opportunities across the entire Centene 
community. 


• Interviewed providers ranked “solves problems in a timely manner” and “easy to 
contact and speak with someone about questions” as the most important features 
for Centene Plans to have. 


Centene’ s corporate leadership team is currently in the process of working with a 
cross functional group to develop Practice Improvement initiatives that are associated 
with its findings that will result in a smoother process for providers overall. 
SilverSummit will leverage these lessons learned and initiatives from the Provider 
Journey Mapping process that are related to improving provider satisfaction to Nevada, 
in partnership with State-providers, where appropriate.  
 
B. Managed care programs for Medicaid recipients; 


Innovation and Experience in Medicaid Managed Care Programs  
SilverSummit is supported by our parent company, Centene, and the extensive 
experience of our affiliate health plans who provide effective, innovative managed care 
programs to Medicaid and CHIP members in 17 states and Health Insurance 
Marketplace members across 15 states. These include culturally competent activities, 
programs and systems designed for vulnerable and complex populations to improve 
quality outcomes, care quality, efficiency, and member and provider satisfaction and 
experience. We describe these successful efforts throughout our response. Provided 
here is a summary of our experience implementing, operating, evaluating and 
improving effective managed care programs, outlined in the table below, with 
references to this or other sections for more detailed information as appropriate.  
Table: Current and Active Medicaid Managed Care Programs and Activities 


Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


Programs to 
Improve 
Quality 
Outcomes 


Quality 
Assurance 
and 
Performance 
Improvement 
(QAPI) 
Program 


Formal quality program designed to meet the 
goals and objectives of our state partner and 
ensure the quality and effectiveness of services 
across the system, including physical and 
behavioral health 


4.1.12.1.C,  


CentAccount 
(Member 
Incentives) 


Member wellness and incentive program designed 
to reward members for healthy behaviors through 
loading of rewards onto a CentAccount card that 
can be used at common retailers for approved 
health related items 


See 
Below,  
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Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


Value-Based 
Purchasing 
And 
Innovative 
Provider 
Partnerships  


Pay for performance and other quality incentive 
based provider payment models to promote 
HEDIS, access and satisfaction 


4.1.12.1.A, 
and 
4.1.12.2,  


EPSDT 
Program 


Program to ensure access to and completion of 
preventive care screenings and medically 
necessary treatment to support healthy growth 
and development through targeted member and 
provider outreach and education 


4.1.12.1.C,  


In Home 
Screening Kits 


Innovative home screening kit program that 
delivers home HgA1c, LDL and nephropathy 
screening kits to the member’s home 


See Below 


Adopt-a-
School 
Program 


Collaboration with local schools to educate 
students and their families on the importance of 
healthy living, including the importance of 
immunizations and EPSDT 


4.1.12.3,  


Provider 
Credentialing 
and Re-
Credentialing 


Formal process to assess and monitor the 
qualifications, background and performance of 
licensed professionals, organizational members 
and organizations to ensure a high quality 
network 


4.1.12.1.A,  


Centelligence® Award winning, proprietary and comprehensive 
family of integrated decision support and health 
care informatics solutions, including risk 
stratification, predictive modeling and care gap 
and health risk alerts 


4.1.12.1.C,  


Programs to 
Improve Care 
Quality 


Care 
Management 


Integrated programs designed to assist members 
in care coordination, self-management, disease 
management and care navigation, including 
specialized disease management and substance 
abuse programs 


4.1.12.1.D,  


Start Smart for 
Your Baby® 
(Prenatal Care 
Management) 


Targeted program for pregnant members to 
improve birth outcomes through early and 
appropriate prenatal and post-partum care, 
member education and member engagement, 
including substance use treatment in pregnancy 
programs 


4.1.12.1.D,  
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Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


Transitions of 
Care 


Member-centric approach to transitional care 
between settings focused on continuity, 
optimizing health outcomes, and decreasing 
fragmentation through communication and 
collaboration with the member, family, providers, 
agencies, and social supports 


4.1.12.1.D,  


Remote 
Patient 
Monitoring 


Technology solution to enable monitoring of 
patients outside of conventional clinical settings, 
such as in the home, to ensure the health and 
safety of high risk members  


See Below 


Nurse Family 
Partnership-
Home Visiting 
Program 


Community partnership that provides our 
pregnant members with access to home visits up 
to two years after delivery 


See Below  


Supportive 
Housing 


Programs to support improved clinical health 
outcomes as well as housing retention and self-
sufficiency, including promotion of moving from 
supportive housing to permanent housing 


See Below  


Supportive 
Employment 


Programs to support member self-sufficiency and 
improve quality of life, leading to improved health 
outcomes 


See Below 


Peer Support 
Specialists 


Leverages peers who are living in recovery with 
mental illness and/or substance use disorder to 
provide support to members whom can benefit 
from their lived experiences 


See Below 


Medication 
Therapy 
Management 


Program to promote medication adherence, 
optimize drug therapy and improve therapeutic 
outcomes for members at risk or with certain 
chronic disease states 


4.1.12.1.D 


Best Practices 
to support 
care quality 


A commitment to identifying and investing in best 
practices to improve member engagement and 
self-management including disease management 
best practices, member engagement and trauma-
informed care 


4.1.12.1.D, 
and 
4.1.12.3,  


Programs to 
Improve 
Efficiency 


Utilization 
Review 


Programs to ensure the right services, in the right 
place, at the right time, by the right provider  


4.1.12.1.D  


ER Diversion Programs designed to reduce unnecessary 
emergency room (ER) utilization through 
promotion of appropriate primary care services, 


4.1.12.1.D  
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Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


management of chronic conditions and member 
education 


Preventable 
Admissions 


Programs designed to reduce potentially 
preventable admissions through chronic condition 
management, ambulatory care services, and 
provider support 


4.1.12.1.D  


Fraud, Waste 
and Abuse 
Prevention 


 


Systematic processes to ensure compliance with 
contractually requirements, identify inappropriate 
billing and reduce waste through identification of 
fraud, waste and abuse 


See Below 


Health 
Information 
Exchange 


Technology designed to securely deliver 
expanded, member level clinical information via 
multiple, secure and complimentary electronic 
channels, to support coordination and integration 
at the point of care 


See Below 


Centralized 
Claims 
Processing 
Function and 
Local Claims 
Liaison 


Consolidated core Medicaid claims operations to 
realize efficiencies for fast processing turnaround 
times (TAT), ensure training consistency, and 
develop a critical mass of specialized Medicaid 
claims processing expertise with local support to 
promote EDI and support local provider billing 
questions and needs 


4.1.12.1.E 


Programs to 
Improve 
Member 
Satisfaction 
and 
Experience 


Concierge 
Member 
Services 


Member Services designed to provide maximum 
support to members including assistance with 
appointment scheduling, transportation and 
interpreter services 


See Below 


Member 
Connections 


Community health worker program to meet 
members where they are and provide local field-
based support by local, community staff, 
including in-person visits 


4.1.12.1.D, 
and See 
Below 


Member 
Education, 
Outreach and 
Engagement 


Programs and activities specially designed to 
engage members in their health, be accountable 
for their care and services, and utilize the system 
appropriately 


See Below 


SafeLink and 
Connections 
Plus®  


Provides at risk members with access to a free 
cell phone preprogrammed with phone numbers 
and apps to communicate with their providers, the 
plan, and help manage their health 


See Below 
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Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


Cultural 
Competency 
Plan 


Formal program to ensure our programs, services, 
staff and providers are sensitive to cultural, 
poverty and disability diversities across the 
population 


See Below 


Member Portal Online access to comprehensive member 
information and self-service functions including 
find a provider, print ID cards and track preventive 
care 


See Below 


Mobile 
Applications 


User friendly mobile applications that bring plan 
information and calls to action to the member’s 
fingertips, including care gaps  


See Below 


Texting 
Initiatives 


Communicating with members using a highly 
preferred method for communication, including 
members in crisis and Txt4health to promote 
healthy behaviors and choices 


See Below 


Foster Care 
Liaison 
Program 


Dedicated Foster Care Liaison to ensure 
coordination of care across the health care and 
child welfare system for this complex child and 
youth population 


See Below 


Provider 
Network 
Management 


Programs and activities designed to ensure 
members have access to a comprehensive, quality 
network, tailored to the unique needs of the 
population, with open panels and appointment 
availability 


4.1.12.1.A 


Member 
Journey 
Mapping 


Process to evaluate, assess and inform future 
activities based on member experience at every 
plan and delivery system touch point 


See Below 


Programs to 
Improve 
Provider 
Satisfaction 
and 
Experience 


Meet 
Providers 
Where They 
Are 


Programs and activities that are designed to meet 
providers where they are and get them where they 
want to be including value-based payments, 
practice transformation, claims submission, 
health information exchange, and provider 
analytics 


4.1.12.1.A, 
4.1.12.1.B, 
and See 
Below 


Provider 
Education, 
Outreach and 
Engagement 


Programs and activities designed to collaborate 
and partner with our providers, equip providers 
with actionable information and tools to be 
successful, and support appropriate billing to 
ensure timely and accurate payment 


4.1.12.1.A,  
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Managed Care Programs for Medicaid Recipients 


 Program Brief Program Description Section 


Timely and 
Accurate 
Claims 
Processing 
Services 


Systematic programs and processes to support 
timely, accurate and transparent claims payment 
to providers, including flexibility in claims 
submission and self service provider tools 


4.1.12.1.E,  


Provider 
Portal 


Online tool providing secure access to self-
service functions, such as eligibility and claims 
lookup, and clinical member information, 
including member care gaps and health alerts 


4.1.12.1.A,  


Provider 
Reporting 


Web-based tools made available to providers 
allowing practice managers or individual 
providers to instantly access drill-down 
dashboards and patient registries to view critical 
information to better identify evidence-based care 
gaps, understand quality improvement 
opportunities, and improve their care management 
functions. 


4.1.12.1.A 


Gold Card 
Program 


Non-financial reward program that offers 
streamlined administrative requirements for our 
high performing providers 


4.1.12.1.A  


Provider 
Journey 
Mapping 


Provider satisfaction assessment process that 
examines the provider experience at each point of 
plan-provider interaction to uncover solutions to 
streamline or improve processes and interactions 


4.1.12.1.A 


 


Program Experience 
SilverSummit’s affiliate health plans, specialty partners, and parent company have 
direct experience successfully bringing the programs listed above to members across 
the country. As Medicaid membership is the focus of our organization, these programs 
have been designed and developed specifically for Medicaid populations. We 
understand the needs of the general Medicaid population through our direct, hands on 
experience, and are learning the needs of the Medicaid population in Clark and Washoe 
Counties through a proven process of active stakeholder engagement, including 
providers, associations, community agencies and advocacy groups. As we do in all of 
our local health plans, we will leverage our national experience and combined 
knowledge to tailor effective Medicaid managed care programs at the local community 
level. 
The graphic below shows the length of our experience across the country through our 
Medicaid affiliate plans, which is fully described in Section 4.1.11.11. 
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Figure: Affiliate Plan Experience Timeline 


 
 
Each affiliate plan is supported by Centene, with 32 years of Medicaid managed care 
experience, and our Centene affiliated specialty service partners including our 
behavioral health partner (22 years of experience), our disease management partner (22 
years of experience), our nurse advice line partner (21 years of experience) and our 
pharmacy partner (17 years of experience), all branded together as our Centene-owned 
Envolve™ integrated specialty solutions. 


Program Recognition 
SilverSummit’s affiliate health plans, specialty partners and parent company have 
received industry recognition for our innovative health care programs that address the 
unique needs and barriers of Medicaid members, including unique improvements in 
care models, effective emergency room diversion strategies, creative member-driven 
disease management practices, and expanded use of technology to improve access to 
services and support health education and monitoring. A summary of these awards in 
the table below.  
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Table: Medicaid Program Recognition and Awards 


Clinical Awards 


Case-in-Point Platinum Awards  
Asthma DM: Top Population Health/Disease Management program (Nurtur – now Envolve PeopleCare); 
ER Department: ED Cost Avoidance in Pediatric Medicaid Recipients (NurseWise); Medicaid Case 
Management: My Route to Health Sickle Cell Program (Centene); Pediatric Case Management: Complex 
Case Management in Foster Care (Cenpatico); Women/Children Case Management: Healthy Start 
Newborn & Women Program (Georgia Affiliate); Women/Children Case Management: Start Smart for Your 
Baby (Centene); Behavioral Health Case Management: Orca House Residential Treatment Program 
(Cenpatico); Women/Children Case Management: Turning Point Program (Cenpatico); Disease 
Management/Population Health: Modified IMPACT (Cenpatico) 


Hermes Awards 
Splotch the Madpole Does A Whole Lot Of Bullying (Platinum); Listening to Your Heart, Matters! 
(Platinum); Off The Chain – Teen Pregnancy (Platinum); Body Well, Baby Well (Gold); My Route to Health 
– On Target with Your Asthma (Gold); A Foster Care Journey (Honorable Mention); DAD (Honorable 
Mention); My Care Planner (Platinum); Darby Boingg Meets Chrys and the Mums (Gold); The Gunky 
Bacteria Brothers (Gold) 


National Environmental Leadership Award 
Asthma Management (Nurtur) 


Medicaid Health Plans of America Best Practices Compendium - Maternal Health Award 


Addiction in Pregnancy Program' (Ohio, Buckeye Health Plan); Long Term Services and Supports Award: 
'Home-Based Primary Care' (USMM) 


URAC Quality Summit Awards  
Asthma Solutions for a Managed Medicaid Population (Platinum); Best Practices in Health Care Consumer 
Empowerment and Protection Awards   


Hispanic Health Leadership Award (Centene) 


Information Technology Awards 


Information Week 500  
Top 100 ranking and top 10 Healthcare IT Innovators for 2012 


Convergence Customer Excellence Award (Centene) 


National Health Information Awards 
Off The Chain – Teen Pregnancy (Bronze), Off The Chain –  All About Asthma (Bronze); A Foster Care 
Journey (Merit); DAD (Merit); Nurtur Health and Wellness Website, Health Promotion / Disease and Injury 
Prevention Information, Monthly Wellness Postcard Series, Program Engagement, Work-Life/EAP 
Postcard Series, Breakfast Buzz - Health Engagement Email, SilverSummit Information Program,  Health 
Coaching Engagement Campaign 


Web Health Awards 
On Target with Your Asthma, Audio (Merit); Listening to Your Heart Matters, Audio (Merit); Living Well 
with Sickle Cell, Audio (Merit); Off The Chain, Audio (Merit) 


 


Programs Not Fully Described Elsewhere 
Section 4.1.12 of this response provides an overview of our experience, including 
programs and activities designed to support a Medicaid managed care population. 
Following are descriptions of well-established programs not fully described elsewhere 
(as referenced in the table starting on page 1 of this response (4.1.1.12.1.B). 
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CentAccount® (Member Incentives). SilverSummit’s CentAccount program offers 
valued, financial incentives to members for achieving healthy behaviors such as 
receipt of EPSDT and prenatal services or completion of the health risk screening or 
PCP visit within 90 days of enrollment. Rewards are loaded onto a proprietary health 
care reimbursement card that can be used at authorized retailers such as Dollar 
General, Walmart and CVS. The card can be used to buy health-related items such as 
groceries, baby and personal care items, and some over-the-counter medicines. We do 
not allow cards to be used to purchase items like candy, soda, or junk food. Cards also 
cannot be used to buy alcohol or tobacco products of any kind. Rewards specific to 
our membership in Nevada are discussed in Section 4.1.12.2. 
In Home Screening Kits. Understanding the benefits of meeting members where they 
are, our affiliate plans continue to develop programs that increase member access to 
care. Through our innovative home screening kit program, home HgA1c, LDL and 
nephropathy screening kits are delivered to members (with approval from the 
member's PCP) that have been identified as non-compliant with their necessary 
diabetic screenings. Because colorectal cancer is the second leading cause of cancer-
related deaths in the country, our affiliates have extended this program to provide 
home screening kits, as appropriate, for colorectal cancer screenings – SilverSummit 
will offer this program in Nevada in recognition of the state’s similarly high incidence of 
colorectal cancer. In each case, the member is able to take samples at their home and 
then mail the kit to a testing facility. If the kit is not returned after a specified amount of 
time, plan staff attempt to reach the member by telephone to urge compliance and 
determine if further assistance is necessary. This is particularly beneficial for members 
who live in rural areas, have hectic schedules or mobility issues that make office visits 
more burdensome. Since initiation of the home access testing option in our Indiana 
affiliate: 


• The HEDIS HbA1c testing rate among members with diabetes increased from 
73.38% (RY2012) to 79.44% (RY2015) 


• The HEDIS nephropathy screening rate among members with diabetes increased 
from 61.17% (RY2012) to 67.50% (RY2015) 


• The HEDIS Diabetes Screening rate among members with Schizophrenia or 
Bipolar Disorder who use antipsychotic medications increased from 71.13% 
(RY2013) to 75.00% (RY2015) 


Remote Patient Monitoring. SilverSummit will provide telemonitoring services to the 
highest-risk members (with multiple co-morbidities), for whom intensive monitoring is 
necessary and the condition is amenable to telemonitoring. This FDA-approved 
technology is “device-agnostic”, interfacing with virtually any medical home 
monitoring device via wireless or wired modem utilizing land line, cellular (including a 
SafeLink or ConnectionsPlus phone) or VOIP communications links. Within seconds of 
a reading being taken in the home, the biometric value, such as a blood glucose level 
for a diabetic or blood pressure or weight for a member with congestive heart failure, is 
transmitted electronically to the member’s Care Manager and evaluated against patient-
specific or national guidelines and analyzed for favorable or unfavorable trends. The 
system can then be set at the member-level to alert the Care Manager, trigger an 
Interactive Voice Response phone call to the member, and/or alert other members of 
the care team or the member’s provider. The technology is entirely web-enabled; all 
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members are provided a login card that enables them, their family, or their physician to 
access their biometric information from anywhere in the world at any time, as long as 
they have access to the Internet.  
Nurse Family Partnership. Several of our affiliate health plans have established a 
relationship with local Nurse Family Partnership (NFP) programs. Through the 
program, trained and experienced registered nurses, with strong interpersonal skills 
and a maternal-child health background, provide home visits during pregnancy and up 
to two years after delivery based on the national Nurse Family Partnership model. Our 
affiliates’ Care Managers work closely with the nurse to align goals and objectives for 
the visits and to locate resources to assist the mom/family to meet their needs such as 
arranging transportation. Because enrollment is often limited at each site based on 
available funding, our affiliates work on ways to partner with NFP to provide additional 
monies in order to increase availability of their services statewide. For example, our 
Missouri affiliate is partnering with the national NFP to develop a program with a focus 
on teen pregnancies including children in foster care. SilverSummit seeks to partner 
with the Clark County Nurse Family Partnership through the Southern Nevada Health 
District.  
Supportive Housing. The SilverSummit Supportive Housing Program will support 
improved health outcomes as well as housing retention and self-sufficiency, including 
promotion of moving from supportive housing to permanent housing. The Care 
Manager will work with the member, circle of support, and providers as well as 
supportive housing providers to develop and implement a care plan that addresses the 
full range of the member’s needs including primary and preventive care, medication 
management, behavioral health services, vocational guidance, skill building, and 
problem solving. The Care Manager will also connect the member to peer supports as 
desired by the member, and help them address and manage barriers in accessing 
treatment or recovery efforts. Based on a model developed by our affiliate health plans, 
the program will be implemented in partnership with supportive housing providers 
such as HELP of Southern Nevada, WestCare, Southern Nevada Housing Authority, 
Reno Housing Authority and Catholic Charities, and will incorporate shared training. 
The program will include information sharing with supportive housing providers (with 
appropriate consent) on medical and behavioral health services being provided to the 
member, such as when the member accesses acute levels of care, has a crisis in a 
homeless situation, or is in need of intensive community supports.  
Our staff, with support from the Housing Specialist, will train supportive housing 
providers on prevalent co-morbid medical/behavioral health conditions (such as HTN, 
diabetes, depression) to enhance their ability to refer members to us for assessment of 
new or changed conditions, as well as de-escalation techniques and the support we 
can provide for members experiencing escalation or crisis. Supportive housing staff 
will help train our staff on resources and community supports for homelessness. 
Supportive Employment. In an effort to address all member needs, including social 
determinants of health, our affiliate plans across the country have developed programs 
and community partnerships to ensure our members have access to supportive 
employment and other services to identify and secure stable employment. For example, 
our affiliate in Arizona matches members with employment opportunities through a 
partnership with LINKAGES, who links employers with qualified candidates to ensure 
persons with a disability and veterans have an opportunity for employment. Nevada 
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has an array or organization who receive WIOA funding. We met with Standards of 
Excellence in Las Vegas and look forward to connecting our members to their 
organization for resume building and industry recognized certifications such as 
Certified Medical Administrative Assistant (CMAA), Certified Logistics Technician (CLT) 
and Microsoft Office Specialist (MOS). Standards of Excellence is accredited with the 
System of Higher Education, our members will have the added benefit of receiving 
college credit as they train for their career, these credits are transferrable to schools 
such as UNLV and College of Southern Nevada.  
Peer Support Specialists. SilverSummit affiliates partner with local mental health 
centers and other community organizations to increase peer support services for 
members. Our affiliates work with these providers to increase referrals to peer support 
services which include but are not limited to: member drop-in centers (for in-the-
moment peer to peer support) and telephonic support (telephonic warm-lines to 
connect with members state-wide). SilverSummit recognizes that a peer support 
connection can be a powerful component to impact the social, emotional and practical 
support in a member’s life. SilverSummit has identified WestCare Nevada and the 
Foundation for Recovery as potential partners to increase use of peer support 
specialists in Nevada.  
Fraud, Waste and Abuse Prevention. To promote system efficiency, our claims systems 
have systematic processes built in to help prevent inappropriate billing, duplication, 
and potential fraud, waste and abuse. This includes the following prospective and 
retrospective edits and reviews. 
Table: Systematic Fraud, Waste and Abuse Prevention 


System Description 


Claims Xten (CXT) We use Claims Xten, integrated with AMISYS, as our primary claim code 
editing software. Following claim adjudication, all claims are analyzed in 
real-time by our CXT software to determine clinical claims coding 
appropriateness and potentially fraudulent billing practices. CXT reviews 
claims against common coding standards established by the American 
Medical Association, CMS and several medical specialty societies. CXT 
identifies potential FWA triggers such as unbundling, mutually exclusive 
codes, procedure frequency-by-day, and age/gender discrepancies. 


Verisk’s 
HealthCare Insight 
(HCI) 


Our IT System is securely integrated with HCI to provide an additional 
level of claim edit processing and further detect clinical coding errors, 
inaccuracies, and potentially fraudulent billing practices without 
disrupting claims turnaround. Centene uses two of HCI’s products, 
Physician Claim Insight and Fraud Finder Pro, to apply a second level of 
clinical edits and FWA detection, respectively; by systematically 
applying rules informed by HCI’s nationwide database of provider billing 
practices and patterns. 


Physician Claim 
Insight (PCI)  


PCI compares submitted claims to correct coding rules/guidelines but 
also includes a clinical review component. A Verisk Health nurse reviews 
the claim and compares services to the member’s history to determine if 
the service is medically likely.  The process reviews both Outpatient 
Facility and Physician Claims.  Edits are based on CMS, AMA/CPT and 
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Specialty Societies.  In addition, PCI reviews most commonly abused 
modifiers which break the edits of traditional products like ClaimsXten 
(i.e., modifiers 25, 59). 


Fraud Finder Pro 
(FFP) 


Identifies aberrant billing patterns where providers are billing more than 
two (2) standard deviations from their peers. Verisk Health reviews and 
provides a preliminary assessment within 2-3 business days.  A Centene 
investigator reviews Verisk Health’s comments, the state provider 
manual and provider contract (if available). The plan is notified of the 
billing pattern and approves a full investigation. If approved, 20 -30 
services are denied for medical records and undergo clinical review. 
Based on the findings of the review, the provider is educated, put on full 
prepay review for select services and/or a retrospective investigation is 
opened. 


Health 
Management 
Systems, Inc. 
(HMS) 


Centene contracts with HMS, a leading health cost containment vendor, 
to ensure claims are paid correctly, help control costs associated with 
fraudulent claims, and reduce overall payment discrepancies, 
adjudication, and reimbursement expenditures. HMS helps us to identify 
and recover overpayments and detect and prevent fraud, and 
systematically supplies us with additional member coordination of 
benefits (COB) information, all while ensuring that our cost avoidance 
and post payment recovery processes comply with State and Federal 
regulations. 


AIM Healthcare 
Services, Inc. 
(AIM) 


Centene subcontracts with AIM to provide claims cost management 
services including credit balance recoveries, retrospective FWA 
analysis, and coordination of benefits. 


iHealth 
Technologies 
(iHT) 


Centene uses iHT to perform Inpatient Diagnosis Related Group (DRG) 
and Inappropriate Setting or Observation claim reviews in an effort to 
improve medical claims payment accuracy using a method that is 
acceptable and understandable to providers. 


PostShield PostShield is a tool that contains powerful fraud rules and algorithms 
developed by industry experts who understand the essentials of fraud 
detection and prevention. These post-payment algorithms, applied after 
claim payment, produce smarter results and less false positives with 
unique external data sources incorporated into PostShield’s analytics. 
PostShield results can be utilized by any members of our organization 
including staff in our SIU, Medical Management, Provider Engagement, 
Quality Improvement, Compliance and Legal Departments. 


CaseShield   CaseShield is used by SIU to initiate, organize, track and record current 
and historical FWA cases that SIU conducts. CaseShield electronically 
houses SIU investigation files and documents and links SIU cases to 
internal and external reference sources, including medical records. SIU 
also uses CaseShield to generate FWA case documents (e.g. seeking 
case information from providers and/or other sources). CaseShield’s 
FWA case tracking, and case and financial reporting capabilities align 
with the National Health Care Anti-Fraud Association financial reporting 
standards, and state and federal regulatory reporting requirements. 
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Query Shield Query Shield is an ad-hoc querying tool that enables a user to run real-
time queries and complex pattern reports from data loaded into Post 
Shield and Case Shield. Query Shield completes customized reports to 
meet the reporting needs of state and federal regulatory agencies and 
industry associations, template reports that may be reused and are 
accessible by a single user or multiple users, aggregated summary 
reports, trending analysis reports, cross-claim querying capability, fraud 
alert impact analysis, and instantaneous results that may be uploaded to 
Case Shield and/or exported. 


 
Health Information Exchange. Today our interoperable MIS supports clinical data 
exchanges for a variety of HIE applications for our Centene affiliate health plans in 
Washington State, Texas, Indiana, Michigan, Wisconsin and (in 2016) Georgia. Powered 
by Centelligence®, Centene's health informatics platform, Centelligence Health 
Information Exchange (CHIE) securely delivers expanded, member level clinical 
information via multiple, secure and complementary electronic channels, including web 
based online access, mobile platforms, and health information data exchange 
capabilities. The goal is to assist PCPs, hospitals, and other providers as well as our 
State clients to assure the best possible outcomes, delivered efficiently and effectively 
through information-based coordinated care. CHIE delivers actionable information in 
the manner and form most convenient and meaningfully useful to a participant on the 
"health care team", using HIPAA compliant role based access controls and presented 
in a format attuned to each user audience (provider, member). In addition, providers, 
hospitals, state agencies and HIEs can interface with CHIE's health data exchange 
capabilities, for HHS Office of National Coordinator (ONC), standards based data 
interchanges, including HL7 lab test results, Admission/Discharge/Transfer (ADT) data, 
and other standardized health information transactions. 
Local Member Services. Each of our health plan 
affiliates serve their members through a local call 
center that provides members and their authorized 
representatives culturally competent assistance with 
inquiries, issue resolution, health literacy, and 
service and resource needs. Our processes are 
designed to support our belief in strong member 
engagement, first call resolution and high customer 
satisfaction. Member Services Representatives 
(MSRs) are fully trained on all MSR responsibilities, 
benefits, local plan programs, provider resources, 
community resources, cultural and poverty 
competency, advanced customer service skills, and 
other skills needed to effectively serve the local community. MSRs provide extensive 
service with a personal touch, aiming to handle each call as the most important call of 
the day. They provide education, remove barriers to accessing needed services, and 
anticipate member needs, employing a host of member engagement tools.  
To support a single point of accountability and immediate resolution of any member 
issue, MSRs quickly bring together the member and any needed plan staff, including, 


“I am extremely appreciative of 
the outstanding customer service 
provided to me by the call center 


rep…he was very kind, 
professional and polite. He even 


called the provider for me.” 


- Feedback from a member of our 
Missouri affiliate 
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for example, a Care Manager, behavioral health clinician or MemberConnections 
Representatives (MCRs). The ability to provide these linkages creates a supportive, 
relationship-driven service model that minimizes hold time and repetition for the 
member, and creates “no wrong door” for any inquiry.  
Through the Member Concierge Program, SilverSummit and our affiliates offer all 
members real-time appointment setting assistance, as well as helping to arrange 
transportation and interpreter services. For example, MSRs (or designated staff) will 
conduct a three-way call with the member and the provider’s office to schedule 
appointments. Through a focus group study, one of our affiliates learned that many 
members feel anxious about scheduling appointments and this real-time appointment 
assistance was designed to remove this barrier to accessing care.   


MemberConnections® Program. Our philosophy of “meeting members where they are” 
is pivotal in our ability to understand and reduce barriers to care for our members. 
Through our MemberConnections Program, we utilize a community health worker 
model to reach and relate to members in their community. For example, leveraging our 
MCRs, we sponsor and attend free health promotion and education events with 
community partners, such as wellness clinics and health fairs, answering questions 
and distributing general health education materials, including brochures on the 
importance of a medical home, smoking cessation and healthy eating as well as 
managing chronic conditions such as asthma and diabetes. 
MCRs identify opportunities to partner with community agencies and advocacy groups 
such as Public Health Departments, Community Libraries, Community Recreation 
Centers, and the YMCA to educate and outreach to members who are participants in 
their organizations and activities. We also partner with organizations that provide 
critical non-health care services to our members, such as assistance with housing, 
utilities and rent. MCRs maintain regular contact with these entities to make referrals, 
coordinate services and uncover opportunities for joint partnership in educational 
events to meet member needs.  
For high risk and hard to reach members, our MCRs, certified as community health 
workers in several of our affiliate health plans, conduct home visits for high risk 
members to conduct assessments and provide face to face education. SilverSummit’s 
proposed approach will mirror what we have done in other markets, for example, our 
Wisconsin affiliate conducted face to face assessment and education for a Burmese 
speaking member in collaboration with our interpretive services vendor due to severe 
language barriers. Other times our affiliates have met members at homeless shelters or 
provider offices to conduct educate and care coordination activities. Our affiliates also 
have co-located MCR and care management staff in high-volume provider offices to 
increase our ability to meet members where they are. 
Member Education, Outreach and Engagement. Our affiliates have extensive programs, 
processes, and approaches for effectively educating, outreaching to and engaging 
members. In addition to member materials, mailings, and reminder calls, examples of 
some of our more specialized programs are described below. 
Reaching and supporting members who are homeless. Homeless members need a 
more intensive level of support and connection to community resources to achieve 
self-management, adherence, and positive outcomes. Yet locating these members can 
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be a challenge. SilverSummit will use methods such as the following to reach these 
members:   


• Track pharmacy prescriptions to identify approximate refill dates and ask the 
pharmacy to notify us when the enrollee is there 


• Identify approximate location of the member and interview local community service 
staff, homeless shelters, and area residents 


• Reach out to members who are homeless at points of care such as doctor’s offices 
• Conduct onsite visits when members present in the emergency room or hospital. 
We will collaborate on outreach with community organizations such as the Nevada 
Homeless Alliance, the Nevada Partnership for Homeless Youth and Catholic Charities. 
For example, our staff will present wellness seminars at such locations, including 
homeless shelters, to teach self-care skills, provide education and support individuals 
to access needed services. In addition, we will support local efforts to engage and 
support homeless enrollees, such as the Healthcare and Housing System Integration 
Initiative. When we reach the member, our Care Management staff will provide social 
navigation services to meet member needs, such as connecting the member to housing 
options, food pantries, clothes closets, and employment assistance. We will also assist 
these members to apply for other programs for which they may be eligible such as 
WIC, food stamps, and SSI. Care Management staff and our community health worker 
staff will be available when appropriate to accompany the member to agency and 
program offices as well as provider visits to provide assistance and work through 
potential barriers.  
Additionally, high-risk members without reliable phone access who are not eligible for 
SafeLink or who require additional minutes may receive Connections Plus® cell phones 
preprogrammed with numbers for the Care Manager, outpatient behavioral health 
provider, community case worker, applicable peer support person and 911. Having this 
phone ensures their ability to communicate their needs and concerns in a timely way 
and permits us to outreach and follow-up as needed to monitor and address any new or 
changed needs and barriers. 
Centene Health Education for Children and Teens. SilverSummit will use Centene’s 
award winning health education book series developed with a nationally recognized 
children’s author to educate elementary school-aged children about a variety of health 
topics. The Adventures of Boingg and Sprockette books, feature Darby the Wallaby and 
his friends, focus on obesity prevention and healthy eating, germs and personal 
hygiene, asthma, diabetes, foster care, bullying, and the negative impact of smoking. 
Several of these books also include a Parent Guide to help parents to effectively 
discuss the books with their children. We will use several titles in the series at school-
based and community events, and during home visits when needed to support young 
members with education materials that target health issues they face. We provide our 
Super Centeam 5 Cookbook, for example, as part of our efforts to teach kids about 
nutrition and healthy food choices as a way to combat childhood obesity. Also useful 
for parents, this cookbook includes recipes created by kids for kids, consistent with 
federal MyPlate portion recommendations, as well as a coloring page, stickers, and 


• In Nevada we will partner with organizations like HELP,  the Las Vegas Police 
Department and Washoe County Social Services Department to identify members in 
need.  
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recipe cards for kids to create their own recipes. Our MCRs use Centene’s award-
winning Off the Chain series created for adolescents that address a variety of health 
issues as a way to facilitate communication with teens. For example, our Off the Chain: 
Real Issues – Real Answers provides clear, honest information about various everyday 
teen-related issues such as driving, dating, texting, self-esteem, personal hygiene, 
exercising, smoking, drugs and bullying.  
In Nevada, we have sponsored Junior League of Las Vegas (JLLV) who will be able to 
provide Southern Nevada youth with unique opportunities aimed at empowerment and 
health improvement through the Public Health Advocates Raising Awareness in Youth 
and Modern Education (P.R.I.M.E.) program. P.R.I.M.E will be will be peer-led with youth 
actively working to recruit their peers and focus on skill development, teen pregnancy 
prevention and sexual health education, obesity prevention efforts that include fitness 
and nutrition education and outreach events, and a mental health component with anti-
bullying and positive self-image lessons. 
Online Health Library and Mental Health Resources. SilverSummit will offer our free 
online Health Library powered by Krames. It contains information on over 4,000 health-
related topics. The library is searchable by topic or keyword and easy to navigate. 
Materials include books, health sheets, and podcasts. Members can learn about 
wellness, illness, care plans, medications, and many other helpful tips and facts. 
Additionally, SilverSummit members will be able to access our online, consumer-
directed mental health resources at no charge to our members through 
www.MyStrength.com, a website that offers a range of resources to improve mental 
health and overall well-being. MyStrength is not a provider location but a consumer-
directed resource accessible through the Internet and also through a member’s smart 
phone. The website offers members the ability to take responsibility for their health 
care and learn more about their diagnoses, track their symptoms, and receive 
motivational ideas and information. We also encourage family caregivers of our 
members with behavioral health issues to enroll and use MyStrength for support and to 
better understand their family member’s behavioral health condition and needs. 
Members can participate in MyStrength to increase awareness of mental health needs 
and engage in personalized e-Learning programs to help overcome depression and 
anxiety supported by tools, weekly exercises and daily inspiration in a safe and 
confidential environment.   
SafeLink and Connections Plus®. SilverSummit will participate in Centene’s partnership 
with SafeLink to provide free cell phones to our members. This federal program 
provides free cell phones with 350 minutes per month to individuals that are in a 
certain low-income bracket. Through our partnership, SilverSummit calls and texts to 
and from SilverSummit will not count towards the member’s allotted minutes. 
Additionally, our Care Managers can upgrade minutes based on clinical need. When 
SafeLink is not an option for members, such as for homeless members or when 
someone at the same address has already received a SafeLink phone, SilverSummit 
may offer our Connections Plus program which provides restricted-use cell phones to 
certain high-risk members. Connections Plus phones are pre-programmed with 
numbers for the Care Manager, NurseWise, 911, PCP and other treating providers. 
SilverSummit staff will use the phones to contact members for education, appointment 
reminders and ongoing coaching and support for wellness and compliance. With the 
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members consent, we will also send text messages with health information targeted to 
the member’s condition.  
Member Portal. Used by all affiliates, our secure web-based Member Portal offers 
members (and authorized parents/guardians) online access to their specific health plan 
information and a number of supporting “self-service” functions, such as, the ability to 
view medical, behavioral information and medication history, change PCPs, update 
contact information, take an online Health Risk Assessment and Wellness Assessment, 
fill out a notification of pregnancy, view a health alert, gap-in-care, or member-centric 
care plan, securely communicate with plan staff and contact a nurse, and several other 
functions. Members can also check the status of their CentAccount incentive balance. 
In addition, we recently deployed Microsoft HealthVault’s Personal Health Record 
(PHR) on our Member Portal for members who wish to maintain their own electronic 
PHR, using industry leading PHR technology. Centene is always looking to improve the 
functionality and value of the portal through member feedback, provider feedback, and 
best practices. For example, in 2017, through integration with Self-care Decisions, we 
will deploy a new symptom checker feature on the Member Portal. The symptom 
checker will offer users step-by-step advice for illness/injury management, support 
them in choosing the right level of care at the right time by directing members to the 
appropriate level of service (i.e. Urgent Care Clinic vs. Emergency Room), and supply 
the tools for self-assessment. 
Mobile Applications. SilverSummit will 
deploy Centene’s member mobile 
application designed to be a 
comprehensive and integrated mobile 
“one stop shop” for our members. The 
member mobile application is 
available, free of charge for many of 
our affiliate plan members and is 
uniformly branded as the local plan’s 
mobile tool so users will know 
instantly where to turn to for any 
assistance. We continue to evolve our 
mobile strategy keeping in mind the 
needs of our members.  
Texting Initiatives. Through our partnership with Voxiva, our health plan affiliates can 
communicate with their 
members via text. For 
example, our affiliates send 
text messages to members 
18 and over who opt-in to 
the program to encourage 
healthy behaviors, as well 
as member use of health 
plan services and 
compliance with certain 
preventive services such as 
immunizations, check-ups 
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and screenings. These text messages also contain specific health information a 
member needs based on their diagnoses and conditions, driven by our Centelligence 
health analytics platform.    


Foster Care Liaison Program. Based on the experience of our affiliate health plans 
serving children in Foster Care, SilverSummit will designate a Care Manager to serve 
as our Foster Care Liaison. Our Foster Care Liaisons across our affiliate health plans 
establish relationships with key contacts at the state’s child and family welfare agency 
in order to promote timely identification and coordination of care. This is especially 
important for children with complex care needs requiring continuation of existing 
services such as personal care services or transfer of medical supplies or equipment at 
the time of new placement or change in placement. We further coordinate care and 
facilitate communication across providers for children in out-of-home placement to 
ensure access to effective and comprehensive health care including, but not limited to 
integrated medical, dental, mental health, substance use, and developmental services 
to achieve optimal health and wellness outcomes. Our affiliate health plans provide in-
services to Foster Care caseworkers on health plan benefits and programs (e.g., 
CentAccount, etc.). Our Foster Care Liaison will identify providers who have existing 
relationships with our members and require outreach. We also offer training sessions 
where our Clinical Trainers provide education to caregivers and the Foster Care 
caseworkers on programs they choose. Topics include but are not limited to: ADHD, 
substance use and trauma informed care. 
Member Journey Mapping. The most significant awareness of our members’ 
perspective of our operational processes and programs comes from Centene's 
Strategic Insights department. ln 2014, the department conducted a "member journey 
mapping" exercise identifying common themes from member feedback -communicate 
effectively, provide access to needed information, be respectful, and empower through 
education. From this assessment, the Strategic Insights department implemented its 
C.A.R.E (communication, access, respect, and education) initiative through which 
cross-departmental task forces were established and challenged with creating a work 
plan to address the opportunities identified for improvement in each area. For example, 
the communication workgroup was tasked with streamlining the initial welcome call 
and health risk screening process based on feedback and has subsequently 
redesigned our online version of the health risk screening and established new 
member incentives. The access workgroup, challenged with providing better/faster 
access to personalized service, developed business requirements for live chat 
functionality on our Member Portal. The respect workgroup developed education and 
training about the journey mapping process and findings and has presented it to senior 
executives across all health plans. Finally, the education workgroup was tasked with 
redesigning of member education materials. Starting with our California affiliate, this 
group redesigned our new member welcome packet to include a benefits booklet that 
provides key highlights of benefits and programs available from the health plan and 
further described in the Member Handbook and on the Member Portal, as well as FAQs 
for how to use our website and Member Portal. Centene evaluates the effectiveness of 
these interventions through the analysis of member satisfaction survey results, 
feedback from focus groups and review of utilization data. 
Cultural Competency Plan. Ensuring the cultural competency of our staff, providers, 
programs and services is a critical function of a Medicaid managed care organization. 
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Our affiliates across the country serve a diverse membership, and therefore, each plan 
has a comprehensive cultural competency plan that complies with all CLAS standards 
and is tailored to their communities while leveraging learnings and best practices from 
across the organization. For example, we ensure our staff are representative of our 
membership by hiring from the local community and partnering with community 
organizations to identify qualified staff that can best serve the cultural diversity of the 
local membership. We also provide cultural competency training to staff and providers, 
at least annually, that provides relevant and practical information to best serve the 
membership. This includes sensitivity training on members with disabilities and 
poverty sensitivity training. Recognizing the needs of the lesbian, gay, bisexual, and 
transgender (LGBT) population, we are also designing training on how to best serve 
this membership. SilverSummit staff will receive training from Huntridge Clinic on 
cultural sensitivity for individuals who identify as LGBT. 
“Meet Providers Where They Are.” This is a theme that cuts across provider programs 
and supports our custom approach to supporting, incentivizing and training providers. 
It ensures we identify and understand the current capacity and capability of each 
provider or provider group to match them with appropriate programs and services. For 
example, for providers without an EHR, we will focus our training efforts on tools 
available to them that don’t require an EHR, such as promoting the use of HealtHIE 
Nevada’s DIRECT service for secured data exchange that can work on a “lowest 
common denominator level,” such as e-mail if needed, and the use of HealtHIE 
Nevada’s secure web access offering. We also ensure all providers have access to 
actionable data, such as care gaps which can be made available on the Provider Portal, 
or sent as a monthly report, delivered by mail, email, or in person delivery. We also 
make sure every provider has access to timely and accurate claims payment. While we 
highly promote EDI claims submission, we also offer online claims entry through our 
Provider Portal and will continue to accept paper. To further illustrate our commitment, 
our Indiana affiliate identified a provider without an office computer but found that the 
provider did have a laptop at home. The Indiana provider rep suggested the provider 
bring his home laptop to the office, where the provider rep made an in person visit to 
instruct the provider on submitting claims online through the Provider Portal. 


Adding Value and Innovation for Nevada Medicaid and Nevada 
Check Up Recipients 
SilverSummit will leverage all of the programs described here and throughout Section 4 
and adopt and adapt them for the state of Nevada based on lessons learned from our 
affiliate plans, Nevada specific needs and requirements, and Nevada stakeholder input. 
 
C. Managing and improving health outcomes for program recipients; 


Managing and improving health outcomes is at the core of our mission: better health 
outcomes at lower costs. Central to helping us achieve our mission is our Quality 
Assurance and Performance Improvement (QAPI) program and overall culture of 
quality.  
Below we provide an overview of our organizational commitment to quality, a 
description of our QAPI program to improve health outcomes, and examples of how 
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our affiliates have applied these programs and principles to successfully improve 
health outcomes for members served. 


A Culture of Quality: Promoting Achievement of the Quadruple Aim  
Quality improvement is a Centene key business strategy, and all of our affiliate health 
plans’ quality structures and programs support the achievement of Triple Aim for 
Health Improvement: Improving population health (including all demographic groups 
and those with special needs), improving our members’ experience, and lowering 
health care costs. In addition, Centene affiliates are committed to the fourth leg of a 
Quadruple Aim (as stressed by Bodenheimer and Sinsky in 20143): improving the work 
life of our network Providers and their staff, as well as their experience and satisfaction 
with the programs in each of our health plans. Centene affiliates have adopted the 
Centers for Medicare and Medicaid (CMS) Triple Aim for Healthcare Improvement as the 
framework for evaluating the success of their 
organizations.  
On a daily basis, Senior Leadership Teams (SLT) 
across all affiliates use data-driven decision-making 
methodologies in strategic planning and daily 
operations, and demonstrate, by their own example, 
the value and applicability of improvement 
methodologies. Each operational area has defined 
service metrics with accountability to the SLT and 
reported up through the quality process. Senior 
leadership and appropriate staff representatives from 
across functional areas engage in monthly meetings 
(more frequently as needed) to review utilization and 
other quality data (e.g. HEDIS, CAHPS, and provider 
satisfaction survey results) for variances and to 
develop improvement strategies to address any 
variances. Each department is responsible for 
monitoring, analyzing and making recommendations 
regarding identified trends, follow-up, barrier analysis, 
and interventions to improve the quality of care and service to members. All staff are 
held accountable for ensuring alignment between quality goals and activities and the 
work they perform through monthly and quarterly reporting and participation in quality 
committees and subcommittees.   
Key leadership and staff at all of our affiliates are trained in evidence-based 
improvement methodologies, such as the Institute for Healthcare Improvement (IHI) 
Improvement Model, Lean Six Sigma (action planning), and core CQI methodologies, 
such as Rapid Cycle Plan-Do-Study-Act (PDSA) tests of change. They use these 
methodologies to select areas of focus for improvement; and design, implement, and 


                                                            
 


3 Bodenheimer and Sinsky, From Triple to Quadruple Aim: Care of the Patient Requires Care of the Provider, 
 Annals of Family Medicine 12:6 Nov Dec 2014 pp 573-576 


Our Texas affiliate (Superior 
HealthPlan), serving over 1 
million members, is the #1 


ranked Medicaid health plan 
in Texas based on previous 
NCQA ranking methodology 


and under the new NCQA 
rankings continues to be a 
#1 rated health plan – tied 


with others at 3.5 stars. 
Additionally, Superior was 


awarded over $17M in 
Quality Challenge Award 


dollars the past 2 years from 
Texas Health and Human 


Services Commission. 


141







  


 


 


evaluate the effectiveness of interventions or process changes both in formalized 
quality programs and in daily management throughout the organization.  


Quality Assurance and Performance Improvement (QAPI) Program 
All of our affiliate health plans have a solid history of meeting all state and federal 
regulations with our QAPI Program. We have a stellar track record of passing all state 
audit reviews of the QAPI Program description, work plans and evaluations. All of our 
affiliates have adopted, adapted and implemented a QAPI program that directly aligns 
with the goals and objectives of their state Medicaid partner and the needs of the 
population. This includes a suite of programs, actionable documents, policies, 
procedures, systems, structures and processes designed to promote and monitor 
quality and safety and improve health outcomes. 
QAPI Program Overview. The scope of our QAPI Program is comprehensive and 
addresses both the quality and safety of clinical care and quality of services provided 
to members including physical health, behavioral health, pharmacy and vision care. 
The program ensures accountability for the ongoing monitoring, evaluation, and 
actions to improve health outcomes. The table below highlights key areas of quality 
oversight. 


• Adoption and compliance with 
preventive health and clinical 
practice guidelines  


• Compliance with member 
confidentiality laws and regulation 


• Continuity and coordination of care 
in all settings and care transitions 


• Delegated entity oversight 
• Health care disparities 
• Employee and provider cultural 


competency 
• Health education and promotion  
• Integrated care management 


including physical, behavioral and 
social care coordination across 
practitioners 


• Member experience 
• Member grievances and appeals 
• Patient safety including 


appropriateness, quality of health 
and direct care services, abuse and 
neglect 


• Network accessibility and 
appointment availability, including 
specialty practitioners 


• Performance Improvement Projects 
(PIPs)  


• Pharmacy and medication adherence 
• Plan/department performance 


metrics/key performance indicators to 
ensure program efficiency and 
responsiveness 


• Provider experience 
• Selection and retention of skilled, 


quality-oriented practitioners and 
facilities (credentialing and 
recredentialing) 


• Service delivery including appropriate 
referral to and utilization of services  


• Standardized quality metrics 
including HEDIS and CAHPS 


• Utilization Management, including 
under- and over-utilization and care 
gaps 


 
QAPI Accountability and Governance. Through lessons learned and accumulation of 
best practices, our affiliate plans have well established structures, processes and 
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systems that govern the QAPI Program and promote and monitor positive health 
outcomes.  
 
Accountability. Each affiliate health plan Board of Directors has ultimate authority and 
accountability for oversight of the quality of clinical and non-clinical care and services 
provided to members. Operating authority of the QAPI Program is delegated by the 
Board to the Quality Improvement Committee (QIC), which will be chaired by the Chief 
Medical Officer. Health plan senior management staff, clinical staff, including 
behavioral health and pharmacy staff, and network providers, who may include 
primary, specialty, behavioral, and pharmacy providers, are directly involved in the 
implementation, monitoring and directing of the relative aspects of the QAPI Program 
through the QIC.  
 
Quality Committee Structure. To ensure quality is fully integrated throughout the plan, 
our quality committee structure includes various cross-functional committees, 
subcommittees, and ad-hoc work groups that report up to the QIC and are designed to 
monitor and support the QAPI Program. For example, in affiliate plans the QIC is 
supported by Credentialing, Peer Review, Pharmacy & Therapeutics, Utilization 
Management, Vender Oversight, Joint Operating, Corporate Compliance, Performance 
Improvement, Member Advisory, Provider Advisory, and Clinical Advisory committees 
and work groups. SilverSummit’s proposed Quality structure is depicted below.   


Board of Directors
 


Quality Improvement 
Committee


 


Utilization 
Management 


Committee
 


Pharmacy & 
Therapeutics 
Committee


 


Credentialing 
Committee


 


 
Performance 
Improvement 


Team
 


 
Vendor 


Management 
Oversight 


Committee
 


 Quality Committee Chart


Provider Advisory 
Committee


 


 
 Joint Operating 


Committees
(1 per delegated 
subcontractor)


 Ad Hoc Special 
Clinical Focus
 Work Groups


 
Hospital Advisory 


Groups
(1 per Area)


 


 
Member 


Outcomes  Work 
Group


 


Community 
Advisory 


Committee 
(1 per Area) 


 
Compliance Committee


 


Member Advisory 
Committee 
(1 per Area) 


 
Provider  Advisory 


Groups
(1 per Area)


 


 
Community 


Special Focus 
Work Groups (e.g. 


Housing, 
Employment, 


Tribal)
 


 
Ad Hoc Provider 


Satisfaction/
Engagement  
Work Group


 


Ad Hoc Peer Review 
Committee


 


 
 
QAPI Program Governing Documents. Every affiliate plan’s QAPI Program is exclusive 
to their state and incorporates an ongoing documentation cycle that applies a 
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systematic process of quality assessment, identification of opportunities, action 
implementation, and evaluation. Several key QAPI instruments are used to demonstrate 
the continuous quality improvement cycle, including the following: 
• Program Description. The QAPI Program Description includes the specific roles, 


structure and function of the QIC and other committees, including meeting 
frequency; accountability to the governing body; a description of resources that are 
devoted to the QAPI Program; and patient safety, all in accordance with state 
contract requirements and in alignment with state quality goals.  


• Annual Work Plan. To implement the comprehensive scope of the QAPI Program, 
the Annual Work Plan sets measurable goals, establishes specific objectives, 
identifies specific strategies and activities to be undertaken, monitors results and 
assesses progress towards stated goals. This includes the activities that must be 
completed by each department and all supporting committees throughout the 
measurement year, as well as, the driver of the initiative or problem being solved, 
the person(s) responsible for the activity, the date of expected task completion, and 
the evaluation and monitoring techniques that will be used to ensure completion 
within the established timeframe and effectiveness of the intervention. QAPI 
activities are consistent with the clinical quality performance measures and targets 
set by our state partners and the identified needs of the specific member 
population.  


• Annual Program Evaluation. The QAPI Program Evaluation assesses and reports on 
the impact the program has had on members' care and MCO operations. Program 
evaluation findings are used in developing the annual QAPI Program Description 
and QAPI Work Plan for the subsequent year.  


• Written Policies and Procedures. Leveraging the robust, NCQA compliant policies 
and procedures (P&Ps) implemented across our affiliate health plans, SilverSummit 
will tailor our Nevada Medicaid and Nevada Check Up P&Ps to ensure compliance 
with state, federal, NCQA, and contract requirements, and accountability for quality 
across all functional units.  


Technology to Improve Health Outcomes. Centelligence® IT solutions is our award-
winning proprietary and comprehensive family of integrated decision support and 
health care informatics solutions. Centelligence provides expansive business 
intelligence support, including flexible desktop reporting and online Key Performance 
Indicator (KPI) Dashboards with “drill down” capability to help support QAPI activities. 
For example, Centelligence powers our provider practice pattern, provider clinical 
quality and cost reporting information products. Through Centelligence, we have the 
ability to report on all datasets in our platform, including those for HEDIS, EPSDT 
services, claims timeliness, Performance Improvement Project informatics, and other 
critical aspects of our operations. Centelligence includes a suite of best-of-breed 
predictive modeling solutions incorporating evidence-based, proprietary care 
gap/health risk identification applications that identify and report significant health 
risks at population, member, and provider levels. Additionally, using Centelligence, we 
have the capability to create provider quality and health care outcomes reports 
enabling us to identify care quality and provider training opportunities and 
interventions, and provide actionable data to our providers to promote member 
outreach and compare their performance to HEDIS industry standards and peer 
performance levels.   
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In line with our unwavering commitment to quality, we are always looking for new ways 
to improve care, quality, services, and, ultimately, health outcomes. The following 
describes Centene’s latest technology investment that directly supports this mission. 


CONFIDENTIAL. This information qualifies as confidential business information as 
defined in the RFP and has been labeled as such and submitted in a separate binder 
marked:  “Part I B Confidential Technical”.  This information qualifies as confidential 
business information under NRS 333.020 5.(a) as it relates to the amount of 
expenditures submitted in support of this bid.   
  


 
 
 
 
 
 
 
Narrative Resumes 


Demonstrated Health Outcomes 
Using the quality approach discussed above, along with other targeted interventions 
and comprehensive programs, our health plan affiliates have achieved impressive 
results in improving overall population health. Of note, our Texas affiliate (Superior 
HealthPlan) is the #1 ranked Medicaid health plan in Texas based on NCQA rankings 
(previous NCQA ranking) and under the new NCQA rankings continues to be a #1 rated 
health plan – tied with others at 3.5 stars. Superior was awarded over $17M in Quality 
Challenge Award dollars the past 2 years from Texas Health and Human Services 
Commission.  
Examples of these and other affiliate outcomes are highlighted below. 
EPSDT/Well Child Care. All health plan affiliates have implemented focused initiatives 
to improve the health of our child members. Increasing the delivery of EPSDT and other 
preventive services is a primary method for doing so. By establishing a formal EPSDT 
Program, we support our members, parents/guardians, and primary care providers, 
including OB providers, in aligning health promotion efforts with evidence based 
recommendations for well-child and adolescent care. We work to coordinate 
interperiodic screenings for our members which go above the EPSDT standard and 
increase the potential for early detection. Through member and provider education and 
outreach, we promote the availability and accessibility of EPSDT resources, help 
members and their parents or guardians effectively use these resources, and identify 
and communicate service gaps and needs.  Below we show multiple examples of our 
affiliates’ success in this area: 
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• Georgia. Our Georgia affiliate (Peach State) has made significant improvements in 
CMS 416 Screening Ratios since their inception in 2006 with a current Peach State 
CMS 416 Screening Ratio of 67% (more than a 13% increase from the FFS baseline 
in 2006). Congruently, Peach State’s performance on EPSDT-related HEDIS 
measures has also shown sustained improvements year-over-year as displayed in 
the chart below. Peach State’s Well Child Visits in the First 15 months of Life and 
Lead Screening rates exceed the 2015 NCQA Medicaid 75th Percentile.   


  
Also in Georgia, two sequential multi-year PIPs yielded statistically significant 
improvements in several important childhood HEDIS measures, including BMI 
Assessment: 22.69% to 51.16% (reporting year/RY 2012 to 2014), further improving 
to 67.79% in RY 2016 and Immunizations for Adolescents: 70.83% to 78.01% (RY 
2012 to 2014) with subsequent improvement to 88.90% in RY 2016. 


• Indiana. Our Indiana affiliate, Managed Health Services (MHS), has been reporting 
HEDIS the longest of our Centene health plans. Between 2002 and 2016, MHS has 
seen significant improvements in their well-visit visit rates. Their 2015 0 to 15 
months and adolescent visit rates exceeded the NCQA 2015 national Medicaid 75th 
percentile. Their well-child 3 to 6 years rate has steadily increased from 65.05% in 
2012 to 72.12% in 2016, exceeding the NCQA 50th percentile. 


• Missouri. Following several targeted EPSDT interventions, live in 2012, our Missouri 
affiliate (Home State Health) demonstrated a 9% increase in well-visit rates for 0 to 
15 months and a 6% increase in Statewide Childhood immunization results from 
2014 to 2015.    


• Texas. Promoting wellness through comprehensive member outreach programs, 
our Texas affiliate (Superior) achieved improvements in all of their well child 
measures, many exceeding the NCQA 75th percentile. 
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Figure: Superior Medicaid HEDIS 2016 Scoring 


 
 


• Wisconsin. SilverSummit’s Wisconsin affiliate, Managed Health Services (MHS-WI), 
implemented several activities to improve their rate of lead screening in children 
including outreach campaigns and educating providers on the use of point-of-care 
blood lead testing technology. MHS-WI achieved significant performance 
improvements on the Lead Screening measure each year from baseline to HEDIS 
2016, exceeding the NCQA 2015 national Medicaid 75th percentile with a score of 
84.80%. They have also exceeded the Medicaid 75th percentile for Well Child Visits 
in the First 15 months of Life with a score of 68% in RY 2016. 


Chronic/Complex Members. Through successful implementation of care management 
programs designed to support members with chronic and complex conditions, we have 
demonstrated improvements in health outcomes and utilization across all of our health 
plan affiliates. For example, an internal analysis of members in care management 
during 2014 across all our affiliate health plans saw significant reductions in inpatient 
admissions (15.8% TANF and 6% ABD) and ER visits (6.4%). The managed population 
had better compliance rates in many HEDIS measures and the analysis concluded that 
our care management efforts resulted in more appropriate and improved quality of 
care.  
Supporting these outcomes, our health plan affiliates across multiple states have 
partnered with our Disease Management (DM) affiliate to provide NCQA and URAC 
accredited DM programs as part of our integrated care management approach. We use 
an accredited program evaluation methodology across the population of members 
served by our affiliates for illustrating behavior change in the participant population. 
The model utilizes an odds ratio that compares the likelihood of an event occurring for 
a program participant to that of a non-participant. This model facilitates the analysis of 
smaller populations as there is no requirement to match the disease burden of the 
participant to an identical matched control group. The following outlines the 
percentage difference between the participant group and the non-participant group for 
key program outcome measures for our 2015 programs.  
Table: Accredited DM Program Outcomes – Empowering Members to Manage Their 
Disease 


Well Child 0-15 
months


•66.67%
•NCQA 75th 


Percentile


Well Child 
3-6 year olds


•78.10%
•NCQA 50th 


Percentile


Adolescent 
Well-Care


•68.86%
•NCQA 90th 


Percentile


Adolescent 
Immunizations


•89.29%
•NCQA 95th 


Percentile


Superior has also achieved excellent results for well-child visits for children in 
foster care; achieving rates in the NCQA 90th Percentile for Medicaid Health Plans 
for Adolescent Immunizations and Adolescent Well-Care.  
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DM Program 2015 Improved Health Outcomes and Treatment Compliance 
Adults with Asthma The likelihood of an event for a program participant compared to that of a non-


participant was significantly higher for: 


• Use of controller medication prescriptions (21%) 


• Flu vaccinations (16%) 


• Physician Office Visits (64%) 
The likelihood of an event for a program participant compared to that of a non-
participant was significantly lower for: 


• Respiratory-related admission (-5%) 


• Respiratory-related emergency room visits (-12%)  
Pediatric Asthma The likelihood of an event for a program participant compared to that of a non-


participant was significantly higher for: 


• Use of controller medication prescriptions (16%) 


• Physician Office Visits (20%) 
The likelihood of an event for a program participant compared to that of a non-
participant was significantly lower for: 


• Respiratory-related admission (-37%) 


• Respiratory-related emergency room visits (-22%)  
Adults with Diabetes The likelihood of an event for a program participant compared to that of a non-


participant was significantly higher for: 


• Hemoglobin A1c testing (97%) 


• Microalbuminuria testing (58%) 


• Dilated eye exam (61%) 


• Blood Lipid testing (79%)  
The likelihood of an event for a program participant compared to that of a non-
participant were lower for: 


• Diabetes-related admission (-23%) 
Pediatric Diabetes The likelihood of an event for a program participant compared to that of a non-


participant was significantly higher for: 


• Hemoglobin A1c testing (97%) 


• Microalbuminuria testing (58%) 


• Dilated eye exam (61%) 


• Blood Lipid testing (79%)  
The likelihood of an event for a program participant compared to that of a non-
participant was significantly lower for: 


• Diabetes-related admission (-10%) 
Individuals with 
Hypertension 


The likelihood of an event for a program participant compared to that of a non-
participant was significantly higher for: 


• Blood Lipid testing (8%)  


• Anti-lipid prescriptions (2%) 
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DM Program 2015 Improved Health Outcomes and Treatment Compliance 
• Anti-hypertensive prescriptions (21%) 
The likelihood of an event for a program participant compared to that of a non-
participant was significantly lower for: 


• Hypertension-related admission (-29%) 


• Hypertension-related emergency room visits (-33%) 


 


• Other examples of care management and chronic care initiatives and results 
reported by our affiliates include: 
o Through a 2015 ER Diversion program focused on members using the ER the 


excessively (2 or more ER visits in 3 months), promoting urgent care, and 
leveraging our nurse advice line, our Arkansas affiliate was able to decrease ER 
utilization by $1.40 PMPM. Specific interventions included a call from our 
MemberConnections staff to inquire about PCP relationship and help with 
scheduling a PCP appointment, and an ER packet that included a letter about the 
importance of the medical home and use of urgent care, a listing of urgent care 
centers near the member, and a refrigerator magnet with the 24/7 nurse advice 
line contact info. 


o Our Texas affiliate, which has a single-source contract to serve the state's 
children in foster care, who frequently have multiple co-morbidities, switched 
from a population-based depression DM model to a whole-person model in 
which members with depression received DM services as well as all other 
needed CM services from a CM Team led by a behavioral health clinician. One 
result of this shift to a whole-person approach was a decrease in the 30-day 
readmission rates after diabetes-related inpatient stays from 55.7% in 2012 to 
14.1 % in 2013. 


o Psychotropic Medication Utilization Review (PMUR) is a best practice and 2013-
2014 Best Practices Compendium Award winner that was also developed by our 
affiliate in Texas out of concern that children in foster care are medicated in 
larger percentages than other child and adolescent populations. The goal is to 
ensure that pharmacological treatment is benefitting the member and that all 
parts of the treatment team are working together to accomplish this outcome. 
When psychotropic medications are used in the treatment of children, their use 
should represent acceptable practice, promote safety, and enhance the stability 
and functioning of the child. From 2007 through 2015, the program has achieved 
a 37% decrease in overall psychotropic drug use, a class poly-pharmacy 
utilization decrease of 48%, and a 51% decrease of using five or more 
medications for our targeted members.   


o In Q4 2013, our Indiana health plan affiliate began offering mail-in lab testing as 
an option to members with diabetes and cardiovascular diagnoses who had 
documented gaps in care. The kit contains the items needed to draw a blood 
and/or urine sample along with instructions on how to send their samples in for 
processing. With this program, Indiana has realized sustained increases in A1c 
testing and nephropathy screening rates compared to baseline – noting an 
almost 20% increase in nephropathy screening over the past three years.  
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o Indiana has also seen significant improvements in its COPD spirometry program 
after initiating a home-visit program, during which a respiratory therapist visited 
the member to conduct respiratory assessment, spirometry, and educate them 
on continued use of the spirometer for ongoing monitoring. Spirometry results 
were communicated to the member’s primary care provider (PCP) in order to 
assist with management of the member’s COPD. In 2016, HEDIS rates for 
Spirometry remain above the 2015 NCQA national Medicaid 50th percentile.  


o Our Indiana affiliate decreased NICU admissions through our High Risk OB Care 
Management Program. The program targets high-risk pregnant members, 
specifically those with a history of pre-term deliver and encourages the use of 
17 alpha-hydroxyprogesterone caproate (17P) when clinically indicated to 
increase gestational age and decrease NICU admissions or decrease length of 
stay. The following graph shows that our IN affiliate’s NICU admission rate has 
been lower than prior periods. 


    
o Our Missouri health plan affiliate, recently reported the following outcomes as a 


result of care management and disease management programs successfully 
implemented for their membership, including moving from telephonic care 
management to in person care management for at risk members. 


o 10% decrease in ED Super-utilizers from baseline (2012) to 2015 
o 7% reduction ED Claims/1000 from baseline to 2015 
o Neonate Days/1000 decreased by 18.56% from baseline to 2015 
o Neonate ALOS decreased by 44.97% from baseline to 2015 
o Inpatient Readmissions decreased by 14.24% from baseline to 1Q 2016 
o Potentially Preventable Readmissions as defined by 3M APR DRG 


Classification System decreased by 3.88 readmissions per 1000 IP Visits 
from 2014 to 2015 


o When comparing 2014 to 2015 DM Program Outcomes: 
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 7% more members received flu vaccination 
 6% more members received HBA1C screening 
 14% more members reported successfully self-monitoring their 


blood sugar 
 3% more members reported completion of HDL screening 
 22% decrease in Asthma Acute Episodes 
 24% decrease in Asthma Symptoms 


o Sickle Cell Program. Our Sickle Cell program identifies members with a sickle 
cell disease (SCD) diagnosis and subsequently determines how well the member 
manages their disease and their compliance with hydroxyurea. This is 
determined by using member claims data on hospital emergency room (ER) use, 
inpatient visits, outpatient visits, gaps in preventative care, and narcotics use. 
The program aims to improve the health of these members by removing care 
barriers, providing member education on the disease, distributing new member 
support kits, and offering provider education on hydroxyurea. Across all affiliate 
health plans, the program has shown a decrease in ED visits and inpatient 
admissions, while increasing hydroxyurea use, the number of preventative care 
visits, and the number of members with SCD receiving care management.  


Prenatal/Postpartum Care. Since Centene instituted our Start Smart for Your Baby® 
(Start Smart) pregnancy/NICU management program in 2007, NICU days/1000 births for 
plans in which the program has been continuously implemented since that time fell 
30%, and the percent of births less than 1500 grams dropped.  


• Low birth weight: 9.15% at baseline to 8.50% in 2015 (p<0.01) 
• Very low birth weight: 1.77% at baseline to 1.68% in 2015 (p=0.11) 
 
More recently, HEDIS rates for prenatal & postpartum care measures showed 
statistically significant improvement across all Centene plans in HEDIS 2016 compared 
to HEDIS 2015: 


• Frequency of Ongoing Prenatal Care (81-100% of visits): 1.4% increase (p=0.03) 
• Postpartum Care: 7.1% increase (p<0.01) 
• Timeliness of Prenatal Care: 1.5% increase (p=0.03) 
These program outcomes have resulted in substantial savings. Because low and very 
low birth weight deliveries are significantly more expensive than normal birth weight 
deliveries, this reduction has resulted in substantial savings – $14.5 Million saved in 
2015. Following are additional results achieved by our affiliate plans and programs.  


o Missouri.  This affiliate achieved significant improvement in the Notification of 
Pregnancy (NOP) completion rate and subsequent outreach had a positive 
impact on pregnancy and birth related outcomes as a whole. Their neonate rate, 
indicating the percentage of deliveries resulting in an admission of a newborn to 
the hospital beyond the normal newborn stay, declined from a rate of 9.8% in 
2012 to 6.3% in 2013. Similarly the rate of very low birth weight infants (<1500 
grams) decreased from 2.4% in 2012 to 1.6% in 2013. Cost savings from these 
positive outcomes is estimated at $4.9M for our Missouri affiliate.  
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o Ohio. Our Ohio health plan affiliate implemented a Prenatal Substance Use 
Program to address the use of opiates, alcohol, and other drugs during 
pregnancy. The Program received the 2014 Ohio Association of Health Plan's 
Pinnacle Award for Best Practice Healthcare Programs. Initial program 
implementation reduced average neonatal inpatient length-of-stay to 13 days 
among infants delivered to members, compared to 15.9 days for infants born to 
non-participating members. 


o Centene’s NICU/Special Care Nursery Breast Pump Program helps mothers 
overcome obstacles often associated with a newborn’s admission to a neonatal 
intensive care unit. Program participants receive educational materials as well 
as a quality electronic breast pump. The transport of breast milk is explained 
and coordinated for delivery to the NICU. Lengths of stay in the NICU for babies 
who were breastfed fell approximately 18%, and the likelihood of a mother 
continuing to breastfeed six weeks down the road are far greater than for those 
not involved in the program. Centene’s NICU/Special Care Nursery Breast Pump 
Program won a 2012 Case in Point Platinum Award.  


 
D. Administering Medicaid utilization and case management programs; 


Experience and Results through Integrated Medical Management 
Programs  
Part of the 32 years of experience of our parent company and affiliates described 
earlier in this response, is extensive experience and expertise operating integrated 
Utilization Review, Care Management, and Quality Assurance programs that work 
together to promote a lifetime of healthy behaviors and outcomes. What differentiates 
us is our whole health approach to care, our focus on the individual and our active 
local involvement, all which contribute directly to our proven ability to promote 
efficiency and improve medical outcomes for members by promoting preventive and 
primary care, managing care of chronic illnesses and reducing inappropriate 
emergency room visits, inpatient days and high-cost interventions.  
Through successfully implementing these programs, our affiliates have demonstrated 
success through metrics such as reductions in PMPM costs, hospital admissions and 
ED visits. For example, an internal analysis of members in care management during 
2014 across all of our affiliate health plans (using observational analysis method) found 
that, on average, our CM Program resulted in significant savings in inpatient hospital 
and ED PMPM costs ($226 and $19 PMPM, respectively), a result of the following 
reductions: 
 


 
 
 
 
 


Inpatient Admissions and ED Visits:  
All Affiliates, Q3 2014 to Q3 2015 


METRIC REDUCTION 
TANF members Inpatient Admissions 15.8% 
SSI members Inpatient Admissions 6.0% 


TANF members ED visits 6.4% 
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Below we provide a brief description of our well-established programs and processes 
demonstrating our comprehensive knowledge and experience administering a UR 
program; managing over- and under-utilization; and implementing CM programs, 
including care management, disease management and care coordination. 
 


Experience and Processes for Administering a Utilization Review 
(UR) Program 
SilverSummit’s affiliated health plans manage active UR Programs ensuring the 
provision of medically necessary covered services in the right place at the right time, 
including physical and behavioral health (including mental health and substance use 
services), pharmacy, and vision services. To support these programs: 


• We leverage coordinated and integrated systems and approaches to facilitate 
member, family and provider use of services; holistic care delivery; and continuity 
of care, including promotion of clinical practice guidelines and use of decision 
support tools 


• We employ proven, multi-faceted processes and approaches to engage, incentivize 
and collaborate with providers in the continual delivery of high quality, cost-
effective care and with members to facilitate access to needed services and 
supports 


• We apply and update as needed, competitive, integrated technology and best 
practices that ensure accountability, transparency and satisfaction with plan 
administration.  


• We offer numerous innovative and enhanced programs and services to support 
healthy outcomes, continually improve member health, and promote members 
health literacy and responsible use of services.  


Described below are core elements of our standard UR programs that will be leveraged 
and tailored for the local Nevada market. 
UR Program Description and Overview. Our programs operate from a UR Program 
Description that defines the structures and processes within the UR Department and is 
developed and approved at the local level through our local, physician-led quality 
committees. Our UR Program encompasses the functions of referrals, second 
opinions, prior authorization, pre-certification, concurrent review, retrospective review, 
transitions of care, discharge planning and care coordination. The scope of our UR 
Program applies to all eligible members across all product types, age categories and 
range of diagnoses as well as all services and care settings across the continuum of 
care. The goals of the UR Program are to optimize members’ health status, sense of 
well-being, productivity, and access to quality health care, while at the same time 
actively managing cost trends.  
UR Policies and Procedures. We have established policies and procedures that are in 
compliance with applicable state and federal guidelines, contract requirements and 
NCQA standards, all tailored for local requirements and standards. Policies and 
procedures include processes for initial and continuing authorization of services and 
ensure consistent application of review criteria through a formal inter-rater reliability 
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process. We maintain sufficient UR Review staff including nurses and behavioral health 
clinicians with clinical expertise and training to interpret and apply the UR criteria and 
practice guidelines to authorization requests, including consultation with the 
requesting provider when appropriate. In addition, as applicable, the Medical Director 
consults with board-certified physicians in the appropriate specialty and with 
appropriate clinical expertise in the member’s condition or disease prior to issuing a 
denial or reduction in services requested. UR policies and procedures are reviewed and 
updated at least annually by the local Utilization Management Committee (UMC) and 
local Quality Improvement Committee (QIC) as appropriate.  
Nationally Recognized, Evidence-Based Clinical Criteria and Guidelines. In general, 
SilverSummit affiliates use McKesson’s InterQual® Criteria to determine medical 
necessity and appropriateness of physical and behavioral health care services. 
McKesson plays an integral role in health care, serving more than 92% of the top 100 
hospitals and over 300 managed care organizations4. InterQual is developed by 
generalist and specialist physicians representing a national panel from academic as 
well as community based practice, both within and outside the managed care industry. 
InterQual provides a clear, consistent, evidence-based platform for care decisions that 
promote appropriate use of services, enhance quality, and improve health outcomes. 
SilverSummit will use InterQual’s Level of Care and Care Planning Criteria to determine 
medical necessity and appropriateness of care. SilverSummit will also use the Sub-
acute/SNF Nursing guidelines to assist in determining medical necessity for sub-acute 
or skilled nursing care for members with catastrophic conditions or special health care 
needs. InterQual guidelines are embedded within TruCare, our member-centric health 
management and documentation platform. Updates to InterQual criteria are released 
annually and are distributed to Centene and its affiliate health plans for review by the 
UMC which includes network provider representation. Other standard criteria used by 
our affiliates are listed below. 


• Behavioral Health Services. SilverSummit will use InterQual for inpatient mental 
health services and LOCUS (adult) and CASII (pediatric) guidelines for outpatient 
mental health services. For substance use services, SilverSummit will use the 
American Society of Addiction Medicine (ASAM) criteria.  


• High Tech Imaging. SilverSummit will leverage an internally developed criteria set to 
determine medical necessity for high tech imaging, such as CT scan, MRI/MRA and 
PET scans, as developed by National Imaging Associates (NIA), our high 
technology imaging subcontractor. These criteria are available on NIA’s public 
website.  


• Outpatient Rehabilitative Therapies. For outpatient rehabilitative therapies, 
SilverSummit will leverage an internally developed criteria set to determine medical 
necessity including scope, frequency and duration of therapies that encompass 
occupational therapy (OT), physical therapy (PT), and speech therapy (ST). These 
guidelines were developed from a copulation of nationally recognized, evidence-
based clinical practice guidelines including the American Speech-Language-


                                                            
 


4 http://www.enhancedonlinenews.com/news/eon/20150217005875/en 


154







  


 


 


Hearing Association, American Physical Therapy Association, the American 
Occupational Therapy Association and CMS guidelines.  


• Pharmacy Guidelines. SilverSummit’s prior authorization policies will comply with 
state and federal laws and will adhere to preferred and recommended drug lists and 
prior authorization policies. For psychotropic medications, SilverSummit proposes 
use of the Psychotropic Medication Utilization Parameters for Foster Children 
(PMUPFC), which our Texas affiliated health plan collaboratively developed with the 
Texas Health and Human Services Commission and the Department of Family and 
Protective Services. Implementation of these criteria as part of a comprehensive 
Psychotropic Medication Utilization Review (PMUR) program has become a best 
practice across our affiliated health plans. Since implementing this review process 
in 2008, our Texas affiliate plan has reduced overall psychotropic medication use in 
foster children by almost 37%; class polypharmacy utilization by 48%; and use of 5 
or more medications by 51%. 


We also use objective, evidence-based standards and criteria to appropriately monitor, 
assess and improve quality of care and service. Our clinical practice guidelines (CPGs) 
are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field and relevant to the populations we serve. Centene 
and our health plan affiliates adopt CPGs from recognized sources such as the 
American Cancer Society, American Psychiatric Association (APA), American 
Congress of Obstetricians and Gynecologists (ACOG), American Academy of 
Pediatrics (AAP), American Heart Association Task Force, National Heart, Lung and 
Blood Institute, American Diabetes Association, U.S. Department of Health and Human 
Services, National Institute of Health, National Asthma Education and Prevention 
Program, National Institutes of Health, U.S. Preventive Services Task Force, and 
Substance Abuse and Mental Health Services Administration (SAMHSA). 
All clinical criteria and guidelines are made available to our providers via our Provider 
Portal and through regular provider education and training. 
Prior Authorization Process. Our prior authorization process begins when the provider 
or practitioner makes a formal medical necessity determination request to our UR 
department prior to the service being rendered. Upon receipt, the prior authorization 
request is screened for eligibility and benefit coverage and assessed for medical 
necessity and appropriateness of the health services proposed, including the setting in 
which the proposed care will take place. To reduce provider administrative burden and 
ensure timely delivery of care, our annually revised prior authorization (PA) list 
includes only services for which review can favorably influence quality of care, as 
determined based on our decades of experience and local community review and input 
process. For example, non-emergency inpatient admissions (except for normal 
newborn deliveries), all out-of-network services, and certain outpatient and ancillary 
services. We accept requests for authorization for new or continuing services by 
phone, fax, or through the secure Provider Portal.  
Concurrent Review. Concurrent reviews address services that have already been 
initiated. Examples include current inpatient hospitalizations, ongoing outpatient 
therapy, continued durable medical equipment rentals and continued personal care or 
home health services. Concurrent Review nurses will begin discharge planning upon 
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notification of inpatient admission. They will evaluate the medical necessity of 
continued stay, based on guidelines and member condition.  
Retrospective Review. We base retrospective reviews requiring prior authorization 
solely on the information available to the provider at the time of care. The UR Reviewer 
reviews the request for exceptional circumstances (for example, inaccurate benefit 
information given to the provider), and if exceptional circumstances did not exist and 
non-inpatient care was provided, will issue an administrative denial. If exceptional 
circumstances existed or inpatient care was provided, the UR Reviewer will review for 
medical necessity. If the care meets criteria, the UR Reviewer sends the provider an 
approval letter and tracking number. If the care does not meet criteria, the UR Reviewer 
refers the case to the MD/Peer Reviewer to make the final determination. We provide 
notification of the determination for retrospective reviews within 30 calendar days of 
receipt of all necessary information.  
Timeframe for Determinations. We maintain written policies and monitoring procedures 
to ensure review timeframes are conducted in a timely manner, in compliance with all 
contract requirements and state and federal laws including 42 CFR Subpart F, and 
appropriate to the severity of member condition and urgency of the need for treatment 
as documented in the review request. We make determinations and notify the provider 
as expeditiously as the member's health condition requires. We systematically track 
timely review and meet or exceed standards across our affiliate health plans. 
Ensuring Consistent Application of Medical Necessity Criteria. SilverSummit will 
maintain a sufficient number of qualified staff with expertise and training to interpret 
and apply the utilization management criteria and practice guidelines to prior 
authorization requests. SilverSummit and our affiliate health plans assure consistent 
interpretation and application of criteria through a comprehensive training and auditing 
program. Our UR staff are required to successfully complete a robust training 
curriculum to ensure their ability to apply criteria accurately and consistently and serve 
members effectively. At least annually, our CMD and VPMM assess the consistency 
with which staff making clinical decisions applies UR criteria in decision-making 
through a formal inter-rater reliability (IRR) program, leveraging established tools such 
as the McKesson InterQual Interrater Reliability (IRR) Tool for Acute Level of Care – 
Adult and Pediatric as one method to score audits for inpatient authorizations.   
Reducing Administrative Burden. In all of our affiliated plans we strive to improve the 
provider experience. The UR process is a significant provider touch point. Through a 
process of provider journey mapping, where we assess the provider experience at each 
point of contact, we look to identify areas for improvement. For example, in our effort to 
minimize administrative burden for providers, when conducting utilization review we 
require only the minimally necessary information. We require only the section(s) of the 
medical record necessary to determine medical necessity or appropriateness of the 
admission or extension of stay and frequency or duration of service.   
Our provider Gold Card Program is designed to further limit administrative burden and 
improve the experience of our high performing providers by removing authorization 
requirements as appropriate. 
Provider Portal. Our Provider Portal is a secure web-based platform that supports a 
number of provider administrative "self-service" capabilities, including eligibility 
inquiry, authorization submission, care and disease management referral, claim 
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submission, claim status inquiry, and a growing number of clinical applications. These 
clinical applications include: Online Care Gap Notifications (alerting providers to health 
alerts as well as gaps in care); Emergency Room high utilizer flag (alerting providers if 
a member has had three or more emergency room visits in the past 90 days); 
Centelligence Member Health Record (CHR) delivering advanced capabilities for clinical 
care management; practice-level clinical quality & cost reports; and clinical practice 
guidelines. Our Provider Portal supports both our medical and behavioral providers in 
their practice of evidence-based medicine. 
Access to Expertise Across the Country. Each health plan Chief Medical Director is 
supported by Centene’s network of medical directors across the states in which 
Centene operates. Our affiliate health plan medical directors cover a variety of 
specialties including family practice, internal medicine, obstetrics and gynecology, 
pediatrics, ENT, and neonatology. For example, the Chief Medical Officer of our Ohio 
affiliate health plan is an obstetrician and hosts monthly high-risk OB case rounds 
open to UR and CM staff from all Centene health plans. The Chief Medical Director is 
also supported by medical directors of our partner organizations such as behavioral 
health, dental and vision. In addition, Centene’s Medical Affairs department is made up 
of physicians who also span a variety of specialties. For example, the Centene Vice 
President of Medical Affairs is a pediatrician and hosts NICU case rounds in which 
health plan staff discuss complex cases of members in the NICU or recently discharged 
from the NICU.  
Centene also has national contracts with external physician review agencies such as 
Advanced Medical Reviews (AMR) and MCMC Independent Peer Review, which are both 
URAC accredited UR companies and offer independent physician review panels. These 
services are available on a case-by-case basis for authorization of highly specialized 
care, to provide a second opinion or make a determination in the case of a medical 
necessity appeal. 


Monitoring Utilization of Health Care Services 
Leveraging processes, tools and best practices from Centene and our affiliates, 
SilverSummit will identify patterns of under-, over-, and inappropriate utilization by 
continually monitoring and analyzing UR data (i.e., claims, encounters), including 
prospective, concurrent and retrospective reviews; adverse determinations; care 
management activities and outcomes; preventive care gaps; transition planning 
activities; and drug utilization review. These analyses allow us to identify opportunities 
for improvement, assess plan- and provider-level compliance with our UR guidelines, 
and monitor program integrity and authorization accuracy. For example, we will review 
the following types of utilization reports: 


• Daily inpatient census including admissions; length of stay; unplanned 
readmissions; top ER diagnoses; and frequent ER use 


• Key outpatient measures including ER visits per 1,000 members; recommended 
preventive care exams and screenings; care management activities; specialty 
provider referrals; laboratory, radiology, and other ancillary services; certain 
selected procedures (such as tonsillectomies); and utilization related to ambulatory 
care sensitive conditions 
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• Quality of service indicators such as out of network care; adverse determinations 
that reduce or deny authorization of service and the types of services impacted; and 
member and provider satisfaction, including grievances and appeals related to 
services delivered or denied, timeliness of decision-making, and telephone 
responsiveness data 


• Key readmission indicators such as three or more ER visits in the past six months, 
the top three percent of member users of ERs, frequent ER visits at multiple 
facilities, two hospital admissions within 12 months, seven- and 30-day follow-up 
visits after behavioral health admission, pharmacy, and predictive modeling of 
members likely to be readmitted including monitoring by claims, nurses, 
admissions, transfers, and hospital data 


• Pharmacy indicators such as psychotropic or narcotic polypharmacy, narcotic 
prescriptions from multiple prescribers or filled at multiple pharmacies; members 
who have a high use of inhalers and not enough maintenance medications; and 
denials of specialty drug requests 


 
We also identify potential under-, over-, and inappropriate utilization of services, or 
potential fraud, abuse, and waste through staff contact with members and providers. 
For example, CMs interacting with members and providers may identify potential 
utilization issues during care plan monitoring or other face-to-face or telephonic 
interactions. In each case, performance is compared to average network performance 
or national benchmarks to identify issues. 
Emergency Room Diversion. Emergency room visits are a frequently over-used service 
among Medicaid members. SilverSummit will implement an ER Diversion program 
based on the best practices of our affiliate health plans. This will include proactively 
providing all members with information about the proper use of the emergency room in 
their New Member Packet which will also include an ER brochure, Nurse Advice Line 
brochure and information about the importance of establishing a relationship with a 
primary care physician (PCP); during the new member welcome call; and through 
regular contact with member services, MemberConnections and/or a Care Manager. For 
members identified as ER super-utilizers (three or more ER visits in six months), we 
will implement a multi-dimensional program for monitoring and reducing ER services 
which relies on identification of frequent ERusers, outreach and education by 
dedicated staff, and an emphasis on primary care. SilverSummit’s affiliates have found 
this approach to be extremely successful in addressing unnecessary ER use. For 
example, our Missouri affiliate saw a 10% decrease in ER Super-utilizers from baseline 
(2012) to 2015. Designated ER Coordinators call the member to discuss the reasons for 
the ER visit, and provide education about appropriate ER use, the importance of 
routine visits to their PCP, use of alternative settings such as urgent care centers and 
availability of our 24-hour nurse advice line. Coordinators also assist with making 
physician appointments, arranging transportation, and facilitating referrals to 
community resources as indicated. If other health conditions are present or the 
member is experiencing significant social concerns, the ER Coordinator makes a 
referral to one of our disease or care management programs depending on the 
member’s health care needs.  
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The ER Program also engages providers in decreasing avoidable ER visits by notifying 
PCPs and Health Homes about their members who have been seen in the ER. Providers 
are encouraged to contact these members for follow-up care and may make a referral 
to our disease or care management program if the member is not already enrolled. Our 
Provider Portal offers the functionality of an ER Flag that allows facilities checking 
member eligibility on the Provider Portal to indicate if the eligibility inquiry is related to 
an ER visit; this allows us to provide timely notification to providers of members 
accessing the ER the previous day.  Additionally, providers can access our secure 
Provider Portal to view member claims history regarding ER visits. This information is 
available at a summary level showing the last three ER visits based on claims or at a 
detailed level showing all member level claims for the past 18 months. 
Reducing Avoidable Readmissions through Transition of Care. We will base our 
Discharge Planning and Transition of Care program on successful best practices and 
evidence-based programs implemented by our affiliate health plans. We will address 
transition of care between service settings using an approach founded on evidence-
based and emerging best practices for care transitions such as Care Transitions 
Interventions developed by Dr. Eric Coleman, the Transitional Care Model developed at 
the University of Pennsylvania, and the vision and recommendations of the National 
Transitions of Care Coalition. Our approach focuses on the key interventions that have 
been proven to help support a safe transition, such as communicating provider 
treatment plans to the next care setting, involving the PCP, medication reconciliation, 
development of a care plan specific to the transition period, supporting patient self-
management, and timely follow-up to reinforce the transition plan and assist with 
access to follow-up care. Our successful approach considers needs related to barriers 
and the member’s social context on par with clinical needs, and we provide intensive 
support after discharge for those at high risk for readmission. For example, prior to 
discharge, the Care Manager will assist with referrals and scheduling post-transition 
visits or services, such as the 7-day follow-up appointment post discharge from a 
behavioral health admission. For members identified as moderate or high risk for 
readmission, the Care Manager will contact the member within two business days after 
discharge to confirm scheduled appointments and transportation and that ordered in-
home services are in place and meeting the member’s needs, as indicated. 
Demonstrating the effectiveness of these programs, our Georgia affiliate won a Dorland 
Case In Point Award in 2014 for best practices in readmission avoidance interventions 
implemented through its Transitional Care Program achieving a 73% reduction in the 7 
day readmission rate and a 90% reduction in the 14 day readmission rate from 2008 to 
2014. 


Processes and Experience Administering CM Programs 
SilverSummit’s Integrated Care Model is based on the 32 years of experience and 
lessons learned of our affiliate health plans. Our member-centric model supports our 
goal of transforming the health of the communities we serve – one person at a time. 
The individual member stands at the center of our efforts to achieve that goal and 
ensuring access to appropriate care is the starting point of all our programs.   
Evidence‐Based Integrated CM Models. We recognize that physical and behavioral 
health conditions often occur together and that the social determinants of health 
inherent to low income populations also play an influential role in their wellbeing. 
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Based on this knowledge, we use 
a fully integrated approach to 
care management modeled after 
the evidence based Integrated 
Case Management program 
promoted by the Case 
Management Society of America. 
CM “is characterized by a health 
professional giving personal 
multidimensional assistance to 
targeted patients with health 
complexity as they learn how to 
regain stable health and 
function.” The goals of our CM 
program are to:  


• Improve patient care 
• Improve health outcomes 
• Reduce inappropriate 


inpatient hospitalization and 
readmissions 


• Reduce inappropriate 
utilization of emergent 
services 


• Lower total costs 
• Engage members and improve 


health literacy and 
accountability 


• Engage and support providers in delivering whole person health 
Our integrated CM model includes the use of interdisciplinary care teams consisting of 
nurses, licensed behavioral health clinicians, Program Specialists (social workers), 
Health Coaches (licensed support staff), Program Coordinators (non‐clinical support), 
and MemberConnections (community health worker) staff that are locally housed 
together to facilitate coordination with the PCP and other providers and regular, in‐
person communication regarding members’ care. 
Care Management Process. The core elements of our CM Program, highlighted below, 
include identification and assessment of member needs; care plan development and 
implementation that includes interventions to locate, coordinate and monitor social and 
linical services to meet the member’s needs; care coordination and ongoing monitoring 
and evaluation and reassessment upon a change in condition or status.  


SilverSummit in Action… INTEGRATED CARE 
MANAGEMENT FOR PERSONALIZED PHYSICAL AND 
BEHAVIORAL CARE Doug, a California Health & Wellness 
member, was referred to our integrated care 
management team by a hospital emergency room 
diversion program. Doug was having a tough time with 
depression, PTSD (post-traumatic stress disorder) and 
alcohol abuse. He was also stressed out about an 
enlarged prostate and said his chronic breathing 
problems made life very difficult. Because we believe in 
addressing each person’s unique health needs, we 
tailored our approach to Doug’s situation. After he was 
enrolled in a personal care management program to help 
him with his physical and behavioral health needs, Doug 
successfully quit drinking, attended regular counseling 
appointments to reduce depression and PTSD symptoms, 
and got a power wheelchair. He has also made great 
progress with his breathing issues and is now off oxygen. 
Our case manager continues to help Doug manage his 
ongoing physical and behavioral health needs. Grateful 
for his California Health & Wellness coverage and care 
team, Doug says that without the regular support he 
receives from his health plan, he would not be sober or 
doing as well as he is. 
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Elements of Success. Based on lessons learned and best practices of our affiliates 
across the country, we have identified several elements for the success of a CM 
program to support the Medicaid and CHIP population. 
In Person Strategies. A key lesson learned serving Medicaid and other low-income 
members across the nation is that in-person interaction allows us to establish stronger 
relationships with members, which in turn increases member trust and willingness to 
engage with our staff. Strategies based on this approach include embedding CM staff 
at provider locations, placing concurrent review/discharge planning staff onsite at 
high-volume network hospitals, and conducting community-based events such as 
Baby Showers for pregnant members and Healthy Lifestyle Events at which we provide 
education and activities on health-related topics such as healthy eating. We leverage 
in-person contact to help .members understand their own health conditions and needs 
and identify the services available to meet those needs. We will also provide in-person 
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education and support for accessing recommended care, and identify and address 
barriers to appropriate access.  
Partner With Community Organizations Our Members Know and Trust. In the 
experience of our affiliates in other states, members often are more responsive to and 
engaged with community organizations and providers than they are with their Medicaid 
health plan. Thus, we reach out and partner with local organizations and providers to 
leverage their existing relationships with members. For example, in Nevada, our 
partnership with Dignity will include an embedded case management staff to more 
effectively reach our membership.  
CM Staff Training. Recognizing that member engagement is critical to success, as part 
of our comprehensive CM training program, we train all Care Managers, regardless of 
background, to use best practice and evidence based techniques such as the 
following. 


Table: CM Staff Training Modules to Promote Member Engagement 
Training Topic Content Overview 


Poverty Competency Fosters a deep understanding of the types of poverty; its history and 
causes; awareness of personal attitudes and beliefs about 
impoverished people; and understanding oral culture and relational 
styles of communication. 


Engagement Skills Teaches staff how to effectively establish trust, credibility and rapport 
with each member. This helps open resistant or hesitant members to 
condition-management objectives and enables staff to recognize 
members interested in progressing. 


Motivational/ 
Conversational  


Interviewing 


Trains staff to take a partnership approach with members, using 
open-ended questions, affirmations, various types of reflections and 
summarizing to assess member attitudes about change and 
appropriate next steps. 


Trauma-Informed Care Identifying and understanding the effects of trauma on development 
and particularly on behavior in both children and adults are crucial in 
assessing each member’s needs and in understanding the context of 
behavior. Centene has the most highly developed trauma-informed 
training program in the United States among managed care 
organizations serving this population. The training is not only a 
component of CM training, but includes expansive curriculum for 
providers and service organizations. Using this model, our Texas 
affiliate has provided training on trauma-informed care to over 60,000 
people since 2008. 


 
Creating and Supporting a System of Care. We use a System of Care approach to 
design and develop interventions that are member-centric, holistic, proactive, and 
integrated. Our assessments are inclusive of all life domains and are administered with 
each member versus to them. In coordination with the PCP, we include identification 
and assessment of services that the individual is receiving or could benefit from to 
avoid duplication and gaps. From these assessments, we develop an individualized 
care plan that is based on the member’s strengths, goals, and preferences, and tailor 
services to wrap around the member and family. Staff work to create a system of care 
around each member, such as: 
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• Care Management staff will provide telephonic and in-person coordination of all 
formal and informal supports. This includes services provided by the school system 
and other State agencies, as well as social and financial supports provided by non-
profit and other public organizations. 


• MemberConnections serve as our community health workers. We hire these staff 
from within the communities they serve and receive intensive training on 
supporting members. They work with members in the community and help them 
access covered services as well as community resources. 


• Utilization Review staff think “outside the box” to identify services that can support 
members to achieve the highest level of wellness and avoid admission or 
readmission to the hospital. This may include medically necessary services such as 
private duty nursing for children with special health care needs and infants after an 
extended stay in the NICU to support their health care needs in the least restrictive 
environment. 


• Customer Service staff will provide information about and connect members to 
benefits, programs, and processes to assist them in navigating the health care 
system. 


Promoting the Medical Home. We emphasize and support the medical home as the 
point of direction and coordination for the member’s full range of care. We assist 
members to identify and select a medical home upon enrollment to ensure that the full 
array of preventive, primary, and behavioral health care services is available, integrated 
and coordinated. Care Managers ensure the success of the medical home model by: 


• Sharing assessments, care plans, utilization information and monitoring results 
with PCPs 


• Coordinating and facilitating communicating between PCPs and other providers 
(such as behavioral health providers, other specialists, and providers of non-
covered services such as HCBS waiver providers) 


• Discussing member needs and care with individual providers or with the full 
treatment team as needed so that all involved have a clear picture of the issues 
impacting the member’s care  


• Supporting provider treatment plans by requesting and incorporating the treatment 
plan into our care plan and reviewing member progress and adherence through 
regular monitoring 


• Sharing information with both the PCP and other involved providers to obtain input 
on strategies to address issues or barriers  


Actionable Provider Information and Data. We make it a priority to provide technology 
support to providers in integrating services for each member. In addition to promoting 
health information exchange through local exchanges such as HealtHIE Nevada, 
participating and non-participating providers can register to access our Provider Portal 
to view information about a member they are treating, including the care plan, ensuring 
all treating provider have a holistic view of the member’s care and needs, as well as 
other tools described in the table below.  
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Table: Portal Features to Support Care Management  
Select Provider Portal Features That Support Care Management 


Member Health 
Record 


Online Member Health Record provides PCPs with a well-organized view of a 
Member’s care gaps as well as summary and detailed clinical data for each 
member. This is based on current and historic medical, behavioral health, and 
pharmacy claims information, lab test results, health risk assessments, and 
other information systematically received and processed in Centene’s 
Enterprise Data Warehouse.  


Care Gap 
Alerts 


Alerts providers that a member is due for or missing a service recommended 
by evidence-based guidelines, including physical health services such as 
diabetes-related care as well as behavioral health services such as the 7 day 
follow visit after an inpatient stay. PCPs can view clinical quality and cost 
utilization drill down reports generated by our Centelligence™ that 
encompasses data for all services delivered to the member by that provider 
(when we have sufficient data from that provider to display meaningful 
information).   


Practice 
Improvement 


Resource 
Center 


Interactive tools and information on best and evidence-based practices for a 
broad range of topics on clinical practice, administrative operations, and use 
of information technology. This builds on our existing Clinical Practice 
Guidelines, offering expanded condition-specific information, new behavioral 
health coordination emphasis, and information on subpopulations such as 
those with depression, ADHD, and other behavioral health diagnoses. It will 
also offer information on electronic health record (EHR) technology and how 
NTC can help providers optimize EHR use.  


Centelligence 
Patient 


Analytics (CPA) 


CPA allows practice managers or individual providers to instantly access 
their patient registries to view critical information to better identify evidence-
based care gaps, understand quality improvement opportunities, and improve 
their care management functions. CPA offers providers diagnoses, 
medication, lab, and care team data on an individual member level, while also 
offering prospective gaps in care to fulfill specific quality measures. Through 
a simplified and streamlined interface, providers can easily access the 
information they are looking for by utilizing interactive, search, drill-down, 
and export capabilities. 


Centelligence™ 
Analytic 


Insights (CAI) 


CAI provides internal and provider-facing dashboards that bring together a 
collection of the most important medical cost and utilization, pharmacy, 
emergency room, potentially avoidable events, clinical, population health, and 
quality data to help health plans and providers form a cohesive 
understanding of provider performance and membership trends. The 
dashboards allow for, among other uses, provider performance analysis, 
provider peer group comparisons, cost and utilization trending, quality 
measure performance, active and non-active member pattern analysis, 
disease state prevalence, readmission analysis, and population health trend 
analysis. Users are also offered many of these metrics on a risk and severity 
adjusted basis. Authorized users can interact with the dashboards through 
extensive custom selection, drill-down, and export capabilities, to help 
identify potential casual factors behind clinical and cost performance. 


Care Management Programs. Our CM programs are designed to match the appropriate 
level of resources to the appropriate level of needs of each unique, individual member. 
This includes integrated programs for holistic health management including care 
coordination, disease management and care management, as well as specialized CM 
programs as described below.  
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Care Coordination. Care coordination is a purposeful plan to reach members and 
impact their health and health care utilization through coordination of all services and 
education about their condition, planned intervention and appropriate use of services. 
For example, care coordination is available to members who are stratified as being 
moderate risk, requiring intervention beyond that provided in our population-based 
programs but whose health and psychosocial status does not require more complex 
care management, such as members with a newly diagnosed condition, increasing use 
of services such as the emergency room, evidence of pharmacy nonadherence for 
chronic conditions or identification of special health care needs. Care coordination is 
also available to members who do not have a chronic health condition but who are in 
need of coordination of multiple services to address social determinants of health such 
as lack of housing or domestic violence. Goals of care coordination are to reduce 
complications related to unmanaged illness or condition; coordinate health care 
services to optimize outcomes; coordinate and facilitate follow-up services to prevent 
complications; and support the member in gaining the skills and confidence to manage 
their own care. 
Disease Management. Our affiliate health plans offer NCQA and URAC accredited 
disease management programs through our affiliate disease management partner, 
Envolve PeopleCare (formerly Nurtur) who has been providing DM programs to 
Medicaid populations since 1995. These programs include, for example: asthma, 
chronic obstructive pulmonary disease (COPD), coronary artery disease, congestive 
heart failure, hypertension and diabetes disease management. These DM programs are 
founded on a Health Coaching approach which provides the tools and interventions 
needed to help individuals diagnosed with a chronic condition adopt healthy habits and 
decrease risk factors to slow progression of the disease. A truly effective health-
coaching program engages as many members as clinically appropriate in the actual 
coaching process. Effective health coaching also motivates and supports at-risk 
members in making small, sustainable behavior changes that in turn result in 
measurable, positive health outcomes. DM interventions will include condition-specific 
education such as the importance of treatment plan compliance, and motivational 
interviewing/behavioral modification techniques that encourage healthier lifestyles; 
prevent exacerbation and acute episodes; and engage, involve and empower members. 
Some examples of condition-specific interventions include:  


• Diabetes: diabetic members who successfully complete all required screenings 
receive a diabetic friendly cookbook 


• Asthma: members receive a peak flow meter, information regarding the importance 
of taking maintenance medications and assistance identifying individual triggers for 
exacerbation 


• ADHD: assessment for over or under utilization of pharmaceutical agents; follow up 
to prescribers as appropriate 


• Depression: member-specific screening tools, such as Beck’s or Edinburgh, with 
specific scales used for children, adolescents, adults, and geriatric age groups 


• Autism: coordination with the member’s school system to ensure appropriate out-
of-home supports; addressing behavioral concerns, such as impulse control, to 
ensure member safety. For example, in Nevada we will support the efforts of UNLV 
Ackerman Center for Autism and Neurodevelopment Solutions and their medical 
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home for individuals with autism spectrum disorder by working with providers in 
our network to expand access to pediatric primary care 


The outcomes of our DM Programs are further described in our response to Section 
4.1.12.C. 
Complex Case Management. Case Management is a high touch program focused on 
members with special care needs and members with recent hospital admissions and/or 
a chronic or co-morbid disease utilization history that indicates the need for real-time 
proactive intervention. Members are assigned a Care Manager (registered nurse or 
licensed behavioral health clinician) who will become the member’s primary contact. 
Supported by a Care Team, integrated CM staff with clinical training are responsible for 
working collaboratively with the member, family, and providers to develop the 
member’s care plan. The member’s primary Care Manager will provide assistance with 
navigating extensive resources and systems by actively coordinating the care and 
services with the member and between providers. The focus is on working with the 
member, the PCP, various specialty and ancillary service providers (including medical 
equipment providers, transportation and pharmacy) and the member’s family and other 
natural supports to support the member’s ability to gain optimum health and improved 
functional capability, in the right setting and in a cost effective manner. 
Targeted CM Programs 
Start Smart for Your Baby®. Our Start Smart for Baby® perinatal and NICU management 
program emphasizes early identification and stratification of pregnant members, and 
education and CM interventions to improve birth outcomes for all pregnant members. 
The program serves as the umbrella for all of our perinatal management efforts. Start 
Smart staff assist members, in person when necessary, to access prenatal and post-
partum care, provide education on their health care needs, address social needs and 
concerns, and connect members to appropriate specialists and non-covered services 
(i.e. dental services) and community resources. Our Start Smart Program is modeled on 
our parent company Centene’s award-winning program that was named a best practice 
by NCQA is 2009. The program received the 2010 URAC/ Global Knowledge Exchange 
Network International Health Promotion Award, and a Platinum Award for Consumer 
Empowerment at the URAC Quality Summit. In 2014, Start Smart received a Case In 
Point Platinum Award honorable mention. Additional program elements include: 
Start Smart Lactation Support. We recognize that the lack of support from trained 
professionals is a barrier to new mothers breastfeeding. As an extension of our Start 
Smart For Your Baby Mobile App, SilverSummit’s affiliate health plans have begun a 
partnership with Pacify Health LLC, to enroll members that are identified as planning to 
or are currently breastfeeding and in need for lactation support into the Lactation 
Consulting Pilot Program. Pacify Health LLC is the only mobile health app focused 
exclusively on delivering new parents unlimited 24/7 on demand access, via video 
consultation, to an expert network of pediatric supports including certified lactation 
consultants and pediatric nutritionists. Through this partnership, our members have 
free access to these services that would typically require a paid subscription. Care 
Managers begin to identify members for the pilot through outreach contacts made 
during the last trimester of pregnancy and outreach for the Post-Partum Assessment 
(within 2-4 weeks post-delivery). 
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Doula Support Services. Based on the experience of our affiliate health plans, 
SilverSummit proposes to offer doula services to our members enrolled in our Start 
Smart Program. A Labor Doula is an experienced professional who is trained and 
educated in the labor and delivery process. The Doula meets with members during 
pregnancy to provide education and develop a birthing plan. The Doula provides 
continuous support during labor and delivery and can support mothers to begin 
breastfeeding. Several studies have demonstrated that the continuous support of a 
labor doula have result in shorter labor and fewer c-sections and long-term benefits 
include improved breastfeeding rates, decreased postpartum depression, greater 
maternal satisfaction and better mother-infant interaction. In March 2014, the American 
College of Obstetricians and Gynecologists (ACOG) published a consensus report 
supporting continuous support personnel, such as a Doula, during labor and delivery. 
We will work with DHCFP and providers such as Doula Services of Southern Nevada 
and Well Rounded Mama to provide these services to our members. 
Perinatal Depression Screenings. As part of Start Smart, we assess whether pregnant 
or newly delivered moms are currently depressed or at risk for depression. We screen 
pregnant members for depression using the Edinburgh Depression Screening. We 
provide this tool in every Start Smart Prenatal mailing along with information about 
perinatal depression and the risks of substance use during pregnancy as well as in the 
Newborn Care Packet post-delivery. 
Perinatal SUD Program. The Substance Use in Pregnancy Program reaches out to 
pregnant members who abuse opiates, alcohol and other drugs. We identify these 
members through the NOP, referrals and claims data and initiate outreach within 7 days 
of identification. The trust-based CM approach encourages the member to participate in 
a personalized plan that helps her overcome addiction and improve the likelihood of a 
healthy pregnancy and an infant that does not suffer from withdrawal. As part of our 
CM program, Care Managers encourage counseling and medication in addition to 
intensive outpatient or inpatient addiction treatment if needed. Care Managers assess 
the member’s readiness to change and focus on moving her through the stages of 
change related to addiction treatment. Basing interventions on readiness to change 
helps ensure that the member is met with appropriate interventions that challenge but 
do not overwhelm her. Members are encouraged to talk with their physician about 
medication-assisted treatment with Subutex or methadone that can replace the need 
for dangerous prescription or street drugs and prevents the pregnant member from 
going into withdrawal, which can be dangerous for the fetus. This program was initially 
piloted by our Ohio affiliate health plan and received the 2014 Ohio Association of 
Health Plan's (OAHP) Pinnacle Award for Best Practice Healthcare Programs. 
Reducing Premature Births and NICU Admissions. Our Indiana affiliate decreased NICU 
admissions through our High Risk OB Care Management Program. The program targets 
high-risk pregnant members, specifically those with a history of pre-term deliver and 
encourages the use of 17 alpha-hydroxyprogesterone caproate (17P) when clinically 
indicated to increase gestational age and decrease NICU admissions or decrease 
length of stay. The following graph shows that our IN affiliate’s NICU admission rate 
has been lower than prior periods. 
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Emergency Room Diversion. The ER Diversion Program will provide services to 
members with frequent or inappropriate ER usage patterns for physical or behavioral 
health issues. Care Managers will outreach to members that had an ER visit to assist 
with obtaining follow-up care, provide education regarding appropriate use of the ED, 
importance of getting primary and preventive care, the availability of the 24/7 nurse 
advice line and the closest urgent care site. The CM also will address barriers to care 
and assesses health literacy and self-management. In 2012, our Georgia affiliate’s 
similar ER Diversion program received a Case in Point Honorable Mention and 
Platinum Award. 
Transition of Care Program. The Transition of Care Program provides transition 
services to members who are admitted to the hospital in an effort to prevent 
readmission. We provide telephonic engagement as well as on-site staff at high volume 
network hospitals. Transitional care staff work with the member and hospital staff to 
identify potential risk factors for readmission and ensure that the member’s discharge 
plan addresses all needs. For members in CM with either physical or behavioral health 
discharges, we will provide the discharge plan to the PCP. The Care Manager will follow 
up with the member 24-48 hours post discharge to confirm that the member has all 
needed equipment, medications, and in-home services and to reconfirm their 
understanding of their diagnosis/condition and self-management plan. We will also 
follow up with members who have had a behavioral health discharge to provide a 
reminder for the seven and 30 day follow up visits and address any barriers. 
Lead Care Management. The Lead Care Management Program (LCMP) provides 
services to children with blood lead levels (BLL) equal to or greater than 10 microgram 
per deciliter. The Care Manager will notify the PCP and explain the LCMP program. The 
Care Manager completes a BLL assessment on all children to identify health 
conditions, behaviors, or environmental factors that place the child at higher risk for 
lead-related health problems; provide focused education and interventions for each 
child; and guide development of an individualized care plan. We link members to and 
collaborate with home lead screening programs to identify and address lead in the 
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home. The Care Manager assists with coordination, linkage to services, and addressing 
barriers to care to ensure treatment goals are successful. 
Care Management for HIV/AIDS. Health Educators will provide telephonic and in-person 
outreach, education, and coordination of services to address the care and treatment for 
HIV/AIDS and all co-morbid conditions, such as hepatitis B and C, tuberculosis, and 
behavioral health issues. Because of the important role of antiretroviral (ARV) 
therapies, members also will receive specialized medication therapy monitoring to 
assist with ARV drug adherence and other co-morbid condition medication regimens. 
Care Managers partner with community agencies and infectious disease facilities to 
address the psychosocial barriers that could possibly impede compliancy with medical 
care. Through community health lifestyle events, health educators ensure health 
promotion through face-to-face interactions with participating members. Additionally, 
we collaborate with existing programs serving these individuals to identify ways our 
CM Program can support their efforts. HIV-infected pregnant Members receive outreach 
from case managers to provide education about the importance of anti-retroviral 
treatment throughout pregnancy and discuss topics based on the American Congress 
of Obstetricians and Gynecologists and Centers for Disease Control and Prevention 
that are of heightened relevance to HIV-infected women, such as perinatal HIV 
transmission, caesarian deliveries, and breastfeeding.  Members hospitalized for AIDS 
related complications are followed by case mangers throughout their hospitalizations 
and receive post discharge outreach as needed to address post discharge instructions 
which can include a discharge nutrition program for members who reside in nutrition 
deserts.  Lastly, we work to address and manage the psychosocial needs of HIV-
infected Members, including depression, alcohol and substance abuse, neurocognitive 
effects from anti-retroviral medication, and other behavioral matters associated with 
the HIV infection 
Living Well With Sickle Cell. Centene’s Sickle Cell Program won a Case In Point 
Platinum award in 2013 from Dorland Health for Medicaid Care Management. This 
program uses nurse Care Managers to provide Sickle Cell Disease education related to 
inheritance patterns, disease complications, symptoms and treatment, comorbid 
conditions, and special issues that arise with children and adolescents. Members 
enrolled in our Sickle Cell CM program are sent a copy of our ‘Living Well with Sickle 
Cell’ member education book. The Program promotes use of hydroxyurea to reduce 
episodes of acute chest syndrome, vaso-occlusive painful crises, blood transfusions, 
and inpatient and ER utilization. Care Managers assist members to create a care plan 
that focuses on services to educate members and remove barriers to improving 
medication adherence. As with our affiliate health plans, SilverSummit’s Care Managers 
will be supported by our corporate Sickle Cell Case Rounds which occur monthly. 
Hosted by a Centene medical director, these Rounds allow Care Managers across 
Centene to brainstorm on complex cases and learn best practices. 
Palliative Care. This program serves members with cancer and other advanced chronic 
and debilitating illnesses. A RN Care Manager who is certified through the National 
Board for Certification of Hospice and Palliative Nurses provides specialized expertise 
to members, trains CM staff, and consults on complex cases. CM staff will work with 
the member and treating providers (and family/guardian as appropriate) to develop and 
monitor a Care Plan that meets the member’s health and psychosocial needs, 
recognizing the critical role of family/caregivers in supporting the member’s 
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psychosocial wellness. CM staff leverage the expertise of our behavioral health Medical 
Director in addressing behavioral health issues, such as when the receipt of stressful 
and difficult information or the need for end-of-life decision making triggers 
challenging family dynamics. Based on a physician order, CM staff make referrals for 
and incorporate hospice services into the care plan as appropriate. Through our 
Centene affiliate and national leader in physician house call medicine, US Medical 
Management (USMM), we provide home-based services when appropriate, such as 
evaluation and management of the medical condition and pain, and the discussion of 
treatment goals, including advance care planning or hospice. We also provide and 
educate providers about guidelines from the National Hospice and Palliative Care 
Organization in the Provider Manual and on our Provider Portal. Program staff inform 
providers of the guidelines when coordinating with the provider in developing and 
monitoring the member’s Care Plan. 
Treating Opioid Addiction. To effectively address the needs of members with 
substance use conditions, several SilverSummit affiliate health plans have 
implemented Opioid Addiction Programs such as our Massachusetts health plan 
affiliate’s nationally-recognized program. Using an integrated care management 
approach we provide active care management and coordination with behavioral health 
and physical health providers including both primary care and specialists. Our Care 
Managers coordinate with behavioral/physical health providers to help reduce 
overutilization in these areas by maintaining regular communication with providers 
regarding the member’s progress. Additionally, some of our affiliate health plans have 
implemented pharmacy lock-in programs whereby members must choose one 
pharmacy and/or a specific physician for controlled substances. Providers also have 
access to podcasts and articles via our Provider Portal centered on 
substances/substance use to supplement provider education. We monitor the 
effectiveness of this program using CMS’s newly released Adult Core measure: “Use of 
Opioids from Multiple Providers at High Dosage in Persons Without Cancer: Opioid 
High Dosage.” 
Nevada, we will support the Governor’s Drug Abuse Prevention Task Force and 
SAPTA’s Multidisciplinary Prevention Advisory Committee (MPAC) in their efforts to 
combat opioid addiction.  We will work with SAPTA/MPAC and other similar initiatives 
to identify opportunities for coordination and collaboration to enhance the efficacy of 
our Opioid Addiction Program as well as the state’s efforts. 
Adult and Pediatric Weight Management. Our weight management program provides a 
wide range of adult and pediatric services that support the current social, 
psychological, and medical needs of our members, as well as work toward preventing 
future risks. We promote pre-diabetes and cardiovascular disease prevention, as well 
as the appropriate testing, at community events in collaboration with local health 
districts and providers through the action of our MemberConnections staff, who are 
culturally trained community outreach workers. Certified nutritionists, dieticians, and 
social workers will also supervise community events that promote education on 
healthy eating, exercise, and food safety. CM staff will work with members to develop a 
comprehensive lifestyle management plan which promotes evidence-based 
approaches to weight management such as the American Academy of Pediatricians’ 
recommendations of reducing sedentary behavior. We educate our provider network 
regarding effective, appropriately sensitive techniques to discuss obesity prevention 
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with members, including behavioral modification and motivational interviewing, via our 
Practice Improvement Resource Center. As part of our overall Obesity Management 
Program, we use our “Keep It Moving” fitness program which encourages children and 
adolescents to take part in physical activity and healthy lifestyle habits through music, 
magic, dancing, and provides a proprietary workbook that focuses on fitness, and 
songs that that address healthy eating. We will sponsor community events with 
“Cooking Matters”, an aspect of the No Kid Hungry campaign, which teaches 
participants to shop smarter and use nutritional information to make healthier choices 
while cooking delicious and affordable food. 
ADHD Hope Bear Program. Promotion of behavioral health interventions is a best 
practice prior to the start of medication therapy for children 5 years of age and under. 
Our Missouri affiliate is implementing an incentive program to encourage the use of 
other behavioral interventions to manage the symptoms of ADHD prior to starting 
medication for children 5 years of age and under to be consistent with evidence based 
practice guidelines. Interventions to be utilized could include psychological testing, 
individual therapy and/or parent/guardian skills trainings. Children 5 years of age and 
under that have a diagnosis of ADHD and have attended individual or family therapy or 
psychological testing related to the diagnosis of ADHD will be given the Hope Bear  
and the “Me and My Feelings” book. The children’s book has a story that explains the 
different types of feelings as well as blank pages in the back of the book. The child can 
use the blank pages to draw or write down their own thoughts, feelings or questions. If 
a parent/guardian attends parents skills training related to ADHD this would also make 
them eligible for the incentive.  
SilverSummit will adopt and adapt all of these programs for the Nevada Medicaid and 
Nevada Check Up population, benefiting from the years of experience, best practices, 
lessons learned, and systems and infrastructure built by Centene and our affiliate 
health plans. 
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E. Medicaid claims processing and adjudication; 


Experience in Successful Claim Processing Our priority is to process claims quickly 
and correctly. SilverSummit, in conjunction with Centene, will ensure claim processing 
readiness at time of contract implementation incorporating a best practice deployment 
of staff, process, and technology mobilized through a coordinated plan. SilverSummit 
looks forward to supporting all 
RFP claim processing 
readiness, implementation, 
operational and reporting 
requirements, and is willing to 
commit to a payment rate 
beyond the contract 
requirement, achieving 
payment of 95% of clean claims 
in 15 days over the course of 
the contract. Centene affiliates 
successfully support very 
similar requirements across 20 
states where we have Medicaid 
plans today.  
Centene processes an average 
of over 6.6 million medical and 
behavioral claims a month, with 
an estimated total in excess of 
77 million claims in 2015 alone. 
Our success is built upon the 
foundation that claims 
processing is more than just 
compliance with payment rules. 
We see it as a critical opportunity to offer superior service to our providers (ensuring a 
sound provider network) and members (affording them peace of mind in the financial 
aspects of their health care and helping ensure that person-centered care is provided). 
We also view the claims process as arguably the single most important data gathering 
aspect of our operation, since it supports our quality and utilization monitoring efforts, 
provider education and outreach initiatives, and will supply DHCFP with accurate, 
complete, and timely encounter information. 
 
Staff with Implementation & Processing Expertise. SilverSummit providers will have 
access to locally based Claims Specialists to ensure that any and all claims questions 
are answered quickly. Claims and Provider Engagement Specialists are also locally 
based so that providers can receive any necessary training around claims processes. 
We support claims operations from Centene owned processing centers (Claims 
Centers) in Missouri (2), Montana,and Texas. Centene consolidates core Medicaid 
claims operations in its five claims centers to realize efficiencies for fast processing 
turnaround times (TAT), ensure training consistency, and develop a critical mass of 
specialized Medicaid claims processing expertise. The staff in our claims operations 
division have extensive readiness and implementation experience – the latter a natural 
consequence of our successful implementation of Managed Medicaid in nine new 


Unparalleled Experience Processing & 
Paying Medicaid Claims… 


 
• In the past 12 months, approximately 95% 


of clean claims paid within 15 calendar 
days, with an average turnaround time for 
these claims of less than 8 days. 
 


• Centene’s centralized claims processing 
team maintain an overall average of 90% 
automatic adjudication rate for all claims, 
which means less than 10% of our claims 
require manual intervention. 
 


• On average, Centene processes over 6.6 
million medical, and behavioral claims a 
month.  
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states in the past four years. Our centralized approach also allows us to continually 
improve, and adapt to changing federal mandates by applying consistent best 
practices and lessons learned from all affiliates.   
 
Training. Consistent with our approach to new markets, we will ensure that all staff 
processing SilverSummit claims are current with their training, which will include 
topics for specific Nevada Medicaid and Nevada Check Up needs. Our claims training 
curriculum covers all aspects of processing, with specialized staff receiving up to 14 
weeks of classroom and hands-on training. Our entire Claims Operations staff will 
undergo claims training appropriate to their respective job functions. 
 
Process to Assure Readiness. Informed by 32 years of implementation experience, our 
Enterprise Business Implementation Model (EBIM) is a best practice framework for 
planning, organizing, communicating and mobilizing resources to ensure smooth, low 
risk, and on time program implementations. Our claims implementation team uses 
EBIM tools including;  
• pre-populated templates;  
• carefully defined checklists,  
• configuration procedures,  
• project communication (both internal and external)  
 
EBIM allows for claims eligibility, benefit plan, adjudication rules, and other key 
readiness configuration and test activities. SilverSummit’s claims processing and 
system configuration implementation teams will be dedicated to a successful, on time 
implementation and meeting DHCFP established goals (e.g. claims TAT requirements). 
Once SilverSummit is live and performing according to DHCFP standards, the claims 
implementation team will smoothly transition to our Claims Operations teams, who will 
ensure that DHCFP requirements are implemented correctly on an ongoing basis. 
Claims Processing System Configured to DHCFP Requirements 
Our enterprise integrated Management Information System (MIS) features table-driven, 
parameter-based configuration utilities that minimize, if not eliminate, the need for 
custom software development and its associated implementation risk - and yet meet 
the specific rules and processing needs of each of our state partners. This allows our 
claims implementation team to configure our existing claims processing capabilities 
quickly and reliably for DHCFP and our providers.  
Our Claims Processing System, AMISYS Advance (AMISYS), along with our HIPAA EDI 
infrastructure, and Claims Workflow Management system will be configured with the 
claims requirements and timeframes mandated by DHCFP and Federal government 
regulations. AMISYS employs multiple, systematic data edits to ensure claim 
processing accuracy and a high auto-adjudication rate. AMISYS delivers accurate 
claims payment, with configuration capabilities to price according to benefit coverage 
information, authorization requirements, fee schedules, per diem rates, capitation 
payments, and other complex pricing arrangements.  
Flexible Claim Submission Methods. To ensure timely, accurate, and complete claim 
payments, SilverSummit will encourage providers to file claims as soon as possible 
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after the date of service. We provide proactive outreach on billing and payment 
processes and focus on being available and engaged as local experts with our billing 
providers. Providers rendering services to our members have the following options to 
submit HIPAA complaint claim forms, in support of our “no wrong door” approach: 
 


Options to submit HIPAA Compliant Claims Forms 


Direct Submission Via 
SilverSummit Provider 
Portal 


Direct submission of HIPAA EDI 837 Institutional and Professional 
batch files through our secure Provider Portal. Please see 
Provider Portal Claim Submission screenshot below for an 
example. 


HIPAA-compliant Direct 
Data Entry (DDE) 


Online entry of claims directly through the HIPAA-compliant 
Direct Data Entry (DDE) feature available through the Provider 
Portal. Our DDE feature provides interactive assists to walk the 
submitting provider through the claim submission process with 
look up of previously submitted claims to pull in member and 
provider information. Additional features include validation of 
codes (e.g. CPT, ICD-10); cross-field logical checks (e.g. if one 
form field is populated, checks that other fields are populated); 
validation of member and provider data; and online help. This 
results in instant feedback to the provider on any submission 
issues to maximize clean claim data entry.  
Claims with Attachments. We allow electronic submission of 
claims with attachments (e.g., for claims that require written 
documentation to justify payment) when a provider submits a 
claim using our DDE functionality. 


Clearinghouse Facilities Submission of HIPAA 837 EDI claims via over 80 clearinghouse 
facilities nationwide, including Availity, Emdeon, PayerPath, and 
others. 


Multi-Payer Portal In alignment with our no wrong door approach, a provider can 
also submit claims through a multi-payer portal, which allows 
providers to use a single portal and single login to interact with 
multiple payers for checking member eligibility, benefits, and 
claims submission. 


Paper Claims We receive submission of paper claims on standard CMS-1500 
and CMS1450 (UB-04) forms. Using Optical Character Recognition 
technology, paper claims are scanned and converted into 
machine readable data through our document management 
system. Once processed, paper claims, like EDI claims, are edited 
through identical business edits as electronically submitted 
claims. 


 


Claim Filing Assists To Promote Clean Claim Submission. Providers will have access 
to detailed billing instructions, including claims submission time frame requirements, 
claim dispute resolution, and State Fair Hearing information, via our Provider Manual 
on the Provider Portal. The Provider Portal also provides access to SilverSummit’s 
claims adjudication logic using Clear Claim Connection, our web-based code auditing 
software. In addition, providers will have access to our online EDIFECS Ramp Manager 
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EDI testing system, which allows interested providers to onboard through interactive 
file testing and certification for SilverSummit EDI submission. The following screen 
shot illustrates some of our DDE capabilities on the Provider Portal.  
 


 
 
Our Provider Portal also allows providers to submit claim adjustments by pulling up a 
previously submitted claim and using that data as the basis of a new (or re-billed) 
claim, check member eligibility, inquire and view claims status and payment 
information, and send inquiries to our Provider Services Department via secure 
messaging, among other capabilities. We further expedite claims processing by 
allowing providers to submit prior authorization requests and view the status of such 
request via the Provider Portal, phone, or fax. The authorization is securely and 
systematically fed into TruCare (our member-centric health management platform) 
which is integrated with our claims processing system – enhancing our auto-
adjudication claims processing rate. 
Claim System Redundancy. Centene’s focus on systems integration and availability is 
the basis for our continued ability to process claims accurately and in a timely fashion 
for our affiliate health plans. Our MIS includes claims software components described 
below that are functionally rich, yet integrated where needed. We engineer system 
availability and reliability in all of the MIS components, through supporting hardware 
technologies such as Blade Servers; Virtualization; Clustering; Storage Area Network; 
and hardware, software and networking redundancy. We regularly test our Business 
Continuity and Disaster Recovery Plan to ensure timeliness standards are not 
disrupted due to staffing, weather problems, pandemic, or other unforeseen events. We 
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maintain cross-trained claims staff who can work on SilverSummit claims if needed in 
such an event, or if there is an abnormally high level of claims volume. 
Claims Processing Capabilities. The following flowchart illustrates our standard claims 
submission, processing, payment, and review functions with accompanying details on 
our capability to process and pay provider claims in compliance with State and Federal 
regulations.  
 


Inbound Claims
(EDI, Paper, Web)


Claims 
Pre-Adjudication


HIPAA Compliance 
Checking
• State Edits and 


Validation
• Data Staging


Input Data
Other Sources


• Provider Data 
• Authorization Data 


(Health Management 
Platform)


• Membership Third 
Party Liability Data 
(State Files)


Claims Adjudication


• Field and General 
Edits


• Member Eligibility
• Provider Eligibility
• Authorization
• Benefits
• Pricing


Payment 
Integrity


Detailed Coding and 
Clinical Review
• Prepayment Editing 


Software


Provider 
Payments


• Health Plan Check 
Runs


• Outbound Payments 
(EFT/Checks)


• Outbound 
Remittances (ERA/
EOP/EOB)


• 1099 Reporting


Claims Workflow
Management


Pended Claims & 
Letter Generation


Process 
Management Tools


CentelligenceTM Enterprise 
Data Warehouse and 
Reporting


State Encounter Submissions


Payment Integrity/
Post-Payment Recovery


Payment & Remittance


1 2


3


4


5 6


7,8


• HIPAA Edits
• Edits
• Route Claims for 


Adjudication


 
 
1. Inbound Claims (EDI, Paper, Web). The EDI subsystem of our MIS uses EDIFECS 
software to verify HIPAA format compliance in real-time, validating inbound data 
against ANSI Accredited Standards Committee (ASC) X12N Companion Guides’ rules 
for syntax and data structure, then triggering notification to trading partners 
accordingly, using the ANSI TA1/999 Functional Acknowledgements.  
 
2. Claims Pre-adjudication. Our MIS uses a Service Oriented Architecture with 
middleware that maps, translates, and validates claims data against member and 
provider information data in our MIS prior to adjudication, ensuring common edits, 
such as member, billing and rendering provider identifiers are applied. If a transaction 
is rejected, our middleware issues an ANSI 277 Unsolicited notification citing the 
specific DHFCP-approved reason(s) responsible. In the event a paper claim fails pre-
adjudication edits, our middleware automatically generates and sends a letter to the 
submitting provider, rejecting the claim and citing the specific edit(s) responsible. 
SilverSummit will monitor rejection reasons to identify potential problem areas for 
rapid response. 
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3. Claims Adjudication. Once claims pass the above edits and validation routines, they 
are loaded into AMISYS for adjudication through a combination of edits examining 
diagnosis and procedure codes including HCPCS data, Medicaid Correct Coding 
Initiative edits, and use and validation of National Provider Indicator (NPI), state 
Medicaid Identifiers and Tax ID numbers for provider payment. Our adjudication 
process is the same for both network and non-network providers. AMISYS assigns 
each claim a unique control number incorporating the Julian time stamp upon receipt 
that allows us to monitor, audit, and trend claims processing metrics, including 
turnaround times and payment accuracy.  
 
4. Claims Workflow Management. Our claims workflow software manages the workflow 
of any pended claim in real time. If a claim pends, an electronic work item is 
immediately routed to a Claims Analyst, skilled in the type of pend, for resolution and 
re-adjudication using the process described above. For example, we can route specific 
pend codes and research issues to our licensed clinical staff for research and 
determination.  
5. Payment Integrity. Claims passing adjudication are further analyzed to determine 
clinical claim coding appropriateness and potentially fraudulent billing practices. 
ClaimsXtenTM, our detailed coding and clinical review software, reviews 100% of 
adjudicated claims prior to payment for bundling and unbundling of services, incidental 
services, mutually exclusive codes, global surgery follow-up days, duplicate claims, 
invalid procedures, bilateral services, and incorrect age/gender validation. Verisk’s 
HealthCare InsightTM (HCI). HCI provides for the monitoring, detection, and denial of 
physician claims for Provider Preventable Conditions (PPCs) and Other Provider 
Preventable Conditions (OPPCs).  We have also implemented 3M Clinical Related 
Group software to help us identify the full spectrum of potentially preventable events 
(PPEs) beyond those PPCs identified by DHCFP. As a result, we will be able to look 
more closely at hospitalizations, readmissions, complications, ER visits, and ancillary 
services. We will use this information not only to limit payments for PPEs, but also to 
better manage utilization of services, as well as support our outcome-based payment 
methodologies.  
6. Provider Payments. Once claims successfully pass all claim edits, claims are 
finalized with a status of paid or denied on the next claims payable cycle. We offer 
providers the option to electronically receive Electronic Funds Transfer (EFT) 
payments and HIPAA compliant Electronic Remittance Advices (ERA) through a 
leading national MCO EFT and ERA vendor. Additionally, we offer paper check and 
paper Explanations of Payment (EOP) for providers not interested in these electronic 
transactions.  
7/8. Process Management Tools. We use a comprehensive set of process management 
tools to support our analytics and reporting, timely, accurate, and complete encounter 
submissions to DHCFP, and our post-payment recovery and payment integrity.  
Centelligence® Data Warehousing, Analytics and Reporting. Centelligence is a 
comprehensive family of integrated data warehousing, decision support and health 
care reporting solutions. The Centelligence enterprise platform integrates data from 
multiple sources, including AMISYS and all of our core production systems. 
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SilverSummit will use Centelligence to provide operational insight, to inform, adjust, 
and continuously improve each step in the claims process.  
State Encounter Submissions. Fully integrated with our enterprise MIS, our Encounter 
Data System (EDS) is configurable to meet program requirements as defined by 
DHCFP. For every clean claim, our encounter data includes the same line item detail as 
received on the claim, regardless of claim type, and disposition (e.g. paid, denied, 
adjusted, voided). We provide all rendered services, rendering provider’s identification 
numbers, and billed amounts, as well as an indication whether the claim is original, 
adjusted, voided, denied, or a replacement. 


• Post-Payment Recovery and Payment Integrity. Centene’s centralized Special 
Investigations Unit (SIU) utilizes the above applications to track and systematically 
identify billing irregularities based on industry standards (e.g., providing 
unapproved procedures at an ambulatory surgery center, excessive services 
provided in one day based on CPT time guidelines, upcoding, or excessive 
utilization) for all of our affiliate health plans. Our tool analyzes paid claims data and 
employs hundreds of edits to identify outliers that may indicate Fraud, Waste, and 
Abuse (FWA). Centene also conducts routine validation of claims data upon receipt, 
which includes checks for all applicable claims data fields. We also validate 
encounter data through plan focus studies, annual provider medical record reviews, 
provider profiling, reconciliation of encounter data detail, and targeted utilization 
review of specific provider claims. Centene partners with various vendors to assist 
with FWA identification efforts. These vendors include: Health Management 
Systems, Inc. (HMS), which works to ensure claims are paid correctly, control costs 
associated with fraudulent claims, and reduce overall payment discrepancies, 
adjudication, and reimbursement expenditures. HMS helps identify and recover 
overpayments, detect and prevent fraud, coordination of benefits, and ensure 
compliance with regulations.  


• AIM Healthcare Services, Inc. (AIM), which provides claims cost management 
services, including credit balance recoveries, retrospective FWA analysis and 
coordination of benefits.  


• iHealth, which is an Inpatient Diagnosis Related Group (DRG) and Inappropriate 
Setting (aka Observation Audit) claim audit review process which Centene recently 
implemented in an effort to improve medical claims payment accuracy using a 
method that is acceptable and understandable to providers.   


Payment and Remittance.  As noted, we offer providers the option to electronically 
receive Electronic Funds Transfer (EFT) payments and HIPAA compliant Electronic 
Remittance Advices (ERA) through PaySpan, a leading national MCO ERA and EFT 
vendor. The PaySpan Service is free to providers. We have a number of resources 
available on our secure Provider Portal to encourage and educate our providers on 
how to enroll in this service. Subscribers of this service may view their ERAs online 
and we make that information available on our secure Provider Portal for easy 
reference. We have found that paper-submitting providers who enroll in EFT quickly 
see the added benefit of filing claims electronically to further leverage efficiencies and 
payment turnaround on their end. Providers may also opt to receive ERAs through a 
clearinghouse. We also offer paper check and paper Explanations of Payment (EOP) for 
providers not interested in these electronic transactions. Whatever the option, we 
provide EOP (or ERA) within one to five business days of payment. The provider will 
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receive an EOP (or ERA) for claims denied for any reason, including incomplete or 
inaccurate information. The EOP (or ERA) clearly outlines for the provider the reason(s) 
for claim denial, along with instructions for correction and resubmission, if applicable.  
Increased Efficiencies Supporting Quick Claims Payments. We recently enhanced our 
Provider Payment System with the functionality to audit claims daily to ensure that the 
claims we pay are processed correctly before payments are released to providers. This 
further ensures that claims are reviewed in a consistent, timely manner and provides 
early identification and quick resolution of common claim data errors. Our Provider 
Payment System enhancements not only create a more efficient provider payment 
process but also supports our quick claims payment turnaround times.  
Change Management for Claim System Updates. To prevent disruption and payment 
inaccuracy, we have standard change management processes and procedures in place 
for any system changes required to our MIS, including our Claims Processing System. 
These processes include:  


• Identification, Initiation, and Configuration of Changes 
• Testing Changes 
• Tracking and Monitoring Changes 
Notification and Communication of Changes. We notify our State partners and 
providers prior to the implementation of any changes to our MIS. We will notify and 
discuss with DHCFP any major changes, upgrades, modifications, or updates to core 
applications prior to the projected change and will keep all parties informed of project 
progress and adjust activities in light of any new circumstances that surface during a 
change or modification project. We conduct joint meetings which include staff from the 
claims implementation, contracting, configuration and provider data management 
implementation teams. In addition to DHCFP notification, we also send formal notice to 
our providers, as applicable, regarding changes to systems and policies that affect 
business operations. This enables providers to be aware of any claim system changed 
so that they can continue to accurately submit claims.   
Identification, Initiation, and Configuration. We maintain a team comprised of key 
business and IT stakeholders to identify and specify any needed change to claims 
processing edits and components of our MIS, in response to DHCFP policy and/or 
procedural changes. To implement system changes, we follow a standard process that 
establishes the roles and responsibilities necessary to identify, document, and deploy 
changes. Claims processing edits or MIS changes always originate from a key 
business stakeholder within our organization who identifies a change or modification. 
Our teams document all change and modification requests in our internal tracking 
system. Management approval and sign off is included with this documentation. Once 
the change is approved and resources assigned, development and/or configuration 
activity begins. 
Testing Changes. All configuration changes for the program will go through a 
comprehensive testing process as part of our EBIM strategy. Changes are first 
configured in our development environment. This enables us to anticipate significant 
processing scenarios prior to go-live.  Once developed, changes are moved to a test 
environment for User Acceptance Testing (UAT). In UAT the key business stakeholder 
and IT teams conduct testing activities throughout the development process. Our 
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implementation schedule is designed so that at least 30 days prior to go-live, the 
claims operations and IT staff are able to jointly test hundreds of claim scenarios using 
test claims with DHCFP “like data” or actual DHCFP data if available. We also will share 
configuration testing results with SilverSummit providers to ensure reimbursement and 
denials are in line with expectations. Partnering with providers will help build 
confidence in the provider community that SilverSummit is ready to process claims 
correctly and timely. 
Tracking and Monitoring Changes. Once the change is in production, an audit trail is 
documented for tracking and monitoring. We use industry-recognized best practices 
for change management based upon the Information Technology Infrastructure Library 
(ITIL) process standards for the development and maintenance of change release 
schedules, including change management. Each application team (e.g., claims, 
reporting) works with their business partners to capture requirements and define 
priorities, and then establishes and publishes a controlled release calendar with 
releases typically every two to three weeks (only closing out the process when the 
change has been thoroughly tested and validated in production). This frequency 
mitigates operational risk by reducing emergency changes. 


Measuring, Monitoring, and Supporting Timely and Accurate Claims  
Measuring and Ensuring Timely Payment. We measure claims timeliness from 
submission date to provider payment date (paper check date or bank EFT notification 
date), or (for denials) date of paper or electronic denial notice. Our Claims Processing 
System assigns a unique control number incorporating the Julian time stamp to each 
submitted claim upon receipt. This “date stamp” is part of the control number used to 
identify each unique claim, allowing us to track our adherence to timeliness standards. 
From receipt to payment, our MIS retains and displays a complete claims processing 
history, enabling us to focus on any claims that risk exceeding timeliness standards. 
Our claims workflow software manages pended claim processing in real time. If a claim 
pends, it is electronically routed to a Claims Processor, skilled in the type of pend, for 
resolution and re-adjudication. This greatly speeds the finalization of pended claims 
because once a Claims Processor addresses a 
particular pend edit on a claim our system 
immediately continues to process and finalize 
that claim. 
Electronic Claims Facilitates Payment 
Timeliness. Based upon the experience of our 
affiliate health plans, we have found that 
electronic claims, which comprise over 95% of 
claims that Centene currently receives for our existing Medicaid health plans, are 
consistently filed at least 50% sooner and with fewer errors than paper claim 
submissions.  Electronically submitted claims are also more complete because our MIS 
validates data elements at the earliest stage of submission.  For this reason we will 
promote electronic submission for our providers through training and education. We 
will reach out to Nevada providers to assist them in converting from paper to EDI 
claims submission. We will do this through meetings with Provider Engagement 
Representatives, personalized outreach calls, and email blasts. 


Over 95% of claims are submitted 
electronically, which contributes to 


our 90% automatic adjudication rate 
for the fastest processing time 


possible. 
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Our Ability to Monitor Claims Adjudication Accuracy through Centelligence. 
SilverSummit uses Centelligence, our analytics and reporting platform, to provide 
operational insight, to inform, adjust, and continuously improve each step in the 
process. Our reporting capabilities for claims processing are supported through the 
Centelligence Enterprise Data Warehouse (EDW). The EDW is the heart of our 
integration capabilities, capturing transactional data in near real time from core 
applications including our Claims Processing System, TruCare (our clinical care and 
utilization management platform), Customer Relationship Management system (our 
master data management for provider and member demographic information), and 
Encounter Data System. The EDW enables the best possible timeliness and integrity in 
reporting. The EDW enables our end-to-end view on claims processing, from the point 
of provider contracting and credentialing, to claim submission, to adjudication and 
payment, and to encounters reporting for end-to-end monitoring and reporting. 
Daily, Weekly, Monthly Centelligence Dashboard. We recognize the importance of 
providing leadership with actionable information to ensure provider claims are 
adjudicated and settled in an effective, accurate, and efficient manner. On a daily basis, 
SilverSummit staff will monitor the Centelligence Dashboard on any daily “touches” to 
the claim, including the volume of claims receipt, auto-adjudication, paid and denied, 
pends, adjudication inventory, voids, and rejects. The Dashboard can be filtered by 
product lines, to drill down to any issues that may be affecting a single 
product/population.  These monitoring activities will ensure issues and potential risks 
are addressed immediately to mitigate loss in quality of claims submission, 
adjudication, and payment.  Below is an example screenshot of our Business 
Operations Dashboard  
Affiliate Example: Business Operations Dashboard.  


 
Tracking, Trending and Reporting to Drive Continual Improvement. Each department in 
this continuum has access to the same comprehensive database, with flexibility to 
customize each report from the vantage of their own operational lens. This allows 
analysts to identify root causes and impacted functional areas upstream or 
downstream for efficient, effective resolution by SilverSummit’s Coordinated Claims 
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Support Team. SilverSummit coordinates the expertise from each area, including 
analysts from our Claims Research and Analysis Team and Contract Implementation 
team, Encounter Operations, Finance, Compliance, Provider Relations, and 
subcontracted vendors to collaboratively provide creative, comprehensive, and 
innovative solutions with effective, accurate, and efficient claims processing for our 
provider network.  
Our Ability to Monitor Continuous Improvement and Direct Rapid Response. Our 
Centelligence™ data warehouse and informatics platform is the heart of our data 
integration capabilities, capturing transactional data in near real time from core 
applications for subsequent analytics, aggregation and reporting. It enables an end-to-
end view on claims processing, from the point of provider and member data loading, 
through service authorizations, claim submission, adjudication and payment, and 
encounters reporting. Through Centelligence™, we are readily equipped to identify, 
isolate, and rapidly respond to problem areas. Each department in this continuum has 
access to the same comprehensive database, with flexibility to customize each report 
from the vantage of their own “operational lens” in order to identify root causes and 
impacted functional areas upstream or downstream for efficient, effective resolution by 
the SilverSummit Claims Team. SilverSummit coordinates the expertise from each area, 
including analyses from our Claims Specialists, Contract Implementation, Encounter 
Business Operations, Finance, Compliance, Provider Engagement teams, and 
subcontracted vendors, to collaboratively provide creative, comprehensive, and 
innovative solutions with effective, accurate, and efficient claims processing for our 
provider network and DHCFP.  
Local Approach to Claims Oversight. We provide local oversight of claims payment 
operations through our Nevada-based Claims Research and Analysis staff and 
management team. Along with the review of frequent performance reports by the 
management team, a Claims Specialist will review daily pend reports to identify aging 
claims and take whatever steps are needed to facilitate the resolution and finalization 
of these claims. SilverSummit management and Compliance Department staff will work 
collaboratively with DHCFP to provide ongoing oversight to the claims payment 
function during any monthly meetings, readiness reviews, and annual External Quality 
Review Organization (EQRO) audits. 
Audits to Support Proper Processing and Payment of Claims.  Our Claims Audit 
Division (CAD) is responsible for independent and objective evaluation of claims 
payment accuracy per our established policies and procedures. CAD audits 
encompass operational policies and procedures such as claim entry, adjudication 
processes, as well as whether determinations on enrollment, benefit, and payment, for 
example, are accurate. The CAD staff performs weekly random audits on statistically 
valid sample of adjudicated claims.  
Our Quality Review Analysts (QRAs) audit each Claims Processor staff with a 
frequency and sample size appropriate to the Claims Processor's experience level and 
recent quality performance. The minimum threshold of auditing for our Claims 
Processors is no less than ten claims audited per processor per month. QRAs also 
conduct high dollar threshold audits of professional claims to review any high dollar 
payments prior to the check cycle. Our Claims Department team uses pricing and 
benefit audit tools to review paid and denied claims for accuracy.  
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In addition to our sample-based internal audits that continually monitor the integrity of 
claims payments and Claims Processor staff performance, we will monitor every 
weekly claims payment cycle.  Each week, prior to issuing checks and electronic 
payments, the Claims Research and Analysis Team, monitors payments about to be 
released. The Team examines all claims payments for accuracy, and focuses in 
particular on recent DHCFP directives, complex, multi-service claims and high dollar 
claim payments. If errors are detected during this check run review, this information is 
given to the assigned members of the Claims Team, with correct processing 
instructions, to ensure optimal claims payment accuracy for our providers. Our multi-
level audit review practice supports claims accuracy and ensures that we are 
continuously monitoring for any potential need for configuration changes or staff 
training opportunities.  
Supporting Providers through Information and Technical Support. We will employ a 
variety of avenues and methods to communicate with providers regarding policies, 
initiatives, and requirements. SilverSummit and Centene have developed a 
comprehensive communication toolkit (e.g., EOP stuffers, web blogs, newsletters, 
targeted email blasts, and personal office visits) to train, support, and provide 
resources to ensure that providers have the tools necessary to file timely, complete, 
and accurate claim submissions. We are unique in our local, targeted approach to meet 
providers where they are. We will work with our provider community to identify the 
most appropriate communication tools and claims submission vehicle that meets their 
needs and capabilities, providing the necessary support to increase competencies. For 
example, to assist providers in submitting claims electronically, our claims subject 
matter experts, along with the Provider Engagement Team set up one-on-one, in-
person meetings to train providers on submitting claims electronically through our 
Provider Portal.  
Provider Claim Scorecard. Using the Centelligence reporting suite, we generate 
provider specific reports, which displays information to the provider on their claims 
submission patterns, in an effort to help them gain insight about the care of the 
member and encourage positive, actionable behavior that will benefit the provider, 
DHCFP, and ultimately, the member. Electronic Provider Scorecards will be available 
for providers to access via the Provider Portal.  
Claims Appeal Process. Our Provider Manual (available through the provider section of 
our public website) will contain written policies and procedures supporting an 
established, internal appeals process whereby network, out-of-network, and out of 
state providers may appeal denied claims. The Provider Data Management component 
of Customer Relationship Management (CRM) supports an integrated document 
workflow required for processing appeal requests. All paper or fax appeals are stored 
in our systems and indexed to the appropriate provider records in CRM, before being 
electronically assigned for follow up. We use our Claims Workflow Management system 
to track and manage the appeal throughout the process ensuring timely resolution and 
provider communication. Our local Claims Analysts and Medical Management 
Department will work with Claims Adjustment staff in Centene’s claims center to assist 
providers seeking (1) reconsideration of any claim, or (2) to dispute our response to 
such a request.  
Addressing Provider Non Compliance. We are committed to adhering to all DHCFP 
audits or requirements. Our routine audit activities such as the Provider Scorecard 
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review allow for the early identification of possible billing or coding issues. When 
issues are identified, SilverSummit staff will work with providers to educate them via 
new provider orientations, phone calls to the 
provider’s office, and onsite visits. If trend analysis 
identifies a provider who is struggling to adhere to 
billing and coding requirements, the Customer Service 
Representative will refer their findings to the Provider 
Network Team for further action. A Provider 
Engagement Specialist from the Network Team will 
immediately contact the provider, provide education 
on contractual requirements and appropriate administrative processes, and, if 
necessary, offer the SilverSummit Claims Research and Analysis Team and Web Portal 
Specialists to conduct retraining in person. Should any SilverSummit staff member 
suspect a provider of potentially fraudulent billing, they will immediately engage 
Centene’s Corporate Special Investigations Unit (SIU) unit which provides oversight 
and guidance for the prevention, detection, and resolution of billing errors, abuse, or 
fraud. Centene Corporation, has a history and strong partnership with state agencies, 
and has demonstrated our ability to comply with all requirements through outstanding 
claim and encounter performance and a commitment to compliance, integrity, and 
openness. 
 


Capturing Third Party Resources and Payment Information 
Centene and SilverSummit take a proactive, 
comprehensive approach to identifying Third Party 
Liability (TPL) and cost avoidance. This strategy is 
integrated throughout our the claims cycle, including 
claims automation, provider training, internal system 
configuration, and data exchange with our TPL 
partners. Our preference is to identify TPL and avoid 
cost where possible and allowed, employing a 
proactive, comprehensive approach to TPL. For 
example, we identify TPL through HIPAA 834 
eligibility-processing, member self-reporting, provider interactions via telephone, 
and/or our secure Provider Portal, and/or claims submissions; from HMS and our other 
TPL subcontractors, and from our own internal staff. We bring this “other insurance” 
information together in the CRM member eligibility subsystem of our MIS. CRM is 
integrated with our claims processing sub-system to support the collection and 
maintenance of Coordination of Benefit information at the member level and, to enable 
accurate automated cost avoidance through prompt suspension of claims submitted 
without requiring Explanation of Benefits or payment information from a primary payer 
 


State Encounter and Paid Claims Data Submissions  
SilverSummit benefits from Centene’s experience in successfully supporting encounter 
and processed claims data requirements for Medicaid health care programs. We 
organize our people, technology and processes around an end-to-end view of accurate 
and timely encounter data production – from providers’ claim submissions, through 


In 2015 alone, our automated 
controls resulted in over $1 


billion in TPL savings, through 
coordination of benefits (COB), 


cost avoidance and recovery 
activities. 


 


Today, Centene submits over 
nine million encounter 


transactions per month and 
over 96 million encounter 


records per year.  
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claim adjudication and the resulting encounter data submission directly to DHCFP’s 
fiscal agent. The integration of our Claims Processing System with our Encounter Data 
System (EDS) helps to ensure we submit the highest quality, aggregated encounter 
data across all service categories, provider types, and treatment facilities. We make 
certain we submit all claims (paid, denied, and adjusted) to DHCFP’s fiscal agent 
through a combination of our claims processing capabilities, encounter data 
management, and quality and monitoring processes. 
Prior to encounter submission, SilverSummit’s Chief Executive Officer (CEO), Chief 
Financial Officer (CFO), or designee, will attest to the truthfulness, accuracy, and 
completeness of all such data we submit to DHCFP. We use an industry leading 
Encounter Data System (EDS) workflow system to prepare encounter claims data for all 
RFP requirements. 
 
Seamless Claims Payment for Affiliated Subcontractors 
SilverSummit is responsible for all claims processing, including claims payment 
operations delegated to our affiliated subcontractors. This means that all claims are 
paid in one place, with the exception of Radiology and imaging, paid by our 
subcontractor, NIA. We have established policies and procedures to ensure 
subcontractor claims processing will meet and exceed all RFP requirements set forth 
by DHCFP. Centene centralizes SilverSummit claims processing for medical and 
behavioral health claims in our Centene owned Claims Center, which will be staffed 
with experienced claims professionals trained and dedicated to the Medicaid and 
Nevada Check Up program. This provides a single point of claims submission for ease 
of provider administration. While centralizing claims processing functions is cost 
effective from an administrative perspective (has built in economies of scale), it also 
promotes consistencies in training and processes resulting in greater claims accuracy; 
facilitates load balancing of resources when needed during seasonal claim volume 
fluctuations; and promotes career path opportunities for staff. All of our delegated 
claims vendors are Centene affiliated companies, including vision and pharmacy. 
Monitoring Subcontractor Claims Performance. Subcontractors are required to comply 
with the same claims and encounter submission requirements as SilverSummit. Our 
vendor contracts call for accurate, complete, and timely claims processing reports to 
be submitted to an oversight committee, where we oversee all aspects of our 
subcontractor’s claims operations. In the event a subcontractor does not comply with 
claims requirements, we will activate our corrective action processes (which can 
include monetary penalties) for non-compliance. 
Subcontractor and Vendor Oversight Program. As we do today in our affiliate health 
plans, our staff will maintain stringent delegation oversight for all affiliated and non-
affiliated subcontractors and report up to a Vendor Oversight Program (VOP). The 
SilverSummit Compliance Officer is responsible for monitoring and documenting 
subcontractor adherence to these requirements. The VOP encompasses the following 
key elements:  
• Execution of contract terms and agreements 
• Delegation audits 
• Performance monitoring 
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• Administration of Corrective Action Plans 
• Enforcement of contractual penalties 
• Coordination of day-to-day business operations 
• Quarterly Joint Operating Committee meetings 
All SilverSummit subcontractors with delegated services enter into a written agreement 
which includes, but is not limited to, responsibilities of the plan and the subcontractor, 
specific delegated activities, including business and regulatory reporting requirements, 
performance standards and reports for oversight of delegated activities, and explicit 
statement of consequences and corrective action process if the subcontractor fails to 
meet the agreement terms, up to and including revocation of the delegation agreement. 
All subcontractors are required to provide monthly vendor reports to support the 
monitoring and evaluation of their performance. SilverSummit staff will hold monthly 
operational meetings with these entities, which includes claim reporting and 
performance accountability.  
 
F. Project management; and 


SilverSummit will draw upon the experience and best practices of Centene and our 
affiliate health plans around project management. As fully discussed in Section 4.11.12, 
we have a robust project management methodology with dedicated staff, tools, and 
resources that has made Centene successful in implementing government sponsored 
health care programs across the country. Our veteran project management team has 
never missed an implementation deadline. In the past five years we have implemented 
programs covering nearly 9 million new members across 18 states via implementations 
and product expansions with significant network build implications. Our dedication to a 
robust project management methodology does not end when implementation is 
complete.  As a data driven, flexible, learning organization, SilverSummit and all 
Centene health plans are often bringing new member and provider programs, changes 
to existing programs, IT innovations, state initiatives, committee mandates, and 
performance improvement projects, to bear through our project management process. 
These projects rely on the same dedicated tools, resources, and controls that ensure 
that our implementation projects are completed efficiently, with no disruption to health 
plan operations, and to the satisfaction of all stakeholders. To ensure that projects and 
their management get the time and attention needed to be successful, SilverSummit 
will follow the best practice of our affiliate health plans, and use a structured, yet 
flexible approach to project management. Corporate Centene supports ongoing project 
management development and operations including tool development and deployment, 
training and resource support. SilverSummit will leverage both local and corporate 
staff to meet ongoing project management needs. 
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Project Management Philosophy. Our approach to project management is one that 
creates and encourages a companywide culture that instills and promotes enhanced 
awareness, collaboration, engagement, and 
excellence. As illustrated in the graphic to the left, 
the SilverSummit Project Management obtains 
input and works closely with all major 
stakeholders across the health plan to execute 
projects. This ensures that all stakeholders 
involved in the project understand the 
fundamentals, tools and expectations related to 
the project. This understanding promotes 
increased efficiencies, monitoring, oversight and 
consistent delivery and execution of all projects 
that align with the health plans strategic 
objectives. Our Project Management approach 
provides a framework and methodology for action 
and structure around projects, while holding 
people accountable for high priority initiatives.  
As part of our structured approach, we follow the 
Project Management Book of Knowledge methodology and many of our Project 
Managers have Project Management Professional certification. Projects are initiated by 
the Governance Board as identified through project request forms in the form of a 
business case document. The Governance Board, composed of Executive Leadership, 
then approves the project and sets the priorities for the project.  
SilverSummit will implement a governance and monitoring of all projects.  Key 
components of the process will be project initiation, business case documentation, 
scope and resources.  SilverSummit Executive Leadership will review and approval all 
projects, prioritize, assign resources and monitor successful completion.   


Project Management Tools.  
SilverSummit and Centene use recognized, industry-standard tools to document and 
track project deliverables and timing, dependencies, and resources. Examples of these 
tools include:  
Project and Portfolio Management (PPM) Solution (Work Plan). We use Microsoft 
Project or other standard tools to develop project work plans, track resource 
bandwidth, and resource (i.e., time and manpower) plans. The Work Plan is the basis 
for assigning responsibilities to individuals and teams, monitoring progress, 
communicating status, and taking corrective action when necessary. We determine 
progress by comparing actual work performed against Work Plan deliverables. This 
enables timely corrective action when performance deviates significantly from the plan. 
The Work Plan includes the time (i.e., duration) required to complete each task and 
identifies relationships between tasks so we can easily see the impact one task has on 
another. This enables the project team to make changes, as needed, to ensure the 
overall objectives and timeline remain on course.  
SharePoint. For many years, Centene has used a corporate-wide intranet site called 
CNET (Centene IntraNET) as our version-controlled document repository. CNET 
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operates on a top-tier Microsoft SharePoint platform and is fully integrated with 
Microsoft Office. For projects that require input across departments, we create a 
dedicated project implementation SharePoint site on CNET, which includes a standard 
directory structure. This can house important documentation such as operating 
models, diagrams, staffing models, business requirements documents, and technical 
design materials, specific to the business processes being developed or refined. In 
addition, SharePoint houses our Organizational Process Assets, these include lessons 
learned, best practices, tools and artifacts.  
Compliance 360. Recognized internationally as the leading Governance, Risk 
Management and Compliance (GRC) software system across all industry segments 
(including health care), Compliance 360 allows us to effectively administer, document, 
and monitor our internal governance, as well as our contractual and regulatory 
requirements, all in auditable and transparent fashion. Compliance 360 provides for 
workflow enabled policy and procedure formulation (with total history of 
documentation and sign-offs); distribution of documents to appropriate internal 
departments and sub-contractors; systematic tracking of compliance activities (also 
with auditable records of management approval and cited contract and regulatory 
mandates); and ongoing, proactive assessment of compliance risks.  
Other Tools:  Additional project management tools are utilized based on the scope and 
complexity of each project.  Standard tools are customized to meet the needs of each 
project.  Examples include risk documentation, staffing/ training monitoring and 
tracking, project log-activities, decisions and risks, operating model and accountability 
matrix. 
Lessons Learned Meetings. Following every project, we collect both positive feedback 
and areas for opportunity about the effectiveness of our approach so that we can make 


adjustments for future projects. Participants in the 
Lessons Learned meetings will vary depending on 
their involvement in the project. During these 
meetings, we will ask project and functional leads to 
provide feedback related to project effectiven ess, 
including areas of success and areas for improvement. 
The Project Lead will gather these recommendations 
and report them to SilverSummit Executive 
Leadership.  After review, those recommendations for 
which there is consensus will be archived for future 
projects.  
Project Management Experience. At any point in time, 
a Centene health plan is actively working to improve 
health plan services, efficiencies, and the experience 
for our members and providers. Common projects 
include: 


• Bringing members new benefits and services, such 
as the carve in of pharmacy, behavioral health, or long 
term supports and services 


Our Florida Affiliate, Sunshine 
Health, in 2014 worked to 


internalize homecare services 
for 570,000 eligible members 


to improve member 
satisfaction and minimize 


fraud, waste and abuse and 
increase cost savings. The 
coordination of care was 
managed internally and 
resulted in a seamless 
transition for Sunshine 


members. Sunshine also 
oversaw a vendor transition, 


implementing a new non-
emergency transportation 
vendor for nearly 600,000 
members across the state. 
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• Program Enhancements, such as adding new rewards to our CentAccount member 
incentive program. 


• Network Optimization projects to ensure networks that yields better results for the 
plan and for members including health outcomes, Health Benefit Ratio initiatives, 
incentive distribution and ultimately quality scores.   


• Implementing contract changes or procedure changes mandated by the State 
• Centralized Training projects, to help improve employee understanding of the 


business, processes, goals and to improve overall performance and employee 
engagement.  


• Responding to audit findings, including identify issues during audit and exit 
conference, reviewing report findings, developing and implementing plans to 
address findings and respond to agencies in a timely fashion. 


• Health Initiatives such as readmission prevention and ER diversion programs,  


Quality Projects  
As further explained in section 4.1.12.1.C, SilverSummit will follow the best practices of 
our affiliate health plans and use Plan, Do, Study, Act (PDSA), Lean Six Sigma, and 
Rapid Cycle Improvement methodologies, informed by our strategic goals, to identify, 
design, implement, and evaluate quality projects, including Performance Improvement 
Projects (PIPs).   
Applying this approach, following are two examples of affiliate PIPs including 
interventions and outcomes. 
Reducing ER visits and Avoidable Hospitalizations for High Risk Members (Georgia). 
The health plan implemented a Face-to-Face (F2F) Care Management Program in 2014 
to provide more intensive support to the highest risk members with multiple 
comorbidities. The goal of this program was to empower members to achieve optimum 
health, functional capability, and quality of life through improved management and 
understanding of their disease or condition. Care Management staff also facilitated 
timely coordination of services in the most appropriate setting in order to reduce the 
frequency of ER visits and avoidable hospitalizations. The targeted population was 
highest risk members with multiple comorbidities. 
The plan implemented in-home visits by an RN Care Manager to complete a 
comprehensive Health Risk Assessment and to develop a person-centered care plan. 
During the first 90 days of program enrollment, the Care Manager conducted a follow-
up in-home visit to monitor the care plan and identify any changes in condition or 
needs.   
Savings for the F2F CM Program were calculated individually for each member enrolled 
in the Program by comparing the member’s 12-month medical cost/per member per 
month prior to the F2F enrollment and after F2F enrollment. For the initial participants 
in the Program, the health plan thus far achieved a 77% decrease in medical costs, 
including reductions in ER and hospital utilization. The savings are based on members 
whose average enrollment was six months. 
Decreasing the Rate of Very Low Birth Weight Babies (Missouri). The Plan implemented 
this initiative in 2013, with the goal of decreasing the rate of admissions to a Special 
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Care Nursery (SCN) or NICU. Low birth weight and very low birth weight infants are 
more likely to have health problems as newborns and require care in a SCN or NICU. In 
addition, infants born with low birth weight are more likely to develop a number of 
chronic health conditions later in life including diabetes, heart disease, and high blood 
pressure. All Pregnant members were targeted. 


Interventions included:  
• Provider education resulting in increased completion and submission of notification 


of pregnancy forms 
• Increased enrollment of members in care management 
• Extensive provider education regarding the effectiveness of 17 alpha-


hydroxyprogesterone caproate (17P) 
• Increased collaboration with the home care services subcontractor 
• Expanded partnership with doula/home visitation programs for high risk 


pregnancies 
• Continuous monitoring of pregnant members for high risk indicators followed by 


outreach to the member by Care Management staff as indicated 
Very low birth weight births decreased by 9%, from 1.6% of live births in 2013 to 1.5% in 
2014. Admissions to either the SCN or NICU decreased 4.3% for the same period (from 
18.4% to 17.6%). 


IT Project Management  
As a data driven organization with best in class IT solutions supporting more than 11 
million members and nearly 30,000 employees, our IT department and PMO 
organization are constantly improving our IT framework and systems to enable 
innovation and competitive differentiation. The goal is to equip  our members and 
providers with real time, actionable information to facilitate healthy behaviors and 
improve health outcomes. At any given moment, hundreds of IT projects are being 
executed across the country. Many of our IT Project Management staff have IT 
Infrastructure Library Certification (ITIL). Recent examples of IT Projects include: 
Online Appointment Scheduling. We recently implemented secure, real‐time 
appointment scheduling to allow our affiliate health plan staff to instantly schedule 
appointments and issue text or email appointment reminders. This online appointment 
scheduling technology enhances our ability to connect members with providers, 
allowing staff to schedule appointments from their desktops, laptops, or mobile 
devices, instantly while on the phone or while meeting with members, avoiding the 
need for multiple calls to and‐ from provider offices. By leveraging cloud‐based 
appointment scheduling technology, we strive to lower administrative burdens for 
providers while ensuring better outcomes for our members. 
Potentially Preventable Events on the Provider Portal. We recently integrated industry 
supported software solutions within our Centelligence™ analytics platform to allow us 
to further analyze claims data including in-patient (IP) utilization, and identification of 
Potentially Preventable Events (PPEs), beyond those Provider Preventable Conditions 
identified by the DHCFP. We are able to monitor PPE rates amongst our providers 
(leading to education actions and/or policy adjustments) and inform our identification 
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of likely factors leading to PPE across our affiliate health plans. At our Texas affiliate, 
Superior Health PlanTM (Superior), we post PPE flags for providers who view a 
members’ Centelligence Member Health Record on the secure Provider Portal. This 
capability alerts providers to a member who has undergone treatment that was 
potentially preventable, including potentially preventable hospital admissions and re-
admissions. 
Pay for Performance (P4P) Reports on the Provider Portal. Made possible through our 
Centelligence™ analytics platform, we redesigned and deployed an updated Pay-for-
Performance (P4P) Report available to providers on the secure Provider Portal. 
Through the P4P Reports on the Provider Portal, we now make it easier for providers to 
monitor their performance versus contractual or bonus goals, as providers shift to pay-
for-performance and pay-for-outcome measures. 
Expanded Member Mobile App Features. Our Member Mobile App, designed for 
members of our affiliate health plans, offers a number of interactive member functions, 
including a mobile member ID Card, Find-a-Provider with GPS-powered directions, and 
touch to call technology. In line with our commitment to keep our members engaged in 
their health, we continue to offer expanded features on our Member Mobile App. For 
example, our Indiana affiliate, Managed Health Services (MHSTM) added access to the 
CentAccount® Rewards balance, health library, and health alerts. We are extending 
these additional health and wellness resources to our affiliate health plans, including 
SilverSummit. 
Click-to-Chat Instant Messaging. As an additional communication channel for members 
to quickly connect with and resolve any questions or comments, our affiliate in 
Missouri, Home State HealthTM (Home State) began using Click to Chat technology. 
Accessible to members through the secure Member Portal, Click to Chat offers 
comprehensive support and immediate, personalized assistance for members in real-
time. Click to Chat allows members to start a live chat conversation with our service 
representatives.  
Enhanced Online Provider Directory User Experience. We recently redesigned our 
online provider directory, Find-a-Provider. The new enhancements help improve the 
overall Find-a-Provider user experience of our affiliate health plan public websites. For 
example, our Ohio affiliate, Buckeye Health PlanTM, implemented an updated search 
function that allows users the ability to type in a last name, health condition, or ZIP 
code to more easily and efficiently find providers. The tool also provides driving or 
walking directions, or a bus route to the selected provider.  
Online Client Portal. We’ve developed and deployed a secure role-based web portal 
that offers our external clients administrative oversight and compliance functions, 
population management tools and reports, and a collaboration work space for key 
stakeholders/clients. Several of our affiliates deployed online Client Portal support for 
their respective state Medicaid Agencies expressly for access by authorized state 
personnel, for a variety of reporting and collaborative applications. Our New York State 
affiliate, Centene Health Systems Group of New York, configured a Client Portal for 
their client, Excellus. We built the online Client Portal for our New York affiliate to 
enhance oversight and compliance monitoring, document library functionality, and 
workflow collaboration for its external client Excellus.  
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Expanding our Health Information Exchange (HIE) Connectivity. Centene continues to 
show why we are an established leader in the promotion of increased connectivity, 
information exchange, and meaningful communication amongst payers, providers, and 
state agencies. We continue to expand our HIE connectivity by aggressively 
contracting and integrating with HIEs, while boosting our provider participation. For 
example, we are actively involved in the Michigan Health Information Network (MiHIN) 
through our participation in the MI Health Link program. We worked closely with MiHIN 
on the Integrated Care Bridge Record, information exchange, and transmission of the 
Consolidated-Clinical Document Architecture (C-CDA) document template. We 
implemented targeted and meaningful applications with providers through MiHIN, 
including the sharing of care management plans among the integrated care team, 
enrollee referral documents, and Continuity of Care Document (CCD) data exchanges. 
Centene believes that timely data exchange streamlines treatment and improves care 
coordination for our members, increases security, and promotes cost savings. 
Enhanced Technology for Prompt Provider Payment. Today, across all affiliate health 
plans, we maintain an average claim turnaround time of approximately 8 days, and we 
maintain an industry leading overall average of 84.1% for automatic adjudication of 
electronic submitted medical and behavioral claims. To continually improve these 
benchmarks, we recently implemented an update to our provider payment system, 
which further ensures that the claims we pay are processed correctly before payments 
are released to providers. This further ensures that claims are reviewed in a consistent, 
timely manner, which prevents any bottleneck of claims issues that need to be resolved 
during the weekly check run. Our newly implemented provider payment system 
exemplifies our continued commitment to provider service and operational excellence 
across our affiliate health plans.  
 
G. Qualifications of key personnel. 


SilverSummit’s staffing philosophy involves hiring and staffing our health plan with 
local, best in class employees who possess significant, relevant experience. As we 
enter new markets, we bring an experienced Transition Leadership Team composed of 
seasoned, functional leaders as demonstrated by the Organizational Charts submitted 
under 4.1.11.7. Our Transition Team will oversee implementation and operations while 
recruiting the local full-time staff who will continue management of operations and 
ensure our successful relationship with DHCFP and other agency partners. Upon 
Contract Award, our Transition Team will be heavily involved and locally present in 
Nevada at our headquarters in Las Vegas. All of the SilverSummit’s permanent 
Executive Management team will be full-time, physically located in Las Vegas, and 
solely dedicated to the Nevada Medicaid and Nevada Check Up programs.  
Centene became the country’s largest Medicaid managed care company by employing 
a “boots on the ground” strategy where we maintain a local presence and constant 
interaction with and accessibility to our State partners, members, providers, and 
community organizations. Our local, permanent Executive Management team will be 
employed and their names/resumes will be provided to DHCFP as part of readiness 
review. In addition, we will provide DHCFP with ongoing updates on recruiting efforts 
as well as information on key hires as we prepare for implementation.  The following 
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summarizes the SilverSummit Executive Management Transition Team qualifications. 
Full resumes can be found in Section 4.4.  


 
Name DCHFP Position Title 


SilverSummit Position 
Title 


Qualifications 


Steven White Administrator 
 
President, Chief 
Executive Officer 


Steven White has more than twenty-five years of 
diversified health care insurance experience. This 
experience includes eight years in President and 
Regional President roles overseeing Medicaid and 
Medicare health plans. During his tenure, Mr. 
White oversaw the implementation of several 
program expansions, including the expansion of 
managed care statewide, a new program for ABD 
Children, and an Integrates Duals Pilot program. 
Further achievements include obtaining a 
“Commendable” NCQA ranking. 
 
In addition to his leadership roles, Mr. White has a 
strong background in provider contracting, 
developing provider networks, overseeing 
medical management operations, and directing 
quality programs.  


Christian 
Miller 


Chief Financial Officer 
 
Director of Finance 


Christian Miller has more than fifteen years of 
Managed Care experience, including establishing 
financial strategic vision, objectives, policies and 
procedures in support of the overall strategic plan 
for managed care plans. 
 
Further experience includes the oversight and 
validation of pricing models, and directing health 
plan analytical needs and coordinating reporting 
strategy.  
 


Jeremy J. 
Corbett, MD 


Chief Medical Director Jeremy Corbett is Board Certified in Emergency 
Medicine, and a Nevada licensed physician. Dr. 
Corbett’s managed care experience includes 
responsibility for quality oversight, clinical policy 
creation, and oversight of internal medical review 
guidelines to ensure clinical integrity and 
compliance. In addition, Dr. Corbett Performs 
medical review activities of complex, 
controversial, or experimental medical services, 
and is responsible for HEDIS improvement and 
strategy. 
 
 


Devouvier 
Chevron 
Cardenas 


Recipient Services 
Manager & Provider 
Services Manager 
 


Chevron Cardneas brings over 20 years of 
experience in health care/disability and Medicaid 
operations, customer service and project 
management positions to SilverSummit.  
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Director, Member and 
Provider Services 
 


Ms. Cardenas has extensive experience providing 
oversight of the customer service, enrollment and 
community outreach teams, for a 300,000 member 
Medicaid Managed Care plan, ensuring providers 
and members receive prompt resolution to their 
inquiries and concerns, and appropriate 
education about the program and benefits. 
 
Ms. Cardenas has extensive track record in 
process improvement, directing departments 
through change and using creative problem 
resolution to exceed customer expectations. 


Emsija Dolic-
Muratagic 


Grievance and Appeals 
Coordinator 
 
Manager, Grievance and 
Appeals 


Emsija Dolic-Muratagic has more than fifteen 
years’ experience managing Grievances and 
Appeals, Compliance coordination, process 
improvement and customer service. A Tri-lingual 
leader with extensive experience in a Medicaid 
environment, Ms. Dolic-Muratagic possess’ a 
broad understanding of Grievance and Appeals 
regulations, and experience using Appeals and 
Grievance data to identify and develop 
opportunities for process improvement to prevent 
reoccurrence. 
 


Ed Gallegos Claims Administrator 
 
Sr. Vice President Claims 
Operations 


Ed Gallegos has more than 20 years of managed 
care experience. This includes overseeing 
medical and behavioral processing centers 
responsible for  the processing of 90 million plus 
claims, provider data management, claims 
configuration system setup, member and provider 
call centers, appeals and grievance, enrollment 
and billing and all incoming and outgoing mail 
functions  
 
 


Amy 
Williams 


Nevada Operations 
Manager 
 
Vice President, 
Operations 


Amy Williams has more than 30 years of 
experience and increasing responsibility in 
managed health care, Medicaid, disability, MLTSS, 
Dual Demonstrations, Medicare, health plan 
executive leadership, operations, provider 
relations, customer service and project 
management. 
 
Ms. Williams has extensive experience serving as 
a key contact with States on operational issues, 
as well as planning and directing all aspects of 
health plan’s operations, policies, objectives, and 
initiatives including enrollment, Member and 
Provider Services, Plan IT, External Relations and 
Community Outreach. 
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4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Experience with Provider Performance Incentives Based on Targeted Health 
Outcome Standards  
Centene health plans have a wide array of experience creating and implementing 
integrated, value-based 
payment (VBP) arrangements 
that incentivize and reward 
providers for behaviors that 
result in high quality, cost 
effective care. While the 
traditional fee for service 
model creates incentives for 
the quantity of services, our 
incentive programs reward 
providers for behaviors that 
drive enhanced and timely 
access, higher quality and 
cost effective care. 
SilverSummit’s provider 
partnerships will incent 
expanded and timely access, 
ER division and utilization of 
lower-level services when 
appropriate. Innovative 
provider incentives enable us 
to engage providers in both 
cost containment and quality 
improvement initiatives 
through various payment 
reform options that are 
consistent with our 
philosophy of incentivizing 
providers to provide the right 
care in the right place at the right time.  
Centene has more than 350 Value Based Purchasing contracts in 25 states across the 
country. Our experience encompasses implementing innovative payment and VBP 
contracting strategies for Primary Care Physicians (PCPs), specialists, hospitals, 
health systems, academic medical centers, and long term care providers.  
As of April 2016, 70% of Centene members are receiving care through VBP and initial 
results are encouraging. Preliminary results suggest statistically significant 
improvement in outcomes.  
• 25% Higher quality scores with providers on incentive arrangements 
• Overall 1-2% lower cost of care, primarily in gain and risk based programs 
• 10-15% lower In Patient admission rates 
• ~20% lower ED rates 


Pay for 


Performance,
27%


Risk Based, 
33%


No 
Incentives, 


30%


Other, 5%


Gain Share, 
5%


70%+ of Centene membership is 
tied to value based arrangements
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• 3-30% additional payout to providers 
Our VBP programs, including in Nevada, are structured to offer a progressive pathway 
that supports providers at every level of experience, regardless of their current 
capabilities and readiness. As we continue to refine our VBP arrangements in Nevada, 
we will leverage best practices and lessons learned in our other markets.  
Our Philosophy. We believe that encouraging and supporting provider success through 
recognition of superior performance are critical requirements for providing high quality 
health care. We value our provider partnerships and are committed to creating a 
collaborative environment that encourages and rewards high performance and 
supports providers’ progress by offering a continuum of VBP arrangements. Our VBP 
philosophy is to evaluate providers’ readiness and provide a tailored program of tools 
they need to accomplish quality goals, improve care coordination and health care 
outcomes, and engage patients in making good health care choices.  Our 
comprehensive provider education and support program works to ensure our 
providers’ succeed and benefit both professionally and financially from our VBP 
arrangement.  
Our payment models recognize regional variations in local health care systems, and 
include initiatives that reflect the availability of services and challenges providers face 
in their community. Our “on the ground” strategy focuses on building local 
collaborative environments to identify providers’ strengths and weaknesses, maximize 
their skills and incentivize the development of innovative ways to improve health care 
delivery and create true partnerships with their patients.    
Our philosophy is to use positive reinforcement to encourage providers on a continual 
basis. As with our other states, SilverSummit will provide one-on-one assistance to 
identify and build on providers’ capabilities as opposed to blanket delegation of these 
services to providers. Through collaboration, we leverage both our experience and the 
expertise of our providers to successfully implement the four core components of our 
VBP initiatives: 
• Aligning appropriate programs and creating a credible pathway for providers to 


gradually adapt to outcome-based payment models 
• Providing meaningful and timely information and insights to providers on their 


populations and helping them identify opportunities for improvement   
• Implementing provider engagement teams and governance infrastructure that 


provides subject matter expertise in key areas 


196







  


 


 


• Providing complementary skill sets (e.g., care coordination, UM) that are 
appropriately tailored to meet the needs of providers and support their efforts to 
care for their patients.   


 
Our VBP opportunities are available to all provider types: primary care, behavioral 
health and other specialists, FQHCs, academic facilities, and ACOs.  Regardless of 
their current capabilities and readiness, SilverSummit provides a progressive pathway 
that supports providers at every level of experience. The figure above demonstrates 
our carefully structured ladder of advancement that takes providers from where they 
are to where they want to be through a gradual, progressive strategy.  
Our payment models are directly tied to the data and outcome measures generated 
through the Centelligence™ data system that drives our care coordination support and 
clinical decision process. We have learned that payment reform approaches must be 
responsive to local providers and delivery systems, and should offer a range of 
alternatives that recognize the varying levels of readiness and risk that providers are 
able to accept.  
Please refer to 4.1.12.A for detail of our Nevada value-based payment opportunities.  
Success in Other States. SilverSummit affiliates have implemented payment reform 
strategies ranging from activity-based reimbursement to episode-based payments, gain 
sharing and risk-sharing initiatives. As discussed above, 70% of our membership is 
served by network providers that are contracted under value-based payment models, 
resulting in more than $40 million in value-based payments. Following are examples of 
some of our state-specific accomplishments: 
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Washington: Over a three-year period in large urban markets such as Seattle and 
smaller rural markets such as Yakama, SilverSummit’s Washington affiliate health plan 
was able to increase the percentage of members under a VBP contract from 30% to 
70% as well as move providers from gain-sharing into a risk bearing model. Our affiliate 
placed staff in the provider’s offices to offer infrastructure to improve quality, member 
experience, and outcomes. It also improved the workflow of the providers by 
encouraging use of a team-based care model. This has contributed to a 6% reduction in 
inappropriate emergency room use, and a 12% reduction in inpatient admissions.   
Georgia: In 2012, our Georgia affiliate health plan had 20 PCP groups participating in 
VBP and by 2014, their VBP programs provided incentives for PCPs treating 62% of 
their members. In 2014, participating providers scored higher on all 13 HEDIS incentive 
measures compared to non-participants and had a Quality Index 3% higher than plan 
average. Providers participating in VBP also had 8% lower ER utilization and 12% lower 
inpatient utilization than the plan average. Overall, the plan has seen a 7% reduction in 
emergency room utilization, and an 18% reduction in inpatient admissions.  
Louisiana: In our Louisiana affiliate, 72% of members are served by providers 
participating in VBP arrangements. Participating providers have experienced an 18% 
lower ER utilization and a 13% overall improvement in Quality Outcomes. 
Ohio: Our Ohio affiliate offers a comprehensive package of payment arrangements that 
includes Pay for Performance, Episode of Care and Risk Sharing arrangements (both 
upside and downside). Eighty percent of Buckeye membership is covered by a VBP 
arrangement. Year to Date results show a 24% increase in prenatal care; 10% increase 
in Appropriate Treatment of Children with Upper Respiratory Infection; a 50% increase 
in HEDIS Childhood Immunization Combo rates and an overall Quality Index 17% 
higher than the plan average.  
Indiana: Our Indiana affiliate health plan recently implemented a new gain-sharing 
program for large providers that covers 73% of their members in the state. In 2015, 
participating providers had an 18% lower ER utilization and a 19% lower inpatient 
admissions rate. 
Centene VBP strategies are flexible and vary in response to the local needs and 
capabilities. Centene Plans across all markets have VBP strategies employed or in 
development. 


VBP Strategies Examples Sample Outcomes 
Quality and/or Utilization Based P4P 


Activity Based – Real-
time claims-based 
payment – Quality 
targets 


Louisiana Affiliate – All 
providers eligible; 68% of 
members 
 


12 Months: HEDIS Adult Access to 
Preventive Services exceeded goal 
by 5% 
 


Quality Target Based – 
Retrospective payment 
– Quality and 
utilization targets 


Ohio Affiliate – All providers 
Eligible; 82% of members 


YTD 2015: HEDIS Timeliness of Prenatal 
Care increased by 24 %, Appropriate 
Treatment of Children with Upper 
Respiratory Infection increased by 4%. 
Overall Quality Index 17% higher than 
plan average 


Episode-Based Payments 
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Retrospective Episode 
of Care – Specified 
Time Period and 
Included Services – 
Quality targets 


Ohio Affiliate – All providers 
five episodes of care: acute 
exacerbation of asthma, 
perinatal care, COPD 
exacerbation, percutaneous 
coronary intervention (PCI), 
and joint replacements 


Outcomes Pending: Phase one 
implementation 


Bundled Payment – 
Specified bundle of 
services – Quality 
targets 


Ohio Affiliate:  Large 
providers: Post-acute and 
rehabilitation services 
following CHF, renal failure, 
and joint replacement surgery 
inpatient stays 


Outcomes Pending: Under development 


Gain Sharing (Upside Only) 
Quality Targets and 
Specified Cost 
Categories  


Indiana Affiliate – Large 
providers eligible; 73% of 
members 


YTD 2015: ER Utilization 18%, Inpatient 
utilization 19% less than plan average 


Quality Targets and 
Total Cost of Care 


Georgia Affiliate –Large 
providers eligible; 52% of 
members 


CY 2014: Participating providers higher 
on all 13 HEDIS incentive measures (1.2 
– 7.9 % improvement) compared to non-
participants; Overall Quality Index 3% 
higher than plan average; ER Utilization 
8% less, Inpatient utilization 12% less 
that plan average. 


Risk Sharing (Upside and Downside) 
Fund Based - Quality 
Targets and Specified 
Cost Categories 


Washington Affiliate - Large 
providers eligible; 34% of 
members 


YTD 2015 (8 months): ER utilization 6% 
less, inpatient utilization 13% less that 
plan average; Overall Cost Index 8% 
lower than plan average 


Shared Services - 
Quality Targets and 
Total Cost of Care 


Ohio Affiliate - One children’s 
health system 


YTD 2015 (8 months): HEDIS: Childhood 
Immunization Combo 10 rate 50% above 
and Appropriate Treatment for Children 
with Upper Respiratory Infections 10% 
above CY 2014. 


ACO-Like Models 
Preferred Provider 
Partnership – Gain 
Sharing – Quality, 
utilization and member 
experience targets 


Texas Affiliate – Preferred 
networks of PCPs and 
hospitals 


34% increase in after-hours access, 
19% increase in PCPs meeting the 90th 
percentile for Adolescent Well Care 
from SFY 2012 to SFY 2014 


 
Identifying Appropriate Incentive and Performance Measures   
Consistent with our philosophy of meeting providers where they are, we will use a 
variety of payment and performance measures that promote patient-centered care and 
provider accountability for improvements in health outcomes. Our approach is 
designed to support DHCFP priorities, increase providers’ awareness of performance, 
motivate providers to establish and attain goals, improve patient health and 
satisfaction, and ensure care is delivered in the most cost effective and appropriate 
setting. Our model will be progressive, starting at activity-based reimbursement 
opportunities appropriate for all levels of providers, continuing through episode-based 


199







  


 


 


payments and moving into gain/risk sharing models. Based on our experience in other 
states, for those providers who are new to VBP, we will include process measures that 
evolve over time to support a gradual introduction into VBP and encourage provider 
retention. Performance measures will be selected consistent with DHCFP health care 
priorities, with an emphasis on improved access to care, preventive health care 
services, chronic condition management, disease prevention, and improved pregnancy 
outcomes. We will measure improvement by comparing providers’ performance against 
similar practices and community standards, establish performance targets, and provide 
incentives to meet or exceed the targets. 
Based on our success in other states, SilverSummit will offer a pay-for-performance 
program that incorporates measures to improve health care outcomes and reward cost 
effectiveness. Examples of measures we will include are: 


• HEDIS preventive care measures,  
• Appropriate emergency room utilization  
• Extended provider hours,  
• Focused care coordination activities related to both wellness and chronic care 


management.  
The following are the types of incentives we have used successfully in other states, 
and that we plan to offer in Nevada:  


• Pay for Performance (P4P) Primary Care Incentive Model – provides a performance 
incentive that encourages appropriate and timely preventive health and disease 
monitoring services per evidence-based clinical guidelines, and incentivizes 
provider outreach to patients. This program is available to all PCPs, including those 
who do not meet high volume thresholds.   


• Bonus Payment/Enhanced Payment Model for specialty care providers and 
independent pharmacies 


• Primary Care Provider STI Screening Incentive: provides PCPs enhanced 
reimbursement for screening of STIs; proven effective in Louisiana, which also has 
a high STI rate, similar to Nevada 


• Primary Care Medical Home (PCMH) Bonus Payment and PMPM Incentive: bonus 
payments for achieving certain goals; PMPM enhancements for certain care 
coordination/care management services. 


Our payment models are sensitive to the challenges providers face when coordinating 
patient care, and are easily adaptable to “meet providers where they are.” Over time, 
the program will provide additional opportunities for providers to share in the cost 
savings that result from their effective care management. We will continually evaluate 
provider experience and performance to ensure provider success while achieving the 
goals of lower costs, improved quality of care, and increased access to care. 
Year over Year Strategy to Increase VBP Contracting. SilverSummit’s VBP strategies 
and performance targets will address unique state and regional needs as well as 
provider capabilities and experience. We will assess each provider and develop a 
customized plan to help build and/or support their existing infrastructure to move them 
along the continuum toward more sophisticated VBP contracting arrangements. 
SilverSummit will: 
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Performance Measurement and Improvement. To achieve sustainable improvement 
with value-based care under new payment arrangements, we will require VBP 
contracted providers to measure, report, and improve care processes based on agreed 
upon targets. To determine whether performance has improved across Triple Aim 
dimensions, SilverSummit will continue to refine and develop key performance 
indicators that align with improving outcomes, member experience of care, and 
reducing per capita costs. Below, we display examples of potential performance 
metrics for VBP contracting and their alignment with the Triple Aim.  
  


Triple Aim Example Performance Indicators 


Improve Health of the 
Population 
(Select HEDIS Measures) 


Colorectal cancer screenings 
(adults 50 – 75) 
Breast cancer screenings (female 
50 – 69) 


Child and adolescent 
immunizations 
Child and adolescent well 
visits 


Improve Experience of 
Care 
(Select CAHPS Measures) 


Rating of specialists seen most 
often 
Shared decision making 


Rating of all health care 
Rating of personal doctor 


Reduce Cost per Capita 


Potentially preventable inpatient 
admissions 
Potentially preventable inpatient 
readmissions 


Acuity adjusted total cost 
PMPM 
Potentially preventable ED 
visits 


 


Establishing the Foundation for VBP Through a Thoughtful and Pragmatic 
Approach  
SilverSummit, and our provider partners, will focus on targets which are pivotal to a 
successful value based partnership. For instance, as we seek to build our membership 
in the market there may be some members who may need to be reassigned to 
appropriate primary care and/or medical homes. Further, to establish a trust based 
relationship with our provider partners we will invest heavily in providing them an 
opportunity to learn more about SilverSummit operations and programs. To mitigate 
some of these challenges we have developed and in the process of rolling out a 
thoughtfully laid out plan for the initial year that is in the best short and long term 


• Listen and learn to understand each provider’s goals and aspirations.  
• Establish infrastructure for data exchange and obtain data to facilitate a 


comprehensive assessment. 
• Through Centelligence™, our family of data-integration, decision support, and 


health care informatics solution, we will determine the key opportunities for 
impacting cost and quality outcomes by capturing, integrating, and analyzing 
relevant transactional data.  


• Identify current capabilities for and opportunities to improve population 
management. 


• Establish a governance structure for our relationship with ACOs and Preferred 
Provider Partners. 


• Identify the most appropriate initial VBP model and pathways for increasing levels 
of accountability in subsequent contract years. 
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interest of our members, providers and DHCFP. Some core elements of this strategy 
include: 


1. Focus on primary care providers to foster better engagement with members 
and improve access to primary care and preventative services  


2. Broad based P4P rollout to provide all PCPs an upside opportunity, and provide 
an objective basis for evaluating performance and readiness for advanced VBP 
models 


3. Introduce VBP framework to all provider types and in all geographies to educate 
providers on our programs and supporting infrastructure. This will also allow us 
to understand provider readiness for transformation and develop a robust 
pipeline for subsequent years  


4. Hire and train strong Provider Performance Managers who will serve as provider 
advocates, support providers to perform better in these programs and provide 
ongoing education and enroll providers in our programs.   


5. Give all providers (irrespective of their enrollment in value based programs) 
access to timely and best in class reports and tools including our real time care 
gap Platform to ensure appropriate care is rendered to members, educate 
providers  on their performance, and highlight key opportunities for 
improvement. Such reports will include comparison of cost, quality and members 
using ER services, and members who have not been seen by PCPs and/or seen 
by other practices etc. 


6. Run shadow reports for providers who have expressed interest in gain and/or 
risk share programs as means to provide an early low-risk financial evaluation of 
provider performance in our programs and educate them on the mechanics of the 
programs  


7. Based on provider capability, we can develop VBP transformation plans – for 
instance, we may work with a provider on an exclusively gain share basis for the 
first 6 months of their contract before advancing to risk-based models. Early 
success in gain share programs is a critical determinant of long term provider 
engagement in these programs. To ensure providers are set up for success we 
have recommended even many interested providers to hold off for few months 
before entering into risk share arrangements  


8. Refine and develop programs specific to Nevada market and provider landscape: 
While we believe we have a more comprehensive set of models, we seek to 
continually refine these programs to tailor to Nevada specifics.  
 


Member Performance Incentives Based on Targeted Health Outcomes 
As further discussed in Section 4.1.12.B Managed Care Programs for Medicaid 
Recipients, our CentAccount program is designed to reward members for healthy 
behaviors, which increases the likelihood of continuing these behaviors through 
positive reinforcement. Members simply complete a healthy activity, such as visiting 
the doctor for preventive care, receiving a flu vaccine, and other chronic disease care 
screening, and a reward is loaded onto their CentAccount Card. The card can be used 
at common retailers such as Walmart, CVS, and Dollar General for approved health 
related items such as groceries, baby and personal care items, and some over-the-
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counter medicines. We do not allow cards to be used to purchase items like candy, 
soda, or junk food. Cards also cannot be used to buy alcohol or tobacco products of 
any kind. A brochure that provides details about the incentives available through our 
CentAccount program is included in our new member welcome packets.  
In line with DHCFP goals, and pending DHCFP approval, we have identified the 
following healthy behaviors that will qualify our members for CentAccount rewards: 
 Table: CentAccount Rewards for SilverSummit Members 


 


 


Reward Eligible Population Behavior/Activity CentAccount 
Incentive 


Diabetes 
Care 


Members diagnosed with 
diabetes 


Completion of the following in the 
calendar year: 


• HbA1C Test 
• Diabetic retinal screening 
• Nephropathy screening 


 


$50  for 
completion of 
all screenings 


Care for 
Kids 


Children and Young 
Adults (ages 2-21) 


Annual preventive visit with a PCP $20 


Infant Well 
Visit 


Infants 0-15 months Per infant well care visit with 
primary care doctor up to 15 
months old.  


$10 per visit, 
$60 max. 


Women’s 
Health 


• Mammogram – 
women ages 40-74 
• Chlamydia screen 
– women ages 16-24 
• Cervical Cancer 
screen – women ages 21-
64 


• Mammogram screening 
(every 2 years) 


• Chlamydia screening 
• Cervical Cancer screening 


$15 for every 
completed 
screening 


Pregnancy 
Care 


Pregnant women • Prenatal Visits 
• Postpartum Visit 


• $10 loaded 
every 3 
prenatal 
visits 
completed 
(max $30) 


• $10 for 
completion 
within 30 
days of 
delivery 


Colorectal 
Cancer 
Screen 


Members 51-75 One Screening yearly $15 for a 
completed 
screening 


Prostate 
Exam 


Male members, 50-69 One Screening yearly $15 for a 
completed 
screening 
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4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices.  


Centene invests in communities, providers and technology to improve services and 
expand best practices. This includes both local and national investments and ranges in 
size and scope from local provider and community grants to donations of time and 
resources to significant financial investments in infrastructure. In this response, we 
describe investments in the following categories: 


• Local Community Investments 
• Best Practices and Treatment Protocols 
• Technology and Infrastructure 


Local Community Investments 
SilverSummit and our parent company, Centene, are dedicated to investing in the 
communities where we operate, supporting our core philosophy that health care is best 
delivered locally. To that end, the following table provides examples of how we invest 
in local communities. 


Local Investments to Improve Services 


Adopt a School 
Programs 


Adopt a School, Centene’s nationally recognized program 
for schools in underserved communities, works with local 
schools to collaborate on initiatives and programs to 
educate students and their families on the importance of 
healthy living. The Adopt-A-School Program has reached 
thousands of students with over 200 events nationwide last 
year, providing literacy and reading programs, and self-
care and self-esteem education. For example, our Anti-
Bullying Campaign received the Modern Healthcare 
Marketing IMPACT Award – Community Outreach 
Campaign of the Year in 2015. Our Adopt a School 
Programs also include: 


Exercise Toolkits for Children - Includes items kids would 
use to move such as bouncing balls to chase, jump 
ropes, etc. 


Nutritional Consults 
Educational books (free to participants) on topics such as 


anti-bullying and anti-smoking 
School Health Kits - Kit of supplies for the school nurse. 


The kits include items such as Band-Aids, latex free 
gloves, glucose tablets, tongue depressors, gauze pads, 
Bactine and alcohol prep pads. 


Youth Club Activities In addition to our school programs, our Centene affiliate 
health plans host events in cooperation with youth clubs 
across each Centene state. This includes youth-oriented 
programs such as the Boys and Girls Clubs and 4H 
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programs. For example, we present our Anti-Bullying and 
Smokey Yuckpack (Anti-Smoking) readings at local 
summer camps. Each child attending receives a Spanish 
and English copy of the books, and a book bag. Children 
also take a pre and post-test on the topic, allowing us to 
measure the increase in knowledge and understanding of 
the messages about healthier behaviors that are at the 
heart of the books. Role-play exercises are also presented 
to help students develop their response to peers or older 
children that may confront them about smoking or bullying 
activities. The campers also take a no smoking pledge as 
part of the program. 


Provider Grants to 
Support PCMH and 
expanded access 


Many of our Centene health plan affiliates provide grants to 
providers working toward NCQA PCMH certification. For 
example, our Louisiana affiliate has funded provider grants 
of up to $2,500 to assist with practice transformation to 
meet NCQA standards. We also provide incentives to 
providers for extending hours and implementing other 
initiatives to expand access. For example, paying for 
physician services provided outside of regular office hours. 
We will also investigate partnerships with universities and 
medical schools to recruit and retain providers through 
tuition reimbursement or other programs to place providers 
in rural and other shortage areas. 
Please see section 4.1.12.1 for a detail of how our support 
of the NV Health Dock initiative will support PCMH 
transformation. 


Member Care Grants Member Care Grants are modeled after our Texas affiliate 
health plan’s successful program. Care Grant funding is 
available for health plan members at the discretion of their 
Care Manager to purchase items that support care and 
treatment for children with special health care needs. 
Grants are tailored to each member and intended to 
address unmet needs and/or quality of life goals. For 
example, art supplies for a special needs child who would 
benefit from a greater ability to express him or herself or 
sports equipment to help a child engage in team sports.  


Community Grants to 
Extend Services 


Our Centene health plan affiliates actively seek local 
community organizations that offer services not covered by 
Medicaid for potential collaboration and partnership. For 
example, many of our health plan affiliates partner with 
local Nurse Family Partnership (NFP) programs, which offer 
home visits during pregnancy and up to two years after 
delivery based on the national NFP model. Because 
enrollment is often limited at each site based on available 
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funding, our affiliates work on ways to partner with NFP to 
provide funding to increase availability of their services 
statewide. For example, SilverSummit seeks to partner with 
the Clark County NFP through the Southern Nevada Health 
District. Recognizing transportation as an issue, one of our 
affiliates also recently pledged a local matching fund 
commitment of $20,000 to improve public transportation in 
rural areas of their state. 


Community 
Events/Sponsorships 


Centene and our health plan affiliates host and sponsor 
community events across our communities. For example, 
we partner with churches and associations, such as the 
Missouri Dental Association (MDA). In 2015, our Missouri 
affiliate sponsored the MDA Missouri Mission of Mercy 
(MOMOM) event that provided a full-range of dental care for 
1,723 patients totaling over $1,011,621 in care. 
In addition, our Healthy Lifestyle Events/Health Fairs 
provide fun healthy activities for all ages tailored to local 
needs. For example, we offer colorful, age-appropriate 
materials; health screenings and services; cooking or 
exercise demonstrations; and other games and activities. In 
2014, our affiliates conducted more than 1,000 Healthy 
Lifestyle Events attracting more than 8,100 members, plus 
additional community residents. 
This fall, as the CCSD school year began, many children 
were in need of key vaccinations and we partnered with 
Immunize Nevada as their Community Engagement 
Sponsor supporting efforts to immunize hundreds of 
children at Robinson Middle School, Cashman Middle 
School and Sedway Middle School. 


Volunteer Hours We strive to be an organization that leads by example in the 
business and civic community. Because our employees live 
and work in the community, they individually enhance our 
partnerships with community stakeholders. We encourage 
and support all employees to volunteer in their 
communities by providing time off and company-wide 
recognition. For example, our Missouri plan affiliate staff 
has attended and volunteered at over 425 community 
events throughout Missouri and volunteered more than 
2,000 hours since 2012. Our affiliated health plan’s 
employees in Louisiana volunteer time and effort to 
organizations such as Boys and Girls Club of Baton Rouge, 
Baton Rouge Youth Coalition, local schools and churches, 
and many others. 
Staff members across Centene have organized teams to 
participate in walks such as the March of Dimes 5K and 
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Autism Walk. In Mississippi, staff has participated in events 
such as Be Active Mississippi Fitness Walk and Health Fair 
and the Mississippi “On the Road to Health” Bike Ride. 
Employees also collect toys, food and clothing for low-
income families. For instance, our Louisiana affiliate hosts 
an annual food drive that culminates in a volunteer day at 
Greater Baton Rouge Food Bank, where employees stock 
shelves and serve and distribute food for the holidays. 
They have also partnered with the St. Vincent DePaul 
Society, Kean’s Cleaners, and WAFB television to provide 
gently used uniforms to youth in the East Baton Rouge 
Parish School System. 


 


Best Practices and Treatment Protocols 
Centene and all of our health plan affiliates are continually seeking opportunities to 
identify, develop, and replicate best practices and treatment protocols that will improve 
care and services to our membership across the country. This is done at both the local 
and corporate level. For example, corporate initiatives are developed based on best 
practices and data collected from each state. These initiatives are intended to bend the 
health care cost curve and improve the level of care and service of all Centene plans. 
Through a national committee, industry and plan trends are reviewed to identify 
opportunities for greater quality and efficiency across the system. While this process is 
overseen at the corporate level, the ultimate implementation of any recommendations 
are managed at the local level and adapted to the needs of the individual market. Local 
health plans also identify, vet and implement best practices and clinical practice 
guidelines based on the local market as identified through local, physician-led quality 
committees and member and provider advisory committees. 
Following are examples of programs and innovations that we are investing in to 
advance health care in our communities. 
Committed to Empowering Personal Choices and Behaviors to Improve Health. In early 
2016, Centene partnered with Washington University and Duke University to launch the 
Envolve Center for Health Behavioral Change. This unique partnership between the 
health care industry and academic institutions will translate the science of behavior 
change and public health research evidence into practical strategies that change health 
behaviors to optimize the health and well-being of our members. Using proven, 
behavior-based techniques, the Envolve Center will contribute to health care research 
knowledge, influence positive health outcomes and reduce the economic burden of 
poor health on individuals and society. The Envolve Center’s research leadership team 
comprises world-renowned scholars in behavioral economics, health communication, 
obesity prevention, and social and economic development. Studies, which will be used 
to inform improvements in our programs and services, include: 


• Automatic Enrollment - Investigate the use of automatic enrollment as a recruitment 
and retention method in the Healthy Solutions for Life program, a telephonically 
delivered pediatric asthma self-management program within our disease 
management services. 
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• Diabetes Retrospective Coaching Call Analysis - Identify strategies to make health 
coaching programs more effective. It will retrospectively analyze the health 
coaching calls of members in Healthy Solutions for Life Diabetes coaching 
program, to be used to define two randomized control trials (RCTs) that test the 
impact of applying behavioral economic theories to coaching programs. 


• Incentives Study Project - Evaluate how incentives can impact participation in a 
Healthy Solutions for Life health coaching program.  


• Member Survey and Peer Coaching for Raising Well Pediatric Obesity - Research 
why members enroll, disenroll, or stay in the Raising Well pediatric obesity 
program. The initial research will determine the most efficient and effective methods 
for engaging members in this program.  


• Peer Coaching in the Pediatric Obesity Program - Pilot and evaluate peer coaching 
to prevent/reduce obesity in children. 


• Usability Testing of Goal Setting Platform - Collect member insights to inform the 
design and content of a new online goal setting platform. The initial study will focus 
on the program’s goal setting platform to determine the most efficient and effective 
methods for engaging members.  


Meeting Members Where They Are (In-Home Physician Visits). Centene’s US Medical 
Management (USMM) / Visiting Physicians Association (VPA) affiliate provides in-home 
health services including primary care to our home bound and other high risk members 
in our affiliate health plans across the country. USMM provides high acuity members 
with in-home health care such as in-home primary care through nurse and physician 
visits. Services provided include health risk assessments, pediatric assessments, gap 
closure, transitions of care, medical and disease management, health and disease 
management education, and radiology, ultrasound, and laboratory testing services. 
USMM uses a patient centered, physician-driven EMR with a complete continuum of 
care, including integrated reporting and scheduling resulting in increased quality of 
care, efficiency, and patient engagement.   
CMS recently spoke to the effectiveness of this home-based delivery model and 
announced that in the first year of the three-year Independence at Home (IAH) 
Demonstration, USMM and VPA were able to achieve significant improvements in 
quality of care and patient/caregiver satisfaction while reducing overall health care 
costs for homebound elderly patients with complex, chronic conditions. Year 1 results 
show a 16.4% reduction in expected costs with a reduction in all cause 30-day 
readmissions of 30%, hospital admission reductions of 50%, and emergency room visit 
reductions for ambulatory care—sensitive conditions of 70%. USMM/VPA represented 
87% of the $25M Medicare savings in Year 1 of the Demonstration.  
In November, 2015, Medicaid Health Plans of America (MHPA) and its sister 
organization, the Institute for Medicaid Innovation awarded US Medical Management 
and our Ohio health plan affiliate for innovative best practices that have improved the 
health of Medicaid enrollees employing these strategies.   
Modified IMPACT Program. First implemented by our Florida health plan affiliate, the 
Modified IMPACT (Improving Mood Providing Access to Collaborative Treatment) 
program focuses on those who are newly diagnosed, undiagnosed or have an 
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undertreated behavioral health condition and are at risk of exacerbating a co-morbid 
medical illness such as sickle cell anemia, diabetes or heart disease.  The Modified 
IMPACT program is based upon the IMPACT model of evidenced-based depression 
care developed at the University of Washington. The program utilizes several key 
IMPACT components, such as systematic use of depression scales, and includes 
targeted primary care physician technical assistance regarding stepped care and the 
IMPACT tenants of treating to goal. “Stepped care” refers to treatments being actively 
changed if patients are not improving as expected until clinical goals are achieved. 
Participants are identified by the primary care provider. To be eligible for the program, 
members must be adults and score 10 or above on the PHQ9 (9-item depression scale 
patient health questionnaire) assessment or have other unmet behavioral needs. Once 
identified, the member is assigned a Wellness Coach who meets with the member at 
the primary care practice (PCP) location to complete an initial needs assessment. The 
Wellness Coach co-located and embedded within the primary care practice performs 
the following roles: 


• Educates the member about their behavioral health condition and treatment options 
available.  


• Coordinates behavioral health care and community supports. 
• Supports antidepressant therapy prescribed by the member's primary care provider 


if appropriate. 
• Educates the member about self-management techniques. 
• Meets regularly with the member to monitor for improvement or symptom 


exacerbation. 
• Convenes and participates in case conference consultations with the Medical 


Director on members who did not respond to PCP treatments as expected, and 
updates care and treatment plans as appropriate. 


• Offers feedback to PCP utilizing Best Practice Psychotherapeutic Medication 
Guidelines for Adults. 


IMPACT is listed in SAMHSA’s National Registry of Evidenced Based Programs and 
Practices. Results demonstrate improvement in depression symptoms, increased 
engagement in behavioral health services as well as overall health care cost reduction. 
Outcomes for our affiliate plan included the following: 


 


Following 12 months of engagement (June 2014 – May 2015) 


  Achieved PHQ9 
clinical 


improvement 


Average 
Overall Health 


Care Cost  


Engagement in 
behavioral health 


services 


Active 
participants 


32% $4,308 67% 
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Identified 
(not 


engaged) 


NA $6,521 33% 


Patient Outcomes: Sixty-seven percent were connected to behavioral health services, 
nearly double the rate of those identified but not engaged in the program.   
Clinician Outcomes: Nearly 1 out of 3 members achieved the PHQ9 goal (50 percent 
improvement, or score less than 10), indicating a significant improvement in depression 
symptoms. 
Community Impact: FQHC partner as well as the patients they serve have benefited 
from seamless behavioral health care coordination which has improved access to care 
and minimized stigma.   
Psychotropic Medication Utilization Review (PMUR). PMUR is a best practice that was 
developed by our affiliate in Texas out of concern that children in foster care are 
medicated in larger percentages than other child and adolescent populations. The goal 
is to ensure that pharmacological treatment is benefitting the member and that all parts 
of the treatment team are working together to accomplish this outcome. When 
psychotropic medications are used in the treatment of children, their use should 
represent acceptable practice, promote safety, and enhance the stability and 
functioning of the child. To monitor the prescribing of psychotropic medication in 
children across Centene affiliated health plans across the country, Centene has 
invested in the development and implementation of a corporate Psychotropic 
Medication Utilization Review (PMUR) program that interfaces with a local PMUR 
Coordinator (clinician) to manage and monitor the day to day activities. Our PMUR 
Team is comprised of our behavioral health Medical Director and licensed behavioral 
health clinicians trained and experienced in serving children taking psychotropic 
medication. Since implementing this review process in 2008, our Texas affiliate plan 
has reduced overall psychotropic medication use in foster children by almost 37%; 
class polypharmacy utilization by 48%; and use of five or more medications by 51%.  
Reducing Recurrent Preterm Deliveries. The American College of Obstetrics and 
Gynecologists (ACOG) recommends the use of 17P to prevent preterm delivery in 
women with a previous preterm birth. As part of our Start Smart pregnancy 
management model, we identify women who qualify for 17P early in their pregnancy 
and coordinate with their OB provider to enroll them in our 17P program. Promoting the 
benefit and use of 17P has been a major initiative of Centene health plans over the past 
several years. Claims data from Centene affiliate plans indicates that infants of 
members with a previous pre-term birth have a 56 percent chance of requiring NICU 
care. Our 17P program provides high-risk pregnant members and their providers with 
access to this custom compounded medication that reduces preterm birth risk. To 
further ensure that all women who qualify for treatment with 17P receive it, some of our 
affiliate health plans pay an incentive, including our Indiana health plan affiliate who 
pays a $100 incentive to the obstetric provider for each qualifying member who is 
referred to the program and who enters into treatment.  
Opioid Addiction Program. To effectively address the needs of members with 
substance use conditions, several of our affiliate health plans have implemented 
Opioid Addiction Programs, such as our Massachusetts (CeltiCare) health plan 
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affiliate’s nationally-recognized program. As reported in the Boston Globe (11/12/15), 
CeltiCare “has gone beyond what most other insurance companies are doing, 
developing one of the most comprehensive plans in the state for preventing and 
treating addiction.”  
CeltiCare lifted prior-authorization requirements for all treatments, from detox to 
outpatient care to medication, meaning that patients don’t need health plan approval 
before accessing services. CeltiCare also offers training to its members who take 
opioids — legally and illegally — and their families to use the drug naloxone, known by 
the brand name Narcan, which can revive people on the brink of death from a heroin 
overdose. CeltiCare spent more than 10% of its $24 million prescription drug budget in 
2015 on buprenorphine/naloxone, more than any other drug. Additionally, CeltiCare has 
implemented an Integrated Care Management approach that provides active care 
management and coordination with behavioral health and physical health providers 
including both primary care and specialists. Providers also have access to podcasts 
and articles via our Provider Portal centered on substances/substance use to 
supplement provider education. Additionally, some of our affiliate health plans have 
implemented pharmacy lock-in programs whereby members must choose one 
pharmacy and/or a specific physician for controlled substances. SilverSummit will 
implement a similar program, tailored to the needs of our Nevada membership, and will 
monitor the effectiveness of these programs using CMS’s newly released Adult Core 
measure: “Use of Opioids from Multiple Providers at High Dosage in Persons Without 
Cancer: Opioid High Dosage.” 
Peer Support Specialists. SilverSummit recognizes and encourages the use of Peer 
Support Specialists as a means to advocate for a recovery-oriented approach for our 
members’ mental health and wellness. Members generally demonstrate an increased 
level of responsiveness to and engagement with individuals who have recovered from 
a substance use or mental health disorder similar to their own. In support of this, many 
of our health plan affiliates help cover the costs of a recovering health plan member or 
community partner to become certified as a Certified Peer Specialist. We will implement 
a Peer Support program in Nevada by leveraging our affiliate health plan experience 
expanding access to peer and family support, expanding the peer workforce, 
developing peer and family run organizations and creating career ladders for peers in 
the community. For example, in 2014, our affiliate’s members using Peer Support in 
Arizona were 12% more likely to live independently and inpatient length of stays were 
three days shorter on average than those not receiving peer support. Our affiliates 
have also successfully collaborated with Peer Run Organizations to offer Peer Support 
through Jail Outreach programs; offering rapid outreach and engagement for members 
being released from jails. Outcome data from 2014 showed members receiving peer 
support through our Jail Outreach program were 62% more likely to remain out of jail 
than those not receiving peer supports. 
Trauma Informed Care Training. SilverSummit will expand on a best practice 
implemented first through our Texas affiliate’s foster care program, and now expanded 
to Centene health plans across the country. Identifying and understanding the effects 
of trauma on development and particularly on behavior in both children and adults are 
crucial in assessing each member’s needs and in understanding the context of 
behavior. For example, every child who is, or has been in foster care or out of home 
placement, experienced an extended stay in an acute medical or behavioral health 


211







  


 


 


inpatient facility, or been part of the juvenile justice system, has experienced some 
degree of trauma, including at least the trauma of being removed from his or her home 
regardless of the necessity for such removal. To address these facts, children engaged 
in the child welfare system, in residential treatment, or with significant medical or 
behavioral health inpatient experiences will receive trauma screenings to help identify 
the degree of trauma experienced and likely effects on behavior. Using this model, our 
Texas affiliate has provided training on trauma-informed care to over 60,000 people 
since 2008. SilverSummit will offer initial provider training, cross training for our care 
management staff, and ongoing training and education for both providers and staff. We 
will use small group, office-based and e-learning opportunities to ensure that our staff 
and provider network are aware of best practices and the need for coordination of all 
care and services. In our conversations with the Foster and Adoption Coalition of 
Nevada, we were made aware of the local need for Trauma Informed Care Training and 
were able to share our experience in existing markets. 
Screening, Brief Intervention, and Referral to Treatment (SBIRT). SBIRT is a nationally 
recognized best practice for rapid engagement in treatment and integrated care 
management for individuals with substance use disorders (SUD). SilverSummit will 
expand awareness of the evidence-based SBIRT model across our medical and 
behavioral health network. SBIRT is a targeted intervention for EDs and PCPs to 
quickly identify and engage members when SUD is present or suspected. We are in 
discussion with Health Care Partners in Southern Nevada to develop a pilot program 
around SBRIT as part of the terms of our value-based partnership.    
Mental Health First Aid Training. SilverSummit brings the national experience of our 
behavioral health affiliate in developing innovative solutions to supporting the 
community to strengthen the system of care for individuals with mental illness. One 
such solution is to educate community stakeholders about how to identify and respond 
to mental health crisis situations, which can divert unnecessary ED utilization and 
enhance safety and quality of life for members. For example, our Louisiana affiliate 
presented an opportunity for community first responders and other stakeholders to 
become certified in Mental Health First Aid. Participants included representatives from 
stakeholder entities such as juvenile district court, county coroner’s office, district 
attorney’s office, local health department, probation and parole office, drug court, local 
homeless coalition, and local crisis response office. In partnership with Nevada State 
Department of Health & Human Services, Nevada Division of Child and Family Services 
and the Department of Juvenile Services, the Foundation for Recovery, NAMI Nevada 
as well as Clark and Washoe County Fire Districts, Sheriff’s Offices, and County Social 
Services, we proposes to offer Mental Health First Aid education and certification. Our 
Clinical Provider Trainers, who are certified MHFA trainers, will offer training sessions 
across Clark and Washoe counties and provide certification. 
Partnership to Improve Inpatient Readmissions. In response to a request by the State 
of New Hampshire our behavioral health partner developed a solution to reduce 
admissions and readmissions to New Hampshire Hospital (NHH) and increase 
community tenure for adults with a severe mental illness and children with a serious 
emotional disturbance.   
The approach to understanding the current system included: 
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• Meeting with the leadership of NHH, along with the other MCO’s, to learn about the 
New Hampshire legal process and how a member will potentially be placed at that 
facility. 


• Identifying leading factors to recidivism in the State, including medication non-
adherence and consumer engagement/treatment at the CMHCs. 


• Reviewing NH Olmstead Plan to gain historical insight and valuable next steps 
In response our behavioral health partner will: 


• Enroll all members admitted to NHH into Intensive Case Management level of care 
for at least 30 days, visiting each CMHC at least monthly. High risk cases are 
reviewed as well as discussion regarding members that have readmissions, to 
better understand readmission drivers in their respective regions.  


• Increase engagement with CMHCs as part of relapse prevention planning at least 
weekly upon members discharge from NHH to decrease the likelihood of a 
readmission and to increase community tenure through increased communication 
and case discussion 


• Implement an onsite Utilization Review Manager at NHH, to assist with further 
discharge planning and ensure all appropriate prior authorizations are in place as 
well as ensure accurate and timely information is obtained to assist with determine 
appropriate next steps either through concurrent review/continued stay or through 
resource management and step down to lower level of care 


• Look to decrease readmissions by 2% each year  to New Hampshire Hospital not 
including those members that are admitted secondary to a court judgment 


• Meet with the CMHC Liaison Staff to NHH, along with plan NHH Liaison Staff to 
discuss the unique issues of each region. Critical Case Conferences will be 
conducted on all discharged from NHH to ensure that the HMO and the CMHC are 
agreeable on the crisis plans for the member, to potentially avoid a readmission. 
These conferences, can occur weekly, or as seen as appropriate based on members 
unique situation 


• Participate in an Emergency Services work group and on the IEA work group with 
DHHS and the other MCO’s at least quarterly. As a result of the workgroups), it is 
anticipated that if the emergency service delivery system is changed that it is 
possible that the amount of court ordered admissions in the State will also be 
affected. 


• Conduct Trainings at least quarterly to willing CMHCs to increase capacity of the 
agency to provide treatment that is trauma informed and based on evidence based 
practices 


• Introduce CIT training for Law Enforcement; this might help the officers de-escalate 
a crisis situation. 


• Introduce Mental Health First Aid to the stakeholders and community; 


• Work with a local ER to establish a Psychiatric Emergency Room or observation 
unit to move consumers from the ER to a more appropriate location;  
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• Increase the ACT teams throughout the state; 


• Ensure the CMHC’s have adequate crisis response teams and have plans developed 
for high risk consumers.  That will be critical if a consumer presents to an ER or has 
an interaction with the police for potential hospitalization. 


• Address any homelessness issues in the individual communities that might 
contribute to inpatient admissions.  Explore options for housing with the CMHCs.  
Often time, the lack of stable living environments lead to readmissions. 


• Consider implementing a Medication Adherence Call Series to help aide member 
medication compliance and understanding. 


• Internally have weekly rounds and other specific staffing of high risk membership to 
ensure that we are doing all that we can do to help those members increase their 
community tenure.  These staffing will be led by plan’s Clinical Supervisor and 
Medical Director. 


• Participate in the DHHS initiated committee meetings to address the readmission 
rates of the New Hampshire Hospital, and high risk members. 


In Nevada, we have committed to working on solutions to reduce readmissions with 
local partners such as Montevista Hospital, Spring Mountain Treatment Center and 
Seven Hills Hospital and discussed ways to shape our national best practices to fit the 
needs of the local community.   


Technology and Infrastructure 
Addressing Medicaid Access in the Face of Growing Demand. Since expanding 
Medicaid in 2014 under the guidelines of the Affordable Care Act (ACA), Nevada has 
experienced almost a doubling in the number of Medicaid recipients, significantly 
exceeding the corresponding growth of the State’s health care workforce, with a 
resulting strain on provider access for Nevada’s Medicaid population. We will employ a 
multi-pronged strategy to improve access for members in our Medicaid and Nevada 
Check Up programs, all designed to optimize access to quality care from Nevada’s 
existing provider landscape. First, we are welcoming State and Local Government 
health agencies and providers into our network, recognizing the improved care access 
and leveraging the established patterns of care these providers offer (see Section 
3.12.4.7). Second, we are introducing our family of Value Based Purchasing (VBP) 
alternative payment methods to providers, incenting expanded office hours and care 
coordination to improve care efficiency, lower the rate of unnecessary and duplicative 
care, while fostering continual quality improvement (see Sections 3.6.3.5 and 3.7.6.6). 
Third, we are using information technology to efficiently match members to providers 
for appointments and specialist referrals, so that members are accessing the care they 
need as quickly as possible.  
Leveraging Provider Capacity through Online PCP Appointment Scheduling. We have 
recently incorporated secure, web-based appointment scheduling service technology 
to allow any of our MCO staff who have telephonic or face-to-face contact with 
Members, to instantly schedule appointments for our members with their provider, for 
the most convenient available time for our members. Our MCO staff can set-up 
appointments instantly while on the phone or while meeting with members, without the 
need for multiple calls to/from provider offices. Our MIS securely updates the web 
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appointment calendar with the latest member contact and PCP information, allowing 
our MIS through our calendaring service to issue appointment reminders to our 
members via text, secure e-mail, voice phone call, or hard copy letter, based on 
member preference. In addition, our staff can securely attach documentation to the 
member appointment for specific care gaps (EPSDT needs, etc.); documentation 
produced by the comprehensive predictive health care analytic capabilities within our 
MIS that the PCP uses to ensure a thorough, productive patient office visit. We also 
monitor appointments made and appointments kept using this technology, to inform us 
of any emerging access issues and/or member difficulties in keeping appointments. In 
addition, in 2017 we will offer members to book appointments themselves, directly with 
their PCP, via our secure Member Portal and Member Mobile Application. Our 
appointment scheduling system thus helps ensure that we effectively use all the PCP 
resources we have in our network, improving access as well as care. 
Employing Cloud Enabled Workflow for Referral Management. Building on our 
appointment scheduling capabilities for PCPs, we continue to invest in secure, cloud-
based technologies to improve access and the effectiveness of patient/provider 
encounters. For example, we are in the exploratory and design stage of a potential pilot 
with our strategic provider partners in Clark County using a standards based referral 
management system (abbreviated here as RMS) that allows PCPs to electronically 
make referrals to specialists when needed (e.g. a change in patient diagnosis, and/or 
transition in care setting). 
The RMS system has been in use in Clark County since 2012 and is available to over 
65% of the PCPs in the Southern Nevada area. Currently, MGM Resorts International’s 
employer Direct Care Plan (a PCMH based plan option for MGM employees in Nevada), 
Teachers Health Trust (based in Las Vegas), WellHealth Quality Care, and Dignity 
Health have nearly 6,500 providers using the RMS to send and receive referrals quickly 
and efficiently, with automated text messages to patients when specialist referrals on 
their behalf have been made, as well as appointment requests from the “referred to” 
specialist for the patient.  RMS’ workflow architecture enables the specialist to update 
the provider and authorized staff at our MCO on the results of visits, and RMS’ 
analytics will further inform our efforts to maintain and continually enhance specialist 
access. Referring PCPs who use RMS are presented with specialists who meet our 
member satisfaction, accessibility, care quality and cost standards, allowing our 
members to get the most out of our specialist network. 
The RMS system would also enable a workflow in which PCPs would have the option to 
complete an electronic "curbside" consult with a specialist in order to reduce the 
likelihood that patients are unnecessarily referred, a driver of downstream, 
unnecessary visits and costs. This would be available in the specialties where 
providers have partnered with SilverSummit to manage the curbside requests. Upon 
successful demonstration of pilot objectives of improved access, quality and cost, we 
will expand the use of the RMS system throughout our service areas. 


 


215







  


 


 


Technology to Improve Outcomes. Centene makes significant investments in data 
analytics tools, such as our award-winning Centelligence and other technology 
innovations to support improved outcomes and efficiencies across all affiliate health 
plans. We continue to design and invest in information systems and innovative care 
management programs that give us greater access and speed to data. This enables us 
to make real time decisions and better manage health care costs. This increasing 
investment is captured in this visual. 
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The following are more detailed examples of recent technology investments Centene 
has made to improve outcomes: 


CONFIDENTIAL. This information qualifies as confidential business information as 
defined in the RFP and has been labeled as such and submitted in a separate binder 
marked:  “Part I B Confidential Technical”.  This information qualifies as confidential 
business information under NRS 333.020 5.(a) as it relates to the amount of 
expenditures submitted in support of this bid.   
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


NARRATIVE RESUMES 
Centelligence Health Information Exchange (CHIE). Powered by Centelligence, 
Centene's health informatics platform, Centelligence™ Health Information Exchange 
(CHIE) securely delivers expanded, member level clinical information via multiple, 
secure and complementary electronic channels, including web based online access, 
mobile platforms, and health information data exchange capabilities to assist PCP's, 
hospitals, and other providers as well as our State clients to assure the best possible 
outcomes, delivered efficiently and effectively through information-based coordinated 
care. CHIE delivers actionable information in the manner and form most convenient 
and meaningfully useful to a participant on the "health care team", using HIPAA 
compliant role based access controls and presented in a format attuned to each user 
audience (provider, member). In addition, providers, hospitals, state agencies and HIEs 
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can interface with CHIE's health data exchange capabilities, for HHS Office of National 
Coordinator (ONC), standards based data interchanges, including HL7 lab test results, 
Admission/Discharge/Transfer (ADT) data, and other standardized health information 
transactions. 
Personal Health Record: Microsoft HealthVault. Accessible through the Member Portal, 
Centene recently deployed the health industry's leading Personal Health Record (PHR) 
platform, Microsoft HealthVault for members who wish to maintain their own electronic 
PHR. Upon member "opt-in" and supported by SilverSummit’s health data exchange 
capabilities, we can securely send claims data to the member's PHR. The member (or 
anyone the member authorizes PHR access to) can easily locate their health history. In 
the event of a dislocating emergency, our members with a PHR will be able to share 
health history with providers wherever they may find themselves. The member's 
HealthVault PHR stays with the member regardless of their enrollment status in 
SilverSummit, an important consideration should members transition off Medicaid to 
other health insurance. SilverSummit will promote our support of electronic PHRs 
through our Member Portal, Member Newsletters, and targeted member mailings, and 
communication channels including face-to-face. We also will educate members on how 
to set up an account with HealthVault. 
Centelligence Member Health Record (CHR). Through our Provider Portal, our 
Centelligence Member Health Record (CHR) delivers actionable information in the 
manner and format most convenient and useful to a member’s care team. The CHR 
securely delivers the member’s clinical history and current interventions (physical, 
behavioral, pharmacy summary) directly to the user in order to assist providers in their 
practice of coordinated care delivery.  Through the CHR, users can view key member 
contacts as well as a member’s medical and behavioral health service history, lab 
results, care plans (when applicable), and other clinical information over the entire 
span of a member’s participation in SilverSummit programs. This clinical data is 
supplied to our CHR through our Centelligence informatics platform, which integrates 
administrative, demographic and clinical data from multiple sources, making our CHR a 
secure web-based clinical data home. In our conversations with providers like 
WestCare Nevada, we learned that patients often seek treatment for SUD who also have 
chronic physical health conditions. Access to CHR will allow their providers to deliver 
care with a complete understanding of the patient’s clinical history. 
Symptom Checker. In 2017, through integration with Self-care Decisions, we will deploy 
our symptom checker feature on the Member Portal. This feature will allow users to 
determine how sick they are, what level of care is appropriate, and offers advice for 
self-care and/or interim symptom relief. The symptom checker is built with the same 
logic used by our nurse triage staff and will offer users step-by-step advice for 
illness/injury management, support them in choosing the right level of care at the right 
time by directing members to (i.e. Urgent Care Clinic vs. Emergency Room), and supply 
the tools for self-assessment.  
Identifying and Presenting Potentially Preventable Events (PPE). Our enterprise 
Management Information System (MIS) is designed for total data integration that 
supports our care and utilization management functions on the same integrated 
platform. SilverSummit is currently integrating 3M Clinical Related Group (CRG) 
software within our Centelligence® analytics platform to allow us to further analyze 
claims data for our SilverSummit population, including IP utilization, and identification 
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of Potentially Preventable ER visits, Admissions, and Readmissions. We will be able to 
monitor PPE rates amongst our providers (leading to education actions and/or policy 
adjustments) and inform our identification of likely factors leading to PPE in our 
population. Through our Centelligence, we will post PPE flags for providers who view a 
member’s Centelligence Health Record on the Provider Portal. This capability will alert 
providers to a member who has undergone treatment that was potentially preventable, 
including potentially preventable hospital admissions and re-admissions. 
Meeting Providers Where They Are: Multi-Payer Portal Solution. In addition to our 
Provider Portal and in alignment with our no wrong door approach to information 
access, a provider can submit claims through our multi-payer Availity® Portal (free to 
the provider) - whichever is most convenient to the provider’s existing workflow. 
Availity is a multi-payer portal which allows providers to use a single portal and single 
login to interact with multiple payers for checking member eligibility and benefits and 
claims submission. This service is completely free of charge to providers. We believe 
the multi-payer collaborative experience offers them a streamlined workflow so they 
can dedicate more of their time to member care. Additionally, providers can use the 
Availity Portal to look up member care gaps. 
Member Mobile Applications. Recognizing that while not all members have computers, 
but most have a smart phone, we are investing in and leveraging this portable 
technology. In addition to our mobile enabled Member Portal, SilverSummit recently 
deployed MySilverSummit, a native Member Mobile Application designed to be a 
comprehensive and integrated mobile “one stop shop” for our members. 
MySilverSummit is available, free of charge for our members and is uniformly branded 
SilverSummit Health so users know instantly where to turn to for any assistance. 
Available functions include access to their member ID card and benefits, touch to call, 
find-a-provider including GPS-powered directions, CentAccount award information, 
health alert notifications, health risk screening, a robust health library and interactive 
health resources, and our upcoming symptom checker (see above). 
Start Smart Mobile is an extension of our award-winning Start Smart for Your Baby® 
Pregnancy Management Program and is an interactive and personalized mobile 
application for new and expecting mothers.   
DHCFP Portal (Client Portal). SilverSummit will deploy and host on our enterprise MIS a 
dedicated, secure web portal (DHCFP Portal) specifically for authorized DHCFP users, 
to enable and enhance a number of collaborative processes such as DHCFP oversight, 
document sharing, and secured project communications. 
Technology to Improve Access. Centene continues to expand and develop our 
telehealth strategy and footprint to expand access and promote the timely provision of 
services. To support local collaboration and coordination of telemedicine services, we 
have hired a local Director of Telemedicine in markets with large, underserved rural 
populations. For example, our California affiliate health plan has partnered with a local 
university and Project Echo to provide physician to physician telemedicine 
consultations. California also partners with local FQHCs to expand and support 
reimbursement of telemedicine services at both the originating and service site. Our 
Missouri affiliate is partnering with Community Mental Health Centers to support the 
use of medication management appointments via telemedicine, designed to improve 
compliance through telemedicine in remote regions and improve member assessments 
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for the correct level of care. Telemedicine can also aid in coordination of care and 
integration by having PCP offices offer a telemedicine visit for behavioral health issues 
while the patient is in their office should the need be identified. Our dental affiliate is 
also exploring implementation of Teledentistry/Virtual dentistry in partnership with our 
local health plan affiliates. All of these efforts are part of a corporate commitment to 
expanding access across all of our service areas. 
In addition to traditional telemedicine consults, we offer live videoconferencing and 
remote patient monitoring to improve access to primary and specialty care in rural, 
medically underserved areas; provide our high risk, fragile members with an alternative 
to long waits in provider offices and avoidable ER visits; and allow our Care Managers 
to communicate with and more closely monitor the member’s status and needs post-
discharge. We use Telehealth Triage, the clinical content and workflow application 
supporting our 24/7 nurse advice line to promote communication within the member’s 
CM Team and convey information, referrals and/or follow-up action to the member's 
Care Manager via daily electronic reports. 
Commitment to Value-Based Purchasing. As discussed in Section 4.1.12.2All of 
Centene’s health plan affiliates strive to have at least 50% of their total assigned 
population in a value based purchasing (VBP) arrangement with the health care 
delivery system. Centene has been heavily invested in payment innovation programs to 
improve outcomes in all of our local health plans. This is based upon the following core 
beliefs: 


• We are committed to improving outcomes at lower costs 


• We recognize that our provider partners are pivotal to achieving our goals 


• Our incentive programs reward providers who share our vision 
Commitment to Job Training and Stabilizing Underserved Communities. Centene and 
our local health plan affiliates are active members of their local communities and can 
be relied on to proactively identify opportunities for improvement and respond in times 
of crisis. For example, in a time of great turmoil within their community, Centene was 
the first corporate entity to make a significant capital investment in the Ferguson 
community and its residents by announcing its plans to build a new claims processing 
center in Ferguson, Missouri. The new claims center opened in January 2016 with 200 
full-time employees and is helping bring stability to a community in need. As a 
significant capital investment in the northern section of St. Louis County,  the Service 
Center has opened the door for new jobs in an area of the region that, for years, had 
been plagued by an unemployment rate three times more than surrounding areas. 
Centene has also partnered with Normandy High School to offer top students a claims 
processing internship at the Ferguson location. The St. Louis region responded to 
Centene’s investment by recognizing the project as a “tide-changing” investment in a 
community.  At the time that Centene announced that it was going to build in Ferguson, 
Governor Jay Nixon called the Ferguson Service Center “an important step forward for 
Ferguson and the entire region.” The project was recognized by the St. Louis Regional 
Chamber of Commerce when the organization awarded Centene a 2015 Arcus Award 
for corporate leadership. And in 2016, Centene received a Business Development 
Award for the company’s commitment to Ferguson and the entire North County region. 
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4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


SilverSummit will emulate the experience of our affiliate health plans across the 
country when working with the State of Nevada. Centene and our affiliate health plans 
have a combined 185 years working with state government to bring high quality health 
care to members. Centene began in Wisconsin 32 years ago, and we remain in the state 
today. This type of long standing state relationship is the goal for all of our health 
plans, and we look forward to building the same relationship in Nevada. Our affiliates 
are trusted state partners, and work to advance their programs and priorities to achieve 
positive health outcomes for members across the country.  
We develop strong state relationships by:  
• Listening to and understanding the needs of our state partners, stakeholders, 


members, and providers 
• Hiring and training local qualified employees, who fully encompass a community 


perspective 
• Implementing innovative solutions that address the holistic needs of our members  
• Identifying and developing quality program improvement opportunities 
• Adhering to State, Federal, regulatory, and contract requirements 
 
As we begin to work with the State of Nevada, DHCFP and all state agencies can 
anticipate a partner who: 
• Encourages collaboration to achieve objectives 
• Is available locally to the state and all of its agencies 
• Is transparent 
• Encourages information sharing 
 
Each of our affiliate health plans work with our state partners on a regular basis to 
address routine business needs. This includes not only our state Medicaid agencies, 
but other state partners such as public health and child welfare agencies. Centene 
health plans differentiate ourselves through the depth of our partnerships to develop 
collaborative solutions to what are often complex issues. Below we offer a few specific 
examples of collaborative work our affiliates have done with our state partners.  


Superior Health Plan and the State of Texas 
In addition to serving all aid categories across the state of Texas, in 2008 Superior 
Health Plan (Superior) became the first organization in the country to serve as a State’s 
exclusive managed care company for children placed in foster care. The STAR Health 
contract has resulted in continuous collaboration between Superior, the Health and 
Human Services Commission (HHSC) and the Department of Family and Protective 
Services (DFPS). This collaboration has given rise to numerous innovations and 
achieved positive outcomes, creating a model program for how to improve services for 
Foster Care children participating in managed care.  Examples of innovation and 
collaboration include: 
Partnership with DFPS Staff. Through Superior’s experience serving STAR Health 
members, Superior has learned that a strong relationship and well-established 
protocols for working together are essential to our ability to provide timely services for 
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children and support for the Foster Care system. A notable result of this partnership is 
that Superior frequently learns about incoming members who require SM/SC before we 
are notified via the Daily Notification File (DNF). DFPS staff contact our SM/SC staff as 
soon as they are aware that a child with service needs has been or shortly will be 
removed from the home. This early notification allows us to quickly arrange for needed 
authorizations and assessments, even before the child is technically a member. For 
incoming children with complex care needs, SM/SC and DFPS staff convene case 
conference calls (scan calls) to discuss the child’s needs. Understanding that 
placement changes are not always able to be planned in advance, Superior 
implemented Primary Medical Needs (PMN) Transitional Care protocols to 
accommodate urgent placement changes for children with medical equipment. With 
safety and continuity of care in mind, Superior’s PMN Transitional Care protocols allow 
for up to a 48-hour observation stay in the event of an unplanned or emergent 
placement change to provide opportunity for Caregiver training and for Superior and 
DFPS to arrange for delivery of needed durable medical equipment (DME) and 
medications; set up skilled nursing services as appropriate; and to initiate a joint case 
conference. This process has resulted in a significant decrease in duplicated DME 
purchases. 
Definition and Timeframe for Initial Exams. During the first 12-18 months of 
implementation, Superior identified a difference in definition and timing of initial 
placement exams for children entering Foster Care. The HHSC regulation required a 
Texas Health Steps exam within 21 days of placement. DFPS regulations required a 
visit with any provider in any setting within 30 days of placement. This lack of 
consistency and coordination of efforts resulted in a lower than desired frequency of 
service. Superior worked closely with HHSC and DFPS to develop a common definition 
and timeframe for the initial visit, which resulted in adjustments to regulations and 
ultimately, an increase in the timeliness of the placement exam. Since this program 
modification, Superior has seen a significant improvement in compliance with EPSDT 
services. Superior’s STAR Health HEDIS rates, using administrative data only, for 
Children’s Access to Primary Care Providers, Well Child Visits in the Third, Fourth, 
Fifth & Sixth Years of Life and Adolescent Well-Care Visits now rank in the NCQA top 
90th percentile of Medicaid managed care programs. Superior’s Childhood 
Immunizations – Combo 4 rates, using administrative data only, have increased from 
21.7% in 2011 to 43.9% in 2013 reaching the NCQA 75th percentile. 
Acute Discharge Placement Planning. Superior, HHSC, and DPFS identified an 
opportunity for improvement in discharge placement planning. Superior noted frequent 
requests for continued inpatient acute stays due to lack of appropriate placement, 
particularly when continued clinical and co-occurring behavioral health needs were 
present. Working closely with HHSC and DFPS, Superior conducted extensive training 
at the regional DFPS sites and implemented an integrated Discharge Planning Team 
that coordinates with DFPS’s Placement Unit early in a child’s admission. Together, the 
team is able to anticipate a member’s clinical needs and plan ahead to facilitate 
placement. Recently, HHSC has asked Superior to participate in a work group to further 
realign the DFPS placement process with a more integrated approach that includes 
evaluation of both physical and behavioral health needs.  
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California Health and Wellness and the State of California 
California Health and Wellness (CH&W) began serving membership in California in 
2013.  
Partnership to Improve Access. CH&W’s initial footprint included California’s most 
rural counties. As a way to increase access to care, CHW has been one of the few plans 
to actively promote the use of telehealth. CHW has worked as subject matter experts 
with the California Department of Health Care Services (DHCS), helping them develop 
operational and payment policies around electronic consolations, as well as working 
with the Department of Managed Health Care (DMHC) to modify access and availability 
policies to recognize the use of virtual medical specialist.  
Improving Quality and Affordability. CH&W sits as partners with the California DMHC 
and the Health Insurance Exchange (Covered California) on the nonprofit Integrated 
Healthcare Association (IHA) that convenes diverse stakeholders, including physician 
organizations, hospitals and health systems, health plans, purchasers and consumers 
committed to high-value integrated care that improves quality and affordability for 
patients across California and the nation. 
Partnership to Improve Health Conditions. In 2013, the Imperial County Board of 
Supervisors selected CH&W to be one of two Medicaid health plans to serve the 
County. As a part of this contract, CH&W partners with the Imperial County Health 
Authority, a 13-member board created by the County Board of Supervisors to ensure 
that residents of Imperial County are provided adequate health care services. 
Established by ordinance, this board is composed of representatives from the local 
FQHC, two public hospitals, physicians and non-physician providers, the county 
executive officer and various department directors, and members of the public – both 
MediCal beneficiaries and not. This partnership is two-fold, including funding provided 
by CH&W for a wellness fund to help resolve significant community health issues, as 
well as working closely with the county to conduct needs assessment(s), develop 
educational and incentive programs, and improve health care efficiencies.  
To fulfill this obligation, in 2015-16 CH&W participated with the county in a far-reaching 
Community Health Assessment (CHA). With input from stakeholders across the county, 
CH&W and the body assigned by the Local Health Authority identified the top 10 health 
concerns of the community, using the NACCHO Mobilizing for Action through Planning 
and Partnerships (MAPP) process. From these identified concerns, the steering 
committee and stakeholder group developed the Community Health Improvement Plan 
(CHIP), identifying the top 10 health and environmental issues of consumers in the 
county. Out of this work, the group was able to highlight the need for resources, 
education, and information around Asthma.  
CH&W, the Local Health Authority and the Public Health Department then partnered to 
request a grant from the California Accountable Communities for Health Initiative 
(CACHI). Six awards were granted, including Imperial County. The three-year grant will 
be used to build the structure to address asthma as a county wide issue, implementing 
a collective impact strategy to target problem areas, such as ways to fund data sharing 
systems among providers. The expectation is that the success of the asthma initiative 
will be replicated to identify and implement solutions to other local health issues 
affecting the community at large. 
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Coordinated Care and the State of Washington 
Coordinated Care began serving membership in Washington in 2012, and in 2015 was 
selected by the state to be the sole source of managed care for children in the child 
welfare system. 
Partnering to Improve Information. When Coordinated Care began providing managed 
care services to foster care, people in adoption assistance, and those who have aged 
out of the child welfare system, the state and the plan realized that keeping the contact 
information updated and current for all parties involved in their care would be 
challenging. Coordinated Care, in cooperation with the Health Care Authority, the 
Children’s Administration and the Department of Social and Health Services, worked 
together to address how to best track and ensure that information was updated in a 
timely fashion.  Through this collaboration, a process was developed and Coordinated 
Care identified plan resources to ensure the information remains up to date.  
Partnering to Address Quality Metrics. From 2012 through the beginning of this year, 
Coordinated Care, in conjunction with other managed care organizations, was involved 
in a workgroup around Transitions of Care focused on reducing post-discharge 
readmission rates by facilitating PCP visit within 7 post-discharge days. From this work 
group, a process was created to improve communication to the facilities, and assist 
with identifying PCP assignment information. All hospitals were given best contact 
information for all MCOs to better facilitate member transitions, and obtain the most 
current information on members as needed. These new processes have been 
implemented at several hospitals.  
Beginning in June 2016, the MCO work group has begun to focus on improving Well 
Child compliance rates through creation of tools for providers, and collaborations with 
stakeholders such as school clinics.   


Peach State Health Plan and the State of Georgia 
Peach State began serving members in Georgia in 2006. In addition to serving as a 
trusted partner to the Department of Community Health (DCH), Peach State works 
closely with other state agencies.  
Collaborations with the Public Health Department (PHD). Beginning in 2017, Peach 
State’s regional Social Workers and Health Educators will work with Georgia Public 
Health Departments to implement their W.I.N. (Women Involved & Nurturing) Perinatal 
Program. The program includes forums and quarterly baby showers to educate 
members on topics such as the importance of selecting birth control, caring for infants, 
appropriate childhood developmental stages, and the benefits of breastfeeding. It will 
also offer parenting sessions targeted for high-risk populations such as African 
Americans and Hispanics, home visits to high-risk members with high rates of non-
compliance and infant mortality and link members with available community resources. 
In addition to the program above, Peach State is developing a mechanism for Public 
Health Departments (PHD) to electronically submit their Perinatal Assessment and Care 
Plans to their Provider Portal. Currently, the PHD sends Peach State their perinatal risk 
assessments via a Secure File Transfer Protocol (FTP). Electronic submission will 
expedite the availability of PHD assessment and care plan data to Peach State 
clinicians, as well as to the member’s OB/GYN and PCP, which will accelerate 
identification of pregnant members with risk factors. 
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CeltiCare Health and the Commonwealth of Massachusetts 
CeltiCare began providing managed care services through the Commonwealth Care 
program, a health insurance program for low-income, working adults (up to 300% of the 
Federal Poverty Level) not eligible for Medicaid or employer-sponsored insurance. 
CeltiCare also provided benefits through Commonwealth Care Bridge. This was a true 
public/private partnership that provided comprehensive coverage to approximately 
27,000 legal immigrants who were previously eligible for CommCare, but lost eligibility 
due to budgetary cutbacks effective September 1, 2009. This program ended in 2012. 
CeltiCare currently provides managed care services to Medicaid Expansion members 
across the Commonwealth.  
Addressing the Opioid Epidemic. To address the Commonwealth’s goal of fighting the 
opioid epidemic in Massachusetts, CeltiCare has developed a market-leading, 
comprehensive and innovative set of initiatives. For example, for members battling 
opioid abuse, CeltiCare has lifted prior-authorization requirements for all treatments, 
from detox to outpatient care to medication, making it easier for members to receive 
help and treatment. The approach was developed by CeltiCare to influence provider 
behavior, engage members in their health and ensure members had access to the 
appropriate treatment and recovery. These programs are aimed at getting our members 
the appropriate level of care in the right setting to be successful in recovery. The 
Boston Globe, in a November 2015 story about Insurers tackling the opioid crisis said 
CeltiCare, “has gone beyond what most other insurance companies are doing, 
developing one of the most comprehensive plans in the state for preventing and 
treating addiction”.5 
Maintaining Needed Benefits. When the Commonwealth identified ensuring low income 
adults that are eligible for food stamps receive the benefit as a goal, CeltiCare worked 
with the Department of Transitional Assistance to ensure Able Bodied Adults without 
Dependents (ABAWDs) maintain their food stamp benefit if they are not fit to work. 
CeltiCare was the first health plan to engage its providers to let them know these 
individuals may lose the food stamp benefit. The providers were asked to fill out an 
exemption form if the individual was homeless, a veteran or otherwise not fit for work. 
Helping to preserve coverage. CeltiCare was the only health plan to help 
Commonwealth achieve goal of preserving coverage for over 30,000 documented 
immigrants during the Great Recession.  


Louisiana HealthCare Connections and the State of Louisiana 
Louisiana Healthcare Connections (LHCC) began serving Medicaid membership in 
2012. Since that time, they have partnered with the state on a variety of initiatives, and 
worked closely to ensure that new populations transitioned into programs with minimal 
disruption.  
Collaboration and Education. In 2015, LHCC collaborated with the Louisiana 
Department of Health and the Department of Education, along with private groups, to 
develop and implement the “Whole School, Whole Community, Whole Child” (WSCC) 
                                                            
 


5 https://www.bostonglobe.com/business/2015/11/11/insurers-take-new-steps-fight-opioid-addiction-costs-
rise/WGZ5l3v7cxjsByDoia9GCO/story.html 
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model in Louisiana. The goal of the program is to reduce the number of school‐aged 
children who experience health barriers to learning and establish programs aimed at 
evaluating and addressing the health status and needs of each child. The WSCC model 
is designed to provide a shared framework and approach for decision making and 
action that allows the health and education sectors to work together. Currently, three 
school districts will be selected to participate in the pilot project.  
Outreach during Program Change. In 2016, during Medicaid Expansion enrollment 
LHCC partnered with the Louisiana Department of Health and Hospitals (DHH) to assist 
them in developing a state-wide strategy to educate and enroll constituents into the 
Medicaid program.  Part of the outreach strategy included hosting and facilitating 
enrollment events, as well as partnering with DHH to support press conferences and 
educational workshops. Another component of the outreach plan was focused on the 
faith-based community. DHH formed a faith-based coalition focused solely on Medicaid 
Expansion outreach. As a plan, LHCC was able to garner support from their established 
faith-based partners to further expand the messaging around Medicaid Expansion and 
the enrollment criteria and process. 
Partnering with School Systems. LHCC is a proud participant in the School Health 
Collaborative. DHH formed this collaborative workgroup to better address the health 
needs of Louisiana students. Through this collaborative LHCC partners not only with 
DHH, but with school systems throughout the state.   
Ensuring Smooth Transitions. In 2015, Behavioral Health services were carved into the 
Louisiana managed care health plans.  LHCC partnered with DHH and the Behavioral 
Health Advocates to monitor the integration process of Behavioral Health services. 
This collaborative group provided a platform for the behavioral health advocates and 
DHH to address questions and/or concerns about the behavioral health services and 
processes within our plan. In addition, it allowed LHCC to receive to feedback on 
member and provider experiences specifically related to the transition. 


Serving as a Responsive Partner in Times of Crisis 
All of our affiliate health plans are locally run and operated in the states with whom 
they contract and serve. When the communities and people in these states face crisis, 
these are not just stories on the evening news, these are events happening to our 
members, our co-workers, and our neighbors. For example, in 2015, our Indiana 
Affiliate, MHS, became acutely aware of the increase in Hepatitis-C and HIV diagnoses 
in Scott County. In response, MHS significantly increased outreach and engagement 
efforts in Scott County by hosting new member meetings with education topics and 
member materials tailored to the HIV and Hepatitis-C populations, visiting HIV and 
Hepatitis-C diagnosed members who were reluctant to attend group orientations door-
to-door, and located one of our Registered Nurses on-site at Family Foundations 
Medicine in Scott County one day each week.  
In times of crisis, our health plans serve as touch points and work to help our 
communities coming together to offer support and healing to those in need. For 
example, recent events have led to our affiliates creating hotlines staffed by behavioral 
health professionals offering counseling as well as referrals for additional local 
resources in Missouri, Florida, Texas, and Louisiana following the events in Ferguson, 
Orlando and Dallas.  
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Partnerships in Times of Change 
Perhaps the greatest testament to our ability to effectively collaborate with our state 
partners is illustrated in how often we work with states to transition membership into 
managed care, helping our state partners grow their managed care programs. The table 
below reflects our experience working with State partners in the past ten years to 
successfully build new managed care programs or introduce new populations into 
existing programs.  


Year  State Population Transitioned Transitioned 
From 


# of Members 
Transitioned 


2016      
     WA Child Welfare FFS 22,000 
2015          


   IN Medicaid Expansion 
Population Uninsured 26,000 


   IN  ABD FFS/E-PCCM 20,000 


   IL TANF/ACA Adult – 
Expansion PCCM/FFS 95,700 


   MS TANF – Expansion FFS 10,000 
   LA TANF/CHIP/ABD E-PCCM 208,000 
2014          
   FL LTC – Expansion FFS 15,100 
   FL TANF/ABD/Foster Care PCCM/FFS 200,000 


   IL ABD/TANF/ACA Adult- 
Expansion 


PCCM/FFS/Unin
sured 64,000 


   IL Medicaid-Medicare Program FFS 1,200 
   OH Medicaid-Medicare Program FFS 15,000 
   TX ABD - Rural Expansion FFS 30,000 
   MS TANF – Expansion FFS 18,000 
  TX IDD/Acute Care FFS 3,947 
2013          
   IL ABD – Expansion FFS 4,000 


  
 


KS 
TANF/CHIP/ABD/LTC/IDD 
(The IDD population 
transitioned in 2014) 


PCCM/FFS 65,900 


   CA TANF/CHIP/ABD FFS 97,200 
   NH TANF/CHIP/ABD/Foster Care FFS 33,600 
   FL LTC FFS 16,000 
2012          
   TX TANF/ABD – Expansion PCCM/FFS 405,000 
   LA TANF/CHIP/ABD PCCM 165,600 


   MS ABD/Pregnant Women & 
Infants FFS 45,600 
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Year  State Population Transitioned Transitioned 
From 


# of Members 
Transitioned 


   WA ABD  FFS 15,000 
2011          
   MS ABD/BCCT/Foster Care FFS 31,600 
   TX Expansion FFS 25,000 
   IL ABD FFS 16,300 
2010          
   FL TANF/ABD E-PCCM 26,000 
2009          
   FL TANF/ABD E-PCCM 92,000 
2008          
   SC TANF/ABD PCCM 31,300 
   TX Foster Care FFS 33,100 
2007          
   SC TANF/ABD PCCM 100 
   OH ABD FFS 20,300 
   TX ABD – Expansion FFS 33,100 
2006          
   GA TANF/CHIP PCCM/FFS 309,000 
   TX TANF/CHIP – Expansion FFS 11,500 
   OH TANF/CHIP FFS 37,200 


         


 
4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 
The following table provides the names, titles and the years of managed care 
experience for each key staff person for Nevada SilverSummit Healthplan.   
 


 
DHCFP Title 


 
Health Plan Title 


 
Name 


Years Managed 
Care Experience 


 
Administrator 


 
Chief Executive Officer 


 
Steven White 


 
23 


 
Chief Financial Officer 


 
Director, Finance 


 
Christian Miller 


 
23 


 
Medical Director 


 
Chief Medical Director 


 
Jeremy Corbett, MD 


 
5 


 
Recipient Services 
Manager 


 
Director, Member and 
Provider Services 


 
 


Chevron Cardenas 


 
 


19 
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Provider Services 
Manager 


Director, Member and 
Provider Services 


 
Chevron Cardenas 


 
19 


 
Grievance and Appeals 
Coordinator 


 
Manager, Grievance 
and Appeals 


 
 


Emsija Muratagic 


 
 


14 
 
 
Claims Administrator 


 
Sr. Vice President, 
Claims Operations 


 
 


Ed Gallegos 


 
 


21 
Nevada Operations 
Manager 


Vice President, 
Operations 


 
Amy Williams 


 
27 


 
 
N/A 


 
Vice President, Medical 
Management 


 
 


Debra Smyers, RN 


 
 


24 
 
N/A 


Chief Information 
Officer 


 
Mark Brooks 


 
12 


 
N/A 


Sr. Director, 
Compliance 


 
Margaret Deitrich 


 
26 


 
 
N/A 


V.P. Network 
Development and 
Contracting 


 
 


Aaron Brace 


 
 


22 
 
Resumes for each key staff person are located in Section 4.4. Specific responsibilities 
in relationship to Contract requirements are outlined in 3.15.3.2 in our Technical 
Response. Job descriptions outlining the specific responsibilities of each of these 
individuals in relation to the requirements set forth in the RFP are as follows: 
 


 
State Position Title:  Administrator  
Health Plan Position Title: Chief Executive Officer  
Reporting Relationship:  SilverSummit Board of Directors 
 
Position Purpose: Plans, directs and has authority for all aspects of the Managed Care 
Organizations (MCO) operations including achievement of the DHCFP Program goals 
and objectives; has overall authority and responsibility for the short- and long-term 
profitability and growth of SilverSummit Health Plan. 
Knowledge/Experience: Bachelor’s degree in health care administration, public 
administration, business or related field; Master’s degree preferred. Five to eight years’ 
senior level HMO experience, preferably as a health plan operating officer and/or chief 
executive officer; experience managing an HMO offering government services products 
and working with government agencies. Demonstrated experience and success in 
strategic planning and development of managed care programs. Successful profit and 
loss experience in a managed care environment, including provider contracting. 
Thorough knowledge of Medicaid, Medicare and managed care regulations and best 
practices. 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Compassionate and Culturally Competent 
Position Responsibilities: 
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• Oversees the development and execution of all strategic and operating plans, and 
provides oversight and direction to plan staff to ensure DHCFP Program and MCO 
goals and objectives are achieved 


• Oversees administration of day-to-day business activities; plans, directs, prioritizes, 
and oversees development of all of the MCO’s operating policies and processes; 
and ensures full and final compliance with established standards, regulations and 
Nevada DHCFP contractual requirements 


• Oversees MCO efforts to improve member access and satisfaction; maximizes 
program efficiency, effectiveness, integrity and responsiveness; and reduces 
operational costs 


• In conjunction with the Director, Health Insurance Exchange ensures the Centene 
State-Designated Health Insurance Exchange product is operating in accordance 
with state and federal regulations with integrated operations with the SilverSummit 
Medicaid program 


• Represents the health plan at designated key meetings and discussions scheduled 
by DHCFP    


• Directly interfaces with and represents the MCO with key stakeholder groups, 
community organizations, members and providers to ensure member, provider and 
key stakeholder needs are identified and met 


• Develops and implements integration models that ensure coordination with system 
partners; represents the MCO in its relationships with competitors, government 
agencies, professional societies and similar groups, and major subcontractors to 
ensure implementation of effective coordination protocols 


• Collaborates with the Chief Medical Director, Vice President, Operations and senior 
clinical and operational leadership to identify or develop, implement and monitor 
key performance measures; analyzes quality and medical cost drivers/trends, and 
member/provider satisfaction data; identifies and reduce disparities in care; 
identifies risks, trends and root causes of issues; and develops and evaluates 
sound mitigation strategies to ensure continuous improvement in quality of care 
and service 


• Actively participates in internal Quality and Operating Committees, and represents 
the MCO on key external committees, such as the Provider Advisory Committees 
and Forums 


• Ensures the adequacy and soundness of the organization’s financial structure and 
systems 


• Collaborates with the VP, Network Development and Contracting to establish a 
competitive cost structure and ensures solid provider relationships are formed and 
maintained 


• In conjunction with Centene and plan Human Resources, ensures SilverSummit has 
a comprehensive cultural competency program describing how care and services 
will be delivered in a culturally competent manner 
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State Position Title:  Chief Financial Officer 
Health Plan Position Title:  Director, Finance 
Reporting Relationship:  Chief Executive Officer 
 
 
Position Purpose: Provides leadership and oversight of all aspects of finance for the 
health plan, including budget, accounting systems, financial reporting and auditing 
activities 
 
Knowledge/Experience: Bachelor's degree in Finance, Accounting, Economics, 
Business Administration or equivalent; Master’s degree preferred. Minimum of five 
years’ experience in a senior level finance position in the health care or insurance 
industry required; Medicaid/Medicare managed care experience preferred.  
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally Competent 
 
Position Responsibilities: 
• Oversees all health plan finance related activities, including developing and 


monitoring progress against the annual budget, and staff/resource planning 
• Establishes financial strategic vision, objectives, policies and procedures in 


support of the overall strategic plan 
• Ensures accuracy and timely submission of all financial reports to DHCFP and other 


regulatory bodies 
• Oversees revenue reconciliation activities and reports discrepancies to DHCFP 
• Ensures all reports on low birth weight babies, maternity kick payment requests and 


stop-loss cases are submitted timely to DHCFP 
• Conducts financial analysis, identification of month end financial drivers, and 


forecasting 
• Identifies medical cost trends and leads/directs medical cost improvement 


initiatives 
• Reviews health plan monthly performance and financial results and provides 


performance improvement recommendations to senior/executive management 
• Coordinates internal and external audit activities ensuring state requirements and 


accuracy tests are performed and met 
• Oversees and validates pricing models and coordinates, as necessary, with 


Centene and DHCFP actuaries  
• Directs health plan analytics activities and coordinates corresponding reporting 


strategies 
• Participates in Quality Committees and/or workgroups, as necessary, to ensure all 


contract requirements are met and to support the DHCFP Goals and Objectives  
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• Represents all financial related matters (and prepares all necessary financial 
reports and documents requested) to the SilverSummit Board of Directors, Centene 
Corporation, DHCFP and other federal and State regulatory entities 


• Participates in all designated key meetings scheduled by DHCFP as appropriate 
 
License/Certificates: CPA preferred 
 
 
State Position Title:  Medical Director 
Health Plan Position Title:  Chief Medical Director 
Reporting Relationship:   Chief Executive Officer 
 
 
Position Purpose: Provides clinical oversight, expertise, and leadership across 
functions to ensure delivery of high quality, appropriate, and cost-effective health care 
to Family Medical and Nevada Check Up members. Oversees/advises the SilverSummit 
quality management, utilization management, care management, disease management, 
credentialing and other major clinical programs to ensure proper provision of Covered 
Services to members in support of DHCFP goals and established medical policies and 
procedures.  
 
Knowledge/Experience: Medical Doctor or Doctor of Osteopathy; minimum three years’ 
training in medical specialty and five years of actual clinical practice. Experience 
working with Medicaid, Medicare, populations including treating or managing care for 
culturally diverse populations understanding and applying care, disease, and utilization 
management principles across multiple specialties and disciplines. Five or more years’ 
previous experience as a Medicaid/Medicare managed care Medical Director is 
preferred, as well as the ability to influence physician/provider behavior to promote 
quality and efficiency in health care. Knowledge of current peer review 
standards/techniques, risk management standards, quality accreditation standards, 
local and nationally accepted standards of practice required. A Master’s degree in 
Business Administration, Public Health, Healthcare Administration or related field 
preferred. 
 
Competencies: Critical Thinking and Execution, Adaptability and Flexibility, 
Communication and Relationship Development, Technical and Professional 
Knowledge, Compassionate and Culturally/Linguistically/Disability Astute /Competent 
 
Position Responsibilities: 
• Actively involved in all major clinical program components for the Medicaid 


Program 
• Directly accountable for and has direct participation in day-to-day oversight for the 


Utilization Management and Quality Management (UM/QM) Programs, including 
identifying trends and gaps in care; evaluating and improving Medicaid services; 
assuring all demographic groups, races, ethnicities, care settings, cultural 
competency goals and objectives and types of services are addressed 
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• Oversees the development and revision of the MCO clinical care standards and 
practice guidelines and protocols 


• Chairs the Quality Improvement Committee (QIC), Utilization Management and 
Credentialing committees; actively participates in the Peer Review Committee, as 
well as other Quality Committees such as Pharmacy and Therapeutics and Provider 
Advisory; represents the MCO at meetings with DHCFP and other state agencies 


• Oversees the preparation of and presents the Internal Quality Assurance Program 
(IQAP) and utilization management program, monitoring the quality of care 
members receive. Presents the IQAP program, results and clinical program reports 
to the Board of Directors and other health plan management. 


• Provides leadership and expertise in the development, implementation and 
consistent interpretation and application of service authorization and clinical review 
criteria/guidelines; as well as quality-related policies (such as credentialing, 
grievance/appeals, etc.). 


• Serves as a resource for the MCO’s medical staff for consultation on referrals, 
denials, complaints and problems 


• Performs, is actively involved in, and ensures timely medical review activities 
pertaining to Prior Authorization; Precertification; Concurrent Review; specialty and 
out of network referrals; out of network services, Appeals; and complex, 
controversial, or experimental medical services; issues all denials and/or 
reductions of services and is available to interact with providers as necessary; 
devotes sufficient time to provide timely medical decisions, including after-hours 
consultation as needed; available to review, advise and take action on questionable 
hospital admissions, Medically Necessary days and all other medical care and 
medical cost issues 


• Ensures recipient Individual Family Service Plans and Individualized Education 
Programs are followed 


• Oversees the Director, Pharmacy and actively engages in clinical pharmacy 
discussions and decisions such as any stepped therapies, prior authorization or 
formulary additions/deletions 


• Oversees monitoring of provider performance against evidence-based practices, 
reviews all quality of care issues for members, including preventable events, and 
implements/monitors Plans of Correction as necessary 


• Directs/oversees methods to detect/address potential under, over and inappropriate 
utilization of services and other medical care/cost issues.  


• Directly engages in development of provider recruitment and credentialing 
strategies 


• Oversees and is accountable for referrals to DHCFP and appropriate agencies for 
cases involving adverse outcomes due to quality of care as well as potential fraud 
and abuse  


• Provides clinical leadership in development of innovative provider partnership 
approaches, including Value Based Purchasing contracting arrangements, 
innovative payment solutions, and behavioral health innovations (such as ER 
diversion); oversees the Behavioral Health Medical Director and the Chief Medical 
Officer and assists in the development and implementation of SilverSummit 
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provider engagement strategies, including provider education and provider manual 
generation  


• Directly accountable to, and acts as a liaison to DHCFP regarding utilization review 
and quality assurance issues 


• Participates in all designated key meetings scheduled by DHCFP as appropriate 
 
Licenses/Certifications: Board certified in Family Practice, Internal Medicine, or other 
specialty recognized by the American Board of Medical Specialists; current 
unencumbered Nevada medical license and Nevada Drug Enforcement Agency 
Certificate 
 
 


State Position Title:  Recipient Services Manager 
Provider Services Manager 


Health Plan Position Title: Director, Member and Provider Services 
Reporting Relationship:  Vice President, Operations 
 
 
Position Purpose: Directs and oversees the planning, development and operation of 
the Customer Service function and assists in formulating and administrating related 
organizational policies and procedures in a culturally competent manner. Oversees 
staff to coordinate communication between the MCO, its providers, and members. 
 
Knowledge/Experience: Bachelors’ degree in health care, business or related field, or 
equivalent experience. Minimum of seven years of experience in a Customer Services 
function required; management experience also required, preferably in a health care or 
insurance environment. Experience working with Medicaid/Medicare populations and 
knowledge of applicable technologies, laws, regulations and industry practices 
required.  
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally/Linguistically/Disability Competent 
 
Position Responsibilities: 
• Oversees coordination of non-clinical communication between the health plan, its 


members and providers, ensures all materials are available in alternative languages 
as required 


• Directs and oversees the day-to-day activities of the Member and Provider Services 
functions and staff (including Member Advocates and Concierge Services), 
ensuring compliance with applicable policies, procedures, and 
contractual/regulatory requirements, including HIPAA 


• Directly oversees the Manager, Claims and Claims Specialists, ensuring prompt 
assistance to providers in filing claims, understanding claims payment results and 
interpreting MCO claims policies and procedures 
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• Ensures appropriate staffing levels with sufficient program training as well as 
cultural, linguistic and disability knowledge to enable members and providers to 
receive prompt resolution to inquiries/concerns and appropriate education about 
the managed care program 


• Monitors performance metrics to ensure a high degree of compliance with internal 
and DHCFP call center standards 


• Ensures Customer Service Representatives are accountable, reliable, 
compassionate, patient and knowledgeable in order to promote and accomplish a 
high level of member and provider satisfaction; oversees call quality and other audit 
programs to ensure continuous quality improvement in Member and Provider 
Services 


• Assists in the formulation and development of strategies and oversees the 
implementation of all major member and provider communication and support 
initiatives such as the Call Center, Portal, new orientation and ongoing education, 
satisfaction initiatives, and the development, approval, and distribution of materials 


• Oversees and manages enrollment and disenrollment of members between the 
State and the enrollment broker; ensures and oversees member PCP selection and 
ensures member auto assignment occurs within the terms outlined in the Contract 


• Represents the Customer Service function on the Performance Improvement Team 
and other Quality Committees. Participates in the Member and Provider Advisory 
Committees, incorporates feedback into operational changes as appropriate 


• Collaborates closely with the Quality Improvement and other department and health 
plan staff to analyze member and provider satisfaction data and implement 
interventions to improve satisfaction 


• Plans, directs and oversees all processes for referring and transferring calls to the 
nurse advice line, as well as Care Management staff as necessary  


• Works with internal and external stakeholders to develop and implement culturally, 
linguistically, and disability competent Customer Service training and training 
materials  


• Participates in all designated key meetings scheduled by DHCFP as appropriate 
 
Licenses/Certifications: None 


 
 


State Position Title:  Grievance and Appeals Coordinator 
Health Plan Position Title:  Manager, Grievance & Appeals  
Reporting Relationship:  Director, Quality Improvement 
 
Position Purpose: Ensures appropriate processing of member Complaints/ Grievances/ 
Appeals (referred to collectively as G&As), provider Appeals, and requests for a State 
Fair Hearing. Performs duties as the point of contact with the State for G&As. Oversees 
the Grievance & Appeals Coordinator. 
 
Knowledge/Experience: Bachelor’s degree in related field or equivalent experience. 
Minimum of three plus years’ experience in health care or managed care required; 
experience in health care law or Grievances and Appeals preferred. Previous 
experience as a functional area lead, managing cross functional teams or supervisory 
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experience required including hiring, training, assigning work and managing staff 
performance. Experience working with Medicaid/Medicare populations is required. 
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally/Linguistically/Disability Competent 
 
Position Responsibilities: 
• Manages/adjudicates member G&As and requests for Fair Hearings; and manages/ 


adjudicates provider Grievances and Appeals (both administrative and medical 
necessity appeals) according to mandated timeframes and other contractual/legal 
requirements 


• Assists members throughout the Complaint/Grievance, Appeal, and DHCFP Fair 
Hearing Process 


• Monitors member G&As and provider Grievances/Appeals and provides senior 
management with monthly reporting on trends. Actively tracks and investigates 
trends and works with health plan staff to develop and implement Corrective Action 
Plans to address identified issues and prevent recurrences 


• Actively monitors and performs subsequent G&A file audits to ensure all 
documentation is present and all adjudication timeframes are in compliance with 
contractual, legal and regulatory requirements 


• Integrates federal and state law changes and other required changes related to 
G&As into the health plan’s policies, procedures and compliance system 


• Assists Provider Engagement Specialists in educating providers on the correct 
procedures for preparing and submitting provider Appeals  


• Ensures all required state filings/reports are completed accurately and timely; 
supports the annual audit of the appeals process 


• Participates in designated key meetings scheduled by DHCFP as appropriate 
 
Licenses/Certifications: None 
 
 
State Position Title:  Claims Administrator 
Health Plan Position Title: Sr. Vice President, Claims Operations 
Reports to:  Centene President and CEO 
 
Position Purpose: Oversees the Claims Processing function, establishing and 
coordinating overall policy and goals; and ensuring accurate, timely and complete 
claim processing, payment and reporting within DHCFP, State and federal requirements 
and Company goals 
 
Knowledge/Experience: Bachelor's degree in related field, advanced degree preferred. 
Ten plus years of experience in overseeing and developing claims operations required 
with experience in a Medicaid/Medicare environment. Minimum five years of 
management experience required. 
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Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally Competent 
 
Position Responsibilities: 
• Develops, implements, and administers a comprehensive Nevada Managed Care 


claims processing system and function capable of paying claims in accordance 
with DHCFP, State and federal requirements, while meeting or exceeding the terms 
of the DHCFP contract, including claims processing timelines and accuracy 
standards 


• Oversees staff to provide for the timely and accurate processing of Claims, 
Encounter forms and other information necessary for meeting agreement 
requirements and the efficient management of the MCO 


• Plans, directs and oversees/coordinates cost avoidance and recovery processes 
• Supports the DHCFP encounter reporting process, achieving DHCFP acceptance 


requirements 
• Monitors performance metrics for quality, accuracy, and timeliness of claims 


adjudication, adjustment, and payment; achieves and maintains performance 
against all claims processing, expense standards and DHCFP regulations, including 
minimization of claims recoupments and ensuring efficient management of the 
Claims process 


• Plans, directs and oversees all processes to achieve administrative simplification 
• Assists and supports the Provider Engagement Department with provider claims 


payment issues and concerns; meets with key provider groups, as appropriate, to 
discuss claims processing and/or address issues 


• Ensures reporting required by Contract and State and federal law is accurate and 
timely 


• Ensures Claims Department participation in all provider forums/workshops 
• Designs and implements change initiatives to address future-oriented business 


needs 
• Creates effective organizational structure, roles and job accountabilities, and 


ensures ongoing training and development of staff; ensures staff is adequately 
trained to understand Cultural, Linguistic and Disability competencies 


• Provides leadership to the Claims Operations team and develops leadership 
capacity in others 


• Coordinates and communicates the work function’s activities with other 
departmental functions 


• Reviews analyses of activities, costs, operations and forecasts data to determine 
and project progress toward stated goals and objectives; actively participates in 
Quality initiatives as necessary 


• Responds to customer service issues that require management intervention 
• Ensures all customer service functions of the department meet or exceed State and 


health plan expectations 
• Participates in designated key meetings scheduled by DHCFP as appropriate 


 
Licenses/Certifications: None 
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State Position Title:  Nevada Operations Manager 
Position Title:   Vice President, Operations 
Reporting Relationship:  Chief Executive Officer 
 
Position Purpose: Develops, implements and oversees business processes required to 
deliver high-quality service to members, providers, and State agencies. Ensures 
DHCFP performance standards are achieved, contractual/regulatory requirements are 
met and the MCO has organizational, management and administrative systems capable 
of fulfilling all contract requirements. 
 
Knowledge/Experience: Bachelor's degree in health care administration, public 
administration, business or related field; Master’s degree preferred. A minimum of five 
years senior level HMO experience, preferably as a health plan operating officer and/or 
chief executive officer; experience in claims/customer service operations as well as 
contract acquisition and operations management required. Experience working with 
Medicaid/Medicare populations preferred, as well as a thorough knowledge of 
Medicaid, Medicare, and managed care regulations and best practices. 
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally Competent 
 
Position Responsibilities: 
• Serves as a key contact for DHCFP operational issues 
• Plans/directs, and oversees day-to-day operations of the health plan Enrollment, 


Member Services, Provider Services, Plan IT, External Relations, Marketing and 
Community Outreach functions; oversees the development of the MCO Health 
Promotion and Education Programs, ensuring all required state submissions are 
performed and appropriate approvals obtained prior to implementation 


• Ensures operational performance standards are met according to DHCFP and 
Federal requirements 


• Collaborates with corporate staff (Sr. Director, Encounters; Chief Information 
Officer; Director, Claims) to ensure all DHCFP standards and requirements related 
to Information Technology, Claims Processing, and Encounter Processing and 
Submission are met  


• Actively engages in, and provides support for, health plan implementation activities 
• Works directly with corporate Claims staff to resolve provider or member 


issues/concerns related to claims payment 
• Develops and implements strategic and tactical plans to ensure further health plan 


growth and development and ensure positive financial results; oversees 
development and execution of operating plans and achievement of goals for 
functional areas of accountability 


• Monitors claims, encounter submission and Member/Provider call center metrics to 
ensure performance goals are achieved; establishes criteria for measuring and 
assessing the success/performance of each functional area  


• In collaboration with the Senior Director, Compliance, oversees and ensures 
required reports related to areas of accountability are prepared and timely 
submitted to DHCFP and regulatory agencies 
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• Actively participates on a number of Quality Committees/work groups including, but 
not limited to the Performance Improvement Team, and Provider and Member 
Advisory Committees. Oversees implementation of committee/work group 
directives related to areas of accountability 


• Represents health plan to key stakeholders as required and requested. Takes 
business action based on impact and responds to customer service issues that 
require management intervention ensuring expectations are met or exceeded 


• Participates in all key meetings scheduled by DHCFP as appropriate 
 


Licensure/Certifications: None required. 
 
 
State Position Title:  N/A 
Health Plan Position Title: Vice President, Medical Management 
Reports to:     Chief Executive Officer 
 
Position Purpose: Performs duties to direct and coordinate the utilization 
management, care management, prior authorization functions for the health plan based 
on, and in support of the company’s strategic plan and State goals and Program 
requirements. Establishes the strategic vision and related policies and procedures for 
the Medical Management department. 
 
Knowledge/Experience: Bachelor's degree in nursing, related field, or equivalent 
experience. Ten + years of clinical nursing, quality improvement, and management 
experience in a managed care setting. Experience working in a managed care 
environment with Medicaid and Medicare required. Thorough knowledge of a 
specialized or technical field such as clinical nursing, managed care, and health care 
administration. Thorough skills knowledge of quality improvement practices. 
Familiarity with medical information systems, medical claims payment processes, 
medical terminology and coding. Familiarity with care management practices, managed 
care, and Medicaid programs. Familiarity with National Committee on Quality 
Assurance (NCQA) accreditation process and standards. 
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Compassionate and Culturally Competent 
 
Position Responsibilities: 
• Facilitates the achievement of the Utilization Management Program and State goals 


through an effective health services delivery system, including full behavioral 
health integration 


• Ensures all State Program metrics are tracked, achieved and reported, as necessary 
• Actively participates in, and supports, Value Based Purchasing, Medical Home and 


Community-Based Care initiatives 
• Oversees the local Care Management Unit providing behavioral and physical care 


management, ensuring timely Member Assessments are completed by staff with 
appropriate medical training, developed treatment plans are followed and continuity 
of services are attained; ensures coordination with the DHCFP Targeted Case 
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Management program and other appropriate Nevada Medicaid and non-Medicaid 
programs  


• Oversees health plan utilization management functions including Utilization 
Management and Concurrent Review. Ensures all tasks are performed within 
mandated DHCFP timeframes and denial notifications include required language; 
provides input on the authorization list and, in conjunction with the Chief Medical 
Director ensures all necessary state approvals of the prior authorization list are 
obtained 


• Ensures any telehealth services are arranged and performed as needed to meet 
member health needs 


• Actively participates in the auditing process of medical management processes and 
corrective action teams projects for medical management 


• Coordinates with other departments to address regulatory concerns or questions 
pertaining to medical management issues 


• Directs and coordinates activities of the department and aids the Medical Director of 
the health plan and appropriate corporate staff in formulating and administering 
organizational and departmental policies 


• Reviews analyses of activities, costs, operations and forecast data to determine 
department progress toward stated goals and objectives  


• Serves as a member of the Quality Improvement, Utilization Management and other 
Quality committees; participates in the development of the Utilization Management 
Program  


• Administers and ensures compliance with National Committee on Quality 
Assurance (NCQA) and/or Joint Commission on Accreditation of Healthcare 
Organization (JACHO) standards as determined for accreditation of the health plan 


• Participates in, attends and plans/coordinates staff for departmental, committee, 
sub-committee, community, and key State meetings and seminars 


• Participates in provider education and contracting, as necessary 
• Coordinates tobacco cessation services with Envolve People Care 


 
Licenses/Certifications: Current Nevada RN license required 
 
State Position Title:   N/A 
Health Plan Position Title:  Chief Information Officer 
Reporting Relationship:  Centene President and CEO 
 
Position Purpose: Oversees the development and operation of information systems 
and technology solutions to meet health plan, DHCFP, State and federal requirements. 
Oversees all information system functions  
 
Knowledge/Experience: Bachelor's degree in Computer Science, Management 
Information Systems, related field, or equivalent experience, required. Minimum of 
seven years’ experience in information systems, data processing, and data reporting in 
a Medicaid/Medicare environment. Solid knowledge of Health Plan programs, 
operations, data reporting and IT systems.  
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Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Ability to Produce within Deadlines, Culturally Competent 
 
Position Responsibilities: 
• Establishes and ensures ongoing connectivity with DHCFP information systems as 


necessary 
• Ensures the MCO health information system collects, analyzes, integrates and 


reports data in accordance with state guidelines and can achieve the objectives of 
the ongoing Internal Quality Action Plan (IQAP) 


• Plans, directs and oversees development of encounter data and required and/or ad 
hoc reports, and ensures timely, accurate submission to DHCFP  


• Oversees the Information Services Coordinator who serves as primary point of 
contact with DHCFP for information system issues and participates in DHCFP and 
health plan committees/workgroups to ensure reporting requirements are met 
related to encounter, enrollment and other data transmission requirements; 
participates in designated key meetings scheduled by DHCFP as appropriate 


• Engages with, and ensures participation in the HealtHIE Nevada Statewide health 
information exchange 


• Determines the health plan’s long-term systems and/or hardware needs to 
accomplish business and Program objectives. Analyzes the needs of health plan 
departments/functions and establish priorities for feasibility studies, systems 
design, and implementation to develop new and/or modify the company’s 
information processing systems and policies and procedures 


• Manages department staff including hiring, performance management and career 
development to ensure alignment with defined goals including meeting required 
deadlines 


• Develops budgets and priorities, ensuring plans and resource allocations are 
consistent with those budgets and priorities. Presents departmental plans and 
activities to other senior IT and company leaders, as well as strategic suppliers 


• Applies process and business expertise to address technical and business issues 
and impact business results 


 
Licenses/Certifications: None 
 
 


 
State Position Title:  N/A 
Health Plan Position Title: Senior Director, Compliance 
Reporting Relationship:  Chief Executive Officer 
 
Position Purpose: Administers and oversees health plan Compliance and Fraud and 
Abuse Programs, including HIPAA oversight and fraud, waste and abuse investigation. 
Develops and implements appropriate compliance policies, procedures and training; 
and assesses progress and reports key results and the status of initiatives to senior 
management. Monitors compliance with the Contract. 
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Knowledge/Experience: Bachelor's degree in Public Policy, Government Affairs, 
Business Administration or related field (Master’s/Law degree preferred). Minimum of 
eight years of compliance program management and contract experience in health care 
and/or risk management required. Extensive knowledge of and experience with 
state/federal insurance, CMS, managed care, HIPAA, Third Party Administration (TPA), 
credentialing, provider contracting, prompt pay, and program integrity laws and 
regulations; as well as knowledge of Federal rules on fraud and special investigations 
and reporting required. Experience with state and federal government agencies, 
accreditation bodies, Medicaid/ Medicare populations also required.  
 
Competencies: Critical Thinking/Execution, Adaptability/Flexibility, Communication/ 
Relationship Development, Technical and Professional Knowledge, Culturally 
Competent 
 
Position Responsibilities: 
• Monitors health plan compliance with all Contract requirements, Mental Health 


Parity, State and federal laws, regulations, rules and requirements; develops or 
oversees development of policies and procedures to ensure compliance with same 


• Chairs the Compliance Committee and oversees development of the compliance 
plan and annual submission to DHCFP and Senior Management 


• Actively available to communicate with the DHCFP Program Integrity Unit (PIU) and 
the Nevada Surveillance and Utilization Review Unit (SUR) staff by telephone, email, 
text message, or other communication methods during State business hours 


• Plans, directs and oversees all Compliance and Fraud, Waste and Abuse (FWA), 
Erroneous Payment and HIPAA Compliance Program activities (including 
monitoring and enforcement) pursuant to State and Federal laws, rules and 
regulations; ensures timely, consistent notification/reporting of incidents to the 
SUR Unit 


• Serves as the health plan Privacy Officer and primary liaison with DHCFP regarding 
the Compliance Program and related matters; reports to the Board of Directors on 
Compliance and FWA issues 


• Develops/oversees methods for prevention, detection and reporting incidents of 
potential FWA and erroneous payments 


• Works with the Plan Chief Medical Director and health services staff to develop 
policies and procedures to identify, investigate and report provider-preventable 
conditions and subsequently report to DHCFP as necessary; develops policies and 
procedures to ensure non-payment of any claims surrounding these incidences  


• Develops policies and procedures, investigates unusual incidents, and 
designs/implements any resulting corrective action plans 


• Oversees and collaborates with Centene’s Special Investigative Unit (SIU) (Program 
Integrity Unit) (PIU) on all DHCFP, State and federal investigations, including those 
regarding FWA; oversees/coordinates with the Centene SIU and FWA Investigators 
on all investigations and communications with the State’s SUR Unit, ensuring 
accurate and timely issue notification 


• Ensures dedicated SIU/PIU staffing is a minimum of 1 per 50,000 Medicaid 
recipients, the SIU department has adequate resources and qualified staffing 
available to conduct reviews, recovery and reporting of improper payments, 
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including FWA activities, as specified in the contract and has experience in health 
care claims review, data analysis, professional medical coding or law enforcement 


• Attends monthly meetings with the state SUR and Program Integrity Unit and health 
plan SIU staff to provide information and updates on cases 


• Ensures Centene SIU staff receive on-going training in conducting compliance 
reviews, and travel to the DHCFP for periodic meetings and trainings with SUR Unit 
staff 


• Reviews records and refers suspected member or provider FWA to the DHCFP SUR 
Unit and other duly authorized enforcement agencies 


• Oversees/coordinates health plan reporting to DHCFP PIU and SUR Unit, State and 
federal entities; and oversees compliance with the timeliness, accuracy, and 
completeness of reports and data submissions 


• Conducts and/or participates in health plan and subcontractor compliance audits 
and oversees the implementation of corrective action plans (CAPs) when indicated; 
reports progress on CAPs to senior management and the Board of Directors  


• Monitors/tracks laws, regulations, Contract amendments, and Program metrics to 
ensure ongoing compliance. Advises management/staff on impact of changes; 
identifies the need for new policies and procedures where necessary, and 
guides/trains staff on implementing new requirements  


• Oversees all MCO staff Compliance training and education, including training and 
education of the Cultural Competency Plan 


• Maintains all Compliance records  
• Participates in key meetings scheduled by DHCFP PIU and SUR Unit as appropriate 
 
Licenses/Certifications: None 
 
 
State Position Title:  N/A 
Health Plan Position Title: Vice President, Network Development & 


Contracting 
Reporting Relationship:  Chief Executive Officer 
 
 
Position Purpose: Directs the provider network, contracting and provider engagement 
activities. Leads all aspects of provider network strategy including access analysis, 
network operations and innovative contracting methodologies. Coordinates all 
communications and contractual relationships between the MCO, subcontractors and 
providers. Supports decision makers with analysis related to reimbursement and unit 
cost management. Oversees the coordination and negotiation for the Contracting 
Department and directly oversees the Provider Engagement unit. 
 
Knowledge/Experience: Bachelor's degree or equivalent experience in Business 
Administration, Health care Administration or related field. A minimum of 10 years’ 
experience in managed care network development and Provider relations in a health 
care and/or managed care environment. Current or recent experience managing and 
developing staff and/or teams. MBA or MHA degree preferred. 
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Competencies: Critical Thinking/Execution, Adaptability/Flexibility, 
Communication/Relationship Development, Technical and Professional Knowledge, 
Culturally/Linguistically/Disability Competent 
 
Position Responsibilities: 
• Establishes the department’s strategic vision, objectives, and policies and 


procedures. Acts as a visionary for creative contracting strategies and a champion 
for Value Based Purchasing and Medical Home initiatives  


• Develops, implements and maintains production and quality standards for the 
Contracting and Provider Engagement departments; ensures all contracts have 
required DHCFP language and have received State approval; ensures all providers 
are enrolled with Nevada Medicaid’s fiscal agent 


• Oversees network development staff and external consultants in the development 
of provider networks across markets; engages with Essential Community Providers, 
community agencies and other providers to coordinate and ensure adequate 
providers in the service area 


• Oversees Provider Engagement staff and actively collaborates with the Director, 
Member and Provider Services to ensure providers receive prompt resolution to 
their problems and inquiries 


• In conjunction with the Quality department, ensures providers meet standards such 
as appointment timeframes and office wait times 


• Coordinates all communications and contractual relationships between the MCO 
and subcontractors and providers 


• Ensures the Provider Directory contains required, accurate information and 
provider terminations are reported to DHCFP in accordance with State requirements 


• Actively assists with, and reviews, Provider Manuals, ensuring all DHCFP required 
material is included 


• Ensures providers receive appropriate education about participation in the Medicaid 
program 


• Ensures inspections of provider offices/facilities are completed, documented and 
corrections implemented 


• Ensures the health plan has a network which can adequately provide access to all 
services covered under the contract for all eligible recipients (including Essential 
Community Providers); ensures State adequacy/travel requirements are met and 
required network adequacy filings are completed 


• Assists the Utilization Management staff with obtaining single case agreements, as 
necessary; ensures reports are submitted to DHCFP within contract guidelines 


• Ensures provider performance metrics are generated and communicated to 
providers on a timely basis 


• Performs periodic analyses of the provider network from a cost, coverage, and 
growth perspective. Provides leadership in evaluating opportunities to expand or 
change the network to meet Company and/or DHCFP goals 


• Manages budgeting and forecasting initiatives regarding networks costs and 
provider contracts  


• Provides oversight and support to contract configuration and set-up staff. Performs 
periodic claims reviews to ensure payment accuracy. 


• Acts as a resource to the Credentialing Department 
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• Oversees analysis of claim trend data and/or market information to derive 
conclusions to support contract negotiations  


• Conducts periodic review of provider contracting rates to ensure strategic focus is 
on target with overall Company and DHCFP strategy  


• Supports market expansion and M&A activities by leading provider contract 
analysis related to due diligence 


• Assists health plan CEO, Vice President, Operations and Chief Medical Director in 
key provider relations and strategy 


• Actively participates in the Provider Advisory Committee and provider educational 
forums and workshops; ensures provider training materials are complete and 
training course attendees documented  


• Participates in key meetings scheduled by DHCFP as appropriate 
 


Licenses/Certifications: None 
 
4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


The following table provides the names of full-time staff and project 
supervisors with contract responsibilities as listed above. Several of the 
functions listed are performed by Key Personnel listed in 4.1.12.5 above. 
 


Functional Area Name 


Information Systems Mark Brooks* 


Utilization/Case Management Debra Smyers, RN* 


Claims Payment Ed Gallegos* 


Quality Improvement and Reporting Mary Kay Jones 


Health Education Adella Jones 


Data Coding Jennifer Thomas 


Contract Negotiation/Network Recruiter Aaron Brace* 


Encounter Data Jessica Silver 
 


*Indicates Key Personnel. 
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4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


SilverSummit Healthplan, Inc. has a pending HMO license application with the Nevada 
Division of Insurance and will obtain licensure prior to contract award. 
 
4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


As a newly formed entity, SilverSummit Healthplan, Inc. does not currently have 
employees. However, we plan to follow the lead of other Centene health plans in 
proactively attempting to hire staff that reflect the diversity of our member 
demographics. This will ensure we have staff who can speak to members in their 
primary language. We will also integrate the US Department of Health and Human 
Services Office of Minority Health’s National Standards on Culturally and Linguistically 
Appropriate Services throughout our organization to ensure our practices and services 
are culturally and linguistically appropriate. 
 
4.1.12.9 List any associations or organizations to which the organization belongs. 


SilverSummit hopes to be a strong partner in Nevada, to the State, our members, 
providers, and all stakeholders. We believe in building relationships that foster better 
health and better satisfaction with life.  For the past two years, we have dedicated staff 
and dedicated time.  We do not just write a check to organizations.  Instead, we 
participate and build relationships.  We sponsor events that we attend as fundraisers, 
contributing to the organizations who are making a difference in Nevada.  At 
SilverSummit and our parent company, Centene, our purpose is to transform the health 
of the community one person at a time.  
Nevada Hospital Association – As we did in 2015, we are serving as a platinum sponsor 
for the Nevada Hospital Association conference being held Sept 7-9 in South Lake 
Tahoe.  The conference titled “Focus 
On The Future: Partnering For A 
Healthier Tomorrow”  
The conference brings together six 
statewide associations which 
represent the entire continuum of care.  
This includes the following groups: 
• Nevada Hospital Association 
• Nevada Rural Hospital Partners 
• Nevada Health Care Association 
• Nevada Assisted Living Centers 
• Nevada Primary Care Association 
• Nevada Organization of Nurse 


Leaders 
We also participate in the association’s 
political action committee named 
Nevada HealthPAC.  The goal of the group is to be an influential force in helping to 
shape positive, proactive health care policy.  We advocate with Nevada hospitals and 


From The Clark County Medical 
Society… 


“It is always a pleasure to work with you and 
your team as we serve to accomplish so 
many common goals.  SilverSummit 
Healthplan would be a great addition to our 
community and the delivery of quality health 
care.  We look forward to partnering with 
you on future programs and events. 


Souzan El-Eid, MD,  
President, Clark 
County Medical 
Society 


Loretta Moses 
Executive Director, 
Clark County 
Medical Society 
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health systems to have a stronger voice in legislation.  This allows the committee to be 
heard in regard to issues involving Medicaid funding, mandated nurse staffing ratios, 
rate caps on emergency room charges, IAF / SUP fund methodology, or tort reform.  We 
participate with the Nevada Hospital Association to help serve as an advocate for high 
quality, affordable, and accessible health care services which create healthier Nevada 
communities. 
Nevada State Medical Association (NSMA).  We are attending and sponsoring the 
annual conference for Nevada physicians titled “Planning for Success”, being held 
September 16-18 at the M Resort in Henderson, NV.  This is the second year that our 
Vice President of Hospital Operations, Michael Bailey, has participated.  Last year, he 
was on the agenda speaking about SilverSummit and introducing a key speaker.   
The Nevada State Medical Association advocates for high quality health care for all 
Nevadans.  The group monitors proposed legislation / regulations on a state and 
federal level.  This enables them to attend hearings, draft comment letters, and testify 
when appropriate to elevate quality care and eliminate regulatory barriers which limit 
access to care.  The Executive Director of the Nevada State Medical Association and 
our Vice President of Hospital Operations have expanded their business relationship 
and have a continuing discussion on how to best serve all members.  
Catherine O’Mara, the Association’s Executive Director recently presented 
SilverSummit with a letter of support indicating the Association’s desire to continue to 
work with SilverSummit to promote high-quality health care in Nevada. 
 
Clark County Medical Society. We participated in the Annual Presidential Dinner and 
Awards Ceremony on June 18, 2016, at the Westgate Resort in Las Vegas, where we 
also served as a diamond sponsor.  The event provided the following: 


○ Recognized a well-deserving physician with the prestigious Harold Lee Feikes, 
MD, Memorial Award 


○ Acknowledged students who received medical and nursing scholarships  
○ Presented the CCMS Winged Heart Award to a nurse and non-profit 


organization 
○ Bestowed the distinguished President’s Awards to individuals in the community 


who went beyond the call of duty 
 


We have made it a priority to be part of the community for the past two years so that we 
can better understand existing community supports, and how we can best participate 
to support these organizations.  We believe in partnerships, in working with community 
organizations, and in giving back to the communities we serve.  Through our 
grassroots movement, we have developed strong relationships already in Nevada. 
If we are fortunate enough to be selected as one of the managed care organizations to 
serve Nevada, we look forward to continuing to build strong community relationships 
to better serve our members and the state.  
SilverSummit has begun partnering and discussing ways to work with and support the 
following organizations in Nevada to improve health outcomes: 
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SilverSummit Partnerships 


 
 


Access To Healthcare Network 
Access to Healthcare Network provides a medical discount program to 
help uninsured and under-insured citizens of Nevada receive access to 
health care providers at a greatly reduced price.  This helps to fill in the 
gaps that in care.  The group focuses on dental, healthy living, patient 
care fund, help line, care management, outreach, nutrition, diagnostic 
screenings, and behavioral health. 
 


 
 
 


Aid for AIDS of Nevada (AFAN) 
We are in discussion around how to best support AFAN and their 
advocacy for adults / children living with and affected by HIV / AIDS in 
Nevada.  By partnering with AFAN, we support their mission to reduce 
HIV infection through prevention.  This education works to eliminate 
fear, prejudice, and the stigma associated with the disease. 
 


 Baby’s Bounty  
Should we be successful in our efforts to serve members in Nevada, we 
look forward to partnering with Baby’s Bounty to cohost baby showers.  
The organization teaches parents and encourages providers to share 
information on safe sleep. 
 


 
 


Catholic Charities of Nevada  
SilverSummit looks forward to working with Catholic Charities of 
Nevada on several initiatives.  This includes the Homeless to Home 
Program, which breaks the cycle of homelessness to include finding a 
full-time job, housing, utility payment assistance, one-on-one case 
management, food, and clothing.  Resources are provided to make 
individuals self-sufficient, including those released from prison. 
 
 


 Ethiopian Community Development Council (ECDC) African Community 
Center   
SilverSummit has donated toiletries and household goods for refugees 
in Nevada.  The organization assists refugees from all of the world, not 
just Africa.   


 


Eye Care 4 Kids (EC4k) 


With this partnership, EC4k will be providing mobile vision screenings 
– plus screenings at school-based clinics in Clark County.  Together, 
we help children have the vision to realize their dreams and reduce 
barriers to academic achievement.  A child who has untreated vision 
problems will often have low student scores because of the barrier to 
learning. We look forward to partnering with them to provide additional 
interventions around eye health for the community. 
 


 HELP of Southern Nevada  
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We are looking forward to supporting HELP social programs and 
participating in the construction of a new homeless youth center.  The 
Homeless Services Program is designed to prevent homelessness to 
those at risk of becoming homeless, plus the program helps those who 
are already homeless.  This can include the chronic homeless, persons 
with a disability who are homeless and persons with a mental 
impairment who are homeless. 
 


 


Immunize Nevada  
We are working as a partner with Immunize Nevada.  This has allowed 
us to provide health fairs in the Clark County School District.  In 2015, 
we sponsored and participated in the organization’s Nevada Health 
Conference.  As a group, we protect the health of children, teens, adults 
and seniors in Nevada.  We’ve also been working with American Indian 
Tribes on immunizations. 
 


 Junior League of Las Vegas  
SilverSummit has provided support for the  Public Health Advocates 
Raising Awareness in Youth and Modern Education (P.R.I.M.E.) 
program. This program includes information on pregnancy prevention, 
sex education, obesity prevention, and training on anti-bullying / 
positive self-image.  The Junior League is focusing on making an 
impact on youth ages 12 and older in the areas of education, health, 
and wellness within our community. 
 


 Las Vegas HEALS (Health, Education, Advocacy and Leadership)  
We are participating in Las Vegas HEALS, which serves as a strategic 
alliance in the community, collaborating on workforce issues and being 
a proactive force in the delivery of health care.  The group is working to 
improve the quality of health care and also spreading the word about 
Las Vegas being a destination for medical tourism. 
 


 Medical Group Management Association (MGMA) 
We worked to help bring the conference on value-based medicine held 
in April 2016 in Reno.  We participate in ongoing monthly meetings.  
This has provided an opportunity to build and maintain critical 
relationships with medical providers. 
 
 


 National Alliance on Mental Illness (NAMI) Nevada  
We are supporting NAMI’s panel discussion on October 6, regarding the 
benefits of having community “walk-in” crisis centers for mental health 
intervention.  This organization is the largest grassroots coalition for 
mental health in the country.  The group educates the community to 
reduce the stigma of mental health, to advocate for mental health 
issues, and to build a network of community supporters. 
 


 National Association of Community Health Centers (NACHC)  
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In 2015, in addition to sponsorship, we attended and participated in the 
conference for the National Association of Community Health Centers 
held in Las Vegas.  We partnered and participated in a dinner for the 
Nevada Primary Care Association which was held in 2015 in Incline 
Village. 
 


 


Nevada Partners 


In collaboration with Nevada Partners, we have the unique opportunity 
to help youth who have been in the juvenile justice system.  Nevada 
Partners will help them build life skills that will lead to a positive adult 
life in education and in work.  We help them learn resiliency and how to 
develop a career.  In addition to helping youth, Nevada Partners provide 
housing partnerships with classes in both Spanish and English, plus 
Volunteer Income Tax Assistance. 
 


 
 


Prescription Drug Abuse Summit  
We are participating in Governor Brian Sandoval’s summit on 
monitoring and ongoing coordination of prescriptions between the 
public and private sector.  The summit was held Aug. 31 – Sept. 1 in Las 
Vegas.  Topics included the following: 


• Overview of Prescription Drug Abuse Prevention 
(Including Opioid Abuse) 


• Prescriber Education And Guidelines 
• Data Collection and Intelligence Sharing 
• Criminal Justice Interventions 
• Treatment Options And Third-Party Payers 
• Lessons Learned From Other States 
• The Rise of Heroin 


 
 Seven Hills / Harmony Healthcare  


We look forward to partnering on a Suicide Prevention Program.  This 
group offers board-certified psychiatrists and around-the-clock medical 
care for those struggling with depression, anxiety, alcohol addiction, 
substance abuse, or any mental health illness. 
 
 


 


Standards of Excellence Academy 


We are working with the Standards of Excellence Academy, which is an 
organization that builds resumes as it builds new lives.  The group 
offers career tracks and specialized training, which includes the 
following industry certifications: Certified Nurse Assistant (CNA), 
Certified Medical Administrative Assistant (CMAA), Certified Electronic 
Health Records Specialist (CEHRS), Certified Logistics Associate 
(CLA), Certified Logistics Technician (CLT), and Microsoft Office 
Specialist (MOS). We look forward to using Standards of Excellence 
Academy as a referral source of employment, training, and job skills. 
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 Step2 Reno  
Through sponsorship of the annual golf conference, we will help 
women get their life back.  This is one of the few addiction treatment 
programs in the country that accommodates women with children.  For 
those who are suffering from poverty in addition to chemical addiction, 
no woman is ever turned away because of an inability to pay for 
treatment. 
 


 
 


Three Square  
We’re helping in the mission to fight food insecurity in high risk 
neighborhoods by supporting the “Backpack for Kids” program.  These 
packs provide breakfast, lunch, and dinner on the weekend for the 
hungriest of our kids in Southern Nevada. aimed to meet the needs of 
residents in the counties of Clark, Esmeralda, Lincoln, and Nye.   


 Urban League Young Professionals  
We are supporting a program aimed at tackling health disparities in the 
African American community.  The National Urban League is a civil 
rights and advocacy organization, which is dedicated to the economic 
empowerment of underserved urban communities.   
 


 Western Governors’ Association (WGA) Annual Meeting  
We contributed to the 2015 Western Governors’ Association (WGA) 
annual conference held in June in Incline Village and hosted by Nevada 
Governor Brian Sandoval.  The mission of the association is to develop 
and promote sound public policy, exchange information / identify best 
practices, collect data / perform quality research, and educate the 
public. 


 
Our parent company regularly participates in industry associations and organizations.  
This provides an opportunity to contribute to discussions taking place in the health 
care field. Our affiliated health plans have a long history of partnering with local 
organizations to better serve the community.  The following is a list of the associations 
and organizations with which our parent company participates. 
    Table: Centene Associations and Organizations  


Centene – Associations and Organizations 
American Hospital Association  


America's Health Insurance Plans  


Council for Affordable Quality Healthcare  


Long Term Quality Alliance  


Medicaid Health Plans of America  


National Committee for Quality Assurance  
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Centene – Associations and Organizations 
National Quality Forum  


Partnership for Medicaid Home-Based Care 


Utilization Review Accreditation Commission 


 
Centene Charitable Foundation 
Being a good corporate citizen is a mindset instilled in all Centene and affiliate plan 
leadership. Centene’s Charitable Foundation, and our health plan affiliates contribute to 
organizations that enhance the quality of life for our members and our communities. In 
2004, our parent company established the Centene Charitable Foundation as a way to 
make a difference in the quality of life and the quality of health for the communities we 
serve.  We work to improve the health outcomes of others by listening to those in the 
local community, building strong relationships with providers, and by partnering with 
nonprofit organizations.   
Below is a sample of organizations to which we have historically supported through 
financial contributions.  
Table: Centene Charitable Foundation Contributions 


 


Executive Leadership on Community Boards 
For over 30 years, Centene has conducted business with a focus on community 
investment, philanthropic work, staff development and corporate governance, 


Recipients of the Centene Charitable Foundation (Partial List) 
Alzheimer's Association Nat’l Assoc. of St. United for Aging & Disabilities  
American Diabetes Association National Children's Cancer Society 
American Heart Association National Council on Independent Living  
American Red Cross  National Foster Parent Association 
Arthritis Foundation  National Kidney Foundation 
Asthma and Allergy Foundation National Multiple Sclerosis Society  
Autism Speaks National Urban League 
Beyond Differences OASIS 
Boys & Girls Clubs Optometry Cares – The AOA Foundation 
Boy Scouts Pedal The Cause 
Cystic Fibrosis Foundation Salvation Army 
Easter Seals Special Olympics 
Girl Scouts St. Jude Children's Research Hospital 
Jewish Community Center Susan G. Komen Race for the Cure 
Leukemia & Lymphoma Society TASK (Team Activities for Special Kids) 
Lifelong Vision Foundation United Way 
March of Dimes Variety the Children's Charity 
Mental Health Leadership Initiative Voices For Children 
National Alliance on Mental Illness Wings of Hope 
Nat’l Assoc. of Area Agencies on Aging Wounded Warrior Project 
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transparency and accountability.  The senior management of Centene and of our 
affiliated health plans also give back to the community with their time, participating on 
the boards of organizations and universities.  We believe it is our corporate 
responsibility to contribute to society.  To give you an idea, here are the organizations 
where our senior leadership have the privilege to serve on the community boards. 
Table: Executive Board Membership 


Organizations Where Our Senior Executives Serve On The Boards 


Aging Texas Well  Medical Technology Enterprise Consortium 
Alliance for Academic Internal Medicine Mid-County YMCA 
Alliance of Health Insurers Middlesex County Chamber of Commerce 
American Academy of Family Physicians Mineral Area College Foundation 
American Academy of Pediatrics Council on 
Foster Care, Adoption and Kinship Care 


Mississippi Association of Health Plans 


American Cancer Society  Missouri Customized Training Council 


American Diabetes Association of Western 
Washington 


Missouri Historical Society 


American Heart Association Missouri History Museum 


America's Agenda, Health Care for All Missouri Interim Non-Legislative House 
Committee on Medicaid Transformation 


Aquaya Institute Missouri Task Force on Prematurity and Infant 
Mortality 


Arkansas Autism Research and Outreach Center National Association of Vision Care Plans 
Arts and Education Council of Greater St. Louis  National Collaborative for Innovation in Quality 


Measurement Foster Care 
Association of Behavioral Health & Wellness National Oasis Institute 
Atlanta Chamber of Commerce National Parents as Teachers 
Austin Dog Rescue National Urban League 
Ava's Grace Scholarship Foundation New Era Bank 
Baton Rouge Youth Coalition North Carolina Optometric Society 
Boston College, National Resource Center for 
Participant-Directed Services 


Ohio Association of Health Plans  


Boy Scouts of Greater St. Louis Opera Theatre of St. Louis 
Boys & Girls Club of Greater Baton Rouge Orange Bowl Committee 
Boys and Girls Club of Greater St. Louis Ortho Kinematics, Inc. 
Brown School Dean's Professional Advisory 
Committee 


Positive Coaching Alliance 


Brown School Master of Public Health Program Post Capital Partners 
Cancer Support Community of Greater St. Louis Project Management Institute Metro St. Louis 


Chapter 
CCI Health Care Executive Summit Promoting Independence  
Centene Political Action Committee Radio Arts Foundation 
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Center of Creative Arts Ranken Jordan – Pediatric Hospital 
Century Credit Union Ronald McDonald House of Central Ohio 
CEOs Against Cancer (St. Louis Chapter) Schnucks Markets, Inc. 
Chamber Music Society of St. Louis Sheldon Concert Hall 
Children's Health Insurance Program South County YMCA 
Children's Optimal Health  Southside Early Childhood Center 
Civic Progress St Louis Ballet School 
Clayton Chamber of Commerce St. Ann's Center for Intergenerational Care 
College Bound St. Louis Art Fair, Cultural Festivals 
Competitive Wisconsin, Inc. St. Louis ArtWorks 
Contractor Loan Fund St. Louis Business Diversity Initiative  
Covering Kids & Families of Indiana St. Louis Chamber Chorus 
Danforth Plant Science Center St. Louis Community College 
Discovery World St. Louis Crisis Nursery 
East Baton Parish School System St. Louis Equity Fund 
Easter Seals Midwest St. Louis Knowledge Is Power Program 
Effort For AIDS St. Louis Public Library Foundation 
Energizer Holdings, Inc. St. Louis Regional Chamber & Growth 


Association 
Family Medicine Political Action Committee St. Louis Science Center 
Family Resource Center St. Louis Senior Dog Project 
Family Service Agency St. Louis Sports Commission 
Farmington Chamber of Commerce St. Louis Symphony Orchestra 
Farmington Pet Adoption Center St. Louis University's College of Public Health 


and Social Justice 
First United Methodist Church  O'Fallon, IL St. Louis Urban League 
Florida Association of Health Plans St. Louis Zoo 
Forest Park Forever STAR+PLUS Quality Council 
Foundation for Art and Healing Starkloff Disability Institute 
Foundation for Foster Children in Central 
Florida 


Tax Executives Institute 


Fredericktown High School Alumni Association 
Scholarship Fund 


Texas Association of Business 


G100 Texas Association of Health Plans 
Georgia Chamber of Commerce Texas Conservative Coalition Research Institute 
Girl Scouts of Eastern Missouri Texas Court Appointed Special Advocates 


Global Diversity and Inclusion Foundation Texas Silver Haired Legislature Foundation 
Board 


Go Red for Women Texas Taxpayers and Research Association 


Governor Kasich's Special Task Force to 
Improve Insurance Sector Jobs in Ohio 


The George Eastman House International 
Museum of Film and Photography 
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Grand Center The Magic House  
Greater Fort Lauderdale Chamber of Commerce The Miriam School 
Greater St. Louis Hispanic Chamber of 
Commerce 


The Texas Humane Heroes 


Haven of Grace Trinity University 
Healing Beyond Borders  Truman State University School of Business 
Health Enhancement Research Organization Tulane Medical Alumni Association 
Heat Up St. Louis UMSL Advisory Board 


His Way, Inc. UMSL Business School Leadership Council 
Humane Society of Missouri UMSL School of Nursing Executive Leadership 


Board 
Independence Center United Way Tar River Region 
Indiana Minority Health Coalition Services, Inc. United Way's Charmaine Chapman and de 


Tocqueville Society Cabinets 
Indiana University Kelley School of Business 
Reese Fund 


United Way's Women's Leadership Initiative 


Industrial Development Authority  University of Missouri Trulaske School of 
Business 


INROADS Midwest Region Board  Urban League of Broward County 
Jazz St. Louis  USO of Missouri Young Leaders Board 
Kennedy Center ValleyPalooza Organization, Inc. 
Launch Code VO Capital Partners 
Leadership Austin Washington University George Warren Brown 


School 
Leukemia & Lymphoma Society Greater Chapter Washington University Masters of Information 


Management Program 
Lone Star Paralysis Foundation Washington Vaccine Association 
Make-A-Wish Webster University Leigh Gerdine College of 


Fine Arts  
March of Dimes Broward Division West County Family YMCA  
March of Dimes Mississippi Chapter Western Governors University 
March of Dimes Nurse of the Year Committee WithinReach Washington 
March of Dimes Wisconsin World Economic Forum Global Gender Parity  
Mardan School World Economic Forum Health Systems 


Leapfrogging in Emerging Economies 
Maternal Child and Family Health Coalition World Economic Forum the Future of Healthy 
Mathew-Dickey Boys' and Girls' Club Young Leaders Academy 
Medicaid Health Plans of America Young Presidents' Organization of Florida 
Mental Health America of Indiana Young Variety 
Mercy Health Foundation Youth in Need 
MetroMorphosis Youth Learning Center 
Metropolitan Breakfast Club YWCA National Capital Area 
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4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 
Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data with the latest HealtHIE Nevada participant statistics. 
Please refer to the table below.   


 


Provider Category 


% Participation 


Financial Participation 
Only 


Financial Participation and 
Provide Data into the HIE 


Physician NA1 1%2 


Acute Care Hospital 100%1 36% 


Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3 


Laboratory NA1 33% 


Radiology NA1 0%4 


All Other NA1 1%4 


1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care Hospitals.  
These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, HealtHIE 
Nevada has very few individual physicians or physician groups that contribute data into the HIE. 
However, we have one large medical group in our network that does contribute data: Saint 
Mary’s Medical Group in Washoe County. 
3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the HIE. 
However, as part of our implementation planning with HealtHIE Nevada, we are aware of the 
HIE’s efforts to connect six of our network behavioral health providers and are working to 
facilitate those connections, while in compliance with state and federal regulations concerning 
drug and alcohol treatment confidentiality. 
4 At present HealtHIE Nevada has very few of these types of providers (five as of this writing) 
who contribute data to the HIE. 
 
4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


Preparing to Leverage HealtHIE Nevada 
As a new Managed Care Organization (MCO) in Nevada, SilverSummit is currently in the 
process of contracting with HealtHIE Nevada, and we will be a participant in the HIE 
before the effective date of the DHCFP contract (per RFP Section 3.8).  
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An MIS Ready to Connect 
SilverSummit uses the enterprise Management Information System (MIS) of our parent, 
Centene. Today our interoperable MIS supports clinical data exchanges for a variety of 
HIE applications for our Centene affiliate health plans in Washington State, Texas, 
Indiana, Michigan, Wisconsin, Arizona, Georgia (in 2016) and Nebraska (in 2017).  


Encouraging Provider Participation in HealtHIE Nevada 
We plan a three-pronged strategy to encourage participation by our providers in 
HealtHIE Nevada: 


1. Identify which of our providers do not participate in HealtHIE Nevada and 
continually track, trend and act on this information 


2. Promote the use of HealtHIE Nevada to our provider community 
3. Incent provider HIE usage through administrative and clinical process 


efficiencies.  
1 – Identifying Providers Who Are Not Participating 
During the contracting and credentialing process, and using a process very similar to 
our affiliate health plans across the nation, we will assess our providers’ plans for HIE 
participation as well as the use of Electronic Health Record (EHR) and related 
technology.  We will house this information in the Customer Relationship Management 
(CRM) module of our MIS.  
CRM is our modular system for member and provider service inquiry management, 
provider contracting, outbound campaign management and provider data management. 
Among other service functions, CRM enables our departments and call centers to 
systematically conduct coordinated provider campaigns. We will use CRM for targeted 
outreach via phone and e-mail to providers that are not HealtHIE Nevada participants, 
as well as those providers not using EDI for claims and other transactions, not 
registered to use our secure Provider Portal, and that have indicated that they do not 
use an EHR. We will offer additional information to these providers about the benefits 
of HIE usage, including our own programs (see below) related to HIE utilization.  
Our Provider Engagement Specialists (PE Specialists) will also identify providers not 
using HealtHIE Nevada or EHRs during site visits and provider training sessions. We 
will train our PE Specialists about HealtHIE Nevada, enabling them to outline clearly to 
our providers the benefits of HIE participation when working with SilverSummit, our 
fellow Nevada MCOs, and other participating providers.  
2 – Continually Promote HealtHIE Nevada Awareness & Benefits 
Through our staff and our public website, we will educate all providers about HealtHIE 
Nevada and the benefits of using the HIE. This information will highlight how providers 
without an EHR system can still benefit by using the HIE. This includes the use of 
HealtHIE Nevada’s DIRECT service for secured data exchange that can work on a 
“lowest common denominator level,” such as e-mail if needed, and the use of HealtHIE 
Nevada’s secure web access, “virtual health record” offering.  
We will include germane and targeted HealtHIE Nevada information for providers in our 
web based Practice Improvement Resource Center (PIRC). The PIRC is a well-
organized, searchable compendium of best practice and vetted documentation, 
communication channels (secure messaging, forums, etc.), multi-media content, and 
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interactive tools to help providers across Clinical, Operational, and Technology 
aspects of their practices.  
3 – Incenting Providers Through Meaningful HIE Applications 
Streamlining the Inpatient Admission Process 
For our providers who participate in HealtHIE Nevada, we will request that they support 
real-time Admission/Discharge/Transfer (ADT) data exchange with SilverSummit 
through the HIE. In return, we will eliminate the need for provider staff to fax and file 
paperwork, return phone calls and perform other manual tasks related to Inpatient (IP) 
admissions, removing a significant administrative burden for these providers.  
From a care coordination perspective, ADT transmissions will allow SilverSummit to be 
automatically notified of a patient visit to the Emergency Room or admission to an 
inpatient facility. This will enable us to immediately contact the member’s PCP or other 
providers, enabling coordination between the PCP and hospital, and affording us the 
opportunity to potentially lower the length of stay or even divert the member from an 
inpatient admission. We have also discussed with HealtHIE Nevada the capability of 
notifying PCPs automatically via HealtHIE Nevada’s use of our member attribution file 
submission to the HIE and plan to use this capability after sufficient testing. 
Automation for Care Gap Closure Collection 
For providers connected to HealtHIE Nevada via their certified EHR system, we will 
send member care gap information from our Centelligence™ Enterprise Data 
Warehouse (EDW) and predictive modeling system to the provider’s EHR system using 
the HHS Office of National Coordinator (ONC) standard Continuity of Care Document 
(CCD) transaction. This transaction allows care gaps to be integrated into the 
Provider’s EHR and improve care at the point of service. Centelligence™ integrates 
data from multiple sources (member and provider data, claims, health screens and 
health risk assessments, and more), and provides actionable population and member 
level information, including member care gaps. By integrating member care gap 
information directly into the provider’s EHR, the care gap can be more effectively 
addressed (e.g. through incorporation of the care gaps into a provider’s appointment 
checklists), allowing the provider to address minor issues before they become major 
conditions, not only leading to a better outcome for the patient, but lower overall health 
service costs. This feature will also enable providers participating in our Value-Based 
Purchasing and other quality- based incentive programs to maximize their potential 
incentive payments.   
We also will encourage our provider partners to send to us (also via CCD transaction) 
HEDIS care gap closure information, negating the need for manual medical chart 
extracts, and resulting in a significant decrease in administrative effort for the provider 
and SilverSummit. 
Using DIRECT for Administrative Simplification 
One of the services we will subscribe to with HealtHIE Nevada is the HIE’s DIRECT 
service. We believe DIRECT is an easy way for any of our Providers to securely 
exchange clinical data with us, instead of fax exchanges. 


Incorporating Our Affiliates HealtHIE Nevada 
In addition to the above, we will make information from our affiliate subcontractors 
available to authorized HealtHIE Nevada participants, expanding the overall utility of 
the HIE by enabling access to behavioral health (where legally compliant), pharmacy 
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utilization, vision service information, etc., to our HealtHIE Nevada participating 
providers. Please see Figure 4.1.13.2 below, which symbolically depicts SilverSummit’s 
planned connection to HealtHIE Nevada. Our key subcontractors are also SilverSummit 
affiliates, and we share the same basic information technology infrastructure, including 
common data and voice networking, e-mail, intranet, data center facilities, business 
continuity assets and processes, etc. Our EDW integrates data from not only 
SilverSummit operations, but from the day to day operations of our affiliates, and this 
information will be available to our HIE participating providers via one connection from 
SilverSummit to HealtHIE Nevada. 
We are particularly very excited about working with HealtHIE Nevada as they proceed 
with plans to connect our key behavioral health providers into the HIE. For more 
information, please see our corresponding responses to this Section 4.1.13 for our 
affiliates Cenpatico, Envolve Pharmacy, Envolve Vision and Envolve PeopleCare. 
 
Figure: MIS Support of HIE Connectivity 


 
4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 


As a new Managed Care Organization (MCO) in Nevada, SilverSummit is currently in the 
process of contracting with HealtHIE Nevada, and we will be a participant (including a 
financial participant) in the HIE before the start of contract operations.  Our Centene 
affiliate health plans connect with HIEs for a variety of applications, and have 
meaningful experience exchanging clinical data through Centene’s Centelligence™ 
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Health Information Exchange (CHIE), an integrated part of our MIS for the secure 
exchange of impactful clinical information. CHIE supports clinical transactions 
including HL7 lab test results, Continuity of Care Documents (CCD), Admission, 
Discharge, Transfer (ADT) data, Emergency Room (ER) notifications, immunization 
history, medical and behavioral health service utilization, pharmacy medication history, 
and other health transactions. We use this data to improve the health of our managed 
care populations while controlling costs in several ways, for example: 


• We use the additional clinical data we receive via the HIE to augment the claims, 
health assessment, care management, and other data we collect, and enable our 
predictive analytics system to enhance the accuracy of care gap and health risk 
alerts that our analytics platform identifies for our members. 


• ADT data allows our care management staff to be notified quickly if our members 
are admitted to the hospital or emergency room, enabling them to coordinate care 
with the member’s PCP and other supporting clinicians. 


• For our hospitals who support sending us ADT information, we waive the need for 
those hospital providers to notify us of IP Admissions via fax and phone, a 
significant administrative cost saving for the provider. 


• We use CCD information to identify HEDIS care gap closures, thus eliminating the 
need for manual medical “chart pulls” – an administrative saving for both our health 
plans as well as our PCPs and PCMH providers. 


• We use the HIE data, along with our own clinical and claims data – to identify and 
eliminate redundant lab tests and other procedures. 


 
4.1.14 FINANCIAL INFORMATION 
4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


SilverSummit has provided the financial information in response to this RFP in Part III – 
Confidential Financial Information response.  
 
4.1.14.1 Dun and Bradstreet Number  


SilverSummit has provided the Dun and Bradstreet number for our parent company.  
Centene Corporation: DUNS: 80-924-5525 
 
4.1.14.2 Federal Tax Identification Number 


SilverSummit Healthplan, Inc.’s Federal Tax Identification Number is: 20-4761189  
 
4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 
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SilverSummit Healthplan, Inc. is a newly formed entity, and, therefore, does not have 
financial statements. We are providing financial statements from our parent company, 
Centene Corporation.    
We have submitted the following audited financial statements for the two most recent 
fiscal years and unaudited financial statements between December 31, 2015 and the 
submission period (current year interim.) These statements include a profit and loss 
statement and balance sheet.  
These attachments are located on flash drives, as permitted by Amendment 2 question 
187,   behind Tab II Financial Information and Documentation located in Part III – 
Confidential Financial Information response:  


•  Attachment 4.1.14.3.A_2016 Centene 10Q 2nd Quarter 
•  Attachment 4.1.14.3.B_ 2016 Centene 10Q 1st Quarter 
•  Attachment 4.1.14.3.C_2015 Centene 10K 
•  Attachment 4.1.14.3.D_2014 Centene 10K 
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4.2 Subcontractor Information  


 


4.0 COMPANY BACKGROUND AND REFERENCES 


4.2 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? 


 


Yes X No  


 
If “Yes”, vendor must: 
4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each proposed 
subcontractor will perform services. 


 


SilverSummit Health Plan, Inc. (SilverSummit) will leverage our parent company’s strong 
suite of fully integrated, wholly owned specialty health care solutions to provide effective 
and accessible care for recipients in Medicaid and Nevada Check Up medical assistance 
programs. We will use the following subcontractors to perform the following services 
identified in the table below: 


 


SilverSummit Affiliated Subcontractors Services to be Performed 


Envolve PeopleCare 24/7 nurse advice line support and disease 
management 


Envolve Pharmacy Solutions Pharmacy benefit management 


Envolve Vision Benefits Vision benefit management services 


Cenpatico Behavioral Health, LLC 
(Cenpatico) 


Behavioral health services  


Centene Management Company Information system, claims processing, SIU/fraud 
and abuse, provider data management, human 
resources support, and finance services and 
support through a Management Agreement 


SilverSummit Unaffiliated Subcontractor Services to be Performed 


National Imaging Associates (NIA) Radiology services: Utilization review of high tech 
imaging services (e.g., CT Scan, MRI, PET Scan) 


 
4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 
A. Describe the relevant contractual arrangements; 


 


Envolve People Care, Envolve Pharmacy Solutions, Envolve Vision Benefits, Cenpatico 
and Centene Management Company are wholly-owned subsidiaries of our parent 
company, Centene Corporation (Centene). Centene’s ownership strategy with affiliated 
subcontractors removes much of the performance risk inherent in subcontracting key 
functions, removes the necessity to rely on external data, and affords us the capability 
for proactive and rapid response.  
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National Imaging Associates (NIA), our unaffiliated subcontractor, has maintained a long-
standing contractual arrangement with Centene and has successfully provided services 
to our members in most of our affiliated health plans. We apply the same level of scrutiny 
to our affiliate subcontractors as we do with external subcontractors through our 
comprehensive Vendor Oversight Program and Risk Assessment Process described 
below. Our subcontractor agreements clearly spell out the provisions needed to ensure 
the successful fulfillment of all contractual obligations, including: 


 Responsibilities of the health plan and the subcontractor, including specified 
delegated activities 


 Regulatory and DHCFP contract requirements 


 Business and regulatory reporting requirements 


 Performance standards of accrediting bodies for specified services 


 Clearly stated performance metrics and guarantees  


 Standards for financial stability 


 Explicit statement of consequences and the corrective action process if the 
subcontractor fails to meet the agreement terms, up to, and including revocation of 
the delegation agreement 


 
B. Describe how the work of any subcontractor(s) will be supervised, channels of communication will be 
maintained and compliance with contract terms assured; and 


 


Subcontractor Supervision 
Vendor Oversight Program. SilverSummit will supervise our subcontractors through the 
adaptation of Centene’s extensive Vendor Oversight Program (VOP). The VOP 
encompasses the following key elements: clear accountability, execution of contract 
terms and agreements, delegation audits, performance monitoring, administration of 
Corrective Action Plans, enforcement of contractual penalties, Joint Oversight 
Committee meetings and coordination of day-to-day business operations.  


 


We will employ a dedicated onsite Manager of Vendor Oversight to oversee the work of 
all subcontractors. In collaboration with SilverSummit compliance staff and business 
leaders, the Manager of Vendor Oversight will monitor the day-to-day operations through 
interactions with the subcontractors which will promote transparency between 
SilverSummit, the subcontractors, members, and providers. In addition, we will form a 
Joint Oversight Committee (JOC) which will monitor all functions delegated to the 
subcontractors and to help facilitate meaningful health plan/subcontractor operational 
efficiencies. The JOC will include SilverSummit’s Director of Quality Improvement, Vice 
President of Compliance, leadership from SilverSummit and applicable Centene 
departments.  


 


If a subcontractor falls outside our monthly performance guidelines, SilverSummit will 
contact the subcontractor to ensure that the subcontractor takes appropriate action. JOC 
meetings include a review of performance dashboards and a summary of complaint 
trends so that any performance or service deficiencies can be addressed and remediated 
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promptly through Cure Notices, Quality Improvement Plans (QIPs) or Corrective Action 
Plans (CAPs), as appropriate.  


 


We will also use the following tools and resources to monitor our subcontractors to 
ensure they meet program requirements: 


 Compliance 360 (C/360). SilverSummit will use our Compliance 360 (C/360) 
governance, risk management and compliance software system to effectively 
administer and monitor contract requirements, including those requirements 
delegated to subcontractors. C/360 enables systematic tracking of compliance 
activities at specific contract requirement level, and we also use C/360 to manage and 
track subcontractor CAPs if a subcontractor fails to meet a program requirements. 
 


 Subcontractor Dashboards. SilverSummit will require our subcontractors to produce 
Subcontractor Dashboards to be used to monitor each subcontractor’s performance 
in categories to include provider calls, enrollment file processing, utilization 
management activity, network adequacy, credentialing, encounter data submissions, 
claims processing and other delegated activities. Subcontractor Dashboards will be 
reviewed in depth during the JOC meetings.  


 


 Subcontractor Audit Process. Centene’s Corporate Compliance Performance Office 
will perform formal audits of SilverSummit’s subcontractors to ensure the 
subcontractor remains fully compliant in the provision of services on behalf of 
SilverSummit. Our VOP incorporates CMS’s approach to creating a subcontractor risk 
assessment methodology where the level of risk determines the format of the audits 
and monitoring. For example, a high-risk subcontractor may warrant a 
comprehensive onsite audit, while a more consistently performing subcontractor may 
complete a questionnaire, a desktop policy review or focused file review to evaluate 
their performance in identified risk areas.  


 
Audits will be performed using tools that incorporates NCQA, CMS, State, and DHCFP 
contractual requirements. Depending on the services delegated, the onsite audits may 
include policies and procedures reviews, in-depth file reviews of delegated services and 
review of the organization’s operations, including interviewing managers, or observing 
live incoming member and provider calls. All subcontractors that pay claims are required 
to submit a Statement on Auditing Standards No. 70 (SAS 70), or similar Service 
Organization Control (SOC) report to demonstrate the organization meets rigorous SAS 
70 requirements. 


 


If issues are found during an audit or routine monitoring, SilverSummit will employ a 
progressive approach to resolution involving early communication of a deficiency related 
to reporting requirements, performance, or other contract noncompliance or service 
issues. We strive to ensure positive results and correction at the earliest possible stage 
using Quality Improvement Plans (QIP) or Corrective Action Plans (CAP).  


 


Subcontractor Training. Subcontractor staff assigned to SilverSummit will be fully 
trained on all programs, policies and procedures, benefits and services, and related 
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State, Federal and contract requirements. This includes all staff trainings on 
SilverSummit, cultural competency, integration and whole person health, compliance, 
privacy and security, and other standard health plan training. Respective business areas 
at SilverSummit will include relevant individuals from each subcontractor in their 
department-specific training efforts, including onsite training as appropriate, 
supplemented with webinars and training materials. This includes new hire training, 
annual training, and upon changes in processes and requirements in their respective 
business areas. 


 


Channels of Communications  
SilverSummit and our affiliate subcontractors operate on the same telephony, claims 
processing and health management platforms and share resources on many levels which 
allows us immediate and fluid access to extensive and coordinated resources to more 
fully and promptly serve members’ needs. Behavioral health staff will be co-located at 
SilverSummit office to facilitate an integrated care approach for members and promote 
communication between members and providers.  


 


In addition, members and providers will be able to have all service questions answered 
by our Member and Provider Service Representatives by calling one phone number. 
Should the question be outside of the scope of the representative’s knowledge, the call 
will be warm transferred to the appropriate person. 


 


The Manager of Vendor Oversight will have consistent scheduled and ad hoc 
communications with subcontractors in order to ensure they are being responsive to 
member and provider needs. SilverSummit is committed to ensuring that members and 
providers receive a seamless experience and the best level of service through a strong, 
collaborative relationship with subcontractors based on clear communication of 
contractual requirements and service level expectations.  


 
C.  Describe your previous experience with subcontractor(s). 


 


Centene has been a national leader in Medicaid managed care for 32 years and has 
enhanced its traditional health plan offerings through innovation and specialty services. 
We have maintained long standing contractual arrangements with the proposed 
subcontractors for SilverSummit. All but one of our subcontractors are wholly owned by 
Centene. All of SilverSummit’s proposed subcontractors have performed for us in 
multiple markets and we are confident in their ability to provide services for DHCFP. 


 


Below are the five wholly-owned proposed affiliated subcontractors that will be providing 
services for SilverSummit. 


 


SilverSummit Affiliated Subcontractors Services to be Performed Year Acquired 
by Centene 
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Cenpatico Behavioral Health, LLC 
(Cenpatico) 


Behavioral health services  2003 


Envolve PeopleCare  
 formerly NurseWise  
 formerly Nurtur 


 
24/7 nurse advice line support 
Disease management  


 
1995 
2007 


Envolve Pharmacy Solutions, Inc. 


 (formerly US Script) 


Pharmacy benefit management 2006 


Envolve Vision Benefits (formerly OptiCare)  Vision benefit management 
services 


2006 


Centene Management Company Internal support services to 
Centene health plans 


1996 


 


National Imaging Associates (NIA), while not a SilverSummit affiliate, provides Radiology 
Services to Medicaid members across the country, and provides these services as a 
subcontractor to Centene affiliated health plans across the country. 


 
4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 
A. Selecting and qualifying appropriate subcontractors for the project/contract; 


 


Selecting and Qualifying Subcontractors 
SilverSummit understands how important it is to confirm the readiness of our 
subcontractors to meet all requirements and ensure the best services for our members. 
SilverSummit will not delegate any work performed under this contract without first 
ensuring the capability and responsibility of the potential subcontracted party. Building 
upon our best practice subcontractor pre-contracting audit process established in other 
states we service, we have developed a Risk Assessment and Vendor Oversight 
Program. This program is modeled after CMS’s stringent guidelines and builds in 
processes whereby both wholly-owned affiliated subcontractors and unaffiliated 
subcontractors are monitored and audited to ensure their ability to perform to expected 
standards.  


 


Pre-contract Audit Program. Subcontractor audits will be conducted by SilverSummit’s 
formally-trained Manager of Vendor Oversight using predetermined assessment tools 
which consider NCQA, CMS, State, and contractual requirements for the health plan. The 
pre-contract audit will consist of reviews of the policies and procedures specific to the 
delegated activities, staffing capabilities and the overall organizational performance 
record. Some of the areas that may be reviewed during the pre-delegation assessment 
include, but are not limited to: 


 Claims payment 


 Provider contracting, network accessibility and availability 


 Provider training, including provider manuals 


 Credentialing and re-credentialing practices  


 Historical call center statistics for member/provider 


 Quality improvement 
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 Encounters  


 Compliance 


 Finance (solvency, P/L) 


 


Pre-contract audits will be requested up to 60 days prior to the execution of an 
agreement with a subcontractor. In the event that a subcontractor is currently contracted 
with Centene and a pre-contract or annual audit was performed within the prior 12 
months, we will use that audit as the pre-contract audit for SilverSummit.  


 


Onsite Review. The onsite review could include a policy review, in-depth file reviews of 
delegated services like utilization management/authorization, credentialing and claim 
files. In addition, the onsite team will review the organization’s operations, interview 
managers or observe live incoming member and provider calls to ensure that the 
subcontractor will be fully compliant in the provision of services on behalf of 
SilverSummit. All subcontractor reviewers participating in an onsite assessment will be 
trained prior to participating in the assessment. Our policy ensures that during the onsite 
assessment, none of the subcontractor reviewers will engage in any outside meetings 
with the subcontractor or bring other day-to-day operational issues or questions to the 
subcontractor so that focus is maintained on the onsite review. All subcontractors that 
pay claims are required to submit a Statement on Auditing Standards No. 70 (SAS 70), or 
similar Service Organization Control (SOC) report to demonstrate the organization meets 
rigorous SAS 70 requirements.  


 


All audit tools and reports are maintained in Compliance 360, our enterprise-wide 
software used to automate and manage our compliance with regulatory requirements. 


 


Subcontractor’s Eligibility Status. Prior to delegating any work performed as part of 
DHCFP’s Managed Care Contract, we will also ensure that the subcontractor has not 
been excluded from participation in any Federal or State health care programs including 
the U.S. Department of Health and Human Services Office of Inspector General (OIG), or 
by DHCFP from participating in the Nevada Medicaid Program or Nevada Check Up for 
fraud or abuse. Our Vendor Oversight Program includes a regular check of these 
databases every 30 calendar days. In addition, during the pre-contract and subsequent 
audits of the subcontractor, we ensure the subcontractor is performing a similar check 
on their employees, subcontractors and provider network. Prior to entering into any 
agreement with a subcontractor, we will also check: 


 The Social Security Administration’s Master Death File  


 The National Plan and Provider Enumeration System (NPPES) 


 The System for Award Management (SAM) 


 The Medicare Exclusion Database (the MED) 


 Any other databases prescribed by the Secretary of DHS 


 


All of our subcontractors are required to complete a Conflict of Interest Disclosure and 
Financial Interest Disclosure Statement. In addition, our Subcontractor agreement 
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includes a requirement that subcontractors immediately report any legal proceedings 
that might occur after the effective date of our Agreement. 


 
B. Ensuring subcontractor compliance with the overall performance objectives for the project;  


 


Monitoring Performance Objectives 
SilverSummit will implement a multi-layer risk management approach to monitoring and 
evaluating our subcontractors’ performance. Our Vendor Oversight Program (VOP) is 
built upon lessons learned and proven practices of other Centene health plans. Cross-
functional teams at SilverSummit and Centene Corporate will monitor subcontractor 
adherence to performance standards and reporting accuracy. Our VOP will have several 
components to promote communication and collaboration and ensure subcontractor 
adherence to agency, State, Federal and NCQA requirements. Key to our oversight model 
is a full-time dedicated Manager of Vendor Oversight who will be located at the 
SilverSummit office.  


 


Accountability through the Subcontractor Agreement. SilverSummit will be ultimately 
accountable for contract performance, whether or not subcontractors are used. No 
subcontract will serve to preclude SilverSummit’s legal responsibility to assure that all 
subcontractor activities conform to the DHCFP contract. Our subcontractors will be 
required to include all required provisions in their network provider contracts as well and 
both monitor and enforce compliance with those provisions. 


 


All SilverSummit subcontractors with delegated services will enter into a written 
agreement that includes, but is not limited to: 


 Responsibilities of the plan and the subcontractor 


 Specific delegated activities, required business and regulatory reporting 
requirements 


 Explicit statement of consequences, corrective action process if the subcontractor 
fails to meet the agreement terms, up to, and including revocation of the delegation 
agreement 


 


SilverSummit’s Vendor Oversight Staff, in collaboration with the SilverSummit 
Compliance, Quality, other business area departments and our Corporate Compliance 
Performance Office, will ensure subcontractors are trained and understand all 
Subcontractor Agreement requirements and tracking subcontractor completion of 
required training, including but not limited to, annual Compliance and Fraud, Waste and 
Abuse training.  


 


SilverSummit will not subcontract any portion of the services to be performed under its 
DHCFP contract without the prior written approval of DHCFP. We shall continue to notify 
DHCFP in advance of our desire to subcontract.  
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Monitoring through a Formal Plan. We will maintain a written Subcontractor Monitoring 
Plan that clearly defines the type and frequency of reporting and other monitoring to be 
carried out throughout the contract period. We will have established specific criteria and 
will report against such criteria to ensure that the our subcontractors properly handle 
their responsibilities. The reports will be submitted to the Manager of Vendor Oversight 
monthly and/or quarterly and will provide information in areas such as:  


 Authorization approvals and denials 


 Call center volume and accessibility 


 Service utilization, claims processing 


 Member or provider inquiries, grievances, appeals, claims disputes, and provider 
complaints 


 


On an ongoing basis, SilverSummit’s Vendor Oversight staff monitors the day-to-day 
operations of our subcontractors. Depending on the delegated activities, our 
subcontractors work with their SilverSummit business counterparts to ensure our 
members receive services as outlined in the subcontractor agreement.  


 


The Manager of Vendor Oversight will conduct Joint Oversight Committee (JOC) 
meetings with the subcontractor and SilverSummit staff to review the overall 
performance of subcontractors and document activities in Compliance 360, Centene’s 
enterprise-wide compliance software program.  JOC meetings will include a focused 
review of performance dashboards, reports, member/provider complaints, upcoming 
business process changes, quality improvement initiatives or other pertinent regulatory 
updates.  Minutes will be recorded and approved at each meeting.   


 


Subsequent to JOC meetings, the Manager of Vendor Oversight will report the status of 
each subcontractor to the Quality Improvement Committee (QIC). On a monthly basis, 
Quality Improvement (QI) staff from both SilverSummit and our corporate Quality team 
will review required reports to ensure compliance with performance standards, and, on a 
quarterly basis, provide performance reports to the QIC for review and recommendations 
as needed.  


 


Monitoring through Shared Technology and Reporting. SilverSummit will use 
Compliance 360, our enterprise-wide governance, risk management, and compliance 
software, to automate and manage compliance with DHCFP contractual requirements. 
Any contract compliance issue identified with a subcontractor is tracked in Compliance 
360 along with progress on CAPs. SilverSummit staff will generate status reports from 
Compliance 360 for quarterly review by the Quality Improvement Committee and Board of 
Directors. We will follow the best practice of affiliate markets and make Compliance 360 
reports available to DHCFP. Through the use of Compliance 360, all parties will have 
immediate access to critical information such as:  


 Vendor Oversight Program descriptions and corresponding policies and procedures 


 Assessment reports 


 Evidence of subcontractor adherence to performance standards (i.e. Subcontractor 
Dashboards) 
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 Minutes from key meetings (i.e. Joint Oversight Committee) 


 Training and education attestations or records 


 Documentation of performance issues and requests to improve 


 Copy of Quality Improvement Plans  


 Copy of Corrective Action Plans 


 


Compliance Oversight. SilverSummit’s Compliance Department will develop, coordinate 
and communicate the structure of the VOP and its related activities and continually 
monitor the program and, with the prior approval of DHCFP, recommend and implement 
improvements to the program based on industry standards and changes in regulatory 
requirements or business needs. SilverSummit’s Compliance Officer will ensure the 
standardized Subcontractor Dashboards are used by all subcontractors to improve 
efficiency.  


 
C. Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 


 


Recognizing the need for continuous quality improvement in the delivery of care to our 
members, SilverSummit will monitor the quality of administrative and service 
deliverables provided to members through our VOP described above including pre-
delegation and annual delegation assessments, ongoing compliance monitoring and 
formal JOC meetings. We will require subcontractors to meet both our standards and 
DHCFP requirements for quality assessment, improvement and reporting. In addition to 
monitoring compliance with operational requirements, the QIC reviews reports of 
subcontractor performance data including all clinical and non-clinical quality indicators, 
utilization trends, focus studies and outcomes of improvement initiatives.  


 


Below are examples of how we track and monitor our subcontractors in their delivery of 
services: 


 


Maintaining Accreditations. SilverSummit will require subcontractors that maintain 
NCQA or URAC accreditation, such as Cenpatico (behavioral health), Envolve People 
Care (nurse advice line and disease management) to fulfill all accreditation requirements 
related to monitoring member satisfaction and provide us relevant reports.  


 


For other subcontractors, SilverSummit will monitor service performance measures and 
grievance trends as well as our member disenrollment surveys. We may also do targeted 
surveys of member satisfaction for specific services, such as radiology and imaging, and 
seek input from our Member Advisory Committee. The Quality Management (QM) staff 
will further assess performance data related to specific enrolled populations. For 
example, we may analyze utilization or quality indicators by eligibility group, racial 
group, geographic region, or disease category (e.g. percentage of members with 
diabetes receiving eye exams through Envolve Vision, our vision services 
subcontractor).  
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Our continuous quality improvement efforts and ongoing dialogue with subcontractors 
leads to programmatic enhancements and improved performance. 


 


Ensuring Appropriate Utilization Levels. SilverSummit will monitor the utilization of 
health care services provided to members by subcontractors. The goal of this process is 
to provide covered services to our members that are medically necessary, appropriate to 
the member's condition, rendered in the appropriate setting and meet professionally 
recognized standards of care. SilverSummit’s agreements with subcontractors will 
require a reliable authorization review process employing evidence-based clinical 
decision support criteria to determine the medical necessity and appropriateness of 
covered services requiring authorization. The criteria must be developed by or based on 
recognized national criteria reflecting accepted clinical practice, along with DHCFP 
program requirements.  


 


The QIC will review trends of subcontractors’ denials, approves their Utilization 
Management Program, Work Plan and Annual UM Program Evaluation, and tracks 
utilization trends to monitor for possible over- or under-utilization of services and take 
action, as appropriate.  


 


Enforcing Performance Requirements. SilverSummit will employ a progressive approach 
which involves early communication of a deficiency related to performance, reporting 
requirements, or other contract noncompliance or service issues. We strive to ensure 
positive results and correction at the earliest possible stage. Our subcontractor 
agreements will outline our ability to enforce performance requirements and will include 
language requiring our subcontractors to self-disclose if they are aware of any areas 
where they are not meeting requirements. We will require monthly and quarterly 
dashboard reports from our subcontractors demonstrating compliance with required 
performance metrics. Through these reports, as well as through routine calls and JOC 
meetings, we will be able identify concerns at an early stage and immediately and clearly 
communicate our concerns and our expectations for how to correct concerns within a 
30-day timeframe. If we do not see a correction of the deficiency within that 30-day 
timeframe, we will implement a Quality Improvement Plan (QIP).  


 


Quality Improvement Plans. SilverSummit’s Manager of Vendor Oversight will review the 
performance issue and will request a QIP, in collaboration with the Corporate 
Compliance Performance Office, which includes: 


 A summary of the performance issue or contract noncompliance that triggered the 
QIP; 


 The expected, measurable result indicating acceptable evidence for completion of the 
QIP; 


 Detailed action plan, including monitoring timeframes to complete activities required 
by the QIP; and 


 Due date for completion of the QIP. 
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In addition to formally providing this request to the subcontractor, this information is 
also communicated to the SilverSummit President, National Contracting and the Quality 
Improvement Director. Upon acceptance of the subcontractors proposed QIP, the QIP 
will be loaded into Compliance 360, which automates and tracks compliance with 
contractual requirements.  Any contract compliance issue identified with a subcontractor 
is tracked in Compliance 360 along with progress on any QIP. SilverSummit staff will 
generate status reports from Compliance 360 for quarterly review by the Compliance 
Committee, Quality Improvement Committee (QIC) and Board of Directors. 


 


Corrective Action Plans. If the QIP requirements are not met by the timeframe required, 
SilverSummit will issue a formal request for a Corrective Action Plan (CAP) to the 
subcontractor. The CAP issued will formally define the standards that were violated or 
the service issue necessitating the creation of the CAP, the expected measurable result, 
a detailed action plan and due date for completion of the CAP. Details of the CAP will be 
captured within Compliance 360 so that progress can be monitored and shared among 
all appropriate parties. In the event of significant and ongoing performance issues or due 
to a request by DHCFP, SilverSummit will bypass the QIP and immediately request a CAP 
from the subcontractor. Ongoing updates will be provided to SilverSummit’s President, 
QIC, Compliance Committee and Board of Directors.  


 


Penalties/Termination of Contract. In most instances, performance deficiencies are 
corrected through our regular communications and detailed plans for performance 
improvement. The Manager of Vendor Oversight will track and document subcontractor 
performance results against required standards, and will discuss the non-performance 
issue with the subcontractor.  All financial penalties or requests to terminate 
Subcontractor Agreements will be reported promptly to DHCFP. In the event of a 
termination, SilverSummit will provide details of the transition plan for the services and 
new subcontractor arrangement. 


 


Adherence to Credentialing/Recredentialing Requirements. SilverSummit will monitor 
subcontractors to ensure those with provider networks are adhering to similar standards 
regarding credentialing and recredentialing of participating providers. Subcontractors 
will be required to review the same elements we review for providers, including, but not 
limited to: exclusion from participation in any federal or state healthcare program; have 
failed to renew license or certification registration; have revoked professional license or 
certification; or have been terminated by U.S. Department of Health and Human Services. 
Consistent with State and Federal requirements, subcontractors will also be required to 
monitor for exclusion by the U.S. Office of the Inspector General (OIG) under Section 
1128 of the Social Security Act, or by DHCFP from participating in the Nevada Medicaid 
Program or Nevada Check Up for Medicaid fraud and abuse; the Social Security 
Administration’s Master Death File; the National Plan and Provider Enumeration System 
(NPPES); the System for Award Management (SAM); and the Medicare Exclusion 
Database (the MED). 


 
D. Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the 
State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such 
payments. 
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Upon request by the State, SilverSummit will provide proof of payment made to the 
specified health plan subcontractor for delegated services.  When such request is 
received, SilverSummit’s Compliance Officer will work with the Accounting team to 
produce the appropriate evidence of payment to the subcontractor for the period 
specified. The Compliance Officer will then deliver the specified content to the State in a 
timely manner and in accordance with all state/federal regulations. 


 
4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


 


Through the years, Centene has enhanced its traditional health plan offerings through 
innovation and specialty services, all with one goal: to transform the health of our 
community, one person at a time. SilverSummit will leverage Centene’s strong suite of 
fully integrated, wholly owned specialty healthcare solutions to provide effective and 
accessible care for recipients in Medicaid and Nevada Check Up medical assistance 
programs.  


 


Centene, through its newly formed subsidiary Envolve, Inc. (“Envolve”) and the Envolve 
family of companies, will deliver pharmacy, vision, life and health management, and 24/7 
nurse advice line support services to help support that transformation. Through the 
Envolve family of companies, Centene and its affiliate health plans, including 
SilverSummit can provide truly integrated and comprehensive healthcare for our 
members. 


 


The tables below list all subcontractors SilverSummit will partner with to deliver services 
in Nevada. Please refer to the following pages for Vendor Information for our Proposed 
Subcontractors in response to section 4.2.1.4. 
 
SilverSummit Affiliated Subcontractors: Envolve Family of Companies* 


Subcontractor Name Legacy Company Name and Services to be Performed 


 


Nurtur provides disease management and health coaching services 
NurseWise provides 24/7 nurse advice line support services 


 
US Script delivers pharmacy benefit management services 


 
Envolve Vision Benefits 


OptiCare Managed Vision delivers vision benefit management 
services 


* Our specialty companies are in the process of implementing this rebranding, but will maintain their accreditations and 
licensure as they move through this process to continue offering integrated health care solutions for Centene affiliate 
health plans, including SilverSummit. 
 
SilverSummit Affiliated Subcontractors: Cenpatico Behavioral Health 


Subcontractor Name 
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Cenpatico provides behavioral health, specialty therapy and 
rehabilitation services 


 
SilverSummit Affiliated Subcontractors: Centene Management Company 


Subcontractor Name 


 


Centene Management Company provides support for information 
system, claims processing, compliance/fraud and abuse support, 
provider data management, human resources, and finance services 
and support through a separate management agreement. 


 
SilverSummit Unaffiliated Subcontractor: National Imaging Associates (NIA) 


Subcontractor Name 


 


NIA provides utilization review of high tech imaging services (e.g., 
CT Scan, MRI, PET Scan) 
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Envolve PeopleCare, Inc. 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Envolve PeopleCare, Inc. (Envolve PeopleCare) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Delaware 


Date of incorporation: 2007 


# of years in business: 20 years 


List of top officers: Chief Executive Officer Dan Cave 


Chief Office of Administrative Services Francis Terway 


Chief Financial Officer George Verrastro  


Chief Science and Product Officer Jeremy Corbett, MD 


Chief of Staff Kate Sullivan 


Vice President of Human Resources Courtney Freeman 


Location of company headquarters: Envolve PeopleCare 


20 Batterson Park Rd. 


Farmington, CT  06032 


Location(s) of the company offices: Austin, TX; Dallas, TX; St. Louis, MO; Irving, TX; Tempe, 
AZ; Farmington, CT; Tucson, AZ; and Atlanta, GA 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Austin, TX; Dallas, TX; St. Louis, M; Irving, TX; Tempe, AZ; 
Farmington, CT; Tucson, AZ; and Atlanta, GA 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


1, the Clinical Director 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


2,617 


Location(s) from which employees 
will be assigned for this project: 


Austin, TX; Dallas, TX; St. Louis, MO; Irving, TX; Tempe, 
AZ; Farmington, CT; Tucson, AZ; and Atlanta, GA 
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4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


 


Envolve PeopleCare is a proposed subcontractor of SilverSummit with whom the State of 
Nevada will execute a contract. As a corporation organized pursuant to the laws of 
another state, Envolve PeopleCare has registered with Nevada as a foreign corporation.  


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


 


Envolve PeopleCare will be appropriately licensed as required by the State of Nevada 
prior to doing business in the State. 


 
Question Response 


Nevada Business License 
Number: 


Envolve PeopleCare does not have a Nevada Business 
License Number at this time but will be appropriately 
licensed as required to operate in the state. 


Legal Entity Name: Envolve PeopleCare, Inc. 
National Provider Identifier (NPI) N/A 
Atypical Provider Identifier  (API) N/A 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


 


 


If “No”, provide explanation. 


N/A 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


 


Envolve PeopleCare has reviewed and verified licensing requirements.  Envolve 
PeopleCare is the proposed subcontractor for SilverSummit.  


   


Yes X No  
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4.2.1.4 Provide Same Information for any proposed  
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Information 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


 


 


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


 
Question Response 


Name of State agency: N/A 
State agency contact name: N/A
Dates when services were 
performed: 


N/A 


Type of duties performed: N/A
Total dollar value of the contract: N/A


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 


N/A 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


 


N/A 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 
 


 


Yes  No X 


Yes  No X 
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Subcontractor as requested in Section 4.1 Vendor 
Information 


 


Not applicable for Envolve PeopleCare, for information on our parent company, please 
see the 4.1.7 vendor response for SilverSummit or subcontractor response for Centene 
Management Company.  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


 
Question Response 


Date of alleged contract failure or breach: N/A
Parties involved: N/A
Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


N/A 


Amount in controversy: N/A
Resolution or current status of the dispute: N/A
If the matter has resulted in a court case: Court Case Number 


N/A N/A 


Status of the litigation: N/A 


 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 
 


 


SilverSummit and Envolve PeopleCare have reviewed all insurance requirements in 
Attachment E, Insurance Schedule, and will be able to provide the insurance 
requirements specified in Attachment E. 


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


 


SilverSummit and Envolve PeopleCare do not have any exceptions and/or assumptions 
to the insurance requirements. 


 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


 


Envolve PeopleCare is the proposed subcontractor for SilverSummit.  The Certificate of 
Insurance will go through the primary vendor SilverSummit. 


   


Yes X No  
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4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


 


Envolve PeopleCare is more than qualified to provide SilverSummit’s 24/7 Nurse Advice 
Line and administer disease management programs.  We offer simplified, integrated 
health and well-being solutions that are dedicated to upending unhealthy behaviors and 
motivating individuals to reach their health goals. 


 


Nurse Advice Line  
Envolve PeopleCare’s nurse advice line, formerly known as NurseWise, has provided 
medical and behavioral health triage, member service/administrative support, as well as 
health needs assessment support for Medicaid members and after-hours member 
services since 1995. These programs include a variety of calling services such as after-
hours support for physician offices, health education, health risk screenings, medical 
triage, provider education, HEDIS support, and behavioral health crisis intervention.  Our 
major expertise is in provision of telephone triage and outreach for Medicaid recipients, 
where we support 21 Medicaid health plans.  


 


We provide medical advice via phone in partnership with our affiliated managed care 
health plans.  This includes the following: 


 


In 2011, we received a Silver Crown Award honorable mention from Dorland Health for 
our Outreach Improvement Program with a Medicaid ABD Population.  Dorland 
celebrates the top professional in senior care. 


 


We work to guide, educate, and empower those we serve.  Being a URAC-accredited 
health call center (under the name NurseWise), we use quality assurance measurements 
and increase access to health care while decreasing overall costs.  We have RNs and 
Customer Care Professionals (CCPs) who are bilingual in English and Spanish, but also 
have access to live call translation services able to support 220 languages.  Equally 
important, we make certain that we train to the culture of those we care for – not just the 
language. 


 


Our established, brick-and-mortar, multisite call centers guarantee service continuity, 
24/7/365.  Since 1995, we have provided our clients with uninterrupted service.  


 Medicaid (TANF, CHIP, Medicaid Expansion, ABD - Medicaid only and Dually Eligible, 
Foster Care, I/DD, Long Term Services and Supports)  


 Medicare - Dual Special Needs Plans 


 Qualified Health Plan 
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During member interaction, the PeopleCare team: 


 


 


The success of the PeopleCare programs is demonstrated by the following recognitions: 


 
Year Award Category Award Description 


2015 Nurse Call Center: EMS 
Support Program 


Finalist in three categories 
 Managed Care: Behavioral Health-Providing Whole-


Person Support 
 Transitional Care Coordination 
 Care-After A Crisis 


2015 Nurse Call Center: EMS 
Support Program 


Finalist in three categories 
 Managed Care: Behavioral Health-Providing Whole-


Person Support, Transitional Care Coordination and 
Care-After A Crisis Transitional Care Coordination 


 Case Management Specialty: Medicaid Case 
Management – Achieving Adherence in Hepatitis C 
Therapies through NurseWise’s Script Assist® 
Medication Adherence Program 


 Managed Care: Disease Management/Population 
Health - Improving Health Risk Assessment 
Collaboration-Results in a Medicaid Population 


2014 Case Management Specialty 
Programs: Pediatric Case 
Management 


Finalist in two categories 
 Case Management in Managed Care: Nurse Call 


Center Transitional Care Coordination 
 Case Management in Managed Care: Utilization 


Management 


 


 Accurately identifies members’ needs to ensure they 
are directed to the appropriate level of care for their 
situation  


 Offers around-the-clock access to a highly-skilled 
triage clinical team 


 Uses nationally recognized algorithms to provide the 
best course of action 


 Supports patients through a Clinical Care Center team 
comprised of more than 60% bilingual English-
Spanish staff  


 Provides simple and useful advice about medications, 
procedures, screenings, health conditions, or any 
other health-related topics 


 Listens and comforts members in a culturally and 
linguistically sensitive manner 


 Empowers members to make confident and 
appropriate decisions about their care and  
treatment 


PeopleCare Results… 
 
A recent survey showed more 
than 91% of all callers 
followed the nurses' advice 
and accessed a more 
appropriate level of care 
rather than following their 
first inclination to visit the 
ER. This redirection results in 
significant cost reductions 
for clients, as well as more 
appropriate care for patients. 
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Disease Management Programs  
Envolve PeopleCare, formerly known as Nurtur, has extensive experience in 
administering Disease Management (DM) programs for vulnerable populations.  
Approximately 3.7 million people have access to these services.  For approximately 20 
years, Envolve PeopleCare has offered best-in-class programs for such conditions as 
coronary artery disease, congestive heart failure, diabetes, asthma, chronic obstructive 
pulmonary disease (COPD), smoking cessation, hypertension, and hyperlipidemia, as 
well as innovative telemonitoring services.  We are distinguished from our competitors in 
the richness and depth of our patient-centered health-coaching model and ability to 
integrate with Care Managers to provide optimal health management for each member 
throughout the entire continuum of care.  Envolve PeopleCare, as Nurtur, holds NCQA 
and URAC accreditations for its programs.  In 2014, our disease management programs 
provided over $62 million in cost savings to our state clients through our programs.  Our 
programs provided over $33 million in cost savings combined for our diabetes disease 
management program and over $26 million in savings combined for our Asthma disease 
management programs for adults and children.  


 


Chronic Condition Management Approaches. 


Our methods of disease-management program analysis were awarded the first ever 
Population Health Impact Institute's (PHII) prestigious H-TAP accreditation for 
transparency and statistical validity.  PHII is an independent, third-party nonprofit 
organization dedicated to promoting transparency and accuracy in health care reporting.  
Envolve PeopleCare’s methodology is sufficiently flexible to allow for several industry-
standard parameters based on each client’s preferences as long as those parameters 
follow the guidelines established by the Population Health Alliance (formerly Continuum 
of Care Alliance). 


 


Our multitude of awards and accreditations below speak to this commitment to quality: 


 NCQA accreditation for asthma, chronic obstructive pulmonary disease (COPD), 
coronary artery disease (CAD), diabetes, and heart failure programs. 


 URAC accreditation for asthma, COPD, CAD, diabetes, and heart failure programs. 


 Received the Population Health Impact Institute’s Methods Evaluation Process (MEP) 
accreditation, which denotes data measurement transparency and an efficient 
continuous quality improvement process. 


 2012 National "Outreach Award" for our diabetes program from Medicaid HealthPlans 
of America Center for Best Practice for innovative program using creative 
communication tools to help members control blood glucose levels, comply with 
recommended screenings, promote healthy eating habits, and encourage regular 
physical activity.  


 Case In Point Platinum award for Nurtur’s Asthma Program.  Awarded as a Top 
Population Health/Disease Management Program for 2012. 
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4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


 


Envolve PeopleCare is the proposed Nurse Advice line and disease management 
subcontractor for SilverSummit.  Envolve PeopleCare is not a Health Maintenance 
Organization. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


Envolve PeopleCare has provided nurse line triage services as NurseWise, a national 
nurse advice and health education provider since 1995.  We have been providing nurse 
advice line services continuously since that time, plus disease and population health 
management services as Nurtur since 1994.  Our outreach program includes a variety of 
calling services such as after-hours support for physician offices, health education, 
health risk screenings, medical triage, provider education and HEDIS support.  Envolve 
PeopleCare serves 5.1 million Medicaid members including TANF, CHIP, Medicaid 
Expansion, Foster Care, ABD (Medicaid only and Dual Eligible), Qualified Health Plan, 
and Medicare members in urban and rural settings. 


 
4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


 


For over 20 years, Envolve PeopleCare has offered simplified, integrated health and well-
being solutions that are dedicated to upending unhealthy behaviors and motivating 
individuals to reach their health goals.  We serve membership in government-sponsored 
health programs, providers, employers/private business, and provider groups.  Envolve 
PeopleCare provides nurse triage support, health coaching, health risk screenings, plus 
health, wellness, and disease guidance programs which focuses on individual health 
management through education and empowerment. 


 
4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


 


In 1995, NurseWise began offering services to help members achieve better health 
outcomes.  In 1994, Nurtur was founded.  Our specialties have evolved over the years 
and include wellness programs, health coaching, health risk assessments, disease 
management, behavior change, work-life resources, population health management, and 
care gap closure services.  NurseWise and Nurtur became Envolve PeopleCare in 
January 2016 as part of a rebranding strategy for Centene’s family of specialty 
companies. 
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Envolve PeopleCare is a wholly owned subsidiary of Centene Corporation (Centene).  
Centene is headquartered in St. Louis, Missouri, and is a publicly traded corporation. 


 


The principals of Envolve PeopleCare include: 


 Dan Cave, Chief Executive Officer  


 Francis Terway, Chief Office of Administrative Services 


 George Verrastro, Chief Financial Officer   


 Jeremy Corbett, MD, Chief Science and Product Officer  


 Kate Sullivan, Chief of Staff  


 Courtney Freeman, Vice President of Human Resources 


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


 


Envolve PeopleCare is a resident of Connecticut and is a wholly owned subsidiary of 
Centene.  Our affiliate, SilverSummit, is a Nevada-based company established for the 
sole purpose of providing Medicaid managed care services through the Nevada Medicaid 
and Nevada Check Up programs. 


 
4.1.11.4 The location of disaster recovery back-up site. 


 


Envolve People Care’s parent organization, Centene owns and operates two enterprise 
state-of-the-art datacenters that support and securely house all core applications and 
data.  The primary datacenter is located in St. Charles County, Missouri, and the disaster 
recovery back-up site is located in Sacramento County, California.  The two datacenter 
facilities are highly scalable and hardened to withstand natural disasters with a seismic 
importance factor of 1.5 in the event of an earthquake (both datacenters are located 
outside of earthquake zones according to the U.S. Geographical Survey) and the ability 
to withstand tornadic winds of up to 165 MPH.  The primary and back-up datacenter 
operate in a “hot backup” contingency mode for essential business functions.  


 


Corporate IT Datacenter Disaster Recovery Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter.  As 
part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise.  The last Disaster Recovery Exercise was 
conducted successfully in May 2016.  Validation of recovered applications assured 
Centene IT staff that our MIS could deliver our systems in an emergency and validated 
confidence in the capability of our back-up datacenter.  In addition to the Disaster 
Recovery Exercise, we also perform multiple mock scenario specific tests throughout the 
year, including testing the actual restoration of our IT operations, systems, and data 
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recovery, as well as our ability to restore local operations.  We will conduct similar mock 
scenarios for our Silver Summit locations in Clark and Washoe Counties. 


 
4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


 


The vendor, SilverSummit has provided this information as part of their response.  
SilverSummit’s contact at Envolve PeopleCare is: 


Jeremy Riddle 


12515-8 Research Blvd., Suite # 400 


Austin, TX 78759 


512-406-7280 


Jeremy.Riddle@EnvolveHealth.com 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 


Envolve PeopleCare employs 2,617 team members.  As a subsidiary of Centene 
Corporation, Envolve PeopleCare reports assets and revenue as part of Centene’s annual 
financial statements. Please refer to SilverSummit Attachments Att.4.1.14.3.A_2016 
Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st Quarter, 
Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in Confidential 
Financial Information. 


 
4.1.11.7 The organizational chart of your senior management by function including key personnel. 


 


Please refer to figure 4.1.11.7 for Envolve PeopleCare’s organizational chart of senior 
management by function. 


 


Figure 4.1.11.7 
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4.1.11.8 The areas of specialization. 


 


Envolve PeopleCare leverages our resources to address the wellbeing of the whole 
person.  And that is what our name reflects: We are in the “PeopleCare” business, not 
just the healthcare business.  Our broad array of services, including nurse advice line 
and disease management coaching, meet and exceed industry standards.  We are 
dedicated to upending unhealthy behaviors and empowering individuals to make the 
best health care decisions possible. 


 
4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


 


Envolve People Care’s main product/service lines is government-sponsored healthcare 
programs. Specially, we provide nurse advice line and disease management health 
coaching services for Medicaid recipients in 21 states; Medicare recipients in 9 states; 
provide services to recipients participating in 15 states’ exchanges; and offer services 
for correctional healthcare in 8 states.  As a subsidiary of Centene Corporation, Envolve 
PeopleCare reports assets and revenue as part of Centene’s annual financial statements. 
Please refer to SilverSummit Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, 
Att.4.1.14.3.B_ 2016 Centene 10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and 
Att.4.1.14.3.D_2014 Centene 10K in Confidential Financial Information. 


 
4.1.11.10 The corporate philosophy and mission statement. 


 


Centene and its subsidiaries, including SilverSummit and Envolve PeopleCare, share the 
same corporate philosophy and mission statement which follows: 
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4.1.11.11 A description of any plans for future growth and development of your organization. 


 


Envolve PeopleCare’s plans for future growth include enhancements to our coaching 
modalities.  We are in the process of creating a behavior change engine that identifies 
population segments ready to change specific behavior(s).  The engine will identify the 
modalities most likely to engage the member and the modality strategies and 
interventions most likely to support and achieve behavior change.   


 


The engine will be based on the latest science and created in collaboration with our 
academic partners.  The output of the engine will be an individualized and tailored 
approach to the member most likely to change and sustain behavior change.      


 


We are currently piloting a new telemonitoring device for asthma using an FDA-approved 
sensor that snaps onto most inhalers to track an asthmatic member's symptoms and 
medication adherence.  This real-time data may expose overuse of rescue medication 
and/or underutilization of controller medication.  Together with health coaching, this pilot 
can promote behavior change and improved member self-management of their asthma.  


 


Additional new enhancements to Envolve PeopleCare’s (DM, wellness) programs for the 
next 12 months include: 


 Mobile integration for HRA completion 


 Mobile texting for health coaching 


 Expanded online options, such as text messaging and e-fulfillment of education 
materials through our web portal 


 Seamless integration of online health lessons, and valuable health/wellness 
resources to encourage lasting behavior change 


 Pediatric obesity pilot will be launched to clients 


 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 


As Centene has expanded their government sponsored health care programs, 
PeopleCare has grown.  In addition, we have expanded to new populations in existing 
states and added correctional business.   


 


Because we are integrated with our health plan partners and have years of experience 
working side by side, we have developed an experienced implementation process and 
team. Since our inception, we have implemented programs in over 90 markets and 
currently serve over 5.1 million members.   
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During implementation, a designated project manager will use proven project 
management methodologies that have been formed by the Project Management Body of 
Knowledge, ISO 9001, as well as our own implementation experience to develop an 
implementation strategy.  Though our process has been standardized to ensure quality, 
reduce risk, and to optimize efficiency, we modify the process as appropriate to 
accommodate our health plan affiliates preferences and state requirements within the 
scope of services. 


 


Our implementation process includes elements such as: 


 Reviews of data and project materials  


 Identification of contingencies 


 Development of a meeting schedule  


 Pre- and post-service touch points 


 Weekly conference call schedule 


 Call scripting 


 Reporting requirements including distribution, method, and timing 


 Training materials and training schedule  


 Quality specifications and benchmarks 


 Test call schedule 
 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


Envolve PeopleCare has been providing Nurse Advice Line support since 1995, as 
Nursewise, and Disease Management Program administration since 1994 as Nurtur.  
Envolve PeopleCare offers simplified, integrated health and well-being solutions that are 
dedicated to upending unhealthy behaviors and motivating individuals to reach their 
health goals. 


 


Envolve PeopleCare’s nurse advice line, formerly known as NurseWise, has provided 
medical and behavioral health triage, member service/administrative support, as well as 
health needs assessment support for Medicaid members and after-hours member 
services.  These programs include a variety of calling services such as after-hours 
support for physician offices, health education, health risk screenings, medical triage, 
provider education, HEDIS support, and behavioral health crisis intervention.  Our major 
expertise is in provision of telephone triage and outreach for Medicaid recipients, where 
we support 20 Medicaid HealthPlans.  


 


Envolve PeopleCare, as Nurtur, has offered best-in-class programs for such conditions 
as coronary artery disease, congestive heart failure, diabetes, asthma, chronic 
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obstructive pulmonary disease (COPD), smoking cessation, hypertension, and 
hyperlipidemia, as well as innovative telemonitoring services.   


 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 


Envolve PeopleCare’s core business is working with our affiliated health plans to 
support their government health care contracts.   


 
A. Managing a network of Medicaid Providers; 


 


As the proposed subcontractor for Nurse Advice Line services and Disease Management 
Health Coaching, Envolve PeopleCare does not manage a provider network. 


 
B. Managed care programs for Medicaid recipients; 


 


Envolve PeopleCare provides disease management and nurse advice line managed care 
services to provides Medicaid membership in all aid categories, including Temporary 
Assistance for Needy Families (TANF), the Children’s Health Insurance Program (CHIP), 
Aged, Blind and Disabled (ABD), Foster Care, Long Term Services and Supports (LTSS). 


 


We currently serve similar Medicaid populations to those covered by SilverSummit’s 
program in Arizona, California, Florida, Kansas, Mississippi, New Hampshire, Ohio, 
Oregon, South Carolina, Washington, Wisconsin and Texas.    We have tailored our 
approach to service delivery to maximize effectiveness, efficiency and accountability.   


 
C. Managing and improving health outcomes for program recipients; 


 


Improving health outcomes through Disease Management 
Envolve PeopleCare will bring NCQA- and URAC-accredited DM programs as part of our 
integrated care management approach.  Disease management is a system of coordinated 
health care interventions and communications for defined patient populations with 
conditions where self-care efforts, care gap intervention, and improved coordination of 
care can be implemented.  Disease management empowers individuals and their health 
care providers to manage their diseases and prevent exacerbations.   Utilizing an 
accredited program evaluation methodology across the population of recipients served 
by Envolve PeopleCare, the following program results listed in the table below were 
observed for a two-year period: 


 


DM Program Improved Health Outcomes and Treatment Compliance 
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Adults With Asthma When compared with their propensity score-matched non-
participant control group, adults with asthma who participated in our 
DM programs had the following outcomes: 
 12.5% lower rate of asthma-related emergency room visits and 


an even more extraordinary 17.2% lower rate of asthma-related 
hospital admissions 


 12.4% more frequent pulmonary function testing 
 7.5% higher rate of influenza vaccination 


 
Adults With Diabetes When evaluating adults with diabetes who participated in our DM 


programs relative to their matched control cohort, it was found they: 
 had 26.0% fewer diabetes-related hospital admissions and 23.4% 


fewer diabetes complication-related admissions 
 received influenza-protective vaccination at a 21.9% higher rate 
 received A1C testing 11.1% more often  
 received blood lipid screening 5.0% more often 
 received dilated eye exams 9.6% more often 
 had microalbuminuria testing 10.0% more often 


Individuals With Heart 
Failure 


 Compared to matched control counterparts, individuals with 
heart failure who participated in the DM program 


 were admitted to the hospital for heart failure-related care 
episodes 18% less frequently 


 required hospital emergency room services for the heart failure 
condition 7.1% less frequently 


 received lipid panel screenings 7% more often 
 


Nurse Advice Line Reduces ER Utilization 
Our Nurse Advice Line services meet the highest 
standards of care, ensuring that callers receive 
appropriate care at the time they need it from 
licensed clinical professionals.  Our 100% live-
answer, single-call resolution service model 
reduces medical costs by helping our members 
determine the appropriate level of care- whether 
that may be the emergency room or the local urgent 
care center.  


 


When members call our Nurse Advice Line, they will 
speak with an experienced representative who has the ability to quickly identify their 
needs, simplify complex information and situations, and provide them with sound advice 
in clear language and a calming demeanor.  We follow our best-practice call-flow model, 
through which inbound calls are answered by a Customer Care Professional (CCP), who 
takes the demographic information of the caller, confirms eligibility, screens for the 
purpose of the call and identifies any emergent health concerns.  Our CCPs and Lifestyle 
Management Coaches are trained in interviewing skills, active listening, and cultural 
sensitivity as well as in the identification of medical emergencies.  If the call is urgent in 


Cost Savings 


We deliver cost savings—even 
to those who previously 


managed nurse advice line 
services internally.  In fact, one 
of our clients realized savings 
of $352,892 by relying on us! 
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nature, a warm transfer is made to one of our licensed Registered Nurses for immediate 
triage.  


 


Since its founding, Envolve PeopleCare has achieved proven results, which positively 
impacts patient behavior.  As a 24/7/365 nurse advice line/demand management service 
(staffed by licensed RNs), it is able to accurately identify individuals' needs and triage 
them to the appropriate level of care for their situation - whether it be providing home 
care guidance, setting an appointment with a primary care provider, or recommending a 
visit to Urgent Care or the Emergency Room (ER).  


 


During a recent survey, more than 91% of all callers followed the nurses' advice and 
accessed a more appropriate level of care rather than following their first inclination to 
visit the ER.  This redirection results in significant cost reductions for clients, as well as 
more appropriate care for patients.  


 


Through its patient-centric service model, Envolve PeopleCare live-answers each and 
every call, focusing on the assessment and disposition of symptom-based calls.  
Envolve PeopleCare believes improved access to care and health information, as well as 
patient empowerment, can facilitate better health outcomes and reduce ER utilization.  
 
D. Administering Medicaid utilization and case management programs; 


 


As the proposed subcontractor for Nurse Advice Line services and Disease Management 
Health Coaching, Envolve PeopleCare does not administer utilization or case 
management programs.  We do, however, integrate with our affiliated health plan case 
managers.  We have data exchange experience with all types of external vendors 
including data warehouse vendors, benefit administrators, medical vendors, pharmacy 
benefits managers, health plan UM and CM programs, disease management vendors, 
employee assistance program, short-term disability / family medical leave vendors and 
long-term disability vendors. Our commitment to seamless integration ensures that 
SilverSummit will have a capable and flexible partner who can integrate with a number of 
vendors, including case managers. 


 
E. Medicaid claims processing and adjudication; 


 


As the proposed subcontractor for Nurse Advice Line services and Disease Management 
Health Coaching, Envolve PeopleCare does not process claims. 


 
F. Project management; and 


 


Management Approach  
Our approach to project management begins by understanding the needs and goals of 
our projects, and its goals and working to support our clients to achieve program 
success.  Envolve PeopleCare partners with health plans to fully understand the current 
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programs offered.  With this base, we will offer data and tailored offerings to leverage 
successes and implement solutions where there are improvement opportunities.  This 
will be accomplished through regular meetings including those between the health plan 
and Envolve’s Project Team. 
 
The Project Team will be responsible for collaboratively developing and overseeing all 
deliverables associated with satisfying all general, project management, utilization and 
health management, staffing model, reporting, and technical contract requirements.  
 


 
 
To ensure we effectively implement the contract as required, the Project Team follows a 
project management and accountability approach highlighted by: 
 


1. Monitoring actual project accomplishments against expected results: Through 
internal and health plan defined reporting, we partner with health plans to review 
and discuss data. 


2. Providing global visibility throughout the contract with data and performance 
measures to guide actions.   


3. Coordinating with health plan stakeholders to understand current programs and 
regional challenges. 


4. Facilitating partnership and transparency with health plans in support of program 
goals. 


 
Project Methodology  
Our project lifecycle methodology provides a solid framework for managing new 
business and ongoing operations according to a defined set of proprietary standards. 
Projects and operational performance are managed consistently by:  


 
Implementation Case Studies  


Monitor actual project 
accomplishments 
against expected 


results


Ensure coordination 
among stakeholders 
to achieve overall 
project results


Ensure coordination among 
the implementation 


stakeholders to achieve 
overall project results


Facilitate partnership and 
transparency with 


SilverSummit Agency in 
support of their Medicaid 


program goals


 Applying standards and metrics to implementation phases and operational functional 
areas 


 Assigning key milestones, deliverables, and operational metrics to each contract 
deliverable with specific ownership  


 Regular monitoring internally, by phase and by function, to key stakeholders 
partnering to modify as needed to achieve desired results 


 Assignment of owners to action items for identified risks to ensure mitigation and 
resolution 
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60-Day State Program Implementation Successes.  We have very successfully 
implemented several recent state programs in under 60 days.  For example, for the State 
of Montana, we implemented the state’s “NurseFirst” nurse advice line program from 
inception to “go-live” in less than 60 days.  In the State of Louisiana, we implemented the 
state’s “Louisiana Smoking Cessation Trust” in just 30 days.  This implementation called 
for an Envolve affiliate plan to open an entire dedicated office in the state and to staff it 
effectively to handle the state’s trust-based quit program for all eligible Louisiana 
members.  In the State of Texas, for NorthWest Texas Health System (NWTHS), which is 
owned and operated by a subsidiary of Universal Health Services, Inc. (UHS), a King of 
Prussia, PA-based company and one of the largest healthcare management companies in 
the nation, we also implemented nurse advice line services in less than 60 days.  Here, as 
with all implementations, staffing, training, operations testing, telephony testing, and 
eligibility file feed/data transfer were critical components in ensuring smooth program 
transitions, and in all cases we partnered well with external vendors, stakeholders and 
the three states to meet all implementation deliverables successfully.   


 
G. Qualifications of key personnel. 


 


Dan Cave, CEO, Envolve PeopleCare  


With nearly 30 years of experience in the health care industry, Dan is a visionary.  He has 
seen its evolution from the rise of managed care organizations and HMOs to the 
emergence of health care consumerism to the ongoing debate about health care reform.  
Dan looks beyond the horizon to understand what is happening in the marketplace and 
anticipates future trends.    


 


Under his leadership, Envolve PeopleCare is developing and delivering life and health 
management programs to help individuals transform their lives and achieve their 
maximum human potential.  His deep knowledge, keen perspective, passionate 
commitment and humble nature enable him to put complex issues in a common sense 
context which continues to inspire Envolve PeopleCare employees, clients, and 
members alike.  


 


Prior to Envolve PeopleCare, Dan held positions as COO of Cardium Health Services, 
COO of CIGNA Pharmacy Management, and President of Specialty Health for Prudential 
HealthCare.  Earlier in his career, he held a variety of senior executive roles with The 
Travelers and founded one of the country’s first disease management firms, COM, Inc., in 
New York City.  In all of these roles, Dan was responsible for providing strategic 
leadership and direction for multiple business segments, operational divisions, provider 
networks, and hundreds of employees. 


 


George Verrastro, Chief Financial Officer, Envolve PeopleCare  


Since joining the Centene family of specialty companies in 1995, George has held 
various positions including Vice President of Finance and Director of Financial Analysis. 
Prior to his work with Centene, George worked for 13 years for the State of Connecticut, 
including as a Principal Cost Analyst with the Department of Social Services (DSS).  
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George, a Certified Public Accountant, obtained his bachelor’s degree in Accounting 
from Assumption College and is a member of the American Institute of Certified Public 
Accountants (AICPA). 


 


Agnes Ponce, Senior Vice President, Service Operations, Envolve PeopleCare 


Agnes has 15 plus years of experience with process improvement programs, plus 10 
years of longevity with the Centene family of companies.  Her background has included 
insurance enrollment, claim authorization / payment systems, and compliance with 
contractual requirements.  Agnes will be a key contact in the management of the State of 
Nevada’s business.  Her attention to detail in operations will bring you a sense of 
confidence, knowing that everything is being addressed. 


 


She develops and manages annual operating plans.  She will work toward the State of 
Nevada’s goals for health care.  She continues to identify and implement process 
improvements for the benefit of members and state agencies. 


 


Dr. Robert LoNigro, Chief Clinical Officer, Envolve PeopleCare 


With 23 years of experience, Dr. LoNigro has a wide variety of expertise.  This includes 
the integration of physical and behavioral health, the management of Patient Centered 
Medical Homes and the reduction of administrative / medical costs.   


 


He has specialized in behavioral health, disease and lifestyle management, nurse advice 
line, and digital health.  In addition to his medical knowledge as a chief clinical officer, he 
also understands how health care IT solutions can support both clinical and 
administrative functions.  He worked in this highly specialized field for three years.  In 
regard to certifications, he has a lifetime board certification with the American Board of 
Internal Medicine since 1989. 


 


Additional Staff Qualifications 
In addition to having highly qualified key personnel, we can assure all of our staff 
qualifications meet and/or exceed industry standards. For example:  
 


American Academy of Ambulatory Care Nursing (AAACN) Certification  


Envolve PeopleCare’s nurse advice line has embarked on an initiative to have 100% of 
our RNs certified by the American Academy of Ambulatory Care Nursing (AAACN).  The 
AAACN is the premier nursing organization for RNs in ambulatory care settings and is 
devoted to advancing the art and science of ambulatory care nursing.  As part of AAACN, 
we have access to formal education programs specific to telehealth nursing that extend 
the extensive training we offer within our own company.  To date, more than 68% of 
tenured staff (> 1 year) have achieved this goal. 


 


Licensure and certification  
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Envolve PeopleCare strictly endorses maintenance of licensure and certification via 
management practices that support oversight of licensure and a dedicated Licensure 
Specialist position.  RNs complete continuing education requirements to maintain and 
renew their licenses.  We also provide staff with access to CEUProfessor.com to 
maintain continuing education requirements.  Our RNs are encouraged to seek 
certification in their specialty area, including ambulatory care nursing, with costs eligible 
for financial reimbursement by Envolve PeopleCare. 


 
4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


 


Pay-For-Performance Collaboration 
We are currently participating in the value-based Pay-For-Performance (P4P) model 
developed by Integrated HealthCare Association (IHA), in conjunction with local plans, 
provider organizations, and state regulators.  This program uses a robust recognition 
and rewards structure that support the tenants of the Triple Aim: improving health 
outcomes, reducing the per capita cost of care, and improving member experience. 
Provider groups participating in the P4P program can receive financial incentives for 
improving quality outcomes, member satisfaction, and making investments, in systems 
of care.  Provider measurement scores are determined through the clinical P4P 
measurement and analysis methods.  The P4P metrics cover various aspects of health 
care delivery: clinical quality and safety, efficiency, patient experience, and health 
information technology adoption.  In 2015, we paid out $2.5 million in incentive payments 
through this program. 


 


Targeted Incentive Programs Examples  
 Encounter Data Quality Incentive Program (EQIP) - In 2014, we offered a statewide 


incentive for all PPGs with Medicaid Expansion (MCE) membership.  The program 
measured data volume and completeness for all State Health Program (SHP) 
encounters and rewarded providers for improving performance on select HEDIS 
measures and the submission of the associated encounters.  The incentives paid 
were based on meeting defined volume thresholds, and the provider’s performance 
relative to their peers.  We paid $13M for this program; 68% of provider groups 
received a bonus, and overall encounters improved by 8%. 


 
 Recognition for Quality Performance (RFQP) Program - The RFQP is an ongoing 


financial incentive program that recognizes and rewards providers for providing Child 
Health and Disability Prevention (CHDP)-eligible services in Los Angeles, Stanislaus, 
and Kern Counties.  CHDP is a preventive, well-child screening program for low-
income children under age 21.  CHDP screenings must be reported on the PM 160 
Information Only (INF) form to Envolve PeopleCare.  On a quarterly basis, Envolve 
PeopleCare pays providers $35 for every complete and accurate PM 160 INF form 
submitted electronically. 
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 The 2016 Perinatal Notification Incentive Program (PNIP) - The PNIP is a financial 
incentive program that recognizes and rewards participating Medi-Cal providers for 
ensuring timely access to care for pregnant and postpartum women.  Primary care 
physicians (PCPs), obstetricians and gynecologists (OB/GYNs), and other prenatal 
care specialists have the opportunity to earn two separate incentive payments of $50 
for each complete and accurate Envolve PeopleCare Initial Prenatal Visit and 
Pregnancy Notification Form and Postpartum Care Notification Form, equaling $100 
per pregnant member.  Initial prenatal care should occur within the first trimester or 
within 42 days of the pregnant member’s enrollment.  Postpartum care should occur 
on or between 21 and 56 days after delivery.  Incentive payments are made on a 
quarterly basis for completed forms only.  This incentive program is designed to 
improve HEDIS scores for Timeliness of Prenatal Care (PPC) and Postpartum Care 
(PPC). 


 
4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


 


Translating Research into the Real World  
The Envolve Center for Health Behavior Change is a unique collaboration between 
academic researchers at Washington University and Duke University, in conjunction with 
industry leaders at Envolve PeopleCare and Centene. Together, we will implement and 
evaluate evidence-based strategies to uncover best practices that move consumers from 
merely absorbing information to taking action for change. With a team of nationally 
known researchers, the Envolve Center serves as a model program for translating 
behavioral healthcare research, training, and education into real-world applications that 
are viable, effective, and life changing.  


 


Initially the Center’s research agenda is focusing on the following: 


Using Insights of Behavioral Economics to Promote Health Behavior Change.  
Now that the healthcare industry is focusing on preventing health problems rather than 
reacting to them, studying behavioral economics has become more important than ever. 
And our work at the Envolve Center for Health Behavior Change will put us at the 
forefront of the research.  To begin our study in this area, we will retrospectively analyze 
health-coaching calls with members enrolled in our Healthy Solutions for Life diabetes 
coaching program.  This analysis will pinpoint new opportunities for applying behavioral 
economics theories to this program, as well as to other programs in the future. 


 


We will be looking to help our members improve and sustain healthy behaviors by: 


 Using insights of behavioral economics to promote health behavior change 


 Tailoring communications for improved outcomes 


 Designing and implementing an inter-generational lifestyle change program for 
parents and their children 


 


295







Envolve PeopleCare, Inc. 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


  


By improving and designing programs based on this research, we will be better equipped 
than anyone to address the unique needs of our members. 


 


Designing and Implementing an Inter-generational Lifestyle Change Program for 
Parents and their Children.  
Because we at Envolve PeopleCare are committed to fostering healthy behaviors early in 
life, we have developed programs specifically directed towards at-risk children and their 
parents.  However, promoting lifestyle change in children by delivering educational 
interventions to their parents is more complicated than encouraging healthy behaviors in 
adults who are self-motivated.  That’s why we will use our resources at the Envolve 
Center for Health Behavior Change to maximize the effects of these programs, starting 
with our Raising Well Pediatric Obesity Program and our Pediatric Asthma Program. 


 


We will research: 


 


The findings of this study will help us to encourage lifelong health behaviors in the 
children who need it most. 


 
4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


 


Experience 
Our nurse advice line, provides administrative and nurse triage services nationally to 
more than 125 healthcare entities including health plans, hospitals, providers, 
government organizations, military installations, colleges, and universities.  We care for 
more than 6 million members including government-sponsored programs such as 
Medicaid, Medicare, and Marketplace. 


 


We routinely coordinate with health plans and primary care providers along with 
agencies, including hospitals (both physical and behavioral health), emergency room 
(ERs), and emergency medical services (EMS).  


 Identifying cognitive biases that hinder optimal behaviors 


 Adjusting programs to work around or remove barriers to healthy behaviors based on 
the insights provided by behavioral economics 


 Weaving innovative, science-based practices and concepts into our programs 


 Whether or not automatic enrollment, which requires opting out, as a recruitment 
strategy improves program participation 


 How offering incentives over a six-month period impacts participation in the 
programs. 


 Ways in which peer coaches, home visitations, or individualized contact may enhance 
lifestyle change interventions 
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Envolve PeopleCare offers targeted campaigns such as our Emergency Room Education 
Program designed to engage individuals that are frequent users of the Emergency Room. 
By identifying and educating these high utilizers about other places to receive care, 
when to wait to see a primary care provider and when to go to an urgent care center, we 
can reduce the use of the ER for non‐emergent situations—and save those unnecessary 
costs.  Other outreach programs that we are capable of providing include offering Health 
Risk Assessments, Post‐Discharge Follow‐up programs, and HEDIS compliance 
programs, among others. 


 


Experience in Action 
An example of this targeted service can be found in our partnership with Kern Health 
System (KHS).  KHS requested Envolve PeopleCare make outreach to providers to 
ensure providers are in compliance with KHS’ policies and procedures to direct callers to 
car after hours.  


The specialty projects included:  


Envolve PeopleCare has had the opportunity to partner with our clients to build outreach 
programs that support compliance with state regulations.  For instance, Envolve 
PeopleCare has worked with clients to support compliance with California’s Timely 
Access to Care through an outbound survey.  This survey targets Primary Care Providers 
(PCPs) and specialists in the client’s network and is performed on a quarterly basis.  


 


We have also developed a customized health risk assessment tool that received 
California DMHC approval.  This customized, web‐based Health Needs Assessment 
(HNA) focused on more than 10,000 Seniors and Persons with Disabilities (SPD).  During 
the course of the project, Envolve PeopleCare had a 62% completion rate on this 
outreach, which is greatly above the industry average.  Most recently, Envolve 
PeopleCare helped a California partner reach out to their dual population to meet the 
CMS requirement for NCQA standards (SNP standards 1E & 1F).  This survey focused on 
the members’ satisfaction with their care management program.  


 


Another partnership collaboration involved placing outbound calls to a HealthPlan’s 
providers to evaluate compliance with their appointment availability within the California 
Timely Access to Non‐Emergency Health Care Services Regulation.  The client provided 


 Mystery Caller Appointment Availability Survey: Envolve PeopleCare makes 
outbound calls to PCP offices outside of normal business hours and confirms a 
member has access to information regarding physician availability, on call 
provisions, or emergency services.  Currently, this program is completed on a 
quarterly basis. 


 Provider Appointment Availability Survey: Envolve PeopleCare completes 
appointment availability survey for each provider office.  Outreach is done during 
normal business hours.   
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us with a list of providers to contact each month, and we recorded survey answers from 
each contact and provided a summary of the survey answers to our client.   


 
4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 


 


The following list represents Envolve PeopleCare’s key personnel responsible for 
performance related to any contract resulting from this RFP. For detailed résumés, 
please refer to Envolve PeopleCare.4.1.12.5 Attachment G – Proposed Staff Résumés in 
Tab VII, Section 4.4. 


 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


 


Where applicable, the following are staff and head count to administer services to the 
State of Nevada: 


A.  Information Systems N/A 


B.  Utilization/Case Management N/A 


C.  Claims Payment N/A 


D.  Quality Improvement and Reporting (e.g., HEDIS, 
CMS 416) 


N/A 


E.  Health Education Cynthia Gonzalez 


F.  Data Coding N/A 


G.  Contract Negotiation Specialists/Network 
Recruiters 


N/A 


H. Encounter Data N/A 


I. Other staff as needed for project Envolve PeopleCare has 36 Nurse Advice 
line RNs who are already Licensed in the 
State of Nevada. 


 Dan Cave, CEO 


 Agnes Ponce, Senior Vice President of Service Operations  


 George Verrastro, CFO. 


 Dr. Robert LoNigro, Medical Director. 
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4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


As a proposed subcontractor, Envolve PeopleCare will not operate as an HMO in Nevada. 
We are registered as a foreign corporation. SilverSummit has their license to operate as 
an HMO in Nevada. Please refer to Attachment 4.1.12.7.A Envolve PeopleCare Nevada 
Business Registration Tab IV – F.1, State Documents. 


Since 2004, our nurse advice line U.S.-based, brick-and-mortar Clinical Care Centers (as 
NurseWise) have achieved full Core and Health Call Center accreditation from URAC, the 
largest accrediting body for the health care industry. Please refer to Attachment 
4.1.12.7.B Envolve PeopleCare URAC Call Center Certificate in Tab IV – F.1, State 
Documents. We have also received Disease Management accreditation from URAC (as 
Nurtur) for the following disease management programs: Asthma, Cardiovascular 
Disease, Heart Failure, Chronic Pulmonary Disease, Diabetes, and Back Pain. Please 
refer to Attachment 4.1.12.7.C Envolve PeopleCare URAC DM Certificate in Tab IV – F.1, 
State Documents. 


Additionally, Envolve PeopleCare’s (as NurseWise) nurse advice line has achieved our 
NCQA Health Information Products (HIP) 2 certification, one of our many NCQA 
accreditations, Please refer to Attachment 4.1.12.7.D Envolve PeopleCare NCQA HIL 
Certificate in Tab IV - F, State Documents. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


Envolve PeopleCare employs many Spanish-speaking bilingual employees.  Over 50% of 
current Envolve PeopleCare CCPs and RNs are fluent in both English and Spanish and 
approximately 12% of coaching staff is proficient in more than one language, including 
Spanish and French.  We take pride in our ability to assist our members in a culturally 
competent way, to help them with their immediate needs, and to establish relationships 
that build commitment to using our service on an ongoing basis.  In addition, Envolve 
PeopleCare offers telephone interpreter services in more than 220 spoken languages.  To 
further meet the diverse needs of all callers, we also tailor our services to provide 
seamless communication with the deaf, hard of hearing, or speech impaired using 
TDD/TTY and Relay services.  As part of Envolve PeopleCare’s initial and annual cultural 
competency training, our staff is educated in the principals of telephonic customer 
service.  This includes effective listening skills, how to appropriately communicate with 
non-English speakers, and how to efficiently and effectively engage the interpreter 
service.  This training extends to the appropriate use of TDD/TTY and Relay services and 
devices. 
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4.1.12.9 List any associations or organizations to which the organization belongs. 


 


URAC Accreditation  
Since 2004, our nurse advice line U.S.-based, brick-and-mortar Clinical Care Centers (as 
NurseWise) have achieved full Core and Health Call Center accreditation from URAC, the 
largest accrediting body for the health care industry.  URAC utilizes standards developed 
by a committee of experts who represent diverse interests in the healthcare community 
and includes expert representation from all functional areas on their panels.  This 
certification exemplifies our commitment to quality healthcare services and serves as a 
framework to improve business processes through benchmarking organizations against 
nationally recognized standards.  We have also received Disease Management 
accreditation from URAC (as Nurtur) for the following disease management programs: 
Asthma, Cardiovascular Disease, Heart Failure, Chronic Pulmonary Disease, Diabetes, 
and Back Pain. 


  


NCQA Certification 
Additionally, Envolve PeopleCare’s (as NurseWise) nurse advice line has achieved our 
NCQA Health Information Products (HIP) 2 certification, one of our many NCQA 
accreditations.  The NCQA seal is a symbol of quality that is only given to organizations 
that have first passed a rigorous, comprehensive review and must annually report on 
their performance.  This NCQA HIP 2 certification proves our commitment to quality to 
both our members and clients.  In following all NCQA standards, we help our clients 
improve health care outcomes by providing analytics and reporting of all performance 
metrics, tracking trends, and highlighting key indicators across multiple measures.  


 


Our nurse advice line also partners with AAACN, the premier nursing organization for 
RNs in ambulatory care settings devoted to advancing the art and science of ambulatory 
care nursing, as well as the Professional Patient Advocate Institute, which offers 
certification that provides our non-clinical frontline staff members the opportunity to 
build their skills and ensure patients have the best-possible experience. 


 
4.1.13 Health Information Exchange Questions: 


 


Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data with the latest HealtHIE Nevada participant statistics. 
Please refer to the table below. Note that the Envolve PeopleCare does not have its own 
provider network, and below represents the entire SilverSummit network.   
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Provider Category % Participation 
Financial 


Participation Only 
Financial Participation 
and Provide Data into 


the HIE 


Physician NA1 1%2 
Acute Care Hospital 100%1 36% 
Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3 


Laboratory NA1 33% 
Radiology NA1 0%4 
All Other NA1 1%4 


1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care 
Hospitals.  These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, 
HealtHIE Nevada has very few individual physicians or physician groups that contribute 
data into the HIE. However, we have one large medical group in our network that does 
contribute data: Saint Mary’s Medical Group in Washoe County. 
3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the 
HIE. 
4 At present HealtHIE Nevada has very few of these types of providers (five as of this 
writing) who contribute data to the HIE. 


 
4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


 


As the proposed Nurse Advice Line and Health Coach Disease Management 
subcontractor, Envolve PeopleCare does not contract with a network of providers.  Our 
affiliated Managed Care Organization, SilverSummit, is currently in the process of 
contracting with HealthHIE Nevada and will be a participant in the HIE before the effective 
date of DHCFP contract (per RFP Section 3.8).  


 
4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


 


As the proposed Nurse Advice Line and Health Coach Disease Management 
subcontractor, Envolve PeopleCare does not contract with a network of providers.  Our 
affiliated Managed Care Organization, SilverSummit, is currently in the process of 
contracting with HealthHIE Nevada and will be a participant in the HIE before the effective 
date of DHCFP contract (per RFP Section 3.8).   
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4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


 


As a subsidiary of Centene Corporation, Envolve PeopleCare reports assets and revenue 
as part of Centene’s annual financial statements. Please refer to SilverSummit 
Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 
10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K 
in Confidential Financial Information.  


 
4.1.14.1 Dun and Bradstreet Number  


 


Envolve PeopleCare’s Dun and Bradstreet Number is 801377636. 


 
4.1.14.2 Federal Tax Identification Number 


 


Envolve PeopleCare’s Federal Tax ID Number is 06-1476380. 


 
4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


 


As a subsidiary of Centene Corporation, PeopleCare reports assets and revenue as part 
of Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 
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4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Envolve Pharmacy Solutions, Inc. (formerly US Script, Inc.) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Delaware 


Date of incorporation: 1999 


# of years in business: 17  


List of top officers: CEO: Don Howard 


COO: John Sivori 


Location of company headquarters: Envolve Pharmacy Solutions 


8427 South Park Circle, Suite 400 


Orlando, FL 32819 


Location(s) of the company offices: Orlando, FL; Fresno, CA; Troy, MI; Tempe, AZ; Atlanta, GA; 
Houston, TX; Fort Worth, TX; St. Louis, MO 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Orlando, FL; Fresno, CA; Troy, MI; Tempe, AZ; Atlanta, GA; 
Houston, TX; Fort Worth, TX; St. Louis, MO 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


0 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


1,395 


Location(s) from which employees 
will be assigned for this project: 


Orlando, FL; Fresno, CA; Troy, MI; Tempe, AZ; Atlanta, GA; 
Houston, TX; Fort Worth, TX; St. Louis, MO; 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Envolve Pharmacy Solutions, Inc. (Envolve Pharmacy) is a proposed subcontractor of 
SilverSummit with whom the State of Nevada will execute a contract. As a corporation 
organized pursuant to the laws of another state, Envolve Pharmacy has registered with 
Nevada as a foreign corporation.  
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


 


Envolve Pharmacy Solutions is licensed to do business in the State of Nevada. 


 
Question Response 


Nevada Business License 
Number: 


NV20161485209 


Legal Entity Name: Envolve Pharmacy Solutions, Inc. 
National Provider Identifier (NPI) N/A 
Atypical Provider Identifier  (API) N/A 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


 


 


If “No”, provide explanation. 


 


N/A 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


 


Envolve Pharmacy Solutions has reviewed and verified licensing requirements and has 
submitted its application for licensure in the State of Nevada. 


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


 


 


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Question Response 
Name of State agency: N/A 


State agency contact name: N/A 


Yes X No  


Yes  No X 
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Question Response 
Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 


N/A 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


 


N/A 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 
 


 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


 


Not applicable for Envolve Pharmacy, for information on our parent company, please see 
the 4.1.7 vendor response for SilverSummit or subcontractor response for Centene 
Management Company.  


 
Question Response 


Date of alleged contract failure or breach: N/A 
Parties involved: N/A


Yes  No X 
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Question Response 
Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


N/A 


Amount in controversy: N/A
Resolution or current status of the dispute: N/A
If the matter has resulted in a court case: Court Case Number 


N/A N/A 


Status of the litigation: N/A 


 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 
 


 


SilverSummit and Envolve Pharmacy have reviewed all insurance requirements in 
Attachment E, Insurance Schedule and will be able to provide the insurance 
requirements specified in Attachment E. 


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


 


SilverSummit and Envolve Pharmacy do not have any exceptions and/or assumptions to 
the insurance requirements. 


 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


 


Envolve Pharmacy is the proposed subcontractor for SilverSummit. The Certificate of 
Insurance will go through the primary vendor SilverSummit. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


 


Founded in 1999 as US Script, Inc., Envolve Pharmacy Solutions has been providing 
Pharmacy Benefit Management (PBM) services for 17 years. In 2006, US Script joined 
Centene Corporation’s (Centene) specialty services division. In 2008, US Script became 
one of the first PBMs to receive full PBM accreditation from URAC by meeting standards 
and demonstrating industry practices in five areas: organizational quality; customer 
service, communications and disclosure; pharmacy distribution channels; drug 
utilization management; and formulary development. In 2014, US Script received full PBM 


Yes X No  
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reaccreditation by URAC (valid through March 1, 2017) for Medicaid and Medicare, re-
affirming the company’s commitment to excellence in pharmacy benefit management. 
Now as Envolve Pharmacy Solutions, pharmacy benefit management, specialty 
pharmacy services, and mail order services are aligned to provide a comprehensive 
pharmacy benefit. 


Envolve Pharmacy provides pharmacy benefits to approximately 4.4 million Medicaid 
members, including members in 16 SilverSummit affiliated health plans. Envolve 
Pharmacy also provides full-service PBM services to an additional 480,000 Centene 
Qualified Health Plan members and 600,000 commercial members, including behavioral 
health programs, workers’ compensation, third party administrators, labor unions and 
self-funded employers.  


Envolve Pharmacy brings an understanding of Medicaid populations and flexibility to 
meet state requirements to its experience in providing PBM services. Envolve Pharmacy 
has the knowledge and skills to customize capabilities to meet not only individual state 
needs, but also separate populations within a single state. We have implemented 
programs in various state plans to address each state’s top priorities, ranging from 
behavioral health continuity of care concerns to lock-in programs addressing 
overutilization, fraud and abuse, as well as implementing utilization controls to control 
plan costs related to specific trends, such as Hepatitis C treatments. Our ability to use 
actionable pharmacy data to inform the state and create solutions for these concerns 
enables us to take an innovative, state-by-state approach to the pharmacy benefit. Our 
affiliation with SilverSummit enables true data integration through shared technology, 
which means Envolve Pharmacy can provide Nevada Medicaid and Nevada Check Up the 
comprehensive pharmacy benefit the DHCFP is seeking, tailored to meet the unique 
needs of Nevada’s members. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


Envolve Pharmacy is the proposed pharmacy benefit management subcontractor for 
SilverSummit. Envolve Pharmacy provides comprehensive, specialty-focused pharmacy 
benefit management services and solutions.  Envolve Pharmacy is not a Health 
Maintenance Organization. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


Founded in 1999 as US Script, Inc., Envolve Pharmacy has been providing PBM services 
for 17 years. Envolve Pharmacy provides pharmacy benefits to approximately 4.4 million 
Medicaid members, including members in 16 SilverSummit affiliated health plans. 
Envolve Pharmacy also provides full-service PBM services to an additional 1.1 million 
lives, including Qualified Health Plan clients, workers’ compensation programs, 
behavioral health programs, third party administrators, labor unions and self-funded 
employers. 
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4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


 


Envolve Pharmacy provides a full-service, specialty-focused Pharmacy Benefit 
Management program and high-touch pharmacy solutions, with programs designed to 
improve member outcomes while reducing costs. Envolve Pharmacy’s client base 
includes Medicaid, Medicare, Qualified Health Plans, workers’ compensation programs, 
behavioral health programs, third party administrators, labor unions and self-funded 
employers. 


 


We provide the following services for our affiliated health plans: 


 


Envolve Pharmacy began providing commercial PBM services to both private and public 
sector clients in 1999 as US Script, and added government-sponsored health plan PBM 
services upon acquisition by Centene in 2006.  


 
4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


 


Founded in 1999 as US Script, Inc., Envolve Pharmacy Solutions has been providing 
PBM services for 17 years. In 2006, US Script joined Centene’s specialty services 
division. In 2008, US Script became one of the first PBMs to receive full PBM 
accreditation from URAC by meeting standards and demonstrating industry practices in 
five areas: organizational quality; customer service, communications and disclosure; 
pharmacy distribution channels; drug utilization management; and formulary 
development. In 2014, US Script received full PBM reaccreditation by URAC (valid 
through March 1, 2017) for Medicaid and Medicare, re-affirming the company’s 
commitment to excellence in pharmacy benefit management. Now as Envolve Pharmacy 
Solutions, pharmacy benefit management, specialty pharmacy services, and mail order 
services are aligned to provide a comprehensive pharmacy benefit.  


 


 Formulary Administration 


 Clinical Authorizations 


 Integrated Specialty Pharmacy 


 Integrated Home Delivery Services 


 Contracting and Management 


 Call Center Support  


 Pharmacy and Therapeutics Committee Support 


 Pharmacy Oversight and Auditing 


 Drug Utilization Review and Quality Improvement Initiatives  
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The principals of Envolve Pharmacy include: 


 Don Howard, Chief Executive Officer 


 John Sivori, President & COO 


 Carmen Fontanez, EVP Sales & Marketing 


 John Vandervoort, SVP, Compliance 


 Steve Jensen, Chief Financial Officer 


 Ross Hoffman, Chief Medical Officer 


 Ron Hamm, VP Sales & Business Development 
 
Envolve Pharmacy Solutions is a wholly owned subsidiary of Envolve Holdings, Inc., 
which is a wholly owned subsidiary of Centene. Centene is headquartered in St. Louis, 
Missouri, and is a publicly traded corporation.  


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


 


Envolve Pharmacy Solutions, formerly US Script, was founded in Fresno, CA and is 
headquartered in Orlando, FL. We have satellite offices in: 


 Troy, MI 


 Tempe, AZ 


 Atlanta, GA 


 Houston, TX 


 Fort Worth, TX 


 St. Louis, MO  


 


Envolve Pharmacy Solutions does not apply preference to vendors or bidders who are 
residents in any of the above mentioned states.  


 
4.1.11.4 The location of disaster recovery back-up site. 


 


Envolve Pharmacy Solutions’ parent organization, Centene, owns and operates two 
enterprise state-of-the-art datacenters that support and securely house all core 
applications and data. The primary datacenter is located in St. Charles County, Missouri 
and the disaster recovery back-up site is located in Sacramento County, California. The 
two datacenter facilities are highly scalable and hardened to withstand natural disasters 
with a seismic importance factor of 1.5 in the event of an earthquake (both datacenters 
are located outside of earthquake zones according to the U.S. Geographical Survey) and 
the ability to withstand tornadic winds of up to 165 MPH. The primary and back-up 
datacenter operate in a “hot backup” contingency mode for essential business functions.  
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Corporate IT Datacenter Disaster Recovery Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter. As 
part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise. The last Disaster Recovery Exercise was 
conducted successfully in May 2016. Validation of recovered applications assured 
Centene IT staff that our MIS could deliver our systems in an emergency and validated 
confidence in the capability of our back-up datacenter. In addition to the Disaster 
Recovery Exercise, we also perform multiple mock scenario specific tests throughout the 
year, including testing the actual restoration of our IT operations, systems, and data 
recovery, as well as our ability to restore local operations. We will conduct similar mock 
scenarios for our SilverSummit locations in Clark and Washoe Counties. 


 
4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


 


The vendor, SilverSummit, has provided this information as part of their response. 
SilverSummit’s contact at Envolve Pharmacy Solutions is as follows: 


Carmen Fontanez 


Executive Vice President, Sales & Marketing 


8427 South Park Circle, Suite 400 | Orlando, FL 32819 


Toll Free: 855.422.2742 Ext. 809-1002 | Mobile: 954.599.8401 


carmen.fontanez@envolvehealth.com 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 


Envolve Pharmacy Solutions has 1,395 employees nationwide. As a subsidiary of 
Centene Corporation, Envolve Pharmacy reports assets and revenue as part of Centene’s 
annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


 
4.1.11.7 The organizational chart of your senior management by function including key personnel. 


 


Please see the following figure 4.1.11.7 for Envolve Pharmacy Solutions’ organizational 
chart of our senior management by function. 
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Figure 4.1.11.7 Envolve Pharmacy Solutions’ Senior Management 


4.1.11.8 The areas of specialization. 


Envolve Pharmacy specializes in comprehensive PBM programs for populations 
including Medicaid, Medicare, Qualified Health Plans, workers ’ compensation programs, 
behavioral health programs, third party administrators, labor unions and self-funded 
employers. 


We provide the following services for our affiliated health plans: 


 Formulary Administration


 Clinical Authorizations


 Integrated Specialty Pharmacy


 Integrated Home Delivery Services


 Contracting and Management


 Call Center Support


 Pharmacy and Therapeutics Committee Support


 Pharmacy Oversight and Auditing


 Drug Utilization Review and Quality Improvement Initiatives


Envolve Pharmacy began providing commercial PBM services to both private and public 
sector clients in 1999 as US Script, and added government-sponsored health plan PBM 
services upon acquisition by Centene in 2006.  
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4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


 


Envolve Pharmacy Solutions’ main lines of business include PBM programs for 
populations including Medicaid, Medicare, Qualified Health Plans, workers’ 
compensation programs, behavioral health programs, third party administrators, labor 
unions and self-funded employers. 


 


As a subsidiary of Centene Corporation, Envolve Pharmacy reports assets and revenue 
as part of Centene’s annual financial statements. Please refer to SilverSummit 
Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 
10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K 
in Confidential Financial Information. 


 
4.1.11.10 The corporate philosophy and mission statement. 


 


Centene and its subsidiaries, including SilverSummit and Envolve Pharmacy Solutions, 
share the same corporate philosophy and mission statement as depicted below: 


 


 
 


4.1.11.11 A description of any plans for future growth and development of your organization. 


 


In the past 24 months, Envolve Pharmacy Solutions has more than doubled our number 
of total employees, experiencing unprecedented growth and surpassing 5 million 
covered lives in January 2016. Envolve Pharmacy Solutions has invested significantly in 
its infrastructure; building out robust teams of industry professionals dedicated to 
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improving the quality of services we offer clients while maintaining service excellence for 
all of our members. 


 


In 2014, legacy US Script and AcariaHealth, both wholly owned subsidiaries of Centene, 
were organized under the leadership of Don Howard, RPh. Under Don’s leadership, 
Envolve Pharmacy Solutions provides comprehensive, specialty-focused pharmacy 
benefit services to more than five million members nationwide, serving labor unions, 
employers, public sector, third party administrators, behavioral health programs, and 
managed Medicaid and Medicare clients. Our size provides a framework to aggressively 
provide a competitive offering while treating every client as unique and working in 
partnership and collaboration to design a flexible and custom program as required.  


 


Envolve Pharmacy Solutions will continue to develop our total drug management 
strategy across all pharmacy distribution channels and implement innovative products 
and services supported by the latest technology. We continue to seek ways to leverage 
our pharmacy network to meet evolving member needs, and investigating opportunities 
for collaboration with our health plans to provide pharmacy support in creating outcome-
improving programs. An example of a program being developed by our clinical team 
under the direction of our Chief Medical Officer is aimed at reducing hospital 
readmission rates. Using advanced analytics and health informatics tools, Envolve 
Pharmacy Solutions will review hospital discharge medication lists and compare them 
with the primary care doctor’s EMR drug list. Should we discover hazardous, unintended 
duplication of medications, medication classes, or other potential drug-drug interactions, 
we will send alerts to the member’s physician. 


 


Envolve Pharmacy Solutions is evaluating key strategic partnerships to continue 
leveraging the size of our combined entity to deliver increased value through our 
pharmacy network management strategy and claims processing platform. 


 
4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 


Envolve Pharmacy recently expanded its existing PBM services with the Louisiana 
Medicaid expansion and Washington’s Foster Care population, and we entered the 
Qualified Health Plan space with our affiliate plan in New Hampshire. In addition, we have 
begun our planning for 2017 implementations encompassing new business in Nebraska 
and an expansion in Indiana. We follow the process detailed below for any existing 
business expansions and new business implementations.  


 


Immediately upon notice of Contract Award, Envolve Pharmacy deploys a dedicated 
Implementation Team, including an Account Executive, Clinical Account Manager, 
Account Manager, and Project Manager to work in collaboration with its new partner. The 
Team collaborates with executives, management and technical staff who have significant 
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collective experience in health plan operations, network development, project 
management and new health plan implementations. The team manages the 
Implementation Plan, resources and schedules to help ensure timelines are met; 
identifies and manages risks; and collaborates with cross-functional teams to achieve 
project goals. The team works collaboratively and includes cross-functional staff as 
needed to direct benefit design; oversee network provider contracting, credentialing and 
new provider training; oversee all systems testing; participate in readiness reviews; and 
ensure the effective transition from the previous vendor. The Account Management Team 
is also available to health plan staff as advisors post go live. To ensure an on-time 
operational start date and ensure we effectively implement the Contract as required, the 
Implementation Team uses a project management approach that consists of the 
following:  


 A detailed project plan defining implementation activities, milestones, and
accountabilities and allows for progress tracking for risk management and mitigation;  


 Specialized pharmacy benefit management professionals to ensure accurate setup
and contract implementation; and 


 Ongoing communication and implementation meetings to assess status.


The Team customizes our proven implementation tools and processes to ensure all 
requirements are incorporated and addressed to meet each health plan’s needs. Further, 
we convene pre-implementation meetings with the plan; work through start-up issues; 
ensure all contract requirements are met; and guarantee our ability to deliver service 
excellence members and providers expect from day one.  


As we prepare for go-live, we conduct a series of internal operational readiness reviews 
90 and 30 days prior to go live. We conduct check in meetings, from weekly to daily 2 
weeks prior to go-live. During this time, we conduct readiness assessments, identify 
barriers/issues, and report status to the appropriate executives. During this phase, key 
functions like claims, encounters, IT and reporting are “tested” once again to ensure all 
processes and systems are running properly and milestones have been achieved. After 
“go-live,” daily team meetings continue to occur employing the same issue 
identification/reporting process previously described until resolved.  


The dedicated Envolve Pharmacy Account Management team is in place from contract 
award to post-go-live as an ongoing PBM resource to health plans for all pharmacy 
questions. Post implementation, the Account Executive maintains accountability for plan 
relationships and strategy, the Clinical Account Manager handles all medical-related 
concerns, and the Account Manager holds responsibility for the day-to-day operations of 
the pharmacy benefit.  


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


Founded in 1999 as US Script, Inc., Envolve Pharmacy has been providing PBM services 
for 17 years. Upon acquisition by Centene in 2006, government-sponsored health plan 
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PBM services were added and have been one of our primary focuses for over 10 years. 
Envolve Pharmacy provides pharmacy benefits to approximately 4.4 million Medicaid 
members, including members in 16 affiliated health plans. Envolve Pharmacy also 
provides full-service PBM services to an additional 1.1 million lives, including Qualified 
Health Plan clients, workers’ compensation programs, behavioral health programs, third 
party administrators, labor unions and self-funded employers. 


 
4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 


Envolve Pharmacy Solutions has over 17 years of experience providing pharmacy benefit 
management services, and more than 10 years of experience providing Medicaid PBM-
specific services as described in this RFP, including building and implementing 
pharmacy networks, implementing pharmacy solutions for state health plans, 
collaborating to improve health outcomes, adjudicating claims, and managing the benefit 
through key personnel across the organization.  


 
A. Managing a network of Medicaid Providers; 


 


Envolve Pharmacy has significant experience building networks with the ability to 
implement statewide networks in as few as 90 days, depending upon network 
requirements and build analysis. The network implementation group is led by the 
Director, Network Development and a team of dedicated, experienced team members. To 
preserve and expand member access, we build the most comprehensive network 
possible, recruiting any provider who is interested in contracting and can pass our 
credentialing process. We ensure our network pharmacies are Medicaid-licensed in 
states where we serve Medicaid populations, and work to include pharmacies that meet 
the access needs of all plan members. We ensure our retail pharmacies offer various 
features to add convenience to our members, such as 24 hour availability, compounding 
services, or home delivery.  


 


Our experience includes implementing broad network options for accessibility as well as 
limited network options for the purposes of cost improvement. Networks can be 
structured to meet the specific needs of each plan. Pharmacies receive an invitation to 
join our network and go through an initial credentialing process. Those who join the 
network must be recredentialed, at minimum, every three years, and more often as states 
require. Envolve Pharmacy communicates with its pharmacies as needed through fax 
blasts, for example, regarding drug recalls or benefit changes. As part of our oversight, 
all network pharmacies are subject to audit, which monitors the quality of our network 
pharmacies’ performance and adherence to contract requirements.  


 


We list participating pharmacies on our website and connect with health plan provider 
portals to enable members to easily locate a nearby location with the features they need. 
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Ongoing oversight and monitoring helps ensure a robust and up-to-date pharmacy 
network is available to members at all times. 


 
B. Managed care programs for Medicaid recipients; 


 


Envolve Pharmacy Solutions’ experience in government sponsored health plans is 
extensive, given our role as the pharmacy benefit manager for over 5,000,000 lives under 
Centene’s affiliate Managed Medicaid health plans and Qualified Health Plans. Envolve 
Pharmacy Solutions also has extensive experience implementing Medicaid prescription 
drug benefits for State Children's Health Insurance Programs (CHIP), as well as Aged, 
Blind or Disabled (ABD), Foster Care, and populations with Intellectual or Developmental 
Disabilities (I/DD) in addition to other state-sponsored/hybrid programs. Centene has 
established a long-standing commitment to serving underprivileged populations, and 
Envolve Pharmacy Solutions is proud to extend that attention and commitment to our 
members in Managed Medicaid and Qualified Health Plans. 


 


Envolve Pharmacy Solutions’ experience integrating with managed Medicaid plans 
enables us to deliver a member-focused, clinically driven prescription drug program. 
From pharmacy claims processing to data integration to close collaboration with our 
affiliate health plans, we integrate our programs and services to enable the delivery of 
member-centric care. As part of our clinical commitment, we continually work to provide 
formulary support to meet all member therapeutic needs, and provide ongoing prior 
authorization support, utilization management and reporting to help manage these 
needs. Some of our customized programs to support health plans include implementing 
extended continuity of care for specific populations, such as behavioral health, and lock-
in programs to reduce opioid overutilization. We develop networks to ensure 
accessibility to all members, process and adjudicate pharmacy claims to meet member 
medication needs, and work to find new, innovative solutions to meet the overall 
prescription needs of a growing population.  


 
C. Managing and improving health outcomes for program recipients; 


 


Envolve Pharmacy Solutions supports improved health outcomes for members through 
an integrated care platform by providing data to affiliate health plans, as well as 
partnering with pharmacies to leverage programs for improved adherence. 


 


To support our affiliate health plans, we provide access to real-time pharmacy claims 
data, enabling case managers to better monitor their members and the health plan to 
have a more complete understanding of their population. In addition, we provide drug 
utilization review (DUR) information to our health plans to support monitoring of member 
drug-related health risks, such as diabetes, smoking, heart disease, asthma, obesity, 
pregnancy, opioid overutilization, and behavioral health, as further detailed in 4.2.1.4.D. 


 


Separate programs run in collaboration with the pharmacy benefit to support improved 
outcomes include: 
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 Ensuring tobacco cessation prescription and over-the-counter drug therapies are 
included on the formulary; 


 Partnering with pharmacies to provide onsite vaccination options and improve 
preventative health 


 Including pharmacies in our network who provide prescription reminders, such as 
refill notices sent by phone, text or email. 


 Partnering with specialty pharmacies to support members with complex disease 
states. For example, our affiliate specialty pharmacy, AcariaHealth, has in place 
programs to support disease states including Hemophilia, Hepatitis C, HIV/AIDS, 
Rheumatoid Arthritis, Crohn’s Disease, Cancer, Multiple Sclerosis, RSV, Infertility, 
and Cystic Fibrosis. 


 


We collaborate with our health plans to determine how our PBM capabilities can best be 
leveraged to support meeting members’ needs, and work to align our services through 
integrated care solutions to provide a more comprehensive benefit.  


 
D. Administering Medicaid utilization and case management programs; 


 


Envolve Pharmacy Solutions’ utilization management programs are designed to support 
our affiliate health plans’ approach toward member care in alignment with state and 
federal regulations before, during, and after prescriptions are dispensed. This 
information supports managed Medicaid health plans in determining effective use of 
medication, and collaboration between Envolve Pharmacy and our health plans helps to 
improve member outcomes while reducing overall costs. Pharmacy data is also used to 
assist in the design of member and provider education targeting improved behaviors, 
such as prescribing habits and medication adherence. Envolve Pharmacy provides 
utilization management reporting to affiliate health plans at least quarterly, if not more 
often, including overall pharmacy benefit utilization data such as top medications by 
expenditure and/or class as well as generic dispensing rate, along with quality measures 
used to assess, for example, members identified as having persistent asthma or 
members diagnosed with major depression and prescribed antidepressants. 


 


Our drug utilization review (DUR) program is designed to alert prescribers and/or 
dispensing pharmacists by identifying overuse, underuse, inappropriate or medically 
unnecessary care, and to address safety concerns associated with specific drugs, 
including the potential for drug interactions. Our DUR program also functions to identify 
opportunities to improve the quality of care for members, including adherence to 
prescribed therapies and improvements in medication regimen consistent with the 
member’s diagnoses or conditions. 


 


Prospective DUR (ProDUR) programs occur at the point-of-sale (POS) and include real-
time messaging that can affect dispensing. Our adjudication system uses a database to 
generate messaging when potential drug conflicts exist, providing passive notifications 
to pharmacists such as low dose alerts, drug-food interactions, or drug-alcohol 
interactions, without interrupting drug therapy. Concurrent DUR (DUR) also occurs at the 
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POS to ensure appropriate medication use consistent with established pharmaceutical 
and health plan guidelines, with alerts rejecting prescriptions based on standards such 
as refill too soon, duplicate therapy, step therapy, drug-gender, non-formulary 
medication, and potential side effects.  


 


Retrospective DUR (RetroDUR) occurs after dispensing and refers to the analysis of 
pharmacy claims to identify patterns in data, which may be used to monitor therapeutic 
appropriateness, potential adverse drug reactions, appropriate dose and duration, over- 
and underutilization, and abuse and misuse.  


 


Envolve Pharmacy’s retroDUR reporting to health plans includes details for the 
following:  


 Prescriber profiling of opioid analgesics and ADHD medications; 


 Fraud and Abuse Reporting to identify multiple prescribers, opioid use in pregnancy; 


 Drug Conflict and Inappropriate Utilization regimens; 


 Under-Management of Disease States, such as asthma and diabetes; and 


 Medication adherence for a variety of therapeutic classes including, but not limited to,  
o Antidiabetics 
o Antihypertensives 
o Psychiatric Agents 
o Respiratory Agents   


 


In addition to plan reporting, retroDUR data is used to recommend members for 
Physician and Pharmacy Lock-In programs, as well as analyzed for potential physician 
interventions, such as outreach letters to correct inappropriate prescribing and 
dispensing practices. Envolve Pharmacy Solutions’ utilization management programs 
work in collaboration with our health plans to target inappropriate practices, improve 
member outcomes and lower plan costs.  


 
E. Medicaid claims processing and adjudication; 


 


Envolve Pharmacy Solutions has over 10 years of experience with Medicaid claims 
processing and adjudication. In 2014, Envolve Pharmacy processed over 32 million 
claims, and in 2015, we processed more than 50 million claims. Claims process at the 
Point of Service (POS) within seconds, and on a monthly basis, 100% of clean claims are 
paid within 30 days.  


 


Our Medicaid claims processing provides a seamless experience to all members. By 
providing an ID card and prescription to the pharmacist, the member provides access to 
related insurance and pharmacy benefit information. The card displays the necessary 
information the pharmacist needs to recognize the program and correctly submit the 
claim. 
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To ensure claims process accurately, the pharmacy benefit is configured to include all 
criteria for up to 500 system-performed edits including member and pharmacy eligibility, 
drug coverage, concurrent drug utilization review (DUR), and pricing. Claims for 
participating network pharmacies are processed at the point of service and transmitted 
online to Envolve Pharmacy Solutions. Messages are immediately transmitted, advising 
the pharmacy of claim status, claim payable amount, member cost-share amount, and 
applicable DUR messages. This entire process occurs within seconds. Should the claim 
be rejected, or if the pharmacist has a problem processing the claim, a toll-free telephone 
number to the Pharmacy Help Desk is available 24 hours a day, 7 days a week.  


We provide data to Centene and our affiliated health plans through integrated systems, 
ensuring each health plan has access to pharmacy claims in addition to medical data, 
and enabling a better picture of their members’ total care. SilverSummit will have the 
benefit of our integrated technologies to provide members the best possible care. 


F. Project management; and 


Envolve Pharmacy Solutions subscribes to a formalized project management strategy 
and will closely align with SilverSummit to create a strong ongoing relationship and 
successfully complete the plan’s pharmacy related projects.  


Envolve Pharmacy has an experienced team of project managers with expertise in a 
variety of fields ranging from health care to technology. As plans go live or new systems 
are implemented, a dedicated Project Manager ensures every aspect of the project is 
addressed and monitored appropriately, with an open communication plan to accomplish 
plan and organizational goals. For all projects, the Project Manager will act as the point 
person between departments, creating a project timeline, identifying key activities, and 
defining key individuals and expectations for each of the project’s responsibilities. The 
Project Manager collaborates with dedicated Account Management teams as well as 
health plan pharmacy representatives to ensure ongoing open communication.  


This fully-engaged approach leads to improved outcomes, further integrated services, 
and partnerships built to meet health plan and state requirements from implementation 
throughout the lifecycle of our contracts. 


G. Qualifications of key personnel. 


The entire Envolve Pharmacy organization will work to support SilverSummit, with key 
personnel contributing in Administration, Finance, Clinical Pharmacy, Pharmacy 
Networks, Pharmacy Operations, Claims, and dedicated Nevada Operations oversight as 
follows:  


Don Howard, CEO 
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Don is a trained pharmacist, bringing over 30 years of pharmacy operating experience 
and leadership. Over the last 15+ years, Don’s focus has been in specialty pharmacy. 
Don led a major division turnaround for Coram Prescription Services and was co-founder 
of CuraScript. After the sale of CuraScript to Express Scripts, he ran specialty pharmacy 
operations for Express Scripts and oversaw the successful acquisition and integration of 
Priority Health. As part of Envolve Pharmacy Solutions, Don oversaw the integration of 
US Script and AcariaHealth, followed by HealthNet Pharmacy Solutions, to create a 
comprehensive pharmacy benefit management organization. 


 


Steve Jensen, CFO 


With over 30 years diverse financial experience, 15 of which encompasses health care 
and specialty pharmacy, Steve Jensen is a self-motivated and results-driven leader who 
adapts to change and effectively builds teams to meet organizational needs. Steve 
understands the market landscape and has immense acquisition and divestiture 
experience, which he leverages as a foundation in bringing the financials of multiple 
organizations together successfully.  


 


Kevin Rhoades, VP Clinical Pharmacy Solutions 


With over 25 years of related experience, Kevin Rhoades has a background in all aspects 
of the pharmacy industry. Kevin’s understanding of managed care, pharmacy & 
therapeutics, formulary development, program development, clinical pharmacy, data 
analysis and collection, and overall pharmacy benefit management enable him to provide 
consultative input to improve outcomes and guide programs toward their specific goals. 
His proven experience in affiliate Centene health plans combines program understanding 
and population knowledge, which provides unique perspective when implementing new 
state Medicaid plans as well as expanding and improving upon existing health plans.  


 


Mike Baca, SVP Pharmacy Networks 


Michael Baca has over 30 years of experience in finance and accounting, project 
management, and pharmacy network development and implementation. His background 
in strategy, contracting, and cost control has positioned him to hold pivotal operational 
responsibilities during organizational mergers. Mike plays a key role in the strategic 
development of Envolve Pharmacy Solutions’ pharmacy network development to ensure 
our millions of members nationwide have convenient access to pharmacy locations with 
options to meet their needs. 


 


Raymond Marciniak, Grievance & Appeals Coordinator 


With nearly 20 years of experience with FDA, CMS, Medicare D, and Pharmacy Benefit 
Management in combination with almost 15 years of health care audit, claims, benefit, 
sales, and account services experience, Ray Marciniak holds a wealth of health care 
knowledge. Ray lends his compliance expertise to the development and implementation 
of policies and procedures, as well as the integration of internal training and initiatives 
related to organizational mergers. Ray currently oversees Grievances and Appeals for 
Envolve Pharmacy and provides expertise to Envolve’s affiliate health plans related to 
any ongoing pharmacy complaints.  
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John Sivori, COO 


John Sivori has over 25 years of experience in health care, with nearly 20 in the 
pharmacy sector covering a broad spectrum of operational roles including finance and 
regulation, mergers and acquisitions, pharmacy benefit management, and managed care. 
John’s leadership experience within a growth-driven, complex matrix management 
structure has enabled him to create a success-oriented culture for his employees while 
managing challenges and providing health solutions to customers.  


Carmen Fontanez, EVP Sales & Marketing 


With more than 30 years of healthcare experience, Carmen Fontanez brings a unique 
perspective to Envolve Pharmacy Solutions. She was a clinical nurse for 15 years, and 
spent 15 years in the pharmacy benefit management and specialty pharmacy industries. 
Prior to joining Envolve Pharmacy Solutions (formerly US Script and AcariaHealth), 
Carmen was Executive Vice President and Chief Client Officer for Access MediQuip. She 
served as Senior Vice President in Sales and Account Management for CuraScript and 
Vice President in the managed care division for Express Scripts. Carmen received her 
Master’s and Bachelor’s degrees in Nursing from the University of Illinois. As Executive 
Vice President, Carmen provides executive oversight of contract deliverables and client 
expectations.  


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Envolve Pharmacy Solutions will collaborate with our affiliate health plan, SilverSummit, 
to discuss pharmacy-related incentives based on targeted health outcomes.  


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Envolve Pharmacy is committed to continually improving our pharmacy benefit 
management practices. Internally, we are dedicated to the development and growth of 
our employees to support improved overall operations. Externally, we have partnered 
with our affiliate plans and specialty companies to implement enhancements to the 
benefit. Some of these improvements include, for example:  
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We are dedicated to providing a superior pharmacy benefit, and welcome the opportunity 
to investigate internal improvements as well as collaborate with our affiliate 
organizations with the potential of taking sample programs company-wide for reduced 
costs and improved outcomes.  


 
4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


 


Envolve Pharmacy Solutions has extensive experience in government sponsored health 
plans. We provide PBM services to 16 Managed Medicaid plans in 15 states and Qualified 
Health Plans in 12 states. In each state, we have collaborated with health plans to ensure 
pharmacy benefits are an integrated piece of each member’s care. Envolve Pharmacy 
has experience providing Medicaid pharmacy benefits for State Children's Health 
Insurance Programs (CHIP); Aged, Blind or Disabled (ABD); Foster Care; and populations 
with Intellectual or Developmental Disabilities (I/DD) in addition to other state-
sponsored/hybrid programs. Centene has established a long-standing commitment to 
serving underprivileged populations, and Envolve Pharmacy Solutions is proud to 
extend that attention and commitment to our members in Managed Medicaid and 
Qualified Health Plans.  


 


Every state health plan has a dedicated Pharmacy Account Management team comprised 
of an Account Executive, Clinical Account Manager, and Account Manager. During 
implementation, this team collaborates with the Project Manager to ensure all aspects of 
the pharmacy benefit are addressed, and takes primary responsibility for the benefit after 
go-live. Specific areas of focus include pharmacy network development, benefit 
configuration, formulary development and management, clinical guidance, claims 
processing, scheduled and ad hoc reporting, and ongoing compliance with state 
regulations.  


 


We tailor our PBM services for each government health plan to ensure we best meet the 
needs of the plan’s populations in alignment with state and federal regulations. This 
includes implementing limited networks, customized lock-in programs, custom and ad 


 Partnering with our Behavioral Health affiliate to transition peer-to-peer review of 
psychotropic medications from the PBM to support MD-to-MD discussion.  


 Implementing state-required clinical edits for therapeutic classes and medications 


 Implementing over 1,600 new quantity limits to support safe medication usage 


 Completing a project to enable the automatic adjudication of non-preferred 
medication prior authorizations 


 Implementing enhanced third party liability reporting to control plan costs 


 Providing more robust data analysis, including enhanced Utilization Management 
reports 


 Introducing Lock-In programs to reduce opioid overutilization 


 Creating limited or preferred pharmacy networks to control plan costs. 
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hoc state reporting, clinical guidance from our Pharmacy & Therapeutics committee, and 
ongoing benefit consultation and management. Our experience includes flexible setup 
for multiple populations within a single state, such as providing extended continuity of 
care (COC) for members discharged from behavioral health facilities, prior authorization 
restrictions, plan-designated override capabilities to provide for medication replacement, 
and over-the-counter programs to enhance the pharmacy benefit. 


 
4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 


 


Please see below for brief information regarding Envolve Pharmacy Solutions’ key 
personnel responsible for performance related to any contract resulting from this RFP. 
For detailed résumés, please refer to Envolve Pharmacy.4.1.12.5 Attachment G – 
Proposed Staff Résumés in Tab VII, Section 4.4. 


 


Don Howard, CEO, will assume the lead role as administrator between SilverSummit and 
Envolve Pharmacy Solutions.  


 


Steve Jensen, CFO, will oversee all pharmacy-related financial activity in relation to 
SilverSummit. 


 


Kevin Rhoades, VP Clinical Pharmacy Solutions, will serve in a lead capacity as it relates 
to the plan’s pharmacy benefit, providing guidance as needed on formulary clarification, 
ensuring the clinical aspect of the pharmacy benefit meets requirements at all times.  


 


Mike Baca, SVP Pharmacy Networks, will lead the development and implementation of 
SilverSummit’s pharmacy providers in the state of Nevada. Mike will be the key contact 
for ensuring network adequacy. 


 


Raymond Marciniak, G&A Coordinator, will hold responsibility of all aspects of 
SilverSummit’s pharmacy grievance and appeals process.  


 


John Sivori, COO, will hold executive oversight of the claims process for Envolve 
Pharmacy Solutions.  


 


Carmen Fontanez, EVP Sales & Marketing, will assume the lead over Envolve Pharmacy 
Solutions’ dedicated Account Management Team for SilverSummit.  


 
4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
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C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


 


Envolve Pharmacy Solutions will provide broad organizational support for SilverSummit, 
with the following individuals as primary support in their areas of expertise:  


A. Information Systems Juan Sosa, Project Manager 


B. Utilization/Case Management Rebecca Bainter, Manager, Clinical Pharmacy 


C. Claims Payment Amy Davis, Manager, Collections & Billing 


D. Quality Improvement/Reporting Danieng Xiong, Director, Quality Improvement 
& Regulatory Compliance 


E. Health Education Kimberly Suttle, Clinical Account Manager 


F. Data Coding Delia Perez, Manager, Client Implementations 


G. Contract Negotiation 
Specialists/Network Recruiters 


Kym McFarland, Director, Pharmacy Network 
Operations 


H. Encounter Data Theresa Nute 


I. Other Staff as Needed for Project Dedicated Account Management Team:  


Charity Rausch, VP Account Management 


Gretchen Miller, Account Executive 


Kimberly Suttle, Clinical Account Manager 


Devon Risinger, Account Manager 


 
4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


 


As a proposed subcontractor, Envolve Pharmacy Solutions will not operate as an HMO in 
Nevada. We are registered and licensed as a foreign corporation. SilverSummit has their 
license to operate as an HMO in Nevada. Please refer to Attachment 4.1.12.7.A Envolve 
Pharmacy Nevada License Tab IV – F.1, State Documents. 


 


In 2014 US Script, received full PBM reaccreditation by URAC (valid through March 1, 
2017) for Medicaid and Medicare. Please refer to Attachments 4.1.12.7.B-E Envolve 
Pharmacy URAC Certificates in Tab IV – F.1, State Documents for a copy of the 
accreditation certificates. Envolve Pharmacy Solutions is in the process of updating the 
name from US Script to Envolve Pharmacy Solutions. There are four certificates based 
on function and location. 


 
4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 
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As of August 2016, approximately 12% of Envolve Pharmacy Solutions’ employees are 
bilingual and employed in various capacities throughout the organization. In addition to 
English, current languages spoken include Spanish, Russian, and Vietnamese. A 
language interpreter service vendor can be accessed when their bilingual associates are 
unavailable or do not speak the required language. The vendor, Language Service 
Associates (LSA), will be contacted at 1-877-309-2497 for a three-way call. 


 
4.1.12.9 List any associations or organizations to which the organization belongs. 


 


Envolve Pharmacy Solutions is currently a member of the following associations and 
organizations:  


 Utilization Review Accreditation Commission (URAC) 


 National Association of Health Underwriters (NAHU) 


 Fresno Chamber of Commerce 


 Health Care Administrators Association (HCAA)  


 Pharmacy Benefit Management Institute (PBMI) 


 Pharmaceutical Care Management Association (PCMA) 


 International Foundation of Employee Benefit Plans (IFEBP) 


 
4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 


 


Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data (including SilverSummit provider data) with the latest 
HealtHIE Nevada participant statistics. Please refer to the table below.  


 
Provider Category % Participation 


Financial 
Participation Only 


Financial Participation 
and Provide Data into 


the HIE 


Physician NA1 1%2 
Acute Care Hospital 100%1 36% 
Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3 


Laboratory NA1 33% 
Radiology NA1 0%4 
All Other NA1 1%4 
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1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care 
Hospitals.  These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, 
HealtHIE Nevada has very few individual physicians or physician groups that contribute 
data into the HIE. However, we have one large medical group in our network that does 
contribute data: Saint Mary’s Medical Group in Washoe County. 
3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the 
HIE. 
4 At present HealtHIE Nevada has very few of these types of providers (five as of this 
writing) who contribute data to the HIE. HealtHIE Nevada does not yet currently have mail 
order or retail pharmacies who contribute data to the HIE. 


 
4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


 


Preparing to Leverage HealtHIE Nevada.  
Through our affiliated Managed Care Organization, SilverSummit, we are currently in the 
process of contracting with HealthHIE Nevada, and (through SilverSummit) we will be a 
participant in the HIE before the effective date of the DHCFP contract (per RFP Section 
3.8). Although HealtHIE Nevada does not currently connect mail order or retail 
pharmacies, in our discussions with the HIE, we know connecting these pharmacies is 
part of HealtHIE Nevada’s vision, and we will assist and promote the connectivity of our 
pharmacies to the HIE to expand the overall functionality and meaningful use of the HIE 
for our prescribing providers.  


 


An MIS Ready to Connect.  
SilverSummit uses the enterprise Management Information System (MIS) of our parent, 
Centene. Envolve Pharmacy will have connectivity to HealthHIE Nevada through 
SilverSummit’s MIS, and today this interoperable MIS supports clinical data exchanges 
for a variety of HIE applications for our Centene affiliate health plans in Washington 
State, Texas, Indiana, Michigan, Wisconsin, Arizona, (in 2016) Georgia, and (in 2017) 
Nebraska.  


 


Encouraging Provider Participation in HealtHIE Nevada.  
Together with SilverSummit, we plan a three pronged strategy to encourage participation 
by our providers in HealtHIE Nevada: 


 


1 – Identifying Providers Who Are Not Participating 


1. Identify which of our providers do not participate in HealtHIE Nevada and continually 
track, trend and act on this information 


2. Promote the use of HealtHIE Nevada to our provider community 
3. Incent provider HIE usage through administrative and clinical process efficiencies.  
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During the contracting and credentialing process, and using a process very similar to 
our affiliate health plans across the nation, we will assess our providers’ plans for HIE 
participation as well as the use of Electronic Health Record (EHR) and related 
technology.  We will house this information in the Customer Relationship Management 
(CRM) module of our MIS.  


CRM is our modular system for member and provider service inquiry management, 
provider contracting, outbound campaign management and provider data management. 
Among other service functions, CRM enables our departments and call centers to 
systematically conduct coordinated provider campaigns. We will use CRM for targeted 
outreach via phone and e-mail to providers that are not HealthHIE Nevada participants, 
as well as those providers not using EDI for claims and other transactions; not registered 
to use our secure Provider Portal; and that have indicated that they do not use an EHR. 
We will offer additional information to these providers about the benefits of HIE usage, 
including our own programs (see below) related to HIE utilization.  


Our Provider Engagement Specialists (PE Specialists) will also identify providers not 
using HealthHIE Nevada or EHRs during site visits and provider training sessions. We 
will train our PE Specialists about HealtHIE Nevada, enabling them to clearly outline to 
our providers the benefits of HIE participation when working with SilverSummit, our 
fellow Nevada CMOs, and other participating providers.  


2 – Continually Promote HealtHIE Nevada Awareness & Benefits 


Through our staff and our public website, we will educate all providers about HealtHIE 
Nevada, and how we can help providers understand why they should use the HIE. This 
information will highlight how providers without an EHR system can still benefit by using 
the HIE. This includes the use of HealtHIE Nevada’s DIRECT service for secured data 
exchange that can work on a “lowest common denominator level,” such as e-mail if 
needed, and the use of HealtHIE Nevada’s secure web access offering.  


We will include germane and targeted HealtHIE Nevada information for providers in our 
web based Practice Improvement Resource Center (PIRC). The PIRC is a well-organized, 
searchable compendium of best practice and vetted documentation, communication 
channels (secure messaging, forums, etc.), multi-media content, and interactive tools to 
help providers across Clinical, Operational, and Technology aspects of their practices.  


3 – Incenting Providers Through Meaningful HIE Applications 


Streamlining the Inpatient Admission Process. For our providers who participate in 
HealtHIE Nevada, we will request that they support real time 
Admission/Discharge/Transfer (ADT) data exchange with SilverSummit through the HIE. 
In return, we will eliminate the need for provider staff to fax and file paperwork, return 
phone calls and perform other manual tasks related to Inpatient (IP) admissions, 
removing a significant administrative burden for these providers.  
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From a care coordination perspective, ADT transmissions will allow SilverSummit to be 
automatically notified of a patient visit to the Emergency Room or admission to an 
inpatient facility. This will enable us to immediately contact the member’s PCP or other 
providers, enabling coordination between the PCP and hospital, and affording us the 
opportunity to potentially lower the length of stay or even divert the member from an 
inpatient admission. 


 


Automation for Care Gap Closure Collection.  
For providers connected to HealtHIE Nevada via their certified EHR system, we will send 
member care gap information from our Centelligence™ predictive modeling application 
to the provider’s EHR system using the Continuity of Care Document (CCD) transaction. 
This transaction allows care gaps to be integrated into the Provider’s EHR and improve 
care at the point of service. Centelligence™ integrates data from multiple sources 
(member and provider data, claims, health screens and health risk assessments, and 
more), and provides actionable population and member level information, including 
member care gaps. By integrating member care gap information directly into the 
provider’s EHR, the care gap can be more effectively addressed (e.g. through 
incorporation of the care gaps into a provider’s appointment checklists), allowing the 
provider to address minor issues before they become major conditions, not only leading 
to a better outcome for the patient, but lower overall health service costs. 


 


We also will encourage our provider partners to send to us (also via CCD transaction) 
HEDIS care gap closure information, negating the need for manual medical chart 
extracts, and resulting in a significant decrease in administrative effort for the provider 
and SilverSummit. 


 


Using DIRECT for Administrative Simplification.  
One of the services we will subscribe to with HealtHIE Nevada is the HIE’s DIRECT 
service. We believe DIRECT is an easy way for any of our Providers to securely exchange 
clinical data with us, in lieu of fax exchanges. 


 


Participating in HealtHIE Nevada Through SilverSummit 
Through SilverSummit, we will make information from Envolve Pharmacy available to 
authorized HealtHIE Nevada participants, expanding the overall utility of the HIE by 
enabling access to pharmacy medication utilization  information to our HealtHIE Nevada 
participating providers. Please see Figure 4.1.13.2 below, which symbolically depicts 
SilverSummit’s planned connection to HealtHIE Nevada. Envolve Pharmacy is a 
SilverSummit affiliate, and we share the same basic information technology 
infrastructure, including common data and voice networking, e-mail, intranet, data center 
facilities, business continuity assets and processes, etc. Our EDW integrates data from 
not only SilverSummit operations, but from the day to day operations of Envolve 
Pharmacy, and this information will be available to our HIE participating providers via 
one connection from SilverSummit to HealtHIE Nevada. 
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Figure 4.1.13.2 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


Although HealtHIE Nevada does not currently connect mail order or retail pharmacies, in 
our discussions with the HIE, we know connecting these pharmacies is part of HealtHIE 
Nevada’s vision, and we will assist and promote the connectivity of our pharmacies to 
the HIE to expand the overall functionality and meaningful use of the HIE for our 
prescribing providers. See 4.1.13 for more information on how we are working with 
HealtHIE Nevada and our provider community to expand meaningful, impactful clinical 
data connectivity.  


Our Centene affiliate health plans connect with HIEs for a variety of applications, and 
have meaningful experience exchanging clinical data through Centene’s Centelligence™ 
Health Information Exchange (CHIE), an integrated part of our MIS for the secure 
exchange of impactful clinical information. CHIE supports clinical transactions including 
HL7 lab test results, Continuity of Care Documents (CCD), Admission, Discharge, 
Transfer (ADT) data, Emergency Department (ED) notifications, immunization history, 
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medical and behavioral health service utilization, pharmacy medication history, and other 
health transactions. We use these data to improve the health of our managed care 
populations while controlling costs in several ways, for example: 


 We use the additional clinical data we receive via the HIE to augment the claims, 
health assessment, care management, and other data we collect, and enable our 
predictive analytics system to enhance the accuracy of care gap and health risk alerts 
that our analytics platform identifies for our members. 


 ADT data allows our care management staff to be notified quickly if our members are 
admitted to the hospital or emergency room, enabling them to coordinate care with 
the member’s PCP and other supporting clinicians. 


 For our hospitals who support sending us ADT information, we waive the need for 
those hospital providers to notify us of IP admissions via fax and phone, a significant 
administrative cost saving for the provider. 


 We use CCD information to identify HEDIS care gap closures, thus eliminating the 
need for manual medical “chart pulls” – an administrative saving for both our health 
plans as well as our PCPs and PCMH providers. 


 We use the HIE data, along with our own clinical and claims data – to identify and 
eliminate redundant lab tests and other procedures. 


 
4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


 


As a subsidiary of Centene Corporation, Envolve Pharmacy reports assets and revenue 
as part of Centene’s annual financial statements. Please refer to SilverSummit 
Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 
10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K 
in Confidential Financial Information. 


 
4.1.14.1 Dun and Bradstreet Number  


 


Envolve Pharmacy Solutions’ Dun and Bradstreet number is 11-106-2381. 


 
4.1.14.2 Federal Tax Identification Number 


 


Envolve Pharmacy Solutions Federal Tax ID Number is 77-0578529. 


 
4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


 


As a subsidiary of Centene Corporation, Envolve Pharmacy reports assets and revenue 
as part of Centene’s annual financial statements. Please refer to SilverSummit 
Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 
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10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K 
in Confidential Financial Information. 
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4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Envolve Vision Benefits, Inc.  (Formerly OptiCare) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Delaware 


Date of incorporation: 1984 


# of years in business: 32 years 


List of top officers: President & CEO: David Lavely 


Chief Operating Officer: Michael Grover 


Location of company headquarters: Envolve Vision Benefits, Inc. 


112 Zebulon Court  


Rocky Mount, NC 27804 


Location(s) of the company offices: Rocky Mount, NC; Raleigh, NC; St. Louis, MO; Tempe, AZ 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Rocky Mount, NC; Raleigh, NC; Tempe, AZ 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


0 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


177 


Location(s) from which employees 
will be assigned for this project: 


Rocky Mount, NC; Raleigh, NC; Tempe, AZ 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Envolve Vision is a proposed subcontractor of SilverSummit with whom the State of 
Nevada will execute a contract. As a corporation organized pursuant to the laws of 
another state, Envolve Vision will register with Nevada as a foreign corporation, unless 
specifically exempted.  
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


Envolve Vision will be appropriately licensed within the State of Nevada prior to doing 
business in the State. 


Question Response 
Nevada Business License 
Number: 


Envolve Vision does not have a Nevada Business License 
Number at this time but is in the process of obtaining a 
license to operate in the State. 


Legal Entity Name: Envolve Vision Benefits, Inc. 
National Provider Identifier (NPI) N/A 
Atypical Provider Identifier  (API) N/A 


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


N/A 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Envolve Vision is the proposed subcontractor for SilverSummit. Envolve Vision is in the 
process of obtaining appropriate licensing and will be appropriately licensed.  


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Yes X No 


Yes No X 
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Question Response 
Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


N/A 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


N/A 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


Not applicable for Envolve Vision, for information on our parent company, please see the 
4.1.7 vendor response for SilverSummit or subcontractor response for Centene 
Management Company.  


If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


Yes No X 
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Question Response 


Date of alleged contract failure or breach: N/A 
Parties involved: N/A
Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


N/A 


Amount in controversy: N/A
Resolution or current status of the dispute: N/A
If the matter has resulted in a court case: Court Case Number 


N/A N/A 


Status of the litigation: N/A 


 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 
 


 


SilverSummit and Envolve Vision have reviewed all insurance requirements in 
Attachment E, Insurance Schedule, and will be able to provide the insurance 
requirements specified in Attachment E. 


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


 


SilverSummit and Envolve Vision do not have any exceptions and/or assumptions to the 
insurance requirements. 


 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Envolve Vision is the proposed subcontractor for SilverSummit.  The Certificate of 
Insurance will go through the primary vendor SilverSummit. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


 


Envolve Vision, an affiliate of SilverSummit, has provided vision administration services 
for 30 years and currently provides eye health benefits in 21 states and Puerto Rico.  
Envolve Vision has a nationally contracted provider panel with over 18,000 providers at 
more than 30,000 locations, administering routine and medical eye care benefits for over 
seven million lives across the country.  Envolve Vision services a variety of clients, 
including Medicaid, Medicare and commercial health plans.  This service includes over 


Yes X No  
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20 years of serving Medicaid health plans, with 90% of Envolve Vision’s membership 
enrolled in government programs.  Envolve Vision’s largest client has over one million 
members.  


 


Envolve Vision was founded by eye care providers and incorporates provider input into 
operations through medical directors and consultants recognized as clinical, political, 
and thought leaders in the industry. Envolve Vision employs data analytics in every 
aspect of its business to efficiently administer eye care benefits and exceed client’s 
needs.  Envolve Vision’s goal is to avoid interfering with the provider patient interaction 
while simultaneously lowering eye care spending and improving outcomes.  


 


Envolve Vision works with eye care providers and health plan partners on innovative 
ways to increase HEDIS® rates.  Some of the most successful programs include: 


 Utilizing call centers to make outreach calls to diabetic members who are non-
compliant with the Diabetic Retinal Exam measure and assist them with scheduling 
their eye exam.  Representatives use a pre-approved script and have over a 98% 
effectiveness rate in exams scheduled. 


 Coordinating transportation services for members to assist them in getting to their 
eye care appointment. 


 Working with providers to follow up with diabetic members to schedule diabetic 
retinal exams. 


 


Envolve Vision employs an “any willing provider” network development strategy. 
Envolve Vision markets to every licensed vision provider in the service area and are 
constantly making improvements to the efficiency of our systems. 


Our network features include: 


 Large, open panel 


 Independent providers 


 Popular retail chains 


 Mobile vision capabilities 


 


We encourage eye care providers to act as effective primary care stewards in the overall 
health care system.  To enhance our operations, we developed software solutions to 
increase efficiency of eye care administration, eliminate waste and fraud via data mining, 
and promote business methods to eliminate unnecessary eyewear mark-ups for our 
clients and covered members.  Envolve Vision is NCQA certified in Utilization 
Management and Credentialing. 


 
4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


 


Envolve Vision is the proposed vision benefits administrator for SilverSummit.  Envolve 
Vision is not a Health Maintenance Organization. 


 


336







Envolve Vision Benefits Inc. 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


Envolve Vision began serving Medicaid members over 20 years ago and now provides 
eye care administration for Medicaid health plans in 21 states. In addition, Envolve Vision 
serves other government sponsored programs (Medicare Advantage, Health Insurance 
Marketplace) in 20 states and Puerto Rico. 


 
4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


 


For more than 30 years, Envolve Vision has provided capitated vision administration 
services and currently provides eye care benefits to over seven million members in 21 
states and Puerto Rico.  


 


Envolve Vision offers routine eye care and eyewear administration as well as member 
services, claims payment, provider credentialing/contracting, provider relations, quality 
management, and quality improvement.  Envolve Vision has a nationally contracted 
panel of eye care providers with over 18,000 providers at more than 30,000 locations.  


 


Envolve Vision serves a variety of clients including Medicaid, Medicare, and commercial 
health plans; however, Envolve Vision’s core business is focused on governmental 
plans. 


 
4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


 


Envolve Vision Benefits, Inc. (formerly OptiCare Managed Vision) has provided vision 
administration services for over 30 years and currently provides eye health benefits in 21 
states and Puerto Rico.  Envolve Vision’s parent company, Centene Corporation 
purchased OptiCare Managed Vision in 2006 to administer the eye care benefits for its 
health plans across the country.  OptiCare changed its name to Envolve Vision Benefits 
in January 2016 as part of a rebranding strategy for Centene’s family of specialty 
companies. 


 


The principals of Envolve Vision include: 


 David Lavely, President & CEO 


 Michael Grover, Chief Operating Officer 


 Larry Keeley, SVP, Compliance 


 Juan Marrero, SVP, Information Systems 


 Annie Mayo, Vice President, Business Development 
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Envolve Vision Benefits is a wholly owned subsidiary of Envolve Benefit Options, Inc.  
Envolve Benefit Options is a wholly owned subsidiary of Envolve Holdings, Inc.  Envolve 
Holdings is a wholly owned subsidiary of Centene Corporation.  Centene Corporation is 
headquartered in St. Louis, Missouri, and is a publicly traded corporation. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


Envolve Vision’s state of residence is North Carolina.  


4.1.11.4 The location of disaster recovery back-up site. 


Envolve Vision’s parent organization, Centene Corporation (Centene) owns and operates 
two enterprise state-of-the-art datacenters that support and securely house all core 
applications and data. The primary datacenter is located in St. Charles County, Missouri 
and the disaster recovery back-up site is located in Sacramento County, California. The 
two datacenter facilities are highly scalable and hardened to withstand natural disasters 
with a seismic importance factor of 1.5 in the event of an earthquake (both datacenters 
are located outside of earthquake zones according to the U.S. Geographical Survey) and 
the ability to withstand tornadic winds of up to 165 MPH. The primary and back-up 
datacenter operate in a “hot backup” contingency mode for essential business functions.  


Corporate IT Datacenter Disaster Recovery Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter. As 
part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise. The last Disaster Recovery Exercise was 
conducted successfully in May 2016. Validation of recovered applications assured 
Centene IT staff that our MIS could deliver our systems in an emergency and validated 
confidence in the capability of our back-up datacenter. In addition to the Disaster 
Recovery Exercise, we also perform multiple mock scenario specific tests throughout the 
year, including testing the actual restoration of our IT operations, systems, and data 
recovery, as well as our ability to restore local operations. We will conduct similar mock 
scenarios for our SilverSummit locations in Clark and Washoe Counties. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


The vendor, SilverSummit has provided this information as part of their response.  
SilverSummit’s contact at Envolve Vision is: 


Annie Mayo 
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Vice President, Business Development 


Envolve Vision 


112 Zebulon Court 


Rocky Mount, NC  27804 


252.544.9258 


annie.mayo@envolvehealth.com 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 


Envolve Vision has 177 employees.  As a subsidiary of Centene Corporation, Envolve 
Vision reports assets and revenue as part of Centene’s annual financial statements. 
Please refer to SilverSummit Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, 
Att.4.1.14.3.B_ 2016 Centene 10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and 
Att.4.1.14.3.D_2014 Centene 10K in Confidential Financial Information. 


 
4.1.11.7 The organizational chart of your senior management by function including key personnel. 


 


Please see Figure 4.1.11.7, which follows, for Envolve Vision’s organizational chart of our 
senior management by function. 


 


Figure 4.1.11.7 


 
4.1.11.8 The areas of specialization. 


 


Envolve Vision provides eye care administration services. 
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4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


 


Envolve Vision’s main product/service line provide eye care administration services, 
both routine and medical.  Envolve Vision’s routine offerings are eye exams and eyewear 
options including frames, lenses and contacts. 


 


Our medical/surgical program includes: 


 


As a subsidiary of Centene Corporation, Envolve Vision reports assets and revenue as 
part of Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


 
4.1.11.10 The corporate philosophy and mission statement. 


 


Centene Corporation and its subsidiaries, including SilverSummit and Envolve Vision, 
share the same corporate philosophy and mission statement as depicted below: 


 Reasonable costs associated with all types of eye care 


 Guidelines using the latest in evidence-based medicine to assist providers in making 
decisions about appropriate care 


 Limited pre-certification for the most over-utilized procedures to minimize 
interference between member and provider 


 Management of facility services 


 Claim accumulators for frequently abused codes 


 Retrospective review via data analytics and focused record review to improve cost 
and care 


 Provider profiles and trend analysis to compare practice patterns 


 Continuous two-way communication with providers 


 Board-Certified Ophthalmologists and Optometrists on staff for consultation and peer 
review 
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4.1.11.11 A description of any plans for future growth and development of your organization. 


 


Envolve Vision continues to grow as its parent company, Centene Corporation, is 
awarded new business.  Envolve Vision administers routine eye care for all of Centene’s 
health plans.  In 2017, Envolve Vision will assume administration for over four million 
Health Net members as a result of Centene’s acquisition this year.  Envolve Vision also 
contracts with plans outside of Centene to perform routine and medical/surgical eye care 
administration. 


 
4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 


Envolve Vision recently expanded to Puerto Rico with a Medicare Advantage plan and 
entered into the Health Insurance Marketplace with some of its partner plans.  
Immediately upon notice of a contract award, Envolve Vision deployed a dedicated 
account management team to work in collaboration with its new partner.  The team is 
comprised of veteran executives, management, and technical staff who have 
implemented other programs and have significant collective experience in health plan 
operations, network development, project management, and new health plan 
implementations.  The team manages the implementation plan, resources, and schedules 
to ensure timelines are met; identifies/manages risks; and manages cross-functional 
teams to achieve project goals.   


 


The team, at a minimum, directs program and process design; oversees network 
provider contracting, credentialing, and new provider training; oversees the recruitment 
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and training of staff (as necessary); and oversees all systems testing, participates in 
readiness reviews, and works collaboratively to ensure the effective transition from the 
previous vendor.  The account management team is also available to health plan staff as 
advisors after the go live date.  To ensure an on-time operational start date and effective 
implementation. The account management team uses a project management approach 
that consists of the following elements:  


The team customizes proven implementation tools and processes to ensure all 
requirements are incorporated and addressed.  Further, the team convenes pre-
implementation meetings with the plan, and as needed with provider groups. The team 
obtains input into the program, process and network design; works through start-up 
issues; ensures all contract requirements are met; and fine-tunes the ability to deliver 
service excellence to members and providers from day one.  


As Envolve Vision prepares for go-live, a series of internal operational readiness reviews 
are conducted 90 and 30 days prior to the go-live date.  We also conduct weekly check-in 
meetings that become daily meetings two weeks prior to the go-live date.  During this 
time, we conduct readiness assessments, identify barriers/issues, and report status to 
the appropriate executives In addition, key functions like claims, encounters, IT, and 
reporting are “tested” once again to ensure all processes and systems are running 
properly and milestones have been achieved.  After “go-live,” daily team meetings 
continue to occur employing the same issue identification/reporting process previously 
described until all issues are fine-tuned.  


Envolve Vision has significant experience building networks and has the ability to build a 
statewide network in as little as 180 days.  The network implementation group is led by 
the Director of Network Development and a team of dedicated, experienced team 
members.  To preserve and expand member access, we build the most comprehensive 
network possible, recruiting new providers who are interested in contracting with 
Envolve Vision. 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 A plan with defined stages and activities that ensures progress toward implementing
the health plan, defines accountability, tracks progress, and identifies/mitigates risks
to implementing the health plan


 The deployment of dedicated, highly specialized professionals with defined levels of
authority to implement contract requirements


 Systematic review of implementation progress, issue/risk identification/assessment,
and alternatives analysis and resolution


 A customized communications plan that ensures adequate and timely reporting to
executive management and department personnel to ensures consistent
communication between implementation participants
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Envolve Vision has provided vision administration services for 30 years and currently 
provides eye health benefits in 21 states and Puerto Rico.  We have a nationally 
contracted provider panel with over 18,000 providers at more than 30,000 locations and 
administer routine and medical eye care benefits for over seven million lives across the 
country.  We service a variety of clients, including Medicaid, Medicare, and commercial 
health plans.  We have served Medicaid health plans for over 20 years   with 90% of our 
membership enrolled in a government program.  Envolve Vision’s largest client has over 
one million members. 


 
4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 


For over 20 years, Envolve Vision has administered eye care services for Medicaid 
recipients and is very experienced with Medicaid optometric benefits and knowledgeable 
with the network, billing, reporting, and encounter requirements.  Envolve Vision was 
founded by eye care providers and continues to seek provider input into operations by 
employing medical directors and consultants who are clinical, political, and thought 
leaders in the industry.  We employ data analytics in every aspect of our business to 
efficiently administer eye care benefits and exceed client’s needs.  Envolve Vision’s goal 
is to avoid interfering with the provider patient relationship while simultaneously 
lowering eye care spending and improving outcomes.   


 


Envolve Vision contracts with any provider who can be credentialed and encourages eye 
care providers to act as effective primary care stewards in the overall health care system. 
We developed software solutions to increase the efficiency of eye care administration, 
eliminate waste and fraud via data mining, and promote business methods to eliminate 
unnecessary eyewear mark-ups for our clients and covered members. 


 


Envolve Vision works with multiple product lines and networks in the majority of the 
areas that we serve.  Many of our health plan partners manage health care services for 
multiple populations with diverse needs. These populations include: TANF, CHIP/SCHIP, 
Medicare Advantage (including Special Needs Plans), Foster Care, ABD (Medicaid Only 
and Dually Eligible) and Health Insurance Marketplace.  Envolve Vision maintains 
networks and administers separate benefits for each of these products.  


 
A. Managing a network of Medicaid Providers; 


 


Envolve’s Medicaid provider network spans 21 states and Puerto Rico and consists of 
over 18,000 unique eye care providers.  Envolve Vision has a dedicated provider network 
team led by a director and experienced staff.   


 


Envolve Vision contracts with optometrists, ophthalmologists, opticians, and optical 
stores.  Our network management department carefully monitors the provider network 
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and prides itself on our access.  Our network department monitors access daily, and 
adds providers, if necessary, to maintain 100% access for all members at all times. 


Providers are contracted and credentialed directly with Envolve Vision through network 
department and a NCQA certified credentialing process.  We require that optometrists 
and ophthalmologists have a valid Medicaid number and are able to pass credentialing, 
which includes having a license to practice in the state.  Primary verification takes place 
during the credentialing process and ongoing monitoring of providers’ licenses 
continues in between their (re)credentialing cycles. 


Envolve Vision’s provider communications department distributes frequent 
communications with providers via letter, newsletter, email, and web postings to inform 
them of benefit changes, new requirements, and industry news.  Covered services are 
listed in the provider manual appendix.  This includes plan specifics, all eye care 
services covered under the Medicaid program including Early Intervention Services, and 
any value-added services agreed to in the contract. 


We follow all CMS claims submission guidelines and HIPAA coding standards.  Providers 
are required to use current valid CPT/ HCPCS service codes.  If there is no suitable CPT/ 
HCPCS service code, or if the CPT/ HCPCS service code is unlisted, a complete 
description must be given in Item 19 or the equivalent electronic field.  


Envolve Vision performs audits and data analysis to look for provider fraud, waste, and 
abuse.  We require all providers to maintain sound medical record keeping practices 
consistent with industry standards.  In addition, the provider participation agreement 
records must be legible, current, detailed, organized, and comprehensive to ensure 
effective patient care and quality review.  Medical records need to be identifiable by the 
member or family name and accessible to the provider as services are rendered.  


B. Managed care programs for Medicaid recipients; 


Envolve Vision has been serving managed care plans with Medicaid populations for over 
20 years with the majority of business (approximately 90%) made up of government 
programs.  As such, Envolve Vision is experienced in building provider networks, claims 
payment, reporting, and encounters for Medicaid plans.  We are also adept in assisting 
Medicaid plans with increasing utilization for their member population and increasing 
HEDIS scores for diabetic retinopathy. 


Envolve Vision employs data analytics in every aspect of our business to efficiently 
administer eye care benefits and exceed client’s needs.  Envolve Vision’s goal is to avoid 
interfering with the provider patient relationship while simultaneously lowering eye care 
spending and improving outcomes.  We encourage eye care providers to act as effective 
primary care stewards in the overall health care system and have developed software 
solutions to increase the efficiency of eye care administration, to eliminate waste and 
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fraud via data mining, and to promote business methods to eliminate unnecessary 
eyewear markups for our clients and covered members. 


 
C. Managing and improving health outcomes for program recipients; 


 


Envolve Vision has a department dedicated to HEDIS/Stars rating enhancement for 
partner plans.  We place outbound calls from our call center to members and during the 
call can schedule appointments for them with their chosen eye care provider.  We also 
monitor data to ensure that members attend scheduled appointments and conduct follow 
up calls when necessary.  In addition, we engage our provider community and ask that 
they reach out to members affected by diabetes and encourage them to come in for a 
visit.  Other member outreach activities include postcards and letters.  Envolve Vision 
then sends monthly reports to our health plan partners on the outreach efforts and 
results in order to enhance their HEDIS/Stars scores for diabetic retinopathy.  Over the 
past three years, Envolve Vision has assisted in raising 
scores by as much as 50% in some cases. 


 


In addition, Envolve Vision operates a mobile vision 
clinic that is available for events or to service 
underutilized areas.  For example, after identifying low 
utilization of vision services in some rural areas, 
Envolve Vision worked with a health plan to subcontract 
with a mobile vision clinic.  With the help of county 
officials and the plan, Envolve Vision scheduled trips to rural areas, made referrals to 
specialists, and coordinated follow-up care through the plan’s case management team. 


 
D. Administering Medicaid utilization and case management programs; 


 


Envolve Vision will provide eye care administration services only for this contract, 
however, we are NCQA certified in Utilization Management. 


 
E. Medicaid claims processing and adjudication; 


 


Envolve Vision processes over two million Medicaid claims each year.  Envolve Vision 
owns its own claim adjudication system, Risk Manager, which allows the flexibility of 
system configuration based upon the client’s needs.  Risk Manager has been enhanced 
to support unique requirements for routine vision exams and medical surgical eye care 
capitation arrangements.  The system is capable of verifying member eligibility, matching 
referrals and authorizations, checking network/non-network providers, and calculating 
proper reimbursement based upon member benefits, CPT codes, ICD codes, modifiers, 
units, places of service, and provider contractual fee tables.  Claims sent electronically 
by providers to Envolve Vision’s clearinghouse are captured and downloaded direct into 
the system for processing.  An advanced scanning system with sophisticated 
OCR/imaging eliminates essentially any need to manually enter claims.  Risk Manager is 
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equipped to handle large volumes of claims and features both online and batch 
adjudication processes.  Benefit design is flexible and efficient. 


 


Envolve Vision has been paying vision claims for over 30 years.  We make every effort to 
enter and pay claims accurately.  The compliance auditing team performs a weekly claim 
audit and provides monthly results to the department managers.  On an annual basis, 
Envolve Vision has processed 1,223,648 claims.  Of this amount, 98.13% were paid within 
15 days, and 100% were paid within 30 days.  Claims accuracy is as follows: 


 


 


F. Project management; and 


 


Envolve Vision’s Business Development and Account Management teams are 
responsible for project management. Envolve Vision’s largest projects include 
implementations. Over the past five years, Envolve Vision has successfully completed 
implementation of plans with up to 400,000 members.  


 
G. Qualifications of key personnel. 


 


The entire Envolve Vision organization will work to support SilverSummit, with key 
personnel contributing in Administration, Finance, Clinical Optometry, Vision Networks, 
Quality, and Claims with key personnel oversight as follows:   


 


Dave Lavely, President and CEO 


As President and CEO of Envolve Vision Benefits, Mr. Lavely has over 20 years’ 
optometry, business development, and management experience. Mr. Lavely provides 
strategic guidance for Envolve Vision’s more than six million nationwide members and 
holds responsibility for the financial performance and managerial leadership of the 
organization. In his role as Administrator, he will ensure overall operational excellence 
for SilverSummit’s vision benefit. 


 


Scott Wingfield, Director of Finance 


With over 20 years of experience in tax, accounting, and finance, Mr. Wingfield’s 
knowledge makes him well positioned to support the vision-related financials for 
SilverSummit. His involvement in M&A planning and acquisition, process 
implementation, and ongoing financial and regulatory reporting provides him the 
understanding and capability to ensure SilverSummit’s needs are addressed.  


 


Mark Ruchman, Chief Medical Officer 


 Processing Accuracy        97.02% 


 Financial Accuracy            98.09% 


 Payment Accuracy             95.47% 
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As Chief Medical Officer for Envolve Vision, Dr. Mark Ruchman brings nearly 40 years of 
experience to his role. His background in managed care ophthalmology, ophthalmic 
plastic surgery and orbital disease enable him to provide trusted medical guidance in 
support of SilverSummit. 


 


Gregory Scott Chandler, Director of Network Management 


In his role as Director of Network Management, Mr. Chandler brings 20 years of 
experience with him throughout various health care industries and fields. Mr. Chandler’s 
ability to provide strategic leadership assists in his oversight of the development of new 
and existing provider networks. His understanding of networks from a cost, coverage, 
and growth perspective enable him to make key recommendations to support each 
market with a focus on consistent quality. 


 


Darrell Heacox, Senior Director, Quality 


With nearly 15 years’ operations and quality experience, Mr. Heacox provides strategic 
leadership on improvement initiatives to ensure the highest standard of outcomes for all 
plans. His oversight of member and provider services call centers, eligibility, and 
community relation operations provides an integrated perspective and understanding of 
each health plan, with the ability to continuously monitor key performance indicators.  


 


Frank Hebert, VP Claims 


With more than 25 years of claims experience including operations, metrics 
management, business process improvement and instructional design, Mr. Hebert brings 
the knowledge and background necessary to ensure CMS timeliness and accuracy 
oversight for SilverSummit’s vision claims. His experience cultivating, building, and 
managing solid working relationships ensures a positive work environment focused on 
engaged, results-oriented teams.  


 
4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


 


Envolve Vision will perform eye care administration services as the proposed 
subcontractor, however, we do incentivize providers for reporting HEDIS and Stars 
codes to increase our plan performance.  Providers receive enhanced reimbursement for 
appropriate coding of diabetic retinopathy examinations. 


 
4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


 


Envolve Vision has invested in the following areas:  


 Board certified ophthalmologists and optometrists on staff to create actionable 
policies based upon evidence-based medicine and preferred practice patterns to 
decrease comprehensive exam and diagnostic test claim costs  
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 Analytics/data mining to offer flexible ad-hoc reporting at no cost, encounter
expertise, data management, and open book client bookkeeping


 Tailored/concierge type service with personalized contracting, network, eyewear,
customer service, and wellness options


 Provider relationships through working with the American Optometric Society and the
American Academy of Optometry


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


Envolve Vision began serving Medicaid members over 20 years ago.  We now provide 
eye care administration for Medicaid health plans in 21 states, and serve other 
government sponsored programs (Medicare Advantage, Health Insurance Marketplace) in 
20 states and Puerto Rico. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 


Please see below for brief information regarding Envolve Vision’s key personnel 
responsible for performance related to any contract resulting from this RFP. For detailed 
résumés, please refer to Envolve Vision.4.1.12.5 Attachment G – Proposed Staff 
Résumés in the corresponding tab under Tab VII, Section 4.4. 


Dave Lavely, President and CEO, will assume the lead role as administrator between 
SilverSummit and Envolve Vision.  


Scott Wingfield, Director of Finance, will oversee all vision-related financial activity in 
relation to SilverSummit Health Plan.  


Mark Ruchman, Chief Medical Officer, will serve in a lead capacity as it relates to medical 
guidance for SilverSummit’s vision benefit.  


Gregory Scott Chandler, Director of Network Management, will lead the development and 
implementation of SilverSummit’s vision network providers in the state of Nevada.  


Darrell Heacox, Senior Director, Quality, will hold responsibility for all aspects of 
SilverSummit’s vision grievance and appeals process.  


Frank Hebert, VP Claims, will hold executive oversight of the claims process for Envolve 
Vision as part of SilverSummit. 
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4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


Envolve Vision will provide broad organizational support for SilverSummit, with the 
following individuals as primary support in their areas of expertise: 


A.  Information Systems Juan Marrero, SVP Information Systems 
B.  Utilization/Case Management Michael Grover, COO 
C.  Claims Payment Chris Comerford, Director, Claims Support 


Services 
D.  Quality Improvement and Reporting 
(e.g., HEDIS, CMS 416) 


Darrell Heacox, Senior Director Quality 


E.  Health Education N/A 
F.  Data Coding Steve Livengood, Manager, Data Analytics 


& Reporting 
G.  Contract Negotiation 
Specialists/Network Recruiters 


Kerry Johnson, Manager, Provider Affairs 


H. Encounter Data Amanda Flood, Supervisor, Encounter 
Business Operations 


I. Other staff as needed for project Annie Mayo, VP, Business Development 
Michael Forrester, Director, Account 
Services 
Susan Sasser, Manager, Account Services 
Melody Bardowell, Account Manager 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


As a proposed subcontractor, Envolve Vision will not operate as an HMO in Nevada. We 
are in the process of registering as a foreign corporation. SilverSummit has their license 
to operate as an HMO in Nevada. Please refer to Attachment 4.1.12.7.A Envolve Vision 
Nevada Business License and Attachment 4.1.12.7.B Envolve Vision Nevada Business 
Registration in Tab IV – F.1, State Documents. 


Envolve Vision does have NCQA certification. OptiCare is the previous name used by 
Envolve Vision and are in the process of recertifying for the next two years. The current 
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certification expires in November. Please refer Attachment 4.1.12.7.C Envolve Vision 
NCQA Certificate in Tab IV – F.1, State Documents. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


Envolve Vision has a team of Spanish-speaking staff in call centers in Rocky Mount, NC, 
and Tempe, AZ.  We also employ a language line to assist callers who speak any other 
languages. 


4.1.12.9 List any associations or organizations to which the organization belongs. 


Envolve Vision’s Utilization Management and Credentialing programs are NCQA certified. 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 


Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data (including SilverSummit and Envolve Vision provider 
data) with the latest HealtHIE Nevada participant statistics. Please refer to the table 
below. Note that the SilverSummit provider network includes Envolve Vision providers, 
and below represents the entire SilverSummit network, including Envolve Vision.   


Provider Category % Participation 
Financial 


Participation Only 
Financial Participation 
and Provide Data into 


the HIE 


Physician NA1 1%2


Acute Care Hospital 100%1 36% 
Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3


Laboratory NA1 33% 
Radiology NA1 0%4


All Other NA1 1%4


1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care 
Hospitals.  These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, 
HealtHIE Nevada has very few individual physicians or physician groups that contribute 
data into the HIE. However, we have one large medical group in our network that does 
contribute data: Saint Mary’s Medical Group in Washoe County. 
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3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the 
HIE. 
4 At present HealtHIE Nevada has very few of these types of providers (five as of this 
writing) who contribute data to the HIE. 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


Preparing to Leverage HealtHIE Nevada.  
Through our affiliated Managed Care Organization, SilverSummit, we are currently in the 
process of contracting with HealthHIE Nevada, and (through SilverSummit) we will be a 
participant in the HIE before the effective date of DHCFP contract (per RFP Section 3.8). 


An MIS Ready to Connect.  
SilverSummit uses the enterprise Management Information System (MIS) of our parent, 
Centene Corporation (Centene). Envolve Vision will have connectivity to HealthHIE 
Nevada through SilverSummit’s MIS, and today this interoperable MIS supports clinical 
data exchanges for a variety of HIE applications for our Centene affiliate health plans in 
Washington State, Texas, Indiana, Michigan, Wisconsin, Arizona, (in 2016) Georgia, and 
(in 2017) Nebraska.  


Encouraging Provider Participation in HealtHIE Nevada.  
Working in conjunction with SilverSummit, we plan a three pronged strategy to 
encourage participation by our providers in HealtHIE Nevada: 


1 – Identifying Providers Who Are Not Participating 


During the contracting and credentialing process, and using a process very similar to 
our affiliate health plans across the nation, we will assess our providers’ plans for HIE 
participation as well as the use of Electronic Health Record (EHR) and related 
technology.  We will house this information in the Customer Relationship Management 
(CRM) module of our MIS.  


CRM is our modular system for member and provider service inquiry management, 
provider contracting, outbound campaign management and provider data management. 
Among other service functions, CRM enables our departments and call centers to 
systematically conduct coordinated provider campaigns. We will use CRM for targeted 
outreach via phone and e-mail to providers that are not HealthHIE Nevada participants, 
as well as those providers not using EDI for claims and other transactions; not registered 
to use our secure Provider Portal; and that have indicated that they do not use an EHR. 


1. Identify which of our providers do not participate in HealtHIE Nevada and continually
track, trend and act on this information


2. Promote the use of HealtHIE Nevada to our provider community
3. Incent provider HIE usage through administrative and clinical process efficiencies.
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We will offer additional information to these providers about the benefits of HIE usage, 
including our own programs (see below) related to HIE utilization.  


Our Provider Engagement Specialists (PE Specialists) will also identify providers not 
using HealthHIE Nevada or EHRs during site visits and provider training sessions. We 
will train our PE Specialists about HealtHIE Nevada, enabling them to clearly outline to 
our providers the benefits of HIE participation when working with SilverSummit, our 
fellow Nevada CMOs, and other participating 


2 – Continually Promote HealtHIE Nevada Awareness & Benefits 


Through our staff and our public website, we will educate all providers about HealtHIE 
Nevada, and how we can help providers understand why they should use the HIE. This 
information will highlight how providers without an EHR system can still benefit by using 
the HIE. This includes the use of HealtHIE Nevada’s DIRECT service for secured data 
exchange that can work on a “lowest common denominator level,” such as e-mail if 
needed, and the use of HealtHIE Nevada’s secure web access offering.  


We will include germane and targeted HealtHIE Nevada information for providers in our 
web based Practice Improvement Resource Center (PIRC). The PIRC is a well-organized, 
searchable compendium of best practice and vetted documentation, communication 
channels (secure messaging, forums, etc.), multi-media content, and interactive tools to 
help providers across Clinical, Operational, and Technology aspects of their practices.  


3 – Incenting Providers Through Meaningful HIE Applications 


Streamlining the Inpatient Admission Process. For our providers who participate in 
HealtHIE Nevada, we will request that they support real time 
Admission/Discharge/Transfer (ADT) data exchange with SilverSummit through the HIE. 
In return, we will eliminate the need for provider staff to fax and file paperwork, return 
phone calls and perform other manual tasks related to Inpatient (IP) admissions, 
removing a significant administrative burden for these providers.  


From a care coordination perspective, ADT transmissions will allow SilverSummit to be 
automatically notified of a patient visit to the Emergency Room or admission to an 
inpatient facility. This will enable us to immediately contact the member’s PCP or other 
providers, enabling coordination between the PCP and hospital, and affording us the 
opportunity to potentially lower the length of stay or even divert the member from an 
inpatient admission. 


Automation for Care Gap Closure Collection.  
For providers connected to HealtHIE Nevada via their certified EHR system, we will send 
member care gap information from our Centelligence™ predictive modeling application 
to the provider’s EHR system using the Continuity of Care Document (CCD) transaction. 
This transaction allows care gaps to be integrated into the Provider’s EHR and improve 
care at the point of service. Centelligence™ integrates data from multiple sources 
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(member and provider data, claims, health screens and health risk assessments, and 
more), and provides actionable population and member level information, including 
member care gaps. By integrating member care gap information directly into the 
provider’s EHR, the care gap can be more effectively addressed (e.g. through 
incorporation of the care gaps into a provider’s appointment checklists), allowing the 
provider to address minor issues before they become major conditions, not only leading 
to a better outcome for the patient, but lower overall health service costs. 


We also will encourage our provider partners to send to us (also via CCD transaction) 
HEDIS care gap closure information, negating the need for manual medical chart 
extracts, and resulting in a significant decrease in administrative effort for the provider 
and SilverSummit. 


Using DIRECT for Administrative Simplification.  
One of the services we will subscribe to with HealtHIE Nevada is the HIE’s DIRECT 
service. We believe DIRECT is an easy way for any of our Providers to securely exchange 
clinical data with us, in lieu of fax exchanges. 


Participating in HealtHIE Nevada Through SilverSummit 
Through SilverSummit, we will make information from Envolve Vision available to 
authorized HealtHIE Nevada participants, expanding the overall utility of the HIE by 
enabling access to vision service information to our HealtHIE Nevada participating 
providers. Please see Figure 4.1.13.2 below, which symbolically depicts SilverSummit’s 
planned connection to HealtHIE Nevada. Envolve Vision is a SilverSummit affiliate, and 
we share the same basic information technology infrastructure, including common data 
and voice networking, e-mail, intranet, data center facilities, business continuity assets 
and processes, etc. Our EDW integrates data from not only SilverSummit operations, but 
from the day to day operations of Envolve Vision, and this information will be available to 
our HIE participating providers via one connection from SilverSummit to HealtHIE 
Nevada. 
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Figure 4.1.13.2 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


Through our affiliated Managed Care Organization, SilverSummit, we are currently in the 
process of contracting with HealthHIE Nevada, and (through SilverSummit) we will be a 
participant in the HIE before the effective date of DHCFP contract (per RFP Section 3.8). 


Our Centene affiliate health plans connect with HIEs for a variety of applications, and 
have meaningful experience exchanging clinical data through Centene’s Centelligence™ 
Health Information Exchange (CHIE), an integrated part of our MIS for the secure 
exchange of impactful clinical information. CHIE supports clinical transactions including 
HL7 lab test results, Continuity of Care Documents (CCD), Admission, Discharge, 
Transfer (ADT) data, Emergency Department (ED) notifications, immunization history, 
medical and behavioral health service utilization, pharmacy medication history, and other 
health transactions. We use these data to improve the health of our managed care 
populations while controlling costs in several ways, for example: 
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4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


As a subsidiary of Centene Corporation, Envolve Vision reports assets and revenue as 
part of Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


784123395, 963474635 


4.1.14.2 Federal Tax Identification Number 


Envolve Vision’s Federal Tax ID Number is 20-4730341 


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


As a subsidiary of Centene Corporation, Envolve Vision reports assets and revenue as 
part of Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


 We use the additional clinical data we receive via the HIE to augment the claims,
health assessment, care management, and other data we collect, and enable our
predictive analytics system to enhance the accuracy of care gap and health risk alerts
that our analytics platform identifies for our members.


 ADT data allows our care management staff to be notified quickly if our members are
admitted to the hospital or emergency room, enabling them to coordinate care with
the member’s PCP and other supporting clinicians.


 For our hospitals who support sending us ADT information, we waive the need for
those hospital providers to notify us of IP admissions via fax and phone, a significant
administrative cost saving for the provider.


 We use CCD information to identify HEDIS care gap closures, thus eliminating the
need for manual medical “chart pulls” – an administrative saving for both our health
plans as well as our PCPs and PCMH providers.


 We use the HIE data, along with our own clinical and claims data – to identify and
eliminate redundant lab tests and other procedures.
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4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Cenpatico Behavioral Health, LLC (Cenpatico) 


Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company 


State of incorporation: Texas 


Date of incorporation: 1994 


# of years in business: 22 years 


List of top officers: President and Chief Executive Officer: Mike McKinney, MD 


Location of company headquarters: Cenpatico Behavioral Health, LLC 


12515-8 Research Blvd., Suite # 400 


Austin, TX 78759 


Location(s) of the company offices: Cenpatico has two offices in Austin, TX, and one office in 
each of the following cities: Houston, TX, Tempe, AZ, 
Yuma, AZ, and Tucson, AZ. 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Upon contract go-live, clinical staff will be assigned for 
this project who will reside in our offices in Reno and Las 
Vegas. Additionally, our Austin, TX locations will be 
assigned for this project. 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


1 (presently) and upon contract award, Cenpatico will have 
21 employees in NV 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


1,531 


Location(s) from which employees 
will be assigned for this project: 


Upon contract award, clinical staff will be assigned for this 
project who will reside in our offices in Reno and Las 
Vegas. Additionally, our Austin, TX location will be 
assigned for this project. 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Cenpatico Behavioral Health, LLC is a proposed subcontractor of SilverSummit with 
whom the State of Nevada will execute a contract. As a corporation organized pursuant 
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to the laws of another state, Cenpatico has registered with Nevada as a foreign 
corporation.  


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


Cenpatico will be appropriately licensed within the State of Nevada prior to doing 
business in the State. 


Question Response 


Nevada Business License 
Number: 


Cenpatico does not have a Nevada Business License 
Number at this time but will be appropriately licensed as 
required to operate in the state. 


Legal Entity Name: Cenpatico Behavioral Health, LLC (Cenpatico) 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier  (API) N/A 


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Cenpatico is the proposed subcontractor for SilverSummit. Cenpatico will obtain 
appropriate licensing to operate in the State as needed. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes X No 


Yes No X 
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If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Question Response 
Name of State agency: N/A 
State agency contact name: N/A
Dates when services were 
performed: 


N/A 


Type of duties performed: N/A
Total dollar value of the contract: N/A


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


Not applicable for Cenpatico, for information on our parent company, please see the 4.1.7 
vendor response for SilverSummit or subcontractor response for Centene Management 
Company.  


If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


Question Response 
Date of alleged contract failure or breach: N/A
Parties involved: N/A


Yes No X 
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Question Response 
Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


N/A 


Amount in controversy: N/A
Resolution or current status of the dispute: N/A
If the matter has resulted in a court case: Court Case Number 


N/A N/A 


Status of the litigation: N/A 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


SilverSummit and Cenpatico have reviewed all insurance requirements in Attachment E, 
Insurance Schedule, and will be able to provide the insurance requirements specified in 
Attachment E. 


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  


SilverSummit and Cenpatico do not have any exceptions and/or assumptions to the 
insurance requirements. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Cenpatico is the proposed subcontractor for SilverSummit.  The Certificate of Insurance 
will go through the primary vendor SilverSummit. 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


Cenpatico Behavioral Health, LLC has been in business since 1994 and is one of the 
nation’s most experienced behavioral health companies in managing behavioral health 
benefits for individuals enrolled in Medicaid, CHIP, and other publicly funded programs. 
Cenpatico healthcare specialties include behavioral health and foster care, school 
services, and community re-entry. Markets include Arizona, Arkansas, California, Florida, 
Georgia, Illinois, Indiana, Kansas, Louisiana, Massachusetts, Mississippi, Missouri, New 
Hampshire, Ohio, South Carolina, Texas, Washington and Wisconsin. Cenpatico 


Yes X No 
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contracts directly with the state of Arizona to serve Medicaid/CHIP populations; however, 
Cenpatico primarily serves as a subcontractor to physical health managed care plans 
that hold Medicaid and Medicare contracts for covered populations.  


We develop provider networks, in both urban and rural markets, with broad cultural 
diversity that offer the most choice for our members. We support peer services, 
particularly in rural areas, where access to clinicians may be more limited, and creative 
solutions, such as telehealth. In every market, we identify providers with special 
expertise in meeting the unique needs of the populations we serve. We contract with 
hospitals, chemical dependency treatment facilities, community mental health centers, 
and individual providers, such as psychiatrists, advanced nurse practitioners, 
psychologists, and master-level clinicians. We collaborate with our providers to make 
sure the most effective treatment practices are offered. 


Our knowledgeable, independently licensed behavioral health professionals perform 
clinical reviews for pre-certification, concurrent, and retrospective authorization 
requests, using InterQual, nationally recognized medical necessity guidance. Our 
utilization management techniques ensure that our members get the right care at the 
right time. We offer free continuing education for providers to help them stay up to date 
on the latest evidence for treatments. We also sponsor local trainings on topics relevant 
to our membership or to meet identified gaps in service knowledge. 


Cenpatico has extensive experience recruiting and hiring experienced, highly qualified 
behavioral health leaders, effectively on boarding and training them, and promoting 
ongoing development and educational opportunities throughout their tenure. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


Cenpatico is the proposed behavioral health subcontractor for SilverSummit.  Cenpatico 
is not a Health Maintenance Organization. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


Cenpatico is a National Committee for Quality Assurance (NCQA) accredited managed 
behavioral healthcare organization with 22 years of experience managing benefits for 
vulnerable populations. Cenpatico is one of the nation’s most experienced behavioral 
health companies in managing behavioral health benefits for individuals enrolled in 
Medicaid, CHIP, and other publicly funded programs. Our success stems from a 
commitment to managing behavioral healthcare services that can be clinically integrated 
into health plan programs, while enhancing consumer access to care.  


4.1.11 Corporate Background 
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4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Cenpatico healthcare specialties include behavioral health and foster care, school 
services, and community re-entry. Today, Cenpatico manages benefits for more than 4.7 
million members across 19 states including Nebraska (Nebraska go-live is Q1 
2017).Populations served include Medicaid, Medicare and CHIP populations such as 
TANF, ABD (Medicaid only and Dually Eligible), Foster Care, Long-Term Care, Serious 
Mental Illness (SMI)/Serious Emotional Disturbance (SED), and populations requiring 
Long Term Services and Supports through managed care and managed behavioral 
healthcare contracts. Cenpatico contracts directly with the state of Arizona to serve 
Medicaid/CHIP populations; however, Cenpatico has performed the services described in 
this RFP for 22 years. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


Cenpatico has managed Medicaid and other public sector benefits since 1994. Cenpatico 
headquarters are in Austin, Texas and also has local affiliates across the country that 
serve members. Cenpatico is committed to innovative solutions and designing programs 
tailored to improving functional outcomes for members. 


The principals of Cenpatico include: 


 President and Chief Executive Officer, Mike McKinney


 Chief Financial Officer, George Verrastro


 Senior Medical Director, Robert LoNigro


 Vice President, Network Development & Contracting, Kelley Grayson


 Director, Clinical Operations, Sean McDade


Cenpatico is a wholly owned subsidiary of Centene Corporation. Cenpatico expertise lies 
in managing benefits for vulnerable populations. Cenpatico healthcare specialties 
include behavioral health, school-based services, and community re-entry.  


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


Cenpatico is a resident of Texas and a wholly owned subsidiary of Centene. Our affiliate 
health plan, SilverSummit, is a Nevada-based company established for the sole purpose 
of providing Medicaid managed care services through the Nevada Medicaid and Nevada 
Check Up programs. 
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4.1.11.4 The location of disaster recovery back-up site. 


Cenpatico’s parent organization, Centene Corporation (Centene) owns and operates two 
enterprise state-of-the-art datacenters that support and securely house all core 
applications and data. The primary datacenter is located in St. Charles County, Missouri 
and the disaster recovery back-up site is located in Sacramento County, California. The 
two datacenter facilities are highly scalable and hardened to withstand natural disasters 
with a seismic importance factor of 1.5 in the event of an earthquake (both datacenters 
are located outside of earthquake zones according to the U.S. Geographical Survey) and 
the ability to withstand tornadic winds of up to 165 MPH. The primary and back-up 
datacenter operate in a “hot backup” contingency mode for essential business functions.  


Corporate Information Technology (IT) Datacenter Disaster Recovery 
Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter. As 
part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise. The last Disaster Recovery Exercise was 
conducted successfully in May 2016. Validation of recovered applications assured 
Centene IT staff that our Management Information System (MIS) could deliver our 
systems in an emergency and validated confidence in the capability of our back-up 
datacenter. In addition to the Disaster Recovery Exercise, we also perform multiple mock 
scenario specific tests throughout the year, including testing the actual restoration of 
our IT operations, systems, and data recovery, as well as our ability to restore local 
operations. We will conduct similar mock scenarios for our SilverSummit locations in 
Clark and Washoe Counties. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


The vendor, SilverSummit has provided this information as part of their response.  
SilverSummit’s contact at Cenpatico is: 


1. Jeremy Riddle, LPC


Vice President, Business Development & Implementations, Growth & Expansion 


12515-8 Research Blvd., Suite # 400 


Austin, TX 78759 


512-406-7280 


Jeremy.Riddle@EnvolveHealth.com  


2. Julie Rothacker, MA, PCC


Senior Director Business Development and Clinical Implementation 


12515-8 Research Blvd., Suite # 400 


362







Cenpatico Behavioral Health, LLC 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


Austin, TX 78759 


330-730-6562 


julie.rothacker@envolvehealth.com  


 


3. Ryan Rhoads, LMHC  


Director, Clinical Development & Training 


12515-8 Research Blvd., Suite # 400 


Austin, TX 78759 


859.455.6221 


ryan.rhoads@envolvehealth.com 


 
4.1.11.6 The size of organization in assets, revenue and people. 


 


Cenpatico has 1,571 employees. As a subsidiary of Centene Corporation, Cenpatico 
reports assets and revenue as part of Centene’s annual financial statements. Please refer 
to SilverSummit Attachments Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, 
Att.4.1.14.3.B_ 2016 Centene 10Q 1st Quarter, Att.4.1.14.3.C_2015 Centene 10K, and 
Att.4.1.14.3.D_2014 Centene 10K in Confidential Financial Information. 


 
4.1.11.7 The organizational chart of your senior management by function including key personnel. 


 


Please see Figure 4.1.11.7, which follows, for Cenpatico’s organizational chart of our 
senior management by function. 


 


 


 


 


Figure 4.1.11.7  
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4.1.11.8 The areas of specialization. 


Cenpatico healthcare specialties include behavioral health and foster care, school 
services, and community re-entry. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


Cenpatico is supported by its parent company, Centene. Centene offers more than 290 
product/market solutions. Our main product is providing government-sponsored 
healthcare programs. Specifically, we provide managed care services through 
Government Sponsored Programs (Medicaid, Medicare, Marketplace, and Correctional) in 
19 states including Nebraska (Nebraska go-live is Q1 2017). 


Cenpatico’s expertise lies in managing benefits for vulnerable populations. Our 
healthcare specialties include behavioral health and foster care, school services, 
community re-entry, and more. We serve the following populations:  


Cenpatico manages behavioral health programs that are among the most innovative in 
the nation. We manage care through comprehensive service plans, which may include 
goals involving employment, housing, education, and social involvement. We support 
our members with services, such as peer and family support that help keep them in their 
communities. 


We are headquartered in Austin, Texas, with satellite offices across the nation in the 
markets we serve. Cenpatico offers agencies, health plans, and states solutions to 
administer healthcare services more effectively. Because we operate in multiple states, 
our members receive care from local teams that truly understand the specific needs of 
their communities. 


As a subsidiary of Centene Corporation, Cenpatico reports assets and revenue as part of 
Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


 Foster Care


 TANF


 CHIP


 SSI


 Long-Term Care


 Serious Mental Illness/Serious Emotional Disturbance
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4.1.11.10 The corporate philosophy and mission statement. 


Centene Corporation and its subsidiaries, including SilverSummit and Cenpatico 
Behavioral Health, share the same corporate philosophy and mission statement as 
depicted below: 


4.1.11.11 A description of any plans for future growth and development of your organization. 


Cenpatico continues to grow as its parent company, Centene Corporation, is awarded 
new business. Cenpatico provides behavioral health services through an integrated 
model for all Centene Health Plans where behavioral health services are offered. 
Cenpatico plans for future growth include enhancements to our specialized substance 
use program. We support the concept of the recovery model and delivery of a person-
centered, family focused system of behavioral health and substance use disorder to 
promote wellness, eliminate stigma, and remove barriers to recovery with the belief that 
members with behavioral health and substance use disorders can lead productive lives. 
One example of our growth and development within our organization is our expanded 
line of services in Arizona. In 2015, Cenpatico expanded our services to include the 
physical health management of members with Serious Mental Illness (SMI).  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 
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Cenpatico has demonstrated success with the implementation of behavioral health 
managed care programs in an efficient and effective manner. Cenpatico’s leadership 
team has managed 25 implementations of specialized behavioral health services since 
2003, which has made us industry experts in successfully implementing managed 
behavioral healthcare programs for public sector clients.  


Cenpatico recently expanded into Nebraska with Nebraska Total Care (go-live is Q1), and 
also entered into the Health Insurance Marketplace with multiple affiliate plans.  
Immediately upon notice of contract award, Cenpatico deploys a dedicated 
implementation team to work in collaboration with its new partner.  The team is 
comprised of veteran executives, management, and technical staff who have 
implemented other programs and have significant collective experience in health plan 
operations, network development, project management, and new health plan 
implementations.  The team manages the implementation plan, resources, and schedules 
to help ensure timelines are met, identifies/manages risks, and manages cross-functional 
teams to achieve project goals.  The team, at a minimum, directs program and process 
design, oversees network provider contracting, credentialing, new provider training, 
oversees the recruitment and training of staff (as necessary), oversees all systems 
testing, participates in readiness reviews, and works collaboratively to ensure the 
effective transition from the previous vendor.  The team is also available to health plan 
staff as advisors after the go-live date.  To ensure an on-time operational start date and 
effective implementation, the team uses a project management approach and 
methodology that consists of the following elements:  


The team customizes our proven implementation tools and processes to ensure all 
requirements are incorporated and addressed.  Further, we convene pre-implementation 
meetings with the plan, and as needed with provider groups.   


We obtain input into program, process and network design; work through start-up 
issues; ensure all contract requirements are met; and fine-tune our ability to deliver 
service excellence to members and providers from day one.  


As we prepare for go-live, we conduct a series of internal operational readiness reviews 
90 and 30 days prior to go live.  We conduct check in meetings, from weekly to daily two 
weeks prior to go-live.  During this time, we conduct readiness assessments, identify 


 A plan with defined stages and activities that ensures progress toward implementing
the health plan, defines accountability, tracks progress, and identifies/mitigates risks
to implementing the health plan


 The deployment of dedicated, highly specialized professionals with defined levels of
authority to implement contract requirements


 Systematic review of implementation progress, issue/risk identification/assessment,
alternatives analysis and resolution


 A customized communications plan that ensures adequate and timely reporting to
executive management and department personnel and ensures consistent
communication between implementation participants
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barriers/issues, and report status to the appropriate executives.  During this phase, key 
functions like claims, encounters, IT, and reporting are “tested” once again to ensure all 
processes and systems are running properly and milestones have been achieved.  After 
“go-live,” daily team meetings continue to occur employing the same issue 
identification/reporting process previously described until all issues are fine-tuned.  


 


Cenpatico has significant experience building networks with the ability to build statewide 
networks in as little as 180 days.  The network implementation group is led by the 
director, network development and a team of dedicated, experienced team members.  To 
preserve and expand member access, we build the most comprehensive behavioral 
health network possible, recruiting new providers who are interested in contracting with 
Cenpatico. 


 
4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


Since 1994, Cenpatico, an National Committee for Quality Assurance (NCQA) accredited 
managed behavioral health organization, has provided comprehensive services for 
vulnerable and underserved populations. We started out as a group practice of 
behavioral health clinicians offering services and care management in Texas. We have 
never lost our clinical focus and our passion for serving members. 


 


We provide services for people with behavioral health and substance use disorder, 
including complex populations such as adults with serious mental illness (SMI) and 
children with Serious Emotional Disturbance (SED). Our members are enrolled in publicly 
funded programs including Medicaid (TANF), CHIP, ABD/SSI, the Child Welfare System, 
Health Insurance Exchange, and Medicare. 


 


Cenpatico offers agencies, health plans, and states solutions to administer healthcare 
services more effectively. Our specialties include managed care solutions for behavioral 
health, foster care, specialized school services, and community re-entry programs. 


 


We are a national leader in care management. Our programs are tailored to the unique 
needs of each community we serve. We operate in multiple states with an active local 
presence. Our members receive care from local teams that truly understand the specific 
needs of their communities. We continually introduce innovative clinical initiatives and 
network strategies in all markets, designed to create quality service delivery systems. 


 
4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 


Cenpatico has strong experience in providing the behavioral health services requested in 
this RFP. Our experience spans multiple states that all have presented Cenpatico with 
the opportunity to refine our methods and processes. Responsively, we have continued 
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to evolve to reflect the changing needs of members, providers, and the states in which 
we deliver services. 


A. Managing a network of Medicaid Providers; 


Building a Behavioral Health Network of Medicaid Providers  
The behavioral health network implementation will be led by the VP, Network 
Development and a team of dedicated, experienced contractors on the ground 
throughout Nevada. Our health plan has strong experience building numerous statewide 
networks. To preserve and expand member access, we will build the most 
comprehensive behavioral health network possible, recruiting all providers interested in 
contracting with our health plan. We will deploy “frontline” contracting teams by service 
to understand local communities, patterns of care, and characteristics unique to Nevada. 
We will continuously refine our recruitment strategy based on our evolving knowledge 
about each area and in response, we will re-prioritize our efforts.  


To ensure the seamless development of a behavioral health network, our health plan 
creates a Network Development Plan specific to the needs of the local area. Our health 
plan considers multiple factors when developing the plan to including but not limited to: 


Managing a Behavioral Health Network of Medicaid Providers 
Cenpatico currently managed behavioral health networks across 19 states. We currently 
maintain a field in our provider network database indicating whether a contracted 
provider has a closed panel. We regularly ask our providers to update their profiles in 
our system, including their willingness to accept new patients. We will continue to be 
proactive in updating that information in a timely manner to ensure that we are properly 
tracking providers who are not accepting new patients, and we will reach out to them to 
encourage their future participation in serving our Nevada members. 


 Geographical information such as neighboring state providers that may expand
services for members and enhance our behavioral health network


 Hospitalization utilization information to identify trends such as increased suicidal
ideation cases and overdose cases (and the resulting readmissions into hospitals as
well) in Nevada


 Regional and cultural differences of Nevada to inform the development of plan of our
member population (who we are serving and how we can build a network that is
culturally sensitive to those needs)


 Local barriers are considered to ensure access to care (often identified by local
providers) and we adjust our approaches accordingly to address those identified
needs such as transportation


 Provider information such as specialties, capabilities, and languages spoken to build
a diverse and compressive behavioral health network


 Other identified behavioral health priorities sourced by our health plan, behavioral
health providers, and/or DHCFP.
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Additionally, we are committed to ensuring our behavioral health providers receive the 
support they need to best serve members when rendering the behavioral health services 
listed below. Our health plan recognizes provider support as a multi-faceted and an 
evolving partnership that includes but is not limited to building provider rapport, the 
quality of provider onboarding/orientation, availability of our ongoing comprehensive 
clinical training options, and the development and distribution of behavioral health 
provider tools. An example of provider tools/training we offer to all providers include the 
following behavioral health elated trainings but not limited to: 


To provide exceptional care to members, the development and management of our 
behavioral health network plan will be centered on a collaborative approach with 
Nevadan values in the forefront.  We will source information about local colleagues or 
peers to build our behavioral health network to better serve members. 


B. Managed care programs for Medicaid recipients; 


Cenpatico has extensive Medicaid behavioral health managed care experience, with 
programs across 19 states. We have demonstrated success with the implementation of 
complex public sector behavioral health managed care programs in an efficient and 
effective manner. Cenpatico provides Medicaid behavioral health managed care services 
to approximately 4.7 million people throughout the United States. Cenpatico provides 
services for members with multiple types of behavioral health disorders including but 
not limited to depression, bipolar disorder, and substance use disorders. We have 
experience coordinating non-Medicaid funded care for Medicaid behavioral health 
service recipients including coordination with local, State, and other grant funded 
behavioral health programs.  


Cenpatico supports whole-person healthcare and we ensure that our members’ 
behavioral healt care needs are met in a coordinated and integrated manner. To achieve 
this goal, we utilize an Integrated Care Team approach supported by our multi-
disciplinary team of nurses, behavioral health clinicians, and disease management health 


 Screening, Brief Intervention, and Referral to Treatment (SBIRT)


 Behavioral Health Toolkits (including but not limited to the depression toolkit  which
includes the Patient Health Questionnaire (PHQ-9)


 Common Psychotropic Medications


 Co-Occurring Disorders


 Behavioral Health 101 for physical health providers


 De-escalation Strategies


 DSM 5-An Overview of Changes (two versions available-longer/shorter version)


 Mental Illness Signs and Symptoms


 Suicide Risk and Assessment
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coaches that deliver behavioral health, physical health and social support/environmental 
interventions and coordination of care that is tailored to the unique needs of the member. 


Our care management and disease management processes are evidence-based, 
consistent, and developed for managing different conditions. Our approach to disease 
management and care management integrates all medical, behavioral health, social and 
other services the member receives to create a system of care around that individual. 
Creating this individualized system allows us to effectively address the clinical 
conditions as well as the social and other non-clinical needs that have an impact on 
health outcomes.  Additionally, we utilize a proactive approach when identifying 
members for care management as we understand outreaching to members early on can 
have a significant impact on their overall well-being. Our approach incorporates 
integrated care plans and care teams that support member health homes and medical 
homes with success built on the following components: 


To maximize integrated care efforts, integrated rounds are conducted on cases that 
behavioral and physical health co-manage. Medical directors (both physical/behavioral 
health directors) attend rounds to provide consultation and cross educate care staff on 
multiple integration behavioral health physical health topics during case discussions. As 
our care management staff is often co-located, the communication that occurs between 
all staff specialties achieves greater cohesiveness in increasing member outcomes 
regardless of member diagnosis. Integration at all levels facilitates appropriate attention 
to the physical health and chronic disease contributions on behavioral health and to the 


 Comprehensive strategies to identify and risk-stratify members who would most
benefit from care management or disease management interventions


 Utilization of Motivational Interviewing techniques (or other specialized training such
as Trauma Care engagement skills when applicable) that engage members in
care/disease management


 Qualified behavioral health staff with expertise in the conditions for which our
members are receiving care and who are trained in our effective care management
model


 Care management staff who coordinate all services and resources, including non-
covered services as part of an integrated plan of care


 Engagement and contact with all member providers (physical health/ behavioral
health) to minimize/eliminate barriers to care


 Behavioral Health Transitional Care to members who change health plans


 Technology solutions that enhance our ability to effectively integrate and pro-actively
coordinate services by ensuring that real time and relevant information is available to
all staff and providers interacting with a member. Cenpatico and SilverSummit will
have access to best in class technology through our parent company Centene
including but not limited to the following tools:
o Centelligence™ – Cenpatico’s integrated decision support and healthcare


informatics solution, which includes Centelligence Foresight™, Cenpatico’s
proprietary predictive modeling and care gap/health risk identification application.


o TruCare – Centene’s integrated medical management system.
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effect of behavioral health conditions on physical health and adherence to treatment for 
all health conditions.  


 
C. Managing and improving health outcomes for program recipients; 


 


One example of our experience with improving outcomes, in June 2014, Cenpatico’s 
health plan affiliate in Florida implemented a modified IMPACT Model of collaborative 
care. The IMPACT Model works with Primary Care Providers (PCPs) to better treat 
behavioral health conditions in a primary care setting. In the Florida affiliate’s program, 
Centelligence’s™ predictive modeling analytics are used to identify members that are 
newly diagnosed, undiagnosed or with an undertreated behavioral health condition and 
also at risk of exacerbating a co-morbid medical illness such as sickle cell anemia, 
diabetes or heart disease. The program utilizes a health wellness coach and several key 
IMPACT components, such as systematic use of depression scales. IMPACT includes 
targeted PCP technical assistance regarding stepped care and the IMPACT tenants of 
treating to goal. Following 12 months of engagement, healthcare costs averaged $2,213 
lower for members engaged in the program. These members also achieved a 32% 
improvement in PHQ9 score and 67% engaged in behavioral health services (compared 
to 33% of members not engaged). 


 
D. Administering Medicaid utilization and case management programs; 


 


Our integrated Utilization Management (UM)/Case Management (CM) programs conforms 
to national and state standards and guidelines to promote quality, cost effective care in a 
coordinated and integrated manner. This includes standards of care and review criteria 
that ensure clinical appropriateness and account for each individual enrollee’s condition, 
current health status, effectiveness of previous treatment, environmental supports, and 
desired outcomes. These programs, and the tools that support them, are designed to 
promote person-centered care, recovery principles, and prevention; address gaps in 
care; incorporate the appropriate use of evidence-based practices (EBPs); and apply 
consistent review criteria. All behavioral health clinical program activities are based on 
the mission of recovery and resiliency and are integrated throughout the organization, 
involving every department, system, and employee. Our UM/CM program is highly 
integrated with the Quality Improvement (QI) Program, which continuously monitors 
program data, evaluates clinical and consumer satisfaction results, and takes focused 
actions when opportunities for improvement are identified. For example, Cenpatico 
surveyed provider satisfaction with the utilization management (UM) process across 
markets. In response to provider feedback, we made our UM authorization form shorter 
and more user-friendly. This redesign not only improved provider satisfaction, but also 
provided the enrollee with greater input into their treatment plans.  


 


Specific to our CM program, we ensure integrated care through a holistic, 
multidisciplinary approach for members with behavioral health conditions who require 
care management or disease management due to high risk and/or co-morbid conditions. 
Through our integrated systems, processes and teams, we ensure that all medically-
necessary covered services (community-based, partial hospital and inpatient behavioral 
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health services) are provided as part of the treatment continuum of care.  Our behavioral 
and physical health staff and operations are often physically co-located in the same 
offices and are fully integrated to share systems, reporting structures and committees, 
policies and procedures.  


 
E. Medicaid claims processing and adjudication; 


 


Our parent company Centene supports Cenpatico with Medicaid claims processing and 
auto-adjudication. Our claims processing system is automated and processes behavioral 
health claims within five to seven days with a receipt average of as high as one million 
and as low as 817,000 (in 2016 to present time). Additionally, our auto-adjudication rate 
success has ranged from 88 percent to 92 percent in 2016 to the present time. 


 


Cenpatico is well positioned to assist providers with Medicaid billing experience. We will 
work with local providers, during their orientation period and on an ongoing basis, to 
identify and address their concerns and keep them engaged with the program. We will 
provide one on one and group training sessions, resource materials, web-based tools, 
and technical assistance to behavioral health providers with billing protocols and 
guidance for Medicaid billing with managed care.  


 
F. Project management; and 


 


Cenpatico has demonstrated success with the implementation of behavioral health 
managed care programs in an efficient and effective manner. Cenpatico’s leadership 
team has managed 25 implementations of specialized behavioral health services since 
2003, which has made us industry experts in successfully implementing managed 
behavioral healthcare programs for public sector clients.  


 
G. Qualifications of key personnel. 


 


We conduct a rigorous interview process for all of our key personnel to ensure all of our 
hires meet our high professional and clinical expectations. In addition to screening 
candidates for behavioral interviewing techniques, we also use a third-party agency to 
perform an extensive background check of all potential new employees to ensure all 
candidates possess the appropriate credentials, education, and experience necessary to 
fulfill the requirements of the position for which they are applying. Each background 
check includes the following verifications: Social Security, criminal history, employment 
history, education history, and Office of Inspector General violation status. We will 
require candidates to pass any additional background test or check requested by 
Nevada. For clinically credentialed staff, we will continue to comply with all 
SilverSummit, federal, and Nevada state licensing requirements. 


 


Mike D. McKinney, M.D., President and Chief Executive Officer, will assume the lead as 
the chief contact with SilverSummit Health Plan and direct the implementation process. 
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George Verrastro, Chief Financial Officer, and Kelley Grayson, Provider Services 
Manager, are also involved in account management to ensure we provide the best client 
support possible. They will be instrumental in the implementation process and remain as 
points of contact throughout the life of the contract. Additionally, Dr. William Holmes, 
M.D., will work with SilverSummit as Medical Director, and Sean McDade, MBA, Director 
of Clinical Operations, will serve as the Grievance and Appeals Coordinator. 


Dr. McKinney joined Cenpatico in 2015 as President and Chief Executive Officer (CEO). 
Providing leadership for all aspects of service delivery, company growth and financial 
stability, Dr. McKinney acts as liaison between Cenpatico and key stakeholders, 
including government agencies, advocacy groups, and regulatory bodies, as well as 
Centene’s health plans and other specialty divisions. He oversees all company 
operations to ensure maximum efficiency and accountability, delivering superior 
outcomes for Cenpatico’s members. Prior to Cenpatico, Dr. McKinney held government 
and corporate leadership positions over the past 30 years with a focus on serving others 
in the areas of healthcare, human services and higher education. He served in several 
leadership roles at Centene, including president and CEO of Sunflower Health Plan, 
Magnolia Health Plan, Managed Health Services and Superior HealthPlan. Dr. McKinney 
also serves as Senior Vice President of New Markets for Centene Corporation. 


George Verrastro currently serves as the Chief Financial Officer (CFO). Since joining the 
Centene family of specialty companies in 1995, George has held various positions 
including Vice President of Finance and Director of Financial Analysis. He obtained his 
Bachelor’s degree in Accounting from Assumption College and is a member of the 
American Institute of Certified Public Accountants (AICPA). 


William Holmes, M.D. joined Cenpatico in 2013 and serves as Senior Medical Director. Dr. 
Holmes presents to a variety of professional and community groups on multiple 
behavioral health topics. He also writes a regular column for the newsletter of the 
National Foster Parent Association. He is certified in general psychiatry as well as child 
and adolescent psychiatry by the American Board of Psychiatry and Neurology. His prior 
clinical work as Medical Director of Stonebridge Behavioral Health in San Antonio, TX, 
from 2009-2013, involved providing clinical care and overall supervision to children and 
adolescents in the Texas foster care system. Dr. Holmes received his undergraduate 
degree in 1983 from Baylor University, and then completed his medical degree in 1987 at 
the University of Texas Medical Branch in Galveston, TX. He is licensed to practice in 
Florida and in Texas. 


Kelley Grayson, serving as the Provider Services Manager, has 16 years of managed care 
experience in both medical and behavioral health, including operations, contract 
management, network development, provider relations, claims, sales/marketing, and 
Public Sector (Medicare/Medicaid/TRICARE). She earned her Bachelor’s Degree in 
Business Management from The University of Phoenix and her Master’s in Business 
Administration, emphasis in Healthcare Administration from George Washington 
University - Washington D.C. 
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Sean McDade first joined Cenpatico in 2007 as a Care Coordinator. In his current role, 
Sean oversees the Referral Services department responsible for all outpatient prior 
authorizations for both behavioral health and grievances and appeals for both behavioral 
health and clinical administration as well as clinical risk, which includes member 
complaints and Quality of Care (QOC) issues. Prior to joining us, Sean worked for five 
years in his local community as a Chemical Dependency Counselor, a Care Manager for 
the elderly Serious Mental Illness (SMI) population, and as Residential Service Specialist 
(RSS) serving the SMI population connected with the state behavioral health hospital 
system. Sean graduated from Bowling Green State University with a Bachelor’s Degree in 
Psychology and the University of Phoenix with his MBA in Healthcare Administration. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Through our long-standing nationwide experience, we have been able to build upon our 
participating provider relationships and develop unique provider reimbursement 
methodologies and incentives designed to pay for value. We utilize innovative ways to 
support traditional and safety net providers to ensure their continued participation in our 
networks. We employ different contracting methodologies, such as capitation and fee‐
for‐service reimbursement, along with shared-risk and quality incentives to reimburse 
our Preferred Provider Groups (PPGs), hospitals, and ancillary providers. Our shared-
risk program is an incentive program for institutional and other ancillary services, in 
which the PPG is encouraged to coordinate and effectively manage the member’s care. In 
our network capitation model, PPGs and certain hospital providers are reimbursed on a 
prepaid, per member per month (PMPM) basis for the delivery, management, and 
coordination of medical services. The capitation model supports our Patient Centered 
Medical Home (PCMH) providers, where the member’s care is coordinated and the 
delivery of quality care is maximized. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Cenpatico is continuously invested in the improvement of services, treatment protocols, 
and the development of best practices. The following examples include but are not 
limited to services, training, and programs Cenpatico has invested in to improve 
processes and service delivery. 


Establishing Clinical Guidelines. Cenpatico endorses Clinical Practice Guidelines set by 
the American Psychiatric Association which include but are not limited to: 


 Acute Stress Disorder and Post-
Traumatic Stress Disorder


 Alzheimer’s Disease and Other
Dementias


 Bipolar Disorder


 Borderline Personality Disorder


 Eating Disorders


 Major Depressive Disorder


 Obsessive-Compulsive Disorder


 Panic Disorder
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 Schizophrenia 


 Substance Use Disorders 


 Suicidal Behaviors 


 


Trauma Informed Care Training Program.  To enhance provider skills and target a 
specific behavioral health need, we deployed our Texas affiliate Superior HealthPlan’s 
Trauma Informed Care Training Program in affiliate markets. Superior created and 
invested in a nationally recognized, evidence-based practice training to assist providers 
in becoming certified in Trauma Focused Cognitive Behavioral Therapy (TFCBT).  This 
model is proven to work best for children in the Foster Care system and promoted by the 
National Child Traumatic Stress Network (NCTSN). Additionally, NTSCN trauma training 
is utilized to implement ‘train-the-trainer’ with regional Clinical Trainers. These trainers 
receive training and subsequently take that training to stakeholders (caregivers, CPS and 
Private Child-Lacing Agencies (CPASs), providers, etc.) to ensure all components of a 
member’s care is provided through a trauma lens. Additionally, our affiliates have 
conducted training for both physical/behavioral staff in July 2015 and again in February 
2016. 


 


Impact Model. Cenpatico’s health plan affiliate in Florida implemented a modified 
IMPACT Model of collaborative care. The IMPACT Model works with PCPs to better treat 
behavioral health conditions in a primary care setting. In the Florida affiliate’s program, 
predictive modeling analytics are used to identify members that are newly diagnosed, 
undiagnosed or with an undertreated behavioral health condition like depression and 
who are also at risk of exacerbating a co-morbid medical illness such as sickle cell 
anemia, diabetes or heart disease. The program utilizes a health wellness coach and 
several key IMPACT components, such as systematic use of depression scales such as 
the Patient Health Questionnaire (PHQ-9). IMPACT includes targeted PCP technical 
assistance regarding stepped care and the IMPACT tenants of treating to goal. 


 


Opioid Addiction Program/Medication Addiction Program Partnership. To effectively 
address the needs of members with substance use conditions, we have also 
implemented an Opioid Addiction Program in multiple markets which is modeled after 
our Massachusetts health plan affiliate CeltiCare’s nationally-recognized program. One 
example is within our Missouri affiliate Home State. To support an evidence-based 
outpatient drug addiction protocol, Home State has developed a close working 
relationship with a local recovery services provider who delivers integrated health 
services including inpatient/outpatient addiction recovery programs as well as onsite 
behavioral health therapy and primary medical care. By leveraging this partnership, 
Home State anticipates a significant reduction in medical and administrative expenses 
through more proactive care management and follow-up by care managers.  Our care 
managers will coordinate with behavioral/physical health providers to help reduce 
overutilization in these areas by maintaining regular communication with providers 
regarding the member’s progress. Additionally, Home State will monitor the 
effectiveness of this program using Centers for Medicare & Medicaid Service’s newly 
released Adult Core measure: “Use of Opioids from Multiple Providers at High Dosage in 
Persons Without Cancer: Opioid High Dosage.” 
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Our Substance Use in Pregnancy Program partners with state addiction programs and 
encourages counseling and medication in addition to intensive outpatient or inpatient 
addiction treatment if needed. Care managers assess the member’s readiness to change 
and focus on moving the member through the stages of change related to addiction 
treatment. Members are encouraged to talk with their physician about medication-
assisted treatment with Subutex or methadone that can replace the need for dangerous 
prescription (or street drugs) and prevents the pregnant member from going into 
withdrawal, which can be dangerous for the fetus. This program was initially piloted by 
our Ohio affiliate health plan and received the 2014 Ohio Association of Health Plan's 
(OAHP) Pinnacle Award for Best Practice Healthcare Programs.  


 


Thresholds. Cenpatico collaborated with Illinicare Health and our network provider, 
Thresholds, in an innovative program that used alternative payment methodology to help 
provide targeted interventions for members with the highest level needs for behavioral 
health, medical and social support.  


 


Cenpatico paid for the Thresholds pilot—at a flat, at-risk per person per month (PMPM) 
payment rather than on a fee-for-service basis. Because there needed to be a “relentless 
pursuit of engagement,” it was mutually agreed upon to work with the PMPM payment 
model. This model offered the leeway for Cenpatico to pay for services covered within 
the Illinois Medicaid program and some additional services outside of the traditional 
benefit.  Conversely, in a traditional fee-for-service model of payment, if a provider 
attempts to see a member and the member is not available for contact, they cannot bill 
for that time. So, when members are challenging to engage or even locate, it does not 
allow the provider to continue engagement efforts.  IlliniCare Health made sure that the 
reimbursement model accounted for this, allowing Thresholds to receive some payment 
for their efforts. Housing is also a big challenge for this population. Thresholds wanted 
to be able to offer the members some temporary housing options if needed, which was 
also taken into consideration with the PMPM payment model, despite it not being a 
Medicaid covered benefit. This payment structure creates an incentive to provide better 
care with a focus on quality and outcomes rather than a high volume of services.  


 


After the first year of this program the following outcomes were achieved:  


 


Recently, our program reached 1,840 members within the affiliate market and achieved 
the following successes: 


 


 50% reduction of behavioral health admissions 


 55% reduction in 30 day readmission rates for behavioral health 


 58% reduction in 90 day readmission rates for behavioral health 


 23% increase in member’s self-report of optimism for the future 


 19% increase in member’s contact with friends and family 


 15% increase in member’s ability to live independently 
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Through our care managers, care management teams, providers, and community 
partners, we have established a model of care that meets “members where they are.” We 
help arrange shelter, receive food, medical and behavioral healthcare services, and 
transportation to be able to receive those services on a consistent basis. Our team, 
including nurses, social workers, and behavioral health professionals, also work with our 
members to increase their health literacy, helping them understand when and where to 
receive the best and most appropriate level of care. Also, we understand that these 
members may be overwhelmed trying to navigate the system—so we let them know we 
are there with them every step of the way supporting them with formal and informal 
networks such as local health centers, crisis and emergency centers and hotlines, family 
and parenting support services, legal and advocacy efforts, and utility services.  


 


Our affiliate’s program has provided the opportunity for our staff to have relationships 
with local hospitals while engaging members face to face prior to discharge. In addition 
to the seven and 30 day follow-up, the program also offers an intensive care coordination 
program for members needing long-term services. We are now actively engaging 
members in 27 different provider locations. 


 
4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


 


Cenpatico currently provides managed behavioral health services to over 4.7 million 
primarily Medicaid and similar non-commercial and special populations (including Foster 
Care, TANF, CHIP, ABD, and Dual Eligible) members in 19 states, including contracts 
with Medicaid and publicly funded health plans, and a direct state contract in Arizona. 


 
4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP.   


 


Dr. Mike McKinney, President and Chief Executive Officer will assume the role of 
administrator.  


George Verrastro will function as our Chief Financial Officer.  


Dr.  William Holmes, Senior Medical Director, will assume the role of Medical Director for 
SilverSummit.  


Additionally, Kelley Grayson, Vice President of Network Development and Contracting 
will function as SilverSummit’s Provider Service Manager.  


Sean McDade, Director of Clinical Operations, will assume the role of Grievance and 
Appeals Coordinator.  


 Seven-Day Follow-up Hospital Rate= 67% (38% for non-program members) 


 30-Day Follow-up Hospital Rate= 75% (51% for non-program members) 
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For detailed résumés, please refer to Cenpatico Behavioral Health.4.1.12.5 Attachment G 
– Proposed Staff Résumés in Tab VII, Section 4.4.


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


Table 1 provides the names of additional full-time staff and project supervisors with 
contract responsibilities in the following areas: 


Table 1 


A. Information Systems Supported by our parent organization Centene Corporation 


B. Utilization/Case Management Michelle Thomas, LCSW 


C. Claims Payment Supported by our parent organization Centene Corporation 


D. Quality Improvement and 
Reporting (e.g., HEDIS, CMS 416) 


Tyre Nelson 


E. Health Education Cynthia Gonzalez 


F. Data Coding N/A 


G. Contract Negotiation 
Specialists/Network Recruiters 


N/A 


H. Encounter Data Supported  by our parent organization Centene 
Corporation 


I. Other staff as needed for project N/A 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


As a proposed subcontractor, Cenpatico will not operate as an HMO in Nevada. We are 
registered as a foreign corporation. SilverSummit has their license to operate as an HMO 
in Nevada. Please refer to Attachment 4.1.12.7.A Cenpatico Nevada Business 
Registration in Tab IV – F.1, State Documents. 


378







Cenpatico Behavioral Health, LLC 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


Cenpatico Behavioral Health, LLC has received NCQA Managed Behavioral Health 
Organization Accreditation since 2010 and is valid through May 9, 2019 - Please refer to 
Attachment 4.1.12.7.B Cenpatico NCQA Certificate in Tab IV – F.1, State Documents.  


 
4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


 


Through our association with Language Services Associates (LSA), Cenpatico Physician 
Office Interpretation Service has provided our members with referrals to see behavioral 
health providers fluent in 11 different languages, including American Sign Language, 
Arabic, Burmese, Haitian Creole, Hindi, Karen, Mandarin, Nepali, Portuguese, Spanish, 
and Vietnamese. 


 


Additionally, through our Telephone Interpretation Service, we have provided translation 
services for members speaking 27 languages and dialects other than English and 
Spanish. These languages and dialects include Amharic, Cambodian, Cantonese, Cape 
Verdean Creole, Chin, Dinka, Ewe, French, Polish, Portuguese Creole, Punjabi, Russian, 
Serbian, Serbo-Croatian, Somali, and more. 


 


We are committed to hiring and maintaining staff that are bilingual and can communicate 
verbally with members. To provide linguistic and culturally competent services, we have 
made telephone interpreter services available from 24 hours, seven days a week through 
our Customer Services Help Line, supported after hours by our nurse assistance line, 
which is available to both members and providers. Members who are hearing impaired 
can access staff through dedicated TDD/TTY services available through our call center.  


 


For all other languages, and if no bilingual staff is available, we immediately engage our 
professional telephonic interpretation service, representing more than 200 languages. 
For callers with hearing impairments, we will train to and deploy the Telecommunications 
Relay Services (711 system). Callers with physical, cognitive, or communication 
difficulties can simply stay on the line without responding to menu prompts and our IVR 
will direct their call to a customer service representative. 


 


Cenpatico works to make sure that all of our services correspond with the National 
Standards on Culturally and Linguistically Appropriate Services (CLAS), as developed by 
the U.S. Department of Health and Human Services-Office of Minority Health. 


 
4.1.12.9 List any associations or organizations to which the organization belongs. 


 


Cenpatico Behavioral Health, LLC has received NCQA Managed Behavioral Health 
Organization Accreditation since 2010 and is valid through May 9, 2019.  


 
4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 
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Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data (including SilverSummit and Cenpatico provider data) 
with the latest HealtHIE Nevada participant statistics. Please refer to the table below. 
Note below represents the entire SilverSummit network, including Cenpatico.   


 


Provider Category % Participation 


Financial 
Participation Only 


Financial Participation 
and Provide Data into 
the HIE 


Physician NA1 1%2 


Acute Care Hospital 100%1 36% 


Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3 


Laboratory NA1 33% 


Radiology NA1 0%4 


All Other NA1 1%4 


1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care Hospitals.  
These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, HealtHIE 
Nevada has very few individual physicians or physician groups that contribute data into the HIE. 
However, we have one large medical group in our network that does contribute data: Saint Mary’s 
Medical Group in Washoe County. 
3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the HIE. 
4 At present HealtHIE Nevada has very few of these types of providers (five as of this writing) who 
contribute data to the HIE. 


 


As part of our implementation planning with HealtHIE Nevada (HealtHIE), we are aware of 
HealthHIE Nevada’s efforts to include behavioral health participants in the HIE. HealtHIE 
Nevada is in the process of enlisting several of our key behavioral health providers, 
including Spring Mountain Treatment Center, WestCare, Willow Springs Center, and 
others. We will work collaboratively with HealtHIE Nevada and assist the HIE in its efforts 
to connect our key behavioral health providers. Once connected to the HIE, all of the 
above providers are planned to have secure web access (read only) to available patient 
data accessible via HealtHIE, due to the constraints on disclosure of addiction treatment 
records stemming from US 42 CFR Part 2 (Confidentiality of Alcohol and Drug Abuse 
Patient Records).   
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We continue to work with our behavioral health providers and HealtHIE Nevada to further 
enable secure and appropriate information sharing, in alignment with our approach to 
medical and behavioral healthcare coordination. 


 
4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


 
Preparing to Leverage HealtHIE Nevada  
Through our affiliated Managed Care Organization, SilverSummit, we are currently in the 
process of contracting with HealthHIE Nevada, and (through SilverSummit) we will be a 
participant in the HIE before the effective date of the DHCFP contract (per RFP Section 
3.8). 


An MIS Ready to Connect  
SilverSummit uses the enterprise Management Information System (MIS) of our parent, 
Centene Corporation (Centene). Cenpatico will have connectivity to HealthHIE Nevada 
through SilverSummit’s MIS, and today this interoperable MIS supports clinical data 
exchanges for a variety of HIE applications for our Centene affiliate health plans in 
Washington State, Texas, Indiana, Michigan, Wisconsin, Arizona, (in 2016) Georgia, and 
(in 2017) Nebraska.  


 


Working in conjunction with SilverSummit, we plan a three pronged strategy to 
encourage participation by our providers in HealtHIE Nevada: 


1. Identify which of our providers do not participate in HealtHIE Nevada and 
continually track, trend and act on this information 


2. Promote the use of HealtHIE Nevada to our provider community 


3. Incent provider HIE usage through administrative and clinical process 
efficiencies.  


 


1 – Identifying Providers Who Are Not Participating 


During the contracting and credentialing process, and using a process very similar to 
our affiliate health plans across the nation, we will assess our providers’ plans for HIE 
participation as well as the use of Electronic Health Record (EHR) and related 
technology.  We will house this information in the Customer Relationship Management 
(CRM) module of our MIS.  


 


CRM is our modular system for member and provider service inquiry management, 
provider contracting, outbound campaign management and provider data management. 
Among other service functions, CRM enables our departments and call centers to 
systematically conduct coordinated provider campaigns. We will use CRM for targeted 
outreach via phone and e-mail to providers that are not HealthHIE Nevada participants, 
as well as those providers not using EDI for claims and other transactions; not registered 
to use our secure Provider Portal; and that have indicated that they do not use an EHR. 


381







Cenpatico Behavioral Health, LLC 
4.2.1.4 Provide Same Information for any proposed  
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


We will offer additional information to these providers about the benefits of HIE usage, 
including our own programs (see below) related to HIE utilization.  


 


Our Provider Engagement Specialists (PE Specialists) will also identify providers not 
using HealthHIE Nevada or EHRs during site visits and provider training sessions. We 
will train our PE Specialists about HealtHIE Nevada, enabling them to clearly outline to 
our providers the benefits of HIE participation when working with SilverSummit (and 
affiliate subcontractors such as Cenpatico), our fellow Nevada MCOs, and other 
participating providers.  


 


2 – Continually Promote HealtHIE Nevada Awareness & Benefits 


Through our staff and our public website, we will educate all providers about HealtHIE 
Nevada, and how we can help providers understand why they should use the HIE. This 
information will highlight how providers without an EHR system can still benefit by using 
the HIE. This includes the use of HealtHIE Nevada’s DIRECT service for secured data 
exchange that can work on a “lowest common denominator level,” such as e-mail if 
needed, and the use of HealtHIE Nevada’s secure web access offering.  


 


We will include germane and targeted HealtHIE Nevada information for providers in our 
web based Practice Improvement Resource Center (PIRC). The PIRC is a well-organized, 
searchable compendium of best practice and vetted documentation, communication 
channels (secure messaging, forums, etc.), multi-media content, and interactive tools to 
help providers across Clinical, Operational, and Technology aspects of their practices.  


 


Additionally, we have a letter of intention with WestCare Nevada to become part of our 
behavioral health provider network. We would like to partner with them to develop a 
training program facilitated by WestCare Nevada to train providers about the benefits of 
utilization of HIE as we recognize that education is the first step for encouraging 
providers to incorporate HIE into their practice workflow. Our training program will be 
tailored around the specific needs of the provider groups.  


 


3 – Incenting Providers Through Meaningful HIE Applications 


Streamlining the Inpatient Admission Process. For our providers who participate in 
HealtHIE Nevada, we will request that they support real time 
Admission/Discharge/Transfer (ADT) data exchange with SilverSummit through the HIE. 
In return, we will eliminate the need for provider staff to fax and file paperwork, return 
phone calls and perform other manual tasks related to Inpatient (IP) admissions, 
removing a significant administrative burden for these providers.  


 


From a care coordination perspective, ADT transmissions will allow SilverSummit to be 
automatically notified of a patient visit to the Emergency Room or admission to an 
inpatient facility. This will enable us to immediately contact the member’s PCP or other 
providers, enabling coordination between the PCP and hospital, and affording us the 
opportunity to potentially lower the length of stay or even divert the member from an 
inpatient admission. 
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Automation for Care Gap Closure Collection 
For providers connected to HealtHIE Nevada via their certified EHR system, we will send 
member care gap information from our Centelligence™ predictive modeling application 
to the provider’s EHR system using the Continuity of Care Document (CCD) transaction. 
This transaction allows care gaps to be integrated into the Provider’s EHR and improve 
care at the point of service. Centelligence™ integrates data from multiple sources 
(member and provider data, claims, health screens and health risk assessments, and 
more), and provides actionable population and member level information, including 
member care gaps. By integrating member care gap information directly into the 
provider’s EHR, the care gap can be more effectively addressed (e.g. through 
incorporation of the care gaps into a provider’s appointment checklists), allowing the 
provider to address minor issues before they become major conditions, not only leading 
to a better outcome for the patient, but lower overall health service costs. This feature 
will also enable providers participating in our Value-Based Purchasing and other quality- 
based incentive programs to maximize their potential incentive payments.  


 


We also will encourage our provider partners to send to us (also via CCD transaction) 
HEDIS care gap closure information, negating the need for manual medical chart 
extracts, and resulting in a significant decrease in administrative effort for the provider 
and SilverSummit. 


 


Using DIRECT for Administrative Simplification. One of the services we will subscribe to 
with HealtHIE Nevada is the HIE’s DIRECT service. We believe DIRECT is an easy way for 
any of our Providers to securely exchange clinical data with us, in lieu of fax exchanges. 


 


Participating in HealtHIE Nevada Through SilverSummit 
Through SilverSummit, we will make information from Cenpatico available to authorized 
HealtHIE Nevada participants, expanding the overall utility of the HIE by enabling access 
to behavioral health information (in compliance with all state and federal regulations) to 
our HealtHIE Nevada participating providers. Please see Figure 4.1.13.2 below, which 
symbolically depicts SilverSummit’s planned connection to HealtHIE Nevada. Cenpatico 
is a SilverSummit affiliate, and we share the same basic information technology 
infrastructure, including common data and voice networking, e-mail, intranet, data center 
facilities, business continuity assets and processes, etc. Our EDW integrates data from 
not only SilverSummit operations, but from the day to day operations of Cenpatico, and 
this information will be available to our HIE participating providers via one connection 
from SilverSummit to HealtHIE Nevada. 


 


Figure 4.1.13.2 
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4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


Through our affiliated Managed Care Organization, SilverSummit, we are currently in the 
process of contracting with HealthHIE Nevada, and (through SilverSummit) we will be a 
participant in the HIE before the effective date of the DHCFP contract (per RFP Section 
3.8). 


Our Centene affiliate health plans connect with HIEs for a variety of applications, and 
have meaningful experience exchanging clinical data through Centene’s Centelligence™ 
Health Information Exchange (CHIE), an integrated part of our MIS for the secure 
exchange of impactful clinical information. CHIE supports clinical transactions including 
HL7 lab test results, Continuity of Care Documents (CCD), Admission, Discharge, 
Transfer (ADT) data, Emergency Department (ED) notifications, immunization history, 
medical and behavioral health service utilization, pharmacy medication history, and other 
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health transactions. We use these data to improve the health of our managed care 
populations while controlling costs in several ways, for example: 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


As a subsidiary of Centene Corporation, Cenpatico reports assets and revenue as part of 
Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


941 699 449 
4.1.14.2 Federal Tax Identification Number 


68-0461584 
4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


As a subsidiary of Centene Corporation, Cenpatico reports assets and revenue as part of 
Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


 We use the additional clinical data we receive via the HIE to augment the claims,
health assessment, care management, and other data we collect, and enable our
predictive analytics system to enhance the accuracy of care gap and health risk alerts
that our analytics platform identifies for our members.


 ADT data allows our care management staff to be notified quickly if our members are
admitted to the hospital or emergency room, enabling them to coordinate care with
the member’s PCP and other supporting clinicians.


 For our hospitals who support sending us ADT information, we waive the need for
those hospital providers to notify us of IP admissions via fax and phone, a significant
administrative cost saving for the provider.


 We use CCD information to identify HEDIS care gap closures, thus eliminating the
need for manual medical “chart pulls” – an administrative saving for both our health
plans as well as our PCPs and PCMH providers.


 We use the HIE data, along with our own clinical and claims data – to identify and
eliminate redundant lab tests and other procedures.
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Centene Management Company 


4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Centene Management Company (CMC) 


Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company 


State of incorporation: Wisconsin 


Date of incorporation: 1996 


# of years in business: Centene Management Company, along with its parent 
company, Centene Corporation, has been in business 
32 years 


List of top officers: Michael Neidorff, Chairman, President & CEO  


Keith Williamson, Executive Vice President, Secretary & 
General Counsel 


Location of company headquarters: Centene Management Company 
7700 Forsyth Boulevard 
St. Louis, Missouri 63105 


Location(s) of the company offices: CMC’s 4,457 full-time employees are located in offices in 5 
states and the District of Columbia. CMC is headquartered 
in St. Louis, Missouri. We have offices for claims 
processing services located in Farmington, Missouri; 
Ferguson, Missouri; Great Falls, Montana; and Tyler, 
Texas. The primary datacenter is located in St. Charles 
County, Missouri and the disaster recovery back-up site is 
located in Sacramento County, California. 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Human Resources, SIU/fraud and abuse, Provider Data 
Management and Technology support from St. Louis, 
Missouri offices. 


Claims processing services are located in Farmington, 
Missouri; Ferguson Missouri; Great Falls, Montana; and 
Tyler, Texas. 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


0 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


4,457  


Location(s) from which employees 
will be assigned for this project: 


Human Resources, Administrative and Technology 
support from St. Louis, Missouri  
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Information 


Question Response 


Claims processing services are located in Farmington, 
Missouri; Ferguson, Missouri; Great Falls, Montana; and 
Tyler, Texas. 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


CMC is the subcontractor for SilverSummit with whom the State of Nevada will execute a 
contract. As a corporation organized pursuant to the laws of another state, CMC will 
register with Nevada as a foreign corporation, unless specifically exempted.  


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 


CMC will provide administrative support services to SilverSummit outside of the State of 
Nevada. CMC will not be licensed within the state of Nevada unless required pursuant to 
NRS76.  


Question Response 
Nevada Business License Number: N/A 
Legal Entity Name: Centene Management Company, LLC 
National Provider Identifier (NPI) N/A 
Atypical Provider Identifier  (API) N/A 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No 


If “No”, provide explanation. 


N/A 


387







Centene Management Company 
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4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


 


Centene Management Company will review and verify all licensing requirements prior to 
proposal submittal. 


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Question Response 
Name of State agency: N/A 
State agency contact name: N/A 
Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 
Total dollar value of the contract: N/A 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 


 


Yes  No X 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


 


Yes  No x 


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 
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Centene Management Company (CMC) has no significant or ongoing contract failures, 
contract breaches, and is not involved in any civil or criminal litigation involving a 
contract with the State of Nevada or any other governmental entity. Centene Management 
Company, LLC is a subsidiary of Centene Corporation (“Centene”), a Fortune 500 
publicly traded company.  CMC, Centene and its affiliates are routinely subjected to legal 
proceedings in the normal course of business.  While the ultimate resolution of such 
matters is uncertain, it is not expected that the result of any of the matters will adversely 
affect CMCs ability to perform or fulfill its obligations as the subcontractor for 
SilverSummit. 


In the interest of transparency, set forth below are two litigation matters referenced in 
Centene’s most recent Securities and Exchange Commission filing; these matters do not 
involve CMC, but rather involve CMCs affiliated companies. 


 


Question Response 


Date of alleged 
contract failure or 
breach: 


July 5th, 2013 


Parties involved: Kentucky Spirit Health Plan, Inc.  and the Commonwealth of Kentucky 


Description of the 
contract failure, 
contract breach, or 
litigation, including 
the products or 
services involved: 


On July 5, 2013, Centene’s subsidiary, Kentucky Spirit Health Plan, Inc. 
(Kentucky Spirit), terminated its contract with the Commonwealth of 
Kentucky (the Commonwealth).  Kentucky Spirit believed it had a 
contractual right to terminate the contract and filed a lawsuit in Franklin 
Circuit Court seeking a declaration of this right.  The Commonwealth 
alleged that Kentucky Spirit's exit would constitute a material breach of 
contract.  The Commonwealth seeks to recover substantial damages and 
to enforce its rights under Kentucky Spirit's $25 million performance 
bond.  The Commonwealth's attorneys have asserted that the 
Commonwealth's expenditures due to Kentucky Spirit's departure range 
from $28 million to $40 million plus interest, and that the associated CMS 
expenditures range from $92 million to $134 million.  Kentucky Spirit 
disputes the Commonwealth's alleged damages and filed a lawsuit in 
April 2013, amended in October 2014, in Franklin Circuit Court seeking 
damages against the Commonwealth for losses sustained due to the 
Commonwealth's alleged breaches. 
On February 6, 2015, the Kentucky Court of Appeals affirmed a Franklin 
Circuit Court ruling that Kentucky Spirit does not have a contractual right 
to terminate the contract early.  The Court of Appeals also found that the 
contract’s liquidated damages provision “is applicable in the event of a 
premature termination of the Contract term.”  On September 8, 2015, 
Kentucky Spirit filed a motion for discretionary review seeking Kentucky 
Supreme Court review of the finding that Kentucky Spirit's departure 
constituted a breach of contract.  The Commonwealth opposed this 
motion.  On April 27, 2016, the Kentucky Supreme Court declined 
discretionary review, thereby making the Court of Appeals decision final.  
The question of damages is still an open issue to be determined by the 
Franklin Circuit Court.  Kentucky Spirit believes it is not liable for 
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Question Response 
damages because there was a prior breach of the contract by the 
Commonwealth, as alleged in Kentucky Spirit’s complaint. 
On May 26, 2015, the Commonwealth issued a demand for indemnification 
to its actuarial firm, for "all defense costs, and any resultant monetary 
awards in favor of Kentucky Spirit, arising from or related to Kentucky 
Spirit's claims which are predicated upon the alleged omissions and 
errors in the Data Book and the certified actuarially sound rates."  On 
August 19, 2015, the actuarial firm moved to intervene in the litigation.  
The Franklin Circuit Court granted the actuarial firm's motion on 
September 8, 2015 and ordered a forty-five day stay of all pretrial 
proceedings in order for the firm to review the record.  Also, on August 
19, 2015, the actuarial firm filed a petition seeking a declaratory judgment 
that it is not liable to the Commonwealth for indemnification related to the 
claims asserted by Kentucky Spirit against the Commonwealth.  On 
October 5, 2015, the Commonwealth filed an answer to the actuarial firm's 
petition and asserted counterclaims/cross-claims against the firm. 
On March 9, 2015, the Secretary of the Kentucky Cabinet for Health and 
Family Services (CHFS) issued a determination letter finding that 
Kentucky Spirit owed the Commonwealth $40 million in actual damages 
plus prejudgment interest at 8 percent.  On March 18, 2015, in a letter to 
the Kentucky Finance and Administration Cabinet (FAC), Kentucky Spirit 
contested CHFS' jurisdiction to make such a determination.  The FAC did 
not issue a decision within the required 120 days.  On August 13, 2015, 
Kentucky Spirit filed a declaratory judgment action against the 
Commonwealth in Franklin Circuit Court seeking a declaration that the 
Commonwealth may not purport to issue a decision against Kentucky 
Spirit awarding damages to itself when the matter is already before the 
Kentucky courts, and that the Commonwealth has waived its claims 
against Kentucky Spirit for damages arising out of the contract.  The 
Commonwealth filed counterclaims seeking a Declaration of Rights and 
Entry of Judgment on its determination letter.  On December 1, 2015 the 
Franklin Circuit Court consolidated this declaratory judgment action with 
Kentucky Spirit’s other litigation claims against the Commonwealth.  On 
December 15, 2015, the Franklin Circuit Court denied Kentucky Spirit’s 
motion to dismiss the Commonwealth’s counterclaim for Declaration of 
Rights and Entry of Judgment.  Discovery is proceeding in the 
consolidated litigation matters. 


The resolution of the Kentucky litigation matters may result in a range of 
possible outcomes.  If Kentucky Spirit prevails on its claims, it would be 
entitled to damages.  If the Commonwealth prevails, a liability to the 
Commonwealth could be recorded.  The Company is unable to estimate 
the ultimate outcome resulting from the Kentucky litigation.  As a result, 
the Company has not recorded any receivable or any liability for potential 
damages under the contract as of June 30, 2016.  While uncertain, the 
ultimate resolution of the pending litigation could have a material effect 
on the financial position, cash flow or results of operations of the 
Company in the period it is resolved or becomes known.  the 
Commonwealth has waived its claims against Kentucky Spirit for 
damages arising out of the contract.  The Commonwealth filed 
counterclaims seeking a Declaration of Rights and Entry of Judgment on 
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Question Response 
its determination letter.  On December 1, 2015 the Franklin Circuit Court 
consolidated this declaratory judgment action with Kentucky Spirit’s 
other litigation claims against the Commonwealth.  On December 15, 
2015, the Franklin Circuit Court denied Kentucky Spirit’s motion to 
dismiss the Commonwealth’s counterclaim for Declaration of Rights and 
Entry of Judgment.  Discovery is proceeding in the consolidated litigation 
matters. 
 


The resolution of the Kentucky litigation matters may result in a range of 
possible outcomes.  If Kentucky Spirit prevails on its claims, it would be 
entitled to damages.  If the Commonwealth prevails, a liability to the 
Commonwealth could be recorded.  The Company is unable to estimate 
the ultimate outcome resulting from the Kentucky litigation.  As a result, 
the Company has not recorded any receivable or any liability for potential 
damages under the contract as of June 30, 2016.  While uncertain, the 
ultimate resolution of the pending litigation could have a material effect 
on the financial position, cash flow or results of operations of the 
Company in the period it is resolved or becomes known.   


Amount in 
controversy: 


See Description Above 


Resolution or 
current status of the 
dispute: 


See Description Above  


If the matter has 
resulted in a court 
case: 


Court Case Number 


Court: Franklin Circuit Court Case Number, Civil 
Action No. 12-CI-
01373 


Status of the 
litigation: 


Ongoing 


 
Question Response 


Date of alleged 
contract failure or 
breach: 


2007-2015 


Parties involved: Michael D. Myers v. State Board of Equalization, et, al., (Health Net 
California) 


Description of the 
contract failure, 
contract breach, or 
litigation, including 
the products or 
services involved: 


Centene’s California subsidiary, Health Net of California, Inc. (Health Net 
California), has been named as a defendant in a California taxpayer 
action filed in Los Angeles County Superior Court, captioned as Michael 
D. Myers v. State Board of Equalization, et al., Los Angeles Superior 
Court Case No. BS158655. This action is brought under a California 
statute that permits an individual taxpayer to sue a governmental agency 
when the taxpayer believes the agency has failed to enforce governing 
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions 
and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors 
must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.  
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 


Yes X No 


SilverSummit and Centene Management Company have reviewed all insurance 
requirements in Attachment E, Insurance Schedule and will be able to provide the 
insurance requirements specified in Attachment E. 


law. Plaintiff contends that Health Net California, a California licensed 
Health Care Service Plan (HCSP), is an “insurer” for purposes of taxation 
despite acknowledging it is not an “insurer” under regulatory law. Under 
California law, “insurers” must pay a gross premiums tax (GPT), 
calculated as 2.35% on gross premiums. As a licensed HCSP, Health Net 
California has paid the California Corporate Franchise Tax (CFT), the tax 
generally paid by California businesses. Plaintiff contends that Health 
Net California must pay the GPT rather than the CFT. Plaintiff seeks a 
writ of mandate directing the California taxing agencies to collect the 
GPT, and seeks an order requiring Health Net California to pay GPT, 
interest and penalties for a period dating to eight years prior to the 
October 20, 2015 filing of the complaint. This lawsuit is being 
coordinated with similar lawsuits filed against other entities. The 
Company expects an initial status conference shortly after the 
assignment of a presiding judge. The Company intends to vigorously 
defend itself against these claims; however this matter is subject to 
many uncertainties. 


Amount in 
controversy: 


See description above 


Resolution or current 
status of the dispute: 


Ongoing 


If the matter has 
resulted in a court 
case: 


Court 


Los Angeles Superior Court 


Case Number 


BS158655 


Status of the 
litigation: 


Ongoing 
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4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


 


Centene Management Company has provided support services to Centene-owned 
Medicaid, CHIP, and Medicare health plans for over 30 years and now serves similar full-
risk managed care plans in 27 states as well as serving Centene’s Health Insurance 
Marketplace products in 15 states and provides third party administrative services for 
correctional facility healthcare products in 8 states. 


Centene Management Company’s parent company, Centene Corporation, began as a 
single health plan in Wisconsin in 1984. Centene began to evolve from a collection of 
health plans to a multi-line managed care enterprise, ensuring members receive 
appropriate, medically necessary services, and working as a partner to state 
governments to improve health outcomes and demonstrate cost savings. To provide a 
holistic, integrated model of care, Centene provides a family of health solutions that work 
together to make health care seamless, more effective and more accessible for everyone. 
These solutions, provided through our Envolve family of companies, include behavioral 
health, vision, pharmacy, dental, nurse advice, telehealth, and health, wellness and 
disease guidance programs.  


 


Through our ability to create innovative solutions, and be flexible to the needs of our 
state partners, we are committed to delivering results for our stakeholders: state 
governments, members, providers, uninsured individuals and families and community 
organizations. The longevity of our contracts reflects the confidence of our state and 
community partners and attests to the value we provide.  


For a complete history of Centene Corporation and its qualifications, please refer to the 
response for 4.1.9 for SilverSummit. 


 
4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


 


CMC is providing certain support services for SilverSummit, CMC is not a Health 
Maintenance Organization. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


CMC has provided similar services to those described in this RFP to Centene-owned 
Medicaid, CHIP, and Medicare health plans for over 30 years. CMC now serves similar 
full-risk managed care plans in 27 states as well as serving Centene’s Health Insurance 
Marketplace products in 15 states and provides third party administrative services for 
correctional facility healthcare products in 8 states. 


 
4.1.11 Corporate Background 
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4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


CMC provides support services to Centene health plans as follows:  information system, 
claims processing and administration; SIU/fraud and abuse; provider data management; 
human resources support; and finance systems. CMC has provided similar services to 
Centene-owned Medicaid, CHIP, and Medicare health plans for over 30 years and now 
serves similar full-risk managed care plans in 27 states as well as serving Centene’s 
Health Insurance Marketplace products in 15 states and provides third party 
administrative services for correctional facility healthcare products in 8 states. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   


Centene Corporate History  


Established in 1984, Centene Management Company’s (CMC) parent company, Centene, 
is a leading healthcare management organization with more than 30 years of experience 
in full-risk Medicaid managed care serving low-income and under-served members. 
Founded as a single health plan by Betty Brinn in Milwaukee, Wisconsin, Centene has 
established itself as a national leader in the health care services field. Betty established 
Centene upon the mission of “caring and service to others.” Michael F. Neidorff, 
Chairman and Chief Executive Officer of Centene, joined the company in 1996 with the 
fundamental belief that every American is entitled to quality health care with dignity. 
Today, through a comprehensive portfolio of innovative solutions, we are deeply 
committed to delivering results for stakeholders: members, state governments, 
providers, and community organizations. Today, Centene is a publicly traded Fortune 
500 (124) company that currently serves more than 11.5 million individuals enrolled in 
government-funded programs across 27 states including 5.4 million TANF and CHIP 
Medicaid Members in 18 states, over 1 million Medicaid Expansion in 11 states and more 
than 620,000 members on the Health Insurance Exchange in 15 states. 


Company Ownership 


CMC is a wholly owned subsidiary of Centene Corporation, of which Centene 
Corporation has 100% ownership, management, and control. Centene Corporation, a 
Fortune 500 company, is a diversified, multi-national healthcare enterprise that provides 
a portfolio of services to government sponsored healthcare programs, focusing on 
under-insured and uninsured individuals. Centene’s Board of Directors (BOD) maintains 
oversight of CMC.  


Major Shareholders and Principals 


CMC is a wholly owned subsidiary of Centene. As the parent organization, Centene is 
CMC’s only shareholder. As a publicly traded company, Centene has many shareholders, 
from larger corporations to individuals, including its employees at every level. The table 
below lists Centene principals and their respective positions within the company. 
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Principal Name Position Title  


Michael F. Neidorff Chairman, President and Chief Executive Officer 


K. Rone Baldwin Executive Vice President, Markets 


Cynthia J. Brinkley Executive Vice President, Global Corporate Development 


Carol E. Goldman Executive Vice President and Chief Administrative Officer 


Jesse N. Hunter Executive Vice President, Products 


Jeffrey A. Schwaneke Executive Vice President, Chief Financial Officer and 
Treasurer 


Keith H. Williamson Executive Vice President, General Counsel and Secretary 


 
4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 


 


CMC is headquartered in St. Louis, Missouri and is a resident of Missouri.  


 
4.1.11.4 The location of disaster recovery back-up site. 


 


CMC’s parent organization Centene Corporation (Centene) owns and operates two 
enterprise state-of-the-art datacenters that support and securely house all core 
applications and data. The primary datacenter is located in St. Charles County, Missouri 
and the disaster recovery back-up site is located in Sacramento County, California. The 
two datacenter facilities are highly scalable and hardened to withstand natural disasters 
with a seismic importance factor of 1.5 in the event of an earthquake (both datacenters 
are located outside of earthquake zones according to the U.S. Geographical Survey) and 
the ability to withstand tornadic winds of up to 165 MPH. The primary and back-up 
datacenter operate in a “hot backup” contingency mode for essential business functions.  


 


Corporate IT Datacenter Disaster Recovery Exercises 
Centene conducts annual full-scale testing of our back-up datacenter recovery 
capabilities by simulating the complete destruction of Centene’s primary datacenter. As 
part of this annual exercise, we perform a "hot-site" information technology test, also 
known as a Disaster Recovery Exercise. The last Disaster Recovery Exercise was 
conducted successfully in May 2016. Validation of recovered applications assured 
Centene IT staff that our MIS could deliver our systems in an emergency and validated 
confidence in the capability of our back-up datacenter. In addition to the Disaster 
Recovery Exercise, we also perform multiple mock scenario specific tests throughout the 
year, including testing the actual restoration of our IT operations, systems, and data 
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recovery, as well as our ability to restore local operations. We will conduct similar mock 
scenarios for our SilverSummit locations in Clark and Washoe Counties. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


The vendor, SilverSummit has provided this information as part of their response.  
SilverSummit’s contact at CMC is: 


Name: Keith Williamson 


Title: Executive Vice President, Secretary & General Counsel 


Address: 7700 Forsyth Blvd., St. Louis MO 63105 


Telephone Number:  314-505-6539 


4.1.11.6 The size of organization in assets, revenue and people. 


Assets: $7.3 billion 


Revenue: Expected revenue for 2016 is $39.4-$4.0 billion 


People: 4,457 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 


Please see the CMC Executive Organization Chart below, which delineates CMC’s key 
senior management key personnel by function. 


4.1.11.8 The areas of specialization. 
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Centene Management Company provides information systems, claims processing, 
SIU/fraud and abuse, provider data management, human resources, and finance services 
and support through a Management Agreement to all Centene Corporation companies. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


CMC’s parent company, Centene, operates in two segments: Managed Care and 
Specialty Services. The Managed Care segment consists of Centene’s health plans 
including all of the functions needed to operate them. Centene’s Specialty Services 
segment consists of Envolve solutions offering auxiliary health care services and 
products, including Cenpatico, Envolve Dental, Envolve PeopleCare, Envolve Pharmacy, 
and Envolve Vision. 


Segment information as of and for the year ended December 31, 2015, follows ($ in 
millions): 


Segment information as of and for the year ended December 31, 2014, follows ($ in 
millions): 


4.1.11.10 The corporate philosophy and mission statement. 


Centene Management Company and its parent company, Centene, are deeply committed 
to transforming the health of the community, one person at a time, by delivering results 
for our stakeholders: members, state government, health care providers, uninsured 
individuals and families, and other health care and community organizations. As 
depicted in the graphic below, our core philosophy is that quality health care is best 
delivered locally. This local approach enables us to provide accessible, high quality and 
culturally sensitive health care services to our members. Our care management model 
utilizes integrated programs that can only be delivered effectively by a local staff, 
resulting in meaningful job creation within the communities we serve. Moreover, our 
programs enable us to partner with trusted providers to promote a medical home for 
each member so they can receive timely and appropriate care. Our managed care model 
delivers healthier outcomes, significant savings, and local jobs to the communities we 
serve. 
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We have an unwavering mission to provide quality health care and personalized services 
through member, community, and provider partnerships, while promoting better health 
outcomes at lower costs. This mission is the driving force behind the programs we 
create and the decisions we make. 


4.1.11.11 A description of any plans for future growth and development of your organization. 


Our parent company, Centene, looks to continue to grow in states where we have 
existing Medicaid business, welcoming new populations, and expanding geography. We 
will also continue to explore Medicaid program opportunities where we do not have 
active health plans.  


In addition, we will continue to expand offerings in the Health Insurance Exchange, 
where we have found great success and growth since 2014. And explore opportunities to 
grow our Medicare and correctional health business.  


Our experience has taught us that every individual and every community faces unique 
challenges. In our ongoing effort to transform the health of our communities, one person 
at a time, we continue to broaden our service offerings to address areas that we believe 
have been traditionally underserved. Our multi-line approach allows us to improve 
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quality of care and health outcomes, while helping to manage medical costs and 
diversify our revenues. 


 


Strong, balanced results in each of our business segments continues to drive our 
success and reflects the strength of our foundational diversification strategy. 
Investments in people, capabilities and technology have led us to consistently deliver 
strong performance with an industry-leading growth rate. We have added and expanded 
contracts in existing markets, grown geographically, acquired new business, and added 
new capabilities and offerings. By being relentless in sustaining and enhancing the 
discipline and agility that has shaped—and continues to shape— our success, Centene 
has become one of the largest government sponsored Medicaid managed care 
organizations in the country. 


 
4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


 


CMC supports the implementation of all Centene market line expansions and business 
line additions. Below we discuss Centene’s recent experience implementing new market 
additions, market expansions, and business line additions.  


 


Implementation Experience. Across the nation and across all lines of business, our 
parent company, Centene Corporation, has achieved an impeccable record of successful 
implementations. We have never missed an implementation deadline. In the last five 
years we have implemented programs for 8,990,000 new members across 18 states. This 
includes membership growth through acquisitions, new health plans, re-procurements, 
service area expansions, and product expansions.  


 


In 2015, among other successful implementations, we launched a Behavioral Health 
Integrated Care program in Arizona serving more than 400,000 members; expanded our 
Medicaid Expansion programs in nine states to serve more than 400,000 additional 
members; and significantly expanded our TANF/CHIP/ABD program in Louisiana to 
include an additional 200,000 members. Our acquisition of Trillium Community Health 
Plan added an additional 95,000 managed Medicaid members in Oregon. Our recent 
acquisition of Health Net, which added nearly 6,000,000 members to our programs, 
positions Centene the largest provider of Medicaid and other government-sponsored 
programs in the country.  


 


Our high touch, local approach to implementation and state-centered operating models 
are at the core of our business philosophy and ensure we will become an efficient and 
transparent partner with the Division of Health Care Financing and Policy (DHCFP). 
Centene has successfully implemented new managed care plans in highly penetrated 
managed care markets similar to what we will experience in Nevada, in states as diverse 
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as Washington and Missouri; seamlessly implemented new health plans (network and 
operations) in multiple markets where the State transitioned from Medicaid Fee-for-
Service (FFS) to managed care; expanded managed care services statewide in states 
where managed care was previously limited to certain geographic regions and/or 
populations; and completed a number of significant program expansions that required 
extensive network development and staff recruitment. Based on this experience and our 
flexible model, we will be able to tailor our approach to meet/exceed all requirements and 
DHCFP expectations.  


The following table provides details on the successful implementations Centene has 
completed over the last five years. This table includes the states, populations, 
enrollment, timeline and type of contract represented by each of the implementations 
listed: 


State Populations 
Type of 


Implementation 


Membership 
at Go-Live 
(Approx.) 


Current Total 
Health Plan 
Membership 


(Approx.) 
Implementation 


Timeline Year 


New Health Plan Implementations: In the new markets reflected below, Centene health plans 
built networks ranging from 2,800 to 10,300 providers with the average build taking 4-6 months 
to complete. 


NH 
TANF, CHIP, 
ABD  


New Health Plan 
(HP); New 
Managed Care 
(MC) Market 


34,000 79,700 18 Months 
(State-Delayed) 2013 


CA 
TANF, CHIP, 
ABD  


New HP; New 
MC Market 


97,200 189,800 8 Months 2013 


KS 
All 
Populations 


New HP; 
Existing MC 
Market 


134,000 144,700 7 Months 2013 


MO 
TANF, CHIP, 
Foster Care 


New HP; 
Existing MC 
Market 


54,000 102,800 4 Months 2012 


WA 
TANF, CHIP, 
ABD  


New HP; 
Existing MC 
Market 


57,000 239,600 6 - 9 Months 2012 


LA 
TANF, CHIP, 
ABD, Foster 
Care  


New HP; New 
MC Market  


170,000 375,200
7 - 10 Months 
(Phased 
Implementation) 


2012 


MS 


ABD, 
Breast/Cervi
cal Cancer, 
Foster Care 


New HP; New 
MC Market 


33,000 323,700 5 Months 2011 


IL ABD 
New HP; New 
MC Market 


17,000 234,600 9 Months 2011 
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State Populations 
Type of 


Implementation 


Membership 
at Go-Live 
(Approx.) 


Current Total 
Health Plan 
Membership 


(Approx.) 
Implementation 


Timeline Year 


Significant Program Expansions 


WA Foster Care 
New Program; 
Existing MC 
Market 


22,000 239,600 9 Months 2016 


CA 
All 
Populations 


Acquisition of 
Existing HP 
(Health Net) in 
Existing MC 
Market 


6,000,000 6,189,000 9 Months 
2015


-
2016 


OR 
TANF, CHIP, 
ABD 


Acquisition of 
Existing HP 
(Trillium 
Community 
Health Plan) in 
Existing MC 
Market 


95,000 221,500 12 Months 
2015


-
2016 


IN ABD 
New Program; 
Existing MC 
Market 


20,000 291,000 5 Months 2015 


AZ 


BH with SMI 
Health 
Homes (BH 
Carve out) 


Program 
expansion with 
significant 
regional 
expansion: 
Existing MC 
Market 


440,000 597,700 9 Months 2015 


LA 
TANF, CHIP, 
ABD 


Significant 
Enrollment 
Expansion 
through 
Acquisition 


200,000 375,200 7 Months 
2014


-
2015 


IL, 
MI, 
OH, 
SC, 
TX 


Medicare 
Medicaid 
Program 
(Dual Demo) 


New Program; 
significant 
network build 


27,000 26,500 2-Year Period 
2013


-
2015 
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State Populations 
Type of 


Implementation 


Membership 
at Go-Live 
(Approx.) 


Current Total 
Health Plan 
Membership 


(Approx.) 
Implementation 


Timeline Year 


CA, 
IL, 
IN, 
MA, 
NH, 
OH, 
OR, 
WA, 
WI 


Medicaid 
Expansion 


Expansion with 
network build 


407,000 435,600 2-Year Period 
2013


-
2015 


FL 


LTC (aged 
and 
physically 
disabled) 


New Program; 
significant 
regional 
expansion: 
Existing MC 
Market 


31,000 726,100
8 - 15 Months 
(Phased 
Implementation) 


2013
-


2015 


MS 


Pregnant 
Women & 
Infants, 
TANF, ABD, 
CHIP 


Significant 
program 
expansion and 
membership 
expansion 
requiring 
flexibility and 
network build. 


230,000 323,700 3-Year Period 
2012


-
2015 


FL TANF, ABD 


Program 
expansion; 
significant 
regional 
expansion: 
Existing MC 
Market 


375,000 726,100
7 - 10 Months 
(Phased 
Implementation) 


2014 


FL 
Foster Care 
(sole 
contract) 


New Contract; 
significant 
regional 
expansion: 
Existing MC 
Market 


22,000 726,100
7 - 10 Months 
(Phased 
Implementation) 


2014 


IL 


TANF, Breast 
and Cervical 
Cancer, 
Pregnant 
Women 


New Program; 
significant 
network build: 
Existing MC 
Market 


100,000 234,600 6 Months 2014 
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State Populations 
Type of 


Implementation 


Membership 
at Go-Live 
(Approx.) 


Current Total 
Health Plan 
Membership 


(Approx.) 
Implementation 


Timeline Year 


TX 
All 
populations 
but CHIP  


Statewide 
Medicaid Rural 
Expansion with 
significant 
network build; 
New MC Market 


405,000 1,037,000 7 Months 
2011 


-
2012 


TX 


STAR-PLUS 
(ABD, LTSS) 
– Dallas 
Service Area 


Program 
expansion with 
sign. network 
build: Existing 
Non-Risk MC 
Market 


20,000 1,037,000 9 Months 2011 


 
4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


 


Centene Management Company and its parent company, Centene, have over 30 years of 
experience providing services to populations similar to those covered by the Nevada 
Medicaid and Nevada Check Up programs including Medicaid & CHIP in 18 states, 
Medicaid Expansion in 11 states, and Health Insurance Marketplace in 15 states. We have 
reviewed the list of Covered Services described within the RFP and confirm our 
experience and ability to provide the Covered Services described including medical and 
mental health, substance use, vision, and pharmacy. We also have experience managing 
dental services, and long term services and supports including but not limited to adult 
companion care, adult day health care, assisted living, assistive care services, hospice 
care, attendant care, group respite care, behavioral management, care coordination/care 
management, intermittent and skilled nursing, and nursing facility services. 


 


Please see the table below for more details on our experience. 


State/ Health 
Plan Name 


Total Years 
in 


Operation 
Current Lines of 


Business Current Scope of Covered Services 


Arizona 


(Bridgeway 
Health 
Solutions) 


10 years Long Term Care (LTC)  


TANF, CHIP & ABD 


Health Insurance 
Marketplace  


Medicaid Expansion  


Medicare SNP & 
Medicare Advantage 


Long term services and supports 
(LTSS) including but not limited to 
adult companion care, adult day 
health care, assisted living, assistive 
care services, hospice care, 
attendant care, group respite care, 
behavioral management, care 
coordination/case management, 
intermittent and skilled nursing, and 
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State/ Health 
Plan Name 


Total Years 
in 


Operation 
Current Lines of 


Business Current Scope of Covered Services 


nursing facility services and 
pharmacy. 


Medicaid: Medical, behavioral health 
including substance use, dental, 
vision and pharmacy. 


Arkansas 


(Arkansas 
Health & 
Wellness 
Solutions) 


6 years Medicaid Expansion 


Health Insurance 
Marketplace 


Commercial/Private 
Sector 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy. 


California 


(California 
Health & 
Wellness, 
HealthNet 
California) 


20 years TANF, CHIP, Foster 
Care, & SPD (SSI/ABD) 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare SNP & 
Medicare Advantage 


Dual Demonstration/ 
Medicare-Medicaid Plan 
(MMP) 


Commercial/Private 
Sector 


Medical, pharmacy, vision and non-
emergency transportation. 


Florida 


(Sunshine 
Health) 


7 years TANF, CHIP, SSI/ABD, 
Foster Care  


Health Insurance 
Marketplace 


LTC  


Medicare SNP 


Medical, behavioral health including 
substance use, pharmacy, dental, 
vision and LTSS. 


Georgia 


(Peach State 
Health Plan) 


10 years TANF & CHIP 


Health Insurance 
Marketplace 


Medicare SNP 


Medical and behavioral health 
including substance use, dental, 
vision and pharmacy. 


Illinois 


(IlliniCare 
Health) 


5 years SSI/ABD 


TANF & CHIP  


Health Insurance 
Marketplace 


Medicaid Expansion 


LTC & I/DD 


Dual Demonstration/ 
MMP 


Medical and behavioral health as well 
as dental, vision, non-emergency 
transportation and pharmacy. LTSS 
including Home and Community 
Based Services. Home and 
Community Based Services for 
people with developmental 
disabilities. 
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State/ Health 
Plan Name 


Total Years 
in 


Operation 
Current Lines of 


Business Current Scope of Covered Services 


Indiana 


(MHS Indiana) 


21 years TANF, CHIP & SSI/ABD 


Health Insurance 
Marketplace  


Healthy Indiana Plan 


Medicaid Expansion 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy.  


Kansas 


(Sunflower 
Health Plan) 


3 years TANF, CHIP, Foster Care 
& SSI/ABD 


LTC & I/DD 


Medical, behavioral health including 
substance use, pharmacy, dental, 
vision, non-emergency transportation 
and LTSS. 


Louisiana 


(Louisiana 
Healthcare 
Connections) 


4 years TANF, CHIP, Foster Care 
& SSI/ABD 


Medicaid Expansion 


Medical and behavioral health 
including substance use, vision, 
pharmacy and non-emergent 
transportation. 


Massachusetts 


(CeltiCare 
Health) 


7 years Medicaid Expansion 


Health Insurance 
Marketplace 


Medical, behavioral health including 
substance use, dental, vision and 
pharmacy. 


Mississippi 


(Magnolia 
Health) 


5 years TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and non-emergent 
transportation. 


Missouri 


(Home State 
Health) 


4 years TANF, CHIP, & Foster 
Care 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and non-emergent 
transportation. 


New 
Hampshire 


(NH Healthy 
Families) 


3 years TANF, CHIP, Foster 
Care, & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medical and behavioral health 
including substance use, vision, 
pharmacy and non-emergent 
transportation.  


Ohio 


(Buckeye 
Health Plan) 


12 years TANF, SCHIP & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare SNP 


Dual Demonstration/ 
MMP 


Medical and behavioral health 
including substance use, dental, 
vision, pharmacy and limited non-
emergent transportation. MMP Duals 
includes LTSS. 


Oregon 


(Trillium 
Community 
Health Plan) 


5 year TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


Medical and behavioral health 
including substance use, vision, 
dental, pharmacy and non-emergent 
transportation. 
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State/ Health 
Plan Name 


Total Years 
in 


Operation 
Current Lines of 


Business Current Scope of Covered Services 


Medicaid Expansion 


Medicare SNP & 
Medicare Advantage 


Commercial/Private 
Sector 


South Carolina 


(Absolute 
Total Care) 


9 years TANF, CHIP & SSI/ABD 


Dual Demonstration/ 
MMP 


Medical and behavioral health 
including substance use, vision and 
pharmacy. MMP Duals also includes 
LTSS. 


Texas 


(Superior 
Healthplan) 


18 years TANF, CHIP, Foster Care 
& SSI/ABD 


Health Insurance 
Marketplace 


LTC  


Medicare SNP 


Dual Demonstration/ 
MMP 


Medical, behavioral health including 
substance use, pharmacy, limited 
dental, vision and LTSS. Covered 
services vary by product.  


Washington 


(Coordinated 
Care) 


4 years TANF, CHIP, Foster 
Care, & SSI/ABD 


Health Insurance 
Marketplace 


Medicaid Expansion 


Medicare Advantage 


Commercial/Private 
Sector 


Medical, low acuity outpatient 
behavioral health, vision, and 
pharmacy. 


Wisconsin 


(MHS Health 
Wisconsin) 


32 years TANF, CHIP & SSI/ABD 


Health Insurance 
Marketplace 


Medicare SNP 


Medical and behavioral health 
including substance use, vision and 
dental.  


 
4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 
 
A. Managing a network of Medicaid Providers; 


 


Centene Management Company (CMC) has over 30 years of experience in providing 
support services to Centene health plans in their management of Medicaid provider 
networks in the areas of information systems, claims processing, SIU/fraud and abuse, 
and provider data management. 
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B. Managed care programs for Medicaid recipients; 


CMC has over 30 years of experience providing support services to Centene health plans 
in the delivery of managed care programs in the areas of information systems, claims 
processing, SIU/fraud and abuse, provider data management, human resources, and 
finance services. SilverSummit will administer the managed care programs for Medicaid 
recipients in Nevada. 


C. Managing and improving health outcomes for program recipients; 


CMC has extensive experience in providing support services Centene health plans 
including information technology and reporting mechanisms to successfully manage and 
improve health outcomes for Medicaid recipients. 


D. Administering Medicaid utilization and case management programs; 


Utilization and case management is provided at the local level through SilverSummit. 
CMC will provide support services for SilverSummit in the areas of information systems, 
claims processing, SIU/fraud and abuse, provider data management, human resources 
and finance services.  


E. Medicaid claims processing and adjudication; 


Centene Management Company (CMC) provides administrative support services, 
including claims processing, through a Management Agreement to all Centene 
Corporation companies. CMC has more than 30 years of Medicaid claims payment 
experience, and is currently providing successful claims support to 27 states where we 
have Medicaid plans today. We ensure claims processing readiness in new markets 
through a strategy of incorporating a best practice deployment of staff, process, and 
technology mobilized through a coordinated plan. 


CMC processes an average of over 6.6 million medical and behavioral health claims a 
month, with an estimated total in excess of 77 million claims in 2015 alone. Our 
centralized claims processing team maintain an overall average of 90% automatic 
adjudication rate for all claims, which means less than 10% of our claims require manual 
intervention. 


Claims Operations. CMC supports claims operations from processing centers (Claims 
Centers) in Missouri (2), Montana, and Texas. We consolidate core Medicaid claims 
operations in our four claims centers to realize efficiencies for fast processing 
turnaround times (TAT), ensure training consistency, and develop a critical mass of 
specialized Medicaid claims processing expertise. The staff in our claims operations 
division have extensive readiness and implementation. Our centralized approach also 
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allows us to continually improve, and adapt to changing federal mandates by applying 
consistent best practices and lessons learned from all affiliates.  
 


Claims Processing Capabilities and Systems. Our enterprise integrated Management 
Information System (MIS) features table-driven, parameter-based configuration utilities 
that minimize, if not eliminate, the need for custom software development and its 
associated implementation risk, and yet meet the specific rules and processing needs of 
each of our state partners. This will allow our claims implementation team to configure 
our existing claims processing capabilities quickly and reliably for DHCFP and our 
providers, and allow them to focus on detailed analysis, precise definition of  business 
rules and DHCFP-specific data edits, which represent incremental changes to processes, 
edits, and interfaces that we already support today. 


For a complete account of Centene’s claims experience, please refer to the response for 
4.1.12.E. for SilverSummit. 


 
F. Project management; and 


 


As the provider of support services for Centene health plans, Centene Management 
Company has a robust project management methodology with dedicated tools and 
resources that has made Centene successful in implementing government-sponsored 
health care programs across the country. Our veteran project management team has 
never missed an implementation deadline. In the past five years, we have implemented 
programs covering nearly 9 million new participants across 18 states via 
implementations and product expansions with significant network build implications.  


 


As a data driven, flexible, learning organization, SilverSummit and all Centene health 
plans are often bringing new member and provider programs, changes to existing 
programs, IT innovations, state initiatives, committee mandates, and performance 
improvement projects, to bear through our project management process. These projects 
rely on the same dedicated tools, resources, and controls that ensure that our 
implementation projects are completed efficiently, with no disruption to health plan 
operations, and to the satisfaction of all stakeholders.  


 


To ensure that projects and their management get the time and attention needed to be 
successful, we follow the best practice of using a structured, yet flexible approach to 
project management. Corporate Centene supports ongoing project management 
development and operations including tool development and deployment, training and 
resource support.  


 


Project Management Philosophy. Our approach to project management is one that 
creates and encourages a companywide culture that instills and promotes enhanced 
awareness, collaboration, engagement, and excellence. We obtain input and work closely 
with all major stakeholders to execute projects, ensuring that all stakeholders involved in 
the project understand the fundamentals, tools and expectations related to the project. 
This understanding promotes increased efficiencies, monitoring, oversight and 
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consistent delivery and execution of all projects that align with the health plans strategic 
objectives. Our Project Management approach provides a framework and methodology 
for action and structure around projects, while holding people accountable for high 
priority initiatives. 


 


As part of our structured approach, we follow the Project Management Book of 
Knowledge (PMBOK) methodology and many of our Project Managers have Project 
Management Professional certification. Projects are initiated by the Governance Board 
as identified through project request forms in the form of a business case document. The 
Governance Board, composed of Executive Leadership, then approves the project and 
sets the priorities for the project.  


IT Project Management. As a data driven organization with best in class IT solutions 
supporting more than 11 million members and nearly 30,000 employees, our IT 
department and PMO organization are constantly improving our IT framework and 
systems to enable innovation and competitive differentiation, ensuring that our members 
and providers have access to the technology to facilitate healthy behaviors and health 
outcomes. At any given moment, hundreds of IT projects are being executed across the 
country.  


 


Project Management Tools. CMC uses recognized, industry-standard tools to document 
and track project deliverables and timing, dependencies, and resources. Examples of 
these tools include, but not limited to:  


 Project and Portfolio Management (PPM) Solution (Work Plan). We use Microsoft 
Project or other standard tools to develop project work plans, track resource 
bandwidth, and resource (i.e., time and manpower) plans. The Work Plan is the basis 
for assigning responsibilities to individuals and teams, monitoring progress, 
communicating status, and taking corrective action when necessary. We determine 
progress by comparing actual work performed against Work Plan deliverables. This 
enables timely corrective action when performance deviates significantly from the 
plan. 


 SharePoint. For many years, we have used a corporate-wide intranet site called CNET 
(Centene IntraNET) as our version-controlled document repository. For projects that 
require input across departments, we create a dedicated project implementation 
SharePoint site on CNET, which includes a standard directory structure, and can 
house important documentation specific to the business processes being developed 
or refined. In addition, SharePoint houses our Organizational Process Assets, these 
include lessons learned, best practices, tools and artifacts.  


 Compliance 360. Recognized internationally as the leading Governance, Risk 
Management and Compliance (GRC) software system across all industry segments 
(including healthcare), Compliance 360 allows us to effectively administer, document, 
and monitor our internal governance, as well as our contractual and regulatory 
requirements, all in auditable and transparent fashion.  


 


For a details of the specific project management plan for the SilverSummit 
implementation, please refer to the 4.1.12.F. response for SilverSummit. 
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G.  Qualifications of key personnel. 


Centene Management Company will provide support services to SilverSummit in the 
areas of claims processing and provider data management, information systems, 
SIU/fraud and abuse, human resources and finance services. Key personnel to oversee 
these services are listed below.  


 Ed Gallegos, Senior Vice President, Business Operations
Mr. Gallegos has more than 20 years of managed care experience. This includes
overseeing medical and behavioral processing centers responsible for the
processing of 90 million plus claims, provider data management, claims configuration
system setup, member and provider call centers, appeals and grievance, enrollment
and billing and all incoming and outgoing mail functions


 Jeff Schwaneke, CPA Executive Vice President, Chief Financial Officer and Treasurer
Mr. Schwaneke has over 19 years of experience, including over 14 years at Fortune
500 companies, including his role as Executive Vice President, Chief Financial Officer
and Treasurer at Centene Corporation. He oversees Centene’s business activity and
financial position in areas of income, expenses and earnings for operations. He has a
unique blend of technical accounting expertise, communication skills and leadership.


 Mark Brooks, Senior Vice President, Chief Information Officer oversees the
development and implementation of all information technology and systems for
Centene. He has more than 25 years of experience in the technology field, including
12 years in the health care industry. Most recently, he was Chief Information Officer
for Health Net, the publicly traded managed care organization that became a wholly-
owned subsidiary of Centene in March 2016. He held several roles during his tenure
for the California-based organization including Chief Technology Officer and Vice
President of Applications Development. Mr. Brooks has a specialized focus on Core
Health Plans Systems and Digital Strategies that enable a better experience for
members, brokers, providers and employers.


 Brandy Burkhalter is Executive Vice President, Internal Audit and Risk Management
for Centene Corporation. She joined Centene in 2006 and oversees the audit and risk
management functions for Centene, including enterprise risk management, internal
audit, claims audit, compliance and implementation monitoring. Previously, Ms.
Burkhalter served as Senior Vice President of Finance for our Specialty Services
segment.


 Shannon Bagley, CPA, Senior Vice President of Human Resources has been with
Centene since 2003. Ms. Bagley has assumed various leadership roles throughout her
tenure with Centene. She previously served as Vice President of Internal Audit and
Risk Management. Ms. Bagley served as the CEO of our Missouri health plan, Home
State Health. Her experience operating a health plan and ability to effectively lead and
mentor has led her to her current role as Senior Vice President of Human Resources.
Ms. Bagley oversees all aspects of human resources including recruiting,
organizational development, and training.
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4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Though CMC doesn’t provide services with performance incentives as described, we do 
support the Centene health plans that have a wide array of experience creating and 
implementing integrated, value-based payment arrangements that incentivize and reward 
providers for behaviors that result in high quality, cost effective care. While the 
traditional fee for service model creates incentives for the quantity of services, our 
incentive programs reward providers for behaviors that drive enhanced access, higher 
quality and cost effective care. Innovative provider incentives enable us to engage 
providers in both cost containment and quality improvement initiatives through various 
payment reform options that are consistent with our philosophy of incentivizing 
providers to provide the right care in the right place at the right time. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


CMC continually invests in technology to enhance service and expand best practices. 
For example, we have made significant investments in data analytics tools, such as 
Centelligence™, and other technology innovations to support our affiliates’ quality 
improvement efforts. We continue to design and invest in information systems that give 
us greater access and speed to data. This enables us to make real time decisions and 
better manage health care costs.  


To expand our capabilities, in 2016, Centene invested in a data analytics business, 
Interpreta. Combining Centene’s expertise in managing large, diverse and medically 
complex populations with Interpreta’s experience using real-time clinical and genomic 
analytics will enable us to develop an integrated patient care platform in an effort to 
streamline workflow, customize care and mitigate adverse events. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


Centene Management Company supports Centene’s affiliate health plans that have many 
years of experience working with state government bringing high quality health care to 
members. Centene began in Wisconsin 32 years ago, and we remain in the state today. 
This type of long standing state relationship is the goal for all of our health plans, and we 
look forward to building the same relationship in Nevada. Our affiliates are trusted state 
partners, and work to advance their programs and priorities to achieve positive health 
outcomes for members across the country. This is evidenced by the length of many of 
our contracts, illustrated below: 
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State 
Years of Experience  
Working with State Government 


Arizona 10


Arkansas 6


California 20


Florida 7


Georgia 10


Illinois 5


Indiana 21


Kansas 3


Louisiana 4


Massachusetts 7


Michigan 1


Mississippi 5


Missouri 4


New Hampshire 3 


Ohio 12


Oregon 5


South Carolina 9 


Texas 17


Washington 4


Wisconsin 32


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 


 Ed Gallegos, Senior Vice President, Business Operations, oversees all claims
processing, provider data management and related business operations for Centene
and affiliated health plans.


 Jeff Schwaneke, Executive Vice President, Chief Financial Officer and Treasurer
oversees all financial responsibilities of Centene.


For detailed résumés, please refer to Centene Management Company, 4.1.12.5 
Attachment G – Proposed Staff Résumés in Tab VII, Section 4.4. 
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4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
A.  Information Systems 
B. Utilization/Case Management 
C. Claims Payment 
D. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E. Health Education 
F. Data Coding 
G. Contract Negotiation Specialists/Network Recruiters 
H. Encounter Data 
I. Other staff as needed for project 


CMC will provide support services to SilverSummit in the areas of claims processing and 
provider data management, information systems, SIU/fraud and abuse, human resources 
and finance services. Key personnel for these services are listed below.   


A. Information Systems Mark Brooks, Senior Vice President and Chief 
Information Officer 


B. Utilization/Case Management N/A 


C. Claims Payment William Kruegel, Vice President, Claims Operations 


D. Quality Improvement/Reporting N/A 


E. Health Education N/A 


F. Data Coding Mark Brooks, Senior Vice President and Chief 
Information Officer 


G. Contract Negotiation 
Specialists/Network Recruiters 


N/A 


H. Encounter Data Jessica Silver, Staff Vice President, Encounters and 
Coding Analytics 


I. Other Staff as Needed for Project N/A 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   


CMC does not currently hold any license or certification related to operating as an HMO 
in the State of Nevada. SilverSummit acknowledges its responsibility to ensure all 
subcontractors, including CMC, meet all requirements outlined in the RFP. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 


CMC services are internal to Centene and we do not directly engage with members or 
providers. However we do employ bilingual staff in various positions throughout the 
organization. 
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4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


CMC provides support services to Centene health plans, who hires staff that reflect the 
diversity of each state’s membership and provider network.  


4.1.12.9 List any associations or organizations to which the organization belongs. 


Please refer to the response to 4.1.12.9 for SilverSummit to find the list of associations / 
organizations to which our parent company, Centene, belongs. 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 


Through CMC’s affiliated Managed Care Organization in Nevada, SilverSummit, we are 
currently in the process of contracting with HealthHIE Nevada, and we fully expect to be 
a participant in the HIE before the start of contract operations. 


Using the help and guidance of HealtHIE Nevada, we have reviewed and compared our 
Nevada Provider Network data with the latest HealtHIE Nevada participant statistics.  


Please refer to the table below. Note below represents the entire SilverSummit network.  


Provider Category 


% Participation 


Financial Participation 
Only 


Financial Participation 
and Provide Data 


 into the HIE 


Physician NA1 1%2


Acute Care Hospital 100%1 36%


Other Inpatient Facility (e.g. Rehabilitation, 
Long Term Acute Care, Skilled Nursing 
Facility, etc.) 


NA1 0%3


Laboratory NA1 33%


Radiology NA1 0%4


All Other NA1 1%4


1 HealtHIE Nevada has informed us that there are only four remaining participants with a 
“Financial Participation Only” status, and that all four participants are Acute Care Hospitals.  
These four hospitals are in our network. 
2 We are counting physician groups as well as individuals in this category. At present, HealtHIE 
Nevada has very few individual physicians or physician groups that contribute data into the HIE. 
However, we have one large medical group in our network that does contribute data: Saint Mary’s 
Medical Group in Washoe County. 
3 At present HealtHIE Nevada has very few Other IP Facilities who contribute data to the HIE. 
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4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


4 At present HealtHIE Nevada has very few of these types of providers (five as of this writing) who 
contribute data to the HIE. 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


Through CMC’s affiliated Managed Care Organization in Nevada, SilverSummit, we are 
currently in the process of contracting with HealthHIE Nevada, and we fully expect to be 
a participant in the HIE before the start of contract operations.  


An MIS Ready-to-Connect. CMC supports the enterprise Management Information 
System (MIS) of our parent, Centene Corporation (Centene). Today our interoperable MIS 
supports clinical data exchanges for a variety of HIE applications for our Centene affiliate 
health plans in Washington State, Texas, Indiana, Michigan, Wisconsin, Arizona, (in 2016) 
Georgia, and (in 2017) Nebraska.  


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 


Through CMC’s affiliated Managed Care Organization in Nevada, SilverSummit, we are 
currently in the process of contracting with HealthHIE Nevada, and we fully expect to be 
a participant in the HIE before the start of contract operations.  


We support the systems that allow Centene health plans to connect with HIEs for a 
variety of applications, and have experience exchanging data through Centene’s 
Centelligence™ Health Information Exchange (CHIE), an integrated part of our MIS for the 
secure exchange of clinical information. CHIE supports clinical transactions including 
HL7 lab test results, Continuity of Care Documents (CCD), Admission, Discharge, 
Transfer (ADT) data, Emergency Department (ED) notifications, immunization history, 
medical and behavioral health service utilization, pharmacy medication history, and other 
health transactions.  


We facilitate this data exchange to improve the health of our managed care populations 
while controlling costs in several ways, for example: 


 We use the additional clinical data we receive via the HIE to augment the claims,
health assessment, care management, and other data we collect, and enable our 
predictive analytics system to enhance the accuracy of care gap and health risk alerts 
that our analytics platform identifies for our members. 


 ADT data allows our care management staff to be notified quickly if members are
admitted to the hospital or emergency room, enabling them to coordinate care with 
the member’s PCP and other supporting clinicians. 


 For our hospitals who support sending us ADT information, we waive the need for
those hospital providers to notify us of IP admissions via fax and phone, a significant 
administrative cost saving for the provider. 
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4.2.1.4 Provide Same Information for any proposed  


Subcontractor as requested in Section 4.1 Vendor 
Information 


 We use CCD information to identify HEDIS care gap closures, thus eliminating the
need for manual medical “chart pulls” – an administrative saving for both our health
plans as well as our PCPs and PCMH providers.


 We use the HIE data, along with our own clinical and claims data – to identify and
eliminate redundant lab tests and other procedures.


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


As a subsidiary of Centene Corporation, CMC reports assets and revenue as part of 
Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


N/A 


4.1.14.2 Federal Tax Identification Number 


Centene Management Company’s Federal Tax ID Number is 39-1864073 


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


As a subsidiary of Centene Corporation, CMC reports assets and revenue as part of 
Centene’s annual financial statements. Please refer to SilverSummit Attachments 
Att.4.1.14.3.A_2016 Centene 10Q 2nd Quarter, Att.4.1.14.3.B_ 2016 Centene 10Q 1st 
Quarter, Att.4.1.14.3.C_2015 Centene 10K, and Att.4.1.14.3.D_2014 Centene 10K in 
Confidential Financial Information. 
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National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


4.1 VENDOR INFORMATION
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: National Imaging Associates (NIA) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation, indirect, wholly owned subsidiary of Magellan 
Health Services, Inc. 


State of incorporation: Delaware 


Date of incorporation: 1996 


# of years in business: 21 years (since 1995) 


List of top officers: Chief Executive Officer, Sam Srivastava 


Executive Vice President, Barry M. Smith 


Executive Vice President and Chief Medical Officer, 
Michael Pentecost, M.D. 


Vice President and Secretary, Daniel N. Gregoire 


Vice President and Treasurer, Jonathan N. Rubin 


Vice President and Assistant Secretary, Linton Newlin 


Assistant Secretary, Margie M. Smith 


Assistant Secretary, John DiBernardi 


Location of company 
headquarters: 


6950 Columbia Gateway Drive 
Columbia, Maryland 21046 


Location(s) of the company 
offices: 


NIA has Customer Care Centers in Columbia, Maryland; St. 
Louis, Missouri and Phoenix, Arizona. 


Location(s) of the office that will 
provide the services described in 
this RFP: 


NIA primarily will serve the State of Nevada through 
locations in St. Louis, Missouri and Phoenix, Arizona. 
Other key employee locations will include Nevada, 
Maryland, and Pennsylvania.  


NIA brings extraordinary experience in providing effective 
clinical solutions and service excellence to Medicaid 
customers nationally. NIA’s support of the radiology 
benefits management (RBM) program will be represented 
across multiple office locations staffed by senior business 
leaders who are highly experienced in the Medicaid space. 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


NIA currently has six employees on NIA’s Provider 
Services team who will be very involved with implementing 
and serving this account.  


Christine Kaplan, NIA’s Vice President of Provider 
Relations, will oversee all provider training and orientation 
activities.  


Nevada resident Kevin Apgar, NIA’s Senior Provider 
Relations Manager for the state since 2001, will lead these 
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4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


Question Response 


activities and ensure that all Nevada providers understand 
the parameters of the radiology benefits management 
(RBM) program and have the tools needed to participate 
effectively with the program.  


Ms. Kaplan and Mr. Apgar also will provide education and 
training to all health plan personnel and State of Nevada 
Medicaid personnel as needed.  


NIA also has a panel of board-certified physician clinical 
reviewers who are licensed to practice in the state of 
Nevada. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


NIA has approximately 845 employees nationally and 
brings Nevada tremendous experience with a Medicaid 
presence in 25 states and serving more than 9 million 
Medicaid recipients nationally. The number of employees 
that NIA would align to supporting the State of Nevada 
Medicaid account would be extensive and generally would 
represent a wide range of staffing across multiple 
business areas including the following: 


 National Operations/Call Center (clinical and
operational hub): 353 employees


 Provider Relations: 2 employees


 Network Development: 2 employees


 Account Service Team: 5 employees


 Executive Oversight: 3 employees


Location(s) from which employees 
will be assigned for this project: 


NIA employees designated to serve the State of Nevada 
are located in Missouri, Maryland, Nevada, and 
Pennsylvania. NIA also has physicians who work from a 
major office in Skokie, Illinois, and others work from 
offices in San Diego, California. All other physician clinical 
reviewers work remotely. 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


National Imaging Associates is registered as a Foreign Corporation with the State of 
Nevada, Secretary of State’s Office. The Company filed in 2002 and was assigned SOS 
Account Number 10034284. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://nvsos.gov. 
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4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


Question Response 


Nevada Business License Number: 16233 


Legal Entity Name: National Imaging Associates, Inc. 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier (API) N/A 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No 


If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


NIA will review and verify all licensing requirements prior to proposal submittal. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


Yes No X 


If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Question Response 


Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were performed: N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
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If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and 
specify the services that each person will be expected to perform. 
 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 
 


 


 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 
 


Question Response 


Date of alleged contract failure or breach: N/A 


Parties involved: N/A 


Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of the dispute: N/A 


If the matter has resulted in a court case: 
Court Case Number 


N/A N/A 


Status of the litigation: N/A 


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 3260.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 
 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
 


Yes  No X 
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NIA acknowledges the State’s requirement to provide the Certificates of Insurance upon 
contract award and has not identified any exceptions. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 
 


For two decades, NIA has been providing radiology benefits management (RBM) 
solutions to customers across Medicaid, Commercial, and Medicare populations. As a 
proven leader in the space and across a long list of tenured customers, NIA has 
demonstrated the ability to improve patient care quality, improve physician performance, 
and generate financially effective programs for the customers it serves. 


 


Founded in 1995, as a division of Corning Life Sciences, Inc. NIA became an independent 
entity in 1996. In 2006, NIA was acquired by Magellan Health, Inc. (Magellan), one of the 
country’s leading diversified health services organization. Magellan is a publicly traded, 
for-profit corporation that registers its stock with the U.S. Securities and Exchange 
Commission and trades actively on the NASDAQ Stock Market under the ticker symbol 
MGLN. NIA’s acquisition by Magellan expanded the organization’s resources and 
capabilities overnight. Today, NIA has become a go-to leader in the Specialty Solutions 
space, offering a broad portfolio of program and management solutions to address its 
customers’ complex and high-cost areas of append. NIA’s portfolio includes the 
management of advanced imaging, cardiac (diagnostic and therapeutic), OB ultrasound, 
radiation oncology, emergency department CT imaging, and musculoskeletal (spine 
surgery, interventional pain management, and physical medicine) services, and the 
optimization of genetic benefits testing. NIA offers a myriad of management strategies 
including prior authorization, retrospective review, clinical decision support, site of 
service, network builds, provider assessment, physician profiling, and claims 
auditioning/editing based on our customers’ needs. 


 


NIA has held URAC UM accreditation since 1998 and NCQA UM certification since 2002. 
NIA has been CMS-certified as a QIO-Like Entity since 2011. As a leader and innovator in 
the RBM industry, NIA has been on the forefront of industry innovation as a consultant to 
CMS in the development of imaging efficiency measures and radiation safety. NIA also 
was the only RBM company selected by CMS for its Medicare Fee-for-Service Clinical 
Decision Support Pilot Project. NIA’s work with CMS has led to the development of our 
own Clinical Decision Support (CDS) tool, which is used alongside NIA’s prior 
authorization program, as well as part of our Emergency Department Imaging (CT) 
program. 


 


Today, with nearly 27 million Americans overall benefiting from its services, NIA 
continues to chart the course in delivering optimal outcomes and predictable results in 
the midst of an ever-changing health care industry. Through ongoing research, 
innovation and advocacy, NIA maintains a steadfast commitment to improving the quality 
of care for Medicaid, Commercial, and Medicare consumers; providing value-added 
services to ordering and rendering physicians; and delivering dramatically improved 
financial results to its 76 health plan partners across 32 states and the District of 
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Columbia. NIA’s customers recognize its ability to execute on its program goals, as 
reflected in its customer satisfaction scores of 100 percent for account management and 
program implementation. 


 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
 


No 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 
 


As of March 31, 2016, the date of Magellan Health’s most recent 10-K filing with the SEC, 
NIA serves 9 million Medicaid lives—representing more than 33 percent of NIA’s book of 
business. Approximately 1.2 million lives (4.3 percent) of NIA’s business is in serving 
Medicare lives, and the remaining 16.7 million (62 percent) are Commercial lives. 


 


As a recognized leader in the radiology benefits management (RBM) space, NIA has 
provided innovative clinical solutions to payers since 1995. Partnering with 61 
national/regional customers and serving more than 23 million RBM lives in 30 states.  


 


NIA has a proven track record in delivering clinically effective, quality focused and 
financially viable programs for payers. NIA offers a comprehensive range of programs 
and strategies focused on addressing the many challenges in the outpatient imaging 
arena (costs, quality, provider performance, patient safety) such as advanced imaging, 
musculoskeletal and interventional pain, radiation oncology, OB ultrasound, physical 
medicine, and emergency department imaging management.  


 


NIA brings payers an unprecedented level of expertise in managing imaging in the 
Medicaid space, with customized programs to address utilization and site-of-service 
challenges to customized strategies to maximize provider performance. NIA currently 
has a Medicaid presence in 25 states and can deliver a powerful radiology benefits 
management program to the State of Nevada.  


  


4.1.11 Corporate Background 
4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 
 


As a recognized leader in the Radiology Benefits Management (RBM) space, NIA has 
provided innovative clinical solutions to payers since 1995. NIA has a proven track 
record in delivering clinically effective, quality focused and financially viable programs 
for payers. NIA offers  a comprehensive range of  programs and strategies focused on 
addressing the many challenges in the outpatient imaging arena (costs, quality, provider 
performance, patient safety) including advanced imaging, OB Ultrasound, Pain 
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Management, Emergency Department Imaging, etc. Below is a list of our Program 
Solutions and descriptions. 


 Radiology Benefits Management – Reduces inappropriate and duplicate advanced 
diagnostic imaging (CT/CTA, MRI/MRA, PET) utilization and costs through a 
comprehensive suite of clinical, network, privileging, facility site selection, 
operational, and data informatics strategies and support through focused health plan 
and provider community collaboration 


 Cardiac Management – Manages the entire cardiac care continuum, including 
diagnostic cardiac imaging services provided in outpatient settings as well as 
therapeutic procedures performed in outpatient and limited inpatient settings. 
Reduces unnecessary, duplicative, and/or risky cardiac imaging tests, shifts to the 
safest, most effective and efficient cardiac tests. Conducts post-service reviews and 
billing and coding analysis. 


 Radiation Oncology Management – Manages patient treatment plans for radiation 
therapies delivered in an outpatient setting for all cancer types. Also manages 
devices used in the delivery of radiation treatment. Medical necessity review of 
radiation therapy requests by radiation therapists and board-certified radiation 
oncologists, based on national clinical guidelines. The program focuses on utilization 
management, modality shifts, and claim billing and coding review. 


 Musculoskeletal Management – Manages musculoskeletal surgeries (spine, hip, knee, 
shoulder), interventional pain management procedures (epidural, facet joint, and 
sacroiliac joint injections; facet neurolysis), and physical medicine (outpatient and 
home health physical and occupational therapy and chiropractic) services. Includes 
medical necessity reviews with specialized musculoskeletal clinical teams, network 
optimization to ensure consistent care quality and delivery, strategies for high-
performing providers, and an integrated member approach with shared decision-
making. 


 Sleep Management – Manages sleep assessment types, places of service (where 
applicable), and treatment devices through medical necessity review, provider 
privileging and engagement to ensure adherence to quality and consistency 
standards, and consultations about opportunities for effective durable medical 
equipment (DME) management and compliance strategies. 


 OB Ultrasound Management – Manages OB ultrasound and general ultrasound with a 
focus on eliminating excessive scans, especially in uncomplicated pregnancies. Uses 
a prior authorization approach after the first two ultrasound procedures, performs 
quality assessments of providers and makes privileging recommendations to the 
health plan, provides training and support to providers, and includes claim edits to 
ensure that only privileged providers are approved for payment. 


 Emergency Department Imaging Management – Uses retrospective claims data to 
assess a health plan’s CT utilization performed in an emergency department setting. 
Features a consultative approach supported by data analytics and facility profiling, 
and includes provider outreach supported by selected chart reviews, site visits to 
outlier providers, and pre- and post-program results. 
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NIA brings payers an unprecedented level of expertise in managing imaging in the 
Medicaid space, with customized programs to address utilization and site-of-service 
challenges to customized strategies to maximize provider performance. 


 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.   
 


National Imaging Associates, Inc. (NIA) was founded in 1995 as a division of Corning Life 
Sciences, Inc. NIA became an independent entity in 1996. On January 31, 2006, Magellan 
Health Services, Inc. (Magellan) purchased NIA from its shareholders, making NIA an 
indirect, wholly owned subsidiary of Magellan. Headquartered in Columbia, Maryland, 
Magellan, the country’s leading diversified health services organization is a publicly 
traded, for-profit corporation that registers its stock with the U.S. Securities and 
Exchange Commission and trades actively on the NASDAQ Stock Market under the ticker 
symbol MGLN. Any stockholder that owns more than 5 percent of the outstanding 
Magellan stock is required to file a report with the SEC. Table NIA.4.1.11.2 below outlines 
the shareholders that own 5 percent or more of Magellan’s outstanding common stock as 
of March 31, 2016. This information is self-reported to the SEC by the organizations 
listed. 


 


Table NIA.4.1.11.2: Magellan Health Ownership 


Rank Institution Type Ownership 


1 BlackRock, Inc. Third Party 10.0% 


2 Dimensional Fund Advisors LP Third Party 8.4% 


3 The Vanguard Group, Inc. Third Party 7.8% 


4 OrbiMed Advisors LLC Third Party 7.4% 


 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors who 
are residents in the state of Nevada?  This information may be utilized in determining whether an inverse 
preference applies pursuant to Nevada Revised Statutes. 
 


NIA is the resident of another state, Delaware. The State of Delaware does not apply 
procurement preferences that are not available to the State of Nevada. 


 


4.1.11.4 The location of disaster recovery back-up site. 
 


NIA uses the enterprise information data management company, Iron Mountain, for daily 
data backup and offsite storage of data recovery media. If NIA declares a disaster, NIA 
delivers those media to its designated hot site, SunGard Recovery Services in 
Philadelphia, PA. 


 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 
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Kelly Ray, Director of Account Management 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
410-953-2440 (office) 
410-279-2185 (cell) 
kdray@magellanhealth.com   


 


4.1.11.6 The size of organization in assets, revenue and people. 
 


Assets: Total assets for NIA’s parent company, Magellan Health Inc. were $ 2,059 billion 
as of March 31, 2016. This includes unrestricted cash and investments of $146.9 million. 
Asset information for NIA is not disclosed separately. 


Revenue: Through March 31, 2016, Magellan reported year-to-date net revenue of $1.117 
billion, with its Specialty product (which includes NIA) having year-to-date revenues of 
$139.9 million.  


People: Employee information only is disclosed on an annual basis. Per Magellan’s 10-K 
for the year ended December 31, 2015, Magellan had approximately 6,900 full-time and 
part-time employees.  (Please note that this number has increased with the current year 
acquisitions of TMG and Armed Forces Services Corporation.) 


 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
 


NIA’s organizational chart below shows senior management by function and key 
personnel. 
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4.1.11.8 The areas of specialization. 
 


Areas of specialization for NIA include providing management solutions for high cost-of-
care areas of outpatient advanced and non-advanced imaging, cardiac care, 
musculoskeletal care, interventional pain management, physical medicine, obstetrical 
ultrasound, and radiation oncology. NIA’s solutions include a myriad of customized 
strategies ranging from clinical strategies (utilization management, validation of records, 
ordering/imaging request trends), provider assessment (accreditation, adherence to 
quality processes), and ongoing provider profiling. 


 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 
 


National Imaging Associates, Inc. is a wholly owned direct subsidiary of Magellan 
Healthcare, Inc. and an indirect subsidiary of Magellan Health, Inc., a publicly traded 
company. Please refer to Magellan’s 10-K reports for 2014 and 2015. NIA provides 
Magellan’s Specialty Solutions. Please refer to Attachment NIA.4.1.11.9.A Magellan 2014 
10-K and NIA.4.1.11.9.B Magellan 2015 10-K in the Confidential Financial Information 
binder. 


 


4.1.11.10 The corporate philosophy and mission statement. 
 


NIA’s corporate philosophy is to deliver products and services that are built on a strong 
foundation of clinical integrity. NIA helps ensure that patients receive timely referrals to 
appropriate levels of needed care, prevents authorization of unnecessary procedures, 
and avoids the waste of customer or public money.  As a Magellan Health company, 
NIA’s mission is to guide individuals to make better decisions and live healthier and 
more fulfilling lives, by improving the overall quality and affordability of health care. 


 


4.1.11.11 A description of any plans for future growth and development of your organization. 
 


NIA has built its reputation by staying on the cutting edge of program development. 
Product innovation is a core competency for NIA and is the result of a proven model that 
incorporates the voice of the customer, robust empirical modeling and informatics, and 
unparalleled clinical rigor and expertise. NIA is committed fully to providing innovative 
utilization management solutions and deploys a dedicated Product Innovation team, led 
by the Chief Product Officer, who reports directly to Magellan Healthcare’s CEO.  


 


NIA’s Product Innovation Strategy begins with the identification of high growth areas of 
health care through environmental scans, customer feedback, consultation with diverse 
medical experts, and analysis of NIA’s expansive data mart and other data. NIA consults 
with industry experts including specialty physicians, specialized coding and billing 
experts, and professional societies to determine NIA’s ability to affect cost and quality 
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for these areas. NIA builds each of its products on a foundation of the highest clinical 
integrity, and NIA incorporates feedback and clinically sound programmatic elements 
that minimize disruption to the provider workflows, while ensuring that recipients receive 
the most clinically appropriate care. 


 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your organization.  
Describe the implementation approach and methodology you employed for the market expansion and/or 
additional business line identified.  For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 
 


Founded in 1995 as an RBM pioneer, NIA continues to expand both in terms of its 
product portfolio and the markets it serves. From its foundation in managing advanced 
imaging, NIA has expanded to offer its customers solutions in cardiac services, radiation 
oncology, ultrasound, and emergency department imaging. NIA always has served 
commercial as well as managed Medicaid and Medicare lines of business, although 
Medicaid continues to grow as the health care landscape changes and states and 
Medicaid plans recognize the value of NIA’ services. 


 


For SilverSummit’s parent company, Centene Corporation, NIA initially rolled out their 
three largest markets at once, beginning in 2010, and then rolled out 17 additional 
markets over the next four years.  


 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 
 


NIA has provided the services described in the RFP to the private sector since 1996 and 
currently provides similar services for 23 million lives across 61 health plan customers. 
Of those plans, 22 have Medicaid membership that represents 9 million lives across 25 
states and the District of Columbia; 20 customers have Medicare Advantage membership 
that represents 1.2 million lives. 


 


NIA’s experience includes proven Medicaid experience and a strong understanding of 
state regulatory requirements for the Medicaid population. NIA has sound clinical 
knowledge of the diverse populations within the Medicaid segment—ABD, TANF, SSI, 
CHIP—and of the solutions that have been effective in addressing high utilization, high 
unit cost, high hospital facility usage, and potential patient exposure to radiation. 


 


NIA partnered with its first Medicaid customer, Gateway Health Plan, in 2000. In 2008, NIA 
became the first radiology benefits management company to win a state Medicaid 
contract. NIA contracted with the Commonwealth of Pennsylvania’s DPW Bureau of Fee-
for-Service to manage advanced imaging on a prior-authorization, medical necessity 
review basis for Medicaid Assistance members who did not select a Managed Care 
Organization (MCO).  In the last several months of the contract, Pennsylvania installed 
MCOs in large regions where all Medicaid recipients were required to select a MCO.  This 
brought the membership NIA managed from close to 500,000 recipients down to 50,000, 


427







National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


 


and it was expected to decrease beyond that.  With this reduction in membership, the 
Commonwealth decided to manage advanced imaging within its Fee-for-Service 
utilization management team.     


 


4.1.12 Experience 
4.1.12.1 Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 
 


A. Managing a network of Medicaid Providers; 
 


NIA has developed a number of Medicaid imaging networks in states across the country, 
including Nevada, Florida, Georgia, Illinois, Kentucky, Louisiana, Missouri, Ohio, 
Pennsylvania, and South Carolina. In addition to competitive contracting, NIA has a 
strong provider servicing presence in these states to provide the necessary support and 
service needed in managing a delivery system.  For the State of Nevada, NIA is very 
familiar with the provider community, has an experienced Network Contracting and 
Provider Service team in place to support the State, and has conducted many provider 
training sessions with offices and hospitals. 


 


B. Managed care programs for Medicaid recipients; 
 


For more than a decade, NIA has been providing customized management solutions to 
customers that serve Medicaid populations. Recognized as a national leader in the RBM 
industry, NIA currently partners with 21 Medicaid customers and provides services to 9 
million Medicaid recipients nationally.   


 


In 2000, NIA implemented its first Medicaid customer partnership with Gateway Health 
Plan in Pittsburgh, Pennsylvania. Since that time, NIA has continued to build a strong 
foundation of Medicaid customers. Today, NIA has a Medicaid presence across the 
country, with a managed care presence in 25 states and the District of Columbia. 


 


C. Managing and improving health outcomes for program recipients; 
 


NIA’s two decades of experience in managing and improving health outcomes shows 
that ensuring that the recipient receives the right test at the right time at the right facility 
leads to better clinical outcomes at reduced costs. Further, NIA believes that engaging 
the member in the process results in enhanced outcomes and a more positive overall 
health care experience. At the foundation of NIA’s approach is clinically focused 
management designed to ensure that members receive radiology services that provide 
the most useful information to support the diagnosis of their condition—with the least 
amount of risk. NIA believes the best way to support this outcome is through a proactive 
management approach throughout the radiology process—from the time the patient is in 
the doctor’s office through the payment of the claim. NIA’s approach centers on 
involving both the provider and the consumer in the process to support more informed 
decision-making. 
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NIA uses several clinical review processes to capture clinical accuracy and ensure the 
quality and appropriateness of the care for health plan recipients. These processes 
include proprietary algorithms, specialist-reviewed guidelines, and clinical records 
quality review. NIA’s program also features unlimited access by ordering providers to 
peer-to-peer consultations with NIA’s broad panel of more 150 NIA physicians with board 
certification in virtually all related medical and surgical specialties. NIA’s approach is to: 


 Ensure that recipients receive the most appropriate, effective care 


 Analyze physician ordering patterns and customize the utilization management 
program  


 Educate ordering providers on the program and on medical necessity to improve 
ordering behavior. 


 


NIA’s flexibility to customize each of its utilization and cost management programs 
enables them to meet plan-specific requirements. Although its customers typically adopt 
NIA’s standard utilization management (UM) approach, NIA can customize its program 
based on the State of Nevada’s benefit plan design, medical coverage policies, provider 
network rules, and other plan-specific factors.  


 


Additionally, NIA’s programs focus on radiation awareness and patient safety as a way to 
improve health outcomes. NIA provides: 


 Assistance in educating network physicians on making better informed choices about 
advanced imaging procedures that emit dangerous levels of ionizing radiation 


 Unique radiation safety and histogram reports to the health plan. 


 


NIA also engages recipients through two interactive Web sites, provided free of charge, 
to involve them in their own care and improve outcomes: 


 Radiation Calculator (www.radiationcalculator.com) enables recipients to estimate 
radiation exposure from a single diagnostic imaging test or all previous tests. An 
intuitive interface makes it easy to enter basic information about a test to obtain the 
desired information, and then print it for their records or for sharing with their 
provider. 


 RadZone Kids (www.radzonekids.com) helps parents prepare their children for 
diagnostic advanced imaging studies that their doctors have ordered for them. 
Through an interactive, three-dimensional Web site, the child selects an avatar, and 
then walks through the process of the imaging test with the avatar. To engage and 
educate, NIA has filled RadZone with fun activities such as puzzles, matching games, 
downloads, and videos. Through RadZone, NIA seeks to alleviate the child’s fears so 
that he or she is able to cooperate with the exam, helping to ensure quality test 
results and a better patient experience. 


 


D. Administering Medicaid utilization and case management programs; 
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NIA brings extensive expertise in administering utilization management services and 
currently administers utilization management programs for 76 customers covering 27 
million lives across 30 states, as of March 30, 2016. Of those lives, 9 million are Medicaid, 
1.2 million are Medicare, and 16.7 million are commercial lives.  


 


The company has been successful in developing focused utilization management 
solutions to address the diverse needs of Temporary Assistance for Needy Families 
(TANF); CHIP; Supplemental Security Income (SSI); and Aged, Blind, and Disabled (ABD) 
Medicaid populations, among others. NIA has worked with these underserved 
populations far longer than any other RBM organization and understands the age-related, 
geographic, and socio-economic challenges faced in the health care arena.  


 


Many recipients share the common denominator of anxiety, which is known to double 
non-mental health care utilization. This especially is reflected in the demand for lumbar 
(back pain) magnetic resonance imaging (MRI) and brain (headache) MRI. This in-depth 
understanding of the social and clinical challenges in serving the Medicaid population 
manifests in a holistic approach that includes a number of NIA physician reviewers with 
specific psychosocial competence. Additionally, NIA’s attention to radiation exposure, 
especially in the female and younger populations, speaks to a sincere quality concern 
beyond mere economic issues. 


 


E. Medicaid claims processing and adjudication; 
 


NIA brings a myriad of advanced imaging claims review and editing expertise for its 
customers that helps achieve savings. From claims authorization matching to application 
of industry claim edits and multiple procedure discounts (MPD), NIA provides this 
expertise for its customers. NIA also has a tremendous amount of operational expertise 
in reviewing claims and currently reviews approximately 70,000 per month. Under this 
subcontractor agreement, NIA will not be reviewing, processing, or paying claims for the 
State of Nevada. 


 


F. Project management; and 
 


NIA’s Implementation team has a strong track record of successfully implementing more 
than 100 customer programs. The team has demonstrated success and very high 
satisfaction rates with the implementations of Medicaid plans using a proven 
implementation methodology and approach. The key to NIA’s success is its ability to 
leverage proven project management tools. Early on, during NIA’s implementation 
period, the team works collaboratively with the customer to understand key business 
requirements and important market nuances for developing the detailed business 
requirements and non-standard customer procedures. This ensures that the precise 
information relating to timeframes, clinical criteria and algorithms and all customer-
specific business rules are loaded into the NIA platform system and ensure a flawless 
launch of the program.  
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The following best practices guide NIA’s customer implementation process:  


 Effective project work plan that serves as the roadmap for all implementation activity 
and ensures adherence to best practices, key dates, and milestones  


 Formal project management status reporting and issue tracking  


 Pairing of SMEs in cross-functional teams to ensure identification and integration of 
requirements. 


 


NIA’s Director of Account Management, Kelly Ray, will be the designated account 
manager for Nevada. With more than 20 years of account management experience, Ms. 
Ray will be involved with the State’s implementation from day one. She will have ongoing 
responsibility for the relationship with SilverSummit and the State. She will be 
accountable for performing all aspects of defined account management activities and will 
have the main responsibility for ensuring that NIA continuously meets all program goals 
and objectives. Ms. Ray also will be responsible for documenting ongoing issues and 
trends for the State and managing critical customer reporting, dashboards, and 
performance. 


 


G. Qualifications of key personnel. 
 


For detailed résumés, please refer to NIA.4.1.12.5 Attachment G – Proposed Staff 
Résumés in Tab VII, Section 4.4. 


 Michael Pentecost, MD, FACR, Chief Medical Officer  


 Laurel Douty, Chief Operations Officer 


 Vonda LeDay, Senior Vice President, Operations  


 Annalisa Cooper, Senior Vice President, Account Management  


 Kelly Ray, Director, Account Management  


 Debra Guerino, Vice President, Implementation  


 Christine Kaplan, Vice President, Provider Relations 


 Philip Rose, Director, Client Analytics 


 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 
 


NIA uses its standards of performance to customize the ordering process for providers. 
Because NIA bases its management on a specific point in time as opposed to targeted 
health outcomes, NIA believes this is the best way to measure provider performance. NIA 
uses its extensive data warehouse as well as industry-accepted standards such as the 
CMS efficiency measures to measure provider performance.  


 


NIA offers those providers who order consistently within the guidelines a streamlined 
process to ease the administrative burden of prior authorization.   
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The outcomes of an RBM program depend on many factors. These are NIA’s best 
practices in asserting some control over some of these factors, such as prior 
authorization, facility site selection (hospital versus office services), and provider 
assessment. Not included are other factors, such as preexisting management 
approaches, plan benefit designs, the age/sex balance of the population, the plan’s 
provider rates, and supply of the market’s imaging providers.  


 


While circumstances may differ for each customer, NIA’s programs have proven to 
accomplish the following:  


 Curtail the explosive growth in advanced, high-cost diagnostic imaging services 
caused by the ordering of inappropriate imaging  


 Improve quality by supporting providers in their clinical decision-making regarding 
the most appropriate use of diagnostic imaging and avoiding unnecessary and 
potentially harmful exposure to patients to ionizing radiation  


 Increase provider satisfaction with a utilization management program that is delivered 
effectively and efficiently. as demonstrated by NIA’s call center service standards and 
extremely low rate of overturned determinations  


 Measure the performance of imaging providers in the community (using efficiency 
measures) against industry-accepted standards used by CMS and the impact of the 
program on changing over utilization compared to accepted benchmarks   


 Compare physician ordering behaviors across modality, line of business, and area of 
the country to identify high-performing providers who order within the guidelines and 
providers who frequently order outside the guidelines. 


 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 
 


Since its inception, NIA has invested in strategies that promote clinical excellence, 
provider engagement, and innovation. NIA has developed successful clinical programs 
that leverage clinical efficiencies, incorporate best practices, and create new capabilities 
for the future. The company has created long-term, positive relationships with national, 
regional, and local health plans and government agencies, adding value through 
aggressively managing costs, engaging recipients in the decision-making process, and 
delivering new and innovative solutions on an ongoing basis.  


 


For example, a critical part of NIA’s utilization management services is to ensure 
completion of accepted medical processes prior to imaging. This may include 
conservative therapy, other low-tech testing, laboratory work, or even alternative 
advanced imaging. The key focus is the “right test” at the “right time.” NIA’s trained 
clinical teams help ordering providers’ offices understand the guidelines NIA applies and 
have the skills and knowledge to support guideline education as part of the process.   
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NIA aims to make the clinical process as efficient as possible for the ordering providers 
in a customer’s network by providing technology tools that streamline the process. NIA 
bases its proprietary algorithms on the clinical information necessary to approve or 
quickly pass the case on for additional review. NIA bases its nurse and physician 
scorecards on whether nurse and physician reviewers made the right decision—whether 
that is an approval or, in the case of a Physician, a denial. This ensures that NIA’s nurses 
are approving cases, if at all possible, at their level without elevating to the physician 
level. 


 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   
 


NIA currently has 21 health plan customers with Medicaid membership representing 9 
million lives, and 20 have Medicare Advantage membership representing 1.2 million lives. 


 


NIA was the first radiology benefits management company to win a state Medicaid 
contract. NIA initially contracted with Commonwealth of Pennsylvania’s DPW Bureau of 
Fee-for-Service to manage advanced radiology studies for their non-dual Medicaid 
recipients in 2008 and held the contract until 2014. On a prior authorization basis, NIA 
conducted UM review for MRI, MRA, CT, CCTA, and PET scans. Recognizing the 
difference between the needs of fee-for-service programs and commercial plans, NIA 
partnered with the Bureau for various customizations, such as educating NIA staff to be 
proficient in their care management and eligibility systems, including data entry directly 
into their application, customization of many reports to be consistent with established 
Commonwealth forms, fair hearing presentations/representation for appeals and targeted 
provider outreach to assist providers in rural areas on the administration of the program, 
where the provider’s participation were critical for access issues.  The program savings 
and return on investment are proprietary, but the customer and NIA were pleased with 
the results. After an initial three-year term, the Commonwealth renewed NIA’s contract 
twice.  


 


NIA’s comprehensive scope of services for Medicaid populations includes such critical 
components as the following: 


 Utilization management process that increases quality while reducing costs 


 Successful call center operations that work fluidly with the customer’s systems  


 One-on-one consultative approach with a broad team of NIA Physicians to orient and 
educate providers on NIA’s appropriateness criteria 


 Extensive provider outreach, communication, and a myriad of Web-based provider 
tools 


 State-of-the-art radiation awareness program (focused on maternal and pediatric 
health) 


 Streamlined program for processing appeals 


 Industry-leading IT team that works closely with each customer, defining critical 
interfaces and data pathways 
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 Suite of Web-based provider tools and reporting portals 


 Inclusive set of customized Web-based reports and data analytics 


 Ongoing expertise and consultation around advanced radiology issues, emerging 
technologies, Centers for Medicare and Medicaid Services (CMS) policy, industry 
trends, and innovative solutions. 


 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP.  In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein.  This 
information must be included in vendor’s technical response to the RFP. 
 


For detailed résumés of the following key personnel, please refer to NIA.4.1.12.5 
Attachment G – Proposed Staff Résumés in Tab VII, Section 4.4. 


 Michael Pentecost, MD, FACR, Chief Medical Officer—holds ultimate responsibility for 
NIA’s quality program, utilization management determinations, medical issues, and 
physician reviews across all NIA products 


 Laurel Douty, Chief Operations Officer—provides executive leadership over 
Magellan’s clinical and call center operations to ensure that NIA delivers service 
excellence and regulatory compliance to all customers 


 Vonda LeDay, Senior Vice President, Operations—oversees NIA’s customer service 
and clinical Centers of Excellence, as well as customer care, cost of care, and 
learning 


 Annalisa Cooper, Senior Vice President, Account Management—serves as senior lead 
for major health plans and is responsible for managing the account teams designated 
to those accounts 


 Kelly Ray, Director, Account Management—serves as the day-to-day contact for the 
State, resolving questions and issues, coordinating key activities with SilverSummit 
and State leaders, and conducting quarterly Business Review Sessions for 
collaborative review of NIA’s program performance 


 Debra Guerino, Vice President, Implementation—oversees the development of 
customized customer implementation strategies and ensures the successful 
implementation of NIA’s wide range of programs 


 Christine Kaplan, Vice President, Provider Relations—provides education and 
training to the provider community, particularly the clinical and administrative staff, 
on NIA’s processes and procedures 


 Philip Rose, Director, Client Analytics—works closely with the sales team in analyzing 
claims data and presenting solutions to assist clients in making decisions pertaining 
to various NIA products. 


 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 
 


A.  Information Systems  Robert Beach, VP Information Technology 
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B. Utilization/Case Management  Karen Smith-Hagman, VP Operations (UM 
only—case management is N/A) 


C. Claims Payment  Joanne Lawrence, VP Claims 


D. Quality Improvement and Reporting (e.g., 
HEDIS, CMS 416)  


Michelle Williamson, Compliance Manager 


E. Health Education  Debra Mitchell, VP, Learning Products and 
Customer Support 


F. Data Coding  Robert Beach, VP Information Technology 


G. Contract Negotiation Specialists/Network 
Recruiters  


Debbie Patterson, Senior Manager Contracts 


H. Encounter Data Jennifer Millichamp, Manager Analysis and 
Programming 


I. Other staff as needed for project Sunshine Bishop, Director, Program and 
Project Management 


Justin Lucy, Senior Director, Client 
Implementations 


Kevin Apgar, Senior Provider Relations 
Manager 


 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.   
 


NIA is not an HMO. Please refer to Attachment 4.1.12.7.A NIA Nevada Utilization Review 
License from the State of Nevada, Attachment 4.1.12.7.B NIA NCQA Certificate, 
Attachment 4.1.12.7.C NIA URAC HUM Certificate, and Attachment 4.1.12.7.D NIA 
Maryland State QIO-Like Entity Approval Letter in Tab VII, F.1, State Documents  


 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken. 
 


NIA contracts with Pacific Interpreters, its partner organization, to provide interpretation 
in more than 200 languages. For example, Pacific Interpreters employs interpreters who 
can converse in languages commonly spoken in Nevada, such as Spanish, Tagalog, 
Chinese, French, German, Korean, Italian, Japanese, Vietnamese, and Thai. This ensures 
that all non-English-speaking providers and members have equal access to the same 
level of services as those who do speak English. Should NIA employees encounter a 
member or provider who speaks a language other than English, they quickly contact the 
Pacific Interpreters service. If NIA’s intake employees do not recognize the language, the 
Pacific Interpreters operator helps to identify it and conferences in an interpreter within 
seconds. Pacific Interpreters is available to members, providers, and NIA employees 
during regular call center hours. Pacific Interpreters employs only skilled and 
professional interpreters who are specially trained in customer service and who exhibit 
cultural sensitivity in their handling of medical, financial, insurance, legal, and 
emergency services terminology. 


435







National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


 


 


4.1.12.9 List any associations or organizations to which the organization belongs. 
 


Not applicable. 


 


4.1.13 Health Information Exchange Questions: 
4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table: 
 


As a subcontractor to SilverSummit, we will participate via SilverSummit’s contract with 
HealthHIE Nevada, and (through SilverSummit) we will be a participant in the HIE before 
the effective date of the DHCFP contract (per RFP Section 3.8). 


 


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


 


Preparing to Leverage HealtHIE Nevada 
As a subcontractor to SilverSummit, we will participate via SilverSummit’s contract with 
HealthHIE Nevada, and (through SilverSummit) we will be a participant in the HIE before 
the effective date of the DHCFP contract (per RFP Section 3.8). 


 


An MIS Ready to Connect 
SilverSummit uses the enterprise Management Information System (MIS) of their parent, 
Centene Corporation (Centene). Today the interoperable MIS supports clinical data 
exchanges for a variety of HIE applications for Centene’s affiliated health plans in 
Washington State, Texas, Indiana, Michigan, Wisconsin, Arizona, (in 2016) Georgia, and 
(in 2017) Nebraska.  


 


Encouraging Provider Participation in HealtHIE Nevada 
SilverSummit plans a three-pronged strategy to encourage participation by network 
providers in HealtHIE Nevada: 


1. Identify which network providers do not participate in HealtHIE Nevada and 
continually track, trend and act on this information 


2. Promote the use of HealtHIE Nevada to the SilverSummit provider community. 


3. Incent provider HIE usage through administrative and clinical process efficiencies.  


 


1 – Identifying Providers Who Are Not Participating 


During the contracting and credentialing process, and using a process very similar to 
their affiliated health plans across the nation, SilverSummit will assess providers’ plans 
for HIE participation as well as the use of Electronic Health Record (EHR) and related 
technology.  SilverSummit will house this information in the Customer Relationship 
Management (CRM) module of the MIS.  
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National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


CRM is SilverSummit’s modular system for member and provider service inquiry 
management, provider contracting, outbound campaign management and provider data 
management. Among other service functions, CRM enables departments and call centers 
to systematically conduct coordinated provider campaigns. SilverSummit will use CRM 
for targeted outreach via phone and e-mail to providers that are not HealthHIE Nevada 
participants, as well as those providers not using EDI for claims and other transactions; 
not registered to use the secure Provider Portal; and that have indicated that they do not 
use an EHR. SilverSummit will offer additional information to these providers about the 
benefits of HIE usage, including programs (see below) related to HIE utilization.  


SilverSummit’s Provider Engagement Specialists (PE Specialists) will also identify 
providers not using HealthHIE Nevada or EHRs during site visits and provider training 
sessions. They will train PE Specialists about HealtHIE Nevada, enabling them to clearly 
outline to providers the benefits of HIE participation when working with SilverSummit, 
Nevada CMOs, and other participating providers.  


2 – Continually Promote HealtHIE Nevada Awareness & Benefits 


Through SilverSummit’s staff and public website, they will educate all providers about 
HealtHIE Nevada, and help providers understand why they should use the HIE. This 
information will highlight how providers without an EHR system can still benefit by using 
the HIE. This includes the use of HealtHIE Nevada’s DIRECT service for secured data 
exchange that can work on a “lowest common denominator level,” such as e-mail if 
needed, and the use of HealtHIE Nevada’s secure web access offering.  


SilverSummit will include germane and targeted HealtHIE Nevada information for 
providers in their web based Practice Improvement Resource Center (PIRC). The PIRC is 
a well-organized, searchable compendium of best practice and vetted documentation, 
communication channels (secure messaging, forums, etc.), multi-media content, and 
interactive tools to help providers across Clinical, Operational, and Technology aspects 
of their practices.  


3 – Incenting Providers Through Meaningful HIE Applications 


Streamlining the Inpatient Admission Process. For providers who participate in HealtHIE 
Nevada, SilverSummit will request that they support real time Admission / Discharge / 
Transfer (ADT) data exchange with SilverSummit through the HIE. In return, SilverSummit 
will eliminate the need for provider staff to fax and file paperwork, return phone calls and 
perform other manual tasks related to inpatient (IP) admissions, removing a significant 
administrative burden for these providers. 


From a care coordination perspective, ADT transmissions will allow SilverSummit to be 
automatically notified of a patient visit to the Emergency Room or admission to an 
inpatient facility. This will enable them to immediately contact the member’s PCP or other 
providers, enabling coordination between the PCP and hospital, and affording 
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National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


 


 


SilverSummit the opportunity to potentially lower the length of stay or even divert the 
member from an inpatient admission. 


 


Automation for Care Gap Closure Collection.  
For providers connected to HealtHIE Nevada via their certified EHR system, the health 
plan will send member care gap information from their Centelligence™ predictive 
modeling application to the provider’s EHR system using the Continuity of Care 
Document (CCD) transaction. This transaction allows care gaps to be integrated into the 
provider’s EHR and improve care at the point of service. Centelligence™ integrates data 
from multiple sources (member and provider data, claims, health screens and health risk 
assessments, and more), and provides actionable population and member level 
information, including member care gaps. By integrating member care gap information 
directly into the provider’s EHR, the care gap can be more effectively addressed (e.g. 
through incorporation of the care gaps into a provider’s appointment checklists), 
allowing the provider to address minor issues before they become major conditions, not 
only leading to a better outcome for the patient, but lower overall health service costs. 


 


SilverSummit also will encourage providers to send (also via CCD transaction) HEDIS 
care gap closure information, negating the need for manual medical chart extracts, and 
resulting in a significant decrease in administrative effort for the provider and 
SilverSummit. 


 


Using DIRECT for Administrative Simplification.  
One of the services SilverSummit will subscribe to with HealtHIE Nevada is the HIE’s 
DIRECT service. SilverSummit believes DIRECT is an easy way for any provider to 
securely exchange clinical data in lieu of fax exchanges. 


 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to improve 
the health of your managed care populations and to control plan costs. 
 


As a subcontractor to SilverSummit, we will participate via SilverSummit’s contract with 
HealthHIE Nevada, and (through SilverSummit) we will be a participant in the HIE before 
the effective date of the DHCFP contract (per RFP Section 3.8). 


 


SilverSummit’s parent company, Centene, has affiliate health plans that connect with 
HIEs for a variety of applications, and have meaningful experience exchanging clinical 
data through Centene’s Centelligence™ Health Information Exchange (CHIE), an 
integrated part of their MIS for the secure exchange of impactful clinical information. 
CHIE supports clinical transactions including HL7 lab test results, Continuity of Care 
Documents (CCD), Admission, Discharge, Transfer (ADT) data, Emergency Department 
(ED) notifications, immunization history, medical and behavioral health service 
utilization, pharmacy medication history, and other health transactions. SilverSummit 
uses these data to improve the health of their managed care populations while 
controlling costs in several ways, for example: 
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National Imaging Associates (NIA) 


4.2.1.4 Provide Same Information for any proposed 
Subcontractor as requested in Section 4.1 Vendor 
Information 


 Use of the additional clinical data received via the HIE to augment the claims, health
assessment, care management, and other data collected, and enable predictive
analytics system to enhance the accuracy of care gap and health risk alerts that
analytics platform identifies for their members.


 ADT data which allows care management staff to be notified quickly if members are
admitted to the hospital or emergency room, enabling care coordination with the
member’s PCP and other supporting clinicians.


 For hospitals who support sending us ADT information, the health plans waive the
need for those hospital providers to provide notification of IP admissions via fax and
phone, a significant administrative cost saving for the provider.


 Use of CCD information to identify HEDIS care gap closures, thus eliminating the
need for manual medical “chart pulls” – an administrative saving for both health
plans as well as PCPs and PCMH providers.


 Use of the HIE data, along with clinical and claims data, to identify and eliminate
redundant lab tests and other procedures.


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


4.1.14.1 Dun and Bradstreet Number 


Magellan Health, Inc., parent of NIA—049693732 


4.1.14.2 Federal Tax Identification Number 


National Imaging Associates’ Federal Tax Identification Number is 22-3428367. 


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 


Please refer to Attachment NIA.4.1.11.9.A Magellan 2014 10-K and NIA.4.1.11.9.B 
Magellan 2015 10-K in the Confidential Financial Information binder. 
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4.2 Subcontractor Information  


 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


 


SilverSummit’s subcontractors have submitted the required Business References in 
compliance with the requirements in Section 4.3, Business References by August 31, 
2016 at 4:30p.m. per Amendment 6. 


 
4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


 


We confirm that SilverSummit’s subcontractors will not commence work until all 
insurance required by the state is provided to SilverSummit.  


 
4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 4.2, 
Subcontractor Information.  The vendor must receive agency approval prior to subcontractor commencing 
work. 


 


If at any time SilverSummit finds itself in need of additional subcontractors not identified 
in Section 4.2 of this proposal submission, we will obtain agency approval prior to any 
subcontractor commencing any type of service or work. 
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4.3 BUSINESS REFERENCES 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 
 


As requested, SilverSummit Healthplan Inc. has submitted four business references from 
our parent company, Centene Corporation’s health plan subsidiaries government clients.  
We are submitting references from California, Florida, Indiana, and Mississippi, as they 
have direct experience serving similar populations.  


 


4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   
 


Please see the tables below for our four references listed in section 4.3.1. 


 


Reference #: 1 
Centene’s California Subsidiary, California Health and 
Wellness, Inc. 


Company Name: SilverSummit Healthplan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


x VENDOR  SUBCONTRACTOR 


Project Name:  California Department of Healthcare Services, Medi‐Cal Managed Care 
Contract  


Primary Contact Information 


Name: Keith Parsley, Chief, Two‐Plan GMC 
Model Section 


Street Address: 1501 Capitol Avenue, MS 4604 


City, State, Zip: Sacramento, CA 95814 


Phone, including area code: 916-449‐5086 


Facsimile, including area code: N/A 


Email address: Keith.Parsley@dhcs.ca.gov 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 


California Health & Wellness 
provides full‐risk managed care 
services for TANF, CHIP, ABD 
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applications, data communications, etc.) if 
applicable: 


Medicaid only and Duals, Medicaid 
Expansion, IDD, LTSS. Services 
include medical, Pharmacy, non‐
emergent transportation, radiology, 
24/7 nurse advice line, and Vision.  


Original Project/Contract Start Date: November 1, 2013 


Original Project/Contract End Date: October 31, 2018; renewable up to 
three additional one‐year terms. 


Original Project/Contract Value: $144.9M (2016 Q1) $581.3M for 2015 


Final Project/Contract Date: Current 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, Ongoing. 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes, Ongoing. 


     


 


Reference #: 2 Centene’s Florida Subsidiary, Sunshine Health Plan, Inc. 


Company Name: SilverSummit Healthplan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name:   Florida Agency for Health Care Administration Statewide Medicaid 
Managed Care (SMMC) Managed Medical Assistance program and Long Term Care 
Program  


Primary Contact Information 


Name: Jennifer E. Courtney, FCCM, Medical 
Healthcare Program Analyst 


Street Address: 2727 Mahan Drive,  
Bldg. #3, M.S. 50 


City, State, Zip: Tallahassee, Florida 32308 


Phone, including area code: 850-412-4067 


Facsimile, including area code: N/A 


Email address: Jennifer.Courtney@ahca.myflorida.com  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 
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Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Provides full risk managed care services 
for TANF, ABD (Medicaid only and Dual), 
and Foster Care populations. Full‐risk 
managed care services include but are not 
limited to medical, dental, behavioral 
health, pharmacy, vision, and non‐
emergency transportation in specific 
counties. Provides managed Long Term 
Care Services to both dual and non‐dual 
eligible ABD members 18 years and over 
who meet nursing facility level of care, 
including those who are 1) 18‐64 and 
eligible for Medicaid because of a 
disability; and 2) age 65 and over. 
Services provided include home and 
community based services and nursing 
home and assisted living services; 
assistive care; attendant 
care;  intermittent and skilled nursing; 
hospice and a 
participant directed option. Acute care 
covered to the extent not covered under 
Medicare or other insurance; may include 
medical, BH, vision, dental and non‐
emergency transportation. 


Original Project/Contract Start Date: TANF, SSI/ABD, Child Welfare (MMA) 
started in January 2009; and Long Term 
Care Program started in August 1, 2013 


Original Project/Contract End Date: TANF, SSI/ABD, Child Welfare (MMA): 
August 31, 2018; Long Term Care 
Program: August 31, 2018 


Original Project/Contract Value: TANF, SSI/ABD, Child Welfare (MMA): 
$1.4b (2016 Q1) and $956.6M for 2015 
Long Term Care Program: $1.6b (2016 Q1) 
and $1.3b for 2015 


Final Project/Contract Date: TANF, SSI/ABD, Child Welfare (MMA and  
Long Term Care Program are both 
current. 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, Ongoing. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes, Ongoing. 


     


Reference #: 3 Centene’s Indiana Subsidiary, Managed Health Services 


Company Name: SilverSummit Healthplan, Inc. 
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Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name:   State of Indiana Family & Social Services Administration Hoosier 
Healthwise, Hoosier Care Connect, Healthy Indiana Plan Contract 


Primary Contact Information 


Name: Joe Moser, Director of Medicaid 


Street Address: 402 W. Washington St., Room W461 


City, State, Zip: Indianapolis, IN 46204 


Phone, including area code: 317- 234-8725 


Facsimile, including area code: N/A 


Email address: Joe.moser@fssa.in.gov 


Alternate Contact Information 


Name: John J. Wernert, MD, FSSA Secretary 


Street Address: 402 W. Washington St., Room W461 


City, State, Zip: Indianapolis, IN 46204 


Phone, including area code: 317- 233‐4690 


Facsimile, including area code: N/A 


Email address: dr.john.wernert@fssa.in.gov 


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


MHS IN provides full‐risk managed care 
services for TANF and CHIP members, 
ABD, and the uninsured population. 
Services provided include medical, 
behavioral health and vision. Pharmacy 
is included under the 
Healthy Indiana Plan (uninsured) and 
Hoosier Care Connect (ABD) and will be 
covered for Hoosier Healthwise (TANF 
and CHIP) beginning in 2017. 


Original Project/Contract Start Date: MHS began contracting with the State in 
1995. Awarded new contract in 2016, 
effective January 1, 2017 


Original Project/Contract End Date: December 31, 2021, with the possibility 
of two one‐year renewals. 


Original Project/Contract Value: $234M (2016 Q1) $710M for 2015 


Final Project/Contract Date: Current 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, Ongoing. 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes, Ongoing. 
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Reference #: 4 Centene’s Mississippi Subsidiary, Magnolia Health 


Company Name: SilverSummit Healthplan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name:  MississippiCAN - Mississippi Division of Medicaid Contract  


Primary Contact Information 


Name: Wil Crump,  Executive Administrator 


Street Address: 550 High Street, Suite 1000 


City, State, Zip: Jackson,  MS  39201 


Phone, including area code: 601-359-6050 


Facsimile, including area code: N/A 


Email address: will.crump@medicaid.ms.gov  


Alternate Contact Information 


Name: Sharon Jones, Office Director, Bureau of 
Coordinated Care 


Street Address: 550 High Street, Suite 1000 


City, State, Zip: Jackson,  MS  39201 


Phone, including area code: 601-359‐6152 


Facsimile, including area code: N/A 


Email address: sharon.jones@medicaid.ms.gov  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Full risk managed care providing 
services to TANF, CHIP, ABD (non dual), 
Breast and Cervical Cancer, Pregnant 
Women and Infants, and Foster Care 
members statewide. Services include 
medical (including inpatient hospital), 
behavioral health, nurse advice line, 
pharmacy, vision and dental services.  


Original Project/Contract Start Date: January 1, 2011 


Original Project/Contract End Date: June 30, 2014, In February 2014, the State 
of Mississippi Division of Medicaid 
provided Notice of Intent to award a 
contract to Magnolia Health Inc. effective 
July 1, 2014 for a three‐year period, 
renewable for up to two additional years. 
In December 2015, inpatient hospital 


Original Project/Contract Value: $649M (2016 Q1), $787M 2015 


Final Project/Contract Date: Current 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, Ongoing. 
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Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes, Ongoing. 


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   
 


SilverSummit Healthplan, Inc. has submitted four references from its parent company 
Centene Corporation’s subsidiary health plans’ government clients. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  
 


The companies identified above have submitted a completed Reference Questionnaire 
via email as requested, directly to the Purchasing Division.  


 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   
 


The company references identified in the tables above have submitted the Attachment F, 
Reference Questionnaires directly to the Purchasing Division via email by 4:30 PM on 
8/31/16 per Amendment 6. 


 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 
 


SilverSummit Healthplan, Inc. understands that the State reserves the right to contact 
and verify any and all references listed regarding the quality and degree of satisfaction 
for such performance. 
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ENVOLVE PEOPLECARE
4.3 BUSINESS REFERENCES







 


 


 
 
 


4.3 BUSINESS REFERENCES (SUBCONTRACTOR) 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


As requested, Envolve PeopleCare, Inc., proposed subcontractor for SilverSummit 
HealthPlan, has submitted three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


Please see the tables below for Envolve PeopleCare, Inc.’s business references as 
requested. 


 


Reference #: 1 Sunshine Health 


Company Name: 
Envolve PeopleCare (formerly Nurtur and NurseWise, 
subcontractor for SilverSummit HealthPlan, Inc.) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:     Sunshine Health 
Primary Contact Information 


Name: John Prater, Manager, Vendor 
Management 


Street Address: 1301 International Parkway 
City, State, Zip: Sunrise, FL 33323 
Phone, including area code: 954-774-8394 
Facsimile, including area code: N/A  
Email address: jprater@centene.com   


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Envolve PeopleCare provides 24/7 
Nurse Advice Line Services and after-
hours Member Services support for 
Sunshine Health members. Envolve 
PeopleCare also conducts outreach to 
new members to complete their Health 
Risk Screening. Disease management 
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services for asthma, COPD, diabetes, 
exercise, heart failure, hypertension, 
telecare management, tobacco 
cessation, “Puff Free Pregnancy,” and 
weight management are also provided.


Original Project/Contract Start Date: September 2009 
Original Project/Contract End Date: Auto renews each year. 
Original Project/Contract Value: $14,420,560  
Final Project/Contract Date: On-going 
Was project/contract completed in time originally allotted, 
and if not, why not? 


On-going 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


On-going 


     


 


Reference #: 2 Inland Empire Health Plan 


Company Name: 
Envolve PeopleCare (formerly Nurtur and NurseWise, 
subcontractor for SilverSummit HealthPlan, Inc.) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:   Nurse Advice Line & Outreach 
Primary Contact Information 


Name: Roger Uminski II 
Director of Health Administration 


Street Address: Atrium at Empire Lakes  
10801 6th Street, Suite 120 


City, State, Zip: Rancho Cucamonga, CA 91730 
Phone, including area code: (909) 296-3579 
Facsimile, including area code: N/A 
Email address: Uminski-R@iehp.org 


Alternate Contact Information 
Name: N/A 
Street Address: N/A
City, State, Zip: N/A
Phone, including area code: N/A
Facsimile, including area code: N/A
Email address: N/A


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Nurse Advice Line & Outreach 


Original Project/Contract Start Date: August 2012 
Original Project/Contract End Date: Five Years 
Original Project/Contract Value: $2,280,000 
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Final Project/Contract Date: On-going 
Was project/contract completed in time originally allotted, 
and if not, why not? 


On-going 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


On-going 


     
 


Reference #: 3 Riverside Health 


Company Name: 
Envolve PeopleCare (formerly Nurtur and NurseWise, 
subcontractor for SilverSummit HealthPlan, Inc.) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:  Riverside Health 
Primary Contact Information 


Name: Jean Timmons 
Street Address: 1966 Greenspring Dr #600 
City, State, Zip: Timonium, MD 21093 
Phone, including area code: 443-569-4185 
Facsimile, including area code: N/A 
Email address: JTimmons@ummshealthplans.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Disease Management and Web Portal 


Original Project/Contract Start Date: August 2015 
Original Project/Contract End Date: August 2018 
Original Project/Contract Value: $780,950 
Final Project/Contract Date: August 2018 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


 


Envolve PeopleCare, Inc., subcontractor for SilverSummit HealthPlan, Inc., has submitted 
Attachment F, Reference Questionnaire for our three references identified in Section 
4.3.2. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  


 


The companies identified above have submitted a completed Reference Questionnaire 
via email as requested, directly to the Purchasing Division.  


 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   


 


The company references identified in the tables above have submitted the Attachment F, 
Reference Questionnaires directly to the Purchasing Division via email by 4:30 PM on 
8/24/16 as stated in Section 8 – RFP Timeline. 


 
4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


 


Envolve PeopleCare, Inc., subcontractor for SilverSummit HealthPlan, Inc., understands 
that the State reserves the right to contact and verify any and all references listed 
regarding the quality and degree of satisfaction for such performance. 
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ENVOLVE PHARMACY 
4.3 BUSINESS REFERENCES







4.3 BUSINESS REFERENCES 
(SUBCONTRACTOR) 


 


4.3 BUSINESS REFERENCES (SUBCONTRACTOR) 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 


As requested, Envolve Pharmacy Solutions, Inc., proposed subcontractor for 
SilverSummit Healthplan, Inc. (SilverSummit), has submitted three business references 
from similar projects performed for private, state and/or large local government clients 
within the last three years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Please see the tables below for Envolve Pharmacy Solutions, Inc.’s business references 
as requested. 


 


Reference #: 1 California Health & Wellness 


Company Name: 
Envolve Pharmacy Solutions (formerly US Script, 
subcontractor for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR  X 


Project Name:  California Health & Wellness 
Primary Contact Information 


Name: Karen Dager, Director of Pharmacy 
Street Address: 1740 Creekside Oaks Drive, Suite 200 
City, State, Zip: Sacramento, CA 95833 
Phone, including area code: 916-246-3723 
Facsimile, including area code: N/A 
Email address: kdager@cahealthwellness.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Envolve Pharmacy Solutions provides 
comprehensive pharmacy benefit 
management services. Technical 
services include claims adjudication, 
reporting and analytics. 


Original Project/Contract Start Date: 11/1/2013 
Original Project/Contract End Date: Still active 
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Original Project/Contract Value: As of August 2016, California Health & 
Wellness serves approximately 190,000 
members and has an annual contract 
value of $140 million. 


Final Project/Contract Date: Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing 


 


Reference #: 2 Superior HealthPlan 


Company Name: 
Envolve Pharmacy Solutions (formerly US Script, subcontractor 
for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR  X 


Project Name:  Superior HealthPlan 
Primary Contact Information 


Name: Karen Tadlock, Director of Pharmacy 
Street Address: 2100 South IH-35, Suite 200 
City, State, Zip: Austin, Texas  78704 
Phone, including area code: 800-218-7453 ext. 22111 
Facsimile, including area code: N/A 
Email address: Karen.tadlock@superiorhealthplan.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Envolve Pharmacy Solutions provides 
comprehensive pharmacy benefit 
management services. Technical services 
include claims adjudication, reporting and 
analytics. 


Original Project/Contract Start Date: 3/1/2012 
Original Project/Contract End Date: Still active 
Original Project/Contract Value: As of August 2016, Superior HealthPlan 


serves more than 960,000 members and has 
an annual contract value of $777 million. 


Final Project/Contract Date: Ongoing  
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Was project/contract completed in time originally 
allotted, and if not, why not? 


Ongoing  


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing  


 


Reference #: 3 Coordinated Care Health Plan   


Company Name: 
Envolve Pharmacy Solutions (formerly US Script, 
subcontractor for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR  X 


Project Name: Coordinated Care Health Plan 
Primary Contact Information 


Name: Jay Fathi, President & CEO 
Street Address: 1145 Broadway, Suite 300 
City, State, Zip: Tacoma, WA 98402 
Phone, including area code: 253-442-1466 
Facsimile, including area code: N/A 
Email address: jfathi@coordinatedcarehealth.com 


Alternate Contact Information 
Name: Piao Ching, Director of Pharmacy 
Street Address: 1145 Broadway, Suite 300 
City, State, Zip: Tacoma, WA 98402 
Phone, including area code: 253-442-1476 
Facsimile, including area code: N/A 
Email address: pching@coordinatedcarehealth.com  


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Envolve Pharmacy Solutions provides 
comprehensive pharmacy benefit 
management services. Technical 
services include claims adjudication, 
reporting and analytics. 


Original Project/Contract Start Date: 8/1/2012 
Original Project/Contract End Date: Still active 
Original Project/Contract Value: As of August 2016, Coordinated Care 


Health Plan serves more than 205,000 
members and has an annual contract 
value of $131 million. 


Final Project/Contract Date: Ongoing  
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing  
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4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


 


Envolve Pharmacy Solutions, Inc., subcontractor for SilverSummit, has submitted 
Attachment F, Reference Questionnaire for our three references identified in Section 
4.3.2. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  


 


The companies identified above have submitted a completed Reference Questionnaire 
via email as requested, directly to the Purchasing Division.  


 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   


 


The company references identified in the tables above have submitted the Attachment F, 
Reference Questionnaires directly to the Purchasing Division via email by 4:30 PM on 
8/24/16 as stated in Section 8 – RFP Timeline. 


 
4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


 


Envolve Pharmacy Solutions, Inc., subcontractor for SilverSummit, understands that the 
State reserves the right to contact and verify any and all references listed regarding the 
quality and degree of satisfaction for such performance. 
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4.3 BUSINESS REFERENCES (SUBCONTRACTOR) 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 


As requested, Envolve Vision’s as a proposed subcontractor for SilverSummit 
Healthplan, Inc. (SilverSummit) has submitted three business references from similar 
projects performed for private, state and/or large local government clients within the last 
three years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Please see the tables below for Envolve Vision’s business references as requested. 


 


Reference #: 1 Driscoll Health Plan 


Company Name: 
Envolve Vision Benefits, Inc. (formerly OptiCare, subcontractor 
for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:     Routine and Medical Surgical Eye Care Administration 
Primary Contact Information 


Name: Mary Dale Peterson, MD 
Street Address: 615 N. Upper Broadway, Suite 1621 
City, State, Zip: Corpus Christi, TX 78401 
Phone, including area code: (361) 694-4889 
Facsimile, including area code: N/A  
Email address: Mary.peterson@dchstx.org 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Envolve Vision provides routine and 
medical surgical eye care 
administration services.  


Original Project/Contract Start Date: 9/1/2005 
Original Project/Contract End Date: On-going 
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Original Project/Contract Value: Driscoll has 148,575 Medicaid and CHIP 
lives, revenue approximately 
$2.5M/year 


Final Project/Contract Date: On-going 
Was project/contract completed in time originally allotted, 
and if not, why not? 


On-going 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


On-going 


     


 


Reference #: 2 El Paso First Health Plans, Inc. 


Company Name: 
Envolve Vision Benefits, Inc. (formerly OptiCare, subcontractor 
for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:   Routine Eye Care Administration 
Primary Contact Information 


Name: Rocio Chavez 
Street Address: 1145 Westmoreland Dr 
City, State, Zip: El Paso, TX 79925 
Phone, including area code: (915) 298-7198 x 1032 
Facsimile, including area code: (915) 298-9220 
Email address: rchavez@epfirst.com 


Alternate Contact Information
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Routine eye care administration 
services 


Original Project/Contract Start Date: 12/1/2003 
Original Project/Contract End Date: On-going 
Original Project/Contract Value: El Paso First has 75,000 Medicaid and 


CHIP lives, revenue approximately 
$1M/year 


Final Project/Contract Date: On-going 
Was project/contract completed in time originally allotted, 
and if not, why not? 


On-going 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


On-going 
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Reference #: 3 NextLevel Health Partners 


Company Name: 
Envolve Vision Benefits, Inc. (formerly OptiCare, subcontractor 
for SilverSummit) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:  Routine Eye Care Administration 
Primary Contact Information 


Name: Terrell Anderson 
Street Address: 3019 W Harrison St 
City, State, Zip: Chicago, IL 60612 
Phone, including area code: (210) 862-5025 
Facsimile, including area code: NA 
Email address: Terrell.anderson@nlhpartners.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Routine eye care administration 
services 


Original Project/Contract Start Date: 02/15/2016 
Original Project/Contract End Date: On-going 
Original Project/Contract Value: NextLevel has 40,000 Medicaid lives, 


revenue approximately $1M/year 
Final Project/Contract Date: On-going 
Was project/contract completed in time originally allotted, 
and if not, why not? 


On-going 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


On-going 


     


 
4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


 


Envolve Vision Benefits, Inc., subcontractor for SilverSummit., has submitted 
Attachment F, Reference Questionnaire for our three references identified in Section 
4.3.2. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  
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The companies identified above have submitted a completed Reference Questionnaire 
via email, as requested, directly to the Purchasing Division.  


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   


The company references identified in the tables above have submitted Attachment F, 
Reference Questionnaires, directly to the Purchasing Division via email by 4:30 PM on 
8/31/16 per Amendment #6. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


Envolve Vision Benefits, Inc., subcontractor for SilverSummit, understands that the State 
reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 
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4.3 BUSINESS REFERENCES (SUBCONTRACTOR) 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 


As requested, Cenpatico Behavioral Health, LLC, Subcontractor for SilverSummit 
HealthPlan, has submitted three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Please see the tables below for Cenpatico Behavioral Health, LLC’s business references 
as requested. 


 


Reference #: 1 Magnolia Health Plan 


Company Name: 
Cenpatico Behavioral Health, LLC, subcontractor for 
SilverSummit HealthPlan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name:   Behavioral Health 
Primary Contact Information 


Name: Aaron Sisk 
Street Address: 111 East Capitol St., Ste. 500 
City, State, Zip: Jackson, Mississippi 39201 
Phone, including area code: (601) 863-0822 
Facsimile, including area code: (601) 872-1855 
Email address: asisk@centene.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Cenpatico provides Magnolia with case 
management, utilization management, 
network development, customer 
service, and provider 
education/training. 


Original Project/Contract Start Date: December 2012 
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Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: $30 million 
Final Project/Contract Date: Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing 


     


 


Reference #: 2 Sunflower Health Plan 


Company Name: Cenpatico Behavioral Health, LLC, subcontractor for 
SilverSummit HealthPlan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR    X 


Project Name: Behavioral Health 
Primary Contact Information 


Name: Lori Howard, RN, MBA 


Street Address: 8325 Lenexa Dr., Suite 200 


City, State, Zip: Lenexa, KS  66214 


Phone, including area code: (913) 333-4673  


Facsimile, including area code: N/A 


Email address: lhoward@sunflowerhealthplan.com 


Alternate Contact Information 
Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Cenpatico provides Sunflower with 
case management, disease 
management, pharmacy management, 
utilization management, customer 
service, and network development. 


Original Project/Contract Start Date: January 2013 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $100.9 million 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time originally 
allotted, and if not, why not? 


Ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing 
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Reference #: 3 Managed Health Services (MHS) 


Company Name: Cenpatico Behavioral Health, LLC, subcontractor for 
SilverSummit HealthPlan, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR SUBCONTRACTOR    X 


Project Name:     Behavioral Health 
Primary Contact Information 


Name: Kevin O’Toole, President & CEO 


Street Address: 1099 N. Meridian Street, Suite 400 


City, State, Zip: Indianapolis, IN 46204 


Phone, including area code: 317-684-9478 x20267    


Facsimile, including area code: N/A 


Email address: kotoole@mhsindiana.com 


Alternate Contact Information
Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Cenpatico provides MHS with case 
management, disease management, 
pharmacy management, utilization 
management, customer service, and 
network development. 


Original Project/Contract Start Date: 1995 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $12.5 million 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time originally 
allotted, and if not, why not? 


Ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing 
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4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


 


Cenpatico Behavioral Health, LLC, subcontractor for SilverSummit HealthPlan, Inc., has 
submitted Attachment F, Reference Questionnaire for our three references identified in 
Section 4.3.2. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  


 


The companies identified above have submitted a completed Reference Questionnaire 
via email as requested, directly to the Purchasing Division.  


 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   


 


The company references identified in the tables above have submitted the Attachment F, 
Reference Questionnaires directly to the Purchasing Division via email by 4:30 PM on 
8/24/16 as stated in Section 8 – RFP Timeline. 


 
4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


 


Cenpatico Behavioral Health, LLC subcontractor for SilverSummit HealthPlan, Inc., 
understands that the State reserves the right to contact and verify any and all references 
listed regarding the quality and degree of satisfaction for such performance. 
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BUSINESS REFERENCES (SECTION 4.3 FOR SUBCONTRACTOR) 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


 


As requested, Centene Management Company, LLC (CMC), has submitted three (3) 
business references from similar projects performed for private, state and/or large local 
government clients within the last three (3) years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor:  The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Please see the tables below for Centene Management Company’s (CMC’s) business 
references as requested. 


 


Reference #: 1 California Health and Wellness, Inc.  


Company Name: Centene Management Company (CMC) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR   


Project Name:     California Health and Wellness, Inc.  
Primary Contact Information 


Name: Greg Buchert 
Street Address: 1215 K Street, 17th Floor, Ste. 172 
City, State, Zip: Sacramento, CA 95814 
Phone, including area code: (916) 246-3701 
Facsimile, including area code: N/A 
Email address: gbuchert@cahealthwellness.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Information systems, claims 
processing, SIU/fraud and abuse, 
provider data management, human 
resources, and finance services are 
supported through a Management 
Agreement


Original Project/Contract Start Date: This is an evergreen contract. 
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Original Project/Contract End Date: N/A 
Original Project/Contract Value: N/A 
Final Project/Contract Date: N/A 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 


 


Reference #: 2 Peach State Health Plan  


Company Name: Centene Management Company (CMC) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR    


Project Name:     Peach State Health Plan in Georgia 
Primary Contact Information 


Name: Patrick Healy 
Street Address: 1100 Circle 75 Pkwy, 1100 
City, State, Zip: Atlanta, GA 30339 
Phone, including area code: 678-556-2419 
Facsimile, including area code: N/A 
Email address: phealy@centene.com 


Alternate Contact Information
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Information systems, claims 
processing, SIU/fraud and abuse, 
provider data management, human 
resources, and finance services and 
support through a Management 
Agreement.


Original Project/Contract Start Date: This is an evergreen contract. 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: N/A 
Final Project/Contract Date: N/A 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 


 


Reference #: 3 Superior HealthPlan, Inc.  
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Company Name: Centene Management Company (CMC) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name:   Superior HealthPlan, Inc.  
Primary Contact Information 


Name: Holly Munin 
Street Address: 2100 South IH-35, Suite 200 
City, State, Zip: Austin, Texas  78704 
Phone, including area code: 512-416-3733
Facsimile, including area code: N/A 
Email address: Holly.munin@superiorhealthplan.com 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 


Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Information systems, claims 
processing, SIU/fraud and abuse, 
provider data management, human 
resources, and finance services and 
support through a Management 
Agreement.


Original Project/Contract Start Date: This is an evergreen contract. 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: N/A 
Final Project/Contract Date: N/A 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 


 
4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


 


Centene Management Company, LLC (CMC), subcontractor for SilverSummit HealthPlan, 
Inc., has submitted Attachment F, Reference Questionnaire for our three references 
identified in Section 4.3.2. 


 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  
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The companies identified in Section 4.3.2 have submitted a completed Reference 
Questionnaire via email as requested, directly to the Purchasing Division.  


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s 
score in the evaluation process.   


The company references identified in Section 4.3.2 have submitted the Attachment F, 
Reference Questionnaires directly to the Purchasing Division via email by 4:30 PM on 
8/24/16 as stated in Section 8 – RFP Timeline. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


Centene Management Company, LLC (CMC), subcontractor for SilverSummit HealthPlan, 
Inc., understands that the State reserves the right to contact and verify any and all 
references listed regarding the quality and degree of satisfaction for such performance. 
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4.0 COMPANY BACKGROUND AND REFERENCES 


4.4 VENDOR STAFF RESUMES 


A resume must be completed for each proposed key personnel responsible for performance 
under any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Information in this proposal marked as confidential qualifies as confidential information 
exempt for disclosure under N.R.S. 333.333 1, and N.R.S. 239.010 1 including the 
proposed staff resumes for the vendor and each identified subcontractor. These resumes 
can be found in the Confidential Technical Proposal binder: 


Attachment G – Proposed Staff Resumes 


 SilverSummit Proposed Staff Resumes


 Envolve People Care Proposed Staff Resumes


 Envolve Pharmacy Proposed Staff Resumes


 Envolve Vision Benefits Proposed Staff Resumes


 Cenpatico Behavioral Health, LLC Proposed Staff Resumes


 Centene Management Company Proposed Staff Resumes


 National Imaging Associates Proposed Staff Resumes
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TAB VIII – OTHER INFORMATIONAL MATERIAL 


 
Vendors must include any other applicable reference material in this section clearly cross 
referenced with the proposal. 


 


In response to the State’s request for brevity and conciseness of the Vendor’s response, 
the Vendor has no other informational material to submit. 





		IB TAB I Title Page

		IB TAB II Table of Contents

		IB TAB III  Vendor Information Sheet SIGNED

		IB TAB IV,A Amdt 1-7 COMBINED SIGNED WITH COVER

		Cover to Att.4.1.14.3.C_2014 Centene 10K

		IB TAB IV Amdt 1 SIGNED

		IB TAB IV Amdt 2 SIGNED

		IB TAB IV Amdt 3 SIGNED

		IB TAB IV Amdt 4 SIGNED

		IB TAB IV Amdt 5 SIGNED

		IB TAB IV Amdt 6 SIGNED



		IB TAB IV.B Attachment A SIGNED AND INITIALLED

		IB TAB IV.C Attachment C SIGNED

		IB TAB IV.D Attachment J SIGNED

		IB TAB IV.E VENDOR AGMTS

		IB TAB IV.F COVER FOR VENDOR CERTS AND LICENSES

		Att. 4.1.12.7_A_EPC NV SOS License to Transact Business

		Att. 4.1.12.7_B_PeopleCare URAC Call Center Certificate

		Att.4.1.12.7_C_PeopleCare_UR Cert

		Att. 4.1.12.7_D_PeopleCare_NCQA HIL Certificate

		MEM 7(A-C)



		Att. 4.1.12.7.A  Envolve Pharmacy License

		COA, approval letter, receipt

		EPS Nevada SOS screenshot Active 8 18 2016 no exp



		Att. 4.1.12.7_B Envolve Pharmacy Fresno URAC Certificate

		Att. 4.1.12.7_C Envolve Pharmacy Tempe URAC Certificate

		Att. 4.1.12.7_D Envolve Pharmacy Atlanta URAC Certificate

		Att. 4.1.12.7_E Envolve Pharmacy Fort Worth URAC Certificate

		Att.4.1.12.7.A Envolve Vision Inc  - Business License NV - 053116 - mtd

		Att.4.1.12.7.B NV- SOS Data- Envolve Vision Inc 7 6 16

		Att.4.1.12.7.C Current Certifications - NCQA Certificate - Envolve Vision

		Att. 4.1.12.7.A_Cenpatico NV SOS License to Transact Business with cover

		Att. 4.1.12.7.B_Cenpatico NCQA with cover

		Att. NIA.4.1.12.7.A_NIA UR License for Nevada

		Att. NIA.4.1.12.7.B_NIA NCQA Certificate 2016 - 2018

		Att. NIA.4.1.12.7.C_NIA URAC HUM Certificate 2013

		Att. NIA.4.1.12.7.D_NIA QIO Like Entity Letter

		IB TAB V Attachment B SIGNED

		4.2 Subcontractor Information

		4.2.1.4 Envolve PeopleCare 4.1 Vendor Information Final 8.25.16

		4.2.1.4_Envolve Pharmacy 4.1 Vendor Information_FINAL_V1_20160823

		4.2.1.4 Envolve Vision 4.1 Vendor Information FINAL 8.25.16

		4.2.1.4 Cenpatico 4 1_Vendor Information_FINAL_081416_VM

		4.2.1.4 CMC 4.1 Vendor Information_FINAL_8.26.16

		4.3 SilverSummit Business References_FINAL jv_08182016

		4.3 Envolve PeopleCare Business References_Narrative_Final_8.24  with cover

		4.3_Envolve Pharmacy Business References Tables_FINAL_20160819  with cover

		4.3 Envolve Vision Business References  with cover

		4.3 Cenpatico Business References_Final 8.24 with cover

		4.3_CMC Business References  with cover

		4.3 NIA Business References

		Att.4.1.12.5.PeopleCare Resumes combined with cover.pdf

		attachment cover

		Attach G- D Cave 2

		Attach G- G Verrastro 2

		Attach G- A Ponce 2

		Attach G- LoNigro 2



		Att.4.1.12.5. Envolve Pharmacy resumes combined with cover.pdf

		Cover to Att.4.1.14.3.C_2014 Centene 10K

		Attachment G_Don Howard

		Attachment G_Steve Jensen

		Attachment G_Kevin Rhoades

		Attachment G_Michael Baca

		Attachment G_Raymond Marciniak

		Attachment G_John Sivori 2

		Attachment G_Carmen Fontanez



		Att.4.1.12.5 Envolve Vision resumes with cover.pdf

		attachment cover

		Attachment G- Proposed Staff Resume Template--David Lavely

		Attach G- Scott Wingfield

		Attach G- Mark Ruchman 2

		Attachment G- Proposed Staff Resume Template--Scott Chandler

		Attachment G- Proposed Staff Resume Template--Darrell Heacox

		Attachment G- Proposed Staff Resume Template--Frank Hebert

		Attachment G- Proposed Staff Resume Template--Juan Marrero 2

		Attachment G- Proposed Staff Resume Template--Michael Grover



		Att.4.1.12.5. Cenpatico resumes combined with cover.pdf

		attachment cover

		Attachment G- M. McKinney

		Attachment G- George Verrastro

		Attachment G- William Holmes

		Attachment G- Kelley Grayson

		Attachment G- Sean McDade



		Att.4.1.12.5.CMC Resumes with cover.pdf

		Attachment E Gallegos Resume for CMC

		Attachment G_J Schwaneke Resume for CMC



		Att.4.1.12.5 NIA Proposed Staff Resumes Combined with cover.pdf

		attachment cover

		Attachment G- Proposed Staff Resume_Pentecost

		Attachment G Proposed Staff Resume_Douty

		Attachment G Proposed Staff Resume_LeDay

		Attachment G Proposed Staff Resume_Cooper

		Attachment G- Proposed Staff Resume_Ray

		Attachment G Proposed Staff Resume_Guerino

		Attachment G- Proposed Staff Resume_Kaplan

		Attachment G- Proposed Staff Resume_Rose



		4.0_4.1_Company Background and Experience Template.pdf

		4.0 COMPANY BACKGROUND AND REFERENCES

		4.1 vendor information












		State of Nevada

		





		Brian Sandoval



		Department of Administration

		

		Governor



		Purchasing Division

		

		



		515 E. Musser Street, Suite 300

		

		Jeffrey Haag



		Carson City, NV  89701

		

		Administrator







		SUBJECT:

		Amendment 2 to Request for Proposal 3260



		RFP TITLE:

		Managed Care Organization



		DATE OF AMENDMENT:

		July 21, 2016



		DATE OF RFP RELEASE:

		July 1, 2016



		OPENING DATE:

		August 25, 2016



		OPENING TIME:

		2:00 PM



		CONTACT:

		Ronda Miller, Procurement Staff Member









The following shall be a part of RFP 3260.  If a vendor has already returned a proposal and any of the information provided below changes that proposal, please submit the changes along with this amendment.  You need not re-submit an entire proposal prior to the opening date and time.





RFP CHANGES:



1. Old section:



This information was under Scope of Work Section 3.18.5 NPI/API Transaction Requirements



3.18.5.1	The vendor must provide the DHCFP with an National Provider Identifier, (NPI), including any taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal agent.  The vendor must electronically transmit and receive fully HIPAA compliant transactions.  This applies to all HIPAA regulations currently effective and those in draft form.  Throughout the duration of the initial contract and any extensions, the State will not bear any of the cost for any enhancements or modifications to the vendor information system(s) or the systems of any of the vendor subcontractors or vendors, to make it compliant with any HIPAA regulations.  This includes those HIPAA requirements currently in effect or future regulations as they become effective






New section:



Section 3.18.5.1 requested information must be submitted under Section 4.1.3 using table below and submitted with Part I B~ Technical Proposal of vendor’s response.



		Question

		Response



		Nevada Business License Number:

		



		Legal Entity Name:

		



		National Provider Identifier (NPI)

		



		Atypical Provider Identifier (API)

		







2. RFP section deletions:



RFP Section 3.4.4.2 C 5 to be deleted in its entirety.



RFP Section 3.13.8.2 to be deleted in its entirety.



RFP Section 3.16.6.1 to be deleted in its entirety.



RFP Attachment Q ~ Managed Care Capitation Rates. Factor to apply to AGP rates: .9732" to be deleted.



3. RFP section Changes:



Section 3.14.13.5 should be 3.16.12.5.



Section 3.7.2.6 Should state, "Have mechanisms to ensure compliance by providers".



Section 3.16.3.6; delete the last letter "T.



Section 3.5.7.9 A.2.e should be:

e. Long Term Services and Supports 

f. Home Health or Personal Care services



[bookmark: _GoBack]QUESTIONS AND ANSWERS:



1.	General question: Should a new entrant be awarded a contract, how will the initial membership 	assignment work and would there be a minimum amount established?



An open enrollment period will be conducted prior to full implementation of all contracts that result from this RFP.  Recipients will be given the opportunity to choose an MCO during this period.



For recipients who do not select a vendor, or who are not automatically assigned to a vendor based on family or previous history, the DHCFP will, using an auto-assignment algorithm which assigns newly approved Medicaid and Check Up recipients to the new entrant/s awarded a contract.  The monthly auto assignment will be more heavily weighted to the new entrant/s until their enrollment reaches within approximately 10% of the other plans average enrollment.



2.	General question: Please provide any current available operational/administrative reporting on 	the existing managed care program for: number of authorizations monthly, number of claims 	paid monthly, monthly call metrics, etc.



To be responded to in Amendment 3.



3.	RFP Definition - Nevada Check Up (pg 26): Will members enrolled in the Nevada Check Up 	(CHIP) program be required to pay a premium that Vendor would bill to recipients?



No.



4.	RFP § 3.1.5 and RFP § 3.1.8 (pg 35): If significant changes are made to the geographic area, 	covered population, and/or covered services it is noted that the capitation rates will be adjusted. 	Does this include the ability of the Vendor to adjust its Administrative Rate to reflect the 	changes?



No, the mid-term rate development is performed by DHCFP. 



5.	RFP § 3.2 (pg 36): Please elaborate on the amount of higher point value as a percent of total 	possible points that Vendors will receive if they will have a product available on the HIX as 	stated in this section.



Refer to question 2 of this amendment.



6.	RFP § 3.4.3.2(OO) (pg 46): Please define "Special Clinics".



Special Clinics encompass Family Planning, Genetics, Licensed Birth Centers, Methadone, Public Health Clinic, School Based Health Centers, Rural Health Clinic, Federally Qualified Health Center, Indian Health Programs, Comprehensive Outpatient Rehabilitation Facility, Community Health Clinic (State Health Division), Special Children’s Clinic, TB Clinic, HIV, Substance Abuse Agency Model, Certified Community Behavioral Health Clinic.



7.	RFP § 3.4.4.2(I) (pg 52): Need clarification on the processes applicable to patient liability.  The 	section indicates that 'the vendor is also required to collect any patient liability (PL) '.  How is 	the patient liability amount determined and communicated to the vendor?  Does vendor in this 	context include a provider with delegated responsibility to collect amounts from members, 	which could be withheld from provider claim payments.   Is there guidance or regulations that 	pertain to the application of billing members for PL and disenrollment consequences for unpaid 	amounts.



The MCO is required to cover the first 45 days of a Nursing Facility admission, pursuant

to the Medicaid Services Manual (MSM) 3603.4c. The MCO is also required to collect any patient liability (pursuant to 42 Code of Federal Regulations (CFR) 435.725) for each month a capitated payment is received, pursuant to the MSM. Patient Liability (PL) is determined by the Division of Welfare and Supportive Services (DWSS).



8.	RFP § 3.4.6.2 (pg 59): Were these rates developed assuming the Vendors would be using the 	FFS formulary or their own formularies? If a Vendor chooses to "utilize the FFS formulary", 	how will the Managed Care Capitation Rates be adjusted to account for this difference in 	expected claim cost?



The rates were developed using the current Vendors’ claims experience. The Vendors have their own formularies.





9. 	RFP § 3.4.6.2 (pg 59): Please elaborate on the amount of higher point value as a percent of total 	possible points that Vendors will receive if they utilize the FFS formulary as stated in this 	section: "Vendors who utilize the FFS formulary will receive a higher point value in the RFP 	evaluation".



The State does not disclose weight measures.



10.	RFP § 3.4.12.3(B) (pg 65): How is the rate for obstetrical global payment determined and what 	services are included in the global payment?



Refer to question 2 of this amendment.



11.	RFP § 3.7 (pg 94): Will selected Vendors be financially responsible for cost settlements with 	Critical Access Hospitals?



No.



12.	RFP § 3.7 (pg 94): Will selected Vendors be financially responsible Graduate Medical 	Expenses (GME) reimbursement to hospitals?



No.



13.	RFP § 3.7.6.4 (pg 108): If the MCO is able to enroll current non-Medicaid providers into its 	network, will DHCFP provide an expedited process for ensuring speedy enrollment into 	Medicaid?



The DHCFP has an expedited process for temporary enrollment process for out of state providers and single case agreements.



14.	RFP § 3.7.6.4 (pg 108): Can a provider outside the state of Nevada become a network provider, 	or is the MCO restricted to single case agreements?  Do out of state providers require a Nevada 	Medicaid ID in order to be part of the MCO network?



The DHCFP only allows temporary enrollment for certain circumstances, usually emergency or single case.  Otherwise, the out-of-state provider would need to be fully enrolled in Medicaid FFS.



15.	RFP § 3.7.8.1 (pg 110): Subsections 3.7.8.1.A and 3.16.6.2.A state that vendors must prepare a 	Provider Policy and Procedure Manual "for each distinct class of provider".  What is a "distinct 	class of provider" in this context?  Would there be four classes - PCPs, specialists, facilities and 	ancillary services?



Yes.



16.	RFP § 3.8 (pg 112): This section requires that the vendor participate "financially" in the 	HealthHIE Nevada statewide health information exchange.  Please clarify what participating 	"financially" means.



The HIE financial participation refers to connection fee per recipient. Please contact HIE for further information. Refer to question 62 of this amendment.



17.	RFP § 3.9.2.3 (pg 113): A) How does the "bonus pool payment" mentioned in this section 	interact/overlap with the P4P withholds and "performance payment" in Attachment U? B) How 	is the “bonus pool payment” mentioned in this section funded?



The bonus pool payment refers to the capitation withhold, the DHCFP will calculate an amount which will be withheld from the capitation payment for each participating Vendor that is equal to 1.25% of the net premium. Refer to RFP 3260 Attachment U ~ Pay for Performance (P4P).



18.	RFP § 3.16.25.1 (pg 197): This provision requires that the prescribed disclosures be provided at 	certain specified times, including upon the vendor submitting the proposal (see subsection 	A)	Many states prescribe a particular form for this type of disclosure - does DHCFP have a 		form it would like vendors to use?  Also, because this disclosure contains Social 			Security numbers, dates of birth and information that would identify the vendor (which 		is to be excluded from the Scope of Work response), please clarify how it should be 		submitted (e.g., with Part 1C, Confidential Technical Submission).



Refer to beginning of this amendment for RFP submittal change.



19.	RFP § 3.18.5.1 (pg 205): This section requires vendors to submit their NPI numbers and 	taxonomy with their proposals, but the responses to Section 3 are not supposed to include any 	identifying information.  Please confirm that the vendor may provide this information as an 	added line to the table in Section 4.1.1 to be responsive to this requirement while conforming to 	the anonymity requirements of Section 3.



Refer to beginning of this amendment for RFP submittal change.



20.	RFP § 4.1.12.7 (pg 213): This section requests that vendors "Provide copies of any current 	licenses or certification, including your license to operate as an HMO in Nevada."  Please 	confirm that this request relates to licenses help by the vendor and does not include 	professional licenses held by staff.



Yes.



21.	RFP § 6.1 (pg 219): When developing the administrative rate bid percentage should we assume 	the percentage will be a percentage of the medical cost rate component or will the percentage 	be a percentage of the total medical plus administrative component? That is, if an MCO bids 	Y%, will the administration amount paid to the MCO be (Y% x the medical cost rate) or will it 	be (the medical cost rate / (1 - Y%) - the medical cost rate)?



The administrative rate as a percentage of total medical costs.



22.	RFP § 9.3.3.4(C) (pg 213): Please confirm that vendors need only provide copies of those 	material licensing, hardware and software agreements on which provision of services under the 	RFP would be substantially dependent.



Yes.



23.	RFP § 10.1.2 (238): Will Section 3 - Scope of Work be included again as reference tool in the 	Phase II evaluation?



The State declines to answer.



24.	RFP § 11.2.5 (pg 242): Section 11.2.5 of the RFP provides an order of precedence in the event 	of conflict between the various elements of the contract resulting from awards under the 	RFP.  However, this section does not provide an order of precedence among the elements of the 	RFP.  Please confirm that Section 3, the Scope of Work, of the RFP would govern in the event 	of any conflict with an Attachment to the RFP.



The order of precedence is set after any negotiations have been finalized.



25.	Attachment B:  Technical Proposal Certification of Compliance with Terms and Conditions of 	RFP (pg 247): We understand that if a vendor would like to propose a minor change that 	change should be included in the Exception Summary Form portion of Attachment B.  Would a 	vendor suggesting minor edits still check "No" at the top of Attachment A or check "Yes" with 	the proposed exceptions noted?



If a vendor does not agree to the entire RFP and attachments they should not mark comply.



26.	Attachment Q: Managed Care Capitation Rates (pg 1): How will expenses related to the ACA 	Provision 9010 Health Insurance Providers Fee be reconciled with the selected Vendors?



Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; DHCFP reimburses the vendors accordingly.



27.	Attachment Q: Managed Care Capitation Rates (pg 1):  Please clarify whether these rates 	include an administrative component or if these are just projections of medical claims costs. If 	these capitation rates are a reflection of only medical costs, excluding any administration costs, 	why are they different for each of the current plans?



The rates include all rate components including Administrative. Rates between plans differ due to premium tax rates and varied claims/risk experience between their populations.



28.	Attachment Q: Managed Care Capitation Rates (pg 1): Are there any state premium taxes, fees, 	and/or assessments that selected Vendors will be responsible for paying? If so, how will these 	costs be factored into the Managed Care Capitation Rates? Are there any we should include in 	our administrative component bid?



State Premium Tax is included in the rates.



29.	Attachment Q: Managed Care Capitation Rates (pg 1): There is a row between the FMC/AO 	and CHECK UP rates that is not labeled. Please identify what this row represents. The values 	are $5,099.66; $5,087.53; $5,099.66; $5,087.53 (from left to right).



They are labeled: they’re SOBRA maternity kick payments.

[image: ]



30.	Attachment Q: Managed Care Capitation Rates (pg 1): Please explain what the highlighted 	factor in the top left of the sheet is: "factor to apply to AGP rates: .9732".



Refer to the beginning of this amendment. 



31.	Attachment Q: Managed Care Capitation Rates (pg 1): Will the medical/claim portion of the 	Managed Care Capitation Rates be risk adjusted between/among selected Vendors? If so, 	please describe the methodology.



Yes. By applying the Chronic Illness and Disability Payment System (CDPS); these rates were developed using version 6.0.



32.	Attachment Q: Managed Care Capitation Rates (pg 1):  Please provide the databook that was 	used to develop these Managed Care Capitation Rates, including volume/frequency of 	historical Kick Payments by month for the last 24 months. Please provide an Actuarial 	certification/memorandum that explains the development/build-up of these Managed Care 	Capitation Rates.



Refer to question 2 of this amendment.



33.	Attachment L: Caseload Projections (pg 1): Please provide the June 2016 enrollment/caseload 	split by rate cells and regions that matches the rates shown in Attachment Q: Managed Care 	Capitation Rates.



This data is not available as caseload projections are an estimate of the entire population.  We do not project based on rate cells





34.	Attachment L: Caseload Projections (pg 1): Please identify which columns contain the 	enrollment that will be included in Managed Care effective 7/1/2017 (or the contract start date).



Attachment L represents total projected Medicaid Caseload.  Current Managed Care eligibility is approximately 78% of the totals of columns C, D, and E.



35.	Attachment U: Pay for Performance (P4P)(pg 1 of 2): A) What is the first possible time period 	where a withhold would apply? It appears it would be calendar year 2019. Please confirm or 	explain why it would be a different time period.  B) What time period would be the 	“measurement year” for the first “performance payment” as noted in this attachment.



HEDIS measures are reported and validated on a calendar year. Base year measurement is 2018, and initial withhold year will be January 2019 - December 2019. Payment opportunity for calendar year 2019 will be July 2020.



36.	Section 1.2.2      page 5  The RFP states that an open enrollment process will be conducted 	prior to full implementation of contracts resulting from this RFP. Please provide additional 	clarification regarding the enrollment process. Will all existing recipients be required to re-	select health plans? If so, how will the auto-assignment process work so new entrants can 	achieve viability?



Refer to question 1 of this amendment.



37.	Section 1.4.2.5 states: “. . . Incorporate managed care encounter data (shadow claims) into 	the existing MMIS.” “The term “Shadow Claims” is also referenced in Sections 3.18.5.2 (page 	205) and 3.18.5.3 (page 206).  We assume the term “shadow claims” refers to claims submitted 	to and adjudicated by the Vendor, and subsequently reported to DHCFP as encounter data for 	incorporation in DHCFP’s MMIS.  Please confirm whether our interpretation is accurate and if 	not, please define “shadow claims.” 



Shadow claims are those received by the vendor from a sub-capitated provider (by and large at a zero paid amount).



38.	Section 1.8.1.3 states “A Vendor shall not include a company name or any information that 	identifies the company when responding to the questions in Section 3-Scope of work.” If 	DHCFP cannot obtain specific identifying details surrounding the examples, data and 	experience presented in a vendor’s proposal, it may be more difficult for the State to validate 	such information and ensure it is obtaining the greatest value for Nevada Medicaid and Check 	Up recipients. It also may be very difficult for vendors, particularly non-incumbents, to present 	the appropriate level of detail related to their experience in other markets without inadvertently 	identifying themselves and risking disqualification. Would DHCFP please consider removing 	the anonymity requirements.  



The State requests vendors to exercise their best judgment in their responses to Section 3 - Scope of Work. Responses should contain sufficient detail to represent their ability to substantially comply with terms of the scope of work or exceed expectations. The DHCFP will follow the Phase I anonymous evaluation as described in this RFP.



39.	Section 1.8.1.3, “Vendor shall not include a company name or any information that identifies 	the company when responding to the questions in Section 3-Scope of Work”, however we have 	been unable to find questions such as provided in Section 4. Please confirm when we can 	expect the questions for the Section 3 - Scope of Work, or if none are forthcoming, please 	provide specific instructions regarding how DHCFP expects vendors to respond to Section 3, 	Scope of Work. 



The State requests vendors to exercise their best judgment in their responses to Section 3 - Scope of Work. Responses should contain sufficient detail to represent their ability to substantially comply with terms of the scope of work or exceed expectations. The DHCFP will follow the Phase I anonymous evaluation as described in this RFP.



40.	Language in 3.16.6.2 (pages 184-185) is duplicative of Section 3.7.8.1 – Provider Policy and 	Procedure Manual (page 110 - 111). Please clarify whether the duplicate requirement is 	intentional and if not, please consider removing. If it is intentional, is it the State’s intention for 	vendors to reply in full to duplicate questions, or may we refer to our response to the first stated 	requirement?



The requirements apply to both sections and a respondent may respond once and confirm that response applies to both sections.



41.	Language in 3.16.6.3 (page 185) is duplicative of the language in Section 3.7.8.2 – Provider 	Workshops (page 111). Please clarify whether the duplicate requirement is intentional and if 	not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply 	in full to duplicate questions, or may we refer to our response to the first stated requirement?



Refer to question 40 of this amendment.



42.	Language in 3.16.6.4 (page 185) is duplicative of the language in Section 3.7.8.3 – Provider 	Newsletter (page 111). Please clarify whether the duplicate requirement is intentional and if 	not, please consider removing. If it is intentional, is it the State’s intention for vendors to reply 	in full to duplicate questions, or may we refer to our response to the first stated requirement?



Refer to question 40 of this amendment.



43.	Language in 3.16.6.5 (pages 185-186) is duplicative of the language in Section 3.7.9 – 	Network Maintenance (pages 111-112). Please clarify whether the duplicate requirement is 	intentional and if not, please consider removing. If it is intentional, is it the State’s intention for 	vendors to reply in full to duplicate questions, or may we refer to our response to the first 	requirement?



Refer to question 40 of this amendment.



44.	Section 3.2 states that extra points will be awarded to vendors who provide a Silver qualified 	health plan on the Individual Exchange. As section 3.2 is part of a pass/fail section, please 	clarify how the extra points will impact scoring in a Pass/Fail section.



The State does not disclose weight measures.  



45.	Section 3.4.2.5) of the SOW states: The vendor shall coordinate prior authorizations and 	edit 	patterns with those used in the fee-for-service program. Section 3.4.2.4 says that the MCO 	can utilize different authorization requirements than what is used by the State as long as they 	are not more restrictive. Please clarify which requirement is accurate.



Both requirements are accurate. The goal of this requirement is to align as many processes as possible for administrative simplification for providers. Prior authorization requirements cannot be so restrictive that they result in medically necessary services being denied, reduced or terminated inappropriately or be applied strictly to manage costs.



46.	Section 3.4.2.8 B. states members with disabilities must be given an extra 30 calendar days 	to select a PCP.  Will DHCFP provide this information on the enrollment file?



No, this is the vendor's responsibility to coordinate based on recipient needs.



47.	Section 3.4.4.2E-3 and 4. Please clarify what items 3 and 4 require.







To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.



48.	Section 3.4.4.2.H: Please confirm whether the enrollment file will indicate the appropriate 	contact (DCFS staff or guardian) for a child/recipient in child welfare/foster care. Please clarify 	the process for ensuring the vendor has current information about who will have the most 	complete information about an enrolled recipient in child welfare/foster care (such as current 	caseworker, current guardian, biological parent/s, etc)? 



Child Welfare is not automatically enrolled in managed care and will have the option of a voluntary opt in per guardian.



49.	Section 3.4.4.4.6 states: 

	b. Partner with DPBH to triage MCO recipients who call the state run quitline (1-800-QUIT-	NOW) back to the Medicaid MCO run quitline



	c. Provide aggregate North American Quitline Consortium (NAQC) Minimal Data Set (MDS) 	data, via the selected telephone quit-line approved vendor, to the DPBH, per data sharing 	agreement, at least biannually

.

	d. The approved MCO quitline vendor must be a member of NAQC.



	Please confirm that if the MCO bidder or one of its wholly owned subsidiaries is a member of 	NAQC and can fulfill all the collaboration, recipient assistance, and data collection/reporting 	requirements of this contract, the subsidiary would meet the contract standard for a “selected 	telephone quit line approved vendor?”

	If not, can the department provide more specificity about what constitutes a “telephone quit line 	approved vendor” who also meets the requirement for a “Medicaid MCO run quitline?”



Correct.  A member of NAQC would meet the contract standards.



50.	Section 3.4.6.2 states that extra points will be awarded to vendors who utilize the fee-for-	service formulary. As section 3.4 is part of the pass/fail section, please clarify how the extra 	points will impact scoring in a Pass/Fail section.



The State does not disclose weight measures.



51.	Section 3.4.7.1 states: “The vendor must reimburse certain types of providers with whom 	formal contracts may not be in place…” Please specify which providers the State is referencing 	in this section.



Examples may include DHHS Divisions such as DPBH, ADSD, DCFS, counties, out of network or out of state providers.



52.	Section 3.5.2 states: “The vendor must accept recipients eligible for enrollment in the order 	in which they apply without restriction, up to the limits set under the contract 42 CFR 	438.6(d)(1).”  Review of this citation indicates it is up to the limits set by the state 	contract.  Please clarify whether DHCFP intends to establish enrollment caps for contracted 	health plans.



No, the State does not establish enrollment caps for contracted health plans.



53.	The term “Enrollment Section” is used in Sections 3.5.1 (page 73), 3.5.7.6 (page 80), and 	3.5.7.7 (page 80). In Section 3.5.1, the context of the term “enrollment section” implies that this 	is a department within DHCFP.  However, in Sections 3.5.7.6, the term “Enrollment Sections” 	appears to refer to a department within or under the control of the vendor. In Section 3.5.7.7, 	we assume “Enrollment Section” refers to a department at DHCFP. Are we correctly assuming 	that “Enrollment Section” refers to a department or organization under the control of DHCFP 	or the Vendor, depending on the Section context (as we have posited here)?  If we are incorrect, 	please clarify. 



3.5.1 "Enrollment Section" refers to a function of the DHCFP.

3.5.7.6 "Enrollment Section" refers to a function the vendor's department.

3.5.7.7 "Enrollment Section" refers to a function of DHCFP.check



54.	Please clarify whether Section 3.5.7.9 A.2.e should be “Long Term Services and Supports, 	including Home Health.”



Refer to the beginning of this amendment. 



55.	Please clarify whether Section 3.5.7.9 A.2.f should be “Home Health or Personal Care 	Services.”



Correct.  Should be "Home Health or Personal Care Services". 



56.	Section 3.6.1.1.B.3 states that the following information must be included in the Member 	Handbook, which must be mailed to each household: 

	A list of current network PCPs who are and who are not accepting new patients in the 	recipient’s service area, including their board certification status, addresses, telephone numbers, 	availability of evening or weekend hours, all languages spoken, with information on specialists 	and hospitals. The list may be supplied as a separate document from the member handbook. 	The provider list located on the vendor’s website shall be updated by the vendor monthly.

	Please confirm that DHCFP intends for hard-copy directories to be provided only upon initial 	enrollment in the plan, and then subsequently online only, except when requested by the 	Recipient. Provider directory information can change so frequently that the information could 	potentially be outdated by the time the Recipient receives the initial directory. 



The vendor must give each recipient written notice of any significant change.  Refer to Section 3.6.1.1 C.



The DHCFP intends for hard-copy directories to be provided only upon initial enrollment in the plan, and then subsequently online only, except when requested by the recipient.



57.	Section 3.6.2.3.F states: “If the recipient requires assistance with accessing care, including 	finding a provider, the Recipient Services Department will transfer the recipient to the in-	person Concierge Services.”  Please clarify what DHCFP means by “in-person?”  



The DHCFP expects a representative will speak with and assist in finding a provider over and above providing a list or directing to the web as needed to meet intent of 3.6.2.3 in its entirety.



58.	Language appears to be missing on Section 3.7.2.6. Please provide missing language.



Refer to beginning of this amendment.



59.	Section 3.7.5.7: Can the state please clarify if there are required appointment standards for 	dental visits?



Dental is not included in this RFP.



60.	Section 3.7.7 states:

	“. . . When queried at least 90% of listed providers will confirm participation in the vendor’s 	network.”

	Standard for Sanctions states:

	At least ninety percent (90%) of listed providers will confirm participation in the Vendor’s 	network and that their demographic data is accurate.

	Question: Is the vendor required to audit its providers and submit the data to the Department, or 	will the Department or its designee conduct such audits? Please clarify. 



The vendor is responsible for ensuring and maintaining records that demonstrate network adequacy. If the DHCFP discovers that the standard is not being met the vendor would be subject to intermediate sanctions. Other entities outlined in this RFP such as the DHCFP or it's EQRO vendor may also conduct such audits described in this section.



61.	Section 3.7.8.1.A states “The vendor must prepare, subject to the approval of the DHCFP, a 	Provider Policy and Procedure Manual for each distinct class of provider.”  Please define 	distinct class of provider. 



Refer to question 15 of this amendment.



62.	Section 3.8 states: The vendor must participate financially in the HealthHIE Nevada 	statewide health information exchange as of the effective date of the contract. At a minimum, 	the participation level must be based upon all recipient lives covered under this contract. 	Additionally, the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 	recipients. We assume this means that Vendors must contract with HealthHIE Nevada and pay 	all Per Member Per Month (PMPM) fees to HealthHIE so that all of the Vendor’s Medicaid and 	Nevada Checkup recipients can be supported through the HealthHIE.  Is our assumption 	correct? If not, please clarify this requirement?



Yes.



63.	Please consider changing the term Care Treatment Plan to Care Plan (in Section 3.10.20.2 E 	and elsewhere in the RFP where the term applies), in order to clearly distinguish between the 	treatment plan developed by a provider and the care plan developed by the vendor (with 	recipients/providers, and which incorporates provider treatment plans as well as vendor 	interventions)?



References to vendor case management program where the term reads care treatment plan, is referring to the care plan. Treatment plans are typically developed, revised or incorporated by the provider/PCP. Both care plans and treatment plans should be developed using person centered principles.



64.	Please confirm the timeframe for honoring an existing care plan for a new recipient. (Section 	3.10.20.2 E)



The vendor must have policies and procedures to ensure a recipient's smooth transition from FFS/other vendors. Unless otherwise identified in this RFP, changes to the care plan should be based on an updated assessment, recipient needs and medical necessity standards.



65.	The RFP states in Section 3.10.20.2 G: “Behavioral health case management must be available 	24 hours a day, 7 days a week.” Please confirm that the vendor may meet this requirement 	through telephonic availability of appropriately qualified staff if/when the recipient’s assigned 	behavioral health case manager is not available (such as after hours).



Yes.



66.	Section 3.10.20.2 J includes this phrase: “For example, vendor recipient services staff must 	have access to a recipient’s case management notes and recent inpatient or emergency 	department utilization if contacted by that recipient.” “Recipient services staff” primarily 	include non-clinical/licensed staff (call center representatives), and that access by such non-	clinical staff to case management notes would be inappropriate based on HIPAA Minimum 	Necessary Rules. Please confirm that DHCFP’s reference to “recipient services staff,” in this 	case, is limited to authorized staff who need access to case management notes to do their jobs?



Yes.



67.	The last sentence in Section 3.12.6.6 states: “The vendor will be responsible to pay for the cost 	incurred to complete the recovery of the TPL payment to the DHCFP.” Please provide 	additional details related to this requirement. 



The DHCFP will pass any cost that the DHCFP incurs to recover TPL overpayments for MCO individuals back onto the responsible MCO. Please refer to section 3.12.6.4 and 3.12.5.5.



68.	Please clarify to whom a Notice of Action must be provided upon the death of a recipient or 	when the recipient’s address is unknown (Section 3.13.4.5.A & D).



Upon the death of a recipient, the Notice of Action is sent to the last known address of the recipient.  All recipients have to provide an address to apply for Medicaid and all correspondence needs to be mailed to the address they listed.    



69.	The last sentence in Section 3.16.3.6 appears to be truncated. Please provide the missing 	language. 

	

	Refer to beginning of this amendment.



70.	Section 3.16.4.3 states that "the timing and other events associated with provider recruitment 	must occur in a manner that will ensure meeting the objectives noted within this RFP."  Please 	confirm that demonstration of an adequate provider network that meets all state adequacy 	requirements by readiness review will meet this requirement for a new entrant. 



Any requirements identified in this RFP for network adequacy must be met. Refer to section 3.15.6



	If so, please confirm that the inability of a new entrant to show network adequacy at bid 	submission will not result in a failing score on Section 3. 



The vendor does not need to show network adequacy at bid. Refer to section 3.15.6 Implementation.



71.	EOBs, if used, must be sent for all services with the exception of the services listed in section 	3.14.13.5.”  There does appear to be a section 3.14.13.5 as referenced – please provide the 	correct citation.



Refer to beginning of this amendment.



72.	Will DHCFP please supply, or refer Vendors to where they may obtain, additional information 	(e.g. formats, layouts, operational specifications) for items 3.18.2.1 thru 3.18.2.23?



Yes, DHCFP will provide them prior to readiness/testing. These are largely ANSIx12/EDI transmittals for which there are standard definitions. See https://www.medicaid.nv.gov/providers/edi.aspx.



73.	Regarding the phrase: The vendor must provide the DHCFP with a National Provider Identifier, 	(NPI), including any taxonomy code(s), with their proposal, unless it is determined that they 	are neither a covered nor an eligible entity, in which case a typical Provider Identifier (API) 	will be assigned by the State’s fiscal agent.  The vendor must electronically transmit and 	receive fully HIPAA compliant transactions.  We assume that “with their proposal” should be 	“with their transactions” as this is under a subheading titled “NPI/API Transaction 	Requirements.”  The remaining text in the requirement also refers to “transactions” and not the 	proposal response.  In addition, as a vendor, we do not have an NPI or API as defined in the 	NPI Final Rule (45 CFR 160.103). Please confirm that DHCFP means the vendor must provide 	DHCFP with the NPI, including taxonomy code(s), on applicable HIPAA mandated 	transactions, in compliance with HIPAA regulations?



The vendor must obtain and provide the DHCFP with a National Provider Identifier, (NPI), including any taxonomy code(s), with their proposal. The vendor must electronically transmit and receive fully HIPAA compliant transactions. 



74.	Please confirm whether DHCFP is requesting the number of bilingual staff across an entire 	company (all plans, all markets), or strictly those in Nevada? If only in Nevada, may new 	entrants provide these figures for their largest health plan? If across all markets, will DHCFP 	require the same information from current incumbents?



Bi-lingual staff assigned to Nevada Medicaid.  All bidders must respond to this requirement.



75.	Regarding the column “Financial Participation Only”: we assume this refers to HealthHIE 	providers who pay subscription access fees to HealthHIE but who only interact with HealthHIE 	via the HIE Web Access function.  Are we correct in our assumption? We assume that the 	column “Financial Participation and Provide Data into the HIE” means any HealthHIE 	participating provider who sends clinical data (or otherwise makes clinical data available) to 	other HealthHIE participants from that provider’s electronic medical record or electronic health 	record system.  Are we correct in this assumption? If we are not correct, can DHCFP clarify the 	meaning of the two columns in Section 4.1.13.1?



Yes 



76.	Section 9.1.13 states written responses must be in bold/italics. To enhance readability and 	reduce page-counts, will the State consider allowing the bidders to submit written responses 	using non-bold Times New Roman 11 pt. type ? Narrative that is in all bold/italics will increase 	the length of the proposal, decrease readability ease,  and decrease ease of evaluation.



For ease of evaluation the State requests all vendor responses be in bold/italics.



77.	Section 9.1.13 states, “Written responses must be in bold/italics and placed immediately 	following the applicable RFP question, statement and/or section.  Exceptions/assumptions to 	this may be considered during the evaluation process.” Does DHCFP expect vendors to respond 	to the RFP within the word document provided, or may vendors create their own template, as 	long as the template follows all guidelines outlined in section 9 and addresses all requirements 	in Section 3?



Proposals are to be prepared in such a way as to provide a straightforward, concise delineation of capabilities to satisfy the requirements of this RFP.



78.	In Section 9.4.1, should the reference be Part 1C instead of Part 1B?



Yes.



79.	Section 10: Would the State please provide more detail about Phase II of the scoring process, 	including the point value of the Cost Proposal, and Section 4?



The State declines to answer.



80.	Section 3: The RFP refers to a care management program, care management services, case 	managers, and Care-Coordinators. Does the State require the use of the Care-Coordinator title, 	or can Care Managers who meet the requirements of a Care-Coordinator (nurse and licensed, 	master’s level behavioral health clinician) provide the full range of care management, case 	management, and care coordination services required under the umbrella of an overall Care 	Management Program?



Yes as long as scope and service requirements are met.



81.	Section 9.1.14: Diagrams, graphs, or charts are often incorporated into a RFP response to 	illustrate in a straightforward manner the capabilities of an information system or processes.

	Regarding this phrase: “Unless specifically requested in this RFP, elaborate artwork, corporate 	brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous 	presentation materials are neither necessary nor desired”, are diagrams, graphs, or charts 	supporting a RFP response considered elaborate artwork or other extraneous presentation 	materials?



Any diagram, graphs or charts that are germane to a vendor’s proposal are desirable.



82.	In section 3.4.2.5, pages 38-39, what are current authorization requirements? 



Refer to Medicaid Service Manual 100, Section 103.2 Authorization and appropriate service chapters of the MSM describes service coverage policy.



83.	In section 3.4.2.9, page 40, does this also apply to optional rural areas, or just the urban areas?



Any areas necessary for the recipient to receive medically necessary services.



84.	Are the covered services listed on pages 44-47 in section 3.4.3.2, the same services the current 	vendors are responsible to cover under the 2016 rates provided in Attachment Q?  If not, please 	describe each change.



Vendors are required to cover all medically necessary services in Title XIX and Title XX1 state plans and amendments, the MSM, or other medically necessary services identified in an EPSDT exam as described in section 3.4.4.3.



85.	Are there any changes expected to occur in the covered services for the capitation rates to be 	developed effective July 1, 2017?  If so, please describe each change.



This is yet to be determined. Any changes to reimbursement or covered services will be contingent upon funding allocated during the 18-19 Legislative session which will begin on February 6, 2017.



86.	Are the exclusions/limitations listed in section 3.4.4.2 a through o (pages 47-54) the same 	exclusions/limitations applicable to the CY2016 rates provided in Attachment Q?  If not, please 	describe each change.



Yes.



87.	Are there any changes expected to occur in the exclusions/limitations listed in section 3.4.4.2 a 	through o, for the capitation rates to be developed effective July 1, 2017?  If so, please describe 	each change.



Refer to question 85 of this amendment.



88.	Regarding section 3.4.12.3.h, how many prenatal months of coverage are included in the 	maternity kick payment?



The kick payment is less about covering costs of pre- and immediate post-natal care (it often doesn’t) than it is a balancing tool to account for relative risk of maternity events between the plans.



Pre-natal management of care begins when the expectant mother presents, and includes everything medically necessary to a satisfactory health outcome as covered by monthly capitation payments



89.	Regarding Section 3.4.12.3H, are all services (i.e., including non-maternity related services) 	provided during pre-natal, delivery, and post-natal time periods included in the kick payment or 	just maternity-related services?



Refer to question 88 of this amendment.



90.	Please provide a listing of all the facility and physician related codes that are covered under the 	maternity kick payment.



Refer to question 88 of this amendment.



91.	Are there any anticipated changes in the services covered or payment methodology under the 	maternity kick payment between the rates provided in Attachment Q and the rates to be 	developed for July 1, 2017?  If so, please describe.



No.



92.	Please provide a listing of all necessary requirements that trigger a maternity kick payment. 	More specifically, please provide a complete listing of the medical codes and logic that are 	used to trigger the maternity kick payment.



The process is detailed thoroughly in 3.4.12.3 (H).



93.	Regarding section 3.4.12.3k, Please provide the specific requirements to trigger a low birth 	weight supplemental payment.



This is a manual process that begins with the Vendor providing clinical proof; the process is detailed thoroughly in 3.4.12.3 (K).



94.	Regarding section 3.4.12.3K, Please provide the SFY17 Low Birth Weight Supplemental 	payment.



It is currently $65,129.



95.	Regarding section 3.4.12.3K, Please provide by region the number of low birth weight babies 	and the total incurred expenses for the last three State Fiscal Years.



[image: ]



96.	Regarding section 3.4.12.3.K How much money will be removed from the under one rate cell 	to create the Low Birth Weight supplemental?



As much as historical claims experience and trend suggest under actuarial analysis; the estimate is per thousand births. If over-estimated, the remainder is distributed to the plans according to relative risk; if under-estimated, the plans are at full risk beyond the actuarial estimate.



97.	Please provide the criteria for payment as referenced in section 3.4.12.3.k in the last paragraph 	on page 68.



Clinical proof of a live birth <1500 grams.



98.	On page 69, Please clarify the following sentence: “No supplemental payments will be made 	for deliveries beyond the number funded.”  What happens if there are more LBW babies than 	anticipated by the state/actuary?  How will the funded number be distributed by MCO?



Refer to question 96 and 97 of this amendment. The VLBW payments are a manual financial transaction following submission of clinical proof. 



99.	 Section 3.5.4 states that vendors will be responsible for services retroactively when there are 	eligibility errors. Are there any other situations where the vendors will be responsible for 	retroactive coverage?



A newborn to a mother enrolled in the plan at the time of birth would be a situation that would be an exception.



100.	Regarding section 3.5.4, if there are other situations where vendors will be responsible for non-	eligibility related retroactive coverage, please describe each situation.



Refer to question 99 of this amendment.



101.	Regarding section 3.5.4, Will there be any maximum limit (either in total or by region) set on 	the enrollment by vendor?  If so, please describe.



No.



102.	Regarding section 3.5.4, Will there be any minimum limit (either in total or by region) on the 	enrollment by a selected vendor? If so, please describe.



No.



103.	Regarding section 3.5.6.3, Will the auto-assignment algorithm be adjusted to help level out 	members in the event that a new MCO is awarded the contract?



Refer to question 1 of this amendment.



104.	Regarding section 3.5.7.2, What percentage of CSHCN, SED, and SMI members opt out 	today?



The percentage is unknown due to incomplete data, calendar year to date 213 have opted out.



105.	Regarding Attachment H: Please describe how vendors should fill out this Attachment.  There 	is no space to fill in the administrative percentage.  



It is not intended to be “filled out”, it is a narrative defining cost components and how they should be differentiated in a submission, the format of which is up to the vendor/respondent.



106.	Regarding Attachment H: Since the bidders submit a “not-to-exceed administrative rate bid for 	calendar year 2017 relative to the rates effective at the time of the proposal” .  Please confirm 	that the effective rates referenced are those listed on Attachment Q.  Please also describe how 	the bid/negotiated administrative rate will be adjusted before being applied to the rates effective 	July 1, 2017 (which are now unknown).



The rates in Attachment Q are currently in our MMIS and paying to the current vendors. The administrative rate may or may not be adjusted for July 1, 2017 in a rate development cycle; if so, this would be according to actuarially sound principles.



107.	Regarding Attachment H: Please clarify that the non-medical load percentage bid is only for the 	first contract year (7/1/17-6/30/18).



We need further clarification to answer this question, there is no such limitation in the language.



108.	Regarding Attachment H: Are vendors supposed to provide a single percentage for all costs 	outlined in Section 5?  Will the bid/negotiated percentage be applied to all rate cells, including 	the maternity kick and low birth weight baby kick payments?  If the rate is blended across all 	rate cells, please provide the member distribution that will be used for the blending. It would be 	helpful if DHCFP would provide vendors a template to complete with their RFP response.



Yes, we are seeking a composite rate to apply to the Vendor’s medical managed care services. 



109.	Will there be an Actuarial Certification required as part of the submission by vendors?  If so, 	please describe requirement and outline what would need to be in the certification.



No.



110.	Section 6,  page 219, Please clarify what would be on the compact disc “containing the updated 	Fee For Service rate at the end of each quarter” and what the vendor would need to do with 	these discs.



The data provided includes all changes, additions and deletions relating to Fee for Service Provider Types, covered codes, prior authorization requirements, and associated provider reimbursement rates for the DHCFP FFS program. The vendor would be responsible for updating their database to ensure comprehensive billing code coverage.



111.	Section 6,  page 219, Will there be any risk adjustment factors applied to the capitation rates to 	adjust for acuity between selected vendors?  If so, please describe the software, data, timing, 	and process that will be used.



Yes, current rates were developed using version 6.0 of the  Chronic Illness and Disability Payment System (CDPS); using claims experience from two years prior.



112.	Regarding Attachment Q: Please describe why the rates presented in this attachment are different from those found here: http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Resources/Rates/NevadaMedicaidManagedCareCapitationRates.pdf



Current rates have been provided as part of this RFP. The website will be updated to match.



113.	Regarding Attachment Q, Please provide the actuarial certification (which would outline the 	rate development methodology) and supporting documents used in the development of these 	rates.



Refer to question 2 of this amendment.



114.	Regarding Attachment Q, Please provide the data book (i.e., multiple years of historical 	utilization per 1,000, unit cost, and per member per month data by rate cell, region, and 	category of service) used to develop the capitation rates.

 

Refer to question 2 of this amendment.



115.	Regarding section 6.2, will the selected vendors be able to meeting with DHCFP’s actuaries 	during the development of the capitation rates that will be effective July 1, 2017?



No, the DHCFP and their actuary develop draft capitated rates to be reviewed internally and then presented to the Vendors for review prior to the effective date.



116.	Regarding section 6.2.3.2, what is/was the effective date for the minimum medical loss ratio of 	85%?  Please clarify the methodology (e.g., is it calculated across all rate cells?). 



85% is CMS’ absolute lower limit for MLR under the New Proposed Rule. It is expected that a cost-effective, quality Vendor will perform better than that. MLR is a composite rate based upon all revenue received and all claims paid. 



117.	Regarding Attachment Q: Is there a state premium tax included in the capitation rates?  If so, 	what is the percentage added to each of the capitation rates?



Yes. The premium tax all successful Respondents can expect to pay is 3.5%.



118.	Regarding Attachment H:If there is a premium tax, should it be included in the Vendor’s 	Administrative bid in Attachment H?  Please confirm whether or not there is any change in the 	premium tax over these time periods.



Premium Tax is included in the capitation rates. There has been a recent change in Premium Tax, however, at this time, precluding any Legislative change during the next Session (Spring 2017), the rate all successful Respondents can expect to pay is 3.5%



119.	Regarding Attachment Q: How is the Health Insurer Fee accounted for within the capitation 	rates?



It is not accounted for in capitation because it is very difficult to ascertain in advance:



Vendors submit proof of payment of the Fee; DHCFP’s actuary reviews the submissions; DHCFP reimburses the Vendors accordingly.



120.	Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 	change for the rates effective July 1, 2017?  If so, how?



Refer to question 119 of this amendment.



121.	Regarding Attachment Q: How are vendors reimbursed for the Health Insurer Fee?  Will that 	change for the rates effective July 1, 2017?  If so, how?



Refer to question 119 of this amendment.



122.	Regarding Attachment H: How should the vendors account for the Health Insurer Fee?



Refer to question 119 of this amendment.



123.	Regarding section 6.2: Please describe how the one year moratorium in the health insurer fee is 	reflected in the rates and will be accounted for when analyzing vendor bids.  



The Health Insurer Fee is not in the rates.  Refer to question 119 of this amendment.



124.	Regarding section 6.2, If a vendor proposes a 15% administrative load for example that 	contains nothing for premium tax or Health Insurer Fee, but the Capitation rates in Attachment 	Q do include those fees, the 15% is understated.  If the rates developed for July 1, 2017 exclude 	the Health Insurer Fee and/or premium tax, what administrative percentage will the vendor 	receive?  The 15% or a different percentage?



Rates will include the Premium Tax of 3.5%, but will not include the Health Insurer Fee (refer to question 119 of this amendment). 



The administrative rate may or may not be adjusted for July 1, 2017 in a rate development cycle.



125.	Regarding Attachment Q: Are there any provider supplemental or pass-through payments 	included in the capitation rates?  If so, please list out all payment types and amounts included in 	the rates.



Please review this response as Attach Q does not indicate what is included in the cap rates.

There is a MCO Enhanced Rate supplemental payment for safety net providers which is included in the capitation rates as described in the RFP 6.2.4.3.



126.	Attachment Q: What was the base data (time periods and sources) used in the development of 	the capitation rates?



Rates have been developed using eligibility files, health plan reported encounter data, financial statements and sub-capitation data from the participating health plans during State Fiscal Years (SFY) 2014 and 2015; eligibility, enrollment, and claims data through March 2016 were also included. 

 

127.	Attachment Q: Please describe how the experience from the current vendors was incorporated 	in the rate development.  Was the experience re-priced to reflect the current or projected 	Medicaid fee schedules?  Were there any adjustments applied to the current vendors experience 	to account for differences between the Medicaid Fee schedule and what the vendors pay to 	providers?



Re: experience, refer to question 126 of this amendment; the DHCFP FFS rate schedule and MCO Vendor service rates are, for the most part, independent. The DHCFP FFS rate schedule comes into play during rate development when there is a known change in rate(s). In most cases, MCO Vendors are expected to negotiate their provider payment rates with economies of scale in mind and using the DHCFP FFS schedule as a starting point.



128.	Attachment Q: Are the capitation rates net of all pharmacy rebates (i.e., were the total 	pharmacy costs reduced by the rebates received by the state)?



Yes; our rating approach applies rebate savings based on historical receipts. 



129.	Attachment Q: What has Milliman assumed for the non-medical load in the rates included in 	Attachment Q?  Please provide a breakdown of this assumption by the components (e.g., 	administrative costs, profit, risk/margin, taxes).  What changes are anticipated for the rates 	effective 7/1/17?



Under the current rates in Attachment Q, the DHCFP developed capitation rates such that 10.5% of premium (excluding premium tax) is available for administration and risk margin. Additional data will be provided upon the receipt of the nondisclosure statement.



130.	Section 6.2: Please clarify when the MCOs will be paid capitation (e.g., end of month of 	member enrollment)?



Currently and for the foreseeable future, capitation is prospective: enrollment and payment are known and transmitted to the Vendor prior to the end of a month for the month next; EFT payments typically adjudicate on the first Friday of the month for which the payments are due.



131.	Section 6.2: Please provide the most recent three years of managed care capitation rates paid to 	the current providers in a format similar to Attachment Q.



See attached for 2014-2016 rates.





To open the document, double click on the icon.



If you are unable to access the above inserted file

once you have doubled clicked on the icon,

please contact Nevada State Purchasing at

srvpurch@admin.nv.gov for an emailed copy.



132.	Attachment Q: How are claims for Hepatitis C accounted for in the capitation rates?



Hepatitis drug expense is trended independently and is accounted for in the capitation rate.



133.	Section 6.2: What are the criteria for Hepatitis C coverage?  What is the range of Fibrosis 	scores that vendors are responsible to cover? Are there any anticipated changes prior to the 	development of the July 1, 2017 rates?  If so, please describe.



Refer to question132 of this amendment. Refer to MSM 1200. 



134.	Section 3.4.6.7: Has any consideration been given to carving out Hepatitis C medications from 	the managed Medicaid capitation rates?



The DHCFP currently has no plans to carve out Hepatitis C medications.



135.	Section 3.4.6.7: Please provide a list of Hepatitis C medications that are currently covered 	under the states FFS formulary. 



Our PDL can be found at the following website:

https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf 



136.	Attachment Q: Please describe how the capitation rates are adjusted for the stop-loss 	reinsurance as found in section 3.4.8 and 6.2.1.3. Please provide amounts of premium charged 	by rate cell. Do the rates shown in Attachment Q assume all transplants will be adjusted or only 	a few?



No reinsurance recoveries are included in the encounter information provided by the health plans, so the initial cost models are on a gross claims basis. The state reimburses plans for 75% of inpatient hospital costs above $100,000 for any individual member. Using the claims information provided, expected stop loss recoveries were calculated by individual, then summarized and removed as a bottom line adjustment to each cost model.



137.	Section 6.2: Please provide the number, gross dollars incurred, and net dollars incurred by 	region, rate cell, and transplant type for each of the last three state fiscal years.



Refer to question 2 of this amendment.



138.	Attachment Q: Please provide the annual utilization trends used in the development of the 	capitation rates by region, rate cell, and category of service.



Refer to question 2 of this amendment.



139.	Attachment Q: Please provide the annual cost trends used in the development of the capitation 	rates by region, rate cell, and category of service.



Refer to question 2 of this amendment.



140.	Attachment Q: Please provide the annual per member per month trends used in the 	development of the capitation rates by region, rate cell, and category of service.



Refer to question 2 of this amendment.



141.	Attachment Q: Please provide a listing of and the factors applied for each historical program 	change used in the development of the capitation rates by region, rate cell, and category of 	service.



Refer to question 2 of this amendment.



142.	Attachment Q: Please provide a listing of the factors applied for each prospective program 	change used in the development of the capitation rates by region, rate cell, and category of 	service.



Refer to question 2 of this amendment.



143.	Attachment Q: Are there any expenses included that would be considered a “pass through” 	payment to any provider or IGT where the vendor will have no risk?  If so, please describe each 	type and process for payment.  For each pass through, please provide the amount included in 	the rate by rate cell.



Refer to question 2 of this amendment.



144.	Attachment Q: Please clarify whether these rates are for calendar year 2016 or state fiscal year 	2016 (e.g., 7/1/15-6/30/16)?



Rates are typically set for a calendar year; this is the case for 2016.



145.	Attachment Q: Please confirm that the non-labeled rates in the middle of the page (e.g., 	$5,099.66) are the maternity kick payments.



They are labeled as such.
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146.	Attachment Q: Please clarify the purpose of the “factor to apply to AGP rates: .9732” located at 	the top of this page.



This is an administrative note that should have been excised.



147.	Attachment Q: Please provide current and expected membership distribution by the rate cells shown on this attachment.



[image: ]



148.	Attachment H: the cost proposal indicates the possibility of different rates across MCOs. Does 	this indicate that the state’s Actuary will be certifying to a range of rates?



The rates differ due to Premium Tax and CDPS risk scoring. The Actuary will certify to a range or specific rate according to the effective date of the applicable section of the New Proposed Rule.



149.	Section 6.2.5: Please provide the historical earn back percentage on an annual or state fiscal 	year basis.



There are no performance incentives or withholds under the current contract.



150.	Attachment Q: Please list what is included and excluded from the rates shown in this schedule 	– for example, do these rates include a Pay for Performance amount?  If so, how much was 	included?



Refer to question 149 of this amendment.



151.	Regarding section 3.4.5, What is the historical percentage of members that are retroactively 	enrolled in Nevada Medicaid and Nevada Check Up and what is the average number of days 	for each program?



We do not have these data available; however, these occurrences are rare outliers.



152.	Regarding section 3.4.13.1 please confirm that the following statement is referring to 	quantitative treatment limitations:

	A.	The vendor must not apply any treatment limitation to mental health or substance use 		disorder benefits in any classification that is more restrictive than the predominant 		treatment limitation of that type applied to substantially all medical/surgical benefits in 		the same classification furnished to recipients. Whether a treatment limitation is a 			predominant treatment limitation that applies to substantially all medical/surgical 			benefits in a classification is determined separately for each type of financial 			requirement or treatment limitation.



 Refer to the 42 CFR 438, the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) and the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA).



153.	What methodology and assumptions were used to develop the managed care capitation rates in 	attachment Q and what was the rationale for each assumption?



Refer to question 2 of this amendment.



154.	What is the underlying utilization profile of the beneficiary population used in developing 	capitation rates?  Please provide granular and comprehensive information on the population's 	utilization by type of service (e.g., ED visits per 1000 members, OP surgical visits per 1000, IP 	admissions per 1000 members, inpatient CMI).

 

Refer to question 2 of this amendment.



155.	Section 3.4.2.4 page # 38 -  Eliminating an MCO’s ability to develop and administer prior 	authorization requirements that are equally restrictive to the state’s and no greater represents a 	significant departure from current contract standards. This change will significantly impact an 	MCO’s ability to manage the care of its members. We recommend that the state remove this 	requirement and allow the current practice to continue, or  increase capitation payments 	prospectively to account for the increased costs associated with this new requirement.



The MCO can utilize different authorization requirements than what is used by the State, as long as they are not more restrictive.  



156.	RFP Section 1.8.1 requires vendors to exclude their “company name or any information that 	identifies the company when responding to the questions in Section 3 ~ Scope of Work.”   How 	will the State uniquely identify each bidder’s submissions to ensure binders are grouped 	together appropriately and scoring results are attributed to the correct bidder?



Refer to Section 9 ~ Proposal Submission Requirements, Format and Content of RFP 3260.



	157.	Regarding RFP Section 1.8, please elaborate on what is "other information that would indicate 	to an evaluator which company is proposing?" Nearly all aspects of any Vendor’s response to 	the Scope of Work has the potential to indicate which company is proposing: years of 	experience, unique relationships or providers, network scope and size, technical and clinical 	solutions/tools, outcomes, staff experience, office locations, organizational capabilities, 	etc.  This type of information is necessary for a complete and appropriate evaluation of Vendor 	capabilities to perform the Scope of Work. Please confirm that Vendors are not prohibited from 	including this type of information in response to the Scope of Work section, as omitting it from 	the Scope of Work will result in an inherently incomplete evaluation that will not provide 	DHCFP and the State of Nevada with the necessary and relevant information to make an 	informed Vendor selection decision since many of the items in the Scope of Work are not 	addressed in other parts of the proposal.



Vendors are to use their best judgement and eliminate any relation to their company.



158.	In light of the issues raised in the above question (#2), and given the risk of disqualification, we 	respectfully request that DHCFP provide additional detail and guidance regarding what is and 	is not permissible within RFP Section 1.8. 

	•	Are vendors prohibited from naming (using proper nouns, for example) tools, 			partnerships, and subcontractors that we use to meet SOW requirements?



· If information is relevant and applicable for a particular section, but may indirectly identify the proposing Vendor (as outlined in examples above), please confirm that the Vendor may include such information as long as there are no overt references to a Vendor name, address, or other specific contact information.



· Generally, will DHCFP provide more guidance on the types of information that would be prohibited in this section?



Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise their best judgment. 



159.	If the Scope of Work should not contain the aforementioned details that may result in evaluator 	identification of a Vendor, will  DHCFP provide the following information:

	•	Does the State want Vendors to include this information in Section 4?  If so, is there a 		preferred methodology that will make it easier for evaluators to score?  



Yes, vendors need to respond as specified in the RFP.  The State requests vendors to exercise their best judgment. 



· If the Scope of Work is to be evaluated solely on a pass/fail basis, is DHCFP merely looking for an affirmation that Vendors will comply with all scope of work requirements rather than information and documentation of our experiences providing the same or similar services?  



No.  Vendors will be scored accordingly per the RFP.  Pass/Fail will be used to determine if vendor complied with initial instruction. 



160.	Regarding RFP Section 2, the definition of "clean claim" includes this sentence "It includes a 	claim with errors originating in the State's claims system."  Please provide clarification of this 	part of the clean claim definition.



A claim that can be processed without obtaining additional information from the provider of the service or from a third party. 



161.	RFP Section 2, Acronyms/Definitions defines the "Vendor" as the “organization/individual 	submitting a proposal in response to this RFP.” Please confirm that for purposes of responding 	to this RFP regarding experience that the Vendor may include in their response the contracts 	held by affiliate/parent organizations of the bidding entity. For example, a Vendor may have 	relevant experience in other states through its parent and affiliate health plans. Please confirm 	that affiliate and/or parent company experience may be represented in the responses relating to 	experience and qualifications in the proposal.



Yes



162.	In RFP Section 2, there is no text under the section heading numbered as “2.1” at the bottom of 	page 33. Please confirm that there is no information missing.



Yes.



163.	RFP Section 3.2 states:  “Vendors who have or will have a product available on the HIX will 	receive a higher point value in the RFP evaluation." Please confirm that a vendor with an 	affiliate/parent organization that has qualifying products on the HIX will meet this criteria.



Yes. 



164.	With regard to RFP Section 3.4.2.7 (E), in addition to NAC 695C.160, which stipulates 	adequacy standards for PCP access, please confirm if ("NRS") 687B.490 still exists and needs 	to be adhered to (network adequacy requirements published on June 30th, 2014)?



Yes the NRS still exists; vendors are responsible for compliance with any applicable portion of the Nevada Insurance Code as administered by the Division of Insurance of the Department of Business and Industry.



165.	In RFP Section 3.4.2.8 (A), the requirement indicates that "recipients are not allowed to be 	assigned at the clinic level" relating to PCP assignments. However, in 3.6.3.1, it indicates that 	"Each enrolled recipient must be assigned to a PCP or Primary Care Site."  Please clarify the 	difference between assigning to a "Primary Care Site" versus a "clinic level" assignment.  How 	is this different from how the FQHCs like to be identified?  Is an FQHC considered a primary 	care site?



A conflict in the current RFP is noted. Yes a Primary Care Site can be considered a PCP. Yes, an FQHC can be considered a primary care site. 



166.	RFP Section 3.4.4.1 (A) states:  “The vendor may provide services in alternative inpatient 	settings that are licensed by the State of Nevada, in lieu of services in an inpatient hospital such 	as Institutions for Mental Diseases (IMDs). These alternative settings must be lower cost than 	traditional inpatient settings. By the 15th of every month the vendor must report to the DHCFP 	the recipients who were admitted as an inpatient in an IMD for more than 15 days in the prior 	calendar month. Example: by August 15th the vendor must submit a list of Medicaid recipients 	who had an IMD inpatient stay for more than 15 days during the month of July.”  Please 	confirm whether this needs to be 15 consecutive or cumulative days in the month.



It is 15 cumulative days.



167.	With regard to RFP Section 3.4.4.1 (B), please state who determines AVERAGE SNF rate.



The DHCFP has a contract with a vendor to review and establish SNF rates on a quarterly basis. This includes determining the average SNF rate.



168.	RFP Section 3.4.4.2 (A) states:  “The vendor must coordinate with discharge planners for 	transitioning to the appropriate post-hospital destination. Failure to transfer the recipient to the 	appropriate care setting in a timely manner, within two (2) days after the recipient no longer 	meets an acute level of care will result in the vendor reimbursing the acute care facility at the 	average skilled nursing facility (SNF) rate or the administrative day reimbursement rate, 	whichever is greater.”  Please provide clarification on whether the Vendor is required to 	contract with Indian Health Services and Tribal Clinics?



The DHCFP needs clarification as the Indian Health Services and Tribal Clinics are not related to SNFs.



169.	With regard to RFP Section 3.4.4.4, Tobacco Cessation Treatment is listed under the header 	“Additional Preventive Services.” Under section 3.4.5.1 (on page 58), the RFP states that the 	vendor is encouraged to offer additional preventive or cost effective services to enrolled 	participants if the services do not increase the cost to the state. Can you confirm if tobacco 	cessation treatment will be a contract requirement or are you suggesting that the chosen vendor 	offer tobacco cessation treatment as a value added service?



Yes, the DHCFP is suggesting that the service if offered as a value added service.



170.	With regard to RFP Section 3.4.6.2, can the State please provide an Excel version of the FFS 	formulary to include, at a minimum:

	•	Drug Name, Strength, Dosage Form, Size

· 	GCN/HICL/GTC

· 	NDC number

· 	Formulary status

· 	Applicable prior authorization, step therapy requirement, etc.



No. The information can be found at links below.



The drug name includes all strengths, and dosage forms. Our PDL is not specific to individual dosages or strengths.



An NDC look-up tool can be found at the following website:

http://www.fda.gov/Drugs/InformationOnDrugs/ucm142438.htm 



Our vendor uses the drug file from Medispan and drugs are classified by GPI, not by GCN/HICL/GTC. 

The PDL with prior authorization, quantity limit information can be found at the following website:

https://www.medicaid.nv.gov/Downloads/provider/NV_PDL_20160630.pdf 



171.	RFP Section 3.5.6.3 states:  “For recipients who do not select a vendor, or who are not 	automatically assigned to a vendor based on family or previous history, the DHCFP will, using 	an auto-assignment algorithm, assign the recipient to a vendor, based upon federally required 	enrollment criteria and the approved Medicaid State Plan.”  To assist with our staffing models 	and cost projections, will the State please provide the number of anticipated vendors and more 	detail on the auto-assignment algorithm?



Refer to question 1 of this amendment.



172.	With regard to RFP Section 3.6.2 (F), please clarify what is meant by "in-person" Concierge 	Services.



Refer to question 57 of this amendment.



173.	RFP Section 3.7 requires MCOs to conduct secret shopper surveys to identify appointment 	standards and access to Home Health services.  Since the RFP did not appear to include 	appointment standards for Home Health, please confirm this requirement and the standard the 	survey should measure against.



Home health is expected to be initiated as quickly as indicated by medical necessity and physician’s orders. 



174.	With regard to RFP Section 3.7.6.2, does the State have a definition of “Substantive”? This 	seems a bit vague as we are required to file any amendment or change to base contract that 	would fall under this category.



The State requests vendors to exercise their best judgment. 



175.	With regard to RFP Section 3.9.2.3, HEDIS is based on a calendar year while the contract is 	based on a fiscal year.  If the program goes into effect in the 3rd year of the contract (2019-	2020), which HEDIS year will be evaluated:  2019 or 2020?



Refer to question 35 of this amendment.



176.	RFP Section 3.10.20.2 (G) states:  “Behavioral health case management must be available 24 	hours a day, 7 days a week.”  Is this reference in relation to maintaining a 24/7 crisis phone line 	for BH crisis issues?  Does the term "Case Management" imply traditional case management 	for non-emergent or non-emergency services 24 hours a day, 7 days a week?



The DHCFP expects some extended Behavioral Health Case Management hours available outside of the normal 8:00am – 5:00pm hours.



Emergency or crisis coverage is required twenty-four (24) hours per day, seven (7) days per week which can be through a call line.



177.	RFP Section 3.12.4.4 increases/doubles the timely filing period for both in-state network 	providers and out-of-state providers. While we understand the need to ease the administrative 	burden on providers and maintain provider satisfaction, will the DHCFP be making 	adjustments to rate setting to account for the delay in getting vendor encounters?



No.



178.	Can the State confirm that section 3.12.4.4 stating the vendor must allow non-network 	providers to submit an initial claim for covered services within 365 days is for emergency 	services (3.4.2.14) and prior approved and negotiated covered services provided under 3.4.2.9.?



Yes. 



179.	RFP Section 3.13.8.2 states:  “A State Fair Hearing decision will be made within ninety (90) 	calendar days from the date the recipient for direct access to a State Fair Hearing.”  Please 	confirm this statement as it appears to be missing some language.  



Refer to beginning of this amendment.



180.	With regard to RFP Section 3.13.8.2 (A) and (F), please confirm that State Fair Hearings are 	only currently eligible for members and clarify whether this will be required for Providers in 	the future.



The contract requires the MCE to allow enrollees and providers, acting on behalf of the enrollee and with the enrollee's written consent, to file appeals. [42 CFR 438.402(b)(1)]



181.	With regard to RFP Section 3.15.2.5, can a pharmacist review and deny on medications?



No, they can refer it back to the prescriber with a recommendation.



182.	RFP Section 3.16.12.3 states:  "EOBs, if used, must be sent for all services with the exception 	of the services listed in section 3.14.13.5."  The section number appears to be incorrect since 	there is no section 3.14.13.5 in the RFP.  Please provide the correct reference.



Refer to Section 3.16.12.5 of RFP 3260.



183.	RFP Section 3.17.7 states:  "The vendor must report transactions between the vendor and 	parties in interest that are provided to the State or other agencies available to recipients upon 	reasonable request." Please clarify the content and audience of this report requirement.



Title 1903(m)(4)(b) requires the MCO to make any reports of transactions between the MCO and parties in interest that are provided to the State or other agencies available to recipients upon reasonable request.



184.	RFP Section 4.1.7 states:  “Disclosure of any significant prior or ongoing contract failures, 	contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable 	or held liable in a matter involving a contract with the State of Nevada or any other 	governmental entity.  Any pending claim or litigation occurring within the past six (6) years 	which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract 	is awarded as a result of this RFP must also be disclosed.”  Please confirm that:

	•	“contract” refers to similar projects performed for private, state and/or large local 			government clients;

· 	“..significant prior or ongoing contract failures” refers to major enforcement actions 	such as those resulting in appointment of temporary management, enrollment 	suspension and/or contract termination and does not include collection of liquidated 	damages.



The RFP does not limit the term “contract” as used in 4.1.7 to a particular type or scale of government contract. 



The RFP does not limit the term “significant … contract failures” to exclude those failures that result in liquidated damages. 



185.	Please confirm that vendors that are part of, and will leverage the experience and best practices 	of, national companies should include details on its affiliates' experience in providing similar 	services requested in this RFP.



Yes and in anonymous manner as directed.



186.	In RFP Section 4.3.1, vendors are required to “provide a minimum of three (3) business 	references from similar projects performed for private, state and/or large local government 	clients within the last three (3) years,” and the RFP defines the "Vendor" as the 	"organization/individual submitting a proposal in response to this RFP.” Please clarify whether 	or not the State will allow vendors to include references that do not directly contract with the 	vendor but instead partner with the vendor’s affiliates in the same corporate family. For 	example, the vendor proposing to manage the Nevada Medicaid contract may have an affiliate 	health plan that manages a Medicaid contract in another state similar in scope.



Yes, we will allow vendors to include references from other states.



187.	In line with RFP Section 9.1.14 which indicates the State’s “continuing efforts to reduce solid 	waste” and urges the prospective vendor to be environmental and cost conscious when 	developing its response, will the State allow vendors to include large attachments (e.g., 	attachments containing 50 pages or more) electronically only with placeholder pages in the 	hardcopies referring the evaluator to the Flash Drives?



Yes.



188.	The Submission Checklist on Page 245 requires a Table of Contents for Part IB only. Does the 	State also want to see a Table of Contents for Parts IA, IC, II, and III?



If the vendor chooses to add a table of content page that is fine with the State. 



189.	Referencing Attachment U, with regard to the standards that determine the percentage of bonus 	amount awarded, by Vendor’s performance measure, will the DHCFP use hybrid rates, 	administrative rates, or final NCQA reported rates?  Three of the six measures outlined in 	Attachment U refer to hybrids: Childhood Immunization Status, Comprehensive Diabetes 	Care, and Frequency of Ongoing Prenatal Care.



See information at links:



http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-17_QAPIS_Report_F1.pdf 



http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/FY2015_EQR_Technical_Report.pdf



190.	With regard to Attachment U, is the Pay-4-Performance program applied to combined 	membership?



The DHCFP does not know what you mean with the term combined membership but this will be reported for Medicaid.



191.	With regard to HEDIS Measures outlined in Attachment U, the National Quality Foundation 	recommends the measure for Frequency of Prenatal Care no longer be endorsed based on lack 	of evidence suggesting that the number of prenatal care visits effects the outcome and the 	measure is difficult to report due to billing patterns.  Also, the DHCFP requirements state 	providers may bill a global rate when the member has been seen 7 or more times.  Under these 	guidelines, we will not be able to report the actual number of visits for all global claims for less 	than 7 visits or if the provider did not deliver all of the pregnancy related care, including 	delivery and post-partum care, because the codes are bundled (4-6 visits, 7-12 visits).  Will 	prenatal codes be required to be broken out?



The DHCFP will consult with the EQRO vendor and MCOs if substitute measure is appropriate.



192.	Is the Scope of Work awarded a point value in Phase II of the evaluation or is it used only in 	Phase I and evaluated solely on a pass/fail basis?



Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process.



193.	The RFP defines a Subcontractor as a “Third party, not directly employed by the contractor, 	who will provide services identified in this RFP. This does not include third parties who 	provide support or incidental services to the contractor.”  Throughout the Scope of Work, there 	are also references to “major subcontractors” or “material subcontractors.”  Based on the 	significant amount of background and experience information requested within Section 4.2 of 	the RFP for "subcontractors" it appears that DCHFP is primarily focused on those 	subcontractors that have a material role in the Offeror's operations, and not necessarily the full 	scope of all entities that may be considered "subcontractors" under the current definition.



	For the purposes of responding to Section 4.2 “Subcontractor Information,” please confirm that 	DHCFP intends for Vendors to provide information related to proposed major or material 	subcontractors.  Further, would DHCFP please provide additional information to define what 	qualifies as a “major” or “material” subcontractor? We recommend a definition that 	incorporates a materiality threshold (e.g. $5 million in annual subcontractor payments or 5% of 	capitation payments) to ensure that DHCFP receives all necessary information to evaluate 	Vendor responses, while not receiving a voluminous amount of information on subcontractors 	that are not extensively engaged in or critical to Vendor operations.



Any subcontractor who provides a service within the parameters of this RFP such as Behavioral Health management company, claims payment, pharmacy vendor, utilization management, TPL vendors, etc. We do not need to see subcontractors such as janitorial or mail vendors.



Subcontractor: An individual or entity that has a contract with an MCO, PIHP, PAHP, or PCCM entity that relates directly or indirectly to the performance of the MCO’s, PIHP’s, PAHP’s, or PCCM entity’s obligations under its contract with the State.  A network provider is not a subcontractor by virtue of the network provider agreement with the MCO, PIHP, or PAHP.



194.	RFP Section 3.4.2.5 states:  “The vendor shall coordinate prior authorizations and edit patterns 	with those used in the fee-for-service program.”  Please define “edit patterns.”



The goal of this requirement is to align as many processes as possible in coordinating prior authorizations for administrative simplification for providers, vendors, and the DHCFP. Clinical edits must be based on evidence-based clinical criteria and nationally recognized peer-reviewed information. If the information about a recipient’s medical condition meets the clinical edit criteria, the claim can be approved.



195.	RFP Requirement: Section 3.8 states “The vendor must participate financially in the HealtHIE 	Nevada statewide health information exchange as of the effective date of the contract. At a 	minimum, the participation level must be based upon all recipient lives covered under this 	contract. Additionally the plan will fund the PMPM connections for its Medicaid and Nevada 	Checkup recipients.”  Can the State clarify the financial participation requirement above?  Can 	the State provide information on the cost to the vendor (MCO) to meet the financial 	participation requirement, including the minimum per recipient participation and PMPM 	connection pricing methodology and fee structures?  Can the state clarify the meaning of the 	PMPM connections requirement?  Can the state clarify if this is per provider or per 	recipient?  Does this refer to the provider’s monthly HealtHIE participation fees or does it refer 	reimbursing providers for any one-time connection and/or ongoing maintenance fees charged to 	a provider by the provider’s EHR vendor to connect to the HIE?



Connection is per recipient per month.  



196.	RFP Section 3.8 states:  “The vendor must participate financially in the HealtHIE Nevada 	statewide health information exchange as of the effective date of the contract. At a minimum, 	the participation level must be based upon all recipient lives covered under this contract. 	Additionally the plan will fund the PMPM connections for its Medicaid and Nevada Checkup 	recipients.” Does the State view it as a potential conflict of interest that the HealtHIE is a 	private exchange owned and run by the parent organization of a competitor Medicaid health 	plan? Does the financial participation requirement create a competitive inequity in the 	administrative cost development given that ownership as other MCOs would incur an expense 	and the owning plan would incur a potential income?   Would the State be willing to consider 	alternative solutions to this private exchange?



The HealtHIE is the only option available in Nevada at this time.



197.	Please confirm that routine dental services are carved out and MCOs will not be required to 	meet network adequacy for applicable provider types in Attachment M beyond those necessary 	to provide covered dental and dental related emergencies.



Correct.  Dental services are carved out. 



198.	.Section 1.8.1.1: Please advise as to the scoring or other methodology used to determine if a 	vendor passes or fails this phase of the submission.



Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process.



199.	Sections 1.8.2 and 10.2: Please provide the scoring or other methodology used in Phase II in 	the evaluation.



Refer to RFP 3260 Section 10 ~ Proposal Evaluation and Award Process.



200.	Section 3.1.8:  What factors will the State consider in determining whether it is necessary to 	adjust the capitation paid to the MCO?



It is assumed that there will be an annual (CY) rate development cycle; mid-term adjustments are conducted in the case of benefit, policy and/or significant FFS rate schedule changes.



201.	Section 3.1.7: Please clarify if this means that the MCO will be required to have Network 	providers in each of these catchment areas or if this means that the MCO must permit recipients 	to obtain services from out of network providers in the catchment areas if there is no in-	network provider in Nevada that is available in accordance with access and distance availability 	requirements. 



The MCO must permit recipients to obtain services from out of network providers in the catchment areas.



202.	Section 3.1.3: Please confirm that new entrants who are not operational and therefore not 	currently accredited by a nationally recognized organization are permitted to submit a bid in 	connection with RFP 3260.



Yes, vendor must work to meet acquiring accreditation at earliest possible time period.



203.	Section 3.1.3: Assuming new entrants who are not yet operational and therefore not currently 	accredited by a nationally recognized organization are permitted to submit a bid in connection 	with RFP 3260, please confirm that awarded vendors who are new entrants can apply for 	interim accreditation after contract award and thereafter work toward full accreditation in 	accordance with the appropriate nationally recognized accreditation organization timelines.



Yes, refer to question 202 of this amendment.



204.	Section 3.1.7: Please provide the counties and cities of the catchment areas in California, 	Arizona, Idaho and Utah.
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https://www.medicaid.nv.gov/providers/enroll.aspx 



205.	Section 3.4: With respect to the second paragraph noting the MCO can utilize different 	authorization requirements than what is used by the State, as long as they are not more 	restrictive, please confirm if all of the State’s authorization requirements can be found in the 	State’s Medicaid Services Manual located in the following link provided in Sub-section 3.4.1 	of the RFP, or if not, where such authorization requirements can be 	found.    http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/



Yes.



206.	Section 3.4.2.5: Please confirm that with respect to the 4th paragraph of this subsection that the 	requirement that “Any decision made by the vendor to deny a service authorization request or 	to authorize a service in an amount, duration, or scope that is less than requested, must be made 	by a health care professional who has appropriate clinical expertise in treating the recipient’s 	condition or disease” means an appropriately licensed or certified health care professional in 	the appropriate specialty and does not mean the health care professional must have treated the 	exact condition or disease of the recipient, e.g. the chief medical director who is a family 	practitioner or internist by background does not have to have performed surgery or treated all 	types of cancer in order to make a determination about an authorization.   With respect to the 	last paragraph of this subsection, please clarify what is meant when it says the vendor “shall 	coordinate prior authorization and edit patterns” with those used in the fee-for-service program.



Yes. Refer to question 194 of this amendment.



207.	Section 3.4.4.1.B:  Please confirm this requirement applies only if the vendor is at fault for it 	taking more than 2 days to transfer a recipient and does not apply if any delay is due to the 	hospital provider, e.g. lack of cooperation with the vendor.



This is not based on fault. This describes payment for appropriate level of care. 



208.	Section 3.4.2.5: Please provide a list of services that require prior authorization.



Refer to question 205 of this amendment.



209.	Section 3.5: Does the auto-assignment algorithm allow for a higher number of auto-assignment 	to new entrants in order for them to gain adequate scale in a reasonable amount of time to be 	viable as compared to current MCOs?



Yes, refer to question 1of this amendment.



210.	Section 3.6.1.1.B:  Consistent with the State's goal of reducing solid waste as noted in the 	submission requirements in Section 9.1.14, please confirm that the vendor may notify 	recipients that the handbook is available electronically, and provide the link, or that a hard copy 	is available upon request, and can do so both at the time of a recipient’s enrollment and with 	respect to any updates. 



Refer to question 56 of this amendment.



211.	Section 3.6.2:  C. For grievance and appeals, may this function be fulfilled by the MCO's 	Grievance and Appeals department as long as the Recipient Services Department has access to 	the information? 



The intent of including grievance and appeals in the Recipient Services Department is so that the recipient has a single point of contact for a variety of common questions and problems. It would be appropriate for a Recipient Services Department to refer recipients to a work unit dedicated to those issues described in 3.6.2.3.C.  As long as medically necessary services are provided and meets requirements in the RFP the vendor may determine which staff completes the activity.



212.	Section 3.6.2.3: Please confirm that Concierge Services are not intended to be a separate 	department but the Recipient Services Department may provide Concierge Services in order to 	avoid transferring the member to multiple departments for assistance. 



Yes, the expectation is to provide recipients with the level of assistance necessary to meet needs and access services as opposed to just providing a list or directions to the web when additional assistance is requested or indicated.



213.	Sections 3.7.6.2 and 3.16.4.2 Please confirm that the requirement for the vendor to provide 	DHCFP a copy of its base provider contract prior to execution does not apply to the extent 	vendor needed to execute provider contracts in order to establish a provider network to obtain 	its HMO certificate of authority from the NV Division of Insurance.



This refers to the base contract template prior to execution, not all subsequent signed contracts. See question 174.



214.	Sections 3.7.8.1 (A) and (B):  Please confirm, or revise to specify, that the vendor may, to the 	extent it deems it appropriate, provide a single provider manual for all providers, divided by 	section as appropriate by provider type and that it is not required to provide separate and 	distinct provider manuals by provider class, e.g. a provider manual for physicians, one for 	hospitals, one for ancillary providers, etc. 



Yes, refer to question 15 of this amendment.

	

	Consistent with the State's goal of reducing solid waste as noted in the submission requirements 	in Section 9.1.14, please also confirm that the vendor may notify providers that the provider 	manual is available electronically, with hard copy available upon request, both upon provider 	recruitment into the network and at the time of updating.



The vendor can meet this requirement by furnishing one (1) copy of the manual and one (1) copy of the manual updates to each provider practice where several providers within the practice are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual shall be provided to the DHCFP.



215.	Section 3.10.7.10: Please advise how “statistically significant decline” is defined. Please also 	revise to specify a quality penalty fee will not be assessed in the event of a decline in the 	measure if the vendor’s score still remains above the state’s quality measure mean or goal as 	appropriate.



To determine if a change in PIP indicators or performance measures was “statistically significant,” we expect a p-value to be <=0.5. Statistical significance calculated with Chi-Squared test for probability where p<=0.05.  The State intends to assess a penalty when a statistically significant decline occurs.



216.	Sections 3.12.2.1 and 3.12.2.2:  Please advise if the requirement for a minimum $15,000,000 	performance statutory deposit with 10 business days following award of contract is based on a 	statutory, regulatory or other state requirement, and if this provision can be revised to allow for 	deposits of a lesser amount for new entrants who will have no members at the time of contract 	award; consider tiered deposit amounts based on the number of members up to a specified 	number at which point the specified minimum deposit as set forth in this subsection would 	apply.



No.



217.	Section 3.12.4.12: Please qualify the type of changes referred to by revising to state the “vendor 	shall provide the DHCFP with information prior to implementation of any material changes to 	the software system….” so that if minor changes are made or version updates to a system are 	made that do not materially impact the claims processing function, then the vendor is not 	required to submit information.



Yes.



218.	Section 3.14.4.1: Please provide an explanation of how each category of service is defined. 



This is defined by Centers for Medicare and Medicaid Services (CMS).



219.	Section 3.15.12: Please confirm that only the Chief Medical Director/Chief Medical Officer of 	the vendor is required to be licensed to practice in the State of Nevada and that assistant or 	associate medical directors of the vendor, or medical directors hired by a subcontractor that 	provides medical management or quality assurance services to or for the vendor are not 	required to be licensed in NV but must hold a valid license in a state.



Yes.



220.	Section 3.16.3.6: Please confirm if the (T) at the end of this subsection should be deleted due to 	a typo or if there is a sentence missing.



Yes.



221.	Section 3.17.1: Please confirm what is meant by "receipt of encounter date". Does that mean 	claim receipt date, claim adjudicate date, claim paid date, or encounter data extract date?



Refer to question 72 of this amendment.



222.	Section 3.18.2.7: Will DHCFP provide this file?  What format/layout will file be in?



Yes.  ANSIx12 EDI standard.



223.	Sections 4.1.7 and 10.4: Please confirm that the look back period for disclosures of the types of 	prior incidents listed in these sections is six (6) years, consistent with the six (6) year look back 	period for pending claims or litigation that may adversely affect the vendor's ability to perform 	or fulfill its obligations. 



Yes.



224.	Sections 4.1.7 and 10.4: Please consider removing the qualifying (subjective) language “that 	may adversely affect the vendor’s ability to perform or fulfill its obligations”. 



The State declines removal of language. 



225.	Sections 4.1.7 and 10.4: Please identify if the scoring values are the same for companies who 	have different outcomes in the disclosure. For example, if a vendor has no activities to disclose 	but another vendor has a history of pending claims, litigation or fraudulent activities, the two 	companies should not receive the same value in scoring.



The State does not disclose weight measures.  



226.	Sections 4.1.7 and 10.4: Please confirm that the information requested in these sections is 	limited to matters brought by the State of Nevada or other governmental agency against the 	vendor in connection with managed care contracts for health services and that it does not does 	not include matters or allegations brought by providers, subcontractors, suppliers, or any entity 	other than the State of Nevada or other governmental agency.



Any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any other governmental entity.



227.	Sections 4.1.7 and 10.4: Pease confirm that the terms "significant..contract failures [and] 	contract breaches" are limited to those situations which invoke contract termination provisions 	such as those in Attachment D, Contract Form, Section 10(D), Cause Termination for Default 	or Breach and do not include: (1) breach of contract litigation brought by a member, provider, 	subcontractor, supplier or any entity other than the State of Nevada or other governmental 	agency in connection with a managed care contract for health services; or (2)  regulatory 	actions such as fines, sanctions, liquidated damages, warning letters, CAPs, etc.  If this is not 	what the State intended by the terms ""significant..contract failures [and] contract breaches," 	please define these terms.



The State is unable to provide specifics without appropriate context.



228.	Sections 4.1.7 and 10.4: Both of these sections request very similar disclosures using slightly 	different language that, depending on the vendors' interpretation of the language in each 	section, may result in each request having a slightly different scope such that separate but 	largely overlapping and duplicative disclosures may be required for each section.  Please 	confirm that the scope of information sought in Sections 4.1.7 and 10.4 are not intended to 	differ.  If the requests in these two sections were intended to be identical, would the State be 	amenable to choosing one consistent version of the request for use in both Sections 4.1.7 and 	10.4?



The State requests complete and full discloser of any alleged significant prior or ongoing contract failures, contract breaches, any civil or criminal litigation or investigations pending which involves the vendor or in which the vendor has been judged guilty or liable.



229.	Section 4.4: Please confirm that to the extent positions are not yet filled, especially due for a 	new entrant to NV managed Medicaid, that the vendor can advise that the position is to be 	filled and then provide a resume once any key individual is hired, and the key positions must be 	filled and resumes provided by the contract start date.



Key positions must be filled during readiness review and implementation. Refer to 3.15.3 and 3.15.6 of the RFP.



230.	Sections 5.1 and 5.2: Is the vendor required to submit a single fixed price for the entire contract 	that will be applied uniformly across all program rates?  Or can a vendor submit pricing that 	varies by age, gender, region, program, etc.?



In order to facilitate submission comparisons, a fixed-price and a composite PMPM is necessary; Respondents are free to provide additional granular detail.



231.	Section 5 implies that the bid must be a fixed per-recipient per month amount while Section 6.1 	implies that the bid must be a percent of the medical expenses.  What is the bid requirement 	and how will it be implemented in setting the Managed Care Blended Capitated Rate?



See question 130 of this amendment, it addresses the composite rate and gross (not-to-exceed) bid; 6.1 refers only to the Administrative load portion of the bid and is expressed as a percentage.



232.	Section 6.0: Will a data book and medical expense development document be provided that 	supports the projected medical expenses in Attachment Q, and if so, will it be provided in 	advance of the next Q&A period to allow for questions and review of such data to assist 	vendors in developing their cost proposal? If it is not provided in advance of the proposal 	submission date, will vendors have the opportunity to address new information and ask 	questions at a later date? 



Refer to question 2 of this amendment.



233.	Section 6.0: What is the anticipated nature of the quarterly changes to the rates?  Will the 	vendor have an opportunity to review the changes to the capitation rates before they are 	implemented?



The vendor will have the opportunity to review changes. MCO rates are not updated quarterly. FFS reimbursement rates are typically based on a fixed year therefore the majority of rate changes occur for newly added codes or are the result of a program/policy change. The only rates that change on a quarterly basis are for Skilled Nursing Facilities in the DHCFP FFS program rate schedule. 



234.	Section 6.0: What is the typical rate renewal process?  Does it include meetings with all 	vendors with an opportunity for vendors to ask questions regarding the rate development?



The DHCFP and their actuary develop draft capitated rates to be reviewed internally and then presented to the Vendors for review prior to the effective date.



235.	Section 6.0: How does the contract renewal period rate development differ from the quarterly 	changes to the rates?



There are not quarterly changes to capitation rates. 



236.	Section 6.0: We could not find a provision regarding the acceptance of proposed rate 	changes.  Are any capitation rate changes subject to mutual agreement or are they deemed final 	after a set number of days post-delivery to the Vendor for their review and acceptance?  Is there 	a formal contract amendment sign-off process?



The DHCFP gives the vendor the opportunity to provide input in to data concerns or assumptions but the State has sole discretion in final rate setting based on budget authority and CMS approval.



237.	Section 9.2.3.1: Please confirm that the Title Page will be removed prior to evaluation of the 	Scope of Work in order to maintain the vendor's anonymity.



Yes.



238.	Section 9.2.3.2: To clarify, if the Scope of Work includes a question, the vendor will respond to 	the question. If the Scope of Work does not include a question, the vendor will acknowledge its 	understanding of the requirements and if applicable, will indicate its ability to comply.



The scope of work needs sufficient detail in response for the State to determine and evaluate the vendor's ability to comply or exceed expectations.



239.	Section 9.4.1: Please confirm if the reference to Part IB should be Part IC, which refers to the 	confidential technical proposal.



Yes.



240.	Attachment D: Is Attachment BB Insurance Schedule mentioned in Attachment D intended to 	refer to Attachment E Insurance Schedule for RFP 3260?



Yes.



241.	Attachment D, page 7: Consistent with the reference to paragraph 16 of the Insurance Schedule, 	item 1) "Contractor has provided the required evidence of insurance to the Contracting Agency 	of the State, and", please consider revising item 2 of the same section to also refer to "evidence 	of insurance" rather than insurance policies. Insurance policies are considered confidential. 	Consistent with the change, please also consider revising other references to insurance policies 	to "evidence of insurance".



Vendors may use Attachment B within RFP 3260.



242.	Attachment D: An endorsement is not always required to add Additional Insureds such as when 	the vendor's coverage provides automatic Additional Insured status if and when required by 	written contract. To allow for various methods of adding Additional Insureds, please consider 	revising as follows:  "The State of Nevada, its officers, employees and immune contractors as 	defined in NRS 41.0307 shall be recognized as additional insureds on the vendor's General 	Liability Insurance policy for all liability arising from the Contract."



These documents must be provided by the awarded vendor prior to contract start.



243.	Attachment D: Consistent with the changes requested to paragraph 16 of this document and due 	to the confidential nature of insurance policies, please consider revising C. Evidence of 	Insurance, 4. Review and Approval to read as follows: "Review and Approval: Evidence of 	insurance must be submitted for review and approval by the State prior to the commencement 	of work by Contractor.  Neither approval by the State nor failure to disapprove the insurance 	furnished by Contractor shall relieve Contractor of Contractor’s full responsibility to provide 	the insurance required by this Contract.  Compliance with the insurance requirements of this 	Contract shall not limit the liability of Contractor or its subcontractors, employees or agents to 	the State or others, and shall be in additional to and not in lieu of any other remedy available to 	the State under this Contract or otherwise.  The State reserves the right to request and review a 	copy of any evidence of insurance to assure compliance with these requirements."



Refer to question 241 of this amendment. 



244.	Attachment E: Consistent with the changes requested to   Attachment D (paragraph 16 and 	section C. Evidence of Insurance, 4. Review and Approval) and due to the confidential nature 	of insurance policies, please consider revising as follows: "All certificates required by this 	Contract shall be sent directly to Division of Health Care Financing and Policy, Attn: Tammy 	Ritter, 1100 East William Street, Suite 101, Carson City, NV 89701.  The State project/contract 	number and project description shall be noted on the certificate of insurance.  The State 	reserves the right to require evidence of insurance required by this Contract at any time.  DO 	NOT SEND CERTIFICATES OF INSURANCE TO THE STATES RISK MANAGEMENT 	DIVISION."



Vendors may use Attachment B within RFP 3260.



245.	Section 9.2.3.2  The RFP states, “A vendor shall not include or refer to its name, address or 	other information that would indicate to an evaluator which company is proposing” and “A 	vendor shall not include or refer to its name, address or other information that would indicate to 	an evaluator which company is proposing.” Can the State provide more specifics as to what this 	information or indicators might be? Further, in order to best organize our response for the State, 	we use a stylized template. Although this does not provide a company name or any identifying 	information, the use of color/style, branding, and graphics could potentially be compared to the 	non-anonymous portions of our submission, leading to the identification of our company. Can 	the State provide more information regarding color, style, or graphics vendors should use in the 	Scope of Work sealed submission?



The State requests vendors to exercise their best judgment. 



246.	Section 10.1.1  The RFP states that the Phase I Submission is an anonymous pass/fail 	submission evaluation and that the Purchasing Division or other suitable individual will 	perform the evaluation of the pass/fail portions of this solicitation. Can the State provide more 	information regarding this phase of the evaluation? Specifically, what do vendors need to 	achieve/accomplish in order to pass this phase? With the mandate that vendors not provide 	“other information that would indicate to an evaluator which company is proposing,” can the 	State clarify how much information vendors are to include within their Scope of Work response 	to achieve a passing score while, at the same time, not providing distinguishing information?



The State does not disclose this information.  



247.	Amendment 1 The RFP language has been changed to read, “A Certificate of Authority must 	be provided upon contract award.” Can the State clarify if “contract award” is the “Selection of 	vendor” date included on Page 226 of the RFP, which is “on or about 9/22/16?”  If the Vendor 	has Substantial Progress towards a COA will they be permitted to continue in the process after 	9/22/16?



Selection of vendor is on or about 9/22/16.  After the selection, there may be negotiations.  Once this process is completed, the contract will be awarded.  The process should be completed and on the Board of Examiners agenda by 11/01/16 for approval at the 12/13/16 meeting. 



248.	Section 1.2.2  The RFP states: “The contracts resulting from this RFP shall be effective from 	July 1, 2017, to June 30, 2021 with the possibility of two (1) year extensions if in the best 	interest of the State. The mandatory geographic service areas included in the contracts will be 	urban Clark and Washoe Counties.” Can the State clarify how many contracts will be awarded 	for each service area?



The State declines to answer.



249.	Section 3.4.6.2 Whether vendors choose to use the FFS formulary or one of their own, are 	vendors permitted to negotiate and collect supplemental drug rebates from pharmaceutical 	manufacturers?

No.  



250.	Section 3.4.6.2  The RFP states, “Vendors who utilize the FFS formulary will receive a higher 	point value in the RFP evaluation.” Can clarification be provided as to how many additional 	points will be provided to vendors that choose to utilize the FFS formulary? Further, as this is a 	pass/fail evaluation, can the State provide detail on how points are awarded to vendors?



The State does not disclose weight measures.



251.	Section 9.1.13  The RFP states, “Written responses must be in bold/italics.” Does the State 	have 	a preferred font and/or size? Are exhibits, highlight boxes, and tables excluded from the 	“bold/italics” requirement? Can Arial Regular/Narrow be used for exhibits and tables?



The State requests vendors to exercise their best judgment. 



252.	Section 9.1.14  Due to the complex nature of certain workflow/process flow diagrams, may 	vendors use a larger paper size (e.g., 11x17) for those exhibits?



Refer to question 251 of this amendment.



253.	Section 4.1.14  Can vendors submit the Financial Information in electronic format? Can this 	information be included within the Public Records Flash Drive?



No, refer to Section 9.6 of the RFP.



254.	Sections 9.2-9.6, 9.8  Vendors are being asked to provide a total of 35 binders. In an effort to 	comply with the State’s request for vendors to not provide “unnecessarily elaborate responses 	beyond what is sufficient to present a complete and effective response,” would the State 	consider one original copy for each sealed package and an electronic copy?

No.



255.	Section 3.12.2  Nevada appears to follow the National Association of Insurance Commissioners 	(NAIC) guidelines. Would the State clarify if the $15,000,000 Performance Security Deposit 	and subsequent adjustments can be included as part of the NAIC statutory capital requirements, 	or if the $15,000,000 Performance Security Deposit is in addition to statutory capital 	requirement following NAIC guidelines?



This question should be directed to the Division of Insurance as they are the regulatory body for insurance companies which operate within the State.  



256.	Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 	vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 	health plan (QHP) on the Individual Exchange of the State designated Health Insurance 	Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 	have a product available on the HIX will receive a higher point value in the RFP evaluation.” 	As the Scope of Work is an anonymous pass/fail submission, can the State please clarify the 	“higher point evaluation” aspect of the RFP evaluation? Further, the RFP does not appear to 	provide any information regarding how Phase I Scope of Work submissions will be evaluated 	other than vendors will either pass or fail this part of the evaluation; yet this requirement 	appears to indicate there is a scoring methodology being applied. Can the State provide detailed 	information on the overall Scope of Work scoring methodology as well as score weighting for 	this specific QHP requirement?



The State does not disclose weight measures.



257.	Section 3.2  The RFP states, “In addition to providing Medicaid Managed Care services, the 	vendors are encouraged but not required to provide, at a minimum; one (1) Silver qualified 	health plan (QHP) on the Individual Exchange of the State designated Health Insurance 	Exchange (HIX), which could be either a State or the federal HIX. Vendors who have or will 	have a product available on the HIX will receive a higher point value in the RFP evaluation.” 	What is the state’s timeline expectation for Silver QHP implementation, including network 	development? If an MCO commits to providing a Silver QHP, but cannot commit to a 2017 	QHP go-live, will the MCO be scored lower? Can the State provide additional information to 	score weighting for vendor submissions that may not include a Silver QHP commitment as 	opposed to those that do?



The bid requires the statement of willingness to comply as outlined in 3.2.3. The expectation is the requirement be initiated as soon as possible after Board of Examiners approval, but no later than 2018.



The State does not disclose weight measures.



258.	Section 4.1.2  RFP Section 4.2.1.4 that states, “Provide the same information for any proposed 	subcontractors as requested in Section 4.1, Vendor Information,” can the State clarify if 	“Vendor Information” means all information included in 4.1 and its subsections, specifically, 	4.1.12.7 (“provide copies of any current licenses or certifications, including your license to 	operate as an HMO in Nevada”) and the information requested in 4.1.14.3 (“The last two years 	and current year interim: A. Profit and Loss Statement and B. Balance Statement”)?  If vendors 	are required to supply financial information for all subcontractors, can this information be 	provided electronically? If not registered in Nevada, are subcontractors required to register as 	foreign corporations before contract execution?



The State does not require financials from subcontractors; however, it is the awarded vendor’s responsibility to ensure subcontractor meets all requirements outlined in the RFP.   



259.	Section 11.1  The RFP states, “The information in this section does not need to be returned 	with the vendor’s proposal.” However, Section 11.1.6 states, “Proposals must include any and 	all proposed terms and conditions, including, without limitation, written warranties, 	maintenance/service agreements, license agreements and lease purchase agreements. The 	omission of these documents renders a proposal non-responsive.” Can the State clarify what 	information, if any, included in RFP Section 11 needs to be included in proposal submissions?



Refer to question 251 of this amendment.



260.	Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 	conditions, including, without limitation, written warranties, maintenance/service agreements, 	license agreements and lease purchase agreements. The omission of these documents renders a 	proposal non-responsive.” If vendors are to include this information within proposal 	submissions (see contradictory language in RFP Section 11.1), can the State clarify where the 	information is to be included?



Refer to question 251 of this amendment.



261.	Section 11.1.10  The RFP states, “A description of how any and all services and/or equipment 	will be used to meet the requirements of this RFP shall be given, in detail, along with any 	additional informational documents that are appropriately marked.” If vendors are to include 	this information within their proposal submissions (see contradictory language in RFP Section 	11.1), can the State clarify where the information is to be included?



This section is to provide basic guidelines to ensure vendors submit a responsive proposal. 



262.	Section 11.1.6  The RFP states, “Proposals must include any and all proposed terms and 	conditions, including, without limitation, written warranties, maintenance/service agreements, 	license agreements and lease purchase agreements. The omission of these documents renders a 	proposal non-responsive.”  Can the State provide more information regarding what information 	needs to be provided with vendor proposal submissions if vendors are to include this 	information within their proposal submissions (see contradictory language in RFP Section 	11.1)? Does this relate to any agreements with any proposed subcontractor for any/all proposed 	services? Does this refer to providers within proposed networks?



Refer to question 261 of this Amendment.



263.	Section 11.1.12  The RFP states, “Proposals which appear unrealistic in the terms of technical 	commitments, lack of technical competence, or are indicative of failure to comprehend the 	complexity and risk of this contract, may be rejected.” Can the State provide more guidance on 	how vendors should provide detailed information regarding technical competence in the Scope 	of Work while not violating the mandate to not present company information that “would 	indicate to an evaluator which company is proposing?”



Refer to question 261 of this Amendment.



264.	Section 3.4.2.15-A   The RFP states, “The CCP must identify the goals and objectives of the 	vendor’s cultural competency program and encompass the goals and objectives described in the 	DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS).“ Can the State 	confirm the date and/or version of the DHCFP QAPIS for encompassing and aligning goals and 	objectives. Is it the 2014-2015 version located here: 	http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/Nevada's%202014-	2015%20Quality%20Assessment%20and%20Performance%20Improvement%20Strategy%20(	QAPIS).pdf



The correct link is below. 



http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-17_QAPIS_Report_F1.pdf 



265.	Section 3.5.7.10-R  The RFP states: “Receiving Long Term Services and Supports, such as but 	not limited to, Personal Care Services and/or Home Health. When a recipient changes vendors 	or reverts to FFS while hospitalized, the transferring vendor shall notify the receiving vendor, 	the receiving provider, or [emphasis added] the DHCFP Quality Improvement Organization 	(QIO) like vendor as appropriate.” 1. Can the State clarify which parties shall be notified and 	what constitutes “as appropriate” (e.g. Should all providers and vendors rather than “or” be 	notified, or only those involved in direct recipient care as outlined in discharge planning or 	service coordination plan)?  2. Can the State indicate if there is a time frame for this 	requirement--within what timeframe from change to FFS and notification?



Notifications should be made to all involved parties providing, or who will be providing, direct recipient care.  If the member reverts to FFS, the QIO-like vendor should be notified.  The notification process should be made as soon as the change is known.  Any transition between FFS, MCO vendors or the HIX should be coordinated to ensure medically necessary services are received timely and without interruption. The vendor must have policies and procedures to ensure a recipient's smooth transition from FFS/other vendors. Unless otherwise identified in this RFP, changes to the care plan should be based on an updated assessment, recipient needs and medical necessity standards.



266.	Section 3.4.2.5  The RFP states, “DHCFP, at its sole discretion, may require removal of the 	prior authorization requirement based on reported approval percentage rates.” How does the 	State determine the threshold for removing the requirement?



The DHCFP will work with MCOs for continuity, access and to decrease administrative burden.  This may be accomplished through data analysis, national standards, quality initiatives or historical trends.



267.	Section 3.6.1.1-20  The RFP states, “To the extent available, quality and performance 	indicators, including recipient satisfaction.” 1. Can the State clarify “to the extent available” 	and the depth of information requested: Should proposer include particular indicators in the 	Member Handbook itself—and with results--or pointers to indicators and/or results on public 	websites? 2. Is this request for state-specific indicators or national?



This is intended to be a general summary of state specific quality and performance indicators. There can be a reference to other documents or web for information on 3.6.1.1.B.20.



268.	Section 9.2.3.1  Considering the requirement that Vendors should submit their response to 	Scope of Work anonymously, should vendors leave the “Vendor Name” and “Address” fields 	blank on the title page to the Scope of Work response?



Yes.



269.	Sections 9.1.1 and 9.1.6  The RFP states, “Vendors’ proposals must be packaged and submitted 	in counterparts; therefore, vendors must pay close attention to the submission requirements.” 	RFP Section 9.1.6 states, “Vendors may submit their proposal broken out into the four (4) 	sections required, or five (5) sections if confidential technical information is included, in a 	single box or package for shipping purposes.” Please confirm it is permissible for Vendors to 	include the entire response in a single package, including the scope of work response, 	considering the scope of work response is an anonymous submission.



Yes.



270.	Section 9.2.3.2  The RFP states: “Vendor shall not include a company name or any information 	that identifies the company when responding to the questions in Section 3 ~ Scope of Work. 	Vendors must submit their response to the Scope of Work anonymously. A vendor shall not 	include or refer to its name, address or other information that would indicate to an evaluator 	which company is proposing.” Considering Scope of Work responses will not have any 	information that identifies its organization, does the State have a mechanism in place that will 	allow it to keep track of which anonymous Scope of Work response is submitted by each 	vendor so it can identify which vendors have passed that evaluation portion?

Yes.



271.	Section 10.2  The RFP states “Proposals shall be consistently evaluated and scored in 	accordance with NRS 333.335(3) based upon the following criteria: 10.2.4 Expertise and 	availability of key personnel.” Furthermore, section 3.15.3.3 of the RFP (p. 174-174) states 	“With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 	assigned to any other responsibility and must be housed in the vendor’s Nevada administrative 	offices, key personnel may be responsible for more than one area.” This section also lists the 	following eight named “key positions” for which Section 4.4 (p. 217) requires resumes: 	Administrator, Chief Financial Officer, Medical Director, Recipient Services Manager, 	Provider Services Manager, Grievance and Appeals Coordinator, Claims Administrator, and 	Nevada Operations Manager. Please clarify State’s definition of “availability” and how 	“availability of key personnel” is evaluated, measured, and scored when the RFP specifies the 	Nevada Medicaid/CHIP Operations Manager as the only position that must be located in 	Nevada without any other assigned responsibility.



Key personnel must be available to meet all aspects of the RFP.

The scoring information is not disclosed during this process. 



272.	Attachment G and Section 4.4  The RFP states, “A resume must be completed for each 	proposed key personnel responsible for performance under any contract resulting from this RFP 	per Attachment G, Proposed Staff Resume.” RFP Section 9.3.3.7 states, “Vendors must include 	all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this section.” And 	Attachment G states, “A resume must be completed for all proposed prime contractor staff and 	proposed subcontractor staff using the State format.” Is it required to provide Attachment G for 	each key personnel for the contractor and subcontractor or is it for all proposed staff?



A Resume for key personnel of the contractor and the subcontractor.



273.	Section 3.14.5.5  The RFP refers to a Vendor’s “Chief Executive Officer” please confirm if this 	position is equivalent to the “Administrator” role, specified in RFP Section 3.15.3.3, or if the 	“Chief Executive Officer” is an additional required position.



Yes.  The State confirms that the Administrator is equivalent to the Chief Executive Officer.



274.	Section 3.6.3.2  The RFP states: “The vendor must offer every enrolled recipient a PCP or 	Primary Care Site located within a reasonable distance from the enrolled recipient’s place of 	residence, but in any event, the PCP or PCS may not be more than twenty-five (25) miles from 	the enrolled recipient’s place of residence per NAC 695C.160 without the written request of the 	recipient.” This could raise concerns in remote rural areas in a state that covers more than 	110,500 square miles. Would this rule apply if geographic areas are expanded beyond the 	mandatory areas noted in RFP Section 1.2.2? If so, would exceptions be granted for remote 	locations where there simply are no appropriate providers?



If additional geographic areas are included during this contract period, there will be appropriate adjustments made to access standards. Rules stated in this RFP are for urban Washoe and Clark Counties.



275.	Attachment Q  Will an actuarial report detailing the development of the 2016 managed care 	rates be available prior to the submission of the RFP?



Refer to question 2 of this amendment.



276.	Section 5  Will a data book of historical medical costs be provided to assist in the bidders’ cost 	proposal?



Refer to question 2 of this amendment.



277.	Section 6 Will the Administrative Rate be re-negotiated after the first year of the contract or as 	there are changes to covered services or eligibility requirements?



No



278.	Section 3.15  Are there any specific staffing ratios required by the vendor that should be 	considered in the Administrative Rate?



Except as specifically indicated in this RFP there are no staffing ratio requirements. There must be sufficient staffing levels of appropriately qualified staff to meet the requirements of this RFP.



279.	Section 3.4.3.2  HIS / Tribal Clinics are listed as Essential Community Providers that must be 	contracted but are later listed as an “excluded population” in 3.4.4.2 and MCO is not required 	to pay for services received at a Tribal Clinic. Must we contract with Tribal Clinics if an 	excluded population?



No contract is required but IHS/Tribal clinics must be identified as essential community providers and enrolled in network.



280.	Section 3.4.4.2  Do FQHCs maintain contracts with schools to provide School Based Child 	Health Services under this contract? Are MCOs required to contract with both FHQCs and 	School Based Child Health Services provider?



Refer to beginning of this amendment.



281.	Section 3.16.6.1  Please clarify if documents used in the recruitment and network development 	contracting phase, including mass mailings, require DHCFP prior approval?



Refer to beginning of this amendment.



282.	Section 1.5.7   Can an employee from an awarded MCO sit on the DHCFP Medical Care 	Advisory Committee?



NRS 422.153 governs the composition of the Medical Care Advisory Committee. The Director of the Department of Health and Human Services appoints each member.  

 

 Given the function of the committee, the DHCFP interprets that it would be a conflict of interest for an employee from an MCO to sit on this committee.



283.	Section 1.7  Will the State make available historical MMIS data (e.g., providers utilization, 	encounters, payments) to awarded vendors?



Refer to question 2 of this amendment.



284.	 Section 3.7.4  Please clarify when MCOs need DHCFP approval of subcontracts - prior to 	contract award or prior to go-live?



[bookmark: _Toc454804415]All Subcontracts, excluding network provider contracts but including delegation agreements, must be in writing and must be prior approved by the DHCFP. Refer to ATTACHMENT S – LIQUIDATED DAMAGES AND INTERMEDIATE SANCTIONS



285.	Section 1.5.2  Can you confirm that non-emergency transportation is carved out of this contract 	and procured separately by DHCFP?



Yes.  The State confirms non-emergency transportation is carved out of the RFP.



286.	Section 3.2  The RFP states “Vendors who have or will have a product available on the HIX 	will receive a higher point value in the RFP evaluation.”  Can the State provide more 	information as to what the difference in point value, if any, would be between vendors who 	intend to have a product available on the HIX and those who already have such a product?



The State does not disclose weighted measures.



287.	Section 3.4  The RFP states, “The vendor shall not issue any insurance certificate or evidence 	of insurance to any Medicaid or Nevada Check Up recipient. Any insurance duty shall be 	construed to flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up 	enrolled recipient.” The COA application requires a copy of the form of evidence of coverage 	to be issues to the enrollees.  Can the State provide clarification as to whether the form of 	evidence of coverage is issued by the vendor or by DHCFP?



All Medicaid recipients receive a Medicaid card through DHCFP's QIO-like vendor. Eligibility should be verified through the Eligibility Verification System (EVS) at minimum monthly and/or prior to provision of services.



288.	Sections 3.7, 3.7.2.11, and 3.15.6.1  The RFP requires vendors to “establish and manage 	appropriate provider networks and maintain existing written provider agreements…” The RFP 	further states “the vendor must provide to the DHCFP supporting documentation…which 	demonstrates it has the capacity to serve the expected enrollment in its service area in 	accordance with the DHCFP’s standards for access to the care at the time it enters into the 	contract with the State…” The RFP states, “Beginning no later than 60 days prior to the service 	start date, the vendor shall implement procedures necessary to obtain executed subcontracts and 	Medicaid provider agreements with a sufficient number of providers to ensure satisfactory 	coverage of initial enrollments.” Can the State clarify the deadline when contracted provider 	networks must be established? When the provider agreements need to be in place?



By contract start date the vendor must have sufficient network to manage all recipient needs per contract ratios, access standards and all components of this RFP.



289.	Section 3.4.3.2 Please provide a definition of “Community Paramedicine” as an Essential 	Community Provider.



This is a new service. Prior to this program going live there will be an update to the MSM.



290.	Section 3.4.2.7 E. The geographic location of providers and enrolled recipients, considering 	distance (pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 	by recipients, and whether the location provides physical access for recipients with disabilities. 	Primary Care Provider (PCP) or Primary Care Site may not be more than 25 miles from the 	enrolled place of residence without the written request of the recipient. RFP page 92 states that 	PCPs may not be more than 25 miles from the enrolled recipients place of residence.  The 	7/7/16 memo regarding “Network Requirements for COA and RFP” shows a standard of 15 	minutes or 10 miles for PCP access in a Metro area in the table.  Which standard are we 	following, the 25-mile or 15-minute/10 mile standard? The State’s 7/7/16 memo regarding 	“Network Requirements for COA and RFP” includes county populations but does not include 	potential Medicaid population. Can the State provide projected Medicaid populations to be 	covered? This information would help us to develop network based on density ratios.



Unless there are substantial benefit and/or program changes (ie expansion of managed care to MABD recipients), we expect a flat or possibly slightly diminishing member caseload trend and therefore no significant impact upon these metrics outside of routine program churn and population transience.



The DHCFP has contract access standards that must be met. If additional standards are needed to meet COA requirements, then those would also need to be met.



291.	Section 2: The term care-coordinator is included in the definitions on page 13 but is not used 	anywhere else in the RFP. Should this definition instead be for case manager, the term used 	throughout the RFP?



Yes, in the RFP those terms are interchangeable as long as service specification and qualifications are met.



292.	Section 3.1.7: Please provide more specific information about the catchment areas outside of 	the State of Nevada. Will the vendor be required to establish contracts in these areas if 	sufficient access can be provided with Nevada-based providers? 



The vendor would either need to establish a contract, cover services out of network, and/or ensure timely access with a contracted provider. Also refer to 3.4.2.9. See question 204 of this amendment.



293.	Section 3.2: What is the expected point differential between vendors who provide or propose to 	provide plans on the State-Designated Health Insurance Exchange and those that do not?



The State does not disclose weight measures.  



294.	Section 3.4.4.4: Is it acceptable to provide Tobacco screening as part of an SBIRT intervention, 	and is the SBIRT modality included in the proposed capitation rates?



Tobacco screening is not a part of SBIRT intervention.



295.	Section 3.4.6: Are vendors permitted to include mail-order pharmacies in their networks?



Yes, but the recipient may not be billed for the shipping fee. 



296.	Attachment Q: Will DHCFP please provide the capitation rate development report completed 	by the actuary in order for bidders to understand the methodology used to develop the rate 	cells? 



Refer to question 2 of this amendment.



297.	General: Will DHCFP please provide a data book with 3 years of claims history from the 	program?



Refer to question 2 of this amendment.



298.	Section 3.13.4.2.B requires that notices be available in alternative formats for persons with 	special needs (visually impaired recipients, or recipients with limited reading proficiency).  Is 	there a specific font size and Flesch score required by DHCFP?



Please refer to Section 504 of the Rehabilitation Act of 1973 regarding accommodation of individuals with impairments. As a recipient of Federal Financial Participation, the MCO contracted by the DHCFP is required to adhere to this act. Also See RFP section 3.6.1.1.



299.	Regarding Section 2, Acronyms/Definitions, Please confirm that the definition of Subcontractor excludes Vendor affiliates for purposes of this RFP.



Refer to question 193 of this amendment.



ALL ELSE REMAINS THE SAME FOR RFP 3260



Vendor must sign and return this amendment with proposal submitted.

		Vendor Name:

		



		Authorized Signature:

		



		Title:

		

		Date:

		





		This document must be submitted in the “State Documents” section/tab of vendors’ technical proposal.
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RFP 3260 Managed Care Organization


Amendment 2 question 47.





Please replace RFP section with the following: 





Excluded Populations, Services and Coverage Limitations for individuals enrolled in Managed Care.





The DHCFP has determined the following services are either excluded as an MCO covered benefit and will be covered under FFS or have current coverage limitations.  The DHCFP reserves the exclusive right to include any of the following services as a covered benefit or modify coverage limitations at any time.  The DHCFP will review and may adjust the capitation payment to ensure an actuarial sound rate is maintained and paid to the MCO at the time of the change to cover increased/decreased medical costs and/or expanded populations.  The current exclusions and limitations are identified as follows:





All services provided at Indian Health Service Facilities and Tribal Clinics.





All eligible Indians may access and receive covered medically necessary services at Indian Health Service (IHS) facilities and Tribal Clinics Provider Type 47 (PT).  Eligible Indians who are eligible as Nevada Title XIX or Title XXI recipients may choose to opt out of managed care. If an eligible Indian who is enrolled in managed care seeks covered services from IHS, the vendor must request and receive medical records regarding those covered services/treatments provided by IHS. If covered services are recommended by IHS and the recipient seeks those services through the vendor, the vendor must either provide the service or must document why the service is not medically necessary. The documentation may be reviewed by the DHCFP or other reviewers. The vendor is required to coordinate all services with IHS. If a Nevada Medicaid (Title XIX) or Nevada Check Up (Title XXI) eligible Indian recipient elects to disenroll from the vendor, the disenrollment will commence no later than the first day of the second administrative month after which all covered medically necessary services will be reimbursed by FFS.





The vendor is not responsible for payment of any service received by an enrolled recipient at an IHS facility or Tribal Clinic. The IHS facility or Tribal Clinic will submit their claims directly to the DHCFP's Fiscal Agent and will be paid by the DHCFP through the FFS fee schedule.





Non-Emergency Transportation (NET)





The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically necessary non-emergency transportation.  The vendor and its subcontractors shall coordinate with the NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled recipients.  The vendor and its subcontractors must also verify medical appointments upon request by the DHCFP or the NET Broker.





School-Based Child Health Services (SBCHS) with Limitations





The DHCFP has provider contracts with several school districts to provide certain medically necessary covered services through School Based Child Health Services (SBCHS) to eligible Title XIX Medicaid and Title XXI Nevada Check Up recipients. School-Based Health Clinics are separate and distinct from School-Based Child Health Services.





Eligible Medicaid recipients who are three (3) years of age and older can be referred by their PCP, school physician, special education teacher, school nurse, school counselor, parent or guardian, or social worker to SBCHS for an evaluation.  If the child is found eligible for these services, then an Individual Education Plan (IEP) is developed for the child.  The IEP specifies services needed for the child to meet his/her educational goals.  A copy of the IEP will be sent to the child’s PCP within the managed health care plan, and maintained in the recipient’s medical record.





The school districts provide, through school district employees or contract personnel, the majority of specified medically necessary covered services.  Nevada Medicaid reimburses the school districts for these services in accordance with the school districts’ provider contract. The current school district contracts will be maintained by the State; the MCO will not contract directly with the school district. 





The vendors will provide covered medically necessary services beyond those available through the school districts, or document why the services are not medically necessary.  The documentation may be reviewed by the DHCFP or its designees.  Title XIX Medicaid-eligible children are not limited to receiving health services through the school districts.  Services may be obtained through the vendor rather than the school district if requested by the parent/legal guardian.  





The vendor must reimburse school based health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health Clinic (RHC).  These services must not have restrictions of prior authorization or PCP referral requirements.  The vendor case manager shall coordinate with the school district in obtaining any services which are not covered by the plan or the school district.





The vendor will stay up-to-date on efforts to promote State standards for SBCHS. The vendor will ensure their delivery systems support the integration of SBCHS with Medicaid managed care services.





Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Recipients requiring this service are not eligible for managed care.





Adult Day Health Care





Recipients requiring this service are eligible for managed care.





Adult Day Health Care (ADHC) services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1800. The vendor is responsible for ensuring referral and coordination of care for ADHC services.  The vendor must ensure that recipients who are receiving ADHC services are receiving all medically necessary services covered in the managed care benefit package.





Home and Community Based Waiver Services (1915(c)).





Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) Assessments.





All PASRR and LOC are performed by the DHCFP’s fiscal agent.





Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations





The vendor must ensure that recipients, who are referred for evaluation for SED/SMI, or who have been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and that the recipient is receiving covered medically necessary medical, mental health and mental health rehabilitation services.





The vendor or its identified subcontractors/network providers must ensure that the parent/guardian of a minor recipient who is referred for SED assessment, or an adult who is referred for SMI assessment, is fully informed of the reason why the assessment is necessary, and must obtain authorization from the minor recipient’s parent/guardian or from the enrolled adult or his/her personal representative to conduct the assessment and to release the determination to the DHCFP and/or its designee.





Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal representative designation form, is available upon request.





The vendor and its identified subcontractors/network providers are the only entities that have the authority to make the SED or SMI determination for its enrolled recipients.  If any entity other than the vendor or its identified subcontractors/network providers makes a determination on behalf of a Medicaid recipient who is enrolled in managed care at the time such determination is made, the determination will be rejected and the entity will be directed to refer the enrolled recipient to the vendor for a determination and services. SED or SMI determinations made by authorized entities referenced in Chapter 400 of the MSM will be considered valid for recipients who transition from FFS to managed care.  Likewise, determinations made by the vendor or its identified subcontractors/network providers will be considered valid for recipients who transition from managed care to FFS.  SED or SMI determinations made by appropriately licensed mental health practitioners within the 12-month period preceding initial Medicaid eligibility will be considered valid for either FFS or managed care recipients.





If an enrolled recipient is determined to be either SED or SMI, the vendor must ensure that DHCFP requirements for data collection are met.





Recipients who receive either an SED or SMI determination must be redetermined at least annually.  For recipients who have the option to and have voluntarily elected to remain enrolled in managed care, the process for these redeterminations is the same as for the initial SED or SMI determination as stated above.





Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide.





Targeted Case Management (TCM)





TCM, as defined by Chapter 2500 in the MSM, is carved out of the managed care contracts.  Case management, which differs from TCM is required from the contracted Vendors.





Child Welfare





Recipients in Child Welfare and Foster Care are voluntarily enrolled in managed care if their guardian requests enrollment. 





There may be times when DCFS and County Child Welfare Providers have provided services to a FFS recipient who then moves into managed care. Contracting with these providers is preferred as it will help ensure continuity of care of these recipients. 





All Nursing Facility Stays Over Forty-Five (45) Days





Pursuant to the MSM, the vendor is required to track and cover the first forty five (45) calendar days of a nursing facility admission, pursuant to the Medicaid Services Manual (MSM).  The vendor is also required to collect any patient liability (PL) for each month a capitated payment is received. The vendor shall notify the DHCFP on the 46th day that the recipient is to be disenrolled.  The recipient will be disenrolled from the MCO and the stay will be covered by FFS commencing on the 46th day of the facility stay.





Swing Bed Stays In Acute Hospitals Over Forty-Five (45) Days





Pursuant to the MSM, the vendor is required to cover the first forty-five (45) calendar days of a swing bed admission.  The vendor is also required to collect any PL for each month a capitated payment is received.  The vendor shall notify the DHCFP by the fortieth (40th) day of any swing bed stay expected to exceed forty-five (45) days. The recipient will be disenrolled from the MCO and the stay will be covered by FFS commencing on the forty-sixth (46th) day of the facility stay.





Residential Treatment Center (RTC), Medicaid Recipients





The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XIX State Plan, the vendor is responsible for reimbursement of all RTC charges including admission, bed day rate, and ancillary services until properly disenrolled from managed care.  Recipients who are covered under Title XIX Medicaid will be disenrolled from the vendor on the first day of the next month following the RTC admission. Recipients who enter an RTC after cutoff will be retro-disenrolled to the first day of the month following RTC admission.  The RTC bed day rate and ancillary services will be reimbursed through FFS thereafter for this population.





The vendor is responsible for ensuring a smooth transition to FFS Medicaid in accordance with this RFP.





The DHCFP reserves the right to amend the State of Nevada Title XIX State Plan, which may result in uninterrupted managed care enrollment for this population.  If this is the case, the vendor will be responsible only for covered medically necessary services throughout the RTC stay.





Residential Treatment Center (RTC), Nevada Check Up Recipients 





The vendor is responsible for notifying the DHCFP of the recipient’s RTC admission within five (5) calendar days of the admission date.  Pursuant to the State of Nevada Title XXI State Plan, recipients who are covered under Nevada Check Up will remain enrolled with the vendor throughout their RTC admission.  The vendor is responsible for reimbursement of all ancillary services [i.e., physician services, optometry, laboratory, and x-ray services, etc.] for Nevada Check Up recipients throughout their RTC admission.  The RTC admission and bed day rate will be covered by FFS for this population commencing on the first day of admission.





Hospice





Once admitted into hospice care, Medicaid Managed Care recipients will be disenrolled immediately.  Nevada Check Up recipients will not be disenrolled, however payment for Nevada Check Up hospice services will be carved out and FFS should be billed.





Dental Services





These include covered diagnostic, preventive or corrective services or procedures that include treatment of the teeth and associated structures of the oral cavity for disease, injury or impairment that may affect the oral or general health of the eligible Medicaid recipient up to age 21 years and eligible Nevada Check Up recipients up to the birth month of their 19th year; and dentures. Follow up for emergent and urgent dental care.  





Orthodontic Services





Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM Chapter 1000. The MCO is responsible for ensuring referral and the coordination of care for orthodontic services, pursuant to this RFP.  
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2014


			Nevada Division of Health Care Finance and Policy


			2014 Managed Care Rates    																								AGP - Expansion												HPN - Expansion												AGP - Other												HPN - Other





																											Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total








												MEDICAID Southern Region 


			NVLV			TANF/CHAP			01A			Males & Females; < 1yr old															$0.42			$323.90			$324.32						$0.41			$319.92			$320.33						$0.42			$328.19			$328.61						$0.41			$324.15			$324.56


			NVLV			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$8.38			$108.60			$116.98						$8.28			$107.27			$115.55						$8.38			$110.04			$118.42						$8.28			$108.69			$116.97


			NVLV			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.79			$84.37			$103.16						$18.56			$83.33			$101.89						$18.79			$85.48			$104.27						$18.56			$84.43			$102.99


			NVLV			TANF/CHAP			04F			Females; 15 - 18 yrs old															$20.16			$128.91			$149.07						$19.91			$127.32			$147.23						$20.16			$130.62			$150.78						$19.91			$129.01			$148.92


			NVLV			TANF/CHAP			04M			Males; 15 - 18 yrs old															$17.90			$90.88			$108.78						$17.68			$89.76			$107.44						$17.90			$92.08			$109.98						$17.68			$90.95			$108.63


			NVLV			TANF/CHAP			05F			Females; 19 - 34 yrs old															$10.19			$329.22			$339.41						$10.06			$325.17			$335.23						$6.46			$261.87			$268.33						$6.38			$258.65			$265.03


			NVLV			TANF/CHAP			05M			Males; 19 - 34 yrs old															$14.14			$263.94			$278.08						$13.97			$260.69			$274.66						$5.97			$132.81			$138.78						$5.90			$131.17			$137.07


			NVLV			TANF/CHAP			06F			Females; 35+ yrs old															$18.46			$557.32			$575.78						$18.24			$550.47			$568.71						$7.83			$378.56			$386.39						$7.73			$373.90			$381.63


			NVLV			TANF/CHAP			06M			Males; 35+ yrs old															$20.22			$444.21			$464.43						$19.97			$438.75			$458.72						$7.71			$283.78			$291.49						$7.62			$280.29			$287.91





												MEDICAID Northern Region 


			NVRN			TANF/CHAP			01A			Males & Females; < 1yr old															$0.42			$257.33			$257.75						$0.41			$254.16			$254.57						$0.42			$260.73			$261.15						$0.41			$257.53			$257.94


			NVRN			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$8.38			$94.10			$102.48						$8.28			$92.95			$101.23						$8.38			$95.35			$103.73						$8.28			$94.18			$102.46


			NVRN			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.79			$67.44			$86.23						$18.56			$66.61			$85.17						$18.79			$68.33			$87.12						$18.56			$67.49			$86.05


			NVRN			TANF/CHAP			04F			Females; 15 - 18 yrs old															$20.16			$121.85			$142.01						$19.91			$120.35			$140.26						$20.16			$123.46			$143.62						$19.91			$121.94			$141.85


			NVRN			TANF/CHAP			04M			Males; 15 - 18 yrs old															$17.90			$90.39			$108.29						$17.68			$89.27			$106.95						$17.90			$91.58			$109.48						$17.68			$90.46			$108.14


			NVRN			TANF/CHAP			05F			Females; 19 - 34 yrs old															$10.19			$291.35			$301.54						$10.06			$287.76			$297.82						$6.46			$231.74			$238.20						$6.38			$228.89			$235.27


			NVRN			TANF/CHAP			05M			Males; 19 - 34 yrs old															$14.14			$244.13			$258.27						$13.97			$241.13			$255.10						$5.97			$122.84			$128.81						$5.90			$121.33			$127.23


			NVRN			TANF/CHAP			06F			Females; 35+ yrs old															$18.46			$576.79			$595.25						$18.24			$569.70			$587.94						$7.83			$391.78			$399.61						$7.73			$386.96			$394.69


			NVRN			TANF/CHAP			06M			Males; 35+ yrs old															$20.22			$389.70			$409.92						$19.97			$384.91			$404.88						$7.71			$248.96			$256.67						$7.62			$245.89			$253.51











												CHECK UP Southern Region 


			NVLV			CHECKUP			01A			Males & Females; < 1yr old																																							$0.45			$232.52			$232.97						$0.44			$229.66			$230.10


			NVLV			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$13.45			$127.60			$141.05						$13.28			$126.03			$139.31


			NVLV			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$25.57			$103.69			$129.26						$25.26			$102.42			$127.68


			NVLV			CHECKUP			04F			Females; 15 - 18 yrs old																																							$27.44			$148.58			$176.02						$27.10			$146.75			$173.85


			NVLV			CHECKUP			04M			Males; 15 - 18 yrs old																																							$25.41			$121.32			$146.73						$25.10			$119.83			$144.93





												CHECK UP Northern Region


			NVRN			CHECKUP			01A			Males & Females; < 1yr old																																							$0.45			$157.04			$157.49						$0.44			$155.11			$155.55


			NVRN			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$13.45			$114.74			$128.19						$13.28			$113.33			$126.61


			NVRN			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$25.57			$77.54			$103.11						$25.26			$76.58			$101.84


			NVRN			CHECKUP			04F			Females; 15 - 18 yrs old																																							$27.44			$141.72			$169.16						$27.10			$139.98			$167.08


			NVRN			CHECKUP			04M			Males; 15 - 18 yrs old																																							$25.41			$134.09			$159.50						$25.10			$132.44			$157.54




















2015 Jan-Jun


			Nevada Division of Health Care Finance and Policy


			2015 Managed Care Rates    																		AGP - Expansion												HPN - Expansion												AGP - Other												HPN - Other





																					Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total








												MEDICAID Southern Region 


			NVLV			TANF/CHAP			01A			Males & Females; < 1yr old									$0.54			$475.87			$476.41						$0.53			$467.07			$467.60						$0.54			$475.87			$476.41						$0.53			$467.07			$467.60


			NVLV			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old									$7.98			$127.09			$135.07						$7.83			$124.74			$132.57						$7.98			$127.09			$135.07						$7.83			$124.74			$132.57


			NVLV			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old									$18.63			$89.95			$108.58						$18.29			$88.29			$106.57						$18.63			$89.95			$108.58						$18.29			$88.29			$106.57


			NVLV			TANF/CHAP			04F			Females; 15 - 18 yrs old									$18.36			$130.64			$149.00						$18.02			$128.22			$146.24						$18.36			$130.64			$149.00						$18.02			$128.22			$146.24


			NVLV			TANF/CHAP			04M			Males; 15 - 18 yrs old									$16.04			$95.94			$111.98						$15.74			$94.17			$109.91						$16.04			$95.94			$111.98						$15.74			$94.17			$109.91


			NVLV			TANF/CHAP			05F			Females; 19 - 34 yrs old									$7.36			$184.63			$191.99						$7.22			$181.22			$188.44						$5.28			$262.36			$267.64						$5.18			$257.51			$262.69


			NVLV			TANF/CHAP			05M			Males; 19 - 34 yrs old									$10.31			$197.83			$208.15						$10.12			$194.17			$204.30						$4.52			$137.74			$142.26						$4.44			$135.19			$139.63


			NVLV			TANF/CHAP			06F			Females; 35+ yrs old									$13.50			$555.43			$568.93						$13.25			$545.15			$558.40						$6.57			$397.39			$403.96						$6.45			$390.04			$396.49


			NVLV			TANF/CHAP			06M			Males; 35+ yrs old									$16.24			$610.24			$626.49						$15.94			$598.95			$614.90						$6.40			$310.82			$317.22						$6.28			$305.07			$311.35





												MEDICAID Northern Region 


			NVRN			TANF/CHAP			01A			Males & Females; < 1yr old									$0.54			$366.93			$367.47						$0.53			$360.14			$360.67						$0.54			$366.93			$367.47						$0.53			$360.14			$360.67


			NVRN			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old									$7.98			$100.82			$108.80						$7.83			$98.95			$106.79						$7.98			$100.82			$108.80						$7.83			$98.95			$106.79


			NVRN			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old									$18.63			$71.29			$89.92						$18.29			$69.97			$88.26						$18.63			$71.29			$89.92						$18.29			$69.97			$88.26


			NVRN			TANF/CHAP			04F			Females; 15 - 18 yrs old									$18.36			$118.94			$137.30						$18.02			$116.74			$134.76						$18.36			$118.94			$137.30						$18.02			$116.74			$134.76


			NVRN			TANF/CHAP			04M			Males; 15 - 18 yrs old									$16.04			$92.19			$108.23						$15.74			$90.48			$106.23						$16.04			$92.19			$108.23						$15.74			$90.48			$106.23


			NVRN			TANF/CHAP			05F			Females; 19 - 34 yrs old									$7.36			$159.34			$166.70						$7.22			$156.39			$163.62						$5.28			$233.58			$238.86						$5.18			$229.26			$234.44


			NVRN			TANF/CHAP			05M			Males; 19 - 34 yrs old									$10.31			$200.42			$210.74						$10.12			$196.72			$206.84						$4.52			$127.23			$131.75						$4.44			$124.88			$129.31


			NVRN			TANF/CHAP			06F			Females; 35+ yrs old									$13.50			$540.57			$554.07						$13.25			$530.57			$543.82						$6.57			$373.93			$380.50						$6.45			$367.01			$373.46


			NVRN			TANF/CHAP			06M			Males; 35+ yrs old									$16.24			$584.18			$600.43						$15.94			$573.38			$589.32						$6.40			$267.55			$273.95						$6.28			$262.60			$268.88











												CHECK UP Southern Region 


			NVLV			CHECKUP			01A			Males & Females; < 1yr old																																	$0.50			$246.93			$247.43						$0.49			$242.36			$242.85


			NVLV			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																	$12.57			$135.73			$148.30						$12.34			$133.22			$145.56


			NVLV			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																	$25.46			$108.10			$133.56						$24.99			$106.10			$131.09


			NVLV			CHECKUP			04F			Females; 15 - 18 yrs old																																	$25.44			$150.62			$176.06						$24.97			$147.83			$172.80


			NVLV			CHECKUP			04M			Males; 15 - 18 yrs old																																	$23.08			$130.78			$153.86						$22.65			$128.36			$151.01





												CHECK UP Northern Region


			NVRN			CHECKUP			01A			Males & Females; < 1yr old																																	$0.50			$165.55			$166.05						$0.49			$162.49			$162.98


			NVRN			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																	$12.57			$111.61			$124.18						$12.34			$109.55			$121.88


			NVRN			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																	$25.46			$73.40			$98.86						$24.99			$72.04			$97.03


			NVRN			CHECKUP			04F			Females; 15 - 18 yrs old																																	$25.44			$132.35			$157.79						$24.97			$129.90			$154.87


			NVRN			CHECKUP			04M			Males; 15 - 18 yrs old																																	$23.08			$128.32			$151.40						$22.65			$125.95			$148.60




















2015 Jul-Dec


			Nevada Division of Health Care Finance and Policy


			July - Dec 2015 Managed Care Rates    																								AGP - Expansion												HPN - Expansion												AGP - Other												HPN - Other





																											Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total








												MEDICAID Southern Region 


			NVLV			TANF/CHAP			01A			Males & Females; < 1yr old															$0.54			$489.56			$490.10						$0.53			$480.55			$481.08						$0.54			$489.56			$490.10						$0.53			$480.55			$481.08


			NVLV			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$7.98			$124.98			$132.96						$7.83			$122.68			$130.51						$7.98			$124.98			$132.96						$7.83			$122.68			$130.51


			NVLV			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.63			$88.93			$107.56						$18.29			$87.29			$105.58						$18.63			$88.93			$107.56						$18.29			$87.29			$105.58


			NVLV			TANF/CHAP			04F			Females; 15 - 18 yrs old															$18.37			$128.71			$147.08						$18.03			$126.34			$144.37						$18.37			$128.71			$147.08						$18.03			$126.34			$144.37


			NVLV			TANF/CHAP			04M			Males; 15 - 18 yrs old															$16.04			$94.96			$111.00						$15.74			$93.21			$108.96						$16.04			$94.96			$111.00						$15.74			$93.21			$108.96


			NVLV			TANF/CHAP			05F			Females; 19 - 34 yrs old															$7.36			$193.90			$201.27						$7.23			$190.34			$197.57						$5.28			$269.18			$274.46						$5.18			$264.23			$269.41


			NVLV			TANF/CHAP			05M			Males; 19 - 34 yrs old															$10.31			$201.72			$212.03						$10.12			$198.01			$208.13						$4.50			$137.05			$141.55						$4.42			$134.53			$138.95


			NVLV			TANF/CHAP			06F			Females; 35+ yrs old															$13.50			$573.11			$586.61						$13.25			$562.56			$575.82						$6.57			$400.00			$406.57						$6.45			$392.64			$399.09


			NVLV			TANF/CHAP			06M			Males; 35+ yrs old															$16.24			$635.56			$651.80						$15.95			$623.86			$639.81						$6.26			$316.64			$322.90						$6.14			$310.81			$316.96





												MEDICAID Northern Region 


			NVRN			TANF/CHAP			01A			Males & Females; < 1yr old															$0.54			$406.35			$406.89						$0.53			$398.87			$399.40						$0.54			$406.35			$406.89						$0.53			$398.87			$399.40


			NVRN			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$7.98			$98.14			$106.12						$7.83			$96.33			$104.17						$7.98			$98.14			$106.12						$7.83			$96.33			$104.17


			NVRN			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.63			$71.50			$90.13						$18.29			$70.18			$88.47						$18.63			$71.50			$90.13						$18.29			$70.18			$88.47


			NVRN			TANF/CHAP			04F			Females; 15 - 18 yrs old															$18.37			$114.32			$132.69						$18.03			$112.22			$130.25						$18.37			$114.32			$132.69						$18.03			$112.22			$130.25


			NVRN			TANF/CHAP			04M			Males; 15 - 18 yrs old															$16.04			$90.92			$106.96						$15.74			$89.25			$104.99						$16.04			$90.92			$106.96						$15.74			$89.25			$104.99


			NVRN			TANF/CHAP			05F			Females; 19 - 34 yrs old															$7.36			$164.41			$171.77						$7.23			$161.38			$168.61						$5.28			$235.14			$240.42						$5.18			$230.81			$236.00


			NVRN			TANF/CHAP			05M			Males; 19 - 34 yrs old															$10.31			$205.99			$216.31						$10.12			$202.20			$212.33						$4.50			$128.91			$133.41						$4.42			$126.54			$130.96


			NVRN			TANF/CHAP			06F			Females; 35+ yrs old															$13.50			$558.07			$571.57						$13.25			$547.80			$561.05						$6.57			$357.99			$364.56						$6.45			$351.40			$357.85


			NVRN			TANF/CHAP			06M			Males; 35+ yrs old															$16.24			$602.43			$618.67						$15.95			$591.35			$607.29						$6.26			$277.09			$283.35						$6.14			$271.99			$278.14











												CHECK UP Southern Region 


			NVLV			CHECKUP			01A			Males & Females; < 1yr old																																							$0.55			$234.11			$234.66						$0.54			$229.80			$230.34


			NVLV			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$12.35			$129.03			$141.38						$12.12			$126.66			$138.78


			NVLV			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$25.62			$105.39			$131.01						$25.15			$103.45			$128.60


			NVLV			CHECKUP			04F			Females; 15 - 18 yrs old																																							$24.98			$148.07			$173.05						$24.52			$145.35			$169.87


			NVLV			CHECKUP			04M			Males; 15 - 18 yrs old																																							$22.45			$133.93			$156.38						$22.04			$131.47			$153.50





												CHECK UP Northern Region


			NVRN			CHECKUP			01A			Males & Females; < 1yr old																																							$0.55			$161.48			$162.03						$0.54			$158.51			$159.05


			NVRN			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$12.35			$108.09			$120.44						$12.12			$106.10			$118.22


			NVRN			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$25.62			$72.55			$98.17						$25.15			$71.22			$96.36


			NVRN			CHECKUP			04F			Females; 15 - 18 yrs old																																							$24.98			$132.20			$157.18						$24.52			$129.77			$154.29


			NVRN			CHECKUP			04M			Males; 15 - 18 yrs old																																							$22.45			$130.95			$153.40						$22.04			$128.54			$150.58




















2016


			Nevada Department of Health Care Finance and Policy


			2016 Managed Care Rates    																								AGP - Expansion												HPN - Expansion												AGP												HPN





																											Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total						Dental			Medical			Total








												TANF/CHAP Southern Region 


			NVLV			TANF/CHAP			01A			Males & Females; < 1yr old															$0.64			$543.37			$544.01						$0.62			$528.81			$529.43						$0.64			$543.37			$544.01						$0.62			$528.81			$529.43


			NVLV			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$6.49			$133.15			$139.64						$6.32			$129.58			$135.90						$6.49			$133.15			$139.64						$6.32			$129.58			$135.90


			NVLV			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.59			$97.27			$115.86						$18.09			$94.66			$112.75						$18.59			$97.27			$115.86						$18.09			$94.66			$112.75


			NVLV			TANF/CHAP			04F			Females; 15 - 18 yrs old															$17.11			$141.00			$158.11						$16.65			$137.22			$153.87						$17.11			$141.00			$158.11						$16.65			$137.22			$153.87


			NVLV			TANF/CHAP			04M			Males; 15 - 18 yrs old															$14.96			$106.74			$121.70						$14.56			$103.88			$118.44						$14.96			$106.74			$121.70						$14.56			$103.88			$118.44


			NVLV			TANF/CHAP			05F			Females; 19 - 34 yrs old															$6.27			$236.88			$243.15						$6.10			$230.53			$236.63						$4.48			$277.72			$282.20						$4.36			$270.28			$274.64


			NVLV			TANF/CHAP			05M			Males; 19 - 34 yrs old															$5.03			$248.38			$253.41						$4.90			$241.72			$246.62						$3.89			$148.25			$152.14						$3.79			$144.28			$148.06


			NVLV			TANF/CHAP			06F			Females; 35+ yrs old															$10.87			$549.41			$560.28						$10.58			$534.69			$545.26						$5.92			$419.84			$425.76						$5.76			$408.59			$414.35


			NVLV			TANF/CHAP			06M			Males; 35+ yrs old															$10.91			$624.52			$635.43						$10.62			$607.78			$618.40						$6.04			$334.06			$340.10						$5.88			$325.11			$330.99





												TANF/CHAP Northern Region 


			NVRN			TANF/CHAP			01A			Males & Females; < 1yr old															$0.64			$430.23			$430.87						$0.62			$418.70			$419.32						$0.64			$430.23			$430.87						$0.62			$418.70			$419.32


			NVRN			TANF/CHAP			02A			Males & Females; 1 - 2 yrs old															$6.49			$105.07			$111.56						$6.32			$102.25			$108.57						$6.49			$105.07			$111.56						$6.32			$102.25			$108.57


			NVRN			TANF/CHAP			03A			Males & Females; 3 - 14 yrs old															$18.59			$78.17			$96.76						$18.09			$76.08			$94.17						$18.59			$78.17			$96.76						$18.09			$76.08			$94.17


			NVRN			TANF/CHAP			04F			Females; 15 - 18 yrs old															$17.11			$120.01			$137.12						$16.65			$116.79			$133.45						$17.11			$120.01			$137.12						$16.65			$116.79			$133.45


			NVRN			TANF/CHAP			04M			Males; 15 - 18 yrs old															$14.96			$97.65			$112.61						$14.56			$95.03			$109.59						$14.96			$97.65			$112.61						$14.56			$95.03			$109.59


			NVRN			TANF/CHAP			05F			Females; 19 - 34 yrs old															$6.27			$163.62			$169.89						$6.10			$159.23			$165.34						$4.48			$241.02			$245.50						$4.36			$234.56			$238.92


			NVRN			TANF/CHAP			05M			Males; 19 - 34 yrs old															$5.03			$180.72			$185.75						$4.90			$175.88			$180.77						$3.89			$129.98			$133.87						$3.79			$126.50			$130.28


			NVRN			TANF/CHAP			06F			Females; 35+ yrs old															$10.87			$490.86			$501.73						$10.58			$477.70			$488.28						$5.92			$372.54			$378.46						$5.76			$362.56			$368.32


			NVRN			TANF/CHAP			06M			Males; 35+ yrs old															$10.91			$528.11			$539.02						$10.62			$513.96			$524.57						$6.04			$293.53			$299.57						$5.88			$285.66			$291.54





																											SOBRA Rate			$5,099.66									SOBRA Rate			$5,087.53									SOBRA Rate			$5,099.66									SOBRA Rate			$5,087.53





												CHECK UP Southern Region 


			NVLV			CHECKUP			01A			Males & Females; < 1yr old																																							$0.55			$220.83			$221.38						$0.54			$214.91			$215.45


			NVLV			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$10.09			$123.99			$134.08						$9.82			$120.67			$130.49


			NVLV			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$24.23			$106.75			$130.98						$23.58			$103.89			$127.47


			NVLV			CHECKUP			04F			Females; 15 - 18 yrs old																																							$21.99			$142.20			$164.19						$21.40			$138.39			$159.79


			NVLV			CHECKUP			04M			Males; 15 - 18 yrs old																																							$19.86			$126.60			$146.46						$19.33			$123.21			$142.53





												CHECK UP Northern Region


			NVRN			CHECKUP			01A			Males & Females; < 1yr old																																							$0.55			$161.26			$161.81						$0.54			$156.94			$157.47


			NVRN			CHECKUP			02A			Males & Females; 1 - 2 yrs old																																							$10.09			$108.20			$118.29						$9.82			$105.30			$115.12


			NVRN			CHECKUP			03A			Males & Females; 3 - 14 yrs old																																							$24.23			$74.40			$98.63						$23.58			$72.41			$95.99


			NVRN			CHECKUP			04F			Females; 15 - 18 yrs old																																							$21.99			$134.62			$156.61						$21.40			$131.01			$152.41


			NVRN			CHECKUP			04M			Males; 15 - 18 yrs old																																							$19.86			$133.19			$153.05						$19.33			$129.62			$148.95





																																																			SOBRA Rate			$5,099.66									SOBRA Rate			$5,087.53
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September 1, 2016 
 
 


Ronda Miller 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
Reference: Request for Proposal 3260 
 
Dear Ms. Miller: 


AMERIGROUP Nevada, Inc., is pleased to submit this proposal in response to Request for Proposal 
3260 for Managed Care Organization services designed in support of the Title XIX (Medicaid) and 
Title XXI State Child Health Insurance Program (CHIP, Nevada Check Up) medical assistance 
programs. We are a highly qualified and experienced managed care organization (MCO) that has 
successfully administered the Nevada Medicaid and Nevada Check Up programs since 2009, providing 
continuity of care, and assisting the Division of Health Care Financing and Policy (DHCFP) in 
reaching its goal to provide quality health care to Nevada Medicaid and Check Up recipients. We 
currently provide services to more than 188,000 Nevada Medicaid and Nevada Check Up members.  


AMERIGROUP Nevada was created solely to serve Medicaid members in Nevada. In addition to me, 
our dedicated Medical Director, and our staff live and work in Nevada. During our long-term 
partnership with the DHCFP, we have experienced year-over-year growth in membership. We have 
collaborated with the State to assure newly enrolled members 
receive seamless and timely care and support, and to address 
expansions in populations not included at the initial onset of 
Contract start dates.  


Nevada expanded Medicaid in 2014 under the guidelines laid out 
in the Affordable Care Act (ACA). As a result, Nevada’s Medicaid 
population grew by an estimated 69 percent. Most of these new 
recipients were childless adults with specialized needs vastly 
different from those of the mothers and children traditionally 
served by Nevada’s Medicaid and Nevada Check Up managed care 
programs. During this time, Governor Sandoval, and the head of 
Nevada’s Department of Health and Human Services, challenged 
AMERIGROUP Nevada to develop solutions to meet the specialized needs of these new members. We 
met that challenge.  
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As our membership more than doubled we quickly implemented 
innovative unique programs, including our Primary Care 
Integrated Screening, Identification, Treatment, and Evaluation 
(PC-INSITE) program; our exclusive partnership with WELL 
CARE Services; and our provider collaboration model and value 
based reimbursement program. We combined these programs with 
intensive case management that linked members to community 
supports, job training, supported employment programs, and 
permanent affordable housing options. As a result of all of this, we 
changed people’s lives for the better. Disrupting these efforts by 
changing MCO vendors would introduce chaos to a system and 
fragile population that is just now starting to see dramatic 
improvements.  


We are honored and humbled to have played a role in significantly 
expanding access and services for Nevada Medicaid and Check Up 
members while decreasing Nevada’s uninsured rate by more than 24 percent from 2013 to the first half 
of 2015. As we have demonstrated, our services are efficient; emphasize preventive care, early 
intervention, and appropriate utilization; increase member satisfaction; and reduce operational costs. 


AMERIGROUP Nevada is a wholly owned subsidiary of Anthem, Inc. (Anthem). Anthem and its 
affiliate health plan, Anthem Blue Cross and Blue Shield in Nevada, are fully committed to Nevada. 
Together, we provide services to more than 500,000 members in Nevada.  


We know Nevada. We are a local health plan, our employees live in Nevada, and we are involved in 
our local communities. Together we volunteer throughout Nevada at health fairs and screenings, 
engagement and education activities, Farmers’ Markets focusing on healthy eating, back-to-school 
events where we provide children with school supplies, and serving Nevadans with special needs. Some 
of the benefiting organizations our employees contribute time and money to include Access to Health 
Care, After School All-Stars Las Vegas, United Way of Southern 
Nevada, Boys & Girls Club of Southern Nevada, the Retired and 
Senior Volunteer Program (RSVP), various county senior centers, 
National Night Out, Food Bank of Northern Nevada, University of 
Nevada Las Vegas (UNLV) School of Medicine, and the Nevada 
Chapter of the Juvenile Diabetes Research Foundation. The list of 
organizations we touch continues to grow and helps us truly 
understand and become part of the fabric of Nevada. We believe 
that making a difference in Nevada starts from the ground up—we 
work to build strong relationships in our communities across 
Nevada, so that together, we can do more for our members. 
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INNOVATIONS THAT WORK FOR MEMBERS 
We lead the way with innovative programs to promote health and wellness for our members. Our 
innovations facilitate early identification of health care needs and interventions, reduce inappropriate 
emergency room (ER) use, and improve the accessibility and quality of supportive services resulting in 
healthy outcomes. For example: 


 We are offering members Virtual Reality (VR) therapy as an alternative solution to using opioids to 
deal with pain. We will partner with a strategic provider partner in Washoe County to supplement 
their pain management programs.  


 Through a partnership with Pursuant Health, we promote early screening and preventive care. Our 
members will be able to complete Health Needs Assessment Screenings using the kiosks at Walmart 
stores, in addition to options to complete them by phone or by mail. Screening results will be 
securely transferred to us so that we can quickly identify risks and address members’ needs.  


 We are proud to introduce an innovative and holistic approach to health and wellness through 
collaboration with CareMore. An Anthem company and AMERIGROUP Nevada affiliate, 
CareMore combines medical supervision, high-touch clinical expertise, and a revolutionary path to 
member engagement. This exclusive benefit for our members provides an integrated solution to 
directly address access, close gaps in care, and provide extra support for our members with complex 
or chronic conditions. With the supportive guidance of AMERIGROUP Nevada, our members in 
Clark County who will benefit from higher levels of clinical intervention will be guided through 
their health care journey by the CareMore team. Through this seasoned, proactive approach, we 
will drive increased personal responsibility, improvement in health outcomes, and continuity across 
all care settings.  


 We will continue to integrate behavioral health into primary care settings to promote screening for 
member behavioral health issues, such as depression and substance use disorder (SUD), provide 
treatment, monitor member progress, and follow up as needed. Through our established PC-
INSITE program we provide on-site training and support by behavioral health coaches and 
supporting psychiatrists to improve the detection, diagnosis, and treatment of behavioral health 
conditions.  


 We will continue to improve access to care for members with chronic conditions. We partner with 
WELL CARE Services, a local integrated health care organization with multiple convenient 
locations, to offer tailored integrated health care services to our members with chronic health 
conditions. Services include on-site, face-to-face primary care and telehealth exams, housing 
coordination, transportation to community resources and social services, as well as therapy for 
mental illness and medication management. This exclusive partnership focuses on a person-
centered model that supports members impacted by social and economic challenges during critical 
times of their care and subsequently addresses preventable ER use.  
 We will continue to work closely with the UNLV School of Dentistry and School of Medicine to 


offer oral health education, hygiene instruction, adult and child cancer screenings, and fluoride 
application. Pre-doctoral students and post-doctoral residents, under UNLV faculty supervision, will 
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provide these services during community outreach events, such as health and wellness fairs. More 
advanced treatments will be conducted via referral at a UNLV clinic site. We will also work with 
WELL CARE Services to offer dental services through the UNLV dental partnership. 


 We will continue to collaborate with Washoe and Clark County school districts to support students 
from K-12 and their families through school-based health centers and during on-site health and 
wellness events. We will use these opportunities to educate members on preventive care and close 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) and well-baby/well-child gaps, 
such as immunizations and hearing and vision screening.  


 Our provider collaboration model and value based reimbursement programs incent providers to 
reach out to new patients who have not accessed care in the past. We will continue to work with our 
provider network to outreach to members and engage them in a continuum of care via their primary 
care provider. Our programs provide incentives and data that enable our PCPs to proactively reach 
out to and engage with their patients to close gaps in care and improve HEDIS® and other quality 
measures aligned with DHCFP’s goals. Before the end of 2017, we anticipate that more than 95 
percent of our PCPs will be participating in one or more of our value based incentive programs 
focused on improving access and outcomes. 


 Our Tictrac member engagement program is an online/mobile application that aggregates data 
about personal activities, such as exercising, sleeping, and eating, from a user’s activity tracker, 
smartphone, other apps, or personal entries. Tictrac analyzes data and delivers insights (such as 
how sleep impacts eating on a particular day), making members more aware of their habits. As 
members gain awareness of areas needing improvement, Tictrac offers tools to help form and 
maintain healthy habits. 


 Through collaboration with the Marketplace Solutions and Incentive Project (MSIP) and the Youth 
Alliance Program (YAP), we will address the prevalence of gang violence, gun violence, domestic 
violence, assault, and associated trauma to connect members who have experienced violence with 
relevant community resources. MSIP provides a high touch, face-to-face, strengths-based, goal-
setting model aimed at reducing costs associated with violence and improving member outcomes. 


VALUE ADDED SERVICES DO MORE FOR MEMBERS 
We support members in every way we can and are committed to helping them improve their quality of 
life and health outcomes. We will deliver Value Added Services that are meaningful and specific to 
prevalent needs of our Medicaid and Nevada Check Up members. For example, some of the Value 
Added Services we will provide include: 


 Collaboration with day care providers at a variety of locations to provide up to four hours of free 
childcare services for members’ children while they are receiving covered services. Providing free 
childcare services helps improve member access to covered health care services and promotes 
satisfaction, health, and well-being.  


 We will offer members a free North American Quitline Consortium (NAQC) tobacco cessation 
program that includes telephonic outreach, education, nicotine replacement therapy, and coaching 
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to engage and empower members to make positive behavioral changes that impact their use of 
tobacco.  


 We will provide free text-based, qualified, peer-led crisis support. Text-based peer supports have 
proven to be an easily accessible, effective resource in helping individuals with daily self-
management, social and emotional support, linkages to community resources, and ongoing support 
over time. Texters can engage in a collaborative dialogue with clinicians to establish rapport and 
determine service needs including needs exploration, suicide risk assessment, mental health 
symptoms, drug and alcohol use screening, social support/coping and demographics. Our qualified 
mental health professionals will provide counseling and crisis intervention as needed. 


 Members will have free access to an online community resource tool for local Nevada community-
based programs, benefits, and services. This benefit will enhance member access to local programs 
and services available throughout Nevada such as housing, food, and transportation. 


 We will offer members free children’s books, delivered to their home, to support and promote 
parent/child interaction and literacy. 


 We will provide free pregnancy tests to members to promote early pregnancy determination in the 
privacy and comfort of the member’s home. Early determination will support member choice for 
engagement in prenatal services and supports earlier in the pregnancy.  


 We will provide free dental hygiene kits to eligible adult members. These kits will promote healthy, 
preventive dental care.  


 We pay the costs associated with GED and HiSET exams to support members in obtaining a high-
school equivalency diploma and improving their quality of life.  


 We provide free delivery of medications to members who are in the hospital or homebound to assure 
the availability of prescribed medications. We know that medication adherence and compliance are 
both critical factors in reducing unnecessary ER visits and hospital stays and are critical 
components in maintaining health.  


 We currently pre-purchase beds that can be reserved on a case-by-case basis to assure the 
availability of shelter beds for members experiencing homelessness. 


 We pay for routine podiatry care for adult members diagnosed with diabetes to assure essential 
preventive and follow-up care.  


 We will continue to offer eligible members free membership in Boys & Girls Clubs. Boys & Girls 
Club programs and services promote and enhance the development of youth by instilling a sense of 
competence, usefulness, belonging, and influence. This provides a safe place for children to learn 
and grow, develop ongoing relationships with caring professionals, and engage in life-enhancing 
programs and character development experiences.  


 We provide bus passes and free rides for members who do not meet the eligibility requirements for 
the fee-for-service transportation benefit. This helps our members access the services and supports 
they need such as dropping off and picking up prescriptions and obtaining community-based 
resources. We help facilitate transportation by providing bus passes, coordinating travel in vans and 
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handicap accessible vehicles, and even covering the cost of other transportation such as Uber, Lyft, 
and taxicab rides as appropriate.  


 We cover the cost of a school-required physical examination to promote participation in extra-
curricular sports, dance, and other activities. We believe extra-curricular activities improve the 
health, self-esteem, and inclusion of our young members.  


 Members can access our LiveHealth Online in English or Spanish. LiveHealth Online is a web-
based physician consultation program accessed via a video-enabled computer, tablet, or smart 
phone. members receive a live audio/video consultation with Nevada-licensed, board-certified 
physicians. The physician can diagnose, make medical recommendations, and prescribe 
medications as necessary.  


 We provide members with free additional phone minutes; 200 free bonus minutes when they sign up 
and 100 free additional minutes on their birthday. We inform members on the appropriate use of 
these benefits including unlimited text messages to and from anyone and unlimited free calls to our 
member services call center. 


 We provide disposable cell phones and phone cards to eligible members to support independence 
and enhance their ability to contact us.  


Our Value Added Services augment the covered benefits package to provide services that meet the 
State’s goals and are meaningful and specific to our members’ prevalent needs.  
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AMERIGROUP NEVADA ASSURES MEMBER ACCESS TO 
PROVIDERS 
We share the State’s commitment to ensuring each member can 
access superior quality, comprehensive, health care services within 
their immediate service area. Our long-standing relationships with 
Nevada’s Medicaid providers and expert knowledge of Nevada’s 
health care landscape position us to continue to deliver a robust 
provider network that meets and exceeds the needs of our Nevada 
members. Together with providers in our network, we are 
transforming health care with trusted and caring solutions. For 
example: 
 Our Chronic Readmission Avoidance/Emergency Room 


Reduction Initiative reduces chronic hospital admissions, 
readmissions, and unnecessary ER utilization for our Nevada 
members, particularly those who are homeless or suffer from 
chronic behavioral health or substance abuse issues. In the 
second half of 2015, we saw a 60% reduction in ER/inpatient 
claims for members with housing claims. 
 Our Silver State Accountable Care Organization (ACO) Collaboration is a value-based, quality 


threshold model, where Silver State ACO pediatricians and PCPs will be held accountable for 
HEDIS® and other quality metrics 
 Our Healthy Minds Collaboration is an exclusive arrangement intended to increase a family’s 


ability to meet children’s needs by providing education, setting realistic expectations, triaging 
treatment goals, identifying strategies for responding effectively to challenging behaviors, working 
through treatment hurdles, and acknowledging progress toward treatment 
 Our PartnerworksSM Provider Collaboration and Value Based Reimbursement Model encompasses 


an array of solutions and supports for providers, financially incenting providers to deliver care in a 
way that results in improved health outcomes specific to Nevada and the Medicaid program, 
enhancing access, guiding evidence-based decision making, improving quality, and decreasing 
patient care fragmentation 
 Our Medicaid Training Academy offers regionally identified, 


population-specific, and culturally competent trainings and 
incorporates multi-modality delivery training processes (in-
person, online courses, tailored webinars, and written 
materials), and mechanisms for tracking, monitoring, alerting, 
and reporting compliance and completion of trainings.  


Our Nevada-based provider relations team is entrenched in the 
communities we serve, meeting face-to-face with providers to build 
trusting, open communication and develop collaborative 
relationships. We leverage our deep understanding of Nevada’s 
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Medicaid provider community and the health care needs of members to support our provider outreach 
and recruitment strategy. 


AMERIGROUP NEVADA CONTINUES TO MEET THE EVOLVING 
NEEDS OF OUR MEMBERS 
 


We stand fully prepared and enthusiastic to continue partnering with the DHCFP as it expands 
programs. As demonstrated by our commitment and successful management of the ACA expansion 
population, we quickly and readily adapt to change. We don’t apply a “one size fits all” approach to 
serving our members or providers nor will we shoehorn expanded geographic areas, services, or 
populations into our current program. Our understanding of the unique needs of Nevadans and what 
works and what matters, coupled with our agility and willingness to expand, will help further advance 
the DHCFP’s mission.   


Geographic Expansion—AMERIGROUP Nevada stands ready to provide service to Nevada’s other 15 
counties, including the rural and frontier counties with small populations (White Pine, Lincoln, 
Eureka, Pershing, Lander, Storey, Mineral, and Esmeralda) where health care access has long been a 
challenge, since distances between major rural towns averages 100 miles (up to 200 miles in the more 
isolated areas). In fact, 10 of the 15 county seats average 155 miles from primary Medicaid services 
centers in Carson City, Elko, Las Vegas, and Reno. This also affects many Native American tribes that 
are isolated in rural Nevada. We are able to leverage the resources of our affiliate health plan that has 
the only statewide provider network in Nevada, if the State should expand the Contract to include these 
locations. 


Population Expansion—AMERIGROUP Nevada is able to meet the needs of additional member 
populations by leveraging the experience of our 19 Medicaid plan affiliates that provide services to 
specialized populations. This experience includes providing services that meet the unique of the Aged, 
Blind and Disabled (ABD), children/adolescents in the juvenile justice system/foster care programs, 
members with complex behavioral health conditions such as serious mental illness (SMI) or substance 
use disorder (SUD), members with intellectual/developmental disabilities (I/DD), members with severe 
emotional disturbance (SED), members who receive Home and Community Based Waiver services, and 
members experiencing homelessness or other social determinants. 


Coordinating with the Health Insurance Exchange—To assist members and minimize any negative 
impacts due to a change in Medicaid or CHIP eligibility status, our affiliate health plan currently 
offers 45 Silver (including nine American Indian/Alaskan Native plans), four Gold (including two 
American Indian/Alaskan Native plans), and 16 Bronze (including eight American Indian/Alaskan 
Native plans), Qualified Health Plans (QHPs) on Nevada’s State-designated Health Insurance 
Exchange (HIX). Our affiliate has offered products in the Nevada market for 47 years and has offered 
QHPs since the onset of the exchanges in 2014. Our affiliate is the only carrier offering QHPs 
statewide and will continue to offer a variety of plans for consumers in Nevada in 2017. 
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EMBRACING QUALITY AND CONTINUOUS PROCESS 
IMPROVEMENT 
 


AMERIGROUP Nevada embraces quality assurance and 
improvement as a workplace culture, not simply as a separate 
function within our health plan. We were the first Medicaid health 
plan in Nevada that achieved accreditation through the National 
Committee for Quality Assurance (NCQA). Our NCQA 
accreditation demonstrates our ability to comply with the most 
comprehensive evaluation in the industry, assessing our results on 
clinical performance and consumer experience.  


We work collaboratively with the DHCFP and the DHCFP’s 
External Quality Review Organization, Health Services Advisory 
Group, to carry out the State’s Quality Strategy. We continue to 
receive full NCQA Medicaid Accreditation and achieved a nearly-
perfect score on the most recent NCQA standards review 
component, achieving 49.4 points out of 50 possible points. 


Every month, we participate in the DHCFP collaborative meetings as part of its strategy to promote a 
collegial quality improvement environment. By continually directing our employees and resources 
toward achieving quality goals, we ultimately improve the quality of life for our members while 
delivering value to the DHCFP. 


MAXIMIZING PROGRAM EFFICIENCY, EFFECTIVENESS, 
INTEGRITY, AND RESPONSIVENESS 
 


The increasingly complex Medicaid marketplace and interconnected programs require diligent 
monitoring and oversight to safeguard against fraud, waste, and abuse. We pride ourselves on being a 
good steward of public funds. We have systems in place to prevent, detect, and correct unnecessary or 
wasteful practices and fraudulent activities.  


We accumulate provider practice information daily, weekly, and monthly. Every month, providers 
receive reports that signal a need for proactive outreach, including a “missed opportunity” report 
listing members who have not yet had a periodic or recommended test, screening, or visit. We also 
generate and distribute reports comparing provider rates to national benchmarks (when these 
benchmarks are available) and to their peers.  


Each month, and as needed, we generate reports that identify service gaps and opportunities for 
member and provider outreach. These reports identify members who have not had their screenings 
completed within the first six months of enrollment, are due or overdue for specific services, or whose 
screenings have resulted in abnormal findings, and generate actionable information that enables us to 
quickly assess the need for follow-up or case management interventions.  
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SIMPLIFYING PROGRAM ADMINISTRATION WITH ROBUST 
INFORMATION TECHNOLOGY 
 


Our Management Information System (MIS) is built on a 
managed Medicaid model. To best support our customers — 
members, providers, and the DHCFP — we integrate Technology 
Services management with operational departments; including 
Claims, Encounters, Case Management, Provider Data 
Management, Enrollment, Member and Provider Services, and 
Program Integrity. Integrating the management of these functions 
creates a collaborative environment to focus on implementing 
technology tools that help strengthen customer relationships and 
drive operational improvements. 


As an incumbent on this Contract, we have more than seven years 
of experience managing member enrollment for Nevada Medicaid 
and Check Up members. We afford our members the freedom to 
choose from PCPs in our network upon health plan enrollment, 
and the flexibility to request PCP changes at any time. We conduct 
member engagement activities to support a seamless transition. We educate our members about the 
importance of participating in their own health care decisions and who to contact if they should 
require assistance. Our vast systems and resources position us to expand our enrollment for new 
Medicaid populations.  


We have a fully operational claims processing system that complies with DHCFP and federal 
regulations. Claims adjudication accuracy is vital to our role as stewards of State funds and as true 
partners to providers in our network, committed to their satisfaction. All our claims are subject to 
periodic quality audits as part of our quality assurance program to verify that we accurately process 
both system- and manually-adjudicated claims. Since 2009, we have processed more than 8.9 million 
Nevada Medicaid and Check Up claims, and in the first six months of 2016, we have processed 
1,084,441 claims with an average turnaround time of 4.7 days.  


We understand that making a personal connection with our members contributes greatly to their 
improved health outcomes. This is why the guiding principle of our member services model is to 
communicate the right information at the right time, so that our members can make informed 
decisions about their health care. Our member services representatives receive extensive training, 
including training that is specific to the Nevadans they serve, assuring needs are addressed, issues 
explained, and problems solved with an understanding of the local culture and landscape.  
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A. Amendment Signature Pages 
A. Amendment Signature Pages includes the following documents 


 Amendment 1 


 Amendment 2 


 Amendment 3 


 Amendment 4 


 Amendment 5 


 Amendment 6 


 Amendment 7 
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ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF INDEMNIFICATION 
 
Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the submitted 
proposal is marked “confidential” will not be accepted by the State of Nevada.  Pursuant to NRS 333.333, only specific parts 
of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are confidential until the 
contract is awarded; at which time, both successful and unsuccessful vendors’ technical and cost proposals become public 
information.   
 
In accordance with the Submittal Instructions of this RFP, vendors are requested to submit confidential information in separate 
binders marked “Part I B Confidential Technical” and “Part III Confidential Financial”. 
 
The State will not be responsible for any information contained within the proposal.  Should vendors not comply with the 
labeling and packing requirements, proposals will be released as submitted.  In the event a governing board acts as the final 
authority, there may be public discussion regarding the submitted proposals that will be in an open meeting format, the 
proposals will remain confidential.  
 
By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and agree to 
defend and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act will constitute a 
complete waiver and all submitted information will become public information; additionally, failure to label any information 
that is released by the State shall constitute a complete waiver of any and all claims for damages caused by the release of the 
information. 
 
This proposal contains Confidential Information, Trade Secrets and/or Proprietary information as defined in Section 2 
“ACRONYMS/DEFINITIONS.”  
 
Please initial the appropriate response in the boxes below and provide the justification for confidential status. 


Part IC – Confidential Technical Information 


YES X NO  
Justification for Confidential Status 


Confidential Information as defined in the RFP has been labeled as such and submitted in the Confidential 
Technical binder. We consider licensing agreements with vendors confidential, because they include financial 
information and other proprietary information about our operations. Disclosure of this information would cause 
competitive harm to Amerigroup. 
We also consider information related to disclosures of ownership and control confidential because it contains 
non-pubic information about our directors and officers. Additionally, per Amendment 6, this information “must 
be submitted in Part IC – Confidential Technical Proposal.”  
In addition, we consider information regarding total values or original project/contract values to be proprietary 
and trade secret. In combination with membership numbers, it may allow for the determination of rate 
information, and disclosure of this information would cause competitive harm to Amerigroup. Additionally, this 
information qualifies as confidential business information under N.R.S. 333.020.5.(b).  
 
Our Confidential Technical binder includes information from the following Technical binder sections.  We have 
listed the Tab number, section number or name, and page number from which the information has been omitted.  


• Part IA, Tab II, Section 3.16 (page 71) 
• Part IB, Tab IV, E. Vendor Licensing Agreements (pages 3-204) 
• Part IB, Tab VI, Section 4.1  (page 4) 
• Part IB, Tab VI, Section 4.2 (pages 55, 87-90) 
• Part IB, Tab VI, Section 4.3 (pages 3-5)


 
A Public Records CD or Flash Drive has been included for the Technical and Cost Proposal 


YES                      X NO (See note below)  
Note:  By marking “NO” for Public Record CD or Flash Drive included, you are authorizing the State to use the 
“Master CD or Flash Drive” for Public Records requests. 
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Tab IV — State Documents 
E. Vendor Licensing Agreements 
Per the State’s clarification provided on July 21, 2016 via Amendment 2 to Request for Proposal 3260, 
question 187, Amerigroup has provided our Vendor Licensing Agreements in electronic format, which 
can be located on the flash drive labeled “Master.” 


E. Vendor Licensing Agreements includes the following documents: 


 CareEvolution, Inc. 


 SunGard Healthcare  


 TriZetto Corporation   
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Tab IV — State Documents 
F. Applicable Certifications and Licenses 
F. Applicable Certifications and Licenses includes the following documents 


 Certificate of Authority HMO (Amerigroup Nevada, Inc.) 


 NCQA certificate of accreditation (Amerigroup Nevada, Inc.) 


 Nevada TPA license (AMERIGROUP Corporation – parent company) 


 Nevada UR License  (AMERIGROUP Corporation – parent company) 
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December 4, 2014 
 
Eric Lloyd    
AMERIGROUP Nevada, Inc. 
7521 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128      
 
Dear Mr. Lloyd: 
 
We are pleased to inform you that based on the information gathered during your recent HP survey, the 
National Committee for Quality Assurance (NCQA) Review Oversight Committee has awarded 
AMERIGROUP Nevada, Inc. the accreditation status(es) listed below.  The final assessment report, 
which incorporates relevant changes made in response to your organization’s earlier comments, is now 
ready for your review.  You may now access the final report and results online by visiting 
https://iss.ncqa.org and looking under the section entitled Survey and Results. 
 
Product Line/ Accreditation Effective Expiration 
Product Status Date Date 
 
Medicaid-HMO Accredited December 4, 2014 December 4, 2017         
 
The NCQA Health Plan Report Card will be updated to reflect this status by no later than the 15th of 
January.  A certificate reflecting your accreditation status(es) is enclosed in recognition of your 
achievement.  Also, for your convenience, you may download the NCQA accreditation seal by visiting 
our Web site at www.ncqa.org.   Please refer to the 'Guidelines for Advertising NCQA HPA Survey 
Accreditation,' enclosed. 
 
If you have reason to believe that the compliance scoring of any standard or standards does not 
accurately reflect your organization’s compliance with the standards, you have the opportunity to 
request a reconsideration of compliance designations and/or accreditation outcome by the NCQA 
Reconsideration Committee.  To proceed with reconsideration, NCQA must receive within the next 30 
days a written request for reconsideration that addresses at least one of the grounds for appeal 
identified in the Reconsideration section of the “Administrative Policies and Procedures” of the 2014 
Standards and Guidelines for the Accreditation of Health Plans.  This request must not exceed five 
pages in length and must include a listing of the standards for which reconsideration is being 
requested.  A fee, as specified in the Agreement for HP Accreditation Survey, “Pricing Methodology 
and Cancellation Policy” (Exhibit A), is charged for reconsideration.  The fee must be paid at the time 
reconsideration is requested. 
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December 4, 2014 
Page 2 
 
 
In order to maintain your accreditation status(es), AMERIGROUP Nevada, Inc. will need to participate 
in a survey approximately three months prior to the expiration date.  Your next survey will be 
conducted in two stages using NCQA’s Interactive Survey System (ISS) and standards in effect at the 
time of the survey.  The first, or offsite, stage will begin immediately upon submission of your 
organization’s completed Survey Tool.  During this stage, NCQA reviews the organization against 
most of the standards and elements, thus reducing the duration of the second, or onsite, stage which 
will be scheduled to begin seven weeks after your Survey Tool is submitted to NCQA. 
 
We have tentatively reserved September 12, 2017, as the submission date of the completed Survey 
Tool to NCQA.  NCQA has tentatively set October, 31 2017 - November, 1 2017 for your two-day 
onsite survey.  If the proposed dates present a problem for you or if you have any questions regarding 
these dates, please contact Cindy Francis, Program Manager, Accreditation, at (202) 955-5147 or e-
mail francis@ncqa.org. 
 
If you have questions about the ISS, please contact NCQA Customer Support at (888) 275-7585 or e-
mail customersupport@ncqa.org.  You can also visit www.ncqa.org for additional information. 
 
While it is our understanding that the results of this accreditation survey may satisfy a state regulatory 
requirement, NCQA assumes no responsibility for transmitting copies of this report to relevant state 
agencies. 
 
We wish to acknowledge your quality improvement efforts, which were evident throughout the survey 
process.  NCQA looks forward to working with you and your staff again in the future. 
 
 
Sincerely, 
 


 
Dayna McKnight, MBA, MS 
Assistant Vice President, Accreditation 
 
Enclosures 
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Utilization Review 
AGP CORPORATION 
ATTN; CHELISE HAYES 


4425 CORPORATION LANE 
VIRGINIA BEACH, VA 23462 


is authorized to transact business as described above 
License No: 20092 Issue Date: 04-24-2015 Expiration Date: 03-01-2017 


Generated by Sircon 132184523 


 


THIS IS TO CERTIFY THAT 


AGP CORPORATION 
ATTN; CHELISE HAYES, 4425 CORPORATION LANE, 


VIRGINIA BEACH, VA 23462 


LICENSE NUMBER: 20092 


IS HEREBY AUTHORIZED TO TRANSACT 
BUSINESS IN ACCORDANCE TO THE LICENSE 
DESCRIPTION SHOWN BELOW: 


Utilization Review 
Issue Date: 04-24-2015 


Expiration Date: 03-01-2017 


Generated by Sircon 132184523 
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4.1 VENDOR INFORMATION 
 


4.1.1 Vendor Information 


 


Our company profile is detailed in Table 4.1.1-1.  


Table 4.1.1-1. AMERIGROUP Nevada, Inc. Profile 
Question Response 


Company name: AMERIGROUP Nevada, Inc. 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: Nevada 


Date of incorporation: August 11, 2005 


# of years in business: 11 years; Contracted with the DHCFP for more than seven years 


List of top officers: 


Eric Lloyd, President and CEO  
Robert David Kretschmer, Vice President and Treasurer  
Kathleen S. Kiefer, Vice President and Secretary 
Dr. Richard Roberts, Vice President and Medical Director 
Jack L. Young, Vice President and Assistant Secretary 
Eric (Rick) K. Noble, Assistant Treasurer 


Location of company headquarters: 9133 West Russell Road, Las Vegas, NV 8914 


Location(s) of the company offices: 1. 9133 West Russell Road, Las Vegas, NV 89148 
2. 5250 S. Virginia Avenue, Reno, NV 89502 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Question Response 


Location(s) of the office that will provide the 
services described in this RFP: 


Clark County Operations: 
9133 West Russell Road 
Las Vegas, NV 89148 
 


Washoe County Operations: 
5250 S. Virginia Avenue 
Reno, NV 89502 
 


Claims, Call Center, and Information Technology Services: 
1300 and 1330 Amerigroup Way 
Virginia Beach, VA 23464 
 


Claims Operations 
4200 West Cypress Street, Suite 900 
Tampa, FL 33607 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 65 


Number of employees nationally with the expertise
to support the requirements in this RFP: 18 


Location(s) from which employees will be assigned
for this project: 9133 West Russell Road, Las Vegas, NV 89148 
 


4.1.2 Foreign Corporation Designation 


 
We acknowledge and comply with the requirements of NRS 80.010.  


AMERIGROUP Nevada, Inc. is a domestic Nevada Corporation.  


4.1.3 State of Nevada Licensure 


 
We acknowledge that prior to doing business in the State of Nevada, we must be appropriately licensed 
by the state of Nevada, Secretary of State’s Office pursuant to NRS76. The requested Nevada Business 
License information along with our NPI and API (per Section 3.18.5.1) is provided in Table 4.1.3-1. 


  


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License Number:  
Legal Entity Name:  


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 
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Table 4.1.3-1. AMERIGROUP Nevada, Inc. Business Licensure 
Question Response 


Nevada Business License Number: NV20051537996 


Legal Entity Name: Amerigroup Nevada, Inc. 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier (API) 9005052590 
 


Legal Entity Name Same Name as Doing Business As 
Yes  No  


AMERIGROUP Nevada, Inc. (Amerigroup) also does business as “Amerigroup Community Care.” 
Amerigroup has used an approved doing business as (DBA) name of Amerigroup Community Care on 
certain company materials and communications since 2009. 


Based on the State’s answer to question 6 in Amendment 6, in addition to listing the National Provider 
Identifier (NPI) and Atypical Provides Identifier (API) in Table 4.1.3-1 above, Amerigroup provides a 
response to the remain items of Section 3.18.5.1 below.  


We currently electronically transmit and receive fully HIPAA compliant transactions. We understand 
and acknowledge that the State will not bear any of the costs for any enhancements or modifications to 
our information system(s) or the systems of any of our subcontractors, to make such system compliant 
with any applicable HIPAA regulations. We understand and acknowledge that this requirement 
pertains to HIPAA requirements currently in effect or future regulations as they become effective.  


4.1.4 Required Licensure 


 
We acknowledge that some services may contain licensing requirements, and we are required to be 
proactive in verification of these requirements prior to submitting our proposal response.  


We confirm that AMERIGROUP Nevada, Inc. holds a Certificate of Authority to operate as a Health 
Maintenance Organization (HMO) in the mandatory managed care counties issued by the Department 
of Insurance. The license was issued on March 30, 2006, and has been maintained continuously since 
its date of issuance. We provide a copy of the license in Part IB, Tab IV – State Documents. 


  


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall 
be proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 
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4.1.5 Current Nevada Contracts 


 
 


Yes  No  
 


Table 4.1.5-1 contains our current Nevada agency contracts. 


Table 4.1.5-1.Current State of Nevada Agency Contracts 
Question Response 


Name of State agency: Nevada Department of Health and Human Services, Division 
of Health Care Financing and Policy 


State agency contact name: Tammy Ritter, Chief, Managed Care and Quality 


Dates when services were performed: February 1, 2009 – Present 


Type of duties performed: RFP/Contract #1509 and RFP/Contract #1988: Provide risk‐
based capitated Managed Care Organization services in 
support of the Title XIX (Medicaid) and Title XXI State Child 
Health Insurance Program (Nevada Check Up) medical 
assistance programs.  


Total dollar value of the contract: This information has been included in Part IC – Confidential 
Technical Proposal. 


 


  


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed. Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  
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4.1.6 Employee of State of Nevada Designation 


 


Yes  No  


  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 6 
 


4.1.7 Contract Failures, Breaches, and Litigation 


 
 


 


Yes  No  


Amerigroup is proud of our long-standing partnership with the DHCFP. We are dedicated to our 
Nevada Medicaid and Nevada Check Up members, and committed to continuing our embedded, 
grassroots engagement in the communities we serve. 


We embrace accountability and transparency. Throughout our tenure in Nevada, we strive to be fully 
transparent in all of our interactions to best serve the DHCFP, our providers, our members, and other 
stakeholders. 


Amerigroup has no prior or ongoing significant contract failures, breaches, criminal litigation, or 
investigations to disclose.  


In the interest of full transparency, Table 4.1.7-1 includes information on the civil litigation against 
AMERIGROUP Nevada, Inc. (Amerigroup) in the last six years (August 16, 2010 – August 15, 2016). 
Of the four cases, three involved claims payment disputes. Three cases are currently pending; one has 
reached a settlement agreement. 


While the litigation disclosed in our response does not qualify as significant, based on the answers 
provided to questions 184, 223, 224, 225, 226, 227, and 228 in Amendment 2, we are disclosing this 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
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non-significant litigation to be compliant with the RFP instructions. None of the incidents we disclose 
in this section adversely affect Amerigroup’s ability now, or in the future, to perform or fulfill our 
obligations under the Nevada Medicaid and Nevada Check Up Contract. 


Table 4.1.7-1. Litigation Against AMERIGROUP Nevada, Inc. in the Past Six Years 
Question Response 


Date of alleged contract failure or breach: N/A. The litigation was filed on 6/1/2016 


Parties involved: Prime Health Care Services, Inc., Prime Healthcare Services – North Vista, 
LLC d/b/a North Vista Hospital, AMERIGROUP Nevada, Inc. d/b/a 
Amerigroup Community Care, and Does 1 through 50 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Claims Payment Dispute 
 


Claims payment dispute involving services allegedly rendered to an 
AMERIGROUP Nevada, Inc. member 


Amount in controversy: No monetary amount specified in Complaint 


Resolution or current status of the dispute: Complaint has been filed but not yet served on AMERIGROUP Nevada, 
Inc. 


If the matter has resulted in a court case: Court Case Number 
United States District Court, 
Central District, Los Angeles, 
California  


5:16-cv-01138-AB-SP  


Status of the litigation: Pending 
  


Date of alleged contract failure or breach: N/A. The litigation was filed on 8/10/2015 


Parties involved: Children’s Hospital and Research Center at Oakland d/b/a UCSF Benioff 
Children’s Hospital Oakland, Nevada Department of Health and Human 
Resources, and AMERIGROUP Nevada, Inc. d/b/a Amerigroup 
Community Care 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Claims Payment Dispute 
 


Claims payment dispute involving services allegedly rendered to an 
AMERIGROUP Nevada, Inc. member 


Amount in controversy: $114,180.24 


Resolution or current status of the dispute: The parties have reached a settlement of the dispute 


If the matter has resulted in a court case: Court Case Number 
Alameda County Superior Court RG15781358 


Status of the litigation: Pending while settlement documents are finalized 
  


Date of alleged contract failure or breach: N/A. The litigation was filed on 10/1/2013 


Parties involved: Far West Division, Inc., Sunrise Mountain View Hospital, Inc., Southern 
Hills Medical Center, LLC, Sunrise Hospital and Medical Center, LLC , 
AMERIGROUP Nevada, Inc. d/b/a Amerigroup Community Care and Does 
1 through 100 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Claims Payment Dispute 
 


Claims payment dispute involving services allegedly rendered to an 
AMERIGROUP Nevada, Inc. member 


Amount in controversy: Unknown at this time, but Complaint alleges damages in excess of 
$10,000.00 


Resolution or current status of the dispute: Pending – Case in discovery phase 


If the matter has resulted in a court case: Court Case Number 
Clark County District Court  16 A 733514 


Status of the litigation: Pending 
  


Date of alleged contract failure or breach: N/A. The litigation was filed on 7/25/2011 
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Question Response 


Parties involved: AMERIGROUP Nevada, Inc. d/b/a Amerigroup Community Care, 
Foothills Pediatrics, LLC, Michael Rosenman, M.D., Ralph Conti Trust, 
Raconti Limited Liability Partnership, Raconti Limited Partnership, Ralph 
Conti, M.D. and Does 1 through 20 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Garnishment Litigation 
 


Garnishment Litigation in which AMERIGROUP Nevada, Inc. filed an 
interpleader to determine who should receive the garnishment funds, as 
there was a disagreement between parties as to who should receive the 
funds 


Amount in controversy: $365,946.56 


Resolution or current status of the dispute: Settlement Agreement 


If the matter has resulted in a court case: Court Case Number 
Clark County District Court  A622727 


Status of the litigation: Settled 
 


4.1.8 Ability to Provide Insurance Requirements 


 


Yes  No  
 


Amerigroup complies and will continue to comply with the insurance requirements specified in RFP 
Attachment E, Insurance Schedule. We will provide the Certificates of Insurance identifying the 
coverages as specified in RFP Attachment E upon contract award. 


  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 
 


Yes  No  
 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
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Figure 4.1.9-1. Amerigroup has Been a Trusted Partner 
to the DHCFP Since 2009 


4.1.9 Company Background/History and Qualifications 


 


Company Background and History 
AMERIGROUP Nevada, Inc. (Amerigroup) was created solely to serve low income and underserved 
Nevadans, and has been a trusted partner to the DHCFP since 2009, as shown in Figure 4.1.9-1. As an 
incumbent managed care organization for Nevada Medicaid and Check Up programs, we bring expert 
knowledge and proven experience to deliver 
high-quality, cost-effective health care services 
to Nevadans. We offer innovative health care 
services that are efficient; emphasize preventive 
care, early intervention, and appropriate 
utilization; increase member satisfaction; 
cultivate strong and diverse provider and 
community partnerships; and reduce 
operational costs. We currently serve more than 
187,000 Nevada Medicaid and Nevada Check 
Up members.  


We are a local health plan committed to serving 
Nevadans. Our employees live in Nevada, and 
we are involved in our local communities. 
Throughout our seven-year tenure in Nevada, 
we have developed strong relationships with 
families, communities, providers, State 
agencies and a wide range of other 
stakeholders across Nevada. We look forward 
to continuing to strengthen these relationships and to building others during this Contract, and should 
the State elect to expand its programs to new geographical areas and/or populations, we stand ready to 
meet the unique needs of any additional members—continuing the commitment and adaptability we 
demonstrated when the State expanded its Medicaid program in 2014 and our membership almost 
doubled.  


Most of these new members were childless adults with specialized needs vastly different from those of 
the mothers and children traditionally served by Nevada’s Medicaid and Nevada Check Up managed 
care programs. During this time, Governor Sandoval, and the head of Nevada’s Department of Health 
and Human Services, challenged AMERIGROUP Nevada, Inc. to develop solutions to meet the 
specialized needs of these new members. We met that challenge. 


We believe in whole person care. Our behavioral health functions are neither managed by a separate 
business unit nor by a vendor. We recognize that many members with behavioral health conditions 
may also have physical health care needs, as well as members with physical health conditions may 
have behavioral health care needs. By integrating our care management model, including co-location 
of our Care Coordination team with physical and behavioral health clinicians in Nevada, we seek to 
reduce gaps in care, end occurrences of inappropriate care, and effectively control costs.  


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages. 
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We collaborate to improve the accessibility and quality of supportive services for at-risk populations 
and fully support Nevada’s Managed Care Internal Quality 
Assurance Program  Strategy. We have the first and longest-
held National Committee for Quality Assurance (NCQA) 
Medicaid accreditation in the Nevada market. We first became 
accredited in 2011 and have been continuously accredited 
since that time and attribute our long-standing accreditation 
to the rigor of our plan’s robust Internal Quality Assurance 
Program (IQAP). We have achieved gains in our related 
HEDIS scores between 2014 (MY 2013) and 2016 (MY 2015). 
We improved consistently across all 12 immunization 
measures, including five instances of double-digit increases, 
demonstrating the importance we place on preventive services 
for children and adolescents. 


We partner with providers to ensure access. We share the State’s commitment to ensuring each 
member has access to superior quality, comprehensive health care services within their immediate 
service area. In Clark County, 100 percent of our members have access to a PCP within 25 miles. In 
Washoe County, that number is 99.7 percent. Our provider relations team is entrenched in the 
community; in 2015, they conducted more than 1,000 in-person visits with our Medicaid network 
providers. We have an impressive record of satisfaction and consistently exceed the DHCP’s standards 
for claims timeliness. In the first six months of 2016, we processed 1,084,441 claims in an average 
turnaround time - date of receipt to date of payment to the provider - of 4.7 days.  


Amerigroup Nevada is backed by the resources of our parent company, Anthem, Inc., a leading health 
benefits company in the United States. Together with our affiliated health plans in 19 other states, we 
currently serve more than 6.3 million members through state-sponsored plan benefits for more than 25 
years. Together, we share a deep organizational expertise and passion for improving the health and 
well-being of low income, underserved populations.   


Our Qualifications: Serving Our Members Today 
We are a proven entity with a track record of success and infrastructure in place. We have provided 
solutions and innovative programs to specifically meet the needs of the Nevada Medicaid and Nevada 
Check Up members we serve. For example: 


 We have improved continuity of care through integrated service models and systems including our 
Primary Care Integrated Screening, Identification, Treatment, and Evaluation (PC INSITE) 
Program, which brings behavioral health coaches and supporting psychiatrists into PCP offices to 
provide training and support that improves the detection, diagnosis, and treatment of behavioral 
health conditions. 


 Through our Patient-Centered Medical Homes (PCMH) Program we target key primary care 
practices, providing support and expertise needed to transform these practices from episodic 
treatment-oriented entities to wellness-focused population management entities that proactively 
monitor the overall health of their patients. 


 We have developed an exclusive relationship with locally-based WELL CARE Services to provide 
behavioral health services to all members with chronic behavioral health and/or substance abuse 
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issues who habitually utilize the emergency department (ED). The program model is based on a 
comprehensive, integrated approach that combines: 
 Field-based case managers who engage members at the ED, or wherever they may be living, and 


provide transportation to/from providers to reduce missed appointments 
 A psychiatric urgent facility that provides short-term respite housing for up to 12 hours 
 WELL CARE Services Pharmacy that provides medication therapy and management, as well as 


delivery of medications to patients in the hospital 
 WELL CARE Services Behavioral Health/Medical/Injection Clinic that provides primary care 


and telehealth exams, intensive hands-on case management, behavioral health therapy and long-
acting injectable medication therapy 


 WELL CARE Services Housing Program offers short-term, stable housing, inclusive of room and 
board, paired with an intensive Navigation Specialist Program that links members to community 
supports, job training, supported employment programs, and permanent affordable housing 
options.  


 Our provider collaboration model and value based reimbursement programs incent providers to 
reach out to new patients who have not accessed care in the past. We will continue to work with our 
provider network to outreach to members and engage them in a continuum of care via their primary 
care provider. Our programs provide incentives and data that enable our PCPs to proactively reach 
out to and engage with their patients to close gaps in care and improve HEDIS® and other quality 
measures aligned with DHCFP’s goals. By the end of 2017, we anticipate that 95 percent of our 
providers will participte in an incentive program focused on improving access and outcomes.  


Our Qualifications: Continued Commitment to Meet the Needs of Nevadans 
Under the New Contract 
We don’t rest on our laurels. As we prepare for this new contract, including the expansion in 
geographies, services, and populations, we bring a variety of innovative services and best practices 
from our affiliates nationwide.  Some examples include:   


 We have expanded our telemedicine program to include web-based member consultations through 
LiveHealth Online. This Value Added Service provides our members with online, two-way video 
physician consultations for clinically appropriate conditions (such as a cough, cold, fever, or flu). 
Our members are able to access services through a secure Internet connection or through an 
application on their mobile phone. LiveHealth Online is available in both English and Spanish. 


 An additional Valued Added Service, our Bedside Medication Delivery Program, provides inpatient 
bedside and in-home medication delivery services helping support medication adherence and 
compliance which are both critical factors in reducing unnecessary ER visits and hospital stays and 
are critical components in maintaining health.  


 We are offering members Virtual Reality (VR) therapy as an alternative solution to using opioids to 
deal with pain. We will partner with a strategic provider partner in Washoe County to supplement 
their pain management programs.  


 Through a partnership with Pursuant Health, we promote early screening and preventive care. Our 
members will be able to complete Health Needs Assessment Screenings using the kiosks at Walmart 
stores, in addition to options to complete them by phone or by mail. Screening results will be 
securely transferred to us so that we can quickly identify risks and address members’ needs.  
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 We are proud to introduce an innovative and holistic approach to health and wellness through 
collaboration with CareMore. An Anthem company and Amerigroup affiliate, CareMore combines 
medical supervision, high-touch clinical expertise, and a revolutionary path to member engagement. 
This exclusive benefit for our members provides an integrated solution to directly address access, 
close gaps in care, and provide extra support for our members with complex or chronic conditions. 
With the supportive guidance of Amerigroup, our members in Clark County who will benefit from 
higher levels of clinical intervention will be guided through their health care journey by the 
CareMore team. Through this seasoned, proactive approach, we will drive increased personal 
responsibility, improvement in health outcomes, and continuity across all care settings.  


 Our Tictrac member engagement program is an online/mobile application that aggregates data 
about personal activities, such as exercising, sleeping, and eating, from a user’s activity tracker, 
smartphone, other apps, or personal entries. Tictrac analyzes data and delivers insights (such as 
how sleep impacts eating on a particular day), making members more aware of their habits. As 
members gain awareness of areas needing improvement, Tictrac offers tools to help form and 
maintain healthy habits. 


 Through collaboration with the Marketplace Solutions and Incentive Project and the, we will 
address the prevalence of gang violence, gun violence, domestic violence, assault, and associated 
trauma to connect members who have experienced violence with relevant community resources. The 
Youth Alliance Program provides a high touch, face-to-face, strengths-based, goal-setting model 
aimed at reducing costs associated with violence and improving member outcomes. 


Our Qualifications: We are Poised to Expand and Grow with Nevada 
Geographic Expansion—Amerigroup stands ready to provide service to Nevada’s other 15 counties, 
including the rural and frontier counties with small populations (White Pine, Lincoln, Eureka, 
Pershing, Lander, Storey, Mineral, and Esmeralda) where health care access has long been a 
challenge. This also affects many Native American tribes that are isolated in rural Nevada. We are 
able to leverage the resources of our affiliate health plan that has the only statewide provider network 
in Nevada, if the State should expand the Contract to include these locations. 


Population Expansion— Amerigroup is able to meet the needs of additional member populations by 
leveraging the experience of our 19 Medicaid plan affiliates that provide services to specialized 
populations. This experience includes providing services that meet the unique of the Aged, Blind and 
Disabled (in 16 states), children/adolescents in the juvenile justice system/foster care program (in 10 
states), members with complex behavioral health conditions such as substance use disorder (in 16 
states), members with intellectual/developmental disabilities (in 11 states), members with severe 
emotional disturbance or serious mental illness or (in 13 states), members who receive Home and 
Community Based Waiver services (in 9 states), and members experiencing homelessness or other 
social determinants. 


Coordinating with the Health Insurance Exchange—To assist members and minimize any negative 
impacts due to a change in Medicaid or CHIP eligibility status, our affiliate health plan currently 
offers 45 Silver (including nine American Indian/Alaskan Native plans), four Gold (including two 
American Indian/Alaskan Native plans), and 16 Bronze (including eight American Indian/Alaskan 
Native plans), Qualified Health Plans (QHPs) on Nevada’s State-designated Silver State Health 
Insurance Exchange (HIX). Our affiliate has offered products in the Nevada market for 47 years and 
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has offered QHPs since the onset of the exchange in 2014. Our affiliate is the only carrier offering 
QHPs statewide and will continue to offer a variety of plans for consumers in Nevada in 2017. 


Amerigroup’s Heart for Nevada Medicaid 
Amerigroup has created and deployed programs to assist members in finding stable housing, initiated 
targeted outreach for children, developed initiatives to promote public health options integration, 
deployed strategies and established partnerships to improve network adequacy, and assisted the State 
with eligibility, enrollment, and re-certification processes. Our outcomes-based programs are fully 
vetted and premised on the most recent research and program information. We have advanced 
culturally competent health promotion and education in local communities by:  


 Hosting and participating in health fairs that highlight and 
provide preventive screenings and services 


 Conducting community trainings covering health topics including 
nutrition, diabetes, and preventive screenings 


 Partnering with community centers, shelters, senior centers, 
clinics, housing authorities, and food banks to locate and engage 
members 


 Co-sponsoring Mobile Health Clinics enabling members’ access 
to preventive and primary health care services 


 Sponsoring and promoting the Food Bank of Northern Nevada by 
participating at food pantry events throughout Washoe County 


 Partnering and sponsoring community groups, such as the 
Positively Kids Foundation; Baby’s Bounty; Immunize Nevada; 
Latin Chamber of Commerce (and their health and wellness fair); 
Community Partners for a Better Health; Research, Education, 
and Access for Community Health (REACH); Nevada Homeless 
Alliance; and the Champion Center 


We have a proven commitment to Nevada’s at-risk children. There 
are more than 23,750 homeless children in Nevada with more than 11,250 enrolled in Clark County 
schools. We are committed to positively impacting the lives of these children and all youth in Nevada. 
We partner with organizations that provide services to Nevada’s youth, including Clinics in Schools, 
The Children’s Cabinet, and Family TIES of Nevada. We collaborate with After-School All-Stars Las 
Vegas, a non-profit organization that provides after-school programs to more than 6,000 youth in 15 
Clark County schools. We fully support the mission of School Based Child Health Services in Nevada.  


Amerigroup has shared many collaborative successes with DHCFP, and we look forward to continuing 
to contribute to the Nevada success story.   


4.1.9.1 Amerigroup is a Domestic Nevada Health Maintenance Organization 


 


No, Amerigroup is not a Qualified Health Maintenance Organization (HMO) as defined by 42 U.S.C 
300e-9. However, Amerigroup has been licensed as a domestic Nevada HMO since 2005 and served 
members since 2009. We provide a copy of the license in Part IB, Tab IV – State Documents. 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9?
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4.1.10 Length of Time Amerigroup has Provided Medicaid Services 


 


Amerigroup has partnered with the DHCFP and has proudly served Nevadans through the Nevada 
Medicaid and Nevada Check Up programs since 2009.  


Amerigroup is a wholly owned subsidiary of Anthem, Inc. (Anthem). Through its affiliate health plans 
in 20 states, including Nevada, Anthem currently serves more than 6.3 million members in Medicaid, 
CHIP, and other State-sponsored programs.  


Together with our affiliate health plans, we have coordinated Medicaid and state-sponsored plan 
benefits for low income populations for more than 25 years, currently serving members in 20 states, 
including Nevada where Amerigroup currently provides services to more than 187,000 Nevadans.  


In Table 4.1.10-1, we show the length of time and services provided by Amerigroup and our affiliates. 


Table 4.1.10-1. Amerigroup and Affiliate Health Plan State Sponsored Program Services. 


 


  


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description.
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The depth and breadth of experience Amerigroup and our health plan affiliates bring includes fully 
integrated delivery systems that emphasize quality, efficiency, and improved member health and well-
being. In addition to extensive experience serving Medicaid and CHIP populations, our affiliates serve 
members who are Aged, Blind and Disabled (ABD) in 16 states, children, adolescents, and young 
adults in foster care, adoption assistance, and juvenile justice programs in 10 states, and members with 
intellectual and/or developmental disabilities in 11 states. Our affiliates also coordinate home and 
community based waiver services for Medicaid members in 8 states, and  offer a wide variety of plans, 
products, and options such as Medicare supplement and Medicare Advantage (including SNPs, D-
SNPs, and private fee-for-service plans) plans. 


4.1.11 Corporate Background 
 


4.1.11.1 Primary Business and Client Base 


 


Amerigroup provides health care solutions to the more than 187,000 Nevadans, including 
approximately 179,500 Nevada Medicaid (including 70,000 Adult Expansion members), and 7,630 
Nevada Check Up members. We have partnered with the DHCFP and have proudly provided services 
to Nevadans through the Medicaid MCO program since 2009. 


Anthem is a leading health benefits company in the United States. Through a broad portfolio of 
integrated health care plans and related services, Anthem delivers leading health benefit solutions 
through its Commercial and Specialty Business, and Government Business segments. The Commercial 
and Specialty Business and Government Business segments both offer a diversified mix of managed 
care products, including PPOs, HMOs, traditional indemnity benefits and POS plans, as well as a 
variety of hybrid benefit plans including Consumer Directed Health Plans (CDHPs), hospital only, and 
limited benefit products. 


Anthem’s Commercial and Specialty Business segment includes Local Group, National Accounts, 
Individual, and Specialty businesses. Business units in the Commercial and Specialty Business 
segment offer fully-insured health products; provide a broad array of managed care services to self-
funded customers including claims processing, underwriting, stop loss insurance, actuarial services, 
provider network access, medical cost management, disease management, wellness programs and other 
administrative services; and provide an array of specialty and other insurance products and services 
such as dental, vision, life and disability insurance benefits, radiology benefit management and 
analytics-driven personal health care guidance. 


Anthem’s Government Business segment includes Medicare and Medicaid businesses, National 
Government Services (NGS), and services provided to the federal government in connection with the 
Federal Employee Program (FEP). Medicare business includes services such as Medicare Advantage, 
Medicare Part D, and Medicare Supplement. Medicaid business includes managed care alternatives 
through publicly funded health care programs, including Medicaid; Temporary Assistance for Needy 
Family (TANF) programs; programs for seniors and people with disabilities (SPD); programs for 
Home and Community Based Waiver Services; Children’s Health Insurance Programs (CHIP); and 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 
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Affordable Care Act (ACA)-related Medicaid expansion programs. NGS acts as a Medicare contractor 
in several regions across the nation. 


Combined with all its affiliated health plans, Anthem serves 39.8 million medical members as of June  
30, 2016. 


Anthem’s health plans have been the “go-to” choice for health care for more than 80 years, including 
47 years in Nevada.  


As an Anthem affiliate health plan, we are able to provide a fully integrated delivery system that 
emphasizes quality, efficiency, and improved member health and well-being.  


4.1.11.2 Brief Company History and Ownership 


 


AMERIGROUP Nevada, Inc. was incorporated in 2005 and has 
partnered with the DHCFP in Nevada since 2009. We are a wholly 
owned subsidiary of AMERIGROUP Corporation, a Delaware 
domiciled corporation and a foreign corporation qualified in 
Nevada.1  


Anthem, Inc. (Anthem) is an Indiana domiciled corporation and is 
the ultimate parent of both AMERIGROUP Nevada, Inc. and 
AMERIGROUP Corporation. Anthem acquired AMERIGROUP 
Corporation on December 24, 2012.  


Shares of Anthem’s common stock are publicly traded on the New 
York Stock Exchange under the symbol ANTM. As such, Anthem 
common stock may be acquired in the ordinary course of business 
through open market purchases. Based upon the most recent SEC 
filings, Anthem is aware of the following entities, listed below, that own beneficially five percent or 
more of the outstanding shares of Anthem’s common stock, and therefore indirectly own beneficially 
five percent or more of AMERIGROUP Nevada, Inc.. It should be noted that beneficial ownership is 
determined in accordance with the SEC’s rules and regulations. 


Table 4.1.11.2-1 shows a breakdown of Major Stock Holders. 


Table 4.1.11.2-1. Major Stock Holders 
Top Institutional Holders Shares % owned Address Reported 


Price (T Rowe) Associates, Inc. 24,607,547 9.36 100 East Pratt Sheet 
Baltimore, Maryland 21202 


March 31, 2016 


Vanguard Group, Inc. 15,605,141 5.93 P.O. Box 2600 
Valley Forge, Pennsylvania 19482 


March 31, 2016 


 


  


                                                 
1 AMERIGROUP Corporation is a wholly owned subsidiary of ATH Holding Company, LLC (ATH). ATH is a 
wholly owned subsidiary of Anthem, Inc. (Anthem). 


4.1.11.2  Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   
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Each of the entities listed above has filed a Form 13F and/or Schedule 13G with the SEC to identify its 
holdings as an institutional investment manager. If any of these entities had acquired 5 percent or 
more of Anthem’s common stock other than for investment purposes, such entity would be required to 
file a Form 13D with the SEC within 10 days of such acquisition. Therefore, to our knowledge, the 
entities listed above have acquired Anthem’s common stock for investment purposes only. 


Table 4.1.11.2-2 shows the Officers and Directors that conduct AMERIGROUP Nevada, Inc.’s affairs. 


Table 4.1.11.2-2. Officers and Directors of AMERIGROUP Nevada, Inc. 


List of Officers: 


Eric Lloyd, President and CEO 


Robert David Kretschmer, Vice President and Treasurer  


Eric Kenneth Noble, Assistant Treasurer 


Kathleen S. Kiefer, Vice President and Secretary 


Dr. Richard Roberts, Vice President and Medical Director 


Jack Louis Young, Vice President 
 


List of Directors: 


Eric Lloyd, Chairperson, President and CEO 


Kathleen S. Kiefer, Vice President and Secretary  


Carter Allen Beck, Director  
 


4.1.11.3 Residence Statement 


 


AMERIGROUP Nevada, Inc. is a resident of Nevada and was incorporated on August 11, 2005 as a 
Nevada-domiciled company. 


4.1.11.4 Disaster Recovery Back-Up Sites 


 


Data centers in Virginia Beach, Virginia, and Richmond, Virginia host the majority of systems, 
applications, and technologies that support our Nevada programs. Each data center has a designated 
backup site.  


 Critical systems in Virginia Beach have replicated backups in Harrisonburg, Virginia.  


 Critical production systems in Richmond have standby systems in Harrisonburg, Virginia and St. 
Louis, Missouri. 


  


4.1.11.3 Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


4.1.11.4 The location of disaster recovery back-up site.
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4.1.11.5 Point of Contact 


 


AMERIGROUP Nevada, Inc.’s point of contact is Eric Lloyd, president and CEO. Mr. Lloyd’s address 
is 9133 West Russell Road, Las Vegas, NV 89148. Mr. Lloyd’s telephone number is (702) 228-1308. 


4.1.11.6 Organization Size 


 


Table 4.1.11.6-1 provides our organization’s size in assets, revenue, and number of employees. 


Table 4.1.11.6-1.Organization in Assets, Revenue, and People 
AMERIGROUP Nevada, Inc. Through 2nd Quarter of 2016 


Assets $113 million 


Revenue  $309 million 


Employees 83 


4.1.11.7 Organizational Chart 


 


Figure 4.1.11.7-1 provides an organizational chart for our senior management and key personnel by 
function. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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Figure 4.1.11.7-1. Senior Management and Key Personnel Organizational Chart 
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4.1.11.8 Areas of Specialization 


 


Amerigroup specializes in providing managed care programs for Nevada’s Medicaid and Nevada 
Check Up members. The products we offer assure our members benefit from an organized system of 
care and experience a true medical home. We have partnered with the DHCFP to define and achieve 
measurable and beneficial outcomes that support the State’s mission and objectives and to satisfy 
program requirements. We have implemented strategies in Nevada for seamless care coordination and 
management to promote member self-care and health promotion, while increasing impactful linkages 
to community services and supports. We provide trusted and caring solutions to drive definable, 
measureable results supported by demonstrated outcomes. We apply our local knowledge of the unique 
Nevada health care landscape to identify cost savings and cost-avoidance methods and measures that 
are most impactful.  


We lead the way with innovative programs to promote health and wellness for our members. Our 
innovations facilitate early identification of health care needs and interventions, reduce emergency 
room (ER) use, and improve the accessibility and quality of supportive services resulting in healthy 
outcomes. For example: 


 We are offering members Virtual Reality (VR) therapy as an alternative solution to using opioids to 
deal with pain. We will collaborate with a strategic provider partner in Washoe County to 
supplement their pain management programs.  


 Through a partnership with Pursuant Health, we promote early screening and preventive care. Our 
members will be able to complete Health Needs Assessment Screenings using the kiosks at Walmart 
stores, in addition to options to complete them by phone or by mail. Screening results will be 
securely transferred to us so that we can quickly identify risks and address members’ needs.  


 Our innovative and holistic approach to health and wellness through collaboration with CareMore, 
an exclusive benefit for our members, will provide an integrated solution to directly address access, 
close gaps in care, and provide extra support for our members with complex or chronic conditions.  


 Through our partnership with WELL CARE Services, a local integrated health care organization 
with multiple convenient locations, we offer tailored integrated health care services to our members 
with chronic health conditions. Services include on-site, face-to-face primary care and telehealth 
exams, housing coordination, transportation to community resources and social services, as well as 
therapy for mental illness and medication management. This exclusive partnership focuses on a 
person-centered model that supports members impacted by social and economic challenges during 
critical times of their care and subsequently addresses preventable ER use.  


We stand fully prepared and enthusiastic to continue partnering with the DHCFP for this Contract and 
as DHCFP expands its programs. We don’t apply a “one size fits all” approach to serving our members 
or providers nor will we shoehorn expanded geographic areas, services, or populations into our current 
program. Our understanding of the unique needs of Nevadans and what works and what matters, 
coupled with our agility and willingness to expand, will help further advance the DHCFP’s mission.     


  


4.1.11.8 The areas of specialization. 
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4.1.11.9 Main Product/Service 


 


Table 4.1.11.9-1 provides annual revenues and membership numbers for our three product lines. 


Table 4.1.11.9-1. Amerigroup’s 2014 and 2015 Revenues and Membership by Product 
Amerigroup  2015 2014 


Nevada Check Up revenue $10,404,078 9,277,651 


Nevada Check Up membership 7,775 8,204 


Nevada Medicaid (including Adult Expansion) revenue $505,719,188 $363,998,612 


Nevada Medicaid (including Adult Expansion) membership 174,792 167,868 


 


4.1.11.10 Corporate Philosophy and Mission Statement 


 


Amerigroup provides real solutions for members who need a little help by making the health care 
system work better while keeping it affordable. Our philosophy is to provide excellent care and services  
to our members through our robust provider network that assures each member has access to high 
quality, comprehensive health care services within their immediate service area. We are dedicated to 
improving member satisfaction and health outcomes for our members . 


Our mission is to deliver real solutions that improve health care access and quality for our members, 
while proactively working to reduce the overall cost of care to taxpayers. 


Our values are to be accountable, caring, innovative, trustworthy, and easy to do business with. 


4.1.11.11 Future Growth and Development Plans 


 


During our partnership with the DHCFP, we have experienced increased year-over-year growth in 
membership. We have collaborated with the State to assure newly enrolled members 
receive seamless and timely care and support. We continually draw from current 
resources and our local infrastructure, expertise, commitment, and heartfelt 
enthusiasm to execute and improve upon current initiatives to successfully implement and meet all 
coverage requirements.  


Our future growth and development include the following: 


1. We are poised to expand to serve Nevada’s other 15 counties, including the rural and frontier 
counties with small populations (White Pine, Lincoln, Eureka, Pershing, Lander, Storey, 
Mineral, and Esmeralda) where health care access has long been a challenge and the distance 
between major rural towns averages 100 miles. Through our local affiliate, we are the only 
health plan in Nevada with access to an existing, statewide network of providers, and we have 
provider agreements with Nevada’s neighboring states to assure members in rural areas have 
access to services.  


2. Future member expansion populations. As Medicaid populations have expanded, we have 
implemented innovative strategies and solutions to increase access to care and improve the 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


4.1.11.10 The corporate philosophy and mission statement. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
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quality of care for our members. We are prepared to serve populations including the aged, 
blind and disabled, children with special health care needs (intellectual/developmental 
disabilities), children/adolescents in the juvenile justice system, and children/adolescents in 
foster care programs. We look forward to working with the foster care members who 
voluntarily enroll with us. 


3. Future products. We are poised to provide Home and Community Based Waiver services  to 
individuals enrolled in state waiver programs. Our product is a fully integrated model that 
provides high quality, integrated, and culturally competent service coordination for seniors and 
members with disabilities to maximize their choices and independence. This program 
coordinates services to meet members’ and caregivers’ needs to help assure members can 
continue living in their homes, avoid or delay institutionalization, and/or return to their homes 
after a temporary institutional stay. Built on existing programs developed by our affiliate 
health plans, this product model combines qualified staff, tools, and resources to identify and 
assess the physical, behavioral, cognitive, functional, environmental, and social needs of 
members in the most cost-effective manner through active engagement, communication, and 
coordination.  


Through our home and community based service product model, we engage with members in 
whole-person care coordination that addresses all of their needs across the health care 
continuum; maximizes member and provider satisfaction; and ensures members, their 
caregivers, and families receive the highest levels of services and supports through quality 
improvement initiatives and robust monitoring practices. Once determined eligible to receive 
home and community based services, members choose their living arrangement and needed 
supports from either home- and community-based service alternatives available in their state or 
a nursing facility. Our affiliates currently deliver home and community based waiver services 
to more than 257,000 members in eight Medicaid states. 


4. Exchange. Our local affiliate health plan has offered commercial products in the Nevada 
market for 47 years, and has offered core QHPs since the onset of the Silver State Health 
Insurance exchange (SSHIX) in 2014. Through our affiliate, we currently offer 45 Silver 
(including nine American Indian/Alaskan Native plans), 4 Gold (including 2 American 
Indian/Alaskan Native plans), and 16 Bronze (including 8 American Indian/Alaskan Native 
plans) Qualified Health Plans (QHPs) on Nevada’s State-designated Health Insurance 
Exchange (HIX). Additionally, understanding that DHCFP is interested in Medicaid 
Transition QHPs on the HIX, our affiliate is committed to offering these on the Exchange in 
2017. Our Medicaid Transition QHP will have pediatric dental and vision benefits embedded in 
the product. Our affiliate is the only carrier offering QHPs statewide, and will continue to offer 
a variety of plans for consumers in Nevada in 2017.  
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4.1.11.12 Market and Business Line Expansion 


 


Amerigroup was created solely to serve low-income and underserved Nevadans. Throughout our long-
term partnership with the DHCFP, we have experienced increased year-to-year growth in membership. 
We have successfully collaborated with the State to assure newly enrolled members receive seamless 
and timely care and support, and to expand our services to populations not included at the initial onset 
of Contract start dates.  


Nevada expanded Medicaid in 2014 under the guidelines laid out in the Affordable Care Act (ACA). As 
a result, Nevada’s Medicaid population more than doubled. Most of these new members were childless 
adults with specialized needs vastly different from those of the mothers and children traditionally 
served by Nevada’s Medicaid and Nevada Check Up managed care programs. During this time, 
Governor Sandoval, and the head of Nevada’s Department of Health and Human Services, challenged 
Amerigroup to develop solutions to meet the specialized needs of these new members. We met that 
challenge.  


We promptly designed and implemented programs that reflected the needs of Nevada’s expansion 
population and focused on  increasing quality of care, improving health and well-being, and driving 
efficiency. As our membership more than doubled we quickly implemented innovative programs, 
including our Primary Care Integrated Screening, Identification, Treatment, and Evaluation (PC-
INSITE) program; our exclusive partnership with WELL CARE Services; and our provider 
collaboration model and value based reimbursement program. We combined these programs with 
intensive case management that linked members to community supports, job training, supported 
employment programs, and permanent affordable housing options.  


At Amerigroup, we didn’t see potential issues and challenges in ACA expansion, we saw opportunities 
to make a real difference in the lives of our newest members, such as: 


Opportunity 1:  Our newest members were unfamiliar with the process of navigating their healthcare 
and health plan. Our solutions:  


 Dedicated Member Liaisons to help members navigate the healthcare system and secure appropriate 
appointments / services. We increased member outreach as well as care coordination and case 
management services to facilitate care. 


 Monthly Meet & Greet member events held at provider offices across the counties. We focused on 
clinics catering to populations with limited resources. These educational sessions covered topics 
such as: 
 How to choose and access a PCP and the importance of the PCP-patient relationship 
 Accessing BH, pharmacy, and dental benefits and services 
 Benefits and services for pregnancy and OB care 
 List of urgent care centers throughout the counties. 
 Quick Access sheet with phone numbers and resources 
 FAQs and an open Questions and Answers session 


 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified. For example, what kind of planning and project 
management techniques, what resources and organization, etc.?
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Opportunity 2: Our new expansion population members had higher and more urgent needs than our 
previous population. Our solutions: 


 Increased case management staff and services 


 Dedicated case management phone line for members and providers wanting case management and 
care coordination services 


 Increased disease management services 


Opportunity 3: New members often lack transportation and/or phones for communication. Our 
solutions:  


 Amerigroup sponsored a mobile clinic that targeted specific geographic areas with a high 
prevalence for homelessness 


 Contracted with PCPs, Nurse Practitioners, and Mental Health Providers who conduct home visits 


 Partnered with providers who offer transport services to and from their facilities, including 
behavioral health and skilled nursing facilities 


 Amerigroup offered free cell phones and phone cards to members, to improve access to care 


Opportunity 4: New members had an increased need for non-medical services, such as food, baby 
supplies, clothes, and other necessary items. Our solutions: 


 Developed close partnership with Baby’s Bounty to provide necessary items for infants and children 


 Engaged Amerigroup associates to volunteer and get involved in local community events that 
support our members 


 Partnered with local food pantries and food drives 


 Partnered with local supermarkets to offer coupon books designed specifically for Amerigroup 
members, focusing on discounts for healthier choice options 


 Connected providers with agencies providing grants and other funding for supportive services 


Opportunity 5: Discharge planning barriers (e.g. members with history of drug abuse, those needing 
custodial care, poor social support, etc.). Our solutions: 


 Worked with local behavioral health providers and detox centers to partner in treating members 
with history of drug abuse and comorbid medical needs, such as short-term IV antibiotics 


 Outreached to SNFs outside of service areas to help support members who were not accepted at 
contracted facilities 


 Worked closely with SNFs around the counties to accommodate custodial care for patients 


 Dedicated social workers to support discharge planning efforts and facilitate use of community 
resources, such as grants for housing, life skills training, and setting up home services 


Opportunity 6: Homelessness. Our solutions: 


 Partnered with Nevada Homeless Alliance and other agencies to facilitate real-time referrals to 
shelters 


 Worked with shelters to get access to live database of open beds across the county 


 Mobile clinic van with dedicated MD to service specific geographic locations with high prevalence 
for homelessness 


 Partnered with agencies that provide assistance/funding with transitional housing 
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 Collaborated with HHC agency and shelters to establish possible treatment/triage room within the 
shelter, thus ensuring that members continue to access outpatient services 


Opportunity 7: Increased ER utilization. Our solutions: 


 Implemented ER Diversion Plans, including: 
 Rapid Response Team for Behavioral Health 
 Partnering with local SNF's to accept direct admissions for patients with chronic / recurring 


illnesses  
 Close partnerships with Home Health Agencies so that members have access to a medical 


professional available to them when they need it 
 Increased wraparound services such as Personal Care (PCA)  to avoid inappropriate ER 


utilization 
 Contracted several additional urgent care centers, including a specialized orthopedic urgent care 


in Washoe County 


 Obtain daily ER census and discharges from contracted facilities; providing opportunities to 
intervene and facilitate care 


 Member liaisons and educators reach out to members who have utilized the ER to ensure they 
receive the follow-up care they need and connect them with their PCP. Members are also reminded 
of the in-network urgent care centers close to their home 


Opportunity 8:  Overall increase in member calls, increased needs/requests for Case Management, 
need for member advocacy, etc. Our solutions:  


 Modified / updated existing prior authorization and case management policies to accommodate the 
needs of this new population and offered less restrictive procedures for providers 


 Tripled our Pre-Certification department 


 Doubled each of our case management and concurrent review teams 


 Created a dedicated phone queue for member inquiries and care coordination 


 Hired specialists in discharge planning and outreach, as well as a team of social workers to support 
the overlapping BH/Medical needs of our members 


 Increased provider contracting efforts exponentially  


We are honored and humbled to have played a role in significantly expanding access and services for 
Nevada Medicaid and Check Up members while decreasing Nevada’s uninsured rate by more than 24 
percent from 2013 to the first half of 2015. As we have demonstrated, our services are efficient; 
emphasize preventive care, early intervention, and appropriate utilization; increase member 
satisfaction; and reduce operational costs. 


Expansion Implementation Approach and Methodology  
Our expansion methodology leverages our experience, fully engages our local leadership / 
administrative infrastructure, and builds on strong relationships with state officials and established 
provider networks.  


Our team focuses on organizational skills and strategic effectiveness through high-level planning 
sessions that assure the right project methodologies are used. From a highly trained, professional 
group of subject matter experts who are pulled from key functional areas to our Implementation 
Project Team, we adhere to a formal project management lifecycle, which includes the following: 
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 Formal engagement/documentation of resources dedicated to the project 


 Meetings with the State’s project/technical teams 


 Formal communication plan/weekly reporting 


 Risk management, mitigation, and contingency plans 


 Internal readiness reviews 


 On-site go-live and post go-live support 


 Full engagement of our local Nevada operations  


Transparent and ongoing stakeholder communication is critical throughout development, 
implementation, and post go-live. Proactive information sharing helps us identify best practices and 
lessons learned throughout the process. We create opportunities for stakeholders to provide feedback, 
so that we can respond and take action. As part of the quality structure, we establish a member 
advisory committee as a forum for member, family, and caregiver input and influence. 


4.1.11.13 Length of Time Organization has Provided Medicaid Services 


 


AMERIGROUP Nevada, Inc. was incorporated in 2005, and has been providing the services described 
in this RFP in Nevada since 2009. Our affiliated health plans in 19 other states have more than 25 
years of experience coordinating Medicaid and other state-sponsored plan benefits. Together, we 
currently serve more than 6.3 million members, including more than 187,000 members in Nevada.  


Figure 4.1.11.13-1 demonstrates the breadth of experience Amerigroup and our affiliates have serving 
various Medicaid and CHIP populations and the number of members served as of June 30, 2016.  


Figure 4.1.11.13-1. Amerigroup and its Affiliated Health Plans have Experience Coordinating Care for Members 
Across 20 States  


 
 


  


4.1.11.13 Length of time vendor has been providing services described in the RFP to the public and/or 
private sector. Please provide a brief description. 
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4.1.12 Experience 
 


4.1.12.1 Experience Providing Services 


 
A. Managing a Network of Medicaid Providers  
Amerigroup has partnered with the DHCFP to serve Nevada Medicaid and Nevada Check Up members 
for more than seven years. Our comprehensive, contracted network is already in place and allows us to 
meet the needs of our members. We bring a deep understanding of the unique characteristics of the 
Nevada Medicaid population, developing and tailoring services while forging trusted, collaborative 
relationships with our providers that foster improved member outcomes. Our Nevada-based Provider 
Services team, including our provider relations representatives, entrenches itself in the community, 
meeting face-to-face with providers to build 
trusting, open communication and develop 
collaborative relationships. We leverage our 
deep understanding of Nevada’s Medicaid 
provider community and the health care needs 
of our members to inform our outreach and 
recruitment strategy. 


Our provider network is unsurpassed in Nevada 
and offers the greatest access to members. As an 
MCO with an established provider network, we 
use our best efforts to contract with all essential 
community providers to meet our members’ 
needs. We currently have more than 7,700 
Medicaid providers in our expansive network. 
We have established standards for monitoring 
primary care providers for the Nevada Medicaid 
and Nevada Check Up programs.  


Our experience spans the following areas: 


Provider Engagement — A local, hands-on 
approach anchors our success. We meet 
providers where they are and are trusted 
partners through changes in programs, policy, 
benefits, demographics, cultural needs, and 
public health initiatives. We work closely with 
our providers, including them in our quality 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel.  







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 28 
 


improvement committees and workgroups such as the Nevada Medical Advisory Committee (MAC) and 
our Nevada-based Credentialing Committee, to provide improved health care outcomes. We collaborate 
and share responsibility for improving member outcomes through a combination of focused, high-
touch provider interventions and innovative technology solutions. Our network management activities 
help assure that providers comply with the DHCFP requirements and our internal standards. Our 
Provider Services team conducted more than 1,000 in-person provider visits and almost 7,000 phone 
and email contacts in 2015.  


Providing Culturally Competent Care — Our network reflects the unique cultural preferences of our 
members. We have been working diligently to level the playing field in health care for racial/ethnic 
minority populations for many years. We understand the critical role that culture, ethnicity, and equal 
opportunities play in the health of our members, and we believe they are most likely to access care and 
complete treatment plans when systems, services, and practitioners are culturally competent. We 
combine our local Nevada experience with our organizational tradition of providing culturally 
competent services and best practices shared by our affiliate health plans that serve state-sponsored 
health programs nationwide. 


Amerigroup examines available data about network practitioners’ abilities to meet members’ cultural 
and linguistic needs. Our Nevada network includes providers who speak a wide variety of languages 
and represent various ethnicities. The provider directory or web-based physician locator identifies the 
languages spoken by each provider. More than 28 percent of practitioners in the network indicate they 
speak Spanish. Members can also request assistance from our Member Services department to locate a 
provider who speaks a specific language or a provider of a specific ethnicity.  


Delivering High Quality Services — We go beyond minimum 
network access standards to seek out providers who bring high 
quality, comprehensive, and specialized service, when and where 
our members need it the most. Our locally based provider relations 
team assists in ongoing support and contracts with providers as 
necessary. We will continue these practices to maintain the 
adequacy of our Nevada Medicaid network and our high level of 
provider retention and satisfaction. As an example of our 
providers’ satisfaction, our provider retention rate is 97 percent.  


Transforming Health Care in Nevada 
Our long-standing relationships with Nevada’s Medicaid providers 
and expert knowledge of Nevada’s health care landscape position 
us to continue to deliver a robust provider network that meets the 
needs of our members. Together with our providers, we are 
transforming health care with trusted and caring solutions. We 
partner with our provider network to develop and implement 
programs designed specifically to meet the changing and emerging 
needs of members. Examples include: 


Substance Abuse Prevention and Treatment Agencies        
(SAPTAs) — We have developed strong relationships with all 
SAPTAs in Clark and Washoe counties. SAPTAs were new to 
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managed care with no experience in managed care processes, including claims processing. 
Amerigroup has taken the initiative to help the SAPTA providers be successful in treating Medicaid 
members. For example, we provide ongoing webinars to train SAPTA provider staff on how to 
credential providers as well as appropriate claims billing. 


Collaboration with Nevada Residency Programs — We are 
developing partnerships with several graduate medical education 
residency programs in Nevada. Our goal is to encourage 
expansion of residency programs through ongoing support and 
innovation. We are currently working with all residents’ 
programs available in the Las Vegas valley. For example, 
Amerigroup works with Touro College of Osteopathic Medicine 
in conjunction with a large PCP group in Southern Nevada. We 
have a contract in place with the PCP group using a Patient-
Centered Medical Home model. As part of this partnership, the 
group is providing a full-time care coordinator dedicated to our 
health plan to support the work of residents and the physician 
clinic. We are currently the only health plan in Nevada working 
with the University of Nevada School of Medicine (UNSOM) 
Department of Pediatrics, which currently staffs four school-
based clinics in Las Vegas. Under faculty supervision, residents 
(medical doctors who are training to specialize in pediatrics) provide health care services such as acute 
care, well visits, and sports physicals to children at participating schools. 


Approach for Washoe County — One of our top priorities is continuing to work with the DHCFP to 
address access issues in Washoe County due to limited availability of some specialties within Nevada, 
including pediatric subspecialty providers and transplant services. We work hard to maintain a good 
relationship with providers in the County. For example, we are the only MCO with contracted 
orthopedic specialists in Northern Nevada. We will continue to assure that members have timely access 
to non-network providers so that our members can access the full range of services quickly, regardless 
of network capacity.  


In addition to our extensive Nevada experience, we are able to draw on the best practices of our 
affiliate health plans that have coordinated Medicaid and state-sponsored plan benefits for more than 
25 years. The DHCFP benefits from the national knowledge and experience of our affiliates, delivered 
locally by professionals who understand Nevada’s programs and populations.  


B. Managed Care Programs for Medicaid Members 
We continue to innovate and create new programs and services for our members that advance the 
goals and objectives of the DHCFP and other State partners.  


Implementing Solutions to Optimize Member Health Outcomes   
Amerigroup helps improve health care access and quality for more than 187,000 low-income Nevadans 
by developing innovative care management programs and services. Members 
receive care that is accessible, accountable, comprehensive, integrated, and 
person-centered. Amerigroup provides ongoing community relations and 
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outreach to encourage members to become active participants in their health care. Through health 
education programs, members are empowered to choose and sustain a healthy lifestyle. 


Innovation through the CareMore Model 
We are proud to introduce an innovative and 
holistic approach to health and wellness 
through a collaboration with CareMore. An 
Anthem company and Amerigroup affiliate, 
CareMore combines medical supervision, 
high-touch clinical expertise, and a 
revolutionary path to member engagement. 
This exclusive benefit for our members 
provides an integrated solution to directly 
address access, close gaps in care, and provide 
extra support for our members with complex 
and/or chronic conditions. With the supportive 
guidance of Amerigroup, our members in 
Clark County who will benefit from higher 
levels of clinical intervention will be guided 
through their health care journey by the 
CareMore team. Through their seasoned, proactive approach, we will support the goals of increased 
personal responsibility, improvement in health outcomes, and continuity across all care settings.  


CareMore’s three Care Centers in Clark County will become a central part of the Medicaid 
community, and provide a supportive environment for members to participate in preventive care, 
disease management, and health education. As members begin working with their care team, they 
actively participate in a “Healthy Start” assessment, which is a proprietary model for assessing risk 
factors, lifestyle impacts, and developing an approach customized to the individual.  


Social support experts adept at managing the experience of our Medicaid members will drive 
engagement and ensure the seamless management of member acute and chronic health events from 
beginning to end. Services and programs exclusively available to our members will include:  


 Healthy Start  


 Health education and preventive screenings 


 Immunizations 


 Mental health support 


 Diabetes management 


 Hypertension management 


 Congestive Heart Failure management 


 Chronic Obstructive Pulmonary Disease 
(COPD) management 


 Nutrition therapy 


 Outpatient rehabilitation 


 Smoking cessation program 


 Anti-coagulation clinic 


 Wound care 


 Foot care 


 Lab services and medication management 
related to chronic condition management 
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Figure 4.1.12.1-1.WELL CARE Services Offers a Comprehensive and Holistic Approach that Promotes Recovery 
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Innovation through our Transitional Care Program  
The Transitional Care Program uses an innovative, person-
centered approach that provides a cost-effective solution to increase 
member engagement. Through our Transitional Care Program, 
members receive support from a navigational specialist who is 
assigned a smaller targeted caseload, which allows a highly 
customized, high-touch experience for the member. As a result, 
these specialists can establish a more personal relationship with 
each member that increases overall engagement and integration 
with our case management program.  


The Transitional Care Program helps members 
transition from the hospital to an outpatient 
setting for up to 30 days after discharge. 
Navigational specialists include non-clinical 
health care professionals with backgrounds from a 
variety of fields across the care continuum, such 
as social workers, health coaches, and medical 
office administrators. Upon notification of 
admission to the hospital, a navigational specialist 
will collaborate with the case manager, visit a 
member at bedside to establish a relationship, and 
get a basic understanding of the member’s health-
related social needs, and any potential barriers, 
prior to discharge. This program resulted in a 17.6 
percent reduction in readmissions for our Nevada 
members. 


Innovation through our Bridge on 
Discharge Program 
The Bridge on Discharge Program was developed 
to address the challenges that members faced once 
discharged from a psychiatric hospital and helps 
them adhere to treatment and medications in the 
community after discharge. The program helps to 
eliminate many barriers to discharge and aftercare 
planning and provides optimal results for 
members in the community. The Bridge on 
Discharge program resulted in a 4 percent 
reduction in the readmission rate for behavioral 
health admissions.    
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Innovations to Encourage Appropriate use of Outpatient Clinics: Emergency Room Rapid 
Response 
We are constantly working to deliver solutions that encourage appropriate use of outpatient clinics for 
our members. Our Rapid Response Team maintains a close relationship with all emergency rooms 
(ERs) and is on call to respond to requests for member assessment. Our Team completes a psychiatric 
assessment on-site in the ER to identify persons who require an inpatient stay and coordinates 
appropriate care for persons who may benefit from a less restrictive intervention.  


For persons on legal hold, the Rapid Response Team works with the ER to determine the member’s 
immediate needs, alternative levels of care, and discharge planning to the least restrictive level of care. 
The Rapid Response Team facilitates admission for persons who will be admitted to an institution for 
mental disease. 


For persons who do not need inpatient care or for whom ER interventions provide adequate stability, 
the Rapid Response Team triages the member to appropriate supports, including to the Psychiatric 
Urgent Facility (PUF). PUF provides short-term respite for up to 12 hours and performs needs 
assessments that trigger referrals to services, including case management, if not already engaged, and 
community supports.  


Rapid Response Teams notify our Care Management team of member status, including details of a less 
restrictive level of care. This triggers case management and the involvement of our field-based care 
coordinators. As needed, our field-based care coordinators work with the member to schedule follow-
up appointments for outpatient services and support members to attend these appointments.  


Innovation to Help Members Complete Their Health Needs Assessment Screening at a 
Walmart Kiosk 
In order to improve Health Needs Assessment compliance, our affiliates in Indiana 
and Louisiana have partnered with Pursuant Health to provide access to health and 
wellness kiosks in Walmart stores across these states. We are implementing this innovative solution in 
Nevada Walmart stores in our service area so that our members can complete the Health Needs 
Assessment Screening using the kiosks. Our members’ screening results are securely transferred to us 
to identify risks and address members’ needs. When Health Needs Assessment Screenings are 
completed within required timeframes, a monetary incentive is loaded onto the member’s Healthy 
Rewards card. 


Delivering Services to Diverse Populations 
Amerigroup has served Nevada Medicaid, 
Nevada Check Up, and Child Health Assurance 
Program (CHAP) members since February 2009. 
We understand the challenges and opportunities 
with these populations, and we have achieved 
significant gains in clinical quality for our 
members. Our deep understanding of the Nevada 
Medicaid and Nevada Check Up populations 
informs our operations. Our health plan is 
committed to addressing the challenges of an 
increasing population of racial and ethnic 
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Figure 4.1.12.1-2. We Use Demographics Data to Make Sure We’re 
Meeting the Needs of Our Members 


communities and linguistic 
groups, each with its own 
cultural traits and health 
profiles. Annually, the Internal 
Quality Assurance Program 
(IQAP) Evaluation includes a 
population assessment of our 
membership to identify 
demographic and cultural 
attributes and trends in health 
care. This analysis identifies 
possible disparities and 
barriers to care. For example, 
in 2015, demographic data 
revealed that 16 percent of our 
members spoke Spanish as 
their primary language. Figure 
4.1.12.1-2 shows member 
demographic data.  


The demographic data guides 
the development of our 
strategies to reduce cultural 
barriers and health disparities, 
to provide effective member services, and deliver quality health care services. These include recruiting 
the right staff and providers, staff training, member education, relationships with community-based 
organizations, and ongoing quality monitoring. 


For example, in our experience, we found that community-based outreach and education offer the best 
opportunity to engage low-income populations. As a result, we instituted our “Member Mondays” 
outreach program at high-volume large PCP offices in Nevada. On those days, Amerigroup provider 
relations employees, cross-trained to interact with members, are available to answer member questions 
and provide hands-on assistance. With a large presence of Mexican nationals in southern Nevada, we 
also introduced “Member Mondays” at the Mexican consulate so that we can meet and engage 
members, encouraging them to access primary and preventive care services. 


We are also experienced in meeting the needs of members of Native American descent and serve over 
1,650 members in Nevada. We have policies and procedures in place to request and receive medical 
records, including when a Native American member seeks covered services from Indian Health 
Services (IHS) and address instances when IHS recommends covered services through our health 
plan. Our care coordination and case management model includes coordination with IHS and Tribal 
Clinics. We are committed to coordinating the array of benefits and services necessary to achieve the 
DHCFP’s goal for improved health outcomes for Nevada Medicaid and Nevada Check Up members.  
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Coordinating Comprehensive Benefits and Services 
In addition to coordinating the array of 
benefits and services available, our team is 
also skilled in coordinating non-covered 
services available through other State 
programs or community agencies, so that we 
can holistically address the physical, 
behavioral, social, and environmental needs of 
each individual member and family. This 
expertise is particularly important because 
low-income families face unique challenges, 
exacerbated by the challenges of poverty or 
lack of social supports. In our experience, 
engaging them in care and services and 
coordinating access to community services is 
vital to achieving improved health outcomes. 


Partnering with Community 
Organizations  
Amerigroup has deep roots in northern and 
southern Nevada and has established 
partnerships with many organizations with 
whom we share a mission. Our strategy is to 
link with community agencies and community 
and faith-based organizations to extend the 
reach of the health plan and coordinate 
existing social services that complement 
needed medical services. We also support these organizations through donations or grants from our 
foundation to achieve or continue their stated missions. We target efforts toward organizations that are 
known and trusted by our Nevada members. 


We remain flexible and will expand our scope of partnerships if the State elects to include seniors and 
people with disabilities or members enrolled through juvenile justice or child welfare programs in the 
MCO program. We have many partnerships with such organizations nationally and in other states 
where we serve these populations, and we would create similar partnerships in Nevada. 


C. Managing and Improving Health Outcomes for Program Members 
Amerigroup helps improve health care access and quality for more than 187,000 low-income Nevadans 
by developing innovative care management programs and services. Below we provide examples of 
creative programs we have implemented to help foster improved health outcomes for our members. 
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Behavioral Health-focused Chronic ER Utilization Reduction Program 
As part of our exclusive 
relationship with WELL CARE 
Services, we are partnering to 


provide an outreach program to homeless 
members in southern Nevada with chronic 
behavioral health and/or substance abuse issues 
who habitually utilize the ER. The program model 
is based on a comprehensive, integrated approach 
that combines: 


 Field-based case managers who engage 
members at the ER or wherever they may be 
living, and provide transportation to/from 
providers to reduce missed appointments, as 
well as assistance with social services and other 
community resources as needed 


 Behavioral Health/Medical/Injection Clinic 
that provides primary care and telehealth 
exams, intensive hands-on case management, 
behavioral health therapy and long-acting 
injectable medication therapy 


 Psychiatric urgent facility that provides short-
term respite care for up to 12 hours 


 Pharmacy that provides medication therapy 
management, as well as bedside delivery of 
medications to members in the hospital 


 Placement in transitional medical and short-
term housing through New Hope Housing 


 Long-term housing in group home or other 
supported living 


 Supported employment coordination in collaboration with Nevada Partners 


To reduce unnecessary ER admissions, if an Amerigroup member with behavioral 
health needs presents at the ER but does not meet criteria for admission, the Rapid 
Response Team is notified. The Rapid Response Team will go to the ER, assess the member’s needs, 
and triage the member to the appropriate setting, including a psychiatric urgent facility, if appropriate.  


Field-based case managers are in the community daily and pick up the member in the ER or find 
homeless members wherever they may be living and transport them to the clinic. On-site clinic case 
managers perform face-to-face needs assessments and work side-by-side with members to identify and 
address clinical and social factors that are impeding management of their health, such as lack of 
personal identification, transportation, and stable housing. WELL CARE Services provides 
transportation to and from hospitals and other medical providers and to transitional housing, as well 
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as twice weekly scheduled multi-person van 
transports to the DMV and social services 
offices and courts, and helps members obtain 
personal identification such as birth 
certificates, social security cards, and driver’s 
licenses.  


Recognizing that a lack of housing often 
contributes to frequent hospital stays, members 
with more than 12 inpatient bed days have 
access to a short-term housing program. 
Amerigroup and WELL CARE Services case 
management staff coordinate appropriate 
placement of the member in short- or long-
term housing in partnership with New Hope 
Housing and other housing agencies. This 
alternative approach provides significant cost 
savings compared to repeated hospitalizations, 
as well as the opportunity for improved quality 
of life and outcomes. Since August 2015, 
WELL CARE Services has affected the lives of 
approximately 2,600 Amerigroup members.  


Achieving Measurable Clinical 
Quality Gains 
Our Quality Management department regularly 
tracks and trends performance data to identify opportunities to enhance the service delivery. We then 
take action to improve member care and health outcomes. In our tenure serving Nevada Medicaid and 
Nevada Check Up members, we have implemented targeted interventions to achieve measurable gains 
in clinical care. Specifically, our programs resulted in the following positive outcomes:  


 17 percent decrease in Avoidable ER visits since 2011 


 Achieved the 75th percentile for measures related to Follow-up Care for Children Prescribed ADHD 
Medication, Follow-up After Discharge in seven days, and Anti-depressant Medication 
Management  


 Based on quality audits, providers regularly screen adult members with diabetes for comorbid 
conditions: 
 100 percent of records included a Blood Pressure screen 
 86 percent of records had a documented HgA1c test 
 82 percent of records included a Fasting Lipid Profile 


 21 percent increase in HEDIS measures related to Weight Assessment and Counseling for Nutrition 
and Physical Activity for Children/Adolescents – BMI 


 30 percent reduction in admissions for behavioral health needs, and a 10 percent reduction in 
physical health admissions as a result of our Post-Discharge Planning Program 
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D. Administering Medicaid Utilization and Case Management Programs  
Amerigroup’s care management model offers a continuum of programs that support identification, 
engagement, and person-centered care coordination for our members, including utilization and case 
management. It is specifically designed for low-income populations, who often have more acute health 
care needs that are exacerbated by the challenges of poverty or lack of social supports. 


Our case management program integrates 
physical and behavioral health and considers 
social and functional risk factors; calibrates the 
intensity of service coordination to each 
individual’s risk factors; includes specialty 
programs for pregnant members and eight 
NCQA-accredited disease management 
programs; and delivers tailored, member-
oriented case management plans that 
incorporate community-based services to 
encourage independence and sustained 
recovery. Specific components of Amerigroup’s 
case management program that demonstrate the 
value of our experience include: 


  Utilization Management: Monitors that care 
and services are delivered according to State-
specific and nationally-recognized guidelines 


  Disease Management: Supports members 
with chronic conditions who have mild or moderate risk levels to coordinate care in accordance 
with evidence-based clinical practice guidelines 


  Case Management: Provides hands-on support for members with high risk levels and coordination 
of care and services with PCPs, treating providers, and community agencies 


  Transitional Care Planning: Fosters safe transitions between levels of care and reduces 
readmissions 


 Maternal-Child Health Program: Promotes healthy moms and newborns 


Utilization Management Processes 
Amerigroup’s utilization management engages providers in productive dialogue regarding 
authorization of behavioral and physical health services to promote access to the level of care that will 
drive the best health outcomes. We use utilization management to creatively address our members’ 
health challenges rather than using it as a mechanism for authorization or denial of requested 
services. 


In Nevada, our utilization management program leverages the medical necessity criteria in the 
Medicaid Services Manual, augmented by nationally recognized guidelines. We maintain provider-
friendly processes that enable requests for pre-certification by telephone or fax. We offer providers an 
online prior authorization tool to obtain real-time authorizations through our provider website. We 
have significantly reduced the number of services that require prior authorization and continuously 
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reassess our requirements to be consistent with recommended industry standards accepted by the 
provider community.  


We evaluate our UM employees annually to assure consistency of guideline application through a 
rigorous inter-rater reliability (IRR) process. We have participated in IRR assessments since 2009 with 
excellent results – our 2015 assessment validated that 100 percent of IRR scores exceeded our 
compliance threshold. Licensed clinical UM staff, including behavioral health and pharmacy 
professionals, who apply medical necessity criteria participate in the IRR process. Its results, as well as 
aggregate national results, are reported to our QAC. Opportunities for improvement are identified and 
addressed by action plans. 


Disease Management Programs that Promote Improved Education and Self-Care 
Amerigroup’s Disease Management (DM) program engages and helps members with chronic 
conditions and their families to learn more about their conditions and how best to manage them. We 
offer eight programs that have earned NCQA Patient and Practitioner-Oriented Accreditation. This is 
NCQA’s most comprehensive designation because it includes 32 standards related to engaging both 
members and their providers to improve outcomes. Complementing these programs, DM includes 
programs for bipolar disorder, hypertension, substance use disorder, and transplants. Our DM 
program also includes smoking cessation support for adults 18 and older. This program includes 
individual cessation counseling (including 
outbound follow-up calls to participants), 
coaching, cessation planning and support, and 
follow-up. 


Our suite of predictive models facilitates 
prospective identification and referral for 
specialized care coordination of members with 
elevated risks or ongoing medical or behavioral 
health conditions. We can then reach out and 
engage them in the level of care management 
that is commensurate with their needs, 
promoting efficient use of State health care 
dollars. 


We invite members diagnosed with a chronic condition with mild or moderate risk to participate in 
DM. Our DM case managers educate and coach members and their families to take greater 
responsibility for their personal health status and empower them to adopt improved self-care skills—
boosting access to primary and preventive care, enhancing health outcomes, and reducing preventable 
ER visits or inpatient admissions. 


Our DM program centers on respect for and individualized engagement with members and their 
families in accordance with their beliefs, values, and readiness to change, supporting enhanced and 
sustainable results. Our DM case managers coordinate care in accordance with nationally recognized 
evidence-based clinical practices guidelines.  


Peer Support and Recovery  
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Our Peer Support and Recovery program complements and enhances case and disease management 
programs. It creates an additional layer of social and emotional support for our members with two or 
more inpatient psychiatric hospitalizations in a 12-month period, who are 18 or older, and have a 
diagnosis of substance use/abuse, depressive disorders, schizoid personality disorder, anxiety disorders, 
adjustment disorder, and bipolar disorders.  


A wellness and recovery specialist, each with his or her own unique set of experiences, contacts 
members from an outbound call center. The wellness and recovery specialist provides facilitated 
outreach to engage, motivate, and inspire members to participate in recovery, form a supportive 
recovery network, and improve health outcomes. Through daily calls with members in their caseload, 
wellness and recovery specialists work with members to identify recovery resources, engage supports, 
remove barriers, and facilitate connections in the local community. We coordinate these activities with 
case management activities and triage issues requiring immediate attention to the assigned health plan 
case manager.  


Person-Centered Case Management Programs 
Amerigroup implemented and refined a continuum of care management services to calibrate the level 
of intervention to each individual’s risk level, making efficient use of resources by focusing the 
greatest efforts on individuals with the greatest needs or challenges. This includes NCQA-accredited 
disease management as well as comprehensive case management. All programs address the unique 
characteristics and needs of low-income populations, and our proprietary predictive models prioritize 
outreach to members with the greatest risk levels. 


Once we identify members with elevated risk levels due to complex or co-morbid conditions, 
Amerigroup’s case managers work closely with members, their families, PCPs, and treating providers 
to establish a results-oriented care treatment plan that integrates care across all domains and 
services—physical, behavioral health, and social support needs. Case managers then monitor 
members’ progress, working closely with the member, his or her PCP, and other treating providers as 
necessary to verify the member is on the path to optimal health and functional outcomes. 


We recognize that each of the members we serve has unique needs and strengths and we design 
specific programs that help them to achieve their recovery and wellness goals. Following are some  
examples of our creative case management programs that address the specific issues that face our 
Nevada members.  


Substance Use Disorder Disease Management  
Our Substance Use Disorder (SUD) program helps members with significant substance use improve 
their overall health and achieve a successful recovery. This program uses designated case managers, 
called recovery coaches, to focus solely on our members with SUD issues, especially those with high 
utilization of detoxification services and admission/readmission to inpatient settings.  


Our case managers work with members to identify long-term, holistic goals and desires, helping them 
attain healthier lifestyles, such as permanent housing, employment, and social connectedness. We base 
our approach on specific criteria to determine the most appropriate level of care for SUD issues, and 
we work to facilitate the treatment and resources members need to help them rebuild their lives with 
their families and in their communities. 
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The key elements of our strategy involve creating a system of care and supports able to respond rapidly 
and effectively to each member’s needs. Our approach allows us to anticipate future needs and meet 
the member where they are. These systems include high touch case management and coordination 
rooted in recovery principles, field-based recovery outreach specialists, provider collaboration, 
expanded services and networks, and linkage to community supports. 


The SUD program focuses on four targeted areas of intervention: maternal/child; drug utilization 
management report; recovery coach; and screening, brief intervention, and referral to treatment. 


Maternal-Child Substance Use Disorder (SUD) Program 
Our Maternal-Child SUD program identifies members at risk with a “Controlled Substance Utilization 
Monitoring” (CSUM) pharmacy program. It uses a report of members at risk based on our pharmacy 
data in conjunction with other referrals, such as those from providers. Members may also be identified 
from the OB High Risk Screening for substance use with a modified “4Ps” (parents, partners, past use, 
present use) approach shown to be effective in maternal-child settings. The assessment includes 
specific questions about tobacco, alcohol, and drug use. 


All members enrolled in our program receive brief interventions based on the Substance Abuse and 
Mental Health Services Administration’s (SAMHSA) Screening Brief Intervention and Referral to 
Treatment (SBIRT) materials, and may be referred to SUD treatment in their local area. SBIRT is 
endorsed by the Center for Medicaid Services, American College of Gynecologists. OB case managers 
and social workers are trained in SBIRT, which is included in all new hire and refresher training. 


We also educate our case management staff to use a simple alcohol-screening instrument to identify if 
a pregnant member is drinking during her pregnancy. This screening can be administered quickly and 
easily and is effective as a preventive measure when combined with appropriate follow-up.  


Housing First 
For members who wish to secure housing, our field-based care coordinators refer them to community 
housing agencies. Our housing program offers short-term stable housing, including room and board, 
paired with an intensive navigation specialist program that links persons to community supports, job 
training, supported employment programs, and permanent affordable housing options. We currently 
support over 100 members in our housing program. Our field-based care coordinators may also assist 
members to secure permanent housing without first using a short-term option. At all times, we respect 
a member’s choice regarding living circumstances and work with him or her to establish and evolve 
recovery goals. We have experience implementing and are fully supportive of a Housing First 
approach to assisting members in recovery.  


Post-Discharge Planning Program 
Our Post-Discharge Planning program, based on the Coleman model, supports members discharged 
from an inpatient setting to facilitate a successful transition home. The program provides short-term, 
intensive outreach and individual interventions until the member is stabilized at home or the next level 
of care facility in a community setting. For these members, we provide one-on-one coaching and: 


  Schedule follow-up appointments before they are discharged from the hospital  


  Work to schedule a PCP or behavioral health clinician appointment within three to five days of 
discharge 
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  Inform the member and family about follow-up care instructions, including medications, self-care, 
and potential complications 


  Tailor follow-up instructions to include information on our 24-hour nurse advice line for questions 


  Promote the use of the Bridge on Discharge (BOD) visits, 
where a practitioner from the acute psychiatric hospital team 
completes the first outpatient appointment as the member 
transitions from the acute setting  


  Follow up with the member to make sure they attended 
follow-up appointments and address any barriers to care 


As a result of this program, members experienced a 30 percent 
reduction in admissions for behavioral health needs, and a 10 
percent reduction in physical health admissions. 


Figure 4.1.12.1-4 illustrates our entire System of Care Management Program. 
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Figure 4.1.12.1-4. System of Care Management Program 
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E. Medicaid Claims Processing and Adjudication  
Amerigroup has 25 of years of experience 
processing Medicaid claims through our parent 
company and affiliated health plans, including 
more than seven years in Nevada. Since 2009, we 
have processed more than 8.9 million claims in 
Nevada.  


We consistently exceed the DHCP’s new 
requirement to pay 95 percent of clean claims 
within 30 days and 99 percent within 90 days. In 
addition, we already meet the DHCFP’s new 30-
day standard, paying 95.8 percent of claims in 14 
days in 2015 and 96 percent in 2016 (through 
June), greatly exceeding the State’s standards. For years, we have met and exceeded the State’s claims 
payment standards, as illustrated in Table 4.1.12.1-1. 


Table 4.1.12.1-1. We Have Exceeded the New Timely Claims Payment Standards since 2013 
Year Clean Claims Paid within 30 Days Clean Claims Paid within 90 Days 
2016 (through June) 99.8% 99.9% 
2015 99.8% 99.9% 
2014 99.8% 99.9% 
2013 99.7% 99.9% 


 


We will continue to maintain this same high level of claims payment timeliness under the new Nevada 
Medicaid and Nevada Check Up Contract. 


We have effective technology and experienced employees to help ensure prompt and accurate claims 
payment. Our employees and systems are also capable of administering any type of provider payment 
arrangement (for example, prospective payment, case rate, and per diem). Our encounter data process 
combines claims and adjusted claims with encounter claims and loads the data into our Encounter 
Management System (EMS). Controls validate that all retrieved claims and subcontractor encounter 
claims records load properly for subsequent processing.  


Amerigroup’s claims management process offers significant advantages in Nevada as shown in Table 
4.1.12.1-2. 


Table 4.1.12.1-2. Amerigroup’s Claim Processes are Effective and Efficient 
Amerigroup Advantage Description 
Experienced Medicaid Claims 
Analysts 


 We use a designated claims processing team specialized in the Nevada 
program. 
 Claims analysts are experienced with Medicaid managed care claims and 


are knowledgeable in the needs of the marketplace. 
 Our Claims Processing team collaborates to solve any problems that arise 


with minimal disruption to normal workflow. 
Multiple Methods of Submission  We accept paper claims. 


 We offer multiple methods of electronic claims submission to give our 
providers maximum flexibility in claims submission. 
 Our claims formats are industry-standard and HIPAA compliant and 


include CMS 1500 and CMS 1450 (UB 04) formats. 
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Amerigroup Advantage Description 
EMS Edits  Business rules evaluate each claim or service line to validate that records 


meet State-specific processing requirements and confirm the presence and 
validity of all required data elements, including member and provider data; 
date of service; diagnosis; procedure; and revenue codes, date of claim 
processing, and date of payment. 


Efficient and Reliable Processing  We operate an efficient and reliable electronic claims processing system. 
 By combining our core claims transaction platform with electronic 


imaging, a workflow management system, and electronic data interchange 
(EDI) claims solutions, we quickly capture and adjudicate claims with 
minimum manual intervention; this leads to faster, more accurate claims 
turnaround and provider payment. 


Automated Clearinghouse Speeds 
Processing 


 Our Automated Clearinghouse (ACH) mechanism offers provider 
reimbursement using Electronic Funds Transfer (EFT) and Electronic 
Remittance Advice (ERA) with online viewing capability; this leads to 
faster payment and the ability to review claims and remittance details 
quickly and easily. 


Designated Mental 
Health/Substance Abuse Services 
Team 


 Our Claims Department maintains a designated team that processes claims 
for mental health and substance abuse services and handles all related 
claims inquiries. 
 This team has expertise in provider types and coding, and issues that 


require coordination between behavioral and physical health.  
 


Further demonstrating our experience, Amerigroup’s Provider Experience program increases the 
quality of service delivered to our providers and focuses on claims payment and issue resolution. A toll-
free telephone number connects providers to a dedicated resource team to assure: 


 Availability of helpful, knowledgeable representatives 


 Increased first-contact issue resolution rates 


 Significantly improved turnaround time of inquiry resolution 


 Increased outreach communication to deliver inquiry status updates 


Amerigroup will continue to leverage best practices in claims submission, provider education, and 
outreach programs for our Nevada providers. 


F. Project Management  
Amerigroup brings discipline and rigor to project management across the organization. Whether it is a 
new product implementation, product or geographic expansion, new market expansion, or process 
improvement initiative, we rely on leaders and employees with the training and skills required to 
achieve our goals and objectives efficiently. We are experienced serving Nevada, have designated 
implementation experts, incorporate comprehensive monitoring systems, and leverage our successes 
and lessons learned to continuously refine our processes. 
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We Have Experience Serving Nevada  
Amerigroup has extensive experience implementing and 
expanding programs in Nevada. In fact, the implementation of our 
initial Nevada contract demonstrates the value of our approach. In 
late 2008, the DHCFP asked Amerigroup to serve people enrolled 
in the Nevada Medicaid and Nevada Check Up programs 
beginning February 1, 2009 in the Reno and Las Vegas areas. 
Our team responded by rapidly building a provider network and 
establishing local operations. Our network development in Nevada 
began in early October 2008, soon after we received notice of the 
contract award from the DHCFP, and was completed within 120 
days. By February 2009, Amerigroup had recruited and 
credentialed nine hospitals, 497 PCPs at 713 locations, and 838 
specialists at 1,595 locations.  


Upon contract award, we immediately designated a transition officer who ultimately moved into the 
CEO role and is still in that position today, proving the value of continuity and consistency throughout 
the implementation. We also rapidly recruited and hired local employees and paired them with national 
organization and health plan employees from other states who were on-site in Nevada throughout the 
implementation. This enabled us to conduct hands-on training and streamline knowledge transfer. 
This approach also fostered ongoing mentoring as each new employee had a designated expert with 
whom he or she could work beyond the initial implementation. 


This approach, which proved so valuable during the Nevada implementation, has become our 
standardized model for start-up. Designating experts from our national organization to support local 
health plan employees fosters a depth of knowledge for each implementation and consistency in 
program start up. In other states where we have expanded existing service areas, added new 
populations, or launched new products, we have continued this best practice. 


Our success in implementing the Medicaid Managed Care program in Nevada derives from one of our 
core competencies—the ability to successfully implement new business while seamlessly transitioning 
new members and providers into our operations.  


Designated Implementation Experts 
Amerigroup leverages the implementation 
experience, processes, and best practices of our 
national award-winning Implementation 
Management Office (IMO). Our IMO has never 
missed a contract implementation deadline in its 
experience of conducting 172 program 
implementations and expansions. 


The IMO is led by a certified Project 
Management Professional who has more than 
20 years of health insurance industry experience 
and who has worked closely with Amerigroup to 
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Figure 4.1.12.1-5. Our IMO has Facilitated Many Successful 
Implementations 


plan and execute implementations across our organization. IMO employees, with nearly 100 combined 
years of project management experience, manage all aspects of implementations in accordance with 


the Project Management Institute’s (PMI) global standards for project 
management methodology. The IMO is experienced in a range of 
implementation efforts from large-scale, new, government-sponsored health 
plans and products to support for existing business implementation under a new 
contract.  


The IMO is dedicated full-time to support new and transitioning business. One 
of the IMO’s core competencies is its ability to successfully implement new 
health plan business while seamlessly transitioning new members and providers 
into its operations. The IMO has effectively implemented programs within 


required timelines—including building provider networks; configuring management information 
systems; establishing operational processes; and recruiting, hiring, and training qualified employees. 
The IMO received the 2014 Project Management Office (PMO) of the Year award for its demonstrated 
success from the Project Management Institute, the world’s largest association for project managers. 
Figure 4.1.12.1-5 highlights recent 
successful affiliate implementations. 


Amerigroup will designate a project 
manager from the IMO to coordinate 
implementation planning and processes 
with our national organization. 


Our Proven Process Includes 
Comprehensive Monitoring 
Amerigroup maintains the necessary 
tools and formal processes to monitor all 
aspects of initiating services under a new 
Contract. We use an automated project 
management and reporting system to 
build our work plans and schedules and 
manage new business implementations. 
We document every task and resource 
required to execute all major Contract 
requirements within the prescribed timeline. We use project management software to ensure proper 
entry, maintenance, and reporting of work breakdown structures and project schedules, including task 
start and end dates, estimated work efforts, work sequencing, and assignment of resources to tasks. 
Our project managers have built time-tested templates customized to specific types of new business 
implementations. These templates facilitate rapid customization to any new Contract requirements and 
much faster completion of the planning phase and entry into the execution phase of the project. We 
accomplish all internal project communication using a secure Microsoft SharePoint® project site. We 
build our implementation SharePoint sites with a consistent look and feel to facilitate rapid access to 
critical project information across the project team and the entire organization.  
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We Closely Track Action Items, Risks, and Issues  
The Project Management team monitors and updates our project data real-time to document and track 
open and closed issues, key decisions, lessons learned, risk management, mitigation, post go-live 
monitoring and contingency plans. We add, update, and close issues based on weekly status meetings 
or on information received by the Project Management lead for a particular issue. As implementation 
approaches the go-live date, the team meets daily to monitor progress on deliverables and action items. 


We Prepare for Contingency and Mitigation 
Through our project management tracking tools, we identify any items or actions in jeopardy, then 
develop and implement contingency plans to mitigate risk. We perform a risk analysis to determine the 
level of and potential impact of identified risks. The team develops a mitigation strategy based on the 
level of risk and deploys the necessary resources to resolve the issue and minimize the impact of the 
risk. We monitor mitigation closely for resolution.  


Amerigroup’s Implementation Plan Builds on Our Successes 
Our proposed Project Work Plan is part of our response packet. We base our proposed work plan on 
the Contract implementation date of July 1, 2017, and include all required activities, timeframes, and 
due dates in the Implementation Phase and Year 1 of the contract. Based on our successful experience 
in Nevada, as well our affiliates launching an additional 172 implementations across the country, we 
are confident we will continue to be successful in this Nevada implementation. 


Structured Project Management Methodologies Across Amerigroup  
Amerigroup embraces the use of structured project management methodologies. Project management 
professionals across the organization follow PMI and Agile methodologies to guide a variety of 
projects that drive our business – from technology projects like software implementation to setting up 
new office space. Our seasoned project managers select and deploy the tools and techniques they need 
to successfully manage a project through completion. For example, our affiliate recently implemented 
managed health care services in Iowa including physical, behavioral, health home, and home and 
community based waiver services for multiple programs, including Medicaid, CHIP, uninsured adults, 
Family Planning Waiver, and non-Medicaid substance abuse services. Our affiliate was able to provide 
access to health care for 173,339 new Iowa members using our proven implementation approach.   


Structured Process Improvement Methodologies Drive Continual Business 
Enhancements 
Amerigroup strives to achieve improved business performance with structured process improvement 
techniques. This underscores our dedication to operational excellence. To achieve this goal, we 
integrate Six Sigma and Lean Six Sigma methodologies into all parts of the organization because we 
value the disciplined approach and focus on measurable improvements inherent in the process. 
Employees at all levels and in almost all functional areas have been trained and certified as Six Sigma 
Black Belts and Six Sigma Green Belts. Lisa Bogard, Amerigroup’s Director of Medicaid State 
Operations for Nevada, is a certified Six Sigma Black Belt, fostering a structured approach to process 
improvements at the health plan level. 
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G. Qualifications of Key Personnel  
Led by our president and CEO, Eric Lloyd, Amerigroup brings a seasoned team to the Medicaid MCO. 
Many have been with us since the program launch in February 2009, and all key personnel are 
actively engaged in focusing the health plan on achieving the DHCFP’s goals and objectives. 


Amerigroup’s leadership maintains positive and collaborative relationships with the DHCFP 
employees at all levels. With more than seven years of experience serving Nevada members and more 
than 25 years of experience through our affiliate health plans across the nation serving low-income 
populations, our leadership team offers the expertise, resources, and passion to help the DHCFP 
develop long-term and sustainable solutions to address the complex health care issues that impact the 
health of all Nevadans and the State’s budget. 


As noted in their biographies, our leadership team is also actively engaged with the Nevada provider 
community and community agencies and are attuned to local member and provider needs. Through 
intensive and ongoing interaction with stakeholders, we cultivate a deep understanding of the 
opportunities and challenges to help improve health outcomes for our members and for all Nevada 
citizens. 


Our dedicated and passionate team of local health plan employees work with members, providers, and 
the DHCFP augments the community roots of our key personnel. This team is well positioned to 
identify local needs and evaluate programs that have proven successful in other states to determine if 
and how they can be adapted within Nevada. We provide details on our staff’s extensive experience in 
administering Medicaid programs in Table 4.1.12.1-3.  


Table 4.1.12.1-3. Amerigroup’s Key Staff are Highly Qualified and Experienced in Serving Nevada Medicaid 
Members 


Staff and Position Qualifications 
Eric Lloyd 
 
President and CEO 
Medicaid Health Plan, 
Nevada   
(Administrator) 
 
 


With more than 20 years of experience in the health care field, Mr. Lloyd has led Amerigroup’s 
Nevada start-up operations and directed our local team since Contract award. Under his 
leadership, the health plan delivered strong results for the DHCFP. He also held leadership 
positions with several other managed care plans. His expertise includes business development, 
sales, new program start-up, operations, and network development. 
 
Mr. Lloyd holds a bachelor’s degree in kinesiology from the University of Colorado Boulder 
and a master’s degree in health administration from Loma Linda University School of Public 
Health. 
 
Mr. Lloyd plays a leadership role within the community. He participated on the Silver State 
Health Insurance Exchange Finance and Sustainability Advisory Committee, is a member of 
Health Insight’s Nevada Partnership for Value-driven Healthcare Steering Committee, and is 
on the board of directors for After School All Stars Las Vegas. He also sits on the board of the 
United Way of Southern Nevada and co-chairs their Access to Healthcare Committee. 


David Hsieh 
 
Chief Financial Officer 


Since the health plan’s inception, Mr. Hsieh has overseen the health plan’s financial 
operations. He brings more than 10 years’ experience in health care finance to the Nevada 
Medicaid and Nevada Check Up programs and is experienced at analyzing health plan 
financials to identify opportunities for performance improvement that benefit the DHCFP.  
 
Prior to joining Amerigroup, Mr. Hsieh held senior positions in the fields of health data 
analytics, financial operations, and multi-site specialty provider operations. 
 
Mr. Hsieh earned both a bachelor’s degree in industrial engineering and a master’s degree in 
business administration from Rutgers University. 
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Staff and Position Qualifications 
Mr. Hsieh is an active member of the local Nevada chapter of Healthcare Financial 
Management Association. 


Richard Roberts, MD, 
MSHA, CPE 
 
Medical Director 


Dr. Roberts brings more than 30 years of experience in managed care, working with providers 
and insurers in Medicaid, Medicare, commercial, for-profit, and not-for-profit settings, 
including almost four years’ experience with the Nevada Medicaid and Nevada Check Up 
managed care programs. A board certified pediatrician, Dr. Roberts has served as the Medical 
Director for Amerigroup’s Nevada health plan since January 2009. He is licensed in Nevada, 
California, and Arkansas. 
 
Dr. Roberts received a bachelor’s degree from Loyola University in Chicago, a doctorate of 
medicine from the University of Illinois College of Medicine, and a master’s degree in 
healthcare administration from the University of Arkansas. 
 
Dr. Roberts is a member of the Nevada Association of Managed Care Physicians and served on 
the Plan Certification and Management Advisory Committee of the Silver State Health 
Insurance Exchange. 


Indira Mahidhara, MD, 
MPH 
 
Associate Medical 
Director 


Dr. Mahidhara has over 16 years of clinical and health care experience serving children, 
adults, and families. Throughout her career, she has demonstrated a commitment to high 
quality care, serving in key roles responsible for training, guiding, auditing, and evaluating 
physicians towards the goal of excellence and efficiency. 
 
Dr. Mahidhara is licensed in Arizona, Nevada, New Hampshire, Massachusetts, and 
Pennsylvania. She is certified in Family Practice and Preventive Medicine. 
 
Dr. Mahidhara received a bachelor of science in genetics from the University of California-
Berkeley, a doctor of medicine from the Drexel University College of Medicine, and a master’s 
of public health from the University of Massachusetts. 


Emma Kibisu, RN 
 
Director of Internal 
Quality Assurance 
Program 
 


Ms. Kibisu is a certified professional in health care quality with extensive experience in 
continuous quality improvement approaches, statistical analysis, and health policy and 
management. She has 14 years of experience in national and international experience in the 
healthy policy and management, quality improvement, direct clinical care, research including: 
qualitative and quantitative research, planning, implementation and evaluation, epidemiology 
and statistics. She has been with Amerigroup since June 2012 and is a key contributor to the 
quality gains achieved by the health plan. In her current role, Ms. Kibisu oversees the services 
delivered to Amerigroup members through monitoring of the QM program and annual work 
plan. 
 
Ms. Kibisu earned a bachelor’s degree in nursing from Barnes Jewish College and a master’s 
degree in International Health Policy and Management at Brandeis University. 


Allyson Hoover, MSN 
 
Provider Services 
Manager 
 


Ms. Hoover joined Amerigroup in 2014 with more than 19 years of experience in health care. 
She has extensive experience in working with health plans to develop comprehensive networks, 
establish innovative partnerships that enhance access to care and services, and strengthen 
collaborative relationships between payers and providers.  
 
Ms. Hoover is actively involved in community organizations such as the American College of 
Healthcare Executives, the American Heart Association, Big Brothers/Big Sisters of Southern 
Nevada, the Diabetes Center of America, and the Nevada Executive Women in Healthcare. 
 
Ms. Hoover earned a bachelor of science degree in nursing at Point Loma Nazarene University, 
and a master of science in nursing from the University of Phoenix. 


Terry Weinstein, LPN 
 
Grievance and Appeals 
Coordinator 


Ms. Wienstein, has more than 20 years’ experience in health care, including personnel 
management, training, and medical management. Prior to joining Amerigroup, Ms. Wienstein 
held several positions at MCOs, including member services, complaints investigations quality 
improvement, and operations management. 
 
Ms. Wienstein is trained and experienced in working with Lean Six Sigma projects, fostering a 
continuous quality improvement approach. 
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Staff and Position Qualifications 
 
Ms. Wienstein holds an associate degree in applied nursing from Antelope Valley Community 
College. 


Lisa Bogard 
 
Nevada Operations 
Manager 


Ms. Bogard has more than 22 years’ experience in quality assurance, production, systems, and 
project management in health care management operations, including 10 years with 
Amerigroup. Before joining the Nevada health plan in January 2012, Ms. Bogard held several 
managerial positions on our organization’s Quality Management team. In this role, she led 
numerous quality improvement projects that resulted in significant gains in health plan 
operations efficiency, including quality gains related to claims and provider data management. 
Prior to joining Amerigroup, Ms. Bogard led a multi-disciplinary Process Improvement team 
consisting of information technology testing, quality assurance, training, and policy and 
procedures focused on improving claims and contact center operations. 
 
Ms. Bogard is certified as a Six Sigma Black Belt with a history of successful process 
improvements. She is also a Certified Professional Coder. 
 
Ms. Bogard attended the University of Oregon studying psychology. 


Carrie Ward 
 
Recipient Services 
Manager 


Ms. Ward has over 25 years of call center experience and has worked for Amerigroup since 
2012. Throughout her career, she has a history of successfully meeting, and exceeding goals 
and taking teams to top performance levels. 
 
Ms. Ward has an associate of arts in general studies with a concentration in business from 
Southern New Hampshire University and is working toward a bachelor of arts in management 
with a concentration in public administration. 


Pamela Monahan 
 
Claims Administrator 


Mrs. Monahan has 13 years leading claims operations, provider life cycle experience in 
managed care within the government business division which includes functions such as front-
end/EDI, planning and governance, new-day claims, adjustments, and appeals claims payment, 
and, provider data management operations across multiple states.  
 
 Mrs. Monahan leads operations involvement in systems consolidation efforts, new business 
and expansion efforts, compliance requirements, and monitors state/federal regulations to 
mitigate regulatory, financial, and other business risks.  
 
Mrs. Monahan holds a bachelor of science in accounting and a master’s degree in business 
administration from Rowan University. 


 


4.1.12.2 Performance Incentives 


 


Amerigroup supports the use of performance measures and incentives based upon targeted health 
outcomes. When effectively designed and implemented, performance incentives align payment and 
quality to improve the quality and delivery of health care to our 
members. We are experts in the use of physician incentives and 
other value-based provider reimbursement programs to drive 
improvements in evidence-based, clinical performance. As part 
of a national organization that is a recognized leader in 
Medicaid and managed home and community based support 
waiver services programs, we leverage the best practices of our 
affiliate health plans to deploy impactful provider incentive 
programs that align with our members’ needs while realizing 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance.
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greater budget predictability. Our value-based incentive programs comply with all applicable 
requirements of State and federal laws and regulations. 


Experience with Quality Withholds 
Amerigroup uses performance measures to positively affect the quality of services and health care that 
our Nevada Medicaid and Nevada Check Up members receive. Although we do not have incentives 
explicitly tied to performance measures in our current Contract, several of our affiliate health plans do 
have performance incentives in their respective state contracts. We also have experience with provider 
incentive programs in Nevada for our Nevada Medicaid and Nevada Check Up members, described 
later in this section. Amerigroup currently reports performance measurements to the State of Nevada 
related to: 


 Quality of care 


 Utilization of services 


 Member satisfaction, including 
Consumer Assessment of Healthcare 
Providers and Systems (CAHPS®) 
survey results, grievances, and 
appeals 


 Access to care, including out-of-
network usage 


 HEDIS and HEDIS-like measures 


 Performance Improvement Projects 
(PIPs) 


Amerigroup currently reports HEDIS measures and PIPs to the Nevada External Quality Review 
Organization, Health Services Advisory Group (HSAG). We will continue working collaboratively with 
the DHCFP and HSAG to implement new performance measures, design performance incentive 
programs, and monitor the continuous improvement in the level of care and services delivered to our 
members. 


Provider Incentive Programs 
We incentivize providers to deliver high quality, cost-effective services. Our innovative programs 
reward providers for connecting our members to the health care services they need to improve health 
outcomes while driving provider accountability and efficiency. Our provider incentive programs reflect 
the unique characteristics of our Nevada provider network, health care consumer patterns, and the 
DHCFP’s goals. 


Value-based reimbursement for providers is at the core of our provider collaboration 
strategy. Through value-based arrangements, we incentivize providers to deliver care 


in a way that results in improved health outcomes specific to Nevada and the Medicaid program, 
enhancing access, guiding evidence-based decision-making, improving quality, and decreasing care 
fragmentation. These pay-for-performance quality incentive models meet providers where they are and 
focus on issues prevalent in their member populations. For Nevada, as further described in Section 
3.7.6.6, we continue to expand our array of value-based reimbursement programs to include additional 
programs for PCPs, OB GYNs and facilities, including behavioral health facilities. We are also 
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prepared to implement our home and community based support waiver services program provider 
incentive, if the State should decide to expand coverage to those populations. 


Provider Quality Incentive Program (PQIP)  
Our Provider Quality Incentive Program (PQIP) provides incentives for select PCP practices, 
including Patient Centered Medical Homes (PCMHs), to undertake systemic improvements that affect 
both health care outcomes and cost trends. Practices must participate with us for at least one year and 
have at least 1,000 of our members to participate in PQIP. In Nevada, more than 95,000 members 
(approximately 52 percent of our Nevada Medicaid members) are associated with a PCP who is 
participating in PQIP. 


PQIP uses a system of HEDIS-like quality indicators and shared savings principles to encourage 
efficient, preventive, and cost-effective delivery of health care services, protecting the best interests of 
our members and reducing unnecessary utilization. Currently, 29 Nevada primary care practices 
participate in PQIP, serving 53 percent of our members. By 2018, we anticipate that 99 percent of our 
members will be in practices that participate in an incentive 
program.   


OB Quality Incentive Program (OBQIP)  
Our Obstetrical Quality Incentive Program (OBQIP) offers 
incentives to participating obstetrical (OB) care providers for 
providing increased access and improved quality of care and 
outcomes to our maternity members throughout all phases of 
their pregnancy.  


OB providers receive incentive payments for achieving 
performance targets on specific measures important to our 
maternity member’s health and aligned with the DHCFP 
goals such as: first prenatal care visit timeliness, postpartum visit rate, prenatal substance abuse 
disorder screening rate, preterm birth rate, low birth weight rate and overall C-section rate. OBQIP 
participating providers may earn enhanced reimbursement in the form of an annual bonus, in addition 
to their underlying reimbursement.  


Shared Savings/Shared Risk Programs 
Our shared savings, shared risk and delegated risk contracting models used in Nevada and 14 other 
states incentivize health systems and their providers to efficiently and holistically manage member care 
and improve health outcomes. This includes reducing use of unnecessary services like non-emergent 
emergency room use, focusing on care coordination for the members most at risk for high utilization, 
effectively coordinating specialty care, and increasing preventive and wellness care. Shared savings 
arrangements promote joint collaboration between Amerigroup and our providers to maximize the 
health of members for whom we have a shared responsibility.  
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All of our shared savings, shared risk, and 
delegated risk models contain a quality component 
based on specific quality measures and thresholds 
that must be met before any savings or surplus 
payments are made. Nationwide, over 842,000 
Medicaid members have a PCP who is participating 
in our shared savings or shared risk models. An 
analysis of 2014 outcomes showed that 
participating PCPs had higher year-over-year 
quality improvement rates compared to non-
participating providers, with one Medicaid market 
showing an overall nine percent favorable 
difference in quality performance. In addition, 
medical cost efficiency improved 1.7 percent 
overall, with providers in one Medicaid market 
achieving a 14.7 percent year-over-year 
improvement in their full-year 2014 efficiency (as measured by the medical loss ratio of their attributed 
members).  


Recommended Performance Measures 
Amerigroup and our affiliated plans have worked collaboratively with states across the country to 
implement quality metrics for measuring and improving quality of care. Through this experience, we 
developed several principles for success that we recommend when designing performance incentive 
programs:  


 Select a small number of measures (up to five) that reflect the highest priorities for population 
health improvement. This allows quality improvement efforts to be concentrated so they will have 
the best chance of success. After the program has matured, additional measures can be added or 
substituted. 


 Quality metrics should include existing, widely accepted, evidence-based and peer-reviewed 
measures of quality such as HEDIS. This helps both MCOs and the State to use quality rankings as 
targets for improvement and allows for comparative analysis based on regional variations. 
Additionally, HEDIS measures are well known by the provider community, allowing for ease in 
defining a starting point for a new program. 


 Quality measures should reflect health issues that are prevalent in the population. A measure may 
be desired, but if the prevalence of the condition or procedure is low in the population, the 
denominator for measuring will be small and will have the tendency towards large statistical 
variance that distorts true improvement versus chance. 


 Administrative HEDIS measures facilitate timely and ongoing quality improvement by allowing 
MCOs to monitor progress year-round and intervene in real-time. HEDIS measures that require 
medical chart review have significant time lag before the health plan and providers can confirm the 
final rate each year. This delays an understanding of whether interventions are working as well as 
the ultimate incentive calculation. 
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In terms of the measures that are most appropriate for the population identified in the RFP and 
recommended for initial discussion based on the above principles, we are in agreement with several of 
those proposed in RFP Attachment U. We suggest the State consider the following quality measures: 


 Access to preventive care 


 Follow up after discharge for a mental health condition within 30 days 


 Medication management for the treatment of chronic conditions (such as depression, COPD) 


 Childhood Immunization Status – Combination 3 


We will continue to work closely with the DHCFP to develop and implement measures specific to this 
program, including measures related to the provision of home and community-based care and services, 
if needed. We recommend the DHCFP work collaboratively with MCOs to select these measures based 
on empirical data, and a conceptual framework aimed at improving health outcomes and efficiencies. 
As part of this process, the State and MCOs should jointly agree to technical specifications for each 
measure that are clearly communicated to MCOs, providers, and stakeholders. 


4.1.12.3 Improving Services, Treatment Protocols, and Best Practices  


 


Amerigroup invests in our employees, systems, and strategies to innovate new solutions to address the 
complexities facing the DHCFP. We know there is no single answer to the challenge of lowering 
health care costs in Medicaid programs. Thus, we use a disciplined process to identify new 
opportunities for cost savings implemented by leaders in each of our health plans based on local 
conditions. We are national thought leaders in sharing and recommending widespread adoption of best 
practices in the delivery of Medicaid services, investing considerable resources to improve systems of 
care continually. 


In addition to working with our company experts who have piloted innovations across the country to 
identify those that will work in Nevada, our local IQAP centers on delivering high quality of care and 
medical services to our members, administrative support to our providers, and accuracy of data 
management to the DHCFP. The IQAP drives 
health plan investment priorities that link to the 
DHCFP goals and objectives.  


Improving the Effectiveness and Quality 
of Services 
Amerigroup continuously evaluates the 
effectiveness of our programs and the adequacy of 
our network in delivering high quality care to our 
members. We use this information to develop 
innovative programs and interventions that 
improve accessibility, quality, and appropriateness 
of services. Below we provide examples of actions 
taken to improve services in Nevada. 


 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 
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Improving Health through CareMore  
As described in Section 4.1.12.C, we are introducing an innovative and holistic 
approach to health and wellness through collaboration with CareMore. CareMore 


leverages an array of clinical expertise to proactively engage members through an integrated health 
care journey. The multi-disciplinary care team is guided by a PCP and an extensivist. The extensivist is 
a highly trained internal medicine clinician who oversees various transitions in care to support health 
status stabilization. Team members include nurse practitioners, behavioral health specialists, and 
experts in health education, nutrition, social work, wound care, and podiatry. This mix of 
complementary skills allows focus and personalize support to manage the experience of our members 
and help enable better health outcomes. 


Unique technologies that help drive engagement and health improvement are leveraged in the 
CareMore Care Centers. This includes the Ideal Life platform, a remote monitoring system that allows 
members and their clinical leader to easily and securely track important aspects of various chronic 
conditions. Associated Ideal Life tools include wireless weight scales for congestive heart failure, 
remote blood sugar monitoring for diabetes, and remote blood pressure monitoring for hypertension. 
The Ideal Life platform facilitates communication and early intervention, and provides peace of mind 
for the member, their caregivers, and their health care team. 


CareMore’s progressive programs and style of member support and intervention address the full 
continuum of a member’s health care and behavioral status, and serve to provide additional access and 
thorough engagement where it is needed the most. 


REACH Program 
We work closely with local minority health coalitions and 
sponsor programs that focus on early intervention and 
preventive care. For example, we sponsor the Mexican 
Consulate’s REACH Promotoras program, which educates 
Spanish-speaking individuals on health care topics, such as the 
importance of cervical cancer screening. The REACH program 
fills the knowledge gap about immunization, prenatal care, 
chronic disease, vision (Hispanics are projected to exhibit 
extremely high growth in diabetic retinopathy, glaucoma and 
cataract cases), and oral health, while providing education to 
prevent these health risk issues. 


Telemedicine Strategy/LiveHealth Online 
To enhance continuity of care, we expanded our telemedicine 
program to include web-based consultations to our members 
through our Value Added Service, LiveHealth Online. This 
innovative solution provides members with online (through two-
way video technology) physician consultations for clinically appropriate conditions (such as a cough, 
cold, fever, or flu). Members are able to access services through a secure Internet connection or an app 
on their mobile phone. LiveHealth Online is now available in Spanish for our Medicaid population. In 
addition, LiveHealth Online behavioral health counseling services will be available for our Nevada 
Medicaid and Nevada Check Up members.  
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LiveHealth Online will complement the continuum of options for our members, enhancing their access 
to health care services and providing alternatives to the emergency room. 


Treatment Protocols 
Amerigroup adopts recognized treatment protocols to make sure that all members receive appropriate 
treatment at all levels of health care service. Based on our regular analysis of demographic, clinical, 
utilization, and population health data, we identify trends in community and member needs and then 
implement standardized protocols to guide treatment. Examples of treatment protocols we implemented 
in Nevada include:  


Behavioral Health Medication Management 
We have developed and are implementing a Medication Therapy Management program to meet the 
specific needs of members with behavioral health and substance use needs. Specifically, we are taking 
the following actions to improve prescriber practices and member adherence to appropriate medication 
treatments: 


 Physician Education program – Physicians who prescribe Abilify for off-label use will receive an 
educational letter to inform them of the proper use for this medication and assist in selecting 
alternative medications to meet the member’s needs. 


 Promoting Age-appropriate Use of Medications – This program is designed to reduce the instances 
of children receiving powerful anti-psychotics in dosages 
recommended for adults, and elderly members being prescribed 
these medications for dementia or Alzheimer’s. We will educate 
prescribers when we identify these patterns, and encourage 
them to choose an appropriate medication for the member. 


 Antidepressant New Start Adherence program – Members 
receive individualized weekly messages through interactive 
voice response and mailings that inform members and families 
of the importance of taking prescribed medication, side effects 
to watch out for, benefits of the medication, and remind them to 
see their primary care physician regularly. 


 Polypharmacy Reduction – Physicians with demonstrated polypharmacy practices receive written 
educational materials, phone calls, and outreach. 


We believe these programs will result in more informed prescribers and members, increasing the safety 
and effectiveness of medication therapies and leading to improved member health outcomes. 


Hepatitis C Medications 
We follow the State’s criteria for Hepatitis C medications. We removed the requirements for a metavir 
fibrosis score of F3 or F4 for a certain period of abstinence and/or requiring members receive 
concurrent treatment to facilitate cessation; that prescribers of HCV drugs must be specialists such as 
a hepatologist, gastroenterologist, infectious disease specialist, or HIV Specialist; and removed 
restrictions to retreatment should the member become re-infected. 


Through our current Hepatitis C New Start Education program, we help facilitate medication 
adherence by educating members on the importance of refilling their medications, for example, 
Osvaldo, Olysio, and Harvoni. These therapies require adherence support to ensure treatment 
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completion as non-adherence may reduce the effectiveness of future treatments or result in additional 
costs to restart treatment. The goal of this program is to reduce these risks by sending a reminder to 
members seven days prior to their next fill to pick up their medications. The letters also discuss the 
importance of adherence and completing therapy with the new Hepatitis C regimens and make 
members aware of available resources.  


Integrating, Screening, Identification, Treatment and Evaluation of Depression and 
Substance use Disorders (PC-INSITE) 
Through PC-INSITE, we provide training and support bringing the expertise of behavioral health 
coaches and supporting psychiatrists into PCP offices to improve the detection, diagnosis, and 
treatment of behavioral health conditions. This program supports PCPs in their roles as de facto 
behavioral health providers by targeting members with complaints such as headaches, nausea, and 
unexplained pains often unrecognized as symptoms of underlying behavioral health conditions. 


We target depression and SUD because they are prevalent among individuals with chronic pain, 
cancer, diabetes, heart disease, and other chronic health conditions. These conditions have debilitating 
effects on an individual’s quality of life and morbidity, and a significant impact on prognosis for other 
medical conditions. Finally, these conditions are very costly to the Medicaid program.  


By implementing PC-INSITE in Nevada and through our affiliates, we achieved the following:  


 Training of PCPs to recognize symptoms of potential behavioral health conditions 


 Increased member engagement in screening, treatment, and recovery processes 


 Improved management of a person’s depression/SUD health, including co-occurring conditions 


 Enhanced health experience for members 


 Improved health outcomes for members 


 Lower health services costs 


In our PC-INSITE program, we support PCPs by providing an on-site medical practice consultant and 
providing financial support for a co-located behavioral health coach who conducts screening and 
assessments using our case management tool. The screening measures a severity score that guides the 
behavioral health coach, in collaboration with the PCP, on referrals to specialists and the use of 
antidepressant medication. The behavioral health coach provides support and monitoring to verify 
member engagement and integrated care coordination. Our program includes financial support to 
engage a psychiatrist to provide consultation on complex matters and medications. 
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4.1.12.4 Experience 


 
For more than seven years, Amerigroup has cultivated positive relationships with the DHCFP and 
other State agencies connected to the Nevada Medicaid, CHAP, and Nevada Check Up programs. This 
includes the Division of Welfare and Supportive Services for eligibility and the Division of Insurance 
for regulatory oversight. Over the years, we have worked successfully with new administrators of the 
Division of Public and Behavioral Health, the 
Division of Child and Family Services, the 
Division of Aging and Disability Services, and 
DHCFP. Additionally, we’ve delivered creative 
solutions that benefit Nevadans using our 
carefully developed, collaborative provider and 
community partner relationships. We have been, 
and will continue to be, responsive to the State’s 
changing needs, challenges, and new priorities, 
and we are proud to be a key, strategic State 
partner committed to continuing Nevada’s 
Medicaid vision.  


We emphasize a collaborative approach to 
identifying and implementing cost-effective 
program enhancements that result in sustained 
improvements to the health care of Nevadans. 
Through our current partnership with the 
DHCFP, we collaborated to implement solutions 
that improve access to impactful, quality care, 
with a focus on providing resources and building 
relationships to enhance services.  


We work with the State, stakeholders, and system 
partners to develop creative solutions to meet the 
needs of our members and communities across 
Nevada. Our leadership works to implement 
initiatives that result in high quality care, promote 
early intervention, and improve the lives of 
children, adults, and families. 


As a true partner, Amerigroup contributed ideas 
and resources to support the State’s overall health 
improvement efforts. We remain committed to 
engaging with State leadership to share ideas and 
strategies to align our operations with 
achievement of the Governor’s Healthy Nevada 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 
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goals. Amerigroup strives to improve the health of all Nevadans, not just those enrolled in our health 
plan. We support and collaborate with community-based organizations on health promotion and 
education, and we incorporate Value Added Services into our Medicaid MCO program that contribute 
to improved health outcomes for our members. Specifically, we collaborated with the State, providers, 
and stakeholders to connect individuals to housing, address the opioid epidemic, provide emergent 
care, reduce community and member violence, improve the state fair hearing process, and improve 
member care. 


Working Together to Connect Individuals to Housing 
According to a National Alliance to End Homelessness 2016 report, on a single night in January 2015, 
over 564,000 people were experiencing homelessness in the U.S. – meaning they were sleeping outside 
or in an emergency shelter or transitional housing program. Figure 4.1.12.4-1 shows homeless 
population subgroups nationwide, including families and unaccompanied children and youth. 


Figure 4.1.12.4-1. A Breakdown of Homeless Populations Nationwide 


Understanding that the national homeless rate is 17.7 percent and Nevada’s rate is 30.8 percent, 
Amerigroup is partnering with the State of Nevada to expand capacity for safe, affordable, accessible, 
supportive housing. We recognize that homelessness is an issue for individuals across Nevada - a 
recent count of homeless individuals in Reno found 112 young people, most between the ages of 18 and 
24, who were either already homeless or at imminent risk of becoming homeless. Last year, that figure 
was 72 and in 2014, it was just 442.  


Amerigroup is forward-thinking in addressing the important impact of housing on member outcomes. 
We are currently lending expertise to the CSH Affordable Housing Institute of Nevada, which supports 


                                                 
2 http://www.theatlantic.com/business/archive/2016/02/the-downside-of-being-at-the-center-of-a-tech-
boom/462186/ 
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the community developing additional affordable housing. Through this pilot program, sponsored by 
the U.S. Department of Housing and Urban Development (HUD), the Institute is working to identify 
projects that can be quickly implemented. We are also a member of Nevada Healthcare and Housing 
(H2) Leadership Team, joining with other community stakeholders and health plans to end 
homelessness at its root causes. Health plan representatives regularly attend quarterly meetings.  


We work directly with Clark County Social 
Services on the HUD grant Healthy Living, a 
permanent supportive housing program, 
addressing changing definitions within the 
program to expand the scope beyond medically 
fragile criteria to also include behavioral health 
qualifiers. We referred and had members placed 
in housing within this program and look forward 
to future work with Clark County Social Services 
to include persons with behavioral health support 
needs in the Healthy Living program. 
Additionally, through our partnership with WELL 
CARE Services, described in Section 4.1.12.1, we 
work to connect members who are homeless, or at 
risk for homelessness, to services and supports.  


Collaborating to Address the Opioid 
Epidemic  
We remain actively engaged with State partners 
like the DHCFP to address challenges that 
negatively affect Medicaid programs but more 
broadly tear at the social fabric of the 
communities we serve. In the most recent 
example, communities across the country are 
faced with dramatically rising rates of opioid 
addiction and overdose deaths, including heroin 
and opioid pain relievers, and we recognize that 
this remains a priority concern in Nevada, which 
ranks second in the country for consumption of 
hydrocodone and oxycodone3. In 2015, opioid 
painkillers caused 48 overdose deaths in Washoe 
County, and in Clark County, the number one 
cause of accidental death is overdose.  


We are actively working with the DHCFP, 


                                                 
3 http://www.substanceabuseusa.org/get-help-now/nevada.html 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 66 


providers, and other Managed Care Organizations (MCOs) to address this issue by identifying and 
implementing sensible and sustainable solutions. We look forward to participating in the upcoming 
Governor’s Summit on Prescription Drug Use, and we will continue to collaborate with stakeholders to 
develop community programs and supports. We have a full network of providers to treat members with 
substance use needs using evidence-based practices such as peer services and American Society of 
Addiction Medicine (ASAM) criteria. We are also supporting implementation of the Behavioral Health 
Community Network (BHCN) delivery model. Through this integrated delivery model, members will 
have access to substance abuse, behavioral health, and medical treatment.  


One of our innovative solutions to help address the opioid epidemic will be to offer members Virtual 
Reality (VR) therapy as an alternative solution to using opioids to deal with pain. We will collaborate 
with a strategic provider partner in Washoe County to supplement their pain management programs.  


Amerigroup Develops Solutions for our Members’ Daily Needs 
We address the real-life issues that affect the members and families we serve on a daily basis and 
impact their well-being. We implement creative solutions that improve the lives of members and 
families, giving them the support they need to engage in care and achieve improved health outcomes. 
Table 4.1.12.4-1 identifies some of the problems facing our Nevada members and the steps we have 
taken to address them. 


Table 4.1.12.4-1. Amerigroup Offers Solutions to Meet Members’ Needs 
Member Need Amerigroup’s Solution 
Identification Given the necessity of proper identification, we understand the challenges members may 


experience after losing their identification. We will coordinate the process and cover the 
cost of the replacement documents for members receiving behavioral health case 
management services who lose their Green Card, ID, or birth certificate. Our case 
managers will work with them to help obtain a copy of the original documents.  


General Education Diploma™ 
(GED) or HiSET® Assistance 


To support members in obtaining a high-school equivalency diploma, we will pay the costs 
associated with GED and HiSET exams. Our goal is to help our members achieve their 
goals for independence and improve their overall well-being. 


Shelter Our Shelter Bed Reservations program helps members have a warm and safe place to 
sleep. We purchase homeless shelter beds in coordination with the Salvation Army of 
Southern Nevada. In addition, we arrange for members to have shelter at Catholic 
Charities of Southern Nevada and Las Vegas Rescue Mission on a case-by-case basis. 


Child Care In partnership with several day care providers at a variety of locations, we are offering 
free childcare services so that members can access appointments for themselves and their 
children. In our experience, lack of childcare is a significant barrier for families; and we 
believe that providing childcare services will help improve member access to covered 
health care services and promote satisfaction and well-being.  


Housing Amerigroup facilitates the linkage of health services and safe, affordable, and accessible 
housing, as this promising practice consistently shows measurable improvements in 
people’s health and quality of life as well as reductions in public spending. Our parent 
company has committed more than $380 million in capital toward low-income housing 
investments across the country over the past 10 years. Through the Low Income Housing 
Tax Credit program, our parent company partners with national and state-specific 
investment syndicators to develop and expand access to affordable housing to low-income 
families. 


Medications Our Bedside Medication Delivery program provides inpatient bedside and in-home 
medication delivery services. We also provide long-acting injectable medications, 
mediation reconciliation and medication therapy monitoring.  
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Providing Value Added Services 
We support members in every way we can and are committed to helping members improve their quality 
of life and health outcomes. We designed and deliver Value Added Services that are meaningful and 
specific to prevalent needs of Nevada Medicaid and Nevada Check Up members.  


We will offer these services described in Table 4.1.12.4-2 at no cost to enrolled members or to the 
DHCFP. By providing beyond the required benefits, we achieve lasting and measurable improvements 
in the holistic health and well-being of all members. We educate members about our services through 
our new member welcome packet, member handbook, member website, and our employees who have 
direct contact with our members such as case managers and member services representatives.    


Table 4.1.12.4-2. Description of Value Added Services for Enrolled Members by Population 
Value Added Service Description Eligible 


Population 
Child Day Care We will collaborate with several day care providers at a variety of 


locations to provide free childcare services for members’ children 
while they are receiving covered services. Providing childcare 
services will help improve member access to covered health care 
services and promote satisfaction and well-being. Both parent or 
caregiver, and child must be members, and the child must be five 
years of age or younger. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Holistic Smoking Cessation 
Program 


We will offer members a free smoking cessation program. The 
program includes telephonic outreach, education, nicotine 
replacement therapy, and coaching to engage and empower 
members and families to make positive behavioral changes that 
impact their use of tobacco. Members must be 18 years of age or 
older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Text-Based Peer Support 
Services 


We will provide free text-based, qualified peer-led crisis support. 
Text-based peer supports have proven to be an easily accessible, 
effective resource in helping individuals with daily self-management, 
social and emotional support, linkages to community resources, and 
ongoing support over time. Texters can engage in a collaborative 
dialogue with clinicians to establish rapport and determine service 
needs including needs exploration, suicide risk assessment, mental 
health symptoms, drug and alcohol use screening, social support/ 
coping and demographics. Our qualified mental health professionals 
will provide counseling and crisis intervention as needed. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Community Resource Link Members will have free access to this online resource tool of local 
Nevada community-based programs, benefits, and services displayed 
in an easy-to-use format and searchable with GPS technology. This 
will enhance member access to local programs and services 
available throughout Nevada such as housing, food, and 
transportation. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Books for Babies Program We will offer members free children’s books, delivered to their 
home, to further support a great start for children and promote 
parent/child interaction and literacy. Newborn members through 24 
months of age are eligible and can receive a maximum of three age-
appropriate books.  


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Family Planning Benefit We will provide free pregnancy tests to members. This will promote 
early pregnancy determination in the privacy and comfort of the 
member’s own home. Early determination will support member 
choice for engagement in prenatal services and supports earlier in 
the pregnancy. Members must be between 15 and 44 years of age. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 
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Value Added Service Description Eligible 
Population 


Adult Dental Hygiene Kits We will provide free dental hygiene kits to eligible members. These 
kits will include a toothbrush, toothpaste, dental floss, and oral care 
educational materials and members can request them at any time. 
This will promote healthy, preventive dental care for adult members. 
Members must be 21 years of age or older. 


TANF/CHAP 
Adult Expansion 


Identification Support  We coordinate the process and cover the cost of the replacement 
documents for members who lose their driver’s license, Green Card, 
identification card, or birth certificate. Given the necessity of proper 
identification to access health care services, we understand the 
challenges members may experience after losing their identification. 
Our case managers work with them to help obtain a copy of the 
original document(s). Members must be receiving behavioral health 
case management services. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


General Education 
Diploma™ (GED) or 
HiSET® Assistance 


We pay the costs associated with GED and HiSET exams to support 
members in obtaining a high-school equivalency diploma and 
improving their quality of life. All members are eligible (members 
under 18 years of age must have parental consent). 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Bedside Medication Delivery We provide delivery of medications to members who are in the 
hospital or homebound to assure the availability of prescribed 
medications. We know that medication adherence and compliance 
are both critical factors in reducing unnecessary ER visits and 
hospital stays and are critical components in maintaining health. All 
members are eligible except Obstetrics and Pediatrics 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Shelter Bed Reservations 
Program 


We pre-purchase beds that can be reserved for members on a case-
by-case basis. We work closely with community-based organizations, 
such as the Salvation Army of Southern Nevada, Catholic Charities 
of Southern Nevada, and Las Vegas Rescue Mission to assure the 
availability of shelter beds for members .Members must be 18 years 
or older. Prior authorization is required. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Diabetes-related Podiatry 
Benefits 


We pay for routine podiatry care for adult members diagnosed with 
diabetes to assure essential preventive and follow-up care. The 
members’ PCP is responsible for performing the diabetic foot exam; 
however, if follow-up podiatry care is determined to be medically 
necessary, members access our network of podiatrists for further 
care. Members must be 21 years of age or older with a diagnosis of 
diabetes. Prior authorization is required. 


TANF/CHAP 
Adult Expansion 


Boys & Girls Club 
Membership 


We will offer eligible members free membership in Boys & Girls 
Clubs. Boys & Girls Club programs and services promote and 
enhance the development of youth by instilling a sense of 
competence, usefulness, belonging, and influence. This provides a 
safe place for children to learn and grow, develop ongoing 
relationships with caring professionals, and engage in life-
enhancing programs and character development experiences. 
Members must be between 5 and 14 years of age. 


TANF/CHAP 
Nevada Check Up 


Additional Transportation 
Benefits 


We provide bus passes and free rides for members who do not meet 
the eligibility requirements for the fee-for-service transportation 
benefit. This helps our members access the services and supports 
they need such as dropping off and picking up prescriptions and 
obtaining community-based resources. We help facilitate 
transportation by providing bus passes, coordinating travel in vans 
and handicap accessible vehicles, and even covering the cost of 
other transportation such as Uber, Lyft, and taxicab rides as 
appropriate. All members are eligible  


TANF/CHAP 
Nevada Check Up 
Adult Expansion 
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Value Added Service Description Eligible 
Population 


Sports Physicals We cover the cost of one school-required physical examination to 
promote participation in extra-curricular sports, dance, and other 
activities. We believe extra-curricular activities improve the health, 
self-esteem, and inclusion of our young members. This offers our 
young members an opportunity to participate in the activity of their 
choosing. Members must be between 6 and 18 years of age. 


TANF/CHAP 
Nevada Check Up 


LiveHealth Online Members can access our web-based physician consultation program 
through a video-enabled computer, tablet, or smart phone and 
receive a live audio/video consultation with Nevada-licensed, board-
certified physicians. The physician can diagnose, make medical 
recommendations, and prescribe medications when necessary. This 
is especially useful in rural communities where local provider access 
may be limited. Members must be 18 years of age or older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Free Additional Phone 
Minutes 


This benefit provides members 200 free bonus minutes when they 
sign up and 100 free additional minutes on their birthday. We 
inform members on the appropriate use of these benefits including 
unlimited text messages to and from anyone and unlimited free calls 
to our member services call center. Members must be 18 years of age 
or older. 


TANF/CHAP 
Nevada Check Up 
Adult Expansion 


Free Phones and Phone 
Card Program 


We provide disposable cell phones and phone cards to eligible 
members to support independence and enhance their ability to 
contact us. Members must be in crisis or have been recently 
discharged and without another form of communication.  


TANF/CHAP 
Nevada Check Up  
Adult Expansion 


 


Reducing Community and Member Violence  
In September 2016, we will implement a Community and Member Violence 
Reduction Program (VRP) in Clark and Washoe Counties, which have the highest 
rate of incidents of violence out of all locales in our national span of Medicaid programs.  


The program operates on two levels: (1) community engagement using local steering committees to 
focus building on the skills and knowledge of local residents, aligning public initiatives, and garnering 
the supportive functions of local institutions; and (2) member/family engagement, to reduce future 
events. The heart of the VRP is a highly individualized series of violence reduction interventions. 
Safety engagement coordinators work with participants face-to-face as well as through other 
communications (texting, phone, email, video chat) for ongoing contact.  


Once members are safely risk-stratified and agree to participate, safety engagement coordinators 
conduct an assessment that helps guide the development of our strengths-based personal safety 
planning. This planning includes interventions and goals aimed toward the development of skills, 
strategies, and supports to avoid or reduce violent situations, as well as involvement of an 
interdisciplinary team centered on the member to help reach these goals.  


Service coordination is a critical component to assist members in attaining their individualized violence 
reduction goals and avoid inappropriate service utilization. Services are coordinated with our case 
management services, network providers, community service providers, social service organizations, 
schools, and informal supports. Safety engagement coordinators assist members and their families in 
accessing community-based services such as victim assistance programs, domestic violence shelters, 
gang intervention services, legal aid, alternative educational programs, faith-based organizations, and 
employment. Safety engagement coordinators track progress toward goal completion and actively 
prepare members for graduation from the program early on in the process.  







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 70 


Improving the State Fair Hearing Process 
Grievances and appeals present opportunities for us to identify how we can improve our internal 
processes. One example of this involves State Fair Hearings. In 2014, we noticed a significant increase 
in the number of providers requesting State Fair Hearings. In response, we took on a pilot project to 
re-engineer second level appeals. Through 
provider collaboration, provider education, and a 
review of our internal processes, we improved our 
appeals processes to better work with and explain 
policy to providers and encourage the submission 
of corrected claims with corrected coding. As a 
result, the number of State Fair Hearings for our 
members has substantially decreased.  


Amerigroup Improves Accessibility and 
Quality 
Amerigroup implements programs and initiatives 
that increase member access to high quality care. 
Specifically, we achieved the following results for 
our Nevada members: 


 Our Post-Discharge Planning program resulted 
in a 30 percent reduction in admissions for 
behavioral health needs, and a 10 percent 
reduction in physical health admissions 


 We exceeded the 75th percentile on the 
following measures for our Nevada Check Up 
members: 
 Children and Adolescents’ Access to PCP (12 


to 19 years) 
 Annual dental visits 
 Childhood immunization status (combo 4) 
 Well-Child visits in the first 15 months 


 The Bridge on Discharge program resulted in a four percent reduction in behavioral health 
readmissions 


 17 percent decrease in Avoidable ER visits since 2011 


 Additionally, we have worked hard to enhance our systems and processes, demonstrating our 


commitment to quality. During the most recent audit by HSAG, we achieved an overall score of 97 
percent for our quality program.  


As an organization with extensive data on public health programs, well-respected thought leaders in 
the health care field, and substantial capital resources to invest, Amerigroup remains committed to 
working with State partners to create innovative solutions to stabilize public health programs. We have 
a long history of partnering with states to help achieve the goal of improving health outcomes, 
streamlining administration, and optimizing the cost-effectiveness of public health programs in 
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general. This commitment separates Amerigroup from our competition. We believe that our role is not 
limited to that of an MCO vendor - we also anticipate the challenges facing the State, share program 
data and information, and collaboratively develop sustainable solutions with the DHCFP. We will 
continue our efforts in Nevada to improve the lives of our members and the communities we serve. 


4.1.12.5 Key Personnel 


 
Our key personnel listed in Table 4.1.12.5-1 bring over 233 years of combined managed care 
experience to meet the requirements of this RFP. We list each person’s responsibilities in Tables 
4.1.12.5-2 through 4.1.12.5-16. We include resumes for each individual listed below in Attachment 4.4 
Vendor Staff Resumes: AMERIGROUP Nevada, Inc. (Amerigroup) and licenses for Dr. Richard 
Roberts, Allyson Hoover, Karen Gardiner, and Emma Kibisu in Attachment 4.1.12-1: Professional 
Licenses. 


Table 4.1.12.5-1. Amerigroup has over 233 Years of Combined Managed Health Care Experience 


 


  


Key Personnel Title 
Years of Managed Health Care 


Experience 


Eric Lloyd 
President and CEO Medicaid Health Plan, Nevada 
Administrator 


20 


David Hsieh Chief Financial Officer 10 
Richard Roberts, MD Medical Director 30 
Carie Ward  Recipient Services Manager 4 
Allyson Hoover, RN, MSN Provider Services Manager 21 
Terry Weinstein Grievance and Appeals Coordinator 14 
Pamela Monahan  Claims Administrator 13 
Lisa Bogard Nevada Operations Manager 21 
Karen Gardiner Director Health Care Management Services 26 
Emma Kibisu, RN Director Internal Quality Assurance Program 4 
Carl Reinhardt Director Special Investigations Program Integrity 16 
Stephen Ford Managing Associate General Counsel 14 
Tracey Woods Government Relations Director Senior 13 
Melinda Moore Human Resources Manager Senior 11 
Sheri Starcher  Medicaid Compliance Officer 16 


TOTAL 233 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP. In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 72 


Table 4.1.12.5-2. President and CEO Medicaid Health Plan/Administrator Responsibilities 
Name Eric Lloyd 
Title President and CEO Medicaid Health Plan, Nevada(Administrator) 
Responsibilities Provides oversight of fiscal, operational, legislative, regulatory, and human resource objectives 


while strategically aligning with business goals. Leads peers and teams cross functionally to 
support long-term growth for the company and all associates. Profit and Loss cost management 
responsibilities include cost management, budgeting, forecasting of premium rates and renewals, 
as well as growth. Monitors cost of care commitments and quality accreditation goals while 
working across multiple lines of business. Possesses sound understanding of sales and marketing 
strategies, risk management, and all aspects of senior level health service administration related 
to network, facilities, and staffing. Provides oversight and participates in the development of 
growth strategies and retention initiatives for the health plan. Oversees marketing and sales 
strategies, business initiatives, school-, faith-, and community-based and special needs initiatives. 
Understands population health programs related to CMS and managed Medicaid, including 
behavioral health, and complex populations. Administration of complex populations, stakeholder 
relations; and new program growth, implementation, integration, and execution across 
populations as part of the overall plan operation. Provides oversight and directly participates in 
relationships with key hospital, large physician practices/clinics, and community-based 
organizations, behavioral health and key ancillary providers such as dental and vision 
contractors. Develops and manages key State regulatory and legislative relationships and 
processes, including eligibility, premium rates, benefit design, networks, administrative 
requirements, and new products. Assures State and federal compliance. Acts as a thought leader 
to promote Anthem’s culture while working to build communication and relationships with 
internal and external associates and partners. 


  
 


Table 4.1.12.5-3. Chief Financial Officer Responsibilities 
Name David Hsieh 
Title Chief Financial Officer 
Responsibilities Owns top-line medical expense and local selling, general, and administrative (SGA) portions of 


the annual budget process and quarterly forecasts. Conducts and coordinates all analysis 
required for membership, premium yield, and medical expenses. On a quarterly basis, analyzes, 
interprets, and communicates financial statement and medical accrual results to health plan 
leadership. Develops, maintains, and enhances mechanisms to track, report, and provide 
feedback on company financial performance. Monitors monthly claims production, including 
investigation and resolution of adverse changes in production statistics and their impact on 
medical accrual estimates. Controls profit planning, forecasting, expense budgets, accounts 
receivable, cost standards, and administrative savings. Administers a risk management program 
to minimize exposure to business disruption. Monitors, analyzes, and reports any variances for 
local and direct administration expenses. Identifies and drives opportunities for savings with 
health plan leadership on a monthly basis. Identifies and monitors the assumptions and issues in 
the rate methodology that drives financial success, including trend, populations and benefits 
covered, unit cost assumptions, risk adjustments, birth rates, newborn enrollment rules, special 
populations, utilization assumptions, and program changes.  
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Table 4.1.12.5-4. Medical Director Responsibilities 
Name Richard Roberts, MD 
Title Medical Director 
Responsibilities Oversees all medical management services for the Nevada health plan in coordination with the 


Amerigroup integrated Medical Management Model. Leads development and implementation of 
programs to assure that members receive appropriate and timely access to health care services. 
Leads development and implementation of medical quality management programs that assure 
members fulfill their health care needs and have appropriate health maintenance and preventive 
services. Establishes and implements the company’s medical management policies. Co-chairs the 
Utilization Management and Quality Assurance Plan Committee. Directs development and 
implementation of our internal quality assurance plan and utilization management activities and 
monitors the quality of care Amerigroup members receive. Oversees development and revision of 
our clinical care standards and practice guidelines and protocols. Reviews all potential quality of 
care problems; and oversees the development, implementation, and adherence to plans of 
correction. Oversees the referral process for specialty and out-of-network services. Serves as a 
liaison between Amerigroup and its providers, including regular communications, oversight of 
provider education, in-service training, and orientation. Serves as a consultant to medical 
employees regarding referrals, denials, grievances. Fosters coordination of out-of-network 
services. Serves as liaison to work with the DHCFP regarding utilization review and quality 
assurance issues. 


 


Table 4.1.12.5-5. Recipient Services Manager Responsibilities 
Name Carrie Ward  
Title Recipient Services Manager 


 


Administers a broad range of services needed by policy owners/clients to maintain in-force 
policies or new business. Develops/implements complaint resolution procedures and assures that 
area is staffed and trained to handle inquiries from agents and policy owners. Develops short- 
and long-term customer service objectives and continuously monitors procedures to verify that 
these are met by employees. Encourages employee development and training. Stays abreast of 
State and federal regulations. Develops and manages the annual operating budget within 
financial objectives and assures that service and goals are met. Hires, trains, coaches, counsels, 
and evaluates performance of direct reports. Instrumental in successful implementations of the 
Texas RSA, Washington State, Kansas, and other health plans. 


 


Table 4.1.12.5-6. Provider Services Manager Responsibilities 
Name Allyson Hoover, RN, MSN 
Title Provider Services Manager 
Responsibilities Oversees physical and behavioral health network development and management, marketing with 


staffing outreach efforts which cover all Amerigroup members in the State of Nevada. Provides 
strategic leadership for provider engagement and contracting for assigned employees with a 
benefit spend of less than $3 billion, a line of business such as Medicaid, or a major enterprise-
wide initiative, including local cost of care and trend management, provider contracting, 
implementation and local oversight of all types of payment innovation programs, as well as 
provider relations and education. Delivers competitive cost of care. Develops provider networks 
offering a competitive advantage. Aligns contracting and medical management strategies. 
Integrates quality metrics and incentives into the contracting process. Serves as local single point 
of accountability for all product lines and State lead for the Integrated Cost Management 
Committee. Facilitates implementation of local system and product consolidation efforts. Assures 
compliance with regulatory and accreditation standards. Hires, trains, coaches, counsels, and 
evaluates performance of direct reports 
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Table 4.1.12.5-7. Grievance and Appeals Coordinator Responsibilities 
Name Terry Weinstein 
Title Grievance and Appeals Coordinator 
Responsibilities Supervises quality associates in accordance with policies.. Monitors and tracks productivity and 


performance of associates. Uses multiple systems and tools to effectively measure and evaluate 
the quality of individual and team performance. Monitors the maintenance of departmental 
policies and procedures and other internal resources. Manages and coordinates resources within 
the Quality team to meet deadlines, coordinate focused quality reviews, and conduct special audit 
related projects. Works with management to develop and implement process improvement 
initiatives. Assists management in identifying quality trending to help determine training needs. 
Compiles monthly quality reports for distribution to management team. Interacts with other 
departments in development and implementation of Quality Assurance functions. Maintains 
advanced knowledge of departmental processes and technological concepts. Assists management 
with interviewing, hiring, and retention of associates. 


 


Table 4.1.12.5-8. Claims Administrator  Responsibilities 
Name Pamela Monahan  
Title Claims Administrator 
Responsibilities Oversees strategic and operational business needs, including claims payment, appeals and 


adjustment, provider data management operations, and business strategy to assure that 
immediate and long-term objectives and related financial results are met. Oversees claims and 
provider lifecycle management operations for Medicaid and Medicare in multiple sites and 
executes strategies to deliver industry leading service results. Improves processes and partners 
across lines of business to develop consistency and share best practices. Drives results to improve 
customer (member, provider, and health plan) satisfaction and quality outcomes in all functional 
areas. Builds strong partnerships with health plan presidents, collaborates with IT, Finance, 
Enterprise Benefit Administration, Provider Engagement and Contracting, Sales, and Internal 
Audit Departments. Leads operations’ involvement in systems consolidation efforts, new business 
and expansion efforts, compliance requirements, and monitors State/federal regulations to 
mitigate regulatory, financial, and other business risks. Manages special projects and oversees 
budget. Hires, trains, coaches, counsels, and evaluates performance of direct reports. 
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Table 4.1.12.5-9. Nevada Operations Manager Responsibilities 
Name Lisa Bogard 
Title Nevada Operations Manager 
Responsibilities Develops, directs, plans, and evaluates the goals and objectives of the business unit for the State 


of Nevada. Establishes State/regional strategic plans and objectives to meet business unit goals. 
Takes leadership role in implementing corporate initiatives, including special project planning 
and budget management. Resolves complex financial, legal, or politically sensitive issues. Leads 
program development to assure that members, network providers, and community partners 
successfully participate in programs. Plans, directs, and secures the resources (people, material, 
data, and support) to effectively accomplish operational needs and strategic initiatives. Maintains 
appropriate staffing levels and provides oversight of indirect reports. Motivates associates to 
accomplish goals and objectives. Develops and implements budget and creates a strong team 
through training and effective organizational development practices. With National Field 
Operations, assumes all management functions for the State/regional/field office. Verifies that all 
field operation policies and procedures comply with all applicable laws and regulations. 
Champions initiatives by developing and managing State rate negotiations and key relationships 
with government, regulatory, Medicaid/SCHIP, and other stakeholders. Provides coordinated 
analysis and regional solutions to issues. Guides implementation of programs and strategies. 
Collaborates with senior management to develop, implement, and promote new programs and 
services that enhance relationships with key stakeholders. Collaborates with marketing 
management to develop strategies for member recruitment and retention across all assigned lines 
of business. Resolves challenges related to program operations, including member issues, 
provider claims, and provider network. Manages projects and issues across departmental and 
divisional lines to facilitate timely resolution. Represents business unit on national/state/regional 
boards, task forces, and work groups that impact the health care delivery system and other key 
issues. Hires, trains, coaches, counsels, and evaluates performance of direct reports.  


 


Table 4.1.12.5-10. Director Healthcare Management Services Responsibilities 
Name Karen Gardiner 
Title Director Healthcare Management Services  
Responsibilities Develops, implements, and oversees integrated medical management of more than one member 


population type with varying degrees of complexity. Oversees case and utilization management 
execution/decision-making for managed member populations. Accountable to health plan 
executive or executive team member according to health plan size/complexity and involved in the 
development of the strategic vision, goals, and objectives for medical management. Serves as 
liaison to State regulatory agencies. Directs and provides leadership for designing, developing, 
and implementing an integrated medical management program to meet the demographic and 
epidemiological needs of the populations served. Partners with other health plan/national leaders 
to develop and deliver innovative care management services, root cause analyses, and solutions to 
achieve quality outcomes. Directs Healthcare Management Program, including disease, case, and 
utilization management. Partners with Provider Relations, Quality Management, Health 
Promotions, and Community Relations Departments to develop and implement effective provider 
communications, quality assurance, and member outreach programs. Provides expert 
consultation to local health plan employees on benefits interpretation, utilization, and quality 
management matters. Supports compliance with National Committee for Quality Assurance 
(NCQA) and State and federal program requirements. Hires, trains, coaches, counsels, and 
evaluates performance of direct reports. 
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Table 4.1.12.5-11. Director Internal Quality Assurance Program Responsibilities 
Name Emma Kibisu, RN 
Title Director Internal Quality Assurance Program  
Responsibilities Develops, coordinates, communicates, and implements a strategic clinical quality management 


and improvement program for the Nevada Health Plan (Medicaid). Promotes collaboration with 
national leaders to promote appropriate communication, integration, and utilization of best 
practices. Oversees internal and State Quality Management (QM) Scorecard reporting. Provides 
oversight for the member complaint and appeal process, privacy compliance process, and 
auditing of delegated services in assigned area. Oversees HEDIS® reporting and development of 
action plans to achieve target improvement goals. Supports the External Quality Review 
Organization reporting and State audit processes. Provides leadership for QM in new business 
activities. Assures compliance with NCQA and other accrediting bodies’ standards. Provides 
leadership for the development, implementation, and evaluation of Clinical Quality Improvement 
action plans. Hires, trains, coaches, counsels, and evaluates performance of direct reports. In-
charge of Project Improvement Plans. 


 


Table 4.1.12.5-12. Director Special Investigations /Program Integrity Responsibilities 
Name Carl Reinhardt 
Title Director Special Investigations/Program Integrity 
Responsibilities Oversees staffing and manages associates in multiple  locations to assure adequate resources 


exist to investigate fraud and abuse. Assists the vice president in setting priorities, goals, and 
objectives for the Fraud and Abuse Department. Collaborates with the Legal and Business 
Departments to determine the best course of action against a perpetrator of fraud or abuse. 
Establishes process for assignment of cases to investigators. Establishes processes for handling 
referrals of suspected fraud and abuse from internal/external sources and tracking referrals to 
disposition. Leads and directs multiple functions and/or teams across the national Special 
Investigation Unit, including investigations, case intake and assignment, and data analysis.  


 


Table 4.1.12.5-13. Managing Associate General Counsel Responsibilities 
Name Stephen Ford 
Title Managing Associate General Counsel 
Responsibilities Leverages in-depth knowledge of a legal specialty or area of law to provide advice and 


recommendations to executives and management on highly complex matters that have a broad 
organizational impact and high level of risk. Partners with clients to drive strategic outcomes and 
make complex decisions. Carries out research of legal principles and precedents and consults 
with outside counsel on legal strategies on particular issues. Uses professional legal theories and 
best practices to contribute to development of concepts and principles and achieve objectives in an 
original and highly effective way. Provides general and detailed instructions for more junior 
members of the department and concise, timely briefings to senior level business and legal 
management. Confers with other senior leaders. Works on extremely complex, multifaceted 
problems where analysis of solutions and/or facts requires expert evaluation of intangible 
variables. Develops methods, approaches, and evaluation criteria for obtaining results. Provides 
ad hoc work direction and supervision to other legal employees in support of active cases. 
Assesses and mitigates risk on even the most difficult and challenging issues. Manages high-level 
organizational risks.  
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Table 4.1.12.5-14. Government Relations Director Senior Responsibilities 
Name Tracey Woods 
Title Government Relations Director Senior 
Responsibilities Leads government relations activities for Amerigroup and Anthem in Nevada. Manages external 


consultant team that maintains a positive legislative and regulatory environment. Develops and 
implements strategies to advocate national and State-specific legislative and regulatory positions.. 
Represents Amerigroup and Anthem in advocacy efforts. Establishes and maintains strong 
relationships with legislators, regulators, and other policymakers and their employees. Maintains 
coalitions and target grassroots capabilities. Supports business planning processes to proactively 
raise and address issues of concern. Makes internal and external written and oral presentations 
on behalf of the Company. Develops and carries out tactics and strategies to influence trade 
associations and other advocacy organizations. Provides ongoing leadership and relationship 
development with state Medicaid customer and administration staff to enhance partnerships and 
offer health care solutions for Nevadans. 


 


Table 4.1.12.5-15. Human Resources Manager Senior Responsibilities 
Name Melinda Moore 
Title Human Resources Manager Senior 
Responsibilities Addresses organizational challenges using people-related solutions, understanding every aspect 


of the business, and serving not only as Human Resources (HR) thought leader, but also as an 
integral team member on the Washington and Nevada senior leadership teams. Develops, leads, 
and executes programs to support Anthem associates and leaders, including talent management, 
career planning, performance management, leadership coaching, data analysis, compensation 
and rewards, learning and development, recognition programs, strategic leadership, and 
organizational development. Reports directly to West Division HR Director with dotted line 
responsibility to Washington and Nevada health plan president. 


 


Table 4.1.12.5-16. Medicaid Plan Compliance Officer Responsibilities 
Name Sheri Starcher 
Title Medicaid Compliance Officer 
Responsibilities Responsible for the development and deployment of the annual Nevada Compliance Work Plan, 


Compliance Committee, and policy and procedure development. Responsible for identifying and 
mitigating risks, working with employees to understand regulatory and contractual requirements, 
monitoring and auditing activities, reporting issues to the national compliance team, supporting 
various functional areas in understanding compliance requirements, and educating and training 
employees regarding compliance and regulatory matters. Oversees employees responsible for 
participating, organizing, and addressing issues identified during audits performed by regulatory 
bodies and assures that the health plan meets the requirements of the Corporate Integrity 
Agreement. Performs marketing event monitoring, reviews and approves Value Added Services, 
addresses and responds to investigations specific to the health plan, and assists in development of 
national tools to support other health plan compliance professionals. Responsible for promoting 
the national compliance culture at the health plan level. 


 
  







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.1 VENDOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.1 — Page 78 


4.1.12.6 Additional Employees with Contract Responsibilities  


 


Supplementing our key personnel, are additional Amerigroup and national employees working full-
time on current Amerigroup Contract responsibilities. Their responsibilities will continue under this 
RFP’s Contract. In Table 4.1.12.6-1, we list these employees and their responsibilities by the areas 
listed in this requirement. We also bring a large contingent of other employees (not included in the 
table below) from our parent organization, Anthem, Inc., who assist Amerigroup employees in creating 
better results for our members and increased value for the State.  


Table 4.1.12.6-1. Additional Employees with Contract Responsibilities by Area of Responsibility 
Title Additional Staff RFP Responsibilities 


A. Information Systems 
Staff VP 
Information 
Technology 


Robin Favret Provides a dedicated focus and understanding of the unique operational needs related 
to process and information system optimization and provides short-term and long-
term business technology planning. Serves as the lead technical contact for the Plan 
and  participates in technical and operational meetings, audits, and readiness reviews.
 
 


Account 
Management 
Advisor 


Terri Willits  Works with Business and Information Technology Departments to help articulate 
needs and requirements and ensure they are documented correctly. 


Field Support 
Technician 


Dwayne Cervis Provides break-fix services on servers, laptops, and desktops. Conducts hardware 
refresh projects and software deployments. Performs software and hardware trouble-
shooting. Provides customer service, problem resolution, parts inventory, parts 
warranty procurement and reimbursement, as well as common clerical and 
administrative tasks. 


B. Utilization Case Management  


Associate 
Medical 
Director 


Dr. Indira 
Mahidhara 


Responsible for the administration of medical services focusing on family practice for 
Amerigroup, including overall medical policies to assure the most appropriate and 
effective care is provided, as well as day-to-day management of medical management 
employees. Interprets existing policies and develops new ones based on changes in the 
health care or medical arena. Leads, develops, directs, and implements clinical and 
non-clinical activities that affect health care quality outcomes. Identifies and develops 
opportunities for innovation to increase effectiveness and quality. Serves as a resource 
and consultant to other areas of the company, may chair or serve on company 
committees, may represent the company to external entities and/or serve on external 
committees. Conducts peer clinical and/or appeal case reviews and peer-to-peer 
clinical reviews with attending physicians or other providers to discuss review 
determinations. Provides guidance for clinical operational aspects of the program. 
Supports the medical management employees to assure timely, consistent responses to 
members and providers. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 
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Title Additional Staff RFP Responsibilities 


Manager 
Medical 
Management 


Maya Zamir, 
Manager Medical 
Management 


  


Assures adherence to medical and member benefits policies to provide service that is 
medically appropriate, high quality, and effective. Manages areas such as inpatient 
admissions, outpatient services, focused surgical and diagnostic procedures, and out-
of-network services. Determines appropriateness of treatment setting through 
applicable medical policy and industry standards, accurate interpretation of benefits 
and managed care products. Helps members choose providers, programs, or 
community resources. Assures appropriate utilization of mental health services 
through level of care determination, as well as accurate interpretation/application of 
benefits, corporate medical policy, and efficient care requirements. Manages 
consultation on plan benefits and alternative services with facilities and providers. 
Manages case consultation and education for customers and internal employees to 
promote efficient utilization of mental health services. Leads development and 
maintenance of positive relationships with providers and works to promote quality 
outcomes and effective care. 


Nurse Medical 
Management 


Christina Russel 


Susan Johnson 


Tamela Smith 


Juan Claiborne 


Sarah Freeman 


Joan Kindelan 


Darlene Liscio 


Denise Tamra Lynn 


Rodda Susan 
Rotman 


Maureen Ryan 


Dolly Salant 


Jessica Reese 


Rozalina Shaakov 


Alisa Cadenhead 


Collaborates with health care providers and members to promote quality member 
outcomes, optimize member benefits, and to support effective use of resources. 
Assures medically appropriate, high quality, effective care by assessing the medical 
necessity of inpatient admissions, outpatient services, focused surgical and diagnostic 
procedures, out-of-network services, and appropriateness of treatment setting by 
using applicable medical policy and industry standards, accurately interpreting 
benefits and managed care products, and helping members choose providers, 
programs, or community resources. Works with medical directors to facilitate 
appropriateness of care and accurate claims payment. May also manage appeals for 
services denied. 


Nurse Case 
Management 


Jennifer Brown 


Mary Schmidt 


Tawana Wilkerson 


Virginia Dominguez 


Cindy Foley 


Sheila Garrison 


Alice Sissom 


Lori Young 


Kellie Benway 


Performs care management within the scope of licensure for members with complex 
and chronic care needs by assessing, developing, implementing, coordinating, 
monitoring, and evaluating care plans designed to optimize member health care. 
Performs duties telephonically or on-site, such as at hospitals, for discharge planning. 


Utilization 
Management 
Representative 
Lead 


Michaela Gash Provides technical guidance to UM representatives who handle correspondence and 
assist callers with issues such as contract and benefit eligibility for precertification, 
prior authorization of inpatient and outpatient services, and post-service requests. 
Motivates and encourages UM representatives. Provides quality control services, such 
as call monitoring, and conducts UM review level I, II, and III audits. Suggests 
methods to improve productivity. Understands specific workflow, processes, 
departmental priorities, and guidelines. Monitors daily phone activities to exceed 
NMIS standards and improve customer service levels. Helps supervise the daily 
activities of a group of behavioral health employees. Provides direction and guidance 
to less experienced team members. Handles escalated and unresolved calls .Oversees 
complex situations and makes sure UM representatives are directed to the 
appropriate resources to resolve issues. 
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Title Additional Staff RFP Responsibilities 


Utilization 
Management 
Representative  


Debra Lenz 


Dawn Patterson 


Qiana Thomas 


Mirtha Kawana 


 


Responsible for managing incoming calls, including triage, opening of cases, and 
authorizing sessions. Manages incoming post-services claims work. Determines 
contract and benefit eligibility; provides authorization for inpatient admission, 
outpatient pre-certification, prior authorization, and post-service requests. Obtains 
intake (demographic) information from caller. Conducts thorough radius search in 
Provider Finder and follows up with provider on referrals given. Refers cases 
requiring clinical review to a nurse reviewer, and handles referrals for specialty care. 
Processes incoming requests, collects needed information for review from providers, 
uses scripts to screen basic and complex requests for pre-certification and/or prior 
authorization. Verifies benefits and/or eligibility information. May act as liaison 
between Medical Management and internal departments. 


Manager 
Behavioral 
Health Care 
Management 


Molina Davis 


Altimat Lewis 


 


Manages a team of licensed behavioral health clinicians responsible for assuring 
medical necessity and appropriateness of care for inpatient/outpatient mental health 
services. Verifies appropriate utilization of mental health services through level of 
care determination, accurate interpretation/application of benefits and national 
medical policy. Manage consultations of plan benefits and alternative services with 
facilities and providers. Manages case consultation and education for customers and 
internal employees to promote efficient utilization of mental health services. Leads 
development and maintenance of positive relationships with providers and works to 
assure quality outcomes and effective care. Assists in developing criteria used in 
medical necessity reviews. May serve as resource for medical management programs. 
Recommends revisions to policies/procedures. Supports quality improvement 
activities. 


Behavioral 
Health Care 
Management 


Shinee Brauer 


Bobby Felder 


Victoria Jones 


Kathryn Kossaeth 


Vanessa Moreno-
Luper 


Ellen Pierce 


Kelvin Rayme 


Porschia Rust 


Irene Waddington 


Jameca Williams 


Responsible for performing telephonic case management within the scope of 
licensure for members with behavioral health and substance use disorder needs. 
Serves as subject matter expert in targeted clinical areas, such as eating disorders, 
maternity, alcohol /drug, or autism spectrum disorders. Responds to more complex 
cases and specific requests. Uses appropriate screening criteria, knowledge, and 
clinical judgment to assess member needs. Conducts assessments to identify 
individual needs and develop specific care plans to address identified objectives and 
goals. Monitors and evaluates care plan effectiveness and modifies care plans as 
needed. Supports member access to appropriate quality and effective care. 
Coordinates with internal and external resources to meet identified member needs 
and collaborates with providers. 


Behavioral 
Health Case 
Management 


Grace Johnson 


Dawn Maniscalco 


Clarence Parrott 


Fargol Riahi 


Performs telephonic case management within the scope of licensure for members 
with behavioral health and substance use disorders. Uses appropriate screening 
criteria, knowledge, and clinical judgment to assess member needs. Conducts 
assessments to identify individual needs and develops care plan to address identified 
objectives and goals. 
Monitors and evaluates care plan effectiveness and modifies plans as needed. 
Supports member access to appropriate quality and effective care. Coordinates with 
internal and external resources to meet members’ identified needs and collaborates 
with providers. 


Wellness and 
Recovery 
Specialist 


Alicia Estrada Responsible for care coordination and/or care management activities focused on the 
wellness and recovery of Amerigroup members. Identifies opportunities for 
engagement of members and their families in forming a supportive, recovery 
network. Develops and implements on-site psychiatric discharge planning education 
at recovery and resiliency sites. Collaborates with Stabilization Teams as a member 
advocate in discharge planning education, resolution of barriers, and service 
transitions. Acts as a resource for employees on decision-making and problem- 
solving. Initiates and maintains contact with assigned members and providers to 
determine their response to services. 
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C. Claims Payment 


Claims Manager Pamela Booth Directs the processing and payment of claims. Provides guidance on the most 
complex claims. Provides quality control services by monitoring work results of 
direct reports. Performs audits to monitor efficiency and compliance with policies. 
Provides policyholder relationship management. Manages operational risk. 
Manages multiple functions requiring unique sets of knowledge or has significant 
fiscal accountability over and above routine people/equipment costs 


Claims 
Representative 


Fraser Craig 


Aprile Howard 


Joanne Kalavsky 


Ternisha Law 


Sharonda Phillips 


Amanda Snow 


Responsible for coordinating timely claims payments, pending inventories, reporting 
and communications. 


Claims 
Resolution 
Analyst 


Tiara Floyd 


Angela Massey 


Eric Ortiz 


Vina Walker 


Coordinates resolution of claims issues by actively researching and analyzing 
systems and processes that span multiple operational areas. 


D. Quality Improvement and Reporting 


Clinical Quality 
Program 
Administration 


Yvette Mitchell 


Jacqueline Peck 


Dena Sargent 


Oversees Quality Improvement activities/projects as outlined in the QI work plan 
and required by applicable laws, regulations, and accreditation standards. Assures 
integration of quality into the overall business process. Performs assessments to 
identify gaps in quality and technology processes and initiates actions to correct 
them. Assures accuracy and completeness of input provided to internal and external 
QI committees and timely implementation of appropriate interventions. Oversees QI 
activities/projects to implement appropriate interventions that improve the quality 
of care for members. Assures compliance with national QI work plans. Verifies that 
QI activities are relevant to the targeted population. Promotes compliance to 
practice guideline, delegation, and continuity/coordination of care standards. 
Maintains documentation of research programs to meet regulatory and 
accreditation standards. Provides oversight to assure accurate and complete 
quantitative analysis of clinical data and presentation of results. May provide 
oversight to the HEDIS® project team. 


Member Liaison Sandra Najar 


Sylvia Ramos-Valdez 


Angela Starner 


Luzy-Ann Yanson 


Ruben Carle 


Responsible for member retention by investigating and leading resolution of 
member complaints. Serves as liaison/mediator among member, provider, and 
health plan. Investigates, resolves, and documents member complaints in 
accordance with policies and State requirements. Conducts out-of-office/home visits 
with members to educate and advise on programs, policies, and benefits. Investigates 
and resolves issues regarding members with non-compliant, behavioral, and abusive 
conduct identified by providers. Conduct interviews to make sure that members are 
informed of their rights and responsibilities. Assists member as needed, such as 
locating a primary care provider, obtaining medical records or transportation, and 
completing required forms. Reviews complaint reports for accuracy and 
completeness and makes sure required reports meet timely filing requirements. 


E. Health Education 


Outreach 
Specialist 


Socorro Carrasco Trains and supervises associates with member outreach. Conducts telephonic and in 
person health education to members. Collects and prepares medical record data for 
HEDIS® Medical Records Review. Promotes and distributes educational materials 
and programs to members and providers. Educates associates, members, and 
providers about health plan policies, programs, and services. Prepares itemized 
statements, bills, invoices, and record amounts due for items purchased or services 
rendered. Monitors and tracks outreach productivity and performance of associates. 
Manages and coordinates resources within the Quality and marketing team to 
coordinate health plan events.
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F. Data Coding 


Clinical 
Quality 
Program 
Admin 


Kim Baden 


Karen Davis 


 


Responsible for overseeing activities/projects as outlined in the QI work plan and 
required by applicable laws, regulations, and accreditation standards. Assures 
integration of quality into the overall business process. Performs assessments to 
identify gaps in quality and technology processes and initiates actions to correct 
them. Assures accuracy and completeness of input provided to internal and external 
QI committees and timely implementation of appropriate interventions. Oversees QI 
activities/projects to implement appropriate clinical interventions that improve 
quality of care for members. Assures compliance with national QI work plans. Makes 
sure QI activities are relevant to the targeted population. Promotes compliance to 
practice guideline, delegation, and continuity and coordination of care standards. 
Maintains documentation of research programs to meet regulatory and accreditation 
standards. Provides oversight to assure accurate and complete quantitative analysis 
of clinical data and presentation of results. May provide oversight to the HEDIS® 
project team. Additional responsibilities include data coding.  


G. Contract Negotiation Specialists/Network Recruiters  


Provider 
Network 
Manager Sr.  


Fran Ettinger Develops the provider network through contract negotiations, relationship 
establishment, and servicing. Primary responsibility is contracting and negotiating 
contract terms. Typically works with the most complex providers at least 50% of the 
time. Serves as key resource for other contracting staff and provides mentoring and 
on-the-job training and development. Serves as a communication link between 
professional providers and the company 


Network 
Provider 
Relations 
Manager 


Jaime Collins Manages provider network contracting associates within a defined health service 
area to assure network adequacy. 


Network 
Relations 
Consultant 


Desean Courtney 


Laura Donnelly 


Dominic Gaon 


Lisa Bennett 


Develops and maintains positive relationships with providers and develop strategies 
for recruitment and contracting. 


Health Plan 
Credentialing 
Specialist 


Michele Loyd 


Mandie Ayers 


Builds provider credentials files and makes file determinations regarding required 
credentialing criteria based on general guidelines, assuring compliance with internal 
policies and external regulatory agencies.  


H. Encounter Data  


Manager 
Business 
Information 


Berna Montes    


 


Assists in developing and improving methodologies and functions as the single point 
of contact for Business or IT partners for their IT needs. Helps identify and 
coordinate independent initiatives across the organization and seeks to develop a 
national solution. Identifies and implements changes across the organization by 
working with other relationship managers and key associates. Monitors adoption and 
use of processes, tools, and practices to create action plans with the functional area to 
improve usage. Assists with due diligence on new ideas by acting as a 
facilitator/informal contact. Facilitates and provides feedback for solution shaping 
and high-level requirement collection and effort estimation. 


I. Other staff as needed for project 


Community 
Relations 
Representative 


Albert Aba 


David Osman 


Responsible for growing membership through educating and serving the Medicaid 
population, including meeting communities’ need for ongoing educational and social 
outreach to existing and potential members. 


Manager 
Medicaid State 
Operations 


Laura Deya-Orona Responsible for managing the Nevada Health Plan Operations support team in one 
or more functional areas, such as claims, provider operations, reimbursements, 
regulatory, complaints, and credentialing. Manages and resolves operational issues 
through functionally-specific processes and systems. Manages and resolves issues 
with national business units. Identifies and monitors trends, and develops and 
implements resolution plans. Oversees the completion and accuracy of various 
databases. 
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Business 
Information 
Analyst 


Christine Copeland 


Ajay Kumar 


Collects, analyzes and reports on data for one or several similar business metrics. 
Creates databases to track business performance. Develops and analyzes business 
performance reports (for instance, claims, provider, and utilization data). Collects 
and analyzes data to create summary statistics of performance. Creates and 
publishes periodic reports as well as any necessary ad hoc reports. 


Public Relations 
Director 


Olga Gallardo Leads the communications and public relations efforts for Amerigroup, including 
media relations, issues management, and reputation management. 


Regulatory 
Oversight 
Manager 


Erik Sanchez Responsible for providing health plan reporting and oversight of federal and State 
regulatory implementation, compliance, and exam activities to assure contractual 
compliance. 


Project 
Administrator  


Michelyn Domingo Responsible for supporting projects and project employees in Regulatory 
Compliance to meet contractual requirements. 


 


4.1.12.7 Current Licenses, Certification, and Accreditation 


 


The following documents confirm Amerigroup’s authority to operate as a Medicaid MCO in 
Nevada, the licenses we hold, and our commitment to meeting NCQA certification standards. 
Copies of each document listed below are included in Part IB, Tab IV – State Documents 
 Certificate of Authority – AMERIGROUP Nevada, Inc. maintains a Certificate of Authority issued 


by the Nevada Division of Insurance on March 30, 2006, to operate as a Health Maintenance 
Organization (HMO) in the service areas of Clark and Washoe counties.  


 NCQA Health Plan Accreditation – AMERIGROUP Nevada, Inc. is fully accredited as a health 
plan by the National Committee on Quality Assurance. We received our most recent accreditation 
on December 4, 2014. This accreditation is valid through December 4, 2017. 


 Nevada State Business License – AMERIGROUP Corporation holds a State business license 
through the Nevada Department of Taxation. We have continuously maintained our license since 
February 16, 2006, the date of original issue. Our license is evergreen, meaning it will continue 
without an expiration date unless terminated or revoked by the Nevada Department of Taxation.  


 Utilization Review License – AMERIGROUP Corporation maintains a Utilization Review License, 
issued on April 24, 2015, with an expiration date of March 1, 2017. 


 Third Party Administrator License – AMERIGROUP Corporation is licensed as a Third Party 
Administrator. Our current license is effective from October 1, 2009, and will continue through 
June 1, 2018. 


4.1.12.8 Bilingual Staff 


 


Through Amerigroup’s bilingual employees, listed in Table 4.1.12.8-1, and the interpretation services 
vendor that works with our member services call center, we provide interpretation services for more 
than 200 languages to assist members with limited English proficiency. For example, we  have more 
than 100 national and local employees who are fluent in Spanish.  


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 


List any bilingual staff, the area to which they are assigned and the languages spoken. 
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We will continue to meet our members’ needs to provide health plan information in the languages they 
prefer. The top three non-English languages for which Nevada members request interpretation are 
Spanish, Mandarin, and Arabic.  


Table 4.1.12.8-1. Amerigroup Bilingual Employees 
Name Title – Department Language Spoken 


Socorro Carrasco 
Outreach Associate – Quality Management 
Department  


Spanish 


Eric Ortiz Claims Resolution Analyst  Spanish 
Laura Deya-Orona Nevada Medicaid Operations Manager Spanish 
Luzy-Ann Yanson Member Liaison – Quality Management Department Tagalog 
Irene Waddington Behavioral Case Manager Spanish 
Vanessa Moreno-Luper Behavioral Case Manager  Spanish 
Alicia Estrada Wellness and Recovery Specialist Spanish 
Grace Johnson Behavioral Case Manager  Pangasinan 
Fargol Riahi Behavioral Health Case Manager  Farsi 
Rozalina Shaakov Nurse Medical Management Russian 
Maya Zamir Manager Medical Management Hebrew 
Sylvia Ramos-Veladez Member Liaison Quality Management Spanish 
Sandra Najar Member Liaison Quality Management Spanish 
Ruben Carle Member Liaison Quality Management Spanish  
Emma Kibisu  Director Internal Quality Assurance Program Swahili 
Mirtha Kawana Utilization Management Representative  Spanish 
 


4.1.12.9 Associations and Organizations  


 


Amerigroup is deeply rooted in Clark and Washoe Counties. 
As demonstrated in Table 4.1.12.9-1, for more than seven 
years, we have built trusted, collaborative relationships with 
local community and government organizations to enhance 
our ability to help our members access social services and 
community supports that help improve their health, access 
and overall quality of life. 
 
 
 
 
 
 
 
 
 
 
 
  


4.1.12.9 List any associations or organizations to which the organization belongs. 
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Table 4.1.12.9-1. Amerigroup’s Community Partnerships Support State’s Goal to Provide Integrated Care 
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Amerigroup currently belongs to the following groups: 


 Las Vegas Chamber of Commerce 


 North Las Vegas Chamber of Commerce  


 Reno Chamber of Commerce 


 March of Dimes 


 American Heart Association 


 Latino Chamber of Commerce 


 Urban Chamber of Commerce 
Amerigroup president and CEO, Eric Lloyd, is active in several 
state and local organizations serving as: 


 Member of the State of Nevada Health Insurance Exchange 
(SSHIX) Committee on Finance and Sustainability 


 Board Member for the United Way of Southern Nevada 


 Co-Chair of the Access to Healthcare Committee of the 
United Way of Southern Nevada 


 Member of the Healthcare Steering Committee of 
HealthInsight, the Federal QIO for Nevada and Utah 


 Board Member for the After-School All-Stars Las Vegas  


 Advisory Board Member for the Nevada Roseman School of 
Medicine 


 Member of the President’s Club of the Las Vegas Metro 
Chamber of Commerce 


David Osman, RN, our Community Relations Representative in southern Nevada, also has strong ties 
to Nevada. He has lived in the community for many years and most recently served as President of the 
Nevada Youth Alliance and Past President of the Southern Nevada Continuity of Care Association.  


Allyson Hoover, RN, MSN, has been a health care professional in both Northern and Southern 
Nevada for more than 20 years. Ms. Hoover is active with the Health Insight Board of Directors, the 
Federal QIO for Nevada and Utah, and with Executive Nevada Women in Healthcare.  


We participate with these organizations and many others in back-to-school immunizations and health 
fairs, walks, and countless other outreach events.  
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4.1.13 Health Information Exchange Questions 
 


4.1.13.1 Network Provider HealthHIE Nevada Participation 


 


Amerigroup will financially participate in the HealtHIE Nevada statewide health information 
exchange (HIE) and will work collaboratively with the DHCFP, HealtHIE Nevada, and our network 
providers to promote increased adoption to support more expansive use of HIE data. We realize that 
access to HIE data enhances the ability of our providers to reduce duplication and improve care 
coordination and collaboration between providers. 


Table 4.1.13.1-1 shows the percentage of our current network providers that participate in the 
HealtHIE Nevada HIE, based on a comparison of our network data to the participants listed on the 
HealtHIE Nevada website as of July 29, 2016.  


Table 4.1.13.1-1. Amerigroup Network Participation in HealtHIE Nevada 
Provider Category % Participation 


Financial Participation 
Only* 


Financial Participation and 
Provide Data into the HIE** 


Physician 1% <1% 


Acute Care Hospital 93% 71% 


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


0% 0% 


Laboratory 67% 17% 


Radiology 36% 36% 


All Other <1% 0% 
*  Includes providers listed as participating entities, web access users, or HL7 consumers 
** Includes providers listed as HL7 Data Providers 


  


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   
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4.1.13.2 Plan to Encourage Provider Participation 


 
In the next year, we will launch a program to encourage our network providers to participate in the 
HealtHIE Nevada statewide HIE. Amerigroup recognizes that for HealtHIE Nevada to be fully 
transformative there must be widespread provider adoption of electronic health records coupled with 
participation in the HIE. Amerigroup will deploy our provider relations representatives to promote 
participation in HealtHIE Nevada and the adoption of electronic health records through provider 
communication, education sessions, and face-to-face consultative visits. Throughout our efforts, we 
will collaborate with HealtHIE Nevada to ensure that we are delivering accurate and consistent 
information to providers and serving as an additional vehicle for education and outreach. 


Within our network, we already have strong participation in HealtHIE Nevada among hospitals but 
need to increase participation from physicians and non-hospital facilities. To address the gap, we will 
focus our efforts on increasing participation for our high-utilizer physician and non-hospital facilities, 
including our patient-centered medical homes and providers participating in our value-based payment 
arrangements. While our goal is widespread adoption across all providers, we know that targeting 
these providers first will deliver the most benefit to our members. 


To reach these providers, we need to help them understand the value they can realize by participating 
in the HIE and the impact that expanded access to clinical information can have on member health 
outcomes. One powerful benefit to PCPs is access to hospital admission, discharge, transfer (ADT) 
data. 


Our plan leverages the experience, best practices, and lessons learned from some of our health plan 
affiliates. Amerigroup is planning to: 


 Collaborate with providers and HealtHIE Nevada to identify barriers and potential solutions to 
increase adoption 


 Educate providers on HealtHIE Nevada products and services, fee structure, and the use of clinical 
information sharing to improve patient care 


 Leverage our provider relations representatives to work face-to-face with providers to educate them 
using a variety of activities, including:  
 Conducting presentations and demonstrations using virtual webinars and in-person town hall 


meetings 
 Delivering provider information blasts and newsletters with HealtHIE Nevada information 
 Facilitating peer-to-peer interaction with a provider who is already participating with HealtHIE 


Nevada 


Our ultimate goal is to move providers to a level of participation where they are providing data into the 
HIE.  


  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange? Please describe. 
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4.1.13.3 Use of HIE Information 


 
Although we do not currently participate in HealtHIE Nevada, Amerigroup leverages other sources of 
data to equip our providers and case managers with convenient access to a consolidated longitudinal 
record of member health information through our Integrated Member Dashboard tool. We look 
forward to collaborating with HealtHIE Nevada to begin using HIE data to deliver better value to our 
providers and members. 


Member 360°sm (our integrated member dashboard) combines member data and information from 
various sources into a single record to provide a holistic picture of the member’s utilization, care 
management services, and gaps in care. Member 360°sm consolidates information from Amerigroup 
paid claims data, subcontractor claims (pharmacy and vision), immunization data, and lab results. One 
view organizes information into a timeline of clinical events representing a longitudinal patient record 
for the member across a number of domains, including diagnosis, providers, and medication history. 
Events are displayed as icons that show the intersection of “what and when.” Users can drill into the 
details of clinical events simply by placing their mouse over the icon. 


Amerigroup will work with HealtHIE Nevada to leverage the ADT data they receive from hospitals and 
other data available through the HIE. Several of our affiliate health plans are taking Admission, 
Discharge, Transfer (ADT) data feeds from an HIE and sending secure messages to a member’s PCP 
to alert them of a member’s admission or discharge. We hope to be able to leverage the technology and 
best practices in Nevada. 


  


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 
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4.1.14 Financial Information and Documentation 


 
As directed, Amerigroup has included our financial information and documentation in Part III, 
Confidential Financial Information. 


4.1.14.1 Dun and Bradstreet Number 


 
As directed, Amerigroup has included our financial information and documentation in Part III, 
Confidential Financial Information. 


4.1.14.2 Federal Tax Identification Number 


 
As directed, Amerigroup has included our financial information and documentation in Part III, 
Confidential Financial Information. 


4.1.14.3 Financial Reports 


 
As directed, Amerigroup has included our financial information and documentation in Part III, 
Confidential Financial Information. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A. Profit and Loss Statement 
B. Balance Statement 
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4.2 SUBCONTRACTOR INFORMATION 
 


AMERIGROUP Nevada, Inc. (Amerigroup) uses subcontractors only after we have determined, upon 
thorough evaluation, they will improve the quality, efficiency, and/or value of services we deliver to our 
members, providers, and the State. As described throughout this section, we continuously monitor our 
subcontractors’ performance and member satisfaction with subcontracted services to make sure our 
members receive timely, appropriate, and quality care. 


4.2.1 Proposed Subcontractors  


 
 


Yes  No  
 


4.2.1.1 Subcontractors and Specific Requirements 


 


Pursuant to the State’s Answer to Question #193 included in Amendment 2, Table 4.2.1.1-1 lists the 
subcontractors that we have contracts with that relate to Amerigroup’s performance of our obligations 
under this contract with the State, and includes our ultimate parent company, Anthem, Inc. As noted 
throughout this proposal, we will continue to leverage and engage the operational support of our 
parent company, including its vendor partners.  


Table 4.2.1.1-1. Amerigroup Subcontractors and Contract Requirements Matrix 
Amerigroup Subcontractors Subcontracted Services Services Performed to Fulfill 


Specific RFP Requirements  


AIM Specialty Health 
(AIM) 


Utilization and consultation management support activities 
specific to diagnostic imaging, high-tech radiology, and 
echocardiography.


3.4.3.2.KK, 3.10 


Anthem, Inc.  


Administrative and support services, including, but not 
limited to: finance, Third Party Liability (TPL), claims 
administration, call center activities, communications, 
utilization management, enrollment, information 
technology, legal, regulatory, treasury, and compliance. 


Portions of the following 
sections for services identified: 
3.4, 3.5, 3.6, 3.10, 3.12 – 3.18 


CareMore Health Plan of 
Nevada, Inc. (CareMore) 


Provision of chronic disease management and associated 
services. CareMore delivers a style of member support and 
intervention designed to address the full continuum of a 
member’s health care and behavioral status, and serve to 
provide additional access and thorough engagement where 
it is most needed. CareMore will provide an innovative and 
holistic approach to health and wellness through a 
breakthrough care delivery model in Clark County. 


Portions of the following 
sections for services identified: 
3.4.5, 3.7.4, 3.10, 3.15.4, and 
3.10 


DentaQuest, LLC, d/b/a 
eyeQuest 


Administration of vision services of vision claims 
processing, network management, call center services, 
utilization management, credentialing, and recredentialing. 


3.4.3.2.BB, 3.6.2, 3.7.4, 
3.10.15.10, 3.12.4, 3.16.2-
3.16.4 


Express Scripts, Inc. (ESI) Pharmacy services, including, but not limited to pharmacy 
claims processing and network management. 


3.4.3.2.EE, 3.4.6, 3.7.4, 
3.10.15.10, 3.12.4, 3.16.2 – 
3.16.4 


 


4.2.1 Does this proposal include the use of subcontractors? 
 


Yes  No  


 
If “Yes”, vendor must: 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 
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4.2.1.2 Oversight of and Experience Working with Subcontractors 


 


A. Relevant Contractual Agreements 
Amerigroup executes formal written contracts with each subcontractor, upon advance approval by the 
DHCFP. Our written subcontractor agreements state our expectations for the subcontractor’s 
responsibilities and provide an option for revoking delegation or imposing other sanctions if 
performance is inadequate. Each subcontract defines the subcontractor’s roles and responsibilities, 
performance standards, quality management requirements, reimbursement, financial responsibilities, 
hold-harmless and insurance provisions, privacy and security requirements, data exchange and 
reporting requirements, and record retention. We describe the relevant individual contractual 
arrangements with our subcontractors in more detail in Table 4.2.1.2-1.  


Table 4.2.1.2-1. Relevant Contractual Arrangements for Proposed Subcontractors  
Amerigroup Subcontractors Relevant Contractual Arrangements 


AIM Specialty Health 
(AIM) 


 National agreement with Anthem, Inc. for Medicaid, Commercial, and Medicare Advantage 
lines of business; direct agreement with Amerigroup, to provide utilization management 
services for this Contract. 
 Term of agreement: Commenced on November 1, 2014 and continuing throughout the term 


of the Contract, unless terminated by either party. 
 Reporting Requirements: Monthly operating statistics and service level monitoring and 


quarterly performance reporting. 
 Delegated for UM decisions, including denials and letter generation on behalf of the health 


plan. Exceptions include Amerigroup retains responsibility for Appeals and responsibility 
for Out of Network determinations. 


Anthem, Inc.  


 As a member of the Anthem, Inc. holding company structure, Amerigroup and its Anthem 
affiliates are party to a Master Administrative Services Agreement under which Anthem 
affiliates provide certain services including, but not limited to: accounting and financial, 
human resources, leasing and property management, information technology, marketing, 
actuarial, pharmacy administration, member services (including eligibility and enrollment), 
provider contracting, claims administration services, clinical informatics, legal and 
regulatory. 
 Existing agreement: Anthem affiliates are currently performing these services on behalf of 


Amerigroup for its Nevada Medicaid and Nevada Check Up members; no amendment is 
required. 
 This agreement is automatically renewed, unless terminated by either party. 
 Reporting Requirements: Anthem affiliates are required to provide complete, accurate, and 


timely data and reports in the format directed by Amerigroup and/or the State as well as any 
additional operational reports required to monitor performance. 


CareMore Health Plan of 
Nevada, Inc. (CareMore) 


 New agreement, anticipated to commence as of July 1, 2017 
 Full risk agreement to provide chronic disease management and associated services.  
 Term of agreement: five years. 
 Contract arrangement will document responsibilities for assuming financial responsibility 


for all covered services, including all professional and institutional services to members who 
are participating in the CareMore program.  
 Amerigroup will conduct ongoing and periodic audits of subcontractor performance against 


the requirements in the subcontractor agreement. 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 
A. Describe the relevant contractual arrangements; 
B. Describe how the work of any subcontractor(s) will be supervised, channels of communication 


will be maintained and compliance with contract terms assured; and 
C.  Describe your previous experience with subcontractor(s). 
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Amerigroup Subcontractors Relevant Contractual Arrangements 


DentaQuest, LLC, d/b/a 
eyeQuest 


 Agreement executed with Amerigroup for services subject to this RFP.  
 Full risk capitation arrangement for Medicaid children (under age 21); Administrative 


Services Only (ASO) arrangement for CHIP and Medicaid Adults (ages 21 and over). 
 Evergreen agreement, unless terminated by either party. 
 Financial penalties tied to Performance Guarantees 
 Performance Guarantees tied to the agreement. 
 Reporting requirements include monthly, quarterly, and ad hoc reports.  


Express Scripts, Inc. (ESI) 


 National agreement with Anthem, Inc. for all Medicaid, Commercial, and Medicare 
Advantage lines of business. Amendment to the agreement executed with Amerigroup, for 
services subject to this RFP.  
 ASO agreement. 
 Amendment to agreement required if there are new state contract requirements for 


subcontractors or pharmacy services. 
 Duration of Agreement: 10 Years.  
 Financial Penalties tied to Performance Guarantees. 
 Performance Guarantees tied to the agreement.  


 


B. Subcontractor Supervision, Communication, and Contract Compliance 
We hold our subcontractors accountable to rigorous standards that meet the needs of our members, 
providers, and other stakeholders and make sure that services are delivered to all of our customers in a 
seamless manner, and in accordance with DHCFP program requirements. As seen in Figure 4.2.1.2-1, 
this accountability begins with our robust selection and contracting process, which includes a careful 
review of the subcontractor’s capabilities, performance, and financial stability. After receiving advance 
approval from the DHCFP and contracting with the subcontractor, we provide training to orient the 
subcontractor to Amerigroup and DHCFP program requirements.  
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Figure 4.2.1.2-1. Our Selection, Oversight, and Monitoring and Plan of Correction Processes Align with All 
Applicable Contract, State, and Federal Requirements 


 


As part of our oversight and monitoring program, we closely and continuously monitor the 
performance and financial stability of any subcontractor we engage for compliance with contractual 
requirements and other applicable requirements and to confirm that our members and providers are 
receiving high quality services. We recognize that subcontractor oversight and monitoring requires a 
flexible approach that is tailored to the specific functions and services each subcontractor provides. We 
adapt the scope and frequency of our oversight activities to reflect the nature of delegated activities and 
the nuances of services provided, using our contractual obligations to DHCFP as the foundation of 
our program.  


We have a robust local team, augmented by national teams, that work closely together and meet and 
communicate regularly, to supervise our subcontractors to make sure the services provided to our 
members are of the highest quality, seamless, and performed in a cost-effective manner. If at any time 
a subcontractor’s performance does not meet contractual requirements or our performance 
expectations, we develop plans of correction, up to and including termination.  
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Our selection and management process assigns responsibilities to drive authority to the appropriate 
organizational level and create a system of checks and balances. Our local Vendor Oversight and 
Management Team is led by our Nevada Medicaid compliance officer, Sheri Starcher, and is supported 
by staff from regulatory, operations, quality management, utilization management, and medical 
management. Our senior management team and department managers are responsible for the 
functional areas subcontractors perform. They work with our local Quality Assurance Committee to 
see that subcontractors comply with all applicable requirements and expectations.  


On a quarterly basis, we review reports that include subcontractor information, such as performance 
and financial data. Examples of general reports include subcontractor rosters to identify adequacy of 
service coverage and access; call center reports to monitor volume and resolution of member calls; 
member grievance reports to identify quality and compliance issues; and claims payment reports to 
monitor payment accuracy, timeliness, and service utilization. Subcontractor-specific reports include 
quality indicator and services utilization reports.  


The monitoring and auditing activities of our Quality Assurance Committee include: 


 Conducting formal reviews specific to the types of services provided at least quarterly 


 Reviewing performance management reports 


 Conducting audits of subcontractor performance against the requirements in the subcontractor 
agreement 


 Identifying and communicating deficiencies or areas for improvement 


 Enforcing correction of any identified performance deficiencies or termination if deficiencies 
cannot be corrected  


In addition to our local resources for delegated subcontractors (as defined by NCQA) or 
subcontractors that also serve affiliate health plans, we leverage the following national oversight 
functions and governance structures to select, monitor, and regulate subcontractor activities and 
performance:  


 The national Quality Improvement Committee meets quarterly and is responsible for reporting any 
quality or compliance-related issues to local committees, including issues related to any 
subcontractors. 


 Vendor Selection and Oversight Committee (VSOC) has primary responsibility for overseeing 
delegated subcontractors serving multiple health plans. It is responsible for subcontractor 
compliance with state, federal, NCQA, CMS, and individual program requirements, standards, and 
expectations, as well as any other applicable regulatory or accreditation standards. The VSOC 
reports to our national Quality Improvement Committee.  


 The Delegation Workgroup is a governing body comprising local health plan representatives and 
representatives from internal national departments. The Delegation Workgroup reviews results of 
any state audits and supports plans of correction, as needed. Each of our affiliate health plans has 
voting members in the Delegation Workgroup. It is responsible for seeing that we follow established 
policies and procedures in accordance with state, federal, NCQA, and any other applicable 
regulatory and accreditation standards. The Delegation Workgroup reports to the Vendor Selection 
and Oversight Committee monthly. 
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 Joint Operations Meetings are held on a quarterly basis to discuss subcontractors’ performance 
across markets and present issues and concerns to the Delegation Workgroup. Our Vendor 
Oversight and Management team, compliance and quality assurance staff, medical directors, 
finance and operations directors, and key affiliate health plan personnel and staff attend quarterly 
Joint Operations meetings. Our Nevada-based Medical Advisory Committee and Quality Assurance 
Committee receive a summary of each Joint Operations Meeting.  


C. Amerigroup’s Experience Working with Proposed Subcontractors 
As demonstrated in Table 4.2.1.2-2, Amerigroup has well-established partnerships in Nevada and other 
states with each of our proposed subcontractors and will build upon these experiences to continue 
serving our Nevada members with distinction.  


Table 4.2.1.2-2. Experience Working with Proposed Subcontractors in Nevada and Other Markets 
Amerigroup 
Subcontractor 


Nevada Experience with 
Subcontractor 


Subcontractor Experience in Other Markets  


AIM Specialty 
Health (AIM) 


AIM has served as a 
subcontractor for diagnostic 
imaging, high-tech radiology, 
and echocardiography 
utilization management 
services to Amerigroup since 
2014. 


AIM has been providing specialty benefit management services to 
health plans for more than 25 years. In 2007, AIM became a 
wholly owned subsidiary of Anthem, Inc. AIM’s suite of clinical 
solutions expands beyond advanced diagnostic imaging to include 
cardiology, sleep medicine, medical and radiation oncology, 
specialty drugs, genetic testing, and musculoskeletal and pain 
management.  
 
AIM serves members across 15 of Amerigroup’s affiliate health 
plans participating in state-sponsored health programs across the 
country in the following states:  
 
FL, GA, IA, KS, LA, MD, NJ, NY, SC, TN, TX, VA, WA, WI, and 
WV. 


Anthem, Inc.  


Anthem, Inc. has served as a 
subcontractor for 
administrative services to 
Amerigroup since 2009 in the 
areas of finance, TPL, claims 
administration, call center 
activities, communications, 
utilization management, 
enrollment, information 
technology, legal, regulatory, 
treasury, and compliance. 


Anthem, Inc. and our affiliate health plans have more than 25 
years of experience providing administrative support services 
serving Medicaid, CHIP, and other state-sponsored programs 
across 20 of its affiliate health plans that includes the following 
states:  
 
CA, FL, GA, IN, IA, KS, KY, LA, MD, MA, NJ, NV, NY, SC, TN, 
TX, VA, WA, WI, and WV. 


CareMore Health 
Plan of Nevada, 
Inc. (CareMore) 


CareMore has been providing 
care for members in their 
Medicare Advantage Plans in 
Nevada since 2010. A new 
collaboration agreement 
between CareMore and 
Amerigroup for this RFP is 
being submitted to the State of 
Nevada for approval to 
support this transforming 
initiative for our Medicaid 
members in Nevada. 


An Anthem company and Amerigroup affiliate, CareMore was 
founded in 1993 and currently serves approximately 20,000 
Medicaid members in collaborations with our Health Plans in TN 
and IA; approximately 5,000 members through a Medicare-
Medicaid Plan (MMP) in CA; in addition to NV, provides care for 
members in their Medicare Advantage Plans in CA, AZ, and VA.  
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Amerigroup 
Subcontractor 


Nevada Experience with 
Subcontractor 


Subcontractor Experience in Other Markets  


DentaQuest, LLC, 
d/b/a eyeQuest 


Through eyeQuest, 
DentaQuest provides 
administered vision benefits, 
under subcontract to 
Amerigroup since 2009.  


DentaQuest is the largest administrator of government-sponsored 
dental programs in the nation, with 23 years of in-depth experience 
in the Medicaid, CHIP, Medicare Advantage, dual eligible, and 
health exchange segments. Overall, DentaQuest serves over 24 
million members nationwide, including 1.6 million vision members 
through its vision benefits product, eyeQuest. 
 
Through eyeQuest, DentaQuest administers vision benefits for 
members in three of Amerigroup’s affiliate health plans 
participating in state-sponsored health programs across the 
country in the following states: 
 
FL, KY, and WA. 


Express Scripts, 
Inc. (ESI) 


ESI has served as a 
subcontractor for pharmacy 
services to Amerigroup since 
2014. 


As a leader in administering prescription benefits since 1986, ESI 
partners with a number of Amerigroup’s affiliate health plans 
participating in state-sponsored health programs across the 
country in the following states:  
 
CA, FL, GA, IA, IN, KS, KY, LA, MD, NJ, NY, SC, TX, VA, WV, 
and WA. 


 


4.2.1.3 Methodology, Processes, and Tools 


 


A. Selecting and Qualifying Subcontractors 
We carefully select our subcontractors, and do so only after we determine, by thorough evaluation, that 
they will improve the quality, efficiency, and value of services that we deliver to our members, 
providers, and the State. We also review subcontractor staff for applicable licensure, to confirm none 
of our subcontractors or their staff have been debarred from participation in federal programs, and 
conduct a comprehensive readiness assessment to validate the subcontractor’s ability to perform the 
required tasks. Amerigroup employs a thorough and rigorous selection process to choose 
subcontractors whose values align with ours and who will best serve our members and health plans. 
We perform numerous pre-delegation audits and reviews prior to executing any subcontracts.  


Once we determine that an item or requirement in the DHCFP Contract will be best delivered by a 
subcontractor, we thoroughly evaluate several potential subcontractors capable of providing the 
service. Evaluation consists of a written review of the subcontractor’s understanding of the standards 
and delegated tasks, appropriate documents, staff capabilities, financial stability, and performance 
record and a review of State licensing and certification requirements. The process also includes an 
evaluation of the subcontractor’s adherence with NCQA subcontractor standards. The account 
executive, who is a subject matter expert in the delegated function, works with business owners to 
review and thoroughly evaluate the qualifications of potential subcontractors. Evaluation may involve 
an on-site visit at the subcontractor’s place of business. Table 4.2.1.3-1 demonstrates some of the 
qualifications and measures that may be considered in the subcontractor evaluation process.  


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 
A.  Selecting and qualifying appropriate subcontractors for the project/contract; 
B.  Ensuring subcontractor compliance with the overall performance objectives for the project;  
C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 
D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by 


the State.  Proposal should include a plan by which, at the State’s request, the State will be 
notified of such payments. 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.2— Page 8 
 


Table 4.2.1.3-1. Considerations in Evaluating Subcontractors Prior to Engagement  
Qualification Measure 
Operational 
Capabilities 


Analysis of subcontractor’s current and future contractual commitments and organizational 
resources; review of technology and system capabilities, including on-site visits and readiness reviews; 
and review of operational policies and procedures.  


Quality Performance 
Strategies 


Review of subcontractor’s quality oversight policies and procedures and review of performance 
outcomes achieved for similar contracts. 


Financial Stability Review of audited financial statements, including statement of revenues and expenses, balance sheets, 
cash flow, unaudited year-to-date financial statements, and actuarial opinions of the Incurred But 
Not Reported (IBNR) estimates.  


Regulatory and 
Licensing Actions 


Review of regulatory compliance history, registrations, exclusions, terminations, sanctions, plans of 
correction, and associated performance improvement plans. 


 


If the account executive determines the proposed subcontractor’s qualifications are satisfactory, he or 
she will recommend the subcontractor to the local Vendor Oversight and Management Team. The 
Team reviews the information and make a recommendation, either in favor of contracting or not, to 
the national Delegation Workgroup, who will review the written review for the potential subcontractor 
and make a recommendation to the national VSOC. If the recommendation is supported, a pre-
delegation audit is performed to determine if the proposed subcontractor meets both Nevada’s and our 
operational, financial, legal, regulatory, accreditation, NCQA, and ethical standards. We examine 
items such as the subcontractor’s HIPAA privacy and security compliance, grievance and appeals 
history, Statement on Standards for Attestation Engagements (SSAE) No. 16, operating procedures, 
staffing ratios, and financial viability. VSOC then makes the final selection based on audit findings.  


We acknowledge that although we may subcontract the provision of certain services to a subcontractor, 
we remain solely responsible for meeting our obligation to fulfill Contract requirements. We hold our 
subcontractors to those same requirements. Our written subcontractor agreements state our 
expectations for the subcontractor’s responsibilities and provide an option for revoking delegation or 
imposing other sanctions if performance is inadequate. Amerigroup will continue to obtain the 
approval of the DHCFP before subcontracting any portion of the project’s requirements.  


B. Helping Assure Subcontractor Compliance with the Overall Performance 
Objectives for the Project 
We currently comply with all subcontract requirements and will continue to do so under the new 
Contract. We execute formal written contracts with each subcontractor upon approval by the DHCFP. 
The written agreements comply with all State of Nevada statutes and are subject to its provisions. The 
subcontract defines the subcontractor’s roles and responsibilities, including indemnification and hold 
harmless provisions.  


As part of our oversight and monitoring program, we closely and continuously monitor the 
performance and financial stability of any subcontractor we engage for compliance with contractual 
and other applicable requirements and to confirm that our members and providers are receiving high 
quality services. We recognize that subcontractor oversight and monitoring requires a flexible 
approach tailored to the specific functions and services each subcontractor provides. We adapt the 
scope and frequency of our oversight activities to reflect the nature of delegated activities and the 
nuances of services provided, using our contractual obligations to the DHCFP as the foundation of 
our program. If at any time a subcontractor’s performance does not meet contractual requirements or 
our performance expectations, we take plans of correction, up to and including termination.  
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An account manager is assigned to each subcontractor and is responsible for the day-to-day 
management, as well as overseeing and reviewing subcontractor performance. As evidence of our 
commitment to a robust subcontractor selection, oversight, and plans of correction processes, we 
implemented an innovative local Vendor Oversight and Management Team, led by our Medicaid 
compliance officer and with the support of staff from regulatory, operations, quality assurance, 
utilization management, and medical management. In conjunction with the delegated subcontractor 
account managers, our Vendor Oversight and Management Team participates in delegated subcontractor 
operational committees and ad hoc meetings to verify compliant delegated subcontractor operations for 
the health plan. 


Delegated subcontractor oversight is accomplished through several mechanisms. Subcontractor reports 
are reviewed upon receipt for compliance with contractual and organizational standards. Operational 
non-compliance or performance gaps are addressed through Delegated Workgroup meetings and Joint 
Operations meetings. Delegated subcontractors are audited annually and plans of correction 
implemented when organizational or contractual standards are not met.  


Compliant operations are documented through monthly, quarterly, and annual quality indicator reports. 
The quality indicator reports, sample subcontractor letters, and subcontractor issues are discussed during 
Joint Operations meetings. Monthly delegated subcontractor reports are developed for tracking 
compliance and performance for all market subcontractors. Operational compliance, quality indicator 
report data, plans of correction, and annual audit activity are compiled by Compliance and reported 
monthly to the Quality Assurance Committee and the Nevada Compliance Committee.  


Delegated subcontractor non-compliance is addressed through a formal corrective action process which 
is a collaborative process through the account manager assigned to the subcontractor and Compliance. 
Oversight of plans of correction through mitigation is performed by the account manager and our 
Medicaid compliance officer collaboratively.  


The Vendor Oversight and Management Team communicates directly with our subcontractors, account 
managers, compliance team, committees/workgroups, and any member of our leadership team to monitor 
subcontractor performance and promptly resolve any issues or concerns. 


Education and Training 
Our Medicaid Training Academy provides a robust, uniform, consistent, compliant, and comprehensive 
approach to training for our subcontractors. We provide customized trainings accommodating various 
formats, media, and schedules. Our education modules and materials are developed specifically for the 
DHCFP programs by our health plan. Other resources cover a broad range of topics to continuously 
advance the knowledge of our subcontractors. We identify and assure compliance with contractually 
required trainings and continuously review subcontractors based on service delivery, to ensure our 
oversight is tailored to meet the level of detail required for comprehensive oversight of each 
subcontractors individually, including an orientation customized for each subcontractor.  


We make sure that members of subcontractors’ staff have appropriate education and experience to fulfill 
the requirements of their position as well as ongoing training, including orientation, cultural sensitivity, 
program updates, clinical protocols, policies and procedures compliance, management information 
systems, training on fraud and abuse and the False Claims Act, and HIPAA. We audit subcontractors for 
compliance with all required training and education components.  
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C. Helping Assure that Subcontractor Deliverables Meet the Quality 
Objectives of the Project/Contract 
We monitor our subcontractor performance and financial stability through established metrics that are 
specific to the types of services they provide. We take care to assure that our agreements and associated 
operations with subcontractors are seamless and invisible to our provider network. We collect 
performance and financial data from our subcontractors, monitor delegated performance on an 
ongoing basis, and conduct formal, periodic, and random reviews, as directed by DHCFP. Amerigroup 
incorporates all subcontractor data into our performance and financial data for a comprehensive 
evaluation of our performance compliance and identify areas for improvement when appropriate. We 
make sure subcontractors meet our quality objectives by tying quality objectives directly to the Nevada 
Contract requirements in our subcontractor contract agreements. This includes but is not limited to, 
performance metrics related to call center performance, care and a case management support, clams 
processing, credentialing, network management, and utilization management. We specify performance 
standards, measurement metrics, processes, and schedules, and remedies and penalties for failure to 
comply with standards. We take plans of correction if deficiencies are identified during a review of a 
subcontractor.  


D. Providing Proof of Payment to Subcontractors upon State Request 
We pay subcontractors on either monthly or utilization basis. We are supported by the national 
resources of our parent company, Anthem, Inc. and as an organization; we are experienced in working 
with Medicaid agencies to produce proof of subcontractor payments.  


If requested by the DHCFP, Amerigroup will provide records detailing payments to our subcontractors, 
including a list of all transactions with subcontractors. For each transaction, or for each sample of 
transactions that may be selected by the DHCFP, Amerigroup will provide the State check copies, 
check registers, bank statements, or records of wire transfers, as appropriate, to prove payment to 
subcontractors. We will provide this information within the time frame specified by the State.  


4.2.1.4 Subcontractor Information 


 


See Table 4.2.1.5-1. Subcontractor Information Guide. 


4.2.1.5 Subcontractor Business References 


 


Information for each of our subcontractors addressing RFP requirements 4.2.1.4 and 4.2.1.5  can be 
found using the table listed below. 
Table 4.2.1.5-1. Subcontractor Information Guide 


Subcontractor 
4.2.1.4 Subcontractor 


Information 
4.2.1.5 Business References 


AIM Specialty Health (AIM) Pages 11 – 32 Pages 33 – 36 


Anthem, Inc. Pages 51 – 86 Pages 87 – 90  


CareMore Health Plan of Nevada, Inc. (CareMore) Pages 95 – 111 Pages 112 – 114 


DentaQuest, LLC, d/b/a eyeQuest Pages 123 – 149 Pages 150 – 152 


Express Scripts, Inc. (ESI) Pages 165 – 188 Pages 189 – 192 
 


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for 
any proposed subcontractors. 
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AIM Specialty Health (AIM) Subcontractor Information  
(4.2.1.4) 4.1.1 Vendor Information – AIM Subcontractor Information 


 


AIM Specialty Health’s company profile is detailed in Table 4.2.1.4-1.  


Table 4.2.1.4-1. AIM Specialty Health Company Profile 
Question Response 


Company name: AIM Specialty Health 


Ownership (sole proprietor, partnership, etc.): Wholly-owned subsidiary of Anthem, Inc. 


State of incorporation: Illinois 


Date of incorporation: 1989 


# of years in business: AIM has been providing specialty benefit management services to health 
plans for more than 25 years 


 
List of top officers: 


 Brandon Wm. Cady, President and Chief Executive Officer 
 Michael Backus, Senior Vice President, Solution Innovation and 


Partnership 
 Joel Cesario, Senior Vice President, Business Administration  
 Randy Hutchinson, Senior Vice President and Chief Operating Officer  
 Fred Karutz, Senior Vice President of Growth and Marketing 
 Stacy Ban, MD, Medical Director, Oncology Programs 
 Chris Buckle, MD, Associate Medical Director, Advanced Imaging 
 Jennifer Eklund, MD, Associate Medical Director, Government Programs 
 Michael J. Fisch, MD, Medical Director, Medical Oncology Programs 
 Thomas P. Power, MD, Medical Director, Cardiology and Sleep 


Management 
 David J. Soffa, MD, Senior Vice President, Medical Affairs 
 Julie Thiel, MD, Senior Vice President, Clinical Programs 
 Robert P. Zimmerman, MD, Associate Medical Director, Radiation 


Oncology 


Location of company headquarters: Chicago, IL 


Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Location(s) of the company offices: Chicago, IL 
Deerfield, IL 
Westchester, IL


Location(s) of the office that will provide the 
services described in this RFP: 


Chicago, IL 
Deerfield, IL 
Westchester, IL 
Glendale, CA 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


AIM has approximately 1,100 employees serving clients across the country. 
Currently there are 0 employees living locally in Nevada. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


AIM has approximately 1,100 employees serving clients across the country. 
Throughout our contact centers, we have approximately 185 nurse 
reviewers, 70 medical directors and physician reviewers, and 450 intake 
referral specialists supporting clinical appropriateness reviews. Our 
physicians are board-certified with current and unrestricted licenses and 
clinical practice experience. 


Location(s) from which employees will be 
assigned for this project: 


Chicago, IL 
Deerfield, IL 
Westchester, IL 
Glendale, CA
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(4.2.1.4) 4.1.2 Foreign Corporation Designation – AIM Subcontractor Information 


 


AIM understands it must register as appropriate with the State of Nevada Secretary of State’s Office. If 
selected as a vendor, AIM will comply with all State requirements.  


(4.2.1.4) 4.1.3 State of Nevada Licensure – AIM Subcontractor Information  


 


AIM’s business licensure information is in table 4.2.1.4-2. 


Table 4.2.1.4-2. AIM Business Licensure 
Question Response 


Nevada Business License Number: AIM is currently licensed in Nevada as a utilization review 
entity (License # 18964). AIM is not currently registered as 
a foreign corporation in the state of Nevada, but will do so 
as necessary to meet applicable requirements.  


Legal Entity Name: AIM Specialty Health 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier (API) N/A 
 


Yes  No  
 


(4.2.1.4) 4.1.4 Required Licensure – AIM Subcontractor Information 


 


AIM Specialty Health understands and will comply with licensing requirements verification.  


  


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License 
Number: 


 


Legal Entity Name:  
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 
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(4.2.1.4) 4.1.5 Current Nevada Contracts – AIM Subcontractor Information 


 


Yes  No  
 


No. AIM Specialty Health has never been engaged under contract by any State of Nevada agency. 


(4.2.1.4) 4.1.6 Employee of State of Nevada Designation –  
AIM Subcontractor Information 


 


Yes  No  
 


No. AIM Specialty Health has never been an employee of any agency of the State of Nevada. 


AIM does not have any current employees that are current employees of an agency of the State of 
Nevada, nor does it have employees that have been an employee of the State witin the past two years. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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(4.2.1.4) 4.1.7 Prior and Pending Litigation – AIM Subcontractor Information 


 


Yes  No  
 


No. AIM Specialty Health has not been involved in any contract failures or breaches, lawsuits or 
arbitrations with the State of Nevada or any other government entity within the last six years. 


  


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
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(4.2.1.4) 4.1.8 Insurance Requirements – AIM Subcontractor Information 


 


Yes  No  
 


Yes. AIM Specialty Health is currently compliant with all applicable insurance requirements, and will 
continue to meet all insurance requirements under the new contract. We acknowledge the requirement 
to provide the applicable Certificates of Insurance upon contract award. 


(4.2.1.4) 4.1.9 Background and Qualifications – AIM Subcontractor Information 


 


AIM Specialty Health is a leader in specialty benefit management, creating sustainable medical cost 
savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. AIM has earned its place at the forefront of the industry by focusing on the most complex tests 
and treatments in radiology, cardiology, medical and radiation oncology, specialty drugs, sleep 
medicine, musculoskeletal and pain management, and genetic testing.  


Founded in 1989, today AIM works with 50 health plans supporting their diverse membership of more 
than 45 million lives, including 4.4 million Medicaid members. Annually, AIM conducts approximately 
9 million clinical reviews.  


AIM became a wholly owned subsidiary of Anthem, Inc. in 2007. 


(4.2.1.4) 4.1.9.1 Health Maintenance Organization Qualification –  
AIM Subcontractor Information 


 


No. This is not applicable to AIM Specialty Health. AIM administers specialty benefits management 
programs on behalf of Amerigroup. AIM is not a qualified HMO. 


  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 
 


Yes  No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260.


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.2— Page 17 
 


(4.2.1.4) 4.1.10 Experience Serving Nevada Medicaid Members –  
AIM Subcontractor Information 


 


AIM Specialty Health is a leader in specialty benefit management, creating sustainable medical cost 
savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. AIM focuses on complex tests and treatments in radiology, cardiology, medical and radiation 
oncology, specialty drugs, sleep medicine, musculoskeletal and pain management, and genetic testing.  


Founded in 1989, today AIM works with 50 health plans supporting their diverse membership of more 
than 45 million lives, including 4.4 million Medicaid members. Annually AIM conducts approximately 
9 million clinical reviews.  


AIM became a wholly owned subsidiary of Anthem, Inc., in 2007. 


(4.2.1.4) 4.1.11 Corporate Background – AIM Subcontractor Information 
 


(4.2.1.4) 4.1.11.1 Primary Services and Client Base – AIM Subcontractor Information 


 


AIM Specialty Health is a leader in specialty benefit management, creating sustainable medical cost 
savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. AIM focuses on the most complex tests and treatments in radiology, cardiology, medical and 
radiation oncology, specialty drugs, sleep medicine, musculoskeletal and pain management, and 
genetic testing with clinical appropriateness review, provider collaboration, and member engagement. 


Founded in 1989, today AIM works with 50 health plans supporting their diverse membership of 45 
million lives, including more than 4.4 million Medicaid members. Annually, AIM conducts 
approximately 9 million clinical reviews.  


AIM’s programs are CMS compliant, and they support government programs (Medicaid, Medicare, 
and Medicare Advantage) by:  


 Using national coverage determinations (NCDs) and local coverage determinations (LCDs) for the 
adjudication of cases, where applicable. To determine medical necessity for case requests, AIM 
clinical appropriateness criteria also considers health plan medical policy and AIM guidelines when 
CMS guidance is insufficient or does not exist for a particular service. CMS coverage 
determinations are reviewed monthly to evaluate if any updates have occurred. If updates have been 
made, these determinations are reevaluated, and the clinical review process is adjusted accordingly 
to maintain compliance.  


 Monitoring CMS communications, including guideline updates and program guidance, to stay 
abreast of potential process or other changes that should be incorporated into the AIM program.  


 Regularly reviewing determination rationales to ensure that they are accurate and up-to-date. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 
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 Establishing a dedicated government unit to standardize case reviews, training, and auditing, as 
well as make system enhancements. 


 Leveraging the leadership of AIM’s associate medical director of government programs  


 Establishing a government programs steering committee to review program updates and changes, 
feedback from clients, CMS audits, calls, and conferences.  


(4.2.1.4) 4.1.11.2 Company Ownership, Shareholders, and Principals –  
AIM Subcontractor Information 


 


AIM Specialty Health was founded in 1989 with a focus in radiology benefits management. In 2007, 
AIM became a wholly owned subsidiary of Anthem, Inc. Today AIM’s suite of clinical solutions 
expands beyond advanced diagnostic imaging to include cardiology, sleep medicine, medical and 
radiation oncology, specialty drugs, genetic testing, and musculoskeletal and pain management. 


(4.2.1.4) 4.1.11.3 Nevada Residency  – AIM Subcontractor Information 


 


AIM Specialty Health is incorporated in and a resident of the State of Illinois. Illinois does not apply a 
preference. 


(4.2.1.4) 4.1.11.4 Disaster Recovery Back-up Sites – AIM Subcontractor Information 


 


The primary data center for AIM Specialty Health is located in Schaumburg, IL. AIM has secondary 
backup sites in Deerfield, IL and Westchester, IL. 


AIM has a comprehensive business continuity plan including disaster recovery (IT), business recovery 
(contact centers), and crisis management. Annually, AIM performs at least one exercise per plan. If a 
state of emergency is declared, AIM follows guidance provided by the health plan for automatic 
approvals for a designated period of time until full service is restored. 


(4.2.1.4) 4.1.11.5 Primary Point of Contact Information – AIM Subcontractor Information 


 


Nancy Armatas 
Chief Legal Counsel 
AIM Specialty Health 
8600 West Bryn Mawr Avenue, Suite 800 
Chicago, IL 60631 
(773) 864-4600 


  


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


4.1.11.4 The location of disaster recovery back-up site. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 
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(4.2.1.4) 4.1.11.6 Organizational Details – AIM Subcontractor Information 


 


Assets: As a wholly owned subsidiary of Anthem, Inc. (NYSE: ANTM), AIM does not have stand-
alone, audited financial statements. AIM’s financial performance is included in Anthem’s consolidated 
audited financial statements; the most recent audited and unaudited financial statements for Anthem 
are available through the Securities and Exchange Commission. For additional evidence of AIM’s 
financial viability, financial statements are available upon request. 


Revenue: AIM’s operating revenues for the last three years are: 


 2013—$138.8 million  


 2014—$159.1 million 


 2015—$181 million  


People: AIM Specialty Health has approximately 1,100 employees.  


(4.2.1.4) 4.1.11.7 Senior Management and Key Personnel Organizational Chart – AIM 
Subcontractor Information 


 


Please refer to Figure 4.2.1.4-1 for the AIM organizational chart of senior management and key 
personnel, by function. 


 Executive Leadership 
 Brandon Wm. Cady, President and Chief Executive Officer 


 Michael Backus, Senior Vice President, Solution Innovation and Partnership 


 Joel Cesario, Senior Vice President, Business Administration  


 Randy Hutchinson, Senior Vice President and Chief Operating Officer  


 Fred Karutz, Senior Vice President of Growth and Marketing 


Clinical Leadership 
 Jennifer Eklund, MD, Associate Medical Director, Government Programs 


 Julie Thiel, MD, Senior Vice President, Clinical Programs 


Operations Leadership 
 Joel Cesario, Senior Vice President, Business Administration and (Interim) Service Operations 


 Varsha Chandramouli, MD, Director of Clinical Operations 


 Laticia Miller, Director of Client Services 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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(4.2.1.4) 4.1.11.8 Major Service Areas – AIM Subcontractor Information 


 


AIM Specialty Health is a leader in specialty benefits management creating sustainable medical cost 
savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. AIM focuses on the most complex tests and treatments in radiology, cardiology, medical and 
radiation oncology, specialty drugs, sleep medicine, musculoskeletal and pain management, and 
genetic testing, and creates value through clinical appropriateness review, provider collaboration, and 
member engagement. 


Today, the AIM program for Amerigroup covers clinical appropriateness review for: 


 Computed Tomography and Angiography (CT/CTA) 


 Magnetic Resonance Imaging and Angiography (MRI/MRA)  


 Functional Magnetic Resonance Imaging (fMRI) 


 Positron Emission Tomography (PET) 


 Myocardial perfusion imaging (MPI/nuclear medicine) 


 Echocardiography 


  


Figure 4.2.1.4-1. AIM Organizational Chart 


4.1.11.8 The areas of specialization. 
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(4.2.1.4) 4.1.11.9 Main Products and Service Lines, and Annual Revenues – AIM 
Subcontractor Information 


 


Revenue by product/service line is not available. 


AIM Specialty Health offers clinical appropriateness review for the following clinical lines:


 Radiology 


 Cardiology 


 Sleep Medicine 


 Specialty Drugs 


 Medical Oncology 


 Radiation Oncology 


 Genetic Testing 


 Musculoskeletal and Pain Management


As a wholly owned subsidiary of Anthem, Inc. (NYSE: ANTM), AIM does not have stand-alone, 
audited financial statements. AIM’s financial performance is included in Anthem’s consolidated 
audited financial statements, which are available through the Securities and Exchange Commission. 
AIM’s annual revenues for the two most recent years for which full data are available are shown in 
Table 4.2.1.4-3. 


Table 4.2.1.4-3. AIM’s Annual Operating Revenues for the Two Most Recent Years 
Year AIM Specialty Health Annual Operating Revenues 
2014 $159.1 Million 
2015 $181 Million 


 


(4.2.1.4) 4.1.11.10 Corporate Goals – AIM Subcontractor Information 


 


AIM Specialty Health’s mission is to promote appropriate, safe, and affordable health care services. As 
the leading specialty benefits management partner for payers, AIM helps improve the quality of care 
and reduce costs for today’s most complex tests and treatments in radiology, cardiology, oncology, 
specialty drugs, sleep, musculoskeletal and pain management, and genetic testing. 


AIM’s integrated platform of solutions combine evidence-based medicine, proprietary technologies, 
and superior customer service so payers, their providers, members, and customers can focus on the 
value of their health decisions. 


(4.2.1.4) 4.1.11.11 Future Growth and Development – AIM Subcontractor Information 


 


AIM remains committed to ongoing exploration of the emerging needs and potential trends that may 
impact clients to make them an effective partner and provide optimal value. As AIM continues to 
develop and invest in the next generation of enhancements, they are focused on provider engagement, 
enhanced clinical decision support, provider system connectivity, and secure information sharing.  


Current initiatives include: 


 Value-based reimbursement models – As the industry shifts to value-based care, new reimbursement 
methodologies are necessary to successfully transform. AIM helps health plans implement proven, 
scalable, value-based management programs, including automated financial incentives that are 
integrated into its award-winning solution for medical oncology. Other AIM solutions that will 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


4.1.11.10 The corporate philosophy and mission statement. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
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feature value-based reimbursement capabilities include musculoskeletal and pain management, and 
palliative care. 


 System integrations – AIM is committed to supporting providers through secure connectivity and 
automated interfaces that bring relevant information to the point of care. AIM is working with a 
number of organizations, including Merge Healthcare, McKesson Specialty Health (through US 
Oncology), and other companies at the forefront of electronic medical records industry.  


 Expanded solutions to address complex and costly tests and treatments – AIM’s clinical solutions 
platform offers health plans a broad range of management programs that also focus on clinical 
decision support. AIM’s solutions encompass today’s most challenging clinical areas including 
cardiology, oncology, specialty drugs, sleep medicine, genetic testing, and palliative care. AIM’s 
flexible platform can be tailored to support the specific needs of accountable care and other risk-
bearing organizations.  


 Industry advocacy – To further the development of guidelines and the adoption of appropriate use 
criteria, AIM is engaged with:  
 Expert advisor collaboration with community, health system, and academic-based physicians  
 Annual research and peer-reviewed publications and presentations 
 Briefings with CMS, health systems, and accountable care organizations (ACOs) on the role of 


specialty benefits management as a solution to help manage health outcomes and costs 
 Provider education through newsletters, technology briefs, and Continuing Medical Education 


(CME) programs  


(4.2.1.4) 4.1.11.12 Market Expansions and Business Line Additions – AIM Subcontractor 
Information 


 


To respond to market needs, AIM continually enhances their programs and introduces new solutions 
and capabilities. AIM has a corporate structure to identify and analyze market needs, including 
feedback from clients, and then plan for the development and deployment of new services. The most 
recent clinical solution platform expansions include:  


 Genetic Testing – With AIM’s newest partner InformedDNA, the premier genetic testing clinical 
decision support and counseling services company, they have announced the establishment of our 
new Genetic Testing Solution. Their comprehensive approach facilitates evidence-based genetic 
testing and genetic counseling, equips physicians with real-time genetic testing decision support, 
and provides convenient access for health plan members to a nationwide network of board-certified 
genetic specialists.  


 Clinical Decision Support – In collaboration with the Center for Diagnostic Imaging (CDI), AIM 
has become part of a Provider Led Entity (PLE) designated by CMS to create appropriate use 
criteria for providers caring for Medicare fee-for-service beneficiaries. AIM’s role in this initiative 
will give providers a central source for health plan prior authorization reviews and access to CMS 
Appropriate Use Criteria through their ProviderPortalSM. AIM is the only specialty benefits 
management company to have a collaborative role in this CMS initiative.  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 
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AIM has a proven implementation process that is based on best practices that deliver on-budget 
programs that minimize administrative investment time. AIM has successfully completed 100 percent 
of their implementations on time while being consistent with client requirements.  


AIM’s goal is to fully develop and support a program that meets or exceeds expectations. For their 
Genetic Testing Solution the standard implementation timeline is 90 to 120 days and includes: 


 A dedicated implementation team that provides health plan partners and their customers with a 
clear and concise outline of the activities and timelines for the process – AIM ensures a timely and 
on-budget implementation by working towards a mutual understanding regarding the roles and 
responsibilities of our combined teams.  


 Systems and processing monitoring to quickly identify and address any issues or additional training 
required. AIM works side by side with project management teams to ensure a smooth 
implementation of the program. 


 A dedicated account team operates within AIM’s client management structure to support easy 
access to leadership, account services resources, direct accountability, and facilitated 
communication. Through this structure, AIM can quickly and appropriately resolve concerns and 
identify opportunities for program improvement.  


(4.2.1.4) 4.1.11.13 Experience Serving Nevada Medicaid Members – AIM Subcontractor 
Information 


  


AIM Specialty Health is a leader in specialty benefit management, creating sustainable medical cost 
savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. AIM’s heritage was established in radiology benefits management. Today, AIM focuses on the 
most complex tests and treatments in radiology, cardiology, medical and radiation oncology, specialty 
drugs, sleep medicine, musculoskeletal and pain management, and genetic testing with clinical 
appropriateness review, provider collaboration, and member engagement. 


Founded in 1989, AIM currently works with 50 health plans supporting their diverse membership of 45 
million lives, including more than 4.4 million Medicaid members. Annually, AIM conducts 
approximately 9 million clinical reviews. AIM became a wholly owned subsidiary of Anthem, Inc. in 
2007. 


  


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
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(4.2.1.4) 4.1.12 Experience – AIM Subcontractor Information 
 


(4.2.1.4) 4.1.12.1 Experience in Providing Requested Services – AIM Subcontractor 
Information 


 


A. Managing a Network of Medicaid Providers 
Not applicable under the scope of services requested of AIM in this RFP. 


B. Managed Care Programs for Medicaid Recipients 
Not applicable under the scope of services requested of AIM in this RFP. 


C. Managing and Improving Health Outcomes for Program Recipients 
Not applicable under the scope of services requested of AIM in this RFP. 


D. Administering Medicaid Utilization and Case Management Programs 
AIM Specialty Health is a leader in specialty benefits management. For more than 25 years, in 
partnership with health plan clients AIM has administered clinical management programs that include 
clinical appropriateness review, provider collaboration, and member engagement. Today, AIM works 
with 50 health plans supporting 45 million members across the country, including 4.4 million Medicaid 
members. AIM engages more than 80 percent of practicing providers and annually conducts 
approximately 9 million clinical reviews for exams and treatments. 
How AIM’s program works 


 The member shows his or her medical ID card at the provider’s office 


 The provider’s office contacts AIM (via website or phone) 


 AIM then: 
 Applies clinical guidelines and medical policies to evaluate the review request  
 Shares the outcome  
 Consults with the provider through a peer-to-peer discussion as appropriate 


 The provider’s office selects site of care 


 Information is synchronized to integrate with the health plan for claims, care management 
programs, value-based contract measurement, and reporting 


Access to AIM is available 24/7 through the online AIM ProviderPortalSM, and Monday through 
Friday through its toll-free telephone number. AIM’s physician staff members are available by 
telephone for peer-to-peer consultations with providers submitting cases for review.  


AIM’s clinical review process is recognized as the most thorough and efficient in the industry. Easy 
program access for provider offices through the AIM ProviderPortal and telephone contact centers, 
real-time clinical feedback on cases, investments in provider-engagement resources, and superior 
customer service all differentiate AIM from competitors. AIM resolves 96 percent of case review 
requests within 24 hours, and annual provider satisfaction consistently ranks between 96-99 percent.  


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel. 
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E. Medicaid Claims Processing and Adjudication 
AIM has the ability to support claims enforcement but does not provide direct claims adjudication. 
After the clinical review process is complete, AIM sends an authorization file via secure FTP back to 
Amerigroup with all the case dispositions of their medical necessity review. Amerigroup has access to 
case notes and clinical review decisions via AIM’s online ProviderPortal when case claims 
adjudication questions arise. AIM has found that health plans chose to maintain responsibility for 
claims processing and payment without delegating this activity to their specialty benefits management 
partner.  


F. Project Management 
For all client partnerships, AIM offers: 


 A dedicated program implementation team to provide a clear and concise outline of the activities 
and timelines for the process – AIM ensures a timely and on-budget implementation by working 
towards a mutual understanding regarding the roles and responsibilities of the combined teams.  


 Systems and processing monitoring to quickly identify and address any issues and additional 
training required. AIM works side by side with project management teams to ensure a smooth 
implementation of the program. 


 A dedicated account team supports easy access to leadership, account services resources, direct 
accountability, and facilitated communication. Through this structure, AIM can quickly and 
appropriately resolve concerns and identify opportunities for program improvement. 


G. Qualifications of Key Personnel 
AIM’s contact center staff includes intake specialists, nurse reviewers, and physician reviewers. Intake 
specialists collect preliminary clinical information for entry into their system. If additional clinical 
information is needed, the caller may speak to a nurse reviewer. AIM’s physicians are available for 
peer-to-peer consultations. All case determinations that do not meet clinical criteria are managed via 
physician-to-physician interaction.  


AIM has more than 70 physician reviewers from more than 20 specialty areas within the company. The 
integrity of AIM’s guideline development process, as well as the depth and breadth of their clinical 
leadership and physician reviewers, sets it apart from others in the specialty benefits management field. 
Board-certified specialties include: 


 Chiropractic  


 Family medicine  


 Neurology 


 Otolaryngology  


 Orthopedics  


 Radiation oncology  


 General surgery 


 Infectious disease 


 Internal medicine 


 Pediatrics 


 Obstetrics and 
gynecology 


 Medical oncology 


 Hematology 


 Cardiology 


 Radiology 


 Allergy/immunology 


 Pulmonary medicine 


 Sleep medicine
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(4.2.1.4) 4.1.12.2 Experience with Performance Incentives – AIM Subcontractor Information 


 


AIM tracks and trends key performance indicators on clinical appropriateness and provides reports on 
a monthly and quarterly basis via email, and delivers an in-person, detailed annual performance 
review of the program. 


As the industry shifts to value-based care, new reimbursement methodologies are necessary to 
successfully transform. AIM empowers health plans to implement proven, scalable, value-based 
management programs, including automated financial incentives that are integrated into their award-
winning solution for medical oncology. AIM’s newest solutions in development, including 
musculoskeletal and pain management, and palliative care/advanced illness care will also feature 
value-based reimbursement capabilities. 


For radiology benefits management, AIM’s monthly/quarterly reporting covers: 


 Utilization Management order activity, including: 


 Approvals  


 Denials  


 Withdrawn and redirected cases  


 Overall portal use  


 Contact center metrics 


 Ordering physician activity, including ordering volume and clinical interaction by physician 


 Ordering specialty activity, including ordering volume and clinical interaction by specialty 


 Provider activity by major modality, including modality volume by performing provider 


 Intake method (web/phone) 


The detailed annual performance review of the program includes claims analysis of total savings, 
utilization trends, provider compliance, provider reimbursement, and industry benchmarks. Specific 
metrics provided include:  


 Utilization trends by modality 


 PMPM trends and drivers behind PMPM 
changes (utilization, unit cost, service mix) 


 Savings analysis  


 Impact rate by provider specialty 


 Impact rate by modality 


 Place of service shift 


 Provider ordering information  


 Benchmark performance at a regional and 
national level 


 Provider compliance rates with the program 


  


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance.
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(4.2.1.4) 4.1.12.3 Investment in Improvement – AIM Subcontractor Information 


 


AIM continues to develop and invest in the next generation of enhancements to deliver more value to 
health plan partners and their customers. AIM focuses on provider engagement, enhanced clinical 
decision support, provider system connectivity, and secure information sharing. Current initiatives 
include: 


 Streamlined user experience for AIM’s automated clinical review process – AIM built on the 
success of their pioneering online ProviderPortal to simplify data collection, provide more clinical 
feedback, and increase overall efficiency for providers. Today more than 70 percent of providers 
initiate case review requests online and AIM consistently receives high satisfaction ratings of over 
96 percent.  


 Transformation in oncology care management – AIM launched the first value-based 
reimbursement model for medical oncology to support the industry movement towards value-based 
care. AIM empowers health plans to implement proven, scalable, value-based management 
programs, including automated financial incentives that are integrated into their award-winning 
solution for medical oncology.  


 System integrations –AIM continues to develop secure connectivity and automated interfaces 
between provider, health systems, and health plan systems to bring relevant information to the point 
of care.  


 Addressing more complex and costly tests and treatments – AIM has expanded its:  
 Radiology Solution to offer post-service/claim review, focused review for providers identified 


through outlier practice trend programs, and acute care imaging (emergency departments and 
inpatient imaging). 


 Cardiology Solution to include cardiac catheterization, peripheral arterial ultrasound, and 
nonsurgical treatments for obstructive coronary artery disease including percutaneous coronary 
intervention (PCI), balloon angioplasty, stents, and atherectomy 


 Radiation Oncology Solution to cover fraction reviews and associated codes 
 Specialty Drugs Solution to offer a Level of Care component to their clinical review process that, 


when appropriate, redirects drug infusion therapy to a physician office, infusion center, or home. 


 Industry advocacy – AIM remains active and engaged with a broad group of organizations to 
advance adoption of appropriate use criteria and consultation on its clinical guidelines, including:  
 Expert advisor collaboration with community, health system, and academic-based physicians  
 Annual research and peer-reviewed publications and presentations 
 Briefings with the CMS, health systems, and accountable care organizations (ACOs) on the role 


of specialty benefits management as a solution to help manage health outcomes and costs 
 Provider-community education through newsletters, technology briefs, and CME programs 


  


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 
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(4.2.1.4) 4.1.12.4 Experience Working with State Governments – AIM Subcontractor 
Information 


 


AIM Specialty Health works with 50 health plans supporting their diverse membership of 45 million 
lives including more than 4.4 million Medicaid members. Health plans count on AIM’s knowledge of 
government-sponsored health programs that support quality, affordable care for their beneficiaries. 
AIM’s expertise ensures compliance with government standards. 


Founded in 1989, today AIM is a leader in specialty benefit management, creating sustainable medical 
cost savings for health plans across the country. For more than 25 years, AIM has been an innovator, 
leader, and partner to payers and other risk-bearing organizations that manage health outcomes and 
costs. They focus on the most complex tests and treatments in radiology, cardiology, medical and 
radiation oncology, specialty drugs, sleep medicine, musculoskeletal and pain management, and 
genetic testing and deliver value through clinical appropriateness review, provider collaboration, and 
member engagement. 


Annually, AIM conducts approximately 9 million clinical reviews. AIM knows what it takes to 
consistently and effectively manage specialty clinical services. AIM is well recognized for how they 
collaborate with health plan partners to seamlessly meet the needs of local and national employers, 
including more than 200 self-funded employer groups, unions, and trusts.  


AIM’s programs are designed to be flexible and minimize provider practice or member disruption 
while also delivering desired savings impact. AIM adds significant value to overall health benefit plans, 
their members, providers, and customers with: 


 Clinical appropriateness 
 Enhancing health care quality with evidence-based medicine and clinical guidelines that 


encourage standardization of medical practice patterns and reduce variations in care and 
unnecessary expenses 


 Support for quality and choice 
 Promoting and guiding selection of the most appropriate, safe, and affordable services 
 Helping employers and state governments better manage costs and equipping employees and 


beneficiaries with tools to make better care choice 


 Integration with other benefit programs 
 Leveraging clinical data to help ensure effectiveness of other care management efforts 
 Experience with 220+ employers and governments evaluating, educating, and promoting 


appropriate use of clinical services 


  


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 







 
 


 


4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Nevada Managed Care Organization RFP# 3260 Section 4.2— Page 29 
 


(4.2.1.4) 4.1.12.5 Key Personnel – AIM Subcontractor Information 


 


 Jennifer Eklund, MD, Associate Medical Director for Government Programs, oversees the clinical 
integrity of the programs AIM administers on behalf of Amerigroup. 


 Laticia Miller, Director of Client Management, oversees the program implementation and day-to-
day management of the program.  


Please refer to Attachment 4.4 Vendor Resumes: AIM Specialty Health (AIM) for the resumes of 
AIM’s key personnel and their specific responsibilities in relation to the RFP requirements. 


(4.2.1.4) 4.1.12.6 Additional Full-time Staff – AIM Subcontractor Information 


 
Additional full-time staff and project supervisors with contract responsibilities at AIM are included in 
Table 4.2.1.4-4. 


Table 4.2.1.4-4. Additional AIM Staff and Suporvisors Provide Oversight to Key Areas 
Title Additional Staff RFP Responsibilities 


A. Information Systems 
Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM. 
B. Utilization Case Management  


Associate Medical Director 
for Government Programs 


Jennifer Eklund, MD Oversees the clinical integrity of the programs AIM administers 
on behalf of Amerigroup. 


Director of Client 
Management 


Laticia Miller Oversees the program implementation and day-to-day 
management of the program. 


C. Claims Payment 
Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM.
D. Quality Improvement and Reporting (for example, HEDIS, CMS 416) 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM. 
E. Health Education 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM. 
F. Data Coding 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM.
G. Contract Negotiation Specialists/Network Recruiters 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM. 
H. Encounter Data 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM. 
I. Other Staff as Needed for Project 


Not Applicable to AIM. Not Applicable to AIM. Not Applicable to AIM.
 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein.  
This information must be included in vendor’s technical response to the RFP. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 
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(4.2.1.4) 4.1.12.7 Current Licenses or Certifications – AIM Subcontractor Information 


 


Please refer to Attachment 4.2-1: AIM Specialty Health (AIM) for the current accreditations and 
certifications of AIM. AIM holds the following accreditations and certifications: 


 URAC Accreditation in Utilization Management: Effective December 1, 2014 to December 1, 2017 


 NCQA Certification in Utilization Management: Effective December 9, 2015 to December 9, 2017 


 ISO/IEC 27001:2013 Certification: Effective through September 29, 2017 


(4.2.1.4) 4.1.12.8 Bilingual Staff – AIM Subcontractor Information 


 


AIM Specialty Health provides free language assistance with both verbal and written communications 
to assist members. During normal business hours, interpreter services covering more than 100 
languages are available to assist members with communicating with AIM staff. For written Adverse 
Determination Notices, all notices are mailed to members residing in a state where the language 
threshold is met for Chinese, Spanish, Tagalog, and Navajo that include the following generic 
translated sentence: “To obtain assistance in [Insert name of language, such as Spanish], call the 
customer service telephone number listed on your ID card.” All requests from the member for a 
translated notice are made directly by the health plan to AIM. A translated version of the notice will be 
mailed within three business days of receipt of the request from the health plan.  


(4.2.1.4) 4.1.12.9 Associations or Organizations – AIM Subcontractor Information 


 


To maintain independence, objectivity, and to stay ahead of trends, AIM actively seeks participation on 
national and international committees regarding clinical guideline standardization. Among these 
organizations, AIM is frequently invited to speak or offer input on clinical topics. In addition, AIM 
leverages information and consults frequently with leadership in organizations to support delivery of 
appropriate, safe, and affordable healthcare including:  


 Agency for Healthcare Research and Quality (AHRQ)  


 Guidelines International Network (G-I-N) 


 Centers for Medicare and Medicaid Services (CMS)  


 United States Preventive Services Task Force (USPSTF) 


 American Board of Internal Medicine (ABIM) 


 Medicare Evidence Development and Coverage Advisory Committee (MEDCAC) 


 Other national medical specialty societies 


  


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.


4.1.12.9 List any associations or organizations to which the organization belongs. 
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(4.2.1.4) 4.1.13 Health Information Exchange Questions – AIM Subcontractor 
Information 
 


(4.2.1.4) 4.1.13.1 Network Provider HealthHIE Nevada Participation – AIM Subcontractor 
Information 


 


Not applicable under the scope of services requested of AIM in this RFP, as shown in Table 4.2.1.4-5. 


Table 4.2.1.4-5. AIM Provider HealthHIE Nevada Participation 
Provider Category % Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other N/A N/A 
 


(4.2.1.4) 4.1.13.2 Plans to Encourage Providers to Participate in HealtHIE Nevada – AIM 
Subcontractor Information 


 


AIM does not plan to participate in the HealtHIE Nevada statewide health information exchange 
within a 1-year time frame. 


(4.2.1.4) 4.1.13.3 Participation in HealtHIE Nevada – AIM Subcontractor Information 


 


Not applicable. 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 
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(4.2.1.4) 4.1.14 Financial Information and Documentation – AIM Subcontractor 
Information 


 


AIM Specialty Health’s confidential financial information can be found in Part III – Confidential 
Financial Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.1 Dun and Bradstreet Number – AIM Subcontractor Information 


 


AIM’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.2 Federal Tax Identification Number – AIM Subcontractor Information 


 


AIM’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.3 Financial Statements – AIM Subcontractor Information 


 


A. Profit and Loss Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


B. Balance Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


 
  


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement   
B.  Balance Statement  
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 (4.2.1.5) 4.3.1 Subcontractor Business References from Similar Projects 


 


AIM Specialty Health Business References are provided in Tables 4.2.1.5-1 through 4.2.1.5-3. 


Table 4.2.1.5-1. AIM Specialty Health Reference 1 
Reference #: 1 


Company Name: Providence Health Plans 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Advanced Imaging Management Program 


Primary Contact Information 
Name: Robert Gluckman, MD  
Street Address: 3601 SW Murray Blvd. 
City, State, Zip: Beaverton, OR 97005 
Phone, including area code: (503) 574-6406 
Facsimile, including area code: N/A 
Email address: robert.gluckman@providence.org 
Alternate Contact Information 
Name: Ms. Valerie Headrick 
Street Address: 3601 SW Murray Blvd. 
City, State, Zip: Beaverton, OR 97005 
Phone, including area code: (503) 574-6472 
Facsimile, including area code: N/A 
Email address: valerie.headrick@providence.org 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Advanced Imaging prior authorization program covering 
Commercial, Medicare Advantage, and Medicaid lives. Delivered 
via telephonic and web-based platform. 


Original Project/Contract Start Date: 05/01/2004  
Original Project/Contract End Date: N/A 
Original Project/Contract Value: Confidential  
Final Project/Contract Date: 05/01/2004  
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Within budget 


 
  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   
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Table 4.2.1.5-2. AIM Specialty Health Reference 2 
Reference #: 2 


Company Name: Priority Health 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Advanced Imaging Management Program 


Primary Contact Information 
Name: David Rzeszutko, MD 
Street Address: 1231 East Beltline NE, MS1255 
City, State, Zip: Grand Rapids, MI 49525 
Phone, including area code: (616) 575-6144 
Facsimile, including area code: (616) 942-0024 
Email address: David.rzeszutko@priorityhealth.com 
Alternate Contact Information 
Name: John Fox, MD 
Street Address: 1231 East Beltline NE, MS1255 
City, State, Zip: Grand Rapids, MI 49525 
Phone, including area code: (616) 464-8454 
Facsimile, including area code: (616) 942-0024 
Email address: John.fox@priorityhealth.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Advanced Imaging prior authorization program covering 
Commercial, Medicare Advantage, and Medicaid lives. Delivered 
via telephonic and web-based platform. 


Original Project/Contract Start Date: 2/1/2005 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: Confidential 
Final Project/Contract Date: 2/1/2005 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Within budget 
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Table 4.2.1.5-3. AIM Specialty Health Reference 3 
Reference #: 3 


Company Name: Amerigroup of Louisiana 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Medicaid Managed Care Program 


Primary Contact Information 
Name: R. Justin Massicot 
Street Address: 5353 Essen Lane 
City, State, Zip: Baton Rouge, LA 70809 
Phone, including area code: (225) 819-4893 x82108 
Facsimile, including area code: N/A 
Email address: justin.massicot@amerigroup.com 
Alternate Contact Information 
Name: Raymond E.Poliquit 
Street Address: 3850 North Causeway Blvd, Suite 600 
City, State, Zip: Metarie, LA 70002 
Phone, including area code: 504 834 1271, ext. 88862 
Facsimile, including area code: N/A 
Email address: Raymond.poliquit@amerigroup.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Advanced Imaging prior authorization program covering 
Medicaid lives. Delivered via telephonic and web-based platform. 


Original Project/Contract Start Date: 9/2014 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: Confidential 
Final Project/Contract Date: N/A 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Within budget 
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Attachment 4.2-1: AIM Specialty Health (AIM) 
Attachment 4.2-1: AIM Specialty Health (AIM)  includes the following documents 


 Attachment 4.2-1a: AIM - Attachment B 


 Attachment 4.2-1b: AIM - Current Accreditations and Certifications 


 Attachment 4.2-1b1: AIM URAC UM Accreditation  


 Attachment 4.2-1b2: AIM NCQA UM Certification 


 Attachment 4.2-1b3: AIM ISO/IEC 27001:2013 Certification 
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Certificate Number: HUM003612 - 3181


 


Certificate of Full Accreditation 


is awarded to 


AIM Specialty Health ® 
505 N. Brand Boulevard, Suite 900 


Glendale, CA 91203  


for compliance with 


Health Utilization Management Accreditation Program 


pursuant to the 
Health Utilization Management, Version 7.2 


Effective from the Monday 1st of December of 2014 through the Friday 1st of December 
of 2017 


 


 
William Vandervennet 
Chief Operating Officer 


 
Susan DeMarino 


Vice President of Accreditation Services 


URAC accreditation is assigned to the organization and 
address named in this certificate and is not transferable to 
subcontractors or other affiliated entities not accredited by 
URAC. 


URAC accreditation is subject to the representations 
contained in the organization’s application for accreditation. 
URAC must be advised of any changes made after the 
granting of accreditation. Failure to report changes can 
affect accreditation status. 


This certificate is the property of URAC and shall be returned 
upon request. 
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Certificate Number: HUM003612 - 1456


 


Certificate of Full Accreditation 


is awarded to 


AIM Specialty Health ® 
540 Lake Cook Road, Suite 300 


Deerfield, IL 60015  


for compliance with 


Health Utilization Management Accreditation Program 


pursuant to the 
Health Utilization Management, Version 7.2 


Effective from the Monday 1st of December of 2014 through the Friday 1st of December 
of 2017 


 


 
William Vandervennet 
Chief Operating Officer 


 
Susan DeMarino 


Vice President of Accreditation Services 


URAC accreditation is assigned to the organization and 
address named in this certificate and is not transferable to 
subcontractors or other affiliated entities not accredited by 
URAC. 


URAC accreditation is subject to the representations 
contained in the organization’s application for accreditation. 
URAC must be advised of any changes made after the 
granting of accreditation. Failure to report changes can 
affect accreditation status. 


This certificate is the property of URAC and shall be returned 
upon request. 
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Certificate Number: HUM003612 - 3180


 


Certificate of Full Accreditation 


is awarded to 


AIM Specialty Health ® 
2 Westbrook Court, Suite 800 


Westchester, IL 60154  


for compliance with 


Health Utilization Management Accreditation Program 


pursuant to the 
Health Utilization Management, Version 7.2 


Effective from the Monday 1st of December of 2014 through the Friday 1st of December 
of 2017 


 


 
William Vandervennet 
Chief Operating Officer 


 
Susan DeMarino 


Vice President of Accreditation Services 


URAC accreditation is assigned to the organization and 
address named in this certificate and is not transferable to 
subcontractors or other affiliated entities not accredited by 
URAC. 


URAC accreditation is subject to the representations 
contained in the organization’s application for accreditation. 
URAC must be advised of any changes made after the 
granting of accreditation. Failure to report changes can 
affect accreditation status. 


This certificate is the property of URAC and shall be returned 
upon request. 
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American Imaging Management, Inc. (AIM) d/b/a AIM 
Specialty Health 


 


                                      


                                     NCQA Certification in 


 


Utilization Management 
 


For demonstrating compliance with NCQA’s requirements 


            in the area of Utilization Management. 


 


 


 


 


               December 9, 2015      December 9, 2017 
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Information Security Management Group 
 


Page 1 of 2   
AIM ISO 27001:2013 Certificate - #570905 - Overview Limited Distribution 
FINAL – 20150819 


AIM’s Security Program & 
ISO/IEC 27001:2013 Certification 
 


Summary 


On September 30th, 2011, AIM received certification that its Security Program complies 
with the requirements of ISO/IEC 27001:2005. On September 4th, 2014, AIM was re-
certified to the same Standard. On August 19th, 2015, AIM updated its certification to 
align with the requirements of the 2013 edition, ISO/IEC 27001:2013. These certifications 
were provided by an independent, third-party auditor, BSI (British Standards 
Institution) which is authorized to perform such certification audits. 


 


What is ISO 27001? 


ISO 27001 is the short name for a document titled:  


"International Standard, ISO/IEC 27001:2013, Information Technology - Security Techniques - 
Information Security Management Systems - Requirements". 


The ISO 27001 Standard provides requirements for establishing, implementing, 
maintaining and continually improving an Information Security Management Program. 


The Standard includes an annex of related objectives and controls which provide 
implementation advice and guidance on best practice. The domains in this annex 
include: 


� Information Security Policies 
� Organization of Information Security 
� Human Resource Security 
� Asset Management 
� Access Control 
� Cryptography 
� Physical and Environmental Security 
� Operations Security 
� Communications Security 
� System Acquisition, Development and Maintenance 
� Supplier Relationships 
� Information Security Incident Management 
� Information Security Aspects of Business Continuity Management 
� Compliance 


An abstract and official copy of the ISO/IEC 27001:2013 Standard is available via the ISO 
website at www.iso.org  
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Information Security Management Group 
 


Page 2 of 2   
AIM ISO 27001:2013 Certificate - #570905 - Overview Limited Distribution 
FINAL – 20150819 


Scope of AIM's Certification 


The scope of AIM's certified Security Program is intentionally broad to account for a 
wide range of services offered to AIM clients. Formally, the certificate lists the follow 
scope for AIM's Security Program: 


“The Information Security Management Program safeguarding the provision of services for the 
Health Care Industry using the Statement of Applicability dated June 26, 2015, Revision 2.” 


In addition, the following statements shall be of interest to external entities: 
� The certificate covers every AIM facility in operation as of the date of certificate 


including Chicago, Schaumburg, Deerfield, Westchester and Glendale, CA. 
� The scope includes AIM's Imasis and Provider Portal applications including the 


associated databases. 
� AIM's Contact Centers in Deerfield, Westchester and Glendale, CA are in scope 


covering all states and clients served. 
� AIM's primary and DR datacenters are covered in the scope of the certified 


Security Program including physical security controls. 
� AIM's Security Program is re-assessed annually as a component of BSI's 


Continuing Assessment Visits (CAV). Re-certification is every three years. 
� Requirements from the HIPAA Security Rule are in scope and are specifically  


accounted for. 
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Certificate of Registration
INFORMATION SECURITY MANAGEMENT SYSTEM - ISO/IEC 27001:2013


This is to certify that: AIM Specialty Health
8600 Bryn Mawr Ave., South Tower-Suite 800
Chicago
Illinois
60631
USA


Holds Certificate No: IS 570905


and operates an Information Security Management System which complies with the requirements of ISO/IEC
27001:2013 for the following scope:


The Information Security Management Program safeguarding the provision of Services for the
Health Care Industry using the Statement of Applicability dated June 26, 2015, revision 2.


For and on behalf of BSI:
Reg Blake, VP Regulatory Affairs, BSI Group America Inc.


Original Registration Date: 09/30/2011 Effective Date: 09/30/2014
Latest Revision Date: 08/19/2015 Expiry Date: 09/29/2017


Page: 1 of 2


This certificate remains the property of BSI and shall be returned immediately upon request.
An electronic certificate can be authenticated online. Printed copies can be validated at www.bsigroup.com/ClientDirectory
To be read in conjunction with the scope above or the attached appendix.
Information and Contact: BSI, Kitemark Court, Davy Avenue, Knowlhill, Milton Keynes MK5 8PP. Tel: + 44 845 080 9000
BSI Assurance UK Limited, registered in England under number 7805321 at 389 Chiswick High Road, London W4 4AL, UK.
A Member of the BSI Group of Companies.
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AIM Specialty Health
8600 Bryn Mawr Ave., South Tower-Suite 800
Chicago
Illinois
60631
USA


The Information Security Management Program safeguarding
the provision of Services for the Health Care Industry using
the Statement of Applicability dated June 26, 2015, revision
2.


AIM Specialty Health
Primary Data Center
635 Remington Rd, Suite B
Schaumburg
Illinois
60173
USA


The Information Security Management Program safeguarding
the provision of Services for the Health Care Industry using
the Statement of Applicability dated June 26, 2015, revision
2.


AIM Specialty Health
Contact Center and IS&T
540 Lake Cook Rd
Deerfield
Illinois
60015
USA


The Information Security Management Program safeguarding
the provision of Services for the Health Care Industry using
the Statement of Applicability dated June 26, 2015, revision
2.


AIM Specialty Health
Contact Center
2 Westbrook Ct.
Westchester
Illinois
60154
USA


The Information Security Management Program safeguarding
the provision of Services for the Health Care Industry using
the Statement of Applicability dated June 26, 2015, revision
2.


AIM Specialty Health
Contact Center
505 N. Brand Blvd
Glendale
California
91203
USA


The Information Security Management Program safeguarding
the provision of Services for the Health Care Industry using
the Statement of Applicability dated June 26, 2015, revision
2.


Certificate No: IS 570905


Location Registered Activities


Original Registration Date: 09/30/2011 Effective Date: 09/30/2014
Latest Revision Date: 08/19/2015 Expiry Date: 09/29/2017


Page: 2 of 2
This certificate relates to the information security management system, and not to the products or services of the certified organization. The certificate reference
number, the mark of the certification body and/or the accreditation mark may not be shown on products or stated in documents regarding products or services.
Promotion material, advertisements or other documents showing or referring to this certificate, the trademark of the certification body, or the accreditation mark,
must comply with the intention of the certificate. The certificate does not of itself confer immunity on the certified organization from legal obligations.


This certificate remains the property of BSI and shall be returned immediately upon request.
An electronic certificate can be authenticated online. Printed copies can be validated at www.bsigroup.com/ClientDirectory
To be read in conjunction with the scope above or the attached appendix.
Information and Contact: BSI, Kitemark Court, Davy Avenue, Knowlhill, Milton Keynes MK5 8PP. Tel: + 44 845 080 9000
BSI Assurance UK Limited, registered in England under number 7805321 at 389 Chiswick High Road, London W4 4AL, UK.
A Member of the BSI Group of Companies.


Attachment 4.2-1b3: AIM ISO/IEC 27001:2013 Certification
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Anthem, Inc. Subcontractor Information  
(4.2.1.4) 4.1.1 Vendor Information – Anthem, Inc. Subcontractor Information 


 


Anthem, Inc.’s company profile is detailed in Table 4.2.1.4-6.  


  


4.1.1 Vendors must provide a company profile in the table format below. 
Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Table 4.2.1.4-6. Anthem, Inc. Company Profile 
Question Response 
Company name: Anthem, Inc. 


Ownership (sole proprietor, partnership, etc.): Corporation 
State of incorporation: Indiana 


Date of incorporation: 7/17/2001 


# of years in business: Fifteen years, however Anthem, Inc.’s subsidiaries have been in operation 
for more than 80 years. 


 
List of top officers: 


 Joseph Robert Swedish, President, CEO, and Chairman of the Board 
 John Edward Gallina, Chief Financial Officer 
 Robert David Kretschmer, Treasurer 
 Catherine Irene Kelaghan, Assistant Secretary 
 Kathleen Susan Kiefer, Corporate Secretary 
 Ronald William Penczek, Chief Accounting Officer 


Location of company headquarters: 120 Monument Circle 
Indianapolis, IN 46204 


Location(s) of the company offices: 120 Monument Circle 
Indianapolis, IN 46204 


Location(s) of the office that will provide the 
services described in this RFP: 


Local Health Plan Operations 
AMERIGROUP Nevada, Inc.  
9133 West Russell Road   
Las Vegas, NV 89148 
 
National Support Centers – Claims, Call Center, and Information 
Technology Locations 
1300 and 1330 Amerigroup Way 
Virginia Beach, VA 23464 
 
Claims Operations 
4200 West Cypress Street, Suite 900  
Tampa, FL 33607 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


2 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


193 


Location(s) from which employees will be 
assigned for this project: 


Anthem, Inc. Corporate Headquarters 
Monument Circle Building 
120 Monument Circle 
Indianapolis, IN 46204  
 
5250 S. Virginia Avenue  
Reno, NV 89502 
 
Davis Center 
2015 Staples Mill Road 
Richmond, VA 23230  
 
National Support Centers – Claims, Call Center, and Information 
Technology Locations 
1300 and 1330 Amerigroup Way 
Virginia Beach, VA 23464 
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(4.2.1.4) 4.1.2 Foreign Corporation Designation – Anthem, Inc. Subcontractor 
Information 


 


Anthem, Inc. (Anthem) is an Indiana domiciled public parent corporation and is the ultimate parent of 
both AMERIGROUP Nevada, Inc. (Amerigroup) and AMERIGROUP Corporation, a Delaware 
domiciled corporation and a foreign corporation qualified in Nevada. While Anthem is listed as a 
subcontractor under this RFP, the scope of work would be conducted through its subsidiary 
corporations Amerigroup, as the Applicant Vendor, and by AMERIGROUP Corporation, which holds 
two licenses issued by the Nevada Division of Insurance in accordance with Nevada statutes and 
regulations governing utilization review and claims payment activities and is the parent corporation of 
Amerigroup, the Applicant Vendor, is a domestic Nevada corporation. 


(4.2.1.4) 4.1.3 State of Nevada Licensure – Anthem, Inc. Subcontractor 
Information 


 


Anthem acknowledges that prior to doing business in the State of Nevada, it must be appropriately 
licensed by the state of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
Anthem’s Nevada Business License is detailed in Table 4.2.1.4-7. 


Table 4.2.1.4-7. Anthem, Inc. Business Licensure 
Question Response 


Nevada Business License Number: E0112222006-1* 


Legal Entity Name: Anthem, Inc. 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier (API) N/A 


*AMERIGROUP Corporation’s Nevada business license number. Anthem, Inc. is an Indiana domiciled public 
parent corporation and is the ultimate parent of both AMERIGROUP Nevada, Inc. (Amerigroup) and 
AMERIGROUP Corporation, a Delaware domiciled corporation and a foreign corporation qualified in Nevada. 
While Anthem, Inc. is listed as a subcontractor under this RFP, the scope of work will be conducted through its 
subsidiary corporations Amerigroup, as the Applicant Vendor, and by AMERIGROUP Corporation. 
 
 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License 
Number: 


 


Legal Entity Name:  
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 
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Yes  No  


 


(4.2.1.4) 4.1.4 Required Licensure – Anthem, Inc. Subcontractor Information 


 


Anthem acknowledges that some services may contain licensing requirements and that it is required to 
be proactive in verification of these requirements prior to submitting a proposal in response to this RFP. 


Anthem is an Indiana domiciled public parent corporation and is the ultimate parent of both 
AMERIGROUP Nevada, Inc. (Amerigroup) and AMERIGROUP Corporation, a Delaware domiciled 
corporation qualified as a foreign corporation in Nevada and a parent of Amerigroup. While Anthem 
is listed as a subcontractor under this RFP, the scope of work will be conducted through its subsidiary 
corporations Amerigroup, as the Applicant Vendor, and by AMERIGROUP Corporation, which holds 
two licenses issued by the Nevada Division of Insurance in accordance with Nevada statutes and 
regulations governing utilization review and claims payment activities:  


 Utilization Review Agent license, No. 20092, originally issued February 8, 2006, and maintained 
continuously since its date of issue. The license was most recently renewed on April 4, 2015 and 
valid until March 1, 2017. 


 Third Party Administrator license issued, No. 219992, October 1, 2009, and maintained 
continuously since its date of issue. The license is valid until June 1, 2018. 


(4.2.1.4) 4.1.5 Current Nevada Contracts – Anthem, Inc. Subcontractor Information 


 


Yes  No  
 


Anthem’s current Nevada contracts are summarized in Table 4.2.1.4-8. 


  


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  
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Table 4.2.1.4-8. Current Nevada Contracts 
Question Response 


Name of State agency: Nevada Department of Health and Human Services Division 
of Health Care Financing and Policy 


State agency contact name: Tammy Ritter, Chief, Managed Care & Quality 


Dates when services were performed: 2/1/2009 – present 


Type of duties performed: Current RFP/Contract #1988: Provide risk‐based capitated 
Managed Care Organization services in support of the Title 
XIX (Medicaid) and Title XXI State Child Health Insurance 
Program (Nevada Check Up) medical assistance programs. 


Total dollar value of the contract: This information has been included in Part IC – Confidential 
Technical Proposal 


 


(4.2.1.4) 4.1.6 Employee of State of Nevada Designation – Anthem, Inc. 
Subcontractor Information 


 


Yes  No  


 
Anthem does not employ any person who is a current employee of an agency of the State of Nevada, or 
any person who has been an employee of an agency of the State of Nevada within the past two years. 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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(4.2.1.4) 4.1.7 Prior and Pending Litigation – Anthem, Inc. Subcontractor 
Information 


 


Yes  No  
 


Anthem is proud of our partnership with Amerigroup and our long-standing service to Nevada 
Medicaid and Nevada Check Up members, and we look forward to continuing to deliver high-quality 
services under the new Contract. 


Anthem embraces accountability and transparency in all of our interactions with our state and federal 
partners, Amerigroup and its affiliate health plans, and other stakeholders. 


Anthem has no prior or ongoing significant contract failures, breaches, civil or criminal litigation, or 
investigations to disclose in response to question 4.1.7.  


While Anthem has no prior or ongoing significant matters to disclose, we are disclosing two cases in 
Table 4.2.1.4-9 involving Anthem given the media coverage of these two matters.  


Neither of these pending matters adversely affect Anthem’s ability now, or in the future, to perform or 
fulfill requirements under Amerigroup’s Nevada Medicaid and Nevada Check Up Contract. 


 
 
  


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
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Table 4.2.1.4-9. Litigation Involving Anthem 
Question Response 


Date of alleged contract failure or 
breach: 


N/A. The litigation was filed on 7/26/2016. 
Litigation filed by the federal government along with several state attorneys 
general against Anthem, Inc. and Cigna Corp as the result of the announced 
acquisition of Cigna Corp by Anthem, Inc. on July 24, 2015. 


Parties involved: United States of America, States of California, Colorado, Connecticut, District of 
Columbia, Georgia, Iowa, Maine, Maryland, New Hampshire, New York, 
Tennessee and Virginia, Anthem, Inc., Cigna Corp. 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Plaintiffs allege that the effect of the proposed merger, if approved, likely would 
be to lessen competition substantially, and to tend to create monopoly, in 
interstate trade and commerce in each of the relevant markets, in violation of 
Section 7 of the Clayton Act, 15 U.S.C. § 18. 


Amount in controversy: N/A. Plaintiffs seek to invalidate and enjoin Anthem, Inc.’s proposed acquisition 
of Cigna Corp. 


Resolution or current status of the 
dispute: 


Pending 


If the matter has resulted in a court 
case: 


Court Case Number 
United States District Court, Central 
District, Los Angeles, California  


5:16-cv-01138-AB-SP  


Status of the litigation: Pending 
 


Date of alleged contract failure or 
breach: 


N/A. The litigation was filed on 3/21/2016. 


Parties involved: Anthem, Inc., Express Scripts, Inc. 


Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Anthem, Inc. filed a lawsuit against Express Scripts, Inc., its vendor for 
pharmacy benefit management services, seeking to recover damages for 
pharmacy pricing that is higher than competitive benchmark pricing, damages 
related to operational breaches, and various declarations under the contract 
between the parties. 


Amount in controversy: Approximately $18 billion 


Resolution or current status of the 
dispute: 


Pending 


If the matter has resulted in a court 
case: 


Court Case Number 
U.S. District Court for the Southern 
District of New York 


1:16-cv-02048 


Status of the litigation: Pending 
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 (4.2.1.4) 4.1.8 Insurance Requirements – Anthem, Inc. Subcontractor Information 


 


Yes  No  
 


Anthem is currently compliant with all applicable insurance requirements, and will continue to meet 
all insurance requirements under the new Contract. Anthem acknowledges the requirement to provide 
the applicable Certificates of Insurance upon Contract award. 


 (4.2.1.4) 4.1.9 Background and Qualifications – Anthem, Inc. Subcontractor 
Information 


 


Anthem is a leading health benefits company in the United States. Through a broad portfolio of 
integrated health care plans and related services, Anthem delivers leading health benefit solutions to 
more than 39.6 million medical members.  


For programs similar to this RFP, Anthem and its affiliate health plans have more than 25 years of 
experience, and currently serve more than 6.3 million members in state-sponsored programs in 20 
states, including Nevada. The deep breadth of experience Anthem health plan affiliates bring includes 
fully integrated delivery systems that emphasize quality, efficiency, and improved member health and 
well-being. This experience also includes meeting the physical health, behavioral health, and social 
needs of specialized populations and programs. In addition to extensive experience serving low-
income, Medicaid, and CHIP populations, Anthem affiliates offer a wide variety of plans, products, 
and options to individuals age 65 and older such as Medicare supplement plans, Medicare Advantage 
(including Special Need Plans (SNPs), Dual Eligible Special Need Plans (D-SNPs), and private fee-
for-service plans), and Medicare Part D Prescription Drug Plans. 


Figure 4.2.1.4-2 provides a snapshot of Anthem’s and its affiliate health plans’ experience 
coordinating services similar to the services described in this RFP.  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 
 


Yes  No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations. 
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260.


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages.  
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Figure 4.2.1.4-2. Anthem’s and Its Affiliate Health Plans’ Experience Coordinating Services Similar to the Services 
Described in This RFP 


 
 


(4.2.1.4) 4.1.9.1 Health Maintenance Organization Qualification – Anthem, Inc. 
Subcontractor Information 


 


No, Anthem is not a Qualified Health Maintenance Organization.  


(4.2.1.4) 4.1.10 Experience Serving Nevada Medicaid Members – Anthem, Inc. 
Subcontractor Information 


 


Through its affiliate health plans, Anthem has coordinated benefits for low income and underserved 
populations for more than 25 years, currently serving more than 6.3 million members in 20 states, 
including 187,171 members in Nevada. Amerigroup, Anthem’s affiliate, has been serving members in 
Nevada for more than seven years.  


Table 4.2.1.4-10 lists the services described in this RFP that Anthem affiliates serve in 20 states; as 
well as the length of time the services have been provided.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 
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Table 4.2.1.4-10. Anthem and its Affiliate Health Plans Across 20 States Have Experience Coordinating Similar 
Services Described in this RFP  


 


(4.2.1.4) 4.1.11 Corporate Background – Anthem, Inc. Subcontractor Information 
 


(4.2.1.4) 4.1.11.1 Primary Services and Client Base – Anthem, Inc. Subcontractor 
Information 


 


Anthem is a leading health benefits company in the United States. Through a broad portfolio of 
integrated health care plans and related services, Anthem delivers leading health benefit solutions 
through its Commercial and Specialty Business, and Government Business segments. The Commercial 
and Specialty Business and Government Business segments both offer a diversified mix of managed 
care products, including PPOs, HMOs, traditional indemnity benefits and POS plans, as well as a 
variety of hybrid benefit plans including Consumer Directed Health Plans (CDHPs), hospital only, and 
limited benefit products. 


Anthem’s Commercial and Specialty Business segment includes Local Group, National Accounts, 
Individual, and Specialty businesses. Business units in the Commercial and Specialty Business 
segment offer fully-insured health products; provide a broad array of managed care services to self-
funded customers including claims processing, underwriting, stop loss insurance, actuarial services, 
provider network access, medical cost management, disease management, wellness programs and other 
administrative services; and provide an array of specialty and other insurance products and services 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 
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such as dental, vision, life and disability insurance benefits, radiology benefit management and 
analytics-driven personal health care guidance. 


Anthem’s Government Business segment includes Medicare and Medicaid businesses, National 
Government Services (NGS), and services provided to the federal government in connection with the 
Federal Employee Program (FEP). Medicare business includes services such as Medicare Advantage, 
Medicare Part D, and Medicare Supplement. Medicaid business includes managed care alternatives 
through publicly funded health care programs, including Medicaid; Temporary Assistance for Needy 
Family (TANF) programs; programs for seniors and people with disabilities (SPD); programs for 
Home and Community Based Waiver Services; Children’s Health Insurance Programs (CHIP); and 
Affordable Care Act (ACA)-related Medicaid expansion programs. NGS acts as a Medicare contractor 
in several regions across the nation. 


Combined with its affiliated health plans, Anthem serves 39.6 million medical members as of March 
31, 2016. 


(4.2.1.4) 4.1.11.2 Company Ownership, Shareholders, and Principals – Anthem, Inc. 
Subcontractor Information 


 


Anthem Inc. (Anthem) is an Indiana domiciled public parent corporation and is the ultimate parent of 
both AMERIGROUP Nevada, Inc. (Amerigroup) and AMERIGROUP Corporation. Anthem acquired 
AMERIGROUP Corporation on December 24, 2012. Anthem is a leading health benefits company in 
the United States. Through a broad portfolio of integrated health care plans and related services, 
Anthem delivers leading health benefit solutions to over 39.6 million medical members, including more 
than 6.3 million members in state-sponsored programs in Nevada and 19 other states. Anthem’s health 
plans have been the “go-to” choice for health care for more than 80 years across the nation, including 
for more than 47 years in Nevada.  


Shares of Anthem’s common stock are publicly traded on the New York Stock Exchange under the 
symbol ANTM. As such, Anthem common stock is acquired in the ordinary course of business through 
open market purchases. Based upon the most recent SEC filings, Anthem is aware of the following 
entities, listed below, that own beneficially five percent or more of the outstanding shares of Anthem’s 
common stock, and therefore indirectly own beneficially five percent or more of Amerigroup. It should 
be noted that beneficial ownership is determined in accordance with the SEC’s rules and regulations. 


Table 4.2.1.4-11 shows a breakdown of Major Stock Holders. 


Table 4.2.1.4-11. Anthem’s Major Stock Holders 
Top Institutional Holders Shares % owned Address Reported 


Price (T Rowe) Associates, Inc. 24,607,547 9.36 100 East Pratt Sheet 
Baltimore, Maryland 21202 


March 31, 2016 


Vanguard Group, Inc. 15,605,141 5.93 P.O. Box 2600 
Valley Forge, Pennsylvania 19482 


March 31, 2016 


 
  


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 
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Each of the entities listed above has filed a Form 13F and/or Schedule 13G with the SEC to identify its 
holdings as an institutional investment manager. If any of these entities had acquired 5 percent or 
more of Anthem's common stock other than for investment purposes, such entity would be required to 
file a Form 13D with the SEC within 10 days of such acquisition. Therefore, to our knowledge, the 
entities listed above have acquired Anthem’s common stock for investment purposes only. 


Officers and Directors identified as responsible for the conduct of the affairs of Anthem are included 
in Table 4.2.1.4-12. 


Table 4.2.1.4-12. Anthem Officers and Directors 


Anthem Officers: 


Joseph Robert Swedish, President, CEO, and Chairman of the Board 


John Edward Gallina, Chief Financial Officer 


Robert David Kretschmer, Treasurer 


Catherine Irene Kelaghan, Assistant Secretary 


Kathleen Susan Kiefer, Corporate Secretary  


Ronald William Penczek, Chief Accounting Officer 


Anthem Directors: 


Ronald Kerry Clark 


Robert Lee Dixon, Jr. 


Lewis Hay III 


Julie Anne Hill 


Ramiro Gomez Peru 


William Joseph Ryan 


George Alphonse Schaefer, Jr. 


Joseph Robert Swedish 


Elizabeth Edith Tallett 
 


(4.2.1.4) 4.1.11.3 Nevada Residency  – Anthem, Inc. Subcontractor Information 


 


Anthem is an Indiana corporation and is headquartered in Indianapolis, Indiana. Anthem has an 
affiliate in Nevada, AMERIGROUP Nevada, Inc. (Amerigroup), that is a resident of Nevada and was 
incorporated as a Nevada-domiciled company on August 11, 2005.  


The state of Indiana allows bidders or vendors, including bidders or vendors who are residents of the 
state of Nevada, to claim one of the following preferences: 


1. A business whose principal place of business is located in Indiana. 
2. A business that pays a majority of its payroll (in dollar volume) to residents of Indiana. 
3. A business that employs Indiana residents as a majority of its employees. 
4. A business that makes significant capital investments in Indiana. 
5. A business that has a substantial positive economic impact on Indiana. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 
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(4.2.1.4) 4.1.11.4 Disaster Recovery Back-up Sites – Anthem, Inc. Subcontractor 
Information 


 


Anthem’s data centers in Virginia Beach and Richmond, Virginia, host the majority of systems, 
applications, and technologies that support its Nevada programs. Each data center has a designated 
backup site. Critical systems in Virginia Beach have replicated backups in Harrisonburg, Virginia. 
Critical production systems in Richmond have standby systems in Harrisonburg, Virginia, and St. 
Louis, Missouri. 


(4.2.1.4) 4.1.11.5 Primary Point of Contact Information – Anthem, Inc. Subcontractor 
Information 


 


Anthem’s point of contact is Kathy Kiefer, vice president and corporate secretary. Ms. Kiefer’s address 
is 120 Monument Circle, Indianapolis, IN 46204; Ms. Kiefer’s telephone number is (317) 488-6562. 


(4.2.1.4) 4.1.11.6 Organizational Details – Anthem, Inc. Subcontractor Information 


 


Anthem’s assets, revenue and people are summarized in Table 4.2.1.4-13. 


Table 4.2.1.4-13. The Size of Anthem’s Organization in Assets, Revenue, and People 
Anthem, Inc. Through 2nd Quarter of 2016 
Assets $64,062.6 Million 
Revenue  $41,744.7 Million 
People 
 


53,049*
* as of August 10, 2016 


  


(4.2.1.4) 4.1.11.7 Senior Management and Key Personnel Organizational Chart 


 


Please refer to Figure 4.2.1.4-3 for Anthem’s organizational chart of senior management and key 
personnel, by function.  


4.1.11.4 The location of disaster recovery back-up site. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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Figure 4.2.1.4-3.  Anthem, Inc. Organizational Chart 
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(4.2.1.4) 4.1.11.8 Major Service Areas – Anthem, Inc. Subcontractor Information 


 


As indicated in Section 4.1.11.8, Anthem is a leading health benefits company in the United States. 
Through a broad portfolio of integrated health care plans and related services, Anthem delivers 
leading health benefit solutions through its Commercial and Specialty Business, and Government 
Business segments. The Commercial and Specialty Business and Government Business segments both 
offer a diversified mix of managed care products, including PPOs, HMOs, traditional indemnity 
benefits and POS plans, as well as a variety of hybrid benefit plans including CDHPs, hospital only, 
and limited benefit products. 


Anthem’s Commercial and Specialty Business segment includes its Local Group, National Accounts, 
Individual and Specialty businesses. Business units in the Commercial and Specialty Business segment 
offer fully-insured health products; provide a broad array of managed care services to self-funded 
customers including claims processing, underwriting, stop loss insurance, actuarial services, provider 
network access, medical cost management, disease management, wellness programs and other 
administrative services; and provide an array of specialty and other insurance products and services 
such as dental, vision, life and disability insurance benefits, radiology benefit management and 
analytics-driven personal health care guidance. 


Anthem’s Government Business segment includes Medicare and Medicaid businesses, National 
Government Services, and services provided to the federal government in connection with FEP. 
Medicare business includes services such as Medicare Advantage, Medicare Part D, and Medicare 
Supplement. Medicaid business includes managed care alternatives through publicly funded health 
care programs, including Medicaid; Temporary Assistance for Needy Family (TANF) programs; 
programs for seniors and people with disabilities (SPD); programs for Home and Community Based 
Waiver Services; Children’s Health Insurance Programs (CHIP); and ACA-related Medicaid 
expansion programs. NGS acts as a Medicare contractor in several regions across the nation. 


Combined with its affiliated health plans, Anthem serves 39.6 million medical members as of March 
31, 2016. 


(4.2.1.4) 4.1.11.9 Main Products and Service Lines, and Annual Revenues – Anthem, Inc. 
Subcontractor Information 


 


Anthem’s annual revenues for each product line for the two most recent years for which full data are 
available are included in Table 4.2.1.4-14. 


Table 4.2.1.4-14. Anthem’s Annual Operating Revenues for the Two Most Recent Years by Product Line 
Anthem, Inc. Annual Operating Revenues 2014 (All numbers in millions) 


Commercial and Specialty Business  $39,199.6  
Government Business $33,344.6 
Other $25.7 


Anthem, Inc. Annual Operating Revenues 2015 (All numbers in millions) 
Commercial and Specialty Business $37,570.0 
Government Business $40,307.0 
Other $21.0 


4.1.11.8 The areas of specialization. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 
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(4.2.1.4) 4.1.11.10 Corporate Goals – Anthem, Inc. Subcontractor Information 


 


Anthem’s Purpose Statement 
Together, we are transforming health care with trusted and caring solutions. 


Anthem’s Vision 
To be America's valued health partner. 


Anthem’s Values 
 Accountable 


 Caring 


 Easy to Do Business With 


 Innovative 


 Trustworthy


(4.2.1.4) 4.1.11.11 Future Growth and Development – Anthem, Inc. Subcontractor 
Information 


 


Anthem and its affiliates intend to expand in both existing and new markets 
through a combination of organic growth, strategic acquisitions, and efficient 
use of capital. Anthem will leverage its 25 years serving members in government 
programs across 20 states to scale new programs and solutions to address health 
care needs and support new membership and population expansions.  


Anthem’s growth strategy takes advantage of economies of scale, and leverages 
new and evolving technologies and products. Anthem believes geographic and 
product diversity reduces its exposure to local and regional regulatory, 
economic, and competitive pressures and provide increased growth 


opportunities. While Anthem has achieved strong growth as a result of strategic mergers and 
acquisitions, it has also achieved organic growth in existing markets over time by delivering excellent 
service, offering competitively priced products, and providing access to high-quality provider networks. 


The success in implementing new programs derives from one of Anthem’s core competencies—the 
ability to successfully implement new business while seamlessly transitioning new members and 
providers into its operations. Anthem’s affiliated health plans have never missed a contract 
implementation deadline in its experience of conducting 172 program implementations and 
expansions. 


Designated Implementation Experts 
Anthem leverages the implementation experience, processes, and best practices of its national award-
winning Implementation Management Office (IMO). The IMO is led by a certified Project 
Management Professional with more than 20 years of health insurance industry experience, and works 
worked closely with affiliated health plans to plan and execute implementations across the 
organization. IMO employees, with nearly 100 combined years of project management experience, 
manage all aspects of implementations in accordance with the Project Management Institute’s (PMI) 
global standards for project management methodology. The IMO is experienced in a range of 
implementation efforts from large-scale new government-sponsored health plans and products to 
support for existing business implementation under a new contract.  


4.1.11.10 The corporate philosophy and mission statement. 


4.1.11.11  A description of any plans for future growth and development of your organization. 
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Figure 4.2.1.4-4. Anthem, Inc. Recent Program Implementations and 
Expansions 


The IMO is dedicated full-time to support new and transitioning business. One of the IMO’s core 
competencies is its ability to successfully implement new health plan business while seamlessly 
transitioning new members and providers into its operations. The IMO has effectively implemented 
programs within required timelines—including building provider networks; configuring management 
information systems; establishing operational processes; and recruiting, hiring, and training qualified 
employees.  


(4.2.1.4) 4.1.11.12 Market Expansions and Business Line Additions – Anthem, Inc. 
Subcontractor Information 


 


Anthem and its health plan affiliates have extensive experience in providing cost-effective integrated 
benefits, services, care management, and transition plans for new populations receiving Medicaid 
coverage as of 2015. As an 
organization, Anthem is one of 
the few managed care 
organizations with the 
experience, capacity, 
infrastructure, and proven 
processes to implement 
innovative programs of any 
size and complexity. 
Furthermore, Anthem has 
never missed an operational 
start date, even with short 
implementation periods. To 
date, Anthem has conducted 
172 program implementations 
and expansions; Figure 
4.2.1.4-4 lists just some of its 
most recent efforts.  


  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 
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Recent Medicaid Expansions 
Anthem and its affiliated health plans recently rolled out its Home and Community Based Waiver 
Services product model and currently deliver Home and Community Based Waiver Services to over 
257,000 members in eight Medicaid markets.  


There were a number of factors that were carefully reviewed prior to entering these new markets with 
the Home and Community Based Waiver Services Product Model. For example: 


1. Potential Market Conditions 


 Population Summary. How are the needs of Home and Community Based Waiver Services 
members served today (fee-for-service)? What is the age range of enrollees and the average 
age? Is enrollment voluntary or mandatory?  


 Competitive Landscape. How many MCOs will be selected?  


 Nursing Facility Availability. Are the nursing facilities able to meet the needs in the state? 
For example, how many facilities are in the region or state, how many beds are filled, and 
how many Medicaid beds are available?  


 Assisted Living Facility/Adult Family Care Home Availability. Are other residential 
options able to meet the needs in the state? For example, what how many facilities are in 
the region or state and how many facilities have extended licenses?  


2. Competitive Advantage and Product Differentiators. While there are common needs across the 
Home and Community Based Waiver Services population, the model needed to be flexible 
enough to adapt to the specific requirements in each state. Anthem carefully considered where 
to use technology to help meet member needs in a way that made sense for the population and 
while achieving state goals.  


3. Network Enhancements. Home and Community Based Waiver Services requires enhancements 
to Anthem’s standard network management systems and processes to ensure that members 
with Home and Community Based Waiver Services needs have full access to the array of 
services and supports needed. Therefore, they enhanced the following Network Management 
functions:  


 Provider Enrollment and 
Contracting 


 Provider Reimbursement 


 Capacity Development 


 Training 


 Provider Relations


Quality Management and Data Sharing. Even with the existing robust Quality Management 
systems, some enhancements were needed to serve members with Home and Community Based 
Waiver Services needs. Anthem incorporated the adoption of clinical and non-clinical quality 
and performance metrics to holistically assess member experience, health, and supportive 
service patterns with future ability to link interrelated metrics that impact health status, well-
being, and overall cost of care. Additionally, this model involves health plan and corporate 
expertise and processes to collect adopted and state-specific quality metrics and performance 
measures (for example, clinical and non-clinical). Therefore, Anthem increased resources at 
the quality level employing at least one clinical or non-clinical specialty product quality 
manager who had experience with community-based supportive services and would be able to 
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interpret non-clinical quality measures. Anthem also enhanced quality metrics to incorporate 
National Core Indicators, HEDIS®, and utilization measures relevant to specialty populations.  


4. Program Integrity. Anthem generates savings for state customers by providing high-quality 
supports and services backed by solid financial systems that ensure proper payment of claims 
that are reasonably protected from fraud, waste, and abuse. Through its experience with 
Program Integrity for Home and Community Based Waiver Services specialty product models, 
Anthem identified and addressed the following considerations:  


 Specialty providers may have more limited capacity that requires a patient, flexible approach 
to address any deficiencies. This includes enhanced training and technical assistance rather 
than stricter compliance enforcement.  
 Lower anticipated caseloads for support coordinators increases opportunities to 


identify fraud, given that it is identified through complaints and not through systematic 
edits. 


 Member self-direction introduces more opportunity for joint accountability between 
members and their provider for fraud, waste, or abuse (For example, a member 
approves claims for services that were not provided or not properly delivered or 
documented).  


To address these issues, Anthem added specialized claims analysts and added provider training and 
technical assistance.  


Anthem affiliates have established Patient Protection and ACA Section 2703 health home (HH) 
services consistent with Centers for Medicare and Medicaid Services-approved State Plan Amendments 
in Iowa, Kansas, New York, and Washington for populations with a broad spectrum of chronic or 
complex conditions. Taken together, more than 8,000 members have been engaged in HH services in 
less than two years. In Washington, the participation rate went from five percent in 2013 to 23 percent 
in 2014 (more than a 300 percent increase). Anthem affiliates work directly with state-operated HHs in 
Maryland, New Jersey, Virginia, West Virginia, and Wisconsin to support coordination of care 
activities and provide support and consultation to state entities to plan and develop HHs in California 
and Tennessee. Anthem’s California affiliate is currently engaged in a HH pilot development. The 
program is expected to launch in 2017 and will be implemented in multiple counties. 


Experience Serving Other Populations 
Dual Eligibles: Anthem brings extensive national experience and innovative solutions to improve the 
quality of care and care coordination for persons who are eligible for both Medicare and Medicaid. Its 
health plan affiliates have coordinated and authorized services for dual eligible members since 1994 
and began offering Medicare Advantage D-SNPs in 2006. Nationwide, Anthem and its affiliates serve 
more than 312,000 dual eligible members, including more than 85,000 members enrolled in D-SNP 
plans in 16 states and more than 34,000 members enrolled in Dual Eligible Demonstration plans in 
three states: California, Texas, and Virginia.  


Providing Health Homes (HHs): Anthem affiliates have established Patient Protection and Affordable 
Care Act Section 2703 HHs consistent with CMS-approved State Plan Amendments in Iowa, Kansas, 
New York, and Washington for populations with a broad spectrum of chronic or complex conditions. 
Taken together, more than 8,000 members have been engaged in HH services in less than two years. In 
Washington, participation rate went from five percent in 2013 to 23 percent in 2014 (more than 300 
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percent higher). Anthem affiliates work directly with state-operated HHs in Maryland, New Jersey, 
Virginia, West Virginia, and Wisconsin to support coordination of care activities and provide support 
and consultation to state entities to plan and develop HHs in California and Tennessee. Its California 
affiliate is currently engaged in an HH pilot development. The program is expected to launch in 2017 
and will be implemented in multiple counties. 


Serving Populations with Intellectual and Developmental Disabilities (ID/DD): Anthem’s experience is 
augmented by that of its affiliate health plans. Together they serve more than 30,000 members in 
ID/DD and Day Support (DS) Waivers across 11 states. Its affiliates in Iowa, Kansas, and Tennessee 
provide fully integrated I/DD programs. In addition, Anthem and its affiliates bring more than 17 years 
of experience coordinating Home and Community Based Waiver Services for members with an array 
of disabilities, including those with ID/DD.  


Expansion Implementation Approach and Methodology  
Anthem’s methodology is to leverage its experience, fully engage our local leadership/administrative 
infrastructure, and build on strong relationships with state officials and established provider networks.  


Anthem employs award-winning project managers who follow the Project Management Institute (PMI) 
methodologies, which have enabled it to standardize its processes that help solidify successful 
outcomes. Anthem’s team focuses on organizational skills and strategic effectiveness through high-
level planning sessions that help assure the right methodologies are deployed for its project. From a 
highly trained, professional group of subject matter experts who are pulled from key functional areas 
to their Implementation Project Team, Anthem adheres to a formal project management lifecycle, 
which includes: 


 Formal engagement/documentation of resources dedicated to the project 


 Meetings with the State’s project/technical teams 


 Formal communication plan/weekly reporting 


 Risk management, mitigation, and contingency plans 


 Internal readiness reviews 


 On-site go-live and post go-live support 


 Full engagement of local Nevada operations  


Transparent and ongoing stakeholder communication is critical throughout development, 
implementation, and after start-up. Proactive information sharing identifies best practices and lessons 
learned throughout the process. Anthem creates opportunities for stakeholders to provide feedback so 
that it can respond and take action. As part of the quality structure, Anthem establishes a member 
advisory committee as a forum for member, family, and caregiver input and influence. These 
procedures and best practices allow them to positively impact the health of members, sustain profits, 
and create a seamless system that spans acute medical care and long-term services and supports. 
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(4.2.1.4) 4.1.11.13 Experience Serving Nevada Medicaid Members – Anthem, Inc. 
Subcontractor Information 


  


Through its affiliate health plans, Anthem has more than 25 years of experience serving members 
enrolled in government-sponsored programs, currently serving more than 6.3 million members in 20 
states including Nevada.  


Table 4.2.1.4-15 below demonstrates the breadth of Anthem’s experience in such programs, including 
the length of time Anthem’s affiliates have been coordinating care for members in their respective 
states, and the number of members served as of June 30, 2016.  


Table 4.2.1.4-15. Anthem has Experience Coordinating Care for Members Across 20 States  


State TANF CHIP ABD 


Home and 
Community 


Based 
Waiver 
Services 


Foster Care
Expanded 
Medicaid 
Eligibility 


Number of 
Years 


Serving 
Medicaid 
Members* 


Total Members 
Served 


California           25 1,253,148 


Florida            13 606,452 


Georgia          10 381,314 


Indiana            9 396,367 


Iowa             <1 191,194 


Kansas            9 135,337 


Kentucky            2 107,187 


Louisiana          4 150,182 


Maryland            17 270,311 


Massachusetts        21 23,394 


Nevada          7 187,171 


New Jersey             20 203,045 


New York            25 465,032 


South 
Carolina 


      
  


9 
87,172 


Tennessee          9 451,016 


Texas           19 776,548 


Virginia           20 286,569 


Washington            4 147,734 


West Virginia        13 131,944 


Wisconsin         11 85,194 
*Not all populations listed have been served since the inception of each program.  


  


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
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(4.2.1.4) 4.1.12 Experience – Anthem, Inc. Subcontractor Information 
 


(4.2.1.4) 4.1.12.1 Experience in Providing Requested Services – Anthem, Inc. 
Subcontractor Information 


 


A. Managing a Network of Medicaid Providers 
Anthem and its affiliates directly develop and manage networks of Medicaid providers. Anthem 
provides strategic support to its affiliate health plans when appropriate, such as providing resources 
necessary to facilitate rapid network development in new markets or to expand covered services and 
populations in existing markets; delivering high quality services; establishing and testing of innovative 
provider payment methodologies; providing culturally competent care; creating best practices related to 
Medical Homes, ACA-compliant health homes, and continued training and education for providers in 
its network. 


Anthem’s affiliate health plans have coordinated Medicaid and state-sponsored plan benefits for more 
than 25 years. Anthem is ready to expand its provider network to meet any future changes in covered 
services, geographic service areas, covered populations, and legislative requirements. As a national 
organization that is a recognized leader in Medicaid and managed Aged, Blind, and Disabled (ABD) 
and Home and Community Based Waiver Services programs, Anthem will leverage the best practices 
of its affiliate health plans as well as its Nevada experience to develop comprehensive provider 
recruitment plans if additional Nevada counties, services, or populations should be included in the 
Medicaid program. Anthem will leverage the experience of its affiliates who have demonstrated 
experience across the country, serving more than 257,000 members who receive care through managed 
ABD/ Home and Community Based Waiver Services programs in eight states. Anthem affiliates also 
have extensive experience serving members with complex needs, including those who receive ABD/ 
Home and Community Based Waiver Services benefits and fully integrated and acute-only care 
through supports for individuals with ID/DD, children in foster care, and dual eligible members. 


B. Managed Care Programs for Medicaid Recipients 
Anthem and its subsidiaries have provided administration and technology support to its health plans 
administering state sponsored programs, since 1991. Today, Anthem affiliate health plans coordinate 
care for more than 6.3 million members in 20 states. Members receive care that is accessible, 
accountable, comprehensive, integrated, and patient-centered. Anthem affiliate health plans provide 
ongoing community relations and outreach to encourage members to become active participants in 
their health care. Through health education programs, members are empowered to choose and sustain 
a healthy lifestyle. Anthem does not manage these programs directly but provides support in 
conformance with local health plan policies and procedures. 


In Figure 4.2.1.4-5, Anthem presents the overview of its organizational experience serving members 
enrolled in state-sponsored programs across the country.  


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel. 
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Figure 4.2.1.4-5. Anthem Affiliate Health Plans Coordinate Care for More than 6.3 Million Members in 20 States 


 


C. Managing and Improving Health Outcomes for Program Recipients 
Anthem is committed to helping members improve their quality of life and health outcomes by 
developing innovative care management programs and services. Anthem and its affiliates have a long 
history of promoting holistic, person-centered systems of care for all members, including those with 
complex needs. Members are assured care that is accessible, accountable, comprehensive, integrated, 
and member-centered. Below Anthem provides examples of initiatives it has implemented to improve 
health outcomes for members. 


Innovation through the CareMore Model 
An Anthem company and Amerigroup affiliate, CareMore combines medical supervision, high-touch 
clinical expertise, and a revolutionary path to member engagement. This exclusive benefit for members 
provides an integrated solution to directly address access, close gaps in care, and provide extra support 
for members with complex and/or chronic conditions.  


CareMore currently serves approximately 20,000 Medicaid members in collaborations with Anthem 
health plans in Tennessee and Iowa; approximately 5,000 members through a Medicare-Medicaid 
Plan (MMP) in California; in addition to Nevada, and provides care for members in its Medicare 
Advantage plans in California, Arizona, and Virginia. 


The CareMore clinical model can be adapted to meet the needs of growing and changing membership, 
and can be deployed in various geographies. Anthem will continually evaluate members’ experience 
and outcomes as a result of participation in a CareMore program, and consider expansion 
opportunities where additional impacts can improve the quality of life for members and help Nevada 
reach its goals.  


Federally Qualified Health Centers (FQHC) Strategy 
Anthem and its affiliate health plans that serve state-sponsored health programs, which includes 
Nevada, have a strong history of working with FQHCs, many of which are part of Anthem’s quality 
improvement and member-centered medical home programs in many states. The ongoing collaboration 
with these agencies helps to provide better outcomes for members, and uses a results-driven reward 
system to incentivize physicians to meet quality and other health care access targets. 
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Anthem collaborates with FQHCs on projects and initiatives designed to produce improved outcomes 
for members, and understands the value that local health agencies and community-based organizations 
have in the delivery of health care to the Medicaid population.  


D. Administering Medicaid Utilization and Case Management Programs 
Anthem has over 25 years of experience providing administration and technology support to its 
affiliates that administer Medicaid utilization and case management programs. Anthem does not 
manage utilization and management programs directly for Medicaid programs.  


Under the direction of each local health plan and in accordance with local policies and procedures, 
Anthem provides cost-effective services related to utilization management, physical and behavioral 
health through its National Customer Care (NCC) Center, which coordinates utilization management 
activities with each health plan, disease management (DM) through designated state-specific care 
management teams at its Integrated Disease Management Center, and pharmacy management through 
an in-house clinical leadership team. In addition, Anthem’s national Health Care Management 
Services team, led by an experienced team of national medical directors for both physical and 
behavioral health, provides strategic support with respect to: 


 Implementing health care management programs  


 Identifying national trends and best practices, which are shared with all affiliate health plans (such 
as the maternal child health program) 


 Monitoring provider reimbursement trends 


 Monitoring clinical operations (such as promoting consistent use of utilization management 
guidelines and criteria) 


 Developing health promotion materials 


E. Medicaid Claims Processing and Adjudication  
Anthem and its affiliated health plans have over 25 years of experience processing Medicaid claims, 
including more than seven years in Nevada. The entire organization is committed to processing claims 
in accordance with state and federal statutes and regulations, and with any requirements of a state 
program its affiliates administer. Anthem’s goal is to provide the best possible service to all 
stakeholders. A key component of that is timely and accurate claims payment. Anthem knows how 
critical this is to maintain provider satisfaction. Anthem pays claims accurately, timely, and in 
compliance with the State’s claims payment requirements. Anthem’s claims system captures and stores 
the date of receipt for paper and electronic claims and the date of payment (check or other payment 
form) or denial decision. 


In Nevada alone, Anthem processed more than 8.9 million Nevada Medicaid and Nevada Check Up 
claims since 2009; in the first six months of 2016, Anthem processed 1,084,441 claims in an average 
turnaround time (date of receipt to date of payment to the provider) of 4.7 days. 


Anthem accepts paper and electronic claims to offer providers maximum flexibility. Anthem captures 
and maintains the date received for both paper and electronic claims. Claims formats are industry-
standard and HIPAA-compliant. Regardless of entry source (paper or electronic) or provider type (in- 
or out-of-network), all claims pass through the same edits and adjudication processes for consistency. 


Anthem’s claims processing system is fully capable of supporting other covered populations, if the 
DHCFP should decide to expand the managed care program. As an example, Anthem affiliates use the 
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same claims processing system to pay claims for more than 257,000 members who receive care through 
managed Home and Community Based Waiver Services programs in eight states. In the last 12 months 
(June 1, 2015 to May 30, 2016), this same system processed more than 3.3 million claims from Home 
and Community Based Waiver Services providers, including over 400,000 from non-traditional 
providers such as those offering home-delivered meals, home-modification services, and personal 
emergency response systems. If the DHCFP should expand to other Medicaid populations, Anthem will 
leverage this experience to properly configure its claims processing system and expand the Nevada 
claims operations. 


F. Project Management 
Anthem brings discipline and rigor to project management across the organization. Whether it is a new 
product implementation, product or geographic expansion, new market expansion, or process 
improvement initiative; they rely on leaders and employees with the training and skills required to 
achieve the goals and objectives efficiently.  


Proven Track Record of Implementation Experience  
Anthem has a strong track record of successful program implementations and expansions and has 
built a reputation of fostering strong partnerships, honoring commitments, and doing whatever it takes 
to make sure deliverables are met on time and transitions are as seamless as possible for members. 
Anthem’s success in implementing the Medicaid Managed Care program in Nevada derives from one 
of its core competencies—the ability to successfully implement new business 
while seamlessly transitioning new members and providers into its operations. 
Anthem has never missed a contract implementation deadline in its experience 
of conducting 172 program implementations and expansions across the 
country. 


Designated Implementation Experts 
Designating experts from Anthem’s national organization to support local 
health plan employees fosters a depth of knowledge for each implementation 
and consistency in program start up. In other states in which they have 
expanded existing service areas, added new populations, or launched new products, they have 
continued this best practice. 


Anthem leverages the implementation experience, processes, and best practices of its national award-
winning Implementation Management Office (IMO). The IMO is led by a certified Project 
Management Professional with more than 20 years of health insurance industry experience, and has 
worked closely with Anthem to plan and execute implementations across the organization. IMO 
employees, with nearly 100 combined years of project management experience, manage all aspects of 
implementations in accordance with the Project Management Institute’s (PMI) global standards for 
project management methodology. The IMO is experienced in a range of implementation efforts from 
large-scale new government-sponsored health plans and products to support for existing business 
implementation under a new contract.  


The IMO is dedicated full-time to support new and transitioning business. One of the IMO’s core 
competencies is its ability to successfully implement new health plan business while seamlessly 
transitioning new members and providers into its operations. The IMO has effectively implemented 
programs within required timelines—including building provider networks; configuring management 
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information systems; establishing operational processes; and recruiting, hiring, and training qualified 
employees. The IMO received the 2014 Project Management Office (PMO) of the Year award for its 
demonstrated success from the Project Management Institute, the world’s largest association for 
Project Managers.  


G. Qualifications of Key Personnel 
All key personnel identified for the Contract are Nevada employees. The Anthem parent organization 
provides additional resources to support Nevada contract responsibilities, which will continue under 
this RFP Contract. In Section 4.1.12.5, Anthem lists these staff and their responsibilities by the areas 
listed in this requirement. Anthem also brings a large contingent of other staff, listed in Section 
4.1.12.6 who assist Nevada employees in creating better results for members and increased value for 
the State.  


(4.2.1.4) 4.1.12.2 Experience with Performance Incentives – Anthem, Inc. Subcontractor 
Information 


 


Anthem provides administrative and technological support to several of its affiliate health plans that 
currently operate under performance incentive programs. When effectively designed and implemented, 
performance incentives align payment and quality to improve the quality and delivery of health care to 
its members. Anthem and its affiliates are experts in the use of physician incentives and other value-
based provider reimbursement programs to drive improvements in evidence-based, clinical 
performance. As a national organization that is a recognized leader in full-risk managed care 
programs for Medicaid and CHIP populations similar to Nevada, Anthem leverages the best practices 
of its affiliate health plans to deploy impactful 
provider incentive programs that align with 
members’ needs while realizing greater budget 
predictability.  


Provider Collaboration and Value Based 
Reimbursement  
Anthem’s provider collaboration model 
encompasses an array of solutions and supports 
for providers, including payment solutions 
(value based payment (VBP) arrangements and 
quality-based incentives that reward providers 
for meeting certain cost and quality metrics), data solutions (data analytics and tools that support VBP 
arrangements), advisory solutions (care supports that help providers manage care and practice 
supports that help providers manage their practices), experience solutions (member engagement in 
their own health), and business solutions (supporting and streamlining administrative processes to 
make it easier for providers to do business with Anthem and its affiliates). 


As a national organization that is a recognized leader in Medicaid and Children’s Health Insurance 
Program managed care programs, Anthem leverages the best practices of its affiliate health plans to 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 
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deploy impactful provider incentive and VBP programs that align with its members’ needs while 
realizing greater budget predictability.  


Anthem’s VBP models are aligned with CMS Category 2 through 4 definitions. Anthem’s array of 
VBP models spans all lines of business, including commercial, Medicare, and Medicaid programs. 
They look for opportunities, where feasible, to align these models across all lines of business with 
common providers. Anthem does not use a “one size fits all” approach because it understands that 
providers and the members they jointly serve can be vastly different. Rather, Anthem’s VBP models are 
designed to meet providers where they are and focus on issues prevalent to their patient population.  


Nationally, more than 3,700,000 Medicaid members (approximately 62 percent of Anthem and its 
affiliates’ Medicaid members) have a PCP or attributed provider who is participating in one or more of 
its Category 2 through 4 VBP models. Of that, more than 2,391,000 Medicaid members (approximately 
40 percent of Anthem and its affiliates’ Medicaid members) are currently associated with providers 
who are participating in its Provider Quality Incentive Program (PQIP), shared savings/shared risk, or 
other Category 3 and 4 programs. In Nevada, more than 95,000 members (approximately 52 percent of 
Anthem affiliate's Nevada Medicaid members) are associated with a PCP who is participating in PQIP.  


Anthem is aligned with CMS’ goal to significantly transition medical expense spending from 
traditional fee-for-service (FFS) reimbursement to payments based on quality and value. Anthem’s 
company-wide goal across all lines of business is for 50 percent of its medical expense spending to be 
tied to Category 3 and 4 programs by the end of 2018.  


An analysis of 2015 outcomes data showed that PCPs who participate in Anthem’s PQIP program 
nationally had higher year-over-year quality improvement rates compared to non-participating 
providers, with one Medicaid market showing an overall 9 percent favorable difference in quality 
performance. In addition, medical cost efficiency improved 1.7 percent overall, with providers in one 
Medicaid market achieving a 14.7 percent year-over-year improvement in their full-year 2014 
efficiency (as measured by the medical loss ratio of their attributed members). 


Accountable Care Organization Shared Savings/Shared Risk Programs 
Anthem’s shared savings, shared risk and delegated risk contracting models used in Nevada and 14 
other states incentivize health systems and their providers to efficiently and holistically manage 
member care and improve health outcomes by reducing use of unnecessary services like non-emergent 
emergency room use; focusing on care coordination for the members most at risk for high utilization; 
effectively coordinating specialty care; and increasing preventive and wellness care. Shared savings 
arrangements promote joint collaboration between Anthem affiliates and providers in its networks to 
maximize the health of members for whom there is a shared responsibility.  


All of Anthem’s shared savings, shared risk, and delegated risk models contain a quality component 
based on specific quality measures and thresholds that must be met before any savings or surplus 
payments are made. Nationwide, over 842,000 Medicaid members have a PCP who is participating in 
Anthem affiliates’ shared savings or shared risk models. An analysis of 2014 outcomes showed that 
participating PCPs had higher year-over-year quality improvement rates compared to non-
participating providers, with one Medicaid market showing an overall nine percent favorable 
difference in quality performance. In addition, medical cost efficiency improved 1.7 percent overall, 
with providers in one Medicaid market achieving a 14.7 percent year-over-year improvement in their 
full-year 2014 efficiency (as measured by the medical loss ratio of their attributed members).  
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Recommended Performance Measures 
Anthem and its affiliated health plans have worked collaboratively with states across the country to 
implement quality metrics for measuring and improving quality of care. Through this experience, 
Anthem has developed several principles for success that they recommend when designing 
performance incentive programs:  


 Select a small number of measures (up to five) that reflect the highest priorities for population 
health improvement. This allows quality improvement efforts to be concentrated so they will have 
the best chance of success. After the program has matured, additional measures can be added or 
substituted. 


 Quality metrics should include existing, widely accepted, evidence-based and peer-reviewed 
measures of quality such as HEDIS. This helps both MCOs and the State to use quality rankings as 
targets for improvement and allows for comparative analysis based on regional variations. 
Additionally, HEDIS measures are well known by the provider community, allowing for ease in 
defining a starting point for a new program. 


 Quality measures should reflect health issues that are prevalent in the population. A measure may 
be desired but if the prevalence of the condition or procedure is low in the population, the 
denominator for measuring will be small and will have the tendency towards large statistical 
variance that distorts true improvement versus chance. 


 Administrative HEDIS measures facilitate timely and ongoing quality improvement by allowing 
MCOs to monitor progress year-round and intervene in real time. HEDIS measures that require 
medical chart review have significant time lag before the health plan and providers can confirm the 
final rate each year. This delays understanding of whether interventions are working as well as the 
ultimate calculation of incentives. 


(4.2.1.4) 4.1.12.3 Investment in Improvement – Anthem, Inc. Subcontractor Information 


 


Anthem its affiliates continually identify, test, and measure the impact of potential program 
innovations and best practices. Each individual health plan then adopts and adapts those that may be 
applicable based on their specific market needs. As national thought leaders in sharing and 
recommending widespread adoption of best practices in the delivery of Medicaid services and 
programs, Anthem invests considerable resources to continuously improve Systems of Care. Examples 
of Anthem’s commitment to achieving results are outlined below.  


 Effectiveness of Anthem’s customizable training approach based on the market it is serving and the 
nature of contact its staff may have with members, providers, and other stakeholders through 
Anthem’s Medicaid Training Academy.  


 Innovative pilots and programs that improve accessibilty, quality, and appropriateness of services, 
such as the CareMore program  


 Innovative training and certification programs for case managers 


 Technology enhancements to improve access to care for members, such as LiveHealth Online 


 Online appointment scheduling of preventive and primary care services 


 Maternal and child health programs and Me and Maternal-Child Substance Use Disorder (SUD) 
Program  


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 
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 Innovative outreach tools such as interactive voice response (IVR) and texting for members with 
high-risk pregnancies and text reminders for parents about preventive health and screening services 


 Personal Health Records streamline administration and foster safety and quality in service delivery 


 Predictive models to identify and prioritize outreach for those members with the greatest risk levels 


(4.2.1.4) 4.1.12.4 Experience Working with State Governments – Anthem, Inc. 
Subcontractor Information 


 
Nationwide, Anthem and its affiliate health plans have more than 25 years of experience in 
government-sponsored programs serving more than 6.3 million members in 20 states. In addition to its 
deep and lasting relations in the states where they have operational health plans, Anthem is a thought 
leader in a variety of policy forums and works to continue to develop innovative solutions to state 
governments’ most vexing health care issues.  


(4.2.1.4) 4.1.12.5 Key Personnel – Anthem, Inc. Subcontractor Information 


 


Tables 4.2.1.4-16 through 4.2.1.4-26 list Anthem’s key personnel and their specific responsibilities in 
relation to the RFP requirements. Anthem has included resumes for each in Attachment 4.4 
Subcontractor Resumes: Anthem, Inc., per the RFP requirements.  


Table 4.2.1.4-16. Medicaid Compliance Officer Responsibilities 
Name Sheri Starcher 


Title Medicaid Compliance Officer 
Responsibilities  Responsible for the development and deployment of the annual Nevada Compliance Work 


Plan, Compliance Committee, and policy and procedure development.  
 Responsible for identifying and mitigating risks, working with staff to understand regulatory 


and contractual requirements, monitoring and auditing activities, reporting issues to the 
national compliance team, supporting various functional areas in understanding compliance 
requirements, and educating and training staff regarding compliance and regulatory matters. 


 Oversees staff responsible for participating, organizing, and addressing issues identified 
during audits performed by regulatory bodies and assures that the health plan meets the 
requirements of the Corporate Integrity Agreement.  


 Performs marketing event monitoring, reviews and approves Value Added Services, addresses 
and responds to investigations specific to the health plan, and assists in development of 
national tools to support other health plan compliance professionals.  


 Responsible for promoting the national compliance culture at the health plan level. 


 
  


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein.  
This information must be included in vendor’s technical response to the RFP. 
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Table 4.2.1.4-17. Staff Vice President Technology Responsibilities 


Name Robin Favret  


Title Staff Vice President Technology 
Responsibilities Ms. Favret has more than 32 years of experience in the health care field focusing on claims 


processing, enrollment and capitation, provider data management, and encounters reporting on 
health care experience. Under the Contract, Ms. Favret:  
 Oversees a dedicated team of Information Technology Account Managers who function as 


lead technical contacts to the State and its associated trading partners; participate in technical 
and operational meetings, audits, and readiness reviews; leverage industry, corporate, and 
health plan knowledge to partner with the State in developing solutions for operational or 
system issues. 


 Collaborate with ITS development areas to offer technology solutions by leveraging existing 
capabilities whenever possible. 


 Support development of new business requirements, as well as technical solutions, in 
collaboration with the business and ITS development areas. 


 
Table 4.2.1.4-18. Managing Associate General Counsel Responsibilities 


Name Stephen Ford 


Title Managing Associate General Counsel 
Responsibilities Supports the health plan by providing legal expertise. In this role, Mr. Ford: 


 Leverages in-depth knowledge of a legal specialty or area of law to provide advice and 
recommendations to executives and management on highly complex matters that have a 
broad organizational impact and high level of risk.  


 Partners with clients to drive strategic outcomes and make complex decisions.  
 Carries out research of legal principles and precedents and consults with outside counsel on 


legal strategies on particular issues.  
 Uses professional legal theories and best practices to contribute to development of concepts 


and principles and achieve objectives in an original and highly effective way.  
 Provides general and detailed instructions for more junior members of the department and 


concise, timely briefings to senior level business and legal management.  
 Confers with other senior leaders.  
 Works on extremely complex, multifaceted problems where analysis of solutions and facts 


require expert evaluation of intangible variables.  
 Develops methods, approaches, and evaluation criteria for obtaining results.  
 Provides ad hoc work direction and supervision to other legal staff in support of active cases. 


Assesses and mitigates risk on even the most difficult and challenging issues.  
 Manages high-level organizational risks. 


 
Table 4.2.1.4-19. Staff Vice President Medicaid Member/Provider Services Responsibilities 


Name Stephen Decker 


Title Staff Vice President Medicaid Member/Provider Services 
Responsibilities  Leads Customer Service Operations, Enrollment and Billing, Business Support Services, and 


Pre-Certification functional areas spanning nine operational site locations  
 Drives results to improve customer (member, provider ) satisfaction 
 Oversees multiple site clinical and non-clinical Medicaid member and provider services 


teams, ensuring delivery of superior experience in a multi-channel environment and ensures 
timely and accurate management of member enrollment and billing activities.  


 Leads the effort for Operations integration and due diligence assessment related to new 
acquisitions, new business and membership expansion with focus on products, processes 
and/or technology to ensure successful transition of core business functions.  


 Leads operations involvement in systems consolidation efforts, process improvement, 
compliance requirements, and monitors state/federal regulations.  


 Manages special projects and oversees budget.  
 Hires, trains, coaches, counsels, and evaluates performance of direct reports.  
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Table 4.2.1.4-20. Claims Administrator Responsibilities 
Name Pamela Monahan 


Title Claims Administrator 
Responsibilities  Oversees strategic and operational business needs, including claims payment, appeals and 


adjustment, provider data management operations, and business strategy to assure that 
immediate and long-term objectives and related financial results are met.  


 Oversees claims and provider lifecycle management operations for Medicaid and Medicare in 
multiple sites and executes strategies to deliver industry leading service results.  


 Improves processes and partners across lines of business to develop consistency and share 
best practices.  


 Drives results to improve customer (member, provider, and health plan) satisfaction and 
quality outcomes in all functional areas.  


 Builds strong partnerships with health plan presidents, collaborates with IT, Finance, 
Enterprise Benefit Administration, Provider Engagement and Contracting, Sales, and 
Internal Audit Departments.  


 Leads operations’ involvement in systems consolidation efforts, new business and expansion 
efforts, compliance requirements, and monitors State/federal regulations to mitigate 
regulatory, financial, and other business risks.  


 Manages special projects and oversees budget.  
 Hires, trains, coaches, counsels, and evaluates performance of direct reports. 


 
Table 4.2.1.4-21. Manager Claims Nevada Responsibilities 


 Name Pamela Booth 


Title Manager Claims Nevada 
Responsibilities Directly manages claims for the Nevada market. Ms. Booth has the expertise necessary to manage 


an efficient claims team. Under the Contract, Ms. Booth:  
 Directs the processing and payment of claims.  
 Provides guidance on the most complex claims.  
 Provides quality control services by monitoring work results of direct reports.  
 Performs audits to monitor efficiency and compliance with policies.  
 Provides policyholder relationship management.  
 Manages operational risk.  
 Manages multiple functions requiring unique sets of knowledge or has significant fiscal 


accountability over and above routine people/equipment costs 


 
Table 4.2.1.4-22. Field Support Technician Responsibilities 


Name Dwayne Cevis 


Title Field Support Technician 
Responsibilities  Provides break-fix services on servers, laptops, and desktops.  


 Conducts hardware refresh projects and software deployments.  
 Performs software and hardware trouble-shooting.  
 Provides customer service, problem resolution, parts inventory, parts warranty procurement 


and reimbursement, as well as common clerical and administrative tasks daily. 
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Table 4.2.1.4-23. Human Resources Manager Senior Responsibilities 
Name Melinda Moore 


Title Human Resources Manager Senior 
Responsibilities  Addresses organizational challenges using people-related solutions, understanding every 


aspect of the business, and serving not only as Human Resources (HR) thought leaders, but 
also as an integral team member on the Washington and Nevada senior leadership teams.  


 Develops, leads, and executes programs to support Anthem associates and leaders, including 
talent management, career planning, performance management, leadership coaching, data 
analysis, compensation and rewards, learning and development, recognition programs, 
strategic leadership, and organizational development.  


 Reports directly to West Division HR Director with dotted line responsibility to Washington 
and Nevada health plan president. 


 
Table 4.2.1.4-24. Recipient Services Manager Responsibilities 


Name Carie Ward 


Title Recipient Services Manager  
Responsibilities  Administers a broad range of services needed by policy owners/clients to maintain in-force 


policies or new business.  
 Develops and implements complaint resolution procedures and assures that area is staffed 


and trained to handle inquiries from agents and policy owners.  
 Develops short- and long-term customer service objectives and continuously monitors 


procedures to verify that these are met by staff.  
 Encourages staff development and training.  
 Stays abreast of State and federal regulations.  
 Develops and manages the annual operating budget within financial objectives and assures 


that service and goals are met. Hires, trains, coaches, counsels, and evaluates performance of 
direct reports.  


 Instrumental in successful implementations of the Texas RSA, Washington State, Kansas, 
and other health plans. 


 
Table 4.2.1.4-25. Director Special Investigations/Program Integrity Responsibilities 


Name Carl Reinhardt 


Title Director Special Investigations/Program Integrity 
Responsibilities  Oversees staffing and manages associates in multiples locations to assure that adequate 


resources exist to investigate fraud and abuse.  
 Assists the vice president in setting priorities, goals, and objectives for the Fraud and Abuse 


Department.  
 Collaborates with the Legal and Business Departments to determine the best course of action 


against a perpetrator of fraud or abuse.  
 Establishes process for assignment of cases to investigators.  
 Establishes processes for handling referrals of suspected fraud and abuse from 


internal/external sources and tracking referrals to disposition.  
 Leads and directs multiple functions and/or teams across the national Special Investigation 


Unit, including investigations, case intake and assignment, and data analysis. 
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Table 4.2.1.4-26. Manager Business Information Responsibilities 
Name Berna Montes 


Title Manager Business Information  
Responsibilities  Assists in developing and improving methodologies and functions as the single point of 


contact for Business or IT partners for their IT needs.  
 Helps identify and coordinate independent initiatives across the organization and seeks to 


develop a national solution.  
 Identifies and implements changes across the organization by working with other relationship 


managers and key associates.  
 Monitors adoption and use of processes, tools, and practices to create action plans with the 


functional area to improve usage.  
 Assists with due diligence on new ideas by acting as a facilitator/informal contact. Facilitates 


and provides feedback for solution shaping and high-level requirement collection and effort 
estimation. 


 
(4.2.1.4) 4.1.12.6 Additional Full-time Staff – Anthem, Inc. Subcontractor Information 


 


Table 4.2.1.4-27 shows additional Anthem, Inc. employees working on current Amerigroup contract 
responsibilities for Nevada. Their responsibilities will continue under the new Contract.  


Table 4.2.1.4-27. Additional Anthem, Inc. Employees 
Title Additional Staff 


A. Information Systems 
Senior Advisor Account Management Terri Willits
B. Utilization Case Management  


Medical Director Maternal Child Services Virginia San Miguel, MD 


Regional Vice President Behavioral Health Medical Director Ken Hopper 


C. Claims Payment 
Claims Representative Fraser Craig
Claims Representative Aprile Howard
Claims Representative Joanne Kalavsky
Claims Representative Ternisha Law
Claims Representative Sharonda Phillips 
Claims Representative Amanda Snow 
D. Quality Improvement and Reporting (for example, HEDIS, CMS 416) 


Not Applicable to Anthem, Inc. Not Applicable to Anthem, Inc.
E. Health Education 


Not Applicable to Anthem, Inc. Not Applicable to Anthem, Inc.
F. Data Coding 


Not Applicable to Anthem, Inc. Not Applicable to Anthem, Inc. 
G. Contract Negotiation Specialists/Network Recruiters 


Not Applicable to Anthem, Inc. Not Applicable to Anthem, Inc. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 
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Title Additional Staff 


H. Encounter Data 
Not Applicable to Anthem, Inc. Not Applicable to Anthem, Inc. 
I. Other Staff as Needed for Project 


Regulatory Oversight Manager Erik Sanchez  
Government Relations Director Senior Tracey Woods 
Public Relations Director Olga Gallardo 
Project Administrator Michelyn Domingo 


 
(4.2.1.4) 4.1.12.7 Current Licenses or Certifications – Anthem, Inc. Subcontractor 
Information 


 


Anthem, Inc. is an Indiana domiciled public parent corporation and is the ultimate parent of both 
AMERIGROUP Nevada, Inc. (Amerigroup) and AMERIGROUP Corporation, a Delaware domiciled 
corporation and a foreign corporation qualified in Nevada. While Anthem, Inc. is listed as a 
subcontractor under this RFP, the scope of work would be conducted through its subsidiary 
corporations, Amerigroup, as the Applicant Vendor and licensed HMO, and by AMERIGROUP 
Corporation, which holds two licenses issued by the Nevada Division of Insurance in accordance with 
Nevada statutes and regulations governing utilization review and claims payment activities and is the 
parent corporation of Amerigroup 


Copies of relevant Anthem, Inc. and its subsidiary AMERIGROUP Corporation (parent company of 
Amerigroup) licenses are included in Attachment 4.2-2: Anthem, Inc. 


(4.2.1.4) 4.1.12.8 Bilingual Staff – Anthem, Inc. Subcontractor Information 


 


Anthem’s National Call Centers (NCC) are well equipped to handle large volumes of calls from 
members who speak Spanish as a first language. The NCC currently has over 100 employees who are 
fluent in Spanish. In the last 12 months (July 1, 2015 to June 1, 2016), NCC employees have directly 
handled more than 358,000 calls for our Spanish-speaking members. 


(4.2.1.4) 4.1.12.9 Associations or Organizations – Anthem, Inc. Subcontractor Information 


 


 Anthem, Inc. belongs to the following associations and organizations:  


 Alliance for Connected Care 


 America’s Health Insurance Plans 


 Association for Behavioral Health and 
Wellness 


 Association of California Life & Health 
Insurance Companies 


 Blue Cross and Blue Shield Association 


 California Association of Health Plans 


 Central Indiana Corporate Partnership 


 Coalition for Affordable Quality Health 
Care 


 Colorado Association of Health Plans 


 Connecticut Association of Health Plans 


 Denver Metro Chamber of Commerce 


 Florida Association of Health Plans 


 Healthcare Leadership Council 


 Indiana Chamber of Commerce 


 Indy Chamber, Inc. 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.


4.1.12.9 List any associations or organizations to which the organization belongs. 
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 Maine State Chamber of Commerce 


 Medicaid Health Plans of America 


 National Association of Corporate Directors 


  National Association of Dental Plans 


 Nevada Association of Health Plans 


 New Jersey Association of Health Plans 


 New York Health Plan Association/Council 


 New York State Conference of Blue Cross 
and Blue Shield Plans 


 Ohio Chamber of Commerce 


 Texas Association of Health Plans 


 U.S. Chamber of Commerce 


 U.S. Chamber Institute for Legal Reform 


  Virginia Association of Health Plans.


(4.2.1.4) 4.1.13 Health Information Exchange Questions – Anthem, Inc. 
Subcontractor Information 
 


(4.2.1.4) 4.1.13.1 Network Provider HealthHIE Nevada Participation – Anthem, Inc. 
Subcontractor Information 


 


Not applicable under the scope of services requested of Anthem in this RFP, as shown in Table 4.2.1.4-
28. 


Table 4.2.1.4-28. Anthem Provider HealtHIE Participation 
Provider Category % Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other N/A N/A 
 


  


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   
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(4.2.1.4) 4.1.13.2 Plans to Encourage Providers to Participate in HealtHIE Nevada – 
Anthem, Inc. Subcontractor Information 


 


Anthem does not plan to participate in the HealtHIE Nevada statewide health information exchange 
program within a 1-year time frame. 


(4.2.1.4) 4.1.13.3 Participation in HealtHIE Nevada – Anthem, Inc. Subcontractor 
Information 


 


Not applicable. 


(4.2.1.4) 4.1.14 Financial Information and Documentation – Anthem, Inc. 
Subcontractor Information 


 


Anthem, Inc.’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.1 Dun and Bradstreet Number – Anthem, Inc. Subcontractor Information 


 


Anthem, Inc.’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.2 Federal Tax Identification Number – Anthem, Inc. Subcontractor 
Information 


 
Anthem, Inc.’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information. 


 (4.2.1.4) 4.1.14.3 Financial Statements – Anthem, Inc. Subcontractor Information 


 


A. Profit and Loss Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 
B. Balance Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement  
B.  Balance Statement 







 
 


 
Nevada Managed Care Organization RFP# 3260 Section 4.2— Page 87 
 


4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


(4.2.1.5) 4.3.1 Subcontractor Business References from Similar Projects 


 


Anthem, Inc. business references are provided in Tables 4.2.1.5-4 through 4.2.1.5-7. 


Table 4.2.1.5-4. Anthem, Inc. Reference 1 
Reference #: 1 


Company Name: Anthem, Inc. 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: KanCare Medicaid Managed Care Program 


Primary Contact Information 
Name: Elizabeth “Lizz” Phelps  


Kansas Department of Health and Environment (KDHE) 
Division of Health Care Finance 


Street Address: 900 SW Jackson 
Suite 900 N 


City, State, Zip: Topeka, KS 66612-1220 
Phone, including area code: (785) 296-4552 
Facsimile, including area code: (785) 296-8017 
Email address: EPhelps@kdheks.gov 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and description 
of services performed, including technical environment 
(i.e., software applications, data communications, etc.) if 
applicable: 


Amerigroup’s affiliate health plan in Kansas participates as an 
at-risk MCO in the Kansas Medicaid managed care program 
(KanCare) with no carved-out Medicaid populations statewide; 
TANF, CHIP, SSI-ABD, Home and Community Based Waiver 
Services, Foster Care, and ID/DD populations are covered. 
Covered services include physical health services, behavioral 
health services, long-term care, dental, vision, pharmacy, non-
emergency medical transportation, Home and Community Based 
Waiver Services, nursing facility, and Intermediate Care Facility 
for the Mentally Retarded (ICF/MR). The plan serves more than 
137,000 Kansans statewide. 


Original Project/Contract Start Date: 1/1/2013 
Original Project/Contract End Date: 12/31/2017 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active 


 
  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   
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4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Table 4.2.1.5-5. Anthem, Inc. Reference 2 
Reference #: 2 


Company Name: Anthem, Inc. 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Maryland Managed Care Organization HealthChoice Provider Agreement 
Primary Contact Information 
Name: Jill Spector  


Chief of Staff, Medicaid Program  
Maryland Department of Health and Mental Hygiene 


Street Address: 201 West Preston Street, Room 214 
City, State, Zip: Baltimore, MD 21201 
Phone, including area code: 410-767-5248 
Facsimile, including area code: 410-333-5620 
Email address: Jill.spector@maryland.gov  
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Anthem’s health plan affiliate in Maryland provides 
comprehensive Medicaid and CHIP managed care services to 
more than 268,000 members. Coverage also includes uninsured 
adults.


Original Project/Contract Start Date: 1/1/2000 
Original Project/Contract End Date: N/A – Contract is “evergreen” and is still active 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active 
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4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Table 4.2.1.5-6. Anthem, Inc. Reference 3 
Reference #: 3 


Company Name: Anthem, Inc. 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: State of New York Medicaid and Family Health Plus Participating Managed Care Plan 
Agreement 


Primary Contact Information 
Name: Pat Roohan  


Director, Office of Quality and Patient Safety  
New York State Department of Health 


Street Address: Empire State Plaza, Coming Tower, Room 1466 


City, State, Zip: Albany, NY 12237 
Phone, including area code: 518-473-2941 
Facsimile, including area code: N/A 
Email address: Patrick.roohan@health.ny.gov  
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Anthem’s health plan affiliate in New York provides 
comprehensive Medicaid managed care services for TANF, SSI, 
and Uninsured Adults to more than 461,000 members in Kings, 
Bronx, New York, Queens, and Richmond counties. 


Original Project/Contract Start Date: 12/1/2005 
Original Project/Contract End Date: 2/28/2011 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active 
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4. COMPANY BACKGROUND AND REFERENCES 
4.2 SUBCONTRACTOR INFORMATION 


Table 4.2.1.5-7. Anthem, Inc. Reference 4 
Reference #: 4 


Company Name: Anthem, Inc. 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: TennCare Medicaid Managed Care Program 


Primary Contact Information 
Name: Keith Gaither  


Director Managed Care Operations  
State of Tennessee Bureau of TennCare 


Street Address: 310 Great Circle Road 
City, State, Zip: Nashville, TN 37243 
Phone, including area code: (615) 507-6414 
Facsimile, including area code: (615) 741‐0882 
Email address: keith.gaither@tn.gov 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and description 
of services performed, including technical environment 
(i.e., software applications, data communications, etc.) if 
applicable: 


Amerigroup’s affiliate health plan in Tennessee participates as 
an at-risk MCO in the TennCare Medicaid Managed Care 
Program managing services for TANF, SSI/ABD, and ID/DD 
populations. Covered services include physical health services, 
behavioral health services, Home and Community Based Waiver 
Services, vision, and non-emergency transportation. The plan 
serves more than 456,000 Tennesseans statewide.  


Original Project/Contract Start Date: 4/1/2007  
Original Project/Contract End Date: 12/31/2013 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active 


 
 
 







 
   


 


Attachment 4.2-2: Anthem, Inc.  


Attachment 4.2-2: Anthem, Inc. includes the following documents 


 Attachment 4.2-2a: Anthem, Inc.  - Attachment B 


  


Attachment 4.2-2: Anthem, Inc. 
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CareMore Health Plan of Nevada, Inc. (CareMore) Subcontractor Information 
(4.2.1.4) 4.1.1 Vendor Information – CareMore Subcontractor Information 


 


CareMore Health Plan of Nevada’s (CareMore) company profile is detailed in Table 4.2.1.4-29.  
  


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Table 4.2.1.4-29. CareMore Company Profile 
Question Response 


Company name: CareMore Health Plan of Nevada 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: Nevada 


Date of incorporation: 11/14/2008 


# of years in business: 6 


 
List of top officers: 


 Sachin H. Jain, President 
 Michael David Plumb, Chief Financial Officer 
 Kathleen Susan Kiefer, Secretary 
 Robert David Kretschmer, Treasurer


Location of company headquarters: 12900 Park Plaza Dr., Suite 150 
Cerritos, CA 90703 


Location(s) of the company offices: Las Vegas – Maryland Parkway Office 
3121 South Maryland Pkwy, Suite 101 
Las Vegas, NV 89101 
  
Las Vegas – Green Valley Office 
100 N. Green Valley Pkwy, Suite 220 
Henderson, NV 89074 
 
Las Vegas – Tenaya Care Center 
3150 N. Tenaya Way, Suite 100 
Las Vegas, NV 89128 


Location(s) of the office that will provide the 
services described in this RFP: 


Las Vegas – Maryland Parkway Office 
3121 South Maryland Pkwy, Suite 101 
Las Vegas, NV 89101 
 
Las Vegas – Green Valley Office 
100 N. Green Valley Pkwy, Suite 220 
Henderson, NV 89074 
 
Las Vegas – Tenaya Care Center 
3150 N. Tenaya Way, Suite 100 
Las Vegas, NV 89128 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


30 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


1,633 


Location(s) from which employees will be 
assigned for this project: 


Las Vegas – Maryland Parkway Office 
3121 South Maryland Pkwy, Suite 101 
Las Vegas, NV 89101 
 
Las Vegas – Green Valley Office 
100 N. Green Valley Pkwy, Suite 220 
Henderson, NV 89074 
 
Las Vegas – Tenaya Care Center 
3150 N. Tenaya Way, Suite 100 
Las Vegas, NV 89128 
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(4.2.1.4) 4.1.2 Foreign Corporation Designation – CareMore Subcontractor 
Information  


 


Not applicable to CareMore. 


(4.2.1.4) 4.1.3 State of Nevada Licensure – CareMore Subcontractor Information 


 


Business License 
CareMore’s business licensure information is included in Table 4.2.1.4-30. 


Table 4.2.1.4-30. CareMore Business Licensure 
Question Response 


Nevada Business License Number: Insurance ID: 681583 
Nevada ID: 106059 


Legal Entity Name: CareMore Health Plan of Nevada 


National Provider Identifier (NPI) Yes 


Atypical Provider Identifier (API) 1770950255 
 


Legal Entity Name 
Yes  No  


 


(4.2.1.4) 4.1.4 Required Licensure – CareMore Subcontractor Information 


 


CareMore meets licensure requirements for the State of Nevada and the scope of services requested 
from them in delivery of this RFP. 


  


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License 
Number: 


 


Legal Entity Name:  
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 
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(4.2.1.4) 4.1.5 Current Nevada Contracts – CareMore Subcontractor Information 


 


Yes  No  


 


(4.2.1.4) 4.1.6 Employee of State of Nevada Designation – CareMore 
Subcontractor Information 


 


Yes  No  


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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(4.2.1.4) 4.1.7 Prior and Pending Litigation – CareMore Subcontractor Information 


 


Yes  No  
 


(4.2.1.4) 4.1.8 Insurance Requirements – CareMore Subcontractor Information 


 


Yes  No  
 


Yes, CareMore is currently compliant with all applicable insurance requirements, and will continue to 
meet all insurance requirements under the new contract. CareMore acknowledges the requirement to 
provide the applicable Certificates of Insurance upon contract award. 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 


Yes  No  


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
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(4.2.1.4) 4.1.9 Background and Qualifications – CareMore Subcontractor 
Information 


 


The name “CareMore” was chosen because it embodies a philosophy that inspires proactive care and a 
caring touch—qualities that continue to drive CareMore’s success. 


CareMore’s foundation was established over 20 years ago as an innovative medical group that 
reorganized the healthcare delivery system to proactively manage health and improve quality in the 
high-risk Medicare population. Throughout its history, CareMore has led the industry in clinical and 
quality outcomes, and continues to innovate with the aim of maintaining that industry leadership. 


Highlights from CareMore’s history are listed below. 


 In 1993, Sheldon Zinberg and physicians operating 28 medical offices in Southern California 
launch CareMore Medical Group. 


 In 1997, CareMore restructured as a Medicare Advantage program and focus turns to elderly 
patient care. The Medicare Advantage program was deliberately chosen as a strategic mechanism to 
fund their program because it allows them to construct financial incentives that are aligned with 
patient outcomes. 


 In 2009 – 2010, CareMore expanded to Northern California, Nevada, and Arizona 


 In 2011, CareMore serves 50,000 patients 


 In 2013-2014, CareMore expanded to Ohio and Virginia 


 In July 2014, CareMore expanded to California to serve Los Angeles Duals patients.  


 In January 2015, CareMore expanded to serve Medicaid patients in Tennessee. In April 2016, 
CareMore expanded to serve Medicaid patients in Iowa.  


 Today CareMore serves approximately 100,000 patients and continues expansion efforts. 


Today, CareMore serves high-risk Medicare, Medicaid, and dually eligible populations that drive the 
majority of costs in the healthcare system. This success has led them to build other core capabilities, as 
they have recently expanded in some locations to include Medicaid populations. 


CareMore currently has 13,000 Medicaid members with three Care Centers in Memphis, Tennessee, 
and 7,000 Medicaid members in a recently opened Care Center in Des Moines, Iowa. CareMore has 
over 10 years of experience serving members who are dually eligible, and currently serves 5,000 
members through a Medicare-Medicaid Plan (MMP) in Los Angeles County, California.  


CareMore Health Plan of Nevada looks forward to bringing CareMore’s high-touch, member-centric 
model of care to Medicaid patients in the Las Vegas area. 


(4.2.1.4) 4.1.9.1 Health Maintenance Organization Qualification – CareMore Subcontractor 
Information 


 


CareMore holds a Certificate of Authority to operate as a Health Maintenance Organization – Nevada 
ID#: 106059. 


  


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
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(4.2.1.4) 4.1.10 Experience Serving Nevada Medicaid Members – CareMore 
Subcontractor Information 


 


CareMore Health Plan of Nevada has been providing chronic disease management services, including 
Healthy Start/Healthy Journey appointments, behavioral health, and case management services, since 
2010. 


(4.2.1.4) 4.1.11 Corporate Background – CareMore Subcontractor Information 
 


(4.2.1.4) 4.1.11.1 Primary Services and Client Base – CareMore Subcontractor Information 


 


CareMore offers a comprehensive healthcare delivery model designed to foster innovative healthcare 
solutions and population management, with a comprehensive and integrated approach to support 
individuals who require higher levels of clinical intervention due to complex and/or chronic 
conditions. The CareMore experience includes physical locations that are a central part of the 
communities they serve, equipped to provide high-touch health care and provide an opportunity for 
patients to connect with a health care team focused on delivering individualized support, preventive 
care, disease management, and health education. The multi-disciplinary team will drive deep 
engagement with Medicaid patients from beginning to end. CareMore Health Plan of Nevada has been 
supporting individuals in Nevada since 2010. 


(4.2.1.4) 4.1.11.2 Company Ownership, Shareholders, and Principals – CareMore 
Subcontractor Information 


 


CareMore was incorporated in 2008. CareMore Officers and Directors are listed in Table 4.2.1.4-31. 


Table 4.2.1.4-31. CareMore’s Officers and Directors 


List of Officers: 


Sachin H. Jain, President, CEO, and Chairperson 


Michael David Plumb, Chief Financial Officer 


Kathleen Susan Kiefer, Secretary 


Robert David Kretschmer, Treasurer 


Eric (Rick) Kenneth Noble, Assistant Treasurer 


James Louis Hanson, Assistant Secretary 


List of Directors: 


Carter Allen Beck 


Sachin H. Jain 


Catherine Irene Kelaghan 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 
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(4.2.1.4) 4.1.11.3 Nevada Residency  – CareMore Subcontractor Information 


 


CareMore Health Plan of Nevada is a resident of Nevada.  


(4.2.1.4) 4.1.11.4 Disaster Recovery Back-up Sites – CareMore Subcontractor Information 


 


Digital Realty Trust, Inc. 
2121 S Price Rd.  
Chandler, AZ 85286 


(4.2.1.4) 4.1.11.5 Primary Point of Contact Information – CareMore Subcontractor 
Information 


 


Name: James L. Hanson, Associate General Counsel 
Address: 12900 Park Plaza Drive, Suite 150 
Cerritos, CA 90703 
Telephone Number: (562) 677-2663 
Email: james.hanson@caremore.com 


(4.2.1.4) 4.1.11.6 Organizational Details – CareMore Subcontractor Information 


 


CareMore’s assets, revenue, and people are included in Table 4.2.1.4-32. 


Table 4.2.1.4-32. CareMore’s Size in Assets, Revenue, and People 
CareMore 
Assets $34.5 million 
Revenue  $83.6 million 
Employees 30 


 


(4.2.1.4) 4.1.11.7 Senior Management and Key Personnel Organizational Chart – CareMore 
Subcontractor Information 


 


Please refer to Figure 4.2.1.4-6 for the CareMore organizational chart of senior management and key 
personnel, by function. 


CareMore is a matrix organization with CareMore Health Systems leaders, based in California, 
holding direct oversight to clinicians and other team members across the county. In this matrix 
platform, the general manager and regional medical officer are the leaders for their respective markets 
and all market staff report either directly or indirectly through these two positions. 


 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


4.1.11.4 The location of disaster recovery back-up site. 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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(4.2.1.4) 4.1.11.8 Major Service Areas 


 


CareMore services and programs supported within the scope of services of this RFP will include: 


 Healthy Start/Healthy Journey (Proprietary Health Risk Assessment) 


 Health Education and Preventive Screenings 


 Immunizations 


 Mental Health Assessment and Referral 


 Diabetes Management 


 Congestive Heart Failure (CHF) Management 


 Chronic Obstructive Pulmonary Disease (COPD) Management 


 Nutrition Therapy 


 Outpatient Rehabilitation 


 Smoking Cessation 


 Anti-coagulation Clinic 


 Wound Care 


 Foot Care 


 Lab Services and Medication Management Related to Chronic Condition Management 


Figure 4.2.1.4-6. CareMore Organizational Chart  
 


 


4.1.11.8 The areas of specialization. 
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(4.2.1.4) 4.1.11.9 Main Products and Service Lines, and Annual Revenues – CareMore 
Subcontractor Information 


 


CareMore Health Plan of Nevada offers Medicare Advantage and Part D coverage to Nevada 
residents. Annual Revenue for Medicare Advantage and Part D Coverage is included in Table 4.2.1.4-
33. 


Table 4.2.1.4-33. CareMore’s Annual Revenue for the Two Most Recent Years 
Year CareMore Annual Operating Revenues 
2014 $72.0 Million 
2015 $83.6 Million  


 


(4.2.1.4) 4.1.11.10 Corporate Goals – CareMore Subcontractor Information 


 


The path to profound change is made easier if someone leads the way. At CareMore, their purpose is to 
be the beacon for others to follow in transforming American healthcare. 


CAREMORE’S COMMITMENT IS TO: 


 Lead and excel in health outcomes while reducing total cost 


 Care for the dignity and health of the whole person—body, mind, and spirit 


 Thoughtfully challenge the status quo 


THROUGH A MODEL OF CARE THAT: 


 Makes decisions and advances innovations based on medical evidence, data, and common sense 


 Delivers a seamless experience that is uniquely tailored to each individual and family 


 Restores the joy of delivering healthcare 


(4.2.1.4) 4.1.11.11 Future Growth and Development – CareMore Subcontractor 
Information 


 


CareMore Health Plan of Nevada continuously assesses their quality and their programming to evolve 
in a manner that meets the needs of the population and the larger Nevada market. CareMore is looking 
forward to entering into a contract with Amerigroup to serve Medicaid patients in 2017. Looking 
forward, CareMore will partner with Amerigroup to closely evaluate the health outcomes and feedback 
from Medicaid patients served in their Care Centers and consider other opportunities in the State for 
additional services, locations, or collaborations that would enhance the health of Medicaid patients in 
Nevada. 


  


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


4.1.11.10 The corporate philosophy and mission statement. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
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(4.2.1.4) 4.1.11.12 Market Expansions and Business Line Additions – CareMore 
Subcontractor Information 


 


CareMore Health Plan of Nevada will be supported by the same implementation team that was 
responsible for expanding CareMore into the Medicaid markets of Memphis, Tennessee and Des 
Moines, Iowa. Project managers are already actively serving the team during the RFP proposal process 
and engaging in 2017 expansion activities. CareMore Health Plan of Nevada will also benefit from 
leadership across the CareMore Health System in Cerritos, California, bringing their best practices to 
implementation planning, go-live readiness, and ongoing operations through at least the first 18 
months of Medicaid expansion in Nevada. 


(4.2.1.4) 4.1.11.13 Experience Serving Nevada Medicaid Members – CareMore 
Subcontractor Information 


  


CareMore Health Plan of Nevada has been providing services in Nevada since 2010 and today serves 
approximately 7,000 members. Additionally, CareMore currently has 13,000 Medicaid members with 
three Care Centers in Memphis, Tennessee. These Care Centers opened in 2015. Additionally 
CareMore has 7,000 Medicaid members in a recently opened Care Center in Des Moines, Iowa. 
CareMore has over 10 years of experience serving members who are dually eligible, and currently 
serves 5,000 members through a Medicare-Medicaid Plan (MMP) in Los Angeles County, California. 


(4.2.1.4) 4.1.12 Experience – CareMore Subcontractor Information 
 
(4.2.1.4) 4.1.12.1 Experience in Providing Requested Services – CareMore Subcontractor 
Information 


 


A. Managing a Network of Medicaid Providers 
Under the agreement with Amerigroup to serve Medicaid members in Nevada, CareMore Health Plan 
of Nevada will provide chronic disease management, preventive services, social support, and education 
through its Care Centers. CareMore Health Plan of Nevada will not be managing contracted network 
providers under the agreement. 


  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel. 
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B. Managed Care Programs for Medicaid Recipients 
CareMore Health Plan of Nevada will provide the following services under the agreement with 
Amerigroup when the services are provided in CareMore Care Centers to support patients engaged in 
chronic disease management programs: 


 Healthy Start/Healthy Journey (Proprietary Health Risk Assessment) 


 Health Education and Preventive Screenings 


 Immunizations 


 Mental Health Assessment and Referral 


 Diabetes Management 


 Congestive Heart Failure (CHF) Management 


 Chronic Obstructive Pulmonary Disease (COPD) Management 


 Nutrition Therapy 


 Outpatient Rehabilitation 


 Smoking Cessation 


 Anti-coagulation Clinic 


 Wound Care 


 Foot Care 


 Lab Services and Medication Management Related to Chronic Condition Management 


C. Managing and Improving Health Outcomes for Program Recipients 
CareMore Health Plan of Nevada will deliver the CareMore Model of Care to Medicaid members 
under an agreement with Amerigroup. In 2015, participants in one of CareMore’s national Medicare 
or D-SNP programs experienced significantly positive outcomes in their health, as opposed to 
individuals not participating in a CareMore program including: 


 66 percent lower amputation rate for individuals with diabetes  


 Individuals with congestive heart failure experience 54 percent fewer hospital days and 43 percent 
fewer admissions 


 30-day readmission rates for individuals in CareMore programs are 10.3 percent, compared to 17 
percent nationally 


D. Administering Medicaid Utilization and Case Management Programs 
CareMore will provide Case Management and social support to Medicaid members participating in a 
chronic disease management program in one of their Nevada Care Centers. 


E. Medicaid Claims Processing and Adjudication 
Not applicable under the scope of services requested of CareMore in this RFP. 


F. Project Management 
Not applicable under the scope of services requested of CareMore in this RFP. 


G. Qualifications of Key Personnel 
Please see Attachment 4.4 Subcontractor Resumes: CareMore Health Plan of Nevada, Inc. 
(CareMore) for the resumes of CareMore’s key personnel, which include their qualifications. 
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(4.2.1.4) 4.1.12.2 Experience with Performance Incentives – CareMore Subcontractor 
Information 


 


Founded by a group of physicians over 20 years ago, CareMore has received national recognition for 
its outcomes, particularly related to seniors, persons with disabilities, and individuals with chronic 
conditions. CareMore Health Plan of Nevada incorporates this same model of care into its three 
CareMore Care Centers. Patients treated through the CareMore model of care incur 15 to 20 percent 
less (risk adjusted) total health care spending per year than patients treated by regional peers, while 
still receiving quality care. 


(4.2.1.4) 4.1.12.3 Investment in Improvement – CareMore Subcontractor Information 


 


CareMore’s clinical model is an innovative healthcare delivery approach that proactively addresses the 
health needs of their members. 


CareMore uses a self-reinforcing and integrated suite of clinical programs and services where all 
clinicians and non-clinicians are aligned and coordinated as a team. This is different from the 
traditional healthcare model that is fragmented and inefficient. In the traditional model, patients with 
serious conditions see an average of 11 different doctors, resulting in the lack of coordination that can 
leave patients frustrated and in financial catastrophes for no fault of their own. Poorly managed and 
redundant care resulting from this fragmentation increases health care costs and reduces patient care 
outcomes. 


Additionally, the traditional system does not allow for consistent contact with healthcare professionals. 
Management of chronic conditions is very difficult and adherence drops as a result, causing chronic 
conditions to progress far more rapidly. Patients and families experience the loss of independence and 
wealth, which is accompanied by psychological and emotional stress. The very individuals that need 
the most attention end up becoming victims of the system set up to care for them. This is the opposite of 
what each patient deserves. 


Each CareMore Care Center is equipped with smart patient-care technology that allows all team 
members to monitor patients’ health when they are at home. CareMore uses these technologies to 
catch any warning signs early and make sure their patients have the best chance of avoiding the 
hospital. 


(4.2.1.4) 4.1.12.4 Experience Working with State Governments – CareMore Subcontractor 
Information 


 
CareMore currently serves 13,000 Medicaid members with three Care Centers in Memphis, Tennessee, 
and 7,000 Medicaid members in a recently opened Care Center in Des Moines, Iowa. Additionally, they 
provide care for members in Medicare Advantage Plans in Nevada, California, Arizona, and Virginia. 
CareMore has over 10 years of experience serving members who are dually eligible, and currently 
serves 5,000 members through a Medicare-Medicaid Plan (MMP) in Los Angeles County, California. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance.


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 
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(4.2.1.4) 4.1.12.5 Key Personnel – CareMore Subcontractor Information 


 


Table 4.2.1.4-34 lists CareMore’s key personnel.  


Table 4.2.1.4-34. CareMore’s Key Personnel 
Name Title 
Aelaf Debebe Worku, MD Regional Medical Officer 
Bill Butcher, FACHE Vice President and General Manager 
Sandra L. Pierre – Louis, MSN, APN, FNP Advanced Practice Clinician 
John Gittlen, FNP Advanced Practice Clinician 
Rosa Maria Hayek, MSN, ApRN, FNP-C Advanced Practice Clinician 
Michelle McDaniel-Swallow, LCSW Therapist 
Lanie T. Cunanan, RN Case Management Manager 
Margo Garcia  Office Manager of Clinical Operations 
Kee B. No, MD  Extensivist 
Yang Zhan, MD Extensivist 
Karunakar Reddi Nandalur, MD  Extensivist 


 


(4.2.1.4) 4.1.12.6 Additional Full-time Staff – CareMore Subcontractor Information 


 


Additional full-time staff and project supervisors with contract responsibilities at CareMore are 
included in Table 4.2.1.4-35. 


Table 4.2.1.4-35. Additional CareMore Staff and Suporvisors Provide Oversight to Key Areas 
Title Additional Staff 


A. Information Systems 
Staff Vice President, Technology Christopher Favret 
B. Utilization Case Management  


Vice President and General Manager Bill Butcher, FACHE 
Case Management Manager Lanie T. Cunanan, RN 
C. Claims Payment 


Not applicable under the scope of services requested of 
CareMore in this RFP. 


Not applicable under the scope of services requested of 
CareMore in this RFP.


D. Quality Improvement and Reporting (for example, HEDIS, CMS 416) 
Clinical Quality Management Erika Tigno
E. Health Education 


Regional Medical Officer Aelaf Worku, MD 
Clinical Innovation Officer Sophia Chang, MD, M.P.H. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein.  
This information must be included in vendor’s technical response to the RFP. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 
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Title Additional Staff 


F. Data Coding 
Director, Risk Adjustment & Coding Eyosef Bogdanov 
G. Contract Negotiation Specialists/Network Recruiters 


Not applicable under the scope of services requested of 
CareMore in this RFP. 


Not applicable under the scope of services requested of 
CareMore in this RFP.


H. Encounter Data 
Director, Risk Adjustment & Coding Eyosef Bogdanov 
I. Other Staff as Needed for Project 


Vice President and General Manager Bill Butcher, FACHE
Director II, Finance Jeffery Lynn Fisher 
Program Manager Evangelina Hurtado 
Senior General Manager Dan Peterson 


 


(4.2.1.4) 4.1.12.7 Current Licenses or Certifications – CareMore Subcontractor 
Information 


 


Please refer to Attachment 4.2-3: CareMore for the current licenses of CareMore. 


CareMore holds the following licenses:  


 Third Party Administrative License, No. 681583, effective October 1, 2009 and valid until January 
1, 2019. 


 Certificate of Authority Health Maintenance Organization License, No. 106059, effective February 
23, 2009  


(4.2.1.4) 4.1.12.8 Bilingual Staff – CareMore Subcontractor Information 


 


 Aelaf Debebe Worku, MD – Fluent in English with basic competencies in the languages of Spanish, 
French, and Amharic 


 Rosa Maria Hayek, MSN, APRN, FNP-C – Bilingual (English and Spanish) 


(4.2.1.4) 4.1.12.9 Associations or Organizations – CareMore Subcontractor Information 


 


Not applicable. 


  


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.


4.1.12.9 List any associations or organizations to which the organization belongs. 
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(4.2.1.4) 4.1.13 Health Information Exchange Questions – CareMore Subcontractor 
Information 
 


(4.2.1.4) 4.1.13.1 Network Provider HealthHIE Nevada Participation – CareMore 
Subcontractor Information 


 


Not applicable under the scope of services requested of CareMore in this RFP as shown in Table 
4.2.1.4-36 


Table 4.2.1.4-36. CareMore Provider HealtHIE Nevada Participation 
Provider Category % Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A  


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A  


Laboratory N/A N/A  


Radiology N/A N/A 


All Other N/A N/A 
 
 


(4.2.1.4) 4.1.13.2 Plans to Encourage Providers to Participate in HealtHIE Nevada – 
CareMore Subcontractor Information 


 


CareMore does not plan to participate in the HealtHIE Nevada statewide information exchange within 
a 1-year time frame. 


(4.2.1.4) 4.1.13.3 Participation in HealtHIE Nevada – CareMore Subcontractor Information 


 


Not applicable. 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 
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(4.2.1.4) 4.1.14 Financial Information and Documentation – CareMore 
Subcontractor Information 


 


CareMore’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information. 


(4.2.1.4) 4.1.14.1 Dun and Bradstreet Number – CareMore Subcontractor Information 


 


CareMore Health Plan of Nevada does not have a Dun and Bradstreet Number.  


(4.2.1.4) 4.1.14.2 Federal Tax Identification Number – CareMore Subcontractor 
Information 


 


CareMore Health Plan of Nevada’s confidential financial information can be found in Part III – 
Confidential Financial Information, in accordance with Section 9.5 Part III – Confidential Financial 
Information.  


(4.2.1.4) 4.1.14.3 Financial Statements – CareMore Subcontractor Information 


 


A. Profit and Loss Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


B. Balance Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


  


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement   
B.  Balance Statement  
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(4.2.1.5) 4.3.1 Subcontractor Business References from Similar Projects 


 


CareMore business references are provided in Tables 4.2.1.5-8 through 4.2.1.5-10. 


Table 4.2.1.5-8. CareMore Reference 1 
Reference #: 1 


Company Name: Medicaid Health Plan for California 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Duals California – Subcontract with BLUE CROSS OF CALIFORNIA PARTNERSHIP 
PLAN, INC. 


Primary Contact Information 
Name: Steve Melody, President, Medicaid Health Plan, California
Street Address: 2868 Prospect Park Drive, Suite 100 
City, State, Zip: Rancho Cordova, CA 95670 
Phone, including area code: (916) 589-3010
Facsimile, including area code: N/A
Email address: Steve.Melody@Anthem.com
Alternate Contact Information 
Name: N/A
Street Address: N/A
City, State, Zip: N/A
Phone, including area code: N/A
Facsimile, including area code: N/A
Email address: N/A
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


CareMore Health Plan is delegated to provide administrative and 
clinical services for Los Angeles Duals population under the Cal 
MediConnect HMO Plan. 


Original Project/Contract Start Date: 7/1/2014 
Original Project/Contract End Date: N/A – Contract is still active 
Original Project/Contract Value: PMPM rate that is adjusted based on patient counts 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 


  
  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   
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Table 4.2.1.5-9. CareMore Reference 2 
Reference #: 2 


Company Name: Amerigroup of Tennessee 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: CareMore Care Centers of Tennessee 


Primary Contact Information 
Name: Al King, President Medicaid Health Plan of TN 
Street Address: 22 Century Boulevard, Suite 220 
City, State, Zip: Nashville, TN 37214 
Phone, including area code: (615) 231-6065 Ext. 22417 
Facsimile, including area code: N/A
Email address: Al.King@amerigroup.com
Alternate Contact Information 
Name: N/A
Street Address: N/A
City, State, Zip: N/A
Phone, including area code: N/A
Facsimile, including area code: N/A
Email address: N/A
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


CareMore Medical Group of Tennessee serves as a primary care 
provider for assigned Medicaid members that are part of the 
Amerigroup Tennessee Health Plan. CareMore also provides 
chronic condition management programs and supports 
utilization efforts within key hospitals to Amerigroup members.  


Original Project/Contract Start Date: 1/1/2015
Original Project/Contract End Date: Open
Original Project/Contract Value: This contract is paid on PMPM rate that is adjusted based on 


patient counts.
Final Project/Contract Date: Contract is still active
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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Table 4.2.1.5-10. CareMore Reference 3 
Reference #: 3 


Company Name: Amerigroup of Iowa 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: CareMore Care Center of Iowa 


Primary Contact Information 
Name: Cynthia M. MacDonald, President Medicaid Health Plan, Iowa
Street Address: 4800 Westown Parkway, Suite 200 
City, State, Zip: West Des Moines, IA 50266 
Phone, including area code: (515) 468-8334 
Facsimile, including area code: N/A 
Email address: Cynthia.macdonald@amerigroup.com 
Alternate Contact Information 
Name: N/A
Street Address: N/A
City, State, Zip: N/A
Phone, including area code: N/A
Facsimile, including area code: N/A
Email address: N/A
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


CareMore serves as a primary care provider for assigned 
Medicaid members that are part of the Amerigroup Iowa Health 
Plan. CareMore also provides chronic condition management 
programs and supports utilization efforts within key hospitals to 
Amerigroup members.


Original Project/Contract Start Date: 1/1/16
Original Project/Contract End Date: Contract is still active
Original Project/Contract Value: This contract is paid on PMPM rate that is adjusted based on 


patient counts.
Final Project/Contract Date: Contract is still active
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 


 


 


 







 
   


 


Attachment 4.2-3: CareMore   


Attachment 4.2-3: CareMore includes the following documents 


 Attachment 4.2-3a: CareMore - Attachment B 


 Attachment 4.2-3b: CareMore - Current Licenses 


 Attachment 4.2-3b1: TPA License 


 Attachment 4.2-3b2: COA HMO License 
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CAREMORE HEALTH SYSTEM 
CAREMORE MEDICAL ENTERPRISES 
12900 PARK PLAZA DR STE 150 
CERRITOS CA  90703-9329 
 
 


          


                                                                                                     Amy L. Parks, Commissioner of Insurance 


 
 
 


CAREMORE HEALTH SYSTEM 
 


License Number 681583 
 


is licensed to engage in the business of insurance in the State of Nevada in the capacity stated 
below, subject to applicable laws and regulations. 


   Effective Date: Expiration Date: 
 License Type: Non-Res. Third Party Admin.  10-01-2009 01-01-2019 
     


 Qualifications: TPA1 -Life/Health Insurance   


 
 
 
 
 
 
 


 
Licensees must notify the Division of any change 


of address within 30 days of the change.  You are  


subject to revocation for noncompliance. 
 


Individuals must be properly affiliated to the business 


entity’s license prior to transacting insurance on the 


entity’s behalf.  The individual and the business entity 


are responsible for maintaining the affiliation. 


 
A producer of insurance acting as an agent of the insurer 


must be appointed by the insurer prior to transacting 


insurance business. 


 
This license must be conspicuously displayed in your 


place of business that is open to the public. 


 


CAREMORE HEALTH SYSTEM 
 
 


License Number 681583 
National Producer ID  


 
 


is licensed to engage in the business of insurance in the State of Nevada in the 
capacity stated below, subject to applicable laws and regulations. 
 


   LICENSE TYPE 
 


EFFECTIVE DATE 
 


 


Non-Res. Third Party Admin. 
 


 


10-01-2009 


   QUALIFICATIONS EXPIRATION DATE 
 


 


TPA1 -Life/Health Insurance 
 


01-01-2019 


 
 


 
  


 


 


 


CAREMORE HEALTH SYSTEM 
 


 


License Number 681583 
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STATE OF NEVADA
DEPARTMENT OF BUSINESS & INDUSTRY


DIVISION OF INSURANICE
Canon City, Nevada


NeutuID# 106059


THE CAREMORE HEALTH PLAN OF NEVADA


InatrytratdintheSuteqt NEVADA


Horrefftreat Las Vegas, Nevada


lawg&ny qualifd, is hercb li&$al ta trar*act


** Health Maintenance Organization (NRS 695C) **
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DentaQuest, LLC, d/b/a eyeQuest Subcontractor Information 
 


(4.2.1.4) 4.1.1 Vendor Information – DentaQuest Subcontractor Information 


 


DentaQuest’s company profile is detailed in Table 4.2.1.4-37.  


  


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Table 4.2.1.4-37. DentaQuest Company Profile 
Question Response 


Company name: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


Ownership (sole proprietor, partnership, etc.): Limited Liability Company 


State of incorporation: Delaware 


Date of incorporation: 11/13/2003 


# of years in business: 13 


 
List of top officers: 


 Steve Pollock – President and CEO 
 David Abelman – Executive Vice President, Public Affairs & Chief Legal 


Officer 
 James Collins – Executive Vice President, Operations & Chief Financial 


Officer 
 Bob Lynn – Executive Vice President, Chief Sales & Retention Officer 
 Sheryl Traylor – Executive Vice President, Administrative Services & 


Chief Human Resources Officer 
 Brett Bostrack – Senior Vice President, Client and Provider Engagement
 Rob Compton – Senior Vice President, Chief Dental Officer & President, 


DentaQuest Institute 
 Dan Sheehan – Senior Vice President, Chief Information Officer 
 Todd Cruse – President, Care Delivery 
 Ralph Fuccillo – President, DentaQuest Foundation 
 Dennis Leonard – President, Commercial Business 


Location of company headquarters: 465 Medford St. 
Boston, MA 02129-1454 


Location(s) of the company offices: Boston, MA 
Milwaukee, WI 
Austin, TX 
Columbia, SC 
Doral, FL 


Location(s) of the office that will provide the 
services described in this RFP: 


Boston, MA 
Milwaukee, WI 
Austin, TX 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP:


DentaQuest does not currently have any employees located in the state of 
Nevada. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


Approximately 1,600 


Location(s) from which employees will be 
assigned for this project: 


Boston, MA 
Milwaukee, WI 
Austin, TX 


  


(4.2.1.4) 4.1.2 Foreign Corporation Designation  – DentaQuest Subcontractor 
Information  


 


DentaQuest understands and complies with this requirement. 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 
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(4.2.1.4) 4.1.3 State of Nevada Licensure – DentaQuest Subcontractor Information 


 


DentaQuest’s Business License information is included in Table 4.2.1.4-38. 


Table 4.2.1.4-38. DentaQuest Business Licensure 
Question Response 


Nevada Business License Number: NV20061723195 


Legal Entity Name: DentaQuest, LLC 


National Provider Identifier (NPI) N/A 


Atypical Provider Identifier (API) N/A  
 


Yes  No  
 


DentaQuest, LLC provides vision services under the name eyeQuest. DentaQuest, LLC has Fictitious 
Firm Names filed in Clark County (2014061910009175-0) and Washoe County (143240). 


(4.2.1.4) 4.1.4 Required Licensure – DentaQuest Subcontractor Information 


  


DentaQuest understands and complies with this requirement. 


  


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License 
Number: 


 


Legal Entity Name:  
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 
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(4.2.1.4) 4.1.5 Current Nevada Contracts – DentaQuest Subcontractor Information  


 


Yes  No  
 


(4.2.1.4) 4.1.6 Employee of State of Nevada Designation – DentaQuest 
Subcontractor Information  


 


Yes  No  
 


DentaQuest does not currently employ any person who has been an employee of an agency with the 
State of Nevada within the past two years. 


DentaQuest does not currently employ any current employee of an agency with the State of Nevada.  


 


  


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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(4.2.1.4) 4.1.7 Prior and Pending Litigation – DentaQuest Subcontractor 
Information  


 


Yes  No  
 


(4.2.1.4) 4.1.8 Insurance Requirements – DentaQuest Subcontractor Information  


 


Yes  No  
 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 
 


Yes  No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260. 
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DentaQuest is currently compliant with all applicable insurance requirements as they apply to its 
eyeQuest vision product, and DentaQuest will continue to meet all insurance requirements under the 
new contract. DentaQuest acknowledges the requirement to provide the applicable Certificates of 
Insurance upon contract award. 


(4.2.1.4) 4.1.9 Background and  – DentaQuest Subcontractor Information  


 


Amerigroup will partner with DentaQuest for vision service benefits in the state of Nevada through its 
vision benefits product, eyeQuest. As the current vision benefits partner for Amerigroup, DentaQuest is 
equipped with the staff, systems, and level of clinical expertise necessary to continue providing high 
quality vision and eye care services to the Nevada Medicaid population.  


Through its eyeQuest vision benefits services, DentaQuest is a full-service vision program 
administrator skilled in handling all phases of program management, including claims processing, 
network management, provider and member services, utilization management, outreach services, fraud 
and abuse detection, reporting, and quality assurance. DentaQuest offers a vision/medical program 
model that will provide the full scope of vision and eye care services to Amerigroup members. This 
comprehensive model enhances the platform of integration, providing the framework for members to 
receive high quality coordinated care for both vision and medical services. 


Company Background: DentaQuest and eyeQuest 
DentaQuest began dental benefits administration in the mid-1960s under the name Massachusetts 
Dental Services Corporation (MDSC), with traditional employer group products and services. In the 
mid-1980s, MDSC became Dental Services of Massachusetts (DSM), the largest dental carrier in the 
state. DSM established DentaQuest in 2001 as a for-profit subsidiary to extend its footprint and 
mission outside of Massachusetts.  


DentaQuest’s government segments, inclusive of Medicaid, CHIP, Medicare Advantage, and Dual-
Eligible, began in 1993 as Doral Dental, based in Mequon, Wisconsin. DentaQuest acquired Doral 
Dental in 2004, and expanded to serve Health Care Exchanges with the advent of the Affordable Care 
Act in 2010. 


In 2009, DentaQuest entered the optical benefits management market with its eyeQuest product. 
eyeQuest has become one of the fastest growing units within DentaQuest, having passed the one 
million-member mark in late 2014. In the past seven years, DentaQuest established itself as a 
dependable partner for health plans seeking an integrated vision solution. Today they provide vision 
benefits to 1.6 million members on behalf of 18 clients in nine states. 


Today, DentaQuest is the nation’s leading administrator of government-sponsored dental programs, 
and serves approximately 24 million Medicaid, CHIP, Medicare Advantage, exchange, and commercial 
members in the dental and vision segments in 28 states. The company administers dental programs on 
behalf of nine state agencies, including eight of the 13 currently existing state Medicaid carve-out 
dental programs, and more than 100 health plans. DentaQuest has earned and maintained this 
business by consistently demonstrating the kind of solution-based approaches that are designed 
uniquely to the individual needs, challenges, and opportunities of its state and health plan clients. 


  


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages.  
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What Sets DentaQuest Apart? 
DentaQuest is more than a third party administrator. It is committed to achieving the best health 
outcomes for clients and members by managing evidence-based benefit plans and claims processing, 
delivering high quality support to the members of its provider networks, and offering data-driven, 
culturally and linguistically competent patient care and education.  


What makes DentaQuest’s vision services stand out from those offered by competitors? DentaQuest 
differs from its competitors in four main ways: 


1. Medicaid experience  


DentaQuest is the largest administrator of government-sponsored dental programs in the nation, with 
23 years of in-depth experience in the Medicaid/CHIP, Medicare Advantage, dual-eligible, and health 
exchange segments. Overall, DentaQuest serves over 24 million members nationwide, including 1.6 
million vision members through its vision benefits product, eyeQuest. 


 Vision – 1.6 million members through partnerships with 18 health plans in nine states* 


 Medicaid/CHIP – 20 million members in 28 states, 23 years of experience 


 Medicare Advantage – Nearly 1 million members; 20 years of experience 


 Marketplace – 300,000 members through public and private exchanges 


 Commercial – 2.5 million members 


*Note: many of their vision members also have dental coverage through DentaQuest. 
 


2. Integrated vision care program and disease management models 


Unlike most vision companies who specialize in one level of service, DentaQuest offers clients three 
distinct service packages for eye care administration: 


 Routine vision care 


 Optometric medical coverage 


 Medical-surgical coverage 


DentaQuest’s integrated vision/medical model provides continuity of care to members with needs that 
go beyond routine eye care. Without integration of both routine and medical eye care, continuity of 
care may be interrupted. Significant ocular conditions such as cataracts or glaucoma, or general 
medical conditions such as diabetes and hypertension, may be uncovered during testing, often 
requiring referrals. By combining vision and medical data, DentaQuest can develop solutions that will 
positively impact the overall health of members. 


This is especially true in the management of patients with diabetes. Diabetes can have devastating 
effects on an individual’s vision and overall health. DentaQuest’s diabetes and vision health quality 
initiative identifies the incidence of retinopathy, which is often indicative of secondary issues in the 
kidneys, heart, and brain. Identifying retinopathy in its early stages can preserve vision, reduce 
medical costs, and promote treatment for diabetes-related medical issues.  
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3. Proven experience balancing cost with quality of care  
Over the past seven years, DentaQuest worked with vision clients to realize substantial savings by 
implementing claims systems edits and closely monitoring the activities of network providers. The 
vision program remains successful, while staying within the limits of government benefits funding.  


Amerigroup and DentaQuest will continue with the two-step approach to provide savings for the vision 
program.  


 DentaQuest contracts with a materials laboratory employing competitive pricing. Based in Ohio, 
Classic Optical focuses on managing high-volume contracts for insurance organizations, health 
plans, and government-sponsored programs. They have provided top-quality, low-cost eyewear for 
over 40 years.  


 DentaQuest customizes its utilization management, data analytics, and quality improvement 
programs to meet the specific benefits and claims processing goals of the DHCFP and Amerigroup.  


4. As Amerigroup’s existing vision partner, there will be no difficult transition to a 
new vendor 
As Amerigroup’s current vision benefits partner since 2009, DentaQuest provides vision care to over 
180,000 Amerigroup members in Nevada. The same people that we work with today will continue to 
handle the ongoing management of the vision program. DentaQuest’s account management team will 
continue to provide responsive service and a chain of command that ensures executive level 
responsibility. DentaQuest’s account management team will help us make sure the DHCFP’s vision 
program goals are met and will continuously identify areas for improvement.  


Success in Nevada 
Member and Provider Satisfaction 
Members and providers in Nevada have high levels of satisfaction with DentaQuest: 


 93 percent of members are satisfied with their dental plan 


 91 percent of providers are satisfied with DentaQuest 


Responsive service has supported increases in satisfaction, and this same level of service will promote 
high rates of satisfaction among members and providers participating in the vision program. 


Increasing HEDIS Scores 
For our vision members in Nevada, DentaQuest’s outreach programs have been designed to increase 
access – and they have been successful. HEDIS scores have improved dramatically since 2009 when 
Amerigroup began partnering with DentaQuest for vision care services in Nevada. A key measure, the 
percentage of members receiving a retinal eye exam, improved from 31 percent to 55 percent. 


Amerigroup works with DentaQuest to engage members with a variety of outreach initiatives including 
member mailings and calls and follow-up on broken appointments. Amerigroup and DentaQuest will 
continue to work together to determine the best initiatives to impact HEDIS scores. More information 
about our outreach program is included later in this response.  


Vision Operational Capacity 
With the rapid growth of DentaQuest’s eyeQuest product, they have expanded their vision staffing 
model to accommodate a high volume of business while preserving a commitment to responsive service. 
Under the supervision of Vision Director Vidya Baliga, DentaQuest’s eyeQuest staff has steadily grown 
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along with membership. Today, members and providers participating in their vision programs report a 
high rate of satisfaction with eyeQuest.  


DentaQuest will continue to expand its staff to promote peak efficiency and superior service.  


Whether it is routine vision benefits or complex medical-surgical eye care, DentaQuest will continue to 
deliver innovative cost-saving eye care solutions that improve health and keep members happy. We 
look forward to continuing to partner with DentaQuest to manage the DHCFP vision benefit.  


(4.2.1.4) 4.1.9.1 Health Maintenance Organization Qualification – DentaQuest 
Subcontractor Information  


 


No, DentaQuest is not a Qualified Health Maintenance Organization.  


(4.2.1.4) 4.1.10 Experience Serving Nevada Medicaid Members – DentaQuest 
Subcontractor Information  


 


DentaQuest has been providing administration of government-sponsored vision programs as described 
in this RFP since 2009, under the name of its vision benefits product, eyeQuest. Currently, DentaQuest 
serves 1.6 million vision Medicaid and Medicare Advantage members through eyeQuest.  


DentaQuest has extensive experience in government-sponsored dental programs, having administered 
Medicaid and CHIP dental programs for health plans and state agencies since 1993, and has 
experience with private sector dental benefit programs. DentaQuest currently serves approximately 24 
million members through Medicaid, CHIP, Medicaid Advantage, exchange, and commercial programs. 


(4.2.1.4) 4.1.11 Corporate Background – DentaQuest Subcontractor Information 


 


(4.2.1.4) 4.1.11.1 Primary Services and Client Base – DentaQuest Subcontractor 
Information  


 


DentaQuest began dental benefits administration in the mid-1960s under the name Massachusetts 
Dental Services Corporation, with traditional employer group products and services. DentaQuest’s 
government segments, inclusive of Medicaid, CHIP, Medicare Advantage, and Dual Eligible, began in 
1993, and they expanded to serve Exchanges with the advent of the Affordable Care Act in 2010.  


Today, DentaQuest is the nation’s leading administrator of government-sponsored dental programs, 
and serves approximately 24 million Medicaid, CHIP, Medicare Advantage, exchange, and commercial 
members in 28 states. The company administers dental programs on behalf of nine state agencies, 
including eight of the 13 currently existing state Medicaid carve-out dental programs, and more than 
100 health plans. DentaQuest has earned and maintained this business by consistently demonstrating 
the kind of solution-based approaches that are designed uniquely to the individual needs, challenges, 
and opportunities of state and health plan clients. 


In 2009, DentaQuest entered the optical benefits management market with their eyeQuest product. 
eyeQuest has become one of the fastest growing units within DentaQuest, having passed the one 


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 
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million-member mark in late 2014. In the past eight years, DentaQuest has established itself as a 
dependable partner for health plans seeking an integrated vision solution. Today they provide vision 
benefits to 1.6 million members on behalf of 18 clients in nine states. 


(4.2.1.4) 4.1.11.2 Company Ownership, Shareholders, and Principals – DentaQuest 
Subcontractor Information  


 


DentaQuest, LLC is owned by a single member, DQ Massachusetts Business Trust.  


DentaQuest began dental benefits administration in the mid-1960s under the name Massachusetts 
Dental Services Corporation (MDSC), with traditional employer group products and services. In the 
mid-1980s, MDSC became Dental Services of Massachusetts (DSM), which is the largest dental carrier 
in Massachusetts. DSM established DentaQuest in 2001 as a for-profit subsidiary to extend its footprint 
and mission outside of Massachusetts.  


DentaQuest’s government segments, inclusive of Medicaid, CHIP, Medicare Advantage, and Dual 
Eligible, began in 1993 as Doral Dental, based in Mequon, Wisconsin. DentaQuest acquired Doral 
Dental in 2004, and expanded to serving Health Care Exchanges with the advent of the Affordable 
Care Act in 2010. DentaQuest currently serves more than 24 million members in the Medicaid, CHIP, 
Medicare Advantage, exchange, and commercial spaces, including 1.6 million vision members through 
its eye care benefits product, eyeQuest. 


(4.2.1.4) 4.1.11.3 Nevada Residency – DentaQuest Subcontractor Information  


 


DentaQuest is not a resident of Nevada. Its corporate headquarters is located in Boston, MA. 
Massachusetts does not apply a preference that would affect bidders and vendors located in Nevada. 
Massachusetts General Laws ch. 7 § 22O provides for the general establishment for a preference for 
the procurement of products or services from businesses with their principal place of business in 
Massachusetts; however, it is unclear how this provision would affect bidders outside of 
Massachusetts, as the statute does not specify how it would be applied. 


(4.2.1.4) 4.1.11.4 Disaster Recovery Back-up Sites – DentaQuest Subcontractor 
Information  


 


The DentaQuest Primary Data Center is located in Phoenix, Arizona. The Disaster Recovery site for 
the Phoenix location and non-production environments is located in Waltham, Massachusetts. 


These data centers are SOX, PCI, and ISO 9002 compliant, FDA approved, and ISO 20000 certified. 
This dual data center solution provides DentaQuest with a state-of-the-art foundation for IT 
infrastructure and disaster recovery. This solution includes a high-end virtualized environment 
allowing flexibility and accommodates future business growth. Mission-critical applications such as 
the DentaQuest proprietary claims processing system, Windward, use a “hot Standby’ environment 
with an objective to recover those applications within 12 hours. 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


4.1.11.4 The location of disaster recovery back-up site. 
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(4.2.1.4) 4.1.11.5 Primary Point of Contact Information – DentaQuest Subcontractor 
Information  


 


Name: Megan Ryczek 
Address: 11100 W. Liberty Dr., Milwaukee, WI 53224 
Telephone Number: (262) 834-3736 


(4.2.1.4) 4.1.11.6 Organizational Details – DentaQuest Subcontractor Information  


 
eyeQuest’s size in assets, revenue, and people is included in Table 4.2.1.4-39. 


Table 4.2.1.4-39. eyeQuest’s Size in Assets, Revenue, and People 
eyeQuest 


Assets $860.6 million 
Revenue  $1,825.8 million 
Employees Approximately 1,600 nationwide 


 


 (4.2.1.4) 4.1.11.7 Senior Management and Key Personnel Organizational Chart – 
DentaQuest Subcontractor Information  


 


Please refer to Figure 4.2.1.4-7 for the DentaQuest organizational chart of senior management and 
key personnel, by function. 


 


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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Figure 4.2.1.4-7. DentaQuest Organizational Chart 
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(4.2.1.4) 4.1.11.8 Major Service Areas – DentaQuest Subcontractor Information 


 


DentaQuest specializes in the administration of government-sponsored dental and vision plans, 
including Medicaid, CHIP, Medicare Advantage, and Health Exchanges, and commercial dental and 
vision benefit administration. Vision benefits are administered through DentaQuest’s vision benefits 
product, eyeQuest.  


(4.2.1.4) 4.1.11.9 Main Products and Service Lines, and Annual Revenues – DentaQuest 
Subcontractor Information 


 


DentaQuest’s annual revenue by service line for the two most recent years is in Table 4.2.1.4-40. 


Table 4.2.1.4-40. DentaQuest’s Annual Revenue by Service Line for the Two Most Recent Years 
DentaQuest 2014 


Dental $1,663.8 million 
Vision $6.1 million 


DentaQuest Annual Operating Revenues 2015 
Dental $1,813.7 million 
Vision $12.1 million 


 


(4.2.1.4) 4.1.11.10 Corporate Goals – DentaQuest Subcontractor Information 


 


Corporate Philosophy 
DentaQuest’s corporate philosophy is reflected in its values: 


 Integrity – The highest standards of behavior and accountability for our actions 


 Excellence – Uncompromising dedication to the highest quality service 


 Responsibility – Committed to enhancing the communities in which we live and work 


Mission Statement 
The mission of eyeQuest is to deliver value to clients, members, and providers with performance 
excellence second to none, and to improve the vision and eye health of members. 


DentaQuest’s mission is to improve the oral health of all. 


(4.2.1.4) 4.1.11.11 Future Growth and Development – DentaQuest Subcontractor 
Information 


 


DentaQuest is well positioned as a strategic health plan partner to help its clients grow their dental and 
vision business; improve the overall value proposition to brokers, accounts, and members; and help its 
clients take advantage of the growth opportunities in the government sponsored healthcare segments. 


DentaQuest’s vision is to achieve optimum oral health by transforming the four systems – care, 
finance, policy, and community. At its core, DentaQuest does this because, once transformed, the 
aligned systems will create an optimal member experience, better clinical outcomes, and lower 
healthcare costs. Combined with its objective to be very easy to do business with, DentaQuest is 


4.1.11.8 The areas of specialization. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


4.1.11.10 The corporate philosophy and mission statement. 


4.1.11.11 A description of any plans for future growth and development of your organization. 
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uniquely positioned to help health plan clients in areas of dental and vision benefits administration and 
oral and optical health improvement.  


With aggressive annual growth goals, DentaQuest works to maintain this competitive advantage. They 
focus on the people, capabilities, and information and technology as healthcare becomes more digitized 
and consumer-oriented, as payment reform and quality management transforms the value proposition, 
and as government markets continue to expand. 


DentaQuest’s innovative dental benefits solutions are delivering better outcomes at a lower cost to 
approximately 24 million members across the United States. They are developing new ways to improve 
the effectiveness of care delivered through private dental offices, hospital-based clinics, and safety net 
dental programs through the research and clinical care practiced at the DentaQuest Institute. The 
DentaQuest Foundation is working with local, state, and national partners to raise oral health 
awareness and promote effective oral health solutions. 


DentaQuest continuously brings novel dental products and services to customers, and works to 
maintain the lead in over 30 markets, for more than 100 clients, and for 2.3 million commercial 
members. These innovations will be made available to DHCFP members in addition to collaborative 
work Amerigroup and DentaQuest will do together to meet Nevada’s specific objectives. 


(4.2.1.4) 4.1.11.12 Market Expansions and Business Line Additions – DentaQuest 
Subcontractor Information 


 


The last new business line addition by DentaQuest was the eyeQuest vision line in 2009, which has 
grown to more than 1.6 million members. DentaQuest is constantly expanding its existing lines of 
business with new clients in new markets. Since January 1, 2015, DentaQuest has implemented 
approximately 90 contracts, with membership ranging from single digits to more than 300,000. Recent 
implementations for Amerigroup and its affiliated health plans have included: 


 151,000 Medicaid and Medicare Advantage dental and vision members in Washington 


 56,000 Medicaid dental members in Kentucky 


 33,000 adult Medicaid dental members in Louisiana 


 55,000 adult Medicaid dental members in Wisconsin 


Other notable recent implementations include: 


 157,000 Medicaid dental and vision members in Illinois 


 235,000 Medicaid vision members in Illinois 


 218,000 Medicaid and Dual Eligible dental members in Illinois 


 74,000 Health Exchange dental members in New York 


 344,000 Medicaid and Medicare Advantage dental members in Arizona 


 173,000 Health Exchange dental members in Florida 


  


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 
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Implementation Methodology 
During implementation of new business, as well as throughout the lifecycle of the contract or to scale 
to meet additional demand, DentaQuest leverages the PMO methodology to define the work to be done, 
arrange for the appropriate resources, execute on the tasks to be performed, govern the process, and 
transition the changes into production. The methodology comprises the following processes: 


 Project definition and planning 


 Resource identification and management 


 Execution management 


 Controlling and monitoring 


 Communication of status and issues 


 Project close-out and transfer to operations 


DentaQuest uses project management tools and processes for execution that enable responsible teams 
to meet or exceed the contract requirements and metrics. A project manager creates a project plan that 
is used throughout the project lifecycle documenting metrics, milestones, inter-dependencies, and 
resources needed to complete the tasks. Key metrics are monitored on a regular basis using reports on 
Key Performance Indicators (KPIs) s and Service Level Agreements (SLAs). Key aspects include: 


 Milestones 


 Risks and issues 


 Dependencies 


 Task status 


 Operational key performance indicators (KPIs) 


 Service level agreements for the FI and contractors (SLAs) 


 KPIs that are non-conforming to contractual obligations 


 SLAs that are non-conforming to contractual obligations 


 Budgets 


 Staffing 


Through open and candid discussion, DentaQuest will work to identify solutions to any challenges 
resulting from process, technology, or personnel changes. The appropriate directors will be responsible 
for delivering results, and will monitor performance through regular updates. 


(4.2.1.4) 4.1.11.13 Experience Serving Nevada Medicaid Members – DentaQuest 
Subcontractor Information 


  


DentaQuest has been providing administration of government-sponsored vision programs as described 
in this RFP since 2009, under the name of its vision benefits product, eyeQuest. Currently, they serve 
1.6 million vision Medicaid and Medicare Advantage members through eyeQuest.  


DentaQuest has extensive experience in government-sponsored dental programs, having administered 
Medicaid and CHIP dental programs for health plans and state agencies since 1993, and has 
experience with private sector dental benefit programs. DentaQuest currently serves approximately 24 
million members through Medicaid, CHIP, Medicaid Advantage, exchange, and commercial programs.


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 
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(4.2.1.4) 4.1.12 Experience – DentaQuest Subcontractor Information 
 


(4.2.1.4) 4.1.12.1 Experience in Providing Requested Services – DentaQuest 
Subcontractor Information 


 


A. Managing a Network of Medicaid Providers 
DentaQuest’s Nevada vision network consists of 245 access points, equating to one location per 762 
members based on the current membership of 186,776, which exceeds the industry standard. The 
network is compliant with Amerigroup’s access standards: all urban members have access to a 
provider within 15 miles of their home, and all rural members have access to a provider within 30 
miles.  


Our most recent member satisfaction surveys for DentaQuest indicate a high level of satisfaction with 
the providers in its Nevada vision network. Highlights of the 2015 survey include: 


 All members and their children had visited the eye doctor in the past six months. Before this visit, 
the majority (93 percent) had seen an eye doctor within the past two years, significantly higher than 
78 percent last year.  


 94 percent would recommend to family and friends the eye doctor they saw on their most recent 
visit. 


 87 percent plan to continue seeing this eye doctor. 


 98 percent of eyeQuest members feel they understand their vision benefits, significantly higher than 
89 percent in 2014. 


eyeQuest members were asked to indicate their agreement with the statement: “eyeQuest is a leader in 
improving the vision awareness to their members through the implementation of innovative benefits, 
education and programs." 


 81 percent agree with this statement.  


 97 percent would recommend eyeQuest. 


 97 percent of eyeQuest members are satisfied with eyeQuest.  


DentaQuest is an informed business partner, equipped with the tools to make participating in Medicaid 
programs easy and profitable. DentaQuest offers: 


 Real-time claim processing, which means providers get paid quickly and funds can deposit directly 
into provider bank accounts 


 Responsive service from the customer care center, which keeps provider offices running at peak 
efficiency 


 Annual satisfaction surveys, which give providers an opportunity to make their voices heard 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel. 
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 eyeQuest’s website makes it easy for providers to participate in its programs. Vision professionals 
logging into eyeQuest’s HIPAA-compliant provider website can accomplish administrative tasks 
quickly and easily, including: 
 Eligibility verification  
 Medical prior approval 
 Claim submission 
 Prescription orders (including a “smart form” that makes ordering easy) 
 Authorization status 
 Medical prior approval status 
 Claim status 
 Order status 
 Access to the Office Reference Manual and other reference documents 


B. Managed Care Programs for Medicaid Recipients 
DentaQuest contracts with more than 100 health plans to administer managed care vision and dental 
programs for Medicaid members. With 24 years’ experience in administering Medicaid and CHIP 
programs, DentaQuest understands the importance of complying with state regulations and client 
requirements. 


The needs of the Medicaid population differ greatly from those served by commercial carriers. Access 
to care, language proficiency, transportation challenges, and the need for program materials reflecting 
the varied backgrounds of members are just some of the issues facing Medicaid members. DentaQuest 
is accustomed to dealing with these issues to ensure every member benefits from a high quality dental 
or vision care experience.  


Medicaid Vision Program Management 
DentaQuest is familiar with the barriers faced by vision providers participating in government-
sponsored programs. One by one, they have eliminated these barriers through advanced technology 
service improvements and by giving providers a say in how DentaQuest conducts business with them. 


DentaQuest has administered managed care vision programs for Medicaid recipients through its 
eyeQuest vision product since 2009, and currently serves 1.6 million vision members through 18 health 
plan partners in nine states. DentaQuest is the incumbent for Amerigroup Medicaid vision in Nevada, 
and the current vision partner for Amerigroup in Florida and Washington. 


C. Managing and Improving Health Outcomes for Program Recipients 
For vision members in Nevada, DentaQuest’s outreach programs have been designed to increase 
access and have included postcards and phone calls. Outreach programs include: 


 Member Appointment Assistance 
 eyeQuest incentivized provider offices to call Amerigroup members with diabetes to schedule 


an appointment for their eye exams 


 Health Fairs – 15th Annual Community Back To School Health and Educational Fair  
 DentaQuest attendance 
 Vision Screenings 
 Educational Materials 
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HEDIS scores have improved dramatically. From 2009, when Amerigroup began partnering with 
DentaQuest for vision care services in Nevada, to today, the percentage of members receiving a retinal 
eye exam has improved from 31 percent to 55 percent. 


D. Administering Medicaid Utilization and Case Management Programs 
DentaQuest’s utilization management (UM) program ensures members receive medically necessary 
care as defined under state guidelines. It complies with recognized UM standards as they apply to 
vision care through such organizations as NCQA, URAC, and federal and state standards, including 
the Department of Labor’s Employee Retirement Income Security Act (ERISA) regulations. 


DentaQuest employs optometrists and ophthalmologists to review claims and authorizations for 
medical necessity. Its billing algorithms take into account the provider, practice setting, patient 
diagnosis (International Classification of Diseases [ICD] code), patient age and billed service code 
(Current Procedural Terminology [CPT®]). These measures permit DentaQuest to limit excessive 
services without restricting the member’s access to care. 


For example, pachymetry (CPT-76514), the measurement of the thickness of the cornea, will be a 
once-per-lifetime service for adults with a glaucoma or glaucoma suspect diagnosis, but will be 
available more frequently when monitoring active corneal disease. This approach will provide better 
patient care than a rigid limitation on episodes of care across the board. Other conditions for which 
this type of algorithm will be used include gonioscopy (92020), visual fields (92083), retinal 
photography (92250), and posterior segment scanning (92135). 


Prior Authorizations 
Providers may submit prior authorizations via mail, fax, or DentaQuest’s free eyeQuest provider 
portal. Operations employees initially review requests to determine whether they comply with 
contracted service codes. An optometrist or ophthalmologist determines surgical cases and denied 
clinical and medical requests. DentaQuest determines non-urgent requests in accordance with NCQA, 
URAC, and any applicable federal or state regulations. 


In general, members have coverage for one examination and pair of eyeglasses or contact lenses each 
year. Under this benefit set, DentaQuest would require prior authorization for replacement eyeglasses 
(Medicaid only), second and successive routine examinations, and all medically necessary contact 
lenses. The approval criteria and limitations are in line with contract requirements and applicable 
Medicaid/Medicare regulations. 


E. Medicaid Claims Processing and Adjudication 
DentaQuest’s HIPAA-compliant claims processing system is designed to serve the specific processing 
needs of vision clients, managing members who receive benefits supported by commercial, state, and 
federal government programs. This flexible, parameter-driven system has an open architecture to 
accommodate the full spectrum of vision plan designs and benefit levels, as well as multiple line items 
for each claim.  


In 2015, DentaQuest processed more than 632,000 vision claims. In the first six months of 2016, more 
than 390,000 vision claims were processed, and 99 percent of those claims were paid within 30 days. 
There are no clinical processing limitations. DentaQuest’s claims system permits real-time access to 
utilization data for client reporting and clinical quality improvement.  
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DentaQuest has experience using a number of ANSI-compliant health information exchange of 
standard file formats relevant to delivery of care and payment/processing of claims including: 


 Inbound 837 Claims: DentaQuest accepts electronic claims submissions through HIPAA-standard 
EDI transactions (837P) uploaded to its secure Trading Partner Portal. Files are run through a 
HIPAA translator and claims are directed into their claim processing system, or, when syntax errors 
occur, are rejected on the 999 response transaction.  


 Outbound 837 Claims: DentaQuest sends encounter files in the 837P format for paid dates for the 
previous month.  


 834 Eligibility: DentaQuest works with its health plan clients to process a variety of electronic 
eligibility file types. Data can be exchanged via the HIPAA 834 version 5010 file format or via a 
proprietary format. DentaQuest creates a customized eligibility load process specific to its clients’ 
needs. This process will encompass the client’s specific member assignment logic and allow for the 
processing of daily partial proprietary eligibility files and monthly full proprietary eligibility files.  


F. Project Management 
DentaQuest’s implementation team has more than 24 years of experience implementing government-
sponsored programs, and implements dozens of new programs every year. Through its eyeQuest 
product, DentaQuest is the incumbent for Nevada; therefore, no implementation process is necessary. 
However, the eyeQuest project management team is available if the Nevada Medicaid program should 
undergo significant changes. 


DentaQuest uses a Microsoft Project Plan to track the progress of implementations. The project plan is 
customizable to meet program needs related to type, size, timeline, and scope of services. DentaQuest 
can easily modify the process to remove tasks related to administrative services that the client 
maintains. Regardless of task delegation, DentaQuest’s implementation methodology is the same. 


Project Management Tools 
DentaQuest strives to use new technological solutions to streamline its work. This philosophy is 
prominent in its program enhancement activities, where proper management of work is essential to 
project success. DentaQuest employs the following tools: 


 Microsoft Office Project® 
Microsoft Project is an industry-standard project management tool, and is used by DentaQuest 
project managers, account executives, and functional/technical teams to manage project tasks, 
timelines, deadlines, and resources. The program enhancement project plan will be continually 
updated to represent new requirements or tasks identified throughout the startup period. The client 
and relevant team members will be regularly provided with updated project plans. 


 Microsoft SharePoint® 
SharePoint is a secure intranet server that DentaQuest uses to organize, share, and manage internal 
content. The DentaQuest project team will set up a client-specific SharePoint site to manage the 
new requirements and initiatives. 


 Innotas™ 
Innotas is a dynamic cloud-based project portfolio management system. In a single application, 
project teams can manage resource allocation, project assignments, tasks and activities, and project 
issues, risks, and progress status. Innotas is used throughout the organization to properly plan and 
execute complex program, systems, and IT projects.  
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 Microsoft Team Foundation Server® (TFS) 
DentaQuest uses TFS for all aspects of application ticketing, developing, and testing work. Once 
requirements are defined, technical teams use TFS to manage requirement development and 
testing, ensuring that all scheduled work is executed in compliance with the requirements, and by 
the agreed-upon deadlines.  


G. Qualifications of Key Personnel 
DentaQuest’s key personnel and related qualifications are in Table 4.2.1.4-41.  


Table 4.2.1.4-41. DentaQuest Key Personnel and Qualifications 
Staff and Position Qualifications 


Vidya Baliga – 
Vision Operations 
Director  


 


 Leader of DentaQuest’s vision care product for five years 
 Directly responsible for increasing vision membership in DentaQuest’s vision plans 
 Instrumental in developing web portals for vision providers and members easing access to 


information related to their vision plans 
David Clark – 
Executive Director 
Client Engagement 


 


 Integral member of the DentaQuest team for the last 7 years 
 Experience in leading the eligibility enrollment functions of DentaQuest clients and resolving 


issues related to eligibility 
 Ensures needed service level agreements are met and exceeded 


 
Dr. John Davis – 
Clinical Vision 
Director  


 


 30 years of vision industry experience in both clinical and executive management positions 
 Eight years as Vice President of Managed Care for Opticare Managed Vision 
 Experience leading teams responsible for new product development, creation of marketing 


strategies, and network recruitment 
 Vision care industry experience overseeing the performance in credentialing, quality assurance, 


utilization management and provider complaints and grievances. 
Mandy Gilbertson – 
Manager, Vision 
Networks  


 


 Has more than 15 years of experience with DentaQuest 
 Directly responsible for provider contract creation and negotiation 
 Experience researching and analyzing provider fee schedules thus ensuring cost effectiveness 
 Held multiple positions including Account Executive, Contract Coordinator, and Recruiter 


Brittany Gray – 
Executive Director 
of National 
Accounts  


 More than five years’ experience in the health care industry, the last three with DentaQuest 
 Works with both government agencies and commercial clients 
 Launched Long Term Care program for Statewide Medicaid Managed Care in the state of Florida 


 


(4.2.1.4) 4.1.12.2 Experience with Performance Incentives – DentaQuest Subcontractor 
Information 


 


The DentaQuest vision specialty network monitors and measures health outcomes around the 
frequency or prevalence of members seeing an eye doctor for diabetic dilated eye exams. DentaQuest 
has strived to create a provider culture that promotes "well eye care" with this highly at-risk 
population. Through these programs, DentaQuest has shown that aligning provider and member 
incentives improves results. Outreach programs include: 


 Member Appointment Assistance 
 eyeQuest incentivized providers to call members with diabetes to schedule an appointment for 


their eye exams 


 Health Fairs – 15th Annual Community Back To School Health and Educational Fair 
 DentaQuest attendance 
 Vision Screenings 


 Educational Materials 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance.
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(4.2.1.4) 4.1.12.3 Investment in Improvement – DentaQuest Subcontractor Information 


 


DentaQuest continues to invest heavily in the area of provider-driven Physician Quality Reporting 
System (PQRS) measures. The goal is to utilize its Primary Eye Care Provider network as a source for 
general health education as it complements the delivery of preventive eye care. 


The specific process improvement elements are comprised of establishment of web-portal reminders for 
PQRS measures (including diabetic eye exam verification), delivery of monthly memo notices – these 
notices provide/remind offices of the need to incorporate applicable PQRS codes (CPT and ICD-10) on 
claims, and quarterly newsletter notices explaining the value, to all stake holders, of collecting these 
data elements. We have recently developed a reporting mechanism to track and trend how providers 
are doing in this area. 


(4.2.1.4) 4.1.12.4 Experience Working with State Governments – DentaQuest 
Subcontractor Information 


 


Since the inception of the eyeQuest vision benefits product in 2009, DentaQuest has administered 
Medicaid vision programs on behalf of health plans contracting with state agencies. Today, eyeQuest 
manages vision programs on behalf of 18 health plan clients in nine states, and is familiar with the 
state and federal requirements related to the administration of Medicaid programs. The high level of 
performance eyeQuest has achieved in Nevada in partnership with Amerigroup testifies to their ability 
to accommodate Nevada Medicaid program requirements. 


In addition to providing vision services through the eyeQuest product, DentaQuest administers carve-
out dental programs directly with nine state agencies and in a subcontracting role with more than 100 
health plans. Today, DentaQuest serves more than 22 million government program recipients and 
more than 2 million commercial program recipients in 28 states. 


Having administered government-sponsored benefit programs since 1993, DentaQuest is deeply 
familiar with federal and state program requirements governing Medicaid, Medicare, and CHIP 
programs. Their systems specialize in guarding against fraud and abuse, which is among the largest 
costs associated with Medicaid programs. 


(4.2.1.4) 4.1.12.5 Key Personnel – DentaQuest Subcontractor Information 


 


Please refer to Attachment 4.4 Subcontractor Resumes: DentaQuest, LLC d/b/a eyeQuest for the 
resumes of DentaQuest’s key personnel. The name of each individual and his or her responsibilities as 
they relate to the requirements of this RFP are included in Table 4.2.1.4-42. 


  


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein.  
This information must be included in vendor’s technical response to the RFP. 
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Table 4.2.1.4-42. DentaQuest Key Personnel and Responsibilities 
Name Vidya Baliga 


Title Vision Operations Director 
Responsibilities • Identify client expectations, communicate expectations to appropriate individuals within the 


organization, and ensure eyeQuest is meeting client expectations. 
• Develop and maintain a personal working relationship with key individuals and decision 


makers at Amerigroup. Develop and attend client meetings as needed. 
• Identify client expectations, communicate expectations to appropriate individuals within the 


organization, and ensure eyeQuest is meeting client expectations. 
• Oversee sales activities and ensure eyeQuest is tracking to meet goals. Develop actions as 


necessary to meet goals. 
 


Name David Clark 


Title Executive Director Client Engagement 
Responsibilities • Provide ongoing leadership for all DentaQuest staff on administration of the client’s program 


Communicate information accurately and efficiently to ensure that DentaQuest is meeting 
and exceeding client expectations and the terms of the RFP and contract. 


• Ongoing effective communications and service to clients via onsite meetings, conference calls, 
and day-to-day interaction. 


• Proactively identify client expectations, communicate expectations to DentaQuest staff, and 
ensure expectations are delivered effectively. Proactively resolve issues and strengthen 
relationships at various professional levels within the client’s organization. 


• Develop and maintain relationships with several key contacts in various healthcare and 
community-based organizations 


 


Name Dr. John Davis 


Title Clinical Vision Director  
Responsibilities • Oversees the Quality and UM Programs for developing clinical quality studies and UM 


activities compliant with NCQA guidelines. 
• Make medical necessity determinations on claims, prior authorizations, and appeals as 


appropriate. 
• Maintain site visit program with record reviews in accordance with contractual and quality 


requirements. 
• Provide clinical vision expertise in legal, regulatory, and underwriting processes, and assist 


the company's departments in those areas. 
 


Name Mandy Gilbertson 


Title Manager, Vision Networks 
Responsibilities • Oversee contract compliance with appropriate regulations and audit requirements. 


• Lead and manage recruitment of providers for new networks and expansion of existing 
networks. 


• Develop an integrated process of operational, quality and resource management to meet 
internal and external goals. 


• Create contract and amendment templates for use by regions. Develop policies, processes, and 
controls for updating to ensure contracts are in compliance. 


 


Name Brittany Gray 


Title Executive Director of National Accounts 
Responsibilities • Ongoing effective communications and service to clients via onsite meetings, conference calls, 


and day-to-day interaction. 
• Manages and maintains productive and positive relationship with key national clients. 
• Ensure contract compliance via local representative reporting on each plan associated with 


national clients. 
• Coordinate resolution of corporate client issues. 
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(4.2.1.4) 4.1.12.6 Additional Full-time Staff – DentaQuest Subcontractor Information 


 


Additional full-time staff and project supervisors with contract responsibilities at DentaQuest, LLC 
d/b/a eyequest are included in Table 4.2.1.4-43. 


Table 4.2.1.4-43. Additional DentaQuest, LLC d/b/a eyeQuest Staff and Supervisors Provide Oversight to Key Areas 
Area Names 


A. Information Systems Shaju Puthussery 
Laura Osowski 


B. Utilization Case Management  Dr. John Davis 


Dr. Daniel Townsend 


Dr. Marc Tescher 


Dr. Ben Leonard 


Dr. Timothy Owens 


Dr. Inna Ozerov 


C. Claims Payment Jennifer Mueller 
D. Quality Improvement and Reporting 
(for example, HEDIS, CMS 416) 


Kristen Scott 
Dr. John Davis 


E. Health Education Kristen Scott 
F. Data Coding Shaju Puthussery 


Johnny Kidd 
G. Contract Negotiation 
Specialists/Network Recruiters 


Mandy Gilbertson 


H. Encounter Data Shaju Puthussery 
Laura Osowski 


I. Other Staff as Needed for Project Megan Ryczek 
Kim Nunes 


 


(4.2.1.4) 4.1.12.7 Current Licenses or Certifications – DentaQuest Subcontractor 
Information 


 


DentaQuest holds the following licenses and certifications in the State of Nevada: 


 Third Party Administrative License 


 Utilization Review License 


 Clark County DBA Certificate 


 Washoe County DBA Certificate


Please see Attachment 4.2-4: DentaQuest for DentaQuest’s current licenses and certifications. 


  


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 
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(4.2.1.4) 4.1.12.8 Bilingual Staff – DentaQuest Subcontractor Information 


 


DentaQuest bilingual staff members working on the vision program are listed in Table 4.2.1.4-44. 


In addition to full-time bilingual staff, DentaQuest contracts with Certified Languages International to 
accommodate the needs of non‐English speaking members. This professional language company 
specializes in phone interpreter services and provides translation in more than 150 languages. 
Importantly, their representatives are knowledgeable in medical and insurance terminology. 


Upon identifying the caller’s preferred language, the DentaQuest representative can conduct a three‐
way call between the caller and Certified Languages International to provide real‐time translation 
assistance. DentaQuest has subcontracted with this vendor for many years and its staff has consistently 
provided reliable, high-quality service. 


Table 4.2.1.4-44. DentaQuest Bilingual Staff 


Name Role Languages Spoken 


Awilda Guzman Bilingual Vision Specialist English/Spanish 


Lydia Hernandez Bilingual Vision Specialist (PR) English/Spanish 


Victoria Herrera Bilingual Customer Service Representative English/Spanish 


Amanda Gonzalez Bilingual Customer Service Representative English/Spanish 


Hector Molina Bilingual Customer Service Representative English/Spanish 


Monica Amborn Bilingual Customer Service Representative English/Spanish 


Aileen Camacho Bilingual Customer Service Representative English/Spanish 
 


 (4.2.1.4) 4.1.12.9 Associations or Organizations – DentaQuest Subcontractor Information 


 


DentaQuest belongs to the following associations or organizations: 


National Health Associations (vision) 
In the vision segment through eyeQuest, DentaQuest belongs to the National Association of Specialty 
Health Organizations. 


National Oral Health Coalitions 
DentaQuest is actively involved in supporting a number of national oral health coalitions. Highlights 
of its involvement with national oral health coalitions include:  


 DentaQuest’s CEO Steve Pollock served on the board of directors for Oral Health America, a 
national organization dedicated to improving oral health.  


 A representative from the DentaQuest Institute served as a facility attendee for the National 
Network for Oral Health Access’ Expert Meeting  


 The DentaQuest Institute’s Director of Practice Management, Brian Novy, DDS, serves as the chair 
of the executive committee of the CAMBRA Coalition  


  


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.


4.1.12.9 List any associations or organizations to which the organization belongs. 
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Additionally, the DentaQuest Foundation has provided a number of grants to national oral health 
coalitions, including:  


 American Network of Oral Health Coalitions  


 Oral Health America  


 National Children’s Oral Health Foundation  


 U.S. National Oral Health Alliance  


National Dental Associations  
DentaQuest understands the important role of national dental associations and has developed strong 
relationships with various groups. Highlights of its involvement with national dental associations 
include:  


 DentaQuest is a member of the National Association of Dental Plans  


 DentaQuest’s CEO Steve Pollock participated in a CEO panel discussion at last year’s National 
Association of Dental Plans’ annual meeting  


 Executive Director of the DentaQuest Institute’s Safety Net Solutions, Mark Doherty, DMD, served 
as a delegate for SE (MA) District Dental Society at the 2015 annual American Dental Association 
(ADA) meeting  


 DentaQuest’s Chief Dental Officer, Robert Compton, DDS, presented at the ADA’s Evidence-based 
dentistry conference in 2015  


 The DentaQuest Institute hosted a booth at this year’s National Oral Health Conference, sponsored 
by the Association of State and Territorial Dental Directors (ASTDD) and the American Association 
of Public Health Dentistry (AAPHD) 


Additionally, the DentaQuest Foundation has provided a number of grants to national dental 
associations for programs and initiatives aimed at improving oral health. These groups include:  


 American Academy of Pediatric Dentistry  


 Hispanic Dental Association  


 National Dental Association  


 Medicaid-CHIP State Dental Association  


 American Dental Hygienists’ Association Institute of Oral Health  
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(4.2.1.4) 4.1.13 Health Information Exchange Questions – DentaQuest 
Subcontractor Information 
 


(4.2.1.4) 4.1.13.1 Network Provider HealthHIE Nevada Participation – DentaQuest 
Subcontractor Information 


 


DentaQuest is not currently working with any vision providers on participation in the HealtHIE 
Nevada statewide health information exchange (HIE), as explained in Table 4.2.1.4-45. 


Table 4.2.1.4-45. DentaQuest’s Provider Network Participating in the HealtHIE  
Provider Category % Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A 


Other Inpatient Facility (e.g. Rehabilitation, Long 
Term Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A 


Laboratory N/A N/A 


Radiology N/A N/A 


All Other Not applicable at this time. 
DentaQuest is not currently 
working with any vision 
providers on participation in 
the HealtHIE Nevada statewide 
information exchange; 
however, they are interested in 
researching and pursuing the 
opportunity to do so, 
particularly if it will help 
facilitate the exchange of 
health information.  


Not applicable at this time. 
DentaQuest is not currently 
working with any vision 
providers on participation in 
the HealtHIE Nevada statewide 
information exchange; 
however, they are interested in 
researching and pursuing the 
opportunity to do so, 
particularly if it will help 
facilitate the exchange of 
health information. 


 


  


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)? Please indicate your answer using the following table: 
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   
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 (4.2.1.4) 4.1.13.2 Plans to Encourage Providers to Participate in HealtHIE Nevada – 
DentaQuest Subcontractor Information 


 


DentaQuest is not currently working with any vision providers on participation in the HealtHIE 
Nevada statewide information exchange; however, they are definitely interested in researching and 
pursuing the opportunity to do so if the initiative is something the State is interested in pursuing, 
particularly if it will help facilitate the exchange of health information. 


(4.2.1.4) 4.1.13.3 Participation in HealtHIE Nevada – DentaQuest Subcontractor 
Information 


 


Not applicable. 


(4.2.1.4) 4.1.14 Financial Information and Documentation – DentaQuest 
Subcontractor Information 


 


DentaQuest’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.1 Dun and Bradstreet Number – DentaQuest Subcontractor Information 


 


DentaQuest is not rated by Dun and Bradstreet. 


(4.2.1.4) 4.1.14.2 Federal Tax Identification Number – DentaQuest Subcontractor 
Information 


 


DentaQuest’s confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information. 


 (4.2.1.4) 4.1.14.3 Financial Statements – DentaQuest Subcontractor Information 


 


A. Profit and Loss Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


B. Balance Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


  


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information. 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement   
B.  Balance Statement  
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(4.2.1.5) 4.3.1 Subcontractor Business References from Similar Projects 


 


DentaQuest business references are provided in Tables 4.2.1.5-11 through 4.2.1.5-13. 


Table 4.2.1.5-11. DentaQuest Reference 1 
Reference #: 1 


Company Name: Trusted Health Plan, Inc.  


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Vision Administration 


Primary Contact Information 
Name: Ahna Millat 
Street Address: 1100 New Jersey Ave SE, Suite 840 
City, State, Zip: Washington, DC 20033 
Phone, including area code: (202) 821-1108 
Facsimile, including area code: N/A 
Email address: amillat@trustedhp.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Provide Network, CS and claim processing for Vision, Medicaid 
and Medicare Membership 


Original Project/Contract Start Date: July, 2013 
Original Project/Contract End Date: N/A – Contract is still active 
Original Project/Contract Value: $215,000  
Final Project/Contract Date: N/A – Contract is still active  
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active  


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active  


  
  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   
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Table 4.2.1.5-12. DentaQuest Reference 2 
Reference #: 2 


Company Name: Paramount Advantage 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Dental and Vision, Medicaid 


Primary Contact Information 
Name: Dale Ocheske 
Street Address: 1901 Indian Wood Circle 
City, State, Zip: Maumee, OH 43537 
Phone, including area code: (419) 887-2804 
Facsimile, including area code: (419) 887-2011 
Email address: Dale.ocheske@promedica.org 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Administration of dental and vision Medicaid benefits 


Original Project/Contract Start Date: 7/1/2013 
Original Project/Contract End Date: N/A - Contract active 
Original Project/Contract Value: $737,571 annually (estimated) 
Final Project/Contract Date: N/A – contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – contract is still active 
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Table 4.2.1.5-13. DentaQuest Reference 3 
Reference #: 3 


Company Name: Amerigroup of Florida 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Amerigroup of Florida 


Primary Contact Information 
Name: Lourdes Rivas 
Street Address: 9250 West Flagler Street, Suite 600 
City, State, Zip: Miami, FL 33174 
Phone, including area code: (305) 921-2648 
Facsimile, including area code: N/A 
Email address: LRivas@simplyhealthcareplans.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Under the Anthem, Better Health, and Simply Healthcare Plans 
contracts, DentaQuest recruits and provides the dental network 
and pays dental claims to providers. Other duties include 
utilization management, customer service, provider services, 
credentialing, and recredentialing of DentaQuest’s providers, 
quality improvement, and secondary support for member 
grievances and appeals. 


Original Project/Contract Start Date: Anthem: 11/1/2013 
Better Health: 5/1/2009 
Simply Healthcare Plans: 6/1/2010 


Original Project/Contract End Date: Renewed on annual basis 
Original Project/Contract Value: $21.4 million 
Final Project/Contract Date: Renewed on annual basis 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – contract is still active 


 


 
 


 


 


 







 
   


 


Attachment 4.2-4: DentaQuest    


Attachment 4.2-4: DentaQuest includes the following documents 


 Attachment 4.2-4a: DentaQuest - Attachment B 


 Attachment 4.2-4b: DentaQuest - Current Licenses and Certifications 


 Attachment 4.2-4b1: TPA License 


 Attachment 4.2-4b2: UR License 


 Attachment 4.2-4b3: Clark County DBA Certificate 


 Attachment 4.2-4b4: Washoe County DBA Certificate 
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ATTACHMENT B _ TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE
\ryITH TERMS AND CONDITIONS OF'RF'P


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


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


I do not agree to comply with the terms and conditions specified in this RFP


If the exception and/or assumption require a change in the terms in any section of the RFP, the contract,
or any incorporated documents, vendors must provide the specific language that is being proposed in the
tables below. If vendors do not specify in detail any exceptions and/or assumptions at time of proposal
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.


.-.*.t- a
Company Name


NO


Signature


øltvl tLe
Print Name Date


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


EXCEPTION SUMMARY FORM


ASSUMPTION SUMMARY FORM


ñanageffient,
credentialing, and recreìlentialing, as noted in response to Section 4.2,1.1, eyeQuest unilerstands and agrees to comply pith all terms and conilitions ofthe


EXCEPTION # RFP SECTION
NUMBER


RFP
PAGE NUMBER


EXCEPTION
(Complete detail regarding exceptions must be


identifìed)


ASSUMPTION #
RFP SECTION


NUMBER
RFP


PAGE NUMBER


ASSUMPTION
(Complete detail regarding assumptions must


be identifìed)


This document must be submitted in Tab V of vendor's technical proposal


*
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ATTACHMENT B - TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE
WITH TERMS AND CONDITIONS OF RF'P


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


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


I do not agree to comply with the terms and conditions specif,red in this RFP


If the exception and/or assumption require a change in the terms in any section of the RFP, the contract,
or any incorporated documents, vendors mast provide the specific language that is being proposed in the
tables below. If vendors do not specify in detail any exceptions and/or assumptions at time of proposal
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.


Do"t.. Cl..,as-| Ll -C -
Company Name


Signature


NO


fe + ål \oll.;
Print Name Date


Vendors MUST use thefollowingformat. Attach additional sheets if necessary


EXCEPTION SUMMARY FORM


ASSUMPTION SUMMARY FORM


creilentiøling, and recredentialing, as noted in response to Section 4,2,1.1, eyeQuest understanils anil øgrees to comply wìth all terms ønd conditions of the


EXCEPTION #
RFP SECTION


NUMBER
RFP


PAGE NUMBER


EXCEPTION
(Complete detail regarding exceptions must be


identifïed)


ASSUMPTION #
RFP SECTION


NUMBER
RFP


PAGE NUMBER


ASSUMPTION
(Complete detail regarding assumptions must


be identifìed)


This document must be submitted in Tab V of vendor's technical proposal
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LICENSE NUMBER: 528207 


Issue Date: 08-09-2011 Expiration Date: 03-01-2017 


Utilization Review 
DENTAQUEST, LLC 


ATTN: DEBRA CORRENTE 
12121 CORPORATE PKWY 
MEQUON, WI 53092-3332 


is authorized to transact business as described above 
License No: 528207 Issue Date: 08-09-2011 Expiration Date: 03-01-2017 


Generated by Sircon 133238686 


THIS IS TO CERTIFY THAT


DENTAQUEST, LLC 
ATTN: DEBRA CORRENTE, 12121 CORPORATE PKWY, 


MEQUON, WI 53092-3332 


IS HEREBY AUTHORIZED TO TRANSACT BUSINESS 
IN ACCORDANCE TO THE LICENSE DESCRIPTION 
SHOWN BELOW: 


Utilization Review 


Generated by Sircon 133238686 


Page 1 of 1Compliance Express ™


8/12/2016https://www.sircon.com/ComplianceExpress/ServiceRequest/licPrnt.do?method=collectPa...
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Express Scripts, Inc. (ESI) Subcontractor Information 


(4.2.1.4) 4.1.1 Vendor Information – ESI Subcontractor Information 


 


Express Scripts’ company profile is detailed in Table 4.2.1.4-46.  


  


Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name:  
Ownership (sole proprietor, partnership, 
etc.): 


 


State of incorporation:  
Date of incorporation:  
# of years in business:  
List of top officers:  
Location of company headquarters:  
Location(s) of the company offices:  
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


 


Location(s) from which employees will be 
assigned for this project: 
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Table 4.2.1.4-46. Express Scripts Company Profile 
Question Response 


Company name: Express Scripts 


Ownership (sole proprietor, partnership, etc.): Express Scripts, Inc. 


State of incorporation: Express Scripts is incorporated in Delaware and the company headquarters 
are located in St. Louis, Missouri. 


Date of incorporation: September, 1986 


# of years in business: 30 years 


 
List of top officers: 


 Tim Wentworth, Chief Executive Officer and President 
 Martin Akins, Senior Vice President, General Counsel and Corporate 


Secretary 
 Phyllis Anderson, Senior Vice President and Chief Marketing Officer 
 Don Fotsch, Senior Vice President, Home Delivery and Member 


Experience 
 Christine Houston, Senior Vice President, Operations 
 Steve Miller, MD, Senior Vice President and Chief Medical Officer 
 Everett Neville, Senior Vice President, Supply Chain 
 Dave Queller, Senior Vice President, Sales and Account Management 
 Neal Sample, Senior Vice President and Chief Information Officer 
 Eric Slusser, Executive Vice President and Chief Financial Officer 
 Glen Stettin, MD, Senior Vice President, Clinical, Research and New 


Solutions and Chief Innovation Officer 
 Sara Wade, Senior Vice President and Chief Human Resources Officer 


Location of company headquarters: Express Scripts, Inc. 
One Express Way 


St. Louis, MO 63121 


Location(s) of the company offices: Headquartered in St. Louis, Missouri, Express Scripts owns and leases 130 
facilities, including locations in the following states: Alabama, Arizona, 
California, Delaware, District of Columbia, Florida, Georgia, Illinois, 
Indiana, Iowa, Kansas, Kentucky, Louisiana, Maryland, Massachusetts, 
Michigan, Missouri, Nebraska, Nevada, New Jersey, North Carolina, Ohio, 
Oklahoma, Pennsylvania, Tennessee, Texas, Utah, Virginia, Washington, 
West Virginia, Wisconsin. 


Location(s) of the office that will provide the 
services described in this RFP: 


Express Scripts, Inc. 
One Express Way 


St. Louis, MO 63121 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP:


Express Scripts does not have local employees in NV. However, they have a 
team of virtual Medicaid experts who have serviced Amerigroup since 
November 2014. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


The Nevada Medicaid account team at Express Scripts will consist of five 
key personnel to oversee day-to-day operations. Additionally, there will be a 
Medicaid product liaison assigned to oversee State Medicaid compliance. 


Location(s) from which employees will be 
assigned for this project: 


Account Team is based out of St. Louis, MO with individuals located in 
Minneapolis, MN, Los Angeles, CA, Franklin Lakes, NJ, Mason, OH, and 
Columbus, OH. 


 


(4.2.1.4) 4.1.2 Foreign Corporation Designation – ESI Subcontractor Information 


 


Confirmed. Express Scripts is registered to do business in the State of Nevada. 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 
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(4.2.1.4) 4.1.3 State of Nevada Licensure – ESI Subcontractor Information  


 


Express Scripts’ Nevada licensure information is included in Table 4.2.1.4-47. 


Table 4.2.1.4-47. Express Scripts Business Licensure 
Question Response 


Nevada Business License Number: NV20151712630 


Legal Entity Name: Express Scripts, Inc.  


National Provider Identifier (NPI) ESI’s NPI numbers, respective to their home delivery pharmacy 
network, are provided below: 
 1649352006 
 1063645026 
 1558443911 
 1417376765 
 1245251214 
 1992892194 
 1588704605 
 1710074919 


Atypical Provider Identifier (API) N/A 
 


Yes  No  
 


(4.2.1.4) 4.1.4 Required Licensure – ESI Subcontractor Information 


 


Express Scripts understands and will comply with all applicable licensure requirements for the services 
it is providing. 


  


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://nvsos.gov. 
 


Question Response 
Nevada Business License 
Number: 


 


Legal Entity Name:  
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


 
If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 
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(4.2.1.4) 4.1.5 Current Nevada Contracts – ESI Subcontractor Information 


 


Yes  No  
 


Express Scripts recently started providing Pharmacy Benefit Management services (PBM) to an 
agency in the State of Nevada. Express Scripts’ current Nevada contracts are included in Table  
4.2.1.4-48. 


Table 4.2.1.4-48. Express Scripts’ Current Nevada Contract 


Question Response 


Name of State agency: Nevada Public Employee Benefit Program 


State agency contact name: Damon Haycock 


Dates when services were performed: Service contract began July 2016 


Type of duties performed: PBM services 


Total dollar value of the contract: N/A: ESI considers client contract values to be confidential and 
does not disclose such details. 


 


(4.2.1.4) 4.1.6 Employee of State of Nevada Designation – ESI Subcontractor 
Information 


 


Yes  No  
 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 


Yes  No  


 
If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted to 
provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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Express Scripts is a publicly traded full service PBM. To the best of their knowledge, none of their 
employees are currently employed by an agency of the State of Nevada. 


(4.2.1.4) 4.1.7 Prior and Pending Litigation – ESI Subcontractor Information 


 


Yes  No  
 


Express Scripts has not been barred from participating in any government programs. Express Scripts 
and their affiliated companies are occasionally party to legal or administrative proceedings arising out 
of the ordinary course of their business. They report significant legal proceedings in accordance with 
Securities and Exchange Commission (SEC) rules. SEC filings can be accessed through the Investor 
Relations link at www.express-scripts.com. 


However, Express Scripts has no prior or ongoing significant contract failures, breaches, civil or 
criminal litigation to disclose involving matters related to a contract with the State of Nevada or any 
other governmental entity. In addition, Express Scripts has no pending claim or litigation that has 
occurred within the past six years that would adversely affect its ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP. 


While Express Scripts has no prior or ongoing significant matters to disclose, Express Scripts is 
disclosing a matter pertaining to an investigation, as detailed in Table 4.2.1.4-49. 
 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No  


 
If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
 


Question Response 
Date of alleged contract failure 
or breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
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Table 4.2.1.4-49. Investigation Involving Express Scripts 
Question Response 


Date of alleged contract failure or breach: N/A 


Parties involved: Express Scripts, Inc. (ESI) and CMS 


Description of the contract failure, contract breach, or 
litigation, including the products or services involved: 


In 2013, Express Scripts’ Prescription Drug Plan (PDP) 
contracts participated in a routine CMS performance audit. 
CMS noted findings related to regulatory and process 
deficiencies specific to Medicare Part D formulary 
administration and coverage determination requirements. 
As a result of those findings, CMS imposed a civil monetary 
penalty on Express Scripts’ PDP contracts in June 2014. 
We worked with CMS to remediate the issues and CMS has 
since closed the audit. 


Amount in controversy: $334,900 


Resolution or current status of the dispute: Closed. ESI worked with CMS to remediate the issues and 
CMS has since closed the audit. 


If the matter has resulted in a court case: Court: N/A 
Case Number: N/A 


Status of the litigation: 
N/A 


 


(4.2.1.4) 4.1.8 Insurance Requirements – ESI Subcontractor Information 


 


Yes  No  
 


Express Scripts agrees to comply with the provisions in RFP Attachment E, with the understanding 
that the Performance Security Bond referenced in RFP Attachment E, Section A, Part 6 
(“Performance Security”) does not apply to subcontractors.   


  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3260.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 
 


Yes  No  


 
Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment 
B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at 
time of proposal submission, the State will not consider any additional exceptions and/or assumptions 
during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3260.
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(4.2.1.4) 4.1.9 Background and Qualifications – ESI Subcontractor Information 


 


Express Scripts has administered managed Medicaid and income-based health programs since 1995. 
Their Medicaid clients serve the following populations: 


 Children’s Health Insurance Programs (CHIP) 


 State Children’s Health Insurance Programs or Standalone CHIP (SCHIP) 


 Temporary Assistance for Needy Families (TANF) 


 Aged, Blind, and Disabled (ABD) 


 HIV Special Needs Plans (SNP) 


 Developmentally disabled individuals 


 Adoption assistance children 


 Foster care children 


 Dual eligibles 


 Behavioral health populations 


Medicaid Service Model 
Recognizing the unique needs of highly specialized Medicaid clients, Express Scripts’ Medicaid service 
model ensures they: 


 Understand each Medicaid plan and its unique state requirements 


 Respond quickly to meet new state requirements 


 Develop innovative, Medicaid-specific trend and care programs 


 Provide operational excellence from day one, starting with dedicated Medicaid implementation 
experts assigned to your business 


 Support business development and regulatory strategies within Medicaid markets 


Express Scripts believes that their long-term experience with Medicaid clients, compliance with state 
specific requirements and regulations, as well as their unmatched strategic focus qualifies them to 
provide services for Nevada members on behalf of Amerigroup.  


(4.2.1.4) 4.1.9.1 Health Maintenance Organization Qualification – ESI Subcontractor 
Information 


 


No, Express Scripts is not a Qualified Health Maintenance Organization. 


  


4.1.9 Company background/history and why vendor is qualified to provide the services described in 
this RFP.  Limit response to no more than five (5) pages.  


4.1.9.1 Is your firm a Qualified Health Maintenance Organizations defined by 42 U.S.C 300e-9? 
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(4.2.1.4) 4.1.10 Experience Serving Nevada Medicaid Members – ESI 
Subcontractor Information 


 


Express Scripts has administered managed Medicaid and income-based health programs since 1995. 
Their Medicaid plans serve a variety of populations and range in size from serving a couple of 
thousand members to over a million members. With these differences, Express Scripts understands that 
each Medicaid plan has its unique needs and they customize their services to fit the needs of each 
client. Over the last 21 years, Express Scripts has provided pharmacy benefit services to members on 
behalf of Medicaid clients in more than 28 states. This experience has given them the opportunity to 
grow and excel and ensure that they meet client and member needs. 


(4.2.1.4) 4.1.11 Corporate Background – ESI Subcontractor Information 
 


(4.2.1.4) 4.1.11.1 Primary Services and Client Base – ESI Subcontractor Information 


 


Express Scripts is a full-service PBM that has administered managed Medicaid and income-based 
health programs since 1995. Over the last 21 years, Express Scripts has provided pharmacy benefit 
services to members on behalf of their Medicaid clients in more than 28 states.  


Recognizing the unique needs of highly specialized Medicaid clients, Express Scripts’ Medicaid service 
model ensures they: 


 Understand each Medicaid plan and its unique state requirements 


 Respond quickly to meet new state requirements 


 Develop innovative, Medicaid-specific trend and care programs 


 Provide operational excellence from day one, starting with dedicated Medicaid implementation 
experts  


 Support clients’ business development and regulatory strategies within their Medicaid markets. 


 Stay compliant through: 
 Hands-on, day-to-day support from dedicated Medicaid subject matter experts 
 Continuous monitoring of state and federal regulations 
 Experienced public and regulatory affairs teams 
 Operational support of core regulatory requirements, including state and federal exclusions, 


mandated 340B pricing, and exclusion of drugs not covered under federal rebates 
 Comprehensive reporting, including state oversight, pharmacy network, and other compliance 


reports 
 State-required reporting, including all payer and encounter files 


  


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


4.1.11.1 Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector. 
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 Improve outcomes through: 
 Clinical solutions targeting diseases prevalent in Medicaid populations and designed to maximize 


safety, adherence, and coordination of care 
 Condition-specific solutions to optimize adherence or mitigate overuse and waste, such as for 


hepatitis C 
 TransitionsProSM to proactively manage communications to prescribers, pharmacies, and 


members during transition periods 
 Specialty drug solutions, including Specialty Step Therapy and utilization management edits, 


Medical Benefit Management, and other programs with Accredo, Express Scripts’ specialty 
pharmacy 


Medicaid Compliance and Audit Support  
Express Scripts’ Medicaid Compliance Plan addresses Medicaid and state-specific compliance 
requirements, providing process oversight and dedicated resources. Express Scripts’ plan is closely 
monitored by a team of legal and compliance professionals who specialize in Medicaid compliance to 
ensure Express Scripts meets the regulatory and contractual obligations involved in administering 
Medicaid benefits. Their dedicated Medicaid team is also experienced in: 


 State-by-state oversight regulations and compliance requirements 
 Continuous monitoring and systematic implementation of state and federal regulations 
 Providing access to seasoned public and regulatory affairs teams 
 Consulting with plans about building compliant solutions that best serve Medicaid members 
 Participating in and supporting state readiness reviews and audits 


(4.2.1.4) 4.1.11.2 Company Ownership, Shareholders, and Principals – ESI Subcontractor 
Information 


 


Express Scripts is uniquely positioned to help Amerigroup achieve optimal clinical and cost outcomes 
now and into the future. Nearly three decades ago, Express Scripts was founded on the belief that the 
pharmacy benefit would be best served by an organization focused on singular alignment with clients 
and their members. This continues as the guiding principle of their business model today, and they are 
committed to ensuring excellent outcomes, service, and compliance. Express Scripts achieves these 
results through four key differentiators: 


 Bold Action — Express Scripts has a long history of doing what is right for clients and their 
members — even when it is not easy. Most recently, Express Scripts took bold market-changing 
action to improve health and lower costs for unethically priced compound drugs and exorbitantly 
priced therapies for hepatitis C, high cholesterol, and cancer. As healthcare evolves, Express Scripts 
will continue to partner with their clients to ensure patients have access to the medications they 
need at a reasonable cost. 


 Specialized Care — Express Scripts has reinvented the practice of pharmacy via their Therapeutic 
Resource Centers®. Their specialist pharmacists in these 20 specialized practices provide 
Amerigroup’s sickest members with expert counseling in chronic and complex diseases like 
diabetes, depression, oncology, hepatitis C, and asthma. This specialized care is fundamental to how 


4.1.11.2 Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 
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Express Scripts practices pharmacy and is part of the core pharmacy benefits that Express Scripts 
provide. 


 Data Insights — As the largest pharmacy benefit manager in the United States, Express Scripts has 
access to a vast amount of actionable data, enabling them to analyze a third of the nation’s 
prescription information at a granular level. This results in superior data-driven services — such as 
the industry’s most advanced solutions to improve adherence and manage fraud, waste, and abuse 
— and gives them the insight to close millions of gaps in care each year. 


 Innovation — Express Scripts is proud to be the only pharmacy benefit manager named to Forbes 
list of most innovative companies for two years running. Innovation begins at the Express Scripts 
Lab, where Express Scripts partners with their clients to design and test pilots that address key pain 
points in healthcare and drive greater clinical and financial value. Today, Express Scripts is 
running pilots with more than 300 clients and 5 million members to identify new solutions to solve 
healthcare’s greatest challenges. 


Since their founding in 1986, Express Scripts has served as a thought leader in pharmacy benefit 
management. Their emphasis on evidence-based research has driven them to establish the first in-
house Research department, produce the first annual Drug Trend Report, and at times, take positions 
unpopular with companies in the supply chain to sustain a meaningful pharmacy benefit. Their 
research-backed model for using market forces to control costs and maintain the benefit for all 
members has been hailed by independent market analysts and patient rights groups as a game changer. 
Express Scripts continues this legacy of innovation to enable better decisions that ultimately lead to 
better health and financial outcomes.  


Additionally, since becoming a publicly traded corporation in 1992, Express Scripts has sought to 
improve their offering for plan sponsors and members through strategic acquisitions and mergers. 


Express Scripts has never been owned by a drug manufacturer. Their independence and integrated 
services enable them to work in the best interests of their plan sponsors and their members. 


(4.2.1.4) 4.1.11.3 Nevada Residency – ESI Subcontractor Information 


 


Express Scripts, Inc. is incorporated in Delaware and the company headquarters is located in St. 
Louis, Missouri. 


(4.2.1.4) 4.1.11.4 Disaster Recovery Back-up Sites – ESI Subcontractor Information 


 


To respond to a disaster or an interruption, Express Scripts’ Disaster Recovery Planning program 
identifies the resources, actions, tasks, equipment, and data required to stabilize and restore the 
organization's critical systems and technical environment. The program addresses recovery of critical 
IT facilities, IT systems and applications, supporting security software, telephone systems and features, 
telecommunications connectivity, and data center availability.  


In 2015, Express Scripts continues to move to a consolidated architecture of a primary and secondary 
data center strategy. The data center locations are geographically dispersed throughout the U.S. to 


4.1.11.3 Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada?  This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


4.1.11.4 The location of disaster recovery back-up site. 
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provide geographic distance, continual data access, and critical data availability. Their data center 
facilities are located in Piscataway, New Jersey, and Chicago, Illinois 


(4.2.1.4) 4.1.11.5 Primary Point of Contact Information – ESI Subcontractor Information 


 


Name: Sean Carr 
Address: 8990 Duke Drive Mason, OH 45040 
Telephone Number: (513) 234-7499 


(4.2.1.4) 4.1.11.6 Organizational Details 


 


The size of Express Scripts in assets, revenue, and people is included in Table 4.2.1.4-50. 


Table 4.2.1.4-50. Express Scripts’ Assets, Revenue, and People 
Express Scripts, Inc. 


Assets $53,243.3 Million 
Revenue  $101,751.8 Million 
People 27,527 


 
(4.2.1.4) 4.1.11.7 Senior Management and Key Personnel Organizational Chart 


 


Please refer to Figure 4.2.1.4-8 for Express Scripts’ organizational chart of senior management and 
key personnel, by function. 


Figure 4.2.1.4-8. Express Scripts Organizational Chart 


 


  


4.1.11.5 The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


4.1.11.6 The size of organization in assets, revenue and people. 


4.1.11.7 The organizational chart of your senior management by function including key personnel. 
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(4.2.1.4) 4.1.11.8 Major Service Areas – ESI Subcontractor Information 


 


Express Scripts specializes in the administration of services that include the following areas:  


 Pharmacy claims processing 


 Benefit design consultation 


 Drug utilization review 


 Formulary management  


 Utilization management 


 Retail network management 


 Home delivery 


 Specialty pharmaceuticals distribution 


(4.2.1.4) 4.1.11.9 Main Products and Service Lines, and Annual Revenues 


 


Express Scripts provides fully integrated pharmacy benefit management services, including: 


 Flexible, accurate claims processing 


 Comprehensive decision support  


 Extensive clinical programs 


 Channel management 


 Retiree benefit coverage through Medicare Part D 


 Consumer-directed healthcare, including a state-of-the-art member website and mobile app to help 
members use their pharmacy benefits in the most cost-effective manner in their homes, at the 
pharmacy, and even in the doctor’s office 


Express Scripts’ annual revenue for the two most recent years for which full data are available are 
included in Table 4.2.1.4-51. 


Table 4.2.1.4-51. Express Scripts’ Annual Revenue for the Two Most Recent Years 
Express Scripts, Inc. Annual Revenue for 2014 


Pharmacy benefit management services $100,887.1 million 
 


Express Scripts, Inc. Annual Revenue for 2015 
Pharmacy benefit management services $101,751.8 million 


 
(4.2.1.4) 4.1.11.10 Corporate Goals – ESI Subcontractor Information 


 


At Express Scripts, they believe in practicing pharmacy smarter. Express Scripts puts medicine within 
reach of tens of millions of people by aligning with their customers, taking bold action, and delivering 
patient-centered care to make better health more affordable and accessible. 


  


4.1.11.8 The areas of specialization. 


4.1.11.9 The Company’s main product/service lines and annual revenues for each product/service line 
for the two most recent years for which full data are available. 


4.1.11.10 The corporate philosophy and mission statement. 
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(4.2.1.4) 4.1.11.11 Future Growth and Development – ESI Subcontractor Information 


 


Express Scripts continually evaluates the market and their clients’ pain points to identify new pilot and 
program opportunities. For example, working with pharmaceutical manufacturers, Express Scripts is 
currently evaluating an outcomes-based contracting approach where they will determine how well 
medications work for each individual patient based on clinical outcomes data. Reimbursements will be 
based upon the achievement of the desired outcome for the patient.  


Express Scripts’ innovation is in complete alignment with Amerigroup’s interests. Express Scripts is 
laser-focused on creating innovative solutions that tackle the difficult challenges outlined below: 


 High cost of specialty medications 


 Nonadherence/noncompliance to necessary 
drugs 


 Member inertia to use the lowest-cost 
pharmacy and drug options  


 Clinical impact and financial cost of opioid 
dependence 


 Compound management 


 Connected healthcare for the patient and 
caregiver in the home


(4.2.1.4) 4.1.11.12 Market Expansions and Business Line Additions – ESI Subcontractor 
Information 


 


Express Scripts is experienced in implementing Medicaid clients, including Anthem Nevada’s own 
implementation team who has been supporting them since November 2014. Since that time, Express 
Scripts has averaged approximately five Medicaid calendar projects per year for Amerigroup. Through 
their relationship with Amerigroup Medicaid clients, Express Scripts has expanded into 13 markets 
over the course of three years.  


Express Scripts’ approach to new client implementations focuses on minimizing patient disruption. To 
ensure a smooth transition from member’s current vendors, they develop an implementation project 
plan specific to their clients’ needs including outlines of the implementation timeline and specific 
detailed roles and responsibilities for Express Scripts, Amerigroup, and member’s current vendors. 
Express Scripts also document specific timeframes and plans for transferring historical claim records, 
home delivery open refills, and prior authorizations.  


Express Scripts’ comprehensive implementation plan includes frequent status reports to Amerigroup, 
thorough systems testing, client sign-off for each set of requirements, and implementation meetings — 
both internally and with Amerigroup. The following components of the implementation plan are 
defined and developed during regularly scheduled implementation meetings: 


 Program benefit designs 


 Member engagement  


 Eligibility system and interface 
requirements  


 Communication plans  


 Clinical program requirements 


 Reporting requirements  


 Home delivery service transition  


 Pharmacy network requirements  


 Customer service plan and requirements 


 Contracting and billing requirements 


4.1.11.11 A description of any plans for future growth and development of your organization. 


4.1.11.12 Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified.  For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 
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Express Scripts’ Medicaid support includes a dedicated team of Medicaid experts to support the 
implementation every step of the way focusing on both CMS and state requirements and timelines. 


Medicaid Liaison Support for Account Team 
Express Scripts’ Medicaid Liaison model provides Amerigroup with direct access to a Medicaid subject 
matter expert on a daily basis. The Medicaid Liaison: 


 Provides support in answering Amerigroup’s Medicaid-specific questions around adjudication 
logic, as well as questions around new Medicaid guidance releases. 


 Provides strategic support to Amerigroup to help achieve DHCFP’s goals 


 Tracks and communicates key trends or changes in the industry and helps ensure compliance for 
those changes 


 Provides support to Amerigroup’s Account Team to help ensure operational excellence day in and 
day out 


On average, Express Scripts requires six months to complete the implementation process, but can 
complete it in less time if needed.  


(4.2.1.4) 4.1.11.13 Experience Serving Nevada Medicaid Members – ESI Subcontractor 
Information 


  


Express Scripts has administered managed Medicaid and income-based health programs since 1995. 
Their Medicaid plans serve a variety of populations and range in size from serving a couple of 
thousand members to over a million members. With these differences, Express Scripts understands that 
each Medicaid plan has its unique needs and they customize their services to fit the needs of each 
client. Over the last 21 years, Express Scripts has provided pharmacy benefit services to members on 
behalf of Medicaid clients in more than 28 states. This experience has given them the opportunity to 
grow and excel and ensure that they meet client and member needs. 


(4.2.1.4) 4.1.12 Experience – ESI Subcontractor Information 
 


(4.2.1.4) 4.1.12.1 Experience in Providing Requested Services – ESI Subcontractor 
Information 


 


A. Managing a Network of Medicaid Providers 
Medicaid Network Options 
To meet Medicaid network needs, Express Scripts offers several standard options. Express Scripts can 
customize a network to meet your needs by contracting specific pharmacy providers, restricting access 
to only pharmacies that are registered with the respective state Medicaid agency, or by limiting a 


4.1.11.13 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


4.1.12.1 Explain in detail the experience your organization has in providing the services requested in 
this RFP, including specific experience with the following: 


A.  Managing a network of Medicaid Providers;  
B.  Managed care programs for Medicaid recipients;  
C.  Managing and improving health outcomes for program recipients;  
D.  Administering Medicaid utilization and case management programs;  
E.  Medicaid claims processing and adjudication;  
F.  Project management; and  
G.  Qualifications of key personnel. 
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standard network to a geographic region. Express Scripts will work closely with their Medicaid clients 
to implement solutions that are viable for them and their members. 


B. Managed Care Programs for Medicaid Recipients 
Express Scripts is a full-service PBM that has administered managed Medicaid and income-based 
health programs since 1995. Over the last 21 years, Express Scripts have provided pharmacy benefit 
services to members on behalf of their Medicaid clients in more than 28 states.  


Recognizing the unique needs of their highly customized Medicaid clients, Express Scripts’ Medicaid 
service model ensures they: 


 Understand each Medicaid plan and its unique state requirements 


 Respond quickly to meet new state requirements 


 Develop innovative, Medicaid-specific trend and care programs 


 Provide operational excellence from day one, starting with dedicated Medicaid implementation 
experts  


 Support their clients’ business development and regulatory strategies within their Medicaid markets. 


 Stay compliant through: 


 Hands-on, day-to-day support from dedicated Medicaid subject matter experts 
 Continuous monitoring of state and federal regulations 
 Experienced public and regulatory affairs teams 
 Operational support of core regulatory requirements, including but not limited to state and 


federal exclusions, mandated 340B pricing, and exclusion of drugs not covered under federal 
rebates 


 Comprehensive reporting, including state oversight, pharmacy network, and other compliance 
reports 


 State-required reporting, including all payer and encounter files 


 Improve outcomes through: 


 Clinical solutions targeting diseases prevalent in Medicaid populations and designed to 
maximize safety, adherence, and coordination of care 


 Condition-specific solutions to optimize adherence or mitigate overuse and waste, such as for 
hepatitis C 


 TransitionsProSM to proactively manage communications to prescribers, pharmacies, and 
members during transition periods 


 Specialty drug solutions, including Specialty Step Therapy and utilization management edits, 
Medical Benefit Management, and other programs with Accredo, Express Scripts’ specialty 
pharmacy 


Medicaid Compliance and Audit Support  
Express Scripts’ Medicaid Compliance Plan addresses Medicaid and state-specific compliance 
requirements, providing process oversight and dedicated resources. Their plan is closely monitored by 
a team of legal and compliance professionals who specialize in Medicaid compliance to ensure Express 
Scripts meets the regulatory and contractual obligations involved in administering Medicaid benefits. 
Their dedicated Medicaid team is also experienced in: 
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 State-by-state oversight regulations and compliance requirements 
 Continuous monitoring and systematic implementation of state and federal regulations 
 Providing access to seasoned public and regulatory affairs teams 
 Consulting with plans about building compliant solutions that best serve Medicaid members 
 Participating in and supporting state readiness reviews and audits 


C. Managing and Improving Health Outcomes for Program Recipients 
Express Scripts has experience servicing Managed Medicaid members for over 20 years. This 
experience has provided insights into the complexity of specialty drugs, serious side effects, and many 
other factors. Over the years, Express Scripts have developed many solutions to assist members with 
adherence. To provide the high-touch, educative support specialty patients require, Accredo provides 
specialty pharmacy services tailored to each individual through condition-specific Therapeutic 
Resource Centers® (TRCs). The TRCs provide specialized treatment for the top chronic and complex 
drug/disease categories Accredo manages, including the top conditions prevalent within the Medicaid 
population. With this approach, Accredo provides specialized, patient-specific support to help close 
gaps in care, reduce unnecessary costs, and optimize patient outcomes.  


Specialist pharmacists provide enhanced support and higher touch to members enrolled in their 
advanced clinical solutions, including ScreenRx®, RationalMed®, and ExpressAlliance®.  


For members enrolled in ScreenRx, specialist pharmacists help drive improvements in medication 
adherence by identifying patients at risk for not taking medication due to behavioral, clinical, and cost 
barriers. Letters are sent and outbound diagnostics calls are made to at-risk patients. Express Scripts 
sends patient-specific letters to members who cannot be reached by phone and to members without a 
valid phone number on file. 


For members enrolled in the Advantage Plus level of ExpressAlliance, specialist pharmacists provide 
expert consultation to nurse teams to enhance outcomes for complex patients. By coordinating access 
and care among nurses, pharmacists, and patients, ExpressAlliance helps reduce potential gaps in 
treatment plans. This results in more efficient identification of clinical opportunities, and maximizes 
counseling of patients and consulting with their physician. 


D. Administering Medicaid Utilization and Case Management Programs 
Express Scripts offers a suite of Specialty Care Management programs that assist members with 
medical needs resulting from co-morbidities associated with their specialty condition by referring those 
complex cases to their plans’ designated case management organization. In addition, Express Scripts 
offer solutions that enhance the care delivered by plan sponsors’ case and disease management nurse 
teams through ExpressAlliance, which provides web-based tools, clinical/financial insights, and 
specialist pharmacist consultation to coordinate with and enhance care delivered by a health plan’s 
case management team. Express Scripts also offers medication therapy management services through 
their Personal Medication Coach solution, offering one-on-one pharmacist counseling to optimize 
therapy outcomes for complex patients with multiple conditions and taking multiple medications. 


E. Medicaid Claims Processing and Adjudication 
Express Scripts understands that each state may have different requirements for claims processing and 
adjudication. To meet these needs, Express Scripts has built a system that is flexible and allows for 
customization of adjudication logic. One example of their Medicaid customization is in their prior 
authorization adjudication logic. Express Scripts’ customizable prior authorization offering allows 
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virtually any drug to be included in the program. Express Scripts can automate programs to allow 
claims review to occur so drug markers or diagnosis codes stored on the member’s profile can be used 
to exempt members with certain conditions from the program. Express Scripts also can customize prior 
authorizations to look at members’ ages and to allow grandfathering of current users.  


For Medicaid plans, Express Scripts customizes prior authorization modules to meet the unique needs 
of the State Medicaid agency, including building rules based on State-mandated formularies or 
utilization management criteria. Express Scripts can also work with clients to define point-of-sale 
clinical rules, called Smart PA rules, that incorporate the use of member diagnoses in the evaluation of 
claims for utilization reviews. As an example of how Smart PA rules work in their system, Express 
Scripts will use a potential utilization review edit for Celebrex dispensed to patients under the age of 
65. Clients may want to waive a utilization management review for patients with a history of Proton 
pump inhibitor (PPI) use within the last 180 days or if they have a diagnosis indicating an ulcer. 
Within their system, Express Scripts can set up a Smart PA rule to require a prior authorization when 
Celebrex is filled for patients under the age of 65, unless they filled a prescription for a PPI in the last 
180 days or have a diagnosis of ulcer in their Patient Profiles system. When a prescription for Celebrex 
is filled for a member under age 65, the Smart PA rule will look back through the patient’s medication 
history and check for an ulcer diagnosis in the Patient Profile system before returning a utilization 
management reject. 


F. Project Management 
Express Scripts recognizes that a smooth implementation is crucial to a new pharmacy benefit 
program’s success. Express Scripts focuses on implementation as a core competency and has gained 
years of experience in transitioning new members with minimal disruption. In addition, their 
implementation experience encompasses hundreds of clients with millions of Medicare and Medicaid 
beneficiaries. Their consistent retention of these plan sponsors attests to their transition processes 
addressing the unique implementation needs of their Medicaid clients. Express Scripts’ team of 
Medicaid experts is always on point to ensure that each Medicaid requirement is met. Express Scripts’ 
Government Programs Compliance Group developed and implemented a comprehensive Medicaid 
Compliance Plan, which addresses Medicaid-specific compliance items and includes oversight of the 
processes and resources they devote to meeting the obligations created by those compliance items. Each 
new requirement is treated as a separate project. The Medicaid Compliance Plan is closely monitored 
by a team of Legal and Compliance professionals who specialize in Medicaid compliance and monitor 
the project throughout its entire life to ensure Express Scripts meets the regulatory and contractual 
obligations involved in administering Medicaid benefits. 


G. Qualifications of Key Personnel 
Please see Attachment 4.4 Subcontractor Resumes: Express Scripts, Inc. (ESI) for the resumes of 
Express Scripts’ key personnel, which include their qualifications. 


(4.2.1.4) 4.1.12.2 Experience with Performance Incentives – ESI Subcontractor 
Information 


 


Not applicable under the scope of services requested of Express Scripts in this RFP. 


4.1.12.2 Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance.
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(4.2.1.4) 4.1.12.3 Investment in Improvement – ESI Subcontractor Information 


 


The Express Scripts Pharmacy 
The Express Scripts Pharmacy can process, dispense, package, and ship more than 160,000 
prescriptions per day, providing greater safety, lower costs, and optimal clinical care.  


The Express Scripts Pharmacy achieves a dispensing accuracy rate greater than 99.99 percent.  


With proprietary technology, Express Scripts improves not only safety and service, but also therapy 
adherence. Through the Express Scripts Pharmacy, members gain the confidence of having their 
prescription drugs where and when they need them. 


The Service Center 
Express Scripts’ Service Center offers best-in-class patient care. Registered pharmacists provide one-
on-one consultations, and specially trained patient care advocates are available 24 hours a day, seven 
days a week to answer member questions and offer comprehensive solutions.  


The Service Center also houses their Pilot Pharmacy, where dedicated teams evaluate innovative 
improvements to prescription processing. Many of the ideas tested in the Pilot Pharmacy originate in 
the Express Scripts Lab. 


The Research and New Solutions Lab 
In 2010, Express Scripts opened the industry’s first-of-its-kind research and testing facility. 


In 2014, Express Scripts more than tripled the size of the original Lab and gathered more than 100 
experts under one roof to foster collaboration, accelerate innovation, and enhance patient care. Their 
teams work closely with clients on their most pressing issues, researching drug trends and human 
behavior, conducting pilot programs to test new solutions, and counseling patients with chronic and 
complex conditions. 


Every day, clients visit the Lab and receive a tailored experience based on their needs. Express Scripts 
share their stories, approaches, and insights as they walk through the different areas of the Lab, 
interacting with the tools, technology, and experts who work there. 


During a visit, guests: 


 Hear from highly trained specialist pharmacists and nurses who intervene and improve the lives of 
patients while driving waste out of the healthcare system 


 Dive into their client and member data to uncover patterns, understand trends, and compare with 
peers 


 Discuss their particular pain points and explore what solutions will really move the needle 


 Receive a behind-the-scenes view of early stage innovation, including in-flight pilots, high-
tech/high-touch approaches, and digital advancements 


 Learn more about the analytics that power all of Express Scripts’ solutions, including their state-of-
the-art predictive models that received the Teradata EPIC “On the Edge” Award, which recognizes 
solutions that “solve a problem that before seemed impossible.” 


As of today, Express Scripts leads the industry with 112 active, issued U.S. patents for their innovative 
solutions. 


4.1.12.3 Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 
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(4.2.1.4) 4.1.12.4 Experience Working with State Governments – ESI Subcontractor 
Information 


 


Express Scripts has over 20 years of Medicaid experience. Express Scripts currently has Medicaid 
clients in 25 states and understands the unique requirements that each state presents. Express Scripts 
clients serve all types of Medicaid enrollees, from TANF to CHIP to SSI to Duals to Special Needs 
Plans. Additionally, Express Scripts has developed a large team of Medicaid subject matter experts who 
focus on identifying and meeting all regulatory requirements, as well as developing tools and services 
to improve the success of those health plans. In addition, Express Scripts has a dedicated Medicaid 
Innovations team that is constantly working to develop new solutions to Medicaid challenges. Finally, 
to ensure that their clients receive the highest level of support, Express Scripts’ client Account Teams 
are assigned a Medicaid liaison to serve as the primary point of contact for any Medicaid question or 
new Medicaid regulation. Express Scripts Medicaid liaisons help ensure that their clients get the 
support they need in an expedient timeframe.  


Express Scripts currently manages Medicaid benefits in the following 25 states: 


California, Florida, Georgia, Hawaii, Indiana, Iowa, Kansas, Kentucky, Louisiana, Maryland, 
Massachusetts, Michigan, Minnesota, Nevada, New Jersey, New York, North Dakota, Oregon, 
Pennsylvania, South Carolina, Tennessee, Texas, Virginia, Washington, and West Virginia. 


(4.2.1.4) 4.1.12.5 Key Personnel – ESI Subcontractor Information 


 


Please refer to Attachment 4.4 Subcontractor Resumes: Express Scripts (ESI) for the resumes of ESI’s 
key personnel and their specific responsibilities in relation to the RFP requirements. 


(4.2.1.4) 4.1.12.6 Additional Full-time Staff – ESI Subcontractor Information 


 


A. Information Systems 
Jennifer Hessing (Director, Information Technology) will assist with questions and issues related to 
adjudication, data exchange and file transfers, and the identification and pursuit of system 
enhancements. Information Technology relays team-scheduled system downtimes and upgrades and 
works with your team to meet your requests, such as file transfer method changes. 


4.1.12.4 Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


4.1.12.5 Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth herein.  
This information must be included in vendor’s technical response to the RFP. 


4.1.12.6 Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


A.  Information Systems 
B.  Utilization/Case Management 
C.  Claims Payment 
D.  Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 
E.  Health Education 
F.  Data Coding 
G.  Contract Negotiation Specialists/Network Recruiters 
H.  Encounter Data 
I.  Other staff as needed for project 
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B. Utilization/Case Management 
Neema Zawacki will be the clinical account executive (CAE) and will manage clinical programs and 
services.  


C. Claims Payment 
Lori Barnes and the assigned account manager will ensure that claims payments are processed 
accurately. 


D. Quality Improvement and Reporting (for example, HEDIS, CMS 416) 
Sean Carr, Neema Zawacki, Lori Barnes, and Josh Linck will provide reporting and oversee quality 
improvement activities. 


E. Health Education 
Neema Zawacki, CAE, participates in scheduled client reviews and facilitates Amerigroup-specific data 
analyses to provide consultative solutions to effectively manage medication trends. 


F. Data Coding 
Lori Barnes will oversee data coding. Express Scripts’ Benefit Operations team works closely with 
Amerigroup’s account team to ensure the unique benefit plan designs for members are properly 
configured and implemented. Express Scripts administer a wide range of plan design options and offer 
recommendations for cost-effective benefits that members will value. 


G. Contract Negotiation Specialists/Network Recruiters 
Daphne Lopes and Heather Kelly will work with Nevada Managed Care Organization to negotiate 
contracts and recruit networks. 


H. Encounter Data 
Lori Barnes, Chris Moxley, and Rusty Moore will manage encounter data. 


I. Other Staff as Needed for Project 
A dedicated project manager will be assigned to Amerigroup upon bid award. This project manager 
will support Nevada Managed Care Organization’s ongoing plan changes; and works with the account 
management team and the rest of the extended service team to implement, test, and monitor all new 
client programs and services.  
Josh Linck will provide Medicaid support to help Amerigroup navigate requirements set forth by the 
Centers for Medicare and Medicaid Services (CMS), the State of Nevada and the Patient Protection 
and Affordable Care Act.  


The communications team collaborates with account management to assist with Amerigroup needs, 
such as helping to coordinate client and member communications and website services. Additionally, 
Amerigroup’s questions, requests, and issues related to member materials are addressed by 
communications fulfillment staff. 


(4.2.1.4) 4.1.12.7 Current Licenses or Certifications – ESI Subcontractor Information 


 


Express Scripts’ pharmacies are qualified to do business in all 50 states, as well as the following U.S. 
territories: Puerto Rico, Guam, American Samoa, the Virgin Islands, and the Northern Mariana 
Islands. These pharmacies are licensed in the states in which they reside, and, depending on the 
functions they perform, hold non-resident licenses in other states, as required by applicable state law. 


4.1.12.7 Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 
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Express Scripts is in compliance with all applicable state and federal laws and regulations governing 
our business. 


Express Scripts is not an HMO in Nevada and therefore does not require any licenses or certifications.  


(4.2.1.4) 4.1.12.8 Bilingual Staff – ESI Subcontractor Information 


 


For members calling Accredo specialists pharmacists, translation services are available to members 24 
hours a day, 365 days a year.  


To assist those members who do not speak English, Express Scripts subscribes to Language Line, 
which provides translation services for more than 200 foreign languages, including the major 
languages of Asia, Africa, Europe, and South America. These languages represent approximately 99 
percent of all customer requests from the nearly 7,000 languages spoken in the world today. 
Experienced professionals staffing this line have the skills necessary to understand and accurately 
interpret the nuances of both language and culture.  


Accredo advocates set up three-way conference calls with members and Language Line representatives 
to address members’ requests. There is no additional fee for this service.  


In addition, Accredo employs a team of in-house bilingual representatives that specialize in providing 
service to Spanish-speaking members, as well as members with hearing and visual impairments.  


For the hearing-, speech-, or visually impaired, Express Scripts utilizes TTY and TTD capabilities and 
other special-needs communication services and products. 


  


4.1.12.8 List any bilingual staff, the area to which they are assigned and the languages spoken.
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(4.2.1.4) 4.1.12.9 Associations or Organizations – ESI Subcontractor Information 


 


Express Scripts is active in pharmacy, healthcare, and standards development organizations. 


Express Scripts maintain active memberships with the National Council for Prescription Drug 
Programs (NCPDP), the Workgroup for Electronic Data Interchange (WEDI), and the Object 
Management Group to ensure their involvement in the development of industry standards. Express 
Scripts also plays an active role in the Strategic National Implementation Process (SNIP). 


Express Scripts participates in numerous additional organizations, including: 


 America’s Health Insurance Plans 


 Health Information Trust Alliance 


 Healthcare Distribution Management Association 


 Healthcare Information Technology Standards Panel 


 Joint Commission Home Care Compounding Pharmacy Technical Advisory Panel  


 Medicaid Health Plans of America 


 Minnesota Minority Supplier Development Council 


 National Association of Chain Drug Stores 


 National Minority Supplier Development Council 


 National Prescription Identifier Program 


 North Central Regional Small Business Council 


 New York Business Council 


 Pharmaceutical Care Management Association  


 Pharmacy Quality Alliance 


 St. Louis Minority Business Council 


 The Business Roundtable 


 The Generic Pharmaceutical Association 


 U.S. Chamber of Commerce 


 Various state pharmacy associations 


 Women’s Business Enterprise National Council 


  


4.1.12.9 List any associations or organizations to which the organization belongs. 
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(4.2.1.4) 4.1.13 Health Information Exchange Questions – ESI Subcontractor 
Information 
 


(4.2.1.4) 4.1.13.1 Network Provider HealthHIE Nevada Participation – ESI Subcontractor 
Information 


 


Not applicable under the scope of services requested of Express Scripts in this RFP as shown in Table 
4.2.1.4-52. 


Table 4.2.1.4-52. Express Scripts’ Provider HealthHIE Nevada Participation 


Provider Category % Participation 


Financial Participation Only Financial Participation and 
Provide Data into the HIE 


Physician N/A N/A 


Acute Care Hospital N/A N/A  


Other Inpatient Facility (e.g. Rehabilitation, Long Term 
Acute Care, Skilled Nursing Facility, etc.) 


N/A N/A  


Laboratory N/A N/A  


Radiology N/A N/A 


All Other N/A N/A 
 


(4.2.1.4) 4.1.13.2 Plans to Encourage Providers to Participate in HealtHIE Nevada – ESI 
Subcontractor Information 


 


Express Scripts does not plan to participate in the HealtHIE Nevada statewide health information 
exchange within a 1-year time frame. 


(4.2.1.4) 4.1.13.3 Participation in HealtHIE Nevada – ESI Subcontractor Information 


 


Not applicable. 


4.1.13.1 What percentage of providers in your network participate in the HealtHIE Nevada statewide 
health information exchange (HIE)?  Please indicate your answer using the following table:   
 


Provider Category % Participation 
Financial 


Participation Only 
Financial 


Participation and 
Provide Data into 


the HIE 
Physician   
Acute Care Hospital   
Other Inpatient Facility (e.g. 
Rehabilitation, Long Term Acute Care, 
Skilled Nursing Facility, etc.) 


  


Laboratory   
Radiology   
All Other   


4.1.13.2 Do you now, or do you have plans in the next year to, encourage providers in your network to 
participate in the HealtHIE Nevada statewide health information exchange?  Please describe. 


4.1.13.3 If you currently participate in HealtHIE Nevada, please describe how you use the tool to 
improve the health of your managed care populations and to control plan costs. 
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(4.2.1.4) 4.1.14 Financial Information and Documentation – ESI Subcontractor 
Information 


 


Express Scripts’ confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.1 Dun and Bradstreet Number – ESI Subcontractor Information 


 


Express Scripts’ confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information.  


(4.2.1.4) 4.1.14.2 Federal Tax Identification Number – ESI Subcontractor Information 


 


Express Scripts’ confidential financial information can be found in Part III – Confidential Financial 
Information, in accordance with Section 9.5 Part III – Confidential Financial Information. 


(4.2.1.4) 4.1.14.3 Financial Statements – ESI Subcontractor Information 


 


A. Profit and Loss Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258. 


B. Balance Statement 
Not applicable to Subcontractors, per Amendment 2, State’s Answer to Question #258.  


4.1.14 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information. 


4.1.14.1 Dun and Bradstreet Number 


4.1.14.2 Federal Tax Identification Number


4.1.14.3 The last two (2) years and current year interim: 
A.  Profit and Loss Statement   
B.  Balance Statement  
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(4.2.1.5) 4.3.1 Subcontractor Business References from Similar Projects 


 


Express Scripts business references are provided in Tables 4.2.1.5-14 through 4.2.1.5-16. 


Table 4.2.1.5-14. Express Scripts Reference 1 
Reference #: 1 


Company Name: UCare 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: PBM Services 


Primary Contact Information 
Name: Pat Mitsch
Street Address: 500 Stinson Blvd NE
City, State, Zip: Minneapolis, MN 55413 
Phone, including area code: (612) 294-5051
Facsimile, including area code: N/A
Email address: patmitsch@ucare.org
Alternate Contact Information 
Name: Jennifer Hilleren
Street Address: 500 Stinson Blvd NE
City, State, Zip: Minneapolis, MN 55413 
Phone, including area code: (612) 676-3646
Facsimile, including area code: N/A
Email address: jhilleren@ucare.org
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


PBM Services 


Original Project/Contract Start Date: 1/1/2010
Original Project/Contract End Date: 1/1/2012
Original Project/Contract Value: N/A
Final Project/Contract Date: 12/31/2019
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 


  
  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   
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Table 4.2.1.5-15. Express Scripts Reference 2 
Reference #: 2 


Company Name: YourCare Health Plan 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: PBM Services 


Primary Contact Information 
Name: Kim Hess
Street Address: 1120 Pittsford Victor Rd
City, State, Zip: Pittsford, NY 14534
Phone, including area code: (585) 256-8373
Facsimile, including area code: (585) 242-6273
Email address: khess@yourcarehealthplan.com
Alternate Contact Information 
Name: Joseph Stankaitis, MD
Street Address: 1120 Pittsford Victor Rd
City, State, Zip: Pittsford, NY 14534 
Phone, including area code: (585) 256-8425 
Facsimile, including area code: (585) 242-6273 
Email address: jstankaitis@yourcarehealthplan.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


YourCare Health Plan contracted with Express Scripts as its 
Pharmacy Benefit Manager to provide Point of Sale PBM 
services including claims processing, authorizations, customer 
service, and complaints. 


Original Project/Contract Start Date: 5/2015 
Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: N/A 
Final Project/Contract Date: Contract Still Active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes, all services were implemented timely and completely. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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Table 4.2.1.5-16. Express Scripts Reference 3 
Reference #: 3 


Company Name: TotalCare 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: PBM Services 


Primary Contact Information 
Name: Jacqueline Jacobi 
Street Address: 5232 Witz Drive 


City, State, Zip: North Syracuse, NY 13212 
Phone, including area code: (607) 345-3249 
Facsimile, including area code: N/A 
Email address: Jacqueline.Jacobi@TotalCareNY.com 
Alternate Contact Information 
Name: Clint Koenig, MD, Medical Director 
Street Address: 5232 Witz Drive 
City, State, Zip: North Syracuse, NY 13212 
Phone, including area code: (315) 233-7118 
Facsimile, including area code: N/A 
Email address: Clint.Koenig@TotalCareNY.com 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Total Care has contracted with Express Scripts as its Pharmacy 
Benefit Manager to provide Point of Sale PBM services 
including, but not limited to, claims processing, authorizations, 
and customer service. 
 
 


Original Project/Contract Start Date: 1/2013 
Original Project/Contract End Date: Current 
Original Project/Contract Value: N/A 
Final Project/Contract Date: 4/2013 
Was project/contract completed in time originally 
allotted, and if not, why not? 


Yes 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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4.2.1.6 Meeting Insurance Requirements 


 


Each Amerigroup subcontractor asserts its compliance with the insurance requirements of this 
Contract. Each subcontract defines the subcontractor’s roles and responsibilities, including applicable 
insurance provisions as required by state law. Prior to execution of an agreement with a subcontractor, 
we require the subcontractor to provide Anthem certificates of insurance as proof of the required 
coverage.  


4.2.1.7 Notifying Agency of Intended Use of Subcontractors 


 


If Amerigroup identifies new subcontractors to accomplish contract requirements after submission of 
this proposal, we will notify the DHCFP immediately and provide the information originally requested 
in RFP Section 4.2, Subcontractor Information. Subcontractors will not commence work prior to 
Amerigroup obtaining agency approval of use of the subcontractor. 


 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 
4.2, Subcontractor Information.  The vendor must receive agency approval prior to subcontractor 
commencing work. 







 
   


 


Attachment 4.2-5: Express Scripts, Inc.    


Attachment 4.2-5: Express Scripts, Inc. includes the following documents 


 Attachment 4.2-5a: Express Scripts, Inc. - Attachment B 


  


Attachment 4.2-5: Express Scripts, Inc.
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4.3 BUSINESS REFERENCES 
 


4.3.1 Business References from Similar Projects 


 


AMERIGROUP Nevada, Inc. (Amerigroup) is providing a total of 10 business references from similar 
projects performed for private, state, and large local government clients within the last three years. As 
an incumbent vendor currently serving Nevadans under the Medicaid and Nevada Check Up Contract, 
and with affiliate health plans across the country with which we share best practices, we are uniquely 
positioned to provide references at both the local and national level.  


References for Medicaid Managed Care Contracts Similar in 
Scope to Nevada Medicaid and Nevada Check Up Contract 
Through our affiliate health plans, Amerigroup has extensive experience administering Medicaid 
Managed Care Contracts similar in scope to the Medicaid and Nevada Check Up Contract. Nationally, 
Amerigroup and our affiliate health plans serve more than 6.3 million members across 20 states. The 
following three (3) references have completed and submitted questionnaires, and we have provided 
information on each in Table 4.3.2-1 through Table 4.3.2-3: 


1. Elizabeth Phelps, Kansas Department of Health and Environment  
2. Keith Gaither, Tennessee Bureau of TennCare 
3. Jill Spector, Maryland Department of Health and Mental Hygiene 


Nevada-Based Business References 
Additionally, through our experience serving Nevadans eligible for the Medicaid and Nevada Check 
Up programs since 2009, Amerigroup has established many partnerships with local, Nevada-based 
organizations. The following seven (7) references have completed and submitted questionnaires, and 
we have provided information on each in Table 4.3.2-4 through Table 4.3.2-10:  


4. Howard Dorsky, The Valley Health System  
5. Larry Preston, Nevada Heart & Vascular Center 
6. Kevin Morss, Westcare  
7. Heidi Parker, Immunize Nevada 
8. Tracey Green, UNLV School of Medicine 
9. Marce Casal, WELL CARE Services 
10. Shelli Lara, Innovative Healthcare Delivery 


  


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
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4.3.2 Business Reference Information 


 
 
  


4.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.  
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  
Primary Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  
Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  
Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End Date:  
Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 
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References for Medicaid Managed Care Contracts Similar in Scope to 
Nevada Medicaid and Nevada Check Up Contract 
Table 4.3.2-1. Elizabeth Phelps, Kansas Department of Health and Environment (KDHE)  


Reference #: 1 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: KanCare Medicaid Managed Care Program 
Primary Contact Information 
Name: Elizabeth “Lizz” Phelps  


Kansas Department of Health and Environment (KDHE) 
Division of Health Care Finance 


Street Address: 900 SW Jackson 
Suite 900 N 


City, State, Zip: Topeka, KS 66612-1220 
Phone, including area code: (785) 296-4552 
Facsimile, including area code: (785) 296-8017 
Email address: EPhelps@kdheks.gov 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup’s affiliate health plan in Kansas participates as an 
at-risk MCO in the Kansas Medicaid managed care program 
(KanCare) with no carved-out Medicaid populations statewide; 
TANF, CHIP, SSI-ABD, Home and Community Based Waiver 
Services, Foster Care, and ID/DD populations are covered. 
Covered services include physical health services, behavioral 
health services, long-term care, dental, vision, pharmacy, non-
emergency medical transportation, nursing facility, and 
Intermediate Care Facility for the Mentally Retarded 
(ICF/MR). The plan serves more than 137,000 Kansans 
statewide. 


Original Project/Contract Start Date: January 1, 2013  
Original Project/Contract End Date: December 31, 2017  
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal. 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-2. Keith Gaither, State of Tennessee Bureau of TennCare 
Reference #: 2 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: TennCare Medicaid Managed Care Program 
Primary Contact Information 
Name: Keith Gaither  


Director Managed Care Operations  
State of Tennessee Bureau of TennCare 


Street Address: 310 Great Circle Road 
City, State, Zip: Nashville, TN 37243 
Phone, including area code: (615) 507-6414 
Facsimile, including area code: (615) 741‐0882 
Email address: keith.gaither@tn.gov 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup’s affiliate health plan in Tennessee participates as 
an at-risk MCO in the TennCare Medicaid Managed Care 
Program managing services for TANF, SSI/ABD, and ID/DD 
populations. Covered services include physical health services, 
behavioral health services, Home and Community Based 
Waiver Services, vision, and non-emergency transportation. 
The plan serves more than 456,000 Tennesseans statewide.  


Original Project/Contract Start Date: April 1, 2007  
Original Project/Contract End Date: December 31, 2013 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal. 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-3. Jill Spector, Maryland Department of Health and Mental Hygiene 
Reference #: 3 


Company Name: AMERIGROUP Nevada, Inc. 


Identify role company will have for this RFP project (Check appropriate role below): 
 Vendor  Subcontractor 


Project Name: Maryland Managed Care Organization HealthChoice Provider Agreement 
Primary Contact Information 
Name: Jill Spector  


Chief of Staff, Medicaid Program  
Maryland Department of Health and Mental Hygiene 


Street Address: 201 West Preston Street, Room 214 
City, State, Zip: Baltimore, MD 21201 
Phone, including area code: 410-767-5248 
Facsimile, including area code: 410-333-5620 
Email address: Jill.spector@maryland.gov  
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Anthem’s health plan affiliate in Maryland provides 
comprehensive Medicaid and CHIP managed care services to 
more than 268,000 members. Coverage also includes uninsured 
adults.


Original Project/Contract Start Date: 1/1/2000 
Original Project/Contract End Date: N/A – Contract is “evergreen” and is still active 
Original Project/Contract Value: This information has been included in Part IC – Confidential 


Technical Proposal. 
Final Project/Contract Date: N/A – Contract is still active 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Contract is still active 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Contract is still active 
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Nevada-based Business References 
Table 4.3.2-4. Howard Dorsky, The Valley Health System 


Reference #: 4 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: The Valley Health System 
Primary Contact Information 
Name: Howard Dorsky 


System Director, CBO 
The Valley Health System 


Street Address: 8801 W. Sahara Ave. 
City, State, Zip: Las Vegas, NV 89117 
Phone, including area code: (702) 369-7671 
Facsimile, including area code: (702) 360-2054 
Email address: howard.dorsky@uhsinc.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


The Valley Health System partners with Amerigroup to serve 
Medicaid and Nevada Check Up members as part of our 
contracted provider network. The Valley Health System is a 
network of five acute care hospitals that provide care for 
patients throughout Southern Nevada and surrounding areas. 
The hospitals offer a comprehensive range of health care 
services, including cardiovascular, maternity and women’s 
health, neurosciences, emergency and surgical care, along with 
specialty programs in stroke, chest pain, heart failure, 
pediatrics, diabetes, wound care, bariatrics and acute 
rehabilitation. 


Original Project/Contract Start Date: February 1, 2009 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-5. Larry Preston, Nevada Heart & Vascular Center 
Reference #: 5 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: Nevada Heart & Vascular Center 
Primary Contact Information 
Name: Larry Preston 


Nevada Heart & Vascular Center 
Street Address: 3150 N Tenaya Way 
City, State, Zip: Las Vegas, NV 89128 
Phone, including area code: (702) 333-7247 
Facsimile, including area code: (702) 240-3852 
Email address: lpreston@pmclv.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with Nevada Heart & Vascular Center to 
provide comprehensive cardiac and vascular services to 
Medicaid and Nevada Check Up members. Nevada Heart & 
Vascular Center leverages advanced technology such as their 
Dual Source Computed Tomography, which allows their 
medical team to view images of the heart in full motion by 
“freezing” images.  


Original Project/Contract Start Date: January 1, 2015 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-6. Kevin Morss, Westcare 
Reference #: 6 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: Westcare 
Primary Contact Information 
Name: Kevin Morss 


Westcare 
Street Address: P.O. Box 94738 
City, State, Zip: Las Vegas, NV 89193 
Phone, including area code: (702) 557-1839 
Facsimile, including area code: (702) 307-0269 
Email address: Kevin.morss@westcare.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with Westcare to provide crisis 
stabilization and mental health services that include 24-hour 
mobile crisis teams and intensive community-based mental 
health care for Medicaid and Nevada Check Up members. 


Original Project/Contract Start Date: January 1, 2015 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-7. Heidi Parker, Immunize Nevada 
Reference #: 7 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: Immunization Outreach & Give A Kid A Boost Clinics 
Primary Contact Information 
Name: Heidi Parker 


Executive Director 
Immunize Nevada 


Street Address: 427 Ridge St, Suite C 
City, State, Zip: Reno, NV 89501 
Phone, including area code: (775) 624-7117 
Facsimile, including area code: N/A 
Email address: heidi@immunizenevada.org 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with Immunize Nevada to provide free 
back-to-school immunizations for children 4 through 18 years 
old, along with health, safety, and wellness resources at 
community events in Washoe and Clark counties. 


Original Project/Contract Start Date: June 1, 2009 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-8. Tracey Green, UNLV School of Medicine 
Reference #: 8 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: Amerigroup School-based Health Center Fund 
Primary Contact Information 
Name: Tracey Green 


UNLV School of Medicine 
Street Address: 4505 S. Maryland Parkway, Box 453070 
City, State, Zip: Las Vegas, NV 89145 
Phone, including area code: (702) 895-2919 
Facsimile, including area code: N/A 
Email address: tracey.green@unlv.edu 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with the UNLV School of Medicine to 
improve access to health care services at Clark County School 
District (CCSD) school-based health care centers (SBHCs). 
This unique partnership provides Clark County students access 
to quality health care services. CCSD SBHCs are typically 
located at schools located in communities that have been 
impacted by economic challenges — communities largely 
served by Amerigroup. SBHCs reduce barriers to care for 
students by facilitating access to sports physicals and wellness 
exams, which provide preventive care and keep them from 
going without treatment for common health problems.  


Original Project/Contract Start Date: April 30, 2016 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-9. Marce Casal, WELL CARE Services 
Reference #: 9 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: WELL CARE Services 
Primary Contact Information 
Name: Marce Casal 


WELL CARE Services 
Street Address: 5412 Boulder Hwy. 
City, State, Zip: Las Vegas, NV 89122 
Phone, including area code: (702) 291-7121 
Facsimile, including area code: (702) 947-6335 
Email address: Marce.Casal@mywellcarepharmacy.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with WELL CARE Services to help 
members who are impacted by social and economic 
determinants in highly vulnerable times of their care. 
Behavioral health case managers increase patient face-to-face 
contact and engagement by identifying and addressing 
determinants that are impeding management of their health. 
Many of our members are homeless and are in need of basic 
assistance with shelter, food, physical safety, and access to the 
appropriate medical and behavioral health services. WELL 
CARE Services assists members in obtaining items such as lost 
identification cards and replacement birth certificates that allow 
them to reintegrate into society. Additional services include on-
site primary care, telemedicine, case managers who monitor and 
follow patients involved in their behavioral health long-acting 
injection clinic, and complex case managers who work directly 
with psychiatrists for medication management.  


Original Project/Contract Start Date: August 1, 2015 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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Table 4.3.2-10. Shelli Lara, Innovative Healthcare Delivery 
Reference #: 10 


Company Name: AMERIGROUP Nevada, Inc. 
Identify role company will have for this RFP project (Check appropriate role below): 


 Vendor  Subcontractor 


Project Name: Innovative Healthcare Delivery 
Primary Contact Information 
Name: Shelli Lara 


Innovative Healthcare Delivery 
Street Address: 3540 W. Sahara Ave., Suite 444 
City, State, Zip: Las Vegas, NV 89102 
Phone, including area code: (702) 218-4493 
Facsimile, including area code: (702) 441-7106 
Email address: slara@ihdcare.com 
Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 
Project Information 
Brief description of the project/contract and 
description of services performed, including technical 
environment (i.e., software applications, data 
communications, etc.) if applicable: 


Amerigroup partners with Innovative Healthcare Delivery to 
provide services to patients who have been discharged from the 
hospital in order to reduce barriers to care in the outpatient 
setting and improve patient compliance with follow-up orders.  


Original Project/Contract Start Date: April 1, 2015 
Original Project/Contract End Date: N/A – Current Contract 
Original Project/Contract Value: N/A – Contracted provider with no set contract value 
Final Project/Contract Date: N/A – Current Contract 
Was project/contract completed in time originally 
allotted, and if not, why not? 


N/A – Current Contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A – Current Contract 
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4.3.3 – 4.3.6 Reference Questionnaires 


 


Reference Questionnaires have been provided to each of the business references identified in Section 
4.3.2 and requirements 4.3.3 through 4.3.6 have been complied with. We instructed each business 
reference to complete the Reference Questionnaire and submit directly to the Purchasing Division, via 
facsimile or email, as directed in the RFP, before 4:30 p.m. Pacific Time on August 31, 2016. 
Additionally, we received verification from each of our business references that they have completed 
and submitted the questionnaires by the due date and time.  


We recognize the State reserves the right to contact and verify any and all references listed regarding 
the quality and degree of satisfaction of vendor performance. 


Our subcontractors have also adhered to 4.3 reference requirements. See Section 4.2. 


Letters of Support 
In addition to our nine business references, we are including letters from other organizations with 
which we partner supporting our ability to manage the Medicaid and Nevada Check Up Contract. 
These letters are included as Attachment 4.3-1: Letters of Support. 


  


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references 
that are identified in Section 4.3.2.  
 
4.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  
 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the 
evaluation process. Reference Questionnaires not received, or not complete, may adversely affect the 
vendor’s score in the evaluation process.  
 
4.3.6 The State reserves the right to contact and verify any and all references listed regarding the 
quality and degree of satisfaction for such performance. 
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4.4 VENDOR STAFF RESUMES 


 


Resumes for proposed key personnel are included in Attachment 4.4: Vendor Staff Resumes. 


  


4.4 VENDOR STAFF RESUMES  
 
A resume must be completed for each proposed key personnel responsible for performance under 
any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Eric Lloyd Key Personnel:
(Yes/No) Yes


Individual’s Title: President and CEO Medicaid Health Plan, Nevada (Administrator)
# of Years in Classification: 7 # of Years with Firm: 8


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


A proven executive leader with broad-based experience in developing highly effective teams and delivering 
corporate results. A strategic planner with a demonstrated ability to rapidly adjust to competing priorities and 
corporate deliverables. More than 20 years of solid work experience in the health care industry with areas of 
strength including client relationships, team development, consultative selling, key account management, 
leadership: matrix and direct, profit and loss (P&L) accountability, process improvement, and contract 
negotiations. 


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2008-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
President and CEO Medicaid Health Plan, Nevada (Administrator)


� Provides oversight of fiscal, operational, legislative, regulatory, and human resource objectives while 
strategically aligning with business goals


� Leads peers and teams cross functionally to support long-term growth for the company and all 
associates


� P&L cost management responsibilities including cost management, budgeting, forecasting of 
premium rates and renewals, as well as growth


� Monitors cost of care commitments and quality accreditation goals while working across multiple 
lines of business


� Possesses sound understanding of sales and marketing strategies, risk management, and all aspects 
of senior level health service administration related to network, facilities, and staffing


� Provides oversight and participation in the development of growth strategies and retention initiatives 
for health plan


� Oversees marketing and sales strategies, business initiatives, school-, faith-, and community-based 
and special needs initiatives


� Understands population health programs related to CMS and managed Medicaid, including 
behavioral health, and complex populations


� Administration of complex populations, working with stakeholders and new program growth, 
implementation and program integration across populations and execution as part of overall plan 
operation


� Provides oversight of direct participation in contractual relationships with key hospital, large 
physician practices and clinics, community-based organizations, behavioral health and key ancillary 
providers such as dental and vision 


4.4 Vendor Staff Resumes: Amerigroup Nevada, Inc. Nevada Managed
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� Develops and manages key State regulatory and legislative relationships and processes, including 
eligibility, premium rates, benefit design, networks, administrative requirements, and new products


� Assures state and federal compliance
� Acts as a thought leader promoting Anthem’s culture while working to build communication and 


relationships with internal and external associates and partners
Transition Officer / Chief Operating Officer, Amerigroup Nevada


� Led local operational launch of Nevada in Clark and Washoe counties
� Ensured operations met expected service standards
� Hired, trained and led a high functioning health plan team 


Vice President, Government Markets
� Led business development process and project team for the Western U.S., including market 


assessment, partnership and de novo opportunities, and on-the-ground meetings with key audiences 
to assessment and building the opportunity


� Followed the sales process from initiation through to proposal presentation and post-transaction 
follow-up 


� Developed marketing plans for prospective clients; led a collaborative cross-functional team in 
executing the marketing plan


� Developed and implemented a business strategy for a coordinated approach to Amerigroup’s efforts 
to work consultatively with state governments


� Represented the Company, as appropriate, to government representatives, prospects and other 
audiences to promote a positive community image and promote business growth and success


2006-2008 – LifeMasters Supported Self Care – San Francisco, CA
Vice President, Client Relations


� Managed all client relationships throughout the organization including Health Plans, 
Medicare/Medicaid, Large Employers, Retirement Systems and Trusts


� Effectively led departmental design and performance to achieve optimal success
� Managerial responsibilities included hiring, assessing, mentoring, and counseling of nine FTEs
� P & L responsibility and accountability for all client accounts (approximately 32) exceeding $100


million in revenue
� Effectively increased revenue over 75 percent with major national accounts by collaborating with C-


level executives and developing strategic partnerships
2005-2006 – Health Integrated – Tampa, FL
Vice President, Business Development


� Functionally responsible for generating new business throughout the country by developing 
relationships with significant health plan and employer partners


� Effectively led the new development of specific sales strategies to achieve corporate sales and 
profitability objectives for disease management and population health management, nurse line, and 
all other products and services


� Ensured that strategic account plans were developed for top accounts  to maximize revenue, profits, 
and client satisfaction


� Presented and effectively discussed all Health Integrated products and services to national audiences
� Developed customized pricing in conjunction with CFO and presented to internal and external 


clients
� Assumed leadership responsibilities in preparation, presentation, and negotiation of Health 


Integrated contracts
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EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Loma Linda University School of Public Health - Loma Linda, CA
Masters of Health Administration, 1995
University of Colorado – Boulder, CO
Bachelors of Science in Kinesiology, 1992


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Marce Casal, Chief Exective Officer
WellCare Health Services
P: (702) 291-7121
F: N/A
marce.casal@mywellcarepharmacy.com
Marta Jensen, Acting Administrator
Division of Health Care Financing and Policy 
P: (775) 684-3677
F: (775) 684-3893 
Marta.Jensen@dhcfp.nv.gov
Mike Willden, Chief of Staff
Nevada Governor’s Office 
P: (775) 684-4008
F: (775) 684-5683
m.willden@dhhs.nv.gov
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: David Hsieh Key Personnel:
(Yes/No) Yes


Individual’s Title: Chief Financial Officer
# of Years in Classification: 7 # of Years with Firm: 7


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Finance lead with experience assisting companies with their growth, performance, and profitability objectives. 
Proven success in problem solving, analysis, and leadership.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2009-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Chief Financial Officer


� Provide leadership and oversight of all health plan finance activities including budgeting, planning, 
financial reporting, and analysis


� Oversee all Profit and Loss line items to identify, analyze, and explain variances in membership, 
premium, medical expense, and selling, general and administrative expenses to support financial 
and strategic plans


� Lead and participate in all finance and accounting related activities with the corporate office 
including annual budgeting, quarterly forecasting, financial certification, operating performance 
reviews, encounter submissions, premium reconciliations, state rate-setting, medical expense 
accruals, and Provider Quality Information Portal reconciliations


� Identified and implemented cost of care initiatives to improve operating performance in utilization 
management, unit cost, and revenue enhancements


� Led all health plan data mining and analytic reporting initiatives
2008-2009 – UnitedHealth Group, Ingenix – Santa Ana, CA
Director, Operations


� Oversaw all aspects of risk adjustment reimbursement to improve member health outcomes for 
Medicare Advantage (Parts A/B/D) and Medicaid plans for key accounts


� Used hierarchical condition categories and budget neutral models to predict member risk scores and 
payment based on demographics and chronic diagnosis


� Captured unreported conditions via retrospective chart audits, annual assessments, and provider 
training in diagnostic coding to improve Medicare plan reimbursement 


� Led and engaged operations teams to implement risk adjustment services
� Developed work plans and performed project management oversight across functions (Finance, 


Information Technology, Analytics, Programs, Market Outreach) to integrate services and manage 
key activities such as encounter collections, submissions, revenue reconciliation, and analytic and 
financial reporting
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2003-2007 – DaVita – El Segundo, CA
Finance Manager


� Managed $75 million in annual capital expenditures to support the development of new clinics 
nationwide


� Evaluated financial models to determine investment feasibility of new clinical projects; screened and 
approved opportunities against investment criteria such as cash-on-cash returns, internal rate of 
return, and net present value


� Developed proforma financial statements by forecasting growth, revenues, expenses, and capital 
costs against comparable; performed sensitivity analysis of key assumptions to ensure financial 
returns


� Directed annual capital planning process of $75 million to support strategic plan; provided quarterly 
outlook review on spending


� Performed various ad-hoc financial analyses to support business decisions
� Analyzed financial results to identify trends and explain variances against planned targets for 


volume, revenue, cost, and cycle time metrics; worked with project teams to establish corrective 
actions as needed


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Rutgers Graduate School of Management – Newark, NJ
Masters Business Administration Finance, 1999
Rutgers College of Engineering – Piscataway, NJ
Bachelors of Science Industrial Engineering, 1992


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Eric Lloyd, President
Amerigroup Nevada, Inc.
P: 702-545-9829
F: 702-228-1308
Eric.Lloyd@amerigroup.com
Dr. Geoffrey Hsieh, Physician
Women’s Cancer Center of Southern Nevada
P: 702-249-8812
F: N/A
jeffhmd@hotmail.com
Cassis Kam, Regional Vice President
Government Finance
Anthem, Inc.
P: 805-557-6325
F: N/A
Cassie.Kam@anthem.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Richard Roberts, MD Key Personnel:
(Yes/No) Yes


Individual’s Title: Medical Director 
# of Years in Classification: 7 # of Years with Firm: 7


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


More than 30 years of experience in managed care, working with providers and insurers in Medicaid, Medicare, 
commercial, for-profit, and not-for-profit settings and as a provider in fee-for-service and fully integrated 
systems.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2009-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Medical Director 


� Oversees all medical care for Amerigroup products and services 
� Oversees the health care needs of the membership and serves as the principal medical manager and 


policy advisor to the company and health plan CEO
� Is accountable for and provides professional leadership and direction to the utilization/cost 


management and clinical quality management functions 
� Works collaboratively with other plan functions that interface with medical management such as 


provider relations, member services, benefits, and claims management
� Assists in short- and long-range program planning, total quality management (quality 


improvement), and external relationships
2006-2008 – Foothill Pediatrics – Henderson, NV
Staff Pediatrician


� Provided direct care to pediatric patients, recording medical history, examining patients, 
administering tests to determine diagnosis


� Analyzed and reviewed test results, as well as prescribing medication and administering treatment to 
eliminate or reduce symptoms


� Referred patients to sub-specialists and hospitals as needed
� Held responsible for diagnosing and treating day-to-day illnesses to children
� Attended to newborn babies and hospitalized children as needed


2007-2009 – Schaller-Anderson/Aetna – Phoenix, AZ
Associate Medical Director


� Performed general managed care functions for an at-risk network in Orange County for a Medicaid 
population


� Substitute medical director for Medicaid plan in Arizona, Employee Retirement Income Security Act 
plan in San Diego
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EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
University of Arkansas – Fayetteville, AR
Master of Science Healthcare Administration, 2000
University of Illinois College of Medicine – Chicago, IL
Doctorate of Medicine, 1971
Loyola University Chicago – Chicago, Illinois
Bachelor of Science Biology, 1968


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


American Board of Pediatrics: Nevada (2017), California (2017), and Arkansas (2017)
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Coleen Lawrence, Chief Clinical Policy Team
Division of Health Care Financing and Policy
P: (775) 684-3744
F: (775) 684-3762
coleenl@dhcfp.nv.gov
Jerry Reeves, Medical Director
Health Insight
P: (702)385-9933
F: (702)385-4586
healthinnovations@cox.net
Craig Nakamura, Pediatric Pulmonologist
Children’s Lung Specialists
P: (702)598-4411
F: (702) 598-1988
info@childrenslung.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Carie Ward Key Personnel:
(Yes/No) Yes


Individual’s Title: Recipient Services Manager
# of Years in Classification: 4 # of Years with Firm: 4


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


An accomplished leader who has a successful history of constructing solid leadership teams from newly 
established management groups, as well as existing leadership teams. Successfully dissects and analyzes data to 
identify areas of opportunity and to create action plans for improvement. Working in call centers for 25 years, 
has successfully met, and exceeded goals, as well as taken teams to top performance levels.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2012-Present – Amerigroup Corporation – Houston, TX
Recipient Services Manager


� Serves as site lead for the Texas, Washington, Kansas and Nevada markets, which consist of the 
largest membership bases in the Government Business Division


� Oversees site activities, monitors performance and ensures the site continues to move in a positive 
direction with relation to performance and associate satisfaction


� Relationship management with various health plan leaders
� Creates, manages and implements policy, procedures and processes, which help improve efficiency 


and performance of the region
� Works with managers and operations experts on their roles as leaders as well as helps to identify 


professional growth opportunities
2011-2012 – Raush, Sturm, Israel, Enerson and Hornik – Brookfield, WI
Director of Collection Operations


� Successfully grew the collection department from 28 employees to 100 employees over a five month 
period while continuing to improve per agent statistics


� Consistently exceeded financial goals set by company leaders and clients
� Built strong relationships with both internal and external customers, as well as gained increased 


market share with many clients
� Created a continuing education program, as well as restructured the new hire training program
� Implemented skip tracing processes and brought on new vendors to help locate customers


2004-2011 – United Recovery Systems, LP – Houston, TX
Division Manager 


� Consistently exceeded revenue goals set for the division
� Maintained the No. 1 ranking among peer directors (14) for percent to goal achieved 12 of 12 


months in 2010 in addition to being ranked No. 1 most months of prior years 
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� Implemented a continuing education program within the division which was adopted by other 
departments


� Restructured the inbound/outbound dialer division and created workflows to ensure company was 
meeting client and government requirements


� Successfully mentored and trained members of the team, which led to promoting all six managers 
from within the team, as well as promoting associates to frontline high profile files 


1998-2003 – AMO Recoveries – Milwaukee, WI
General Manager 


� Successfully trained and helped convert newly acquired companies to the collection software; 
process included offices in more than 15 states 


� Initiated a relationship with a new letter vendor which not only saved the company money, but got 
letters out timely, which reduced exposure to potential FDPCA violations


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Southern New Hampshire University – Hooksett, NH 
Associate of Arts in General Studies, 2016
Southern New Hampshire University – Hooksett, NH
Bachelor of Arts in Management, 2017


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Tina Whitfield, Director of Service Ops, NCC GBD
Anthem, Inc.
P: 757-321-3539
F: 866-840-4993 
Tina.Whitfield@amerigroup.com
Frederick Nelson, Director II Customer Care, NCC GBD
Anthem, Inc.
P: 757-955-8923
F: 866-840-4993 
Frederick.Nelson@amerigroup.com
Marcus Davis, Manager Customer Care, NCC GBD
Anthem, Inc.
P: 713-414-6639
F: 866-840-4993 
Marcus.Davis2@amerigroup.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Allyson Hoover Key Personnel:
(Yes/No) Yes


Individual’s Title: Provider Services Manager
# of Years in Classification: 2 # of Years with Firm: 2


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


A health care professional in both northern and southern Nevada for more than 20 years. Current 
responsibilities include provider network management and development of enhanced access and availability for 
the managed Medicaid population in Clark and Washoe counties. Began career as a registered nurse and 
certified diabetes educator involved in direct care, patient education, and clinical care review. After obtaining a
master's degree in nursing, moved into administrative and management roles within the health care industry, 
including working for Teachers Health Trust, Culinary Health Fund, Fremont Medical Center, Catalyst Rx, 
APS Healthcare, Exigence Healthcare, and the Valley Health System. Was Executive Director for APS 
Healthcare when the company was responsible for case management, utilization management, and care 
coordination services for the Nevada fee-for-service (FFS) Medicaid Aged, Blind, and Disabled (ABD) and  
foster care (Juvenile Justice Division) populations.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2014-Present – Amerigroup – Las Vegas, NV
Manager, Provider Services


� Lead physical and behavioral health network development and management efforts
� Responsible, as director of marketing, for staffing outreach efforts covering all Amerigroup 


members in Nevada
2011-2014 – The Valley Health System – Las Vegas, NV
Director, Business Development for Desert Springs Hospital 


� Oversight of non-clinical staff  providing wellness lectures and health fairs activities (blood pressure 
checks for our local senior population)


� Oversight of a registered nurse (RN) serving as regional outreach employee conducting outreach 
efforts in rural Nevada to obtain hospital referrals for the five hospitals in the Valley Health System
(VHS)


� Oversight of a paramedic serving as an emergency medical services liaison among medics who bring 
their patients to the VHS emergency rooms and their staffs at all five hospitals


� Contracting efforts with local physicians to collect and track their quality metrics within the VHS 
Clinical Integration network


2010-2011 – Exigence Healthcare – Las Vegas, NV
General Manager and Healthcare Consultant


� Business development consultant for out-of-state physician acquiring primary care provider (PCP)
and urgent care practices in southern Nevada
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� Nursing responsibilities included hiring and oversight of all clinical staff, as well as training and 
filling in for employees in physician office and urgent care settings


2007-2010 – APS Healthcare – Las Vegas, NV
Executive Director, Clinical and Operations


� Responsible for all clinical and non-clinical operations for utilization management, case and
disease management, and wellness for the State of Nevada Public Employees’ Benefits Program


� Responsible for clinical and non-clinical operations for FFS Medicaid program
� Oversight of RNs, physicians, and non-clinical staff
� Silver State Wellness – Health coaching for ABD population
� Silver State Kids – Case management of adolescents and children awarded to the State of Nevada


2005-2007 – Catalyst Rx – Las Vegas, NV
Director, Quality and Wellness


� Responsible for submission and implementation of all quality standards for NCQA Accreditation
� Responsible for development and implementation of all wellness activities for specific clients


2004-2005 – Fremont Medical Center – Las Vegas, NV
Clinical Manager / Emergency Medical Response (EMR) Liaison 


� Nursing responsibilities in all Fremont offices 
� Nursing responsibilities with endocrinology physician (James Snyder, MD)
� Implementation/education of all clinical staff on newly launched EMR for Fremont Medical Center


2001-2004 – Culinary Health Fund (H.E.R.I.U) – Las Vegas, NV
Strategic Project Planning Manager


� Responsible for all utilization and disease management contracts for the Culinary Health Fund
� Strategic executive responsibilities for Health Service Purchasing Coalition 


1999-2001 – Teachers Health Trust (ESEA Benefits Health plan) – Las Vegas, NV
Director, Clinical Operations


� Implementation and maintenance of all clinical operations for Union Benefit Plan (case, utilization, 
and disease management)


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Point Loma Nazarene University – San Diego, CA
Bachelor of Science in Nursing, 1992
University of Phoenix – Las Vegas, NV
Masters of Science in Nursing, 2000


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Registered Nurse (RN) – NV License – 1994
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Bruce Wiggins, Governing Board Vice Chair 
Silver State Accountable Care Organization
P: (702) 528-5037
F: N/A
SilverStateACO@silverstateaco.com
Shelli Lara, President & CEO
Innovative Healthcare Delivery
P: (702) 218-4493
F: (702) 441-7106
slara@ihdcare.com
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Kelly LeGrow, Vice President
Brown & Brown Insurance of Nevada, Inc.
P: (702)457-2268 
F: (702) 597-0159
klegrow@bbnevada.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Terry Weinstein Key Personnel:
(Yes/No) Yes


Individual’s Title: Grievance and Appeals Coordinator
# of Years in Classification: < 1 # of Years with Firm: < 1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Seasoned health plan quality operations manager with more than 20 years of previous experience in fast-paced 
medical clinic. Record of accomplishment in achieving exceptional results in controlling cost in over-time and 
risk management. Has shown exceptional skills in leadership, organizational planning, ability to manage 
multiple and diverse tasks simultaneously; is self-motivated to work independently; and is customer service 
driven.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2016-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Grievance and Appeals Coordinator


� Supervises quality associates in accordance with policies and applicable laws
� Monitors and tracks productivity and performance of associates
� Utilizes multiple systems and tools to effectively measure and evaluate the quality of individual and 


team performance
� Monitors the maintenance of departmental policies and procedures and other internal resources
� Manages and coordinates resources within the quality team to meet deadlines, coordinate focused 


quality reviews, and special audit related projects
� Works with management to develop and implement process improvement initiatives
� Assists management in identifying quality trending to help identify training needs
� Compiles monthly quality reports for distribution to management team
� Interacts with other departments in the development and implementation of quality assurance 


functions
� Maintains advanced knowledge of departmental processes and technological concepts
� Assists management with interviewing, hiring, and retention of associates


2011-2015 – HealthCare Partners of Nevada – Henderson, NV
Practice Manager


� Contributed to and supported the corporation's quality initiatives by planning, communicating, and 
encouraging team contributions toward the corporation’s quality improvement efforts


� Oversaw and managed the operations of all medical center departments providing direct supervision 
to staff as necessary


� Investigated and responded to all patient concerns and inquiries in a timely manner and made sure 
proper procedures were followed by staff to provide excellent service to patients and clients
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� Prepared or assisted in preparation of daily closure
� Audited patient information to make sure proper procedures were followed in data entry and 


collection of accounts
� Compiled required and special reports on operating functions of center
� Directed staff and supervised training to improve efficiency and helped assure conformance with 


standard procedures
� Oversaw the center maintenance and security, confirming a clean and pleasant


appearance and safe atmosphere
� Assisted director with financial statement preparation, analysis, budgeting, billing and collection
� Saw to it that staffing was adequate and cost-effective 


2009-2011 – Advanced Medical Specialists/Concentra – Henderson, NV
Practice Operations Director and Assistant Center Operations Director


� Planned and prepared work schedules and assigned to colleagues specific duties 
� Assisted in the financial performance of the center
� Assisted in developing and maintaining new policies, procedures, and training programs for the 


center
� Hired, trained, and evaluated center colleagues in consultation with human resources
� Assisted center medical director with the hiring, training, disciplining, and terminating of back 


office personnel
� Prepared and reviewed operational reports and schedules to confirm accuracy and efficiency
� Assisted human resources in the implementation of policies and procedures for center colleagues
� Assisted in preparing annual budgets
� Assisted with on-site tours and training of center personnel to present clinic services to clients to 


ensure achievement of established goals
� Provided technical support and resources to client and center colleagues
� Assisted with managing on-site nursing services provided by center to client companies, including 


billing counseling and supervision of on-site personnel
� Enhanced communication between client company and the center and identification of problems 


with service to clients
� Supervised testing by medical staff to confirm proper performance and all certifications were current 


and regulatory procedures were followed
� Assisted in coordinating and consolidating services with local vendors to obtain best prices for goods 


and services obtained
� Facilitated productivity and customer service


2006-2009 – HealthCare Partners – Las Vegas, NV
Operations Manager


� Directed all areas of personnel management
� Implemented organizational policies, goals, objectives, and procedures
� Assisted in ensuring the financial performance of the center
� Confirmed all policies performed with consistency and uniformity
� Supervised six professional and 15 non-professional personnel


1993-2004 – Managed Care Consultants, Inc. – Las Vegas, NV
Director of Medical Management 


� Directed all areas of personnel management, including interviewing, hiring, evaluating, and 
monitoring


� Created and implemented large case management module
� Developed, implemented, and monitored utilization management for all programs
� Created, developed, and monitored call center personnel with 93 percent compliance on turn around 


calls
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� Directed all policies, procedures, and processes performed with consistency and uniformity
� Supervised four professional and 26 non-professional personnel


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Antelope Valley Community College – Lancaster, CA
Associate of Applied Science Nursing, 1979


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Yellow Belt, Sigma Lean – 2015
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


John Brinkman, Manager
VA Clinic Las Vegas
P: (719) 439-9437
F: N/A
Johnbrinkman11@yahoo.com
Judith Ford, MD, Medical Director
HealthCare Partners
P: (702) 932-8500
F: N/A
jford@hcpnv.com
Victoria Guerra, MD, Dermatologist
Surgical Dermatology
A Laser Center 
P: (702) 255-6647
F: N/A
vfarley@sugical-dermatology.com


4.4 Vendor Staff Resumes: Amerigroup Nevada, Inc. Nevada Managed


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 19







�


�


�


�


�


�


�


�


�


�


This page is intentionally left blank 


�


4.4 Vendor Staff Resumes: Amerigroup Nevada, Inc. Nevada Managed


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 20







Revised:  09-25-13 Resume Form Page 1 of 3


PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Pamela Monahan Key Personnel:
(Yes/No) Yes


Individual’s Title: Claims Administrator
# of Years in Classification: 1 # of Years with Firm: 3


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Expertise in successfully leading dynamic Fortune 500 and not-for-profit companies. Drives cost-effective high 
performance by leveraging diverse leadership experiences and excellent business acumen. Performance history 
includes operations, business development, process and technology, change management, shared services, and 
financial leadership roles for health care, group insurance, and mortgage banking companies. 


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2013-Present – Amerigroup – Las Vegas, NV
Claims Administrator


� Expanded role that includes leading all aspects of Medicaid claims operations in addition to provider 
data and configuration operations


� Accountable for operational performance of provider data management, pricing configuration, and 
benefits administration supporting the Medicaid and Medicare business lines  


Vice President, Claims and Customer Service Operations
� Led all aspects of Medicaid claims operations, primarily located in Virginia Beach, Tampa, 


Houston, and Newberry Park
� Scope encompassed a membership base of more than 4 million across approximately 18 markets
� Accountable for delivering compliant performance that met State Contract requirements and service 


levels
� Functions included front-end/electronic data interchange, planning and governance, new-day 


claims, adjustments, and appeals
2007-2011 – Highmark, Inc. (Blue Cross and Blue Shield) – Pittsburgh, PA
Senior Vice President


� Led all strategic and tactical aspects of the commercial health plan operations division (3,000 
employees/$200 million budget/Pennsylvania and West Virginia/six sites), including enrollment, 
claims processing, customer service, billing, and benefit coding operations


� Oversaw support and enabling functions, including operational systems business analysts, 
operational reporting and analytics, compliance, business process reengineering, workforce 
management, business program management, change management, quality, and production support


� Developed operations outsource (offshore) strategy, provided oversight of vendor/location selection 
and implementation to outsource a portion of back-office administrative functions achieving $14 
million in annual savings


� Implemented people and process changes that reduced annual operations budget by $20 million 
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� Assured compliance with the substantial number of Health Care Reform required benefits changes 
in 2010


Vice President 
� Accountable for the development and execution of a comprehensive plan to grow a Blue Cross and 


Blue Shield business opportunity related to health plan systems and administrative solutions
� Primary responsibilities included defining the offering, sales and solution design, solution 


implementation, client governance and management, and leading the health plan back office 
administrative operation (enrollment, claims, customer service, and billing)  


� Worked extensively with IT and an external business partner to develop the ASP solution, evaluate 
cost options, and determine the lowest feasible cost offering


� Developed the ASP/BPO client governance and management structure, including five primary 
components: relationship management, reporting and monitoring, service expectations and contract 
management, standard operating procedures, and resource roles and responsibilities


� Accountable for enrollment, claims, customer service, and billing operations for existing and new 
Blue Cross and Blue Shield partner plan customers


2003-2007 – CIGNA Corporation, Healthcare Division – Bloomfield, CT
Vice President – Service Operations, Quality and Shared Services 


� Led all enabling functions for a $650 million service operation
� Directed quality, business program management, behavior-based leadership program, compliance, 


business intelligence and operational reporting, business production support, policies and
procedures, and operational readiness for all technology implementations (staff of approximately
500)


� Supported and enabled operations to achieve results at historical best levels and met/surpassed 
competitor performance   


� Led claims process outsource (offshore) negotiation and implementation, achieving $9 million in 
annual savings 


� Developed framework and process for assuring that operations initiatives align with the service
strategy, ongoing strategy recalibration with front-end business/sales strategies, and managed 
strategy progress and communications


Vice President – Service Operations, Change Management 
� Led high impact and most significant change effort funded in service operations
� Designed and implemented a new customer-focused service model that was deployed nationally 


across eight service centers
Vice President – Service Operations, Process and Technology 


� Recruited to provide program/project management expertise and leadership as part of a senior 
leadership team charged with improving service results to save an at-risk customer base


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Rowan University – Glassboro, NJ
Master of Business Administration, 1993
Kean University – Union, NJ
Bachelor of Science, Accounting, 1985


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A
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REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Catherine Baldini, Partner and Global Health Care Consulting Leader
Concentrix, a Synnex Corporation Company
P: (609) 206-0940
F: N/A
Cathybal21@yahoo.com
Steve Jacobs, Chairman and Senior Partner
The Continuous Learning Group, Inc.
P: (904) 318-0157
F: N/A
sjacobs@clg.com
Kenneth Aversa, Vice President, Government Business Division
Anthem, Inc.
P: (757) 955-8829
F: N/A
Kenneth.Aversa@Anthem.com


4.4 Vendor Staff Resumes: Amerigroup Nevada, Inc. Nevada Managed


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 23







�


�


�


�


�


�


�


�


�


�


This page is intentionally left blank 


�


4.4 Vendor Staff Resumes: Amerigroup Nevada, Inc. Nevada Managed


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 24







Revised:  09-25-13 Resume Form Page 1 of 2


PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Lisa Bogard Key Personnel:
(Yes/No) Yes


Individual’s Title: Nevada Operations Manager
# of Years in Classification: 4 # of Years with Firm: 10


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Hands-on leader with more than 22 years of proven results in quality assurance, production, systems, and 
project management in health care management operations. Results driven Six Sigma Black Belt with a history 
of successful process improvements.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2012-Present – Amerigroup Corporation – Virginia Beach, VA
Nevada Operations Manager


� Assists the Nevada health plan CEO in fiscal and operational management 
� Serves as liaison to all Virginia Beach support services 
� Has local responsibility for network development, provider and relations, quality management 


programs, performance management and improvement, budgets, complaints and appeals, monthly 
financials, and reporting 


� Responsible for identifying, developing, and implementing best practices and coordinating 
implementation of health plan initiatives


2008-2012 – Amerigroup – Virginia Beach, VA
Associate Vice President, Quality Assurance


� Developed and implemented a strategic quality plan to improve claims payment accuracy from 93.1
to 98.2 percent


� Led quality initiative to achieve State performance guarantees for claim payment accuracy and 
reduce sanctions, fines, and penalties 


� Created quality sanction provider process to assure compliance, including audit program, 
dashboard, and comprehensive process improvement plan


� Led quality initiative to implement provider data quality program to support national provider life-
cycle program


2006-2007 – Amerigroup – Virginia Beach, VA
Director Quality Assurance


� Identified $350,000 in process improvement savings
� Sponsored five quality associates to achieve their Six Sigma Green Belt certifications
� Developed best-in-class audit tool to assure compliance with state contracts
� Acted as risk and compliance officer for service operations (COSO), created dashboards for 


tracking, monitoring, and mitigating risk using COSO framework
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EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
University of Oregon – Eugene, OR
Bachelors of Science Psychology


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Certified Professional Coder, Six-Sigma Black Belt, 2007
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Judi Peterson, Chief Operating Officer
Amerigroup
P: (757) 473-2737
F: N/A
Judi.Peterson@amerigroup.com
Brian Brooks, Growth Director – Behavioral Health
Amerigroup
P: (281) 635-3769
F: N/A
Brian.Brooks@amerigroup.com
David Babashanian, Director – User Support and Operations
Amerigroup
P: (757) 473-2737
F: N/A
David.Babashanian@amerigroup.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Karen Gardiner Key Personnel:
(Yes/No) Yes


Individual’s Title: Director Health Care Management Services 
# of Years in Classification: 9 # of Years with Firm: 6


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Brings years of acute hospital experience, including ICU, labor and delivery, medical floors, operating room,
and recovery room prior to being recruited by IPA/Medical Group to manage hospital utilization. Expanded
knowledge base in quality and credentialing with a provider/hospital organization. After nine years on the 
provider side of health care, transitioned to the payor side for the last 16 years overseeing accreditations by 
URAC and NCQA, as well as precertification, case management, concurrent review, quality and appeals, and 
credentialing.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2010-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Director, Health Care Management Services                     


� Responsible for all areas of  utilization management, including case management, concurrent
review, and precertification


� Responsible for all quality areas, including appeals until 2015
� Serves as liaison with hospital systems to maintain collaborative relationships


2001-2010 – Coventry Health Care of Georgia – Atlanta, GA
Vice President of Health Services                       


� Implemented initiatives from medical expense review process
� Coordinated health plan accreditation initiatives
� Implemented pre-existing review process for individual product
� Provided direction for all clinical areas and all product lines


Director of Health Services
� Responsible for all areas of utilization management, including case management, concurrent review,


and precertification
� Responsible for all quality areas, including appeals and disease management
� Served as compliance officer in creating, filing, and implementing new certificates of coverage in


conjunction with the Legal Department 
1999-2001 – Humana Employers Health Plan of Georgia – Atlanta, GA
Director of Utilization Management and Quality Management                     


� Responsible for all clinical areas for the health plan
� Management of utilization management, including the implementation of referral and concurrent 


review processes
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� Established quality program for the health plan, including reorganization of credentialing
� Established formal grievance processes and documentation


1998-1999 – Heritage SW Medical Group – Dallas, TX
Director of Utilization Management           


� Responsible for utilization for 100,000 lives with 25,000 being Medicare HMO members 
� Provided on-site concurrent review in 40–50 facilities per day 
� Reorganized outpatient utilization management department and revamped the on-site nurse program 
� Wrote policy and procedure manuals to gain delegated status with all contracted health plans
� Decreased capitated and out-of-network leakage dramatically


1992-1998 – Managed Care Systems of Kern County – Bakersfield, CA
Assistant Administrator of Clinical Services 


� Recruited for startup process to develop clinical areas for a new IPA/PHO 
� Created utilization, quality and case management programs, along with patient education program;


and assumed responsibility for credentialing process during second year 
� Gained delegated status for all 15 health plans for utilization management, credentialing, and 


quality management by complying with NCQA criteria
� Involved in capitation contracting and the sub-delegation of utilization management for several 


specialties
� Developed educational programs for physicians and their staffs, hospital board, and employees, as 


well as continued education for IPA Board of Directors
1990-1992 – Bakersfield Family Medical Center – Bakersfield, CA
Utilization and Quality Manager   


� Worked with hospital-based physicians in developing on-site utilization program
� Maintained bed days in the area of 120/1000 for commercial lives 
� Developed quality management program for medical group and IPA


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Oklahoma Baptist University – Shawnee, OK
Bachelor Science in Nursing, 1973


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Certified Professional Coder – 2005
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Lisa D'Asunta, Director, Care Management
University Medical Center of Southern Nevada
P: (702) 383-2460
F: (702) 383-2430
Lisa.dasunta@umcsn.com
Howard Dorsky, System Director
The Valley Health System
P: (702) 369-7671
F: (702) 360-2054
Howard.dorsky@uhsinc.com
Sherlene Simpson, Ombudsman
Office for Consumer Health Assistance
Department of Health and Human Services, Governor's Health Care Advocate
P: (702) 486-3855
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F: (702) 486-3586 
ssimpson@govcha.nv.gov
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Emma Kibisu Key Personnel:
(Yes/No) Yes


Individual’s Title: Director Internal Quality Assurance Program
# of Years in Classification: 1 # of Years with Firm: 1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Brings 14 years of combined national and international experience in healthy policy. Worked in management, 
quality improvement, direct clinical care, research including qualitative and quantitative research, planning, 
implementation and evaluation, epidemiology, and statistics.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2015-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Director Internal Quality Assurance Program 


� Responsible for developing, coordinating, communicating, and implementing a strategic clinical 
quality management and improvement program for Nevada Health Plan (Medicaid)


� Promotes a broad understanding, communication, and collaboration with enterprise-wide leaders to 
ensure appropriate communication, integration, and utilization of best practices


� Oversees internal and state quality management (QM) scorecard reporting
� Provides oversight for member grievances and appeals, privacy compliance process, and auditing of 


delegated services in assigned area
� Oversees HEDIS® reporting and the development of action plans to achieve target improvement 


goals
� Supports the External Quality Review Organization (EQRO) reporting and state audit processes
� Provides leadership for QM representation in new business activities
� Ensures compliance with National Committee for Quality Assurance (NCQA) standards or other 


accrediting bodies
� Provides leadership for the development, implementation, and evaluation of clinical quality 


improvement action plans
� Hires, trains, coaches, counsels, and evaluates performance of direct reports
� Provides leadership for Project improvement Plan (PIPs)


2012 – 2015 – Centene Corporation – St. Louis, MO
Manager, Performance Improvement, Quality Improvement Department 


� Lead on numerous internal and external critical advisory and planning teams
� Responsible for all quality improvement reporting
� Worked hand in hand with Senior Quality Improvement (QI) Director as lead on internal audits, 


NCQA accreditation, HEDIS® review and monitored other QI critical areas such as performance 
measurement review and recommendations to improve process and outcomes
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� Responsible for survey and reporting including  access and appointment availability, member safety, 
member and provider satisfaction, prevention efforts, provider profiling, and case management 


� Lead for overseeing department research activities, data analysis, evaluation, investigations into 
quality of clinical care concerns


� Lead for all performance improvement activities in the organization, evaluate all facets of the 
provision of behavioral health care services


� Achieved improved member safety, mental health and satisfaction outcomes
2012 – 2012 – Department of Health Services – Phoenix, AZ
Office Chief


� Supervised epidemiology and data team
� Oversaw assessments and evaluations of the programs within the Bureau of Women’s and 


Children’s Health including multiple State and Federal funded programs
� Presentation of results to high level administrative and senior leadership groups
� Responsible for the research and interpreting scientific research and data to guide activities
� Member of human subject review for the Arizona Department of Health Services
� Lead for survey designs, data collection, data analysis and presentation


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Brandeis University, Walthma, MA
Master of Science, International Health Policy and Management, 2006
University of Nairobi, Nairobi, Kenya
Bachelor of Science Biology, 2003
Barnes Jewish College, St. Louis, Missouri
Bachelor of Nursing, 2013


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Certificate in Biostatistic, Cultural Competency, Health Research, Program Planning & Evaluation and 
Epidemiology, 2008
Certified Professional for Healthcare Quality (CPHQ), 2014
RN compact states - Missouri, Nevada, 2013


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
G. Tongi Mugoya, Ph.D., MPH, CRC, Assistant Professor
The University of Alabama
(205) 348-1346
(205) 348-7584
gmugoya@ua.edu
Daniel Crough, Researcher
Cerner Corporation
(602) 435 1334
Daniel.Crough@cerner.com
Eric Lloyd, President
Nevada Medicaid
(702) 545-9830
Eric.Lloyd@amerigroup.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Carl Reinhardt Key Personnel:
(Yes/No) Yes


Individual’s Title: Director Special Investigations/Program Integrity
# of Years in Classification: >1 # of Years with Firm: >1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Sixteen years of experience in health care fraud investigations. Two commendations from the Federal Bureau of
Investigations. Developed award-winning Best of Blues Annual Fraud Awareness Training. Health Care Fraud 
Investigator accredited & Certified Professional Coder certified.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2016-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Director Special Investigations/Program Integrity


� Responsible for Western Region, - CA, NV, WA, IA & TX
� Responsible for 40 percent of AGP’s 20 state membership
� Assists the VP in setting priorities, goals and objectives for the fraud and abuse department
� Collaborates with the legal and business departments to determine the best course of action against a


perpetrator of fraud or abuse
� Establishes process for establishing cases and assignment of cases to investigators
� Establishes processes for handling referrals of suspected fraud and abuse from internal/external 


sources and tracking referrals to disposition
� Leads and directs multiple functions and/or teams across the national Special Investigations Unit
� Functions within the SIU include investigations, case intake and assignment, and data analysis


2013-2016 – WellPoint, Inc.-Amerigroup – Newbury Park, CA
Manager II


� Manager for Western Region.-CA, NV, WA, IA & TX
� Responsible for 40 percent of AGP’s 20 state membership
� Business Owner for three concurrent implementation management offices for Iowa, Texas Star Kids 


Plus, and Texas Seton
� Identified $9 million recovery within the first six months


2004-2013 – WellPoint, Inc. – Woodland Hills, CA
Senior Investigator


� Developed corporate wide New Hire and Annual Fraud Awareness computer based training
� Responsible for the training and mentoring of all West Region New Hire investigators
� Represents SIU West on implementation and migration teams, and ICD-10 remediation
� Responsible for $53.3 million in savings and recoveries over the last three years
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2002-2004 – KPMG, LLP – Woodland Hills, CA
Senior Associate


� Investigator assigned to Blue Cross of California
� Designed and implemented corporate-wide in-person annual fraud awareness training


2000-2002 – Cobalt, Inc. – Camarillo, CA
Medicare Fraud Information Specialist


� Reported directly to CMS/HCFA regional office in San Francisco
� Coordinated the sharing of case information between the Office of Inspector General, FBI, U.S. 


Attorney’s Office, and CMS Fiscal Intermediary
EDUCATION


Information required should include: institution name, city, state, 
degree and/or Achievement and date completed/received.


Biola University – La Mirada, CA
Bachelor of Science, Physical Education, 1983


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Health Care Fraud Investigator accreditation – 2004
Certified Professional Coder certification – 2011


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Bob Mays, Staff Vice President
Anthem, Inc.
P: (850) 703-2160
F: (855) 325-1574
Bob.mays@anthem.com
Mary Beach, Operations Director
HMS
P: (765) 438-3557
F: N/A
mbeach128@gmail.com
Alana  Lavelle, Sr. Advisor
Mitre Corporation
P: (404) 805-2158
F: N/A
AMLavelle@comcast.net
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Tracey Woods Key Personnel:
(Yes/No) Yes


Individual’s Title: Government Relations Director Senior
# of Years in Classification: 6 # of Years with Firm: 6


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Thirty years of experience in the fields of federal, state, and local government affairs, coalition development and 
campaign management. Experience as a lobbyist in Carson City, Nevada, for a variety of business and local 
government clients including the Retail Association of Nevada, City of Reno, Nevada Youth Care Providers, 
United Way of Southern Nevada, and Reno Diagnostics Imaging. 


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2010-Present – AMERIGROUP Nevada, Inc. – Las Vegas, NV
Government Relations Director Senior


� Leads government relations activities for both Amerigroup, Nevada and Anthem BCBS in Nevada
Responsible for managing external consultant team charged with ensuring positive legislative and 
regulatory environment


� Provide ongoing leadership and relationship development with state Medicaid customer and 
Administration staff to enhance partnership and to offer health care solutions for Nevadans


� Knowledgeable about a variety of health care issues including Medicaid regulatory requirements, 
Centers for Medicaid and Medicare oversight of state Medicaid plan and health insurance in Nevada 
as well as public health insurance exchange matters


2008-2009 – Sierra Strategies, LLC – Reno, NV
Vice President


� Responsible for strategic planning and implementation of state government affairs programs for 
local government, corporate, trade association and nonprofit clients throughout the 2009 legislative 
session


� Successful in passing legislation supported by clients as well as in defeating numerous legislative
proposals opposed by clients


� Experience in issue areas includes but is not limited to health care, local government, energy, child 
welfare, housing, taxation, and general business


� Collaborated with county and state agency department leaders and staff on issues throughout the 
legislative sessions


� Responsible for maintaining and building relationships with legislative members and executive
branch representatives throughout the interim and legislative sessions


� Attended interim legislative committee meetings as needed, including Interim Finance Committee, 
Health Care Committee and Legislative Commission
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� Attended fundraising events for state assembly and senate incumbents, open seat candidates and 
statewide office candidates in advance of the 2010 elections


� Apprised clients of candidate profiles, election trends and developed political contribution plans as 
requested by clients


2007-2008 – Retail Association of Nevada – Carson City, NV
Vice President


� Responsible for development of strategic government affairs programs for statewide trade 
organization comprised of national retailers as well as small and medium sized retail merchants


� Managed outreach to external audiences including: state legislators, state agency leaders; the 
Governor’s office; local elected officials; business allies; and the press


� Managed a team of external contract lobbyists
� Responsible for directing an internal lobby team on issues including the following: health care, 


pharmacy; workers compensation; employee/employer issues; tobacco and alcohol; taxation; 
technology; food and marketing


2003-2006 – Forum Strategies – New York, NY
Director 


� Developed state and national public affairs plans for Mars, Inc. (now Masterfoods) maker of 
M&M’s, Snickers, and Ethel M Chocolates


� Provided government affairs support and represented the company at annual and regional meetings 
of both National Conference of State Legislators (NCSL) and Council of State Governments (CSG),
covering obesity issues


� Responsible for meeting with state legislators and industry representatives to advocate for company 
on food product issues


� Attended hearings and committee sessions of interest to the company
� Provided grassroots support for regulatory issues on behalf of alcohol manufacturer
� Executed national communications campaign in Nevada utilizing trade groups and state legislators 


to convey shared position to the federal regulatory agency
2003-2006 – Philip Morris Management Corp – Rye Brook, NY
Regional Director 


� Directed state and local government affairs programs for Fortune 500 consumer products company 
in Alaska, Idaho, Oregon, Nevada and Washington State


� Managed both legislative and regulatory issues for Kraft Foods, Miller Brewing and Philip Morris 
USA, with a regional budget of over one million dollars


� Directed fifteen contract lobbyists and public affairs specialists in implementing a variety of 
government affairs strategic programs including legislative, grassroots/coalition development, media 
relations, ballot initiative campaigns, election campaigns, community outreach and philanthropic
activities


� Attended national political organization meetings including NCSL, CSG, Democratic and 
Republican Governors Associations, and National Associations of Attorneys General


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
University of California – Los Angeles, CA
Bachelor of Arts Political Science, 1985


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Public Affairs Council, Government Affairs Best Practices, 2003
Leadership Development Center, 1996
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REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Bruce Gilbert, Executive Director
Silver State Insurance Exchange
P: (775) 687-9926
F: N/A
bgilbert@exchange.nv.gov
Dr. Tracey Greene, Vice Dean for Clinical Affairs
Professor of Family Medicine
UNLV
P: (702) 895-1514 
F: (702) 895-0074 
Tracey.green@unlv.edu
Nicole Lamboley, Former Deputy Commissioner
Nevada Division of Insurance
Former Chief Deputy
Secretary of State, Nevada
P: (775) 762-0473
F: N/A
Nicolelamboley@hotmail.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Melinda Moore Key Personnel:
(Yes/No) Yes


Individual’s Title: Human Resources Manager Senior
# of Years in Classification: 1 # of Years with Firm: 1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


A human resources leader with the ability to translate strategy into action and measurable outcomes. A dynamic 
and proactive business partner in guiding the development of performance-driven and customer-focused 
organizations. Also possesses a firm understanding of financial operations and is able to quickly build deep and 
lasting business relationships across all disciplines. She is a progressive and innovative leader noted for 
demonstrating effectiveness in providing vision, counsel, and leadership development due to open 
communication style that easily transitions from the boardroom to the front line employee.


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2015-Present – Amerigroup Nevada, Inc. – Las Vegas, NV
Human Resources Manager Senior


� Responsible for solving organizational challenges through people-related solutions, understanding 
every aspect of the business, and serving not only as a HR thought leaders but an integral team 
member on the WA & NV senior leadership teams


� Develop, lead, and execute programs to support Amerigroup Nevada, Inc. associates and leaders, 
including talent management, career planning, performance management, leadership coaching, 
data analysis, compensation and rewards, learning and development, recognition programs and 
strategic leadership and organizational development


� Report directly to West Division HR director with dotted line to WA & NV plan presidents
2014-2015 – Barret Business Services Inc. (BBSI) – Tri-Cities and Yakima, WA
Sr. HR Manager & HR Consultant


� Built a new PEO (professional employer’s organization) and HR consulting practice in the Tri Cities 
and Yakima market from the ground floor. Successfully signed seven HR consulting contracts in the 
first nine months


� Provided strategic HR and business consulting to a small business owner, which allowed him the 
opportunity to realize his goals of semi-retirement


2013-2014 – Deaconess Medical Center – Spokane, WA
Director–Human Resources & Facility Compliance Co-Officer


� Led all HR and recruiting strategy, operations, HR risk management, employee/occupational health, 
mail room, community cares (service excellence), food service (staff of 60), and volunteers


� Provided consultative leadership, training, and strategy development on business challenges and 
associated people and organizational issues


� Negotiated and managed three union contracts
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� Change management, performed an organizational assessment and implemented leadership and 
process changes, which resulted in increased employee engagement and satisfaction


� Organizational effectiveness, assessed and reorganized departments to align department and senior 
leader goals with corporate goals, which resulted in the ability to provide meaningful and 
measurable performance evaluations and implementation of productivity standards


2010-2013 – Banner Health System – Fallon, NV & Susanville, CA
Chief Human Resources Officer


� Served in a dual role as the Chief HR Officer supporting three sites (650 employees)—the Fallon, 
NV acute care hospital and physician clinics and the Susanville, CA critical access hospital 


� Direct report to Vice President of HR-Western Region
� Dotted line report to facility CEO
� Member of facility executive council. Led all HR strategy, operations, and HR risk management at 


the facilities and physician clinics as part of a larger HR team in the Western Region
� Acted as a senior level HR business partner/consultant providing consultative leadership, training, 


and strategy development on business challenges and associated people and organizational issues
� Executive liaison for auxiliary program
� Led public relations department


2009-2010 – Independent HR Consulting – Houston, TX
Independent Consultant


� Specialized in providing interim HR leadership
� HR project management and HR support services under short- and long-term contracts
� New business startup experience
� Leadership development and health care expertise


2007-2009 – CompleteRx, LTD. (CRX) – Houston, TX
Director of Human Resources


� Planned and directed HR operations, recruiting, and training and development initiatives for ~600 
employees located at 22 facilities in eight states


� Provided HR operational oversight for two sister companies: Complete Pharmacy Resources (CPR) 
and RemotePharmAssist (RPA)


� Spearheaded recruiting and retention strategy to reduce fill ratio time, trim expenses, and locate 
talent for challenging-to-fill positions


� Led performance management program and implemented process improvements
� Implemented formal succession planning and leadership development programs
� Obtained cost-effective benefits programs that outperformed previous programs, providing enhanced


benefit services to employees
2006-2007 – Independent HR Consulting – Spokane, WA
Interim HR Director (HR Consultant assignment) - Manufacturing


� Interim Director of HR for non-union manufacturing client with 300+ employees located in WA, ID, 
and CA


� Coached executive team/managers and provided leadership direction in addressing concerns and 
needs for recruiting, staffing plan development, attendance, absenteeism, turnover, and leadership 
development


2005-2006 – Northern Idaho Advanced Care Hospital (NIACH) – Post Falls, ID
Director – Human Resources


� Developed strategic staffing plan to begin operations of start-up LTAC hospital on-time by passing 
all Idaho State and Joint Commission credentialing HR surveys (passed without recommendations 
for improvement or deficiencies)


� Orchestrated HR strategy and led HR operations upon opening of hospital
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� Oversaw all HR functions including benefit and salary administration, payroll, training and new 
employee orientation, employee development, recruitment and retention, policies and procedures, 
employment law and legal compliance, reporting, and financial management


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Eastern Washington University – Cheney, WA
Bachelor of Business Administration, 2004


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A
REFERENCES


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Rod Schumacher, Chief Executive Officer
Community Health Systems, Eastern New Mexico Medical Center
P: (575) 420-4320
F: N/A
rodney_schumacher@chs.net
Joe Vessey, Chief Financial Officer
Grays Harbor Community Hospital
P: (360) 929-1605
F: N/A
joevessey@gmail.com
Jimmy Duncan, Chief Human Resources Officer
Atlanta Medical Center
P: (970) 397-2736
F: N/A
kevinduncan05@gmail.com
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PROPOSED STAFF RESUME FOR RFP 3260
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Amerigroup Nevada, Inc.


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this project.


Name: Sheri Starcher Key Personnel:
(Yes/No) Yes


Individual’s Title: Medicaid Compliance Officer
# of Years in Classification: 3 # of Years with Firm: 3


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Joined the organization in May of 2013 and tasked with further enhancing the compliance program and 
activities in the market. Has experience developing and implementing programs to meet the Federal Sentencing 
Guidelines and Office of Inspector General recommendations. Has also managed a staff of four individuals 
including investigators, graphic and marketing designers, training developers, and internal auditors enhancing 
and providing company support of the Compliance and Ethics Program. Has developed and implemented a risk 
assessment process to determine initial and post risk of reported issues. 


RELEVANT EXPERIENCE
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project.
2013-Present – Amerigroup Washington, Inc. – Seattle, WA and Amerigroup Nevada – Las Vegas, NV
Medicaid Compliance Officer


� Responsible for the development and deployment of the annual plan Compliance Work Plan, the 
plan specific Compliance Committee, and policy and procedure development


� Responsible for identifying and mitigating risks, working with staff to understand regulatory and 
contractual requirements, performing monitoring and auditing activities, reporting issues to the 
corporate compliance team, supporting the various functional areas in understanding compliance 
requirements, and educating and training staff regarding compliance and regulatory matters


� Responsible for participating, organizing, and addressing issues identified through the course of 
audits performed by regulatory bodies and ensuring that the plan meets the requirements of the 
Corporate Integrity Agreement


� Performs marketing event monitoring, reviews and approves value added benefits, addresses and 
responds to hotline or investigations specific to the plan, and assists in the development of corporate 
tools to support other plan compliance professionals


� Responsible for ensuring that the corporate culture regarding compliance is promoted and addressed 
at the plan level


2011-2013 – AlohaCare – Honolulu, HI
Compliance Officer


� Active management of the Medicare program and regulatory compliance initiatives, managed the 
activities of the Medicare Regulatory Affairs staff to ensure that all communications and audits 
related to compliance with Medicare were timely and all responses were complete


� Oversaw the work activities of the compliance team to make sure that compliance activities were 
performed that benefit the organization in identifying and mitigating risk, performing internal audit 
activities, development of an annual work plan and program in support of the Federal Sentencing 
Guidelines and Office of Inspector General requirements, reviewed and participated in the 
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investigation of issues reported by employees and external parties to determine non-compliant or 
non-ethical conduct, participated in and developed trainings to support privacy and security 
requirements, ethical conduct, company mission, vision, and values, and regulatory standards


2006-2011 – Washington Dental Service – Seattle, WA
Compliance Officer


� Developed and implemented plan appeals processes meeting State and ERISA requirement
� Conducted HIPAA Privacy and Security audits on a routine basis with specific focus on high risk 


areas
� Performed annual risk assessments to identify areas of high risk to the organization
� Benchmarked the effectiveness of the program against industry standards
� Responsible for contract analysis and risk assessment
� Identification and resolution of producer appointments and licensing requirements
� Development of processes and procedures to support the organization’s functions and activities


EDUCATION
Information required should include: institution name, city, state, 


degree and/or Achievement and date completed/received.
Brigham Young University – Provo, UT
Bachelor of Arts, Communications-Broadcast Journalism, 1990


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


Certified Health Care Compliance, Health Care Compliance Association – 2011
Certified HIPAA Professional, eHIPAA Academy – 2008
Certified Medical Terminology, LDS Hospital – 1991


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Daryl Edmonds, Plan President
Amerigroup Washington, Inc.
P: (206) 674-4468
F: (855) 292-3769
Daryl.edmonds@amerigroup.com
Sharon Brumley, Staff VP Regulatory Services
Anthem, Inc.
P: (757) 962-6452
F: N/A
Sharon.Brumley@amerigroup.com


Jeff Bracken, Cofounder/Secretary
Summit Success Systems/JUUVA
P: (801) 528-1894
F: N/A
Bracken.jeff@gmail.com
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: AIM Specialty Health 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff.


Contractor: Subcontractor: X


The following information requested pertains to the individual being proposed for this project. 


Name: Fred Karutz Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 1 # of Years with Firm: 1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Fred Karutz is the Senior Vice President of Growth and Marketing at AIM Specialty Health® (AIM). In this 
role, Fred provides leadership and direction on growth, marketing, and communications. A leader in the 
consumer-driven movement in health care, Fred has led strategy, growth, marketing, and business development 
functions for organizations such as Health Care Service Corporation (HCSC), GoHealth, Silverlink, 
ConnectedHealth, Aon, and HolaDoctor. 
Fred is an active member of the community, serving as Vice Chairman with Instituto del Progresso Latino, and 
is the former Chairman of the Board and current  board member at AgeOptions, a Chicagoland agency on 
aging, where he served as a delegate to the White House Conference on Aging. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2016 - Present – AIM Specialty Health – Chicago, IL
 Senior Vice President of Growth and Marketing  


� Provides leadership and direction on growth, marketing, and communications. 
� Building on this base of knowledge, relationships, and success,  focuses on growing new solution 


revenue that supports health plans’ clinical quality, safety, and cost-of-care goals. 
2014 – 2016 – GLK Health Innovators – Chicago, IL 
Principal Consultant


� Served as business development and marketing consultant to new ventures 
� Established companies in health benefits and consumer-based health care 


2013 – 2014 – ConnectedHealth– Chicago, IL
SVP Business Development


� Worked with executive management and a top notch business development and marketing team to 
create the nation's largest closed market work place platform to help progressive benefit advisors 
and health plans capitalize on the group to individual trend. 


2009 – 04/2013 – Silverlink – Boston, MA
General Manager, Health Plan Solutions  


� A company leader in consumer engagement in health care, together with Silverlink’s  management 
team, extended the notion of what a health consumer needs and wants.   


� Led a marketing team that created a test and learn methodology, and over one million unique 
experiences and insights to help design programs that created growth for health plans and other 
health care organizations 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received.
University of Chicago – Chicago, IL 
Master of Business Administration, 1995 
Northwestern University – Chicago, IL 
Bachelor of Arts in Economics & Political Science, 1986 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


John Conway, Chief Business Development Officer 
Cancer Treatment Centers of America 
Phone: (847) 342-7470 
Fax: N/A 
Email: John.conway@ctca-hope.com
Jon Lavin, President 
Age Options 
Phone: (708) 383-0258 
Fax: (708) 524-0870 
Email: Jon.lavin@ageoptions.com
Juan Salgado, CEO 
Instituto del Progresso Latino 
Phone: (773) 890-0055 
Fax: (773) 376-8571 
Email: Juan@idpl.org
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Julie Thiel Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 2 # of Years with Firm: 11 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Julie Thiel, MD, brings more than 25 years of clinical and administrative experience in a variety of practice 
settings. Prior to joining Specialty Health® (AIM), she held a faculty appointment at Rush Medical College and 
was an attending physician in Emergency Medicine at Rush Presbyterian St. Luke’s Medical Center in Chicago, 
Illinois for ten years. Dr. Thiel also served as the Medical Director for a private medical practice in Chicago. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2005 –Present – AIM Specialty Health – Chicago, IL 
Senior Vice President of Clinical Programs  


� Responsible for the overall clinical performance of AIM solutions.  
� As a member of the executive team, oversees program alignment with AIM guidelines, client medical 


policy, Medicare, and Medicaid requirements.   
� Leads enhancements to the clinical engine and supporting technology 
� joined as a Physician Reviewer in 2005 and most recently served as Vice President of Clinical 


Operations 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


University of Iowa – Iowa City, IA 
Bachelor of Arts, 1982 
University of College of Medicine – Iowa City, IA 
Doctorate of Medicine, 1986 
University Hospitals of Cleveland – Cleveland, OH 
Internal Medicine Residency, 1986-1989 
Rush Presbyterian St. Luke’s Medical Center – Chicago, IL 
Completion of Internal Medicine Residency, 1990 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Initial Board Certification in Internal Medicine – 1990 
Board Recertification in Internal Medicine – 1999 
Board Recertification in Internal Medicine in Maintenance of Certification (MOC) – Valid Through 2020 
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Currently Licensed in IL, NM, and CA 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


David J Soffa MD, MPA, FACR, Senior Vice President Medical Affairs 
AIM Specialty Health 
Phone: (847) 559-6756 
Fax: (773) 864-4601 
Email: soffad@aimspecialtyhealth.com  
Randy Hutchinson, SVP, Chief Operating Officer 
AIM Specialty Health 
Phone: (773) 864-4806 
Fax: (773) 864-4658 
Email: hutchinsonr@aimspecialtyhealth.com  
Amy Odgers, MD, Director of Guideline Development 
AIM Specialty Health 
Phone: (773) 864-4716 
Fax: (773) 864-4601 
Email: odgersa@aimspecialtyhealth.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joel Cesario Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 8 # of Years with Firm: 8 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Joel brings a wealth of financial operations experience including pricing new products and creating views of 
client profitability across different service and delivery platforms. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2008 –Present – AIM Specialty Health – Chicago, IL 
Senior Vice President, Business Administration 


� Leads the finance and business operations activities of the company. 
1997 –2008 –OptumRx (formerly SXC Health) – Schaumburg, IL  
Vice President, Financial Operations   


� Worked in various roles including Vice President Corporate Controller, Vice President Business 
Operations, and Vice President Financial Operations.  


� Worked closely in recruiting and facility expansion processes during the company’s periods of 
significant growth.  


� Prior to joining the SXC, Joel worked in Public Accounting and private industry. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Illinois Urbana – Champaign, IL 
Bachelor of Science, Accountancy, 1989 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Registered CPA, 1989 – Illinois CPA Society – Chicago, IL 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Brandon Cady, President and CEO 
AIM Specialty Health 
Phone: (773) 864-4655 
Fax: (773) 864-4658 
Email: cadyb@aimspecialtyhealth.com 
Randy Hutchinson, SVP, Chief Operating Officer 
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AIM Specialty Health 
Phone: (773) 864-4806 
Fax: (773) 864-4658 
Email: hutchinsonr@aimspecialtyhealth.com 
Christiane Shah, VP Solution Management    
AIM Specialty Health 
Phone: (773) 864-4739 
Fax: (773) 864-4658 
Email: shahc@aimspecialtyhealth.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jennifer Eklund, MD Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Associate Medical Director for Government Programs 
# of Years in Classification: 2 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Jennifer Eklund, MD is a highly-accomplished physician leader with more than a decade of hands-on clinical 
experience. Prior to joining AIM Specialty Health® (AIM), she worked as an attending physician for a private 
hospital in a western suburb of Chicago. She specialized in emergency care serving adults and pediatric patients. 
During her tenure in clinical practice, she served as supervising physician, providing training and mentoring to 
medical, nursing, paramedic, and physician assistant students. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2010– Present –AIM Specialty Health – Chicago, IL 
Associate Medical Director of Government Programs  


� Responsible for providing clinical leadership and guidance to help ensure the clinical and 
operational integrity of Government Programs, including Medicare, Medicaid, and Federal 
Employee Program (FEP) 


� Joining AIM in 2010, served as a senior physician reviewer, handling case reviews, peer discussions, 
and acting as a liaison with health plan medical directors for more than four year.  


� Acted as lead trainer for new physician reviewers  
� Responsible for internal auditing and quality improvement 


05/2006 – 04/2010 – Midwest Emergency Associates, LLC – Oak Brook, IL 
Attending Emergency Physician  


� Staffed the emergency department and managed all aspects of adult and pediatric emergency 
medical and trauma care  


� Provided supervision and consultation to mid-level providers  
� Attended all adult and pediatric codes on inpatient units; provided intensive care support while 


awaiting ICU or outside hospital transfer. Responsible for teaching and supervising medical, 
nursing, paramedic, and PA students rotating through the emergency department. 


� Prior to joining AIM, worked as an attending physician for a private hospital in a western suburb of 
Chicago  


� Specialized in emergency care serving adults and pediatric patients.  
� During  tenure in clinical practice, served as supervising physician, providing training and 


mentoring to medical, nursing, paramedic, and physician assistant students 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Southern Illinois University – Carbondale, IL 
Bachelor of Arts, 1996 
Feinberg School of Medicine, Northwestern University – Chicago, IL 
Doctorate of Medicine, 2000 
Feinberg School of Medicine, Northwestern University – Chicago, IL 
Completed Emergency Medicine, 2004 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Initial Board Certification in Emergency Medicine, 2005 
Board Recertification in Emergency Medicine – MOC (Valid Through 2024), 2015 
Lead Six Sigma Yellow Belt, 2014 
Current Active Medical Licenses in IL, MS, NM, NC and DE 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Dr. Julie Thiel, Senior Vice President, Clinical Programs 
AIM Specialty Health 
Phone: (708) 236-8609 
Fax: (773) 864-4601 
Email: ThielJ@aimspecialtyhealth.com 
Dr. Varsha Chandramouli, Director of Clinical Operations 
AIM Specialty Health 
Phone: (847) 559-6949 
Fax: (312) 467-1705 
Email: ChandramouliV@aimspecialtyhealth.com 
Dr. Susan Nedza, Senior Vice President, Clinical Outcomes 
MPA Healthcare Solutions 
Phone: (312) 467-1705 
Fax: (312) 467-1705 
Email: Snedza@consultmpa.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Laticia Miller Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 3 # of Years with Firm: 11 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Laticia (Tish) Miller has over 18 years of managed care experience, with 9 years focused on the unique needs of 
Medicaid and Medicare populations. Tish’s background includes deep experience in health care systems 
integration,  having lead many large scale program implementations across Blue Cross Blue Shield plans 
nationwide. An acknowledged industry expert, she is a popular panelist and presenter at industry conferences. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2005 –Present – AIM Specialty Health Chicago, IL –  Chicago, IL 
Director of Client Management   


� Oversees all programs for Anthem’s government business division.  
� Established the organization’s project management office and led numerous corporate initiatives, 


including the transformation efforts for clinical decision support and interoperability.  
� Lled the build-out of client services in support of the 27 states included in Anthem’s government 


business division  
� Prior to joining AIM, worked for Deloitte Consulting, where she was responsible for developing and 


implementing project management methodology and managing large-scale development projects for 
public sector clients 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
DePaul University – Chicago, IL 
Masters of Science in Information Systems, 2003 
DePaul University – Chicago, IL 
Bachelor of Arts in Communications/Classical Studies, 1992 
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CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
Certified Prosci Change Management, 2012 
Certified Professional Health Care Information Management – HIMSS, 2009 (Renewed in July 2012) 
NACD Director Professionalism, 2011 
Master Black Belt Six Sigma – Healthcare, Villanova University, 2011 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Rich Linden, Owner & CEO 
Geneva Technical Services 
Phone: (773) 577-8572 
Fax: (773) 577-8580 
Email  rlinden@genevatechnicalservices.com 
Lisa Carnes, Partner 
Fairbanks LLC  
Phone: (847) 226-3131 
Fax:   (312) 264-5590 
Email: lcarnes@fairbanksllc.com 
Neepa Patel,  Vice President, Strategic Partnerships 
AVIA 
Phone: (773) 490-2622 
Fax: N/A 
Email: Neepa_patel@hotmail.com 
Laura Maloney, Owner, Independent Consulting 
LPM Consulting, Inc. 
Phone: (312) 608-9225 
Fax: N/A 
Email: lmaloney_2000@yahoo.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Randy Hutchinson Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 2 # of Years with Firm: 10 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Randy Hutchinson joined AIM in 2006, bringing a wealth of strategic and operational experience and insight. 
He has held several leadership positions at the nation’s most reputable health care organizations including 
Accenture, Tiber Group, SSM Health Care, Blue Cross Blue Shield Association, and UnitedHealth Group. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2006 – Present – AIM Specialty Health – Chicago, IL 
Senior Vice President and Chief Operating Officer  


� Leads AIM’s operational capabilities including the execution, performance, and clinical program 
development suite of solutions.  


� Previously served as Senior Vice President of Strategic and Client Development. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Colorado – Boulder, CO 
Master of Business Administration in Finance, 1989 
Aurora University – Aurora, IL 
Bachelor of Arts in Business Administration, 1985 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Jack Bernazzani – Manager 
Blue Cross Blue Shield of Massachusetts  
Phone: (617) 246-5112 
Fax: (617) 246-0318 
Email: jack.bernazzani@bcbsma.com   
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Wendy Monroe – Director 
Blue Cross Blue Shield of BCBS Massachusetts 
Phone: (617) 246-4638 
Fax:  (617) 246-0318 
Email: Wendy.Monroe@bcbsma.com    
Dr. Eugenie Komives – Sr. Medical Director 
Duke Connected Care 
Phone: (919) 732-8131 
Fax: N/A 
Email: Eugenie.komives@duke.edu 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Brandon Cady Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 8 # of Years with Firm: 14 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Brandon Cady is a Health care professional with leadership experience within hospital systems, health plans, 
and emerging technology companies.  He has led such projects as consumer-directed health care solutions, 
business integration, network development strategies, and operational improvement initiatives. Brandon has also 
consulted with Blue Cross and Blue Shield plans on both new product development and medical cost reduction 
strategies. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2002 – Present – AIM Specialty Health –Chicago IL 
President and Chief Executive Officer  


� Joined AIM Specialty Health® (AIM) in 2002 and executed top line growth initiatives that expanded 
the business into one of the largest and most successful specialty benefits management companies in 
the United States. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Michigan – Ann Arbor, MI 
Masters in Health Services Administration, 1998 
University of Iowa, Iowa City, IA 
Bachelor of Business Management, 1996 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


David Harrington, Healthcare Investor, Retired CEO 
Retired CEO  
Phone: (847) 343-5445 
Fax:N/A 
Email: Dashdoc@sbcglobal.net  
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Dr. Rich Snyder, CMO 
Independence Blue Cross Blue Shield 
Phone: (215) 241-2438 
Fax: (215) 241-0688 
Email: Richard.snyder@ibx.com  
 
Dr. Richard Popiel, EVP/CMO 
Cambia Health Solutions and Regence Blue Cross Blue Shield 
Phone: (888) 675-6570 
Fax: N/A 
Email: Richard.popiel@regence.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Michael Backus Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Senior Vice President, Solution Innovation and Partnership 
# of Years in Classification: 9 # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Michael (Mike) Backus is a senior executive with a broad base of 20 years of healthcare experience across the 
payor, provider, and specialty pharmacy segments as both a consultant and a key member of senior management 
teams. Responsibilities and engagements have been focused on leadership roles in meaningful strategic or 
performance initiatives within the organization. 
 
Mike brings two decades of experience in healthcare and management consulting to AIM Specialty Health® 
(AIM).  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2007 – Present – AIM Specialty Health – Chicago, IL 
Senior Vice President, Solution Innovation and Partnerships  


� Leads solution development efforts and the expansion of AIM’s value into new clinical service lines.  


� Area of focus includes developing AIM’s next generation approach to oncology management which 
will build on the Radiation Therapy program he  launched in 2011.  


� Prior to work in oncology, led the creation of AIM’s Sleep Solution to help health plans manage the 
appropriateness and affordability of sleep studies and treatment devices. 


1996 – 2007– Backus Associates, Chicago, IL – Chicago, IL 
President  


� Prior to joining AIM, spent ten years operating Backus Associates, a firm that provides operational 
and strategic consulting services to health plans, hospitals, physician groups, and participants in the 
pharmacy benefits management and specialty pharmacy arenas.  


� Served as President of a 60,000 capitated member independent practice association and as a Senior 
Associate for Booz Allen & Hamilton. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
J.K. Kellog School at Northwestern University – Chicago, IL 
Masters in Management, 1990 
Wharton School of the University of Pennsylvania – Philadelphia, PA 
Bachelor of Schience in Eonomics, 1983 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Rebecca Shanahan, President 
Shanahan Capital Ventures 
Phone: (416)- 965-9917 
Fax: N/A 
Email: rebecca.shanahan@shanahancv.com  
Simon Kennedy 
Phone: (617)- 803-5787 
Fax: (650) 935-9501 
Email: Simon.Kennedy@symphonytg.com  
Carsten Beith, Managing Director 
Cain Brothers & Co., LLC 
Phone: (248)- 594-5957 
Fax: N/A 
Email: cbeith@cainbrothers.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: AIM Specialty Health 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Varsha Chandramouli Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Client Services 
# of Years in Classification: 1 # of Years with Firm: 10 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Varsha Chandramouli, MD, has over 13 years of clinical experience and has practiced in a variety of settings. 
Prior to joining AIM, Dr. Chandramouli practiced in a private setting at one of the largest multispecialty groups 
in northern Kentucky and provided primary care to underserved populations in Lake County, Illinois. In 
addition to her role at AIM, Dr. Chandramouli mentors medical students and provides primary care at the 
Interprofessional Community Clinic at Rosalind Franklin University School of Medicine. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2006 – Present – AIM Specialty Health – Chicago, IL  
Director of Clinical Operations  


� Responsible for overseeing the physician and nurse reviewers involved in AIM solutions  
� Served as the physician reviewer in 2006 
� Served as the physician manager for the Medical Oncology, Radiation Oncology, and Specialty Drug 


Solutions 
� Member of the Clinical Leadership Committee, for ensuring  that the company’s clinical operations 


align with its clinical guidelines, clients’medical policies, and Medicare and Medicaid requirements 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Wellesley College – Wellessley, MA 
Bachelor of Arts, 1995 
Joan C. Edwards School of Medicine, Marshall University – Huntington, WV 
Doctorate of Medicine, 2000 
University of Cincinnati – Cincinnati, OH 
Completion of Family Medicine Residency, 2003 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Initial Board Certification in Family Medicine – 2004 
Board Recertification in Family Medicine (valid until 2024) in Maintenance of Certification (MOC) - 2014 
Current Active Medical Licenses in CA, IL, KY, MA, and WY 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Dr. Julie Thiel, SVP, Clinical Programs 
AIM Specialty Health 
Phone: (708) 236-8609 
Fax: (773) 864-4601 
Email: thielj@aimspecialtyhealth.com  
Christiane Shah, VP Solution Management 
AIM Specialty Health 
Phone: (773) 864-4739 
Fax: (773) 864-4601 
Email: shahc@aimspecialtyhealth.com  
Randy Hutchinson, SVP, Chief Operating Officer 
AIM Specialty Health 
Phone: (773) 864-4806 
Fax: (773) 864-4601 
Email: hutchinsonr@aimspecialtyhealth.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Pamela Booth Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Manager Claims Nevada 
# of Years in Classification: 15 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Booth has more than 20 years of leadership experience, 10 years of Medicare experience, and 15 years of 
experience in claims and operations insurance experience.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2015-Present – Anthem, Inc. – Houston, TX 
Manager Claims Nevada 


 Oversite of the claims daily function for Medicaid markets 
 Lead the Operations Expert team with focus on staff quality, production, and education 
 Monitor the production staff Quality and production statistics 
 Hire, train, coach, counsel, and evaluate employees 
 Coordination of Benefits (COB) experience from an inventory management and work instruction 


perspective 
2013-2014 – Physicians Plus – Madison, WI 
Claims Director  


 Worked as part of a larger team to build the Claims Department from the ground up.  
 Coordinated with the Audit department to build a quality Audit process for the new department.  
 Worked extensively with the technical trainer to develop training for the claims team. 
 Developed working relationships with hospitals and provider billing managers to successfully 


coordinate and resolve issues pertaining to claims processing.  
 Developed standard processing procedures and standard operating procedures for the department. 
 Analyzed data to enhance productivity. 
 Analyzed data to enhance quality in claims processed. 
 Worked extensively on system configuration to ensure benefit plans paid correctly 
 Hire, train, coach, counsel, and evaluate employees. 


2010-2013 – Optum – Houston, TX 
Claims Manager  


 Worked as part of a larger team to build the Claims Department from the ground up.  
 Coordinated with the Audit department to build a quality Audit process for the new department.  
 Worked extensively with the technical trainer to develop training for the claims team. 
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 Developed working relationships with hospitals and provider billing managers to successfully 
coordinate and resolve issues pertaining to claims processing.  


 Developed standard processing procedures and standard operating procedures for the department. 
 Analyzed data to enhance productivity. 
 Analyzed data to enhance quality in claims processed. 
 Worked extensively on system configuration to ensure benefit plans paid correctly 
 Hire, Train, Coach, Counsel, and evaluate employees. 


2000-2013 – First Coast Service Options 
Project Lead / Claims Supervisor  


 Developed training material 
 Delivered training to staff 
 Analyzed quality errors to better the instructional materials for the claims staff and to ensure the 


documentation was up-to-date based on the Medicare Updates. 
 Successfully met Medicare required metrics monthly and annually while also meeting the higher 


than expected metrics of the company.   
 Prepared the Department for various SAS70 and other audits. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


St. Jons River Community College – Palatka, FL 
Associates in Management/Marketing, 1996 
University of Phoenix – Jacksonville, FL 
Bachelor Degree in Management, 2003 
University of Phoenix – Jacksonville, FL 
Masters of Business Administration, 2006 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Shelly Rufer-Edseth, Director of HR 
Physician’s Plus Insurance Company 
Phone: (608) 282-8900 
Fax: N/A 
Anne Hable-Mabe, Claims Processing Manger 
First Coast Service Options 
Phone: (904) 982-5767 
Fax: N/A 
Ivory Ashberry, Medicaid Claims Manger 
Anthem, Inc.  
Phone: (713) 414-6638 
Ivory.Ashberry@Amerigroup.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Dwayne Cevis Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Field Support Technician 
# of Years in Classification: 4 # of Years with Firm: 12 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dwayne Cevis, an Information Technology (IT) Professional, has over 18 years of Technical experience 
specializing in Desktop Support and Help Desk, supporting the Federal Government and Corporate 
environments. Mr. Cevis’ unique skill set, creative thinking, and ability to communicate and teach others how to 
use Computers, Tablets, Phones, Security Systems, Wireless Devices and Networking Equipment supports a fast 
pace environment, while building good customer relationships. His ability to learn quickly to keep up with the 
latest technology, plus changes within the business, keeps him well positioned for success in the future.    
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2016-Present – Anthem (HCL) Field Service Support Tech 


� Responsible for implementing and maintaining the Service Desk Inventory and associated platforms 
� Provide 2nd and 3rd tier Support to end users on a variety of Hardware and Application-related 


issues including software installation, hardware troubleshooting and maintenance, phone support, 
printing and problem resolution 


� Respond to inquiries and service requests in timely fashion while providing outstanding service and 
remaining attentive to customer needs 


� Identify, research, resolve and document complex technical issues with a high degree of skill and 
expertise 


� Support for Las Vegas and Surrounding areas including Reno, NV offices. 
 


2014-2016 – EGS Expert Global Solutions– Las Vegas, NV 
End User Support 


� Responsible for implementing and maintaining the Service Desk, Support for associated platforms 
such as T-Mobile, Sierra Health, United Health Care, Optum Rx CVS PHD and Back Office 


� Provide 2nd and 3rd tier level support to end users on a variety of application-related issues 
including software installation, hardware troubleshooting maintenance, phone support, printing and 
problem resolution 


� Respond to inquiries and service requests in timely fashion while providing outstanding service and 
remaining attentive to customer needs 


� Identify, research, resolve and document complex technical issues with a high degree of skill and 
expertise 
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� Support for EGS and APAC Call Centers which includes: Printer/Copier installation, Windows 7 OS 
deployment, Avaya phone support, iPhone support. Software Configuration, Email support (Outlook 
2010) Remote Desktop access. VPN and Dameware Remote Services and Utilities 


� Package and ship defective devices back to Asset Management for replacements to build Windows 7 
devices for client’s with over 600 employees 


� Install and Configure the Cisco Switches/Routers within the Site Network 
� Port information on Patch panels and Call floor stations 
� Support the WAN, Network Engineering, Telephony, Asset Management and Window Server Teams 


on all configurations and setups throughout the site, including Monitors/PC’s and Phones 
(3Training Rooms, 9Administrative Offices, and 478 Call Center Floor seats). 


2014-2014 – National Government Services / Modis – Bethesda, MD 
Field Service Analyst03 


� Investigator assigned to Blue Cross of California 
�  Configured and installed new Microsoft and Macintosh systems  
� Troubleshoot and Resolved desktop support issues 
� Maintained the up to date operating procedures inside the IT department 
� Performed off hour help desk support 
� Created user accounts and managed access control of desktop and Network applications 
� Worked with hardware and software to setup New User and installs of any application for 


Developers 
� Maintained hardware and software record 


2013-2014 – Soft Tech Consulting/U.S. Department of Labor – Washington, D.C. 
Desktop Support Specialist 


� Provide technical assistance and support for incoming queries and issues related to computer 
systems, software, and hardware 


� Train computer users 
� Walk customer through problem-solving process 
� Install, modify, and repair computer hardware and software. Install computer peripherals for users 
� Resolve technical problems with Local Area Networks (LAN), Wide Area Networks (WAN), and 


other systems 
� Maintain daily performance of computer systems 
� Run reports to determine malfunctions that continues to occur. Follow up with customers to ensure 


issue has been resolved 
2012-2013 – ISA/ISS Aetna Desktop Support – Linthicum, MD 
Desktop Support Specialist 


� Responsible for implementing and maintaining the Service Desk, Security and associated platforms 
� Provide second and third tier support to end users on a variety of application-related issues 


including software installation, hardware troubleshooting and maintenance, phone support, printing 
and problem resolution 


� Respond to inquiries and service requests in timely fashion while providing outstanding service and 
remaining attentive to customer needs 


� Identify, research, resolve and document complex technical issues with a high degree of skill and 
expertise 


� Support the entire North/East Mid Atlantic region, which includes: printer installations, 
Windows/OS deployment, desktop, Avaya phone support, Blackberry, iPhone support, weekly tape 
data backups, software configuration support, email support (Outlook 2003-2010), remote desktop 
access via RTS 


� Package and ship defective devices back to vendors and for replacements to build Windows 7 devices 
for client’s with over 300 employees 


� Windows 7 Migration from Win XP over 35.000 PC’s (Desktops, Laptops) for Aetna clients. Break 
Fix issues and any Profile issues users have in Outlook and printing issues via Network or WAH 
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2011-2011 – Hartford County Health Department – Bel Air, MD 
Help Desk Associate 


� Responsible for implementing and maintaining the Service Desk, Security and associated platforms 
� Provide second and third tier support to end users on a variety of application-related issues 


including software installation, hardware troubleshooting and maintenance, phone support, printing 
and problem resolution 


� Respond to inquiries and service requests in timely fashion while providing outstanding service and 
remaining attentive to customer needs 


� Identify, research, resolve and document complex technical issues with a high degree of skill and 
expertise 


� Support the entire North/East Mid Atlantic region, which includes: printer installations, 
Windows/OS deployment, desktop, Avaya phone support, Blackberry, iPhone support, weekly tape 
data backups, software configuration support, email support (Outlook 2003-2010), remote desktop 
access via RTS 


� Package and ship defective devices back to vendors and for replacements to build Windows 7 devices 
for client’s with over 300 employees 


� Windows 7 Migration from Win XP over 35.000 PC’s (Desktops, Laptops) for Aetna clients. Break 
Fix issues and any Profile issues users have in Outlook and printing issues via Network or WAH 


2010-2011 – Penn National – Perryville, MD 
IT Technical Support Associate        


� Managed Windows systems and help desk ticketing systems   
� Provided end user support for cellular phones, desktops, e-mail, and file and print services   
� Active directory, server installation, and troubleshooting within the corporate network for all issues 


both wired and wireless   
� Troubleshot and resolved a variety of network and client related system issues 
� Provided solutions for TCP/IP connectivity issues, pings, trace routes, telnet, net stat network classes 


and subnet masking. Support for the build of all Mac related applications for the Casino 
�  Software installs, Networking, Graphic Imaging, iPhone setup, all Mac Hardware related issues. 


2007-2008 – Verizon Data Services – Perryman, MD 
Computer Technician II 


� Managed Windows Network Systems and Server Installs   
� Experience working with various networking hardware such as multiplexers, routers, and switches. 
� Active directory, server installation, and troubleshooting within the corporate network for all issues 


both wired and wireless   
� Knowledge of common network protocols such as TCP/IP Familiarity with configuring networking 


equipment such as routers, switches, and hubs   
2004-2006 – Collins and Aikman – Havre de Grace, MD 
Desktop Support Specialist          


� Install and update Windows Software and Virus Removal   
� Connecting peripheral to computer and performing data transfers and email setup 
� Remote to end users to fix any PC related issues Mac OS and Windows 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


ITT Technical Institute – Hanover, MD 
Network Systems Administrator – 06/2015 
Hanuaer Landesschule – Hanau, Germany  
Microsoft Office, Windows OS Mac OS Desktop Support Tech – 04/1998 
Devry Institute of Technology – Decatur, GA  
Systems Administration – DNF - 2013-2014 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Network +, A+ – 2012 
Dell Certification – 2006 
Apple Certified – 2003 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Brad LaPaglia, Operations Manager  
Expert Global Solutions 
Phone: (716) 665-1315 
Fax: N/A 
Email: Blaglia@egs.com 
Michael Ryan, HR Manager 
Expert Global Solutions 
Phone: (702) 305-8607 
Fax: N/A 
Email: mryan@egs.com  
Stephanie Breaux, Registered Nurse 
Marvel Manor Care Services 
Phone: (702) 395-7878 
Fax: N/A 
Email: Stephaniebreaux2@yahoo.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Stephen Decker  Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Staff Vice President, Medicaid Member/Provider Services 
# of Years in Classification: 4 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Versatile, results driven executive with over twenty years of service delivery leadership experience across 
multiple industries including thirteen years in healthcare. Process improvement catalyst with expertise in the 
areas of technology services delivery, multi-site operations leadership, business process outsourcing, and P&L 
management. Self-motivated and innovative leader with excellent influence and communication skills who 
creates a culture of empowerment and accountability that results in motivated and challenged teams.mStrategic 
thinker known for challenging the status quo and driving quality, technology, and productivity improvements in 
large organizations. Highly effective at collaborating and building relationships with peers and executive 
leaders. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2012-Current – Anthem, Inc. – Exton, PA 
Vice President, Medicaid Member/Provider Services 


� Leader of the Customer Service, Enrollment and Billing, and Pre-Certification functional areas 
spanning 9 operational site locations with over 2,000 employees.  


� Exceeding all service metric goals for 19 Medicaid state contracts;  99% of all performance 
guarantee targets achieved for the last 12 months 


� Reduced operating expenses on a per member per month basis by 12% 
� Improved post call survey “top two box” scores to >90% 
� Launched a multi-year “Eliminate, Automate, Differentiate” service strategy  


2013-2014 – Quest Diagnostics – Collegeville, PA 
National Director, Customer Operations 


� Head of Customer Service, leading over 1,000 employees handling 15 million contacts annually. 
� Orchestrated the startup of two state of the art customer service centers, consolidating 18 regional 


locations. 
� Doubled self-service utilization yielding $4MM in labor savings.   
� Implemented workforce planning and quality management, both the processes and the technology 


solutions.  
� Launched a multi-year CRM desktop development initiative 
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2011-2013 – Apollo Health Street-Sutherland Global Services – Conshohocken, PA 
Senior Vice-President, Global Provider Operations 


� Responsible for delivery of high quality revenue cycle management solutions for large hospital and 
physician practices 


� Led multi-site international operations, responsible for over 1,000 FTE providing call center and 
claims management solutions for large hospital and physician groups. 


� Managed c-suite relationship management for a $100MM portfolio of clients nationally. 
� Delivered 20% organic revenue growth through operational improvements that lead to the award of 


additional project contracts. 
� Stabilized key client relationships and improved client retention rate to 97%. 


2009-2011 – MEDecision – Wayne, PA 
Senior Vice-President, Global Provider Operations 


� Accountable for professional services delivery, client technical support, and technology consulting  
� Improved profit margin from 10% to 45% while growing revenue by 25% in the first year.   
� Re-built and improved multiple key client relationships through aggressive service delivery 


improvement tactics and increased communication and governance. 
� Enhanced product performance and increased client satisfaction by establishing a formal process 


that leveraged client input to influence platform development and strategy. 
� Added new service offerings including a technology consulting service designed to assist with 


purchase decisions, business case development, and to promote clarity of the product’s capabilities. 
2003-2009 – CIGNA Healthcare – Bloomfield, CT 
Sr. Director, Enterprise Talent Acquisition 


� Enterprise-wide leader of the talent strategy and recruiting process   
� Hand picked by the Senior VP of Enterprise Talent Optimization to improve the efficiency and 


quality of talent acquisition. 
� Developed and a strategic workforce and talent planning process linking business objectives to 


human capital strategy. 
� Reduced cost/hire by 33% while improving internal client satisfaction. 
� Managed a team of 50 recruiters supporting six business units, successfully managing and filling 


over 5,000 job requisitions. 
� Promoted a University Relations program resulting in the placement of 150+ interns and 400+ 


permanent recent graduates. 
� Implemented a partnership with a third party BPO vendor for recruiting services of high volume 


customer service positions. 
Sr. Director, Service Channel Operations (CIGNA Corporation) 


� Architect of high quality, customer centric service solutions to differentiate CIGNA in the 
marketplace  


� Created a consumer centered “Innovation Lab” that tested and developed new service delivery 
capabilities, resulting in a ten-percentage point improvement in customer Likelihood to recommend.  


� Drove an enterprise wide self-service improvement and adoption strategy, eliminating $5MM in 
operating expense annually. 


� Accountable for the National Operations Support and Command Center overseeing delivery of key 
SLAs for the healthcare Call and Claim Service Operations unit of over 5,000 employees.  


Senior Director, Strategic Planning- Service (CIGNA HealthCare)     
� Lead role in the development of an enterprise wide service strategy and investment roadmap 
� Delivered a three year service strategy, including a comprehensive IT and financial roadmap, that 


concluded with the presentation to and approval from the CEO and Executive Management team. 
� Collaborated with executives and senior leaders across all business units to conduct internal and 


external customer research to identify focus areas and requirements of the end solution. 
� Completed a comprehensive benchmarking analysis comparing CIGNA’s capabilities to the 


competitive environment in Healthcare and the financial service industry.   
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Assistant Vice-President, Service Operations (CIGNA Healthcare)       
� Responsible for the National Command Center supporting ten service and claim centers (5,000+ 


FTE). 
� Designed and drove an action plan that stabilized call center service metrics to target SLA levels in 


the first 90 days.  
� Instituted planning and short-term workforce management practices for the Claim organizations 


resulting in resource optimization and a 25% inventory backlog reduction. 
� Implemented the first BPO/vendor solution for call handling, leading to a 25% reduction in unit 


cost. 
� Reshaped the service quality process by introducing “Voice of the Customer” post-call surveys and 


scoring.    
� Implemented of a speech recognition IVR solution, reducing operating expense by $3MM annually. 
� Implemented intelligent call routing schemes resulting in the mitigation of $8MM in performance 


guarantee risk. 
1999-2003 – Capital One Services – Glen Allen, VA 
Director/Group Manager, Call Center Operations Support  


� Leader of a 24x7 call center operations planning and real time management support team 
� Functional leader for short-term planning and real-time management for multi-site call center 


operations with over 4,000 FTE. 
� Managed a productivity improvement program that resulted in $3MM in expense reduction through 


agent occupancy, call handling, and off-production improvements. 
� Led a team of systems analysts, operations analysts, and project managers focused on leveraging a 


sophisticated telephony platform (call routing, IVR, and predictive dialers) to drive bottom line 
results. 


� Optimized cross-sell revenue results through intelligent call routing strategies. 
1997-1999 – Pepsi Bottling Group – Winston-Salem, NC 
Call Center Operations Manager  


� Managed operations planning for an inbound/outbound sales and service contact center 
� Hired to build and implement operations processes for staff planning, scheduling, intra-day 


management, and reporting that resulted in a 30% improvement in department productivity. 
� Completed an analysis and recommendation for a call center consolidation strategy that resulted in 


$750,000 savings annually. 
� Served as the liaison to the IT department to identify opportunities to maximize existing technology 


and define future systems requirements. 
1996-1997  –  – Winston-Salem, NC 
Call Center Operations Manager  


� Managed operations planning for an inbound/outbound sales and service contact center 
� Hired to build and implement operations processes for staff planning, scheduling, intra-day 


management, and reporting that resulted in a 30% improvement in department productivity. 
� Completed an analysis and recommendation for a call center consolidation strategy that resulted in 


$750,000 savings annually. 
� Served as the liaison to the IT department to identify opportunities to maximize existing technology 


and define future systems requirements. 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


Siena College, Loudonville, NY 
B.S. Finance, 1991 
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CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
Career Conversation/Talent Assessment – 2008 
Senn Delaney Leadership Development Training – 2005-2009 
Personalysis – Executive Leadership Development – 2002  
Communicating With a Presence – Executive Communication Workshop – 2002  
Sportsmind Executive Training Program – 2001 
Statistical Based Forecasting Program & Certification – 1995 
AT&T Mini-MBA, Finance – 1994 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Earl Hutz, Sr. VP Operations 
Altruista Health 
Phone: (215) 803-4328 
Fax: N/A 
Email: hutz25@comcast.net 
 
Terri Gregorio, VP, Strategic Programs 
McKesson Health Solutions 
Phone: (267) 640-1749 
Fax: N/A 
Email: devsea@comcast.net 
 
Kenneth Aversa, VP Service Operations 
Anthem, Inc. 
Phone: (757) 955-8829 
Fax: N/A 
Email: kenneth.aversa@amerigroup.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Robin Favret Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Staff Vice President Technology 
# of Years in Classification: 16 # of Years with Firm: 16 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Favret has more than 32 years of experience in the health care field focusing claims processing, enrollment 
and capitation, provider data management, and encounters reporting on health care experience. Ms. Favret’s 
career has focused on business relationship management and operational and system improvements. In recent 
years, Ms. Favret has functioned as the lead technical contact to develop solutions for operational or system 
issues as well as partnering with state agencies to develop solutions to improve member care. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2000 – Present – Anthem, Inc. – Norfolk, VA 
Staff Vice President, Technology 


 Oversees a dedicated team of IT Account Managers who function as lead technical contacts to the 
State and its associated trading partners; participate in technical and operational meetings, audits, 
and readiness reviews; leverage industry, corporate, and health plan knowledge to partner with the 
State in developing solutions for operational or system issues 


 Collaborate with ITS development areas to offer technology solutions by leveraging existing 
capabilities whenever possible 


 Support development of new business requirements, as well as technical solutions, in collaboration 
with the business and ITS development areas 


Associate Vice President, Customer Service Account Management 
 Functioned as the lead technical contact to states and their associated trading partners; participated 


in technical and operational meetings, audits, readiness reviews, and implementations; leveraged 
industry, corporate, and health plan knowledge to partner with states in developing solutions to 
operational or system issues 


 Collaborated with senior management teams to assure goals/plans align with broader strategic plans 
and objectives throughout the organization, as well as Regional Health Plan and service center 
initiatives 


 Promoted timely, well-executed communication of key service/performance measures to health plans 
and customers 


 Facilitated cross-functional review sessions with mid- and senior-level staff when at-risk issues 
developed pertaining to state contract compliance; organized communication between the health 
plan and customer service departments to address escalated issues; accountable for resolution and 
execution of plans 
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Director, Customer Service Account Management  
 Functioned as primary contact for state technical business partners and coordinated cross- 


functional participation in requirement changes and issue resolution for assigned markets  


 Assured compliance with all state requested system changes, ad hoc ITS requests, and ITS 
contractual deliverables; provided feedback and alternate solutions on state proposed changes; 
served as ITS Lead for state audits and assessments and coordinated on- site reviews 


 Had responsibility for understanding state program requirements related to business rules, 
nuisances between programs, system requirements, and interdependencies 


 Worked with organizations’ customer service departments, health plans, and regulatory department 
to resolve operational/ITS issues and business/technical requirement changes 


 Coordinated and facilitated cross-functional work sessions emphasizing issue identification, 
assignment, global correction, and root-cause eradication 


 Facilitated cross-functional review sessions for at-risk issues of contract compliance 
Business Analyst Principal II  


 Focused on understanding organizations’ interrelating functional areas, including claims 
processing, enrollment and capitation, provider data management, and encounters reporting 


 Gathered requirements, performed analysis, supported development and testing processes of 
applications, data, and associated technologies for organizations 


 Acted as Lead Analyst on new business, new product assessments, and implementations for assigned 
health plans 


 Served as technical liaison with multiple state agencies, responsible for all system requirements, 
changes, and ITS compliance to contracts 


 Assessed all contracts and regulatory changes for ITS impact 


 Led ITS and managed project deliverables to assure all required changes were completed within 
contractual timelines 


 Oversaw state ITS audits, assessments, and corrective action remediations; responded to all ITS 
questions; and coordinated on-site reviews 


 Provided analytical and technical expertise to health plans to support internal initiatives, day- to-day 
operations, and strategic goals 


1998 – 2000 – Value Options, Inc. – Norfolk, VA 
Business Analyst  


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Old Dominion University 
Bachelor of Science (Major, Information Systems/Minor, Business Management), 1998 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Kelley Longhofer, Executive Director  
Community First Health Plan 
Phone: (210) 416-0606 
Fax: N/A 
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LeeAnn, Behrens, President, Medicaid West Region 
Anthem, Inc. 
Phone: (817) 861-7700 x57706 
Fax: N/A 
Leann.Behrens@amerigroup.com 
Cecila Manlove, President, KY Medicaid Health Plan 
Anthem, Inc. 
Phone: (502) 619-6810 
Fax: N/A 
Cecelia.manlove@anthem.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Stephen Ford   Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Managing Associate General Counsel 
# of Years in Classification: 4 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Managing Associate General Counsel for Anthem, Inc./AMERIGROUP Corporation. Responsible for providing 
legal services in support of the company’s health plans and for handling the day-to-day legal affairs of the 
parent company and its subsidiaries. Primary focus is health care, insurance, government programs, and 
general business legal issues. Prior to working for AMERIGROUP, was Senior Counsel for Sentara 
Healthcare/Optima Health. Provided legal services to Sentara’s hospital system and to its health plan. Currently 
licensed in Washington State, Colorado, and Virginia.   


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2012-Present – Anthem, Inc. – Virginia Beach, VA 
Managing Associate General Counsel  


� Responsible for providing legal services in support of the company’s health plans and for handling 
the day-to-day legal affairs of the parent company and its subsidiaries 


� Primary focus on health care, insurance, government programs, and general business legal issues 
2007-2012 – Sentara Healthcare/Optima Health – Norfolk, VA 
Senior Counsel  


� Responsible for providing legal services to the hospital system and to its health plan  
2002-2007 – FHC Health Systems – Norfolk, VA 
Senior Counsel 


�  Responsible for providing legal services in support of the company’s health plans and for handling 
the day-to-day legal affairs of the parent company and its subsidiaries 


� Primary focus on health care, insurance, government programs, and general business legal issues 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


Florida State University – Tampa, FL 
Juris Doctorate, 1997 
Virginia Commonwealth University – Richmond, VA 
Masters of Business Administration, 1992 
University of Virginia – Charlottesville, VA 
Bachelor’s Degree, Greek and Latin, 1986 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Law Licenses in Washington State (1998), Colorado (2000), and Virginia (2004)  
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.  


Donna Pillatsch, Director of Compliance 
Optima Health 
(757) 552-7485 
(757) 518-3627 
DHPillat@sentara.com 
Edmund G. Chidester, Provider Contract Manager 
Amerigroup Texas, Inc. 
(713) 218-5100  
Edmund.Chidester@amerigroup.com 
Darryl W. Durham, Partner 
Weber & Rose, P.S.C. 
(502) 589-2200   
(502) 589-3400   
ddurham@wberandrose.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Anthem, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff.


Contractor: Subcontractor: X


The following information requested pertains to the individual being proposed for this project. 


Name: Pamela Monahan Key Personnel: 
(Yes/No)


Yes 


Individual’s Title: Claims Administrator 
# of Years in Classification: 1 # of Years with Firm: 3


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Expertise in successfully leading dynamic Fortune 500 and not-for-profit companies. Drives cost-effective high 
performance by leveraging diverse leadership experiences and excellent business acumen. Performance history 
includes operations, business development, process and technology, change management, shared services, and 
financial leadership roles for health care, group insurance, and mortgage banking companies. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2013-Present – Amerigroup – Las Vegas, NV 
Claims Administrator 


Expanded role that includes leading all aspects of Medicaid claims operations in addition to provider 
data and configuration operations 
Accountable for operational performance of provider data management, pricing configuration, and 
benefits administration supporting the Medicaid and Medicare business lines


Vice President, Claims and Customer Service Operations 
Led all aspects of Medicaid claims operations, primarily located in Virginia Beach, Tampa, 
Houston, and Newberry Park 
Scope encompassed a membership base of more than 4 million across approximately 18 markets 
Accountable for delivering compliant performance that met State Contract requirements and service 
levels 
Functions included front-end/electronic data interchange, planning and governance, new-day 
claims, adjustments, and appeals 


2007-2011 – Highmark, Inc. (Blue Cross and Blue Shield) – Pittsburgh, PA 
Senior Vice President  


Led all strategic and tactical aspects of the commercial health plan operations division (3,000 
employees/$200 million budget/Pennsylvania and West Virginia/six sites), including enrollment, 
claims processing, customer service, billing, and benefit coding operations 
Oversaw support and enabling functions, including operational systems business analysts, 
operational reporting and analytics, compliance, business process reengineering, workforce 
management, business program management, change management, quality, and production support 
Developed operations outsource (offshore) strategy, provided oversight of vendor/location selection 
and implementation to outsource a portion of back-office administrative functions achieving $14 
million in annual savings 
Implemented people and process changes that reduced annual operations budget by $20 million  


4.4 Subcontractor Resumes: Anthem, Inc.


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 79







Revised:  09-25-13 Resume Form Page 2 of 3 


Assured compliance with the substantial number of Health Care Reform required benefits changes 
in 2010 


Vice President  
Accountable for the development and execution of a comprehensive plan to grow a Blue Cross and 
Blue Shield business opportunity related to health plan systems and administrative solutions 
Primary responsibilities included defining the offering, sales and solution design, solution 
implementation, client governance and management, and leading the health plan back office 
administrative operation (enrollment, claims, customer service, and billing)   
Worked extensively with IT and an external business partner to develop the ASP solution, evaluate 
cost options, and determine the lowest feasible cost offering 
Developed the ASP/BPO client governance and management structure, including five primary 
components: relationship management, reporting and monitoring, service expectations and contract 
management, standard operating procedures, and resource roles and responsibilities 
Accountable for enrollment, claims, customer service, and billing operations for existing and new 
Blue Cross and Blue Shield partner plan customers 


2003-2007 – CIGNA Corporation, Healthcare Division – Bloomfield, CT 
Vice President – Service Operations, Quality and Shared Services  


Led all enabling functions for a $650 million service operation 
Directed quality, business program management, behavior-based leadership program, compliance, 
business intelligence and operational reporting, business production support, policies and 
procedures, and operational readiness for all technology implementations (staff of 
approximately500) 
Supported and enabled operations to achieve results at historical best levels and met/surpassed 
competitor performance    
Led claims process outsource (offshore) negotiation and implementation, achieving $9 million in 
annual savings  
Developed framework and process for assuring that operations initiatives align with the service 
strategy, ongoing strategy recalibration with front-end business/sales strategies, and managed 
strategy progress and communications 


Vice President – Service Operations, Change Management  
Led high impact and most significant change effort funded in service operations 
Designed and implemented a new customer-focused service model that was deployed nationally 
across eight service centers 


Vice President – Service Operations, Process and Technology  
Recruited to provide program/project management expertise and leadership as part of a senior 
leadership team charged with improving service results to save an at-risk customer base 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received.
Rowan University – Glassboro, NJ 
Master of Business Administration, 1993 
Kean University – Union, NJ 
Bachelor of Science, Accounting, 1985


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Catherine Baldini, Partner and Global Health Care Consulting Leader 
Concentrix, a Synnex Corporation Company 
Phone: (609) 206-0940 
Fax: N/A 
Email: Cathybal21@yahoo.com
Steve Jacobs, Chairman and Senior Partner 
The Continuous Learning Group, Inc. 
Phone: (904) 318-0157 
Fax: N/A 
Email: sjacobs@clg.com
Kenneth Aversa, Vice President, Government Business Division 
Anthem, Inc. 
Phone: (757) 955-8829 
Fax: N/A 
Email: Kenneth.Aversa@Anthem.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Anthem, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff.


Contractor: Subcontractor: X


The following information requested pertains to the individual being proposed for this project. 


Name: Berna Montes Key Personnel: 
(Yes/No)


Yes 


Individual’s Title: Manager Business Information 
# of Years in Classification: >1 # of Years with Firm: 11 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Eighteen years of Medicaid health plan experience, including ten year experience with HIPAA transactions. 
Responsible for ensuring Encounter projects are timely, complete and accurate as required by CMS and State. 
Continuous Improvement Practitioner emphasizing on strengths and challenging teams to deliver optimal 
solutions. Analyzing issues and making decisions based on facts. Coaching others to create a mindset to improve 
existing processes.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2015-Present – Anthem, Inc. – Thousand Oaks,  CA
Manager Business Information 


 Staff management, develop methods for improving integral Encounter techniques and processes. 
Assure quality and integrity of data collected and analysis performed,  assure quality and integrity 


of data collected and analysis performed. 
Create projects around areas identified for process improvement, maintain and improve internal and 
external relationships. 


2011-2015 – Anthem, Inc. – City Thousand Oaks, CA
Business Consultant   


Project lead for all phases of a project’s life cycle cycle to ensure all internal, state and federal 
requirements are met, manage subcontractors through new and existing state mandates and HIPPA 
transaction changes.
Work directly with state Medicaid agencies and Information Technology (IT) developers building 
working relationships to ensure all contractual requirements and state mandates are met. 
Project Lead for multiple state implementations and HIPPA 837 redesign encounter projects. 
Projects included NPI implementation, Claim System Conversion, Data Warehouse, 5010 
compliance, ICD10 compliance, and CA 837 transaction migration. 
Developed working relationships with internal Medicaid business units. Manage and lead business 
teams through business process improvement, new state implementations, HIPPA file format 
maintenance/changes, requirement gathering, BRD development, test coordination and production 
support. 
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2006-2011 – Anthem, Inc. – Thousand Oaks, CA
Business Analyst II/III 


 Interim Business Project Manager for NPI phase I Implementation, User acceptance test lead for 
various Encounter and Membership projects.   
Worked directly with state Medicaid agencies (Indiana, West Virginia) and IT developers to 
implement state encounter submissions, manage subcontractors through state mandates and HIPPA 
layout changes. 
Business lead for new state implementations, HIPPA file format maintenance/changes, requirement 
gathering, test coordination, production support, and process improvements. Research complex 
claim issues and create correction process. 


2004-2006  – Anthem, Inc. – City Camarillo, CA
Provider Network Specialist 


Support and maintain current provider network by serving as liaison for contracted providers, 
Capitated groups and Medicaid programs,  facilitate provider education to promote and support the 
health plans policies and procedures. 
Develop and maintain positive relationships with providers within the network, analyze and resolve 
complex provider issues and disputes, monitor compliance of network providers by conducting 
annual surveys. 
Support and manage web-based applications, coordinate with other internal departments to 
implement procedures and processes to create effective operational functions. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received.
UCSB – Goleta, CA 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.


Rafael Cortez, Sr. WC/EHS Specialist  
Quest Diagnostics 
Phone: (805) 698-7764 
Fax: (610) 271-9947 
Rafael.x.cortez@questdiagnostics.com 
Richard Varjian, Director of Reporting  
Anthem, Inc. 
Phone: (972) 877-2333 
Richard.Varjian@anthem.com
Kathy Wallis-Dari, Manager of Business Projects/Implementation
HCM Project Management & Business Ops Support
Anthem, Inc.  
Phone (805) 297-8941   
Kathy.wallis-dari@anthem.com
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Melinda Moore  Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Human Resources Manager Senior 
# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


A human resources leader with the ability to translate strategy into action and measurable outcomes. A dynamic 
and proactive business partner in guiding the development of performance-driven and customer-focused 
organizations. Also possesses a firm understanding of financial operations and is able to quickly build deep and 
lasting business relationships across all disciplines. She is a progressive and innovative leader noted for 
demonstrating effectiveness in providing vision, counsel, and leadership development due to open 
communication style that easily transitions from the boardroom to the front line employee. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2015-Present – Amerigroup Nevada, Inc. – Las Vegas, NV 
Human Resources Manager Senior 


� Responsible for solving organizational challenges through people-related solutions, understanding 
every aspect of the business, and serving not only as a HR thought leaders but an integral team 
member on the WA & NV senior leadership teams 


� Develop, lead, and execute programs to support AMERIGROUP Nevada, Inc. associates and 
leaders, including talent management, career planning, performance management, leadership 
coaching, data analysis, compensation and rewards, learning and development, recognition 
programs and strategic leadership and organizational development 


� Report directly to West Division HR director with dotted line to WA & NV plan presidents 
2014-2015 – Barret Business Services Inc. (BBSI) – Tri Cities and Yakima, WA 
Sr. HR Manager & HR Consultant 


� Built a new PEO (professional employer’s organization) and HR consulting practice in the Tri Cities 
and Yakima market from the ground floor. Successfully signed seven HR consulting contracts in the 
first nine months 


� Provided strategic HR and business consulting to a small business owner, which allowed him the 
opportunity to realize his goals of semi-retirement 


2013-2014 – Deaconess Medical Center – Spokane, WA  
Director–Human Resources & Facility Compliance Co-Officer 


� Led all HR and recruiting strategy, operations, HR risk management, employee/occupational health, 
mail room, community cares (service excellence), food service (staff of 60), and volunteers 


� Provided consultative leadership, training, and strategy development on business challenges and 
associated people and organizational issues 


� Negotiated and managed three union contracts 
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� Change management, performed an organizational assessment and implemented leadership and 
process changes, which resulted in increased employee engagement and satisfaction 


� Organizational effectiveness, assessed and reorganized departments to align department and senior 
leader goals with corporate goals, which resulted in the ability to provide meaningful and 
measurable performance evaluations and implementation of productivity standards 


2010-2013 – Banner Health System – Fallon, NV & Susanville, CA 
Chief Human Resources Officer 


� Served in a dual role as the Chief HR Officer supporting three sites (650 employees)—the Fallon, 
NV acute care hospital and physician clinics and the Susanville, CA critical access hospital  


� Direct report to Vice President of HR-Western Region 
� Dotted line report to facility CEO 
� Member of facility executive council. Led all HR strategy, operations, and HR risk management at 


the facilities and physician clinics as part of a larger HR team in the Western Region 
� Acted as a senior level HR business partner/consultant providing consultative leadership, training, 


and strategy development on business challenges and associated people and organizational issues 
� Executive liaison for auxiliary program 
� Led public relations department 


2009-2010 – Independent HR Consulting – Houston, TX 
Independent Consultant 


� Specialized in providing interim HR leadership 
� HR project management and HR support services under short- and long-term contracts 
� New business startup experience 
� Leadership development and health care expertise 


2007-2009 – CompleteRx, LTD. (CRX) – Houston, TX  
Director of Human Resources 


� Planned and directed HR operations, recruiting, and training and development initiatives for ~600 
employees located at 22 facilities in eight states 


� Provided HR operational oversight for two sister companies: Complete Pharmacy Resources (CPR) 
and RemotePharmAssist (RPA) 


� Spearheaded recruiting and retention strategy to reduce fill ratio time, trim expenses, and locate 
talent for challenging-to-fill positions 


� Led performance management program and implemented process improvements 
� Implemented formal succession planning and leadership development programs 
� Obtained cost-effective benefits programs that outperformed previous programs, providing enhanced 


benefit services to employees 
2006-2007 – Independent HR Consulting – Spokane, WA  
Interim HR Director (HR Consultant assignment) - Manufacturing 


� Interim Director of HR for non-union manufacturing client with 300+ employees located in WA, ID, 
and CA 


� Coached executive team/managers and provided leadership direction in addressing concerns and 
needs for recruiting, staffing plan development, attendance, absenteeism, turnover, and leadership 
development 
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2005-2006 – Northern Idaho Advanced Care Hospital (NIACH) – Post Falls, ID 
Director – Human Resources 


� Developed strategic staffing plan to begin operations of start-up LTAC hospital on-time by passing 
all Idaho State and Joint Commission credentialing HR surveys (passed without recommendations 
for improvement or deficiencies) 


�  Orchestrated HR strategy and led HR operations upon opening of hospital 
� Oversaw all HR functions including benefit and salary administration, payroll, training and new 


employee orientation, employee development, recruitment and retention, policies and procedures, 
employment law and legal compliance, reporting, and financial management 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Eastern Washington University – Cheney, WA 
Bachelor of Business Administration, 2004 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Rod Schumacher, Chief Executive Officer 
Community Health Systems, Eastern New Mexico Medical Center 
Phone: (575) 420-4320 
Fax: N/A 
Email: rodney_schumacher@chs.net 
Joe Vessey, Chief Financial Officer 
Grays Harbor Community Hospital 
Phone: (360) 929-1605 
Fax: N/A 
Email: joevessey@gmail.com 
Jimmy Duncan, Chief Human Resources Officer 
Atlanta Medical Center 
P: (970) 397-2736 
F: N/A 
Email: kevinduncan05@gmail.com 
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  PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


Company Name Submitting Proposal: Anthem, Inc. 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff.


Contractor: Subcontractor: X


The following information requested pertains to the individual being proposed for this project. 


Name: Carl Reinhardt Key Personnel: 
(Yes/No)


Yes 


Individual’s Title: Director Special Investigations/Program Integrity 
# of Years in Classification: >1 # of Years with Firm: >1


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Sixteen years of experience in health care fraud investigations. Two commendations from the Federal Bureau of 
Investigations. Developed award-winning Best of Blues Annual Fraud Awareness Training. Health Care Fraud 
Investigator accredited & Certified Professional Coder certified. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2016-Present – Amerigroup Nevada, Inc. – Las Vegas, NV 
Director Special Investigations/Program Integrity  


Responsible for Western Region, - CA, NV, WA, IA & TX 
Responsible for 40 percent of AGP’s 20 state membership 
Assists the VP in setting priorities, goals and objectives for the fraud and abuse department  
Collaborates with the legal and business departments to determine the best course of action against a 
perpetrator of fraud or abuse 
Establishes process for establishing cases and assignment of cases to investigators 
Establishes processes for handling referrals of suspected fraud and abuse from internal/external 
sources and tracking referrals to disposition 
Leads and directs multiple functions and/or teams across the national Special Investigations Unit
Functions within the SIU include investigations, case intake and assignment, and data analysis  


2013-2016 – WellPoint, Inc.-Amerigroup – Newbury Park, CA 
Manager II 


Manager for Western Region.-CA, NV, WA, IA & TX 
Responsible for 40 percent of AGP’s 20 state membership 
Business Owner for three concurrent implementation management offices for Iowa, Texas Star Kids 
Plus, and Texas Seton 
Identified $9 million recovery within the first six months 


2004-2013 – WellPoint, Inc. – Woodland Hills, CA 
Senior Investigator 


Developed corporate wide New Hire and Annual Fraud Awareness computer based training 
Responsible for the training and mentoring of all West Region New Hire investigators 
Represents SIU West on implementation and migration teams, and ICD-10 remediation 
Responsible for $53.3 million in savings and recoveries over the last three years 
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2002-2004 – KPMG, LLP – Woodland Hills, CA 
Senior Associate 


Investigator assigned to Blue Cross of California 
Designed and implemented corporate-wide in-person annual fraud awareness training 


2000-2002 – Cobalt, Inc. – Camarillo, CA 
Medicare Fraud Information Specialist 


Reported directly to CMS/HCFA regional office in San Francisco 
Coordinated the sharing of case information between the Office of Inspector General, FBI, U.S. 
Attorney’s Office, and CMS Fiscal Intermediary 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received.
Biola University – La Mirada, CA 
Bachelor of Science, Physical Education, 1983 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Health Care Fraud Investigator accreditation – 2004 
Certified Professional Coder certification – 2011 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.
Bob Mays, Staff Vice President 
Anthem, Inc. 
Phone: (850) 703-2160 
Fax: (855) 325-1574 
Bob.mays@anthem.com
Mary Beach, Operations Director 
HMS 
Phone: (765) 438-3557 
Fax: N/A 
mbeach128@gmail.com
Alana  Lavelle, Sr. Advisor 
Mitre Corporation 
Phone: (404) 805-2158 
Fax: N/A 
AMLavelle@comcast.net
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sheri Starcher  Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Medicaid Compliance Officer 
# of Years in Classification: 3 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Joined the organization in May of 2013 and tasked with further enhancing the compliance program and 
activities in the market. Has experience developing and implementing programs to meet the Federal Sentencing 
Guidelines and Office of Inspector General recommendations. Has also managed a staff of four individuals 
including investigators, graphic and marketing designers, training developers, and internal auditors enhancing 
and providing company support of the Compliance and Ethics Program. Has developed and implemented a risk 
assessment process to determine initial and post risk of reported issues.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2013-Current – Amerigroup Washington, Inc. – Seattle, WA and Amerigroup Nevada – Las Vegas, NV 
Medicaid Compliance Officer 


 Responsible for the development and deployment of the annual plan Compliance Work Plan, the 
plan specific Compliance Committee, and policy and procedure development 


 Responsible for identifying and mitigating risks, working with staff to understand regulatory and 
contractual requirements, performing monitoring and auditing activities, reporting issues to the 
corporate compliance team, supporting the various functional areas in understanding compliance 
requirements, and educating and training staff regarding compliance and regulatory matters 


 Responsible for participating, organizing, and addressing issues identified through the course of 
audits performed by regulatory bodies and ensuring that the plan meets the requirements of the 
Corporate Integrity Agreement 


 Performs marketing event monitoring, reviews and approves value added benefits, addresses and 
responds to hotline or investigations specific to the plan, and assists in the development of corporate 
tools to support other plan compliance professionals 


 Responsible for ensuring that the corporate culture regarding compliance is promoted and addressed 
at the plan level 


2011-2013 – AlohaCare – Honolulu, HI 
Compliance Officer 


 Active management of the Medicare program and regulatory compliance initiatives, managed the 
activities of the Medicare Regulatory Affairs staff to ensure that all communications and audits 
related to compliance with Medicare were timely and all responses were complete 


 Oversaw the work activities of the compliance team to make sure that compliance activities were 
performed that benefit the organization in identifying and mitigating risk, performing internal audit 
activities, development of an annual work plan and program in support of the Federal Sentencing 
Guidelines and Office of Inspector General requirements, reviewed and participated in the 
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investigation of issues reported by employees and external parties to determine non-compliant or 
non-ethical conduct, participated in and developed trainings to support privacy and security 
requirements, ethical conduct, company mission, vision, and values, and regulatory standards 


2006-2011 – Washington Dental Service – Seattle, WA 
Compliance Officer 


 Developed and implemented plan appeals processes meeting State and ERISA requirement 
 Conducted HIPAA Privacy and Security audits on a routine basis with specific focus on high risk 


areas 
 Performed annual risk assessments to identify areas of high risk to the organization  
 Benchmarked the effectiveness of the program against industry standards 
 Responsible for contract analysis and risk assessment 
 Identification and resolution of producer appointments and licensing requirements 
 Development of processes and procedures to support the organization’s functions and activities 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Brigham Young University – Provo, UT 
Bachelor of Arts, Communications-Broadcast Journalism, 1990 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Certified Health Care Compliance, Health Care Compliance Association – 2011 
Certified HIPAA Professional, eHIPAA Academy – 2008 
Certified Medical Terminology, LDS Hospital – 1991 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Daryl Edmonds, Plan President 
Amerigroup Washington, Inc. 
P: (206) 674-4468 
F: (855) 292-3769 
Daryl.edmonds@amerigroup.com 
Sharon Brumley, Staff VP Regulatory Services 
Anthem, Inc. 
P: (757) 962-6452 
F: N/A 
Sharon.Brumley@amerigroup.com 
Jeff Bracken, Cofounder/Secretary 
Summit Success Systems/JUUVA 
P: (801) 528-1894 
F: N/A 
Bracken.jeff@gmail.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Anthem, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Carie Ward  Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Recipient Services Manager 
# of Years in Classification: 4 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


An accomplished leader who has a successful history of constructing solid leadership teams from newly 
established management groups, as well as existing leadership teams. Successfully dissects and analyzes data to 
identify areas of opportunity and to create action plans for improvement. Working in call centers for 25 years, 
has successfully met, and exceeded goals, as well as taken teams to top performance levels.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2012-Present – Amerigroup Corporation – Houston, TX 
Recipient Services Manager 


 Serves as site lead for the Texas, Washington, Kansas and Nevada markets, which consist of the 
largest membership bases in the Government Business Division 


 Oversees site activities, monitors performance and ensures the site continues to move in a positive 
direction with relation to performance and associate satisfaction 


 Relationship management with various health plan leaders 
 Creates, manages and implements policy, procedures and processes, which help improve efficiency 


and performance of the region 
 Works with managers and operations experts on their roles as leaders as well as helps to identify 


professional growth opportunities 
2011-2012 – Raush, Sturm, Israel, Enerson and Hornik – Brookfield, WI 
Director of Collection Operations  


 Successfully grew the collection department from 28 employees to 100 employees over a five month 
period while continuing to improve per agent statistics 


 Consistently exceeded financial goals set by company leaders and clients 
 Built strong relationships with both internal and external customers, as well as gained increased 


market share with many clients 
 Created a continuing education program, as well as restructured the new hire training program 
 Implemented skip tracing processes and brought on new vendors to help locate customers 


2004-2011 – United Recovery Systems, LP – Houston, TX 
Division Manager  


 Consistently exceeded revenue goals set for the division 
 Maintained the No. 1 ranking among peer directors (14) for percent to goal achieved 12 of 12 


months in 2010 in addition to being ranked No. 1 most months of prior years  
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 Implemented a continuing education program within the division which was adopted by other 
departments 


 Restructured the inbound / outbound dialer division and created workflows to ensure company was 
meeting client and government requirements 


 Successfully mentored and trained members of the team, which led to promoting all six managers 
from within the team, as well as promoting associates to frontline high profile files  


1998-2003 – AMO Recoveries – Milwaukee, WI 
General Manager  


 Successfully trained and helped convert newly acquired companies to the collection software; 
process included offices in more than 15 states  


 Initiated a relationship with a new letter vendor which not only saved the company money, but got 
letters out timely, which reduced exposure to potential FDPCA violations 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Southern New Hampshire University – Hooksett, NH  
Associate of Arts in General Studies, 2016 
Southern New Hampshire University – Hooksett, NH 
Bachelor of Arts in Management, 2017  


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Tina Whitfield, Director of Service Ops, NCC GBD 
Anthem, Inc. 
P: 757-321-3539  
F: 866-840-4993  
Tina.Whitfield@amerigroup.com 
Frederick Nelson, Director II Customer Care, NCC GBD 
Anthem, Inc. 
P: 757-955-8923  
F: 866-840-4993  
Frederick.Nelson@amerigroup.com 
Marcus Davis, Manager Customer Care, NCC GBD 
Anthem, Inc. 
P: 713-414-6639  
F: 866-840-4993  
Marcus.Davis2@amerigroup.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Aelaf Debebe Worku Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Medical Doctor / Regional Medical Officer 
# of Years in Classification: 9 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Aelaf Worku, MD is an experienced clinician with multiple complementary experiences. Dr. Worku has been a 
medical education adviser to the Ethiopian Federal Ministry of Health. He has worked as a hospitalist for four 
years in the context of being a locum tenens and as a clinical associate at the University of Chicago Medical 
Center. In February 2016, Dr. Worku joined CareMore Health Plan to lead clinical services in Las Vegas, 
Nevada as the Regional Clinical Officer for Clark County. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
CLINICAL, LEADERSHIP & RESEARCH ROLES 
February 2016 – Present – CareMore Health Plan – Clark County, NV 
Regional Medical Officer 


� Oversee inpatient, subacute and outpatient care for the health plan’s more than 7000 members 
� Directly manage staff of 3 hospitalists 
� Conduct joint operating committees with local hospitals and skilled nursing facilities 


September 2013 – February 2016 – University of Chicago Medical Center – Chicago, IL 
Clinical Associate, Section of Hospital Medicine 


� Clinical Leadership: 
Leader, Hospital Medicine Task Force on Hyperglycemia Section of Hospital Medicine        
(8/14 – 2/16)  
Hospitalist Representative, Committee on Infections and Epidemiology                               
(12/14 – 2/16)     


� Section Leadership: 
Co-Chair, Procedure Committee, Section of Hospital Medicine                                                    
(9/13 – 8/14) 
Member, Quality Improvement Committee, Section of Hospital Medicine                                
(9/13 – 2/16) 


� Research Experience: 
Hospitalist Scholar, Time and Motion Study of Hospitalist Workflow                                      
(7/13 – 2/16)    


� Inpatient Medicine Discharge Delay                                          
(3/15 – 2/16) 


January 2013 – June 2013 – Bergan Mercy Medical Center/Alegent Creighton Health – Omaha, NE 
Locums Hospitalist, Division of Hospital Medicine 
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September 2012 – December 2012 – Samaritan Medical Center – Watertown, NY 
Locums Hospitalist, Division of Hospital Medicine 
GLOBAL HEALTH EXPERIENCE 
December 2011 – June 2012 – Ethiopian Federal Ministry of Health – Addis Ababa, Ethiopia 
Adviser, National Medical Education Initiative 


� Devised curriculum for launch of 13 new medical schools  
� Trained administrators and lecturers  
� Compiled list of textbook resources for students  
� Lectured 1st year medical students in Physiology  


February 2011 – June 2012 – Debre Berhan Referral Hospital – Debre Berhan, Ethiopia 
Adviser, Infection Prevention Committee 


� Coauthored Hospital’s action plan and Infection Prevention Policy manual  
� Oversaw Hospital response to local prison measles outbreak  
� Implemented WHO Guidelines for the Prevention of Tuberculosis in Health Care Facilities in 


Resource-Limited Settings  
� Started inpatient thrombophlebitis incidence monitoring  
� Initiated new triage workflow for suspected tuberculosis, typhus, and measles to reduce nosocomial 


infections  
� Advisor, Quality Improvement Committee 


ADDITIONAL RESEARCH & CLINICAL EXPERIENCE 
October 2009 – October 2010 – The Mount Sinai Hospital – New York, NY 
Coinvestigator 


� Explored 30-day mortality of Inflammatory Bowel Disease Patients on Thiopurine agents 
July 2009 – September 2009 – The Mount Sinai Hospital – New York, NY 
Committee Member, Committee for Care of Palliative Care/Medicine Patients  


� Co-authored statement regarding appropriate triage of patients  
May 2001 – June 2003 – Brigham and Womens Hospital – Boston, MA 
Research Assistant 


� Conducted motility assays and protein analysis to elucidate role of the GTPase protein Rac1 upon 
neutrophil function  


August 2000 – May 2001 – The Joslin Diabetes Center – Boston, MA 
Research Assistant  


� Conducted serial immunoassay experiments to monitor insulin expression by intermediate pituitary 
cells from transgenic mice  


October 1997 – March 1998 – New York City Department of Health – New York, NY 
Intern  


� Analyzed patterns of Sudden Infant Death Syndrome in New York City in 1995 and 1996 
June 1997 – October 1997 – National Bureau of Economic Research – Cambridge, MA 
Research Assistant  


� Conducted serial immunoassay experiments to monitor insulin expression by intermediate pituitary 
cells from transgenic mice  


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
The University of Chicago – Chicago, IL 
Master’s Program for Clinical Professionals (MSCP), 2016 
Icahn School of Medicine at the Mount Sinai Hospital – New York, NY 
Internal Medicine Residency, 2010 
M.D. Mount Sinai School of Medicine, New York, NY May 2007  
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A.B. Economics (Concentration in Health Care) Harvard College, Cambridge, MA January 1999 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
Nevada Board of Medical Examiners – Licensed Medical Doctor – Issued: 02/04/2016; Expires: 06/30/2017 
Advanced Cardiovascular Life Support - 02/2016 
Basic Life Support - 02/2016 
American Board of Internal Medicine – Board Certification in Internal Medicine - 10/2012 
United States Medical Licensing Examination, Step 3 - 5/2011 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Aly Duzich, Vice President, Clinical Operations  
CareMore Health System 
Phone: (562) 412-4603 
Fax: (562) 741-4415 
Email: aly.duzich@caremore.com  
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax (520) 258-0698 
Email:  Dan.Peterson@caremore.com  
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax:  (702) 473-7157 
Email: William.Butcher@caremore.com  
Chad Whelan, CMO 
Loyola University Medical Center, Chicago, IL   
Phone: (708) 216-0369 
Fax: (708) 216-9033 
Email: Chad.whelan@lumc.edu 
Joseph Masci, Chair of Medicine 
Elmhurst Medical Center, Elmhurst, NY 
Telephone: (718) 334-3446 
Fax: (718) 334-2879 
Email: MASCIJ@nychhc.org  
Kao, Cheng-Kai, Assistant Professor of Medicine 
The University of Chicago, Chicago, IL  
Telephone: (773) 702-5173 
Fax: (773) 795-7398 
Email: ckkao@medicine.bsd.uchicago.edu 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Bill Butcher Key Personnel: 
(Yes/No) Yes 


Individual’s Title: General Manager 
# of Years in Classification: 2 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


William Butcher is a healthcare executive with over 30 years of experience in the healthcare field.  His 
experience includes roles in member services, human resources, acute/ambulatory care operations and health 
plan leadership.  An employee of Kaiser Permanente’s Northwest Region in Portland, Oregon for over 25 years, 
he held positions ranging from member services information specialist to medical center CEO.  After his tenure 
with Kaiser Permanente, he worked for FamilyCare Health Plans, a Medicaid and Medicare health plan in 
Oregon as the executive accountable for all network management and care management functions.  He also 
served a short time as the Chief Strategy Officer for Columbia United Providers, a Medicaid health plan located 
in Vancouver, Washington. 
As the Vice President/General Manager for CareMore Health Plan of Nevada, he shares accountability with 
Aelaf Worku, MD, the Regional Medical Officer, for the overall performance of the market.  He holds a 
Bachelor of Arts in Biology from Lewis and Clark College (Portland, OR) and a Master of Business 
Administration from University of Oregon’s Executive MBA Program (Eugene, OR).  He is currently certified in 
Healthcare Management as a Fellow of the American College of Healthcare Executives and in Human 
Resources as a Senior Professional in Human Resources from the Human Resources Certification Institute. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2013-2014 – Columbia United Providers  – Vancouver, WA 
Chief Strategy Officer (Interim Position) 


� Led the development of a comprehensive provider network comprising over 130 agreements 
representing more than 1,000 providers and 30 facilities to support a new Exchange product. 


� Created a strategy and framework for establishing new provider networks to support expansion of 
employee benefit TPA services to other PeaceHealth facilities in Oregon, Washington and Alaska. 


2011-2013 – FamilyCare Health Plans – Portland, OR 
Director, Integrated Services and Provider Contracting 


� Created comprehensive set of provider and facility agreement templates that incorporated new 
business requirements and current regulatory/legal requirements. 


� Negotiated and updated over 200 agreements representing 2,500 primary care, specialty, and 
behavioral health providers, hospitals, and other healthcare facilities/services with new documents 
and compensation terms. 


� Developed contracting strategy to build capacity and achieve ongoing compliance with Medicare and 
Medicaid provider network adequacy requirements. 


� Established innovative service and facility contracts for mental health and addictions care that 
reduced inpatient costs by $2 million per year. 
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� Reduced turnaround time for authorizing referrals from over a day to 4 hours or less. 
� Implemented a McKesson care and case management system on time and within budget. 


1985-2011 – Kaiser Permanente Northwest – Portland, OR 
Regional Practice Administrator  


� Ambulatory Care leader accountable for strategic planning, practice management and operations 
for six regional multi-site specialty departments (Audiology, Dermatology, Neurosurgery, 
Ophthalmology, Otolaryngology and TMD Clinic). Also accountable for operations and patient care 
experience for a 40-physician specialty medical office. Responsible for 102 FTEs and $12.8 million 
operating budget. Improved patient access to new consultations in three specialty departments by 
reducing time to appointment by an average of 10 days in less than a year. 


� Reduced backlog of patients waiting for new consultation appointments in three specialty 
departments by an average of 42% over a period of four months. 


� Increased physician and staff participation in population health initiatives and protocols. 
Assistant Administrator, Ancillary Services and Planning 


� COO level executive responsible for 784 FTEs and $101.3 million operating budget. Accountable for 
ancillary departments (Building Management, Communications, Compliance, Environmental 
Health and Safety, Environmental Services, Imaging, Infection Control and Prevention, Laboratory, 
Performance Improvement, Pharmacy, Service Excellence and Volunteer Services), strategic/capital 
planning and human resources management for a 329-bed tertiary care medical center. Also 
accountable for two regional services: a 40-bed addictions/mental health residential treatment center 
and Continuing Care Services (home health, hospice and related programs). 


� Implemented a Service Excellence program that improved overall patient satisfaction with hospital 
experience by 13% over two years. 


� Improved physician satisfaction with nursing/support staff performance by 7% in one year. 
� Achieved a 9% improvement in employee satisfaction based on willingness to recommend 


organization as a great place to work. 
� Decreased average length of stay in the residential treatment center by 1.8 days in a year. 
� Implemented initiatives in Continuing Care Services that reduced average length of stay in skilled 


nursing facilities by more than a day. 
� Decreased cost per patient day of ancillary services by $47 in one year. 
� Developed a comprehensive, integrated HR and operations action plan to support achieving quality, 


service, financial and physician/staff satisfaction targets. 
Chief Executive Officer (Interim Assignment) 


� Chief executive responsible for 1,960 FTEs and $260 million operating budget. Accountable for 
overall operations of a 208-bed tertiary care medical center, three ambulatory surgery centers, 
Continuing Care Services (home health, hospice, and related programs) and a residential treatment 
facility. 


� Implemented an Epic inpatient electronic medical record on time and within budget. 
� Led operations team responsible for a $200 million project to build and open a new hospital tower 


and emergency department along with completing extensive remodeling and infrastructure 
replacement in existing facility to increase capacity from 208 to 329 beds. 


� Developed a cardiovascular surgery program that has since become top-rated. 
� Opened a new 40-bed residential treatment facility for addiction medicine/mental health. 
� Achieved savings of $2 million per year in nursing cost per patient day by changing staffing plans 


and practices. 
� Reduced contracted medical expenses by $4 million per year by implementing a plan to internalize 


medical and surgical cases previously handled by contracted hospitals. 
� Won company’s national Patient Safety Award for developing an innovative simulation lab for 


physician/staff training and development. 
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Assistant Administrator, Support Services 
� VP level executive responsible for 330 FTEs and $35 million operating budget. Accountable for 


overall operations of Support Services departments and functions for a 208-bed tertiary care medical 
center including Admitting, Building Management, Business Office, Communications, 
Environmental Services, Environmental Health and Safety, Imaging, Infection Control and 
Prevention, Laboratory, and Volunteer Services. Represented capital equipment and project needs at 
the Regional level. 


� Implemented a comprehensive safety management program that reduced workplace injuries by 21% 
within two years. 


� Achieved Joint Commission accreditation and successful CMS confirmation survey. 
� Improved service delivery of ancillary departments to support average occupancy of 87%, ensuring 


staffing levels necessary to support 24/7 continuum of care. 
� Led facility, staffing and service delivery planning for medical center expansion, remodeling, and 


integration of new residential treatment and cardiovascular services. 
� Led participation in design and operations planning for a new 126-bed medical center. 


Manager, Employee Relations 
� Accountable for the strategic development, planning, and management of all Employee Relations 


functions supporting nearly 10,000 employees. Managed team of eight Human Resources 
Consultants. 


� Led Human Resources team that supported new team of senior leaders in reorganizing the medical 
operations leadership structure involving over 100 management positions. 


� Designed and implemented strategies to integrate new labor management partnership principles into 
the work environment in a way that encouraged performance improvement. 


� Implemented new management training program that improved supervisory performance, resulting 
in a significant reduction in employee grievances and legal actions. 


Prior to May 2003 held ambulatory care and hospital based management roles for primary care, 
specialty care, urgent care and dental services and human resources/labor relations consulting 
roles. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Master of Business Administration – 06/1993 
Oregon Executive MBA Program, University of Oregon, Eugene, Oregon 
Bachelor of Arts (Biology) – 06/1984 
Lewis and Clark College, Portland, Oregon 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
FACHE (Fellow of the American College of HealthCare Executives), Health Care Management Certified 
(04/2011 – 12/31/2017) 
SPHR (Senior Professional in Human Resources), Human Resources Management Cerrified (12/1999 – 
12/31/2017) 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Aly Duzich, Vice President 
Clinical Operations  
CareMore Health System 
Phone: (562) 412-4603 
Fax: (562) 741-4415 
Email:  aly.duzich@caremore.com 
 
Aelaf Worku, MD 
Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email:  Aelaf.Worku@caremore.com 
 
Dan Peterson 
Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com 
 
Jesse Gamez, Principle 
JM Healthcare & Communications Consulting 
Phone: (503) 856-4047 
Email: jandvgamez@comcast.net 
 
Donna McClellan, Executive Director 
Portland InterHospital Physicians Association (“Portland IPA”) 
Phone: (503) 731-7502 
Email: DMcClellan@portlandipa.com 
 
Daniel Roth, MD, Executive Vice President and Chief Medical Officer 
PacificSource Health Plans 
Phone: (503) 798-7676 
Email: Daniel.Roth@pacificsource.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: John Gittlen Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Nurse Practitioner 
# of Years in Classification: 5 # of Years with Firm: 4.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


John Gittlen has worked as both a registered nurse and a nurse practitioner since 1996. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2012-Present – CareMore– Las Vegas, NV 
Nurse Practitioner  
2011-2012 - John B. Siegler, MD Spine and Pain management – Henderson, NV 
Nurse Practitioner 
2004-2012 - University Medical Center – Las Vegas, NV 
Staff RN  
2014-2004 - Sunrise Hospital – Las Vegas, NV 
Travel RN  
2002-2003 - Kaiser Hospital – Oakland, CA 
Staff RN  
2002-2003 - San Francisco General Hospital – San Francisco, CA 
Staff RN  
2002 – Washington Hospital - Fremont, CA 
Travel RN  
2001-2002 - Washoe Medical Center – Reno, NV 
Travel RN  
2001 – University Hospital – Ann Arbor, MI 
Travel RN  
2001 – Valley Hospital – Las Vegas, NV 
Travel RN  
1996-2001 - LBJ Hospital – Houston, TX 
Staff RN  
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


University of Nevada, Las Vegas, NV 
Master of Science in Nursing – Family Nurse Practitioner, 05/2011 
Prairie View A&M University – Houston, TX 
Bachelor of Science in Nursing, 12/1995 
Michigan State University – East Lansing, MI 
Bachelor of Arts, Business, 06/1978 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Family Nurse Practitioner Certification - Nurse Practitioner – Certified (NP-C) – Issued: 09/2011; Expires:  
08/2021 
Wound Care Certified (WCC) – Issued: 11/2012 – 11/2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Aelaf Worku, MD, Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Aelaf.Worku@caremore.com 
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Dan.Peterson@caremore.com 
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
William.Butcher@caremore.com 
Jay Joseph, APRN 
Comfort Hospice Care, Las Vegas, NV  
Phone: (702) 489-4412 
Fax: (702) 489-4381 
jayjayjoseph@comforthospicecare.com 
Maricel Olen, APRN 
Cardiovascular Surgery of Southern Nevada, Las Vegas, NV  
Phone: (702) 737-3808 
Fax: (702) 737-7364 
maricelolan0318@gmail.com 
Angelika Martin MSN, RN 
Valley Health System 
System Manager Peer Review 
Phone: (702) 416-3356 
Fax: (702) 563-3116 
Angelika.martin@uhsinc.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Karunakar R. Nandalur Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Extensivist 
# of Years in Classification: 1.5 # of Years with Firm: 1.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Karunakar R. Nandalur has worked in the healthcare field since 1999 as a physician. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2013-2015 – VA Medical Center – Las Vegas, NV 
Hospitalist 
2012-2013 – Infinity Medical Group  
Hospitalist/Nocturnist  
2005 - 2012 – Columbia, St. Mary’s Hospital  
Hospitalist/Nocturnist  
2001 – 2004 – Cogent Healthcare – Milwaukee, WI 
Lead Hospitalist  
2001 – 2001 – William S. Middleton Memorial Veterans Hospital – Madison, WI 
Staff Faculty Physician, IM Residency  
2000 – Aurora St. Luke’s Medical Center – Milwaukee, WI 
Academic Hospitalist, TY/IM Residency  
1999 – 2000 – Findling, Norton, Shaker, et al – Milwaukee, WI 
Junior Faculty, Internal Medicine  


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Michigan – Ann Arbor, MI   
Bachelor of Arts/Bachelor of Science History/Cellular and Molecular Biology, 1992 
Medical College of Wisconsin – Milwaukee, WI 
Doctorate of Medicine, 1996 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


ACP/ABIM, Internal Medicine – 1999-2009 
Internal Medicine Recertification Boards - 2011 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Aelaf Worku, MD 
Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson 
Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com  
Bill Butcher 
Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com  
Vincent Yang, MD 
Las Vegas, NV   
Phone: (702) 877-1887 
Jan Pring, DO 
Las Vegas, NV  
Phone: (702) 307-7707 
Nicholas Calica ,MD 
Las Vegas, NV  
Telephone: (702) 671-6809 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Kee B No Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Extensivist 
# of Years in Classification: 3 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Kee B No has worked in the healthcare field since 2013 as a physician. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2006-2012 – St. Joseph’s Hospital – Tuscan, AZ 
Hospitalist  
2001-2004 – Tuscon Medical Center – Tuscan, AZ 
Hospitalist  
2000-2001 – Private Practice – New York, NY 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
New York Hospital – Queens, NY  
Internal Medicine Residency, 2000 
St. George’s Medical School – Grenada 
1997 
Emory University  
Bachelor of Arts – Math, 1990 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Diplomate, American Board of Internal Medicine – Certified: 2000 – Recertified: 2013 (Expires: 12/31/2023) 
Arizona State Medical License, #29844, Active – Licensed: 11/09/2001 
Nevada State Medical License #CS21133, Active – Expires: 10/31/2001 
Nevada Controlled Substances # BN7023055, Active – Expires: 10/31/2018 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Aelaf Worku, MD, Regional Medical Officer 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com  
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com 
Michael Schlacther, M.D., Pulmonary Critical Care 
Southern Hills Hospital and Medical Center 
6600 West Charleston Blvd. Suite 130 
Las Vegas, NV 89144 
Phone; (702) 233-6694 
Fax: (702) 233-0485 
Mobile: (702) 686-1803 
Mark Taylor, M.D., Cardiology Medicine 
Health Center of Nevada 
700 Shadow Ln Ste 240 
Las Vegas, NV 89106 
Phone: (702) 529-0749 
Fax: (702) 384-0529 
Mobile: (702) 290-2124  
Vincent Yang, M.D. 
Kidney Specialists Southern Nevada 
500 S. Rancho Dr. Ste 12 
Las Vegas, NV 89106 
Phone: (702) 877-1887 
Fax: (702) 877-4536 
Mobile: (702) 610-4804 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Lanie T. Cunanan Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Case Manager 
# of Years in Classification: 10 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Lanie Cunanan is a Licensed Practical Nurse with 10 years of experience as a LPN and a case manager. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2013-Present – CareMore Health Plan  
Case Manager/LPN 


� Responsible for managing quality, cost effective care using selective benefits and alternative services 
best suited for each member 


� Collaborate in a patient care process to plan, facilitate, coordinate, monitor, and re-assess options 
and services to meet members’ health needs 


� Supports member or their representative in regards to care, care transitions, and changes in health 
status 


� Obtain clinical input from physicians and providers as appropriate to evaluate discharge planning as 
needed 


� Perform ongoing audits of each case to monitor compliance per company policy and CHS 
regulations 


� Perform admission and concurrent stay reviews on patients in hospital, psychiatric, and skilled 
nursing facilities 


� Develop and implement discharge planning for patients in conjunction with hospital based case 
managers, as well as discharge planners/social workers in skilled nursing and psychiatric facilities  


� Perform telephonic, fax, email reviews with skilled nursing facilities, home health agencies, or other 
contracted service agencies to determine need for continued care in accordance with CMS 
Guidelines 


2012-2016 (Per Diem) – NurseCore Home Health  
Locensed Practical Nurse 


� Provides nursing care according to the plan of care derived from physician's orders and RN 
assessment, which includes physical care, emotional support, and patient and family education. 


� Recognizes, reports symptoms that indicate changes in the condition of the patient to the Case 
Manager 


� Provides nursing care and services in accordance with Agency patient care and general medical 
policies 


� Performs skilled nursing procedures such as: administration of medications, wound care treatments, 
G-tube care as prescribed by the physician 
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2010-2012  – Emeritus Senior Living  – Las Vegas, NV and Westminster, CA 
Resident Care Director/LPN 


� -Responsible for coordinating daily operations in the Assisted Living and in Dementia Community 
� -Plans, analyzes, and evaluates care giving needs and reports changing needs to Administration 
� -Assists Administration in the day-to-day case management to ensure resident care is competently 


administered by staff, in accordance to service plan and agreement  
� -Responds to resident or personnel grievances in a professional and caring manner 
� -Assists in establishing good public relations and participates in marketing, planning, and recruiting 
� -Assures the completion of the initial assessment occurs on each resident prior to move-in 
� -Continually monitor each resident for any changes in condition and update assessments as needed 
� -Plans work schedule for staff members and oversees all shifts in performance of duties when 


necessary 
� -Supervises the assessment and care plans of resident needs on an on-going basis 
� -Works closely with Administration to counsel the resident and family to meet nursing and related 


needs 
� -Train caregivers and medication technicians in proper assistance with medication management, 


daily resident care, communication, documentation, and continuous monitoring of all residents 
� -Addresses physical, social, spiritual, and psychological needs of residents in a manner that assists 


them to maintain a quality lifestyle; experienced in Hospice Care and Home Health Policies 
� -Knowledgeable of Profit and Loss, Rent Roll, as well as manages and oversee department budget 
� -Highly involve in increasing Community’s revenue, by properly charging services/care rendered to 


each resident, with the accuracy of on-going assessments and care plans 
� -Audit charts, assignments, Medication Administration Record, Medicaid Charting, daily 


observation notes, physician's orders, and other documents, to assure that proper documentation 
have been implemented, per Company and State regulations  


2007-2010 – Vintage Mission Viejo, Vintage Senior Living – Mission Viejo, CA 
Assisted Living Director/LVN  


� *Same Duties as Above 
2007 – Villa Valencia Sunrise Senior Living – Laguna Hills, CA 
Licensed Vocational Nurse/Medical Records Director 


� Reviews resident’s charts and records from admission to discharge 
� Inputs new patient information such as background, history, physician’s orders, insurance policies, 


advance directives, and obtains, verifies, and carries out Physician’s orders 
� Responsible for auditing each admissions and discharges, Physician’s orders, Medication 


Administration and Treatment Record, Daily Certified Nursing Assistants’ tracking log, Minimum 
Data Sheet (MDS), Resident Assessment Protocols (RAPs), Care Plans and discharged tracking, 
discontinuation of Physical Therapy, Occupational Therapy, Speech Therapy services, etc. 


� Knowledgeable with reviewing and auditing monthly recaps 
� Familiar with ICD-9 diagnosis codes for Medi-Care billing 


2006 – Northridge Care Center – Reseda, CA 
Licensed Vocational Nurse  


� Provides direct patient care, administer prescribed medications as ordered directly to patients 
� Supervise certified nursing assistants with daily assignments, patient’s changes of conditions,  
� staffing problems, etc.  
� Notifies pharmacies of new prescriptions and authorizations of refills as ordered by the provider  
� Maintains logs, records of medical procedures, and inventories of supplies  
� Perform moderately complex Nursing procedures and/or perform specialized procedures within the 


scope of practice of a Licensed Vocational Nurse  
� Adheres to Universal Precautions and safety policy and procedures at all times  
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Residential Care Facility for the Elderly Administrator License – Orange, CA 
Community Care Licensing, 2008 
Saddleback Community College – Mission Viejo, CA 
Intravenous Certification , Undergraduate Courses, 2007 
Marian Health Careers Center – Van Nuys, CA 
Licensed Vocational Nurse, Graduated 
Minneapolis Community and Technical College – Minneapolis MN  
Undergraduate Nursing Courses , 2002 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


California LPN/LVN License and IV License – Certification #224269  Expires: 03/31/2018 
Nevada LPN #LPN15176  – Expires: 02/07/2017  
CPR/First Aid – Expires: 01/22/2017 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Aelaf Worku, MD 
Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone:  (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson 
Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com  
Bill Butcher 
Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com 
Tiffiny Wilkins, Regional Vice President 
Brookdale Assisted Living 
Phone: (714) 720-8720 
Email: Tiffiny.wilkins@brookdale.com  


Toni Jackson, Former Executive Director 
Emeritus Senior Living 
Phone: (949) 606-4292 
Email:�Tonij42@cox.net 


Iyad Houshan, M.D. 
Health Essentials/Gerinet        
Phone: (702) 236-2929 
Email: ihoushan@healthessentials.com�
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Margo Garcia Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Office Manager – Clinical Operations 
# of Years in Classification: 19 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Professionally trained Medical Assistant with 14 years of experience ensuring high standards of culturally 
competent care for wide variety of patients with diverse needs. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2011-2012 – Sierra Vista Internal Medicine – Sierra Vista, Arizona 
Medical Assistant/Referralist 


� Prior Authorizations and Abnormal Lab Callbacks 
2010-2011 – Patel Medical Clinic – Sierra Vista, Arizona 
Medical Assistant/Referralist/Lab Tech 


� Referrals and Prior Authorizations, Phlebotomy, Specimen Processing, and assist where needed. 
2007-2010 - Arizona Family Care Associates – Sierra Vista, Arizona 
Medical Assistant 


� Assist Provider with patient care and procedures. injections, EKGs, and phone triage 
2004-2005 – Minor Family Practice – Phoenix, Arizona 
Medical Assistant 


� Assist with Patient Care 
2003-2004 – Cochise Dermatology – Sierra Vista, Arizona 
Medical Assistant 


� Assist in Sterile Field Procedures, Patient Care, and Processing Specimens 
2000-2003 – Arizona Community Physicians – Tucson, Arizona 
Medical Assistant 


� Assist with patient care. Supervise back office and medical assistants 
1997-2000 – Benson Health Care – Benson, Arizona 
Medical Assistant 


� Assist with patient care, medication refills, and DME authorizations 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


Apollo College – Phoenix, AZ 
Medical Assistant, 1993 
Cochise College – Benson, AZ 
Nursing Prerequisites, Degree Not Completed 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Aly Duzich, Vice President 
Clinical Operations  
CareMore Health System 
Phone: (562) 412-4603 
Fax: (562) 741- 4415 
Email: aly.duzich@caremore.com  
Aelaf Worku, MD 
Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Bill Butcher 
Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com  
Steve Gutierrez, Pharmaceutical Representative 
Pfizer 
Phone: (520) 419-0229 
Email:  esteban.j.gutierrez@pfizer or ranger6mp@cs.com 
Vanessa Mitchell, Medical Assistant 
Sierra Vista Internal Medicine 
Phone: (520) 277-3409 
Email:  vanessa_mitchell@scimed.com or mvanni34@yahoo.com 
Denise Ballard, Customer Service Representative 
YRC Freight 
Phone: (623) 302-0075 
Email: denise.ballard@yrcfreight.com or denraqbal@gmail.com    
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Michelle M. McDaniel-Swallow Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Case Manager – Social Worker 
# of Years in Classification: 10 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Michelle McDaniel-Swallow has experience working as a certified nursing assistant, a case manager, and a case 
manager – social worker. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2016-Present Evolution Therapy and Counseling – Las Vegas, NV 
Therapist 


� Assessment, diagnosis and treatment of mental health disorders 
� Provision of evidence based psychotherapy, with an emphasis on bio-psycho-social needs of 


individuals, families and groups  
� Maintenance of medical records, electronic and paper records, as well as organizational records  
� Management of all aspects of practice including billing, marketing and organizational management 


2013-2016 – CareMore of Nevada – Las Vegas, NV 
Lead Therapist 


� Assessment, diagnosis and treatment of mental health disorders to a senior and disabled population 
� Provision of evidence based psychotherapy, maintenance of electronic and paper health records  
� Provide oversite of inpatient psychiatric hospitalizations, regularly maintain multidisciplinary 


collaboration to provide optimal treatment to senior and disabled population 
� Provide supervision, guidance and support to junior therapist 


2012-2013 – CareMore of Nevada – Las Vegas, NV 
Lead Therapist  


� Assessment, diagnosis and treatment of mental health disorders to a senior and disabled population 
� Provision of evidence based psychotherapy, maintenance of electronic and paper health records 
� Provide oversite of inpatient psychiatric hospitalizations, regularly maintain multidisciplinary 


collaboration to provide optimal treatment to senior and disabled population 
� Provide supervision, guidance and support to junior therapist 


2011-2013 – Southern Nevada Adult Mental Health – Las Vegas 
Clinical Social Worker II  


� Assessment, diagnosis, treatment planning, disposition, and provision of brief, crisis psychotherapy 
for patients placed on legal holds in local Emergency Rooms 


� Creation and maintenance of computer documentation including psychosocial assessments 


4.4  Subcontractor Resumes: CareMore Health Plan of Nevada, Inc. (CareMore)


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 115







Revised:  09-25-13 Resume Form Page 2 of 3 


� Providing referrals for clients and establishing collateral contact with families and other community 
resources to ensure optimal service connection for mental health clients 


2008-2011 – State of Nevada, Mental Health and Developmental Services – Las Vegas, NV 
Clinical Social Worker II 


� Responsibilities: Assessment, diagnosis, treatment planning, and provision of brief individual 
psychotherapy to individuals in an acute clinical setting 


� Creation and maintenance of computer documentation including psychosocial assessments, 
treatment plans, and progress notes 


� Providing referrals for clients and establishing collateral contact with families and other community 
resources to ensure optimal service connection for mental health clients  


2007-2008 – State of Nevada, Division of Health Care Financing and Policy – Las Vegas, NV 
Health Care Coordinator II 


� Provision of case management services to recipients of the Medicaid WIN Disability Waiver program 
� Fieldwork, including home visitation and assessment of recipients and applicants to the program 
� Consultation with and management of services from community health care providers 
� Management and oversight of health care services for disabled recipients of the WIN program 


2006-2007 – Clark County Department of Family Services, Child Protective Services – Las Vegas, NV 
Family Services Specialist 


� Provision of case management services to children and families interacting with the Child Protective 
Services system 


� Fieldwork, including home visitation for families with children remaining in-home, children placed 
with relatives, and children placed in foster care 


� Maintenance of services and ongoing collaboration with both local and national service providers. 
� Consultation with community care providers 
� Coordination of multiple community resources 
� Maintenance of computer documentation including daily case notes, case plans, and court reports 


presented to Family Court. Routine direct report and testimony to the Family Court 
2006 – New Hope Hospice – Henderson, NV 
Social Worker/Case Manager 


� Provision of case management and direct services to hospice clients 
� Fieldwork including in-home, group home and facility visitation 
� Daily documentation of interactions with clients, service providers, and families 
� Functioned collaboratively with interdisciplinary team to ensure optimal service provision 


1997-1999 – State of Nevada Child and Adolescent Services – Las Vegas, NV 
Administrative Assistant to the Deputy Administrator, Southern Region 


� Administrative support, support to child placement resources staff, processing Medicaid billing 
claims, maintaining Medicaid tracking database, general filing and office maintenance 


1992-1994 – Antelope Valley Nursing Care Center – Lancaster, CA 
Nursing Assistant 


� Daily nursing care for Alzheimer’s patients including monitoring vital signs, supervision of twelve to 
fifteen patients and chart documentation. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Nevada – Las Vegas, NV 
Bachelors in Social Work, 2005 
University of Nevada – Las Vegas, NV 
Masters in Social Work, 2008 
Rawson Neal Psychiatric Hospital  
Post Graduate Internship Completed, 2010 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Licensed Clinical Social Worker with the State of Nevada Board of Examiners for Social Workers (License 
Number: 5879-C) – 2010  


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Aelaf Worku, MD, Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com 
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com  
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com 
Anurag Gupta, MD Psychiatrist 
Advanced Psychiatric Associates 
Phone: (702) 228-4900 
Fax: (702) 228-1177 
Mariam Marvasti, MD Psychiatrist 
Clark County Family Court 
Phone: (702) 278-6444 
Email: mariammarvasti@gmail.com 
Nancy Dominano-Sader, LCSW 
Nancy Domiano-Sader Therapy, LLC 
9550 S. Eastern Ave. Ste. 220 
Las Vegas, NV 89123 
Phone: (702) 917-9035 
Fax: N/A 
Email: N/A 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Rosa Maria Hayek Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Nurse Practitioner 
# of Years in Classification: 7 # of Years with Firm: .75 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Rosa Maria Hayek is bi-lingual (English and Spanish) with 12 years in health care serving as both a RN and NP. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2015- Present – CareMore – Las Vegas, NV 
Clinical Nurse Practitioner 


� Chronic disease management in elderly: DM, HTN, CHF, CKD, and COPD. 
� Treated acute care needs such as bronchitis, COPD/CHF exacerbation, and wounds. 
� NP directed and led anti-coagulation clinic, wound management program, and smoking cessation 


program. 
2015-2015 –  Alls Well/Apple One Agency– Las Vegas, NV 
CareMore Locum Clinical Nurse Practitioner  


� Perform comprehensive assessments and document findings in a concise/comprehensive manner 
that is compliant with documentation requirements and Center for Medicare (CMS) regulations. 


� Refer members to appropriate chronic disease management programs within Care Centers for 
CareMore. 


2015- 2015 – Walgreen’s Health Care Clinic – Las Vegas, NV 
Nurse Practitioner  


� Provide episodic and chronic care, screening, and education to our Healthcare Clinic patients from 
18 months old and older.  


� Support and follow the most current evidence-based guidelines of practice in providing quality 
patient care.  


o Provide diagnostic screenings and common vaccinations as outlined in Take Care Health 
Systems’ evidence-based guidelines. 


� Participate in ongoing Quality Assurance audits to include Peer Review, CP Review, Medication 
Administration review, and continuing education. 


� Advocates clinic services to patients, store customers, and the local community by consistently 
executing promotional program elements including signage, promotional codes/offers, and 
conducting local outreach. 


� Competency in utilizing electronic medical records and information systems to provide superior 
patient care documentation.  
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� Perform comprehensive assessments and document findings in a concise/comprehensive manner 
that is compliant with documentation requirements and Center for Medicare and Medicaid Services 
(CMS) regulations. 


2014 –2015 – SMA – Las Vegas, NV 
Care Plus Home Provier  


� Manage both medical and behavioral chronic and acute conditions effectively in collaboration with 
a physician or specialty provider. 


� Perform comprehensive assessments and document findings in a concise/comprehensive manner 
that is compliant with documentation requirements and Center for Medicare and Medicaid Services 
(CMS) regulations. 


� Facilitate agreement and implementation of the member's plan of care by engaging the facility staff, 
families/responsible parties, primary and specialty care physicians.  


2011 – 2015 – Optum – Las Vegas, NV 
Home Assesment Practitioner  


� Provide primary care home visits for the patients in collaboration with the physician of record and 
patient care team. 


� Communicate and manage the patients’ care across all care providers, family, and caregivers to 
ensure that timely, patient-centered, appropriate evidence-based medicine is provided. 


� Conduct comprehensive one-time assessments in the home for assigned patients. 
2009 – 2013 – CareMore – Las Vegas, NV 
Clinical Nurse Practitioner 


� Chronic disease management in elderly: DM, HTN, CHF, CKD, and COPD. 
� Treated acute care needs such as bronchitis, COPD/CHF exacerbation, and wounds. 
� NP directed and led anti-coagulation clinic, wound management program, and smoking cessation 


program. 
2004 – 2009 – Valley Hospital – Las Vegas, NV 
Emergency Room Registered Nurse 


� Conducted admission assessments and reassessments as indicated according to policy, procedures 
and standards of care in adult and pediatric patients. 


� Responsible for blood transfusions, I.V. therapy, and wound care. 
� Updated patient's records according to policy and procedure. 
� Obtained blood and urine samples for laboratory testing. 
� Maintained certification in BLS, ACLS and PALS.  


2004 – 2008 or Present – Diabetes Treatment Center – Las Vegas, NV 
Diabetes Educator  


� Provided diabetes education for patients with type 1 and 2 diabetes mellitus, as well as gestational 
diabetes. Classes were presented in Spanish. 


� Provided patients with insulin instruction and administration, blood glucose meter monitoring, and 
diet/lifestyle modifications. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Nevada Las Vegas – Las Vegas, NV 
Master of Science in Nursing, Family Nurse Practitioner, 2009  
University of Nevada Las Vegas – Las Vegas, NV 
Bachelor of Science in Nursing, 2003 
University of California Riverside – Riverside, CA 
Bachelor of Arts in Liberal Studies, 2003 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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American Academy of Nurse Practitioners (AANP) Board Certified  
Wound Care Certification (WCC)  
Basic Life Support (BLS) Certification 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
Aelaf Worku, MD, Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone:  (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax:  (520) 258-0698 
Email: Dan.Peterson@caremore.com  
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone:  (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com  
Michelle Myers APRN FNP-C, Nurse Practitioner 
CarePlus Program with SouthWest Medical Associates/Optum 
Phone: (702) 240-8934 
Fax: N/A 
Email: Michelle.myers@optum.com 
Nicole Okeke APRN FNP-C, Nurse Practitioner 
A New Day Community Health Center 
Phone: (702) 456-0220 
Fax: (702) 455-0229 
Email: chiokeke@hotmail.com 
Daniel Navarro DNP APRN FNP-C, Nurse Practitioner 
Clark County Detention Center 
Phone: (702) 373-5001 
Fax: N/A 
Email: hrrn2000@msn.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sandra L. Pierre-Louis Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Nurse Practitioner 
# of Years in Classification: 6 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Sandra Pierre-Louis has worked in the healthcare field since 2004 as both a registered nurse and a nurse 
practitioner. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2010 – University Medical Center – Las Vegas, NV 
RN in Medical ICU 
2006-2009 – North Vista Hospital – Las Vegas, NV 
RN in ICU  
2004 – St. Rose Dominican Hospital – Henderson, NV 
Nurse Apprentice in Pediatric  
2002-2004 – Sunrise Hospital and Medical Center – Las Vegas, NV 
Nurse Apprentice in Medical Surgical 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Nevada – Las Vegas, NV 
Family Nurse Practitioner, 2010 
University of Nevada, Las Vegas, NV 
Bachelor of Science in Nursing, 2004 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Family Nurse Practitioner, MSN, APN-NV – Expires: 2017 
Registered Nurse, BSN-NV – Expires: 2017 
Basic Life Support  
Advanced Cardiovascular Life Support  
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Aelaf Worku, MD, Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com 
Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com  
Wendy Ronovech, Director Disease Management, Health Education and Wellness  
United HealthCare 
Phone: (702) 354-5709 
Fax: (702) 242-7491 
Email: Wronovech@gmail.com  
Daniel J. Navarro, DNP, APRN, FNP-C 
NAPHCARE 
Phone: (702) 671-5698 
Mobile: (702) 373-5001 
Fax: (702) 366-0576 
Email: Daniel.navarro@naphcare.com  
Marisela Nadeau, MSN, APRN, FNP-BC 
Mama Mia Family Clinic 
Phone: (702) 633-4000 
Mobile(702) 496-9896 
Fax: (702) 633-4346 
Email: Mariselan1@yahoo.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CareMore Health Plan of NV 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Yang Zhan Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Extensivist 
# of Years in Classification: 3 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Yang Zhan has worked in the healthcare field since 2013 as a physician. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2010-2013 – Rush University Medical Center  
Internal Medicine Resident  


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Missouri – Kansas City, MO 
Bachelor of Arts/Doctorate of Medicine Accelerated Combined Program, 2010 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Nevada State Medical License: Medical Doctor, #14871 – Active, Expires: 06/30/2017 
American Board of Internal Medicine - Certified, Reverification Date: 04/01/2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Aelaf Worku, MD, Regional Medical Officer, Clark County 
CareMore Health Plan 
Phone: (702) 371-3919 
Fax: N/A 
Email: Aelaf.Worku@caremore.com  
Dan Peterson, Vice President and Senior General Manager 
CareMore 
Phone: (520) 314-3300 
Fax: (520) 258-0698 
Email: Dan.Peterson@caremore.com 
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Bill Butcher, Vice President and General Manager 
CareMore Health Plan of NV 
Phone: (702) 473-7215 
Fax: (702) 473-7157 
Email: William.Butcher@caremore.com 
Gnaneswer Billakanti, M.D. 
Mobile: (702) 429-1595 
Phone: (702) 921-6823 
Tanvir Hossain, M.D. 
Mobile: (702) 373-4136 
Telephone: (702) 649-8009 
Fax: (702) 649-8049 
Alex Akhavan, M.D. 
Mobile: (702) 561-5536        
Phone: (702) 438-4444 
Email: AlexanderAkhavanMD@hotmail.com 
 


4.4  Subcontractor Resumes: CareMore Health Plan of Nevada, Inc. (CareMore)


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 126







Revised:  09-25-13 Resume Form Page 1 of 4 


PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Brittany Gray Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Executive Director of National Accounts  
# of Years in Classification: 1 # of Years with Firm: 3 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Brittany is an experienced professional effectively balancing her deliverables with ongoing priorities.  She 
constantly strives to improve internal processes and streamline efficiency while maintaining current 
relationships with contacts at various health organizations.  Brittany worked to launch the Long Term 
Care program for Statewide Medicaid Managed Care for Florida in 2013.  She is currently working to 
implement a standard vision HEDIS outreach product which will impact current clients as well as 
potential new clients and their membership. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2013– Present, DentaQuest, Mequon, WI 
May 2015–Present, Executive Director of National Accounts 


� Oversees client operations for the following National Accounts: 
o Anthem 
o Cigna-Health Springs 
o Humana 


� Responsible for ongoing, effective communications and service to our national clients via on-
site meetings, conference calls, and day-to-day interaction 


� Provide ongoing leadership for all DentaQuest staff on administration of the national client's 
program, and communicate information accurately and efficiently, to ensure that DentaQuest 
is meeting and exceeding client expectations, and the terms of the RFR and contract 


� Proactively identify client expectations, communicate expectations to DentaQuest staff, and 
ensure expectations are delivered effectively 


� Proactively resolve issues and strengthen relationships at various professional levels within 
the national client's organization 


� Develop and maintain relationships with several key contacts in various healthcare and 
community-based organizations 


� Increase access for members by developing plans to help strengthen and expand the 
provider network and to organize and conduct outreach activities to members 


� Draft and negotiate Amendments to Dental and Vision Service Agreements as necessary 
� Monitor changes in regulations and fee schedules, and ensure compliance with state and 


federal guidelines 
� Ensure timely and accurate reporting to clients 
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� Assist in updating Office Reference Manuals, organizing client audits, and the implementation 
of corrective action plans as necessary 


� Provide leadership and supervision to local DentaQuest staff, direct the hiring process, train 
and motivate staff 


� Responsible for the determination and implementation of performance and wage evaluations, 
performance improvement plans, disciplinary processes, and terminations for local staff, in 
accordance with company policy 


� Maintain consistency among national clients and streamline overall approach making it easier 
for our clients to utilize one administrator 


 
 
November 2013–May 2015, Account Executive 


� Oversaw client operations for the following state health plans and commercial clients: 
o Amerigroup 
o Florida Health Care Plans 
o Florida Healthy Kids 


� Responsible for Florida Medicaid, CHIP and Medicare contract management, client retention 
and growth of the current business in the local market 


� Responsible for ongoing, effective communications and service to current clients via on-site 
meetings, conference calls and day-to-day interaction 


� Proactively identified client expectations, communicated contract mandates to DentaQuest 
team, and ensured expectations were delivered effectively 


� Proactively resolved issues and strengthened relationships at various professional levels 
within the client’s organization 


� Represented DentaQuest at health fairs, conferences, professional organization meetings 
throughout the State of Florida 


� Increased access to dental care for Medicaid members by developing plans to help 
strengthen and expand the dental provider network and to organize and conduct outreach 
activities to beneficiaries 


� Drafted and negotiated contracts and amendments  
� Monitored changes in regulations and fee schedules, and ensured compliance with state and 


federal guidelines 
� Composed and delivered timely and accurate reporting to clients 
� Assisted in updating Provider Office Reference Manuals, organizing client audits, and 


implementation of corrective action plans 
 
 


January 2011–October 2013, Agency for Health Care Administration, Tallahassee, FL 
 
June 2013–October 2013, Senior Human Services Program Specialist 


� Draft and negotiate Amendments and Agreements as needed. 
� Ensures compliance with state and federal guidelines for effective contract management. 
� Tracks and produces data collection and analysis weekly for high priority regions.  
� Trains and orients staff on upcoming expectations and deadlines   
� Documents progress towards goals and objectives in meeting program related priorities.  
� Maintains current relationships and guides and directs local leadership with client expectations. 
� Ensures timely and accurate reporting is in place and being managed accordingly. 
� Key resource to move from a fee-for-service environment to Statewide Medicaid Managed Care 
� Served on 3 key workgroups for Long-Term Care and Managed Medical Assistance 


 
February 2012–June 2013, Operations Management Consultant I 


� Delegates, establishes and proactively tracks deadlines  
� Maintains multiple calendars in high priority positions 
� Generates correspondence 
� Works independently and communicates effectively 
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� Draft newsletters, data, and other research projects 
� Trains and supervises lower level staff 
� Maintains relationships with high profile contacts in various healthcare and community-based 


organizations 
� Highly detailed and organized 
� Tracks all incoming-outgoing mail, contracts, and folders 
� Generates expenditure, rate, and turnaround reports 
� Answers multi-line phone systems as well as other clerical duties 
� Ability to conduct fact-finding research 


 
September 2011–February 2012, Staff Assistant 


� Tracks all incoming-outgoing mail, contracts, and folders 
� Generates expenditure, rate, and turnaround reports 
� Answers multi-line phone systems as well as other clerical duties 
� Ability to conduct fact-finding research 
� Reviewed Senate bill information  
� Trained lower level staff and held meeting minutes  
� Assisted 4 key supervisors  


 
January 2011–September 2011, Administrative Secretary 


� Tracks all incoming-outgoing mail, contracts, and folders 
� Generates expenditure, rate, and turnaround reports 
� Answers multi-line phone systems as well as other clerical duties 
� Various other day-to-day functions  


 
 
September 2009–August 2012, Dennis, Jackson, Martin & Fontela, Tallahassee, FL 
Assistant to the Office Manager 


� Maintained case files 
� Prepared and monitored case files ready for legal hearings 
� Analyzed variances in the reporting 
� Budgeted and monitored financial reports 
� Maintained retention records 
� Maintained building services and vendors for completing operations  
� Delegated requests and reviewed trends to conduct process improvements  


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Florida Institute of Technology, Melbourne, FL 
Masters of Business Administration & Health Management (graduation pending 2017) 
 
Liberty University, Lynchburg, VA 
Bachelors of Science–Elementary Education (2013) 


� Dean’s List, Summer 2012, Fall 2012, Spring 2013      
 
Tallahassee Community College, Tallahassee, FL,  
Associate of Arts (2010)  


� President’s List, 4 semesters 
� Dean’s List, 2 semesters 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
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None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dr. Douglas Manning 
TITLE: Regional Director of National Accounts 
ORGANIZATION: DentaQuest 
PHONE: 941-925-2906 
FAX: (262) 387-3737 
EMAIL: Douglas.Manning@dentaquest.com  
 
Megan Ryczek 
TITLE: Regional Director of National Accounts 
ORGANIZATION: DentaQuest 
PHONE: 262-834-3736 
FAX: N/A 
EMAIL: Megan.Ryczek@dentaquest.com  
 
Shannon Hart 
TITLE: Operations Management Consultant III 
ORGANIZATION: Agency for Healthcare Administration 
PHONE: 850-412-4023  
FAX: N/A 
EMAIL: shannon.hart@ahca.myflorida.com  
 
David Rogers 
TITLE: Assistant Deputy Secretary for Medicaid Operations 
ORGANIZATION: Agency for Healthcare Administration 
PHONE: 850-412-4009 
FAX: N/A 
EMAIL: David.Rogers@ahca.myflorida.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: David Clark Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Executive Director–Client Engagement 
# of Years in Classification: 2 # of Years with Firm: 7 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
David provides DentaQuest staff with the information needed to properly exercise the terms of a client’s 
vision program and ensure the expectations are met.  He works to resolve issues by conducting 
meetings, conference calls, and making on-site visits when the situation warrants such a visit.  David is 
responsible to the clients he works with to develop, maintain, and enhance that relationship. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
June 2009–Present, DentaQuest, Mequon, WI and Sacramento, CA  
 
April 2015–Present, Executive Director–Client Engagement, Sacramento, CA 


� Provide leadership for all staff on administration of the client’s program, and communicate 
information accurately and efficiently to ensure that client expectations are met or exceeded 


� Responsible for on-going, effective communications and service to the clients via on-site 
meetings, conference calls, and day-to-day interaction 


� Proactively identify client expectations, resolve issues and strengthen relationships at various 
professional levels within clients organization 


� Maintain general working knowledge of company-wide IT systems, processes, and workflows 
 
January 2014–April 2015, Member Enrollment Supervisor, Mequon, WI 


� Supervise operational and technical activities for member enrollment functions while meeting 
member & client expectations and service level agreements 


� Build, maintain and promote collaborative relationships with client IT and business contacts 
� Primary escalation contact for eligibility issues involving communication with internal and external 


customers to ensure timely resolution and customer satisfaction 
� Identify EDI solutions to meet business needs and constantly improve the effectiveness of our 


EDI processes as they relate to eligibility and membership 
 
June 2009–January 2014, Senior Member Enrollment Analyst, Mequon, WI 


� Managed new business implementations for electronic enrollment involving meetings and 
communications directly with clients 


� Documented and analyzed requirements for file processing and user interfaces while performing 
additional gap analysis and data conflict resolution 
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� Prepared and executed rules and scenarios for conversion of clients from legacy system to new 
business platform 


 
 
August 2004–June 2009, Navigant Consulting, Inc., Chicago, IL 
Insurance & Claims Practice, Consultant 


� Managed a call center for the London insurance market with user queries concerning policies, 
claims, reporting and general application assistance 


� Provided primary client support for a web-based legal cost management system and claims 
reserve system 


� Prepared functional specifications, completed testing, and drafted documentation regarding 
custom built applications 


� Developed and executed conversion test plan and reporting results for a RMIS data conversions 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Wisconsin, Madison WI 
Bachelor of Arts, Political Science (2002)  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
ITIL v2 Foundations (2007) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
David Ostrenga 
TITLE: Software Architect 
ORGANIZATION: The Mark Travel Corporation/Trisept Solutions 
PHONE: 414-934-1497 
FAX: N/A 
EMAIL: dostrenga@triseptsolutions.com 
 
Kim Nunes 
TITLE: Director, New Business Strategy and Implementation 
ORGANIZATION: DentaQuest 
PHONE: 617-886-1273 
FAX: N/A 
EMAIL: kim.nunes@dentaquest.com 
 
Joseph Richer  
TITLE: Staff Vice President 
ORGANIZATION: Anthem 
PHONE: 312-234-7815 
FAX: N/A 
EMAIL: Joseph.Richer@anthem.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Dr. John Davis Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Clinical Vision Director 
# of Years in Classification: 4 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
� 33 years of experience in both clinical and executive management positions 
� Led teams responsible for vision product development, the creation of marketing strategies, and 


network recruitment 
� Oversaw performance areas including credentialing, quality assurance, utilization management 


and provider complaints and grievances 
� Manages the clinical aspects of our vision programs 
� Coordinates the activities of eyeQuest’s clinical consultants, and oversees the performance of 


utilization management, utilization review and quality assurance departments. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2011–Present, DentaQuest, Mequon, WI 
Clinical Vision Director 


� Provides high-quality support, advice, information and guidance on the development and 
application of vision services 


� Oversees the Quality/UM Program for developing clinical quality studies and UM activities 
compliant with NCQA guidelines 


� Make medical necessity determinations on claims, prior authorizations, and appeals 
� Provide input into development and enhancements of Vision products 
� Managed overall strategy for provider website 
� Maintain site visit program with record reviews in accordance with contractual and quality 


requirements 
� Provide clinical vision expertise in legal, regulatory and underwriting processes 
� Expand retail and independent network as needed to fulfill the marketing contractual needs 
� Attend industry trade shows to develop new relationships; refine training tools and training 


internal teams 
� Expand laboratory strategy consistent with membership growth 
� Organize provider focus groups or provider vision champion groups 
� Chair Vision committees including UM and Peer Review 
� Support Account Executives/Market Directors in meeting contract requirements 


 
2004–2010, Opticare Health Systems Inc., Waterbury CT 
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Vice President–Managed Care and Clinical Vision Director 
� Oversaw product development, new program implementation, and Quality and UM Program 


policy development 
 
1990–2004, Ocucare Systems, Inc., Waterbury CT 
Vice President–Provider Services 


� Oversaw provider contracting and credentialing, network development and management, provider 
relations 


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
New England College of Optometry, Boston, MA 
Doctor of Optometry, OD (1983) 
 
Florida State University, Tallahassee, FL 
Bachelor of Science (1979) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Vidya Baliga 
TITLE: Vision Director 
ORGANIZATION: DentaQuest 
PHONE: 262-241-7140 x73397 
FAX: 888-696-9552 
EMAIL: vidya.baliga@dentaquest.com 
 
Megan Ryczek 
TITLE: Director, National Accounts 
ORGANIZATION: DentaQuest 
PHONE: 262-241-7140 x43736 
FAX: N/A 
EMAIL: megan.ryczek@dentaquest.com 
 
Jason Harrold 
TITLE: SVP Specialty Services 
ORGANIZATION: Centene Corp 
PHONE: 414-247-1378 
FAX: 877-940-9247 
EMAIL:  jharrold@centene.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Mandy Gilbertson Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Manager, Vision Networks 
# of Years in Classification: 2 # of Years with Firm: 14 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mandy leads our vision network expansion process, provider training, contract review, network costs, 
and analyzes existing network trends to ensure member accessibility are well within industry and 
contract standards.  Her experience with DentaQuest has been extensive as demonstrated by her 
serving numerous positions over her fourteen years with the organization.  Mandy has been responsible 
for contract creation, process improvements, implementations, and developing the client relationship. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2001–Present, DentaQuest, Grafton, WI 
 
2014–Present, Manager, Vision Networks 


� Analyze existing network against access standards, and trends 
� Manage and service key network and national providers and groups 
� Educate and train providers on policies and procedures and benefits 
� Conduct onsite and web-based provider training 
� Research and analyze fee schedules for cost effectiveness 
� Review contract and regulatory language for legal 
� Expansion and Analysis of new markets 


 
2012–2014, National Contract Coordinator 


� Responsible for contract creation Nationwide 
� Custom contract language and fee changes 
� Analysis of markets and fees  
� Developed new contract review procedure, and audit process 


 
2007–2012, Special Projects 


� Process Improvement projects 
� Implementations for new business 
� Contracting & Negotiations 


 
 
 


4.4  Subcontractor Resumes: DentaQuest, LLC d/b/a eyeQuest


Nevada Managed Care Organization RFP# 3260 Section 4.4 — Page 135







Revised:  09-25-13 Resume Form Page 2 of 2 


2003–2007, Account Executive 
� Responsible for client relations in multiple markets 
� Quality Assurance of goals and metrics 
� Implementations of new business 
� Add-on Sales and negotiations, and client presentations  


 
2001–2003, Network Development Representative 


� Contracting & Negotiations 
� Network compliance, and provider relations 


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Wisconsin, Madison WI 
Bachelor of Arts–Economics (May 2000) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dr. James Gehl, M.D. 
TITLE: Interventional Radiologist 
ORGANIZATION: Wisconsin Radiology Specialists, S.C 
PHONE: 414-434-0461 
FAX: 414-434-0467 
EMAIL: jgehl@wrsrad.com 
 
Marcel Tetzlaff 
TITLE: Director, Program Implementation 
ORGANIZATION: Integrated Health Network of Wisconsin 
PHONE: 414-787-1237 
FAX: 262-641-5227 
EMAIL: marcel.tetzlaff@ihnwi.com 
 
Walter Lew 
TITLE: Partner 
ORGANIZATION: Terwilliger Law Firm 
PHONE: 715-845-2121 Ext. 22 
FAX: 715-845-3538 
EMAIL: wglew@twpclaw.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: DentaQuest, LLC (“DentaQuest”) d/b/a eyeQuest 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Vidya Baliga Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Vision Director 
# of Years in Classification: 5 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
� Leader of DentaQuest’s vision care product, eyeQuest, since 2011 
� Works with clients to develop flexible and entrepreneurial programs to best meet their 


comprehensive health care needs 
� Directly responsible for the five-fold increase in DentaQuest vision membership that has been 


generated through her hands-on approach 
 
With a background steeped in the development of process enhancements, technological efficiencies, 
and performance metrics, Vidya has worked for a number of consulting firms and developed real-world IT 
solutions for companies that deal in complex delivery systems for goods and services for more than two 
decades. She has strategically applied this expertise at DentaQuest and has developed a vision care 
product that blends seamlessly with the delivery of dental benefits, giving clients the added convenience 
of selecting both benefit options with administrative simplicity. 
 
Well-versed in contractual and regulatory compliance, she regularly works with clients on issues related 
to operational and network requirements. Coupling this knowledge with a client-centric solutions 
approach, she has successfully developed a cost-effective program that covers periodic eye exams and 
eyeglasses and an integrated medical and surgical benefit covering more advanced eye services. 
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
November 2011–Present, DentaQuest, Mequon, WI 
Vision Operations Director 


� Oversees contractual and regulatory compliance pertaining to operational and network 
requirements 


Related accomplishments include: 
� Expanded operations staff to accommodate the needs of our growing client base 
� Introduced automated processes to increase operational efficiency 
� Increased the technical knowledge of her staff through ongoing training sessions 
� Improved the audit process to gauge the quality of our performance 
� Introduced a new quality assurance method 


 
July 2011–November 2011, Genesis 10, Milwaukee, WI 
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Position Business Analyst 
� Worked on an Assortment Management program at a rapidly growing, leading retail company 


 
 
November 2007–June 2011, Safenet Consulting, Inc., Wauwatosa, WI 
Business Analyst 


� Served as consultant to DentaQuest, playing an instrumental role in a major business 
transformation effort that integrated DentaQuest departments onto a single operational platform 


� Developed real-world IT solutions for companies that deal in complex delivery systems for goods 
and services 


 
February 2000–April 2007, Capital Returns, Inc., Milwaukee, WI 
May 2005–April 2007, Director of Information Technology  


� Restructured the Information Technology department to include the Business Engineering team 
and an Information Technology operations team that focuses on maintaining current systems, 
providing users the support they need and building the infrastructure needed for future growth.  


� Stabilized the Information Technology team after several years of high turnover.  
� Mentored the young Information Technology team to focus on continuous process improvement 


and elevated service levels needed to continue to be the leading technology driven player in the 
industry.  


� Focused on identifying a root cause for all issues to ensure that repeat problems are avoided.  
� Worked with Management to develop Information Technology strategy, determine both technical 


and business goals.  
� Led the initiative to ensure systems were FDA regulation 21 CFR Part 11 compliant.  
� Managed budgets for software maintenance, license reconciliation and procurement of software.  
� Managed wide range of technology, infrastructure, hardware, operating systems, software 


development platforms, application packages and tools.  
 


October 2004–May 2005, Director of Business Engineering 
� Started the Business Engineering department to facilitate and speed up the process of change 


and to be the external face of Information Technology. This team provides information to 
customers and internal management team as the basis for sound business decisions.  


� Participated, in a key role, in implementing a strategic planning process, developed corporate and 
department mission statements and developed annual goals by department.  


� Worked closely with external consultants to ensure that software systems are validated, 
implemented System Development Lifecycle (SDLC) and Change control process to ensure 
system remains in a validated state.  


 
December 2003–October 2004, Project Manager 


� Worked closely with 75% of the new clients contributing to the significant growth in recent years 
to ensure the smooth transition of processes handled internally or by a competitor.  


 
June 2001–December 2003, Business Analyst 


� Worked closely with clients and the business to launch with several new customers 
� Led several process improvement initiatives to improve productivity and reduce manual 


workarounds 
� Employee of the Year, 2002 


 
February 2000–June 2001, EDI Coordinator 


� Started the EDI program at Capital Returns, Inc.  
� Worked closely with customers’ EDI and business teams to ensure the EDI met our clients’ 


business needs 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Calcutta University, Calcutta, India 
Bachelor of Science–Honors Economics (1986) 
 
University of Delhi, Delhi, India 
Post-Graduate Degree–Systems and Analysis Design (1987) 
 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.  
 
 
Rob Ryan 
TITLE: Advisor 
ORGANIZATION: PERACS 
PHONE: 917-575-1466 
FAX: N/A 
EMAIL: robert.ryan@peracs.com 
 
Claude Dance 
TITLE: General Manager 
ORGANIZATION: Dance Investments  
PHONE: 832-407-4322 
FAX: N/A 
EMAIL: cd3isme@aol.com 
 
Rachael Yerges 
TITLE: Director, Trade Relations 
ORGANIZATION: CVS Health 
PHONE: 414-232-4268 
FAX: 847-559-3428 
EMAIL: rryerges@icloud.com 
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Express Scripts, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Sean Paul Carr Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Account Management, Medicaid 
# of Years in Classification: 2.5 # of Years with Firm: 2.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Mr. Carr has over 10 years of Account and Marketing Management experience in the healthcare industry. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2014-Present – Express Scripts – St. Louis, MO 
Account Executive, Medicaid 


� Oversee four different Anthem Medicaid markets (NV, NJ, NY, and IA). For each of these markets  
� Part of the account team and work to ensure our markets’ pharmacy benefits are operating as 


intended 
� Partner with Anthem-Amerigroup Medicaid pharmacy directors on various projects and strategic 


initiatives. This includes implementing Clinical Programs, managing pharmacy networks, 
developing necessary Reporting, overseeing daily operations management 


2006-2014 – Magellan Medicaid Administration – Glen Allen, VA 
Account Operations Executive 


� Led supplemental rebate negotiations and contracting for five state Fee-For-Service Medicaid 
programs. 


� Responsibilities included advising state Departments of Health on rebate-driven cost savings 
opportunities on Single-Source Brands and Multi-Source Brand drugs. 


� Managed oversight of participating pharmaceutical manufacturers’ compliance to terms of their 
supplemental rebate contracts.  


2005-2006 – American Diabetes Association 
Market Manager 


� Directed and managed planning committee for annual American Diabetes Association Pro-Am Golf 
Tournament 


Served as regional representative, conducting educational presentations to area schools and coordinating 
fundraising events throughout the regionEDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


Northern Kentucky University – Highland Heights, KY 
Masters of Business Administration (MBA), 2013 
Miami University – Oxford, OH 
Bachelor of Science (BS), Psychology, 2002 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Linda Baughman, Director, Contracting 
Magellan Medicaid Administration 
Phone: (513) 794-5294 
Fax: N/A 
Email: LMBaughman@magellanhealth.com 
Sam Hong, National Account Executive, Managed Care 
Merck 
Phone: (267) 305-2389 
Fax: 267-305-2393 
Email: sapamire@gmail.com 
Tom Jenkins, Sr. Director, Client Contracts 
Express Scripts, Federal Division 
Phone: (314) 684-7607 
Fax: N/A 
Email: TDJenkins@express-scripts.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Express Scripts, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Duveneck Omega  Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Account Manager  
# of Years in Classification: 7  # of Years with Firm: 13.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Well adapted in various company program tools with analytic skills to service the clients. Responsive and 
passionate to member issues and ensure resolution. Team player, leader, and collaborator on projects given at 
hand or assigned by my director.    
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2009-Present – Express Scripts(ESI)  
Medicaid Account Manager  


� Primary liaison between client (Anthem) and ESI to ensure the resolution of issues, claims 
processing, coding research and reports  


� Submits client related coding changes or updates whether it is clinical or operations and triage the 
requests with ESI IT 


� Involved with numerous internal projects such as program developments, new software 
enhancements, cross-functional updates or changes in all Medicaid businesses. I am the liaison 
between Anthem and ESI encounters team for all Medicaid states.    


2004-2009 – Anthem/WellPoint Next Rx  
Pharmacy Services Coordinator for both UniCare and TPA accounts such as LabCorp, MTD, BMW, and Hitachi.  


� Primary liaison between client and Anthem/WellPoint Next Rx to ensure the resolution of issues, 
claims processing, issue or coding research reports 


� Submit all coding changes whether it is clinical related, client specific reject code with custom 
messaging and test all logic  


� Once the logic was in place I would present this to the client via webinar or client face-to-face 
presentation. I provide daily, weekly, quarterly, and yearly reports. 


2002-2004  – Anthem/WellPoint Next Rx  
Senior Customer Service Representative  


� Servicing member mail orders, inquiries, research, pharmacy issues, claims processing  
� Beta program tester on new software enhancements  
� Monitoring team production and receive numerous awards from my contribution to the operations 


team. 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


Los Angeles Pierce College, Los Angeles, CA  
Associate Degree, 1997  
Casa Loma College, Los Angeles, CA  
Nursing as a License Vocation Nurse, 2000 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Certified Nursing Assistant – 1998 
Health and Life Insurance California State License – 1999 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Lori Barnes, Director 
Express Scripts, Inc.  
Phone: (952) 837-7713 
Fax: N/A 
Email: lori.barnes@express-scripts.com  
Cheri Sullivan  
Senior Account Manager 
Express Scripts, Inc. 
Phone: (360) 253-7788 
Fax: N/A 
Email: CLSullivan@express-scripts.com  
Lisa Anderson   
Senior Account Manager 
Express Scripts, Inc. 
Phone: (513) 234-7420 
Fax: N/A 
Email: LMAnderson@express-scripts.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Express Scripts, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Lori Barnes Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Operations Director 
# of Years in Classification: 5 # of Years with Firm: 23 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Manage account teams and clients at Express Scripts, including Anthem Medicaid pharmacy benefit 
management operations. I partner with key teams across Express Scripts to achieve Anthem’s business 
objectives including clinical and strategy teams, benefit operations, eligibility, product management, pharmacy 
network, service delivery operations, IT, data analytics, compliance and legal/regulatory. I am also responsible 
for ongoing maintenance of business as well as key operational projects such as membership expansions within 
existing markets and Medicaid specific operational improvements and/or enhancements. My team oversees and 
is responsible for day-to-day issue resolution and operations oversight for our clients.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
Ms. Barnes began her career in account management at Express Scripts in 1993 and has held a variety of 
positions over the past 20+ years. She has supported both small and large employers, business coalitions, and 
commercial and government health plans.  
Ms. Barnes currently leads Express Scripts Account Management team in facilitating Pharmacy Benefits 
Management operations and processes for the Anthem Medicaid book of business. In this role, she oversees 
operations for the Anthem client related to claims processing and all associated processes. She is responsible for 
ensuring all issues are tracked and driven to resolution, as well as assisting product management and IT in 
supporting Anthem custom requirements design and testing and supporting the implementation team in 
onboarding new Anthem business. Additionally, Ms. Barnes serves as lead on various projects to build new or 
enhance current member benefit requirements and operational improvements. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Kansas State University – Topeka, KS 
Bachelor of Science (BS), 1991 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


N/A 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Lori Scaggs, Senior Director 
Express Scripts 
Phone: (515) 575-6097   
Fax: N/A 
Email: RLScaggs@express-scripts.com  
Beth Adams, Senior Director 
Express Scripts 
Phone: (952) 934-5608 
Fax: N/A 
Email: Beth_Adams@Express-Scripts.com  
Jacqueline Holder 
Director  
Express Scripts 
Phone: (952) 837-5290 
Fax: N/A 
Email: Jacqueline.Holder@express-scripts.com  
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PROPOSED STAFF RESUME FOR RFP 3260 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Express Scripts, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jason Edward Winters Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Director of Account Management, Medicaid 
# of Years in Classification: 2.5 # of Years with Firm: 5.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Mr. Winters has over six years of Account Management experience in the healthcare industry. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2010-Present – Express Scripts – St. Louis, MO 
Director of Account Management, Medicaid  


� Responsibility for eight different Anthem Medicaid markets at one time or another (WA, NV, KS, IN, 
NJ, NY, IA, MD) 


� Part of the team that newly implemented this business at Express Scripts for Amerigroup. 
� Working extensive projects, involving building networks, ensuring full regulatory compliance, 


building out necessary Reporting, Formulary and Clinical Program deployment 
� Account Management oversight for NV, IN, NJ, NY, IA, and MD.   


Sr. Clinical Account Executive, Commercial Division 
� Served as the Clinical account team representative for Commercial and Medicare Employee Group 


Waiver Clients 
� Consulted clients on Benefit Design, Clinical Programs, and Formulary Options to improve member 


health while controlling drug trend 
2008-2010 – Helios 
Manager of Business and Product Development  


� Led a team of Pharmacists and Nurses in the area of constructing Formularies and Clinical 
Programs for Workers Compensation PBM Clients 


� Controlling prescription drug Fraud, Waste and Abuse among injured workers was our biggest area 
of Clinical Program focus 


1999-2008 – Walgreens 
Retail Pharmacy Manager  


� Led a staff of Pharmacists and Pharmacy Technicians in the dispensing of medications. 
� In addition to the dispensing of medications, I held responsibility for staffing/scheduling, inventory 


and regulatory compliance 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


The Ohio State University 
Masters of Business Administration (MBA), 2005 
University of Cincinnati 
Bachelor of Science (BS) Pharmacy, 1999 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Registered Pharmacist (RPh) – 1999 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


Rich Miller, RPh, District Pharmacy Manager 
Walgreen Co. 
Phone: (614) 760-0687 
Fax: (614) 760-0698 
Email: Richard.Miller@Walgreens.com 
Tron Emptage, RPh, Chief Clinical Officer 
Helios 
Phone: (614)507-1984 
Fax: (888) 324-1527 
Email: Tron.Emptage@helioscomp.com 
Chris Auberger, RPh, Sr. Director, Account Management 
Express Scripts, Commercial Division 
Phone: (859) 291-6114 
Fax: (859) 291-0047 
Email: CRAuberger@express-scripts.com 
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Attachment 4.1.12-1: Professional Licenses 
Attachment 4.1.12-1: Professional Licenses includes the following documents 


 Attachment 4.1.12-1a: Dr. Richard Roberts 


 Attachment 4.1.12-1b: Allyson Hoover 


 Attachment 4.1.12-1c: Karen Gardiner 


 Attachment 4.1.12-1d: Emma Kibisu 
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Name on license Type State License Active
Original Issue
Date


Expiration
Date


Compact
Status Discipline


Discipline Against Privilege to
Practice


KIBISU, EMMA
AGALA


RN NEVADA RN84270 YES 06/30/2015 06/15/2017 N/A NO N/A


Name on license Type State License Active
Original Issue
Date


Expiration
Date


Compact
Status Discipline


Discipline Against Privilege to
Practice


KIBISU, EMMA
AGALA


RN MISSOURI 2012017299 YES 06/05/2012 04/30/2017 MULTISTATE NO NO


QuickConfirm License Verification Report


Primary Source Boards of Nursing Report Summary for


EMMA AGALA KIBISU [NCSBN ID: 22163225]
Tuesday, August 09 2016 01:13:59 PM


Disclaimer of Representations and Warranties
Through a written agreement, participating individual state boards of nursing designate Nursys as a primary source equivalent database. NCSBN posts the
information in Nursys when, and as, submitted by the individual state boards of nursing. NCSBN may not make any changes to the submitted information and
disclaims any responsibility to update or verify such information as it is received from the individual state boards of nursing. Nursys displays the dates on which a
board of nursing updated its information in Nursys.


This report is not sufficient when applying to another board of nursing for licensure. Use the "Nurse License Verification for Endorsement" service to request the
required verification of licensure.


Contact the board of nursing for details about the Nurse Practice Act, which includes nurse scope of practice and privileges and information about advanced
nursing practice roles (practice privileges, prescription authority, dispensing privileges & independent practice privileges).


License type information
RN: Registered Nurse
PN: Practical Nurse (aka Licensed Practical Nurse (LPN), Vocational Nurse (VN), Licensed Vocational Nurse (LVN))
CNP: Certified Nurse Practitioner
CNS: Clinical Nurse Specialist
CNM: Certified Nurse Midwife
CRNA: Certified Registered Nurse Anesthetist


Nurse Licensure Compact (NLC) information
Multistate licensure privilege: Authority to practice as a licensed nurse in a remote state under the current license issued by the individual's home state
provided both states are party to the Nurse Licensure Compact and the privilege is not otherwise restricted.
Single state license: A license issued by a state board of nursing that authorizes practice only in the state of issuance.
Privilege to Practice (PTP): Multistate licensure privilege is the authority under the Nurse Licensure Compact (NLC) to practice nursing in any compact party
state that is not the state of licensure. All party states have the authority in accordance with existing state due process law to take actions against the nurse's
privilege such as: revocation, suspension, probation or any other action which affects a nurse's authorization to practice.


© 2016 National Council of State Boards of Nursing Inc. All rights reserved.


www.nursys.com
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Attachment 4.1.12-2: Health Plan Licenses,  


Certification, and Accreditation 


Attachment 4.1.12-2: Health Plan Licenses, Certification, and Accreditation 


 includes the following documents 


 Attachment 4.1.12-2a: Certificate of Authority  


 Attachment 4.1.12-2b: NCQA Health Plan Accreditation 


 Attachment 4.1.12-2c: Nevada State Business License  


 Attachment 4.1.12-2d: Utilization Review License 


 Attachment 4.1.12-2e: Third Party Administrator License 
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December 4, 2014 


 


Eric Lloyd    


AMERIGROUP Nevada, Inc. 


7521 W. Lake Mead Blvd., Suite 104 


Las Vegas, NV 89128      


 


Dear Mr. Lloyd: 


 


We are pleased to inform you that based on the information gathered during your recent HP survey, the 


National Committee for Quality Assurance (NCQA) Review Oversight Committee has awarded 


AMERIGROUP Nevada, Inc. the accreditation status(es) listed below.  The final assessment report, 


which incorporates relevant changes made in response to your organization’s earlier comments, is now 


ready for your review.  You may now access the final report and results online by visiting 


https://iss.ncqa.org and looking under the section entitled Survey and Results. 


 


Product Line/ Accreditation Effective Expiration 


Product Status Date Date 


 


Medicaid-HMO Accredited December 4, 2014 December 4, 2017         


 


The NCQA Health Plan Report Card will be updated to reflect this status by no later than the 15th of 


January.  A certificate reflecting your accreditation status(es) is enclosed in recognition of your 


achievement.  Also, for your convenience, you may download the NCQA accreditation seal by visiting 


our Web site at www.ncqa.org.   Please refer to the 'Guidelines for Advertising NCQA HPA Survey 


Accreditation,' enclosed. 


 


If you have reason to believe that the compliance scoring of any standard or standards does not 


accurately reflect your organization’s compliance with the standards, you have the opportunity to 


request a reconsideration of compliance designations and/or accreditation outcome by the NCQA 


Reconsideration Committee.  To proceed with reconsideration, NCQA must receive within the next 30 


days a written request for reconsideration that addresses at least one of the grounds for appeal 


identified in the Reconsideration section of the “Administrative Policies and Procedures” of the 2014 


Standards and Guidelines for the Accreditation of Health Plans.  This request must not exceed five 


pages in length and must include a listing of the standards for which reconsideration is being 


requested.  A fee, as specified in the Agreement for HP Accreditation Survey, “Pricing Methodology 


and Cancellation Policy” (Exhibit A), is charged for reconsideration.  The fee must be paid at the time 


reconsideration is requested. 
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December 4, 2014 


Page 2 


 


 


In order to maintain your accreditation status(es), AMERIGROUP Nevada, Inc. will need to participate 


in a survey approximately three months prior to the expiration date.  Your next survey will be 


conducted in two stages using NCQA’s Interactive Survey System (ISS) and standards in effect at the 


time of the survey.  The first, or offsite, stage will begin immediately upon submission of your 


organization’s completed Survey Tool.  During this stage, NCQA reviews the organization against 


most of the standards and elements, thus reducing the duration of the second, or onsite, stage which 


will be scheduled to begin seven weeks after your Survey Tool is submitted to NCQA. 


 


We have tentatively reserved September 12, 2017, as the submission date of the completed Survey 


Tool to NCQA.  NCQA has tentatively set October, 31 2017 - November, 1 2017 for your two-day 


onsite survey.  If the proposed dates present a problem for you or if you have any questions regarding 


these dates, please contact Cindy Francis, Program Manager, Accreditation, at (202) 955-5147 or e-


mail francis@ncqa.org. 


 


If you have questions about the ISS, please contact NCQA Customer Support at (888) 275-7585 or e-


mail customersupport@ncqa.org.  You can also visit www.ncqa.org for additional information. 


 


While it is our understanding that the results of this accreditation survey may satisfy a state regulatory 


requirement, NCQA assumes no responsibility for transmitting copies of this report to relevant state 


agencies. 


 


We wish to acknowledge your quality improvement efforts, which were evident throughout the survey 


process.  NCQA looks forward to working with you and your staff again in the future. 


 


 


Sincerely, 


 


 
Dayna McKnight, MBA, MS 


Assistant Vice President, Accreditation 


 


Enclosures 
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Utilization Review 
AGP CORPORATION 
ATTN; CHELISE HAYES 


4425 CORPORATION LANE 
VIRGINIA BEACH, VA 23462 


is authorized to transact business as described above 
License No: 20092 Issue Date: 04-24-2015 Expiration Date: 03-01-2017 


Generated by Sircon 132184523 


 


THIS IS TO CERTIFY THAT 


AGP CORPORATION 
ATTN; CHELISE HAYES, 4425 CORPORATION LANE, 


VIRGINIA BEACH, VA 23462 


LICENSE NUMBER: 20092 


IS HEREBY AUTHORIZED TO TRANSACT 
BUSINESS IN ACCORDANCE TO THE LICENSE 
DESCRIPTION SHOWN BELOW: 


Utilization Review 
Issue Date: 04-24-2015 


Expiration Date: 03-01-2017 


Generated by Sircon 132184523 
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Tab VIII — Other Informational Material 
Attachment 4.3 – 1: Letters of Support 
Attachment 4.3 – 1: Letters of Support includes the following documents 


 
 United Way 


 Office of Consumer Health 


 UNLV School of Medicine 


 Innovative Healthcare Delivery 


 WELL CARE Services 


 Clinica Santa Maria 


 Nevada Homeless Alliance 


 City of Las Vegas 


 Internal Medicine Specialists 


 Southern Nevada Center for 
Independent Living 


 Community Health Alliance 


 Caridad 


 Family Ties of Nevada 


 BristleCone Family Resources 


 Las Vegas Fire and Rescue 


 Alta Vista Mental Health 


 CARE Coalition 


 Community Counseling Center of 
Southern Nevada 


 Consulate of Mexico 


 After-School All-Stars 


 American Lung Association 


 R.E.A.C.H. 


 Asian Community Development Council 


 Baby’s Bounty 


 Boys and girls Club 


 CIMA Medical Group 


 Clincal Pathology Laboratories 


 Community Partners for Better Health 


 Communities in Schools  


 Future Smiles 


 Grant a Gift 


 March of Dimes 


 Nevada Adult Day Healthcare Centers 


 Olive Crest 


 Positively Kids 


 Quest 


 R.E.A.C.H. 


 R.E.A.C.H. 


 The Salvation Army 


 Sunrise Children’s Foundation 


 Sunrise Pediatrics 


 Convoy of Hope 


 Three Square 


 University of Nevada School of Medicine 


 Boys and Girls Club of Truckee Meadows 


 UNLV School of Medicine 


 UNLV School Medicine 


 UNLV School Medicine 


 Zeta Phi Beta Sorority  


 Office of Governor Brian Sandoval 


 Proclamation- WELL CARE 


 City of North Las Vegas Certificate 


 Congressman Cresent Hardy 


 The City of Henderson, Nevada 


 U.S. Representative Joe Heck 


 U.S. Senator Harry Reid 
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UN I V E R S I T Y O F NE VA D A, LA S VE G A S


Box 453070 • 4505 S. Maryland Parkway • Las Vegas, NV 89154-3070 • Tel: 702-895-3524


MEDICINE
School of


 
August 22, 2016 
 
To Whom It May Concern: 
 
I’m writing today on behalf of the UNLV School of Medicine to recommend Amerigroup 
Nevada to run the state’s Medicaid managed care program. In addition to helping thousands 
of Nevadans receive high quality care in an efficient manner, Amerigroup has been an 
incredible partner to the medical school.  
 
One of the medical school’s core missions is to improve access to Medicaid and underserved 
patients in Southern Nevada. We have been working with Amerigroup to achieve our mutual 
mission and goals to treat individuals suffering with complex medical conditions, the seriously 
mentally ill, seniors and individuals with multiple social service needs.  
 
To that end, Amerigroup has created several new ways for its members to access health care 
that we believe are innovative and will make a true impact. These include daytime medication 
clinics, tele-medicine kiosks and mobile crisis teams. They also are working to provide case 
management, transportation and housing – all innovations and services UNLV School of 
Medicine wants to extend in its clinical enterprise. 
 
Amerigroup Nevada also has worked hard to focus their energy on addressing these 
populations that often are most difficult to serve and has the most severe medical illnesses. 
They have made a concerted effort to address the seriously mentally ill (SMI) population and 
provide critical services that are not otherwise covered by regular Medicaid. 
 
Amerigroup is working to provide case management, transportation and housing – all services 
UNLV School of Medicine wants to extend in its clinical enterprise. 


We believe Amerigroup is the right organization to ensure Nevada can continue to provide 
high quality and timely care to its Medicaid population. Please feel free to call me if you would 
like to discuss our position on this matter in more detail (702) 895-3524. 


Sincerely, 
 
 
Barbara Atkinson, MD 
Founding Dean 
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  PO Box 95522 Las Vegas, NV 89193  ▪ 702-743-1487 ▪  www.nevadahomelessalliance.org  ▪ Fax 458-9134 
 


 
Board of 
Directors: 


 
Tamara Harris 
Strategy Provider 
President  
 
Sandra Shulman 
MGM Resorts 
International 
Vice President 
 
Senator David Parks 
Immediate Past 
President 
 
Linda Rheinberger 
Berkshire Hathaway 
Homes 
 
Matthew O’Brien 
Shine A Light 
 
Robert Reynolds 
Reynolds  & 
Associates  
 
Merideth Spriggs 
Caridad 
 


 
 
 


 
 
 


 


     


 


 


January 28, 2016 
 
Eric Lloyd 
President, Amerigroup Nevada 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 
Dear Mr. Lloyd, 
 
I am excited to learn that Amerigroup, An Anthem Company, plans to submit a 
proposal in response to the forthcoming procurement for the Nevada Medicaid 
program, under the name Amerigroup, An Anthem Company.  I am pleased to offer 
this letter in support of that endeavor.  I have appreciated learning more about the 
impressive Medicaid capabilities of your company under Amerigroup, An Anthem 
Company and I believe that your company will continue to deliver needed 
innovations to improve the lives of those served by Nevada Medicaid. 
 
I very much appreciate your support of our recent Project Homeless Connect event, 
in which we partnered to serve 3,477 homeless/at-risk clients.  As we have 
discussed, our programs/initiatives serve citizens of the state who are eligible or 
may become eligible for Medicaid.  Your support for our organization will help us to 
expand Project Homeless Connect, which will equip us to better serve our 
community.  I am impressed with your company's early investment in better 
understanding the new populations you seek to serve in Nevada.  In particular, I 
believe that your innovations in outreach and provision of services will make a 
significant contribution to improving the lives of Nevada who participate in the 
Nevada Medicaid  


From all of us at Nevada Homeless Alliance, I thank you for your interest in and 
support of our work. I look forward to continuing to create a meaningful partnership 
with Amerigroup, An Anthem Company in serving our most vulnerable citizens. 
Sincerely, 
 
Sincerely, 
 
 
 
Stacy Sutton Pollard, MSW, LSW 
Executive Director 
Email:  Director@nevadahomelessalliance.org 
 
Mission:   
To create impactful partnerships and promote collaboration among private, public, 
and non-profit sectors through advocacy, events, and education.  
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2540 S. Maryland Parkway #197, Las Vegas, NV 89109 


702-350-1880     ▪     http://www.caridadcharity.com     ▪      CaridadLasVegas@gmail.com  


  
 


 


 
 
 
 


 


 
 
May 18, 2016 
 
 
Eric Lloyd 
President, Amerigroup, An Anthem Company 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 
 
Dear Mr. Lloyd, 
 
I am excited to learn that Amerigroup, An Anthem Company plans to submit a proposal in response to the 
forthcoming procurement for the Nevada Medicaid program, under the name Amerigroup, An Anthem Company.  I 
am pleased to offer this letter in support of that endeavor.  I have appreciated learning more about the impressive 
Medicaid capabilities of your company under Amerigroup, and I believe that your company will continue to deliver 
needed innovations to improve the lives of those served by Nevada Medicaid. 
 
I very much appreciate your support of our street outreach, SOAR program, and having a medical van at Family 
Connect. As we have discussed, our programs/initiatives serve citizens of the state who are eligible or may become 
eligible for Medicaid.   
 
Your support for our organization will help us to expand SOAR so that disabled clients may receive benefits and 
end their battle with homelessness, which will help us better serve our community. Our hope is to lower the 
medical cost per client among the chronically homeless by stabilizing our clients.  I am impressed with your 
company's early investment in better understanding the new populations you seek to serve in Nevada.   
 
The Amerigroup SOAR specialist was the second full-time dedicated SOAR staff in the state of Nevada.  In 
particular, I believe that your innovations in emergency housing for homeless will make a significant contribution 
to improving the lives of Nevada who participate in the Nevada Medicaid  


 
From all of us at Cariadad I thank you for your interest in and support of our work. I look forward to continuing to 
create a meaningful partnership with Amerigroup, An Anthem Company in serving our most vulnerable citizens. 
 
Sincerely, 
 
Most sincerely, 


 
 
 
 


Merideth Spriggs 
President & Founder, Caridad 
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January 29, 2016 


 


 


Eric Lloyd, President  


Amerigroup Nevada 


9133 W. Russell Rd.  


Las Vegas, NV 89148 


 


Dear Mr. Lloyd, 


 


I am excited to learn that Amerigroup, An Anthem Company, plans to submit a proposal in response to the 


forthcoming procurement to continue the Nevada Medicaid program, under the name Amerigroup, An Anthem 


Company.  I am pleased to offer this letter in support of that endeavor.  I appreciated learning more about the 


impressive Medicaid capabilities of your company under Amerigroup, An Anthem Company, and I believe that 


your company will continue to deliver needed innovations to improve the lives of those served by Nevada 


Medicaid. 


 


Family TIES of Nevada operates the Nevada Family-to-Family Health Information Center Program (NVF2F), 


to ensure that families of children and youth with special health care needs receive peer support, information, 


training, and technical assistance.  Families contact us for help in navigating public and private systems 


including determining their eligibility for a healthcare financing program, applying for programs, dealing with 


healthcare denials, getting referrals, identifying and accessing community support programs, connecting with 


peer support and many other issues.  We offer trainings through in-person workshops, topical conference calls, 


and other media, and play an important role in disseminating information to the broader public.  Family TIES 


works with families, health care providers, public and private agencies, and advocacy or support groups to 


promote family-centered care and medical homes for children with special health care needs.  Furthermore, we 


promote discussion and linkages among families, providers, managed care programs, and government to better 


serve the health care and related needs of children and families in Nevada.  As we have discussed, our 


programs/initiatives serve citizens of the state who are eligible or may become eligible for Medicaid.   


 


Over the past several years we very much appreciate your support of our community outreach and educational 


events to reach families of diverse backgrounds and others who have difficulty accessing information and care 


resources due to transportation, socioeconomic and other barriers.   
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Your support for our organization will help us expand our outreach efforts to diverse groups, and expand the 


Parent Training Series for parents with loved ones with special healthcare needs (includes chronic illness, 


disability and other conditions) with information on relevant health and related topics such as Youth Transition 


Resources, Health Advocacy & Medical Home, Medicaid and Medicaid Waiver Programs, Therapy and 


Mental/Behavioral Health Services, Early Intervention and Child Find Programs, Guardianship, IDEA and 504 


Programs, etc. Such critical resources will help families find/learn about community services, and partner at the 


direct care level by giving them information and advice, bolstering their confidence and providing tools to help 


them communicate with their child’s providers.   


 


I am impressed with your company's early investment in better understanding the new populations you seek to 


serve in Nevada.  In particular, I believe that your innovations in childhood obesity, prenatal care, asthma, and 


other areas will improve health outcomes and make a significant contribution to improve the lives of Nevadans 


who participate in Nevada Medicaid.  


 


From all of us at Family TIES of Nevada, I thank you for your interest in and support of our work. I look 


forward to continuing to create a meaningful partnership with Amerigroup, An Anthem Company, in serving 


our most vulnerable citizens. 


 


Sincerely, 


 


Melanie Kauffman 


Melanie Kauffman, GPC 


Executive Director 
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6272 Spring Mountain Rd. #100 


Las Vegas, NV 89146 
Office: (702) 463-1415 
Fax: (702) 463-0602 


www.CAREcoalitionNV.org 
 
 


 
 
1/18/16 
 
 
Eric Lloyd 
President, Amerigroup Nevada 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 
 
Dear Mr. Lloyd, 


I am excited to learn that Amerigroup, An Anthem Company plans to submit a proposal in response to 
the forthcoming procurement for the Nevada Medicaid program, under the name Amerigroup, An Anthem 
Company.  I am pleased to offer this letter in support of that endeavor.  I have appreciated learning more 
about the impressive Medicaid capabilities of your company under Amerigroup, An Anthem Company 
and I believe that your company will continue to deliver needed innovations to improve the lives of those 
served by Nevada Medicaid. 


I very much appreciate your support of our recent Remote Area Medical event as well as our monthly 
Coalition meeting.  As we have discussed, our programs/initiatives serve citizens of the state who are 
eligible or may become eligible for Medicaid.   
 
Your support for our organization will help us to expand our Community Health Worker Program, which 
puts eligible disadvantaged people with Medicaid and Primary Healthcare Services, which will equip us 
to better serve our community.  I am impressed with your company's early investment in better 
understanding the new populations you seek to serve in Nevada.   
 
In particular, I believe that your innovations in mental health and substance abuse will make a significant 
contribution to improving the lives of Nevada who participate in the Nevada Medicaid  
From all of us at CARE Coalition I thank you for your interest in and support of our work. I look forward to 
continuing to create a meaningful partnership with Amerigroup, An Anthem Company in serving our most 
vulnerable citizens. 


Sincerely, 


Anna Cedro 
Anna Cedro 
Executive Director 
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January 19, 2016 


 
 
 
Eric Lloyd 


President, Amerigroup Nevada 


9133 W. Russell Rd.  


Las Vegas, NV 89148 


 


Dear Mr. Lloyd, 


 


I am excited to learn that Amerigroup, An Anthem Company plans to submit a 


proposal in response to the forthcoming procurement for the Nevada Medicaid 


program, under the name Amerigroup, An Anthem Company.  I am pleased to 


offer this letter in support of that endeavor.  I have appreciated learning more 


about the impressive Medicaid capabilities of your company under Amerigroup, 


An Anthem Company and I believe that your company will continue to deliver 


needed innovations to improve the lives of those served by Nevada Medicaid. 


 


I very much appreciate your support of our recent 20th Anniversary All-Star 


Games (Un-Gala) on October 3, 2015, as well as your recent support of the 


Annual All-Star Soccer Tournament for more than 300 elementary school 


children. As we have discussed, our programs/initiatives serve citizens of the 


state who are eligible or may become eligible for Medicaid.  


  


Your support for our organization helps us to ensure that our elementary and 


middle school participants have healthy options and opportunities during the 


critical hours after-school.  Your support also enables us to expand our free, 


comprehensive after-school programs and provide services to more 


underprivileged youth, which will equip us to better serve our community.  I am 


impressed with your company's early investment in better understanding the new 


populations you seek to serve in Nevada.   


 


In particular, I believe that your innovations in childhood obesity prevention will 


make a significant contribution to improving the lives of Nevada who participate 


in the Nevada Medicaid.  


 


From all of us at After-School All-Stars Las Vegas, I thank you for your interest 


in and support of our work. I look forward to continuing to create a meaningful 


partnership with Amerigroup, An Anthem Company in serving our most 


vulnerable citizens. 


 


Respectfully, 


 
 
 
Ranna J. Daud 


Executive Director 


After-School All-Stars Las Vegas 
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April 1, 2016 
 
 
 
Eric Lloyd 
President 
Amerigroup, An Anthem Company 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 
 
Dear Mr. Lloyd:  
 
I am excited to learn that Amerigroup, An Anthem Company plans to submit a proposal in 
response to the forthcoming procurement for the Nevada Medicaid program, under the name 
Amerigroup, An Anthem Company.   
 
I am pleased to offer this letter in support of that endeavor.  A robust Medicaid program is vital 
to help improve the health of Nevadans.   Low income individuals bear a disproportionate 
burden of lung disease.  So it is critical to our mission: to save lives by improving lung health and 
preventing lung disease, that Nevadans have a strong Medicaid program.   
 
A strong Medicaid program provides access to appropriate treatment and services and 
provides clear and transparent information for patients and health care providers.  
Coverage and access to key lung health services include lung cancer screening for those at high 
risk, guidelines-based care for people with asthma and COPD, and barrier-free access to 
tobacco cessation.  
 
Amerigroup, An Anthem Company is a key partner in our lifesaving work. We look forward to 
continuing to collaborate to help improve the health of Nevada’s most vulnerable individuals.  
 
Sincerely, 
 
 
 
Kristina Crawford 
Executive Director 
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May 30, 2016 
 
Eric Lloyd, CEO       
Amerigroup –Nevada 
9133 W Russell Rd.  
Las Vegas, NV 89148  


 
 
Dear Mr. Lloyd 
 


As you are aware in the past Amerigroup (Anthem) has been a very 
important support partner for  Research Education Access to Community Health 
(R.E.A.C.H.) Ventanilla de Salud (VDS) which  is a bi-national collaboration of 
government, non-profit, and private agencies working to increase access to 
healthcare among low-income and migrant Hispanic families (especially children) in 
the greater Las Vegas area.  


 
This past November The Anthem Foundation awarded R.E.A.C.H./VDS a small 


grant to further increase cervical cancer awareness. We really appreciate your 
support in this endeavor in providing cervical cancer education and prevention and 
screening referrals which are highly needed for the women in the Hispanic 
Community.     


 
R.E.A.C.H./Ventanilla de Salud is currently working to continue achieving the 


following goals: 
 
1. Establish agreements and Memorandums of Understanding (MOUs) with 


medical care facilities in Southern Nevada that will receive client referrals for 
care 


2. Provide bi-lingual health education, disease prevention, and health insurance 
information sessions to any persons visiting the Mexican Consulate in Las Vegas. 


3. Conduct one-on-one health needs assessments with persons in order to identify 
those with immediate health needs and those in need of health insurance 


4. Provide referrals to persons in Las Vegas Valley with immediate health needs to 
health care providers (medical home), and assist them in completing health 
insurance paperwork 


5. Provide information about enrollment to children in Southern Nevada in 
government-based, low-income health insurance programs. 
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6. Continue VDS program with additional support from local entities and other 
grant and sponsorship funds. 


 
Currently, R.E.A.C.H./Ventanilla de Salud is a primary reference point for ~ 


12,000 individuals in Nevada community who require assistance in finding medical 
treatment.  


 
Through strong’s partnerships with local organizations, such as Anthem 


(Amerigroup), The Mexican Consulate in Las Vegas and great medical facilities, 
R.E.A.C.H./Ventanilla de Salud is able to accomplish its primary mission of making 
preventive healthcare available and affordable to the Hispanic community and in 
general  population. 


 
R.E.A.C.H./Ventanilla de Salud is also responsible for educational outreach 


throughout the community with workshops targeting illness prevention and 
accessing healthcare and other government programs. R.E.A.C.H. its staff and a large 
number of volunteers, who are well trained in different health subject matters, have 
had a strong impact in the community with different programs and have developed 
a strong presence in health events for the community, delivering brochures, 
information, screenings and healthcare resources. 


 
Therefore, we kindly ask for your sponsorship of $11,000. Your tax 


deductible sponsorship will be used to fund currently running programs and to 
ensure their continuation in the future. (see attached Table) 


  
Thank you for aiding this important cause. Your contribution will be truly 


appreciated. 
 
 
Sincerely, 
Maria Emilia Guenechea 


Emilia Guenechea 
Executive Director 
REACH/VDS 
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                     Community Partners for Better Health  
700 Lola Ave.  


N .Las Vegas, NV 89030  
Phone (702) 256-2724 Fax (702)256-2470 


“To empower People and the community with the necessary knowledge and tools to improve 
health, quality of life and eliminate health disparities.” 


 
                           
 


January 19, 2016 
 
 
 
Mr. Eric Lloyd 
President, Amerigroup Nevada 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 
 
Dear Mr. Lloyd, 
 
I am delighted to learn that Amerigroup, an Anthem Company plans to submit a 
proposal in response to the forthcoming procurement for the Nevada Medicaid 
program, under the name Amerigroup, An Anthem Company.  I am pleased to offer 
this letter in support of that endeavor.  I have appreciated learning more about the 
impressive Medicaid capabilities of your company under Amerigroup, An Anthem 
Company and I believe that your company will continue to deliver needed 
innovations to improve the lives of those served by Nevada Medicaid. 
 
 
We very much appreciate your support of our annual Choose to Move Festival.  As 
you are aware, our programs/initiatives largely serve Nevada citizens who are 
eligible or may become eligible for Medicaid.  Your support for our organization 
helps us to expand our outreach efforts which enables and equips us to better serve 
our community.   
 
Amerigroup’s early investment in better understanding the new populations you 
seek to serve is impressive. In particular, I believe that your innovations in childhood 
obesity, prenatal care, asthma and other chronic diseases will make a significant 
contribution to improving the lives of Nevadans who participate in Nevada Medicaid  
 
 
From all of us at Community Partners for Better Health, we thank you for your 
interest in and support of our mission. We look forward to continuing to create a 
meaningful partnership with Amerigroup, in continuing to serve Nevada’s most 
vulnerable citizens. 
 
Sincerely, 


Celeste Folmar 


Celeste Folmar, Chair 
Community Partners for Better Health 


Board of Directors  


  


 


 


Celeste Folmar  


Chairman 


 


Roxie Brown 


Secretary/Treasurer 


 


Jaci Black 


Director 


    


Raymond Giddens Jr. 


Director 


 


Linda Haley  


Director 


 


Donna Thorson 


Director 


     


Joyce Woodson  


Director 


 
 


 


 


 


Advisory Council 


Lois Greene 


President 


The Business Liaison 


 


 


Attachment 4.3-1: Letters of Support


Nevada Managed Care Organization RFP# 3260 Section 4.3 — Page 47







Attachment 4.3-1: Letters of Support


Nevada Managed Care Organization RFP# 3260 Section 4.3 — Page 48







Attachment 4.3-1: Letters of Support


Nevada Managed Care Organization RFP# 3260 Section 4.3 — Page 49







Grant a Gift-
AUTISM FOUNDATION


72 N. Pecos, Unit C
Henderson, NV 89074
Tel:702-564-2453
www.grantagiftfoundation.org


January 28,2016


Eric Lloyd
Pres*rent, Amerigroup l,levada
9133 W. Russell Rd.
Las Vegas, NV 89148


Elear Mr- Lloyd,


I am excited to leam that Amerigroup, An Anthem Company plans to submit a proposal in
response to the forthcoming procurement for the Nevada Medicaid program, under the name
Amer(;roup, An Anthem Company- I am plemed to oftrthb lefier in support of tut erdeavor-
I have appreciated bamir4g more about the impressive itedicaid capatlilitbs of your oompany
underAmerigroup, An Anthem Cornpany and I bdieve that your oornpany sill oontinue to
deliver needed innovations to improve the lives of those served by Nevada Medicaid.


1- I very much appreciate your support of our recent Fashion for Autism Gala and 5k Race
for Hope ard Family Resoure Fair durirg NationalAutisrn Awareness month- As re
have discussed, our programsfinitiatives serye citizens of the state wtro are eligible or
may become eligible for Medicaid.


2- Your support for our organization will help us to e4pard dired treabnent programs,
sociaUlife skill programmiqg, ard care coordination whicfr vuill equip us to better serve
(rur conmunfiy- I am impressed witfi your ornpan/s ear$ invffinent in be{ter
understanding the new populations you seek to serye in Nevada.


3- ln partianlal I belbve that your innovations in Autism teatrnent ard supportwill make a
significant confrihrtion to improving the lives of l{evada who pafiicipate in the Nevada
t edicaid


From all of us at Grant a Gift Autism Foundation I thank you for your interest in and support of
our work- I Iook forward to continuing to create a meaningful parhership wi0r Amer(;roup, An
Anthem Company in serving our most vulnerable citizers-


Fourder/hesident
Grant a Gift Autism Foundation


Q


hL
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March of Dimes 
Nevada 


5564 S. Fort Apache, Suite 100 
Las Vegas, NV 89148 


(702) 732-9255 
 


April 18, 2016 
 
 
Eric Lloyd 
President, Amerigroup, An Anthem Company 
9133 W. Russell Rd.  
Las Vegas, NV 89148 
 


Dear Mr. Lloyd,  


The Nevada March of Dimes is pleased to support the submission of a proposal in response to the 


forthcoming procurement for the Nevada Medicaid program, under the name Amerigroup, An Anthem 


Company.  Amerigroup, has demonstrated its leadership and has made positive strides to improve the 


lives of Nevada children who participate in Nevada Medicaid through innovations in child obesity, 


prenatal care, asthma, etc. 


The mission of the March of Dimes is to improve the health of babies by preventing birth defects, 


premature birth and infant mortality. The primary goal of our Prematurity Campaign is to accelerate the 


current decrease in premature birth rates in the U.S. The focus of Nevada Medicaid is aligned with our 


mission, and aims to fulfill our mutual goal of reducing premature births in the State of Nevada by 


ensuring all moms and babies receive quality healthcare.  


We know that decreasing preterm births will reduce infant mortality, improve birth outcomes and likely 


lower health care costs, which are key priorities for both of our agencies. The Nevada March of Dimes 


looks forward to collaborating with you to achieve these goals, building on our history of success of 


working together to improve the health of mothers and babies in the State of Nevada.  


Sincerely, 


 
 
Leslie Kowalewski 
March of Dimes 
West Regional MCH Director 
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501(c)3 


3500 Lakeside Ct., Ste 101 
Reno, NV 89509-4829 
775 786-6880 
Fax 786-6899 


  


 
            


            


 


March 4, 2016  


 


Amerigroup  


RealSolutions in healthcare 


 


To Whom It May Concern: 


 


Quest Counseling and Consulting has been contracted with Amerigroup 


since 10/08/2012. We have had success in contacting and getting timely 


responses from their representatives. The claim process has been a 


satisfactory experience. The entire process working with Amerigroup from 


contracting to claims has been a good experience for us, and we appreciate 


it. 


 


Thank you for your help and assistance. 


 


Sincerely, 


Annette Moran 
Annette Moran 


Billing Manager 
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         April 6, 2015 


Dear Community Partner, 


 


The planning committee of Bi-national Health Week 2015 (BHW) would like to extend a cordial invitation 


to your agency, to join our committee. We are convinced that your agency’s participation would be an 


integral part of this committee as well as further broaden the impact of activities that take place 


throughout BHW.  


 


Bi-national Health Week is one of the largest mobilization efforts in the Americas dedicated to 


improving the health and well-being of the vulnerable, underserved Latino population that lives in the 


United States and Canada. During BHW, various federal, state and local community organizations, 


institutions and volunteers unite annually throughout the month of October to offer educative 


workshops, health fairs, and insurance referrals. Moreover, BHW uses innovative resources to improve 


cultural competency of health. As part of the launching events of BHW, every year a Bi-national Forum 


on Migration and Health is held, in which advocates and researchers engage policymakers to put 


reducing health disparities of the Latino immigrant population at the top of the public-policy agenda. 


 


Last year’s BHW activities took place during October 1-14th, 2014. It is estimated that 6,378 activities 


took place which ~610,453 benefitted from. In these events 9,000 agencies and 21,000 volunteers led by 


133 consulates worked together with 178 regional planning committees to put together a successful  


Bi-national Health Week. 


 


This year, Bi-national Health Week will take place from 1-30th of October 2015. The planning will be 


meeting for the committee on April 29, June 24, August 26, at The Mexican Consulate from 9:00 am – 


10:30 am. Please confirm your agency participation, and be part of this wonderful movement. 


 


Sincerely, 


Emilia Guenechea. REACH/VDS  
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January 20, 2016 


 


 


Eric Lloyd 


President, Amerigroup Nevada 


9133 W. Russell Rd.  


Las Vegas, NV 89148 


 


 


Dear Mr. Lloyd, 


I am excited to learn that Amerigroup, An Anthem Company plans to submit a proposal in response to the 


forthcoming procurement for the Nevada Medicaid program, under the name Amerigroup, An Anthem 


Company.  I am pleased to offer this letter in support of that endeavor.  I have appreciated learning more 


about the impressive Medicaid capabilities of your company under Amerigroup, An Anthem Company 


and I believe that your company will continue to deliver needed innovations to improve the lives of those 


served by Nevada Medicaid. 


I very much appreciate your support of our recent Bi-National Health Week in Reno and Clark County, 


Woman’s Day, Promotora’s program. As we have discussed, our programs/initiatives serve citizens of the 


state who are eligible or may become eligible for Medicaid.   


Your support for our organization will help us to expand health education programs and new initiatives, 


which will equip us to better serve our community.  I am impressed with your company's early investment 


in better understanding the new populations you seek to serve in Nevada.   


In particular, I believe that your innovations in child obesity, prenatal care, asthma and health quality, will 


make a significant contribution to improving the lives of Nevada who participate in the Nevada Medicaid  


From all of us at Research Education and Access for Community Health (REACH), I thank you for your 


interest in and support of our work. I look forward to continuing to create a meaningful partnership with 


Amerigroup, an Anthem Company in serving our most vulnerable citizens. 


Sincerely, 


Emilia Guenechea 


Emilia Guenechea MA 


Executive  Director 


R.E.A.C.H./Ventanilla de Salud 


Binational Health Week Nevada 


vds3guenechea@gmail.com 


Phone # :702-477-2755 


Cell: 702-354-3913 
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May 1, 2016 
 


Eric Lloyd 


President, Amerigroup, An Anthem Company 


9133 W. Russell Rd.  


Las Vegas, NV 89148 


 


Dear Mr. Lloyd, 


 


Zeta Phi Beta Sorority Inc. – Pi Pi Zeta Chapter are excited to learn that 


Amerigroup plans to submit a proposal for the forthcoming 


procurement for the Nevada Medicaid program. I am especially 


pleased to offer this letter in support in that endeavor. It’s been a 


pleasure to work with your company over the past 2 years on our 


Stork’s Nest Prenatal Education program. We’ve appreciated learning 


about the Medicaid capabilities of your company under Amerigroup 


and we believe that your company will continue to deliver needed 


innovations to improve the lives of our mothers which are served by 


Nevada Medicaid. 


 


We very much appreciate your contribution of financial resources and 


baby products (wipe cases, teething toys, bibs, etc.) for the Stork’s 


Nest Community Baby Shower we have each year. As you may know, 


our Stork’s Nest serves expecting mothers who are Medicaid eligible. 


Many of them are also low income and would not be able to get the 


necessary items to be prepared for motherhood if not for the 


community support from organizations like Amerigroup. Your 


continued support for our organization will help us to expand Stork’s 


Nests by providing more products, services, and increase our outreach 


to double the number of mothers we serve within the next 2 years. It 


will also help us to focus on specific initiatives such as increases in 


breastfeeding, lowering postpartum, and other health related 


concerns affecting pregnant women in Nevada.  


 


From all of us in the Pi Pi Zeta Chapter of Zeta Phi Beta Sorority, Inc. 


and Stork’s Nest, thank you for your support of our work to bring 


healthy, strong babies into the world. We look forward to continuing to 


create a meaningful partnership with Amerigroup. 


 


Sincerely, 


Irenica Parson 
Irenica Parson 


Program Chair 


Zeta Phi Beta Sorority, Inc. 


702.327.1961 


iparson@pipizeta.com 


 
 


Zeta Phi Beta Sorority, Inc. 


Pi Pi Zeta Chapter 


P.O. Box 531672 


Henderson, NV 89053-1672 


 


Kali Fox Miller, President 


Tonya Satchell, Vice President 


Rose Bates-Boone, Secretary 


Leza Holtz, Treasurer 


Irenica Parson, Program Chair 


Zakisha Thomas, Stork’s Nest 
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